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INFANT MORTALITY RATES: FAILURE TO CLOSE
THE BLACK-WHITE GAP ~

FRIDAY, MARCH 16, 1984

Houske oF REPRESENTATIVES,
- CoMMITTEE ON ENERGY AND COMMERCE,
SUBCOMMITTEE ON OVERSIGHT AND INVESTIGATIONS, AND
SuBcOMMITTEE ON HEALTH AND THE ENVIRONMENT,
Washington, DC.

The subcommittees met, pursuant to notice, at 9:50 a.m.,, in room
2123, Rayburn House Office Building, Hon. John D. Dingell (chair-
man, Subcommittee on Oversight and Investigations) and Hon.
Henry A. Waxman (chairman, Subcommittee on Health und the
Environment) presiding.

Mr. DiNGELL. The two subcommittees will come to order.

This morning the Subcommittees on Oversight and Investiga-

£ tions and Health and the Environment are holding a joint hearing .
on infant mortality and the persistent discrepancy between blacks
and whites in regard to infant mortality.

Today’s hearing comes in response to a request ‘rom Congress-
man Julian Dixon of the Congressional Black Caucus. The Caucus
has asked us to find out if the Department of Health and Human
Services is doing-all that can be done to reduce infant mortality
and bring down the particularly high death rate experienced by
blgﬁ},{s and if not, why not.

‘The Chair will call the attention of all present to the pcsters
which will be indicated by the staff which show—it is the large doc-
ument on the poster near the Chair. That shows that black infant
mortality remains approximately twice the white race rate in the
United States. In our national rate the United States ranks behind
Ireland, Australia, and Canada. Blacks in this ¢ untry experience
infant deaths at rates comparable for Poland and Portugal and
worse than the rates for either Jamaica or Cuba.

The infant mortalitv is far more then a statistical indicator.
HealthK babies are an important national goal. Healthy babies

‘e avoid the turmoil and destructive effects on a family that sccompa-
ny an infant death or a sick or disabled child and healthy infants
become productive and healtny adults,

The Chair expects that we will all learn publicly for the first

. time that the Assistant Secretary for Health no longer projects
that we will meet the objectives set for black infant mortality only
4 years agn. The Chair will now call attention to a second chart
that shows the kind of geographic variation that exists and that is
the second poster which is the second farthest from the Chair's
right on from our witnesses and from the audience’s left.

(1)
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If our witnesses and the audience will look at the 1978 to 1980
‘ban experience for blacks and whites in several cities I think
me interesting things vill be gleaned, and I would observe paren-
etically that even in Detroit, even the whites have a clearly un-
ceptably high rate of in‘ant deaths.

[The charts referred to follow:]

~



Figures and Charts

a. Infant Mortality Rutes by Race for the U.S.: 1978-108¢C

average number of deaths before age 1 per 1600 live births,
estimated for period Ly RCHS, DHHUS

b. Infant Murtaiity Rates by Race for Selected ©'- : 1978-1980 : L~

table represents the following rates per 1000 .ive births - "
(source: NCHS, DHHS)
Yhites NonWhites
Chicago...cevvonnnnnn, .. 15,16 22.96
. Detroit..veevuses eeseees 14,80 24,43

Los Angeies......e0uve., 11,13 18,67
Pittsburgh.......covuens 12.43 27.5?

JE
Washington, DC.....co.ev. 12.23 07
c. Estimate of "Excess" Deaths to Black Infants in First Yeer -
of Tife: 1984

calculations are based on the assumption that the infant moy-
tality rate for Whites of 10.50 in 1981 declinesd 3.5% each
year to 9.44/1000 live births in 1984 end that the rate for
Blacks of 20.0 in 1981 experienced a similar decline ta 17,97/
1000 live births in 1934 with 590,000 infants born to Blacks
in 1984 (1981 rates provided by NCHS, DHHS)

the "excens"” Black deaths represent a diffarence between the
outcome using the estimatod Black 1584 infant mortality rste -
and using the Whicte rate -
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Aruitoxt provided by Eic:

Table 1. =tant mo-tatiny retes and everage annud) percent ehange- Selected countries, 1975 and 1980

-Jals are based on Natione! Vitg! Seatintirg Syedeme?

e e - e e - — csmm immt 4 e

fnfant wecality Averege
rate nm)
wOuntry e . P';CII“
change
1975 1980} 1975-80

infant desths per

B 1.000 Vtve births
SWRAON. i iiiiiiiiiee Sheeineiee desiieaaretaaannae es 6.7 4.9
Jepan. ool . 10.0 7.4 5.2
fintand...,... . 9.6 12 3.4
Switzariand... 107 8.8 5.4
Natherlends. .. 10.6 8.8 4.1
Denmark..... 10.3 8.8 3.9
NOrwaY.siooaes 1.1 8.8 -5.8
France...... . 1.8 9.9 4.4
Ayttraite., ... 14.3 .o -8.1
18,9 1.1 -10.1
16 1 1.2 4.7
13.9 1o =4
14 119 -5.9
15.7 1.9 5.4
15.9 12.1 5.3
16.1 12.6 4.4
16.0 12.¢ 5.8
19.8 13.5 9.1
20.5 1s,] 7.2
2.0 1.1 4.]
21.2 14,2 1.4
23,2 16.2 ~11.3
Czechoslovakte 20.8 16.6 -A.4
Greace........ cereees 24.0 18.7 4.0
[T 2. 19.1 4.5

‘om for Canada and Jamaica refer to 1978, Deta for Finland, Seitzarisnd, Denmark, Norway, Belgium, Ww Zesland,

Feders! Repudlic of Germany, Greece, and Cuba refer to 1079, Dats for a1} other countries refer to 198°; of
the U.3. figure 11 fina) and al) others are provisions).

MOTE: Countries are ranted from the lowest to highest fnfant mortaiity rate based on the latest dats available,

these,

SOURCE: United Nations: Demographic Yearbook 1980. Pub. Mo. ST/ESA/STAT/SER,R/10. Mew York, United Nations, 1980,
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Mr. DincEeLL. Now we have to inquire, why were there fewer re-
sources reaching high risk women starting in 1981? Thousands
were being pushed out of the Medicaid Program or frozen by re-
stricted eligibility standards at the same time that the number of
women under the poverty line grew. In 1982 the Maternal and
Child Health Program was cut 25 percent on top of inflation and
families of unemployed workers were reduced to seeking medical
care in emergency cases only. :

Obviously, care for women bearing children or for babies saw a
startling decline in both availability, quality and in the beneficial
consequences that followed that kind of care.

The Chair believes that the administration will concede today
that we are not getting useful pregnency services to black women
as effectively as we did a few years ago. Today the committee will
look at the administration’s deteriorating leadership in the Depart-
ment of Health and Human Services. The Chair—and I think this
hearing will inquire specifically why does the administration no
longer expand and improve efforts at early intervention?

Parenthetically we might inquire what are the consequences of
this failure? I believe they are very serious.

The committee wants to know why is the effort to fill the gaps in
monitoring of infant mortality and low birth weight so late in
coming? And what are the consequences of that? The committee is
also curibus, why does the administration choose this minute to
suggest a reduced Federal role and responsibility? The committee, [
think, and the country are going to inquire, can we reduce our Fed-
eral role and responsibility without contributing-to the death of
more babies or to having youngsters, young adults, and adults
suffer the consequences of impairment during infancy because of
inadequate prenatai and postnatal care.

The Nation's greatest resource is its people. If the resource is
permitted decline because of inadequate health care or inadequate
education or anything else which is important to perfecting a high
quality work force and a high quality race, the Nation is going to-
suffer severely.

The Chair is delighted to announce that—the Chair will inquire, .
do any of my colleagues have statements?

Mr. Nielson.

Mr. NikLson. Thank you, Mr. Chairman.

Mr. DinGeLL. The gentleman is recognized.

Mr. Niewson. | appreciate the opportunity to participate in
today's hearing focusing on a problem which is of concern to us all:
that is, the incidence of infant mortality and the higher rates of
infant mor}ality affecting blacks. Fortunately, Mr. Chairman, the
general+réend in US. infant mortality rates over time has been
downward. Between 1978 and 1982, for example, total U.S. infant
mortality rates decreased about 19 percent, according to figures
provided by the National Center for Health Statistics, NCHS.

From 1978 through 1980, the last year for which NCHS data
were compiled on a rate-specific basis, the infant mortality rate de-
creased K.3 percent for whites and 9.5 percent for all other races.
Still, the incidence of infant mortality among blacks is double the
rate for whites. The best evidence suggests that this difference is

14
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almost wholly due to the greater incidence of low birth weight
among blacks.

As evidence of the intractability of this problem, the evidence
suggests that there has been little cha:uge in the incidence of the
low birth weia},xlt phenomenon over the last decade in spite of such
p;tggrams as WIC, maternal and child health programs, and other
eftorts.

For example, it has long been assumed that access to medical
care and nutritional supplementation programs would assist in re-
ducing the incidence of low birth weight. Unfortunately, neither of
_ these strategies has been effective.

* In preparation for this hearing, members of the staff, both major-
ity and minority, have interviewed a large number of individuals.
Statistics from the National Center for Health Statistics and the
Center for Disease Control have been compiled and oiiicials of the
Department of Health and Human Services, ranging from the As-
sistant Secretary for Health to physicians and othur medical pro-
fessionals within the Public Health Service, have been interviewed.

These interviews make clear beyond any shadow of a doubt that
there is no hidden agenda or any lack of sensitivity within the De-
partraent concerning the gap between black and white infant mor-
tality. To suzgest, ar some today will, that these gaps can be elimi-
nated by increasing Federal spending on certain. programs or re-
quiring the States to expand services available under medicaid is to
ignore the fact that the reasons for the gap in black and white
infant mortaliti; remain unknown. These gaps have existed since
these statistics have first been compiled.

This is not to suggest that nothing can be done.

Research is continuini in an effort to find the true cause of this
longstanding problem. This problem can and will be solved but that
effort will rgﬂ:xire scientific skill and the good will and faith of all
Americans. This problem rem::ins a top priority for us all, and not
just a few.

Thank you ve? much.

Mr. DINGELL. The Chair thanks the gentleman.

The Chair recognizes my good friend and colleague and - .air-
man, Mr. Waxman.

Mr. WaxmaN. Thank you very much, Mr. Chairman.

Today’s ioint hearing with the Oversight Subcommittee and our
Health and Environment Subcommittee is to investigate infant’
mortality—where we are, where we should be and how we can get
there. It is also a review of the Reagan administration’s legislative
program for babies.

Over the past 40 years we have made progress as a nation in re-
ducing the number of babies that die. Early data for 1982 suggest
that on a national basis we are continuing to make improvements.
But we must not be fooled into thinking that this general decline is
geood enough. National data do not tell the whole story. They can

and have been used to hide disturbing statistics and realities.
Black infants continue to die at a rate twice that of white infants.

Recent studies indicate that in a number of cities and regions,
the number of babies that die is increasing.

Other research shows that the number of pregnant women get-
ting early prenatal care has declined over the last 4 years.

13
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These numbers are unacceptable. '

But we are not here today to argue about numbers. No matter
whose numbers you use, tco many babies are dying and too many
stay too long in the hospital. The Reagan administration officials
say they need to study the problem before they know what will
work. More data would help but we also k1. "w what does work. We
know that prenatal care works. We know that immunizations
work. We know that good nutrition works.

As you can see from the chart of existing health nrograms, the
administration has tried tc cut or eliminate every single one of the
programs we know that works: medicaid, food programs, health
clinics, and even immunizations.

And, as you can see from the cha’t of congressional health initia-
tives, the administration has oppcscd every effort except the ado-
lescent pregnancy program prcposed by Senator Denton. They pro-
posed a cut in medicaid and all these others and they refused to go
along with a new initiative for children: the child health assistance
program, known as CHAP.

This report is indefensible. President Reagan cannot claim to be
prolife and cut every program to keep babies alive. He and his offi-
cials cannot claim to be for the family and oppose every improve-
ment in the health care of mothers and their children. I hope these
hearings will begin the momentum to make real change. We can
no longer wait.

[The chart referred to follows:]
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Actrtes whch recuce sk of low bethweight ang inteat mortably “""‘mﬁz‘ Jrogiams which - Admstration propossls ! Congressional hedith itales fo suppor thesa Mmiiiraton
Pre-Pregnancy
Primary care Medicaxd "Cap” Federal funding, ending entitiement Medicaid: increass Fderal payments to Oppose.
Family planning to heatth care for poor mothers and  poor, uncovered, pregnant women and
Heaith education children (1981), kmpose co-payments on infants. (“CHAP") (H.R. 4136).
pregnant women and children (1982,
1983, 1984)—Reduce Federal funding
by 3 percent (1983, 1984).
Fregnancy
Risk screening Special supplemental food program for Cut Federal funding by 22 percent Heaith care for unemployed: Establish block Oppose.
Prenatal care women, infants, and children (WiS).  (1981)—Cut Federal funding by 22  grants to States for services to unem

Nutntion and counseling

Birth and beyond
Medical ~are for mother and child
Neonatal intensive care
‘Mmunizations

percent and repeal and transfer to States
thiu block grant (1982).

Maternal and chid health servics Cut Federal funding by 25 percent
block grant. (1981) —Cut Federal funding by 22
percent  (1982)—Eliminate  Federal
funding for improved pregnancy outcome
‘ projects {1981, 1982, 1983, 1984).

Community health centers .................... Cut Federal funding by 25 percent
{1981)—Repeal and transfer to States
lhgrg block grant (1981, 1982, 1983,

: 1984).
Family planning....... ... oo, Cut Federal funding by 25 percent
{1981)-—Repeal and transfer to States
thry block grant (1981, 1982, 1983,

1984).
Micrant heaith centers. .. ... Cul Federal funding by 25 percent
(1981) —Repeat and lranster to States
thru block grant (1981, 1982, 1983,

1984).

ANl 1 !;

ployed workers and families with priosity
5% pregnant women and children. (HR.
21).

Maternal and child health services block Oppose.
grant: Raise funding ceiling from $373
million to $483 million. (H.R. 3021).

Community health centers: Raise funding Oppose.
ceiling from $327 million to $354.5
million in fiscal year 1984. (H.R. 2861).

Children's preventive health act: Provide Oppose.
$10 million funding for newborn genetic
screening. (H.R. 3850).

Cigarette labeling: Require manufacturers to Oppose.
display waming to pregnant women of
the health hazards of smoking. (H.R.
9.
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Chikihood immURIZatins ..... ......... ... .. Gut Federal funding bty 33 percent (1981).... Adolescent family fife demonstration project: Support.

Provide $15 million funding (fiscal year
1984) to "promote seif-discipline and
other prudent approaches fo the problem
of adolescent premarital sexual refations”.

1 Percentages refer fo dhiference between revious yeir funding and admmustration proposal They understate the amount of the proposed reduction because they do .ot ‘2ke ino sccount nflale of Culyedr
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Mr. DinGeLL. The Chair thanks the gentleman.

The gentleman from Texas, Mr. Leland, i recognized for a state-
ment.

Mr. LELAND. Thank you, Mr. Chairman, and thank you for your
leadership and for working with the chairman of the Health and
Environment Subcommittee to bring this very important issue to
bear this morning.

The subject of today’s hearing, infant mortality, is a very person-
al and emotional one for me. In 1979 as a freshman Member of
Congress, the distinguished chairman of the Health and the Envi-
ronment Subcommittee, Mr. Waxman, and I traveled to my home

district. We found some alarming statistics, some of which indicat-

ed that the infant mortality rate was in some census tracts in my
district higher than in Sri Lanka, Pakistan and Hong Kong; this, in
a place as affluent as Houston, TX.

Those census tracts happeaed to be black census tracts. They
were so desperately separate from the infant mortality rate in the
white community that it was rather alarming to find that the rate
was at least twice, and sumetimes three and fous times, as high as
those in the white census tracks.

It is not that I have come here today to disparage the differences
between whites and blacks, particularly as they relate to infant
mortality—because, as the chairman has said, it is tragic to have
infant mortality anywhere—but there has to be some kind of effort
made to discover what the real problems are; why black people
suffer from a greater infant mortality rate than other parts of the
population.

In 1979 the tragedy of the high infant mortality rate among
black Americans was discussed and analyzed. There was agreement
on the tremendous gravity the problem represented to the future of
this country. However, there was also hope on the horizon. At that
time there was a real commitment on behalf of the Nation to ad-
dress the subject. Federal funding for Medicaid, the WIC program,
maternal and child health services, block grants, family planning,
and a variety of other programs were making swift, real, and posi-
tive impacts on the high infant mortality rate on the Nation’s im-
poverished.

Mr. Chairman, my fellow colleagues and friends, it grieves me
deeply, it is a nightmare if you will, that we sit here today nearly 5
years to the day in another ~ongressional hearing addressing the
same issue of the black-white infant mortality gap. Tragically the
story has worsened. In 1978, statistics indicate(? that black infant
mortality was as high as 86 percent greater than that of white
babies. In 1981 the rate had increased to 95 percent. I know that
these statistics 'an be refuted and challenged but even the fact
that there are statistics that prevail and some people believe these
statistics are real, indicates that we have to again do something.

We will heer today that the problem is being studied. I submit to
all of you that these studies are grossly insufficient, bordering on
negligent.

In 1981 penalties were imposed on the Federal funding of the
medica: 1 program, programs for poor mothers and children were
ended. Our colleague, Mr. Nielson, indicated in his statement this
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merning, that in spite of the WIC program it seems that there still
remains a problem.

The fact of the matter is that the WIC program was cut by 22
percent. The maternal and child health services block grant was
slashed by 25 percent at a time when these programs were most
needed. Furthermore, Mr. Chairman, all of these programs have
continued to be decimated. .

The course of action is clear. Money invested in prenatal care
and education saves lives. Because I am anxious to hear from our
expert witnesses | will reserve any additional comments for the
questioning period.

However, for myself, Mr. Chairman, on behalf of the Congres-
sional Black Caucus and my Chair will speak, of course, more com-
prehensively for the Congressional Black Caucus, and the thou-
sands of babies who will never be able to speak for themselves,
may | express a heartfelt gratitude to you and Mr. Waxman for
your enlightened and humanitarian leadership on this very impor-
tant issue.

Thank you, Mr. Chairman.

Mr. DinGeLL. The Chair thanks my good friend. Any others?

The gentleman from Minnesota.

Mr. Sikorsti. Mr. Chairman, the topic of this hearing is an in-
credible one, considering that the United States is looked at as the
leading economic governmental power in the world. As a member
of both the subcommittees of this committee meeting here today
and the Select Committee on Children, Youth and Families, and as
father have a very special interest in this topic.

Children’s issues are some of the most neglected policy concerns
before Congress. Everyone gives the speeches, places them right up
there with mom and apple pie but as Captain Kangaroo points out,
half of all Moms are divorced, we don’t need that much apple pie,
and all too often children are left without a voice in our public
policy and our public proceedings.

The Congressional Black Caucus, Public Advocates, Children’s
Defense Fund and the Food Research and Action Center are to be
commended for bringing this issue of infant mortality and the
impact of budget cuts to our attention.

I would like to—having looked over Dr. Brandt’s testimony—con-
gratulate him on his movement since we last heard him in the
Select Committee last June. His statement today represents an im-
portant quantum step forward on the problem of what works and
what we nced to do from here on out.

While the effect of budget cuts on infant mortality is difficult to
document, few would disagree with the statement that infant mor-
tality rates in the United States are unacceptably high and must
be reduced immediately. And, some Americans—particularly black
Americans—disproportionately bear the price for this health trage-
dy.

While the infant mortality rate for both blacks and whites has
been declining vver the past 40 years, the black infant mortalit
rate and incidence of low birth weight babies is still twice as hig
as for whites. What is even more disturbing is that the racial gap
in infant mortality rates is widening.
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Contrary to what some would say. 10 know how to address
this problem. Medical literature anc{ : «ntific studies indicate that
the incidence of low birth weight can be significantly reduced
through early comprehensive prenatal care. And, the more we
reduce the low birth weight incidence, the more the infant mortali-
ty rate will be lowered. The Congressional Research Service report
we are releasing today indicates that an expectant mother that is
given no prenatal care is three times more likely to deliver a low
birth weight child. And, approximately two-thirds of all infant
deaths occur in infants that are low birth weight.

Each year, 327,000 American babies are born prematurely,
shrinking their survival chances and increasing their rate of birth
defects. Yet this administration has told Congress that we c¢annot
afford the $120 million needed in 19%t to provide these mothers
prenatal care. But, according to the administration, we can afford
to spend $120 million for each of the 226 MX missiles—$26 billion
annually.

Moreover, there are serious questions about the manner in which
the administration has been administering a number of health
service programs that have a direct impact on infant mortality and
low birth weight, particularly among the poor, and I would hope
that this hearing indicates to the administration the seriousness
with which Congress, and most Americans, view this subject.

Yesterday the Select Committee on Children, Youth and Fami-
lies released a new study on demographic and social trends in the
United States. This report documents the diamatic increase in the
population of young children. I would hope that given this img)or-
tant trend, Congress will examine the implications of our infant
mortality rate. It is clear that children’s health issues must take a
more prima:{y role on the national agenda.

I commend Chairman Dingell, Chairman Waxman, and Congress-
man Leland for being in the forefront on this issue. I 1nok forward
to working with them to develop legislative strategies that address
this situation.

Thank you, Mr. Chairman.

Mr. DinGELL. The Chair thanks the gentleman.

The Chair observes with considerable pleasure the presence of
two of our respected and admired colleagues, the Honorable Julian
Dixon, chairman of the Congressional Black Caucus; and the Hon-
orable Lindy Boggs, Secretary of the Congressional Caucus on
Women's Issues. We are delighted to have you both here and we
thank you for your assistance to the committee.

The Chair has several observations that we have to make as part
of the initiation of the testimony. You will observe, I am sure, that
the history of the Committee on Oversight and Investigations is
that it has alwa{(s required its witnesses to proceed under oath. We
hoge you will take no offense at that.

o the Chair must inquire, as we do in all our investigations,
first. do you have any objection to appearing under oath?

Mr. Dixon. No objection, Mr. Chairman.

Mrs. Bocas. No.

Mr. DincELL. Second, do either of you desire to have presence of
counsel to advise you with regard to your rights or limitation on
the powers of the committee?
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Mr. Dixon. I do not, Mr. Chairman.

Mr. DivgELL. The Chair will observe then that copies of the rules
of the committee, and copies of the rules of the subcommittee and
copies of the rules of the House in the yellow and red booklets are
there for you—for your assistance as you present your testimony to
the committee.

If there is no objection to proceeding under oath, if you would
each rise and raise your right hand.

[Witnesses sworn.]

Mr. DiNGELL. You may each consider yourselves to be under
oath, and we will recognize first Mr. Dixon and then Mrs. Boggs,
and if you would prior to the giving of your full testimony, if you
woulc(li then each identify yourself then for the purposes of the
record.

TESTIMONY OF HON. JULIAN C. DIXON, A REPRESENTATIVE IN
CONGRESS FROM THE STATE OF CAI YTFORNIA, AND CHAIRMAN,
" CONGRESSIONAL BLACK CAUCUS

Mr. DixoN. I am Congressman Julian Dixon from Los Angeles,
.CA, chairman of the Congressional Black Caucus.

Mr. Chairman, the 21 members of the Congressional Black
Caucus are grateful to you and to Mr. Waxman and the entire sub-
committees for convening these much needed hearings about the
unacceptability and high level of infant mortality in our society.

Just before speaking, Ms. Boggs leaned over to me and said,
“Will the members of the committee leave us anything to say?” I
think it is true that the members of the committee have articulat-
ed the problem and pointed out the seriousneas of it to our country.

It is a fact though that over the past 3 years there has been a
disturbing nationwide decrease in the percentage of women receiv-
ing prenatal care during the first 3 months of pregnancy and a rise
in the percentage of women receiving late or no prenatal care.

Between 1981 and 1982, death rates for all infants increased in
11 States; for white infants in 9 States, and for nonwhite infants in
13 States. ‘

Although the problem, in reality, is a result of poverty—not
race—the statistics show that black infants in America are twice as
likely to die before their first birthday thar. are white infants.

I am here today, representing the Congressional Black Caucus, in
an attempt to find a solution to this problem that so deeply affects
black Americans.

Consider these facts, which have been well articulated by mem-
bers of the committee: Being underweight is probably the most crit-
ical health indicator at birth; those born low birth weight are 20
times more likely to die within their first year, and this condition
is also associated with increased risk of mental retardation, birth
defects, blindness and cerebral palsy; black babies are twice as
likely to be born low birth weight, meaning under 5% pounds.

To give these statistics o more human perspective, each year
70,000 black babies begin life under these adverse circumstances.
Of these it is estimated that in 1984, 15 percent of these black
babies will die. Others will face lifelong consequences.
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Research and experience has r wen that Americg-has the tools
to stop the needless deaths of poo. infants. This is“'why we believe
the present level of black infant mortality is unacceptable.

This high rate of infant death among blacks Has become an ex-
pected and seemingly an accepted pattern due /to its consistency
over the years. Ironically, while many of our major health prob-
leme have cures that must yet be discovered, theve is no mystery
about how to reduce the number of Ltlack infant deaths.

A direct correlation exists between prenatal care and healthy
births. It is that plain and simple. Babies born to women who have
experienced little or no prenatal care are three times as likely to
be born low birth weight and die in their first year.|Yet the Ameri-
can medical system has moved to treat the crisis rather than pre-
vent it.

America’s technology is first in the world as it/relates to inter-
vening for premature babies of less than 2 pourids. Yes, our tech-
nology in this country is great, but so are thecosts from taking this
approach, in both human and financial terms. Despite all this sci-
entific know-how, 15 countries rank ahead of ours with. lower rates
of infant mortality.

Somehow we have come to believe that it is better to spend vast
amounts for catastrophic intervention rather than the modest sums
necessary to ensure a high proportion of healthy births.

In 1989, the Surgeon General established several goals for reduc-
ing infant deaths in America. He said by 1990, low-birth weight
babies should constitute no more than 5 percent of all live births
with no racial subgroup exceeding 9 percent of all live births.

At the current rate of progress. 80 percent of the States that
report will not meet their low-birth weight goals for all babies, and
78 percent will not meet their goais for nonwhite babies. Those
that do will do so in the most costliest rather than the most cost-
effective way: by saving premature babies through exYensive neon-
atal intensive care rather than by producing healthier babies
through adequate prenatal care.

Let me now focus on mortality rates. The Surgeon General said
that by 1990, the U.S. infant mortality rate should not exceed nine
deaths per 1,000 live births, with no racial or ethnic subgroup ex-
ceeding 12 deaths per 1,000 live births.

At the current rate of progress, 32 of the States will not meet
their goals for reduced mortality rhtes among all children and 55 of
the States will not meet their goals for nonwhite babies.

The Surgeon General said that by 1990, 90 percent of pregnant
women should begin medical care in the first trimester, because of
the high correlation between appropriate maternity care and birth
outcome.

At the current rate of progress, 94 percent of the States will not
meet their goals for all women, and 95 percent will not meet their
goal for nonwhite women.

And yet, the solution to all three of these problems is ver
simple. It is simple because there already exists a network of Fed-
eral programs which can extend adequate prenatal care including
WIC, maternal child health block grants, and medicaid.

With adequate resources, these programs wduld frame a solid
Federal commitment to prenatal care. Instead, this administration
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has made cuts and changes in title V maternal and child health
care programs, community and migrant healtl. programs, and med-
icaid—all of which have contributed signficantly to the increased
number of poor women and children who are now being turned
away from much needed health care.

This is a clear-example of the Domino Theory. The lack of fund-
ing for prenatal care reduces the services available to poor preg-
nant women. The direct result of this drop in prenatal care is an
increase in the number of low-birth weight babies. An increase in
the number of premature and underweight babies increases the
number of infant deaths.

Specifically, the Reagan administration has: Continually reguest-
ed a reduction of funds in the WIC Program even though the pro-
gram currently serves only 30 percent of those eligible for benefits.

They have cut the maternal child health program by 18 percent
in 1982 and made it into a block grant program. As a consequence
47 States report cutbacks in maternal child health services.

They have cut AFDC by $2 billion which removed an estimated
700,000 children from medicaid coverage and prevents those chil-
dren born low-birt! weight from receiving adequate care after hos-
pitalization. ,

Finally, there has been a medicare cut by $4 billion over 3 years
which eliminated more children from access to health care. The ad-
m(iinistration is currently pushing for further reductions in medic-
aid. o

It can be no surprise that improvements in black infant mortali-
ti; have slowed under such policies. Many organizations-have called
this problem to the attention of the administration.

In June 1983, Public Advocates served a comprehensive 150-page
petition to Secretary Heckler detailing ways to reduce the inci-
derice of low-birth weight and resultant infant mortality through
currently existing regulations.

In January 1984, the Children’s Defense Fund documented the
alarming decline in the arnount of medical care available to low-
income women in the early months of pregnancy. This reduction of
funds is due to the budget cuts of this administration.

Again in January 1984, the Food Research and Action Center
issued- its report “l’i‘yhe Widening Gap,” which reviewed data from
36 States and 60 cities. The study showed, for example, as Con-
gressman Dingell has pointed out, that the infant mortality rate in
Cuba is 19.1 deaths per 1,000 births; in Jamaica, the rate is 16.2
deaths per 1,000 live %?rths; the rate in our Nation's capital is 24.9
deaths per 1,000 births. Twenty babies out of 1,000 die here in the
Nation’s capital. '

Now, why hasn’t the administration taken substantive action?

I do note that on January 17, 1984, Secretary Heckler did an-
nounce the establishment of a new task force to review the gap in
death and disease rates between black and white Americans.

Although Secretary Heckler denied that the Reagan administra-
tion budget cuts had widened the gap in health care between races,
she did say that “a disparity between the majority population and
the minorities still plagues us.”

In all good conscience, Mr. Chairman and members, we find this
to be a totally unacceptable response to the problem.
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Over the past 30 years, there have been innumerable studies that
havt clearly demonstrated a gap in infant mortality and provide us
with the simplest of solutions. There is no call and should not be a
call for further study—what is called for now is immediate action.
. Both regulative and legislative reforms must be tal.en.

There are existing regulations that allow the State the option to
provide prenatal care for first-time mothers who do not usually
qualify for AFDC funding. The administration has failed to encour-
age States to take advantage of such options and been unwilling to
establish education prograns of any kind.

There are legislative proposals, such as the CHAP (Child Health
Assistance Program) sponsored by Mr. Waxman, that would pro-
vide 100 percent matching funds for first-time pregnant women
who meet AFDC income requirements in States where such options
are not available. This legislation would also” provide funding for
pregnant women in two-parent families where the principal bread-
winner is unemployed.

As well, there must be a concentrated effort to prevent the ad-
ministration from additional reduction in medicaid funding. The
Congressional Black Caucus and Women's Caucus through Mrs.
Boggs turn to your subcommittee for an investigatior. and review of
this administration’s failure to address this serious na‘ional health
problem and to urge immediate legislative action on this matter.

There is no arqument, as you can see from the statements this
morning, that the situation has not improved. Even the Federal
Government’s own data maintains that black babies are twice as
likely not to survive.

So today we come instead to ask that you, our congressional lead-
ers in health policy, direct us in a course of action. Your leadership
is needed to advance critical legislation and to demand that this
administration marshal its resources—not maintain its innocence.

Targeted policies can close this gap. We know that. It is the will
which Congress, this administration, and our Nation must assert so
that all poor infants—particularly black newborns—have a fair
chance in life and an equal opportunity in our society.

Mr. Chairman, I also have testimony by Congressman Dellums
who could not be here and I ask the Chairman to insert his re-
marks into the record.

Mr. DingeLL. Without objection, the statement of Mr. Dellums
will be inserted in the record at the appropriate time.

[The prepared statement of Hon. Ronald V. Dellums follows:]
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INFANY mRTALlTV DISCRIMINATES
STATEMENT BY

CONGRESSMAN RONALD V. C(ELLUNS
MARCH 16, 1984

GOOD MORNING CONGRESSMAN DINGELL AND CONGRESSMAN WAXMAN.

T WOULD FIRST LIKE TD APPLAUD YOUR DECISION TO HOLD THESE HEARINGS OH INFANT MOR-
TALITY - A PROBLEM THAT REMAINS OF GREAT LONSEQUENCE IN SPITE OF HIGH-TLCH
MEDICINE AND THE SIGNIFICANT PUBLICITY THAT INFANT MORTALITY HAS RECEIVED.

1 HELD A SERIES OF HEARINGS ON INFAN) PORTALITY IN THE DISTRICT OF CCLUMBIA AND
IN MY HOME DISTRICT.- OAKLAND, CALIFORNIA. THOSE HEARINGS HAVE GIVEH ME GREATER
INSIGHY INTO THE ¢ROBLEMS OF INFANY MORTALITY, ITS ETIDLOGY AND HOW 1T MyST BE

AUDRESSED.

ACCORDING TO THE DEPARTMENT OF HEA'LTH AND HUMAN SERVICES' DATA, THE PRLSENT RATE GF
¢ INFANT MORTALI(Y IN THE UNIZED STATES IS AT THE LOWEST EVER RECORDED. IN FACT
THEIR DATA SHOWS A CONSISTENT DECLINE OVER THE LAST DECAUE.

MY HOME DISTRICT, WHICH A FEW YEARS Au0 MADE NATIONAL HEADLINES WITH AN APPALLINGLY
HIGH INFANT MORTALITY RAIE, WOULD AFPEAR TO HAVE SEEN SOME IMPROVEMENT. TESTIMONY
AT MY ]Y82 HEARINGS REVEALED THAT DURING THE PERIGD FROM 18/4 - 1979, EAST QAKLAND
HAD EXPERIENCED A 40 PERCENT REQUCTION IN ITS INFANT MORTALITY WATE. THIS 1S NUTE-
WURTHY BECAUSE THIS SECTION OF OAKLAND HAD BEEN DESIGNATEQ "HIGH-RISK" BECAUSE OF

1TS 1RADIZIONALLY HIGH RATE OF INFANT MURTALITY,

O
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BUT, WE ARE NOW SEEING THIS TREND KEVERSED, W]TH INCREASING INFANT MORTALITY
RATES FOR EAST OAKLAND IN 1981 AND 1982. 1 WOULD SUGGEST TO YOU THAT THE
INCREASING INFANT MORTALITY RATES IN EAST OAKLAND CAN BE DIRECTLY ATTRIBUTED TO
THE MASSIVE CUTS IN NEEDED PROGRAMS BY THE REAGAN ADMINISTRATIDN, WHO WOULD HAVE
YOU BELIEVE THAT INFANT MORTALITY RATES-ARE IMPROVING ACRQSS 1HE BOARD,

PUBLIC ADVOCATES, WHOSE STUDY WE ARE EXAMINING TODAY, PAINTS A VERY UIFFERENT .
PICTURE FROM THAT OF THE ADMINISTRATION'S. WHILE INFANT MORTALITY MAY BE DECLINING
FOR SOME, 11 IS NOT FOR ALL; SPECIFICALLY, NOT FOR OUR NATION'S PQOR AND ETHNIC MINORITIES,

THE LEADING CAUSE OF INFANT MORTALITY IS LOW BIRTH WEIGHT, WHEREIN THE LEADING CAUSE
OFf LOW BIRTH WEIGHT 1S EITHER PREMATURE BIRTH OR IMMATURE BIRTH, THESE CATEGORIES
DEFINE THE REAL INFANT MORTALITY PROBLEM,AS LOY BIRTH WEIGHT INFANTS REPRESENT

THE HIGHESI “AT-RISK" CATEGORY AMONG INFANT DEATHS,

CERTAIN DATA WOULD SUGGEST THAT WE ARE NOT SUCCEEDING IN REDUCING INFANT MORTALITY

IN ALL CAIEGURIES NOR IN CERTAIN GEOGRAPHICAL AREAS. FOR EXAMPLE, IN CALIFORNIA

BETWEEN 1978 AND 1981, THERE WAS A SLIGHT DE:LINE IN THE OVERALL LOW BIRTH WEIGHT

RATE FROM £.2 70 5.8; * BUT 1N ALAMEDA COUNTY, A HIGn-RISK COUNTY, THERE WAS VIRTUALLY
NO DECLINE-. 1 BELIEVE BECAUSE PROGRAMS ARE BEING CUT BACK, AKY EFFORTS TO REDUCE
INFANT MORTALITY ON A REAL AN{» CONSISTENT BASIS MUST ALSO INVOLVE LOWERING THE LOW BIRTH

WEiGHT RATE,

WE MAY CONCZED HERE THAT INFANT MORTALITY HAS BEEN REDUCEO FOR SOME SEGMENTS OF OUR
POPULATIU& AND [N SOME GEOGRAPHICAL AREAS, HOWEVER THESE REDUCTIONS HAVE NOT BEEN
DISTRIBUTED EQUALLY IN ALL SOCIO-ECONOMIC GROUPS. WE NOW KNOW THAT INFANT MORTALITY

DISCRIMINATES.

* AL statistics are per 1,000 1ive births
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DURNG THE COURSE OF MY HEAPINGS ON SHFPET MORTALITY, I DISCOVEPER [TS MANY COMPLEXI-
TIES.  AS WE BEGIN TO UNRAVEL THESE COMPLEXITIES, WE LEARNED THAT THERE IS ONE
COMMON FA(,T(‘R'/AMONG WOMEN WHO DELIVER "AT-RISK" INFANTS - THEY ARE GENERALLY POOR.
WHAT .iLSf .N’AVE WE LEARNEOQ ABDUT THEM: THEY ARE OFTEN BLACK, THEY ARE HISPANIC,

THEY ARE NATIVE AMFRICANS, OR SOME OTHER ETHNIC MINORITY; THEY ;RE TEENAGERS; THEY_
ARE UNDER-EDUCATEO; THEY LACK KNOWLEDGE REGAROING NUTRITION; THEY ARE OVER 35 AND
ARE HEAVY SMOKERS; AND MOST IMPORTANTLY, THEY ARE NOT RECEIVING ADEQUATE TIMELY

&

PRE-NATAL CARE.

THESE CATEGORIES OF WOMEN ARE EXPERIENCING DISPROPORTIONATELY HIGHER RATES OF.

INFANT MORTALITY AS COMPARED WITH OTHERS; ESPECIALLY M?I.DDH.'AND .UPPER INCOME WHITE
WOMEN. INFANT MORTALITY, QUITE SIMPLY 1S A SOCIO-ECONOMIC PROBLEM - IT 1S A PROBLEM
ROOTEN IN FOVERTY, DISCRIMINATION AND A LACK OF ADEQUATE SERVICES. THEREFORE INFANT
MURTAL JTY CAN ONLY BE REDUCED THROUGH PROGRAMS WHICH ADDRESS THESE PROBLEMS AND WHICH

ARE FULLY ACCESZIBLE TO THE POPULATION AT RISK.

THERE IS A SOCIO-ECONOMIC GAP IN INFANT MORTALITY RATES, MOST DISCERNIBLE WHEN YOU
COMPARE BLACK AND WHITE RATES, AS BLACKS ARE MOST OFTEN AT THE BOTTOM END OF THE
ECONOMIC SCALE. PUBLIC ADVOCATES REVEALED IN THEIR SURVEY OF 45 CITIES, THAT THE
OVERALL INFANT MURTALITY RATE FOR BLACKS WAS 21.13, 82 PERCENT HIGHER THAN THE RATE
FOR WHITES AT 11.58. THE LATEST STATISTICS WE’HAVE ACCURDING TO RACE FOR THE STAIE
OF CALIFURNIA (1979) SHOW THE BLACK RATE OF 18 TO BE ALMOST 50 PERCENT HIGHER THAN

THE WHITE RATE AT 9.3 PERCENT,

OF THE 45 CITIES SURVEYED IN TME PUBLIC ADVOCATES STUOY, 32 HAD A BLACK INFANT
nommv' AATE THAT WAS MORE THAN 50 PERCENT HIGHER THAN THE RATE FOR WHITES. THEIR
DATA SUPPORTS My ASCERTION THAT INFANT MORTALITY DISCRIMINATES. THERE IS A DEFINITE
GAP BETWEEN BLACK ANU WHITE INFANT MORTALITY RATES AND IT APPEARS 70 BE GRCWING:
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* . IN 1979 THE GAP WAS 71 PERCENT
- IN 1980 THE GAP WAS 73 PERCENT
~ IN 1981 IHE GAP WAS A HIGH 82 PERCENT

WE MUST ALSO EXAMINE THE DISPARITIES IN THE LOW BIRTH WEIGHTS, WHICH MOST DIRECTLY
CONTRIBUTES 10 INFANT MORTALITY; THE DATA IS EVEN MORE STARTLING.

IN 1979, THE G4 BETWEEN BLACK AND WHITE LDW BIRTH WEIGHT WAS B6 PERCENT.®
IN 1980, (HE GAP WAS 105 PERCENT, IN 1981, THE GAP WAS AN UNPERCENDENTED 132 PERCENT,

1 ASK YOU, DO THESE OBSCENELY HIGH FIGURES BEAR ANY RESEMBLANCE TO SUCCESS? WE HAVE
FATLED AS A‘NATI'JN Tu IMPROVE THE SURVIVAL RATE OF QUK MOST PRECIOUS RESGURCE --
OUR INFANTS. FURTHER, ALCCRDING T0 THE CHILDREN'S DEFENSE FUND, BETWEEN 1981 AND
14982, THE DEATH WATE FDk ALL INFANTS INCREASED IN 11 STATES. THE FOOD RESEARCH AND
ACIIO0N CERTER, DISCRIBED IN THEIR STUDY AN "INFANT MORTALITY SELT" IN THE UNITED
STAGES, RUNNING SOUTH FrOM MARYLAND TO FLORDIA, WEST TO TEXAS AND THE INDUSTRIAL

MIDWES(ERN STATES, »

WE ARE A NATION THAT RANKS FInST IN MILITARY TECHNOLOL: AND SPENDING, YET WE HAVE
AN [HFANI MCRIALITY RATE THAT 1S WOKSE THAN CUBA AND JAMAICA, WE RANK SIXTEEN
AMONG INDUSTRIALIZED NATIONS, BEHIND JAPAN, FRANCE, @EKMANY AND BERITAIN., WE HAVL

THE SELOND WORST KATt FOR LOW BIRTH WEJGHT INFANTS,

A SUPLRFICIAL LuOK AT THE DATA WOULD INDICATE THAT THE 1.S. HAS BEEN SUCCESSFUL:
HOWEVER UUR SOCTAL AND tCONOMIC PROGRESS HnS NOT BEEN DISIRIBUTED ON A EQUITABLE
BASTS wHEN YOU 00 AT BLACK INFANT MORTALITY KATES. THE [ATA STRONGLY SUGGESTS
THAT WE A;t WU -suuc;rmnc IN REDUCING INFANT MORTALITY IN ALL CAIEGURILS.-

THE QUESTION IS WHY? ESPECIALLY WHEN WE KNOW WHAT WORKS! WE ANOW THAT COMPREMERSIVE,
COMMUNITY . BASED LARE HAS BELK SHOWN TO BE EFFECTIVE IN PREVENTING CONDITIONS WHICh
LEAD 10 INFANT MCRTALEGY,

*ublic Advo. ated Data
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SPECIFICALLY, 1 AM REFERRING TO HEALTH EDUCATION, NJTRITIOH COUNSELING AND FOOD

ASSISTANCE, EARLY PRE-NATAL CARE, CHILD BIRTH AND PARENTING TRAINING, AND FAMILY

PLANNING, THE EFFECTIVENESS OF THESE SERVICES IS WELL ESTABLISHED.

IN CALIFORNIA, WE £STABLISHEO A STATE-WIDE PROGRAM CALLED 0B ACCESS. IT HAS
ORIGINALLY A PILOT PROJECT IN OAXLAND, PKOVIDING COMPREMLNSIVE PRE-NATAL CARE .
THIS PKOGRAM HAS BEEN UVEKWHELMINGLY SUCCESSFUL, AND A MAJOR HACTOR IN REDUCING
INFANT MORTALITY IN UAKLAND, BUT OBVICUSLY WE NEED MORE PROGRAMS LIKE OB ACCESS,
OTHERW} SE QUR SUCCESSES ARE SHORT-LIVED, AS WE ARE NOW DISCOVERING IN OAKLAND.

- WE NEED TO RE-ORDER OUR PRIORITIES FOK HEALTH CARE OELIVERY. WE NEEQ TO MOVE AWAY
FROM OUR RELIANCE UN CUSTLY NEONATAL INTENSIVE CARE, OBSIGNED TO IMPROVE THE
SuRYIVAL RATE OF HIGH-RISK MEWHORNS. NEEUEQ PROGRANS LIKE OB ACCESS ARE AN ENOAWGEKED
GPECTES IN A TECHONOLUGY-URIENTED HEALTH CARE SYSTEM. WE NEEL PRUGRAMS THAT LOWER
THE KISKS FOR THESE INEANTS BEFCRE THEY ARE BORN,

OUR  CUWPENI SYSTiM OF HEALTH CARE DELIVERY EXPENDS BILLIONS OF DOLLARS ON HEALTH
CARE BASED ON [11%FS5, RATHER THAN UN GOOO HEALTH. WE NEED TO ESTABLISH A SYSTEM
PRSED ON Thi PREVEitTABHE MOOE OF HEALTH DELTVERY, AS WOULO MY NATIONAL HEALTH
SERVICES BILL, IF CASSED, PREVENTION 1S THE MOST COST-E/ §CTIVE AND HUMAMT APPROACH
TG MEALTH CARE. wE NEED 10 {MPROVE MEQICAID COVERAGE T0 INCLUOE MORE "MEDICALLY

UTHER

ThE REAGAN ADMINISTKATION HAS CUT AT0 FOR MANY SOCIAL PROGRAMS - PROGRAMS WHICH
“IGHT dALE SESITED IN A LOWER INFANT MORIALITY RATE FOR ALL SG™ENTS OF QUR POP-
WLATION.  ANY SAVI'aS REALIZED AS A RFSULT OF THESE Culs WILL BE OFFSET BY AR
iNextASE [N QUK SOCTETY'S ECUNOMIC, SOCIAL AND HEALTH PROBLEMS. THE LEGACY OF THE
LES A B0 1eS WL FE ReFLECTED IN THE INFANT MORTALITY RAILS AUD YHE MATERNAL

MORB ] TY RATES FOK DECANFS TO COME.

I wiht €ONIINGE TO PUSH FOR INCREASED FEQERAL SPENDING TO DEVELOP PROGRAMS THAT
MO ONLY SEPOCE INEANT neRTAL Ty, BUT ALSO PPOGRAMS THAT ADDRESS THE SOCIO-ECONUMIC

U RLEMS 4 DR SNCTETY WelCH LEAD TO INFANT MORTALITY.
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Mr. DinGeLL. We will now recognize our good friend and col-
league, Mrs. Boggs.

TESTIMONY OF HON. LINDY BOGGS, A REPRESENTATIVE IN CON-
GRESS FROM ™IE STATE OF LOUISIANA, AND SECRETARY, CON-
GRESSIONAL « +UCUS FOR WOMEN'S ISSUES

Mrs. Bogas. Th 'nk you, Mr. Chairman.

I am Lindy Bogy.~ Congresswoman from the second Congression-
al District of Louisiana. I am the Chair of the Crisis Intervention
Task Force of the Select Committee on Children, Youth, and Fami-
lies, and Secretary of the Executive Committee of the Congression-
al Caucus for Women'’s Issues.

I am very pleased to be here this morning. I commend your lead-
ership, you and the members of the committee, for convening these
hearings on infant 1ortality in the United States, and I thank you
very much for allowing me to testify.

I would like to speak to you to share the concerns of the two
groups that I have mentioned, the Select Committee on Children,
Youth, and Families and the Congressional Caucus for Women’s
Issues, and also to speak to you a little bit about my own congres-
sional district, particularly that part that is in the city of New Or-
leans, which has worked quite hard to reduce the rates of black
infant mortality and to improve the health of newborn infants.

As a member of the Select Committee on Children, Youth and
Families, | have heard over and over again the evidence given here
reinforcing the fact that the gap in mortality rates between black
and white infants is widening.

In its year-end report the select committee noted that 10,000
black infants will die this year within their first year of life. Qur
hearings also revealed that we can expect higher levels of infant
mortality and morbidity unless the Federal commitment to pre-
venting infant deaths is strengthened.

Fortunately, though we can save tens of millions of dollars in
future medical costs by eliminating meny of the life threatening
risks faced by infants. Comprehensive prenatal care, including nu-
trition supplements, clearly reduces the number of infants born at
risk from low-birth weight.

It is frightening to realize that black infants in our Nation die at
twice the rate of white infants. Statistics compiled by the city of
New Orieans unfortunately confirm this fact.

In 1982, the infant mortality rate for all races was high at 16.5
per 1,000 live births. For nonwhites (36 percent of whom are black),
the infant mortality rate was 23.3 per 1,000 births; while white in-
fants had a lower death rate of 12.6 percent. This represents the
deaths of 172 infants—nearly 150 of whom were black babies.

From New York to Utah to California, we heard about infant
mortality rates that were double that of the national rate. One
census area of Detroit reported an infant death rate at the level for
Honduras, one of the poores: countries in Central America.

The select committee has also heard deeply disturbing evidence
that the gap between the death rates of black and white infants is
widening. In 1950, the black infant death rate was 61 percent
higher than the white rate; but by 1979 the black rate was 91 per-
cent higher than the white rate.
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I am pleased to report that the overall infant mortality rate in
New Orleans has been improving, particularly as Mr. Nielson has
said, between 1978 and 1982, But even with this improvement, the
mortality rate for white infants dropped by 53 percent—a grand
and wonderful total—while dropping only 23 percent for black in-
fants.

Ochsner Clinic in New Orleans has a fine neonatal clinic, and
Charity Hospital has a fine Pre- and Post-natal Program. Every
mother grieves when a child at any stage of life dies. We all share
that loss. But it is particularly distressing to aote that poor women
whose lives are less comfortable and less secure financially are
plagued by a higher risk of infant deaths than others.

The whole issue of women in poverty is of great concern to the
members of the Congressional Caucus for Women'’s Issues. An anal-
ysis of the administration’s 1985 budget completed by Women’s Re-
search and Education Institute reflects this concern.

Our study shows that 1982 poverty rates among black and His-
panic households headed by women were well over 50 percent—
almost twice that of families headed by white females. Children
living in these households are the worst off.

Generally, poor women who live in communities that lack ade-
quate resources are not getting the prenatal care they need to
ensure healthy babies. The percentage of women getting early care
is going down and the percentage of women getting no prenatal
carc is rising. The Los Angeles County Health Department, we
have learned, is no longer providing free prenatal care to those
who need it for the first time in 50 years. '

I am especially pleased at the initiatives taken by Mr. Dingell
and Mr. Waxman to provide incentives to States to extend medic-
aid coverage to certain categories of poor women and infants be-
cause of this.

Women are concerned not only about better prenatal care but
also about education and nutrition that will prevent low birth
weights. Low birth weight accounts for nearly two-thirds of infant
deaths in the United gtates. The Select Committee on Clildren,
Youth and Families has heard extensive testimony on the relation-
ship of low birth weight to the development of an infant’s brain
and to specific handicapping conditions such as cerebral palsy,
blindness, deafiiess, et cetera.

My message this morning is simple: We have the capacity to
reduce the rate of infant mortality in the United States, particular-
ly among black children. We know that comprehensive prenatal
care can cut low birth weights by as much as two-thirds. We know
that better nutrition can strengthen pregnant and nursing mothers
and help them to deliver babies who are stronger at birth and,
therefore, more resilient against disease or respiratory dificulties.
And we know that the cost to our society in not providing quality
prenatal care is astronomical.

Prenatal care costs about $250 to $300 per pregnancy. But the
Government spends upwards of $350 million a year o caring for
sick and dying infants. We don't lack the knowledge. Let's pray to
God we don t lack the will to address the problem.

Our future depends on healthy children and heaithv families,
and I hope that the members of the Energy and Coramerce Com-
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mittee will be heartened by the demonstrable progress that New
Orleans and other cities have made and promote legislative efforts
to reduce infant mortality rates nationwide.

Thanl. you very much, Mr. Chairman and members of the com-
mittee.

Mr. DiNnGELL. Mrs. Boggs, the committee thanks you for a most
helpful statement. We thank you and Mr. Dixon for ycur great as-
sistance to the committee and for most helpful statements. .

I recognize my colleagues for questions.

The Chair recognizes the gentleman from Texas, Mr. Leland.

Mr. LELaND. Thank you, Mr. Chairman.

Chairwoman Boggs, as chairwoman of the Select Committee Task
Force have you found any correlationr between, or have you heard
testimony about the correlation betwaen, teenage pregnancy and
infunt mortality?

Mrs. Bocas. Yes, we have heard very serious testimony, as the
gentleman, who is a very valuable member of that committee,
kggws, and the teenage pregnancy problem is one that we must all
address.

We must especially address the first trimester coverage of medi-
cal care for young people. We must also instruct them in health
care for themselves and all along the way of their pregnancy, and
indeed be able to give them the kind of care where they will have
the proper nutition and proper health services from private clinics,
from the health clinics that are in existence and from the State
and Federal help they can receive.

I would like to point out that public television is going to have a
series on “Your Children/Our Children” which will start airing on
April 1. John Merrow ir the commentator who spent a great deal
of time in my district and in an adjoining district in Louisiana. He
w?ntl to the Ochsner Clinic where we have this remarkable neona-
tal clinic.

When | was there a couple weeks ago, I stood next to a black
father looking into the window at his twin black sons who said,
You know, we lost our first baby because it was at such risk and
now I am so pleased to be at this wonderful hospital where my
boys are going to have a good chance, you feel that all of the tre-
mendously expensive equipment and the dedication of the doctors
and nurses is worth it.

But then you go out to the clinics in the countryside or in Gert
Town, which is a neighborhood in my district in the city of New
Orleans, and you find the dedicated workers with the teenaged
children, particularly girls, who are working with them, making
them conscious of their health care, bringing them to places where
they can get the WIC Program urder their own jurisdiction to be
able to know how to manage that type of thing.

Workers also introduce them to some of the great private non-
profit organizations that are willing and anxious to help them to
have the proper food, to have the proper medical care and to have
the proper kind of immunizations and so on. Those two types of
care are shown very specifically in this series that public television
is going to put on.
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I think that it points out so specifically that we could spend mil-
lions, billions of dollars in trying to correct and to save infants, but
can spend so few dollars in trying to prevent health.

I hope that we would give help and aid to all of the organiza-
tions, public and private, that are working especially with the teen-
age girls.

In the film you will see this great black woman who goes around
and she looks at one teenager and say, Thought I told you you
can’t smoke cigarettes while you are pregnant. The girl said, I only
smoke a pack every 2% days, and she says, But that is not what
you are supposed to do. I have told you all about that.

That kind of personal contact with the teenage child who is preg-
nant will save more babies than almost anything we can do.

Mr. LeLaND. I thank the gentlelady and I would like to command
both Chairman Dixon of the Congressional Black Caucus, and you,
Mrs. Boggs, for your compelling testimony.

Thank you, Mr. Chairman.

Mr. DiNcieLL. The Chair recognizes the gentleman, Mr. Nielson.

Mr. NirLsoN. I have no questions at this time. I would thank
Congressman Dixon and Congresswoman Boggs for very fine state-
ments.

Mr. DinGgELL. Mr. Sikorski.

Mr. Sikorski. Thank you, Mr. Chairman.

I think it needs to be said again for the re 1 that Congressman
Dixon and the Black Caucus and Congresswoman Boggs and the
Select Committee, she was the driving force behind its establish-
ment and the spirit behind its work now, deserves special commen-
dation for keeping us on our toes.

Thank you.

Mr. DiNGELL. The gentleman from Pennsylvania, Mr. Walgren.

Mr. WaLGREN. Thank you, Mr. Chairman.

I too would like to simply underscore the importance of the prob-
lem that we face and say how much I think of the efforts that both
of you have made in that area. It is hard to look at the graphs of
the differences in infant mortality from city to city.

I come from Pittsburgh which has the highest rate of any of the
cities displayed. What could possibly go into that difference, I don't
know, but I have a feeling that we in this country have done a mis-
erable job on the Federal level of understanding what common ele-
ment we should put in place for everybody. And when it comes to
death, it is particularly dismaying that we have not put in place
those common elements that wou%d literally eliminate these kinds
of differences in statistics.

There is absolutely no excuse for these cities to have differeat
rates of this dimension or the races to have difierent rates of that
dimension.

I just would like to say how much I think of your involvement
with it and | hope that out of that and what concern that other
members that are close to you and others will bring to it, we can
make some progress on something that is ultiimately so important.

Thank you, Mr. Chairmans

Mr. DinceLl. The Chair thanks the gentieman.

The distinguished gentleman from California, the cochairman of
this hearing, Mr. Waxman.
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Mr. WaxmaN. Thank you, Mr. Chairman.

I just want to join my colleagues in commending Mr. Dixon and
Mrs. Boggs for their testimony and for their concern in coming
before us today. I think that what they have had to say is a:i open-
ing for this hearing in a very appropriate way. They have ex-
pressed their concern representing the caucuses of our H}:)use Mem-
bers that they represent as well as their own views and I think
they are representing the views of the American people.

We don’t want in our society today, after all that we are capable
of doing, to allow babies to die because of cuts in government pro-
grams and failure to adopt new ones that could save their lives. We
are truly pro-life when we take all measures appropriate to give a
child a chance.

Thank you very much.

Mr. DixoN. Thank you.

Mr. DingeELL. Ms. Boggs, Mr. Dixon, it has been a privilege
having you before the committee. We thank you for your very help-
ful presentation. We thank you.

The Chair announces that our next witness is Mr. Jeffrey R.
Taylor, Division of Maternal and Infant Health, Michigan Depart-
ment of Public Health.

Mr. Taylor, the committee is keenly aware of your assistance to
us and the valuable contents of your testimony. If you will come
forward, we will proceed to swear you in. It is the practice of the
committees to receive testimony under oath. Do you have any ob-
jection to testifying under oath?

Mr. TarLoR. [ do not.

Mr. DinGELL. Do you desire to have present counsel to advise you
on your rights and on the limitations of the committee?

Mr. TayLor. No, sir.

Mr. DiNGELL. There are copies of the rules of the committee,
rules of the subcommittee, and rules of the House there befcre you
at the table for your assistance in your appearance before this com-
mittee. If you have no objection then to appearing under oath, if
you will please rise and raise your right hamf.

[Witness sworn.]

Mr. DinGELL. Would you now please state your full name and po-
sition, and we will be delighted .td™rgcognize you for your state-
ment. % J
TESTIMONY OF JEFFREY R. TAYLOR, CHIEF, DIVISION OF MA-

TERNAL AND CHILD HEALTH, MICHIGAN DEPARTMENT OF

PUBLIC HEALTH '

Mr. TayLor. My name is Jeffrey R. Taylor. I am chief of the Di-
vision of Maternal and Child Health, Michigan Department of
Public Health.

Mr. DiNGELL. You are recognized with the thanks of the commit-
tee.

Mr. TavLor. Thank you, Mr. Chairman, and I thank you for the
opportunity to be here this morning to address the important prob-
lem of infant mortality in the United States. I ask that my brief
remarks here this morning be included in the record, as well as my
full report.

<
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Mr. DinGELL. Without objection, that will be done.

Mr. TavLor. Thank you. In addition, I am submitting several
other reports, including a complete and up-to-date scientific litera-
ture review on prenatal care.

Mr. DinceLL. Without objection, that will be inserted in the
record at the appropriate place.

Mr. TavyLor. In 1948, the legendary director of the Children's
Bureau, Dr. Martha May Eliott, made this statement. She said:

We in America like to believe that our standard of living is high enough to pro-
vide not only food, shelter, clothing, education and recreation for families, but also

health care. However, when we look at the statistics, using children as a measure of
social progress, we find that this is not the case.

We have already heard this morning a disturbing litany of statis-
tics which as far as I could tell seemed quite accurate, and there is
no need for me to repeat them. Suffice it to say that in the United
States we are seeing approximately 40,000 infant deaths per year,
about a quarter of a million babies born with moderate to severe
congenital defects, and almost a quarter of a million infants born
weighing less than 5% pounds. You could look at any of the United
Nations reports over the last 4 or 5 years, we are from 16th to 18th
among industriglized nations, and continue to lag behind such
countries as Japan, and from Michigan I am quite sensitive to that,
Spain, Hong Kong, Canada, Australia, Singapore, and Ireland.

We have heard that black infant death rates are twice that of
white. This has been a cause for concern in the scientific literature
since the twenties. In Michigan this gap has indeed widened and
we now have black infant death rates statewide that are 152 per-
cent higher than they are for whites. In Detroit this gap has now
spread to 186 percent higher. w

There are many interrelated conditions which cause the problem
of infant mortality, but probably the most prominent among them
is low birth weight, which is bagies born below 2,500 grams or less
than 5% pounds, and these babies are simply too small, too imma-
turely developed to do well.

What are the causes of this condition? They are well understood,
and these causes are five. First of all, and most importantly, pover-
ty, unemployment, and lack of health insurance. Second, inad-
e(;luate nutrition for the pregnant woman and the developing fetus.
Third is unintended pregnancy, and especially women with high-
risk medical conditions who have an unplanned pregnancy, teen-
agers, children having children, and others who are unable to find
the resources to plan the spacing of their children at more than 2-
year intervals; fourth lack of prenatal care; and fifth, substance
3buse. Here I am talking about cigarettes, alcohol, legal and illegal

rugs. :

I would like to concentrate on the area of prenatal care and
would refer you to my full report for a complete discussion of many
of the other factors. Obstetricians recommend that prenatal care
should begin early, in the first trimester of pregnancy. In fact, they
will also tell you that it is good to come in for a checkup to see that
there are no contraindications for having a pregnancy. They enroll
you in a program for prenatal care, about 12 visits over the 9
months of pregnancy. Prenatal care is effective, and most of you
would not dream of having your wives go througi a pregnancy
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without obtaining up-to-date and continuous prenatal care. Scien-
tists have demonstrated that when you control for many other fac-
tors, I am talking about things like length of gestation, multiple
pregnancies, or twinning, mother’s age, education, and many other
factors, the prenatal care by itself can increase birthweight by 6
percent for the entire population and by 8 percent for blacks.

Since differences between whites and blacks are so strong at this
point and low birth weight is ariving thqse increases, I think that
this finding is a matter of the highest policy importance.

Other studies have been done which showsfor the very high-risk
women and those who have fetal deaths and sarly-infant-death
rates approaching 99 to 128 deaths per 1,000 births, that these high
death rates can be cut to one-fourtﬁeof those levels by using team
care, physician care, and nutrition counseling, dealing with social
problems, nutrition, and health education, public health nursing.

There has also been interest in the 1980’s; 4 years ago, a groun in
San Francisco demonstrated a new program for stopping preterm
labor. This involved really working with the patients, teaching
them how to recognize the signs of early labor, and sometimes hos-
pitalizing them fér use of labor-inhibiting drugs. The premature
rates in this program were only 2.4 percent as compared to the
U.S. average of 7 percent. This U.S. average of 7 percent, those
folks having low-birth-weight babies account for 60 to 65 percent of
all infant deaths. So I am telling you that study after study shows
that prenatal care works.

In our State of Michigan, we had over 150 professional individ-
uals and organizations which combined to create a new plan which
has been endorsed by our Governor and is presently being heard in
the legislature, on prenatal care. Our Governor put his money
where his mouth was and put $1 million on the table and he is
hoping for a little help from Washington.

We feel that there are important Federal responsibilities, one I
mentioned, financing, others, setting national goals. You have
heard some of them and you have heard that we may not meet the
goals we set in the seventies. I also believe in monitoring and re-
porting on the problems. These should not come as surprising. We
should have an active, ongoing reporting and investigating system,
because the 1979 and 1980 decline in infant death rates is not good
_enough; because the sitvation is fluid and responsive to economic
fluctuations.

The President’s Commission last year reported that the Federal
(Government had an ethical responsibility for seeing that health
care is available to all when market competition, private charity,
and governmental efforts at the State and local level are insuffi-
cient. We feel that tine Federal Government should use its judg-
ment in selecting those interventions and in targeting financing to
those areas of the country and those subpopulations in the country
where maximum impact can be expected from the expenditure of
scarce dollars.

We all recognize that there are limitations so, therefore, I urge
you to put resources into those areas of the country in greatest
need and that you emphasize the following proven low-cost inter-
ventions.
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First, family planning, which according to Federal Government
studies in 1966, when compared against other interventions, out-
ranks them all 6 to 1. You cannot buy better health care for the
dallar. It costs $75 per woman per year and in our State the title X
program only meets 20 percent of the need. You can frontend a lot
of problems with family planning.

Second, prenatal and infant care, you can purchase prenatal care
for between $200 and $300 in any area of the country. The alterna-
tive of reducing infant death rates in the newborn intensive-care
units is paying 31,000 a day, and it works, but most of us feel in
the health profession that we have about milked that well dry and
we probably have a better way to do it, and that is through preven-
tive health programs like prenatal care and regular checkups for
the newborn infant.

The third intervention is nutrition supplements, and I want to
cite the effectiveness of the WIC program. For $30 a month to a
pregnant woman or to her infant we know at least in pregnancy -
you can at least add a week of gestation and up to 180 grams of
birthweight, which is a good advantage, well worth tl.e dollars.

If we as a nation are to address the problem of high infant mor-
tality in the black population, we must assure that these three
measures are widely available to all who need them. Services must
be expanded cnd targeted to vulnerable population groups.

Finally, I would like to close by citing a little tale out of the
MCH tradition, and this is from a former State MCH director out
West. A long time ago, writing about the Federal activity of Dr.
Martha May Eliot in the Children’s Bureau, she wrote:

My introduction to Martha May Eliot came early in my career in public health.
It was in the summer of 1936, shortly after I had joined the staff of the Montana
State Board of Health as Maternal Child Health Director. The effect of the depres-
sion was still being felt, multiplied by eastern Montana's 8th year of drought. There
were no crops, cattle were dying for lack of feed, and the temperature soared in the
100's. A telephone call soon came from Washington. It was Dr. Eliot of the Chil-
dren’s Bureau asking how the children were faring in the eastern counties. She in-

tformed me that a member of the Children’s Bureau staff would arrive the following
week to help me do a survey.

The point here is that Federal, State, and local governments all
have responsibilities. Those have been detailed in my full report.
None of us can shirk these responsibilities, and we must form a
team at all levels of government if we are to assure the health and
welfare of our children.

Thank you.

[Testimony resumes on p. 94.]

[The prepared statement and attachments of Mr. Taylor follow:]
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INFANT MORTALITY: ANALYSIS AND RECOMMENDATIONS FOR ACTION
BY
JEPFREY R. TAYLOR, PH.D, ———

CHIEF, DIVISION OF MATERNAL AND CHILD HEALTH
MICHIGAN DEPARTMENT OF PUBLIC HEALTH

FOR
COMMITTEE ON ENERGY AND COMMERCE -
SUBCOMMITTEES ON

OVERSIGHT AND INVESTIGATIONS AND HEALTH AND THE ENVIRONMENT
HEARING -- MARCH 16, 1984

Thank you, Mr, Chairmen, for the opportunity to appear here
today to address the important problem of infanty mortality in
the United States, } ask that my prief remarks this morning, as
well as my full report, be included in the ;eco:d of today's
hearings. In addition, I am:'submitting for the record a complete
literature review and three other teports on various aspects of
prenatal care.

As the former Director of the Children's Bureau, Dr. Martha
May Eliot said in 1948:

We in America like to believe that our
standard of living is high enough to provide
not only food, shelter, clothing, education,
and recreation for families, but also health
care. However, when we look at the statis-
tics, using children as a measuré of social
progress, we find that this is not the case.

While the chances of being born alive and surviving the first
year of life have steadily improved in the United States for the
population as a whole, the feta of a newborn baby in our country

is by no means assured.
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/ In the United States in 1979:

hd 44,200 infants died before reaching one year of age.

¢ 241,000 infants were born weighing less than 5-1/2

pounds.

®* 250,000 infants were born with moderate to severe birth

defects,

The United States continues to lag behind other industralized
nations of the world, ranking from 16th to 18th on statistics
published over the last four years by the United Nations. Some
of the countries ahead of the U.S. include Japan, Spain, Hong
Kong, Canada, Australia, Singapore, and Ireland.

The rates for individual states, localities, and

subpopulations within the United States show wide variation in

.intant,mo:tality rates. For example, a black child born in this

country has almost double the risk of dying and recent studies
are strongly indicative that the black-white racial gap is
widening. -

Several inter-related conditions comprise the leading cause-
of death for infants. Tvo;thirq- of all infant mortality is
related to the problem of the low birth weight infant or those
babies born below 2500 grams or 5-1/2 pounds. This single
greatest hazard for infants is also assoclated with increased
occurrence of mental retardation, birth defects, growth and
development problems, blindness, autism, cerebral palsy,
epilepsy , and severe lung diseases such as respiratory distress

syndrome,
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Cther significant causes of death include congenital defects,
birth injuries, crib death, infectious diseases, and child abuse
and neglect.

The point here is that fetuses and babies most often die whan
labor and delivery begin too soon. Premature newborns are small
and not fully developed. Thus, even though these small babies
account for only 7 percent of all newborns each year, they are
responsible for 60 to 65 percent aof all infant deaths,

what causes low birth weight?

There are five factors which have been identified by public
health and medical scientists as the major contributing factors
underlying the problem of low birth weight.. Th.;e‘zactors are:

® Poverty, unemployment, and lack of health insurance.
i® Inadequate nutrition. ¢
* Unintended prégnancy.
;® Lack of prenatal care.
/ M Substance abuse. -

I would like to concentrdte oﬁ the area of prenatal care and
would refer you to the full tepl.t for a complete discuasion of
tre other areas.

current obstetrical standards strongly recommend that
drena;al care begin as early in the first trimester of pregnancy
49 the woman feels she might be pregnant. Prenatal care should
ée continuous and number approximately 12 visits for the normal

_Lteqnancy. infant death rates triple for those women having less

‘than 5 prenatal visits.

e
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Studies conducted by many scientlsts clearly show the
importante of prenatal care and its relationship to low birth
weight., Wwhen a number of other important factors are controlled,
including length of gostation. twinning or multiple birth,
mother's age, education, previous pregnancies, etc., scientists
have fouﬁ(\that prenatal catre, BY ITSELF, is ammociated with
important increases in birth wgight. For all babies, this birth
weight iﬁprovement amounts to 6§ percent and for black babies, an
8 percent improvement. Since differences in birth weight account
for much of the disparity in infant mortality rates between the
races, the fact that prenatal .are can be used to improve birth
weight is a matter of the highest policy importance. i

Other studies have been done, including ours in Michigan,
which demonstrate that team prenatal care including medical,
nutritional, psycho~social and educational components, reduce
fetal and early iriant deaths to one-fourth of their previous
levels. '

Scientific interest also has focused on the work of Herron
and Creasy in San Francisco, who four years ago introduced a
po;edt new intervention for reducing pre~-term delivery rat;s.

This thervention involves weekly care in specizl clinics in
addition to regular obstetrical-medical management, Education of
the patient, particularly in the recognition of pre-term labor, -
was an important part of the innovation. Patients are admitted

to hospitals for introduction of new iabor-inhibtting drugs if
early labor is threatened. The results are-impreseive. Patients
in this project had anexceptionally low prematurity rate of 2.4

percent in contrast with the U.S. average of about 7 percent.

2SN
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Unemployment, lack cf health insurance, and related problems
have an enormous impact on many factors related to pregnancy
outcome. For example, in a recent hospital survey ve conducﬁed
in January of this year, women in Michigan from families where
the major wage earner was unemployed were twice as likely to
deliver low birth weight babies and twice as likely to experience
delivery complications.

" A State task force of 150 individuals and organizations has
determined that there is a large financially needy group of women
in our state who are uninsured, low income, and unable to qualify
for Medicaid. They number 9,500 or 7.2 percent of all women
yiving birth. -

Michigan has been hampered by Federal budget cuts for low
cost and effective health programs such as family planning and
maternal and child health services. UDuring one l6-month period,
our maternal and child health program recorded a loss of $6.7
million at a time when demand for services' was increasing
exponentially from the families of the unemployed.

We also estimated that we experienced a combined total of 194
excess infant deaths during éhe 1981 to 1982 time period when .
compared with our own rate of progress in reducing infant
mortality in Michigan. We suffered 333 excess infant deaths if
compared to the U.S. average.

Many of the states, including Michigan, feel thece are
several important Federal government responsibilities;
tesponsibilities that have been in effect in this country since

1912 when Presicdent Taft created the U.S. Children's Bureau.
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What are the Federal government responsibilities? There are
s8ix:

* Setting National goals

* Setting Standards for Publically Financed Health Care

* Financing :

* Innovation .

* Monitoring

* Training

The President's Commission reported last year that the
Federal government has an ETHICAL responsiblity for seeing that
health care is available to all when market competition, private
charity, and governmental effocrts at the State and local level
are insufficient.

Clearly, the Federal government ghould use judgment in
selecting those interventions and {n targeting financing to tihose
areas of the country where ma:imum impact can be expected from
‘the expenditure of scarce dollars. We all-recognize that there
are limitations. Therefore, I urge you to put resources into
those areas of the country in greatest need, and tha£ you
emphasize three key interventions.

(1) Wmmwﬂimmmmn-is
by far and away the most potent and low-cost intervention the
pubiilc health authorities can bring to bear. vVirtually, all
ccclal and religious groups in the country apgrove of some form
of family planning.

(2) Prepnatal and infant gare are low cost and effective.

For example, prenatal care can be purchased in most arcas of the
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country for between two and three hundred dollars. This is in
sharp contrast to the much higher costs associated with newborn
intensive ca:re, Th}g expensive treatment costs $1000 per day.
Not only is the therapy highly expensive, but it also causes
savere disruption, pain and suffering to the family,

(3) The HWIC nutrition supplenent program, which costs $30
per month for a pregnant or breast-feeding woman or infant, is
another good investment. Such prograpl should be expanded to
meet 75 percent of the needy in the United States.

If we, as a Nation, are to address the problem of high infant
mortality in the black population, we must assure that these
three measures are widely availabf; to all that need them.
Services must be expanded and targeced to vulnerable population
groups, '

I want to close by relating to you the experience of another
State Maternal Child Health chief who had her first contact a
long time ago with the former head of the Children's Bureau, vr.
Martha May Eliot. She writes:

My introduction to Doctor Martha May Eliot
came early in my career in public health. It

was in the summer of 1936, shortly after I had
joined the staff of the Montana State Board of

Health as Maternal Child Bealth Director. The
effect of the depression was sgill being felt,

multiplied by Eastern Mountana's 8th year of
drought, There were no crops, cattle were
dying for lack of feed, and the temperature
soared in the 100's., A telphone call soon
came from Washington. It was Dr. Eliot of the
Children's Bureau asking huw the children were
fairing in the Eastern counties. She informed
me that a member of the Children's Bureau
staff would arrive the following week to help
me do a survey.

The point here is that Federal, State and local governments,
all have responaibilities. Mone of us can shirk these respon-

gibilities and we must form a team if we are to assure the health

and welfare of our children.

Thank you. I would be happy to answer any questions you might

have.
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INFANT MORTALITY:
ANALYSIS AND RECOMMENDATIONS FOR ACTION

EXECUTIVE SUMMARY

"The most sensitive indicator of the health status of a couitry or

a locality is generally thought to be the infant mortality rate:
the number of infants born alive but dying before their first birth-
day.

The Unftes States continues to lag behind other industrialized nations
of the world, ranking from 16th to 18th on statistics publ{shed over

the last four years by the United Natfons. Sr e of the countries ahead
ofdt?e l]J.St.1 include Japan, Spain, Hong Kong, Canada, Australia, Singapore
and Ireland. ‘

Two-thirds of all {nfant mortality {s related to the probiem of the

low birth weight infants, or those babies born below 2500 grams (54 pounds).
This single greatest hazard for infants is also associated with

increased occurrence of mental retardation, birth defetts, growth and
development problems, blindness, autism, cerebral palsy, epilepsy

and respiratory distress syndrome.

Other significant causes of {nfant death include congenital deFects,
birth injuries, sudden {nfant death syndrome, infectious diseases and
abuse and neglect.

Black infant death rates now approach twice that of white rates {19.3 black,
9.9 white) and recent studfes i{ndicate that the gap may be widening.

Infant mortality 1s a problem for which there are known, low-cost solutfons.
Interventions which v:i11 reduce low birth weight and resultant infant
mortality include: famfly planning, prenatal care, nutrition supple-

ments for pregnant women and infants, and substance abuse education and
control.

Since poverty, unemployment and lack of health {nsurance are also powerful
determinants of infant mortality, it is also clear that these problems
must be addressed. With one in five of all U.S. children being born into
povert, the potential exists for further short term infant mortality and
morbidity {ncreases in hard hit states, cities and certain subpopulations.
Over the longer term a:r these children grow up, there could also be serious
labur force {nadequacies.

The report presents the problem of infant mortality in detail and offers
four recommendations for {mmediate adoption.
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PECOMMENDAT IONS -

THE PROBLEM OF HIGH INFANT MORTALITY MUST BE IMMEDIATELY ADDRESSED
BY FEDERAL, STATE AND LOCAL GOVERNMENTS AND SPECIAL EMPHASIS MUST
BE GIVEN TO CLOSING THE GAP BETWEEN WHITE AND BLACK INFANT DEATH
RATES.

+

_.MATERNAL AND CHILD PREVENTIVE HEALTH SERVICES ARE BOTH LOW COST

~ AND DEMONSTRABLY EFFECTIVE AND SHOULD BE IMMEDIATELY EXPANDED TO
REDUCE LOW BIRTH WEIGHT, A CONDITION WHICH IS ASSOCIATED WITH
TWO-THIRDS OF ALL INFANT DEATHS. THESE SERVICES INCLUDE FAMILY
PLANNING, PRENATAL CARE, SUPPLEMENTAL NUTRITION, SUBSTANCE ABUSE,
OUTREACH AND EDUCATION.

AUTOMATED “SENTINEL" VITAL AND HEALTH STATISTICAL SYSTEMS SHQULD
BE ESTABLISHED IN KEY LOCATIONS ACROSS THE UNITED STATES TO PROVIDE
AN EARLY WARNING SYSTEM FOR INFANT MORTALITY FLUCTUATIONS.

A NEW UNIT FOR CHILDREN, YOUTH AND FAMILICS SHOULD BE FSTABLISHED
AT A HIGH LEVEL WITHIN THE FEDERAL GOVERNMENT. THIS UNIT MUST,
AMONG OTHER IMPORTANT FUNCTIONS, "INVESTIGATE AND REPORT" ON THE
CONDITIONS WHICH AFFECT THE HEALTH AND WELFARE OF AMERICA'S
MOTHERS AND CHILDREN.
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THE PROBLEM

Introduction

Infant mortality counts include ali reparted deaths of newborns from the time
of their live birth up to their first birthday. Infant mortality {s recognized 1
as the most sensitive indicator of the health status of a country or a locality.

The chances of being born alive ang ,uqiving the first year of 1ife has
steadily improved in the Unfted States. However, despite this progress, the
:at:gg; an infant born in the United States is by no means assured. In the U.S.
n :

44,200 infants died before reaching one year of age
241,000 infants ware bormn weighing less than 5.5 pounds.
250,000 infants were bom with moderate to severs congenital defects

The United States s gengrally considerably behind other industrial nations in
this health indicator. From year to year, United States ranks from 15th to 18th
usually following such countries as Japan, Canada, Australia, Hon? Kong and
Singapore. The table below shows the populationand infant mortality for 25
countriec who have population levels above two m;1146n. The tountries 1isted
are thosc naving the lowest infant mortality rates reported in 1980 by the
United Nations.
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Since 1960, the United States has continued its overall improvement and shows
a provisional infant mortality rate of 11.2 for 1982.

The rates for individual states, localities and population groups show wide
variation, however, from the United States population average. Great disparities
exist according to race and ethnic origin. A bluck child born {n this country
has almost double the risk of dying before reaching their first birthday and
recent stydies are strongly indicative that the black-white racial gap is
widening.” Other studfes suggest that the rite of decline of infant mortality
in the United States may be 1eveling off, perhaps, making it impossible for
the United States to reach its 1590 infant mortality goal of reducing infant
mortality to more than 9.0 deaths per 1,000 1ive births for the population and
no more than 12.0 deaths per 1.00% 1ive births for any racial or ethnic group
or geographic area of the country: .

public heal.h officials in Michigan were distressed in the Spring of 1962 when
we learned that the final 1981 infant mortality rates for our state would Show
an increase. Complacent, after experiencing almos: steady declines over the
past four decades, we were not expecting a reversal in the downward trend of
this important health indicator. The 1981 report on infant deaths in Michigan
detailed oneéaf the greatest year to year increases in infant mortality since
World war 118 Michigan's infant mortality rate rose from 12.8 deaths for
1,000 1ive births in 1980 to 13.2 deaths n 1981.

Gy the end of 1981, Michigan ranked as the 36th worst of 50 states in infant
mortality, Michigan appeared to have moved from a median state in terms of
infant mortality tc one of the states with great difficulty. In 1981, Michigan
had a mortality ratfo 13 percent above the national average.

Analysis of the major causes of death indicated that the increase was Spread
across all categories with the exception of deaths due to infectious and
parasitic disease. The rise in infant death rates was also recorded across a
wide geographic area with nine of the fourteen state planning and development
regions showing an increase in infant mortality. Teenage mothers and black
{nter—city populations and the rural poor seemed the hardest hit, Detroit
reported some census tracts with death rates of 33 per 1,000 1ive births, a
Tevel far exceeding that reported by many third world nations.

The pervasiveness of the infant death increase in Michigan across wide geographic
areas of the state and nearly all diagnostic categories combined with a review

of infant mortality rates in other states, pointed consistently to Michigan's
poor economic conditiin of that time. Persistently high unemployment combined
with unprecedented reductions in virtually all public services positioned Michigan
for increases in a variety of socio-economic and health indicators, one of which
was the infant mortality rate.

Causes of Infant Death

Severa! interrclated conditions comprise the leading causes of death for infants.
The relative numbers of infant deaths, their causes and assocfated risk factors,
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vary by infant age. Usually infant deaths are analyzed in two separate
time periods. The first is neonatal which covers deaths from birth to less
than 28 days of age. The second category is post-neonatal which are those
deaths occurring to babies over 28 days of age to the first birthday.

The leading causes of infant death are birth injury, anoxia or apoxia
associated g1th difficult labor and delivery or conditions associated with
immaturity.’ Most of these deaths occur during the neonatal period. Congenitatl
defects ure also a significant cause of infant death.

. Table 2 below shows infant mortality for 10 selected causes of death in the

United States for 1981. A1l causes are shown in terms of the number of infant
deaths per 100,000 1ive births,

* Tadle 1

tnfant Marteifty for Tem Salected Cavses of Deet):
untted States, 19010 ‘

1C0OA 20 Nav.

Claggification 1941
Caune Cotn {est)
ATl Caunes 1,172.%
tertafn gastrointesting?
1sedsat 008-009,539 553838 8.2
Prgumnte dnd 1nflueana 400-497 19.4
Congenital anome’tey 740-759 201.0
Yisorosry relating to short
rluuon and unspectfied
e D1Fth wetght 768 10,8
Sirth traum T . 21.8
Intrautering dypoatd and
nireh dsohyxia 0 .0
Re101ratary afstresy Vynir-we 16 ne.o
ather conditians Originating
tn orenatal period ' 760-744,768,770-179 .
Sudden tafant GOATR Syndrome .0 138.2
A1V other cauted Ao fdua? 1.2

* Ouatn per 100,000 Tive births.

Infantsborn with a very low likelihood for infant drath, disease or disability
are most often those who have grown and matured in a healthy woman uatﬂ labor
and delivery at a gestational or intrauterine age of 38 to 42 weeks.’ These
babies are called full term newborns and they most often weigh more than 2500
grams or 5.5 pounds. In contrast, fetuses and babies most often die when labor
and delivery begins too soon. These “premature” newborns are small and not fully
developed and thay account for most of the 1ow weight newborns who by definition
fall pelow the 2500 gram or 5.5 pound standard, Low birth weight babies account

.3e
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from 6.8 to 7.4 pervent of the total newborn population in most states of the
U.S. These Tow birth weight babies, howaver, are nspogaibh for 65 percent

of neonatal deaths and 60 percent of all infant deaths. Thase small babies,
because of their immaturity, are nighly susceptible to birth injurfes, infections
and lung problems especially respiratory distress syndrome. Many may recall the
infant born to President and Mrs. Kennedy who was born prematurely and suffered
the lung problem hyline mnembrane disease. Premature 1?fants are at least
twenty times more likely to die than full terwm {nfants.

As Harris, Keeler and Michnich point out fn their impressive,  Algorithms

for Health Planners: Volume Il Infant Mortality, othe- fetuses and newborns
susceptibTe to death are s¢ with stunted growth a?d Aevelopmant due to
intrauterine malnutrition or chronic lack of oxygen.l2 These babies are called
small for dates or small for gestational age and typically waigh less than the
expected weight for their gestational age. Full term newdborns, those born at

40 weeks of gestation or above, who are small for dates, can weigh considerably
Tess than 2500 grams and are especially susceptible to acuts lack of oxygen or
asphyxia at birth, infection and hypo?1ycem1| {low blood sugar). The probabilities
of neonatal death are substantially g gher than for newborns of average birth
welght of the same gestationa! age.l

Low Birth Weight

Some of the major causes or low birth weight are reviewea in the ensuing sections.
In the majority of instances, the reader will note that the status of the infant
4t birth is highly dependent upon maternal health and the receipt of appropriate
medical and other health care during pregnancy. In addition, the mother's routine
health behaviors and her ability to take care of herself and her newborn all
contribute to the health status of the infant.

Poverty. A large part of the difference between infant death rates for
white and ack infants is due to the fact that a greater proportion of black
infauts are born at weights below 2500 grams or 5.5 pounds. The relevant data
for Michigan are shown in the Table 3 below for the years 1980 through 1982.

