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DEPARTMENT OF HEALTH AND HUMAN SERVICES
OFFICE OF THE SECREITARY

SELECT PANEL FOR THE PROMOTION
OF CHILD ~NEALTM™
18032 M STREET, N.W. — rM, 711
WASHINGTON, D.C. 20036
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December 2, 1980

-

Honorable Patricia R. Harris

Secretary
Department of Health and Human Services -

Honorable Edward M. Kennedy
Chairman, Subcommitztee on Health and Scientific ie~earch
Senate Committee on Labor and Human Resources

Honoraole Henry A. Waxman
Chairman, Subcommittee on Health and the Environment
House Committee on Interstate and Foreign Commerce

-

Dear Secretary Harris, Senator Kennedy, and Congressman Waxman:
A -

I am proud to transmit ro you the repor. < the Select Panel
for the Promotion .of Child Health, in accoren.-... .- with Public Law
95-626 which created the Panel.

JThe 17 members of the Panel and our staff have devoted an
extraordinary amount of rime, energy, and~-we hope—-—wisdom to our
task. Cur commitment has reflected how seriocusly we have all come
to take the opportunity offered us by the breadth of the mandate
Congress assigned to us. The chance to design the foundations of a
national effort to improve the health of our children has infused
our work with excitement and zest. It has also permitted us to
mobilize the contributions of hundreds of individuals and
organizations throughout the country, engaged.in large ways and
small in understanding and serving the health needs of tais
country's children and families. The Panel, and the Nation, are
profoundly in their debt.

We were impressed with the richness and diversity of available
talent, competence and commitment, reflected in the accomplishments
of a great variety of public programs and private efforts in
communities throughout the country. We also became starkly aware
of the extent of the unsolved problems that remain.

Our recommendations reflect a hardheaded analysis of serious
unmet needs in child and matermal health, a recognition of past
successes and future opportunities for effectively meeting these
needs, careful consideration of the weaknesses and strengths of
current Federal programs and policies, and a sober and pragmatic
assessment of the capacity of our institutions to provide parents,
professionals, and others working to lmprove child health with the
scientific, financial, and organizational support they need.
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Honorable Patricia R. Harris
Honorable Edward M. Kennedy
Honorable Henry A. Waxman
Page Two

Vvolume 1 of our report presents our major findings and
recommendations. -

Volume II contains specific recommendations for Llmproving =~ J&
ma jor Federal programs with significant impact on child health:

— Title V of the Social Security Act ‘

—— The Special Supplemental Food Program for Women, Infants and
Children

- P.L. 94-142: The Educaticn for All Handicapped Children Act

—= Medicaid and EPSDT

~- Community Mental Health Centers and Services Systems

Volume III consists of what we believe to be the most
comprehensive compilation of data on child health in the U.S. yet
to be published. .

We also subait a collection of background papers, listed at the
end of Volume I, which were prepared for the Panel, and which we
believe will be extremely useful to zhose who wish to become
familiar in greater depth with selected aspects of the issues we
have analyzed.

_ Some of our recommendations should be acted on immediately.
‘Others are designed to be considered and implemented over 3 period
of years. All of our recommendat lons are practical, and as
specific and concrete as we have been able to make cthem.

The goals we set out encompass an axtremely broad sueéﬁ;of
{ssues. In accordance with our congressional mandate we have
addressed and analyzed issues and policies pertaining to the
physical envixonment, health behavior, health services organization
ané financing, and health research. We did not try to go be yond
these, although we are fully aware that other aspects of the social
environment exercise a powerful influence on health. It is true
that 1f we could eliminate poverty and gacism in this councry, 1if
high qualiry preschool programs and community supports for families
were more available, if teachers and schools were more effective,
ijf we had full employment and every young person_could look forward
to productive work, our health indicators would improve
significantly. Nevertheless, we have not foc d on these issues,
both because they are outside the Panel's mandate, and because we
wish to help directr public attention to the exteansive opportunities
to improve child health by improving health Policies and programse.




Honorable Patricia R. Harris
Honorable Edward M. Kennedy
Honorable Henry A. Waxman
Page Three ’

The Yanel has asked 3:e to call your attention to~an additional
problem we faced in defining our mandate. As you know, the
legislation thar established the Panel asked us to look at the
healch of “children and expectant mothers.” Child health is
obviously inseparable’ from maternal health.. The health of the
mother during pregnancy 1is unquestionably a major determinant of
child health. But as we looked beyond purely physiological factors
in child health, we found that our concerns aust include fathers as
well as mothers, both in relation to their role Iin the decision to
conceive a child, and to thelr continuing role in providing
nurturance, support, protection, and guidance to their children as
they grow. Not only is the family the primary unit for the
delivery of health services to infants and children, but the family
environment is probably the greatest influence on a child's
health. We wish to be clear that our use of the term "maternal and
child health,” when we describe and analyze both needs and
interventiocns, is in no way inconsistent with our conviction that
fathers as well as mothers are central to raising healthy children.

We are grateful for the opportunity you have given us to engage
in this work, and thank you for the help and support we have
refeived from you and your assoclates in the course of our
deliberations. We trust that the value of our efforts will prove
to have justified the investment that the American public has made
fia the creation of this report.

I am sure you share with us the conviction chat public policy,
no matter how well conceived and carried out, can contribute only
modestly to the vigor, grace, and joy we wish to see in our
children's lives. But as our report makes clear, public policy and
programs can mean the crucial difference, especially in the lives
of the most vulnerable of our children.

We hope most profoundly that this ‘report will contribute to
shaping public policy in ways that will help all American families
and communities to protect and promote the healch of all of our
naciqg;: children. '

-
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Respectfully and sincerely yours,

L0 R S A
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Lisber> Bamberger Schorr
Chairperson
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SEETTUAMASN Y. MLy -
. .

SUMMARY

It is a biological fact that human infants and children depend upon
others to an extent not found in any other species. In tacit recognition of .
this fact, all human. societies, ancient and modern, have -developed
elaborate systems of shared family and community responsibility for the
ycung. The makeup of such systems and the precise division of duties
‘within them have varied from one culture to another and from one
generation to the next. But the centfal therze of shared responsibility for
the young endures. _ : -

In the United Staus/\today, our system of shared respomnsibility has
contributed much to ensuring the healthy growth of our children. But
despite great achievements, we are still falling short of doing what we
believe most Americans want to see done to promote the health of all our
children. In recognition of this fact, the Congress created a Select Panel
for the Promotion of Child Health to assess the status of maternal and
child health and to develop, for the first time, “a comprehensive plan to
promote the health of children and pregnant women in the United States.”

The 17 private citizens and public officials who uadertook this task
carefully scrutinized existing maternal and child health data, knowledge,
and experience. We found widespread consensus about the interventions
likely to be effective, about the programs that work well and the obstacles
that keep them from working better, about ways to get the most out of the
money we are already spending, and about improvements that could be
achieved for relatively little more. We have also found that a large
proportion of the most burdensome child health problems can be
prevented or ameliorated at reasgnable and predictable costs through the
application of knowledge already at hand. The Panel was struck by the
contrast between how much we know about promoting the health of
pregnant women and children and how littie is actually reaching some of
the most vulnerable among them. Similarly, we were impressed by the
number of highly successful efforts currently underway throughout the
country, but discouraged that they have not been systematically built
upon and expanded.

Even though we discovered much agreement on what needs to be done,
we found the task of developing specific proposais to improve maternal
and child health even more formidable than we originally anticipated. It
soon became evident that our very mandate was bucking widespread
feelings of alienation from Government, and a rising tide of cynicism and
hostility toward all social programs. '

We believe.that it is possible to take account of these currents in our
political climate without becoming immobilized by them. We recognized
‘ 1

-
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early in our work that we mus: be cost-conscious as well as compassion-
ate; incremental but with a clear vision of the long-term goals toward
which we aim. We have tried, as Congress asked of us, to be comprehen-
sive, but without being unrealistic. We have made some sweeping but
practical proposals. They reflect the broad consensus in the land that even
the best public programs and policies can be made to function better when
they are more rationally and coherently reiated to one another.

Perhaps most important in terms of providing a basis for action over the
next decade, our proposals are justified by both a human concern for the
youxg and the self-interest of adults. Our recommendations to promote
maternal ard child health are based on our deep belief—shared, we are
convinced, by most Americans—that children matter for themselves, that
childhood has its own intrinsic value, and that society has an obligation to
enhance the lives of children today, quite apart from whether we can
prove later benefits in adulthood.

We do not rest our case solely upon such convictions, however. What
we offer is also a prospectus for a sound investment in America’s future, in
economic as well as social terms. Healthy children represent a major
economic asset. As today’s children grow to adulthood, they will have to
perform increasingly complex tasks, in an age of constant téchnological
change, in order to protect our natural environment, \ntain our
standard of living, keep our economy competitive with otheX nations,
preserve our defense capabilities, and maintain our humanitarian values.
We will tomorrow be dependent upon the very children who today are
dependent upon us. Each and every one of them—male and female, rich
and poor, black, brown, and white—is both a precicus individual and a
valuable natonal resource. Improving the health of today’s children not
only enhances the quality of their lives immediately, it also expands their
potential for significant contributions to the Nation as adults.

We call upon all Americans—public officials and private citizens,
parents and professionals, leaders at the local, State, and Federal level—to
join in concerted efforts to make certain that policies and programs in the
1980’s, in both the public and private sectors, reflect a commitment that
does justice to the needs of all of the Nation’s children.

CHAPTER SYNOPSIS
Section I—Introduction

Chapter 1: Major Concerns

In the course of our work, five overriding concerns emerged. It is to
these concerns that we have addressed our analysis and recommenda-
tions: :

i (1) Many forms of disease prevention and health promotion are .
demonstrably effective, especially for children and pregnant
women, but still are neither widely available nor adequately used
even when available.: .

=)
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(2) The health status of American children has improved dramati-
cally over the past two decades, but not all groups have shared
equally in the progress. Sharp disparities persist in both health
status and the use of health services according to family income,
ethnic background, parertal education, and geographic location.

(3) The profile of child health needs has changed significantly over
the course of this centmy,pardyasarmultofsucoessin

> combating infectious disease, partly because new problems have
But the forganizational, administrative, financial, and
professional training aspects of our health care systera today
have not been adapted to cope with current health problems,
which have intertwined psychological, “environmental, social,
and behavioral components.

(4) While the family is and will remain the primary-source of health
care for children, the current health care system insufficiently

ni or supports this role. Nor has the system acknowl-
edged or adequately responded to the health implications of the
changing composition and circumstances of the American
famil -

y.

— (5) The Nation’s increased investment in maternal and child health
over the past two decades bas spawned many new prograims, but
they are not working cffectively in relation to one another.
Public programs have made a significant contribution to improv-
ing the health of the Nation’s mothers and children, but there
remain gaps in and between services; fragmentation and duplica-
tion in both programs and services; and conflicts among various
levels of government and among a varicty of programs.

Sed:ionII—HealthPratedionandemoﬁon

Many of the strongest influences on caild health lie beyond the reach of
personal health services. These ‘include the social environment, the -
physical environment, nutrition, and health-related behavior:

Factors in the social environment such as family income, parental
education, opportunities for productive work, minority status, child care

ents, and the availability of community supports for adolescents
and parents of young children all exerta powerful influence on health. We
recognize the significance of these influences, but offer no extensive
recommendations in this area because it lies beyond the scope of our
mandate. : :

Chapter 2: Reducing Environmental Risks

Hazards in our pbysical environment can profoundly affect the health
of our children both before and after they are born. Our review of the -
evidence on eavironmental hazards to mothers and chiidrea suggests there
are four risks which deserve special attention in the coming decade:
_ accidents of all kinds, with emphasis on motor vehicle accidents and those
- in the home; chemical and rag.i\au'on risks, including those posed by toxic

3
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“wastes, pesticides, lead and other pollutants; hazard; from drugs and
foods, with particular focus on substances presenting special risks during
‘pregnancy; and problems caused by inadequate or unhealthful water
supplies, with attention to the need for wider fluoridauon, potable water
in all homes, and adequate sanitation. These four types of risk include old
problems which could be prevented through the application of knowledge
already in hand, and new or newly discovered problems, which often are
complex in causation and less easily understood or addressed.

Accidents, especially motor vehicle acciients. are the leading cause of
death and disability among children and adclesceants. The United States is
second only to Canada among ten Western industrialized nations in its
rate of accidental deaths among children. The Panel believes this state of
affairs is unacceptable, and can be changed in a Nation 2s resourceful as
ours. A major new national accident prevention strategy should be
initiated, with strong participation by private industry, citizen groups, the
media. and Government. This strategy should take advantage of both
private initiatives and public policy instruments, including technical
innovations, regulatory actions, and new approaches to education of
children and parents.

The evidence suggests that many kinds of injuries and heaith problems
can be more economically and effectively reduced by changing the
er.vironments in which people live, work and play, than by trying to
change behavior directly. Thus, for example, safer automobile construc-
tion and better passive restraint systems in automobiles may be more
effective than increased expenditure on driver education.

Among the most worrisome, pervasive, and complex =nvironmental
health hazards are the numerous chemicals and sources of radiation to
which Americans are exposed in the home, at work, and in the
neighborhood. Toxic chemicals and radiation pose special risks for
pregnant women and for children because of the unique susceptibilities
ecarly in the life cycle and because effects may be cumulative over the
lifespan. The Panel believes the Nation should clean up chemical wastes,
establish safe exposure levels fcr insecticides and pesticides, monitor the
use of X-rays, and take other necessary actions to protect the health of
current and future generations.

One traditional public health objective which requires no new technolo-

or knowledge is the elimination of obvious contaminants and sources
of infectious disease from water systems. Most Americans now benefit
from safe and healthy water, but three problems remain: many communi-
ty water supplies are still not fluoridated, some families still lack indoor
plumbing, and certain potentially dangerous chemicals are still found in
drinking water.

The Panel believes that effective strategies to reduce environmental
risks for children and pregnant women must involve all Americans, and -
not just the Government. Strategies for health protection should not be
automatically equated with regulatory action. But if Federal policy is to
continue to play an important role in protecting the health of children and
pregnant women, various Federal agencies will need to strengthen
considerably their coordination with one another over the coming decade.

15
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Chapter 3: Heaith and Behavior

Health-reievant behavior is an integral part of lifestyle, which starts
forming in infancy. It is influenced by a wide variety of factors including
the examples set and instruction given by parents, siblings, peers, schools,
religious and community groups, and the media. Socialization—the
combined effect of all these factors—is far more powerful than any single
attempt to teach new behaviors. But we now know a good deal about how
education in the family, schools, the media, the workplace, ard the
community can exert a significant positive influence on health nabits.

A mother’s influence on the health of her child begins even before birth,
when a number of maternal habits such as smoking, drinking, and drug "
use can affect the outcome of pregnancy. The Panel believes that prenatal
counseling and anticipatory guidance for parents, including preparation
for childbirth and education for parenting, should be more widely
available from health care providers, private voluntary organizations, and
community agencies. Similarly. guidance and support in the period
immediately after birth and in the first year of life can help a family cope
with issues of infant feeding, how to manage a difficult baby, how to
recognize illness, and how to provide a safe and stimulating environment
for an infant. The perinatal period also is an opportune time to link
women and their families with other services and supports to ensure
continuity in the availability of primary care. :

The rapid increase in r :mbers of preschoolers attending early educa-
tion and day care progr .ms offers a new opportunity for health-related
education. Eating habits, dental health practices, and other health
behaviors have their roots in early childhood, and the Panel urges that
preschools and programs such as Head Start be used as sites for health
education and parent counseling as well as carly identification of health
problems.

Television exerts a powerful influence on formation of behavior from a
very early age. The Nation must improve the quality of programming
directed at children, particularly with regard to both implicit and explicit
health messages; we must also preserve our capacity-for regulatory action
aimed at mitigating any negative health consequences of television

programming and advertising targeted toward children. In addition,
~ parents, policymakers, and community groups should encourage alterna-
tives to excessive television viewing among children. Inordinate time spent
watching television diminishes the opportunity for more active ways of
learning about life. - ‘

Many school health education programs at present are neither suffi-
ciently comprehensive nor sufficiently attuned to the influence of peer
culture and other important determinants of youthful behavior to be truly
effective in promoting good health habits. The content of school health
education should remain a matter for local determination involving active
parental participation, but should include sound information and guid-
. ance on such topics as rating habits and nutrition, exercise, smoking,
alcohol and drug use, d-iving safety, human sexuality, family develop-
ment, coping and stress management, and environmental conditions

5

L
<



* affecting health. Physical education programs in particular are an area of

vast unrealized potential. These shoutd place new emphasis on lifetime
fitness and health maintenance skills as well as competitive team sports.
Bzacause so many forms of behavior with lifetime health consequences
are formed or first tried in adolescence, health education activities are
especially important for youngsters 10 10 18 years old. Although most
adolescents are physically healthy, problems ranging from accidents to
substance abuse and unwanted pregnancy can result from immature
judgment combined with uncertain self-esteem and strong peer pressure.
Adolescents need more information about the effects of their lifestyle on
their present and future health, but such information must be presented in
ways which ar: likely to be taken seriously by them. This suggests a
special responsibility for those most likely to be heeded by teenagers,
including influential teachers and community leaders, sports figures, and
television and radio celebrities. :

Chapter 4: Improving Nutrition

" The critical role that nutrition plays in health has not been adequately
recognized by the- health community generally, including those whose
principal focus is maternal and child health. We share the developing
consensus that nutrition is a major, not marginal, component of efforts to

. promote health and prevent disease, especiall » during pregnancy, infancy,

childhood. and adolescence when the human orgamsm i1s growing and
developing.

While there are still some who lack adequate food, starvation and gross
nutritional deficiency diseases are no longer the major problems they once
were. Today’s nutrition problems are more likely to involve dietary
excesses and imbalances which may in turn be implicated in the

- development of leading chronic degenerative diseases. Adequate nutrition

is especially important for some mothers and children who, by virtue of
such factors as socioeconomic and minority status, age of cultural
background are at special risk of nutrition-related problems.

The Panel identified four ways to improve the nutritional status of
mothers and children:

(1) There must be a new and vigorous commitment in the health

° system, schools, the media, private industry, and Government to
inform and educate families more adequately about health-
promoting and risk-reducing diets. The Panel urges the Federal
Government to take a major leadership role in developing and
disseminating norms for appropriate nutrition. Nutrition-related
guidance must take cognizance of our new “nutrition environ-
ment” which is characterized by new patterns of cating, a
rapidly changing food supply, phenomenal growth in conve-

nience and processed foods, and fast food restaurants. -

(2) Nutrition services must be better integrated into health care.
Health care providers should specifically address their patients’
putrition-related needs as part of the full range of health services
offered, and should link their practices to nutrition services in

- their communities.
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(3) Existing public food programs also must be strengthened and

: Over the long run, the Supplemental Food Program
for Women, Infants and Children (WIC) should be enlarged to
serve all who are eligible by income and nutritional risk; State
and local heailth care systems which provide the base for the
WIC program should be expanded accordingly. '

(4) Research is needed to develop a better understanding of
children’s diets, nutrition, and health status; to identify individu-
al and family nutrition-related behaviors that increase children’s
risks of disease and to develop ways to help families change such
behaviors; and to develop greater understanding of the effects of
carly feeding patterns and nutritional status on long-term
development and adult health status. :

The Pauel concluded, early in its work that any proposals we might
make for changes in the organization and financing of health services
should grow out of an assessment of what services children and pregnant
women actaally need, in addition to an analysis’ of current patteres of
service use and the strengths and shortcomings of existing programs. We
focused our attention most heavily on primary care, in the belief that it is
the area with the most urgent unsolved problems. Similarly, we directed
mauch of our analysis to the way in which health services for mcthers and
children are organized and financed, believing that such heaith system
components exert 2 major influence on health status.

Chapter 5: Needed Services

The task of defining “needed services™ was a fundamental first step in
the Panel’s work and served as the basis for many of our subsequent
recommendations, particularly those regarding the organization and
financing of health services. Because health problems in this group range
from the biomedical to the psychosocial, needed services include services
such as counseling, anticipatory guidance, and various information and
education activities oriented primarily to psychosocial issues, in addition
to traditional medical care.

We focus mainly on services that are preventive in nature and are
typically delivered through primary care systems. This orientation stems
both from the Panel’s mandate and from our belief that many of the
strategies most likely to decrease overall -mortality and morbidity m
mothers and children lie in the domain of preventive services and primary
care. This emphasis is accompanied by our conviction that the expansion
and improvement of secondary and teriiary services to mothers and
children who need such care s also.critical and requires more adequate
resources and improved coordination”between primary care and more

specialized services.
L7
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Chapter 5 presents lists of health and health-related services that should

be fully available and accessible to women in the reproductive age
" including pregnant women; infants in the first year of life; preschoo! and
school-age? children; and adolescents. :

The process.of dufining needed services led us to three major findings.
First and most important is the conclusion that for three broad classes of
services, there is such a clear consensus regarding their effectiveness and
their importance to good health that it should no longer be considered
acceptable that an individual be denied access to them for any reason:

e Prenatal, delivery, and postnatal care ’

e Comprehensive health care for children from birth through age 5

o Family planning services | )

A second category of services which merit special attention includes
mental health and related psychosocial services, dental services, genetic
services, and services that promote access to care. Although cach has
unique attributes, they have in common not only their importance to
hezlth but also the fact that théy ars not now adequately available,
particularly to some of the groups most in need of them, and that they
have not been accorded sufficient prom'nence in current views of the

. essential components of maternal and child health care services. By
- singling-them out for specific discussion, the Panel hopes to strengthen the
national consensus regarding their value in health promotion.

Third, a new mechanism is needed to serve a variety of functions aimed

. at improving the content, quality, and availability of health services for
mothers and children. One reason many services we have identified as
needed are unavailable or underutilized is that they are not covered by
public and private third-party payment plans, in part because of the
nature of the services themselves. They tend to be difficult to define
precisely, and—in greater measure than is true for medical services—their
effectiveness appears closely related to the’circumstances under which
they are provided, by whom, and in relation to what other services. To
help provide information on such issues, we recommend that a Board on
Health Services Standards be created, or existing institutions strengthen
and consolidated, to perform the following functions: :

e Review and define the health services that should be available to-
mothers and children in light of new knowledge and changing |
health problems. ! .

e Provide guidance to third-party payers and purchasers of health
insurance regarding the effectiveness and appropriate’ use of a
given service or sets of ssrvices, 'and the circumstances under
which such services should be provided and financed. :

e Provide information to third-party payers regarding the likely -
effects of their payment policies and practices on the availability
of needed services, professional personnel, facilities, and other

: health resources. : :

So that work along these lines can proceed promptly, we recommend
that the Secretary of Health and Human Services convene an ad hoc
group to propose the precisc nature, composition, and authority of the
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rapldlytoestaﬂnhtthoardorasunilarmechamsmtopexformth&se

important functions.

Chapter 6: Improving the Organiration of Heslth Services

Primary care for children and- pregnant women is currently provided
under a wide variety of arrangements, which range from private
physicians® offices to the public schools, from health department and

clinics to communitv health «€enters and health maintenance
organizations (HMO’s).

American communities vary so widely in their needs and resources, and
prize so highly the diversity of their own ways of solving problems, that it
is neither feasible nor. wise to aticmpt to move the Nation toward one
standard way of delivering health services to mothers and children.
However, we have identified specific organizational attributes which
~should be incorporated into all provider arrangemepts. The effective
organization and structuring of services is especially important for families
with hand:cnpped, chronically ill, or severely ill children;. for pregnant
women who for social or medical reason: are at high risk; and for low-
mcomcfamihes,whohavegreatcrneedsforhealthandrelatedserwm
and fewer resources to negotiate their way around a complicated maze of
fragmented health services. Since these categories of families include

one-fifth of all children and pregnant women at any one time, and
one-fourth to one-third over a period of years, the need for more highly
organmized primary care is not circumscribed, but spread widely through-
out the population. ~

The attributes that we have ldcnnﬁed as mportant components of
effective primary care provider arrangements are:

e Comprehensive services

® Accessibility

e Capacity for outreach

e Coordination of services

e Continuity of care

e Appropriate pu'sonnel arrangcments
e Accountability

e Consumer participation

e Partnership with parents '

We have analyzed a number of existing provider arrangements with
these attribjrtes in mind, and have made proposals for strengthening them.

We belicve that, over the long term, primary care physicians should be
encouraged to join in practice with other physicians and with other health
professionals. Dentists, too, should be encouraged to join in practice with .
—other dental professionals. Simultaneously, new efforts must be made to
develop better links between providers in office-based practice and other
sources of care, services, and support in the community.

Hospitals that provide a substantial amount of outpatient care to
children and pregnant women must make fundamental changes in their

-
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organizational arvangements by establishing primary care centers, hospi-
tal-based group practice, and better linkage with other sources of care 1n
the community. None of this can be accomplished without changes in the
financing of hospital outpatient services, and we recommend a number of
specific changes toward that end. _

Publicly financed comprehensive care settings (including community
health centers, migrant health centers, children and youth projects,
maternity and infant care projects, some health department programs, and
rural primary care centers) have been highly effective in providing
previously unreached populations with needed health services, with
subsequent decreases in hospitalization rates, infant mortality rates, and

" the incidence of preventable diseases in the arcas served. They remain a
model for the delivery of high-quality care in the Nauon’s areas of
provider scarcity and high health needs.

We believe these programs, along with the deployment of Naiional
Health Service Corps personnel, are the best instruments for increasiug
access to and availability of primary care services for children ard
pregnant women in underserved areas, and that the Congress should
increase its grant support to allow existing comprehensive care centers .0
serve more clients and to permit their expansion to additional sites.

Because HMO's provide cost and quality controls, the opportunity for
collaboration among a variety of health workers, and a system of
financing which encourages the provision of primary care and preventive
services, the Panel urges that all HMO’s expand their ability to provide
needed seivices to children and pregnant women, and that Federal
authorities take the steps necessary to make it more attractive for HMO’s
1o enroll low-income mothers and children. .

Support for primary care units organized and sponsored by. qualified
local and State health departments will be even more important during the
next decade-than in the past. In many areas, no other provider is as likely
to offer care at moderate expense to the inner city or rural poor and the
medically indigent. We therefore recommend that Federal, State, and
local authorities support health department efforts to offer comprehensive -

_ primary care, rather than individual components of preventive care. :

Schooi-based health services should be copsidered a desirable way of
delivering primary health services to school-aged children, and possibly to
preschool children, in those communities where it is possible to utilize
schools as the site for the provision of health services rendered under the
auspices of an appropriate bealth agency, and where parents support and
actively collaborate in fashioning and maintaining such arrangements. -
Nonectheless, there are many school systems where it will not seem wise to
locate a comprehensive primary care program in the schools. In such
instances, professionally qualified nurses should provide health education,
counseling and preventive services, work with parents to link children with
other health services, and ‘provide professional nursing supervision for
children with chronic illness or handicapping conditions. Similarly, we
believe a more extensive commitment of resources aimed at improving
health services for children in day care, Head Start, and other preschool
prograrms is essential. ‘
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Chapter 7: Delivery Probliems of Special Concemn

In its review of arrangements for the delivery of needed health services
. infants, children, adolescents, and pregnant women, the Panel identi-
/fied a number of special challenges or opportunities in organizing health
- services that cut across individual provider arrangements. We believe
"~ these should be specifically addressed in the formula_ion of public policy.

Home Visiting

Renewed interest in home visiting services has developed from a
growing recognition that many services are best provided outside of large
institutions, that traditional sources of support for many pregnant women
and new parents are often no longer available, and that efforts to link

with the services they require are often essential to obtaining good
health care. Federal, State, and local authorities should substantially
increase their support for home visiting programs. Such increased support
should be of sufficient magnitude to: permit a substantial number of
States and communities to use home visits by public health nurses or other
qualified personnel as one means of ensuring access to the minimum basic
health services, for children and pregnant women discussed in chapter 5;
enable various health care providers to establish or reestablish home
visiting programs as a routine component of maternal and child health
care; and allow for the evaluation of a wide range of programs.

Primary Mental Health Care

Many health problems which come to the attention of primary care
practitioners are ¢ither emotional in origin or have important psychosocial
components. Furthermore, a s:gmﬁcant poruon of what might be termed

“primary mental health care™ is in reality provided in general health care
settings and in schools, day care centers, juvenile detention facilities, and
other sites by personnel not specifically “trained as mental health
professionals. These facts must be better recognized in the organization
and . financing of services, in the training of health professionals, and in
arrangements to provide expert mental health support and consultation to
parents, general health care providers, teachers, day care workers, social
workers, correctional officers, and othcrs who deal with children and their
families daily.

The time 1s ripe for new and systematic efforts to organize and finance
, pnimary care—especially for cnildren and pregnant women—in ways

which will encourage adequate attention to psychological, social, and
behavioral components of care and which encourage referral, consulta-
tron, and ease of communication between mental health professionals and
primary care providers, and agencies, institutions, and professionals who

deal with children, pregnant women, and parents in trouble.
Categorical Services

In the main, primary health services for mothers and children are
provided most effectively in settings that offer a comprehensive array of

-
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needed services. But there is pérsuasive evidence that some services are
well provided in settings that are not organized to provide comprchensive
care. For example, the Panel recommends that categorical funding for
family planning services be ecxpanded to ensure that these services
continue to be made available in a variety of settings, and that all persons
who wish to make use of family planning services will have access to them.

The potentizl effectiveness of providing preventive dental services to
school-age children through categorical programs has been grossly
neglected. Certain basic preyentive dental services are so-critical to
improving the dental health of the Nation that they must be available to
all children and in various sites such as public schools, which s.mplify
access and provide substantial economies of scale.

Mass Screening

Screening is useful (a) when performed in the context of individual

. assessments and continuing care, (b) as a means of detecting a limited

number of conditions characterized by simplicity of detection and
followup, (c) as a way of linking children to an ongoing source of care,
and (d) as a check on the adequacy of care that children are receiving.
Developmental assessment is a key component of the health assessment of
every child, but developmental assessment of young children is not
properly ormed as part of a mass screening program, and should be
carried out only in the context of a more comprehensive health or
educational assessment. T

Hoépit‘al @are )

. The operating and staffing policies, environment and design of space,
and philosophy of care of all hospitals offering pediatric and obstetrical
care should reflect the developmental and psychosocial needs of children
and families in health care settings. All hospitals with emergeacy rooms
that treat children should ensure the availability of special pediatric
equipment and of medical and nursing staff knowledgeable in the care of
criticall ill or injured children. )
Regionalization , . i

The Panel urges increased support for the regionalization of .selected
health services for children, newborns, and pregnant women, including
further development of regionalized perinatal care networks; genetic
services: networks to improve care for serious illness and accidents;
backup and referral services for diagnosis and treatment of children with -
chronic illness, handicaps, or complicated psychosocial problems; and
eniarged public and private support ‘of children’s hospitals in their role as
regional resource <enters and providers of specialized care.

(]npterS:otganizingServicesforSpgcialPopmaﬂops

Four populations of children present special challenges. to the effective
organization of services: adolescents, chronically impaired children,
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children in foster care or other out-of-home placements, and children with
serious access problems as a result of linguistic, cultural, or geograpbic
ton from the mainstream of society.

The health care needs of adolescents require increased attention in
existing health services systems, and efforts must be made to develcp and
refine innovative models for organizing services to meet special health
needs arising during this important period in the life cycle. Qutreach
systems should be targeted to the settings where adolescents spend most of
their time; counseling should be a major component of adolescent health
care; sensitivity to issues of privacy and confidentiality must be reflected
in the design of services for this population; and financial barriers to care
must be significantly reduced or eliminated.

Certain basic principles should govern tue provision of all health
services for chronically impaired children—a group including the chroni-
cally ill, physically handicapped, mentally retarded, emotionally disturbed
and multiply handicapped. Routine care should be provided in the home
or as near to normal settings as possible; hospitals should design systems
that maximize use of nearby homelike settings, including hospice care
where necessary; primary care needs including mental health, dental care
and support services for children and families should not be overlooked;
and the hidden cos's of care for chronically impaired children should be
taken into account in private and public financing of care. Clearer
guideline: and specifications are needed in a number of public programs
directed at these children. The efforts of maternal and child health
authorities in this regard should complement school-based efforts under
P.L. 94-142, the Education for All Handicapped Children Act.

Juveniles in confinement and in foster care are often overlooked by the
health care system. Detention and correctional facilities have an obliga-
tion to meet the health and mental health needs of juvenile offenders, and
offenders should not be placed in facilities which lack services to meet
their needs. The Panel also recommends that required care plans for
children in foster care include thorough periodic assessments, and
statements of the children’s health needs, the health services being
provided, and the agencies or individuals résponsible for providing such
“SEerv1Ces. \ .

Migrants and farm workers often have inadequate accgss to publicly
financed health and social service programs, which typically depend on
stable residency as a criterion for eligibility. The Migrant Student Record
Transfer System, a computerized system enabling education authorities to
“track migrant children from school to school, should be used to link

migrant health service programs so that selected health information can
move with, the child as families change location. In addition, State health
plans should contain explicit provisions for meenng migrant health care
needs.

Native American children also have special health care needs. Increased
numbers of Native Americans should be helped to enter the health
professions: more team care should be available; alcohol abuse and other
behavioral problems should be effectively addressed; water and sanitation
services should be expanded and primary care for urban Indians should

be unproved. . . )
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While refugees, “entrants,” and illegal immigrants all share common
problems in obtaining health services, they are treated quite differently by
law and public policy. For refugee chiildren the main problem is the
discontinuity which is built in by the 3-year eligibility L.anit for benefits
under the Refugee Act of 1980. No distinction should be made between
refugees and “entrants” in determining eligibility for health care for
children and pregnant women. In areas where illegal immigrants represent
a significant component of medical indigents, means should be sought by
the Congress, the Department of Health and Human Services (DHHS)
and the States to provide fiscal relief to hospitals and primary care
providers requiring such assistance. '

Chapter9:FinancingHealthServics

The way in which health services are financed is the single most
important determinant of how the health care system operates, what
services are available, which professionals provide those services, and who
will receive them. Current public and pgvate third-party payment systems
provide incentives that result in an allocation of physician time,
distribution of physicians by speciality and location, and a manner of
providing health services that collectively are unresponsive to a significant
part of patient needs, especially those of children and pregnant women,
and that unnecessarily drive up health care costs. Further, current
financing arrangements leave millions of Americans with no public or
private health insurance protection whatsoever, and many millicns more
with grossly inadequate coverage.

Purchasers of health insurance, public and private third-party payers,
and health care providers should take steps 1o modify and create
alternatives to prevailing methods of reimbursing health professionals and
institutions, including: ‘

e ‘Revision of paymert schedules and methods to reflect the value of
counseling and other. time-intensive aspects of primary care and to
decrease inappropriate incentives for performing technical proce-
dures. -

e More widespread use of alternatives to fee-for-service payment
methods.

e Methods of reimbursement that offer equal incentives for training
health professionals in ambulatory care and inpatient settings.

Third-party payers and purchasers of health insurance need better
guidance on which services are in fact needed, who is qualified to provide
them and under what circumstances. The Board on Health Services
Standards recommended in chapter 5 is designed to provide such
guidance, and also to provide information regarding the likely effects of
third-party payment policies and practices on the availability of needed
services, professional personnel, facilities, and other components of the
health care system.

o

Private Health Insurance

‘The potential of private health insurance plans for advancing maternal

?
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and child health remains to be fulfilled. Toward that end. the Panel
recommends that State insurance comrissioners review private insurance
policies approved for marketing in their States and grant certification to
those that meet the health needs of children and pregnant women. In
determining which policies merit certfication, the States should use
criteria advanced by the proposed Board on Health Services Standards.

Medicaid

The Medicaid program has removed economic barriers to needed care
for many poor families. However, the adequacy of the program varies
greatly among States, and in sor:e instances, restrictive Stdte policies
result in tremendous economic hardships and barriers to needed care for
millions of families. For example, in 19 States, women who are pregnant
for the first time do not qualify for prenatal benefits. Only about two-
thirds of all poor children are cligible for Medicaid; and an estimated 7
million children who meet Federal criteria of poverty cannot receive any
Medicaid benefits at all. This is because many States do not allow children
of two-parent families to partcipate in Medicaid, because income
standards for eligibility are low in some States, and because many who are
eligible during part of the year lose eligibilty when family circumstances
change. :

any current problems with the program could be ameliorated without
changing its basic structure as a Federal-State program focused on the

r. The most important improvements are incorporated in several

versions of the Child Health Assurance Program (CHAP) pending before
Congress; these improvements should be promptly enacted. Specifically,
the Panel recommends immediate action to establish a uniform national
income and resources standard and the extension of eligiblity to all
children and pregnant women who meet that test, regardless of family
status or other conditions; to require coverage of a uniform national
package of services; to include all qualified providers; and to provide
Federal incentives -to the States to expand access to services and
encourage continuity of care.

National Health Financing Programs

Even if the improvements we recommend are made in private insurance
and Medicaid, some people will remain uncovered by any form of heaith
insurance, public or private, and many parents will still be forced to
choose between health care for their children and the purchase of other
necessities.

It is the Panel’s conviction that the health care needs of children and
pregnant women wiil be best served over the long run by a national health
financing program that ensures universal entitlement to health care. If
such a plan cannot be put in place relatively soon, the Panel urges
ecnactment of national health insurance for pregnant women and children
to 18. If it proves necessary to phasé-in eligibility even for this population,
the Panel recommends starting with a program covering all pregnant
~ women and children through age 5.
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Grant Programs

The Panel supports the use of expanded grant programs to:

e Encourage the development of resources in geographic aresas
where the personnel, facilities, or delivery. mechanisms to provide
health care services are unavailable, and to finance demonstra-
tions of new and better ways to deliver such services.

e Pay for services that are more appropriately financed through
grant programs than through third-party payments, and for thosz
where more information is still needed regarding the most
effective methods of payment.

e Pay for comprehensive services for persons such as handicapped
children who have health care needs best met through special
systems Or programs. '

e Pay for health services for those persons lacking other sources of
payment, such as migrant workers, poor individuals not eligible
for Medicaid, and illegal immigrants.

Section IV—Governmental Relationships

The Panel concluded that the interrelationship of local. State, and
Federal Government. in the area of maternal and child health needs
reordering and simplification. Suggested changes pertain not only to
agerncies that provide or support services directly, but also to those that
perform broader functions such as planning, monitoring, and advocacy.

Chapter 10: Structuring the System

The major health and health care objectives the Panel has identified can
be attained without creating major new public programs. But it is essential
to enhance the complementarity of existing programs, clarify responsibili-
vies for those making policy and administering programs, and achieve
improved coordination and program management.

The Panel believes that the current disarray of programs and policies is
sufficient to merit a major modification in the Nation’s policies and
programs for improving the health of mothers and children—equal in
significance 1o the creation of the Children’s Bureau in 1912 or the passage
of the Title V legislation in 1935. The agenda this time must be to
simplify program oversight and management while ensuring the achieve-
ment of specific, socially agreed-upon objectives. We propose that various
steps be taken to establish more coherent State and Federal administrative
structures. to redefine the appropriate relationship between State and
Federal authorities responsible for relevant programs, and to improve
local service coordination.

Every State should work toward placing authority over all relevant
funding streams in an appropriate division of the State health unit, and a
strong unification of effort should be promoted around all aspects of care
for children and pregnant women, including handicapped children.

While it is difficult to increase both State autonomy and Federal
accountability sirhultaneously in working toward national objectives,
16 | 27
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several steps can be taken that will serve both purposes. These include
Federal accountability mechanisms that stress the Federal role in
cstablishing broad performance objectives and standards and the State
role in selecting methods for attainment of these: joint applications and
reporting forms for all Federal programs related to the health of children
and pregnant women; a new set of coordination criteria to be met by all
new or continuing legislation and program regulations; and interagency
agrecments to identify areas of responsibility, define specific steps to be
taken, and assign realistic time frames for the attainment of goals.

.Title V continues to be an essential element for providing health care
services and for increasing the coordination of ail State and Federal
programs rclevant to the health of children and pregnant women. We
recommend that Title V be revised and expanded, according: tothe

ifications detailed in volume II of the report, to provide thie nécessary
leadership and policy focus. ' R S

It is especially at the 1ocal level that the eff irts of service providers must
be simplified and unified in. order to provide effective services. At least
two types of local initiative have proven successful: the establishment of a
single point of service administration and budget control, and the
devel t of improved methods of case management and case
advocacy. Each locality should designate a lead agency or publicly
appointed body to assess whether. the existing network of private and
public health care arrangements is sufficient to meet the health care needs
of local children and pregnant women, and to recommend changes as
needed. :

We also urge Federal, State, and local authorities to take a number of
steps to better harness existing policy functions applying to all public
health programs. These functions include planning, quality assurance,
development of information systems, research and demonstrations,
technical assistance-consultation, and advocacy.

-

Chapter 11: Federal Administrative Arrangements

The new national commitment to protect and promote the health of
mothers and children which this report advocates can be best advanced at
the Federal level through the creation of a Maternal and Child Health
Administration (MCHA) within the Public Health Service, to be made up
of the existing Office of Maternal and Child Health, the Adolescent
Health and Pregnancy Prevention Program authorized by P.L. 95-626,
family planning services supported by Title X of the Public Health
Services Act, and possibly other programs at some future tume.

Maternal and Child Health Administration functions should include (a)
operation of these programs; (b) authority 9 review and comment on
major policy issuances, including propcsed budgets and legislation,
developed by other agencies within DHHS :#: conduct activities directly
related to maternal and child health with a view toward achieving better
coordination of programs; (c) assistance to the States on maternal and
child health-related topics to help ensure that all mothers and children
within their jurisdictions have access to needed services; (d) responsibility
for setting nztional standards by which to assess the adequacy of the

17
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States’ progress in ensuring the availability of the minimum set of basic
essential services; (e) coordinating the maternal and child health programs
of DHHS with related programs in other departments, such as the WIC
program of the Department of Agriculture, and the Education for All
Handicapped Children activities of the Department of Education; and (f)
research and advocacy. The primary value of the MCHA, in the Panel’s
view. is that it would be an organizational entity of sufficient stature and
prestige to mobilize and coordinate programs and sources of funds in
many separate agencies in the service of improved maternal and child
health. :

The Panel decided against recommending that the EPSDT program be
moved from the Health Care Financing Administration (HCFA) into the
new MCHA. We concluded that its removal from the rest of Medicaid
would create delays and disruptions in providing services. Morz impor-
tantly, its relationship to other maternal and child health programs
represents a small part of a much larger issue—the relationship of all
Public Health Service (PHS) programs to. all programs administered by
HCFA. A number of steps should be taken to link the service orientation
of PHS with the financing and management capacity of HCFA. The
establishment of the proposed Board on Health Services Standards couid
be expected to supplement HCFA's existing expertise in management and
cost-containment and thus enable it to perform a broader mission
including health promotion and diseasc prevention. We recommend that
the Secretary of DHHS give urgent consideration to other possible steps in
this direction, such as making both PHS and HCFA responsible to a2 new
Under Secretary for Health.

The Panel also proposes the creation of a National Commission on

'Maternal and Child Health, appointed by the Secretary of DHHS to

report every 3 years on the health status and unmet service needs of
mothers and children; to recommend policy changes in Federal maternal
and child health programs, especially to improve their effectiveness and to
enhance coordination among programs; and to serve as an advocate,
particularly in Congress, for the health needs of mothers and children.
We also recommend joint oversight hearings by the appropriate
committees of House and Senate to increase the coordination of mat
and child health programs that fall within the responsibilities of different
coramittees.. ‘

Section V—Manpower and Research

Many of the Panel’s reccommendations suggest new roles and relation-
ships among the health professionals who provide care to children and
pregnant women. and underscore the importance of continued and
expanded research.

Chapter 12: Health Professionals

Many of the views and recommendations presented in this report
contain major policy implications regarding the training and deployment
of professionals in maternal and child health. These include:

e The changing profile of primary care needed by mothers and
children. with its emphasis on health promotion and disease
18
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preventioa activities, requires new components in the training of

# Meeting the health needs of pregnant women, children, and
adolescents will increasingly require a team approach to the
delivery of primary care.

e The anticipated increase in the overall supply of primary health
care providers in the coming decade makes possible, but does not
by itself ensure, better access to health care for those most in need.
Improved distribution of services will depend, among other things,
on alterations in the deployment of National Health Service Corps
personnel and on creative use of providers with different levels of
training and expertise.

e Training of maternal and child health personnel involved -in
program administration and policymaking at the Federal, State, or
local level must be modified to equip such professionals with the
broad range of skills required for management roles in complex,

.interrelated service systems and to bridge the worlds of maternai

*  and child health, obstetrics, and pediatrics.

Chapter 13: Research
The Panel emphasizes the importance of research directed toward
increasing understanding of the biomedical, behavioral, and environmen-
tal determinants of health and disease, and toward the improvement of
- .our health delivery system. A wide array of scientific disciplines, pursued
at both the fundamental and the applied levels, must be employed—
biomedical, behavioral, and social research, the population-based health
sciences, health services research, and related disciplines.

The Panel vigorously supports the pluralism of research ornentations
andagenc:escnrrcntlysuppoﬂedbythe!*‘edaal(}overnment,but

- recognizes such diversity of effort requires brcad-scale research planning
and coordination. We recommend that the Assistant Secretary for Health
undertake periodic and careful review of the activities of Federal agencies

ing health research, and of the relationship of current research
priorities to the evolving needs of mothers and children, to minimize the
risk of significant gaps developing in the total research effort. :

We call attention to several research domains of special importance:
epidemiology, prevention, social and behavioral aspects of health, health

policy, evaluation research, and research on environmental risks to health.
We also recommend strongly that support for fundamental research in the
health sciences be sustained and increased as opportunities emerge and
resources allow, and that special efforts be made to ensure that support for
new or neglected areas of research not be made at the expense of
fundamental research.

To support many of the research needs we identify and to improve the
content, organization, and financing of health services, a more adequate
pool of statistical and survey data is needed on a great variety of maternal
and child health issues. We stress simultaneously that massive amounts of
data already in hand are inadequately analyzed and reported.

Because a well trained, steady supply of researchers is a cornerstone of

- any national strategy to prevent disease and promote health, we view the
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.. =11t trend toward erosion of training support with great concern. Also,
v+ w_.. to further stimulate research on the health issues and interven-
.. .~ ’'ch arc particularly important in primary care and to maternal
z.ad child healith, the Panel recommends that research training opportuni-
ties be increased in ambulatory primary care settings and other settings

oriented to health promotion and disease preventon.

PLAN FOR ACTION

The Panel views the spectacular improvements in child health achieved
by this nation in the past half century as providing a firm foundation on
which to build for the future. We have identified the areas in which major
problems persist and further improvements are urgently needed.

To clarify the interrclationship among the many recommendations we
make throughout the report, we propose three sets of goals.

(1) The first set of goals is directed at ensuring that all needed health
and health-related services are available and accessible to all
infants, children, adolescents, and pregnant women:

e First, to ensure universal access to three sets of minimum basic
services: prenatal. delivery. and postnatal care; comprchensive
care for children through age 5; and family planning services.

e Second. to bring about the more effective operation of

, governmental activities aimed at improving maternal and
child health.

‘o Third, to improve the organization of health services to reach
those population groups with special needs or at special risk,
including adolescents, chronically impaired children, children
in institutions and foster care, and children in the families of
migrant and farm workers, Native Americans, refugees, and
illegal immigrants.

e Fourth, to ensure that a family’s economic status shall not be a

_ bar to the receipt of needed health services or determine the
nature and source of such services, and that the use of such
services shall never reduce a family tc penury.

e Fifth, to ensure that every child from birth to age 18 and every
pregnant woman has access to a source of continuing primary
care.

e Sixth, to ensure that every family, child, and pregnant woman
has access to all services identified as “needed,” not merely
those basic minimal services which are part of our first goal.
This includes gernetic, dental, and mental health services and
services to respond to health problems with major social and
behavioral components.

(2) The second set of goals we propose addresses the influences on
maternal and child health which lie beyond the reach of personal
health services: -

e First, to encourage all efforts aimed at reducing accidents and
risks in the physical environment, and to bring about greater
recognition of the particular vulnerability of~children and
pregnant women to environmental risks. ‘
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e Second, to promote greater understanding and dbceptance q
the critical role of nutrition by private industry, Government,

" the media, the schools, and community groups as well as by
the kealth system.

o "l'hn'd. to enlist the schools, the media, industry, and voluntary
“associations, as well as the health system, in far more vigorous
efforts to help individuals adopt and sustain behaviors that

: enhance health and well being. .

(3) The third set of goals we propose is directed at building the

knowledge base necessary to further enhance maternal and child
health:

e First, to encourage both the public and private sector to
pursue a wide range of research spanning not only the
biomedical and behavioral sciences, but also the population-
based sciences and hcalth service research.

e Second, to recognize that fundamental research remains the
cornerstone of many past and future advances in health.

e Third, to ensure that an adequate portion of research support

. is directed to the special health problems of mothers and

° children.
It is clear that progress toward achxevmg these goals will require
mtegrated and coherent action. We recagnize the difficulties involved in

e\o-mghI action, especially if the necessary steps involve any
change. With an eye to constraints on both available public

funds and advocacy energies, we suggest that many changes can be made
mcrementally without diminishing their effectiveness, as long as there is a
clear vision of long-term goals. We urge policymakers and advocates, in
adopting such an approach, not to lose sight of the relationships among

. the parts.
toward these goals will also require considerable attention to

detail. For this reason, we devote the second volume of our report to
spelling out the implications of our recommendations for immediate
action to improve five Federal programs with a major impact on child
health: Medicaid and EPSDT, the WIC Supplemental Food
Titde V (Maternal and Child Health and Crippled Children’s Programs) of
the Social Security Act, the Education for All Handicapped Children Act
(P.L. 94-142), and Community Mental Health Centers and Service
Systems. In volume III the Panel also presents a compendium of

und data on various aspects of maternal and child health, and in
volume IV a series of relevant background papers. Both are intended to
provide additional information to assist policymakers and the public to
arrive at informed judgments in their efforts to improve child health.
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SECTION 1

INTRODUCI'ION

MR 1
MAJOR CONCERNS

‘The Select Panel began its work by collecting information from
hearings, background papers, interviews, site visits, and expert consulta-
tions in aa effort to identify and better define major policy issues in
maternal and child health (7). In this process, we discovered a substantial
convergence among diverse groups and individuals throughout the
country, including parents, health care professionals, researchers and
policymakers, on five overriding problems or concerns. All can be simply
stated, although their implications for new policy directions are not always
as simple to analyze. All focus on domains of health policy where

progress has be>n made already and the Nation has much to
be proud of, but where much still remains to be done:

e Many forms of discase prevention and health promotion are
demonstrably effective, especially for children and pregnant
women, but are still neither widely available nor widely used when
they are available.

e On the average, the heaith status of American children has
improved dramatically over the past two decades, but not all
groups have shared equally in the progress. Sharp disparities

t in both health status and the use of health services
according to family income, ethnic background, parental educa-
tion, and geographic location.

e The profile of child health needs has changed significantly over
the course of this century, partly as a result of our success in
combating infectious disease. As a consequence, our definition,
organization, and financing of child health care must be modified
to deal effectively with the psychological, social, and behavioral
factors that are now major determinants of child health status.

e Whereas the family is and will remain a major influence on child
health and the determining factor in how child health services are
used, the current health care system seldom recognizes or supports
this role. Nor does the system acknowledge or address the health

ications of the changing compoanon and circumstances of
the American family.

e The Nation’s investment in pubhcly supported maternal and child
health programs has been accompanied over the past two decades
by a serious splintering of purpose, governance, and oversight
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mmhmwdwmmmmmuwmcyan
have been at least - addressed in numerous other recent papers
.and reports, which are erenced throughout the text and provide far
mduuﬂthamheg‘mm.&hqmtchapmummtom
concerns as central themes, and focus on how the Nation can most
dfeﬂivdymwgipowiththeminthelmsandbeyond.mauﬁsﬁa
. found in the report, those referenced at the end of each chapter,
can be found in volume I1I (2).

