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Af AGlan'Ci: ADVAWTAatt of tbe COMMiSflOm Cqgrt

3evor«l Mjwtaof the Corps mate it valuahb to ?HS □itmagernaji, Tte CoftB provWss the PH3 n^; i 
mobile, flwdbie, ted reajonuve staff who ctai icwt a range of jm'dic health nMiJS, such as pipyWi*';: >'■ ■ \ 

owdical setvicos duxiu® nntural dnasjers and developing public policy vi< health care ueuw.

Admluktretne AutLmiiJ. Although il» Ptwldeai miains aorte authority, the Coinmlsstoed Corp* la. 
idn>lni*Ur»d omiraly within DHHS, TU* la paiileuliirly imponaat in satjsfyioa the (tbsagmg roiw ami , 
dcmandi of the PUS. Deprunental authority panriite Cimch d^elcpmmit and revision of regEditor.*.- ' ■'
policiti, and procadww. The ftwidwt may, by Executive Order, militarije the Oxuain tines-ef wara 
emergencies involving uatiotel awurity. The Corps was aiilitsrized durieg the Firel and Second World 

Wan and the Korean Ccaflkt

Structure. The active duty foae «f the Commlssicmcd Corp# ladUde* two cus^cn cuts, the regular ’ .

; . .,.

compotect, whose officer have nude a carter coumitacnt to the PUS, and the reserve compooedt, 
wmeh inextejes or doemtow to cuet Service deeds. The regular compoaent has mi autltoriicd streti^ti of 

2,800.1'j offleen are appointed through preeltaHwl norainrtiou avd Senate coaSnuaiiob.

• . . * '• • , *. ' •' • .* ’ ‘ ’ ' 
Tio inactive rwene inoiiidss more than 6,0(K)hfldih professionals wtio can ome the dunging needs of 
rhe PHS. Approximately IXJOC inactive teterva officers have lud’ctietl dudr wilUngnes* to panidpate in 
short tottre of active duty each year to mast acutt ttafllM *honag««. These “xesdy reserve-' officers are 
used primarily by the Health Service. disNaaonal Heald-. Service Corps, anc me 3tnsau of Madns. 

■ ’ ’ ' *. J
Mobility . &ch officer b sworn to serve in any posidon or area reqtined by ite oagendev of me Service, Ths 

PHS haa broad uthodcy to reassign cor.tailsslcrted officers to mere penontu! needs.

Itedbihsy. CanrnlM’oiudafficerareMln that rank or gratia rejarjdless at asdgnateni They are able m 
Marti! j. accept oew asfiigomenu without fanr of losing grade or aimpen udon.

Enttr^ffltcy keafansa. Commlsstonad offlaers may ba called to duty 24 hours a day. if neceisary, they are 
required us work ineplar and prolonged hours cater adverse; physically dMaaading conditions, without 
ipacial conrideratian. Hie Corps aw been the primary seme of health praftaslcnal personnel deployed by the 

PHS during mulonal end latBmadonai emagennlts.
. * • ■’ ■ 

Irdnta$» The Coq»s Lss teen (ha iz&ldsg ground fc: many twalth professlouUs who have gone on to 

arei lu licalch and molictsl education peal dais in the privaw sector. ■ -■ • • ? 1',. '

Courdlnattoa Comdsritmad officers etijoy a variety of asslgameuLs that expose cbeta to health ptoblemj aad 
1st iKs throughout rhe country. AsarewlL iheyuniietmui hafilth usuesfr.ar arise at ths stare and Ideal level. 

Tlnry vvork.doeely with Slate and lo«] health off’daN, and are often chle It engage them in woperarive ,ind 

coantfinatedpublicmltnalhortc ,/, ' .■
la >1



2022458551- 54:32215;# 5
I

3900403/08/68 42:46

I

be Aflelgnea to Fadoral, state, 
.ional erganlzations to accomplish

I

MISSION STATEMENT FOR THE
COMMISSIONED CORPS OF THE UNITED STATES 

PUBLIC HEALTH SERVICE

APPROVED SY RADM JAMES O. MASON
ACTING SURGEON GENERAL
8 NOVEMBER 1989

i

•Army, Navy, Air Farce, Marine Corps, Coast Guard, puriic Health 
service, National Oceanic and Atmospheric Administration

Th* ■mission of the CommiBsicned Corps of the Public Health 

service is to provide highly-trained and mobile health 
professionals who carry out programs to promote the health of 
the Nation, understand and prevent disease and injury, assure 
safe and effective drugs end medical devices, anH iv^r health 
services to Federal beneficiarieK, and who furnish health 

expertise in time of war er other national or international 
einergencies, As one of the seven uniffanned services* of the 
united states, Ue Cooisjicned Corps is a spaciallied career 

system designed to attract, retain, and develop health 
professionals who way be Aflflgned to Federal, state, or Inr^i 

agencies or international organizations to accomplish its 

mission.

SENT BYiXerox Telecopier 7021 ! 5- 8-85 ! 12=44 I
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THE PUBLIC HEALTH SERVICE

What isQ:

A:

Q;

A:

x. of the seven Uni-fomsa services qx
alon, with th. Havy, Alz Eorc., MtrU. corp^^^t

i

I

!

I

QUSSTIOMS AND ANSWERS ABOUT THE 

COMXlSSICNIEr CORPS of TOOL LL-L.!"

Qi

A*.

Qi

A:

officers are otter, detailed to

I

the Bission of the PHS Commisaionefl Corps?

See attached officlaJ mission statement.

How many officers are on active duty in the PHS 

Conraissloned Corps?

as of March lr 1995, there ware 6,257 officers on active 
Knurovlnatelv 2.6UO officera «re assigned to the 

SSlin SKth Sir?i« to provide health servicea to Native 

aa?Scd to each of the eight phs Agencies, approxima-aly 
“oSroffioere are detailed to ncn-?H3 Agencies including 

the Bureau of Prison®, U.S. coast Guard. Environmental 

Protection Agency, and tne Health care Finartxrg
Administration. officers are otter, detailed to 
mtw&I sut-. «na looaliti..

Protection Agency, and tne
Ad® ini et mt ion. r------------

t;T7ovxie •jibiw'Ri.ltt wpartl...

How are soBBissioned cfSicere paid?

AB ana of the seven Uniformed services of th© United states, 

s:s is

to O. W b«t“"n “ftn-

services and private sector pay rates.

May the phs Commissioned corps be militarised?

JSv ss;::«.
.....

War II, and the Korean Conflict.
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Have PHS Qomuissionad officers been utilized in nations! 

energenuies?

in the history of the Cosmiseioned Corps which epans aoro 
than 100 years, PHS officers have often been utilised durmo 
emergency situation*. Meat recently, for example, P>.s 
officers assisted in the aftermaths of Hurrioar.ee Hugo and 
Andrew, provided health expertise an the wake of the Midwefit 
and Georgia floods, rendered health services and guidance 
following the Korthridge earthquake, tracked the Hants virus 

outbreak in the Southwest, and provided nursing services in 

Rwandan refugee camps in Goma, Zaire.
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Retirement Pay
Ft lS9.fi

The numbers of Public

of PHS commissioned officers by race/ethnicity:
The numbers

♦ •

(includes Coast Guard and BOP)I

32.4*
67.6%

22.3%
77.7%

Qtticgn
23

114
708
510

1,112
2,413

927
130

89
52

186

di

Percentage

2'.7% 

4.2% 
2.3% 

84.2% 
2.3%

Officers Currently On-Duty

Active duty officers as of February 1, 1995:

Number
374
226
372 
213

5,067

di
I

Change

+$5,595,000 
■*382,000 

+1,264,000 
-*363.001 
*7,604,000

FY 199a

$124,213,000
8,826,000

23,844,000
2.438.000 

159,321,000

Female .. 
Male ....

Total

Agency 
AHCPRS.WHSA 

CDC ..
FDA ..
URSA
IIIS ..
NIIl ..
CASH .
HCFA .ASTOR 

EPA ..
05 ...Total 

Office of the Assistant Secretary for Health

Public Health Service Cnmmissioned-CorJBi

and Medical Benefits for Commissioned Officers Appropriation

___ March 1982-
Hu®ber_

235
145
227
122

4.516 
_1Z1
5,366

Survivors' Benefits .... 
Medical Care Benefits .. 
Military Service Credits

Total, BA ..............

$129,808,000
9,208,000

25,108,000 
2.801.000 

166,925,000

St*IT BY:XGrox Telecccier 7021 : 3- S-25 I 12!45 !

FY 1914

Retirement Payments ....
22'283‘000

2.879.000
147,191.000

Women and Minorities in the Corps

Health Service commissioned officers by gender:

hebruary 1995 
  Number Percent age

2,033
Uli

 6,277

Native American ..
Asian ... 
Black ... Hispanic 
White ... 
No Data .

Total 

 March 1987

1,194
£122
5,366

FebruarY_j£25—
Egrcenta&a

6.0%
3.6% 
5.9% 
3.4% 

80.7% 
0.4%
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i

i

11HfiO

i

Cod*

01

02

03 

04 

OS

08

110

730

00
100

BOO

the Corps were enlarsed and the Service was re­

named the Public Health Servlne.

Today the Corps consists of approximately 6.S00 

officers divideo into the -Regular Corps" and the ’Ac­

tive Reserve Corps'. The Regular Corps is the career 

component of the corps and currently indudee about 

2,250 offiosrs. Its size ie established annually In the 

HHS Appropriations Act. The active reserve corps 

supplements the regular cores and Its size depends 

on the neecs and resources of the PHS. At present, 

the active reserve corps consists of about 4,260 mam-

THE COMMISSIONED CORPS 

OF THE UNITED STATES 
PUBLIC HEALTH SERVICE

corps offlaors are placed r professional categories 

depending on qualifying degrees as tallows.

VET 

PHARM 

BtffT

TH ER

Appro
Act** Duty 

17M 

710

1010 

510
260

340

SENT SYtXerox Telecopier 7021 i 3- 9-95 1 12146 ;

07
00

M

10

Category
M*diui onoan 

; Denial officers 
Nuno Offioera
EnpiMen
Sctenaan 
BetvtwUiu
VeWlrer, 

Cffiowt 
Riarmacuti 
Dtoftlani
ThartpiW
Health Servtftm

Drflo*rs

The PHS commissioned Corps is a uniformed aerv- 

toe of the United Stales that consuls of health profes 

slonals In 11 dHferont categories. The Corps Is led by 

the Surgeon General who In turn reports to the Assis­

tant Secretary for Health As a uniformed servioe.tr,e 

grade structure, compensation and benefit system, 

and mobility requirements of the PH3 Commisstoned 

Corps are the same m ihoee established for the 

Armed Forces.

Active duty commissioned officers are assigned to 

each of the eight PHS agendea. The largest contin­

gent - ^proximately 40 percent of the 8.500 officers 

•• ore assigned to the Indian Health Service whore they 

provide health care to AmWtoan Indians and Alaska 

Natives In field location* which are often In very remote 

end leolatad areas of the country, In addition, approxi • 

mateiy 1,000 officers are detailed to other agendas 

such as We United States Cost Guard, Dureau of 

Prisons, Environmental Protection Agenoy, Health 

Care Financing Administration, and the District of 

Columbia Mental Health Commission.

The origin* of the Commissioned Corps go back to 

17S8 Whan the Congress enacted legislation to estab­

lish a Marina Hospital Service under the Treasury 

Department to protect 111 and Injured seamen. In *■809. 

tie Congreee offWally established the Commissioned 

Corps along military lines, and In 1912 the powers of

Ab&rev.
MID

DENT 

NURSE

END 

SCIEN

SAN
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Abbr«v.Full TitleAbbrvv,Code Full Title

AOMAdmiralSG0-10

VADMVice Admiral
0-9

RADM
0*8

RADMASG

RADMASG

CAPT
DIR

SR

0

SA

AAssistant0-2
ENS

JAJunior AMictant0-1

'D7?Wi$ne/

tula for

Oocupetiorai Safety an3>fe«iib
rJ

LT

LTJG

0-8

0-7

other Grade* 

0-6

0-5

0-4

0-3

Designation of Grade within 
the Public Health Service

Captain

Commander

Lieutenant Command*

Equivalent Designation of Grade 
within the Navy

Dr. Gaston
Qirecior, Bureau of Primary HcaitM

Care, HRSA 

Mr. Morland
Director of Headquarters Operations, IMS

An active duty officer la entiSod to full medical and 

dental oare at hoepllalB and clinics of the uniformed 

services Dependants are treated on a space avail- 

able basis tor medical care Cut nave access to private 

providers through CH AM PUS which is a shared-cost 

inaumnee program for the uniformed services.

Dr. Brodar
Director. National Cancer institute. Nli-i

Dr, Fauci
Director, National Institute for Allergy 

and Infectious Diseases. NIR

Rear Admiral

Rear Admiral

Rear Admiral (lower half)

3G

DSG

Flag Grades
Assistant Secretary for Health

Surgeon General

Deputy Surgeon General

AsalStam Surgeon Gwiers)

Assistant Surgeon General

Deputy SiiTge^nGeneral, OS3/OASH

Full

Senior Assistant

Director

Senior

Lieutenant

Lieutenant (Junior Grade)

Erteifln

CDR

LCDS

At present, the Deputy Assistant Secretary forHealth 

(and acting Aastatant Secretary for

ley), the Surgeon General

following PHS Agency

cers: Dr. Hi

Roper-

C*Dr. Man- 

fovelo) anti the 

are commissioned ori- 

erfl^lRSA; Dr. Rhoades-IKS; Dr. 

Dr, Cltntan-AMCPR. Examples of 

Ugh ranking PHS cffldais In the Commissioned 

are:

Officont wrA In a non-contributory. non-vested retire 

mem system and except for unusual circumstances, 

can not retire before 20 years of service. All oMwre 

accrue 30 days annuel leave In a year with unlimited 

sick leave.

"urffeofr

Director, Cfrntofjor Drug Ev^urton

and Rsaesroh,

Farit commissioned officer holds a permanent grade; many also hold Higher temporary grades. The grades



345B2215;#112022455351-

government housing is available, the officer may opt 

to occupy it and In rarjm surrandera the two allow- 

ancee. Both #w ASH and SG are eligible tor houting 

on the government reservation at NIK In BetPesdu.

Officers receive a Basic Allowance tor Quarters 
(BAG) which is tax free and are eligible, based on 

actual expenses, for a Variable (VHA) which Is estab­

lished with a maximum for each grade and location If

SENT BYiXerox Telecopier 7021 : 3- 3-85 : 12^45 I
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June 25, 1993

Dear Senator Pell;

4

Ihe Honorable Claiborne Pell 
U[tiled States Senate
Washington, D.C 20515

CATEGORY
Medical Officers
Dental Officers
Nurse Officers
Engineers
Scientists
Sanitarians
Veterinary Officers
Pharmacists 
Dietitians
Therapists
Health Service Officers

Thank you for your recent Letter, and for taking time out of your busy schedule to meet 

with me.

ACTIVE DUTY (APPROXIMATELY)

1780
710

1010
510

280
340
no
720
90

100
800

In response to your question regarding the relationship between the Office of Surgeon 
General and the Public Health Service, in 1968, the Secretary of the Dcpat intent of 
Health, Education and Welfare, revoked all of the Surgeon General's authorities and 
rcdclcgated them to the Assistant Secretary for Health and Scientific Affairs (the 
precursor of the Assistant Secretary of Health (ASH)). Prior tn that tiiuc. the Surgeon 
General was responsible for the administration of the Public Health Service.

SENT 3Y!X6<0X TolacopiGr 7021 1 3- 5-55 5 13U6 t

[ have been working on the homework assignments which came up during our 
discussions and would offer the following information in response to your questions. If 
you would like further information concerning the office of Surgeon General, or the 
Public Health Service, please feel free to contact me.

First, in response to your question about personnel in the commissioned Corps, till 
Commissioned Corps personnel are officers. There are currently 6,500 commissioned 
officers employed by the eight Public Health Service Agencies. Approximately 40 percent 
of these officers work for the Indian Health Service, Tn addition, about 1,000 officers 
are detailed to other agencies, such as the United States Coast Guard (which you 
mentioned during our discussion), Bureau of Prisons, Environmental Protection Agency, 
Health Care Financing Administration and the District of Columbia Mental Health 
Coiiunission. The eleven categories of officers are listed below:



2322456351^ 3456221S;#13

The. Honorable Claiborne Pell, page 2

ted during my visit with you, if confirmed, I will have several programs within

Sincerely,

/*/
M. Joycelyn Elders, M.D.

I

live to your questions. Again, please feel free to 
lee to you, or your staff.

I hope this information is respbi 
contact me if I can be of any se

# 14 Marcia Cove
Little Rock, Arkansas 72206

Office of V<omcn’s Health
Office of Mmqrity Health
Office of Disea^ Prevention and Health Promotion
Office of Populatfbn Affairs,

As I indfqtl
the Public Health Service under my supervision. These programs are:

SENT SYiXerox Telecopier 7021 t 3- 3-95 ! 12:49 !

In 1977, Dr, Julius B. Richmond served as both the Assistant Secretary for Health, and 
the Surgeon General of the Public Health Service (PHS). hi 1982, the dual title was. 
again, divided. In 1987, the Assistant Secretary for Health amended 52 FR 9219 io 
establish a separate Office of Surgeon General, The Assistant Secretary for Health is 
now the head of the United States Public Health Service, while the Surgeon General 
manages the PHS Coimiussioned Corps personnel system and serves as the health 
advisor to the nation.
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lanittd States Senate

March 16, 1995

Dear Judge Mikva:

Thank you very much for your attention to this matter.

Sincerely,

Enclosure

Nancy Landon Kassebaum 
United Slate!* Scmiior

The Honorable Abner Mikva 
Counsel to the President 

The White House 

Washington, D C. 20500

COMMITTEE ON LABOR AND
HUMAN RESOURCES

WASHINGTON, DC 20S10-6300

We are available to meet with you or the FBI should you wish to discuss this 
matter or any related issue and to provide any additional information that may be 
necessary. Committee staff are also available to meet with you or the FBI. Because 

of the importance of this nomination, we respectfully request that the FBI review begin 
immediately and proceed in a prompt manner. If possible, we would like FBI's findings 
by no later than March 30.

The matter involved is described in the enclosure to this letter. The description in 

the enclosure is not intended to suggest that we believe any impropriety has taken place. 
It is simply to direct the FBI's inquiry to specific persons and records and is not intended 
to limit in any way the scope of the inquiry or the leads developed or pursued regarding 

this or any other issue

As you are aware, the Labor and Human Resources Committee is considering 
the President's nomination of Dr Henry Foster to be Surgeon General of the United 
States. In connection with our Committee's review of the nomination, a matter has been 

brought to our attention which wc believe the FBI should review further.

i.

JAMES M. 
□AN COATS, rr.CNANA 
J JDD GREQ^. NT* 

•'rist TiwNcsece 
MIM MWIHE, 
JOHN ASMCAO**, Misaovrti 

A&RAXAM. MICHIGAN 
.lOR-ON, WA’iHIS JT'JN

MAR-16-1995 17:38 FROM

t NANC < LANDON CASSttAVM. KANSAS. CHAIRMAN

E WARD M KENNCPY MA$$aCmUSETTS 
CLAIBORNC fTLL, RrtCQE
CHRTSTCPHER J. WX), CONNECTICUT 
PAUL SIMON. AUNOfS 
TQW HAAtlN. -OWft 
OmABmRA A. WAVLAW. MANTLANO 
FAIA W«U.StDNE, MINNESOTA

SUSAN K MAYYAN .ttAfF nuRsrrnrt
NIC*. LfTTLEF^UP. MtNOWTY $TAPf ANC CMf F COVNSf».

nedy jEdward M Kennedy 
United States Senator
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TUSKEGEE SYPHILIS STUDY

1.

2.

3.

The mdi^duals the Senate Committee on Label is requesting be interviewed are:

1. Peter Buxton- (415) 398-7363

2. Dr. James H. Jones-author, Bad Biood-fJ 13) 521-3152

a) Dr. L.C. McRae-(912) 583-2229
b) Dr. S.H. Settler, Jr.--<334) 727-6553

c) Dr. Calvin Dowe-(334) 727-2792
d) Dr. John Hume--(334) 727-2046

e) Dr. Robert Stoty-(334) 727-5900

f) others??

3. All living members of the Macon County Medical Society 

(1969-1972)

If Dr. Foster did not attend the 1969 bneiing. is there any evidence 
indicating that he knew about the study prior to 1972? If so, what 

is it?

Is there any evidence placing Dr. Foster at a 1969 meeting between 
the PUS officials and the Macon County Medical Society? If so, 

what is it?

Is there any evidence on the scope and details of the presentation by 

the PHS officials to the Medical Society in the 1969 meeting?

In 1932, the Venereal Disease Division of the United States Public Health Service 

began a study in Macon County, Alabama, tc evaluate the effect of untreated syphilis in 

.Affican American males. The study, commonly known as the Tuskegee Syphilis Study, was 
composed of 412 men who were believed to have untreated cases of syphilis and another 204 
men who formed the control group To the best of our knowledge, the study was concluded 

in 1973.

The Senate Committee on Labor and Human Resources is requesting that the Federal 

Bureau of Investigation investigate the Tuskegee Syplulis Study to determine the following:

In conducting the investigation, the Senate Committee on Labor is requesting the FBI 

interview a number of persons familiar with the Study and review relevant records from 1967 

to 1973.
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4. Vanessa Gamble— Historian of Medicine—(608) 262-5319

Jean Heller- AP Writer-(813) 893-82155.

6. Dr. David J. Sencer-Foiiner NCDC Director-

7. Dan Fox-Milbank Fund-(212) 570-4800

Nurse Elizabeth Ketmebrew8.

9. Dr. C. L. Hopper-Ex-Medical Director at Tuskegee~(510) 987-9028

10. Dr. Ira Meyers-.Ala State Health Offical-(334) 272-0827

11. Wendell Morgan-Ala. State Medical Association-(205) 263-6441

12. Dr. Alfonso Hclguhi-foimer PHS offical-(210) 492-9236

13. Fred Gray, Sr.-lawyer for study survivors--(334) 727-4830

14. Broadus Butler-Head of HEW’s Ad Hoc Commission-(301) 431-0643

15. Merlin Duval-Asst Sec. of HEW in 1972-(602) 954-6349

16. Dr. Leslie Norins-former PHS official-(813) 263-0605

PHS records related to the Tuskegee study.1.

Macon County Medical Society records related to the Tuskegee study2.

Alabama State Medical Society records related to the Tuskegee study.3.

Alabama State Health Board records related to the Tuskegee study.4.

Milbank records on the Tuskegee Study.5.

6.

Tuskegee Institute records related to the Tuskegee study if segregated.7.

John Andrews Hospital pathology records related to the Tuskegee study 

if segregated.

The relevant records from 1967 to 1973 the Senate Committee on Labor is requesting 

be reviewed are;



tr

D. Defeat nomination in Committee

B. Report to floor without recommendation.

C. Report to floor with negative recommendation.

AGENDA
Labor Committee Democrats Meeting 

April 26,1995

3. Format for the hearing:

A. Hearing to be held in Hart 216, PBS and National Public Radio may be 
covering the hearing live.

B. Opening statements delivered by the Chairman and Ranking Member. 
Other Democratic senators should have statements which will be distributed 
to the press and included in the Record.

1. White House supported events:

A. Thursday, April 27 - Doctors trained at Meharry Medical Center who are 
now practicing doctors in many different states will come to Washington for 
an HAM press conference followed by Senate visits to provide testimonials 
on behalf of Dr. Foster as a remarkable trainer of physicians. While in town 
they will do regional and national media.

B. Monday, May 1 - Students from Dr. Foster's "1 Have A Future" program 
will depart Nashville Sunday [media coverage] and arrive on Capitol Hill to 
be greeted by Vice President and Mrs. Gore and senators [need senators to 
participate]. Students will do national and regional media and will 
accompany Dr. Foster into the hearing. The students will stay to be available 

during the hearing on Tuesday.

2. Basic message supporting Dr. Foster for members in radio/tv appearances 
between now and the hearing: (see attached talking points)

A. Dr. Foster is highly qualified for the position of Surgeon General.

B. Dr. Foster deserves to have a fair hearing and to have his nomination 
voted on on the floor of the full Senate.

4. Possible hearing outcomes:

A. Report nomination favorably — requires all Democrats plus Senator 
Jeffords, with Senator Frist either voting for or abstaining.
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A. Consistent message should be delivered.

B. Senators should agree to be available for these interviews in advance.

Sen. Dodd -- the "I Have A Future" program, including issues of teen 
pregnancy, infant mortality, prenatal care, and sterilization

Sen. Simon -- abortifadents (prostaglandin research)

Sen. Kennedy - the Tuskeegee syphilis study, Meharry accreditation, other

6. Democratic senators need to be available to meet with press during the hearing 
and during the breaks in the hearing.

5. Major areas where Republicans are likely to attack Dr. Foster and the senator 
taking the principal responsibility to respond to the charges:

Sen. Mikulski - women's health and abortion related issues
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March 16, 1993

Dear Judge Mikva:

Thank you very much for your attention to this matter.

Sincerely,

Enclosure

Edward M. Kennedy 

United States Senator

The Honorable Abner Mikva 
Counsel to the President 

The White House 
Washington, D.C. 20500

Nancy Landon Kassebaum
United Slates Scnaiur

The matter involved is described in the enclosure to this letter. The description in 

the enclosure is not intended to suggest that we believe any impropriety has taken place. 

It is simply to direct die FBI's inquiry to specific persons and records and is not intended 

to limit in any way the scope of the inquiry or the leads developed or pursued regarding 

this or any other issue.

eCWAROM KENKQV. MASiACMVSPTTS 
C LABORS recu RWQC 
CHRTSTOPHSR J. (XXW. 
paui sjmow. w.imots 
TQN MAAKtM iQVtt 

a. WfcVVilU. 
MU. WtUSTOWE. MffWSOTA

We are available to meet with you or the FBI should you wish to discuss this 
matter or any related issue and to provide any additional information that may be 
necessary. Committee staff are also available to meet with you or the FBI. Because 

of the importance of this nomination, we respectfully request that the FBI review begm 

immediately and proceed in a prompt manner. If possible, we would like FBI's findings 
by no later than March 30.

As you are aware, the Labor and Human Resources Committee is considering 
the President's nomination of Dr Henry Foster to be Surgeon General of the United 

States. In connection with our Committee's review of the nomination, a matter has been 

brought to our attention which wc believe the FBI should review further.

MAR-16-1995 17:38 FROM

NANCv LANDON CASSttAV* CHAPMAN

JAMES M. JEFf<D«C$. LAMONT 
OAIM COATS. IT.CX A NA
J JOO aREOC, MW
SIU FRIST TtWNCttU

DeWINL OHIO
JOHN Ml389vn>
SPCNCtR ABRAHAM. MICHIGAN 
SUiOC GOT-ON, WASMR.aTQN

SUSAN K MAYTAN JWA* nWECrnn
NICK UTTLEFISUD, MtNOWTV $YAPf pmECTUK ANC CtflEF COVNMk

5

lanitcd Starts .Senate
COMMITTEE ON LABOR AND 

HUMAN RESOURCES

WASHINGTON, DC 20S10-6300
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TUSKEGEE SYPHILIS STUDY

1.

2.

3.

The individuals the Senate Committee on Labor is requesting be interviewed are:

1. Peter Buxton-(415) 398-7363

2. Dr. James H. Jones-author, Bad Biood-(713) 521-3152

In conducting the investigation, the Senate Committee on Labor is requesting the FBI 

interview a number of persons familiar with the Study and review relevant records from 1967 

to 1973.

Is there any evidence on the scope and details of the presentation by 

the PHS officials to the Medical Society in the 1969 meeting?

a) Dr. L.C. McRae--(912) 583-2229
b) Dr. S.H. Settler, Jr.-(334) 727-6553

c) Dr. Calvin Dowe-(334) 727-2792
d) Dr. John Hume-(334) 727-2046

e) Dr. Robert Stoiy--(334) 727-5900

f) others??

