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CHILD HEALTH: LESSONS FROM DEVELOPED
NATIONS

TUESDAY, MARCH 20, 1990

House OF REPRESENTATIVES,
SELECT COMMITTEE ON CHILDREN,

YOUTH, AND FABMIES,
Washington, DC.

The committee met, pursuant to notice, at 9:30 a.m., in room
2322, Rayburn House Office Building, Hon. George Miller (chair-
man) presiding.

Members present: Representatives Miller, Boggs, Martinez,
Evans, Bliley, Holloway, and Senator Chiles [retired].

Staff present: Karabelle Fizzigati, staff director; Jill B. Kagan,
deputy staff director; Madlyn Morreale, research assistant; Dennis
G. Smith, Minority staff director, Carol Statuto, minority deputy
staff director; and Joan Godley, committee clerk.

Chairman MILLER. The select committee will come to order. The
purpose of today's hearing is to listen to witnesses on the issue of
Child Health: Lessons from Developed Nations.

The United States for decades has been a dominant ezonomic
power and must now contend with its international competitors in
more ways than one. Just yesterday, the Select Committee on Chil-
dren, Youth, and Families released a report on international com-
parisons of child well-being prepared by the U.S. Bureau of the
Census, that shows the U.S. trailing other industrial nations in tha
health and prosperity of its children.

The purpose of today's hearing is to get a better understanding
of why that might be and what models are being used in other na-
tions to improve the health care of their children, the access to
health care delivery systems and, hopefully, the cost containment
of some of those systems.

The report that the select committee released yesterday 'iised
many, many questions about comparable rates and the IttF I of
comparison between various nations and the United States, out it
didn't answer all of those questions.

Today is the first in a series of hearings that the committee
plans to hold that will hopefully help us answer some of those
questions as we look at major health care initiatives in this Con-
gress by our colleagues on the Committee on Energy and Com-
merce and the Committee on Ways and Means. These committees
are looking for :improved ways of incorporating children into
the health care system of this country, especially low-income chil-
dren that by all means of measurement seem to be disproportion-

(1)
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ately left out of the health care delivery system in the United
States.

[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 COMMITTEE ON CHILDREN,
Youm, AND FAMILIES

The United States, for decades a dominant economic power, must now contend
with its international competitors in more ways than one. Just yesterday, the Select
Committee on Children Youth, and Families, released a report on international
comparisons of child well-being prepared by the U.S. Bureau of the Census, that
shows the U.S. trailing other industrial nations in the health and prosperity of itschildren.

Demonstrating higher U.S rates of infant mortality, teenage pregnancy, youth
homicide and child poverty than in most other industrialized nations, the study
raises serious questions about U.S. policy priorities, the future of our children and
youth, and our prospects for competing in world markets.

Experts have repeatedly warned that the United States is losing more than 20%
of its children to poverty, ill health, malnutrition, disability and school failure.
When children start out with social and educational deficits, the capabilities of our
future labor force are severely thwarted. America cannot be productive, cannot com-
pete, and will not succeed, if we abandon our human resources to certain failure.

The time has come to thoughtfully consider the practices of other comparable
countries, which in many important areas, are achieving better health and econom-
ic outcomes for their children and families, despite their smaller gross national
product.

That is why I am especially pleased that the Committee has the opportunity todayto e- lore the successful maternal and child health policies that frequently result in
healthier children in four European countries and our closest neighbor, Canada.

When it comes to health care, the US. stands alone. We spend a higher percent-
age of our GNP on health care than any other industrialized country; yet, on the
most important indicators of child health, we lag way behind.

One of the more egregious disparities between the US. and othernations is infant
mortality, which has always been a benchmark of a society's commitment to chil-
dren. The U.S. infant mortality rate ranks behind 21 other industrialized nations,
and 300,000 infants die or are born too small eachyear.

But as critical as it is, infant mortality is not the only indicator of child health.
Some 11 million children in the US. have no health insurance and at least seven

million children don't even receive routine medical care.
Forty percent of U.S. preschool children are not immunized. In some inner-city

areas and isolated rural communities the percentage is as high as 55%. We're even
beginning to see resurgences of childhood diseases, such as measles and whooping
cough, that we had long since thought were eradicated.

Childhood poverty, the greatest predictor of poor child health outcomes, is worse
in the US. than in most other industrialized countries, and financial barriers are by
far the most common and significant reasons that women and children don't receive
the health care they need.

By contrast, in Europe or Canada, no pregnant woman has to ask how, or where,
she will receive prenatal care, or who will pay for it. No child is denied preventive
health care, including immunizations, because of an inability to pay.

And, compared with our allies in Europe, we fall far short of offering families in
need support services such as respite care or home visiting.

Not every country is completely comparable to the U.S., and their disparate poli-
cies may not be appropriate here. But, through greater comparative study, we can
translate some of their successes to our own cultural, economic and political setting.

Today we will hear about the implications for children of Canada's universal
health insurance system; about a home-visiting program in England that provides
families with on-going support and guidance regardless of family income; and ma-
ternal and child health teams that perform routine physical exams for all children
who attend universally-available preschool in France. New information derived
from a study in progress dealing with preventive health services for children in ten
Western European nations will also be presented.
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I want to welcome our international guests and thank them for coming such a
long way to share their expertise and their successes. And I want to thank the
American Academy of Pediatrics for their vision and commitment on behalf of chil-
dren and for bringing these experts together to make this hearing possible.

I look forward to your testimony.
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CHILD IIFALTE: LESSONS FROM DEVELOPED NATIONS

A FACT SHEET

MILLIONS OF U.S. CHILDREN LACK HEALTH INSURANCE AND
ARELEK MUM

Unlike 21 other developed nations, the United States does not
have a national health program which provides medical care to
virtually all of its population. (U.S. Department of Health and
Human Services, 1987)

In 1987, 37 million non-elderly Americans had no health
insurance. Of these, more than 12 million were children, a 14%
increase since 1981. (Swartz, 1989; American Academy of
Pediatrics, 1989)

Babies whose parents have no health insurance are 30% more
likely than those from insured families to die or be seriously ill
at birth, according to a study of more than 100,000 births in the
San Francisco Bay area. (Braveman, 1989)

Uninsured low-income children receive 40-50% less physician and
hospital care than low-income insured children. (Rosenbaum,
1987)

U.S. HEALTH SYSTEM MORE COSTLY THAN IN COMPARABLE
NATIONS

In 1984, the U.S. ranked highest in total health expenditures as
a percent of gross domestic product (GDP) among 23
Organization for Economic Co-operation and Development
countries, including Western Europe, Australia, Canada, and
Japan. The United States allocated 10.7% of its GDP to health
expenses compared with 8.4% is Canada and 5.9% in the United
Kingdom. [Organization for Economic Co-operation and
Development (OECD), 19871

Public expenditures as a percent of total health spending were
lower in the U.S. than in any of the same 23 OECD countries.
In the U.S., 41% of total health expenditures were paid by the
government, compared with 74% in Canada and 72% in Japan.
(OECD, 1987)



ECONOMIC WELL-BEING OF CHILDREN MORE PRECARIOUS IN
U.S.: LOW-INCOME CHILDREN HAVE POOR HEALTH OUTCOMES

In 1979, 17% of all children in the United States were living in
poverty, a child poverty rate that was nearly 80% higher than in
Canada (9.6%), and more than twice the rate in West Germany
(8.2%) and Sweden (5.1%). [Select Committee on Children,
Youth, and Families, U.S. Bureau of the Census data (Census),
1990]

In 1979-1981, at least 99% of poor families with children
received government assistance in Sweden, West Germany,
Australia, Canada, and the United Kingdom, compared with only
73% of poor families in the United States. (Census, 1990)

Low-income children in the U.S. are about twice as likely as
higher income children to be born at low birthweight, two to
three times more likely to experience postneonatal mortality, and
three times more lively to have delayed immunizations and lead
poisoning. (Starfield and Newacheck, 1986)

Children in poverty are almost 50% more likely to have a
disability than children from higher income families. (Fox, 1987)

INFANT HEALTH MORE FAVORABLE IN EUROPE AND CANADA
THAN IN U.S.

Each year, nearly 40,000 infants die in the United States before
their 1st birthday. In 1987, the infant mortality rate was 10.1
deaths per 1.000 live births. The US. ranks behind 21 other
industrialized nations in its infant mortality rate. (National
Center for Health Statistics, 1989; U.S. Public Health Service,
1989)

In 1982, 6.8% of infants were born at low birthweight (LBW) in
the United States, 60% higher than in Norway and Sweden
(4.1% and 42%) and also higher than in France, West Germany,
Canada, Italy, and the United Kingdom. A low birthweight
infant is 40 times more likely to die in the first month of life
than normal weight infants. In 1987, the U.S. LBW rate rose to
6.9%, the highest level observed since 1979. (Census, 1990;
Institute of Medicine, 1985; National Center for Health Statistics,
1989)
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In 1986, the U.S. ranked 16th among 20 industrialized nations
in deaths to infants under age one who survived the 1st month
of life. The U.S. postneonatal mortality rate (3.6 deaths per
1,000 live births) was 28% higher than in Canada (2.8) and 20%
higher than in the Netherlands (3.0). The rate for U.S. blacks
(6.3) was twice the U.S. white rate (3.1) and 50% higher than in
England and Wales (4.3). (Kleinman and Kiely, 1990)

Sudden infant death syndrome (SIDS) was the leading cause of
postneonatal mortality in each of five European countries, the
U.S. and Canada in 1986. Although the U.S. SIDS rate (131
deaths per 100,000 live births) was lower than in England and
Wales (195), Norway (190), and France, (158), the U.S. black
rate (215) was higher than iu each of these countries and 87%
higher than the U.S. white rate (115). (Kleinman and Kiely,
1990)

U.S. black infants are at least three times more likely to die from
respiratory disease in the postneonatal period than babies in
Canada, France, and Norway, and are more than twice as likely
to die as a result of perinatal conditions than infants in Canada,
France, and the Netherlands. (Kleinman and Kiely, 1990)

YOUNG U.S. CHILDREN LACK PROTECTION AGAINST
CHILDHOOD DISEASES

Immunization rates for preschool children against diphtheria,
tetanus, and pertussis (DTP) average 41% higher in many
Western European countries than in the United States, and mean
polio immunization rates are 67% above U.S. figures. (Williams,
1990)

In 1985, 61% of U.S. preschool children were immunized against
measles. Though this rate was higher than those of West
Germany and France (an estimated 50% and 55%), it was 30-
50% lower than in Denmark, Norway, and the Netherlands.
(Williams, 1990)

VIOLENCE/ACCIDENTS HIGH AMONG U.S. CHILDREN AND
YOUTH

Among U.S. children ages 1 to 4, motor vehicle accident
mortality rates for males (8.0 per 100,000) range from 36%

10
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greater to more than three times those reported by France,
Canada, England and Wales, Norway, and the Netherlands, (5.9,
4.3, 3.4, 3.2, and 2.4 respectively in 1984 to 1986). (Williams
and Kotch, 1990)

In 1986, more than three-fourths of all deaths to youth in the
United States, Canada, and Sweden were due to accidents,
suicide, homicide, or other violence, with the highest proportion
in the United States, 78%. (Census, 1990)

Male youth in the United States are more than 5 to 11 times
more likely to be victims of homicide than in most other
industrial countries. (Census, 1990)

U.S. TEEN FERTILITY AMONG HIGHEST IN INDUSTRIALIZED
WORLD

Among 13 industrialized countries, teenage fertility is highest in
Hungary and the United States (52 and 51 births per 1,000
women ages 15-19, respectively), followed by the Soviet Union
(44), the United Kingdom (29), Israel (25), and Canada (24), and
lowest in Japan (4). (Census, 1990)

In 1982, 10% of teenage women (ages 15-19) in the U.S. became
pregnant. Among other developed countries, teenage pregnancy
rates ranged from 1% in Japan to 8% in Hungary. (Census,
1990)

3/20190
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Chairman MILLER. With that I'd like to recognize the ranking
minority member, Mr. Bliley.