. THE CASEFORM!-!ASIS ON PREVENTION

Avuymgunmbcmdethuvuiomtypaofpievmﬁonand
healthpmmoﬁ_onvork.andthnthsymnotreceivingthemphmmey
 deserve. Renewed national interest and consensus on this point is reflected
inthem*ntSmeal‘sRepoﬂ,HuhbyPeopk.whichemphl-
mthntw:nhahhmofourmw:nmbemde
predominantly treatment of disease, but rather through its
tion™ (3). The report points out that tive measures were in
mrupoﬁbleformajorgﬁnshw status in the past—through
mpmmumammhom;.nnmmmmmmconmup- |
ﬁon._mdotha'devdopmnu.ltugmennyuyeedthatmnyofthe

mpowuﬁalbeneﬁnbfprcveqﬁvemandhalm promotion are
apedﬂlyg.utformothmandyonngchildrm.Thisispuﬂybeuuse
pocitiveinﬂmandtheavoidanceofhanrdsattbebeginningofthe
lifecyclemleadto-]ong-mbmeﬁu,andpntﬂybeanseadispropor-
tionate number of the most effective preventive care measures are directed

‘rouﬁneheatthcareforparﬁcularagegroups(ﬁlnthecategorisof
pmanlcareand\caxeforinfantsandchﬂdrcn. the task force found ample
evidmccofeﬂ'ecﬁvcnmforvaxiousformsof i screening,
immunization, testing, and followup. This list and others like it form the
basis for the Panel’s recommendations regarding needed services, found in
chapter S of the report.

Some Effective Measures

The main problen;. therefore, is not that we lack effective preventive
_care techniques to assist infants, young children, and pregnant women,

-~
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' but that techniques of known effectiveness still have not been applied
widely enough. Data on inadequate availability and use of essential

ry tive care are to be found in a variety of recent surveys and reports
(

Presatal Care

Prenatal care is clearly related to positive pregnancy outcome. Many of
the risks associated with low birth weight can be identified in a first
prenatal visit, and steps can be taken to prevent or correct them.
Conversely, late care or no care is associated with low birth weight,
increased prematurity rates, increased stillbirths, and increased newborn
mortality. A pregnant woman who receives no prenatal care is three times
as likely as others to have a low-birth-weight baby (one weighing less than
2,500 grams, or about 5.5 pounds). In 1977, neonatal, post-nconatal, and
infant death rates were four times higher for babies born to women who
received no prenatal care than for those receiving at least some care (3, 6). .

Despite the effectiveness of timely prenatdl care, fully one-quarter oi all
pregnant women reccive none at all or only belated care. These
percentages are significantly higher among poor, black, adolescent, and
unmamedwomen.thooeinrun]ams.andthoaeovermthevery

most likely to be at high risk from other causes.

Via the provision of prenatal care, public policy can have a demonstra-
ble effect on pregnancy outcomes among high-risk populations. In New
York City, for example, publicly supported Maternity and Infant Care
(MIC) projects provide prenatal care for 1 in every 12 births to city
rendenu.ThroughoutthelSyenrstheprogmmhasbeenmoperauon.

tal mortality rates have been consistently lower for MIC-patients
than for other patients living in districts where the clinics are located, and
also lower than avetage rates for New York City as a whole (7).

Imsnunirzations

Few would disagree that all American children should receive the basic
health protection of immunizations. Yet as recently as 1976, one-third of
all children under 10 were not properly protected against seven major
childhood diseases—mecasles, mumps, rubella, polio, diphtheria, pertussis,
and tetanus. All seven diseases can be fully prevented by immunization; -
their occurrence can result in severe disability or, in some cases, death.

Since 1977, as a sesult of the highly effective Childhood Immunization
Initiative &arried out by the Pubhic Health Service in collaboration with
local school districts,. State and local health departments, professional
medical socicties and interested lay groups, this percentage has been cut
dramatically. By the time children enter elementary school, only 7 percent
now lack polio, diphtheria-pertussis-tetanus, or rubella vaccinations, and
fewer still lack measles or mumps vaccinations (8). The initiative
demonstrates that Federal cffort in close cooperation with State and local
authorities from various service sectors can exert a strong and positive
influence. Although this campaign has yielded a satisfactory outcome in
theshortterm.xtmnstconnnuesothatncwcohonsofchﬂdrmmtcnng
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school in the 1980’s will be likewise protected. Recent epidemics of
measles and pertussis, and occasional recurrences of diphtheria and polio,
remind us that immunizations must be received by each successive
generation. ‘Well-organized efforts could improve present immunization
levels and rid the Nation altogether of certain infectious diseases.
including measles anc rubella.

Nutritional Care

Both thé course of pregnancy and the condition of the infant at birth
are affected by the mother’s dict. Subsequent growth and development of
young children also depend on adequate and balanced nutrition.
Improper nutrition makes it more likely that exposure to infection will
result in disease, that resistance to disease will be weakened, and that
associated complications of disease will result.

In spite of these generally acknowledged facts, a. sizable percentage of
all pregnant women exhibit nutritional deficiencies or imbalapces,

i iron deficiency. Likewise, over 30 percent of all low-income
children are below the recommended dietary intakes for iron, and over 50
t are lacking in one or more essential vitamins (9). Nutritional
problems are especially serious for teenage mothers, who must nourish
their own rapid development as well as that of the fetus.

Once again, preventive care programs exist that bave shown measurable
positive results. The U.S. Department of Agriculture’s (USDA) Supple-
mental Food Program for Women, Infants, and’ Children (WIC), for
example, has demonstrated a positive influence on weight gain during

and on birth weight through nutrition counseling and food
supplements for low-income women. More is said about this and other
elfective nutrition programs in chapter 4.

Esly Childbood Screening for Vision and Hearing Defects

As many as 20 percent of all children in the United States have
problems of visual acuity and another 5-7 percent have some form of eye
disease. About 10 percent of all children have hearing deficits (10). Many
vision and hearing problems can be identified in infancy and in the
preschool years and some, if not identified and. treated at this age, can
have lasting detrimental effectss One ecxample is cataracts, whose

erative effects are far morg severe if not treated early. Another is
strabismus (misaligned eyes), which if uncorrected usually results in long-
term visual deficits, loss of binocularity, or both. A third example is
congenital or infection-related deafness, which if untreated in the young
child may inhibit cognitive and language development.

-~ Screening and treatment for vision and hearing deficits are well

" developeéd aspects of primary medical care, yet a surprisingly high number

of defects go undetected or untreated during-the preschool and school
years, especially. among low-income children. Where screening programs
have been well implemented by local public health and school authorities,
results have often been positive. But national programs and policies that
could" assist in more thorough screening and followup for low-income
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'readn’ng all thase who need care (11).

-

children, .including the Early and Periodic Screening, Diagnosis, and
Treatment (EPSDT) program under Medicaid, still have far to go before

-
P

Preventive Dental Care
Dental caries and periodo disease are the two most common orai

diseases of children. Both are largely preventable. Dental caries alone

- affect 95 percent of the population. By age 11, the average American child

children, the number is significantly higher (12).

has three permanent teeth damaged by decay, and among low-income

“The most effective method to prevent decay is fluoridation of water
supplies or topical fluoride treatment. Yet approximately one-half of all
American children live in areas without fluoridated water. Programs in
school-based screening and education for oral hygiene have been effective
in some areas over the years, but recently have not grown in number.
Likewise, the EPSDT program has increased the use of early dental care
by Medicaid-eligible children, but only about 20 percent of the target”
population bas been screened, and only 25 percent of those screened have
actually been referred for treatment (13).

- - Fgn

-

Accident Prevention

-"~Accidents are the lwding cause of death and disability among children

and adolescents. Motor vehicle accidents alone account for one-fifth of all
child deaths each .year, and 20 percent of all persons who die in motor
vehicles each year are teenagers. Other accidental deaths and injuries most
commonly result from drownings and burns, falls, misuse of household
products, or various forms of substance abuse. .

€ertain available forms of prevention are very effective in combatng

accidents. Especially useful are those that do not require voluntary

)

personal behavior, but instead restructure unsafe aspects of the child’s
environment. As an example, it is estimated that one-third of all passenger
fatalities could be avoided if all cars on the highway were equipped with
automatic restraints (I4). Child-resistant containers have resulted in a
sharp decline in the accidental ingestion of prescription drugs by children.
Other examples of. successful techniques for environmental risk reduction
are numerous, but few of them nave been instituted or encouraged widely

_ as a matter of public policy (15). |

Family Planning

The best way to prevent many childhood problems is to make sure

children are wanted. Studies have shown that parents who plan and space
their children have fewer low-birth-weight babies. as do those who wait to
have children until they are beyond their ca:l; icens. Private, public, and
religious group-sponsored family planning programs have made impres-
sive progress over the past decade in reducing unintended pregnancies,
but an estimated 3 million pocr and near-poor women, and approximately
2 million sexually active teenagers in all income groups, still are not
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receiving needed help. Partly as a result, unwaunted pregnancy continues to
exact a heavy toll in health and emotional costs feom individuals and
society. In fact, estimates indicate that each year about 300,000 unwanted
births occur to married couples; 1 million teenagers become pregnant,

" many unintentionally; and 450,000 out-of-wedlock births result, half of

them to teenagers (16).
Although more examples, could be cited, there is no reason to belabor

the point. Numerous children and pregnant women still do not receive or
practice even those forms of prevention and health prometion we know to
be highly effective. It is easier to document this problem, however, than to
make realistic proposals for solving it. The barriers to appropriate use are

'both varied and numerous, including financial disincentives to parents

and health care providers, disincentives in the organization of health care
services, and attitudinal factors. Succeeding sections of this report address

she issue of how public policies should be devised or modified to provide
‘stronger incentives for an empha3is on prevention and health promotion.

Costs and Benefits

In an era of high inflation and tight fiscal constraints, all public
programs have come under sharp scrutiny as taxpayers demand, and
policymakers seek to provide, evidence that programs are providing
benefits commensurate with their costs. Therefore, it was not surprising
that in the course of collecting information on current maternal and child
health programs and policies, the Panel was urged repecatedly by
policymakers and child health advocates, as well as skeptics of all stripes,

~t0 produce detailed and compelling cost-benefit or cost-effectiveness data.
' We recognize the political realities underlying this advice, and while we

would caution that there are limitations to the usefulness of cost-benefit
analyses in the health field, there is ample evidence that services for
pregnant women and chiidren constitute an exceedingly cost-effective
form of social investment. i <X
Public health professionals have defined three 'ecvels of prévention.
Primary Prevention attempts to avoid tbe developme:s' of a disease by
techniques of protection (immunization or environmentai control) or
promotion (education or nutrition). Secondary prevention is equivalent to
early diagnosis and prompt treatment (screening and followup). Tertiary
prevention is aimed at reducing the effects of irreversible illness to limit
disability and promote rchabilitation (insulin therapy for diabetics,
training programs for the mentally retarded). Recent cost-effectiveness
data on services of all three types suggest that a substantially greater
emphasis on preventive health and mental heal'h interventions is
warranted as a form of social investment.
Some of the clearest examples are from the realm of preveative medical
and dental care:
e A study by the Centers for Disease Control showed that $180
' million spent on a measles vaccination program between 1966 and
1974 saved $1.3 billion in medical care and long-term care by
reducing deafness, retardation, and other problems (17).
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e A 1977 General! Accounting Office report to the Congress found
the cost of genetic screening at birth plus early treatment for seven
common disorders was less than one-¢eighth the projected cost of
caring for an impaired child over a lifetime, everr without taking
into account the extent to whick inflation would drive up iong-
term costs (I8).

e Another study examined the costs and bcncfits of four types of
preventive care provided in some early childhood demonstration
programs in Texas—vision screening, hearing screening, preven-
tive dental care, and identification of congenital malformations.
For each State dollar spent, the study found, more than $8 was
saved in long-term care costs and in income loss avoided (I19).

e The Surgeon General’s Report on Health Promotion and Disease
Prevention points out that dental caries cost 32 billion per year to
treat. A recent analysis reported by the Centers for Disease
Control shows that for every additional $100,000 spent on water
fluoridation, 500,000 cavities are prevented. If each cavity costs
$10 ta fill, this suggests a cost-benefit ratio of 1-to-50 in favor of
fluoridation (20). -

Such examples cannot even begin to convey the dramatic qualitative
difference preventive care can make in_the lives of many children whose
prospects, even two decades ago, were bleak indeed. A case in point was
provided by a June 2, 1980 article in the Miami Herald contrasting the
excellent prognosis for an infant whose hypothyroidism was diagnosed in
Florida’s new screcning program for inborn errors of metabolism with the
situation of a 40-year-old woman whose hypothyroidism was detected too
late to treat. The baby is being successfully treated at home with pills
costing pennies-apiece; however, the woman has an intelligence quotient
(IQ) of less than 35 and is permanently msutuuo_a.hzed at an annual care
cost of $24,000.

Many procedures identified with preventive medical care are an

‘important component of preventive mental health as well. Substantial
gains have been made in preventive mental health in recent years througn
genetic counseling, amniocentesis, improved prenatal care and delivery,
metabolic screening and followup of mfants, 1mmumza.uon, and measures
to reduce childhood accidents and poisonings. All of these measures may
reduce central nervous system damagc, with major long-term costs savings
to families and to soc:ety

Preveutive Eduocation and Counseling Programs

Whereas cvidence of cost-effectiveness is relatively easy to find

regarding preventive medical care, it has proven harder until recently to
produce such evidence in the broad realm of preventive education or
counseling programs designed to enhance pa.rentmg skills and the mental
health and competency of the young child. This is largely because cost-
effectiveness analysis based on the long-termn outcomes of such programs
poses a major methodological challenge. But recent analyscs suggest that
attendance at pmchools, and efforts in parent education, can themselves

~
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be a form of prevention, especially for children at risk of health problems,
child abuse, or school failure.

One cost-benefit study on a limited cohort of children who attended a
compensatory preschool in Ypsilanti, Mich., and were followed thereafter
into high school, identified two major health-related benefits. A goodly
portion of total costs of the preschool project were offset by later savings
because, as compared to a control group, participant children required less

:al education and no institutional care when they reached clementary

_and secondary school. Similar findings have now been reported for a

much wider array of compensatory preschool programs, and are summa-
rized in a recent GAO report and in various scientific journals (21).

A number of other promising preventive approaches aimed at enhanc-
ing child development involve the interaction of parents and skilled
counselors in the home. Among such programs is Home Start, a variation
of the Head Start program which includes education, health, nutrition,
and social and psychological services. In Home Start, a home visitor
serves as a role model and support for the parents, demonstrating how to
heip the child develop and learn. Evaluation of the program has shown
that, at least in the short term, Home Start children gain significantly over
control children on measures of development, and significant positive
changes are produced in the way parents interact with their preschoolers.
The home visitor model has also proven in demonstration programs to be
a cost-cffective method of preventing child abuse (22). Home visitors need
not be highly paid professionals, but rather part-time or full-time
community workers.

The Panel is convinced, on the basis of the testimony, research, and
background materials it has reviewed, that preventive care should be
broadly construed to encompass environmental, medical, and psychoso-
cial interventions of many different kinds dunng pregnancy and the first
years of life, Nearly all forms of prevention are inexpensive, both
absolutely and relative to the costs of subsequent care for problems that
arise in their absence. To withhold such preventive care in the name of
cost containment is penny-wise and pound-foolish at best, leaving aside
the question of whether it is moraly defensible.

Some Caveats

Although the cost-effectiveness of much preventive care for young
children and pregnant women is Clear, the Panel would caution that some
major limitations do exist.in the usefulness of the broad cost-benefit
framework and point of view for policy determination, both as a general
paradigm and when applied to children’s services. Our reservations in
large measure echo those presented in a recent report of the Office of
Tezhnology Assessment (23), but we would argue that special caution is
neasded in applying cost-benefit analysis to children’s programs and
po.icies for several reasons:

e To measure the success of early interventions only in terms of
long-term outcomes places a difficult burden of proof on
programs and policies for children, and one which health care

-
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policy for no other group must sustain. Effects must be very strong
to predominate over the impact of years of subsequent life

ence. We believe that, as with the elderly or any other age
group, it also should he important to show that care improves the
quality of children’s lives in the short-term. This humanitarian
goal is as important as cost-containment or ‘maximum return on
social investment.

e Cost-benefit analysis always involves assumptions about whether
the status quo is acceptable and whether dollar values can be
placed on human life. For example, providing prenatal care for
the many women who currently do not receive it in the United
States would cost somewhat more than we are now spending but
weuld probzoly result in a significant reduction in infant

- mortality, buth defects, and developmental disabilities. How can
one base a decision about this form of social investinent on the
dollar value or opportunity cost of infant deaths and disabilities?

e The case for increased preventive care cannot be argued solely on
grounds &i cost containment because not all forms of effective
prevention will cut costs. Some may, and in fact should, increase
them somewhat. Vision screening, for example, is only effective if
those identified as needing glasses receive them. In simple dollar
terms, it is undeniably cheaper to have a generation of children in
which 15 percent cannot see well than to rectify this problem, even
if national productivity suffers as a result. Again, it is difficult to
design policies or calculate dollar tradeoffs without some prior
statement of fundamental social values.

e Choices about which investments to make with limited resources
always involve a prior judgment about the scope of permissible
cost comparisons. If current national child health expenditure is
perceived as the only frame of reference for analysis of alternative
‘investments, some very difficult choices are presented (e.g., is it
good to invest in prevention of developmental disabilities even if
this means reducing expenditure on some forms of needed acute
care?). On the other hand, if total domestic health policy
expenditure or tota! national expenditure is the frame of reference,
cost comparisons and issues of opportunity cost broaden consider-
ably (e.g., is it more cust beneficial to invest in early prevention
than in various forms of high-technology intensive care? How
should investment in preventive health care for mothers and
children be compared with various types of national defense
expenditure?). We believe that current concerns about cost
containment have driven many to consider cost tradeoffs only in
the narrowest framework, and would submit that a broader range
of cost comparisons is more appropriate. -

e In a mixed private and public heaith care system such as ours,
cost-benefit comparisons involving public expenditure for the
Nation as a whole may lead to different conclusions from those
focused on individual families. For example, almost any kind of
sophisticated, high-technology medical care may appear exceed-
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ingly costly to finance with tax dollars for zall who may need it, but
well worth the cost to an individual family whose child may die or
suffer permanent impairment without such care.

We state such reservations not because they are new, but because they
remind us of the false sense of precision that accompanies many cost-
benefit comparisons. We would contrast the fuzziness and limited utlity
of broad cost-benefit statements with the undeniable usefulness of more
narrow analyses comparing the relative cost-effectiveness of two or more

ific methods for achieving a desired health outcome. The essence of
good national preventive care policy is to be clear and limited in what we
promise, to select specific objectives and techniques for achieving them,
and to be vigorous in evaluating cffectiveness so that money is not wasted.

Adolescents

Most of the discussion to this point has focused on infants, young
children, and pregnant women, because many of the best examples of
effective preventive care are to be found with these groups. The preventive
care needs of adolescents are equally great, however, and continue to
present a major challenge to the health care system and other servicc

stems.

Early adolescence is a period when many patterns of healtb-relatec
behavior with major long-term consequences are first established. It is also
a time when individuals experiment with substances and modes of
beaavior, which, if adopted, can have major adverse consequences for a
lifetime. Statistics on contemporary adolescents suggest that better
preventive interventions are urgently needed for this group. Increases in
the rates of teenage pregnancy, sexually transmissible disease, suicide and
homicide, motor vehicle accidents, alcobol and drug abuse are especially
distressing.

Increased rates of pregnancy among vnmarried adolescents have been a
particular source of concern. These have resulted from earlier and more
frequent sexual experience and inadequate contraceptive practices. In the
period 1971-79, the proportion of girls 15-19 years old who had engaged
in premarital intercourse increased from 30 percent to 50 percent. More
than one-quarter of sexually active teenaged girls in 1979 had never used
contraceptives, and close to two-thirds of this group became pregnant.

The problem in this and other realms of adolescent care is that
policymakers have not really known how to address such problems
effectively. Preventive measures for adolescents have been less clear-cut
than for younger children, for at least the following reasons:

e Few adolescent problems are narrowly medical, and most adoles-
cents at risk are not best served by narrowly problem-focused
interventions or techniques involving only medical personnel.

e Many adolescents do not seek out health care providers or

nnel in the health care system to help them, except when
acutely ill or injured.

e Many of the health “problems™ of adolescents are in fact
symptoms, and preventive solutions are not necessarily best
focused on these symptoms alone (e.g., the availability of a job
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u-a:mngprogram may do more to reduce adolescent pregnancy in
arca tﬁa”ﬁ—iﬁé—enstence of a special adolescent health
clinic)

e Health programs gena'a.!ly regarded as successful among adoles-
cents are often unique to a particular community and difficult to
rephcate.

e The controversy around age-of-consent for teenagers, combined
with controversy between those advocating children’s rights and
those advocating parents’ rights, leads to ground where policy-
makers and others fear to tread.

e In some realms, such as sexual behavior, there persists a major

- political ambivalence about implementing even the least contro-
versial preventive measures (better education about human
sexpality and more widely available family planning services).
This ambivalence persists among policymakers even though
survey Ga*a indicate most parents favor more open discussion of
sexuality and other matters central to the healthy development of

24).

As a result, national health policy toward older children and adoles-
cen!s has been a nonpolicy characterized by categorical programs
fashioned to address limited health problems. The topic of preventive care
for adolescents is raised in various chapters of this report, with the general
view that the Nation still does not know how best to meet the preventive
care needs of this age group and needs more research, demonstrations and
analytic attention to_the matter in the immediate future. The tremendous
importance of adolescent health care is not questioned.

Despite a growing recognition of the importance of health promotion
and disease prevention, many financial and organizational barriers remain
that himit the provision of such services. Foremost is the fact that

entive services are generally not covered by cither private or public
msurance. Insurance, by its very definition, is designed to spread widely
the risk of incurring costs due to illness or imjury. The concept of
tive care does not even fall within such a traditional definition.

In the absence of third-party payment, preventive care is often simply
not provided—cither because consumers cannot or will not pay for it, or -
because unreimbursed providers cannot or will not offer it. Present
incentives drive many providers to offer the most expensive and least

~———prevention-oriented types of ‘care; which-are particularly it ifiappropriate for
children and pregnant women. The result is that only a tiny percentage of
our total national health expenditures currently goes to some form of
health promotion and disease preventlon, despite outlays of $245 billion in
1979 that are expecied to total some $758 billion m another 10 years
unless changes are made (25).

Organizational barriers also limit the _availability of preventive care."
Physicians in solo practice or with only one partner often find it difficult
to take the time tc establish linkages with other service providers such as
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schools, public health authorities, and social workers who can provide
valuable preventive services; some of which may not be directly defined as
“health care.” Few health care settings, no matter how organized or
staffed, have an outreach capacity—which may be important for reaching
children and pregnant women most in need of preventive care.

There is a new receptivity to health protection and promotion among
many practicing health professionals and medical educators, but whether
this is translated into new practice patterns will depend in significant
measure on the creation of new financial and organizational structures.
New approaches to prevention and counseling ha.e gained impetus from
the growing realization among physicians that exclusive focus on physical
medical concerns may not be the best way to spend a routine child health
visit. Indeed, the basic concept of child health supervision is in transition
(26). Because the health needs of young and dependent children involve
the family as well as the individual, effective preventive care for this age
group must be broadly construed to encompass not only the particular
intervention or procedure itself but also the necessary educauon and
social support for the family to ensure its effectiveness.

Effective prevention is often a matter of how services are organized, as
well as whether an effective technique is available. As one example, a
recent comparison of PKU screening efforts in the United States, the
United Kingdom, and Ireland concluded that, despite identical clinical
testing techniques in the three countries, diagnosis is more likely to be
missed in the United States, and treatment delayed, because of inadequate
coordination between in-hospital and out-of-hospital health care. and
inadequate followup of young infants in the community 27).

Preventive efforts can be greatly enhanced by a clear distribution of
responsibility among health care providers, the schools, social service
providers, public health authorities, environmental protection agencies,
and others. Many truly effective initiatives involve close collaboration
among these sectors. It is known, for instance. that among the most

itive results of recent social policy is the improvement of pregnancy
outcomes from community-based programs that include social welfare
and school-based as well as medical components (28). This type of joint
effort is greatly to be encouraged, although at present most communities
do not provide sufficient opportunities for it.

Limits of Prevention

Even as we urge modification of the health and social service systerus to
enhance and expand health promotion and disease prevention services,
the Panel is mindful of the limits to what can be accomplished through
such an approach. Many of the factors that endanger health—such as
poverty, racism, unemployment, criminal violence, poor education—lie
beyond the reach of the health system and its preventive care measures,
even when broadly construed. Moreover, no matter how much we invest
in prevention activities, there will still be diseases and medical problems
requiring the best of curative medicine.

The fact that a preventive technique is feasible does not always mean
that it is desirable to apply. For example, testing preschoolers for
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developmental lags and school-readiness may yield useful results in the
hands of a skilied clinician, but is potentially dangerous if screening
outcomes are used by public authorities to classify or track children. In
general, screening for so-called “high-prevalence/low severity™ conditions
deserves scrutiny, especially if the as<=ssment technique is insensitive or of
dubious validity, or if effective followup does not seem likely.

Likewise, even if a particular form of prevention is both feasible and
desirable, it may only be worth performing for certain subpopulations or
in certain geographic areas. Many forms of prevention can be rendered far
more effective, especially in a time of scarce resources, if they are targeted
to those groups most apt to need them. Targeting is already reflected in
various Federal efforts to vaccinate, reduce infant mortality, and achieve
other specific objectives. Such efforts would be further sharpened by
better prevéition-oriented epidemiology in every State designed to tell
policymakers in some detail where, for example, to place resources to
improve perinatal care or what measures, aimed at which subpopulations
of children, might most reduce childhood accidents. Policy-relevant
epidemiology of this sort remains rudimentary in most jurisdictions and
does not yet permit refined targeung strategies.

Finally, it cannot be denied that many of the most important decisions
to be made regarding prevention are political, not medical, in nature. One
might argue quite persuasively that the most effective way to improve the
health of the American people both dramatically and rapidly would be to
prohibit the possession and use of tobacco products, alcohol, and
firearms. But no one is suggesting that health professionals can or <aould
make such a decision. The tradeoffs between personal freedoms and
reduction of health risks, and the role of the Government in preserving an
appropriate balance between the two. remain difficult value questions that
must be addressed in public policymaking about prevention of illness and

injury.

PERSISTING INEQUALITIES
AMID OVERALL IMPROVEMENT

The past twe decades have seen a remarkable improvement in health
status and access to good health” services by Americans of all ages.
including children. Indicators of overall progress are numerous and
include the following:

e By 1979, the Nation’s infant mortality rate had been cut to 13 per
1,000 live births, half of what it was in 1960. The Surgeon General
believes it is realistic to reduce the rate to 9 per 1,000 live births by
1990. '

e Mortality rates for children 1-4 years old dropped from 109.1 per
100,000 population in 1960 to 68.8 in 1977, and duning the same
period death rates for children 5-14 years of age declined from
46.6 per 100,000 to 34.6.

e Disease rates for a number of infectious diseases have been cut
sharply in a very short time. The incidence of measles dropped
from 38.2 cases per 100,000 population in 1975 to 27.i reported
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cases in -1978. Reported rubella cases declined from 11.8 per
100,000 to 6.8 during the same period.

e By 1975-1976, less than one-half of 1 percent of all children under
18 (0.4 percent) had never been to a doctor. Some 73.7 percent
bad seen a doctor within the past year, and 88.4 percent of all
children under 6 had done so.

e A child born in the United States today bas a life expectancy of
more than 73 years, compared with a life expectancy at birth of
only 47 years in 1900.

These improvements reflect advances in basic social conditions,

environmental health, and medical care. They also reflect the advent of

Medicaid and other-Government programs, the gradual improvement of
organizedprimarycareinpovertyareas,andthchowings’upplyof
primary hedlth care professionals. Above all, taey demonstrate that health
status and appropriatcuseofserviwscanbcinﬂumcedvianaﬁonal
poﬁdes.lnsigniﬁmtmeamre,pmcntpoﬁdcsarebeginningmworh
Moreover, advances for mothers and children are especially enco i
in that they have not been a major component of increases in the Nation’s
health bill. Care for children and pregnant women continues to be a
relatively modest investment, and one with major returns.

Although such advances are encouraging, they do not merit self-
congratulation or a conclusion that child heaith should be downgraded in
priority averthecomingdecade.Anequa]lypowerfulsetoffactscanbc
marshaled to demonstrate that recent improvements have not benefited all
segments of the child population equally. Indeed, for some groups of
children and in some categories of problems, things have improved little

- or are actually getung worse. Itispreciselyinthoscarmsofgreatstneed,

and for those populations in greatest need, where health status indicators
are most worrisome and services most conspicuously absent (29):

e The infant mortality rate of black Americans has decreased over
the last decade, but in 1977 it was still 23.6 per 1,000 live births,
nearly double that of whites. -

e Approximately one-third of all black children are cstimated to
suffer some kind of nutritional deficit, compared with less than 15
percent of white children. Poverty and race are associated with
deficiencies in six of eight specific nutrients.

e In 1977, children under 6 years in the poorest families had almost

- twice as many bed disability days as those in the highest income
category, and a third more restricted activity days. Of children
0—17 years old in the high&st income families, 70 percent were
reported to be in excellent health, as compared to 41 percent in
the lowest income families. Number of hospital days per child
under 17 was almost four times as great for the lowest income
group as the highest, with average length of stay more than twice
as long. Hospitalization rates for minorities were lower, however,
suggesting significant barriers to hospital access.

e In 1974, four times as many poor children under 18 reported

. unmet medical needs as affluent children, with cost and difficulty
in getting to a doctor cited by the majority of the poor as the
reason for not seeking care. ,
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e The high cost of medical care for chronically ill or handicapped
children remains a problem for many families. Coverage under the
Crippled Children’s Services program varies from State to State,
so that a seriously ill child may be covered in one and incur
catastrophic expznses in another. . -

These and similar indicators serve to remind us of a persisting gap in
health status and use of services between rich and poor, white and
minority, educated and noneducated, and also major differences between
regions, States, and census tracts. . )
The Panel belicves that equality of access to services is a policy
objective of major significance, and that the persisting “problem of the
gap™ in health ctatus and health service access must be more forcefully
addressed in the decade to come. Some progress has already been made.
Reduced differentials in infant mortality and physician visits are examples
of positive trends. There is good reason to believe that further advances
are possible at very reasonable cost.

The Goal of Equal Access

The goal-of equal access to health services has proven elusive in pait
because it has been difficult to define and quantify. Access can be
measured by the degree of diffict’ty in obtaining care or by the number
and type of visits to a health care provider. But clearly equal access does
not mean equal use, nor should it necessarily be expected to achieve equal
health status outcomes. In addition, it is only part of what is needed to
solve health problems. Housing, sanitation, nutrition, and other social and
economic determinants are undoubtedly far more important in the larger
scheme of things as predictors of long-term health outcomes.

What most people mean when they describe the goal of equal access is
similar to what is meant in education by the goal of equal opportunity —
the equal chance to benefit from interchange with reievant professionals,

justed in some way to account for level of need. Because low-income
children tend to get sick more often than other children, to postpone all
types of health care, and to go to bospital outpatient departments and
emergency rooms where they receive care which is typically episodic,
equal rates of physician visits between them and other children do not
necessarily signify equal access to services. Nor is quality of services
necessarily the same.

One example of confusion surrounding these points can be found in the
widely differing interpretations given to trends in use among Medicaid-
eligible and non-Medicaid-eligible children. In 1965, the poor had the
fewest physician visits, the near-poor the next fewest, and the affluent the
most. By 1975, this pattern had changed to become U-shaped: the
Medicaid-eligible poor and the affluent had roughly comparable use rates,
and all other poor and near-poor children had less. Does this new pattern
signify that equality of access has been achieved for the Medicaid group?
Certainly, there has been encouraging movement in that direction, but the
answer is probably ro, for some of the reasoms cited previously. In
addition, the new pattern suggests that the poor and near-poor who are
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not eligible for Medicaid—as well as the 20 p?rcent or more of Medicaid"
children and women who move in or out of eligibility each year—are at
special risk because of sharp discontinuities in access for them and their

-Umequal Use
Patterns of use are determined by the underlying distribution of illness,
difficuities of access, consumer incentives and ability to overcome these
problems, incentives to physicians to encourage care, and organizational
‘ that may or may not accommodate various types of service.
factors are difficult to disentangle. Three central problems—not
to mothers and children in their effects but of major importance to
em—continue to deserve special attention: ‘

(1) There is a strong correlation between high family income and
two desirable patterns of care—the appropriate use of preventive
care, and the timely use of routine acute care. Conversely, there
is a relationship between low income and heavy use of clinical
procedures and referrals for specialized therapy. This pattern
reflects several disturbing facts: the barriers that kegp. low-
income persons from routine preventive and primary care, the
absence of appropriate providers of such care far them and
resulting high use of hospitals, the disproportionate amount of
serious 1illness among the poor, and the financial incentives for
physicians and hospitals to refer Medicaid eligibles for various
forms of specialty care. :

The fact that low-income groups do not receive inexpensive
and cost-cffective forms of preventive care is particularly
unfortunate because they have the most to gain from such
services. It is serious enough, for example, that in 1977 almost 10
percent of all pregnant women in New York City had no
prenatal care, and another 12 psrcent had care that began in the
last trimester. However, in Central Harlem, where infant
mortality rates are well above the city average, 30 percent of all
pregnant women recetved inadequate care or no care (7).

Once the poor do enter the system, their care tends to be more
expensive than it should. On the average, hospital clinics, which
perform as much as 50 percent of the care for low-income central
city children, are more than twice as expensive as doctor’s offices
(30). Medicaid foots much of tae bill. and the rest cither comes
77 from the pockets of the poor therr -es or else, in the case of

growing numbers of medical indige:..., from State-and local tax
revenues. The result has been discontent on all sides.

i in the case of children and pregnant women, most
of whose care should be routine, inexpensive, and predictable
but is highly sensitive to factors of distance and price, the lesson
is that organizational structures and financial incentives still do
not operate to generate appropriate patterns of primary care. A
more - decentralized pattern®of primary care is required, one
which is better insulated against the costs of the hospital sector

[1]
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.. ) and better able to provide the necessary outreach to foster
appropriate early care. ‘

(2) Many studies have shown that individuals with a regular source
of care are more likely than others to seek care, even when
adjustments are made for need and other factors. In fact, data
‘from a 1976 national survey suggest that the presence or absence
of a ragular source of care has a greater cffect on access to health
care than either poverty status or race. It is also the single most
important determinant of whether medically “appropriate”
utilization of services occurs. Those who have such a-source use
moré preventive care, are less likely to overutilize, and are more
likely to- expréss satisfaction with the carc they receive (31).
Despite the many advantages inherent in'the continuity afforded
by such a source, more than 18 percent of all children from low-
income families lack one, compared with less-than 6 percent of

- .- children from families with an annual income of ‘$15.000 or

: more. And among those who do have a regular source of care,
poor and minority children are less likely to sec a -particular
doctor regularly, and still less likely to bave an ongoing
relationship with a medical specialist Only 23 percent of poor
families use the same source for sick and well care.

The need to encourage patterns of afithatign with regular care
sources among pcor and minority fam remains a major
objective for the coming decade. ’

(3) .Absolute numbers of primary care physicians have been increas-
ing over the past 10 years—from approximately 128,500 in 1967

- to 141.000 in 1977, with further increases anticipated over the
coming decade.. The supply of primary care physicians has also
been increasing relative to the number of children and pregnant
women. since fertility rates have declineG in the same period.
However, there still are not sufficient numbers of accessible
primary care physicians in areas defined by the Federal
Government as medically underserved. Attracting the necessary
number of qualified physicians to serve in such areas will require
the creation of provider arrangements, whether private or public,
which are lucrative enough, of nigh eriough quality, and offer
sufficient professional satisfaction to be appealing to hecalth

_ professionals as practice settings.

*" Although an appropriate ratio of, primary care providers to

population cannot be precisely defined, the ratio most often
mentioned is 1 to every 2,000 persons. By that criterion, 28
million residents of rural and inner city areas live in underserved

- o= areas, and 14,000 addidonal providers are needed to achieve the
target ratio. Even if onc assumes that in the future more
physicians will locate voluntarily in underserved areas because of
increased overall supply, nearly 13,000 additional primary care
providers will still be needed to serve 26 million persons in 1990
according to estimates of the Federal Bureau of Health Man-
power (32). :

-
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Financial Barriers

Despite the positive effects of Medicaid and various formula and
project grant programs, financial barriers remain responsible for many of
the most serious and persistent inequities in maternal and child health
care. In fact, just over one-quarter of all children under 18 in families with
incomes below $5,000 a year were without any type of health insurance
whatsoever—either public or private —in 1976. The majority of all women
and children have no insurance coverage for outpatient care. Medical
costs. relative to income continue t> be a greater burden for the poor (11
percent) than the affluent (2 percent).

Private insurance coverage is inadequate in many cases (33):

e Less than 30 percent of American children are covered through
private insurance for out-of-hospital. physician visits.

e Employment-based iasurance plans shortchange coverage for
children’s needs. Only 15 percent cover children’s eyeglasses; 9
percent, preventive care; and 32 percent. children’s dental care.

e More than one-halt of the private insurance plans fail to cover
prenatal care; 45 percent exclude postnatal care: 90 percent
exclude family planning; and about 50 percent leave major gaps in
covering newborns during ihe first days of life.

There is also a widespread but erroneous assumption that Medicaid hage-
pretty much guaranteed the poor access to health care. Actually, Medicaid
covers only about three-quarters of the poor, excluding some 7 million
children who are poor according to Federal criteria. Medicaid eligibility
and coverage-varies widely from State to State, including nearly all poor
and near-poor individuals in a2 few States but only a fraction of the poor in
others. In some States, for instance, Medicaid covers only about 10
percent of all poor children and even for that tiny minority, pays only
about 10 percent of medical expenses (30)- Nineteen: States do not cover
maternity care of women during their first pregnancy. Moreover, because
in many areas Medicaid fee sc* dules are very low and the lag tire for
reimbursement is high. many physicians simply do not find it in their
interest 1o participate.

Among the 50 jurisdictions with Medicaid programs, 21 have decided
not to include the medically indigent. Such families—the poor and near-
poor—typically use very few health services, even though they share with
their Medicaid-eligible counterparts an above-average need for such care.
Some States that limit Medicaid eligibiiity or fail to index ceilings to
account for inflation are finding that they avoid one form of increased
expenditures only to incur another when the poor and near-poor turn up
at hospitals or public health clinics as indigents.

In many of the Nation’s larger and older cities. the problem of financing
health care for the indigent is only one aspect of a broader fiscal crisis. As
rhe tax base of such cities erodes. municipal governments are increasingly
hard pressed to make ends meet. Chicago is a good example in this regard.
The city has an eroding tax base. but demand for services is up. Lower
income minority families now make up 42 percent of the city population,
an increase from 22 percent in 1960. Rates of unemployment are
considerably above the national average. Predictably, the supply of health
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services through free-standing clinics, schools, and hospitals has been

" under great pressure as available city funding shrinks but needs increase

(34).
One result is that the Federal dollar has grown in significance as a
determinant of the availability of health services for the poor. Overall
public spending doubled in Chicago between 1970 and 1978, but the city’s
own budget increased only 58 percent. By 1978, the Federal Government
was spending 4.3 times more than City Hall on city services. Nearly all
Federal funds have an influence on maternal and child health care. When
general revenue sharing is cut, school heaith services suffer. When CETA
workers are reduced in number, the city’s health clinics suffer. Health care
is not an independent policy concern, but part of a wider political process.
Heaith services for children. especiaily those of a preventive and
primary care nature, are frequently the first to be cut in a budget squeeze.
In New York City, the health department budget was cut from $50 to $40
million between 1974 and 1978, with an added loss of $20 million in
matching funds. Child health and pediatric treatment centers, school

health programs, dental health projects, clinics for eye exams and venereal
discase treatment were all among the services trimmed (35). There was a
similar disproportionate impact on children’s health services in the wake
of the adoption of tax-slashing Proposition 13 in California in 1978.
Because it is the poor and near-poor who depend most heavily upon
publicly supported services, they bear the brunt of such fiscal cutbacks.

THE CHANGING PROFILE OF HEALTH NEEDS

A third broad concern results from the fact that the profile of heaith
problems among the Nation’s children and pregnant women is changing.
Advances in public health and medical care have led to striking declines
in infectious disease. nutritional deficiencies, and gastrointestinal disor-
ders, which were the major causes of illness and death in children 50 years
ago. Although these problems still affect significant subpopulations. their
continued existence reflects a railure to apply our knowledge rather than
ignorance of appropriate solutions.

Parallel to the decline in traditional childhood disease, however, has
been an increase in attention and concern directed toward such problems
as accidents, child abuse and family violence, learning disabilities,
developmental lags, school adjustment problems, issues of adolescent

sexuality, excessive risk-taking, substance abuse, and the- social and
' emotional aspects of handicapping conditions. In a recent study of seven
primary care facilities, the proportion of children recognized as having
behavioral, =ducational, or social problems ranged from 5 to 15 percent,
and was substantially higher among low-income children (27). Stmilarly, it
has been estimated that 25 percent of physician referrals for children
today are related to psychosocial or behavioral problems (36). Other
manifestations of such problems, which some have termed *“‘the new
morbidity,” (37) include the following.

e Although mortality rates for all other age groups have declined
steadily since 1900, death rates for adolescents and young adults
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aged 15-24 have actuaily gone up since 1960, largely as a result of
the growing toll from accidents, homicide, and suicide.

e Suicide is the third leading cause of death among teenagers and
young adults aged 15-24; homicide is the leading cause of death
among black teenagers and young adults, accounting for 30

t of deaths in this age group.

e Up to 1 million children cach year are the victims of child abuse
and necglect. Between 2,000 and 5.000 die annually at the hands of
their parents os carctakers. -

e Approximately 11,000 girls under age 15 give birth cach year,
incurring significant medical, psychological, and economic risks.

e Between 1975 and 1979, the proportion of high school seniors
reporting alcohol use within the past month climbed from 68 to 72
percent; marijuana use, from 27 to 36 percent; and cocaine, from
2 to 6 percent.

e In 1979 almost 13 percent of women aged 12—-18 were regular
cigarette smokers, as compared 10 8 percent i 1968.

Only some psychosocial and behavioral problems are n - Or increasing
in prevalence. More attention to such issues also has resulted because
diagnostic categories have become more varied and complex with the
growth of the health and social service professions, and because more
physicians have become aware that physical, psychosocial, and behavioral
factors are closely intertwined as they influence short- and long-term
health outcomes. This last point is particularly importani, and has three
major aspects. . -

First, it is almost sclf-evident that behavior is one of the principal

" determinants of health status. This is especially true for children, both

because so many behavioral patterns estatlished in childhood affect long-

term health outcomes in adulthood, and because so many of the

immediate dangers to children are those related to risk behaviors or
situations that admit of bebavioral but not medical solutions. Children’s
physicians and other health professionals are aware that the best form of
contemporary “well-child care™ is one that fosters good basic habits of
hygiene, nutrition, seclf-concept, and personal judgment on numerous
health related matters. None of this can be accomplished by giving an
injection or writing a prescription.

Second, much of child illness has a psychosocial or behavioral
component. For example, both children with various types of handicap or
chronic illness and their families require intensive support well beyond

. traditional medical care if the children are to function effectively in

schools and the community. To cite a different type of example, some
children exhibiting physical symptoms in fact have a psychological
problem. Psychosomatiz illness is still not well understood, but various
forms cf psychosomatic diagnosis have become routine, affecting approxi-
mately 8-10 percent of children (27). Typical symptoms include abdomi-
nal pain. headache, constipation, diarrhea, and other common physical
complaints. '

Fir-lly, some forms of mental illness dand deviant behavior among
children have organic causes that may not be immediately apparent. The
genetic contribution to some types of childhood psychosis and other forms
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of severe damage to the central nervous system is well established. More
pervasive and subtle, however, are organic effects of lead poisoning, and
other environmental insults, that can affect cognitive development and
behavior (38).

In summary, it is important to distinguish among health-related
behaviors, psychological aspects of disease (including behavioral problems
of the handicapped), and the organic determinants of mental health or
mental illness. But each of these is an important element in the new profile
of child health need.

Children’s Problems by Age Group

Good data on the incidence and prevalence of behavioral and social
conditions are hard to come by in this country, partly because many of the
relevant diagnostic categories are somewhat imprecise and partly because
no national survey data exist at any level of detail on the topic. Smaller
studies have succeeded., however, in establishing a causal or predictive
relationship between some psychosocial or behavioral problems and
various background factors. Basic demographic and family-related factors
are among the strongest predictors of many conditions. .

A good deal of uncertainty remains about how various prenatai and

rinatal events influence the subsequent development of the child. But it
is generally agreed that very low birth weight is among the most
significant predictors of later neurological abnormalities and various
cognitive and behavioral deficits. Considerable attention also has been
given to interactions between mother, father, and infant at birth and
shortly thereafter. Some believe that observation of early mother-infant
interaction in the maternity hospital is a valuable mechanism for
estimating psy<hosocial risk (22). Others have focused on teaching parents
how to interact positively with their infants in the hospital (39). Shorter
maternity hospital siays for mothers mean that these and similar services
are more difficult to organize than they once were, suggesting an
important reason for subsequent home visiting.

Among preschoolers, physical and psychosocial growth are very closely
related. The recent report of the Task Force on Pediatric Education shows
that about 14, percent of mothers of children under 5 surveyed in
telephone interviews reported their children had a growth and deveiop-
ment problem of some sort, and .10 percent reported a behavior or
discipline problem. But only about one-half the mothers had discussed
these problems with a professional (40).

Once children begin school, many of their psychosocial problems are
identified and defined in relation to schooling. Typically, boys are found
by observers to have higher rates than girls of problem behavior—
withdrawal, learning disabilities, truancy, aggression, and delinquency.
Some problems may simply reflect high levels of energy, exuberance, or
dislike for school. But behavior that leads to low achievement, falling
berind grade level. or dropping out of school is of major concern. More
than one-fourth of boys and one-sixth of girls still in school du:ing their
mid-teens have dropped below grade level, and the rates are much gher
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for minority students—40 percent for boys and 30 percent for girls (41).

Recent evidence from the 1979 Report to Congress on the implementa-
tion of P.L. 94-142, the Education for all Handicapped Children Act, also
suggests that of the 3.6 million handicapped children being served under
the provisions of the Act, a large percentage have problems that are likely
to include 2 major psychosocial component. In 1978, less than 9 percent of
those served had cithopedic, auditory, or visual impairments; this is
compared to 33 percent who were speech impaired, 25 percent who were
mentally retarded. and almost 8 percent who were emotionally disturied
(42). One effect of this program and other special educational efforts .n
schools has been to increase the demand for accurate diagnosis of school-
related problems. The role of physicians and health professionals in this
process still is not well defined, athough spillover effects have resulted in
increased demand for health services of all kinds.

There is a danger that a heightened awareness of the psychosocial
problems of school-age children may lead to inaccurate or inappropriate
labeling of youngsters. Definitions of such problems do not always reflect
well-established diagnostic criteria. Some States, for instance, are more
likely than others to label a child retarded. California, which has
suspended school-related 1Q testing, reports fewer than 1 percent of its
school children are mentally retarded. But South Carolina and certain
other southern States report figures closer to 4 percent. Such discrepancies
may say more about local labeling practices than they do about the “true™
prevalence of mental retardation among school children: in those States
(42). o | ,
Behavior and learning problems that first appear in- grade school often
persist and grow worse in adolescence. In addition, adolescence intro-
duces a number of psychosocial issues in its own right, prompted by a
quantum jump in cognitive development. the discovery of sexuality, and
the temptation to engage in various risk-taking and potentially self-
damaging activities. Problems of the Nation’s youth are a time-honored
topic and one about which every generation worries. Thus, recent high
levels of concern about adolescent behavior should not be taken to mean
that something is seriously wrong with America’s adolescents. But in
reviewing the eviience on causes of death and disability among adoles-
cents. most are clearly r:lated to behavior rather than disease. . -

Implications for the Health System

The new salience of behavioral and psychosocial problems presents a
major dilemma for primary health care providers. If they are serious about
their mission it is not sufficent to retrench. ignore these major health
problems and determinants. and focus only on infectious disease. On the
other hand, if they hope to have any real influence on behavioral and
psychosocial problems. traditional practice patterns will have to be
altered. Policymakers in turn must provide incentives for appropriate
service delivery structures and modes of service financing.

Some implications of the new emphasis are the following:

(1) The “new” health problems cannot be treated in isolation from
the child’s home. school, and community environments where
behavioral and psychosocial problems begin and -vhere their
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consequences are felt most keenly. Health professionals will not
be effective if they fail to understand the major i~fluences in the
child’s life and interact cooperatively with parents, teachers, and
other professionals and service providers. Moreover, without
such close coordination the potential is great for duplication of
effort, misclassification or multiple and conflicting classifications
of children. and efforts at cross-purposes among various profes-
sionals, including physicians. Prototypic of the need for coordi-
nation between health professionals, parents, and the schools is
the requirement of P.L. 94-142 for the evaluauon of handi-
capped children and preparation of individualized educational
plans for each. The potential for useful physician input in this
process is high. Another example is in health education, where
counseling by the health care provider should correspond closely
to what is taught in the school and promoted by the family.
Because the family is the principal socializing agent for
children, health providers need to understand the sources of

‘stress and support for a child’s parents. The recent resurgence of

interest in home visitors and other means of offering services
within the family setting is one reflection of this fact. Similarly,
there is a2 need to build on the strengths of the home
environment, which health services do not often do. Two-thirds
of teenage mothers live with their parents, for example, and are
often denied publicly financed services because they are mem-
bers of intact family households (43). .
The new importance of behavioral and psychosctial elements of
care also reminds us that physical health problems cannot be
treated in isolation from mental Health problems. Categorical
approaches to mental health services tend to disguise the fact
that most primary health care providers are also providers of
mental health care. It has been reported that up to 60 percent of
all encounters for mental health problems take place in the
general medical care system (32). Primary care physicians
without the ability to diagnose psychosomatic illness, exception-
al stress. the effects of inappropriate health behavior or the
psychological consequences of physical iliness are not likely to
be effective in responding to physical or mental health problems.
The definition of health-related services that should be routinely
provided in organized primary care settings needs to be
expanded to include various services that are not a traditional
part of curative medicine and have often been seen as “boundary
services™ to be provided by others. One good example is
outreach. case management. and social services to families with
special needs to ensure attention 1o preventive measures in the
home, appropriate use of preventive services, and assistance in
obtaining services to make possible a coherent and continuous
response to the child’s needs. Proper treatment for learning
disabilities may not require drugs but rather effective coopera-
tion with teachers or parents to change practices in school or at
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home. Similarly, nutrition counseling may require more than
simply instructing the parent during a brief well-child visit. Or,
consider the example of the adolescent girl who gets pregnant
because she does not see any more attractive alternatives in her
life. This is not a medical problem, but has profound heaith
implications.

Because many “boundary™ services to enhance prevention and
health promdtion tend not to be covered by third-party payers,
there is little incentive to provide them. Implications for the
financing of services are particularly tricky because policymakers

' should probably not offer open-ended reimbursement for such

4)

services without careful control of quality and effectiveness.
Conditions under which“boundary™ services should be financed
are discussed more fully in chapters 5 and 9 of the report.