3. All living members of the Macon County Medical Society 

(1969-1972)

The Senate Committee on Labor and Human Resources is requesting that the Federal 

Bureau of Investigation investigate the Tuskegee Sypliilis Study to determine the following:

If Dr. Foster did not attend the 1969 briefing, is there any evidence 
indicating that he knew about the study prior to 1972? If so, what 

is it?

In 1932, the Venereal Disease Division of the United States Public Health Service 

began a study in Macon County', Alabama, tc evaluate the effect of untreated syphilis in 

African American males. The study, commonly known as the Tuskegee Syphilis Study, was 

composed of 412 men who were believed to have untreated cases of syphilis and another 204 
men who formed the control group. To the best of our knowledge, the study was concluded 

in 1973.

Is there any evidence placing Dr. Foster at a 1969 meeting between 

the PUS officials and the Macon County Medical Society? If so, 

what is it?

MAR-16-1995 17=39 FROM
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4. Vanessa Gamble— Historian of Medicine—(608) 262-5319

5. Jean HeUer-APWritCT-(813) 893-8215

6. Dr. David J. Sencer-Former NCDC Director-

7. Dan Fox-Milbank Fund-(212) 570-4800

Nurse Elizabeth Kennebrew8.

9. Dr. C. L. Hopper—Ex-Medical Director at Tuskegee—(510) 987-9028

10. Dr. Ira Meyers-Ala. State Health Offical-(334) 272-0827

11. Wendell Morgan-Ala. State Medical Association-(205) 263-6441

12. Dr. Alfonso Holguin-former PHS officai-(210) 492-9236

13. Fred Gray, Sr.-lawyer for study survivors-(334) 727-4830

14. Broadus Butler-Head of HEW’s Ad Hoc Commission—(301) 431-0643

15. Merlin Duval-Asst. Sec. of HEW in 1972-(602) 954-6349

16. Dr. Leslie Norins-fonner PHS official-(813) 263-0605

PHS records related to the Tuskegee study.1.

Macon County Medical Society records related to the Tuskegee study.2.

Alabama State Medical Society records related to the Tuskegee study.3.

4. Alabama State Health Board records related to the Tuskegee study.

Milbank records on the Tuskegee Study.5.

6.

Tuskegee Institute records related to the Tuskegee study if segregated.7.

John Andrews Hospital pathology records related to die Tuskegee study 

if segregated.

The relevant records from 1967 to 1973 the Senate Committee on Labor is requesting 

be reviewed are;
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baiunNancy Landon K

For (mmediete Release

Written testimony should be sent to:

I •’■'J

Z * A

KASSEBAUM REQUESTS WRITTEN TESTIMONY ON FOSTER 
NOMINATION BY MARCH 24

WASHINGTON, D.C -March 8, lS95-Sen. Nancy Landon Kassebam R- 
Kan, announced today that orgamzstions and individuals who want to submit written 
testimony on tec background and qualifications of Dr. Hcmy Foster to be U.S. Surgeon 

General must send it to the Senate Labor and Human Resources Committee by the 
close of business on March 24.

Kassehsum said the ootmnittee would maintain te past policy of receiving oral 
testimony only from the nemnnoe at the confirmaiion hearing.

United States Senator 

Kansas

! |

June Lawrence
Cosunittee on Labor and Human Resources 

United States Senate 
Washington, D.C. 20510

*1 balievo it is important that there bo feir hearings tiutt allow Dr. Foster to 
present his case to the committee. ’ K&sebaum said. "The oouunittcc also needs lirae 
to review written testimony from those who oppose or support this nomination.’'

Contact Mike Horak - Press Secretary
Joel Bicon • Deputy Press Secretary 
202-224-4774

"Hearings on Dr. Foster's nanmatsen wifi be scheduled as soon as the committee 
has been able to review all the written testimony and after the White House provides 
the committee whh Dr Foster’s frnancial disc’osnre statement and other documents 
that have been requested,” said Kassebsum, chairmaji of the Labor and Human 

Rwourew ConMulttoc.

; 11 r I

I'll
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THE WHITE HOUSE

WASH INGTON

April 28, 1995

Dear Senator DeWine:

Dr.

(2) r - ■ • • -----  • - ■
Group since its inception in 1981. '
health center-based, multi-specialty practice*corporation.

The Honorable Mike DeWine 
United States Senate
Washington, D.C. 20510-3503

This letter responds to your letter of April 27, 1995, 
requesting information pertaining to Dr. Henry Foster, Jr., the 
Administration's nominee to be Surgeon General. This letter 
addresses each of your questions in turn.

The lawsuit was filed on October 5, 1984 and was dismissed 
on November 19, 1985. The parties stipulated to the dismissal of 
Dr. Foster and several other physicians who were defendants on 
November 4, 1985. On November 11, 1985, the district court 
ordered that the action be dismissed without prejudice to Dr. 
Foster and another physician. That order was entered into the 
record on November 12, 1985.

The attached letter from the State Volunteer Mutual 
Insurance Company to Dr. Foster indicates that, in connection 
with this lawsuit, no payments were made to the plaintiffs on 
behalf of Dr. Foster.

Dr. Foster has been affiliated with the Meharry Medical
■ • ( This group is an academic

_______ We
have been advised by the General Counsel to Meharry Medical 
College that he has no knowledge of the Meharry Medical Group 
having been named in any other lawsuit (other than the one 
mentioned in #1) on the basis of allegations of malpractice by 
Dr. Foster.

(1) Dr. Foster was named, along with Meharry Medical 
College d/b/a George Hubbard Hospital and numerous other 
physicians, in a suit filed in federal district court in 
Nashville. The plaintiffs were parents of an infant who died 
fewer than 24 hours after being delivered by a caesarean section 
by Dr. Foster and other physicians. Plaintiffs claimed that Dr. 
Foster and other physicians negligently failed to perform the 
caesarean section earlier, failed to monitor properly the 
condition of the mother prior to delivery, and failed to provide 
proper care to the infant after delivery.



We look forward to working with you on this matter.

Sincerely yours,

Enclosure

Jdhn DT Podesta
Staff Secretary and
Assistant to the President

(3) We do not have the legal records for all physicians 
affiliated with the Meharry Medical Group and therefore cannot 
provide the information regarding any lawsuits involving its 
members. Moreover, we do not believe that we would be entitled 
to obtain the legal records for matters unrelated to the conduct 
of Dr. Foster.

(4) Other than the lawsuit described in #1 above, there is 
no record of any other legal or professional investigations or 
actions taken against Dr. Foster during the course of his career.
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nt of Health EducationDr. Lee was first appointed at the Department of Health Education 
and Welfare [HEW] as Deputy Assistant Secretary in the Suamer of

the faaul-ty at the University of California at 
ears after he left HEW, he learned about the

line job with organizational responsibility for the Public 
Service. Line responsibility rested with the surgeon

. [See attached excerpts from the Historical 
Leadership of the Public Health Service puhlpuhli shed

Office of the Assistant Secretary 
fui Legislation

Honorable Nancy Landon Kassebauai 
united States Senate
Washington, D.c. 20510-lsoz

in 1968, secretary Wilbur cohen reorganized the Department, and, 
for the first time, the Assistant Secretary for Health and ' 
Scientific Affairs became the official responsible for the Public 
Health Service. 
Profile of the Leadership 
in July 1988.]

« DEPARTMENT OF HEALTH & HUMAN SERVICES

1965. He was appointed as Assistant Secretary for Health and 
Scientific Affaire in November 1965.

In answer to your first and second questions, during the period 
1965 through hie depar-t-ajre from HEW in February 1969, br. Loc did 
not learn by any means, personal or official, of the Tuskegee 
syphilis study. Dr. Lee's best current recollection is that, 
while he wan on the faculty at the University of California at 
Eun Francisco, years after he left HEW, he learned about the 
Tuskegee syphilis study from a newspaper report published, he 
believes, in 1972.

Youx tillrd question contains a mis-statement in its premise. Dr. 
Lee was not throughout his HEW service "the official directly in 
charge1’ of the public Health service and the cdc or of the 
development by Fiis of informed consent guidelines, indeed, the 
departmental organization plan showed that the Assistant 
Secretary for Health and scientific Affairs was a staff position, 
not a line job with organizational responsibility for the Public 
Health Service. Line responsibility rested with the surgeon 
General.

Dear Senator Kaesebaum,

I am writing for my colleague, Philip Lee, to whom you directed 
cniestions in correspondence on Friday, April 27. Dr. Lee has 
been on travel since that date and is currently in Geneva as the 
Chief Delegate to the World Health Assembly. I am authorized by

i^e to transmit to you the following which are his answers to 
your questions.

•

MAY-04-1995 10:23 FROM

questions in correspondence on Friday, April 27.

ly.

I
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reportea to tne Aesiuvant s«cr«x^ry. curing i^oo, uie pxa 
adopted by Secretary Cehen, was progressively isplexentod,

Given the foregoing, in answer to your third questionj though

in answar to your sixth question. Dr. JLefe did not know aboi 
Tuskegee syphilis study prior to hie departure from KEW in

’1on official travel during th. 
reach hia through the United

wish.

S 1!

AttacnnentR

IL1 
I

rf k: 
/

I
I

i

The- Snrgean OAhAral, previously having had that responsibility, 
reported to the Assistant Secretary. During 1968, the plan 

- - - - - - >sG|vely iapleaontod.

February 1959, nor did he know of any Meetings planned to address

informed consent guidelines were under development in the late 
1960s at HEW, Dr, Lee, to the best of hip recollection, was not 
eitlxer directly or indirectly involved in work on their formation 
or inplattentation. Thue, in answer to ypur fourth question. Dr. 
Lee in unaware whether the Tuskegee syphilis study was ever 
raised during that process.

did not know about the

[
you.

lui varlier described, your aasnraptlon in, the fifth question — 
that Dr. Lee was the supervisor of activities at the CDC prior to 
implementation of the Cohen reorganizatibn plan — is plainly 
incorrect. Ke was not, and did not know of nnn's Tnskegee 
syphilis study.

6--K

I hope that this information is useful to you. Dr. T^ee will be 
the remaindor of thic week. You can 

I States Mission in Geneva, or our
office will seek to »ake that connection, for you-should you so

* ' . > /
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Oeoanrnept. and recommended that this responsibility 
be given co the Surgeon General. However, in March

Administration (FDA previously reported directly to

narge of PHS and FDA. another sweeping 
izaTcn took place. In April 1968, Acting

r

.1-

1

Based on the Corson Committee’s report, Secretary 
Gardner established a new organizational structure for 
PHS effective January 1. 1967. As reconfigured, the 
new organization consisted of (a) five operating 
bureaus: National Institutes of Health, Bureau of Dis­
ease Prevention and Environmental Control, National 

of Manta! Health, Bureau of Health Services, 
i of Health Manpower (b> two specialized 

_______ National Center for Health Statistics and 
National Ubrary of Medicine; and (c) Office of the 
Surgeon General. (Chart □)

In the summer of 1965, HEW Secretary John W. 
Gardner appointed an external ad hoc committee, 
chaired by Dr. John Corson of Princeton University, 
to make a detailed study of ths Department's health 
functions. Also at this time, in order to permit moder­
nization of the PHS stiucture without statutory con­
straints, President Lyndon 8. Johnson sent to Con­
gress his Reorganization Plan which became effective 
in June 1966 and empowered the HEW Secretary to 
reorganize PHS without formal approval of Congress.

1968, Acting Secretary Wilbur J. Cohen, who had 
just succeeded Secretary Gardner, delegated tn the

Although the previous "four bureau" organization 
had endured for more than 23 years, the new 
organization was to last only 15 months. In August 
1967, Secretary Gardner launched another study, 
again chaired by Dr. Corson, to consider a new

-PHS Following 
> Rearganizatiun— 
lishment of the

i

r

organizational structure for PHS- The Corson Commit­
tee declared that the Secretary needed a principal 
line officer to aid him in setting standards and in 
interrelating the several hearth programs of the

Assistant ^Secretary for Health and Scientific Affairs, 
then Philip R. Lee, line responsibinty for the program 
direction of PHS as well as the Food and Drug 
Administration (FDA previously reported directly to 
the Secretary). The formal program delegation of 
authority went from the Secretary to the Assistant 
Secretary for Health and Scientific Affairs who 
redelegatad authorities to the Surgeon General and 
the Commissioner of rood and Drugs. For the first 
time, a noncareer official became the Federal Govern­
ment's top heaim officer.

Organization: l_ess than one month after the Assis­
tant Secretary for Health and Scientific Affairs was 
put in charge of PHS and FDA. another sweeping 
reorganization took place. In April 1968, Acting 
Secretary Cohen, by Reorganization Order, recon­
stituted PHS by transferring FDA to PHS, abolishing 
the Office of the Surgeon General, and creating a 
new agency -within the Public Health Service called 
the Health Services and Mental Health Admini­
stration (HSMHA). HSMHA consisted of all that

Esfabl_____
Health Services and Mental Health
Administration



Extended Page
I

I

I

plact

of the

ether staff Assistant Sectaries (Administration. Com-

Assism Secretary far Health and Scientific Affairs 
was not provided with staff to conduct functions 
such as budget management, personnel manage­
ment, organizational review and systems analysis.

©pal deputy to the Assistant Secretary for Health and

in the Office of the Secretary (Administration and 
Comptrolier) directly to the PHS agency heads.

The Surgeon General was declared to be the "prin-

tary for Health and Sdentific Affairs, but rather to the

WWTVV !!■■■■ a

ptroCer, and Planning and Evaluations. Therefore, the

merit, organizational review ana systems anaiya®.

itive and financial management authorities 
, #ui enff Ancistant Secretaries <n 

( of the Secretary to the PHS agency heads, 
tntiy, the Assistant Secretary for Health and 
Affairs had minimal control ever manage-

i for carrying out PHS management tunc-

fArfniit»w.arifin CornntrnBar and Planninq and evaiu-

i

Seoetary far Health and Scientific Affairs, but the 
sdnwistrative and finanoal management authorities 
ftowed directiy from the staff Assistant Secretanes <n 
the Office of the Secretary to the PHS agency heads.

ttly, the Assistant Secretary for Health_and

—W«w«*w I rw Ml -W—----------- —

aes or activities. Since the responsibiRtv and

General's authorities did not disturb the acminisustive 

financial management
^Mlace to the agency heads 

rttinrities flowed from the

meat

tions vee assigned to the staff Assistant Secretanes

■nsirator and the Office of the Secretary. The 
Reorganization Order stated that the Assistant 

Secretary for Health and Scientific Affairs would be 
“served by the other compotients of the Office of 
the Secretary." Pursuant to this concept, thdi portion 

.he resources of the former Office of the Surgeon 
General which were transferred to the Office of the 
Secretary were not assigned to the Assstant Secre-

previausty had been the PHS except for NIH, the 
Bureau of Health Manpower, and the National Ubrary 
of Medicine. The newiy established National Canter 
tor Health Services Research and Developmenr was 

placed in HSMHA. (The Bureau of Health Man- 
and the National Library of Medicine were 
 ) nih thereby bringing together the principal 

activities dealing with and supporting the medical 
schools and universities.) (Chart Q

Knles of the Assisia&t Secretary far Health and 
Sdexttfa: Affairs and the Surgeon GenenL As of 
March 1968, ail of the Surgeon General's authorities 
tg administer PHS were revoked. The PHS agencies 
were placed under the fine authority of the Assistant 
Secretary for Health and Scientific Affairs, who was 
also assigned explicit responsibility for heatfr^palicies 
governing Medicare and Medicaid. Ine Assistant 
Secretary for Health and Scientific Affairs was 
responsible for policy direction and control ove*- the 
program activities of PHS; the FDA Commissioner, 
the N1H nirectnr, and the HSMHA Administrator 
reported directiy to the Assistant Secretary.

When the Surgeon General's authorities were 
revoked, the Secretary did not redirect the delega­
tions for administrative and financial management 
authority through the Assistant Secretary for Health 
and Scientific Affairs. The revocation of the Surgeon . 
General's authorities did not disturb the adnmtiarive 

financial management authorities that were in 
 j. As a result, these

- aGriorwes flowed from the staff assistant secretaries
— X - ‘___fe ___ _____ . f A r»-inju-Ti iiTij-in ~i rVlM •

authority and i
tarn Sac.'etarv
Presidential nc------------------
Su-geoh General would be the Assistant Secretary s 
efuef deputy and the senior career health professiorai 
in the Service.

When the Office of the Surgeon General was 
abolished in 1968, the staff resources were split 
between the newly Greeted HSMHA Office of the 
•Mmrajstratcr and the Office of the Secretary. The 
1968 Reorganization Order stated that the Assistant 

‘I

BaiMuricK Questions arose after this reorganization 
raganfieg the revocation of the Surgeon General's 
authority and the future of the "Service." The Assis- 

—/. Dr. Lee. responded that he (as a 
tiai nominee) would sat PHS poficy, while the



ationl, the PHS agencies began relating directty with

r

t

8/ r

Scientific Affairs" and, 'm the absence of the Assis­
tant Secretary for Health and Scientific Affairs, would 
serve as the Acting Assistant Secretary. The Surgeon 
General would assist the Assistant Secretary and 
would be the chief career health orofessional in the 
pepartment responsible for the administration of the 

! Commissioned Corps.

EZx-tericied Page
(AOmeustranon, uomptrouer, ano rwu<wiy 

these OS staff. The result of this situation was that 
the Assistant Secretary for Health and Scientific 
Affairs was unable to effectively exercise tine 
authority over the PHS agencies.

I
i

>
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fair howria#*

An you For

R-96K

P.01
12001

-- - - ..Faster "dwarves a full

bafora’tM Eaber’Cemmittee, T’am aura you agra*

_ ‘ __ 2“z ftigtr, 9 neralni'ticni to tha federal seton
and at least 37 non-judicial naninationi war* tranaaitted to the

noainationa were repcr 
Insert:ion by th© full 8<

ma ■WuBuoMi'ifAea* 

wNMHBnM.ee M’*-1"*

IB year Uttar, you state that Dr. Foatar "dwarvea a ruJ-i 
_____air hoaring- • »©w that Dr- Toiter ^ completadjxiaJiwe__  
days of testimony bafora thaLaber C
that he has received such a hairing.

Aa you way Knew, them la plenty of pracadcuit for
nonmeloa. not mUcUg it to U>» senate iteor 
wvASKtla oft Hcvembar 14. 1991, Freeident tush nominated rraxMt feSSna, nw OMlahoM'. aoveraor, to a .Mt on th.

05-04-95 05:37FM P001 *$17

The coMteaalettwl Raaaaroh servloe also tolls mo that during 
the Bush M»InlBtratlon and the laet yoars of the Raagon 
Administration, consittee hearings were hold on is noatnarxans, 
but no further action was taken »y the Senate on tna».

hoeeua. of
ineation by th© full Senate.

MAY“04-1995 19:34 FROM

, *08/c<'»e i«*aa tto b
a

■

The Honorable Thomas A. Daschle
Democratic beader
United States Senate^
Washington, D.c. 20510

©ear Ton;

Thank yen for your letter of April 27th concerning 
nomination of Dr. Henry Poster.

The Keating nomination *«• ultimately returned to the Presidwn, 
on October 8, 1992, after the Senate failed to take action.

According to th© Congressional Research Service, at least

control led the Senate, th faet, during the Bush
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MAY-04-1995 10:34 FROM

. , 05/M/M

cc: The Hopcrable Barbara Boxer 
The Honorable Dianne rauiataln 
Tha Boaoroble Barbara A. Mikulski 
The Sonoxabl* Carol Moaalsy-Braan 

^ha BoDorabla Patty Murray

Toni, I appraoiate* your thoughts and will ba back ip touch 
whan I dacida how beat to proeood on tha Foatar nomination.

Sinaaxaly,

my Damocrac colleagues expraaalng the ease
—__________ ; tiw disposition of thosa nomihaticnfi ao

Lhcy are now eatpresaing about the disposition off the Foster 
nomination.

18:29 tyo

reiwcrted a notion to report the huoaa nomination favorably, gy 
the »wuo 7-7 vote, the Committaa felao rejected a motxoa to report 
ths Lucas nomination without racxManeadatron, thereby preventing 
consideration of the Lucas nomination by the full Senate.

Although I may not have liked any of these outflow*( it ic, 
my under standing that each off those nominations was aeuwiaered in 
b way that v*» oonalatent with Stoats wulee. I might add that I 
do not rooall many off my Democrat colleagues eapressing the same 
level of concern about the disposition of these nomliiatlcnfi as

05-04-95 05:3??M POOS #17
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May 10, 1995

Dear Madam Chair:

successful in having the hearings generate more light than heat.u 
Dr. Foster, the Committee, and the public were well served by
your leadership.

"Dr.

it.

We also appreciate the kind remarks in your opening 
statement at Dr. Foster's confirmation hearings that, 
Foster, the White House, and the Department of Health and Human 
Services have cooperated fully with the Committee in answering 
our inquiries and providing information." We certainly 
acknowledge the initial miscommunications in connection with Dr. 
Foster's nomination, and have been eager to work to resolve them.

I would like to thank you again for the open, even-handed 
manner in which you conducted the hearings on Dr. Foster's 
nomination to be Surgeon General. We feel that Dr. Foster was 
given a fair opportunity to present himself and make his case to 
the Committee and the American people, and that you were

THE WHITE HOUSE

WASHINGTON

We have tried to be as forthcoming as possible in 
responding to requests from the Committee. We responded 
promptly, for example, to staff requests for materials on the 
Tuskegee Study outside the scope of your original requests, and 
have kept your staff fully informed. Under these circumstances, 
we particularly regret the apparent misimpression that has arisen 
concerning documents relating to the "I Have a Future" program.

Much of the misunderstanding appears to have arisen from the 
direction of requests to various persons without the involvement 
of the White House or Dr. Foster. We believe that the only 
documents regarding the "I Have a Future" program which the White 
House or Dr. Foster was specifically requested to provide to the 
Committee related to the teaching modules used in "I Have a 
Future." When asked for help in obtaining copies of the modules 
at a meeting attended by Committee staff and Senator Kennedy's 
staff, we promptly provided the modules.

Honorable Nancy Landon Kassebaum
United States Senate
Chair, Committee on Labor and

Human Resources
835 Hart Senate Office Building 
Washington, D.C. 20510



Administration or the nominee will be made in writing through the 
White House. We are hopeful that this procedure will result in 
the complete record which both you and we desire.

It was our understanding that your investigators were making 
direct requests for documents from a variety of sources, and that 
as a matter of policy they were not seeking our help in obtaining 
documents other than by specific request. For example, we 
understand from the "I Have A Future” Director, Dr. Lorraine 
Williams Greene, that the Committee staff early on contacted her 
directly for general materials, and that she responded promptly 
with the standard packet of materials sent in response to first­
time requests for information. Dr. Greene tells us that she was 
not contacted again by the Committee staff for additional 
information until the week before the hearing. At that time, on 
April 26, 1995, she advised us that a Committee investigator had 
specifically requested the videotapes used in connection with the 
previously supplied teaching modules. No other materials were 
requested by the investigator. Upon learning of the request, we 
worked with Dr. Greene to insure that the videotapes were sent on 
the following day.

I have discussed these matters with Ed Bolen, and we have 
agreed on a procedure which we both hope will avoid such problems 
in the future. Mr. Bolen and I have agreed that, in the future, 
requests for information from the Committee directed to the

We have attached a considerable amount of material which we 
believe responds to the Committee's request, and which is the 
product of an exhaustive search of the "I Have a Future” files. 

A number of the materials are originals, and others are 
copyrighted program materials. The "I Have a Future" program has 
requested that they be returned once the Committee has completed 
its review. If we learn of any additional materials, we will 
forward them to you promptly. We look forward to working 
cooperatively with the Committee and will attempt to respond as 
promptly as possible to any future requests on matters that come 

before your Committee.

Similarly, the only written request for information to 
Meharry Medical College appears to have been the attached 
handwritten request. This request was not provided to the White 
House or Dr. Foster by the Committee staff. Indeed, no one eve: 
appears to have written or telephoned the White House or Dr. 
Foster to alert us to the difficulties that the Committee staff 
appears to have been experiencing in obtaining materials. Had we 
known, we would have provided immediate assistance. We are and 
have been as anxious as the Committee to get the complete story 
of Dr. Foster's life and work before the public.



Sincerely,

••

cc: Honorable Edward M. Kennedy»«

Jdhn D. Podesta
Assistant to the President 

and Staff Secretary

Thank you again for the fairness with which you conducted 
the hearings, and again we regret any confusion which has arisen 
in the course of the Committee's efforts to obtain documents and 
information. We appreciate the cooperation of the Committee 
staff, and hope that you will extend our thanks and gratitude to 
Dave Bartel, Susan Hattan, and Ed Bolen for their professionalism 

and cooperation.
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REQUEST #1: TEACHING MATERIALS

Currently includes material relating to Alcohol and Drug Abuse Prevention [formerly a separate 
module],
2There is no date on the invoice [which is enclosed.] A fax -- apparently sent to the program from the 
video company -- is dated 8-21-92.

Staff Manual: Conflict Resolution Module [October 1993]
Staff Manual: Family Life Education Module [September 1994]
Staff Manual: Pre-Employment Module [October 1994]
Staff Manual: Pro-Social Skills Module1 [October 1994]
Staff Manual: Alcohol and Drug Module [April 1989]
Staff Manual: Family Life Education Module [September 1989]
Staff Manual: Pre-Employment Module [June 1991]
Staff Manual: Pro-Social Skills Module [November 1991]
Staff Manual: Family Life Education Module [November 1991]
Staff Manual: Pre-Employment/Job Readiness Module [June 1990]
Staff Manual: Pre-Employment/Job Readiness Module [September 1990]
Video-. "Clear Vision" and Pamphlet [March of Dimes]
Game-. Crossroads -- Teen Relationships & Teen Sexuality Game
Video: "Smart Talk"
Video: "Who Do You Listen To? Choosing Sexual Abstinence"2
"Many Teens Are Saying No," U.S. Dept, of HHS, 1986
"Sexually Transmitted Diseases," March of Dimes, 1986
Breast Self-Examination Monthly Reminder [American Cancer Association] 
"AIDS and Sex: What You Should Know," Tennessee Responds to AIDS [1992] 
"AIDS: What You Should Know," Tennessee Responds to AIDS [1989] 
"AIDS and the Black Community: What You Should Know," Tennessee Responds to 
AIDS [1991]
"AIDS and Teens: What You Should Know," Tennessee Responds to AIDS [1991] 
Having Your Period [1989]
Facts about Tuberculosis [1991]
"A Message for Teens from Teens," March of Dimes, 1986
"A Parent's Guide to the Facts: To Help Mothers and Fathers Talk to their Teenagers 
About Sexual Responsibility" [ACOG]
Body Awareness Resource Network Software [1985]
UMOJA [Unity] Handout [1989]
How to Use a Condom [Note: Only distributed to participants who have requested 
condoms]
"The Hassles of Becoming a Teenage Parent," U.S. Department of HEW, 1977 
Who Is At Risk for AIDS? [Mirror]
Poster: AIDS, Tennessee Responds to AIDS [September 1989]

RESPONSE TO LABOR COMMITTEE REQUEST 
May 10, 1995



REQUEST #1: TEACHING MATERIALS [Continued]

Staff Manual: Tentative MATURE Outline [1989]
"Stay Healthy! Learn About Uterine Cancer," American Cancer Society, 1989 
Staff Manual: Tentative CHARM Outline [September 1989]
"How Do You Feel Today?" Wholistic Stress Control Institute, 1986 
"Great African Americans You Should Know," The Black Collegian, January/ 
February 1993
Black Quest
"America's First Freeborn Black," Instructional Fair, Inc., 1989 
"Slaves and Civil Rights Workers," Instructional Fair, Inc., 1989 
"Chronic Disease Control: High Blood Pressure," Tennessee Department of Health 
and Environment, Black Health Care Task Force, 1990
"Blacks and High Blood Pressure," Tennessee Department of Health and 
Environment, Black Health Care Task Force, 1990
"Lung Cancer: Race for Health," Tennessee Department of Health and Environment, 
Black Health Care Task Force, 1990 
"Diabetes: Race for Health," Tennessee Department of Health and Environment, 
Black Health Care Task Force, 1990
"The Safe Food Book, United States," Department of Agriculture, June 1985 
"Questions about Weight, Salt, and High Blood Pressure," NIH, May 1986
101 Questions on the African World Experience, The Black Collegian, 
January/February 1993
"Lung Cancer: Smoking Increases the Chances," Tennessee Department of Health 
and Environment, Black Health Care Task Force, 1990 
"High Blood Pressure: Race for Health," Tennessee Department of Health and 
Environment, Black Health Care Task Force, 1990
"Taking the HIV/AIDS Test," NIH, September 1992
"The Brain Infection TOXO," NIH, September 1992
"HIV-Related TB," NIH, September 1992
"AIDS and You," CDC, April 1991
"Nutrition and Your Health: Dietary Guidehnes for Americans," U.S. Department of 
Agriculture/U.S. Department of Health and Human Services 
"Food Facts: Calcium" [General Foods Consumer Center]
"Saying No and Feeling Fine," Syndistar, Inc., 1991
"Healthy Bodies Don't Need Drugs," Syndistar, Inc., 1991
"Conflict and Me," Grace Contrino Abrams Peace Education Foundation, Inc., 1985 
"I am Me," Virginia Satir 
"Strength or Weakness," Positive Action Pubhshing, 1989
Tom Bradley
"The Right To Be Free," Instructional Fair, Inc., 1989
Jesse Owens
"Still I Rise" and Other Poems by African American Writers

I HAVE A FUTURE MATERIALS: List
Page 2



REQUEST #1: TEACHING MATERIALS fContinuedl

REQUEST #2; PROMOTIONAL MATERIALS

REQUEST #3: EVALUATIONS, CRITIQUES, OR REVIEWS

• Current IHAF Information Packet with Fact Sheet
• Nguzo Saba Poster
• Entrepreneur Program -- Kwanzaa Cards [1990]
• IHAF's first promotional materials were designed to attract participants and involve 

families from the community. Therefore, early promotional materials were 
photocopies that were posted in the housing projects.