Mr. Bum. Thank you, Mr. Chairman. Peter Drucker, one of theforemost authorities on management theory today, has writtenthat "the most common source of mistakes in management deci-sions is the emphasis on finding the right answer rather than theright question.' I hope that we will keep Mr. Drucker's wisdom in
mind throughout this hearing. If we do, today's, hearing and thecommittee's report on an international comparison of children's
well-being, which was just released,will be useful.

If we cross that line and convince ourselves that there are easyanswers in these two efforts just waiting to be plucked, we willhave failed the lesson.
The report does add further evidence that we cannot separate

what is happening to children from what is happening within theirfamilies. The report clearly demonstrates that poverty amongsingle-parent families is an international experience.
The single most instructive statistic in the report shows that the

United States has the highest proportion of single-parent families.The United States has more children living in poverty because it
has more children living in single-parent families. While 22.9 per-cent of family households in the United States are headed by asingle parent, less than 6 percent of households in Japan areheaded by a single parent.

If we are to truly re-evaluate our national policies regarding chil-
dren, this is where we must start. Here are the first questions to beasked. Why are one in five families with children missing aparent? Did government cause this to happen? Can government
correct this situation?

This factor has widespread implications for mauy other healthand welfare indicators, imluding infant mortality rates, teenage
pregnancy rates, abortions, out-of-wedlock births and educationalachievement. Family life is a critical predictor of child health
status. Studies in the United States have found that unmarried
mothers are more than three times as likely as married mothers toobtain late or no prenatal care. Children living with only oneparent are twice as likely to be without health insurance as chil-dren in two-parent families.

Financial means alone does not determine health outcomes.
Studies of refugees in the United States show that even the poorest
of the poor have healthy babies if the family support system is in-
tact. Thus, we find that good child policies begin with the family. Ifyou're going to compare our infant mortality rate to Japan's, start
by looking at the teenage pregnancy rate. The teen pregnancy rate
in Japan is 10 per 1,000 women, compared to 98 per 000 womenin the United States.

The real trouble we face is in the way we think about the prob-
lem. It is difficult to believe that the solution for improving childhealth demands more money when the United States spends agreater percentage of Gross Domestic Product on health care than
any other country we have studied. Federal, state and local govern-ments will spend an estimated $70 billion this year on needs-tested
medical care. Perhaps, therefore, we are not asking the right ques-tions.

1:2
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We should use this report and hearing to question the perform-
anc of the health care delivery system. The components which are
necessary to-lower the preventable infant mortality rate are simple
things. Why are pregnant women not receiving the services they
need? Part of the answer lies in the fragmented, complex delivery
system we have constructed. More than ever we intend to chal-
lenge the wasteful bureaucracy which consumes much of the re-
sources meant to serve people.

We. indeed live in a global village, but we cannot assume that the
lives ,and health of children can be interpreted without regard to
the basic unit of the villagethe family. It would be a serious mis-
take to attempt to formulate public policy by isolating the child
from his or her family.

Thank you, Mr. Chairman.
[Prepared statement of Hon. Thomas J. Bliley, Jr. follows:)

OPENING STATEMENT OF HON. THOMAS J. BLILEY, JR., A REPRESENTATIVE IN
CONGRESS FROM THE STATE OF VIRGINIA, AND RANKING REPUBLICAN MEMBER

CHILD HEALTH: LESSONS FROM DEVELOPED NATIONS

Peter Drucker, one of the foremost authorities on management theory today, has
written that "the most common source of mistakes in management decisions is the
emphasis on finding the right answer rather than the right ctuestion." I hope that
we will keep Mr. Drucker s wisdom in mind throughout this hearing. If we do,
today's hearing and the Committee's Report on international comparisons of chil-
dren's "well-being", which was just released, will be useful. But if we cross that line
and convince ourselves that there are easy answers in these two efforts just waiting
to be plucked, we will have failed the lesson.

The Report does add further evidence that we cannot separate what is happening
to children from what is happening within their families. The Report clearly demon-
strates that poverty among singleparent families is an international experience.
The single most instructive statistic in the Report shows that the United States has
the highest proportion of single-parent families. The United States has more chil-
dren living in poverty because it has more children living in singleparent families.
While 22.9 percent of family households in the United States are headed by a single
parent, less than 6 percent of households in Japan are headed by a single parent.

If we are to truly re-evaluate our national policies regarding children, this is
where we must start. Here are the first questions to be asked: Mgy are one in five
families with children missing a parent? Did government cause this to happen? Can
government correct this situation?

This factor has widespread implications for many other health and welfare indica-
tors, including infant mortality rates, teenage pregnancy rates, abortions, out-of-
wedlock births, and educational achievement. Family life is a critical predictor of
child health status. Studies in the United States have found that unmarried moth-
ers are more than three times as likely as married mothers to obtain later or no
prenatal care. Children living with only parent are twice as likely to be without
health insurance as children in two-parent families. Financial means alone does not
determine health outcomes. Studies of refugees in the United States show that even
the poorest of the poor have healthy babies if the family support system is intact.

Thus, we fmd that good child policies begin with the family. If you are going to
compare our infant mortality rate to Japan's, start by looking at the teenage preg-
nancy rate. The teen pregnancy rate in Japan is 10 per 1,000 women compared to 98
per 1,000 women in the United States.

The real trouble we face is in the way we think about the problem. It is difficult
to believe that the solution for improving child health demands more money when
the United States spends a greater percentage of Gross Domestic Product on health
care than any other country we have studied. Federal, state, and local governments
will spend an estimated $70 billion this year on needs - tented medical care. Perhaps,
therefore, we are not asking the right questions.

We should use this Report and hearing to question the performance of the health
care delivery system. The components which are necessary to lower the preventable
infant mortality rate are simple things. Why are pregnant women not receiving the
services they need? Part of the answer lies in the fragmented, complex delivery
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system we have constructed_ More than ever, we intend to challenge the wasteful
bureaucracy which conswaes much of the resources meant to serve people.

We indeed live in a global village rnt we cannot assume that the lives and health
of children can be interpreted wit regard to the basic unit of the village--the
family. It would be a serious mistak - attempt to formulate public policy by isolat
ing the child from his or 1 zr family.
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FACTS A= FINDINGS

MMUS Xl CIILD KEIL= IN TES UNIT= $IAM

Infants

The progress in reducing the inf&nt mortality rate in the
United States is a mixed story. Although the rate infant deaths
(under I.year of age) has been reduced from 20.0 percent in 1969
to 9.9 percent today, such of the success in recent years is
attributable to high technology. As the graph below shows, the
decline in the infant mortality rate has slowed!.

40
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U.S. Infant Mortality Ratcs, 1968-1986
rates per 1,000 of live births

1970 1975 1980
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The incidence of low birthweight (LBW) is an important
indicavcr of infant morbidity and mortality. From 1975 through
1987, the overall incidence of low birthweight declined by 6.6
percent. Althcugh LBW declined for both white and black infants,
the decline was substantially slower for black (2.9%) than for
white infants (9.3%).

LOW AIRTMWAIGIT - United antes, 75-1187
(Rates per 1,000 live Births: Less than 2,500 grams)

AllPaaut 1=2. Rack
1975 73.9 62.6 130.9
1980 68.4 57.0 124.9
1985 67.5 56.4 124.2
1987 69.0 56.8 127.1

(Centers for Disease Control: Morbidity and Mortality Weakly
Report, March 9, 1990/Vol. 39/No.9, p. 149. Public Health Service,
US DBMS)

o "From 1981 through 1985, the rate for full-term LBW ic.fants
declined by 7%, but the rate fcr preterm LBW infants increased by
2%." (CDC. p. 149)

o The decline in the overall rate of LBW is due to the reduction
in the rate of full-term LBW infants. In comparing births by
gestational period, we find greater improvement among black infants
than white infants. Although prate= black infants have a higher
incidence of LBW than white infants, black infants which are are
carried to tern (greater than 37 weeks gestation) have a lower
incidence of LBW. The greatest declines in low birthweight and
very low birthweight (less than 1,500 grams) are for full-term
black infants. (CDC. p. 149.]

Children Aces 1-14

In 1979, the United States Public Health Service adopted a
health promotion goal to reduce deaths among children ages 1 to 14
years by at least 20 percent to fewer than 34 per 100,000 by the
year 1990. As the graph below shows, this goal has been net.
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Progress toward 1990
Health Promotion Goals: 1977-86

Children (1-14 years)
Deaths per 100.000 population
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o Between 1970 and 1986, the death rate for children aged 1-4
declined by 38 percent from 84.5 per 100,000 to 52 per 100,000.
The death rate for children aged 5-14 declined by 37 percent over
this same period, from 41.3 to 26.0 per 100,000. [National Center
for Health Statistics: Health, United States, 1988. DHHS Pub. No.
(PHS) 89-1232. Public Health Service, Mar. 1989. p.. 61.3

o Nearly all U.S. children are now immunized by the time they
start school. According to the II. S. Department of Health and
Human Services, the U.S. has exceeded its 1990 national health
objective of a 95 percent vaccination rate against measles, mumps,
rubella, polio, and DPT for kindergarten /lst grade children. As
of the 1984-85 school year, Head Start programs and licensed day
care centers reported immunization levels of 93t or higher, and
kindergarten through 1st grade school entrants had levels above
96t. [U.S. Dept. of Health and Human Services, PBS: The 1990 Reath
Objectives for the Ration: A Xidao Mrs* Review, 1986]

18
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.

SILICIED NOTITIL 11 DISEASE RATES - United states, 1150-1187
(cases per 100,000 population)

.....

Disease 1222 1212 1222 1212 1212 12132

Diptheris 3.03 0.51 0.00 0.00 0.00 0.00

Mumps 55.55 3.86 1.30 5.43

Pertussis 79.82 8.23 2.08 n.76 1.50 1.16
(whooping cough)

Poliomyelitis 22.02 1.40 0.02 0.00 0.00 0.00

Rubeola 211.01 245.42 23.23 5.96 1.18 1.50
(measles)

Rubella ---
(German measles)

27.75 1.72 0.26 0.13

(National Center for Health Statistics: Health, United States, 1188.
DM'S Pub. No. (PHS) 89-1232. Public Health Service, Mar. 1989. p. 81.]

o The dramatic decline in childhood diseases eince 1950 is a factor
which should not be overlooked nor taken for granted. Preventive health
strategies have demonatrated their value as the eradication of these
Childhood diseases has improved the health of our children. But as the
recent increases in mumps and whooping cough show, vigilance is always
required.

Children and Youna Adults Aces 15-24

o The death rate for children and young adults ages 15-24 declined
by 20 percent between 1970 and 1986. (National Center for Health
Statistics. p. 61.]

o Within this age group, there are interesting differences which defy
simple explanation. Since 1970, the death rate has declined most
rapidly for black females, by 43 percent.

DEATH RATES FOR CHILDREN AND YOUNG ADULTS AGES 15-24
1150 -1181

(Deaths per 100,000 resident population)

;ex/Race 1222

All 128.1
White Males 152.4
Black Male& 289.7
White Females 71.5
Black Females 213.1
(National Center for

12E2 121Q 1914 1291

106.3 127.7
143.7 170.8
212.0 320.6
54.9 61.6
107.5 111.9

Health statistics. p.

115.4 102.3
167.0 145.9
209.1 190.5
55.5 50.4
70.5 64.3

61.]



o While the death rate for all causes has declined, there are some
disturbing exceptions in specific causes of death for this population.
The following graph plots the history of death rate: for suicide,
homicide, and motor vehicle accidents for the population ages 15-24 for
the years 1950-1986.
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and Motor Vehicle Accidents

Deaths per 100.000 population aged 15 -24 years
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Suicide 4 H om !cid e and legal * Motor Vehicle Cl Total
Intervention accidents

Source: National Center for Health Statistics.

Health. United States, 1988.

1988

o Between 1970 and 1980, there was a 33 percent increase in the death
rate by homocide and legal intervention. Although this indicator
declined in the early 1980s, It has increased again. Thus, the overall
death rate for this category increased by 21 percent between 1970 and
1986. (National Center for Health Statistics p. 73.]