Whatever the payment mechanism, “boundary™ services will

play an increasing role in health care as the Nauon moves
toward a greater emphasis on prevention and heaith education.
It is noteworthy that State health agencies—when asked to list
actions that should be given highest priority to further reduce
infant mortality~placed first on their list an increase in
consumer ¢ducation about general health care, parenting skills.
accident prevention, nutrition, and the effects of alcohol and
drug abuse during pregnancy. They also emphasized the need for:
sex education in schools and support services such as transporta-
tion (44).
The changing health needs of children imply changing require-
ments for physicians and other health care personnel. This fact
has led to a rather painful reassessment of training priorities by
the relevant health professions, especially pediatrics.

As it has become clear that the .training of general pediatri-
cians is inadequate for many of the child health problems they
most often encounter, the profession has' moved .assertively to
address the problem. The Task Force on Pediatric Education,
whose recommendations already have taken effect in many
medical schools, recently offered a far-ranging vision of needed
reforms in the training of general pediatricians. Similar reforms
are contemplated by family practice, obstetrics and gynecology.
and nursing, to name only a few of the relevant health
professions.

These reforms will have a long-term effect only if fundamental
incentives and organizational structures in medica! education -
and practice are changed. At present, for example, cnly a few
residency programs offer sufficient opportunities for co.nmunity-
based training in primary care. In one major city hospital, the
chief of pediatrics told the Panel that his residents had very little
experience with well children and had great difficulty when they
set up practices of their own handling day-to-day problems of
mothers and children, such as giving advice on breast-feeding
(45).
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The problem of inappropriate training is made more acute by
the projected increase in numbers of pediatricians and other
primary care providers. This trend and its implicatons are
discussed in chapter 12. An increased ratio of health care
professionals to children in 1990 will matter little if these
personnel are not equipped to meet the real health needs of
mothers and children. .

Finally, the new profile of need has implications for manpow-
er mix and coordination among various types of health-related
personnel. Because behavioral and psychosocial needs are not
the exclusive purview of physicians—indeed physicians may not
be best equipped to deal with some of them—there is a need for
team approaches using nurse practitioners and other nurses,
nutritionists, social workers, psychologists, teachers, and others.
It would be a major policy error to have expensive professionals
performing services that should be inexpensive to provide. The
history of insularity within the various health professions and the
absence of shared training opportunities are major obstacles to
effective care. Service structures and incentives will need to be
changed before it is realistic to expect effective primary care in
all of the Nation’s communities during the 1980’s.

£

THE FAMILY AND CHILD HEALTH

A fourth major concern expressed frequently to the Panel was that the
health care system does not adequately recognize or support the central
role of the family in child health, and that the American family itself has
changed dramatjcally over the past two decades, with possible serious
consequences for the health and well-being of the Nation’s children. This
same concern was reflected in the agenda of the National Family Impact
Seminar and the 1980 White House Conference on the Family.

There is no greater influence on the health of any child than the family.
From -conception on, a child is dependent upon his or her mother and
other family members not only for the physical necessities of life—food,
shelter, clothing, and protection from harm—but also for the emotional
support and intellectual stimulation needed for healthy growth and
development. It requires no great expertise to recognize the importance to
any child of a secure, loving, and stimrulating family environment. But it is
important to realize that a family’s ability to support and nurture a child
can be affected cither positively or negatively by a number of external
circumstances, including the presence or absence of adequate income,
decent housing, a safe neighborhood, and close and supportive relatives
and friends. , '

Our growing recognition of the psychological and social components of
health has enhanced our awareness of the family’s importance. An
inadequate home environment can have severe adverse consequences on
the health of a child. Indeed. certain clinical syndromes—accidents and
ingestions, pica (relentless craving for nonfood substances), failure to
thrive, child abuse and neglect—can threaten a child’s survival. Such
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illncsses appear to be linked with family stress, including such problems as
unemployment, drug dependency, marital difficulty, poor housing, illness
in one or both parents, and poverty. :

Research over the past three decades has consistently pointed to family
stress and disorganization as an overriding factor in the development of
behavior disorders and social pathology (46). Much of this same research
has shown that the forces of disorganization arise not so much within the
- family itself as from the outside, from the circumstances in which the
family finds itself and the way in which those circumstances shape the
family’s way of life.

The Family wund Health Providers

The family is not only the principal influence upon a child’s develop-
ment, it is also the intermediary between the child and the outside world,
including the health care system. It is parents who decide when to seck
health care for a child, where to seck it, and from whom. It is parents who
provide the lion's share of all care to a sick or injured child.

Health providers can support, encourage, and enhance the competence
of parents in their role as caregivers, or they can directly or indirectly
undermine and denigrate it. The physician who brusquely orders a mother
to give her child penicillin four times a day for 10 days for a sore throat
without explaining why it is important to do so—even after the throat is
no longer sore—is helping neither mother nor child, for very few parents
will follow the instructions faithfully in the absence of such explanation.
Health providers who make no effort to help parents understand what can
reasonably be expected of a child at various ages, and how the parents can
belp the child master new skills, are likewise failing to support caregiving
competence.

Fortunately, there are examples of ways in which the health care system
can and does promote and enhance family competence in caregiving.
There has been an enormous movement, over the past decade or so,
toward ‘family-centered maternity care. an approach that has been
formally endorsed by virtually all of the professional socicties whose
members are most deeply involved in the care of pregnant women and
their babies both before and after delivery. The precise components of
such carc—and the professional participants in it—vary from one
institution to another, from one community to the next. But at the core is

. one guiding principle—that childbirth education, labor and delivery, and
care for a newborn are enhanced when other family members, especially
the father, become active pariicipants along with the mother and when
health professionals encourage rather than restrict early and frequent
contact between the newborn infant and its parents.

A second example of health care practices that enhance the role of the
family can be found in the increasingly widespread provision for parental
participation in the care of hospitalized children. Allowing parents or
other adult family members to be with a child during diagnosis and
treatment procedures, and overnight if the child is hospitalized, both eases
a child’s fears and enhances the parent’s ability to understand what is
happening to the child and to assist in the care of that child.
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Finally, on a somewhat different level, there is evidence that ecarly
childhood development programs, which include a health component, can
improve both family functioning and competence and the overall health of
children. A 1979 General Accounting Office study showed that such
programs “can result in reduced health. social, and educational problems
in young children,” and noted that those problems, left unattended. *“‘are
expensive and difficult to overcome in later years.” According to the GAO
report. developmental programs for low-income children were most
effective when the child entered at an ecarly age and when parents were
closely involved in the program. Particularly effective were Head Start
Child and Family Resource programs of the Department of Health and
Human Services (DHHS) that utilize home visitors to coordinate health,
education. and social services for enrolled families (27).

Changing Family Composition and Circumstances

Some pronounced changes have occurred over the past two decades in
the composition of American families and the circumstances in which they
live. Some of these changes may have significant consequences for the
health and well-being of the Nation's children, but their full impact is not
yet clear in most cases and is difficult to Quantify in any event.

The past decade has seen an increasing diversity in living arrangements
among Americans, bcth in the composition of households and families at
a given time and in the experiences of individuals over their life course.
Although three-quarters of the population still live in married couple
households, and most still live for at least some of their lives in nuclear
families, the stereotypic two-parent family with the father working and the
mother -raising children is increasingly » *hing of the past. Today"s family
forms include men and women living .. ¢z, single parents, two-worker
families. retired couples. and families -+ : children have moved away.
In the coming decade, these family J..ms will constitute a growing
segment of the Nation’s houscholds. Likewise, as people move through the
life cvcle, they are likely to have more diverse experiences—fewer years
spent in nuclear families. more changes in types of households, moréd
living apart frwm close relatives, and a wide variety of family relationships.

The i970°s wirxessed a steady decline in the proportion of families that
include children. in the number of children per family, and in the nrumber
of children overall in the United States. Although one might think that
fewer children in each family and in society as a whole may make it
possible to devote greater care and attention to those children we have,
there is the danger that families with children will become increasingly
isolated and that the Nation as a whole will devote less—not more—of its
social policy attention to that minority of the population that is young.

At the same time that the number of children has been declining, the

_types of families in. which they grow up have been changing. Although

only 4 percent of all children do not live with any parent, and the vast
majority live with two, the proportion who live with just one parent has
risen from 9 percent in 1960 to 12 percent in 1970 and 19 percent in 1978.
By 1990. it is estimated that 25 percent of all children will be living with
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just one parent and that nearly one-half of all children will spend some
part of their childhood with a single parent (47).

These percentages are much higher for black families. In 1970, some 32
gercent of black children lived with a single parent, and by 1978, this rate
had increased to 45 percent. In fact, about the same number of black
children now live with one parent as with two. -

The increase in single-parent families can be attributed, for the most
part, to an increase in marital separation and divorce. Since 1950, divorce
rates have more than doubled for women 20-29 years of age and have
tripled for women 3044 years of age. Other single-parent houscholds are
the result of out-of-wedlock childbearing. One of every five single mothers
in New York City, for example, has never been married (48).

Single-parent families have lower incom.s than two-parent ones, in part
because they have only one wage earner, in part because that carner is
nearly always a woman and women on the average ecarn less than men,
and in part because women who head families find it difficult to work full-
time while also shouldering sole responsibility for child care and
housckeeping. .

Although poverty rates in the United States dropped sharply in the
1960’s, they remained relatively constant in the 1970’s. The proportion of
children living in poverty actually increased slightly in the 1970’s, largely
as a result of the increase in the numbe: s of single-parent families. The
plight of biack and Hispanic-American children is especially severe—41
percent of all black children and 27 percent of Spanish-ongin children
were living in poverty in 1978, compared with just 11 percent of white
children. -

La many parts of the United States, Spanish-speaking families are the
fastest growing minority. The birth rate of the resident Hispanic

ulation is more than twice that of whites and 60 percent higher than
blacks (49). In secking health services. women and children in these
farnilies must confiont not only the financial and organizational barriers
that other poor and minosity groups face but also cultural and language
differences that impede mgéaningful communication.

In addition to the increase in single-parent families, -the past two
decades saw a major upswing in the proportion of mothers who work. In
1979, 54.5 percent of all mothers of children under 18 and 45.4 percent of
all mothers of children under 6 were in the labor force, compared with 28
percent and 19 percent, respectively.-in 1960. In short, by 1979, 51.4
percent of all children under age 18 years and 42.6 percent of all children
under 6 had mothers who worked. This trend is expected to continue in
the 1980’s (50-52). :

Relevance to Heé.lth

While the implications of these demographic changes for the health of
mothers and children cannot always be pinpointed with precision, some
are fairly apparent. In particular, it seems evident that the increase in
single-parent families has some ominous implications for child health
since such families generally have low incomes and poverty is the single
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biggest predictor of poor health in this country. Further, the unrelenting

stress experienced by a woman trying to raise a family by herself on
severely limited resources can have a detrimental impact on her own
health and that of her children. The same is, of course, true of a single
father, although he is less likely to be poor.

_Stress is also a serious problem for working mothers in two-parent
families, for such women typically continue to carry the major share of the
child care and houseckeeping load at home even as they put in full days on
the job outside of the home. Indeed, stress is perceived as a serious
problem by most American families, whatever their composition, and is
believed by a number of experts to be a significant contributor to the
rising incidence of psycholog i, social, and behavioral problems among
children. Such problems as drug abuse, alcoholism; child abuse, suicide,
homicide, and other forms of violent or aberrant behavior are almost
certainly caused at least in part by family stress. In the 1979 General Milis
American Family Report, 8 out of 10 respondents indicated a need for less
stress in their daily lives (53). ,

Another result of increased participation in the work force by mothers
is that parents are now spending less time overall with their children.
Indeed, one study of sixth graders in the Bay Area /San Francisco-Oakland
found they spent less than 1.5 hours with a parent between the end of
school at 3:00 p.m. and bedtime at 10:00 or 10:30 p-m.—and part of that
was in front of a television set (54). Other studies have shown that
children are more reliant on their peers than they were 10 or 15 years ago,
and that such attachments seem to be more a product of a lack of
attention and concern at home than of any positive attraction to the peer

group (55).

i Child Care |

The ircrease in the proportion of mothers in the labor force has been
accompanied by an increase in the need for child care. Information about
care arrangements tends to be sketchy and outdated, but available data
have consistently shown that informal arrangements in or near the home
predominate. For example, U.S. Census Bureau data for 1974—-1975 show
that 55 percent of al! children 3—6 years old whose mothers worked full-
time were cared for in their own homes by a parent, relative, or other
babysitter; 36 percent went to the home of a relative or other babysitter,
and just 6 percent were in day care centers. ‘

Schools, of course, offer a form of “child care’ for the larger part of a
typical working day. Fully 99 percent of all children 6-15 years old are
enrolled in school, along with 90 percent of' 16- and 17-year-olds.
Preschool enrollments have jumped significantly in rizex? years as well,
partly because of the need for child care but also be:ausc of the benefils
they offer to young children. The proportion of chilirim 35 years old in
preschool increased from 12 peccent in 1966 to more than one-third in
1978. About 83 percent of all children 5 years of age were in kindergarien
in 1978, compared with 68 percent in 1967 (47). Y

Althouzh some pepple have expressed concern about the possible
negat. : consequences that day care may have on child development, a
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recent review of the research literature on the subject offers no support for
this view (56). isting research indicates children of working mothers
develop just as -well on the average as those whose mothers remain at
home and show no difference in the rate of psychological disorders. Iz
general, harmony and parental love within the family are what count in
meeting a child’s needs, regardless of work and care arrangen..:nts. More
data are needed, however, o~ the adequacy of informai care arrangements
and day care for infants. -

In concluding :nis brief section regarding health promotion as it relates
to American family life, the Panel wishes to take note of —but not take
sides in—the highly emotional debate which has surrounded all recent
policy determination aimed at families. The family has come to be a
symbol both for the most conservative Americans, who see it as a private
sanctuary and the building block of a free and libertarian society, and for
the most liberal, who see it as an entity which is highly interdependent
with other clements of the social and economic order and in need of
routine social support, both private and public. We belicve that both of
these visions are right, and that they -are not mutually exclusive. It makes
little sense to choose one of them simply in the interesi of ideological
purity. We hope that in the future, policymakers will weigh the impact »f
policies on the family according to their particular merits or demerits
rather than the broader emotional responses they evoke.

FRAGMENTATION AND DUPLICATION

The Panel’s fifth and final major concern involves fragmentation and
duplication of effort among programs, policies, and providers. Evidence of
this problem was frequent in our hearings, site visits, and expert
consultations—often with reference to gaps and overlaps in service, and
resulting inequities and inefficiencies. Analytic understanding of the
origins of fragmentation and realistic proposals for significant reform were
much harder to come by, however, perhaps because of the sheer
complexity of the phenomena being criticized. All agree that it is 2 serious
problem, but particulars of the problem and proposals for its solution tend
to differ depending on whether the beholder is 2 member of Congress, a
Federal bureaucrat, a State or local agency representative, a service
provider, or a parent.

Four kinds of fragmentation give cause for con<ern: among Federal
programs and policies, among local delivery units, among levels of
government responsible for orchestrating health programs, and among
various categories of personnel working in maternal and child health and

heaith-related ficlds.

+

Fedexrzd Programs and Policies

Since the 1960’s, there has been a tremendous increas< in the number of
Federal programs and policies relating directly or indirecily to maternal
and child health without any comparable increase in cohererce or overall
policy direction for. these programs. There are at present anywhere from
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21 to more than 100 relevant Federal programs, depending on how
broadly maternal and child health is defined (57). The very difficulty in
deciding how many programs should be listed indicates just how complex
the fragmentation issue has become.

Prior to the 1960’s, major Federal involvement in maternal and child
health was largely limited to Title V of the Social Security Act, in effect as
a formula grant program since 1935, and to thee school-based food
supplement programs of USDA which commenced in the 1950’s. The last
15 years, however, brought the enactment of Medicaid, the Comniunity
Health Centers, Project Head Start, increased support for day care,
family planning, compensatory education, and extens:vs 1€w programs
for the handicapped—to name just a few of the biggest programs.

Oversight and administration of the major maternal and child health
programs are sprez:d among a varicty of congressional commsttees and
executive branch agencies. On Capitol Hill, authorizing responsibility
rests primarily with the Interstate and Foreign Commerce Committee and
the Ways and Means Committee in the House, and with the Labor and
Human Resocurces Committee and the Finance Committee in the-Senate.
Major health-related programs in agriculture and education lie outside the
purview of the principal health subcommittees. In addition, the Appropri-
ations and Budget Commitiees on both sides of the Hill wield major
influence over all maternal and child health programs.

Executive branch responsibility is similarly dispersed, with at least 10
Federal agencies involved in interpreting and carrying out relevant
legislation. Many of the major programs are lodged in DHHS within
which authority is divided along several different lines. .

e Within the Public Health Service (PHS), the Office for Maternal
and Child Health (OMCH) administers the Title V program and
several smaller ones, including the Sudden Infant Death Syn-
drome, Hemophilia, Genetic Discase, and certain aspects of the
Supplemental Security Income piogram. Other parts of the PHS
are responsible for Community Health Centers, the Rural Heaith -~
Initiative, Migrant Health programs, and Family Planning, and

- still others handle childhood immunization, health education and
research.

e Although the PHS is responsiblé for most maternal and child
health programs and policies, the Health Care Financing Admin-
istration (HCFA) administers Medicaid, including EPSDT.

e Separate from the programs and policies of both the PHS and
HCFA are those of the Office of Human Development Services,
which admiaisters Title 20 <f the Social Security Act and also
includes the Administration, vor Children, Youth and Families,
which in turn administers the Head Star. program, the Children’s
Bureau, and various youth programs.

All of this division of responsibility occurs just within DHHS; a number
of other major programs lie in completely different departments such as
Agriculture (school lunch and breakfast' programs), Education (the
Education for All Handicapped Children program), Transportation
(traffic safety programs), Labor (occupational health programs), Justice
(juvenile delinquency programs), and Defense (CHAMPUS). There is at
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present little unity, no overarching authority. and only 2 minimum of joint
planning among all these programs and agencies.

Maternal and child health advocates have been particularly concerned
by the downgrading and-dismembering of the Children’s Bureau, which
for years was the focal point for ra” nai policy toward children. Maternal
and child health was brokea off :.om the Bureau at the end of the 1960’s
and subsumed under the PHS. and a variety of addiuonal changes have
diffused authority and responsibility for it and other children’s programes.
There aie many who would like 10 see a single focal point for maternal
and child health recreated within i HS. Absence of such a focal point
has been further brought home by the fact that two of the most
consequential legisiative initiatives of the 1970’s—the passage of P.L.
94-142. the Education for All Handicapped Children Act, and the
expansion of the Supplemental Food Program for *¥omen, Infants and
Children (WIC)—have tzken place entirely outside the DHHS orbat.

Buzt it is easier to criticize the situation than to simplify it. The current
array of programs is no accident. It evolved over time from a complex
interaction of constituency pressures, judicial decisions, legislative enact-
ments, and administrative actions. Each program has a unique history and
purpose, and each has icgislators, bureaucrats. and interest groups who
wish to sustain or expand it. As two major recent studies of Federal policy
toward children make clezr, advocates of increased Federal expenditures
for mothers and children have generally found it easier to win support for
programs focused on special needs or target groups than to seek broader
policy reforms (58. 59).

There are. of course, significant benefits to pluralism. Having more than
one approach to a problem can offer more than one avenue for success. A
single big agency, furthermore. is not necessarily more efficient than a
number of smalier ones. However, having said that, the Panel nonetheless
believes major changes must be made to restructure management of
health’ programs for mothers and children so they can function as a
coordinated Federal-State-community system. This topic is explored more
fully in chapters 10 and 11.

Local Providers

Another concern relates to the wide array of primary care arrangements
in many communities; the lack of coordination among them: the pattern
of multiple use by consumers; and barriers to appropriate use created by
differences in the scope of services, eligibility, hours of availability, extent
of backup care, and other characteristics of these arrangements. Especially
in large metropolitan areas, these problems are common. Private office-

- based practitioners. clinics in hospitals. health departments and schools,
Head Start programs, family planni\ng clinics, public comprehensive care
centers and more exist in close proximity to one another and almost never
operate collectively as a health care “system.”™ .

To a large extent, the familiar two-tiered pattern of care still predomu-
pates in most urban and suburban neighborhoods, with poor mothers and
chiidren receiving care from hospitals and public clinics and more affluent
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ones visiting private office-based physicians. Distinctions between private
and public providers have been somewhat blurred by the advent of
Medicaid; almost 85 percent of general practice pediatricians, for
example, receive at least some of their income from this and other public
programs (60).

Once again, it is easier to describe the problem than to prescribe -
solutions. The Nation is commitied to pluraiism in health care, with a
mixed private-public system and the right of consumers to choose among
a variety of provider arrangements. The historic division of services
between preventive care in public health clinics and acute care in other
seitings evolved partly as a way of avoiding direct competition between
public and private providers. Newer public comprehensive care programs
have been targeted to particular income and age groups in an eifort to
reach those in greatest need, only inadvertently creating inefficiencies
through conflicting eligibility rules and copayment requirements. Like-
wise, many hospitais did not set out to provide primary care but found it
necessary to do so as a result of their ready accessibility, around-the-clock
operation, and responsibility to serve as a care source of last resort to the

r.

Although it is admittedly difficult to overcome fragmentation at the
local level. it can in fact be done, as a few communities have
demonstrated. Cambridge, Mass., for example, once suffered from exactly
the sort of multiplicity and duplication of programs found in so many
urban communities today. However, in 1967 the city council established a
single health, hospitals, and welfare agency under a commissioner who in
turn delegated responsibility for municipal child health services to the the
Community Hospital, Department of Pediatrics. With all relevant public
budgets controiled by a single source, a néew system of school-based
primary care units was set up to provide both sick and wellchild services.
It is still doing well today, offering integrated care to children at a per
child cost significantly below that of other providers (61).

The Denver Department of Health and Hospitals has likewise overcome
the fragmentation problem by pooling funds from a variety of Federal,
State and local sources to create an impressive system of neighborhood
comprehensive care clinics. '

Current examples of service integration or simplification seem to be the
exception rather than the rule, perhaps because they require the talents of
unusually persistent and politically adroit health professionals who are -
successful in tailoring their efforts to unique local circumsiances and
opportunities. One comimunity’s innovative system can seldom be repl-
cated whole cloth in another, and local political conditions and bureau-
cratic “turf” interests frequently make service integration all but impossi-
ble. As a consequence, service coordination is probably a more realistic
goal in most communities than service integration. More’ will be said in
chapter 10 about how to promote this coordiration.

Intergovernmental Responsibility

In maternal and child héalth, as in other realms of human service, there
is a complex division of responsibility among Federal. State, and local
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authorities for defining and achieving policy objectives. Some functions
are currently not pérformed well at any lovel of government whereas
others are performed simultaneously at all -levels—with substantial
resulting confusion about who should be doing what. Inde=d, it is a
challenge of considerable magnitude simply to comprehend -vhat is
happening as various Federal programs are implemented at the State and
local level. .

States differ widely in how their human service structures are organized,
the distribution of responsibility across agency lines, their relationships
with county and municipal governments, and so on. Even when policy
objectives are clearly established by Federal authorities, administrative
and bureaucratic factors unique to each State result :n widely varying
implementation patterns and problems.

Many States now have human service budgets that rival that of the
Federal budget in complexity, if not total dollars. Sta*e program categories
mirror Federal ones, and are in large measure determined by them. Each
State hac its own programs and matching fund sources to link with
Federal monies, making it very difficult to trace Federal dolars as they
merge with State and local ones.

A good example of the complexity at the State level is New York, which
has prepared a “children’s budgel” identifying all State social service
expenditures directed at the 0-18 age group. This document shows 11
program functions spread across 25 different agencies with a fiscal 1981
budget of almost $5 tillion in Federal, State, and local funds (62).

All Federal programs must report periodically to Congress on the
progress they have made toward legislated goals. At a minimum, this
requires data on State comipliance, but programs vary greatly in the
amount of detail they can provide. In general, programs that operate
through formula grants allowing relatively broad State authority and
minimz=] direct Federal management produce the least data on how money
is spent and who is served. Project grant programs produce more such
information, but seldom show the relationship between the program ir
question and other State and local efforts.

If it is sometimes difficult to gvaluate State implementation of Federal
programs, it is not at all hard to describe the views of State and local
administrators about the problems they encounter in trying to use Federal
funds efficiently. State authorities insist they could do a far better job of

-ering health services to pregnant women and children if the Federal
Government would limit its role to defining broad health objectives and
transmitting funds in a manner giving States maximum discretion over
how they should be spent. In the State view, present problems are the
result of categorical program regulations, lack of consistency in, defining
program roles and client eligibility, and excessive Federal paperwork (63).
' The past decade has been especially difficult, moreover, because the
Federal Government has been enlarging its goals, paying less, ana
demanding more.

An equally forceful case is made, however, by many groups who
welcome the Federal involvement and wish that Federal control of
maternal and child health programs could be increased, not lessenzd, so
that policy objectives can be pursued with more or less- equal vigor
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everywhere in the Nation. Indecd, as the Panel’s site visits’'made cl’ear, itis
likely that in some States, an enlargement of State authority and
curtailment of opportunities for local communities and consumer groups
to deal directly with Federal authorities might well 1isk limiting access to

" health care for many poor and minority children and mothers. :

There is nothing new, or necessarily unhealthy, atout thé® federalism
debate. It has grown acute in the maternal and child health dcmain,
however. partly because of recent fiscal trends and partly because the
history of Federal programs relevant to maternal and child health presents

" an unusually stark contrast between programs like Titie V and Medicuid,

which offer the States substantial autonomy, and those such as Jiead
Start, the Comprehensive Health Centers, and other projéct grant
programs, which largely bypass State decisionmakers. This contrast is
mirrored in every State by two parallel planning processes: one v.2 the
State health department focusing on ma’ernal and child health and
crippled children’s services, the other vit the federally mandated health
service agencies focusing on federally supported programs.

In the coming decade, conflicting pressures for greater Federal
accountabilty and greater State autonomy must be expected to continue.
Once again, the virtues of pluralism are matched by its limitations.
However, the Panel believes that certain steps can be taken that will better
specify national goals, delineate more precisely the role of the States in
attaining these goals, and reduce at least some of the burdens pregently
perceived by State decisionmakers. We return to these and related issues
of govermance in chapters 10 and 11.

Personnel with Relejr?a_l_!t Expertise

Another aspect of the frag:nentatisg problem results from the rapid
increase over the past 30 years in the number and types of professionals
whose expertise is relevant to the health care of children and pregnant
women. Increase in absolute numbers of personnel probably is less
significant in this regard than the growth of new specialties and categories
of personnel. The growth of new career tracks within and outside
medicine has raised the stakes considerably for those who would
coordinate efforts across all relevant professions and public service
sectors. :

Health care for children is by no means the exclusive province of
pediatricians. A wide variety of generalists and specialists are caring for
youngsters of all ages'in private offices, major mediczl centers, community
hospitals and public clinics. There has been a significant growth and
diversification within the nursing profession as well, producing many
different levels of maternal and child health care skill. Graduates of

iatric and family nurse practitioner programs, for example, can meet
about 80 percent of all child health needs, although that does not
necessarily mean they can treat 80 percent of zll children. The arrival on
the scene of such highly trained personnel does, however, raise questions
about the appropriate division of labor between them and physicians in
primary care setungs. -
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Very significant growth has also occurred in the number and types of
professionals in various health-related fields, including mental health,
psychology. nutrition, social work, and special education. In the schools.
personnel with health-related expertise—such as learning disabilities
specialists and counselors—have proliferated. As attention to psychosocial
and behavioral problems grows. it is inevitable that these personnel,
school nurses. and professionals in the mental! health system will share
responsibility with physicians for screening, diagnosis, counseling, and
treatment. Similariy, as “boundary™ services such as case management
and advocacy. iransportation. and home visiiing come to be seen as .
essential in promoting appropriate patterns of use, social service workers
will find that they increasingly overlap in responsibility with health
“professionals. Within all of the growing nealth-related professions there is
an unmistakable trend toward specialization. adding further complexity.

The past 20 years have also seen a new emphasis develop on the role of
paraprofessionals in offering many access-related services for low-income
populations. In Denver, for example, demonstrations in home visiting
have involved community residents with no medical training (64). These
visitors ensure that children and parents in need of services are 1dentified,
know about the community clinics, and use th« clinics appropnately.

On balance, it is certainly good that the Nation now has more health
professionals and related personnel, with more diverse skills. However, a
strong centrifugal tendency has been created by this trend. New
professions create new turf. Especially in the realm of psychosocial and
behavioral problems, there has been a proliferation of new diagnostic
categories and therapies, sometimes incongruent with one another.

Problems of fragmentation are likely to worsen in times of funding
cutbacks as narrowly defined priorities within health, mental heaith,
education. and social service sectors take precedence over cooperative and
collaborative efforts across the lines. This tendency is especially unfortu-
nate for -children. who mcost need a broadly based, all-encompassing
pattern of care. Consider, for instance, the prevention and treatment of
child abuse—a problem that routinely demands the collaboration of
professionals in four public service sectors: the courts, protective services,
the health care system, and the schools. If any one of these sectors
withdraws, declaring child abuse is nat its problem, effective action
becomes much more difficult. -

“Team care” within the primary health system also is a matter of
professional collaboration. The need for more such care has been asserted
frequently over the past two decades and is asserted again in this report.
In some cases. it is already a reality. Within pediatrics, most younger
physicians are now opting for group practice arrangements which pool the
expertise of colleagues with different specialty interests along with nurse
practitioners and other personnel. These are the primary care practice
settings most likely to be professionally stimulating and to provide highest
auality care. The federally supported Comprehensive Health Care Centers
offer an evenn more ambitious model, where physicians and rurses work
side by side with nutritionists, dentists, mental health professionals, social
workers, and eariy childhood educators. However, routine collaboration
between diverse professionals remains the exceptzen rather than the rule,
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and even referral or consultatien patterns tend to be very limited.
Consequently, the interests of children are not as well or efficiently served
as they might be. ~

Economies bf joint effort are likely to occur over time only if training
opportunities, organizational structures, finanging incenuves, and con-
sumer education are designed to promote them. Because the cost of failing
to promote joint effort is so great—in terms of both dollars wasted and
low quality of care—the Panel believes that high priority should be given
to promoting better collaboration among professionals and service sectors
in the future. Strategies for advancing toward this end are discussed
throughout the report.

&
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This introductory section, although designed to capiure and order the
principal concerns that emerged: from the Panel’s contacts with parents,
bealth professionals. researchers and policymakers. is 20 more than a
rudimentary map of the terrain. Readers seeking more detail may wish to
consult the sources referenced in the text, and the materials published in
volumes II, I11, and IV of this report (65). ?

Succeeding chapters of this volume return to the concerns outlined here
and attempt to sketch a nationai strategy for addressing themn These later
chaptens will examine major components of national health care policy—
health protection. and promotion efforts, needed services, the delivery
system, financing of services, administrative arrangements, manpower
planning and research—to see how cach can become more effective in
meeting the concerns highlighted here.
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SECTION 1I

-IEALTH PR\OTECTION
AND PROMOTION

CHAPTER 2
REDUCING ENVIRONNIENTAL
RISKS

Hazards in our physical environment-—in the air we breathe, the water
we drink, t_.hc food we cat, the materials we work with, the homes and
comxnunities where we live, the cars we drive and the products we use—
can profoundly affect the health of our children both before and after they
are born. Many of these hazards are the unanticipated and unwelcome
byproducts of the industrial and technological revolution which has
transformed our lives in the span of a single century. Some have been a

. source of concern for years, others have only recently been recognized as
problems and still more are likely to be identified in the years to come.-

- The 1979 Surgeon Geperal’'s Report on Health Promotion and Disease
Prevention estimated that 20 percent of all mortality in the United States

is due to environmental factors. Risks in the physical environment bear
especially heavily on infants and children because of their vulnerability as
young, developing organisms, their increased sensitivity to certain sub-
stances, their small body weight and greater exposure to certain toxicants,

Y andalsobecauscacposuretoenwronmemalnsksmayspanmany

Many of the factors in the environment which threaten health during
pregnancy and childhood can be controlled at least to some extent. To
realize the importance of this point, one need only recall the major gains
which already have been made as a result of public health initiatives over
the past century. Improved sanitation, housing, and water; supplies have

" dramatically réduced the incidence of many infectious dxs&ses Food
safety has been greatly improved. Fluoridation has reduced the hazard of
dental caries for millions of Americans. These and other public health
measures have been major success stories, and also have proven highly

- cost effective.

However, after a period in the Nation’s history whcn environmental
health programs have accomplished much, certain old problems persist for
particular subpopulations and some new problems have been creatsd or
d:scovered which affect us all. Many of the old problems are:

because effective preventive strategies are at hand and sxmply l?ve
not been: fully implemented. .
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1he new-and newly discovered problems, while no less important in

. their potential consequences, often are more complex in cause and less

easily addressed. These problems have been created in large part as

byproducts of the Nation’s rapid industrial expansion, increased urbaniza-

tion. and new technologies. Examples include threats to the fetus, the

newborn, and the child presented by chemicals in the environment, nisks

© posed by various drugs and food additives, and fertility-related radiation

risks in the workplace. The significance of these and similar environmen-

tal concerns is unquestioncd, but national strategies for combating them
are only beginning 0 emerge.

Issues of environmental risk to children and pregnant women are very
complicated and in.some regards beyond the scope of the Panel’s charge
from Congress. In this'report we cannot presume (o analyze fully all of the
many and diverse factors in the physical environment contributing !0
lifetime disease and disability, or all of the public policies designed to
influence these factors. Instead, we are forced to be selective, focusing
only on those aspects of the physical environment which (1) are known to
be the major direct causes of death and disability among infants, children,
and adolescents, or (2) exert a strong influence during pregnancy and
childhood which is known or presumed to have major consequences for

) health later in life. This approach reflects the current profile of
. demonstrable health risks to children and pregnant women. Ir. some
regards it will undoubtedly be superseded, or modified in emphasis,
during the coming decade as new risks come 10 light and new technologies
are developed to combat them.

Although children and pregnant women have unique susceptbilities
which make it important to cousider them separately from the rest of the
e population, we also acknowledge a certain inevitable artificiality in,
. focusing only on these groups. Mot environmental health concerns apply

to the entire population, not just 1is unborn and youngest members We
" believe. however, that it is both feasible and highly desirable for the

Nation to develcp a coherent health policy for mothers aad children
which includes as one central component a strong emphasis on environ-
mental health. In recent years, public health and environm- ..tal protection
licies often have tended to evolve separately from ‘maternal and child
health policy. This form of fragmentation, which has potentially serious
consequences. should be combatted bocth conceptually and in the
organization of health-related programs and policies in the future.

-

. THE MAJOR HEALTH THREATS

* .

Our review of the evidence on environmental hazards to mothers and

. children suggests that there are four domains ot risk which deserve special
attention in the coming decade. We make this judgment on the basis of
the two criteria mentioned above, and also because we believe that in each
of these four domains much can be done with existing knowledge and
technology to prevent or mitigate ncgative health outcomes. Citizens and

>
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policymakers have an effective and varied repertoire of inst.uments to

applv. The four domair
e Accidentsofz ... infancy, childhood and adolescence, with

special emph: - otor vehicle accidents and those in the
home. :

e Chemical and radiauon risks to the fetus, the infant and the child,
with attention to the dangers of toxic wastes, pesticides, lead, and
other pollutants, as well as X-rays.

e Hazards posed by drugs and foods, with particular focus on
nonprescripti®n drugs, food additives, and substances presenting
special risks during pregnancy. .. . ‘

e Problems caused by inadequate or unhealthful water supplies,
with attention to the need for wider fluoridation, potable water in
all homes, and adequate sanitation.

These topics are analyzed in the sections which follow.

Several general prints emerged in Panel discussion of health protection
strategies which cut across all of what follows. These we mention at the
cutset:

(1) The evidence suggests that many kinds of injuries and health
problems can be more economically and more effectively
reduced by changing environments than by trying to change
behavior directly. Often the most effective strategies are those
that work automatically. without action on the part of the person
being protected (e.g., automatic passenger restraints in cars).
This does not imply that education and the sharing of informa-
tion are unimportant. Strategies for effective change almost
always involve educational elements as well as structural changes
ir; the environment. However, in many areas of risk reduction,
education alone is not sufficient to bring about desired results.

_ As or<¢ expert consultant to the Panel wryly observed, it does no

‘ good 1o enjoin citizens to jog if the only place they can run is on

! 2 city street right behind a diesel bus.

{2) Strategies for health protection should not be automatically
equated with regulatory action. Although some of the most
effective policies to reduce environmental risk have involved
regulation, many other approaches involving both pri.ste and
public effort and collaboration have shown positive . :sults.
Indeed, few serious hazards admit of purely regulatory solutiors.
Most are more complicated, requiring multiple strategies and the

- work of diverse groups to overcome them.

‘ (3) Cost-benefit reasoning has become a central component in all
policy analysis relating to environmental risks. The Panel
recognizes the need for such analysis, but the cost-benefi: factors
frequently considered in evaluations of propesed or actual
interventions to reduce environmental risks must place adequate
vzlue on the quality—as well «s the economics—of life and
health. This is especially true for interventions affectirg children.
Otherwise cost-benefit analysis presents in the guise o’ rationali-
ty an essentially irrational approach to public policy.
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(4)

(3

(6)

One important contribution which policymakers can make is to
provide citizens the information and the means to assess for
themselves the magniiude of environmental risks. This theme is
also expressed in the chapters which follow on improving
nutrition and other health-related behavior. Much confusior
exists at present, resulting in predictable anxieties among parents
and other citizens. because it is hard to know what is truly
harmful and what is not, and to calculate personal nsk in the
context oi myriad daily activities. While policymakers should not
be expected to offer a fine-grained analysis of comparauve
rnisks—an undertaking which would prove impossibly complicat-
ed in any event—they should-routinely provide clear statements
cnabling parents to understand the general magnitude of risks
and the probability of negative health outcomes.

Because risk is inherent in all human activity. and learning.to
cope with risk is a very important part of growing up. it is
simplistic and unwise to fashion policies which are designed only
to insulate young people from hazards. Instead. children and
adolescents must learn. in developmentally appropriate ways,
how to manage risks in their own iives and make prudent
choices. Introducing children to sensible patterns of decision-
making is a challenge to parents, teachers. health care providers
and many others who influence the thinking of young people. It
is also a challenge to all those who structure the environments in
which children live and play.

Finally, if FederaBpolicy is to continue to play an important role
in protecting the health of children and pregnant worzen, various
Fed.iul agencies will need to stréngthen considerably their
coordination with one another over the coming decade. Health
protection responsibilities are assigned 10 numerous units within
the Department of Health and Human Services (DHHS),
including the Food and Drug Administration, Centers for
Disease Control, National Institute for Occupational Safety and
Health, National Institute of Environmental Health Sciences.
National Cancer Institute. and National lnstitute of Child
Health and Human Development. Beyond DHHS there exist
many relevant regulatory and research efforts at the Environ-
mental Protection Agency. the Department of Labor’s Occupa-
tional Safety and Health Administration. the Consumer Product
Safety Commission. the Lepartment of Transportation’s Nation-
al Highway Traffic Safety Administration. the Department of
Transportation's Bureau of Alcohol, Tobacco and Firearms, the
Federal Trade Commission. and the Department of Agriculture’s
Food Quality » . 3afety Service. One reason the Nation still
lacks a cohesive poiicy for the health protection of children and
pregnant women is the complexity inherent in trying to under-
stand and coordinate efforts across these disparate entities. In
recent years, however, there have been encouraging indications
that such coordination is possible and is sought increasingly by
the agencies themselves. Various interagency policies are men-
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tioned in the sections which follow. These deserve 1o be
reinforced and further developed in the coming decade.

ACCIDENT PREVENTION

" Accidents of all kinds are the greatest single cause of death ‘and
disability among children. Accidents alone account for approximately 40
percent of all deaths among those 14 years old, and 50 percent among
children and youth S5-14. Motor vehicle’ accidents cause a major
proportion of these fatalities, while the rest are attributable to such factors
a;s burns. falls and drownings, which usually take place in the home or
neighborheod.

Although fatal accident rates for children have declined over the past 50
years, these rates have not decreased as significantly as those for other
causes of childhood mortality. In the case of motor vehicle deaths, the
rates have decreased only somewhat for children under 14 and have -
increased significantly for older teenagers:. Serious infectious diseases have
been combatted much more effectively during the same period, with the
result that they have become less important, and accidents more
important, as factors in the overall profile of child health risk. When
motor vehicle and other accidents are ‘combined, the United States is
second only to Canada among i0 Western industrialized nations in its rate
of accidental deaths among children. Before the Nation can again
" experience a significant decline in childhood mortality, renewed efforts .
must be made to define and carry out effeftive” accident prevention

policies.

Motor Y7 Tcuw Safety

The facts aboui child motor vehicle accidents are grim indeed:

e Fully one-fifth of all child deaths can be attributed to automobile
accidents each year, including the deaths of more than 1,000
children who are under age 5.

e More than 46.000 l—4—year-olde are senously injured in auto
accidents each year (1).

e Motor vehicle accidents account for over half the total senous
accidents experienced by children.

e Teenagers have the highest motor vehicle death rate of any group.
accounting for 20 percent of all motor vehicle deaths in 1978 (2).

Such statistics, if reported from some distant battlefield, would make the-,
country sit up anc take notice. It is shocking that they reflect routme
realities on American highways.

Various strategies for reducing auto fatalitites clearly could make a
difference if fully implemented. Use of seat belts and car seats has
received particular attentior because appropriate use could cut in half the
likelihood of death or serious injury in an accident. Yet fewer than one in
five drivers presently uses a seat belt, and more than 90 percent of children
under age 10 are unrestrained when traveling in c~rs. Even when parent
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drivers are using their own seat belts, more than 75 percent of children are
not restrained (3).

Passenger safety systems are as important for infants and very young

_ children as they are for oider children In a recent public service

advertisement., the Geueral Motors Corporation reminded parents that in
a 30-mph cd!lision, a 10-pound child can exert a 300-pound force against
the parent’s grip, making it almost impossible to hold the child safely on a
lap even if the parent is wearing a seat belt. When traveling unrestrained.
ir ants or young children are often killed in accidents that adult
- passengers survive.

Recent campaigns ‘o educate the public about the importance of child
restraint systems and to increase their use have been initiated no* only by
- auto manufacturers and traffic safety authorities, but also by heaith care
providers. The American Academy of Pediavuics has launched a major
accident prevention campuign urging all general pediatricians to recom-
mend car seats at a prenatal visit, promote safety belt use by pregnant
women. include counseling about infant and ¢ 1 car safety seats in office
visits, furnish parents with a list of approt car seats, and establish
“loan-a-seat’” and seat recycling programs (4). inese 2nd other education-
al efforts afe positive steps, which gradually should create an improved
climate of public awareness. In addition, the Panel believes there would.be
value in periodic bumper sticker campaigns to remind parents of the need
to use child passenger restraints. '

In the long run, however, it is probzble that motor vehicle injuries will .
be reduced most effectively by changing the characteristics ‘'of motor
vehicles themselves. One good way to do this is to require that all new
passenger vehicles be manufactured with passive restraint systems—
automatic seat belts or air bags—and also incorporate other structural
design features which reduce the chances of death or injury on impact.
The Insurance Institute for Highw:y Safety has estimated, for example.
that nearly 39.000 persons who died on the Nation's highways between
1975 and 1978 might have lived had vehicles been equipped Wwith air bags
(5)- : -

Federal Initiatives

The Panel notes with enthusiasm two recent Federal policy initiatives
‘which could substantially increase the safety of autos for all citizens,
children and pregnant women among thém, over the coming decade.
These are the rulings by the Secretary of Transportation that all new cars
must be equipped by 1983 with devices automatically protecting front-seat
passengers. and the development by the National Highway Traffic Safety
Administration (NHTSA) of prototype vehicles incorporating innovative
safety technology. Timely implementation of the Secretary’s ruling
deserves very high prionty. as does further development.of safety
standards governing auto engineering and interior design based on the
NHTSA prototypes. o
.- In addition to these initiatives, we believe the unique vulnérability of
infants and children requires that NHTSA and the auto industry intensify
their erforts to develop special performance standards for child passenger
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safety. This effort should invoive a review of vehicle interior design with
particular attention to dangers for children. It also should involve a review
of automatic restraint systems to determine their effectiveness for infants
and young children and, if nccessary. the design and” requirement of
special systems of automatic restraint for these groups. One important step
in the right direction was the 1979 NHTSA standard requiring that child
car seats meet certain structural criteria and that instructions on their use,
be permanently posted on the restraints themselves (6).

-~

State Action

Because many : pects of highwa_ ' safety are the responsibility of the
Nation's States anau localities, it would be misleading to equate highway
safety policy with Fe leral polidy alone. Several States have adopted or are
considering new laws requiring that infants and young children be placed
in car seats or other safety devices while traveling in motor vehicles.
Tennessee adopted such a law in 1977, defining as a misdemeanor the
failure to use an appropriate restraint with any child under 4 years of age
(7): Impiementation of the law has been combined with a major public
information campaign. Effects have yet to be fully evaluated, but the new
legislation :s known to have resulted in increased car seat use. Reductons
in child mortality may not be as great as hoped. however, because
Tennessee continues to permit infants and young children in autos to be
heid in the arms of an adult (8). )

The Tennessce law is an example of a wide range of innovative policies
for child motor vehicle safety which should be promoted by the States. At
present. 2 modest componént of NHTSA grants to the States is set aside
for occupant protection programs. This percentage could be increased,
and some part of it earmarked for innovative child safety programs. One
typical problem which might be addressed by State demonstratuon
projectsis the need for improved safety systems in school buses and other
conveyances for groups of children.

Other policies involving close Federal-State collaboration can have a
very positive. though indirect. effect in reducing child auto deaths and
injuries. One is simply to maintain and enforce the national 55-mph speed
limit. A significant reduction in traffic fatalities was observed after the
new speed limit was adopted in 1974 (from 54.052 in 1973 to 44.525 in
1975). However, traffic deaths are climbing again (to 51,083 in 1979) as
enforcement has lapsed in some States. Safety benefits justify con;ijua.nce
of the 55-mph limit regardless of whether energy savings provz consequen-
tial in the long run.

Highway design modifications also can help reduce both the number
and the severity of accidents. More than a third of all motor vehicle deaths
and severe injuries occur when vehicles leave the road and strike ngid
objects—trees, utility poles. bridge abutments, 2~ the like (8). Removal
of such objects where possible. modification of others to break or yield on
impact. and the placement of energv-absorbing materials between such
objects and the road could signif untly reduce the toll of highway
accidents. Similarly. traffic safety features can be built into plans for the
redevelopment of urban streets and recreation areas., where chiid
pedestrian deaths are most iikely to occur.
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Another obvious way to reduce risk is by individual decisions among
parents to travel by public transportation and have child and"adolescent
family members do likewise. In 1978, 90 people died in commercial bues,
while 28,000 were kilied in passenger cars (2).

>

Two-Wheel Motor Vehicles

Motorcycles, while used by a smaller group of Young drivers. are a
much more dangerous mode of transportation than cars. Because for some
youths the motorcycle is not only a means of transportation but a symbol
* of freedom—and at times rebellion—the high risks involved seldom act as
a serious deterrent to use. According to the Motorcycle Safety Founda-

tion, helmets are one effective means of reducing fatalities and serious.

injuries rerilting from motorcycle accidents (9). Not all States have
mandatory aelmet-use laws, however, and in States without them, helmets
are worn only about 50 percent of the time.

Since 1976, 27 States have repealed or weakened their helmet use laws.
In the same period, motorcycle fatalities have increased by nearly 48

cent even though new motorcycle registrations huve increasec by less
than 1 percent. Two to four times as-many head injuries are sustained by
unhelmeted cyclists as by those wearing helmets. Many of these injuries
require extensive medical care and some involve long-term disability. We

believe the high public cost of motorcycle injuries should make helmet

safety. more than a matter of individual choice.

The risks of mopeds and minibikes also can be considerable, not only to
the operators but to auto drivers who may not expect to find such vehicles
in the streets. The use of mopec: and minibikes is relatively new in the
United States. Mopeds were rare prior to 1975 but it is now estimated that
more than 550,000 are being used (10). Data on moped accidents show
that in 1979 these vehicles accounted for 3,780 1njuries to children upder
age 15. Moreover, two-thirds of moped operators involved in accidents in
th:s country were under age 25 (11). .

Although the Department of Transportation regulates the construction
of mopeds, no Federa' authority regulates the construction or use of
minibikes. It is commozn.y thought that these vehicles are intended for use
* “off the road.™ Yet, the minibike is capable of traveling up to 50 mph and
is constructed in such a way that a 4-- car-old child can operate it. Anyone
can purchase or ride a minibike, and they frequently are stocked by local
toy deparuments. -

It seems only reasonable, if mopeds and minibikes are in fact used on
the roads. that operators be licensed by the States and be required to wear
helmets. Because reporting procedures so often confuse mopeds and
minibikes with motorcycles and bicycles, definitions also need to be
clarified so that accurate accifent and injury data can be collected.

Alcohol Use

Finally, it is well known thawghe greatest individual risk factor for fatal
car accidents“is alcohol use. This is a problem for all ages. but of special
concern with adolsscent drivers. Drivers 18 years of age and younger were
involved in 7,862 fatal vehicle accidents in 1979, and it i1s estumated that
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alcohol was a factor in more than half (iZ). Although the Pazcl does not

wish to recommend that the age of licensure for motor vehicle operators

be raised to 18, it is worth noting that this step aione would have a major
impact in educing serious accidents. More cquitable, we believe, are

licies which improve driver education and impose strict penalties for
drunk driving among teenagers, such as the mandatory revocation of
licenses and mandatory attendance in group or individua! counseling
programs for youtiful first offenders. :

In summary, the Panel strongly recommends that parents, schools.
corporate and labor leaders, health care persoriscl, private voiuntary
organizations and public policymakers work independently and collabora-
tively to bring about a major improvement in motor vehicle safetv for
children and pregnant women. An adequaic national policy wi'. have
man; ¢lements, incluc’*ng as an absolute minimmum the following:

e Health care p: . 7iders, community-based volunteer organiz "1ons,
automobile de¢ s and insurance companies should encourage
the use of aul .aobile rest: ‘nt system.s for childrer from early
infancy on.

e Manufzcturers should make further efforts to develop inexpensive
znd effective child resiraint systems for nfants and small children,
and such systems should routinely be available fiom autc dealers
as an option for new car buyers. .

e Thec National Highway Traffic Safety Admiristration should take
three steps to strengthen child motor vel..cle safety: (a) resist
further delay in the deadline for equipping all new cars with
passive restraints that automatically protect iront seat passengers;
(b) unless auto manufacturers act within the next 5°years to take
appropriate action voluntarily, proceed with mandatory standards
for incorporating proven safety technology into-vehicle designs,
including the. engineering features demonstrated in NHTSA
prototype automobiles; and (c) intensify efforts in the coming 5
years to arrive at adequate special performance standards for
child passenger safety.

e State authorities should take the following steps: (a) review
carefully the results of recent experiénce in States with laws
mandating use of child restraints, and adopt similar laws if

itive effects are demonstrated; (b) require by law that car

rental and leasing agencies routinely make child car seats .

available to their customers without extra charge: (c) support and

vigorously enforce the national 55-mph speed EEmit; (d) enact and
enforce mandatory helmet-use laws for motorcyclists and require
licensing and helmet use for moped and minibike operators, and

(e) initiate major publicly financed bum~er sticker campaigns and

other media campaigns to alert parents to the importance of child

passenger restraints in automobiles. )

-

Home and Neighborhood Safety
At hearings in Denver, Atlanta, and Washington, D.C., the Panel heard
testimony urging special attention to the implications which home and
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neighborhood environments may have for child safety and healthy child
development. The homes and neighborhoods where families live are not
always designed with children in mind, and may be hazardous to them.
Ornec reflection of this is the number of accidental injuries and deaths in
the home and neighborhood from burns, falls, drownings, poisonings,
firearms, and other sources. These account for approximately 11,000
deaths among children and teenagers each year, roughly as many as die in
motor vehicle accidents.

