
ED 288 616

TITLE

INSTITUTION
REPORT NO
PUB DATE
NOTE
AVAILABLE FROM

PUB TYPE

EDRS PRICE
DESCRIPTORS

DOCUMENT RESUME

PS 016 930

Declining Federal Health and Safety Standards: Child
Health. Hearing before the Subcommittee on
Investment, Jobs, and Prices of the Joint Economic
Committee, Congress of the United States,
Ninety-Ninth Congress, Second Session.
Joint Economic Committee, Washington, D.C.
Senate-Hrg-99-1086
4 Aug 86
159p.; Photographs will not reproduce clearly.
Superintendent of Documents, Congressional Sales
Office, U.S. Government Printing Office, Washington,
DC 20402 (Stocx No. 552-070-022-41-4, $4.50).
Legal/Legislative/Regulatory Materials (090)

MF01/PC07 Plus Postage.
Adolescents; Children; *Federal Government; Financial
Support; Government Role; Health; High Risk Persons;
Immunization Programs; Nutrition; Prevention;
Research; *Standards

IDENTIFIERS *Child Health

ABSTRACT
Third in a series of hearings on the status of

Federal health and safety standards and the social and economic
implications of lowering or relaxing them, this hearing investigated
issues of child health. The hearings were prompted by concern that
existing health and safety standards were being undermined by
irresponsible budget cuts, in some cases sweeping arbitrary
deregulation, and the complex interplay between the two. Testimony
includes the personal views of Dr. Albert B. Sabin about child health
issues, the Children's Defense Fund's positions regarding child
health programs and standards, concerns of pediatricians about
immunizations and nutrition, national and Maryland perspectives on
health and other indicators of risk and the Federal food program,
remarks on major areas of morbidity and mortality during adolescence
which require significant resources and further understanding,
academic researchers' attitudes concerning Federal funding of
research, long-term consequences of reduced Federal commitment to
child health programs, and an advocate pediatrician's views on child
health and safety and the effects of cutbacks in research funding. In
addition to prepared statements, submissions for the record include
an article on preventive health care for children by Senator Dale
Bumpers and a report of the Ad Hoc Group for Medical Research
Funding. Tables and figures are included. (RH)

***********************************************************************
Reproductions supplied by EDRS are the best that can be made

from the original document.
***********************************************************************



S. HRG. 99-1086

DECLINING FEDERAL HEALTH AND SAFETY

STANDARDS: CHILD HEALTH

co HEARINGco
BEFORE THE

SUBCOMMITTEE ON
INVESTMENT, JOBS, AND PRICES

U.S. DEPARTMENT OF EDUCATION°Moe of Educations) Research
and Improvement

EDUCATIONAL. RESOURCES INFORMATION
CENTER (ERIC)

its document has been reprOduCed asreceived from the person or organizationoriginating it
0 Minor changes have been made to improvereproduction quality

Points ot view or opinionsstated in this docu-ment do not necessarily represent officialOERI positron or policf

OF THE

JOINT ECONOMIC COMMITTEE

CONGRESS OF THE UNITED STATES
NINETY-NINTH CONGRESS

SECOND SESSION

Ot

r

P4
72-208

AUGUST 4, 1986

Printed for the use of the Joint Economic Committee

U.S. GOVERNMENT PRINTING OFFICE

WASHINGTON : 1987

For sale by the Superintendent of Documents, Congressional Sales OW,*
U.S. Government Printing Mee, Washington, DC 20402

2
BEST COPY AVAILABLE



JOINT ECONOMIC COMMITTEE

[Created pursuant to sec. 5(a) of Public Law 304, 79th Congress]

HOUSE OF REPRESENTATIVES
DAVID R. OBEY, Wisconsin, Chairman
LEE H. HAMILTON, Indiana
PARREN J. MITCHELL, Maryland
AUGUSTUS F. HAWKINS, California
JAMES H. SCHEUER, New York
FORTNEY H. (PETE) STARK, California
CHALMERS P. WYLIE, Ohio
DANIEL E. LUNGREN, California
OLYMPIA J. SNOWE, Maine
BOBBI FIEDLER, California

SENATE
JAMES ABDNOR, South Dakota,

Vice Chairman
WILLIAM V. ROTH, JR., Delaware
STEVEN D. SYMMS, Idaho
MACK MATI:NGLY, Georgia
ALFONSE M D'AMATO, New York
PETE WILSON, California
LLOYD BENTSEN, Texas
WILLIAM PROXMIRE, Wisconsin
EDWARD M. KENNEDY, Massachusetts
PAUL S. SARBANES, Maryland

Sccrrr Liux, Executive Director
ROBERT J. TOSTERUD, Deputy Director

SUBCOMMITTEE ON INVESTMENT, JOBS, AND PRICES

HOUSE OF REPRESENTATIVES
PARREN J. MITCHELL, Maryland,

Chairman
FORTNEY H. (PETE) STARK, California
DANIEL E. LUNGREN, California
BOBI3I FIEDLER, California

SENATE
EDWARD M. KENNEDY, Massachusetts,

Vice Chairman
PAUL S. SARBANES, Maryland
WILLIAM V. ROTH, JR., Delaware

3

"::,"=, ; :1: .; ,4,:r.,:i 7e:it:I



Sarbanes, Hon. Paul S., member of the Subcommittee on Investment, Jobs,

Sabin, Albert B., M.D., senior medical science adviser, Fogarty International

Oski, Frank A., M.D., chairman, Department of Pediatrics, the Johns Hopkins

Tildon, J. Tyson, Ph.D., professor of pediatrics and biological chemistry, the

Kolb, Marvin 0., M.D., practitioner in clinical pediatrics, Fargo Clinic, and

Heald, Felix P., M.D.: Prepared statement

Sarbanes, Hon. Paul S.:

Rosenbaum, Sara, director, health division, Children's Defense Fund

Paige, David M., M.D., professor of maternal and child health, the Johns

Heald, Felix P., M.D., professor of pediatrics and director of adolescent medi-
cine,

Karen, Ph.D., professor and chairman, Department of Health Policy

Davis, Karen: Prepared

Kolb, Marvin 0., M.D.: Prepared statement
Paige, David M, M.D.: Prepared statement
Rosenbaum, Sara: Prepared statement

Tildon, J. Tyson:

School of Medicine

and Prices, presiding: Opening statement

Center for Advanced Studies in the Health Sciences, the National Institutes
of Health

cine, the University of Maryland School of Medicine

University of Maryland School of Medicine

and Management, the Johns Hopkins School of Hygiene and Public Health 122

chief of staff, St. Lukes Hospital, Fargo, ND

Hopkins School of Hygiene and Public Health

Letter from Senator Bumpers, dated August 4, 1986, commending Senator

Article entitled "Preventive Health Care for Children," by Senator

Prepared statement
Report of the Ad Hoc Group for Medical Research Funding

Sarbanes for holding this hearing

Bum rs

FOR THE RECORD

WITNESSES AND STATEMENTS

MONDAY, AUGUST 4, 1986

MONDAY, AUGUST 4, 1986

CONTENTS

(111)

Page

126

137

100

141

106

58

78

61

97

22

18

82

67

10

1

3

5



DECLINING FEDERAL HEALTH AND SAFETY
STANDARDS: CHILD HEALTH

MONDAY, AUGUST 4, 1986

CONGRESS OF THE UNITED STATES,
SUBCOMMITTEE ON INVESTMENT, JOBS, AND PRICES

OF THE JOINT ECONOMIC COMMITTEE,
Washington, DC.

The subcommittee met, pursuant to notice, at 9:45 a.m., in the
21st Floor Constellation Room, World Trade Center, Pratt Street,
Baltimore, MD, Hon. Paul S. Sarbanes (member of the subcommit-
tee) presiding.

Present: Senator Sarbanes.
Also present: William Buechner, professional staff member.

OPENING STATEMENT OF SENATOR SARBANES, PRESIDING
Senator SARBANES. If we could come to order.
Today, the Subcommittee on Investment, Jobs, and Prices of the

Joint Economic Committee holds the third in a series of hearings
on the status of Federal health and safety standards and the social
and economic implications of lowering or relaxing them.

Today's hearing will be devoted to the subject of child health.
In its first hearing, the subcommittee focused on air transporta-

tion safety issues, and in the second, on fire prevention and control.
The subject of the fourth hearing in the series, which will take
place this Thursday in Washington, will be hospital disinfectants.

All four of these hearings are prompted by the rising concern in
the Congress, the press, and the public at large that the Nation's
existing health and safety standards are being undermined by irre-
sponsible budget cuts, in some cases sweeping arbitrary deregula-
tion, and the complex interplay between the two.

A 1984 study conducted by William Drayton, the former Deputy
Administrator of the Environmental Protection Agency, concluded
that the Federal Government is failing where health and safety
protections are concerned and, further, that "budget cuts, which
have been this administration's chief policy weapon toward this
end, have fallen most unrelentingly on the relatively new and most
vulnerable health and safety agencies." The result, he says, "is not
the work of any one manager; it is a governmentwide pattern, with
a resulting protection gap potentially enormous in scale."

Mr. Drayton's sober assessment is perhaps no more accurately
applied than in the area of child health and safety standards. This
is particularly troubling because of the central role our children
play in our lives. They stand at the very heart of our families.

(I)
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They represent the strength of our Nation. They are our hope for
the future.

Let me mention just a few of the problems we face.
For nearly 20 years, the Nation's infant death rate dropped

steadily and significantly. But in the last 3 years, the rate of de-
cline has slowed dramatically. Whereas a quarter of a century ago,
the United States placed 7th in the world in terms of infant mor-
tality rate, today it is 17th.

Good prenatal care reduces not only infant mortality, but low
birthweight as well. Last year, citing a study by the National Insti-
tute of Medicine entitled "Preventing Low Birthweight," the New
Republic observed, "It costs far less to ensure that a baby is born
healthy than to keep it alive just one day in intensive care," and
pointed to the study's finding that every $1 spent on prenatal care
translates into $3 saved in providing medical care.

Good health care for children minimizes long-term, indeed, life-
time, health problems. Lives are made fuller and richer, and the
productive capacity of the Nation is increased when we identify
and treat vision, hearing, and dental problems or neurologic or or-
thopedic problems early in life.

Yet there have been drastic cuts in funding and drastic restric-
tions on eligibility for the programs which, in many cases, mean
the difference between treatment and nontreatment.

Routine immunization has virtually eliminated many of the
childhood diseasespolio, diphtheria, whooping cough, measles, for
examplethat not many years ago raised the specter of life-long
handicap or even death.

My distinguished colleague from Arkansas, Senator Bumpers,
has noted that, since its launching on a national scale, the child-
hood immunization program "has had dramatic success in reducing
the incidence of childhood diseases, and the combined Federal ex-
penditure for the 8 years from 1973 through 1982 was only $205
million, or about the cost of one B-1 bomber."

Nonetheless, the President has declined to request the funds nec-
essary to rebuild the national vaccine stockpile, which has fallen
seriously below the 6-month supply recommended by the Centers
for Disease Control.

New Senator Bumpers has sent us a letter commending the com-
mittee for investigating the status of our children's health and
seeking to determine the impact of funding decisions on research
in the delivery of health care services to mothers and children. I'd
like just to read excerpts from that letter. The entire letter, togeth-
er with an article by Senator Bumpers, will be included in the
record.

[The letter and article follow:]
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The Honorable Paul S. Sarbanes
United States Senate
Washington, D.C. 20510

Dear Paul:

COMMITTEE ON APPROPRIATIONS

WASHINGTON. DC 205,0

August 4, 1986

I want to commend you for calling a hearing of the Joint
Economic Committee to investigate the status of our children's
health and to determine the impact of funding decisions on
research and the delivery of health-care services to mothers and
children.

I believe that the availability of preventive health care for
every child and expectant mother must be considered part of the
basic foundation for the welfare and strength of this nation.
Since 1970, I have been involved in debates on the proper role
of the federal and state governments in financing public health
programs for our citizens. Unfortunately, the decrease in the
availability of public health and nutrition services since 1981
has slowed or reversed the progress we have made in improving
many key public health indicators and called into question our
ability to reach the Surgeon General's 1990 goals for lowering
the rates of infant mortality, post-neonatal mortality, and low
birthweights.

We shouldn't compromise our goals for 1990, but we must take
action in order to meet these objectives. Last week, the
Department of Health and Human Services announced the latest
figures on health-care expenditures for 1985. The nation spent
$425 billion on health care in 1985, an amount equal to 10.7
percent of the GNP. Two figures in the rdport especially dis-
turb me: (1) the total government expenditures for public health
activities, $11.9 billion, or 2.8% of total health-care expendi-
tures; an! (2) $7.4 billion for noncommercial research, or 1.7%
of total health-care expenditures. Our investment in public
health and research is woefully inaci^luate.

The human benefits of public health programs and research are
reason enough to increase our investment, but the economic
benefits are an added incentive. It is senseless to shortchange
public health programs that have cost-benefit ratios ranging
from 1:3 to 1:10. The United States has been a world leader in
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The Honorable Paul S. Sarbanes
August 4, 1986
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developing the most sophisticated technology to save desperately
ill newborns, yet we are also a leader in the industrialized
world in the percentage of low birthweight babies who need these
sophisticated services. We should be proud of our biomedical
leadership, but we should also be very concerned about the
delivery of preventive care. We need to improve our investment
in preventive health programs because the long-term savings from
this investment will help us to ensure our leadership in medi-

cine and improve the public health.

I know the witnesses at the hearing today will provide great
insight into the challenges facing health-care providers, re-
searchers, and policymakers. I commend you for holding this

hearing, and I look forward to reading the testimony of all the
witnesses.

DB:egf
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Si cerely,

CO A-451.4-24'4
Dale Bumpers



5

Reprinted from AMERICAN PSYCHOLOCtrr. Vol. 39. No 8, Augur 19E4
fluall la I A.

Securing the Blessings of Liberty for Posterity
Preventive Health Care for Children

MNIIIIIIMIN111111111MIM

Dale Bumpers /IS Senate

Almon every day something hoppers that causes me
to reflect again on the brilliance of the "Founding
Fathers" of our great nation. As a senator, I am con-
stantly reevuluating the appropriate role of govern -
meat, and I continue to find guidance in the simple,
eloquent words our founders used in the Preamble
to the U.S. Constitution. Those words are worth re-
paths. hem:

We the People of the United States, in Order to form a
more perfect Union, establish Justice, insure domestic
Tranquility, provide for the common defence, promote ILE
general Welfare, and secure the Blessings of Liberty to our-
selves and our Posterity, do ordain and establish this Con-
stitution for the United States of Ameria.

The future of every nation belongs to its children,
and everyone, regardless of political persuasion, would
agree that one of the essential ways to secure the
blessings dpiberty for them, our posterity, is to help
them become end remain healthy. Although children's
access to a public education has been considered a
right, no such right exists for children's access to
adequate health care. And yet a child who is not
healthy cannot take fa advantage of a public edu-
cation, cannot seize the future and the full blaming*
of liberty America has to offer I believe that the avail-
ability of preventive health are for every expectant
mother and child must be considered part of the basic
foundation for the welfare and strength of the nation.

One in every five children, or 13.6 million, live
in poverty, and one third of these have no identifiable
source of health care. Seven other countries have lower
infant mortality rates than the United States. The
United States has the second highest percentage
among nine other industrialized nations in infants
that have low birth weight (No thirds of all infant
deaths occur among low-birth-weight babies.) One in
every 20 women in the U.S. receives no prenatal are
until the last trimester, and one in 76 receives none
at all. One out of every 11 pregnant black women
receives no prenatal are until the last trimester, and
one in 37 receives none at all. These statistics illustrate
how much can be done to improve the health are
given to infants and children.

History of Federal Involvement
Before 1912, there was little federal involvement in
children's health. The first White House Conference

"MMINMEINIEN
on Childs tu dos ammed in 1909 by President
Theodore; Roosevelt, and at its recommendation the
Children's Bureau was created in 1912. Julia Lathrop,
the first woman to head a federal agency, was granted
525,640 to investigate seven issues: infant mortality,
birth registration, orphanages, child labor, desertion,
illegitimacy, and degeneracy. The bureau focused its
first investigation on the causes of infant mortality
and provided the first governmental data linking infant
mortality to conditions such as family income, hous-
ing, employment status of the mother, and early health
are for mothers and infants.

The Children's Bureau was granted limited au-
thority by Congress and could only use its findings
for public education and to encourage the enactment
of state laws. In 1914, it distributed the now famous
publication Infant Care. The public response to the
findings of the Children's Bureau and its educational
programs reinforced the efforts of those who were
urging targeted federal action on behalf of mothers
and children. The bureau's studies also stated the
case for child labor laws, a school lunch program, a
uniform birth registration program, and other sig-
nificant initiative.

The federal government became more directly
involved in children's health are with the Sheppard-
Towner Act, also known as the Maternity and Infant
Care Act of 1921. Its passage was surrounded with
controversy over the government's alleged interference
in family affairs. Opponents argued that "official
meddling cannot take the place of mother love" and
called the act "radical, socialistic, and bolshevistic."
This legislation was one of the first federal grants-m-
aid programs for health are and was administered
through theChildren's Bureau. The program required
states that accepted money to match federal funds
and to designate an administrative agency with re-
sponsibility for maternal and child health activities.

By 1927, 45 states participated in the program
and funds were used primarily for preventive child
health programs. Although this act was extended for
2 more years, opposition from the Catholic church
and the American Medical Association (AMA), which
ailed the programs, "paternalistic, socialistic, and
meddlesome," led to their termination in 1929. The
controversy which surrounded this Act led a group
of pediatricians to split away from the AMA to forty
the American Academy of Pediatrics (AAP).

August 1984 American Psychologist
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During the years of the Sbeppard-Towner Act.
the Children's Bureau produced several notable
achievements. Ily 1929 all states required birth reg-
istration, and 1,594 new child health centers were
established throughout tbe country between 1924 and
1929.

As the nation faced the Great Depression of the
1930s, 19 states continued their maternal and child
health programs. Most of the states, however, found
it difficult to maintain these programs as federal sup
port diminished. During the early 1930s the
dren's Bureau reported that the health and welfare
of children were worsening and recommended a
broader federal/state program. Katherine Latroot,
director of the Children's Bureau during these years.
said, "We cannot too strongly recommend that the
Federal Government again recognize its obligation to
participate in the nationwide program saving the
children front the forces of attrition and decay which
the depression turned upon them above all others"
(U.S. Department of Health, Education, and Welfare,
1976). Such a plea sounds similar to those made by
many of us in Congress during recent funding fights
on preventive health programs for children.

In 1935, the Social Security Act was passed and
Tide V of the Act designated the Children's Bureau
to administer three programs: Maternal and Child
Health (MCH) services, services for crippled children,
and child welfare services. The goal of Title V pro-
grams was to expand health services for poor mothers
and children.

During the 1960s, amendments to Tide V ex-
panded services and the access to are. The 1963
amendments required that each state's Title V pro-
gram include maternal and infant (M & I) and chil-
dren and youth (C & Swaim% family Plaealai,
intensive infant care, and dental services. Because
Congress believed that states were not meeting the
needs of communities, the amendments allowed fed-

1.4110f was. Samar Dale Wawa is paw* **Mit lit MI
10th per la the U.S. Sostrti she myths two Wan as puma
of At He has sorted with diadactios as the SWItt Easily
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art Macedon program thethatmed by nova budget CUM He via
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Staenal ad Child Heath Care pro fame. for hb ladenhip le
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Osis Sumpers

all health agencies to circumvent state government
and negotiate directly with community health units.

During this time, the National Institute for Child
Health and Human Development (NICHD) was cre-
ated as part of the National Institute of Health to
provide a center for research on child health, growth.
and development. Title XIX of the Social Security
Act was peal in 1965, creating the Medicaid pro .
gram for poor and disabled children and adults. In
1972 the Women, Infant and Children Supplemental
Feeding Program (WIC) began to provide nutritional
supplenients to young children and mothers. A num-
ber of tbe original functions of the Children's Bureau
were transferred to other agencies. Its htalth are
functions are now carried out by the Public Health
Service. Currently, the Bureau's responsibilities in-
elude child welfare activities as part of the Office of
Human Development, Department of Health and
Human Services.

In 1977, the Childhood Immunization Initiative
was launched to immunize children against pre-
ventable childhood diseases. At the time. 40% of chil-
dren (20 million) under age IS were unprotected
against one or more childhood diseases for which safe
and effective vaccines were available. This hutiativ;
was modeled after the Arkansas program developed
by my wife Betty when I was governor. It included

897
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ostensive involvement by volunteers and vol-wary
omit:mations ar0 a major public information and
education campaign. By 1980, immunization levels
of children entering school were between 92% and
96%, and the incidence of diseases was steadily drop-
Pin&

The 95th Congress passed legislation that created
a Select Panel for the Promotion of Child Health.
This panel reviewed all literature related to child
health, set specific h' filth status goals for children and
expectant mothers, and developed a comprehensive
national plan for achieving Mae goals. In 1981 the
report of the Select Panel was released, and it pointed
to the overriding absence of a cohesive federal policy
for children's health services. It also described in-
adequate program information, insufficient
and poor coordination between services. 7Isre=
recommended a greater clarification of governmental
responsibilities, better oversight, and more equitable
allocation of resources.

By the time of the panel's report, sweeping
changes in the administration and funding of federal
programs for children had already begun under the
Reagan administration. Many of these changes con-
tradicted recommendations made by the Select Panel.
With the passage of the Omnibus Reconciliation Act
of 1981, Title V was combined with six other separate
/NOW= *neck dise ase , adolescent pregnancy.
Sudden Infant Death, hemophilia, and Supplemental
Security Income) to crease the Maternal and Child
Health Care Block Grant Ait Though initially the
Administration proposed a much broader block grant
of adult and child services, child health advocates
were able to convince Congress to limit the block to
dikkeiented services. The Administration proposed
this system of funding and administering programs,
it said, to eliminate duplication of administrative ef-
fort t and to increase local control of the programs.