4,-

20
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o Although the homicide rate for black males continues to be the
highest among subgroups (gender, race) the death rate for black males
has actually declined by 23 percent. White males have experienced the
greatest increase, 58 percent. [National Center for Health Statistics
p. 73]

o The suicide rate has increased by nearly 50 percent for this age
group_since 1970. Although the suicide rate for females, black and
white, has declined, the rats for black atlas has increased by 9.5
percent and by nearly 70 percent for white miles ages 15-24. (National
Center fox' Health Statistics p. 74.]

o The death rate for 1,-.,tor vehicle accidents declined by 17 percent
betWeen 1970 and 1986. AM04.7 the sex and race grours, the death rate
is highest for white males (62.6%). (National Center for Health
Statistics p. 72.]

PUBLIC =BALI= CARE RZSOURC88 FOR =UDR=

mondial

o Federal and state and local governments spent $173 billion on all
income-tested benefits in 1988. In constant dollars, this is a 235
percent increase since 1968. Spending on income-tested medical aid
increased 332 percent in this same period. Medical aid now accounts for
38 percent of the needs-tested benefit package. The graph below
illustrates the growth in public spending on medical aid.
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PEO=AIR

o The Select Committee
recently released a report, Federal Programs

Affeoting Children and Their Families, 1,20, which describes 13

different Federal health p:ogrr.s for children. These are:

Medicaid
Maternal and Child Health Services Block Grant

Community, Health Centers
PreventivelHealth and Health Services Block Grant

Childhood, mmunization
Emergency-Medical Services for Children

Falily Planning
Alcohol; Drug Abuse, andMental Health Block Grant

Hight-Risk Youth Demonstration Grant Program

Commanity, Yputh Activity Program
Demonstration Grant Program for Pregnant and

Postpartum Women and Their Infants

Pediatric AIDS Health Care Demonstration Program

Indian Health Program
Indian Health Service

Substance Abuse Services for Youth

Migrant Health Program
Federal Employees Health Benefits Program

Military Health Care Services
Civilian Health and Medical Program of the

Department of Veterans' Affairs (CHAMPUS)

LEINIORM FOR TEE EXISTING:
MATERNAL 7.MD CHILD MEAL= SYSTEM

The United States spends a
greater percentage of its Gross Domestic

Product on health care than any other developed country. Two factors

should be considered in any potential reform: family status and

administrative organization of the existing publicly-financed maternal

and child health care system.

o "Unmarried mothers are more than three times as likely as married

mothers to obtain late or no prenatal care. Unmarried white mothers

are almost four times as likely as married white mothers to obtain late

or no care; and unmarried black mothers are twice as likely as married

black mothers to obtain late or no care." [Prenatal Care: Reaohiag

Mothers, leaching Infants.
Institute of Medicine, 1988, pp. 38-39.]

o "Family income is the most important determinant of health

insurance status for all ages. Adolescents in poor or near-poor

families are much more likely to be uninsured; approximately 30 percent

are without any coverage, public or private." [Office of Technology

Assessment, Adolescent Health
Insurance status, July 1989. p. 13.]

o "Most adolescents who live with only one parent live in or near

poverty: 60 percent of
adolescents who live with their mother only are

in families below 150 percent of poverty. Adolescents who do not live

22



19

with a parent at all are even more likely to live in or near poverty.
In contrast, only 16.2 percent of adolescent: in two-parent families
live below 150 percent of poverty." (OTA, p. 16.)

o Nearly 90 percent of adolescents age 10-18 who live with two
parents have health insurance coverage. (OTA, p. 62)

o Most major child health problems can be overcome without
substantial new costs by using existing knowledge: "We must recognize
that most of the world's major health problems and premature deaths are
preventable through changes in human behaviour and at low cost. We have
the know-how and technology, but they have to be transformed into
effective action at the community level." Dr. Hiroshi Nakajima, WHO
Director-General (The State of the World's Children, 1990. UNICEF:
Oxford Univ. Press, p.141

.
o Complex programa in a fragmentod system aKe barriers instead of
gateways to access: "Although a low-income woman may now be 'entitled'
to prenatal care services under Medicaid, she often faces a cumbersome
eligibility process, long waits for appointments, inhospitable
conditions at health care sites, or no means of transportation to
appointments." (Troubling 'Trends: The Meath of America's Next
Generation. National Commission to Prevent Infant Mortality, Feb. 1990,
PP6-7]

o Our existing maternal and child health system is difficult to
administer: "Even when fully funded,...programs are difficult to
coordinate because they are often independent of one another (with)
eepa:.te administering agencies, rules, and guidelines..." (Prenatal
Caret Reaching Mothers, Roughing Infants. Institute of Medicine, 1988,
pp. 70.]

o "WIC services and prenatal care are not routinely coordinated.
..(1)ow rates of participation were attributed to many of the same

barriers to coordination that exist between Medicaid and publicly
financed prenatal services." (Institute of Medicine. p. 70-71.)

o Gaps in services stem from non-integrated programs: "Another
important example of poor linkage is the gap between pregnancy testing
and prenatal care. This gap can be associated with major delays in
beginning prenatal care." (Institute of Medicine. p. 71.)
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Chairman MILLER. Thank you. I would ask unanimous consent
that my full opening statement be placed in the record. I would
also like to just ray that this hearing is held in conjunction with
the Conference on Cross-National Comparisons of Child Health
taking place thir, week, sponsored by the American Academy of Pe-
diatrics; the National Commission on Children and the National
Commission to Prevent Infant Mortality, as well as the select com-
mittee.

Joining us today is Senator Lawton Chiles, who is the chairman
of the Commission to Prevent Infant Mortality. Welcome, Lawton,
to the Committee. You also have a statement that we will place in
the record.

Mr. CHILES. Thank you, Mr. Chairman. I particularly want to
thank you and Congressman Bliley for all of the work that you've
done in regard to children and the outstanding work of your com-
mittee. I thank you for allowing me to participate and for gracious-
ly allowing me to be up here.

I think you were one of many Members of t1 House who fre-
quently asserted that I tried to run the affairs of .ne House during
the 18 years that I was in the Senate, and now you're giving me a
chance to come up here and sit on this side of the aisle.

A few weeks ago the National Commission to Prevent Infant
Mortality released a report, `Troubling Trends: The Health of
America'S Next Generation." That report documented a continuing,
high infant mortality rate for our Nation, and a stagnating low
birth weight rate and a growing black and white infant mortality
gap, an increasing number of high-risk mothers and inadequate
prenatal care.

Clearly we need to learn from other developed nations some suc-
cessful strategies for reversing these trends. In February of 1988,
our commission held a hearing in the United Nations for a similar
purpose to today's hearing. The hearing focused on the internation-
al infant mortality comphrisons. Today your focus is broader on the
health of all children, but I notice that a number of your distin-
guished panel members v- also there and helped to educate us at
the time that we held c.A hearing.

We did look at the health care systems and related social serv-
ices of other nations for one main reason, because we have fallen
behind other nations in infant health, despite the sophistication
and excellent health care available and a high percentage of our
income spent on health. What much of that testimony suggested
was that medical technology may have reached its limits in reduc-
ing infant mortality, that high technology medicine has reached a
plateau in its ability to save smaller and smaller infants, and that
further progress in improving infant health will result rather from
improved social support provided to all pregnant women and in-
fants in conjunction with good health care.

Summarizing just a few of those, we find that many nations offer
incentives, financial and otherwise, to encourage their pregnant
populations to attend prenatal maternal care. Many nations have
child health handbooks. Japan gives it to pregnant women immedi-
ately when they become pregnant and the use of the handbook is a
conscious effort to empower parents with the knowledge and means
to improve their health.
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Home visiting is a feature of almost every country's maternal
care system. The home visit is an opportunity to educate new
mothers about nutrition, well-baby care, immunizations and even
about whether they need to have future and fnquent pregnancy
repeals after that. Integrated services, making a wide array of
health rid social Services available, a one -stop, shopping approach
enhames access, universal access to services. We find that other
=nations are making far more progress in reducing the financial and
other barriers to care for pregnant women and their infants. Ten
Euroliean 'nations, we found, offer a fUll range of perinatal support
services free -of charge tO women 'of all social and economiclevels.
Proviaions for working' women, offering provisions to pregnant
women to protect the fetus, the newborn and the Mother from spe-
cific harmful effects of work, protect the mother's employment,
provide income maintenance for parents during breaks in employ-
ment.

I certainly look forward to listening to this distinguished panel of
experts that you have today, Mr. Chairman.

[Prepared statement of Senator Lawton Chiles [retired] follows:)
OPENING STATEMENT OF SENATOR LAWTON CHILES (RET.), CHAIRMAN, NATIONAL

COMMISSION To PREVENT INFANT MORTALITY, WASHINGTON, DC

Mr. Chairman: I would like to thank the Committee for holding this hearing onlessons we can learn from other nations on Child Health. I particularly thank the
Chairman for graciously allowing me to participate.

A few weeks ago, the National Commission to Prevent Infant Mortality released a
report called `Troubling Trends: The Health of America's Next Generation." That
report documented a continued high infant mortality rate forour nation, a stagnat-

ing low birthweight rate, a growing black-white infant mortality gap, an increased
number of high-risk mothers, and inadequate prenatal care. Clearly we need to
learn from other developed nations some successful strategies for reversing thesetrends.

On February 2, 1988, the National Commission to Prevent Infant Mortality held a
hearing at the United Nations with a similar purpose to today's hearing. The hear-
ing focused on "International Infant Mortality Comparisons". Although our focus
today is broaderon the health of all childrenI would like to take a few minutes
to review some of the lessons we learned two years agolessons that we still havenot heeded.

We looked at the health care systems and related social services of other nations
for one main reasonbecause the United States has fallen behind other nations in
infant health, despite the sophistication and excellence of health care available and
the high percentage of income spent on health.

What much of the testimony suggested was that medical technology may have
reached its limit in reducing infant mortalitythat is, Ugh-technology medicine has
reached a plateau in its ability to save smaller and smaller infants. Further
progress in improving infant health will result, instead, from improved social sup-
ports provided to all pregnant women and infants in conjunction with good health
care.

I'd like to summarize a few of the social support services and strategies that other
nations are employing to reduce infant mortality:

Incentives for Prenatal Care Attendance Many nations offer incentives, financial
or otherwise, to encourage their pregnant population to attend prenatal care.

Maternal and Child Health Handbooks: Continuity ofcare is often facilitated by
having pregnant women can; their health care records with them. In several coun-
tries, notably Japan, such handbooks are given to pregnant women immediately
when they become pregnant. The use of a handbook isa conscious effort to empower
parents with the knowledge and the means to improve their health and that of their
children.

Home Visiting: Home visiting is a feature of almost every country's maternity
care system. The home visit is seen as an opportunity to educate new mothers about
nutrition, well baby care, immunizations, raid other important health measures.
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Integrated Services: Making a wide array of health and social services available to
women and children at one location is common in many countries. This one-stop
shopping approach enhances access to care by reducing geographic and bureacratic
barriers.

Universal Access to Services: Other nations are making far more progress in re-
ducing the financial barriers to care for pregnant women and their infants. Ten Eu-
ropean nations, we found, otter a full supportil range of perinatal suppo services free of
charge to women of all socioeconomic levels.

Provisions for Working Women: Most other nations offer legal, administrative, and
financial support to pregnant women to,(1) protect the fetus, newborn, and mother
from any specific harmful effects of work, (2) protect the mother's employment, and
(2) provide income maintenance for:parents duruig breaks in employment.

I lookforward to hearing from the experts testifying today to hear theinviews on
innovative aspects of their countries', child health policies that result in good out-
comes. Lam particularly interested ,in seeing how their recommendations -for the
health of chiklreaeompare to those for reducing infant mortality. I believe the
United States has'many lessons to learn and I hope that your collective experience
can help guide us hi correcting the faults of our system and providing health and
support services for all our children.

Chairman MILLER. Thank you. With that, we'll begin. We can
have the panel- come forward. We'll hear from Dr. Birt Harvey,
who is the president of the American Academy of Pediatrics, Cali-
fornia; Shirley Goodwin, who is the General Secretary, Health Visi-
tors Association from England; Dr. I. Barry Pleas, who is a profes-
sor, Department of Pediatrics from Montreal, Canada; Michel Man-
ciaux is a professor of Public Health and Social Pediatrics in
France; Sverre Lie, who is a professor, Department of Pediatrics
from Norway; Hans Verbrugge, who is the Medical Officer of Ma-
ternal and Child Health Care from The Netherlands; C. Arden
Miller, who is a professor of Maternal and Child Health from
North Carolina.