Light a Candle for the Day, 1992
George Washington Carver, Cuion Bluford, Alex Haley, Shirley Chisholm, Marian 
Anderson, and other African-Americans
Wilma Rudolph
"Ice: The Cold Hard Facts," Syndistar, Inc., 1990
"Inhalants: What You Should Know," The National Federation of Parents for Drug 
Free Youth, 1992 
Ray Charles 
"Drugs of Abuse," Syndistar, Inc., 1987 
"Facts About the TB Skin Test," American Lung Association, March 1992 
"A Parent's Guide to Drinking, Driving, and Drugs," Syndistar, Inc., 1992 
Poster. Celebrate Prom and Graduate With Style
Poster. High Style
Game\ In Search of Identity, An Exciting Way to Discover Black Heritage 
Game'. The Black Explorers, A Math Adventure Game

• Correspondence to Josephina J. Card, Sociometrics Corporation [February 25, 1994]
• Eric Lang, Ph.D., Sociometrics Corporation Evaluation Review [March 12, 1994]
• Presentation: Smith, Greene, Peters. "The Influence of Family Characteristics on

Sexuality Knowledge, Attitudes and Behavior" [American Psychological Association. 
March 1992]

• From Carnegie Corporation of New York [May 3, 1995]
• From Carnegie Corporation of New York [January 30, 1992]
• Presentation: Peters, Shakir, Starks, Peters, Coger, Johnson, Nelson, Pannell, 

Williams. "Teenage Pregnancy Prevention Workshop -- Summer 1991" Journal of 
Health Care for the Poor and Underserved, Vol. 2, No. 1.

I HAVE A FUTURE MATERIALS: List
Page 3



REQUEST #3: EVALUATIONS, CRITIQUES. OR REVIEWS fContinued!

REQUEST #4: CORRESPONDENCE

• Statistical Abstract -- IHAF Evaluation [Note: This is an unpublished draft being 
prepared for publication]

• Urban Institute: "Comprehensive Services Integration Program for At-Risk Youth: 
FINAL REPORT," Chapter on "I Have A Future "[December 7, 1992]

From Carnegie Corporation of New York [March 26, 1986]
To Carnegie Corporation of New York [August 19, 1986]
From Carnegie Corporation of New York [November 13, 1989]
To Carnegie Corporation of New York [January 29, 1990]
To Carnegie Corporation of New York [April 12, 1990]
From Milton Little, V.P. Manpower [August 2, 1990]
Letter from Technical Assistance Team, Michaele P. White [March 1, 1990]
Final Narrative Report and Letter to W.T. Grant Foundation [April 13, 1992] 
From W.T. Grant Foundation [February 26, 1988]
Annual Report: William T. Grant Foundation [December 1, 1989]
Renewal Proposal: William T. Grant Foundation [April 1991]
To William T. Grant Foundation [August 8, 1990]
To William T. Grant Foundation [March 3, 1989]
Proposal: William T. Grant Foundation [May 1988]
Proposal: William T. Grant Foundation [November 1987]
Final 1994 Progress Report: Carnegie Corporation of New York [November 1994] 
To Carnegie Corporation of New York [July 1989]
IHAF Progress Report, July 1992 - June 1993 to Carnegie Corporation of New York 
[July 1, 1993]
From Carnegie Corporation of New York [May 16, 1989]
IHAF Entrepeneurship Annual Report, February 1, 1994 [sic. 1993?] - January 31, 
1994 to William & Flora Hewlett [February 1994]
Final Report: Kaiser Foundation [December 10, 1992]
Proposal: IHAF Entrepeneurship Grant to William & Flora Hewlett Foundation 
[September 20, 1989]
Progress Report: IHAF Entrepreneur Program to William & Flora Hewlett 
Foundation [July 22, 1991]
Annual Report & Proposal: IHAF Entrepreneur Program to William & Flora Hewlett 
Foundation [August 31, 1992]
Proposal: Carnegie Corporation of New York [May 1986]
First Progress Report: Carnegie Corporation of New York [no date]
Supplemental Progress Report: Carnegie Corporation of New York [January 19, 1988] 
Progress Report: Carnegie Corporation of New York [March 17, 1989]

I HAVE A FUTURE MATERIALS: List
Page 4



REQUEST #4: CORRESPONDENCE [Continued]

REQUEST #5: CORRECTION OF TYPOS ON FEB. 3, 1992 LETTER

REQUEST #6: GRANT PROPOSALS MENTIONED IN FEB. 3. 1992 LETTER

• The document itself was never corrected. It appears that the error was noticed by 
neither Carnegie nor "I Have A Future" until attention was called to it in Dr. Foster's 
5/2/95 hearing before the Labor Committee.

• National Institute of Health for the Minority Youth Health Research: The 
Development and Evaluation of Interventions due May 1992 [Our name: "I Have A 
Future": Comprehensive Afrocentric Health Care] and Pink Slip: NIMH Priority 
Score, September 3, 1992

• ADAMHA Grant -- "Model Prevention Drug Abuse Treatment Programs for 
Adolescents/Juvenile Justice" -- Summary Statement [7/29/91 -- 8/01/91]

• National Institute of Nursing Research - "Community Interventions in Adolescent 
Health Promotion" -- Summary Statement [8/18/93]

I HAVE A FUTURE MATERIALS: List
Page 5

Progress Report: Bill & Camille Cosby [May 1992]
Progress Report: Bill & Camille Cosby [October 13, 1989]
Final Report: Health of the Public [October 1992]
Letter to William T. Grant [March 3, 1989]
Letter to Carnegie Corporation of New York [March 3, 1989]
Letter to Michaele White, Carnegie Technical Assistance Team [April 19, 1990] 
Letter from Louis Sullivan, M.D., Secretary of Health and Human Services [March
22, 1991]
Letter from Technical Assistance Team, Linda Dusenbury, Ph.D. [August 8, 1990] 
Columbia Site Visit, April 6-9 [1988 Report]
Letter to Pearila Brickner Namerow, Ph.D., Columbia University [September 7, 1988] 
Columbia Site Visit, July 27-28 [July 21, 1988 Memorandum]
Quality of Life Needs Assessment [Blank - May 1987; Final Report; Final Results]



NOTE: FOLLOWING YOUR REVIEW, PLEASE RETURN ALL 
MATERIAL - DOCUMENTS, VIDEOS, POSTERS, PAMPHLETS, 

ETC. - TO THE "I HAVE A FUTURE" PROGRAM

ADDRESS:
Meharry Medical Center — Department of Obstetrics and Gynecology 

"I Have A Future" Program 
1005 D.B. Todd Blvd. 
Nashville, TN 337208

I HAVE A FUTURE MATERIALS: List
Page 6

REQUEST #7: TUSKEGEE S YPHILIS STUD Y - TREATMENT

• Attached please find a copy of one additional news article which references the 
initiative of Dr. Foster and the Macon County Medical Society to locate and treat the 
study subjects after the disclosure of the study in 1972. We have not located any 
records of the Macon County Medical Society from that period. As we previously have 
discussed, all minutes and other records of the Society from the 1970s and earlier 
appear to have been lost.

• The papers of the Ad Hoc Advisory Panel established by HEW in 1972 do show 
communication with the Society, and an apparent eagerness on the part of the Macon 
County medical community and the HEW representatives with whom they were 
speaking to see that the men were treated. See attached draft Report of Delegation
II.
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May 11, 1995

Dear Senator Ashcroft:

I appreciate the opportunity to respond to your questions 
during the recent hearings of the Senate Labor and Human 
Resources Committee on my nomination to become Surgeon General. 
I hope that the information was helpful to you, and I appreciate 
your kind remarks in closing.

In the course of reviewing the transcript of the hearings, I 
noted one instance in which I may have misconstrued one of your 
questions, and may not have given a complete answer. I am 
particularly anxious to clear up any misunderstanding, and take 
the liberty of writing you to do so.

During the second day of hearings, you asked (at pages 87-88 
of the transcript) whether there had been other statistical 
evaluations of the "I Have a Future" program. I stated that 
there had not. Speaking as a researcher, I answered based on the 
statistical evaluation we did of the program involving data 
collection at three points in time over a period of 30 months.

The Honorable John Ashcroft 
United States Senate
705 Hart Senate Office Building 
Washington, D.C. 20510

I want to make absolutely clear, however, that Dr. Greene's 
February 3, 1992 letter was an interim portion of that 30-month 
evaluation, and that there was a final report at the end of the 
process. As I stated in my response to you, we gathered data for 
this ongoing evaluation at three points in time (Tl, T2 and T3), 
over the 30 month period. I hope that it was clear that the 
initial letter by Dr. Greene, to which you referred, reflected 
some preliminary analysis of the data collected at the first two 
points (Tl and T2). As I indicated in response to your 
questions, we also gathered data at a third point (T3). Those 
data, together with the T3-stage evaluation and summary by Dr. 
Greene, have been provided to the Committee, and I enclose a 
separate copy for you here. This represents the final stage of 
the 30-month statistical evaluation. I believe that you will 
find that this final report is somewhat more positive than the 
interim letter, although I continue to stress the need for a 
multi-centered, longitudinal study before any statistically valid 
conclusions can be drawn concerning "I Have a Future" or other 
"life option" programs in terms of reducing teen pregnancy.
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I hope that this information is helpful to you.

co: Chairman Nancy Landon Kassebaum 
Senator Edward M. Kennedy

While it may not be responsive to your questions, also I 
have enclosed a brief review of the 30-month evaluation by Dr. 
Eric Lang of Sociometrics. This is not a separate evaluation of 
the program, but rather an outside critique of the existing 
methodology used in Dr. Greene's evaluation. While quite 
technical, it paints a positive picture of the "I Have a Future" 
evaluation methodology.

Sincerely,

Henry W. Foster, M.D.
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Carnegie Corporation Progress Report 1994

Overview

Meharry Medical College's "1 Have A Future"

at-risk for: early

Its mission is to prevent these anyunemployment.

for him/her to stay involved.

and constructive attitude
1.

2.

educational opportunities with the promise of

and increase the use of, comprehensive
3. health and social services, inciuding contraceptive

level ofmeasurable improvement in the participants'
4.

5.

Afrocentric specialized modules.. . nbiectives, IHAF uses Afrocentric specianzeu ...v
£ 1“^clslon-aaKln./pro^-solrln, skills, deveXop

positive outlook toward the future.i

1

To increase 
on

behaviors with particular focus
vocational skill development, and delinquency

occur among

The program not only focuses on

are
unemployment, and hopelessness.

and 
self-esteem, and promote a

-inner—citv youtti; it also deals with the many 
of^n associated with then-poverty, limited community resources,

Based on 
facilitate the involvement of adolescents

activities.

£future;

; for health-professional students 
that serves high-risk adolescents and

the Havkins and «els rteoretlcal.model, teaches^llls th«

To stimulate
psychosocial development; and

To expand educational opportunities 
through a community-based program t

■ children.

high-risk male and female adolescents.

the risky behavior patterns often found 
psychosocial issues that

socially adaptive/appropriate

meaningful employment and <— 

upward mobility;

To provide greater access to 
adolescent I---------
availability;

Todaythe program continues to be a year-round comprehensive, community-based 
Jealth InlUatlve that focuses on Inner-city African-American males ad 

fomoinc apes 10-17. who live in public housing and are at-risk for. ear y 
pregnancy, HIV and other sexually transmitted diseases, alxohol, to acco an 
«h« su^tnnce abuse, homicide and violence, -hool dropout and

Sd:::r:n28:i“:s«rha^ui behaviors that

tne naverns «..u .... alternative, life-enhancing ,

ihe’ program provides positive reinforcement for a young person s 
participation and offers ongoing opportunities for him/her to stay invo v 

There are five objectives:

Program (IHAF) initially began addressing the many health and 

associated with the problems of teenage pregnancy.

i as an adolescent pregnancy prevention program
rhZtused a comprehensive approach toward addressing the many health an 
social-related issues associated with the problems of teenage pregnancy. 

Today the program <



at the program's sites, one of the three

C --------------------------- ---

. The program has become so popular that it i

Current Clientele

youth 10 to 17 residing in or in close proximity 
i __ kmicino rommunities- On theTaylor public housing communities.

Administration and Organization

♦
2

ana JHA U1 UU^iu Ukv ----------------------- rrj-, juvenile court, schools, and the probation office

referyoung people to attend the program.

, Due to its 
constant waiting list

no change^in^taff^with^the^except on^o^j.^  ̂ Continue to be

hired"for the THAT Summer JTPA program. „

To be enrolled they must attend

Pre-Emnlovment Module. They must also maintain passes rUn„t^® “Sk

ProgT'

There have been no

Peer counselors are
screenings at the IHAF community 

readings. 1---- ---
week.

must have a physical within 60 days.

modules. ------------
to involve themselves in the community.

p-rnr andb

Most program participants are

nosotiai SKiHs M^l. -nd

i;c«iOTS’and 'therco™urlty high school where many

, They must
of being placed on probation. 1

keep it there for a minimum of two years, 

office on the Meharry Campus.
listed as a club in the community high school s yearboo . 

popularity, the entrepreneur component maintains a c-------

during the school year.

The overall program plan for IHAF has not changed. The c«rri^™

per weekPat both program locations and the community high school where many 

participants attend.

Participants continue to.sign a -^-pon^terin^th^progrom aM

in'aiditlon to this, ^’’^U^ed'to

in

e:io-y.ars oi age._Peer counselors^ also^taught ‘^^"-^ressure

Peer counselors are paid for their time and work 10-15 hours per

Service Configuration

overall program plan for IHAF has not changed, 

modules are

This special initiative offers young 
skills, operate a business, and earn money.

also maintain passing grades or

their earnings every pay period and
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1.

2.

3.

4.

5.

6.

7.

8.

C. Elam Mental Health Symposium oegan piaunu.s a 
violence prevention to be held on the Meharry campus .

IHAF program in their communities.
organizations as it is for IHAF.

3

 

Public" a PEW and Robert Wood Johnson Foundation Initiative, we have added an 
administrative assistant who is employed 32 hours per week.

the program
health care and
adolescents. 1_
Meharry’s Institute on Health Care

communities (see Attachment). 
:------  i and'other adolescent health care programs in New York City,

San Francisco* New Jersey, and the Boston area, were Presented as 
toward preventing the rise in juvenile cri.ee. As a result of conference 

 —additional organizations from as far away as New

Limited funding is an issue for most 

in other communities and are involved in training and educating 
id social service professionals in the health care of at-risk 
Last spring, IHAF staff members along with representatives from 

- - - > for the Poor and Underserved and the Lloyd
-""Elam Mental Health Symposium began planning a national conference on

- , The three-day
conference which took place October of this year featured a special day on 

the prevention of adolescent violence ”Citi.
The IHAF program c.._ " ~

L 
toward preventing the rise in juvenile crime, 
publicity, over ten additional organizations llv... «.=
Sanpshlrl Louisiana, and Georgia expressed an Interest n rep ic In he

Additional Activities

At the present time, IHAF staff members are developing plans to replicate 

The State Commission for Children and Youth which monitors services for 
youth and adolescents, especially the juvenile justice system;

United Way’s SUCCESS BY SIX Initiative which focuses on families with 

children under the age of six;

The Nashville Prevention Partnership—a collaboration of alcohol and drug 
prevention programs in Metropolitan Nashville working together to plan 
and develop alcohol and drug prevention strategies for the community; and

Networking and Collaboration

IHAF staff members continue to serve on several special committees and boards:

The Annie Casey Foundation’s Tennessee KIDS COUNT Technical Advisory 

Committee;

A planning committee for the Center for Social Science Research an 
organization which studies the urban underclass;

The Steering Council for the TENNESSEE VOICES FOR CHILDREN—a coalition 
founded by Tipper Gore, wife of Vice-President Albert Gore, JR. which 
promotes the development of services for children and youth with serious 
behavioral, emotional, substance abuse, or other mental health problems;

The Tennessee Health Department’s Black Health Care Task Force which 
oversees several health promotion projects across the state targeting 
African American adolescents who are considered at-risk for serious 

health problems;

in Metropolitan Nashville working together to plan 
alcohol and drug prevention strategies for the community; and

The Teenage Pregnancy Prevention Council which monitors and develops 

strategies to reduce adolescent pregnancy.



«

' Evaluation

4.

VJveLdXX> Ullc IIIUOU AU L v-kj W • r»

sienificant differences between the intervention and comparison communities.

4

4

1.
2.
3.

The evaluation of the "I Have A Future" (IHAF) program on Pregnancy Risk 

addressed four areas:

participation level and characteristics of active participants 
the effects of the program at the neighborhood level 
determine if active program participants were more likely to benefit than 

low-level program participants
the possible mechanisms through which the program operates

The design of the evaluation was a quasi-experimental with two housing project 
sites receiving the intervention program and two housing projects operating as 
comparison sites. Youth who continued to live in the housing projects were 
followed for approximately 30 months and surveyed on psychosocial variables, 
pregnancy risk behavior, and involvement with a pregnancy. Counselors in the 
program kept records of participation. There were an equal number of male and 
female participants. The program had positive effects on prosocial attitudes 
(i.e., a sense of responsibility for community and family well being), sexual 
and contraceptive knowledge, self-esteem, and perceived life options. 
Pregnancy risk behavior (i.e., type of contraception, frequency of use and 
frequency of sexual intercourse) was not found statistically significant with 
one exception. At the neighborhood level, the intervention site youth had 
higher scores on pregnancy risk behavior than the comparison site youth. This 
difference was not evident, however, when only the-active participants from 
the intervention neighborhood were compared with the comparison site youth.

There were 59 known pregnancies among the comparison site youth and only 
one known pregnancy among the active program participants. Only one active 
participant was involved with a pregnancy in the first phase of the program; 
however, this low level of involvement with a pregnancy as not significantly 
different when baseline difference between the groups were covaried.
The effects of the program on involvement with a pregnancy were unclear. The 

■ - • , The effects
become more evident as the 

Therefore, a

low involvement with a pregnancy could be accounted for by age. 
of the IHAF program on pregnancy risk behavior may L-----------------
active youth become older, which cannot be currently assessed, 
continued longitudinal study of the program is warranted.

The possible mechanisms through which the program operates were evaluated 
through an examination of correlations between the psychosocial variables, 

pregnancy risk behavior, and pregnancy involvement.

Overall, the most interesting finding is that there were statistically 
significant differences between the intervention and comparison communities. 
Young people who resided in the intervention site had higher self-esteem, 
greater knowledge about sexuality and contraception, had more prosocial 
attitudes and beliefs—a stronger sense of community and a greater belief in 
the responsibility one has for self, family and community. Most importantly 
they believed they had more life-options—compelling futures.

In 1993 nine participants graduated from high school and seven attended 
college and remained enrolled. In 1994, of the 150 different weekly 
participants, 24 graduated from high school, 16 were accepted into 
post-secondary education. Twelve are attending 4-year colleges and 4 are
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Funding

Future Directions

to 21

4

5

Black c;:::: adopted : proposal for an appropriation to
the State of Tennessee. In January 1995, it will be brought forth to the 
Tennessee General Assembly and we hope they will adopt the proposal.

------1 and replicate it in other cities.
longitudinal study to follow participants up to 21

New
of Middle Tennessee ($35,000).

Department c_ ----------

We are hoping to continue the program 
We would also conduct a ? 

years of age.

attending vocational/junior colleges.
Also very i “ '

12-c ■> Four participants entered the Armed
Forces. Also very strikingly is the fact that eight (8) of the college 

students are African Anerican nales.

, Funds 
 National’and Community Service 

All of the proposals to these 

organizations are under serious consideration.

Recently, the Higher Education Committee of the Tennessee Legislative

BlaCK caucus auupieu a = fn fhothe State of Tennessee. In January 1995, it will be brought forth to the

.. ss-SSsOsr
Commission, and the March of Dimes. All of the proposals to these

„lth

I;.wluon or X aspect of the program.. However, general operating funds 

are needed to operate the program. We will continue to try to secure 

long-term funding.
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March 12,1994
Dr. Lorraine Williams Greene
Deputy Director (IHAF) 
Mcnariy Medical College

Dear Ms. Greene,

outlines several comments, suggestions, and questions for your consideration. Il you 
any questions, I can be reached at Sociomctncs Corporation by phone: 415.949.3282,

.EDU.

Sincerely,

Eric Lang, Ph.D. V
Director, Research Support Group

Copy: J.J. Card
Encl: Review of IHAF Evaluation Report

415 •M<».32S2

1005 Todd Blvd.
Nashville, TN 37208

I’OMAH' street.

I os Alt..., < AM4<l2J 2MI2

Enclosed is my review of the Evaluation Report of the "1 Have a Future" (IHAF)

(Los Altos, CA).

Overall, I was very impressed with the IHAF project and Evaluation Report My review 
outlines several comments, suggestions, and questions for your consideration. Il you have 
any questions, I can be reached at Sociomctrics Corporation by phone 
fax: 415.949.3299, or Internet: XB.ELLxgFORSYTHE.STANFORD.
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action. Although the titles of some of the IHAF "core modules" suggest that they 
include targeted behavioral training, the IHAF dependent measures assess 
attiiude/personality factors, risk behaviors, and actual pregnancies, but not whether

Review of;
Evaluation Report of the "I Have a Future" (IHAF) 

Program on Pregnancy and Pregnancy Risk

1. Are the baseline measures described on pages 4 and 5 of the report, such as the 
"academic variables" (e.g., school grades and attendance) and the "delinquency 
measure" (e.g., arrests) all obtained through self-report? Some of this informal: 
might be available from formal records. Obtaining such information on all

and thorough. In particular, the report presents comolete univariate descripti 
on program participation and major measures at each time point of the proicc 
statistical information and supporting text, such as regression coefficients, 
and interpretations are well organized and readable.

maximizing^tatisdeal comparisons by^sclccting the median value as the cutoff [Joint.

interpretations of active versus low-lcvc/participants, it may be informative to further 

investigate how these two groups can be aefined.

4. Issues regarding the statistical assumptions that underlie the appropriate application 
of discriminant analysis are not presented. Violations of assumptions can affect
statistical estimates and their interpretation. Although discriminant analysis is robust 
to certain degrees of violations, results in the report suggest the possibility of unequal 
group covariance matrices.

specific communication and behavior skills have been developed. Constructing 
additional dependent measures that more directly assess the self-efficacy skills taught 
in the core activities might improve the evaluation component of the project.

3. The cutoff point defining low-level versus high-level IHAF participation was 15 
sessions of the core modules. This cutoff distinguished 90 of 714 youth as "active 
particioants". How was the cutoff point determined? There are at least three 
justifiable methods for determining such a cutoff point, for example: (a) choosing an 
empirical point of segregation in the distribution of participation, i.e., it the 
distribution appears to be bimodal with most values located on cither side of the 
value 15, (b) using theoretical criteria, an apriori administrative minimum, or 
mandate to replicate a similar cutoff point employed by other researchers, and (c) 
maximizing statistical comparisons by selecting the median value as the cutoff point.

measure" (e.g., arrests) all obtained through self-report? Some of this information 
might be available from formal records. Obtaining such information on all 
participants might increase the validity of the associated measures. Alternatively, 
obtaining the information on a random subset of participants would afford an 
assessment of the validity of some of the self-report measures.

2. Much of the recent literature on reducing sex-related risk behavior highlights the 
importance of training and measuring targeted self-efficacy behaviors. For example, 
improved knowledge and attitudes about condom use are more likely to benefit 
adolescents when they are combined with specific behavioral training; and associated 
confidence, in broaching the topic with a partner and following through with effective 
action. Although the titles of some of the IHAF "core modules" sugacst that thev 

The eight points outlined below include a range of comments, suggestions, and questions 
that may serve to further improve the evaluation report.

Overall, the I Have a Future" (IHAF) program evaluation report is well-written, clear, 
and thorough. In particular, the report presents complete univariate descriptive statistics 
on program participation and major measures at each time point of the project. Other 
Statistical information and supporting text, such as rearcssion coefficients, test statistics,
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iimcult to recruit new participants, who will have to 
already formed group. [Early] members may

It seems that this could be assessed, at least through several informal interviews. It 
may then become possible to design a core module that helps and encourages initial
participants to recruit and "mentor" now participants.

■ "changes" in dependent measures (aside from pregnancy) were 
and T2 or between T2 and T3. Furthermore, these changes

ccjuations (latent factor^modcls^he sample sizcbni^ SUp^rt^me p^j^forf

(1991).
book on this topic titled Btst Methods for the Analysis of Change, by Colima & Hom

5. The untested hypothesis on page 18 is very interesting:

as the core group develops an identity as IHAF participants, it may 
become more difficult to recruit new participants, who will have to 
"break into" an already formed group. [Early] members may 
actively try to restrict who becomes a new member of the group in 
order to protect their ingroup.

;ry 20 tests is likely to yield a statistically significant result at the .05 alpha 
level. The Bonfcrroni method, or a similar method, (see Rosenthal and Rosnow,
1991, Essentials of Behavioral Research: Methods and Data Analysis, pages 329-332) 
can be used for the modification. Note: the modification is unlikely to alter any or
the findings or interpretations and, with respect to the majority of published 
research, goes "beyond the call of duty".

7. A diagram of the intervention model, showing the theoretical relationships among 
the main endogenous and exogenous factors, and covariates might help readers.

8. It’s not clear whether "chan]
assessed between T1 l_ — — -
should be assessed in a statistical model that reflects the theoretical relationships 
outlined on pages 37 to 40 of the report. Although the authors are probably correct 
that the sample size is too limited to perform complete path analyses or structural

independent and dependent variables. Change score analysis can reduce the 
influence of some kinds of measurement error over time. Although the statistical 
UMratiirft inrhirlr* manv vears of debate over the aoDrooriate conditions for

Post-Note. The IHAF project and Evaluation Report arc very well done. The points 
outlined above are meant only to assist the program developers and evaluators. No 
changes are m andatory. Good luck with the rest of the project!

6. When performing^multiplc non-ortho^onal tests of significant^, the alpha level of the 

of the tests will result in an incorrect rejection of the null hypothesis. In Other words, 
if many non-orthogonal statistical tests are performed, chance alone suggests that 
one in every 20 tests is likely to yield a statistically significant result at the .05 alpha 
level. The Bonfcrroni method, or a similar method, (see Rosenthal and Rosnow.
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2.
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from
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Youth who 
the housing projects were followed for 
-nd surveyed on psychosocial variables.