Tadle 3

MmDere antt Far.09 Of Low We'ght' Live Birtng by Race.
Migh.qIn and Dei1rot Rea.rents, 1980 1187

LV 11 Rarto
AREA AND qacCt

'o8Q 198 1942 198¢C 1981 1982
Total: 1997 9Te2 877 8 9 69 4 69 4
Micnigan white 849 6621 6197 %5 7 57 1 5% 8
Blace 2123 3024 3109 129 4 't3) 2 119 &
fotas® 2279 2228 2299 10 8 1 9 134 2
Detro:t haoee 128 394 hEL LR mnr €9 3
1_!'4c~ A7 1820 1918 178 4 ‘38 2 147 7

2900 rame Or Cess
TInC!LaeY cacey wtoes tnan white and B'ack
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Nichigan has had a very slight increase in the Tow birth weight ratio between
1980 and 1982. In 1980, there were 68.9 tow birth weight infants born per
1,000 11ve births and this increased s1ightly to 69.4 in 1982. However, the
racialbreakdown indicates that while theie was & slight improvement for whites
that black low birth ue1?ht ratios worsened from 129.4 per 1,000 to 139.6 per
1,000. This differential is greatly accentuated in Detroit where after two
successive years of increase the ratic had increased to 147.7 low birth weight
births per 1,000.

Evidence indicates that racial differences are associated with corresponding
socio-economic differences.

The view that the racial differential in low birth weight incidence 1s a genetic
phenomencon, and thus cannot be eliminated, has been put forth by some health
scientists. However analysis of birth weight distribution according to socio-
economic status among homogeneous ethn‘c populations reveals a clear relationship
between birth weight and social class, with the birth weight of black infants

of higher socio-sconomis status comparable to that of whites. 4

Other scientists iike Gortmaker of Harvard University have made intensive revifgs
of the relationship between poverty and {nfant mortality in the United States.,
Using national data, the Gortmaker study estimated the relative impact of a
variety of biological, socfal and economic factors upon the risk of infant
death. Methods for this study fncluded the multivariant approach in which
ectinates of the relative risk for infant death were observed fn various sub-~
populations. Within the white population of legitimate births, the estimates
indicated that poverty is associated with relative risks of neonatal and post
necnatal mortality 1.5 times greater than experienced by infants not born 1in
poverty, independent of a vagjety of maternal and familial characteristics and
the birth weight of the infant. Gortmaker concluded that the estimated direct
effects of poverty on infant mortality are larger than the effects of poverty
mediated by the birth weight of the in®ant. He also indfcated that the
persistence of poverty and the continuing unequal distribution of health care
resources ' to pregnant women and young mothers in the United States implies the
reproduction of these differentials to the present day.

Antonovsky and Bernstein examined the relationship bétween the components of
infant mortality and social class by analyzing data available from 1¥{ant
mortality studies undertaken in Western Europe and the United States:OIt was
found that although infant mortality had declined dramatically in the past
century, the inverse relationship between social class and mortality has not
narrowed, in spite of the advances in medicine and surgery, sanitation and
housing conditions and the overall rise in 1iving standards which were presumed
to be of speciat benefit to lower socio-economic classes. The authors
concluded that an important focus of actfon, 1f the sacia) class gap 1s to be
closed, would come through less traditional medical techniques and broader use
of the instruments of social change including education and welfare strategies.

Since prematurity and low birth weight are generally twice as common among blacks
as among whites, this probably acconts for much of the overal) observed racial
mortality differential .17 Certainly it {s disturbing that poverty seems to be
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on the increase both in Michigan and the United States.18 The Children's
Defense Fund Study showing large increases in the number of children 1iving
in poverty in the United States now estimated at one in five, should be a
cause of concern given its direct and independent relationship upon adverse
infant mortality rates. Michigan, which has experienced double digit
unemployment levels over the last four years, now reports that one in four
children are being born into poverty. At the present time approximately
15 percent of the entire nine mi11ion Michigan population is participating
tn some form of public assistance.

[nadequate Nutrition. Nutrition is a component of particular concern
during pregnancy and Infancy. From clinical experience, the impact of an
inadequate diet is greater on an infant than on an older child or adult. An
inadquate diet during fetal development or infancy affects the entire growth
and development process throughout early childhood and may have lasting
effects into adulthood. Infants who are nutritionally ceprived experience
brain growth retardation. Insufficient caloric and protein intake slow bone
growth and delay calcification. The duration of u~der nutrition and cone
comitant poor health status for the mother ,and the infant are the most signi-
ficant causes of permanent growth retardation in a child.

Nutrition deficient infants do not spend their energy on development and are
therefore cheated of their full genetic potential. Nutritioral information
recormending proper food {ntake during pregnancy and infancy {s essential
particutarly in mothers of fi. st horn babies who are often {nexperienced about
the nutritional needs of infants ind appropriate feeding practices for the
newborn. ’

Failure to thrive is a condition asscciated with nutritional problems and 1s
defined as a rate of gain in weight and/or length more than two standard
deviations below the mean for an interval of at least two months. There are
both qrganic and non-organic bases for failure to thrive and establishing a
correct diagnosis requires careful evaluation to rule out malabsorption
syndromes from the interactional problems of care giver and infant,

Michigan health scientists are therefore quite concerned given the well documented
reported increases in admissions to hospitals in the Detroit area for failure to
thrive.

Or. ingeborg Krieger, Director of Children‘s Hospital of Detroit's Failure to
Tnrive Project,has verified that the number of Detroit children needing medical
care for malnutrition ~2arly doubled between 1980 and 1982. Although figures
are not in at this caint for 1983, Dr. Krieger believes that they will be higher.
She feels that this situation "has a clear correlation wifh economic changes that
have accurred in Detroit during the 1980-82 time period."!9 According to Dr.
Krieger's data there were 196 admissions for malnutrition in 1980, 356 in 1981
and 375 1n 1982, Thus, these figures for the 1980-82 period represent an 87.5
percent increase in hospital aumissions.

Clearly many Mich.gan communities continue to rely on neighborhood food kitchens
to supPly the daily nourishment needs of women 1iving in poverty.
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Since poor nutrition is one of the correlates of low birth weight, maternal
weight before and weight gain during pregnancy are predominate influences on
infant dirth weight. It has -been recommended that the total weight gain be

at least 10-12 kilograms during the prenatal period. Diet supplementation
programs such as the special supplemental food program for women, 1gsants and
children has produced statfstical increases in infant birth weight. Data
from more than 30 years ago suggest that an adequate diet during the last weeks
of pragnancy mdy even be lb1! to offsat the effect on birth weight of earlier
severe dietary deficiencies.c!

Unintended Pregnancy. Fertility studies have shown that in the United
States aimost all people, regardiess of ethnic, religious or socio-economic
background desire to have smller families and use or expect to use contraception,
Effective fertility mana nt has besn shown to contribute substantially to the
health of infants as well as to family health and stability. Any unintended
preanancy presents special problems for the family, the child and society. Very
many children, particularly at close intervals, is associated with a number of
complications in pregnancy and delfvery including placenta praevia, hemorrhage,
prolapsed cord, abnormal presentation or position of the fetus, sgpturn of the
uterus and postpartum intrauterine mnertie with severe bleeding. Increased
numbers of pregnancies may lead to nutritiona) deficiency in the mother which

will result in anemia, calcium deficfency and difficulties in breast fesding.

An interval of approximately two years between the end of one pragﬁancy and the
beginning of another is associated with the lowest incidence of late fetal and
neonatal mortality and prematurity.

Stdl11births are the most frequent among primiparous women espec1a11ﬁ if the
mother is over 35. The very young mother also displays a somewhat higher
sti11birth rate. Older parents are more 1ikely to have children with congenital
defects’ of certain types. v : ]
Economically the birth of an unplanned child to the family which cannot support it
adds to the responsibility that federal, state and local governments must assume.
It has been estimated that for every dollar invested by the federal and state
governmant in family planning services, there is a $2.00 saving§31n governmental
cost for health and welfare services within the following year, Additionally,
the burden of providing even minimal heaith care during pregnancy, labor and
delivery and postpartum adds significan*ly tc the cost for health care support
which must be provided to the medically indigent by a public means.

Reduction of family planning services to the poor and the near poor are thought
to exacerbate existing problems in infant mortality by delaying attention to the
unplanned pregnancy until families increase in size to the point of being
classified as below the poverty level. Finally, fejeral government studies going
back to 1966 indicate that when the various infant mortality intervention
strategies are compared or the basis of cost effect$§sness. that family plardning
outranks its closest competitor by a ratio of 6 to 1.

Lack of Prenatal Care. Prenata) care, especially the adequacy of care,
as measured by the timing and the number of prEgatal visits has been demonstrated
to be an important factor in low birth weight. The meaning of this association
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has been difficult to establfish because the number of visits does not necessarily
indicate the quality of care and because access to care and quality of care in
turn related to many other variables.

Current obstetrical standards strongly recosmend that prenatal care begin as
early in the first trimester as the woman feels that she might be pregnant.
Waiting until after the second missed period is often thou?ht to be poor advice
in contemporary medical circles. In fact, most obstetricians would recommend
that the woman have a thorough health history and examination prior to becoming
pregnant to assure that there are no medical, social or other contraindications
for pregnancy.

Prenatal care should be continucus and scheduled every four weeks until 28 weeks

of pregnancy, every two weeks until 36 weeks of pregnancy and every week after

the 36th week of pregnancy. This care should include health history initial
assessments, including risk {ndexing with a standardized tool, nutrition services,
psycho-social services, hsalth education and counselling as nceded.

Studies conducted by Budett{, Showstack and Minkler, fgearIy show the importance
of prenatal care in relationship to low birth weight.26These scientists controlled
for a variety of other important factors including: 1en?th of gestation, the
baby's sex, whether the child was single or part of a muitiple birth, mother's
age, mother's education, the number of previous pregnancies, complications of
pregnancy, and the type of hospital birth. They found that prenatal care {s
associated with an important increase in birth weight. For all babies, adequate
prenatal care imoroved birth weight by about six percent and for black babies

by approximately eight percent. Again, since differences in birth weight account
for the disparity 1ndjnfant mortality between the races, the fact that prenatal
care can be used to“improve birth weight distribution and thus black infant
mortality rates. s!ould be a mattar of highest p?]1cy {importance.

Several ather studies have been done evaluatin t(e impact of prenatal care on
~birth outcome. Very often the hehefits of public y funded maternity and infant
“care programs in terms of reduced infant or perinatal mortality have been
difficult to demonstrate. The Michigan group developed a new method of evaluation

in which patients served as both study and control subjects. In this program

evaluation, using the so-called team care or maternity and infant care program

model developed in the 1960's, a reduction in fetal and nsonatal deaths from 27

rates On the order of 99 to 128 per 1,000 1{ve births, to 28 per 1,000 was observed.

One othe- well controlled study conductaed by the Cleveland Perinatal Center showed

similar 1f rot more impressive findings when medical care only was pitted against

team care (med1c,é nutrition, medical social work, health education and public
health nursing).

Prenctal care and pregnancy outcome has been studied in an HMD setting, vis-a-vis
the general population in an interesting mu%;ivariant cohort analysis by the
University of Rochester School of Medicine. Four thousand one hundred and
forty eight deliveries in an HMO clinic weve comparad witn 19,0600 births in

the Portiand, Oregon area. With maternal risk held constant, low birth weight,
neonatal mortality and infant mortality were 1.5 to 5 times greater with late,
less frequent prenatal care than with early frequent care. Multivariate analysis
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demonstrated a pos{t{ve relationship between prenatal care and birth waight..
This anatysis also {ndicated that {ndependent of all maternal risk factors

that HM) membership was associated with an increasof 30 grams in the predicted
birthweight. However, this s1ight increase {n birth weight seemed to have no
dpparent effect on mortality.

Finally, in a much discussed evaluation of a pre-term birth prevantion program
conducted by Herron, Katz and (reasy potentially potent new intervention pmgsams
were demonstrated as being {nstrumental in reducing pre-term dalivery rates.

In the first year of this program, the pre-term deiivery rates at the umvcrsit{

of California, San Francisco, was reduced by nearly two-thirds. The exceptionally
Tow prematurity rate of 2.4 percent in contrast to the U.S. average of approximately
7 percent seemed to result from increasing the proportion of patients who are
suitable candidates for early and effective prenatal therapy. Control studies
have not been conducted at this point. This intervention involves weekly care

in special clinics in addition to rsgular obstetrfcal management. Education for
the patieng, particularly in the recognition of pre-term labor was an important
part of the innovation. Patients were al1so admitted to hospitals for introduction
of new 1 inhibiting drugs if pre-term l1abor was suspected. Staff training and
educatiod was also an important part of the program. Several states, including
Florida have begun replications of this pre-term birth prevention program.

A reviww of Table 4 below shows the important relationship to both whitas and
blacks of prenatal visitation. When the number of prenatal visits falks below
four, infant mortality rates fn Michigan soar from an average of 12.5 deaths
per 1,000 to 65 to 70 deaths per 1,000. This trend holds true for both whites
and blacks. As the number of prenatal visits increases, infant mortality rates
" begin to come dowpn. The most important indicator on the table mey be for those
high risk patients who have large numbers of visius. Even those with 20 or more
v1s1t\.\3deQuate care seems to greatly attenuate infant mortality rates,

——t
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Cr. Gloria Smith, Director of the State Healtn Department, recently estab}ished
a special prenatal task force involving over 150 outstanding Michigan hea'th
professionals and organizations to study the problem of inadeguata prenatal
care and its relationship to infant mortality. Among the major findings and
recommendations were:

e Approximately 9,500 Michigan women are pregnant each year and have
no health insurance or Medicaid. These women have inadquate {income
to pay for prenatal care and will need financial assistance.

e Forty percent of the financially needy group is located in the tri-county
area of Wayne,Oakland and Macomb Counties and 60 percent reside in
outstate rural Micrijan.

e Scientific studies show that for every dollar spent on prenatal care,
$4.00-$6.00 can potentially be saved in newborn intensive care and
related costs. Many of these hospital bills are not being paid
and constitute a serious burden of uncompensated care for hospitals.

e Other important barriers to prenatal care for all Michigan women must
be addressed such as transportation problems, provider shortages
especially in inter-city and rural areas, legal barriers such as
a minor's right to consent to their own prenatal care and outreach
and education services for hard to redach and vulrerable population
groups.

e The Medicaid system should be upgraded and adoPt the same standards of
prenatal and postpar um care as recommended by national and state
professional groups. The Medicaid program should aiso adopt a high
risk prenatal program for certafn diagnostic groups of patients,

e Local health departments should be rasponsible for assuring access and
availability of prenatal and postpartum care for all women reasiding in
thair jurisdictions who need assistance in making arrangements.
Financial help should only be given to those without health insurance
or Medicaid coverage who also meet low income guidelines.

Several important documents and findings resulted from the Director's Task
Force including a major Sﬂport entitled, Prenatal Care: A Healthy Beginning

h fgan’ i1dren.31  Other new methods for estimating need and access
and availability were demonstrated.

T ire are many excellent discussions of the value of prenatal care especially
in detecting and managing health problems. The March of Dimes Series 2 on
Prenatal Care, Module 6 entitled, Antepartal Predition of Fetal and Neonatal
Risk is among the best. To this 1Tsting we add ours prepared by The Division
of Maternal and Child Hea'th Obstetrical Gonsultant, Lee B. Stevenson, M.D.
(See Appendix A}).

Substance Abuse. There are no safe levels established for the intake of
aldohoT and most Tegal »r illegal drugs taken during pregnancy. Recent cvidence
suggests that even sma-' amounts of alcoho! or drugs, when ingested by the
pregnant woman at critical points in the baby's development in utero will lead .o
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premature ‘elivery, low birth weight for the length of time the pregnancy was
carried (tne small for gestational or SGA baby) and infants that are born with
serfous illnesses or birth defects. It {s obvious that American women need to
become more knowledgeable about the misuse of cigarettes, alcohot and drugs in
pregnancy and they must act on that knowledge if they are to secure better
pregnancy outcomes,

The care of the drug dependegs pregnant woman and her infant has been a special
area of concern in Michigan, The diagnosis of pregnancy, Prenatal care of the
pregnant drug addict including detoxification or Methadone maintenance and
psychological c. are expensive and difficult treatment programs to manage.

The resulting neonatal addiction also creates many problems which must be
managed often in expensive tertiary level hospital centers.

It is obvious to most 'n the field that simple instructions "not to use illegal
drugs, cigarettes or alcohol during pragnancy” are often not effective. While
it is encumbent upon the 1nd1v1dua? to take the important first steps of
making themselves available to care, effective management requires the
cooperation of a full team of health professionals and is difficult,

Birth Defects

A birth defect is an abnormality of structure, function or body chemistry, that
may be genetically determined, due to the effect of environmental facto on
the unborn baby, or a combination of geretic and enviromnmental factors. .ach
occurrence requires precise diagnosis and family counseling. Medical treatment
is often difficult and expensive although an increasing number of birth defects
can be diagnosed or completely corrected prenatally,

Cne in 33 children have a major b' defect noted at or near birth, and
5.10 percent ¢f these defects res . 'n the infant's death.

1t should be noted that birth defect: account not only for Targe numbers of
infant deaths, but a!s. for many hospitalizations. One in three pediatrig
hospital beds is filied by 3 child with a birth defect.

Inherited Disorders. Although pproximately 3000 genetic diseases are
known, five types are of particular concern to the public health system.

Downs Syndrome affects about 240 Michigan newborns each year, and is assdciated
with mental retardation and varying degrees of handicap, requiring 1ife long
care. The syndrome is associated with advanced maternal age (35+ years),

and can he diagnosed prenatally.

Neural tube defects. Severe spinal cord and brain defects occur in 280 Michigan
newborns each year. The risk is 2.5 times greater for whites than for other
racial groups. Some of these defects are incompatible with survival, while
others result in spinal malformation, nerve damage or destruction, weakness or
paralysis of the legs and p-oblems with bowe! and biadder control, Individuals
ana families encounter all of £ e difficulties assoctated with severe 'ife long
disability. and much of the expense fcr treatment and habilitation is borne by
sceiety.
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Defects related to particular ethnic groups. These defects include sickle
cell anemia, Thalassemia Syndromes, Tay-Sachs and cystic fiprosis. In
Michigan, about 50 black infants are born with sickle cell disease each
year and another 100 black infants will carry the sickle cell trait. Sickle
cell disease is an inherited autosomal recessive metabolic disorder which
stunts growth, has painful crises. 1imits activity, and shortens 11fe.

Thalassemia Syndromes are characterized by anemia, failure to thrive and
skeletal abnormalities. These $yndromes are most commonly seen in individuals
of Greek and Italian descent. In Michigan, approximately 6400 individuals carry
the trait and 20 have the most severe form of the disease. Additionally, 1 per-
cent of the black population may be affected by some form of this disease.

Tay Sachs disease is 100 times more frequent among Jewish families of Eastern
European descent than in the general population. Tay Sachs infants appear
normal at birth but die by age five as a result of progressive neurologic
deterioration.

Cystic fibrosis occurs primarily in white§ and affects one of every 2,000
births or abouc 70 newborns each year. In this disease, abnormal mucus
production leads to chronic lung obstruction and disability in later 1life.

X-linked defects. Hemophilia and muscular dystrophy are two examples of
prominent x-1inked defects. Hemophilia 1s due to deficiencies in the
clotting mechanism of the blood. In muscular dystrophy, muscle is replaced
by fat, leading to gradual muscual weakness and wasting.

Metabolic disorders. The most widely known disorder of this group is PKU
(phenylketonuria). It involves a genetic liver enzyme deficiency which, if
not detected and treated, will impair brain function and 1ead to brofound
retardation. Six newborns areaffected each year in Michigan, and another
six have variations of this disease.

Congenital hypothyroidism is a metabolic disorder which, when untreated,
causes mild to noderate physical and mental retardation. Even though the
fnfant may appear normal at birth, this disease can be diagnosed through
screening of blood samples taken within the first few days uf 1ife.
Twenty seven infan* are born each year in Michigan with this problem.

Galactosemia is an autosomal recessive {nherited metabolic disorder which,
when untreated, causes cataracts, liver disorders, and mental retardaxion
in two to three newborns affected each year.

Disorders of External Ovigin. Birth defects can also result from maternal
exposure to infectious or toxic agents.

Radiation and chemicals. Radiation and chemicals in the work place may be
damaging to the developing fetus, as may in utero exposure to radiatior from
diagnostic or therapeutic x-ray studies or nuclear medicine procedures.
Leukemia and other childhood cancers are related to such exposure. lonizing
radfation exposure of infants is of similar concern due to the potential for
the development of disease states with 1ife threatening consequences.
Additionally, highly toxic chemicals from the workplace may be carried out

of the workplace into the home with potentially damaging effects to the fetus.
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Drugs. Drugs 1ike DES (diethylstilbestrol) and anti-cancer agents are among
many known or suspected agents which adversely affect the fetus and newborn.
High maternal consumption of alcohol accounts for about 30 birth defects each
year {n Michigan. Other maternal drug addictions or severe substance ahuse
account for many seriously 111 newborns who require expensive newborn intensive
care services.

Sexually-transmitted diseases. Sexually-transmitted diseases may produce birth
defects. Congenital syphilis is not the significant protlem it once was, 2s
attended to by the decline in number of reported cases. 1In 1950, there were

335 Michigan cases; in 1960, 133; 1n 1970, 154 and 1n 1981, 4 cases. Oevelopment
of an overa'l effective syphilis control program, and a broader scope and better
quality of health care in pregnancy are the reasons for the dectining morbidity
rates. However, severe deformities and sti1lbirths are very real threats in

the case of an untreated syphilitic woman giving birth.

A baby born to a woman infected with ganorrhea may be rendered blind by the
infection. As required by law, persons and institutions responsible for
delivery must insti1l in the eyes of a newborn an approved prophylaxis to
prevent this condition. With the increasing quality of health care, the
incidence of the infection has been reduced. Only fifteen cases of gonococcal
ophthalmia neonatorum were reported 1n 1981 in Michigan.

There {s no effective curr for Herpes Simplex II. Since it {s not a reportable
disease, the true scope of the disease in Michigan is unknown. However,
national estimates indicate five to twenty mi1l{on people in the United States
are infected and 500,000 new cases occur annually, It is recommended that
expectant mothers with a history of genital herpes be considered for delivery
by C-Section to avoid the possibility of infection of the infant., Neonatal
infections are severe and occasionally fatal.

Other {nfections. Infections other than those that are sexually transmitted
may profoundly arfect the newborn. Cytomegalovirus. for example, may cause a
wide range of defects ranging from deafness and psychomotor retardation to low
birth weight, enlargement of 1iver and spieen, jaundice and gastrointestinal
atnormalities. But of all the infectious causes of birth defects, rubella fis
unique in {ts capacity to cause an epidemic of birth defects. The last
pandemic of rubella occurred in 1964-65 and caused 20,000 stillbirths and
30,000 congenitally deformed babies in the United States. .

The Congenital Rubella Syndrome (CRS) occurs among 20-25 percent of infants
born to women who acquired rubella during the first trimester of pregnancy.
Multiple serious defects are the norm with the combination of cataracts,
deafness and heart defects occurring most frequently and comprising a
distinctive triad. CRS can and has been prevented by :educing the chances

of maternal exposure. Since 1970, the focus of this effort has been the
widespread immunization of children who serve as the reservoir of infection.
More recently, adolescent and adult women have been immun{zed to provide more
direct protection. The {mmunization of young women in the child bearing 2ge
group {(ages 15 to 40) was slowed for a time by fears that the vaccine virus
might also be capable of producing defects. A body of evidence has accumulated
however. to support the aradual expansion of a vaccine target group to include
fertile women if the risk of pregnancy could be kept small during the immediate
post vaccination period.
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Rubella morbidity has dramatically dropped since the advent of vaccines and
especially since 1979 when an intensive effort to immunize older school
students was conducted. The number of CRS infants born each year has also
d-apped but not in direct proportion to the overall morbidity. In 1980,

S .. cases were reported. ’

The adolescents not immunized in the early and middie parts of the past
decade have now moved into their prime childbearing years and, 1f exposed,
sti1! have a significant risk of maternal rubella infection. Women who were
between elevén and seventeen years old during the rubella campaign of 1970-71
were too old to have been offered rub#lla vaccine and the subseguent drop in
rubella morbidtty prevented many of them from acquiring natural antibodies. >
This cohort in 1982 {s now batween 22 and 29 years of age.

Other Probiems

Infectious Diseases. Sporadic gastrointestinal and respiratory 111lnesses
such as pneumonia, flu and diarrhea cause a significant amount of morbidity
and mortality in this age group.

Nosocomial neonatal infections are gutbreaks of 1ife-threatening staphylococcatl
111ness and other infectious diseases in nurseries requiring immadiate
epidem?~1ogical investigation to identify the sources and contro! the outbreak.
Twelve co 24 such outbreaks occur in Michigan hospitals every year.

Injuries at Birth. Birth injuries, difficult 1abor and other conditions
causing Tack of adequate oxygen for the infant are among the leading causes
of nawborn deaths. In 1979, there were 45 infant deaths related to intrauterine
hypoxia and birth asphyxia. Significant morbidity, mainly cersbral palsy, is
also present and will be more easily measured when data on Michigan one and five
minute apgar scores is analyzed,

Complications of labor and delivery may also lead to poor pregnancy outcomes.
Small pulvic cavity, hemorrhaging from the site of placental attachment, abnormal
placental location, abnormal fetal position or sudden crises related to toxemia,
heart disease or diabetes can all 1ead to birth injuries.

Sudden Infant Death Syndrome. About 250 infants in Michigan die of crib
death each year. The figure could be as high as 350 per year {f national
incidence rates were applied. The difference may be due to lack of recognition
of the child's death as SIDS. Autopsy is the only means by which a correct
diagnosis may be made. Recent evidence has been accumulating that abnormal
cardiac, respiratory and sleep patterns may increase the risk of apnea
(breathing interruptions). Prolonged apnea may underiie many SIDS events.
There is a'so specualtion about the role of allergic factors in producing an
anaphylactic shock reaction.

Child Abuse and Neglect. Child abuse and/or negtect result from parental
psychologfcal probTems and stress. Abute occurs when that infant's health
or welfare ts harmed through non-accidental physical or mental injury or
maltreatment  Infant neglect occurs when the persor, responsible for the
infant's heatth and welfare fails to provide adequate food, clothing, shelter,
medical care or protection from physical dangers.
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About 15 percent of the total child abuse cases investigated by the Michigan
Department of Social Services Protective Services from October 1979 through
September 1980 were 0f infants one year or under, 4,258 cases of the total
28,308 cases. The diagnosis of child abuse and neglect {s not difficult

. when injuries sustained require hospitalization. The challenge {s to recognize
potential problems so that early treatment or preventive programs can be
effective,

Analysis of U.S. and Michigan Infant Mortality Trends

. With the Michigan reported population increase in {nfant mortality in 1981, a
great deal of attention and interest was focused on United States and various
state infant mortalfty trends. Most public health scientists have come to
rely on the Nationa! Center for Health Statistics for timely and appropriate
mortality data. The National Center has a long and distinguished track record.

. Thus, Michigan officials were distressed when the National Cent:r began releasing
false and misleading provisional infant ggrta11ty statistics to the New York Times
and other newspapers around the country. This was done in spite of the fact
that Michigan had published final infant mortality rates for two of the three
vears between 1980 and 1982. That result was to sharply underestimate infant
mortality rates in Michigan and to downplay the extent of the problem. This
can be seen in Table 5.

Table §

Comparison of Infant Mortality Rates Released
: by the Federal Government and Actual Michigan
Final Rates

Federal Mieﬂigan Final
1980 12.5pPr 12.8
1981 13.0Pr 13.2
1982 11.7pr 120

T over:'] difference in provisionally shaving 0.2 to 0.4 infant
deaths per one thousand livebirths over the three year period amounts
S0 1 norsrayqal of Michigan having 118 fewer infant deaths than it
actsa’ly sustained. It also presents quite a different picture when

morta’ 1ty trends are being examined as we shall see in the ensuing
analysis.

The Brand® Reror® concluded with this statemer: .
Tloam n‘eand to report that there i§s no evidence that
fre rite 4% decline in infant mortality has abated
erther ~at:onally or in any state. 3¢

Let us examine this statement with reference *c the Michigan problem.

5.
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In order to determine whether infant mortality rates tor the years

1981 and 1982 in Michigan deviated significantly from previous trends,
least squares regression lines were fitted to 1976 - 1980 infant
mortality rates for Michigan and the United States as a whole. Time
(years) was the independent variable and infant mortality rate (rate

per 1,000 livebirths) was the dependent variable. The results of these
regressions based on the S-year data were used to precict rates for

1981 and 1982. The observed rates for these years were then compared to
the predicted rates in order to determine whather a significant departure
from the previous S-year trend took place. It should be noted that the
observed rates for the years 1981 and 1982 for the Unitad States are
provisicnal rates. -

Because the actual regression equation was derfved using only 1976
through 1980 observed rates, tha upper and lower confidence 1imizs
on the regression lines for 1976 through 1982 data were calculatud
in separate ways for the intervals from 1976 through 1980 and 1931
through 1982. The confidence 1imfits for the regression lines from
1976 through 1980 are based on the estimated standard deviation of
the observed values, whereas the confidence 1imits for 1981 and 1982
are based on the estimated standard deviation of the predicted new
values, Confidence 1imits based on the estimated standard devia-
tion of predicted new values give rise to wider intervals than
Yimits based on the estimated -tandard deviation of observed values,
other factors remaining the same., The limits presented in Figures |
and 2 are 90% confidence 1imits.

Observed anc Predicted'iniant Death Rates
For the United States, 197 6-1982
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Observed [Predicted Infant Death l.dn
for Michigan, 1976-1982
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Figure 2

Reviewing the results of analysis in Figures 1 and 2 reveals that the
observed infant mortality rates for 1977 for both Michigan and the
United States as a whole are significantly lower than the predicted
value of the regression line. For the Michigan rates, however, the
observed 1981 infant mortality rate exceeds the upper confidence limit,
and is therefare significantly greater than the regression line predicted
value (p& .025). The observed Michigan rate for 1982 is not significantly
different from the regression line predicted rate (pd> .1). The observed
rates for the United States for 1981 and 1982 are both within the 90%
confidence limits for the regression |ine and are slightly lower than

the predicted values. The 1981 rate for Michigan, then, does depart
significantly from the trend determined by least squares regression for
the previous five-year period in Michigan.
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The previous description is based on the assumption that the yearly

infant mortality rates are true population values that do not vary.
Instead, it {s the regression 1ine {regression of infant mortality

rates on years) which is variable. S1ightly different results are )
obtained if we assume that rates vary as & Poisson variable and the
regression of infant mortality rates on years is a true population
parameter. Standardized Mortality Rattos (SMR's) may then be constructed
for each year “v determining the number of expected infant deaths from
the regression predicted rates and the observed number of 1ive births

for each year. (The number of expected infant deaths will equal the
oredicted rate times the observed number of live births ¢ 1000.) The Stand-
ardized Mortality Ratio will then be the ratio of observed infant

deaths to expected {nfant deaths. For Michigan, the SMR's for 1981

and 1982 are 1,077 and 1.038, respectively (see Table 6). (That is:
1,851/1,718 and 1,672/1,611.)

Table 6
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For the U.S., the SMR's for 1981 and 1982 are 0.984 and 0.998,
respectively. (That {s: 42,700/43,387 and 41,700/41,781). 1If

a two-sided statistical test for the ratio of an observed value

of a Poisson variable to its expected value 13 used, the observed
numper of infant deaths in Michigan for 1981 is significantly greater
than expected (p<.01) and the observed number of deatis i{n the U.S.
for 1981 {s significantly less than expected (p<.01). No
significant differences arc seen in either the U.S. or Michigan's
1982 performance, althaough Michigan at 12.1 remained above its
predicted 1982 value for infant mortality of 11.7.

The interplay of both the U.S. and Michigan 1976 through 1982 fnfant
mortality experience can be seen “whole” by viewing figure 3. Once
again, 1t {s interesting to note that the slope of the Michigan
regression 1ine s lees steep than that for the United States as a
whole. Both regression lines are “good fits" on the 1976 to 1980
data points with R=.98 for the U.5. 1ine and R=.98 for the Michigan
line.

figure 3

Obrerved ond Predicted 'Infant Dcoth Rates for
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The differences in the slopes of the two lines is sugoestivt that Michigan
may be departing from its traditional place as a median state in terms of
infant mortality. Even if it returns in 1983 to sit directly on its own
trend line, this will represent a widening adverse gap with the averaas
national experience. In 1981, Michigan had a thirteen percent highur infant
mortality rate than the U.S. In 1982 this narrowed to an eight percent
differential.

What is the cost 1n human terms? When Michigan moved away from its downtrend
gfb}97g to 1980, it experienced excess infant deaths that are projected in
able 7.
Table 7

Projected Excess Infant Deaths in Michigan - 1981-1982

Year Observed Predicted Excess Deaths
1981 1851 ms 133 .
1982 1672 1611 6

Total 3523 3329 194

Excess Deaths = Observed infant deaths minus predicted infant deaths based on
the least cquares regression 1ins fitted to Michigan's observed rates for the
years 1976-1980,

Michigan experienced a projected combined total of 194 excess infant deaths
over the two year period of 1981 to 1982, If projections are run using
observed Michigan deaths versus U.S. observed infant mortality rates, then
Hichi?an experienced 333 excess infant deaths, For Michigan to obtain the
<ame level of infant mortality as the U.S. is not an unreasonable goal since
Michigan performed at that level during the 1976-1979 period. Based on the
foregoing analysis, however, it does not appear to be attainable in the near
term,

The infant mortality problem,as pointed out in earlier sections of this report,
disproportionately and negatively &ffect vulnerable subpopulations. The poor,
the black, the unemployed and the uninsured are those who bear the brunt of
the infant mnrtalit{ problem. For a state like Michigan with 2 large number of
births (133,000 to 135,000 per year) to have a population increase in infant
mortality requires that these {dentified subpopulations experience dramatic
increasas in their rates of low birth weight and resultant infant mortalicy.

Detroit, for example, is mired in infant mortality rates of 21 to 22 deaths
?er 1,000 1ive births, rates not seen in the U.S. “ss a population” since the
960's. Black infant death rates in Detroit have risen in the last four
successive years, Clearly infant death rates for black populations which are
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fifteen to twenty years behind white infant death rates are unacceptable in
an enlightened and compasionate society 11ke ours. High infant mortality
rates {n these subpopulations,especially among the black population, cannotas
be dismissed as they have heen as a sumewhat unfortunate "historical” fact.

Summary

Infant wortality rates in theUn{ted States compare quits unfavorably with other
developed countries around the world. The infant death rate has generally

declinad steadily in Michigan and throughout the nation since the turn of the
century. During the iast 30 years alone the infant death rate has declined by
almost 50 percent. These improvements have besn made largely possible because

of better nutrition, housing and {mproved health care, Despite this prograss,

this first year of 1ife remains the most hazardous pe-iod until age 65.
Additionally, not all grouPs have shared equally in this progress. Sharp differences
persist in both infant death rates and the use of health services according to
family income, ethnic background, parental education and geographic location.

While Michigan's decline in {nfant mortality has closely paralleled the nat a's
experience, at least up unti) 1981, there is & great deal of uncertainty ac to
whether Michigan will return to 1ts pravious status as a median state in terms of
infant mortality. The reason for thi concern ts underscored by consistently
higher unemployment levels than exper..nced by the rest of the United States and
the large numbers of newborns currently est{mated to be 25 percent, who are born
directly into poverty.

Generally speaking, two-thirds of all infant deaths are related to the prohlem
of the low birth wefght infant. Unfortunately, most recent progress in reduction
of infant death appears to have come ry improved survival rates for low birth
weight infants. This {s generally tnuught to be a rasult of high cost and high
technology perinatal {ntensive care programs,

If the birth weight specific infant death rates in Michigan had not changed from
the 1370 levels, as Table 8 below shows, the infant death rate for {nfants born in
Michigan 1n 1979 would have been about 17.9 deaths per 1,000 1{ve births. The
actual rate of 13.0 in 1979 represents a decline of about 27 percent from the
1970 levels due to reductions in birth weight - spacific mortality rates.
Approximately 90 percent of the improvament in the infant death rate between
1970 and 1979 can be attributed to reductions in these birth weight -~ specific
mortality rates, and only a 10 percent raduction to favorable changes in the
birth weight distribution {tself. .
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™his phenmgan has been observed by other authors who have come to similar
conclusions. These health scientists have reported that the United States
does just as well as other countries when standardized birth weight distributions
are used. Their conclusions indicdte that the United States has relfed on
expensive high technology newborn intensive care to bring dowm its infant ~
mortality rate. Addmonnlg. they state categorically that the disproportionate
parcentage of Yow birth weight births in the United States accounts for our
retatively poor ranking with other developing nations.

The factors underlying low birth weight include unemployment and poverty, poor
maternal and infant nutrition, unintended pregnancy, lack of prenatal care and
maternal suQstance abuse.

/
Dr. Myron Wegman, Dean emeritus of the School of Public Health at the University
of Michigan, has asked the question of whethor or not exress attention is bein?
paid to the absolute value of infant mrtaHt! rates, " thus stimulating competition
to achieve lower numbers for their own sake."37 He points out that one major
concern 1s that such a competition might lead to continuing disproportion
expendi tures for high technology perinatal intensive care. As the ensuing
sections will point out, there 1s reason to belfeve it would be better to
put more policy emphasis on low cost preventive health care strategies of
demonstrated effectiveness. Such a policy, in the opinion of Dr. Wegman,would
put our natfonal health priorities in better perspective,
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IMPACT OF UNEMPLOYMENT AND FEDERAL BUDGET CUTS

Unemployment and Budget'Cuts

Michigan has experiericed over four years of double digft unemployment. This
problem which began in 1980 resulted from a combination of factors including

a restructuring of the automob{le industry and a national recession which had

a heavy impact on the highly industrialized manufacturing states in the Midwest,
East and some portions of the South. ,

Unemployment rates peaked in Michigan at 17.8 with ovar 750,000 workers off the
Job. Present unemployment rates continue to Jead the nation and for February
1984, are Yisted at 12.8 with 535,000 people out of work. These numbers of
unemployed workers are higher than the number of citizens 1iving {n major
cities and even same states around the nation.

Once the economic decline started, the tax base in the state continued to shrink
while increasing demands were made for every aspect of sublic health and social
service functions, Compounding the problems of high unewployment and
restructuring within the automobile industry were the high cost of energy,
interest ratas (rapidly increasing at 3 time when the state was borrowing
significantly to meet 1ts costs) and tax dollar outflows. Unfortunately,
Michigan continues to be one uf the states receiving the lowest percentage

of tax dollar return from Washington Factors noted by public
policy makers in Michigan for this latter disparity include changes in federal
matching formylas and other categorical funding distributign formulas, the
tack of military bases and defense contractors in the state and the "New
Federalism" which meant significant reductions in many humun service programs,

The Michigan Department of Public Health during th: sixteen month period from
beginning of FY 1982 to January 1983, recorded a total drop of $24.2 mi1lion

in combined federal, state and other rovenue. Maternal and Child Health Programs
in the state health departmant recorded a $6.7 mi11ion loss during the same

time period. Thus, while the numbers of persons ¢ifigible for and participating
in publicly supported health and socfal services progriws were increasing, the
programs themselves were being reduced in size and scope.

' The following §1lustrates some specific examples of the impact of those declining

revenues during the 16-month period for Maternal and Child Health,

0 Maternity and infant care projects in Wayne County were reduced
saverely. Three clinics were closed, teminating services for
600 women and almost 11,000 chfldren,

o Crippled Children's Programs were experiencing signifi. .nt increases
in caseload at a time when funding was level., .case management
services to clients were reduced.

o Improved pregnancy outcome program which in Michigan was aimed at
reducing infant mortality and otner problems for pregnant teenagers
was completely terminated in all. four program locatians by the
federal government,
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o Famfly Planning. Federsl Family Planning expenditures under
the Title X Program were reduced in the Midwest by ‘nearly
30 percent while other areas of the country were virtually
unscathed. This resulted fn over a mi11ion doliar funding
cut to family planning p: jects that reduced services by
some 21,500 patients. Family Planning staff believe this
could result in nearly 9,700 unintended pregnancies,

In January 1983, Michigan elected 2 new Governor, James Blanchard. From the time
he took office, Governor Blanchard moved forcefully to get Michigan moving again.

The first major hurdle to overcome .as the state's solvency. Governor Blanchard
together with legislative leadership announced a combined program of budget cuts
and state employee reductions together with a general state tax increase. The
plan passed and it has worked. Today Michigan is reaping the benefits of a
balanced budget and has found new confidence on Wall Street as debts incurved
in the early phases of the recession are now being paid at an accelerated rate.

Governor B8lanchard has also generated a constant and steady stream of economic
development initiatives fn a massive 20 point economic program which should

move Michigan to a more diversified economy. These initiatives include worker
retraining programs, a high technology consortium between industry and mjor
state universities, export fnitifatfve for Michigan farm and industrial products,
promotion of racreational and natural resource Opportunities and assistance

for Michigan business to obtain a greater share of federal procurement contracts.

Today, Michigar is on the move and to characterize the Michigan of February 198!
as"empty smokestacks" and "breadlines of citizens" would be incorrect. The

auty industry after retooling its plants and introducing many new technologies

is shawing record breaking profits. This {s a remarkable feat in the face of

the previous three and one-half year U.5. sales slunp. It is particularly
imprassive when one realiZes that the number of units sold has not yet approached
previous record highs of the late 1970's.

0f course. many problems remain. Persistent and double digit unemployment continues
to place heavy burdens on the public service sysier.

Average Unemployment Rates for Selected Michigan Cities, 1983

Detroit 18.7
pontiac 26.3
Flint 21.8
Sasinaw 19.4
~24-
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Unmet Needs for Michigan's Mothers and Children

The Crippled Children's Program is one of \'¢ many programs serving mothers

and children in Michic . During the recent ::2ars of recession, the number
served in this program rose from 12,800 in FY 1980 to 14,000 in +Y 1983.
Program officials also realize that there are many children with unmet needs
who are unable to be reached at this time. Concern has also surfaced rejarding
the increased costs of providing expensive medical care and treatmrnt sery,.2<
for severe crippling conditions. Medical care cost inflation exacerbates the
many problems of tre increasint caseloud.

. The Maternal and Child Health Program also includes the supplemental security
income/disabled children's program. A variety of case management services are
provided to individual multiply disabled children. We know from our experience
over the pest few years that such case management services improve the
effectiveness andsefficiency of medical care and treatment yet the SSI program

. is only serving children from birth to seven years of age while potentially
tinse up to 16 years of age are eligible. We are also having difficulty in
Michigan e.panding services from the 35 existing counties to all 83 caunties.

During the past several years, local health departments have also noticed a
growing need for services that are required for dependent populations such as
older Americans, mothers and children. 1In a recant survey conducted by the
Departrent of Public Health “ocusiny on service needs and family planning, the
suppiemestal food program for pregnant and lactating women, infants and children,
miternity, infant and cvi1d health care clinics and the early and periodic
screening, diagnosis and treatment Lrogram found a series of problems.

There were signiflcant increases in prroram demand throughout Michigan and most
of this increase seams to have comc froum the "new poor"” or persons who have
4ssets but no cash due to recent unemploymeat. Ten of the fourteen local health
departments surveyed mentioned that they were seeing significant numbers of

rew poor clients. Increased waiting times up to three months in some cases were
also mentioned by local health authorities signaling a potentially dangerous
vroblem depending upon the service provided. They were especially worried about
the lack of ability to provide early prenatal care or to get pregnant women on
to the WIC program early in the first trimester.

% The Jobs Bill which passed the Congress in the Spring of 1983 jave Michigan a
badly needed infusion of roughiy $11 million in new health care financirg. These
funds were nearly evenly divided between maternal and child health, WIC supplemental
fouds and the community health centers. These funds were immediately programmed
uirng priorities of oregnant wemen and infants aimed at reducing high infant
ded'th rate< statewide. All programs began to operate in the Summer of 1983,

Bad1ly needed prenatal, infent care, school health, family planning and accident
crevention programs have been put inmiu place. Naturally, local health departments
ire extvemel; concerned that these new and important initiatives may be completely
cartaiied :n September 1984. Obviously, th~ problem continues for Michigan and
for mdany other areas of the United States.

-25-
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Summary

How can unemployment increase infant mortality? This question was addressed

by the :mminent Michigan researcher, Dr. Marilyn L. Poland in an3éntensive
review of unemployment, stress and infant mortality in Detroft. Her paper
described stress at various levels of government, it also examined stress

levels within family, to determine the process by which econmic finstability
could effect infant martality. While firm conclusions are elusive, Dr. Foland
cited many associated factors which appear persuasive in light of other studies.

8~enner of Johns Hopkins Untversity preparud perhans the“classic paper' on the
relationship between fetal infant and maternal mor‘¢lity during periods of
ecouamic instability.39 He concluded:

The results . . . indicate that significant char jes in the trends

in perinatal, neonatal and post neonatal and mat.rnii mortality

occur reqularly in the United States as a result « f environmental
change associated with economic fluctuations. ~ne evidence indicates
that economic recessions and upswinis have p.ayed a significant role
in fetal, infant, and maternal morta‘ity in the ‘ast 45 years. In
fact, economic instability has probably bee. ‘e.puvsible for the
apparent lack of continuity in the decline v Tl tortality

rates since 1950.

Studies by Arden Miller indicate that health status ia the United jtates is
closely linked as previously pointed out to socio-economic status?® Dr.Miller
has concluded that perhaps because of “the nation's relatively weak commitment
to assuring participation of all people in essential and appropriate health
services” that these socio-economic status uifferences. cont‘nue to undergird
differential health status between economic groups.4l He concludes:

(Data are now available} . . to lead responsible policy makers
to the inescapable conclusion that the health of children,
pregnant women and poor families is suffering and in great
jeopardy. These adverse effects must be attributed to a
combination ¢f circumstances that include serious recession,
increasey poverty rates for households with children and
dimintshed health benefits an. social support services. In a
time of locar or widespread economic revers:ls, health services
need to be expanded .ather than contracted.

-26-
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EFFECTIVE INTERVENTION STRATEGIES

Infants are profoundly dependent on others for their well-being, Strategies
for infants health have been developed over the last several decades in
recognition of the fact that some of the most effective services relate to
women of reprodi:_tive age and their children. The term "maternal
and infant heal.h” or "maternal and child health" has come to describe this
constellation of services.

Thece services have as their basis two important tenets:

¢ Improvement of the health of mothers and children leads to better
heaith for the entire population. Mothers and children constitute
a highly strategic group; they are especially vulnerable to hazards
and attendant problems of reproduction, growth and development, and
at the same time are the segment of the population which is most
respansive to heaith care. .

¢ The health of mothers and children is closely related to the general
health of the community and to the social, economic and cultural
background of the country as a whole. Measures which 1mp£ove the
general public health will benefit mothers and children.$

The greatest growth in health care costs have come from the entitlement
programs, such as Medicaid. Cost effective programs which emphasize prevention
and earmark funds to the most needy probably should not be cut since these
programs have been able to provide services to increased numbers of persons

and streamline costs during a period of high inflation. This is particularly
true in periods of high unemployment and economic distress since the health

of mothers and children is often the first to suffer.

Maternal and Child Health Programs are cost effective:

e A federal GAC report published on February 27, 1979, indicated that
for each $1 spent on WIC there is a savings of $3 which sould have
heen spent caring for a low :irth weight {nfant and for each $150
million spent on WIC $260 m 11ion is saved in federal.axpenditurea3
for Medicaid, Supplemental Security Income and speciéW education.

e The Center for Disease Control in Atlanta showed that children enrolled
fn WIC had considerable improvement in blood hematocrit values
(reduction in anemia). An Arizona study record:d an 8) percent
reduction in anemia, 82 percent reduction in undsrweight infants
and 64 percent improvement in children’s height, %

¢ A national study conducted by the Alan Guttmacher listitute demonstrated
a benefit/cost rigio of $1.80 tor every federal dollar invested in
family planning.

o Medicaid children participating in the EPSDT program have achieved
fmmunfzation levels of 82 percent comparison to the state average
of 68.6 percent for all Michigan children. Every 1lar spent on
imnunization saves an estimated $8.00 in treatment costs.

.27-
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Medicaid children participating in rescraening after two years

fn the EPSDT Program had an 8 percert reduction in problems needing
referrals. One percent of the children participating in EPSDT
screening were referred for diagnosis and treatment of excessive
blood lead levels. Left untreated, lead poisoning can result in a
wide spectrum of morbiditxsincIuding behavioral problems, mental
retardation and in death,

e Maternity and infant care projects (MIC) in Michigan have contributed
to & decline in maternal and infant mortality. A study completed in
1979 showed that women who had delivered their last pregnancy outside
the Michigan MIC projects suffered a perinatal mortality rate of 1113
per 1,000 live birzgs. Delivery within the project reduced this
rate 26 per 1,000,

e Government studies show that for every $1 spent on prenatal care,
$4 to $6 are saved in neonatal intensive care (NICU) and
re-hospitalizision for Yow birthweight infants during the first
year of life.

The literature is extarsive on the effectivenass of maternal and child healtgg
programs. Excellent review articles ave found in several books and reports.
while this literature is much too extensive to review here, the Forward Health
Plan for 1979 through 1981 published seven years ago by the U.S. Department

of Health, Education and Welfare, succinctly summarized both the state of the
art and the need for action by nealth authorities.

There is strong evidence of a positive correlation between the
receipt of maternal health care services and the reduction of
infant mortality. There is further indication that health

services play a particularly important role in infan{ mortality
reduction in the neonatal period {0 to 28 days) when three-fourths
of a1l {infant deaths occur. The non-medical factors appear to hage
an effect more on the post neonatal period {29 days to one year).30

The U. $. Government officials also strongly emphasize the need to:

. target resources for the prevention of {nfant mortality
to those areas of greatest need. Areas would be selected based
on a number of indices including rates of infant mortality and
low birth weight infants. Seed money would be awarded to sites
to facilitate the pggcess of targeting resources on the problem
of infant mortality.

Michigan Department of Public Health in fts publicatfon Health Promotion and
Disease Control: Report of the Harrison Conmittee identified three key

strategles for theimprovement of infant health. They 1nc1udg2fam11y planning,
pregnafncy and infant care, and environmental hazard control.

Family Planning

Comprehansive family planning services represent an effective means of dealing
with the health, social and economic problems associated at least in part with

-28-

3
Lo

Aruitoxt provided by Eic:



[

ERI

Aruitoxt provided by Eic:

69

the occurrence of unwanted and mistimed pregnancies. Services available to
each family planning client should include: '

“~
Physical Examination Pregnancy Testing
Contraceptive Supplies Sickie Cell Testing
Venereal Disease Counseling Infertility Studies
Education and Information Sterilization
Contraceptive Counseling Nutritfon Counseling
Treatment or referral for Laboratory

social problems

Several disease prevention and health promotion measures have been {dentified
in the area of family planning. They are made up of a variety of educatfonal,
informational and service delivery activities.

The Harrison Committee strongly recommended that a family 1ife curriculum be
incorporated into Michigan school programs. Topics such as human sexuality,
reproduction, contraception, peer pressure, values clarification and decision
making should be introducted. A new Michigan Law P.A, 226 of 1977 offered
Michigan school systems an opportunity to make such curriculum additions with
the assistance of a parent-community council.

A second needed activity is informing citizens about the availabilfity of
prescription and non-prescription contraceptives, their effectiveness,
availability and cost. Assistance 1s also needed for parents wishing to
have materials available to provide "natural" family planning methods which
require periodic abstinence.

Anothrer education effort is that of upgrading the knowledge of family planning
clinicians regarding the relative risks ana effectiveness of all family planning
methods.

Finally, it is recommended that faxnily planning services need be made available
in all areas of the state. These services snould be offered to sexually uctive
males as well as females on a voluntary basis. Finally, there should be efforts
made to include family planning as a routine part of the hospital postpartum and
private physician care for women. If a woman {5 breastfeeding, preference should
be given to contraceptive methods which do not interfere with normal lactation.

Pregnancy and Infant Care

fhe provision of high quality prenatal, obstetrical and neonatal care, and
preventivu services during the first year of 1ife can reduce a newborn's

risk of iliness and death. An important starting point is the thorough assessment
of special risk because of family history or current medical problems;
confirmation of the pregnancy by physical examination and laboratory tests;
amniocentesis and genetic counseling where indicated; and counseling on
nutrition, smoking, alcohol use, exercise and sexual activity.

Many risks can be detected and intervention begun to reduce or eliminate

problems for the mother and child. For example, prenatal diagnocis can lead
to successful in utero interventions for sych conditions as erythroblastosis and
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hydrops, galactosemia, methymalcnicacidemisa {vitamin B,, responsive), multiple
carboxylase deficiency {biotin responsive) and conqenilgl hypothyroidism
(See Appendix A),

The American College of Obstetricians and Gynecologists recommends a routine
schedule of prenatal care vi,its: every 4 weeks until the 28th week of
gestation; then every 2 wecks until the 36th week; and thereafter every week
until delivery. While this may assist in attending to the physical aspects
of pregnancy, one should not overlook the socfal, emotfonal and education
needs of the parents or other caregivers,

wccess to high risk hospital care is available in Michigan through a program

of regional perinatal center< Again, good maternal, fetal and neonatal risk
assessment, communication ar  -eferral, if necessary, can improve the outcome
of pregnancy. Family-centerc.. atermnity care and birthing alternatives in the
hospital setting, combined with recent technalogical advance such as electronic
fetal monitoring of the fetus or total life support for the neonates, enhance
tie birth process and outcome,

Once the infant is born, screeningfor phenylketonuria (PKU), conganital
hypothyroidism and galactosemia should be done. Prevention of Rh (rhesus)
sensitization is another major advance which begar in 1968 with the introduction
of Rh immune globulin. The postpartum availability of family planning allows
the parents to choose the spacing of the next child or to end childbearing by
electing sterflization.

Health services for newborns in hospitals include: evaluation of the newborn
immediately after delivery; compliete physical examination before discharge:
prevention measures such as gonococcal eye infection prophylaxis and administra-
tion of vitamin X; nutrition assessment and intervention if necessary; bonding
and attachment activities and arrangement for pediatric care following discharge.

During the first year of 1iie there should be periodic health assessments.
initiation of immunization, counseling and anticipatory guidance, as needed,
and instruction on the use of community resources for children and families.

Environmentsl Hazard Control

As more is learned about congenital anomalies and maiignant neoplasms, it
will not be surprising {f more and more environmental pollutants are found
to affect the genetic material of parents. There ags many chemicals, drugs
and preventable diseases which are known offenders.

Two important lessons that can be learned from the nation's history of attempts
to improve the pub'ic health in this area are:

e [t is not necessary to completely understand all the causes of
a particular type of damage before action is taken to reduce
{ts harmful effects.

e Attempts at amelioration may also have negative consequences.

It i5s as important to study the effects of corrective strategies
a, it is to study the f1lness or injury itself.

-30-
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The means forreducing environmental hazards for infants could be swmarized
in the following ways:

¢ Prevent the creation of the hazard in the first place

- clean water supplies
- do not use flammable materials in dwellings and infant
institutions

o PRaduce the amount of hazard brought into befng

. - reduce top speed capability of motor vehicles
- reduce water temperature to below scalding levels
- reduce amount of lead being introduced into the environment.

¢ Prevent the release of the hazard that already exists

- protect hospitalized infants from infections by proper
fsolation, filter and control procedures
- impound nuclear and chemical waste.

Summary

Even the most casual reader will note that the above discussion on effective
fntervention strategies did not cover regionai perinatal care. As was pointed

out in earlier sections of the report, this strategy has probably been responsible
for the large majority of infant death reductiors during the -1970's. Many health
writers inciuding this one believe that we may have exhaustéd most of the potential
benefits of applying high technology care to mothers and newborns. There is a
growing consensus that further reductions to infant mortality in the 1980's will
require much more attention to preventive programs designed especially at reducing
the incidence of low birth weight,

A second reason for not emphasizing the perinatal care option has to do with its
cost, While these costs vary substantially from state to state, in Michigan we

are paying approximately $1,000 per day for an infant in a newborn intensive

care unit. The sickest infants may stay in these units for three to six months
however, the average length-of stay s 17 to 27 days. Typically, when one averages
the acute and intermediate care patient cost for neonatal intensive care, they
range from $10,000 to $15,000. These costs are in sharp contrast with the low

per patient output for such programs as:

¢ Infant screening diagnosis and referral - $40.00 per visit,
e Family Planning - $75.00 per patient per year.

& NIC supplemental foods - $30.00 per client per month.

e Comprehensive prenatal care - $350 per pregnancy.

In one sense society can "pay now or pay later", We have a choice of paying the
lower cost of preventive health care, assuring its widespresd availability among

=-31-
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all population groups regardless of geography, latitudinal or legal barriers or
payfng higher rates for diseasn teritary medical care, deach or fnstitutional
maintenance of severely damaged children.

Unquestionably the United States, 11ke all nations, has a selfish interest in
seeing tts society perpetuated. The U.S. fs entering a critical period in {its
history and nowhere {s that period and its paradoxes move evident than in
Michigan. We are entering theinformation age and can expect that the Unfted
States will become an information and service based socfety. Thus, as today's
chitdren grow into adulthood, they will have to perform increasingly complex
tasks in an age of technological change. This will be necessary {f we are t~
keep our economy competitive with those of other nations. Accordingly, wr .ut
consider each of our chiluren as a valuable national resource.

Programs such as Maternal and Child Health not only improve the health and
enhance the 1ives of our children immediately, but also expand their pot  1t.ul
for significant and long term contributions to our national economfc - . suvcial
11fe. A society which neglects its children certainly runs very grav: .sks in
terms of its eventual disorganization amipotential for internal conflict and
discord.

If the United States over a long period of time sees from one-fourth to one-fifth
of its children born into and 1iving fn poverty, it is highly unlikely that these
same citizens can be assured of reappearing as adults with good health, high
academic proficiency and well prepared to participate in the marketplace. It

‘may be instructive for the United States to review the health care policies of

Q

other industrialized nations, espacially the Western European countries and
Japan as they apply to children. Many of these countries tend to engage in
long term planning activities by a simpYe virtue of their Tong centuries of
nationhood. The United States is a relatively youn¥ nation founded on
fundamentally different social and economic principles and has not always felt
comfortable in engaging in long term planning. Perhaps if the question were
reframed 1. terms of "who will pay the nation's social security bill in 2020"
theremight be sufficient hterest to address the problem of low birth weight,
infant mortality and even the more forbidding prospect of infant morbidity
which leads to the inability of our children to reach their maximum social and
genetic potential, b

sufficient evidence going back to the 1920's and the early studies of the
Sheppard-Towner Maternity and Infancy Act demonstrate that maternal and child
health prevention programs are both low cost and effective. This was again
demonstrated in the 1940's by the widely acclaimed and successful emergency
maternity and infant care program which assured prenatal Sare. labor and
delivery and infant services to the wives of servicemen.53  Unfortunately,
this program dissolved at the end of the war although it had demonstrated
great reductions in infant mortality primarily due to better prenatal care
and infection control procedures in hospital nurseries. Other demonstrations
ware conducted during the 1960's with the Maternity and Infant Care and Children
and Youth Projects and the literature continues intothe present.

Therefore, in he judgement of public health officials it {s not scientific
evidence or scientific procedwres which need to be demonstrated. Ample and
sufficient avidence exists going back into the 1920's for the preventive health
approach. What is required, is a change in attitude on the part of policy makers
at all levels to give priority to children's issues and to see that such a
priority is warranted in terms of the long term {ntarest of perpetuating the
Ameritan nation state.

in conclusion, further study of these issues is not needed. The commitment
must be found to put known and demonstrably effective solutions ifnto place
throughout the Unit:d States.
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TME ROLE OF FEDFRAL, STATE AND LOCAL GOVERNMENT

Health promotion and disea® prevention programs for mothers and children have
been organized principally in response to national or federal governmental
leadership since the creation of the original United States Children's Bureau

in 1912, During that time period a succession of federal government initiatives
have led the way for progress in maternal and child health services.

The major charge given in the legislation creating the Children's Bureau in 1912
was:

To investigate and report on the conditions affecting the health
and welfare of America's children.

At that time, governmental officials 1n health and education were apparently

. quite uninterested in taking on this new responsibility for children. As a
result President Taft placed the Children's Bureau in the Department of Labor
as the Labor Secretary indicated that they were certainly interested in the
welfare of the children of American laborers.

Dr. Helen Wallace and Dr. Antonio Macena in the Second Edition of Maternal and

Child Health Practices detatl a comprehensive view of the organizations,

Functions and responsTblity of, federal, state and local maternal and child

health governmental agencies. This {s an excellent review and should be

read by anyone with a8 serious interest in detining the governmental mission and

role among the different levels of government. Dr. Wallace, the Dean of Maternal

and Child Health professionals in the nation, was an active participant in much

of the legislative hiztory and programmatic operations of matermal and child health,
She 1s sti11 active as the Director of the MCH Program at San Diego State University.

Faderal Government Responsibifities

The Federal Government has many {mportant responsibilities to carry out in order
to assure the health cf the next generation of Americans. These include the
establishing of health goals and cbtaining a national consensus on these gvals,
setting standards of heaith care, financing, demonstrating new and effective
interventions, monitoring condftions affecting children and training.

Setting National Health Goals. It is essential that the United States set
and the American peorle achieve a consensus on healith goals for children.
Establishing national health goals has been the driving force behind the many
white House conferences on children which have been held in the United States
going back into the early 1900's. Perhaps the most recent expression of these
goals occurred during the mid-1970's with the publication of the Healthy People
campaign and the publication of the landmark book by the U. S. Department o
Health and Human Services ggt1tled. Promoting Health and Preventing Disease::
Object!ves for the Nation.

While this publication sct health objectives for ai1 age groups, it concentrated
especially on preventive health services, health protection activities and health
promotion. Maternal and child health goals played a principal role because of

their known and proven preventive aspect. Thus, objectives were set in the area
of family planning, pregnancy and infant health, including infant mortality, low
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birth weight, prenatal care and similar areas.

The most important result of goal setting is to give professionals and citizens
alike the opportunity to focus time, energy and attention on achieving these
goars. This is the same principle that was used in the space program when the
qoal was set by Prestdent Kennedy of putting a mar on the moon and returning him
safely prior to the end of the 1960's, In the area of infant mortality, the
Surgeon General set the goal of reducing infant mortality to no more than nine
deaths per 1,000 for the population as 8 whole and tosgot greater than 12 deaths
per 1,000 for any racial, ethnic or geographic group?” Goal setting energizes
the system and sets the pattern for expenditure of resources.

Standards of Health Care, Perhaps one of the most longstanding contributions
of maternal and chiid health and cripnled children services in the United States
has been the ability to articulate health care standards which are consistent
with published professional standards and also practical for implementation in the
community setting, Scch standards have led to the improvement of health care for
all Americans. One example was standard setting activity for crippled children's
services and emergency maternity and infancy services during and following World
War (1. These standards were at least in part responsible for infection controi
procedures being established in newborn nursery units through the use of the
cohort system and the elimination of dual standards of care between the races.

fjngpci;g. The Mresident’s Commission recently reported in March 1983 that
the Federal Governmen: by virtue of its enormous revenue producing power and its
ethical responsibilities must assume the ultimate responsibility for seeing that
health care is available to all when the market, priva%e charity and governmental
effortsset the state and local level are insufficient to achieve health care
equity.

{iInquestionably the long recession of the last three years found many state and
local qovernments unable to cope with the increasing need of the unemployed,
the working Door, as well as its old responsibilities to those 1iving below the
poverty line.

States such as Michigan which were having serious difficulties in financing all
qovernment services were thus especiaily hard hit when the Federal fGovernment
beqan to withdraw financial assistance from a broad range of health and human
seryice programs, It fs difficult, {f not mpossible. for the states and
locatities to assume the full burden of responsibility 1f adequate financing
does not continue from the Federal Government level.

In Michigan, more than 90 percent of all MCH expenditures at the State Public Health
leve! come from federal sources of financing. Thus, if the Federal Government
withdraws from this responsibility, it {s clear that mothers aud children in

many areas of the United States will be denied access to health care. In fact,

this has occurred and has been wel! documented in many reports issued by the
Maternal and Child Health Clearinghouse in lowa.

"ichiaan has also documented tie problem rocently in the area of prenatal care.
In 1 vomprehensive survey of recently delivered maternity patients, it was
determined that 3 670 "aw income women wesu through their pregnancy without

tny farm a¢ neglrh 'ne-,eynce or Medicaid?’ At this point, the State of Michigan
is unable tn ailocate the necessary funding to fill this entire need.
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Thus, it is essential that the Federal Government develop .a partnership with
states l11ke Michigan who are willing to invest state general fund dollars on

an {increasing basis over a three year period. Unfortunately, the new federalism
did not give any period of time for states to adjust to these conditions and

it was implemented at a time when revenues were being reduced substantially

by the recession.

Clearly the Federal Government should utilfze judgment in selecting those
tnterventions and in targeting €inancing at those areas of the country where
max{mum impact can be expected from the expenditure of those dollars. Federal
funding formulas which discriminate against the Midwest and states 1ike Michigan
are most unfortunate when one takes into account that much of the human and
health care needs of these populatfons is much worse than in other areas of
the country. Public health authorities everywhere have recognized that there
are limitations as to the extent that government at all levels will or can
- become involved in financing. Therefore, targeting of existing and scarce

- resources has been a feature of public health programming efforts since the
* 1920's.

Innavation. The Maternal and Child Health Program continues to do an
excelient” Job with the federal set-aside program under the MCH Block Grant
to work on {nnovative projects of regional or natfonal significance. These
innovations should continue and be focused on developing new approaches to
longstanding problems including service models of demonstrated effectiveness.
Care should also be given to assure that there {5 a reasonable balance between
biomadical and other educational and soctal strategies of intervention. There
should also be some balance across the country {n funding these projects.

No where did this become more clearly evident than the thrvatened cutoff of
innovation funding for Michigan's regional amputee center located in Grand
Rapids. This project received word {n June of 1983 that 1ts annual $247,000
grant would be discontinued. Similar messages went out to centers in New York
and Los Angeles., The amputee centers provide medtcal assistance, artificial
1imbs and training for children who have multiple handicdps. Indeed, this is
an expensive prapositior. for growing youngsters and one far beyond the
financial reach of most Americans.

The Grand Rapids Center has aided about 1700 children, a third of whom have
been from other states in the Midwest area. When the cutoff was threatened,
only massive intervention primarily from the press and protesting Congressmen
restored funding to this essential service.

The Grand Rapids Press subsequently ran an Editorial on August 11, 1983 in which
they asked the following question:

How does a gqovernment become so heartless that it arbitrarily
decides to eliminate funding for a child amputee center? Tie

answer ipparently rests with a federal administration whose zeal for
budget cuttirg at times sweeps away compassion, common Sense and
proportion.

Whiln the sityatian with the Child Ampytee Center mer{ted national attention,
ather problems seeminagly do not receive this type of focus. Low birth weight
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4s such a problem and is heartening to look at the number of projects that have
been furded by the federal set-aside to obtain further uncerstanding about the
problem of lTow birth weight and its remedies.

Federal sat-aside funding has also been used over the years to promote infant
health and improve pregnancy outcome for U. S. mothers. These activities should
continue and careful attention should be paid to balancing the depth of the need
in various parts of the country and urgetin? essential resources to meet those
needs. This will require significant expenditures particularly if the problem of
high infant mortality is to be addressed in key states and localities throughout
the nation.

Monitoring. The tradition of "investigate and report" continues among
maternal and child heaTth professionals. In a democratic society it is one
of the most potent tools available for focusing interest and attention on the
health problems of mothers and chilgdren.

Dr. Martha May €14ot, one of the pioneers of maternal and child health, was an
expert at investigations and reports. She also made certain that these reports
were given -directly to the President and the relevant committees of tieCongress.
An incident is described by Dr. Jessie M. Bierman about her initiation to
“{nvestigate and report”.

My introduction to Martha Elfot came €arly in my career in
public health. It was in the Sumner of 1936 shortly after

1 had joined the staff of the Montana State Board of Health

as the Maternal and Child Health Director. The effects of the
depression were still being felt, multiplied by eastern
Montana‘s eighth year of drought. There were no crops, cattle
were dying for lack of feed, and the temperature soared in the
hundreds. A telephone call soon came from Washington. [t was
Or. Eliot of the Children's Bureau asking how the children were
fairing in the eastern counties. She informed me that Dr. Doris
Murray of the Children's Buredu staff would arrive the following
week to help me do a survey.

Materna! and child health professionals,according to Dr. Bierman, must be
continuaily sensitive and aware of the effects of social and economic
deprivation on families and children. These same officials especially «
at the Federal Govermment level must have a capacity and a drive for
decisive action. '

Thus, the monitoring responsibility includes not only following the forces of
social economic change as they occur in America, but also determining how the
states and localities are performing in meeting their responsibilities.

Training. The Federal Government anst assure that a contir 1*ng number of
well trained maternal and child health specialists exist and can become
employed in critically needed programs at the state and local level of goverament.
These training program responsibiiities can be fulfilled by supporting graduate
programs fn maternal and child health but also by training those who are currently
at wurk in the field.
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Training activities must be conducted in order to assure that the :atest information
and technalogy becomes available "where the rubber hits the road". This can be
accomplished through newsletters and printed materials to be sure, However, most

of the social change literature ppints to the fact that conferences, workshops and
more importantly action consultation are what puts training across into the

hands of those who can make use of this knowledge.

State Government Resporsihilities

Given that the Federai Government 1s carrying out its responsibilities, the state
public health authorities also have important responsibilities which differentiate
them from the other levels of government and other types of agencies including

* volunteer and charitable groups in health careprovider organizations. State
government is different for at least four reasons: statewide perspective, population
responsibility, access to resources and the prevention focus.

Statewide Perspective. Public health problems which may be rare in any

. particulfar comunity, Tike the woman who delivers with 1ittle or no prenatal care
or an infant born with a serious congenital defect, may upon statewide inspection
of all such events be shown to be serious enough to justify intervention. Often
state government must ¢ollate information over the period of several years and
across all communities in order to form an accurate scientific picture, Highly
tratned personnel such as the medical epidemiologist and biostatistician are
available at the state level in contrast to many local units of government which
simply do not have the need or the resources to support this level of expertise.

Population Responsibility. Too often the states focus their total energy only
on those programs far which they receive federal or state cateyorical funding.
The focus then gets placed only on the clients that are directly served in’
these programs. While it i< easy to say,"let theprivate or charitable sector
take care of everybody else" or "staffing is short this year - we just can't
afford to diluve our efforts” it remains the job of state health authorities
to assyre access to quality health services for all members of th: population.
This principle 1s easily driven home when & state health care crisis occurs.
when the full weight of angry citizens, legislators and a questioning news media
appears to discuss a health care crisis, it is clear that state heal*h authorities
must take responsibility for populativn health concerns in their jurisdiction.

In the State of Michigan there Is great concern over themany toxic chemical
waste dumps. These are serious health concerns which are being 2ddressed by
several departments within state government., There is a particular concern
among women 1r the reproductive age group. The State Health Department must be
prepared to answer gquestions regarding the level of stillbirths or the type of
congenital defects which may or may not be occurring. whether state health
officials are willing to take responsibility or not surely in the eyes of the
public state health officials cannot evade their population responsibility.

Access to Resources. The state health departments have significant
finaacial and professional resources at their disposal. They aiso, if well run,
nave significant credibility in the eyes of lay and professional groups alike.

This can mean that the state health department can access the resources of outside
4qroups and bring their expertise and resources to bear on important public health
problems, This {s particutarly true of diverse groups of influential policy make:s
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health professinnals and consumers are involved as full participauts in a
vlenning process. The "task force' approach to addressing maternal and

child heaith ard crippled children's problems can add extraordinary talent,
talent far beyond the ability of the state health department to directly employ,
to bear on important public health problems. The credible health department
can also present its problems ard needs to foundations and other groups with
venture capital. Rarely will these funds flow directly into the state health
department. [nstead, with the state health departmant acting as a catalyst,
such funds will go where they are needed most, usually to direct services to
tha affected population, training of care givers or even to demonstrations of
new and potentially important changes to the existing service structure.

“hat are the elereats ‘tivities which may make up the state mission or rnle
in carrying nut a particu.dr strategy? Among the most important are:

Planningy Firancing

Promot ing Consulting

Educating Training

Coordinating Monitoring

Sarveillance Evaluating

Developing pragran Researching and innovating

Assurinn access to quality Provising service

sarvices

Many of :hese functions are {rterrelated, but there is uften a responsibility
At the state 4yncy to inftiate the process or action. The state is levs often
involved in the direct provision of services when contrasted with the local
healti- department system. It {s therefore of great importanca that plans and
progr ms are jointly planned and coordinated within the state-local public
healt 1 system befure health programs are carried out by comuinity hospitals

and 1lencias,

Prevention Focus. State public health agencies bring 4 COmn* ~ent
-0 grevention to the stite health care scene. They believe that gord heaith is
more than the avsence of disease and that it involves the mainlenan.~ uf good
heyith trrough a variety of important strategies.

Triditional public health workers are experts at casefinding, risk assessment,
hea:th behavior and lifestyie chances. These efforts dovetail nicely with other
providers of heaith care in the state where direct providers such as physicians
ard hospitals are atying nrimary, secondarv and teritary treatment, the state
public health departmeat can plan, promo . .nd coordinate direct cara providers
with publicly pravided preventive heal. care services.

Finai'y, the state health department can *e {nstrumental in defining barriers
t) dre in the state, allocating resources, examining aiternatives, setting
oriyrities and deveioping work plans. They sre in 3n {deal position to work
«1.~ hoth federal and local levels of government in making decisions on the
tyce of nealtr care {nterventions and strategies which @tht be most effective
tn 3 garticular sitcatfon. Among these strategies dre:

o ‘srqeced Jirect fynded sersice programs

® ‘e ngized health :cave, e.g. perinatal intensive care
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e Research and development

e Communits organization

e Law rule or regulation

e Coalition building

e Investigations and reports

Local Government Responsibilities

The local government is the operational arm of the health departmenr and not -1ly
delivers services at the loral level but also integrates those services in.o tre
health anc socfal sarvice of the community. Local health departments are {deally
suited to conduct such operatfoni sucn as casefinding, primary, secondary and
teritary preventive he,!th care services, case management, referra; and followup.

Local realth departm:nts are extremely interested in seeing that f..Jeral and
state financing activities are better coordinatad.

While the maternal and child health bluck grant nrogram gives the appearance

of consolidating thevehy making many related pro.rams easier to administer on

the local level, this in fact did not occur. Th.s is primarily due t. the histary
of maternal and child health throughout the country in whicn targeting strategies
did not assure the broad distribution of funding thre hout all states and
localities.

Local governments®have tecome upset not only by the lack of financing given to
them yartfcularly when need goes up during recessio”iry times but alsc the
apparent lack of coordination between the multiple federal and state funded
cateyorical programs. For example, the maternal and child health block grant
while consolidating six act!vities had no impact upon Title X Family Planning,
Ear iy and "Periodic Screening Diagaosts and Treatment (EPSDT} and the WIC
Supplemental Nutrition Program. Local Health Departments {n Michigan are
against , rogram consolidations whose only purpose is to reduca “unding. They
do,however,wish that these oroarams could de redesfgned in such . way as to 0
reduce quideline conflicts, renarting Cemands and unpredictable funding cycla~.’

Very often disfartties exist in eligibility guide'ines set for the varfous progra.s
and thus families cannot be treated as a unit nor can the individ.al receive
consistent service for various parts of his or her anatumy. For example, v '‘e

4 woman may be afven free nutrition supplements, she may not qualtfy for tree
family planning services and her child may not be eligible for EPSDT screer'ing
services. In addition, reporting demands a‘e built in by each level ot

government, often without negotiation, resulting tn a maintenance of multiple

data sets at the local level which can report back up the “ine within each
categorical federa: program. In addition to the reporting volume, much unnecessary
information fs often requested and forms are often Inefficiently designed for

local use  Perhaps mo-t unfortunate of all is the realization at wost levels o
Jovernment, that the information badly needed tu evaluate the impact of a ven
program is not being collected. Despite the large amounts of data gathered, the
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ngcessary evdluative information is often unavailable.

Stnce local programs are dependent upon often unpredictsble federal and state
sources of funds for the continuation of their projects, they are at the mercy of
funding cuts and freezes at these tevels. These fluctuations can prove
devastating *o local program operation. Long range program planniny is hindered
by tunding uncertainty. In addftion, categorical programs often have different
fiscal years and local boards of health are often called upon to use local funds
to smooth out funding cycles or to cover unanticipated federal or state cuts.
This arouses qreat resentment among boards of commissioners and makes it much
harder to introduce new and badly needed health services. Long range financial
planning is needed in order to provide stabtlity to local program operations,

Sutnd y

Federil, state and local government responsibilities in the area of maternal and
c¢htld health have beer briefly outlined. In general, each set of respansibilities
tinks up with the differing 2rspectives which accrue to each level of qovernment.
Most importantly financing responsibilities,while spread throuqh all levels of
jovernment, have generally been the greatest at the federal level followsd by

the state and irucal levels of government. In large measure, this reflerts the
taxing ability of each level of government.

It ts particularly amportant for each level of government to meet its responsibilities
and 0 communicate ta the c.ner leve's what its intentions are along with reqular
reports of progress. Where uncertainty exists or where any one level of government
fails to meet 1te responsibilities, one does not have to go far to find the victims.
They are retlected in adverse nealth status statisifcs such as lack of prenatal care,
incidence of low birth weight and infant mertality.

he Detroit [rfant Health Promotion Coaltttion has developed a outreach and edwzation
campaiin to 1ts population. This campaign centers around making prenatal care
avatlable and accessible to all residents of Detroit. The them~ Of the cawpaiygn

is "A Healthy Baby Begins With You". In a sense, this motto should be instructive

to faderal, state and loca) governments. A healthy baby depends on each level

2¢ Jovernment perfarming 14s responsibiliticvs. [t is, therefore, important fcr
each ievel of qovernment to monitor performance among the uther levels. while this
miv 4t times create tension and conflict, resolution of these problems will
rertainly benefit the nealth care status of America's mothers and children,

5
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RECOMMENDAT IONS

Four key reconmendations emerge from the foregoing analysis. While each of
the Recomwendations are in and of themselves important to carry out, they

do form a packaqe, which if taken together could make a Substantial contribu-
tion toward reducing poor performance of the United States on the crucial
health status indicator of infant mortality.

Infant mortality, while a tragic problem for the tamilies who lose a baby,
is of essential importance to the country as a whole. The United States must

consider each of its children as a valuable national resource. Unless we promptly

and forthrightly address these concerns, our nacion will be unable to
produce a generation of young people who, as Dr. Martha May Eliot has said,

. . . are fully mature and healthy in body and mind, who are
emotionally secure and able to give more than is asked for,
to face success and frustration with eguanimity, to be seif
rel{ant, to cooperate with their fellows, to take their place
in a democratic society as thoughtful, responsible citizens
concerned with the common good . . .6}

The problem of high infan® mortality must be immediately addressed by federal,
state and Yocal governments and special emphasis must be glven to closing the
qap Between white and bTack infant death rates.

High {nfant mortality rates among subpopulations in our country especially
minority black populations, are unacceptable in an enlightened and humanitarian
soctety. The current qgap between white and black infant dcaiir cates, which
appears to be widening, {s a potentially serious divisive force within our
society.

Biack infant death rites now approach three times that of white intants in
Detroit, Michigar. These rates are among the highest of the nation although
only fractions nf a point separate many of our great urhan centers.

Other subpopulations also heve high infant death ratas and they include teenage
mothers or children who are bearing children. In Michigan, 18 percent of our
neonatal deaths and 5 percent of our post neonatal deaths are to te~nage
mothers under the age of 20 although they contribute only 14 percent of all
Tive births. Gther subpopulations such as those who receive fewer than

fi-2 prenatal visits, experience 25 percent of all neonatal deaths and

15 percent of all post neonatal deaths even though they contribute only

4 percent of all the live births ir Michigan.

Maternal and child preventive health services are both low cost and
demonstra’ 1v effective and should be immediately expanded fo reduce low
birth weight, a <ondition which is associated with two-thirds of all infant
deaths. These services Include family planning, prenatal care, supplemental
nutrition, substance abuse, outreach and education.

While infant mortality {s a large and vexing probiem for many areas of the
Hnited States, it fs also happilv one tn which the solutions have bea2n well
known since the 1220's.
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It is not necessary to:corduct further research or major studies to determine
the remedies for the infant mertality protlem. The scientific literature
{s abundant and need only to be applied.

In 4 time when the Unitad States at the federal, state and local level is
experiencing great difficulty in raising adequate revenue to mect human
service needs, it is indeed fortunate that the solutions for infant mortality
are low cost.

The following specific financing recommendations are detailed below.

e Title X Family Planning Program should be restored to the $160 million
nationwide lavel with inflation increments for the years 1982 and 1983.

¢ Maternal and Child iealth Block Grant should be restored to a $483 million
leve! in the current fiscal year and established at the $500 million level
for FY 198%.

o The Medicaid enhancement package, formerly known as CHAP, should be
immediately adoptad so that critically needed maternity, infant and
child care services could be provided through the federal/state Medicaid
Program.

s New programs to provide prenatal, labo* and delivery and infant care
programs should be developed and targeted to states and localities
experiencing high rates of inadequate prenatal care, low weight, live
births and infant mortality.rates. The Michigan model is offered
as a demonstration which could be conduc%ed over a three year period
using both federal and state financing.b

8 Maternal and child nutrition programs such as WIC Supplemental Foods
should e expanded to meet 75 percent of the estimated level of need
in the United States during fiscal 1984-85.

Autonated ‘sentinel” vital and health statistical systems should be established
In key Tocations across the United States to provide an early warning system f -
Infant mortality fluctuations.

Dr. Barbara Starfield, Johns Hopkins University and Or. Ronald Hilliams of the
University of California at Santa Barbara have proposed that sentinel reporting
systems be establisned to provide crucial information to public policy makers
and government officials on key health status indicators, one of which is
infant mortatity.

At the present time, U.S statistical systems are inadequate to meet our needs
for health care information. The Nationa® Center for Health Statistics continues
to report provis aral infant mortality rates going back to 1981. As has been
demonstrated by this report, the situation is fluid with regard to infant
mortality and there are a qreat many problems, trends and analyses which need

to he conducted for the 1981-83 peciod. This is virtually impossible when using
pravisional information as there is constant under reporting for the state and
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local ltevel of infant mortality, For example, as late as November 1983, the
Hational Center for Health Statistics was reporting provistonal infant
mortality rates for Michigan for the years 1981 and 1982 which under reported
infant deaths by 136, This under reporting also led to a “"provisional"
lowering of the Michigan infant mortality rates, making it appear that

the problem is less serfous than it has actually turned out to be.

dithout such systems and a federal government commitment to build such systems,
tt {s untikely that key health fndicators will he tracked closely enough to
protect the health of America's mothers and children.

A new unit for children, youth and families should be established at a high
leve) within the federal gqovernment. This unit must, among other important
functions, "fnvestigate and report™ on the conditions which affect the health
and welfare of America’s mothers_and children.

The Ynited States is presently cne of the few industrialized nations of the
world which does not have a high level policy unit within the government whose
primary responsibility is to protect children, youth and families,

with the dissolution of the productive Children's Bureau in the late 1950's,
the United States lost crucial policy direction for protecting women and
vhildren.

bxisting programs now operated by various branches of government should be
coordinated or realigned and many of them possibly folded {nto the new
administrative unit. There must also be s*trong prog.am authority mandating
coordination with other programs addressing the needs of women and children
including supplemental fonds, Early Periodic Diagnosis and Treatment and
Headstart.

This unit should be responsible for carrying out the essential elements of
4 comprehensive maternal and child health program in the United States including:

¢ Studies aimed at identificatior and sc tion of problems affecting
the well-being of mothers and children

s Organization of maternity services including adequate prenatal,
perinatal and postnatal care.

¢ Continuing hec ..a supervision se=vices for all children from birth
through childhoud and adolcscence.

e Organized programs of health education for parents, children of
school age and the gereral puolic.

e Estabiishment of standards for health personnel serving mothers and
children and for facilities providing for their health care
#

e Systematic manpower development and training activities

s Continuing assessment of the efficiency and effectiveness of
health service delivery for mothers ard children.

e Support of research and development activities, the results of
which could be ”§§d as a basis for further program planning
and development.
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EPILOGUE

In the last analysis, a child {s the one who
will continue what 'you have begun, who will
sit right where you are sftting and witness
the things you consider very important when
You have goneé: you may take all the measures
you 1ike but the manner In which they are
carried out will depend upon the child,

Even though you may sign alliances and treaties,

it 1s the child who :wil) execute them. Children

will take your seats in the Assembly and assume
control of churches, schools, universities, councils,
corporations, cities, states and nations.

A11 your work will soon be praised or condsmned
by children. The future of our country will be
in their hands. Therefore, ! and other public

health scientfsts believe 1t weald not be a bad
fdea to pay some attention to children ... now.

Unknown Panamanian Author
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Appendix A

CONDITIONS EXPOSED 8Y PRENATAL CARE

Prepared by: Lee B. Stevenson, M.D., F.A.C.0.G, F.A.C.S.
OB/GYN Coasultant to Division of Maternal & Child Health
Michigan Department of Public Health

Quality prenatal care produces three types of benefits: direct,
indirect and implied. Each has an impact on the quality of the
product of the pregnancy that is so vital to this discussion.