If you would come forward to the committee table. First of all we
will begin by thanking you for your time and your willingness to
testify today and to welcome you to the committee. We look for-
ward to your testimony. Your written statements and supporting
documents will be placed in the record in their entirety, and you
should proceed in the manner in which you're most comfortable.
This is a pretty relaxed committee, so you don't have to worry
about all of the formalities.

Before we begin, I would also like to acknowledge the presence of
Marsden Wagner, who is the director of Maternal ant; Child
Health for the World Health Organization, the European Region,
who is with us but will not be testifying.

Congressman Martinez has joined us. Do you have a statement
you want to make?

Mr. MAETINEZ. No, I don't.
Chairman MILLER. We'll begin, Dr. Harvey, with you.

STATEMENT OF BIRT HARVEY, M.D., F.A.A.P., PRESIDENT,
AMERICAN ACADEMY OF PEDIATRICS, PALO ALTO, CA

Dr. HARVEY. Mr. Chairman, Members qf the committee, Senator
Chiles, thank you very much for the opportunity to appear before
you.

As you know, we have just lel the Cross National Child Health
Comparison Conference to try to learn what in European nations
and Canada might be applicable to our health care delivery bo that
we might improve the health of the children of this nation.
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We all know that in infant mortality, we are either nineteenth
or twenty-second, depending upon whose statistics you wish to use.
The question is where do we stand in other indicators of child
health. Are we behind, or are we ahead in other ways? Is there
anything we can learn? We did find that in many other ways we
are behind; it's not just in infant mortality.

I'm going to mention just a few examples, but my colleagues
from the European nations and Canada will give you more details
and more ideas.

in immunizations, if we compare the status of our children with
childreirin Europe and Canada, we are far behind. If we look just
at DPT (diphtheria, tetanus, and whooping cough vaccinations) in
the Netherlands 97 percent of children are immunized by age 3. In
Norway, 90 percent are immunized by age 3. If we look at our
country, 65 percent are immunized by age 4.

Very often it's said, "Well, this is related to a much greater mi-
nority population in this country," but if we look at just the white
population of this country, which gives us a proxy for the middle
class, it's only 69 percent that are immunized against DPT by age
four. The same holds true for measles and for polio; we're far
behind.

What we've seen in this last year because of this problem are
epidemics of measles in many cities throughout this nation. In your
state of California, Mr. Miller and Mr. Martinez, there have been
huge epidemics in Los Angeles and Fresno and elsewhere. It's a
tragedy. There have been 40 deaths from measles in U.S. children
during this year. This was a disease we had predicted would be to-
tally eradicated by the year 2000, even earlier than that. We're not
going to achieve it.

We often also say, "Well, we're a more heterogeneous nation in
other ways; we've got a much bigger rural area, and that's why we
have trouble compared to European nations where there may be
great population density." We specifically invited Dr. Lie from
Norway to the conference, so that we could see how Norway man-
ages because it is far more rural than any state in this nation, and
yet 80 percent of their children are immunized for DPT by the timethey are three.

We learned something that the Netherlands does. Shortly after a
child is born, the mother receives a series of computer cards with
the dates and locations where she should take her infant for his or
her immunizations.

If the mother doesn't show with the child, she is called. They
have that computerized. If she doesn't respond to two calls, they
send a nurse out to the home to see that the child gets immunized.

If we look at another area, post-neonatal mortality, which is the
death rate of children from age one month to one year, we have
slipped. In 1950, we were third in the world. In 1986, we were six-
teenth. If we just look at the white population of this country, so
that the question of minorities may not be raised, we have still
slipped from third to tenth in that period of time.

Post-neonatal mortality is really a proxy for access to care for
children. We know very well that when children don't have access
to care, there are decreased visits to health facilities, and there are
higher mortality and morbidity rates in those children. Currently,
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we know that somewhere between 10 and 13 million chilc'ren in
this country have no health insurance whatsoever. This is in con-
trast to all the other nations represented at the Cross National
Conference and every developed nation in this world other than
South Africa.

Access to care may be a cornerstone, but it's only part of the
child health 'policy that we need in this country. Really what we
need is a children's policy, not a child health policy. One thing we
learned this week is that you can't really separate medical care out
as part of -health because health is much greater than medical
care. Health is interrelated with nutrition, with early childhood de-
velopment, and with appropriate day care. It's interrelated with
education; it's interrelated with parental leave after delivery or
when children are sick.

You in your wisdom in Congress recognized this when you passed
the Education for All Handicapped 94-142 and then with its
amendments, 99-457. You can't separate health from education.
Children have to be healthy to be able to receive a decent educa-
tion.

In a recent report from the Carnegie Foundation, 70 percent of
U.S. teachers said that they had students whose health status or
nutrition status interfered with those children being able to get a
decent education.

Anyway, if we look toward a children's policy, at least we could
start with a child health policy. We could develop goals that we
want to achieve for children. We could develop priorities, and we
could allocate our resources more appropriately.

As you point out, Congressman Bliley, we could decrease frag-
mentation. That certainly is appropriate to look at. But at the
same time we decrease fragmentation and get a more organized ad-
ministrative and delivery system with fewer categorical programs,
we do need to set standards that states must follow. We do need to
have surveillance, and we do need to collect appropriate data so
that we can tell what the status of children is and how we are
moving toward achieving goals.

You know, we really can judge our nation not by its military
might, but by how it treats the poorest, the most vulnerable, the
weakest of its citizens, and the children of this nation certainly fall
into that category.

Thank you.
[Prepared statement of Birt Harvey follows:)



25

PREPARED STATEMENT OF SLAT HARVEY, M.D., F.A.A.P., PRESIDENT, AMERICAN
ACADEMY OF PEDIATRICS, PALO ALTO, CA

Mr. Chairman, members of the Committee, I am Hirt Harvey,
president of the American Academy of Pediatrics. I am also
clinical professor of pediatrics at Stanford University and
clinical professor of pediatrics at University of California,
San Francisco. Currently I serve as a senior fellow at the
Institute of Health Policy Studies at the University of
California in San Francisco.

Today you have the opportunity to hear from child health
experts representing five other developed nations. Along
with approximately 150 leaders in child health, business,
public policy, education, and philanthropy, they have just
participated in a conference examining health status of
children in the United States and other developed nations.

For years we have known that our infant mortality rate places
us far behind most other developed nations. One of the
objectives of the conference was to learn whether this is an
aberration or part of a more generalized trend. Therefore,
other indicators of child health status were compared:

*immunization rates, because they tell us about
preventive care;

*death rates during the postneonatal period (age one
month to one year), because they tell us about access
to care for illness; and

*rates of unintentional injury, because they tell us
about public health policy related to such matters as
drowning, burns, firearms and motor vehicles.

Because our large minority population is often cited as a
reason for our comparatively poor child health status, we
broke down the United States data so that white children, as
well as the entire child population, could be compared.
Where possible we used factors other than race to further
break down data.

Another often cited reason for disparity in health status
measurements is the relative population density of the
European countries compared to the United States. For this
reason Norway was among the invited nations; its population
is more rural and more difficult to reach than that of any of
our states.

The purpose of the conference, Mr. Chairman, was not just to
compare health status but to learn from the comparisons. Do
(Aber nations have child health policies? How do they
deliver preventive care and acute illness care? slow do they
manage children who are at high risk -- those who are deaf,
paraplegic, or developmentally delayed and those at
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psychosocial or environmental risk? How do they manage the
problems of the teenage years? What public health policies
directly effect the health status of their children? How do
they administer and finance child health services?

We have learned of some interesting programs and policies
which might be applicable in the United States. You will
hear about then today directly from the experts of these
nations, but I would like to point out a few .Areas in which
the health status of our children is inferior and possible
reasons for the difference.

First, although we have high immunization rates for children
entering school, rates among children under age four for
diptheria, tetanus, and whooping cough average 41 percent
higher, and for polio, 67 percent higher in our guest
countries than in the United States. For example, the DTP
rate is 97 percent in the Netherlands and SO percent in
Norway, whereas in the United States the overall rate is 65
percent and the rate for white children is 69 percent.
Similar data can be presented for polio and measles. Is it
any wonder that in this past year we have witnessed measles
epidemics resulting in the deaths of 40 children?

What can we learn from other developed nations? England and
Wales are developing computerized tracking of immunization
with quarterly reports from 210 districts, each of which has
an immunization coordinator. The Netherlands links a
surveillance-system to birth records. Shortly after birth
parents are given computer cards with dates and locations for
receiving necessary immunizations. If they fail to show they
are called. If they still fail to show after two calls, a
nurse goes to the home.

A second example is postneonatal mortality rates. In 1950 we
ranked third in children older than one month and younger
than one year. By 1986 we had fallen to 16th If one looks
only at the white population, we ranked 10th. Using proxies
for socioeconomic status of a comparison of normal birth
weight babies from higher and lower groups shows, that if
children in the lower socioeconomic groups were to do as well
as those in the highest group, a 50 percent reduction in
preventable postneonatal deaths would occur, which brings us
to the issue of access to care.

We know that children who do not have access to care use
fewer health services and have poorer outcomes. Over the
years other developed nations have instituted policies that
assure access for all children. That may be the lesson for
us. We must as a nation guarantee access to comprehensive
health care for all of our children.
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Rather than citing more programs I think it is better :'at 4e
address how programs might be integrated into our child
health system, or should I say our nonsystem. Our nation has
no comprehensive policy regarding child health. we respond
to crisis or to pressure from organizations interested in a
specific disease, age, geographic, or economic group of
children. The resultant multiple, categorical, non
integrated programs only serve to fragment an inefficient
system.

We have no national child health goals and no priorities. We
have no high level administrator who can coordinate programs
within the Department of Health and Human Services (DHHS).
There is a lack cf coordination not only within DHHS but
among the various other departments that administer child
health programs. There is no one in the White House or at
DHHS who looks to see how various new programs may impact on
children or who advocates for the needs of children.

What can we learn from these other nations? In addition to
studying their specific programs, we can gather ideas that
may help to improve and to integrate our administrative,
delivery, and financing systems. We can learn about
improving surveillance and data collection and about removing
barriers to access to care for all children. As we adopt new
programs, each should be integrated into an overall
children's policy.

Meeting the health needs of our children is not only in our
national interest but it is the proper role of those who
develop health policy. We, as a nation, can best be judged
not by our military might but by how we treat the weakest and
least heard of our citizens. Children compromise most of
that vulnerable category.

3
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Chairman MILLER. Thank you. Ms. Goodwin.

STATEMENT OF SHIRLEY GOODWIN, B.Sc., RGN., "11V, GENERAL
SECRETARY, HEALTH VISITOR'S ASSOCIATION, LONDON, ENG-
LAND

M_s. Cl'oorn---iirr. Thank you, Mr. Chairman. I've chosen to speak to
you today about the health visiting service in the United Kingdom,
and specifically about its role in child health care.

The Health Visiting Service first mme into existence during the
second hitlf of the last century in response to high levels of infant
Morbidity and mortality in some of our northern cities. By the be-
ginning of this century it was provided by virtually every local au-
thority as part of the Maternal and Child Health Services. In the
early '70s, we became part of the National Health Service and,
the-efore, fell within the administrative framework of the health
services, rather than the local authorities.

Health visitors are registered general nurses with additional
public health training. They provide a health promotion and pre-
ventive health care service for all the residents of each local popu-
lation, but there is a specific focus within their work on families
with young children.

Each health visitor has the responsibility for the fumilies who
live within a particular geographical area, or registered upon the
practice list of the family doctor, the general practitioner, with
whom she may work as a member of the local primary health care
team.

Her workload consists of home visits to and other individual and
group contacts with the families who live on her patch, as well as
other interventions such as local health education campaigns, the
organization of support groups, involvement in community activi-
ties and so on.