Counselors
There were an equal 

The program had positive 
a’ sense of responsibility for

The evaluation of the "I Have A Future” (IHAF) program on Pregnancy 
and Pregnancy Risk addresses four areas:

participation level and characteristics of active participants 
the effects of the program at the neighborhood level 
determine if active program participants were more likely to 
benefit than low-level program participants
the possible mechanisms through which the program operates

The design of the evaluation is quasi-experimental with two public 
housing development sites receiving the intervention program and two 
public housing developments operating as comparison sites, 
continued to
approximately
pregnancy
in the program kept
number of male and
effects on prosocial
community and family
self-esteem, and perceived life options.
type of contraception, frequency of

live in
30 months

risk behavior, and involvement with a pregnancy.
records of participation, 

female participants.
attitudes (i.e.,
well being), sexual and contraceptive knowledge, 

Pregnancy risk behavior (i.e., 
use and frequency of sexual 

intercourse) was not found statistically significant with one exception. 
At the neighborhood level, the intervention site youth had higher scores 
on pregnancy risk behavior than the comparison site youth. This 
difference was not evident, however, when only the active participants 

the intervention neighborhood were compared with the comparison 
site youth.

There were 59 known pregnancies among the comparison site youth and only 
one known pregnancy among the active program participants. Only one 
active participant was involved with a pregnancy in the first phase of 
the program; however, this low level of involvement with a pregnancy was 
not significantly different when baseline differences between the groups 
were covaried. The low involvement with a pregnancy could be accounted 
for by age. (The effects of the program on involvement with a pregnancy 
were unclear). The effects of the IHAF program on pregnancy risk 
behavior may become more evident as the active youth become older, which 
cannot be currently assessed, therefore a longitudinal evaluation of 
this comprehensive program is warranted. The possible mechanisms 
through which the program operates were evaluated through an examination 
of correlations between the psychosocial variables, pregnancy risk 
behavior, and pregnancy involvement. Other analyses addressing this 
question could not be conducted due to a limited sample size of those 
who were followed for the entire evaluation period.
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avoid high-risk behaviors, what the possibilities are for their lives xf

IHAF

related to running their own business.
contraceptive information and access to the appropriate health care.

1.

2.

3.

the effects achieved? What are the possible processes which
4.

influences adolescents?

THIS IS AN UNPUBLISHED DRAFT
BEING PREPARED FOR PUBLICATION.

How were
could explain how the IHAF program

relating positively with other people, and in

— , including skills

IHAF also provides basic sexual and

, An 

model is that services should be

• residences.

located in apartment units in the housing

Are some adolescents more likely to benefit from the IHAF program being 

offered in their neighborhood than others? Specifically, do adolescents 

who participate more actively in the program experience more positive 

outcomes than those who do not participate as much?

Int roduct ion
The I Have A Future (IHAF) program is a life-options enhancement program. 

It is based on the premise that to decrease the pregnancy rates of high-risk, 

African-American adolescents it is necessary to enhance their perceived life 

options. The strategy for enhancing life options includes teaching them how 

to <
they avoid early pregnancy, and how to develop the necessary skills to 

complete their education and function effectively in the working world, 

provides programs designed to assist these adolescents in making responsible 

sexual decisions, in avoiding the use of illegal substances, in improving 

their academic performance, in
developing positive work-related attitudes and skills.

What is the impact of the IHAF program for adolescents living in the 

intervention neighborhood on (1)involvement with a pregnancy, (2) behavior 

which places them at risk for being involved with a pregnancy, (3) sexual 

and contraceptive knowledge, (4) attitudes and values regarding sexual 

behavior, (5) psychosocial maturity, (6) self-concept.

important premise behind the IHAF program
provided through facilities in close proximity to the adolescents1

Consequently, the IHAF program is L---------

projects themselves.
An evaluation of the early years of the IHAF program was designed to 

address the following four questions:

(7) self-esteem,

(8) prosocial attitudes, and (9) perceived life options?

What level of participation would be achieved during the first three years 

of the implementation of the program? Who are the adolescents who are 

most likely to choose to participate?
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METHODS and measures

Four housing

the ethnic make-up of the community, and the socioeconomic

between the ages of 10 and 17 and living in one of the four

implementation of the program and the

MDHA records were examined to
targeted neighborhoods and these youth were

intervention sites completed the survey

collection occurred later

testing dates between the

is discussed in the data analysis section

eligible to participate in the IHAF program 

Efforts were made to test as many c

THIS IS AN UNPUBLISHED DRAFT 
BEING PREPARED FOR PUBLICATION.

--------- ! and the evaluation 

of the 10 to 17 year old residents

Approximately 70%

chosen for the intervention

- - *' , The Metropolitan Development

assisted in selecting comparable sites.

points while controlling for age at b«.ll •

from October, 1987 through

They

^ata 
much as

for completing the questionnaires

The testing sessions took approximately two

of the four housing projects as possible at baseline (T,). baBeiine
the MDHA records, completed the baseline

------------- > times following the

occurred approximately 13 months

third assessment (Tj) occurred

17 months after the second survey.

collected in the housing projects

Youth were

study is quasi-experimental. 
metropolitan community were chosen as 

implemented in two of the housing projects
The

the number of 10-17 year

in the ^comparison neighborhoods by as 
This systematic difference in T,

these subjects at later time 
How this problem is dealt with 

in the results section.

■ r 1989, with data collection

‘ ' « latter months of that time 

determine which youth continued to live 

----- > contacted to be surveyed 

community-level focus of the 

who continued to live in the housing
In addition, several youth 

for the first time during T2 

involved in the IHAF program but were not available 

Adolescents completed the surveys in small groups of

occurring in the comparison neighborhoods in the

period.

in the
again. Due to resource constraints and the 

intervention, only those subjects
projects were recontacted for the second survey.

in the
because they had become

for the T, survey.

of the 10 to 17 years old, based upon
survey. The adolescents completed the survey two more

baseline assessment. The second survey (T2)

after the

approximately

data were
January, 19891.

were i--------
Those who had
individual attention. Youth received $10.00

at each of the three time points.

hours to complete.
T, data were collected August through December,

2 . . .____ ,_____ 1

housing projects served as comparison neighborhoods, 

were similar with respect to t----  -

The design of the evaluation
projects from the Nashville, Tennessee 

study sites. The IHAF program was

and the other two 1„_

four housing projects

old residents, 1----  --
status of the residents. The two housing projects 

were located nearest Meharry Medical College.

and Housing Authority (MDHA)

Adolescents

sites were

study.

T1
recruited through door-to-door leaflettng.

testedL group settings with the questions being read to the group, 

difficulty reading or completing the questionnaires were given
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consisted of (1) current grades (eight-point scale with

^ralnxng of Interviewed Involved ,>

THIS IS AN UNPUBLISHED DRAFT
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'^tlndaid rd^d to the ^eetloneendindicate^an^rooleo^tnat

At this point, these quality-control data nave no 
Reading through the interviewers comments reveals

This

' - , limit the

number of random responses, and to get more detailed information regarding 

dates and outcomes of pregnancies from those youth who-had been involved with 

one or more pregnancies2.

Demographic and Baseline Behavioral Variables
The following variables were measured at T, via the Minnesota Adolescent 

Health Survey developed by the University of Minnesota Adolescent Health 

Program (1987): (1) age; (2) marital status of parents (married/not married);

(3) mother's employment status (employed at least part-time/unemployed); (4)

____ Interviewers also 
of their impressions of how well the subjects

„ _________ ■ * _ _
interviewers recorded the starting and finishing

these quality-control data have not

similar age and gender with the questions being read to the group and those 

haying difficulty being given individual attention.
I3 data were collected February through May of 1991, with data being 

collected at the comparison neighborhoods during the latter months of that 

time period. All youth who continued to live in the housing projects were 

contacted to participate in the survey. For this data collection period, 

limited resources were available to try to locate those youth who had moved 

away. School records were examined and contacts were attempted with up to 

three people whom the youth had identified at the T2 assessment as likely to 

know where the youth would have moved. Letters were sent to the old address 

should a forwarding address have been left with the Post Office. These 

procedures were unsuccessful in locating youth no longer living in the housing 

projects. In a few cases, the youth were actually still living in the housing 

projects although they were not "official" residents according to MDHA 

records. Instead of completing the survey in group settings, the adolescents 

were individually interviewed during the third data collection period, 

procedure was implemented in order to have more complete data.

how long at their current address (measured on a four-point scale with 1 being 

less than a year and 4 being three years or more) (5) sexual behavior 

(pregnancy risk score based on frequency of sexual intercourse and 

contraceptive behavior, described in more detail in dependent measures 
section); (6) delinquent behavior; (7) substance use; (8) academic attitudes 

and behavior; (9) plans for attending college; (10) degree of religiosity 

(five-point ordinal scale), and (11) youth employment status, and (12) self­

concept.

Academic variables
higher scores representing a higher average); (2) grades in comparison to

sessions including role Play%and_homeworkjssignments  ̂
completed brief assessments c' *•' '

arose. Additionally, the
time of each interview. .
been formally analyzed. 1
very few problems with the interviews.
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The possible range

(n=2) were miscarriages; and 1.7% (n=l) were stillbirths.

determined. 
analyses3.
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friends (measured on a five-point scale with higher scores representing better 

grades than friends); (3) feelings about school (measured on a five-point 

scale with higher scores representing a more positive attitude toward school), 
(4) whether the youth was behind in school (two or more grades below the grade 

appropriate for their age); (5) whether or not they had skipped school in the 

last four weeks (measured on a five-point scale from never to 11 or more 

times), (6) whether or not they had ever gone to school but skipped classes in 

the last four weeks (measured on a five-point scale from never to 11 or more 

times); and (7) whether they had plans to go to college.
Substance use variables included: (1) alcohol use, which consisted of a 

combination of how often the youth drinks, how much they drink at one time, 

how often they get drunk, and when was the last time they got drunk, with a 

possible range of 0 to 36; (2) regular use of tobacco (coded as a regular user 

if tobacco was used monthly); and (3) experimentation with hard drugs (coded 

as having experimented if they had ever used any drugs other than alcohol or 

tobacco).
The delinquency measure was a composite measure of how often the youth 

participated in several different delinquent behaviors. These behaviors 

included vandalism, hitting or beating up another person, participating in a 

group fight, shoplifting, forced sex, running away from home, stealing from 

home, and involvement in prostitution. Each of these behaviors were measured 

on a five-point scale (l=Never; 2-0nce or Twice; 3=Three to Five times; 4=Six 

to Ten times; 5=11 or more times). In addition, this composite score included 

information on whether the youth had ever been arrested, detained in the 

juvenile detention center, and/or convicted of a crime.

for this scale is 0 to 10.
Self-concept was measured with the Piers-Harris Self-Concept Scale for 

Children, which is described below in the dependent measures section (Piers & 

Harris, 1964).

Dependent Measures
Involvement with one or more pregnancies. At the Tj interview, youth who 

had had sex were asked how many times they had been pregnant or gotten someone 

pregnant. Youth who were involved with one or more pregnancies were asked the 

date of the resolution of that pregnancy. They were also asked how many 

months pregnant they or their partner had been at the time of resolution. 

From this information, the approximate month and year of conception was 

Conceptions occurring prior to T1 were not considered in these

Three dependent variables were calculated from this information:

30f the 58 pregnancies between T. and Tj, 62.1% (n=36) resulted in live 
births; 25.9% (n=15) were currently pregnant; 6.9% (n=4) were aborted; 3.4%
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(1) whether or not the youth had been involved with one or more pregnancies

targeted time periods described above were counted.4

with five response categories of always, quite often, sometimes, rarely, and

method of birth control they or their

were .93 for T, ratings, .90 for T2 ratings, and .78 for Tj
One rater gave consistently more risky scores and put less emphasis

individuals who either caused or experienced a pregnancy were not asked 
. in the research study. Some of the

involved in a pregnancy.

o?n?h: 58 pr^nlncies included in these analyses involved
live in the housing projects. Of the remaining 36.2%, it is possible that

THIS IS AN UNPUBLISHED DRAFT
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risk score ranging from zero to 10-was assigned

Any youth who had not had sexual intercourse was

Youth who had had sexual intercourse were assigned 

between one and 10 based upon their responses to the above three 

independently rated the riskiness of the reported

Correlations between the two

(the second phase of the IHAF program). 

a live birth to be counted. 1

•. A pregnancy did not have to result in

Pregnancies which were conceived during the

aJd?2s2CLw1manyho? th^pregnlnc^e^ar^dup^cates but it can ’^dres^how 

-------of the pregnancies are definitely not duplicates.

pregnancies between July, 1988 and August, 1989 (the first phase of the IHAF 

program); and (3) whether the youth had been involved with one or more 

pregnancies between September, 1989 and the date of I3 testing for each youth

between July, 1988 and the date of T3 testing (the entire time period of the 

IHAF program); (2) whether the youth had been involved with one or more

the Sather. ^e_depa„denp viable

For each pregnancy, two people are affected. If 
then each of their experiences is

This question cannot

Thirty-seven (63.8%)

Pregnancy Risk Behavior. At all three survey periods, the adolescents- 
were asked whether or not they had ever had sexual intercourse. If they had 

had intercourse, they were asked how frequently they had sexual intercourse 

with response categories of rarely (a few times per year or less), sometimes 

(1-4 times per month), several times per week, just about everyday, and not 

sure. These subjects were also asked how frequently they used birth control

never. They were also asked what

partner used most often.

A composite pregnancy

based upon this information.

given a score of zero (0).

scores I------------ ----

questions. Two raters
behavior of the adolescents on a 10-point scale.

raters were

ratings, 
on the frequency of reported use of birth control. These ratings were more 

strongly related to future involvement with a pregnancy than those of the 

other rater. Consequently, the rating scheme of this rater was utilized for 

determining the pregnancy risk behavior score.

- meaning that a pregnancy is reported by

involved in a pregnancy. For each pregnancy, two people are affected. I_ 
tSey both par’ieipatlng In the study, then each ot their expert.nee,
counted separately. Subjects were asked U the partner ^volved tn th

some of those pregnancies were duplicates.
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youths' plans for
toward school since most jobs require a high school degree and usually some

of times skipped school in the last month, (3) number of

times skipped class in the last month, (4) how well they do in relation to

This variable consists of

positive attitudes, beliefs, and values toward behaviors that would lead to

The Psychosocial Maturity Inventory (Greenberger, Josselson, Knerr &

THIS IS AN UNPUBLISHED DRAFT
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social commitment, and tolerance of individual and 

from each of the fir^t six dimensions and’

f

The possible range on this

The other

ask how far the subject plans to 

these two scales range from 1 to 

---3 of the life options scale were standardized and 

The Cronbach's alpha for this scale is .73 for T2 and .77

six scales—(1) benefits of having sex, (2) attitudes toward the importance of 

birth control, (3) attitudes toward premarital sex, (4) attitudes toward the 

force to have sexual intercourse, (5) clarity of personal

further education or training, 

were measured at T2 and Tj. The

This variable consists of three items which 

first item is current behavior and attitudes

toward school, which itself consists of five items: (1) current average 

grades, (2) number of times skipped school in the last month, (3) number of

The chosen

self-reliance, identity, work orientation, communication

preventing early pregnancy.
Psychosocial Maturity fPMT).

Knerr, 1975). The original scale measured nine dimensions of psychological 

and social maturity and consisted of 09 to 93 questions depending upon the age 

of the respondent. The length of the entire scale was prohibitive for the 

current study; therefore, seven dimensions that were most closely related to 

the goals of the IHAF program were chosen out of the nine, 

dimensions were i------ -------------

skills, knowledge of roles,

cultural differences. Five items

The psychosocial maturity scale was derived

their friends, and (5) how they feel about school.
scale is 0 to 28 with high school dropouts receiving a score of 0. 

two items in the life options scale measure

continue his/her education. The responses on

5. The three components

averaged together.

for T3.
Sexual Attitudes and Values.

six scales-

Pfirceived Life Options. Enhanced life options was operationalized as the 

their education and their current attitudes and behaviors

use of pressure or
sexual values, and (6) beliefs against having sexual intercourse as a 
teenager. These scales were chosen from the CDC Evaluation of Sex Education 

Programs scales (Kirby, 1984). Each individual scale consists of five Likert- 

type items with a five-point agree/disagree response format. For each scale, 

the mean of the five items was computed. For data reduction purposes, these 

six smaller scales were averaged together to form a total attitude and values 

scale, with a range of one to five. The alpha reliabilities for T, and T,, 

were .59 and .61, respectively. A higher score on this scale indicates more
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two

choice questions
The first scale was adapted from a scale used by Planned Parenthood of

-------------------------------------------------------------------<

the Evaluation of the Baltimore Pregnancy Prevention Program (Zabin & Hirsch,

1988).

The range

Evaluation
of the five items was computed for a scale with a possible range of

31 items with a five-point agree/disagree response format.

attributes, 

satisfaction.

one to 

rather

Knowledge of reproduction and contraception was

The first scale consisted of five multiple

....222Z2* Each item has three choices and an "I don't know" 

second scale consisted of items from the National Survey of

1988 as cited in Card* 19^) and from

Saba.
support for developing a positive community.

Nashville, Tennessee.

option. The i---------- ---
Adolescent Males (Sonenstein, et al..
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five. The alpha reliabilities for this scale at T2 and Tj were

low, .48 and .57, respectively.

Prosocial Attitudes.

Nguza Saba Scale (NGS).

5onlv two items were chosen from this scale because these two items dealt 
specif^cany with interactions that the youth were most likely to encounter. 
The other items were less directly related to IHAF goals.

Each question from these scales also had an "I don't know" option. 

The score for the knowledge scale is the percentage of correct answers, 

possible range of 0 to 100%.
Self-Concept. Self-concept was measured using the Piers-Harris

Children's Self-Concept Scale for Children (Piers & Harris, 1964). 

It is an 80-item questionnaire with a yes/no response format.- There 

are six underlying dimensions to the scale—(1) behavior, (2) 

intellectual and school status, (3) physical appearance and

(4) anxiety, (5) popularity, and (6) happiness and

A total self-concept score is obtained by counting the

number of responses that indicate a positive self-concept.

of scores on this scale is 0 to 80.
Self-Esteem. The self-esteem scale is a five-item scale with a 

five-point Likert-style format. The items were selected from the CDC 

of Sex Education Programs scales (Kirby, 1984). The mean

Prosocial attitudes were measured with the

This scale was developed by the IHAF program 

staff and was designed to measure the youths' acceptance of the seven 

principles promoted by the IHAF program, which are known as the Nguza

These principles promote self-respect, and commitment to and

The scale consists of

The alpha

items from the tolerance dimension were chosen5. Each item has a four- 

point agree/disagree response format. The sum of each subscale was computed 

and then each subscale was summed for a total PMT score with a range of 32 to

128. The alpha reliabilities for the PMT scale for T2 and T, were .85 and 

.90, respectively.

Sexual Knowledge.

assessed through two scales.
and the second scale consisted of 18 true-false questions.

5Only two items were chosen

less directly related to IHAF goals.
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.81 and83

illustrate the development of the program.

considered enrolled in the IHAF program if they lived in

duration of the project; therefore, approximately 20% of the

participating youth who were officially

occurred was developed (See Figure 1).
Data Analysis and Results
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---------- , Not all youth

IHAF program and some youth who 

3 the baseline testing period, 

administration had to occur at specific

a timeline indicating 

service-related activities

These

level of participation achieved. 

at least once in IHAF

they participated, the range of

, data were collected on all of the activities

counselors recorded the 

through the Direct Client 

these forms included which youth

completed their first survey at Tr 

these youths were still collected"even though they did

These data are included in the

During

-X -oriented modules were offered, the on-site clinics were 
/computer lab was installed, and the entrepreneurship program began.

reliabilities for this scale for T2 and T, were

respectively. The possible range is 31 to 155.

Participation Data
In the intervention sites

and services delivered by IHAF between T, and Tj.

participation of each client in the IHAF program

Service System. The information recorded on 1-----
participated, one or two codes de.cribing the service or activity, the amount 

of time spent in the activity, where it took place, and which counselors were 

inVOThese data were aggregated according to the time period in which they 

occurred in order to describe the participation level of intervention site 

adolescents. The amount of time represented in each phase of th. progrmn was 

variable. Phase 1,
period, was approximately

data collection periods, was

earliest stages of the program

activities were focused on

Phase 2, mor® content—*-- —

opened, <_

In order to
when content-oriented modules and other significant

Participation Analyses

An adolescent was <--------------
one of the two intervention sites and had completed a survey, 

who completed surveys participated in the 1

began to participate had not been surveyed at

Due to staffing limitations, survey <—

times during the *--------------
youth who participated during Phase 1

Participation data on 1
not fit the criteria for "enrollment."

participation analyses.
The first step in the participation analyses is descriptive, 

analyses address the question regarding the L_.__
Table 1 indicates the number of youth who participated

activities, the average number of times

participation, and the percentage of

enrolled at each phase of the program.

, occurring between July, 1988 and T2 data collection
13 months and Phase 2, occurring between T2 and T3 

approximately 17 months. Phase 1 represents the 

while modules were being developed and 

attracting adolescents to the program.



NOTE:

10

Tpyel acroBB Two Phaaeg of
Number

RangeSDMn

1-8311.577.99326
1-29550.8028.75301

67.891-32147.6425.82436

Readiness Module (JRM), Tutoring, and the CHARM/MATUREZMODUUss.

activities were those modules and
training in content areas but were optional for participants.

Peer Counselor Activities, Educational Field Trips, and Job Training

, recreational field trips, parties, and banquets.

activities during Phase 2 and four additional months in

attracted the most youth duringCore Activities
Activities attracted the most youth during Phase 1.
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Phase 1

Phase 2 

Total

 ------- substantial proportion of the activities

pique the interest of as many youth as possible 

the content-oriented modules.

still being developed and modified.

offered during Phase 1.

% Enrolled 
at T?

20.25

42.86

32.11

% Enrolled 
* at T,

79.75

57.14

In addition, content-
Earlier versions of

Activities were

Activities; (2) 

were those i------
successfully completing the program.

Education (FEE), Alcohol & Drug (

that were
interested in returning.

karate classes,
reports the average participation in these three types 
the two phases of the program for those youth who participated

Average level of participation increases

during Phase 2, both in terms of the average

the amount of time. The number of participants

exception of Enticement Activities.

program offering more <-------
the time period of Phase 2.

Phase 2 and Enticement 1------

During Phase 1, Enticements were a

offered. The goal was to l 

before implementing

oriented modules were

the modules were

Table 1. Number of Participants and Participation 

the IHAF program

classified into three different categories (1) Core 
x2) Elective Activities; and (3) Enticements. The Core Activities 

modules and services that were considered a requirement for

. Core Activities included Family Life

(A&D)/Prosocial Skills Module (PSMI, Job 

---------------- tiecr-ive

services that provided information and 

• • Elective

activities may be reco™,ended as part of the case management for an Individual 

client. Elective activities Include Conflict Resolution, Entrepreneurship 
Program, Peer Counselor Activities, Educational Field Tripe, and Job Training 

Partnership Act (JTPA> activities. Enticements were those service, and event, 

designed to attract youth into the program and to keep them

These activities included sports, dance classes,
Table 2

of activities across 
at least once.

for all three types of activities 

number of times participating and 

-i also increases with the
These increases are due, in part, to the
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Participation in Core, Elective, and Enticement ActivitiesTable 2.

Phase 2Phase 1

SDMSD nMn

25.716.22519.66.3149

42.127.125110.6 15.5

22.916.81682.2 1.4

71.952.21683.192 4.8

2286.45.0295

22813.010.5295

The unit of measurement for time is hours.Note.

149

92 *■

Core Activities

Time in Core Activities

Elective Activities

Time in Elective 
Activities

Enticement Activities

Time in Enticement 
Activities 

9.5

25.6

7.5

19.1
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Based on their participation rates, youths in the intervention sites were 
classified as active participants or low-level participants6. Active 

participation was defined as participation in at least 15 sessions of the Core 

modules. Ninety (90) youth were identified as active participants. The 

majority of the active participants had attended more than 15 sessions across 

the two phases of the program. Table 3 reports the average participation 

rates of active participants and low-level participants in each of the three 

types of activities during the two phases of the program. Participation in 

all three types of activities increased for active participants from Phase 1 

to Phase 2; it remained essentially the same for low-level participants.

6At this early stage of the program, no youth had completed the program 
in its entirety. Although there is a set of criteria by which an adolescent 
can be identified as having "completed" the progam, IHAF is not the type of 
program which participants finish. They continue to participate in ongoing 

activities.
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Table 3.

Phase 1 Phase 2Phase 2Phase 1

SDSD MMSDMSDM

2.31.4 1.032.4 0.438.512.27.4Core Activities
3.92.5 1.752.7 0.764.019.612.4

0.4 2.00.60.228.2 26.01.0 1.7Elective Activities

8.41.51.40.486.9 81.83.82.1

1.70.74.01.511.87.3 14.55.6

4.01.58.13.231.838.115.612.2

The unit of measurement for time is hours.Note.

Percentage of Total Participation in Core, Elective, and Enticement

TotalPhase 2Phase 1

51.5%39.5%11.9%Core Activities
26.1%25.0%1.1%Elective Activities

22.4%14.5%7.9%Enticement Activities

activities

Active
(n=90)

Enticement
Activities
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Participation of Active and Low-level Participants Groups in Core, 
Elective, and Enticement Activities

Low-Level 
(n=624)

Time in Enticement 
Activities

Table 4.  
Activities for Active Participants (n=90)

Time in Elective
Activities

Time in Core 
Activities

In order to provide a more complete description of the participation of 

active participants, the total participation was broken down into the 

percentage accounted for by the three different types of activities during 

each of the two phases of the program (See Table 4). Participation in Core 

Activities during Phase 2 accounts for the greatest percentage of the total 

participation. Phase 2 activities account for 79% of the overall 

participation.

Table 5 reports the breakdown of Phase 1 participation for those active 

youth who participated during Phase 1 (n=67). Not all of the youth who were 

classified as active based on their total participation in Core Activities

Table 5across the two phases of the program participated during Phase 1. 

also reports the breakdown of Phase 2 participation into Core, Elective, and 

Enticement Activities for all active participants (n=90). Enticement

constitute the greatest proportion of the Phase 1 activity for
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Percentage of Participation in Core, Elective, and Enticement
during Each Phage for Active Participants

40.1%

6.8%

53.1%

of the total participation, primarily due to tutoring being offered four times

Phase 1 
(n=67)
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Core Activities

Elective Activities

Enticement Activities

Table 5. .
Activities.

Activities of the active participants was broken

Table 6 reports the percentages
Tutoring accounts for 50%

per week throughout the school year, 

once a week, on average, during a — 

length of the module.

Phase 2 
(n=90)

52.9%

28.3%

18.2%

Participation in Core
further into the specific Core Modules, 

module across the two phases and overall.
down 

for each

. Elective Activities 
Few of the elective 

During Phase 2,

. The other Core Modules are only offered 

limited number of weeks depending upon the

active participants, followed closely by Core Activities.

are only a very small percentage of the participation. ?

modules and programs had been developed during Phase 1.
however, Core Activities represented over 50% of participation, followed by

Elective Activities. Less than 20% of participation was in Enticement
Activities. This pattern illustrates the shift in focus from attracting youth 

to the program to providing more content-oriented services.
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of Total Core Activity Accounted for by Each Type of Core

TotalPhase 2Phase 1

4%

0.4%

3%3%

15%13%2%

50%39%11%

I

included in the analysis was greatly reduced; therefore, these analyses should

The

Based on this discriminant

analysis, the active and low-level participation groups do not appear to be

The second discriminant analysis was conducted with Tj data.

20%

12%
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analysis was conducted because so many 

during the second phase of the program.