Many of us in Congress were not fully persuaded
that the block grant was a better approach, but my
personal acquaintance with several state officials
whom I knew to be deeply committed to high-quality
services convinced me to vote in favor of giving the
states more discretion in administering these maternal
and child health programs. The problem, however,
was funding. In fiscal year 1981, before the Maternal
and Child Health (MCH) block grant was created,
the total authorization for the seven categorical pro-
grams was 5558 million, and the appropriation for
that year was $456 million. When the MCH block
grant was created, however, the authorization ceiling
was set at 5373 million, a reduction of over 33%.
Moreover, the Administration only requested 5289
million in funding for fiscal year 1932, and it was
only with the help of a vigorous lobbying effort by
MCH advocates that I was able to get the appropri-
ation increased to 5346 million for that year, still S27

million How the authorized ceiling. The fiscal year
1983 appropriation was the full 5373 million, but
this was still a full 33% below the 1981 funding level
without taking into account inflation in health are
costs, which was in annual double digit figures.

This reduced funding, combined with similar
1981 funding cuts in Medicaid, staggering unem-
ployment, and skyrocketing health are costs, had a
devastating effect on maternal and child health are
services across the country. By the end of calendar
year 1982, 31 states had reduced or eliminated Med-
icaid services important for mothers and children,
including the imposition of new limitations on hos-
pital, physician, clinic, and pa:scaled drug services
for pregnant women, and had cut prier ary and pre-
ventive services for infants and children. Some states
had eliminated their Aid to Families with Dependent
Children (AFDC) programs for two-parent unem-
ployed families, which also had the effect of elimi-
nating these families from the Medicaid program. In
all, about 700,000 children lost Medicaid coverage
because of the AFDC cuts made in 1981 by Congress
at the Administration's request. Scores of MCH-
funded clinics closed or substantiahy limited services.
In $0(11e parts of Detroit, the infant death rate hit 33
per 1,000 live births, the same death rate as in Hon-
duras, the poorest country in Central America.

In Iowa, the number of mobile field clinics was
cut, forcing a reduction in the number of children
served by about 30%. Many other examples could be
given from such states as Alabama, Idaho, Illinois,
South Carolina, Ohio, and New York. In my home
state of Arkansas, the largest maternity clinic in Little
Rock is still so overburdened that it refers away about
half of the women who seek help. It will not see any
women for the first time who are over 28 weeks preg-
nant, and the waiting time for those who do get to
see a doctor is about S weeks. Eight Arkansas counties
have no child health clinics at all, leaving about 45,000
children without services. One out of four Arkansas
children lives in poverty, and 60% of these children
are ineligible for Medicaid ("Impact of Federal
Spending Cuts." 1983).

In response to these and other horror stories, as
part of the so-called jobs bill enacted early in 1983
as Public Law 984, Congress made a one-time ad-
ditional appropriation of S IOS million for the MCH
block pant for fiscal year 1983. These additional funds
were sorely needed and welcomed by the states, but
they probably will make no more than a clan in the
overall problem. So far, there has been little interest
in Congress in restoring the Medicaid cuts made in
1981, although there is room in the 1984 budget for
a special 5260 million program to provide Medicaid
coverage to poor pregnant women who fail to qualify
for AFDC. I am not optimistic, however, that this
program will be enacted into law.

August 1984 American Psychologist
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Cost Effectiveness

The current state of slain in the area of preventive
health cue for children makes absolutely no sense
from a public policy perspective. Completely aside
from the profound moral impikations raised by Wing
to guarantee adequate funding for the health of our
nation's children while at the same time funding
hundreds °flees impatient ventures, prmentne besIth
services for children bad papaw women should be
emphasized by federal policy bemuse they are ab-
solutely oast effective. Far example, a study by the
Carer for Dimes Control showed that 5180 million
'peat on mamba vaccination pcograms between 1966
mad 1974 saved 51.3 balker in medical are and long-
term are by redwing defame retardation, sad other
Problems- Skala*. a 1977 General Accounting Of-
ace report found that the coats of at birth
and batman of seven common disorders was less
than core eighth the projected cans riming for an
impaired child over a lifetime. In hrississippi it cows
51,100 to provide complete prenatal are to a peer
cant woman in comparison to the 522,000 coat of
providing institutional services to a child born with
himdicappingtooditices as a weak of the mother's
leek of health care. And this list could be extended.

it is, therefore, dear that federal dollies spent
on preventive health care for children and pregnant
women are a win investment in our nation's Marc,
and we have lambed from bleary that Men the federal
overman has chosen to hoopoe involved in child
health imam it has made a real differewx. As Thble
1 shows. due the Childhood Immunized= Initialise

aes launched as a =dorsal scale, it has had dramatic
succas in =lotion the incidence of childhood dis-
eases, and the combined federal expenditure for the

eight years from 1975 through 1982 was only 5205.4
million, or about the cost of one 13-1 bomber.

Future Federal Involvement
What, then, should be the policy at the federal level
on preventive health are for children? First of all,
we should maintain our commitment to the cistionood
immunization program. We an cany it out effectively
for about 542 million a year and save incalculable
dollars in the long run. Second, we should ensure
adequate funding for the Maternal and Child Health
Block Grant. I have introduced a bill, S. 2013, that
would increase the authoriz ed funding ceiling from
5373 million to 5499.5 minim. It is important to
keep in mind that even this level of fun4ir4 would
be well below the 1981 appropriation for these pro-
grams, adjusted for inflation. I am rot &Armed by the
interest in this measure and by the fact that the House
of Representatives last summer passed aiU that
would increase the authorization to 5483 million.
Third, we should take a bard took at the Medicaid
Program. It could be amended to ensure preventive
health are for pregnant women who are in poverty
but who are not currently covered by Medicaid be-
cause they do not quality for Aid to Families with
Dependent Children. Finally, we need a more com-
prehensive and more thoughtful federal policy in the
area of preventive health are for children. In co-
operation with the states, we need to set child health
goals for the year 2000, and then put in place the
prownms necasary to meet those goals.

There would be nothing experimental about
providing sound preventive health care. tt would be
relatively inexn-nsive. It would require r,. new tech-
nology, no would it involve any ,articular risk, for

Table 1
Reported Cams ci Childhood Dismal From 1975 to 1982 (With Annual Appropriations)

arise 1976 117$ 1977 1C711 1179 11190 1111 1967
11173-1142
eti dupe)

Rubella 16.682 12.491 20.396 18.269 11.795 3.904 2.077 2.325 -ea
mew= 24.374 41.126 57.345 26.671 13.597 13.506 3.124 1.714 -93
Tetras 102 76 el ee 61 95 72 68 -14
twerps 59.6,7 38.492 21.436 16.617 14.225 6.576 4.941 5270 -91
Ponta*. 1.73a 1.010 2,177 2.063 1.623 1.730 1.246 1.695 +9
Othavola 307 125 84 78 59 3 5 2 -99
Polo a 14 1a 15 34 9 a 5 o

APOrtcriatta for
nice yew
M milcas) 57.5 582 $14.5 $33 846.9 530.3 $30.4 334 6

Mrs a Over tot More Core
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we kw* that providing adequate perinatal are leads
to healthier babies and that childhood immunization
dramatically reduces the incidence of preventable
childhood disease. We also know that these programs
are highly con effective, and this is important when
huge budget deficits require an even clear sawiny
of federal spending programs.

In my judgment, our children deserve no less
than our best efforts in providing preventive health
care. We as a nation have a moral obligation to ensure
to the maximum extent possible that each child gets

a healthy start in life. And if we are willies to make
this a national commitment, I think it would make
the Founding Fah.= and Mothers smile.

ItETIMINCES

Impact of federal spending can on maternal and duld health cam
flemmony of amnesia before Umlaut Exam= Cannunne).
(1963. Nommter 17). Washington. DC US. Congress. Jane

Commune.
U.S. Department of Health. Education and Welfare. Public Health

Sernee. Health Strata Administration. (1976). Child health in
A Mt iat. Washington. DC Author.
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Senator SARBANES. This is a subject in which Senator Bumpers
has had a very keen interest ever since his days as Governor of Ar-
kansas, when he instituted a comprehensive immunization pro-
gram at the State level. I will read several paragraphs from his
letter:

I believe that the availability of preventive health care for every child and expect-
ant mother must be considered part of the basic foundation for the welfare and
strength of this Nation. Since 1970, I have been involved in debates on the proper
role of the Federal and State governments in financing public health programs for
our citizens. Unfortunately, the decrease in the availability of public health and nu-
trition services since 1981 has slowed or reversed the progress we have made in im-
proving many key public health indicators and called into question our ability to
reach the Surgeon General's 1990 goals for lowering the rates of infant mortality,
post-neonatal mortality, and low birthweights.

We shouldn't compromise our goals for 1990, but we must take action in order to
meet these objectives. Last week, the Department of Health and Human Services
announced the latest figures on health-care expenditures for 1985. The Nation spent
$425 billion on health care in 1985, an amount equal to 10.7 percent of the GNP.
Two figures in the report especially disturb me: the total government expenditures
for public health activities, $11.9 billion, or 2.8 percent of total health-care expendi-
tures, and $7.4 billion for noncommercial research, or 1.7 percent of total health-
care expenditures. Our investment in public health and research is woefully inad-
equate.

The United States has been a world leader in developing the most sophisticated
technology to save desperately ill newborns. Yet, we are also a leader in the indus
trialized world in the percentage of low birthweight babies who need these sophisti-
cated services. We should be proud of our biomedical leadership, but we should also
be very concerned about the delivery of preventive care. We need to improve our
investment in preventive health programs because the long-term savings from this
investment will help us to ensure our leadership in medicine and improve the public
health.

We're fortunate this morning to have an unusually distinguished
group of witnesses, and of course I'm particularly pleased and proud
that a number of our outstanding medical institutions in Baltimore
are well represented.

We will have two panels subsequently, but first we will hear
from Dr. Albert Sabin, who will be our leadoff witness.

Dr. Sabin really needs no introduction. Through his work, he has
given us the means, if we will only use them, virtually to eliminate
polio, measles, and other communicable diseases as serious threats
to our children's health. The magnitude of his contribution is not
limited to one nation or, indeed, one generation. His contributions
are worldwide and are enduring.

Dr. Sabin, it's a great privilege to welcome you.

STATEMENT OF ALBERT B. SABIN, M.D., SENIOR MEDICAL SCI-
ENCE ADVISER, FOGARTY INTERNATIONAL CENTER FOR AD-
VANCED STUDIES IN THE HEALTH SCIENCES, THE NATIONAL
INSTITUTES OF HEALTH
Dr. SABIN. Mr. Chairman, until I heard you just now, I didn't

have any idea of what kind of information or judgment you may
have wanted from me when you invited me to appear before you. I
thought I would soon find out, and I've already found out some-
thing.

I've been asked to make some introductory remarks. And now I
think, having heard you, that my introductory remarks will have
some bearing on the problems you mentioned.

In 3 weeks, I shall be 80 years old. I became involved in research
on various infectious diseases while I was still a student, about 60
years ago. The unfinished business with which I'm still concerned
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now is the use of a special strategy for the rapid elimination and
continuing control of polio, measles, and other vaccine-preventable
diseases of children in the economically undeveloped countries
where they continue to be a very important public health problem.

But today's hearing, I understand, is concerned with child health
in the United States, so I will not say anything about the economi-
cally undeveloped countries. My personal information on this sub-
ject is largely indirect. Permit me, therefore, to give you my views
on some of the leading problems in child health in the United
States and on some possible approaches for dealing with them.

What I am about to say represents my own views and not that of
the organization with which I'm affiliated.

First, a generalization that the major health problems of a popu-
lation, or any subunit of it, depend on the level of economic devel-
opment. The challenge, as I see it, is not to wait until economic de-
velopment brings about the necessary changes for all sections of
the population, but to develop programs that may be effective
before economic development can step in.

At the beginning of this century, conditions were so bad in the
United StatesI mean economic conditionsthat about 175 out of
every 1,000 live-born children died before they were 1 year old. And
it was worse for black childrenabout 330 of every 1,000 live-born
children failed to survive their first birthday. The leading causes of
death and misery were bacterial infections, undernutrition, and
malnutrition. Currently, the overall infant mortality in the United
States is only 10 to 11 per 1,000 live-born children overall, and stilltwice as high for black childrenI would venture to say not be-
cause they are black, but because more of them are born in verypoor families.

I mention this, digressing here, because I think it is important to
pinpoint the actions, and the actions are mostly needed where pov-erty is worse.

The marked decline in overall mortality from bacterial diseases
occurred in association with the gradual improvement in the stand-ard of living with more food and clean water, more and better
housing, sanitation, hygiene, and educationand all this happened
before progress in medical science provided its share for combating
pneumonia, tuberculosis, typhoid, dysentery, et cetera.

Now, what is the magnitude of some of the child health problems
in the United States today?

You have already referred to infant mortality. Specifically, thereare still about 40,000 live-born babiesthat's more than a percent-
age thing to bring it to our mindwho die each year before their
first birthday, a number that is much larger than the total of all
age groups who die each year of AIDS. And yet, the public atten-
tion is concentrated on AIDS and is not concentrated on the 40,000
babies a year who don't even get to have a chance at life.

It is also estimated that about 200,000 children are born each
year with or develop later mental or nhysical defects and that, as a
result, there are approximately 7 midion retarded persons distrib-
uted among 20 to 25 million families in the United States.

Learning disabilities affect an estimated 15 percent of the U.S.
school-age population, which translates to 150,000 per million
school-age children. Percentages don't somehow leave an impres-
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sion on the mind-15 percent. But it's 150,000 out of every 1 mil-
lion school-age children in the United States have learning disabil-
ities.

Each year, more than 3 million pregnancies are unintended, a
tragedy, including nearly 1 million among teenagers, a very serious
problem of children having children. Births to teenage mothers are
twice as high, 18 to 25 percent, among black, American Indian,
Mexican, and Puerto Rican mothers than among white and Cuban,
9 to 12 percent, compared with only 1 percent among Chinese in
the United States, and 3 percent among Japanese, indicating that
certain things could be done. Things the Chinese can do are not im-
possible for other members of the population. The issue is how.

Low birthweight babies that you mentioned are more than twice
as common among black mothers, 12.8 percent, than ainong white
mothers, 5.7 percent. The issue in the United States alulut low
birthweight is not the whole population of the United States, but
specifically, those who are poor. Again, the blacks are that way, not
because of their colter, but because they are poor.

My point in all of these statistics is that poverty continues to be
a most important factor in child health problems in the United
States. And the issue is what to do about it.

Now let me turn to another field.
Although polio caused by polio viruses, and there is some polio

that is caused by other viruses, has been completely, or almost
completely, eliminated from the United States, not from the world,
but from the United States, and measles has been reduced to small
numbers by vaccination, not eliminated, I regard chickenpox, vari-
cella, rather than whooping cough, as the major challenge in the
United States. About 1,000 cases of chickenpox per million total
population were reported in 1983, which calculates to about 240,000
reported cases a year now, and the number of reported cases may
be only 10 percent, one-tenth, of the total, as was the case with
measles, when only 10 percent was being reported before the vac-
cine era.

More important, however, is that the chickenpox virus, after pro-
ducing the lesions on the skin, remains dormant in the spinal area,
and later in life causes a severe disease, herpes zostershinglesa
debilitating disease that affects an estimated 8 percent of all
human beings. What does 8 percent mean? It translates to 80,000
per million population wherever people are in the world.

Now there's good reason to believe that prevention of chickenpox
by vaccination would also prevent the often agonizing herpes
zoster. A live virus vaccine reported by Japanese scientists in 1974,
although found to be effective in tests also in this country, is still
not available for general use.

In my judgment, the judgment of an impatient old man, the
effort has been too small, too slow, and too unjustifiably cautious.

I'm thinking of my own colleagues nowtoo unjustifiably cau-
tiouswhen one considers how much misery could ultimately be
prevented by proper mass use of this vaccine.

One other note about vaccines that must continue to be used
against polio, measles, whooping cough, and so forth, because we
cannot stop. Its not like smallpox. Their use is being greatly im-
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peded, the use of these vaccines, greatly impeded by the epidemic
of litigation against the vaccine producers in the United States.

Let me illustrate what this really means. As a result of this liti-
gation, a dose of oral polio vaccine, which costs less than 2 cents
when sold in developing countries, not by subsidies but at a profit,
now costs a pediatrician in the United States $8less than 2 cents
elsewhere, $8 here. A dose of measles vaccine that sells elsewhere
for less than 10 cents-10 centscosts $10 here now for a pediatri-
cian.

Wait a minute. I've got it wrong. It costs $15.
And a dose of diphtheria pertussis and tetanus, DPT, that also

sells for less than 10 cents, recently jumped to $15 a dose to the
pediatrician.

As I see it, this has gone too far. And there's no use asking the
Government of the United States to subsidize this kind of scandal-
OM business without doing something about it. I believe that it is
time for Congress to pass a proper law, and I can explain what I
believe a proper law it later, that will put an end to such litigation
and provide another mechanism for handling possible complica-
tions and make sure that the money that is provided can be used
for other things than supporting members of your profession, Mr.
Chairman. We're not all the same.

Finally, I want to conclude, there are, of course, many other im-
portant child health problems that I have not mentioned. To deal
with some of those problems, new knowledge is needed, new knowl-
edge. And the Government responsibility for that is in the Nation-
21 Institute for Child Health and Human Development, which has
existed now for more than 20 years.

However, I believe that new social approaches, particularly those
involving compassionate community participation, also might have
an important role.

I hope I've not taken too long, Mr. Chairman.
Senator SARBANES. No, it's been very helpful. We appreciate it

very much, Dr. Sabin.
Let me ask just a few questions. First of all, could you comment

a bit on the tradeoff, as you see it, between spending money for
preventive purposes, either for vaccines or the women and chil-
dren's feeding programs, and so forth, and money that has to be
spent if such preventive programs are not put in place and then we
later have to engage in a number of treatment programs?

Dr. SABIN. As I see it, this is an issue about which there can be
no argument. The argument is about how best to do it. The argu-
ment is how to utilize available knowledge and procedures to bring
to bear on prevention with the knowledge that we have currently
available, and to really determine what knowledge is not available
and to make sure that we get it.

I think, and nobody will argue about the basic issue, that it costs
more to treat the consequences than to prevent. But how to pre-
vent, that is the issue, Mr. Chairman.

Senator SARBANES. Well, if you were the dispenser of funds and
were given a significant amount of money to use for the purpose of
improving child health care, what would be the three or four or
five programs that would be at the top of your list, either existing
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programs to be supplemented and strengthened, or new programs
to be instituted?

Dr. SABIN. I would eliminate myself from such a decision because
I think this requires a knowledge of what is going on, what is being
done, that I do not have.

But I did mention several things that are certainly not the most
important, that the Government should do.

The Government must put an end to litigation by lawyers of
issues that are not for juries to decide. And I know there is some
legislation that's been going around the Halls of Congress, but I'm
not at all sure that they get to the heart of the problem.

The heart of the problem is to end it all, in my judgment, and to
establish some mechanism comparable to workmen's compensation,
in which there are special commissions competent to judge that
will judge the issues involved in any individual case, and then
when indicated, or even when in doubt, provide compensation for a
person, a child or adult, that is considered appropriate and not that
is based on an appeal, an emotional, illogical appeal to a jury.

That's not the most important problem. If I may be allowed an-
other generalization on this question you asked me, I would in gen-
eral not try to cover the waterfront. Povertywhere poverty is,
you can do the most in child health. And therefore, I would want
to have the information on what is being done now and what could
be done.

I'm not against charity, supporting those that have nothing, that
go hungry, or mothers that don't have enough to eat and therefore
give birth to children who are born with low birthweight and
cannot survive very long.

But instead of concentrating across the board, search out the
areas of poverty.

Now, I cut out articles sometimes. This is one that the Catholic
bishops, 2 months ago, made a statement. And they said that
"Today, children are the largest single group among the poor
which seriously threatens the Nation's future."

Now, Senator Moynihan and I had given some lectures at Har-
vard in which he stressed the same issue. That so many people are
poor, the bishops continued, in a nation as rich as ours is a social
and moral scandal we cannot ignore.

And in my judgment, I think we also cannot wait until trickle
down gets to them or rely entirely on immediate help. But there
must be an approach in which special programs involved in getting
at those people, at those mothers, at those infants which do not
depend only on temporary support, but provide some sort of mecha-
nism in which they can become a more dignified group of society.

Senator SARBANES. In the last few yearsand I particularly men-
tion this question because of Senator Bumpers' letter to this sub-
committee, which I read earlier and included in the recordwe in
the Congress have faced the issue of trying to restore money in the
budget for immunizat ons because the budget, as submitted to us
by the administration, has sought to cut sharply or eliminate those
funds.

I guess the question is, first of all, if that were to happen, what
impact do you think it would have, both in the short run and the
long run? And second, assuming, as I assume is the case, that dis-
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ease will rise over time, could we try to reverse such a trend
simply by going back to the old level of immunization or would we
have to launch a crash program in order to deal with the problem?

Dr. SABIN. Again, somehow on top of my head is the issue that
the cost of immunization in this country can be cut tremendously.
There's a tremendous overpayment for vaccines.

And the second part is that immunization in this country, as evi-
dent by statistics that have been published in Health USA, 1985,
shows that already, immunization among children 1 to 4 years of
age, 1 to 4 years of age, as determined by a house-to-house survey
by the National Center :or Health Statistics, in 1984, was only 40
percent among nonwhite children, only 40 percent, and 58 percent
among white.

Now it was higher than that in 1970. Fortunately, the oral vac-
cine has the property of immunizing children and persons who do
not receive the vaccine and it has cut the chain of transmission,
the virus, the virulent virus, to such an extent that even with such
a low rate, this country has eliminated polio.

On the other hand, with measles, it has not changed. It is wrong
to say that it has changed. For example, among black and other
nonwhites, from 1970 to 1984, the immunization rate against mea-
sles of 1- to 4-year-old children has gone up from 42 to 52 percent.

It's not enough. We will sooner or later get another outbreak of
measles, not involving only high school students and college stu-
dents and certain isolated groups, but more. Measles is not like
polio vaccine.