Statutory notification of every birth to the district health author-
ity insures that health visitors are informed, usually within three
or four days of the birth, that a new baby has arrived. The rela-
tionship with the health visitor, between the health visitor and the
family, is usually started prenatally because health visitors get to
know about pregnancies through the GP and go and make contact,
particularly, of course, with young single parents.

They visit every home on or around the tenth day after the birth
to offer such information, advice, health education, social support
as may be necessary and appropriate to that individual family.
They have no legal right of entry to the home, but very few are not
welcomed because the service is well-known, universal and, there-
fore. nonstigmatizing.

Subsequently a program of home visits by the health visitor and
the family's attendance at child health clinics provided within
pram-pushing distance in every neighborhood, enable educative
and supportive contact to be maintained throughout the first years
of life.

Until responsibility for preventive child care is handed over to
the school nurse at four to five years of age, health visitors make
visits either on request or on an unsolicited and routine basis, or to
undertake specific age-related aspects of the child health surveil-

;
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lance- program, to encourage attendance for immunization, talk
about nutrition, child accident prevention and to give information
about other services,.for example.

Tart ofithe health visitor'c task is to seek actively, to bok out for
&Milks that may not yet have come tp the attention of the GP, or
are nOt known to. the health Authorities register of children, and
.particularly, of course, in areas where there is social difficulty.

In.43ritain at the moment we ,have a large and increasing
nuMber -of homeless .families. We have a population of gypsy or
.trayellint.families and in many areas,,,particularly in the cities, we
haVe:high.leVels of immigrant populations. They, of course, attract
particular attention from health visitors.who go out actively to .find
them, for example, looking for nappies on the washing line, talking
to neighbors, asking 'hotel proprietors who has moved in recently.

Families at increased risk of health and social difficulty, or with
special needs of one kind or another, receive a lot of extra atten-
tion from health visitors. While social workers, who are employed
by the local authority's social work departments, do haVe statutory
responsibility for things like child care,, disability and job protec-
tion, it is usually the health visitors who maintain long-term and
continuing relationships with families, and who have the most ac-
curate and extensive knowledge of families' individual lifestyles
and circumstances:

No charge is made to the users of the Health Visiting Service,
and it's financed out of the general allocations made by govern-
ment to health authorities. Each health authority decides for itself
the level of expenditure on the staffing of the Health Visiting Serv-
ice and, for example, on the numbers it chooses to send for training
as health visitors each year.

Apart from salaries, the major cost of providing the service are
the cars that are provided for health visitors to do their visiting.

If I can just briefly comment in conclusion on the value of the
Health Visiting Service, since the service has existed for 128 years,
and is available in every area as part of the National Health Serv-
ice, it's not bean possible to mount properly controlled trials of
health visiting to discover whether it is actually having any effect.

Some research has been undertaken by manipulating aspects of
the service in one area or with a specific client group and then
comparing outcomes in an area or with a group of clients who have
continued to receive the usual eervice. Some such studies do indi-
cate measurable beneficial effects.

In relation, for example, to increased uptake of home safety
advice, immunization, breast feeding rates and in the reduction of
child hospital admissions, and in a reduction to injuries to children
who are known to be at increased risk of child abuse.

In conclusion, I would simply like to emphasize the strengths of
the Health Visiting Service as relevant to the United States popu-
lation, and to your situation and the issues you're looking at now.

First of all, it's universal and nonstigmatizing. Even the Royal
Family sees a health visitor. I know the health visitor who went to
visit the Princess of Wales when she had William and Harry. They
get little attention after that first visit, I might say, but everybody
gets a visit.
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This universality insures a high level of-acceptability on the part
of all,-Classee or races and, therefore, -insures good coverage for the
service and access -tait. But within that uniVersality, the Health
Visiting.Seiike. is a very flexible one and : highly adaptable 'to dif-
ferent:needifin different areas and, therefore, can be used in spe-
cial *Oa to deliver specialized services to those with particular
eathn
The way the service is -:increasingly working -nowadays, -rather

than'offenng a standard program designed:from:the top down is to
*O.& at the ne-6de of each local population, -design an appropriate
*-and -build ;in :onteothe; measured which- can be eValuated 'to
see how the service is *ii.king:

I would just like to-n-cilbi-saying-that-While I believe the Health
VisitingSerVice-in Britain is responsible foi-anythiii4 we may have
been able to achieve in improvements in child health, we have our
problems, too, and we're not doing so_ well on some measuree. Poet-
neonatal inoitality was mentioned by Birt Harvey, we have a seri-
ous problem there. Our low birth weight rate is'stagnantalso.

So we Iiavift actualli,inanaged to. reach-all the parte that need
to be reichid:Therefore, I would simply say that while the service
is certainly effective and would be appropriate to your situation, it
alone is not enough to solve the problems that face you and the
children of this country.

Thank you, Mr. Chairman.
[Prepared statement of Shirley Goodwin follows:]
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PREPARED STATEMENT OF SHIRLEY A. GOODWIN, B.Sc., RGN., RHV, GENERAL
SECRETARY, HEALTH VisnoR's ASSOCIATION, LONDON, ENGLAND

A brief descriotion of the UR Health Visiting Service

And its role in child health care

1. Higtorical Background

The health visiting service first came into existence during the

second half of the last century in response to the high levels of

infant morbidity and mortality occuring at that time. Initially

established in some northern English cities, by the beginning of

this century health visiting was provided in virtually all areas

as part of the maternal and child health services of the local

borough and county councils. In 1974, the service moved from the

local authorities and became part of the reorganised National

Health Service, falling within the administrative framework of

health authorities.

2. Health visitors

Health visitors are registered general nurses with additional

public health training obtained during a one year university or

polytechnic-based course. Many also have obstetric or midwifery

qualifications. The vast majority of health visitors are women

(although the profession is open to men) and the average age of

entry is approximately 31 years, indicating that many have post-

RGN nursing experieace and/or enter health visiting after a career

break. to raise a family. They are paid on a grade equivalent to

ward sisters in sole Charge (f13,738 - 15,900). Health visitors

are led by nurse managers who account to directors of community

nursing services or general health service managers of district

health authorities.
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3. Shilailltit.4dthlSiMELS*.

Health visitors provide a health promotion and preventive health

care service for the residents of each local population. The

traditional *sternal and child health focus of the service is

still reflected in the priority given to families with young

children, althcugh preventive work with adult client groups, and

particularly elderly people, has become increasingly more

sitnifiiant in recent decades.

4. IlisLyszkathulthstaitara

Each health visitor has the responsibility for the families living

within a particular geographical area or registered upon the

practice list of the general practitioner with whom she works In

association as a member of the primary health care team. Her

workload consists of home visits to and other individual and group

contracts with the :amines on her patch", as well as other

interventions such as local health education campaigns, the

organisation of support groups and involvement in community

activities.

Statutory notification of every birth to the district health

authority of residence ensures that health visitors are informed,

usually within 3 or 4 days, of new babies in their areas. They

visit every home on or around the tenth day after birth to offer

such information, advice, health education and social support as

may be necessary and appropriate. Health visitors have no legal

right of entry but few are not welcomed, since the service is

well-known, universal and therefore non-stigmatising.
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Subsequently, a programme of home visits by the health visitor,

and the family's attendance at child health clinics provided in

each neighbourhood enable educative and supportive contact to be

maintained throughout the first years of life. Until

responsibility for preventive child health care is handed over

to the school nurse at 4-5 years of age, health visitors make

visits on request, on an unsolicited and routine basis, or to

undertake specific aspects of the local child health surveillance

programme, encourage attendance for immunisation and to offer age-

related advice in relation to nutrition, child safety etc.

Families at increased risk of health or social difficulty or with

special needs of one kind or another receive extra attention from

health visitors. While social workers (employed by the local

authority social services departments) have statutory

responsibility for matters such as child care, disability and

child protection, it is usually health visitors who maintain the

long-term and continuing relationship with families and who often

have the most accurate and extensive knowledge of their lifestyles

and circumstances.

5. The financing of the service

No charge is made to the users of the health visiting service. It

is financed out of the general allocations made by government to

health authorities, and each health authority determines the

relative level of expenditure ou the staffing of the service and

on the numbers of qualified nurses it chooses to second for

training. Apart from salaries, the major cost of providing the

service arises from mileage allowance:: or lease cars required by

health visitors to make their visits.
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6. ilmaslym_athehealtkalmidWgmerrke

Since the service has existed for over a century and is available

in every area as part of the National Health Service, it has not

been possible to mount properly controlled trials of health

visiting. Some research bas been undertaken by manipulating

aspects of the service in one arei or with a specific group of

clients, and then comparing outcomes where clients have continued

to receive the usual'service. SuCh studies indicate beneficial

measurable effecti in relation, for example, to increased uptake

of home safety advice, immunisation and breastfeeding, and in

reduced hospital admissions and injuries to children known to be

at increased risk of child abuse.

While the cost-benefit of health visiting may be difficult to show

and the service is considered to be a relatively expensive one,

there is nevertheless considerable support for the continuation of

its preventive child health role. Health service managers and

public health physicians recognise the value of a home visiting

service which not only provides routine supportive contact for

young families but which also, through this contact, monitors the

health and welfare of children (particularly in those families

having difficulty coping) and offers general encouragement in the

uptake of services, such as immunisation.

Paediatricians and general practitioners value the expertise

health visitors possess in normal child health, growth and

development and their consequent ability to recognise deviation

from the norm and take appropriate action.
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Parents and consumer organisations value access to, an advisory and

supportive service which is offered to all from the highest to the

lowest in the land, the provision of which requires no

demonstration of some special need or difficulty. Phil. there is

no antitleentin law to any part of the National Health Service,

people in Britain do seem to regard the health visiting service as

something to which they-have a right - even though they may

criticise it on occasion., (with some justification) for being

insufficiently accessible or responsive, or for being too

interfering.

Health visitors themselves live in constant fear of the

profession's imminent abolition, realising that their service ic

costly and that its outcome is difficult to demonstrate in cost,

benefit terms. The increasing financial constraints placed upon

health authorities over the past decade or so threaten low profile

preventive services more than high profile acute care: it may be

less painful for a health authority, for example, not to train six

health visitors as usual one year, the- to shut down operating

lists or close hospital beds.

Partly as a response to questions about health visiting's

"affordability" and partly through a sincere desire to offer a

more user-friendly and appropriate service, health visitors are

presently reshaping their professional practice to relate the

level and type of service they offer much more closely to the

needs of the population served by each individual or team of

health visitors. This means that less routine and unsolicited

home visiting is being undertaken than in the past, although the

service remains universal and accessible to all. Specific

programmes of health promotion work are devised on the basis of

the local community's tealth profile, and measurable outcomes

determined in advance.
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Theriis vomiter use of collective and group strategies for health

prosiotion rather than the traditional total reliance on one-toone

ventact. Health visitors believe that the latter approach risks

°Oisabline,orliblaming tfie victim °, and that appropriate
. .

Political and caimunity action to challenge adverse social and

itviionmentd.'cOnditions isAikely to be as effective in

inproeing poiple'slualth as anything they can achieve as

inaviduartealth professionals.

Shirley Goodwin

March 1990 .
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Chairman MILLER Thank you very much. Dr. Pleas.

STATEMENT OF. I. BARRY PLESS, M.D., FRCP(C), PROFESSOR, DE-
PARTMENT OF PEDIATRICS AND EPIDEMIOLOGY, McGILL UNI-
VERSITY, MONTREAL, CANADA -

Dr. P. Thank you, Mr. Chairman, Members of the Commit-
tee, Senator"Chiles.

'In the Cross National Conference preceeding today's meeting, I
deseribed Canada's health care system as one that many believe to
be "the best in the world." I freely admitted that apart from its
essential payment' features, however, there was little about it that
focused exclusively on child health.

Canada, like yourselves, does not yet have a comprehensive na-
tional child health policy, although recently a call for the creation
of such a policy has been made by the Canadian Institute of Child
Health, which I chair. In spite of this serious shortcoming, Can-
ada's achievements are certainly noteworthy, especially by compar-
ison with those of the United States.