15%

12%

0.4%

A discriminant analysis 

the grouping variable and baseline

The

The groups were

This

of the active youth became active

Also many of these youth had not

Table 6. Percentage
Module

Core Module

Prosocial/A & D

Family Life Education

Job Readiness

CHARM/MATURE

Tutoring

The next step in the analyses was to determine what factors distinguish 

active participants from low-level participants at baseline on demographic 

variables, behavioral variables, and self-concept.

was conducted with participation group as 
demographic, self-concept, and behavioral measures as the predictors.

dramatically different from one another. Age is the most important difference 

between the two group. Age is correlated with substance use, pregnancy risk, 

and youth employment status. Differences on these variables may be partially 

due to the differences in age between the two groups. The difference in the 

percentage of youth who are behind in school is fairly large, although the

Wilks' lambda was not very small.

be interpreted with some caution.
The discriminant function was significant x2 (21) = 35.23, p<.05. 

canonical correlation, however, was not large, r=.33, and Wilks' Lambda was 

.89. The correct classification rate for cases included in the analysis was 

74.6%, and for all cases it was 69.4%. Classification rates should be 

interpreted cautiously because it is possible for there to be a high correct 
classification rate simply due to a reduced number of subjects in a particular 

group, as is the case in the present analysis.

first discriminant analysis was conducted using T1 data.
active participants versus low-level participants based on overall 
participation in Core Activities across the two phases of the program. Table

7 presents the means and standard deviations or the percentages (depending 

upon the level of measurement of the variable) for each variable for active 

and low-level participants. Due to missing data, the number of subjects
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lambda

7*

completed a survey and could not be included in the first discriminant 

analysis. The same variables, measured at T2, were used in this analysis as 

in the first. Table 8 reports the descriptive statistics and the correlation 

of the variable with the discriminant function.
The discriminant function for this analysis was not significant, 

X2(21)=17.25, p=.7O. The canonical correlation was .27 and the Wilks* 

was .93. The discriminant function correctly classified 62.3% of the cases 

included in the analysis and 75.1% of all the cases. The lack of significance 

of the discriminant function indicates that the two participation groups did 

not differ at T2 on demographic variables and risk factors associated with 

teen pregnancy.
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Standard Deviations, and Correlations with ..DiscriminantMeans,Table 7.
Function for Discriminant Analysis of Participation Croups using T, Variables

SDM or %SD £M or %Variable

2.0 .8114.11.212.0

-.0357.860.0

6.4 .1436.05.234.8

-.0318.420.0

.1948.336.0

-.061.13.11.13.2

-.091.94.71.94.9

.150.83.40.83.3

-.041.23.71.33.8

.3331.312.0
-.200.84.60.64.8

-.330.84.60.25.0

-.2267.080.0

.364.92.20.00.0

.269.50.0

.1213.38.0

0.9 .150.80.80.7

.3125.08.0

-.1510.559.36.961.3

.344.84.94.62.8

.237.80.0

Active
(n=25)

Low-Level 
(n=294)
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Current Grades

Grades compared to friends

Feelings about school

Behind in school (%)

Skipped school
Skipped classes*

Plans for College (%)

Alcohol Use*

Regular user of tobacco (%)

Ever experimented with drugs (%)

Delinquency

Working* (%)

Self-concept

Pregnancy Risk*

Ever been pregnant or caused a
pregnancy

•‘individual Wilks* Lambda (.93) was significant at p<.001

“individual Wilks* Lambdas (.99) were significant at p<.05

*«Age

Sex (% Male)

Mother* Age

Parents* Marital Status 
(% Married)

Mother Employed Full-time or 
Part-time (%)

Length of time at current 
address
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Standard Deviations, and Correlations with pi8crlpj,nant
of participation Groups using Variables

SD rSDVariable
.462.41.6

-.2565.3
-.206.05.836.0
-.0513.214.3

-.2548.457.1

.171.13.31.23.2

.042.05.01.85.0
-.130.83.50.73.5
-.221.23.81.14.0
-.1328.432.7
-.340.74.70.54.9
-.220.74.70.74.8
-.2984.791.8

.363.11.01.00.3

.255.82.0

.201.60.0

.111.20.91.70.8
-.0920.022.4

60.99.963.2

4.74.64.1
.368.42.0

’individual Wilks’ Lambda (.98) was significant at the p<.05

Active
(n=49)
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Low-Level
(n»190)

pregnancy, 
lived in the housing projects

example,

M or %

13.9

56 fa

35.2

-.30

.20

Age’

Sex (% Male)

Mother’ Age

Parents’ Marital Status 
(% Married)

Mother Employed Full-time or 
Part-time (%)

Length of time at current 
address

Current Grades

Grades compared to friends

Feelings about school

Behind in school (5)

Skipped school

Skipped classes

Plans for College (%)

Alcohol Use

Regular user of tobacco (%)

Ever experimented with drugs (%)

Delinquency

Working (%)

Self-concept

Pregnancy Risk

Ever been pregnant or caused a 
pregnancy

Table 8.
Function

M or %

13.2

11.0

4.8

Mean3j_---------------------
for Discriminant Analysis.

Th. two participation group, may differ on variables which were not 

measured and could not be included in the analysis. These analyses, however, 

include many of the important variables associated with risk for teen
Participation in the program was partially due to where the youth 

relative to the other participants. For

a number of active participants at Preston Taylor lived on the same
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Apartment assignment la baaed on

colser proximity to the IHAF program were more

Because the curricula have already been developed, replications may take a

The number of these activities

become less frequent as the core group of youth become more committed to

One
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—r become more difficult to 

, "break into" an already formed 

restrict who becomes a new member of

circle or very near it within the project, 
availability rather than tenant characteristics; therefore, youth 

participation may be due primarily to the location of his or her apartment 

rather than to some personal characteristic(s) which may have an influence on 

the outcome variables. This phenomenon illustrates one of the underlying

Even within

' ‘ ! level of participation of youth and in which activities;

analysis of differences between youth who chose to participate and 

those who did not. The IHAF program is a complex and comprehensive 
intervention. Its implementation requires a substantial amount of time and 

coordination among a number of different agencies. Future replications of 

IHAF should be aware of this factor and develop their plans accordingly.

premises of the IHAF program—the need for proximity of services, 
the restricted area of the housing projects, those adolescents living in 

colser proximity to the IHAF program were more likely to participate.

In summary, the process analysis of the IHAF program included three 

facets—(1) a description of the development of the program over time; (2) a 

description of the

and (3) an i

the program is most effective. Based on the analyses presented here, 

significant difference between the

If these programs demonstrate success at reducing risky 

be'havlors ‘and their outcomes, this information will help determine for whom 

the most

adolescents who participated and those who

little less time than the two years required for this demonstration project.

Because the program is community-based rather than school-based 
adolescents must be attracted to the program and retained. IHAF was able to 

attract 90 active participants over the three years described in this 

evaluation. The involvement of these youth gradually increased over time as 

more services and activities were implemented. The type of participation also 

changed over time, with more participation in content-oriented activities in 

the latter months of the program. Enticement activities are very important 

for introducing youth to the program and for keeping them involved. 

Replications should anticipate offering a number of enticement activities at 

the beginning of the program and continue to offer enticement activities as a 

core group of active youth begins to develop.

may 1---------- ---------
the program. One important caution should be noted—a^the core group

develops an identity as IHAF participants, it may

recruit new participants, who will have to '---------

group. Older members may actively try to

the group in order to protect their ingroup.
Long-term, community-based programs will always manifest some degree of 

selection bias. Certain youth will be attracted to the program and others 

will not. Determining which types of youth are attracted to such programs as

IHAF is important.
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" . The

number of youth with each pattern of testing by neighborhood is reported in 

Table 9. The test status group are mutually exclusive.

in its early years, appears to be most

Working adolescents are less likely to 

Although a 

higher percentage of the low-level participants were behind in school, other 

variables related to academic behavior and attitudes were not significantly 

different from active participants. In fact, active participants were more 

likely to have skipped classes than low-level participants. All of these 

differences occurred at T,. The T2 analyses indicated that the only 

difference between the two groups was a fairly small age difference. 

A very encouraging result of these analyses is that the program appears to 

be as attractive to males as to females. Most teen pregnancy prevention 

programs have focused on females. Attracting males to such programs has been 

very difficult, particularly if the programs are clearly identified as 

pregnancy prevention programs. Male counselors, sports activities, and the 

entrepreneurship program are probably some of the factors that have 

facilitated the recruitment and participation of young males.

Effects of the IHAF Program
Before reporting the results of the impact analyses, a few issues 

regarding sample sizes need to be mentioned. First, not all.youth were tested 

at all three data collection periods due to attrition and to adolescents 

becoming involved with the program who were not originally tested at Tv

did not was age. The IHAF program,

attractive for the younger adolescent, 
become involved, which may be due to their lack of free time.
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Subjects by Test Status By NeighborhoodNumber ofTable 9.

Neighborhood

ComparisonInterventionTest Status

207271T, only

250

59102

3724

2113

132154

439714Total

residents of the intervention

Neighborhood Level Effects of IHAF.
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surveyed adolescents who lived in 

participated in the IHAF program.

Consequently, these analyses v------

strong enough effect to L_ ----------

T2 only

T1 and T2 only 

T, and T3 only 

T2 and T3 only 

Tv T2, and T3

adolescents living in the housing projects where the 

These analyses will be referred to as the "between 

- ■. Not all of the

the intervention site neighborhoods actively 

Some did not participate at all.

i will examine whether the intervention had a 

be detected at the neighborhood level. Such a strong

Sample sizes will vary for the different analyses depending upon the time 

period being studied and the variables incorporated into the analyses. 
Analyses utilizing data from T, and T3, for example, would have a potential 

maximum sample size of 329; whereas, analyses utilizing data from T, and T2 

would have a potential maximum sample size of 429. Occasionally subjects 
would skip questions or answer them inappropriately and could not be included 

in specific analyses for variables measured by those qu.-stions, which results 

in reduced sample sizes for these variables.
Additionally, 18 youth were inconsistent in their responses to sexual 

behavior and pregnancy questions at T, and Tj. Inconsistent responses include 

(1) reporting having had sexual intercourse at T, and reporting not having 

ever had sexual intercourse at T3 and (2) reporting involvement with fewer 

pregnancies at T3 than at Tr These 18 youth were eliminated from all of the 

analyses. Five of these inconsistent youth were

sites and 13 were from the comparison sites.
Neighborhood Level Effects of IHAF. The first set of analyses will 

compare adolescents who live in the housing projects where the IHAF

was offered with those <_

program was not offered.
neighborhood" comparisons and they address Question Two.
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effect of the program is unlikely given the low percentage of youth who 

participated heavily in the program (12.6%; 90 active participants out of 714 

youth tested at the intervention sites.)
T-tests were calculated with neighborhood as the independent variable and 

the psychosocial, knowledge, and behavioral measures as the dependent 

variables. A chi-square analysis was computed for involvement with a 

pregnancy. Both T2 and T3 variables were included. Table 10 reports the 

descriptive statistics and the test statistic for each variable. From these 

analyses, the IHAF program appears to have an effect at the neighborhood level 

on psychosocial maturity, sexual knowledge at T2, and the Nguza Saba measure 

at T2 and Tj. In all cases, the program's effects are in a positive 

direction. There are no effects on the behavioral measure and the pregnancy 

rate. Interestingly, the greatest effects appear to occur after the first, 

less well-developed phase of the program than after the second phase..

These direct comparisons between the neighborhoods do not consider the 

possibility of baseline differences between the neighborhoods on important 

related variables. The next set of between-neighborhood analyses control for 

baseline differences between the neighborhoods and then consider the effects 

of the IHAF program on the dependent variables.
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Meana,

M or % SOSDM or % nnVariable

Time 2
-0.05 0.8 ns1790.03 0.8363Life Options

0.53.31 ns1800.53.35362Attitudes
•**

93.36 17.6177101.56 18.2362PMT
37.26 19.718021.242.15364Knowledge

11.558.54 ns18011.060.21364Self-Concept
0.93.551790.83.57361Self-Esteem

13.6104.1517916.3109.93361NGS
4.63.51 ns1763.98 4.7358

3.8% ns1584.9%286

0.9-0.06 ns1570.80.02286Life Options
0.43.52 ns1570.43.56285Attitudes

18.5103.40 ns15820.8104.65281PMT
21.648.23 ns15821.050.90286Knowledge
9.863.85 ns1589.663.73286Self-Concept
0.63.741580.63.78284Self-Esteem

11.3109.6512.2 157112.39285NGS
4.64.30 ns1494.64.38260RiskPregnancy

10.8% ns1586.6%286
12.7% ns15810.8%286

*p<.05
”p<.01

p<.001

ns

2.32*

Pregnancy (T2 to T3) 

Pregnancy (T, to Tx)
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test 
statistic

Pregnancy Risk

Pregnancy (T1 to T2)

Time 3

4.97

2.59**

ns

4.34***

Comparison 
Neighborhood

Intervention
Neighborhood

Table 10. Meana, standard deviations, and test statistics for comparisons_between 
neighborhoods on^2_and_T; dependent variables
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T, but were tested at T, and Tj. 
Pregnancy risk at T1, which

two time points. A* 2t-test comparing the baseline pregnancy risk of the 
younger youth (10-14 years old, the age range of the active participants at 
T,) from the intervention sites with the pregnancy risk of the younger youth 
from the comparison sites revealed that there was no significant difference 
between these two different cohorts of 10 to 14 year olds, t(166)=0.68, p=.5

THIS IS AN UNPUBLISHED DRAFT
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(5) youth employment status, 

were used in these analyses.

between these two different cohorts of 10 to 14 year olds, t(166)«=0.68, p«.50. 
Based on this analysis, it is assumed that subjects in the comparison sites 
who were in the same cohort as subjects at the intervention sites also 
probably did not differ significantly on pregnancy risk at T, for the 
intervention sites. The fairly strong correlation between age and pregnancy . ■ 
risk (r=.5O) also indicates that age would account for a substantial amount of 
the variance in dependent variables that would have been accounted for by 

baseline pregnancy risk. •

7The lag period between T. and T2 is longer for intervention site 
subjects than for the comparison site subjects by as much as 16 months because 
of the long baseline data collection period. Age at baseline, therefore, 
cannot be used as a covariate because similar cohort groups in the comparison 
and intervention sites at T, would have different baseline ages. Data were 
collected in a much shorter time period at T2. In order to address the need 
to include a variable which appropriately represents age, age at T2 was used 
instead. Age at T2 was calculated for those subjects who were not tested at 
T, but were tested at T. and T,.

2 Pregnancy risk at T., which is strongly correlated with age, cannot be 
used as a covariate for the same reason. However, pregnancy risk at T2 cannot 
be included as a proxy measure of pregnancy risk at T1 because it is an 
outcome variable and the relationship between pregnancy risk at T, and 
pregnancy risk at T, is not as strong as the relationship between age at these 

J -__- Kaaol inn nrpnnancv risk of the

Variables measured at T1 that represent factors associated with risk for 

teen pregnancy were considered as potential covariates. These variables were 

(1) age7; (2) marital status of parents; (3) mother’s employment status; (4) 

self-concept; (5) delinquent behavior; (6) alcohol use; (7) behind in school; 

(8) plans for attending college; (9) degree of religiosity, and (10) youth 

employment status. The relationship of each of these variables to number of 

pregnancies reported at T3 was tested. Pearson product moment correlations 

were computed between number of pregnancies and the continuous variables 

age, self-concept, religiosity, delinquent behavior, and alcohol use. T-tests 

were conducted with number of pregnancies as the dependent variable for the 

following dichotomous variables: (1) marital status of parents; (2) mother's 

employment status; (3) behind in school; (4) plans for attending college; and

All subjects with data on the relevant variables 

Age and alcohol use were significantly

correlated with number of pregnancies between T, and Tj, number of pregnancies 

between T1 and T2, and number of pregnancies between T2 and Tj (See Table 11). 

The older adolescents were, the greater the number of pregnancies they 

reported. The greater the alcohol use the greater the report of pregnancies 

between T, and T2-
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Correlations between Number of Pregnancies and Potential CovariateaTable 11.

Potential Covariate

.12* -.01.06

.00.04.02

-.02-.03-.03

-.01-.02-.01

p<.001

A second set of

Tins IS AN UNPUBLISHED DRAFT
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Age 
(n=444)

Alcohol Use 
(n=321)

Self-Concept 
(n=383)

Religiosity 
(n=328)

Delinquency 
(n=326)

Total
Pregnancies

.37***

the independent variable and age, pregnancy risk, alcohol use,
-------,-1.1 — ( The

similar to the correlational analyses

,>.05

aNumber of pregnancies is a highly skewed variable because the majority 
of youth do not report having been involved with a pregnancy, f. ccccrzi "et 
analyses were conducted in which the pregnancy variables were dichotomized 
into not involved with a pregnancy and involved with at least one pregnancy. 
A series of t-tests were conducted with the new dichotomized pregnancy 
variable as t.— ------ r----------- ------ - - - -
delinquency, religiosity, and self-concept as the dependent variables, 
results of these analyses were very ci.-ilrr tc •r1'" 
described previously.

Pregnancies 
between T, & T?

.28"**

Pregnancies 
between T, & T?

.26***

The t-tests revealed significant differences in number of pregnancies 

depending upon the adolescent's college plans. There was a trend for a 

difference (p<.10) between youths with employed mothers and those with 

unemployed mothers. Adolescents with plans for college reported fewer 

pregnancies and those with employed mothers had more pregnancies (See Table 

12 )8. Based on these analyses the following variables were included as 

covariates and were used to determine the propensity score: (1) age, (2) 

alcohol use, (3) mother's employment status, and (4) college plans.
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Means, Standard Devlatlona, and t-teata for Number of Pregnancies by Potential CovarLategTable 12.

Total Pregnancies

tPotential Covarlate t M SO M SOSD tM

Gender

.04 .25 .09Male (n=155) .13 .39

.20 0.731.44 .08 .27 1.52 .11Female (n=174) .44

Parental Marital Status

.10 .30.06 .25Not Married (n=283) .16 .42

0.16 .11 .32.44 0.23 .06 .25Married (n=45) .18

Mother's Employment Status

.12 .32.04 .19.16 .40Not Employed (n=206)

1.85* .08 .28 0.970.55 . 10 .33. 18 .45Employed (n=121)

College Plans

.17 .38.08 .31.25 .51No (n=37)
2.08**1.96** .23 0.70 .08 .27.38 .05Yes (n=237) . 14

Behind In School

. 10 .30.07 .27No (n=229) .16 .41

.13 .34 0.87.05 .23 0.37.18 .44 0.41Yes (n=93)

Youth Employment Status

. 10 .30.26.06Not Employed (n=266) . 16 .43

.13 .34 0.73.22 0.440.27 .05Employed (n=62) .18 .39

!

.29,

.32

Pregnancies Between
T, and Tj

Pregnancies Between
T2 and Tj

0.18

w
O
z

2 £
x w 
f- n

o

M ft-
S X
2 O
H-

*p <.10 
**p <.05
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Table 13.

RBVariable

.120.15

3.14.040.17

3.49-.04-0.19

0.53.000.03

0.04.000.04

JK.001df=465

/

Age

Gender

-2 Log Likelihood Fit of Model 

% Correctly Classified:

X2=625.23

55.63

?__1_ 12. B weights. Partial Correlations, and Wald statistics for logistic 
regressions comparing neighborhoods on baseline variables (n=471)

Mother’s Employment

Alcohol Use

Plans for College

Wald
Statistic

11.76***

A logistic regression was conducted with neighborhood as the dependent 

variable in order to determine if neighborhood membership could be predicted 

from the covariates. With logistic regression, a significant goodness-of-fit 

chi-square indicates that the model being tested and the data are 

significantly different from one another; therefore, a nonsignificant 

goodness-of-fit chi-square indicates that the predictor variables explain the 

variance in the dependent variable adequately. Table T3 reports the results 

of these analyses. The highly significant chi-square indicates that the 

covariates as a group do not predict neighborhood membership significantly 

better than chance. Only age is a significant predictor. A propensity score, 

indicating the probability of belonging to the comparison neighborhood, was 

computed for each subject based upon this analysis. The propensity score will 

be included as an additional covariate in the next set of analyses in order to 

model baseline group differences between the neighborhoods.

THIS IS AN UNPUBLISHED DRAFT
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*p<.05
**E<.01 

*’* **p<.001
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at the second step, and neighborhood at the final step.

T-j becomes significantly dir rerent Between une
intervention neighborhood performs better on this knowledge measure. Self­

concept at T2
Neighborhood is also a

significant predictor of pregnancy risk, but unfortunately, the intervention

values being promoted by the IHAF program and was developed by IHAF staff so

The difference in 

, sexual knowledge at 

The

also is significantly different, with the intervention 

neighborhood having a more positive self-concept. 1

psychosocial maturity and the Nguza Saba measure at T2. 

sexual knowledge at T2 ceases to be significant; however 
T, becomes significantly different between the neighborhoods.

THIS IS AN UNPUBLISHED DRAFT
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better rating than the condom as'far as pregnancy prevention is 

The intervention site youth may be responding to the disease 

prevention message by utilizing the condom more.

higher use 

(23.7%). 

youth vs.

neighborhood predicts to higher pregnancy risk behavior.
From these analyses, the IHAF program does appear to have a significant 

positive effect on a limited number of psychosocial variables and on knowledge 

at the neighborhood level. The Nguza Saba measure is directly related to the

each of the continuous dependent variables, the odds ratio rather than the 

beta weight for the pregnancy variable, and the total explained variance. 

Neighborhood continues to explain a significant proportion of the variance in

variance accounted for by the neighborhood variable over and above that which 

is accounted for by baseline differences. Table 14 reports the beta weights 

and the squared semi-partial correlations for the neighborhood variable for

To test the neighborhood effect after adjusting for covariates and the 

propensity score, a series of ordinary least squares regressions were 

conducted for the continous dependent variables and logistic regressions were 

conducted for pregnancy variables. All regressions were hierarchical 

regressions with the covariates entering at the first step, the propensity 

score at the second step, and neighborhood at the final step. The critical 

step in these analyses is the third step, which indicates the amount of

it is not too’surprising that this variable demonstrates the most consistent 

effects. The lack of influence on attitudes, self-esteem, and perceived life 

options is disappointing but not surprising given that the low percentage of 

participating adolescents of those who lived in the neighborhoods. Examining 

the frequency distributions for the three variables th-t are a part of 

pregnancy risk reveals that intervention and comparison site subjects were not 

substantially different on frequency of birth control use or frequency of 

intercourse. They were different on the type of birth control used most 
frequently. For both sites, the condom alone was the modal response, followed 

by the birth control pill. However, comparison site youth reported a slightly 

, of the birth control pill (34.8%) than the intervention site youth 

The converse was true of the condom-40.2% of the comparison site 

52.7% of the intervention site youth. The birth control pill

receives a

concerned.
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Sample Sizes, Beta Weights, and Squared Semi-partial Correlations
_ J i Ik z-J "A I i r-1 r> »■»

Beta Weightn

Time 2
.00.05411Life Options

.01411Attitudes

.25408PMT
.01.08413Knowledge
.02**.13413Self-Concept
.00.01410Self-Esteem
.02**.15410NGS
.00.07404Pregnancy Risk
.001.11Odds Ratio:315

.00.02314Life Options

.00-.02314Attitudes

.04310PMT

.11315Knowledge
.00.03315Self-Concept
.00.05313Self-Esteem
.01.09313NGS
.01«.10293Pregnancy Risk
.000.99Odds Ratio:315

Odds Ratio: .001.08315

'JS»

.00

. 06
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Dependent
Variable

Jp<.05
*pc.01
'p<.001

Pregnancy (T2 to
T2)

Pregnancy (T1 to
T?)

semi­
partial

r2

Pregnancy 
(T, to T2) .

Time 3

Table 14. Sample Sizes, Beta Weights, ana squareo t
for Neighborhood Variable for Hierarchical Regressions with _Ad-iusted Dependent 

Variables

.00

.01*
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this

variable and the covariates discussed above as the predictors (See Table 16).

z
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differences between participation groups may account for the

found between the groups in th er direct comparisons. A 

conducted with participation group as the dependent

The active participants and the low-level participants are self-selected.

Baseline

significant differences

logistic regression was

Effects of IHAF on Active Participants. The third question addressed in 

evaluation is whether adolescents who actively participate in the program 

benefited more than those who lived in the same neighborhood but did not 

participate actively. Youths living in the two sites where the IHAF program 

was implemented were divided into two groups based on their participation in 

Core activities as described above in the participation analyses. The 

analysis strategy for these comparisons is the same as that employed in the 

between-neighborhood comparisons. First, the direct comparisons were made 

with dependent variables unadjusted for covariates or group differences. 

Second, group differences on baseline variables were examined and finally, the 

effects of group membership were tested with dependent variables adjusted for 

covariates and baseline group differences.
The direct comparisons revealed significant differences between active 

participants and low-level participants on perceived life options, the Nguza 

Saba measure,.and pregnancy rates at Tj (See Table 15). At Tj, significant 

differences exist between the groups on perceived life options, self-concept, 

self-esteem, and pregnancy rates. The direction of the effect for all of 

these variables indicates more positive outcomes for active participants than 

low-level participants. Particularly encouraging, are the large differences 

on pregnancy rates. The lack of effects on the pregnancy risk behavior 

variable is interesting given the large differences on pregnancy rates.

The test for the fit of the model is non-signifleant indicating that the 

covariates are able to predict group membership significantly better than 

chance. Eighty percent of the subjects were correctly classified. Age, 

however, is the only significant predictor. Active participants are more 

likely to be younger than low-level participants. A propensity score was 
computed for membership in the low-level participation group to be included in 

the analyses with adjusted dependent variables.
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Low-Level ParticipantsActive Participants

test statisticSDM or ’tSD nM or IVariable n

Time 2
2.67**0.8-0.032800.70.2383

0.53.35 ns0.6 2793.3483Attitudes
17.6100.72 ns27919.6104.3983PMT
21.842.17 ns19.2 28142.0983Knowledge
11.259.82 ns10.5 28161.5183

0.83.5728110.561.5183Self-Esteem
16.5108.9927816.8113.0883NGS
4.84.19 ns2783.25 4.480

2.85**2101.3%76 6.2Z

Time 3
0.9-0.062100.60.2476

0.43.55 ns2090.43.5776Attitudes
20.5103.53 ns20821.3107.8673PMT
21.4 ns50.2421020.052.7376Knowledge
10.062.92107.766.0176

0.63.722080.63.9576Self-Esteem
12.3111.90 ns209110.8113.7476NGS
4.64.49 ns1884.64.1072

• •
7.369.0%2100.0%76

9.71”14.3%2101.3%76

***p<.001

ns

2.01*

Self-
Concept

Pregnancy
(T, to T2)

Self-
Concept

Pregnancy
Risk

Pregnancy
(T2 to T3)
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Pregnancy
(T, to T3)

Pregnancy
Risk

3.17”

2.76”

Life
Options

Life
Options

2.70**

*p<.05
**p<.01

Table 15. Means,
between Active_______________
Ne ighbornood on Dependent Variables

Standard nevi at ions, and Test Statistics for Comparisons 
p'irticipants and Low-Level P.irr icipants within the Intervention
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RBVariable

.21 13.48.32

.00 0.43.11

0.06.00-0.04

.00 1.581.01

0.09.000.06

p=.89df=257X2=229.99

19.85

Table 16.
regreagiona comparing
variables (n=263)

-2 Log Likelihood Fit of Model 

% Correctly Classified

Age

Gender

Mother's Employment

Alcohol Use

Plans for College

Wald
Statistic

*p<.05 
**p<.01
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—p<.001

To test the effects of the IHAF program controlling ffir baseline differences 

between groups, ordinary least squares hierarchical regressions were conducted 

for the continuous variables and hierarchical logistic regressions were 
conducted for the pregnancy variables. As in the between-neighborhood 

analyses, the covariates entered at the first step, the propensity score at 

the second step, and participation group at the third step. Table 17 reports 

the beta weights and squared semi-partial correlations for the continous 
dependent variables. The odds ratio is reported for the pregnancy variables 

rather than a beta weight.

