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THE CONTINUING INFANT MORTALITY CRISIS
IN ILLINOIS

PART 2

MONDAY. OCTOBER 5, 1987

HOUSE OF REPRESENTATIVES,
SELECT COMMITTEE ON CHILDREN, YOUTH, AND FAMILIES,

Chicago, IL.
The Committee met, pursuant to notice, at 2:42 p.m., at Chil-

dren's Memorial Hospital, Chicago, IL. Hon. George Miller, Chair-
man, presiding.

Members present. Representatives Miller, Durbin, Coats, Hastert,
and Hayes.

Staff present. Ann Rosewater, staff director; Karabelle Pizzigati,
professional staff, Jill Kagan, professional staff; and Evelyn An-
deres, minority staff assistant.

Chairman MILLER. The Select Committee on Children, Youth,
and Families will come to order.

This is the continuation of the hearing that started earlier this
morning in Springfield on the continuing infant mortality crisis in
the State of Illinois.

Today is National Chilci Health Day and while the White House
is sending up balloons and saying proclamations, the Select Com-
mittee on Children, Youth, and Families is here to examine why
the mo3t preventable national tragedy, the annual death of 40,000
babies in the first 12 months of life, continues to occur. Thanks
to my colleague, Richard Durbin, we aave had the opportunity to
come to Illinois, and spend the day looking at this crisis in Illinois.
This morning we met in Springfield. This afternoon we are here in
Chicago to examine the persistently high rates of infant death in
this State.

Few indicators of a nation's health are more important than
infant mortality. But after years of reducing infant deaths and low
birthweight, a leading determinant of neonatal death and lifelong
disability in the 1980'e, our progress has come to a virtual halt.

In Illinois, there have been several exemplary State, city and pri-
vate initiatives to improve infant health. Yet, infant mortality and
low birthweight rates remain above the national average, and
higher than in any other northern industrialized state. For Black
infants in Illinois, and throughout the nation, the risks of infant
mortality and low birthweight are twice as high as for white infants.

Since 1979, the percentage of pregnant women nationwide receiv-
ing prenatal care in the critical first trimester, 76 percent, has seen
no marked improvement. A just released Government Accounting
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Office survey of pregnant women, both Medicaid recipients and un-
insured women, concluded that insufficient prenatal care was a
problem for women of all childbearing ages, of all races, and from
all sizes of communities. And GAO found that in Illinois and the
seven other states surveyed, nearly two-thirds of the womei. re-
ceived insufficient prenatal care last year. In Chicago, the rate was
even higher, 72 percent.

This morning in Springfield, we heard that lack of services, inad-
equate health insurance, low physician reimbursement rates and
high malpractice rates are the primary barriers to women receiv-
ing early and essential prenatal care.

In Chicago, however, even when services are available, we will
learn that far too many low income women are not getting them.
Lack of money to pay for services, lack of transportation, and child
care, even among working families, means that thousands of women
put off or do not get prenatal care. Others who may overcome these
obstacles often face long waits in overcrowded clinics where highly
stressed staff and language and cultural differences discourage
consistent participation.

This afternoon we will hear, in depth, about the obstacles that
Chicago women confront in their efforts to obtain prenatal care.
We will hear from health care providers, state and local health of-
ficials, advocates and mothers who have had difficulty obtaining
appropriate prenatal care. We will also hear concerns about the high
postneonatal mortality rate in Chicago.

Let me thank Children's Memorial Hospital for their hospitality
and for the opportunity to hed these hearings today. And I than
my colleagues, Dick Durt in and Dan Coats, from Illinois and from
Indiana for their contributions to these hearings and the help that
they have provided in the background work to set up today's hear-
ings. I also want to send our thanks to the offices of Congressmen
Rostenkowski and Sydney Yates for the support that they have
provided to this Select Committee in arranging for these hearings.

At this point, I would like to recognize Congressman Coats.
[Opening statement of Hon. George Miller follows:]

OPENING STATEMENT OF HON. GEORGE MILLER, A REPRESENTATIVE IN CONGRESS FROM
THE STATE OF CALIFORNIA, AND CHAIRMAN, SELECT' COWL/MEE ON CHILDREN,
YOUTH, AND FAMILIES

Today is national Child Health Day. And while the White House is sending up
balloons and ti.gning proclamations, the Select Committee on Children, Youth and
Families is here to examine why a most preventable national tregedythe annual
death of 40,000 babies in their first 12 months of lifecontinues to occur Thanks to
my colleague Congressman Richard Durbin, we have had the opportunity to come to
Illinois. This morning we met in Springfield, and this afternoon we are here in Chi-
cago, to examine the persistently high rates of infant death in this state.

Few indicators of a nation's health are more important thar infant mortality. But
after years of reducing infant deathsand low birthweight, a leading determinant
of neonatal death and lifelong disabilityin the 1980's, our progress has come to avirtual halt.

In Illinois, there have been several exemplary State, city and private initiatives to
improve infant health. Yet, infant mortality and low birthweight rates remain
above the national average, and higher than in any other northern industnalized
state. For black infants in Illinois, and throughout the nation, the risks of infant
mortality and low birthweight are twice as high.

It is deeply troubling that, over the past decade, on every measureinfant deaths,
low birthweight, inadequate prenatal care, and births to teenagersChicago has
surpassed the already high State rates. In 1985, the infant mortality rate for all Chi-
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cago babies was 16 per 1000 live births; for black Chicago babies, the rate was 22 per
1000, twice the rate for white babies

What I find most disturbing is that a great many of these infant deathsand, in
fact, a great many problems in early childhoodcould be prevented through early
and continuing prenatal care. Yet an alarming number of women, especially those
who are uninsured, low-income, or teenagers, fail to receive such care.

Since 1979, the percentage of pregnant women nationwide receivirg prenatal care
in the critical first trEmester-76%has seen no marked improvement A just-re-
leased Government Accounting Office survey of pregnant womenboth Medicaid re-
cipients and uninsured womenconcluded that "insufficient prenatal care was a
problem for women of all childbearing ages, of all races, and from all sizes of com-
munities."

And GAO found that, in Illinois and the 7 other states surveyed, nearly 7/3 of the
women received insufficient prenatal care last year. In Chicago, the rate was even
higher, 72%

This morning, in Springfield, we heard that lack of services, inadequate wealth
insurance, low physician reisnbursement rates and high malpractice rates are the
primary barriers to women receiving early and essential prenatal care.

In Chicago, however, even when services are available, we will learn that far too
many low-income women are not getting them. Lack of money to pay for services,
transportation, and child careeven among working familiesmeans that thou-
sands of women put off or do not get pren-ital care. Others who may overcome these
obstacles often face long waits in overcrowded clinics where highly stressed staff
and language and cultural differences discourage consistent participation.

Stopping these tragedies makes fiscal as well as human sense. From my perspec-
tive, the chance to spend $400 for comprehensive prenatal care over the 9 month
course of pregnancy for a healthy baby instead of $20,000 for 20 days of neonatal
intensive care for an underweight baby is an opportunity not to be missed. The evi-
dence is clear we can return $3 to the Federal treasury for every one we invest in
nutrition supplements for high risk pr2gnant women, and more than $3 for every
one we invest in prenatal care.

This afternoon, we will hear in depth about the obstacles which Chicago women
confront in their efforts to obtain prenatal care. We will hear from health care pro-
viders, state and local health elde's, advocates and mothers who have had difficul-
ty obtaining appropriate prenatal care. We will also hear today concerns about the
high postneonatal mortality rate in Chicago.

It is my hope that their testimony will help us determine how the federal, state
ants local governments, working together with the private sector, can overcome the
barriers to care and ensure a healthy state for all children

Let me thank Children's Memorial hospital for their hospitality and for the op-
portunity to hold our hearing here. I appreciate the excellent cooperation we have
received from both the Governor and the Mayor in our planning of these hearings.

THE CONTINUING INFANT MORTALITY CRISIS IN ILLINOIS A FACT SHEET

INFANT MORTALITY RATE CRITICALLY HIGH, ILLINOIS AMONG NATION'S HIGHEST

The U.S ranked last (tied with Belgium. the German Democratic Republic and
the German Federalist Republic) among 20 ind'istrialized nations in its infant mor-
tality rate (IMR) in 1980-85 (Children s Defense Fund [CDF], 1987)

In 1985, there were 40,030 deaths of infants under 1 year nationwide, an IMR of
10.6. For white infants, the rate was 9.3 essentially the same as in 1984; for black
Infants, the rate was 18 2. compared with 18 4 in 1984 (National Center for Health
Statistics [NCHS], 8/871.

Neonatal mortality rates (NMR) 2 for all infants were essentially the same in 1984
and 1985 (7 01; postneonatal mortality rates (PNMR) 3 :.-)r white Infants were about
the same in 1985 (3.2) as in 1984 (3 31, continuing a 3-year pattern. For black infants,
the PNMR declined between 1984 (6 5) and 1985 (6.1), continuing the decline ob-
served from 1983 (6 8) to 1984 The downward trends in the NMR and PNMR have
slowed recently for infants of both races. (NCHS.14/87)

With the exception of Illinois, the 10 States with the highest overall IMR's in 1984
were southern (DC. SC, MS. AL. GA, NC, VA, LA, and TN). (CDF, 1987)

' Infant Mortality rate (IMR) deaths to infants and year,Lorin live births
2 Neonatal mortalit$ rate (NM)= deaths to infants 'er days/1010 live births
2 Postneonatal morto:av rate (PNMR)- deaths to infants 2t days-11 months/1.000 live births



4

In 1986, Illinois had an IMR of 12.0, up from 11.6 the previous year. In 1984, the
IMR for blacks (20.4) in Illinois was more than twice as high as that for whites (9.4)
(Illinois Department of Public Health [IDP1-11, 1987)

LOW BIRTHWEIGHT RATE PLATEAUS; REMAINS STRONG PREDICTOR OF INFANT MORTALITY

Low birthweight (LBW) * infants in the U.S. are nearly 40 times more likely todie in the 1st month of life and are 3 times more likely to have neurodevelopmental
handicaps and congenital anon alias than normal infants. (Institute of Medicine[IOW, 1985)

In 1985, 67% of infant deaths d ring the 1st month and 50% of deaths in the 1st
year of life were attributable to L3W. (Government Accounting Office [GAO], 9/87)In 1985, 6.8% of all live births (about 254,000 babies, were LBW, the mime rate asin 1980. In Illinois, the proportion of LBW infants rose from 7.2% in 1982 to 7.5% in1986. (GAO, 9/87; IDKI, 1987)

The proportions of very LBW s infants were higher in 1984 than in 1978 for both
white and black infants. (NCHS, 12/86)

Of the babies born to Medicaid recipients and uninsured women recently surveyed
by GAO, 12.4% were LBW. (GAO, 9/87)

Babies born to women who receive no prenatal care are 3 times more likely to be
of LBW than those born to mothers who receive early care. (GAO, 9/87)

INFANT MORTALITY, LOW BIRTHWEIGHT MORE LIKELY AMONG BAdIES OF TEENAGE
MOTHERS

Infants born to teenage mothers are 60% more likely to die in the neonatal period
and about twice as likely to die in the postneonatal period as those born to mothers
over age 40. These infants are 2-3 times as likely to be LBW as infants born tomothers in their 20's or 30's. (Congressional Research Service, 1/86)In 1984, 13% of all births were to teenagers. 13.6% of mothers under 15, 10.3% ofmothers ages 15-17 and 8 8% of mothers ages 18-10 had LBW infants. (NCHS, 7/86;
Select Committee on Children, Youth, and Flint& , [CYFJ, 3/87)

In 1985, 12.5% of births in Illinois were to tee nage mothers, 10.7% of whom had
late prenatal care and 10.3% of whom had LBW infants. (IDPH, IL County AreaRates end Ilankings, 1985)

While the average annual IMR among all Illinois women between 1982-84 was
10.0, it was 21.5 among 15-17 year olds and 17.4 among 18-19 year olds. (CYF, 12/
&5)

SMOKING AND ALCOHOL ABUSE PLACE INFANTS AT RISK OF DEATH, LOW BIRTHWEIGHT

In the U.S., maternal smoking results in roughly 50,000 fetal deaths and 4,000
infant deaths each year; about 36,C00 (15%) LBW babies born in 1983 were under-
weight because their mothers smoked during pregnancy. (CYF, 5/86)Between 3,700 and 7,400 babies were born with fetal alcohol syndrome (FAS) in
1982; 80% of children with FAS have pre- and postnatal growth retardation requir-
ing neonatal intensive care. (CYF, 5/86)

PRENATAL CARE REMAINS UNAVAILABLE TO MANY

From 1979-1985, the proportion of mothers who did not begin prenatal care in thecritical first trimester of pregnancy remained stagnant at 24%. 21% of white moth-
ers and 38% of black mothers in 1985 did not receive early prenatal care. (NCHS, 7/87)

In Illinois, while there was a slight improvement in the proportion of women re-ceiving prenatal care in the first trimester from 77% in 1982 to 78% in 1986, the
percentage of women with very late or no care increased (4 3% in 1982 comparedw.th 4 7% in 1986) (IDPH, 1987)

Approximately 11,400 low income women who receive late or ao prenatal care de-
liver babies in Illinois each year (Voices for Illinois Children, 8/87)

Nearly 63% of Medicaid recipients and uninsured women (69% of low-incometeens) and 29% of women with private health insurance surveyed by GAO, received
insufficient prenatal care. 16% of Medicaid recipients and 24% of uninsured women
surveyed (but only 2% of privately insured women) an prenatal care during thelast 3 months of pregnancy or made 4 or fewer visits (CAO, 9/87)

Lou barthweight ILBWI= 51/2 lbe t2,500 gram& or less at birth' Verb low birthweight under 3 lbs. 3 oz 0,500 grams, at birth

9
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In 1984, 17% of women of reproductive age lacked insurance to pay for prenatal
care and another 9% had only Medicaid coverage. (GAO, 9/87)

In 1986, the average Medicaid reimbursement rate for total maternity care was
about $473 nationwide and $446 in Illinois, while the median physician charge for
such care was more than twice as high ($1,000). (GAO, 9/87)

A 1985 survey indicated that obstetricians/gynecologists (ob/gyn's) paid an aver-
age of $20 R18 for insurance coverage in 1984. The mean cost of coverage in the Mid
North region, which includes Illinois, was $23,025, or 11.1% of mean gross income.
For those reporting increases, premiums had risen an average of $9,871 since 1983,
and an average of $13,361 in the Mid North region. (American College of Obstetri-
cians and Gynecologists [ACOGJ, 11/85)

As of 1985, 11.3% of ob/gyn's nationwide had given up obstetrics due to liability
pressures. 23.1% had decreased the level of high risk obstetrical care and 13.7% had
decreased the number of deliveries they performed. (ACOG, 11/85)

In 1984, an estimated 40% of high-risk pregnant women and chili:ren eligible for
the Supplemental Food Program for Women, Inflicts and Children (WIC) were
served; less than half (48%) of eligible Illinois women and chilc1ren were served.
(U.S. Department of Agriculture ',USDA], 1987; CDF, 1987)

PRENATAL CARE, PROPER NUTRITION PROMOTE INFANT HEALTH, SAVE PUBLIC DOLLARS

A woman who has 13-14 prenatal visits has only a 2% chance of having a LBW
baby. Without ai-ay prenatal care, the risk is over 9% (GAO, 9/87)

WIC participation leads to longer pregnancies, leading to fewer premature births,
and fewer fetal and neonatal deaths. For every $1 invested in WIC's prenatal com-
ponent, as much as $3 are bayed in short-term hospitalization costs. (USDA, 1/86;
CYF, 8/85)

Every $1 spent on prenatal care for high-nsk women could save $3 38 in the cost
of neonatal intensive care, on which more than $2.4 billion ip spent annually (IOM,
1985; GAO, 9/87)

Mr. Co Pers. Thank you, Mr. Chairman. I do not have a formal
opening statement. This is probably though, one of the most criti-
cal issues that the Children, Youth, and Families Committee has to
deal with. And it is an area where, I think, by correct and timely
intervention we can make a difference, and make a substantial dif-
ference. I look forward to hearing what the witnesses have to say,
and I want to thank Congressman Durbin for his efforts in putting
the Springfield hearing together. I also want to thank Congress-
man Hastert, who has been a valuable member of our Committee,
translating his experience in the. Illinois legislature to the efforts
that he has made on beha.f of the C' dldren, Youth, and Families
Committee in Washington. We thank him now for his efforts and
participation in helping and urging us to come to Chicago for the
hearing. So we le.ok forward to the hearing and thank Children's
Hospital for the chance to be here.

Chairman MILLER. Thank you. Congressman Durbin?
Mr. DURBIN. I want to thank Chairman Miller for bringing these

hearings to Illinois. And unfortunately, it is a very important place
to hold these hearinga. I say unfortunately, because in the United
States today, we rank dead last in the World among the industrial-
ized countries in infant mortality.

As you look at the states across the nation you will find that the
State of Illinois has the worst infant mortality rate of any northern
state in the United States of America. And, I regret to add, that
the City of Chicago has one of the worst infant mortality rates in
our Country. So we have come to the source to explore the problem
and try to work out solutions.

I might add that the testimony we received in Springfield sug-
gests that these solutions will call on noi, only the federal govern-

I0
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ment, but state and local government and the private sector aswell if we are going to overcome this problem.
Infant mortality is a timely issue for anyone with a sense of com-

passion. This morning we walked through the neonatal care center
in Springfield, Illinois. To find these tiny infants, no bigger than
your hand, who are being kept alive by heroic efforts, but ladiesand gentlemen, let me tell you, 60 percent of the infants in that
neonatal care center were the children of Welfare mothers and
mothers without insurance. Sixty percent. While only 8 percent of
the population might fall into those categories. So we clearly seethe need and the focus group we have to cone' trate on to turnthis exound.

But it is also an issue for fiscal conservatives. Children are being
crippled and diseased because of our neglect. Our neglect is causing
human tragedy, and it it costing taxpayers of the United States
and the State of Illinois millions of dollars, because of our neglect.
We reimburse doctors about $450 for prenatal care and delivery of
a child of a Medicaid mother. And yet, if we do not provide good
care and access to care and as a result that child ends up in a
neonatal care center, the cost to the taxpayer is at least $1,000 aday, for an average of about three weeks. And then that child,
scarred by the experience, may have anything from blindness to
mental retardation to grapple with the rest of its natural life.

I think this hearing addresses a really critical issue that really
tests us and tests our government's ability to provide critical serv-ices. I thank Chairman Miller for bringing the Select Committee to
Illinois. I would also him to commend my fellow colleague, Charlie
Hayes, who has arrived.

OPENING STATEMENT OF HON RICHARD J. DURBIN, A REPRESENTATIVE IN CONGRESS
FROM THE STATE OF ILLINOIS

First of all, I would like to take this opportunity to thank Chairman Miller andthe Select Committee on Children, Youth and Families for holding his important
field hearing. I would also like to thank the dedicated staff here at Children's Me-morial Hospital for all their assistance in helping prepare for the hearing.It is our aim today to explore some of the many factors that have contributed to
the infant mortality crisis and barriers to prenatal care. I look forward to hearing
testimony from our distinguished witnesses and thank all of you for joining us.

The U.S. infant mortality rate is a national crisis that extends far beyond local
and state boundaries. Progress in reducing infant mortality in this country hascome to a virtual standstill. America's infant mortality ranking among 20 industri-alized nations has declined dramatically from 6th to a tie for last place. As our med-
ical technology advances, our success rate in keeping babies alive is deteriorating at
a shameful pace. Illinois is in the unfortunate position as one of the ten states withthe highest infant mortality rate in the country. Illinois' low birthweight rate alsoabove the national average

The National Academy of Sciences has estimated that low-birthweight infantsare40 times more likely to die in the first year than other infants, and face a much
greater risk of developing serious health problems and disabilitiea the key to insur-ing the birth of a healthy baby is pren 'al care. Pregnant women who receive noprenatal care are three times more likely to deliver a low birthweight baby than
women who see a doctor early and regularly during their pregnancy. With good pre-natal care, low birthweight births could be reduced by up to 15 percent, and an evenhigher percentage of birth defects could be prevented

Earlier this morning. we visited the neonatal intensive care unit at St John'sHospital in Springfield While amazing advances in technology have allowed us tokeep these tiny infants alive, they may be faced with long-term disabilities and mayrequire special educational and social services throughout their lifetime. Caring for

it
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each child in a neonatal I.C.0 costs an average of $1,000 e day. More than $2 5 bil-
lion is spent annually on neonatal intensive care services in the United States

These are shocking figures in light of the estimates that every dollar spent on pre-
natal care can save three dollars in the cost of caring for a low birthweight infant.
Yet frequently in this country, we are finding that women are not getting the pre-
natal care essential for delivery of a healthy infant.

This national crisis clearly requires that our communities and our local, state and
federal governments work together in order to turn the trend around We owe our
children a chance to begin a healthy, happy life.

Chairman MILLER. Thank you, Mr. Hastert.
Mr. HASTERT. Thank you, Mr. Chairman. It is a pleasure to be

here today on this very serious issue. I look through this audience,
and see people who I have worked with in the General Assembly
through past years, and working on this very same problem. In this
State, and in this City, there is a great population at risk a popula-
tion who needs to be served better by the federal government and
by the State government, and by the various local governments.
We also have with us people who will testify from outside the City
today, and from Kane County, which is in my District, they, too,
have some serious problems. The second largest mortality rate in
the State of Illinois, next to Cook County. So if we work together
the State and local and private sectors, to try and find solutions to
this problem, and basically that is why we are here. We are trying
to find solutions. We are trying to work together, all levels of gov-
ernment are trying to find solutions to make this, again, the popu-
lation at risk, infants, people who are working for people who are
on Welfare and Medicaid, for them to work together so that they
have an equal chance in this State and this Nation. And we have
some very important people to testify before us today. So without
any further ado, Mr. Chairman, I look forward to hearing them
speak.

Chairman MILLER. Thank you very much. Congressman Hayes?
Mr. HAYES. Thank you, Mr. Chairman, I certainly agree with my

colleagues who just spoke. You have got some important people to
testify before this Committee, and I just want to commend you for
bringing this hearing into Chicago, dealing with what I consider to
be a real important issue, the mortality rate crisis that exists in
Chicago among our children. And I just wanted to drop by and
with my presence acknowledge my congratulations to you for
taking the time out. I know you have got busy schedules to come
into our City here, and welcome you here.

Many of these kids that you talk about who are suffering from
mortality are residents of my District, and I want to say to you
thank you for coming, and I know you will get some good testimo-
ny from the witnesses supporting the need for you being here, and
the need for federal action in this whole area.

And I thank you and my colleagues for you being here in Chica-
go, the greatest city in the Country.

Chairman MILLER. Well, we are not here to debate that, Con-
gressman.
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The members of the first panel this afternoon will be Emma Scott,
who is a parent from Chicago; Dr. Lonnie Edwards, who is the
Commissioner of the Chicago Department of Health in the City of
Chicago; Edward Duffy, who is the Director of the Illinois Depart-
ment of Public Aid; Jerome Stermer, who is the President of Voices
for Illinois Children, and Jennifer Artis, who is the President of
Healthy Mothers and Healily Babies Coalition from Chicago. If they
would come forward, please, and come up to the witness table. Your
written statement will be placed in the record in its entirety, and the
extent to which you can summarize, or just hit the high points of
your testimony that you want the Committee to be aware of, will be
app. -I. We are under some time constraints, but we want tomakt ..- that you each have a full opportunity to testify and to
provide some time for the members of the Committee to ask youquestions.

Ms. Scott, we will start with you first. If you can pull the micro-
phone a little bit closer to you. And thank you very much for being
with us this afternoon.

STATEMENT OF EMMA SCOTT, A PARENT FROM CHICAGO, IL
Ms. Scow. Thank you. My name is Emma Scott. I am age 32, I

have four children, and I am married.
I had my last child at the County Hospital. Because I had no

money, no green card, and I had no medical insurance, other hospi-
tals would not accept me. I know, because I tried, so I went to my
neighborhood Board of Health. They told me that I was a high risk
patient and I needed to go to the Cook County high risk clinic. So I
made an appointment. The appointment took me one month. It
took me one hour to get there and two trz--:ns, and when I first got
to the clinic, I thought every pregnant woman in Chicago was in
that room.

In the clinic, I would wait in line with about 20 to 30 other
women just to turn in my urine. That was not to see the doctor.
Then I would be there at 9:00, I would not leave until 4:00. The
thing I really hated about my prenatal care at Cook County was
that I had a different doctor every time I went. It made me feel
like I had no privacy. One day I asked the social worker for car-
fare. She gave me carfare home and told me that carfare was for
extreme emergencies. I am the mother of four children, and I need
carfare, when I am going someplace like that every day of the
week I was going there.

During my stay at the hospital, which lasted abour 14 days, I
shared a ward with 25 other women, and my bed was like 50 steps
to the bathroom both ways. The bathroom had one shower, no tub,
and three commodes. Imagine having to use the bathroom during
visiting hours, when there are all these men, and you ai ? sick and
about to have a baby, and have to walk down the aisle past these
people.

But all in all, ladies and gentleman, my baby is a girl. She is the
only baby girl in my family. She weighed 3 pounds, 15 ounces at
the time, and I am very grateful to the doctors for their care.

And I thank you for your time and your attention.
[Prep TA statement of Emma Scott follows:]

1.3
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PREPARED STATEMENT OF EMMA SCOT'', CHICAGO, IL

Ladies and Gentlemen:

My name is Emma Scott. I am age 32, I have four children,

and I'm married.

I had my last child at Chicago Cook County Hospital.

Because I had no money, no Green Care, and no medical

insurance, other hospitals would not accept me. I know

because T tried, so I went to my neighborhood Joard of

Health. They told me therc that I was a high-risk patient

and needed to go to the high-risk clinic at Coo' County,

since no other hospital would accept me. My first

appointment took a one month wait. It takes me one hour to

get there and two trains and when I first got to the

clinic, I thought every pregnant woman in Chicago was in

that room, for a moment.

But in the clinic I would wait in line with about 20 to

30 other women just to pass in my urine. One thing that I

really didn't like about my pre-natal care was that I had a

different doctor each visit, and it made me feel like I had

no privacy. I was very displeased with my pre-natal care.

My appointments would be at 9:00 a.m. and most time I

still he there at 4:00 p.m. One day I asked the social

worker about carfare. She gave me fare one way and told me

that carfare was for extreme emergency. I never asked

again but I needed carfare.
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During my stay at the hospital which lasted about la

days, I shared a ward with about 25 other women and my bed

was like 50 steps to the ladies rooms both ways. The

)athroom only had one shower, no tub, and three commodes.

Imagine having to use the bathroom during visitor hour.

I'm really glad that I was able to have my other babies

someplace nice. But, in all, ladies and gentlemen, my P-31,

is the only girl in my family. She weighed 3 lbs., 15 oz.

I am grateful for the doctor's care.

Thank you for your time and attention.

c
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Chairmar MILLER. Thank you, Mr. Edwards?

STATEMENT OF ANNIE C. EDWARDS, M.D., COMMISSIONER,
CHICAGt JEPARTMENT OF HEALTH, CHICAGO, IL

Dr. EDWARAS. Thzc-114 you. Good afternoon, distinguished mem-
bers of Congress, partic'pants, and interested observers.

I am pleased to rave this opportinity to paint you a picture of
the infant mortality problem ;n Chicago, and a more comprehen-
sive written testimony you have before you. I intend to just present
some of the most salient points at this time.

During the first term of Mayor Harry Washington, significant
progress has been made in reducing infant mortalityin reducing
the infant mortality rate here in Chicago. The trend from 1982 to
1986 indicated over an 11 percent decline in infant mortality, from
18.6 to 16.5, irfant deaths per 1,000 live births. Of these statistics,
the Chicago Black infant mortality had declined 10.5 percent since
1982.

As part of our attempts, in spite of declining resources, a mayor-
al committee on irfant mortality was established. The number of
public health nurses increased, as well as an increase in city dol-
lars invested in attacking the problem.

But despite our progress, we are far from pleased at the rate re-
maining too high. We are also aware that other cities across the
Country have experienced what appears to be a plateauing in
infant mortality, and have actually seen that infant mortality rise
after years of steady decline, and several have infant mortality
rates ,,hat now exceed the Chicago rate.

Progress in reducing Chicago s infant mortality rate have been
made in the reduction of the neo-mortality rate. In the last ten
years, the neo-mortality rate has decreased over 40 percent, while
the post-neonatal rate declined less than one quarter. In the last
five years, Chicago's post-neonatal rate has remained startling
high, reflecting the seriousness of the problem we face today.

Despite the fact that Chicago's Black infant mortality rate has
declined 10.5 percent since 1982, there is great disparity between
Black and White rates of infant mortality. Chicago Black infants
die at twice the rate of Chicago's White infants, almost 22 of every
1,000 rates dying in 1985.

The difference is greater in the post-neonatal period, where
almost three times as many Black babies die in Chicago as White
babies the same age.

Teen pregnancy and parenthood, another factor. is often the be-
ginning of the perpetuating cycle of poverty and dependence which
can affect infant mortality for generations and generations to
come.

The delivery of health care and social services, socioeconomic
conditions, and the lifestyles of our citizens all contribute to Chica-
go's infant mortality rate. Most critical is poor financial, geograph-
ic psycho-social and cultural access to quality health care. Particu-
larly prenatal care.

Nearly 23 percent of Chicago's women received inadequate pre-
natal care in 1984 due to lack of money. Public assistance grants
are simply inadequate to cover all women who are in need of fhian-

G
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cial assistance, and Medicaid eligibilty is extremely restrictive cov-
ering only the most impoverished Chicagoans.

Expansion is unlikely. In addition, up to 20 percent of Chica-
goans are completely without health insurance coverage of any
kind. The excellent statewide prenatal system has been compro-
mised because of the lack of adequate financial reimbursement for
mothers and infants served through any of the available insurance
coverage.

The increase in the number of uninsured pregnant women
recent changes in reimbursement for hospital care, and the access
of a system to subsidize the cost of our health care has substantive-
ly barred many high risk women from a central perinatal network
services.

These are the problems that we face. And while Chicago has
been fighting infant mortality for a decade, local efforts have been
intensified. The past four years was significantly increasing city
funding and at the core of this effort is Chicago's Department of
Health network of neighborhood health centers. Maternal and
child clinics and mental health clinics, whose efforts in serving
Chicago's poorest mothers and infants are coordinated under the
Department's comprehensive maternal and child health programs.

This intensification has included a near doubling of public health
nursing, despite the nationwide nurse shortage, and limited re-
sources. Other strategies are also being pursued to increase the
number of nurses.

Chicago has also initiated the infant mortality reduc on initia-
tive, a comprehensive infant mortality program to address the
problems we face, given the resources we have available. ,

Mayor Harry Washington has appointed an advisory committee
on infant mortality to assist in marshalling resources city-wide,
and in recommending roles that both public and private organiza-
tions should play in this effort.

The advisory committee and the Chicago Department of Health
recently developed a strategic plan for infant mortality reduction.
For the extent of reduction for the city's effort, the plan also is in-
tended to address the complexity of the infant mortality problem,
which has been caused by misunderstandings of the parton the
part of the general public, and by the attempt by some for overly-
simplistic solutions.

The complexity of the infant mortality lies in the integral rela-
tionship of the problem to the health and lifestyles of individuals
intertwined with socio-economic environments of a community.

For example, the influence of drugs, the influence of alcohol is
seldom considered significant. Yet, the effects on maternal health
and child health can be profound. Likewise, the withdrawal of
funding from the social service systems of a community reaches
down to the individual mother, and that infant.

Thus, the problem must be considered from a comprehensive per-
spective, that of the synergy at work.

A special committee on socio-economic issues has been estab-
lished, to focus the attention on the full mayorial advisory commit-
tee on this aspect of the problem.

The cornerstone of the infant mortality reduction initiative is the
community network of local agencies and organizations who can

7
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provide a full range of services to their area residents, including
Outreach activities, case management, tracking, and follow-up.
Also, assistance in securing needed social services, housing assist-
ance, mental health and substance abuse counseling, and also child
care.

You will hear more about this from others who will testify here
today.

A second program designed to increase access to high quality in-
patient obstetric care for the medically indigent, is the Partnership
in Health with Hospitals program. Partnership in Health is a coop-
erative arrangement between selective Chicago-area hospitals and
the Chicago Department of Health, which links the obstetric pa-
tient at Chicago Department of Health clinics with a specific, qual-
ity hospital, providing a prearranged minimum amount to the hos-
pital as payment for the delivery and after delivery, the patient is
referred back to the clinic for post-neonatal care. The rate includes
two prenatal visits and two postnatal visits.

This program will help reduce the infant mortality rate by mini-
mizing the number of mothers who receive no prenatal care, reduc-
ing the women using hospital emergency rooms for delivery, and
by providing continuity throughout the pregnancy and the infancy
period.

A Partnership has also been established with religious leaders
across the city to enlist their support in raising the awareness of
the community concerning infant mortality and the services that
are available to the members of their congregation. Several obsta-
cles exist to successful implementation and further progress in
infant mortality reduction.

Insufficient resources hamper all efforts, and while all levels of
government must examine their priorities, and resource allocation
decisions, more federal and state money is needed to fund medical
care for the poor, to continue and expand the WIC program, and to
expand the program funded under the MCH Block Grant.

Greater coordination of the various enabling programs must
begin at the federal level and expand to all levels of government.
Cutbacks in federal government programs, such as the community
development block grant, and general revenue sharing, have fur-
ther contracted the dollar availability to the city for public health
programs.

And finally, the overall lack of understanding of the socioeco-
nomic nature of infant mortality must be corrected. Reduction of
infant mortality is not a national priority, and must become one,
on par with other grave national problems.

Thank you, gentlemen.
[Prepared statement of Lonnie Edwards, M.D., follows:]

1. 8
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PREPARED STATEMENT OF LONNIE C EDWARDS, M D, COMMISSIONER, DEPARTMENT OF
HEALTH, CHICAGO, IL

For decades, Chicago has had one of the highest
infant mortality rates of the nation's large cities.
During the first term of Mayor Washington, significant
progress has been made. From 1982 to 1986, Chicago
experienced an 11% decline in infant mortality, from
18.6 to 16.5 infant deaths per 1,000 live births. As
p.rt of these statistics, the Chicago Black infant
mortality rate has declined 10.5% since 1982. As part
of our attempts, in spite of declining resources, a
Mayoral committee on infant mortality was established,
the number of public health nurses increased, along with
an increase in City dollars invested to attack this
problem.