And when the cost of a dose of measles vaccine is so high, so un-
necessarily high, that is not correct. And furthermore, I think
there should also be more pinpointing of groups who need it and
programs that should involve immunization without going to a doc-
tor's office.

And the Government doesn't pay these high prices when the
Centers for Disease Control buys vaccine for clinics, but still high.

I think we could face a return to a higher incidence of measles
than we have now. But that is still not the most important problem
as far as child health is concerned. I think there are many other
problems which go hand in hand with the poor sections of the
American population that need to be attacked. By attacked, I mean
examine what's being done now and find new ways.

I think just putting in more money will not do it. I'm sorry. I
think more than that is required. More money alone will not be
the answer.

Senator SARBANES. Do you know those rates of immunization
compared with those in other advanced industrialized countries?

Dr. SABIN. They're very low because there are no litigation prob-
lems in other industrialized countries in Europe. In Europe, many
countries already have commissions to deal with occasional compli-
cations or belief that something is wrong. With a child who's been
vaccinated, very often mere association is involved. Not cause and
effect.

I think it's in the United States that this thing is so absolutely
incredible and way, way out of line. Scandalous is the word that
has been applied to it.
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Senator SARBANES. Would the rates in the other countries be
roughly in the 80 or 90 percent range of immunization?

Dr. SABIN. Well, I haven't had time to find out what it is now. I
did call up the other day, on Friday, to find out what an American
pediatrician pays. But I didn't have time to find out what it is in
the other European countries because the European countries have
vaccine production center-.

It is not the fault of the vaccine producers. The vaccine produc-
ers are being very carefully controlled and regulated by the Public
Health Service here, as well as in other countries. They're just
taking advantage of juries that say, well, here's a poor child that's
been injured and here's the rich corporation. And most of the
awards are not warranted.

Senator SARBANES. The final question I want to ask is on the
funding of research with respect to child-health problems.

First of all, how important was Federal funding for your own ef-
forts and how important do you see the Federal Government as
being in the research role with respect to child health?

Dr. SABIN. When I was doing my work, Federal funding did not
exist. I got my funds for research from the National Foundation for
Infantile Paralysis. It was only after World War II that Federal
funding came into its very important role.

At the present time, as I said in my introductory remarks, the
Institute for Child Health and Development, not only through its
internal programs within the Institute, but through the grants and
contracts that it gives to institutions of higher learning all over the
United States, I think that is a center where a very comprehensive
search for new knowledge goes on.

I am told, from what I've seen, that their present budget that
has been proposed is $68 million too low.

I'm not going to make a judgment whether it is too low or not,
but the people who know, who deal with the problem, say that it's
$68 million too low. And it's probably too low. But that is where
the search for new knowledge is involved.

But to deal with the problems of the poor, I think it is much less
a problem of new knowledge than it is a problem of using what we
know properly, and in a different way.

Senator SARBANES. And it's your view that with properly target-
ed programs, we can deal, at least to some extent, with the health
programs of the poor ahead of dealing with the entire range of pov-
erty problems which the poor face?

Dr. SABIN. I made a study of this in China, the People's Republic
of China in 1980. It is a country that is economically very undevel-
oped. But the advances in public health have been so high. And I
wrote a summary after making a study there at the end of 1980, of
the advances in public health before economic development.

And what are these main advances and what are the mecha-
nisms? The advances have been in maternal and child health,
chiefly, and in the control and elimination of tuberculosis and
other diseases.

But from the point of view of maternal and child health, what
was outstanding in my mind was that no mother was hungry. They
were well fed, so that they rarely gave birth to children of low
weight c prematurely. That's been tremendously cut down. But
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they had enough milk in their breasts to feed their babies, practi-
cally all of them, for 6 months, and that cut out a tremendous loss
from intestinal infections early in life, with almost 70 percent
breastfeeding in the first 6 months.

Now it's all right to encourage breastfeeding. Breastfeeding is
important. But that's not enough. Not enough,

What the Chinese have done is to make it possible for mothers to
breastfeed. So that in the agricultural communities, there are
places where they leave their children after they go to work and
they get time off every 3 or 4 hours to comethey're close enough,
these children's centersto come and feed their babies. And in fac-
tories and industrial centers, the same way.

The women work and they work very hard. But they have oppor-
tunities for breastfeeding their children.

These things are very important, to take care of that part of the
American population that is underfed, malnourishedI'm thinking
first of all of the mothers. I think it's important to concentrate on
where it is and see what more can be done than giving them a
ticket to go and get some more food.

I don't know what I would do. As I said before, I don't want to
make any recommendations without knowing what the state of the
art is now, what's being done. But I have a feeling that more can
be done.

And I also have an experience of community organization. It's
not enough to say get the community involved. It has to be good
organization.

It was 23 years ago, 24 years ago now, that in Phoenix, AZ, the
method for getting community involvement for the mass immuni-
zation for polio was developed by a pediatrician. I didn't do it.

The involvement of the community was so well organized, it
became contagious. They did it without any money, except small
voluntary contributions. I've always regretted the fact that this
great achievement in which about 100 million Americans received
vaccine in a short period of time in this country has not been ex-
tended to other activities in the community.

People want to do something, but they need organization. And to
have organization, you need a plan.

These are generalizations that may not be very immediately
helpful, but I think they're guidelines for action.

Senator SARBANES. I think they are, too. You've been very help-
ful and we appreciate your testimony this morning very much.

Thank you very much.
Dr. SABIN. Thank you very much.
Senator SARBANES. I think now we'll go to our first panel. I'd like

to ask Sara Rosenbaum to join the first medical panel. Sara Rosen-
baum is the director of the health division of the Children's De-
fense Fund, which has done some extraordinary work in this field.

In our first panel, we'll have Dr. Frank Oski, the chairman of
the Department of Pediatrics at the Johns Hopkins School of Medi-
cine; Dr. David Paige, professor of maternal and child health at the
Johns Hopkins School of Public Health; and Dr. Felix Heald, pro-
fessor of pediatrics and director of the division of adolescent medi-
cine at the University of Maryland School of Medicine.
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Ao.d then we'll follow that with the second panel of Dr. Tildon,
Dr. Davis, and Dr. Kolb.

Ms. Rosenbaum, why don't you lead off?

STATEMENT OF SARA ROSENBAUM, DIRECTOR, HEALTH
DIVISION, CHILDREN'S DEFENSE FUND

Ms. ROSENBAUM. Thank you, Senatar. We're delighted to have
the opportunity to testify before you tcr'ay. And I feel ver, fortu-
nate to have followed Dr. Sabin because, of course, at the Chil-
dren's Defense Fund, our primary reason for exis,,ence is to repre-
sent the needs of low-income children. And so it certainly, to put it
mildly, rang true that it is poverty which most likely underlies
very serious health problems that face many of our children.

I'd like to cover in my brief oral statement two or three central
points.

One of those is the long-term nature of poverty and uninsured-
ness in America. I think that one of the aspects of childhood pover-
ty that needs to be understood at this point in the Unitorl States is
that there are a number of factors feeding into childhood poverty
which means that not only do we have a widespread problem, but
it's a very deep, intractable problem. And it goes hanc' in hand
with the problem of uninsuredness. And that problem, Jf course,
means that there are many low-income children who simply do not
have the family resources, either personal or third-party coverage,
to purchase the kinds of health care that Dr. Sabin enumerated

By 1984, about one in five American children and one -ut of
every two black children and about two out of every five Hispanic
children lived in poverty. Poverty most seriously affected children
who were youngest; that is to say, among children under the age of
6, about one in four lived in poverty.

Underlying these poverty trends are a number of factors, one of
which is unemployment, which now in recent years has attained
higher and higher norms. Another vas the recession of the early
1980's, which, in fact, lifted out of poverty only about 200,000 of the
3 million children who had fallen into poverty.

Most serious, though, and most long term are the changing job
market, which has resulted in many, many more families working
at jobs that are lower paying jobs, and the failure of the minimum
wage to keep pace with inflation. We've had the minimum wage at
the same level for about 6 years at this point, so that families are
living at extraordinarily low hourly rates. And, additionally, there
has been the problem of taxation of families into poverty, families
with family incomes at or near the poverty level who, because of
our tax structure, have nonetheless paid sizable portions of their
income in taxes.

It's this combination of changing employment structure, the lack
of the minimum wage to keep pace with inflation, and tax policies
that I think are threatening to hold millions of families in poverty
over a long period of time.

Because we provide health insurance through employers in the
United States, the same patterns that have produced the poverty
have produced a severe uninsuredness problem.
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We are familiar with the uninsuredness problems of the unem-
ployed. But what I think is less well understood is that the vast
majority of uninsured Americans are in fact workers or their de-
pendents. They're people who work at lower paid jobs, whose em-
ployers do not perceive a need to offer fringe benefits as a lure to
employment. They can hire from a minimum wage job market
without fringe benefits.

A family coverage policy purchased on the open market can run
anywhere from $2,800 to $4,000 a year. A person making the mini-
mum wage is grossing, a woman with two children making the
minimum wage is grossing a family income of about two-thirds of
the Federal poverty level a year at this point.

It's completely unthinkable that she would be able to go out and
buy a health insurance policy for herself or her children, or even
pay a portion of the premiums. More employers are requiring their
employees to pay a portion of their own or their family's insurance
premiums. And at that kind of income level, she simply can't.

So what we see today is that about three-quarters of the unin-
sured are workers or their dependents, with children suffering
enormously because very often dependent coverage is not offered or
simply unaffordable.

The link between uninsuredness and access to health care is an
obvious one. Health care is very expensive. You heard Dr. Sabin
testify about the cost of even a series of immunizations at this
point. It is nothing if you're a two-child family to have two children
with very routine medical and dental problems costing about
$1,000 over a year if you add up well-child visits. sick-child visits,
dental care, eyeglasses, other services.

It's simply out of the reach of anybody who does not either have
significant family resources or a very good insurance plan.

As a result, when we look at the health access of poor and unin-
sured children, we find that they are roughly half as likely to get
medical care and significantly more likely to go for a full year,
even among young children, without ever seeing a doctor once,
without ever even making an emergency room visit, simply because
they do not have the resources to pay and because health care,
even in public facilities at this point, is very often not provided free
of charge. There is a charge for services.

The second point I'd like to make is that, in the face of these sta-
tistics, these are not new statisticsthey've been going on now for
a number of years. We've been aware of them, tracking them. The
administration has been tracking them. We have seen enormous
cuts in Federal health programs. And by health programs, I in-
clude not only medical care programs, but programs, as Dr. Sabin
indicated, that really go to the quality of life that a child needs.

These cuts, moreover, came on top of gross stagnation in these
public health programs. Throughout the 19'70's, because of very
high medical care inflation, many States purposely withheld in-
creases in their AFDC and Medicaid benefit levels because they
couldn't afford the cost of medical care for all the people who
would be brought into the program.

To give you an example, from Maryland, Maryland's AFDC pay-
ments today, if we look at those payments in real dollar terms com-
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pared to what they were back in 1970, have suffered a 28-percent
decline over the 15 years, between 1970 and 1985.

Now because Medicaid, which is our big public insurance pro-
gram for poor children, is tied to AFDC, that means that Medicaid
eligibility has similarly suffered a decline at the very time that un-
insuredness has been increasing and poverty has been increasing.

On top of the stagnation, in 1981, and again in subsequent years,
we had manythe Reagan administration proposed, and Congress
enacted, a series of reforms that were aimed

Senator SARBANES. I just would like to say that we've made Dr.
Sabin an honorary member of the subcommittee. I figure that that
will intimidate the witnesses, if nothing else will. [Laughter.]

Please continue. Your entire statement and those very helpful
tables and charts will of course be included in the record.

Ms. ROSENBAUM. In 1981, Congress enacted a series of changes in
our public health programs that were specifically designed to
remove working poor families from those programs.

So that at the very time that we stopped increasing the mini-
mum wage and employers began to cut back in the amount of
health insurance that they would offer, and at the very time that
taxation was continuing to take a bigger bite out of poor people's
paychecks, contrary to popular belief, in fact, not everybody got a
benefit out of the 1981 tax cutsthe poor ended up paying more
taxeswe also pulled out the rug on Medicaid. We virtually re-
moved from the program families who worked.

So that now States report that less than half of the 1981 caseload
that had earned income at that point has earned income today.

In other words, maybe at best we saw 12 percent of the AFDC
caseload having earned income. Today, nationally, the figure may
be down to about 6 percent.

You simply cannot work and get either Aid to Families With De-
pendent Children or Medicaid, no matter how poor you are, be-
cause you're penalized for the work.

We have also made other terrible cuts and we have failed to feed
the programs that would encourage good health. We have cut the
Maternal and Child Health Program by about 25 percent after in-
flation has been taken into account and we today are funding that
program at lower real levels than we funded it in 1980, despite the
growth in poverty and uninsurednesa.

These are all residual programs that might provide some public
health services to the millions of uninsured women and children.

WIC is today the one program we have for, as Dr. Sabin indicat-
ed, feeding pregnant women and infants and children. WIC is serv-
ing less than half of all the people in the country who are eligible
for its benefits. In Maryland, Maryland is feeding well less than
half of WIC eligibles.

Programs such as community and migrant health centers do a
remarkable job of serving underserved areas, but there are only
enough centers to serve about 5 million Americans. We have 20
million more living in underserved areas.

There is, as Dr. Sabin said, no real mystery to what needs to be
done. There are very, very specific things the could and should be
done immediately and in advance of general overall economic de-
velopment for poor families.
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There is no excuse for Medicaid serving less than half of all poor
children. We could expand that program tomorrow to cover all
poor children and to make it possible for near-poor families to buy
pediatric health coverage on a subsidized basis

We should expand WIC tomorrow to close the gap between the
need and the number of women and children served.

As was mentioned, there is simply no excuse for not funding im-
munizations, again, recognizing that something needs to be done
about the spiraling cost of immunizations. Since, obviously, the
remedies are controversial, we cannot simply sit back and let the
stockpile dwindle to nothing and let children go unimmunized be-
cause there isn't enough money to buy vaccines.

We are well on the way, we think to very important tax reforms
that would provide substantial relief to working poor families. We
also urge a revision in the minimum wage and in direct expendi-
ture programs for families that simply do not have earned income.

Thank you.
[The prepared statement of Ms. Rosenbaum follows:]
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PREPARED STATEMENT OF SARA ROSENBAUM

Hr. Chairman and Members of the Subcommittee:

Good morning. The Children's Defense Pund is pleased to have

this opportunity to testify today regarding child health programs and

standards.

Perhaps the most appropriator way to begin is to tell you about

two children. Shawn is a young boy who lives in Missouri. This is

Shawn's story as he told it before a committee of the United States

House of Representatives last yeax.

I was asked to tell you.what it's like to live in a single-
parent home with no money.

Sometimes it's sad because I feel different from other kids.
For instance, when other kids get to go to fun places and /
can't because I don't have enough money and they do.

Most of my friends get an allowance but I don't because my
mom doesn't have enough money to pay me. They get to get
the things that they want and need and I don't.

The other day in school we had this balloon contest, and
it only cost one dollar and out of three years I haven't
been able to get one.

Me and my brother are a little hard on shoes. This summer
the only shoes we had were thongs and when church time
came, the only shoes we had to wear were one pair of church
shoes. The one that got them first got to wear then. The
one that didn't had to wear a pair of my mon's tennis shoes
or my stsLer's.

I have a big brother. He is not my real brother. He is %atm
the Big Sisters Association. Once I tried to tell my big
brother about welfare. It was so embarrassiLg I was about to
cry. I don't like Joe just because he takes me a fun place
every week. I like Joe because he makes me feel special.

Sometimes I pray that I won't be poor no more and sometimes
I sit up at night and cry. But it didn't change anything.
Crying lust helps the hurt and the pain. It doesn't change
anything.
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One day, I asked my mom why the kids always tease me and shi
said because they don't understand, but I do understand
about being on welfare and being poor, and it can hurt.

The second child was named Shamal Jackson. Shamal would have

been it ne class of 2000, had he li-d:

Shamal Jackson was born in New York City on September 28,
1984, and died on May 20, 1985, according to a national
newspaper report. During his short life he never slept in
an apartment or house. His family was always homeless. H.
slept in shelters, welfare hotels, hospitals, the city welfare
ofCice, and riding the subways late at night. Shamal was a
low birthweight, disabled baby, and he died of a virus compli-
cated by an infection and his generally frail condition.
Robert Hayes, of New York's Coalition for the Homeless, said,
"Shamal died because he didn't have the strenght to resist
the system's abuse."

In 1984, more than one-fifth of America's 62 million children

under age 18 lived in poverty.1 Nearly one out of every two black

children, two out of every five hispanic children and one out of

every six white children lived in poverty that year (Table I).

Although tnese statistics are sobering, their causes

are not simple. Lying beneath them are disturbing currents

that carry grave implications for both poor children and the

nation's future.

Widening and Deepening Childhood Poverty

A more detailed examination of childhood poverty statistics

indicates that the nation has been experiencing not merely a

growth in, but also a widening and deepening of, childhood poverty.

Between 1959 and 1979, childhood poverty rates fell 40.5% overall,

44.7% for white children and 37.7% for black children. Between

1979 and 1984, however, childhood poverty increased by 31.3%

overall, 41.2% for white children, 13.2% for black children,
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and 39.7% for hispanic children. (Table r) The greatest poverty

increases occurred in families other than female-headed families,

although female-headed families were more likely to be poor.

We can see that this widening, deepening childhood poverty

was no mere flash in the pan. While the number of white children

living in poverty declined slightly between 1983 and 1984

(Table I), nonetheless, 41.2% more lived in poverty that year

than five years earlier. Between 1983 and 1984, the percentage

of black children living in poverty remained the same, while the

percentage of hispanic children in poverty actually increased.

(Table I)

One indication of now deeply ingrained in American society

childhood poverty is becoming is that of the more than 3 million

children who fell into poverty between 1979 and 1982, the recovers

which began in 1983 had, by 1984, lifted only 210,000 children

out cf poverty.2 The 1984 childhood poverty rate was still

greater than at any time during the 1960s. At the rate of

improvement that took place between 1983 and 1984, it will take

an additional 30 years foi the nation to simply return to the

childhood poverty rates it experienced in 1979,3 when nearly one

out of every nine children, over two out of every five black

children, and more than one out of every four hiSpanic children

was poor. (Table I)

Another indication of the growing seriousness of childhood

poverty is that it is the youngest children -- those who have the

most to gain from a good start in life -- who are the poorest.
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'overty most widely affects the nation's youngest, most vulner-

able children. By 1984, while one out of five children was poor,

nearly one out of every four children under age six was poor

(Table II). Our youngest children were more likely to be poor

than any other group of children. Indeed they were more

likely to be poor than any other age group of Americans.

The Causes of Child Poverty

It is evident that childhood poverty in America is not some

passing phenomenon. Instead, we are witnessing a series of major

changes in both the formation and maintenance of families in the

United States -- changes which translate into profound disadvan-

tage among children. As was so compellingly identified by Senator

naniel Patrick Moynihan in his 1985 Harvard Godktn lectures,

poverty among American children today is the result of a failure

of a series of American policies toward families.

The major changes affecting American families can be roughly

grouped into two types. First, over the past two decades the

nation has experienced a significant movement away from formation

of two-parent families. Between 1970 and 1983, although the birth-

rate among young women dropped significantly (Table III), the

percentage of out-of-wedlock births to young mothers, especially

young white mothers, increased significantly (Table /), as did the

divorce rate.4 Children living in female-headed families in 1984

were over four times more likely to be poor than those living in

other families (Table I).
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Out-of-wedlock birth patterns-have numerous causes, incl.I.14

the increasing social acceptance of single parenthood. But clear:J.

a major factor in the growth of out-of-wedlock families is rampant

unemployment among young poor men, especially young, poor, minority

men, that make them unsatisfactory marriage partners. By 1983,

one out of every 2 black children born in America was born out-

of-wedlock.5 In December, 1985, when national unemployment rates

stood at around 7%, over 40% of young black men ages 16 to 19

were unemployed -- an unemployment rate about 6 times the national

average (Table III -A). Entry-level manufacturing and industrial

jobs are fast disappearing in America, as the most recent unemploy-

ment statistics for states such as Texas and Illinois indicate.

Furthermore, unlike prior generations of ghetto-dwellers, minority

families have remained trapped in inner cities with poor job

opportunities and even poorer school systems.

The longterm erosion of supports and opportunities is not

merely precluding or subverting the formation of two-parent

families, however. It is also creating deep impoverishment among

those families (whether headed by one or two-parents) in which the

family "need is-in the workforce.

The withdrawal of government support for lower-Income workin3

families has taken several forms. First, families earning the

minimum wage or close to it are far more likely to be poor today

than a decade ago. In the past, the minimum wage often has been

increased to keep pace with inflation. But for the past five years

it has been held at the same level. As a result, in real dollars
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(adjusted for inflation) a minimum wage worker in 1986 is tak......;

home less than four-fifths of what he or she earned in 1980. (Tazli

A comparison of the declining value of the minimum wage to

the inflation-tied rise in poverty levels shows that this drop in

earnings value pushed many American families into poverty. Today,

the more than 4 million American hourly workers who earn the

minimum wage, and the nearly 2 million with hourly earnings below

the minimum wage, are not making nearly enough money to provide a

family with the basic necessities of life. (Table IV) Indeed, to

1984 more than 11.4 million Americans with hourly wages were paid

at such low rates (Less than 64 an hour) that income from a full-

time job would be insufficient to bring a family of three out of

poverty. In 1979 the total with such inadequate wages was 2.8

million.6

Second, given the context of three years of economic

recovery, unemployment is nonetheless at historically high levels.