Home and neighborhood safety can only be improved by a strategy
combining regulatory policies, new incentives for home builders and
product manufacturers, community action programs, and education
aimed at better informing parents and: children about sources of risk.

Home Accidents

Half of all childhood injuries occur in the home —~from fires, scalds,
falls, poisonings, and unsafe or improperly used produc:s. Althcugh such
accidents result from a combination of environmental and behavioral
factors, some of the most effective strategies for reducing home accidents
are those that change the structural characteristics of dwelling units and

{ create safer products. ,

use burns from fires are such a serious factor in childhood death
and “injury, accounting fi 10 percent of accidental Jecaths among
~ youngsiers 0-14 years of age (13). special attention m'st be given to
designing, building, and refurbishing homes to reduce the likelihood of
fires. The use of less flammable construction materials, the provision of
adequate evacuation routes, the eliminaton of open gas heaters and the
use of automatic thermostats on hot water heaters to prevent excessive
water temperatures can all be helpful. The upgrading of local building
codes, incentives from the insurance industry and voluntary. efforts by
manufacturers—such as the recent establishment of protective standards
by water heater manufacturers—can reduce the likelihood of fires or
scalding accidents in the home. Another approach of well-established
value is the requirement that smoke and fire detectors be installed in all
residential units, a step that has already been taken’in a number of

communities around the Nation. ‘

Tap water séalds are a particularly serious problem for very young
children. An estimated 5,400 injuries from tap water scalds were treated in
hospital emergency rooms in 1979, and almost one-third of these injuries
were to children age 2 and younger {I4). Recent voluntary standards
established by water heater manufacturers, prompted by concern from the
Consumer Product Safety Comumission, give reason for opumism that new
hot water systems will not permit excessive temperatures. This experiment
should be monitored closely and its effectiveness assessed.

Another initiative. worthy of note, this one educational, is the media
campaign of the National Fire Admiaistration which teaches children fire
safety via television programs such as Sesame Street and by programs in
schools (15). This campaign is intended in part to discourage juvenile fire
setting, which may begin as play or mischief and end in tragedy.

Many sensible policies regarding new home construction are more
difficult or costly to implement for existing homes, especially when

83

Q . )
(3

IText Provided by ERI - -
e



,-
A

.

housing 1s substandard. Thercfore, it is not surprising that disproportion-
ate numbers of low-income children are involved in home accidents, since
they are most likely to hve in old and substandard housing in central cities
and rural areas. Although it is nwg realistic in the short term to
contemplate replacement of all substani homes, much can be done to
improve the safety of existing structures and to educate parents and child
caretakers regarding elements of risk. Community efforts to reduce safety
hazards. when fully implemented. have shown considerable success. A
burn prevention project initiated by the Centers for Disease Control in six
counties of Missouri resulted in a 43 percent reduction in fire deaths
during a 3-year period (16). Likewise, when New York City amended its
kealth code to require window guards in all apartments where voung
ckildren reside. a significant reduction in falls from windows resulted (17).

Asbestos

Another major heaith hazard in many communities stems from the
widespread presence of asbestos in hemes. schools, anrd day care centers.
as well as roads. driveways. and playgrounds. Fxposure to asbestos
increases the risk of developin-, lung. stomach. esophageal. and colon
cancer. as well as asbesteosis. a crippling lung disease. Recently¥special
attention has been Jirected at indoor exposure to-asbestos. which was
used in the construction of many homes. schools, and other buildings from
the mid-1940’s until the early 1970’s. The Environmental Protecuon
Agency banned its use in fireproofing 1n 1973, and in pipe insuiation in
1975. However, ventilation and heating systems of many older buildings
circulate the asbestos fibers which pass into the air from ceilings and walls.
It is estimated that an asbestos problem exists in some 10-15 perceant of
the Nation's 100.000 schools, and a2 number of Federal agencies are
currently engaged in an interagency initiative to clanfy the extent of the
threat and to diminish it. This initiative needs to be broadened to include
hospitals. day care centers, and other structures used by children. -

Among other potentially dangerous building matenials, lead-based paint
remains a problem in many older buil-..ings, and is discussed below.

Household Products

The Consumer Product Safety Commission estimates there are about 10
miilion product-related accidents each year, some 38 percent of which
involve children (18). In collaboration with the American Academy of
Pediatrics and other groups. the Commissinn h2s established a senes -of
standards. some voluntary and some mandatory. governing child product
safety. Standards cover improved packaging. testing, and development of
protective devices. inspection procedures prior to marketing, information
to consumers. ~nd monitoring of products in use. -

Commission investigations and rulings have involved such areas as toy
construction, flammable sleepware. bicycle and crib design. and electrical
equipment. A notable success has been the significant reduction (about 30
percent) in child poisonings that followed the requirement for safety tops

on all conuiners of -prescription and over-the-chunier drugs. This
. L4
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uirement couldbe extended to other common household substances
such as cleansers and insecticides. Success has also been encountered in
the case of crib-related injuries, w vere design regulations and commurity
information campaigns have resulted in a 44-percent reduction of injuries,
treated in hospital emergency rooms (19).

- However, regulatory strategies can only be effective when combined
with good judgment by parents and child caretakers. Electrical’ devices
toys, and household implements can never be rendered fully accident-
proof. Parents and child caretakers need to ‘understand the most likely
causes of home product accidents so they can make more informed
decisions about which products to keep from children’s reach and which
play: activifies to discourage. One way tc.incCrease parent and child
awareness is to involve them directly in home safety inspections and other
consciousness-raising activities. Such efforts could be .initiated by local
agencies and organizations—schocls, firé departments, Boy and Girl
Scout troops, and others—with a modest but targeted demonstration
program of Federal incentive grants. In addition, it has been proposed
that a universal symbol of danger be designed specifically to communicate
a danger warning to children aged 2 2nd older (20). Such a symbol might
be developed under the leadership of Federal preventive health authorities
and the Consumer Product Safety Commission, with tife involvement of
child development specialists, the business community, and the media.

One type cof “product” found in about 20 percent of American
househoilds is responsible for a virtual epidemic of deaths and injuries
among children and the youth—the handgun. Tco often, the.presence of a
handgun in the home leads to accidental misuse by children even when
adults intend that it be kept solelv for sport or self-defense. In 1977, gun
accidents were the fifth-ranking cause of accidental death among children
under 15.

Firearms—primarils handguns—are the most frequently used weapon
for suicide and homicide, both of which are on the increase among young
people. Firearms are used four times as often as poison, the next most
common method of committing suicide, and firearm suicides have been
increasing at a much faster rate than suicides by other means. Homicides
account for just over 10 percent of all. deaths among adolescents and
young adults. although the figure is lower (7 percent) for whites and higher
(30 per:zent) for blacks 1n this age group. Some 25 percent of the 21,000
Americans who were the victims of homicide in 1977 were aged 15-24,
placing that group at greater risk than the rest of the population. The
" deaths of so many young people represent a tragic waste of human

potential. ' .

T:e homicide rate in the United States is far greater than that of most
other industrialized nations. Our 1974 rate or 10.2 homicides per 100,000
people compared with a rate of only 0.9 for France, 1.0 for Great Britain.
1.1 for Sweden, and 1.3 for Japan. Easy access to firearms appears to be a
prime contributor to the appalling U.S. murder rate. From 1960 to 1974,
handgun sales in this country quadrupled to more than 6 million a year.
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During that same period. the homicide rate jumped fcmn 4.7 per 100.000 L
to 10.2 for the population as a whole, and from 5.9 per 100,000 to 14.2 for

young people aged 15-24 (21). .
Evidence from England and clsewhere shows that prohibiting the
on of handguns dramatically reduces the number of shooting
deaths and injuries, especially those unrelated to criminal assaults (22).
. The Panel is aware of fierce political controversy in this country about any
form of gun control. and recognizes the strength of the organized firearms 2
lobby. Nonetheless, the stakes for the Nation’s children are so high that
nothing short of a total ban on the sale of handguns, with exemptions for
 persons such as police, military personnel. and pistol’ clubs. seems
reasonable. We realize such a ban is not likely to prove politically feasible
in the short term. One useful, less controversial step would be to mandate
the development of ghild and youth protection standards relating (o gun
safety. These standafds might be jointly developed by a varicty of interest
groups. including the National Rifle ‘Association, U.S. Conference of
Mayors. gun manufacturers, and others. The effects of such a safety
campaign on child and adolescent death rates should be carefully
assessed. Failure to reduce the incidence of youthful handgur deaths by
more than half should be regarded as further impetus for an overall ban.
To summarize . . Panel recommends that public authorities, corporate
and labor leade... professional organizations, private voluntary organiza-
tions. schools, a3 parents develop and promote broad policies of home
and commuaity accident prevention for children. Specific actions should
include atleast the following: ’
e All local governments should upgrade housing and bhilding codes .
to ensure thar dwellings are constructed with lgss flammable
materials, complete fire or smoke detectioni systems, adequate
evacuation routes, no open gas heaters, and hot water heaters with
automatic thermostats preventing excessive temperatures. Fur- .
thermore, State governments (through insurance commissioners)
- and the Federal Government should provide incentives for such

o

structural homée safety features. »
__ @ Current Federal interagency.efforts to reduce child exposure to_ . L
ull - asbestos in homes and schools should be fully implemented. an

broadened to include hospigals, day care centers. playgrounds,
and other structures used by childrenn. ~ ~ - < T

e .The Consumer Product-SBafety Commission shauld develop a
‘policy requiting child-proof caps on ail commoa toxicC’ household
substances, such’as cleansers, insecticides, and the like.

e Local and State governments, businesses, professional, civic, and
religious groups should develop community campaigns to raise the
consciousness ©f parents and children about accident prevention
and tc provide specific information on how to minimize childhood

<+ accidents. Such campaigns should promote the dirccts‘i:j\ylvcment
of children in safety inspections and other activities hsored by ~
local agencies, including fire and health departments. -

e The Departmeat of Health and Human Services should promote
the development and disse}nination of a universal gyimbol..cl -
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danger that can be recognized and understood by children age 2
and older.

e Congress should enact legislation banning the manufacture and
sale of handguns, with exemptions for police, military personnel.
and pistol clubs. Until such legislation is passed, Congress should
mandate the development and aggressive dissemination of child
and adolescent protection standards for gun safety. with particular
attention to prevention of accidents and misuse among children
and teenagers.

Recresational Opportunities and Sport Safety

Communities must not only help to create physical conditions that will
reduce injury and waste of human life. but also structuie opportunities for
children and youth to engage relatively safely in various forms of
recreation and exploration which are a natural part of learming and
development. Much of life requires informed risk-taking. and many types
of physical play and experimentation among young people are essential.
(More is said about this topic in chapter 3.)

Recreation, in the form of organized athletics and individual sport, is a
domain where physical risk is often instructive if assumed under
controlled circumstances. Problems arise when appropriate opportunities
for physical activity are not available, and youthful energies are directed
into areas where misjudgment may result in serious injury or adverse
consequences for others. Problems can also develop from sport activities
when young pecople are not taught safety measures and ways to prevent
injuries as a part of their training.

Urban children and youth experience particular difficulties in finding
adequate recreational facilities and opportunities at reasonable cost.
Rapid urbanization, haphazard city planning, and short-sighted civic
policies have in some cases turned urban environments into areas of
unrelenting steel, cement. and glass without adequate public parks,
playgrounds, gymnasiums. pools, or playing fields. Even where such
facilities are available they often are cramped, a facter which itself
contributes to accidents. In football. a high percentage of accidents could

.be prevented by establishing an obstacle-free zone around the playing
field. Appropriate design and use of safety equipment for contact-$§ports
also is important, and well worth the modest public expenditure required.

Water sports are a significant factor in child accy ts each year. Many
drowning deaths could be averted by better commun¥gy-rules regarding
swimming pools and beoat use,"and by more drown-proofing programs.
Many vouthful drowning victims are intoxicated at time of death, linking
this type of accident. like so many others. to substance abuse. .

In general. the Panel recommends that provision of adeqnate recrea-
tional facilities, space, and programs be seen as an integral part of a broad
national accident prevention strategy. Recreational facilities, space, and
programs should be designed to promote appropriate exercise for ail
children and youth. and t¢ minimize accidental injuries.
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e Urban planners and architects should routinely be required to
consider the impact on child recreational opportunities of new
urban constriction. Recreational impact on children and youth
should become #.n element of all environmental impact statements
for constructior. in urban areas.

e Boards of education should consider physical education and
recreational opportunities as essential gcomponents of schooling,
and should work with local governments and parents to ensure
adequate recreaticnal space and activities for school-age children
both in and out of school.

e Organized sports activities for children and youth should be
properly supervised, protective equipment shouid be used appro-
priately, and young people shc:'d be taught sports safety
raeasures as part of their training.

e Greater attenZion and financial support should be given to the
development of improved safety equipment for all contact sports.

e Swimming and water survival classes should be expanded, and
State laws and local ordinance: should be strengthened regarding
the safe use of swimming pools and boats.

Toward a Federal and State Accident Prevention Strategy

Numerous Federal agencies have authority over some part of home and
neighborhood accident control, but the Centers for Disease Control
candidly state that injuries apart from those related to consumer products
are not being addressed effectivelv at present by any agency of the
Federal Government (23). This lack of Federal leadership is reflected in
turn in States and localities, where health and environmental protection
agencies are making only limited efforts to develop accident prevention
strategies. State' and local health departments, which have traditionally
been responsible for accident prevention, have lost resources and are
presently attempting to redefine their missions. The Association of State
and Territorial Health Officers reports that in 1979, only nine State health
agencies had identifiable programs directed at controlling accidents,
injuries, and poisonings. Such programs consistently involved less than 1
percent of the total agency budgets (24).

A broad Federali child accident prevention strategy should be developed
by maternal and child health authorities within the Department of Health
and Hu nan Services, acting in concert with other areas of the Department
and other relevant Federal agencies, with regional, State, and local
authorities, and with parents. This strategy should be designed so that a
wide range of Federal programs and policies incorporate an emphasis on
child accident prevention. Requirements for full implementation of the
new strategy are:

e The establishment, nationally and within each State or region, of a
sophisticated and policy-oriented epidemioclogiczl data base on
accidents, inyuries, and poisonings, to aid in tz-getmg resources

and programs. ‘

88 Cp~

 f



e An increase in the capacity of centralized accident and poison
-controi centers to provide prompt and accurate information to
parects and health personnel, through the establishment of a

- computerized information network and other appropriate strate-
< ges_ R
e Incorporation of accident prevention as an objective of Emergen-
- cy Medical Care networks. New resources should be provided by
Congress for such efforts under this legislation.

e Careful assessment of the effectiveness of the accident control
demonstration projects recently established by the Bureau of
Community Health Services, and a congressional chaige to the
Secretary of Health and Human Services to expand to other sites
and regions those components of the demonstrations which prove
effective. '

e The inclusion of accident prevention activities as an integral part
of all primary health care programs supported with Federal funds.

CHEMICALS AND RADIATION

Among the most worrisome, pervasive, and complex environmental
health hazards are the numerous chemicals and sources of radiation to
which Americans are exposed. Such exposure can take place at home, at
work, in the neighborhood—even in the hospital. Hazards can arise in the
manufacture. formulation, use, transportation, and disposal of toxic
chemicals: in the manufacture and application of pesticides; in the
administration of drugs and radiation in medical care; in the preservation

and coloring of food; and in myriad other ways we may not even
recognize. ¥ :

Toxic chemicals and radiation pose special dangers to pregnant women
and to children. Exposure during pregnancy can result in spontaneous
abortior s, stillbirths, birth defects, and genetic defects. More than 20
agents are known to be associated with human birth defects, and many
times that number cause birth defects in laboratory animals (21). Young
children can suffer growth retardation, reduced immunological response.
minimal brain damage, and leukemia as well as acute health effects such
as poisoning, diarrhea, and convulsions as a result of exposure to some
chemicals. The reproductive capacity of both men and women can be
affected by exposure 1o certain agents, and the effects of such exposure
can be transmitted to future generations if the mutation of egg or sperm
cells is caused in either parent. :

Environmental agents contribute directly or indirectly to virtually all of
the major chronic diseases which plague modern American society.
Childhood exposure to such agents-can be a significant detéerminant of
adult bealth status because it takes at least 20 years for the full effects of
many compounds to become apparent. Cancer is the most dreaded and
widely publicized of the chronic diseases which may be caused largely by
environmental factors. The National Cancer Institute currently Lsts at
Jeast 20 chemicals and compounds for which there is epidemiological
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evidence of human cancer causation; among them are asbestos, benzene,

Vinyl chloride, and arsenic. More than 2,30C specific chemicals are

suspected carcinogens. Other major health problems in which environ-

~ menral agents have been implicated include arteriosclerosis, heart disease,

+ I, pertension, emphysema, chromc bronchitis, kidney disease, liver dis-

‘ease, diabetes, anemia, neurologic and behavioral disorders, and immuno-
logic diseases (21).

More than 60,000 chemical compounds are commercially produced,
with about 1,000 new ones introduced each year. As their use in industry
and farming has expanded, these chemicals have made their way into our
food and water supplies. Severai aspects of their use and disposal merit

specia.l concern. .

Chemical Wastes

For years now, toxic chemical wastes have been dumped :iato the
Nation’s lakes and rivers or buried in community disposal sites wich little
if any regulatory supervision. The Environmental Protectinn Agency.
(EPA) estimates that 90 percent of the Nation’s hazardous wastes are still
being disposed of by environmentally unsound methods (25), despite the
enormous public concern stirred by the discovery that chemical leakage
from the Love Canal disposal site in New York S:ate was exposing nearby .
residents to major health risks. Significantly, one of the first indicators
that something was amiss at Love Canal came from the higher than
normal number of spontaneous abortions recorded am:mg pregnant
women in the area. An association with congenital abnormasiities is also

One lesson is that the consequences of improper ioxic waste
disposal may be gravest for the unborn and the young. Another is that
improved perinatal epidemiology and surveillance can become a major
public health tcolfor those monitoring chemical risks.

The EPA has identified some 30,000 waste disposal areas in the Nation
as presenting potential health problems. Of the 645 sites it has investigated
thus far, the agency has found more than 100 which it says pose a serious
threat to approximately 600,000 citizens (26).

EPA has recently been granted regulatory authority over new toxic
waste disposal sites and has set standards requiring all those dumping
waste into the environment to keep records on precisely what is being
dumped and where. But thus far there has heen no adequate action to
reduce dump site hazards because the EPA has no funds for this purpose
and the focus of its regulatory authority is om new sites rather than old
ones. Cleanup of old dump sites and mec.itoring of all such sites is
essential. Alternative methods of disposal also should be studied for the
future, including incineration of waste, resource recovery, and recycling.

Sy

Pesticides

Pesticides can pose a health hazard to workers engaged in the
manufacture and application of such substances, to families who live near
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or work in sprayed areas, and to consumers who eat foods containing
pesticide residues. The insecticide Kepone, for instance, not only caused
serious ncurologic and reproductive cffects in workers at the Virginia
plant where it was manufactured but also contaminated countless
thousands of fish as it spread. after discharge from the factory, in
unknown quantities along the James River, Chesapeake Bay. and Atlantic
Ocean. : )

The accumulatiion of certain chemicals in tissues means that exposure to
very small amounts over sufficient time can result in the buildup of toxic
doses. A number of fat-soluble pesticide chemicals have been banned
from use by the EPA, such as DDT, Aldrin, and Dieldrin. Nevertheless,
these chemicals remain in the environment from past use and human
exposure occurs in foods and drinking water. Studies of the breast milk of
nursing mothers have revealed that the majority have one or more of the
chlorinated hydrocarbons in detectable amounts in their milk. Thus, the
fetus may be expesed by passage across the placenta, and the newborn
begins life with the nzh likelihood that such chemicals are in its diet either
in breast milk or other foods. ‘ )

Aerial spraying of pesticides constitutes a special problem since the
wind can carry such chemicals to nearby homes and schools, thus greatly
increasing the number of people exposed to them. )

Considerable anecdotal evidence was presenied to the Panel by health
authorities during the Panel’s site visit to rural Mississippi that child
iliness is higher in areas of intensive aerial crop spraying, and these same
authorities also suspected that some propertion of birth defetts, stillbirths
and infant mortality could be attributed to pesticide exposure in areas of
the Delta region where 2,4,5-T is still used on rice crops.

Because it can take many years to determine the full health effects of
any compound, and because longitudinal studies are expensive and
sometimes inconclusive about causation, complete knowledge of long-
term health risks from pesticides is not likely soon. But the fact that partial.
evidence is often the only evidence we -have is not sufficient reason for -
inactivity. The burden of proof that damage will not result from
commercially available sprays and other insecticides should rest with
manufacturers and policymakers rather than with parents.

Pesticide tolerances presently are calculated using consumption data
and average body weight of an aduit. Because children have a smaller
body weight, the amount of pesticide which can safely be ingested by a
child may be different than for an adult. Food consumption patterns also
differ for children resulting in.a special profile of risk. These and other
factors unique to the child population deserve sustained attention from
manufacturers, public health officials, environmental protection authorit
ties. and researchers.

-

Lead

Some urban children are at special ‘risk for high levels of lead in the
blood because lead in the air exerts a combined effect with lead in
drinking water, and sometimes with ingested lead paint chips. Elevated
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blood lead "levels are now known to have a serious negative effect on
health, and indirectly on health-related behavior such as school perfor-
mance {27). : .
. More than three-quarters of American familes now live in metropolitan
areas, and :n most of these areas toxic gases and particulates, mostly from
automobiles and industries, pollute the atmosphere. Lead is a major
problem along with excessive sulfu oxide, carbon monoxide, ozone, and
nitrogen oxides. Airborne lead, like the other pollutants, may -pos¢ more
severe problems for children than adults, not only because children will
experience them over a longer period but because many particulates are
densest close to the ground, where children are exposed more intensively.
Although the Environmental Protection Agency has issued regulations for
stationary sources, such as smelters, it has not yet dealt with the problems
surrounding motor vehicle emissions. In particular, the phase-down of
lead in *leaded™ gasoline has not been adequately carried out.

Lead which enters drinking water from old pipes or the solder used to
join copper tubing presents an equally pervasive problem. Most of the
Nation’s older cities have not yet faced the enormous and costly task of
modernizing and rendering safe their water systems. Similarly, the pipes
found in oluer housing may pose significant risks.

One of the most difficult and serious problems to combat is lead-based
paint. Uniike air and water borne lead, lead in paint is uniquely hazardous’
to young children. It is sometimes ingested by children in the form of
paint and plaster chips in concentrations sufficient to produce serious
impairment. Although the dangers of lead paint have been well publicized
and its Gse is now banned in all new housing, adequate steps still have not
been taken to remove it from older homes where children live. It is notabie
that of the housing stock directly owned or financed by the Federal

- Department of Housing and Urban Development, 1.8 million dwellings .

_ built before 1971 contain lead paint (28). Targeted efforts to remove this
hazard, at least from rooms and at levels where children can reach it
would seem a minimal Federal responsibility.

Radiation

If exposure levels are.high enough. ionizing radiation can cause
leukemia and other cancers, genetic defects, and tissue injury. Approxi-
- mately 45 percent of the radiation to which the general population is
exposed comes from medical and dental use of X-rays and from
radioactive materials used for diagnosis and treatment. Thus one major
point of policy leverage in reducing radiation risks for most Americans is
through the regulation and appropriate use of medical and dental X-rays.
Almost all remaining radiation_exposure is from naturally occurring
radioactive materials in water, soil; and air, except for roughly 5 percent
from fallout. industrial uses, production of nuclear power, and various
consumer products. 7
The Food and Drug Administration is empowered to regulate madical
X-rays. This can be done by establishing standards or X-ray machines
themselves, by establishing exposure guidance rules, or both. Thus far
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only the first approach has been used, although the possibility of issuing
patient exposure recommendations is being discussed. Two States—
Illinois and Vermont—have developed population exposure limits, and
others currently .are developing exposure guidance rules. The Panel
belicves it would be wise to create a national standard of exposure limits
for pregnant women and children under 1 year of age, to guard against
developmental damage and the risk of leukemia from X-ray exposure.
Physicians ordering X-rays should inform parents of potential risks to
their children before X-rays are used for diagnostic purposcs, and
operators of X-ray machines should be required to utilize protective
coverings to limit the exposure to a medically necessary minimum.
Operators also should display a notice in all X-ray rooms instructing the
patient to inform. the technician if she has reason to think she might be

pregnant.

Occupational Exposures

Among the approximately 105 million American workers, an estimated
73 million are between ages 1645 (29). Many are"exposed daily to one or
more occupational nealth hazards: carcinogenic chemicals, pulmonary
irrifants., -adiztion, and various causes of -psychological stress such as
excessive noise. Although no accurate statistics exist regarding how many
of the 400,000 new cases of occupation-related disease cach year involve

ns of childbearing potential or pregnant women, the number is
certain to be large. Some hazards have the potential of causing birth
defects, genctic changes, stillbirths and spontaneous abcrtions, as well as
causing sterility and reducing fertility.

Most of the serious occupational hazards affect those whose work
inpvolves sustained close proximity 1o toxic agents and radiation. The
-Surgeon General reports that 34,000 chemicals in the workplace have
toxic effects, and over 2,000 are potential human carcinogens. Nine out of
ten American industrial workers are not adequately protected against at
jeast 1 of the 163 most common hazardous industrial chemicals. Further,
the development of hazard control technology has lagged behind the
growth in use of hazardous chemicals and sources of potenutally
dangerous energy such as lasers, nuclear reactors, ultrasound, and
microwaves(21). .

Occupational hazards may be controlled by altering work environ-
ments, requiring special protective -equipment, ‘and offering special
training. The Occupational Safety and Health Administration is empow-
ered to establish standards for health in the workplace, and the National
Institute for Occupational Safety and Health, within the Centets for
. Disease Control, also performs an important role in sponsoring- re.evant
programs and research. These agencies have begun to develop policies
toward reproductive hazards. in the workplace, but no comprehensive
national policy exists. Such a policy needs to be developed to address
those-sources of chemical and radiation risk which cause reproductive
failure in male and female workers, and geaetic damage or congenital
anomalies in the fetus and the newborn. Immediate attention should be
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given to establishing standards for occupational exposure to lead.
asbestos, pesticides, and radiation. The policy should be updated at
interyals with the accumulation of new knowledge and information
regarding occupation-related risks.

Standards which focus only on women of childbearing age can lead to
discrimination in the workplace, either by exclusion of women from
certain types of jobs where there is chemical exposure, or by requiring
evidence of sterilization in women to avoid fetal exposure to chemicals.
Chemicals can have adverse effects on males as well, as in the case of the
pesticide DBCP which is believed to have caused sterility in male workers,
and lead and other substances which can cause mutation of male sperm
cells leading to miscarriages and birth anomalies. The workplace should
be safe for both sexes, and standards should allow both men and women
who want to have children to transfer to another location with no
exposure to risk-related chemicals, without financial penalty. This last
point is particularly important because higher pay for hazardous jobs may
lead some employees to choose short-term financial gain over long-term
health protection. Agencies seeking to help vulnerable employee groups
should target their efforts on communities where only one industry, with
hazardous working conditions, offers the major employment opportunity.

Federal Policy

Because chemicals aud radiation pose significant risks to the fetus, the
newborn and the young child, certain minimal federal legislative,
regulatory, and administrative steps should be taken to address these
environmental hazards. Such steps include at least the following:

e Congress should~move swiftly to enact legislation and appropriate
funds establishing a partnership of private corporations and
. public authorities to clean up existing chemicdl dump sites. In
implementing this legislation, first priority should be given to sites
preseriling greatest immediate risk to signific at numbers of
pregnant women, infants, and young children. The Environmental
Protection Agency should further establish a strict monitoring
system for future toxic waste disposal, with approporate indicators
of risk to pregnant women and young children, under the
provisions of P.L. 34469, the Toxic Substances Control Act of
1976. . ‘ . N
e Exposure and ingestion tolerances for pesticides should be
calculated to reflect levels considered safe for infants, children,
and adults of both sexes, with particular attention to pregnant
women. Regulation, of pesticides should be based on premarket
tests including reproductive studies in test animals. :
e Special attention should be given by the’EPA to levels of pesticide
ingestion for migrant and seasonal farm workers, their families,
and other rural families.
e The Department of Health and Human Services should work
jointly with the Department of Housing and Urban Development,
the Environmental Protection Agency, the Department of Energy,
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and other. relevant Federal and State agencies to develop a
comprehensive national policy for removing dangerous levels of
‘_./(Icad from air, water. and paint or other housing matenals, with
/'special attention to educating- parents and minimizing child

.* exposure. '

‘“ e The Food 'and Drug Administration should establish national
guidelires of X-ray exposure limits for children and pregnant
women. Also, health prcviders should routinely employ every
available means to protect children and pregnant women from
unnecessary exposure to X-rays. including formal and informal
educational programs for parents and children.

e The Occupational Safety and Health Administration and the
National Institute of Occupational Safety and Health should
collaborate with other relevant Federal and State agencies and
professional organizations such as the American College of
Obstetricians and Gynaecologists to develop a comprehensive
policy rejsarding reproductive hazards in the workplace.

DRUG AND FOOD SAFETY

Approximately 70,0030 prescription drugs and more that 200.00C over-
the-counter drugs are now on the market, many of them used by childrsn
and pregnant women. Although for the most part these drugs are safe if
used appropriately, the chance of adverse reactions is real for many of
them. Adverse reactions sometimes.are immediate and discernible, but in
other instances effects may be more subtle, cumulative or difficult to
detect. '

On many grounds, safety criteria for drug use among young children
and pregnant women must differ from those for other groups. Pregnancy
and early childhood present unique_susceptibilities, changing hormonal
balances, and a series of other biochemical considerations which require
special attention and vigilance by parents, drug manufacturers, and
regulatory authorities. .

The FDA has recently éstablished labeling standards for prescripuon
drugs used during pregnancy so that physicians, pharmacists and
consumers will have information about correct use and special risks. Such
labels will be attached not only to drugs commeonly used during pregnancy
such as sex hoimones empioyed in diagnostic testing, oxytocic drugs for
inducing labor and anesthetics used during delivery, but also to general-
use prescription drugs suci 2s analgesics (e.g., Demerol) and diuretics .
known to carry special risks during pregnancy. The new labeling
regulations will be directed principally to physicians and pharmacists,
although labels will be written in language intelligible to the consumer.

One serious limitation of the FDA policy is that it does not apply to
nonprescription drugs, many of which pose risks-for pregnant women.
Negative consequences have Leen associated with the use of aspinn,
antihistamines, sleeping pills an:i numerous other over-the-counter prepa-
rations, causing many obstetriciins to discourage aay use of these drugs at
aH during pregnancy. Labeling, regulations, requiring warnings in plain.
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English, need to be developed by the FDA for all over-the-counter drugs
with known or presumed risks during pregnancy. | '
The special sensitivities of pregnant women and children should also be

_ taken into account im research and testing of new drugs. Clinical testing of

new .pharmaceuticals is generally done on adults while infants and
children may have a quite different threshold dosage for safety and
efTicacy.

A coherent national policy governing drug testing and research to
determine safety and efficacy of drugs for infants, children,; and pregnant
women needs to be developed by the FDA, with criteria for chnical
testing, * premarketing .approval, and subsequent monitoring of effects.
Longitudinal research should be included to evaluate both the immediate
and long-term effécts of drugs used during pregnancy apd childbirth an
maternal and infant outcomes and subsequent physical, neurological,’and -
behavioral development of offspring. It also is essential that maternal and
child health expertise be represented on advisory boards utilized by the

'FDA to review policy toward all drugs which may affect the health of

fetus and the mother. and to develop more rigorcus critenit and
procedures for review of new drugs intended for use among women and
men of childbearing years. ‘

The Food and Drug Administration also performs a vital role by
routinely monitoring thousands of different commercially available -
foodstuffs for nutritional content, use of additives, and unintended
presence of toxic substances. This task is potentially so vast that it must be
performed selectively, on a sampling basis. One recent successful FDA
policy initiative has been the requirement of labels specifying nutritional
content on all commercially sold baby foods. As a resuit of this policy, the
nutritional quality of baby foods has improved since both manufacturers
and consumers are more aware of nutrient content. The change has
occurred without undue cost to industry, and with clear social benefits.

The composition of infant formulas also has been the object of FDA
policy, as well as recent Federal .egislation. The FDA, working closely
with organizations sucl as the American Academy of Pediatrics Commit-
tee on Natrition. develuped regulations on the nutrient composition of
infant formulas as early as 197i. These regulations served as guides for-the
manufacturers and provided information to consumers. New scientific
information has required that the regulations be updated. The need for
vigilance is demonstrated by recent experience with one commercially
available formula whose chloride content was so low as to result in
nutritional imbalance among infants fed on it exclusively. Another of the
potential problems with certain infant formulas is contamination by toxic
chemicals such as lead, which sometimes is introduced due to leaching
from the seams of .metal containers. Sadly, elements in formalas are not
the only hazard to nutrition of the newborn. Contaminants also may be
present in human breast milk. PCBs, pesticides and certain chemicals are
known to enter breast milk. There are still many unanswered questions
about the absorption of such contamirfants and their biological influence
on the health of the mother 3and infant. Some epidemiological surveillance

has been done to assess lavels of exposure of the population, but more is
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needed. High priority should also be given to more research on the effects
of gontaminants in human milk. ,» ‘

Additives are pervasive in the foods consumed by mothers and children,
and can consfitute andther source of risk. Certain coal tar derivatives used
for coloring have beer sBown to be carcinogenic in animal tests. Some
researchers believe that color dyes also may contvibute to hyperactivity in
cgrtain children. Because coloring and additives give no nutritional benefit
and pose an unknown risk; their use should be supject to research and
regulatory scrutiny in the future. :

iewing the numerous research activities of the FDA and other
cies, the Panel belicves that three research prigrities

] in the previous paragraphs. These include the following:

In
v - "ml
_/Qf‘ :f safety should be established in addition to, or in reinforcement of,
S th a
N

[

e Further work on nutrient imbalances and toxic exposures in the
foods of infants, adolescents, chronically ill children, and preg-
¢ nant women, with exploration of implications for a more coherent

. ~ national policy on necessary

e New research on communication of safety and nutrition informa-
tion to consumers, including assessment of how best to reinforce
labeling policies so as to improve consumer choices.

e More intensive investigation of relationships between food com-

position, food additives, and child behavior, with special attention

to the effects of nutritional imbalances and additives on school
performance,-social adaptafion, and copingskills. -

g

Mounting evidence suggests that serious adverse consequences to the
fetus and the mother can result from excessive consumption of alcohol,
nicotine, and caffeine during pregnancy. Babies borm to women who
consume excessive amounts of alcohol duriig pregnancy can suffer
central nervous system disorders, growth deficiencies, and other birth
defecis. Steps are being taken by the Federal Government and releant

essional and consumer groups to educate the public about the dangers

of fetal alcohol syndrome, althovgh no regulatory policy has been

established to require warning labels or otherwise communicate the

dangers of alcobol during pregnancy. Problem drinking in pregnancy is
. Babies born to smoking mothers are more likely to be of low birth

weigh® at full term, to be premature, and to have mild deficiencies at birth.

"+ An association also exists between the.number of cigarettes smoked per

day ‘and the probability of spontaneous abortion. As noted earlier in the
[ these facts give cause for concern becausc even though the
percentage of women who smoke has declined, the rate of initiation
among younger women entering the childbearing years has not. More
educational programs are needed aimed at teenagers and women of
childbearing years to emphasize the possible adverse effects of smoking on
pregnancy outcome. . ,
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In animal testing, it also has been established that caffeine can produce
birth defects. Although evidence still is not conclusive enough to merit
warning labels for caffeine-containing products, the FDA presently plans
to warn women that they should stop or minimize drinking of coffee, tea, )
and colas during pregnancy. ’

»

FDA Policies -

In summary, the Panel reccommends that, at 8 minimum, the FDA take
the following steps in collaboration with other federal agencics and state

_ and authorities to further assess and make known potential hazards
whicl and food substances may pose to children and pregnant
women: .

e Existing Federal drug labeling requirements pertaiaing to risks for
pregnant women should be extended to nonprescription drugs.
The special sensitivities of pregnant women and young chiidren

_ should be taken into account when setting standards and

- establishing threshold levels for the safety of all drugs and foods.

e The FDA should establish a coherent national policy regarding
food dyes and ‘additives as these affect pregnant women, infants,
and children, and issuc regulations, require warning labels, and
take other appropriate steps whenever significant risks are found.
When appropriate, the FDA should act in collaboration with the
Alcohol, Tobacco and Firearms Agency of the Treasury Depart-
ment, other government agencies, private industry, and relevant
professional groups.

: SAFE AND HEALTHY WATER

Most communities in the United States have eliminated obvious sources
of infectious disease from their water systems, but three problems remain.
Many community water supplics still are not fluoridated, some families
still lack adequate potable water and sanitation, and certain potentally
dangerous chemicals still are found in drinking water. <

_ Fluoridation .

Tooth decay s one of the Nation’s most common health problems,
affecting 95 percent of ail Americans. In 1978, total dental expenditures in
the United States reached $13.3 billion, up from $3.7 billion in 1968, and
accounted for 7.9 percent of all personal health care expenditures. )

Children who from birth have access to fluoridated drinking water

~ average S0-70 percent less tooth decay than those without. Loss of first
ent molars can be reduced by three-quarters, and some types of

caries by as much as 95 percent (30). One conservative estimate has
suggested that water fluoridation, by reducing the incidence of dental
caries, produced annual savings of treatment costs of $11 to $16 per
capita, resulting in a cost-benefit ratio of roughly 1:50 after 12-15 years.
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(30). This means that for every dollar spent on water fluoridation, 30
dollars are saved in treatment costs.

In spite of these facts, fewer than 50 percent of all American families
and children have access to fluoridated water, and those who do may in
some cases be served by fluoride-deficient water systems. Other alterna-
tives are available or can be used in combination with water fluoridation.
In areas wh.ere fluoridation of community water supplies is not feasible.
- fluoridation of school water supplies can still provide substantial protec-
tion—an estimated 3040 percent reduction in tooth decay. A variety of
other measures can also help. including the use of appropriate toothpastes.
fluoride mouth rinses, dietary fluoride supplements, and the direct
application of fluoride to the terth by the dentist or dental auxilliaries. But
none is as effective or economical as direct fluoridation of water supplies.

The Federal Government has been less than strenuous in its support of
water fluoridation, partly because some groups have argued that fluoride
may pose a long-term hazard to health. The recent Surgeon Genoral's
Report on Prevention does not lend support to this view, arguing instead
that research over the past 35 years has produced no evidence to support
coicern. Another reason for Federal hesitance has been that decisions to
fluoridate remain a local political prerogative® This is appropriate. but
need not preclude a supporting Federal role.

The first Federal funds ever provided to assist States and communities
in voluntary flucridation projects, totaling $2 million, were appropriated
during 1979. This figure rose to $6.8 million in 1980. The President’s 1981
budgeét supported the importance of fluoridation as part of a total
prevention package, and requested additional funds to support voluntary
community efforts in the future. The Panel supports these initiatives and
belicves that the program of Federal startup grants for voluntary
fluoridation projects should be continued and- enlarged. Educational
efforts offer another avenue for Federal support. A recent report from the
General Accounting Office indicates there has been a decline in public
knowledge about the benefits of fluoridation. This may in nart be the
result of a tendency to pay greater attention to “new™ heaith hazards than
to persistent old ones, but whatever the reason, a rencwed effort to inform
people of the benefits of fluoridation is warranted.

PotpbleWaterandSam’tation

An examination of 1977 Annual Housing Survey indicates that
approximately 1.2 million American children live in households which
have sources of water other than public or privately owned municipal

or individual wells (31). Approximately 600,000 live in households
into which no water is piped. These figures indicate a substantial number
of children are members of households which get their water direcdy from
bodies of water or have their water shipped in and stored. In the first case,
the water is probably boiled before use but otherwise not purified. In the
latter case, the tank trucks that transport the water and the facilities in
which the water is stored are highly susceptible 10 contamination, as are
all closed water systems.
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kd addition, the same survey estimates that there are approximately 1.35
million children living ir aomes with incomplete plumbing facilities.
These children may cortract disease or iliness from mere exposure to
untreated waste water as well as from ingestion of contaminated water.

The childrea most likely o live in dwellings like those described are the
same high-risk children whc are often denied access to health care because
of geographic or socioeconomic factors. Typically, they are black or other
minority children living in nouseholds with incomes of less than $10,000 a
year, and which are located in rural areas (especially the South) and
headed by one parent having only an elementary level education. -

The Public Health Service has no concrete data as 1o either the total
pumber of cases of enteric disease caused by consumption of or exposure
to contaminated water, or the number of children afflicted with these
diseases as a result of drinking or coming in contact with disease-laden
water. However, it did report that there were 31 separate outbreaks of
enteric disease emanating from contaminated water sources in 1978.
These outbreaks involved approximately 11,000 cases.

A large percentage of these 11,000 cases were aptl to be children,
because children are generally more susceptible to enteric disease. Young
childrer. under the age of 9 are likely to suffer disproportionately. The
Public Health Service cautions thai prevalence among children may not
be greater than for the rest of the popuiation; it may be that more cases
are reported because care is sought more often for children manifesting
symptoms of these diseases. However, children must receive care more
often than adults because they cannot tolerate the acute dehydration
which characterizes enteric diseases. The effects of these diseases on
children can be severe if proper medical care is not readily available or
sought. ¥

P%gblems of inadequate water and sanitation facilities, which are
particularly prominent in the rural South and Southeast, need to be
brought to the attention of relevant State Governments, State and local
environmental protection authorities, agricultural authorities responsible
for rural water projects, and the Public Health Service. In addiuon,
national research is required to ascertain the total number of cases of
enteric disease among American children which can be directly attributed

*to drinking or coming into contact with contaminated water.

Chemical Contaminants

Environmental protection and health authorities also face the problem
of removing certain potentially dangerous chemicals found in drinking
water. Excessive nitrates, sodium, lead, and organic contaminants may
pose hazards to children and pregnant women. :

Jhe amount of sodium entering drinking water supplies could be
somewhat reduced by the substitution of other compounds for sait
commonly used on icy roads in winter. Chloroform, which, can affect fetal
growth, often forms as a result of a‘teactién between chlorin€ and organic

 Coritaminants but could be removed by treating drinking water with

granular activated carbon. The Environmental Protection Agency is

~

100 - | 1;.,;}



uired to establish standards for various pollutants in drinking water.
We believe that this mandate shbuld be carried out with special concern
for risks to pregnant women, and long-term cumulative risks to children.

Next Steps :

Clean and healthful community water supplies should be available to all
American families. As immediate and minimal next steps, the-Panel
recommends that: N

e All community water supplies should be fluoridated wherever

ible, and Federal assistance to States and gommunities or -
water fluoridation should be expanded. Wherg/community w. =r
supplies cannot be fluoridated, school water;/supplies should be, .
and fluoride toothpaste, mouth rinses, supplements, ard topical
treatments should be enccuraged.

- e Problems of inadequate potable water systems and sanitation
facilizies should be brought to the attention of relevant State and
Federal agencies. Collaborative effort of both State and Federal
agencies, initiated by the Public Health Service, should result in a
specific program to correct these serious health hazards.

e Federal funding sbould be provided for a national study to
ascertain the incidence and prevalence of all infectious diseases
among children in the United States which can be attributed to
contaminated water supplies, with the subsequent usc of the study
to target remedial efforts.
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CHAPTER 3
"HEALTH AND BEHAVIOR

The relationship between health and behavior is both self-evident and
complicated. Everyone knows that health is shaped significantly by
individual choices—to eat some things and not others, take risks or avoid
them, follow health-related advice or ignore it, exercise or not. But such
decisions are made in human contexts with many different economic,
social, and psychological elements which complicate and influence them.

Health-relevant behavior is am integral part of overall lifestyle and
behavior, which starts forming in infancy. It is influenced by a wide
variety of factors including the examples set and instruction given by
parents, siblings, peers, schools, religious and community groups, and the
media. Bechavior may be modified by what is consciously taught, but it will
certainly be shaped by what is seen, heard, and felt in the course of daily
life.

The health of children and youth is significantly affected by their own
behavior and by the behavior of others, particularly their parents and

A mother’s influence commences even before birth, for a number of
maternal behaviors such as smoking, drinking and drug use can affect the
outcome of a pregnancy. As children develop, they learn to respond to
their environment selectively and in patterns characteristic of their social

gs.. These patterns have considerable influence on adaptation, on

groupin,
health, and even on how health is defined. Many behavior-patterns which- - -

have significant implications for health over a lifetime are formed during
childhood and ' adolescence. Successful attempts to influence health-
“ related behavior in positive ways eax"ly in life therefore can have
significant long-term payoffs.

Other chapters of the report contain much material relevant tc. health
and behavior. In the final analysis, it is impossible to analyze topics, such
as environmental risk reduction, improved nutrition, or access to health
services without consideration of behaviorul factors along with financial,
organizational, and other factors. We devote a separate chapter to health
.and behavior to permit a sustained look at those aspects of behavior which

are of particular salience to health in each of four life stages (pregnancy,

infancy through the preschool years, clcmentary school age, and adoles-

cence), and to disctss how five of society’s msajor institutions—health care .

settings, the schools, the media, the workplace, and the community—can

influence health-related behavior through education, guidance, and

“in the sections which follow.
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Several caveats recurred in all of the Panel’s discussions of health and
behavicr, and apply generally throughout the chapter. First, the degree of
control people have over their health-related behavior is not evenly or
randomly distributed in society. Whether children or adults, it is far easier
for those with extensive education and high incomes to adopt a healthy
iifestyle than it is for :ndividuais at the iow end of the socioeconomic

trum. In addition, there are value judgments and moral questions
implicit in many behavioral decisions, and a delicate political and
philosophical dilemma is presented - whenever public policy seeks to
influence private behavior. The emphasis, the Panel believes, should be on
promoting informed decisionmaking rather than on bekavioral prescrip-
tion.

Finally, education, counseling, and other efforts to influence individual
behavior do not preclude simultaneous moves to restructure environments
so as to enable healthful choices to be made. As noted in chapter 2, some
of the most useful “behavioral™ interventions are those which require no
voluntary action by the individual but instead preclude a dangerous
choice or permit a healthful one automatically. Also, many of the most
successful efforis to promote healthy behavior involve elements of both
structural change and education.

[t makes no sense to consider policies to enhance health-related
behavior- among children and pregnant women without first acknowledg-
ing the widely differing age groups involved, each with its own develop-
mental stages, profile of behavioral risk, array of socializing influences,
and opportunities for learning. Health promotion for women of child-
bearing age certainly is not the same as health promotion for children and
youth, and among young persons it is useful to distinguish among at least
three groups—children five and under, elementary school children, and
adolescents. :

Even these groupings are not differentiated enough for many purposes.
From a developmental standpoint, it is clear that special conditions apply
in the first six months of life, to 1 to 3 year olds, to preschoolers, to early
adolescents, to youngsters 16 to 18, to very young mothers, and to various
other age categories (I). Economy of presentation requires that we settle
here on four groupings, pointing out special behavioral circumstances or -
issues for subgoups when apprcpriate. For each age range we review only
selected developmental influences and behavioral risk factors. A compre-
hensive discussion of needed health services for children and pregnant
women is found in chapter 5.

PREGNANCY

In the process of child development, the earliest phase and in many
regards the most important is fetal development and birth itself. Maternal
behavior can influence fetal development and pregnancy OutCome in a
number of ways, beginning with conception. If the decision to become
pregnant is made consciously and a child is wanted, parent attitudes and
Aevelopmental prospects for the child are more likely to be positive than if
conception is inadvertent. Hence responsible sexual behavior itself is a
significant factor in reducing developmental risk. Use of family planning
104 . : '
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' counseling is one way to reduce the chance of un' anted pregnancy.
Another is widely available education in human sexuality.
_ Good nutrition both before and after conception, and access to umely
prenatal care. are probably the most important factors in promoting
normal pregnancy outcomes, as discussed elsewhere m this report. Both
are most effective when they include a significant educatuonal and
" counseling component, informing prospective parents of appropriate
behavior during pregnancy. Education and counseling can be provided in
many sites, including health care settings, free-standing clinics, the
"~ workplace, and even at times the school.

. Alcohol, Smoking, and Drug Use

Certain maternal behavior—most notably alcokol consumption, smok-
ing and drug use—can seriously affec’ srregnancy outcomes and therefore
warrants intensive concern. Since such behavior is almost always well-
entrenched before a woman becomes pregnant, the most urgent need is to
help the pregnant woman understand the risk her behavior poses to her
unborn child and to assist her in modifying her behavior in ways that
eliminate or reduce those risks.

Heavy drinking by pregnant women has been shown to result in a
characteristic set of abnormalities called fetal alcohol syndrome (FAS)
which afflicts as many as 4,000 to 5,000 infants a year. These infants are
often of low birth weight, mentally retarded, and may exhibit physical,
neurological, and behavioral problems, with abnormalities and other
serious defects in almost half of the cases. Both the risk and the degree of
abnormality go up as consumption of alcohol increases. One Boston City
Hospital survey found 74 percent of infants borm to women who
consumed more than 10 drinks per day had the fetal alcohol syndrome.
Congenital defects were found among 32 percent of infants born to heavy
drinkers compared to 14 percent of the offspring of moderate drinkers and
9 percent of infants of nondrinkers (2). The effects of moderate drinking,
or of occasional binge drinking, are less well documented but animal
studies suggest caution in the use of even small amounts of alcohol by
pregnant women. :

There is also substantial evidence that smoking increases the risk of

ntaneous abortion, neonatal death and low birth weight. Women who
smoke double their risk of having a low birth weight baby. Infants born to
smokers weigh .an average of 200 grams less than those borm to
mokers, and tnis effect is independent of all other factors known to
influencc uirth weighi. Analysis of data from several studies in the United
States and Canada shows from 20 to 40 percent of the incidence of low
birth weight in these countries is attributable to maternal smoking. Other
studies indicate that the more cigarettes a woman smokes, the lower the
birth weight of her baby. However, if a woman stops smoking during her:
pregnancy. her risk of delivering a low birth weight baby drops back to
that of a nonsmoker. Thus, it is clear that health education efforts which
succeed in persuading pregnant women to quit smoking could have a
significant effect on infant health (3).
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Most health-damaging habits are exceedingly difficult to break Snce
they have become a part of the individual's normal everyday lifestyle,
even when the person wants to change. Motivation, however, can make a
diserence. Studies have shown that a smoker facing an immediate health
threat froin his or her habit (such as a cardiac patient) is far more likely to
quit than someone contemplating the risk of getting cancer 20 years hence.
Pregnant women share this heightened motivation to modify their
behavior, for nearly all expectant mcthers are anxious to avoid harming
their unborn babies.

Drug use during pregnancy also can result in serious risks to .fetai
development. Some of the most dramatic and tragic effects are among
infants born to users of illicit and addictive drugs such as heroin. Women
OF child-bearing age make up about one-fourth of all heroin addicts. In
one metropolitan hospital center, there has been a five-fold increase in
births to drug addicted women In the past 20 years (4). Similar trends
probably can be found in other urban areas.

Less pronounced but more widespread problems have resulted from
inappropriate use of certain prescription drugs during pregnancy and at
the time of delivery, including pain killers and diuretics. Adverse effects
on fetal development, premature labor, and other problems have resulted
in the new DA labeling requirement discussed in chapter 2.