B weights. Partial correlations, and Wald Btatistics_fpr logistic 
within-neichborhood participation groups on baseline
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Table 17.

seyi-partialBeta Weightn

Time 2
.01.18240

.00.07239

.01.09239PMT

.00.06241Knowledge

.00.03241Self-Concept

.02239Self-Esteem

.13239NGS
.00.03236

.001.07Odds Ratio:164

.03*.17164Life Options

.00.05163Attitudes

.09159PMT

.16164Knowledge

.10164Self-Concept

.23162Self-Esteem
.00.02163NGS
.00-.02150Pregnancy Risk
.000.02Odds Ratio:164

.010.41Odds Ratio:164

*p<.05 
*W 1

Life Options

Attitudes
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Pregnancy Risk

Pregnancy (T1 
to T2)

Time 3

rP<.01 
p<.001

.01

.05**

Pregnancy (T2 
to T3)

Pregnancy (T, 
to T3)

xawLe 17- Sample Sizes, Beta Weights, and Squared Semi-partial Correlations 
foreparticipation Group for Hierarchical Regressions with Adjusted Dependent 

Variables

Dependent
Variable

.01

.02*

.00

.02*
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p<.05.
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being prepared for publication.

The participation group effect remains for the Nguza Saba measure at T2; 

however, the perceived life options and pregnancy rate differences are no 

longer significant. At T3, the perceived life options and self-esteem effects 

remain significantly higher for active participants. Participation group 

becomes a significant predictor of sexual knowledge at Tj, with active 

participation being a predictor of higher knowledge scores. Participation 

group is no longer a significant predictor of involvement with a pregnancy 

based upon the Wald statistic for the participation group; however, the 

improvement in the fit of the model at the third step, when group was added, 
was significant for involvement with a pregnancy between T2 and Tj, x2(1)7-71* 

p<.01, and for involvement with a pregnancy between and Tj, x2(1)“4.24, 

In addition, the odds ratios for both of these *pregnancy involvement 

variables are fairly small, particularly for pregnancy involvement during the 

the second phase of the IHAF program. The stronger effects of the program 

appear to be during the second, more fully implemented phase of the program.

A second set of analyses was conducted comparing the active participants 

from the intervention neighborhoods with the comparison site subjects. This 

set of analyses provides another test of the effects of active participation 

in the IHAF program with a different comparison group. Consistent results 

between these two sets of analyses will provide additional evidence for the 

effects of the IHAF program. The direct comparisons between the groups are 

reported in Table 18. Similar to the previous analyses, active participants 

score higher on perceived life options and the Nguza Saba measure at T2 and 

perceived life options, self-esteem, and pregnancy involvement at Tj. In 

addition, active participants score higher on psychosocial maturity and self­

concept at T3 and the Nguza Saba measure at Tj. Pregnancy involvement at T2 

is not significantly different as it was in the previous set of analyses.
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ComparisonActive

SDVariable SD M or %M or % test statisticnn

Time 2

179 -0.05 0.883 0.23 0.7

0.5 83 0.6Attitudes 83 3.31 3.34

83 104.39 177 93.36 17.6PMT

83 42.09 180 37.26 19.7Knowledge ns

1.99* ••10.5 11.583 61.51 180 58.54

83 3.57 0.9 179 3.55 0.9Self-Esteem

13.683 113.08 16.8 179 104.15NGS

4.680 3.25 4.4 176 3.51 ns

210 3.8Z76 1.3% ns

Time 3

0.24 0.6 -0.06 0.976 157

76 3.57 0.4 157 3.52 0.4Attitudes ns

107.86 21.3 158 103.40 18.573PMT ns

21.652.73 20.0 158 48.23Knowledge 76 ns

158 63.85 9.876 66.01 7.7 ns

2.54*0.63.95 0.6 158 3.74Self-Esteem 76

2.55*11.8 157 109.65 11.376 113.74NGS

4.3 4.64.10 4.6 14972 ns

158 10.87. 8.82**76 0.0%

8.08**158 12.17.76 1.3%

Self-
Concept

Self-
Concept
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Pregnancy
(T1 to T3)

Pregnancy
(T1 to T2)

Life
Options

Pregnancy 
(T2 to T3)

2.67**

2.99

ns

4.53***

ns

4.23***

Pregnancy
Risk

Life
Options

Pregnancy
Risk

19.6

19.2

Table 18. Means, Standard Deviations, and Test Statistics for Comparisons 
Between Active Participants in the Intervention Neighborhood and the
Comparison Neighborhood Subjects on T-> and T^ Dependent Variables

The logistic regression predicting membership in the two groups based on the 

baseline covariates was non-signifleant, indicating a good fit to the model, 

and 80% or the cases were correctly classified (See Table 19). None of the 

individual predictors, however, were significant, although age had the 

strongest relationship. Once again, a propensity score was computed based 

upon this analysis. -

*p<.05
••  

p<.01 
p<.001
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Table 19-

BVariable

-.04 2.34-0.13

-0.7 5

.000.03

p=.56

*p<.05 
** ,

The

1.17

0.03

0.85

0.02

-2 Log Likelihood Model Fit 

% Correctly Claseified:
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.00

.00

.00

X2=25O.O7 ■ df=254

80.00

0.15

-0.02

Age

Gender

Mother’s Employment

Alcohol Use

Plans for College

- -j B weights, Partial Correlations, and Wald Statistics for Logistic 
Regressions Comparing Active Participation Group with Comparison Neighborhood 
SubjectB on Baseline Variables (n=26O>

R Wald
Statistic

pc.Ol
“•p<.001

Hierarchical regressions and logistic regressions were conducted with the 

covariates entered at step 1, propensity score at step 2, and group membership 

at step 3. Table 20 reports the beta weights or odds ratios and the squared 

semi-partial correlations for the group membership variable. At T2, perceived 

life options is no longer related to group membership. Psychosocial maturity, 

the Nguza Saba measure, and self-concept remain significantly related to group 

membership, with active participants scoring more positively. At T,, 
perceived life options and the Nguza Saba measure remain significantly related 

to group membership and sexual knowledge becomes significantly related to 

group membership. Once again, membership in the active participation group 

predicts to more positive scores on each of these measures. Involvement with 

a pregnancy is no longer significantly predicted by group membership based on 

the Wald test for the group membership variable; however, the improvement in 
the model fit was significant at this step, x‘?(l)=4.62, p<.05, for 

involvement with a pregnancy during the second phase of the IHAF program, 

odds ratio is also very low for active participants being involved in a 

pregnancy. There appears to be no effect on pregnancy risk behavior. In this 

set of analyses comparing the comparison neighborhood to a subset of the 

intervention neighborhood, at least, the pregnancy risk behavior is not 

significantly higher for the youths exposed to the IHAF program.
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Sample sizes. Beta Weights,

Beta Weightn

.01.10221

.05222

.28219

.11222Knowledge

.14222Self-Concept

.01221Self-Esteem

.25221NGS
.01.09215
.00Odds Ratio: 0.91194

.02*.13193Life Options

.00.04194Attitudes

.01.10191PMT

.04**.20194

.01.11194

.03**.19194

.01. 10193NGS

.01.07184

.00Odds Ratio: 0.02194

.00Odds Ratio: 0.54194

*p<.05 
** ~,

•••

f

semi-partial
r2

this is an unpublished draft 
being prepared for publication.

■p<.01
pc.001

Time 2

Life Options

Attitudes

PMT

Pregnancy Risk

Pregnancy (T1 
to T2)

Time 3

.00

.06

Pregnancy Risk

Pregnancy (T2 
to T3)

Pregnancy (T1 
to T3)

Knowledge

Self-Concept 

Self-Esteem

Dependent
Variable

.00

.08

.01

.02*

Table 20. Sample sizes. Beta Weights, and Squared Semi-partia.L Correlations 
for Group Variable (active participants vs. comparison site Bu.biect;a) for 
Hierarchical Reqreeuione with Adnusted Dependent Variables
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obviously substantially lower for the active participants, but whether other 

variables, mainly age, explain the lower rate other than the IHAF program is

This pattern of effects partially

risk behavior than to involvement with a pregnancy. Pregnancy risk behavior 

is positively correlated with involvement with a pregnancy.

Evaluation of How the Effects are Achieved
The fourth question addresses how the program may be working. The processes 

through which the IHAF program works could best be tested longitudinally 

through path analysis or structural modeling. The number of subjects who have 

sufficient data across the three data collection points to be included in such 

analyses is too limited for these analytical procedures. An examination of 

the pattern of effects and the correlations between the psychological and 

knowledge variables, the behavioral variable, and the final outcome of 

pregnancy rate may provide some information of how the program may work.

The program model of IHAF is that the program activities would have an 

effect primarily on the psychosocial and knowledge variables, particularly the 

perceived life options variable. These variables and the availability of 

health care would influence the sexual and contraceptive behavior of the 

adolescents. Finally, less risky sexual behavior would translate into lower 

pregnancy rates. If the program is operating according to these mechanisms, 

then one would expect to see the strongest effects on the psychosocial and 

knowledge variables, which are the most direct measures of the proximal goals 

of the program. The next strongest effect would be on pregnancy risk 

behavior. The weakest effect of the IHAF program should be on pregnancy rate, 

which is the most distal goal of IHAF. Weaker effects for pregnancy rates 

could also be due to the low incidence of pregnancy in the sample.

Based on the results discussed in the previous section, IHAF effects can be 

seen most consistently on a few of the psychosocial variables and the 

knowledge variable. Only one analysis reveals a significant effect on 

behavior, which was in the opposite direction expected. The effects of the 

program on pregnancy rates are rather difficult to interpret due to the 

inconsistency between statistical indicators. The rate of pregnancy is 

difficult to determine at this point.

supports the IHAF model, however.
The correlations between the dependent variables are presented in Table 21. 

Many of the psychosocial variables are related to pregnancy risk and 

involvement with a pregnancy and the inverse or direct effect of the 

relationship is consistent with the IHAF model. Perceived life options is 

negatively correlated with pregnancy risk and involvement with a pregnancy. 

Psychosocial variables are more strongly and consistently related to pregnancy
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Correlations of Psychological Variables with Pregnancy Risk and

Time 2

-.05-.03

.08PMT

.15**

.01-.01.03 .03.05

-.01.04 -.05.02 -.07

NGS

-.04

PMT

-.06-.09-.03.07

.18** .02-.05.04Self-Esteem

-.04NGS

Pregnancy Risk

age (r=.57 for T2 and r=.54 for T3) and age is also positively correlated with

The IHAF active participants have more knowledgepregnancy risk behavior.

r

-.12*

r

-.21*

-.26—

Life Options

Attitudes
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Knowledge

Self-Concept

Self-Esteem

Life Options

Attitudes

-.19***

Table 21. ___
Involvement with a Pregnancy

Pregnancy Risk

Time 3
-.32—

-.31***

.01

.41***

.10

.36***

.08

.31***

-.05

.29***

-.05

.24***

.02

.21***

.00

.20***

-.-03

.21***

.00

.29***

.04

.16**’

-.03

.29

Knowledge

Self-Concept

-.29— 

-.13”

-.05 

-.10*

.16**

Preg­
nancy 
(T,-
T?)

Preg­
nancy 
(Tj-Tj)

-.03

.15”

.17***

Preg.
Risk 
(T2)

Preg­
nancy
(Tg- 
T-J

Preg.
Risk 
(T3)

-.04

.13”

.n-

The psychosocial variables on which IHAF tends to have the most consistent 

effects are the Nguza Saba measure and sexual knowledge. Unfortunately, the 

Nguza Saba measure is not significantly related to either pregnancy risk 

behavior or involvement with a pregnancy. The same is true of self-concept 

and self-esteem as well, two variables on which the IHAF program may have 

some, although inconsistent, effects. Knowledge is positively related to 

pregnancy risk behavior and involvement with a pregnancy, indicating that the 

greater knowledge of the IHAF participants could put them at greater risk 

rather than less risk. Sexual knowledge, however, is also strongly related to

.00

.11*

r 

-.24"*

-.19—

-.08

.21*”

r 

-.25— 

-.21”*

r 

-.27”* 

-.18’”

-.04

.48*”

.01

.46*'*

.08

.48***

*p<.05
pc. 01
pc.001
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low-level participants and the comparison site subjects, yet they arethan the
younger in age and their pregnancy risk is not significantly higher. A

the evaluation of this project would be to followvaluable contribution to

may be operating according to its model; however, more research is needed to

variables measured at T,: age, gender, parents’ marital status.

employment status, youth’s employment status.

pregnancy.

set
well with the IHAF model.

THIS IS AN UNPUBLISHED DRAFT
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There are a number of alternative models

For example, the IHAF program attracted 

The incidence of pregnancy 

The active participants

Separate analyses were run for the comparison

sites and the intervention sites.

in Table 22.
and the significant predictors were the same with one exception.

predictors were age,

plans for <
with a pregnancy. Those subjects lost-to-follow-up were older, more likely to 

be employed, had a higher pregnancy risk score, used alcohol more, fewer had

these active participants for a longer period of time to determine what the 

effects are of this increased knowledge.
Perceived life options is another variable on which the IHAF program appears 

to have a positive influence during the second phase of the program. 

Perceived life options is consistently one of the psychosocial variables that 

is inversely related to both pregnancy risk behavior and involvement with a 

Of the psychosocial variables, it also tends to have the strongest 

of correlations with these two variables. These relationships fit very

Of course it is important to recognize that these

correlations do not indicate the direction of the effect.

Based bn these correlations, there is some evidence that the IHAF program

determine if this is truly the case.

which could explain these results.

younger youth, at least during these early years.

among this group may be underestimated as a result, 
may have some underlying characteristic which was not measured but which

explains the positive effects of the program better than their involvement 

with IHAF.
Another point to consider is the generalizability of the results. A 

substantial number of subjects were lost-to-followup. Most of these subjects 

moved from these particular housing projects; however, others simply chose not 

to participate in the survey anymore. Youth who leave the housing projects 

and those who were no longer interested in completing^he survey could be 

different from those who continued to participate in the survey. One method 

for determining systematic differences is to examine differences between those 

who were followed and those who were not on variables measured at Tr

Discriminant function analyses were conducted with the following predictor 

variables measured at T,: age, gender, parents’ marital status, mother’s 

employment status, youth's employment status, religiosity, pregnancy risk, 

delinquency behavior, alcohol use, behind in school, plans for college, and 

involvement with a pregnancy.
The results of these analyses are reported

The discriminant function was significant for both neighborhoods 

Significant

—, youth's employment status, pregnancy risk, alcohol use, 

college (for the intervention neighborhood only), and involvement ,

Those
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plans for college (intervention neighborhood), and were more likely to have 

been involved with a pregnancy than those who were not lost to follow-up. 

These data indicate that higher risk youths were more likely not to be 

included in the evaluation. Consequently, the effects of the IHAF program has 

demonstrated thus far are for younger youths who currently are involved in 

fewer of the riskier behaviors. Because this evaluation was of limited 

duration, the impact of the program on the behavior of the active participants 

as they get older could not be observed. The effectiveness of the IHAF 

program could diminish as the youth get older or stronger positive effects of 

the program could become more evident as the young participants get older and 

are compared with youth who are also older and more likely to be engaging in 

high risk behavior.
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Table 22.

ComparisonIntervention

Variable

0.8840.720.75Age

0.9990.010.9990.21Gender

0.9960.200.9980.12

0.9950.240.9930.14

0.981*0.983* 0.040.05

0.130.998-0.12Religiosity

0.030.14Pregnancy Risk

0.260.27Alcohol Use

0.9890.200.9980.01

0.998-0.230.9930.18Behind in School
0.988* 0.9980.10-0.04

0.971** 0.360.22

.46

*p<.05

The

actively involved with the program.
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Canonical
Correlation:

Parent's Marital
Status

0.952

0.945***

0.913***

p<.01
***p<.001

Canonical
Correlation: .39

Plans for
College

0.890***

0.958***

0.958***

Involved in 
Pregnancy

Wilk's
Lambda

Delinquent 
Behavior

Mother's 
Employment 
Status

Subject's
Employment
Status

Standardized
Canonical 
Discriminant 
Function
Coefficient

Wilk's
Lambda

Wilks' 
Lambda=0.85 
X\12)=52.68

0.995

Standardized
Canonical

Discriminant
Funtionc

Coefficients

Standardized Canonical Discriminant Function Coefficients and 
Wilk's Lambda for Dicriminant Analysis Comparing Subiects who were Lost-to- 
Follow-up before T3 and Subiects who were Followed through Tj by Neighborhood

Summary
The evaluation of the IHAF program addressed four sets of questions, 

participation analyses addressed the the first set of questions regarding the 

level of participation and the characteristics of the adolescents who became

During the time period of the evaluation,

Wilks' 
Lambda=0.79 
?(12)=57.90
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participation in Core, Elective, and Enticement activities are added together.

psychosocial variables, pregnancy risk behavior, and involvement with a

comparing the

youths.

program was significantly better for the intervention site youth.

z
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The level of participation of this core group was quite 

participation level of almost 216 hours when
of the evaluation.

high, with an average

With approximately two and half years of service delivery, the average number 

of hours in contact with the IHAF program is a little over seven hours.

Average contact time per month actually increased to about 11 hours per month 

during Phase 2 of the program from about two hours per month during Phase 1.

The adolescents who chose to participate in the program were younger than 

low-level participants and had engaged in fewer risky Behaviors. They were 

also less likely to be working. Working youth have less free time to 

participate in programs like IHAF and have access 

entertainment due to greater financial resources.

program. The reasons for attracting more males than most teen pregnancy 
prevention programs cannot be determined definitively at this time. Male 
counselors, sports activities, and the entrepreneurship program are probably 

the most likely reasons males became involved. Pregnancy prevention is also 

embedded within a number of other goals that male mays identify with more 

easily than pregnancy prevention.
The second set of questions dealt with the impact of the IHAF program on

participants in the program.
who completed an evaluation survey at one of the three data collection periods

These differences were evident in both the comparison at the 

level and the comparison with the active participants. Active 

and low-level participants were not significantly different from one another 

on these variables. There were no other differences on psychosocial variables 

after the first phase of the program. Knowledge after the second phase of the 

’ , The more 

specific analyses comparing the active participants with the low-level 

participants and then with the comparison site youth revealed that active 

participants were signficantly more knowledgable than both of the other 

groups. Active participants also scored significantly more positively on the 

intervention sites and comparing active participants to comparison site

With respect to the psychosocial variables, the comparison site 

adolescents were lower on the acceptance of the prosocial values espoused by 

the Nguzo Saba, psychosocial maturity, and self-concept after Phase 1 of the 

program.

neighborhood

to other opportunities for

IHAF was able to attract a 

significant proportion of male adolescents, a very positive aspect for the

pregnancy. Effects were tested at the neighborhood level. The third set of 

questions addressed whether the effects were more evident with those 
adolescents who participated actively. Two sets of analyses were conducted 

active participants to the low-level participants in the

IHAF made contact with over 400 adolescents. Ninety of these youth became the 

core narticipants in the program. This core group represents 12.6% of those
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life options variable and the self-esteem variable after Phase 2 of the 

program than both the low-level participants and the comparison site youth. 

All of the above differences were significant after baseline differences 

between groups were covaried.
Analyses of pregnancy risk behavior indicated that there were no 

differences at the neighborhood level after Phase 1. After Phase 2, however, 

the intervention site adolescents were significantly higher than the 

comparison site youth on pregnancy risk behavior. This difference was no 

longer signficant when only the active participants and the comparison site 

youths were compared. The higher pregnancy risk was probably due to the low- 

level participants. Comparisons between the active and low-level 

participants, however, did not reveal any differences on pregnancy risk.

The final variable examined in these analyses was whether or not the 

adolescent had been involved with a pregnancy. After covarying baseline 

differences, there were no significant differences on this variable at either 

time points for any of the group comparisons. Active participants had only 

one member involved with a pregnancy. Rates among the other groups were much 

higher. The lack of differences after covariates is due to the younger age of 

the active participants. Since age could account for the lower involvements 

with pregnancy, it is unknown at this time whether the IHAF program has an 

effect on pregnancy. A longer time period for following the active 

participants is necessary to determine if, as they get older, they are less 

likely to become involved with a pregnancy. At this point, it is unclear 

whether the age difference is solely responsible for the lower involvement 

rate or if the IHAF program is responsible.
This evaluation is of the early stages of a comprehensive program. All 

features of the program were not in place from the beginning. The results of 

these analyses should be treated as indicators of the possible effects of the 

IHAF program rather than a definitive answers to the effectiveness of the 

program. Encouraging indicators are the attractiveness of the program for 

male adolescents and the effects on the psychosocial variables. Positive 

effects of the program on actual behavior and pregnancy involvement are not as 

evident. More profound effects on these variables may be evident as the youth 

get older and have more opportunity to demonstrate whether participation in 

IHAF has been of benefit to them.



1 NOTE

*

44

References

• 9

An evaluation of programs and their

THIS IS AN UNPUBLISHED DRAFT
BEING PREPARED FOR PUBLICATION.

Card, J.J. (Ed.) (1989). 

pregnancies.

Evaluation of pregnancy prevention

Lexington Books.

effects.

Piera, E.V.,

in children.
University of Minnesota Adolescent Health Program (1987).

Survey, University of Minnesota, St. Palu, MN.

Zabin, L.S. £ Hirsch, M.B.

programs in the school context.

Evaluating programs aimed at preventing teenage

Data Archive on Adolescent Pregnancy and Pregnancy Prevention,

sociometrics Corporation, Loa Altos.

Greenberger, E., Josselson, R., Knerr, C
measurement and structure of psychosocial maturity.

Adolescence, 4_, 127-143.
Kirby, D. (1984). Sexuality education;

Santa Cruz: Network Publications
& Harris, D.B. (1964). Age and other correlates of self-concept

Journal of Educational Psychology, 55, 91-95.

Adolescent Health

& Knerr, B. (1975). The

Journal of Youth and

(1988).

Lexington, MA:



10:27 No.006 P.02May 11’95TEL:

4
♦

Stick with the facts, Mr. Leader. This may be your idea of business as usual, but it 
is not for the U.S. Senate. If the Labor Committee thinks Dr. Foster is right for the 
job and deserves a vote, don't you think you owe him the same opportunity as 
Clarence Thomas?

FACT: These numbers are consistent with other years in which a Republican 
President faced a Democratic Senate. Jn the 102nd Congress (1991-93) only three 
nominations were not voted on after favorable recommendation by Senate committees, 
and none were for positions as prominent as Surgeon General. The same is true of the 
100th Congress (1987-89), when only seven failed to receive a vote, and, again none 
were for positions as prominent as that to which Dr Foster is nominated

During these years, some nominees were not acted upon by committees, but none were 
actively blocked from coming to a vote by Majority Leader Mitchell. The two 
nominations that did fail on the floor - Robert Bork and John Tower - both had the 
opportunity' of an up or down vote, even though both nominees were unfavorably 

recommended by Senate committees. Dr. Foster and the American People deserve 

the same opportunity.

Stick with the Facts: Dr. Foster deserves a Vote 
The real numbers on Republican nominees in the Senate J986-92 

(Source; LEGIS)

The Majority Leader has said that he may deny the U.S. Senate the opportunity to vote on the 
nomination of Dr Henry Foster to be Surgeon General even if the Senate Labor Committee 
recommends to the Senate that he be confirmed, and claims that this is business as usual in 

the Senate But the facts tell a different story.

FACT: During the 101 st Congress (1989-91), only two nominations sent to the floor 
with a favorable recommendation by Senate committees failed to have a vote on the 
floor of the Senate, and neither was for a position as prominent as Surgeon General. 
119 nominations were returned to the President without confirmation, but many of 
these (more than one-third) were sent to the Senate in August of 1990 or later, giving 
the Senate little chance to get the confirmation process started before adjournment.

In contrast, during the same Congress the Senate confirmed the nomination of 
Clarence Thomas to be a Supreme Court Justice after the Judiciary Committee voted 
to send the nomination to the floor without a recommendation The final vote of 52- 

48 also would not have broken a filibuster, if Senators had tried to block a vote on the 
Thomas nomination as some Republican members have threatened with Dr Foster 
The process was allowed to go forward by then-Majority Leader Mitchell, and Thomas 
was giver, the opportunity for an up or down vote by the full Senate. Dj*. Foster and 

the American People deserve the same opportunity.
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ACCREDITATION

1.

2.

3 .

4.

STERILIZATION

5.

You indicated during your confirmation hearing that the OB\GYN 
residency program at Meharry Medical College was placed on 
accreditation probation in 1984 because of insufficient 
patient numbers. In that case, why was the Internal Medicine 
program at Meharry--which would be drawing from the same adult 
population--able to retain its full accreditation?

From information provided to the committee, it appears that 
other residency programs at Meharry besides OB\GYN were also 
having problems. Once you took over as Dean in 1990, what 
actions did you take to make across-the-board improvements in 
and regain accreditation for Pediatrics, Psychiatry, Surgery, 
and Family Medicine?

As OB\GYN Department Chairman at Meharry for six of the seven 
years its residency program was on probationary status, what 
actions did you take to try to correct any deficiencies 
necessary to regain full accreditation, and when did you take 
them?

You served as a member of the Department of Health, Education 
and Welfare (HEW) Ethics Advisory Board during the years 1978- 
80. That was the period during which HEW guidelines 
restricting federal funding of sterilizations were finalized.
Were you as a Board member involved in any discussions on 
those guidelines, and if so, were you at odds with the 
outcome?

You said during your February 8, 1995, appearance on ABC's 
"Nightline" that Meharry's participation in the abortifacient 
research study for the Upjohn Company (1979-82) was necessary 
to maintain your accreditation status because "We have a 
responsibility to teach all residents how to manage the 
complications of abortion." Would you please explain the 
connection between the two?

ADDITIONAL QUESTIONS SUBMITTED
TO

HENRY W. FOSTER, JR.,
BY

CHAIRMAN NANCY LANDON KASSEBAUM



I HAVE A FUTURE

6.

7 .

8.

9.

TUSKEGEE SYPHILIS STUDY

10.

11.

Does the "I Have a Future" program pay participants for coming 
to class? If so, please elaborate.

You indicated you were "outraged" when you learned of the 
Tuskegee Syphilis study in 1972. Do you have anything in the 
way of contemporary media clippings, letters, memos, or other 
corroboration for that description of your reaction 23 years 
ago?

When asked at your confirmation hearing what action you took 
as President of the Macon County Medical Society to 
demonstrate your outrage, you said you immediately called a 
meeting of your members and issued a statement. That 
statement read, "The members of the Macon County Medical 
Society have unanimously agreed to identify the remaining 
living members of this study and make available forthwith 
appropriate therapy." How long was it before those victims 
were so identified and treated--and by whom?

During your confirmation hearing, I made reference to a 
community-wide (teens, parents, schools, churches, workplace, 
media, civic and professional groups) prevention program in my 
state (Topeka, Kansas) that succeeded in reducing the number 
of teenage pregnancies by 23% in one year (1991-92). This was 
accomplished by serving a greater number of participants than 
involved in "I Have a Future" with only one full-time staff 
person and a budget of $50,000. Why is the "I Have a Future" 
program unable to demonstrate a comparable level of success?

When the difficulties with "I Have a Future" identified in the 
Carnegie Corporation evaluation (February 3, 1992, letter from 
Dr. Greene) were brought to your attention at your
confirmation hearing, you spoke prospectively of several 
changes that might be instituted to correct them. However, 
you said nothing of remedial actions that were taken at the 
time they arose. Exactly what did you do when you first 
became aware of these problems in 1992?

The "I Have a Future" program has been in existence for eight 
years. It has had over 700 study and control participants. 
It has had seventeen full or part-time staff. It has spent 
nearly $3,000,000. Yet you said at your confirmation hearing 
that it needs more time, more participants, more staff, and 
more money before it can be fairly and effectively evaluated-- 
and show some meaningful statistical results on teen pregnancy 
prevention. How much more time, staff, and money are needed?



ABORTION, SEX EDUCATION, AND FAMILY PLANNING

12 .

13 .

14.

15.

(SIECUS)?

OTHER

16 .

3

Can you assure the committee that rental property you own is 
well maintained and in compliance with health and safety 
codes?

Have you been associated at any point in the past with the Sex 
Information and Education Council of the United States

If so, please elaborate regarding the nature and 
extent of your association.