In December 1985, thirty-seven months after the end of the 1981-

1982 recession, the official unemployment rate still stood at

6.9 percent. After the same amount of time had elapsed following

the last major-recession (1973-1975), the official unemployment

rate was 6.1 percent. Of the 11.5 million workers who lost jobs

because of plant closures or relocations from 1979 to 1984, only

50 percent obtained new employment during that period.7

Oe are now seeing progressively higher unemployment rates

become the rwrm. During each recession, unemployment climbs

higher than during earlier recessions. During each period of

recover./ unemployment drops, but not as far as it did during



28

earlier recoveries. Unemployment now has topped 5.5 percent

for sixty-nine consecutive months, a phenomenon we have not seen

since the Great Depression.8

Third, U. S. tax policies have continued to place increasing

burdens on poor families, even as affluent families have enjoyed

considerable tax relief. In 1979, a family of four with earnings

at the poverty-line paid less than 2 percent of its income in

federal Social Security and income taxes. In 1986 that same

family, if still earning (inflation-adjusted) poverty-line

wages, will have nearly 11 percent of its income taken by the

federal government. Tax rates for single-parent families are

even higher.9

Despite the huge tax cut passed in 1981, a family of four

or more making poverty-line wages has been subjected to tax

increases -- not just in dollar amounts but in the portion of

its earnings that the government takes -- every year since 1971.10

Between 1980 and 1982 alone, the total federal tax drain on

America's poor families grew by 58 percent.11

As a result, more and more families see their impoverishment

exacerbated rather than relieved by the federal government. And

this tax policy has pushed hundreds of thousands of other families

with very low incomes into poverty. Poverty rates, which are

calculated on the basis of family income before taxes, leave out

the millions of Americans -- 2.1 million members of families with

children in 1984 -- who in reality are poor because, after taxes,

their speldable incomes fall below the poverty leve1.12
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Finally, of course, the deep cuts in direct public assistanc,4

programs thkt have occurred since 1980 have landed with particular

force on the working poor. The cutbacks made by the federal

government in 1981 reduced spending authority for public assistance

programs for poor children, including Medicaid, AFDC, the Title V

Maternal and Child Health Block Grant and Community and migrant

Health Centers by about 7.5 billion over 3 years.l3 This amount

comprised less than 1% of the debt the nation has accumulated since

President Reagan assumed office. But the reductions have had a

profound impact on children.

The effect of the 1981 reductions, according to a major study

of these reductions conducted by the General Accounting Office,

was to reduce the average monthly AFDC caseload by 442,000 and

to reduce already de minimus AFDC payments by 5100 million per

month.14 The chief targets of the reductions were single-parent-

headed AFDC recipient who worked. The 1981 budget reductions

removed public assistance supports completely for between 38% and

60% of those AFDC recipients who worked, depending on the area

in which they lived, and reduced benefits for 8% to 48% of the

working poor.15

By 1983 the average monthly AFDC payment per family was

5312.88, 65 percent of the level fifteen years earlier after

adjusting for inflation.16 And because of the combination of

more restrictive program rules and an increase in the number of

poor children, participation rates plummetted. In 1978, seventy-

six children were on AFDC for every 100 poor children in the

72-208 0 - 87 -- 2
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country. In 1984, that ratio had dropped to fifty-five per

(Tables V and V/).17

Other developments suggest reduced access to health care

among poor children in recent years. By 1984 there were 35

million uninsured Americans -- a 22% increase since 1979.18

Although children under age 18 comprise only about 25% of the C.S.

population, they constituted nearly 40% of the uninsured that

year.19

Families requiring Medicaid to meet rising health care costs

face increasingly serious barriers. As services were reduced and

access to care constricted, the expenditures on behalf of each

recipient child dropped sharply, from S470.91 in FY 1979 to

5406.08 in FY 1983 in constant (1983) dollars.20 In Medicaid

as in AFDC, many fewer children are now eligible when contrasted

to the growing population of poor children. (Tables VII and VIII)

Thus, a wide range of American social policies, includin4

education and employment programs, tax policies, fiscal and

monetary policies and policies underlying our direct public

support programs, have combined to push millions of tamales and

their children into poverty. Moreover, the depth of that poverty

is severe. In 1983, 43.7% of poor families with children under

age six actually had family income below 50% of the federal

poverty line, compared to 38.4% in 1979. (Table IX) Between 1970

and 1985, the real value of AFDC support plummetted in every state

but 3. (Table X) And by 1985, no state provided AFDC and food

stamp benefits levels that when combined, lifted recipient families

out of poverty. (Table XI)
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The Consequences of Childhood Poverty

Childhood poverty as broad and deep as that found in America

today comes with it a constellation of health risks. Among those

risks are living conditions, including inadequate food, poor

housing and sanitation, and general family stress and hardship

that threaten children's well-being. Poverty and the social

isolation, stress, and environmental hazards that accompany it,

is associated with health problems in chtldren.21

These environmental and social health risks are further

complicated by the fact that poor children are over three times

more likely than non-poor children to be completely uninsured 22

and are obviously without the out-of-pocket resources necessary to

secure access to basic health care. Uninsuredness in the United

States has grown dramatically in recent years, as more workers

have increasingly gained employment in minimum wage jobs that

include few or no fringe benefits, as employers who do offer

insurance have reduced their contributions to workers' premium

costs, as unemployment has grown, and as Medicaid coverage has

declined in relation to the poverty rate.

Even routine health care for a baby can cost $500 over the

course of a year. This amount equals almost 5% of a poor family's

annual gross pay -- a percentage of income considered catastrophic

under fede.al tax law. In short, not only are low income children

nore likely to be in need of medical care, but they are also in

less of a position to obtain it.
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Health Risks Confronting Poor Children

Studiesthat have sought to measure the health status of

low-income children indicate that, by any number of key

measurements, poor children face greater health risks. Many of

the health problems affecting poor children will leave a longterm

impact on their ability tt loarn and work and to generally grow

into productive adults.

Poor children are at increased risk of both neonatal and

postneonatal mortality and of being born prematurely (which is

closely associated with low birthweight, and therefore, with

neonatal and postneonatal mortality).23 Moreover, throughout

childhood poor children face a higher risk of death from all

major causes of death, including neoplasms, respiratory problems,

congenital anomalies.24 The disparity in death rates among

low-income children is also marked when deaths resulting from

accidents, poisonings and violence are considered.25

Statistics indicate that at every age, poor children face a

higher risk of death, and the disparity between poor and non-

poor children is greater fOr older children than for younger ones.

Illness and Disability

Poo. children are more likely to suffer from certain types of

acute illnesses, such as rheumatic fever, haemophilus influenza

meningitis, gastroenteritis and parasitic disease.26 Furthermore,

the prevalence of acute illness (or of certain types of acute

illness) may be underreported among poor children because, given

their reduced access to medical care, their illnesses may never

be diagnosed.27
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Poor children spend more days of restricted activity, lose

more school days, and experience more days spent in bed as a

result of illness.28 Furthermore, illnesses in poor chtldren

appear to he more severe than in other children, as evidenced

by their greater likelihood of activity limitations resulttng

from chronic illness and their greater rate of complicattons

from illness such as bacterial meningitis, diabetes, and

asthma.29

Specific Health Problems

Specific health problems are disproportionately prevalent

among low-income children. Significantly greater proportions of

poor children have elevated blood levels.30 Poor children are

also at higher risk of being left r ,:manently psychologically

and learning disabled as a result of lead poisoning.30

Poor chtldren appear to suffer greater levels of vtston

problems that are not corrected.32 Poor children experience

greater amounts of otitis media and are more likely to be left

with permanent hearing loss, auditory processing deftcits,

language delays and behavioral pronlems.33

Poor children are at increased risk of contracting

cytomegalovirus inclusion disease, a particularly serious

congenital problem that can result in significantly lowered IQ

and school failure.34 Moreover, poor children infected by this

virus appear to suffer more severe sequelae than Infected nor-poor

children.35 Poor children are also much more likely to suffer

from iron deficiency anemia, which is associated with poor
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development in infancy, conduct and behavioral disorders in

school-aged children and decreased attentiveness.38 Poor

children are also at higher risk of a range of psychosocial

problems, particularly severe psychosoctal problems.37

Recent Trends in Child Health

The marked increase in childhood poverty, with its attendant

impact on poor children's living conditions, health insurance

status, and access to health care, has occurred simultaneously

with signals of an erosion in child health status. During the

1970s, as out-of-wedlock births to teens increased, there ace

indications that postneonatal mortality among babies born to

teens increased.38 Moreover, between 1982 and 1983, post-

neonatal mortality increased by 3% nationwide for all races and

by 54 for black infants.38 This rise in black postneonatal

mortality was the first such national rise in 18 years (Table

XII). By 1983, the disparity in mortality rates between black

and white infants stood at it widest point in over forty years

(Title XIII).

These postneonatal mortality trends are particularly serious

in our opinion. Neonatal mortality is in many ways a reflection

of r'e limits (either scientific or economic) of medical techno-

logy. But 80% of postneonatal mortality occurs among infants

born at normal weight40 and is a far greater reflection of

the conditions under which poor children live and their access

to adequate health services. America has traditionally had a

relatively serious postneonatal mortality problem.41
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The worsening of the postneonatal mortality problem port

worsening health factors for children of all ages, with the

youngest children simply succumbing to abuses that older children

are sturdy enough to survive. There is mounting evidence that

children who are most in trouble physically, psychologically or

socially early in life are at increased risk of having problems

later on. Conversely, adolescents with problems are more likely

to have been the ones who had problems in early life.3" It

may be years before we know the price they have paid for their

survival.

The Consequences of Childhood Poverty to the Nation

We invest in children for many reasons. We invejt in them

because it is the humane thing to do. We invest in children,

hecause children are completely dependent upon adults to meet their

most basic needs. They need adults to provide food, shelter and

clothing. They need our help to prepare them for the world of

work, to feel valued and valuable, and to feel that they have a

fair chance of succeeding.

We also invest in children because many investment' are

both effective and costeffective. Since the 1640s, the effects

of social conditions on child health has been recognized,42

and for 200 years America has made social investments in its

children.43 Immunizations, vision, dental and hearing care,

and treatment of acute and chronic illnesses al) can mean the

difference between a healthy and productive young adult and one

sa
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disabled for life by preventable cauess. Education, mployment,

and job opportunities all create strong families. Our national

unemployment and fiscal policies' are in reality our national

family policy.

We invest in children because we need cur children, and we

need them to grow up healthy and resilient. In 19: there were

17 workers for each retiree. By 1992 there will be three. One

of three will he a member of '; minority group: one of four will

have spent at least part of .s childhood in poverty,44

We cannot afford not to invest in children. There are those

who urge that socia, spending through programs such as Medicaid

and AFDC only causes poverty. Yet this assertion is belied by the

fact that throughout the 1970s and 1980s, as social spending fell

in relation to both need and as a proportion of national outlays

(Table XIV), childhood poverty grew to unprecedented levels.

Indeed, our greatest gains in reducing childhood poverty and

improving child health occurred simultaneously with the real

growth in national childhood expenditures that occurred in the

late 1960s and early 1970s.

Through negligence, carelessness, and even through deliberate

punitiveness, we have pursued a series of national policies over

the past decade that, if permitted to continue uninterrupted,

threaten to permanently cripple a significant proportion of the

next generation. Those who will work with teens 15 years from

now will confront the enormous folly that will inevitably flow

from years of childhood poverty, neglect and ill health.
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:e must'ensure that all children ha,e decent family Income,

health care, adequate food and housing and a good education. All

public expenditure programs -- whether direct supports or tax

expenditures -- must be designed to promote family cohesion,

strength and self sufficiency. Furthermore, health p:ofesstonals

must grasp the breadth of the problem. Remedying the 111 health

of children in all its manifestations means a great deal more

than advocating for more sophisticated medical care or Attention

to specific health problems. It entails advocating before

recalcitrant members of Congress,
governors, legislators and local

governments for AFDC improvements, for education and fob training,

public housing, tax refo:m, and for other measures that fall

outside the realm of medical care but well within the sphere of

child health.

Thank you.
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TABLE I

Percentage of Children in Poverty.
by Family Structure and Race,

1959-1984

Fanilv Hispanic Black Tpcal

Female-headed
Families

1959 n/a 81.6 64.6 72.2

1969 n/a 68.2 45.2 54.4

'.979 62.2 63.1 38.6 48.6

1980 65.0 64.8 41.6 50.8

1981 67.3 67.7 42.8 52.3

1982 71.8 70.7 46.5 56.0

1983 70.6 68.3 47.2 55.5

1984 71.0 66.2 45.9 5..0

% change
1959-1979 -22.7 -40.2 -32.;

% change
1979-1984 *14.1 +4.9 +18.9 +11.1

All Ocher Families

1950 n/a 60.6 17.4 22.4

1969 n/a 25.0 6.7 8.6

1979 19.2 18.7 7.3 8.5

1980 22.9 20.3 9.0 10.=

1981 24.5 23.4 10.0 11.6

1982 27.8 24.1 11.6 13.0

1983 27.2 23.7 12.0 13.5

1984 27.5 24.3 11.0 12.5

% change
1959-1979 -69.1 -58.0 62.1

8 change
1979-1984 +43.2 +29.9 +50.7 +47.1

All Families Combined

1959 n/a 65.5 20.6 26.9

1969 n/a 39.6 9.7 13.8

1979 27.7 40.8 11.4 16.0

1980 33.0 42.1 13.4 17.9

1981 35.4 44.9 14.7 19.5

1982 38.9 47.3 16.5 21.3

1983 37.7 46.2 17.0 21.8

1984 38.7 46.2 16.1 21.0

% change, 1959-1979 -37.7 -44.7 -40.5

8 change, 1979-1984 +39.1 +13.2 +41.2 +31.3

Source: National Center for Health Statistics.

Data presented by CDF in A Children's Defense Budoet
(Washington, DC, 1986).

44



41

Poverty

TABLE II

Poverty Rates by Age Group, 1969-1984

Year All 18 and up 6-17 0-5 0-17

1969 12.2% 11.2% 13.5% 15.3% 14.1%

1970 12.6 11.3 14.3 16.6 15.0

1971 12.5 11.2 14.3 16.9 15.1

1972 11.9 10.4 14.4 16.1 14.9

1973 11.1 9.6 13.6 15.7 142

1974 11.6 9.8 14.9 16.9 15.5

1975 12.3 10.3 16.2 18.4 16.8

1976 11.8 10.0 15.1 17.7 15.8

1977 11.6 9.7 15.1 18.1 16.0

1978 11.4 9.6 15.0 17.2 15.7

1979 11.6 9.9 15.1 17.9 16.0

1980 13.0 11.1 16.8 20.3 17.9

1981 - 14.0 11.9 18.4 22.0 19.5

1982 15.0 12.7 20.3 23.3 21.3

1983 15.2 12.9 20.2 24.6 21.7

1984 14.4 12.1 19.7 23.4 21.0

Data presented by CDF in A Children's Defense Budae'
(Washington, DC, 1986).
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TABLE III

Birth Rates by Age of Mother
and Race/Ethnicity of Child, 1970-1983

Adolescent Pregnancy

Total

ALL RACES Under 15 15-19 15-17 18-19
TT Irr7T

20-24
1970 771--- 68.3 167.8
1980 1.1 53.0 32.5 82.1 115.1
1983 1.1 51.7 32.0 78.1 108.3

WHITE
.5 57.4 29.2 101.5 163.41970

1980 .6 44.7 25.2 72.1 109.5
1983 .6 43.6 24.8 68.3 102.6

BLACK
5.2 147.7 101.4 204.9 202.71970

1980 4.3 100.0 73.6 138.8 146.3
1983 4.1 95.5 70.1 130.4 137.7

HISPANIC 1980 1.7 82.2 52.2 126.9 156.4
Mexican 1.9 95.6 -- -- 176.8
Puerto Rican 2.3 83.0 -- 133.3
Cuban .3 25.3 80.2
Other
Hispanic* .9 52.3 123.7

*Includes Central and South.American, plus others.
Source: National Center for Fsalth Statistics.

Birth Rates to Unmarried Women by Age of !.other
and Race/Ethnicity of Child, 1970-1983

Total

ALL RACES 15-19 15-17 18-19 20-24
1970 MT- 17.1 32.9 3 E4
1960 27.6 20.6 39.0 40.9
1983 29.7 22.1 41.0 42.0

WHITE
-----nrra 10.9 7.5 17.6 22.5

1980 16.2 11.8 23.6 24.4

1983 18.5 13.5 26.1 26.4

BLACK
96.9 77.9 136.4 131.51970

1980 89.2 69.6 120.2 115.1

1983 86.4 67.1 114.0 110.0

HISPANIC 1980 39.7 28.3 60.5 76.5

Mexican 41.8 29.9 63.9 79,5

Puerto Rican 62.4 43.9 9,.8 114.1

Cuban 6.6 4.3 10.6 14.0

Other
Hispanic 27.0 18.6 41.1 58.6

Source: National Center for Health Statistics.

Data presented by CDF in A Children's Defense Budget
(Washington, DC, 1986).
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TABLE III-A

Oficial Urwnploymem Rates for Youth Ages 15-19. by Race
60

55 White
!Neck

50 Hops=

45

40

35

30 ........................25 .........
20 ..............
15-

10

I I I 1 1

1978 1979 1980 1981 1982 1983 1984 1985'

*White and Nack rates based on monthly data for December 1985. seasonally adjusted. Hnoaree rate is for
November 1985. not seasonally 'Ousted.

Data presented by CDF in A Children's Defense Budget
(Washington, DC, 1986).
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TABLE IV

Full-Time Minimum Wage Workers'
Earnings as a Percentage of the
Federal Poverty Level (1964-1986)

Annual
Earnings For Full-Time Minimum

Hourly 2,000 Hours' Work Poverty Wage Earnings As
Minimum (50 Weeks of 40 Level Percent of Poverty

Year Wage Hours) (3 Persons) Level for 3

1964 $1.25 $2,500 $2,413 103.6%

1969 1.60 3,200 2,924 109.4

1974 2.00 4,000 3,936 101.6

1979 2.90 5,800 5,784 100.3

1980 3.10 6,200 6,565 94.4

1981 3.35 6,Y00 7,250 92.4

1982 3.35 6,700 7,693 87.1

1983 3.35 6,700 7,938 84.4

1984 3.39 6,700 8,277 80.9

1985 3.35 6,700 8,589 (est.) 78.0

1986 3.35 6,700 8,934 (est.) 75.0

Source: Bureau of Labor Statistics, United States Census Bureau
(Computations by the Children's Defense Fund)

Data presented by CDF in A Children's Defense Budget (Washington, DC, 1966)
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TABLE V

AFCC RECIPIENT CHILDREN PER 100 CHILDREN IN POVERTY, 1972-1984

Year

Number of
children on
AFDC

Number of
childr9 in
poverty

Rate per 100
cpoor children

1972 7,905,000 10,082,000 78.4

1973 7,902,000 9,453,000 83.6

1974 7,822,000 9,967,000 78.5

1975 8,095,000 10,882,000 74.4

1976 8,001,000 10,081,000 79.4

1977 7,773,000 10,028,000 77.5

1978 7,402,000 9,722,000 76.1

1979 7,179,000 9,993,000 71.8

1980 7,419,000 11,114,000 66.8

1981 7,527,000 12,068,000 62.4

1982 6,903,000 13,139,000 52.5

1983 7,098,000 13,449,000 52.8
1984 7.144.000 12,929,000 55.3

aThe number of dependent children in active payment status on AFDC
averaged over the 12 months in the calendar year.

b
The number of related dependant children living in families with incomes
below the poverty level for the calendar year labeled.

cThe first coluin divided by the second column multiplied by 100. It

is not meant to imply that all or only children in poverty level families
are eligible for AFDC benefits. Because the poverty level is based on

the living arralgssents of children in March of the year after the one
for which family income is calculated, many children will appear above
and below poverty, when that was not in fact true for the families with
which the child lived in the previou. calendar year. Many children living

in families below poverty are not eligible for AFDC because of state
limitations on earnings and assets.

Data presented by CDF in A Children's Defense Budget
(Washington, DC, 1986).
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Number ol Children Receiving AFDC er 100 Chicken in Fanny. 1972-1984 (fiscalyears)

I 1 1 1

1972 1973 1974 1975 1976 1977 1978 1979 1980 1981 1982 1983 1984

Data presented by CDF in A Children's Defense Budget ashinaton, DC, 1986).
rs Eii
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Medicaid Recioients Under Age 21
per 100 Children in Poverty
1974-1984 (Fiscal Years)

Year

Number of
Children on
Medicaid!

Number of
Children in
Poverty!

Recipients
per 100 Poor
ChildrenE

1974 9,478,000 9,967,000 95.1

1975 9,602,000 10,882,000 88.2

1976 9,939,000 10,081,000 98.6

1977 9,715,('0 10,028,000 96.9

1978 9,500,000 9,722,000 97.7

1979 9,022,000 9,993,000 90.3

1980 9,285,000 11,114,000 83.5

1981 9,587,000. 12,068,000 79.4

1982 9,656,000 13,139,000 73.5

1983 9,418,000 13,449,000 70.0

1984 9,680,696 12,929,000 74.9

!This represents the number of dependent children under age
21 for whom one or more Medicaid payments were made at some
point during the fiscal year. From 1974 through 1976 the
counts are for a fiscal year beginning in July and ending in
the following June of the year labeled. From 1977 to the
present, the year begins in October and ends in the following
September of the year labeled.

This represents the number of dependent children under the
age of 18 living in families with a calendar year income
below the poverty level.

£This is the first column divided by the second column, times
100.

This chart does not deoict the percent of poor children who
receive Medicaid."--Only about 501 of poor children ,re Medicaid
recipients. Instead this chart indicates the eroding relationship
between childhood poverty and Medicaid eligibility among children.

Data presented by CDF in A Children's Defense Budaet
(Washington, DC, 1986).
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TABLE VIII

*now co chow asceran moms ow 100 Crwerel el Poorly I17a-ii14 "cayaw%

70

70

.,''.