Uirect tenefits occur and accrue through the contact with an informed
medical team meeting or exceeding the guidelines for prenatal care
recarrended by the American College of Obstetricians and Gynecologists.

tyThese include but are not limited to: 1) beginning pranatal care as

early as possible in the first trimester of pregnancy. This requires
extra medical education of the importance of the delayed or missing
menstrual period and the suspicion aroused by early subjective signs

of pregnancy in addition to missed menses, such as breast engorgement

or sensitivity, changes in patterns of urination and fatigue; 2? early
discussion of the prenatal care plans - Ey whom, what, where, wheén

and how; 3) the thorough initial evaluation by complete medical health
pregnancy, family and psyghosocial histary; the complete physical
examination and laboratory studies and ghe assessment of risk. This
risk assessment should be updated, utilizing special studies when
indicated, regularly to plan for transfer to & Level [l or III facility
when -“anges in status occur; 4) visits to the doctor for a "hands-on"
evalua. »n including weight, blood pressure, urinalysis for-sugar and
protein, measurement of fundal height, observing fetal heart tones and
fetal movement should occur every 4 weeks for the first 28 weeks,

every 2 weeks thereafter to 36 weeks, and once a week thereafter until
delivery: 5) hospital evaluation of the patient inciudes adhergnce to
protocols and routines for evaluation on admission. The prenatal record
or a copy of it should be available at the hospital and may be consulted
along with the current history or examination. A1l action must be
focused on duration of pregnancy, presence of bleeding, premature rupture
of the membranes, blood pressurc elevations and other signs of toxemia
of pregnancy and timing of last food intake. Labdr monitoring for the
mother 1s routine and electronic monitpr.ng of the fetus can be important
in the pregnancies assessed at higher Frisk. Some recommend monitoring
of every unborn during labor.

Attention to details and appropriate management is crucial to accompiish
the steps and procedures involved in good quality cbstetric care and a
successful outcome of each pregnancy monitoring the life ard heaith of
the mother and assuring the healthy 1ife of the newborn.

’
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& fringe benefit of significance is the discovery of an unknown or
unsuspected medical yroblem. 1[4 has been said that obstetricians
discover or detect more diabetes than any other specialty yroup.

Tne indirect benefits include improved health and nutrition education
and experience. rhe danger of alcohol, tobacco and other addicting
drugs are discussed. The history of use of potentially teratogenetic
drugs is explored. Psychosocial -ervices establish a contact which
may be helpful beyond contraceptive educdtion for spacing as well as
planning a family,

The imglded benefits are the accomplistment of Lur objectives = a
: healthier mother and therefore a healthier infant. This includes
decreased prquturigg or law birth weight infants. :

. Conditions Detected By Prenatal Care

Hypertension, toxemia
‘Anemia - see l:st for many kinds
Rh negative - + sensitization

. Syphilis - with serology
Rubella - with titres
Gonorrhea - with cultures
Cervical cancer - ywith Pap smear
Sickle cell diseases |

Obesity i
4 Dtabates mellitus - dufe§red wish urinalysis or history, confirmed
with appropriate blood tests

Virus diseases detected with virus screen
Heart diseqses
Lung diseases - tubercthsis with Tine test
Cancgr by thorough history and physital exar.ination
Uri/®®ry tract infection (asymptomatic bacteruria)
Vaginitis (that can predispose to premature rupture of membranes)
Abnormalities of placenta - location, growth and size with ultrasound
Fetal death in utero - no movement, no fetal heart tones, ultrasound,

1 x-ray, decreased measured fundal height
Thrombophlebitis
Incompetent cervix - requiring suture of cervix at appropriate time -

to prevent premature labor or abortion
Infactions - acute and chronic
- Ultrasound can detect fetal anomalies, inadequate amniotic fluid too
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Fetal Infections (TORCH) - Congenital in {infant
T
0

i

Toxoplasma Gondi{

(Others) Treponemia pallidum

Type B serum hepatitis virus
Hepatitis B, Hepatitis C
Listeria monocytogenes
Hemophilus Influenzae

Group B Beta-hemolytic strep
Mumps virus

R =‘ﬁilubella

C = Cytomegelovirus
H = Herpes simplex virus, types I & II

Maternal Conditions Complicating Pregnancy

S.T.D. - Gonorrhea, penicillin resistant gonorrhea

Urinary tract infection (asymptomatic bacteruria) Rx bolus, 10 day
course, prophylactic during pregnancy

Intrauterine Jevices - should be removed

Tuberculosis Dx - Tine test Rx chemical

Malaria - very rare

Mycoplasma Hominis and T strains Rx postPartum with tetracycline

Cardiac disease

Thrémbophlebitis

Pulmonary embolism

Upper respiratory infections, bronchitis and pneumonia

Asthma

Liver diseases -Cholecystolic jaundice nf pregnancy; acute fatty
1iver; acute pancreatitis

Ulcerative colitis

Regional enteritis

Subarachnoid hemorrhage + aneurysm

Seizure disorders

Diabetes mellitus

Hyperthyroidism (or hypothyroidism)

Hypoadrenalism (Addison's disease)

Pheachromocytomas (these cause hypertension)

Anemias - {iron deficiency anemia; thalassemia; hemolytic anemias
(sickle cell trait (A/S); sickle cell anemia (S5/S): sick: cel?
hemoglobin ¢ disease §S/C); sickle cell thalassemia (S/TH);
hemonlobin C disease (C/C)): folic acid deficiency; leukemia

Dermatolegic disease - herpes gestationis; papular demolitis of
pregnancy; prurego of preanancy; impetigo herpetiformis;
pigmented nevi; malignant melanomas; alopecia; pemphigus;
erythema multiforme gestations; condvinma accuminata; acne;
psoriasis
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Reral aisease - acute glomerulonephritis; chronic glomerulonephritis;
neph~itis of systemic lumpus erythematosis; chronic undifferentiated
renal disease; acute renal failure; postpartum renal failure;
chronia interstitial nephritis

Collagen diseases - lupus erythematosis; scleroderma; marfan's
syndrome; periarteritis nodosa

Physical/chemical conditions - radiation; work-related hazard, i.e.
anesthesias; teratogenetic agents; carcinogenic agents; drugs
that cause fetal demise i.e. dicumarol, ergot, head; drugs
that alter birth weight i.e. cigarette smoking, prolonged
steroid Rx for asthma or arthritis; drugs that interfere with

4 ijmmediate adaptation to utrauterine life i.e. narcotics,
barbiturates, reserpine, hexamethonium, magnesium sulfate,
electrolytes, phenothiazines, diazepam; drugs that interfere
with prolonged behavior adaptation i.e. alcohol, analgesics and
anesthesias; drugs that affect metaboiic pathways; drugs that

. alter vital functions needed for survival, etc.
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Mr. DiNGELL. Mr. Taylor, the committee thanks yodu for a most
helpful statement. In view of time constraints that exist and the
presence of witnesses from and on behaif of the administration the
Chair is going to do something that I do not like to do. It is rather
unusual, but would it be of objection to you to defer questioning
until we have heard from the other witnesses?

Mr. TAYLOR. No, sir.

Mr. DinGgeLL. With that, we excuse you briefly. I apologize for
this procedure, but we will bring you back and hope this does not
overly inconvenience you.

The Chair announces that our next witnesses will be a -panel of
witnesses on behalf of the administration, Dr. Edward N. Brandt,
Jr., Assistant Secretary for the Department of Health and I{uman
Services; Dr. Carolyne Davis, Administrator, Health Care Finance
Administration, and other officers of the agency.

Ladies and gentlemen, we thank you for being present with us.
The Chair will inquire—the Chair will make a preliminary state-
ment.

First, ladies and gentlemen, it is the practice of the Committee
on Oversight that all witnesses at investigatory proceedings are re-
quired to testify under oath.

Do you have objection to testifying under oath at this time?

[A chorus of noes.]

Mr. DinGeLL. The Chair is compelled to ask under the rules, do
either of you desire to have counsel pres: at for purposes of advis-
ing you with regard to your rights on the ,ules of the House or the
limitations on the powers of the committee?

[A chorus of noes.]

Mr. DinGgeLL. The Chair will observe that copies of the rules of
the House, of the committee and of the subcommittee are there in
the red and the yeliow booklets for you, in conformity with the
House rules, to apprize you of your rights and *+ e limitations on
the powers of the committee.

Would you then please rise and raise your rignt hand’

[Witnesses sworn.]

Mr. DiNGELL. You may each consider yourself to be under oath.
Dr. Brandt, if you will identify yourself for purposes of the record,
we will receive your testimony.

TESTIMONY OF EDWARD N. BRANDT, JR., ASSISTANT SECRETARY
FOR HEA".TH, DEPARTMENT OF HEALTH AND HUMAN SERYV-
ICES; ACCOMPANIED BY CAROLYNE K. DAVIS, ADMINISTRA.-
TOR, HEALTH CARE FINANCING ADMINISTRATION

Mr. BRANDT. I am Dr. Edward N. Brandt, Jr., the Assistant Sec-
retary for Health, Department of Health and Human Services. |
am here with Dr. Davis, Administrator of the Health Care Financ-
ing Administration, to discuss an issie of great concern to our
Nation: Infant mortality.

As a nation, we can be proud of our achievements in improving
maternal and infant health. For example, the provisional infant
mortality rate for 1983 was 10.9, the lowest rate in history. Babies
born at the present time will live healthier and longer lives than
ever before. Yet just over 1 percent will not survive their first year.

J9
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At the same time, there remain disturbing geographical variations
and disparities between subpopulations in our Nation. We are con-
cerned about these disparities as are the States, localities, profes-
sional groups and others.

Infant mortality rates [IMR] in this country have been declining
at a rapid pace since the“late 1960’s as shown on this chart. As I
mentioned, the provisional rate of 10.9 infant deaths per 1,000 live
births in 1983 is the lowest rate thus far recorded for our country.

The IMR among black infants, however, remains almost twice
that of white infants. In 1981, the latest year for which race-specif-
ic data are available, the national IMR was 11.9 per 1,000 live
births, while the IMR was 10.5 for white infants and 20 for black
infants. The continuing high black IMR is indeed a major concern.
This problem, however, is not of recent origin. It has been with us
for many decades, as that chart clearly shows.

All this is said to make clear that interpreting infant mortality
data must be done thoughtfully, carefully and objectively. Reducing
infant mortality is a complex task with no simple and quick solu-
tion.

Low birth weight [LBW], less than 2,500 grams, is the most im-
portant risk factor associated with infant mortality. Compared to
the decline in infant mortality, the incidence of LBW has declined
relatively slowly during the 1970’s as shown by the chart. Since the
progress toward reducing LBW has been less than desired, we are
continu 'ng to seek new understanding regarding this problem.

As a result of our efforts, we have come to understand that the
prevention of LBW is complex. No single factor accounts {or all of
the variation in birth weight and, hence, no single intervention
will be effective. In fact, the combination of many variables such as
demographic characteristics of the mother, medical and obstetric
bistory, physical stature of mother, smoking and alcohol use, nutri-
‘‘on, as well as gestational age, explain only a portion of the birth
weight variation.

Better understanding of the biomedical and social factors related
to LBW are essential to the development of effective intervention
strategies.

Here again, blacks continue to be twice as likely as whites to de-
liver a low birth weight infant. There have been many studies of
the black-white differential in pregnancy outcome over the past
several decades. | have included some of the reasons cited for poor
outcome among blacks in the testimony.

It is important, however, to recognize that even when several fac-
tors are controlled simultaneously, black women continue to be
twice as likely as white women to have low birth weight infants.
Based on an analysis of 1981 birth certificate data, .he rate of low
birth weight infants among college-educated, married women, age
25 to 29 having their second child who began prenatal care in the
first trimester was estimated to be 2.3 for whites and 5.6 for blacks.

The fact that mature, married, college-educated black women
who received prenatal care are still twice as likely as their white
counterﬁarts to deliver a low birth weight infant indicates that the
black-white disparity represents much more than a simple phe-
nomenon. Therefore, single focused approaches may not realize the
significant reduction in the black-white gap we all hope to achieve.
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Reducing infant mortality is a national problem that requires
the efforts of &ll members of our society for solutioa. The individ-
ual woman should assume responsibility to seek proper medical
care and comply with medical advice; the local commurits should
provide support systems; the health care professional’ ,ould pro-
vide appropriate scientifically based advice and care; che State au-
thorities should define areas of need and plan to meet those needs
suppnrted by such programs as the health block grants and State
and local funds.

In this light, some comments on the relative effectiveness of vari-
ous interventions to improve pregnancy outcome and infant health
become important. I believe quality prenatal care is an important
intervention opportunity. There is ﬁttle question as to the value of
prenatal care in improving the health of the pregnant woman and
preventing or reducing the complications of pregnancy and labor
such as eclampsia.

It has been asserted that more prenatal care for high-risk women
will also reduce LBW. However, the task of determining the effec-
tiveness of prenatal care for improving fetal health and reducing
low birthweight has been difficult. In fact, the Institute of Medicine
has formed a committee, with whom we are working closely, to in-
vestigate the whole area of prevention of low birthweight.

The 10 years between 1970 and 1980 showed steady progress
toward narrowing the black-white gap in receipt of early prenatal
care and a significant trend toward ach.eving high rates of women
receiving early care.

Nonetheless, only 62 percent of black women delivering in 1981
received prenatal care in the first trimester compared to 79 percent
of white women. These 1981 natality data showed a very small de-
cline in receipt of early care among black women, re resenting a
departure from the upward trend of the previous decade. It is diffi-
cult to draw firm conclusions about the reasons for the slight de-
cline since it appears that it occurred uniformly among both high-
and low- risk black women. For the United States as a whole, no
subgroup of black women showed a decline of more than 1 percent-
age point. We are now analyzing State trends in prenatal care.

When dealing with these recent trends in prenatal care, it is im-
portant to recall an issue I touched on earlier. Recent studies sug-
gest that the quality and content of prenatal care r.ay be the most
important ingredient. Yet, despite our increased «anderstanding of
risk factors, such as smoking, we still know comparatively little
about how to modify at-risk behavior. We need to expand our
knowledge in order to target our resources and develop effective re-
sponses to prevent low birthweight.

As you are aware, in 1980 “Objectives for the Nation" were es-
tablished to call attention to specific areas where work must be
done to improve health, nrevent disease and reduce the burden of
disability.

The quantitative objectives selected for the pregnancy and infant
health area focus on lowering infant, neonatal and perinatal mor-
tality rates, reducing low birthweight, and improving health for
pregnant women and infants. Attached to my testiriony, you will
find a complete list of all of the priority areas. A number of them
have significant implications for improving the health of mothers
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and newborn children. Howevur, the single priority area most im-

mediately and uniformly relevant to our areas of mutual concern

'ﬁndl i}?terest today is that which deals with pregnancy and infant
ealth.

Assuming the same average percent decline for IMR of the past
decade, the projected estimate of IMR for the Nation as a whole
will fall well within the target of -9 infant deaths per 1,000 live
births. However, extrapolation of the black rate yields an IMR of
13.5 as opposed to the target of 12 deaths per 1,000 live births. We
have recently established a task force on LBW within the context
of the 1990 objectives. An important component of this initiative is
accelerated research activity. In fact, the National Institute of
Child Health and Human Development has developed an expanded
research agenda for the prevention of LBW.

At this point, it is important to emphasize the joint responsibil-
ities shared by the individual, the health professionals, the State
and local heaith authorities, and the Federal Government. Specifi-
cally, the role of the Federal Government includes five roles.

The PHS has many activities and programs that strive to reduce
infant mortality, all of which have been important in the progress
we have made in the last 15 years.

I have highlighted a number of those under each of those roles
and responsibilities that we see held by the Federal Government.
That includes, of course, the research component as well as our
public and professional education. Mr. Chairman, I would like to
submit for the record two examples of our public education: our
ne'vest volume, “Prenatal Care,” which is, I am told the leading
seller from the Government Printing Office—this one is hot off the
press, and we have copies of all members of the committee—a kit
put out by the Healthy Mothers/Healthy Babies Coalition, which is
a coalition of some 60 professional and voluntary organizations
aimed at public education. With your permission, I would submit
those fer the committee.

Mr. WaxMmanN. Without objection, those items will be received by
the committee for inclusion in the record at the discretion of the
chairman. ‘

Mr. BRANDT. Thank you.

I would also submit to you an implementation plan for attaining
our objectives which includes the plan for attaining the pregnancy
and infant health objectives, Mr. Chairman.

Mr. Waxman. Without objection, that item will be received by
the committee for inclusion in the record at the discretion of the
chairman.

[The documents referred to may be found in subcommittee files.]

Mr. Branbt. Today, Mr. Chairman, I have discussed various
issues surrounding infant mortality and low birthweight and have
provided you with a brief listing of sonie of our current activities
relating to these.important topics.

The Federal efforts 1 have ider tified are just one part of the full
range of Federal, State, local, and private sector programs neces-
sary to meet the 1390 objectives. By no means are these the only
efforts. )

We know well that many community and State agencies are un-
dertaking innovative efforts to improve their infant mortality
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rates. We have received very recently a report on such eftorts
which I will submit for the record, which summarizes activities
going on in each of the States designed to reduce infant mortality

Mr. WaxmaN. Without objection, that item will be received by
the committee for inclusion in the record at the discretion of the
chairman.

Mr. BraNDt. Thank you very much.

[Testimony resumes on p. 117.] _

[The prepared statement of Mr. Brandt follows:]
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STATIMENT
by
EDMARD N, BRANDT, JR., M.D.
ASSISTANT SECRETARY FOR HEALTH

MR. CHAIRMAN AND MEMEERS OF THE COMMITTEE

I am here today with Dr. Carolyne K. Davis, Administrator of the
Health Care Financing MAdministration, to discuss an issue of great
concern to our Naticr—-infant mortality.

As a Nation, we can be proud of our achievements in improving
meternal and infant health. For example, the provisional infant
mortality rate for 1983 was 10,9, the lowest rate in history. Babies
born at the present time will live healthier and longer lives than ever
before; yet just over one percent will not survive their first year.
However , there remain disturbirig geographical variaticns and digparities
between éub—populations in our Nation. We are concerned about these
digparities as are the ‘States, localities, professional groups, and
others.

A brief look at some recent statis.ics will provide an important
background for our discussion today. There are 52 million women of
reproductive age in this country. They had a total of 3.6 million live
births in 1983. Included in those numbers are at-risk groups:

o nearly 200,000 babies born to school-age adolescents under 18

years of age, including nearly 10,000 to girls under the age of 15;

o nearly a quarter of a million infants who weigh less than 2500

grams at birth;

o over 900,000 infants born to women who smohed during pregnancyv; and

'o over one million infants born to wamen who drank during pregnancy.
Almost 40,000 1ive-b9tn infants died in 1963 before reaching their first

birthday. . -
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National Trends in Infant Mortality

infant mortality i's defined as the death of & live-born infant under
one year of aqe and i¢ usually expressed as a rate (IMR) per 1000 live
birthe. Infant mortaziity rates in this cauntry have been decliniig at &
rapid pace since the latce 1960s as sho;m on thus chart. As I mentioned,
the provisional rate of 10.9 infant deaths per 1000 live births in 1963
135 the lowest rate thus far recorded for cur Hation. 7he IMR &mong black
infants remeins almost twice that of white infants. 1In 1981, the latest
year for vhich race-spscific data are available, the national IMR was
11.9 per 1,000 live births, while the IMR was 10.5 for wvhite infants and
20.0 for black infants. These rates represent IMR declines from 1980 of
4.5 percent for vhite and 6.8 percent for black infants., The c¢ontinuing
high black IMR is indeed a maj;:x concern. This problem, bowever, is not
o recent oriyin. It has been with us for many decades., _

All thig is sa:d to make ciwvar that interpreting infant mostality
date must be done t'zoucj.w.fullx, carefully, and objectively., Reduciny
infant mortality is a complex task with no simple and quick solution. Ve
are continuite, to examine the factors associated with infant wortality to

identify cpportunities for appropriate interventions.

Motional trends 1o the incidence of low birth weight (LBW)

Low birth weight (less than 26500 grams) is the most loportant riek
factor associsted with infant mortality, Compared to the decline in

infant mortality, the incidence of LS8W has declined relatively slowly
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dueing the 1370s as shown by the chact. Bince the prograss toward
reducing(f.gﬂ has been less than deoixed, we are contimnng \» geek new
understanding regarding thig problom. As a 'resul.t of our & xorts, we
h;vf; come Lo undersfand that the prevention of LBW is complex. N single
factor sccounts for all 6f the wariation in birth weight and hence, no
vangle interventicnh will be effective, In fact, the combination of many
variables such as desageaphic charscteristics of the mother, medical and
ehstetric history, physical stature of mother, smoking and alcohol use,
nutri\-.i'on, as well as gestational age, explain only a portion of the
bivth weight variation. Betcer understanding ©of the biowedical and
social factars related to LBV ate essen\:ial.t:o the development of
effect ve intervention strategies.

Here again, blacks continue to be twice ag likely as whites to
deliver a low hirth weight infant, . There have been many studies of the
black Mhite d'ilfferentia]. in pregnancy outcome over the past several
decades. Anong the reascns ¢i :ad for poor outcome among blacks are the
following:

o higher proportions of teenag2, high parity, and out-of-wedlock

birtns;

0 lower scCior conomic status;

o higher inc.dence of anemia and hypertension: and

© lack of adequate nutrition. ,

Findings from various analyses illustrate the complexity of the
relationships among factors associated with a greater risk of LBW. For

‘example, maternal smoking and alcohol consumption are associated with

»

-
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reduced birth weight. Yet data on married women from the 1980 National
Health Interview Survey and the 1980 National Natality Survey show that
blac. women are somewhat less likely than white women to smoke or drink.

Even when several factors are controlled simultﬁneously, black womeu
continue to be twice ac likely as white women to have low birth weight
infants. Based on an analysis of 1981 birth certificate data, the rate
of low bixthdweight infant s among college educated, married women, age
2529 having their second child who began prenatal caré in the first
trimester was estimated to be 2,3 for whites and 5.6 for blacks. -

The fact that mat :, married, college educated black women who
received prenatal care are still twice as likely as their white
counterparts to deliver a low birth wéight infant indicates that the
black/ﬁhite disparity rerresents nmuch more than a simple phenomenon.
Therefore, single focused approaches may ﬁot realize the significAnt

reduction in the black/White gap we all hope to achieve.

Important Principles

Let me note some principles that may be self-evident, but nonetheless

are important if we are to succeed in further reducing infant mortality

. and preventing low birth weight:

o assuring that the mother's health is optimal at the tir: of
pregnancy through the provision of proper medical care, with
special attention to appropriate treatment and contiol of diseases

such as diabetes, hypertension, and anemia;

-
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o avoiding behavior kxmxrto be related to untoward pregnaray
, outcomes, such as smohin\g. dlcohivl consmption, and drug ebuse,
and improper nutrition; .

o assuring that the pregnaiwy hag been planned to coincide with
optimal maternal age and interval between pregnancies, ’
Reducing infant mortality is 4 national problem that requires the
efforts of all membets of ocuy society for solution. The individual woman
should assume responsibility to seek proper medical care and comgly with

medical advice, the local cqmmgpity should provide support systems, the
health care professionals shouid provide srpropriate scientifically based
advice and care, the State authorities should define areas of need and

plan to meet those neads supported by such programs as the health blochk

grants and State and local funds.

prenatal Care

In thig light, sume comments on the relative effectiveness Of various
intervedtions to improve pregnancy outcome and infant health hecome
important. I Qin@va quality gtenatal care 1s an impoﬁtant intervent.ion
opportunity. There is little question as to the value of prenatal care
inimproving the health of the pregnant woman and preventim, or reducing
the complxc;tions of pregnancy and labor such as eclampsia. It has been
asserted that more prenatal care for high risk women will also teduce

1LBW, However, the task of determining the effectiveness of prenatal care

for improving fétal health and reduciny low bitth weight bhas been

-
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difficuit. In fact, the Institute of Medicine has form:d a conmittee,
with whom we arte working closely, to investigate the whole area of
prevention ot low birth weight,

The ten years between 1970 and 1980 showed steady progress toward
narrowing the black/white gap in receipt of early prenatal care and a
significant trend toward achieving high rates of women receiving early
care. “onetheless, only 62 percent of black women delivering in 1981
received prenatal care in the first trimester compared to 79 percent of
white women. These 1981 natality data showed a very &mall decline iu
receipt of early care among black women, representing a departure from
the ué&ard trend »f the previous decade. 1t is difficult to draw firm
conclusions about the reasons for the slight decline since it appears
that it occurred uniformly among both high and low -isk black women. For
the U.S. as a whole, no subgroup of black women showed a decline of more
than one percentage point, We are now analyzing State trends in prenatal
care.

When dealing with these recent trends in prenatal care, it is
important to recall an issue I touched on earlier. Recent studies

suggest that the quality and content of prenatal care may be the most

important ingredient., Yet, despite our increased understanding of risk
factors, such as smoking, we still know comparatively little about how to
modify at-risk behavior. We need to expand our knowledge in order to
target our resources and develop effective responses to prevent low bairth

weight.
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Objectives for the Nation

As you are aware, in 1980 "Objectives for the Nation" were
established te call attention to specific areas where work must be done
to improve health, prevent disease and reduce the burden of disability.

Assuring all infants a healthy start in life and enhancing the health
of their mothers are important componants of our nheasurable objectives
for the improvement of the health of Americans., [he quantitative
objectives selected for the Pregnancy and Infant Health area focus on
lowering infant, neonatal and perinatal mortality rates, reducing low
birth weight, and improvang health for pregnant women and infants.

A nunber of objectives in several of the other priority areas, such
as immunization, family planning, smoking control, nutrition, control of
sexually transmitted diseases, and alcohol and drug misuse prevention
have significant inplications for improving the health of mothers and
newborn children. However, the single priority area mwst immediately ard
uniformly relevant to our areas of mutual concern and interest today is
that which deals with pregnancy and infant health. ,See chart)

Assuming the same average percent decline for IMR of the past decade,
the projected estimate of IMR for the Nation as a whole will fall well
within the target of 3 infant deaths/1,000 live births. Extrapolation of
the black rate yields an IMR of 13,5 as opposed to the target of 12
deaths/1,000 live barths.

Between 1970 and 1980, LBW declined modestly by 14 percent with the
teduction i1n the proportion of full-term LBW infants accounting for 75

percent of this decline. At the current rate of progress, we, at this
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point, expect to fall short of our targets. As a result of concern about
the low birth weight problem, I have recently established a Task Force on
I8l within the context of the 1990 Objectives., An important component of
this initiative is accelerated research activity. Ir fact, the National
Institute of Child Health and Human Development has developed an expanded
research agenda for the prevention of LBW. OQur infant mortality efforts
will coordinate with Secretary Heckler's Task Force on minority health
concerns, which will deal with the broad issues affecting the health of
minorities in this countty.

At this point, it is important to emphasize the joint
responsibilities shared by the individual, the health professionals, the
State and local health authorities, and the Federal Goverument.
Specifically, the role of the Federal Government includes the following:

o education of the public '

o information dissemination to health professionals

0 research leading to improved interventions

o] assistance to State and local authorities via technical assistance

and funding via block grants and categorical programs, and

o0 direct provision of services such as the Indian Health Service

vie need to erphasize the importance of combining the family planning
program with other primary care activities in the Primary Care block
grant which we continue to urge the Congress to adopt. There are a
number of advantages to an integrated approach.

o pronotion of good health practices by women who are becoming

sexually active, i1ncluding imnunization against rubella,

counseliny regarding health effects of lifestyle choices, proper
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spacing of pregnancies and appropriate care for those women with
chronic diseases such as diabetes, hypertension, sexually
transmitted diseases, and genetic illnesses such as sickle cell
disease
o the fact that women for whom contraceptive methods fail are
already in the system for care and prenatal care can be
. implemented promptly and early
o early implementation of counseling as to pregnancy
o iollow-up on the child to ensure good well-baby care,
immunizations, etc. can be implemented
The PES has many activities and programs that strive to reduce infant -
mortality, all of which have been impcrtant in the progress we have made
in the last 15 years. The following examples highlight some of these

activities:

Service Progranms

o The Maternal and Child Health (MCH) block grant helps each State
assure access to maternal health services of good quality and to
reduce infant mortality--especially by providing prenatal care and
preventive services as well 48 delivery and postpartum care.
Through this consolidation of program and funding activities,
States have full control and authority over substantial resources
which they can allocate in the light of their own needs

assessments and priorities, Results from the GAO draft report on

o 37-265 O—HR4——-8 -l 12
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implementation of the MCH block grant in 13 States, indicate an
increased emphasis on services relating to improved pregnancy
outcome, including prenatal and postpartum care,

The MCH program has supported a wide range of activities to
strengthen the capacity of the States to improve health status
outcomes for mothers and children. For example, special project
funds were awarded to States with excessive infant mortality (and
adolescent pregnancy) to assist in the dew lopment of regionalized
perinatal systems., fThese projects, known as the Improved
Pregnancy Outcome (IPO) projects, are currently funded in 20
States and their activities are now being integrated with MCH
block grant programs. Continuation of these services by the
States, and the decline in infant mortality indicate that these
IF0 projects, along with other factors, have had positive results,
The National Health Service Corps and the MCH program are working
jointly to 1deutify obstetric and pediatric underserved areas in
the U.S. utilizing rates of low birth weight and postnecnatal
mortality to place about 100 obstetricians and 200 pediatricians
to provide direct services in underserved at-risk areas.
Community Health Centers und Migrant Health projects provide
prenatal care to medically underserved pregnant women and have
been associated with significant improvement in black infant

mortality rates.
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© The Indian Health Service, working with tribal health departments,
private practitioners and national professicnal organizations,
provides comprehensive maternal and child health services.
Emphasis is on early jidentification of pregnant women and entrance
to care, especially for the teenage population, to permit delivery
of proper services and earl health education. We have made great
progresg in reducing Indian infant mortality rates and are,

. therefore, conducting an analysis of IHS-MCT! data to understand
better what factors have contributed to our progress and to
identify the areas in whi::h we must do more work.

o Through the MXolescent Family Life Program we func projects to
prevent adolescent pregnancy by reaching adolescents before they
become sexually active, to discourage adolescent sexual activity,
and to minimize the adverse consequeixes for pregnant adolescents
and their children. The program funds demonstrration projects that
offer care and prevention services in different delivery
settings. After final evaluations of each model program have been
completed, local communities will be able to adopt proven models.

Regearch Activities

© che National Institute of Child Health and Human Development
(NICHD) has assigned the highest priority to research on the low
birth weight infant, its etiology, prevention, and treatment.
NICHD has developed an expanded research initiative to prevent low
birth weight, The initiative includes research on intrauterine

growth retardation (fetal growth factors, biological predictors of
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fetal growth and Perinatal Emphasis Research Centers); research on
premature labor (biochemistry of labor and premature rupture of
membranes); and research on environmental factors {nutritional,
socioeconomic, risk-taking behavior, physical activity, and
working conditions)., The initiative inclu:es a cooperative
network of maternal-fetal medicine units for clinical studies,
educational efforts, joint efforts with other agencies .nd
foundations, and a National Low Birth Weight Advisory Cummittee.

o The Federal response to the knowledge we have gained over the last
decade on the effects of alcohol consumption during pregnancy has
consisted of (i) vigorous public education, (2) heightened

_ professional education, and (3) con:inued support of research. At
the present time, the National Institute on Alcohol Abuse and
Alcoholism supports 21 fetal alcohol research projects to address
such issues as the effects of binge or episodic drinking, the
effects of alcohol exposure during critical periods of fetal
development , mechanisms causing the adverse effects of alcohol on
infants, and long-range develépment of children born to mothers
who drank during pregnancy.

Thi1s only represents a sample and not the full range of PHS research

activities related to infant mortality.

Data and Surveillance

0 The Centers for Disease Control will initiate this summer a

National Infant Mortality Surveillance which will provide birth
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weight-specific mortality rates for various specific maternal
characteristics.

The National Center for Health Statistics (NCHS) is undertaking a
study to assess the feasibility of establishing a national system
of linked birth and death records which will provide an improved
data base for monitoring infant mortality trends.

NCHS iB linking the 1580 and 1981 National Death Index with the
1980 National Natality Survey (NNS) in order to prapare special
analyses on infant mortality. For example, infar . mortality rates
will be generated for multiple data items in- the NNS, such as
birth weight, maternal complications of pragnancy, and maternal
smoking.

Further, NCHS is developing an International Collaborative Effort
to identify what we can learn from our international neighbors,
especially those countries with the lowest infant nfrtality
rates. 'The first step will be a meeting later this year with
eminent researchers from those countries to select the specific

topics for research and to develop appropriate protocols.

and professional Education

The PHS was one of the six founders of the Healthy Mothers,
Healthy Babies (oalition, a group representing voluntary, health
professional and State, local and Federal governmental agencies
concerned about the health of mothers and babies, While the

Coalition acknowledges the primary importance of the delivery of
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health services, it3 purpose is to improve the quality and
availability of public education on prenatal and infant care. Its
goals are to:
-- promote public awareness and education in preventive health
habits for all pregnant wowen;
-- develop networks for sharing information among groups
concerned about improving the healt' of mothers and babies;
-- distribute public edication materials on topics related to
improving maternal and child health; and
-~ agsist the development of local Healthy Mothers, Healthy
Babies Ooalitions. |
Under the auspices of the Healthy Mothers, Healthy Babies
Coalition, the PHS hae produced and distiibuted, in English and
Spanish, radio spots, posters, pamphlets, newspaper columus,
teacher guides, and bibliographies to clinics serving low income
areas, WIC offices, health departments, and schools nationwide. A
program to promote breast feeding is under way, jointly sponsored
by five medical professional organizations, and a special
committee of the Ooalition is addressing the educational needs of
low income women.
The Food and Drug Administracion (FLA) is preparing a final rule
establishing labeling requirements for infant fornulas which will
provide information to health care .professionals and consumers,
including those who cannot read English, on the appropriate

preparation and use of infant formulas to assure the health and
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well-being of infants. m; agency is also preparing a proposal to
revise the infant formula nutrient requirements, based on the 1983
recommendations of the Cammittee on Mutrition of the American
Academy of pPediatrica. Further, FDA is preparing « final rule to
establish quality con'ttol. nutrient, and labeling requirements fon
infant {ommulas tuat are intended for infants with special medical
and dietary needs.

Today, I have discussed various issues surrounding infant mortality
and low birth weight and have pxpvided you with a brief listing of some
of our curient activities relating io these important topics. The
Federal efforts I have identified are just one part of the full range of
Federal, State, local and private gector programs necessary to meet the
1990 Objectives. By no means are these the only efforts. We know well
that many cormunity and State agencies are undertaking innovative efforts
to improve their infant mortality rates. We have received very recently
a report on such efforts which I will submit for the record. Promoting
and protecting the health of the newborn is the best investment we can

make in the future good health of the American people.

Thank you. I will be happy to answer any questions you may have.
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Lead HHS Agenciés for Objectives

Category HHS Agencyl/Office

Preventive Services

High Blood Pressure Control - - National institutes of Health

Family Planning .. ..o eeceeaeceaeeee .. Offico of Population Affairs

Pregnancy and infant Heslth ... oeeoeeaoo. Health Resources and Services Administration

immunizations - - - Cenlers for Disease Control

Sexually Transmitted Dissases Cenlers for Disease Control
Keaith Protection

Toxic Agent Control Senlor Advisor for Environmental Health

Occupational Safety and Health. _...o.oo.._. Centers for Disease Control

Accident Prevention and Injury Control---e-ac---- Centers for Disease Control

Fluoridation and Denial Health oo oo ... Centers for Disease Control

Surveillance and Control of Infectious Diseases.. Centers for Dissase Control

Health Promotion

Smoking and Health._. --- Office on Smoking and Health

Misuse of Alcohol and Drugs .o o..__.... Alcohol, Drug Abuse, and Mental Health Administration
NUHION < e emccomee Food and Drug Administration

Physical Fitness and Exercise - --covoovcaaann--.. President’s Council on Physical Fitness and Sports
Control of SIres? and Violent Behavior ........... Alcohol, Drug Abuse, and Mental Haalth Administration

191
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Mr. BRANDT. At this time, I believe Dr. Davis also has a state-

ment, Mr. Chairman.
Mr. WaxMAN. Ms. Davis?

-/ TESTIMONY OF CAROLYNE K. DAVIS

Ms. Davis. I am Carolyne Davis, and I am pleased tp be here to
join in describing some of the Department’s progrem 8ervices. Spe-
cifically, I will address the medicaid services for children and preg- -
nant women. :

As you know, the Medicaid Program was enacted in 1965 to pro-
vide health care for certain groups of low-income people, primarily
those already receiving cash assistance. This generally includes
members of families with dependent children and the aged, blind,
and disabled. In addition, States may choose to pay for the care of
those individuals who are medically needy; that is, families who
have enough to pay for their basic living expenses but not enough
for their medical care.

Currently, there are 20 States and Territories that.cover only
those individuals receiving cash assistance, and 34 States and Ter-
ritories that cover both cash assistance and medically needy recipi-
ents. -

Medicaid’s largest eligible group has been children. This commit-
ment to child health continues, and.in fiscal year 1982, nearly 10
million children under 21 years of age, constituting 42 percent of
all medicaid recipients, received medicaid services costing about
$32.6 billion.

Since 1979, these numbers represent a 7-percent increase in the
total number of children served by medicaid, and a 25-percent in-
crease in medicaid expenditures for the health care of all eligible
children.

In addition, approximately 1.5 million children received medicaid
services in 1982 in those States whick chose to cover children in
poor families, although they were ineligible for AFDC.,

Provisions affecting medicaid eligibility under the Omnibus
Budget Reconciliation Act of 1981—-OBRA—Public Law 97-35, and
the Tax Equity and Fiscal Responsibility Act of 1982—TEFRA—
Public Law 97-248, have reflected strong continued commitment to
maternal and child health. '

OBRA gave States increased flexibility to target scarce health re-
sou~ces to those most in need. It also affirmed the program’s pri-
mary obligation to care for poor pregnant women and children.
OBRA did not restrict longstanding State options to cover these
groups. States may continue to cover first-time pregnant women for
medicaid even though they may be ineligible for AFDC.

Currently, under a number of options, 41 States cover some pre-
natal care for the most vulnerable women.

Those States which now choose to cover medically needy individ-
uals are required; at a minimum, to pay for ambulatory services,
such as physician visits for children and the prenatal and delivery
care of pregnant women. Indeed, several States, such as Georgia
and Texas, are now considering major program expansions to begin
coverage of needy pregnant women and children. Oregon, as of
January 1, 1984, added this group.

122
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TEFRA permitted States for the first tune to cover certain
groups of handicapped children who live at home ir-tead of in an
institution. We have had a significant number of »2quests from
- States for waivers in this area. ‘

The EPSDT Program is a part of the Medicaid Program which
does provide comprehensive preventive health services designed to
improve the health status of medicaid-eligible children under 21
years of age.

All States participating in the Medicaid Program are required to
provide EPSDT services. The program informs families about pre-
ventive health services and offers medical screening as well as di-
agnostic and treatment services when the need is indicated, refer-
ral of eligible recipients to other child health-related programs
such as title V, Maternal and Child Health, and services and trans-
portation to*and from providers, if requested.

Children must also receive treatment for dental, vision, and
hearing problems identified through the EPSDT examination.

Federal guidelines for infant care encourage States to use the
recommended timetables and protocols of the American Academy
of Pediatrics.

The EPSDT Program provides fo. improving the health status of
children by increasing their access to primary care and it is also
geared toward cost containment as a result of early intervention
and a systematic use of available health resources.

Last year, Michigan, North Carolina, Ohio, and Virginia reported
study results which showed that medicaid expenditures for EPSDT
participants were significantly lower than those for nonpartici-
pants. These findings suggest that primary care, when coupled
with case management, can reduce the more costly hospital outpa-
tient, emergency, and inpatient use.

In 1982, over 2 million EPSDT assessments were provided to eli-
gible children at an estimated cost of $72 million. This represents a
30-percent increase in the delivery of preventive health screenings
since 1979.

In order to insure that the EPSDT Program meets its require-
ments for providing preventive health care to medicaid eligible
children, revisions are even now being made to improve the imple-
mentation of the program.

Several interest groups, such as the Children's Defense Fund,
State medicaid officials, the American Academy of Pediatrics, and
the American Dental Association have assisted us in developing
new EPSDT. regulations. A notice of proposed rulemaking was
signed by Secretary Heckler on August 22, 1983. Final regulations
are now in departmental review and should be published soon.

Major changes in proposed EPSDT regulations will incorporate
provisions of OBRA and TEFRA, as well as other improvements.
States will continue to inform eligibles of the availability of health
services, transportation, and scheduling assistance when needed.

New provisions will encourage closer cooperation between States
and medica! and dental professional groups in setting standards for
the EPSDT Program and avoiding program overlaps between med-
icaid’s child health programs and related services provided by
other agencies.
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A new section on ‘‘continuing care provider” is included. This
will encourage States to assure that screening services are deliv-
ered by a medical professional who is familiar with a chiid’s epi-
sodes of acute illness, and who has an ongoing relationship with
the family as the regular source of the child’s health care. These
regulations will also simplify State documentation requirements
consistent with the 1981 law.

Medicaid is the largest public health program for children and
pregnant women. We are spending more money on services for
more needy eligibles than ever before. Recent legislative remedies
have provided States with additional flexibility to target their

" gcarce health resources to low-income women and children.

A number of States have responded to this opportunity by . .lan-
ning program expansions. Dr. Brandt has discussed the present
array of public health service programs and services addressing
infant mortality and morbidity, and these programs as well as nu-
tritional and health services that are outside the Department have
indeed been the subject of considerable congressional attention.

Given the amount of interest expressed in the effectiveness of
these programs and their impact on infant mortality and the co-
ordination among programs, we believe that it might be useful for
the Office of Technology Assessment and the Institute of Medicine
to undertake a comprehensive review of these related issues. The
results of such an assessment would provide Congress with a sub-
stantial information base when it considers program structure and
operations.

This administration will continue to work with the Congress in
the further development of flexible options for State medicaid cov-
erage of low-income pregnant women and children.

I would be pleased to answer any questions you may have in re-
lation to the testimony.

Mr. WaxmaN. Thank you.

Dr. Brandt, I am very pleased to learn from your testimony that
this administration is committed to reducing infant mortality. You
state in your testimony that quality prenatal care is an important
intervention opportunity in improving pregnanrcy outcome.

I agree with that. Everyone would agiee that prenatal care is im-
portant in terms of enhancing the opportunity for a baby to be
born well, and to survive that first year. Yet this administration is
opposing the only bill that we have before us in this committee
that would extend prenatal care services to many women who are
poor and who are not now covered by medicaid.

I would like to understand from you how you can rationalize the
position of the adininistration that would deny the opportunity to
pregnant women who are not receiving these services.

Mr. Branpr. First, let me talk about prenatal care one moment,
and say that although there is good agreement that prenatal care
is important, I think the contont of prznatal care is not well-de-
fined. Indeed, at the current )M committee one of the issues that
they are looking at is precisely that; I have a copy of an analysis.

Mr. Waxman. I am discussing whether there is going to be any
prenatal care—not the quality—for poor, uncovered, pregnant
women and infants under the medicaid progran.
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As you know, there are many States that do not even allow them
any kind of prenatal care coverage under medicaid. We are trying
to move forward to get States to provide that coverage; yet the ad-
ministration has opposed that effort.

How can you rationalize that opposition to extending prenatal
care, even if it were not the highest quality? I am sure you would
agree that any prenatal care is better than no prenatal care.

Mr. BRANDT. [ am nat sure I agree with that—I am not going to
advocate poor medical care for anything.

Mr. WaxmaN. You are not advocating the lack of prenatal care
on a health basis, are you?

Mr. BranpT. No, but let me talk about the whole structure that
we have in place out there that T think is important, because what
the States now have available \ them are the following kinds of
programs that will assist in the provision of prenatal care.

In the first place, there is the maternal and child health block
grant, and the recent GAO draft report indicates that States have
chosen by and large to emphasize tﬁe delivery of services as their
primary priority, a priority that we of course agree with.

Second, we have now entered into agreements with over 30
States toward the placement of community health centers and in
addition to that, for the placement of National Service Corps offi-
cers, we now use infant mortality data as one of the criteria for
their placement. So entering into agreements with States has al-
lowed the States with us to target areas to deliver prenatal care.

Specifics of the bill on the Medicaid Act, I will let Dr. Davis dis-
cuss.

Ms. Davis. If I may comment on this particular area. You did
make a statement that sounded as if there was a number of States
that were not covering pregnant women, and I would just like to
describe some statis*/cs in relationship to what we know about cov-
erage in the Medicaid Program at this point in time.

Mr. WaxMmaN. Before you do that, isn’t it the case that if a
woman is pregnant for the first time, she is not eligible for medic-
aid in many States of this country until that child is born? This
means she can’t get prenatal care until she is eligible for medicaid
and she is not eligible for medicaid until she has the baby. In the
meantime, she is going through that pregnancy without any prena-
tal care covered under medicaid.

Is that an accurate statement or not?

Ms. Davis. In some States, but the accuracy in terms of the
“large number,” I would have to debate. There are a few States.
My data would indicate that in 24 States, medicaid covers some or
all of the prenatal care for women pregnant for the first time who
could get the AFDC if the child were born and living with them.

Mr. WaxmaN. There may be seven States—some of them pretty
significant. But even if we are only talking about seven States in
this country that do not provide prenatal care for a woman because
she is not eligible until the baby is born; how could the Reagan ad-
ministration oppose an effort to give those States incentives to
cover their women for prenatal care, if you believe that prenatal
care is related to a child’s being born healthy?

Ms. Davis. If T could comment on the bill, which I know you
have sponsored, there are a couple of concerns that relate to that.
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One is the idea of giving the State an incentive by paying a 100
percent Federal match to encourage the new coverage. It seems to
me to be somewhat inequitable, because you are in effect reward-
ing the States who have not chosen to cover these groups.

Mr. WaxMmaN. I understand, but the problem is that in trying to
be fair to the States, we are being unfair to women living in those
States who are not going to have prenatal care available to them.

I want to ask about other Federal programs. The administration
has asked for cuts in every Federal program that involves the op-
portunity for prenatal care and health care for infants, with one
exception.

I talked about medicaid, trying to expand it. I could also talk
about a block grant for unemployed persons in this country that
would target services to pregnant women and children.

The administration opposes increasing funding for maternal and
child health services. They oppose increases in funding for the cor-
munity health services.

We see that even in immunizations several years ago, the
Reagan administration asked for a cut. And, on and on.

The family planning program—the Reagan adminisiration would
like to abolish that completely; let the States or somebody else take
care of it if anybody at al! wanted to bother with the program.

I am pointing this out to you, because the 1hetoric that you use
about trying to do something to assure that we are going to have
healthy babies is an empty rhetoric. When we look at the record of
the Reagan administration, it has asked for cuts in every single
health program that is in existence. And for every new initiative
where we have asked for some kind of leadership, the Reagan ad-
ministration has said no.

Ms. Davis. I would debate that it is not empty rhetoric. I think it
is possible to redesign the limit of the service coverages, and stay
within a budget. Our concern, as it relates to support for some of
the bills in terms of health insurance for the unemployed, clearly
relates to the fact that we believe that the coverage is a little too
broad, that some of the bills cover the unemployed when they al-
ready have other individual family members——

Mr. WaxmaN. You haven’t come in and said you are 100 broad in
your coverage; you are spending too much money; we think you
should spend less and do it in the following way——we haven’t re-
itpived any recommendations from the administration along those

ines.

We have heard recommendations that we reject all new initia-
tives and cut all existing programs.

Dr. Brandt, you indicated you think it is important for us to
study the whole matter further in order to get some more informa-
tion. The two areas of the Federal Government where appropriate-
ly studies would be conducted are the National Center for Health
Statistics and the National Center for Health Services Research.
Yet the administration wauts to cut by $4 million and $2 million
respectively.

How would cuts in those agencies help us learn more about what
we need to know before we adopt a new program or make recom-
mendations for changes in policy?
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Mr. BranpT. Well, in the first place, my testimony was not in-
tended to say that wc¢ should do nothing. Indeed, we are doing a
great deal at the present time. In fact, 1 think the record shows
quite clearly that that line on infant mortality is straight and
comin% down, and it has been declining since 196¢&.

That line has continued unalterably down at roughly 4 percent
per year. It is slightly higher for blacks than it is for whites, but
not as low as obviously everybody would like.

With respect to gathering additional information, we had not tar-
getted money for the National Center for Health Services Re-
search, but rather for trying to understaind the fundamental biolog-
ical aspects of how to delay the onset of labor, for «arly onset when
the child is not matured, and other aspects of intervention strate-

gy.

The National Center for Health Statistics budget, because of the
periodicity of surveys, tends to fluctuate anyway. We will be finish-
ing the Hispanic Hanes at that time, and therefore, their budget
will come down.

We have increased funding for our work with the States on vital
statistics in order to improve the data on the linkage hetween birth
and death. Let me address comments you made earlier.

We have never proposed to close out family planning. We have
proposed the creation of a primary care block grant and my testi-
mony includes, I think, rational, reasonable medical judgment as to
why that is a good thing. To deliver family planning in a primary
care setting is clearly the desirable thing to cﬁ).

Mr. Waxman. I will have to move on, but I have a letter signed
by the President of the United States that was sent to Senator
Orrin Hatch where he expressed regret that the family planning
pi'p%ram was not abolished, That is what he at least tried to accom-
plish.

Mr. Sikorski. Will you yield on that point?

Mr. WaxMaN. Yes.

Mr. Sikorski. Dr. Brandt, that may be a gocd idea or not, but the
numbers in that program you are trying to blend it into dropped
from 162 million to 124 million, and if we talked in real terms,
which we always do in the Defense Department, it is going to be a
big, big dvep.

Now, the proposal is back up to 140, still an absolute cut by $20
million-some, and significantly more if you talk in terms of real
terms.

Mr. BrannT. | agree that it is a cut; I am not debating that. But
it is not abolition. That is my only point.

Mr. Sikorskl. But it is incredible to talk about how it is going to
be so much better if we blend the family prog-am into the cther
primary activities in the block grant ignoring the dollars associated
with those.

Mr. WaxmaN. Mr. Nielson.

Mr. Nierson. What other risk factors are involved in low-birth-
weight deficiencies. Are there other factors that cause the differ-
ences between the white aud the black infants?

Mr. BrRanDT. I am not sure of the differences between the white
and the black, because when we hold most of the known variables
constant, the black incidence is still higher than the white. There
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are still some things that we do not understand clearly, but the
major risk factors for low birth weight are the age of the mothar,
particularly mothers who are less than 18 or over 35 who have a
very high risk of low-birth-weight infants. Smoking during preg-
nancy and smoking even during the immediate prepregnant period
seems to have a significant influence. Alcohol consumption during
pregnancy is another factor that results in low-birth weight in-
fants. At the moment we know of no safe alcohol levels that can be
consumed during pregnancy. Nutritional status of the nmother in
prepregnancy as well as her nutritional care during pregnancy and
her general state of health, excluding genetic factors that may be
family-related, are factors.

Mr. NieitsoN. What are you doing to make these risk factors
better known, including smoking, age of mother, and so forth?

Mr. BranpT. We have worked with the professional associations
making this information widely known to them. We have worked
through the healthy mothers, healthy babies campaign to get
across to women that they should seek prenatal care as early as
possible and that they should clearly quit smoking and not drink
during pregnancy. Those programs are underway and I think these
are reasonably successful.

Mr. NieLsoN. Some women are apparently reluctar  : seek pre-
natal care for various reasons. What are you doing w encourage
them to seek this prenatal care? '

Mr. BranpT. Largely, of course, it is a public education program
that we are addressing. However, again the Institute of Madicine
has begun to address some of the other factors that they believe or
that at least some scientists believe to be important components.
Once we know what those are, we will try to, of course, address
them specifically. One factor is the issue of concern about the
health care system, bad experiences with the health care system,
things of that sort that may very well turn women off; denial of
pregnuncy which may delay the seeking of prenatal care until late
in the pregnancy; other.factors like that that we need to under-
stand better. But our current proposal is general public education
that says if you are pregnant or ir you think you are pregnant you
ought to get into a prenatal care program.

Mr. NieisoN. The congressional representatives suggested the
improvements in black infant mortality have “stopped,” and they
say that ighbpecause of reductions in funds for the WIC program and
reductions in other Federal programs which might affect maternal
and child health. Do you agree with the assessment?

Mr. Branpt. No, sir, I do not agree with the implications of the
assessment at all. I think at the present time it is difficult to
know—that is the so-called widening gap phenomenon that I read
in the paper. The largest change in the black and white infant
mortality gap that we have reported was between 1975 and 1976.
There was a large increase in the black infant mortality rate rela-
tive to the white infant mortality rate, one of the largest jumps
that we have ever recorded. There were no program changes at
that time. Indeed, the changes if any were all quite compatible. We
believe and our statisticians believe that this is largely a statistical
artifact. that in fact those ratios will fluctuate from time to time. 1
think the distressing part akbout it is that the black and white gap
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is not getting better quickly and that is what we prefer to see,
rather than debating whether it is getting worse. Our concern is it
is not getting better as rapidly as we think it should. Still, if we
prolject on the base of current data, the black infant mortality rate
will come down faster than the white.

Mr. NieLsoN. Secretary Heckler has announced establishment of
a task force to review the differences in infant mortality rates be-
tween white and black Ameritans, and generally reporting on the
status of health of black Americans. Who is going to be on that
task force? Do you know what we may expect on that?

Mr. BRANDT. The task force will be chaired by Dr. Tom Malone,
who is the Deputy Director of NIH and a resvected biologist and
scientist.

Mr. NIEL3ON. What resources will he have available to him?

Mr. BranpT. He will have whatever resources he needs to look

this problem. That task force that the Secretary has appointed
8 to~address the—because infant mortality is not the only area
where black health status is worse than white health status, and 1
think if you simply review our 1983 version of health status U.S.,
gou will see this scattered throughout. His charge is much more
road. The members of that committee will be decisionmakers in
the Department. I am not sure that the exact membership has as
yet been named, but I will be delighted to send it to you when it is
available.

Mr. NieLsoN. Mr. Chairman, would the subcommittee allow him
to submit the names of that task force?

Mr. LELAND. Yes, without objection.

Mr. NieLsoN. How can we assure effective prenatal care is given
to those with the greatest risk? In other words, how can we chan-
nel it to those who have the greatest risk? Is there some way you
can do that within the budget you have now?

Mr. Branpr. I think the secret to trying to channel prenatal care
to women who are at highest risk is first that you have to be able
to identify them and second the programs have to be locally based.
If one looks at the distribution o? the problem around the country,
there are certain geographic areas where there is a significantly
more severe problem. Mr. Leland and I happen to know about one
activity in Houston that I was involved in; it is clear that in the
city of Houston there is an area where infant mortality is striking-
ly higher than it is in the rest of the city, and that is where re-
sources have to be targeted and pushed. 'I%uere has to be a signifi-
cant attempt to get women to make use of those facilities when
these are available to them. We with State and local health officers
will continue to identify those areas and we will assist them in any
way we can to target the resources to those Feople.

Mr. NieLsoN. In your opinion is that a Federal or a State and
local responsibility?

Mr. BranpT. In my opinion it is a shared responsibility, but it
has to primarily be a State and local responsibility because they
are the ones that can identify the areas and have control over the
resources to go to that problem. But it is clear that the Federal
Government has responsibility in that as well. 5

Mr. NiewsoN. I would like to ask Dr. Davis a question. Dr. Davis,
can you tell us a little more about the early and periodic diagnosis
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- treatment program under medicaid? Have the preventive health

services provided under the program been effective in reducing hos-
pital admissions or intensive services? )

Ms. Davis. Yes; the program is designed to have four phases. It is
an outreach program, a health education program, a screening pro-
gram, and a case management program. In terms of the kinds of
success stories that we have seen we have found that of the eligible
children who are participating in the EPSDT program—about 9
million were 'eligible in 1982—10 percent were enrolled in what we
call continuing care, about 25 percent were receiving periodic ex-
aminations, and about 45 percent were under some type of health
supervision. The examinations simply were not due that particular
year because of the periodicity of them.

I think the most encouraging part of all this is that some studies
that have been published from some of the various States, most no-
tably Michigan, North Carolina, Ohio, and Virginia, have reported
that there is indeed a cost-benefit to these kingls of programs. The
medicaid expenditures for EPSDT participants are significantly

. lower than those who do not participate.

Mr. NietsoN. Mr. Chairman, is Dr. Taylor going to be available
for questions? I had a question for him.

Mr. LELAND. Yes, he will.

Mr. NieLsoN. I would like to reserve time when he gets back.

Mr. LeLaND. Mr. Brandt, you mentioned that one of the means
by which we can solve this problem of infant mortality is of course
more education. How much mo.ey is the administration actually
spending for the education of women in the area of prenatal care?

Mr. BranpT. I do not have an exact figure, Mr. Leland. I can try
to find that out. It is so mixed up with all the other expenditures it
is hard to know, but I think it is important to point out that we are
not the only actor in this nor should we be. As I pointed out, the
major component of the educational program going on arouand the
country right now is the healthy mothers, healthy babies cam-
paign, involving 60-some organizations, all of whom are contribut-
ing. It includes professional organizations. I have a list of those
that are involved. For example, the National Medical Association is
involved, the national PTA, and other kinds of groups that are di-
rected towards getting the information to women at high risk.

Mr. LELAND. iir. Brandt, the Chair will hold the record open for
you to submit the answer to that question and also any other relat-
ed materials you wish to submit.

Mr. BrRanbDr. Fine. [See correspondence beginning on p. 275.]

Mr. LeLaND. The Chair is disturbed that you are not able to tell
us about how much—at least a ballpark figure—the administration
is spending and. I feel the Federal Government has a moral respon-
sibility to lead those people and those organizations who are inter-
ested in trying to resolve this problem. It is a very, very severe
problem.

Mr. BRANDT. Mr. Leland, I am sorry you are distressed I don't
have that figure, but I think it is important we measure programs
by effectiveness, not just dollars in the first place.

In the second place, I think the Federal Government—--

Mr. LerAND. Let me stop you right there, you say we should
measure pt 'grame by the effectiveness and not by dollars
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Mr. BRANDT. Not just by dollars, correct.

Mr. LeLaND. The fact is that while we see some progress in less-
ening the infant mortality rate, you indicated that the black infant
mortality rate, though it is on the decline, is higher than the white
mortality rate.

-1 am particularly concerned, Dr. Brandt, that what you are al-
luding to is that the problem is not as serious as what is actually
indicated. When you cut dollars out of programs which have been
deemed cost effective, like WIC—don’t you agree that WIC has
been one of the most effective, cost efficient programs that has ever
been instituted by the Federal Government?

Mr. Branbr. It is certainly an important program. I have never
seen, one way or the other, data on its cost effectiveness:

Mr. LeLanp. Three years ago, we heard consistently that the
WIC program was the most cost effective Federal program that has
ever been realized. WIC was under consideration for cuts then. At
the beginning of this administration, President Reagan advocated
cutting the program so severely that it might have been dissolved.
Becatése of the public outrage about that potential, WIC was re-
stored.

Mr. Branpt. Well, again, Mr. Leland, if you look at the curve as
it goes down, you will see that it is independent of which adminis-
tration is in power. If you put up there an arrow when the WIC
program was introduced. you don’t see any change in the infant
mortality rate. That is not to suggest that it has not had some
effect, but I think to try to look at single issues and try to relate
them to a significant drop in the infant mortality rate is not going
to happen until we find that pattern of interventions that are
aimed at both the low birth weight problem and the reduction of
congenital anomalies.

That knowledge is not here. That is what it boils down to. We
are doing the things that you are suggesting be done, and we are
agreeing with them. We do consider this important. I can guaran-
tee that if there were any way to drop that. line to zero right now, I
would be more than delighted to try to do something with it.

That is one of the reasons why we have proposed that we ge to
the Institute of Medicine or the Office of Technology Assessment
and let them do an independent assessment of all of the programs
that are underway. Because programs aimed at infant mortality go
across almost the entire Executive branch.

There are programs in agriculture, WIC and food stamps and
others; there are programs certainly even in the Defense Depart-
ment where they have programs aimed at reduction of infant mor-
tality among our service families and their dependents.

So it is not a simple problem nor is it one that is not high priori-
ty. We are looking for a way to make that drop at a faster rate, but
the drop is continuing. The only time that——

Mr. LELanDp. But, Dr. Brandt, the drop is not continuing fast
enough. You know that the fact of the matter is we know some of
the programs have been severely hurt and people have not been
able to receive the kinds of aid that they need. You talked about
education, very definitely there is not enough education occurring
particularly in the black community.
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You say that there is a small drop—and I don’t mean to be per-

.sonal, but I detect a somewhat cavalier attitude about that and [

am disturbed. This administration continues to cut those very vital
programs that are helping the poor people of our Nation. We don't
see a sharp drop in the infant mortality rate, not just in the black
community but in the white community, because of these severe
cuts.

Mr. BranprT. I fully agree with you that we have not seen a
sharp drop in the infant mortality rate. We have not seen that
since 1965. Go back to whatever period you want; when you are
talking about program funding you see exactly the same changes
in the infant mortality rate that you see today. The reason that we
are not going to see a sharp drop in the white, the black, or the
total infant mortality rate is that until we know what series of
interventions to go out there and do——

Mr. LeLanD. How long do we have to study the problem then?
You are advocating more studies for the problem. You are saying
since 1965 we have not realized a sharp drop. How long do we have
to continue to study the problem?

Mr. BranDr. If I knew how long it took us to learn, I would be in
a better position than I am. I am not cavalier about this, and you
and I have known each other for a long time, and you know that I
am not.

Mr. LeLaND. You have a different position now than you had
then, and you were much more aggressive then than you are now.

Mr. BRaNDT. Yes, I guess so.

In any event, I don’t know how long, but it is critical that we—
when we go out and into the community health centers and on the
Indian reservations and the places where we deliver care—and we
deliver it according to the ACOG standards—you will see we are
reducing the infant mortality rate in those populations like the
rest of the country.

I think the point is that, given that women enter prenatal care
very early in their pregnancy and continue all the way through,
the specific kinds of interventions other than the treatment of re-
current illness, other than maintenance of good nutrition, et
cetera, is just not well defined. Until we know what other things to
do, Tdon’t think we are going to see that sharp drop.

Now, if somebody knows what that ought to be, I think they need
to share that with the scientific community so that we can imple-
ment it, and we will implement it.

Mr. LELAND. The real issue is whether we are doing all that we
know how to do. In fact infant mortality, as you have alluded, is a
solvable problem. But the fact is that, in my district, Houston, with
one of the most affluent communities and also one of the best, if
not the best, medical center, black women are still suffering from
delivering high-risk babies, and we have not begun to utilize the
resources available to them in order to try to decrease the rate of
infant mortality.

It bothers me and—I guess it is a question of priorities. I realize
you, Dr. Brandt, and particularly you, Dr. Davis, have to deal with
the reality of budgets. But you a{so must deal with the interconnec-
tions with what we spend in one area as opposed to other areas.
The question of priorities is a very, very high concern of mine.
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The President was advocating an 18 percent real increase on
military defense, and yet we see decreases in programs like WIC
and other programs to help poor and middle-income women to de-
liver healthy babies. Where is our real priority in terms of our in-
vestment for the future? .

I don't want to monopolize the time. I know the gentleman from
Minnesota has some questions, and I will yield to him now.

Mr. Sixorski. Thank you, Mr. Chairman.

Dr. Brandt, I think you stated that this -administration has
adopted certain goals for 1990 for infant mortality, low-birth
weight and receipt of prenatal care, is that correct?

Mr. Branprt. Yes.

[Testimony resumes on p. 146.]

[The following information was submitted:]
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PREGNANCY AND INFANT HEALTH

Nature and Extent of the Problem

Assuring all infants a healthy start in Jife and enhanc-
ing the health of their mothers are among the highest
priorities in preventing disease and promoting health.
The principal threats to infant health are problems
associated with low birth weight and birth defects
which can lead to lifelong handicapping conditions. Of
particular concern are the disparities in the health of
mothers and infants that exist between different popu-
lation groups in this country. These differences are
associated with a variety of factors, including those
related to the health of the mother before and during
pregnancy as well as parental socioeconomic status and
lifestyle characteristics. Although the precise relation-
ship between specific health services and the hsalth
status of pregnant womer and their infants is not
certain, the provision of high quality prenatal, ob-
stetrical, and neonatal care, and preveptive services
during the first year of life, can reduce a newbomn's
risk of iliness and death. Of particular concern are
adolescents, whose infants experience a high degree
of low bLirth weight and whose health problems should
be addressed in a broad context taking into considera-
tion social and psychological implications,

& Fealth lmplications

& Maternal and infant mortality and morbidity
records show striking demographic variations:

—’ an overall rate of maternal mortality of 5.6
i per 100,000 live births in 1978, but with &

. rate for blacks almost four times that for

whites; )

= an infant mortality rate of 13.8 per 1,000

; live births in 1978, bLut with the infant

i mortelity rate for black bables 92 percent
higher than for whites;

— infant mortality rates for individual States
ranged from 10.4 to 18.7 in 1978;

— infant mortality rates in 1977 for 26 msjor
citles (with populations pgreater thap
500,000) ranged from 10.0 to 27.4; 22 of
the 26 major citles had higher rates than the
National average of 14.1 in 1977,

T The greatest single problem associated with
infant mortality is low birth weight; nearly two-
| thirds of the ‘infants who die are low birth

weight.
b Maternal factors associated with a high risk

i
'
{
]
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of low birth weight babies are: age (17 and
under, and 35 and over), minority status, high
parity, previous: unfavorable pregnancy out.
come, low education level, low socioeconomic
status, inter-pregnancy interval less than 6
months, inadequate weight gain during preg-
nancy, poor nutrition, smoking, misuse of
alcohol and drugs and lack of prenatal care.
High quality early and continuous prenatal,
birth aod postnatal care can decrease a new.
born's risk of death or bandicap from pregnancy
complications, low birth weight, maternal [nfec-
don from sexualiy tramsmeitted discase and
dovelopmental prohlems, both physical and
psychological. . .
¢ After the neonatal period the causes of Infant
mortality and morbidity, many of which may be
preventable, are: disorders related to a iyllxh
itk birth, infectious diseases, congenital
ug:mliu. accidents, lack of health care and
abuse, ' .

b, Statws and treads
® Although the overall rate bas been gradually
mvE. tince

imp 1965, an excessive number of
infants born in the United States are of Jess than
optimal birth weight for survival and good
bealth. This includes:

~— approximately 7 percent of all bables are of
low birth weight, that is, 2,500 grams
less; !henuiidmocttwicouhl.hﬁ
blacks; other industrialized natioos expert-
enced oubmnﬁnllﬁy lower rates during the
period 1970-1976; for exsmple in Ja
5.3perc¢ntofblrﬂnwmlovblnh'lr;
and in Sweden 4.1;

~— approximately another 17 percent of all
sewboms in the United States in 1978 had
birth weights falling between 2,501 and
3,000 arams.

¢ Many children in the United States are bom

1o women who have an increased risk of having

& low birth weight [nfant or other bealth prod-

lems, particularly:

~— the 2§ percent of women giving birth in
1978 who made no prenatal visit dn-ing the
first trimester and the 5 percent why had no
prenatal care during either of tha first two
trimesters; .

et
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2. Prevention/Promotion Measures

8 Potential measures
¢ Education and information measures include:

-

Q
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—

the pregnant teenagers (at higher risk for
low birth weight babies) who accounted for
17 percent of the infants bom in 1978;
the two-thirds of pregnant tecnagers in 1976
whote pregnancies were not intended when
they occurred;

the births to single women (26.2 births r
1,000 single women in 1978) for whom the

data indicate special Hsk of poor health

outcomes for mother and infant,

developing, implementing and evaluating the
quality and quantity of health education
curricula in khools and communities, with
emphasis on lifestyle risk factors (poor ou-
trition and use of alcohol, cigarettes and
drugs), as well as family life and parenting;
developing, implementing and evaluating
preventive educational strategies and ma-
terials for use in private and public prenatal
care;

increasing the use of mass media to encour-
age morc healthful lifestyles; developing
television and radio programs that support
healthful lifestyles;

making prospective parents at high risk of
impaired fetuses aware of genetic diagnosis
and counseling services so that those af-
fected can make informed declsions con-
sistent with their personal ethical and re-
ligious values;

promoting, edycating and supporting breast-
feeding where possible.

® Service measures include:

—

family planning services which optimize the
tdming of pregnancies;

prenatal care which routinely includes edu-
cation on avoidable risks to matemal and
fetal health during pregnancy;

assuring that all populations are served by
orgunized medical care systems that include
providers (physicians, nurse practitioners,
nurse midwives, nutritionists and others)
who are trained to deliver prenatal, post-
natal and infant care on site (requires per-
sonne! strategies and eccnomic and pro-
fessional Incentives);

developing local, easlly accessible prenatal
services for all, Including access to amnlocen~
tesis for high risk pregnant women;
regionalizing prenatal and perinatal services
so thst all women and newborns receive
diagnostic and therapeutic care appropriate
to their assessed needs;

assuring adequate linksges, including trans-

portation, to regional centers for high risk
expectant mothers and newborns;
outreach perinatal and Infant care services
fot currently underserved populations, such
a3 teenage expectant mothers;

evaluating the quallty of perinatal and in-
fant care being ved and relating pro-
gram activities to pregnancy and Infant
health outcomes;

identifying and tracking infants and families
with medical, congenital, psychological,
soclal, and/or environmental problems;
reducing the number of low birth welght
infants by reducing teensge and other high
risk pregnancies, reducing damaging effects
from alcohol, cigarettes and: other toxic
substances, improving nutrition, and assur-
ing partcipatim in comprehensive pre-
conceptional, intar-conceptional and early
and continuing prenatal care;

climinating unnecessary radiation exposure
to pregnant women and babies:

assuring thag &l programs of r“rimlry care
support and contribute to the fulfillment of
objew tves related to maternal and {nfant
health;

encouraging pareat support groups, hotlines,
and counseling for parents of high risk in-
fants and supports for lowering stress levels
in troubled pareats who may have potential
for child abuse. :

— See Famlly Planning, Immunivstion, and

- Sexually Transmitted Diseases.

¢ Legisiative and regulstory measures include:
~ requiring that all Federally tunded programs

for delivering perinatal care assure adequate
health and prenatal education, screeaing for
pregnancy risks and patient plans for care
during labor 7 1 delivery a ato to
discovered risks, and for infant follow-up
and care through the firs year of life;

— requiring fscal and pregnancy outcome sc-

countsbility in publicly funded prenatal and
perinatal programs;

~— reducing exposures to toxic agents that may

contribute to physical bandicaps or cogni-
tive impairmeat of babies.

¢ Economic measures include: :
~— veviewing ill programs that finance or pro-

vide health services for mothers And children

in order to:

- assure inclusion of bealth promotion and
preventive services;

- optimize their effect by reducing overlaps,
pockets of neglect and contradictory

. objectives;

—~- adequate public hnnnclnj for outreach, early

and continuous prenatal care, deliveries,
support services, intensive care when aeeded
and continuing care of infants;

> .
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~ considcration of direct Federal financing
tied to uniform standards of performance
where public healtn departments ahow po-
tential for expanding materns! and child
health servicea to populations in aeed.

b. Relative strength of the measures

® The relative effectiveness of various in‘erven-
tions to improve pregnancy outcome anc infant
bealth ia not without controversy. The recorda
of many demomstration projects, both domestic
and foreign, amply eongrm that dramatic lm-
provements can be made in the indicators of
maternal and infant health. For example, the
infant mortality rate for American Indians was
reduced by 74 percent between 1955-1977 and
materoal mortality decreased from 2.2 times the
total U.S. rate in 1958, to helow the total U.S,
rate by 1975-76. Unfortunately, atudies bave
got %enenlly been designed to yleld Armly de-
fensible data on the relative contribution of
programs. However, the evidence indicates that
empbasis be placed on family planing which
optimizes the timing of pregnancies, early identi-
fication of pregnancy and routine involvement
of all pregnant women in preaatal care. There-
fore, the following priorities are strongly sug-
gested:
= Systems of carc that resch sveryone withi
basic services, emphasizing advantageous
personal bealth behavior and including out-
reach, education, and easy access to com-
inunity-based services without sacial, eco-
tiomic, ethalc or time or distance barriers;
— Dieasures which prevent unwanted preg-

nancles and which optimize the most favor-

able maternal age for childbearing, including
X education, contraception, myu‘;u:lcu to
pregn testing, genctic counse pee-
ostal ﬁ?pm and amocisted counssling;
~ early and continuing prenatal care, particu-
lasty for those at grestest risk--poor, poorly
educated women. those near the beginning
or the cnd of their reproductive age, those
with previous pregnancy loss and those with

pregnancy;
— outrition education and food supplements- |

tion as needed, as well as parent education
ot importance of good infant nutrition, pro-
ventive measures essentlal to avoid child-
hood disease and’ accidents and parenting
conducive to sound emotional development;
— cestation of smoking during preguancy
(which may contribute much mors to
improvement of birth weight and il
abie pregnancy euicotae than is
documented);
— regionalized programs of care with r:‘!mﬂ
j care

P

to
now

137

132

3. Specific Objectives for 1990
® Improved health atatus

*h.

By 1990, the National infant mortality rate
(deaths for all bables up to one yoar of age)
should be reduced to nc more thas 9 deatbs
per 1,000 live births, (In 1978, the infant mor-
tality rate was 13.8 per 1,000 live births.)

By l?.&omvn?wﬂam
g population (e.g., black, Hispanic,
!n:lun’;:) should have an Infant mortality rate in
excest of 12 deaths per 1,000 Live births. (In
1978, the infant mortality rate for whites was
12.0 per 1,000 Live births; for blacks 23.1 per
1,000 live births; for American Indiang 13.7
per_1,000 live births; rate for Rispanics is not
yet available separately.)

By 1990, the neooatal death rate (desths for all
infants up to 28 days old) should be reduced to
0o more than 6.5 deaths per 1,000 live births.
(In 1978, the neonata] death rate was 9.5 per
1,000 live births,)

By 1990, the perinata) death rate should be re-
duced to no more than $.§ per 1,000.* (In
l%'gd )tbe perinatal death rate was 154 per
1,000,

K'BEE
:
;.,
il
1
i
E

%
3

L RG

gizzgﬁﬁg

?§?:§§§
HiE
Fsgie
% ?E
;? g8
1857
553 B

incidence of infants bom with
Syndmlbmldbcudneedog
t. (In 1977, the rate was 1 per 2,
births or aproximately 1,650 cases.)

*NOTE: Same objective as for Misuse of Alco-
bol and Drugs,

]

- See Nutrition,
® Reduced risk factors

L

J.

17

By lm,wanhwd;hxhnNu(.‘t.soom
and under) should constitute no more than §

pmdauﬂnbim(hwn.tbopm-

potdmmlo;;umto(mbttﬂn.)
By 1990, 'no couaty and no racial vr ethnk

N4
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group of the population (e.g., black, Hispanic,
-American Indian) should have a rate of low
birth weight infants (prematurely born and
small-for-age infants weighing less than 2,500
grams) that exceeds 9 percent of all live births.
(In 1978, the rate for whites was about 5.9
purcent, for Indians about 6.7 percent, and for
blacks about 12.9 percent; rates for Hispanics
are not yet separately available; rates for some
other nations are § percent and less.)
k. By 1990, the majority of infants should leave
hospitals in car safety carriers. (Baseline data
unavailable.)
See Nutrition, Family Planning, Smoking and
Health, Misuse of Alcohol and Drugs, Sexually
Transmitted Diseases, Immunization, Occupa-
tional Safety and Health, Toxic Agent Control,
and Accident Preveation and Tnjury Control.

Increased public/professional awareness

1. By 1990, 85 percent of women of chil¢bearing
age should be able to choose fuods wisely (state
special nutritional needs of pregnancy) aud
understand the hazards of smoking, alcohol,
pharmaceutical products and other drugs during
pregn)lncy and lactation. (Baseline data unavail-
able.

See Nutrition, Smoking and Health, Misuse of
Alcohol and Drugs, Sexually Transmitted Dis-
eases, Immunization, Occupational Safety and
Health, und Toxic Agent Control.

Improved services/protection

m. By 1990, virtually ali women and infants should
be served at levels appropriate to their need by
a regionalized system of primary, secondary and
tertiary care for prenatal, maternal and perinatat
bealth services. (In 1979, approximately 12
percent of hirths occurred in geographic aress
served by such a system.)

n. By 1990, the proportion of women in any
county or racial or ethnlc groups (e.g.. black,
Hispanic, American Indian) who obtaln no
prenatal care during the fint trimester of preg-
nancy should not exceed 10 percent. (In 1978,
40 percent of hlack mothers and 45 percent of
American Indian mothers received no prenatal
care during the first trimester; percent of His-
panics is unknown.)

0. By 1990, virtually all pregnant women at high
risk of naving a fetus with a condition diagnos-
able in urero, should have access to counseling
and Informalion on amniocentesis and prenatal
diagnosis, as weli as therapy as indicated. (In
1978, about 10 percent of women 35 and over
teceived amniocentesls. Baseline dats are un-
available for other high risk groups.)

p. By 1990, virtually all women who give birth
thould have appropriately.attended, safe de-
livary, provided in ways sccepiable to them and

18
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their families. (In 1977, less than .3 percent
of births were unattended by a physician or
midwife. Furthermore, of births which are at-
tended by a physician or midwife, an unknown
share are not considered satisfactory by the
women or their familles.)

q. By 1990, virtuglly all new*orns should be pro-
vided neonatal screening for metabolic disorders
for which effective and eficicnt tests and treat-
ments are available (¢.g., PKU and congenital
hypothyroldism). (In 1978, about 75 percent
of newborns were screened for PKU; about 3
percent were screened for hypothyroidism in the
carly 1970, with the rats now rapidly increas-

ing.)

r. \By 1990, virtually all infants shouid be able to
patticipate in primary dealth care that includes
well child care; growth development assessment;
immunization; screening, diagnosis and treat-
meat for conditiond requining special services;
_sppropriate counseling regarding nutrition,
automobile safety, and preventioy of other sc-
cidents soch as gs. (Bireline cata
unavailable.)

~— See Nutrition, Immunization, Accldent Pre-
veation and Injury Control.

* lmproved survelllance/evaluation systems

3. By 1990, a system should be In plsce for com-
prebensive »ud Jongitudinal assessment of the
impact of a range of prenatal factors (e.g.,
materaal exposure to radiation, ultrasound,
dramatic temperature change, toxic agents,
smoking, use of alcubol or drugs, exercise, or
stress) on infant and child physical and psycho-
logical development.

4. Principal Assumptions

® Assurances of participation in essential services will
be enhanced by various prugrams of outreach and
by communication with client groups to achieve
styles of service that are appropriate and acceptable
to different populations, and by initiating or expand-
ing publicly sponsored programs of cars as may be
necessary for people who are not reached by private
and traditional provider systems.

¢ Curreat efforts to ensure an adequate supply of food
will be continued and extended (WIC and food

stampa). . .

Information will be routinely provided to pregnant

women oo serum alphafetoprotein scréening; screesn-

ing will be provided for medical, obstetric, psycho-

social and genetic risks, and participation assured

in appropriste levels of diagnosis, support and

treatment. -

® Prenatal care will routinely include education on
avoldahle risks to maternal and fetal health during
pregnancy, and to infaht health following birth.

® Perinatal and infant care will Include but pot be

limited to:

— nutritional education and supplementation as
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needed, including preparation and support for
breasticeding (Sce Nutntion);

pyvhovovial supports which promote pareiting
behavior conducive 10 parent-child attachment;
proniotion of lifestyles that encourage good
parental, infant and child health practices;

-« hmblapes that assure antcnatal idensification of
msks, sk reduction activities and completed
plans for participation in appropriate intrapar-
tum and continuing infant care;

provision of Rhesus immune globulin to #li ¥h
negative women, not previously sensitized, whe
have a known or presumed Rh positive
pregnancy.

Achieving objectives that’ deal with mortality aad
Tow birth weight presumes participation in compre-
hensive services that will also work to reduce
materral and infant morbidity associated with life-
styl> and enviconmental risks, including:

- alcoho! and drug use;

+= smoking;

-~ managemer.c of parental stress;

~ loxic ezUstances during pregnancy and lactation;

~ occupational safety and health;

— prevention of infant and child accidents;

~— See Misuse of Alcohol and Drugs, Smoking
and Health, Control of Stress and Violent Be-
havior, Toxic Agent Control, Occupational
Safety and Health, Accident Prevegtion and
Injury Control.

Reduction of unwasted and unintended pregnancies
will achieve reduction of pregnancies in teenage and
Iate childbearing years, and will concentrate chiid-
bearing during optimum maternal ages. Efforts to
reduce unwanted pregnancies are presumed to pro-
vide for:

~ education on sex, family life and reproductive
. health;
~= ready access to all forms of family planning
services;
— readv access to pregnancy testing, with asso-
ciated counseling and referral;
— Sec Family Planning.

All needful infants and f{amilies will participate in
support services (e.g., food supplementation, in-
come supports, day care, minimum housing) that
are defined by National standards which assure
equity.

Al pregnant women will have access to regionalized
sysienis of materaity care which assute services
appropriate to need.

Agencies receiving public funds related to heaith
care—including Federal, State and local units of
government. private agencics, and quasi-public
agencies such as HSAs—will adopt these or more
stungent  objectives, and  wil  document  their
Progress toward meeting them,

%
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8. Data Sources

8, To National lescl only

¢ Health Interview Survey (HIS). Smoking and
drinking prevalence among women of childbear-
ing age. DHHS-NCHS. NCHS Vital and Health
Statistics, Series 10, selected reports, and NCHS
Advance Data from Vital and Health Statistics,
. sclected reports. Continuing household inter-
view survey; National probability samples.
Hospital Discharge Survey (HDS). Deliveries
in hospital. DHHS-NCHS. NCHS Vital and
Health Sictistics, Series 13, selected reports,
Continuing survey, National probability sample
of short-stay hospitals. .
National Ambulatory Care Survey (NAMCS).
Visits to private physicians for prenatal care,
DHHS-NCHS. NCHS Vital and Health Statis.
tles, ;Series 13, selected reports. Coatinuing
ulx’m‘:y; National probability sample office-based
¥

¢ Nationa! Reporting System for Famlly Planning
Services (NRSFPS). Visits to family planning
clinics. DHHS-NCHS. Annual Reports. Con-
tinuous sample survey since June 1977; com.
tllgu;us full count reporting from 1972 to June
77.

National Natality Fsi,ow Back Survey. Selected
data frnm 1964-66 Follow Back. NCHS Vil
and Health Statistics, Series 22. Survey of
mothers with legitimate live births; sample of
birth records. ’

¢ 1980 National Natality Survey/1980 National
Fetal Morulity Survey. Birth and fetal deaths
by numerous characteristics not available from
the Vital Registration System. DDHS-NCHS,
Currently in the field. Public use data tapes will
be availuble from the survey. National sample
survey.

National Survey of Family Qrowth (NSFG).
Characteristics of women of childbearing age.
DHHS-NCHS . . . NCHS Vital and Health Sta-
tistics, Series 23, selected reports, and Advance
Data from Vital and Health Statistics, selected
reports. Periodic surveys at intervals of several
years; National probability sample.

b. To State and/of local Jevel
¢ National Vital Registration System

— Natlity: Birtbs by age, race, parity, marital
stawus. Most Stetes also have number of
prenatal visits, timing of first prenatal visit,
cducational Jevel of mother, sometimes of
father. DHHS-NCHS. NCHS Vital Statistics
of the United Stu,es. Vol. 2, and Monthly
Vital Statistics Reports, Series 21. Continu.
ous reporting by States; full count of birth
certificates 38 States, 50 percent sample
sample remairing States. (Many States issue
their own eatlier reports).

— Montality. Deaths (including infant and fetal
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deaths) by age at death, sex, race. Some
Siates link mortality and natality thus mak-
ing full natality data available. DHHS-
NCHS. Vital Staristics of the Unlted States,
Vol. 1, parts A and B; and NCHS Monthly
Vital Statistics Report by States. Series 21,
sclected reports. Continuous reporting by
States, all events. (Many States issue their
own earlier reports.)

¢ Hospitalized iliness discharge abstract systems.

— Professional Activities Study (PAS). Pa-
tients in short stay hospitals; patient charac-
teristics, deliveries, disgnoses of congenita!
anomolies, procedures performed, length of
stays. Commi{ssion oe. Professional and Hos-
pital Activities, Aun Arbor, Michigan, An-

[od
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nual reports snd tapes. Continuous report-
ing from 1900 CPHA member bospitals; aot
a probability sample, extent of bospital
participation varies by State.

~- Other bospital discharge systems as locally
available,

— Selected health data, DHHS-NCHS. NCHS
Statistical Notes jor Health Planners. Com-
pilations and analysis of data to State level.

Ares Resourcs File (ARF). Demographis.
health facility and manpower data at State aad
county level from varfous sources. DHHS-
Health Resources Administration. Area Re-
source File—a Manpower Plonning and Re-
zearch Tool, DHHS HRA-80-4, Oct 79. One
time compilation,

[ 2V
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CHAPTER 3
HEALTHY INFANTS

Goal; To co'nlinue to improve infant health, and, by 1990, 10
reduce infant mortality by at least 35 percent, to fewer
than nire deaths per 1,000 iive births.

Much has happened in recent yeara to make life safer for babies. The
infant mortality rate now is only about onc-cighth of what it was
during the flrst two decadea of the century (Figure 3.A) thanks to
better nutrition and housing, and improved prenatal, obstetrical, and pe-
diatric care. In 1977, a record low of 14 infant deaths per 1,000 live
births was achieved, a seven percent decrease from the previcus year.

Yet, despite the progress, the first year of life remains the most haz-
ardous period until age 65, and black infants are nearly twice as likely
to die . fore their first birthdays &3 white infants. The death rate-in
1977 for black infants (24 per 1,000 live births) is about the same as that
for white infants 25 years ago.

Additional gains sre clearly attalnable. Sweden, which has the lowest
rate of infant deaths, averages nine per 1,000 live births (Figure 3-R) 1f
present trends in the United States continue, our rate should drop
below 12 in 1982, and new preventive efforts could allow us to reach
the goal of nine by 1990,

The two principal threats to infant survival and good health are low
birth weight and congenital disorders including birth defects (Figure 3-
C). Acupndingly, the two achievements which would most sigmificantly
improve the health record of infants would be a reduction in the
number of low birth weight infants and a reduction n the number burn
with birth defects.

Other significant health problems ir_.ade birth wjuries, accidents,
and the sudden infant death syndrome which may be the leading cause
of death of infants older than one month.