Some data that I've compiled based on vital statistics reports
from the United States and Canada for the period from 1960, which
covers the decade prior to the introduction of health insurance in
Canada, to 1986, show that the net improvement in death rates for
children was 10 percent better for children under one year of age,
nine percent better for those 1 to 4 years of age, about 15 percent
better for those 5 to 14 years, and nearly 12 percent better for
those 15 to 19 years.

Percentages are difficult things for people to get their minds
around, and I simply want to translate them for you by saying that
they amount to, as you can well imagine, thousands upon thou-
sands of lives that have been saved. These trends, of course, are not
specific for all causes of death and they're especially marked for
deaths due to injuries and, not surprisingly, homicide.

Now in the face of these figures, and in view of the fact that in
most other respects, the delivery of medical care, both in terms of
quantity and quality is remarkably similar in our neighboring
lands, it seems essential that we ask why these differences exist.

As a physician and as a parent, I'm convinced that it has much
to do with our national health insurance programs, which, as you
know, provide full coverage for all medical and hospital expenses
at no direct cost to the patient, or in this case the family. These are
paid for out of general tax revenues at, I might say, a percentage of
the gross national product considerably lower than yours.

As a scientist, however, I must confess that I cannot prove that
Canada's insurance programs are alone responsible for these differ-
ences, or responsible in large part, or to what extent. I readily
admit that there are many other factors that need to be considered,
but the health insurance programs are unquestionably a critical
starting point.

Whenever I presented these figures that I've just described to
you to American audiences, I am immediately reminded that you
have many more blacks and many more poor than we do. Certainly
it's true that the proportion of Canadians who are Inuit or status
Indians does not approach the proportion of blacks in the United
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'States,. but there would be some argument perhaps, about the com-
parative proportion of families in Canada who live in poverty.

:Official:Census C.smada'figures put the proportion of those with
children.* 10,pertent, a figure not too different from-yours. Even
if! were to concede that the differences in=prePertions or severity
Of 'poverty were much greater-7,A strange argument coming from
what II:iitilhthink of as one of the richest nations in the world=
4venjf -CMiceded,,itseems to me all the more rijaionlor recom-
mending, in strongest possible terms, that some form of truly
comprehensive health" insurance for children isessential as part of
the cute of the that we're talking about today.

Although I- stated a moment ago that I, could not mobilize strong
scientific-aideaCe -to support this conclusionthat the differences
in dcath.,rateslimongehildren are due to our health insuranceI
can cite at least two studies, both originating &Om McGill, and one
on which I was co-author, which irrefutably demonstrate-that one
critically important effect following the introduction of Medicare,
that is medical insurance in Quebec and, no doubt in all of
Canada, was to. narrow the gap in access to and use of services be-
tween the rich and poor: This is precisely what was intended.

We are a country that believes above all in equity, not pluralism,
and this was a- goal in the creation of these programs. Hence, it-
Seems to me only reasonable to suggest thatthe more poor a nation
has, the more compelling the case for health insurance. Equally
compelling, however, are the effects that it has been shown to have
on the near poor and even on"the middle class.

Now I'll not recite all the evidence that has been provided, par-
tioularly in the last three or four years by health economists,
whom I deeply respect, save to remind you that as I read that evi-
dence there can be nc doubt that our system has permitted Canada
to control medical care costs far more effectively, far more cheaply
in terms of total expenditures, than have you.

To me the bottom line is not, however, an economic argument;
it's a simple plea based on the test of what any one of us, any one
of you, ladies and gentlemen, would want for our own children, and
that is the certainty, the certainty, that they would never be
denied access to medical care that could prove critical, whether
measured in terms of life and death, the reduction in morbidity, or
the prevention of disease.

There is abundant evidence that although in the aggregate medi-
cine alone cannot and should not lay claim to all the spectacular,
truly spectacular improvements in child health that we've wit-
nessed over the last quarter century, and the last 50 years to be
sure, it has, nonetheless, played an essential role.

In my view, and in the view of most Canadians, no child should
be denied the full benefits of what medicine has to offer because of
the inability of his or ;der parents to pay for medical care. It was
that deeply held personal conviction that forced me to leave an ex-
cellent position in the United States and to return to Canada in
1975, and it's a decision that I've never once regretted.

Thank you.
Chairman Mum Thank you very much. Mr. Manciaux.
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STATEMENT OF MICHEL MANCIAUX, PROFESSOR OF PUBLIC
HEALTH AND SOCIAL PEDIATRICS, UNIVERSITY OF NANCY,
ctillt*: PRANCE

Mr. MartmAux. Thank you, sir. Mr_ Chairman, Members of the
-Committee, Senator Chiles, *I will speak about day care, early
schoolingnd health care in France.

A. recentAinerican report b3 the French-American Foundation
referredita in-- the New York- Times "France Far Ahead in Provid-
ing Child.Care," describes a French system of preschool ,programs
insiSting on &child day care system largely based on early Adthit-
tanee to nursery school.

This deseriiesto-be presented in a continuity, starting from pre-
and postnatal paid leave for the mother, 6 weeks before, ten weeks.
after delivery, with a guarantee to be reemployed. This paid leave
is extended to 3 months after the delivery of a third baby, and par-
ents can also ask for an unpaid parental leave up to two years in
orderto bring up their child, Again with insured reemployment

The next step is .a complex combination of various possibilities
for caring on a day-to-day basis for infants and children under
three. About 60 percent of. children under' three are cared for at
home by their mother. The remaining 40 percent are cared for by
relatives, mainly grandparents, licensed or unlicensed caretakers,
creches, either collective or family creches, and nursery Schools.

Allowances for young children for day care outside the home, for
sing: r...rent families, 9.4 percent of all families with children,
help families cover partly the day care expenses and refrain them
from resorting to unlicensed caretakers. These allowances vary ac-
cording to parents' resources and the number of children.

Health care is provided through the maternal and child health
official system completely free of charge and organized by the local
authorities at the departmental level, the department being a
French territorial administrative division with an average popula-
tion of half a million.

Family and various allowances distributed by social security for
this purpose amounted, in 1987, to nearly $18 billion United States.
When they reach three years of age, most of the French children
go to the nursery school. About 40 percent of the 2 year olds attend
already the school, and more than 90 percent of those over three.

The quoted report says,
The noncompulsory preschool programs, which serve nearly 90 percent of French

children three to five years old, offer language, arts, exercise, crafts and play. The
system also features intensive training and fair compensation for preschool teachers
and others who take care of young children, a free preventive health program for
all young children, and attention to the architecture and safety of day care centers.

Between three and four, children attending school benefit from a
health checkup, usually done by the MCH team, doctor, child
nurse, psychologist, and consisting of physical examination, screen-
ing for hearing, vision, psychomotor abilities, language.

The MCH team discusses with the school team about the adapta-
tion of the child to school, his difficulties, achievements. The par-
ents, also involved in the process, are interviewed on their child's
health problem and informed of the result of the visit. If there is
any problem requiring any sort of medical care like immunization
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to-be Completed or sensory defect to be confirmed by more refined
examinations in order to be corrected, Parents are advised to con-
sult their family doctor or a specialist working in a hospital or pri-
vate practice;.,

A letter is given to them for this physician and the MCA team
"makes sure that the needed follow-up is performed, which done
accôrdingio some evaluations in about 80.percent of the cases. In
addition, in:the:Year before the child is admitted to compulsory ele-
mentarrechO614tarting at six, he is again examined with -nearly
theeame.PretocoL-

Howe*, this five-year examination is under the responsibility
of thee:hoer-health team who takes over the 'MCA team with, of
ciinise, due -Coordination between both. This latter check-up is
mainly aiming at screening for any developmental abnormalities
that could. compromise the school achievement of the child. Like
The three and four year exam, this one is free of charge. If needed,
the folloWing examinations, care, rehabilitation, are paid for by the
family and reimbursed through the social security system. This is,
shortly desctibed, a system that French families are strongly at-
tached to It partly bridges the gap far too often observed and possi-
bly detrimental for the child's health and development between a
perintktal period and neonatal care provided in all developed coun-
tries and the school health system.

This key period of early childhood and first socialization deserves
our interest and endeavor.

Thark you.
[Prepared statement of Michel Manciaux follows:]
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PREPARED STATEMENT OF MICHEL MANCIAUX, PROFESSOR or PUBLIC HEALTH AND
SOC/AL PEDIATRICS, UNIVERSITY OF NANCY, NANCY, FRANCE

EARLY SalCOUNG ANDHEALTH C.ARE FRANI=

hf. MAW/AUX'

A recent American report ("Prance lath as far ahead in provinding child care")

refered to in the New York Mitt (9 -Nev. 19E9) describes the French system of
preschool programs, insisting on,a child chi, tisre system largely based on early
admittance to weelementaryichool Cleo@ inaternalle"). 'This deserves to be presented in

amainuhy starting hum day4ire prognicas larinfainth and young children end going on. _
till the child, at 6 years age, enters Into the comp:dory schooling. at elementary level.

At various steps of this preelertientary coarse, health care is provided by systematic

cher-Hag and, if needed, by medical carein close cooperation with medical private

practice. This paper intends to present the main outlines and characteristics of this
continuing child day-care process, described by the report as "a blend of child care,

education and health services based an free full-day preschool programs, subsidized day-

care centers and licensed care in private beats for infante aid toddlers."

The starting point is a complex combination of various possibilities for cuing, on a

day to day base. for ineants and young clad= (under 3). The &gram illustrates this

and shows that about 60 % of children under 3 are cared for at home by their mother

(42% of French women mum to work afar 10 to 12 weeks of puma:al paid maternity

leave).

Allowances for young children, for day-care outside home, for one parent family

help families cover partly the day-care expenses and refrain them frc-n resorting to

unlicensed caretakers. These allowances vary according to parent(s)' resources. Health

care is provided through the MCH official system. completely free of charge and
organize i by the local authorities, at departmental level (the D6partensent is a riench

territorial and administradve division, with an average populatn of 1 million). Family

and various allowances distributed by Social Security for this purpose amounted, in

1987, to nearly 100 billions of French francs.

1 Psalms Pabile Health std Social Pediatrics. University of Nancy.Prance
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Figure 4: Day are of children less than 3 years old.
Source : WEE. Reach census 1982;

Ministhre de YEducation, hfinistate de la SolidarinS-Svue 1983.

When they reach 3 years of age, most of the French children go to the so called
"maternal school". About 40% of the 2 yeas old attend the school.and more than 90%
of those over 3. The quoted report says : "The noncompulsoty preschool programs.
which serve nearly 90% of French children three to five years old, offer language, arts,
exercise, crafts and play. The system also features intensive training and fair
compensation for preschool teachers and others who takecare of young children. a free
preventive health program for all young children, and attention to the uchitecture and
safety of day-care centers."
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Between 3 and 4, children attending school benefit from a health checkup
sometimes wrongly refered to as "bilan maternal", merely because it takes place at the

"maternal school". This check-up, usually done by the MCH team (doctor - child mase -

psychologist) consists of physical examination, screening for hearing, vision,
psychomotor abilities, language... The MCH team discusses with the school team about

the child's adaptation to school, his/her difficulties, achievements. The parents. asked to

meet the MCH team, are also involved in the process : they are interwiewed on their

child's health problems and informed of the results of the visit. If there is any problem

requiring any ion of medical care, like immunizations to be completed or sensory defect

to be confirmed by a more refined examination in order to be corrected. parents are

advised to consult their family doctor or a specialist working in hospital or private

practice : &letter is given to them for this physician. and the MCH team makes sure that

the needed follow-up is performed. which is done, according to some evaluations, in

about 80 % of the cases.

In addition, in the year before the child is admitted to elementary school, he/she is

again examined with nearly the same protocol. However, this 5 years examination is

under the responsibility of the school health team, who takes over the MCH tem with of

comae due coordination between both. This letter check-up is mainly aiming at screening

for any developmental abnormalities that could compromise the school achievements of

the child. Like the 3-4 years exam, this one is free of charge and. if needed, the following

examinations, care, rehabilitation are paid for by the family and reimbursed through the

Social Security system.

This is. shortly described, a system which French families are strongly attached to.