1174 1971 19711 1977 18711 1978 103 19111 1$12 IND t914

Data presented by CDF in A Children's Defense Budget
(Washington, DC, 1986).
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:A91.2

Vumber of Children Living Below Half of Poverty
by Tlpe of Family, and Age and Race of Child

(income for calendar Year 1983. counted March 1984)

POyeft,

Percent Percent Fercy't
of Poor of Poor of 41.Year. Family Type. Black Black Whits uhite Total 000rand A of Children Children Children Children Children Children ChIldre.,

1983

Female-headed
Families

Under 18 1.794.000 56.3 1.592,000 47.4 3.451.000 51..
Coder 6 760,000 62.2 627.000 51.7 1.416.000 56.7

Other Families

Under 18

Under 6

All Families

Under 18

Under 6

1979

Female-headed
Families

Under 18

Under 6

Other Families

Under 18

Under 6

All Families

Under 18
Under 6

362.000 33.7 1.665.000 32.6 2.176.000 32.7

120,000 32,3 672,000 31.7 842.000 31.S

2.155.000 50.6 3.257.000 38.5 5.618.000 .2.2

880.000 55.2 1.299.000 39.0 2.258.000

1,173.000 41.1 898.000 35.1 2.111.000 38.3

491.000 51.0 344.000 40.5 849.000 t6.0

248.000 29,4 954.000 29.8 1.287.000 30.5

70.000 26.2 334.000 28.5 436.000 29.0

1.421.000 38.5 1.852.000 32.2 3.396.000 3-.4
561.000 45.6 678.000 33.6 1.285.000 38..

Data presented by COF in A Children's Defense Budoet Washinoton, DC. 1996 .
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TABLE X

AFDC MAXIMUM BENEFIT FOR A FOUR-PFRSON FAMILY BY STATE

AFOC

State

SELECTED YEARS (a)

Haxiuum benefit (b) Percent
Change
1970-85

Percent chimp.
1970-85

in constant
1985 dollars sc)

July July
1970 1980

January
1985

ALABANA S 81 6148 6147 81.5 -32.2

ALASKA 375 514 600 113.3 -20.4

ARIZONA 167 244 282 68.9 -37.0

ARKANSAS 100 188 191 91.0 -28.7

CALIFORNIA 221 563 660 196.6 11.5

COLORADO 235 351 420 78.7 -33.3

CONNECTICUT 330 553 636 92.7 -28.1

DELAWARE 187 312 336 79.7 -32.9

DISTRICT OF
COLUMBIA 238 349 399 67.6 -37.4

FLORIDA 134 230 284 111.9 -20.9

GEORGIA 133 193 245 84.2 -31.2

HAWAII 263 546 546 107.6 -22.5

IDAHO 242 367 344 42.1 -46.9

ILLINOIS 282 350 368 30.5 -51.3

INDIANA 150 315 316 110.7 -21.4

IOWA 243 419 419 72.4 -35.6

KANSAS 244 390 422 73.0 -35.4

KENTUCKY 107 235 246 31.6 -50.9

LOUISIANA 109 213 234 114.7 -19.9

MAINE 168 352 465 176.8 3.3

MARYLAND 196 326 376 91.8 -28.4

MASSACHUSETTS 314 419 463 47.5 -45.0

MICHIGAN:
Washtenaw County 531 542

Wayne County 263 5010 512 94.7 -27.3

MINNESOTA 299 486 611 104.3 -23.7

MISSISSIPPI 70 120 120 71.4 -36.0

MISSOURI 130 290 308 136.9 -11.6

MONTANA 228 331 425 86.4 -30.4

NEBRASKA 200 370 420 110.0 -21.6

NEVADA 143 314 279 95.1 -27.2

NEW HAMPSHIRE 294 392 429 45.9 -45.5

NEW JERSEY 347 414 443 27.7 -52.3

HEW MEXICO 182 267 313 72.0 -35.8

HEN YORKs
Suffolk County 563 676

New York City 336 476 566 68.5 -37.1

NORTH CAROLINA 156 210 244 54.4 -42.3

NORTH DAKOTA 201 408 454 73.9 -35.1

Data oresented by CDF in 1 Children's Deense Budcet (Nashirnton. DC. 1964'.
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AFOC

State

TABLE X (Cont'd.)

Maximum benefit (b) Percent
Change
1970-85

Percent changt
1970-85

in constant
1985 dollars

July
1970

July
1980

Januacy
1985

OHIO 5200 5327 5360 80.0 -32.8
OKLAHOMA 185 349 349 88.6 -29.6
OREGON 225 441 468 108.0 -22.3
PENNSYLVANIA 313 395 444 41.9 -47.0
RHODE ISLAND 263 389 547 108.0 -22.4

SOUTH CAROLINA 103 158 229 122.3 -17.0
SOUTH DAKOTA 300 361 371 23.7 -53.8
TENNESSEE 129 148 168 30.2 -51.4
TEXAS 179 140 201 12.3 -58.1
UTAH 212 429 425 100.5 -25.2

VERMONT 304 552 622 104.6 -23.6
VIRGINIA 261 305 379 45.2 -45.8
WASHINGTON 303 536 561 85.1 -30.9
WEST VIRGINIA 138 249 249 80.4 -32.6
WISCONSIN 217 529 636 193.1 + 9.4
WYOMING 227 340 310 36.6 -49.0

(a) Source: Excerpted from Committee on Ways and Means, U.S. )(wise of
Representatives, Children in Poverty, May 22, 1985, Table 6-12,
pp. 204-205.

(b) Maximum benefit is the amount paid for a family of a given size vltn
zero countable income. Family members include one adult caretaker.

(c) The last column was computed using the CPI-U Consumer Price Index
which was 316.1 for Januacy 1985.

Data oresented by CDF in A Children's Defense Bucket (Washincton, DC, 1986)
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TABLE XI

STATES RANKED BY JANUARY 1985
nONTHLY AFDC AND FOOD STAMP BENEFITS

AS A PERCENTAGE OF THE
MONTHLY 1985 FEDERAL POVERTY LEVEL

Ranks
of Monthly

State Poverty Levelb

Monthly Combined
AFDC and Food Stamp
Benefits for a Three

Person Familyc

Maximum AF:Z
Benefit fora
Three Peracn

ij

1 Alaska 91.9 847 719

2 Vermont 85.0 627 553

3 California 84.7 625 555

4 Connecticui: 83.8 618 546

5 Rhode Island 82.7 610 479

6 Wisconsin 82.6 609 533
7 Minnesota. 81.8 603 524
8 Hawaii 80.9 686 468
9 Washington 78.5 579 476

10 New York 78.2 577 474

11 Michigan 74.6 550 417

12 Oregon 73.5 542 386

13 Massachusetts 69.6 513 396

14 New Jersey 68.6 506 385

15 New Hampshire 67.9 501 378

16 Kansas 67.4 497 373

17 North Dakota 67.3 496 371

le Maine 67.1 495 370

19 Pennsylvania 66.6 491 364

20 Utah 66.4 490 363

21 Iowa 66.2 488 360

22 Nebraska 65.2 481 350

23 Colorado 64.8 476 346

24 Maryland 63.5 468 313

24 Montana 63.5 468 332

25 South Dakota 63.2 466 329

26 District of
Columbia 63.1 465 327

26 Virginia 63.1 465 327

27 Idaho 60.9 449 304

28 Illinois 60.6 447 302

29 Ohio 59.5 439 290

30 Delaware 59.3 437 287

31 Oklahoma 58.7 433 282

32 Wyoming 57.2 422 265

33 Missouri 56.9 420 263

34 New Mexico 56.5 417 258

35 Indiana 56.3 415 256

36 Florida 54.8 404 240

37 Arizona 54.1 399 233

37 Nevada 54.1 399 233

38 North Carolina 53.2 392 223

39 Georgia 51.8 382 208

40 west Virginia 51.5 380 206

4L Kentucky 50.7 374 197

42 Louisiana 50.0 369 190

43 South Carolina 49.8 367 187

Data presented by CDF in A Children's Defense Budoet (Wash., DC, 1986).
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TABLE XI (cont'd.)

STATES RANKED BY JANUARY 1985
MONTHLY AFDC AND FmOD STAMP DENEFITS

AS A PERCENTAGE OF THE
MONTHLY 1995 FEDERAL POVERTY LEVEL

I of Monthly
Ranka State Poverty Levelb

Monthly Combined maximum AFDC
AFDC and Food Stamp Benefit for a
Benefits for a Three Three Person

Person Familym Family

44 Texas 47.9 353 167
45 Arkansas 47.6 351 164
46 Tennessee 45.2 333 138
47 Alabama 43.3 319 118
48 Mississippi 41.1 303 96

aStates with the same combined AFDC and Food Stamp benefit are given the
same rank.

bThe 1985 monthly federal poverty level for a family of three of -

$737.50 was used for all states and the District of Colvebia (except
Alaska and Hawaii). The 1985 monthly federal poverty level for a three
person family in Alaska was S921.67 and in Hawaii 5848.33.

crood stamp calculations are based on maximum AFDC benefits for a
three-person ncnworking family as shown and assume the standard
deduction of S95. The calculations take into account the fact that food
stamps are reduced 5.30 for every dollar of AFDC income, and that in the
six states where part of the AFDC payment is designated as energy aid
this amount is disregarded for food stamp purposes. The six states
include Maryland, Michigan, New York, Oregon, Rhode Island, and
Washington. Maximum monthly food stamp benefits for a family of three
in January 1985 were 5208 in all states and the District of Columbia,
except Alaska and Hawaii where they were 5290 and 5319 respectively.

Data presented by CDF in A Children's Defense Sudoet (Wash., DC, 1986).
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TABLE XII

Postneonatal Mortalty Rates, by Race, U.S., Selected Years,

1950-1983

Year All Races White
Nonwhite

Total Black
Black-White

Ratio

1950 8.7 7.4 17.0 16.1 2.18
1955 7.3 5.9 15.6 15.3 2.59
1960 7.3 S.7 16.3 16.5 2.89
1961 6.9 S.S 14.S 14.7 2.67
1962 7.0 5.4 15.3 1S.S 2.87
1963 7.0 5.S 15.4 15.8 2.87
1964 6.9 S.4 14.6 14.8 2.74
1965 7.0 S.4 14.9 15.2 2.81
1966 6.5 S.0 14.0 14.3 2.86
1967 S..! 4.7 12.1 12.5 2.66
1968 5.7 4.S 11.S 1!.9 2.64
1w69 S.3 4.2' 10.4 10.8 2.57
1970 4.9 4.0 9.S 9.9 2.48
1971 4.9 4.1 8.9 9.3 2.27
1972 4.9 4.0 8.S 8.9 2.23
1973 4.7 4.0 8.3 8.8 2.20
1974 4.4 3.7 7.7 8.1 2.19
1975 4.5 3.8 7.4 7.9 2.08
1976 4.3 3.6 7.2 7.6 2.11
1977 4.2 3.6 7.0 7.6 2.11
1978 4.3 3.6 7.1 7.6 2.11
1979 4.2 3.S 6.9 7.5 2.14
1980 4.1 3.S 6.6 7.3 2.09
1981 3.9 3.4 6.0 6.6 1.94
1982 3.8 3.3 6.0 6.S 1.97

1983 3.9 3.3 6.0 6.8 2.06

Data presented by CDF in The Health of America's Children (Wash., CC, 1986).
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TABLE XIII

Infant Mortality Rates, by Race. U.S., 1940-1983

Year
. All
Races White

Nonwhite
Total Black

Ratio of
Black to
White

1940 47.0 43.2 73.8 72.9 1.691941 45.3 41.2 74.8 74.1 1.801942 40.4 37.3 64.6 64.2 1.721943 40.4 37.5 62.5 61.5 1.641944 39.8 36.9 60.3 59.3 1.611945 38.3 35.6 57.0 56.2 1.581946 33.8 31.8 49.5 48.8 1.531947 32.2 30.1 48.5 47.7 1.58
1948 32.0 29.9 46.5 45.7 1.531949 31.3 28.9 47.3 46.8 1.62

1950 29.2 26.8 44.5 43.9 1.641951 28.4 25.8 44.8 44.3 1.72
1952 28.4 25.5 47.0 46.9 1.84
1953 27.8 25.0 44.7 44.5 1.781954 26.6 23.9 42.9 42.9 1.791955 26.4 23.6 42.8 43.1 1.831936 26.0 23.2 42.1 42.4 1.831957 26.3 23.3 43.7 44.2 1.90
1958 27.1 23.8 45.7 46.3 1.95
1959 26.4 23.2 44.0 44.8 1.93

1960 26.0 22.9 43.2 44.3 1.93
1961 25.3 22.4 40.7 41.8 1.87
1962 25.3 22.3 41.4 42.6 1.91
1963 25.2 22.2 41.5 42.8 1.93
1964 24.8 21.6 41.1 42.3 1.96
1965 24.7 21.5 40.3 41.7 1.94
1966 23.7 20.6 38.8 40.2 1.95
1/67 22.4 19., 35.9 37.5 1.90
1968 21.8 19.2 34.5 36.2 1.89
1969 20.9 18.4 32.9 34.8 1.89

1970 20.0 17.8 30.9 32.6 1.831971 19.1 17.1 28.5 30.3 1.77
1972 18.5 16.4 27.7 29.6 1.80
1973 17.7 15.8 26.2 28.1 1.78
1974 16.7 14.8 24.9 26.8 1.81
1975 16.1 14.2 24.2 26.2 1.85
1976 15.2 13.3 23.5 25.5 1.92
1977 14.i 12.3 21.7 23.6 1.92
1978 13.8 12.0 21.1 23.1 1.93
1979 13.1 11.4 19.8 21.8 1.91

1980 12.6 11.0 19.1 21.4 - 1.95
1981 .1.9 10.5 17.8 20.0 1.90
1982 11.5 10.1 17.3 19.E 1.94
1983 11.2 9.7 16.8 19.2 1.98

Source: National Centtr for Health statistics.
Data presented by CDR in The Health of America's Children (Wash.,
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TABLE XIV

Neonatal and postnew.atal
Mortality, U.S. 1965-1983

....................
M.

IMO

1950 455 1960 1463 1970 1975 19110 193
61 12

1

Source: National Center for Health Statistics.

Data presented by COE in The Health of America's Children (Wash., DC, 1986
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TABLE XV

REAL OUTLAYS PER CAPITA (1986 DOLLARS) FOR NATIONAL DEFENSE
AND FOR PROGRAM FOR LOW-INCOME FAMILIES AND CHILDREN

Fiscal Year National Defense Low-Income Programs

1980 5 785.03 5507.85
1981 828.70 516.99
1982 910.77 456.63
1983 991.72 466.14
1984 1,029.60 465.66
1985 1,092.68 470.12
1986 1.100.50 464.87
1987 1,112.07 431.07
1988 1,125.67 421.96
1989 1,163.81 411.15
1990 1,200.65 401.10
1991 1,238.69 400.15

Change
FY 1980 -+5 453.66 -5107.70
FY 1991 57.81 - 21.21

Figures in 1986 dollars.

National Defense outlays are totals for function 050. Programs for low-income
families and children include all outlays for: education, training, and social
service (function 500): health care services (subfunction 551) less Medicare;
housing assistance (subfunction 609): food and nutrition assistance (subfunction
605): and other income security (subfunction 609). This grouping includes all
programs discussed in this book, plus many small categorical programs (e.g., library
grants) and a few larger adult employment programs (e.g., employment services) not
covered. The annual average level of the Consumer Price Index (CPI-W) for 1984
through 1991 is as shown in the TY 1987 Budget. U.S. total population estimates are
from the U.S. Bureau of the Census.

514.1 billion in FT 1985 and 51.6 billion in FY 1986 of low income housing loans
are removed from function 604. These loans are treated as direct outlays in the
FY 1986 budget documents for technical masons related to the tax changes passed
the preceding year. They do not include any new funds for housing nor any new
guaranteed loans, and so have been removed from the table above.

Data presented Ly CDF in A Children's Defense
Budget (Wash., DC, 1986)
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Senator SARBANES. Thank you very much. Dr. Oski, please pro-
ceed. We'll include your prepared statement in the record, if you
want to summarize it.

STATEMENT OF FRANK A. OSKI, M.D., CHAIRMAN, DEPARTMENT
OF PEDIATRICS, THE JOHNS HOPKINS SCHOOL OF MEDICINE

Dr. OSKI. Thank you for providing me with the opportunity to
share with you my concerns, the concerns of pediatricians in gener-
al, on the impact of Federal budget cuts during the past 5 years on
the health of the Nation's children.

Dr. Sabin has admirably summarized the status of child health
in the United States and I will confine my remarks primarily to
the area of immunizations and nutrition.

Immunization status is a measurable indicator of nonsusceptibi-
lity to specific infectious diseases. The immunization status of a
population is a reflection of a community's commitment to preveh
Live public health efforts. A fall in immunization rates may reflect
a change in policy or program priorities, or it may indicate a de-
creased capability of public health agencies to meet their objec-
tives.

Schedules have been developed by the Committee on Infectious
Disease of the American Academy of Pediatrics which serve to
define optimum immunization status for children against the now
preventable infectious diseasesdiphtheria, tetanus, pertussis
(whooping cough), measles, mumps, rubella (German measles), and
polio.

As you mentioned before, between 1977 and 1979, the Federal
Government initiated and the States and local governments partici-
pated in childhood immunization programs aimed at achieving a 90
percent immunization rate for our nation's children. By the fall of
1979, this goal was achieved for all school-aged children. The high-
est rates were observed among the 5- to 6-year-old population and
the lowest immunization rates were seen among the children 1 to 4
years of age.

Even at the time of our greatest success, the proportion of pre-
school children who were adequately immunized against childhood
disease varied considerably as a function of race and income. The
percentage of white preschoolers immunized was 10 to 21 percent
higher than for nonwhites.

The immunization status of our children has deteriorated since
that time, the high mark years of 1978 and 1979. Data adapted
Crom the Centers for Disease Control demonstrate that 15,635,000
doses of diphtheria-pertussis-tetanus vaccine were distributed in 1984
as contrasted with well over 21 million in 1980. That's a decline of
28 percent. For oral polio vaccine, the number of administered
doses has declined by approximately 13 percent, while measles vac-
cine has declined by about 28 percent over time.

Just as a rising tide does not lift all boats equally, the same can
be said for the falling tide, with more of the poor and the black
failing to achieve optimum immunization status.

Of children living in inner cities, at least 45 percent are not fully
immunized against measles, 37 percent are not fully immunized
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against mumps, 45 percent not fully immunized against polio, and
40 percent not fully immunized against diphtheria.

In the State of Maryland, this is an example of what has hap-
pened. In the State of Maryland, in 1978, 82 percent of children at
2 years of age were appropriately immunized, while in 1984, the
figure has fallen to 68.5 percent, a drop of over 20 percent in that
space of time.

We are as a country on the verge of potential epidemics, epide-
mics of diseases that we have the means to prevent, diseases we
once had prevented. An epidemic of pertussis did, in fact, occur in
Oklahoma in 1983 and represented the largest number of reported
cases in that State since 1956.

More and more instances of pertussis and whooping cough are
being observed across the country. Even more will be observed as
the cost of the DPT vaccine rises and becomes less accessible to our
Nation's poor.

Provisional data for 1984 indicate an increase of 69 percent over
1983 in reported cases of measles, for example.

This is occurring despite the evidence which clearly demonstrat-
ed that for every dollar spent on the Childhood Immunization Pro-
gram, the Government saved $10 in medical costs. In 1983, for the
combined measles-mumps-rubella vaccination program alone, $14.4
were saved for every dollar spent on immunization. An estimate of
the average lifetime cost of each case of congenital rubellathat's
German measlesis $200,000. For 1 million 2years-olds, rubella
vaccine ton would save $9.8 million in net medical costs and an ad-
ditional $7.4 million in productivity.

According to a study by the Centers for Disease Control, $180
million spent over several years on a measles vaccination program
has saved $1.3 billion in medical and long-term care by reducing
hearing impairment, retardation, and other health-related prob-
lems, an amazing, amazing investment.

Is there any better way to spend the Nation's income? Is there
any better investment in the Nation's future?

I am personally unaware of the extent of the reduction in Feder-
al spending on nutrition programs, but there is evidence that dem-
onstrates that Federal programs such as the special Supplemental
Food Program for Women, Infants, and Children, known as WIC,
have proven to be effective.

For example, a study for Missouri revealed that WIC participa-
tion by pregnant women was found to be associated with the reduc-
tion of Medicaid, newborn costs of about $100 per participant. For
every $1 spent on WIC, about 83 cents in Medicaid costs within 30
days of birth were apparently saved, according to the results of
that study.

Reductions in 'he incidence of low-birthweight infants and neo-
natal intensive CL re unit admission rates among the WIC infants
were two possible reasons for the savings observed.

In a similar study, from Massachusetts, it was found that for
every $1 spent on WIC prenatal costs, more than $3 was saved in
medical costs after birth.

The WIC Program has also been demonstrated to be effective in
virtually eliminating iron-deficiency anemia among infants and
children. Iron deficiency is the most common single nutrient defi-
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ciency in the world. Studies in the United States have shown that
the prevalence of overt iron deficiency anemia is 5 to 15 percent in
American infants and children between 9 and 36 months of age.
Iron deficiency without anemia affects at least an additional 5 to
15 percent.

So perhaps as many as one-third of our Nation's poor are iron
deficient.

Iron deficiency has found to result in alterations in infant behav-
ior, as manifested by unhappiness and decreased attention span.
Iron deficiency in the older child and adolescent has been associat-
ed with poor school performance and impaired learning.

The WIC Program provided iron-fortified milk formulas and cere-
als during the first year of life. The use of such diets is known to
reduce the incidence of iron deficiency anemia.

For example, a study for New Haven, CT, has clearly demonstrat-
ed the impact of the WIC Program on iron deficiency. In 1971,
before implementation of the WIC Program in New Haven, the
prevalence of moderate or severe iron deficiency anemia among in-
fants 9 to 36 months of age was 23 percent. In 1984, the degree of
anemia present was down to only 1 percent.

This study demonstrates near disappearance of nutritional
anemia in an inner-city population of poor infants and children in
the span of 13 years. This cannot be explained by an improvement
in the economic status of the community. In fact, according to U.S.
census figures, between 1970 and 1980, the proportion of residents
of the Hill area of New Haven, the site of this survey, whose
annual income was less than the federally established poverty level
increased from 24.5 to 33.7 percent. The authors of the study con-
clude with the following:

In an era of increasing curtailment of social programs for the poor and skepticism
about their effectiveness, efforts should be made to ensure the continuation of nutri-
tion programs, such as the WIC program, for eligible American infants The previ-
sion of iron-fortified foods to high-risk Infant populations for at least 12 months
should be given a high national priority.