Since 1973, you have been associated with Planned Parenthood 
of Middle Tennessee. During the period 1975-1981, you also 
held national level leadership positions with the Planned 
Parenthood Federation of America. If confirmed by the Senate, 
to what extent do you plan to promote the Planned Parenthood 
agenda as Surgeon General?

Near the end of a speech you gave to the Planned Parenthood 
Association of East Tennessee on September 7, 1984, you 
proclaimed that the future of abortion in this country may 
depend on the next nominee to the Supreme Court. That would 
seem to indicate that you have no problem with an abortion 
"litmus test" for Supreme Court Justices. Do you feel that 
such a "test" is equally appropriate for a Surgeon General 
nominee?

What is your position on laws which require parental consent 
or notification before a minor may obtain an abortion? Please 
be specific.



Series I Questions

3. "Identify" or "identity" means the following:

INSTRUCTIONS

3. If any documents requested have already been provided to the Committee, you 

1. Each question or request shall be construed independently, and no question or 
request limits the scope of any other question or request.

The following terms shall have the meanings set forth below whenever used 
throughout this document.

b. When used in connection with a document that has been or is being 
produced to the Committee, it means a description sufficient to specify the 
document, including the bates number of the document, the document's date, 
author sender, recipient, number of pages, location, and identity of the person 
who currently has custody of the document.

2. "Document" means any writing or electronic transmission, which is or ever has 
been in your actual or constructive possession, custody, or control, or available or 
obtainable by you or of which you have knowledge, or other nonconforming copies 
of every kind.

2. If it is known that any document responsive to a request for documents was, but 
no longer is, in your possession, custody or control, identify that document, state 
what disposition was made of that document(along with the reason for such 
disposition), and identify all persons who may currently have possession, custody or 
control of the document or any copies.

1. "Concern" or "concerning" means relating to, describing, evidencing, supporting, 
rebutting, or discussing the referenced matter.

QUESTIONS AND DOCUMENT REQUESTS FOR DOCTOR FOSTER 
Submitted by Senator Abraham

a. When used in reference to a natural person, it means to state the person's 
full name, present business address, and business affiliation, business address, 
and business telephone number;

4. "Communication"means any oral, written or electronic transmission of 
information, opinion, belief, idea or statement of any kind or character.



may identify them in lieu of providing them again.

QUESTIONS AND DOCUMENT REQUESTS 

b. Please identify all places in the transcript where it says the transcribers were 
having difficulty hearing.

c. Please identify all portions of the transcript that demonstrate inaccurate 
transcription.

a. Please identify and provide all documents you provided the White House 
concerning the transcript.

When asked about the 700 therapeutic and amniocentesis abortions quote 
during your nomination hearings, you attributed the statement to the 
transcribers not being able to hear: "In the transcript, it was stated a couple of 
times that they had hired transcribers and they were having difficulty hearing." 
(FNH 5/2/95 at 121.) And you further said, "[T]he transcribers said that they 
were having trouble hearing. They said it. I did not. It was in the record. So 
you know it was there. And maybe they - they were hired people." (FNH 
5/3/95 at 115.)

1. An official transcript (page 180, lines 13-14) of a November 10, 1978 meeting of the 
Ethics Advisory Board of the U.S. Department of Health, Education and Welfare 
quotes you as stating: "I have done a lot of amniocentesis and therapeutic abortions, 
probably near 700."

The White House initially suggested that the transcript was a fraud. Only after the 
authenticity of the transcript was established did the White House retract its charges 
of fraud.

5. If you are not providing a document or documents on account of privacy 
concerns please indicate how many documents are not being provided. Summarize 
their contents to the extent consistent with the privacy concerns and indicate the 
theory behind, or basis on which you feel obliged to withhold them.

4. No question or request shall be construed to call for information that violates the 
lawful privacy rights of any patients. Where necessary, please redact patients' names 
and any other specific identifying information (e.g., address, social security 
number)from documents provided.



In particular:

3. Please state which word you now believe you said.

5. If not, who did the drafting?

7. That written statement also said that all the abortions you have performed "were 

b. Please identify and provide documents concerning your knowledge of the 
number of therapeutic and amniocentesis abortions that Drew Hospital had 
done by 1978.

4. Did you compose the February 3, 1995, written statement on your abortion record, 
which the White House issued in your name to the national press, in which you 
stated that you had "performed fewer than a dozen" abortions?

a. Please identify and provide documents concerning the number of 
amniocentesis abortions and therapeutic abortions that Drew Hospital in Los 
Angeles had done by 1978 and your knowledge thereof in 1978.

6. Please identify and provide all documents concerning this statement and its 
drafting.

c. Please explain the relevance of the number of abortions Drew Hospital had 
done, to the rest of your remarks, including: your opinion that the Hospital's 
proposed 24 hour delay in the abortion would be reasonable; your opinion 
that it was acceptable for the catheter to be left in place after the fetoscope is 
withdrawn; and your description of the techniques for continuous 
prostaglandin infusion.

2. Please explain the meaning of both "we" and "they" as a substitute for "I" in the 
context of the entire paragraph on page 180 of the transcript.

d. If the word should have been "We," please explain why you would be 
referring to Drew Hospital in Los Angeles, where you have never worked, as 
"we."

Also on Tuesday of the hearings, you stated: "My honest feeling is the word T' 
should have been 'they,' and that makes all the sense in the world. It was Drew 
Hospital in Los Angeles that was applying for the grant."

But then on Wednesday of the hearing, you stated "[T]he people who were applying 
for the grant itself, that statement would have made all the sense in the world if it 
had said "we have done" and did not just say abortions, but said amniocentesis, 
because that is what they were applying for the research for, and they did have a 
huge service where they were doing this. That is what I said." 



d. How many of these 39 abortions were elective?

9. Did the woman who later gave birth give birth to a healthy child?

b. How many of these 39 abortions were in cases where the pregnancy resulted 
from rape?

e. Could you please identify and provide relevant records concerning these 39 
abortions?

10. Following the failure of the abortifacient suppository, did you or anyone else 
advise this woman that she should consider submitting to a surgical abortion?

primarily to save the lives of the women or because the women had been the victim 
of rape or incest."

a. How many of the 39 abortions you now state you performed were done to 
save the life of the mother?

8. Please explain why none of your various calculations of the number of abortions 
you have done includes the 55 chemical abortions and at least four D&C abortions 
done as part of the abortifacient suppository experiment in the early 1980s in which 
you were the principal investigator.

13. Please identify and provide all calendars, appointment books, schedules, 
datebooks, and any other documents concerning your whereabouts during 1969.

c. How many of these 39 abortions were in cases where the pregnancy resulted 
from incest?

12. Please identify and provide all documents concerning any procedures involving 
the termination of a pregnancy in which you have been involved in your 38 years of 
practice, including prior to 1973 and including cases in which you were not the 
physician of record.

14. Please explain your statement that "these apprehensions are . . . often not 
without foundation."

You have said: "In recent years, there has been an outcry by various groups that the 
intent of family planning is black genocide and that the ultimate effect will be black 
genocide. I must admit that these apprehensions are quite understandable and often 
not without foundation." 

11. How 'any abortions or terminations of pregnancies were you in the operating 
room fc
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'ncanwomen seeking terminate a pregnancy?

abortions should be legally prohibited.

suppository experiment, 58 (97%) were black. Foster et al PostconePnH m 
duction Using Prostaglandin Vaginal Suppositories O&G. 65: 683, 1985? 611568

3’ abOrtI°- X- h-e involved Afncan-Ameri-

16. In your 1984 keynote address to Planned Parenthood, you commended the 
ahorHme C°vUrt s,nkln,g down hospitalization requirements for second trimester 
to UteX^na^'61*1 t0 «

a. Please state at what stage, if any, in the development of a fetus, an 
intentional termination of the life of the fetus should be legally prohibited.

bK ^ease SLate.a,t what Slage' “y* ” a pregnancy, you believe elective

In Obstetrics and ^yn^ology^you wrote that of the 60 patients in your abortifacient

-------------•: 683, 1985]



Series II Questions

I. 1978 H.E.W. ETHICS BOARD MEETING

3) Dr. Foster, do you deny making this statement at the 1978 meeting?

2) If the answer to question #1 is "No," please provide a specific accounting 
(including date, location and your position at the time) of those instances in which 
you provided a therapeutic abortion after performing amniocentesis and what 
indications, based on the amniocentesis, warranted the performing of the ensuing 
therapeutic abortions.

5) If the answer to Question #3 is "No," would you please explain whether 
in those instances in which an abortion was performed following the diagnosis of 
sickle cell, did you ever counsel the women you were treating to obtain an abortion?

4) If the answer to Question #3 is "No," would you please provide a specific 
accounting of how many times you performed abortions after you had ascertained 
the existence of "sickle cell" disease.

QUESTIONS SUBMITTED TO DR. HENRY FOSTER 
by Senator Spencer Abraham

1) Do you also deny making the statement attributed to you on page 197, 
where you are quoted as saying, "Let me address one other question regarding 
therapy versus research. I have not seen the research proposals that John Hobbins 
had at Yale, or what Kan has done at U.S.C. But I do know that a lot of their 
fetoscopy was therapeutic, the work on thalassemia was clearly therapeutic. It was 
done for the same reasons we do amniocentesis, to decide whether or not the 
pregnancy should continue, and to provide a therapeutic abortion. In fact, I know 
much of that?"

A. Dr. Foster, with respect to the transcript from the 1978 H.E.W. Ethics Board 
meeting, you claim that you must have been misquoted when the transcript on page 
180 quoted you as stating, "I have done a lot of amniocentesis and therapeutic 
abortions, probably near 700."

B. Dr. Foster, on page 199 of the 1978 H.E.W. Ethics Review Board meeting 
transcript, you were quoted as saying, "The only thing that I do know is that the 
struggle has been to try and be able to diagnose sickle cell - homozygous at a point at 
which therapeutic abortions could be offered. Right now we don't have that 
capability, and it was my understanding that one of the thrusts of this research 
proposal was to help to try and find that capability."
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IL STERILIZATION

time.

III. I HAVE A FUTURE PROGRAM

In that article, "A Model for Increasing Access: Teenage Pregnancy Prevention," you 
and two of your colleagues wrote that one of the principal objectives of the "I Have a 
Future" program was "to provide ready access to and to increase utilization of 
comprehensive adolescent health services." Later, you define "comprehensive 
health services" as "including contraceptive availability."

6) Have you ever performed "therapeutic abortions" after examining the 
results from amniocentesis in which you discovered indications of other genetic 
disorders such as Down Syndrome or Tay Sachs?

7) Dr. Foster, do you believe that "therapeutic abortion" is a legitimate form 
of therapy for preventing birth defects such as Down Syndrome?

9) Dr. Foster, would you provide for the committee the pertinent JCAH 
guidelines at the time you undertook the sterilization procedures and what specific 
actions you took in these cases to comply with those guidelines?

Dr. Foster, in your testimony before the Labor Committee, you stated that, with 
respect to obtaining the informed consent for the purposes of sterilizing the 
individuals mentioned in your 1976 article, that you assiduously followed whatever 
Joint Commission on Accreditation of Hospitals guidelines were in place at the

10) Dr. Foster, how do you square your strong pro-abstinence, anti-condom 
distribution comments on "Nightline" with this article which ignores abstinence 

8) Dr. Foster, please indicate where in the transcript -- other than page 323 — 
there is any indication the transcription reporter was having difficulty hearing 
clearly the discussion taking place at the meeting?

A. Dr. Foster, during the February Sth "Nightline" interview, you also made it clear 
that, even provided "parental involvement," you did not favor the widespread 
distribution of condoms. You also stated unequivocally, "I favor abstinence. 
Abstinence, that's what I favor. That's the bedrock of our program." However, in 
your article which appeared in the Summer 1990 issue of the Journal of Health Care 
for the Poor and Underserved, you described the "I Have a Future" program quite 
differently.



IV. DELETION OF PLANNED PARENTHOOD FROM BIOGRAPHY

14) If the answer to Question #13 is "Yes," were parents ever notified before 
the birth control pills were dispensed to the minors involved and was a doctor's 
examination and/or prescription necessary before the pills were dispensed?

18) What rationale was given to you as to why your affiliation with Planned 
Parenthood was deleted from your biography?

13) Were birth control pills ever distributed to minor females as part of the 
"I Have A Future" program,?

16) Whose decision was it to delete the reference to Planned Parenthood 
from your biography?

17) Did you ever inquire as to why this was being done or why it had been 
done?

15) Dr. Foster, at the time of the initial announcement of President Clinton's 
intention to nominate you, were you aware that your 17-year affiliation with 
Planned Parenthood had been deleted from the biography of you handed out to the 
press?

11) Dr. Foster, was contraception distribution to minors a component of the 
"I Have A Future" program under your tutelage?

12) If the answer to Question #11 is "Yes," please describe in detail the types 
of contraception made available to minors, the age range of the minors who were 
recipients of contraceptive devices, specific details as to what steps were taken to 
obtain parental consent or notification before contraception was distributed to 
minors participating in the program.

and promotes "ready access to" and "increasefd] utilization" of contraceptives for 
teenagers?



VETTING OF NOMINEEV.

20) If the answer to Question #20 is "Yes," what information did you provide 
the Administration prior to your being publicly announced as the nominee for the 
position of Surgeon General.

21) Prior to the initial announcement ceremony at the White House, were 
you ever told by anyone in the Administration -- including the President -- that they 
desired to use your nomination as a referendum on choice or to raise the issue of 
abortion rights to a higher profile in our national political discourse?

19) Dr. Foster, in the course of your preliminary discussions with 
Administration officials about your being nominated to the position of Surgeon 
General, was the issue of you being an OB-GYN or your having performed abortions 
ever raised?
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Additional Questions For Dr. Henry Foster

SENATOR MIKE DeWINE

STERILIZATIONS

A.

Were you aware of this statement of policy? If not, why not?1.

2.

3.

B.

1)

2)
3)

"If an operation to accomplish sterilization is recommended by the 
physician for medical indications, the recorded opinion of a 
knowledgeable consultant should be obtained."

Did you obtain the recorded opinion of a consultant prior to performing the 
sterilizations on the four mentally retarded women just prior to 1974?

the medical, social and psychological information regarding the 
patient, including the age, alternatives in family planning; 
the sufficiency of consent; and
whether the proposed sterilization was in the best interest of 
the patient.

In August, 1970, the executive board of the American College of 
Obstetricians and Gynecologists issued the following statement of policy:

What is your understanding regarding the obligation of a member of the 
American College of Obstetricians and Gynecologists to be informed of, and 
comply with, the policy statements of American College of Obstetricians and 
Gynecologists?

On July 19, 1973, in response to the public reaction to the involuntary 
sterilization of two young girls in Alabama, the U.S. Department of Health, 
Education, and Welfare (HEW) issued proposed guidelines for sterilization 
procedures. Those guidelines read, in part:

And, a court of competent jurisdiction must review the committee 
recommendation to permit sterilization if an individual was legally 
incompetent.

A review committee comprised of 5 individuals, must review and 
approve a sterilization of a minor or legally incompetent person, and 
consider:
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4.

5.

6.

C.

A determination must be made that:

7.

8.

1.
2.
3.

4.
5.

When did you become aware that two Alabama girls, Mary Alice Relf and 
Minnie Relf, were involuntarily sterilized?

Do you know whether the sterilizations you performed on the four mentally 
incompetent women were provided under Medicaid or other federally funded 
programs?

Were you aware of Judge Johnson's order regarding sterilizations? If not, 
why not?

Were you aware of these proposed HEW guidelines for sterilization 
procedures? If not, why not?

the proposed sterilization is in the best interest of the patient; 
the patient has consented in writing;
if the patient cannot consent in writing, a court of competent 
jurisdiction must determine that the patient is, in fact, 
incompetent;
a review committee must approve such sterilization; and, 
a court must find that the sterilization is in the best interest of 
the patient.

On January 8, 1974, U.S. District Judge Frank Johnson, in Wyatt v. 
Aderholt, entered an order setting sterilization standards for the state of 
Alabama that read in part:

We understand fully that Judge Johnson's order dealt with Alabama state 
institutions. Understanding that Judge Johnson's order dealt with minimum 
acceptable standards for state action, what was the duty, if any, of an 
Alabama obstetrician-gynecologist -- practicing at that time -- to be informed 
of, and to meet, the standards enunciated by Judge Johnson?
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PARENTAL CONSENT

Do you support this specific parental notification statute?9.

If not, which specific provisions do you find objectionable?10.

11.

TEEN PREGNANCY PROGRAMS

12.

13.

Do you support parental notification regarding the provision of 
contraceptives to minors?

Attached is a copy of the Ohio statute regarding parental notification of an 
unmarried minor's intention to have an abortion.

Do you believe that we could reduce teen pregnancy rates in the U.S. - as a 
part of a larger effort that includes abstinence -- by making prescription 
contraceptives available over-the-counter?

Do you believe that we could reduce teen pregnancy rates in the U.S. -- as a 
part of a larger effort that includes abstinence -- by providing school-based 
contraceptive services?

In response to a question from Senator Abraham regarding parental consent 
with regard to abortion in the case of minors, you said:

"I am going to be honest with you. Senator. The concept, I support. 
I would have to see the legislation."
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ORC Ann, 2919.12 (Anderson 1994)

S 2919.12 Unlawful abortion.

LEXIS’- NEXIS’LEXIS-NEXIS’
m«mb«r of t>* Re»<d Eltcvicr pic group
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PAGE'S OHIO RSVISBD CODZ ANNOTATED;
Copyright (c) 1994, Anderson Publishing Company

(A) No person shall perform or induce an abortion without the informed 

consent of the pregnant woman.

(iv) A juvenile court or a court of appeals, by its inaction, constructively 

has authorized the woman to consent to the abortion without notification of one 

of her parents, her guardian, or her custodian under division (H)(1) of section 

2151.8S or division (A) of section 2505.073 [2505.07.31 of the Revised Code.

(ii) one of the woman's parents, her guardian, or her custodian has consented 

in writing to the performance or inducement of the abortion; *

(iii) A juvenile court pursuant to section 2151.85 of the Revised Coda issues 

an order authorizing the woman to consent to the abortion without notification 

of one of her parents, her guardian, or her custodian;

*** THIS DOCUMENT IS CURRBNT THROUGH THE 1994 SUPPLEMENT, 1994 SESSION ***

TITLB XXIX [29] CRIMES--PROCEDURE

CHAPTER 2919: OFFENSES AGAINST THE FAMILY 

[ABORTION]

(B)(1)(a) No person shall knowingly perform or induce an abortion upon a 

woman who is pregnant, unmarried, under eighteen years of age, and unemancipated 

unless at least one of the following applies:

(b) if a woman who is pregnant, unmarried, under eighteen years of age, and 

unemancipated desires notification as to a parson's intention to perform or 

induce an abortion on the woman to be given to a specified brother or sister Of 

the woman who is twenty-one years of age or older or to a specified stepparent 

or grandparent of the woman instead of to one of her parents, her guardian, or 

her custodian, the person who intends to perform or induce the abortion shall 

notify the specified brother, sister, stepparent, or grandparent instead of the 

parent, guardian, or custodian for purposes of division (A)(1)(a)(i) of this 

section if all of the following apply:

P. e>

PAGE 9

(i) Subject to division (B)(2) of this section, the person has given at least 

twenty-four hours actual notice, in person or by telephone, to one of the 

woman's parents, her guardian, or her custodian as to the intention to perform 

or induce the abortion, provided that if the woman has requested, in accordance 

with division (B)(1)(b) of this section, that notice be given to a specified 

brother or sister of the woman who is twenty-one years of age or older or to a 

specified stepparent or grandparent of the woman instead of to one of her 

parents, her guardian, or her custodian, and if the person is notified by a 

juvenile court that affidavits of the type described in that division have been 

filed with that court, the twenty-four hours actual notice described in this 

division as to the intention to perform or induce the abortion shall be given, 

in person or by telephone, to the specified brother, sister, stepparent, or 

grandparent instead of to the parent, guardian, or custodian;

LEXIS-NEXIS-



MAY 09 '95 05:45PM AMER LAW DIV

I reeldenea or legal settlement, the juvenile court of any county that borders

(iii) The specified brother, sister, stepparent, or grandparent nas execi 
an affidavit stating that the woman has reason to fear physical, sexual, or

severe

pattern of physical, sexual, or severe emotional abuse of her oy tnat p 
guardian, or custodian, and the woman or the.specified brother, sister,

promptly shall notify the person who intends to perform or induce the abortion

division (■> IJ.J ia/ , nxu , vx — ---------------------------- ------------ - -
parent, guardian, or custodian can be reached for purposes of division

LEXIS-NEXIS
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 2  L has filed the affidavit with the juvenile court in 

affidavit described in division (B)(1)(b)(ii) of thia section was

LEXIS-NEXIS’

stepparent, or grandparent

which the i----------------------------------

filed;

(iv) The juvenile court in which the affidavits described in divisions

(3)(1)(b)(ii) and (iii) of this section were filed has notified the person that 

both of those affidavits have been filed with the court.

(c) If an affidavit of the type described in division (B)(1)(b)(ii) of this 

section and an affidavit of the type described in division (B)(1)(b)(iii) of 

this section are filed with a juvenile court and the court has been provided 

with written notice of the name and address of the person who intends to perform 

or induce an abortion upon the woman to whom the affidavits pertain, tha court 

promptly shall notify tha peraon who intends to perform or induce the abortion 

that the affidavits have been filed. If possible, the notice to the person shall 

be given in person or by telephone.

(2) If division (B)(1)(a)(ii), (iii). or (iv) of this section does not apply, 

and if no parent, guardian, or custodian can be reached for purposes of division

(B)(1)(a)(i) of this section after a reasonable effort, or if notification is to 

ba given to a specified brother, sister, stepparent, or grandparent under that 

division and the specified brother, sister, stepparent, or grandparent cannot be 

reached for purposes of that division after a reasonable effort, no parson shall 

perform or induce such an abortion without giving at least forty-eight hours 

constructive notice to one of tha woman's parents, her guardian, or her 

custodian, by both certified and ordinary mail sent to the last known address of 

the parent, guardian, or custodian, or if notification for purposes of division

(B)(1)(a)(i) of this section is to be given to a specified brother, sister, 

stepparent, or grandparent, without giving at least forty-eight hours 

constructive notice to that specified brother, sister, stepparent, or

LEXIS-NEXIS"

ORC Ann. 2919-12 (Anderson 1994)

(i) The woman has requested the person to provide the notification to the

that person, and, if the specified relative is a brother or sister, has 

indicated the age of the brother or sister;

(ii) The woman has executed an affidavit stating that she is in fear of 

nhvsical sexual, or severe emotional abuse from the parent, guardian, or 

custodian who otherwise would be notified under division (B)(1)(a)(i) of this 

section, and that the fear is based on a pattern of physical, Baxua^' or s«v«re 

emotional abuse of her exhibited by that parent, guardian, or custodian, has 

filed the affidavit with the juvenile court of the county in which the woman has 

a’residense or legal settlement, the juvenile court of any county that borders 

to any extent the county in which she has a residence or legal settlement, or 

the juvenile court of the county in which the hospital, clinic, or other 

facility in which the abortion would be performed or induced is located, and as 

given the court written notice of the name and address of the person who intends 

to perform or induce the abortion;

aiater, stepparent, or grandparent has executed 

“ I

emotional abuse from the parent, guardian, or custodian who otherwise 

would be notified under division (B)(1)(a)(i) of this section, based on a 

emotional abuse of her by that parent,



7= with a pregnant woman prior to her abortion, then th.

age, marital status, or emancipation, aoout me age « a ----- -
whom .h. r.qu..t.d node. b. sivn .. « .p.dti.d r.l.dv. i.K.idjl to on. o

„;«di.n « . .p.dii.d broth.., .i.t«, .t«p«.nt. or gr«db«.nt to whom

(3) It is an

(D) whoever violates this section is guilty oz uux-w-u- -
misdemeanor of th. first degree. If the offender previously ha. been ^nvicted

and control of her parent, guardian,
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 . ------------------- , created an emergency necessitating

inducement of an abortion.
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lexis-nexis-

(B) Whoever violates this section is liable to tne pregnant won^u «« 
parents, guardian, or custodian for civil compensatory and exemplary damages.

(F) As used in this section "unemancipated" means that a woman who xs

comoliance with the requirements of this section was not possible because an 

di.t. tte.« of s.rlou. d.k to th. lit. or

woman from the continuation of her pregnancy <------------- --  - -  
the immediate performance or inducement of an abortion.

(D) whoever violates this section is guilty of unlawful abortion, a 
misdemeanor of the first degree. If the offender previously has been convicted 

of or pleaded guilty to a violation of this section, unlawful abortion is a 

felony of the fourth degree.

this seation is liable to the pregnant woman and her

does not 
abortion may proceed without any

~ - - — 

and under eighteen years of age is unemancipated.

(C)(1) It is an affirmative defense to a charge under division (B)(1) or (2) 

of this section that the pregnant woman provided the person who performed °r 

induced the abortion with false, misleading, or incorrect information about her 

age, marital status, or emancipation, about the age of a brother or •1^sr to 
aha romiBitid notice be given as a specified relative instead of to one of 

h.r p.r.nt., h.r guardiar.. or h.r ou.todlw. or about th. la.t tooun addr... o£ 

either of her parents, her guardian, her custodian, or a specified brother, 

sister stepparent, or grandparent to whom she requested notice be given and the 

person'who performed or induced th. abortion did not otherwise have reasonsbl. 

cause to believe the pregnant woman was under eighteen years of age, unmarried, 

or unemancipated, to believe that the age of a brother or sist.r to whom she 

requested notice be given as a specified relative instead of to on. of her 

parents, her guardian, or her custodian was not twenty-on. years of age, or to 

believe that the la.t known address of either of her parents, h.r guardian, her 

custodian, or a specified brother, sister, stepparent, or grandparent to whom 

she requested notice be given was incorrect.

affirmative defense to a charge under this section that

(F) As used in this section "unemancipacea" - ------------
unmarrLd .nd und.r .ight..n y..r. ot ag. ha. not .nwr.d th. a>M.d ..rvlee. o£ 

the United States, has not become employed and self-subsisting, or has 
otherwise become independent from the care and control of her parent, guardian, 

or custodian.

lexis-nexis
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, guardian, or custodian of the woman, or if notification^under^

the specified brother, sister, stepparent,

grandparent by both

this division begins when the certified mail notice is mailed.

thiZswtion’is to be given to a specified brother, 

sister stepparent, or grandparent, the specified brother, sister, stepparent, 
or grandparent, is not reached within the forty-eight hour period, the abortion 

may proceed even if the certified mail notice is not received.

(b) (1> o. <£> of Chi. ..«iob ci«.iy «d ^iy«*uy •

further waiting period.

violation of division (B)(1) or (2) of

ORC Ann. 2919.12 (Anderson 1994)

‘i certified and ordinary mail sent to the last known address 

of~thkt specified brother, sister, stepparent^ or grandparent. The forty-eight

hour period under 1

If a parent, 
division (B)(1)(a)(i) of

granapaieiiu/
reached within the forty-eight hour period, the abortion
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4. Any correspondence between the I Have a Future program and its 
funding entities including but not limited to the Carnegie Corporation 
of New York, which contains recommendations for improving the 
program or places conditions or restrictions on funding to the 
program.

Per our conversation, the Senate Committee on Labor and Human Resources 
hereby requests the following information related to the nomination of Dr. Henry 
W. Foster for the position of Surgeon General:

2. All promotional materials used by the 1HAF program since its 
inception in 1987, which to date have not been provided to the 
Majority Staff of the Senate Committee on Labor and Human 
Resources.

5. Any correspondence which corrects the typographical errors that 
appear in the February 3, 1992, letter from Dr. Lorraine Williams 
Greene, IHAF Deputy Director, to Ms. Gloria Primm-Brown of the 
Carnegie Corporation.

1. All teaching materials used by the I Have A Future (IHAF) program 
since its inception in 1987, which to date have not been provided to 
the Majority Staff of the Senate Committee on Labor and Human 
Resources.