It partly bridges the gap, far too often observed and possibly detrimental for the tiles

health and development, between a perinatal and neonatal care provided in all developed

countries and the school health system. This key period of early childhood and first

socialization deserves our interest and endeavour.
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Chairman Mazza. Thank you very much. Dr. Lie.
- STATEMENT OF SVERRE LIE, M.D., Ph.D., PROFESSOR, DEPART-

KENT OF PEDIATRICS, UNIVERSITY HOSPITAL, (RIKSHOSPITA-'6 ,LET) OSLO, NORWAY

Ir1. 4E. Thank you. Mr. Chairman, members of the committee,
'Senator Chilik4 would like first to say that I feel very honored to

sit here andlo be able to give you One example of the child care
; system-mWoriVay.

MaybeTfirstahould remind you about some basic facts. Norway
is a large country with a small population. Actually the population

:density is only 12 Per square kilometer, which makes it the least- .densely populated country in Europe, and distances are vast.
From historical tinies my -country has been a very poor country

With few natural as defined earlier. However, today an
7..` effective use of the tremendous amounts of energy carried by the

waterfalls and the deCade of exploitation of North Sea oil and gas
makes Norway, perhaps, one of the most prosperous countries in
Europe,.

The firit'Position for doctors was established some 350 years ago.
= From that very beginning medicine was socialized in the sense that

doctors were paid for by the government. In the National Norwe-
gian Health Act of 1860, this basic principle was adopted that
health services should be adapted to the economic and social condi-
tions of the local community and should, in principle, be free to all
Citizens.

This policy has been maintained and . expounded ever since, andTree access to health care is regarded today as a fundamental
human right in all the Scandinavian countries.

We have an administration of health and social services in my
country- that functions at three levels. We have the,Mntral Gov-
ernment Services, the Regional County Administration and the
local government in the communes. It is the duty of the Central
Administration to draw up the general health policy of the country
and to evaluate and monitor how it functions. The Ministry of
Social Affairs is the biggest one in the Norwegian Cabinet, spend-

: ing almost one third of the budget of the public money in theirbudget.
The task entrusted to the county commune, which is comparable

to your states, is to run hospitals and specialist and dental services.
They're alt , required to draw up the general health policy for their
county.

Now I'm coming to the main theme, which is the communes, of
which we have 464. They are responsible for primary health care,
both preventive and curative, and social services. It has been a gen-

.:- eral consensus in the Norwegian health debate during the lastdecade that there should be a commitment to decentralization,
that's the only way you can get to people with the vast distances
we are talking about.

This implies that important political decisions should be taken
close to the people and tailored to the people's needs. The local
commune, through their elected commune council are, therefore,
responsible for drawing up commune health plans and to run pri-
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----Mary- health and social services, the responsibility for the care of .,
-I: elderly, and disabled persons are likewise the responsibility of the
'.local commune.

Preventive pediatrics is one of the main responsibilities of the 1local commune and I will talk a little bit about that. This work-in .

Novviiyis now based on the law, which defines access to preven- 1,

,,,.-4iie Pediatrieir as 'a fundamental human right co:nparable to the
'-rightofedimation. 3
' 'Before 1972,, preventive pediatrics was the work of many volun-
larY':orgenitations, but it was recognized by professionals, by the

: .;:beoPle, that .the kind of offers at the various health stations dif-
fered..VastVand,that this should be a public responsibility.

The, health station is in the center of this work and there is one,
at least, in each community. The central person within the health :;3-i.

,. Atntion is the ptiblic-health nurse, somewhat like the health visit- :
. 4,Ai* nurse system- you heard about from England. There are also

--:" doctor examinations at the age of 6 weeks, 6 months, 12 months, 24
- 1,months and 48 months, and this is actually required by the law

that this should be done. .;
It's certainly not obligatory to go to these stations, but the at- z.

tendance rate for the community is very high. Several investiga-
?..

=lions have proven that t.l,..e attendance rate in the communities in , i
.,NOrwiy is more than 95 percent. Not only immunizations, of -.,.4

4:ourse,-but all types of preventive care are done here.
The child is seen monthly during the first year of life by the

,:- nurse who monitors growth and development and gives additional
counseling on health promotion, nutrition and mental hygiene. -;

The running cost of these health stations is the responsibility,
.again, of the local community, but it's a minor expense. In one af-

;fluent community outside Oslo with 80,000 inhabitants, the total
, 'annual cost in 1988, for running these health stations was $1.5 mil-

lion, cOniiiiired to a total health budget of $69.2.million.
At the national level, a rough approximation would indicate that 1

the total cost of this preventive pediatrics is about $75 million or
$18 per capita per year.

Also in the schools there are preventive health services for chil-
dren, which is an obligation or the community to offer, and which
is also, of course, free of charge. This service is at present under
discussion and will probably be reoriented towards more emphasis
on risk groups and on health education, such as sexually transmit,
ted diseases, unwanted pregnancies and so forth.

It may be difficult to prove that preventive pediatrics play a role
in the rather satisfactory trends in childhood mortality and mor-
bidity, which has been discussed earlier here. In Norway it has
never been a question about the status of these health stations,
they are sort of part of the culture and it would be absolutely im-
possible to go in and do controlled studies on the effect of them.

Its certainly something that people just like to have there. To
me it is a system which is functioning very well, it is freely accessi-
ble to all and is used by all, and th -4- I think, is a very important
aspect of preventive pediatrics.

Thank you.
[Prepared statement of Sverre Lie follows:]
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PREPARED STATEMENT OF &ERRE 0. LIZ, M.D., PH.D., PROFESSOR, DEPARTMENT OF
PEDIATRICS, UNIVERSITY HosprrAL; (RIKSHOSPITALET) OSLO, NORWAY

CHILDREN IN THE NORWEGIAN HEALTH CARE SYSTEM

Some rolMedions on provonthee podlelrics and selected causes of childhood
moeUllty.

Norway is a large country (320.000 km2) with a small
population (4.2 millions). The population density is only
12 people per km2 (compared to 230 per km2 in the United
Kingdom) which makes Norway the least densely populated
country on the European continent.

Norway is far up north and long and thin. The country
is divided by mountains and fjords and characterized by
great distances. The distance from north to south is
equal to the distance from the southern border of the
country to Rome. Almost 1/3 of the country lies north of
the Arctic Circle, and 1/12 of the population lives here.

From historical times Norway has been a poor country
with few natural resources as defined in earlier times.
However, industrialization, an effective use of the
tremendous amounts of energy carried by the water falls
and a decade of exploitation of North Sea oil and gas
makes Norway one of the most prosperous countries in
Europe today.

The first position for doctors were established some 350
years ago. From the very beginning medicine was
socialized in the sense that doctors were paid for by the
Government simply because people could not pay themselves.
In the national Norwegian Health Act of 1860 the basic
principle was adopted that health services should be
adapted to the economic and social conditions of the lace)
community and should in principle be free to all citizens.
This policy has been maintained and -expanded ever since.

Free access to health care is regarded as a fundamental
human right in the Scandinavian countries. A small fee is
paid while visiting primary health care and outpatient
clinics, but hospital services are otherwise free of
charge for every citizen.
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In 1985 the following number of health personnel were
economically active in Norway (3):

Physicians 9.176
Dentists 3.702
Physiotherapists 3.701 jt
Qualified nurses 35.552
Auxilliary nurses 36.898

(total population 4.16 million)

Inhabitants per physician has steadily decreased by
time; being 884 in 1961 and 410 in 1985.

In 1988 we had 266 registered specialists in pediatrics,
which gives 1 pediatrician per 3.000 children under the
age of 15 years. Of these specialists 180 worked in
institutions and 71 outside institutions. Private
specialist practice in pediatrics is rather rare in Norway
with only 66 registered in 1988. About 13-15 new
specialists are now registered annually in the country.

The country has 18 pediatric departments with a total of
about 800 beds (. 1 bed per 1.000 children < 15 years of
age).

Public administration in Norway functions today at three
levels: Central government services, regional county
administration and local government in the communes. The
country is administratively divided into 19 counties which
are organized as semiindependent units with marked
autonomy in selected fields. The country is further
divided into 450. communes (local municipalities) of
varying size (half of them having less than 5.000
inhabitants). These communes likewise enjoy a high degree
of self determination in local affairs.

It is the duty of the Central admInIstratIon M4611 to draw up

the general health policy of the country and to evaluate
and monitor how it functions. The Ministry of Social
Affairs is certain/y the biggest within the norwegian
cabinet spending almost 1/3 of the public money in their
annual buc4rets. The Directorate of Health is headed by a
director general and is currently divided into 5
departments. County medical officers and county governors
are representing the state in the counties.

The most important task entrusted the county commune is to
run hospitals and specialist and dental services. They
are also required to draw up a general health plan for the
county.
Within the local government in the communes the

responsibilities are primary health care (preventive and
curative) and social services. It has been a general
consensus in the norwegian health debate during the last
decade that there should be a comittment to
decentralization. This implies that important political
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decisions should be taken close to the people and tailored
to the peoples need. The local commune through their
elected commune council are responsible for drawing up
commune health plans and to run primary health and social
services. The responsibility for the care of elderly and
disabled persons are likewise the responsibility of the
local commune.

Saugimikamfmq1AmilimpgafflumgcomFS
MO!

The following table lists public expenditures on
selected areas in Norway in 1972, 1980, 1986 in per cent
of the Gross National Product:

Public expenditures Nanny
(in percent of Gross National Product)

1972 1980 1986*

Total public expenditures 42.8% 45.0% 44.9%
Defence 3.3% 2.8% 3.0%
Education 6.1% 5.4% 5.3%
Health services 4.8% 6.38 6.8%
Social security 13.7% 14.4% 15.8%

* GNP = $ 79 billions

It shows that the health service accounts for 6.8% of
the gross national product and that this figure has been
rather stable through the -80's.

The actual amount of money that went into the various
health and social services/securities in 1987 were as
follows:

Hospitals/institutions
Primary health care
Social security
(Gross National product

$ 5.3 billions
$ 0.63 billions
$ 12.3 billions
$ 89.0 billions)

Preventive & curative pediatrics . $ 0.18 billions

HEALTH SERVICES FOR CHILDREN WITHIN THE CONTEXT OF THE GENERAL
NORWEGIAN HEALTH SYSTEM

Preventive pediatrics is a responsibility of the local
communities. This work is now based on a law which passed
Parliament in 1972 - a law which actually defines access
to preventive pediatrics as a fundamental human right
comparable to the right of education. Wherever in the
country you live, you should have access free of charge to
a well baby clinic and certain minimum services should be
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-
provided by these clinics. For instance, the law

reemphasizes that there shall be an examination by a
:physician in the neonatal period, at 6 weeks of age, 6
4gonths, 12 months, 24 months and 48 months of age. The
wellbaby clinics are administrative run by a specialized
nurse, who sees the childrenregularly (monthly the first
year), monitors growth and development, and give
-additional councelling on health promotion, nutrition and
mental hygiene. All the vaccinations are done here. The

'Attendance rate for these well baby clinics is actually
moreorivthan 90%,and these localities are also used for
health courses for parants-to-be and other preventive work
;and heOlth promotion.

The running cost of these "health stations" are the
:responsibility of the local community, but is a minor
,expense. In one affluent community outside Oslo with
80.000 inhabitants the total annual cost in 1988 was $1.5
million, compared to a total health budget of $69.2

?(, millions. At the national level a rough approximation
would indicate that the total cost of this preventive
pediatrics is about 75 million US$ - or 18 OS; per capita
per year.
1, Also in the schools there are preventive health services
for children which is an obligation of the community and
which also is free of charge. This service is at present
Under discussion and will probably be reoriented towards

rr . more emphasis on risk groups and on health education,
,especially in relation to life style, smoking, alcohol,
sexual transmitted diseases and unwanted pregnancies.

Within the general frame of the conference, it is of
interest to present trends on mortality rates in norwegian
children from 1971 through 1988. These rates are depicted
in tables 1 through table 4.

Table 1 list the main mortality rates from selected
diseases (infectious and parazitic diseases, CNS-

'' infections, respiratory tract infections and malignant
disease). It can be seen that there is a decrease in
mortality from these causes in all age groups.