Infant mortality remains one of the most serious
public health problems facing Chicago today and despite
our progress, the current rate is unacceptably high. We
are also aware that large cities across the country have
experienced what appears to be a plateauing in infant
mortality. Some cities have actually seen their infant
mortality rates rise after years of steady decline;
several now have infant mortality rates that exceed
Chicago's rate. Even at the current level, Chicago's
infant mortality rate is below that of several other
Illinois cities whose population characteristics would
not suggest such high rates of infant mortality.
Clearly this is a problem of national proportions.

Infant mortality has two components: neonatal
mortality, or deaths to infants under 28 days, and
postneonatal mortality, or deaths from 28 days to one
year. Neonatal mortality is more reflective of the
mother's health and the medical care she receives while
she is pregnant; postneonatal mortality is more
reflective of environmental conditions as well as
parentin: skills and the medical cars the child
receives.

Much of the p- ogress in reducing Chicago's infant
mortality rate has been made in the reduction of
neonatal mortality. In the last ten years, the neonatal
mortality rate has decreased almost 40%, while the
postneonatal rate declined less than one-quarter. In
the last five years, Chicago's postneonatal rate has
remained virtually unchanged, reflecting the seriousness
of the problem we face today.
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Despite the fact that Chicago Black infant mortality has
declined 10.5% since 1982, there is great disparity between Black
and White infant mortality rates. Chicago Black infants die at
twice the rate of Chicago White infants, almost 22 of every 1,000
black babies dying in 1985. The difference is greatest in the
postneonatal period when almost three times as many Black babies
die in Chicago as White babies the same age.

A major contributor to infant mortality is low birthweight.
In contrast to declines nationally, Chicago's rate of low
birthweight has remained around 103 for the last 20 years. Black
infants are two times more likely to be born low birthweight as
White babies born in Chicago.

Teenage pregnancy is another factor to consider in the
infant mortality problem. Biologically, teens face a slightly
greater risk for infant mortality: in 1985, Chicago teens
accounted for 20% of all births but almost one-quarter of all
infant deaths. However, the major risk of teen pregnancy goes
beyond today's infant mortality rat.. Teen parenthood is often
the beginning of a perpetuating cycle of poverty and dependency
which can affect infant mortality for generations to come.

Contributing Factors

Several factors involving the delivery of health care and
social services, socioeconomic conditions, asS the lifestyle of
our citizens influence Chicago's infant mortality rate.

Poor access to quality health care services is one of the
major contributing factors to infant mortality. Access has three
components: financial, geographic, and psychosocial or cultural.

Of primary importance is access to prenatal care. To be
comprehensive, prenatal care should include related services such
as nutrition, mental health and substance abuse counseling and
health education. Just as critical is access to care throughout
a woman's reproductive cycle, Including services needed prior to
conception such as primary care, family planning, nutrition,
mental health and substance abuse counseling, and care after the
child is born for the continued health of both the mother and the
infant.

Nearly 233 of Chicago women received inadequate prenatal
care in 1984. The primary barrier to accessing prenatal care is
lack of money. Public assistance grants are simply inadequate to
cover all women who are in need of financial assistance.
Medicaid eligibility is extremely restrictive, covering only the
most impoverished Chicagoans.

Illinois has historically been reluctant to expend Medicaid
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coverage to women who fall below 'he poverty level but above the
income requirements for public assistance. Legislation now
awaiting the Governor's signature may begin to address this
issue. This legislation, if signed, will expand benefits to
cover prenatal and early infant care t, women whose incomes are
below the federal poverty level but above Illinois' AFDC
eligibility levels. The governor's action is uncertain given the
state's current fiscal situation.

In addition, up to 20% of Chicagoans are completely without
health insurance coverage of any kind. Many of these persons are
employed in low-paying part-time jobs and cannot afford out-
of-pocket health care health expenses.

Other problems are significant barriers to accessing
prenatal care.

Lack of personal transportation and long travel times to
health care sites cause many women to delay care until ready
to deliver, often using hospital emergency rooms for labor
and delivery.

Cultural barriers and health care providers who do not speak
the language of their patients are major detriments to
consistent care.

Psychological and educational barriers keep women from
recognizing the importance of early and comprehensive
prenatal care.

Lack of adequate funding for health care providers.
particularly for those in the public sector who are the
primary providers of cart for the poor, has led to
overburdening of staff and long delays for appointments as
well as lengthy waiting times in clinics and offices.

Inadequate numbers of public health nurses, proven to be one
of the most important interventions in reducing pootneonatal
mortality, has hampered outreach activities. More public
health nurses are needed to identity the pregnant women in
need of services, act as case managers, and provide needed
services is their homes.

The maldistribution of health care resources has left many
areas of the city without adequate numbers of physicians.
Most of Chicago's Meet Side and large portions of the South
Side have been designated as Wealth Manpower Shortage Areas,
and these are the areas with the highest infant mortality
rates.

Access to prenatal care alone is not enough - the cal.
provided must be quality care. Beyond the care provided by

21
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the perinatal system, Chicago Department of Health
facilities and other institutional providers, the quality of
the prenatal care provided to women in Chicago is unknown.
Financial pressures and competition throughout the City has
forced many providers to cut corners to stay afloat,
therefore many women may not be receiving the intensity of
care needed to deliver healthy babies in a high risk
setting.

Socioeconomic factors contribute to Chicago's infant
mortality problem, since a high infant mortality rate is a
symptom of the overall socioeconomic dynamics of a community.
Poverty is the strongest correlate of infant mortality.

Today's technology can save acme medically high risk infants
than ever before in history, but these infants are being
discharged to impoverished families who don't have financial
resources or necessary support. The p Iv, high rate of
postneonatal mortality, especially *song Chicago's
disproportionately poor, Slack community, is reflective of the
lack of progress being made to improve the character the
environment these infants are being sent to live in.

Inadequate public assistance levels, unrelenting
unemployment and low-paying jobs plague our City. The percentage
of Chicagoans living telow the poverty level increased over 1%
between 1970 an 1980 compared to a national decrease of almost
19. And, in those Chicago communities with the highest infant
mortality rates have an average of 39% of persons living below
poverty compared to 20% citywide and a national average of 129.

Other factors, all highly associated with poverty and
interrelated, are major risk factors for infant mortality. These
factors especially affect infants in the postneonatal period:

Unsafe housing conditions, exacerbated by overcrowding, have
a direct impact on the health of a child. Chicago does not
have a sufficient number of affordable housing units for
low-income residents.

High drop-out rates and poor quality education create
parents who are poorly equipped to support and care for
infants.

High unemployment and insufficient job training hampers
adults from finding employment that will lead to life-long
self-sufficiency.

The stresses of unrelenting poverty represent a third set of
factors contributing to our infant mortality problem. Low income
women are less likely to adopt healthy lifestyle changes during
their pregnancies, and poor nutrition, alcohol and drug abuse

2 2
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significantly increase risks for infant mortality.

Almost half of all the babies born in Chicago last year were
to unmarried women, the majority of whoa live in poverty. The
stresses of being sole caregiver and financial support for their
families increases the potential that unborn children will be
unwanted, and that newborn children will be abused and neglected.

Recent Perinatal System Problems

The regionalization of health cars delivery to high risk and
at risk pregnant women throughout pregnancy, at delivery, and
after delivery, and care to their infants has provided the most
dramatic reduction in infant mortality over the past decade.
This system of perinatal cars is part of the very foundation of
public health's strategy to reduce infant mortality.

This proven strategy of Perinatal Regionalization will only
continue to work if those at risk for poor outcomes -re able to
access the appropriate levels of care. Six of th. state's 10
perinatal networks are in the Chicago area. Networks are
comprised of hospital centers offering the most specialized care
to high risk mothers and infants. These perinatal centers
preside over less specialized hospitals providing intermediate
and primary care. Formal ag is exist between a center and
its network hospitals for consultation, transfers, and
transporting sick mothers and very tiny and sick infants.

This excellent system is compromised because of the lack of
adequate financial reimbursement for mothers and infants served
throuch any of the available insurance coverage mechanisms.
Funding from Federal programs is not intended to cover direct
patient services, leavinj the Medicaid system or other special
State programs as the major source of reimbursement for low-
income utilizers of the perinatal system. It is not surprising
that women who are at greatest risk for adverse pregnancy outcome
are poor. The increase in the number of uninsured pregnant
women, coupled with the absence of a system to subsidize the cost
of their health cars has functionally barred many high risk women
from essential perinatal network services.

A recent Chicago study uncovered a phenomenon called
patient dumping." Dumping is defined as "the denial of or

limitation in the provision of medical services to a patient for
economic reasons and the referral of that patient elsewhere." A
second study involving emergency department transfers to the Cook
County Hospital discovered that patients transferred were
predominantly Black or Hispanic, were predominantly unemployed,
and were usually transferred because they lacked adequate health
insurance. This phenomenon of dumping patients has had major
financial implication upon public hospitals. It is estimated by
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Cook County Hospital that such transfers in 1983 resulted in anestimated $24.1 Million in uncompensated care.

Although federal legislation has existed since August 1,198e which imposed penalties for "dumping", this has notprotected high risk pregnant women. The high risk maternalpatient distribution across our city demands an equitable
distribution of incurred expense while delicately balancing the
effort with the appropriate level and quality of care. It isclear that these facilities cannot bear the total financial
burden for providing 71.01y unreimbursed care to uninsured high
risk pregnant women.

Under recent reimbursement strategies in Illinois, inpatient
days alloted for Public Aid recipients were shifted from teaching
hospitals to community hospitals. At the same time, "high risk"patient days were excluded from the shift under the
classification of "Special Care Days". However, the number of
"Special Care Days" is insufficient to reimburse hospitals
including perinatal centers for the special care volume that they
are expected to provide. The result is that perinatal centersoften exhaust their "Special Care Days" before the end of thefiscal year and must either absorb the additional cost ortransfer the patient to hospital with remaining "Special CareDays". As the shortage is system-wide, a large disproportionate
share of the transfers are made to Cook County Hospital.

An additional category of difficulties has grown out of theattempted solutions. Limitations on available "Special CareDays", the limited capacity of the private and not-for-profit
hospitals, and the continued growth of the under and uninsured
all contribute to barriers to appropriate care. In the midst ofall of these complications lies the undeniable element ofpoverty.

Chicano Initiatives

While Chicago has been fighting infant mortality for
decades, local efforts have been intensified the past four years.
At the core of this effort is the Chicago Department of Healthnetwork of neighborhood health centers, maternal and childclinics and mental health clinics, where service to Chicago's
poorest mothers and infants is coordinated under the Department's
comprehensive maternal and child health program. Thisintensification has included near doubling of public healtn
nurses deqpite the nationwide nurse nhortage and limited local
resourees. 'Other strategies to increase the availability ofpublic health nurses in areas of greatest need are being pursued
such as the development of an allocation formula to accurately
predict an area's need for public health nurses based on multiplefactors.

n
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Chicago has also initiated a comprehensive infant mortality
program to address the problem. we face given the resources we
have available. Mayor Harold Washington has appointed an
advisory committee on infant mortality to assist in marshalling
resource. city-wide and in recommending roles that both public
and private sector organizations should play in this effort.

The Infant Mortality Reduction Initiative represents our
integrated approach to attacking the infant mortality problem.
The IMRI model recognizes that to fight infant mortality,
community mobilization involving more than the health care
community is a minimum requirement.

The cornerstone of the Infant Mortality Reduction Initiative
are Community Networks. One agency in each community, the
Community Network Coordinating gntity (CNC!) is responsible for
coordinating number of local agencies and organizations who can
provide a full range of services to their area residents. The
services required go beyond medical care, and include:

Outreach activities to identify those in need.

Case anagemenl- to assist families negotiate the imposing
and unwieldy health care, social service, and welfare
system',

Tracking to insure that cli^nts receive appropriate and
quality prenatal care, are onro.led in support programs such
as WIC, and are referred to Mgher levels of care when
required, such as those services provided by the regional
perinatal network.

follow -up to assure that clients are referrti back 'o the
primary care system after delivery.

Continual asslitanc to assure clients are linked with
needed social services, housing assistance, mental health
and substance abuse counseling, and child care providers.

Assistance in securing needed social services, housing
assistance, mental health and substance abuse counseling,
and child care.

A Strategic Plan recently developed by the Mayor's Advisory
Committee and the Chicago Department of Health helps to cut
through the complexity of the infant mortality problem and sets a
sense of direction for the City's efforts. The Plan pulls
together all the components of infant mortality in Chicago to
help us understand the problem in depth and begin to define the
interventions required if we are to have an impact on lowering
our infant mortality and low birthweight rates. It should be
noted that the complexity of the infant mortality problem has
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been cause for misunderstanding on the pert of the general public
and an attempt by some to reach for over-simplistic solutions.

The comp Ixity of infant mortality lies in the Integral
relationship the problem to the health and lifestyle of
individuals intertwined with the socioeconomic environment of
cossunit=. for example, the influence of drugs, alcohol, and
smoking is seldom considered significant yet the effects on
maternal and child health can be profound. Likewise the
withdrawal of funding from the social service support system of
community reaches down to the individual mother and infant.
Thus, the problem must be considered from a comprehensive
perspective; there is synergy at work.

A special subcommittee on socioeconomic issues has been
established to focus the attention of the full Mayor's Advisory
Committee on ways in which organisations within city government
and other public sector agencies can cot Nlinattb their efforts in
making reduction of infant mortality a reiority.

A second program designed to increase access to high quality
inpatient obstetric care for the aselically indigent is the
Partnership in Health Program. Partnership in Health is a
cooperative arrangement between selected Chicago-area community
hospitals and the Chicago Department of Health. This ;program
directly links pregnant woman who receives prenatal care at a
CDON clinic with a specific, quality hospital, providing
prearranged minimum amount to the hospital as payment "or the
delivery. After delivery, the patient is referred back to the
clinic for postnatal care and continuing primary care for her and
her family. This program will help reduce the infant mortality
rate by minimising the number of women who receive no prenatal
care, reducing the number of women using hospital emergency rooms
for delivery, and by providing continuity of care throughout the
pregnancy and infancy period.

A partnership has also been established with religious
leaders across the city to enlist their support to raise the
awareness of the community concerning infant mortality and the
services that are available to members of their congregations.

Obstacles to ImpleaentatIon

Several obstacles currently impede our efforts to fully
Implement comprehensive range of solutions to the infant
mortality problem.

First and foremost, insufficient resources hamper all
efforts. There is simply not enough money to implement all the
components of the tMRI model that are necessary to fight infant
mortality.
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While all levels of government need to reconsider their
resource allocation decisions, more federal and state money is
needed to fund medical care for the poor, to continue and expand
the WIC program, and to expand the programs funded under the NCR
Block Grant.

Greater coordination of the various enabling programs must
begin at the Forderml level to eliminate conflicting eligibility
requirements and restrictive policies to allow more efficient use
of the resources at hand.

Greater latitude at the state level to coordinate programs
such as WIC and Food Stamps is needed to help prevent client.
from falling through gaps in the system and allow greater use of
allocated funds.

Cutbacks in other city progress have forced hard choices
about who will receive care. With Community Development Block
Grants and Revenue Sharing funds becoming scarce, cities are
forced to choose between caring for one sejment of the population
at the expense of another.

An overall lack of understanding of the socioeconomic nature
of infant mortality is another major obstacle. It is common
belief that prenatal care alone will solve the infant mortality
problem. Experience has shown that when an infant is sent home
to an unhealthy environment, the benefits of good medical care
can be swiftly undone.

Reduction of infant mortality must become a national
priority on par with other issues of grave national concern.
Policies must recognize that housing, esployL nt and education
are integrally related to infant mortality and are critical
elements in the solution to the problem.

n 7
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Chairman MILLER. Thank you very much. Mr. Duffy.

STATEMENT OF EDWARD T. DUFFY, DIRECTOR, ILLINOIS
DEPARTMENT OF PUBLIC AID, SPRINGFIELD, IL

Mr. DUFFY. Thank you, Mr. Chairman and members of the Com-
mittee. For the recoru, my name is Edward Duffy, and I am the
Director of the Department of Public Aid, and I would like to begin
by thanking you all for being here today to talk about the problem
in Illinois which I feel is very problematic, and seek your assist-
ance in coming to some reasonable solutions.

This morning in Springfield, Dr. Bernard Turnock, Director of
the Illinois Department of Public Health, testified before your com-
mittee on Illinois' efforts to combat our high rate of infant mortali-
ty. I vould like to reemphasize that this State is committed to im-
prove and expand our innovative programs to reduce such prob-
lems. Governor Thompson has assumed a national leadership role
to address this problem. His efforts have been recognized on a na-
tional level by his appointment by you, the Members of Congress,
to the National Commission to Prevent Infant Mortality, his c'iair-
ing of the National Governors' Association, Task Force on Teen
Pregnancy, and by the award of a $100,000 grant to our Parents
Too Soon Program by the innovative Awards Program sponsored
by the Ford Foundation and Harvard University's John F. Ken-
nedy School of Government.

In 1985, Illinois' infant mortality rate was 11.6 deaths per 1,000
live births. This rate represented an all time low for Illinois, and
capped a steady, twenty-year decline in our rate of infant deaths.
While recognizing that this progress had been made, Governor
Thompson knew that more needed to be done. This State increased
its efforts to attain the Cirgeon General's goal for 9 by 90, which is
the support of 9 deaths per 1,000 live births by 1990. Funds totaling
over $132 million have been appropriate over the 30-month period
beginning January 1, i v86, for the reduction of infant mortality
here in Illinois. The State's initiative, Families with a Future, is
designed to ensure both quality care and continuity of care provid-
ed to individuals to stimulate both private and public agencies to
work cooperatively to reduce infant mortality.

The Illinois Department of Public Aid has also been keenly
aware of the problems of access to prenatal care of low income
pregnant women and adequate care for their children in certain
areas of Illinois. Access to medical care continues to be a major pri-
ority of this Department. The Department has found that one of
the major factors inhibiting access to prenatal care is the high cost
of medical malpractice insurance, which I will try to discuss later.
The Department is focusing its efforts to address the total infant
mortality care on preventative care.

One of our programs, Parents Too Soon, is one of the Nation's
first coordinated statewide attempt to fight the problem of teen
pregnancy. This innovative initiative, begun in 1983, is designed to
reduce teen pregnancy, and to mitigate its negative consequences,
health risks to mothers and infants, high rates of infant mortality,
economic dependency, interrupted education, and premature par-
enting. Illinois has committed to spend $13.5 million during fiscal
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year 1988 for this program, which makes it one of the most gener-
ously supported programs of its kind in the country.

Parents Too Soon funds three comprehensive health social serv-
ices and education demonstration projects, as well as 22 family
planning programs, 26 prenatal programs, and 27 parent support
programs. Two such programs are designed specifically to equip
teenage mothers on welfare with job skills necessary to leave
public dependency and establish self-sufficiency. Another of our
preventive care programs is the Healthy Kids Program. The
Health Kids Program is the name of the Department's federally
mandated early and periodic screening, diagnosis and treatment
program. The Healthy Kids Program provides periodic health ex-
aminations at given intervals as a means of preventive or early di-
agnosis and treatment of disease for all Medicaid eligible children
under the age of 21 years. The program also provides dental care,
immunizations, laboratory testing, such as hearing and vision
screening.

The Department, through cooperation with the Department of
Public Health, has two additional program components. A vaccine
replacement program which permits the timely replacement of vac-
cines to physicians who administer immunizations, while substan-
tially reducing the replacement cost of these vaccines through
volume purchases by the Department of Public Health; and a blood
lead survey program which permits epidemiological surveys of a
child's living environment when the child is diagnosed as having a
high level of blood lead.

The Healthy Kids Program is cooperating with Governor Thomp-
son's Infant Mortality Reduction Initiative. The Department con-
tracted with seven community based agencies in areas of high
infant mortality to deliver outreach, follow-up, and case manage-
ment servicel. These contractors supplement the efforts of local
office staff in assisting clients to utilize the services. The total
amount of the contracts is $800,000. k total of 6,200 families which
include 10,000 children, were reached through this initiative.

In an outreach effort, the Department developed a Passport for
Healthy Kids, which is given to all recipients with Medicaid eligi-
ble children under the age of 21. The passport is their record of
medical treatment. A longer, more inclusive medical record booklet
has been distributed to all medical providers serving Medicaid eli-
gible children. An additional outreach effort is the poster of
Healthy Kids, which is displayed in all local public aid offices.

Approximately 630,000 children are eligible for Healthy Kids
services. During 1986, 201,271 initial and periodic health screenings
were conducted. Of this total, 28,239 screenings, approximately 14.0
percent, resulted in the identification of one or more conditions in
a child which needed further diagnosis or treatment.

Your Committee has requested that there be a discussion of
access to prenatal care and delivery services for Medicaid eligible
clients and the effect of the State's Medicaid reimbursement rates
on the willingness of physicians to serve the public assistance cli-
ents. The Department knows that there is a shortage of available
physicians, which appears to be growing, and that the majoi cause
is the high rate of malpractice insurance for Illinois physicians. As
a public agency, we have no control over the malpractice issue.

2J
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Our awareness of the access problem in downstate Illinois, how-
ever, has led us to devote staff time and effort to the following
tasks: Meet with hospital and clinic administrators, physicians and
other interested parties to explore vital alternatives. Serve on a
task force appointed by Congressman Durbin to formulate an
action plan for Central Illinois, where there has been a demonstrat-
ed lack of availability of prenatal care and delivery services for
low-income women. Provide training seminars for billing staff of
both in-state and out of state physicians who are willing to provide
obstetrical care to Medicaid clients. In this regard, staff met with
physicians in both the Paducah, KY, and Cape Girardeau, MO, and
the areas surrounding to resolve billing issues through telephone
contacts and correspondence.

Revising billing procedures on delivery services to align policy
more closely to what happens with private pay maternity patients.
This has resulted in an additional $5 million in reimbursement to
providers of these services.

T' Department is currently exploring options for providing fi-
nam.al incentives to obstetricians to ensure that they continue to
provide services to Medicaid eligible women in Downstate Illinois
and areas of high infant mortality within the State.

The Department is planning to implementthe implementation
of expanded Medicaid coverage to pregnant women, as made avail-
able through the Federal Omnibus Budget Reconciliation Act of
1986, and as authorized by state law recently signed by Governoi
Thompson. Illinois Public Act 85-453, House Bill 295, enables the
Department to provide Medicaid coverage for pregnant women
whose income exceeds the Department's medically needy standard,
but is below the Federal poverty level.

The Department will set the income standard for this new group
of women between the current medically needy standard of $333
per month and the federal poverty level, depending on available
funds to provide coverage for this new group of Medicaid eligible
recipients.

Despite these efforts, however, there is and will continue to be an
access problem for prenatal and delivery services in areas of this
State because the most critical aspect of access to health care in
areas experiencing shortages in medical providers is the increasing
pi oblem of escalating malpractice insurance rates. This problem is
not intrinsic to providers serving Medicaid patients, but it is a
problem for providers serving all patients.

We have received letters and comments from many providers ex-
Ilaining how they can no longer afford to provide prenatal and de-
livery services to our clients, or for that matter, to anyone, due to
the escalating costs of doing business, especially doing business
with malpractice insurance. Between the years 1976 and 1985, the
average of costs of malpractice insurance for our physicians in Illi-
nois rose an average of 22 percent per year, an increase of over 250
percent in that time period.

The Thomp a administration has been working over the past
three years to alleviate this problem through legislative means
with limited success. The cost of doi:4 business is driving physi-
cians out of the high risk specialties, and this translates into fewer
practitioners in rural and low-population centers.
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The Department of Public Aid is a purchaser of medical services,
not a provider. We have to seek providers for these services sorely
needed by our clients, or by our patients. We have discovered that
there are not enough providers who want to provide services to our
clients, to our clients in downstate areas, even though they are out-
side the bounds of our providersour clients.

Raising medical reimbursement is one answer. However, it is not
the only answer for providing additional physicians to provide pre-
natal and delivery services for Medicaid patients.

I believe that if this Department raised its rates today, without
some change in the malpractice situation, we would not draw the
needed additional providers into the system, but merely increase
the income of those physicians now prcviding services, mainly in
the urban areas.

It has been testified, as I understand, before this Committee, ear-
lier this morning, that even if we did increase those rates, most of
that money would go to the attorneys who represent them on an
annual basis.

To make it easier for the rural doctor to provide these services is
by lowering the cost of doing business and access will improve.

I have discussed this problem with my counterparts in other
states, who have stated to me that they are also experiencing simi-
lar problems. We are charged to work together to resolve these
problems. And to do so with Congress to create new and innovative
programs to ensure that both Medicaid eligible as well as non-Med-
icaid eligible pregnant women and children, particularly those in
rural areas, can access needed health services.

I again thank you for the opportunity of testifying before this
Committee, and would be happy to respond to any questions the
Committee might have.

[Prepared statement of Edward T. Duffy follows:]
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PREPARED STATEMENT OF EDWARD T DUFFY, DIFECTOR, ILLINOIS DEPARTMENT OF
PUBLIC AID, SPRINGFIELD, IL

Good afternoon, I am Ed Duffy, Director of the Minot! Department of Public

Aid. The Department administers the Medicaid Program in Illinois. Thank you

for the opportunity to discuss the problem of Infant Mortality in this State

today.

This morning in Springfield, Dr. Bernard Turnock, Director of the Illinois

Department of Public Health, testified before your committee on Illinois'

efforts to combat our high rate of infant mortality. I would like to

reemphasize that this State is committed to improve and expand our innovative

programs to reduce infant deaths. Governor Thompson has assumed a national

leadership role to address this problem. His efforts have been recognized on

a national kevel by his appointment by Congress to the National Commission to

Prevent Infart Morta'ity, his chairing of the National Governors' Association

Task Force on Teen Pregnancy, and by the award of $100,000 to our "Parents Too

Soon" program by the Innovations Awards Program sponsored by the Ford

Foundation and Harvard University's John F. Kennedy School of Government.

In 1985, Illinois' infant mortality rate was 11.6 deaths per 1,000 live

births. This rate represented an all-time low for Illinois, and capped a

steady, 20-year decline in our rate of infant deaths. While recognizing that

progress had been made, Governor Thompson knew mnre needed to be done. This

State increased its efforts to attain the Surgeon General's goal for the

country of 9 deaths per 1,000 live births by 1990. Funds totaling over $132

million have been appropriated over the 30-month period beginning January 1,

1986 for the reduction of infant mortality in Illinois. The State's

initiative, "Families With A Future", is designed to ensure both quality care
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and continuity of care is provided to individuals to stimulate both private

and public agencies to work cooperatively to reduce infant mortality.

The Illinois Department of Public Aid has also been keenly aware of the

problems of access to pre-natal care of low income pregnant women and adequate

care for their children in certain areas of Illinois. Access to medical care

continues to be a major priority of the Department of Public Aid. The

Department has found that one of the major factors inhibiting access to

prenatal care is the cost of medical malpractice insurance which I will

discuss later. The Department is focusing its efforts to address the total

infant rortality problem on preventative care.

One of our programs, Parents Too Soon, is ire nation's first coordinated

statewide attempt to fight the problem of teen pregnancy. This innovative

initiative, begun in 1983, is designed to reduce teen pregnancy and to

mitigate its negative consequences health risks to mothers and infants,

height rates of infant mortality, economic dependency, interrupted education

and premature parenting. Illinois has committed to spend $13.5 million during

fiscal year 1988 for this progral., which makes it one of the most generously

supported state programs of its kind in the country.

Parents Too Soon funds three comprehensive health, social services and

education demonstration projects, as well as 22 family planning programs, 26

prenatal programs and 27 parent-support prograMt. Two such programs are

designed specifically to equip teenage mothers on welfare wtl jobs skills

necessary to leave public dependency and establish self-sufficiency.

Zr)
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Another of our preventative care programs is the Healthy Kids Program. The

Healthy Kids Program is the name of the Department's federally mandated Early

and Periodic Screening, Diagnosis and Treatment Program. The Healthy Kids

Program provides periodic health examinations at given intervals as 's of

prevention or early diagnosis and treatment of disease for all Medicaid

eligible children under the age of 21 years. The program also provides dental

care, immunizations, laboratory testing, as hearing and vision screening.

The Department, through cooperation with the Department cf Public Health, has

two additional prograt _omponents:

. a vaccine replacement program which permits the timely replacement of

vaccines to physicians who administer immunizations, while substantially

reducing the replacement cost of the vaccines through volume purchases by the

Department of Public Health; and

. a blood lead survey program which permits epidemiological surveys oo a

child's living enviornment when the child is diagnosed as having a high level

of blood lead.

The Healthy Kids Program is cooperating with Governor Thompson's Infant

Mortality Reduction Initiative. The Department contracted with seven

community-based agencies in areas of high infant mortality to deliver

outreach, follow-up and case management services. These contractors

supplement the efforts of local office staff in assisting clients to utilize

the services. The total amount of the contracts is $800,000. A total of

6,200 families which included 10,000 children were reached through this

initiative.

1" 4
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In an outreach effort, the Department developed a "Passport for Healthy Kids"

which is given.to all recipients with Medicaid-eligible
children under age

21. The "Passport" is their record of medical treatment. A longer, more

inclusive medical record booklet has been distributed to all medical providers

serving Medicaid-eligible children. An additional outreach effort is the

poster of "Healthy Kids" which is displayed in all local Public Aid Offices.

Approximately 630,000 children are eligible for Healthy Kids services. During

1986, 201,271 initial and periodic health screenings were conducted. Of this

total, 28,239 screenings (14.0 percent) resulted in the identification of one

or more conditions in a child which needed further diagnosis or treatment.

Your committee has requested that there be a discussion of access to prenatal

care and delivery services for Medicaid eligible clients and the effect of the

State's Medicaid reimbursement rates on the willingness of physicians to serve

public assistance clients. The Department knows that there is a shortage of

available physicians which appears to be growing, and that the major cause is

the high rate of malpractice insurance for Illinois physicians. As a public

agenry we have no control over the malpractice issue.

Our awareness of the access problem in downstate Illinois; however, has led us

to levote staff time and effort to the following tasks:

* Meet with hospital and clinic administrators, physicians and cther

interested parties to explore alternatives.

n
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* Serve on a task force appointed by Congressman Durbin to formulate an

action plan for crAtral Illinois where there has been a demonstrated

lack of.availability of prenatal care and delivery services for low

%cow women.

* Provide training seminars for billing staff of both in-state and

out-of-state physicians %o are willing to provide obstetrical care to

Medicaid clients. In this regard, staff met with physicians in both

the Paducah, Kentucky and Cape Girardeau, Missouri areas and continue

to resolve billing issues through telephone contacts and correspondence.

Revising billing procedures on delivery services to align policy more

closely to %tat happens with private pay maternity patients. This has

resulted in an additional $5 million in reimbursement to providers of

these services.

The Oteartment Is currently exploring options for providing financial

incentives to obstetricians to ensure that they continue to provide

services to Medicaid eligible women in downstate Illinois and areas of

high infant mortality within the State.

* The Department is planning implementation of expanded Medicaid coverage

to pregnant woman, as made available through the Federal Omnibus Budget

Reconciliation Act of 1986 and as authorized by state law recently

signed by Governor Thompson. Illinois Public Act 85-453 (House 8111

295) anajosiafto,papartnent to provide Medicaid coverage for pregnant

omen whose income exceeds the Department's medically needy standard,

bet is below the federal poverty level.
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The Department will set the income standard for this new group of women

between the current medically needy standard of $333 per month and the

federal_ poverty level, depending on available funding to provide

coverage for this new group of Medicaid eligible recipients.

Despite these efforts; however, there is and will continue to be an access

problem for prenatal and delivery services in areas of this State because the

most critical aspect of access to health care in areas experiencing shortages

in medical providers is the increasing problem of escalating malpractice

insurance rates. This problem is not intrinsic to providers serving Medicaid

patients - it is a problem for providers serving all patients.

We have received letters and comments from many providers explaining how they

can no longer afford to provide prenatal and delivery services to our clients

or to anyone due to the escalating costs of doing business, especially

malpractice insurance. (Note: Statistical information on the cost of

malpractice insurance will be inserted here.) The Thompson administration has

been working over the past three years to alleviate this problem through

legislative means with limited success. The cost of doing business is driving

physicians out of high risk specialties and this translates into fewer

practitioners in rural and low population centers.

The Department of Public Aid is a purchaser of medical services not a

provider. We have to seek providers for the services sorely needed by our

clients. What we have discovered is there are not enough providers who want

to provide services to our clients or to any clients in downstate areas of

Illinois.
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Raising medical reimbursement is not the only answer for finding additional

physicians to provide prenatal and delivery services to Medicaid clients.
I

believe if this Department raises its rates without some change in the medical

malpractice situation, we would not draw any additional providers but merely

increase the incomes of those physicians now providing such services in our

mainly urban areas. Make it easier for the rural doctor to provide services

by lowering the cost of doing business, and access will improve.

I have discussed this problem with my counterparts in other states, who have

stated to me that they are also experiencing these same problems. We are

charged to work together to resolve these problems and to work with the

Congress to create new and innovative programs to ensure that both Medicaid

eligible and non-Medicaid eligible pregnant women and children, particularly

in rural areas, can access needed health services.

I would be happy to respond to questions of the committee and thank you again

for the opportunity to testify today.
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Chairman MILLER. Thank you. Mr. Stermer?

STATEMENT OF JEROME STERMER, PRESIDENT, VOICES FOR
ILLINOIS CHILDREN, CHICAGO, IL

Mr. STERMER. Thank you, Congressman Miller and members of
the Committee. My name is Jerome Stermer, and I am President of
Voices for Children. Ours is a new, not-for-profit organization dedi-
cated to the helping of children and youth in Illinois. Our Board of
Directors includes representatives of a wide cross-section of busi-
ness, professional, civic, and community leaders in our State.

Here in Illinois, we suffer from one of the worst infant mortality
rates in the Country, with the situation being worse in Chicago
than in the rest of the state. The overall rate, as has been dis-
cussed here, ..s 12 deaths per 1,000 live births, with the minority
death rate in Chicago reaching 21 deaths per 1,000. If we compare
this reality with the goal of the Surgeon General, we come to the
sobering realization that over 500 babies in our State die unneces-
sarily each year.