Tt., pu* this problem of WIC in a local perspective, as of May
1986, there were 49,897 infants and children in the city of Balti-
more that were exigible for WIC. Of this number, only 13,000, or 26
percent, were enrolled. This poor enrollment was a consequence of
the construction, by the Federal Government, of bureaucratic bar-
riers that discourage participation.

Now that one in every four of our Nation's children lives below
the poverty level, we must redouble our efforts to protect and pre-
serve their health. Immunization programs and nutrition pro-
grams, programs with proven effectiveness, programs with a sound
investment in our tax dollar, must not be curtailed. Children, as a
result of cutbacks in Federal programs, have already become our
country's first victims of the nuclear war.

Thank you.
Senator SARBANES. Thank you very much, Dr. Oski. Dr. Paige,

please proceed.
We'll take all the statements and then we'll have questions for

the panel as a group.
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STATEMENT OF DAVID M. PAIGE. M.D., PROFESSOR OF MATER-
NAL AND CHILI) HEALTH, THE JOHNS HOPKINS SCHOOL OF
HYGIENE AND PUBLIC HEALTH

Dr. PAIGE. Thank you very much, Senator Sarbanes, for the op-
portunity of addressing you this morning. I will try to summarize
the various sections in the interest of time. I will address myself to
a select number of maternal and child health issues.

As chairman of the Governor's Task Force on Food and Nutri-
tion in Maryland, from 1983 through its conclusion in December
1985, I will also try to bring a State, as well as a National, focus to
my testimony.

As we've heard indicated, one out of every five children in the
United States now lives in a poverty-stricken family and for black
children, the figure is one out of two. The study conducted by the
House Select Committee on Children, Youth, and Families further
revealed that the number of poor children increased by 2 million
between 1980 through 1982, and corroborating studies by the Con-
gressional Budget Office, as well as the U.S. Conference of Mayors,
indicate that the picture is indeed bleak for the 50 percent of black
children and 20 percent of all children in the United States who
are currently living in poverty.

We already know that cuts in the AFDC Program since 1981
have resulted in a half million people, most of them living in
single-parent families, being dropped from the rolls. Studies con-
ducted in a sample of five cities show that one-half of the families
cut from the AFDC rolls since 1981 have run out of food after
losing their benefits.

Next, I will address the Maryland patterns with respect to these
issues.

According to the 1980 census information, persons living below
poverty in July 1980 numbered over 404,000, or approximately 10
percent of the Maryland population. The poverty rate tends to run
highest, as you undoubtedly know, in Baltimore City, 23 percent.
But also, the western counties, Garrett County, as well as the East-
ern Shore, Somerset, at levels of 15 and 17 percent.

Based on the Census Bureau reports of August 1983, the number
of Americans living in poverty has increased by 5.1 million since
1980, and the Maryland State Planning Department estimates that
there are 65,000 to 75,000 new poor right here in Maryland, an in-
crease of approximately 17 percent over the 3 years.

In Maryland, approximately 1 in 10 children have been receiving
AFDC since 1985 and presently, 70 percent of all AFDC recipients
are children living in poverty.

The Federal programs which have attempted to address this
have not been successful, according to the September 1983 Census
Bureau report of households below the poverty line; 50.3 received
no Federal assistance at all, 50.3 percent; 28 percent received no
food stamps; 46 percent received neither free nor reduced price
lunches; 48 percent lived in private, unsubsidized housing. And fur-
ther, a 1983 study released by the Congressional Budget Office
showed the following effects of the spending cuts which were real-
ized. Low-income households haw. lost from 3 to 6 times more in
benefits than other households. While human resources spending
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in 1985 will account for 46.3 percent of Federal expenditures, only
10 percent of those total Federal expenditures will go to low-income
programs; 10 percent of Federal spending to benefit the poor will
absorb 36 percent of total Federal aid cuts.

I'd like to turn my attention to the health indicators of risk and
to more precisely identify specific health problems among the poor.
A series of indicators may be employed to define the problem.

As is heartening to indicate, both you, Senator, as well as Dr.
Sabin, Dr. Oski, and Ms. Rosenbaum, have all indicated the same
phenomenon, even though each of us sitting in our own offices
have developed the testimony independently, we come back to the
same set of circumstances and problems which exist in our country
and in our State.

Low birthweight, as an exemple, may be considered a useful irdi-
cacor of the health of the population and by extension, a limited
index to the nutritional status of a population. A proportion of low
birthweight deliveries may result from conditions associated with
poverty, poor weight gain on the part of the mother, inadequate
food intake, absent prenatal care operating independently or syner-
gistically to result in a low birthweight infant.

It's important, parenthetically, to remind ourselves that there
are other causes of low birthweight infants, but very important
causes are the ones that we're addressing this morning.

While the percentage of low birthweight infants born to white
women in the United States is 6 percent and mirrored by percent-
ages in 1982, as well as 1983, of 6 percent in Baltimore County and
5.5 percent in Montgomery County, our richer counties in the
State, sharp differences exist in other parts of the State.

Baltimore City, with 29 percent of the population below 125 per-
cent of poverty level, demonstrates low birthweight rates almost
twice as high-11 percent in 1982 and 1983. Similar disparities are
noted over the past number of years in Baltimore City. This is not
a 1-year fluctuation.

A high percentage of low birthweights are also reported in Dor-
chester, Somerset, and Wicomico Counties, counties with 20.9, 23.9,
and 17.7 percent of the population, respectively below 125 percent
of poverty level. Further, blacks have the highest rates of low
birthweight infants. In 1983, nationally, 1 in 8 black infants were
born at low birthweights compared to 1 in 17 white infants, a very
striking difference.

Low birthweight babies are 20 times more likely to die in the
first year of life than those of normal birthweight. The percentage
of babies who are born at low birthweight are increasing, albeit,
slightly, they're increasing, and at the current rate of progress, the
Children's Defense Fund estimates only nine States will meet the
Surgeon General's 1990 objective for reducing the incidence of low
birthweight in this country.

I'd like to address infant mortality.
This index is often employed as an indicator of health status of

communities. In 1983, the gap between white and black infant
rates was the greatest since 1940 in the United States. Black in-
fants were almost twice as likely as white infants to die in the first
year of life.
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The Maryland Department of Health and Mental Hygiene re-ported in 1985, clearly a neutral body, that although both whites
and nonwhites have shown steady improvement over time in infant
mortality, since 1981, rates among nonwhites have not shown the
downward trend seen among white infants. They further note that
while nonwhite neonatal mortality rates have declined slightly
since 1981, post-neonatal rates rose during that period, a further
indicator of the social and environmental risks which exist beyond
the neonatal period.

The ratio of nonwhite to white deaths for Maryland in 1984 indi-
cates the infant mortality ratio, nonwhite to white, black to white,
basically, was 1.94, neonatal mortality 2.0, twice as many, and post-
neonatal mortality 1.82, compared to the 1980 ratios of 1.73, 1.76,
and 1.66.

We have an increasing problem over the past several years.
Five-year averages indicate a more than two-fold difference in

the reported mortality rate between the lowest and highest coun-ties in the State, which, as noted above, frequently parallels the
level of poverty within the county.

I will skip over perinatal morality and I'll just briefly indicate
that with respect to adolescent pregnancy, which my good col-
league from the Univer ity of Maryland, Dr. Heald, I'm sure will
speak to at considerable iength, indicates that in 1983 only 57 per-cent of white and 47 percent of nonwhite teen mothers received
early prenatal care. Babies born to teen and unmarried mothers
are at the greatest risk of poverty, late or no prenatal care, low
birthweight, and infant death and poor health outcomes than thoseborn to married and adult women. Yet, MCA block grants and
family planning services are all being cut.

I'd like to just briefly mention some other ndicators, Senator,
with respect to some of the nutrition utilization patterns that existhere in the State of Maryland.

Emergency food services, as an example, are a measure of need,
and this has been proliferating over the past several years. We've
taken testimony throughout this State and have heard from all of
the citizens, black and white, urban and rural, long-term poor and
short-term poor, dispossessed workers, people who have lost theirjobs because of technological transition, as well as the more
common stereotypical individuals within the poverty situation.

Information provided by the Department of Social Services here
in Baltimore City indicates that the emergency service unit report-
ed in fiscal year 1984, 26,760 households in the city were being pro-
vided with emergency food services, and the number has grown
dramatically over this decade of the 1980's.

The report notes that this increase has been largely due to the
tightening of Federal food stamp regulations, high unemployment,
particularly among the young, single adults, and the inadequate
public assistance grant to meet additional monthly food needs, thus
causing food stamps to become a supplemental food source.

Other indicators within the cityCatholic Charities' Our DailyBread reports serving over 450 lunches daily. Paul's Place, a small
church-sponsored group, 35 to 40 people per day in 1982.

In addition, an extensive food bank program is operating in Bal-
timore and throughout Maryland. Over 450,000 pounds of food per
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month is distributed through a network of food pantries, soup
kitchens, halfway houses, and other nonprofit organizations which
distribute food to the needy within our State alone. And this is a
national network which is supported by Second Harvest through-
out the country.

As indicated, the number of soup kitchens has proliferated over
the past years. And I won't go into the specifics, but indicate that a
University of Maryland study in 1983 debunked the issue as to who
these people were. While 88 percent were unemployed at the time
of interview, 80 percent were receiving income from government
programs, which include general public assistance grants, SSI, and
food stamps. And 74 percent had a regular address, 26 percent
lived alone.

I'd also like to mention some issues with respect to some of the
deficiencies in the current Federal food program.

Tightened eligibility standards since 1981 have resulted in a de-
cline in participation in food stamp utilization. In Maryland, fol-
lowing the 1981 Omnibus Budget Reconciliation Act, the participa-
tion rate has dropped from 146,000 households and 351,000 individ-
uals to 113,000 households and 280,000 individuals.

We estimate that only 62 percent of the eligible population is
being served here in the State and this is reflected throughout the
country.

More than 200,000 eligible Marylanders are not participating
currently in this program, which is a loss in human terms as well
as a loss to the State of $40 million in terms of entitlement funds,
and the multiplier effect that that would have.

It's also noted, Senator, that the food stamp benefits are tied to
the USDA Thrifty Food Plan, which is a bit of sleight of hand.
Recent consumption patterns show that the food stamp households
spend about 24 percent more on food than the TFP suggests. And
this is not because of any lack of good shopping, but because of the
fact that it's impossible to purchase on the basis of Thrifty Food
Plan the proper diet.

USDA's April 1984 figures demonstrate that food costs under the
Low Cost Food Plan of the USDA more accurately reflects the fam-
ily's needs, and that the TFP, the Thrifty Food Plan, is inappropri-
ate.

Further, the program's complexity is designed to reduce error. It
has become draconian in its requirements with respect to what's
necessary to eliminate the error rate, which is a way, I believe, to
further reduce the level of participation.

Stricter penalties are being applied to the States. This has put i.,
chilling effect on the outreach activities that are occurring here in
Maryland and throughout the country.

Other important initiatives would be necessary to assist in in-
creasing participation, and just summarizing that last chapter of
my prepared statement: Simplification of program regulations, in-
creasing the asset limits from $1,500 to $2,350 for most households,
returning the household definition to the 1979 definition and
status, increasing the earned income credit, restoring Federal fund-
ing for food stamp outreach, which is critical.

These are all pre-1981 factors which existed in the food stamp
legislation which have been slowly removed.
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I'd like to touch briefly on the USDA supplemental feeding pro-
gram, the WIC program, which Dr. Oski has already addressed, but
perhaps indicate the following.

In Maryland, as was indicated, there is a cap on this program
currently and it is a program that works. Throughout the country,
we have approximately one-third of the eligibles that are partici-
pating. The underparticipation results from this continued attempt
to cap the program. This occurs despite the fact that the Institute
of Medicine 1984 report, which you had referenced in your ovening
comments, Senator, urges that the nutrition supplementation pro-
grams, such as WIC, be a part of the comprehensive strategies to
reduce the incidence of low birthweignt among high-risk women.

I won't recite all of the research noted in my prepared state-
ment, but to reiterate the fact that the GAO report, which was
commissioned by Senator Helms in an attempt to effectively dis-
credit the impact of the WIC Program, indicated quite clearly that
it had a very positive effect in summarizing the national research
on the improvement of the birthweight and therefore, the reduc-
tion of the low birthweight population.

It notes that there is a large and significant reduction in pre-
term, less than 37 weeks, deliveries to high-risk white and black
women with less than 12 years of education. The higher the risk
the greater the poverty, the less the education. These are the disad-
vantaged among us who are the victims of these cuts and the out-
come of their pregnancies will be improved by nutrition interven-
tion.

The estimated reduction is 23 percent, 8 per 1,000 deliveries
among white women and 15 percent, 20 per 1,000 deliveries among
black women.

The other reports continue to reinforce that.
If we apply, Senator, the 20 percent reduction to the low birth-

weight rate of 115 per 1,000I'll try to stay out of the numbers
we would drop from 115 to 92 low birthweight infants per 1,000 live
births. This will be a reduction of 23 low birthweights per every
1,000 live births, an estimated decrease of 10 percent in infant mor-
tality. This translates into a decline in infant deaths on this one
population alone of 254 infant deaths in this high-risk group of
women.

As noted earlier, the savingsif one doesn't want to focus on the
human savings that have been achieved as a result of such an
intervention, the Institute of Medicine report indicates that inten-
sive care hospital costs, conservatively, and I'm using the most con-
servative estimate, $13,000 per low birthweight infant. Preventing
2,544 low birthweights in this one segment of the population alone
would result in a savings of more than $34 million.

In addition, there will be a savings in terms of the rehospitaliza-
tion reported by the Institute of Medicine, resulting in almost $3
million and in the long-term followup care, in multiple mi'lions of
dollars.

I would like to finally address the reduced price school meal pro-
gram.

There is a need to increase, very much so, the participation in
the free and reduced price school meal programs on the national
level. It's an ,:pportunity to simultaneously impact the nutritional
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and educational well-being of the disadvantaged children on an on-
going basis.

In Maryland, when the charges for reduced price meals increased
from 10 to 30 cents after 1981, the participation rate, the numbers
of meals served, dropped 75 percent for breakfast and 41.6 percent
for lunch, respectively. The Maryland experience mirrors the na-
tional patterns which have existed.

Through State initiatives, in our State, in fiscal year 1987, Mary-
land, as a result of the legislative initiatives, to compensate for the
federally mandated increase in reduced price meals, will make up
this difference. And we feel that we will return to the pre-1981
levels here in Maryland. But, unfortunately, our forward-looking
action in this State is not the case on a national level, and this sit-
uation has to be reversed.

I'd like to finally indicate that while it's possible to dispute the
impact of Federal cutbacks, it's apparent that many key indicators
of maternal and child health have been plateauing or deteriorat-
ing over the past several years. The number of teenage pregnancies
is high and the level of prenatal health care is low. Low birth-
weight continues to push our infant mortality rates to a very high
level when compared to other industrialized nations.

Coupled with this lack of forward progress is a real reduction in
the number of low-income individuals participating in the Food
Stamp Program, the USDA Supplemental Feeding Program, the
national free and reduced price school feeding programs, while
there is a concomitant rise in the utilization rites of local food pan-
tries, food banks, soup kitchens, and private sector aid.

It would appear that there's a pattern which indicates increased
risk as a result of decreased availability of critical Federal support
services which are not being adequately made up for by local and
private resources.

A decrease in Federal support for maternal and child health pro-
grais and the shifts in organizing and paying for health care serv-
ices may lead to an even greater deterioration of the health of our
most vulnerable segments within the population.

Public policy and the health of mothers and children have been
inexorably linked throughout this century. There is clear evidence
that Federal programs which facilitated access to health care and
an improvement in the nutritional status of high-risk groups has
resulted in a decrease in low birthweight infants, a decrease in
infant mortality which includes neonatal and post-neonatal mortali-
ty, births to teenagers, improver growth and development, and re-
duced morbidity.

Reductions in chil.lran's programs as reflected by cuts in the ma-
ternal and child health block grant, family planning services, child
welfare and child care services, and employment training op! ')rtu-
nities, will result in an increase in health, nutritional, and social
problems of the poor and their children.

I leave my recommendations in my prepared statement for you
to review at another point in time.

I thank you very much for the opportunity to present this to you,
Senator.

[The prepared statement of Dr. Paige follows:]
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PREPARED STATEMENT OF DAVID M. PAIGE. M.D.

Mr. Chairman, member of the Committee, I am Dr. David M. Paige,
Professor of Maternal and Child Health at the Johns Hopkins University
School of Hygiene and Public Health with a Joint Appointment inPediatrics at the Johns Hopkins School of Medicine, and attending
Pediatrician at the Johns Hopkins Hosptial. I appreciate the
opportunity of appearing before the Committee this morning.

I will address myself to a select number of maternal and child
health issues. As Chairman of the Governor's Task Force on Food
Nutrition from 1983 through the conclusion of .ts ark in December
1985, I will attempt to bring a State as jell as a Nationalperspective to my testimony.

Economic Perspective

National Patterns

The fact as reported last year in the American Journal of Public
Health is that one out of every five children in the United States now
lives in a poverty-stricken family. For black children, the figure is
one out of two, or 50 per cent. The study, conducted by the House
Select Committee on Children, Youth and Families, further revealed
that the number of poor childrer increased by 2 million between 1980
and 1982. Corroborating studies by the Congressional Budget Oftice,
the U.S. Conference of Mayors, and others combine to paint a bleak
picture for the 50 per cent of black children and 20 per cent of all
children now living in poverty. Over the last five years, the
disposable income of the poorest one-fifth of American families has
dropped more than 9 per cent. Families headed by non-elderly black
women suffered the largest decline - 10 per cent.

We al:eady know that the cuts in Aid to Families with Dependent
Children (AFDC) embodied in the Omnibus Budget Recouncilation Act of
1981 resulted in half a million people, most of them living in single .

parent ramilies, being dropped from the rolls. A General Accounting
Office study conducted in a sample cf five cities, shooed that one
half of the families cut from the AFDC rolls since 1981 ran out of
fooa after losing their benefits. Between 11 and 28 per cent of the
families with working members who lost their benefits also lost access
to medical and dental care either because of the expense or because
they no longer had any health insurance.
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Maryland Patterns

According to 1980 Census Information, persons living below
poverty level in. July 1980, numbered 404,532, 9.8% of the population.
The povers'y rate tends to run highest in Baltimore City - 22.9%,
followed by Garrett County, 15.8%, (associated with a high rate of
plant closings and job loss), and Somerset, 15.7% (one of the ten
poorest counties in the nation, termed a "Starvation County" by USDA;
its winter unemployment rate exceeds the average unemployment rate
nationally during the Depression. Based on the Census Bureau's report
of August, 1983, the number of Americans living in poverty' has
increased by 5.1 million since 1980. The Maryland State Planning
Department estimates that 65,000 -75,000 "new poor" have fallen into
poverty, an increase of 16.1% - 18.5% in three years. In Maryland
approximately 1 in 10 children received AFDC during 1982. Presently,
of the 196,000 people who receive assistance, 70% are children, and
the average family consists of a moths_ incl two children. The average
length of time on AFDC, according to a recent study, is just over 2
years, with the vast majority of families receiving assistance for the
first time. For most of these families, AFDC is the only means of
support.

Federal Programs and the Poor

According to the September 1983 Census Bureau report of
households below the poverty line in 1982, 50.3% received no Federal
assistance, 27.7% received no food stamps, 46.4% received neither free
nor reduced-price lunches, 47.9% lived in private, unsubsidized
housing. Further, a 1983 study released by the Congressional Budget
Office showed the following effects of spending cut: 1) The low-
income households have lost from three to six times more in benefits
than ocher households, 2) while human resources spending in 1985 will
account for 46.3% of Federal expenditures, only 10% of those total
Federal expenditures will go to low-income programs. 3) the 10% of
Federal spending to benefit the poor will absorb 36% of total Federal
aid cuts, 4) in 1983, households with incomes under $10,000 lost
average benefits of $74 households with incomes over 40,000 lost
average benefits only ,...e-sixth as large - $40, and ) by 1985,
households with incomes under $10,000 will lore more than twice as

_much on the average than households with greater incomes.

Health Indicators of Risk

To more precisely identify specific health problems among the
poor, a series of indicators may be employed to define the problem.

Low_Birth weight

As an example, low birth weight may be considered a useful
indicator of health and by extension a limitea index to the
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nutritional status of a population. A proportion of low birth weight
deliveries may result from conditions associated with poverty, poor
weight gain on the part of the mother, inadequate food intake, absent
prenatal care operating independently or synergistically to result in
a low birth weight infant. Yet it must also be realized that it may
occur for a variety of reasons and may be frequently associated with
medical conditions which bear no relationship to a harsh social
environment.

While the percentage of low birth weight infants born to white
women in the U.S. is 6% and mirrored by percentages in 1982 of 6.1% in
Baltimore County and 5.5% in Montgomery County, sharp differences
exist in other parts of the state. Baltimore City with 28.9% of the
population below 1254 of poverty level, demonstrated low birth weight
rates almost twice as high, of 11..0% in 1982. Similar disparities are
noted over the past five years. A high percentage of low birth
weights are also reported in Dorchester, Somerset, and Wicomico
Counties. Counties with 20.9, 23.9, and 17.7% of the population
respectively below 125% of the poverty levels. Further, blacks have
the highest rate of low birth weight infants. In 1983, nationally one
in eight black infants was born at lc, birth weight compared to one in
seventeen white infants.

Low birth weight babies are twenty time yore likely to die in
the first year of life than those of normal bii n weight. Nationally
between 1982 and 1983, the percentage of babies born at low birth
weight increased sightly. At the current rates of progress, The
Children's Defense Fund estimates, only nine states will meet the
Surgeon General's 1990 objective for reducing the incidence of low
birth weight births.