But not all health problems are reflected in mortality and morbidity
figures. 1t is also important to foster early detection of developmental
disorders during the first year of life to maximize the benefits of care.
And the first year is a significant penod for ,.ying the foundation for
sound mental health through the promotion of foving relationships be.
tween parents and child

Subgoal: Reducing the Number of Low Birth Weight Infunts

Low birth weight is the greatest single hazard [or infunts, mcreadtng
vuinerabiliy to developmental problems—and to death

g



FIGURE 3-A '
INFANT MORTALITY RATES: UNITED STATES, ) INFANT MORTAUTY RATES: B8ELECTED COUNTRIES, 1076
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OF all infant destha, 1wo-thirds occur in those wetghing less than 3.5
pounds (2300 grams) at birth. Infants below this weight are more than
20 times as likely to die within the first year

Low hirth weight is sometimes assoctated with increased occurence
of mental retardation, birth defects, growth and development probiems,
blimdness, autisny, cerebral palsy and epilepsy.

{n the United States 1n 1976, about seven pereent of all newborns
welghed less than 8.5 pounds. [0 Sweden, however, the ligure was four
pereent. The difference probably explaina Sweden's more favorable
infant mortality esperience. Because substantial reductions in infant
wnortality and childhood illness could b~ expected to fullow any signifi.
cant reductions 1n the number of infants of low birth weight m tins
country, that should be a magur public health goal.

Many maternal faciors are associated with low infant birth weight:
lack of prenatal care, poor nutrition, smoking, sicohol and drug sbuse,
age (espevially youth af the mother), social and economx: background,
and marital status.

Ciwven no prenatal care, an expectant mother is three times as likely
to have a low birth weight child.

And many women [east likely to receive adequate prenatal care are
thuse most likely to have other nsk factors working against them.

Wamen from certiin minotity groups are half as llkely as white
women [0 receive the minimum of prenata! care recommended by the
Amecncan College of Obatetrics aad Gynecology. About 70 percent of
expectant mothers under age 13 receis 2 no care duning the first months
of pregnancy, the petiod most important to fetal development, 28 per.
cent of their babues are premature, a rate three times that for older
mothers

Ihe fower risk with regular prenatal care may result from the bene-
fits of medical and obatetrical services—and from accompanytng social
and lamily support services

Infants burn to wamen experiencing complications of pregnancy such
as toxenia® and tnfectiona of the utesus have a four to five times higher
mortality rate than others. For mothers with such medicsl condifions as
diabetes, hypertension, or kidney and heart disease, there is a higher
nsk of hearing babies who wall not wrvive their firgt year—-a rnisk
which competent early miedical care can reduce.

Maternal nuirttion is a critical faclor for infant health Pregnant
wamen lacking proper nutritinn have a greater chance of bearing either
2 Jow birth weight infunt or a stillborn. Diet supplementation
programs—especially  those  providing  suitable  proteins  and
calories-- materially increase the likelihood of s normal delivety and a
healthy child, and attention t: sound nutrition for the mother 15 a very
important aspect of early, continuing prenatsl care

Al hazaidous far the child are materna! cigarette ginoking and al-
cohol consumption Smoking slowa fetal growth, doubles the chance ol
low turth weight, and increases the risk of stillbinth Recent studies sug-

..'

stemid presenl an fan penenl of pregrancet s charsateniied hy high hhand
it wactling headaches. aml prsten i the utine 0 can proveke conveluons
n the mivthet, death fise che folos

gest that smoking may be a significant contnibuting Tactor in 20 to 40
percent of low weight infants born in the United States and Canada
Studies also indicate that infants of mothers regularly consuming large
amounts of Alcohol may suffer from low birth weight, birth defects,
and/or mental retardation. Clearly, both previously developed habits
need careful attention dusing pregnancy.

Maternal age is another determinant of mnfant health Infamis of moth-
ers aged 35 and older have greater risk of birth defects. ‘1hase of teen.
age mothers are twice as likely as others 1o be of low birth weight.
And subseq preg ies during adol ce are at even higher risk
for vomplications. Family planming  services,  therefore,  are
waportant—and, for pregnant adolescenis. good prenatal care, which
can mmprove the outcome, 18 recewving increased einphasis w1 many
communities.

Racial and socioeconomic groups show greal duparity in low birth
weight frequency. Not only 1 infant mortality nearly twice ac high for
blacks a3 for whiles, prematutity and low birth weight are also tvice ay
common for bla ks and sotne other minorities

Evidence indicates that the racial differential 1s assoctated with cotre-
sponding socioeconomic differences Analyses of harth werght disinha.
tion according to sociocconomic status anong homogeneous cthme
populations reveal a clear relationship between birth weight and sacial
class; the birth weight of blacl infants of higher socioeconomic status i
comparable to that of whites.

Marital status is another impartamt factor In 1975, the risk of having
2 Jow birth weight infant was twice a3 great for unmnarnied as for nwe-
ricd women --at least partly because the unmarried ate less bkely to re-
cesve adequate prenatal care

Although further research can help define ntore previsely the rela-
tionship between all these factors and tow huth weight aid nfant mor.
talily, we have clear indications of measures which can be taken now to
reduce the riske. Chaptet 8 1s devoted to those ineasures

Subgoal: Reducing the Number of Birth Defects

thrth defects include congenital physical anomalies. mentat retarda-
tion, and geuetic diseases Many presend unmeduie sertous hazards to
infants. Many athers, of nat diagnosed and teated immedatcly after
btrth or during the first year of hife, can sfect health and welt beng m
fatet years.

Birth defects are responuble for one-sisth of all infant deaths 1 hey
are the second leading esuse of death fon chikdren one to four years
old, and the third feading cause for those five 1o 14 years ald

Nearly one-third of all hospitalized children ate adiatted becanse of
geactically deternuned of mfluenced disenders swhaohr atton resalt
long-term economic and ol straims for atfes ted famlecs

Approximaicly two to three percent of mfants luve + wtoms bith
defect dentified within the fist weebs of hie and five 1e i1t percent o
these are fatal Those nost Wkely 1o be tethal achude mattormatiops ol
bratn and spure, congeattal heart defets, and combimgtions of sevetal
malformations

881
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i abaut one-fourth uf birth defects, the cause s thought 10 be purely
genetic; in onestenth, purely enviconmental. In (he remaning two-
tlards. the cause is unknown. luteraction belween genetic and environ-
x:cmal factors 1 an mmportant concept guiding substuntial research in
this area.

Given current knowledgs, many birth defects cannot be prevented.
But many csn be. ldentifiable environmental hazards can be reduced.
Carner idenbsfication, ai and | screening procedures
(Chapier R) can aid in detecting some genetic disorders before, during,
and afler pregnancy.

Inherited Factors

Although some 2,000 genetic disorders are known, fewer than 20 are
responsible for most genetic disease in this country.

Five tvpes cause most of the 1llness and dean..

Down syndrome. (nie of the best known genetic disorders, Down syn-
diome 13 associated with the presence of an extra chromnosome, and
weents 1 aboaut one of every HOO0O births. It causes phyucal defects
which require hfelong cares and is responsible fur 15 to 30 percent of
the severe mental retardatinn . children living tn age 10.

The tsk of having & Down syndrome child increases with maternal
age, especially alter 35; at least one-fourth of the 3.000 infants with the
syndrame born each year are hose of women 38 or older Recent re
sarch has shown ihat the father, rather than mother, contnbutes the
catrd chroniosome 1n about one-fourth of all cases.

Duwn syndrome can be detected by sampling intrautetine flud
ihrough anmiocentens but the procedure currently 1 being peiformed
fur only about 10 percent of the 150.000 women aged 33 and dlder who
heconie pregnant in any one year The advisabihity nf having pmniocen.
e depends upon individual circumstances and should be discussed
with o physn an

Severe druin and spinal cord (neural tube) defects. Neural tube defects
uot eily acvur inote fiequently than Down syndrome but also result in
muee deaths within the first month of hie

Chatactenized by lack of development of parts of the centrdl nervous
svslenear iy skeletal protection, neural tube defects include spina bifida
ta sertebral coluan defeet) and anencephaly (very small head and
prand The defects ocete in about two of every 1,000 tnfunts, hatf of
shott dw wthe newharn peniod 1o addition tn smmocentens, a mater-
ual bload screentng test o a substance called alpha-fetoprntetn van
deten t preniancics at sk for neural tube defecis

Rk tur nearal tabe defects 18 25 times greater fnr whites than other
toval gioups AL preatest nisk are famihies with previous history of the
by e wath an affected child, genenie counseling 18 recomnmended
o thiem

Oclecis related to particular ethnic groups I'hese clude Tuy-Sachs
dvase sickle celb aneima, and cystic fibrosis

Fay Sachs e e 10 100 nipnes more frequenn smeng Jewish Famihes
sl Ashbeng e o aster Purapean) descent than i the general popula-
et Allaph chiklten wath the disease appear normal at birth, they

die by age ive 83 & resun Ut scviie ucuw relardation ond PrOGreave.
newrologic deterloration. The discase Is caused by sccumulation of a
fatty substance in the braln. Because the responsible gene is recessive,
Tay-Sachs disease occurs only when both parents carry the gene. Each
praspective child then has a 25 percent chance of developing the dis-
case. Forlunately. a curier detecti Ing test is available to iden:
tify an at-risk couple before pregnancy.

Sickle cell anemia is the most common serious genetxe disease among
blacks. About 1,000 infants each year are bom witl sickle cell discase
in which red blood cells are datnaged becawse of aliered stability of
their hemoglobin content. Although no mental retardation is associated
with sickle cell disease, it is a serious condition leading to years of pain,
discomfort, and even desth from complicatl Specific has
yet to be found.

Cystic fibrosis occurs primarily among whites in about one of every
2,000 birthy, affecting 1,500 infants a year. In the disease, abaormal pro-
duction of mucus leads to chronic lung obstruction and disability
during childhood and early adult life. The disease cann also affect the
pancreas, liver, and intestines. In 1976, it caused the death nf twice as
many infants as (etanus, whooping cough, syphlis and rubella com.
bined. Although there is no specific cure, there have been many ad-
vances in caring for patients so that, if they survive through 1 fancy,
many now reach adult life.

Sex-linked defects. These congenital disorders affect the sons of moth-
ers who carry an sbnormal X chromosome. Hemophilia and muscular
dystrophy are two prominent examples. The bleeding disorder, hemo-
philia, is due to deficiencies in the ciotling mechanism of the blood 1n
muscular dystrophy, muscle is replaced by fat, leading to gradual mus.
cular weakness and wasting.

Metabolic disorders The most widely known of this group--and the
nne for which infants are most frequently tested —is PKU (phenylketon.
uris). 1t involves a genetic liver enzyme deliciency which allows an
amino acid to accumulate abnormally, impairing brain function and
leading to increasingly severe mental retardation later in childhood
PKU, which occury in one of every 15,000 Wirths. can be treated with
special dict that compensates for the enzyme deficiency

Cogenital hypothyrodisrs {cretinism) 1s a more cominon netabolic
disorder capable of cassing nicntal retardation Some cases resuit from
genetic predisposition bit others may be the result of aircumstances
(e 8 malernal 1odine defictency) occurnng during fetal development
About 600 infunts a year--one per 5,000 births ~ arc alfected. hut early
detection and prompt treatment with thyrond mediwestion i the fius
weeks of hfe cau prevent the retardation

The availabilty of specific tests for both I'KU and congenttal hy
pathyrowdism has prompted States to consder requiring hoth for cach
newborn  Even though the numbet of affevtad habnes detected will be
sniall, the benefits of early diagnosis and treatment for the affected
babics can be profound
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External Factois

Hirih defects can result from eaposure of the fetus to infectious or
toxw: ngents durning piegnancy, cspecially during the first three monihs
(st tnmester)

Infections Rubella (Uerman meastes), when it affects  mother during
the first trimester, can lead to congenital malformations as well as sull-
birth and miscarnage.

The greatest nak occurs when most women may not even be aware
of being pregnant. The likelihood of rubella-induced malformations is
approumately 23 percent during the first three months, afler which it
begins ta dechne suhstanninlly. The most serious problems for the fetus
include blood disorders. heart defects, calaracts or other eye defects,
deafness, and nuld to profound mental retardation.

tar prpective medhers who have not been exposed (o rubella, vac-
cinalton’ pnor (o pregnancy can help prevent all of the problems (or the
fetus

Radiation and chemicals in the workplace. These environmental factors
have thew greatest potential for harm during the early weeks of fetal
development-- aguin, often before 8 woman reahzes that she is preg:
nant And they remain hazards throughout pregnancy. High doses of
wmaing radiation 1a kiere not only =an increase risk of fetal maiforma-
tion, there 1s suggestive evidence of increased risk of subsequent leuke-
mia and uther childhood cancers. To reduce risks, proteclive measures
should be taken to help pregnant women avoid unnecessary exposure

Drugs A broad range of medications, including some seemingly in.
fiow uous wver-thecounter preparations, may harm the fetus

A now-classe example of drug hagerd is the epidemic scveral years
ago of brth defects caused by maternal use of thalidomide. Taken as a
imild sedauve and sleeping aid. thalidomide led to developmental de-
fects. particularly of the limbs, in approximately 38 percent of infants of
muthess uang - Throughout the world, an estimated 10,000 deformed
wmlants were born Thalidomide was on the Buropean market approxr.
matcly five years before the problem was identified and the product re-
waved, bul 1t was never approved for use in the United States.

Otlier drugs known 1o cause birth defects include some hormones
wiclt v DES (diethylsulbestrol), as well as certan anti-cancer and anti-

onvabant agents DES 1aken by mothers during pregnancy has been
hinked to vaginal cencer development in daughters dunng adolescence
amd catly adulihoods

Amuong drugs currently under study for possible birth defect poten.
nal are warfarin, diphenylhydantmn, trimethadione, and lithium Some
wonten aced these drugs for senous problems such as past-rheumatic
hieart Jdinwase. wizures, and severe mental disturbances. Also under in-
vestgation are some drugs used during childbirth wiich may have det-
tnheanad cffects on the chitd's central nervius system.

It it be emphaszed W0 the public—and  perhaps to some
phaseany  that exposure to any drug should be avoided at any time
Juning pregnancy. but especially dunng the first tnmester, unless there

are overriing medical considerations 10 use a diug for the mmhcr'l 4 rz

Alcohol. The incidence of ulcohol-induced buth defects 1 now cshe
mated to be one for every 100 women consuming more than one ounce
of aleohol daily In carly pregnancy. The feal afcohol syndrome there.
fore accounts for the occurrence of approzimaiely one birth defect in
every $,000 births in the United States.

Alfected ‘nfants are often of low birth weight. mentally retarded, and
may have behavioral, facial, hmb, genital, cardiac and neurological ab.
normalities.

The risk and degree of abnormality increases with increased alcohol
consumption According to & Boston Clty Haspital study of infants
born to heavy drinkers (average 10 drinks a day). 29 percent had con.
getutal defects compared to 14 pereent for maderate drinkers and only
eight percent among nondrinkers Furthermore, 71 percent of infants
born 10 women who consumed more than 10 drinks daily had detect-
able I*hysical and developmental abnormatities

Safc alcohol consumption levels durine pregnancy have yet to be de-
termine v. But, in view of the associanon between high levels and felal
abnormalities. women who are pregnant or think they might be should
be encouraged |o use caution. And women alcoholics, until treated ef-
fectively for their addiction, should be encouraged by pubhe informa.
tion progre s and by direct counseling to avord conception

Other Important Problems

Several other problems with major umpact on infant health are noted
in Figure 3-C.

Injurics at Birth

Buth injuries, difficult labor, and other conditions causing lack of
adequate oxygen for the infant are among the leading reasons for nev.-
born deaths.

Although most pregnant women expenence normal childinrth, com.
plications may occur during labor and delivery. Some-—such as smal!
pelvic cavity—can be detected in advance. during prenatal care.

Others unidentiflable beforehand require prompt management They
include hemorrhaging from the site of attachment of the placenta (after-
birth); abnormal placental location; abnormal fetal pusition, premature
membrane rupture; multiple births, sudden appearance or eascetbation
of toxermia; and sudden intensification of a knows medial problem
such as heart discase or diabetes

Sudden Infant Death

Certatn babies, without appareat cause or warning, suddenly stop
breathing and die, even after apparently uncompheatet pregiancy and
tarth

This unexplained cvent. called the sudden wnfant deatl syndrome. s
believed hy some authoriies tu be the lewding cause of deuth for babies
older than one month
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Revently svidence has been accumulating that abnormat sleep pat-
terns with increased risk of breathing interruptions (apnea) may be
cialed with the unexpected death A varicty of factors, such as prema-
turity and maternal smoking, are emerging as possible contributors to
increased risk for sudden infant death, but therc is a need to learn more.

" stensive research now under way should refine our ability to identl-
fy high risk infants and effectively prevent their deaths.

Accidents

More than 1,100 infants died in accidents 1 1977. The principal
vauses were sulfocation from inhalation and ingestion of food or other
objects, motor velncle accidents, and fires. Many deaths reflect failure
ta anuwipate and prolect agsins® situations hazardous for developing in-
fants. Child abuse may also account for some deaths.

Inadequate Diets and Parental Insdequacy

Although they are not major causes of death, problema related to
wfend care have sigmificant impact on infant health.

Evenin a soucty of considerable sffluence, many infants are not re-
celving appropriate dieta and suffer from sflciencies of nutrients
needed for development. Frequently, it is overnutrition rather then un-
dernutritton which s the problem setting the stage for obesity later in
life

Revogaiiont of the extent to which parental sttitudes are important to
4 chitd's development— and, with it, the nced to bring parents and
babies together psychologically —is recewvine increasing attention

Even when an infant nust be kept in the hospital because of low
bieth weight, early contact between parents and child may be helpful to
a good staet n life and sound emotional development. Breast feeding is
to be encouraged not only for its wutritional benefita but algo for the
vonthhuion it can make to psychological development.

The fact 15 that growth of s "sense of trust” has been identified as s
vignificant sspect of healthy infancy. Intimate, enjoyable care for babies
fostery that growth and the building of sound emotional and mental
healfth

Murcover, recently. there has been growing recognition that certain
diveders occur when there 18 neglec: or inappropriate care for an
mfant One 18 “failure to thrive” or developmental attrition— with the
child lowng ability to progress normally to more complex activities
such as stamding, walking, tatking, and learning Other disorders linked
to neglect ur mappropriate care mclude abnormahtics in esting and di-
gesbive functions, sleep disorders. and disturbances in other sctivities.

LI S T

Al of these problems underscore the need for regular medical care
during the peenatal peensd and early months of fancy  Such care
shauld be senvtively dewgned 1o enhance the relationship between par-
enis it ikt as well as o ensure sovod nutrinon, appropeats immuni-

zations, and early detection and treatment of any developmental prob-

As programs have expanded to provide better services to pregnant
women and newbom babies, the health of American infanis has .lludlly
itnproved. These recent gains to infant health are indeed heartening.

Moreover, more can be done. To a grestcr eatent than eve. before,
we have a clearer understanding of the factors ‘mportant {o ensuring

heulthy infants. ) )
Section §1 discusses in greater detail the actions we can ke.
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and aniy 39 percent of the Nation's school districts offer information on
human repraduction and sexuality.

A magor focus of primary prevention efforts must be on providing
contraceplive information and services to all sexually active teenagers
i a manuer that is accessible, convenient. inespensive and, perhaps
maost importantly, 18 effective in cornmunicating with them.

Fiaally, family planning involves more than the question of “when™
1 have a child, for & me peaple, the question is “whether.” There are
couples at high risk of conceiving 8 child with an inherited disorder.
‘They may wish to consider that riak in deciding whether or not to have
children. Alternatives available to auch coupks include udoption, artifl-
cial insemination. or conception and use of fetal diagnostic mensures.

In some cases~—such as sickle cell anemia, Tay-Sachs disesse, and
hemophilia—the important genetic characteristics can be detected
hefore pregnancy through analysis of blood samples (carrier detection).
Other genetic disorders, described below, can be detected during the
prenatel period through amnlocentesis and analysia of antniotic fluid,
but detection of an abnormality may require a decision on an abortion.

There should be greater effort by physicians, clinlcs, other health
praviders— and by schools~to make the availability of these tesls and
alternanves more widely known.

Pregnancy and Infant Care

‘The chanve that an infant will be of low birth weight and at in-
creased nsk of developmental problems, and perhaps death, is height.
ened by lack of early, regular, quality prenatal care, as noted in Chap-
ter }

Although belween 1969 and 1977 the proportion of women receiving
prenatal care during the first three months of pregnancy increased from
68 ta 74 percent, too many still do not receive care unt' the last three
months—and the greatest risk is for the one to two percent who re-
ceive none at all. .

From 1930 to 1977, infsat mortality dropped from 30 to 14 deaths
per 1.000 ltve hirths. While some of the improvement was duc to great
er availability of regionalized intensive care units for pewborns, better
prenalal services have clearly played an important role.

Maternity and Infant Care (MIC) Projects—part of a national effort
to provide assistance to vulnerable populations—have consistently been
associated with declines in low birth weight incidence and infant mor-
ality.

In Birmingham. Alabama. for example. after the MIC project began
i 1967, prenaial clinics available for low income pregnant women in-
cressed and the proportion of women receiving prenatal care during
the first tnmester rose from 24 percent in 1968 o 39 percent in 1978,
Although direct cause and effect selationship cannot be determined,
nfant mortality in this ares dropped from 23 deaths per 1.000 live
births 1n 1963 to about 14 m 977 —and infant deaths during the firsg

decrease

month of Ife went from 19 to 10 per i,000 live births, a 47 Iuga '?

L}
in Denver, Colorado, infant mortality was 28 per 1.000 live births

when the MIC project began in 1968; by 1972, 1t was down to 17 and
the incidence of jow birth weight also had declined.

Prenatal Care

What are the important services needed duning pregnancy?

They include thorough assessment of any special riske bcca_usc.or
family history or past personal medical problems. physical examination
and basic laboratory tests; amniocentesis where indicated; and counsel-
ing on nutrition, smoking, alcohol use, exercise, sexual sctivity, and

planaing (Figure $-A). .
I"muTtgou;h a pr(oo:ective mother’s carefully recorded medical experi-
ence and family history, it is possible tq idelmlfy g?cmu which may put
and fetus at apecial risk for avoidable problems.
moﬂ:;ut ®0 r;ercent mm at high risk of having & low birth weight
infant can be identified in the first prenatal visit, and action can be
wken to reduce the risk. Without such care, as noted in Chapler 3, an
expectant mother is threo times aa likely to have a low birth wesght
hild.
¢ Through family history, risk can be Identifted for several inherited
diseases, including Down syndrome, Tay-Sachs discase, and metabolic
disorders, all discussed in Chapter 3. )

Women with histories of such problenis as repested miscarnages,
bleeding, and ~remature membrane rupture are at increased risk for not
having s live and healthy baby—but measures can be taken during
pregnancy to reduce the risk.

Also needing more intensive obstetrical care are women who have
congenital reproductive tract malformations or medical problems such
as diabetes, hypo- or hyperthyroidism, heart discase or kidney disease.

Laboratory tests are important because they can confirm problems
suggested by an expectsnt mother’s (amily or individual history

Women who tend to be more susceptible to toxemia of pregnancy are
those with nigh blood pressure, disb or kidney d .

Toxemia, which, when present, usually occurs dunng the second half
of pregnancy, is characterized by rapid weight gain, swelling of legs
and cyelids, headaches. elevated blood pressure, and loss of protein in
the urine. If 1t persista,- it can threaten the pregnant woman's life
through complications such as convuisions and stroke—and lead to fetal
d

eath.

When detected, toxemia can be controlled by rest, sedatives, antihy-
periensive and anticonvulsant drugs, and correction of chemical imbal
ances. In moct cases, it subsides after pregnancy bul 12 some it has re-
sidual effects. )

For women 33 and over, those with a history of muitiple miscar-
riages, and others with certain genetic indications, amniocentesis

be offered. In this feral diagnostic procedure. which s used ai about the
16th woek of preghancy, a needle is inserted through the wall of the
woman's abdomen to the womb to withdraw a sample of amniotic
fluid conlaining cells shed by the developing fetus Cells and fluid can
be analyzed for chromosomal and biochemical defects.
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FIGURAE 8-A
PREVENTIVE SERVICES FOR THE PREQGNANT WOMAN AND FETUS
* INITIAL  SUBSEQUENT
SEAVICES _vsiee o visitg!
Genodal Medical [}
Family and Gonstic .
HISTORY Piovious Piagnancies .
Cutiont Preynancy [ ] ]
’ Teneral [
PHYSICAL Blood Pressuie L] .
EXAMINATION Height and Woighl . .
Feiq) Development L
vORL .
Papantcotav Smear .
HemoglobiyHsmatocrit L)
LABORATORY Uiinalysis fo1 Sugar and Protein L] L]
EXAMINATIONS Rh Doterminalion .
Rioodgrout Detarmmation L4
Rubnia HAL Titre [
Amnlocenlosis [1or women over J5)°
Nutnition Oungl Pregnancy L] L]
Nunition gyAniani.
Including Breastineding [] L]
Cigarofto Sinoking [] L]
CNUNSEILING Uso of Alcnhel, Olhor Orugs
WITH REFEIHALS Duning Pregnancy L] L]
AS NECERSARY Sexuat ineir.ourse Ouling Pregnancy @ [ ]
AND DESIRED Signs vt Atmarmal Pregnancy . .
Labew and Dohivery (mciuding
” #hota molhor plans 10 daliver) [ [
Physical AChivily and ExorCise L) L)
P ovieyns lor Care of Infanl L) [
[] []

1 Rs8ponse 10 Parenlal Concomns

LADOR AND DELIVERY? 1 )
CIST PAITUM VISIT including family planning counseting and rpleital, f dessded)

‘il ¥1v%1 shiwld oncur gany In the Lirsl Inimesler

*Subsequent vidils should occur OnCn 8 month through tiip 28th weok of
prrgnany, 1wiCn A month {tom 1he 291h through the 38th wook and onco a
wrek lhergalior

1 dasues amniocaniosis should be performad al aboul tho 18ih wook lor
wynirn who 410 over )% of why have SpecihC genolic Indications

*Althongh Nyl A prevonivn saivice, 1ahor snd dolivery shoutd be inciuded In &
n3 Wana nl frennan v telated sefveC os

Currently, about 100 conditiona can be rchably detecied by amnio-
centesis, Including Down syndrome and ncural tube defects. Neural
tube defects also can be detected during pregnancy by a blowd test and.
In some cases, by ultrasound examination Women with family histories
nf such genetic problemns, or of multiple birth defects or mherned meta.
balic disorders, are at higher risk of having a fetus with a defect detect-
able through amniocentexis.

Also very important in prenatal care 13 (he counseling of expectant
mothers on potentil problems for the fetus that nay be caused by
smoking, alcohol use, and poor nutrition, uluding referral, when nec-
essary, (o sultable social support services.

1t would be diffi:ult to overemphasize the need for semng o 1t that
nutritionai requirements arz met during pregnancy. There are increased
requirements—especially for calories, iron, calcium, phosphorus and
protein—and all the more 50 for pregnant teenagers whose require-
nicits may be further increased by habitual poor dictary habits caupled
with the accelerated needs associated with adolescent growth.

Maternal nutritional deflcits have been shown to malerally increase
chances for low birth weight or atilbirth.

As carly as 30 sears ago. diel corrections~cven in the last weeks of
pregnanvy--for women who had capenenced famute conditions i the
first trimester were found to help offset the potential effect of severe
catoric deficiencies on the birth weight of their babies

Although fumine conditions do not eaist m the United States. putri-
ttonal and sociocconomie status are linked, aud many pregnant wonien,
even some wilh incomes abuve poverly fevel, are not receiving ade-
quate dtets for normal fetal developnient. Providing an important ad-

Junct to good health care are programs such as the Depanment of Ag-
reulture's Special Supplemental Food Progrum for Wonien, Infanty and
Chitdicn (WIC) which gives dictary supplements and nutrition educa.
lion al 1o cost for “crtain pregnaint women. mfants, and children up 1y
five years of age

Even before they become pregnant, women need to know abuout fac-
wrs that may affect the health of their futuie bahies While providing
mlormation about nsks of using cigarettes. atc.ahol and drygs, 15 an im-
partant part of prenatal care, many women arc pregnant several weeks
before kaowing they are- and 1t s at the very early stages that the
fetus is most vuloerable

Eatly on, too, the fetus van be affected by o chemuals and infec-
Hous agents: Muoreover, exposure 10 onizing radistion above a certain
level 1t the fipst week or two of pregnancy ancreases sk of sporitane-
ons ghartion -and subsequent expasure, capecially duning weeks two
through uix, increases nsk of malformations and some childhood can-
vers, including leukemin

Here. agam, we need intensified educatonal efforts by schools. health
providers, and the media. .
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Tho Dirth Process

Altnoigh o woinen expenene uncomplicated childbirth, abuut 20
percent have some problem during labar, accordsng t the 1972 Naton-
al Natality Survey

‘There may. for cxample, be hemarthaging, stidden worsening of tox.
emys, of tipatment of oxygen supply to the fety because of s pos-
tion tn the uterus.

Hecause these problems require prompt interventiou, preventive care
durmg pregnaney <hould alo focus on the birth process itsell and in-
clude education about childbirth and preparation of both parents, with
underscanag of the importance of selecling & place for delivery in or
near facilities that van be used lo respond o emergency situations

Revent technologieal advances promise tmproved capability for rc.
«panding to birth process problems Electronic fetal monitoning, for ex-
smple. has improved ability to detect fetal distress and therefore 10 save
the hves of many high nsk nfants. While the techmque, 1f ot used
propeily, may lead 1o needless surgical deliveries as well as maternat
infections, it can offer sigmficant benefits when appropriately used to
monitor high risk pre; .ancies.

Postnatal Care

Once a haby t born, prospects for good health can be enhanced by a
number of preventive services (Figure 8-B).

A smple blood test can be used lo screen newborns for PKU (phen:
yiketonuria) and congenital hypothyroidism With dietary manipulation
foe an nfant with PKU, and thyroid hormone medication for one vith
hypothyroidism, mental cetardation and other problemis that otherwise
would develop can be avoided.

Routwe neonatal care also includes ntramuscular administration of
vitamin K 10 prevent the bleeding which vecasionally occurs in new-
barns. and tnsttlation of silver nitrate solution in the eyes to prevent
cye fection which might occur if the mother has active gonorrhea.

Prevention of Rh (rhesus) senstizauion is 8 majot advance. The sensi-
tization can occur when a mather has Rh negative blood and the fetus’
type » Rh positive It can be prevented by adminisiening a blood
protein ~Rh immune globulin —to the n.uther after the birth of an Rh
postiive haby of after ag abortion or Miscarriage. If the inmune globu-
jtn 13 not sdministered, she mother may develop antibodies to the baby's
red blowd cetls and llﬁ tibodies. during 8 subsequent pregnancy with
an Rh poutive fetus, tnay destroy the infant's red blood cells, producing
snemia, brain damage. gpontaneous abortion, or death.

Stnce introducion of Rh imnwne globulin in 1968, the estimated tncy:
dence of erythrobiastosts fetalis (the disease caused by Rh incompatabr:
iy} has dropped from about 4.1 cases per 1,000 births tn 1970 to about

1 6 per 1.000 w 1877

Deapute 1ts relative tack of public attention. the disease s still 8 wg
mificant preventabie problem which affected 233 wnfants in 1976, 10
lrres the number burn with congenttal rubella syndromne that year Yet

FIGURE '8

PREVENTIVE SERVICES FON THE NONMAL INFANT

HISTORY AND
PHYSICAL
EXAMINATION

PROGEDURES

IMMUNIZATIONS

PARENTAL
COUNSELING,
WiTH REFERARALS
AS NECESSARY
AND DES\RED

Poliomyalitie [

BINTH  SLCOND SUBLEQUENT

_ SERVICES B viSit - vistit vISitS’

LeénQth and Waight L) L) )
Head Cicumiaronge ]
Uttne Stream ]

Cneck for Congenial
ADRO:maillies ] .

Develgpmentel

Assersmenl L4
PRU Sclesniny Test )

Thyrosin T4 [ ]

vilamin K " .

Sctvds Nurate

Piophylasi L[]

Diphthera

Potiusan . ]
Tetanus L]
Measies’

My:npa!

Rubslla’. .

inlanl Nuliitlon and
Feeding Preclices
(0808 IN'ly Droost

leedingl L] L)
- Parenting [ ] []
1ntenl Hygione ] [ ]

Acciaenial Injury Preven
lion (including use of

sulomobile resitantel [} .

Fsmily Pienning and

Relecral tor Services [ ] [

Chiid Care "
Arrangements [ ] ]

Medical Core ’

Atrangements 'y [ ] L]

Paranial Smoning,

Use ol Alcohot,

and Druga [} ]
Pazenie! Nuliition,

Phy8icat Aclivity

ond Easrcise [} [}
In Response o
Parenta! Concerns . ]

*54c0nd visIl Should occur wilhin V0 days of belord 188vIng tn® hoIpitar
*Four health visils 1ne resi of 1irsl year of encugh 1o provice Immunizations
‘Measles, mumps, 8nd 1ubelts iImmunizalions oCCur ot 15 months
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appropiiate peduatal mierventnn could Jo away alinost entirely with
the fiveave ) ] _ .

Breast feeding Ytotional and physical nurturing are vital 10 an in-
fant’s health and hreast feeding provides a way of enhaucing both.

Until this century. breast feeding was the principal source of nutrition
for fants durng the firt six months of hife, the period of most rapid
growmih i the 19408 about two-thirds of mfanty were being breast-led
bat by the late 1960s and eatly 1970s, the proporticn was dowg o
ahout 18 pereent Recently. the trend has teversed; a 197 «urvey lound
more than halt of all mothers treast feeding.

Human breast milk provides nutritionally _complete. convenient,
prewarmed food for wfants Breast feeding also increases mother-nfant
contact, canlers some protection from infectioun diseases by transfer.
nng antibexfies from mther to child, and hclps women who have
gained excessive weight duning pregnancy to lose it. _

Morcaver. breast fed infants rarely are obese and virtualy never de-
velop tron deficieney anenua, the most common nutritional problem of
Anterican nfants 1l the nursing mother 13 healthy and well [ed, nu:
ornde and posubly vitanun 1 may be the only supplements necded by
the haby After about fons manths, a source of 1ron nay also have to be

~d to the diet
.(h(i‘((;:nnrr:-ml formulas are avamiable and when prepared according to
directians provele adeguate nutrition but. th contrast to breast feeding,
they ate not regarded as the optimal food sauree )

Sohd foodt Solnd fiexds should be mtroduced with care .- genelally
nat il the haby i< at feast thiee months old No adverse effects oceur
when solid fomt- and cow's itk introduction 18 delayed until much

[GRTIETS
I:"(l‘)rn (h‘c (llhr’l hand, when fod too carly, sobid food may predispase an
nfant to food allergies, vvereating, and choking

In chooung wind fods, awithers shoukl use nutritional value rather
than taste as the pumary puidelme An infant does not need sweetened
ar salted food and commercial baby foods should nat be supplemented

wL sugar or it
“I.L‘;r: ?«:‘ul\ \hould be mtroduced one at o tme, with cach conttvied
for 4 week befine amnber v ntiduced Ths helps identrfy and avoul
fonnd mtaldganices of allesies Cosmnondy, sice ceteals arc sed first, fol-
fowed by frnds and vegeteblew and finally by ineat to deterauace the
proper diet for an nfant, parens would do well o eonsult a pediatn-
cran. thetitian, of other health professanal .

Immunizations

Hecaase f vaes ines, dhiscases fhat onve ranked among the '(‘-“I't‘x
Causes of death, patbealarly T children. now are regarded with Jew
concern Higuse B O shioss the change in nciience due o nwminnsa
"“;:ul while substantiadly reduved as thrests yn mast cascs—and ehmr
nated 1 the case of smallpox - these diseascs still can be quite dangc;-
ous Revent epidemic. of neasles and pertusais, and ocvasonal duu
breaks of diplitherta and pals, imlicate that, shurt of complete eradica

Hoi, rediwhion - a discase’s medence s tempotiary g inmuntzation
rust be continually enphauzed

Childhood Immunlzation

Each of the seven major cluldhond mifec wous diseases which can be
prevented by immumazation - measies. munph 1ubella. polio. diphihe-
na, pertussis, and (etanus- can cause pernanent duability and, i soing
cascs, death

The provision of protection agamst these probien,: has become a na-
ticnal prionty When polip vaceination became possible 1n the 19504 the
Federal gavernment moved ta provide funds to State and local health
depariments for large-scale immunization camipatgns. Similar campaigns
were begun when incasles and rubella vaccines were introduced  The
vambined Federal, State and local effutts were notably successful
(Figure 8.C)

Yet vigilance i mamtaining immunizatiun Jevels has waned and targe
numbers of children are not adequately immunized. In 1976, more 1han
a third of all children under age 18 were not properly protected - and
the following year rubella ases cereased by 63 percent, measles vases
by 19 pereent, and whooping cough cases by 115 pereem

In respouse to the law immunizatuin levels and disedse inereases, the
Presdent in 1977 began & major Childhood Imnwnization Imtiative
That lmtiative refieets recagnition of the need For a coordinated. bryvid-
ly-based national effort i atiain and sustam adequate inmunization pra-
techion -

With the cominatuut of safe, cfective taccmes, public and private
programs, and a reliable disease surveitlance and vutbreak containment
system, infeetious diseases can be controlled [ fact, complete elinuna.
ton of measles 1 within reach and has been set as a natroual gual

Although untversal childhood wnunzation: could chnme a vast
amount ul suffering and permanent damage, barriers ¢xist Public iter-
est must be mamtained and parents must cusure that chitdren are pro.
teeted The effo-t must be broad, mvolving not ouly pubhic amd pisate
bealth sectors but alsu wlucation, social services, and other ficlds A
recommended schedule 1s shown i Figure §-1)

o hetp patents, health departments and schoofs should mamtan ours
reach pragranms and educatonal efforis as well as programs mabing
health services avat'able on a continuing baus.

The poor are ¢ particular concern since survey dsia indicate they
consstently have lower immunizanon levels and higher disease e
dence Medicaid espenence has shiown that even wheie pay e for
preventive services is provided, there 18 no assuramce that the sersies
will be used

On the other hand, neighborhaad bealth venters, cunldien and youth
venters, and Health Mamtenance (rganizations hase dewtonstrated that
where services are provided i an organized settmg, respomine e the
needds of the populatton served. and coupled with outreach and follow -
up e’ -\, prevenlive services may be used appr  rwiely by all inconie
grow;
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Mr. Sikorski. What year did the PHS have any indication that
the goals for blacks was less likely to be achieved than the overall
rate?

Mr. BrRanpr. 1982.

Mr. Sikorskl. | think you mentioned—I don't know if the date is
in the record—on January 16 of this year the Director of the Na-
tional Center for Health Statistics projected that at the current
rates, the goal for black infant mortality simply would not be met.

Mr. BRanDpT. That is correct. As a matter of fact, the projection
that I was provided is in the testimony, and our projection is 13.5
rather than 12; that is assuming no change. This is 1984, and we
are talking about 1990. )

Mr. Sikorski. The goal would not be achieved if the current
trends continue, I think the report states?

Mr. BrRanpr. That is correct.

Mr. Sixorskl. In fact, this is the first time the administration has
put its awareness of the anticipated failure to meet the 1990’s ob-
jective into the wblic record, is that correct?

Mr. Branpr. Well, it depends on what you call the public record.
The public health reports, which is the journal in which we publish
progress reports on each of these vojectives, certainly alludes to it.
I don't think—I will have to go back and look specifically to see
whether those goals were addressed. But I think we point out there
are some problems, yes.

Mr. Sikorskl. If there are any allusions that rise to the level of
informing the public of failure on that objective, I think the record
should be held open for you to submit those.

Mr. Branpr. All right, sir, I will have to go back and see. I am
not absolutely sure about that particular progress report, but I will
go back and read it and see.

[See correspondence beginning on p. 275.]

Mr. SikorsK1. Prior to this admission or statement of concern
about the goal not being reached, you previously focused on the
problem of the etiology of low birth weight, is that correct?

Mr. BranpT. Yes, sir.

Mr. Sikorskl. You did two things, as I understand, you estab-
lished the low birth weight task force, and you asked the National
Institutes of Health to ideniify gaps in research activity, is that
correct?

Mr. BrRanpT. That is correct.

Mr. Stikorski. And do you agree that neither of these responses
will result in any immediate change in intervention act.vities for
the populations at risk?

Mr. BranpT. Well, I suspect that they won't.

Mr. SixorskI. You suspect that——

Mr. BranpT. That they will not.

Mr. Sikorski. And I believe | am——

Mr. BraNDT. Because, again, I just want to keep coming back,.- -
that the Institute of Medicine has brought together a panel of ex-
pﬁrts, and they addressed the same kind of problem. The point is
that-——

Mr. Sikorskl. | understand those points, but I just want to make
sure that we understand the context of this discussion here today.
That is that there have been two responses mentioned in your tes-
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timony; yet these responses are not intended to affect the popula-
tions that are at risk or change those lines in any way, at least in
the immediate timeframe.

Mr. Branbr. I fully hope the information will come so in the not-
too-distant future we can do something about it.

Mr. Sikorski. How soon?

Mr. BRANDT. That is the veason for doing it.

Again, you ask me to prudict the outcome of—— "

Mr. Sikorskl. I am agking you to predict because sometime we
will have Presidents, Senators. and chairmen of other committees
come from the ranks between me and that seat over there. At that
point, I don’t want to sit with you or your successor and ask the
same question 30 years from now.

Mr. BRaNDT. At that time it will be my successor.

I think——

Mr. 31korsKI. Are we talking months?

Mr. BRARDT. No; we are not talking months. I think the earliest
you could expect significant results from those research projects
would be 3 to 4 years. If the low birth weight task force will, in
working with the IOM group and others, begin to identify some ini-
tiatives that we should undertake imm=diately, we will undertake
them, but I don't—I am not——

Mr. Sikorsk!. We do know there a:e 7me nonresearch things
that relate to low birth weight that are not being initiated at this
time.

Mr. BRANDT. Like?

Mr. Sikcrskl. The whole issue of smok ng, the rest of it, maybe I
can get into that.

You have indicated there are certain areas where we have made
great progress in saving babies, both black aid white. The most im-
pressive success has been with newborn intensive care, that success
In the regionalized system for supplying this sort of newborn care
is enhanced by advance knowledge of the need and that an effec-
tive way to identify these high-risk infants is for the medical team
to see the mothers in prenatal care, to predict and delay premature
labor, to discover high blood pressure, eclampsia, anemia, diabetes,
infection, and other chronic treatable diseases in the mother to im-
prove nutrition and to stop smoking, alcohol, and drug abuse.

Is that a fair summary so I don’t have tc ask you for each one?

Mr. Branpr. That is a fair summary except you left out the age
situation, and no amount of intervention can make a 16-year-old
girl older. That is the other major factor.

Mr. Sixorski. The reason I ask the question is you want to focus
on the things we can’t change. I want to focus on the things we
can.

Mr. BRANDT. Oh, fine.

Mr. Sikorski. OK?

Mr. BRANDT. Fine.

Mr. Sixorskl. You highlighted that concern. I think that is a
frustrat.on of some of the people who ask questions before this
committee. )

Looking at barriers to prenatal care, you concurred that prenatal
care is useful for identifying high-risk pregnancies, for correcting
certain problems and for getting proper delivery and newborn serv-
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ices. Would you agree that many women in the United States don't
receive such prenatal care?

Mr. BRanDT. I would certainly agree there are women in the
United States that don't receive prenatal care. I don’t know the
numbers specifically, no, sir. But I would agree that there are too
many women who don’t receive prenatal care.

Mr. Sikorskl. i don’t know the number specifically either, but we
are talking about millions, aren’t we?

Mr. BRaNDT. I suspect.

Mr. SikorsKi. Are there a few things that contribute to failure to
connect pregnant womer: with effective services, for example, not
having a doctor, not being able to afford a doctor, not knowing that
it is useful and not knowing that you are pregnant, is that a fair
summary? :

Mr. BRANDT. Yes, sir.

Mr. Sixorski. Would you agree that it could make a difference
on this problem if we could overcome these obstacles to get prena-
tal attention for these pregnant women?

Mr. BranpT. I would agree that be a great help if we could over-
come some of those obstacles.

Mr. Sikorsk1. You indicated that in the programs of the Public
Health Service, your goals are to reach all women starting with
family planning services and continuing iuto planned pregnancies,
have you not?

Mr. BRANDT. Yes, sir. '

Mr. Sikorsk1. Where is there a Public Health Service program in
place—where there is a public health service program in place, re-
sources are present to meet the needs. Would you agree that there
are places in the United States where the service capacity of the
doctors and nurses, and whatever, are just not there within at least
a reasonable distance?

Mr. BRANDT. Yes, sir.

Mr. Sixorski. These most likely would be rural areas, and many
urban areas lack sufficient supply of doctors who will treat the
poor and minorities, would you agree?

Mr. BRANDT. I agree that there are—there are areas in this coun-
try that will never be adequately covered by medical care. There
are areas that are very isolated; Loving County, TX with a popula-
tion of less than 200 people scattered over a wide, wide area will
rever have a hospital or a physician there. They are going to be at
some distance from medical care.

So I think——

Mr. SikorsKi. Let’s not continue to focus on the worst-case situa-
tion; there are a lot of people in the largest city in the world that
don't have access to care.

Mr. BrRaNDT. I just went to make it clear——

Mr. Sikorskl I am a realist. ou don’t have to point out——

Mr. Branpr. Fine.

Mr. Sikorski [continuing]. To me the problems we have in the
country—what [ am trying to focus on is that there are rural areas
and urban areas, for whatever reasons, that just don’t have the fa-
cilities or the services available for this prenatal care at this time.

Mr. Branpt. There certainly are some, yes.
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Mr. Sikorski. And that a lot of them are not in the worst-case
situations, what was it, Lubbock County?

Mr. Branpr. Loving County.

Mr. Sikorsk1. Loving?

Mr. BRANDT. Yes. Some of them——

Mr. Sikorski. I never had the privilege of being there so I don’t
know. And the way you describe it, I will think twice about it.

Mr. BRaNDT. They don’t have an airport, either.

Sure, those issues have to be settled. That is one of the reasons
why one of our major goals has been to work with States and local
authorities to try to assist in the solution of those problems. That is
why we have again entered into agreements with 36 states on com-
munity health centers, with 30 States on the National Health Serv-
ice Corps, with 40 States on family planning to allow those States
;o develop a total plan to meet these kinds of problems that they

ave.

‘And we will then collaborate with them in the location of com-
munity health centers as clinics or the location or assignment of
National Health Service Corps officers———

Mr. Sikorski. Dr, Brandt, that sounds good, and I am sure there
will be some good that comes out of it, but I served for 6 years in
the State Senate on the Health, Welfare Corrections Committee,
and it was for the last 2 years in charge of our largest part of our
State budget, and there is a big gap between those stated goals and
agreements and the reality of getting these pregnant women the
type of prenatal care that we all agree is important.

Getting back to that issue, this gap between the services and the
numbers explains why some women just don’t get the continuity of
the prenatal care they need, why some women get prenatal care
late in their pregnancies rather than early, and why some women
Just don’t get any. prenatal care at all, is that a fair summary?

{r. BRANDT. I think that the lack of access to the system certain-
ly will explain a portion of the problem.

Mr. Sikorski I would like to congratulate you. I was delighted to
see in your statement that the Public Health Service is examining
the decline in receipt of early prenatal care among pregnant black
women in 1981 mortality data. I know your next visit with us, we
will all be eager to hear how you use such indicators to make
public health interventions to reverse the situations.

Mr. Branor. I would like to point out that those women——

Mr. Sikorski1. Not 30 years from now.

Mr. BRANDT. Yes, sir.

I would like to point out that that natality survey, was of women
who conceived in 1980. So that the data there are really from April
of 1980 through March 1981. That shows that the decline in prena-
tal care—which is, by the way, slight, about 1 percent—had al-
readdy begun somewhat earlier even than I think most of us real-
ized.

But we will, in fact, try to report back to you on the progress.

Thank you, sir.

Mr. Sikorskr. My concern is with the health interventions that
you people are going to be doing.

Mr. BRANDT. Yes, sir.
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Mr. Sikorski. One fundamental question has been, what should
be done for women in prenatal care? The American College of Ob-
stetrics and Gynecology produced guidance for practitioners, and
you have decided, have you not, to adopt these?

Mr. BranpT. Yes. We have adopted those.

Mr. Sikorski. Don't these standards include the following advice:
early prenatal care, continuity, certain diagnostic procedures, ap-
propriate interventions, et cetera?

Mr. BRanDT. Yes, sir.

Mr. Sikorsx1. And, if I may, Mr. Chairman, at this point I would
like to put the guidelines of the standards for obstetric and gyneco-
logical services from the American College of Obstetrics and Gyne-
cology into the record.

Mr. DingeLL. Without objection, the staff will review that and
insert the appropriate portions ir the record.

[Testimony resimes on p. 171.]

[Excerpts of the documents referred to follow:]
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Obstetrics: Ambulatory Care

Every woman shouid have a compreh‘ensive program of antepartumn care that
begins as early in the first trimester of pregnancy as is possible. Early diagnosis
of pregnancy is important to establish the management plan appropriate to the
individual. ‘

SERVICES

The physician and other members of the health care team, sirould discuss the
proposed plan of antepartum care with the patient. The discussion should
include an explanation of what kind of care can be provided in the office,
necessary laboratory studies, the expected course of the pregnancy, signs and
symptoms to be reported to the physician, the timing of subsequent visits,
educational programs, alternative birthing procedures, and the general plan for
hospital admission, labor, and delivery. The discussion should also include an
explanation of the roles of various members of the heaith care team, office
policies (including how ‘o reach the physician-in emergency situations), and
alternate physician coverage. Specific information regarding costs should be
provided so the patient can make financial arrangements for medical care,
special laboratory costs, and hospitalization.

Pregnancy Evaluation: General Guidelines

INITIAL EVALUATION

During the initial evaluation an obstetric data base should be established for
each patient to include a comprehensive health history; current pregnancy;
past medical, family, and social history; physical examinati«n; laboratory pro-
cedures; and risk assessment. .

History. The health history should include the menstruai history and a detailed
record of the current pregnancy. Data on the current pregnancy should include

9
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10  STANDARDS FOR OBSTETRIC-GYNBOOLOGIC SERVICES

factors that help identify the patient at high risk, such as age, vaginal bleeding,
edema, urinary infection, rubella, radiation exposure, use of medication, and
use of alcohol, tobacco, or other addicting substances. The past obstetric review
should include the number of full-term pregnancies, premature pregnancies,
spontaneous and induced abortions, number of living children, spacing of pre-
vious pregnancies, length of each gestation, route of delivery, sex and weight
of the newborn, and any complications, particularly those resulting in fetal or
neonatal deaths. '

Emphasis should be placed on drug rensitivities and other allergies, oper-
ations, blood transfusions, blood group and Rh type, diabetes and other meta-
bolic diseases, vascular problems, sexually transmitted diseases, convulsive
disorders, gynecologic dbnormalities, and serious injuries. The previous admin-
istration of Rh immune globulin should be specifically noted.

The family history should include information on metabolic disorders, cardio-
vascular disease, malignancy, congenital abnormalities, mental retardation, and
multiple births. The social history should include the patient’s occupation and
work environment, ethnic origin, and educational background. Religious be-
liefs precluding or mandating a certain type of therapy should be noted.

The patient’s current nutritional status and habits should be evaluated. (Other
special topics of concern during the initial evaluation are discussed separately in
this chapter under the appropriate sections on Nutrition, Health and Childbirth
Education, Pregnant Women in the Work Force, and the Adolescent Pregnancy.)

Physical Examination. A comprehensive physical examination should be per-
formed during the initial prenatal evaluation. The examination should include
an evaluation of the height, weight, blood pressure, head, neck, breasts, heart,
lungs, abdomen, pelvis, rectum, and extremities. During the pelvic exam-

ination, attention should be given to the size of the uterus and the configuration
and capacity of the bony pelvis.

Laboratory Tests. The following prenatal laboratory tests should be performed
as early in pregnancy as possible:

* Hemoglobin or hematocrit

¢ Urinalysis

* Blood group and Rh type

¢ Irregular antibody screen

* Rubella antibody titer

* Cervical cytology

¢ Syphilis screen

The need ..r additional laboratory evaluations should be determined by
historical factors or unusual findings derived from the history and physical
examination. The cultural and social origin of the patieni may also dictate
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special testing, which may include urine culture, blood glucose test, culture for
gonorrhea, sickle cell and other inheritable diseases, and tuberculosis skin test.

Risk Assessment. A problem Jist, with recommendations for the management
of each problem should be formulated and a risk assessment determined.
Appropriate management should be instituted for those patients who have
been identified as high risk. The problem list should be reviewed and risk
assessments reevaluated at various intervals throughout the pregnancy. To
assure appropriate care at delivery, the obstetrician should inform the pedi-
atrician that a significant risk factor is present for the infant, :

The following is a partial list of high-risk factors, derived from the history
or from the physical examination, that significantly increase pregnancy risks
and that might necessitate further evaluation, consultation, or referral:

¢ Cesarean delivery

¢ Operations on the uterus or cervix

¢ Medical indication for termination of pregnancy
¢ Premature onset of labor

o History of prolonged labor suggesting dystocia
« Two or more abortions, spontaneous or induced
¢« Newborn small or large for gestational age

¢ Multiple gestation

+ Neonatal morbidity

¢ Fetal or neonatal death

¢ Isoimmunization

¢ Cardiovascular disease

¢ Urinary tract disorders

o Metabolic or endocrine disease

¢ Chronic pulmonary discase

 Nutritional disorder

o Use of drugs, aicuhol, and tobacco

¢ Maternal age less than 15 years and more than 35 years
¢ Previous infertility .
 Neurologic disorder

« Péychologic illness

o Congenital abnormalities

SUBSEQUENT VISITS

The frequency of return visits should be determined by the woman'’s individ-
ual needs and risk assessment. While some degree of flexibility is desirable, the
woman with an uncomplicated pregnancy should generally ve seen every
4 weeks for the first 28 weeks of pregnancy, every 2-3 weeks until 36 weeks’
gestation, and weekly thereafter. Women with active medical or obstetric

i
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problems should be seen more frequently, at intervals to be determined by the
nature and severity of the problems.

At each follow-up visit the patient should be given an opportunity to ask
questions about her pregnancy and to commefit on changes she has perceived
since the last visit. The physical examination should include blood pressure,
weight, measured fundal height, fetal tation, and fetal heart rate. A
urinalysis for protein and sugar should be performed during each visit. Any
change in pregnancy risk should be recorded.

Early in the third trimester, an additional hemoglobin or hematocrit should
be determined, and a repeat test for syphilis or other sexually transmitted
discases should be performed if the patient belongs to a high risk population.
At some time during the patient’s antepartum course, it may be appropriate to
repeat an irregular antibody screen. Unsensitized Rh negative patients should
have repeat antibody tests at about 28, 32, and 36 weeks’ gestation.

Various forms of biochemical or biophysical monitoring may be required to
determine the integrity of the fetal/placental unit in high-risk patients. These
may be conducted in an ambulatory setting. When amniocentesis is performed
in the third trimester, cesarean delivery capabilities should be readily available.

Plans for hospital admission, labor, and delivery should be reviewed and
information provided on what to do when labor begins, when the membranes
rupture, or when bleeding occurs. Analgesic and anesthetic options should be
discussed. Because a general anesthetic may be required for labor and delivery,
the patient should be advised of the hazards of ingesting food or fluid after the
onset of labor.

Nutrition

The patient’s nutritional status should be evaluated at the initial visit and then
reassessed periodically during pregnancy. Pregnancy imposes energy fieeds on
the mother that are about 15% higher than the requirements for a nonpregnant
woman. In general, this amounts to about 300 kilocalories® daily. More specifi-
cally, an additional 150 kcal/day added to the diet during the first trimester and
350 ko .l/day during the last two trimesters have been recommended. These
recommendations do not take into account such variatles as ambient tempera-
ture, patterns of physical activity, and caloric requirements unrelated to preg-
nancy, s. s the growth requirements of the adolescent. Other factors that
may modity the caloric requirements include the mother’s weight before preg-
nancy and her general health.

*The caloric value of the diet refen: to the physiologically avaijnble or metabolizable energy
yield of foods actually consumed. The unit of measure is the kilocalorie (kcal), often simply called
a calone The normal daily requicement for & nonpregnant woman is approximately 2000
kilocalories.

37266 O~84——11
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Universal agreement has never been achieved on how much weight should
be gained during pregnancy. More important than total weight gain is the
pattern of weight gain. Maximal gain occurs during the second trimester,
although from a practical point of view the rate of gain is essentially linear after
the 10th gestational week, averaging about 0.4 kg/week. The usual average total
weight gain, therefore, is 10-12 kg (22-27 pounds).

Weight reduction during pregnancy is not recommended. K weight reduc-
tion is indicated because of prepregnancy obesity or excessive gain during preg-
nancy, it should be delayed until the patient is postpartum and not lactating.

Protein requirements-in pregnancy should be calculated on the basis of the
patient’s maturity and weight. An adult woman needs about 1.3 g of protein
per day per kilogram of body weight (for an average of about 75 g/day). An
adolescent aged 15-18 needs 1.5 g/kg; a younger girl, 1.7 g/kg. About two-
thirds of the total protein intake should be of high biologic quality such as that
found in eggs, milk, or meat,

Supplements of iron are recommended since most women are unable to meet
the gestational requirements. These may be given in the form of simple ferrous
salts in amounts of 30-60 mg of elemental iron daily throughout pregnancy and
lactation and then for an additional three months postpartum,

Folic acid supplementation is recommended because dietary levels of folate
may not be adequate to meet the demand of pregnancy. Supplementation of
folate in amounts of 400-800 mcg/day is appropriate.

Vitamins and other minerals are required in additional amounts during
pregnancy and lactation; however, these may be provided if the patient in-
creases her overall dietary intake as recommended for the pregnant and lac-
tating patignt. If not, a vitamin/mineral supplement equal to the RDA should
be given. Such supplemeritation should not be regarded as a substitute for the
ingestion of a balanced diet or continued nutritional counseling. The patient
should be advised that excessive intake (i.e., 10-90 times the RDA) of certain
vitamins may be potentially dangerous to the developing fatus (e.g.. A, which
may cause bone deformities; D, which may result in renal pathology; and C,
which may lead to infant dependency).

Sodium is required in pregnancy for the expanded maternal tissue and fluid
compartments as well as to provide for fetal needs. Women with uncomplicated
pregnancies may use sodium at levels they prefer. Routine sodium restriction
is not advised. '

Lactation requires additional energy sources; at least 500 kcal/day above
nonpregnant jevels are recommended. Calclum and protein are also required
in greatly increased amounts. Consumption of one quart of lowfat milk and one’
egg in addition to normal intake of meat, fish, poultry, and other daily foods
will provide these needs for the lactating mother. In patients for whom milk
is physiologically or psychologically unacceptable, alternative sources of pro-
tein and calcium will be needed.
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Health and Childbirth Education
Health education is a shared responsibility. While the patient is responsible for

* her health and the health of her child, the health care team should provide her

with adequate information to carry out this responsibility.

It is appropriate for various members of the health care team to provide
patient education and information. However, when medical problems exist,
the attending physician should be responsible for patient instruction concern-
ing these problems. Information provided to the patient should be geared to
her level of knowledge and awareness. The physician should also be sensitive
to the patient’s sodial, cultural, religious, ethnic, and economic background.

An educational program to provide instruction in preparation for child-
bearing and parenthood is desirable for expectant prrents. An effective pro-
gram can foster a rewarding childbirth experience and .elp in the transition to
parenthood.

Educational programs may be offered by the hospital or community agencies
or groups and ideally should be conducted by personnel prepared to teach
childbirth education. Participation of physicians and hospital obstetric nurses
in educational programs is desirable to assure conti) Jity of care and consis-
tency of instruction,

Familiarity with the hospital’s maternity and newborn unit is desirable as an
integral part of aducational programs. This may be accomplished by a tour of
the facilities or by an audiovisual presentation.

Pregnant Women in the Work Force

When a pregnant woman is employed, an occupational history should be a part
of the initial obstetric data base. The physician can use this data base to make
recommendations on work during pregnancy. When the work environment
presents potential hazards no greater than those encountered in normal daily
life in the community, the woman with an uncomplicated pregnancy may
continue to work without interruption until the onset of labor.

The pregnant woman should maintain a good state of nutrition, get adequate
exercise and rest, and receive regular antepartum care. These basic heslth needs
should be considered by the patient and employer as well as the physician in
determining if a normal work schedule can be continued.

The patient’s status in relation to her occupation chould be reassesed
throughout pregnancy. She should be given recommendations on minimizing
potential hazards, including advice on whether she should continue her job.
When providing a medical opinion to pregnant workes on whether to work
outside the home, however, the physician should make recommendations.
strictly on the basis of objective clinical judgment of the availabje information.

The physician should be encouraged to consult with occupational health care
providers. Their experience and knowledge of the woik responsibilities and

162



168

OBSTETRICS: AMBULATORY CARE » 15

environment can supply useful lﬁformaﬁon. In addition, they can often help
arrange job modifications to permit the patient to continue to work. Such
consultation, however, should not be sought without the patient’s permission.

A postpartum examination is essential for the physician to determine if the
woman is ready both physiologically and psychologically to resume working.
Most women may return to work several weeks after an uncomplicated deliv-
ery. A period of 6 weeks is generally required for physiologic changes to return
to normal, but the physician’s recommendations on when the patient can
resume full activity should be modified according to the patient’s individual
circumstances.

Psychosocial Services

Confronting psychological and social problems such as fear of pregnancy, guilt
of an unwanted pregnancy, financial concerns, and marital or other family
conflicts, may be the most distressing part of a woman’s pregnancy. A woman
with negative feelings about her pregnancy needs additional support from the
health care team, and she may need professional advice on the alternatives to

" completing the pregnancy and keeping the baby. Family members and their

interactiop with the pregnant woman should be considered in whatever rec-
ommendations are made. _

The obstetrician should be alert to the stresses that may arise from the
patient’s psychological and social conflicts to ullow for the early detection and
effective management of emotional problems. The physician should be aware
of individuals and community agencies to whom patients can be referred for
additional counseling and assistance when necessary.

The Adolescent Pregnancy

In an unmarried adolescent, pregnancy presents a significant challenge to the
obstetrician because these mothers and their children are at a higher social,
educational, and obstetric risk than the general population.

The physician should be prepared to assist the adolescent with the many
donflicts that may arise when unplanned pregnancy occurs. Family and social
relationships may be seriously disturbed, and the adolescent and her family
and friends may have strong feelings of anger, shame, and guilt. The sensitive
physician can do much to ease these tensions through omu\seung, education,
and use of community and social resources,

Once a pregn2~cy nas been confirmed, the physician should explore with
the adolescent . er feelings about the pregnancy and the possible options avail-
able to her. Late confirmation may complicate these considerations and options
for management, The adolescent should take an active role in the decision-
making process and recommendations should be specifically directed toward
her needs. Sensitive, perceptive, and in-depth discussions with the patient and

those supporting her are necessary.
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Counseling: Genetic and Other Birth Defects

The obstetrician shéuld be alert to the detection of genetic disorders or other
conditions that might lead to birth defects. Ideally, diagnosis of these disorders
and appropriate counseling should take place prior to pregnancy. At the time
of the first prenatal evaluation, routine inquiries should be made about an
abnormal outcome of a previous pregnancy, any family histdry of birth defects,
mental retardation, or other known or suspected inherited or metabolic
diseases. '

The following conditions place patients at a higher risk for occurrence or
recurrence of congenital disorders: a history of congenital anomalies, n:ental
retardation, known inherited metabolic disorders, a child with Down’s syn-
drome or other chromosomal abnormality. Factors that further increase the risk
for genetic and birth defects include a previous stillborn, two or more sponta-
neous abortions, maternal age over 35 years, and family history of or previous
pregnancy with a neural tube defect.

Other conditions that may result in congenital abnormalities include infec-
tions such as rubella, toxoplasmosis, and herpes; alcohol or tobacco use; drug
abuse; and exposure to radiasion or certain chemicals.

When the risk of a genetic or other birth defect is identified, an accurate,
specific diagnosis or etiology is necessary to define the prognosis and to estab-
lish the risk of occurrence or recurrence. When a genetic disorder is suspected,
the patient, her husband, and her family should receive careful, sensitive
counseling and advice on the alternatives of continuing or terminati,g the
pregnancy. Where available, the services of qualified genetic counseling and
evaluation centers may be helpful. )

Consultation should be sought when the obstetrician is uncertain whether
certain drugs, toxic chemicals, or environmental factors will adversely affect the
developing fetus.

Postpartum Evaluation

Postpartum review arnd examination should be accomplished 4-8 weeks after
delivery. This interval should t2 modified according to the needs of the patient
with medical, obstetric, or intercurrent complications.

The first postpartum review should include an interval history and physical
examination to evaluate the patient’s current status. The examination should
include an evaluation of the weight, blood pressure, breast, ubdomen, and the
external and internal genitalia. Laboratory data should be obtained as indicated.
This is a good time for review of fan.ily planning, for determining immu-
nizations, including rubella if not done imme-liately postpartum, and for dis-
cussing any special problems. The patient should be encouraged to return for
subsequent periodic examinations.
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ADMINISTRATIOM

Maedical Records

Each patient should have a medical record that includes both antepartum and
in-hospital care data. A standard data base is desirable, and the use of a common
record within a community is prefersed. The antepartum record should pro-
vide documentation of the history, physical examination, laboratory tests, and
risk identificaion. Other pertinent data should include an assessment of the
course of pregnancy, identification of the patient’s health needs, and plans for
management.

The medical record serves as an important vehicle for communication among
all memoers of the health care team. It should be legible, concise, cogent, and
complete and allow for easy assessment of the care provided to determine if the
patient’s health needs have been identified, diagnosed, and effectively managed.

A copy or satisfactory abstract of the current ambulatory care medical record
should be availabie in the labor and delivery area of the hospital by the estima-
ted 36th week of preginancy and arrangements should be made to obtain the
record a8 soon as possible if admission is necessary prior to this time. Upon dis-
charge from the hospital, the patient’s arnbulatory cara record should be up-
dated to include information on in-patient care pertinent to her subsequent
management.

The record should be kept confidential and protected against fire, theft, and
other damage for the duration of time prescribed by law or regulations, by good
medical practice, or state statute of limitations for personal injury.

Quality Assurance

Each ambulatory care setting should assess whether effective and efficient
management of health care has been accomplished. This may be done by in-
cluding the care given in the ambulatory setting in the hospital patient care
evaluation, or by internal evaluations vsithin the ambulatory setting. Health
care evaluation should be concerned with the effectiveness of patient care and
efficiency of resource use. Evaluation of patient care should assess the com-
pleteness of the medicul records, the accuracy of diagnoses, appropriateness of
use of the laboritory and other services, and outcome of care. It should include
the identification of potential problems in the care of patients, the objective
assessment of their cause, and designation of mechanisms to eliminate them.
Efficient use of medical resources can be documented by cvaluating use of
personnel, finances, equipment, and facilities.

Obstetricians should practice ongoing review and comparison of their own
experiences with standards of patient care and office practices suggested by the
scientific literature, continuing medical education programs, or other members
of their hospital obstetric staff.
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Personnel

The efficient operation of ambulatory care facilities requires adequate adminis-
trative and professional personnel to provid+ optimum care and safety and tq
ensure against undue delays in delivery of care.

Obstetric care requires a team of professionals directed by a physician. In addi-
tion to an obstetrician, the team may include other physcians, certified nurve-
midwives, nursc-practihoners, registered nurses and other nursing personnel,
social workers, and nutritionists. The members of the team should participate in
the specific areas of care according to their training and within the written
definition of responsibilities. Written policies describing specific responsibilities of
each member of the team are essential for larger facilities and desirable for the
physician’s office The performance of each member of the health care team should
be evaluated periodically.

It is advisable to hold regulariy scheduled staff meetings to maintain effective
communication and te provide periodic review of policies and procedures. There
should be an ongoing program for inservice tramix-z, of personnel appronriate for
the facility providing care,

Facilities and Equipment

The physical facilities and equipment described in the following sections are
included to serve as guides for physicians’ offices and out-patient clinics. Facilities
and equipment may vary from those listed according to the type of practice and
patient volume. Facﬁmes should be readily accessible to patieiits and their families
and should meet safety ana fire regulations as well as federal, ctate, and local
health, building, and fire prevention codes.

PATIENT RECEPTIOMN AREA

The reception area should provide comfortable seating, patient education mate-
'rials, and conveniently located restroom facilities. Provision should be made
for privacy in discussing financial arrangements and other confidential infor-

mation with the patient. Sufficient space should be provided to permit medical
and financial records to be handlied and stored with security and confidentiality.

CONEULTATION ROOM

A comfortable and private area should be provided for interviews and for
counseling with the patient or her family. The physician’s office could serve as
a consultation room. Separate rooms, other than the physician’s office, should
be available for use by nurses, social workers, health ecucators, and other
members of the health care team, if such mambers are being employed.

P
&
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EXAMINING ROOM AREA

The following equipment should be available in the examining room area, but
not necessarily in each room:

¢ Biopsy instruments

¢ Microscope

* Sphygmomanometer

¢ Stethoscope

¢ Fetoscope

¢ Ultrasonic fetal pulse detector

* Reflex hammer

¢ Ophthalmoscope

* Adult scale

¢ Supplies for obtaining:
Wet siide preparations and bacterial smears
Specimens and cultures
Stool examinations
Cytologic studies

If amniocentesis is performed in an ambulatory setting, ultrasound equip-
ment for placental localization and an appropriate method of fetal heart rate
monitoring should be available. When amnijocentesis is performed in the third
trimester cesarean delivery capabilitius should be readily available.

EXAMINING ROOMS

An adequate number of examining rooms showd be available. The exact num-
ber will depend on the patient load; however, a minimum of two examination
rooms is preferable. Equipment available for each ¢xamining room should
include the following:

* Screening to permit patient privacy

¢ Handwashing facilities

¢ Examination table with suitable disposable cover, and stool
+ Examination light

¢ Gynecologic examination equlpment and supp’ies

* Work courtter or table

¢ Small desk, table, or shelf for writing

* Storage cabinet

UTILITY ROOM AND STORAGE
The utility room area should contain the following:

* Work counter
» Handwashing facilities
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¢ Deep sink

* Closed cabinets for storage

* Locked medicine cabinets

* Refrigerator for biologicals and specimens

* Facilities for sterilization unless central sterilization is available
* Waste receptacle

CONFERENCE ROOM

For larger practices or clinics, a conference and patient education room is
desirable and may contain the following: .

* Comfortable chairs

* Conference table

* Educational materials and pamphlets
* Chalkboard

¢ Bulletin board

* Models and demonstrating equipment
* Screen

* Slide projector

* Movie projector

* Videotape equipment

SAFETY STANDARDS

Specific plans and procedures should be establish «d for the health and safety
of patients and personnel and should include tk.e following:

* Methods for controlling electrical hazards, and preventing explosion and
fire

* Procedures for controlling and disposing needles, syringes, glass, knife
blades, and contaminated waste supplies

* Methods for storing, preparing, and administering drugs, when applicable

* Plans for handling reasonably foreseeable emergencies, including methods
for transferring a patient to a nearby hospital

* Plans for emergency patient evacuation and the proper use of safety,
emergency, and fire extinguishing equipment

* Plans for training of personnel in cardiopulmonary -esuscitation

* Plans for adequately maintaining and cleaning facilities.

H
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Maternal Health Policy

ACOG Statement of Policy as issucd by
the Exccutive Board, December 1977

Excellence in maternal health care is the foundation for the physical, intel-
lectual, social and economic success of any society. It is the basic determinant
of the health of future generations.

The American College of Obstetricians and Gynecologists (ACOG) is the
representative organization of physicians who are qualified as specialists to
provide maternity care for women. The primary goal for the College is the
provision of excellence in obstetric and gynecologic care.'

The College proposes and supports a policy for maternal health which will
provide the best possible care and environment, both medical and social, for
pregnant women and for their riew botn infants at a realistic cost. Maternal
heaith care should also be understood to include the care given to the growing
and developing fetus-in-utero.

The ACOG advocates the following items for inclusion in any prograin of
maternal health policy. The policy is presented under the following subjects:

Patient care services
Education and research
Evaluation of effectiveness
Financial considerations

L. Patient Care Services
The scope of the patient care services is defined. The services should be
provided by competent individuals with a coordination of their efforts.
The facilities and equipment should meet the published standards of
quality of obstetric-gynecologic care*”! The specific programs to provide
maternal health care should be developed through regional planning.®

A. The Availability of Services
1. Eligibility: Complete maternal health care should be provided
regardless of the patient’s age, marital or family status, or
financial resources. One level of high quality care should be
available to all,
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Scope of Services: Maternal health care must be comprehen-
sive including diagnostic as well as therapeutic services. |t also
includes:

4

d.

The emotional and intellectual preparation for parenthood
including family planning, antepaitum education programs.
training in parent-child re tionships, and assistance with
the socioeconomic problem  ¢lated to family life. Abortion
is a legal choice available to pregnant women and counsel
and services related to this choice should be included.

The maintenance in so far as possible of an optimal environ-
ment for fetal development. Appropriate diagnostic studies
and therapy of intrauterine disorders are aiso indluded.
The supervision, under physican dircction, ol pregnancy,
labor, delivery, puerperium and during the interconcep-
tional period.

The immediate care of the newborn, which should be coor-
dinated with the continuing nevnatal care of the infant.

Quality of Care:

a.

e.

f.

The services should be appropriate to the needs of the indi-
vidual and to the extent required to assure the optimum
outcome.
The care should be provided in an atmosphere which is
sensitive to the needs of each individual and at the same
time maintains the quality and safety of modern obstetric
care. In regard to birth itself, the hospital environment best
provides for the physical safety of mother and child.
(1) Family education and participation, with parent-child
interaction, should be encouraged when appropriate.
(2) The environment should be comfortable and dignified.
It should encourage privacy and confidentiality and
should consider patient expectations. '
Early and appropriate utilization of the services should be
undertaken by the patient.
Model guidelines of care should be developed.”* '™ Appro-
priate services should be provided by competent personnel
in facilities which are adequate.
Pecrs should be utilized in the evaluation of maternal care
and in the development of related ‘programs of education.
The quality of the care should not be sacrificed tor the sake
of cost economies.

Location: Maternal health care should be readily available on
either an ambulatory or in-hospital basis.

a.

Ambulatory care should be available for urgent and for non-
urgent problems.
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(1) Non-urgent care (e.g., routine prenatal visits) should
be accessible at least every two weeks for all patients.
The services may be provided in a private office, in a
clinic or in the outpatient department of a hospital.

(2) Urgent care (e.g., abdominal pain with nausea and
vomiting) should be available 24 hours a day within
one-hour accessibility for all patients. The services may
be provided in a private office, in a clinic or in the
outpatient department or in the emergency clinic of a
hospital. Hospitalization facilities should be readily

- available.

b. In-ihospital care should be available 24 hours a day within
one-hour accessibility for all patients.

¢. Consultation, referral, or transport of mother and/or
newborn should be available according to an established
mechanism.” :

5. Physician-patient Relationship:

a. Patients should have direct access for maternal care to phy-
sicians who assume responsibility for the continuity of their
care.

b. Freedom of choice must be preserved for the individual,
both for the patient in the selection of a physician and for
the physician in the acceptance of the patient.

6. Pluralistic Systems for the Delivery of Maternal Health Care: Mater-
nal health care has been and is provided in a variety of complex
systems offered in many different settings.

a. This multiple approach has the very important strengths of
flexibility and responsiveness.
(1) Continuing improvements in maternal and perinatal
health are taking place.
b. Further innovation and experimentation in systems of care
are encouraged.

7. Economcally Realisticc: Maternal health care should be planned
and implemented to achieve the maximum health benefits in
terms of the available financial resources.

a.  Driorities and expenditure evaluation should be established.
b. Local development and coordination should be undertaken.

B. Personnel
1. Types of Personnel: Maternal health care requires the involve-
ment of many types of personnel who contribute to the welfare
- of the patient. The following may be included: obstetrician-
gynecologist, family physician, pediatricizn, anesthesiologst,
dentist, certified nurse-midwife, nurse, nurse in extended roles,”
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respiratory therapist, physical therapist, pharmacist, nutritionist,
laboratory technician, childbirth educator, social worker.

2. Maternal Health Care Team: Many of the individuals named
above may be coordinated into health care teams.
a. Each team should fuaction under physician supervision.

C. Facilities
1. Standards: The facilitiesand equipment should meet the standards
of quality of obstetric-gynecologic care as published by ACOG.” '
2. Level of Medical Care: The facilities and equipment should be
appropriate to the level of maternal health care which is to be
provided at each location.;

D. Regional Planning

1. An Essential Element: The resolution ot the maternal health care
problems requires the regional planning and utilization of avail-
able resources.

2. The Development of a Regional Pla:

a. The planning should be based upon local and regional input.

b. The professionals who are to provide the maternal care
should havesignificant roles in development and implemen-
tation of the regional plans.

Consultation andfor Referral: Excellent inaternal care requires the

development of a des‘qnated mechanism for obtaining consul-

tations or for patient referral for necessary care.

a. Such a mechanism is an integral part of any satisfactory
program of regional planning.

b. Satisfactory procedures must be included to facilitate com-
munication and transportation between the providers of
care.

4. Continuing Education: The plan for the region should include the
provision of continuing education, appropriate to the needs of
the individual members of the pativnt vare teams.

5. Guidelin® ACOK approves in principle the proposals for re-
gional planning contained in the document: Toward Improtung
the Outcome of Pregnancy.”

Education and Research
A satisfactory maternal heaith policy must provide tor the dissenunation
of our current knowledge for general use by the public as well as for the
specific training of those who are or who are to become the providers of
care. Intensive research is necessary to develop satisfactory methods to
prevent or to treat properly the conditions which threaten the life and
safety of mothers and their babies.
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A. Education
1. Lducation of the Public: Information regarding human reproduc-
tion must occupy a significant part of the basic education of
every American,

a. Guoal: Such a ptogram should enable every person to be
informed and to know how to provide a healthy environ-
ment for a pregnancy and for the birth and development of
a child.

b. Time: The education should begin in childhood, continue

. through adolescence and extend into adulthood to prepare
persons to be parents and thus to be health 2ducators for
their children.

c. Pluce: The education should be offered in schools, churches
and colleges as well as in family settings and in social
organizations.

d. Content: The programs should include:

i (1) The biology, psychology and ethics of parenthood and
¢ of childhood and adolescence;

(2) Instruction in the characteristics of an individual in
pood health together with instruction in the identifi-
vation of abnormal conditions;

i\ The procedures by which preventive and therapeutic
medical care can be obtained; and

4 Family life education.

2. Bdweation of the Professions:

Fhe educational programs in human repreduction occurring in

«oheols and colleges should be continued and expanded in the

tanung of health care professionals.

a. Udergraduate: Education in medicine and in nuiciug should
require academic and clinical instruction in human
reproduction.

(1) The processes associated with human reproduction
affect essentially all of the relationships of life.

(2) The relationships and pathophysiologic changes asso-
ciated with human reproduction constitute significant
considerations in the maintenance of, or'in the restora-
tion of, health for the patients of almost all medical
specialties.

’ (3) Physicians and nurses whose undergraduate training

has failed to include adequate education in human re-
production will be handicapped as they attempt to
provide adequate care for their patients.
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b. Graduate: 1f the necessary maternal health care services are
to be available, well qualified professionals must be tramed.
Educational programs must be supported for:

(1) Careers in reproductive biology.

(2) Certification or degrees in various nursing careers in
reproductive medicine.

(3) Residency training in obstetrics and gynecology and in
family practice.”

(4) Careers in specific arcas which bridge the gaps be-
tween the various spucialties such as obstetrics and
anesthesia, obstetrics and pediatrics, and vbstetrics and
public health.

¢. Postgraduate: The professionals providing maternal heaith
care should maintain a high degree of competence in knowl-
edge and in performance.

(1) Organized courses in continuing education as well as
less structured programs should be supported.

(2) The appropriate geographic distribution of such edu-
cational opportunities should be maintained.

B. Research
Progress in medical care s dependent tpon adiquate programs of
basic and clinical research.

1.

Reproductive  Biology: Adequate support is mecessary to obtiin

information and understanding 1eganding 11a- basic processes of

human reproductior. I'unding tor such + ~earch should be

awarded solely upon the scientibc mertd ol the propuosed

investigations,

Chnical Problems: Investigation shoutd be undertahen regarding

specific questions relating to huraan reproduction Tnvestipators

should include individuals and teams with ditterent trmning and

interests. Broader applications can thus be made to the informa-

tiun which is obtained.

Mechanisms to Provide Maternal Care: Investigation and expen-

mentation should be undertaken for the improvement of current

systems for providing services as well as for the development of

new systeins and approaches for patient care.

Stability in Funding: Consistent methuods of funding research

should be developed and utilized.

a. lLong-term research goals as well as short-term service goals
should be included.

b. The funding of such research should permit adequate time
to achieve the goals established for the investigation.
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Mr. Sikorski. Since ACOG is for all providers of obstetrics, they
are appropriate and applicable for treatment of low-income women
and affluent women, black women and white women. That is your
opinion?

Mr. BRANDT. Oh, sure.

Mr. Sikorskl. I have questions for Dr. Davis, but, Mr. Chairman,
I will take that up in the second round.

Thank you, Mr. Chairman.

Mr. DiNGELL. The Chair thanks the gentleman.

Doctor, the Chair wants to thank you for your presence here
today and your assistance to the committee.

The Chair is compelled to bring forth at this time a matter of
concern to this committee, and that is matters relative to the pro-
duction of books, records, papers, and documents. The Chair wants
to begin by commending you for your cooperation with the commit-
tee. The Chair wishes to express some regret, however, that we had
some modest difficulty in achieving the necessary cooperation at an
early time. '

The Chair feels compelled to sustain with gréat vigor the right of
this committee and other committees, subcommittees, to procure
necessary information with regard to conduct of the committees’
business and the Congress having information which is necessary
for it to legislate. It is always with distress that I find that there is
a continuing process of education that this committee must engage
in to understand that the departments downtown know that when
this committee, and other committees and all the subcommittees of
this committee, require information or ask for information or pro-
duction of books, papers, and documents, that they be forthcoming.

Several areas of particular distress occur to the Chair here in
this matter; for example, the communication to this committee
which was the original formal response from the department
signed by Teresa Hawkes, Acting Assistant Secretary for Legisla-
tion. [See p. 277.] She attempted in that communication to see to it
that the committee would not receive files or papers which con-
tained information on trade secrets, patient-specific material or
grand jury information.

I trust it is not, the position of the department that this commit-
tee is foreclosed from receiving that kind of information in connec-
tion with its legislative inquiries?

Mr. BranDT. I will have to provide that information to you, sir.
The one area there that I have a great deal of concern about—and
will continue to have concern about—is providing medical records
that are identified to anybody that the patient has not given us
permission to provicﬁe them for. That is my major concern.

[ personally would have no interest in my medical record bein
made avsilable to anybody that I didn’'t know about and that I ha
not given permission for, and that would be my significant concern.

Mr. DINGELL. | want to make very clear to you that this commit-
tee has gone several quick rounds with a number of high officers of
the executive branch, who are no longer present in the executive
branch, relative to books, papers, records, and documents. I hope
that you will not join that roster of early retirees from the Federal
service, because IJhappen to think you are a good public officer.
But I do want you to understand that we have files in this commit-
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tee that are literally bulging with documents that are sensitive on.
all matters, patents, private business of high Government and
other officials, matters relative to the national security of the
United States, and some of the most sensitive defense matters of
which I am aware, as well as a whole broad spectrum of trade se-
crets and other devices. And these matters, I think, are at least as
safe in the hands of this committee as they are in the hands of the
executive downtown, which seems to have no end to problem.. with
shedding of information into sources and places that the adminis-
tration doesn’t desire.

If you have any poesition with respect to withholding of docu-

ments from this committee, the Chair wants you to understand
that we will afford you always full opportunity to cite the authori-
ties under which they may be withheld. But I warn you that this
event will glways trigger actions by this committee which may ulti-
mately lead to citations for contempt and other matters of this sort
which are genuinely unpleasant for all parties involved, especially
the person involved in the citation.
. So I would urge you to assert your most cooperative spirit and
' see to it that your agency does likewise when the committee re-
quests information. We always get what we want. It is sometimes
at greater or lesser cost from whom we request the information. I
Just want to make sure you understand that.

Mr. BRanDT. Yes, sir.

Mr. DingELL. I do have some questions relative to one matter.
There were a great deal of difficulties with regard to employees
bringing papers of the agency in their custody when interyiewed by
staff members here. This slowed down the process, wasted time of
the staff, and wasted time of the people of the agency. It resulted
in a situation generally unsatisfactory to all persons, and I hope
that that will not be repeated, because if it is, the committee will
be compelled to proceed in a different fashion simply to vote sub-
poenas to require the necessary production of books, papers,
records, and <o forth, to obviate the unfortunate delays that accom-
panied the interviews.

I just want you to understand that, Doctor. We are anxious to
cooperate with you on terms of your choosing, better or worse.

Mr. Branpr. All right, sir.

Mr. DinGELL. Now, to get to the substantive question, your testi-
mony, Dr. Brandt, and Dr. Davis, has been very helpful, and I be-
lieve that your two agencies can do a great deal to ameliorate the
infant mortality problem of this Nation. _

Dr. Brandt, your testimony indicates that the Public Health
Service knows many ways that the public and private programs
can reduce infant mortality.

Dr. Davis, you have acknowledged that the medicaid program is
the largest source of payment for maternal and infant care benefits
and services, the very services that Dr. Brandt assures us can make
a difference.

Leading from, then, your two statements, I gather, Dr. Davis,
you agree that Dr. Brandt has offered us a prescription in his testi-
mony for the kinds of medical services that can improve infant
mortality rates, don’t you?
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Ms. Davis. Yes. I believe that he is quite competent to judge
what is medically effective.