In this group, Black babies and Hispanic babies are tragically
over-reptesented. This death rate is the greatest consequence of
inadequate prenatal care, but there are other costs. The alarming
rate of low birthweight babies, 15 percent of births among minori-
ties in Chicago, also increases the risks of childhood disability and
failure in school.

These shocking figures represent unnecessary tragedy. They are
even more shocking in light of the opportunity that Congress has
given us in Illinois to do something about the problem.

The rest of my statement this afternoon will be specific to the
SOBRA legislation adopted in October of lest year by Congress,
which affords each state the opportunity to decouple Medicaid cov-
erage for uninsured pregnant women from the cash assistance pro-
gram of AFDC.

The Congress established the beginning date of this program as
April, 1987. In Illinois, we have not yet begun the program, and as
Director Duffy testified, we are now only in the planning stages,
not looking to implement before July of 1988.

Our failure to implement the SOBRA action prior to July of 1988
violates our common ethical traditions. Beyond that, it fails the
test of economic common sense. The number of independent calcu-
lations show that insuring our uninsured pregnant women will
more than pay for itself during the first 12 months. The money
would be saved by a reduction in the number of babies who need
expensive neonatal intensive care. The up-front costs to Illinois of
insuring these women under the SOBRA legislation is about $2
million per year. The net cost is nothing. Some states implement-
ing SOBRA have calculated a net savings. They are estimating that
for every new dollar spent on new prenatal care, $3 will be saved
during the child's first year of life.

So babies are dying in Illinois, for a dime's worth of attention.
Let me give you some figures and indicate that a more complete
text of our organization's analysis is given to staff for entry in the
record.

39
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Each year, we estimate that more than 11,000 women in Illinois
give birth without the SOBRA Medicaid coverage. That is, they are
working women, uninsured, but eligible for the new Medicaid cov-
erage. Others are women who are supported by their husbands,
who have jobs, but not family coverage. Imagine for moment an un-
insured, single woman who works 40 hours a week at a fast-food
place just to maintain the meager income necessary to keep off of
welfare. For this person, the cost of adequate prenatal care is en-
tirely prohibitive.

These women are ineligible for Medicaid, because their incomes
are too high. They are eligible for the medically needy program,
only after they have met their monthly medical expense spend-
down amount. Spend-down as you know, is a system designed to
discourage women from taking this action. For some, the only
chance to protect their babies would be to quit employment and re-
qualify for Welfare.

So, the State's current response to women without prenatal care,
for whom prenatal care could mean the difference between life and
death, health and disability for their babies, is our bureaucratic
procedure calculated to discourage the most concerned and persist-
ent mother. 1 hese mothers are pleading for healthy babies, and we
are giving them monthly application forms.

All over the State of Illinois, women, many of whom are children
themselves, arrive at hospital emergency rooms to deliver babies,
having had no prenatal care. Somehow, we are willing to spend an
unlimited amount on treatment for a baby with life-threatening
problems, but we cannot bring ourselves to spend the $450 to pre-
vent those problems. Congress should be angry that we are spend-
ing large amounts of Medicaid dollars to treat avoidable handicaps,
and not spending the fraction of those dollars it would take to
avoid them. It should consider that we regularly spend $20,000 or
more per child for neonatal intensive care, and/or the sky-high cost
of the lifetime of special education, welfare, or institutional resi-
dence for children who, in many cases, could have been born
healthy.

We, in Illinois, should be ashamed that we are permitting the
needless death of newborn babies. Babies are dyina for no other
reason than inertia.

We seek your help and the help of everyone here today to
remedy this tragedy. We must persuade the Illinois Department of
Public Aid to immediately begin providing medical assistance cov-
erage for prenatal care to all women whose family incomes fall
below the federal poverty level. We believe this would be a major
step toward reducing our inexcusably high rate of infant mortality
and avoidable birth defects.

Thank you.
[Prepared statement of Jerome Stermer follows:]

/. 0
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PREPARED STATEMENT OF JEROME STERMER, PRESIDENT, VOICES FOR ILLINOIS
CHILDREN, CHICAGO IL

Medical Coverage fer Uninsu ...c1 Pregnant Women in Illinois

My name is Jerome Stermer. I am the President of Voices for Illinois

Children. Voices is a new not-for-profit organization dedicated to improving the

well-being of children and youth in Illinois. The Voices board of directors

includes representatives of a wide cross section of business, professional, civic and

community leaders in Illinois.

In our state we suffer from one of the worst infant mortality rates in the

country, with the situation being worse in Chicago than in the rest o; the state.

The overall infant mortality rate in Illinois is 12 deaths per thousand live births,

with the minority death rate in Chicago reaching 21 deaths per thousand. If we

compare this reality with the goals of the Surgeon General, we come to the

sobering realization that over 500 babies die Lnnecessarily each year in Illinois. In

this group, black babies and Hispanic babies are tragically overrepresented. This

death rate is the grimmest consequence of inadequate prenatal care, but there are

other costs. The alarming number of low birth weight babies, 15 percent of births

among minorities in Chicago, also in.-reases the nsk of childhood disability.

These shocking figures represent unnecessary tragedy Ana they are even

more shocking in light of the opportunity the United States Congress has given us

to (IL something about the problem. We welcomed the SOBRA legislation which

would provide half the cost of medical benefits for uninsured pregnant women in

Illinois, in families at or below the Federal poverty level. .
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But, sadly, we have to report that our decision makers have failed to take

advantage of this opportunity to save lives. S11833 was recently signed into law.

This requires our state Medicaid agency, the Department of Public Aid, to design a

plan to implement SOBRA, but there is no deadline for implementation and no

guarantee how many mothers will be insured.

Our failure to take this life-saving action violates our common ethical

traditions. Beyond that, it Las the test of economic common sense. A number of

independent calculations show that insuring our uninsured pregnant women will

more than pay for itself during the first twelve months. The mc::ey would be

saved by a reduction in the number of babies who need expensie neonatal

intensive care. The up-front cost to Illinois of insuring these women and their

babies under the SOBRA legislation is about $2 million dollars per year. The net

cost is nothir: some states have calculated a net savings to the state. They are

estimating that for every new dollar spent on prenatal care, three dollars will be

saved in the child's first year )f life.

So babies are dying in Illinois for a dime's worth of attention.

Let me give you some more figures. Each year, more than 11,000 eligible

women in Illinois deliver babies without SOBRA Medicaid coverage. Some are

working women who have low paying jobs that do not offer health coverage.

Others are women who are supported by husbands who have jobs but no family

coverage. Imagine for :. moment the uninsured single mother v. ho works 40 hours

a week at a fast-food place just to maintain a meager income and keep off

welfare. For her, the cost of adequate prenatal care is entirely prohibitive.

6 0
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These women are ineligible for Medicaid because their incomes are too high

They are eligible for Medical Assistance No-Grant (MANG) only after they have

met their monthly medical expense spend-down amount. The spend-down is custom

designed to discourage women from taking this option. For some, the only chance

to protect their babies would be to quit employment and re-qualify for welfare

So the state's current response to women without prenatal care, for whom

prenatal care could mean the difference between life and death, health and

disability for their babies, is a bureaucratic procedure calculated to discourage the

most concerned and persistent mother. These mothers are pleading for healthy

babies and we are giving them monthly application forms. All over the State of

Illinois women-- many of whom are children themselves-- arrive at hospital

emergency rooms to deliver babies, having had no prenatal care. Somehow, we are

willing to spend an unlimited amount of money on treatment fora ba.,y with life-

threatening problems, but we c...n't bring ourselves to spend $450 to prevent those

problems.

Congress should be angry that we are spending large amounts of Medicaid

dollars to treat avoidable handicaps, and not spending the fractions of those

amounts that it would take to avoid them. It should consider the average $30,000

per child that is required for neonatal intensive care, or the sky-high cost of a

lifetime of special education, welfare or institutional residence for children who, in

many cases, could have been born healthy.
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And we in Illinois should be ashamed that we are permitting the needless

deaths of newborn babies. Babies are dying for no reason other than inertia. We

seek your help, and the help of everyone here today, to remedy this tragedy.

We must persuade the Illinois Department of Public Aid to immediately begin

providing medical assistance for prenatal care to all women whose family incomes

fall below the federal poverty level. We believe this would be a major step toward

reducing our inexcusably high rate of infant mortality and avoidable birth defects.
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VOICE'S Mit ILLI \OISCIIILDREN

MEDICAL CO% ER-AGE FOR L NMI_ RED PREGNANT IA OMEN.
A COST - EFFECTIVE STRATEG1

Each star more than 11.1) :c. inc0m: ',omen o Illusco 'manor if rd ital care &_n-.:
pre moats This group of sown is also incligNe for AFDC The, has: a siendicanth lug=
rest of &lowing lour birth weight babies aiso in to a ham a much higher rak of not sursivog
infancy or of dew-loping 'none handicaps

A new federal extension of Medicaid would allow Ilhnois to proside prenatal. Jelistrs. and pcszzatal
care to these women and then children at a cost to the stale of only S= =Toon. The stale bode=
will overarms a net cost swing from the program in the Fun ?ear The cost swings come from
the reduced need for intensive neonatal care and care for chrome disabilities.

Twenty -sin sates base already signed up for this program_

eters fu Minois Children tarps the Goirrner and the Deranmeit Aid to enroll we gate
to this provam immechateh to salt ham. marrow the health of Moon chf...tmo. and saw dollar

Voices Report R7-I/2
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ExTEvpiNG MEPIC. COvER r.JE FOR L N.114, R ED IN vr A ,-.)%fEs, THE F s.r
10l NG CHILDREN, A, COST EFFECTIVE STRATEul

BACKGROUND

Each war. approismatel I LIM ks-uxrane semen. silo do not quald, 'cf. AFDC. alit
afford to pas for prenatal care. These are working semen mho have less -pans: .ebs that do not
offer Insurance benefits. or who are supported by husbands without family health coierage. In
rather case the family income s brim the federal poverty fine_

Studies have shown that inadequate prenatal care often leads to medal CZC2pficatbeus durme
prre,oancy and duklbuth that can result tees birth seodst J-'ant death and a ife.:11:11e
unnecessars handicaps. Los birth /eight infants often require sees expo :soy neenaul care and
sc =aunts +mit-term .wututeusal and .are

UNINSURED PREGNANT ViGMEN AND MEDICAID

These Seeterl are Midi:Age for AFDC because their ursine 13 tee Imes The% art
Mcdacal .Assastance No-Grant (NLANG r ONL1 after they base met the moluis *sperai-scias: Mectic_.
'spend-dome is the amount by shish mom* mow =zeds the AFDC efaolias level for case
assistance Under the current system. a wean roceees no state Makil assm=c-- uniess the :est
ci the are escte.is her spend -don kit._ The spenc-d.:sm arcocni -o nen
month m a complicated procedure. Both the spend-down regime:meat and the =oetho te=iematsco
process disoourage women from rung the mexpensrie prenatal cam that can =can the differes=
between a healthy baby and a sick baby.

FEDERAL MATCHING FUNDS FOR MEDICAID EXTE),ISION

The 1%6 Sixth Onmul:us Budget ILICOoalianen Act (SOBRA) mubaecd in torprecdteLed
:;:per.'..e.:ts to use federal wooer to pas hal of the states an:: of prenatal and 7-er...thei-e:aed
are for poor women and their infants.

iKes for Moots Children estiteues that the nes warts cost to the Str: pry- --Sing
medical benefits to this group of toinscred pregnant semen scold be K.1 az This s
contrast to the Department of Pubic Aids figure of

. uv

SO SD. apprised by the MI& General Assembly this Spring and timed b. 1:....-
Gosernor. authorizes the Deportment offitic Aid to plan for the pronoun of prenatal and nark
infant care to somas whose incomes are wider the federal proem level but in :mess of the state s
AFDC sad Regular MANG (10 spendakirm)thighley fascia,

Kik this Impsktio is a first step the eatendos of Medicaid to wed swim it does
not comaie ais implemental= dam and does not specify efigiaTity standards walls the federal
maidefines, In ormsegnosee. Voices for Ohms Odd= and may other orgairations ad coalman
haw requested the Governor to karma the Department of Pubic Aid to enroll the sate this
program as sees as pc 1e. for ALL =imam I pregoant semen strode asses are ae or
below the pout, firm Presemly, rtseurs-sts states base passed km:ilium to =perms this
FOgrallk and son tithes nave emended efigibrity up to 1004r of the poverty lewd
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Lb rIMATL c ObT5

PRENATAL (ARE, DEJJV1 If, AND PUNTNA1 Al. CARE

Under the current Medicaid system the st_ c pays most of the delivery cost for women eligible
under SOIIRA. Once the new system is adopted. the onl new ant to the Stale for these women
will he the amount they now incur as their monthly spend 4 wit obligation

The average difference between the Medicaid eligibility level and the federal 100% poverty
level for families Mai: or fewer is approximately 5116 The National Governors Association (NGA)
report (March, 1987) indicates that poor, uninsured women's incomes are fairly evenly distributed
between the Medicaid and the poverty income levels It can be reasonably assumed, therefore, that
the average monthly spend-down is half of this, or S2IR Multiplying this amount by the 11,400
women who would he eligible and r SOBRA gives an approsum tic tint figure of 52 4 million This
would he borne equally by the state and federal governments, so the cost to Illinois taxpayers would
be about SI 2 million

INFANT AND YOUNG CARE

Under MANG, the state pays the expenses for infants who need intensive care Under
SOBRA. the additional cost to the state per sick baby would be the average spend down liability of
S2104 In addition, healthy babies would enjoy the same mednal benefits provided 10 children under
Medicaid These include the Healthy Kids program. physicians visits, and laboratory services

The total additional cost of providing well -baby care and sick-baby care is approximately SI It
million, of which the state will pay half, or about $n 9 million. for infants and children under age
two. is brings the total state cost of this Medicaid extension to S2 I million.

TIIEEITECTIVENESS OF PREN,ITEAVPSSIST SAVING'

Prenatal care can identify problems leading prematunty and low birth weight among infants
Studies have demonstrated that access to adequate prenatal care can reduce the risk of low birth
weight and infant death, and is critically important to ensuring a healthy birth

A national study estimates that every dollar spent in prenatal are saves about 53 38 in
hospital are for low birth weight infants in the first year. a Colorado study estimates 51100 in
additional savings during the life of the child The same study conducted by the Institute of
Medi. Inc in Washington, D C estimates that the extension of prenatal are to the SOBRA population
would reduce the number of low birth weight births to mothers in Ibis group from 11.5% to 9% of
all baths.

A California study shows that low birth weight rates for women receiving comprehensive
Medicaid maternity coverage were 50% km than among those not participating ia the program The
study estimated that every Medicaid dollar spent on expanded prenatal and obstetric programs would
result in a savings of Sa from reduced need for neonatal intensive care and rehospitalization in the
first year of life.

Michtg tn eatitnalcs that the state can save 25' of cxpensne mondial are if Medicaid-chtnhIc
women receive early and adequate prenatal care

THE MOST CONSERVATIVE OF THESE COST ESTIMATES WOULD GIVE ILLINOIS A NET COST
SAVING IN THE FIRST PROGRAM YEAR

CON(1.USION

Prenatal care reduces infant mortality, low both weight babies, and postnatal medical complications
Prenatal care is also a strategy that reduces costs at the lame time that it improves the health of
mothers and children. The sooner Illinois takes ad antage of this federal opportumty, thesooner
the health of Illinois nfants will improve and the /eater the cost savings to the Illinois taxpayer
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APPENDIX I

Estimated aura of wended Medicaid comnse for usinsueed pregnant wows, their ideals and
mug diem

6...1115216MULCM

Eatimadsc

I) Number d potentially eligible women
for family sizes of 2, 3, 4, 5. and 6.

2) Cost for prenatal care, delivery, post-natal care
for both mother and infant

11,416

2.532

3) Total costs for prenatal care, delivery, and
post-natal care for 11,416 women and their infants $28 705,312

1.1201222=1212LAGLIN2

Estimating

1) Total number of infants Jk children under age two
Newborns: 11,416
Children under age two: 11,416

2) Total Medical costs for infants and children 84,758,786
mkt age two

Healthy children: 11,873 x 172 1854,856
(includes Healthy Kids program,
physicime visits, and labs

24132'

per child per year)

Sick -tildren: 4,566 x 8855 $3,903,930
(includes physicians' visits, lam,
and hospitalizations)

Total number of children served
Total number of children not served

Total

16,439

LIE

22,832

National studies estimate that 80% r f these children would not continue their medical
coverage after their first month of eligibility. This indicates that these duldren would remain
relatively healthy and would not incur large medical costs. However, the NGA report estimates that
only 65% of these healthy children would participate in this Medicaid coverage The remaining 20%
of the children are more likely to he sick and would incur large medical expenses
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C. LINAOJVV111) TUTAL WV'S ILK KMRA

For newly eligible women
ror infanta and children under age NM

Total coats for SOIIRA

States uniditated dad coal

DrAlt adirsati of smarriuded trial a of SORRA
for 13,0110 acwly cliaplyle mynas mid
2..1110 iamb and duklren under age 2

tWA's connate of unadjusted co I for I hr Nair

P. usrtmATED SOIIRA CUTTS ADJUS'Ilhkr 1Uk SrLND IX)WN

I) coma for 11,411. newly cligiblc wamrn
11,411. a SAP(

2) To int% for children undcr 3gC two
Healthy children 11.471 a S12

Si k children 4.9m a 52114

3) Total cost. for M)13RA

States tolal full year coat

DPA'l estimated coal for SOBRA ts much higher than Vinces' estimate. for Iwo maul
reasons Firm. DPA' figure of I VIM newly eligible women (from the NGA report) at inflated
hccausc it um ludel women *how imome.aould qualify them for AFDC or Regular MANG programs
ul whuh OrA fully covers thew Mcdhaid Mould. GrA's catimatcd ants arc not adiumcd for the
spend down Thu would he the new coo to the gate. once under the current %%mem the male
pay% most of the delivery cost for women eligible under St/BRA
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San Glut Yoke le WIWI

1) Number of newly elliebk arenas (11,416) in hued on the National ;overrules Arancatoon
report (NOA, March 1747) calculably the income distribution ofwomen between 15 and 44
years old below the federal poverty level but above the medically tadlent standards fin the
Midwest mike.

2) Number at intents (11,416) is eadnisted by Voices from the N(lA report Number of chionen
seder age two k Pao the number of Wages estimated by Voices.

3) Prepanerrelated costs, including physicians' charges, are obtained from theIllinois
Department of Public Health by phone. Delivery cost for both mother and infant a obtained
from Mimi, Health Care Cost Containment Council, Report 3, fourth quarter of 1445

4) Costs for healthy addles are obtained from DPA's A RaftW the General w

111l111LE6dUatrailldira=i0ILDIat02SkalltliKalattll rim= submitted by Gregory
L. Cofer an November 1,1966 (adjusted for 1967 inflation).

5) Slate's Medical Assistance No-Grant standard is obtained from SajosaLembileauotaromilts

(EA rev 11-96).

6) Federal poverty tool is obtained from the U S. Department of Health and !Inman
Unica by phone.

7) NatIonal cost saving catboat* is obtained from the Committee to Study the Prevention of Low
Birthweight, ?reaming Low Birthweight' Washington. D C Institute of Medicine. 10115

4) Colorado's cost saving minutia is obtained from Bondy, Jessica, 'Coat Benefit of Prenatal
Cars' (Colorado Task Fora on the Medically Indigent, boulder, CO, 1743).

9) California's coat saving estimate a obtained from the State of California. Department of
Health Setviees, 'Preliminary Evaluatioe of the Obstetrical Access Ho: Project (July. 1979-
hum, 19110)' (December, PO O).
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APPENDIX U

/OA. I. \17I

Twenty -so states Wm parsed leps4 os to arapkosent optional Medicaid coverage for summed
papaw women and they children. Most of Man base emended eligibility up to WO% of the
poverty keel.

Aaron
Arkansas
Comedian
Delaware
Diana of Columbia
Flonda
Kentucky

Mar/land
Massachusetts
Mielopn
Manesola
blismsuppe
Knouts
New Jersey
New Masco
Noah Carolina
Oluo
Oklahoma
Oregon
Rhode Island
South Carolina
Tennessee
Texas
Vermont
Washington.
West Virmtua

Source Child:ea s Defense Fund

r1
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Chairman MILLER. Thank you. Ms. Artis?

STATEMENT OF JENNIFER ARTIS, PRESIDENT, HEALTHY MOTH-
ERS AND HEALTHY BABIES COALITION; EXECUTIVE DIREC-
TOR, ST. BASIL'S FREE PEOPLE'S CLINIC, CHICAGO, IL
Ms. ARTIS. Hi. I was asked to come and present testimony regard-

ing the access of care to prenatals. This is very difficult for me at
this time, as I hear a lot about programs, and I hear a lot about
money, and that is all well and good. People like to do those kinds
of things. But as the Executive Director of St. Basil's Free People's
Clinic (our clinic ii, totally free, and it is all volunteer) in the last
6 years on the southwest side of Chicago, I saw the biggest prob-
lem of access being f'ar. The fear that they were not being made to
feel like a woman. That they are not appreciated as a person. If
you want to look at problems, the number one problem is that we
forget that we are dealing with people. We are dealing with women
who have come from socioeconomic backgrounds that make it very
difficult to access any system.

They are afraid of systems. And I am not afraid to say that many
times they think that Public Aid is a Gestapo. That many times
they walk into an office, and that office turns them off and turns
them cold, and they would rather go back home and wait for the
last minutea crisis to occur.

We are dealing with people. What has ever happened to the com-
passion of the agencies that are represented here today? To go into
an agency where I am no longer a person, being responded to not
as an individual, but as a number, as a problem, as a target audi-
ence, and these dead babies. But that dead baby could have become
a human being. Something that is qualitative, something that is
creative. Health has to go to the community. The person cannot go
to the health agencies any more, because the health agencies have
locked them out. They do not trust them, and you cannot blame
them.

As Mrs. Scott said, how many of us :n this room have been in
that situation, where our bodies are put on the block, and we are
asked to expose ourselves, before people we do not know. That
takes something away from being a woman. If you cannot care for
yourself, how can you care for a life that you are carrying?

We have to go back to basics. We have to have support programs
in the community that says "you are important." We have to have
education programs that teach Moms, and teach the community,
how to take care of itself. The money should be given to projects
that encourage people to do it on their own. Not to programs that
encourage dependency. Because we are not doing a very good job of
taking care of other people. We have failed, miserably.

I, too, often get caught up in the position as president of Healthy
Mothers, Healthy Babies, I go downtown and I am in an office, and
I am making money. And I get aggravated about the crisis prob-
lems I forget the people until I go to the clinic in the evenings, and
then I am meeting with the people who are suffen..g. And I then
look at myself, and say, you forgot, Jennifer. You are dealing with
people. You have to love them, you have to care for them. You
have to care about babies to give them life.

r,2
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On the West side of Chicago, where there is a very viable hospi-
tal setting, and yet it is the highest infant mortality area in the
city of Chicago. Why? What is the problem? Some will say trans-
portation. We can always find a problem to get whet e we do not
want to go, if there is something there that we do not want to deal
with. But if the system opened up its arms and said, we want to
truly take care of you, because you are a person, you are viable,
you are ready. Then I think the response would be different.

I cannot speak on these other issues, simply because you know
them. You have heard them before and how many testimonies
have we gone into? I can yell from the top of this building, and it
will still not make any difference, unless you start changing the
structure that services women. That says you are a human being,
and of value. That your body is sacred, and your baby is sacred.

And that is all I have got to say, folks.
[Prepared statement of Jennifer Artis follows:]
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PREPARED STATEMENT OF JENNIFER ARTIS, PRESIDLNT, HEALTH MOTHERS AND
HEALTHY BABIES COALITION AND EXECUTIVE DIRECTOR OF THE ST BASIL'S HEALTH
SERVICE-FREE PEOPLE'S CLINIC, CHICAGO, IL

It is an honor to be here today to relate the concerns of
caring Chicagoans regarding maternal and child health care
problems. I am Jennifer Artie, President of the Healthy Mothers
and Ashton Caalition and Executive Director of the St. Basil's
Health Service-Free People's Clinic.

The St. Basil's ResIth Service-Free People's Clinic is
located in the New City community on the Southwest side of
Chicago. We service four community areas: Englewood, West
Englewood, New City, and Back of the Yards. We are an all
volunteer community clinic staffed by physicians, dentists,
pharmacists, community people, nurses, and people of good will.
Our Clinic was established in 1982 in response to the cutbacks in
Medicaid and Medicare which caused an acute problem of access to
quality medical care.

Since opening our doors we have seen over 8.000 new patients
and have over 12,000 patient visits annually. We service
Hispanics, Blacks, and Whites at every age level. We provide
primary medical care, laboratory, dentistry, pharmaceuticals,
acupuncture, and social service referrals and coordination of
tertiary specialists.

In my capacity as chief cook and bottle washer of the St.
Basil's Clinic, I have had the opportunity to work with the patients
at every level, from entry to exit. I have observed that the chief
problem of accessing the medical system for adequate and quality
care is financial: affected are those lacking third party medical
insurance, the newly unemployed on unemployment compensation, the
Medicaid-restricted recipients and the Medicare elderly who must
wrestle with spenddomms.

I have personally had hospitals call and request that we
follow-up on patients for whom they can no longer care because of
changing institutional policies regarding acceptance of the
indigent as patients. I have witnessed hospital's refusal to
provide service to a rape victim because she was on Medicaid. I

have seen the elderly unable to meet their spenddowns: they come
to us broken and depressed because their long years of labor are
no longer honored. I have worked with a kidney transplant vicitm
whn was being discharged because her insurance ran out. I have
witnessed chldren in need of dental, optometric, and psychological

r /
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care left in the breech of a society that offers screening but no
practical services. These children are left out because of their
poverty, unless their parents choose a life style of camp]
denial of basics to provide these services. I have worker with a
m^ther whose son had brain tumor and had his life weighed on a
scale of "how much and when can you nay for his surgery?" I have
seen too many women with cancer go untreated until medical
institution had no choice but to take them in. I have seen all of
this and worked with it for the past five years. These are the
stories of our third world -- the world of the medically
disadvantaged.

As President of the Healthy Mothers and Babies Coalition, I
am working with a dedicated group of people whose mission is to
use research, education, and advocacy to assure that current
programs and policies in maternal and child health care actually
provide effective service to thost in greatest need. The Coalition.
founded in 1983, attacks the loci., economic, and political
conditions that contribute to Chicago's acute access to cart and
infant mortality problems. As an advocacy organization, the
Coalition analyzes and searches for answers to both the readily-
apparent causes of infant mortality, and the underlying 2roblems
of access to care. 1 see underlying problems range from
inadequate day care to transportation problems, from lack of
quality education and lack of information about available prenatal
services to fear 00 intricate institutional procedures for
receiving social services. Other factors include housing and
homelessness, mental illness, and hereditary predispositions.

In recent days, there has been zonsiderable controversy
regarding the City of Chicago's infant mortality rate. It is
unfortunate that the controversy surrounding the relative accuracy
of the infant mortality data developed by various government
agencies ha. overshadowed a number of fundamental truths about the
desperate fight for life now being waged by many Chicago-area
children.

It is true that in some Chicago communi' one in every 34
babies dies before its first birthday. It . true that babies in
Chicago's non -white communities die at rate more than double
that cf their white eat:, erparts. It is true that pregnant women
without ptivate medical onsurance often wait three months or more
for their fir:' i.nie pre -natal medical examination (and thus
cannot follow the standard medical advice to seek medical care
during the critical first trimester of pregnancy). It is true
that Chicago is experiencing an epidemic of children having
children. It is true that teen pregnancy is a leading cause of
high school dropouts. It is true that Chicago is a dangerous
place to be born.
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These realities are all the more tragic because they are
preventable. Infant mortality CAN be reduced. Research has
proven that infant health CAN be improved, with timely prenatal
care, good nutrition, and abstinence from smoking, alcohol and
drugs during pregnancy. Better housing, education, and employment
opportunities are also critical.

Clearly, the root cause of infant nortalicy in Chicago is
multi-dimensional. To effectively attack this problem, all levels
of government must make a strong commitment to the development of
comprehensive social programs that serve those in greatest need.

CITY OF CHICAGO

In Chicago, there are a number of steps that must be taken to
effect a change in the infant mortality rate. At the city level,
perhaps the single most important objective should be the
appointment of a dedicated, caring professional who is familiar
with maternal and child health issues to the post of Commissioner
of the Department of Health. With such a pe -on at the helm, the
Department of Health could make the following health care
improvements:

1. Contribute to the level of funding and improve the
efficiency of the WIC supplemental food program, a program
believed by most authorities to be an effective tool in reducing
low birthweight babies.

2. Expand home health care services (public health nurses,
nutritionists, outreach workers) to better cover the 19 high-risk
communities, as well ae the remainder of the city.

3. Seek licensure i a licensed home health care agency,
which would allow the city to seek state reimbursement for
certain types of care.

4. Initiate a thorough, comprehensive, and independent
evaluation of the IMR1 networis to determine if the program
initiated in the early 1980's is being effectively and
efficiently administered.

5. Follow recent recommendations by noted local health
professionals (including Dr. Quentin Young and Dr. Jorge Prieto and
others) to develop an effective program for community access to
health care. This will require the initiation of a cooperative
plan with the county and state to address the problems of Cook
County, Provident, University of Illinois and other hospitals
facing fiscal crises and care cutbacks for the needy.
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6. Develop and promote in-school nutrition, health, child
care, and pregnancy prevention programs to provide young people
wit" the information they need to prevent unplanned pregnancy and
to Setter equip young men and women for the responsibilities of
parenthood._

Of course; the responsibility for infant mortality reduction
is not borne by the City alone. The State of Illinois shares this
responsibility, and must make its own concerted efforts to protect
the State's youngest population.

STAT7 OF ILLINOIS

At the state level, the Governor, the Legislature, and the
relevant agencies can and should address the fiscal and economic
factors that hinder care for needy mothers and babies. As a
priority, the State should enact legislation to guarantee the
availability of Medicaid coverage to all eligible pregnant women
(without spenddowr). Recent legislation in this area was far from
adequate because it merely gave the Department of Public Aid the
option to extend such coverage. It was not mandated.

The Department of Public Aid must also closely scrutinize and
monitor the htmtth care services provided via the Medicaid/HMO
program. The Healthy Mothers and Babes Coalition has learned of
many problems with the HMO program, r,iging from unethical
enrollment practices to negligent care of newborns. The failure
of some HMO-effillated hospitals to transfer high-risk infants
to better equipped hospitals is often cited. The Department of
Public Aid has a contract with private carriers to provide this
service; the Department of Public Aid has a fiduciary and moral
obligation to ensure that it gets what it pays for.

The State must also make a real commitment to streamline the
more cumbersome administrative requirements of the WIC program.
Further, the State should provide additional funding to serve a
higher percentage of those eligible for WIC services. This move
could reduce long-term costs associated with low birthweight, the
leading direct cause of infant mortality. Currently, WIC can
serve only 40% of those eligible benefits.

The maturation of the IMRI network has enabled 19 poor
communities to develop neighborhood outreach programs to ensure that
each pregnant woman entered the system on a timely basis. The
IMRI program is off to a good start, We are now at the stage
where this program should be evaluated and expanded to allow for
coordination between the various community programs and with
subsequent medical care providers.
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FEDERAL LEVEL

The potential for the federal government to lead the fight
against infant samtality is great. However, th federal
government shows no signs of living up to its potential.
Legislation such as the Act for Better Child Care (1iodd, D-Conn.),
which would provide states with funds to make child care financial
assistance to working families with incomes up to 115% of a

4 state's median adjusted income, is essential. The current so-
called "Welfare Reform" proposals are, at best, inadequate, and
at worst, repressive and dangerous. It is time for Congress and
the President to get serious about family issues. This is an
issue that should be an integral plank in the platforms of both
major political parties during ths upcoming presidential election.

Chicago is not alone in its battle against infant mortality.
The death of any infant is a tragedy. The chronic illness of a
child is often a preventable sorrow. Near y 13 million American
children younger than 18 arP poor today; nearly one in five
American children live in poverty. These children are at risk. It
is our obligation to protect them.

Thank you for the opportunity to appear before you today.

f"
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Chairman MILLER. Thank you. Thank you very much.
Dr. Edwards, in reading press accounts of some of the problems

of individuals seeking access to prenatal care in Chicago, Mrs. Scott's
story does not sound very vpical. Is her story fairly common in
terms of the time that people would have to give to get access to the
system?

Dr. EDWARDS. Well, I think one of the points that I tried to
make, there is no simple answer. There is no one dimension of the
infant mortality program. What she has said is one of the very
basic elements that should be in any health care program. I want
to again emphasize the fact that infant mortality is not an indica-
tor in itself. It is one of the indicators that the general issues about
health, the general status of health in that community is bad, and
is reflected through the infant mortality program.

Now, certainly I think in any community where you have all of
the elements coming together, you are going to have all of the neg-
ative elements, such as attitudes that even some health-care work-
ers have, working and liv'ng under stressful conditions, you are
going to have all of the elements, the perspective from the infusion
and invasion of the community by drugs, and overadvertisement of
alcohol and smoking. Now in such an environment you have all of
that, in reflecting on the accessibility of care.

Chairman MILLER. I understand that. But given that background
the individuals in that community who are still seeking that care, I
just want to know, and I am not even for the moment beginning to
pass judgment on the system, but it seems to me that from all
accounts, you have a system that is just simply overwhelmed. I am
not passing judgment why someone has to spend 9 to 4 there, but I
know that if you are working in a marginal job, and you have to give
up a day every month or every two weeks, or whatever it is,
depending en the condition of your pregnancy, should you be work-
ing, that there are not many employers that will tolerate that.

Dr. EDWARDS That is true.
Chairman MILLER. And most employers expect you to go to the

doctor, you come back in a couple of hours, and you go back to
work. But if a person has to encounter that. I am told that in other
clinics, if you are going in the evening, just to get a test to see if you
are pregnant, you may wait 7 or 8 hours in the evening just to get
and again, for the moment, I am not passing judgment, because there
are enough fingers being pointed everywhere. I am just trying to
determine where we are in the delivery of the system, and all of the
indications seem to be that here, when you have some of the services
available, those services are overwhelmed.