Preparation for Childbirth and Parenthood

Some forms of counseling and education during pregnancy can
influence parent behavior at the time of delivery and afterwards in tke
care of the newborn. Information and support in the months prior to birth
can result in a number of desirable parent behavior patterns, including
informed participation in the process of delivery, appropriate use of health
care, and adjustment to the cresence of a new family member.

Many hospitals, obstetricians, family planning counselors, and other
health care personnel now urge both parents to participate in classes or
counseling preparatory to childbirth. Such education has medical and
psychological benefits, helping both parents manage labor and delivery

and making the experience of childbirth a positive one. Research evidence -

suggests that mothers who seek information about labor and delivery in
advance tend to require less medication, have shorter labors, and feel
more positive toward themselves and their infants afterwards (5, 6). Such
education or counseling may prove especially important for first-time
parents, adolescent parsnts, and those preferring “natural” childbirth and
home birth.

In recent years, a number of private, voluntary groups have offered
courses on labor and delivery. Such courses generally are offered in group
settings. and complement the counseling and guidance provided in typical

- prenatal settings. Hospitals, clinics, and group practices also have

organized such classes. The Panel views these initiatives very favorably,

and sees the need for such education as an integral component of prenatal
care. We believe the availability of childbirth education should be

increased, with special efforts made to reach low income, minority. and

high-risk women and couples.
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Similarly. appropriate guidance and support in the period immediately
after birth can help a family cope with such questions as infant feeding,
how to manage a difficuit baby, how to recognize illness, and how to
provide a safe and stimulating environment for an infant. Because
techniques and styles of caring for and nurturing an infant are largely
icarned behaviors—albeit shaped by individual temperament, cultural,
social, and familial factors—the perinatal pennod provides a good
opportunity to teach parents about child behavior and development.
Hospital practices and staff attitudes can significantly affect some child
nurturing practices, such as breast feeding (7). In addiuon, positive modes
of interaction between parents and infant can to some degree be fostered -
by hospital personnel and others in the hospital setting. This may be
especially important for parents who show ambivalence toward their
infant, or those at risk because they have a premature or developmentally
disabled newborn. _ '

The perinatal pcriod alsc is an oppertune time to link families to other
services or support groups to assure continuous care. One mechanism for
such linkage discussed at greater length in chapter 7 is home wvisiting,
which can ease the transition from maternity hospital to home and offer
continuous support for a period thereafter. In general. the Panel feels that

.much more needs to be done by way of parent educauon before, at the

time of, and immediately following, childbirth. Clearly this is a “*teachable
moment” in the life of every family, and one which deserves more
systematic attention. Numerous persons can have a role in parent
education: family life educators, primary care physicians, nurses, psychia-
trists, clinical psychologists, social workers, and various types of counsel-
ors, home economists, religious leaders, teachers, and others (8).

The youi.g adolescent mother is in particular need of parent education
and support. Often ill-suited developmentally to respond appropriately to
the demands of parenthood. she has a major need for guida:.ce. The Panel
notes thzt although some current programs for adolescent parents include
a parent education component, this service is not specifically referred to
cither as a core or supplemental service in present Federal legislation
authorizing, grants for commu;uty—based services to adolescent parents.
This oversight needs to be corrected, and experiments further devéeloped
with pubhc and private support to teach teenaged mcfihers and fathers

parenting skills.

INFANTS, TODDLERS, AND PRESCHOOLERS

From .earliest infancy, behavior patterns of parent and child must be
understood as an interactive system. Although it has now been clearly
established that some aspects of child behavior are influenced genetically
(9). it is also clear that behavior of parents toward their children is an
important formative influence. For the child, the period from birth to age
5 is one of rapid and dramatic change in developmental capabilities and
receptivity to various socializing influences. For the parent, this is a period

. of maximum potential influence on the child’s health and development.

Strong bonding between infants and t*:eir parents or other caregivers in
the first 6 months of life is regarded as essential to normal emotional
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development. Taking the infant away from nurturing adults or exposing
the infant to only minimally affectionate persons during this period can
-adversely affect the child’s ability to relate to people later in life.

Infants are not passive. They already are able to process information, to
associate daily experiences with pleasure or pain, and to form expectations .
about being attended to when uncomfortable. Moreover, they express
clear individual differences in personality, all within the raage of normal
development (10). a : . .

" Parent expectations about the development of their infant are known to
be a st-ong determinant of child development (11). If parents like their
babies :hey will spend time with them. If babies are responmsive, the

ts will reciprocate and stimulate them. If parents think their babies
are somehow defective, parents mzy ignore them. if the babies greatly
compiicate their work and leisure life, they may come to resent them. All
such parent attitudes can affect the child’s well-being over time.

parents adopt behavior patterns which can affect the health of their
infants :n immediate and practical ways. Appropriate patterns of feeding

7 and nutrition, houschold safety measures, and scheduled consultation
with health. care providers all can contribute to the child’s long-term
health. Very early in the child’s life it is still paren: behavior, for better or
worse, which determines many child health outcomes.

- . Just as parents exert a unique socializing influence in ti*e first months of
life, so the health care and social service systems have a unique
responsibility to families at risk during this period. Health care and social
service personnel are the only professionals likely to encounter parents
most in need of guidance and support. Yet in many areas, the health care
and social service systems do not reach out systematically to these parents.
The Panel bélieves that more needs to be done to assure preventive
outreach and education to new parents, especially those least equipped to
cope with family stress. .

There is littlic opportunity for efiecuve health education when a child’s
visit with the doctor typically lasts 10 minutes or less and constitutes the
only contact with the health care system. Organizational constraints and

carly outreach and education by health care professionals, especially for
high risk groups. These constraints are discussed further in chapter 6.
They need to be removed to permit age-relevant counseling of parents and
children about a wide range of behavioral components of health
promotion. _

Health-related behavior of parent and child are no less important
during the period from 6 to 18 months of age, during which the child
learns to walk and to manipulate many of the objects in his or her
immediate environment. The likelihood of household accidents goes up
significantly during this period. Then from 18 months to 3 years of age,

- the child undergoes additional rapid developmental changes, including
. dramatic changes in language and cognitive abilities. During this phase
children begin to acquire the dominant beliefs, values, and behavior
paticrns of their culture, many of which have implications for health.

~
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. The age span from 1 year to 3 or 4 years of age is ane in which some
children “disappear” from public view. They tend not to see health care -
professronals as frequently as in the first year, but they are too young for
preschool and only a minority are in formal day care settings. Hence those
designing policies to assist parents of children in this age range have some
unigue difficulties. Health care and social service personnel remain the
most likely source of guidance and education for such parents, and nzed
to give special attention to continuity of parental guidance while the child
is still a toddler. Accident prevention, proper habits of eating and hygiene,
and other appropriate behavior patterns for the child should be the subject
of counseling by health care professionals. Special attention also needs to
be given to the risk of child abuse and neglect by parénts under great
psychological or economic stress. The age range from 1 to 2 years is one in
which the demands placed on the parent change in quality and scope,
reflecting in part the increased motor competency aad assertiveness of the
child. : '

Child Ahuse and Neglect

The vast majority of parents take great delight in tfeir children,
watching them develop and helping them learn. But almost zll parents at
one time or another hive experienced intense frustration and zanger.
- especially during periods of personal stress, and can ‘understand the
impulse to hit or otherwise aouse a child.

Most parents do not actually lapse into such behavior, but an estimated
500,000 to 1,000,000 each year, according to the National Center for Child
Abuse and Neglect, do in fact abuse or neglect a child, even killing them
in approximately I percent of the cases. Abuse can take the form of blows,
burns, or sexual assault. Neglect can take various forms, including
starvation, confinement, exposure to unsafe environments, or the absence
of affection or attention. Children of all ages can be victims. but abuse or
neglect often begin when the child is very young.

Because such behavior is aberrant, reflecting extreme parental stress or
imbalance, it is difficult for most people to comprechend. For years,
professionals and policymakers simply did not acknowledge the full
magnitude of the problem, or contemplate adequate steps to deal with it.
Within the past 20 years, however, a considerable research literature has
developed surrounding family violence, and child abuse and neglect in
particular. It is now known that abusive and neglectful parents are found
at all socioeconomic levels, and that no educational, racial or religious
group is exempted altogether. It is also known that about 90 percent can
respond to various new and successful forms of therapy (12).

Usually child abuse is the result of a family crisis or series of crises, with
some triggering event. Its remedy almost always involves counseling for
the entire family, not just the abusing person. Likewise, treatment
generally requires a team effort involving numerous professionals,
including nurses, pediatricians, child psychiatrists, psvchologists, social
workers, educational specialists, attorneys, and child care workers. v

-
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costs of subsequent rchabilitation for children and parents (13).

L.

Because tacrapy of this kind is expensive, especially if it involves
residential treatment, most health and social service expefts stress the
need for better preventive programs, based on early assessment of family
risk. home health visiting by public health nurses, social wnrkers or lay
visitors, and vigorous community-based campaigns of education and crisis

ement. In demoustration projects, preventive efforts have proven
highly cost-effective in reducing predicted levels ot abuse and averting the

The Panel believes that health care personnel—and health policymakers
at the Federal. State, and local levels—have a special obligation-to work
closely with other relevant professional groups on efforts to prevent child
abuse and neglect. Because these problems so often are first identified by
health professionals, and because good patterns of parent-child interac-
tion are so central to the promotion of child health, health care personnel

. must take the lead in developing strong preventive outreach and
. coordination cf services for families at risk. Federal, State, and local

health program: and policies likewise should take explicit cognizance of
efforts in child abuse and neglect prevention in other service sectors, and -
initiate joint planning and service delivery whenever possible.

Preschool and Day Care

From ages 3 to 6, the child’s world rapidly expands beyond the family.
Children in this age range are influenced by a wide range of adults, and
also acquire new information and behavior patterns from other children.

By 1978, approximately one-third of all 34 year olds in the United
States attended nursery schools, an increase from 14 percent in 1967.
Moreover, 83 percent of all 5-year-olds attended kindergarten in 1978, as
compared to 68 percent in 1967 (14). Even if many of these programs are
only for half a day, they arc a logical setting in which to influence health
and health behavior positively. Various professional groups, including the
American Academy of Pediatrics, American Dental Association, Ameri-
can Nurses® Association. and others have recognized the significance of
preschool and day care settings as sites for health education and parent
counseling as well as early identification of heahlth problems and linking
families with sources of continuing health care.

Approximately 425,000 preschool children from low-income families
are presently enrolled in Head Start programs. These programs have
proven highly successful in achieving a wide range of objectives, among
them health promotion for the child and family. Head Start provides a
variety of services from child education to nutrition counseling for parents
and supporting services for the family. Improvements in children’s

_ cognitive skills achieved by Head Start are “health-related™ in that they

result in fewer remedial placements and learning problems in later
schooling, and'lead to better adaptive behavior in many domains. As an
effective strategy for health promotion among low-income preschoolers,
the Nation should extend Head Start 1o all eligible children.

The health and dental health education components of Head Start are
better developed than similar clements of most day care programs oOfr
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~ private preschools. Head Start  performance standards have required
health education for the past several years,’'a step which the Panel
applauds. Other publicly supported and private settings could benefit
from similar program elements. In addition, as recommended in chapter 6,
the Panel belicves that full implementation of the newly formulated
Federal day care regulations will be an important means for furthering
health education in day care programs, as well as improving health
services to children attending these programs.

Television and Young Children

The preschool cnild learns patterns of béhavior in part through direct
instruction, but more powerfully through imitation of conduct by adults,
siblings, peers in the neighborhood, and persons seen on television.

Tae influence of television can be seen in children younger than 3, but
becomes a major factor during.the preschool and early school years. A. C.

. Nielson Company surveys indicate the average American preschooler

" spends more than 30 hours a week watching television, for a total of 6,000
hours in front of the tube before he or she ever sets foot inside asfirst grade
classroom. By high school graduation, according to another study, a child
will have watched some 15,000 hour$ of television—versus the 11,000
hours spent on formal education (15).’The implications of such behavior
for the development of a sedentary life style are readily apparent. Further,
because role models play a significant part in shaping a child’s behavior,
the Panel shares with many other groups a real concern about the content
.of ‘children’s television programming and advertising. Television has a
great potential for influencing health-related behavior of children, but
such influence, at the moment, is largely negative as a result of violence-
saturated programming, massive advertising of sugar-loaded and other
nonnutritional food, and excessive promotion of over-the-counter drugs.

Program content is determined largely by publicdemand as interpreted
by the television indusiry. According to a recent report of the Federal
Communications Commission (FCC), broadcasters tend not to air a
sufficient number of educational or age-specific programs directed toward

" . children (16). In fact, of the stations in the 52 markets examined by the

[ ]

FCC in 1977-78, an average of 2.6 hours per week was devoted to such
programming. The Panel would urge the FCC to encourage a significanty
greater commitment to children’s programming.

Controversy continues over the precise degree of influence that
television exerts in specific areas of behavior, partly because there is
comparatively little rigorously designed research on the subject. However,
there is convincing evidence from a series of investigations that television
programming and advertising can significantly affect child behavior (17).
Moreover, if one follows the money, the hundreds of millions of . dollars—
$600 million in 1978—spent on television advertising directed at children
clearly shows manufacturer confidence that at least some behaviors can be
influenced via this medium. ’

Of particular concern for health is the impact of ‘children’s food
advertising, where the bulk of, the money is spent. Until the age of 8 or 9,

d / - 111 .

124

Q . ~



.

%
children lack the coznitive ability to evaluate advertising messages. They
have a-more difficult time than older individuals in distinguishing fantasy
from reality, or exaggerated claims from facts. They also dre likely to be
gullible (18). -
Action for Children’s Television cites current television advertising
tactics as on= important cause of poor nutritional habits among children.

_This notion is supported by the Society of Nutrition Education, whose
. survey of 1400 nutrition educatSts found that 89 percent of respondents

agreed television undermines their efforts to teach sound nutrition to
children. Television advertising prompts children to pressure their parents
to buy well-advertised foods, and even parents who successfully resist
such pressure feel the strain television advertising adds to their relation-
ship with their children (15, 18).

Other concerns involve the influence “of television on aggressive
behavior, sex-stereotyping, over-the-counter drug use, and drinking. In
cach of these realms, more needs to be done to present positive models
and messages. - :

. Television viewing generally begins to decline after age 12, and older
children are vsually more resistant to its influerce. But for older children
as well as younger ones, television-watching limits time available for other
possible activities. Exercising, reading, conversing with family members,
doing school work, and playing with friends are among the lost
opportunities. For the most part, time watching TV 1s uime not spent on
learning about life itself. -

While concerned about negative influerces of television, the Panel is

‘also aware that some television programs have a demonstrable positve

impact on children. Productions of the Children’s Television Workshop
(e.g-, Sesame Street) are notable in this regard, as are various other shows
produced explicitly for children, including Mr. Rogers, Captain Kanga-
roo, special science programs, dramatizations for children, and more. In
addition. entertainment brcadcasting can offer positive health behavior
models, and public interest messages and counteradvertising can broaden
the information available to children and their parents. Recommendations
at the end of this chapter acknowledge the strong potential of television as
a vehicle for health promotion. '

-

SCHOOL-AGE CHILDREN

During the elementary school years and into early adolescence, the
child develops new cognitive competencies which permit bétter under-
standing of health and health-related concepts. During this same pernod,
attitudes and behavior are increasingly shaped by school personnel and

ers as well as parents. ) —

School performance, and resulting feelings of success or failure, can
fundamentally influence the child’s self-concept, with long-term effects on
motivation and achievement. Likewise, ‘the seeds of later health-related
behavior are often planted during this period. The child gains increasing
awareness of his or her own sexuality; observes and may experiment with
the use of cigarettes, alcohol, and drugs; establishes exercise patterns and
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a concept of personal physical capabihtxs, learns to enjoy or avoid
nutritious foods; develops attitudes regarding socially acceptable and
unacceptable risk-taking; and begins to.make personal judgments about
appropriate use of health services. Thus, even ars early as the first 3 years
of clementary school, attitudes and behavior patterns take shape which
can have Jong-term consequences.

In school environment, personal qualmes, habits, and. behavior
learnedathomcareevaluatedaswcllasacadcnucpaformance. Explicit _
health and safety knowledge also is imparted. Children are likely to have
contact with a school nurse or other health professional, without the

of their parents, and by about thiré grade they are able to demde
for themselves whether to report a personal illness (19).

Thecultureoftheschoolcancxcﬂasstronganmﬂuencconstudcntsas
the formal curriculum. Schools vary widely in their academic and social
orientation, discipline, and the structure of social, groups, all of which can
have a bearing on health-related behavior. Many bring children from
different backgrounds and age groups together, exposing them to
behaviors and attitudes .different from those developed in the child’s own
.home or neighborhood. Programs to promote good health-related habits
via the schoonls cannot hope to succeed without acknowledging the
-powerful influence of school culture and adopting educational approaches
which build upon its positive aspects rather than ignoring it altogether.
Likewise, school personnel+must understand the “infra-curriculum™
represented by their own health-related behavior, and not expect this to be
any less influential than classroom instruction.

School health promotion can take many forms: formal classroom
education,- supervised field experiences, peer education, education as part
of the delivery of health services, physical education activitiss, and
teaching in conjunction with food services. Even though many schools
and school systems are overburdened with their tasks of teachmg basic
skills, many national parent, educator, and health-professional groups
have urged. that all schools take action to strengthen health and safety
education. Such education must be integrated with, and reinforced by, -
many aspects of school culture and many parts of the curniculum.

Because more than 95 percent of children and youths from 6 to 18 can
be reached via the schools, there has always been a strong rationale for
using schools as a site for formal instruction in health and hygiene. Health
education has been a regular part of school life for decades, and earlier in
the l'nstory of pubhc education in this country it was consxdcred one of the .

basic
‘There also have been periodic nauona.l efforts to define and revise the

health education curriculum. It is interesting, for example, to compare the

recommendations jointly made by the American Medical Association and
National Education Association 1in' 1911 with those of the National School
Health Education Curriculum Study in 1967. Both were landmark
statements for their times. The 1967 recommendations, framed around the
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fundamental concepts of growth and dc;clopmcnt, decisionmaking, social
interaction, and strategies io resist peer and media pressure, remain very
relevant in 1980, although their implementation has been far from

-- adequate in. most school systems. Even now, omly 18 States require

comprehensive health education in grades K-12 (20). ‘
Some progress has been made, nonetheless. In many school districts,
those responsible for health education are employing more sophisticated
approaches to reach their objectives, ‘with measurable positive results.
Several recent studies have shown demonstrable effects, for example, from
innovative programs designed to reduce smoking among youngsters (21).
In their enthusiasm to find solutions to existing health problems and to
meet immediate needs, many voluntary groups and health agencies have
developed teaching materials on specific topics especially for school use.

 Such efforts have helped fill a void, and are to be commended, but the

number of heaith problems deserving special consideration in the
curriculum has become so great that many of these teaching aids can only
be useful if they are part of a comprehensive and sequential health
education program. In the absence of a comprehensive program, school
administrators under community pressure to “do something™ about drugs,
sex, smoking, alcohol, or other problems too often must respond with a
hastily scheduled 2-week unit or a lecture to cover a specific problem—a
problem often forgotten the next year in order to concentrate on
something else. _ '

Fragmented education efforts of this kind are not an adequate response
to the need for better health education. Federal, State, and local health
and education agencies need to promote a unified approach to heailth
teaching, organized so as to encourage coordination with other subject
matter and evolving sequentially through the school years in developmen-
tally appropriate steps. Health promotion and disease prevention should
be emphasized, including the anticipation of experimentation with certain
behaviors at certain ages. 5

Appropriate content areas for school health education curricula are
many and diverse. They include, at a minimum, nutntion, €xercise,
smoking, alcohol us:, driving safety, human sexuality, family develop-
ment, coping and stress management, and environmental conditions
zffecting health. This is not as overwhelming a list as might be supposed,
because many of the same basic concepts and skills underlie appropriate
behavior in all of these domains. ' “

The content of health education remains a matter for local determina-

tion. But Federal and State authorities, in conjunction with health
professionals and educators have done a good deal in recent years o

. develop model curricula and teaching materials. Current Federal efforts to

stimulate and improve school health education are being carried out by a
variety of offices within the Department of .Health and Human Services
and the Department of Education, with some resulting -problems of
fragmentation. There is considerable variation not only in subject matter
but in approach, from categorical (e.g., alcohol education) to more general
health enhancement (€.g., esteem-building, development of coping skills).
The Education Department now has an Office of Comprehensijve School
Health, which is in a position to coordinate all Federal school health
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education programs and to work with State and local education agencies
to develop such programs. In addition, through passage of the Health
Education Amendment of 1978 (P.L. 95-561), Congress paved the way for
establishment of demonstration and pilot projects in comprehensive
school health education. As yet, however, no funds have been appropriat-
ed to implement the new law.

If school health programs are to be effective, improved preparation and
in-service training of teachers, school nurses, physical education instruc-
tors, and other school personnel also will be necessary. Elementary school
teachers typically lack training in this field, and only 22 States certify
secondary school teachers in health education. Similarly, in many cases
-school nurses and physical education personnel are not sufficiently
oriented to the potential. contributions they could make to preventive
_ health education and health promotion, and are not given health
education roles in the schools. Public and phiianthropic grants to, training
institutions and local and State education agencies for preservice and
inservice training could have a major effect in changing this. situation.

Physical Education

. School physical education programs are an area of vast unreal’ -
potential. While’ adult participation in exercise and sports has t a
soaring in recent years, cutbacks in public school budgets have resulted in
‘a decline in the quantity and quality of school physical education
programs. Only one child in three now participates in a daily program of
physical education, and the record is worse in many areas (22). Lack of
adequate programs is particularly notable in congested central cities. A
recent survey of New York State elementarv schools showed four out of
five had not met State-legislated requirements for physical education in
the preceding year. Coupled wiih the prevalence of after-school television
viewing, this decline in physical education is cause for concern. One of
every six children taking a simple screening test designed by the
Fzrgﬁdcnt’s Council on Physical Fitness and Sports currently fails the test

It is important to reverse ihic irend, and also to increase the emphasis of
physical education programs on lifetime fitness and health, maintenance
skills. School programs can have an impact, for both sexes, far beyond the.
development of specific athletic skills for competitive team sports. Team
sports help students learn to subordinate personal glory to group
achievement, but the skills involved in some individual sports, such as
bicycling and hiking, also should be taught so that young people are not

"dependent on the «presence of others for physical activity. They should
learn to set and achieve personal standards of physical performance as
well as, or as an alternative to, competing against others. Physical
education instructors also should teach the proper responses in situations
of physical strain, techniques of relaxation under conditions of emotional
stress, and the relation of nutritional intake to physical and mental
activity. ]

Im;t)ylemcntation of school-based programs reflecting these principles
will require a reassessmrent by many communities of physical education
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priorities. In some instances, communities may need to secure expert
advice and support from local, State, or national sports medicine and
fitness councils. The Panel believes that one group well-suited ior a
leadership role is the U.S. Olympic Committee. Additional groups with
valuable expertise include the U.S. President’s . Council on Physical
Fitness, the American Academy of Pediatrics, the American Nurses’
Association, and others.

Health Education in School Health Services

School-based health services, whether they involve the traditional
school nurse or a full-service clinic, offer the potential for teaching
children about prevention, self-care, and the wise use of health services.
Part of this potential, alluded to above, is in redefining the role of the
school nurse so that she spends more time in teaching and counseling
activities relating to health promotion and disease prevention. School
nursing associations, in collaboration with other professidttal groups and
experts on prevention, need 1o examine this issue and devise a preservice
and inservice training agenda for the 1980’s.

School health services can also teach children appropriate patterns of
health care use. Recent research in the schools of southern California
suggests that patterns of use of school health services are established carly
in elementary school, with a limited number of children making most of
the visits to the school nurse (24). Some children may actually need more
care, but it is equally likely that the pattern reflects underutilization by
some and overutilization by others, as a function of different degrees of
classroom stress, willingness to seek help, or rapport with school health
personnel. Whatever the e. health services in the schools offer a good
vehicle for counseling children about personal decisions regarding use of
health services, whether for sick or well care. -

A third important role for-school health personnel is to work with
students and teachers to increase understanding of the particular
problems of handicapped and chronically ill children. With the advent of
P.L. 94-142, the Education for All Handicapped Children Act, many
handicapped children now are being mainstreamed who previously might
have been in separate classes or institutions. These children often have
special health nceds as well as learning needs, and effective integration
into normal classrooms requires orientation of other students as well as
sensitivity in addressing the health-related concerns of the handicapped
themselves.

ADOLESCENCE

In recent years, much attention has been given to adolescence as a
crucially important and often neglected period of the life cycle. Early
adolescence, which can be roughty equated with the ages 1014, is a time

‘of rapid physical, cognitive, and emotional change, accompanied by the

often stressful shift from elementary school to junior high school or
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middle school, and concomitant entry into *“teen culture.” Later adoles-
cence is a period of transition to adulthood, during which young people
are introduced to a wider social and occupational world, and gradually
required to adopt fully adult norms of personal conduct. -
- Although adolescence is a life stage in which many forms of experimen-
tatioa are necessary, socially adaptive, and to be encouraged, it is also a
time when youngsters typically try out a number of behaviors which (Are
1 or may have unfortunate lifetime consequences. Some forms~of
health-related behavior, such as cating and exercise habits, may already
have been set earlier in childhood. Others which are part of adulthood,
such as driving conduct and sexual behavior, are formed either wisely or
. poorly during this phase of development. Still others, including smoking
and alcohol and drug abuse, can be more like “time bombs™ ticking away
. through youth to explode years later in the form of chronic illnesses such
as heart disease, cancer, or stroke. '

Many health-related problems of adolescence result from immature
judgment combined with uncertain self-estecm and strong peer pressures.
Onc such problem is unwanted pregnancy, which has grown with the .

. dramatic increase in percentages of sexually active teenagers over the past
two decades. The topic of sexual behavior in adolescence is discussed in a
te section below. _

Other behavioral problems result from experimentation with personal
habits which are prevalent in the adult world. Unfortunately, many of the
risk behaviors which pose a threat to adolescent health and life are deeply
embedded in the country’s adult culture ana are therefore perceived by

teenagers as desirable symbols of independence, maturity, and sophistica-
tion. The most prominent examples are alcohol and tobacco use, and also
use of mood-altering drugs, especially marihuana. Survey data suggest
that 70 percent of all 12- to 17-year-olds have experimented with alcoholic
beverages, 54 percent have smoked, and 31 percent have tried marihuana.

Experimentation does not necessarily lead to continuing use of these
substances. In 1979 the percentage of teenagers smoking, for instance, was
just 11.7 percent—well below the proportion of those who had tried ..
smoking at some time in their lives. This figure also represents a decline
from 1974, when 15.6 percent of all youngsters 12-18 years old were
current smokers. However, the trend for alcohol and marihuana use is not
so positive. Between 1975 and 1979, the percentage of high school seniors
reporting alcohol use within the last 30 days increased from 68 to 72;
reporting recent marihuana use, from 27 to 36 percent. ‘ '

While a number of teenage behavior patterns have implications for
long-term aduit health and longevity, some can anc do result in immediate
death or disability. All of the major causes of mortality and inorbidity
among téenagers are related to behavior and the social environment, and

involve temporary misjudgment, anger or depression combined
with newly acquired access to instruments such as automobiles and guns..
Inappropriate use of alcohol and drugs often interacts with these factors to
multiply risk. : . -

While death rates for all other age groups in the United States have

- declined steadily since 1900, those of young people ages 15-24 actually
have increased by 11 percent since 1960 due to the high toll of accidents
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and violence among teenagers. Accidents (especially in motor vehicles),
homicide and suicide account for three-quarters of all deaths in this age
p. Among white ado'escents, accidents are the leading cause of death,
two-thirds of then: in motor vehicles. Among nonwhite adolescents,
homicide is the leading cause of death.
Increased suicide rates among teenagers, no less than homicide rates,
arc a tragic social problem. Between ages 15 and 24 years, suicide is the
third leading cause of death among males and fourth among females. For
10- to 14-year-olds and 15- to 19-year-olds, overall rates have more than
tripled between 1950 and 1977. Suicide invoiving use of firearms has
doubled for the age group 15-24 since 1966 (25). In some cases these data
reflect the presence of major psychiatric disorders, but in many others -
they reflect the above-mentioned interaction of factors such as temporary
. stress or despondency, experimentation with alcohol or drugs, and the, =~
availability of automobiles and guns. It is worth noting that thes&. .-
estimates are probably conservative, because suicidal impulses may .
contribute to many deaths identified as accidents. e - E T

[

" Positive Influences

Those who have worked withh adolescents have gradually come to
understand that enhancement of sclf-esteem—of pride in the youngster’s
own capacitiecs and accomplishments, which in turn encourages an

timistic view of the future—is a most promising strategy for promoting
health-enhancing behavior. Adolescents are seldom impressed by admoni-
tions about present dangers like automobile accidents (they “can’t happen
to me™) or by warnings of long-term consequences, such as a heightened
cancer risk from smoking. Similarly, it is very difficult for adolescents to
take actions that will put them out of step with others of their age. which
means, for example, that personnel trying to prevent harmful or promote
healthful behavior often must focus_on changing the group’s attitudes
rather than the individual’s. |

While the influence of peer pressures on adolescent behavior is widely

i and well documented, it is also important to remember that
family members—both parents and siblings—remain major sources of
guidance and are influential role models. Firm and steady guidance from
parents can be particularly important during early adolescence. This pomnt
is often overlooked, as we are reminded by two leading psychiatrists, Drs.
Beatrix A. and David A. Hamburg:

In an =ffort to foster the perceived value of independence in the

child, there may be a significant renunciation of parental preroga-

tives. This is largely inappropriate for the ecarly adoles-

cent . ..generally, there is a heightened need for jarental stability

and guidance at the time of major biological, scho:l and social

discontinuity. The early adolescent carnot possess & competence
- and mastery needed for full independence (26).

As adolescence progresses and youngsters renegotiate their relation-
ships with parents and other family members as part of the gradual move
to independence, teenagers care deeply that they be able to manage at
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least some aspects of theu uves with autcnomy and privacy, as adults
would. This attitude has major implications for the design of cducational
and counseling services to meet adolescent needs.

Impo.tant clements of health education and counseling for adolescents
can be provided through both the health care sector and the schools.
Adolescents need more information about the effects of their lifestyle on
their present and future hezlth, but this information must be presented in
ways which are likely to influence their attitudes and behavior. Studies
indicate that the vast majority of adolescents already know smoking
causes cancer, that unprotected intercourse can lead to pregnancy, that
proper diet, exercise, and rest are essential for good health, and so forth.
The problem is that they do not always act prudently on the basis of this
knowledge, and often seriously underestimate the consequences of certain
types of risk. '

Recognizing. this fact, those most successful in working with adolescents
regarding their health have often designed innovative programs and
techniques for meeting the unique needs and values of the age group.
Effective counseling and education for teenagers can be found in health
clinics. multiservice centers, the schools, and- community programs
sponsored by religious groups, scout troops, and various private associa-
tioas. There is no single “right” place or mechanism to teach adolescents.
Instead. a variety of approaches, with overall community coordination,
need to continue and be expanded. _

Primary health care providers obviously have an important role to play,
both in offering anticipatory guidance to adolescents and their parents,
and in helping to create and sustain community education efforts for
teenagers. Because so few adolescents see a doctor unless they are sick,
extra efforts are needed from primary care physicians—general pedis‘ri-
cians, family practitioners, obstetricians, and internists—to ensure that
any component of their practice time devoted to adolescents includes an
appropriate emphasis on preventive efforts and health promotion, includ-
ing counseling.” Physicians also have a special responsibility to take
initiative in creating and strengthening health-related programs for
adolescents in the school and the community. The specialty of adolescent
medicine can continue to provide badly needed icadership in prevention
and health promotion for this age group, and counseling and education
directed at adolescents also should continue to come from a wide range of
nonspecialists and personnel other than physicians.

School Programs

For adolescents as for younger children, the schools offer a promising
site for health education. But students who find their studies interesting
and engaging are more likely than troubled students to be interested in
their health and to absorb important health messages. If school is a
“hassle.” if the days are filled with boredom, if self-esteem is low,
alternative sources of satisfaction and of challenge will be sought, which
may include activities with a negative health impact.

Comprehensive, innovative school health education can promote
healthy habits among adolescents and discourage the adoption of health-

120
127



damaging behavior. But as previously indicated, there is much room for
im t in most school systems’ health ednucation efforts. This is

true of health education aimed at adolescents, which in the
past often has been fragmentary and generally perceived by the young-
sters themselves as off target. -

“There now are some programs under way in various school systems

around the country which have proven cffective in helping students

understand the relationship between behavior and health and in teaching

them to resist pressures from peers and other influences to start smoking,

inki etc. Most such program=: emphasize the active involvement of

* students, the use of teenagers to counsel their age peers or younger

children, and the teaching of coping skills to help children anticipate and
resist peer pressure. _ :

One example is in a school-based program in San Jose, California,
where 10th grade students worked with younger children in the 7th grade
to identify and diffuse pressures which encourage smoking. Two years
after the program commenced, parti¢ipating schools found a 50 percent
decrease in the number of younger children starting to smoke as compared
-with control schools without the peer counseling program (27).

Another project which showed significant success was conducted in
Houston, Texas. Youngsters were tracked from seventh through tenth
grades as they were exposed to a series of videotapes, film and poster anti-
smoking messages featuring adolescents of about the same age presenting
information or engaging in role-playing. During the years of the program
"and in a followup study 2 years later, researchers found a significant
*  reduction in the onset of smoking (28). | .

Schools and community agencies also are developing extracurricular
programs to channel the strong influence which peers ‘have on health-
related behavior. Such programs take different forms, including the
education of younger children by trained older students and the education
of age mates by trained students. Some of these programs are very large in
scale. For example, in New York, teams of high school students, each with
responsibility for its own format, visited 71 clementary schools, reaching
_nearly 10,000 fifth anc sixth grade students. A Minnesota peer group
model program called “Teenage Health Consultants™ provides informa-
tion and training to adolescents wko then become health educators and
make referrals within their peer groups (29). This program, replicated in
communities as well as in schools, is concentrated mainly on drug
use/abuse, human sexuality, mental health, food awareness, and commu-
nity health resources. Likewise, family planning clinics, such as that
offered by the city health department in Berkeiey, California, have
developed model outreach education and inpatient counseling programs.

Education in Human Sexuality

Among the most important, and also most controversial, topics taught
in the schools is sex education. Sex education is singled out for special
comment because of the importance of responsible sexual behavior to the
health and well-being of adolescents, and because this subject highlights
the need for families to play a more active role, along with health care
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providers. coraaunity agencics, and the media—not just the schools—in
preparing ang® - »-acting young people.

Althoug’ ' - nage birthrate is now declining for all adolescent age
cohorts, se. ' .+'.. ly among teenagers continues to increase. It is now
estimated 1+ ., -~ -“imately 50 percent of unmarried young women

15-19 years oid living in metropolitan arecas have had sexual intercourse,
significanuy p.ore than the 30 percent repcrted a decade ago. Approxi-
mately one-third of sexually active teenage women get pregnant, a higher
rate than a decadec ago even though there appears to be more use of
contraception. This fact may reflect use by teenagers of less effective
methods of contraception, or more frequent intercourse among those who
are sexually active, or both.

Among those teenagers who do get pregnant, the percentage who
before the end of pregnancy is declining—from 33 percent in 1971 to 16
percent in 1979. Of those who remain single, only about half have the
baby. as compared with approximately two-thirds a decade ago. The rest
either suffer miscarriages or opt for abortion (30).

In 1977, some 31 percent of a reported 1.3 million abortions were
obtained by women under the age of 20. In fact, there werc more
abortions (12,964) among girls under 15 than there were live births, and
among giris 15-17, some 135,801 pregnancies—or almost 39 percent of all
conceptions—ended in abortion. About 17 percent of all infants bomn in
1977 were born to teenagers, and birth rates among black teenagers
remain much higher than those among whites. A few more than twice as
many blacks as whites aged 15-19 gave birth in 1977 (31).

It has frequéntly beer assumed that a large percentage of- teenage
pregnancies are unwanted. The Centers for Disease Control have
estimated that in 1977, 46 percent of teenage births and 70 percent of all
teenage pregnancies were unintended (the difference accounted for by
abortions). However, recent studies indicate that unintended is not
necessarily synonymous with unwanted, at least a.aong those who carry
their babies to term. One Philadelphia study of black tcenagers 13-18
years old found only 35 percent felt having a child would make life
“worse” or “ruined,” while 22 percent thought it would make life better or
no different and 43 percent didn't know what the effect would be. A
variety of emotional factors appear to be involved in teenage pregnancies,
including a desire for love and acceptance. for “proof” of maturity, for
status with peers. Adolescents are seldom aware of the adverse impact
early birth will have on their own future education and income, or of the
expense and strain iftherent in child rearing.

Sexually transmitted diseases are another major health problem of
young people ages 15-24, who account for approximately 65 percent of
the estimated 8—12 million cases of these diseases each year (32). The most
common of the sexually transmitted diseases include trichomoniasis,
gonorrhea, nongonococcal urethritis, genital herpes and syphilis. Several
can lead to serious complications. In young women, for instance, pelvic
inflammatory disease from both gonococcal and nongonococcal infec-
tions is the leading cause of infertility and sterility; it afflicts an estimated
1 million people annually. Genital herpes can cause scvere neurological
damage to an infant born to an infected mother. :
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The traditional response to the health threat posed by a high incidence
~ of tecnage pregnancics and sexually transmitted disease has been a call for
improved sex education programs and more effective usc of family
planning services-—and indeced. this Panel would echo such suggestions.
But we do not want to suggest that the underlying cause of the high
" incidence of these problems—the increasingly widespread sexual activity
among adolescents—can be ignored. It is reasonable to suggest that a
reduction in carly sexual activity would be the best way of reducing
teenage pregnancies and sexually transmitted diseases.

Teenagers are subjected to enormous pressures—from peers, older
friends and role models, the media and other influences—to e¢ngage in
carly and frequent s~xual activity. Nothing in American society is more
glamorized than sexual “love.” and sources of adult guidance do not
always make clear that there are excellent reasons in addition to moral
injunctions to go slow in this area of life experience. The Panel believes
sex and family education courses—and guidance offered by parents.
teachers, religious leaders, and health care providers—should explore and
clarify the implications for physical and mental health and for personal
growth and developmei. of early sexual activity, of carly pregnancy and
child rearing, of sexually transmitted discases. and of abortion.

Such data as are available indicate that there is very little communica-
tion about sex in the home. Among 7th grade giris. one study found that
20 percent of mothers had never told daughters about menstruation, 50
percent had not discussed the male role in reproduction, and 68 percent
had not discussed any aspect of birth control. This is in spite of the fact
that the impact of parental communication about sex has been shown to
be significant. Research has indicated that strong supportive family ues
help to “innoculate™ teenagers against carly pregnancy. Even minimal sex
education from the parent is associated with postponement of age of
initiation of sex activity (33). Research suggests that school and
community sex education prograni> which involve parents actively and
seek to improve parents’ communication with their children would be
helpful. Furthermore, the experience of many comrmunities around the
Nation indicates that active involvement of parents in the development of
school-based sex education courses is often crucial to their acceptance and
effectiveness (41).

Sex education is now fairly widespread in Ameiican schools. Seven in
ten never-married women aged 15-19 have had a sex education course,
and about half have had courses which included some teaching about
modern contraceptive methods. Six in ten have had :ome formal
instruction about venereal disease and seven in ten have had detailed
information about the menstrual cycle (34). There is. however. sull
considerable rooru for improvement in the provision and scope of sex
education programs in the schools.

Because sexual learning is social learning, it must be understood
broadly as a life-long process beginning at birth and continuing into old
age. Very little of the information. attitudes, values, and behavior patterns
important for understanding sexuality are learned by children, adoles-
cents—or for that matter adults—in a formalized manner. Most school-
based approaches to sex education rernain more narrowly “‘reproductive
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education,” meager in content. limited in scope, and too late in being
presented. Rarely do they provide opportunities for youngsters to discuss
aspects ..f sexuality rcievant to decisionmaking and self-understanding.
such as affection. love. emotional intimacy, body image, gender roles,
dating, marriage, divorce. family responsibility, and lifestyles. Moreover,
parents often do not provide such information to their children. In
general, necither the college professor. nor the businessman, nor the
assembly-line worker presently talks to his or her child about these

matters (35).

The Panel therefore believes that sex education programs must address
more than the ciemental facts about human reproduction. Such programs
should cover the health implications and life impact of sexual behavior;
the effectiveness and risks of various contraceptive methods. including
abstinence; the physical and emotional risks of abortion; the emotional
and social ramifications of sexual activity. They should also focus on

_ clarifying personal values, maintaining self-esteem, and developing re-

sponsible interpersonal relationships. We also believe that abstinence from

early sexual intercourse should be treated as not merely acceptable but in
most cases as preferable.

Likewise, young people need repeated opportunities to discuss the same
information. As youngsters get older, their bodies change, their social
awareness changes and they have new feclings to understand and cope
with. Too many parents and prpfessionals subscribe to an “innoculation
theory™ of sexual learning—one discussion will do it. In fact, information

 on reproduction at the age of 10 or carlier has a very different meaning

/ than the same information at age 17.

There is a strong need for educational efforts to reach adolescent males
on these issues as well as females. Sexuality is not just a women's issue. It
' is notable, for example, that less than 1 percent of Planned Parenthood
/ services reach males. )

f Although school programs remain an important focal point for
caucational programs, it is not enough to expect schools alone to assume a
tcaching responsibility. Health care programs and youth programs
throughout the community, as well as the media, should incorporate-at
least some clements of health promotion in regard to sexual conduct.

1

/ Role of the Media

! The mass media—especially television and radio—can help shape

f healthier behavior among adolescents, not only in regard to sexual

I conduct but also on a wide range of other matters. Entertainment
programs. such as popular situation comedies, offer an excellent opportu-
nity for presenting health information in a format that appeals to a wade
range of viewers. Radio stations specializing in rock or disco music also
reach teenagers of all socioeconomic levels and can be used to disseminate
health-promoting messages. To be effective, however, such messages must™_
be carefully tailored 1o adolescent concerns and delivered in a way that
captures the teenager’s attention. In addition to working with the media in
developing health promotion material. the Panel would urge that groups
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eorioca:’ned about adolescent health discuss with television scriptwriters
and network and local officiais the content and balance of both programs
and advertising. As Norman Lear, the television producer. told an Action
for Children's Television Conference (36):

We have learned that more people will absorb information when it
is couched irf entertainment.

A half-hour documentary on scat belts in automobiles will make
only so many converts, largely because the audience is smaller, but
also because people resist being lectured to. But have Archie Bunker
or Fonzie or Mork or Mindy strap themselves into a seat belt, and
there will be a run on seat belts-in stores everywhere within the week.

The question, then, is how to get more information. more positive
attitudes about humanity, and more accent on better values into the
mainstream of television programming. The first thing is to” work
harder™ at raising the consciousness of network programmers,
independent producers, actors, directors, and writers—all those who
contribute to the media. :

s
POLICY IMPLICATIONS ’

Previous sections of this chapter have reviewed health-rclated behdvior
of various age groups. commented on education and counscling needs
relevant to each. and mentioned teaching strategies of demonstrated
effectiveness. Implicit in this discussion has been the notion that, although
much health-related learning takes place via family and peers outside of
formal programs or teaching efforts, there are five institutional struc-
tures—the health care system, the schools, the media, the workplace, and
.the community—through which public policy may exert a positive

In making recommendations relevant to these major institutional
sectors, we are mindful of several general facts.

First, although health-related behavior has multiple determunants, and
the influences of socialization and cultural transmission are certain to be
more powerful in cumulative effect than any single program or policy to
effect change, health education nonctheless can be a very effective tool
when ‘educational ventureés are properly designed and executed. It is the
Panel’s impression in reviewing the results of various recent demonstra-
tion projects that much more is known about wha: makes health
education effective than is being applied. '

Just as health-related behavior has multipie determiniants, <o behavioral
risk reduction is best achieved through a multifaceted approach. Messages
communicated via more than one setting or mechanism can have a
cumulative impact. Health care providers, schools, mass media and the
community are more likely to succeed in influencing behavior if they
coordinate their efforts, or at least reinforce—rather than contradict—one
another. -

It is also true that information alone rarely produces behavioral change.

This means that we cannot expect to change important behavibrs such as

use of prenatal care, eating habits. patterns of oral hygiene, contraception,
127
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umt 30 ﬁg“s;mply by making information available about them. Itis also .
ey e that individwils can be well taught at little or no effort or
S without expenditure of time. Effective educational and counseling
f)fgics will continue to require careful community-wide planning,
igigginative design and execution, and focused followup evaluation.
YLz _ if efforts to help individuals adopt desired behavior are to be
fased on the complex realities of life, and on available evidence about
what works in health education, then greater emphasis must be placed on
approaches which: - .
e address the practical limitations which individuals face in trying to
act ih health-enhancing ways
e direct attention to institutional and other higher level changs in
addition to Wiy change ' ' B
e emphasize i : decisionmaking over behavioral prescription,
and avoid unethical intrusions on personal freedoms
» reduce the barriers to individual action, such as requirements of
time, undue technical knowledge, effort, and cost
e are based on systematic _assessment of the causss of behavior
which contribute to the health problem in question
e focus on the full cycle of behavior change, from assessment of
factors predisposing an individual to certain behaviors, to analysis
of what might promote change, to reiriforcement of change when
it occurs : )
involve the group or groups to be affected in program design and
implementation . :
e mect the minimum threshold level of program effort needed to
have an impact.

L]

" These are some of the basic attributes of any proéram or policy to

enhance personal heaith-related behavior.

Health Care Settings

As noted throughout the chapter, health care settings are obvious sites
for initiating health education, guidance, and counseling for pregnant
woinen, children, and adolescents. Moreover, the role of health care
professionals in initiating, supporting, and participating in such efforts
may extend beyond the bealth care delivery site to the school or to other
community settings and programs. Because many people place high value
on health information from health care providers, tae health professions
are in an unusually favorable position to offer effective health education
and counseling. :

The Panel therefore recommends that regardless of organizational
setting, primary health care for children and pregnant women should
place greater emphasis on patient education, guidance, and counseling
directed to parents and children, especially as the:= .elate to health

 promotion and disease preven tion.

e Family planning services should include a substantial componert
of counseling and education.
e Counseling and anticipatory guidance about behavioral risks

should become an integral part of all prenatal care, and womén
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seeking to change behaviors such as smoking and alcohol use
should be assisted By providers directly or through referrals.

e The availability of childbirth education should be increased, with
special efforts to reach low-income and high-risk women and
couples who typically have not had access to adequate prepara-
tion for childbirth. s A -

e Increased emphasis should be given in the health care system to

t education, guidance, and counseling, particularly in the
vulnerable perinatal period and during infancy. Parents having
difficulty in adequaely nurturing and caring for their children
should be provided with continuing counseling, education, and
support.

e Health professionals should assign high priority to health educa-
tion, guidance, and counseling for preadolescents and adolescents,
and their families. Health services for these groups should include
appropriate education and counselipg on human sexuality, and
the risks involved in behaviors such as smoking, alcohol use, and
use of drugs.

In making these recommendations, the Panel acknowledges that
substantial attitudinal, financial and organizational barriers impede their
full implementation. These are discussed in later chapters. Access to
health care providers remains episodic and crisis-oriented for some
populations, and as yet only some physicians and other primary health
care personnel see it as their role to spend a significant component of ume
on health promotion and primary prevention.

Techniques of counseling and education that deserve added emphasis in
. health care settings include one-to-one counseling, group discussions,
“exit interviews™ (as in the use of a nurse or trained lay person in family
planning clinics to clarify and reinforce health recommendations),
outreach services, and telephone-access and cassette libraries of recorded
health information. Significant involvemernt in school! and community
. health promotion activities remains highly desirakic, as the Pan:l sees it,
for private pragtitioners as well as other health care providers. .

To reinforce and further stimulate health education and counseling, via
the health care sector, the Panel further recommends that Federa:

policymakers take the followin as part of a broad natonal strategy
to introduce appropriate emphasis on health- behavior in health service
programs: -

e Maternal and child health authorities in the Department of Health
and Human Services should expand the Department’s capacity to
convey specific educational “messages” regarding information
which is’ important for the promotion of child health, including
such content areas as breast-feeding, infant nurturance and
stimulation, continuity of parenting, nutrition, child safety, and
adolescent behavior. These messages should be disseminated
widely via Department programs, the media, voluntary organiza-
tions, and health care providers.

e Al standards for quality of care should reflect the importance of
counseling and education for parents, children, and adolescents,
and all federally supported health service programs should be
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monitored to assure adequate emphasis on these components of
care.

e Further support should be given, through various Federal health
programs and policies, 1o counseling and .education related to
family planning, prenatal and postnatal pazent counseling, child-
birth education, and guidance for the parents of children and
adolescents. ‘ :

e Training in the content and methods of counseling, guidance, and
education for parents, children, and adolescents should be made
part of all training programs for health care professionals, and
information should be disseminated by the Department of Health
and Human Services, as well as private foundations, professional
associations, and certifying bodies regarding successful clinical
training programs for the teaching of parent and patient education
to health professionals, so that other programs can be strength-
ened.

e Continuing education programs should give increased emphasis to
counseling, guidance, and health education skills for all health
professiorials, especially those practicing in primary care settings.

The schools -are receiving remewed attention as sites for disease
prevention and health promotion just when many are under severe
financial constraints and are hard-pressed to accomplish other basic tasks.
However, certain excellent programs attest to the potential success of
health education—as a part of health services, in the classroom, In
physical education programs, in extracurricular activities, and as a
product of a healthy school climate of discipline and respect for students.

The Panel deeply respects the traditional autonomy of local school
districts in making curricular decisions. We ponetheless believe that all of
the Nation’s school districts should have appropriate and higk quality
health educatior and counseling. It therefore seems to us essential that
public education authorities at all levels should make a strong commit-
ment to promoting healthful behaviors among children and better
understanding of the determinants of lifelong health.

e. Education regarding health should be an essential component of
the school curriculum at all grade levels. School programs should
assume a developmental perspective, encourage active involve-
ment of parents, teachers, nurses, nutritionists, physical education

pnel. and home economists, and be designed to enhance
student decisionmaking about health behavior.

e Local school boards, superintendents, and elementary and sec-
ondary school principals should take whatever steps are necessary
to ensure strong working relationships in health education
among school personnel, parents, and various community health
resources outside the schools, including local health care
providers.
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e Physical education programs in primary and secondary schools
should include instruction in individual exercise, lifetime fitness,
and other health maintenance skills in addition to competitive
team sports. Such programs should be designed to foster the
student’s own sense of self-esteem and competence.

e Every clementary school teacher should receive adequate prepara-
tion in health education as a prerequisite to certification, including
exposure to curricula, methods, and materials, and instruction in
the role of health services in the school and community. In
addition to understanding general health content, teachers should

in basic skills in managing school-related problems of chroni-
cally ill or handicapped children and assisting these children in the
classroom.

e Science teachers, physical education instructors, school health
personnel, home economists, and cthers who have special oppor-
tunities to provide health education should be encouraged by local
school boards, superintendents, and principals to seck relevant
preparation and continuing education.

e Parents should play an active role in informing zad deepening the
understanding of young people about sexual behavior, both as
participants in the development of school sex education courses
and directly within the family. Courses in human sexuality, taught
by competent persons and with the full participation of parents,
should be available in the schools. Developmentally appropriate
courses should address more than just the elemental facts about
human reproduction, dealing with sexual development in the
broader context of social and emotional development, value
formation, and responsible interpersnnal relationships.

These steps will require vigorous commitment by local and State school
boards, superintendents, principals, teachers, and other school personnel.
They also will require the full support of local healith care providers, and
willing collaboration by State heailth authorities.