Mr. DINGELL. In other words, we know how to deal with the prob-
lem; all we have to do is see to it that a sufficient level of funds
and services are available from the Federal and State governments
and that progress can be achieved?

[The following information was submitted:]
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(Cxcerpt from "The Role of Medicaid in Delivering Prenatal Care to Low-
Income Womn," prepared by Margaret A. McManus, consultant, Health
Policy, for the Institute of Medicine, Committee for a Study of
Priorities .or the Prevention of Low-Weight Births, November 1983)

‘B, Cost Savings

Several reports of cont savings of Medicaid-financed prenatal care
tave been decusanted lu testimony before Congresa and in recent
vepurts on the impacss of Medicaid costs. They are abstracted below.

© The Texas Dapartment of Health found that Medicaid-eligible
pregnant womar had $210 fewer birth-relsted expanses thao
mathers who vera nct eligible f r Madicaid until after

delivery. (1981 s.ate Medicaid data of over 9,000 birtha
wers azamioed.) :

5 In a recen: administrative petition to DHHS Secretary
Ma-garet Heckler, from uine Cslifornia-based peritioners,
the annual cost ¢f not providing comprehensive maternity
‘ars to $OOr womern was estimated to be approximately
oae~balf oilling dollars (Zlackwell, June 1983). They
calculated that $2 could be saved for every dollar spent on
maternity care, av a result of a decrsased need for newbora
inronsive care, zehospitulitution of sick infants, and long
term cace costs of chronicaliy ill crildren. (See balow
for mora information on how these figures wsre calculated.)

o Dr. Robert Goldenberg, an Alabama obstetr .cian, testified
before the Senate Financr Committee (Apra' 1, 1981), that
several rusearchers have estimated as muc: as $5-10 savings
for every dollar spent on maternity care.

2 In a study of 149 women receiving inadequate prenatal care,
health officials ia Cregon estimatecd that the cost of care
for their five hiph-risk premature infants at $150,000
could have bat-er been speat on providing comprehensive
prenatal cuie o #11 149 womeu {furry, 1982).

o Ohio's Childreo'y Defensa Fund calculaied that for every $2
million invested e ch year in prenatal care for ar least 25
perceat of the 22.0'0 wormen who are pregnant each year bat °
are not served by 2i.i0's pativnt care clinics, some $8
million dollars would be gaved {Lazarus, W., 1933),

Ll

0 The Harvard Schual of Public Health in a 1978 study found
that for every dollar speat on prenatal care, $3 were gaved
from rr*duced hospita.ization.
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¢ The federal government cited reports that every dollar
speut on prenatal care yields $4 in savings due to
decreased hospitalization and long-term care for
handicapped infants. ’

© The state of Missouri looked at a range of waterna’ and

infant characteristics by mean Medicaid Paid Claims for
1980 (See Table 18). They founa a $42 difference in the

. delivery costs of mothers who received adequate prenatal
care versus those with inadequate precatal care. 'This
differential means th.t inadeqaate prenatal care costs the
Missouri Medicaid Pregram ahout $155,000 each year."
(Missouri Monthly V‘tal Statistics, 1982).

0 Florida estimates that they saved $7 million in state
expenditures by increasing Medicaid coverage for certain
groups of women and children.

0 In succeasfully arguing for the adoption of a limited
medically needy nrogram for pregnant women and ¢' ldren,
Mississippi states that the program would cost .(.e state $4
million versus $10 million that is presently being sper. c¢n
state-financed hospital bad debts. .

In a 1982 study by Carol Koreubrot, coat suvings were analyzed
using data frox the "OB Access Project," as shown in Table 19, She
examined' the cost oL care of children as a function of their
birthweight, averaging frequency and cost per case for newborn
inteusive care, infant hospitalization, and institutionalized ~are of
developmentably disabled. For infants weighing greate:z than 2,500
grams (non-low birthweight infants) she calculates the total expected
cost to be $4,940 (in 1982 dollars). This contrasta skarply to the

total expected costs for an infant weighing less than 1,000 -

grami-~$72,170. FKRorenbrot writes (Memo, 1983):

Associated with this shift ia birthweight
distribution, Medi-Cal expenditures for
peonatal intensive care costs can be expected
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to docline 530 per nesustal surviver,
Expected savings for infant rehospitalisation
avoidad wite birthweight impravenent can be
xpecied to du §30 per ecronated survivor,

Intal expected ravings to Medi-{y) per
qconatal surviver are grestar rhaen 4550,

Siace tha scate paye half thass coots, tha .
Javingn to the azate are greatsr. than $273.

C. Hesluh Scatum lapzovezents

The infane moxtaliry rate inm 1365 {tha year Medicaid was pagaed)
was 25 deaths pec 4,000 live birtha. Seventesu Years latces, {¢ {g
1.2, while it is ditficule ko sepavate out each spacific resson for
this inprovemeug {¢.3., batter wuirition, improved wadical care,
sanitatien), the iuception and ‘growth of publicly financed health hay
coimcided with bLoth increases in access to care and lmproved health
status.

The Cengreseional Budget Office (1981) even reports that since the
passage of Medicaid there have been fewer desths among low income
women raceiviag prenatal services through Medicaid during th;ir firag
Pregnancies than among other pPregnagt women in stites not providing
these gservices. ‘

In & pew book orn the lmp. t of medical care oo health status

improvemcnts, Jack Hadley found chat better health, in terms_of

leduced wortality raves, does vesult from more wedizal care use.
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Ms. Davis. Mr. Chairman, v/hen you were not in the room, Dr.
Brandt was clarifying for the committee the fact that while we do
know a great deal about how to deal with various parts of the
issues, the problems are still there and the solutions are as yet
forthcoming.

Mr. DinGELL. Regearch is good, and the Chair always applauds
research in important areas. But the Chair is always interested in
seeing to it that research which will benefit a difficult, dangerous
or unfortunate situation is supported in order to address the ques-
tion.

[ am anxious to see vesearch go forward. I support it in the Na-
tional Institutes of Health wholeheartedly and other research
inside the Federal Government.

But I would like to address with great specificity the application
of existing medical knowledge as opposed to research which may or
may not benefit somebody several generations in the future.

Can we address ourgelves. then, to the question of medicaid,
which is obviously the largest contributor to our efforts, which can
assure that everyone can afford efiective medical interventions? 1
believe this is a fact, is it not?

Ms. Davis. Yes, sir.

Mr. DinGeLL. Dr. Brandt?

Mr. Beannt. Yes. Certainly, medical intervention early on in the
pregnancy can have an impact.

Mr. IinGeLL. Now, Dr. Liavis, your agency spenus about 10 tirnes
as much as the Public Health Scrvice on maternal and child care,
does it not?

Ms. Davis. Yes, I would believe that is fairly accurate.

Mr. DinGELL. But regrettably I gather that it is almost impossi-
ble to use medicaid data at either the State or Federal level to
know if the kinds of interventions recommended by Dr. Brandt are
being used; is that correct?

Ms. Davis. We roliect our medicaid data in about 17 different
categories, Mr. Chairman. For us to disaggregate them even into
other areas I think would be extremely difficult. We don't disaggre-
gate by disease entity or by the type of procedure. When we look at
expenditures, we can tell how many dollars we are spendin~ %r in-
hospital care or outpatient care, but within that we cannot track
which ones are prenawsl or delivery-type services.

Yes, I think it would be enormously expensive for us to institute
a sysiem that would disaggregate to that level.

Mr. DiNGeLL. Dr. Brandt, in fact, HCFA has rarely, if ever been
a major user of the Public: Health Services research results on how
to reduce infant moitality , is that correct?

Mr. Branpt. | have to say that I don't know precisely how much
of our informaticn they use. We -rovide our data primariiy to the
practitioners and »sreviders of care who are out there. They are ul-
timaiely the ones { ut have to apply the information, not the
people who pay the bills.

Mr. DINGELL. Now, Dr. Brandt, for your part, you have not made
any special—I gather your agency has not made any specialized or-
ganized effort to get the largest Government payer, medicaid, to
implement your recommeindations for [ nproving infant mortality,
.s that correct?
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Mr. BRanDT. No, sir.

Again, as I s2,, we have dealt, principally with the providers to
tr){{ to get them to use it. That has been the approach we have
taken.

Mr. DiNGeLL. So medicaid is not really getting any organized
effort by your agency to bring your recommendations with regard
to infant mortality to the attention of that agency?

Mr. Branpt. No, sir.

Mr. DiNgeLL. This is, I think, rather unfortunate. It appears to
be a significart problem in terms of moving information into the
place where the information can be applied. I find this ainvost ce.
troublesome as I do the continued efforts of the administration to
reduce the level of funding and services going into programs which
would alleviate the problem of infant mortalily.

Mr. Branpt. The information, sir, will be applied by the provid-
ers who provide care. That is the people that we contact. We do not
work with Blue Cross, Prudential, or any other insurance company
to try to effect changes in health status. We work instead with the
public and with providers who have to adapt and provide the serv-
ices.

Tl.ere is no reason we can't work with HCFA to do that, but I
think the basic change will be when the providers of care and the
recipients of care are working together to-etfect as gm}d a pregnan-
cg as one can get and that, it seems to me, is the final analysis of
the real advances.

Mr. DiNGELL. Of course, the funders of this, the principal funder
inside Government, is medicaid. They are, 1 guess, about three
floors below you in the office.

Mr. BRANDT. Four, to be exact.

Mr. DiNGELL. Is it four?

Mr. BRANDT. Yes.

Mr. DinGELL. All right. four.

But you are not talking to thewm and you lnow, I applaud your
efforts to communicate witi other folls in the supply chain, but
the people who craft the programs, Jeal with the funding, are not
receiving the benefits of your advice.

Mr BrANDT. Yes; you are correct in this area.

Mr DINGELL. I guess it is almost as important that they get it as
OMB. I don't want to fault you for the failures of OMB, you work
for them as opposed to the other way around. { am sure you com-
municated with those good folk. But they seem to need a great deal
more information than they have on this subject.

Mr. BRanpT. We will, in fact, communicate, Dr. Davis, and 1, and
our people, will get together.

Mr. DinceLL. Thank you, Doctor.

The Chair will observe that I think it will be necessary for the
record to be kept open for additional insertions both by you. Dr.
Brandt, and Dr. Davis, and the committee. I want you to know you
participated in what I regard as a very helpful hearing in & useful
and valuable fashion and I want you to know of my personal appre-
ciation in spite of the little difficu'“ies I mentioned earlier.

Mr. BrRaNpT. Thank you.

Mr.deN(;F.LL. The Chai: will recognize my friend fron: Texas, Mr.
Leland.
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Mr. LerLanp. Mr. Chairman, I don’t know what our time stand-
eﬁrds cxilre at this time, but I would like to ask one question of Dr.

randt,

Dr. Brandt, we have talked extensively about the gap between
black and white infant mortality. Are there statistics that deal
with the gap between black-—Hispanic and white infant mortality?

Mr. Branpr. We can certainly provide that data, yes.

The answer to your question is yes, there are data available on
other racia: groups. We can certainly get that information to you.

Mr. LerLaNnD. I wish you would for the record.

Mr. Bkanpr. Fine; we will do that.

Mr. LeLanp. I would like to ask one additional question. I have a
ichart, Dr. Brandt, and I understand that you are an +xpert in bio-
statistics. This chart estimates that the black-infant mortality rate
this year, 1984, will be about 18 deaths per 1,000 live births, and
the white rate, about 9.5 deaths per 1,000 births. It also assumes
there will be about 590,000 births to black women in 1984. These
rates are just estimates, but let's assume they are in the ball pa.
The chart points to an estiinated excess death of black infants in
their first year of life At the rete of infant mortality estimated for
1984, 10,600 black infants will die. If blacks had the same infant
mortality as whites, only 5,600—nearly half as many—would die.

That means about 5,000 more black infants i1l die this year be-
cause of the higher death rate.

I am concerned about this startling statistic when we can reduce
that amount significantly if we got fo the people who are most af-
fected by inadequate prenatal care and education.

[The chart referred to follows.]
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Mr. BRANDT. I don’t know how much you can reduce it, Mr.
Leland, because as I point out in my testimony, if you take a group
of comparable black women and white women who are college edu-
cated, married, receiving total prenatal care from the first trimes-
ter all the way throug!i, the rate of infant mortality is still twice as
high in black women.

Mr. LELAND. You don’t think it has to do with genetics, do you?

Mr. Branpr. I don’t know what it has to do with, but what I am
suggesting to you is that I would agree that getting more black
women into good prenatal-care systems is going to reduce the
blacll;-infant-mortality rate. I have absolutely no doubt about that
at all.

But I am not convinced that we can reduce it to the white rate
with the current state of our knowledge because I don’t know what
the rest of the problemn is. That is the difficulty that we face today.

It does not say do nothing. It does say that we can save some of
those 5,000 black infant lives that you have projected and I would
agree that that is a reasonable projection, but I am not convinced
at this point in time that we have the ability to save al} of them,
unfortunately.

Mr. LeLaND. Thank you, Mr. Chairman.

Mr. DiNGeLL. The Chair thanks thr gentleman.

The gentlema.: from Minnesota.

Mr. Sikorski. Thank you, Mr. Chairman. .

Dr. Davis, let’s review what the medicaid programs can do about
infant mortality. Isn't it true that increases in eligibility can in-
crease the number of pregnant women and infants who can receive
proper care?

Ms. Davis. As Dr. Brandt said, there is indeed some level of in-
crease when you give these services to pregnant women. On the
other hand, the caveat is there—as you have heard over and over
from Dr. Brandt—that this may not be the sole solution to the
problem.

Mr. Sikorskl. I didn't ask whether it was the sole solution. Simi-
larly, increases in enrollment can increase—in fact, I have never
seen a sole solution around, never seen absolute, perfect informa-
tion because it is quite impossible by definition.

But similarly, increases in enrollment can increase the likelihood
that medicaid eligibles will receive needed services—prenatal care,
for evamrvle. Is that true also?

Ms. Davis. Yes.

Mr. Sikorski. Are you aware that in some parts of the country
access to services is not assured because the physicians in the com-
munity who might provide obstetrical services are not participating
in the medicaid program?

Ms. Davis. I think there are a number of factors that one has to
consider. There have been some studies done recently relative to
participation rates. We had a study completed in April 1983 from
the Urban Institute which does indicate that as the supply of phy-
sicians ‘ncreases—-— »

Mr. Stkorskl. There is a HCFA-funiled research study.

Ms. Davis. That was a HCFA-funded research study.
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Mr. Stkorski. There is another point that the primary cause of
lew phglsician participation was low reimbursement rates, is ihat
correct

Ms. Davis. That is another factor involved.

May I make one other comment?

Mr. Sikorskl. Certainly.

Ms. Davis. Physicians are not the only ones that deliver prena-
tal-care services. About 36 States have now filed State-plan amend-
ments that recognize the provision of nurse/midwife services. So,
although a particular geographic area may have a shortage of phy-
sicians or they may have physicians who are not available for that
medicaid program, through the use of the nurse/midwife program,
they may still be able to provide those services.

Mr. Sikorski. But we know there are gaps and your own regula-
tion, 42 CFR 447.204, requires that States’ medicaid programs, and
[ quote: '

Be sufficient to enlist enough providers so that services under the glan are avail-

able to recipients at least to the extent that those services are available to the gen-
eral population. - -

Can you describe for us and for the rerord in as much precision
as you can the steps taken by your age'icy to monitor and enforce
ccf>fmplignce under this provision and the degree or success of these
ettorts?

Ms. Davis. Mr. Sikorski, we rely upon the States giving us the
evidence that they do have an adequate supply and access. Again, I
would say that in the area of prenatal care, one has to judge not
just the availability of the physicians. Given the fact that some 36
States, and 1 believe there are another 4 or 5 pending, are using
the nurse-midwives, one has to put that into the entire equation.

Mr. Sikorskl. I am sure there are still big gaps between the serv-
ices needed and the services available. I know your background is
in nursing and not in law, and I am sure your general counsel has
advised you that this regulation amounts to a mandatory duty for
States and that the authority and responsibility to enforce this
duty is yours. You are aware of that, are you not?

Ms. DAvis. Yes, we are aware of the fact that we do need to keep
track of those activities, but the entirr. spectrum of the delivery of
the prenatal ——

Mr. Sikorski. I am not debating that point. I am talking about
the provision in 42 CFR 447.204 that talks about providers and
services matching this prenatal need that we have heard described
here and we know exists, in that the final auihurity, the final re-
sponsibility, comes back to you and your office.

Ms. Davis. Well, again, I think that so long as we can assure our-
selves that those services are available, the question of exactly
where in terms of access point is one that has to be somewhat de-
bated, and it i. a judgmental factor.

Mr. Stxorski. But your first premise in your syllogism is as long
as we can assure ourselves that those services are provided. Are
you telling this committee that those services are available across
this country, there are no gaps?

M. Davis. I think that overall we feel that the programs that we
have put in place for the medicaid population are working. I
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cannot say that there are no gaps, but that, in effect, the State
needs to, as it looks at the variety of ways in which it provides that
service, make determinations and then guarantee to us that the
medicaid population that it will cover does receive those services.

Mr. SikORsKI. So you are convinced there is nu gap between the
coverage and the services that are available. The providers are
. there, and if someone ic on Medicaid and doesn’t receive a service,

it has nothing to do with provider gap? :

Ms. Davis. In relationship——

Mr. SikoRsKI. As your own studies point out.

Ms. Davis. In relationship to the prenatal car area?

Mr. SikorskI. Yes.

Mg. Davis. I think that using the combination of the services
from the two profile groups, it appears that there is overall adequa-
¢y within the States. There may be geographic areas within the
States that might have some access problems. '

Mr. Sikorsk1. Maybe you can provide us for the record any gaps
that you see existing in this delivery system and then what efforts
you have taken or are taking to ensure that those gaps are elimi-
nated.

Ms. Davis. I will certainly look and see ‘hat data we have that
would indicate those kinds of things. I am n. * certain that our data
will adequately describe that. We will see what we can provide.

Mr. Sikorskl. Mr. Chairman, I think it would be helpful if the
record were held open. .

Mr. DinGELL. Without objection, so ordered.

[The following information was received:]
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The Subcommittees request information on the following twd, questiouns:

1)  Are Medicaid-eligible women experiencing difficulties with access to
prenatal care providers?

2)  How does HCFA assure Medicaid recipient access to prenatal care?

IS T TE A PROBLEM?

HCFA cannct determine the extent of the difficulties that Medicaid-eligible
women experience with access to prenatal care. This is because data on
Medicaid eligibles and services is not reported by specific diagnosis. For
exanple, Medicaid expenditures for “physicians' services" or "inpatient
hospital services” can be enumerated; however, treatment costs by individual
diagnosis (e.g., prenatal care) or by specialty (e.g., obstetrical services)
within a general category of service cannot be disaggregated.

For the general Medicaid population, several studies funded by HCFA have
shown that:

o the majority of recipients are satisfied with the medical care they
receive;

o despite problems of nonavailability of physicians in some geographic
areas, most recipients are able to see a physician when needed; and

o physician participation levels vary by State and depend on a number of
factors, including reimbursement rates, administrative paperwork, scope
of benefit package and eligibility coverage, and timeliness of claims
processing.

For the irformation of the Committee, these specific studies and their
findings are provided below:

1. The Effect of Reimbursement Arrangements on Physicians' Services and
Incames from Medicure and Medicaid. The Urban Institute 4/83,

Examined the effects on physician participation in the California
Medi-Cal program of a physician reimbursement freeze in 1974~76 and an
increase in primary physician rates in 1976-78.

Pertinent findings include:

o Despite controls, rates of physician participation and provision
of Medi<Cal services increased for most specialties (attributed to
an increase in physician supply in California); ond

o Increases in fees had a major impact on the supply of Medi-Cal
services, Increases in the supply of physicians also increased
the nunber of services provided to recipients.
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2. Variations by State in Physician Participation in Medicaid Programs.
Arerican Academy of Pediatrics 10782.

Examined State variations in pediatric participation in 13 Medicaid
States,

Pertinent findings include:
o 85 percent of pediatricians participate in Medicaid;

o Physicians' participation is influenced by the demand for both
Medicaid and non-Medlcald services and the supply of health care
resources; and

o More physicians participate in States with higher reimbursement
levels, quicker claims payments, less restrictions on coverage,
fewer requirements for prior authorizatioh, fewer fluctuatiund in
eligibility, and generally less restrictive policies.

3. Physician Participation in Public Programs. CQenter for Health
Economics Research 9/81. Conducted multivariate statistical analysis
of Medicare and Medicald program characteristics which affect physician
entry and level of participation in these two public programs.

Pertinent findings include:

o A 1y percent increase in Medicaid fees raises physician
participation 4 percent. Higher third party payments, e.g., Blue
Shield, will reduce participation in the public programs;

o Imposition by States of utilization limits and prior authorization
for payment lowers participation, especially for specialists;

o Quick claims payment encourages physician participation; and
te
v Physician participation is higher in States offeving broader
eligibility coverage.

4. Availability of Physician Services to Medicaid Bencficiaries. Service
Delivery Assessment, Department of Health and ltuman Services, Office of
the Inspector General, 8/80.

Survey of recipients and providers in 10 States to assess whether
Modicaid clients have adequate access to physicians' services and to
obtain information from participating and non-participating physicians
regarding their experiences with and attitudes tuward the Medicaid
program and its beneficiaries,

Pertinent findings include:

0 96 percent of Medicaid clients say thoy are satisfied with the
medical care they receive. Most clients (78 percent) belicve that
the quality ot cere they receive is about the same or somowhat
better than the care afforded private paying patients;

o 1510)
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o Medicaid clients compare favorably with non-Medicaid 1ov and uopor
income clients in terms of physician accessibility. They vitit:
doctors more frequently and schedule appointments more promptly
than either of these camparison groups;

o Despite problems of non-availability of physicians in some
cecgraphic areas, most clients are able.to sed a physician when
needed, although not always a private office-based physician; and

o Clients report vesy few refusals or discouragements in seeking
care. Six percent say they have been refused care because of
their Medicaid status, and 6 percent say doctors' staff
have discouraged them from making an appointment.

MONITORING PROCESS

Again, due to data constraints, HCFA cannot monitor for access problems that
Medicaid recipients may expecience in seeing individual providers based on
specialty or diagnosis,

Institutional Sezvioes

In general, recipient access to institutional services, such as those
provided in hospitals or nursing homes is monitored by HCFA through a review
of Medicaid plan sutmissions from States on their institutional
reimbursement methodologies, .

Section 1902(a) (13) (A) of the Social Security Act as amended by the
reconciliation acts of 1980 (section 962) and 1981 (section 2173) requires
that a State plan for medical assistance provide for the reimbursement of
inpatient hospital services and long term care facility services through the
use of rates which the State assures are reasonable and adequate to meet the
costs of an efficiently and economically operated facility to provide care
in conformity with applicable State and Federal laws, regulations, and
quality and safety standards. The State nust also assure that individuals
eligihle for medical assistance have reasonable access (taking into account
geographic location and reasonable travel time) to inpatient hospital
services of adequate quality. ' "

This provision is intended to allow States flexibility in adjusting
reimbursement rates in response to c ing fiscal conditions., The statute
and imglementing requlations require: the State to submit satisfacto.v
assurances that it has found that its methods and standards result in rates
that are reasonable and adequate. In support of this assurance and finding,
a State must also submit with the assurance an estimate of the efiect the
change in the rate will have on the availability of services, type of care
furnished, and the evtent of provider participation., A State may not amend
its reimbursement methodology if the proposed change will rvsult in rates
that are not reasonable and adequate, For example, a State which follows
Medicare's principles in their entirety may mot provide for a unilateral
reduction in payment rates, since the reduction wil. be imposed on ey,
facility in the State regardless of the actual reasonable and allo\‘y
costs incurred by the facility. A State also may not reduce the ra
payable to facilities based solely on budget cunsiderations.

@
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Prior to the enactment of section 2173, only 12 States had implemented
alternative reinbursement (other than Medicuare) systems for inpatient
hospital services, Subsequent to the enactment of section 2173, to date an
additional 20 States and the District of Columbia have submitted alternative
plans for reimbursing inpatient hospital services under Medicaid. Thus far,
two (New Hampshire and Nebraska) of sthe proposed plan amendments for
inpatient hospital services submitted to HCFA have been disapprovel for
failing to result in rates that are reasonable and adequate. In addition,
of the over 200 plan amendments submitted by States concerning reimbursement
for lor term care facility services, HCFA has dlsapproved tiree plan
amendments (Missouri, Nebraska, and Illinoie) since the States did not
submit a satisfactory assurance that the rates were reascnable and ade uate,
HCFA has also disapproved threr amendments which would have included in the
plan costs nou related to patient care (Maryland and New }fork) .

The statute also reqires that the methods and standards developed by a
State take into account the situation of hosm.tals which serve a

d sproportionate number of low-income patients with special needs.
Therefore, a State plan may provide that reimbursement to certain
.;pPCJ.alxzed facilities, such as a children’s horpital, muy be reimiwursed at
a higher rate than other f%C].lltleS i~ the State. (For exawmple, the State
of Utah has provided for a, separate reimbursement methodology for the
Primary Children’s Madlcalr Center. )

Noninstitutional Services..

Access to Medicaid servibgs provided to recipients in noninstitutional
settings by such providers as physicians, HMOs, or clinics is ronitored by
the States in consultation with State and local medical societies through
their licensiny and rate-setting functions, Thus far, we believe the States
have performed this monitoring responsibility well, as indicated by
recipient responses in t{;e studies cited earlier.

{
Although we have no specific evidence that accessibility to prenatal care
provided by a physician is a problem for Medicaid pitients, we would note
that through a provision in the Gmnibus Reconciliation Act of 1980 (P.L.
96-499), States are now required to pay for the services of a nurse mid-wife
to the extent that (s}he is authorized to practice under State law.
Qurrently, 36 States cover these services. We ex,.ect that this new type of
provider has greatly increased accessibility to the full range of pre- and
post natal services available to low-incare women eligible for Medicaid.

FUTURY. ACTIVITIES

Aklitional HCFA-funded rescarch on physician participation in the Medicaid
program is currently being conducted through a joint contract with the
National Opinion Research Center and Health Ecohomics Research. The purpose
of the study is to update research (cited earli.er in 1981) on factors that
affect physician participation in the program. ' We anticipate that data from
this survey will aid in the determination of the net impact of such factors
as growing physician supply and new DRG payments on on overall physician
participation and in the assessment of differential specialty and regional
participation rates crn acoess to care Final results are due in June 1985.
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HCFA is also beginning a major data col lection effort on overall provider
participation, including physician participation, in the Medicaid program.
A new report on provider participation in the Medicaid program is to be
prepared by each State Medicaid agency for annual submission to HCA,
beginning on April 15, 1984.

The provider participation report will provide basic nationwide information
oh the participation of various health care provider groups in the Medicaid
P am. The report will request the number of providers by type (e.g.,
genéfal hospital or physician) who were reimbursed by the State Medicaid
agency in the calendar year. For each provider type, the nuber reimbursed
will be distributed across specified dollar intervals based on payments to

‘each provider.

The data in the report will be used by HCFA:
o to better understand the current service delivery system in each State;

0 to monitor the effects of Federal and State program changes on
participation rates of various provider groups; and

o to respond to Congressional and public inquiries concerning the number
of participating providers.

Data from the report will be available in July 1984 for the Calendar Year
1983,

TABLE 1: Medi. aid Participation by Specialty

; Average Medicard ‘Ph\'sl(.ians Who Treat

i Partic 1pation No Medicad

D Speoain Rater ("0} | Palients (%}

s Primiany Care 133 216

. General Prachie 139 I 243

v Laeneral Surgeny . 143 84

i Internal Medicine i 145 | 181
Obstetsics Gunecology © LR i 36.8

l Pediatrics , 143 291 \.\

| Mediaal Specalties i 90 322 :

| Allergy : 6 400
Cardiology b7 392

[ Dermaiology . 141 261
Castroenterologsy 100 5.2

! Surgical Specialties . 143 153

1 Neurosurgern | 1wy 18 3
Ophthatmology ) 144 124
Orthopedic Surgery | 107 198

i Otolary npology 1h 2 132

i Urrology ; 141 141

i Psvehiatry 80 199

PALL ; 127 22.6

Saurce Mitchell Janet B and Jerry Cromwell. Medicaid Mills. Foct or
Fiction, Hr arv s Carr FisaxcinG REVIEW 1:37 49, Summer 1980
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Mr. DinGELL. The Chair observes that there may he a good many
insertions that may be necessary for the record. Without objection,
the record will remain open for those too.

Mr. Sikorski. Dr. Brandt, in our discussions today, you have ex-
pressed reservations based on the limits of our knowledge. There
are many things we don’t know.

I would like to go on to the question of research, but before I do,
I want to be sure you agree that just because we have urgent re-
search questions, it would not be prudent to avoid or delay doing
those things that we do know will work to protect mothers and
babies. Do you agree with that?

Mr. Branpr. Sure.

Mr. Sikorski. | sense from your testimony that you are eager to
proceed with the research agenda, but I hope you will acknowledge
that it can be productive on two fronts: first, efforts to answer un-
resolved questions about the etiology and biologic mechanisins that
produce low birth weight and thus infant mortality; two, efforts to
study interventions themselves—whom they should reach, when,
and what effects can be expected. :

This second is really the clinical epidemiology of the prevention
of infant mortality. Though you might formulate it differently, this
suggests that many parts of the Public Health Service can ccatrib-
ute t09 our knowledge—NIH, ADAMHA, HERSA, and CDC. Do you
agree’

Mr. Branbrt. Yes, sir.

Mr. Sikorskl. One area of research has been the focus of much
controversy. Maybe your testimony today has ended that controver-
sy. Let's review how the department reacted to the efforts of out-
side groups to analyze the infant mortality statistics.

On July 1, 1983, the Director of the Division of Analysis wrote a
memo to the Director of NCHS. I direct your attention to that
memorandum, page 1, paragraph 1. Do you have it? -

Mr. Branor. I don't know whether I do or not.

Mr. Sikorski. This paragraph was written in response to a tele-
phone survey of 50 city health departments conducted by the
Public Advocates:

The basic conclusion of the analysis was that black and white infant mortality
rates and low birth weight —[.LBW—ratios are diverging. This part of the report was
fairly reasonable. although I believe too much was made of the very small increases
in the black-white differential te.g., the relative risk increased from 1.83 to 1.91 be-
tween 1970 and 1979). It should also be noted that the latest 1980 data show a fur-
ther increase in the relative risk to 1.35. Nevertheless, there is no question that
over the past 15 years the black rate remains considerably higher than the white

rates, and there is no sign that it is decreasing more rapidly (unless an arithmetic
difference is used which in this situation seems inappropriate).

In the same document, on page 2, Kleinman states:

I think we are subject to a great deal of criticism for lagging so far behind in the
provision of vital statistics and in monitoring of small area data across the country.

He then went on to propoee new systems to replicate what the
authors of the petition did. He states that the availability of the
natality data he proposes:

will enhance our ability to monitor prenatal care and low birth weight. important
indicators of infant health and access to care. The availability of a natality sample
would also allow fur provisiunal mortality rates to be calculated by race. [See p. 194.]
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You do agree, do you not, that this sort ofeinformation is useful
for the purposes Dr. Kleinman states here?

Mr. BRANDT. Yes.

Mr. Sikorsk1. But that funding for the NCHS requested for vital
statistics improvements, never appeared in the President’s budget
or was delayed; is that correct?

Mr. BrRaNDT. No, sir, that is not correct. As a matter of fact, it is
in the fiscal year 1984 proposed budget that we are currently oper-
ating under, and it is part of the 1985 request; it was delayed.

Mr. Sikorski. It was delayed from 1981.

Mr. Branor. That is correct.

Mr. SikoRrsk1. And some parts still remain unfunded?

Mr. BranpT. That is correct. There is a 3-year plan that we are
currently in the first stage of implementing this year, 1984.

Mr. Sikorski. But if the budget request had been funded in a
timely manner, the Federal Government could be sharing data
g'agr};er than criticizing unfunded nongovernmental efforts to do our
job?

Mr. BranpT. Well, that is a conclvsion that you could certainly
draw. It was not mine; I would like to make that clear, but we—the
basic issue with all of this has to do with the issue of getting the
data from the States. :

You know, the Federal Government does not produce these kinds
of data. They are actually produced in the local community,
brought up through the States, and brought to us, and 've then
analyze it, send it back to the States and he local communities for
their use.

Mr. Sikorski. As I understand what we have just talked about,
your research director was ready to do it, and it was just a question
of delayed priority in the funding and then still insufficient fund-
ing.

Mr. BRANDT. Well, beyond that.

Mr. Sikorski. But it didn’t stop your departme 't from criticizing
the peOﬁle that came in with the best analysis t'  could do.

The nk you.

One last comment, Mr. Chairman.

On the chairman'’s point, the letter from Theresa Hawks—is The-
resa Hawks here? It sta:es that you people would be looking to pro-
vide our subcommittee with information, but not information to
which access would be restricted by law. I hope someone will define
that for us and submit that for the record so we know what your
guidelines ' nd what your definition of the law is for any followup
of future investigations.

[ do know that we have had a difficult time getting information.
The testimony was a day and a half late and ended up over at the
Old Executive Office Building for some reason, and I see in the
garex' this moru:iing that you sent 200 copies of the testimony to the

elect Committee on Aging, which may rot be a problem, except
we are talking about infant mortality, and it seems unusual that
we would be sending it over to the Select Committee on Aging.

I hope this type of thing is eliminated in the future.

Mr. Branpor. | have no idea what you are even talking about at
the moment. I will be glad to——

Mr. Sikorsk1. Two House subcommittees——
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- Mr. BranpT. Your staff has more documents that I have about
t}fgehPublic Health Service, and if they don’t mind giving me a copy
of that——

Mr. Sikorskl. If that is the case, it is a sad state of affairs, and
this is a good example why, if you have got medical files of some-
one in your office, they are onliy‘l there because you are doing your
job. It 18 a public job, and we have oveisight autihority over that.

here is no reason that we don’t have access.

That doesn’t mean that they can’t be restricted in some way to
protect the confidentiality, but when you have documents over
there doing the public business, we are to make sure that you are
doing the public business, and there is no reason to withhold those.

Mr. BRanprT. As far as I know, you have all the documents, that I
am aware of, that were requested. I wasn’t aware of everything, be-
cause some of the information was communicated directly to people
bg;uthe staff who was coming around, and I didn’t know anything
abuut it, and neither did anyone else except the person contacted— »-
beyond who was interviewed and I don't care to know who was
interviewed.

Mr. Sikorski. The NCHS budget wasn’t delayed?

Mr. BrRanDT. That was, so that you could, in fact, get the total
information, yes.

Mr. Sikorski. | caution people from making absolute statements
about the free flow of information and the great quantity unless
and until you understand all the problems that this suk ~ommittee
staff has had in getting the information.

Mr. BRaNDT. All right, sir.

Mr. LeLanDp. The Chair would now like to recognize for 20 min-
utes the gentleman from Utah, Mr. Nielson.

Mr. NieLsoN. 1 won’t take 20 minutes. The allocation of time is
somewhat like the allocation of committee slots on this committee.

Mr. LELAND. Fair and just.

Mr. NieLsoN. No, not fair at all.

Let me indicate two things. First of all, every document request-
ed by this committee was provided. I think that should be made
clear. Second——

Mr. Sikorski. Will the gentleman yield?

Mr. NieLsoN. No.

Mr. Sikorski. You won't yield on your statement?

Mr. LELAND. The gentleman does not yield.

Mr. NieLsoN. All right. I yield.

Mr. Sikorski. On what basis are you making that statement?

Mr. NieLsoN. Every document requested was delivered.

Mr. SikorskI. That information is from whom?

Mr. NieLsoN My counsel.

Mr. Sikorski. Was it delivered in a timely fashion?

Mr. NIELSON. You made mention of the day-and-a-halt delay on
one, and Mr. Dingell made some comments——

Mr. Sikorsk1. How about 2 weeks for xeroxing?

Mr. NieLsoN. I don’t know about that.

Mr. Sikorskl. Then I caution everyone, then, including myself,
from making absolute statement with regard to these documents.

Mr. NiELsoN. The statement I made is that every document that
was requested was provided. If they were late, I apologize for that.
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This committee has been late on some things as well. We didn’t
know Dr. Taylor was going to testify. For some reason, he has not
been called up for questioning.

Mr. LELAND. We are going to call him up.

Mr. NieLsoN. About 2 o'clock?

[.et me ask the question I would have asked Dr. Taylor. He can
respond to it later if he wants to. _

Do you know, Dr. Brandt, of any studies that would corroborate
Dr. Taylor’s statement that birth-weight deficiencies are related to
economic depressions and lack of income? Do you know of any blips
that have occurred on the line from 1933 on to show the mortality
rate to go up and down with economic conditions?

Mr. BRaNDT. No, sir.

Mr. NIELSON. For the record, I would like Dr. Taylor to answer
that same question, if he would.

If there was such a link, shouldn’t it have been obvious through
mortality increases from 1932-40? .

Mr. BRaNDT. | might poir: out that during ‘imes of recession, ac-
cording to studies done ‘and funded by the National Center for
Health Services, the actual number of patient visits to physicians
increases, not decreases.

Mr. NietsoN. Mr. Chairman, I would like to insert in today's
hearing record, by unanimous consent, summaries of research
prc:]jects into infant mortality funded by the Department of Health
and Human Resources in fiscal year 1983. Much of this research
was done at such prestigions academic institutions as the Johns
Hopkins University, Columbia University, and the University of
Washington.

One of the studies examines the outcomes of two different forms
of pregnancy care, comparing birth outcomes in a maternity center
with births in a tertiary care facility. Another research grant in-
volves the study of the effects of electronic fetal heart monitoring
and fetal scalp blood sampling versus traditional monitoring of the
fetal heart rate in premature infants.

Mr. LELaND. Without objection.

[The studies referred to may be found in subcommittee files.]

Mr. NiewsoN. I would like to apologize if I offended you, Repre-
sentative Sikorski. I did feel thai your testimony and your ques-
tioning had a certain harassing tone to it, and I objected to that, in
view of the fact that the documents, even though lat~, were submit-
ted.

Mr. Sikorski. If the gentleman would yield, I thank you for that
comment, and I think it is important for all parties on both sides to
protect the legitimate function of this body, and I am sure that in
the future that relations in this mode will be better with the
Health and Human Services because of it, and thank you.

Mr. NiewsoN. I would like to congratulate the witnesses and
thank you, Mr. Chairman.

Mr. BrRanpT. Mr. Chairman, could I—as a part of the record, I
would like to develop the information behind this internal memov-
randum from Dr. Kleinman to Dr. Feinleib, since I am seeing it for
the first time at this moment.

[ can assure you, Mr. Sikorski, that there was, as far as | know,
absolutely no attempt to delay, other than one example that 1
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know of where material inadvertently was not put on a bus and did
not come down and took some time, about which there were a lot
of complaints.

I don’t know how to deal with that problem. Perhaps someone
else does, but I can assure you that it won’t happen to me again.

Mr. LELanD. Dr. Brandt, that memorandum will be submitted for
the record, and any other information that you wish to submit:

We want to thank you both for appearing this morning.

[Testimony resumes on p. 221.]

[The following material was submiited:]
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" . Memorandum

Ce¢  July 1, 1983

From  Director .
Division of *malysis, OAEP

Sutiect confrussioml Hearings on “Preventian Strategies for Healthy Babies and
. Healthy Children”
(]

Manning Feinleidb, M.D., Dr.P.H.

Director, NCHS

On Thursday, June 30, Dr. Brandt testifisd before the Preventicn Strategles Task
Force of the House Select Committee on (hildren and Families. The tostimony was
written by HRSA staff early Mondsy and, upon request late Monaay morning, Jemnifer
Madans went to @ briefing for Dr. Prandt on Monday afterncon. We quplied 3 few
numbers for the testimony (including previously wunreleased 1980 final infant mortality
rates by race). Llate Wednesday afternoon, however, a new uproar was raised when
0ASH received a copy of a petition from Public Advocates, Inc., on behalf of a
nuzber of minority and women's groups (the authors of the petition were scheduled
to testify at Thursday's hearings--a copy of their testimony, which summarizes

the petition, is attached). The purpose uf the petition is to induce IHHS to make
administrative changes in Medicaid and PHS which the petitioners claim
will reduce low birth weight and infant mortality, especially smong the black and
minority populations. It included analyses of NOHS mortality and natality data

as well as vital statistics data fram a telephane survey of 50 selected city health
departments. As a result, Dr. Brandt asked me to appear Thursday morning prior

to the hearing to go over the petition.

The basic conclusion of the analyses was that black ar? white infant mortality
rates and low birth weight (LIW) ratios are di:leginz. This part of the report
was {airly reasonable, nlthoug)\ 1 believe too wa$ made of the very small
increases in the black-white differential (e.g., the relative risk increased from
1.83 to 1.91 between 1970 and 1975). It should also be noted that the latest 1980
data show 8 further increase in the relative risk to 1.95. Nevertheless, there

“ 1s no question that gver the past 15 years the black rate remains {derably
higher than the white rate, and there is no sign that it {s decreasing wore rapidly
(unless an aritimetic difference is used which in this situation seems inappropriate).

The nexteﬁm: of the report was a cost-effectiveness analysis of the provision

of comprehensive prenatal care. The results suggested a nat savings of $361 million
if sﬁ care were provided to all low-income women. These conclusions were quite
unrealistic since they sssuced (based am what I comsider rather flimsy evidence)

& reduction in LBW ratio fram 15 percent to § percent.

The hearing itself was attended by 15 >ongressmen, of whom asked Dr. Brandt
quite detailed questions (this took more than one hour). One of the major questions
was vhy the Department's E\rnevention goal for 1990 is 9 infant deaths per 1,000

for the total populatian 12 for minorities. Brandt replied that our ultimate
goal is to bring all groups to tie same level. However, the 1990 goals were designed
to realistically reflect what could be done given current medical knowledge.
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Page 2 - Maming Feinleid, M.D. Dr.P.H.

Many of the Congressmen indicated that they will submit questions for the
record. Thus, we will probabga}nve to provide data to resrand to sowe
Questions next week. One of major issues that wis raised in the petitiom
and by some of the congressren (and also by Dr. Brandt) was the timeliness of
our data. I think we are subject to a great des' nf criticism for lagging so
far behind in the provision of vital sta:istics and in the monitoring of sma}l)
area data across the comtry. I Propose that we considar the institution of twc
new systems which will £i11 these gaps. First, it should be relatively easy to
replicate what the authors of the petition did, i.e., to select a le of
commmnities (States and cities) to serve as e survelilance wechaniss for early
trends in fetal and infant mortality, low birth-weight, and prenatal care.
These localities need not be a randm le, dut should be selected to insure
that 'Ngh risk” commmities sre adequately covered, Telephone surveys oo an
annual (or preferably quarterly) basis would be designad to provide some v
basic information (¢.g., mmbers of births, infant deaths, and feta] deaths
tace, mumber of low birth weight and very low birth woight infants Wy race, and
percent begimning early prenatal care by race). Second, we should also consider
@ Current Natality Smmple to provide natiomal provisional statistics from
natality data in such the saxe way a3 our Qurrent Mortality Saxple provides
Provisional mortelity atetistics. The availsbility of natality data wily
enhance our ability to monitor prematal care and 1ow birth ueifht. isportant
indicators of ‘infant heslth and access to care. The availabil ty of a matality
sample would also allow for provisionas infant wOrtality rates to be calculated
by race. OQurently, we are able to ubtain infant desth rates by race fra the
provisional data but the problem of estimating the under 1 population mekes
these wuch less stable than the infant mortality rates. For example, between
1979 and 1980 the black-white relative risk increased frem 1.91 to 1.95 based on
infant portality rates but decreased from 2.14 to 2,07 based on infant death

Tates, .
g ?
/ /
- 4 (2 .

,Joel C. Kleinman, Ph.D.

Attachment «/

b
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Memorandum

»

Date  January 16, 1984

w ) From  pirector, Division of Analysis
* National Center for Health Statistics

Subrect Compents on Infant Morality Trends
.

To Glenna M. Crooks, Ph.D.
Deputy Assistant Secretary for Health (Planning and Bvaluation)

I am actaching the discussion of trends in infant mortality and related statistics
requested by Dr. Brandt {per ‘Phyllis 2ucker).

You will be pleased to learn that, in order to provide the mcst recent race-
specific data possible, the Division of Vital Statistics has preg‘ red special

‘ prelicinary estimates of the 1981 infant mortality rates (DMRs) fron an interim
wortality data file. The 1981 IMR was 11.9 per 1,000 live births, 10.5 for white
ard 20.0 for black infants. These rates represent declines from 1980'of 4.5
percent for white and 6.8 percent for black infants.

There have been many studies of the black/white differentisl in pregnancy outcome
over the past several decades. Among the reasons cited for poor outcoms among
blacks are the following:

Higher proportions of teenage, high parity, und out-of-wedlock births
lower socioecononic status

Lack of access to high quality prenatsl care

Higher incidence of infection (especially, urinary tract infection)
{ack of adequate nutrition

LT Y

Although material smoking and alcohol consumption have been associated with reduced
birth weight ar possibly perinatal wortality, data from the 1080 National Health
"nterview Survey gl the 1980 National Natality Survey show that black wmen are

mewhat less ukul{ than white women to smoke or drink. The age and parity
composition of blavk births explains only a szall part of the difference in the
incidence of low b.rth weight. At almost every age parity combination blacks
are twice as likel)y as whites to have a low birth weight infant. Ssns1ar1¥
educational at:ainzent explains only a small portion of the black/white di fer-
ential. Even births to black mothers with college education had a higher low
birth weight incidence than births to white mothers with less than high school
education. Furthermore, although 56 percent of black births are to urmarried
women cocpared with 12 percent of white births, the incidence of low birth
weight among married black mothers is still about 80 percent higher than among
married white motaers. Thus, there is still & great deal we need to learn aoout
the reasons for the black/white disparity in pregnancy outcome.

s/

Joel C. Kleinman, Ph.D.

Attacheent

ERIC enl "

Aruitoxt provided by Eic:
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Trends in Infant Mortality and Related Statistics

Two reports have recently been issued shich posit a deterioration in child
health. The first report, "Anerican Children in Poverty,"! was published by
the Children's Defense Fund (CDF). The CDF Report covered both health and
welfare issues. We will confine our comments to the CDF discussions involv'ing
infant health sutisti;s. The second report, 'The Widening Gap," was published
by the Food Research and Act!mn Center (FRAC). This report focuses on recent
State and yrban area trends in infan® mwortality and low birth weight. 1t
emphasizes a presuned widening of the gap between mortality rates for white
and black infanis. Letailed comments an specific statements in these reports
are given in Attachment A. This document presents our views of the major trends
in infant health statistics.

1. National trends in infant x -rtality

Although infant wortality rates (IMRs) have been declining at & rapid
pace since the late 1960's, the IMR among black infants remains almost twice
that of white infants. Furthermore, the U.S. DR ranks 16th among industrialized
Nations. The U.S.'s cantinuing high black IMR and its relatively poor inter-
national stunding point up a serious public health problem. However, this
problem is not of recent origin; it has been with us for many decades.

1
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The FRAC Report contends that the black/white gap in DS has increased
between 1978 and 1982. The attached table shows IMRs and the black/white ratio
for 1960-81, From 1960-69 tie ratio fluctuated around 1.9, In 1970 and 1971
there were two relatively large declines in the ratio, Fram 1971-75 the ratio
stayed at its lowest level (near 1.8). Between 1075 and 1976 there was 3
relatively large increase with the ratio fluctuating around 1.9 (in no apparent
pattern) between 1y76-81, ‘There is o evidence that there was Eny departure
fqrcn this pattern of year-to-year fluctuation in 1982.

The major social, economic, and health systes. changes during the 1970's
produced a camplex web of interacting forces upon {nfant wortality. It is
therefore possible to create s number of equally plausible scenarios to saccount
for the decrease snd subsequent increase in the black/white IMR ratio. Counter-
arg ments to any such -enario can 8150 be developed. For example, although
the decline in the black/white ratio coincided with increasing activity in
Maternal and Infant Care programs and Neighborhood Health Centers the sharp
increase in 1976 did not coincide with a sharp cutback in these programs. In
fact, the proportion of black women who began prenatal care in the first tuoimester
of preg.ancy continued to increase through the late 1870's.

It is wost important to remember, however, that for each and every year
since 1963 both the black and white IMR declined. The changes in the black/white
DMR ratio are due to differential rates of decrease. For example, the largest
decrease in the ratio occurred between 1970 and 1971 when the black DR decreased
by 7.1 percent compaired to 3.9 percent among whites. The largest mignse in
the ratio occurred between 1975 and 1976 when the DR declined by 2.7 percent
for blacks and 6.3 percent fov whites. The ratio remained unchanged in 1977,
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how'ver, because both white and black IMRs declined by the same amount--7.5
percent, the largest si%gle decline for either race over the two decades.
FPurthermore, there were also substantial declines in fetal loruliuty for blacks
and vhites curing this period, resulting ina ver/‘high risk growp of live
births. Thus, the IMR declines are even xore ixpressive.

The mcreas‘ul availability and effectiveness of necnatal intensive care
units (NIQJs) have been respansible for a substantial porticn of the decline
in the DR. However, NITs may have also had a subtle effect an the black/white
IMR ratio: vhere are indicaticns that their availability has resulted in changing
definitions of live births and fetal deaths. In particular, as advances in '
necnatal intensive care have led to greater success in saving very small babies,
it {s possible that sams babies who would have been classified as fetal deaths
a fow years ago are now classified as live births. Since black infants are
more 1ikely to be very low birth weizht, this changing definition would increase
infant mortality rates wore for black than white infants. A similar phenomenon
could explain the increase in the black/white differential in low birth weight
incidence. This and other limitations inherent in the data preclude a definjtive
cl.mclusim as to whether there has really teen & sliglft change in the black/white
-o}ulity differential. - Nonetheless, the data are certainly sufficient to
reveal that {nfant mortality and low birth weight in the black population
cantinues to be & major public health problem. |

2. State and local aren trends ir infant mortality

Both the CUF and FRAC Reports contain & number of statements regarding '
increases in infant wortality st the State and local level. As in many

3
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previous reports, the analysis of the State trends concentrate on changes
between two points in time, rather than trunds over several years. The '
pethodological problems in deing this have been discussed at length elsewhere
(see Attachment A and Dr. Brandt's testimony before the Senate Subcammittee on
Rural Development, Oversight and n‘\vestiptxm, Cammittee on Agriculture,
Nitrition and Forestry, March 14, 1983). We reanalyzed the CDF data on the 18
States for which 1982 data were available scparately for whites and nonwhites
and which had mors thas 10,000 black births per year. The only State with a
large black population omitted from this growp is Ca)ifomnia. (We called the
California State Vital Statistics Office and were able to cotain their rates
for 1978-82. Although there was some change in the way the data for whites
were tabulated, the way in which the data for blacks were tabulated does
appear to be coausistent over these years. These data showed a black infant
mortality rate of 16.7 per 1,000 1ive births in 1982--lower than anmy of the
nonwhite rates for the 18 States. Although this rate represented no change
since 1981, the decline between 1980 and 1381 was more than 12 percent, an
wusually large decline for a single year. It is not clear why the CUF report
did not include California dats.)

According to the CDF data, $ of the 18 States showed an increase ip their
nonwhite IMR between 198'1 and 1982 (the 1982 rate of 12.6 for Missouri is an
error; it should be 19.6). Although this number was above the 1969-80 average
(based on NCHS data for these 13 States) of 4.3 States per year ghowing an
increase in nonwhite DMRs, it is not unprecedented, Nine of the 18 States
showed an increase in 1977 and ter. states showed an increase in 1976. In
addition, in 1975 and 1978 seven States showed an increése. Puthermore, of
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the nine States showing a 1982 increase in the nanwhite infant mortality rate,
six had shown a 1980-81 decrease of more than 8 percent {the nonvhite infant
portality rate for the U.S. declined by 6.8 percent in 1981). Thus, it is
likely that many of these increases are artifacts resulting from an unusually
large decline in the preceding year. A more sophisticated lx;pruch is needed
to make sense of the State trends.

The snalysis of State trends in infant mortality rates is extremely
difficult due to the large number of comparisons that need to be made. Even
if we restrict our attention to the 18 States in the CDF report and the years
from 1968 through 1982, there are many possible ways in which a trend can
depart from the overall U.S. trend. A statistical mlysi! of trends in State
infant mortality rates for 1968-80 based on *CHS data (using weighted least
squares estimation of iog-linear regression models), showed the following
problems among the 18 States:

a. The white and nonwhite rates for Florida appeared to be stabilizing
during the latter part of the 1970s. However, the CDF data suggest
that 1981 and 1982 show a resurpticn of the decline in IMRs.

b. Although the l{rernge rate of decline for nomwhite infant mortality in
Georgia from 1968-80 was about the same as the U.S. decline, the IMRs
wers essentially constant between 1977 and 1980. The CDF data
suggest that they remain so through 1982,
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c. Louisiana showed a significant slow-down in the decline of nonwhite
DRs during the late 1970s but the CDF data suggest a resumption of
the previous rate of decline. .

d. ‘The nonwhite DRs in Michigan, Missowri, and South Carclina declined °
at significantly slower rates than the U.S. rate of decline.
Ruothermore, the CDF data suggest that tie 1980-82 trenl in each of

these States is essentially flat.

It is difficult to interpret these trends from & national viewpoint. The
fact that they are each statistically significant at the 5 percent level does
pot take into account the large number of comparisons that were actually made.
However, fram the perspective of a State official in Georgia, Michigan,
Missouri, or South Carolina, it would certainly be important to analyze the
State data in considerably more detail. The most fruitful possibility would
be to look at trends in local area data. This needs to be dame very
carefuliy, however, in order to avoid some of the pitfalls when dealing with
small nuzbers. The safest approach would be to combine sreas with similar
sociodemographic characteristics. For example, the State data should be
disaggregated according to imer-city blacks versus those living in suburban
areas versus those in rural areas. These xinds of analyses could help
pinpoint the problem and determine whether it is real, a chance occurrence, or
an artifact of the dats.

Ancther problem with the interpretation of the State trends in IMRs is
the lack of consistency with other factors. For example, although the trend
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among Michigan's nonwhites looks problematic, Ghio's 1980-82 trend appears to
have been favorable {a 5.0 ; :rcent decrease between 1980 and 1981, followed by
an 11.1 percent decrease in 1982). Yet the economic situation in both these
States was deteriorating (for the years 1979-81, respectively, the
unexployment rate was 7.8 percent, 12,6 percent, and 12.3 percent in Michigan
and 5.9 percent, 8.4 percent, and 9.6 percent in Chio).

3. National trends in the incidence of low birth weight (LBW)

Campared to the decline in infant mortality, LBW has declined very slowl;'
during the 1970s. Aithough the LBN incidence amang blacks increased slightly
between 1980 and 1981, larger increases occurred in two earlier years (1972
and 1978). Thus, there seems to be little evidence of any departure from the
trend. It is ixportant to note, however, that tmlike the situation with infant
zortality, the LBW incidence among blacks does seem to be decreasing st a slower
rate than smong whites (0.9 percent per year Jor blacks versus 1.7 percent per
year for whites). Furthermore, the incidence of term low birth weight (i.e.,
low birth weight babies with gestational age 37 weeks or more) declined much
wore rapidly than the incidence of pre-term LBW (those with gestational age
lers than 37 weeks). However, within each type of LBW ths decline among white
infants was greater than the decline among black infants. Part of this may be
due to the decrease in the fetal death rate and the phenomenon noted above
with respect to peonatal intensive care units (i.e., a changing definition of
live birth). More detailed analyses of these trends is now undenay.

o 208
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4. Trend in prenatal care

-

Black women are much less likely than white wumen to begin prenatal care '
in the 7irst trimester of pregnancy. In addition, for the first time since
1968 (when the data were first collected on birth certificates) there was a
slight decrease in 1981 in ti proportion of black live births where the mother
received prenatal care in the first trimester. Although the decline was tiny
(62.7 percent to 62.4 percent) and there was evidence of a slowdown in the
rate of increase in early prenatal care during the late 1570's, the dacline
represented a significant departure fram the trend in the previous decade,

For white women, the proportion with early care increased by only 0.1 percent
(79.3 percent to 79.4 percent).

Although the national data for black women indicate a slpﬂflmt departure
from the trend over the past decade, it is difficult to draw £im conclusions
about the reasons for the decline since it occurred umiformly awmong both high
and low risk black women. For example, when the data are divided by age, marital
status, and educational attainment, there is no single group (out of the 18
groups) with more than a 1 percentage poipt decrease in the percent with early
Prenatal care. (One wou.ld have expocted the decline to be concentrated in the
high risk groups who were especially hard hit by the adverse econcmic conditions
betwoen 1980 and 1981, These were Certainly the grovps that showed the largost -
increases over the 1970s in the receipt of early prenatal care.

When dealing with these recent trends in prenatal care, it is important
to keep the major problem in mind. Although the evidence on the effectiveness
of prenatal care in reducing the incidence of LBN and infant mortality is not
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canclusive, several studies have suggested such an effect. Yet those women at
highest risk of adverse pregnancy putcome ars still least likely to receive
early prenatal car-~. Purthermre, recent studies suggest that the Quality of
prenatal care may also differ by race and socioeconomic characteristics. For
cxample, data from the 1980 National Natality Survey show that black women
(especially those In the South) snd women in rural areas are less likely to
receive mmiocentesis, ultrasound examinations, and electronic fetal

monitoring but more Jikely to receive X-rays during pregnancy.

5. Meeting the 1990 prevention goals

The CDF Report expresses cancern about lack uf progress towards the 1990
Prevention Goals for infant mortality, low birth weight and early prenatal
care. Although the CDF methodology is faulty (it is incorrect to extrapolate
rates based an only two points in time) and the conclusions regarding
individual States are often incorrect, there i{s reason for concern. We
extrspolated the national trends in these stutistics between 1970 and 1981,
and obtained the following projections for 1990:

Total White Black

IMR per 1,000 7.8 6.8 13.5
Percent low birth weight 6.0 4.9 11.5
Percent with early prenatal care 82.4 84.4 74.6

The extrapolation for prenatal care is based on a model which specifies
diminishing amual increases, viz., log (1-P)=asbt where T - proportion with
early prenatal care and t = year. This model provided the best £fit to the
1970-81 data for both blacks and whites.

Thus, only the totsl infant mortality goal would be achieved if current
trends continue. While there is no evidence of a slowdown in the decline in
infant mortality or low birth weight, neither is there evidence of an
scceleration. There have been suggestions that the current econanic recovery .
will lead to such an acceleration. This seems unlikely, however, given the
fact that the IMRs and low birth weight incidence have declined steadily at
the same rate through the 1970's and early 1580's (during both recessions and

recoveries).
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ATTACHMENT A--Specific Comments on CDF and FRAC Reporis

A. Prenatal Care

1. Inaccuracies in CDF prenatal care data

Comparison of CDF data with NCHS and State vital statisti<s data reveal a nuaber

of discrepancies. Sane of the more dramatic $tatements about pPrenatal care

increases and decreases made in the CDF report wers based on the incorrect

data.

CDF reported that 21.1 percent of nomwhite D.C. women received
late or no Prenatil care in 1982. However, data obtained from
D.C. indicates that only 8.2 percent of nonwhite D.C. women
received late or'no prenatal care. Comparison of the percentage
of nonwhite and white women receiving late or no prenatal care for
the years 1978-1581 as reported by D.C., NS, and CDF revealed
that the CDF percentages differed greatly from the D.C. and NCHS
percentages. The CDF data indicate sharp increases in the percentage
women with late or no prenntal care whereas D.C. and NCHS data
indicated slight, but not steady, decreases in the percentages.
There is, however, a large number of D.C. birth certificates with
prenatal care unknown (about 25 percent in each year).
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The percent of nonwhite N.Y. women receiving late or no prenatsl
care in 1978 reported by COF was much lower than that reported by
N.Y. or by NCHS (15.4 percent versus 22.3 percent and 19.6 percent,

respectively). Further, CDF's statement that N.Y.'s 1982 percentage

is twice as high ss the national average fails to take into account
the fact that the New York City data are based on a different question
which is not comparable to the data from the rest of New York and

moSt States.

2. Methodological problems

The CDF report counts the number of States for which the percent

of women receiving late or no prenatal cara increased in 1982 and
the number for which the percentage of women receiving early prenatal
care decreased in 1982, However, they do not report the numbe: of
States having increases #nd decreases in any preceding years. Thus,
ilere is no base of camparison for the 1082 data. As with IMRs, a
trend over several years necds to be examined. Similarly, comparison
of the 1978 and 1982 percents to determine change in late or no
prenatal care {s inappropriate because the percentages are somewhat
unstable and tend to fluctuate fram ane year to the next. The
percents increased steadily ir only two States (South Carolina and
Florida). To assess the change over this 5-year period, GDF should
have fitted a regression line to the percents {(preferably to the

log percents) and looked at the slope of the fitted linme.

<12
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b. While citing increases in the percentages of nonwhite women receiving
late or no prenatal care in Florida and South Caroline, CDF falled
to rote the sharp hprovmt in prenatal care reporting during
'1978-1982 for these two States. Changes in the percent of women

reporting the month prenatal care hegan could have a large impact
on the results.

d. In general, CDF does not take into account the accuacy of the estimates.
. ~ The standard errors for estimates fras some States are mxh larger
than for other States. It is perticularly important to take into
account standard errors of estimates for black women becauso of
tha small black population in certain States.

B. Infsnt Mortality Data in CDF and FRAC Reports

The CDF report presented infant mortality data for all races from 38 States,

and for nawhite and white wamen from 29 States (for some States the rates
presented for nomhites are, in fact, for blacks). The FRAC report presents
data for all races and for nonwhite and white women from 35 States. The FRAC
report also presents tn:fant mortality rates for 16 cities or urban counties
which had increases in infant mortality between 1978 sand 1982. Similar problems
to those noted for the prenatal care analysis also apply to the infant mortality
analysis.




1. S03ll area estimates

Infant wortality rates for 1982 for certain citles, urbu; counties,

and even census tracts are presented without standard errors or the
numbers of infant deaths on which the rates are based. Amual infant
mortality rates for mmall areas are highly unstable, and no conclusions
about changes in rates can be drawn from a change between two years.
The CDF report presents an infant mortality rate for two Baltimors
census tracts, &n extrewely unstable statistic. The FRAC report cltes
Atlanta, Milwaukee, and Wake Co., N.C. as "disturbing examples of a
widening infant health gap" based on changes in mortality rates between
1978 and 1962, The numbers of infant deaths in these areas in 1978,
shown below, inu‘cate that the results £cr these areas are too unstable
to draw conclusions regarding a widening Infant health gap.

Infant deaths in 1978

White Black
Atlanta 31 125
Milwaukee 57 52
Wake Co., N.C. 36 27

In addition, as discussed earlier, the comparison of rates for 1978
and 1982 is an inappropriate method of looking at changes over time.
A better approach would be to calculate the slope for infant mortality
rates for all years between 1978 and 1982, and compare the slopes for
white and black infant mortality rates.
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2. Table 2 of the FRAC Report presents "mean IMRs" which apperr to be
unweighted averages of the State DRs. This is quite misleading since
a State like Nevada with about 1,000 black births receives the same
exphasis as Illinois with 40,000 black births.

3. Calculation of change ratios

As discussed above, the calculation of the rate of change in infant-
mortality based on two years, 1978 and 1982, is inappropriate. In
n&dltim. the FRAC r.eport presents an “average rate of improvement or
mean change' for all reporting States mnd all reporting cities. There

is no explanation given regarding how these are calculated. If the
numbers are unweighted averages of State change ratios, they are extremely

anreliable.
C. (Childhood Immmnization

The CDF report indicates in its preface that 'childhood immmizations have
plumeted."” No dats sources or further elaboration are given in the report.
However, the pretace states that less than half of black preschool children
are jmmnized against DIP snd only 39 percent are immmnized lznlnst-pouo.
The following CIC data indicate thit immmization rates have not plummeted as
claimed in the CDF téport.

Percent of nonwhite children
1-4 years jmmunized

TP Polio
1976 532 399 .
1981 52.0 42.7 *

While there is certainly no evidence of "plumeting," the low level of

imunization is a cause for concern.

2
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Table 1. Infant mortality rates by race and ratio of ratas for black infants
to rates for white infants: thnited States, 1960-

[Rates per 1,000 1ive births in specified Begiming 1970
excludes data for nonresidents of ted Stateg)
Rats : ] n Ratio
N lck/Vlhitc
All other &

Year All races Yhits Total Black

1821, ..0000000 11.2 em ——- e .-
19a12........... _us 0.5  _ 17.8 - 209 __ .90
T 1880, v enn cere 12,6 1.0 . 1931 . . 1.54
1979, ceiianennns 13.1 .4 10.8 2.8 1.0
1078 ccttnnennes 13.8 12.0 21.1 23.1 1.92
1977 ceveanteenns 14.1 12.3 21.7 23.6 1.9
1976 00eeecercnes 15.2 13 23.5 25.5 1.9
b 171 J N - 16.1 14.2 4.2 26.2 1.4
D U7/ T “16.7 4.8 24.9 26.8 . 1.8
1973, 0t ncneenns 17.7 15.8 26.2 28.1 1.7
19729, 0eecverene 18.% 16.4 .7 29.6 1.80
b -7 S 19.1 17.1 28.8 30.3 .77 .-
197000000 seennns 20.0 17.% 30.9 = 32.6 1,83 .
1969, 0erveensnes 20.9 18.4 32.9 3.8 1,
1968.0.c0e0ensns 21.8 19.2 34.5 36.2 1.88
1967¢00eraccenss 22.4 19.7 35.9 . . 3.5 * 1.9
1066 0et sennencns 23.7 20.6 3.8 40.2 1.95
19650000 0ecenns 4.7 2.5 40.3 - 41.7 1.?3
4.8 21.6 41.1 42.3 1.9%
25.2 22.2 41.5 42.8 1.92
25.3 22.3 41.4 ~42.6 1.9
5.3 2.4 40.7 41.8 1.86
26,0 22.9 43.2 4.3 1.93
1ProViqimnl.
Tes are subject to change, These are preliminary figures based on a sps:hl imerin .
Ehtim of data from the 1981 mortality fils. A :

3Based on & 5C- -percent sample of deaths, DRSS
4Fisures by race exclude data for residents of New Jersey beceuse this State did not -

require reportlna af thc Xten for these years. . Sl e
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Table 2. Fetal death rates! by race and ratio of rates for black infants
to rates for white infants: United States, 1970-1980

Rate Ratio

Year
Al Black/
races White Black White
9.0 8.0 4.3 1.1
9.3 8.3 14.8 1.78
9.6 8.4 15.6 1.86
9.8 8.7 15.6 1.7%
10.3 9.3 16.0 1.72
10.6 9.4 16.8 1.79
11.4 10.1 17.7 1.7%
121 10.6 19.3 1.82
12.§ 11.0 20.1 1.83
13.3 11.6 21.9 1.89
14:0 12.3 23.2 1.89

1Fetal deaths are deaths of fetuses of 20 weeks or more gestation. The
rate is the number of fetal deaths per 1,000 live births plus fetal
deaths. .

Table 3. Percent of infants of low birth weight by rac and ratio of
percent for black infants to percent for white infants:
United States, 1950-81 .

ALl All other rsces
White Ratio
Year races Black/
Total Black White
198licevecinncnes 6.8 5.7 11.4 12.5 2.19
1980, c0evinncnns 6.8 5.7 1.8 12.5 2.19
1979 eieiccennnns 6.9 s.8 11.6 12.6 2.17
1978, . cceenencans 7.1 5.9 11.9 12.9 2.19
1977 cciennnns 7.1 - 5.9 11.9 12.8 2.17
1976 cecvecncnens 7.3 6.1 12.1 13.0 2.13
1975 ieenenccnns 7.4 6.3 12.2 13.1 2.08
1974, cvevvnnnnns 7.4 6.3 12.4 13.1 2.08
1973, ciiennnneas 7.6 6.4 12.5 13.3 2.08
1972 c0evnnnes 7.7 6.5 12.9 13.6 2.09
197 eeee-vennnees 7.7 6.6 12,7 . 134 2,03
1070 cceennnnens 7.9 6.8 13.3 13.9 2.04

O
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Update on Infant Mortality ard Related Trends
Joel €. Kleinman, Ph.D.
National Cent.~ for Health Statistics
v ) February 23, 1983.
Provisiunal data for the twelve month period ending November 1982 indicate
that the infant mortality rate (IMR) was 11.2 deaths per 1,000 live births,
the lowest ever recorded in the United States. This most recent data continues
the sustained decrease evident since the‘ mid-1960*s (Figure 1). Figure 2 presents
monthly moving averages showing that there has been no abatement in the rate
of decline since January 1978. The ann}xal declines in infant mortality during
the 1§70's range fiom 2.1.?ercent to 7.2 percent with the 1980-81 decline (provisional

data) at 6.4 percent.

Despite the sizeable decline in infant mortality during the past 15 years there
rezain large differences in rates among subgroups of the population., 1In 1979
(the latest year for which detaile& final data are available) a black newborn
was nearly twice as likely to die during infancy as a white newborn. Higher
mortality among black infants has been observad &ver since reliable statistics
have been available. Furthermore, since both black and white IMR's have been
declining at the rate of about 5 percent per year, there has been no change

in the size of the gap between these two groups (Figure 1).

Cotzarison of IMR's among States should be based on final data tabulated by
State of residence, The last year for which sucu data are available is 1979.
Analysis of the annual changes in DMR's by State shows that although the long

tera trend is downward for every State, the trend is not a smooth one. In
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fact, during the 1970's the number of States reporting an increase in their
DMR's between any two suscessive years ranged from 5 to 19.

Thcsé increases are due in large part to the fact that mortality is, to sume
extent, a random process. For example, the overall decline ia infant mortality
between 198U and 1981 was § percent. Yet, for a State with 40,000 births per
year (the median number of births in the U.S.) the chance of that State showing
an increase i{n its observed IMR is about 15 percent even if its true underlying
DMR decreased by 6 p:acent. This is further illustrated bv the findings of

a recent report by the Food Research and Action Center (FRAC) which indicates
that the steady decline in infant mortality is being reversed in certain States
and cities. That —eport presented data from State vital statistics offices
showing 7 States to have experienced an increase in infant mortality between
1980 and 1981. The National Center for Henlth Statistics contacted these 7
States and foumd that 6 of them resumed their downward trend in infant mortality
for 1982. Data from 1982 are not yet available for the 7th State (Rhode Island).
Thus, while it is certainly possible that some States are experiencing a real

increase in infant mortality, it is difficult to detect such changes based

on short-term trends.

Examination of the data over a longer time period snows that infant mortality
has declined substantially in each State over the 10 year period ending in
1977-79 (3 jear averages are used in order to reduce the influence of randon
fluctuazion). Although a decline in infant mortality was evident for all States,
the gap between the highest and lowest States has not changéd substantially

sver the 10 ye.r period. The ratio of the DR for the highest State to the

21y
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rate for the lowest State was about 1.4 among whites and 1.6 among blacks in

1967-69 and 1977-79,

Birth Weight

An infant's weight at birth {s the primary determinant of survival and health
throughout infancy and early c.hildhoéd years. The lower the birth weight,

the greater are the chances of death, sericus congenital anomalies or other

severe impairments. Although infant mortality has been decreasing rapidly

during the past 15 years, Lhe cnanges in birth weight have been much lass str iking
The incidence of low buth weight declined by 18 percent among whites compared

to only 10 percent among blacks. The reduction in mortality has been attributed
in large part to major advances in neonatal intensive care that have resulted

in much lower wortality among infants with low birth weight.

As was the case with infant mortality, the incidence of low birth weight (LBW--
below 2500 grams) is much yreater among black than white infants. In 1980,

black births were more than .wice as likely to be of low birth weight as compared
to white births. The differences in the incidence of very low birth weight
(VLBN--infants below 1500 grams who are at much higher risk of adverse health
outcomes) is even greater: blacks are 2.7 times as likely as whites to have

very low birth weight babies,

In addition to the racial differences noted above there are large differences

in the incidence of low birth weight and very low birth weight according to
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mother's educational level. The proportion of VLBW and LBW babies decreases
steadily with increasing educational level of the mother. Furthermore, there

is no evidence that the gap has been narrowing over the 1970s.

Factors Associated with Pregnancy Outcoae

Many factors contribute to the racial and educa®ional differences in infant

mortality and low birth weigit. The central role that high quality prenatal

care beginning early in pregnancy can pla in reducing the racial and socioeconomic -
disparities in pregnancy outcome has been recognized for several years. Trends

since the 1970s have been..incomaging. For example, the proportion of mothers

who begin prenatal care in the first trimester of pregnancy incresased from

72 parcent in 1970 to 79 percent in 1980 among whites and 44 percent to 63

percent among blacks. Yet, in 1980 mothers at highest risk of having poor

pregnancy outcame are $till the least likely to begin prenatal care early.

The potential effects of the current vecession on infant mortality and low
birth weight are difficult to predict. Investigation of previous changes in
unemployment and infant mortalisy have been inconclusive. One of the major
difficuities 'n such an investigation is the specification of an appropriate
lag time. For example, it would seem tha.t the effects of economk;. dislocation
would be rost important during the early part of the pregnancy. This might
suggest a nine month to one year lag time. On the other hand, the effects

of unemplovment might not occur until unemployment compensation runs out, which

w~ould suggest a two year lag.
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Furthermore, perhaps the most sericus limitation of any study which would examine
what has happened in th. recent past and try to determine whether there will

be future increases in infant mortality, {s that the nature of the current
recession differs substantially from previous recessions in two ways. First,

the level of unemployment i3 much higher now than it has been in the recent

past  The last large increase in unemployment occurred between 1379 and 1980
when the unemployment rate rose from roughly 6 percent to 7.5 percent. 1In

the current situation, the unemployment rate in some States 1S well in excess

of 10 percent. The magnitude of this i icrease may, by itself, result in a
different relationship between unempl yment and infant mortality. The second
s;erious problea {s that the 1980 increase in wunemployment was not accompaniud

by major cutbacks in Fé&enl or State funds in maternal and child health services.
The current situation is very different with some States reporting substantial
reduction in funds for maternal and infant care.

In summary, current levels ol unemployment coupled with the cutbacks {n State
raternal and infant health care programs couid lead to a decrease in the proportion
of mothers seeking prenatal care early in pregnancy. If this happens it is
possible that the decline in infant mortality could level off, especiilly in

those areas which are hardest hit by the recession and program cutbacks. Although
available data do not suggest any abatement of the dowward trend in {nfant
mortality, it would be premature 'to inten_:ret this as evidence that there will

be no adverse effects of the recession on infant mortality.
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_,..n-.,\ TV P2 a. -
" / DEPARTMENT OF HEALTH & HUMAN SERVICES . Public Hashh Seivce
1)
N
Memorandum

pats  March 21, 1984

Frem  Director, National Center for Health Statistics

Sutsect NCHS Initiatives Related to Infant Mortality Data

To Assistant Secretary for Health

This is to clarify the National Center for Health Statistics (NCHS) initiatives
that were taken in response to Dr. Kleinman's memorandum of July 1 suggesting
various needs for infant mortality data:

{1) NCHS has been collaborating with the Cunters for Disease Control (COC) =
on their National Infant Mortality Surveillance (NIMS) Project. The
purpose of NIMS 1s to capitalize on 1inked birth and death data systems
which have been developed in many States. CDC wil) be asking each State
to f111 out standard tables using the linked data in order to obtain
infant mortality rates by dirth weight, gestation, and maternal characteristics.

(2

—

In addition, NCHS has ?tnn very high priority to the development of

2 national system of linked Dirth and death records. This would improve

on CDC's NIMS approach by maintaining uniform standards for linkage and

for the allocation of inter-State births and deaths. Furthermore, the

availability of & national data base will allow for more detailed analysis

than would be available from standard tables generated by each State,

{3) We are increasing our commitment to work with the States to provide technical.

assistance in the utilization of data at the State and local level.

In particular, Dr. Kleinman's staff in the Division ¢ Analysis has been

- in contact with the 18 States with substantial black populations to obtain
their most recent data {urrently 1982). They are also consulting with

statisticians in California, Maryland, Michigan, North Carolina, and

New York City to encourage detailed analyses of thefr infant mortality

trends {n small areas.

—

(4) A number of analytic projects are currently underway to examine several
aspects of pregnancy outcome: {a) statistical analysis of State trends
in i{nfant mortality and prenatal care based on birth and death certificates;
(b) multivariate statistical. analysis of birth certificate data to assess
the contribution of age, par{ty, education, prenatal care, and pregnancy
interval on low birth weight; (c) analysis of data from the 1980 National
Natality and Fetal Mortality Surveys to examine the effects of several
factors on pregnancy outcome.

(5) In October 1983 | appointed a comittee to plan collaborative research
activities with foreign scientists on infant and periNatal mortality.
The lInternational Collaborative Effort (ICE) on Perinatal and Infant
mortality s intended to coordinate research activities of NCHS with
parallel activities iIn selected industrialized countries on this topic.

TRACER
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Page 2 - Assistant Secretary for Health

The ICE Planning group (which will include the core NCHS planning group,
{nvited PHS consultants and selected foreign researchers) will develop
proposals for standardized research activities to be carried out in each
gountry that will permit & comparative analysis of findings. These comparative
Studies will attempt to elucidata the factors responsible for the relatively
high infant mortality rates in the United States compared to other industrialized
Nations. The results of these activities are expected to provide guidance

tor PHS programs and activities intended to improve infant health and

reduce the disparities that currently exist betwesn racial, ethafc and
socioeconomic groups in the United States, The ICE planning group has
consulted informally with rasearchers in other PHS agencies to ensure

a coordinated effort on high priority {ssues.

1f you would 1ike any further information about any of these projects 1 would
be glad to provide more details.

Manning Feinleib, M.D., Dr.P.H.

~
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Mr. LeL.AND. The chairman would now like to recognize the next
panel, Angela Glover Blackwell, Public Advocates, Inc., San Fran-
cisco; Mr. Alan Sanders, Food Research and Action Center, Wash-
ington, DC.; Ms. Sara Rosenbaum, Children’s Defense Fund, Wash-
ington, DC.; and Dr. Vicki Alexander, clinical instructor and chief,
Obs}{etrics and Gynecology, Satellite Clinic, Harlem Hospital, New
York.

We will ask also that Dr. Taylor, if you will, join this panel at
the Foint of questions and answers, if in fact any of my colleagues
would wish to ask questions of you.

Let me follow the tradition of the Chair, Mr. Dingell, and ask
you to stand and be sworn in.

[Witnesses sworn.]

Mr. LELAND. You may proceed in whatever order you wish.

TESTIMONY OF ANGELA GLOVER BLACKWELL, COUNSEL,
PUBLIC ADVOCATES, INC; SARA ROSENBAUM, DIRECTOR,
CHILD HEALTH, CHILDREN'S DEFENSE FUND; ALAN. SANDERS,
NUTRITIONIST, FOOD RESEARCH AND ACTION CENTER; AND
VICK]I ALEXANDER, CHIEF, CBSTETRICS AND GYNECOLOGY,
SATELLITE CLINIC, HARLEM HOSPITAL

Ms. BLackwekLL. I will go first.

I am Angela Glover Blackwell, attorney with Public Advocates,
the law firm in San Francisco that filed the administrative petition
in June of 1983 which presented data on intant mortality and pro-
posed remedies for the widening gap butween black and white
infant mortality rates.

The client groups that we represent—black, Hispanic, civil
rights, health and women’s organizations—aie very pleased to see
this very important issue receive the national focus that it de-
serves.

The main thrust of the petition and what those organizations -
hope for is that the current Reagan administration will give this
vital issue of the death of small babies, black babies in this coun-
try, the same concern that has been demonstrated by the Baby Doe
rule and by the Squeal rule.

It has been pointed out that between 1978 and 1982, if the black
infant mortality rate had been the same as the white, 19,000 black
babies would still be alive. We assume that many, if not most of
those, were wanted babies, and certainly they deserve the concern
and the commitment that has been shown in other areas.

[ want to clarify two points because | have heard a lot going back
and forth about the issue of prenatal care. The thrust of the admin-
istrative petition filed by Public Advocates was that prenatal care
can solve this problem, that it can be made available through the
medicaid program, that there are many women who are outside of
the medicaid program who are poor and needy who need to be
brought into that program. There is no question that if that hap-
gerua\;j the low birtg weight rate and infant mortality will be re-

uced.

Mr. Brandt alluded several times to the fact that even when you
look at college educated, middle-income black women, their low
birth weight rate remains twice that of white women.
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In his testimony, he actually cited that 5.6 percent of the babies
born to this group of well educated black women still produce low
birth weight infants. That 5.6 percent is less than half of the na-
tional rate for black women. During the past 10 years, that rate
has fluctuated between 12,5 and 13.3.

I am sure most low-income black women would say, yes, we will
. certainly take that 5.6, while there may be need for studies that
examine low birth weight to find ways to reduce that 5.6 to the 2-
point-something that was cited for white women, we already know
that prenatal care could bring down the current 12.5 for black
women to 5.6, we need to get on with that business of making that
prenated care available.

In the Public Advocate's petition, we asked basically for four
things. We asked for clarification at the nationa. level and leader-
ship to bring those poor, low-income women into the medicaid
system who are currently excluded because of various options that
have not been exercised by the states but could be exercised.

We have asked that the Federal Government take a leadership
role and define comprehensive prenatal care so that those states
participating in the medicaid program w:il provide a high level of
uniform care to all women across the country.

We have asked that States participiting in the Medicaid Pro-
gram be required to target those arers in their communities that
suffer from high infant mortality ratrs.

The fluctuations across the country between black and white are
astonishing, but many times whu.. you look within States and cities
you find astonishing fluctuations. '

Some cities have areas that have 30 deaths for black infants per
1,000, and in some areas as high as 45. There should be concentrat-
ed t::fforts to identify those areas and target efforts to reduce those
rates.

We also asked for changes in the critical area of education and
outreach. Dr. Brandt cited the healthy mothers-healthy babies cam-
paign as being the model in terms of outreach and education.

his is not a thorough study that I am going to cite. It is my ex-
perience as an advocate moving across the country talking with
groups like the Black Women's Health Network and o¢ther groups
that are involved in advocacy or providing health care, and trying
to get more women into the health care system. I have found that
very few of those advocacy groups, very few of the health care pro-
fessionals, have ever heard of tﬁi healthy babies-healthy mothers
campaign.

As a matter of fact, as a result of my inquiries, it probably is
more well known than it has been for the past year. Groups at
least now know the name. The posters produced are placed in clin-
ics ard other places where women already within the system will
see them.

I haven't seen any billboards, any television commercials like the
“be all that you can be” army commercial that I see on the televi-
sion, bringing women into the health care system. It is a vcluntary
organization, you have volunteers who are doing what they can,
but we need this to be a high priority of the Federal Government.
We need leadership in this area, and a voluntary organization in
an area this vital is just not acceptable.
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Several of the other activities pointed to are also unacceptable.
We have heard that in response to the work of Public Advocates,
and the Children’s Defense Fund, and the Food Research Action
Center, that there is now going to be a task force focused on these
problems.

The task forces that we have seen in the past that have focused
on these problems have done more to hurt rather than aid the
search for solutions. I point only to the Task Force on Hunger that
found no hunger. I wonder if this task force will find no infant
mortality problem. :

We have heard talk of additional research projects. There may
be areas where research is needed, but we would not like to sce re-
search of the sort cited today 'where statistics are played with,
where information is repo in a manner that emphasizes the
negative and masks the positive, as with the educated black women
low birth weight statistics cited by Dr. Brandt. We perhaps need
research into low birth weight but not as a prerequisite to making
prenatal care available to aﬁ women who need it.

In Brandt's testimony, he pointed out those factors that seem to
be associated with low birth weight—teenage pregnancies, lack of
nutritional information, and several other tﬁings. very one of the
things that he cited is a function of prenatal care. Teenagers often
don’t receive prenatal care because they are not eligible for it, be-
cause they don’t know that they should receive it. Women who
have babies out of wedlock are often very poor. Lack of informa-
tion, lack of access to prenatal care, accounts for their low birth
weight and high infant mortality rates.

In addition, when we see that lack of proper nutrition is associat-
ed with infant mortality and that drug and alcohol abuse are asso-
ciated with infant mortality, we also know that these are associat-
ed with lack of prenatal care.

Good prenatal care provides nutritional information and provides
that information that encourages women to change their habits,
the smoking and alcohol consumption habits, during pregnancy.

The responses that we have had from the Reagan administration
do not indicate a commitment to using available resources to solve
the problem. We brought the administrative petition in June on
behalf of blacks, Hispanics, and other groups because there needs
to be a national commitment to solving a problem the solution to
which is clearly within our grasp, and we have not yet seen any-
thing on the part of the Reagan administration to indicate that
they are looking to take that important step.

Thank vou.

Mr. LELaND. Ms. Rosenbaum.

TESTIMONY OF SARA ROSENBAUM

Ms. RoseNBauM. Thank you, Mr. Chairman. I have submitted a
longer statement for the record and I would like to make several
points now.

Mr. LELAND. Your full statement will be entered into the record.

Ms. RoseNnBaUM. Thank you. First, of all I would like to echo Miss
Blackwell on a central issue that has come up at this hearing,
namely, the difference between associative factors and causative
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factors in the formation of Federal policy. Researchers have a great
need to know exactly why trends are as they are, and I am sure
that given enough time and money we will be able to pinpoint
what prevents low birthweight babies much better than we can do
so today. But there is no end to the number of associative factors
that have already been identified as putting a mother and infant at
risk for an unhealthy birth outcome, and I believe stiongly that
the primary function of Federal policy in this area is to eliminate
or mitigate as many of those associative factors as possible, because
we know that the sum total of eliminating those factors will, for
whatever reason, although we do not know exactly what the causa-
tion is, produce healthier babies and bring down long-term Federal
costs. :

As to the testimony presented today by the Department, I think
that the major point in their testimony with which we take issue is
their assumption underlying the testimony, especially of Dr.
Brandt, that somehow there are great’reserves of untapped re-
sources in the community. If women were simply educated better,
if they were’ more responsible about using the community re-
sources, the Department suggests there are sufficient facilities and
providers. In fact we know this is not the case. This is a health in-
surance society. This is a society in which you have to have health
insurance or you have to have an awful lot of money in your
pocket to get health care.