We had another problem in Springfield, where none of the serv-
ices even existed. But those are two different problems. But this
story is not atypical, is it?

Dr. EDWARDS. I think that isno, indeed. I think that the system
is, indeed, overwhelmed. I think that any time that you have to
take longer than two weeks to get a prenatal place or appointment,
something is wrong. But the best instances in the public sectors,
and even in some of the private sectors, four weeks and six weeks
are not unusual.
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We have developed a system in which we ver7, carefully screen
our patients so that any patients even bordering on high risk can
get an immediate appointment.

But tl. system is overwhelmed with those who must depend on
the public sector for care, and just the numbers themselves are
justgiven the type of care that we think these mothers need, in
terms of just technical care, and what she has emphasized in terms
of humanizing care, we are continuously promoting and developing
that to respond to that. But that is still a problem in many in-
stances and I am not talking about just public. I am talking about
private, too.

Chairman MILLER. Ms. Scott, when you talk to friends of yours,
people in the c :mmunity who may also be pregnant, are their sto-
riestheir encounters with health clinics pretty much the same?

Ms. Sccrrr. The same as mine, yes.
Chairman MILLER. What is their response to that? What are

their feelings about that?
Ms. Scow. Well, that isthere are a lot of young ladies; much

younger than I am that are pregnant today, and that was pregnant
when I was pregnant, and where they would not want to go to the
clinic, because they know that they would have to be therethey
was inexperienced on having children, and they would miss a lot of
their appointments because they know what they had to do to be
there, all day perhaps, and so they would just miss the appoint-
ments. They were young, inexperienced young women.

Chairman MILLER. W. Ards, that is what you see happen? All
these people just fail to show up for their appointments?

Ms. Arms. Not in our clinic.
Chairman MILLER. Not in your clinic?
Ms. Arms. No. Because first of all, if you call today and :my I

need to see a doctor, we take you today. We do not put you off.
And then, too, we do not have all the papers that you normally

have to fill out. You do not have to prove to us that you qualify to
get into our system. So we do not have to challenge credentials. So
they make the appointments, and maintenance is very good.

Chairman MILLER. Did you have something to say to that?
Ms. Sourr. Excuse me. I do not know where your clinic is or any-

thing, but there is probably that the people that a-e coming to her
clinic are in her neighborhood. Ynii know, that makes it easier for
them to get to that clinic.

Ms. Aims. Well, we have people from Gary, IN, from Oak Park,
from Evanston, because we have absolutely no criteria for shutting
people out. YOU would be surprised. They come from all over the
City of Chicago to get there because, they say, that once they get
there that we try very, very hard to show that they are people, and
that is how we respond to them.

Chairman MILLER. Let me just ask you something. You talk
about the dehumanizing aspect of it. Now we make this all too
complicated; there were others that testified this morning that
between the people that have to see that they are qualified for the
services, and the people who qualify themand I am sure that this
is not just the State of Illinoisand the last thing that we are find-
ing outnot out of callousness, but just how we apply the serv-
ices necessary to the pregnant woman, and just get on with it. It
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seems to me that we are so busy trying to figure out which catego-
ry you fit into, that time just keeps working its way on and work-
ing its way on. We heard stories from parents this morning of tre-
mendous lapses of time while people tried to figure out where the
reimbursement was going to come from.

The whole thing seems to be so complicated that it is almost
beyond our belief, and those who encounter that system, I believe.

Ms. Aims. Then you understand, though, you are working with a
population, especially with these young girls, whose education is
not that great. And they are coming in to a system, and you are
saying, okay, these are the things you have to do. I talk with them,
telling them how to get to the bathroom, go down the hall and turn
to your left, they come back and say, where did you say to go?

I mean, you see what I am saying is that that is very, very diffi-
cult for them. And they are probably very frightened to death of
the systems.

Dr. EDWARDS. I do not want you to leave here thinking that the
majority of the patients are that way. The majority of the patients
are not that way. I think that one of the problems that we have is
that it takes a certain amount of time for a physician to see a pa-
tient, unless yJu are going to have a production line. Now, I think
we have to realize that, and you can see any patient who comes in,
is limited to the volume that can permit that. But when you are
seeing huadreds of patients per day, and you are limited with ref-
erence to staffing, and you are insisting upon a certain quality of
care being delivered to that patient, it is going to take time, and
something has to be sacrificed.

One thing that we have helped, we want the patient to receive
what they should receive at each visit, regardless of how many
people are out there waiting. Because it is much better to give a
patient quality care than to just give them a hit and miss, so that
you can say I saw "x" number of patients today.

Chairman MILLER. I am conceding that. I am told that in one of
your hospitals, you have 100 people each day show up for a half
day high risk prenr tal care clinic, and you have got four residents
and an attending physician trying to work their way through those
people and, conceivably, the patient load is high risk, and it is still
three to four weeksagain, I am not passing judgment, but I need to
get some handle on what we have here, and whether we have not
built a system so complicated that wegiven the physician load
that there is a front-end loading here before you ever get to see the
physician.

Dr. EDWARDS. That is true. We have usually, in allocating re-
sources, those individuals who are not laying hands on the patient
are the first to go. But usually you have some deficiency up front.
There is a number of clerks you have answering the telephone, the
number of clerks that you have that are properly trained. The sala-
ries are so low, you are not going to get the quality of workers we
would like to have dealing with these people.

So I think you have to look at the whole system up front, as well
as

Chairman MILLER. That is what we are trying to do here.
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Mr. Duffy, when are you going to core oat with your new regu-
lations on the expanded Medicaid coverage? You have been given
authority by the legislature, is that right?

Mr. DUFFY. That is true.
Chairman MILLER. When is that going to happen?
Mr. DuFF-ir. As soon as I know what level of funding the general

assembly of the State of Illinois is going to give me to fund that
program. Unlike Congress, Mr. Miller, I have to operate within0
available revenues for a given fiscal year.

Chairman MILLER. Did you ask for coverage up to funding to cover
100 percent of the poverty level?

Mr. DUFFY. We are coining up to go through our budgeting proc-
ess, and I will be asking for 100 percent poverty levelfederal pov-
erty level on these individuals.

Chairman MILLER. What do you expect that that is going to cost?
Mr. DUFFY. It is hard to say. I really do not know. There have

been estimates as low as what Mr. Stermer said as $2 million, and
go as high as $30 million.

Chairman MILLER. What is the discrepancy?
Mr. DUFFY. The discrepancy is the population we do not deal

with today. So you do not have valid figures or valid figures
on the numbers of people that will, one, access the service, and
two, the number that will be ....-milable, or will be qualified for the
service.

Chairman MILLER. In other states -ve are told that in those popu-
lations you find people eligible for these services at about the same
random sampling as you would the difference between 50 and 100
percent or 70 and 100 percent of the people randomly spread
throughout these services.

Mr. DUFFY. We believe that probably is consistent. And under
those circumstances, we are looking at probably $10 million in fed-
eral money.

Chairman MILLER. Are you talking about 100 percent of poverty
with the same reimbursement rate as you have today? $450what
do you do in the State? $450, or approximately $450 for a normal
delivery?

Mr. DUFFY. I am talking about coverage up to 100 percent of fed-
eral poverty level.

Chairman MILLER. But would that be the reimbursement rate?
Mr. DuFrt. 100 percent.

a Chairman MILLER. No, that is the population you would cover, but
is the reimbursement rate you are going to the doctor going to
remain $450?

Mr. Dumf. That is correct. At the present time it is $450.
4 Chairman MILLER. With all due respect to your fiscal problems,

there seems to be unanimous agreement that that reimbursement
rate is not going to buy you services any longer.

Mr. DUFFY. Mr. Miller, with all due respect, I do not have the
ability to borrow money from next year, either. I have to use what
I have available this year.

Chairman MILLER. No, but I asked you
Mr. Duffy, when you go to the legislature, you can ask to cover

100 percent of the people at a reimbursement rate that will not get
you the services, or you can ask that the rate should be lifted to
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$500 or $550, or I do not know. I am just asking, are you asking for
both of those?

Mr. DuFFY. That would be the decision of the governor when he
presents his budget sometime in February.

Chairman MILLER. Are you recommending that to him?
Mr. DUFFY. Yes. Mr. Miller, you have to understand something.

As I said before, I can substantially raise tio rates today. That does
not suggest that other physiciansin fact, there is information
that suggests that no new physicians will come into the program.

Until we get a handle on malpractice here in Illinois, the signifi-
cant problem it causes with a number of physicians leaving this
field, you can put a lot more money into the system, but if there is
nobody there to accept the money, and provide those services, it
will not cost me a dime quite frankly, because there is nobody
there to receive it. We need to figure out a way to resolve the mal-
practice problem, and bring the physicians in and address the
higher rates at the same time.

Chairman MILLER. I understand that, but by the same token it
would appear that to do nothing until the malpractice situation is
settled simply means that we are going to deny this coverage to
tl. . poor people in the State of Illinois. The rich people, the work-
ing people with insurance plans, they are going to get their premi-
ums adjusted ten dollars a month, or four dollars a month, or
whatever it is, $100 a month; and they are going to go on and get the
service for their wives, lovers, spouses, or whomever, that become
pregnant.

But poor people are just going to go without this service, and I do
not think that medical malpractice can be the basis of denying
poor people service in this State. And I am sure it is going on in
my state. We are wrestling with the same thing in California. I
mean, is that what you are telling us?

Mr. Dumf. What I am telling you, Mr. Chairman, is that-
Chairman MILLER. That doctors and lawyers are holding poor

people in the state hostage, is that what you are saying?
Mr. Dum. I am not suggesting that doctors are holding poor

people hostage at all.
Chairman Mmtrit. Well, let me suggest it. You are saying that

until you can come together on medical malpractice insurance,
it does not make any sense to raise the premiums. You cannot get a
premium today sufficient to buy the services, so I come back around
the circle.

Mr. DUFFY. Until we get a handle on it, I am afraid that is cor-
rect. I am afraid we are going to have to bring more physicians
into the program so that there is access to quality health care for
individuals. By merely raising the ratesand when I use the word
merely, I am not suggesting that that is a minor issue. It costs a lot
of money. But by merely raising the rates does not i,_ any way sug-
gest that more physicians will come into the program, thereby of-
fering access to individuals for this much-needed service.

And I am notplease do not get me wrong. I am not trying to
defend a practice that I belies," to be correct. What I am suggesting
here is trying to share a problem that all of us have, I think, some
important solving and especially you, as Members of Congress, can
assist us who have been not so successful in addressing the mal-
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practice problem. Perhaps at the federal level you can be of assist-
ance to us. I certainli would seek your assistance to do that.

Chairman MILLER. Mr. Coats?
Mr. COATS. Jennifer, you seem to have developed a model that

works. Certainly people, low income women, travel a substantial
distance, take a quite a bit of time out of their day, at some cost to
get there, because you offer something that the state system does
not offer. You described it as gn attitude of caring, an attitude of
treating women as individuals. I wish you would describe for us a
little bit more of how your program came into being, how it is sup-
ported, and how you think that you might be able to expand what
you are doing, because it appears that this is something that is
working.

Ms. Aims. How our program started, Dr. Eric C. Kast, an inter-
nal physician downtown, responded to the cutbacks which began in
1982. Dr. Kast had a number of patients who were on Medicare
and Medicaid who could no longer get services. And Dr. Kast said,
we cannot do that. We have to continue to see these people, wheth-
er we get paid or not. So what we did is we just rescheduled our fee
scale, and some of these patients we did not even charge.

But then he went a little further. He saw people coming in who
were literally not eating to pay their doctor bills. So he said, we
are not doing enough. Let us take medicine to the community. It is
a dream. He is 72 years old.

So we went out, and we just asked around, if they wanted a free
clinic. And it happens that St. Basil's had a number of illegal His-
panics in the community and no medical care. The pastor there
was very anxious for us to come into that community and provide
that care.

We are staffed by all volunteers. Our physicians come from
Loyola. Michael Reese, Mt. Sinai, support from Mercy, and some
from County Hospital. Our staff. we trained community people, to
run the clinics as coordinators and triage and laboratory techni-
cians we brought the community people together asking if they
wanted us to be there, and they said yes. On that yes, we said, then
you have to participate in the clinic, in running it. You have to
learn a task. And so they had to learn the technical measures, to
count up pills. various things, to be a receptionist. answer phones,
and what have you.

We attempted to provide services work, to insure that the patient
got continuity of care. We carried from our private practice into
the clinic the same one-on-one care. If the patient took an hour, the
patient took an hour. We attempt to match each physician with
seven patients an evening, so we do not have a Cook County situa-
tion where the doctor is overwhelmed. We provide free laboratory,
free pharmaceuticals. We were able to go out and get a tertiary
specialist who said, yeah, we can take patients in our office. For
example, an optometrist will take seven patients per month down-
town on Michigan Avenue. We have surgeons who will do surgery
free of charge. I think that most people want to give, and they are
all part of a system that does not allow them to participate and to
give and to be compassionate.

Our patients sometimc.i come in and sit, and I will say, didn't I
see you last week? But they come back, because of the fact that
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they know that we are accessible. They are not a number. I know
them by name. The doctor knows them by name. They can call at
any time, we have a 24-hour answering service. We are available to
them, to go into a home, and give a call after hours. We are not
someone who is going to be impersonally involved. And so that is
why it works. It works because they know that it is an establish-
ment who cares.

We take time during our triage, taking the vitals, to try to in-
struct them on I. ipertension and diabetes. We try to speak to the
young girls abou birth control the dangers, about choices. Those
are the things that you have to do. But it takes time. You cannot
expect success on a conveyor belt. It cannot be done.

And many times it taker a lot longer with one case than with
another. We are in a community that is high risk cancer. And I
have to say it. Health education is not for them. They have very
little in terms of being able to say I can do this for myself. If I have
a diabetic, we have to teach them to inject insulin. But it gives
them a sense of being part of their medical care.

We explain the medications to them. What they are for. What
happens if there are any adverse conditions. And they are able to
come back to us and say, hey, this does not work. They are able to
say, I am not quite sure that is the test I want, or why are the tests
being given.

We do not want anyone to walk away feeling that we are just
dispensing medicine as if it is an industry. We are not an industry.

Mr. COATS. Who pays for the lab work and the blood tests? There
has to be some costs. There is a tremendous amount of volunteer
support, but how is that part funded?

Ms. Awns. My budget last year was $17,000, and we saw over
8,000 patients.

Mr. COATS. Just a minute, I want to write that down.
Ms. ARTIS. Well, I have to thank the City of Chicago, th y do an

enormous part of our medical in supplying laboratory !sts and
supplies. They do the diagnostic,Through Michael Reese Hospi-
tal, we have made arrangements that they do therapeutic laborato-
ry work at a 40 percent discount. Reese gives us all of our x-rays
free of charge. So our biggest bill are medicines.

Mr. COATS. Let me ask you this. We have to go back to Washing-
ton, and P number of the panelists here spoke about we need more
money fo this, that and so forth. We need to provide an adequate
level of public assistance. But what we have seen is that often no
matter how much we provide, we miss out on two of the three es-
sential elements that Dr. Edwards talked about. Because you said
there are three problems here. Some of the things that you are get-
ting at have to do with lifestyle and socioeconomic systems that in-
stitutionalized programs do not seem to get to. And I think that
the mistake in making the argument that we need more money for
this or whatever, is that no matter how much money we provide,
our facilities provide, if we do not provide those other essential ele-
ments, or deal with those other essential elements, we are never
going to really get at the problem. And so, v. hat would you recom-
mend to us, in terms of injecting those elements that you provide
into institutionalized programs?

C5



61

What would you do? What would you tell us to do? What would
you do if you were expanding? How would you expand this concept.

Ms. Awns. What I would do if I had an opportunity, would be to
establish smaller community-based clinics. Because people go to
what is close and what is familiar. And you are trying to get the
community to participate in their own care. For example, we
needed a diet for a a diabetic. We contacted a hospital for an ap-
propriate diet, but in the community, the diet is not going to work.
Because in that kind of store, they are not going to have fresh
vegetables and fruit. It is too hard for the person to pay for. And
that diabetic has always had fatback and greens in his diet, it is
not relevant. But if you can get a group of community people to-
gether, they will say, what are we going to do? We have got a die-
betic, let us work out a diet.

We should see results. They will invite each other to talk and
identify health issues that alect them. You have viable programs
so that they will come together because it is for their health, and
they will want to do it.

You cannot conquer their fear with I am the doctor, I am the
medical specialist. It does not work that way.

I would establish preventative programs. You would be surprised
that a mother with a baby with a fever of 103 at 11 shows up at
our clinic at night. Where has she been all day long? You are going
to have to educate her as to what she can do to bring that temp
down. Because she is not going to take the baby to an emergency
room. Because it is too far. So it is simple. Provide her with other
mothers. Someone in the small community.

Now, we are talking basics, and you are talking about money.
We can get it to them, but not at the level where it would make a
Dig difference.

If you cannot get people involved in taking care of their own
health, all the money in the world is not going to work, because
they still are outside of themselves.

Mr. COATS. Thank you for your response to that question.
Emma, you said in your testimony that you described a really

unfortunate experience with your first child. You said, "I am really
glad I was able to have the baby someplace else". What did you do
with the last baby that you did not do with the first four? What
was available to jou?

Ms. Scow. Well, ray first baby was born in North Carolina. Jack-
sonville, NC. My husband was in the military at the time, so I had
the baby cn a military base. My second baby I had at Michaelis
Hospital. I was on public aid at the time, and I had a private medi-
cal roomnot a private room, but just me and another patient was
in the room. I had my own bathroom. And that is what I mean by
having it in a nicer place.

Mr. COATS. And so this child you were talking about was at a
time in your life when there was not any--

Ms. Scary. There was no--
Mr. COATS. No military assistance or public assistance at that

time.
Ms. Scow. My life is still that way. And I can understand that

the Department of Public Aid gave me a medical card to pay my
medical bills at the Cook County Hospital once my baby was born,
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but they would not give me a medical card so that I could go to any
hospital before my baby was born.

Chairman MILLER. Mr. Durbin?
Mr. DURBIN. Director, Duffy, this morning in Springfield we had

a number of witnesses and doctors testify, and I might have to tell
you candidly, but I think they might disagree with your conclusion.
That the difficulty we face with infant mortality has a lot to do
with the fewer physicians and providers that are available. I can
see that the malpractice crisis is putting a crunch on it. Even in
Springfield, two obstetricians have dropped out of practice. But
that still leaves us with about 20 to 22 obstetricians in the commu-
nity. Only seven of them will accept Medicaid patients or unin-
sured patients. When we asked the doctors for the reasons why
they would not accept them, malpractice was mentioned, but it was
mentioned in the general context of their practice. They had to
raise everyone's charges in order to come up with tLe compensa-
tion needed to pay the new higher premiums.

But they did say, and I think it was very clear, that the level of
Medicaid reimbursement now coming through our Department of
Public Aid in Illinois is just too low to compensate them. It is about
a third of what they charge other patients. I think you addressed
this in your testimony that you are trying to improve the situation,
but clearly it still presents a problem.

The spend down figures, which the Department is applying are
unrealistic. They are falling on people who would make somewhere
around $1,200 a month gross salary to spend down about $1,400
every two or three months, which is impossible, for a family of six,
which is the example that was given this morning.

They talked about cross-referrals, where a doctor might, in fact,
see one of the patients under their care go off to another doctor for
a cold, w:oleduring the pregnancy, and that would be deducted
from the amount they receive from Public Aid. And finally, they
said that the actual reimbursement that they are receiving from
the Department of Public Aid just is not making it.

So while I sympathize with you on your comments about mal-
practice, I really think one of the bottom lines we heard this morn-
ing is that until the level of reimburs lent reaches a point where
Mrs. Scott and others are in the mainstream of care, then they are
going to keep running into the roadblocks that are being thrown at .
them.

Mr. DUFFY. Mr. Chairman, I cannot sit here and argue with you
and suggest that $450 is enough to cover a physician's cost at the
present time, to provide OB or gynecological care at the present ..
time. I am not so foolish as to think that anyone is going to believe
that.

Some of the issues you raised is with regard to cross-over care. I
have issued the change in the rule so that it no longer applies--

Mr. DURBIN. Good.
Mr. DUFFY. So that if, in fact, an individual who was receiving

OB care happens to have another medical problem, that problem
will be paid for separately, rather than part of the OB care. That
was an old rule that needed to be changed, and I took the appropri-
ate action to do it.
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Mr. DURBIN. Is it true that you compensate for C-sections $75
over the regular care?

Mr. DUFFY. I know it is something around $75.
Mr. DURBIA; And the ordinary charge is about $500 for a private

patient?
Mr. DUFFY. $16 --
Mr. DURBIN. I am talking about add-on, to the regular delivery?

That is the testimony that we got this morning, too. It just seems
to me that it is unrealistic. The compensation levels are not going
to attract doctors to bring in mothers who are on welfare or unin-
sured. There is just no way they are going to be brought in with
that level of reimbursement.

Mr. DUFFY. Mr. Durbin, as I said before, I understand that. We
recognize the responsibilty to increase access, to provide better care
and better services to the individual. But you have to have the
available resources to do that. And believe me that is a priority.
We will work on the priority.

Mr. DURBIN. Well, I might add that being a resident of Illinois as
some of tk, here are, we are very aware that Governor Thompson
went to the legislature and asked for a tax increase. And I am sure
if he had been successful, our discussion would be different here
this afternoon.

It is very clear to me that that is part of the problem you face
and will continue to face until it is resolved. It is true, too, that we
are dealing with a deficit in Washington, one that we are trying to
pare down, but still is pretty illusive. But when we do things like
enact the optional Medicaid expansion provision in SOBRA, we
were willing to pony up half the cost. The Federal Government
said, we will pay half of it. Come on, State of Illinois, join us. And
about 24 States have joined us, but the State of Illinois has not.

Mr. DUFFY. Yet.
Mr. DURBIN. Yet. But for you to suggest we have to wait another

year, when we are living in the state with the highest infant mor-
tality rate in the northern portion of this Country, that is a little
unsettling. We are truly going to lose lives while we wait. And I
think that was the testimony of the witnesses here in terms of
what this costs. The actual cost of inaction is going to be stillborn,
babies born with diseases and disabilities, which are going to cost
us for the child's lifetime.

Mr. Dui n% How do you react to that, Congressman?
Mr. DURBIN. I am waiting.
Mr. DUFFY. Would you like me to say something to the group out

here, orfrankly the hardest thing isI agree with you. I cannot
argue those points. I am not going to attempt to argue those points.

The bottom line is yes, as Congress has the legislation, I agree. It
makes absolute sense to get to the very heart of thattwo reasons.
One, it is probably the most humane and most reasonable thing to
do from the respect of caring about our fellow human beings. But
from the second perspective of Mr. Stermer and everybody else
who has testified here today, the obvious costs are going to be sub-
stantially lower in terms of caring for individuals who are develop-
mentally disabled, or who have some other problems as a result of
having no access to health care. And we will move in that direc-
tion.
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I just do not have the ability to implement a new program today
that I have not got the money to fund. The State constitution is not
allowing me to do that. We sit in Springfield for two or three
months, and use every available reason and plea to raise additional
finances for this department, to fund these programs. They cut my
budget. And the Illinois Senate, by over $300 million in medical
programs alone for the upcoming year. I will leave this fiscal year
with over $400 million in medical debt. Delaying payment? You are
absolutely right. And it is going to get worse. I do not have the
ability to go forward with it until such time as they give me the
resources. I would love to pass it. I woo! -I love to implement it. But
when I do, I have got to figure out a way to pay for them.

And until such time as we can all work as a unit, and say yes,
and move toward that to resolve these problems, then I am afraid I
cannot cover these programs

I am not giving you excuses. I am giving you the reasons I
cannot do it.

Mr. DURBIN. Dr. Edwards, is it correct that Cook County Hospital
is the only hospital taking nonpaying prenatal patients in the City?

Dr. EDWARDS. No, indeed. I mentioned our Partnership in Help
Program, in which we have signed contracts with a number of hos-
pitals that relate to our help centers, and these hospitals will,
indeed, accept patients from us and will attempt to obtain some
third party payers, and if they are not successful, and we come in
with their minimum fee and pay that.

And also, they will accept non-maternal patients who have no
source of r ayment. So we are beginning to improve the system
through the Partnership program, and v e hope to extend it. And
we are beginning to place the patients in the neighborhood, as this
young lady said, is a very key part.

Mr. DURBIN. Do these hospitals also take high risk patients?
Dr. EDWARDS. No.
Mr. DURBIN. Cook County iq the only hospital that does?
Dr. EDWARDS. No. There are b,.-veral others.
Mr. DURBIN. Nonpaying patients?
Dr. EDWARDS. The high risk patients who were financially

takenuntil this year were financed by the perinatal system fi-
nanced through the State. And that reimbursement, as I indicate
in my written testimony, was not sufficient in many instances to
receive these patients. And so, Cook County receives other pay. The
bulk of these patients. Some of these patients are, indeed, trans-
ferred from perinatal centers to Cook County hospital.

Mr. DURBIN. Mrs. Scott, did you say that you were classified a
high-risk pregnancy with one of your children?

Ms. Scow. Yes.
Mr. DURBIN. At Cook County Hospital?
Ms. Scow. Yes.
Mr. DURBIN. Is it your testimony that it took a month?
Ms. Scow. For my first appointment, yes.
Mr. DURBIN. And at what stage of your pregnancy were you?
Ms. Scow. I would say about eight weeks pregnant when I made

that appointment.
Mr. DURBIT Doctor, do you think that is an acceptable period of

time to wait?
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Dr. Edward. I think I saidI said in my testimor y that it cer-
tainly is not. And we frown very heavily upon that.

I think here again, and I was at Cook County for a number of
years, the system is overwhelmed for the physicians and the
number of patients seeking progres' or care. There was an attempt
to triage those patients so that those who were high-risk did not
have to wait a month, but I am sure in some instances that could
have happened.

Mr. DURBIN. Thank you very much, sir.
Mr. HASTERT. Thank you, Mr. Chairman.
I first avant to respond tomake a comment to youyour pro-

gram, and I hate to pass this off. You said you hadwe sit here in
a ...hair, and we sit on a Committee, and Mr. Duffy said he asked
for money, and he said he had a problem, it was tough, because
when you talk about money, you say, well, we match this federal
program and we make it happen, but what do we cut" Do we cut
out elementary programs or higher education, or s, iences of the
'80's or where? It is not a fun business sometimes to make those
decisions.

But you are talking about a programhow many people do you
treat in a year? About 12,000 people?

Ms. Aims. Yes. We treat about 8,000 people. We have 8,000 pa-
tients on the rolls.

Mr. HASTERT. At a time. In the sense, right? And you had a
budget of $17,000?

Last year. I think we can take a lesson from you to tell you the
truth. But as for the present, I think the point is that we are talk-
ing about dollars and increase, and you are talking about an ele-
ment that is not measured in dollars and cents. And I am not sure
how we get what we are talking about to what you are talking
about. It is difficult. And it takes a special type of people.

Let me just ask you a couple of practical questions, and then we
will move on.

We heard this morning that children that areor mothers who
are workingan underclass, poverty level, certainly have high
risks. I think all of this here can prove that out. People, specially
in the big cities and downstate Illinois, among the Black popula-
tion, and Hispanic population are even in greater peril or risk. And
the child,-en that they have certainly in the prr:ess of birth, that
the risk of those childrenthey are underweight, they die, they nre
going o have risks, deformities, that r -e very expensive.

Yot, are willing to volunteer your time. Do you have any insur-
ance? Do you have anydo you have any protection against some-
body coming back at you on a legal basis?

Ms. Aims. Yes. We went to Michael Reese Hospital, legal depart-
ment, and they said as long as we do not accept any money, we fall
into the coverage of the Good Samaritan Actbecause the patients
would have to prove that we intended to harm them. And to date,
we have not had any patients sue in that way.

Mr. HASTERT. That is the relative piece of legislation that is
passed now.

Ms. ARTIS. Right.
Mr. HASTERT. :1uite simply, then.
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How can youhow can we appeal to more people to do things
like thatyour organization? Is there an incentive that you use for
these doctors to say, hey, maybe the best way to do this is to give
some things free and alleviate the problem for everybody.

Ms. Awns. Most of our doctors cay that the clinic allows them
the opportunity to practice medicine, whereas in most of the hospi-
tals they are not allowed to do that. Because the rules are in place,
and in some of the rules, you must see a patient in 15 minutes.
You have to get them out of there. It is a cost containment pro-
gram. In the HMO, move them through.

Here, they do not have those constraints, and they have time to
see who the person is that they are working with.

Mi. HASTERT. Let me throw something out. Maybe I am way off
base and should not be talking about same of these things, but is
there an incentive that you give people? Do you give tax credits or
something like that for volunteering time?

Ms. Awns. Most definitely. You have to understand. We run four
nights week, Monday through Thursday. Monday nights have the
same doctors. Tuesday nights have a different set of doctors, but it
is the same doctors every Tuesday night. And I do not have to pick
up a phone to ask them to come. I do not have to ask the -olun-
teers, if they are coming in. They are there because they want to
be there. Because they really feel that they are doing something,
and a tax incentive, or something would certainly help us out. I
think it would get .is more doctors, because we are certainlywe
need the doctors.

Mr. HASTERT. I appreciate the time, and it is very creative. A
breath of fresh air, some of the things you are doing.

Mr. Duffy, en your testimony, and I want to touch this one more
time about malpractice insurance, and the support system in the
State of Illinois and you made a point. I just want to ask you one
more question cn that.

It seemed from the testimony that we had this morning that we
givethe doctor receives $1,000 to deliver a baby. We had testimo-
nies that some doctors in the State of Illinois said that $1,000 and
that is all the business before and whatever happens afterward for
whatever period of time. You art, given the $450 if there are no
complications. Do you see it that the expense of doctorsit was
your testimony this morning too, thatdo you see the doctors in
their trade that office expenses and insurance costs are $200 to
$300 per patient, and they have to do a lot more tests, and it is
more expensive to deliver a baby than it used to be. They do ultra-
sound, but we did not have ultrasound 15 years ago, as they said.
They are doing one or two or three. And they give tests for all
kinds of consolations. They have to do these things to make
moneythere are money making quarterbacks out there who are
willing to take them to Court. Do you see ways that the system
could be fixed so that number one, maybe we can hold costs where
they are, aril number two, we do not have to have doctors over-
pi actice reedicine?

Mr. Dum. Well, Mr. Hastert, I think that probably what they
were referring toand I was not there, and I apologize, but the
problemprobably what they were referring to was the issue of
physicie-s attempting to overcompensate for the number of suits
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that they get themselves involved in on an annual basis as a result
of allegations of malpractice. And what their attorneys have told
them to do, outside of the bounds of good medical practice, al-
though it is not bad medical practice, but outside the bounds is to
go beyond what one would typically consider to be good care in
order to protect yourself through that pregnancy, or through that
delivery of care, so that you can establish a defense at the end in
case there is a malpractice claim.

In other words, you spend a lot more money throughout that
care because you are attempting to provide some sort of a defense
for yourself at the end.

Certainly, it would be much less costly for physicians if they did
not have to do those things. In situations where it is a high risk
pregnancy, it makes absolute sense to do those things. In fact, of-
tentimes go beyond those things.

I think the key hero is for some reason we have gotten beyond
what the doctor is there for. I mean, look at the number of mal-
practice claims that are filed annually. There are frivolous mal-
practice claims that are filed annually. Each time one of those is
filed, it costs that physician enormous amounts of money, both to
defend him or herself, as well as in their malpractice rate because
of the number of claims they have against themselves. It is a
system that is cyclical and eats upon itself, and frankly, until such
time as we get a handle on it, even if I were to raise the rates, I
will take you down to areas in Southern Illinois, Congressman,
where not one more physician is going tr. enter into the program.

The basis behind the Medicaid program, and if you were in Con-
gress b'ck when it was passed, and I believe you were, at least
pieces of it were passed, was to provide access to the mainstream
health care system for the indigent. Those that qualified under the
Medicaid program. Not to create Medicaid physicians, but to give
those indiviluals opportunities to go into go to the same physi-
cians that those with third-party coverage and their own coverage
provided.

In Southern Illinois, specifically, down in the area of Congrt is-
man Durbin, where you do not have such a high concentration of
population, physicians cannot afford to be public-aid only physi-
cians like we have here in Chicago. When they drop out of the
system, they do not just drop Medicaid, they drop entirely out of
the system and go to Indiana, where the rates are probably one-
ouF rter to one-fifth what they are here in Illinois, where in some
other state where it is much easier to practice.

It is a serious problem. A very serious problem. We have raised
our physician rates, believe it or not, to the $450 level in the past 4
or 5 years. It has actually mirrored inflation in Illinois. We did not
come in and establish this problem. We have inherited it. I mean,
every year we have put more money into the system, with the ex-
clusion of this year, of course, since we did not get the revenue. But
until such time as we get a handle on both, we are not going to
resolve this problem.

Mr. HASTERT. Thank you.
Mr. Stermer, it is gcod to see you again. I do not know how many

years it has been. And I know you are trying to put together a
number of solutions to the problems. First of all, let me ask you a
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question. You are in the Voice of the Children. Do you see a reality
in terms of the bureaucracy and public aid, and the system and all
the problems, and the solution to the problems that Ms. Artis was
talking aboutdo you see any real ground? Do you see any way we
can get from A to B; is it possible?

Mr. SIERMER. I think that we need to address the many problems
that Director Duffy alludes to. Jne of the things that I think that
Congress is grappling with is the possibility of completely decou-
pling welfare from medical services so that we can get away from
what Ms. Artis is talking about. People go in and are deluged with
paperwork because we have to really go after the income guide-
lines, whether we are in 100 percent of poverty or the current 133
percent of AFDC that we do.

I think we need to just say that pregnancy is something that we
care so much about that we are going to provide public financing
for pregnancy-related services. That does not completely address
the middle ground but I think that is one thing that we have got to
get to, because I think that there certainly is the administrative
costs of a lot of the red tape problem.

Congress, I think, has grappled with whether a pregnancy per se
ought to be a category for medical services. And I think both Con-
gress and state legislatures ought to think about that, because of
he outlying costs of not doing that.