Infant Mortality

This index is often employed as an indicator of the health status
of communities. Nationally in 1983, the gap between white and black
infant mortality rates was the greatest since 1940. Black infants
were almost twice as likely as white infants to die in the first year
of life. The Maryland Department of Health and Mental Hygiene
reported in 1985 that although both whites and nonwhites have shown
steady improvement over time in infant mortality, since 1981, rotes
among nonwhites have not shown the downward trend seen among white
infants. They further noted that while nonwhite neonatal mortality
rates have declined slightly since 1981, post-neonatal rates rose
during that period. They cautioned, given the small number of years
involved, it is not clear whether this represents a stable trend.

The ratio of non-white to white death rate for Marl-land in 1984
indicates the infant mortality ratio was 1.94, neonatal mortality 2.0
and post-neonatal mortality 1.82, compared to the 1980 ratios of 1.73,
1.76, and 1.66 respectively. Further, the computation of five year
average infant mortality rates between the subdivisions within the
State demonstrate sharp differences as well. Five year averages
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indicates a more than two-fold difference in the reported mortality
between lowest and highest counties in the state, which as noted above
frequently parallels the level of poverty within the county.
Nationally if black and white infant mortality rates were equal, about
5,500 black babies would not have died in 1983.

Perinatal Mortality

Perinatal mortality is another indicator of health status which
may be influenced by economics, health and nutritional status. Again
higher levels are reported in Baltimore City compared to Montgdmery
and Baltimore County. The rates per 1000 live births and fetal dealth
are 27.1 compared to 16.7 and 16.8 respectively.

Adolescent Pregnancy

Additional indicators of potential risk are the proportion of
mothers less than 18 years of age. Teen mothers are at greater risk
than adult women of receiving late or no prenatal care, and of having
low birth weight babies who suffer higher mortality rates. In 1983,
only 57 percent of white and 47 percent of nonwhite teen mothers
received early prenatal care. Babies born to tees and unmarried
mothers are at greater risk of po,,erty, late or no prenatal care, low
birth weight, and infant deat sad poor health outcomes than those
born to married and adult women. Yet, MCR Block grants and family
planning services are being cut. Mothers less than 18 years of age,
11.5%, are found in Baltimore City compared to 2.1 and 2.6 in
Montgomery and Baltimore Counties. Recent headlines highlight the
fact that approximately 35% of both black and white out of wedlock
babies were born to unwed mothers. The percentage of low birth weight
infants born in Maryland in 1983 to nonwhite and white mother 15-19
years of age was 15.3% to 11.2 respectively. Not, only has this
percentage increased over the past few years now approx.ating 1970
figures. The overall 1983 figure is almost one-third to 50% higher
than that found in nonteenage mother.

Other Indicators

Other indices as to the level of need in a communi j can be
utilized to augment the cbove information.

Emergency Food Services

A direct measure of need is the proliferation of emergency food
centers responding to a reported increase in demand. Information
provided by the Department of Social Services, Emergency Services Unit
reports in FY 84, 26,760 how. olds in the City were being provided
with emergency food service . The number served has grown
dramatically over the past decade.
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The report notes that this increase has been largely due to thetightening of federal food stamp regulations, high unemploymentparticularly among young, single adults and the inadequate PublicAssistance grant to meet additional monthly food needs thus causingfood stamps to become a supplemental food source. Nearly half of thehouseholds served are single adults or childless couples. Themonetary and foods resources provided to this group have beeninsufficient to meet their needs.

Complementing the work of tne public agencies is the privatesector. An example is the Franciscan Center, a private non-profit
social services agency, located in mid-town Baltimore. Their missionis to meet the emergency needs of those people who have no otherresource to which they can turn, total clients served in their hotlunch program operating an average of 19 days per month is over 6,000.

The above example is replicated by a number of private programsthroughout the city. As one example, the emerging food programs ofAssociated Catholic Charities' Our Daily Bread, reports serving over450 lunches daily and is noted to be only one of the many programsserving capacity crowds. Paul's Place, a small church sponsored
emergency lunch program, reports serving 250 hungry people per day.This is an increase from 35 to 40 people per day over 1992. Further,as noted for all centers, there has been an increase in the number of
women, children and intact families which seek emergency food reliefon a daily basis. The documented activities in the city are only amicrocosm of what has been reported to the Governor's Task Force, asoccurring throughout the state.

In addition, an extensive Food Bank program is operating inBaltimore and throughout Maryland. Over 450,00 pound_ of food permonth is distributed through a network of food pantries, soupkitchens, halfway houses, and other non-profit organizations which
distribute food to the needy within the state. A steady supply offood is received from the parent organization, Second Harvest, and
through donated surplus foods from large food outlets and a variety of
other vendors. The number of people being served by the Food Bank hasescalated over the past several years. An infrastructure of outlets
throucO,out the state, a sophisticated transportation system andvolunteers keep the program operating.

As indicated, the number of soup kitchens has proliferated over
V,e past several years. A study conducted by the University of
Maryland in May and June 1983 was undertaken to define those usingEmergency Food Kitchens. The report indicates tnat the users were"rooted" in poverty . While 88% were unemployed at the time of theinterview, 80% were receiving income from government programs which
included G.P.A. (1P%), SSI (17%) and food stamps (25%). Seventy-fourpercent had a regular address and 26% lived alone. Ten percent wereon medication for emotional problems while 28% reported being onmedication for physical illness.
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Federal Food Program

Despite the increase in participation levels among tne poor,
there is an erosion of federal support service.

Food Stamp Program:

Tightened eligibility standards since 1981 has resulted in a

decline in participation. In Maryland, following the Omnibus Budget
Reconcilation Act of 1981, the participation rate dropped from 146,538
households and 351,220 individuals to 113,187 households and 280,608
individuals in mid 1985.

The Maryland program reaches only 62% of the eligible population.
It is estimated that more than 200,000 eligible Marylanders are not
participating, resulting in a loss of up to $40 million per year in
Federal reimbursement to the State.

It also is important to note that food stamps benefits are tied
to the USDA Thifty Food Plan (TFP). Recent consumption patterns show
that food stamp households spend about 24% mcre on food than the TFP
suggests is necessary. USDA's April 1984 figures also demonstrate
that food costs under the Low Cost Food Plan mtre accurately reflect
the family's needs. It is necessary to replace the TFP with the Low
Cost Food Plan as the basis for determining benefit levels.

Further, much of the program's complexity is designed to reduce
error. A growing source of attention over the last years and an
increasing drain on limited resources. The Department of Human
Resources success in lowering the food stamp error rate from 17% to
6.7% in recent years is commendable. Yet, Federal emphasis on the
elimination of fraud and error and the threat of financial sanctions
have led to an overly complex program and has increased the tension
between worker and client. Stricter penalties will worsen these

problems as the cost-benefit ratio of extreme error-reduction
practices rises.

Other important initiative which would assist in increasing

participation include: a) Simplification of program regulations,
particularly by seeking a state option for monthly
reporting/retrospective budgeting, which has proven to be costly and
error-prone In states where it has been implemented. b) Increase the
assets limit from $1,500 to $2,350 for most household (a help to the
recently unemployed), and from $3,000 to $3,500 for households with at
least one person over age sixty. c) Return the household definition
to its 1979 status, to allow siblings, parents and children over 18
living with their parents to be considered separate food stamp

households. Currently extended ;amines sharing living quarters to
save on shelter expenses are being penalized for their efforts. d)

Increase the earned income deduction from 18% to 20% to help the
working poor. e) restore Federal funding for Food Stamp Outreach

?"1 0
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activities. f) Achieve greater conformity in eligioility for low-
income programs, such as Food Stamps, ana Public Assistance, would
permit State development of a unified application form and drastically
reduce administrative costs.

The USDA Supplemental Feeding Program (WIC)

The WIC Program which provides nutritional supplements to
pregnant and lactating women, infant and children to 5 years of age is
serving approximately one third of the eligible population. In
Maryland 45,000 out of an estimated 110,000 eligible individual
receive benefits.

This underparticipation is a result of the federal cap on
spending. This occurs despite the fact that the Institute of Medicine
Report on Low Birth Weight urges *hat nutrition supplementation
programs such as WIC be a part of comprehensive strategies to reduce
the incidence of low birth weight among high-risk women.

Nutrition research supports the view that nutritional assessment
and services should be major components of high-quality prenatal care.
Evaluation studies show that prenatal participation in the WIC program
is associated with improved pregnancy outcomes. Of particular
relevance to this report is the decrease in the incidence of low birth
weight associated with %IC participation. Recently the U.S. General
Accounting Office (GAO) critically reviewed the published literature
on the subject and noted that the evidence of program benefit is
strongest for increases in mean birthweight and decreases in the
percentage of low birthweight infants. Further, receiving WIC
supplementation during the interpregnancy period can help to increase
birthweight in subsequent pregnancies.

he National evaluation of the WIC Program released in January
1986 reinforces the above conclusion. The study indicates that the
program is working well, reaching it's intended population of high
risk women, infants, and children and is cost effective. It notes
that there is a la'ge and significant reduction in preterm (<37 weeks)
deliveries to high risK white and black women with less than 12 years
o' education. The estimated reduction is 23% (8/1000 deliveries)
among white women and 15% (20/1000 deliveries) among black women.

The Report to the U.S. Senate Committee on Agr_culture,
Nutrition, and Forestry by the U.S. General Accounting Office in
January 1984 noted that the decrease in the proportion of low biLth
weight (LBW) infants born to women who participated in the WIC Program
was most evident in high risk poorly educated women.

If we apply the 20% reduction to the LBW rate of 115/1000 live
births born to the 110,601 women on public health assistance alone who
completed less thin 12 years of education, the WIC Program would have
a major impact. A 20% reduction in this group results in a decrease
from 115 to 92 low birth weight infants/1000 live births. This
reduction of 23 low birth weight infants for every 1000 births will
have the following results:
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1) As estimated decrease of 10% in infant mortality. This
translated into a decline in the infant death rate of 2.3
infants per/1000 live births. This will result in a decrease
of 254 infants death in this high risk group of women alone.
The assumption in this model is consistent with the observed
decrease in neonatal mortality in the historical study of the
National Evaluation and the low birth weight reduction in the
GAO Report.

2) An estimated savings in intensive care hospital costs
conservatively estimated to be $13,616 per low birth weight
infant. By preventing 2544 low weight births and the
ass,ciated cost of hospitalization of women there will be a
savings of $34,639,104 in medical and hospital costs.

3) In additional there will be a savings of $5,580 per
rehospitalized low birth weight infant. This
rehospitalization is estimated to occur in 20% of all low
birth weight infants in the first year of life. This will
result in a savings of $4,580 x 509 infants or $2,840,220 in
this cohort of high risk low income mothers and infants.

4) Further, a savings of $1,405 per year will be realized for
the 18% of surviving low birth weight infants who require
long term care. This is estimated to be a recurring annual
cost of $1,405. Reduction in the number of low birth weight
infants will result in a savings of $643,490 per year for the
458 infants in this cohort estimated to require this addi
tional care.

Thus, for this one cohort of high risk infants born to poorly
educated women a positive WIC Program effect results in a 20%

reduction in low birth weight infants. This will result in a savings
of $38,122,814 in direct medical costs. There is an urgent need
therefore to assure that 100% of eligible high risk pregnant women
participate in WIC as well as their infants and preschool children to
retain their nutritional head start. We should not be content with
only one-third of the eligibles participating in the program.

Reduced Priced School Meals

There is a need to increase the participation in the free and
reduced price school meal programs on a National level. It is an
opportuni to simultaneously impact the nutritional and educational
well being of disadvantaged children on an ongoing basis. The
provision of breakfast and lunch for 180 days a year to the neediest
among us will have considerable national impact.

In Maryland when the charges for reduced price meals increased
from ten to thirty cents for breakfast and twenty to forty cents for
lunch in 1981, the number of meals served dropped 75.1% and 41.6%
respectively. The Maryland experience mirrors the National patterns
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and projections for FY 87 show participation figures remaining at
these lower levels.

Through State initiative in FY 87, Maryland will subsidize the
reduced [ ice school meals for eligible children in an attempt to
increase the participation levels. Despite the approach taken in this
State, this should not be left to Individual State init_ative; rather
the charges for reduced price meals should be rolled back to the pre
1981 levels and States encouraged to increase the level of
participation. Low-income students, who may well be at other
educational disadvantages, can ill afford to come into the classroom
inadequately fed. The states can ill afford the estimated federal
dollar loss resulting from low participation rates in the reduced-
price programs.

New Intitiatives

While it is possible to dispute the impact of Federal cut backs,
it is apparent that many key indicators of maternal and child health
have been plateauing or deteriorating over the past several years.
The number of teenage pregencies is high, and the level of prenatal
health care is low. Low birth weight continue to push our infant
mortality rates to a very high level when compared to other
industrialized nations. Coupled with this lack of forward progress ib
a real reduction in the numbers of low income individuals
participating in the food stamp program, the USDA supplemental feeding
program, the National free and reduced price school feeding programs;
with the concomitant rise in the utilization rates of ' al food
pantries, food banks, soup kitchens, and private sector ait.. It would
appear that there is a pattern which indicates increased risk as a
result of decreased availability of critical federal support services
that cannot be adequately substituted for by local and private
resource.

A decrease in Fade 11 support for maternal ana child health
program and the shifts in organzing and paying for health care
services may lead to an even greater deterioration of the health of
the most vulnerable populations. Public policy and the health of
mothers and children have been inexorably linked throughout this
century. There is clear evidence that Federal programs which
facilitated access to health care and an improvement in the
Nutritional status of high risk groups has resulted in a decrease in
low birth weight infants, a decrease in infant mortality which
includes neonatal and post neonatal mortality, births to teenagers,
improved growth and development, and reduced morbidity.

Reductions in children's program as reflected by cuts in the
Maternal and Child Health Block Grant, Family Planning Services, Child
Welfare and Child Care Services, and employment training
opportunities, will result in an increase in the health, nutritional
and social problems of the poor and their children.
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To reverse this we need:

1. To decrease the_proportion of low birth weight infants: we
need to assure participation in the Food Stamp Program, the
WIC Program, health care facilities providing prenatal
services and increased participation in the medicaid program.

2. To decrease neonatal mortality: we need to reduce low birth
weight as noted above, increase prenatal care, assure
participation in the WIC and Food Stamp Program, improve
access to health care, improve family planning services, have
abortion services available, continue to improve neonatal
intensive care services, increase Medicaid participation and
increase research funds.'

3. To decrease post-neonatal mortality: we need to mahimize
participation in Federal Assistance Programs, increase
availability of Health Care Services, support for increased
immunization, and increase Medicaid participation.

4. To decrease the number of teen births: we need increased
family planning services, Jobs programs for youth, Family
support services, school based clinics, pregnancy prevention
programs, public education and abortion.

5. To improve the level of school performance: we need
increased funding of the National School Lunch and Breakfast
Programs, a rollback in the cost of reduced price meals, and
a rededication to maximizing the number of participants in
the free and reduced price School Breakfast Program.

6. To increase the participation in the Federal Supplemental
Feeding Programs: we need improvement in the enrollment
procedures for the Food Stamp Program, increase in benefits
consistent with current food costs, and finding for outreach
programs. WIC Program participation should be increased to
reach a higher percentage of the eligible population and an
immediate shift to universal participation of high risk
pregnant women.

The decade of the 80's is an unsettled time for the
disadvantaged. Poor families and tneir children have had to share an
even greater burden than other segments of the community. The promise
of past progress has not been fully achieved. We must regain the
momentum being lost in our current Public Health Policy.
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Senator SARBANFS. Thank you very much, Dr. Paige.
Dr. Heald, professor of pediatrics and director of the division

of adolescent medicine at the University of Maryland School of
Medicine.

STATEMENT OF FELIX I'. HEALD, M.D., PROFESSOR OF PEDIAT-
RICS AND I)IRECTOR OF ADOLESCENT MEDICINE, THE UNIVER-
SITY OF MARYLAND SCHOOL OF MEDICINE

Dr. HEALD. Thank you, Senator Sarbanes.
Since I was well aware that my other colleagues would discuss

issues of children, I want to focus on three issues that are of some
concern to me and some personal experience that we find in the
adolescent.

Adoiescents are ordinarily considered one of the healthiest peri-
ods of human existence. By and large this is true, but there are cer-
tain disorders which cause considerable physical, emotior al, psy-
chosocial, morbidity and mortality. I'd like to focus on three specif-
ic areas of morbidity and mortality which still require significant
resources and further understanding to reduce their costs, both to
the adolescent and to the Nation.

The first two problems I would like to bring to your attention are
the results of a change in the sexual attitudes and behavior of our
people, including our own teenage population.

Our society has become more sexually permissive, initially at an
adult level, and then somewhat later, among our teenage youth.
Sexual activity now occurs at an increasingly younger age and in
the younger age group population, which is of score concern to us,
even more frequently than in the past.

We should also remember ii talking about f eXUZI: aL.:lvity in
teenagers, that there are a considerable number or' our youth who
are not sexually active.

Now, I would feel like the odd man out this morning if I didn't
talk about the low birthweight. infant. So although I did not in-
clude that in my original remarks, I do want to say a few words
about it, Senator Sarbanes.

In 1980, along with our sister institution at Johns Hopkins, we
initiated some special programs for pron.-. al care of pregnant teen-
agers. In our own institution, we confined the program because of
cost constraints to those youngsters who are age 16 years and
under. Our specific aim was to reduce the number of low birth-
weight infants, which at that time ran about a steady 20 percent of
those youngsters who are 16 and under. And as a result of this pro-
gram, it is now down to a steady rate of between 8 and 9 percent a
year.

The only point I'm making is that the prevention of low birth-
weight babies to teenagers, your-1g teenagers, basically an issue
around premature birth, is a preventable problem. It just takes or-
ganization of current knowledge to implement appropriate pro-
grams by appropriately trained people. If you can do this with poor
inner-city youngsters, you can do it with any other group of poor in
our country.

82



79

So we need to find out where they are and to target them with
appropriately trained people with appropriate programs which con-centrate on this very young age group.

But those of us who work with this particular population of
youngsters, instead of secting anywhere from 175 to 200 a year in
our prenatal clinic, I really wouldn't like to see any, because it'sreally not in the youngster's best interests or anyone s best interest
for these very young teenagers to be having babies.

The issue is why is it such a problem in the United States? The
United States has the highest rate of teenage pregnancy by far in
the developed countries.

This past spring, really a landmark paper was published, a study
was published by the Guttmacher Institute, authored by Jones etal., and shed considerable light on why we have such a high rate of
teenage pregnancy.

They looked, really, at six countriesincluding Sweden, GreatBritain, France, he United States, and the Netherlands. Thesecountries all had a similar rate of teenagers who were sexually
active; that is, the rate of sexual activity was similar, except forSweden, which had a higher rate of sexual activity among theirteenagers. But there was a sharp difference, particularly when
compared to the United States and the other countries in terms of
teenage pregnancy and abortion.

The Netherlands, by far, had the lowest rate of teenage pregnan-cies, despite the fact that the percentage of teenage girls in theUnited States and the Netherlands are almost identical. TheUnited States has a far higher rate. The same for abortion.
Now what is the difference between .ile other countries and theUnited States?
Well, some of the differences they felt were important were, andthe two major differences, is the public perception, the adult per-ception of the morality, if you will, of adolescent sexual activity,

and based on that, the countries were able to make access to con-
traception and family planning clinics readily available, and, if you
will, permissible; that is, the teenagers taking cues from the adult
population, saying that it's OK to go and get family planning if
you're sexually active, or it's responsible to.

Now, the problem in this country is our Government and its con-stituents are deeply divided and split over the issue of family plan-
n'ng, over the issue of abortion, over the issue of teenage pregnan-
..y. Should family planning be widely and easily available to teen-agers or should we be more restrictive?

You can find groups who will take either side of that.
Teenagers know this and, as a result, we are much more reluc-

tant than teens in other countries studied to make use of availablefamily planning resources. As a result, those sexually active teen-agers do not have ready access to contraceptive services designedfor their needs Therefore, we should not be s.. -prised by the high
pregnancy and high abortion rates in the Unitea States.

We know enough about the reproductive issues of teenagers todrastically reduce the rates of pregnancy and abortion. The only
question that remains is the ability of the people and their govern-ment to arrive at a consensus and adopt a more appropriate courseof action than the present divisive posture.
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The second major problem resulting from the change in sexual
attitude and behavior among our teenagers is the sharp increase in
sexually transmitted diseases. Numerically, sexually transmitted
disease is the most common infectious disease, with the exception
of the common cold, during adolescence.

The rate of gonococcal infection is highest in young adults, 19 to
24, and next highest in the 15- to 19-year-old age group.

If one corrects and looks at the rates per sexually active popula-
tion of teenagers, they have the highest attack rates of all ages for
sexually transmitted disease and their complications.

There are a number of infectious agents that are of concern to us
in addition to gonococcusherpes simplex virus, chlamydia, the
papilloma virus more recently, and they, too, have a similar distri-
bution in our young people, being very common.

This is a major health problem, particularly for inner-city teen-
agers. As a result of these infections, complications such as infertil-
ity and ectopic pregnancy are found far too frequently and are very
costly medically.

In addition, teenage girls may be developing the biological basis
for later development of cancer of the cervix. I'm speaking suecifi-
cally of the recent evidence linking the papilloma viras, which is
becoming very common in our own adolescent clinic as a precursor
for carcinoma of the cervix later on in life. Because of the psycho-
logical nature of the teenager, special measures in clinics some-
what different from those ordinarily used for adults need to be sup-
ported widely in trying to control these infections.

In addition, basic microbiological and clinical research, specifical-
ly through the Centers for Disease Control, need to be increased.

Now a third major problem that has been overlooked in the
health care of the adolescents is the result of motor vehicle acci-
dents. We have been aware for sometime that motor vehicle acci-
dents have been the major cause of death among adolescents and
young adults.

For example, in the year of 1975, there were about 15,000 deaths
to this age group, of which 12,250 were to males and the remaining
to females. And the cost here is in human lives and lost potential.
The economic cost is virtually nil because little gets expended on
them because they die so quickly.

What has been overlooked, during the same period of time, is
that there were 1.6 million accidents in this age group, again,
males mostly predominant. The thing that has changed during the
past years, as a result of the spec' .!ized shock trauma emergency
systems in this country, is that an increasing number of teenagers
have survived these serious accidents.