Right now one out of every two black children in this country is
livini in poverty, and in female-headed households the poverty rate
for children is over 70 percent. Unless they have access to publicly
financed services, these families will not have the means to pur-
chase health care. In “American Children in Poverty,” submitted
earlier for the record, we cite case after case, all taken from actual
complaints arising under the Hill-Burton Act, of mnothers arriving
at hospitals in labor, of babies arriving at hospitals deathly ill, so
ill that in fact they died within several hours of admission, who
had never seen a doctor or obstretician. Pregnant women were re-

uired to put $400, $600, $800, $1,000 down in advance because
they had no insurance coverage, denied care, then refused access to
hospitals. One pregnant woman was chased through a parking lot
by a thsician and told that next time she showed up and tried to
deliver her baby at the hospital she would be arrested. At the time,
she was experiencing what her family thought was premature
labor. Another baby died in the hospital because the pediatrician
on call said he did not serve poor bagies referred from free clinics.

This is the reality. We have had tremendous problems with
access to health care in this country even prior to 1980. Dr. Brandt
1= right to point out that the 1980 data already were showing dis-
couraging trends in terms of accessibility of prenatal care. In light
of that data, the last thing a reasonable administration would do
would be to cut programs further. Yet what we have seen since
1980 is the following. Although 8 out of 10 children in this country
who are poor would be uninsured without medicaid, we have had
deep cuts in the medicaid program. These reductions have thrown
700,000 children off the program, have kept several hundred thou-
sand ore from ever qualifying for assistance, and we have the
lowest correlation between poverty and medicaid for poor children
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in this country any time since the program was fully implemented
10 yeape ago.

In #ther words, during the last major recession, the recession of
the mid-seventies, we had a very high rate of correlation between
the poverty rate and the medicaid recipient rate among children.
Now we find that as the number of chilren in poverty has grown
by unprecedented numbers and at an unprecedented rate, the med-
icaid eligibility line is plummeting downward, and most of that
downward plummet can be attributed directly to Federal cuts in
the AFDC and medicaid programs.

As for the issue of the availability of resources and the need or
lack thereof for the maternal and child health legislation pending
now in Congress, currently 32 States do not provide medicaid cover-
age for women in two-parent working poor families. Almost that
same number do not provide medicaid coverage to women married
to unemployed workers, and at least 6 States still do not cover
women who are pregnant for the first time. There is no question
but that whatever resources there are that are out there are too
scarce to marshal. We need the legislation that is pending now.

Finally we took a look at title V and maternity ‘and infant health
projects around the country last year. These projects have a 20-
plus-year track record of remarkable health outcomes when it
comes to births to poor women. We found in our 10 State survey
that 90 percent have either cut their programs, or had their level
of funding frozen. We found that in only two projects was hospital
care still available. We found MIC's turning away patients, con-
trary to the assertion that in fact there are plenty of resources if
one would only look. One MIC project turned away 103 women in a
single month. The MIC did a followup of the women who had been
turned away and found that 7 out of 10 ended up with no prenatal
care at all. We note that in that county for the first time in 5 years
there were two maternal deaths, which is quite a rarity at this
point in the United States.

In the entire State of Florida, only 38 percent of 65,000 pregnant
women who were poor got comprehensive prenatal care last year,
and MIC personnel in one of the Florida hospitals reported that
300 of their patient., a tremendous number, delivered with no pre-
natal care. These are the statistics. These are the stories from
around the country.

We could go on. Most recently an rpstétrician from Cook County
notified me to tell me that, because medicaid reimbursement rates
for obstetricians amd hospitals are so low, they are having to drive
their pregnant women in labor 90 minutes to Cook County Hospital
to deliver their children, which obviously is an extremely high risk
thing to do. There is absolutely no evidence for Dr. Brandt’s asser-
tion in his testimony that health care resources are adequate, and
we would appreciate this committee’s exploration of the basis for
the Department’s assertion that there are adequate resources.

Mr. LeLanp. Thank you.

[Testimony resumes on p. 252.]

] l[The] prepared statement and attachments of Ms. Rosenbaum
ollow: ’
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STATEMENT OF SARA ROSENBAUM, DIRECTOR, CHYLD HEALTH, CHILDREN'S DEFENSE FUND

Mr. Chairman snd Hembers of this SBubcommitte¢ --

We are pleased to testify st these hearinga, although the subject
being discussed here todsy is not & plessant one. Your Committee is
investigating one of the most serious {ssues currently facing the Ameri-
csn heslth community, namely the high incidence of desth and low
birthweight among the nation'a Black infents. Indeed, this is an issue
of tremendous importsnce to the Americsn community st large. The grim
statietica for Black infants will ultimately hsunt the country for generstions
to come. The needless death of thousands of infsnts will cost the nation
dearly in lost productivity. Moreover, thoussnda of high.risk infsnts
will survive, but only at great humsn snd financial cost. A lifetime of
{natitutionsl care for sn infant handicspped by provontlblo causes can
easily spprosch one million dollars. '

There sre 3 major points we would like to emphasize todsy:

1. Yesrs of reasarch efforts have identified many of the major

risk factors associsted with infant death, and there¢ are known_and

effective interventions for tresting many types of risks. Por decades

experts have examined the risk factore sssociated with infant desth. That

exsminstion has yielded an immense body of knowledge on this subject -~

more than enough to permit policymakers to identify those policy options
that should be pursuasd and those thst ahould be rejected. While we can

and must continue to refine our knowledge as to the csuses of infant death

in order to fashion ever-more-effective remedies, we certsinly have

sufficient informstion on to act.

In its seminsl report, Better Health for Our Children, the

Select Panel for the Promotion of Child Heslth states that “three-quarters
of the risks associsted with low birthweight [the leading csuse of infant
desth during the neonatal period) can be evaluated in the firat prenstsl

visit, snd interventiona can be taken to reduce such riaks."”

[
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Those risks range from sociosconomic indicators, such as poverty, to
short pregnancy intervals, nutritional deprivation, smoking and sub-
stance abuse, poor health, infectiona, stress, fatigue and a history
of prior preternm bir:hJ.
A comprehensive prenatal care program consisting of complete
’ medical attention, counselling, nutriticnsl supplementation and other
health-related support services, hss been shown o have a positive impact
on birth outcomes. Indeed, the Select Panel concluded thatt
The effectiveness of prenstal care in reducing low
birthweight -- the most importsnt predictor 6f .
illness or death in early infancy and of the | eed
for neonatsl intensive csre =- has been 80 well

demonstrated in various well-gontrolled studies
that even the most skeptical reviewers of health

. services literature would sgree that this form of
. care is one of our most valuable in promoting child
health,

This conclusion was echoed by the Department of Health and

Human Services {n Health, United States, (1981):

given the current medical knowledge, high-quality prenatal

care beginning early in pregnancy holds the iroatest romise of
reducing the cacial and -ocioocononlc disparities in low
birthweight,

Just as it has identified numeroue effective interventions during
pregnancy, the federal goverment has developed an extensive body of research
©on the effectivenéas of intensive care eervces for high-risk newborns in
reducing loss of life and mitigating pdiontlal handicapping conditions. 5o

important are these services for high risk newborns that researchers both
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within the Department of Health and Human Servicee and in medical insti-
tutione throughout the country have credited neonatal intensive care for
much of the reduction in infait mortality that hae occurred over the paet
decade and & half, 1/ Moreiver, neonatal inteneive care has been found
to be & coet-effective inteivention for a great majority of the high risk
population. 2/

2. Deepite what we know about riske duriﬁgAprognncy and at the time

of birth, se well as what is effective in reducing thoee rieks, thousande of

women and infante, becauee of poverty and deprivation, still do not have an_

assured neans of acceee to these basic-health eervices. Because of their

increased poverty rates, minority mothere and infants are more likely to be

at risk of inadeguate acceee to health care. Data recently iesued by HHS

regarding prenatal care indicate that the nation ie now facing a slowlown or
revereal of progress toward early prenatal care for all pPregnant women,
especially for non-white women. 3/ In a study of prenatal care trends.
conducted by CDF during 1983, we found identical trends. 4/ Three quartere
of responding statee in our survey reported a decline in the percentage of
non-white women recriving early prenatal care and an increase in the
percentage of non-white women receiving late or no care.

There are several reasons why fewer pregnant women may be
receiving early prenatal care and why a grester percentage may be receiving
little or no care. Chief among those reasons is poverty. Indeed, the eig-
nificant growth in poverty over the last eeveral yeare directly parallels
these disturbing prenatal care data. Thus, must be viewed as contributing
substantially to this trend.

Research has yielded extensive information on the relationship

netween both poverty ana race and access to health servicee. Federal
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LY
vesearchers have reported, for example, that “high income women are
508 more likely to receive prenatal care in the first trimester than
low income women. Further, the percentage of low-income women receiving
preantal care did not increase between 1970 and 1976 as [t did lor'high-
income women®., 5/ 8imilarly, other federal researchers have found
“....a deficit by the poor in uase of preventive procedures. Seversl
studies have shown that, compared to those with higher incomes, the poor
are less likely to receive breast ,exars, Pap smears, prenatal care, or
’ immuniszation againat child health diseases". &/

Most recently, working with data collected by the federal
government, the president's Comﬁinsion for the Study of Ethical >*roblems
in Medicine found "breathitaking" differences in utilization of health
gorvices botween insured and uninsured persons. 7/ 1Insured persons were
908 more likely to receive hospital care and 54% more ambulatory care
from phyaicians than were the uninsured. This disparity esisted even
among those in poor health atatus. Moreover, the Commission found that
in certain parts of the country, especially in the South (where infant
mortality rates are the highest), insured atatus did not erase
digparities in the recipt of ambulatory heath care between Black and
White individuals. 1Insured whites in the South received almost 308 more
health services than insured Blacks. 8/

3. In light of what is known about the effectiveness of prenatal

vantaged, and their reduced level of access tc approprate services, we

Improving the health status of Black inlants (and that of poor infants,
who, regardles of race, suffer higher death rates 9/) is a taak that is
within our reach today. while researchers strive for an exact description

ot causation the assoclative factors surrounding deathrate disparities are
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8§
sc well scceptad thst it is eminently ressonsble for policymakers to
act on current knowledge. |

Por example, wa know that & substantial percentsge of poor
families sre uninsured or underinsured, and thst medicsl csre for
expectant mothars end infants is importsnt. Policymakers cen therefore,
as this Committae has done, tsshion legislation to extend hesith insursnce
to poor working snd unemployed families. We cen also, ss this Committee
has dona, ensct higher funding levels for programs deeigned to care for
uninsured woman snd children, such as the Title V Maternsl and Child
Health Block Grant or Community Health Centers.

We slso know that since poverty itsslf is a major factor
associatad with desthrates among Black and poor infants, we cen, ss
Congressman Waxman and Rangel have done, introduce legislastion designed to
smeliorste some of ths poverty in which thoussnds of far.lies e..st., We
can expand nutritionsl programs of proven effactiveness, such as the
Supplemental Peading Progrsm for Women Infants and Children (WIC).

All of these interventions contribute to the creation of a
heslth snd support System that is more responsive to the needa of poor
women and children. Moreover, these interventinns are modest in relstion
to the asocial cost of poverty, dissbility and death. Por example, the cost
of Medicaid coverage for prenatal snd delivery care has been satimated to
be $1500. On the other hand, one day of hospital care for a high risk infant
is $1000.

Pinally, the current level of knowledge certainly permits policy-
makers to recognize bad policy. Pederal census dsts revesl that without
Medicaid, 8 out of 10 poor children would be completely uninaured. lo/

It would therefore be unwise to enact budgat raductions that remove nearly
700,000 children from Medicsid and prevant hundreds of Lioussnds more from
ever obtaining benefita. 11/ Yet this is ths policy that the Keagan

administration has pursued. Thus, while poverty among <hildren
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grew by 31s from 1979-1982, Medicaid eligibiity grew by only 7% by
the Department's own admission. Furthermore, FY 1982 data show that in
Fiacal Year 1982, the year that the OBRA cuts became effective, the
recipient rate for chidren remained virtually flat. 12/ The Medicaid
recipient rate among poor children is now lower than at any time since
the program was first fully implemented., 13/ In the face of this evidence
the Administration presses for yet another $3.3 billion in Medicaid reduc-
tions over three years. For Fiscal Year 1985, half of the Mministration's
Medicaid savings would be generated by removing more women and children
frm the Program and by forcing poor families to pay part of the cost of
their care.

Similarly, we know that poverty places a pregnant women at
higher risk for herself and her baby. Yet, as a result of this AMminis-
tration's policies, Ald to Families with Dependent Children may no longer
be provided to indigent women pregnant with their first child until their
final trimeater of Preynancy, and their unborn children cannot quality
for assistance at all.

In 1983 the President's Commission for the S8tudy of Ethical
Problems in Medicine reported to the President on its findings regarding
the ethical implications of differences in the availability of health
services. It concluded that there exists an ethical obligation to ensure
that all Americans have accesas to an adequate level of health care and
that “"the ultimate responsibility for ensuring that this obligation is met
reats with the Federal Government." Yet the Administration is moving
federal Policy away from, rather than toward, the fulfillment of this obli-
gation, It {s critical for the future ot the natlon's children, that
this erosion in health policy for children be halted and that this Committee's

modest legislative improvements now pending be enacted.
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CHILDREN'S DEFENSE PUND 122 C St NN Washington, DC  (202) 628-8787

Summaty of the Children’e Defenee Pund'e
1994 survey of State Vital Statietidy.
on Infant Birthe and Neathe

Sara Rosenbaum
Janet Simone
Dedborah Both

Introduction

In 1983, the health and reeearch divieione of the Children'e
De fenee Fund collected and analysed etate vital etatietice from 1978
1982 on infant birthe and deathe. We conducted our review by collecting
from the vital statletice officee of all H!tz etates and the Dietrict
. of Columbia final etate~level data on infint death, low birthweight
rates and time at which prenatal care waa begun. Whun avalleble,
these data were collected by, raoce., .

Statee provided theee data from their annual vitel etatietice
reporte. In some Caeee, etatee performed epecial computer rune to
provide ua with prenatal care inforametion race. 8ince individual
etate data collection activitiee differ in both timing end content,
ecme of the requeeted data (especially by race) were unavailable.

In all, 48 etatee and the Dietrict of ~“olumbia were able to provide
ue with final infant death ratee through 1981. Thirty-eeven etatee and
the Dietrict of Columbia were abls to Turnieh ue with £inal infant death
ratee through 1982, Thirty-thres etatee (rognnnung over 75¢ of all
U.S8. live births in 1982) provided ue with £inal prenatal care data
through 1982 dieaggregated by race, Another state provided ue
with prenatal care data dieaggregated by race through 1981. Taken
together, theee 21 etatee accounted for over §7 g:rcont of all
nonwhite infant birthe in the United Statee in 1980.

All of the infant death data included in thie eurvey are finsl
etatistice. Their chief limitation ie that they maek major probleme
occurring at a eubetate level (for inetance, in citiee or counties).

The seven eummary tables included in this compiletion nriginally
appeared {n CDF'e January, 1984 report entitled Mmerican mi}?_o_ug
er

Poverty. The omur{ tablee included in thie compllation 41
u‘igﬁ!‘*y from thoee in American Children, however, eince eubesquent to

publication of that report, several etatee pProvided ue with additional
data., Additfonally, this compilation includee the individual charte
on birthe, deaths, low birthweight, and prenetal care that we prepared

for each reporting etate.
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We exanined the data to determins whether there had occurred any
ercsion of the progress in infant heatlh that haa been made over the
past two decades. Additionally, wve analyzed the data to determine {f
there had been a slowdown in states' vate of progress in reducing .
fnfant -ortaltt{. In order to determine the adeyuacy of states' rate
of progress in lovering the infant mortality and low birthweight rates
and improving access by pregnant women to early prenatal care, ve
therefore comﬁaroa rates of progress in tha areas of infant mortality,
low birthweight and time at which prenatal care was begun against 1990
U.8. goals for infant mortality. The results of this comparison are
set forth in Tables V-VII. !

Pindings
A. Infant Mortality

Tsble I sets forth ntat; infant nortallty statistics by race for
1978-198a. *

Betwteen 1931 and 1982, 21 of 40 reporting states (AL, DE, IA, IL,
RY, WD, MS, MO, NE, NH, HJ, NY, NC, OK, OR, 8C, 8D, UT, VT, Vi, WA)
reported an increase in infant mortality rates for one or both races
of infants. These data are too preliminary to detect an infant
mortality trend. However, by 1982, the black/white infant Adeath rate
*gap® had widened over previous Years in 19 of 30 statee that reported
infant mortality statistics by race (AL, 0C, FL, GA, BI, IL, KY, LA,
MD, NI, NO, WJ, .c' OR, PA, IC' 8D, VA, HA)- This is s matter of
concern, since it indicates an unacceptably slow rate of progress in
reducing nonwhite infant mortality rates.

B. Low Birthweight Mate

Birthweight is a crucial health indicator for infants. Low birth-
weight infants (veighing 2500 grams (5.5 1bs) or less at birth) are
twenty times more l.kely to dic within the first year. 1/ Two-thirds
of all infant deaths occur among low birthweight infants. 2/ Low
birthweight is also aasociated with increased risk for mental
retardation, birth defects, growth and developmental probleas.
blindness, autisa, cerebral palsy, and epilspsy. 3/ MNonwhite infanta,
who are twice as likely to die in the first year of life as their
white counterparts, are also twinn aa likely to be low birthweight.,

Teble II 4llustrates the nation's continuing low birthweight
problem. Among 30 states reporting final low birthweight data by race
through 1982, only 8 (AL, CO, NI, KY, NY, ND, UT and WA) show low
birthweight ratios of less than 2.0, Black babies continue to suffer
from 17w birthweight at twice the rate of white infants.

-
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C. Prenatal Care

Prenatal care ie cloeely associated with healthy birth outcomese.
Babiee born to women who receive 1little or no prenatal care 4/ are
three timee more likely to be low birthweight and three times as
likely to die in the firat year of 1ife. 5/ Nonwhite women are twice
48 1likely as white women to receive 1ittl® or no prenatal care. 8/

&

Tables 11I and 1V preaent the moet compelling data ohtained by
our survey. Between 1981 and 1982, in 22 of 35 etates reporting pre-
natal care data, the percentage of women receiving 1ittle or no care
increaced, (See Table IV and IVA). In 13 0f 23 states reportin

xenatal care data by race, the percentage of nonwhite women nco?vlnq
ittle or no prenatal care increased between 1981 and 1982. (See
Tables IV and 1V A).) .

Ae the ;orconngo of women receiving 1little Or no care increaeed,
Simultanecusly, in 20 of 3S reporting etatee the percentage of women
beginning prenatal caré in the first trimester declined. (See Tables
111 and IV A.) Moreover, in 19 of 2] statee reporting prenatal care
data by race, the percentaye of nonwhite women receiving prenatal care
in the first trimester also declined. (See Tables III and IV A.)

The prenatal care statistice for nonwhite women, subatantially
woresned in several states. In 10 statee (AL, DC, FL, MO, NY, OK, 8C,
TN, TX, and UT) the rate of late Or no prenatal care for nonwhite

women wae the woret in five years. Several etatees showed dranatic
increaaes in the Nrconngo of nonwhite women receiving late or no
prenatal care., BDetween 1570 and 1902, Florida‘'s rate jumped by ¢3%;
New York's, by 3441 South C_:rollna‘o by 29%; Texae' by 118 and
Oklahoma's by 140, New York State leads the nation in the percentage
of nonwhite women (21.30) receiving little or no prenatal care.

There are undoubtedly numerous reaaons for thie wideepread ghift
avay from early prenatal care and toward late or no Care. Unemployment
and growing i{mpoveriahment among families with children {n recent
years, federal and state budget reductions leadi to fewer public
servicee, 7/, and the sizeable percentage of adolescent birthe all
contribute o this trend. Because of the extraordinarily eerious
i{mpact of prenatal care On birth outcome, it is eritical that public
expanditures for maternity services expaid to meet the growing need.

Yet, in spite of these etatistice, federal expenditures have
failed to reepond to need. Pederal changes in eligibility requirements
under the AFDC and Medicaid programs that were enacted i{n 1981 havs
reeulted in loet Or reduced APDC benefits for 725,000 families,
in2luding over 1.4 million children.8/ Some 700,000 children loest
Mediceid completely. 3/ Rundrede of Thousande more poor familise with
children who would have qualified for APDC and Medicaid under pre-1981

-

240
El{llc 37.265 O- B4--—-16 -

Aruitoxt provided by Eic:



Q

ERIC

Aruitoxt provided by Eic:

235

cxiteria no longer do so., Meceuss of thess restrictions, vhile the
percentage of children living in poverty hes rieen otesdily in the
pest seversl yeere to the highset level since 1963, the percentege of
persone in povarty quelifying for Mediceid daclined from over 958 at
the Meight of the 1974-76 recession to less then 758 in 1982. 10/

D. ‘The Surgeon Genersl's Gosle for Meducing Infant Mortality
in the United Btates by 1990

In 1979 the Suryeon Genersl of the United Stetes setabliennd
national goals by which to meesurs the netion'e rete of progress in
reducing the rete of infent mortelity and low birthweight end
improving sccess by pregnent woman to prenstel cars {n the firet
trissster. The goals, developed with the sseistence of the Netionel
Acedemy of Sciences, permit a comperison between the current infent
netelity end mortelity trends egeinst federel goale that build upon a
rete of progreess eeteblished over the past two decades.

The Surgeon General's goale include the following:
o By 1990, low birthweight bebiss should conatitutes no

more then § percent of all live births, with no reclel
or othnic subgroup eéxceeding § percent of eIl Jive bitthe.

o 3 1’_90,__:_?:_0_‘!%. . infent mortality rste should not exceed
§ dcathe per fve bIrths, with no teclal or athnic sub-
group eiceeding 17 dedthe per 1000 Tive Birtha.

o By 1990, 90 percent of prsgnent women 8hould begin
medical care Tet trimsster, beceuss of the

n_the £ the
fiigh corceletion between EpPrOpriets maternity cete
and birth outcome.

Tables V through ViI exasine etates' rate of progreess in the sreas
of mortality, birthweight, end prenetal cete. Given the retes of progress
betwesn 1980 and 1982, we determined thet: - .

o Thirteen of ¢0 reporting etatee will not mest the Burgeon
Generel's 1990 goale for teducing infent mortelity nong ell
infents. Seventeen of 10 etates reporting infant mortelity
dete by race will not mest the Surgeon General'e 1990 goale
for nonwhits infente.

o Thirty-two of 39 reporting states will not mest the Sutrgeon
Generel'es 1990 goale for reducing the low blrthwlght rete
emong infents. Twanty-two of 10 states reporting low birth-
weight data by rece will not mest the 1990 goale for nonwhite

* {nfente.

o Thirty of 1) reporting statse will not mest the Surgeon
Generel's 1990 goale for providing esrly prenitel ceres to
expectent ‘mothers. Twenty-two of 23 states reporting pre-
netal cers dsts by race will not maet the Surgeon General's
1990 gosls for non-white womes.

Pinaily, eince so few stetes are prejected to neet the Surgeon
Geme7sl'e 1990 goales for sither prenatsl ears or lew bicthwaight, it
appests thet those states thet do mest the 1990 goely for infent
mortality will do so mainly through the provision of heroic medical
care of low birthweight infante rather then by reducing the number of
low birthwaight infants through the provision of better prenatal and
preventive sexvices.
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Overview and Major Findings

Although all Americans have been weathering a recession,
Arerica's children have suffered most. Across the hoard
federal cuts in survival programs for children in & time of
family unemployment and need have worsenad the plight of needy
children. This 1s apparent in the creeping upwards of infant
mortality in a number of states; in the decreasing access of
mothers and children to prenatal, delivery, and preventive
health care; in the growing reports of child abuse and neglect;
in unmet child care needs; and in shrinking .upplemental
education services.

1. DECREASE IN PRENATAL CARE

Over the past three years, there has been a disturbing
nationwide decrease in the percentage of women receiving
prenatal care during the first three months of pregnancy and
rise in the percentage of women receiving late or no prenatal

care.

Of 33 states reporting prenatal care data for all
women :
e Twenty-six states showed increased percentages

of women receiving late or no prenatal care
in 1982 over preceding years (Ala., Calif., Del.,
D.C., Fla., Hawaii, Xans., Md., Mo., hiss.,
Neb-; NOHO; Nev., Micho' NoYo' N. Dak., Ohio,
Okla., Oreg., Pa., §.C., S.Dak., Tenn., Tex.,
Utah, and va.}.

e Twenty shovitd decreased percentages of women
receiving early prenatal care (Del., D.C., Fla.,
Hawaii, La., Md., Miss., Nev., N.J., N.Dak.,
Mont., Neb'l Okla.; Pa.., SOCO' S.Dak., Tenn.,
Tex., Vt., and va.). .

Of 20 states reporting prenatal care dzta by race:

® Sixteen showed a decline in 1982 over preceding
years in the percentage of nonwhite women
receiving pranatal care during the first trimester
(Ala., Calif., Del., D.C., Fla., Hawaii, La.,
Md., Miss., Mo., N.J., N.Y., Okla., S.C., Tenn.,
and Tex.).

Lv
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THE SMITHS

When she was 8 months pregnant, Marsha Smith of Abingdon,
Virginia, was rushed to Johnston Memorial Hospital. She
had not seen an obstetrician. Thare are only two obste-
‘tricians in the county and both demanded $650 up front
‘before they would see her or deliver her baby. She and
her husband could not afford medical care.

The first time ghe arrived at Johnston Memorial, she was
told she could not be admitted without a personal physician,
After a legal services attorney intervened, the hospital
admitted and treated her for an acute kidney infection. She
was released the following day. :

The next day, Mrs. Smith returned to the hospital again ih
acute pain, sure that she was in premature labor. The Chief
of Emergency Services refused her admission saying "she

knew she was not supposed to return to that hospital." The
physician then chased Mrs. sSmit! and her husband out to the
pParking lot, threatening to call the police if they did not
leave. He told her that he would not admit her, even if sghe .
was in labor.

Mrs. Smith drove twenty miles across the state line' to Bristol
o Memorial Hospital in Bristol, Tennessee. She was hospitalized
for five days with a major kidney infection.. Remarkably, she
delivered a healthy baby a month later at Bristol Memorial
' Hospital, which bent, the rule against admitting out-of-state

residents.
! All names in this report have been changed.

e Six showed an increase in 1982 over preceding
years in the percentage of nonwhite women
receiving late or no prenatal care (Ala., Calif.,
Del., D.C., Fla., Hawaii, Md., Miss., Mo., N.Y..,
Ohio, Oklia., s.C., Tenn., Tex.,, and Utah).

e In 10 states the rate of late or no prenatal
care among nonwhite women was the worst in .
. five years (Ala., D.C., Fla., Mo., N.Y., Okla.
$.C., Tenn., Tex., and Utah).

e New York State leads the country in the percentage
of nonwhite women receiving late or no prenatal
care. In 1982, 21.3 percent of nonwhite women
in that state received late or no prenatal care--
twice the national average for nonwhite women.

The District of Columbia ranked second, with
21.1 percent of nonwhite woren receiving late
or no prenatal care. .
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e Several states show dramatic inCreases in thé .
percentage of nonwhite women receiving late or
no prenatal care, Between 1978 and 1982,
Florida's rate jumped by 63 percent; New York's
by 34 percent; South Carolina's by 29 percent;
Texas' by 11 percent; and Oklahoma's by 14 percent.

I1. INCREASING INFANT MORTALITY . o

Between 1981 and 1982, death rates for 1ll infantu increased
in 11 states: for white infants in 9 states, and for nonwhite

infents in 13 states., National nonwhite infant mortality rates
remain unacceptably high as does the morta'.ity "gap" between
nonwhite and white infants, )

, e Death rates among all infants increased in 11 states
in 1982 (Ala., bel., lowa, N.J., N.C., N.H., Neb.,
Okla., Va., Utah, and Wash.).

-

e Death rates for white infants increased in. 9 states
(Alﬂ., Del., NoY., N.Jo’ N._C., oklao' Utah’ Va., and

wash.}).

Over the past 2 years, the number of high-risk newborns
being transferred to Scott and white Memorial Hospital
in Temple. Texas has increased sixfold -- from a half- N
dozen a year to a half-dozen every two months. The

rise in the number ot transfers is, according to neo-
natalogists at Scoht and White, the result of an in-
creasing number of uninsured babies in need of intensive
care at a time when resources for neonatal intensive
services are shrinking. Because these babies have no
source of payment, they are sometimes transferred
distances of up to 200 miles to Scott and White, one

of the few facilities that will accept them,

Recently., the situation has become further complicated
as the tcansport programs that are needed to carry those
babies .ong distances have also begun to disappear be-
cause of a lack of funds. The companies that do exist
refuse to yo long distances, As a result, transport
time 18 exceeding 12 hours in some cases. This is a
l1fetime for these babies ¥or whom everg minute spent
without appropriate care means life or death., Although
doctors at Scott and White are just beginning to study
the 1nformation, their subjective impression is that
bables who are subjected to lengthy delays have out-
comns markediy poorer than other babies being treated
at the facility.
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. ® Death rates for nonwhite infants increased in 13 states
- "in 1982° (Ala., Ky., Ill., Md., N.C., Miss., Mo., N.J.,
Oreg., s.C., S.Dak., Va., and W.vVa.).
e The nonwhite infant mortality rate in-.our nation's:
capital exceeds that in Cuba and Jaraica, both aignifi-
cantly poorer countries.

e These statewide data nusk more severe infant death
problems in some city neighborhoods. For example,
two Baltimore census tracts show infant death rates as
high as 59.5 per 1000 live births. This sxceeds 1983
infant death rates in Costa Rica, Panama, Guyana,
Trinidad,-and Tokago, and is more than double ratas in
the Soviet Union.

.

"III. LAG IN MEETING SURGEON GENERAL'S GOALS'

At the current rate of progress,a majority of reporting ’
states will not meet the Surgeon General's modest 1990 goals
for reduction of infant mortality. Those that do, will do so .
in the costiiest rather than the most cost+effective way: ’

- by saving premature babies through expensive neonatal intensive
care rather than bx,produciqggg!glthior babies through adequate

EY

prenatal care. . _f'

9

In 1980 the Surgeon General of the United States established-
the following goals for reducing infant deaths in America by 1990:
® By 1950, low birthweight babies should constitute
no more than ercent of all live rehs with no
racial hni bgroup exceedina

.al or ethnic subgroup exceeding ~_percant of
alr .

ive births.

At the current rate of progress, B0 percent of our
reporting states will not meet their low birthweight
goals for all babies, and 78 percent will not meet
their goala for ndnwhite babies.

o
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Decreasing Low Birthweight
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e By 1990, the U.S. infant mortality rate should
not exceed J deaths per 1000 live births, with no
racial or ethnic subgroup exceeding deaths per
1000 live births.
At the current rate of progresg, 32.5 percent will
not meet their goals for all children and 55.2
percent will not meet their goals for nonwhite babies.
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e By 1990, 90 percent of pregnant women should begin
medical care In the first trimester, because of
the high correlation between appropriate maternity
care and birth outcome.

At the current rate of progress, 94 percent will not
meet their goals for all children, and 95 percent
will not meet their goal for nonwhite babies.

Improving Prenalal Care
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IV. GROWING EX¥CLUSION FROM HEALTH CARE

Federal budget cuts and changaes

.n Title V Maternal and

Child Health Programs, Community and rigrant Health prograuas,

and Medicaid have contributed significantly to increasing

numbers of ppor women and children without money or insurance

being turned away from prenatal, delivery and other needed care.

O
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About 90 percent of the Maternal and Infant Care (MIC)
¢linics we interviewed in 10 states had either had
funding levels frozen (equivalent to a 20 percent

cut in light of medical inflation) or had their budgets
reduced. Clinics in Kertucly and Maine had budgets

cut by-50 pexcent. The MIC in Halitax County, North
Carolina, lost over a third of its funds, while MICs

in Hartford, Connecticut, and North Central Florida
lest 25 percent of their funds. MICs in New Mexico,
Mobile, Alabama, and Charleston, South Carolina were
forced to slash staff by 50 percent. Only 2 of the

20 clini~s were still able to provide hospitalization
costs fo. the majority of their clients in ne.d,

<18
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frank and Eile Hogan brocught their baby to the Ross County
“uwical Center 1n Joiurbus, Ohio, for care. Their desperately
. .1 Laby had Leen viarined by a physician at a public clinic
. PiRe County wai rrediately referred the Hogans to Ross
Jeunty s> that their baby could be admitted and treated. The
Hosang were 1ndigent ard had no doctor of their own. .

Upon arriving at Ross County, the Hogans were kept
waiting 1n the emeryency room for four hours. The baby was
finally admitted by a radiologist after the pediatrician on
call had refused to admit or treat the baby. The paby died
a few hours later without having received medical attention
cther than that rrcwvided by the radiologist.

when asked why he refused to admit the baby, the pedia-
trician said that he was not going to serve as back-up to any
"free clinic."” This physician appears to have a history of
refusing to admit indigent patients.

L

e Half of the MICs have had to turn away patients as a
result of increased demand, decreased funds, and new
eligibility restrictions. 1In nne month, 103 Kentucky
women were turned away by MIC projects. 1In Lexington
~ounty, Kentucky, 5% per 1000 pregnant women were
:.0t receiving prenatal care in 1982. Two years ago,
this number was only 32 per 1000 pregnant womean.

e In the entire state of Florida las year, only 38 percent
of the 65,000 pregnant low-income women were getting
conprehensive prenatal care. MIC personnel in
Florida reported that in one hospital, 300 of the
hospital's charity care maternity patients (30 percent)
delivered with no prenatal care. The majority of the
patients stated that they had tried unsuccessfully
tc get affordable care. Demand in that state was Sso
great that there was a two to fou¥ month waiting
ter.od fcr an initial appointment at the health department.

e In Michigan, 10,000 of the 140,000 women delivering
v,abires had fewer than 5 of the 12 recommended prenata.
w1s:ts. - A recent study by Oregon health officials
‘cand tlat since 1980, a smaller percentage of pregnant
w ten have been recelving early prenatal care. In
C e lane~a, nealth cfficials report that almost 50 percent
_: st otute'S pregnant women are going without adequate
Deenatal rare.,

O
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Around midnight, Eugenia Martinez arrived at St. Mary's
hespital i1n Palm Beach, Florida with her baby, Enrique,

who was voriting and running a fever. The family had to

walt over an hour before a physician (a neurologist, since

nn pediatrician was "available") briefly examined the child

bat refused to provide any treatrment saying, "he didn't know
anything about children's diseases." The neurologist told

the Martinez family, which was poor and without a pediatrician,
to stop giving the baby milk and sent them home. Two days
later the baby was hospitalized for two weeks at John F. Kennedy
Memorial Hospital, a distance away, suffering from dehydration
and €eeding problems.

¢ Some MIC projects no longer can provide any medical
prenatal care. In 5 programs, the MICS are able to
provide only supportive services (e.g. counseling,
nutrition and health education), while the women
must purchase medical services through a private
physician. Transportation is now rarely provided.

e 84 percent of the MICs surveyed report increased demand
for their services, which they relate to high unemploy-
ment. In areas not directly experiencing high
unemployment, many of the tamilies seeking services
had recently moved from more depressed areas in
search of work. Nine MICs reported that the increased
demand was also related to the impact of Medicaid cuts.

¢ More restrictive Medicaid eligibility in many states
has resulted in more uninsured low~-income women seesking
affordable care. Low Medicaid reimbursement rates
have resulted in few private physicians willing to
accept poor clients. A survey done by the health
department in Hartford, Connecticut, showed that 87
percent of the obstetrician-gynecologists in the
area refused Medicaid patients. 1In one Kentucky county
where previously 12 physicians had attended Medicaid
patients, this is now down to four.

e Some hospitals like the Medical University of South
carolina have announced that they would no longer
accept uninsured patients. Others refuse Medicaid
patients or, like the Orlando Florida Medical Center,
have established quotas on the number of patients they
will accept at the Medicaid rate.
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THE “ALKERS

Jean Walker 1in laucr, was rushed one night in early
Janvary to a shall scuth-central Tennessee hospital along
t*.e Ternessee-Alabama border. Her husband, Edward, was
a day laborer who earned just enough imoney to disqualify
them for public assistince. The family had no health
1nsurance.

Mrs. Walker had no jhysician because the two obs'etri-
cians in their county wanted $400 for delivery. Mrs.
Walker arrived at the hospital in the middle of the night
amidst an ice and rain storm. The hospital staff admitted
her to the labor room and got her into hospital clothing.
A few minutes later, tie nurse came back and told her she
was sorry but she would have to leave because sie had no
doctor. Mrs. Walker dressed and returned to the waiting
room, still in labor. The nurses thought better, vea?-
mitted her to the labor room, and undressed her again.

The nurses ~ontacted the two local obstetricians in town.
Both refuse. to deliver her because it was late at night,
the weather was bad, and she had no money. The nurses
told Mrs. Walker to get dressed again. They told her they
ware very sorry but that she would have to go elsewhere.
The Walkers drove 35 miles through the storm to a hospital
in Huntsville, Alabama where their baby was delivered.

V. CHILDRENS' SHRINKING MEDICAID SpARE

As a result of massive federal AFDC and Medicaid cuts and
severe institutional inflation, the children's share of Medicaid
has shrunk significantly in a period when the number of poor
children has increased dramatically. :

e Medicdid has become increasingly less responsive to
children living in poverty since 1980. The rate of
Medicaid recipients per 100 poor children is now lower
than it was in 1972, when the program was still in its
initial implementation stages. In the 1974-1975
recession, the rate of Medicaid recipients per 100
poor children increased significantly. 1In this recession,
an increasingly smaller percentage of children in
poverty are receiving services.
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NUMBER OF CHILDREN RECEIVING MEDICAID PER 100 CHILDREN

RATIO

95

8s

"IN POVERTY. 1974.1982 (f1scal years)
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The number of children living in poverty grew by
2,025,000 or 18 percent from FY 1980 to 1982. The
number of Medicaid recipients grew by only 317,000 or
4 percent. Nearly 95 percent of this growth had
appeared by FY 19tl--the year before the Reagan cuts
took effect. The percentage of podr children who are
Medicaid recipients fell from 83,5 percent (after the
1974~1976 recession when the demands on t.. program
lessened somewhkat) to 73.5 percent. The ratio of
recipients to poor children, already low by 1980,
continued to fall.

10
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fne R.owde Islen: aediatrician reported to Child Watch
that:
The Critical aeed 13 service to those families who had

Insurance, but .Jue to the recession have lost jobs and
thos2 Lenefits. Their children are being affected
pecause the parents do not take them for voutine med-
1cal service. Neither do they take the children for
minor ailments. The result is the pediatricians are
doing more telephone presctibing to forestall a visit
to the office. They are also requesting fewer labora=
tory services as patlents cannot afford them. The
pediatrician 1s able to get less information about

the child's actual condition and medical services are
more stop-qap, less efficient. Children the pediatri-
cian sees are acutely ill and are taking longer to get
well.

e Just as Medicaid has become less responsive to poor

: children, it has also provided less support for those
children who do qualify for assistance., Between 1979
and 1982, the children's share of total Medicaid
payments dropped from ‘4.9 percent to 11.9 percent--a
20 percent drop in share of payments despite a slight
increase in the percentage of Medicaid recipients who
are children. Furthermore, real dollar payments per
child recipient dropped by over 16 percent between 1979
and 1982, meaning that less services were being
purchased for each recipient child. .

e Children bore the brunt of Medicaid cutbacks and changes,
in fiscal 1982, 700,000 children were thrown off AFDC
and Medicaid as a result of the Omnibus Budget
Reconciliation Act. Of the families cut off, researchers
funded by the Reagan Administration found that over
44 percent had no health insurance coverage.

Kathy Titus of Dayton, Ohic, testified in the Congress
recently about one family whose father lost health in-
surance along with his job. When his ll-year=old son
punctured his foot with a nail, the father, an unemployed
auto worker, had been laid off for 15 months. He hesitated
to go to their regular family doctor because they could
not pay him. As a result, the family did not seek treat-
ment until their son's foot was "swollen so badly he
could hardly walk.,” They brought him to a hospital
emergency room where the doctors wanted to admit him,
Since the father lacked hospitalization coverage he
refused. They took antibiotics and went home. The

boy was back about a week later, with an infection that
spread to his bone causing osteomylitis and requiring
hospitalization for three and one-half weeke,

oo
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V1. REDUCED AFDC FOR POOR FAMILIES

Thousands of truly needy children have suffered loss or
decrease of AFDC benefits despite increasing child poverty,

¢ The average number of children on AFDC per 100 children
in poverty has declined continually since 1976, and
dropped dramatically from 71.8 percent in 1979 to
only 52.5 percent, in 1982. Although the number of
children under 18 in poverty increased by over one
million between 1981 and 1982, the number of children
on AFDC dropped ‘by over 550,000.

NUMBEH OF CHILDREN RECEIVING AFDC PER 100 CHILDREN
. IN POVERTY, 1972-1982 (calendar yoars)

RATIO

85

55

1973 974 w73 1976 1977 978 1979 1980 1881 1982
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A Ltah father of four children, 14, 12, 7, and 8, and

3 self-emoloved contractor, has had no work other

than short-termn jobs for over a year. The family has

had the gas turned cff for three months because of a

$379 debt. Family members take showers at different
neighbors', but this has been going on so long it is
teginning to be a real problem. The family applied for
food stamps after about six-months and the Latter Day
Saints Church helpec a little. Two months ago the mother
discovered a lump in her breast. She was tempted t. :ell
no one because of the difficulty they would have paying
for medical care, but she mentioned it to her l4-year-old
daughter who told her grandmother. A doctor said she
needed surgery immediately, but the first hospital refused
her admission. A second hospital admitted her and will
try to get Medicaid coverage. The mother nays, in desperation,
"We're thinking of splitting up because we can't see any
other solution right now. But with this medical thing, 1
need my husband more than ever."

Utah eliminated its AFDC-UP program in June 1981, and
within one year 22 vercent of the terminated cases reopened
as regular AFDC cases primarily due to divorce or desertion.

@ State welfare officials estimate that 725,000 families,
including 1,450,000 children, lost AFDC eligibility
or had their grants reduced as a result of FY{ 1982
changes in federal law alone. Although the eatest
impact was on working families, a study by thp Center
for the Study of Social Policy indicates thatleven
AFDC recipients with no earnings, the "truly nrcdy,
lost an average of $27 per month nationwide as!a result
of the UBRA and TEFRA changes.

e Since 1981, many states have reduced cash assistance
to woemen wno are pregnant for the first time. Although
30 states previously provided AFDC to pregnant women
from the beginning of pregnancy, only 6 states have
continued such cash assistance at the AFDC level through
pregnancy. Thirteen pProvide no cash assistance before
the sixth month; 4 have eliminated all cash assistance.

e Before 1981, 35 states provided AFDC to students enrolled
in school full-time until 21. After the Omnibus
Reconciliation Act, only 5 states continued to cover
students at the AFDC level out of state funds beyond
age 19 if they could be expected to complete high school
or vocational school. One out of every 4 seventeen-
year~olds from families living in poverty is enrolled
in grade 10 or below, vompared with one vut of every
10 children from nonpoor families.

13
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Over the past seven years, the average monthly AFNDC
payment in constant dollars has declined as inflation
has eroded purchasing power. AFDC grant levels have
not increased at the rate of inflation. Between 1976
and 1983, AFDC benefits :n constant 1983 dollars
decreased over 15 percent in more than half the states.

VII. STRESS OF UNEMPLOYMENT FUELS CHILD ABUSE

Epidemic unemployment and severe cutimcks in AFDC, Medicaid,

nutrition programs, social service, housing assistance, and child

welfare have increased family tensions and caused parents to strike

out at their own children or consider foster care. A growing sense

of desperation, helplessness, ard hopelassness pervadcs the poor.

A fall 1982 opinion survey by the National Committee

for Prevention of Child Abuse found that over the last

12 months, child abuse repo-ts continued to climb in

45 states. More than 18 states reported significant
increases in reports of seveie abuse cases. Forty-three
states reportad noticeable in:reases in reports of sexual
abuse.

The increased reports of abuse and neglect are in part
attributable to increased financial pressures on the
families. A survey of changes in child protective services
around the country conducted between February and April of
1983 by the AmericanHumane Association, revealed that the
majority of respondents involved in public social service
systems reported significant increases in the number of
referrals, the severity of client problems, and the number
of clients facing economic problems from recent unemployment
and loss of benefits. ’

A recent study by state officials in Maine revealed a 13.5
percent increase in the number of child abuse and neglect
referrals {from 7,456, involving about 11,000 children in
1982, to 8,465 cases involvipg about 13,000 children) in 1983.
The number of substantiatcd cases increased by 14.6 percent.
Even more alarming was the fact that physical and sexual abuse
cases which represented 27 percent of the September 1982 case-
)= ~" represented 43 percent of the September 1983 caseload.

The state of Iowa exper:enced a 16 percent increase (from
6.419, to 7,446) in the nurber of chilé abuse and neglect
seports between the first 6 months of 1982 and the first

6 months of 1983. The increased demand for investigations
came after a reduction 1n investigative staff.

11

256
W 265 Q- Rd--17 JO



252

Mr. LELAND. Mr. Sanders.

TESTIMONY OF ALAN SANDERS

Mr. SANDERS. Mr. Chairman, thank you for the opportunity to
address the committee today. My name 1s Alan Sanders. I am a nu-
tritionist and a WIC Program stecialist for the Food Research and
Action Center in Washington. I was the researcher and author of
the report “The Widening Gap” discussed by Reprerantatives
Dixon and Boggs and by the members of the committee. I will not
hi%hlight again the findings of that report.

would like to pick up on a couple of points made today about
- the coordination of efforts and the concern on the part of the ad-
ministration with the problem of infant mortality in this country,
notably the black infant mortality problem. Dr. Brandt mentioned
that the WIC Program is a successful program, he thinks that it
may be doing some good; but he is not too sure of it. -

I understand it is not under his Department’s jurisdiction, but I
would like to point out something in terms of what this administra-
tion is doing aboui the WIC Program these days. At a time when
the infant mortality issue has been brought to the headlines and
sensitivity has been raised about it, Fresident Reagan in his fiscal
year 1985 budget is proposing to remove 450,000 low-income
women, infants, and children whose nutritional needs depend upon
that WIC Program, not only nutritional benefits, but prenatal
screening they get in the WIC clinic and nutrition education, so [
was very concerned and disturbed to hear that the Department of
Health and Human Services and the Federal Government is not
doing all they can do these days to benefit low-income women and
to prevent low birth weight, which is the greatest predictor of
infant mortality.

The other issue I would like to discuss is poverty. We know that
poverty is associated with low birth weight and infant mortality.
Over the past couple of years the administration has decided they
wanted to count poverty a little differently than they used to, and
a couple of weeks ago we heard from the Census Bureau that no
matter how they do count poverty, the problem has grown more
severe over the past couple of years, either using the old poverty
guidelines where you do not count in medicaid benefits and other
noncash assistance, poverty grew by 32 percent between 1979 and
1982; if you do count those noncash assistance programs, poverty
grew from 39 to 52 percent.

Regardless of what measure we are going to be depending upon
for counting our poor population, 8 million new people fell into the
poverty ranks between 1979 and 1982, but as poverty has grown, all
the antipoverty programs have dwindled. Infant mortality rate and
low-birth-weight incidence for a nation or a subpopulation are ac-
cepted indicators of health status and welfare. The growing gap be-
tween survival rate of black and white infants in this country may
be just the first signal of a drift into a period of a widening gap
between income in these racial groups.

There s a demand to respond to the situation before it is fully
expressed as a continuing widening gap. We should not have to
wait for any more studies or any more data to appear before this
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committee and Congress to shock this Nation. Low-income women
and infants do not need better studies or more studies. They need
-benefits. I think that we have to reverse the current priorities in
budget policies of this administration and ensure that each new life
in this country is given an opportunity to be a healthy one.

I thank the committee for the opportunity to discuss our find-
ings, and I would like to submit the full report and literature
review for the record today.

Mr. LeLaNDp. Without objection, all materials you wish to submit
will be received and reviewed by the subcommittee.

[The prepared statement of Mr. Sanders and the summary of
“The Widening Gap” follow. The full report may be found in sub-
committee files.]
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STATEMENT OF ALAN SANDERS
FOOD RESEARCH AND ACTION CENTER:
[ 4

Mr. Chairman, and members of the committee, my name is Alan Sanders;

! an & nutritionist at the Food Research and Action Center (FRAC) in

_Washington, D.C. For twelve years, FRAC has been a national advocate

" for the miliions of low income people whose datly nutiitional and health

needs depend upon the federal food assistance programs. [ appreciate
the opportunity to address the subcommittee today, and to elaborate on a

recent FRAC report on U.S. infant mortality and low birth weight.

As the lead researcher and author of the report, "The Widening Gap",
I weuld Yike to briefly highlight some of the study's findings and then

predeat a most disturbing paradox in this Administration's claims of con-

cern and actions over the past three years.

Begining in June 1983, FRAC conducted & nationwide study of infant
mortality rates and low birth weight incidence for the period 1978 through
1982, Infant health.data were collected from the Registrar of Vital Statis-
tics in each of the State Health Departments that responded to the survey,
In addition, FRAC requested each State Health Commissianer to include any
information on prenatal care and teenage pregnancies in their respective
populations. Although we were interested in obtaining infant mortality and
low birth weight data by both racial and income grqup, FRAC was only able

to collect i1nfant health data that were dissaggregated by race.

FRAC understands both the sensitive nature of infant mortality and
the need for accuracy and professionalism in researching and reporting
on this dssue. Therefore, FRAC invited a group of maternal and child health

experts to serve on an Advisory Committee for the duration of this study..
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The following hightights of “The Widening Gap" point to a continuing,
and in some cases, worsening problem of infant mortality and low birth
weight °m°P9 black infants in each of the United States. 1! point out that

" these findings are based on final 1978 - 1682 data from thirty-four (34)

states, the District of Columbia, and City of New York. The remaining
sixteen (16) states were not able to provide'finaI 1982 data by November 19833,
This sample represénts approximately 60% of all white births and 70% of
all'b1ack births in the United States.

WHAT THE FRAC STUDY FOUND

0 On average, black-infants under one year of age die at a rate twice
that of white infants in each of the states and major cities studied.
In some cities, black babies are dying at a rate three to almost four

times the white infant death rate.

0 In the thirty-four states studied for the five-year period 1978 to

1982, an additional 19,647 black infants died before their first

birthday due to the unequal rate of infant survival. Each year,
close to 4,000 black fnfants die because they face a mortality rate

that is double the white infant death rate.

0 Although the infant mortality rate has declined for both the white and
black population during the period 1978 to 1982, the slope of decline
has been steeper for the white infant population. Witness that in 1978
the black infant mortality rate was 86% higher than the white rate but

by 1982 the black infant mortality rate was ncw 95% higher.
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The result of this unequab:rate of decline is a widening cf the gap
between the survival rate for white and black infants. At a time when
this gap should be narrowing, black infants continue to die at a rate
twice that of the white newborns. It is no wonder that this nation's
international rank in infant mortality continues to be a deplorable

sixteenth.

As the infant mortality {ssue has been brought to the headlines, federal
health officials have continuously relied on the national infant mortality
and low b-rth weight averages as indicators of the public's health. Such
a commitmeat to the use of national figures masks the'ﬁTgh infant mortality
rates that continue to occur in many states and urban areas. Use of national
averages i{s an inappropriate response to the severe conditions of maternal

and infant health at the state and loCal level.

" INFANT MORTALITY BELT"

0 FRAC reported that an "infant mortality beit” exists in this country;
an area stretching throughout the entire south awu south-central states,
the midwest and state of New York. In each nf these states, the infant
mortality rate is higher than the national average. Not surprisingly, the

“{nfant mortality belt" i{s also home to the majority of black Americans.

RISK FACTORS - INADEQUATE PRENATAL CARE & POVERTY

Coinciding with the collection and analyses of "infant health data,
FRAC completed an in-depth review of the existing medical literature to
determine the array of risk factors that are as;ociated with iow birth

weight and infant mortality., 1 would like to focus on two risk factors

-3 -



257

that have been proven to play a cr'tical role in deteimining pregnancy

outcome and infant survival-~ prenatal care and income status.

Health experts are in agreement that four or fewer prenatal visits,
or care begining in the third trimester of pregnancy is inadequate, and
places a woman and the newborn infant at medical risk. The effectiveness
of prenatal care in reducing the incidence of low birth weight and infant

mortality is strongly suggested by the findings of countless studies that

- are included in the literature review).

inadequate prenatal care is one risk factor that is a signal of a much
largér problem -- poverty, Tne association between poverty and high infant
mortality 1s not news: the two have been linked since vital statistics
were first collected over 100 years ago. Falling into the ranks of the
poor, pregnant women and infants are faced with the increasing risks of
morbidity and mortality. Failure to recognize increases in the poverty pop-
ulation and to provide the necessary remedies is tantamount to ignorance

and neglect of the urgent heilth needs of low income women and infaats.

No matter how this administration chooses to draw poverty lines and
count our poor, the yrowth in the number of individuals living in poverty
. has been extreme since 1379, Using both the of7icial poverty guidelines
and alternative guidelines (counting non-cash benefits), the Census
Bureau recently reported that from 1979 to 1982 the number of people
1iving in poverty rose from 32% to 52% . Regardless of the definition of

poverty used, over eight millfon additional people have bzen forced into

poverty in four years.
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But, as poverty has grown, anti-poverty programs have dwindied. Even as
the Census Bureadu reported increases in poverty, the acministration

continues to propgse reductions in targeted programs for poor people.

FRAC, as a co-petitioner on the Public Advocate eucinistrative petition,
has been intimately involved in the oxchange of ideas betwee. the administra-
tion(DHIS) and concerned groups. We have heard of the Departr it's interest
in reducing infant mortality and low birth weight, but of thet~ unwillingness
to direct resources to reduce the incidence of ina‘equate preratal care.

I'd Vike to point to one example of this paradox of conce.. ., v.*hacks,

At a tiwe when the administration wants to better coordinate vraoven maternal
and child health programs in an effort to improve health status, there

fs a proposal to cut the major nutritional program for low income women,
fnfants and children. The administration is requesting that 450,000

participants in the WIC program be dropped in FY 1985. Although the WIC

program 1s not under this committee's jurisdiction, 1 point out that
coordination of services ‘s no more than a facade when such drastic
public health proposals are made. I wduld like to thank the Subcommittee
on Health and Environment for their resolve in ooposing recent
effarts by the administration to include WIC in the Maternal and Cnild

Health Block Grant.

The infant mortality rate and low b'rth weight incidence for a nation,
or a sub-population are accepted indicators of health status and welfare,
The growing gap between the su-vival rate of black and white infants may
be the first signal of a drift into a period of widening income gap between
racial groups and classes in this nation, There {s a demand to respond
to this situation before it is fully expressed as a continuing widening
gap. We should not have to wait for any more distressing data to appear
in our newborn population to further shock this committee and Congress.

It 1s now the time to reverse current budget policies and priorities and

ensure that each new life is given the opportunity to be a healthy one,

1 tnank the committee for this opportunity today to discuss our findings
in the hope that we are ow at a turning point where the presentation of

data is transformed intn aztion,
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EXECUTIVE SUMMARY

B8eginning in June 1983, the Food Research and Actfon Center (FRAC) conducted
a nationwide study of infant mortality rates and low birth weight incidence for
the period 1978 through 1982. Infant health indicators were compiled from the
Registrar of Vital Statistics in each of the State Departments of Health that
responded to the survey. Racfal disaggregations, or breakdowns, of both infant
mortality rates and low birth weight percentage were provided by tie Registrars
wherever possible. The State Commissioners of Health and Directors of M. ternal
and Child Health were also requested to submit additional {nformation on the
health of their pregnant and newborn populations. Only final {nfant health data

are presented in this report.

A total of thirty-six (36) states and sixty (60) cities and urban counties
provided FRAC with complete infant health data for the years 1978 - 1982. Data
analysis was performed to determine the White and the B8lack {nfant mortality rates
and low birth weight percentage for the state and city 1nfani populations, and the

changes {n these rates over the five year‘pertod.
&

Following are the major findings of the FRAC Report:

0 On average, Black infants die at a rate twice that of White {nfants
fn both the cities and the states studied. In some cities, Black
babies are dying at a rate almnst four times the White infant mortal-
ity rate.

0 The gap between White and Black {nfant deaths is widén!ng. B1ack
infant mortality rates--- which were 8b% higher than White rates in
1978 --- were 95% higher than Wnite by 1982.
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0 There exists an Infant Mortality Belt in the United States that includes
those states where the {nfant mortality rate is above the national average
rate. This Infant Kortalfty Belt stretches across the entire Southeast
dnd South Central states and also includes several of the industrial Mid-
Western states and New York.

This study also focused attention on major U.S. cities to determine the
status of {nfant health and improvemant during the past five years. The follow-
tng results indicate a most disturbing trend in our urban areas, most notably in
the Black population,

Atlanta - wWhile the White infant mortality rate dropped by 43% between 1978
and 1982, the Black rate fell by only 6%. In 1982, the White in-
fant death rate was 9.0 while the Black rate was over double that
rate - 19.9,

Milwaukee - The White infant mortality rate increased between 1978 and 1982 by
7.7%, while the Black rate rose by 39%, In 1982, the White infant
death rate was 8.4, while the Black rate was 19.9.

Wake Co. NC

Rateigh - Ae the White IMR fell by 28% between 1978 and 1982, the Black rate
increased by 22%. In 1982, the White IMR was 10.0 and the Black
TR was Z28.8 -~ nearly three times as high.

An infant's risk of being born underweight, or not surviving until its first
birthday is greatly {ncreased when less that adequate prenatal care is provided
to the mother during pregnancy. Eight of the thirty-six states that completed
the survey provided data on the percentage of 1{ve births to women receiving in-
adequate prenatal care.

Six of the eight states that provided data on prenatal care reported an
fncrease in the percentage of pregnant women receiving {nadequate medical care.
For those states able to provide prenatal care data by race, Michigan, Delaware,
Mississippi and Ohfo, it was reported that inadequate care pregnancies in the
Black population were not only close to double that of the White population, but
also that this rate had increased during the years 1980 - 1982.

The years studied in this report on infant health status {1978-1982) cover
A peridfl when increasing numbers of Americans were out of work and living in
poverty. (Coupled with this economic downturn was the pullback of federal support
for many of the basic health and nutrition programs that are directed to the low
income population for the purpose of improving the outcome of pregnancy and ensuring
heaith {n the critical first years of 1ife. Progress in the reduction of the U.S.

intant mortality rate, particularly in the Black population, is threatened as long

as the {mpediments of poverty a~4 inadqequate health care continue to increase,
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STATEMENT OF VICKI ALEXANDER

Mr. LeLanD. Dr. Alexander.

Dr. ALEXANDER. Thank you, Mr. Chairman.

I want to thank you for the opportunity to appear before the dis-
tinguished committee here today. I feel somewhat awkward here
today. As far as | know, | am the only practicing obstetrician deal-
ing in a central ghetto area that has been before you here today
and I ' - 2 that my testimony can add a different dimension to
what w - have all heard.

I see myself as speaking for al: 4ose black women out there who
have had babies who have died, or who have had babies with cere-
bral palsy, babies who have other problems with learning disabil-
ities.

I don't come to you with only that type of practice experience.
However, | am assistant professor at Columbia University and di-
rector of a satellite clinic at Harlem Hospital. I am responsible for
design and implementation, also, of prenatal prevention programs
from San Francisco, where I was head of the perinatal projects
there, to New York. I have also been active in the struggle for
women's rights through the National Alliance Against Women's
Oppression.

Therefore, [ teel | am able to speak with credibility and experi-
ence when it comes to infant mortality and its impact on women.

I am somewhat disturbed and angry at Dr. Brandt for his testi-
mony this morning, as well as angry at the actions of the Reagan
administration over the last few years.

The premise of this current administration is that we don’t know
what causes low birth weight, as we heard Dr. Brandt say this
morning over and over.

We don't know what to do because we don’t know what causes
low birth weight. .

Well, I beg to differ with Dr. Brandt. I feel even though, yes,
studies are always possible, we have participated in many studies, I
myself within the San Francisco study that was cited previously as
well as in community surveys that have been done around infant
mortality.

It has been proven beyond a doubt. I don’t think more studies
are needed. [ don't think a low birth weight task force is needed
right now.

My distinguished colieagues have documented this information.
If there is anything I could add in terms of documentation and
numbers, I would be willing to do so.

I would like to digress for a moment because my prepared state-
ment had a lot of statistics in it that I don’t need to actually bring
out here again. I just feel it is pretty important for people to recog-
nize what it feels like to be on the firing line, on the front line with
women coming to you asking for care and you have to say, “Sorry,
there are no openings in our clinic today. Tomorrow, next week, a
month from now, maybe.” :

I want to give an example of someone I saw this week in the
clinic. Quite disturbing. I saw her for a hot minute in the clinic
and sent her right to .ne delivery room. She is a young woman who
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came in, her first pregnancy, did not get prenatal care because she
had no money; the things we have been speaking about here today.

She works. She tries to work. She earns just slightly over the
amount eligible for medicaid. She, therefore, is not eligible for med-
icaid, and sought care elsewhere. Was refused in several places be-
cause she did not have the upfront money.

She came in with labor pains. I sent her directly to the delivery
room. She was premature, 7T months. She went on to deliver a sre-
mature baby, a baby that was severely growth retarded. This baby
in the intensive car® unit will cost us $1,000 a day. The mother
sulbseguently developed an infection in her womb and is still hospi-
talized.

These are the types of cases that I see daily.

I stand at the bedside of these mothers, some white, many Latin,
but mostly black, at the bedside of these mothers whose babies are
dying, and when I know it can be prevented. I don’t want to hear
about task forces.

How can representatives of the current administration sit up
here in Washington, DC, in their protected environment on the
Hill, maybe at best walk through a clinic now and again? How can
they possibly know the anguish of such a mother who has just lost
her child? How can Dr. Brandt say to her, “We don’t know what
caused your baby to have low birth weight. We don’t know why
your baby died and so therefore we can’t allocaie enough funds to
pay for any improvement”?

As a black, as a woman, as a practicing physician on the front
line in Harlem, I say no to what Dr. Brandt says and to what the
Reagan administration has been doing over the last several years.

Our people are not ignorant. It is the administration that is con-
sciously, despite what Dr. Brandt has said from here today, belit-
tling the problem, hoping that somehow maybe it will go away.
Hoping that the majority of the population in this election year, |
might add; that is, the white population, will not be appalled by
this racial difference in infant mortality. Lip service only is what is
given while our clinics are closed and our babies are dying.

The community-based Infant Mortality Coalition in California
aptly describes the ongoing infant mortality situation as genocide
through neglect perpetrated by the U.S. Government, and under
the current administration of Ronald Reagan, I would say that it is
genocide and it is being perpetrated right here today through the
words of Dr. Brandt and that is by purposeful neglect, because we
have the data, we have the information.

[ will leave with you the questions, how long is it going to take to
change it? Why should black babies die twice as frequently as
white babies? How many bedsides am I going to have to sit at con-
stantly over and over, and how many times aye we going to have to
take time away from that patient and come in here to Washington,
DC to say it over and over again?

Thank you.

Mr. Leranp. Thank you.

I thank all of you very, very much for your eloquent testimonies.

[.et me just ask vou. and each of you can respond, whet, in con-
cise terms, do you think the administration really oug. to be
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doin;é? )Maybe one, two, three things. What should the administra-
tion do?

Ms. BrackweLL. In the administrative petition which, by the
way, we would like to have submitted for the record—we filed that
in June. We laid out some remedies. I would like to highlight the
ones that are absolutely essential.

[The document referred to was printed in the June 30, 1983,
hearing of the House Select Committee on Children, Youth, and
Families, and may be found in subcommittee files.]

Ms. BrackweLL. Overriding each remedy that was proposed w 13
the need for national leadership and commitment to solving the
problem. We have yet to see that.

As part of that commitment, we need for the Federal Gove, . -
ment to set a prenatal standard for the States so there is uniform
prenatal care across the country.

There are already options available to the States so that poor
women can be brought into the system and get either current med-
icaid prenatal care or the comprehensive care that we are advocat-
ing. In any event, those options need to be exercised by the States.

The States need to be told that they have the options, the options
need to be clarified, worked with. They need to be informed that it
is cost effective for them to provide prenatal care for poor women
80 that expenses of providing care for small babies once born can
be reduced. The States need all that information.

Also, we cannot forget that the need for outreach is essential. We
may ! ve reimbursement and we may have available resources,
but it people don’t, one, understand the importance of those
sources; and two, understand where and how they can take advan-
taféi of them, they will not be used to their fullest.

we need an outreach program. Also, we need coordination, co-
ordination among all the agencies that are seeking to provide pre-
natal care so efforts are not duplicated.

Mr. LeranD. Very good.

Would anyone else care to comment?

Ms. RosEngaUM. Mr. Chairman, I hardly know where to start.
First, there should be no more cuts in programs. The President is
asking for $3.38 million more out of medicaid. Obviously most of
those cuts are going to bear disproportionately on children because
children rely so disproprotionately on that program.

The President has asked for a nominal increase for title V. 1 am
sure Dr. Taylor can address the impact of this increasce request
better than fy

There can be no more cuts in programs like title V, family plan-
ning, community and migrant health centers. They all need far
greater allocations than they are receiving now.

Finally, of course, the President should not only be supporting
this committee's child health insurance legislation, and the com-
mittee’s unemployment health insurance legislation, but should, as
this committee did, admit that the amount budgeted for those ini-
tiatives falls far short of the amount needed to close the gap be-
tween poverty and access to health care and press for greater
leveis of funding. The Reagan administration should in fact be re-
viving and improving upon the legislation that was championed b
this committee a number of years ago which would have mucg
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;_nore generously provided health care to pregnant women and in-
ants.

Mr. SaNDERS. I would just like to add to the previous statements
that the WIC Program, which I mentioned President Reagan slated
for reduction of close to a half a iaillion individuals, is still only
serving 30 percent of those individuals in this country who are eli-
gible for the program. It is a proven program, and to turn around, .
as part of your coordinated effort to reduce infant mortality and

" cut the program back, is not what the doctor ordered.

Mr. LELAND. Dr. Alexander?

Dr. ALEXANDER. I can’t add a lot to what people have said. I
think the only difference that I might state is that I feel that the
administration needs to look at the current studies that have al-
ready been done that are well documented rather than providing
funds for more studies to take place. Also, I think it might be a
good idea to talk to some of the women on the street and see what
they think. When we did this in Oakland, CA, women on the street
oftentimes knew what was necessary to get done to improve their
outcome of their babies. L

Last, I think that a concerted effort within our medical school
has to be made to train doctors to be able to go into these areas
and provide for care 8o there is a certain way in which—when you
become a doctor you want to earn a lot of meney, but there is also
that commitment to peoples’ care that is absolutely necessary and
that is required also.

Mr. LELAND. Thank you.

Dr. Taylor, would you like to respond?

TESTIMONY OF JEFFREY R. TAYLOR—Resumed

Mr. TayLor. I would be happy to. Thank you.

In my report, I cited four recommendations. The first was that
wedneed to make children a priority again in the United States
and——

Mr. LELAND. [ couldn't hear you very well.

Mr. TavLor. We need to make children a priority again in the
United States.

Mr. LELAND. | hope your reiteration will reach the White House._m_ .

Mr. Tavior. I hope so, too. , NI

The reason I say that, I think although we are a relatively young
country, I hope we are going to be a very long-lived country and to
do that you have to begin to think in longer time frames. If we are
to become the information and scientific- and service-based country
of the future, that means that these children are going to have ‘o
be able to enter our labor force and enter it with their brains
intact, their bodies intact, having had a good education, and to be
able to take up their responsibilities.

I think the Congress is going to have to begin to ask the question
who is going to pay the Social Secur ity bill in the year 2020?

I can tell you that if you expect—in Michigan, for example, we
have now | in every 4 of our children being born into poverty—ii’
you expect those children to somehow by magic be healthy, well
educated. and full participants, I don't see it coming. So I say a
longer time frame and some priority on kids.
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The second recommendation, financing. We will have to put our
money where our mouth is. In Michigan, we have bipartisan sup-
port to make prenatal care a right of citizenship in our State over
the next 2 years.

We have bipartisan support for this plan. The Governor put $1
million behind it. . :

Mr. LELAND. Excellent.

Mr. TayLor. And it is in the legislature now. We have had many
legislators of both parties active in this process and they will be
down here asking for the rest of the funds that we need to make
this program go. '

Family planning, WIC, the CHAP expansion. All of these are im-
portant. Family planning needs $30 million now.

In maternal and child health, we need a supplemental to get to
8483 million this year and $500 million as Representative Conte
suggested for next fiscal year.

We need programs to help States like Michigan and other local-
ities with problems to provide prenatal care and infant care.

Then 1 believe that the WIC Supplemental Nutrition Program
should be increased by 50 percent so that we are meseting 75 per-
cent of the need there. We have a lot of hungry pregnant women
and infants in this country and the study I submitted to you that
documents the hunger that is there.

Three, we need a central, automated reporting system. As Dr.
Williams at the University of California/Santa Barbara has indi-
cated, and Dr. Starfield of Johns Hopkins, we can’t do it with 1980
data. We need to know about changing conditions vis-a-vis infant
mortality as they occur so that we can take appropriate action. In
the last area, I think we need the leadership of the Congress and 1
think the new Select Committee for Children, Youth and Families
here in the House is excellent. We need a corresponding uait in the
Federal Government bureaucracy, if you will. The Children’s
Bureau was dismantled in the late 1960’s. We are, I think, perhaps
the only major industrialized country in the world without a major
unit who regularly reports to the President and the Congress about
the needs of children.

So those four recommendations, sir.

Mr. Leranp. Dr. Taylor, the committee apologizes for having
slight=d you somewhat earlier, but——

Mr. TayrLor. I don’t feel slighted, sir.

Mr. LELaND. The committee had to proceed to the administration
witnesses before it got too late.

[ want to assure you that the record is still open for questions
that will be submitted to you.

I understand Mr. Nielson, the gentleman from Utah, had some
questions he wanted to ask you, and I am sure that other commit-
tee meinbers may have some.

Mr. Taviror. [ would be happy to respond for the record, sir.

[The following letter was received:]
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' ' STATE OF MICHIGAN"

| 8

JAMES J BLANCHARD, Governor

DEPARTMENT OF PUBLIC HEALTH

300 N LOGAN
PO BOK 30036 LANSING MICHIGAN 0009
GLOAA R SITH. PR D . MPH. ¥ AAN. Divater

April 13, 1984

Richard Levinson

Special Ass{stant

Energy and Commerce Committee

Subcommictee on Oversight and
Investigation

2323 Rayburn Health Office Building

* Washington, D.C. 20515

Dear Mr, Levinson:

This is in response to the request to provide information on the relationship
batween unemployment economic activity and infant mortality. This question

was raised at the hearing on infant mortality on March 16 but there was insufficient
time to answer for the record.

Dr. Harvey Brenner of Johns Hopkins University prepared, perhaps, the classic public
health paper on the relationship between fetal, infant and materna]l mortality rates
during periods of economic instability. In that paper, which is referenced in my
full report, Dr. Brenner concluded:

The results . . . indicate that significant changes in trends 1a
perinatal, neonatal and post neonatal maternal mortality occur
régularly in the United States as a result of environmental change
associated with economic fluctuations. The evidence indicates that
economiC recessions and upswings have played a significmt role in
fetal, infant and maternal mortality in the last 45 years. In fact,
economic {nstability has probably been responsible for the apparent
Yack of continuity in the decline of infant mortality rates since 1950.

Studies by Arden Miller indicatethat health status in the United States is closely
linked to socto-economic ;tatus. This study is also referenced in my full reﬂo/r;,
Or. Miller has concluded that perhaps because of the “nation's relatively wea
commitment? to assuring participation of all people in essential health services
that these ‘socio-economic status differences continue to accentuate di fferences

in health status between socio-economic groups. Or. Miller concluded:

(Data are now available) . . . to leave responsible policy makers to the
inescapable conclusion that the health of children, pregnant women and
poor familles suffering and fn great jeopardy. These adverse effects
must be attributed to a combination of circumstances that include serious
recession {ncreased poverty rates for households with children and
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Richard Levinson : -2- April 13, 1984

diminish health benefits and social support services. In a time of
local or widespread economic reversals, health services need to be
expanded rather than contracted.

Dr. Marilyn Poland of Wayne State Univarsity in an extensive review of unemployment

stress and infant mortality in Detroit concluded that economic downturns are in a

large part responsible for Detroit's high {nfant mortality rate. Her paper also

referenced in my full report, describes stress caused by economic downturns at

various levels of government, on various family members, and on the pregnant -
woman and newborn infant. While firm conclusions were elusive, in terms of the .
exact medical processes involved, Dr. Potand cited many associated and stress

related factors which appear persuasive in 1ight of other studies.

A large part of the difference between the infant death rates for white and black -
infants is due to the fact that a greater proportion of black infants are born at .
weights below 2500 grams or 5.5 pounds. Evidence also indicates that racial

differences are associated with corresponding socio-economic differences.

The view Bhat the racial differential and low birth weight incidence and resultant
infant mortality is a genetic phenomenon, and thus cannot be eliminated, has been
put forth by some health scientists. However, analysis of birth weight distribu-
tion according to socio-economic status among homogenous ethnic populations reveals
a4 ctear relationship between birth weight and social class, with the birth weight
of black infants of higher socio-economic status is comparable to that of whites.
Much of this 1iterature was summarized by the Department of Health, Education and
welfare in its landmark publication Healthv People "The Surgeon General's Report

on Mealth Promotion and Disease revention". Particular references may be found

n Volume on Pages and 327.

Other scientists like Gortmacher of Harvard University made intensive reviews of

the relationship between poverty, poor economy and infant mortality in the United
States. Using naticnal data, Gortmacher has found that the estimated direct effects
of poverty on infant mortality are larger than the effects mediated by the birth
weight of the child. This is a very important finding since birth weight has been
the most powerful predictor of infant mortality from a medical standpoint.
Gortmacher also indicated that persistence of poverty and the continuing unequal
distribution of health care resvurces to pregnant women and young mothers In the
United States implies that this can be expected to continue in the future.

Antonovsky -and Bernstein examined the realtionship between the components of infant
mortality and social class. They found that while ®fant mortality had declined
dramatically in the past century, the inverse relationship between social class and
mortality has not narrowed in spite of advances in medicine, surgery, sanitation,
housing condition etc. These authors concluded that an important focus of actiun

to reduce the social class gap in infant mortality would be through less traditional
medical tech, iques and a broader use of the instruments of social change including
education and welfare strategies.
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-

Findlly, 1t {s most disturbing to note that while the United States fs experiencing
an economic recovery and unemployment rates are dropping that there-are stil}
widespread areas of the nation which remain in recession and with persistently high
levels of unemployment. Michigan is one of those states. We still have a 12.4%
unadjusted unemployment rate with over a half a million people out of work. While
infant mortality rates in this sunpopulation may not be large enough to drive our
whole state infant mortality rate upwards, we at the end of 1983 still find ourselves
between seven and eight percent higher than the national average in terms of this
important health status indicator. The rates in Detroi¢. Pontiac, Saginaw and
Fiint,areas which have been troubled by high unemployment, have infant mortality

. ratds substantially above the state and national averages.

Most health authorities believe that infant mortality is a sensitive indicator
of the cevelopment of a nation. This means it is a relatively accurate index of
a varfety of factors including vconomic strength, distribution of income, and
relative health status of a country or locality.

I hope that this udditional information will be of assistance in preparing the
final record of these important hearings. o
o)

Sincerely,

dﬁy R. TLonr, Ph.B./, Chief

Division of Maternal & Child Health

JRT:ac
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Mr LerLann. Dr. Alexander and Ms. Blackwell, if you would re-
spon{ more specificallv to this question. Dr. Brandt continually
stated that a middle-class black woman would still risk the same
kind of infant mortality potential that any other black woman, in-
cluding lower income black women, would risk.

How 1o you respond to that? I think I heard you loud and clear
earlier, Ms. Blackwell. But reiterate, if you would, what your feel-
ings are,

Ms. BLackwkiLL. First, the  atements made by Dr. Brandt were
misleading, because what h. .id was that even for well educated
black women the low birth weight rate was twice thay of well edu-
cated white women. /And while that may be true--my information,
actually, is that it is not quite twice but it is lower—the point I was
making earlier is that the low birth weight rate for educated black
women is significantly lower than the low birth weight rate for
klack women as a whole and .s drasticaliy lower than the low birth
weight rate for poor black women.

For example, i»: 1980, the low birth weight rate for black women
wis 12.5. The rate cited in Dr. Brandt’s testimony for well educated
black women was 5.6. That ia a significant difference. That would
be significant in terms of its contribution to infant mortality.

Another thing that is important to note is that even though
black women who are well educated may have more low ''rt'
weight babies, my information from talking to health prec adals
is thay thuse babies are noi dangerously low birth weight. Low
birth weight is anything under 5% pounds. A 5%-pound baby has a
very good chance ot being saved. Due to medica technoioggéa 2-
pound baby has a much better chance than that baby had before,
:)utl is dangerously low. Anything less than 2 pounds is, dangerous-
y low.

The tendency is to see educated blar'. women at the higher
levels, so they are not contributing so mucn to the infant mortality.

One more interesting fact is that the 5 © low birth weight rate
for blacks cited by Dr. Brandt is lower tnan the 6.2 low birth
weight rate for whites, which was the national average in 1980.

Mr. LEraND. Thank you.

Dr. Alexander.

Dr. ALexanper Yes; actually, 1 am very glad that you raise the
question. Tn the we - of the [nfarnt Mortality Coalition in Oakland,
that was one of the first statistics we saw, and we said, oh, my
Joodness, what is th.; does this legitimize Shockley’s statements
about genetic inferiori.y of black people?

Of course, our gut feeling was no. Sn that as a part of the work
that we did, which was interviewing women, we asked what type of
care the woanen got when they went to seck the care, and the way
in which someone is perceived in an uffice depends on the color of
their skin. So that if you go into an office and you are black, you
are treated substarn:tially different than if you go into that office
and you are white—both having monev, So that money s not the
factor.

There are ways in which you don’t get taken to certain hospitale
il You are black. It you have an emergency and vou go to, for exain-
ple, any emergency hospital and you are black, they tend to refer
vou based on the color of your skin *o certain aveas of the city. So
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that black women, because of that racial difference, :ad up at risk
Just under those circumnstances.

But then I think there is another point that needs to be looked
at. [ think it is inaccurate to compare educater black women to
educated white women because if you look at the employment pat-
terus of women who are educated, be they black, it is quite differ-
ent from the same employment pattern of a white woman. So that
I feel that to compare those kinds of data is really not accurate.

We really need to investigate a little more by asking the *vomen
themselves more how they get treated when they go in for care,
and why then they refuse to 7o back to that particular doctor.

Mr. LELAND. Would anyb(‘.fy else like to respond to this?

Let me ask a question tlat just came to my mind, if I will, and
let me plead ignorance on the issue.

Black women who are educated, are they necessarily educated in
the area of prenatal care?

Dr. ALEXANDER. No; they are not. That was a g vod question.

Mr. [.LaND. In comparison with white women—Dr. Brandt used
very easily the term “educated black women” ver us “‘educated
white women". Is there some cultural pattern theres Are all black
women really taught about prenatal care, which is, I think, impor-
tant in the arca of considerations of low birth weight? I am con-
cerned whether or not we are talking about an educated black
woman in the area of prenatal care.

Dr. ALEXANLER. Right.

On the whole, T uppreciate your question because the whole ques-
tion of education comes up as part of the petition and it appiies to
women who are educated, also. Prenatal education is not one of the
things on the list for people to learn about. So that in high schools,
in colleges, it is not—unless you have an interest—it is not sume-
thing that is included in every biology course or every humanities
course, so to speak.

So it is not a fair assumption that because you are college edu-
cated, that you will be able to overcome some of the myths and
whatever that society has put upon you. So I appreciate your ques-
tion.

Mr. LELAND. Ms. Blackwell.

Ms. BrackweLL. No; I have nothing to add to that.

I think ic probably is true that there are certainly carryovers
throughout the educational process of black people about access to
prenatal care. It is an impcrtant issue. You don’t instinctively
know you need prenatal care while you are pregnant. If a person
grows up in an inner city community, goes to an inrer city high
scnool where this information is not availatle, and through hard
work gets to the point where their education progresses past col-
lege, it deesn’t necessarily mean that that ruisinformation gained
throughout the process is now no longer there. That may well be a
contributing factor, which is why we feel the outreach education is
an essaal part of bringing people ito the health care vystem.

Mr. LErann. U wish Dr. Brandt were still here.

Dr. ALExanper. I would just like to also caution the commitiee,
when the problem is of such magniiude and w ‘ook at only a very
narrow sector of black women—after all, mo. black women are
not ot that category that we are talking about—we tend to forget
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what the problem is. So that | would caution the committee in
terms of looking at the data and the evidence—and I am sure you
are all aware of this; I am not telling you anything new—to look at
that with somewhat of a grain of salt.

Yes: we need to investigate that. But that is not the problem.

Mr. LeLanp. I think we understand that, and I appreciate your
caution. .

Let me ask one last question, if I might, and I will ask this of all
of you—and ! don't know who is qualified to respond. I have a par-
ticular concern ahout teenage pregnancy. I reaﬁze there is a real
epidemic in this country, not only among blacks but among His-
panics, and low-income young girls; whites, also. The problem of
the disparity in infant mortality .s accentuated by the problem of
teenage pregnancy.

Would you comment 3n this particular prceblem?

Ms. BLackwEiLL. We have addressed the problem of teenage preg-
nancy in the petition and have given it a great deal of thought
among ourselves because it is # major factor that contributes to
infant mortality. It is not wne whole picture. I think it is important
to emphasize t%at. Among blacks if you separate out the teenage
births you will find that teenagers account for one-third of the
bleck infant mortality in any given year. It is also true that many
of the remedies we huve proposed will have an impact on teenage
ﬁregnancies as well as nonteenafe pregnancy. The changes that we

ope will come about as a result of the leadership we have asked
which would have every State provide medicaid benefits for all low-
income women in need should include teenagers.

The educaticnal program that we have discussed should also
reach teenagers sc that they know when they do become pregnant
that they need prenatal care if they are going to continue with
that pregnancy.

Another thing we have found as a result of reviewing programs
that d.al specifical’ with teenagers is when they do have tre ben-
efit of comprehensiv. prenasal care they are less likely to be re-
peaters in terms of second and third pregnancies during their teen-
age years because they get crucial birth control information and
develop a good understanding of their bodies. They become better
educated and better informed.

So treating the pregnant teenager is one of the best ways of pre-
venting increases in *~enage pregn.ncy among young women who
maybe got off to a bad start.

Mr. LeLann. Yes.

Dr ALEXANDER. Just a brief comment.

[ have a particular interest in teenage pregnancies and ac: aally,
in the obstetric service at San Francisco General Hospital, I ran a
teen pregnancy clinic. I thirk what I—I agree totally with what
Angela has said. Additionally I feel it is importent te look at when
teenage pregneacy became a problem. So if you look at the num-
bers of black teenage pregnancies there has been slight increases
but 1t has always been fairly high. But when you look at the
number of white teenage pregnancies, it is only in the la t 10 to 15
vears that that rate realiy increased and that is why the Govern-
ment is now spending money for teenage pregnancies. They should
have been sperding it a long time ago.
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But I feel this is another way in which the racial differences

come down in terms of how the care gets provided. So teenage
regnancy is a big problem but it has been a problem for a long,

otﬁ time for blacks, a more recent problem for whites.

r. LELAND. What about Hispanics in the scheme of all this dis-
cussion? I understand the Hispanic infant mortality rate is not as
high as blacks. It is just a bit above the white infant mortality rate.
Wty is that? Does anybody have any idea? Nobody knows..

Dr. ALEXANDER. Yes, I have an idea.

As part of some of the research that I have done, I have tried to
compare black populations to Hispanic populations in California,
and in New York the Dominican and Puerto Rican. ‘We find that
the rates are lower than they are in blacks but higher than whites
If you compare for example a rate of about 11 for whites, it is
about 16 for Hispanics—this is on average—about 20 to 2i for
blacks. So we looked at why is this? And there are some very dis-
tinct cultural patterns, that is. food habits that Latin women have
when they become pregnant. This is very soft evidence, we are just
starting to investigate this, that we fecl has an impact in terms of
lowering that infant mortality rate.

Plus there is a large community, extended family support for
that woman when she becomes pregnant. There are a lot of things
she is told to do, and no* to do inat tend to agree with some of the
medical advice. So that on the whole although it iz 1 problem
amongst Hispanic women it is not as great a prohlem as amongst
black women.

Mr. LeLanD. Thank you.

Ms. Blackwell!.

Ms. BiackwEiLL. There is one thing I would like to add which is
obvious but I *hink it needs to be said. It is that teenage pregnancy
and infant rnortality and low birth weight are not in and of them-
selves associated. The reasun you find so many teenagers contribut-
ing to infant mortality is because they dou't receive adequate pre-
natal care unless you are talking about a very young girl. What we
are really talking about is young women who fit all the other crite-
ria that were discussed in terms of being at risk, condi‘ions that
can be improved through adecuate prenatal care.

M. Lrrann. Is it true that the teenage pregnant girl has more
nutritional requirements than a mature woman, and therefore in
order to deliver a healthy baby she would need a greater amount of
prenatal care?

Ms. BLACKWELL. That is why we ask in the petition for a Federsl
standard of comprehensive prenatal care to be established for high
risk populations If that happened it would be clear to sta*es and
clear to practitioners that w{:en you deal with the teenagar there is
certain nutritional counseling that is absolutely essential and it is
very important to talk about smok ng and alcohol consumption.