But is there a middle ground? I think Director Duffy talks about
not just how we treat people, as Ms. Artis talks about, but how we
treat providers, and I do think that the questions of malpractice
have to be addressed along with the reimbursement and along with
the eligibility for people. I think all three of those things are im-
portant.

Mr. HASTERT. Thank you. Thank you, Mr. Chairman.
Chairman MILLER. Mr. Hayes.
Mr. HAYES. Thank you, Mr. Chairman. I will be very, very brief.

I recognize the time c lstraints that you are operating under, and
I am sorry to be barging in here. I want to say to Ms. Jennifer that
you raise a dimension that I think is really a factor that we have
to consider. We are dealing with human beings, both the mother
and the child here. If you recognize that, I think this is a big step
in the right direction. And Dr. Edwards, I know you know that.

I think we have to first approach it from the point of view that
this is an issue that is non-Partisan.

When you talk about Parents Too Soon, as you do in your sizte-
ment, Mr. Duffy, this is one :-...f thic major contributing factors to the
whole issue of drop-outs that we are trying to deal with when we
talk about the issue of education. Young mothers are dropping out
of school because they become pregnant. I hope we can get the leg-
islation, and I hope we can get the kind of support we need to get
it passed to aeal with this problem. The high-risk students who
drop out of school because they become pregnant, try to get them
back in once the baby is born. But then there becomes a problem of
how you care for that babythat child.

The State of Illinois has committed to spend, in your statement,
$13.5 mil:ion during the fiscal year of 1988 for this Parents Too
Soon program which makes it one of the most generously support-
ed programs of its kind in the Country. Now, if you could just brief-
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ly tell me what is the method of distribution of those funds? Hcw
might I expect to get some of his in my area, the first Congression-
al District, which is predominantly Black. This is where we have a
great problem on the question of parents too soon. You know, Teen-, age pregnancy. How is this mc_iey going to be distributed? How is
Chicago going to make sure it gets its share?

Mr. Dint. Do you want me to respond to that?
Mr. HAYES. Please, if you will.
Mr. DUFFY. For the most part, most of the money that we spend

on the Parents Too Soon program is done with the partnership of
the City of Chicago, in which we take their needs, and try to identi-
fy community agencies that are most involved with preventive
effort toward stopping kids from having kids. I cannot tell you the
exact location of these programs, although we do havefor exam-
ple, in two of the high schools, we have clinics which we made a
clause to come under some controversy recently, that are part of
that program that are working toward the reduction of kids having
kids, along with the community and under their guidance.

I would be more than happy to provide you with a list of the fa-
cilitiesthe organizations in your area that are presently a part of
the partnership of Parents Too Soon.

Mr. HAYES. Dr. Edwards, you mentioned the fact that Chicago,
all we have got to do is ask. Do I see you first?

Dr. EDWARDS. No. Not the Department of Health. No. We cooper-
ate in that program, but we do not lead in it.

Mr. HAYES. You may need to supply me with that list of loca-
tions.

Mr. Dunn. I would be happy toagain, I need to state that we
do not fund the City to do it. We work along with the City to iden-
tify community organizations. We would rather spend money on
the programs, Mr. Hayes, than put it in the governmental agency,
and the city is working along with us to choose the right organiza-
tions to help deliver that program.

Mr. HAYES. A lot of these funds usually get lost in administrative
costs, you know, rather than programmatic costs.

Mr. Dunn. We are very pleased with our relatio _ship with the
City and how they administer dollars as they were to go through
the City. This is one of those programs that do not go through the
City, although we do, as I said, work with them in a partnershipa
cooperative partnership to ensure the organizations that we do fi-
nance or fund are providing the necessary services.

Mr. HAYES. Thank you, Mr. Chairman.
Chairman MILLER. Thank you. Thank you very much for your

testimony this afternoon, and the help you have provided the Com-
mittee. We appreciate it.

The next panel that the Committee will hear from will be made
up of Gertrude Washington, who is Project Director of the Austin
Infant Mortality Network; Maria Brown, the Chief Resident/Fellow
of Cook County Hospital; William Weigel, who is an ostetrician;
Eugene Perkins, who is a Social Services Director in Chicago; and
Carmen Velasquez, who is a Board Member of Project Alivio in
Chicago.

We will include your written statements in the record in their
entirety. You may proceed in the manner in which you are the
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most comfortable. I am informed that we are going to have to vacate
this facility in about 45 minutes, and so the extent to which you can
summarize your statement, we will appreciate it

So, Ms. Washington, we will start with you.

STATEMENT OF GERTRUDE WASHINGTON, PROJECT DIRECTOR,
AUSTIN INFANT MORTALITY NETWORK; CONVENOR, CHICAGO
COUNCIL ON THE INFANT MORTALITY REDUCTION INITIATIVE,
CHICAGO, IL

Ms. WASHINGTON. Thank you, Congressman. I am more than
glad to be here, and I am also glad of your agreement not to go
over my written statement. Because as I sat through I started
changing my statement, and I recognize that even though much of
this Nation is getting there, it talks about the ten networking
agencies that are here, and whom I represent, one of the things
that we need to make sure is acknowledged and understand is that
much of what Jennifer Artis' has spoken of, we are part of the
community resources, and we address and identify and work with
community people.

We recognize that community people know what they are talking
about, but they do not always have the answers. And even some-
times when they have the answers, they do not have the funding.
And through the community networks, much of our efforts in the
first year have been focused on making sure that we put a bridge
between the social services or the health services, and how to get
people to access those services.

Our uniqueness is we have, over the year, found out that we do
not know all that we need to know about who is receiving what
funding where. And many times agencies that are federally funded,
state funded, some of the different agencies do not acknowledge or
recognize us, meaning the Infant Mortality Networks as being a
viable network of services whom they need to utilize.

We have, through each of our networks, resources. Community
hospiLls, community social services agencies, community pools,
community employment training programs which we have been
working wit', to begin to recognize if there is a problem how they
can come through our system and make sure the client receives all
the services they need.

Because there has not been a clear linkage in the city and us in
the local community, we continue to battle. But I think we have
made great strides. I heard earlier the statement and discussion
around physicians in the City of Chicago and the State of Illinois,
and who was providing what services.

I would like to state that we have found, and particularly, I want
to say that I have found in our communities that we are having
problems with doctors who are not on hospital they do not have
hospital privileges. And therefore, nur clients go to those physi-
cians, they see them, they think that they are accessing quality
health care throughout their pregnancy only to find out at delivery
as they go to the emergency room that there is no doctor there to
attend to them.
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What happens is that we then receive information on the prob-
lems that are incurred through the hospital themselves. And in my
pal titular community, in Austin, there is no High Risk Hospital.
St. Anne's is the only hospital that is really acc voible. Austin is
four miles long. Much like many of the other communitiesthe 19
other community areas, the large vast community populations that
do not have high risk hospitals to provide services for those clients.
As a result of that, those clients then end up being discharged from
the hospital and getting back into the system after they have deliv-
ered, and after they have encountered a number of problems. I do
not know yet all of the answers. We do, naturally have recommen-
dations in terms of what we think should happen.

And one of the things is that we think we need to get a handle
on v,:lo is providing what kind of OB, obstetrician services to the
clients within any community area. We also need to have some
way of being able to say that those doctors are not able to just uti-
lize all of their patients, medical payments up during their time
period and then we reimburse at the rate that is best. Rather than
the rate is too high or too low, we now have people that are just
basically abusing the services out there for the hospitals to the
physicians.

Other than that, I think that wl have identified through the net-
works themselves, we have some continuing problems that we per-
ceive as needs. And one is funding. And we all know that, funding
is important for any program to operate. Unfortunately, unlike Ms.
Attie program, we do not have total volunteers. All of our agencies
that work with the programs are volunteering a percentage of
their time because we are not able to reimburse them at a rate
that they would normally be reimbursed at. But we need to make
sure that the funding level is kept at such so that there is an ongo-
ing quality assurance .round case management of those clients
that have been identified, and providing them with the health serv-
ices as well as the social services that they need.

We also recognize that there needs to be a development of strate-
gies to address the socioeconomic barriers that impact infant mor-
tality and infant morbidity. Not only are we finding that there is a
need for regular health care, but how do we as a community net-
work address the issues of housing? How do we address the issues
of unemployment? Because we recognize that many times the level
of the clients that we are working with are not high school gradu-
ates, but they need some kind of assure 'Ices, some kind of mecha-
nism that will ensure them that they will be able to raise the level
o' their lives for their children.

And I do not think that any of the clients that we see want their
children not to do better than they have done. I am asking that
this Committee look not only at this report that we have submit-
ted, but as you go back to Washington, call us sometimes. We do
not mind giving you input in terms of what is happening in our
community. And I agree, you need the humanistic point of what is
happening out there as the service providers, not the bureaucratic
parts of it. But we, as service providers, we work with the politi-
cians.

We work with the community people, we work with the physi-
cians, and the hospitals, and so therefore we need to know tha: you
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are willing to call and give us some feedback when we write those
:nions.
Thank you.
!Prepared statement of Gertrude Washington follows:]

01 P-I
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PREPARED STATEMENT OF GLRTRUDE WASHINGTON, PROJECT DIRECTOR, AUSTIN
INFANT MORTALITY Nrrwotoc; CONVENOR, CHICAGO COUNCIL ON THE INFANT MOR-
TALITY REDUCTION INITIATIVE, CHICAGO, IL

Glad afternoon. My name is Gertrude Washington. I am the Project
nireccor of the Austin Infant Mortality Network, Habilitative Systems,
Inc., 4958 W. Madison, Chicago. I am submitting this testimony today
as the Convenor of the Council on IMRI which consists of Project
nirectors and Advisory Board Chairpersons from the Chicago Families
:Ith a Future funded projects.

There are ten Families with a Future projects in Chicago: Englewood
Quality of Life Network; North Lawndale Network; East Garfield
Network; Austin Infant Mortality Network (AIM'N); Family Life
Organization; Southside Infant Health Network; Humboldt Park; Westside
Futures; West Garfield Network; and Visions for Life Network. The
Lead agency for these network is the Chicago Department of Health.

The infant mortality rate in these communities in 1985 was 22.0 deaths
per 1,000 live births, 33% higher than the infant mortality rate for
all Chicago's residents. These communities accounted for half the
infant deaths in Chicago in 1984, even though they represent only 19
of the 77 (25%) of the communities in the City. Infant deaths totaled
434 in these 19 communities in 1985 out of 896 deaths in all of
Chicago.

Betwen 1982 and the close of 1984, Chicago's infant mortality rate
declined at a race twice as fast as the nation and 30 percent better
that the State of Illinois. The rate in 1984 reached an all-time low
of 16.4. This means that in Chicaoo we now are saving three more
babies a week than we did in 1982. The new rate, established in 1985,
is 16.5 deaths for every 1,000 births, suggesting a leveling off in
the decline.

The rate for blacks (22.4) is about twice that for whites (11.3).
Data suggests that the high incidence of low birthweight babies (under
5 pounds) among blacks is responsible for this difference. Although
only 10.1% of all babies born to Chicago residents were of low
birthweight in 1985, this group accounted for almost 70% of all infant
deaths. In 1985, the risk of low birthweight among blacks (14.4) was
more than two times greater than among whites (6.1).

Data indicates that five Illinois cities now have higher infant
mortality rates than Chicago: Chicago Heights, East St. Louis,
Harvey, Kankakee and Waukegan. The overall state rate for 1985 wass
11.6. Since the mid-sixties, Chicago has held the unfortunate dis-
tinction of having one of the highest infant mortality rates in the
nation. Using 1984 data, Chicago's rate is over 50% higher than the
national rate of 10.6. Its rate of 16.4 compares as follows:
Washington, D.C., 21.2; Detroit, 20.8; Atlanta, 19.3; and Clevland,
16.8.
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economic barriers impact infant mortality and morbidity.
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Chairman MILLER. Thank you. Dr. Brown.

STATEMENT OF MARIA I. BROWN, D.O., CHIEF RESIDENT,
FELLOW; DEPARTMENT OF FAMILY PRACTICE, COOK COUNTY
HOSPITAL, CHICAGO, IL

Dr. BROWN. Good afternoon. First, let me tell you that I Fpeak
today of my personal experiences. I am not authorized to be a rep-
resentative of Cook County Hospital.

Let me then tell you a little about who I am. I was born to unin-
sured parents in the City of Chicago at a time when $200 covered
the cost of prenatal care and a private hospital allowed my mother
to be admitted.

Today, I am a Board-certified family physician at Cook County
Hospital, where I also completed my residency. As a comprehensive
provid r of health care services, I often encounter pregnant pa-
tients. My patients are the urban poor. Many are young and do not
receive prenatal care until late in their pregnancy. They are at
high risk for having low birthweight infants, just by nature of their
socioeconomic status.

Let me tell you about three of my patients who are typical of the
pregnant women I care for. Their names are changed, but their sto-
ries contain the essence of what the needs are here in Cook
County.

Mary was a 14-year-old who first appeared in my clinic on a busy
afternoon, in her 28th week of pregnancy. She had received no
medical care, and was terrified to tell her family about her condi-
tion. Later she told us a family member was the father of her
child She was withdrawn and frightened beyond words. In a very
limited time available, I began her prenatal work-up. She vanished
for seven weeks, during which time I phoned her home over a
dozen times, often speaking to a variety of angry family members.

When she did return to the clinic, she spoke haltingly with a
very overworked health educator and me about her history of phys-
ical and sexual abuse. Through the untiring efforts, and I do mean
untiring, she worked well beyond the 9 to 5 day, weekends, person-
al time, our health educator in the Department of Health and
Family Services, she was placed in the home of an aunt and en-
rolled for counseling for both abuse and teen parenthood. She de-
livered her infant and completed the eighth grade.

Mary is a success, and I think the will continue to be, but she
needs ongoing, accessible care from trusod providers. I think of
her often, and I wonder how many young ladies just like her are
falling through the cracks of an overloaded system. She is not
unique, either in terns of her need or her courage.

Sue was a mildly retarded mother of three, each of whom was
born 11 months apart. She can neither read nor write, but this is
not immediately apparent to the observer as she is quite socially
skilled. Her eldest two children were sporadically attending my
clinic when she discovered she was pregnant again. Her husband is
employed as a fast-food worker, and they have no insurance.

Sue has a history of premature deliveries in the past, and at the
time of her last delivery, she did not tell anybody she was having

so



76

contractions, although she was on the ward, hospitalized for pre-
eclampsia, until the delivery was imminent.

During her pregnancy, a truly herculean effort was undertaken
by our clerical staff to ensure that if she did appear in clinic, she
would be seen by someone even if she could not elucidate what her
needs were or why she was there. Her pregnancy was quite stormy.
It was complicated by premature labor, poor weight gain, and infec-
tion.

Beth is a 27-year-old woman who travels one hour or more on
public transportation to receive free care in my clinic. She works
full-time as a waitress, and has no medical insurance and does not
qualify for public aid.

She worked up until the day of her delivery, at which time she
took two buses and a subway, during rush hour, to Cook County
Hospital. During her pregnancy, she had a difficult time with her
employer, as he objected to the amount of time she needed to spend
coming to and waiting all day in my clinic. This frequently resulted
in missed appointments.

Four weeks after the delivery of her infant, she was again work-
ing full time to support her young son, for whom she has many as-
pirations.

Gentlemen, thank you for your attention to rty testimony. I am
just one physician in a huge system, and there are thousands of
stories. The need is great. The resoui ces are spar;.,;. Let us not
blame the victims for this, but let us work together to improve life
at its start for all our citizens.

[Prepared statement of Maria Brown, D.O., follows:]
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PREPARED STATEMENT OF MARIA I BROWN, D 0 , CHIEF RESIDENT/FELLOW;
DEPARTMENT OF FAMILY PRACTICE, COOK COUNTY HOSPITAL, CHICAGO, IL

Good afternc'n, ladies and gentlemen. Let me tell you a

little about who I am. I was born to uninsured parents in

Chicago at a time when $200.00 covered the cost of prenatal

care and a private hosrital allowed my mother to be admitted

without insurance.

Today, I am a board certified Family Physician at Cook

County Hospital, where I also completed my residency. As a

comprehensive provider of health care services, I often

encounter pregnant patients. My patients are the urban poor.

Many are young and do not receive prenatal care until late in

pregnan." As I'm sure you know, they are at high risk for

having low birth weight infants, just by nature of their

socioeconomic status.

Let me tell you about three of my patients who a,e typical

of the pregnant women I care for. All the names have been

changed. I feel their stores contain the essence of what the

needs are here in Cook County.

r
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"Mary" is a 14 year old who first appeared in my clinic one

busy afternc)n in her 28th week of pregnancy. She had received

no medical care, and was terrified to tell her family about her

pregnancy. Later, she told us a family member was the father

of her child. "Mary" was withdrawn and frighte..:.,i beyond

words. In the limited time available I began her prenatal

workup. She then vanished for seven weeks, during which time I

phoned her home over a dozen times, often speaking to a variety

of angry family members. When she returnd to the clinic, she

spoke haltingly with our overworked health educator and me

about her history of physical and sexual abuse. Through the

untiring effort of our health educator and ihe Lepartnent of

Children and Family Services, she was placed in the home of an

aunt and enrolled in counseling for both abuse and teen

parenthood.

"Mary" is a success but she needs ongoing, accessible care

from trusted providers. I think of her often and wonder how

many young ladies like her are falling through the cracks of an

overloaded system. She is not unique either in terms of her

courage or her need.

"Sue" is a mi34' retarded mother of three, each of which

was born 11 months apart. She can neither read nor write,

although she is socially quite skilled, and it is often not

immediately apparent how disabled she is to the observer. Her

eldest two children were sporadically attending my clinic when

83
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she discovered she was pregnant. Her husband is employed as a

fast food worker, and they have no insurance. "Sue" has a

history of premature deliveries in the past, and at the time of

nar last delivery, didn't tell anybody she was having

contractions (although she was on the ward; hospite'ized for

preeclampsia!) until delivery was imminent. A truly Herculean

effort was undertaken by the clerical staff to ensure that if

she appeared in clinic, she would ..e seen even if she was

confused about why she was there. Her pregnancy was stormy,

complicated by premature labor, poor weight gain, and

infection. However, she did make it to term and deliverea her

baby. The Department of Children and Family Services has also

been involved in providing ongoing home support.

"Beth" is a 27 year old woman who travels one hour on

public transportation to receive free care at my clinic. She

works full time as a waitress, and has no medical insurance and

does not qualify for public aid. She worked up until the day

of her d "livery, at which time she took two buses and a subway

While in labor to Cook County Ho.oital. During her pregnancy

she had a difficult time with her employer as he objected to

the amount of time she needed to spend coming to and waiting in

my clinic, which frequently resul ..e' in missed appointments.

Four weeks after the delivery of her infant she was working

again full time to support her young son, for whom she has t.any

asp' rations.

Ci
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Thank you for your attention to my testimony. I as just

one physician in huge system. There are thousands of

stories. The need is great, and the resources are sparse. Let

us work together to improve life at its start for all our

citizens.

(015
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Chairman MILLER. Thank you. Pr. Weigel.

STATEMENT OF WILLIAM J. v, EIGEL, M.D., OBSTETRICIAN,
AURORA, 'L

Dr. WEIGEL. My name is Dr. Weigel. I am an obstetrician, and
thank you for asking me here.

I am a country doctor, basically. I am not from Chicago, although
I was rsised in the suburbs of Chicago. I practiced in the town of
Aurc-a, about 40 miles west of here, for the past 37 years.

I am concernedI am a Board-Certified Obstetrician, and I am
concern .4 about the general mortality, both in the State and my
county, which happens to be the second highest, outside of Cook
County and Chicago. I am concerned because our patients are un-
derserved. We do have a prenatal clinic, run by the visiting nurses,
run by an adequate well-trained doctor who, howevn, has been so
busy she can no longer do it.

I think you have to realise when we talk about the malpractice
crisis that there is a crisis. And this is one of the reasons that most
obstetricians refuse, or will not care for public aid people that are
uninsured.

When I opened my office in 1950, my malpractice insurance was
$35 a year. In 1971, Medicaid paid about $225 for a normal deliv-
ery. My malpractice insurance then was $4,000 a year. If I were
practicing now, and I am retired, it would cost me $45,000 a year to
have the minimum for staff appointment, because most hospitals
demand staff appointment, adequate malpr ctice insurance as a
part of the staff.

Most obstetricians will, to further protect themselves, take $3
million to $6 million, at a cost of over $100,000 a year. Most obste-
tricians tell me that the state reimburses them around $300. I was
happy ', ear that it is $450. That kind of cuts it down, because in
order fo' him to collect this and pay the minimum malpractice in-
surance, he would have to deliver 100 Medicaid patients per year.
And as you can see very readily, that that does notthere is no
take-home pay or office expense.

However, every problem has a solution. And we, at least, in the
hinterlands have decided that we are concerned. The obstetricians
in my area are concerned about it and they have decided to do
something about it. Through the efforts of the Illinois Public
Health and our Health Department, we were able to get a grant of
$265,000, from the State, to be matched by the County, for prenatal
care from private physicians. What we are doing in the County is
we are given an additional monetary award as a bonus to cover
just the costs of what malpractice would cost them, and it is offi-
cially called their Particira4ing Achievement Award. Our obstetri-
cians are running the program through the local medical society.
They are enthused about the program. Twenty-nine of them al-
ready signed up. We only had about 33 or 34 in the whole county.
General practitioners in my area, family physicians will not deliver
babies because their malpractice insurance is so high, just to do ob-
stetric services it is not worth it to them, plus all the stress.

These patients will be seen by the private obstetrician in his
office. They will no longer be treated as second-class citizens. Every
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woman is entitled to adequate prenatal care. Every woman is enti-
tled to have a good, normal baby. And unless :ley get adequate
prenatal care, which is the most important part of obstetrics, they
are going to have these babies who are underweight, and who may
have difficulties, and may have to be transferred to intensive care
centers.

I am aware of the costs. My grandson, two years ago, was born
with several defects, which fortunately were correctable, and I am
indeed in gratitude to Children's Memorial. He has had six oper-
ations here, and they hay a done a wonderful job. But I know what
the cost would have be. 1 they did not have insurance. Some-
where around $100,000. And this is what we are talking about.

The most important facet of cur program is that it is being run
locally by the local health department through a medical society
for the local obstetricians. These patients are going to be treated as
private patients. And they are not going to have to wait three or
four weeks before seeing a docyor. Nor are they going to have to
worry about having to go to some high risk clinic, because they are
going to be taken care of just as well as a patient who has insur-
ance and is paying the bill right.

If you realize that because of the amount put out for malpractice,
the patients have been subsidizingthe private patient is subsidiz-
ing the Medicaid patielts in the doctor's office. And it is not fair,
because they are also taxpayers.

You know, we, as a Country, subsidize the tobacco farmers for
billions of dollars on a product that causes thousands of deaths a
year, and God knows how many billions of dollars in health care
services, and we do not bother to subsidize a program that saves
lives.

At least we feel in our county the underserved are going tc have
a decent chcnce to get good prenatal care. We will know and we
will be able to keep statistics within the next year or two to see
how the program works.

W a have to be very careful because it is going to be through the
County. It is going to cost our taxpayers in the County, and it was
th, matching sands was overwhelming the County a bit. It is going
to cost the taxpayers whose house is valued at $50,000 exactly the
cost of 2 packs of cigarettes a day, and if it is in 6 figures, it may
cost them the cost of five packs of cigarettes a day. I think that is
awful cheap to save a life. What do you put value on one human
life?

I am not involved in the program. I am retired. I have never
been sued for malpractice, because I thought I gave my patients
adequate medical care. And I think the fact that I was never sued
proved it. I took time, And as long as a private physician takes
time, he doesn't have to worry about malpractice.

I am glac that somebody cares to help these unaerserved, and I
am very pleased and proud that I lived long enough to see my area
da something about a problem without having to go and ask for a
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handout from the Federal Government, without havin all the regu-
lations put out by the Federal Government, the regulations put out
by the state, and do it locally, by local people, who know the prob-
lem, and are concerned and moved to do something about it. Thank
you.

[Prepared statement of William J. Weigel, M.D., follows:]

S' 8
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PREPARED STATEMENT 01. WILLIAM J WEIGEL, M.D , OBSTETRICIAN, AURORA, IL

MY NAME IS WILLIAM J. WEIGEL M.D.. I AM A LICENSED PHYSICIAN IN

'HE STATE OF ILLINOIS. I GRADUATED FROM LOYOLA UNIVERSITY SCHOOL

OF MEDICINE IN APRIL 1943. I SERVED IN THE ARMY OF THE UNITED

STATES IN WORLD WAR II FROM JANUARY 1944 TO AUGUST 1946, SERVING

OVERSEAS IN THE EUROPEAN THEATER OF OPERATIOAS. I BEGAN MY POST

GRADUATE TRAINING IN OCTOBER 1946 IN OBSTETRICS AND GYNECOLOGY

UNPER THE LOYOLA UNIVERSITY CLINICS AND SERVED AT ST. ANNE'S

HOSPITAL, LEWIS MEMORIAL HOSPITAL AND MERCY HOSPITRAL IN CHICAGO.

I FINISHED MY GRADUATE TRAINING ON DECEMBER 31, 1949 AND BEGAN MY

PRACTICE OF OBSTETRICS AND GYNECOLOGY IN AURORA, ILLINOIS ON

FEBRUARY 1, 1950. I WAS C.RTIFIED BY THE AMERICAN BOARD OF

OBSTETRICS AND GYNECOLOGY IN MAY 1953. I RETIRED FROM ACTIVE

PRACTICE ON ..,EMBER 31, 1986. I AM CONCERNED ABOUT THE INFANT

MORTALITY AND MORBIDITY IN MY COUNTY AND MY STATE. ILLINOIS. IS

46TH OUT OF 50 IN INFANT MORTALITY AND MY COUNTY, KANE, HAS THE

SECOND HIGHEST INFANT MORTALITY, ONLY EXCEEDED BY COOK mar

INCLUDING CHICAGO.

IN MY TRAINING AND IN MY EXPERIENCE, THE MOST IMPORTANT PART OF

OBSTETRICS IS PRENATAL CARE. IT IS MY EXPERT OPINION THAT THE

F;9
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REASON FOR SUCH A HIGH INFANT MORTALITY IS DUE TO LACK OF

PRENATAL CARE FOR THE UNDERSERVED THE UhLERSERVED INCLUDE THE

MINORITIES AND THE ADOLESCENT BOTH GROUPS HAVE THE HIGHEST INFANT

MORTALITY BECAUSE OF INADEQUATE PRENATAL CARE. THE UNDERSERVED

CANNOT AFFORD PRIVATE CARE THEY HAVE TO ATTEND PRENATAL CLINICS

SERVED BY THE BOARDS OF HEALTH OR IN THE CASE IN OUR COUNTY, BY

THE VISITING NURSES ASSOCIAT ON. THE COMPETENCE OF THE

PHYSICIANS IN SUCH CLINICS It QUESTIONABLE THERE IS NO PERSONAL

DOCTOR-PATIENT RELATIONSHIP IN THIS TYPE OF CARE. IN THIS

SITUATIOA, WHO I' A PREGNANT WOMAN TO CALL IF SHE STARTS TO

EXHIBIT POSSIBLE COMPLICATION AT ANY TIME DURING HER PREGNANCY.

SHE USUALLY ENDS UP IN THE EMERGENCY ROOM OF THE HOSPITAL AND BY

THAT TIME IT IS TOO LATE FOR ANY PREVENTATIVE MEASURES. THE

RESULTS ARE PREMATURE, UNDERNEIGHT INFANTS, NHO MAY SURVIVE FOR

A WHILE IN A AN INFANT CRITICAL CARE [MIT BUT MAY DIE EVEN WITH

ALL OF THE MODERN INTENSIVE CARE MEASURES THAT ARE TAKEN IF THE

INFANT SURVIVES, THE COST OF SUCH HOSPITALIZATION IS ENORMOUS

THIS I CAN ATTEST TO PERSONALLY AS ONE OF MY GRANWHILDREN

BORN WITH CORRECTABLE DEFECTS AND HAS GONE THROUGH SIX

nuSPITALIZAIIoHL :JR THEIR CORAEClium.

:HE ADOLESCENTS HAVE ADDED PROBLEMS AND ALSO HAVE THE HIGHEST

NUMBER OF COMPLICATION;, AND INFANT MORTALITY MANY OF THESE

INDIVIDUALS DO NOT HAVE PRIVAT; PHYSICIANS BECAUSE THEY ARE TOO

OLD FOR THE PEDIATRICIAN AND ARE NOT OLD ENOUGH TO HAVE FOUND A

PRIVATE PHYSICIAN MANY OF THEM CANNOT AFFORD MEDICAL CARE

BECAUSE THEY ARE NOT COIERED JY INSURANCE AND MAY NOT EVEN HAVE

PUBLIC AID MANY PRESENT THEMSELVES IN THE EMERGENCY ROOM FOR

WAS
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TPEIR FIRST PRENATAL VISIT AND BY THIS TIME ARE HAVE 3 PROBLEMS

THE PHYSICIANS WHO RENDER CARE ARE ARE UNDER A DISTINCT

DISADVANTME BECAUSE THEY KNOW NOTHING OF THEIR PAST HISTORY OR

THEIR PRENATAL COURSE. IF THE INFANT IS IN TROUBLE, IT IS SENT TO

THE INTENSIVE CARE NEONATAL CENTER AT GREAT EXPENSE TO THE

TAXPAYERS.

YOU MAY LIKE TO CONCLUDE THAT THESE UNDERSERVED INDIVIDUALS ARE

GETTIPC PRENATAL CARE AT THE VARIOUS CLINICS AROUND THE STATE.

AT THE MOST THESE CLINICS ARE STOP-GAP MEASURES BROUGHT ABOUT BY

CRISIS. MUST WE ALWAYS HAVE A CRISIS TO AMY ARE THESE

UNDERSERVED INDIVIDUALS SECOND CLASS CITIZENS OR DO THEY DESERVE

THE BEST CARE THAT MODERN MEDICINE CAN GIVE THEM.

IN ADDITION, WHEN THE PREGNANT WOMEN REGISTERED IN ONE OF THESE

CLINICS, GOES INTO LABOR SHE GOES TO THE HOSPITAL AND JETS

WHOEVER IS ON CALL TO TAKE CARE OF HER. YOU MAY SAY "MOAT'S WRONG

WITH THAT?" ALL I ASK IS THAT YOU PUT YOURSELF IN THEIR

SITUATION? HOW WOULD YOU FEEL IF YOU WERE GOING TO A CLINIC FOR

CARE, NOT SEEING THE SAME DOCTOR NECESSARILY ON EACH VISIT, AND

WHEN A CRISIS AROSE, YOU WENT TO THE HOSPITAL, AND GOT THE

PHYSICIAN WHO WAS ON CALL, NOT KNOWING HIS QUALIFICATION, HIS

REPUTATION, OR EVEN HIS NAME.

WHAT THEN IS THE REASON THESE UNDERSERVED INDIVIDUALS CANNOT GET

PRIVATE CARE EVEN IF THEY ARE ON PUBLIC AID. THE ANSWER IN THIS

STATE IS SIMPLE. IT IS THE MALPRACTICE CRISIS. WHEN I OPENED MY

PRACTICE IN 1950, MY MALPRACTICE INSURANCE WAS THIRTY-FIVE

DOLLARS A MAR. BECAUSE OF THE EXORBITANT AWARDS THAT ARE

PREVALPT<COQAY, HOSPITALS DEMAND THAT THE PHYSICIANS CARRY

ADEQUATE MALPRACTICE INSURANCE AS ONE OF THE REQUIREMENTS FOR

STAFF APPOINTMENT. THE MINIMUM AMOUNT THEY DEMAND IN THIS AREA

91
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IS A MILLION DOLLARS AN INCIDENT AND THREE MILLION TOTAL IF I

WERE IN PRACTICE TODAY, THIS WOULD COST ME FORTY -FIVE THOUSAND

DOLLA A YEAR. IN OUR NEIGHBORING STATE OF INDIANA THE COST

WOULD BE A LITTLE OVER A THIRD OF THAT AMOUNT MOST PHYSICIANS

TO BETTER PROTECT THEMSELVES AND THEIR FAMILIES CARRY THREE

MILLION AN INCIDENT AND THIS COSTS WELL OVER A HUNDRED THOUSAND

DOLLARS A YEAR THE SPATE OF ILLINOIS ALLOWS THE PHYSICIAN THE

SUN OF $300.00 FOR A NORMAL DELIVERY. IT IS SIMPLE ARITHMETIC

TO DETERMINE THAT AN OBSTETRICIAN WOULD HAVE TO DELIVER 150

PUBLIC AID PATIENTS JUST TO PAY FOR HIS MINIMUM MALPRACTICE

INSURANCE COVERAGE THE PHYSICIANS PRIVATE PATIENTS, NHO ARE ALSO

TAPAYERS, ARE SUBSIDIZING THE COST OF THE TREATMENT FOR THE

UNDESERVED THIS IS AN ADDED BURDEN TO THE PRIVATE PATIENTS AND

AS A EYSULT "dE COST FOR PRIVATE "....ZALTH INSURANCE HAS SKYROCKETED

IN THE PAST YEARS. EVERYBODY EXPECTS THEIR BABY TO BE NORMAL AND

WHEN A COMPLICATION ARISES OR A DEFECT IS NOTED THEY ARE QUICK TO

SUE. IN OUR AREA, THERE HAVE BEEN MANY MALPRACTICE SUITS AGAINST

OUR OBSTETRICIANS EVEN THOUGH THE INDIVIDUAL WAS TAKEN CARE OF

BY A PRENATAL CLINIC AND THE OBSTETRICIAN FIRST SAN THE PATIENT

WIEN SHE WENT INTO LABOR! PEOPLE kR JUICE TO BLAME THE

PHYSICIANS FOR THIS CRISIS BUT WHAT WOULD YOU DO IF YOU WERE IN

THE SAME SITUATION? I HOPE NOW, AT LEAST, YOU UNDERSTAND WHY

PHYSICIANS REFUSE TO CARE FOR THE UNDUSERVED.