The Federal Government also can play a significant role in advancing
school health education, by developing and disseminating curricula,
supporting demorstrations, and otherwise facilitating knowledge transfer.
" No consistent Federal coordinating mechanism or policy with clearly,
articulated school health objectives has yet emerged. ‘

Current Federal efforts to stimulate aad improve school health
education are now being carried out by a variety of offices within DHHS
and the Department of Education, including the National Institute of
Mental Health, the National Institute on Drug Abuse, the National
Institute on Alcohol Abuse and Alcoholism, the Administration for
Children, Youth, and Families, the Office of Adolescent Pregnancy
.Programs,  the 3ureau of Health Education, and the Office of Maternal
and Child Hea:th. As noted earlier, there is wide variztion not only in
subject matter but in approach. '

Coordination of health instruction, health services, and food programs
has been difficult to accomplish because of the traditional separation
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¢ eductors, heaith professionals, and nutritionists at all levels. There -

among

are at least a dozen Federal agencies supporting some aspect of school

health, with little coordination or joint planning among those agencies, or

between them and the States, who provide an estimated $300 million

annually for school health activities. .

The numerous curricula developed for adolescents in the school setting -
have had limited evaluation, particularly in measuring subsequent
behavioral changes. Their successes and failures need 1o be examined so
that professionals from education and the social sciences can determine
which approaches show themostpromise.'l‘heextcnttowhichparticlﬂar
methodsareeﬁ'ecﬁvevﬁthsuchissuﬁasfoodhabits,dﬁnkinganddrug
use, accidents, pregnancy among young tecnagers, dropping out of school,
and so forth is of major interest.

The Panel supports a unified, comprehensive approach to curricutlum

t and technical assistance to State and local authorities for
health promotion activities. Acknowledging that the Departments of

Education, Health and Humhan Services, and Agriculture all have a

legitimate and important stake in school-based health promotion activi-

ties, we nonctheless believe it is appropiate that there be strong
coordination of these efforts at the Federal level, to avoid duplication of
offort and assure that learning is shared regarding program effectiveness.

“The principal obstacle to such coordination at present, we believe, is the
absence of a.strong health education focus in the Department of
Education, to complement the efforts of program managers in DHHS and
USDA. The Department of Education now has an Office of Comprehen-
sive School Hezlth, but this office remains skeletal because the School
Health Education Program (P.L. 95-561, Part 1) has not yet been
adequately funded: -

We therefore recommend that Federal authorities strengthen their
commitment to leadership in health education by taking the following
steps: _ .

e Appropriation of adequate funding for the School Health Educa-

; tion Program (P.L. 95-561, Part 1), which provides for State and

local educaticu agencies to establish demonstration and pilot
_projects in con:prehensive school health education.

e Increased support for the Office of Comprehensive School Health,
so that adequate technical assistance can be provided to State and
local education agencies, including the dissemination of successful
health instruction curricula. Special emphasis should be given to
familiarizing school personnel with effective programs for
adolescents.

e Strong interagency coordination between the Federal Office of
Comprehensive School Health in the Education Department and
relevant counterpart offices in the Departments of Agricuiture
and Health and Human Services. '

e The provision of incentives for State and regional education
agenciecs to employ professionals with expertise in health educa-

tion to give leadership in planning, coordinate teacher training

132 | I

]
>y



and curriculum’ dissemination, stimulate extracurricular programs,
and assure parent involvement in local programs.

e Strengthening of health education components in Head Start
programs and other federally supported preschool programs,
thfSugh regulations, guidelines, dissemination of model curricula,
and project monitoring, including emphasis on the involvement of
parents.

Television

As we have noted, the mass media, and particularly television, have a
tremendous potental to influence healih. We believe that the Nation
should be concerned about the effects of television from two stand-
points—first that it do no harm, and second that its power be used to
improve health-reiated behavior.

. There is widespread agreement on the need to limit or at least
counteract the negative effects of advertising and certain program content
viewed primarily by young children. But disagreement continues regard-
ing the degree of protection needed and the choice of methods. There are
a number of methods that can be used to change television approaches,
including complete and parual bans on certain types of advertising or
behavior shown on programs; limitations on particular promotional
techniques or behaviors; limitations on the number of commercials for
given types of products; health warnings within the context of a given
commercial; counteradvertising; and modeling of positive behaviors.

The advantases and disadvantages of these alternative strategies have
been discussed by the staff cof the Federal Trade Commission in the
context of the proposed “Children’s Advertising Rule™ (37) and by the
Federal Cormunications Commission (38). Both of the Commissions
have concluded that while bans are remedies of last resort, the other
alternatives are less likely to be effective in the case of young children.
Other evidence suggests that adherence to the Broadcaster’s Code has
been disappointing. Militating against the use of bans, however, are
constitutional questions and a history of caveat emptor.

The Panel does not possess the expertise to decide whether a ban on
certain forms of television advertising or content is appropriate. We do,
however, see the continuing need for a Federal regulatory presence with
the power to enact such a ban should evidence of its importance be
compelling.

Counteradvertising can provide supplemental nutritional, safety, and
other health information. The major test of the effects of counteradvertis-
ing occurred during 1967-70 when the Federal Communications Commis-
sion’s Fairness Doctrine led to $60 million worth of free television time in
one year for antismoking campaigns to counter cigarette advertising.
Although there was four times as much advertising for cigarettes as

inst them, there was a decline in per capita cigarette sales in the United
States (39). Consumption increased again after both cigarette advertising
and most antismoking messages were removed from television (40). The
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deterrent cffect was less strong among adolescents, perhaps because the
antismoking messages concentrated on health consequences only and did
not appeal to attractiveness—the more salient motive for this age group.

The Panel also concludes that regardless of how many special children’s
programs are produced with private or public support, efforts must
continue to assure that an appropriate proportion of the routine
programming of all major television stations is of interest and benefit to
children. Although some segments of the population are well served by the
broadcasting system, the children’s market is dramatically underserved.
The FCC believes that there is considerable demand for and benefit to
society from age-specific educational programming, but that this demand
goes unfulfilled and the benefit goes unrealized due to children’s limited
appeal to the advertiser and the limited number of broadcast outlets.

In addition to these approaches, there are several other important
avenues of health protection in television viewing. These include cable
channels designed explicitly for children, with no controversial advertising
or violent content; the fostcring of critical viewing skills iz chiidren; and

efforts to create alternatives to television viewing, ially for
disadvantaged children in neighborhoods with few recreational facilities
or organized activities. These are discussed fully in one of the Panel’s
commissioned background papers (41).

In summary, the Panel recommends that further national effort be
devoted to countering media pressures on children, adolescents, and
pregnant women to adopt behaviors deleterious to their health. Parents,
communities, and advocacy groups should take the following steps:

e Continue and broaden the dialogue with national television
networks regarding commercial advertising, programming bal-
ance, and the modeling of health-related behaviors. Better and
more systematic ways should be found to provide accurate
information about health and health-related behavior to the
creators of television entertainment programs.

e Actively assist in the development of critical viewing skills among
children, particularly with regard to commercial advertisements.

e Encourage parents to monitor television viewing, to emphasize
selective rather than continuous viewing, and to discuss programs
and commercials with their children. Parents also should be
encouraged and supported in providing alternatives to television
viewing, including recreational opportunities.

e Promote the endorsement of healthful practices and products
through the media by professional organizations and celebrities
held in high esteem by children and adolescents.

Federal and State authorities and private foundations should support
efforts to strengthen the role of television in promoting maternal and child
health. In particular, public and private policymakers should support:

e Increased research on tke effects of television on chudren,
including efforts to analyze network and local programming.

. _Periodic national reports should be financed by the Department
of Health and Human Services and the National Institute of

l - -~
- ’
F

s



Education on the content and behaviors enacted in programs and
tsing directed at children. .

o Adequate programming for, children as one of the criteria for
license renewal of television stations. ’

® Reestablished authority of the Federal Trade Commission to
investigate the fairness of television advertising and program
content in their effects on children and to promulgate regulations
in regard to these matters whenever appropriate. :

e Continuation of high quality educational programs with major
health components, and development of new programs with
Federal support.

e More health promoting public service announcements during
children’s and adolescents’ “prime time™ (e.g.., Saturday mocning
and during after-school and early evening hours).

e Mecdia campaigns to provide information about special risks to
pregnant women of smoking, drinking, and improper drug use.

Television can be a potent force for health promotion, as exemplified by
Sesame Street, the Electric Company, and other programs which function
as good alternatives to programs with objectionable advertising content.
But belief in the power of television without consideration of its
limitations also has led to some expensive failures.

In reviewing the evidence on education via television, the Panel
concludes that the production of high quality programs for a large number
of schools and other local agencies that would never be able to afford
them is a legitimate part of government health education activities, but
given the magnitude of these expenditures, continuing research 2nd
. outcome evaluations ought to be required. _

The uses of television are expected to change as package programming,
video discs and cable television become common. These alternate systems
are much less expensive and provide a greater opportunity than broadcast
television to reach specific populations, and they are also easier to
combine with other educational methods. These avenues need to be
explored in the future as well as programming for private and public
bropadcast television.

'DHHS is in the process of redefining its role as a “wholesaier™ of health
information. This function is broader than simply deciding what messages
should be presented via television, or considering the best means for
communicating via other intermediary or “access™ groups, such as health
‘care institutions, labor unions, PTA’s, and community organizations.
Federal support is being seen as a way to build consensus, reach high-risk
groups, and assure concerted action. The role of television as a part of this
large process, and coordination of television messages with those
communicated elsewhere, is an important matter which deserves further
impetus. Attempts to promote good health via television can be
substantially strengthened by a broad and coordinated Federal strategy
involving careful definition of messages for particular groups—including
children, adolescents, and pregnant women—and multiple means for
conveying these messages to the groups who need to absorb them.
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In summary, the Panel recommends a strengthening of both private and

. . .public support for health-promotion activities via television. At a

minimum these should include:

e Continued support for high quality educational programs with
major health components, and development of new programs
under Federal support.

e Sponsorship of further health-promoting public service announce-
ments for children, youth and pregnant women, targeted to prime
time (including Saturday mormng) and to after-school hours.

e A vigorous campaign to produce special health-related messages
for particular groups of children, teenagers and pregnant women
at risk, with integrated strategies for dissemination via television,
as well as radio and the written media, simultancous with
dissemination via health care providers and schools.

The Workplace and the Community

Among the most significant changes in American life, noted earlier in
the report, is the dramatic increase in numbers of women in the

for parents. A significant number of corporations and government

agencies have made serious efforts to assist their employees in these

matters, as well as helping balance the demands of work and private life

by offering flexible-time work arrangements, child care, and various
rt services to parents. '

I'he Panel believes that these efforts are highly significant, and should
be enlarged in the future. Accordingly, we recommend that all private
corporations and government agencies give explicit attention to the needs
of their employees for family planning services, prenatal care, and other
forms of support for parents. Model programs such as those sponsored by
the March of Dimes Birth Defects Foundation are one example of what
can be done by way of counscling in the workplace.

Formal and informal c6mmunity associations and groups also continue
to be an important source of support for parenis, families and young

le. The community offers a scale and familiarity better suited to
certain forms of education and counseling than larger institutional
structures. )

The wide variety of organizations and lay self-help groups to be found
in most cities and towns—including religious groups, the Boy and Girl
Scouts, Boys and Girls Clubs, 4-H Clubs, PTA’s, Candlelighters, Paicnts
Anonymous, women’s health collectives, food cooperatives, and numerous
other groups—attest to the vitality and usefulness of community organiza-
tions in our country. Many of these groups currently sponsor, or could

nsor, significant health promotion activities. .

Such local groups are needed to interpret and adapt centrally produced
health information that cannot be equally sensitive to the many variations
of problems, concerns, circumstances, risks, values, and attitudes of a
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pluralistic community and society. Programs with a strong commitment to
empowering individuals, families, and community groups should, there-
fore, be given a high priority. Broad involvement of families and
~ individuals in solving their own problems is to be encouraged. .

When larger social groups surrounding an individual exert a positive
health influence it is much more likely that the individual or family unit
will be able to adopt healthful behaviors. Importantly, when people work
together they are more likely to be successful in bringing about needed
changes in institutions and other resources that may expand individual
options. Many strong informal family and community networks already
exist and perform significant and positive heaith promotion roles. These
should be preserved and strengthened, or created if they do not already
exist.

To some degree, public authorities can foster attention to health-related
behavioral issues by such groups. One example of federally provided
incentive to positive action is the recent risk-reduction demonstration
grant program of the Centers for Disease Control, which provides modest
funding for community-based efforts in health promotion (42). But many
types of voluntary and informal organizations are difficult to create or
render more effective via public policy. Instead, they depend upon the
initiative and energy of private citizens. '

An important social network also has been created by agricultural
extension agencies in many of the Nation’s rural areas. Agricultural
Extension has a unique and only partially realized potential for health
education in rural communities. Its mission is education and community
development to help people improve their social and economic well-being,
and o..e of its five goals is family health. There is a cohesive, credible and
well-staffed network of home demonstration agents and youth workers
which in many States still reaches small farmers and others. Health
programming has varied over the years. Recently there has been a
resurgence of interest and activity, but funding is very limited. Most States
have extension specialists working on health projects, and in the 1970’s
cight States (Arkansas, Louisiana, Pennsylvania, Ohio, Virginia, Miary-
land, Missouri, and Wisconsin) received special Federal funding for
consumer health education. The Panel regards such efforts very favorably,
and believes they should be enlarged in the future.

In summary, whether through self-sustaining efforts or with public
support, the Panel urges that voluntary associations and community
agencies renew their efforts to promote appropriate community-based
education for parents. Education programs and activities_in community
settings should focus on a wide range of health promotion goals, and
should not overlook:

e Widening the availability of informal support groups and net-
works for pregnant women, new parents, parents of chronically ill
or handicapped children, parents involved in child abuse and
neglect, and other groups of parents with strong common needs
for education and support. .

e Increasing the cooperation among private industry, local organi-
zations, and the schools in order to introduce health-related
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content to community activities of major relevance to adolescents,
including recreational opportunities and job training.
e Further developing health education and counseling via the
tiveExtensionProgramoftthepanmcntongrictﬂture,
to take full advantage of the network of agricultural extension
workers in reaching rural families.
Such efforts should receive the full assistance. of community health care
providers, the schools, and civic leaders.
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| . CHAPTER 4

Good nutrition is fundamental to human health, perforrnance, and weil-
being at every age and stage of life. Not only is it a prerequisite for
optimal growth and development, it is also essential for the promotion and
maintenance of health, prevention and treatment of disecase, and recovery
and rchabilitation from illness.

of the American population in recent decades is increasingly well

- Scientific advances such as the discovery and elucidation of
sanitation; technological . such as pasteurization, fi
fortification and enrichment; expansions of income maintenance and food
assistance programs such as food stamps, school feeding programs and
others; and improvements in agricuhural production, marketing, and.
_ distribution have all made a difference in the heaith of Americans.

Mothers and children have, of course, shared in these advances and
benefited from our increased awareness of the need for adequate and
appropriate diet. Nonctheless, much remains to be done to improve the -
nutritional status and health of mothers and children, and indeed all
individuals. In this regard, the Panel finds that at least four major
considerations must be weighed. )

First, the Panel believes that the major role that putrition plays in health
has not been adequately recognized by the health community generally,
including those whose principal focus is maternal and child health. Most
recent reports on maternal and child health give scant attention to
nutrition, and many programs providing health services and heaith
education to mothers and children do not adequately cover nutrition
issues. We find this neglect exceedingly misguided. In our view, nutrition
is a major, not marginal, component of efforts to promote health and
prevent disease in this population as in all age groups. Therefore,
advocates of improved maternal and child health should end carefully
to issues of nutrition along with their more usual focus . . for example,
health servieces. - | .

~ Second, it is the Panel’s view that national policies 1o promote adequate
nutrition should relate to all income strata and ethnic groups and not
focus solely on selected groups, because nutrition problems are not
restricted to low-income or other specific groups in the population. In the
:, publicly financed nutrition services and support have focused
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primarily on those with demonstrated vulnerabilities—the poor, the ill,
and the handicapped. Such an approach may have been appropriate for a
healtk systein directed akremediation. However, it is wholly inadequate
for 4 health system that should focus more inte ztly on promotion of health
and prevention of disease. We musi not abandon cur commitment to
individuals and- groups who are at risk of undernutrition because of
economic, social, or physiological disadvantage. But we can no longer
afford to ignore nutritional problems common 1o all families and children.

Third. it is apparent that strategies to improve nutritional status must be
designed to accommodate a new profile of nutrition-related problems that
differs significantly from that of two or three decades ago. While there are
still some who lack adequate food and suffer from malnutrition, starvation
and gross nutritiopal deficiency diseases such as rickets and endemic
goiter are no longer the_major problems they once were. Today’s nutrition
problems are more likely to be related to overconsumption and imbal-
ances in the types and amounts of foods consumed, and to exposure to an
expanding variety of food additives and contaminants. The leading causes
of death and disability for adults today include cancer, heart disease, and
stroke—each of which may, to a greater Or lesser extent, have roots in
dietary patterns. -

Fourth. the social and economic environment that influences both our
use of foods and the nature of food substances themselves has changed
dramatically in recent decades. Changing lifestyles, new food choices,
technological and economic transformations in our food system, and
related developments have produced a new “putrition environment”
which must be taken into account as we shape nutrition-related policies
and programs.

Various sections of this chapter deveiop these four themes more fully
and outline a set of actions to improve the nuiritional status of mothers
and children. Such strategies should be major components of national
health and nutrition policies focused on this important population.

THE SIGNIFICANCE OF NUTRITION FOR HEALTH

In the sections below, three aspects of the relationship between
putrition and health are noted: the role of nutrition in normal growth and
development; special nutrition issues in high-nisk groups; and the
relationship of diet to selected diseases.

Normal Growth and Development

An appropriate, balanced diet is-important for health at all life stages,
and is essential for women in the childbearing years, pregnant women,
mothers who are breast feeding, infants, chiidren, and adolescents.

Maternity care begins long before pregnancy in measures aimed at
promoting the health and well-being of the young people who are
potential parents. There is evidence that a woman’s total life nuiritional
experience can have a significant impact on her reproductive perfformance
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and health. Women who enter pregnancy undernourished or who fail to
gain adequate weight during pregnancy are at greater risk of having low-
birth-weight babies. The rapid physiological changes of pregnancy along
with other pressures oftemr makes it difficult to correct longstanding
nutritional deficiencies during the relatively brief time span of pregnancy
itself. Health care programs including foarmilv planning services that care
for women before and between pregnancies have a unique opportunity to
identify women with nutritionil or metabolic conditions that require
correction, and to provide nutriticral counseling to improve the nutrition-
al status of women with poor dietary habits. ‘

The relationship between maternal nutrition and pregnancy outcome
has been the subject of numerous studies (1). Growth rates during
intrauterine life are the most rapid of any time in life and depend in large
part on maternally supplied nutrients. The rapid growth occurring during
pregnancy requires an extra intake of calories—as much as a 20-percent
increase—as well as more protein, vitamins, and minerals. There is
considerable evidence (2, 2) that the nutritional health of the woman and
her diet during pregnancy influence her weight gain, which has in turn
been demonstrated to have a relationship to infant birth weight. Low-
birth-weight infants have higher rmortality rates and are more likely to
suffer from physical and mental handicapping conditions. Nutrition-
related factors that increase the risk of low birth weight and birth defects
include alcohol consumption. which may replace nutritious food i the
diet. and smoking, which may decrease appetite. Other factors such as
limited money for food, unusual diets, and lack of knowiedge and skill in
adjusting the-quantity and quality of the diet to meet the needs of
pregnancy may have an impact on the nutritional status of the pregnant
woman and affect the outcome of pregnancy.

Adequate nutrition is particularly important for women who breast
feed. Lactation increases maternal need for calories, protein, and certain
minerals and vitamins. Lactation in the absence of adequate nutritional
intake can be deleterious to maternz! health, and when intake is severely
restricted. there may be a decrease in milk production which in turn
compromises infant nutrition.

Although severe malnutrition is a leading cause of iufant and child
mortality and morbidity in the world, such cases are now rare in the
United States. When they dc occur, they are apt to be related to disease
conditions such as chromic 12fection or malabsorption; to social pathology
such as child neglect or abuse: or to unusual dietary practices. Recent
surveys (4. 5) have indicated, however, that poor nutritional status,
especially iron deficiency, does exist in some groups of the population,
usually those of lower socioeconomic status. Infants are among the most
nutritional!, vulnerable of all age groups. Their accelerated growth and
development and their greater nutrient requirsments for size necessitate
atteation to their nutrition ang feeding. Yet on ihe whole, infants as a
group appear to have fewer nutritional problems tnan do preschoolers and
other children. '

Because feeding practices established ir infancy can have an impact on
long-term health. early detection and prevention of nutritioral problems
and initiation of sound feeding praciices are important. Increasing

: Q ‘ 1 - ; 143

-

~



appreciation of the nutritional, immunological, and psychological advan-
tages o1 breast fceding and heightened concern about overfeeding in
infancy have led to some recent changes in infant feeding practices. The
downward trend in breast feeding which had occurred since the 1950°s
appears to have been reversed in the early 1970’s. However, the practice of
breast feeding is not increasing at the same rate in all populations. Nearly
twice as many babies bom to white mothers are breast fed compared to
blacks. and breast-feeding rates are much lower among women with less
than 12 years of education. Despite the promotion of breast feeding by
such authoritative groups as the American Academy of Pediatrics, only 35
percent of all babies were breast fed in 1975 and such feeding ended by 3.
months of age for the majority rather than extending for the longer period
recommended (6. 7).

During the preschool period, the rate of children’s growth has slowed
and their nutritional requirements for body size are less than during
infancy. Thus they usuaiiy want and eat relatively less food. Other
characteristics that affect the nutrition of preschool children are their
increasing desire for independence and control over their environment,
their immature self-feeding skills, and their periodic refusal to accept more
than a limited variety of foods. Stuaiss and surveys (4. 5) have indicated
that the major nutrition-related problems in this age group are iron
deficiency anemia, mild retardation in physical growth, obesity, and
dental caries. The 1971-73 Health and Nutrition Examination Survey I
(HANES 1) data indicated that about 5 percent of white preschool
children and over 8 percent of black preschool children had low
hemoglobin levels: Iron intake was below recommended daily allowance
for about 95 percent of children 1-3 years of age, regardiess of income.
While not representative of the entire population, over 12 percent of the
chiidren seen in public clinics (generally low-income children) in 1976
showed some evidence of stunting of linear growth. Findings from other
surveys. however. indicate that underwei “ht and stunted growth are not
widespread among American childrer .» a whole. Indeed, obesity, or

" habits that could later lead to obesity, are more urgent nutrition-related

problems for the preschool child. A complex problem involving many
genetic and environmental factors, obesity In childhood can create serious
long-term social problems and problems of adjustment and can have
serious consequences for long-term health status.

Dental caries is another nutrition-related problem which affects large
numbers of young children. Some estimate that 40—50 percent of 3—4-year-
old children have dental caries (8). Research confirms a pusitive
correlation between the amount and frequency of sweets consumed and
the prevalence of dental caries. -

Some parents depend on day care providers to supply 2 large
proportiun of the food consumed by infants and toddlers 5 days a week.
Some preschool children in day care or other group care settings receive
meals and snacks there that contribute 75-80 percent of their nutrient
intake. which suggests that careful attention should be given to the quality
of the food provided in such £z cilities. There are many service programs
for preschool children and their families which offer opportunities for
early detection of nutrition protlems, as well as prevention through
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development of sound feeding practices. Every effort should be made to
capitalize on these.

Nutritional needs of school-age children and adolescents are of concern
because of their continuing growth. Trends in food consumption of the
U.S. population show that children consume a substantial portion (38
percent) of their. calories from fat and eat more highly sweetened foods
than other age groups.; Although data on thé percent of calories from
sugar in children’s diets are not yet available, it is known that children and
teenagers consume the most commonly ecaten sweetened foods—soft
drinks, cookies, desserts, and candy—both more frequently and in larger

quantities than adults (9).

" Nutritional needs in adolescence are greatly increased since the growth
spurt experienced by such young people is exceeded only by that of the
developing fetus and infant in the first year of life. Differences in the
duration, timing, and extent of growth at adolescence largely account for
the differences in nutritional need between males and females in this age
group. Some of the nutritional problems noted above, such as obesity and
dental caries, continue in this age group, while diseases affecting the adult
population also begin to be seen in adolescence. For .example, physical
examinations of adolescents indicate that 5 percent have significant
cardiovascular problems and that 8 percent of adolescent males and 4
percent of adolescent females have elevated blood pressure. Fifty-five
percent of adolescents show some sign of tooth decay, and obesity is fairly
common. Anorexia nervosa is also an increasing problem with this age
group as is underweight, particularly for girls (10}.

Some of these problems are related to adolescents’ concern with identity
formation. sexual maturation, and increasing independence, all of which
have implications for nutrition. Many adolescents are involved in sports,
"and some current practices such as weight reduction or gain to meet
requirements for certain sports, unusual diets for *“‘quick energy.” and
crash diets for weight reduction may adversely affect the health and well-

being of the growing adolescent.

Nutrition Issues in High-Risk Groups

There are some mothers and children who, by virtue of such factors as
socioeconomic and minority status, age. and cultural background, are at
special nutritional risk. These groups are vulnerable not only to the
nutrition-related problems that beset the entire populatuon, such as dental
caries. obesity, and iron deficiency anemia, but also to a host of others
including low birth weight, growth retardation. and handicapping condi-
tions. Other particularly vulnerable groups are those with physical or
mental handicaps. chronic conditions or disease states which predispose
them to both financial and nutritional stress. Social problems such as child
neglect. drug and alcohoi abuse, especially in teenagers, have potentially
significant nutritional implications as well. |

Of great concern are young pregnant adolescents who are at particular
risk because the siress of pregnancy is superimposed upon that of
adolescence. There is a higher likeithood of pre-eclampsia, anemua.
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excessive or inadequate weight gain, and low birth weight in the pregnant
adolescent. Adolescents are 30—50 percent more likely than older women
. to have low-birth-weight babies, and a baby born to an adolescent is two
to three times more likely to die during the first year (7). As noted earlier,
-__nutritional requirements for size for adolescent growth are hligher than
“those of any other period of life except infancy, and pregnancy occurring
during adolescence results in additional needs for calories and nutrients.
Yet the adolescent. period is frequently characterized by fad diets and
nutrition-related problems which are often related to an overemphasis on
slimness, to drug and alcohol abuse, limited moncy for basic necessities,
and other such social and economic problems.

Another group of special concern is pregnant women with conditions
such as hypertension, diabetes mellitus, heart disease and renal disease.
These women are at increased risk of having complications of pregnancy
and low-birth-weight babies. Many of these diseases have nutritional
implications and require expert dictary management and intervention.
More women who were treated during their own infancy and childhood
for inborn errors of metabolism, (e.g., phenylketonuria) are now bearing
children. To prevent severe mental retardation in the infants of such
women, dietary intervention is often required (11).

Many infants of low birth weight, with birth defects or other problems
also have special feeding or nutritional needs after birth. For example,
infants with inborn errors of metabolism may require specific dietary
intervention shortly after birth to prevent serious complications, including
mental retardation and death; similarly, infants with carbohydrate
intolerances require early dietary modification to grow and develop
normally. The estimated 6 percent of all newborns who are of low birth
weight also require special care. The nutritional goal for the latter group is
to support a rate of growth approximating that of the third trimester of
intrauterine life. without imposing stress on the developing metabolic or
excretory systems. Appropriate feeding of low-birth-weight 1.fants is most
important since this is a crucial period of development when inadequacies,
excesses, or imbalances are most likely to lead to permanent problems.

Recent success in keeping alive some children who formerly would have
died of such conditions as the complications of prematurity, scvere
malformations of the gastrointestinal tract, diabetes, or cystic fibrosis has
also changed the face of the malnutrition seen today. It has increased the
danger of malnutrition secondary to disecase unless such children receive
the speciai nutritional support or therapy they need.

Children: with chronic illnesses and handicapping conditions frequently
need therupeutic diets requiring very detailed and specific nutritional
counseling and support. Diseases of this type include some forms of
cancer, heart disease, juvenile diabetes and hypertension, renal disease,
malabsorption, and cerebral palsy. Children with motor problems involv-
ing the ceatral nervous system are also at risk for nutritional problems. At

.~ first, these children often have difficulty sucking and swallowing. As they
develop, they have difficulty in controlling the head, trunk, and extremi-
ties. Ove—~cight may resuit from inactivity or limited movement, which
often makes it more difficult for a handicapped child to use crutches,
braces, or artificial limbs. '
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Other groups at particular nisk of dietary inadequacy are women and
children in minority groups. including migrants, native Americans,
Alaskan natives. and refugees. Low income is a major factor in such risk;
others include certain culturally determined food habits which may be
vnsound. mobility and lack of adequate food storage and preparation
facilities. language barriers, and social instability. Such characteristics can
isolate these groups and decrease their ability to obtain nceded food,
health information. and services for themselves and their children. Such
problems are especially acute for refugees and other foreign born
individuals who face a difficult and prolonged adaptation to a new way of

life (12).

Diet and Disease

The nutrition-related issues discussed in the preceding section are
significant not only because of their general importance for growth and
development and their special significance for high-risk groups. but also
because some of the main health problems in America today have been
linked to certain dietary patterns. Dietary habits begun in childhood may
well increase the probability of developing certain chronic degenerative
diseases later in life.

Obesity

Obesity. an excess of body fat. results from eating more food than the
body uses for its basic energy needs and/or from expending less energy
than supplied in the diet. Obesity is associated with an increased risk of
high blood pressure. gallbladder disease, and aduit onset diabetes, all of
which are in turn associated with increased risks of heart disease and
stroke. I: also creates social. psychological, and economic hardships for
many. . :

Obesity is v idely prevalent in our society and its frequency appears to
be . .creasing. Itis probable rhata trend toward obesity can be established
early in life, and once es.ablished. childhood obesity tends to continue
into aduithood. becoming increzsingly resistant to treatment. The obese
child, according to the Surgeon Seneral, is three times more likely than
other children t~ become an obese adult. In fact, one-third of all obese
adults were overweight as children. Obesity in adults remains extremely
difficult to treat successfully. with up to 95 percent of patients regaining
some or all of the weight they have lost. For all these reasons, primary
prevention is considered the most promising strategy of intervention.

American children 6—11 years old are exceedingly sedentary by world
standards and probably even in comparison to the norms for past decades
in this country. Obese children as a group are more sedentary than lean
children. and even when active exert themselves less than other children.
Few primary schools do much to remedy this situation. Some schools lack
physical education entirely. while in others the bulk of time and attention
is devoted to making the £t “fitter” rather than encouraging the unfit and
the obese to participate more in physical activity programs within and

1
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outside. of school. The most effective strategies for achieving and
maintaining desirable weight in children appear to be based on combined
changes in diet, activity patterns, and redirecting various social and
emotional **cues™ away from overeating and inactivity (13, I4).

Dental Caries

By age 11, the average American child has three decayed permanent
. teeth. By age 17, the average youth has eight to nine decayed, missing, or

filled teeth. Untreated tooth 'decay leads to the loss of permanent teeth,
which is disfiguring and can result in dietary and communication
problems, and social and emotional difficulties.

In the past few decades it has been established that dental caries is a
food-related disease. In general, the cariogenicity of the diet is due to its
simple carbohydrate content and to the adhesiveness or retentiveness of
these carbohydrate-containing foods. Epidemiological evidence indicates
that population groups consuming high amoéunts of sugar suffer high
levels of dental decay. However, the quantity of sugar is not the only
important factor in dental caries. Frequency of consumption and time of
ingestion are also critical factors in caries development. Foods high in
sugar also differ in their cariogenicity. Candies and other items that
contain very high concentrations of sugar accouant for only about 10
percent of all sucrose caten in the United States and their damage to teeth
depends more on their acidity than on their sucrose content. Soft drinks or
starchy foods, on the other hand, account for almost three times as much
sugar consumption and their role in caries production may be ¢qual to or
greater than that of high sugar candies. Snacking habits involving foods
high in sugar are prevalent among children and adolescents, the age
groups that are also the most susceptible to tooth decay (13, 15).

High Blood Pressure

High blood pressure is one of the most important risk factors for heart
disease, stroke, and kidney failure. It is also one of the most common
disorders of adults and possibly teenagers, affecting one of every six
Americans. Rates of high blood pressure in our population increase with
age. particularly for women. Blacks are twice as likely as whites tc have
high blood pressure, and it is more common in lower income and less
educated groups. .

Population and laboratory studies have implicated lifelong high levels
of salt consumption as a contributing factor in the onset of high blood
pressure in some susceptible populations. Groups that traditionally
consume high levels of salt, such as the Japanese, demonstrate extremely
high incidence. Those who consume very low levels of salt show hittde
evidence of the diseasc and no increase in blood pressure with age. Other
dietary factors implicated in high blood pressure are obesity and diets rich
in fats. Weight control and lower fat diets or diets with equal portions of
polyunsaturated and saturated fat have been shown to lower blood
pressure in human subjects. Focusing specifically on these risks in

149

Toxt Provided by ER ™
- [ 4



children, it is significant that the total diets of many children are

- apparently excessive in saturated fat and salt (13). .

Coronary Heart Diseas::

Heart disease is the lexding cause of death among men ovVer 40 years of
age. Although it is one-third as common in premenopausal women, after
menopause the incidence rises. While age-specific death rates from heart

. attacks have declined sharply in the last two decades, this disease still

accounts for one-half of the mortality of American men. Nearly one-third
of heart attacks occur before the age of 65.

No one factor has been directly shown to reduce the risk of heart
attacks, but control of all known risk factors, including moderation in the
ievels of dictary fat, saturated fat, and cholesterol in the diet, are believed
by many to be effective. Other risk factors include smoking, high blood
pressure, diabetes mellitus, emotional stress, family history, and sedentary
lifestyles. Populations with high consumption of dictary fat and cholester-
ol tend to have high blood cholesterol levels. The risk of heart attacks is
greater among individuals in populations with high blood cholesterol
compared with those in societies where people eat diets lower in fat and
cholesterol and have lower blood levels of cholesterol.

There is consensus among medical experts that although the clinical
effects of atherosclerosis are not usually apparent until midlife, the
condition is often well advanced by the third decade of life, with early
signs evident in the first decade. About 8 to 25 percent of adolescents have
serum cholesterol levels above the desirable level. Therefore, it may be
that primary prevention should begin in early childhood (13, 15), -

iculariy for children whose pareny(s) have had a heart attatk at an
early age (16, 17).

Cancer

Approximately one-fifth of all Americans die of cancer. The causes of
cancer are complex and far from clear, but current evidence suggests that
behavioral and environmental factors may play a primary role in its
development. Epidemiologic and experimental data suggest the consump-
tion of high-fat dicts and diets low in dietary fiber may be implicated 1n
devclopment of some cancers, although more research is clearly needed on
this issue (13, 15).

-3

- Diabetes

Diabetes affects up to 5 percent of the American population and
appears to be increasing in prevalence. The disecase is common in all
affluent countries and rare in developing countries. For non-insulin-
dependent (i.c., adult onset) diabetics, who comprise 90-95 percent of the
diabetic population, the disease is associated with obesity, and can be
controlled by weight reduction. PDiabetics are known to be more
susceptible to heart attacks than nondiabetics and to have elevated levels
of serum lipids. :
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Until recently, dietary advice to control adult onset diabetes has
emphasized limitation of carbohydrate intake, particularly sugar. Now
that the susceptibility of diabetics to coronary heart disease is i
along with their tendency to have clevated levels of serum lipids, dictary
management emphasizes limitation of fat intake rather than the limitation
of complex carbohydrates (e.g., starch and fiber), within a diet that
stresses attainment and maintenance of desirable body weight (13).

THE NUTRITION ENVIRONMENT

— .

"* . Given the significance of nutrition for sustaining healthy growth and
development in all groups including those in various high-risk situations,
and our growing understanding of the relationship between diet and
disease, interest in promoting good nutrition-related habits in all individu-
als is increasing. Dk ini how to do so, however, has become
especially complicated and challenging due to a variety oi social,

_economic, and technological changes that have transformed American
3 since World War 11, and reshaped the food choices and habits of
children and families. '

One measure of social change with significant implications for nutrition
is that the number of working women in the United States has doubled in
the last 40 years, and the number of working mothers has risen tenfold. In
1979, U.S. Department of Labor figures showed that 45.4 percent of all
women with children under 6 and 54.5 percent of women with children
under 18 were working. Both percentages are expected to increase
significantly in the next decade (I8). Full schedules mean little time or
energy to plan, shop for, and family meals. The phenomenal
growth in “convenience™ and prepared foods reflects this, as does the huge
growth in cating away from home, a roughly $67 billion business in 1979
(19). Between 1958 and 1978, sales in fast-food restaurants increased 305
percent; sales growth in other restaurants, although much smaller, was still
a sizable 83 percent (20). One correlate of these changes has been a
gradual shift in attitudes about eating. Surveys have shown a strong
interest in nutrition, but new concepts of what constitutes a “balanced
meal” or a “balanced diet” are emerging. A growing number _find that
food and meal patterns need to be more flexible to conform to faster
paced and less structured lifestyles, and believe that a nutritious dict can
be achieved by eating less traditional menus at any time of the day, rather
than at three fixed meal periods. '

As women join the labor force, houschold duties, including those
related to food, are shared among family members. The role of the mother
as “family food gatekeeper” has been circumscribed. It can no longer be
assumed that she knows what the whole family eats, as children and adults
alike now make more independent decisions about what, when, and where
to cat. More men and children shop and cook, and families eat fewer
meals together. Work and school cafeterias, day care centers, vending
machines, and fast food outlets now provide many of the meals formerly

caten at home. )
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One clear measure of changing cating patterns is the high prevalence of
cating away from home and snacking—both of which contribute signifi-
cantly to total calories consumed daily. Studies of food consumption

tterns show that for children"who consumed food away from: home,
such food accounted for 35—40 percent of daily caloric intake. Approxi-
mately two-thirds of all children and teenagers report at least one snack in
a 24-hour period. Snacks contribute about one-fifth of daily calories, equal
to the caloric contribution of breakfast, but less than the recommenda-
tions for nutrients other than calories (9). '

Various technological changes have also influenced American nutrition-
al status significantly. People now stand at the end of a highly
sophisticated food chain that to a large extent controls the nature and flow
of food from farm to individual. Major changes in food technology have
given us the capacity to mass produce everything from bread and cheese
to frozen dinners and desserts. and to invent an enormous range of
innovative food products. Such developments have given impetus to the

owth of fast food and other restaurants, cafeterias, vending machines,
airplane and train meal service—all of which depend on the efficiency and
centralization of our food production sector and the sophistication of our
new food technology. Consumers become acquainted with these new food
products when eating out and, according to marketers, eventually demand
and use them in the home. _ '

In 1928, grocery stores offered an average of 867 items (21). The
average supermarket now contains approximately 13,000 items (22).
Agricultural and technological advances allow buyers to choose not only
from basic commodities—vegetables, fruits, grains, meats, and dairy
products—but also from a broad range of processed foods. It has been
estimated that over half of the food Americans buy is now processed to
some degree (23). A growing percentage of items in the grocery store are
foods in which some of the naturally occurring nutrients may have been
lost in the manufacturing process, whiie fat, salt, sugar. artificial flavors,
coors. preservatives, stabilizers and texturizers may have been added.

As we move further away from the basic foodstuffs that have sustained
our species historically, we must depend more on our knowledge of
human biology and nutritiez to-tell us whether we are eating adequate and
safe diets. Unfortunately, our knowledge is too imprecise and our science
100 young to provide this assurance; indeed, some have called our new
food system the greatest human experiment cver performed by man on
man. Government and private surveys’ in recent years have documented
growing public concern and confusion about food safety and the
nutritional adequacy of the present food supply (24). Many fear the
effects from increased chemicals in processed foods and others are
uncertain about the nutritional.and other properties of processed foods.
The exceptional growth in the “heailth food™ industry in recent years, now
an almost $2 billion industry. attests to the extent of such concerns (22).

A vast amount of nutrition-related information is now directed to the
public—some of it accurate, much of it imprecise. if not wrong. The
messages that Americans receive about food. diet, and heaith are as
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inconsistent as their sources are numerous. Traditionally, families depend-
ed on long-term experience with foods, including sensory cues, appear-
ance, smell, and taste to guide food choices and to teach nutritional values
to children. Now, people increasingly depend upon information provided
by sources outside of the family—friends, grocers, doctors, teachers,
ingredient lists, nutrition labeling, manufacturers’ statements on packages
and in advertisements, and Government policies and pronouncements—
when making food decisions. -

far the most pervasive messenger, and the most heavily used by the
food industry, is television. According to a National Science Foundation
report, every year children watch approximately 20,000 television com-
mercials for food products (25), most of them devoted to snack foods, soft
drinks, and breakfast cereals. The industry spent $2.5 billion in 1978 to
advertise its food products, 90 percent of which was allocated to
television. This sum was more than twice that spent for automobile and

ine advertising—the second largest user. For some groups, particular-
ly the poor and those in rural areas, television may be the predominant
source of nutrition information. A recent issue of USDA’s National Food
Review analyzed mass media food advertising by types of food, and found

- that: :

Highly processed foods account for a large part of total media
advertising. About $280 million was spent on soft drinks alone,
accounting for about 13.5 percent of media auvertising for the food
system in 1978. Perishables or relatively unprocessed foods take a
very small portior of advertising expenditures. The lowest advertis-
ing rate is for unprocessed meats, poultry, fresh eggs, dairy products,
and fruits and vegetables. Combined advertising in the six media
(spot television, network television, network radio, magazines,
supplements, and outdoor advertising) for these products in 1978
was about $140 million, or half what was spent on soft drinks (26).

Complicating the issue of food choice further, inflation takes an
increasingly large bite out of family paychecks. A 1980 Yankelovich,
Skelly and White, Inc. survey reported that families are struggling hard to
maintain their interest in and commitment to sound nutriton. But food
costs are forcing them to make many changes in their food shopping,
preparation, and eating habits—and not always in the direction of
improved quality. The pressure of food cost inflation is felt by all sectors
of society, but, in the words of the survey report, “especially by the
parents of the Nation’s children™ (24). For the poor in particular, food
cost escalation raises the basic cost of living. Also, the gradual withdrawal
of competitive supermarkets from the inner city means that the urban
poor have an increasingly limited access to quality food at affordable
prices, and must depend on small corner grocery stores that stock only a
limited supply of food items (27).

By many indications, pcople have a strong and continuing interest in
nutrition and want to feed themselves and their families well. But to do so
has become increasingly difficult given our new nutrition environment. A
very sophisticated and broad approach to enhancing dietary quality will
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be required if families are to provide the best possible foods for their
children. and if children and adults are to develop and maintain health
promoting lifclong cating habits in today’s fast changing souv.cty.

STRATEGIES FOR IMPROVEMENT

izant of the nutrition issues discussed in the preceding sections, the
Panel has focused on four approaches. to improving the nutritional status
of mothers and children. These are to increase nutrition-related informa-
tion and education, to strengthen the role of nutrition services in health
care programs both public and private, to expand and improve the various
public feeding programs, and to focus rescarch on a set of specific
nutrition issues. We do not suggest that these are the only strategies
available. We have not, for example, addressed ourselves to such issues as
tion of the food industry, standards of food quality and safety, and
other simrilar matters that must also be considered. Those itemized below,
however, seem the most significant from the perspective of the health
community. In the aggregate, they may be regarded as major components
of a more comprehensive national nutrition policy focused on mothers
and c'uldren.

Information and Education

A primary strategy for improving the nutritional status of mothers and
children is information and education covering many topics and provided
through many sources. Simply put, if nutrition is to become a central
component of efforts to improve n:aterpal and child health, there must be
a commitment in all appropriate sectors—the health system, schools, the
. media, private industry and Government—to educate the Nation more
adequately about health-promoting and risk-rei ' .~:.3 diets. Every effort
should be made to help parents and children un*« ..nd what constitutes
diets that avoid deficiencies, imbalances, excesseT - ..~ nutrients or energy,
and minimize dietary risk factors for disease.

Regardless of the source, the content of nutrition education pertinent to
mothers and children needs to be broadened to incorporate the newer
concepts of bealth-promaking diets. The education must be consistent,
practical and useful. and of sufficient depth and breadth to serve as a basis
for sustaining eating habits that promote health over the full life span. The
nutrition message should be based on a recognition of the role of nutrition
in lifelong health and of the individual’s responsibility for promotion and
maintenance of his or her own health. It should be varied and tailored to
meet the specific needs of specific audiences, but the basic content must
be consistent and coordinated. No single message Or nutritional guideline
will meet all of the public’s needs. Instead, nutritior:_education must face
the complex task of presenting the best currently available information on
nutrition and health given different stages of scientific certainty, and of
presenting guidance oriented to the practical realities of culture, lifestyle
and available foods.
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/ With these general perspectives in mind, we urge that the Federal
Government take a leadership role in informing and educating the Nation
about a wide range of nutrition issues. Norms for appropriate nutrition
should be developed. routinely updated, and vigorously disserninated by
Federal authorities for the benefit of all Americans, including children
and pregnant women in particular. An example of the Government

ing just this function was the release in 1980 of *“Nutrition and Your
Health: Dietary Guidelines for Americans,” developed jointly by DHHS
and USDA (28). The Panel finds the guidelines to be prudeni advice to
Americans about nutritionally sound diets and applicable to the needs of
children and pregnant women. Particularly in light of the information

' presented earlier regarding the relationship of diet to selected hezlth

-~ probiems and discases, the Panel calils special attention to the recommen-

dations to:

e Maintain ideal weight
e Avoid too much sugar
- @ Avoid too much sodium (salt)
e Avoid too much fat, saturated fat, and cholesterol

We also call attention to the strong advocacy in the guidelines of breast
feeding, unless there are contraindications; the value of "delaying the
introduction of solids until an infant is 3-6 months old; the cautionary
messages directed at pregnant women regarding alcohol use; and the
general need of both pregnant and lactating women for high-quality diets
that contain extra calories and more of many nutrients.

Many of these basic concepts are particularly important to convey ™
school-age children. In chapter 3, the broad issue of health education is
discussed in depth. Here we would only add a recommendation that
comprehensive school-based health education nrograms include a major
emphasis on nutrition. We caution, however, that to do so wili in many
instances require the development of more adequate nutrition education
curricula and materials. While some agencies and organizations have been
concerned with nutrition education, they often have generaterl teaching
materials or program guidance of only limited effectiveness. The emerging
consensus reflected in several recent reports is that nutrition education
programs and materials need to be more compreheasive, carefully
designed, and in step with current nutrition information. New materials
should be based on current knowiedge about nutrition, be carefuily
designed for different developmental stages, include appropriate emphasis
on peer and parent roles in nutrition-related behavior, and, in general, be
designed with the new nutrition environment in mind. They should alsc be
developed in light of the sound and comprehensive set of guidelines for
nutrition education contained in the 1979 National Conference on
Nutrition Education recommendations (29). We recommend that the
relevant offices of USDA, DHHS, and the Department of Educadion, the
States, and private foumdations .collaborate on the development of
nutrition education curricula for school-age children and adolescents, and
that such efforts include adequate evaluation of model curricula.

School-based nutrition education is not sufficient, however. The Panel
is also deeply concerned that the media increase its efforts to promote
sound nutrition-related habits. In comparison with the billions spent each
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year on food advertising. little money is spent on nutrition education. This
imbalance is strikiagly evident in children’s television programing which
includes so many food-related advertisements that are widely regarded as
health-compromising. This issue is discussed more fully in chapter 3.

The Federal involvement in nutrition education programs is also
significant and a major means by which nutrition information and
education can be promoted. Currently, there are approximately 20
programs in.11 Government agencies that. have an identifiable nutrition
education component; of these, 22 “involve specific child nutntion
education activities. Despite a history of involvement in programs of
nutrition education. the Federal Government has not been notably
successful in this field. Message content and’techniques for communicat-
ing nutrition information have been criticized in detail by the General
Accounting Office (30) and the 1979 National Conference on Nutrition
Education (29). The major problems identified include sluggish Federal
mechanisms for achieving a working consensus on nutrition guidelines.
inefficiencies in arriving at consensus on appropriate messages and special
emphases for target groups, and problems in defining and reaching target
groups.

There are two federally funded programs specifically designed for
nutrition education. The Expanded Food and Nutrition Educauon
Program (EFNEP) and the Nutrition Education and Training (NET)
program. EFNEP is a service of USDA directed at low-income families.
The program was inaugurated in 1968 to provide food and nutrition
education to homemakers with young children via trained indigenous
nutrition aides. These paraprofessionals, who are supervised by county
Cooperative Extension Home Economusts, develop a one-to-one relation-
ship with disadvantaged homemakers enrolled in the program at the
county level. During the 1970's, EFNEP expanded rapidly to inciude all
50 States 2nd Puerto Rico. reaching its maximum size by 1973. Currently
more than 300.000 homemakers are enrolled in the EFNEP, which
employs about 4,000 paraprofessional nutrition aides. The annual pro-
gram budget. which for FY 79 was approximately $50 million, is

“distributed to Cooperative State Extension Services according to a poverty

population formula. EFNEP has reached only a small proportion of the
totai low-income population during the past decade. EFNEP famihes
comprise only 3 percent of the more than 6 million houscholds in the
Food Stamp program. EFNEP has tried to rectify the low participation
rates of food stamp houscholds by working closely over the past year with
Food Stamp programs: sixteen pilot projects were funded 1in 1979-80 10
identify ways of increasing participation of food stamp households in the
EENEP. In addition, the pilot projects are testing alternate ways of
delivering EFNEP services. Rather than relying exclusively on nutrition
education on a one-to-one or door-to-door basis, use of multi-media
approaches is being tested.

NET was established in 1977 by P.L. 95-166, an amendment to the 1966
Child Nutrition Act. Its legislated purpose is “to encourage effective
dissemination of scientifically valid information to children participating
or eligible to participate in school lunch and related child nutntion
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programs.” NET funds are distributed through State education agencies
to local schools and districts for use in trainiag teachers and school food
service personnel and to conduct nutrition education activities that fully
atilize both the school food service facilities and the classroom. The NET
. prégram is intended to help children learn t» apply principles of good
putriti~a in their daily lives. Better understanding of gcod nutrition and
its relationship to health is expected to increase the accentance of
nutritious foods provided, through school food service., with a ¢- 1comitant
decrease in frod waste. In FY 1980 the NET program reached 3.5 nflion
childrer and had a budget of $20 miilion. Evaluation studies are now
underway to determine the results and achievements of the program.
Without prejudging the relative merits of EFNEP or NET. especially
since various pilot studies and evaluations are underway to strengthen the
programs, the Panel nonetheless urges the leaders of both EFNEP and
"NET to design these programs in a way that is consistent with the
principles of nutriti>r related information and education outlined at the
beginning of this secti< 1.
Before leaving the topic of information and education, the Panel wishes
* to call special attention to the fact that all the strategies mentioned thus
far— whether in ~chools, the media, or public and private health care
rogr :ms—con’ ntrate primarily on encouraging changes in the behavior -
of individuals. This, in our view, is only a portion of the remedy. We call
equal attention to -ae€ role of institutions in influencing the nutrition-
related practices of individuals, and the complex relationship of individual
behavior and social influences in this regard. A particularly important
example of this interplay relates to the practice of breast feeding. As
previously noted, breast feeding is of great nutritional and immaunclogical
significance to the developing infant, and is also believed to enhance
mother-infant attachment. The Panel concurs with the American Acade-
my of Pediatrics (AAP), that ~breast feeding should be strongly recom-
mended for full-term infants, except in the few instances where specific
. cohtraindications exist™ (31). We also share the concern that breast
feeding is not as widely practiced as it might be. To increase the incidence
and daration of breast feeding, however, we caution that it is not enough
siinply to increase the information and education about this issue. We
suggest that broader social influences and institutions affect the choices
wormen make about how to nourish their infants. To increase breast
feeding, employers, health care providers, the health care system generai-
ly. and other institutions should take steps to encourage breast feeding
and support mothers who choose to breast feed and are able to do so. For
example, of the several suggestions made by the AAP to increase breast
feeding, many focus on institutional changes. With regard to ways to
change aspects of the health care system specifically to support breast
feeding, they state: ‘
The routine in many hospitals makes breast feeding difficult:
therefore, efforts should be made to change obstetrical ward and
neonatal unit practices to increase the opportunity for successful
lactation. Changes may include the following;:
(1) Decrease the amount of sedation and/or anesthesia given to
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the mother during labor and delivery because large amounts
' can impair suckling in the infant.