3. Any evaluations, critiques, or reviews of the IHAF program 
including but not limited to those produced by the IHAF Program, its 
funding entities such as the Carnegie Corporation of New York, or 
other reviewers.
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I appreciate your prompt attention to this request.

Sincerely,

EMB:dw

Edward M. Bolen
General Counsel

Please send the above referenced items to Ms. June Lawrence, the Senate 
Committee on Labor and Human Resources, Room 835 of the Hart Senate Office 
Building, Washington, D.C. 20510.

6. Copies of the IHAF grant proposals that are referenced on page 13 of 
the February 3, 1992, letter from Dr. Lorraine Williams Greene to the 
Carnegie Corporation. Specifically, the grant proposals submitted to 
the National Institute of Health for the Minority Youth Health 
Research; the Department of Health and Human Services Office of 
Treatment Improvement of ADAMHA; the National Institute of 
Health Agency for Health Care Policy and Research; and the National 
Institute of Mental Health (NIMH), Perpetrators of Violence Research 
Program. Please include the reviewer pink slips, NIH priority scores, 
and funding award decisions on these proposals.

Mr. John D. Podesta 
May 4, 1995
Page 2

5. Any documents related to the actions of Dr. Henry W. Foster in 
response to news articles including one that appeared in the July 31,
1972, edition of the Montgomery Advertiser on the Tuskegee Syphilis 
study.
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important public health issues. Equally troubling has been Dr. Foster’s changing accounts of the 
number of abortions he performed (1, 12, 39, 55, or 700 - take your choice), raising legitimate

study before it was publicly exposed in 1972. 11
is , as Dr. Foster and the White House maintain,

Ignited States Senate
WASHINGTON, DC 20510-1403 

May 9, 1995

of medical practice when he performed hysterectomies on mentally retarded persons 
ncr written independent-party consent, even years after Alabama courts, the 

cation, and Welfare, the Supreme Court, and others proscribed these

Dear Colleague:

On May 3, 1995, the Labor and Human Resources Committee concluded its hearings into 
the nomination of Dr. Henry W. Foster for Surgeon General. As has been widely reported in the 
media. Senator Kassebaum conducted a courteous and fair confirmation hearing. Most will agree 
that Dr. Foster handled himself with dignity and a sense of humor as he described his service to 
underserved populations in America.

However, it appears that as a result of media reporting of the hearings, there is a fairly 
widespread perception that Dr. Foster has satisfactorily answered the many disturbing questions 
surrounding this nomination. In several respects, I don’t believe this is true, and I ask you to 
carefully examine the record itself, especially as it relates to the allegations concerning Dr. Foster’s 
knowledge of the Tuskegee Syphilis Study.

Many, of course, continue to be troubled by Dr. Foster’s performance of abortions, 
believing that a pro-abortion surgeon general would be divisive, rather than unifying Americans on 
imcortant public health issues. Equally troubling has been Dr. Foster's changing accounts of the

DAN COATS
IMDIANA

411 RUSSELL SENATE OFFICE BUILDING 
(202) 224.8B23

INOIAHAXX.S or net.
IM 447, 4S EAST OHIO STREET 

INOIANAFOUS. IN 4B204
(317) 22S-4ESB

questions as to Dr. Foster’s credibility and candor on this issue.

In addition, several on the Committee remain unconvinced that Dr. Foster was in the 

“mainstream"i
without securing written, intivyviiv»vm.-p<ui.jr - ----- - ------------------- —,
Department of Health, Education, and Welfare, the Supreme Court, and others proscribed these 
and similar practices. Moreover, a program evaluation of the I Have a Future program, probably 
the single most touted aspect of Dr. Foster’s resume, revealed that the program, instead of 
dissuading teen sexual activity and pregnancy, may actually have encouraged such activity. The 
actual results of the program do not support the widely publicized “success'’ of this program in 
reducing teen pregnancy. And abstinence material presented on behalf of Dr. Foster as the 
“bedrock” of his program was in fact not printed until early January and not even ordered until a 
month after the nomination was announced.

BUT ANOTHER EXTREMELY TROUBLING AND, SO FAR, LITTLE-DISCUSSED 
ISSUE IS THE ONE SURROUNDING DR. FOSTER'S RESPONSES IN CONNECTION 
WITH THE TUSKEGEE SYPHILIS STUDY. The Washington Post wrote in a March 1, 1995. 
cdilurial:

Recently, ... Dr, Foster’s name has become linked to the infamous 
40-year Tuskegee experiment in which hundreds of black men with 
syphilis were deliberately left untreated in the name of medical 
research. At issue is what and when Dr. Foster knew about the 
study before it was publicly exposed in 1972. We hope the answer 
is , as Dr. Foster and the White House maintain, that he was not 
informed about the study until the story broke. To have known 
earlier and not insisted on proper treatment for the innocent patients 
would disqualify anv candidate for the sureeon general’s past.  
A’o doubt this is a difficult matter to resolve. But it is crucial to pin 
down when Dr, Foster learned about the study, The question of his 
fjtnes'i for the job banes on it, (Emphasis added.)

eauMrrrw*'. 
ARMED SERVICES

LABOR AND HUMAN 

resources



knew about that study until 1972.” (Hearing transcript. May 2. 
said that 1972 was “the first time I ever heard of the Tuskegee si
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of the study. In addition, the record casts great doubt as to whether3Dr. Foster first learned of the

During his confirmation hearing. Dr. Foster testified "if anyone in Tuskegee had known 
Senator, I think the place would have gone ballistic.... No one knew about that study
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FOSTER TESTIMONY: “NO ONE KNEW ABOUT THAT STUDY 
UNTIL 1972”

of the study. In addition, the record casts great doubt as to whether Dr. Foster first learned of the 
study in 1972 only after it became public knowledge; and the record raises new questions about 
Dr. Foster’s diligence in seeking treatment for patients after he learned of the study.

I ask you to examine closely the significant discrepancies that exist between Dr Foster's 
public statements and numerous public documents. In my opinion. I do not believe it is possible to 
conclude that Dr. Foster did not know of the Tuskegee Syphilis Study before 1972.

«

about it, Senator, I think the place would have gone ballistic.... No one knew about that study 
until 1972.” (Hearing transcript. May 2, 1995, at 101.) However, the record demonstrates 
without a doubt that others in Tuskegee knew of the study and even helped carry out the study as 
early as the 1930s.

In the confirmation hearing, I questioned Dr. Foster in some detail about this difficult 
matter. In my opinion, Dr. Foster’s responses left this highly troubling issue unresolved. By 
hearing’s end, members were left to weigh a substantial stack of depositions, statements, letters, 
and government documents that raise serious doubts as to the nominee’s categorical denial of any 
knowledge of the existence of the study. As Dr. Foster stated in the hearing, “if anyone in 
Tuskegee had known about it. Senator, I think the place would have gone ballistic. No one 
knew about that study until 1972.” (Hearing transcript. May 2. 1995. at 101.) Dr. Foster also 
said that 1972 was “the first time I ever heard of the Tuskegee study in any kind of shape, form or 
fashion. And I was outraged.” (Hearing transcript, May 3, 1995, at 142-143.)

Although Dr. Foster has denied having any information about the study prior to 1972, a 
variety of documentary sources and statements by witnesses suggest he almost certainly had carl 
knowledge. Numerous individuals and institutions with whom Dr. Foster associated in Macon 
County were familiar with or participated.in. the study. Dr. Foster was chief of obstetrics at 
Tuskegee Institute, which provided services in connection with the study and whose physicians 
knew of the study.

Further, Dr. Foster was vice president and later president of the medical society that was 
consulted regarding the study and that agreed to cooperate with the PHS. Dr. Foster may, as at 
least one other member of the medical society recalls and no others dispute, have attended a 
meeting at which the medical society was notified by Dr. Holguin or Dr. Brown of the study. Il is 
also reasonable to assume that Dr. Foster almost certainly would have heard of the nature of the 
meeting later by virtue of his prominent position in the society and the county. In any event, the 
PHS later provided each member of the medical society a list of surviving participants in the study.

Foster also spoke with a state health official. Dr. Myers, about the study as early us 1970. 
having sufficient knowledge of the study to urge treatment for the subjects. Yet, Dr. Foster also 
concedes that he and the medical society provided no treatment to the patients but relied on the 
C.DC to provide it almost seven months after the publicizing of the study.
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THE PUBLIC RECORD:

Institute’s John Andrew Hospital, and organized yearly roundups in which the subjects were 
studied by the U.S. Public Health Service (PHS). (See James Jones, Bad Blood, at 113-16, 128-

29, 1970.)

A memorandum from the Director of the CDC states that the role of local residents was
discussed at a meeting of an ad hoc committee examining the study. For example, Dr. Sidney 
Olansky, Professor of Medicine. Emory University,

3

LOCAL RESIDENTS KNEW OF AND TOOK PART 
IN THE STUDY

told about Nurse Rivers and the active part she has played in the Study.

(Memorandum from Dr. David Sencer, Director of CDC, to the Record, at 4. ) 
»

In addition, a memorandum summarizing the ad hoc committee meeting looking into the 
study suggests that Dr. Ruth R. Berrey, a Macon County health officer, be called on to help set up 
the May 1969 briefing of the Macon County Medical Society of which Dr. Foster was a member.

Bad BJood. James Jones’ seminal and highly regarded work on the Tuskegee study (the 
book appeared on the New York Times Best Books'of 1981 list; the Washington Post called it 
“valuable, superbly researched, fair-minded”) and numerous public documents detail the extensive 
participation in the study of many local residents. For example, Eunice Rivers Laurie, R.N., 
served from 1933 to 1965 as the local contact with the Public Health Service physicians conducting 
the study, arranged periodic physical examinations for subjects, sent subjects to Tuskegee

30, 133-37, 141-42, 145, 148-61, 172, 175, 177. 183-84, 187, 197-199, 202, 219.)

Four trip reports from Dr. Joseph Caldwell of the PHS provide additional, extensive 
documentation of the role of Nurse (Rivers) Laurie in the roundups and ai ranging of autopsies, (as 
well as Dr. Adams, pathologist, in performing autopsies). (Memorandum from Dr. Joseph 
Caldwell, PHS, to Dr. Schroeter, PHS, April 9, 1970; Memorandum from Dr. Joseph Caldwell, 
PHS, to Dr. William J. Brown, Chief, VD Branch, Centers for Disease Control (CDC), April 22, 
1970; Memorandum from Dr. Joseph Caldwell, PHS, to Dr. William J. Brown, Chief. VD 
Branch, CDC, May 4, 1970; Memorandum from Dr. Joseph Caldwell. PHS. to Dr William J. 
Brown, Chief, VD' Branch, CDC, and others, April 22. 1970.)

In addition, a letter from Dr. Caldwell to Dr. Brown on Macon County Health Department 
stationery states

There are some of us — particularly Mrs. Laurie — to whom the 
Study has become a way of life.

(Letter from Dr. Joseph Caldwell, PHS, to Dr. William J. Brown, Chief, VD Branch, CDC, June.
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THE PUBLIC RECORD:
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THE TUSKEGEE INSTITUTE KNEW OF AND TOOK 
PART IN THE STUDY

(Memorandum from Dr. David Sencer, Director of CDC, to the Record, at 3 (summary) and at 9 
(emphasis added).)

A Trip Report prepared by Dr. Caldwell of the PHS sheds light on the role of the Tuskegee 
Institute in the study.

Moreover, despite Dr. Foster’s assertion that “no one knew about the study,’’ the 
Tuskegee Institute, of which Dr. Foster was the chief of obstetrics, and physicians at the Institute, 
were provided with information about the study and participated in the study. A memorandum 
from the Director of the Centers for Disease Control summarizing a February 6, 1969, meeting of 
an ad hoc panel of experts from PHS and state officials and others, states that

the Tuskegee Institute [has] been fully cognizant of the study. ... Dr. 
Kaiser [a senior member of the Milbank Memorial Fund] asked what 
Tuskegee Institute thought of this study. Dr. Olansky [Professor of 
Medicine, Emory University] explained they knew of the study; the 
patients had been taken td the Institute’s hospital. ... Physicians at 
the Institute knew of the study.

A memorandum from Dr. James Lucas. Assistant Chief of the VD Branch. CDC, to Dr. 
William Brown, Chief, VD Branch. CDC. Sept. 10, 1970) refers to the

long continued assignment of Mrs. Laurie and now Mrs. Kennebrew 
to Tuskegee.

(Memorandum of Dr. David Sencer, Director of CDC, to the Record, at 11, 12; see also James 
Jones, Bad Blood, at 197-198.)

And, Elizabeth M. Kennebrew, R.N., assumed Nurse Rivers’ duties in 1970 and remained 
with the study until its conclusion. (James Jones, Bad Blood, at 199-200.)

Dr. Myers [State Health Officer] remarked ... 7 think we should 
establish rapport with the County Medical Society; talk to one 
physician in the Society before you talk to them as a group, ’ Dr. 
Sencer then asked, ‘What about the medical officer [who was an ex 
officio member of the medical society]?’ Dr. Myers said she may 
lean toward treatment. ‘Dr. Barrell [sic] is a good pediatrician; — 
very interested in research.’ Dr. Sencer then asked how she was 
accepted by the local medical group. Dr. Myers said she had very 
good relations with them. ... Dr. Sencer then asked if this would be 
a good place to start - with her. Dr. Myers answered by saying ... 
he would find out.
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.4. Rabb, Administrator of John Andrews Memorial Hosnital th
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THE PUBLIC RECORD:
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Society. Dr. Foster, despite his early denials (Washington Post, Feb. 25, i 995. at A-10) wn*. 
vice president of the medical society in 1969 and president beginning in 1970. A number of public
documents written contemporaneous with the study suggest that the state's Department of Public 
Health and the PHS sought to notify and did notify the medical society of the study.

For example, the minutes of an Alabama State Board of Censors meeting state

The Macon County Medical Society has completely changed. The old 
Society was disbanded several years ago and a new one has been 
organized. The Slate Health Officer [Dr. Ira Myers] has suggested to 
the Public Health Service that continuity of the program and patient 
care should be discussed with local physicians before a decision is 
made. Dr. Bush made a motion that this matter be referred to the 
Macon County Medical Society as suggested by Dr. Myers; Dr. 
Collier seconded the motion, which carried unanimously.

(Minutes, State Board of Censors meeting, Feb. 19, 1969.)

A summary of a meeting between PHS and state officials and others, indicates that PHS 
officials, at various times throughout a February 6, 1969. meeting, determined that their policy 
would be to provide the Macon County Medical Society, of which Dr. Foster was vice president, 
detailed information about the study and to secure their consent to continuing the study. According 
to the summary,

THE MACON COUNTY MEDICAL SOCIETY WAS 
INFORMED OF THE STUDY

In further contrast with Dr. Foster’s assertion that “no one knew about that .study" until 
1972, the record demonstrates first-hand knowledge of members of the Macon County .Medical

.4. Rabb, Administrator of John Andrews Memorial Hospital and the 
orthopedic surgeon who serves as Medical Director of the Hospital. 
When we explained our mission, Mr. Rabb indicated willingness to 
cooperate and specifically seemed to agree with our proposal to 
contract for radiological services from his Hospital during the 
upcoming survey. He indicated that the Hospital would respond „ 
letter stating our proposal by submitting a fee schedule. Mr. Rabb 
then conducted us on a guided tour ... .

(Memorandum from Dr. Joseph Caldwell, PHS. to Dr. Schroerer. PHS, April 9, 1970.)

And a background paper from the Venereal Disease Branch of the CDC notes that

The Tuskegee Institute assisted with the administration of Milbank 
funds [used for autopsies], and the Institute’s hospital has provided 
care to persons referred from the study group.

(Background Paper on Tuskegee Study, Venereal Disease Branch. CDC. July 27. 1972.)



[the PHSJ should increase its contact with both ths Macon County Health 
Department and the Macon County Medical Society to help them to assist 
more fully in the continuance of the study. ... Dr. Myers thought it a good 
idea to keep the local medical society informed as to what we were doing 
and what we wished to achieve; ‘work closely with them and keep them 

°J everything that we do. ’ Dr. Sencer said if we established 

suggested a doctor go to the county medical society meetings, bring up 
these point, pro and con. ‘They might think the same way.* ‘If the lot.
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THE PUBLIC RECORD: THE MACON COUNTY MEDICAL SOCIETY 
COOPERATED WITH THE STUDY

PHS documents show that the May 19, 1969, meeting resulted in the medical society’s 
acquiescence in the study or consent to cooperate with the PUS. for example, a letter from Dr. 
Brown of the PHS, to Dr. Alexander Robertson, with the Milbank Memorial Fund, dated Nov. 
19, 1969, states that the medical society, on which Dr. Foster served as Vice President at the time, 

assured [PHS officials] of their cooperation.

(Letter from Dr. William Brown, Chief, VD Branch, CDC, to Dr. Alexander Robertson, Executive 
Director. Milbank Fund, Nov. 19, 1969.)

Further, the summary of the February 6, 1969, meeting shows that Dr. Myers said the 
medical society

good liaison with the local medical society there would be no need to 
answer criticisms. ... [I]f this study is to be continued, CDC has to 
establish a relationship with the medical men in the area ... Dr. Smith

inese point, pro ana con. 'they might think the same way.* ‘If the local 
physicians agree there is no need for treating these patients, this would be 
good public relations.* ... Dr. Sencer then said he gathered that the group 
felt ... Better rapport should be established as soon as possible with the 
local medical society, as well as the health department, to enlist their 
cooperation in furthering the study. ... Dr. Sencer continued, ‘First and 
foremost, wt have to establish rapport with the County Medical Society and 
the Health Department.’ Dr. B. Brown asked how we answer criticisms. 
Dr. Sencer replied that people outside Atlanta do read medical journals, and 
this could be blown up out of all proportions, but if we established rapport 
with the local health officials, he did not think we would have a problem.”

(Memorandum from Dr. David Sencer, Director of CDC, to the Record, at 3. 8, 11, 13, 14.)

_ In correspondence with a former PHS employee concerned about the course of the study 
Dr. William Brown, Chief of the VD Branch, stated

We will be working with the State Health Department, the Macon 
County Health Department and the local Medical Society of Tuskegee 
to assure that all possible individual attention be given to people who 
participated in the study.

(Letter from Dr. William J. Brown, Chief, VD Branch, CDC, to Mr. Peter J. Buxtun, Feb. 27,
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had been very reasonable to work with; some of the fears of real 
trouble making have not come to pass.

(Memorandum from Dr. David Sencer, Director of CDC to the Record, at 8.)

Dr. William Brown, of the PHS, who helped give the presentation to the medical society 
reported that the medical society 7'

volunteered cooperation and approval and support.

(James Jones, Bad Blood, at 198.)

FOSTER TESTIMONY: 1972 WAS “THE FIRST TIME I EVER 
HEARD OF THE TUSKEGEE STUDY ...”

Dr. Foster testified that “the first time I ever heard of the Tuskegee study in any kind of 
shape, form, or fashion” was 1972. (Hearing transcript, May 3, 1995, at 142-143.) But the 
public record strongly suggests he may have known of the study substantially earlier.

THE PUBLIC RECORD: DR. FOSTER MAY HAVE ATTENDED THE 
MEDICAL SOCIETY MEETING

A letter from Dr. Sencer, Director of the CDC, to Dr. McRae, President of the Macon 
County Medical Society indicates that the PHS understood that the medical society “would be 
interested in hearing a review of the details” of the Tuskegee Study. It was agreed that this “review 
of the details” would be provided at the medical society's May 19, 1969, meeting. (Letter from 
Dr. David Sencer, Director of CDC, to Dr. Luther McRae, President, Macon County Medical 
Society, April 15, 1969.)

It is widely known that the medical society did in fact meet with the PHS and receive 
information regarding the study. For example, a deposition of Dr. Sencer taken in September of
1974 in connection with a lawsuit filed against the federal government quotes Dr. Sencer as saying

for the first time in a good number of years, the Macon County 
Medical Society was brought on board. We had lost communication 
with the Macon County Medical Society over the years and after the 
meeting of 1969, we did meet with the physicians who would be 
treating the bulk of these individuals.

(Deposition of Dr. David Sencer, Sept. 19, 1974, at 116; see also 117.)

However. Dr. Foster has said that he has “no recollection of attending” the medical society 
meeting on May 19, 1969, with PHS officials, and has gone so far as to state “my knowledge and 
memory begin in 1972.” (Washington Posj, Feb. 25, 1995, at A-10.) No minutes of the meeting 
are available, but Dr. McRae, the president of the medical society at the time, specifically recalls 
that Dr. Foster was present at that meeting. (Statement of Dr. Luther McRae, Feb. 28. 1995.)
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gave members information about the study and obtained assurance of its cooperation. 
Dr. Foster were not at the meeting, it approaches the inconceivable that the members of
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EACH SOCIETY MEMBER WAS FURNISHED A 
STUDY LIST

THE PUBLIC RECORD: DR. FOSTER SPOKE WITH DR. MYERS ABOUT 
THE STUDY

(Letter from Dr. Ira Myers, State Health Officer, to Dr. William Brown, Chief, VD Branch, CDC, 
March 13, 1969.)

Finally, Dr. Foster was vice president of the small, ten-member Macon County Medical 
Society in 1969 and became its president in 1970. The PHS, during a meeting with the medical 
society, gave members information about the study and obtained assurance or its cooperation. 
Even if Dr. Foster were not at the meeting, it approaches the inconceivable that the members of 
such a small society, following a visit from federal officials regarding a controversial, racially 
explosive study of local patients with syphilis, would not in two years have discussed the meeting 
with the Vice President of the medical society and a prominent physician in the county. 

«

Indeed, Dr. Foster may have conveyed his knowledge of the study to others prior to 1972. 
the time at which he admits having knowledge of the study. A contemporaneous deposition in 
connection with a lawsuit against the federal government indicates that Dr. Ira Myers of the slate 
health board stated in an October 1974 deposition that he provided Dr. Foster with details of the 
study.

Further, no other member of die medical society has been able to say that Dr. Foster was not at the 
meeting. (Washington P^si, Feb. 25, 1995, at A-10.) A statement by the woman whose baby Dr. 
Foster delivered that evening is not inconsistent with Dr. Foster’s having attended the meeting.

Regardless of whether Dr. Foster actually attended the meeting, there is evidence that he 
may have or should have received information about the study. For example, a letter from Dr. 
Brown to Dr. Robertson indicates that the Public Health Service

furnished each of (the Macon County Medical Society's) members 
with a list nf surviving participants in the Tuskegee study.

(Letter from Dr. William Brown, Chief, VD Branch, CDC, to Dr. Alexander Robertson, Executive 
Director, Milbank Fund, Nov. 19, 1969) (emphasis added).

In addition, Dr. Foster may have been notified of the nature of the meeting. A letter from 
Dr. Myers to Dr. William Brown, dated March 13, 1969, states that the Alabama State Board of 
Health notified the Public Health Service that it was

refer(ring) this matter to the Macon County Medical Society for its 
decision regarding continuity. ... The present officers of the Society 
are as follows; ... Henry Wendell Foster, M. D., Vice-President. I 
shall attempt to discuss this matter and this action with Dr. McRae 
later today. You may proceed to make your contacts directly with 
local officers.
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(Memorandum from Dr. David Sencer, Director, CDC, to the Record, at 8.)

FOSTER TESTIMONY: “I WAS OUTRAGED.”

9

In spite of Dr. Foster’s outrage over the study, there is no evidence that he provided 
treatment to the patients. In response to a question regarding what he did on learning of the study 
and did he demand treatment, he responded

Dr. Foster testified in his confirmation hearing that he was “outraged" on learning of the 
study in July of 1972 when it became public. (Hearing Transcript. May 3, 1995, at 142-143.) 
However, the public record shows that victims received no treatment for an additional seven to 
eight months.

(Deposition of Dr. Ira Myers, State Health Officer, Oct. 15, 1974, at 89; see also page 99.)

The discussion most likely occurred soon after Dr. Foster took over for Dr. McRae as 
president of the medical society in July 1970.

I don’t have any idea [how long after the study was publicly 
revealed], but it is — if my memory serves me, he was the president 
of the society at that time; so it may be that McCray [sic] was going 
out and that he came in that year. I don’t know.

(Deposition of Dr. Ira Myers, State Health Officer, Oct. 15, 1974. at 90.)

This early contact by Dr. Myers with Dr. Foster would be consistent with his earlier efforts 
to keep the local medical society informed of the details of the study. For example, the summary 
of the Feb. 6, 1969, meeting states that

Now, Dr. Foster was the one that followed him [Dr. McRae]. . . . 
Because I discussed this matter with him on a subsequent time in 
connection with a comprehensive health planning meeting, as I recall 
now; and he says, ‘well, we think we ought to treat them.’ And I 
said, ‘if you think we ought to treat them, then that’s what you ought 
to do.’

Dr. Myers thought it a good idea to keep the local medical society 
informed as to what we were doing and what we wished to achieve; 
‘work closely with them and keep them informed of everything that 
we do.’

THE PUBLIC RECORD: VICTIMS RECEIVED NO TREATMENT FOR AN 
ADDITIONAL EIGHT MONTHS
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CONCLUSION
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Dr. Foster insists that he and others had no knowledge before 1972 of the study that he 
later called “a good program turned bad/' Atlanta Constitution. Feb. 6, 1975. But the substantial 
number of government documents, depositions, statements, and letters. leave me deeplv troubled 
by the significant disparity between Dr. Foster’s public statements and the public record. I agree 

was not provided until March of 1973.

The ad hoc panel [established to review the study], on the verge of 
releasing its final report, finally broke the impasse by appealing 
directly to Caspar Weinberger, the secretary of HEW. Secretary 
Weinberger announced on March 3, 1973, that he had instructed the 
PUS to provide all necessary medical care for the survivors of the 
study. Ironically, the only legal way he could authorize treatment 
was to reopen the experiment so that the men could receive health 
care as part of the official study.

(Jantes Jones, Had Blood at 211.)

i[ coiled a meeting of the physicians in the society, and I told them 
that we had learned that the CDC had agreed and would treat these 
men and that we should devise a mechanism to help them identify

the Very best thin8 that 1 could> md that was to 
help identify the men. ... And of course, once that was done. 
Senator, quite honestly I had no reason to feel that the CDC would 
not follow through on its word. After all, that study had started 
even before I was born and I think the atmosphere and I went back 
to working 40 hours a day in trying to run my ob service. And, of 
course, you do know that a few months thereafter I left Tuskegee.

(Hearing Transcript, May 3, 1995, at 11-12.)

Dr. Foster’s earlier statement to Dr. Myers urging treatment conflicts with this later focus 
on mere identification. In a deposition. Dr. Myers notes an exchange with Dr. Foster;

I had discussed the matter with him on a subsequent time ... and he
says, ‘Well, we think we ought to treat them.1 And I said, ‘If you 
think we ought to treat them, then that’s what you ought to do. ’

(Deposition of Dr. Ira Myers, State Health Officer. Oct. 15. 1974, at 89-90.)

Of course, there was only nominal value in the medical society "devising a mechanism" to 
identify the patients. Dr. Caldwell had already spent some months identifying patic...,, 
roundup. (See four Memoranda from Dr. Joseph Caldwell, PHS, to Dr. William Brown, Chief, 
VD Branch, CDC, and others, April 9, 1970, April 22, 1970, May 4, 1970, and Mav 8. 1970 (all 
describing m multi-page detail efforts to identify study patients.)

Mr. James H. Jones, in his book Bad Blood, details how treatment to patients in the study 
t nrnviHprl imhl 1OT5 r



Sincerely^ i

Dan Coats
U. S. Senator

with the Washington fosi’s editors that “To have known earlier and not insisted on proper 
treatment for the innocent patients would disqualify any candidate for the surgeon general’s post." 
After a thorough examination of the public record, I must conclude that I can not support die 
confirmation of Dr. Foster as surgeon general. I urge you also to become familiar with this public 
record as you consider whether to support Dr. Foster’s nomination.

DOCUMENTS CITED HEREIN AVAILABLE UPON REQUEST: If you would like to 
view the documents cited in my letter, please contact me, or have your staff contact Vince 
Ventimiglia of my staff at 224-1133.