TO EVERY PROBLEM, THERE HAS TO BE A SOLUTION. THE OBSTETRICIANS

ARE JUST AS CONCERNED AS ANYBODY ABOUT THE INFANT MORTALITY, AND

AT LEAST THE OBSTETRICIANS 'N KANE COUNTY ARE GOING TO DO

SOMETHING ABOUT IT. RECENTLY THE STATE HEALTH DEPARTMENT GAVE A

GRANT TO OUR COUNTY HEALTH DEPARTMENT TO SET UP A PRIVATE CARE

22
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PRENATAL PROGRAM FOR OUR UNDERSERVED. THE COUNTY BOARD HAD TO

MATCH THESE FUNDS WHICH THEY DID BY AN OVERWHELMING VOTE. c'R

HEALTH DEPARTMENT HAS AN AGREEMENT WITH OUR KANE COUNTY MEDICAL

SOCIETY TO PROVIDE PRENATAL CARE BY PRIVATE PHYSICIANS FOR THE

UNDERSERVED. THOSE PATIENTS ON PUBLIC AID OR WITHOUT FUNDS WILL

BE TAKEN CAR, OF BY THE PRIVATE OBSTETRICIANS IN THEIR OFFICE.

THESE PRIVATE OBSTETRICIANS WILL BE REIMBURSED ONLY ENOUGH TO

COVER THE COST OF THEIR MALPRACTICE PREMIUM, NOT TO COVER ANY

OFFICE EXPENSE OR TAKE HOME PAY. OUR OBSTETRICIANS ARE

ENTHUSIASTIC ABOUT OUR PROGRAM AND ARE SETTING UP IMPLEMENTATION

OF IT AND IT WILL BE STARTED WITHIN A VERY SHORT TIME. IT IS AN

INNOVATIVE PROGRAM, THE FIRST OF ITS KIND IN THE STATE, AND

POSSIBLY IN THE COUNTRY. WHAT IS THE COST TO THE AVERAGE

TAXPAYER IN OUR COUNTY? TO THE AVERAGE TAXPAYER THE

COST WILL BE THE PRICE OF TWO PACKS OF CIGARETTES A YEAh AND

THOSE WHOSE REAL ESTATE IS IN THE SIX FIGURES, THE COST WOULD BE

THE PRICE OF FIVE PACKS OF CIGARETTES A YEAR. WHAT A PRICE TO PAY

FOR SAVING A LIFE!!!! THE MOST IMPORTANT FACET OF THIS PROGRAM

IS THAT IT IS HAS BEEN DEVELOPED AND IMPLEMENTED BY THE LOCAL

MEDICAL SOCIETY, WITH LOCAL WELL TRAINED-OBSTETRICIANS INVOLVED,

WITHOUT ALL OF THE BUREAUCRATIC REGULATIONS DICTATED BY THE

FEDERAL OR STATE GOVERNMENTS AND OVERSEEN BY OUR LOCAL COUNTY

HEALTH DEPARTMENT. THE PROGRAM HAS HAD THE USUAL NUMBER OF

CRITICS FROM WELL-INTENTIONED BUT UNIFORMED INDIVIDUALS. I AM

TIRED OF HEARING THE OLD TIME-WORN ARGUMENTS THAT THIS PROGRAM

WILL GIVE RISE TO THESE PATIENTS HAVING MORE BABIES. I HAVE HEARD

THIS FOR THE PAST FORTY-FOUR YEARS ON EVERY PROGRAM THAT HAS BEEN

PROPOSED. ON THE CONTRARY, THIS PROGRAM MAY WELL SOLVE A GOOD

DEAL OF :HE PROBLEM.

3
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WITH THIS PROGRAM, THESE PATIENTS WILL NOW HAVE A PRIVATE

PHYSIC'fiN AND WILL NON BE ABLE TO GET BIRTH CONTROL ADVICE THAT

IS NECESSARY FOR THEIR PHYSICAL CONDITION AND ACCORDING TO THEIR

RELIGIOUS BELIEFS. SOME CRITICS SAY WE ARE SUBSIDIZING THE

THE COST OF PATIENT CARE. THAT IS ONE CRITICISM I PULL ADMIT

4 Thi; COUNTRY SUBSIDIZES THE TOBACCO FARMER TO THE TUNE OF

BILLIONS OF DOLLARS TO PRODUCE A PRODUCT THAT CAUSES THOUSANDS

OF DEATH A TEAT AND BILLIONS OF DOLLARS FOR HEALTH CARE SERVICES

IS IT MORALLY WRONG TO SUBSIDIZE A PROGRAM TO SAVE A LIFE?

I AM NOT ADVOCATIPK, THAT THIS PROGRAM BE DONE BY ANY GOVERNMENT,

FEDERAL OR STA-F. IT SHOULD BE DONE ON A LOCAL LEVEL BY THE LOCAL

COUNTY HEALTH DEPAR1MENT, THE LOCAL MEDICAL SOCIETY, AND BY THE

LOCAL OBSTETRICIANS F'i KNOW THE LOCAL PROB,,EMS

THIS PROGRAM MAY OR MAY NOT BE THE ANSWER BUT LT LEAST IT IS

STEP TN THE RIGHT DIRECTION TO PROVIDE ADEQUATE PRENATAL CARE TO

THE UNDERSERVED RESULTS WILL TAKE TIME TO EVALUATE, BUT IN MY

HEART I FEEL THAT AT LEAST IN OUR COUNTY, WE WILL BRING OUR

INFANT MORTALITY DOWN TO THE ACCEPTED LEVEL THROUGHOUT OUR

COUNTRY LET ME CONCLUDE BY SAYING THAT SINCE I AM RETIRED, I

HAVE NO FINANCIAL INTEREST IN THE PROGRAM BUT I AM GLAD TnAT I

HAVE LIVED LONG ENOUGH TO SEE POSITIVE ACTION TAKEN ON A VERY

SERIOUS PROBLEM I KNOW IT WILL BE SUCCESSFUL FOR JUST ONE

REASON- BECAUSE SOMEBODY CARED

0`4
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Chairman MILLER. Thank you. Mr. Perkins.

STATEMENT OF USENI EUGENE PERKINS, SOCIAL SERVICES
DIRECTOR, CHICAGO URBAN LEAGUE, CHICAGO, IL

Mr. PERKINS. My name is Useni Eugene Perkins, Director of
Social Services at Chicago Urban League. On behalf of President
James W. Compton and the Chicago Urban League, I would like to
express our gratitude to Congressman George Miller and the House
Select Committee on Children, Youth, and Families for the critical
and timely subject of infant mortality. I have already submitted a
statement and I will just elaborate on a few highlights of that
statement.

The problem of infant mm :;ality cannot be fully remediated
unless we view it as one of the main barometers for measuring and
assessing the quality of life in a given community. Because the fact
is that in fact, infant mortality crosses every facet of health and
socioeconomic concerns, it is imperative that this is done. If we are
to have healthy babies, we must have healthy communities. If we
are to have healthy mothers before and after they give birth, we
must have healthy communities. And if we are to have healthy
communities, we must drastically increase employment, improve a
deteriorating public school system, provide more decent and afford-
able housing, and assure that all mothers and their newborns re-
ceive optimal medical care.

During its one and a half years as the CNCE for the largest
infant mortality network in Illinois, the Chicago Urban League has
learned that unless we address these issues, the problem with
infant mortality will be with us well into the 21st Century and
beyond.

It is fatuous for us to feel that we will significantly reduce infant
mortality unless we significantly reduce the poverty and oppression
that contributes to it. And it will be irresponsible on our part as a
Nation to claim to respect the dignity and rights of our people not
to implore its vast resources to deal with this disgraceful problem.
It is inexcusable for a nation with the wealth that America possess-
es to have such a high rate of infant mortality. While Black babies
ere dying at a rate higher than in most other industrial nations,
America seems more occupied with exploring the universe than
adding to its vast stockpile of omminence.

Of course, we believe that it is important to protect our Nation
from those unfriendly nations that threaten our national security.
But we also feel that we must protec4 our newborn, our children,
and our youth from the ravishes of poverty. There is an ancient Af-
rican proverb that states children are the reward of life. Implicit in
this proverb is that our children should be cherished, protected and
respected. I am not so naive to believe that democracy or any other
form of government can totally alleviate poverty. We do not live in
a Camelot world, and the welfare of our young is not a value held
by all people. Nonetheless, it is not a romantic notion to believe
that most of us do have a high regard for human life.

no+ e who hold this belief understand that caring for children is
like caring for a harvest that is yet to be reaped. They also know
that a contaminated harvest can only yield contaminated crops.
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And from thatand the contaminated crops will not provide the
nourishment they need to survive and prosper.

If we are truly serious about reducing infant mortality, in this
nation, we must reduce the contamination that contributes to this
national crisis. Thank you.

[Prepared statement of Useni Eugene Perkins follows:]

P
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PREPARED STATEMENT OF USENI EUGENE PERKINS, SOCIAL SERVICES DIRECTOR,
CHICAGO URBAN LEAGUE, CHICAGO, IL

THE CHICAGO URBAN LEAGUE WAS FOUNDED IN 1916 AND IS CHICAGO'S OLDEST

AND LARGEST FULL-TIME RACE RELATIONS AGENCY. THE LEAGUE'S MISSION

IS TO ELLMINATE RACIAL DISCRIMINATION AND SEGREGATION AND TO OR FOR

THE ACHIEVEMENT OF EQUAL OPPORTUNITY AND PARITY FOR BUCKS AND OTHER

MINORITIES IN EVERY FACET OF AMERICAN LIFE.

OUR PROGRAMMATIC INITIATIVES IN THE AREA OF 9EALTH HAVE BEEN

CONSISTENT WITH OUR SEVENTY-ONE (71) YEAR OLD MISSION AND PURPOSE

FOR GOOD HEALTH IS ESSENTIAL TO THE ENJOYMENT OF ALL OTHER BASIC

RIGHTS IN SOCIETY. THROUGHOUT THE YEARS, THE CUL HAS MAINTAINED k

LEADERSHIP ROLE IN MANY HEALTH ISSUES THAT PARTICULARLY IMPACT THE

BLACK CO't.1UNITY. FOR EXAMPLE, IN 1976, THE CUL ESTABLISHED THE CUL

SICKLE CELL PROJECT kS A COOPERATIVE SICKLE CELL CENTER.

Fr?
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THE PROJECT PLAYED A MAJOR ROLE IN EDUCATING PEOPLE 421.1IT THIS

DISEASE, AND PROVIDED DIRECT ASSISTANCL TO HUNDREDS 1i110 WERE

STRICKEN WITH THE SICKLE CELL TRAIT. MORE RECENTLY, THE CUL WAS IN-

VOLVED IN THE SCREENING OF HYPERTENSION AMONG BLACKS WITH THE

AMERICAN RED CROSS.

IN 1986 THE LEAGUE ASSUMED THE ROLE OF A COWINITY NETWORK COORDINA-

TING ENTITY (CNCE) FOR THE ILLINOIS INFANT AORTALITY REDUCTION

INITIATIVE (IMRI). AS A CNCE, WE SERVICE THE LARGEST NETWORK iN THE

STATE OF ILLINOIS WHICH CONSISTS OF FIVE (E) COMMUNITIES: OAKLAND,

DOUGLAS, WASHINGTON PARK, GRAND BOULEVARD AND FULLER PARK. THESE

COMMUNITIES ARE AMONG THE MOST PAPOVERISHFD IN CHICAGO AND THEY ALL

RANK HIGH IN INFANT MORTALITY. FOR EXAMPLE, IN 1985, GRAND BOULEVARD

RECORDED THIRTY -TWO (32) CASES OF INFANT MORTALITY OUT OF 1,103 RE-

CORDED BIRTHS GIVING IT AN INFANT MORTALITY RATE OF 29.0 PER

THOUSAND, WELL OVER THE 12 PER THOUSAND THE STATE HOPES TO ACHI

BY 1990. THESE ALARMING STATISTICS SIMILARLY REFLECT THE CONDITION

OF THE OTHER FOUR (4) COMMUNITIES THAT COMPRISE THE SOUTH SIDE FAMILY

HEALTH NETWORK (SFHN) SERVED BY THE CUL. THE PRIMARY RESPONSIBI-

LITIES OF THE CUL IN ITS ROLE AS CNCE FOR THESE COMMUNITIES ARE:

(1) FISCAL MANAGEMENT OF THE ILLINOIS DEPARTMENT OF HEALTH (IDOH)

FUNDS, (2) PROGRAM MONITORING AND AUDITING OF ALL SERVICES RaIDERED

BY THE NETWORK AND (3) TO ENSURE THAT THE OBJECTIVES OF THE

NOW KNOWN AS FAMILIES WITH A FUTURE (FWF), ARE MET.

81-419 - 88 - 4



94

IN CARRYING OUT THESE RESPONSIBILITIES, IT HAS SECOME CLEAR TO THE

CUL THAT THE PROBLEM OF INFANT MORTALITY IS BROAD IN SCOPE AND

TOUCHES NEARLY EVERY FACET OF AMERICAN LIFE. ONCE PERCEIVED AS

ESSENTIALLY A MEDICAL PROBLEM, INFANT MORTALITY MUST NOW BE VIEWED

AS ONE OF THE MOST TELLING INDICES OF THE QUALITY OF LIFE IN A GIVEN

COMMUNITY. TiMS IS TO SUGGEST THAT THE SYSTEMIC CAUSES OF INFANT

MORTALITY WILL NOT BE ADDRESSED IF MERELY GEARED TO THE REMEDIATION

OF HEALTH DEFICIENCIES, BUT MUST ALSO DIRECTLY ADDRESS SOCIO-ECONOMIC

CONDITIONS AS WELL. WHEN 1HE QUALITY OF LIFE IN A GIVEN COMMITY IS

INUNDATED WITH HIGH UNEMPLOYMENT, POOR SANITARY CONDITIONS, SLUM

HOUSING AND A LONG HISTORY OF SOCIAL AND ECONOMIC NEGLECT, ONE CAN

EASILY PREDICT A HIGH RATE OF INFANT MORTALITY. THUS, IT IS NO

STARTLING REVELATION THAT BLACK CONflUi4ITIES CONTINUE TO HAVE THE

HIGHEST RATES OF INFANT MORTALITY.

ALTHOUGH WE HAVE THE MEDICAL TECHNOLOGY TO ENSURE THAT EVEN THE

POOREST OF WOMEN GIVE BIRTH TO HEALTHY BABIES, THIS TECHNOLOGY HAS

NOT ALWAYS BEEN MADE ACCESSIBLE TO THEM. AND TO COMPOUND THIS

PROBLEM, WE HAVE YET TO PROVIDE ALL COMMUNITIES WITH THE SOCIAL AND

ECONOMIC RESOURCES NEEDED T3 IMPROVE THE QUALITY OF LIFE FOR ALL

RESIDENTS. CONSEQUENTLY, EVEN IF A HIGH RISK MCTHER AND HER NEWBORN

CHILD ARE FORTUNATE TO HAVE ACCESS TO DESIRABLE MEDICAL RESOURCES,

IF SHE AND HER CHILD ARE TO RETURN TO AN IMPOVERISHED COMMUNITY --

BOTH !OTHER AND BABY WILL, MOST LIKELY, CONTINUE TO BE AT HIGH

MSK. THIS IS NOT ONLY APPALLING, BUT A GRAPHIC INDICATION OF THE

LOW VALUE AMERICA PLACES ON THE LIVES OF BLACK AND POOR PEOPLE.

9
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OBVIOUSLY, THIS TRAVESTY MUST BE REVERSED IF AFRICA IS TO DWROVE

ITS PATHETICLY LOW RANKING AMONG THE TWENTY (20) DEVELOPED NATIONS.

A RECIAIT ROW BY THE CHICAGO SUN-TOMES INDICATED THAT AMERICA'S

INFANT MARTALITY RATE PER 1,000 LIVE BIRTHS WAS HIGHEST OF THIS

GROUP.

THE MOWN OF INFANT MORTALITY IS ONE WHICH CHALLENGES OUR NATIONAL,

STATE AND LOCAL GOVERNMENTS TO RESTRUCTURE THEIR PRIORITIES SO THAT

HUMAN LIFE IS PLACED AT THE TOP OF THE AGFAOA, AND ADEQUATE RESOURCES

0341CTTED TO PROGRWAS THAT ENHANCE *_TS QUALITY. ON THIS BASIS THE

CUL OFFERS THE FOLLOWING RECOMENDATIONS TO THIS COMMETTEE:

1) THE CRISIS OF INFANT MORTALITY SHOULD BE VIEWED IN THE NAME

OF A "STATE OF EMERGENCY" REQUIRING COMPREHENSIVE AND

00CRODIATED PROGRAMS AND SERVICES IN ADDRESSING THE PROBLEM.

ALTHOUGH THE STATE OF ILLINOIS SHOULD BE COMMENDED FOR

PROVIDING FUNDS TO REDUCE INFANT MORTALITY, WE BELIEVE THAT THE

PRESENT LEVEL OF FUNDING IS FAR FROM BEING SUFFICIENT TO HAVE A

SIGNIFICANT AND LASTING DFPCT ON THE PROBLEM. THEREFORE,

ADDITIONAL FUNDING TO THE SLATE FROM THE FEDERAL LEVEL SHOULD

BENUE AVAILABLE TO FUND AMM1H FORE COMPREHENSIVE PROGRAM TO

REMAKE INFANT MORTALITY.

2) MAT MERE PE GREATER COOADDIATICH AND COOPERATION AMONG THE

MDR SIAM 1.10ERAL Ale LOCAL AGRICIES IF WE ARE TO HAVE A

MU MIEN S 1 1u ALL Ft= OF THE INFANT MENTALITY

NOILOL IIIN MAI OAP= moan ARE TO BE SUCCIDEFUL,

IR TROLLY allaTIED AND SUPPORTIVE OF BE
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3) THAT PERINATAL CENTERS BECOME MOVE DIRECTLY INVOLVED IN THE

FUNCTIONS OF COMMUNITY NETWDRIS TO ENSURE TOUT ALL HIGH RISK

MOTHERS AM) THEIR CHILDREN RECEIVE OPTIMUM MEDICAL CARE.

4) THAT THE CHICAGO DEPARTMENT OF HEALTH (COON) INCREASE ITS HOME

VISITING NURSING STAFF TO BE MORE REPRESENTED OF lliE HEALTH

NEEDS POSED BY HIGH RISK MOTHERS AND THEIR BABIES. ALSO, TO

FACILITATE THIS INCREASE, THE CDCH MUST SHORTEN THE EXCESSIVE

LEWTH OF TIME IT TAKES TO HIRE ESSENTIAL PERS(+NEL SUCH AS RE-

GISTERED NURSES.

5) THAT AFFORDABLE AND HIGKER QUALITY HOUSING BE MADE AVAILABLE

THE INDIGENT, AND THERE BE GREATER ENFORCEMENT t)F. ALL BULLING

CODE VIOLATIONS. IN ADDITION, WE NEED TO CREATE MORE LONG -TERN

AND SHORT -TERN RESIDENTIAL FACILITIES FOR HIGH RISK MaTHERS AND

14EIR BABIES.

6) MAN NE WIC PROGRAM BE MAINTAINED AN) EGANDF1 TO ENSURE ALL

HIGH RISK MOTHERS AND THEIR BABIES RECEIVE PROPER NUTRITION

COUNSELING AND F 7 PROVISION.

7) THAT A MORE PRECISE AND COMPREHENSIVE 4EALTH EDUCATION PROGRAM

BE ESTABLISHED AND IMPLEMINT-D BY THE PUBLIC SCHOOLS TO ENSURE

ALL STUDENTS RECEIVE UP-Tt-DATE INFORMATION REGARDING ALL HEALTH

ISSUES.

1 0 1
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8) TO ESTABLISH A CO1FRBIBGIVE CASE 144NACTMENT SYSTI34 THAT IDENTI-

FIES AND TRAaS EVERY HIGH RISK MOTHER AND BABY AFTER THEY LAVE

THE HOSPITAL TO MIRE THEY RECEIVE OPTIMUM MEDICAL CARE FOR A

14INDCM MUCCI OF THREE (3) YEARS.

9) THAT THE FEDERAL BUDGEI BE REPRIORITIZED TO REFLECT AND

ACCOMMODATE THE HEALTH, ECONOMMC AND SOCIAL HEEDS OF A HIGH RISK

POPULATION THAT IS DISPROPORTIONATELY REPRESOMED BY BLACKS AND

OTHERMOUTIES.

10) THAT H.R. 1398, "THE quarrr OF LIFE ACTION ACT" BE ENACTED, IN

FULL, 10 ENSURE THAT ALL PEOPLE HAVE ACCESS TO FULL EMPLOYMENT.

IT IS 'EXCUSABLE POE A NATION WITH THE WEALTH AND RESOURCES THAT

AMERICA POSSESSES TO HAVE SUCH AN ALARMING AND DEPLORABLE RATE OF

'HEATH' DEATHS. WHILE BABIES ARE DYING AT A RATE HIGHER THAN IN

OTHER LARGE INDUSTRIALLY DEVELOPED NATIONS, AMERICA'S MILITARY MIDGET

AND SPENDING ON ARMAMENTS CONTINUE TO STAGGER THE IMAGINATION.

AS A CAPITALIST NATION, AMERICA IS OBSESSED WITH THE BOTTOM LINE

THIS TEM4 IS NOT ONLY IDENTIFIED WITH ITS BUSINESS 03142411T BIM

IN RECENT YEARS HAS ALSO BEEN ASSOCIATE) WITH THE OUTCOMES OF OUR

HEALTH AND SOCIAL SERVICE PROGRAMS. WHEN A BUSINESS'S BOTTOM LINE

IS IN THE BLACK IT IS CONSIDERED TO BE SUCCESSFUL.
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HOWEVER, IF WE EXPECT OUR HEALTH AND SOCIAL SERVICE PROGRAMS TO

ACHIEVE A FAVORABLE BALANCE SHEET, WE MUST PROVIDE THEN WITH SUFFI-

CIENT FEDERAL FUNDS AND RESOURCES TO ENSURE THAT ALL CITIZENS ENJOY

A DECENT AND ACCEPTABLE STANDARD OF LIVING.

THE CUL STRONGLY AND PASSIONATELY URGES THIS CCMMITEE TO DIRT*AT

POWER AND INFWBICE IT HAS ID ENSURE NAT WE HAVE A COMPREHENSIVE,

WELL-COORDINATED 'NEW MORTALITY PROGRAM WHICH ADDRESSES ITSELF TO

SAVING THE LIVES OF TODAY'S BABIES AND THOSE OF GENERATIONS lET NOT

BORN.

1r3
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Chairman MILLER. Thank you. Ms. Velasquez.

STATEMENT OF CARMEN VELASQUEZ, BOARD MEMBER,
PROJECT ALIVIO, CHICAGO, IL

Ms. VELASQUEZ. My name is Carmen Velasquez. I am a board
member of Project Alivio. I appreciate the audience, and the Select
Committee of Children, Youth and families for allowing us to testi-
fy. My testimony will be on health issues in three predominantly
Hispanic communities, Pilsen, Little Village, and Back of the
Yards. And I am going to ask the indulgence because I will have to
read this and I do not want to summarize because there are some
data here that we took trouble to put together, and both you and
the audience should hear it.

Research projects that if the current rate of population growth
continues, Hispanics will constitute by the year 2000, 24 percent of
the City's population.

In the 1980 Census, Hispanics already accounted for 2i percent
of the population under 15 and 24 percent of the population under
five.

Pilsen, Little Village and Back of the Yards, three predominant-
ly Mexican communities in Chicago, comprise 25 percent of the
total Hispanic population in the city. The following statistics which
directly relate to the communities are documented by South Lawn-
dale/Pilsen Comprehensive Health Network.

LIVE BIRTHS

The birth rates per 1,000 for South Lawndale and Pilsen rank
first and second, respectively, among the 77 community areas in
the entire City of Chicago. come from these two community areas.
Statistically these areas am among the two to three youngest areas
of the city, so we can assume the high fertility rates will continue.
It if. essential that we begin to deal with these high rates and
future prevention of morbidity and mortality of infants in the com-
munity.

MOTHERS UNDER 20

In absolute numbers the two communities rank eleventh and
eighteenth, respectively in births to mothers under the age of 20
years old. This is another reflection of the youth of the community
which does not show signs of aging at this point.

MEDICAL INDIGENCY

The Latino Institute survey indicates the rate of medical indi-
gency to be greater than 30 percent in the Pilsen-Little Village
area. This was based on a phone survey in 1985. When the popula-
tion who do not have phones is taken into account, this rate will
rise closer to 35 to 40 percent. In a face to face survey of 308 house-
holds done by the Latino Institute in the summer of 198'l, 44.6 per-
cent of 1,400 plus persons were without medical insurance. This is
reflected in the patient visits and absolute number of pati"vits
taken care of by the public facilities in the areas. Lower est
Neighborhood Health Center, Station 16, and the South Lawndale
Health Center. These three centers had a total of 175,000 patient



100

visits in 1986, 10 percent of whom 17,000 were for prenatal care. At
Cook County Hospital, 1 of every 10 mothers who delivers comes
from the Pilsen-South Lawndate area. Thus, the rate of medical in-
digency is higher among the Latina patients going to public facili-
ties in such large numbers. The vast majority a: not citizens nor
permanent residents and therefore do not qualify or public assist-
ance. Even though many of the husbands of those vho are married
are working, rarely do they have insurance, and if they do, it usu-
ally is a very restricted major medical policy for themselves only,
not including spouses and children.

Childbearing patterns in Latinas. Recent studies in California
and New York City show significant data exists for differences be-
tween women born in Mexico or Puerto Rico and those born in the
United States. It shows the need for increased programs for both
groups.

In the California study there were significant statistical differ-
ences between the percentage of women born in Mexico havingchildren under the age of 18 as compared to those born in the
United States, 5.0 vs. 9.3 percent. This puts more Latinas born in
the United States at a high risk. The result among Puerto Ricans
in New York City were even more striking, 6.9 versus 15.5 percent.

On the other hand, Mexican and Puerto Rican Latinas born in
their native countries were much more likely to have children over
the age of 35 years old than their U.S. born counterparts, putting
them and their fetuses at high risk. In California study, it showed
that 7.9 percent of Mexican women bore children over the age of 35
years, versus 3.8 percent of Latina born in the United States. InNew York City, the figures are even more dramatic. The first gen-
eration Puerto Rican women, 9.7 had children born to them past
the age of 35, versus 0.7 percent for their second generation coun-terparts.

We do not, of course, have statistics for Chicago, since the State
of Illinois does not have Latina or Hispanic as a classification on
either birth or death certificates. If we did, and if the number of
women bearing children past the age of 35 years old was taken into
considerat'on, Pilsen/Little Village would rank near the top of the
IMRI formula. This clearly should have been a part of the IMRI
formula in addition to women under 20 years old.

Other significant statistics are percentage of women beginning
care in the first trimester. In the California study only 58 percent
of Mexican women began prenatal care in the first trimester, com-
pared to 71 percent of their American-born counterparts. This lack
of early care is just as much a problem in the Pilsen-Little Village
area. Lack of access or late access may explain why the rate of
both fetal and neonatal deaths in infants of Mexican-born women
is significantly higher than for either their U.S. born Latinas, or
white counterparts.

One statistic both Mexican and American-born Latinas have in
common in the California study was the signficantly higher per-
centage than U.S. whites or blacks who had their children born in
county facilities and state facilities. This is another indicator of
medical indigency which is found at Cook County Hospital, where
about one half of all women are Latina and the University of Illi-
nois, where one third are Latina.

1i5
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And if you are familiar with the U of I, the U of I just gave a
message to our community, we will not take anybody who cannot
pay for services. They have cut their hospital to a smaller hospital,
and are going to be known as a research and teaching hospital. So
that, again, cuts access to our people.

Prevalence of underweight cnildren. Age 0 to 11 months. Al-
though Latinas, especially Mexicans, do better in terms of low
birthweight than U.S. blacks and whites in some cases, once the
child is born, the frequence of underweight babies is greatest
among Latinos, 8.2 percent versus 5.4 percent in blacks, and 3.5
percent in whites.

PREVALENCE OF CONGENITAL ANOMALIES

Related to the greater number of Latina woman having children
past the age of 35 years old is the higher rate of birth defects, par-
ticularly Down's Syndrome and Spina Bifida. At the Cook County
Hospital, Spina Bifida clinic, about 80 percent of the patients are
Latino. This may be true of other anomalies as well, but good sta-
tistics are not available.yet.

One of the things that struck close to me is that what you were
saying and what Jennifer was saying is we want to put faces to our
community. As I look in this audience, there are not many Hispan-
ics here, and I am very glad that there was an outreach in our par-
ticular case I know phone calls were made. But we believe clearly
that this Commission and any other policy makers at the Federal,
State and local levels need to address the unique needs of our rap-
idly growing population. We are young, and work, but are underin-
sured or not insured, and ineligible for many government-funded
programs to the exclusionary criteria. Our community here is
eager to engage in a dialogue to begin to solve these problems. We
need to aee revision of eligibility criteria. What are we talking
about? We are talking about the infant mortality reduction in this
area, the WIC, the poverty criteria use of public aid leaves us out.
We need to see the development of synthetic healtn insuranc' pro-
grams with low monthly premiums for the working poor. We are
aware that the Chicago health systems agency is in the planning
phase of such a program.

I will submit for the record, now, when I am finished, a descrip-
tion of Project Alivio, which was born in response to the unmet
needs.

It is a centera health care facility in Pilsen-Little Village and
Back of the Yar is for Serviceespecially service for those who are
not insured, or underinsured, and it has three components, includ-
ing delivery of health care services, a strong research and evalua-
tion component, an education, training and employment compo-
nent, which addresses the shortage of Hispanic Health Care profes-
sionals at all levels, and a day care component.

I would be happy to discuss this in detail later, and I thank you
for listening.

[Prepared statement of Carmen Velasquez follows:]

1 r 6
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PREPARED STATEMENT OF CARMEN VELASQUEZ, BOARD MEMBER, PROJECT ALIVIO,
CHICAGO, IL

My name is Carmen Velasquez. Board member of Project Alivio and I

appreciate the cpportunity to address the Deomocratic Selection Committee
For Children, Youth and Families. My testimony will focus on health
issues in three predominantly Hispanic

communities, Pilsen, Little Village
and Back of the Yards.

AL you already know; Hispanics comprise the fastest growing population
in the City of Chicago

Latino Institute Research projects that, if the
currect rate of population growth continues,

Hispanics will constitute, 1,7
the year 2000, 242 of the City's population.

In the 1980 Census, Hispanics already
accounted for 212 of the popula-

t,on under 15 and 24% of the population under 5.

Pilsen. Little Village and Back of the Yards, three predominantly
Mexican communities in Chicago, comprise 252 of the total Hispanic population
in the City. The following statistics directly relate t) these communites
are documented by South Lawndale/Pi.sen

Comprehensive Health Network.

Live Births. The birth rates per 1000 for South Lawndale and Pilsen
rank first and second respectively

among the 77 community areas in the entire
City of Chicago come from these two community areas. Statistically these areas
are amorg the two to three youngest areas of the city, so we can assume the
high fertility rates will contnue. It is essential that we begin to deal withthese nigh ratcs and future prevention of

morbidity and mort.lity of infantsin the community.

Mothers under 20: In absolute numbers the two communitie rark Ilth and
18th respectively ,n births ro mothersunder the age of 20 years old. This isanother reflection of the youth of the community which does not show signs of
aging at this point.

Medical Indigent,. the Latino Institute survey ,ndicates the rate of medical
indigency to be grearer than 30% in the Pilsen-Little Village area. This was basedon a phone survey in 1985 When the population who do not have phones is takeninto account th's rate will rise clover to 35-40%. In a face to face survey of 308
households done by the Latino Insitute in the

summer of 1987 44.6% of 1,400 +
persons were without medical insurance. This is reflected in the patient suitsand absolute number of patients taken care of by tne public facilities in the
areas. Lower West Neighborhood Health Center (CDOH), Station 16 (CDOH), and the
South Lawndale Health Center. These 3 centers had a total of 175,000 patient
visits in 1986, 102 of whom (17,000) were for prenatal care. At Cook County
Hospital I of every 10 mothers who delivers comes from the Pilsen-South Lawndale
area. Thus, the rate of medical indigency is higher among the Latina patients
going to public facilities in such large numbers: the vast majority are not
citizens nor permanent residents and therefore do not quali.y for public assistance
Even though many of the husbands of those who are married are working. -arely do
they have insurance, and if they do it usually is a very restricted major medical
policy for themselves only, not including spouses or children.
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Childbearing Patterns in Latinas Recent studies in California and New
York City show significant data exists for differences between women born in
Mexico or Puerto Rico and those born in the U S. It shows the need for increased
pros rams for both groups.

In the California study there were significant statistical differences between
the 2 of women born in Mexico having children under the age of 18 as compared
to those born in the U.S. (5.0 vs. 9.32). This puts more Latinas born in the
U S. at high risk. The result among Puerto Ricans in NYC were even more striking
6 9 vs. .5.5%.

On the other hand Mexican and Puerto Rican Latinas born in their native countries
were much more likely to have children over the age of 35 years old than their
U.S. born counterparts: putting them and their fetuses at high risk. In California
study showed that 7.9% of Mexican women bore children over the age of 35 years
vs. 3.8% of Latinas born in the U.S In NYC the figures are even more dramatic.
1st generation Puerto Rican women: 9.7% had children bore to them past the age of
35 years old vs. 0.72 for their 2nd generation counterparts.

We do not of course have statistics for Chicago since the state of Ill.nois does
not have Latina or Hispanic as a classification on either birth or death certifi-
cates. If we did aid if the t of women bearing children past the age of 35 years
old was taken into consideration Pilsea/Little Village would rank near the top
In tht IMRI formula. This clearly should have been a part of the IMRI formula
in addition to women under 20 years old.

Other significant statistics are 2 of women beginning care in the first trimester.
In the California study only 58'i of Mexican women began pre-natal care in the
first rimester compared to 71% for their American bon counterparts. Tnis lack
of early care is Just as much a problem in the Pilsen-Little Village area. Lack
of access or late access may explain why the rate of both fetal and neonatal
(0-27 days) deaths in infants of Mexican-born women is significantly higher than
for either their U.S born Latinas or while counterparts.