(2) Avoid separation of the mother from her infant during the
first 24 bours.

(3) Breast-feed infants on an ‘on demand’ scheduie rather than on
a rigid 3- to 4-hour schedule, and discourage routine supple-
mentarv formula {eedings.

(4) Reappraise physical facilities to provide easy access of the
mother to her-infant. Rooming-in of mother and infant is
important to successful lactation. :

(5) Attitudes and practices ir  2natal clinics and in maternity
wards should encourage a cumate which favors breast-feeding.
The staff should include nurses and other personnel who are
not only favorably disposed toward breast-feeding but also
knowledgeable and skilled-in the art (31).

We would add that employers should recognize the special needs of
mothers with young infants and structure schedules and hours to facilitate
breast feeding; and that educatior about breast feeding should be
presented in the public media, and included in the curricula of health
professionals and in school-based health educziion programs; and that
various backup services to support breast-feeding mothers should be.
developed and built into ‘the health care services available to women of
reproductive age. :

Another example of the importance of institutions in the area of
nutrition relates to the role of supermarkets, restaurants, and other
marketers of food in ensuring that an adequate selaction of nutritious
foods is available and in sharing the responsibility for educating and
informing the public about sound nutrition. Even the most “educated and
informed™ consumer will have difficulty in maintaining a health-enhanc-
ing diet if the foods readily available in the coursejof daily life are of poor
. nutritional quality. We recognize that the forces that shape the nature anc
availability of foods are complex and not amenable to simple analysis.
Nonetheless, as a guiding principle, we urge that major manufacturers,
distributors and marieters of food recognize the powerful role that their
practices and policies piay in shaping the nutrition-related preferences of
the American public and children in particular, and undertake steps to not
only ensure.that nutritious foods are widely available, but also to help in
educating the public about the importance and the components of a
nutritious diet. For example: \

e Vending machines—especially in schools—should provide a vari-
ety of nutritious foods, such as fresh fruit, milk, and fruit juices,
and not just the usual fare of candy, salty snacks, and soft drinks.

e Supermarkets should use various strategies—such as pwsilers,
pamphlets, and sample recipes and menus—to educale Iaeir
customers about sound outrition principles. \

3 e Restaurants and fast food chains shouid ensure that the foods they

' offer include an adequate number that are of high nutritional

quality. \
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Ni:t{iﬁon in Health Care Services

A second means for improving the nutritional status of mothers and
children is to inicrease the extent to which nutrition services are integrated
intn health care services. Such nutrition services include screening an '’
assessment to determine nutritional status and to identify nutritionai
needs and problems; counseling to help individuals acjust daily activity
and food consumption to meci health needs; nutrition < iucation to enabie
parents, other child caretakers, and children themselves to make informed
decisions about food; referral to food programs and other types of
community assistance as needed to maintain an adeq_ate diet; followup
services as appropriate to ensure that dietary recommendations are
implemented and reinforced. Many women and children will also need
help with.problems such as home and money management and use of
various comrmunity support services and resources.

Although the need for and value of such services as an integral part of
health care has been recognized by many providers and agencies in both
the public and private sectors, there are still far too many mothers and
children who do not receive appropriate and necessary nutrition services.
The reasons for this neglect include, in our view, the fact that nutrition
services are financed only to a limited extent, if at all, by many public and

rivate health care financing systems; wide variations in the knowledge
and skills of health professionals regarding nutrition; and the limited
availability of nutrition professionals in the health carg seciCrs. Over time,
however, such barriers are surnountable, leading the Panel to recommend
as a general principie that the policies of both the public and private
heaith care sectors should ensure that nutrition services become an
integral part of health services for mothers and children, directed both at
health promotion and disease prevention, and at treatrnent and rehabilita-
tion.

Within this broad framework, the Panel calls specific attention to the
place of nutrition services in the setting in which so much of this Nation’s
pediatric and maternity care is delivered—the office of the private
practitioner working alene or in a group practice. As we discuss in chapter
6. it is essential for such practitioners to have strong links to various
services that cannot typically be provided in any single office setting but
whose availability is essenial if comprenensive care is to be offered.
Nutrition services are a prime example. We urge that health care providers

ive specific consideration to their patients’ nutrition-related needs as part
of the full range of heaith services offered. and that they organize their
practices so that they are closely linked to nutrition services and
professionals in thei: community in order to make appropriate referrals to
meet their patients’ nutritional needs.

We realize, however, that even those health care providers who wish to
give increased attention to nutrit:on issues and to teach children and
families about healthful nutrition practices may have trouble doing so
because their own training did not include adequate atention i nutrition.
Historically. pediatricians have been taught to include informatic» about
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diet and nutrition as part of routine well-baby care during the first year or
so of life. However, after that. physicians usually do not counsel parents
and children about nutrition. Too often. if the child’s height and weight
fall within normal limits on a growth curve, litde is said about the
adequacy or the quality of diet Similarly, parents are infrequently
provided with sufficient guidance to help children who are obese or too
slender. or to manage the dietary problems associated with certain chronic
illnesses. To ease this problem, the Panel urges that medical school
training, residency training for psimary care practitioners and training for
all other health professionals. particularly nurses, who intend to work in a
primary care setting include instruction in: basic principles of r .rriuon,
especially as such pripciples pertain to key developmental stages such as
pregnancy, lactation and infancy: food choice and eating habits of
children and their paren.-: cultural variations in food choices; and
strategies to help both parents and children change and improve their
nutritton-related habils.

Similarly, and in recogniiion of the relatively urniapped contribution
that other types of professionals may make in the health area, we
encourage training programs for social service personnel. teachers, day
care staff. and other appropriate professionals who come Iin frequent
contact with pregnant women. children, and families to inciude basic
training and continuing education in nutrition commensurate with their
ro‘e and responsibility for nutritional care.

Such steps should be accompanied by others addressed to selected
financing issues. In the Panel's view, the lack of financial support for
nutrition services in private and public health care programs is a major
barrier to expanding the accessibility and quality of nutrition care
available to mothers and children. An especially unfortunate example ot
such financing inadequacies is that the model of reimbursement of most
health care services, Title XVIII (Medicare) of .he Social Security Act,
does not provide reimbursement for nutrition services such as nutrition
counseling as a home health service. Another example relates to the
special problems that arise when particular dietary products are required
for the treatment of certain chronically ill and handicapped children.
Because of the costs of some of these dietary products and the important
counseling associated with use of such products, families may require
financial assistance—yet many insurance plans still make no provision for
such products or services. '

These reimbursement problems persist, despite the fact that the
Congress. numerous task forces., professical organizations, and agencies
have recognized the necd and value ot providing nutrivion services as a
part of ambulatory health care services ang acknowl:dged their cost-
effectiveness in preventing and treating disease and disability (32-34).
Nonetheless. there still has not been any nationwice action on the part of
public and private health insurers to include nudition as a reimbursable
service. In some instances, such lack of support reflects a simple
undervaluing of the benefits and importance of nutrition services, and a
consequent reluctance to finance such services. It is also the Panel’s view,
however. that nutrition services are but one of a broadier class of services
that third-party payers typically do not support primarily because the
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precise content of the service is not well defined, because there is lack of
clarity about the circumstances under which such services are best
provided and paid for. including which mixes of persornel are best suited
to provide such services, and related concerns. In chapters 5 and 9, this .
issue is taken up in detail and a recommendatucn made 1o increase the
health service research, evaluation. and simmi: studies needed to analyze
such issues for selected services, includip: nutrition services, with the
expectation that such studies will significantly increase the extent to which
these services are financed. As a simultaneous process, however, and as a
general principle, he Panel urges that both public ard private third-party
payers reorient their financing policies to t:: extznt reasonable. given
existing information about how best to proviue and pay for nutrition
services. to reflect more adequately the importance of nutrition services in
maternal and child bealth care. We urge, for example, that private and
public insurance coverage of special dietary products and services be
extended. '

The Panel is especially concerned that nutrition-related services be
adequately included in the major publicly financed maternal and child
health programs—Title V and EPSDT—and in selected additional
programs with broader mandates—Head Start, and the primary care
programs supported by the Department of Health and Human Services’
(DHHS) Bureau of Community Health Services (BCHS). The discussion
of these programs, which follows, is presented within the context of a
broader Panel concern that as nutrition services arz forced to compete for
scarce health dollars, they are often decreased. eliminated, or transferred
from one funding source to another. In such an environment, they often
lose support and are almost never expanded or provided additional

funding.

Tite V

. As a part of their broad health mandate. the maternal and child health

programs authorized by Title V of the Social Security Act established the
first concerted and continuous national effort for the development of
nutrition services in State health agencies, and later defined the nutritional
care model for pregnant woinen, children and adolescents through the
Maternity . and Infant Care (MIC) and Children and Youth (C&Y)
projects. Nutrition services under Title V, carried out in partnership with
State and local health agencies. include screening and assessment of
nutritional status, nutrition counsslizz and education, referral to available
fosd programs and other types of assistance programs in the community,
sad followup. Significant numbers of mothers and children receive
nutrition services through specialized health programs in adolescent
health. mental retardation. intensive newborn care and others. In 1978,
over 1.200 children with inborn errors of metabolism received care and
dietary treatment through 72 specialized centers supported in part by Title
V (35). With regard to this latter service, the Panel finds such centers
especially valuable and urges that additional funds be provided via Title V
and other appropriate programs to strengthen regional clinical centers-
that provide clinical backup to consulting primary care physicians and
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highly specializec rlietary products o those patients for whom they are
prescribed. _
Because Titde V is .a formula grant program offering substantual
autonomy to the States, specific nutrition services are not mandated in the
legislation but are included in the regulations as one of several eligible
“medical services.” In order to ensure that administrators allocating Title
V resources continue to assign appropriate priority to the support of
nutrition services. the Panel recommends that Title V regul.. Joas continue
to define nutrition services as one of several eligible medical services, and
thereby maintain the position of nutrition services in the broad array of
maternal and child health activities financed by this program. Similarly,
Federal Title V leaders should indicate clearly to the States that, given the
importance of nutrition for maternal and child health, nutrition services
should be sustained and strengthened despite current budgetary pressures.
The Panel aiso cotes that the current National Public Health Reporting
System used for Title V does not inventory the number and location of
programs that bave a nutrition component, the number of nutrivonists
being supported with Tite V funds, nor the number of mothers and
children who are receiving nutrition services. Rather, nutrition is com-
bined under “otker services” to simplify reporting. The result, however, is
to obscure both the nature and extent of Title V putrition services. To
overcome this problem, we recommend that those responsible for
collecting data on Title V expenditures collect more specific information

. regarding the recipients and staffing of nutrition services, and, to the

extent possible, the impact and cost-effectiveness of such services. We
add. however. that tkis recommendation for improved reporting of Title V
gutrition expenditures and activities is oniy a small part of a broader need
for improved data on the full Title V program generally, as discussed 1n
vol. II of the Panel’s report. .

EPSDT

EPSDT recently enlarged and improved its nutrition assessment
component to ensure that the nufritional status of eligible children is
assessed and that appropriate referral and treatment services are provided.
Specifically, the State program and penalty regulation issued in May 1979
requires that States ensure that the nutritional status of children
participating in the EPSDT program be assessed; and guidelines issued 1n
May 1980 recommended that nutritional assessment be a routine part of
the overall assessment of a ckild’s health. This process is to include: basic
questions about dietary practices to identify unusual eating habits or diets
which are deficient or excessive in one Or more nutrients; complete

hysical examination including dental examination; accurate mmeasurc-
ment of height and weight; and various laboratory tests to screen for iron

_ deficiency, lead toxicity and., in some instances, serum cholesterol. If such

information does not suggest nutritional problems, then the child is not
referred for further nutritional asessment at that tizne, but is to receive
nutritior education to promote health and prevent nutritional disorders. If
there is suggestive evidence of dietary inadequacy or nutritional problems,
then further assessment is to be done, and the EPSDT program is to
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arrange for preventive, treatment, and followup services including dietary
co ing and nutrition education based on the needs of the child and
family, through direct provision of services or appropriate referral.

The Panel supports the increased specificity regarding outrition services
in these EFSDT guidelines. To ensure that the States comply with such
directives and that EPSDT is closely linked to other commnunity nutrition
resources. the Panel recommends that the Health Care Financing
Administration monitor on a yearly basis the States” implementation of
the nutritional assessment guidelines for EPSDT programs. State Title
XIX agencies should reimburse treatment services including appropriate
laboratory procedures, counseling, and medications relzted to nutrition.
In addition, States should develop cooperative arrangements with the
WIC and other food and nutrition programs in o. der to enable them to
easily refer children at nutritional risk to such programs.

Head Start X
Head Start provides 3—5 year old children from low-income families
with comprehensive education, social, health and nutrition services.
Provision is made for parent involvement in program planning and
tion and for education of parents regarding child development,
health and nutrition. In 1979, about 425,000 children and their families
were being served by 1,200 grantees operating over 10,000 centers. About
$70 million was spent on food, $53 million of which was reimbursed by the
U.S. Department of Agriculture (USDA) Child Care Food program.
About 12.8 percent of Head Siart funds are spent on the program’s
nutrition component (3€;. Mot only is the provision of meals and snacks
required in Head Start projects, but so also is nutrition assessment and
education for children and their parents. Nutrition services are designed
to complement other program components, i.c., health and education. As
noted in other sections of this report, the Panel strongly supports the Head
Start program gencrally and would urge that it play a greater leadership
role in strengthening child nutrition. Specifically, many low-income
children participate in child day care programs that do not meet Head
Start standards, including those related to nutrition. The Paael recom-
mends that State and local authorities undertake efforts to extend the
Head Start nutrition model through linkages with other community health
and social services programs and through use of existing Head Start
programs as training sites to enhance the nutrition related skills of staff
from other . . day care centers. =

PrimaryCare—CommniWHealﬂ:Programs

BCHS supports the concept of nutrition services as an integral
component of all primary health care programs. In 1979, over 3.7 million
le were served in Community Health Centers. Estimates are that 80
cent of those served were children and women of childbearing age (37).
The legislation, regulations and funding criteria for Community Health
Centers (including migrant health centers, Appalachian Health Demon-

stration programs, Rural Health Initiative and Urb4dn Health Initiative

Q
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projects) include nutritional assessmen and referral as a preventive health
service and define ~upplemental health services to include nutrition
education. The same core of nutrinon services included in administrative
guidance for Title V applies to thesc programs. However, development
and expansion of nutrition services in Community Health Centers are
hampered by the same fiscal constraints noted under Titde V= dentifying
resources for support of nutrition services in these programs remains
problematic. ' _

The Panel supports recent efforts to inform all grantees about available
Federal and nonfederal resources to improve the nutritional status of
individuals in these programs and the requirement that all BCHS
ambulatory health care projects make necessary links to the WIC
srogram. We also find that more needs to be done to foster coordination
and cooperation between State and local public health nutrition services
and nutrition services in Community Health Centers.

Su-engtheningPublicFoodPrograms

A third strategy for improving the nutritional status of mothers and
children is to strengthen existing public food programs which typically
focus on high-risk groups such as the poor. The major publicly financed
food programs in the U.S. provide direct intervention tarough food
subsidies or supplements. They include the Food Stamp program; the
Supplemental, Food Program for Women, Infants and Children (WIC),
which also includes an educational component; school feeding programs;
child care and summer feeding programs; and the special milk program.

Earlier in this chapter we asserted that ‘widespread starvation and
malnutrition are no longer the problems they once were in the United
States. That view notwithstanding, it would be incorrect to conclude that
the problems of hunger and basic nutritional deficiencies have been either
totally or permanently solved. In fact, undernutrition still causes poor
growth and development and deficiency disorders among some poor and
minority women and children, especially those living in rural and
impoverished inner city areas without adequate access to health and
nutrition services. As-the ratio of poor children to affluent ones coniinues
to rise, and as income support declines in real value during a period of
inflation, unemployment, and fiscal austerity, gains made in recent years
could disappear. Along with’ the very poor, several other groups merit
special attention and vigilance: migrant families, non-English speaking
families, refugees. Native Americans, and residents.of American trust
territories. The threat of resurgent hunger among children of the poor is ~
serious enough to require extensive nutritional surveillance as a high
priority of national nutrition policy and despite the gains achieved in
recent years, further efforts are warranted to eliminate hunger altogether
and to reduce iron deficiency and other serious nutritional problems
among low-income and at-risk populations of children and pregnant
women. Adequate, nutritious food for all remains the greatest single policy .
objective. In addition, the various food supplement programs must face
the newer challenge of responding to emerging nutritional concerns about
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the role of diet in health promotion and the prevention of chronic
degenerative diseases.

Although data indicate that Federal programs have been effecuive in
alleviating hunger and malnutrnition. several issues must be addressed if
they are to be effective in preventung the dietary imbalances now
dominating nutrition concerns. Of primary importance are the extent of
participation, the level of benefits, and coordination across programs.
Participation rates in most nutrition intervention programs have histon-
cally been low. For example, it is estimated that less than 25 percent of the
eligible population is participating in the WIC program and that the
School Breakfast program is available to only 30-35 percent of school-age
children {36). To make these prcgrams more effective. the key reasons for *
nonparticipation need to be identified. Such infor: ation can be used by
policymakers as the basis for designing appropriate actions to increase
program participation. A second issue 1S the level of bznefits in each
program necessary to promote good nutrition. This involves not only how
much food needs to be included in a meal or food package, for example,
but also the more difficult task of determining the type and quality of
nutrition education needed to effect behavioral chauge. In the sections
below. suggestions are made for improving the mezjor public food

programs.

Special Supplemental Food Program for Women, Infants, and Children

The WIC program provides supplemental, autritious food to low-
income pregnant and lactating women and infants and children up to age
5 who. because of poor health, inadequate nutrition. or both, are at
nutritional risk. Created by Congress in 1972 as a pilot program with an
annual budget of $20 million, WIC has grown to a program financed in
1980 at about $750 million annuzlly and reaching approximately 1.8
million women, infants. and childi=n under 5. Although WIC has
expanded rapidly since its inception, cuirent participants are but a small
fraction of the 9.1 million people estimated to be eligible by income
criteria alone to participate in the program (38). Many of these eligibles
who are also nutritionally in need of WIC benefits cannot parucipate
because of inadequate funding. At present, there are approximately 50,000
known eligible persons on the waiting list who are in need of service but
live irn. areas served by agencies that have alread) reached their quota.

The WIC program is unique among Federal food programs in that,’
while administered at the Federal level by USDA, it is administered at the
Statz and the local levels as an adjunct to the health care delivery system.
Locai agencies operating WIC programs are required to see that health
services are available to WIC participants. The linkage of WIC to prenatal
and child health care services is one of the best aspects of the program, but
has proven to be one of the most difficult to implement. Some local WIC
programs have expanded in size and scope so rapidly that they have
exceeded the capacity of existing maternal and child health services. In
addition. there remain areas in this country without adequate health
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services: needy persons in these areas are categorically ineligible for WIC
services because no local agency can guarantee the required availability of
health services. Consequently, one optiqn for expanding WIC services is
0 make maternal and child health services more widely available through
increased funding for these health services.

" Because of WIC's limited funding, determinming who is to be served 1s
very difficult. Typically, certifying physicians, nurses, nutritionists, or
other health care professionals must choose among several hundred

+ women on the waiting list, or must decide whether to drop
infants who were recently anemic to make room for new participants.
Anocther problem is that women often enter the program relatively late in
pregnancy and average length of participation is oaly about four months.
Better outreach and coordination of the WIC programs with the health
care systemn, and better education. regarding the importance of a high
quality diet early in pregnancy could help to change this pattern of late
enrollment. Increased funding of the program wouid also help because
present limited resources require that eligivle women and children in
greatest need be served first, and preventive. efforts among women early in
pregnancy often are curtailed asa result. .

A combination of factors makes the WIC program a very attractive
policy commitment to enlarge and build upon for the future. The program
works, is widely accepted, and is targeted to a needy group where
intervention can have a high payoff in both humanitarian and ‘cost-
effectiveness terms. Critical food assistance services in pregnancy, birth,
and early infancy deserve high priority as a policy focus. The Panel
recommends that over the long run the WIC program be enlarged to serve
all women. infants and children who are eligible by income level and
nutritional risk. We also urge that maternal and child health programs be
expanded and given incentives to collaborate closely with WIC to improve
the outcome of high-risk pregnancies especially and ensure good nutrition
and health in the earliest months and years of life. :

The Nation is in a period when major additional expenditure for social

_ programs is unlikely, and when the principal concern of policymakers is_ -

with improving the efficiency and effectiveness of programs so that limited
dollars can accomplish as much as possible. Stronger coordination of
effort between WIC and health care programs funded through Title V,
and Medicaid/EPSDT targeted on pregnant women and on the care of *
infants and toddlers at risk offers a high potential for reductions of infant
mortality and birth defects, improved health status, and long-term health
care cost savings. To help achieve such coordination, the Panel recom-
mends that State and local health care systems which provide the base for
the WIC program should be strengthened by - channeling additional
dollars through the maternal and child health programs supported
through Title V and through Medicaid/EPSDT to enable a strong joint
effort combining nutrition and heaith services directed at pregnant
women, infants, and young children at risk of poor health and nutrition.
In the meantime, WIC should continue to act as a magnet to draw health
services. into arras where food supplements can be provided but no health
services presently exist. Examples of the innovative extension of health
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services in response to WIC can be found in many rural areas. These
efforts should be further encouraged and strengthened.

One major problem at present is that the eligibility standards of the
WIC program and many of the health care programs 10 which individuals
are referred are not uniform. A child, for example, may be eligible for
WIC services but not for an EPSDT assessment and followup Services.
Such incongruities create serious problems for both the administrators
and users of public programs. In the long run, it is clear that the Nation

should and must move toward unifor.n, realistic eligibility standards for

all publici supported food and health care programs. First steps should
work toward uniform eligibility for pregnant women, infants, and very
young children at nutritional or health nisk.

Food Stamp Program

For many low-income households, the Food Stamp program is the
major means by which families with children are able to purchase
adequate diets. Studies have shown that food stamp users purchase more
nutritious foods per dollar spent on food than eligible but nonparticipat-
ing households and survey data indicate that participation in the program
is associated with significant improvemeats in dietary intake (39). Despite
these positive results, it is difficult- for most individuals to purchase an
adequate diet on food stamps alone. given the erosion of the dollar’s
purchasing power due to inflation and the minimal level of benefits
provided in the Food Stamp program. Low-income women and children
usually reed to participate in other nutrition programs in addition to food
stamps to meet more of their nutritional needs. Because this program
remains one of the major public programs that acts to promote maternal
and child health, the Panel recommends that the Food Stamp program be
expanded both in numbers of individua’. served and in the benefit levels
for program recipients. The program’s benefits should be based on a more
nutritvonally adequate an? reaustic food plan than now in use. Current
efforts in Congress to reduce benefits through a more restrictive food plan
should be strongly opposed. and program expansion should be paralleled
by vigorous' efforts to ensure that abuses of the program are minimized.

School Lunch and School Breakfast Programs

The largest of the child feeding programs are those based in the schools.
The National School Lunch program is currently available in 75 percent
of all schocls and to approximately 90 percent of all school-age children.
The program indirectly began in 1935 whern commodities were first
donated to schools. It officially became a.school lunch program in 1946
with the passage of the National School Lunch Act of 1946. The School
Breakfast program is a much more recent addition to the set of child
nutrition programs. Breakfasts were introduced in a 2-year pilot project in
1967, then made permanent in 1975 and extended to all schools that
applied. At present. the program is available to 30 percen: of all school-
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children, although only 3 million children participate daily in contrast

age :
to the National School Lunch program, which provides lunches for

approximately 25 million children each school day.

The Panel strongly supports these school feeding programs. We call
specific attention, however, to the relatively limited impiementation of the
School Breakfast program, which is aimed at providing food at precisely

- the time of day when children need it most. Many children come to school

without breakfast or with an inadequate breakfast. In a 24-hour recall of
food intake, over 5 percent of children and 10-25 percent of all teenagers
reported having had no breakfast (9). Such information is especially
distressing given the current view that the most productive school learning
tak&splaocduﬁngmominghom'sandthathtmgerduﬁngthispcﬁodcan
seriously impede concentration and classroom participation by youngsters
(40). Despite the potential value of the School Breakfast program in

ing this issue, it is apparent that many children do not benefit from
it. By 1979, almost all States had the breakfast program, but only 19 had
breakfast programs available in at least one-fourth of their schools that
have the lunch programs. Despite Federal monetary incentives, net

_program availability has increased by only 15,000 schools since the

program was made permanent @ 1975 (36).

The reasons for this slow implementation involve numerous State and
local administrative problems and some local opposition. Administrative
issues pertain t0 problems in the simultaneous scheduling of breakfast and
busing, lack of storage and preparation facilities for two meals per day,
and the financial stress of operating two meal programs. In some
cornmunities there is disagreement over the level of school responsibility
in providing food to children and the extent to which family breakfasts
will decline if breakfasts are offered at school. Similarly, many school
authorities believe that morning feeding of children should be the role of
the _family, not the school. These are not probfems inherent in the
program, but rather are issues of local priority and value orientation.

Despite such concerns, the Panel finds a great need for the program and
therefore recommends that the major school feeding programs receive
continued support, and that State leaders especially encourage greater
Iocal participation in the School Breakfast program. Schools in the low-
income areas should continue to receive priority for beginning new

It is in these schools that the greatsst need for supplements to
the food received at home is evident. _ :

Since many schools that provide a .unch program do not offer a
breakfast program, different incentives may be necessary. Financial
incentives, such as providing reimbucsement for some nonfood costs,
already exist and should be further emphasized. Consulting services could
also be provided to help systems modify school schedules to coordinate
them better with breakfast schedules. At the local level, information on
the benefits of a breakfast program and the number of children who
would benefit could be used to generate community sapport. Because so
few schools now participate, expansion of the School Breakfast program
may be one of the most cost-cffective means to increase the amount of
nutritious food available to school-age children.
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Other Public Programs

Two other public programs with special relevance should be noted: the
Commodity Supplemental Fcod Program (CSFP) and Aid to Families
with Dependent Children (AFDC).

CSFP distributes food directly rather than providing vouchers to be
redeemed in the grocery store, which is the emphasis of WIC. It tends 0
be” oriented to income eligibility rather than to cligibility based on
nutritional risk. There have been no evaluations of CSFP comparable to
those performed on WIC, although one is scheduled for FY 1981. There
are some major differences in the design of the twc programs—notably
the absence of a strong health care component in the commacdity

* program:—which may produce different effects. As a general matter, the

Panel urges that over tume, the Commodity Supplemental Food Program
become more closely related-to the provision of preventive and primary
health care services. ' ‘

With regard to AFDC, whose cash assistance payments now go to over
7 million of the Nation’s children in 3.4 million families, the Panel i1s
aware thiat some critics have suggested that these payments in themselves
are enough to cover food costs for low-income children and their parents.
Our findings are different. In 32 States, AFDC payments do not meet the
federally determined minimal standard of assistance. Food allowances in
49 States fall below the Federal minimum for a family of two, and in 53
States and territories they fall below the minimum level for a family of
four (41). At present, four-person families on AFDC receive an average of
only $1,620 per year for food. In addition, high inflation is rapidly making
food more expensive and State legislatures are not inclined to increase
welfare bencfits. These data suggest that in most States, public assistance
allowances are not sufficient io provide an adequate diet. There is an
urgent need to increase public awareness of the inadequacy of AFDC
allowances and to enlist public support and commitment to improve such
allowances so that vulnerable children have access to an adequate diet
and otker basic essentials of life.

Research

A fourth strategy we suggest focuses on the inadequate national
commitment to nutrition-related research. Although basic research on
nutritional requirements of children has expanded in the last years,
applied nutrition research has not

Three major types of needed nutrition research that have come to the
Panel’s attention are: ' .

(1) Better definition and understanding of children’s dict, nutrition
and health status. Currently, we have only fragmentary informa-
tion regarding the dietary, nutritional and heaith status of
mothers and children. This is partly due to the absence of
adequate methodologies for collecting such information, but also
10 a general inattention to these issues. Some standards and
criteria used to evaluate nutritional status are extrapolated froem
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those designed for adults and may be inappropriate for children.

- Also we have only preliminary information regarding the impact

of intcrvention programs on the nutritional and dietary svatus of

this population, due in part to inadequate evaluation me2thods

and inadequate funding for such studies.

(2) Identification of individual and family behaviors that increase

children’s risks of disease, and development of effective strate-

- ges for helping families to change nutrition-related practices that

adversely affect children’s health status. Diet and health behav-

ior are learned in social settings. It should be possible to identify

families in whick food practices and orientations are in need of

improvement. Imaginative strategies must be designed to help

familics gain the knowledge and motivaticn to alter their

- practices. Further, we need a greater understanding of the

dynamics of eating pattern development in childhood, including

research on the relationship of various family structures and

styles on the food choices of children. Until we understand how

behaviors develop and what influences them, our nutrition

education efforts with children are little better than scattershots.

The effects of advertisements, especially those on TV, on dietary

habits are particularly important to assess. Finally, we must

begin to examine systematically trends in dietary intake in order

to understand the possible policies and programs which can
.offset adverse trends and enhance positive ones.

(3) Greater understanding and documentation of the effects of early
feeding patterns and nutriticnal status on long term development
and adult Heaith status. Although the significance of good
nutrition to lifelong health is increasir.;ly appreciated, more data
are-needed regarding the effects of specific nutrient intakes (e.g.,
cholesterol, salt) on later health. For example, we require more
information on the existence of “‘critical periods™ in development

. with nutritional significance. and the length of time certain
substances can be ingested beyond which particularly adv.ase
effects cannot be reversed. Prospective, longitudinal studies to

] develop such a data base are likely to be prohibitively expensive.

- However, innovative, creative analysis of cross-sectional and
already available limited longitudinal data (e.g., persons evalu-

*  ated in both HANES I and II studies) may provide some of the
- desired data and suggest appropriate designs for future studies.
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SECTION III

THE CONTENT,
ORGANIZATION, AND

FINANCING OF HEALTH
SERVICES



’ | . CI'iLP'I'ER £
NEEDED SEFR.VICES

Ly

' In creaung this Panel, the Co:.gress asked for recommendations
regarding “. . _ the appropriate type and quantity of preventive health care
and other health services needed by children in general and by particular
types of children at risk.” We discovered early in our work that one
overriding question would have to be answered before we could fulfill this
mandate or address. other issues and problems about which Congress
sought advice:- What personal health services should be available to
mothersand children? ' .
The Panel firmly believed that its work should be based on an
understanding of the health care mothers and children actually need,
rather than on such factors as apparent demand for services. It. became
clear that until we could define ¢ range of services that should be
available, it would be diffi¢ult to .ctermine how best to organize and
finance health services for mothers and children, to assess provider
arrangements, review personnel requirements, or to examine any other
major aspect of maternal and child heilth care. Furthermore, we felt a
clear definition of needed services would be useful to groups such as

businesses and unions who must decide what type of coverage to seek :n

group insurance plans, to third-party payers who must determine what

services to cover in their policies, and to child health advocates seeking to
assess the adequacy of services currently available to their constituencies
and tc press for needed improvements. For all these reasons, the task of
defining needed services became a fundamental first step in the Panel’s
work and served as the cornérstone for much that follows in subsequent
chapters. . P

-l

v

o UNDERLYING ASSUMPTIONS

" In developing actual lists of needed services, the Panel was guided by
several underlying assumptions. First, we took a broad view in defining
the types of procedures, care, and actions that should comprise health
services for mothers and children. As described in chapter 1, the health

- problems pertinent to mothers and children range from the biomedical- to
the psychosocial, not anly in their causation, but also in their treatment
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and prevention. It is the Panel's view, thercfore, that the health services
needed by this populauon will necessarily entail not only traditional
medical care, but also a range ot services such as counseling, anticipatory
guidance, and various information and edvcation activities that are
oriented to psychosocial 1ssues. Furthermore, if an individual cannot
physically get to a source of needed care, or cannot communicate with a
health professional once there. the health service is available in theory
only. Thus, the services that should be available include selected
trans; rtation. outreach, wranslator and related services. In recognition,

. however. that such activites are. not personal health services in the strict

sensec. they are referred to n this report as ~access-related services.”

Second. the Panel directed its. attention primarily to services that are
preventive in nature and are 1 pically delivered through primary care
systems. We have itemized the clements of preventive care in greater detail
than the elements of therapeulc and rehabilitative services, although all
three are obviously components of neéded care and appear in the lists of
services. This orientation stems from the Panel’s ndate, which empha-
sizes disease prevention and health promotion in thers and children as
distinguished from treatment neegls, and from the ranel’s belief that many
of the strategies most likely to decrease overall mortality and morbidity in
this group lie in the domain of preventive services and primary care.

The Panel fully appreciates the vital importance of secondary, teruary
and rehabilitative services. This Nation is a world leader in the medical
services that can be mustered to kelp a chi.d seriously ill with an infectious
disease. suffering from severe burns, or injured badly in an automobile
accident, to cite but a few examples. Our ability to care for an ill newbom
is virtually unmatched, and our technological interventions to help the
physically handicapped constantly increase in sophistication. Clearly,
secondary. tertiary, and rehabilitative care are essential components of
health services. and nowhere is this more true than for children with
handicapping conditions and - chronic illness. Systems for meeting such
special needs are discussed elsewhere in this report, particularly in chapter
8. .

A third issue considered by the Panel in defining needed services was
that of efficacy. The Panel would like to list as “needed” only those
services whose efficacy has been thoroughly clocumented experimentally

- and validated through experience, but the practice of medicine and the

content of health care generally is often .25 much art as science. Many
heal.n care interventions, both preventive and therapeutic. have achieved
their place in the armamentarium of health services primarily by
thoughtful prgctice and consensus. In our view, the absence of complete
efficacy data should not preclude efforts to define :he health services that
should be available to mothers and children. Reasoned judgment,
prudence. and experience. supplemented by available data where possible
are viewed by the Panel as adequate and legitimate guides in the task.

-

Public policy can seldom wait for perfect information before procesding;

sometimes decisions must be .based on expert opinion and informed

i

judgments. In the long run. research conducted through the efforts of a

-
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number of groups currently at work or proposed by the Panel can increase
‘the extent to which health services are science based.

Another issue confronted by the Panel was the question of the cost-
cffectiveness of the various services on our lists. ln general, the Panel did
not seek to determine the cost-effectiveness of particular services, because
we believe that cost-benefit and cost-cffectiveness analyses seldom
~ provide policymakers with definitive answers about the value and proper
' role of a given service. Decisions can be informed and assisted by the
findings of such analyses, but they often rest ultimatcly an wvalue
judgments (I). Assessing the cost-benefit of counseling to parents of

. ¢hronically ill children, for example, will always hinge 20 some degree on
the value assigned to providing b>mfort and solace. The one exception to
tmis general avoidance by the Panel of cost-effectiveness analysis follows
in the discussion of a set of three mninum basic services.

The Panel is keenly aware that a variety of factors such as provider
arrangements, reimbursement policies, and eligibility criteria will be
decisive in determining the quality and accessibility of the services we?
have designated as needed, and whether they are truly available to and
used appropriately by mothers and children. For exampie, if an insurance
policy excludes a needed service in its benefit package. t.c chances are
decreased that the service wxll be widely used, even if it is important, as is
the case with dental services; if a hospztal discharges new mothers and
infants without explicitly assuring that they are linked to a source of
pediatric care, some will join the group of unserved “hard to reach™

le. In the Panel’s view, the recognition of the influence of such system
variables should undergird any discussion of needed services. According-
ly. much of this report is directed to issues in the organization and
financing of health services, and the governance structures that influence

-the health care system. R -

LISTS OF NEEDED SERVICES

Included in this section are lists of needed services developed by the
Panel and shaped by the views just described. The lists draw heavily on
standards issued by various professional societies and similar lists that
expert groups have developed in recent years. Principal sources included:

e Standards of practice issued by the American Academy of
Pediatrics (AAP) and the American College of Obstetricians
and Gynecologists (ACOG) (2—4)

e The list of needed services contained in the Report by the Task
Force on Pcdiatn'c Education, The Future of Pediatric Education
>

e The American Pubhc Health Association’s publications, Ambula-
tory Maternal Health Care and Family Planning Services, and
Proposed Benefits To Be Covered on a Firs* Dollar Basis Under

Nationa! Health Insurance(6, 7)

179




e The Institute of Medicine's background paper, Preventive Services
for the Well Population (8

e Both volumes of the Surgeon General's report. Healthy People (9)

e The Canadian Medical Journal Association’s report, The Periodic
Health Examination (10)

e The Breslow-Somers proposed “Lifetime Health Monitoring
Program™ (1!) <

e Dollars and Doctors Are Not Enough, published by the Children’s
Defense Fund (12) ]

e The background papers prepared for the Panel by Aronson,
Klerman, and Kessel et al. (13) (see appendix O)

e Lists of services mandated by Medicaid, including the Early and,

Periodic Screening, Diagnosis, and Treatment (EPSDT) program
(4

e The health service benefits proposed by the Child Hcalth‘

Assurance Program (CHAP) legisiation
e The benefits provided by several private healua insurance plans

By ccmbining and building on the perspectives of thesé various groups,
the Panel believes that a strong first step has been taken in defining the
health services that should be available to mothers and children. We
emphasize, however, that these lists are only a beginning. Because of the
continuing flow of new scientific evidence, the changing nature of health
problems over ume, and valid differences of professional judgment
concerning interpretation of existing data, these lists should be subject to
periodic reexamination and modification By appropriate grouns that we
propose at the end of this chapt=r, such as the Board on Health Services
Standards.

In reading the lists, several important caveats and explanatory notes
should be kept in mind: First, the lists often describe a set of services
preceded by the phrases “such as,” *“as needed,” or “as appropriate.”
These phrases are designed to convey the notion that services must be
tailore— to an individual and take into account age, stage of development,
past history. present risk. and so ‘orth. The lists are not a practice manual,
but rather a compendium of r.oad categories of services that should be
available and used to varying Jegrees and in varying combinations by an
individual. Second, the lists aiso use the phrase . . . to include.” This
phrase is intended to suggest that the units that follow are minimum
components of a broad category, ~>ther than examples or possible items
cor inclusion. For example. the tog:<s to be covered in prenatal
counseling—which in the list are preceded by the phrase “to include”™—
are viewed by the Panel as essentially a minimum set. Third, the lists
intentionally avoid notations of periodicity—such as the desired frequency
of health examinations or specific immunization schedules. In general, the
Panel believes that the practice standards developed by such groups as the
AAP and ACOG are most adequate at present for those services for which
they have recommended specific schedules. Fourth, the age and develor
mental boundaries of the lists were somewhat arbitrarily determined.
Although they correspond to the boundaries of many other lists of services
reviewed. we'recognize the inherent artificiality of such compartmentaliza-
tion.

-
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Health Services for Women of Reproductivc Age, With a
Special Focus on Services Relevant to ikeproduction

I. Services for nonpre’ aant women that relate to the occurrence and
course of future pregnancy
A. Diagnosis and treatment* or referral and followup of general
health problems, both acute and chronic, that can adversely affect
future pregnancy, fetal development, and matemnal health such as:
1. Sexually transmitted diseases
2. Immune status (such as rubella)
3. Gynecological anatomic and functional disorders
4. Organic medical problems such as renal and heart diseases,
hypertension, diabetes, and endocrine problems
5. Inadequate nutritional status, including both under- and
overweight
6. Problems rclatmg tofert v
7. Genetic risk (see 1 D)
8. Significant dental prob.ems s.ach as per.odontal disease

9. Occupanonal exposures
B. Diagnosis and treatment® or refe.-al and followup of mental

health and behavioral problems, both acute and chronic, that can
adversely affect pregnancy, fetal development, and maternal
health such as:
1. Alcohol abuse, drug addiction or abuse, other s.bstance
' abuse, and cigarette smoking
rd 2. Significant mental disorders such as schizophrenia and
ression '
C. Comprehensive family planning sec-vices, including:

1. Information, educatior, and counseling regarding family
planning concepts and techniques, and other issues such as
the img-ortance of prenatal care, and risks to mother and child
of chﬂdbcanng at extremes of the reproductive age span

i’ 2. Physical examination, including breast and pelvic examina-
tion, as indicated, and tests such as a Papanicolau smear, G.C.
culture, urinalysis, and serological examination as appropriate

,

AServices for buth acute and chronic medical conditons include inpatient and outpatient services, clinic
and physician office services, ecmergency services, laboratory and X-ray services, provision of prescribed
drugs and vaccines, medical supplies, and rehabilitation scrvices.

PServices for b acute and chronic mental bealth conditions include mpauent and outpatient hospital
services, long-term psychiatnc care, clinic and physician office services, counseling and anticipatory
guidance. crisis intervention services. laboratory services, and provision of prescribed drugs.

“Nutriticr: services include screening-assessment of nutritional status; dictary counseling to assist people
to meet their normal and therapeutic putritional needs; gutrition education; and provision of, or referral
. to, resources needed to improve orf maintain nutritionzl health, that is, supplemental food assistance, |
special feehing equipment. and food service programs.

9Home bealth services include the provision of medical, nursing, dietary, and rechabilitative services in
the bome: bomemaker services including assistance for the family in routine bouschold responsibilities
when ilincss or disability interferes with such functions. R
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5.
6.

_ Provision of family planning methods and instruction regard-

ing their use

Fregnancy testing with attendant counseling and referrals as
appropriate (including prenatal services. adoption, and abor-
uon) : .

Infertility ‘services, inciuding counseling, information, educa-
tion, and treatment

Sterilization services, including counseling, information, edu-
cation, and treatment

D. Genetic screening and related services as needed to detect persons
at risk, with counseling and referral as appropriate
E. Horne health and homemaker services®

of prenatal care and of adoption services if indicated: referral
to childbirth preparation classes as desired
For those electing abortion, referral to and provision of first

 or second trimester abortion. including family planning

counseclirg

C. Prenatal care services including:

1.

2.

3.

History (general m ‘ical, social and occupational. family and
genetic background, health habits, previous pregnancies. and
current pregnancy)

General physical examination including blood pressure,
height'and weight, and fetal devciopment

Laboratory tests as appropriate, such as VDRL, Papanicolau
smear, G. C. culture, hemogl~bin-hematocrit, urinalysis for
sugar and protein, Rh determination and irregular antibody
screeaing, blood group determination, and rubella test
Diagnosts and treatment® or referral and followup of general
health problems, both acute and chronic, preexising Or
arising during the prenatal period, that can adversely affect
pregnancy, fetal development, o7 maternal health -

. Diagnosis and treatment® or referral and followup of mental

health problems, both acute and chronic, preexisting or
arising during the- prenatal period. that can adversely affect
pregnancy, fetal development, or maternal health

Nutritional asscssment and servicest as needed. Provision of

vitamin, iron, and other supplements as appropriate

Dental services with special attention to. detection and
treatment of periodontal disease

Screening, diagnosis: (including amniocentesis), and counsel-
ing with followup for selected fetal genetic defects (such as
neura! tube defects, Down’s syndrome, Tay-Sach’s disease
and sickle cell disease) with abortion services available
Services to identify and manage high-risk pregnancies to

1z



include provision of appropriate prenatal and perinatal care
services for labor, delivery, and newbomn care

10. Counseling and anticipatory guidance with followup and
referrals as needed regarding:”

a. Physical activity and exercise .

b. Nutrition during pregnancy, including the importince of

uate but not excessive weight gain

c. Avoidance during pregnancy of smoking. alcohel, and
other drugs; and of ~environmental hazards including
radiation, hazardous chemicals, and various workplace

" hazards .

d. Signs of abnormal pregnancy and of the onset of labor

e. Preparation of the woman (and her partner where appro-
priate) for labor and delivery, including plans for place of
delivery and feelings about use of anesthesia

f. Use of medications during pregnancy .

g- Infant nutritional needs and feeding practices, including -
breast-feeding

h. Child care arrangements

i. Parenting skills, including meeting the physical, emotional,
and intellectual needs of the infant, with specific appraisal
to detect parents at risk of chilc abuse or neglect -

j- Planning for continuous and comprehensive pediatric care
following delivery, including arrangements for a pediatric
antenatal visit to link the family to pediatric care

k. Emotional and social changes occasioned by the birth of a
child, including changes in marital and family relation-
ships, the special needs of the mother in the postpartum
period, and preparing the home for the arrival of the
newborn

1. Other relevant topics in response o patient concern

P. Home health and homemaker services® - '

I11. Services in the perinatal and postpartum periods

A. Assessing th= progress of labor and the condition of the mother
and fetus throughout labor

B. Medical services during labor and delivery for diagnosis
and management of conditions threatening the mother and/or
infant, including the availability .of a Caesarean section when
indicated .

C. Delivery of the baby by a qualified professional in a facility that
has scrvices needed to manage medical emergencies of the mother
ard/or newborn, or has ready access to such services

D. Diagnosis and treatment* or referral and foliowup of general
health problems. both.acute and chronic, preexisting or arising
during the perinatal and postpartum periods that can adversely
affect the mother’s child-caring abilities

E. Diagnosis and trcatment® or referral and followup of mental
health or behavioral problems, both acute and chronic, preexisting
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or arising during the perinatal and postpartum periods (including *
maternal depression) that can adversely affect the mother’s child-
caring abilitses
F. Counseling and anticipatory guidance with reterrals and followup
as needed regarding:
l. Infant development and bel.avior
2. Infant nutritional needs and feeding practices, including
breast-feeding. .
3. Automobile restraints for infants and children, and general
accident prevention concepts (especially home accidents and;
accidental poisoning)
Infant stimulation and parenting skills, with specific appraisal
to identify parents at risk of child abuse or neglect
Need for anu importance of immunizations -
. Effect on children of pareatal smoking, use of alcohol and
other drugs, and other health-damaging behaviors
The importance of a source of continuous and comprehensive
care for both mother and child, inciuding identification of
available resources to help with such problems as illness in the
newborn or breast-feeding difficulties
8. Recognition and management of illness in the newborn
9. Hygiene and first aid
10. Child care arrangements
i11. Other relevant topicsin response to parental concern
Home health and Homemaker services .
Routine postpartum examination, with referrals and followup as
needed, inclliding:
- 1. Laboratory services as appropriate
2. Family pladning services '
3. Counseling as appropriate regarding the topics noied in III F
above and other relevant topics in response to parental
concern

N e s

z0

IV. Health education regarding such topics as:

A. Items in II(C)10 and 111 F above

B. . Developing positiv: health habits

C. \Using health services appropnately

D. Using community health resources such as the Supplemental
Food Program for Women. Infants and Children (WIC), food
stamps. welfare and social services that bear significantly on
health status ' )

V. Access-related services: .
A. Transportation services as appropriate including .
1. Emergency medical transport services for both mother and
newborn -
2. Transportation services associated with a regionalized perina-
tal and/or tertiary care network . //‘
3. Transportation services that facilitate obtaining nceded health

-
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B. Outreach services
«¢ C. Hotline, translator, and 24-hour emergency telephone services
D. Child care services tc facilitate obtaining neceded health services

Health Services for Infants in the First Year of Life

I. Services in the neonatal period

A. Evaluation of the newborn infant immediately after delivery and
institution of appropriate support procedures such as nasal-oral
suctioning :

B. Complete physizal examination, including length, weight, and
head circumfexence

C. Laboratory tests to screen for genetically-determired diseases
including PKU, hypothyroidism, and galactosemia

D. Diagnosis and treatment* or referral and followup of general
health problems, both acute and chronic

E. Preventive procedures to include

- 1. Gonococcal eye infection prophylaxis
2. Administration of vitamin K

F. Services of a newborn intensive care unit as appropriate

G. Nutritional assessment and services and supplementation as
aceded

H. Bonding and attachment support activities including provision for
extended contact bet—: ¢» nparents and their infant immediately
after delivery and,/wirsre desired by the parents, rooming-in
arrangements or the equivalent

I. Arrangements for continuous, comprehensive pediatric care for
the newborn following discharge from the hospital

J. Home health servi

Ii. Services during balance of first year of life
A. Periodic health assessment to include:

1. History and systems review (general medical and social,
family and genetic background, with items of inquiry deter-
mined by age, developmental stage, and likelihcod of poten-
tial problems) ;

2. Complete physical examination to include:

a. Height and weight

b. Head circumference

c. Developmental-behavioral assessment
d. Vision and hearing evaluation

3. Screcning and laboratory tes:s as indicated, including hemo- .
globin-hematocrit and tuberculin skin test; and, for infants at
risk, such procedures as lead poisoning, parasite, and sickle
cell screening f' .

4. Nutritional assessment and services® and supplementation as
needed (including provision of such supplements as iron and
vitamin D.. and fluoride if community water supply is not
fluoridated)
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B. Immunizatiéms according to nationally recognized standards

C. Diagnosis and treatment* or referral and followup of general
health problems, both acute and chromc '

D. Home h.alth services® ‘

II1. Services for families during infants® first vear of life

A. Counseling and anticipatory guidance with referrals and t‘ol‘owup
as needed regarding: '

1. Infant development and behavior

2. Maternal nutritional needs, especially if breasi-feeding, and
infant nutritionzl needs and feeding practices

3. Automobile restraints for infants, and general accident
prevention concepts (especially home accidents and acciden-
tal poisoning) ' ‘

4. Infant stimulation and parenting skills, }ith specific appraisal
to identify parents at risk of child abuse or neglect

5. Need for and importance of immunizations

6. Effect on children of parental smoking, use of alcohol and
other drugs, and other health-damaging behaviocrs

7. The importance of a source of continuous and comprehensive
care for mother and child, including identification of available
resources to help with such problems as sudden illness or
breast-feeding difficulties

8. Recognition and management of iliness -

9. Hygiene and first aid

10. Child care arrangements
11. Other relevant topics in response Lo parental concern

B. Counseling and provision of appropriate treatment® and/or
referral to appropriate services (including home health and
homemaker services? ) as needed for parents:

1. Who have chronic illnesses, handicapping conditions, alcohol
or drug problems, mental health problems (including mater-
nal depression), or other health problems that seriously affect
their capacity to care for the infant

2.. Whose infant is seriously ill

3. Whose infant has a chronic illness or handicapping condition

4. Whose infant is or is about to be hospitalized

IV. Health education regarding such topics as:
A. Items in IIT A above
B. Developing positive health habits
C. Using health services appropriately o
D. Using community health resources such as WIC, food stamps,
welfare and social services that bear significantly on health status
V. Access-related services L
A. Transportation services as appropriate including:
1. Emergency medical transport services for both infant and
mother
2. Transportation services associated with a regionalized perina-
tal and/or tertiary care network ;
)
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3. Transportation services that facilitate obuaining necded health
services
8. Owvutreach services
C. Hotline. translator, and 24-hour emergency telephone services
D. Child care services to facilitate obtaining neceded health services

Health Services for Children (From 1 Year to Early
Adolescence)

This list combines services for children from age 1 to early adolescence.
Obviously, some of the items apply primarily to either older or younger
children (such as counseling regerdi-»e use by the child of cigarettes in the
former case and initiation of the mumps, measles, and rubella immuniza-
tion series in the latter). : :

I. Services for children

A. Periodic health assessment to include:

1. History and systeras review (general medical and social,
family and genetic background, with items of inquiry deter-
mined by age, developmental stage, and likelihood of poten-
tial problems) . ’

2. Psychosocial history, including peer and family relationships,
and school progress and problems

3. Complete physical examination to include:

a. Height and weight, including attention to overweight,
underweight, and poor lincar growth
b. Developmentz'’ and behavioral assessment
. c. Vision, hearing, and speech evaluation

- 4. Screening and laboratory tests as indicated, including hemo-
globin-hematocrit and tubterculin skin :est; and. for chldren
at risk, such procedures as lead poisoning, parasite, anc
sexually transmitted disease screening

5. Nutritional assessment and services® and supplementation as
needed (including provision of such supplements as iron and
vitamin D, and fluoride if community water supply is not
fluoridated)

B. Immu_izations according to nationally recognized standards

C. Diagnosis and treatment* or referral and followup of general
health proble=s, both acute and chronic -

D. Diagnosis ...d treatment® or referral and followup of mental
health problems, both acute and chronic, including emotional and
learning disorders, behavioral disorders, aicohol and drug-related
problems, and probiems with family ana peer group relationships

E. Counseling and provision of support services as needed to
children with chronic ilinésses and/or handicapping conditions

F. Dental services, both prevertive and therapeutic, including oral
examination, prophylaxis, X-ray, fluoride supplementation if
community water supply is not fluoridated, restorations including
fillings, orthodontia for significant physical or psychological
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impairmient, and treatment of dental problems including perio-
dontal disecase
G. Home heatlth services?