In the year 1975, there were 35,000 youngsters who were severely
injured, though surviving the accidents. We have not really taken
a close look at the morbidity as a result of these accidents.

Until recently, we have underestimated the inability of closed
head injured teenagers, which is the major morbidity, to function
in school for months or even years after the accident. Their par-
ents are bewildered by their inappropriate behavior and their edu-
cators are angered by their inability to do their school work.
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Even after mild injuries, deficits such as impaired judgment, re-duced attention span, irritability, short-term memory loss, and
other ongoing memory deficits are encountered by these teenagers.

The most difficult task for the professional is to separate the
usual behavior resulting from head injury from normal adolescent
behavior. Thus, we have identified this as a major cause of morbidi-
ty resulting from automobile accidents in our own program, and
specifically closed head injuries, and are working out long-term re-
habilitation studies to best know how to rehabilitate these teen-agers.

We basically are not sure what the issues are in very specific
terms. We need to know much mo: ..: about the effect of brain
injury on brain function following head injury and programs that
investigate this particular issue will result in information uponwhich we can better prepare remedial programs.

Clearly, this area now is underfunded and needs greater support.
Finally, it is clear that teenagers for certain specialized disor-

ders, such as some of them mentioned here, need the resources of
people training in adolescent medicine. Such people are in short
supply due to the shortage of funds and the number of adolescent
health care training centers in this country.

Incidentally, Senator Sarbanes, I have a meeting at 12 today
where we have to consider, have to adjust our teenage pregnancy
program because of budget cuts, readjust our staff and reduce the
staffing for the adolescent portion of this program, which has been
so effective, incidentially, in cutting back on our 1 aw birthweight
infants.

We're going to lose staff.
Thank you.
[The prepared statement of Dr. Heald follows:]
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PREPARED STATEMENT OF FELIX P. HEALD, M.1j

Adolescents are ordinarily consicered one of the healthiest

periods of human existence. By in large this is true, for this

age group is free of many of the diseases which cause

considerable morbidity and mortality in our adult population.

Further they are less likely to have some of the earlier

childhood diseases like genetic defects which are concentrated

heavily in the newborn and childhood ages. Adolescence is a time

of life when mortality rates are at their lowest ebb. Let us not

be misled by the fact that adolescents generally are disease

free. There still remain disorders of adolescence, which cause

considerable physical, emotional, psychosocial, and economic

morbidity and mortality.

Thy testimony today will focus on three major areas of

morbidity and mortality during adolescence which still require

significant resources and further understanding to reduce their

current morbidity and mortality. The first two problems I would

like to bring to your attention are the results of a change in

the sexual attitudes and behavior of our people including our

teenage population. Our society has become more sexually

permissive, first a: an adult level, and then somewhat later,

among our young people. Therefore, sexual activity occurs at an

increasingly younger agL and more frequently even in the younger

teens. It should also be remembered that during the teenage

years a considerable number of teenagers are not sexually active.

In a recent study comparing the s,Aual activities of the
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number of developed countries, Swedish teenagers initiated sexual

activity at least a year earlier than other countries. Whereas

Canadian teenagers initiated sexual activity a year later. Tha

rest of the countries, Great Britain, Francs, United States, and

the Netherlands had the same percentage of teenagers being

sexually active from ages 15 - 19. However, if one looks at the

pregnancy rates for the same countries, the United States by far

leads the rest of the countries in this recent study from the

Guttmacher Institute. The Netherlands, by far, had the lowest

rate of teenage pregnancies, despite the fac.. that the percentage

of teenage girls in both countries had about the same rate of

sexual activity. Also quite striking are the abortion rates in

the United States, by far higher than either France, Canada,

Sweden, Great Britain or the Netherlands. If one looks at the

contraception and the use of family planning in these countries,

it is quite clear that American adolescents use contraception

much less effe_tively in order to avoid adolescent pregnancy.

When they do use contraception, they tend to use a much less

effective method. This problem is a serious one because in all

probability it results from a deep division in this country over

the approach to teenage pregnancy. Our teenagers have the worse

of all possibilities. Jones et al, from the Guttmacher Institute,

says; "U.S. teenagers have inherited the worse of all

possibilities, movies, music, radio and television tell them that

se). is romantic, exciting and titillating yet at the same time

young people get the message that good girl-, should say no".

Further, our guvernment and its constituents are deeply split

over the issue of family planning. Should iamily planning be
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widely and easily available to teena9ers, or we should be more

restrictive? Teenagers know this, and as a result are much more

reluctant than teens in other countries studied to make use of

available family planning. As a result those sexually active

teenagers do not have.ready access to contraceptive services

designed for their needs. Therefore we should not be surl..ised

by high pregnancy and abortion rates in the United States.

We know enough about the reproductive issues of teenagers to

drastically reduce the rates of pregnancy and abortion. The only

question remains is the ability of the people and their

government to a_rive at a concensus and adapt a more appropriate

course of action than the present divisive posture.

The second major problem resulting from the change in sexual

attitudes and behavior among our teenagers is the share increase

in sexually transmitted diseases. Numerically, sexually

transmitted diseases is the most common infectious disease with

the exception of the common cold during adolescence. The rate

of gonococcal infection is highest in the young adults, 19-24

years, and next highest in the 15-19 year olds. These two age

groups account for seventy-five percent of all the cases of

reported gonorrhea. Other sexually transmitted diseases, such as

herpes simplex, chlamydia, and papilloma virus have a similar age

distribution nationally. Chlamydia, particularly in adolescent

females, is three-times more common than gonococcal infections.

It is a major public health problem, particularly for inner-city

teenagers. As a result of these infections, complications such

as infertility and ectopic pregnancy are found far too
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frequently. In addition, teenaae airls may be developing the

biological basis for later development of cancer of the cervix.

Because of the psychological nature of the teenager, special

measure and clinics somewhat different from those ordinarily

used for adults, need to be supported qidely in trying to

control these infections. In addition, basic microbiological and

clinical research, (through the Center for Disease Control) need

to be increased.

The third major problem that has been overlooked in health

care of adolescents is the result of motor vehicle accidents. We

have been aware for some time that motor vehicle accidents have

been a major cause of death for boys and girls between the ages

of 15-24. For example, there were 12,250 deaths in the year of

1975 for males compared to 3,451 for females. In the same time

period there were total of 1.6 million accidents in this age

group of which 985,184 were males and 654,376 were females.

During the past ten years, as a result of the specialized shock-

auma emergency systems in this country, an increasing number

of teenagers have survived serious accidents. Tn the year of

1975 there were 35,000 youngsters who survived, yet were

classified as having serious injuries. The morbidity that has

escaped attention up until recently has been the damaging effect

of closed head injury. Until recently we have under-estimated

the inability of closed head injured teenagers to function in

school for months after the accident. Their parents are

bewildered by their inappropriate behavior and their educators

are angered by their inability to do their school work. Even

after mild injuries, deficits such as impaired judgment, reduced
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attehtion span, irritability, short-term memory loss, and other

on-going memory deficits are encountered by these teenagers. The

most difficult task for the professional is to separate the

unusual behavior resulting from head injury from normal

adolescent behavior. Thus, we have identified this as a major

cause of morbidity resulting from automobile accidents,

specifically closed head injuries and are working out lona-term

rehabilitation studies to best know how to rehabilitate these

teenagers. These programs need to be supported.

And finally it is clear that teenager:, for certain

specialized disorders, such as those mentioned here, need the

resources of people trained in adolescent medicine. Such people

are in short supply due to the s ,rtage of funds and the number

of adolescent Health Care training centers in this country.
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Senator SARBANES. Thank you very much. I just want to ask a
couple of questions, for the record, of the doctors.

First of all, would you define low birthweight as you've been
using it in your testimony for the record?

Dr. Om. A low birthweight infant is normally defined as an
infant weighing less then 2,500 grams. That's 5'/2 pounds. A very
low birthweight infant is defined as an infant weighing less then
1,500 grams, or approximately 3 pounds.

Senator SARBANES. OK. Now, I want to put this questionI'll
come to Ms. Rosenbaum in a minuteto the doctors.

As you look at the child's progression, beginning in the prebirth
stages, can you determine the critical times for health, in terms of
later consequences?

In other words, if you have a limited amount of money, or as you
start putting money out, which are the most critical periods to ad-
dress, conceding that in a sense they .. re all critical. I'm thinking
in terms of fewer problems over timein other words, how does
the 9-month period of pregnancy compare with the 1 year after, or
is that period all critical and then we see a change?

At what point does the neglect have fewer consequences than at
some other point, if that is a sensible question?

Dr. PAIGE. It's sensible. It's difficult to partition with precision.
But clearly, I would urge, I would recommend that we address the
pregnancy, the period of embryonic development and fetal growth
are critical, with respect to long-term consequences, and the period
during the first 6 r 3nths to 1 year are particularly important as
wen.

During the period of rapid fetal development, inadequate mater-
nal nutritional results in fat stored in that mother being drawn
down, which will lead to a less than complete maximum optimal
fetal growth and development.

That is one of the factors which contribute to low birthweight.
And we know from studies abroad, in less developed countries, that
where the nutritional healca of the mother is poor, the nutritional
well-being of the newborn will be compromised.

And really, as you put to Dr. Sabin earlier, what would you do
with respect to reversing this trend? I don't sPe any reason why we
would not have universal prenatal services available for all low-
income women.

The WIC Program has been considered even by its sharpest crit-
ics a success. Nutritional intervention strategies which promote the
prenatal nutrition of the mother and therefore, by extension, the
fetus, is a very positive thing to do.

The absence of universal prenatal services, particularly for our
most disadvantaged population, is something that is intellectually,
emotionally, morally, and certainly economically, unsound.

So I don't understand the abseace of it at this point in time. I
further don't understand why there would rirt be universal entitle-
ment to health services for particularly preschool children in our
country.

I can go on, but I know that my colleagues may have some addi-
tional thoughts.

Smator SARBANES. Dr. Oski.
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Dr. OSKI. I would certainly agree with the statement that Dr.
Paige made about the most crucial time to invest your money if
you have a limited amount of funds to invest.

I personally don't think we should have to face that choice, but I
certainly think up to about 2 years of age, I would extend that
time of critical development because by that time, about 80 percent
of brain growth has occurred.

Senator SARBANES. By the age of 2?
Dr. OSKI. By about the age of 2. But that's not to minimize the

importance of what happens after age 2 in terms of social develop-
ment.

Senator SARBANES. Right.
Dr. PAIGE. The nutritional head start that can be realized by a

mother who is well nourished and, by extension, the fetus and then
the newborn, is rather dramatic.

Scientific evidence has indicated over the last 5 to 10 years that
the maternal fat stores, her ability to lay down good energy reserve
to maintain the latter part of this pregnancy, is not only good for
the fetus, but it provides maximum stores for the newborn as well,
to carry them forward, propel them iorward through those early
months in time.

It has a direct effect on the exponential growth of many of the
organs which are growing in this latter part of the pregnancy.

And to face a third of the eligible population participating in the
WIC Program doesn't make good sense on a national basis. It's a
small cost. It's a very small cost. WIC at t:iis time is about $1.2 bil-
lion. We could provide entitlement for all low-income women, beg
the issue of its impact on the older preschool child, which I think,
too, is important. I don't want to trivialize that.

But if there's a national consensus that's important with respect
to this segment of the population, and I think even the sharpest
critics on the Senate Agricultural Committee would agree, then
why not provide for a universal provision of nutrition services and
prenatal care?

We're woefully behind other industrialized nations in this par-
ticular regard.

Senator SARBANES. Dr. Heald.
Dr. HEALD. I would just point out one other thing that's really a

problem, particularly for the pregnant teenager. That is, for the
most part, they do not come in to see services until about the 24th
week of pregnancy, on the average. So that almost two-thirds of the
pregnancies go on before they even seek services.

The problem of why this occurs is multifaceted, partly related to,
again, the attitudes of adult society and the controversy over teen-
age pregnancy and the sexual activities if teenagers, so that they
tend not to seek care early.

You know, Senator Sarba-ies, we have probably some of the most
effective advertising corporations in the world in this country. And
we could ertainly change, with appropriate leadership from our
public health community, the attitudes and behavior of our popula-
tion toward pregnancy and access to services and encourage them
to come for services instead of putting all of the blocks in that are
presently both emotional and bureaucratic blocks that are put up
that they have to overcome before they seek service.

92



89

Senator SARBANES. That comment leads into my next question,
which I would ask of all of you. It is this: Suppose you were just to
give money? Suppose you were to take persons in poverty and just
give them income?

To what extent do you think that the health care ,,L-oblems we
are addressing would be adequately dealt with? That is, if money is
not provided through programs that ensure they actually do these
things? And I guess I'm really asking a question, which is if you
simply gave people money, would they then take care of them-
selves, or must it be done thr "ugh a structured program that as-
sures that it's going to be done?

How much of a problem is that?
Dr. Om. I nersonally don't think that giving the money, giving

anyone money, initially, immediately would result in improved
services, improved health care. I think that would not be the No. 1
priority on most people's list of things, particularly preventive
services. It takes years to see the consequences of what you've ac-
complished.

I think that over the course of a decade or more, maybe you'd see
health measures rise as a consequence of this stipend, but not over-
night.

I would much prefer to provide the services and enlist the par-
ticipation of every single person on a block-by-block basis, much
like the experience in China that Dr. Sabin r.ferred to, to have a
cadre of barefoot doctors who go door to door and make certain
every person has signed up for every entitlement program that :
available, making certain that every child is immunized, making
certain that every young girl is benefiting from prenatal services
and appropriz.e nutrition.

I think that's the way to go.
Senator SARBANES. I guess another way to put the question is to

focus on low-income persons, as obviously we should since they
have the most pressing problem. But that doesn't mean as you're
moving up the income scale and moving out of the lowest income
group into the next category, that in that next category the health
needs of children or of the pregnancies are being fully met.

You may still have a deficiency taking place. Would that not be
the rase? I mean, you could have it even at the highest of incomes,
but there you'd assume some kinu of gross irresponsibility, I guess.

Dr. PAIGE. Well, it's a multipronged issue and there's probably
no facile solution.

But if it's possible, I would agree with the intent of both state-
ments, Dr. Oski and yours as well, I chink in the short term there
is need for ongoing support services. As I've looked at this issue in
Maryland, I'v, come to the conclusion that all of these programs
represent a band-aid approach to the hemorrhage that exists
among the poor, that the fundamental problem is poverty, at least
as I see it, and that until we cure the economic deficits that exist,
which are at the root of all of these issues and others, as we bring
others to the table who have broader perspectives than the medical
people, we'll hear of even other problems, I'm sure.

It's my judgment, after looking at these issues for a while, that
they're issues rooted in poverty and until you get to the root cause
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of the problem, we will not cure this problem in this country.
We're talking about unemployment.

One of my doctoral students who came to provide some prelimi-
nary data to me derived from the Hopkins teenage pregnancy pro-
gram here in east Baltimore, looking at logistic models and multi-
ple regressions and all of the more sophisticated information, indi-
cates that in a population of about 900 pregnant women, one of the
most significant factors operating in short, interpregnancy inter-
vals has to do with unemployment, that the lack of employment is
the most significant factor associated with short interpregnancy
interval.

Whether that will hold up on additional analysis, I don't know.
But clearly, if by the question you suggest that these are all inter-
related, I would agree and I don't think that single approaches are
as effective as the gutting of poverty within this country.

Senator SARBANES. Well, perhaps. But, in a comprehensive sense,
that's obviously true. How do you break the vicious circle and
where can you be most effective for the best investment of money?

For instance, let me ask this question. If you lose a critical
period of the first 2 years, what are the implications for the learn-
ing capacity of those youngsters and their school performance and,
to carry forward, their job performance?

Is part of today's unemployment problem the neglect of young
people some years ago who now have had their capacities impaired
because of that?

Dr. Om. We'd like to be able to answer yes to that, but I don't
think we can say with specificity. This is an area that does need
further research, to see if that's true. Although there's a cumula-
tive effect of poverty, there's the impact of lead poisoning on intel-
lect. There's the impact of nutrition on subsequent intellect.
There's the impact of birthweight on subsequent intellect. And all
these things add up and they are functions of poverty and they do
play a role in the early years of life.

How we can sort of dissect out each one of those- -
Senator SARBANES. It's hard to do.
Dr. Om. It's hard to do.
Senator SARBANES. That's right.
Ms. Rosenbaum.
Ms. ROSENBAUM. I'd like to add a coupla of thoughts to the issue

of poverty. There's no question that poverty has many, many ef-
fects on people. It diminishes their ability to gain access to services.
Because over a long period of time, long-term poverty can diminish
a family's ability to even perceive that a service is needed because
they've been excluded from the service for so long that they may
have less of an appreciation than nonpoor families would about the
need for the service.

But I think that it's crucial that we not overlook a point that's
been reiterated by almost every witness. And that is that we have
gross systemic problems in this country that have very little to do
w'th individual poverty, per se, and more to do with how we've
chosen to carry out the business of health care.

We don't have a health system in place that assures, simply as a
matter of living in the United States, that certain services are
available. If I lost my health insurance tomorrow, I very quickly
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could find myself in as desperate a situation as a poor family. We
have an incredibly inadequate public health system. I'm sure here
in Baltimore we see the same phenomenon that we see in other
parts of the country.

Right now, in Los Angeles, it takes about 2 months for a preg-
nant woman to get her initial prenatal visit at a public maternity
clinic because those services are so underfunded that there simply
is no capacity to serve her quickly.

Even if a pregnant teenager wanted to come in the door quickly,
she couldn't in Los Angeles.

Senate SARBANES. What's the situation here? Do we know? In
Baltimore.

Dr. HEALD. I can only speak for teenagers. They can be appointed
within 2 weeks.

Senator SARBANES. Two weeks.
Dr. HEALD. If a pregnancy has been identified.
Senator SARBANES. What percent was it that did not get any care

prior to 24 weeks that you said earlier?
Dr. HEALD. The average age for coming in to our clinic is 24

weeks.
Senator SARBANES. I see. So 24. But assuming they come in right

in the beginning, they can get an appointment in 2 weeks.
Dr. HEALD. They can get an appointmert in 2 weeks.
Senator SARBANES. Los Angeles, 2 months.
Ms. ROSENBAUM. Two months. In Washington, DC, Providence

Hospital offers a subsidized maternity program. It has 300 slots a
year. They have a 2,500-person waiting list for those 300 slots. They
had no waiting list 4 or 5 years ago.

In rural Marylandyou know, we think, of course, that Mary-
landI'm a Maryland resident, so I know that our biggest popula-
tion concentration is in Baltimore. But I do a lot of work in the
Eastern Shore counties. Those counties are in desperate straits in
terms of having a range of medical care readily accessible to fami-
lies who have marginal incomes.

'Where are certain kinds of services that probably shouldn't even
be funded along an insurance model, which is what we use in this
country for just about everything. We should simply have a mater-
nity program, a pediatric program. Insurance is something you use
when you want to protect yourself against high-medical risks. It's
not a particularly economically efficient or administratively effi-
cient way of trying to get very basic services out to the population.

Unfortunately, it is our predominant m )del and short of calling
for a complete change in how we finance health care, at least in
the short term, we could simply improve the system's responsive-
ness to families whose employers don't offer insurance. We could
pump more money into programs that, unfortunately, the adminis-
tration has chosen to shut down, programs like the National
Health Service Corps, which provides scholarship moneys for stu-
dents to go out into underserved areas.

Well, by 1991, we'll have two people placed under that program
because we've ended that program. We may have a glut '.)f physi-
cians in Baltimore, but we don't have a glut of physicians in many
other areas.
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Senator SARBANES. And let me just amend that. Even if you have
a glut of physicians in Baltimore, you'll have a glut of physicians
in the Baltimore metroplitan area.

Ms. RooENBAUM. Exactly.
Senator SARBANES. But you'll not necessarily have a glut of them

in certain geographical sectors of the Baltimore metropolitan area.
Ms. ROSENBAUM. Exactly. And so that's not in any way to dimin-

ish the importance of making sure that people have enough money
to achieve a decent standard of living. But, unfortunately, medical
care is now so expensive, that simply giving moneyand so compli-
catedthat you can't just give money to solve the problem. You
hE, ye to deal at some point with the systemic issues.

Oenator SARBANES. Let me ask another question that feeds right
into it.

It's all very frustrating, in this area in particular, I think, because
the benefit to cost ratio on these things is just enormous. For the
amount of money you put in, the benefits come back to you.

What programs would you fund? How would you spend it? And
bearing in mind Dr. Sabin's admonition earlier, what changes
would you make in the organization of the system, or the systemic
change in terms of how it was spent?

Suppose someone said, look, you're right. You're talking about
very serious problems. We're simply building tomorrow's problems.
There's a chance, obviously, we know enough that we can do some-
thing about it. Now we're going to look at this thing and we're
going to put some more money into it and we may make, along
with that, if necessary, structural institutional changes.

What three or four things would each of you recommend? If I
could just pose that question.

Dr. HEALD. The first thing, and the most important thing, is ma-
ternal and early child health care.

Second woull beI think we have all the information, much of
the informationwe never have allwe have much of the informa-
tion that we know how to lower the morbidity of pregnancy. And
what we really need to do is stop and rethink our health care orga-
nization for maternal and childhood care, and then supply the ap-
propriate leadership and wherewithal to carry out a national plan.

Dr. PAIGE. I would certainly agree with maternal entitlement. I
would, within the bounds of what is possible, have entitlement for
WIC, so that every pregnant woman could participate in the WIC
Program. I would extend my comments beyond the focus this morn-
ing and say, just moving chronologically, make sure that there was
day care available.

I want to emphasize the point that Dr. Sabin made with respect
to promotion of breastfeeding on a national basis. I don't think
we've paid attention to that. National free and reduced price lunch
programs should be transformed into an entitlement program
within the schools for all of our needy children. Food stamps avail-
able to all of our population. And a better educational program
within our schools to permit our young people to move forward and
to find employment and to fulfill their American dre

Senator SARBANES. Dr. Oski.
Dr. Osia. I would start out by offering and providing subsidized

health insurance for every single person that needed it. And there
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