Adequate care «imrd at the teenager would solve the problem
there, just as it could solve infant mortality problems for other pop-
ulation«.

Mr. LetaND. Dr. Taylor.

Mr. Tav1.or. One brief point.

With teenage pregnancy there are other significant barriers for
teens in obtaining care, one of which being—I think it is very im-
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portant—legal barriers to consenting to receive prenatal care. In
most States in fact, including Michigan, a woman under age 18
c}a:nnot consent to their own prenatal care. What this in fact does
then—-—

Mr. L.k1.AND. There is an age barrier?

Mr. TavLor. A legal barrier to obtaining care, yes. Unless they
have a parent or guardian willing to come in to sign that consent
form so they can receive the care, they don't get it.

Now, this is very often for teenagers finding out after a pregnan-
cy test that they might be pregnant, it is a very traumatic experi-
ence. The fact is that pregnancy will make itself known in due
course. However, what we don’t like and what we are trying to ad-
dress through legislation in Michigan is the fact that the teenager
might then withdraw from the care setting, be unable to deal with
this issue right up front in the family, and not reappear then until
perhaps the sixth month.

A lot of the damage has been .done by then. So I think the Con-
gress ought to look very hard at these legal barriers to see if there
might be a Federal remedy so that mature minors can consent to
their own ambulatory health care, especially prenatal care.

Mr. LeLaND. Let me thank you on behalf of the subcommittees.
We greatly appreciate your assistance, particularly since all of you
are on the cutting edge of this very serious problem. We hope that
we can resolve the problem in the short and long term. We hope
we can sensitize the administration to do good, as opposed to what
it has been doing. Again [ want to thank all of you for participat-
ing in this hearing.

The subcommittees will be adjourned.

[Whereupon, at 145 p.m., the subcommittees were adjourned.]

[The following material was submitted for the record:]
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Subommittee on Oversight and Imuestigations

of ™
o b Tommittee on Enevgn and ¢ommerce
AVashington, D.C. 2013

Pebruary 23, 1984

Dr. Edward N, Rrandt, Jr,

Assistant Secretary

Depattment of Aealth and
Humaiu Services

280 Independence Avenue, S.W.

washington, D, C, 20201

Dear Dr. Brandt:

The Subcommittee on Oversight and Investigations, under the
authority of Rules X and XI of the House of Representatives, is
investigating the afforts of the Administration to reduce infant
mortality. We ars particularly concerned about the vastly different
fates between black and white Americans, and between low and higher
income groups within the country, and the steps taken and planned by
the Advinistration to close the gaps.

T, assist the Subcommittee {n 1ts inquiry, we request that you
fdentify all offices or divisions of the Department of Health ang
Human Services which have performed, or are expected to perform, any
functiona related to collection or analysis of gdata relevant to infant
mertality, or to the preparation, review or presentation of any policy
or positions rela.-d tu data ot actiond taken or contemplated by the
Administration to reduce infan: mortality rates. For each such office
or division of the Department, please identify, by name, title and
telephane number, a ptogram contact person who is knowledgeable about
infant mortality rates and who 18 ramiliar with the related documents
senetated, reviewed or received by the office or division. Please
provide this information to Subcommiltee staff no later than the close
of busincss on Monday, February 27, 1984 at the Subcommittee office,
2323 Raybhurn House Office Building,

Further, it is requested that you identify and nake available for
review all of ghe documents related to this 1ssue and provide copies
of those selec ed by Subcommittee ataff. The document, may include,
tiut ihou'd not be limited to:

all documents which define, describe, oOr represent rateg of
irfant mortality in the U.S$. from 1970 to 1983;
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Dc, Edward N, Brandt, Jr,
February 23, 1984
Paye 2

- all documents, including notes from meetings or discussions
14 person or over the telephone, which bear in any way on the
deve'oprent or presentation of positions or policy of the
Adminigtration relatdd to reduction of {nfant mortality from
February 1, 1981 tos February 15, 1984; and

- all internal correspondince and memoranda within the
Administration, and correspondence be'ween the Adminigtration
and any other parties related to ii.fant mortality rates, or
:gguction thereof, from February 1, 1981 to February 15,
1984,

Please make the documents available for review beginning on Tuesa.,,
February 28, 1984.

In addition to reviewing the documents and obtaining copies of
those specifically identified by Subcommittee staff, it will be
important for the Subcommittee to conduct interviews of Department of
Health and Human Services personnel, As lt will be particularly
useful to learn your views, I have asked staff counsel, Phyllis
Preeman, to ca!l your office to arrange £or an appropriate time to
meet with you during the week of Pebruary 27, We ask your assistance
in facilitating acceas to other Department Of Health and Human
Services personnel with whom ‘nterviews are indicated. Ms. Preeman
may be accompanied by Richard Levinson during review of documents and
interviewa.

We will appreciate your cooperation in makimg available both the
documents and staff involved in addressing this important igsue. If
you have any questions about request, please contact Phyllis
Freeman at 225-4441.

John D. Dingell
Chajirman
Subcommittee on
Oversight and Investigatious

Jib:prdb
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DEPARTMENT OF HEALTH & HUMAN SERVICES Oftce of the Sectetary -0/,
Wastungton. D C 20204
The Honorable John D. Dimgell RECIIVED
Chaimman
Subcaommittee on Oversitht and Investigation
Cammittee on Energy and Cammrce AR 1 1984
House of Representatives

Washimgton, D.C, 20510 Sut:omo.:tau on

Oversiga eng lvesigstions

Dear Mr. Dimgell:

This {8 {n response to your lettor of February 24 to Dr. Brandt requesting

nanes of Department awployees ergaged {n cata collection of or policy
regarding infant mortality. Attached is a list of relevant agency contacts,

Lot me review Decartment policy on interviews and access to doaments, which
should facilitas e the excharge of infommation.

With reapect tn the individuals whom your staff desires to interview,

advance notice fram you will be necessary so that schedules may be arrarged

in a mutually corvenient manner ard amployees may te apprised of their
responsibility tc ¢ocperate with your staff and of their irdividual rights,

If your staff are goimg to be visiting an o.fice at a particular time, advance

"notice of that visit will enable us to rearrange schedules accordimly in

order to make available all of those individuals whom you desire to
intexrview,

with respect to doamants which you may wish to review and/or duplicate,
please give us advance notice of the subject matter of your inquiry ard the
category of documents or files to which you would like to have access in order
that we can arrange to have those files avaiiable and to detemine that they
contain no information {such as trade secrets, patient specific material or
grard jury i{nformation} to which access would be restricted by law,

If we can be of further assistance, please let me know.

Sincerely,

oA e aaefeto—

Teresa Hawkes
Acting Assistant Secrotary
for Logislation

Attactwment s
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March 5, 1984

The Konorable Margaret M. Heckler
Secretary

Department of Health and Human Services
200 Independence Avenue, S. W,
washington, D. C. 20201

Dear Madame Secretary: .

On March 1, 1984, the Subcommittee received a letter fronm
Teresa HBawkes, Acting Assistant Secretary for Legislation, in
response to my February 23 letter to Dr. Brandt about the
Subconmittee's investigation of the disturbing black-white gap in
infant mortality rates. In her letter, Ms. Hawkes set out a
brief description of the Department of Bealth and Human Services'
(BES) policy on Subcc.aittee interviews with employees and access
to documents. We have subsequently learned from BES employees
that on March 2 in a 10:00 a.m. meeting that a different and nore
detailed policy was outlined orally to employees.,

As you will recall from your service as a Member of the
Bouge, oversight inquiries are of a particularly sensitive nature
requiring the observance of procedures quite different from those
followed in the routine legislative process. The ability to
obtain information without the constraints of ronitoring is
essential to protect the rights of all parties. This inguiry
process has beea likened by the Suprem~ Court to a grand jury
probe and the Congress has been described as the Grand Inquest of
the Nation.

It has been consistent Subcommittee policy to give prior
not:ice of employ:e intetviews and to arrange times to be as
rstually convenient as possible. Th: Suhcemmittee has extended
siml.ar courtesies in arranging to -eview uaé cbtain documents,
Tr.s does not mean, however, -hat HHS officials can screen
.aterviewees or withhold documents.
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in her letter, Ms. Bawkes alludes tc files and a
determination “that they contain no information «s+ to which
access would be restricted by law," She citep thres examples:
{1) trade secrets; (2) patient gpecific material; and {3) grand
jury information. The Subcommittee appreciates your Department's
concern for protecting restricted materiais fromn inadvertent
disclosure to third parties. with respect to such materials, we
would welcome your identifying them by category at the time they
are made available. Of course, such screening should in no way
delay their being made available,

I1f they are accurate, the reports from your Departmental
employees of the instructions delivered to then by Ms., Hassell ipn
the Office of Legislation are ¢isturbing in several respects,
First, despite requests by employees that such instructions be
reduced to writing to clarify their responsibilities, the
representatives of the office of Legislation apparently responded
that no written direction would be provided,

Second, the employee reports indicate the Office of
Legislation outlined three options for employees in responding to
Subcommittee interview requests: (1) to cone alone; (2) to come
with a person of his or her choice; or {3) not to come. As you
are well aware, any Departmental sanction of the refusal of an
employee to appear for an interview would cl. rly impede the
ability of the Congress to carry out {ts inve -igatory
responsibilities inherent in the U, S. Consti. tion. The Supreme
Coutt has expressly recognized the danger to t,s effective
conduct of government if the Legislature's powar to investigate
the Executive Branch is hampered. McGraipn v. 273 u.s.
135 (1827), sinclair v, Onited States, 279 U.S. 263 (1929).

Subcommittee pro~zedures require that interviews be conducted
separately and privately by Subcommittee staff., Should any
employee deuire personal counsel who is not acting as Department
counsel to be pres:nt for the purpose of providing advise
regarding the interviewee's individual rights, such reguests will
continue to be honored. This is consistent with the procedures
we worked out with your predecessor, Secretary Schweiker.

Apparently, on March 2 employees were instructed by the
Office of Legislation to bring absolutely no documents with them
tc interviews and to package all requested documents for delivery
to Ms. Hassell., Ms. Hassell would then forward them to the

\ 284
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T e Hororable Marg=ret M., Heckler
Mazch 5, 1984
Page 3

General Counsel prior to providing them to the Subcommittee, As
you Kuuw, this would seriously interfere with the investigation,
Subcommittee staff have been instructed to review materials, some
of whic“ are essen.ial to the interviews., ©Employees are entitled
to show Department materials-.o the Subcom::ttee, aad when the
Subcommittee requests them to do so it is their responsibility to
comply.

Finally, any instruction that a full written report of the
irterview mus: be [resent=d to the Office of Legislation
constitutes «n interference with a Congressional investigation
and casts an unacceptable chill on the statutory protections of
the cocmmunication between employees and the Congress (see 18 USC
§ 1505, 5 USC § 2301(a){g) el 3eg. and 5 USC § 7211).

Your cooperation and that ¢f your Department is appreclated.

Bincerel

John ngell
Chai{rman
Subcommittee on
Oversight and Investigations

£,

¥

§ JDD:PFCm . v

ERIC

Aruitoxt provided by Eic:

»
[

QW
o0



281

STy 4502V COMONL S : o 1113

Prodag 00 L3b-s4ty
SRS B el M. (At

VTS e o iy H.8. onse of Representatives

s k4 ORLSY

o e - Subrommiztee on @oersight and Investigations

PwaRD & MARIST MASR
oo

PR waLs ra,

O

ERIC

Aruitoxt provided by Eic:

a1 Bavairr A Committer on Energy and Commae
O LB 1Y g TR
Washingtan, B.C. ws1s

April 5, 1984

Dr, Edward N, Brandt, Jr,

Assistant Secretary !

Department of Bealth and Human Services

200 Independence Avenue, S.W. . ’ e e
Washington, D. €, 20201

Dear Dr. Brandt:

At the joint hearing of the Subcommittees on Oversight and
Investigations, and Health and the Environment on infant mortality on
March 16, 1984, several Members requested additional information for
the record. We also reqguire more data to assist the Subcommittzas and
to clarify the hearing record. To assure that there is no misunder-
standaing concerniry the information requested, a summary of the
materjials to be provided is as follows:

1. A brief description about and the figure representing the
total amount of money being spent by the Public Health
Service on the education of pregnant women and tesnagers and
those who may become pregnant, which {s i{ntended :o improve
pregnancy outcomes including:

a) the nane and citation fe: each program with which any
such expenditure ig associated;

b) the nature of .the activities for which the federal
government ig making the expenditure; and

¢} the expenditure for each program for the fiscal years
1580~1983, the projected expend.tures for 1984, .and the
expenditures anticipated under the President's 1§85
budget request.

2. In response to che question from Mr. Leland regarding the
amount of federal funding for eduzation to iwprove pregnancy
outcomes you stated, ".,.. I am sotry you are distressed, I
dorn't have that figure, but I think i1t is important to
measUre your programs by effecriveness, not just dollars in
the fi:st place.” Please Jdescribe thiose other "important
measures” including:
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a)

b)

<)

a4,
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Brandt, Jr.

a narrative description of the evaluation mechanisms
used to measure the effectiveness of programs listed in
the answer to question §1 above;

fdentification of the division or office of the federal
government responsible for implenenting each evgqluation;

the results of any such evalustions of programs listed
{n response to question 41 above for all years beginning
with 1580 (if the material is voluminous, please provide
summaries and citations rather than the full text until
further notice); and ! ‘

a status report on any auch evaluations which are in
projress i{n any stage, no matter how preliminary, but
not yet completed and available to include {n response
to #2{(c) above,

3. The specific basis for your statement that the Bealthy
Mothers, Healthy kabies Campaign has been “reasonably
successful” as you set out in the following context:

DR BRANDT: We have worked with the
pzofessiona} associations makirg this
information widely known to them. We have
worked through the healthy mothers, healthy
babies campaign to get across to women that
they should seek prenatal care as early as
possible and that they ghould clearly guit
emnking and not drink during pregnancy, so
tr. o progiams are under way and I think are
reasonably successful,

4. A copy of any document, published or released to the public
in any way prior to March 16, 1984, in which the projected
faflure to meet the Surgeon General's objectives for 1990 of
12 deaths per 1000 live births of infants Dorn to blacks was
presented,

5. The

best and most recent da“z available on the number of

pregnant women per year who deliver without:

a.
b,

c.

any prenatal care;
any prenajal cate prior to the third trimester;’

any prenatal care prior to the second trimester;

QWS
__C.
-
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11,

12,

1984

d. prenatal care nmeeting the frequency standards embodied
in the Amvrican College of Obstetrics and Gynecology
(ACOG) gquidglines; and

e. prenatal care neeting the quality guidelines embodied in
the ACOG standards.

A summary of the content of information the Publit Health
Service could provide to the Health Care Financing
Adninistration whioh might enhance the use of Medicaid funds
éo }mpzove pregnancy outgomes for eliyible mothars apd
ablies.

Please clarify the position of the Department of Health and

Human Services as to: ;

&) which categories of informatlon, when given to tne
Comnmittee, should be handled with special care; and

b} which classes of information, if any, are to be
regtricted from transfer to this Committee.

Pldasi cite legal authority suppurting the position of the
Depacr$ment. ,

]
Citati{ons for any studies which link birth wei3ht to lack of
income of the Wother or economic depression affecting the
hougehold in which the mother lives.

The mzst recent infant mortality rates for Hispanics to
compare to the rates for Blacks and whites which were
presented at-the hearing.

Your view of the contribution the task force on the health
status of black Americans, chaired by Dr. Malone, can
ptovide in the area of infant mortality.

The source of funds to support the work of the new task
force chaired by Dr Malone.

The statistical basis for your statemenc "still if we -
project on the base of cutrent data therElack infant
mortality rate will come down faster fban the white,®

buring the hearing : .u testificd tha* “If you take a group
of comparable black women and white women who are college

educated, married, receiving totai prenatal’care from first
trimester al) the way through, the rate of infant mortality

ERIC a0 s .o _; 284
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Dr. Edward Y. Brandt, Jr.
april 5, 1984

Page 4

+ Please deliver these ites
Tuesday, April 17, 1984.
cooperation as we move

JpDs PFdb

is still twice as high in black women.® Dr. Alexander
pointed out in her testimony later in the hearing that there
is a significant difference between the rates of low birth
weight and infant mortality for the black women you
described and those with lower incomes, lower levels of
education, who may not be married and who are far less
likely to have raceived total prenatal care frou the first
trimester all the way through. Which of the interventions

.referred to in your testimony is reasonably likely to have

some beneficial effect on pregnancy outcomes for this latter
group of blaeck women? o . .

on or before the close of business
appreciate your continued
E complet, #f our investigat.on.

John D,

Chairman
Subcommittee on
Oversight and Investigations
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Dr. Carolyne K. Davis

Administrator

Health Care Financing Administration '
Departnent of Health ard Human Services

200 Independence Avenue, 8., W.

washington, D. C. 20201

Dear Dr. Davis:

At the joint hearing of the Subcommittees on Oversight and
Investigations, and Health and the Environment on infant moztaliti on
March 16, 1984, Beveral Members requested additional information be
supplied for the record. We also require more data to assist the
Subcommittee and to clarify the hearing record. To assure that there
is no misundcrstanding about the information requested, a summary of \.
the information to be provided is as follows:

1. In resgonse to a question by Mr. Sikorski on the
availability of prenatal care services to Medicaid-
eligible women, you responded that "using the
conbination of services from the two pro?ile groups, {t
appears there i&s overal)l ade uacg within states. There
may be geographic areaswithin the states that might
have some access problems". You agreed to check data
available to your agency on the extent to which there
were or were® not gaps. Please respond to the following
questions and include the data on which you base the
answer? .

a. What do the data show with regard to gaps in
gservices available to Medicaid women in need
of prenatal services?

b, 1f data do not exist or are insufficient to
determine where gaps exist and tv specify the
nature of the services needed, please
describe these deficiencies and proposals
from your agency and the Public Health
Service to remedy them.

ERIC
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@, What were you referring to when you said (in
the previously pentioned statement)
"combination of services from the two profile
groups®? what "combination of gervices" and
what are the "two profile groups®?

Medicaid Regqulation 42.447.204 requires that Medicaid
payments "be sufficient to enlist enough providers no

- that gervices under the plans are avaijable ,.,"

a, By what standards does HCFA determine the
sufficiency of payments for this purpoae? -

b. Vhat, if sny, levels ot ;aynent have been
found to b2 insufficient !

c, How does HCFA monitor whether state Medicaid
programs ar. in compliance with the
requlations? Please gummarize the monitoring
method used now and any changea contemplated
to improve it,

d, What does your current surve'llance show with
regard to compliance? PpPlease document.

e, What methods of enforcement are available to -
you to ensure compliance? Please identify
any instances during your tenure at HMPFA
where such enforcement methods have been used

and indicate the results of the
interventions,

What numbers. and to?oétion os wonmen a~d children in
poverty are not covered by Medicaid at present, and for
each yesr that you have been Administ: itor of HCFA?
(Because theiie will be estimates, pleaie show the basis
fo: your calculations and identify the poverty standard

used,)

You indicated thst it would be useful for the Office of
Technology Assessment and the Inst tute of Kedicine to
study ang review the effectivenuss of legislative

programs which are intended to address infant mortality
and the coordination among programs. Please summarize:

a. The questions about which you intend to r ¢

guidance from the Institute of Medicine ui ./or the
Office of Technology Assessment;

291
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b. Your method and timetable for doing so0;
<, The size of HCPA research budget;
d, The HCPA projects reldgﬁd to IMR mince 1980 and

i

thelir -esults; :

e. Any policy changes mizde or contemplated by HCFA
which relate to Medicaid and infant mortality; and

£, Any research on infant mortality contemplated for
the near future.

In his testiwony, Dr, Brandt referred to the success of
the Indian Health Service in its prenatal care program.
Your own agency has participated in a program in -
California (the O.B. Access Project funded by HCFA
Grant #11-P-97223/9-03 and by Evaluation Grant -
$11-P-97578/9-03, to ‘ncrease acceas to quality
prenatal care for Medicaid recipients which has
teported some impressive preliminary evidence on the
program's reduction of low birth weight and infant
mortality rates. You also endoraed EPSDT as a
cost-effective preventive prcjram. Dr. Brandt
iadicated that prenatal care was also cost-effective.
What steps do You intend to take, if any, to increase
utilization of medical services for women and infants
during the first year of life among:

a. Those enrolled in Medicaid but not now
utilizing services as recommended by the
American College of Obstetricians and
Gynecologists and the American College of
Pediatrics;

b. Those eligible for Medicaid but neither
enrolled nor using services aa recommended by
the American College of Obstetricians and
Gyneculogists and the American College of
Pediatrics: and

[-18 Those unable to purchase services as
recommended by the American College of
Obstetricians and Gynecologists and the
American College of pediatrics for pregnant
wonen and infants but who are curreatly
exclgéed from Medicaid despite low income
level.

292
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6.

984

You indicated that nurse-midwives may enhance the
availabili -y of Erenatal services to Medicaid-eligible
women in ~:eas where there are physician shortages or
ﬁh siciane unwilling to wrovide services under

egicaid. Please provide a summary of the evidence
that nurse-midwives are increaaing use by
Medicaid-eligible women of prenatal care. Also,
Jescribe the role b~ing taken or anticipated by HCFA to

- support this development,

You referred to & 1983 Urban Institute Stpdy on .
physician supply. Please provide the full citation and
a copy of it. Also, please summarize the findings and
itsa implications for access to plysician services., If
{ou have taken or intfnd to take any actions based on
his information, please so specify,

Volume III of Securing Access Lo Health Care, published
by the President's Commission for the studg of Ethical
Problems in Medicine and Biomed‘~al and Behavioral
Pesearch (March, 1983) contains & study oy Janet B,
Mitchell and Jeviy Cromwe.l, "Access to Private
Physicians for Public Patients: Participation in
Medicaid and Medicare." This ltud{ shows that OB-G
specialists are among the leaet likely of all :
phyasicians to accept Medicaid patients, and these
physicians spend a relatively low proportion of their
time with Medicaid patients. Please-specify all
efforts taken or anticipated to improve the
participation of these specialists in serving Medicaid
eligible women.,

According to'the testimony of Dr. Brandt and
BZFA-funded and other research which we uave seen,
guality grenntll care can have an impact on reducing

ow birth weight and infant mortality rates., Given the
importance of "quality prenatal care please indicate:

a, To what extent does HCFA or do Stated Medicaid
agencies have data on the content of prenatal
care for which Medicaid pays? FPlease specify
the data nuw available and the steps ’
undertaken or anticipated to f£ill gaps in the
available data.

b. why HCFA has not relied upon the ACOG
standards as has the PHS?

293
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c. The, method and extent to which HCFA now
monitors the quality of services financed by
Medicaidy -
d. The findings as to any deficiencies
identified.
e, What plans have been made or are anticiptaed
hd to improve the monitoring of quality and to
. improve quality where deficiencies have been
or may be identified? . v

: 10. Please describe how you intend to see that HCFA and
o state Medicaid programs take advantage of Public Health
: Service research findings and service delivery
: experience which can contribute to the more effective

. delivery of Medicaid services in the prevention of

] infant mortality.

11. Please summarize and provide the data showing the
number and proportion of Medicaid-eligible women who
deliver each year without:

a. Any prenata. carej}

b, Any prenatal care prior to the third
trimesters

o
w 2, Any prenatal care prior to the second
trimester;
4. Prenatal care mgeting the freguency standards

embodied in the ACOG guidelines: and

e, Prenatal care meeting the quality standards
embodied in the ACOG guidelines.

12. ' Pleasé provide the data for 1982 and 1983 showing:

a. The number of families eligible for Medicaid
each year indieating the magnitude of the
increase or reduction;

b, The number of families enrolled in the
Medicaid program each year indicating the
magnitude of tlie increase or reduction;

<94
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c. The number of women of childbearing age
eligible for Medicaid each year indicating
the magnitude of the increase or reduction;

4. The numb2r of women of childbearing age
enrolled in the Medicaid program each year
indicating the magnitude of the increase ox
teduction; ’

e, The number o0f children eligible for Medicaid
each year indicating the magnitude of the
increase or reduction; and -

f. The number of children enrolled {n the
Medicaid program each year indicating the
magnitude of the increase or teduction.

Please deliver this information on ctr before the cloae of
business, Tuesday, April 17, 1984 to the Subcommittee offices at 2323
Rayburn House Office Building. We will appreciate you! continued
cooperation as we move towari.ee etion of our investigation,

Chairman
Subcommittee on
Oversight and Investigations

JDD:DLem <
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: DEPARTMENT OF HEALTH & HUMAN SERVICES Public Health Service
‘.\ .
dur Ottice of tha Assistent Secretary
for Hualth

Washington DC 20201

AR 1 718
: RECEIVED

. APR 17 1984

. Subtcommit.en on
4

The Honorable John D. Dimgell Ovarsignt and livessgstione
Chaignan
Subcamittee on Ovursight and Investigations
Comittee on Energy and Camerce
House of Representatives
washirgton, D. C. 20515

Dear Mr. Dirgell:
Enclosed are additional materials for the hearirg record
of March 16 which you requested on April 5.

Sincerely,

) D i o

rd N. Brandt, Jr., M.D
ssistant Secretary for Health

-

Enclosures (‘-}

(Note: Certain atiachments referred to hase teen retained in
subcommittee files.)
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Question 1: A brief description about and the fiqure
representing the total amount of money being spent by the
Public Health Service on the education of pregnant women and
teenagers and those who may become pregnant, which 16 intended
to improve pregnancy outcomes including:

{a) the name and citation for each program with which any such
expenditure is associated;

(b) the nature of the activities for which the federal
governmpnt is making the expenditure; and

(c) the expenditure for each program for the fiscal years
1980-1983, the projected expenditures for 1984, and the
expenditures anticipated under che President's 1985 budget
request. .

Answer :

Education is a vital component of prenatal ca.e, and,

therefore, is an integral part of public Health Service
-programs for pregnant women and women Who may become pregnant.,
However, education is rarely separated from these services.
Expenditure data are not usually owvailable for that specific
portion of a project devoted to education. The following
Maternal and (hild Health programs in the Health Resources and
Services Administration (HRSA) include education and counseling .
as essential parts of services, -

Infant Mortality/Infant Health SPRANS Projects

The Subcommittee on Oversight and Investigations

previously requested information ©n the 15% set-aside

(SPRANS) pro,ects of the MCH block relevant to infant

mortal.ty/infe it health. A description of several proiject

areas, together. with a project listing for each of those .
« arens, was provaded to the Chairmman.

The significant »rojects, which were described in the
previous comanication, having educational components

follow:,

ERC 297
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o Improved Pregnancy Outcome ‘(170) Projects These
projects are designed to improve maternal care and
precnancy outcome in selected States which have a high
incidence of infant mortality and teenage pregnancy.

@ The projects are designed to help burild effective
systems of preventive, primary and referral care for
mothers and infants by improving the planning,
promoting, and coordinating of perinatal health
services at the State level, Funding was $13.6 million
in FY 1980, $11.1 million in FY 1981, $4.3 million in
1982, $2.7 million in FY 1983, and $1 million in FY
184, '

o0 Maternal/Perinatal Health Projects These projects are
designed to provide a variety of approaches in health
care delivery which can be utilized to improve maternal
and perinatal health. These approaches focus on such
activities as preventing preterm labor, reducing low
birth weight, promoting breastfeeding, and increasing
community-wide awareness of the importance of early and
continuous pre-hatal care.

o Genetics Program ®There are currently 28 States
: providing genetic services to a Statewide catchment
. area. ‘These service$ include professional and patient
education, screening, diagnosis, counseling and
follow-up for anyone seeking care for, or who is
suspected of having a genetic disorder.

0 Genetics Program Sickle Cell Counseling Two projects
have been awarded ror multi-State programs for the
eduction, screemang and counseling of couples at risk
of having an irfant with Sickle Cell Disease or other
hemoglobinopathies. w

V.

o -Continuing Education in Genetics Four continuing
education awards were made to u, +* che skills and )

¢ knowledge of genetic services by primary care providers
(particularly public health nurses and social
workers), .

2938
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Y] The Family Planning and Adolescent Family Life programs in the
of fice of Population Affairs/OASH alsn provide education and
counseling.

o Family Planning Under title X of the Public Health
Service Act, family planning projects offer A broad “
range or family planning serviges, including education
and counseling. It is impossible to separate out the
fundinmg for education. Thg total appropriation for
. Title X family planning setvices was $162.0 million in
q FY 1980, $161.7 million in FY 1981, $124.2 million in
Fy 1982, $124.1 million in Fy 1983, and $140.0 million
in FY 1984. The President's 1985 Budget request
includes Family Planning in the Primary Care Block
Grant. N

o Adolescent Family Life (AFL) Program The AFL Program
(title XX, PHS Act) funds model demonstration projects

which offer prevention services to non-pregnant teens
and the.r families, and care services to pregnant and
parenting teens, their partners, and family members,
Services that are prov: 1 relating to education
1nclude:

(a) pregnancy testing and maternity counseling:

(b) adyption counseling and referral services which
present adoption as an option for preghant
adolescents;

{c) nutrition information and counseling;

(d) educational services relating to family life and
problems agsociated with adolescent premarital
sexual relations; -

(e) appropriate educational and vocational services
and referral to such services;

(f) counséling for the immediate and extended family o
members of the eligible persor;

There 15 no breakdown of the funds spent solely for

education of pregnant teenagers, Expenditures for the

AFL program have been $10.0 million in FY 1982, $12.1

million in FY 1983, $14.8 million in FY 1984, For FY .
1985, the requested level is $13.1 million. '

K 299 o
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Other PHS éducatxon activities i1nclude

.',“’,

o Alcohol and Pregnancy Education Campaign/Natinnal

Institute on Alcohol Abuse and Alcoholism: A mass

media/community intervention public education campaign
was initiated 1n 1982°to warn women of childbearing age
of the risks associated with the consumption of alcohol

" during pregnancy. Three TV public service

announcemernts, posters, pamphlets, and brochyges were
developed and disueminated through State Alcohol
Authorities for implementation of the campaign at the
State and 1ncal level. An evaluation of the campaign
demonstrated success in reaching women with these B
warnings. More than $10 million worth of air time was
donated by the private sector for broadcast of these
messages, Twenty percant of the public service

messages were aired during prime time viewing. The N

niessgges contained in these broadcasts and print
materi1als are still relevant and can be used to
supplement other fetal alcohol syndrome-related
activities, Campaign fun‘ing was $400,00 in FY 1982.

In addition, a series of publications on alcchol use
during pregnancy are actively promoted through States
for use with limited English-Speaking persons, those
with limited levels of literacy, and teenagers.

Funding for this effort in rY 1982-83 was $90,000; the
effort will be continued and strengthened in FY 1984-85,

Healthy Mothers, Healthy Babies Coalition/Office of
Public Affairs/OASH: The Public Health Service was one
of the founders, and is the major coordinator of the
Coaltion, an informal association of more than 60
professional, voluntary, and government organizations

with a comnon interest in prenatal and infant health.

(A listing of national members 1s attached). The
purpose of the Coalition is to foster public educacion
efforts for pregnant women through collaborative
actiyities and sharing of infcrmation and resources.
In response to needs i1dentified by national Ooalition
menbers, the Public Health Service has developed a
numbet of educational materials including directories
of prenatal education materials and programs, radio
public service announcements, newspaper columns,
exhibits, and a series of posters and i1nformation cards
for low income women. Two market t-search studies have
been completed to Suppert the development of aquuonal
N ¢

o
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educational programs for low income women bY the
Coalition, Television and other new materials will be
distributed primarily through State Coalition chapters
now being formed. runding for FY 1982 was $150,000,
for Fy 1983, $60,000 and Fy 1984, $95,000.

o Prenatal Care Publication The Maternal and Child
Healtl, Program, HRSA, hag a long history of development
and publication of educational and informational .
raterials. A listing of current publications available .
through its clearinghouse is attached. Many of these
publications deal directly or iadirectly with
information bearing on pregnancy, prenatal care, infant
carc and the like. Perhaps most directly significant
is the publication, Prenatal Care. Prenatal Care, one
of the most popular publications distributed by the ¢
Government Printing Office (GPO), 1s intended to
provide women current information about the process of
preynancy, chilabirth, and the newborn and about cate
related to these critical processes in stages of
development. An initial distribution of over 40,000
copies of the latest edition to State MCH agencies 18
expected to be completed in May. A Spanish lanjuage
edition 18 planned for later this year. One hundred
thousane. copies will be available thrzough the National
Maternal and Child Health Clearinghouse, and will be
available through purchase from the GPO. In addition,
3 number of State and local agencies and several
commercial firms have requested and have been provided .
use of the printer's negative to print their own copies.

o Other Publications for Pregnant Women These include
public/patient educacion materials for distribution
primarily through physicians' offices and clinics.
Titles inciude Pregnancy Basis, Facts About Premature
Birch, Facts About Down Syndrome for Vomen over 35,
Caesarean Childbarth, Little Babies: Born Too Soon,
Born Too Small, Factg About Pregnancy and Smoking.
Funding for FY 1980-85 for such publications averages
$60,000 per year. r"
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Question 2: In response to the question from Mr. .eland

e regarding the amount of federal funding for education to
improve pregnarcy outcomes you stated, ".,.., 1 am sorry you are
distressed, I don't have that figure, but I think it 18
important to measure your programs by effectiveness, not just
dollars in the first place." Plense describe those other
"important measures" including:

(a) a narrative description of the evaluation mechanisms used
to measure the effectiveness of programs listed in the
answer to question $1 above;

‘ {b) identification of the division or office of the federal
government respunsible for implementing each evaluation;

(c) the results oc any such evaluations of programs listed in
rosponse to question ¢l above for all years beginning with
1980 (if the material is voluminous, please provide
summaries and citations rather than the full text until
further notice); and

(d) a status report on any such evaluations which are in
progress in any stage, no matter how preliminary, but not
yet completed and available to i1nclude in response to
#2(c) above. -

Answer :

o Maternal and Child Health/Improved Pregnancy Outcome
b We believe one measure of the effectiveness of our
proyrams 1s the continued reduction in infant mortality
rates. Evaluation of a multi-faceted program is
extremely complex, however, the continued i1mprovement
in outcome shouid suggest a positive effect of our
education activities,

There have been several evaluation studies completed
prior to 1980 which have focused on a variety of
maternal and child health services and programs. These
studies can be provided to the Subcommittee upon
request.,

Since 1980,a major study has been completed dealing
with improved pregnancy outcomes. This study, entitled
*Measuring the Impact of Community Health Centers on
Pregnancy Qutcome* was completed in October 1982. The
evaluation, conducted by Abt Associates (Contract No.
240-81-0041), was corceived as a small scale study
which would use detailed data in one urban area to
examine the impact of the Community Health Center (CHC)
program, HRSGA, on Pregnancy outcomes.

Q 302
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Baltimore was selected as the site of the study because
large sections of the city are designated medically
underserved areas with six CHCS serving these
sections. In addition, Baltimore CHCs have received
funds to implement a sophisticated prenatal care data
collection system called CHIPS (Commumity Health
Information Prenatal System). 1The basic study design
was to compare CHC users with non-users to assess the
nature of the impact of the CHCs on pregnancy outcome.

The findings of the numerous analyses performed
indicate that when comparing CHCs with other
instiwutional care givers (i.e., health departments ang
hospital clinics) the CHCs did not perform either
better or worse., That 18 to say that within the group
of women studied (black inner city women) and
controlling for medical obstetrical factors, it
appeared that care at CHCs results in outcomes equal to
those achieved for similar women who used other
institutional sources of care. Thus, the major finding
involved the determination thzl care in CHCs was equal
to that of other institutional care givers. Although
cost containment issues were not part of the study, it
was observed that CHCs were providing care with
comparable outcomes at lower cost.

There are two other evaluation studies dealing with
maternal and child health services which are currently
being carried out by private contractors. The first,
entitled *An Evaluation of the Dissemination and
Adoption of Findings Generated by a Study Supporced by
the MCH Research Grants Program," 18 being conducted by
the Human Interaction Research Institute (Contract No,
240-83-0107). The study 1s to culmnate in the
development of a manual containing a systematic
exposition of what has to be done to effectively
implement findings from projects supported by the MCH
Research Grants Program.

The Office of Planning, Evaluation, and legislation
(OPEL) 1s the organization responsible for the design
and monitoring of evaluation studies on maternal and
child health services and programs. The OPEL maintains
the responsibility for initial evaluation scudy design
through the development of requests for contracts.
These studies are then carried out by pr:vate sector
organizations who are awarded evaluation contracts in
accordance with competitive bidding procedures.
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ovaluations conducted by other programs include:

o Family Planning/Adolescent Family lLife-Office of

Population Affairs/OASH: Several evaluations of the
effectiveness of ordanized family planning services
have been conducted. Notable Publications from these
evaluation studies are:

M. Chamie and $.K. Henshaw, “The Cost and Benefits of
Government Expenditures for Famly Planning Programs,
*Family Planning Perspectives, 13: 117, 198l.

J. D, Forest, A.I. Hermalin and S.K., Henshaw, *The
Impact of Family Planning Clinic Programs on Adolescent
Pregnancy, "Family Planning Perspectives, 13: 109,
1981

P. Cutright and F.S. Jaffe, Impact of Family Planning

Programs on Fertility: The U.S. Experience, Praeger,
New York, 1977,

The Public Health Service was the primary funder of
these studies; coples are available on request.

Since funds were first appropriated in September 1982,
the AFL projects, which are three-to-five-year model
demonstrations, have only been in operation for
eighteen months, Evaluation of these projects will be
completed at the end of the project's demonstracion
period.

o ‘The Natjonal Institute on Alrohol Abuse and
Alcoholism/Alcohol, Drug Abuse and Mental Health
Administration plans to evaluate the utilization of
research findings on fetal alcohol syndrome to the
field. The study will include OB/GYN clinics. primary
health care settings, and alcohol, drug abuse, and
mental health treatment programs. In addition to
determining the current state-of-practice with regard
to feral alcohol syndrome 1t 1s anticipated that gaps
and barriers in the 1nformation-effective practice
chain will be 1dentified and recommendations made for
future targeted dissemination strategies. Funding will
be $325,000 (est.) 1n FY 1984.

In additioh to formal 2valuation studies, it 1s lmportant
to recognize trends that indicate that the health of
pregnant women and their babies 1s 1mproving. Generally
1t 1s impossible to 1solate which factor in society
rangina from social acceptance to research advarces 1s
responsible for such improvements. However, these trends
provide 1indirect evidence of some pPositive effects. 1In
tecent years, there has been some decline tn the number of
mentally retarded children, for example. This decline may
be due 1n part to increased information about the risk of
Down syndrome babies being born to women over 35 years of
age. Widespread screening programs for PKU and
hypothyroidism have also played an important role. While
certainly the major credit for these advances goes to cthe
research findings, the dissemination of information about
these advances both to professional and lay audiences
plays a role in the spread and acceptance of these
programs.
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Question: 3 The specific basis for your statement that the
Healthy Mothers, Healthy Babies Campaign has been ‘reasonably
successful® as you set out in the following context:

DR. BRANDT: We have worked with the professional
associations making this information widely known to

them. We have warked through the.healthy mothers, healthy
babies campaign to get across to women that they should
seek prenatal care as early as possible and that they
should clearly quit smoking and not drink during
pregnancy, 80 those programs are under way, and I think
are reasonably successful. °

Answer:

The Healthy Mothers, Healthy Babies Coalition, and the
educational campaigns it conducts, have been the result of
enthusiasm, diligent efforts, and a degree of cocperation
between national voluntary, professional and governmental
organizations unusual in the maternal and healch--or any
other--area of health. More than 60 organizations representing
disparate audiences and points of view have joined forces in a
ustained (until 1990) commitment to improve educational )
projrams for pregnant women and women who may become pregnant.
Indicators of success for these programs undertaken in the last
two years include: very positive reception to radio gpots,
produced by the Public Health Service and distributed by local
chapters of the March of Dimes {chapters reported greater
demand for these spots than for any prevaously offered, and the
March of Dimes has reissued them ‘> additional times to meet
the demand); posters and cards for low income clinics, produced
by the Public Health Service jointly with the American College
of Obstetrics and Gynecology, the March of Dimes, the Licensed
Beverage Information Council, Gerber Foods, and the American
Council of Drug Education (1n addition to the series being
almost immediately "sold out® to low income clinics, the volume
of p.sitive letters received from this project by the PHS far
exceeds normal response); "Coalition-building® materials
ptoduced by the Public Health Service with the Departments of
Agriculture and Education, the Alliance for Perinatal Research
and Services, and the American Oollege of Obstetrics and
Gynecology to encourage the establishment of State Coalition
chapters (in cooperation with the National Governors
Association support for a Healthy Mothers, Healthy Babies Month
in each State); and the level of activity within the States to
further national coalition efforts {more than 1500 State
contacts are now working with the Natione! Coalition).,
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Question 4: A copy of any document, published or released to
the public in any way prior te Harch 16, 1984, 1n which the
projected failure to meet the Su'.geon General's obje.tives for
1990 of 12 deaths per 1J00 live barths of infants born to
blacks was presented.

Answer :
The documents entitled--

© Statistical Update on Progress
~ Pregnancy and Infant Health Objectives
- Progress Keview - March 29, 1983

0 Highlights of Program activities
- Pregnancy and Iffant Health Objectives
- Progress Review ~ March 1983

were discussed at a department-wide meeting on the Pregnancy
and Infant Health Objectives on March 29, 1983 and subsequently
disseminated to Regional Program Consultants for Maternal and
Child Health (MCH) and to all the State MCH PLogram Directors.
In additina, the documents were distributed to the more than 60
natiocnal professional, voluntary and governmental organizations
and agencies which comprise the healthy Mothers/Healthy Babies
Coalition. The data presented for Objective 4 {Rates of Infant
Mortality for Subgroups) indicated that it would be difficult
to achieve the target for blacks. The recommnendation was to
maintain the target as established and continue efforts to
reduce infant mortality among black infants.

Following the progress review, an article in Public Health
Reports in March-April 1984 (attached) points up the difficuley
in achieving the projected rates and the substantial challenge
facing the Nation to accomplish the goal.
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Question 5: The best and most recent data available on the
number of pregnant women per year who deliver without:

(a)
(b)
(c)

(d)

(e)

any prenatal care; -

any prenatal care prior to third trimester;

any prenatal care prior to the second trimester; and
prenatal care Mmeeting the frequency standards embodied in
the American Oollege of Cbstetrics and Gynecology (ACOG)
guidelines.

prenatsl care meeting the quality guidelines embodied in
the ACOG standards.

Answer:

(a)

(b)

{c)

(d)

(e)

Based on data from 1981 live birth certificates, there
were nearly 50,000 births for which the mother had no
prenatal care (see Table 1), This represents 1.4 percent
of 811 live births, Ameng white live births 1,1 percent
had no prenatal care while among black live births 2.8
percent had no prenacal care.

Including those with no care at all, there were 188,000
live births with no care prior to the 3rd trimester. This
representss 5,2 percent of all live births. The
proportion for whites was 4.3 percent and for blacks 9.0
percent., :

Nearly 860,000 live births had no prenatal care prior to
the 2nd trimester, This represented 23.7 percent of all
1ive bitths. The corresponding proportion for whites was
20.6 percent compared to 37,6 percent for blacks.

There are no national data available which precisely
relate to ACOG guidelines. However, we were able to
prepare a special preliminary tabulation of 1980 barth
certificate data to approximate these guidelines based on
the month prenatal care began, total number of prenatal
visits, and gestation (see Table 2). Unfortunaiely, 31
percent of the birth certificates did not have available
all the information needed to classify prenatal care 1ln
this way (California and New Mexico do not report number
of prenatal wvisits on their births certificates). Of the
live births for which data were available, 66.5 percent
received *adequate® prenatal care (70.3 percent for whites
versus 48.8 perceit for blacks). At the other extreme,
7.5 percent of live births had inadequate care (6.0
percent amorg whites versus 14.6 percent among blacks).

The ~llection of vital statistics 18 a State
respt.sibility. The only information-on birth
certificates regarding prenatal care 1s when prenatal care
began and the number of prenatal visits, Assessim
quality of care 1s a difficult undertaking.

We subscribe to the ACCG standards and have assisted with
their establistment and enccurage all providers of
maternal services to subscribe to them as well. Indead
these standards have been promulgated by federally run
programs such as CHCs and Title V clinics. However,
professional standards are set by the professions
themselves and the States through licensure laws.
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Table ). Live births by montn of pregnancy prenatal care began:
United States 1981

<

Month of pregnancy prenatal care began

No prenatal
Total 1-3 4-6 7-9 care

1

Estimated number® of live births

Totaloveeeenoneooeees 3,629,238 2,769,875 671,062 138,927 49,374

White.oeeoeans veess 2,908,669 2,308,989 475,249 93,798 30,633
Blackeiiieiernnnnnn 587,77 366,957 167,470 36,656 16,714

Percent distribution

Totalevieeeesnsnnnnns 100.0 76.3 18.% 3.8 1.4
White....... Ceeeees 100.0 79.4 16.3 3.2 « 1.1
Black..... cerees oes 100.0 62.4 28.5 6.2 2.8

Births with montn prenatal care began not stated (2.5 percent of total, 2.3
percent of wnite and 2.5 percent of black birtns) are allocated according to
the distribution of those with known month, .

SOURCE: National Center for Health Statistics: Data computed by the Divis.un
of Analysis from data compiled by tne Division of Vital Statistics.
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Table 2. Adequacy of prenatal care1 among mothers
with live births: United States, 1980

Race
Prenatal care
index
) Al .
races White Black
’ Percent of live birtns2
LY -+ 117 € 66.5 70.3 48.8
Intermediate.eeeverererenrennes 25.9 23.7 36.6
Inadequate..eerevreerrnnsoneses 7.5 6.0 14.6

N

1Adequacy of prenatal care is measured using an index which takes into account
gestation, numper of prenatal visits, and month prenatal care began. Details’
of the index are descrioed in the report: Kessner OM, et. al.: Infant Death,
An Analysis by Maternal Risk and Kealth Carc. Institute of Medicine, National
Academy of Sciences, Washington, D.C., 1973.

eTne table excludes 31 percent of live births pecause one or more of the data
items necded to calculate the prenatal care index are missing., Births
occurring in certain States are excluded because of missing data. California
and New Mexico do not report number of prenatal visits; and Connecticut and
New Mexico do not report gestation.

' SOURCE: HNational Center for Health Statistics: Data computed by the Division
of Analysis from data compiled by the Divisfon of Vital Statistics.

NOTE: Tnese data are preliminary and subject to revision.
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Question 6: A summary of the content of information the Public
Health Service could provide to the Health Care Financing
Administration which might enhance the use of Medicaid funds to
improve pregnancy outcomes for eligible mothers and babies.

Answer :

The PHS and HCFA have collaborated for several years on
mechanisms to enhance the use of Medicaid funds to improve
pregnarcy outcome for eligible mothers and babies.
Considerable effort has been devoted to implementing
interagercy agreement$ and providing technical assistance to
the Ctate Health-Departments ard Medicaid agencies. PHS and
HCFA are jointly developing information for use by State
agencies in the delivery of services related to pregnancy and
infant health.

An area which will be expanded is data and information. PHS
and HCFA have discussed the issuance of guidance on the
positive rimpact of early prenatal care, the early
identificatiop of high-risk pregnant women and infants,
standards of care, and the comprehensiveness of health care
services.

The ongo1ng collaborative effort between HCFA and PHS, with

pregnancy and infant health as a mutual high priority, provides
a vehicle to improve pregnancy outcome for the Mation,
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Question 7: Please clarify he position of the Department of Health and Human
Services as to:

{a) Which categories of infommation, when give to the committee, should
be handled with special cares and

{b) which classes of information, if any, are to ve restricted fram
transfer to this Camittee,

Pleawe cite legal authorities supportiny the position of the Department.

Answers

{a) It would be impossible to categorize in advance all the ¥ypes of
information that the Department might request.the Committee to handle
with special care, Any information exempt from the disclosure
reguirements of the Freedom of Information Act may be sufficiently
confidential to warrant a request by the Department that the
information not be further disseminated by the Cannittee. Such
information might include, but would not be limited to, information
the disclosure of which wouid constitute an unwarranted imvasion of
personal privacy, trade secret information, attorney=client
information, and inter-or intra-agency correspondence.

{b) A number of statutes restrict the Department's ability to release
certair categories of information and provide no exception fram those
restristions in the case of requests fram Corgressional Committees.
whether or rot release of the information covered by thone statuies
would be permitted in any particular case would require a camplete
analysis of the circumstances surraunding the information and the
Camittee's request. Those Statutes are:

Food, brug, ard Cosmetic Act, section 301()),
21 U.S.C, 331(J)

Public Health Service Act, section 303(a),
42 U.S.C. 242a{a)--Mental Health Research

Public Health Service Act, section 308(d),
42 U.5.C, 242m{d)-—Health Research anrd
statistical Activities

Canprehensive Alcchol Abuse and Alcoholism
prevention, Treatment, and Rehabilitation .
Act of 1970, section 333, 42 U.S.C. -582

Drug Abuse Prevention, Treatment anc
Rehabilitation Act, section 408, 21 U.S.C. 1175

18 U.6.C. 1905--Trade Secrets

UMB Circular A-10 requires executive agencies to withold all budgetary
information prior to transmittal to the Conyress by the President of the
budge' to which 1t pertains. Under OMB Circular A-10, budgetary information
incluges, but 1S not limited to, agency budget submissions, requests,
recarmendations, supporting material and similar camunications.
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Question 8: Citations for any studies which link birth weight to lack of
incame of the mother or econamic depression affecting the household in which
the mother lives.

Ancver:
Lewis R, Charles M, and Patwary KM. Relationships between birth weight and
selected social, enviromental and medical care factors. Amgrican Journal of

Public Health 63 {11):973~981, November 1973.

Gortmaker SL. Poverty d infant mortality in the United States. Amricen
Sociolegical Review 44:280-297, April 1979,

Struenirg EL, Rabkin JG, Cohen P, Raabe G, Muhlin GL, and Cohen J. Family,
ethnic and econamic jwlicators of low birth weight and infint mortality: A
soc.al area analysis. Annals New York Academy of Science 218:87-107, 1973.

Garn SM, Shaw HA, McCabe KD. Effects of socioceconomic status and race on
weight-defined and gestational prematurity *in the United States, in DM Reed,
FJ Stanley (eds): The Epidemioloyy of prematurity. Baltimore-Munich. Urban
and Schwarzenberg, 1977. pp 127-143,

%hapiro S, Schlesimger 'EP, and Nesbitt, Jr. REL., Infant, perinatal, maternal
ard childhood mortality in the United States. Boston. Harvard University
Press, 1964.

Rrocks CH. Path analyses of socioeconanic correlates of county infant
mortality rates, Int. J. Health Serv, 5:499, 1955,

Ashford JR, et. al. Analysis of variations in perinatel mortality amongst
local authorities in England and Wales. Int. J. Epid. 2:31, 1973.

Mayer AJ, Marks RV. Differentials in infant mortality by race, econamic level
and cause of death for Detroit: 1940 and 1950. Hum. Bio. 26:143, 1954.

Shapiro 8, et. al., Prematurity and perinatal mortality in New York City and
HIp, American Journal of Public Health 48:170, 1958 and 50:1304, 1960.

Friedman JJ. Sturctural constraints on canmnity action: the case of infant
mortality rates, Social Problems, Fall 1973.

Shah FK and Abbey H, Effects of same factors on neopatal and postnheonatal °
mortality. MMFQ 49:33, 1971,

"Pakter J and Nelson F. Factors in the unprecedented decline in infant .

mortality in New York City. Bull., N.Y. Acad. Med. 50:839, 1974, ”~

Brenner MH. Fetal, infant, and maternal nortality during periods of econrmic
instability., Int. J. of Health Services 3(2):1145~159, 1973,

Kehrer BH and Wolin CM. Impact of incame maintenance on low birth weight:
Evidence fram the Gary Experiment. The J. of Human Resources XIV(4):434-462,
Fall 1979. :

Brooks CH. Infant mortality in SMSAs before Medicaid: Test of a causal
mociel.  Health Services Research pp. 3-15, Spring 1978, 4

Arderson JG. Constructing causal models: Problems of units of analysis,
agyregation, and specification. Health Services Research pp. 50-60,
Spriny 1978.

Brooks CH., Reply to "Constructing causal models: Proplems of units of
analysis, aggregation, and specification.” Health Services Research ’
pp. 305-325, Fall 1978,

Bross DS and Shapiro S. Direct and indirect associations of five factors with
infant mortality. Am. J. of Epidemiology 115(1):78~81, January 1982,

Stockwell BEG and Wicks JW. Socioeconamic differentials in infant mortality.
Final Report, Grant MC-R-390452-01-0, Available through National Technical
Information Service, U.S. Department of Cammerce, Sprimgfield, Vvirginia.
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Ouestion 9: The most recent infant mortality rates for Hispanics to campare
to the rates for Blacks ard Whites which were presented at the hearing.

Answer:

National data on infant mortality rates for Hispanics are unavailable since
many States do not code ethnicity on the birth or death certificate. However,
Table 3 (attached) shows the percent low birth weight oy Hispanic origin of

N

It is of interest to note that the incidence of luw birth weight for Mexicans,
Cubans, Central and South Americans is about the same as that for the v’ ite
population. Only pPuerto Ricans and "other and unknown Hispanics" have .
higher incidence of low.birth weight than whites. However, low birth weight
incidence among Puerto Ricans is still substantially lower than the incidence
of low Firth weight among blacks.

We wore able to obtain infant mortality rates for Hispanics in the two States
with the largest Hispanic populations, California and Texas {see Table 4
attached). These data show a 10 percent excess infant mortality rate amorg
Hispanics: in California and a 20 percent excess among Hispanics in Texas.
Once again, however, both Hispanic rates were substantially lower than the
correspording rates for black infants.

Table 3. Percent of live births below 2500 grams by Hispanic -
origin of mother, and by race of child for mothers of
non-Hispanic origin: Total of 22 reporting States, 1981

ATY DIPNS. c et istarsrvressonosnsnannsensssonsoonsnsssans

AT] Hispanic origine.eecessseerceeeesennns Ceeevieiasanss
Mexican...eeeeenns. sesenane T T T,
Puerto Rican....... DRI T S
CUDAN. sttt siitentasaerenoiesnsnnssoitnrssnnsesnsones
"Central and South AMEriCAN..eeeiesroneronnnnssnsernnns
Other angd UNKNOWN HiSPaNiC.eeeeseecosnnssoronennsssnns

NGO U (-3
. .

ATY NON-HISPaNTC..usssneensasoosnssensonsssnsonnssannnns

Hn]tellll...l.ll....llll.'l..l.l..l.l.I....'.l...l'Il.

oo ONTO O -~ oo

[
N~
.

BlaCK .ttt eseesnnnresnosennannsnossnnsansoassnsnsanse

+

SOURCE: Division of Vital Sta%istics. National Center for Health Statistics.
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Table 4. Infant mortality rates for Hispan{cs and Non-Hispanics in
California ana Texas

Californial Texas3
1980 1981 1982 1980 lesl 1982
Infant aeaths per 1060 live birtns
White, non-Spanish
SUMNAME. esuvnevensssnss 9.5 8.9 .- . 10.6 10.0 8.2
White, Spanish
SUrNAME.evvannnvseneess 102 ‘9.8 — 11.8 11.8 1l.1
Blackesseesessnrerronnnes 16,7 17.2 --- - ——- ~u-
16.0

NOMWNTLEe v e nvnevnnenennns  ame - - 19.0 17.6

Icalifornia is first in the Nation and Texas is second in the Nation for
number of Hispanic bfrtns.

2The infant mortality rate is calculated using .a birth cohort file consisting

of linked birth and death records, that is, an infant's birth certificate is

matched with that same infant's death certificate. This match can be made
proviced an infant born in California to resident parents also dies there.

Race of the infant is determined from the birth certificate. Spanish surname

1S determined by the infant's surname as listed on the birth certificate.

3The 1nfant mortality rate is calculated in the usual manner using unlinked
birth and Jeath records. For live births, Spanish Surname is determined by

-

the infant's or mother's surname on the birth certificate; for deaths, Spanish

surname is Jetermined by the infant's surname on the death certificate.

SOURCE: Personal communication with Ms. Michiko Tashire, Center for Health

Statistics, California State Department of Health Services and Mr. William
Barr1ng§on, Director, Division of Statistical Services, Bureau of Vital
Statistics, Texas Department of Health,
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Question 10t Your view of the cont::irution the task force on the health
status of black Americans, cRaired by Dr. Malone, can provide in the a. of
infant mortality,

Arswers

As anphasized by Secretary Heckler in establishing the Task Force on Black and
Minority Health, the dramatic and tragically high rate of infant mortality
among minorities merits special attention. The Task Force, created in
response to this and other persistent disparities between black and white
health status, is unique as a coordinated Department-wide approach to minority -
health needs. At the initial meetingy of the Task Force on April 11, 1984,
Secretary Heckler charged the members to review all available data on health
status, to assess the tull range of DHHS resources related to minority health,
ard to make recamendations for new approaches through which Federal programs
_ might improve health among minority Americans. v

In the specific area of infant mortality, the Task Force can contribute by
recamending innovative ways of channeling Departimental rescurces tO have an
impact on improving the perinatal health of minorities. To accamplish this,
the Task Force will examine data fram other and more specialized scurces than
reported in Health, U.S., 1983, includimg regional surveys and detailed
demoyraphic profiles, which might suggest areas of greatest need and potential
change. Research being conducted or supperted un infant mortality will be
reviewed by the Task Force and recammendations stould be forthcaming for the
most pramising areas. It is also anticipated t at the Task Force will obtain
and consider the views of the external cammunity concerned with infant health
thraugh workshops, regional hearings, and consultation with minority leaders
and professionals. These efforts should serve to accelerate progress toward
the goal of increasimg the proportion of healthy babies born to black and
other minority mothers.

Question 11t The source of funds to support the work of the new task force
chaired by Dr. Malone.

Answer:

The Task Force on Black and Minority Health, chaired by Dr. Malone, will be
funded initially fram dlready existing Departmental appropriations tor fiscal

year 1984 through an assesgment of participating DHHS camponents. A similar
mechanlam js anticipated for fiscal year 1985.

© eam e e e
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Question 12: The statistical basis for your statament "st.1l if we project on
the base of current data the black infant mortality rate will cane down faster
than the white,"”

Answar:

My statement was 1ntended to simplify a camplex situation. 1In 1981, the last
year for which race-specific uata is available, the infant mortality rates for
whites was 10.5 and our projection for 1990 is 6.8, a decrease of 3.7
deaths/1000 live births, The camparable data for blacks is 2040 in 1981 and
13.5 in 1990, a drop of 6.5 deaths per 1000 live births, Hence, on the
average over this 9 year period, there will be a decrease of 0.72 deaths/year
for blacks campared to 0,41 deaths/year for whites. On the other hand, the
logarithmic model used for these projections based upon the 1970-81 data
irdicates a ysarly decrease of 5.0 percent for whites and a ¢.2 percent for
blacks. :

Question 13: During the hearing you testified that "If you take a graup of
canparable rlack women and white wamen who are college educated, married,
ruceiving total prerctal care fram first trimester all the way thraugh, the
rate of infant mortality is still twice as high in black wamen.™ Dr.
Alexander pointed out in her testimony later in the hearirg that there is a
significant difference between the rates of low birth weight and infant
mortality for the black wamen you described and those with lower incomes,
lower levels of education, who may not be married and who are far less likely
to have ruceived total prenatal care from the first trimester all the way
through. Wwhich of the interventions referred to in your testimony is
reasonably likely to have same beneficial effect on pregnancy outcames for
this latter graup of black wamcn?

Answer:

First, the rate I was discussing was low birth weight not infant mortality
rate. What 1 said inmy written testimony was that hased on an analysis of
1981 birth certificate data, the rate of low birth weight amony the lowest
risk group-~colleqe educated married women, age 25-29, having their secord
child, who began prenatal care in the first trimester--was estimated to be 2,3
for whites and 5.6 for blacks. This differential contimnues for the graup of
women mentioned by Dr. Alexarder. For example, the rates of low birth weight
for those wamen not ¢ampleting high school, unmarried, with no prenatal care,
either young or old with high or low parity were 9.6 for whites and 14.6 for
blacks. I would expect that the full rarmge of interventions and activities I
recounted in my testimony are likely to be of some benefit in reducing low
birth weight. I would repeat, however, that we need more 1nvestigation into
the whole area of preventinn of low birth weight in order to understand how to
target cur efforts to resolve the black/white disparity.
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ARTICLES—PREVENTION

Pregnancy and Infant Health:
Progress Toward the 1980
Objectives

ANN M. KOONTZ, DiPH

1% Kaoarz i a wpeviahal i maternity care «nd vervives, Divi
\ioa of Maternat and (1 ad Health. Bureau of Healih Care Delwery
and Annake. Health Resources amd Services Adminnieation
The tollowing persom have coatibyted program mformatin foe
s report e Vinve | Hutclom and Mary C Fgan of the
Thasmns oof Maternal and Chitd Health. Dy Rubert C Kreuzburg of
the Indian Health Service. [ Paul ) Plaek of the Natonal Centsr
toe Health Statnins . Dr Ciodtrey P Oaktey. )0 . of the Cenlen foe
Dreaw Contsol. and Dr Sumnet J - Yaffe ol the Natinnal Imtaute
of Child Heslth and Human Developnwent

Teanbevt requests to Dr Koontz. Rm 623, Parklawn Bldg .
SHIR) Fishers Lane. Rowkville, Md 20887

SYNOPSIB ... .ivvviiiiiiiiiiiiiiiiiii i,

Anring all inlants a healthy stact tn ife and enhane.
g the hralth of thewr mothers are goals of the Public
Heulth Serace s health promonon dand (lisease preven-
rm wnnaine The |3 prioray objecnves selected for the
pregnancs and wfunt health area of the unnative focus
on limering wfunt, neonatl. and permatal mortaliy

nates. reducing the nember of low-birth-weight infunts,
wmpraving the health care of preguunt women and -
fums through regronalized pertatal care svstems and
comprehensive primary care services, encouraging early
prenatal care and healthy lifestvles 1n pregiiney, and
targenng the fuctors and pupaletions assoctated with
heutlth rish.

Although considerable progress hus been made in this
century tn lowesing the infamt marwality rare. wfunts
connnae to die at a higher rate than members of uny
other uge category ander 60 vears. and bluck wifums dre
at almast twice the rdte of white infanis. To lower these
high n ality rates, the private. public. and voluniary
sectors s .oe couperated in new approaches te permatal
and mfant health that have alrendy produced vome e
cenraging resualts. Recent dera, fur evample. undiate
thet the prierity objective of anversal screemng af new
borns Jor treatable metabolic disorders lus alreudy been
avhieved and that the wrget fof neonatal and wfant
mortaliry rates conld be reached edarlie: than 1941 Subs
stannal challenges, however. he alead o the current
ravial und ethme differennals evident w the rates for
prenatol care registration. low birsh-weight bubies. aml
maternal and infant murtahity are 1o be elmnated

Tm UINITE D STALTS HAS MADE GREAT ADVANCES
since the tum of the century in improving maternal and
child health The US intant mortality rate hus dechined
from tnore than YU tntant deaths per 1000 hve births in
the catly 1908 10 12 6 per 1.0000n 198112 Dunng
the same peniod, the rate of maternal deaths due to
complcations of pregnancy, childhirth, and the puer-
periym fell front more than 700 per 100 000 tive births to
9 2 per HXLOOO, a3 remarkable decrease 17 23

There 1s increasing recognition that positive health
behastor aitd the averdaniee of hazards at the beginning
ol life can lead th elong benetits for mothers, children,
tamihes, amd the nation Through application of the
hnowledge and technology already available. o large
proporion of the most burdersome maternal and child
health problenis can be presented or anichorated We
hpow . howeser. that sigmticant gaps continue I ¢uast
between what v known and what s practiced i ol
wolors of the health care systemy Presentive health care
wivies and health pomston actisabies sl are ned as
aceesstble nor as broadly wsed as they shouid be
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Because ul these circumstances, pregnancy and anfant
health 1s 1 of the |5 pnunty arcas that have been identi-
fted for the Puhlie Health Service's health promotion and
dinease prevention intalive (3) There are at feast 52
mitlon women of reproductive age 1n the United States
today In 1980, women 1n this age gnwup gave birthto 3 &
mutlion live and tnore than 32,000 stillbom infants 14 and
unpublished data from the Natwnal Center for Health
Stalsties) Prenatal care was begun n the first trunester
of pregnancy by 79 3 pervent of the white mothers and
62 7 percent of the black mothen, but niore than 46,000
muthens revetved no prenatal care t4) Three hundred
thirty-four wonten died trom contplicatiuns 11 preg:
nancy, childbirth, and the puerpentunt 12t Of the 1 6
million ntandy borm alive 10 1980, ore than 45100
died betore their tirst birthday., two-f nrds o these deaths
wocurred dunng the neanatal period (from bieth up o but
nut inluding the 28th day of hter ()

Mapr causes of death within the aconatal persod include
congenstal anomalies. respiratury distress syndrome.
short gestation and low birth weght, and nuaemal com-

gy
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plic sions of pregnaney  Deaths an the postneonatut pe
riod Thrarm 28 days of lite up o but not including | year
of ageld are due to congemital anomiabies, sudden inlant
death syndnume . acvdents. and infectious discases (2.9)
Infanis dic gt a 1ar greater rale than menibens w any other
age catepory up o & years, gnd the rate for hlach inlanis
I glmost wice that tor white infants (2)

Birth weaght 1 o sigmilicant predictor of infant mor-
tality and nmorbudity such oy developmoa Solays and
congenttyl apanest « Lower birth weights are aswxt
ated with hagher nhy o [UKD, there were more than
2420060 i burth-weight bahies tless than 2,500 gmy,
ol ahon swre than 0000 were of very low hirth
weight tless than 1,800 gmy Proporhons of luwhirth.
weight anlants are higher airong hlacas. young teen-
agers, and womnen i their forties 41 Smobng cigareftes
and drinking alcohol during pregnancy contibule sigmil-
wantly to the incdence o low rtheweaght inlants

1990 Priority Objectives for Pregnancy and
. infan! Health

improved health status

By 1990 the national antant mwntahity rale tdeaths tor alt
bahics up 1o T vean od ager shouhd e seduoed Reneonwre than 9
degihs puor 10080 lne it

2 By 1990 the acanatal death rate 1dvaths g atl inlants wp to
28 davs ably shauhd e reduced 1o o aiae than ¢S deaths per
I e bintha

Uy 19 b peninaal death rdate shoshd be redueed oo
nwre than € 4 pet 1

4 Hy PR pccGumie aind et o ethine group ot the
populaist ac po blad Hispaon Anwercan Indant should
have an pnlant mottafay zare meacess ol 12 deaths per 1000
e hrths

S By 1R dhe matemal anrlabiy Tale shoull o caeeed S
e W0 O five B othe Jar any couniy o for any eiline prosp
v e hiach Hispanic Aaneacan bhndaang

Reduced risk tactors

A By 1A faw Mith o weipht pabies iless than 2 SO0 prama
showhd Conshitute Aot msre than $ peicent s all e tirths
TOHy B e Gwnie amd o raoiad or ethne grogp o the
papulatien dc g Mk Hivpune Amencan Indina shinkt
fuve arab ol Bew tadhoweipht salanis Fprematuic b borp asud
sl b are mignie wephmg e than b 8 piamsa that
Vil B opwioont ot alt ive birthe

X By AWK e mupny of snlants ald feave hospitals in
Lt agfoie carneie

'

SOERCT Relepom

Progress Toward 1890 Objectives

Based on dennfied problems and needs. 3 objectives
wer? welected as the nutional priordy i the pregnancy
and infanl health imbiatine tswee boxt Note that accons:
plishment of these ubjectives demands effarts eatending
heyond federally sponsored pragranis The private sector
ol medicine and of the other health professions, husiness
and 1industry. eduvational institutions, and the publw are
all mvolved The bamic approach s o assist ¥ ates and
communities by.

o Helping Wdertsfy at-nisk groups and undererved areas
o Targeting resources and specialized services

¢ Increasing professional consultation and technical as.
sivfance -
o Latahlishing n information hase through research and

epdemisiopie studies

Incrassed public-profassional swareness

Y By 1990 XS percent of womnen of viildbearing ape choulld
bt ahle o chorose Toads wisehy aslate special asthifional necds
W pregnanay Tand understand the hazards of smubang aloahal.
pharitidgu culial prawucis and o'net drugs during pregnancy and
factaion

Improved sarvices-protection

1L By 19 virtuably all wonken and intanis should b senved
at fevels appuapaiate tn then need by a eegnalized gsiem ol
pramgry scumdary and leriany care fur prenatal mgternal and
peninated health serviees

L By 1990 ghe propurtinn of wiknen in afy WunEY o 1éal
i cthnn proup ie g black Hispamc - Afwnican Indiant wha
oblain no preratal caie dunng the int inniesier of pregnaney
shoatd nust ¢weed HT peneent

12 By 1990, vinugih aff newburps should by areened o
mclabedie drvxders tar which eftes e and etlnowent tesis and
beainents are avadabie e p o PR and congenital ke
shy s

TV Hy 19 vartually ol intanis shoutd Be shic o patopate
in prinary health caee that inctudes welt child care growth
dovelupuinl sssovsiient somsmzgiion. soecening diapfisisis
wnd rrdrinent by combisas reguanng sl senves approe
prale counschiag e pardhing numism. aufomobile sadcly amd
proseniion of other aoodenis sech as fessenings

Much-Agret 1994 Voi 89 Mo 3 (84
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s Improving public and professional education
e Cuordinating the programs and services psovided by
the private. public. and voluntary sectors.

Tabie 1 US inlanl, neonatal, and pOsneanalal mortaity (ales.
1960, 1970. 1580 and twrgeled rates lor 1990, with percent-
age datnd of [ i deatha
Mo ty Porcompe o
You and e prowp -—' ot deeiny
1960
Intant 20 1000
Neonatal . - a7 719
Posineonatal . 73 281
1970
ledant . 200 1000
Neonatsl . 151 %56
Postneonalal 49 4.5
1980
Infant 126 100.0
Neonatal 85 675
Posmeonatal 441 RS
Targeted 1990
inant 90 100 0
Neonatal L] na
Postneonalal A 25 277

* Destv pae * 000 dre e
SOUNCE Netons Cennt kr Heplth Statioce

Tabie 2 Percentage reduction it U S mtant. neonatal. and post-
neongial mortakly rates. 1960-70 and 1970--80. with tageted
reducton for 1980-90

In many instances, the activities underway contribute
to the achicvement of more than vne objective because
the objectives are mteirelated  Examples of these ac-
tivities will be presented in the discussion of the progress
being made toward ochievement of the 1990 targets for
cach of the objectives for pregnancy wd tnfant health.

Improving Perinatal Health

Improvement of perinatal health ts the goal of the
objectives pertaining to the reproductive continuum. Ob-
jectives 1. 2. and 3 are aimed at reducing the incidence
rates of infant. neonatal. and.perinatal deaths. Data from
the Nationsl Center for Health Statistics (NCHS reveal a
declining infant mortality rate and show that recent pro-
gress has been greater for the neonatal peniod than for the
postneonatal period (tables 1 and 2). Data on the trends
in nfant anl neonatal mortality indicate that these goals
may be reached before 1990. The perinatal mortality rate
includes events b fore and after birth and ts defineg as
the number of fetal deuths at 28 or more weeks of
gestation (late fetal deaths) plus the number of neonatal
deaths of infunts under 7 days of age per 1.0(0 live hirths
plus late fetal deaths. Tahies ¥ and 4 show that the rate of
fetal deaths 18 declining but not as sharply as the rate of
deaths of infants under 7 day of age Because deaths at
under 7 days of age contnbute to both the perinatal and
neonatal mortality rates. achieving the tatget ol 5.5 for
pernatal mortality in 1990 may be unrealistic given the
goal of 6.5 for the neonatal mortality rate. If. for exim-
ple. 75 percent of the projected rate for neonatal deaths is
the result of deaths of nfants under 7 days of age (a

- acson Targeted conservative estimate from the 82 S percent in 1980). the

——— e redxton tate of deaths of nfunts under 7 days of age would be

akiad 1960 20 197080 1900-90 approxtmarcly 4 9 tmprovement in peninatal survival 1

antwipated. but this estimated rate of deaths at under 7

mml fg; i;? gg days of age would permit a fetal death rate of apprux-

Posineonulal 329 163 90 imasely 0.6—-n unlikely sttuation given the tremds In
IR oo b feral deaths

Tabe3 US and y rates. 1960, 1970. and 1980, with p ago distnb ol p and deaths

Mortai'y 18 ’

Age yroup or penod of gestebon 1980 1970 1990 1960 1920 1980

Peanatar 286 230 128 1000 1000 1000
Law total’ 121 95 5a 423 93 453
0 8 davs’ 167 136 70 " ) )

Neonatay 187 151 8% 100 0 1000 1000
0-6 days’ 167 136 70 a93 901 825
7-27 days 20 15 15 107 99 179

" Deama pee 1 00 Ivp DU [ G SeOAl Go ey
* gt e | OO0 v Pt
SOUALE Marmewy Lenin S¥ Hoolh Staian s
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Analyses ul the progress being made 1n reducing 19-
fant 1 neonatal wortahity reseat that changes in mater-
nal characteristios (shifts n the age panty distnbution)
eaplain less than 30 pereent of the general dechine in
infant aind neondtal morality, and they also shuw that
birth werghtespecitie: martality rates have improved
6 91 Lhis progres s gencrally attributed i advances
i technolopy. sach as new methads instituted 1in reo-
natal infensive G nurseries, use of specialized persane
nel, and regromalization of pernatal services

The tenmg of specisheed health personnel recerves
high priorsty i the Health Resources and Services Ad-
minstiation 1HRSA) Pediatoicians, neose-midwives,
and other providers of matermal and newbom health
services are tramed 1n programs supported by the
agency’s Burean of Health Prtessions In the agency’s
Bureau of Health Care Pelivery and Assistance. selected
msternial and child health trning s lunded theough Title
V Maternal and Child Health tMCH) projects of regional
amd national significance . Forinstance. multsdiseiplinary
eam leam o care for newboms with respiratory distress
syidrome and other pulmonary conditions  eight pedi-
atrie pulmonary centers at diflerent Jocations across the
country - These centers alw serve as refermal faclities for
spectal services

Other evamiples of specialized perinatal services are
neonatal miensive cre units and transport mechansms,
bath supported tn part by States” Tatle V. MCH Blovk
Grant tunds  According to the Assxtation of Stute and
ferrnonal Health Officialy (ASTHOL, which collecs
dara tor use by the States through ity reporting system,
nearhy 40 pereent of the intants adnuited 1o infensive care
nurseries i LYK were transpeirted from: other institu-
toms t/th These dute are encourgging because they
indicate & withngaess on the part of health cire providen
in fess sophinticated facihines to reter infants to units
orpanized to provide highly speciatized care

Rescarch on pennatal issues contimiies ta be a priorly
al the Natonal inststuies of Health - At the National
histitute of Chshd Health and Hunvin Development, plans
4le 10 progress o cxsmine the natune. pattern, and conse-

Tabl 4 Percentage teduchon n U S lale fatal ponnalal. and
hebdomadat rortality rales. 1960-70 and 1970 -80. with largeted
teduction n pennatal morally rate for 1980 90

Topeive
AL R PEVEBAIZQE TBOK BN porc ertape
IR J
Age grup 1960 70 107080 1080- 90
1 ale total 2% 3.9
Pennmal 196 47 570
Hgbdomadat’ 186 485 °

‘bt agyde atse
*veaths ot undes 7 davs ¥ &g

O
E lC 87-286 O—84—21

Assessing the nation’s progress 1oward
the establishment of regionalized
perinatal care is difficult because clearly
defined measures of the concept and an
identified mechanism for collecting dutu
are lacking . . . . The data on
obsietrical fucilities offer evidence that
some of the smaller obstetrical unus are
being clused, and these closings
probably reflect an anempt to improve
the resources and skills.'

guences of the treatment provided 1n neonaal wensive
care nuneries  The increasing complesity of care 1n
these wtensive care units lollowing the rescarch and
technologeal advances of recent years prompted this
exanunabon  Rescarch fellowships at seven Instiutes
expand research competencies in perinatal health

The trends n peninatal mortality idicate that more
necds to be fearned about the fetal portion of pennatal

deathy  The 1980 Nauonal Fetad Montalhty Survey. a.

major research effort of the NCHS. i expected to provide
sonw ut the answens Thin vital statisties followback
survey wits based on a 205 sample of ull fetal deaths at
28 weeks ur more of gestation that oveurted from Janu-
ary 1950 through December 980 and on the nuithers,

. physiciens, hospitals. and ather medical sources assov-

ated with those letal deaths  Data on 6,386 fetal deaths
were included  The survey s expecied o provide na.
tional estimates of the numbers of letal deaths 1n relation
to numerous characteristics thay are nwt avadable in the
vual registration data.

Early Prenatai Care and Healthy Lifestyles

By 14%). the pmpartion of pregnant women 1n any
county or racial or ethnee group who are without prenatal
vare in the first tinester of pregnancy should not exceed
10 percent (Qcjective 11} tn 1980, the proportion of late
regiirants for prenatal care wis more than twice the
projected tgrget ttable 5) Higher perventages of the
nonwhite groups than white groups registered late tor
such care, although there was a trend for black mathers
to make greater gans 1n seching care carly than white
muthers, thus narrowing the ractal differential Accord-
ing 0 sumndry reparts fo the Divisien of Matemal and
Child Health. the State Maternal and Chald Health pro-
grams 1 Ohio and Michigan recently conducted surveys
1o determine the current facton aswx iated with fate reg.

arch-AprSi 1984 Vod. 90. N0 3 197
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wtration tor prenatal care. The reaponses 1n these surveys
indicated that sume wonmen were unaware of the impur.
tance of prenatal care. while others lacked the financial
means to obtain o

Matemal and chidd health services offered by pro-
grams ot the Indian Health Service and the Bureau of
Heatth Care Delivery and Assistance (BHCDA) are de-
aigtied o amprovg the availability amnd acceasibility of
care  The Indian Health Service works with tribal health
departments. private practitioners, and natonal profes.
snal vrganizathons to provide comprehensive MCH
services  Bmphasis 1s on the curly dentitication and
carly entrance wnto care of pregnant women —especially
pregnant teenagers - and on the provision of high-risk
sereening and hiealth cducation

Among the BHCDA programs providing care to un-
denerved populations are Cosmnumty Heaith Centers,
Migrant Health projects. and the National Health Service

. Corpn Recent data indiute that during 1982 the 528

Community Health Centers and the |27 Migrant Health
projects served approumately 1,160,000 women of
childbeanng age and more than 160,000 infants The
National Health Setvice Corps currently has more than
00 obtetricians and tamify practice physicuns provid.

g care v pregnant women.and infants in designated -

Health Manpawer Shortage Arcas throughout the States
and Trust Temiories  An additional 300 abstetrictans
will be. placed 1n underserved areas between 1988 ond
1986,

Increasing public awareness and promuting healthy
behavior in pregnant women and women planning o
become pregnant represent & major thrust m the preven-
ton tnetative. For example, cooperative efforts between
the BHCDA and the Nattonal Inctitute on Aleohol Abuse
and Afcohulism and between the BHCDA and the Amer-
wan Lung Assoctation have resulted ia the dissenination
ot professonal resource packets on the rnks of alcohol
use and smohtng duning pregnancy 1o HRSA-admin-
wiered health care dehivery programa. The newly revised

HRSA publication *Prenatal Carce™" aiso is being cm‘\):-
fated widely 10 States under the Tu < V propram.

The Healthy Mothers.-Healthy Bab, « Ca waign 1s a
puhlic information program conducted by« whtion of
more than 60 national professional, voluntar,,  ad gov-
ernmental vrganizations and agencies. To n. tvale
wumen to prote-t their bealth, the coahition has pre -ated
and 1 distributing a series of posters to muore than 10.000
clinics and otheraervice aites. Targeted tor low-income
women. these posters present information on nutrition,
smoking. breast feeding. alcohol and drug use. and the
need for prenatul care A fine range of matenals for
radio. television, and community ux have been pro-
duved by the coahtion. and ¢fforts are now underway to
promote thewr uae through the development of commu:
nity-State Heulthy Mothers-Healthy Babies Couhition
Chupten.

Objective 9 specifically addresses the need to expand
the public's knowledge-of nutritional needs 1n pregnancy
and of the hazards of smoking and using alcohol while
pregnant. Baseline duta are unavitable on the public’s
knowledge of these hazards. but in a special survey that
In to be carried out as part of the 1985 Health Interview
Survey. the Natenal Center tor Health Statisties will
seek information on the progress toward this objective.
Preliminary results are avaluble from the NCHS 1980
National Nutality Survey. a compamon tollowback sur-
vey to the 1980 Nutional Fetal Mortality Survey de.
srbed curlier. Bused on a probability sample of hive
burths an 1980, the data from 4405 maurtied muthers
indicated that before pregnancy their smoking and drink-
ing behavior had resembled that of the general popula-
tion of women When pregnancy was confirmed. both
smoking and drinking were reduced. but the reduction in
maternal drinking was more pronounced than the reduc-
tion in maternal smoking (/7). These recults suggest that
women are becoming aware of the health risks i preg.
nancy and are sltering thewr habats lo reduce them.

Tabio 5 Percontage of U S women i1 vanous e1hnic Qroups recemng no prenalal care dunng msl'lnmcslor of pregnancy. 1970. 1978,

g 1970-80 and targetod for 1980-90 o

and 1960, with pe ag i (hese P

Percentage rouckon o

Parcectage win ro core DITINEQE wnih 7O COr
n Arat ivnpsier m Segt inmesie

targored Targeted

Rice o wivw growp 9170 98 1990 %0 192090 1040-90
Afi groups 320 251 237 0o 259 578
White 278 218 207 100 250 $17
Black 556 380 373 00 08 732
Amencan Inchan " 437 413 100 758
Hispanic " 430 398 100 749

* Datg 8 gradates
SOUACE  Matong! Corten ¥ HOSRN Srpuics
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Regionalized Perinatal Systems

Beudes oblaimng catly prenatal care, all mothers and
ther newhoms should recerve the care appropriate fur
thesr health 1nks through @ regionahzed pennatal care
atem (Obpective 10) A strony, private sector-public
partnership 1n working o set up regonalized peninatal
vare systens Reprosentatives of the Annican Collepe
ol Obstetiicians and Gynecologints, Amencan Academy
ol Pediatiics, Antenican Academy of Faunly Physwians,
and the Amencan Medal Assration, assisted by rep-
resentatines of tne March of Dimes, und consultants
from Federal, State, and loca! maternal and child health
progranis, published recommendations for orgamzing
suchasysteniin 1976 (2 Alter caretul reassessment of
those recomniendation based upun the expenience of the
past § years. a followup wocument, “Guidelines for
Permatal Care.”" was publivhed 1n 1981 by the Amertean
Auademy of Pediatrics and the American College of
Obstetnctans and G necologiats 1n conjungtion with the
March of Dimes 1741 This dogument upholds the pnncis
ple of wgmnaization of perinatal care, dentifies the
resourees needed for a three-lesel system. and provides
upwlated recommendations for the managenient of normal
amd hrgh rish patients

Muanwh.le under the Title V MCH program. funds for
spectdl proets are targeted to States with ¢ wessive
rates of nfant ntortahity and adolescent pregnancy, o
assiat these States 10 establishing regonatized pennatal
cdre e Rnown as Improved Pregnancy Qutconie
PO progects. they are currenthy tunded i 24 States.
their activities are being ntegrated wath the MCH Serv-
ees Block Grant progranis. In progress reports subnnt-
ted by these (PO projects. a vanety of privaste-poblic
sector depn aties are desenibed, such as the formatwen ol
permatat adviory groups tor quality assurance. the ap-
pomtment of consgltation eans to transout knowledge
to wedical care prosiders beyond tertiany umits, and the
mnplementation of data syarems to assess amd evaluate
needs

Infornsition provaded in the hinal progress report from
the Sauth Dukota 1PO project dlustrates the project’™s
nopact 0 that Stale Amnong, the resolts listed 1n the
report are tal o highls sophisticated neonatal intensise
vare unit. ¢ht tive hospitafs at the antermedrate level, (o)
the prescice @i the most sophisticated center of 4 spe-
crthized protessional stail that prwides direet serviees as
welt as comulttation and educiainn throughout the State.
and L0 the presence of health personnel with advanced
iraming 10 the tollewap care and the developnental
assessntent of infants and young children in cach of the
tour districis of the State None of these services were
avarlable 10 Sourth Dukota belore the 1RO program
Mareoner. nund of the pennatil serxices mitigied under

the IPO Project arc pow sustained by the private sectar,
while the State underwrites certain hmited perinatal serv
ices using MCH funds  The South Dakota data shuw that
by the end of the IPO Project. the neenatal murtahity rate
for both white and Native American infants hxl de-
creased. the numiber of women who began prenatal care
1n the fint trimester uf pregnuncy was greater. and the
perventage of neonates 10 the intensive care unit who had
been bom there, raihwr than being transported there abler
birth, had increased. .