One statistic both Mexicar and American born Latinas has in common in the Califor-
nia study was the significantly higher 2 than U.S whites or blacks who had their
children born in County facilities and state facilities. This is another indica:::
of medical indigency which i., found at Cook County Hospital where about of all
women are Latina and the University of Illinois, where almost 1/3 are Latina.

Prevelance of Underweight Children: age 0-11 months: although Latinas,
especially Mexicans do better in terms of low birtiweight than U.S. Blacks and
whites in some cases, once the child is born the frequency of underweight babies
is greatest among Latinos: 8.22 vs. 5.4% (Blacks) and 3.5% (Whites). Source:
Pediatric Nutrition Surveilance System Centers for Disease Control, MMWR 6/19/87.
Ore reason may be the rise in 1 and 2 of children in poverty which is the fastest

all ethnic groups according to the Children's Defense Fund in Washington D
The figire now stands at close to 40%.

Prevelance of Congenital Anomalies: Related to the greater t of Latina
women having children past the age of 3S years old is the higher rate of birth
detects: particularly Down's Syndrome and Spina Bifida. At the Cook County Hospital
Spina Bifida clinic ebout 80% of the patie.ts are Latino. This may be true of
other anomolies as well but good statistics are not available yet.
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Clearly this Commission and any other policy makers atthe federal, state
and local levels need to address the unique needs of our rapidly gr wing
population We are young, we work but are underinsured or uninsured, and
inelig.tle for many government funded programs due to exclusionary criteria

Oir community here is eager to engage ira dialogue to begin to tesolvc
these problems.

We need to see revision of eleglaility criteria (infant mortality
reduction initative, WIC - poverty criteria used with public aid leaves us
out)

We need to see the development of
low monthly premiums for the working poo
is in the planning phase of such a progra-

health insurance programs with
Chicago Health Systems Agency

I will submit for the record, a description of Project Alivio which was
born in response to the above unmet needs. It has three components

1 C:livery of health c,.,re services,

2 A strong research and evaluation components,

3. An education, training, and employment component which
addresses the shortage of Hispanic Health care professionals
at all levels and,

4. A day care component

I would be happy to discuss this in detail at a laterdate

Respectfully submitted,

Carmen selasquez,
Board Member
Project Alivio

(312) 666-4511

528-7390

1C9
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Chairman MILLER. Thank you. Dr. Brown, let me ask you, in
your practices in Cook County, it was mentioned here earlier that
when you refer someone for high risk care it takes 4 to 5 weeks wait.
Is that in your experience?

Dr. BROWN. It may be data to verify that. I cannot give you sta-
tistics. I have had a similar experience, yes. I am not allowed to getinto

Chairman MILLER. Is that a common experience?
Dr. BROWN. I have had that experience not infrequently. I wish I

could tell you more. I am not authorized. I suggest you refer to
Cook County Hospital. I wish I could.

Chairman MILLER. Do you have any ideaagain, it is somewhat
anecdotal, unless there is other datathe number of patients that
you see where their complications are a result of a lack of access to
prenatal care.

Dr. BROWN. Many of my patients do not come to clinic until
they feel the baby move, which is well past the first trimes-
ter, at 16 to 20 weeks. Therefore, an opportunity to gauge how
pregnant they are, what possible early risk factors that are inter-
venable are present has been entirely lost. Well over half the pa-
tients I deliver personally do not come to prenatal care until about
22 weeks. The latest I have had someone come and still come to
clinic and still sit and register and make the appointment and go
through all the heroics is 36 weeks. When we have a patient come
in the first trimester, we are so thrilled, we nearly throw a party.
Unfortunately, it is a unique experience for me, first of all, to have
them come ' in the first trimester.

Chairman MILLER. You may not inquire as to why that is, be-
cause it is of little concern at that point, because you cannot go
back and reconstruct that time in terms of care, but tic they tell
you why- -

Dr. BROWN. Many patients say that they had no way of knowing
they were pregnant until the baby moved. They were not sure.
They either did not know, or did not feel they could access methods
of which they could find this out. Home pregnancy tests are about
$15. Some of the issues you brought up earlier can take some time
to present yourself to a clinic if you have noor an emergency
room if you have no funding to find out if you are pregnant. It is
not considered emergency care in most emergency rooms.

Chairman MILLER. Do you feel that a fair amount of that is wish-
ful thinking that they are not pregnant?

Dr. BROWN. It is fair. I think that what has happened, and this is
my opinion, is it has become a community practice not to go for
prenatal care until later on. And many of my patients tell me,
well, my sister did not go, and she was OK.

Unfortunately, that is anecdotal, and it is not backcd up by sta-
tistics, indicating that accessible early pregnancy care is directly
relatable to low birthweight, and diminishing the number of low
birthweight infants. Soand yet there has become a whole sort of
cultural thinking for many patients about not going early, or like
you said, wishful thinking. Especially in the adolescent patient,
where denial is a normal part of their structure and they are going
to deny it until the latest possible minute.
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Chairman MILLER. You mentioned one of your cases where the
pregnancy was apparently a result of incest or sexual abuse in the
family. And again, this is just calling upon your experience, but in
the case of the young patient, any idea of what percentage are not
dealing with the pregnancy because they are afraid of repercussions
within the family?

Dr. BROWN. Again, I cannot give you statistics, but I would say
that in my experience that it is not infrequent. I do not think aweek goes by --

Chairman MILLER. Not infrequent.
Dr. BROWN. That it is not infrequent. I would say that not a

week goes by that a young lacy presents to my clinic terrified
about either being pregnant, suspecting that she is, or another ac-
count of sometimes misguided fantasy about some other complica-
tions related to ill information about family planning, about health
care.

A lot of my time is spent with the nonpregnant adolescents just
helping to straighten out what the data are and with the pregnant
adolescents just trying to get them in and engage them, as was ad-
dressed earlier, if the system seems at all threatening or at all
frightening to them, and often it does, you could lose them. They
are not going to stay. You have to hook them in where they feel
that it is an okay thing to do to come and get prenatal care. It is
not a judgment oil them. It is not where somebody is going to ask
them questions about things that are going to scare them or hurt
them. That hasthat does not work on an assembly line. It only
works through personal interaction through people that are trusted
by the pregnant adolescent.

Ms. WASHINGTON. Excuse me. I would just like to interject at this
point, because I find it interesting that you would ask Dr. Brown
and no reflection on her, questions around why she thinks people
would not access human services when we have, Mr. Useni and
myself, both here, as well as Carmen, who are direct providers out
in the community, who could probably give you more detailed in-
formation in terms of what is happening with the numbers of
women who are coming into the clinics. She naturally sees them
well after all the other intake information has already taken place.
Most of the work that happens in terms of human services, in
Lerms of helping them to access services, the barriers take place bythe tir ' or once they get to the doctor's office.

Chairman MILLER. The question waswhen she sees people as she
related her caseload, highly traumatized casesthe issue was what
are these cases telling her, to the extent that they are, of why they
are in that particular situation, which is different from why people
aren't accessing at the front end. Ms. Washington, the only thing I
want to say is that once you have gotten past the point of the
beginning access, the other questions should have been referred
otherwise.

Dr. BROWN. I would just like to say that for every patient I see,
there are many, many more who do not make i' past what Mrs.
Washington is talking about. And I think I said in my statement
that I do not think that these patients who do, through luck, or
courage or fortitude, ever make it to the door to see me are unique.
If I thought this was a situation that involved three cases, I would
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not be here today. This is for every patient I have here, I have to
question myself literally how many hundredshundreds of young
ladies are out there getting no adequate prenatal care, or none at
all. And it is something that I live with very uncomfortably as I
continue to practice medicine.

Chairman MILLER. Thank you.
Mr. COATS. Dr. Weigel, you talked about a grant that the Board

of Health has provided for the county.
Dr. WEIGEL. That is right, sir.
Mr. COATS. And that was specifically designed to practice

care-
Dr. WEIGEL. No, sir. That was designed to provide prenatal care

to the underserved.
Mr. Colas. But it was set at a level to cover the costs of malprac-

tice.
Dr. WEIGEL. On a lawful basis, yes sir.
Mr. COATS. Now, are you saying that if malpractice insurance

costs were at a lower rate, those services would be provided and
the state wol._ ' not need to provide the incentive for them?

Dr. WEIGEL. That is right, sir.
Mr. COATS. Are there efforts uncler vay in the medical communi-

ty to deal with legislation in terms of the malpractice laws?
Dr. WEIGEL. We have done that with the medical society for the

last four or five years, trying to get a cap on the amount of mal-
practice. It is well known in this state that if you want to get a
high malpractice judgment, you either go to Madison County or
Cook County. And you are seeing judgments for $7 or $8 million,
on something that he probably was not negligent for.

And so, the result of it is that malpractice insurance has gone up
so high that most peoplemost obstetricians are thinking of quit-
ting or moving to a state like Indiana, where it is only one third of
what the same amount of coverage is in the State of Illinois.

And every time we brought it up to the legislature, unfortunate-
ly, the trial lawyers are lobbying against it, and it has always been
turned down.

Mr. COATS. What kind of a cap are you trying to
Dr. WEIGEL. We areI believe we are talking about a cap of a

half million dollars.
Mr. COATS. We appreciate the obstetricians moving to Indiana,

but we probably are not producing babies fast enough to accommo-
date all the obstetricians who want to move there.

What are the prospects of legislative action in the next session?
Dr. WEIGEL. I do not know. We try every year. It might be inter-

esting. We have only started this program. We have got the ap-
proval in the latter part of September from the county, so we are
now implementing it. We already have 43 patients who have ap-
plied for help. Most of them are in the F rst trimester, and I think
this is important.

Mr. COATS. This is a demonstration program for the county?
Dr. WEIGEL. Yes, sir. I understand from the paper last night that

DuPage County, our neighboring county which is very high in tax
monies got a grant, but they are sending their high risk patients to
Loyola. They are not being taken care of in their private physi-
cian's office.

f5



111

Mr. COATS. How much was your grant for?
Dr. WEIGEL. We$265,000, and the county matched it.
Mr. COATS. Thank you.
Chairman MILLER. Mr. Durbin.
Mr. DURBIN. Dr. Weigel, are you saying that because of this

matching grant that medicaid mothers have no difficulty getting
into the private physician's office, and how much is this grant for
each delivery?

Dr. WEIGEL. Approximately somewhere between $250 and $350.
Mr. DURBIN. So if an additional $350 was being paid by the De-

partment of Public Aid, what you are telling me is that in Kane
County, we would not be meeting here today.

Dr. WeiGEL. That is right, sir.
Mr. DURBIN. I would like to ask just one other question in order

to try to get one point clear, and I want to make sure that I direct
it in general to the folks that are in the community here. It is clear
to me from what we have heard that we clearly have an education-
al component here. That is teaching young mothers the critical
need for them to get in and see doctors as quickly as possible. We
have read and heard about programs where folks are actually out
knocking on doors to get that message out. Right now the Depart-
ment of Public Health told us this morning that they have got a
TV and Radio campaign going on and they put posters up in of-
fices, too, and they are suggesting to us that that community edu-
cation program is going on. What is your experience? Is the State
doing such a thing? Is it adequately being done by any agency?

Ms. WASHINGTON. To answer your first question, I think that you
do have to do health education on every level, because most people
only talk about health care when theyonce they get pregnant.
But health care is an ongoing issue that you have to help young
women and young men understand the importance of making sure
they are healthy during all of their formative years. And so in
terms of the active campaign that is out there, that is working, I
think that without a doubt all of us within the infant mortality
networks feel that we are making an impact. To what extent and
to say to you that we have been able to make an impact and we
know that x number of women and x number of men are actual-
ly in the services, we cannot tell you that for sure.

But give us one year, because we are now tracking it in such a
way that we will be able to give you the statistical data in terms of
how many of the young people who use provided health education
to continue health education on an ongoing basis, and that is what
we think will impact infant mortality, because we know it is not a
one generation problem, but a two to three generation problem.

MS. VELASQUEZ. I would say the same for our community. Not
only are you dealing with language, but in terms of culture or life-
styles that say you do not talk about certain things with anybody,
so health educators are going to be more and more important to us
as time goes.

And talking about sex abuse, high school students, you do not
know about that until it is really traumatic. And you do not say,
hey, as in any other community, but there is an awfulthere is a
desperate need for education. That is why in one of our projects,
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this Project Alivio that I am talking about, education is an essen-
tialit has to be part of our health care delivery.

Mr. DURBIN. I would yes?
Mr. PERKINS. I would just like to add I think the public schools

have to assume a greater responsibility in providing education to
young people, because those are the formative years. Those are the
years that young people are impressionable and gain their values,
and I think public schools have to be getting into sex education and
other related forms of health education. Kids need to learn very
early, you may not have this problem of young women not going to
the doctor, going early pregnancy, getting prenatal care if more
education and understanding of sex was provided.

Mr. DURBIN. I might just say and I mentioned in this morning's
hearing that we live half our lives in Washington, DC. You cannot
turn on the radio or television in that town which has, according to
statistics we have been given, the highest infant mortality rate of
any City in the United Statesyou cannot escape their ad cam-
paign, which is entitled 'Beautiful Babies Right from the Start.' It
just keeps the message coming from every television star and
movie star you can think of, sports figures, trying to convince
young mothers to get up and go to the doctor as fast as they can.
And frankly, I think that it is critical for a major urban area like
Chicago to get the kind of information out that the Beautiful
Babies Campaign is doing in Washington D.C.

Dr. BROWN. I just wanted to say it is too late when they come to
see me. What you are talking about, and what you are talking
about is what really matters. And by the time they come into the
physician, it is a limited experience. I think there is a real need for
a comprehensive educational program that expands over every
aspect of society. And I think that would reduce what I am seeing
and the fact that we spend untold millions of dollars in perinatal
units with sick, sick, babies, struggling to keep them alive, and we
could start way before the mother is ever pregnant, and start that
education and prevent that catastrophe before we have the result.

Mr. DURBIN. Thank you.
Chairman MILLER. Congressman Hastert.
Mr. HASTERT. Thank you, Mr. Chairman. I would like to start

with Ms. Velasquez. You had some fairly good points in your testi-
mony, and you truly came down to focus on some of the crux of
what we are talking about this afternoon. When previous persons
testifying talked about centering in the Church, we talk about edu
cation here, in your community, what role do you thinkis the
church playing any role in this problem oftrying to solve the
problem?

Ms. VELASQUEZ. Well, in the project I am in, Project Alivio, we
are usingwe are connected with a church-based organization, so
we go to themin fact, just a couple of Sundays ago to them in the
Masses, making certain announcements. So they are taking an
active part in what is happening here. They are looking for volun-
teers from the different churches. The kinds of things Jennifer was
talking about. What role the volunteers have, and they have to
come from our different communities, because if they do not, it is
going to be another farce.

1 : 7



113

Mr. HASTERT. In the community, do you access all those people,
or a great percentage of people in that community?Ms. VELASQUEZ. A good percentage, yes. The network of the
Church, Masses, and all the other activities that go on, are terrific.In addition to our organizations and our agencies, there is a wholenetwork in our three communities of Pilsen, Little Village andBack of the Yards.

Mr. HASTERT. So there is really aand if you get the word out,
get the information out, then you can start some of these projects.

Ms. VELASQUEZ. Yes, I think so, and we are working with otherdeliverers of health care, so we are within the vacuum. Dr. Brown
is one of the people here present.

Mr. HASTERT. Dr. Brown, I am interested in your testimony, too,and you talk about your background and you come from a familyof poverty or working poor, or whatever you- -
Dr. BROWN. My Dad was an unemployed steelworker. I am sureyou are familiar with the steelworker.
Mr. HASTERT. And then to be a doctor, it takes a unique personof perseverence to do that. How do we get other Dr. Browns in theprocess? Do you get paid enough? Do you waste away by the high-

cost malpractice insurance? How do you survive?
Dr. BROWN. The Family Practice Residency Program that Itrained at at Cook County specifically solicits and tries to train

people who are interested in taking care of the poor in both urbanand rural settings. In my class, seven-eighths went to underserved
areas, many of whom would have liked to have stayed urban, but
were forced by national health commitments, to go to rural areas. I
can think of four individuals out of twelve who would have stayedin Chicago if it had been up to them. The classes coming up
through our program. And I see on the selections and pi 'motion
committee who chooses our residents, one of our main criteria is acommitment to care for the poor. We also aclively solicit and ez.-
courage minority residents.

But we are hoping, and I think the years have proven. I do nothave the statistics with me, nor would I probably be authorized togive them, but over the years our graduates have gone into thearea, I think it takes a nurturing environment, I think it takes the
philosophy, a belief that health care is a right not a privilege. Yet Iknow in this city that there is at least one area where that exists,and I am very proud to be part of it.

Mr. HASTERT. How long is your committment? How long beforeyou burn out? We see Dr. Weigel over there who served the com-munity for 37 years. Are you--
Dr. BROWN. We have physicians in our department whom Iadmire greatly who have been at this for all of their professionallife.
I haveI am very good at taking care of my own personal re-sources, as anyone who knows me will attest and I have ways of

handling burn-out. That is another issue that needs to be ad-dressed.
I think my message to you today is I can tell you of dozens of

physicians both young and old who are trying desperately to deliv-er health care to the urban poor. And are committed to it. Wecannotthe days are gone when I can go out and open a solo prac-
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tice in the neighborhood my parents raised me in. I am unable to
do that. I do look forward to--

Mr. HASTERT. Why?
Dr. BROWN. I do look forward to working in community health

centers that are federally funded. There are a number of our grad-
uates that are very intimately involved with continuing it at Cook
County. These are the opportunities our people are looking to, and
those are fantastic settings. The job is being done. I marveled when
I was in medical school. Everybody told me, you can't do that. You
are unable togo to the suburbs and practice there, because it is
impossible to give good care to poor people on an individual basis.
At Cook County in our residency, I found out it is not, but it ain't
easy. And we need your help, your funding. We have the people.

Also, when I went to medical schoo:, I could take student loans,
and I lived, in 1983, on $3,500 outside of my school expenses, in the
State of Illinois, city of Chicago. However, I was able to live and to
get the loans to pay Lily tuition. The cost of educating physicians
like myself has soared. The loans have not soared. I think the door
has effectively been slammed shut on lower middle-class physicians
such as myself, and I do not think that will bode well. I think an-
other great opportunity would be to recruit people that have shown
empathy, commitment and understanding of a lifestyle, because
perhaps they, too, had lived it. Yet I do not see that happening and
it makes me very, very sad.

And so I put the ball back in your court. Funding Physicians in
that way for education for the underprivileged and also the com-
munity-based health centers have beenevery time I am down
there, I am overjoyed and enriched about how we can provide help.

And I also think the ACEF program, I am familiar with that,
and it is a fantastic program. There are people out there doing the
work. We could use a hundred more of every one of those clinics,
and we would still be busy 12, 15 hours a day.

If you do not want us to burn out, give us more of us.
Mr. HASTERT. Dr. Weigel, I appreciate you coming too, especially

since you have been iii business for a lot of years. And I think you
realize that we do not have all of the answers, and every part of
the state, and every city is different in its problem. And certainly
the work that you have done and the fellow doctors and pediatri-
cians in your area are making a contribution, too, and I think it is
interesting to see what your record is, so we will be watchirg with
interest, and certainly appreciate your spending time with us
today. And opening up this new area.

Thank you, Mr. Chairman.
Chairman MILLER. How many family practice residencies in the

hospital- -
Dr. BROWN. In terms of the urban care?
Chairman MILLER. No; how many are there in the country?
Dr. BROWN. I do not have the exact number. In Chicago, I believe

there are eight or nine. But we are the only ones that take care of
the urban poor. We are sort of unique throughout the nation, for
being in an urban care-type setting. There are other programs set
up to (13 that, I am sorry 1 do not have those figures.

Chairman MILLER. There are not many programs for residents to
specialize in family practice?
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Dr. BROWN. It is growing. No, it is growing.
Chairman MILLER. It is growing, but it is still
Dr. BROWN. I am sorry, but I do not have the data.
Chairman MILLER. Thank you very much for allexcuse me.
Mr. PERKINS. I just want to make one brief statement. There is

another side of this problem which I do not think we elaborated on.
And of course we have to improve the quality of health services,
but that is just part of the problem. And until we improve housing,
provide jobs and tackle some of these critical -ocial issues in our
communities, we can have the best health services, every child
could receive prenatal and postnatal care and come back to these
impoverished communities, and we would still have infant mortali-
ty and infant morbidity. We have to address ourselves to the other
problems that Commissioner Edwards touched upon today that are
just as important in impacting this problem as the health problem,
and I would like this Committee toand this is why we say fund-
ing is important. We want to say, well, we are providing funds, but
you are not providing funds for the number of social service pro-
grams that have been cut over the past 4 or 5 years. The high un-
employment. I mean, it is just awesome. And those problems
cannot be ignored. This is why we look at it as a total problem, in
terms of the quality of life.

I just wanted to make that statement.
Chairman MILLER. Well, we share your concerns and that is the

purpose of this Committee. I am sure the members of this Commit-
tee, after their four or five years of service on this Committee, more
so than any other members of Congress, realize the total envi-
ronment of low income and impoverished people in this coun-try. And at the moment IA e are just looking at this small little
question of access of these people in their own communities to pre-
natal and infant care, but I do not think anybody sits here believ-
ing that we can deal with this in a vacuum. This is still an environ-
mental problem for poor people in thisnot just in the state of Illi-
nois, but in the entire country.

Thank you very much for your time and your testimony. The
Committee stands adjourned.

[Whereupon, at 5:25 p.m., the hearing was adjourned.]
[Material submitted for inclusion in the record follows:]
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PREPARED STATEMENT OF JAMES CRAVENS, M D PRESIDENT, ILLINOIS CHAPTER, AAP,
H. GARRY GARDNER, M D., VICE PRESIDENT, ILLINOIS CHAPTER, AAP, VICE PRESI
DENT, CHICAGO PEDIATRIC SOCIETY

The Illinois Chapter of the American Academy of Pediatrics
(AAP) and the Chicago Pediatric Society appreciate the
opportunity to present our views on measures to alleviate the
infant mortality crisis in Illinois. The Illinois Chapter of
the AAP represents nearly 1,000 pediatricians throughout the
state and the Chicago Pediatric Society nearly 600
pediatricians in the Chicagoland area. Both are leading
child health advocacy organizations in the state.

In 1986, the infant mortality rate in Illinois stood at
12.0%; 0.4% higher than in 1985 according to the Illinois
Department of Public Health. Illinois' infant mortality rate
is the highest among any northern state and is among the top
10 in the nation. subgroup data is even more disturbing with
22 infant deaths per 1000 live births for blacks as compared
to 9.5 for whites in 1984 according to the Children's Defense
Fund.

Rates of infant death are not evenly distributed throughout
the population. Infant mortality rates are known to be
higher among low income segments of the population with
limited access to health care and little urderstanding of the
benefits of early and preventive health care. Compromised
nutritional status as judged by lower prepregnancy weight and
lower weight gain during pregnancy is associated with poor
pregnancy outcomes.

Teenage mothers are also a high-risk group. Babies born to
teens are at a higher risk of low birth weight, a leading
factor in infant mortality.

Although the causes of infant mortality are numerous and
complex for these two high risk groups, a number of
approaches are known to reduce the risk of infant death.
Access to perinatal care and primary care for high risk women
has clearly been shown to reduce the risk of infant
mortality. Perinatal care includes prenatal care, intensive
services for high risk infants at birth, and appropriate
follow-up care. Evidence unambiguously shows that prenatal
care early on during pregnancy can reduce some factors
leading to low birth weight, a major contributing factor in
neonatal mortality.

The State of Illinois has the opportunity to increase access
to perinatal care for low income women and infants. The
Omnibus Budget Reconciliation Act of 1986 grants states the
option of expanding Medicaid eligibility to poor pregnant
women and infants whose incomes do not exceed the federal
poverty level. In Illinois one half of the cost of these
medical services will be paid with federal dollars.
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Governor Thompson recently signed SB 833 into law. While
this act authorises the Department of Public Aid to extend
Medicaid eligibility to pregnant women an infants whose
family incomes are in excess of th6 state, AFDC and
medically needy levels but below the federt poverty level,
it does not specify an implementation date or eligibility
Standards. The Illinois Chapter of the AAP and the Chicago
Pediatric Society urge the Department of Public Aid to
implement the expanded eligibility option immediately and to
set the income requirement fully at 100% of the federal
poverty level.

Expanding Medicaid eligibility to pregnant women is not the
only measure needed to increase access to perinatal and
primary care. Once pregnant women and infants attain
eligibility, they must be able to receive quality medical
care. Reimbursement rates for physicians are inadequate in
Illinois. Many pediatricians limit their participation or
even elect not to participate in the program because it is
financially infeasible. Pediatricians do not have the
excessive malpractice premiums to pay that obstetricians do
and are therefore more likely to participate in the Medicaid
program if fees are raised.

A study conducted by the American Alademy of Pediatrics on
pediatrician participation in state Medicaid programs between
1978 and 1983 showed that participation is affected by level
of reimbursement, administrative complexity, and generosity
Of the program in terms of benefits. The analysis
concludes that raising levels of reimbursements, simplifying
the paperwork and procedures involved, and expanding
benefits would increase pediatrician participation.

Illinois may be afforded the opportunity to creatively
improve the participation of pediatricians and obstetricians
in the Medicaid program. The Medicare and Medicaid Budget
Meisnoiliation Amendments of 1957 (MR 3188) contains a
prOVision to fund demonstration projects to reduce infant
3108tality and morbidity by improving the access of eligible

::Iwomen and children to obstetricians and
cians.

ihe types or projects the.: could be considered if the bill is
::::112:ludes improving reimbursements, expediting

t, innovative payment mac snisms such as global
Ivfor maternity and pediatric services, paying for medical

rradtice

insurance or sharing in liability risks,
sating administrative burdens in submitting claims,

ing continuity of coverage and covering medical
that are needed by high-risk pregnant women and

agebte. We urge the members of the Select Committee on
Toth and Families to support the funding of these

;$21111 demonstration projects.
,..e..
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Opportunities to decrease infant mortality by increasing
access to perinatal care for pregnant women and infants do
exist in Illinois. It would be a disgrace if our state did
not take advantage of these options. Babies born in Illinois
are our future; we must invest in their health and well
being.
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PREPARED STATEMENT OF JOYCE R Scow, M.A , EXECUTIVE DIRECTOR, WEST SIDE
FUTURE, CHICAGO, IL

As \DL are clearl% aware, due to the fact tnat %au co-...enec hearings in
Illinois, we are f_-ing a serious situation with infant Mortality. Once all
of the statistics are related, we are still left with the question, Why'
That 1- for some a particularly perplexing question in the community that
West Side Future serves.

Our target area is Community Area e28-the Near West Side of Chicago.
Located within this area is the Medical Center Complex. It is comprised of
three (3) major medical institutions. Each of these facilities is a Perinatal
Center. In other words, they provide the pinnacle of care to obstetrical
patients and newborns. We also have within this community two smaller hos-
pitals and numerous clinics, as well as, one large medical facility that is
two (2) blocks beyond our boundary. Yet and still, we have the "highest"
Infant Mortality rate in the entire city of Chicago. This area's statistics
clearly validate the need for prograrrung beyond medical issues.

The state and city Departments of Health realized over one year ago that
new and creative programming was needed. Therefore, Infant Mortality Networks
such as West Side Future were funded across the state. Each of the funded
areas have some special problems. In this community one of the factors is
"Access" to care. Clients that we serve are frequently intimidated by or not
knowledgeable regarding entry into these large institutins. We are attempting
to address this through (a) educating clients regarding asailable services,
(b) functioning as their advocates with services providers and (c) educating
service providers regarding the needs of a population that exists in their
"front yard".

Although access to care is an important factor, the primary factor in
infant mortality is the "quality of life" that exists in this area. Those
individuals who are at greater risk and whose infants are actually dying
are primarily residents fo the three (3) public housing developments.

Approximately forty-three percent (432) of community residents live within
CHA Housing. The predominant numbers reside within massive high rise struc-
tures. They face on a daily basis all of thr dangers and ills that have
become an integral part of public housing existence. These are extreme
poverty, inadequate nutrition, alcoholism, drug abuse, depression, teenag'
pregnancy and an ongoing litany of social ills. Although not always
clearly seen, these problems are the primogeniture of infant mortality.

1 5
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We will not combat this alarming situation until we begin to address these problems
A mother cannot give birth to a healthy infant if she cannot pay for or receive quality
medical care, if she does not have en adequate diet, if she abuses alcohol or drugs and
if the numeroua other negative situations exist. When le move beyond the intra-uterine
ph. se, these problems have an even greater impact. How can we expect survival or even
adequate growth and development from an infant who returns to a home without adequate
heat, without appropriate food, with parents who may be using drugs and with perhaps one
parent who is isolated and single. We are, of course, also attempting to address these
problems. However, we require assistance from a multitude of disciplines and organizations.

Coordinated delivery of service is an absolute requirement for success Each woman
most also be provided with quality prenatal care irregardless of ability to pay. This
society :is to also begin to shift priorities from high-tech "after the fact" delivery
of care to a preventive mode of functioning. We most also recognize and accept that the
survival of the infant is dictated by the "quality of life" and the optional functioning
of the parent.

I want to thank this body for provid..ng an opportunity to discuss this very
important issue. Members of our Netwoik also expressed a desire to present their state-ment. Therefore, I have attached prepared statements that were submatted to me forinclwaon.

Sincerely,

Joyce R. Scott, M A.
Executive Director
West Side Future
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PREP /.tED STATEMENT OF EMILE BECK, RN, MN, PUBLIC HEALTH NURSE, CHICAGO, IL

Vy oereonal and professional concerns regarding the re-
lated issues of low birth weight, pre term delivery, and infant
mortality are profound, since, as a practicing public health
nurse in Chicago's community area #28, infant death (and the
potential for 'infant death) are a fact of daily professional
existence. Quite ironically, this same community area contains
the world's largest medical center, so that "access to prenatal
care" is not a major factor for my overwhelmingly Black-- -and
to a limited extent,Hispanic---population for whom my staff
cares. The presence of such extensive medical/educational in-
stitutions makes a mockery of our extremely high infant mortality
rates, since the presence of sophisticated technology and literal-
ly thousands of health care professionals are nearly meaningless
to the impoverished women who live nearby.

Despite those large medical systems, the poverty in commun-
ity area #28 is deeply pervasive. 44,000 residents live in
three massive Chicago Housing Authority complexes; these struc-
tures are filthy, horribly-maintained, and sometimes dangerous
and molt residents seem truely powerless, by themselves, to affect
any kind of positive change. "ounds of garbage, in which child-en
play, serious crime, and drugs are daily facts of life; existence,
for the greater part, is stressful. liven the bleakness of the
physical environment, there almost seems to be a gigantic "cube"
of hopelessness and/or a community-wide shared depression that
measures approximately 3.5 miles by one mile wide and extends
upward for fourteen stories---roughly the boundaries of the Henry
Horner Homes, which I visit almost daily. Welfare, which ought
to provide basic subsistence, actually becomes for prenatal
patients, a non-medical, socioeconomic risk factor that, within
this geographic context, practically guarantees an exceptional
levees of dead babies. We do not lack for either work or challenge.

A major factor and problem for myself an my staff is
nutrition among prenatal patients. Tt has been recently shown in
the research, that the most significant factor in pre term birth

ccounting for 604 of the increased risk of premature births to
B ack women) is the hematocrit level---in effect, a measure of
anemia. We do not have enough time, nor nearly enough staff to
teach, to educate, and to follow-up as we would choose, consis-
tent with our professional training---and I am convinced that se
could make a considerable difference, had I enough caring nurses
To work on the deceptively simple problem of nutrition. It amazes
me that the City and society provides enough policemen and fire-
men, but not nearl enough public health nurses and, while we will
not tolerate cc r me and fires, the society will tolerate an extrem-
ely high level of dead children, which, in most Third World nations
would he considered outrageous! Perhaps the vast majority of
Americans do not see the poverty, nor do they experience the pain
and suffering that surrounds the death of a child, especially a
poor child.

Finally, I am deeply concerned that extensive financial re-
sources are directed toward sophisticated technology, mainly in
modern neonatal intensive care units, while very little money is

1 27
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allocated to either prevention of pre term, low birth weight
deliveries or directed to resources for community followup
after hospital discharge, since the infante involved are at
considerable risk. Again, more and the more efficient use of
public health nurses, certified nursemidwives, and pediatric
nurse practitioners could affect the prob_em (and in a very
costeffective manner), if public policy favored this approach.

Thank you fcr the opportunity to make a written statement
on this very important subject and my thanks also to Joyce
7cott, r.l.w., who made the opportunity possible.

Emilie '3eck, RN, MI
Public Health Nursell
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PREPARED STATEMENT OF NOREEN M SUGRUE, DIRECTOR, RESEARCH AND
EVALUATION, THE BETTER BOYS FOUNLATION, CHICAGO, IL

This committee is concerned with children - -their health,

education, and economic conditions. As such the concern also

must be with famllies. For too long fathers have not been

attended to when policies and prograos designed to assist

children have implemented.

The quality of life and the services available to a child

largely depend on the economic sta'.is of her mother.

Historically, legislative initiatives aimed at children also have

been aimed at women. The structuring of policies in such a way

points to the reality that the status of a child is tied to the

status of a mother. In order to improve a child's life, a

mother's life also must be improved.

The implication of and ideology tied to such legislation is

that the father is present at conception, but not expected to be

around after that. Oh sure we all want things to be different,

talk about ways to make things different, ant try to encourage

fathers to become viable and visible figures in the lives of

their children.

In reality all too many a rather is not part of his child's

life after conception, and as such, short-term policies and

economic initiatives to assist children must be structured with

that in mind. However, the long term policy and program
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strategies must be structured to encourage ano support maximum

social, psychological, and economic support by fathers in the

lives of their children.

The psychological benefits of hoving both a mother and

father participate in a cnild's life are well doc.mented.

Legislatior, which attempts to assist children yet penalizes such

paternal participation can be charecterized as flawed, short-

sighted, and detrimental to children.

The economic well-being of a child is vastly improved when

father is present. This is not to imply at economic

assistance will not be needed if a father is present, all too

often it will be. However, the family needing such assistace

should not be penalized if dad is in the home full-time and/or

economically contributing.