II. Services for chiidren and their families
A. Counseling and anticipatory guidance with referrals and followup
as needed to child and/or parents as appropriate regarding: _

1. Nutritional neceds including food purchase and preparation,

- routine dietary needs, and the importance of a high-quality
diet .

2. Automobile restraints for children and general accident
prevention concepts (especially home accidents, accidental
poisoning, and sports injuries)

3. Parenting skills, with specific appraisal to identify parents at
risk of child abusec or neglect

4. Need for and importance of immunizations

5. Medical and child care arrangements for child

6. Dangers of use by children and effects on <hildren of parental
smoking, use of alcohol, and other drugs

7. Physical activity and exerciSe

8. Hygiene and first aid

- - 9. Dental health

10. Childhood antecedents of adult illness

11. Child development (including sexual maturation and adjust-
ment, and developmental and behavioral difficulties)

12. Environmental hazards

13. Other relevant topics in response to child and/or parental
concern

B. Counsecling and provision of appropriate treatment services™®

and/or referral to services (including home health; and home-

maker servicesd) as needed for parents: ,

1. Who have chronic illnesses, handicapping conditions, alcohol
or drug problems, mental health conditions (including mater-
nal depression), or other health problems that seriously affect
their capacity to ca-e for the child

2. Whose <hild is seriously ill

3. Whose child has a chronic illness or handicapping condition,
or a significant bet.avioral or emotional proclem '

4. Whose child is or is about to be hospitalized

I11. Health education regarding such topics as:
A. Items previously mentioned listed in IT A
B. Developing positive health habits
C. Using health services appropriately
D. Using community health resources such as WIC, food stamps,
welfare and social services that bear significaatly on health status

TV. Access-related services ; _
A. Transportation services as appropriate including:
1. Emergency medicai transport services
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2. Transportation services associated with a regionalized tertiary
care network
3. Transportation services that facilitate obtaining needed health
services
" B. Outreach services
C. Hotline, translator, and 24-hour emergency telephone services
D. Child care services to facilitate obtaining nceded health services

Health Services for Adolescents

I. Services for adolescents
A. Periodic health assessment to include:

1. Medical history and systems review (general medical and
social, family and genetic backgroun:. » th items of inquiry
determined by age, developmental siage, and likehihood of

"~ potential probiems)

2. Psychosocial history, including school progress and problems,
out-of-school activities, peer and fanuly relationships, and
health-related habits, including sexual activity and use of
alcoho! and drugs

3. Compilete physical examination including:

a. Height and weight, with special attention to deviations
from normal growth curves

b. Developmental and behavioral assessment, including sexu-
al development

-~ ¢. Vision, hearing, and speech evaluatcns

4. Screening and laboratory tests as indicated, including hemo-
globin-hgmatocrit and tuberculin skin test; and, for adoles-
cents at risk, such procedures zs lead poisoning, parasite, and
sexually transmitted disease screening |

5. Nautritional assessment and services® and supplementation as

- needed

B. aintenance of immunizations according to nationally recognized
standards

C. Family planning services with availability of cxtensive counseling
for the adolescent, parner, and family as appropriate; and
education on, among other topics, the importance of early
prenatal care and risks to both mother and child of childbearing in
carly adolescence -

D. Diagnosis and treatment* or referral and followup of general
health problems, both acute #..d chronic

. E. Diagnosis and treatment® or referral and followup of mental

health problems, both acute and chronic, including emotionzl and
learning disorders, behavioral disorders, alcohol and drug-related
problems, and problems with family and peer group relationships -

F. Counseling and provision of support services as needed to
‘children with chronic illnesses and/or handicapping conditions

G. Dental services, both preventive and therapeutic, including oral
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exarnination, prophylaxis, X-ray, fluoride supplementation if
community water supply is not fluoridated, restorations including
fillings, orthodontia for significart physical or psychological
impairment, and treatment of dental problems including perio-
dontal disecase -

H. Home health services?

. 1I. Services for adolescents and their families
A. Counseling and anticipatory guidance with followup and referuis
as needed for the adolescent and/or parcnts as appropnaltc
regarding:
1. Nutritionai needs, including the importance of a high-quality
diet and the risks associated with fad diets
2. Automobile restraints and general accident prevention con-
cepts, including sports injuries |
3. Psychosomatic complaints such as those associated with
family and school difficulties
4. Dental health
5. Smoking, use of alcohol and other drugs
6. Physical activity, exercise, and sleep
7. Relationship of henxlth-related behaviors in adolescence to
adult illness
8. Sexual development 2nd adjustment, male-female relation-
ships, and family life
9. Future plans, including school and vocational plans .
10. Other topics in response to adolescent and/or family concern
B. Counscling and provision of appropriate treatment services ab
and/or referral to services (including home health and home-
maker services®) as needed for parents: :
1. Who have chronic illnesses, handicapping conditions, alcohol
or drug problems, mental heaith conditions, or other health
problems that seriously affect their capacity to care for the
adolescent
2. Whose adolescent is seriously ill
3. Whose adolescent has a chronic illness or handicapping
condition, or a signi‘icant behavioral or emotional problem
4. Whose ado’escent is or is about to be hospitalized

II1. Services with special relevance for pregnant adolescents choosing to
carry a pregnancy to term and keep the baby, and for very young
ents :
E:La.rSpecial attention to prenatdl services directed at deteciing and
preventing low-birth-weight infants
B. Indepth counseling regarding =
1. Family and partner-spouse relationships )
2. Home wmanagement and family life with an emphasis on
reparation for parenthood
3. Vocational and educational plans .
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4. Management of stress associated with caring for babies and
~ young children
5. Financial planning .
C. Special educational arrangements as needed to assist the pregnant
s adolescent and young mother- to remain in school and/or obtain
needced job skills
D. Support services such as infant and child day ca:e, home health
and homemaker services,? crisis intervention, psychological sup-
port services, and services to link the young mother and family to
community resources as needed (such as WIC and welfare
. programs, housing assistance, community mental health centers,
vocational counseling and educational agencies, and food stamps)

TV. Health education regarding such topics as:
A. Items in II A above
B. Developing positive health habits
C. Using health services appropriately
D. Using community health resources such as WIC, food stamps, -
welfare and social services thzt bear significantly on health status

V. Access-related sérvices ' O
A. Transportation services as appropriate including:
1. Emergency medical transport services
2. Transportation services associated with a regionalized tertiary
care network
3. Transportatién services that facilitate obtaining needed health
services
B. Outreach services
.C. Hotline, translator, and 24-hour emergency telephone services
D. Child care to facilitate obtaining needed health services

) MAJOR CONCLUSIONS

In develaping the needed services lists, the Panel reviewed data
regarding the incidence and prevalence of the health problems of infants,
children, adolescents, and women of reproductive age; the relative
benefits of the interventions available to prevent and treat such problems;
the availability and utilization of health services by this population; and,
as noted above, similar lists developed by other groups. Such analysis and
the process of compiling the lists themselves led us to three major
conclusions. First, three broad classes of primary care services—prenatal
care, delivery, and postnatal services; comprehensive health care for
children through age 5; and family planning services—-should become
universally available without delay. Second, four additional groups of
services are aiso especially important and are not now adequately
available: mental health and related psychosocial services; dental ser-
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location, or other variables.

vices: genetic services; ‘and access-related services. Third, Congress should
establish a Board on Health Services Standards to serve a variety of
functions aimed at improving the content, quality, and availability of
health services for mothers and children.-

Minimum Basic Services

A finding of preeminent importance is the Panel’s conclusion that there
are three broad classes of services for which there is such a clear consensus
regarding their cffectiveness and their immportance to good health, that it
should no longer be considered acceptable that an individual is denied
access to them fo. any reason, because of financial barriers; barriers
resulting from the time; place or manner in which the~ services arc
provided; inadequate personnel capacity; or other reasons. 10Ese SErvices
are:

(1) prenatal, delivery, and postnatal care ) -
(2) comprehensive health care for children from birth through age 5
(3) family planning services

The Panel has concluded that it is unconscionable for a society such as

ours to have any of its members need these services yet not obtain them,

icularly because the components of these services are well understood
and essentially noncontroversial, their lifelong beneficial impact on health
status is indisputable, and they are of virtually equal value and necessity
to all segments of the population irrespective of -income, geographic

The Panel also sees a need for the cortent of and standards of quality
for each of these service clusters to be clearly defined. At a minimum, such
definition will be needed to implement many of the specific suggestions

. contained in later chapters, particularly our suggestion that the Federal

Governmens. and the States develop new and clear. assumptions of
responsibility for assuring the availability of these services. The Panel
therefore recommends that, as a first priority, the Public Health Service

(PHS) promulgate standards for the content, periodicity, and quality of
these three basic clusters of services, for use by the Federal Government,

the States, private and public third-parly paycrs, voluntary groups, public
programs, private pracutiopers and all others involved in delivering or
monitoring the delivery of these services. In so doing, the Public Health
Service should rely on the appropriate professional societies, the existing
health expertise within PHS itself (particularly the Office of Maternal and
Child Health and the Matemnal and Child Health Administration should it

be formed as proposed by the Panel in chapter 11), the National Center

. for Health Care Technology, the Institute of Medicir e—National Academy

of Sciences, consumer and advocacy groups, zad other bodies as
appropriate. .

We recognize that the content of each of the three clusters is quite
variable in actual practice today, and that in only a few settings does cach
service include all components itemized in our lists. For example, prenatal
care services frequently do not include information, education, and
counseling on many of the items enumerated in the lists, despite the

-
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bility that careful guidance to pregnant women about avoiding such
harmful substances as tobacco and alcohol may be one of the most health-
promoting components_of prenatal care. In the short run, the Panel finds
acceptable an approach in which the current, conventional norms
governing the content of each of the three services be considered adequate
for the purpose of pfomulgating siandards as recommended above. As a
long range goal, the Panel urges that all cfforts—such as reimbursement
policies, curricula for training personnel who will be involved in providing
maternal and child health care, and standards of quality as developed by
both public and professional groups—be directed to improving and
expanding the content of each of the three sets of services in the more
comprehensive direction embodied in the lists.

In chaptcrs 6 through 9, a series of recommendations are made for
helping o ensure that all individuals have access to these services. These
recommendations are based on the Panel's finding that the principal
barriers to obtaining the services lie in the way our health system 1s
structured. In some instances, assuring the availability of these services
will require removal of financial barriers to obtaining care and new ways
of organizing the delivery of care with an orientation to outreach and
access-related services, suci: as revitalized home visiting. In others, what
may be needed is a more vigorous commitment to improving and
expanding existing systems-—as in family planning. which is currently
delivered through a pluralistic system adequate for those it reaches but
which needs to te expanded to accommodate those still in need. It is also
apparent that a2 major nationwide campaign to help inform and educate
individuals on the importance of these services and how to obtain them
will be critical. In chapter 3, the influence of the media in conveying such
.information is noted, and some broad principles of health-related
behavior are described. These themes are directly applicable to “eaching
the goal of assured availability for these three services. Personal actions
and choices will always_remain a major variable in, for example, whether
or not a woman secks and cbiains prenatal care «arly in pregnancy, even
in the best of circumstances. Thus'a major campaign to explain the nature
and benefits of these services and to motivate individuals to use them will
be essential.

In the sections that follow, these three services are discussed in terms of
their effectiveness in promoucg child health and well-being, and the
unmet need for such services. We reizerate our view that for any indivadual
to be in need of these services yet not able to .obtain them should be
considered unacceptable, and feiterate that reaching unserved groups will
~ probably require system changes direrted primarily at increasing access to

services. Selected cost-effectiveness information is also included,
although the Panel did not use dollar savings ag the screen through which
‘it selected thest three clusters of services for priority attenton. It
that these services are highly ‘cost-effective. More important in the Panel's
view, however, is their indisputable contribution to heaith promotion and
discase prevention, the value attached to them by individual providers and
consumers, and the distressing fact that these services are not fully
available to all individuals who need them.
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Prenatal, Delivery, and Postnatal Care

. The Panel finds services associated with pregnancy, childbirth, and the
immediate postpartum period to be essential, but not yet available and
accessible to all who need them. .

The effectiveiiess of prenatal care in reducing low birth weight—the
most important predictor of illness or death in early infancy and of the
need for neonatal intensive care—has been so well demonstrated in
.various well-controlled studies that even the most skeptical reviewers of
the health services literature would agree that this form of prevenuve care
is one of our most valuable ir promoting child health. Given no prenatal -
care. an expectant mother is three times as likely to have a low-birth- )
weight child. Three-quarters of the risks associated with low birth weight
can be evaluated in a first prenatal visit, and interventions can be taken to
help recCuce such risks. I urthermore, late care or no care is associated with
increased prematurity rates, increased stilibirths, ar. 1 increased newborn
mortality. In 1977, neonatal, post-nconatal, and infant death rates were
four times higher for patients with no prenatal care than those receiving at
least some care. Infants born to women experiencing complications of
pregnancy such as toxemia and infections of the uterus have a four to five
times higher mortality rate than others. For mothers with such medical
conditicws as diabetes. hypertension, or kiduey and heart disease, there is
a higher risk of bearing babies who will not survive their first year. Such
risks can be reduced by competent, early medical care (15).

Additional data supporting the value of prenatal c:-e were recently
cited in the Surgeon General's report, Healthy People:

From 1950 to 1977, infant mortality dropped from 30 to 14 deaths
per 1,000 live births. Although some of the improvement was due to
greater availability of regionalized intensive care units for newborns,
better prenatal services have clearly played an important role.
Mzternity and Infant Care  (MIC) Projects (which provide
Yprenatal services as a high priority) have consistently been associ-
ated with declines in low-birth-weight incidence and infant
mortality.

F In Birmingham, Alabama, for example, after the MIC project
began in 1967, prenatal clinics available for low-income pregnant
women increased and the proportion of women receiving prenatal
care during tke first trimester rosc from 24 percent in 1968 to 39
perceni in 1978. Although a direct cause-and-effect relationship
cannot be determined. infant mortality in this area drooped from 25
deaths per 1,000 live births in 1965 to about 14 in 1977—and infant
deaths during the fir- month of life went frcm 19 to 10 per 1,000 live
births, a 47 percent decrease (15). ;

‘Interestingly. the precise components of prenatal care that lead to such
dramatic differences in reproductive outcome have not been clearly
identified. The lower risk undoubtedly is associated with some aspects of
medical and obrtetrical services, especially for high-risk conditions. It 1s
also highly likely' that the counseling of expectant mothers on potental
prcblems for the fetus that may be caused by smoking, alcohol ase, and
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nutrition—and referral when necessary to suitable services—is a
major contributor to the effectiveness of prenatal care. .

Despite the value of prenatal visits, fully one-quarter of all pregnant
women receive late, little, or no care This percentage is significantly
' higher for certain groups, including the very youag, women over 40, black
women, the poor, the unmarried, the poorly educated, and those in rural

ulations. As we noted in chapter 1, these are the groups most likely to
be at high risk of a poor pregnancy_outcome even without thg burden of
inadequate prenata! care. Data from 44 States suggest that 25 percent of
the women who gave birth in 1977 had no prenatal care in the first
trimester.” Moreover, in New York City during the same year, 22 percent
of all pregnant women had no prenatal care at all or none until the last
trimester. In central Harlem this figure was 30 percent (16). Furthermore,
about 70 percentof expectant mothers under age 15 receive no care during
the first mon;._% of pregnancy, the period most important to fetal
development; nt of their babies are premature, a rate three umes
that for older mothers-(15). Thus, despite the essential natu. e of prenatal
care, it is apparent that many of the Nation’s most vulnerable women do
not receive such care early €nough or, in some instances, at all.

Prenatal care is often associated with helping to assure the physical
health of an infant. Such care is also related to the prevention of certain
conditions that may later lead to mental disability and to the early
detection and treatment of other mental health problems. Thus, the
President’s Commission on Mental Health lists comprehensive prenatal
(and early infant) care first among its recommendations to implement a
strategy of prevention, cspecially for high-risk groups such as very young
mothers and those with important medical problems such as diabetes (17).

The health services associated with childbirth and the immediate
postpartum period are also included in this sct of essential services. The
Panel urges that we recognize there are some women—often living in rural
areas or inner cities, and typically poor—who are still not adequateiy
linked to the he Ith system at the time of pregnancy and.childbirth. At
present, about 98 percent of all births occur in hospitals; but the women
who comprise the remaining 2 percent are not all women who have chosen
the home birth option (I8). Some women give birth without adequate
assistance or care and have not had the advantages associated with early
identification of risk factors likely to complicate the delivery and/or the
health of the infant. For them and their infants, childbirth can be a risky
event. Indeed, although the decline in maternal mortality in this century is.
due to a variety of factors, the contribution of hcalth services surrounding
childbirth to reducing such mortality is clear. Thus, we must not only
increase the availability of prenatal care, but must also assure that women
have access to delivery services that are appropriate to their level of risk
and to their personal preferences. i .

Postpartum services form the final component of this set of services and
complete the minimum basic set of essential services associated with
childbearing. We call special attention to the 6-week postpartum checkup
that typically incluces family planning services. .
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. e Health Care to Infants and Preschool Chiidren through
Age S (19 ) -

The value of competent, comprchensive health care for infants and
young children in‘providing a basis for lifelong health is clear and, in the

Panel’'s view, of equal importance to maternity care. In the area of

prevention especially, children are uniquely fortunate in the range of .

cffective preventive service. available-to them in these carly years. Some
are highlighted below.

At birth. screening tests for such conditions as phenylketonu.ia (PKU)
and congenital hypothyroidism can detect significant health problems
that, if undetected and improperly managed, can lead to secrious adverse
heailth outcomes such as mental retardation. Long-term experience with
screening programs for PKU indicate the success of these programs in
detecting children for whom a dietary change will mean the difference
between normal functioning and mental retardation. These programs are
clearly cost-effective and have proved readily feasible. The PKU program

stands as a model for the devclopment of screening services for other

diseases and disorders that can be identified at birth. Similarly, recent
experience with universal newborn screening for thyroid disease has
demonstrated that this simple procedure is efficacious and clearly cost-
effective (20). Screening tests, including prenatal diagnosis, are also
available for the early detection of sickle cell disease. Mortality can be
reduced by ezrly detection, and therefore screening for sickle cell disease
in the first year of life should be a component of every black infant’s
health care: : ‘

Routine neonatal care also includes intramuscular administration of
vitamin K to prevent the bleeding that occasionally occurs in newborns.
and instillation of an appropriate solution to the eyes to prevent serious
cye infections, scme leading to blindness. that might occur if tke mother
has gonorrhea.

Immunizations in infancy and childhood arc among thessafest and most

effective measures for disease prevention. Widespread vaccination has
eliminated smallpox and led to marked declines in the incidence of
diphtheria, measles. whooping cough, polio, rubella, and tetanus.

Other forms of carly intervention are also effective. For example, early
detection of hearing impairment—suffered by approximately 10 percent of
U.S. children-—and prompt attention to an infant’s communication needs

‘dramatically reduces the serious secondary consequences of hearing loss, .

including possible inhibition of cognitive and language development. As a
result, several expert panels have recommended that childrea who meet
:fied criteria receive full audiological assessment between 2 and 6
months of age and periodically thereafter. The importance of detecting
vision defects—affecting close to 20 percent of children—is equally
compelling in the preschool period.
Screening some populations of young children in urban areas for lead
poisoning and tuberculosis is also of great value. Since the discovery in the
mid-1950"s of serious environmentat endemic icad spoisoning, child health

professionals. long aware of the devastating cffects of lead poisoning, have

urged employment of the relatively simple procedures needed to sample
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lead in the emvironment and detect lead levels in individuals. Routine
preschool cxaminations can include screening for markers of lead

- poisoning and, if a problem is detected, lead to appropriate management.
Similarly, screening for tuberculosis is efficacious and casily performed.”
Although the incidence of tuberculosis has dropped considerably in the
past 20 years, the discase is still common in some communities,
particularly wherc thére is overcrowding. Furthermore, new immigrants to
the country have often been exposed to tuberculosis in their countnies of
origin:* N

Various measures of maturation and developmental assessment go hand
in hand with screening and immunization activitics. Serial measurements
of height and weight, properly recorded for easc of comparison, are the
most objective indicators of normal or abnormal physical growth. Failure
to grow al the usual rate for a specific age. height, and body type may be
the first indication of serious difficyity. For example, abnormally rapid
growth in head circumference early in life may be a warning of
hydrocephalus, and slow growth in heaa circumference may indicate
failure of brain development. Other findings that deviate from the normal
may also be an indication of future problems. Hypertension, which can
now be recognized in infancy, may in children and adolescents occasion-
ally be an early sign of serious renal, vascular, or endocrinologic disease.
Although it is not yet known whether therapy durnng childhood will alter
the prognosis for primary hypertension, or what the precise relationship is
between childhood and adult hypertension, it is prudent to be aware of
each child’s status until current studies provide predictive and therapeutic
direction. .

Delayed development in gross motor, fine motor, adaptive, langnage,
and personal-social areas may indicate only normal differences in rates of
development or may suggest a wide variety of serious problems, some of
which are amenable to intervention. No single method for testing
development has been proven superior. However, careful developmental
appraisal and subsequent diagnostic studies may UNCOVET SENSOTy defects,
muscular or neurologic disease, or emotional deprivation.

Another preventive service which in the Panel’s view is of enormous
importance is counsecling and anticipatory guidance to parents of

. preschool children. Elsewhere in this report, such issues as accident
prevention for young children;-infant stimulation, and the importance of
sound nutrition in early life are discussed and their role in child health
outlined. The significance of these health topics cannot be overempha-
sized, npor can the value of helping parents care for their children
effectively be overstated.

The case for prompt, early treatment of young children is as compelling
as that for primary preventive services. No preventive health examination

or screeming is comsplete unless treatment is obtained for identified
problems. Indeed. the distinction between treatment and prevention at

. this life stage is somewhat artificial. Most significant health problems that

" arise in this period have lifelong consequences if not effectively managed.
Untreated otitis media can evolve into conduction deafness; meglected
strep infections can develop into rheumatic heart disease or n¢phnitis; and

untreated tooth decay can lead to loss of teeth. Thus, treatment services in
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childhood are often preventive services when viewed over the full life
span. s

One treatment service with major preventive implications is neonatal
intensive care, a service that should be fully available to all newborns. In
the past. infants born seriously ill and/or of very low birth weight often
died: those who did not were at high risk of suffering deficits in both
mental and physical development. With the recent introduction of
neonatal intensive carc, however, such risks have declined significantly. A
1980 paper developed for the OTA concluded: *...Over the past 10-15
years, or since neonatal intensive care methods have been applied, there
has been a dramatic improvement in [the] survival of low-birth-weight
newborns. and most of the survivors are normal. ... The widespread
applicatiqn of neonatal intensive carc appears to have played a major part
in producing the improved survival as well as the improved physical
condition of very low-birth-weight infants [in .ccud years).” This paper
also noted that rising birth rates and the high level of risk faciors such as
teenage pregouancy. smoking, and low socioeconomic status associated
with low birth weight are likely to create an increasing need for intensive
medical care of the high-risk newborn over the next decade (21).

The central message to be drawn from this brief survey o services in the
first years of life is simple: early infancy and young childhood are critical
life stages during which vulnerabilities are great and the possibilities for
helpful health care interventions numerous. If a child is helped to mature
through this period safely. with preventable health problems avoided. with
others identified and managed as carly as possible. with effective measures
such as immunizations taken to avoid later health problems. and with the
nurturing capacities of his or her parents developed and supported, the
young person’s chances for a healthy childhood and adulthood are:
increased dramatically.

Nonetheless, many children do not have access to the care they need.
As recently as 1976, a third of all children under 10 were not properly
protected against seven major childhood diseases, and in the following
year rubella cases for children under 15 years increased by 63 percent,
measles cases by 39 percent and whooping cough cases by 115 percent.
Since then. as noted in chapter 1. these percentages have been cut
significantly. due in large measure to the highly effective Childhood
Immunization Initiative.

Although the immunization story is at present a hopeful cne, other
measures of child health status and use of health services are not so
reassuring. For example. daua from the EPSDT program of Medicaid
demonstrate that the stereotype of children as uniformly healthy is untrue,
particularly for the poor children touched by this program.. The Children’s
Defense Fund study of EPSDT concluded: .

One thing screening data make clear is that most children screened
by EPSDT are suffering from health problems and desperately need
the services of EPSDT. Nationally, for every three screenings, two
conditions needing followup care were found (12).

Common problems that were not being cared for included dental
problems. low hemoglobin levels, vision difficulties, chronic upper
respiratory problems, eclevated lead levels in the blood. geritourinary
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infections, hearing problems, skin problems, parasites, orthopedic prob-
- lems, and problems with the heart and circulatory system. Specific
measures in selected States are especially troubling. In 1978, for example,
34 percent of the ¢:ildren screened in Louisiana had a vision problem, 3.5
percent of the chirdren screened in Connmecticut exhibited signs of lead
poisoning, and a 7ail 90 percent of the children examined in Mississippi
had demonstrable dental problems (14). .

Cost-effectiveness for the clusier of services typically utilized in the first
several years of life is difficult to calculate, primarily because such services
are actually a combination of many individual interventions, each of
wkhich would have its own cost-effectiveness ratio. The research that would

- be needed to assess fully the costs of providing none of these services is

.neither ethical nor feasible. However, for selected individual services in
these early years, such as immunizations and screening for such conditions
as PKU and corfgenital hypothyroidism, the cost-effectiveness data are
impressive; some are presented in chapter 1. Even neonatal intensive care
"services—with.an average cost estimated to range as high as $40,000—
have been iudged cost-effective. The OTA report mentioned earlier
concluded that neonatai intensive care is cost-effective for infants over
1,000 grams and may even be so for infants weighing less than 1,000 grams
(21). We caution, however, that the methodological complexities of such
calcu:lations are great and that in this area as in many others, cost-benefit
analyses are of limited value. More to the point is the fact that, in the
aggregate, services to preschool children are low-cost items, not only in
.absolute_terms, but also in terms of their long-term benefits to health.

*

FamjlyPhnningServices

It is obvious that a child whose birth is eagerly awaited has the best
- chance of getting a healthy start in life. A wanted child is far more likely
than an unwanted one to enter a loving, nurturing home environment that
encourages healthy growth and development. Similarly, 2 woman who
wélcomes her pregnancy will probably adhere to the health practices
necessary to increase the chances of a successful pregnancy outcome. Few
would question, thererore, that every child should be born wanted and
loved: most Americans now feel that policies assuring the availability of*
_family planning should be.endorsed as a means to thatend.
A voluminous body of research indicates the timing of a birth (when the
mother is neither too young nor too old), adequate intervals ‘between
births, and family size limitations are closely related to better maternal
and infant health. Infant mortality, low birth weight and stillbirths can be
reduced through family planning (22, 23). For exanple, it has been shown
' that almost a third of the reduction in the 'U.S. infant mortality rate
_between 1965 and 1972 resulted from shifts in the timing and spacing of
births and, hence, from individual family planning decisions (24). A study
of low-income Maryland women found the greatest decreases in infant
mortality occurred in areas that had made the most progress in serving
. women in need of family planning services (25).
Family planning can also contribute to a woman’s health. Having a
large number of children is frequently detrimental to a mother’s health,
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and women bearing a fifth or higher order child expenience maternal

mortality rates as much as iwice as high as do women bearing a second,

third or fourth child. Women giving birth in their teens or after the age of

25 run increased risks of death and complicaticns such as toxemua,

eclampsia, and hemorrhage. Too short an interval between births also has

2 deleterious effect on a woman’s physical. mental, and emotional well-
- being (26). N

The use_ of contraception to prevent unwanted pregnancy has gained
wide acceptance in the United States. By 1976, 9 out of 10 married
Americans were using some mcthod of contraception or had been
surgically sterilized (27). There was also increasing use of contraception
by sexually active unmarried persons as growing numbers of young
working people, teenagers, divorced and separated persons sought to
prevent unintended pregnancy. With the advent of the publicly supported
family planning programs. the zap in contraceptive use between rich and
poor, and blacks and whites has narrowed significantly and all segments
of the population have come closer to achieving their desired family size
(28). _— :

Despite the great value of family planning services, it is apparent that
there still is an unmet need for such care. Although unwanted and
mistimed childbearing has decliiizd substantially in recent y=sars, it stll

rescnis a serious problem for many Americans. An estimated 2.8 milhon
unplanned pregnancies occur each year, half of them ternninatad by
abortion (29). Almost 16 million women at risk of unwanted pregnancy
are not receiving the health care necessary for the safe and effective use of
contraception. Three million of thesc women have low or marginal
incomes and 1.8 million are teenagers who need subsidized care (30).

Family planning services are essential not only ioc meet remaining
unmet needs, but alse to sustain the ability of those already practicing
family planning to continue doing so. From a public policy point of view,
the value of continuing and expanding family planning services through a
variety of provider arrangements in both the public and private secior is
indispntable. (See chapter 7.) ‘

. Service Domains of Special Priority

The second major Panel finding that emerged in the process of
developing our lists of needed services is that four additional groups of
services merit special attention. These include: iaental health and related
psychosocial services, dental services, genetic services, and services that
promote access to care. Although each has unique a:tributes, they have in
common not only their importance to hezlth but also the fact that they are
not now adequately available, especially to some of the groups most 1n
need of them, and that they have pot been accorded suificient prominence
in current views of the essential components of maternal and child health
care services. By singling them out for specific discussion, the Panel hopes
to strengthen the national consensus regarding their value in health
promotion. ' =
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Mental Health and Related Psychosocial Services

Mental health services and service: related to psychosocial issues are
prominent in the lists of needed services developed by the Panel. Thus
emphasis is based on the evidence that mental disorders and psychosocial
problems are significant components of the total burden of illness in
children and their families, and the fact that the profile of child health
needs has shifted significantly in recent years. Whereas survival concerns
and the threats posed by infectious diseases were the central focus of child
health in the past, we are now confronted by a challenging blend of
problems with interwoven psychological, social, environmental, and
organic components.

=  Althougb precise estimates of the prevalence of mental disorders ia
children are difficult to make due to various methodological and
definitional limitations, mental healt}: problems in children are sufficiently
common to constitute a major concern in any discussion of child health.

., For example (31):

e Surveys of general populations show that the overall prevalence of
persistent and socially handicapping mental health problems in
children aged 3—15 years is about 515 percent.

e Conduct disorders and impairments or delays in development
may affect up to !0.percent of boys 7-10 years old.

e Mortality due to suicide in adolescents 15-19 years of age has
increased from 3 deaths per 100,000 in 1950 to 10 deaths per
100,000 in 1977. Estimates of attempted suicide range as high as 1
out of every 1,000 adolescents.

e Psychotic disorders appear in childhood—autism, for example,
occurs in about 3 or 4 children out of every 10,000.

In addition to such direct measures, an additional set of broader social
indicators suggests that a large proportion of children are under
significant emotional stress and at risk of developing mental disorders.
For example: '

e Each year, approximately 1 child per 1,000 under 4 years of age
suffers serious injury initiated by parents, and about 1:in 10 of .
these injuries proves fatal (31).

e By conservative estimates, at least 2 million children have severe
learning disabilities that, if neglected, can have profound mental
health consequences for the child and family (32). :

e On any given day, 20,000 youths are in some kind of criminal
detention: adolescents are involved 1n more than half of all serious.
crimes reported in the United States. (5). \

e Some 11,000 girls under 15 become pregnant and give birth each

¥ year (30).

In the face of such evidence, the Panel is deeply concerned that mental
health and related psychosocial services be fully available and adequately
valued as major components of health services directed at child heailth
promotion. The Nation’s commitmen: to improving and extending
medical care services must be maiched by equal attention to assuring that
a range of high quality mental health and psychosocial services is
available, including hospital-based and ambula‘ory mental heaith ser-
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vices, long-term psychiatric care. counseling and anticipatory guidance
provided in many settings, crisis intervention, and related services.
Further, special attention must be given to eliminating major gaps mn
services. For example, mental health services for adolescents are <learly
inadequate, despite the widely shared recognition that behavioral prob- ‘
lems—including accidents, homicide. and suicide—are among the most
significant burdens in this population and in some instances are
increasing. . .

We also call special attention to the need for closer integration of
mental health and general health services for children and adolescents and
indeed for the fuil population, particularly at the primary care level where
so many child heaith issues are managed. This perspective is based on a
growing appreciation of the inseparability of mental health and physical
- health. It is increasingly well recognized, for example, that the benefits to

"“an infant of a warm and caring environment are expressed in both
_physical and emotional well-being; that various psychological stresses 1n
childhood can be linked to such somatic problems as insomnia, gastroin-
testinal disturbances, and headaches; and that nutrition-related disorders
such as anorexia nervosa are based largely in psychological and emotional
difficulties. Moreover, it is apparent that the proportion of children seen in
the general health care sector having behavioral, educational, or social
problems is much higher than has been generally assumed. One recent
study of seven primary care facilities detected at least 5 percent and as
many as 15 percent of the children seen in 1 year in all but hospital
teaching facilities as having such problems (33). It is alsc apparent that
such children typically remain in the general health sector for mental
heaith care. In chapter 7, the Panel discusses the implications of this
intertwining of mental health and physical health services for the
organization of care for children.
Although we focus on formal dnd definable professional services in that
" section of our report and in the discussion that follows, it is also important
to recognize the great importance of personal and social support systems
in maintaining menta! health and preventing the development of serious
mental and emotional disabilities. When we have problems, most of us
initially turn. for help to families, friends, neighbors, schools, religious
institutions, self-help groups, and voluntary associations. Without impair-
ing the autonomy, natural strengths, and effectiveness of these supports,
public policy must be designed to enhance their ability to contribute to the
inental health ~7 children and families.

In the brief sections below, we take up the special need for mental
health and related psychosocial services of children who are mentally
retarded and those with serious physical handicaps or chronic illnesses,
and the importance of anticipatory guidance. :

Special Focus—Mental Health Services for the Mentally Retarded

Each year, an estimated 100,000 children are born who will be identified
as mentally retarded sometime during their lifetime, and approximately
one-third of all mentally retarded persons suffer multiple handicaps,
including mental illness, epilepsy, cerebral palsy, and other disabilities.
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Some 200 known causes (and untold others) precipitate mental retarda-
tion, of which genetic defects, biological diseases, birth injuries, and
psychological or social deprivation are the most common. The level of
disability ranges from barely noticeatle to a profound inability to think or
respond to one’s surroundings (34).

Being mentally retarded does not mean that mental illness is also
oresent nor that it will develop; but it is also true that the incidence of
emotional and mental problems is higher among the mentally retarded
than among the general population. For some mentally retarded individu-
als—approximately 2 million of whom are 18 or under—mental health
services are an essential part of the total range of services needed to
maintain an optimum level of functioning. When mental illness is present,
it may be acute or chronic, mild or severe. Traditionally, these people
have “fallen through the cracks.” They have, unfortunately, been
neglected by both the - iental health and mental retardzation systems.

The reasons for thi- are complex, but include the gradual separation of
the mental retardation system from the mental health system in the last 20
years; the frequent lack of knowledge of mental health professionals and
primary care physicians about mental retardation; the fact that, at times,
mental retardation bhas been confused with mental illness, leading to
public misunderstandings and inappropriate services and systems; and the
tendency to think that mentally retarded persons cannot benefit from
various behavioral interventions. Too often, the mentally retarded child or
youth is shuffled among mental health, mental retardation, and correc-
tional institutions. Some States report that only limited services are
available for mentally retarded persons in local community mental health
ciinics. Others note the low priority given meriitally retarded persons in
local clinics and the frequent referrals to State hospitals.

The Panel concurs with the President’s Commission on Mental Health’s
Liaison Task Panel on Mental Retardation that a high priority be given to
improving the delivery and accessibility of mental health services for
mentally retarded persons. In particular, we urge that the National
Institute of Mental Health be given special responsibility for assuring that
federally funded mental health programs give adequate attention to the
treatment of emotionally disturbed menially " retarded: children. The
implementation of the Community Mental Health Systems Act represents
an ideal vehicle for this purpose. : ’

As is the case for all families having a child with severe problems,
support services to the family of mentally,r-:arded individuals are also
most important. The emotional impact for parents of having a mentally
c=rarded child cannot be minimized. Such an experience may exacerbate
basic anxieties in parents and may represent a mental health problem for
which help is warranted. Their needs require a special sensitivity and
understanding of the meaning of having a mentally retarded child. Many
parents need help to cope with the many practical problems of raising a,
retarded child as well as with their own emotional reactions to this
burden, especially if they are maintaining the primary responsibility of
caring for their mentally retarded child (39). - -
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Special Focus—Mental Health Services for Children with Serious
Chronic Illnesses and Handicapping Conditions and Their Fariilies

' The importance of mental health and related psychosocial services for
children with serious chronic illnesses or handicapping conditions and
their families is almost seif-evident. This issue is discussed here and ailso in
ckapter 8 within the broad context of increasing the crordination of
services. A chronic illness or handicapping condition creates prodblems for
the individual and the family that can often be eased and managed with
appropriate help. For the child, the stresses are not just related to the
specific problem (e.g., malaise, pain, or other physical symptoms or
disabilities). They are also related to the frequent hospital admr:issions and
the treatment procedures some individuals require (medical and surgixcal),
the changes in the emotional climate of the family, and the possible
limitations on peer and other social interactions. There are also pressures
that relate to specific health problems. For example, a child with a seizure
disorder may fear loss of consciousness or uncontrollable strange
behavior: hemophiliac children must restrict their physical actvity and
are constantly concerned with avoiding injury; and children with chronic
renal disease must handle frequent hemodialysis, possible kidney trans-
plantation, as well as the side effects of the immunosuppressive drugs.

Counseling services play an especially critical role in the management
of selected chronic illnesses. In children with diabetes, for example,
emotional stress or problems—and even the ordinary pressures of daily
life—can lead to noncompliance with thé therapeutic regimen, manifested
by omitting insulin injections, falsifying urine test reports, eating indiscri-
minately, not exercising, or not keeping appointments. Education and
preventive psychological counseling can minimize such problems. Unless
the child and famity are helped to ease the pressures associated with
norcompliance, there may be increased crises, need for hospitalization,
and possibly other complications (35).

A Tecent study confirmed the value of counseling for chronically ill
children. Each of 20 lay counselors was assigned to several families having
a child with a chronic physical disorder. These counselors provided a
variety of services ranging from direct counseling of the child and family
to such support services as advocacy, service coordination, and transpor-
tation. At the end of the first yzar, an evaluation of the program revealed
that “. . . of the 50 children in the counseled group, 33 (60 percent) showed
improvement in psychological status, compared with only 17 (41 percent)
of the 42 controls who were not counseled. Conversely, only 33 percent of
the study children showed a Wworsening in [psychological status], compared
with 52 percent of the controls.” The physicians of the children also noted
the value of the counseling programs. “Of 19 doctors, 17 observed some
direct benefit from the programs to families and were able to cite specific
examples: improved relationships within the family, more regular atten-
. dance at appointments, greater compliance with - instructions and closer
links with the school and other community agencies™ (36).
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Many of the adjustment problems faced by chronically ill and
handicapped children are exacerbated by adolescence, which suggests a
special need for the availability of mental and psychosocial services at this
stage. In early adolescence, ~cognitive development has progressed suffi-
ciently so that the future begins to assume definite shape, and the
implications of chronicity become very potent. This realization can result
in a variety of responses, from greater determination to adapt successfully,
to depression and noncompliance with various medical regimens. Further,
some conditions such as muscular dystrophy and cystic fibrosis contnue
to deteriorate through childhood so that by adolescence the child may be
more dependent on others for basic care. This increased dependency, at a
time when greater independence is expected, can be very difficult for both
the handicapped child and the family.

The family often requires specific support. The problems presented to
parents by a chronically handicapped child are special because-they
demand that the family acquire certain knowledge that other families do
not need. They must learn, for example, about special diets; about
financial resources and the complex processes for securing them; about
now to explain to school teachers what their child ¢an and cannot do;
and—not the least important—about how to manage their own feelings,
frustrations, and disappointments. The financial costs to a family, both
direct and indirect, are also a source of stress. Furthermore, parents
usually cannot turn to friends and neighbors for help and information,
because they are not familiar with these problems or because they react
adversely to the handicap. ' :

In this connection, we also note the importance of supportive care to
parents of very premature infants. Although such infants are not usually
handicapped or chronically ill as discussed here, their early birth and
often precarious situation in their first weeks of life put great stress on the
parents that, if not eased through appropriate counseling and help with
practical problems of caring for such infants, may have a negative
influence on parent-infant attachment and on future parenting compe-
tence (37). . :

The need to bolster the family in these varied circumstances is great.
The most important factor in determining whether handicapped children
are more likely to experience emotional or behavioral problemis than
normal children appears to be the level of family functioning, and that can
often be strengthened by appropriate supports. If, in spite of the handicap,
the family is able to provide a fairly stable, supportive, caring environment
for the child. he or she is less likely to develop maladaptive patterns of
behavior.

Special Focus—Anticipatory Guidance

Included in our lists are a number of services labeled anticipatory
idance, long recognized as a major component of pediatric practice.
The Panel singles out this service for special mention because, although it
is often thought of as a “soft service” (1.e., difficult to define precisely), we
share the widespread consensus that anticipatory guidance is an essential
part of the health services needed by mothers and children. Although the:
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specific topics vary by -age of the child, the parents’ need for clear and
reliable information regarding various child-rearing issues and for a
thetic and informed advisor when problems arise remains great.
Indeed, many pediatricians in practice will report that such guidance and
counseling to parents is one of the most important components of the care
they offer. In the course of routine well-child care, for example, parents
frequently require information regarding infant feeding, minor behavior
problems, and general growth and development. Such issues are typically
handled by the provision and exchange of information leading to
cnhanced parent understanding, confidence, and competence. Such
guidance is especially helpful to parents in handling temperamental
differences in children, unrealistic expectations, and unfounded anxiecties.
Anticipatory guidance to parents regarding, for example, ‘accident
prevention and home safety are essential components of prevention-
oriented care for young families. Similarly, in the practice of obstetrics, it
is difficult to overemphasize the value of guidance to a pregnant woman
about, for example, how to recognize the onset of labor, the use of
medications during pregnancy, and ways t¢ avoid exposure to various
environmental risks (38, 39). In our view, such services are critical -
components of care, and we urge that research on such services be
increased so their effectiveness can be better documented. We note,
however, that to establish the value of such services will require sustained
attention to developing new outcome measures appropriate to such
chosocial interventions. This issue is taken up at greater len in
chapter 13 :

Dental Services

« Dental caries is the primary cause of tooth loss through young
adulthood, and 55 percent of children in junior high school and 65 percent
of high school students have periodontal disease. According to the
American Dental Association, by age 17, eight or nine permanent teeth
have decayed, been filled, or are missing and 97 percent of this country’s
poor children need dental care. By age 35, the average American has lost 5
teeth and has 11 more attacked by caries. Thirty-three percent of the
elementary school children aged 6-11 in the United States have two or
more decayed teeth. In addition, for this same age group, the total
Decayed, Missing, Filled (DMF) Index for permanent teeth i1s 1.7 per
child: the incidence and prevalence of caries as measured by DMF for
adolescents (age 12-17) rises about 1.0 DMF tooth per year with the
incidence of caries in adolescents being twice that of younger children.
. With regard to periodonial disease—which is a progressive, destructive
lesion of the dental supporting apparatus and the primary cause of tooth
loss in persons over 35—results of the Health and Nutrition Examination
Surveys conducted in 1963 and the early 1970’s indicated that gingival and |

iodontal disease treatment and decay treatment constitute the major
areas of dental treatment neceds when all ages and sexes are compared on
an aggregate basis. Moreover, all agree that it may begin in childhood or
at puberty. Botb caries and pericdontal discase are progressive illnesses
that ultimately result in the loss of teeth when left untreated.
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‘The most distressing aspect of these prevalent problems is that most
oral diseases are preventable; the oral health of adults is determined to a
large extent by the preventive and treatment services they receive as
chiidren and by the oral hygiene practices and dietary habits they develop
during childhood. Principal strategies to promote oral health of children,
and thus the full population over time. include fluoridation of water
supplies:®*the use of a variety of fluoride supplements such as fluoride
tablets, mouthrinses, self-applied fluorides, and fluoride toothpastes (see
chapter 2); limiting the availability to children of foods and snacks that
encourage tooth decay (see chapter 4); education about oral health
generally and individual responsibility in particular for maintaining oral
hezlth: and a variety of professional deutal services embracing preventive,
therapeutic, and restorative care (40-<42).

It is apparent that none of ‘'hsse strategies arec being pursued
adequately. The picture is particularly discouraging with respect to- the
availability and use of professicnal dental services, including those
associated with the proper use of various fluoride supplements. For
example, the United States National Commission on the International
Year of the Child, in its 1980 report to the President, stated that 47 percent
of children in the United States under the age of 12 have never been' to a
dentist for care (43)’.'\Ma.ny factors in both the public and private sectors
contribute to this dismal figure including: - -

e Il.ack of a national focus on the promotion of dental health.

e Lack of systems to assure followup dental treatment for children
screened in the major federally supported screening program.
Under the current EPSDT program, only 25 percent of those who
are screened are actually referred for dental treatment and only

'about 20 percent of those eligible under the program are actually
screened (44).

e Lack of inclusion of dental services in major health plans,
especially the lack of federally required dental beneii's in
Medicaid. Indeed, at present, Medicaid dental benefits that sxist
at State initiative ~re often being reduced. . ,

e Lack of clarification of the role of hospitals, neighborhcod health
centers, public health clinics, and dental school clinics in the
delivery of comprehensive dental services.

In chapter 7, we recommend a program for delivery of selected dental
services to all school-age children. Given the extraordinary unmet need in
the dental area, and the clear effectiveness of preventive dental services,
the Panel assigns a very high priority to this proposal.

Dental treatment has been cited as one of the greatest unmet health

" needs of the Nation’s handicapped children, particularly those in custodial

ins:itutions. Three groups in special nced of care are the mentally

. handicapped. physically handicapped, and the medically compromised—

those with diabetes, arthritis, epilepsy, heart conditions, and kemorhilia.
It has been estimated that only 10-25 percent of the Nation’s practicing
deéntists are willing to treat certain kinds.of handicapped patienss in the
private office setting. Yet, in many casss, even they are unable to do so
cither because of the seriovsness of the handicapping condition, or other
reasons such as architectural barriers (42). Establishéd institutional
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' facilities suchr as hospitals and dental school clinics should play a greater
role in provision of dental services for severely handicapped children and

/yonth. -
Genetic Services

Genetic: diseases are among the most widespread and burdensome

afflictions confronting contemporary society.. An estimated 6 percent of
the_population, or 12 million Americans, suffer from diseases involving
disorders of the hereditary material, the genes and chromosomes, and
genetic disorders account for a significant percentage of the severe mental
retardation in the United States. Genetic disorders are present in nearly 5

+ of all live births and each married couple in the United States has

a 3-percent chance of having a chila afflicted with a genetic disorder (45,

According to the National Genetics Foundation, over 2,000 genetic

<

diseases have been identified. The incidence of these conditions varies.
For example, Tay-Sachs, which inevitably and painfully kills children
afflicted with the disease by age 5, is rare amcng the general population
but relatively common among Eastern Europear Jews; the incidence of
spina bifida (open spine defects) and anencephalia (absence of a brain) s
estimated at 2 per 1,000 births; and the incidence of Down’s syndrome
(mongolism) is closely correlated with the age of the mother and is
estimated to occur in 1 out of 800 infants born to women age 30, 1 out of
280 infants born to women age 35, and 1 out of 40 infants born to women

aged 40—44 (40, 47, 48).

According to the Second Annual Report on the Administration of the

National Sickle Cell Anemia, Cooley’s Anemia, Tay-Sachs, and Genetic

Diseases Act issued by the'National Institutes of Health:

£

~

The costs—both economic and social—of genetic disease are
enormous. The cost to society of caring for those suffering from
Down’s syndrome, for example, which is manifest by mental
retardation and whici:x has an estimated frequency of one in 1,000

. births, is approximately $1.7 billion annually. On the other hand, the

estimated medical bill for a child with Tay-Sachs discase ranges
from$20,(l)0to$40,(xxlperycarforthe3toSyea.tavcragclifcspan :
of such a child. Caré for all Huntington’s disease patients ranges
between $110 and $125 million annually, and treatment for a
hemophilia patient averages about $12,000 per year. However
extreme the financial cost may be, it pales in comparison to the
emotional impact on affected individuals and families (45). -

In the face of this burden of genetic diseases, a range of services has

‘evolved, .often called “geneiic” services, that typically includes genetic
screening and testing, counseling, and treatment. :

Amniocentesis is an important component of screening and diagnostic

services. About 100 of the 2,000 genetic disorders that have been identified
. “can be diagnosed in a fetus during the second trimester of pregnancy (15).

A pregnan
genetic disorder because she has-delivered a previous affected child, has
‘beendiagzosedaéacanier,orisovcr35(andsorunsagreaterthan

t woman at risk of carrying a fetus afflicted with—-a-serious

>
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average risk of bearing a child with Down’s syndrome) may undergo
testing through amniocentesis between the 16th and 18th weeks of
pregnancy. In the small number of cases whrere a severe abnormality is
found, the option of terminating the pregnancy may be considered.
Another recent advance in the prenatal detecuon of genetic disorders
has resulted from the high correlation between elevated levels of alpha
fetoprotein (AFP—an important protein in the developing fetus) in the
maternal bloodstream and severe neural tut e defects in the fetus. Serum
AFP levels can be detected by a simple maternal blood test followed by
laboratory analysis. Tests. finding elevated AFP levels are then followed
by amniocentesis to confirm the presence of a fetal defect. Although AFP
is used extensively as a screening technique in the UnitedsKingdom, the
technology is still in the developmental stages in the United States. The
Food and Drug Administration currertly is considering approving limited
domestic use of AFP testing with restricuons designed to assure the
procedure’s efficiency and safety. It is critically important -to the
responsible use of AFP testing that standards and procedures be
established to guide laboratories in their analysis of maternal serum as
well as health providers in their special responsibilities in offering and
providing the test. It is distinctly possible that, with rapid advances in
technology, additional simple and reliable tests for the detection of many
genetic disorders could beé readily available in the foresceable future.
Genetic counseling is an important.component of genetic services, and
can be defined as a communication process that attempts to help the
affected individual or family to (1<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>