Assessing the nation’s progréss toward the establish-
ment of reglonalized perinatal care is Mfficult because
clearly defincd measures of the concept and an identificd
mechanism for collecting data are laching Indications of
pragress must be derived froni a mix of information. The
data on obstetnicul facibities offer evidenve that some of
the smaller obsletrical units arc being closed. and these
closings probably reflect an attempt W tmprove the use
of resources and skills (74) Statintics from Alabama, for
exumple. reveal that the percentage of newborms weigh.
ing less than 1.500 gm who were delivered at the peri-
natal center, rather than being taken there later. in-
creased from 13 percent in 1970 to 60 pervent in 1980
tpersunal communication from Dr. Robert Goldenberyg.
Department of Obstetries and Gynecolugy, Universty of
Alabama 3t Birminghain). This increase indicated (Gold-
enberg stated) that pregnant wonen in Alabama who are
at high risk are being transported 1o a regional center.
where planned high-rish births are taking place Repons
from State malemal and child health prograros provide
general desenipions of perinatal services and the process
involved in the regionahization of thew services In cur-
rent rescarch and in other studies supported with Title V
tunds. vanous aspects and measares of the movement
toward regionalization of pennatal carc are hetng ex-
plored An anempt 1s buing made, 10 one such study. to
dentify the changes in State MCH programs that have
occurred coincidentally with implementation of the 1PO
program. and 0 another, to investigate the factors that
contribute to achievement of *he goals of regonalized
perinatal systems  The results uf these studies are to he
reviewed jountly by Divivion of Maternal and Child
Health staff menibers and representatives of professional
organizations. so that recommendations can be drawn up
for tuture achivibies

High-Risk Mothera and infants

High-nsk niathers and mfants are a igh prionty 1n the
health promotion and disease preventon mitiative, and
spectfic poals have been established for at-rivk cthaw
and racial groups and for small geographic arcas Target-
ing the women at nsk shuuld help lower the maternal
mortality rate tObjecnve $) In 1980 @ecording to un-
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published data from the Nauonal Centet for Health Sta-
ustics, Division of Vital Statistics). the maternal mor-
lahty rate per 100,000 {ive births was 6.7 for whites.
21.5 for blacks, and 8.2 for Amencan Indians. Major
causes of maternat deaths continue to be toxe mia. sepsis,
and hemorrhage. The Centers for Discase Control (CDC)
conducts epfemiologic surveillance of pregnancy-re-
fated deaths to assess their preventability. An overview
of matemal deaths in the United States from 1974 to
1978 1 1n preparstion. and the results of further analyses
by CDC of setected causes of death, such as toxemia and
abruptio placentae, will be reported. For now, it is not
clear whether the projected goal (Objective $) can be
achreved among the nonwhite subgroups. Meanwhile
cunsideration should be given to-revising this objective
0 ay lo direct it more to specific racial groups. Also, the
R ference to county rates (which present statistical prob-
lems because they are often based on such s small
number uf events) should be deleted.

Objective 4 projects that infant mortality rates specific
for counues or racial of ethnic groups wiil ot exceed 12
deaths per 1,000 live births. Data in figure 1 indicate that
the white suhgroup has already exceeded this goal and,
also. that American Indians should be gble to achieve
ratcs under 12 sooner than 1990, On the other hand. the
deurease in mortality rates that 1s to be achieved for black
infants between 1980 and 1990 (43.9 percent) is Breater
than the entire decrease in the previous decade (34.4
percent) Collection of mortality data on Hispanics has
recently been tnstituted by the National Center for Health
Statistics. but data are not yet available.

Overall. the proportion of low-birth-weight babies is
sxpected 1o decrease 1o § percent of total live births
(Objective 6). whereas the goal for subgroups is set at 9

Figure 1 Infanl mortality ratas by race or ethni€ group.
United States, 1960-80

Desths per 1.000 live births i
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percent {Objective 7). In 1980. the proportion of Inw.
bigth-weight infants was 6. percent (4). Rates for white,
Hispanic. and American Indian infants were well under
the target. but the raté for black infants was almost twice
that for the other subgmu:x'(ﬁg. 2} Low-birth-weight
rates have declined by relatively smali »mounts since
1960. Thercfore attainnent of an overall rais of § per-
cent by 1990 may not be feanible. ulthough tha current
surge of efforts to find and mplement clinical methods
to prevent preterm labor may help improve thiy f.e

I is evident that substantial progress will have 13 be
made if the objectives pertaining to high-risk mohers
and infants are to be reached. Varied activittes, uder-
way or planned. focus on high-rak women and chiiren.
For example, the migrant health program of the Bureav
of Health Care Delivery and Asustance supperts five
perinatal centers in Texas, Flonda. and Orego 1. whose
purpose 1y to improve accewibility to care. Th.se centers
offer full-cycle matermity care to migrsn women In
California, the health officers ussoceatian initiated a 3-
year Border Maternity Health Ca*¢ Project in October
1983. as a special -program of regional and national
significance funded hy Tude V. The project is designed
to improve hirth out-umes for Hispanic-sumaned low-
income women through the coordination of resources.
the collaboration of public heulth providers near the
California-Mexico border, and the production and dis-
tribution of guidelines for the nianagement of care as
well as a resource directory and health education tnate-
nals. .

Numerous efforts have be n directed at reductng the
incidence of low birth weight because prevention of its
accurrence will markedly reduce infant mortality and

-long-term morbidity. North Carohina has implemented a

Figure 2. Low-birth-weight infants by race or athnic group,
United Statea. 1960-80
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S.ycar plan to decrease the incidence of low birth
weight  Adupting an approach used by nvestigatons in
Caltornta (75.16). the North \("amlma Department of
Human Resaurces. in cooperation with the phivate secter
and academia. launched thix effort in june 1983 with an
educational campuaign

The Nutiwonal nstitute for Child Heatth and Human
Develapment has put conwiderahle rescarch emphasis on
low birth weight and preterm labor At a conference 1n
June 1981, scientists reviewed the current knawledge of
intrauterine growth retatdstion snd recommerded diree-
tions for future research m this area. Additionally, plany
are n effect for a chnical tnal of the prevention of
prematunty by the detection and treatment of gestational
gemlourinary nfections. The mechanism and the hor-
manal factors that are respounwble for niating fabor wilt
be considered. as well as methods for safely arresting
premature labor

Protecting Infant Health

Beyond the pennatal period. the priorities estabhished
relate to reducing nsk facton, improving services, and
protecting infant health The screening of newboms for
treatable metabolic disorders should be universal (Objec-
tive 12) Cutrent data indicate that this obective has heen
achieved Through MCH Services Block Grant funds, alt
States are providing sereening and followup of newbarns
and treatment for PKU (phenylketonuria) and congenital
hypothyrodism (table 6) The available nfurmation on
the number of newbams wereened includes data collected
i regiottal newbom screening programs and data cul-
lected from State MCH prugrams under the ASTHO
Reporting System (table 79 If allowance 15 made for
neonatal deaths that occurred before collection of the
sereening samples and for the refusals by some parents to
permt screcning tests of their newboms. approximately
98 percent of the live-bom infants whose births are
reported to vital statistics offices are screenced for these
two conditions

A sigmificant uspect of this preventive screening is its
costeeffectivencss Reports from screening programs
provide ongong documentation  Far example. the Colo-
rado Department of Health. which operates a regional
newham screening program for three States and screens
cach newbom blood saniple for six canditions. estimates
that $7 90 1s saved for each dollar spent (/7). The State
of Washington, which conducls & screening poogram for
congenitat hypothyrotdism and phenylketonuna. has cal-”
culated that the cost of screening for theye conditions, of
dennfying une infant with one of them. and of providing
that infant with ifeume treatment s $17.439; 1f, how-
cver. the screeming and treaiment were nol camed oul.
the vo « would be $207,673 (a rativ of saving-benefit to
cost ar T o §) ¢/8)

Assuring comprehensive primary health care for alt
infunts alwo 18 a 1990 goal (Objective 13). Defimtive data
are not avatlable on the progress made so far taward this
goal and would be difficult 10 obtain bevause of the
multiplicity of care providers and of services. The pni-
vate sector of medicine continues to provide primary
cart to the mapority of the nation’s mfanis under the
standards of care of the American Academy of Pediatrics
and other professional organizations. Programs admin-
wtered by the Health Resources and Services Admin-
tstration such as Indian Health, Maternal and Child
Health. and Primary Care, assist States, cominunilies,
and special populations in the development and support
of comprchensive primary care services for infants and
children The infants and children 1n undenserved popu-
lations ure among those cared for by these services A
Joint goal of BHCDA and the Health Care Financing
Administration is to improve the coordinalion between
bealih service progrums and the health financing system
1n order to help lowsincome fumilies obtain heilth care
for their children.

Among the activities directed al providing comprehien-
stve services for infants and chaldren, particular attention

Table 6 Number of States with mandates and vokmlary po-
grams (0 (Creen newboms for PKU {phenylkeionuna) and con.
genial hypothytoism, 1983

Daes wnth
Raws vty Acreensy
sreewy) orograms
orograms K¢ compenty
Bans of scroenng Xy PRY MPOPTOKLY
Mandated by State statuie . 47 41
Oftered on voluntary basss. . ... 4 10
Total Jursaictiona’ . 51 -3

! Incaaes Dt of Cobrina

BOURCE Drvisan of Matemal and Chid HeWth. Bured of MO Care Dad-en e
AMAAece Hedlh Faedurtes and Saraces ASrairhon. DIcerraert of Hesmh ¢nd
Hanan Sefvess

Table 7 ol newborne by Stale MCH (Matemal and

Scresmng
Chiid Helath) apences tor PKU (phenyketonuna) and congenital
hyputhyrolam, fscal yaar 1081

Seroarang tor
Maported echvided Screswy congent s
of ¥CH sgarives L) Mporyom
Number of VICH agencies 35 33
Tolal newborma screened 2,344,874 2.214,540
Patceniage of ngwboms
. .o we 956

NOTE Data ¢ It Only Srm aOINCINS N0 ARG 1Cenng Tiorms:
on
SOURCE T7es 10is @ SOE0N #orm ong On IOR § spierence 17

areh-Agrs 1904, Vol 80, Me. 2t
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has been devoted to accident and Injuty prevention.
Under an mibative of the Division of Maltras! and Child
Health. the guidance and technical asststance needed for
¢stablishing a program of injury prevention in infancy
and childhood has been obtained from a broad spectrum
uf experts in the private and voluniary sectors as well as
wn Federal, State. and local Bovesnments  As part 4f this
national elfort, three prujects on childhood injury pre-
vention were begun i Caltornia. Massachusetts, and
virginia. with the support of Title V funds for special
projects ot regional and national wignificance. These
projects, have {(u) provided a sigmficant epidemiologic
data hase on chiddhood injunes: (h) conducted model
conununity-hased injury prevention programs; and (c)
contrihuted Matenals bath for a nanonwide The Injury
Prevention Program (TIPP) launched by the American
Academy of Pediatrics and for an **Administrative
Guide for State Matemal and Child Health (Title V)
Programs: Developing Chitdhood Injury Prevention Pro-
prams”" distributed by the Division of Maternal and
Child Health Many State health agencies. as well as
practicing physicians and other health care providers.
have used these data and the guidance and educational
matertals prnduced 1 these demonstration projects o
assist theni in setting up State and local childhood tnjury
prevention programs.

In the realm of accident and injury protection. another
thrust is (v mandate the use of restraints in vehicles for
mfants and chiidren (Objective 8) The Center for En-
wvitonmental Health, Centers for Disease Control, sup-
pons demonstration programs designed to stimulate in-
creased use of whild restraints through community
education and encoursging the expansion of child-re-
straint loan programs. including those to ensure the safe
ranspon ol newboms trom hospitals. The American
Academy of Pediatrics and the Department of Transpor-
tation aho have sponsored a public awareness campaign.
First RidesA Safe Ride * The Nanonal Highway Traf-
fic Safety Adminutration, Department of Transporta-
tion. hay reported that as of September 1983, 40 States
and the Dutrict of Columbia had laws mandating use of
such restraints for infants and toddlers. Of the remaining
States. child restramt leguiation had been introduced tn
all hut two ipersonal communieation from Office of
Occupant Protection. Natwnal Highway Traffic Safety
Administration. Department of Transportation. Wash-
ngton. D ¢y

This review has touched on only a few of the efforts
underwiy to achieve the goals et up for pregnancy and
mfant bealth It 1 apparent that assuring optimal health
for the nation’s mothers and infants will remawn a chal-
lenge tor the years ahead Clearl s progress is being
made. but more time will be necded before 1ty exact

extent 15 known
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DEPARTMENT OF HEALTH & HUMAN SERVICES Hasith slro Financing Admintration’

3

The Agmrnusteator
Washington, D.C. 20201

AR 1T RS
The Honorable John D. Dingeli RECEIVED
Chairman, Subcommittee on
Oversight and Investigations .
Committee on Energy and Commerce APR L7 1984
House of Representatives
Washington, D.C. 20315 Sudrcmmties on
Ovetugit and (Tvesugationy
Dear Mr. Chairman: a

| was pleased to have the opportunity to testify last monsh before you and members
of the Energy and Commerce Subcommittees or: Heaith and Oversight on the topic
of Medicald coverage of pregnant women and chlldren. This letter supplies a
portion of the materlals for the hearing record which you sted from me on
April 5. The remaining answers will be submitted by ciose of business Friday,

April 20. 1hope this information will answer your concerns.

1Q. Inresponse to a question by Mr, Sikorski on the avallablity of prenatal care
services to Medicaid-eliglble women, you responded that “using the
comblnation of services from the two profile groups, it appears there is
overall adequacy within states. There may be geographic sreas within the
states that might have some access probiems™. You agreed to check data
avallable to your agency on the extent to which there were or were not
gaps. Please respond to the following questions and include the data on
which you base the answer: .

a. What do the data show with regard to gaps In services avallabie to
Medicaid women In need of prenatal servives?

b. I data do not exist or are Insufficient to determine where gaps exist
and to specify the nature of the services needed, please describe these
deficlencies and proposals from your agency and the Public Health
Service (PHS) to remedy them.

C. What were you referring to when yeu sald (in the previously mentioned
statement) "combination of services from the two proflle groups"?
What "combination of services” and what are the "two proflle groups"?

A. The "combination of services™ and "two profile groups” in my testimony
referred to physiclans' and nurse-midwife services provided by these two
specific groups of health specialists.

The Heaith Care Flnancing Administration {HCFA) cannot at the present
time determine the extent of the difficulties that Medicald-eligible women
experience with access to prenatal care. This is because data on Medicaid
eligibles and services is not reported by specific dlagnosis. For example,
Medicald expenditures for "physicians’ services” or "inpatient hospital
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services” can be enumerated; howL .., treatment costs by Individyal
dlagnosls (e.g prenatal care) or by speclalty (eg4 obstetrical sefvices)
within a ‘;eneral category of service cannot be disaggregated.

The level of detall which is needed to answer these Guestions on a
natlonwide basis would be very costly and burdensome for the states to
produce. Indeed, In the past, the Natlonal Governors' Assoclation has asked
us to provide the states relief from such expensive and detalled data
requirements.

However, In the near future, we wiil have avallable 3 new dats base that
wlll provide more detalied claims information on reciplents in selected
states. A HCFA-funded project Is now being conducted by SysteMetrics,
inc. which will coliect and analyze petson-level data on Medicaid
enroliment, clalms (including diagnostic data), and providers by specialty for
reciplents in the states vf New York, Callfornla, Michigan, Tennessee, and
Georgla. These states represent approximately 40 percent of total Medicald
expenditures. We expect that such detalied claims Information, which was
never avallabie to us before in computer tape form, will help ys analyze
service delivery in these states.

For the genecal Medicaid population, several studies tunded by HCFA have shown
that: ‘

. ’
o The majority of reciplents are satisfled with the medical care they
receive}

o Desplte problems of nonavailabllity of physicians in some geographic
areas, most reciplents are able tosee a physician when needed; and

o Physiclan participation levels vary by state and depend on & number of
factors, Including relmbursement rates, administrative paperwork,
scope of benefit package and eligibility criterla, and timeliness of
claims processing.

For the Information of the Subcommittees, these speclfic studles and their findings
are described In Exhibit A.

In the future, additional HCFA-funded research on physician participation in the
Medicald program will he conducted through a joint contract with the Natlonal
Opinion Research Center and Health Economics Research, The purpose of the
study is to update 198} research on factors that affect physician participation in
the program. We anticlpate that data from this survey will aid in the
determination of he net Impact of such factors as growing physician supply and
new Diagno Jated Group (DRG) payments on overall physician participation
and in the a ment of differential specialty and reglonal participation rates on
access to care. Final results are due In June 1985.

327
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The Health Care Financing Administration Is aiso beginning a major data collectlon
effort on overall previder participation, Including physiclan particlpation, in the
Medlcald program. A new report on provider particlpation In the Medlicald program
is to be prepaced by each State Medicald agency for annual subrmission to HCFA,
beglnning on Apsll 15, 1984,

The provider participation report will provide basic natlonwlide Information on the
particlpation of various heaith care provider groups In the Medicald program. The
report wlll request the number of providers by type (e.g., general hospltal or
physician) who were relmbursed by the State Medicald agency In the calendar year.
For each provider type, the number relmbursed will be distributed across specified
doliar intervalis based on payments to each provider.

The data in the report wiil be used by HCFA:
. .
o To better understand the current service delivery system in each state;

o To monltor the effects of Féderaland state program changes on o
participation rates of varlous provider groups; and '

o To respond to Congressional and publir: Inquiries concerning the number
of participating providers. .

Data from the report will be available In July 1934, for the Calendar Year 1983,

3Q. What number and proportions of women and chlldren in poverty are not
covered by Medicaid at greient, and for each year that you have been
Adminlstrator of HCFA? (Because these will be estimates, please show the .
hasls for your calculations and identify the poverty standards usedJ

A. The data that you request have been taken from the National Medical Care
:Utillzation and Expenditure Survey (NMCUES) which ls cosponsored by
HCFA and the Nationai Center for Health Statistics, PHS. The survey was
used to cnllect detailed soclodemographic, health status, health insurance,
and heaith care payment data for 1980 that were not avallable from either
the Medicare or Medicaid administrative record systems. These numbers
were obtained from a randomly selected national houschold sample of the
clvilian noninstitutionalized population. Because the survey collected
information for only 1980, we cannot provide similar data for subsequent
years.

Medicaid Coverage of Women and Children In Poverty* (1980}
tin millions,

Medicaid Non-Medicaid
Total number Percent Percent
in poverty Number . of total Number of tq,tal
Women
(age 18-44) 5.4 2.6 51.0 2.5 49.0
Children
(age 0-17) 9.4 5.2 55.3 4.2 4.7

L]

*Level of poverty as designated by the US. Census Bureau
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7Q. Youreferred toa 1983 Urban institute Study on physician supply. Please
provide the full cltation and a copy of it. Also, please summarize the
findings and its implications for access to physician services. i you have
takeui\!or intend to take any actions based on this information, please 8o
specify.

A. A copy of the study can be found at Ex1ibit B. A brief summary of Its
findings can be found at Exhibit A.

12.Q. Please provide the data for 1982 and 1983 showing!

o The number of familles eligible for Medicald each year indicating the
magnitude of the increase or reduction;

o The number of families enrolled In the Medicald program each year
indicating the magnitude of the increase or reduction;

o The number of women of childbearing age eligible for Medicald each
year indicating the magnitude of the Increase or reductiony

o The number of women of childbearing age enrolled In the Medicald
program each year Indicating the magnitude of the increase of
reduction;

o  The number of children eligible for Medicald each year indicating the
magnitude of the Increase or reduction) and

o The number of children enrolled In the Medicald program each year
indicating the magnitude of the increase or reduction.

A. All the data that you request Is not avallable. However, we do have data on
the nimber * ¢ reclplents of Medicaid services, Specifically, we can provide
the following figures which represent the total number of recipients by type

of reciplent {in thousandsh

Fy sz FY

AFDC Children 9655 %12
Other Children 1454 1323
AFDC Adults 3403 5456

We would cautlon that the 1983 numbers are comprised of raw unedited
data and are subject to change. Similarly, the 1982 figures wlll change as
amended final reports are recelved from states.

I hope this material wiil fulfill the information needs of your Subcommittees’
members. We wlii supply you soon with the remalning answers.,

Sincerely yours
CMLV, W R~ew
Carolyne K. Davis, Ph.D.

Enclosures

o
OO
-



325

EXHIBIT A
HCFA-Funded Research on Physiclan Participation in the Medicald Program

i. The Effect of Reimbursement Arrangements on Physicians' Services
I_nqomis from Medicare and Medicald. Urban Institute 8/83, (Summary
at enclosure t B). '

Examined the effects on physician participation in the Californla Medi-Cal
L) program of a physician relmbursement reaze In 1974-76 and an increase In
primary physician rates In 1976-73.

Pertinent findings Include:

o Desplte controls, rates of physiclan participation and provision of Medi-
Cal services increased for most speclalties. This couid have occurred
because of an increase in physician supply In Californla; and

o Increases in fees had the efiect of Increasing further the number of
participating physicians.

2. varlations by State in Physician Participation in Medicald rams.
Amerlcan Academy o atrics

Examined state variations In pediatric participation In 13 Medicaid states.
Pertinent findings Inciude:
o  Eighty-tive percent of ped:atricians participate in Medicaid;

o Physicians' participation Is influenced by the demand for both Medicald
and non-Medicaid services and the supply of heaith care resources; and

o  More physicians participate In states with higher reimbursement levels,
quicker claims pryments, less restrictions on coverage, fewer
requirements for prior authorization, fewer tiuctuations In eligibility,
and generally less restrictive policles,

3. Physician Participation in Public Programs. Center for Health Economics
Research 9/81. Conducted muitivariate statistical analysis of Medicare and
Medicaid program characteristics which aftect physician entry and ievel of
participation in these two e’ubuc programs,

Pertinent findings inciude:

o A 10 percent Increase In Medicaid fees ralses physician participation ¢

percent. Higher third party payments, ¢.8. Blue Shield, will reduce
participation in the public programs;

ERIC 330
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I

o Imposition by states of utilization limits and prior authorization for
payment lowers participation, especially for specialists;

/o Quick clalms payment encourages physiclan participation; and

o Physician participation is higher In states offering broader eligibllity
coverage.
b, Avallability of Physician Services to Medicaid Beneficlaries, Service
Delivery Assessment partment of Health Hu iges, Office of

Survey of recipients and providers in 10 states to assess whether Medicaid

clients have adequate access to physiclans' services and to obtain

Information from participating and nonparticipating physicians regarding

't):exrﬂexperlences with.and attitudes toward the Medicaid program and its
neficiaries.

Pertinent findings includet

o Ninety-six percent of Medicald clients say they are satistied with the
medical care they receive. Most clients (78 percent) belleve that the
quality of care they receive Is about the same or somewhat better than
the care afforded private pay patients)

o Medicald cllents compare favorably with non-Medicald low and upper
income Clients in terms of physician accessibility. They visit doctors
more frequently and are scheduled for appolntments maore promptly
than either of these comparison groups; !

o Desplte problems of nonavallabliity of physicians in some geographic
areas, most clients are able to see a physiclan when needed, although
not always a private office-based physiclang and

o Clients report very few refusals or discouragements In seeking care.
Six percent say they have been refused ca-e because of their Medicaid
status, and 6 percent'say doctors' staff have discouraged em from
making an appointment.

ERIC ;
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The Effects of Reimbursement Arrangements
on Physicians' Services and Incomes
from Medicare and Medicald

A summary of the Final Report of Health Care Financing Administration
Grant No, 18-P-37008/3. The statements, data, and findings contained in
this paper do not express any official opinion of or endorsement by the
Health Care Finarcing Administration or The Urban Institute.

1. Study Objectives

The objectives of this study were to analyze physician responses in
California to four important reimbursement policies established by or
afferting Medicare and Medicaid., In Medicare, two policies were
examined: the controls {mposed during the 1972.74 Economic Stabilization
Program and the Economic Index introduced on July 1, 1875, The concern
was whether and to what extent physicians responded by changing service
delivery patterns, accepting assignment of ci|1ms. etc. In Medicatd,
physician response to & freeze on fees in California between 1974 and
1976 was analyzed, This was of particular interest because severe fee
controls are » rather common practice of many Medicaid programs,
especially those in Yarge urbanized States. The California Medicald
orogram also raised fees in September 1576 in a way that provides
significant incentives for primery care physiciaps to increase
participation in the program, Since §t {s rure to find a natural
“experiment® thst tests the effect of a change {n relative prices facing
physicians, this second Medicaid policy initiative was also of great

. interest.

1. Program Buckground

A. Medicare Reimbursement

Medicare reimbursement {s based on & system of reasonable, customsry, and
prevading charges. A customary charge fs the physician's medisn cherge
for a2 given procedure in the calendsr year preceding the chrrent fee
screen year, The prevadling charge is the 75th percentile of medtan
charges weighted by number of services for physicians tn a geographic
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ares for the prior calendar yur.‘ The reasonable charge is the lowest
of the customary, prevailing, end actua) diVled amount.

rgr coyered physician services, Medicare (Part B) will pay BO percent of

the reasonadle charge after an annus) deductible. Phystclans Wiy provide
Medicare services on either an assigned or nonassigned basts. 1If a
physician accepts assigrment on a given claim, he sgrees to accept the
reasonable charge as payment in-full, The physician submits the bill
directly to the Madicare carrfor and b111s the patient for the 20 percent
coinsurance amount plus any unpaid deductible. 1f the physician refuses
assigmment, he bilYs only the patient, The patient must then pay the

bi1) 'n full and recover from Medfcare the amount equal to 80 percent of

the reasonable charge less any unpatid deductible. )

. .
The State of Catifornia buys Medicare Part B coverage for its aged
Medicaid recipfents, Physfcians are required to accept assignment on
services provided to aged Medicald patients. Services to joint
Medicare/Medicaid recipients are therefore referred to as mandatory
assigned services. In such instances, the physitian bills the Medicaid
program for the coinsyrance and deductible rather than billing the
patient,

While the customary, prevailing, and reasonable charge (CPR) methodology
was in for-e at the time of this study, the imposition of fee contro’
during the Economic Stabilfzation Program (ESP) caused the determinatron
of reesonsble charges to diverge from the stated methodology. The price
controls under ESP permitted reasonable charges to ircrease by only 2
fraction of what their increase would have been using the CPR
methodoYogy, Because the controls or Medicare iees were stricter than
those placec on private prices, the divergence between Medicare .
ressonables an¢ private prices increasec during the control years., The

1 for exarple, customery and ,revailing charges for Jyly 1, 197&, to
June 30, 1675, are based on actusl charges in ocalendar yesr 1973,
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controls were 11fted fn 1974, However, reasonable charges for fee screen
years 1974 and 1975 were based on actus) chane data from calendar yaars
1972 and 1973, Therefore, the increase in reasonable charges fn the 2
years after controls was Yimited because the controls were effec.ive in
restraining private price,

In 1976, the CPR methodotogy for determining reasonable charges was
Tegislatively altered when Medicare placed 1imits on the rate of increase
in prevailing fees. Prevailing fees are not permitted to incresse by
more than the ri¥e of the Nedicare Economic Index. The Index s a
composite of changes in the general earnings levels af workers
attribuichle to factors other than increases $n their productivity and
changes {n eapenses of the kind incurred by physticians in office
practice. This constraint on prevailing charges was Yncluded in the 1972
Socia) Security Anendments but was not implemented unti) fee screen year
1976 because of tae ESP, issuming phystcians generally exhibit rates of
price increase that are in excess of the Economi¢ Index, the result of
the Index ove: time may be to create a de facto fee schedule fn the
Medicare assipnment market. The resulting fncreased divergence between
private price and Medicare reasonable fees may make the Medicare market
‘lets attractive to physicians and reduce their willingness to participate
.{n the program,

B. Medicaid Reimbursement

The Medicatd portion of this study explores the consequences of controls
on physician fees by State Medicadd programs. Dats from California for
the period 1974-78 are anatyzed. During the first part of this period,
1974-76, physician fees were frozen by the State. Fees during this
period were based on & usub?l, customary, and reasonable charge system
employing 1968 cherges with only & 2.5 percent {ncrease permitted in
1972. 1n September 1976, Ca'ifornta changed its reimbursement system to
& uniform Statewide schecule. The State determined the average rates it

334



330

was puying for each procedure, thus eliminating all {nterphysiclan
differences n fees. It then applied rate increases to each procedure.
On the average, the new schedule reflected o 30-percent increase for
maternity care services, a 20-percent increase for primary care services
and 8 65-percent increase for anesthesia services. A1l other services
received an fncrease of 9.5 percent. Thus, fees were not only {ncreased
but relative fees were "twisted” (n favor of particular procedures and in
favor of physicians more Yikely to provide those services. Following
this one~time fee increase §n 1976, reimbursement rates (with one
exception) remained constant for the remainder of the study period, The
exception was & 7.7 percent incresse in pathology fees in 1877, -

Contro) and mandpulation of fees have become important policy tools
e>loyed by State programs in their efforts to control Medicaid costs.
"Because of the complexity of Medicaid law and repulations, States'
cholces of policies to control cost escalation are limited, Physician
payment policy, however, 1s 2 matter of -consideradie State discretion and
States have responded with substantia) control over rates. Thus, the
Californda policy s far from atypical. States such us New York,
Massachusetts, Pennsylvainia, Connecticut, 111inots, Ohio, and New Jersey
have kept Medicald fees either constant for long periods of time or well
below those paid by other insurers,

111, Key Findings

This report consists of seven separate studres. Each uses a common dats
. base derived from physicians claims data provided to The Urban Institute
by Blue Shield of California and the Occidental Insurance Company. The
Gata consists of 811 Medicare and Medicaid claims submitted during the
same 3-month period over 8 7-year period, 1§72-78, by 5,000 solo practice

physicians and more than 350 groups. )
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The first study, "Price Controls, Physician Fees, Output, and Revenue
from Public Medical Programs: Evidence from Five Specialists,” examined
the responses to fee controls under the Econoinic Stabilization Program
(ESP) of orthopedic surgeons, opthalmologists, radiolopists,
anesthesiologists, and psychiatrists, The study found that physicians
provided more services and were less Yikely to accept assfgnment; as a
result, the percentage increase {n Medicare payments to physicians was
considerably more than ESP's allowed percentage tncrease {n fees.

The second study, "The Medicare Assignment Rates of Physfcians: Their
Responses to Changes in Reimbursement Policy,* examined how ass{gnment
rates of physicians responded to Medicare fee changes, The study
conclydes that assignment rates wil) increase 1f Medicare rates rise”
relative to private market rates, Although assigmment rates are very
responsive to Medfcare rates, they also respond to changes in private
market prices which are increasing simultaneously. The authors contend
that upward adjustments in Medfcare rates are partially responsible for
the inc~ease in private rates. The net result would be that {ncreases in
Medicare reimbursement rates would have 1ittle effect on assignment rates
30 Yong as private charges are not controlled. At the same time,
however, contro! over Medicare rates without comparable controls over
privste rates would reduce assignment rates and shift some of the
financial) burden to beneficiaries, '

The third study, "An Analysis of Changes tn Physicians' Medicare
Revenues, ™ examined changes in physicians services' and revenues before
and after the introduction of the Economic Index. The study found that
the Index only had a significantly constraining effect on Medicare rates
in 1ts first vear, There was also & reguction in physician participation
fn Medicore, a shift from sssigned to nonassigned bi114ng and an increase
in patient financial durden. .
The fourth study, "Medicatd Fee Controls and Physician Behavior:
Preliminary Evidence fror [alifornta,” exsnined physician participation
in Medicaid during two very different pzribds: 1974-76 when fees were
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frozen at the same time that private rates were climbing rapidly, and
1976-78 when California fncreased fees by an average of 20 percent, with
greater percentage increases for primary care services and smaller
percentape increases for surgery, radiology, and pathology. The study
found that despite the controls, participation rates and services per
participating physician Increased for most specialties. Consequently, it
is likely that ever low Medicald rates exceeded the marginal costs of
providing services, at least for many physicians. This could have
occured  because the increasing supply of physicians made Medicaid
patients more attractive. After the fee schedule Yncrease, primary care
physictans markedly fncreased the numder of patients they treated.

The fifth study, "The Effects of Medicaid and Private Fees on Physician
Participstion in Californfa's Medicaid Program, 1974-78," provided
further analysis of the same data. The central issue was whether other
foctors such as changes 1n el1g1dbility, the supply of physicians, wage
costs, etc., were responsible for the effects observed in the previous
study., The results confirmed that fncreases in Medicaid fees had major
effects on the supply of services praovided to Medicaid patients, The
effect aqdin was primarily on the number of patients seen per
participating physician, The study also found that'while the one-time
Mecicaid fee increase had substantial effects, the continued incresses in
private fees eventuslly more than offset the Medicaid fee change. The
increasing supply of physicians was also found to increase the
willingness of physicians to provide services to Medicaid patients,

The sixth study, "The Provision of Medicatd Services by Group
Physicians.” anslyzed data on group practice physicians to see {f they
respondecd to Madicaid fee policies {n the same way 8s solo '
practitioners, The study demonstrated that group phys.clans responded in
the same directions but even more strongly than solo practice

physicians. Participation rates and the number of patients pe- group
{ncreased by greater percentages than those observed in the so\P practice
study.

The fina) study, "A Comparison of Practice Patterns of New and
Established Physicians: California, 1578, compared new and established
physicians to test for differences in charge Yevels, public program
participation, and service delivery patterns. The study found that new
physictans had higher charges and were less likely to participate in
either Medicare or Medicaid than established physicifans. Those new
physicians who did participate in Medicaid had heavier patient Voads then
established physfcians, while the opposite pattern was observed {n '
Medicare. The study €9d not find that new phys‘cians saw their patients
more frequently or performed more ancillary services.
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46 DEPARTMENT OF HEALTH & HUMAN SERVICES {1eaith Care Financing Administration

P

o,
3 The Admunistrator
Washington, D.C. 20201

AR 20 m8i

[\3

The Honorable John D. Dingeil . RECEIVED
Chairman, Subcommittee on '
Oversight and [nvestigations APR 20 1984

Committee on Energy and Commerce
House of Representatives

Washington, D.C. 20515 $:tzomnitiee on

Cuersignt and tiveatigations
Dear Mr. Chalrmans:

This is to follow up my letter of April i7 to provide you with the additional
information that you requested from ine on April 5. 1 hope these two sets of
materials will satisfy the information needs of you and members of your
Subcommittee.

2Q. Medicald Regulation 42,447 204 requires that Medicald payments "be
sufticlent to enlist enough providers so that services under the plans are
avallable ..M

a. By what standards does HCFA determine the sufficlency of payments
for this purpose?

b. What, if any, levels of payrent have been found to be Insutficlent? .

¢+ How does HCFA monlitor whether state Medlicald programs a-¢ in
compliance with the regulations? Please summarize the monitoring
‘method used now and any changes contemplated to improve It,

¢.  What does your current surveillance show with regard to compliance?
Please document.

¢. What methods of enforcement are available to you to ensure
compliance? Please identify any Instances during your tenure at HCFA
where such enforcement methods have been used and indicate the
results of the Interventlons,

A, Institutional Services

In general, recipient access to institutional services, such as those provided
in hospitals or nursing homes, is monitored by HCFA through a review of
state Medicaid plan submissions on their institutional reimbursement
methodologles.

Thus far, two (New Hampshire and Nebraska) of the proposed plan
amendments for inpatient hospital services submitted to HCFA have been
disapproved for failing to result in rates that are reasonable and adequate.
In addition, of the over 200 plan amendments submitted by states concerning
reimbursement for long term care facility services HCFA has disapproved
three plan amendments (Missouri, Nebraska, and Iilinois).
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4Q.

_Section 1902(aX13XA) of the Sociai Security Act, as amended by the
reconciliation acts of 1980 (section 962) and 1981 (section 2173), requires
that a state plan for medical asslatance provide for the reimbursement of
Inpatient hospital services and long term care facility services through the
use of rates which the state assures are reasonabie and adequate to meet
the costs of an efficiently and economically operated facliity to provide
care ln conformity with applicable state and Federal law, regulations, and *
quality and safety standards. The state must also assure that Individuals
eligible for medical assistance have reasonabie access (taking Into account
geographic location and reasonable travel time) to Inpatient hospital
services of adequate quality. /

Prior to the enactment of section 2173, only 12 states had implemented
alternative Medicare reimbursement systems for inpatient hospital services.
Subsequent to the enactment of section 2173, an additional 16 States and
the Dlstrict of Columbla have received approval for aiternative
relmbursement systems, three States have alternative plans pending
approvalj and two States have had thelr plans disapproved under Medicald.

Noninstitutional Services
Access to Medicald services provided to reciplents in noninstitutional

_ settings by such providers as physicians, heaith maintenance organizations

(HMOS), or clinics ls monitored by the states in consuitation with state and
local medical societles through their licensing and rate-setiing tunctions.

You Indicate that it would be useful for the Office of Technoiogy *
Assessment (OTA) and the Institute of Medicine (IoM) to study and review
the effectiveness of legislative programs which are intended to address
infant mortality and the coordination among programs. Please summarize:

a. The questions about which you intend to seek guidance from the oM
and/or the OTA;

b. Your method and timetable for doing %0}
c. The size of HCFA research budget;

d. The HCFA prujects related to infant mortality rate since 1980 and their
results;

e. Any policy changes made or contemplated by HCFA which relate to
Medicaid and infant mortality; and

f. Any fesearch on Infant mortality cuntemplated for the near future.
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A. You misunderstood my testimony on this point. While it Is true that the PHS
and HCFA conduct the majority of research and program activities related
to factors atfecting infant mortality, there are numerous other government
programs, such as the Women and Infant Care (WIC) and Clvillan Health and
Medical Program of the Unitormed Services (CHAMPUS) programs, that
influence infant health. | made the suggestion during my opening remarks
that members of the Subcommittees may wish to ask the OTA or IoM to

: review the effectiveness of these programs across the entire government.

The total HCFA Fiscal Year 1984 research appropriation is $31 million.

During'the hearing, 1 testiflied on a number of HCFA-funded studles which

addressed physiclan participation In the Medicald program as well as several

chiid health-related projects sponsored by HCFA as part of the Early and

Periodic Screening, Dlagnosls and Treatment (EPSDT) program. These

studles ali relate to factors affecting Infant heaith. In addition, | am

¥ providing the following descriptions of four current HCFA-funded studies
related to chiidren's health services under Medicaid. :

HCFA Projects Related to Preventive Health Care for Children

HCFA has funded four research and demonstration projects that are
studying preventive heaith services for children:

I+ Health ¢ Services for Children - Grantee, Johns “lopkins Hospital,
Periodt August 198] - Septombe[ 1983

o Descriptions The University ls obtainlng information on the cost
and effectiveness of services for chiidren ellgible for the Medicald
EPSDT program. Data on the costs and ytilization of services for
children using private practitioners, hospital cilnics, emergency
rooms and various combinations of delivetry systems serve as the
* basis for this analysis.

|

o Status: HCFA is awalting the preiiminary reports.

2, Prenatal Care and its Relationship to Medicaid Cpsts - Grantee,
Missouri Division of Health. Perlod: March 1983 - March 1985 _

o  Descriptiont The project jinks birth certificate records with
Medicaid obstetrical and newborn records. The combined data will
be used to study the obstetrical and newborn Medicald costs
associated with women who recelve preventive prenital services as
opposed to those who do not recelve adequate services.

0  Status: The data are being developed. Since the project will not
be completed until 1985, no resuits are avaiiable.

O
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3. The Callfornla Obstetrical Access Pllot Project - Grantee, California
partment of Human Services. Period: Jul; 1579 - March 1983
o Descriptiont’ The project Involved 1,391 Medicald eligible and non-
eligible low-Income pregnant women at 11 clinics statewlde to
demonstrate that early access to obstetrical and prenatal care for
pregnant women ellgible fur title V (Materna!l and Child Health)

and title XIX (Medicald) coverage will reduce subsequent mochldity
and mortality for hoth the mot.h.en and infants.

o Statust The preliminary findings show that the OB-Access program
reduced the low-birth welght rate. Analysls of cost data has not -
been completed. However, data indicate that the mean total cost,
for the experimental group (not Including cost of hospitalization
for dellvery) was $865, State staff estimated that this exceeds
routine MediCa] program costs for pregnancy-related dervices by
approximately $250, Moreover, they belleve that the realsavings
lie In costs avolded for services to premature (l.e . under 1,500
gram) Infants; they belleve that the approach used for the .
experimental group has avolded some newborn intensive care unit
Costs, .

4, State Policles and Procedures for Determining Coverage for Newborns -
Grantee, American Academy of Pedlatrics. Perlodr January 193} -
January 1983 )

o Description: This study was conducted to identify the varlety of
¢ state Mediceid policles relating to the coverage of newborns and to
- present realistic options for avercoming the problems created by
the current policles,

o Status: This first phase of the study has described the varisties of®
rules, regulations, and practices that exist among the 3 programs
that potentially may impact medical care necessary for newborns
or that, in operation, ten to dlscourage hospitals and physicians
from accepting Medicald patients. Within the framework of
existing rules, various practices are in operatlon that may
facilitate or prevent the prompt establishment of eliglbility. A
report Is in {lnal ;%lratlon.

In-addition to these research and demonstration projects, on March 27, 1984, HCFA
pabilshed In the Federal Register a notice to encourage states to maximize the

.avallability of preventive services, including prenatal care, to their Medlcald

populations, and to sollcit public comment on the criteria that will be used by
HCFA to evaluate new state plan amendments to add preventive services as a part
of the Medlcald beneflt package. We expect that this approach will emphasize the
importance and cost-e{fectiveness of all preventive care, antd would hope that
states will develop strategles to enrich preventlve services to thelr eligible
pregnant women and chlldrens .
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3Q.

6.0.

In his testimony, Dr. Brandt referred to the success of the Indian Health
Service In its prenatai care program. Your own agency has participated ina
program in Cailfornia (the Q.B. Access Project funded by HCFA Grant #11-
P-97223/9-03 and the Evaluation Grant #11-P-97578/9-03) to increase *
access to quality prenatal care for Medicald recipients which has raported
some lmpressive preiiminary evidence on the program's reduction of low

,blrth weight and infant mortailty rates. You also endoysed EPSDT as a cost-
effective preventive program. Dr. Brandt Indicated that prenatal care was

aiso cost-efiective. What steps do ydu intend tu rake, if any, to InCrease
utilization of medical services for women and infants during the first year
of life among:

a.  Those enrolied In Medicald but not now utliifing services as
“recommended by the American College of Obstetriclans and
fGynecologlsts and the American College of Pediatrics,

b. Those eligibie for Medicaid but nelther enrolled nor using servicesas -
recommended by the American College of Obstetriclans and
Gynecologists and the American College of Pedlatrics; and

C. Those unable to purchase services as recommended by the American
Coilege of Obstetriclans and Gynecologlsts and the Ambrican College
of Pedlatrics for pregnant women and infants but who are currently
exciuded from Medicaid despite low jncome level.

The PHS and HCFA have collsborated for several years on mechanlisms to
enhance the use of Medicald funds to improva pregnancy outcome for
eligible mothers and bables. Considerable effort has been devoted to
implementing interagenCy agreements and providing technical assistance to
the State Health Departments and Medicald agencies. PHS and HCFA are
jointly deveioping information for use by state agencies In the delivery of
services related to pregnancy and infant health,

An area which will e expanded is data and information. PHS and HCFA
have discussed the lssuance of guidgnce on the positive impact of early
prenatal care, the early identification of high-risk pregnant women and -
infants, standa:-ds of care, and QL. comprehensiveness of heaith care
services.

The ongolng coilaborative effort between HCFA and PHS, with pregnancy
and Infant health as 8 mutual high priority, provides a vchicie to improve
pregnancy outcome for the nation.

You indicated that nurse-midwives .may enhance the avallability of prenatai
services to Medicald-eligible women In areas where there are physician
shortages or physicians unwilling to provide services under Medicaid., Plea:~

grovide a summary of the evidence that nurse-midwives are InCreasing usc
y Medicaid-eligible women of prenatal care. Also, describe the roie being
taken or anticipated by HCF} 10 support this development.

o~
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A.

8.Q.

A,

9q.

As & result of the Omnlbus Budget Reconciliation Act of 1980 (P.L.96-499),
40 states now cover the services of a nurse-midwife to the extent that
he/she is authorized to practice under state law. Thls number has Increased
steadily since the implementation of our regulation on July 16, 1982,

Our data system does not disaggregate claims for nurse mid-wife services
frum other practitloners' services. We, therefore, have no specific data on
nationwide utillzation rates for nurse mid-wlife services. We may be able to
obtain more detailed clalms information on these services In elected states
from our new tape-to-tape data base which s currently belng collected by
SysteMetrics (see the answer to question ) in my letter of April 17).

As state coverage of these services grows, we expect that more nurse mid-
wives wlll participate In the Medlcald program and will seek relmbursement
for the delivery of pre and postnatal services to our eliglbles.

Volume I of Securlng Access to Health Care , published by the President's
Commission for the Study of Ethlcal Problems In Medlclne and Blomedical
and Behavioral Research (March 1983) contalns a study by Jar t B. Mitchell
and Jerry Cromwell, "Access to Private Physicians for Public Patlents:
Participation in Medicald and Medlcare." This study shows that OB-Gyn
specialists are among the least likely of all physicians to accept Medicaid
patients, and these physiclans spend a relatlvely low proportion of their time
with Medicald patients. Please specify all efforts taken or anticipated to
improve the participatlon of these specialists in serving Medicaid-eligible
women.

1 have asked the State Medicald Directors to dis: 11ss this Issue along with
other matters related to preventive child health services during thelr next
national conference scheduled for May 8 in Chicago, lllinols. I will be happy
to work with them to Increase particlpation by OB-Gyn speclalists In the
Medicaid program. However, I believe It Is also Important to recognize, as 1
noted before, that prenatal services may be delivered by a variety of
qualified practitioners (including nurse-mldwlves and {amily practice
physicians) and In a varlety of settings such as (individual or group practices,
clinics, hospltal outpatient departments, HMOs, etc.).

According to the testimony of Dr. Brandt and HCFA-funded and other
research which we have seen, quality prenatal care can have an impact on
reducing low birth weight and infant mortality rates. Given the importance
of quality prenatal care please Indicate:

a. To what extent does HCFA or do state Medicaid agencies nave data on
the content of prenatal care for which Medicaid pays? Please specify
the data now available and the steps undertaken or anticipated to {ill
8aps in the available data.
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b. Why HCFA has not relied unon the ACOG standards as has the PHS?

c. The me:hed and extent to which HCFA now. monltors the ﬁuamy of
services fi.janced by Medicaid? ’

d. The tindings as to any deflclencles identifled.

e. What plans have been made or are ticlp'ated to Improve the
monltoring of quallty and to improve quality where deficlencies have
been or may be Ildentlfied?

A. In answer to HCFA's data on prenatal services, see the answer tQ, question |
in my letter of Aprll 17. .

States have the ultimate responsibllity for determining the standards
applicable to noninstitutional services. They may rely on a number of state
and natlonal resources for assistance in setting these standards, Including
guidance from the American College of Obstetriclans and Gynecologists.

Curren' law and regulations require each state Medicaid plan to provide for
methods and procedures relating to the utlllzatlon of care and services.
However, the specific mode of Medicaid utlllzation revlew (UR) is left more
to the dlscretlon of Indlvidual states and Is Integrated into its
comprehensive system of program utillzation control (UC). The baslc
Medlcaid UC requirements call for the Medicald state agency to implement
a statewlde survelllance and UC program that safeguards agalnst
unnecessary or Inappropriate utlllzation and agalnst excess payments, and
that assesses the quallty of services. Included among these reculrements
the state program must provide for:

a. anon-golng evaluation, on a sample basils, of the necess.., ality and
timellness of the services to promote the most eifective anu
approprlate use of services;

b. a post-payment review process that allows for the development and
review of reclpient utilization proflles; provider service pr sfiles; and
exceptions criteria;

C. a wrltten plan of care established and perlodically reviewed and
evaluated by a physician (or other Involved personnel) for individuals
receiving institutional care; and

d. each institution must have a program under which medical personnel,
not directly responsible for the patient's care, review the services
provided to determine if they are medically necessary and approprlate,
and arc delivered in the most effective, efficient, and economical
manner possible.
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Page 8 - The Honorable John D. Dingeli

In accordance with statute, states are required to make "quarterly showings
satisfactory to the Secretary” that they are mreeting the UC requirements
relating to Institutional services. Further, the Secretary is required to
valldate the states quarterly showings through on-site surveys at a sampling
of Institutions. The iaw aiso requires that when states fall to comply with
these UC requirements, a fiscai reduction be made In their Federal
matching grants for Medicaid. In addition, states review quality of care in

* thelr survey and certification processes for institutional providers. Data

reiating to the sanctioning of providers for program fraud and abuse,
including improper delivery of services, ls maintained by the Office of the

. Inspector General.

10Q.

HQ.

" States may be deemed to meet certain of the requirements for utliization

and medical review If they contract with a Professionai Standards Review
Organization (PSRO) for review of services that are not inconsistent with
the PSROs mandated review functions. Federal funds Support 73 percent of
a state's costs attributabie to PSRO review of Medicald services.

Please describe how you intend to see that HCFA and state Medicald
Frograms take advantage of PHS research finding: and service delivery
experience which can contribute to the more effective delivery of Medicald
services In the prevention of infant mortality.

At the May 3 conference of State Medicald Directors in Chicago, Lhave
asked the PHS to present a summary of their research findings and service
expe-iences related to factors affecting infant mortality.

PHS and HCFA have also discussed the lssuance of guidance on the positive
impact of early prenatal care, the ezrly identification of high-risk pregnant
women and infants, standards of care, and the comprehensiveness of health
care services. When completed, this material would be disseminated to
HHS' reglonal offices, state Medicaid agencies, and state heaith
departments as part of our normal lssuance process.

Please summarize and provide the data showing the number and proportion
of Medicald-eligibie women who deliver each year without

<
o Any prenatal care;

o Any prenatal care prior to the third trimester;
o  Any prenatal care prior to the second trimester;

o Prenatal care meeting the 1r;quency standards embodied in the ACOG
guidelines; and

o Prenatal care meeting the quality standards embodied in the ACOG
guldelines.

Since Medicaid s a vendor payment system that relies on data from
reimbursement claims submitted by providers for their services, we cannot
supply Information on reciplents who do not use services. The PHS may be
able to provide you with this type of information; however, since their data
source will be the birth rertificate which does not contaln income nor heaith
Insurance status, it will be impossible to provide you with statistics
specifically on Medicald-eligibie women.

1 hope this information answers your concerns.

Sincerely yours,

e

Carolyne K Davis, Ph.D.

345



O

ERIC

Aruitoxt provided by Eic:

341

BT ST CONDLES oo 1233
— m: - et 00 T20-t et
EESESE  EETELR B.8. Fouse of Representatioes
el ey ’ Schommintee m Oversight ad Imvestigariow
TWAND J uA-t"‘ ‘*
WICNAL ¢ DAMNETT M m - m “ m
Ol COWME/FTA® BRCTOR
Washington, B.E. 2095
May 9, 1984

Dr. Edward N. Brandt, Jr.

Assistant Secretary for Health
Department of Health and Human Services
200 Independence Avenue, 5. W,
washington, D, C. 20201

Dear Dr. Brandt:

~

As you khow, at the time of the March 16, 1¢84 hearing on
infant mortality, I was concerned about the posicion taken by the
Department regarding information transfer tc longressional
oversight committees. In her letter of March 1, 1984, Acting
Assistant Secretary for Legislation Teresa Bawkes indicated that
there was some sort of screening process within the Department of
Health and Human Services (BHS):

*to determine that they [the files] contain no
information (such as trade secrets, patient
specific material or grand jury information) to
which access would be restricted by law." (See
letter of March 1 attached.)

1 wrote to Secretary Heckler on March 5, ten days prior to
the hearing, to raise concerns about a series of procedural
1ssues involved in that investigation, including the restrictions
cited by Ms. Hawkes (see letter of March S5 attached). Because
neither the Secretary nor anyone on her behalf had responded.to
my lettar of March 5 by the day of the hearing, I asked you to
clarify the position of the Department at that time.

You raised your personal concern about patient specific
information and requested that the record be left open for a
further explanation by the Department of its legal interpretation
of the obligation to cooperate with the Congress with regard tc
the transfer of information pursuant to a Congressional oversight
investigation.
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pr. Edward N. Brandt, Jr.
May 9, 1584
Page 2

We are taking this opportunity to clarify the record in two
respects, Pirst, there should be no misunderstanding that the
explanation of the Department as presented in your letter of
April 17, 1984, (see &nswer to question ¢7 attached) is
inadequate for reasons to he set out herein. Second, the
Subcommittee is also very concerned about protecting the
confidentiality of patient specific information. -

Presumably, the content and legal authority for your answer
to question 47 was provided by the Office of Legislation and the
Office of General Counsel as the very same language appeared in
Mr. Scruggs' response to questions from Senator Baucus.of the
Senate Pinance Committee with regard to his nomination for
Assistant Secretary of Legislation. While it is clear that the
Congress drafted all of the cited statutes to restrict transfer
of such information by administrators to the public, it is
equally clear that the Congress had neither the intentiorn nor the
authority to abrogat : itr Constitutional authority to oversee the
operations of the Executive Branch. Your anawer lacks any ,
reference to the Constitution whatsoever. M

The Surpeme Court has confirmed repeatedly the breadth of
Congressional investigatory power. It has confirmed the
long-standing principle that "[t]he scope of the [Congressional)
power of inquiry ... is as penetrating and far-reaching as the
potential power to enact and appropriate under the Constitution.”

Eastland v. United Statea Esxxisnnanln Eund, 421 U.S. 491, 504
n.15 (1975), ‘quoting Barenblatt v. lnited Ktatek, 360 0.8. 109,
111 (1960). That power extends "over the whole range of national
interests concerning which Congress might legislate or decide
upon due investigation not to legislate ...." Bazenblatt, 30s
U.5. at 111. In Hatkins v. Uniked Stetea, 354 U.s. 178, 187
(1957) the Court explained that Congressional invastigatory
*power is broad. It encompasses inquiries conCerning the
administration of existing laws, as well as proposed or possibly
needed statutes. It includes surveys of defects in our social,
economic, or political system for the purpose of enabling the
congress to remedy them.® .

The Congress giuards zealously this broad Constitutional
power to investigate. The Department of Health and Bumpan
Services has cited no authority holding that when Congress adopts
statutes intended to control release to the public of information

by administrators, Congress intends to arm the admiaistrators
with authority to shield them from Congressiopal oversight. We

are aware of no such authority. Faced with precisely thia
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question in a series of lawsuits over the Federa) Trade

Commission's (FTC) trade secrets statute, the co rts refused to
support the withholding of information from Cong.ess. Sge FIC v.
Oweng-Corning Eiberglass , 626 F.2d 966, 970 (D.C. Cir.
19680) s Exzxon Corp. v. BTG, 582, 589 (D.cC. c1t. 1978), sﬁi&‘
denjed, 441 U.S5. 943 (1979).

The chief statute cited to us in this regard, 18.:0.5.C. §
15805, illustrates well the fact that Congress hasx never intended
to curd its Constitutional powers of investigation by arming
agencies with immunity from oversight. That statute prohibits
disclosure of trade secrets and other confidential commercial
information uplesa ‘authorized by law." Patently, the
Constitutional power of investigation constitutes authority in
lav to obtain information. fSee. g.9.. Eastland, Aupra. Thus,
the courts in the PTC cases cited above declined to withhold
information under 18 U.5.C. § 1905. Indeed, even the Attorney
General has acknowledged that Congressional oversight is not to
be blocked by citing the statute. 41 Op. Atty. Gen. 221 -(1955),

That statute, and the other BHS confidentiality statutes
mentioned by the Department, are like the Commerce Department's
confidentiality statute under which information vital to
overaight was withheld, initially, in 1975 from the House
Commerce Committee investigation of nonenforcement of the laws
voncerning corporate compliance with the Arab boycott. Secretary
ot Commerce Morton went to the brink of contempt of Congress, and
then yielded on conplying with the oversight demands. Sae
Lontempt mim&:m:ux Lommerce Rogerg CL.BH.
Morton: Hearxings acd Related Documents Before the
en Oversight and Inveatigationa of the House Committee on
Interstate and Foreign Commerce, 94th Cong., lst Sess. (1975).

within this clear legal framework the Rules of the House of
Representatives provide for special protection of information:

"Whenever it is asserted that the evidence ot
testimony at any investigatory hearing may tend to
defame, degrade, or incriminate any person.”

(Rule 11 X)

If & request is made, the Members can vote to accept such
evidence or testimony in executive semsion.
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Dr. Edward N. Brandt, Jr.
¥ay 9, 1584
page 4

On a more personal level, let me assure You that I cannot
now tnina of circumstances under which I would compel transfer of
patient names., However, as I mentioned to you on March 16, our
Committee files routinely contain many highly sensitive documents
relating to national security, nuclear safeguards, the private
business of high government officials, patents and & broad
spectrum of trade secrets, These documents have always-been
t;eated carefully and confidentially and this will continue to be
the case.

1 hope these clarifications of the Constitutional role of
Congreasional oversight and the time honored procedures set out
in the Rules of the House for handling confidential matters will
facilitate cooperation between HHS and this Committee., In
dealing with a number of agencies of the executive which
reqularly work with highly sensitive matters, (i.e., U.S.
Department of Energy, Securities and Exchange Commission) these
procedures are carried out with relative ease, I look forward to
similar ease in working with ygu in the future.

Jokn D, Dingell
Chairman
Subcommittee on
Oversight and Investigations

JDD:PPdb
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DEPARTMENT OF HEALTH & HUMAN SERVICES Public Hesith Service . VAN
Otfice of the Assutant Secrstery

for Heelth
Washington DC 20201

MAY 1 6 ¢

Honorable John D, Dingell

Chaigran

Subcawni ttee on Oversight ard Investigaticns
Cammittee on Energy and Cammorce

U.S. House of Representatives

washirgton, 0.C, 20518

Dear Mr. Chaimman:

Thark you for your letter of Wiy 9 regarding your views on -
information transtor to Comgressional oversight committees. I
apfreciate the concerns you have expreesed and the care with
vhich you assumwr responsibility for varicus sensitive doaamnts
ard other executive branch infozration. In particular, your
sensitivity ro medical vecords and their privacy is of impor-
tance axd personally veassuring. 1 trust that we vill be able
to continue working together in the future to facilitate the
excharnge of infopmation with the Conjzess.

Sincerely,

Lo Rnsr—

Ecuward N. Brandt, Jr., M.D.
Assistant Secretary for Health

G2
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TESTIMONY
OF THE

AMERICAN COLLEGE OF NURSE-MIDWIVES

The American College aof Nurso-Midwives (ACNM} is pleased to bs able
to submit testimony to today's hearing on infant mortality. Certified
nursc-midwives have a 60 year history of experience of clinical practice
among poor and sociolegically vulnerable families in this country. The
meibers of the College are hopeful that these hearings will help renew the
national commitment to reducing {nfant mortality and improving the health of
American familios. We are happy to offer our expertise to the Committes and
memberg of Congress and we look forward to working with you.

The persistont and unacceptably high rate of low birth weight and premature
hirths, particularly to poor, adolescent and blsck women, is amon§ the moet
surious’ and urgent problems facing the nation. It is certainly the most
serious issue confronting maternal and child health care professionals. 1If
we providers cannot come together with policy makers and the public to alleviate
this probls . we will have all fundamentally failed. We should be hopeful,
however, because this is one gocial Problem which has effective, time-tested
remcdies -- both political and clinical-- at hand.

No one knows what the physiologic cause of low birth weight and premature birth
18, although we know that mothers who are adolescent, poor and/or black are
much more likely to have small or premature babies. No ore knows the physiological
causn underlying the effectiveness of prenatal care, although we know that
pregnant women who receive prenatal care are much less likely to have smell
or premature habies. Two bodies of research, one old and the othsr néw, now
point to answers to these twn related physiologic puzzlies. The answers wil)
have significant implications for govarnmentel policy makers, health care
providers and public health administrators.

Sne body of date has been accumulating for a long time. Numerous studies,
beginning as early as the turn of the century, document the effectiveness of
prenstal care. Many of tho studies conducted since 1925 report on the effactive-
ness of care given by curtified nurse~midwives to woman who had received little
or no obstetric care Prior to the introduction of nurse-midwifery into
their community. In all cases, infant death rates fell dramatically, usually
to below the national average. A major finding of these studies iz that pre-
natal care utilization rates also increased in these communities once nurse-
midwifery care became available. Prenatal care wes effective in improving infant
outcomes when utilized and it was utilized more frequently. Although thsse were
descriptive, retrospective studies done without the benefit of an appropriate
control group, they demonstrate that nurse-midwifery care is ssfe eond that
nurse-midwi fery care rotains clients in the health care gsystem. Perhaps the
most Amportant result of these studies is to prove once again that prenatal
care is effective, cven though its mechanisms of effectiveness have remained a
mystery.

Three recent studies of nurse-midwifery care are worth reviewing because they
do contain control groupr and because their findinge are similar to those of
previous studies. All three studies iocoked at matched populations cared for
by nurse-midwives or physiciwns. In all thrce studies, clients who developed
medical complications ai.l vecame physician clients reomained in the nuree-midwife
data pool and did not appear in the physician statistics. Two studies, one
conducted 1n a health maintenance organization in Puget Sound, Washington,
and the other at the University of Mississippi’s Medical Conter obstotric
clinic, had similar findings. The indicators related to pregnancy outcome,
such as birth weight and Prematurity rates, were essentially the same in the
fhysician fatients and the nurse-midwife patients. The indicatore related to
the {-Tucess of obstetrical care were different. The physiclan clients were
e re Jikely to have had obstetrical interventions, such as forceps (in Mississippi).
wtig10tomivn, induction or augme:ntation of labor, and ultrasound examinations
{1n Washington), than were the nurse-midwife clients. The nurse-midwife clients
1n Washington were more likely to huep their prenatal appolntments and to come
in for addittional. brollem-oriented visits. Nurse-midwife clients 1n wWashington
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expressed moxe satisfaction with thedr care than did the physician clients.

The thi:d controlled study diffored from the other two in that the outcome
indicators showed a diftference in cars of the two provider groups and the study
tocked at a particularly wvulunerable population, poor, pregnant teenagers. The
young mothers in the study group received care in an Adolescent Obotetric
Clinic at the Mcdical University of South Carolina. The control group was
established by using matched birth and death certificates from the South
Carolina State Maternity Data System. Clients in both groups were racelving

* grenatal care and were of low suclo-ecopomic status. Two hurse-midwives coordinated
a multi-disciplinary team of social workers, a nutritionist, obstetricians
and a psychiatrist, which provided care to the tegnagers. The nurse-midwiverx
coordinated all prodram services, cvaluated and managed the case load and saw
cach tecnager at every prenatal visit. The rcsults showad that the low birth
weight rate among the study group was 9.1 percent, waich was significantly
lower than the 12.7 percent rate in the control group. The low birth weight .
rate among patients under age 15 was 8.8 percent in the study group and 21.0
percent in the control group.

All of the contralled and unconirolled studies point to ‘the same three
conclusiens: prenatal care improves infant outcome significantly; nurse-nidwifery
care is at least as effective as physician care: and, nurse-midwifery care haa
a documented ecord of improving utilization of prenatal care and increasing
clicent sat:sfaction with pregnaney care. In addition, the most important finding
0f the South Carolina study is that multi-disciplinary tecam care managed by,
nurse-midwivos résulted in significantly better outcomes for pregnant women \‘o
were also poor and alolescent.

The findings of the South Carolina study also point to the second, and newor.
body of rescarch into the causes and prevention of low birth weight and premature
births. Evidence i3 accwnulating which strongly sugoests that stress and
smoking are the primary causes of low birth weight and premature births. The
physiclogic }ink between these factors is not completely clear, but the finger
of blame points toward decreased blood flow to the uterus caused by vascular
consttiction. The link between smoking and decreased uterine perfusion ia
fairly well establashed. but little research has been done to uncover an
explicit physiologic link botween stress and pregnancy outcome. Thore is plenty
of implicit evidence of this link, hewever, {n all the research which do ents
the effectiveness of prenatal care and of nurse-midwifery care. . 2

Frenatal care may have 8 two part machanism for reducing the stress of
pregnancy and particularly tno stress of being poor, black and/or adolescent --
and pregnant. Once & client has had a first prenatal visit, she makes the
decision to remain in care in poart on the basis 2f how the care providers tzeated s
her. 1f she trusts the people enough to stay in prenatal rcare, she may receivo
access to services which may relieve sidnificant areas of stress in hor life,
such as i1nadequate food supplies, iradequate income and inadequate sgheltar. -

All of these basic arcas of life may be very problematic for her and the problems
may be exacerbated by pregnancy. Food stamps, Mcdicaid, Aid to Families with
Sependent Childre and other social services can make 4 critical difference in the
vtress level and the well-being of a preghant woman.

The impact of developing a trusting relationship dues not end with increased
ACCews to sucial programs.  Pregnancy can, and ususlly does cause fears and
anxiet. s which can cinly pe alleviated with education about pregnancy, childbirth
14 pateating and with personal atteation from a caring, sympathetic health care
ittvacer.  All ¢ the teenagers in the Seuth vatolisg study had accecs to the
s e staly swupierte ) seivices and basie medical nervaces.  The study group had

ta,tenal huran attestion and a concistent carce proevider throughout pregnancy
b wmtpletely reascrable to conclude that a wigmitiiant link exists between
e cliett'e oxjperasno e of a caring, MNiean relationttap with her health care

O
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provider snd the obviously therspeutic impact of thas kind of care provided in
the South Carolins s#tudy. Something about the csrs prvovided in ths South
Carolins study csused thcsa pregnant teensgers to have significantly bettar
outcomes than their matched peers: that “something® sppears to be ths atrass-
reducing effect of a supportiva psraonsl ralationship betwasn ths clients snd
their providers.

The large body of old and naw resssrch on pranatal care, nurse-midwifery
care and the physiology of pregnancy and ths decsdes of sxperience of matarnal
and child health cars in this country hava important implicetions for policy
nakers, administrstors and haslth cars providars.

Pranatsl cars muat be svailable and sccessibla to women in-ordar for it to
be used. Care that is too expensivs, too far sway, unaveiladble st convaniant
times, too tima consuming or simply not thars is c:-s that will go unused.

In ordar to ramove barriers to prenstal cars, the Noeilcan COllage of Nurse-
Midwives urges the Congress to dirsct tha Department of Haslth and Human Ssrvicss
to implament tha recommendstions of the Public Advocetes' "petition to

Reduce the Incidance of Low Birth Height and Rasultant Infant Mortality,” £ilsd
in 1983. Ths Collage also urges ths Congress to increase the appropristion
lavels for the Maternsl and Child Health Block Grant and the Primary Cars Block
Grant.

Prenatal cara and pacticularly thes primary providers of that cars must be
acceptabls to clients and thare must be a sufficient nurber of providers to
ataty tha hoapitsls and clinics which serve wuman et risk of hsving small or
premsturs babiss, The Collage urgas tha Congress, in ordar to crsate s sufficisnt
supply of sppropriate providsrs, to resuthorizs the Wurse Training Act with
sdequats funding lavels and to dirsct tha Division of Nursing and the Division
of Matarnal and Child Health to increass the annual numbar of graduatae from
nurse-midwifary and obstetfical/gynacologicel nurse practitioner sducetion
programs. M

Cartified nuras-midwives scross the country belisve that tha Congress and
the exacutive agancies have s national responsibility to plan and implemert
atrategies to lowar significantly the overall low birth weight and premsturity
rates, and particularly to lower the shockingly high —= and rieing-- rats of
infant mortslity axong poor, bleck and teenags women. The wastas of human lives
and potential snd the suffering of Amarican families cannot continus. We Xnow
that many members of this Committae, the Congress and thas sxecutive sganciae
are commited to improving matarnsl and child hsalth in the tinitad States and
wa are eager to help in your efforte.

Thank you. .,
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PRESERVING ESSENTIAL SERVICES;
Effects of the MCH Block Grant On Five Inner-city Boston
Neighborhood Health Centers
Executlve Summary
. Penny Hollander Feldman, Ph.D.
Lecturer o
Department of Health Policy & Management
Beverly A, Mosher, M.P.H.
Research Staff
Department of Health Policy & Management

Harvard School of Public Health
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Introduction

Along wihﬂ" three other block grants in the bealth area,! the Omnibus Reconcilia-

tion Act of lésl created the Maternal and Child Health (MCH} Block Grapt, incorporat-
ing eight prior categorical programs funding services for mothers and children’ The

MCH block grant enbanced states' flexibility in allocating former categorical funds: at

the same time, it provided fewer federal dollars in FY 1982 than in FY 1980 or 1981}

This report summarizes 8 study of the effects of the MCH block grant on five
inner-city Boston neighborbood bealth centers! serving low income,.predominantly black

and Hispanic mothers and children.

© Study Purpoae . .

The study addressea three questions:

{1) How did the ‘MCH block grant aflect the financial health of agencies dependent on

-

federal and state MCH funds!

{2) How.were the provision and use of services for pregnant women and for children
aflected by changes in MCH funding?

(3) Was the "need for service™--measured by trends in neonatal and infast mortality
rat,es--increasins or declining during the study period in the inner-city communities

served by neighborhood health centers #pcndent on MCH funds!

N YT he - aree other health block grants created by the Reconciliation Act of 1981 were the Alcobol, Drag Abese and

Mental Heaith. Preveative Health Services aad Primary Care block grasts

Categotical programs iacluded 1 the MCH block grant were Tile V matersal and child bealth vereices. Title V
cnppled children's services. carework for disnbled children receiving rupplemental tecuniy income benefite (SSL.DCP). lead
pousoziag preveation. Sudden 'afant Death Syadrome. adolesceat pregrancy prevention. gesttic disease testing and coune
sehog and hemophilia diagoostic and treatment centers

W ederal appropnations increased 1n FY 1983, o the resalt of the Emergeacy Jobs Appropriation Act. bt fell again
1o FY 1984

*The centers are Dimock. Harvard. Manba May Eliot, Roxbary Comprebensive and Whititer Health Centers. 18 the
Roxbury/Dorchester area of Boston

.
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Study Method and Datu Sources
I'd

Interview data were combined with state and local statistics® and agency manage-

ment records to produce case studies of five aner-city neighborhood health centers

dependent on MCH (Title V)® funds in 1980, two years preceding the block grant.

C%mnges in the financial status of the five centers were measured by analyzing
1980-1983 trend data on center revenue by source and on center expend}tures. Changes
in service provisio: for mothers and children were measured by analyzing 1980-1083
trend data on obstetric, adolescent pregnancy and pediatric visits. Need for services in
areas M‘r.ved by the centers was assessed by analyzing neonatal and infant mortality
rates for service area census tracts for the period 1980 through 1982 (1983 data were not
available). Most of the data reported in this summary are aggregate measures combjn-
ing the experience of the centers in the study.

Neighborhood Characteristics of Centers Studied

The five centers included in the study serve the Roxbury, Norib-South Dorchester
areas of Boston. All are in areas designated as “medically underserved,” as of January
31, 1980. The census tracts in which the centers are located ranged from 60-80 percent
black and 6-30 percent Hispanic in 1980. Unemployment in the areas served by the

centers ranged from 6 to 19 percent in 1980, while median family income averaged

$11,500; approximately 25 percent of families in the service areas were on AFDC. Two -

4

other neighborhood health centers tnat also received Title V funds in 1980 were excluded

from the analysis because they served non-inner-city areas that were moce afluent, less

State and local statistics were obtaned from the Musachusetts Department of Health, the Massachusetts RateSet.
ting Commisnion 834 the Boston Department of Health aad Hospitals

SAll of the centen recerved Title V (unds for Matersal and Infant Care (MIC) pad/or Children aud Youth {CRY)
protects i 1080 Title V, with 1o formuls grasts and 14 special MIC a8d C and Y projects. was [olded mto the MCH
Block grast as a result of the Omaidbas Recancihation Act of 198)
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velfare-dependent and more than 96 percent white.

Financial Status of Neighborhood Health Centers

FY 1982 was a financially disasirous year for the centers studied:

(1) MCH project funds, which on average accounted for 15 percent of
gross revenues in FY 1981, fell 30 percent in FY 1982,

(2} Other federal, state, local and private grants, which on average
accounted for 47 percent of gross revenues in FY 1981, fell 18 percent in
FY 1082.

(3) Medicaid revenugs, which on average accounted for more than 20
percent of gross revinues in FY 1981, fell 3 percent in FY 1982, as the Bos-
ton AFDC caseload fell 18 percent, reducing Medicaid eligibility.

(4) Direct patient charges (self-pay) and charges to other third
party payers, which accounted for approximately 14 percent of gross
revenues in FY 108], together increased 22 percent in 1982.

() Even though bad debt declined in absolute dollars in FY 1982, a func-
tion of both declining utilization and increased collection efforts, net reve-
nues (gross revenues minus bad debt) fell approximateiy 7-10 percant that
y=aar.

(8) Three of the centers decreased their expenses in FY 1082; however,
"savings” were achieved principally by cutting the range of services provid-
ed.

Centers’ revenues gencrally increased in 1983, but their financial condition
rematined shaky:

(1) MCH project fuada fell 7 percent--a smaller cut than the previous
year.

(2) Other grar* revenues increased 15 percent,
(3) Medicaid revenues increased 12 percent.
(4) Seif-pay and other third party charges rose 35 percent.

(6) Altbough bad debt increased substantially, net revenues rose ap-
proximately 10 percent. )

(){vr.- .
I l/ e
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(#) However; while net revenues inc1eased 10 percent, expenaes increased
nearly 20 percent on average, thr .iening the financial viability of the
centers.

e  Overall, the centers in our study were in worse financial condition in FY 1885 than
in FY 1980. In constant (1967) dollas:

(1) MCH project funds were 54 percent lower in FY 1983 than FY 1980.

(2) Other grant funds were 18 percent lower in FY 1983 than FY 1980.

(3) Despite the fact that Medicaid revenues were up 7 percent over FY
1980 and self-pay and other third party charges were up 50 percent,
bad debt had increased, so that net revenues were down approximately
15 percent in FY 1983, compared to FY 1980. '

(4) Expenses were 13 percent lower in FY 1963 than 1320, but reduced
expenses reflected cuts in the comprehensiveness of services offered. Four
of five centers were operating with deficits, while the fifth was emerging

from bankruptcy and receivership and avoided a deficit only by securing
"extraordinary” income from special grants and donations

Service Provision and Use

e In response to their worsening financial situation, centers cut stall and narrowed
the range of services provided. !lardest hit were:

(1) Commubuity outreach efiorts :o identify individuals and families at risk;
(2) social services, and

(3) educational activities aimed at improving health outcomes.

s  Us~ of centers' services dropped signihicantly in FY 1982:

(1) Total visits fell 14 percent.
(2) Pediatric visits fell 12 percent.

(3) Obatetric/gynecological visits dropped 14 percent. cespite a 4 percent
increase in births in the census tracts served by the centers.

e  Four factors help explain the drop in center use:
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(1) A general recessionary effect, leading some economically stressed fami-
lies to postpone mon-emergency primary care in order to pay for more
* pressing food and/or housing needs;

'(3) An 18 percent drop in the Boston AFDC caseload, reducing Medicaid
coverage for mothers and children and jmposing additiona! financial bur-
dens on those who might seek care;

(3) The deterrent eflect on potential center users of negative pu.licity
focusing 'on health and welfare cuts, on the "dire threat” (Boston 'lobe
beadline of June 1982) to neighborhood bealth centers and on their ne i to
increase patient billing and collections;

(4) Lay-offs of centers’ outreach stafl, whose job had be u to ideatify and
offer services to high risk pregnant women and young childreu .4 ‘hs .m-
munity.

Deapite an increase in total visits to the centers in FY 1083, pediatric and
OB/GY!N visits continued to decline (4 percent and 1 percent respectively},
although at a lower rate than in FY 1082.

The continuing. albeit slower decline in use of pediatric and OB/GYN services may
reflect the continued effects of factors at work in FY 1982--especially reduced
AFDC eligibility and reduced center staffirg for MCH outreach and educational
activities. : '

The increase in total visits in FY 1983 reflects, in part, the efforts of centers to
attract new, paying, clientele to ofiset cuts in grant income over the period FY
1980-1983; centers instituted evening and various specialty clinics aimed at
employed clients with third party coverage.

While data op total visits, pediatric and obstetric visits for the five centers are com-
plete for the period 1980-1083, data on use of a more comprehensive array of
services--including outreach. social services, family planning, nutrition, mental
health, etc.--are insufficient to allow trend analysis.

Need for MCH Services in Communities Served By the Centers

O

ERIC

Aruitoxt provided by Eic:

{n 1980, the infant mortality rate in tue census tracts served by the five centers was
16.7 deaths per 1000 live births--nearly a third higher thap the national rate of
12.6/1000 in 1980.

Ip 1981. while obstetric and pediatric visits to the centers increased 2 percent. the
infant mortality rate in surrounding census tracts declined 12 percent to 14.7/1000
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(that rate was still 26 percent higher than the 1981 national average).

° In 1982, as pediatric and obstetric visits to the centers were declining, the jnfant
mortality rate in surrounding census tracts rose 46 percent to 21.5/1000. Alto-
gether there were 86 infant deaths out of 4001 births in the census tracts studied in
1082; there were 13 more deaths observed than expected under a situation of ran-
dom variation. The 21.5/1000 infant mortality rate observed in 1982 was just
about twice the national rate (11.2/1000) reported for 1982.

Coanclusions

e In Boston, preventive and primary care services for mothers and children funded
initially by Title V and subsequently by the MCH block grant sustained cuts
throughout FY 1081-1983; the cuts were deepest in FY 1082, the y :ar of transition
to the block grant.

o lonercity Boston neighborbood health centers dependent on MCH funds in 1980
suffered a deterioration in their financial health during 1082 and 1983, as other
grant revenues, self-pay, and charges to other third parties failed to fully compen-
sate for cuts in MCH revenues, reduced AFDC-Medicaid eligibility and increases in
bad debt and free care; centers’ net revenues in constant (1967) dollars were lower
in FY 1983 than in FY 1980, and combined deficita were larger.

®  Decreases in the use of obstetric and pediatric services at the centers studied paral-
leled and to sowe extent can be attributed to cuts in MCH funding--espeeially
layofls of center outreach workers--and to reductions i the AFDC-Medicaid
caseload, which curtailed financial access for poor mothers and children.

e  While MCH funding and use of MCH preventive and primary carc services were
declining, infant mortality rates in census tracts served by MCH-dependent centers
were increasing; thus need was accelerating while resources available to address the
need were being curtailed.

®  Given finarcial barriers to access in the inner city areas studied. their reiatively
bigh infant mortality rates and evidence of worsening experience in 1982, funds for
preventive and primary MCH services in those areas should be expanded, rather
than reduced, to promote equity. access and improved infant outcomes,
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The Chicana Rights Project for the Washington, D.C. office
vf the Mexican American Legal Defense and Educationél Fund
(MALDEF) 18 pleased to submit a statement before the House
Committee on Energy and Commerce Subcommittees on Oversight and
Investigations and Health and the knvironment. MALDEF i8 a
naticnal civil rights organization dedicated to preserving the
civii and constitutiovnal rights of Hisparics in the United
States, We currently have offices in fSan Francisco, 1L,0s Angeles,
benver, Sacramento, San Antonio and Chicago, as well as in
washington, D.C,

MALDEY ‘s Chicana Rights Project (CRP) was established in
1974, The prodect does research and litigation designed te
eradicate discrimination against Hispanic women, primarily in
health, employment and education. Among the complaints tiled by

the CURP 185 Crdoner v. Mercy Hospital and Solis v. Madera

Comrunity Hospatal, whick deal with the duties of hospitals to
provide affordable care to preqgnant women.

MAaLVWE 1s concrrned with the wideaing qap of infan¢
mortality. tor this reason, we are once of the patitioning
craarizations an the Public Advocates petition to Secretary of
Hoead 'k oata: Huadrn Serviers, Maraaret Hechler, that 1o the subjuect

forteday’s Poarangs. We w' the Chicara Kighis Proyect believe
that our wears ¢! exterience 1n &otkinag on healtl 1ssues,
et el with cur antetrest and committmont to ending

Pttt Lrataer g et wemer  espoecially Paspantes, means that

MALDPD vl o bar o, gz geett e o thiy heartia *har car b
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helpful in narrowing the widening gap of infant mortality and low
birth weight between whites and minorities in this country.

pata Collection and Hispanics

The CRP works to increage poor women's access to dood
quality health care. Maternal and child health issues are a high
priority for the Project. Naturally, we are gravely concerned
about the 18Rus {hfant deaths in our community. However,
there 1s a serious problem with respect to d:* ollection and
intant yortalxty related to Hispanics in the United States. It
:s difficult to obta. accurate data on infant deaths among the
Hispanic community. Much of the information in studies released
deruments disparities between blacks and whites only, or
sometimes whites and non-whites, However, one must not agsume
that Hispanic birth rates correspond with white birth rates just
because there 18 little or no data on Hispanics. Hispanics do
have similar problems as biacks with low birthweight and high
infant mortality even though there i1s not as clear of a
statistical prcture for Hispanics as exists for blacks.1 Whese
stat.stics on Hispanics are kept, their deaths and premature
birthe are significantly higher than for whites. An example is
tes Angeles. 1n 198i, the County ecnded a fifty Year policy of
provicing tur prenatal care and other gervices to the poor. The
womes whe beavfitted fron these programs had no health insurance

and mary were Hispanice. The County's new pulicy required a

R .
YoGee 10D ANGELES TIMES, "Gap 1irn lutant Death Rates
Wi trge®, dune MO, 1943
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pre-payment of $20-30 per visst, Prenatal visits to health
clinics and outpatient depsvtmants dropped by 21%; broken
appuantments skyrockated to 30 to 50% and the premature barth
tate increase i by 7.41.?

Due to the fedar that ingtituting prepayments would directly
result in an increased infant mortuality rate, MALDEF joined other
black, health and women's organizations in filing a California
petition for cules and regulations to declare prenatai care a
public health service and to establish stendards for access to
such care by low income women. The petition documented that poor
and minority health districts in Los Angelas county were those
that had the highest risk factors and tre lowest chances that
women living there would bear a liave, healthy newborn. Those
heavily populated by blacks and Hispanics had the highest fetal
deaths, infant deaths, neonatal and post-natal dea:hs.3 This
information shouid not come as o surprise, since the tHigpanic
Fecpulatior shares with blacks and nther manoritias the indicia ¢.t
poverty and underemplcyment that 1s closely cortrelated te high
risk pregnancies and which result in higher infant mortality

rates,

Factual Memcrandur and Aroumcnt .n Suppor* of Petition
tor kulewaking t+ Declare Prenatal carc o Fublic Health Service
At 2 Retabilsh Starndairds for ACeess t6 Such Cart by Low Income
leren, sulmitted by [etitioners County hralth Alliance, ot al. to

She Casaternia State Departmenr ot Health Services, Junce &9, (982
et 20 and e,

Jd at 9
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Hispanics make up the second largest minority populatiorn in
the United States, 8%3%, Blacks are the largest with 10.7\.‘
Yet, there 1s inadequate data on Hispanics. Only in recent years
have national statistics been kept on Hispanics begun to be
coillected, Federal data on Hispanics must collected and made
available to the publxc.S The federal government has an
obligation through 1ts ayencies to prov Je data so that we may
deveelop health policies that effectively address the needs of the
Hispanic community. In this case, statistics are a matter of
l:fe and deith., Pregnancy related data and federally funded care
1 especially critical for Hispanic women baecause they have the
highest birth rate in the nacion. They tace serious health risks
because of their high rates of poverty.6

Additionally, many Hispanics have problems because they are
part of a luanquage minority. Data must be collected to determine
1! lunguage hirriers result 1n a significant reduction in access
to necessary health care and contribute to an increase in infant

m.rtalaty,

4 4nhe Rebert Wend Foundaticn “Updated Report on Access to

Mealtt Care for the American People”, Special keport, Number
cne /1983,

HHS 1s currently conducting & {NCHS) survey on Hispanic
healtk ap the .S, Since the study is not completed, we have no
way of knowing whether or not it contains the detailed
intormation on intent mortality and prenatal care that is already
aocunented within the black and white populations.

v S, Report from the U.S, Commissicr on Civil Pighty,
prsadvantaged home: and Their Children, Clearinahouss Publication
“H, M 18bh s,
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The Reagan Administration's Record on Infant Mortality

information on the dire consequencas of the fallure to
provide comprehensive prenatal care to all poor, pregnant women
has been well documented in the Public Advocates petition, as

well as in testimony and reports submitted for the record today.

" Yet, the Administration's response is that "[r]educing infant

mortality is a complex task with no simple and quick solution...”
and insists that further study is ngiﬁf:ary before effective
intervention strategies can ba d5;:1063357 '

The Administration and the Department are aware of the
increasing gap of the infant mortality rate between whites and
minorities. They aiso acknowledge that there has been a decline
in grenatal care for black women in the current decade since

8 Yet, according to Assistant Secretary of

keagan took office.
M8, L1, Edward Brandt, "quality orenatal care is an importart
1ntervention opportunity. There is little question af to the
value bt prenatal care in improving the health of pregnant women
and preventing or reducing the complications of pregnancy and
labor..."9

The Reagan Administration must not be allowed to take credit

for pars 3uccesses in the programs it iy trying its best to
Yy

Statement by Edward K. Brandt,Jr. M.D., Assistant
Seeretary for Health, before the Energvy and Commeree
Subcommittces on Oversight and Investigations and Health and the
tpvironment, '.S. House of Mepresentatives, March 16, 1984, 1.2,

3]

g

- -

366



-

O

ERIC

Aruitoxt provided by Eic:

362

¢liminate. Moreover, the Admimistration must by prevented from
turther cutting funds for programs.known to help reduce anfant
mortality. such programs include, Title V Maternal and Child
Health Care, Community and Migrant Health Proarams, Medicaid,
AFDC, and WIC. The list goes on. Perhaps, must important, the
Administration must not be allowed to fail to address this
critical rational health problem by claiming 1t needs further
study. 1

In contrast to the keagan Administration's approach, the,
Public Advocates putxt\oﬁ calls for a national standard for
comprehensive prenatal care and seeks an educational program to
infurm women ¢. the importance of prenatal care. It also calls

. for an expansion of states' maternal and child health programs to
include all needy women and children. These remedies designed to
reduce infant mortality are certainly more reasonable and
absclutely mere cost etficient than the tremendous expense in
caring for low birth weight'associated xllnusses_and their

\lifu-long effects. The latter costs will devour any lmmedidte
savings and cost the goveinment billions.

In cenclusion, the Energy and Commerce Committee 1s to be
commended tor holdino hearings or the intant mortality gap and
the need for prenatal care, While we would welcome long term
legisiatinn that weuld establish comprehensive prenatal care for
all poor preqnant women, we urge Conaruss to pressure the
Administration to act immediately on the Public Aavocates

petition.

O
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