So many of the programs concentrate on the motner-child

dyad and forget that there is a father to be deaith with. A

glaring example of this is how the pediatric AIDS epidemic is

being handled throughout the country. While the overwhelming

majority of pediatric cases are due to perinatal transmission,

the programs that are designed to work with anc assist these

chi dren are aimed at mothers and children; the father is ignored

or forgotten. Even if the parents are not married, as is the

situation in most of these cases, there is a lathe: tnat needs to

be brought into the caretaking and caregivinq processes.
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What I encourage this committee to do is handle the short

term needs of children, hence women, but also begin to evaluate

current programs and projects in light of how they seek out

fathers, how they work with them, and how they encourage rather

than penalize their participation in all aspects of children's

lives. Further, keystone to any new programs, projects, or

legislative initiatives ought to be incentives for maximum

paternal participation. Reaching out to fathers must become part

of the overall strategy in improving the lives of our children.

We have an administration that claims to have families as a

priority -- surely this is true, but only in a rhetorical sense.

The increasing numbers of children who live below the poverty

level, whose habitats are shelters, and whose health and

educational needs are grossly undermet indicate that families and

children are convenient for rhetoric, but that they are

undeserving of dollars and services needed to ensure that they

have a minimally acceptable standard of living. Since the early

1980s there has been a dramatic decrease in the quality of life

for a large proportion of the children living in the United

States. This committee has to take the leadership in addressiwg

the problems that have beer around for decades, but because of

current administration policies have become exacerbated since

1980. That task is enormous and will not be completed within a

short time period.

131
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PREPARED STATEWZNT OF KATHLEEN KOSTELNY, M A , AND JAMES GARBARINO, PH 0 ,
ERIKSON INST.TUTE FOR ADVANCED STUDY IN CHILD DEVELOPMENT, CHICAGO, IL

:n the United States, death in the first year of life brings

deelcpren-- to a- abrupt hart for more than 40,200 children

annually. The infant mortality rate in the United States in 1966

was estimated at :0.4 per 1,000 live births. This figure may

seem low in contrast to the rates observed in most underdeveloped

countries (e.g., .08.2 in Haiti, 143.4 in Ethiopia, and 204.8 in

Afghanistan), bl.t is higher than those in other developed

countries. The T.S. tied for last place in a rarking cf 20

developed countries for the years 1980-:985. According to the

U.S. Surgeon General, given the United State's current state of

.medical knowledge and technology, the infant rcrtality rate

should be no higher than 9.0. Some nations have surpassed even

that figure: ::weden, Japan and Finland have rates of 7.0 or less.

Nationally, the infant mortality rate is approximately twice

as high for black infants (at 19.2) as it is for white infants

(at 9.7). Illincles rate of 12.4 is the highest of any northern

industrialized state end breaks down to 21.4 for black and 9.7

for white infants. Moreover, Chicago has one of the highest

infant mortality rates in the country. In a study of the 22

largest metropolitan areas in the United States (cities of

500,000+ population) Chicago had the fifth highest rate after

Washington D.C., Detroit, Cleveland and Baltimore. Amyng Chicago

communities, infant mortality rates vary dramatically. In 1985

they ranged from 0 to 79.0. Chicago's overall rate of 16.5 (11.3

for white infants and 22.4 for black infants) represents a small

81-419 - 88 - 6
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increase for 1965, following only a small declare in the irfart

mortality rate since 1981. :his reflects a national trend: a

slowing down of progress in red-cing infant mortality s:noe

after two decades of a steady, sustained, and significant

decline.

Aside from merely recording deaths, infant mortality rates

are useful indicators of the quality of prenatal and per -natal

care for Infants, and serve as indirect indices cf. potential

developmental disabilities, a commx.ity's infant health, and tre

level of child abuse and neglect ;Margolis, 1967). :rfant

mortality has been associated with demographic characteristics

such as maternal age, socioeconomic factors such as poverty, _--

public health problems such as the lack of adequate prenatal

care. A primary risk factor of infant mortality is low birth

weight, which directly affects the fetus' chance of survival,

while secondary risk factors such as youn: maternal age are

demographic characteristics. Furthermore, tertiary risk factors

involving types and access to health services reflect commun:ty

level influences. This identifies the problem squarely within an

ecological framework, as micro-, meso-, exo- and macrosystem

influences are clearly evident (Garbarino and associates, 1962).

One of the strongest correlates of infant mortality is low

birthweight. The National Infant Mortality Survey found that the

most important single predictor for infant survival was

birthweight, with an exponential improvement in survival by

increasing the birthweight to optimum level. It has been
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include the teenage mothers' physiological immaturity for

pregnancy and their nutritional needs for their own growth that

compete with those cf their fetuses. Incomplete cducatic., and

reduced levels of economic well being are some of the

socioeconomic risk factors. Additionally, the tendency cf

teenage mothers to avoid seeking prenatal care early in the

pregnancy or even at all, contributes to a high rate of low

birthweight and disabled infants.

Nationally, the leading causes of infant mortality of

children less than 1 year of age are congenital anomalies

(21.3%), sudden infant death syndrome (SIDS) (12.4%), respiratory

related diseases (9.5), and low birth weight/prematurity (8.5%).

In Chicago, however, a different pattern emerges -- the leading

causes of death are low birth weight (52.8%), sudden infant death

syndrome (19.8%), congenital anomalies (14.9%) and respiratory

related diseases (5.7%). Chicago has a higher percentage of low

birth weight infants--9.6% compared to 6.7% nationally in 19b4.

Even more alarming is that the number of infants dying due to low

birth weight in Chicago is more than six times the national

average. These disturbing figures point to the need for an

analysis designed to illuminate the origins and correlates of

Chicago's status as a high risk environment for infants.

The Chicago Department of Health conducted an analysis that

identified Chicago communities at highest risk of infant

mortality and in greatest need of services. Birth rates,

prematurity rates, rates of births to teenagers, AFDC recipients,

1
C.., fa,
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and infant mortality rates for the period 1979-1983 were

examined. As a result, nineteen communities with the highest

"need index" for maternal and child health services were targeted

as being at greatest risk. These communities are part of the

Infant Mortality Reduction Initiative for the State of Illinois,

a project with the stated goal of reducing infant mortality to

9.0 by the year 1990.

Our analysis differs from the Chicago Department of Health

study in three respects. First, it conceives of risk as more

than simply the sum of infant mortality rates and predisposing

factors. Secondly, it examines trends in infant mortality rates

in order to make statements about the stability of communities as

social environments for child bearing. Thirdly, it examines

community level factors as possible explanations for different

patterns of infant mortality.

Our plevious research has ge-. sted a model which

incorporates two meanings of risk (Garbarino i Crouter, 1978a;

Garbarino i Sherman, 1980; Garbarino, Sciellenbach, & Kostelny,

1987; Garbarino, 1987). In identifying high an' low LI-1r areas

for child maltreatment based on the socioeconomic and demogf".lic

characteristics of communities, the model looked not only at

absolute rates based on actual incidence in a given population,

but also at rates that were higher or lower than could be

e..nected in the context of what is known about a community's

socioeconomic and demographic constitution. For example, two

communities might have the same actual child maltreatment rate.
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Ore community however, might be labeled "high risk" because its

rate exceeded what it "should be" g_ en its socioeconomic and

demographic characteristics. In contrast, the other vou)1 be

labeled "low risk" because its rate u's lower than what would be

"expected", given its socioeconomic and demographic profile.

Building on this model, the present research focused on four

major issues: (4.) which communities show stability in actual

infant mortality rates; (2) which communities show stability In

"predicted" infant mortality rates when socioeconomic and

demographic variables are considered; (3) which communities show

stability in predicted rates of low birthweight a.id births to

teenagers given their socioeconomic and demographic profiles; and

(4) what community level factors might explain anomalies in

comparisons of predictil and actual rates, after accounting for

the demographic impact of teen birth rates and low birthweight

rates.

METHODOLOGY

In the present study, actual infant mortality rates were

first tabulated for Chicago's 76 community areas for each year

during the period 1980 to 1985. Each community area was assigned

to one of three categories for each year. The first category

(low actual risk) had rates that were at or below ,he national

average for each o. the six years under consideration, the second

category (average actual risk) had rates that ranged from above

the national average up to and including the average for Chicago,
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and the third category (high actual risk) had rates which were

above the a' 'rage for ChIcago.

Low Risk Average High Risk

1980 <12.0 12.6-20.7 >20.7

1981 <11.9 11.9-18.9 >18.9

1982 <11.5 11.5-18.6 >18.6

1983 <11.2 11.2-17.6 >17.6

1984 <10.7 10.7-16.4 >16.4

1985 <10.6 10.6-16.5 >16.5

Next, trends for infant mortality rates throughout this six-

year period were analyzed for stability. This trend analysis is

particularly important because the relatively small numbers of

deaths involved mean that even small fluctuations in the number

of infant deaths can have a great effect on the rates. This is

particularly true for the smaller areas (i.e., population of

15,000, with 400 live births, where a 10.0 per 1000 rate means

there were 4 deaths, but the addition of only 2 deaths raises the

rate to 15.0 per 1000.) The highest actual number of deaths of

any community for a given year during the period studied Jae 77.

A chi square test was performed to see if the distributio of

Communities in the three categories differed from chance.

Communities which exhibited patterns more often tun expec-ed by

chance, i.e., occurring in at least three of th sii yea-s,

were considered to be stable, and were included in one of the

! 4 o
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following categories:

:-:M-A: Lc. actual rates of :nfant mortallty for at
least 3 out of 6 years

II-IM-A: Average actual rates of infant mortality for
at least 3 out of 6 years

III-IM-A: High actual rates of infant mortality for at
least 3 out of 6 years

Second, to determine predicted rates for communities,

multiple regression analyses were conducted with infant mcrtality

as the dependent variable and nine socioeconomic and demoT-sph:c

factors as independent variables. The nine independent variables

obtained from the 1980 census were:

1) Black: Percentage of population who indicated their race
as black, negro, Jamaican, black Puerto Rican, West
Indian, Faitian or Nigerian.

2) Hispanic: Percentage of populatic who indicated Mexican,
Puerto Rican, Cuban or other Spanish/Hispanic origin.

3) Poverty: Percentage of families living bel'w the poverty
level, e.g. $7,356 annually for a family of 4 in 1980
dollars.

4) Affluence: Percentage of families having annual incomes
above $30,000 in 1980 dollars.

5) Overcrowding: Percentage of households having more than
one person per room.

6) Female-Headed Households: Percentage of households with
children headed by women.

7) Transience: Percentage of families living in present
home less Clan 5 years.

8) Unemployment: Percentage of persons in labor force who
are not working.

9) Education: Median education level.

The availability of socioeconomic and demographic data for

f
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only one year is a limitation of the present analysis. Moreover,

changing community conditions in the period :9E0-1985 are not

reflected In these data. One reas.:re of how seric.:s the prch:e=

might be f,,r the analysis is to determine whether or not the

predicti.e power of the multiple regression analysis (as fvideht

in propoition of variance accounted for, R 2 ) decreases as the

socioeconomic and demographic data "age" from 1980-1965. The R2

shows the following pattern: 1560: .35; 198J: .45; :9E27 .69;

1983: .47; 1964: .61; 1985: .49. This reass::res zs that aging cf

the socioeconomic and demographic data is not a ma:cr problem for

our analysis.

For each community, the ana:ysis generates a predicted

infant mortality rate plus its confidence interval. To be

included in high or low risk categories, the difference between

the observed and predicted rate had to be at least twice as large

as the standard error of the mean (e.g., if the predicted rate

was 14.2 and the standard error of the mean was 1.9, the range

would be 10.4-18.0). As with the actual infant mortality rates,

communities which showed patterns of stability for at least 3 of

the 6 years were assigned to the following categories:

I-IM-P: Lover than predicted infant mortality rates for
at least 3 out of 6 years

II-IM-P: Within the predict .1 range for infant
mortality rates for at least 3 out of 6 years

IIT-IX-P: Higher than predicted infant mortality rates
for at least 3 out of 6 years

Two additional variables were examinedrate of births to
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teenage mothers and rate of low birth weight infants. First,

actual rates were examined and assigned to low, average or high

risk categories using the method described for infant mortality.

The ranges were as follows for births to teenagers:

Low Risk Average High Risk

1980 < 15.6 15.7 - 18.5 > 18.5

1981 < 14.8 14.9 - 17.9 > 17.9

1982 < 14.2 14.3 - 16.9 > 16.9

1983 < 13.7 13.8 - 16.5 > 16.5

1984 < 13.1 13.2 - 16.5 > 16.5

1985 < 12.8 12.9 - 15.7 > 15.7

For low birth weight infants the ranges were:

Lou Risk Average High Risk

1980 < 6.8 6.9 - 9.5 > 9.5

1981 < 6.8 6.9 9.5 > 9.5

1982 < 6.8 6.9 - 9.5 > 9.5

1983 < 6.8 6.9 - 9.2 > 9.2

1984 < 6.7 6.8 - 9.6 > 9.6

1985 < 6.8 6.9 - 9.4 > 9.4

Multiple regression analyses were then run with the same

nine demographic and socioeconomic variables; first for teenage

mothers, and second for low birthweight infants. The same

analysis of risk assignment and trends over time was applied to

rates of both teen births and low birth weight babies. The

1 i; 3
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categories included:

I-TB-P: Lower than predicted rates of teen births for
at least 3 out of 6 years

II-TB-P: Within the predicted range for teen births for
at least 3 out of 6 years

III-TB-P: Higher than predicted rates of teen births
Zor at least 3 out of 6 years

I-LBW-P: Lower than predicted rates of low birth weight
for 3 out of 6 years

II-LBW-P: Within the predicted range for low birth
weight for at least 3 out of 6 years

III-LBW-P: Higher than predicted rates of low birth
weight for at least 3 out of 6 years

RESULTS

Actual infant mortality rates for the 76 Chicago communities

showed that 21 communities fell into the low risk category, 15

communities fell into the average risk category, and 39 areas

fell into the high risk category. One community area fell into

the both the low and high risk category. For low birth weight

rates, 30 communities fell into the low risk category, 14 into

the average risk category, and 32 into the high risk category.

For rates of births to teenage mothers, 34 communities fell into

the low risk category, 5 into the average risk category, and 37

into the high risk category.

Fifty-three (69.7%) of all 76 communities crammed showed

infant mortality rates within the predicted range (II-IM-P) for

their communities. Of the 23 communities not explained by these

socioeconomic and demographic variables, 11 (14.5%) were in the

4 #
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lower than predicted risk category (I-IN-P), 6 (7.9%) were in the

higher than predicted risk category (III-IM-P), and in 6

communities rates could not be assi'ned to a category because

they did not occur more or less than by chance, indicating

ambiguous data or changing communities. Chi square was

significant at the .001 level indicating that the distribution of

communities to risk status differs from chance.

In the 11 communities in the lower than predicted risk

category, 9 communities also had low actual rates, 1 community

had average actual rates, and 2 communities had high actual

rates. Thus, even though these 2 communities were high risk

compared to Chicago's overall actual rate, they were low risk

when compared to communities with similar socioeconomic and

demographic characteristics. Identifying such anomalies is cne

important function of our analytic strategy.

In the 6 communities where the infant mortality rate was

higher than predicted, 2 also had high actual rates,

encompassing both definitions of risk. Two other communities had

rates that fell in both the low actual and high actual

categories, and 2 did not occur in any of the categories for at

least three of the six years, exhibiting a fluctuating, unstable

pattern.

The multiple correlations of socioeconomic and demographic

conditions with births to teens and low birth weight were very

high: ranging from .94-.96 for births to teenage mothers, and

.91-.94 for low birth weight infants over this same six-year
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period. (Table I) Additionally, correlations between infant

mortality and births to teenagers ranged from .85-.95; between

infant mortality and low birth weight from .91-.97; and between

births to teenage mothers and low birth weight infants, .96-.97.

(Table II)

These two variables followed patterns similar to predicted

infant mortality rates for 53 of the 75 community areas. For 22

areas, both births to teens and low birth weight infants fell

into the same rirk category as infant mortality; for 19 areas,

low birth weight was in the same category as infant mortality,

and for 13 areas, births to teens fell into the same category as

infant mortality. Of the remaiiing 23 communities, 11

communities were still within the predicted range for infant

mortality (having been explained by socioeconomic and demographic

data), 6 could not be assigned to a risk category because of

fluctuating data, while 3 were in the lower than predicted

category and 2 were in the higher than predicted category.

(Tables III and IV)

In 4 of the 6 areas where infant mortality was higher than

predicted (III-IM-P), higher than predicted rates of births to

teenagers or low birthweight offer possible explanations. One

area was explained by low birth weight, tw.J areas were accounted

for by births to teenage mothers, and in another area, both birth

to teenage mothers and low birth weight explained its rate of

infant mortality.

Moreover, 9 of the 11 lower than predicted risk areas for

1 ,4f,
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infant mortality (I-IM-P) may be explained by lower than

predicted rates of tee' births or low birthweight (I-TB-P and I-

LBW-P). Two of these lover than predicted in:Int mortality areas

also had both lover than predicted births to teens and low

birthweight rates, while four areas fell in the lower than

predicted teen birth category, and 3 fell in the lower than

predicted low birth weight category.

For example, two adjacent communities Avalon Park (area ;45)

and Burnside (area 847) have similar socioeconomic and

demographic variables, (e.g. 88-96% black, 32-40% female headed

homes, 10-15% below poverty level) and fall into the high actual

risk category. However, Avalon Park has infant mortality rates

which place it in the lower than predicted risk category while

Burnside is in the higher than predicted risk group. Thu^

although both communities have some of the highest infant

mortality rates in the city, Avalon Park's rate "should be" Lven

higher, while Burnside's "should be" even lower given their

demographic and socio-economic characteristics.

Both deviations from the predicted range may be attributed

to the pattern of rates of births to teenage mothers, with lower

than predicted rates in Avalon Park and higher than predicted

rates in Burnside.

17
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Actual IM

Avalon Park (Area 45)

Predicted IN Actual TB Predicted TB

1980 27.2 17.4-30.2 22.8 19.8-24.8

1981 55.0 26.8-40.4 17.5* 18.0-22.6

1982 16.3* 18.1-26.5 24.5 17.9-23.1

1983 15.9* 18.8-29.6 14.8* 17.7-23.1

1984 11.3* 13.9-22.7 20.; 17.8-22.5

1985 26.0 15.9-29.9 14.6* 17.0-21.8

Burnside (Area 47)

Actual IM Predicted IN Actual TB Predicted TB

1980 49.4* 26.5-42.5 32.1* 21.0-28.4

1981 49.4* 20.8-38.0 22.2 18.7-24.5

1982 26.3 19.7-30.5 22.4 16.8-23.4

1983 15.2 17.1-30.7 30.3* 18.2-25.0

1984 14.5 14.2-25.4 36.2* 20.6-26.8

1985 63.3* 25.2-42.8 31.7* 20.1-26.5

Four other communities adjacent to each other on the

northwest side of Chicago are in different risk categories for

infant mortality, and require different explanations. The

communities of Montclare (area 018) and Hermosa (area 020), fall

into the category of higher than predicted risk for infant

mortality. Both communities reflect instability in terms of

actual rates: Montclare falls into the low risk category for 3 of

the 6 years and into the high risk category for the other 3
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years. Hermosa has rates in the low, average, and high risk

categories for to years each. In Hortclare, higher than

predicted infant nortallty rates can to attributed to higher :nan

predicted low birth weight rates, while Hermosa's higher than

predicted infant mortality rates can be attributed to higher than

predicted rates of births to teenage mothers.

Actual TM

Montclare (Area 18)

Predicted IM Actual LBW Predicted LBW

1980 28.3* 11.1-19.5 3.8 5.0 - 6.4

1981 20.4* 9.7-18.5 9.2* 5.1 - 6.7

1982 9.2 5.7-11.3 7.3* 5.8 - 7.2

1983 31.6* 8.6-15.6 4.2 5.0 - 6.4

1984 0 6.7-12.5 9.4* 5.5 - 6.9

1985 0 1.8-10.8 6.1 4.6 - 6.4

Hermosa (Area 20)

Actual IM Predicted IM Actual TB Predicted TB

1980 24.2* 9.4-19.4 19.9* 11.6 - 16.2

1981 10.5 6.3-16.9 14.4 12.2 - 15.8

1982 14.5 10.3-17.1 14.2 10.4 - 14.4

1983 16.1* 6.5-14.8 14.5* 10.0 - 14.2

1984 8.1 10.5-17.3 14.9* 11.0 - 14.8

1985 21.3* 6.1--6.9 11.4 9.9 - 13.7

The communities of Dunning (area 17) and Delmont Cragin
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(area 19), are similar in socioeconomic and demographic makeup,

(e.g. both 90% white, 10-15% female headed households, and 3-4%

below poverty level) and both have low actual rates and lower

than predicted rates for infant ..ortality. In Dunning, the

infant mortality rate can be explained by a lower than expected

birth rate to teens. However, Belmont Cragin is an anomaly as

the teen bi-th rate as well as the low birthweight rate are

within the predicted range and thus do not explain this area's

higher than predicted infant mortality rate. One possible

explanation is the high proportion of participation in prenatal

education classes by expectant mothers at a nearby hospital where

the maternity ward nurse reported that over 90% of mothers

delivering at this hospital participate in the program. However,

further investigation is needed to determine other possible

sources of enrichment to the community which would also have a

positive effect on infant mortality rates.

Actual IM

Dunning (Area

Predicted IN

17)

Actual TB Predicted TB

1980 9.4 10.4 - 18.0 4.1* 6.3 - 9.7

1981 8.7* 9.0 - 17.0 6.4* 7.1 - 9.9

1982 2.9* 4.6 - 9.8 7.5 6.2 - 9.2

1983 2.4* 7.2 - 13.e 3 8* 4.5 - 7.7

1984 8.1 5.5 - 10.7 2.6* 4.9 - 7.9

1985 12.8 1.4 - 9.8 2.1* 3.8 - 6.8
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Belmont Cragin !Area 19)

Actual redicted Actual Predicted Actual Predicted

IM IM TB TB LBW LBW

1980 9.6 13.3-21.3 9.4 8.111-11.6 5.6 5.6-7.0

1961 4.7* 8.7-17.1 7.4 8.4-11.2 4.7 4.8-6.4

1982 6.2 7.5-12.7 6.4 6.5-9.7 4.7 5.7-7.1

19113 7.6 7.4-14.2 6.3 5.7-8.9 6.5 5.0-6.4

1984 7.3 7.9-13.5 7.0 6.7-9.7 6.2 5 ' -7.1

1985 6.0 4.3-13.1 8.1 5.6-8.6 9.2 3.8-5.8

DISCUSSIOM

For communities not explained by the above socio - economic

and demographic variables included in the multiple regression

analysis, or the additional factors of low birth weight and

births to teens, we can turn to idiosyncratic community level

factors that may account for the findings.

Three additional communities were anomalies, not explainer'

either by the nine demographic and sociosconorll variables, or by

rates of teen births or low birth weight". Two of these

communities, West Elsdon (area 62) and Grand Boulevard (area 33)

were in the high risk category (III -IM-P) and one, Chicago Lawn

(area 66), was in the low ric!: category (I- IM-P).

While the two communities of West Elsdon and Chicago Lawn

lie near each other in the southwest part of Chicago, and show\ ,
similar acc.ioeconomic and demographic characteristics (e.g., +80%

white, 13-18% female headed households, median education level of
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12.1, and $21,000-$23,000 median income) they exhibit very

different profiles in terms of infant mortality, births to

teenagers, and low birthweight infants. Although West Elsdon had

low actual infant mortality rates, these rates were nevertheless

higher than expected despite lower t!an predicted rates of birth:.

to teens and low birthweight infants (III-IM-P, I-TB-P, I-LBW-P).

West Elsdrn (Area 62)

Act IM Pred IM Act TB Pred TB Act LBW Pred LBW

1980 52.6* 12.1-19.7 4.6* 6.9-10.3 7.2 5.2-6.3

1981 7.5 9.1-17.1 10.5 7.8-10.5 4.5* 5.1-6.5

1982 8.0 5.9-11.1 4.8* 6.5-9.5 4.8* 5.7-7.1

1983 37.9* 7.1-13.5 5.3 4.7-7.9 8.3 4.8-6.2

1984 15.3* 6 9-12.1 9.9 5.8-8.8 3.8* 5.5-6.9*

1985 7.9 2.8-11.2 3.2* 4.4-7.4 3.2* 4.6-6.2

Conversely, Chicago Lawn had lower than expected infant

mortality rates, (although actual rates were in the middle

category), despite higher than predicted rates births to teens

(I-IM-P, III-TB-P).

Actual

Chicago Lawn

IM -redicted IM

(Area 66)

Actual TB Predicted TB

1980 12.4* 12.9-20.5 15.8* 9.8-13.2

1981 9.3* 9.7-17.7 14.7* 10.2 -13.0

1982 22.9 9.9-15.1 12.2* 8.9-12.1

1983 14.9 9.7-16.1 12.4* 8.5-11.7

1984 6.3* 9.6-14.8 11.4 8.6-11.6

1985 9.2 8.E-16.9 10.4 8.2-11.2

1P-2
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In developing a hypothesis to account for this discrepancy

we turn to local history. Chicago Lawn has been undergoing

transition over the past decade (since the 1980 census).

Primarily a working class, second and third generation eastern

European community, it has seen an influx of black, hispanic and

Arab populations in part of the area. This demographic change

could explain the higher than expected teen birth rate (black and

hispanics have higher teen birth rates in other Chicago

communities). But the area's status as low risk for infant

mortality requires explanations beyond simple demography. One

possibility suggested by an informal interview with a nurse on

the maternity ward of a larg% community hospital in the area, is

the utilization of parenting education and support programs by

new mothers around the time of birth.

West Elsdon displays the only pattern of higher than risk

for infant mortality and lower than predicted risk for both

births to teens and low birthweight infants (III-IM-P; I-TB-P I-

LBW-P) out of 76 cases. In this community, infant mortality is

not associated with socioeconomic or demographic patterns, or

with births to teens or low birth weight. Even though the area's

actual infant mortality rates are low for 3 years (7.5, 8.0 7.9)

average for 1 year (15.3) and high for 2 years (52.6, 3 ) when

compared to Chicago's overall rate, these actual infant mortality

rates are still higher than what "should be" given its

socioeconomic and demographic profile and in terms of its low

rates of births to teens and low birth weight infants.
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West Elsdon is characterized by a large older population

(i.e., 18% are 65 years or older compar^d to a city average of

11%; the median age is 44 compared to a :itywide average of 29,.

Thi can explain the area being at low risk for teen births and

low birthweight, but it does not explain its status as an area at

high risk for infant mortality. Rather, older maternal age and

infants who are of normal birthweight--factors which would be

associated with :ow infant mortality- -are in this case associated

with high infant mortality. A possible explanation for this

phenomenon derives from the fact that the only hospital in the

area closed in 1375 and was never replaced, a presumed effect of

which is a lack of p,:enatal care and parent education programs.

This, in contrast er.th the Belmont Cragin and Chicago Lawn

situation discussei earlier, strongly suggests that we are

observing the effect of negative institutional policy and

practice at work in tho social environment for child bearing.

The other high risk community with higher than predicted

rates, Grand Boulevard, was the only community in this study

which had both one of the city's highest actual rates of infant

mortality (ranging from 21.5 to 32.8 over this six year period)

as well as rates that were even higher than would be predicted

for such an impoverished community. Although the rates of births

to teens and low birth weight infants are among the highest in

the city, Grand Boulevard is still within the predicted range for

these two variables.

, 4 r.. 4
k
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Actual

IM

Grand Boulevard

Predicted Actual

IM TB

(Area 38)

Predicted

TB

Act

LBW

1 Predicted

LBW

1980 32.8* 14.2-31.0 39.4 36.0-42.6 16.6 14.7-17.9

1981 26.0 11.4-29.0 37.8 33.1-39.1 17.2 15.2-18.4

1982 22.7 19.8-31.0 36.2 35.0-41.8 18.3 15.6-18.6

1983 30.0* 15.2-29.2 36.7 34.8-41.7 17.5 15.2-18.2

1984 21.5 18.4-30.0 35.9 31.5-37.9 16.4 14.5-17.5

1985 29.0* 7.6-26.0 35.5 31.6-38.2 14.7 12.5-16.1

This nigh rate of infant mortality is not adequately

explained by demographic or socioeconomic factors, tees. births,

or rate of low birthweight. This leads us again to local history

for an idiosyncratic explanation.

One factor to consider in Grand Boulevard is the atypically

high rate of Sudden Infant Death Syndrome (SIDS). 32.4% of all

infant mortality deaths in Grand Boulevard in 1983 was diagnosed

as SIPS compare; to 20.9 for Chicago and 12.4 for the nation.

Research has indicated that such einormally high rates of SIDS

may be due to unrecognized maltreatment, accidents, or neglect

(Bass, 1986).

In a study by Zumwalt and Hirsch, (198 ) only 15-20% of

children who died by violence shoved any external injuries.

Careful investigations of "unexplained" (SIDS) deaths often

showed physical abuse as the cause. Additional "unexplained"

causes of infant mortality due to physical neglect included
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exposure to a dangarous enviro.iment, failure to provide medical

care when needed, and exacerbation of natural disease by neglect.

Another fa=tor for consideration is atypically high rates

of child homicide in an area. In a study of child homicides in

Cook county, Cristoffel found that all homicides occurred in only

22% of the county's census tracts. Additionally, there were

almost as many deaths labeled "undetermined" which were more

probably homicide cases, as there were deaths labeled homicide

(Cristoffel, 19E-:. The underreporting of homicides is due to

insufficient evidence, negligence by medical examiners, and the

reluctance or unwillingness of reporters to consider homicide a

diagnosis (Jasan,:983).

Because Gra:" Boulevard also has one of the highest child

abuse and neglect ratew in Chicago (13.5 per 1000 in 1980), the

higher infant mortality rate could reflect its higher rates of

unidentified child abuse and neglect. Other research has

determined that :nfants from physically abusing families are at

greater risk of teeth, though not necessarily by physical abuse

(Creighton, 198C; Roberts, 1980). The "unexplained" infant

mortality may be attributed to a social environment that has

deteriorated even further than the already sad socioeconomic and

demographic data indicate. Informal observations and discussions

with expert informants tend to support this view.

CONCLUSION

This study sheds light on the human ecology of infant
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mortality by highlighting the interplay of social systems in the

experience and development of infant human organisms. It

demonstrates two distinct meanings of high risk, and documents

the role of socioeconomic and demographic correlates in

establishing a community's level of risk as an environment for

children. It further identifies communities that require

idiosyncratic, "historical" explanations beyond simple

socioeconomic and demographic profiling. Thus it contributes to

our understanding of the human ecology of early childhood.
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TABLE I

CORRELATIONS FOR INFANT MORTALITY, BIRTHS TO TEENAGE MOTHEERS,
AND LOW BIRTHWEIGHT INFANTS WITH DEMOGRAPHIC

AND SOCIOECONOMIC VARIABLES

Infant
Mortality

Teen
Births

Low Birthweight
Infants

1980 .59 .94 .91

1981 .67 .96 .94

1982 .83 .95 .92

1983 .69 .95 .94

1984 .78 .95 .93

1985 .70 .95 .91

V

A
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TABLE II

CORRELATIONS BETWEEN INFANT MORTALITY.
BIRTHS TO TEENAGE MOTHERS, AND LOW BIRTHWEIGHT INFANTS

Infant Mortality/
Teen Births

Infant Mortality/
Low Birthweight

Teen Births/
Low Birthweight

1980 .92 .97 .97

1981 .85 .91 .96

1982 .93 .97 .97

1983 .94 .96 .97

1984 .95 .95 .97

1985 .89 .92 .96
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TABLE III

PATTERNS OF PREDICTED HIGH RISK, PREDICTED LOW RISK,
AND WITHIN PREDICTED RANGE FOR INFANT MORTALITY,
BIRTHS TO TEENAGERS AND LOW BIRTHWEIGHT INFANTS

I - Stably Low Risk for at least 3 out of 6 years

II - Stably Within Predicte6 Range for at least 3 out of 6 years

III - Stably High Risk for at least

Infant Teen Low Birth-
Mortality Births Weight

3 out of 6 years

Number of Communities
With This Pattern

II II II 19
II I II 9

II III II 6

II II III 6
II III III 4

II I I 3

I I II 3

I II I 3

I I I 2

II Ii[ I 2

III II II 1

I :I II 1

I III III 1

III I I

III I III 1

III III I 1

III III II 1

III III :II 1

I I III 0
I II III 0
I III I 0

I III II 0
II II I 0
II I III 0

III I II 0
III II I 0
III II III 0

i C 1 I
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TABLE IV

rATTERN: OF INFANT MORTALITY, BIRTHS TO TEENS, AND
LOW BIRTHWEIGHT of COMMUNITY AREA

I - Stably Low Risk for at least 3 out of 6 years

II - Stably Lithin Predicted Range for r:t least 3 out of 6 years

III - Stably High Risk for at least 3 out of 6 years

Area Infant
Mortality

Teen
Births

Low Birth-
Weight

1 II II II
2 II I II
3 II II II
4 II I II
5 II II II
6 II II II
7 II II II
8 II III II
9 I I I

10 I I II
11 I I I

12 II I II
13 I II I

14 II II In
15 II II II
16 -- II II
17 I I II
18 III I III
19 I II II
20 III III II
21 I: II II
22 II II II
23 II III II
24 II II II
25 II II III
26 II III II
27 II II III
28 II II II
2; II II II
30 II I II
31 II I II
32 -- I II
33 II I I
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Area Infant
Mortality

Teen
Births

Low Birth-
Weight

I 34 II II II
35 II II II
36 II II II
37 II III I

I 38
39

III
II

II
II

II
II

4C -- III III
41 II I II
42 II I II
4? II I II
44 -- I II
45 I I II46 II I I47 III III I
48 II II II
49 II III III
50 I I --
51 II II III
52 II III --
53 -- III II
54 II II II55 II III III
56 II III III
57 I II I
58 III III III
59 II III --
60 II III II
61 II III II
62 III I I63 II II --
64 I II I65 II II III
66 " "II III
67 II III II
68 IT III I
69 II I I70 II II II71 II II III
72 -- II I
73 II III --
14 // I II75 II III III
76 II II II
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