Table 2 show the loss of lives due to injuries, all
causes. These statistics are divided by age and sex, and
again it can be seen that in the years since 1956 there
has been a rather dramatic reduction in mortality among
children less than 14 years of age. In the age group
between 15 and 19 years the mortality rate has been rather
unchanged, except for females, where the mortality rate
has actually increased.

Table 3 show the injury mortality by traffic accidents
in the same period. In the age groups below 14 years we
have seen a marked improvement while there has been an
increase in the age group 15 to 19 years in both sexes.

Table 4 shows that homicide and suicide are rare events
in Norway. However, the recent rise in suicide amongst
teen-agers are of great concern.

It may be difficult to prove that preventive pediatrics
play a role in the rather satisfactory trends which are
presented in these tables. However, the fact that major
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educational and health promoting activities are performed
both within the well baby clinics and school health
services makes it very likely that they play a major role.
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TABLE 1

DISEASE MORTALITY PER 100.000 CHILDREN IN NORWAY

ANNUAL AVERAGE.

1971-75 1976-80 1981-85 1986-88

INFECTIOUS AND
PARAZITIC DISEASES

0- 4 12.9 11.3 10.1 7.3
5- 9 1.5 3.2-- .. 1.0 0.4

10-14 L.3 i.0 1.3 1.0
15-19 1.67 2.24 2.0 1:51

0-19 4.38 3.72 3.29 2.45

CNS-INFECTIONS

0- 4 3.4 2.48 2.73 2.3
5- 9 0.6 0.3 0.35 0.4
10-14 0.6 0.6 0.31 0.34
15-19 0.67 0.67 0.3 0.3

0-19 1.35 0.97 0.84 0.7

RESP. TRACT
INFECTIONS

0- 4 16.1 11.0 10.16 6.5
5- 9 1.24 1.0 0.35 0.4
10-14 1.0 0.3 0.3 0.0
15-19 1.3 0.64 0.31 0.0

0-19 4.86 3.0 2.44 1.67

MALIGNANT
DISEASE

0- 4 6.94 5.32 5.46 4.6
5- 9 7.76 5.6 4.22 5.0

10-14 4.8 4.7 4.0 4.0
15-19 6.5 5.7 5.9 3.9

0-19 6.6 5.3 4.8 4.4

53



TABLE 2

INJURY MORTALITY PER 100.000 IN NORWAY BY SEX AND AGE GROUPS

ALL CAUSES

Age groups 195C-
1960

1961-
1965

1966-
1970

1971-
1975

1976-
1980

1981-
1985

1986-
1988

TOTAL

0- 4 40.2 38.2 39.3 30.4 20.1 12.1 10.4
5- 9 24.1 23.7 23.0 20.1 15.7 10.7 9.0

10-14 16.8 13.6 14.2 14.7 12.2 8.4 6.5
15-19 30.6 36.6 39.8 44.6 36.8 35.2 36.6

MALES

0- 4 49.5 47.2 48.5 39.1 27.6 14.5 12.0
5- 9 36.3 34.4 32.4 28.3 21.9 14.4 13.5
10-14 26.5 20.5 20.6 20.4 16.8 12.4 9.6
15-19 52.6 62.2 64.8 74.3 57.3 54.6 56.8

FEMALES

0- 4 30.4 28.7 29.6 21.3 12.3 9.6 8.7
5- 9 11.1 12.5 13.1 11.5 9.1 6.8 4.2
10-14 6.5 6.2 7.5 8.7 7.2 4.1 3.3
15-19 7.5 9.6 13.4 13.6 15.2 14.8 15 3
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INJURY MORTALITY PER 100.000 I. NORWAY BY SEX AND AGE GROUPS

TRAFFIC ACCIDENTS

Age groups 1956-
1960

1961-
1965

1966-
1970

1971-
1975

1976-
1980

1981-
1985

1986-
1988

TOTAL.

0- 4 9.3 9.5 10.3 6.9 4.8 2.4 3.2
5- 9 8.2 10.3 12.8 9.8 6.4 5.6 4.7
10-14 4.5 4.2 6.7 7.9 6.8 4.2 3.3
15-19 11.4 16.4 22.1 28.3 23.8 24.4 25.3

MALES

0- 4 10.1 10.8 11.4 8.5 6.8 2.7 3.0
5- 9 10.3 12.5 16.3 12.6 8.1 6.7 6.8
10-14 6.6 5.8 9.2 9.3 8.7 5.2 4.2
15-19 17.3 25.9 32.6 45.1 35.0 36.2 38.7

FEMALES

0- 4 8.4 8.2 9.2 6.2 2.8 2.1 3.4
5- 9 6.0 7.9 9.1 6.9 4.7 4.3 2.6
10-14 2.4 2.5 4.0 6.5 4.8 3.2 2.3
15-19 5.1 6.4 11.0 10.7 12.1 12.0 11.2
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HOMICIDE
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HOMICIDE AND SUICIDE IN NORWAY

0-19 YEARS

SUICIDE

1986

1987

1988

0 -

Males

0

0

0

10

Females

0

0

0

Males

Age groups

10 - 14

Females

7 0

3 2

5 2

15

Hales

26

23

27

- 19

Females

5

3

6

Yearly average 5 1 29 5

Rate per 100.000 3.3 0.7 17.1 3.1

Age groups

0 1- 4 5-9 10-14 15-19

Males Females H F M F H F M F

1986 0 1 2 0 2 1 1 0 4 1

1987 0 1 0 0 0 0 0 2 0 1

1988 0 0 0 0 0 0 1 0 1 1

Yearly average 0 0.7 0.7 0 0.7 0.3 0.7 0.3 1.7 1
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Chairman MILLER. Thank you. Dr. Verbrugge.

STATEMENT OF HANS VERBRUGGE, M.D., D.P.H., MEDICAL OFFI-
*CER OF MATERNAL AND CHU D HEALTH CARE, DEPARTMENT
OF THE CHIEF MEDICAL OFFICER OF HEALTH, RIJSWIJK,
NETHERLANDS

.Dr. VERBRUGGE. Mr. Chairman, ladies and gentlemen, Mr.
:George Miller asked me to present some innovative aspects of child
;health policies in our country, as these aspects have resulted in
major and long-lasting improvements in child health status in the
Netherlands. They even might be adaptable to the U.S. system of

Thitalth; eine.
Although I feel very honored by this invitation, it seems some-

-*hat presuming that I, coming from a small country like the Neth-
-erlands, should tell you now how to improve your health care
,System.

As you know, health status is not determined by some single the-
!: tors, it's the result of a lot of determinants like the economic status

of the population, first. The attainability of health care, the knowl-
edge of people about health and health influence factor, positive or
negative. Especially in preventive heaah care the individual atti-
tudeto make use of the available health care system, for instance

!' prenatal care or immunizations, is very important. Last but not
least, in every country the present health status and health care
system has to be seen in an historical cont.cett.

I would like to present you some major characteristics of our
Dutch health care system. You'll find more detailed information in
the papers I presented during the conference. I gave to you a copy

= of them.
Our preventive health care system started in the beginning of

this century, fighting against high infant mortality. Weii-baby clin-
ics were organized by pediatricians and private organizations to
teach parents about adequate infant feeding, especially when
breast feeding was decreasing.

Mothers were taught how to protect and even improve the health
of their babies. The basic idea behind it was to be there with the
poor families and mothers with children to give them support. Peri-
odical consultations gave the opportunity to guide the growth and

; development of the child and offer reassurance to the parents.
, In that period people also discovered that even in the prenatal

period it is possible to improve the health status of the mother and
her unborn child. Nowadays more than 95 percent of our pregnant
mothers go for prenatal care to the family doctor, the independent
working midwife and, when some pathology is suspected, to the oh-

' stetrician. Ten to 15 prenatal visits are usual.
After the Second World War, the well-baby clinics became more

and more popular. The first contact is made by the district nurse
- during a home visit in the neonatal period. The district nurse being

informed by the local birth register by a computerized prepared
message like this (indicating). She takes the blood for the neonatal
screening of inborn errors of metabolism.

She invites the mother to visit the well-baby clinic and more
7 than 95 percent of the mothers do so, with an average of 10 visits
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in the first 15 fifteen months. There is no obligation whatsoever,
nor is there any financial stimulus.

Visiting the well-baby clinics is on a completely voluntary basis.
Free access and the absence of financial or organizational barriers
is considered essential. Nurses and doctors provide free advice.
Well-baby clinics are situated in direct surroundings of the dwell-
ing place.

As infant mortality nowadays has considerably dropped, our first
prioritiesitre in guidance of growth and development, early detec-
tion of abnormalities and improvement of health and health condi-
tions. Another major item of this is to combine these well-baby
clinics with the immunization program, as most of the DTP-Polio
and MMR immunizations are given in the well-baby clinics.

This is the explanation of our high coverage percentage in our
immunization system. Ninety-four percent of our babies receive
four injections of DTP-Polio in the first 15 months. The MMR cov-
erage is also 94 percent at this age. There is no legal obligation to
take part in our immunization system, participation is on a volun-
tary basis and free of charge.

This leads me to a very important system, our financing of this
preventive health care system. In my p &per, "Youth Health Care
in the Netherlands," you can find a short description of our insur7
ance system. The most important fact is that preventive health
care is fully paid by a compulsory national insurance law covering
everyone living in the Netherlands.

Access for mother and babies is free of charge and the total costs
are about $100 million, that's about $125 per child per year. You
can compare it to one day of hospital care.

Besides that the cost of the immunization program is $70 million
per year, it means $13 per injection, again, free of charge for the
patient. By that we reach an immunization rate of 95 percent, as
said, at the age of 15 months. These costs are a part of our total
cost of 8.3 percent of the gross national product.

At the end of this statement I shall try to come to a prudent rec-
ommendation, considering that all children below the age of five,
and that's aboi-1. five to six percent of your total population, form a
group with wen-described health risks. It should be possible to real-
ize free access for the health care system, curative as well as pre-
ventive.

It should be possible to create nationwide compulsory insurance
to cover the cost in this respect. The leading theme in this process
of changing has to be more solidarity and less solidarity, respective-
ly less individuality of the whole nation, and that is not simple. In
the Netherlands we learned a lot in the Second World War.

After the Second World War our second class public health care
became MCH for all. The ultimate goal is free access for all chil-
dren to the health system, curative as well as preventive. This pop-
ulation approach will be very helpful in prenatal care, MCH care
and school health care. The free access to the nealth care system
pre- and postnatal can be considered, as an investment, resulting in
lower medical costs and an improved health condition of America's
children, being tomorrow's adults.

Thank you.
[Prepared statement of Hans Verbrugge follows:]
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PREPARED STATEMENT OF HANS VIDIRRUGGE, M.D., D.P.H., MEDICAL OFFICER OF MA-
TIONAL AND CHILD HEALTH CARR, DEPARTMENT OF THE CHIEF MEDICAL OFFICER OF
Buzau, Ruswuz, NETHERLANDS

Ladies sad GemtI.emen,

Mr. George Miller, your chairman, asked me to present 80S6 innovative

aspects of child health policy, as these aspects have resulted in

major and long lasting improvements in child health status in the

Netherlands. They even might be adaptable to the U.S. system of health

care. although I feel very honoured by this invitation, it sera some-

what presuming that I, coming from a small country like the

Netherlands, should tell you now how to improve your health care system.

Rs you know, health status is not determined by some single factors.

It is the result of a lot of determinants like the economic status of the

population, the attainability of health care, the knowledge of the people

about health and health influencing factors, positive or negative.

Especially in the preventive health care the individual attitude to

make use of the available health care system, (e.g. prenatal care or

immunizations) is very important. And last but not least in every country

the present health status and health care system have to be seen in a

historical context.

I would like to present you some major characteristics of our Dutch

health care system. You will find more detailed information in the

papers I presented in the conference.

Our preventive health care system started in the beginning of this

century, fighting against a high infant mortality. Well-baby clinics where

organized by pediatric.:.ns and private organizations to teach par,nts about

adequate infant feeding especially when breastfeeding was decreasing.

Mothers were taught how to protect and even improve the individual

health of their babies.
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Periodical consultations gave the opportinity to guide the growth an'

development of the child and offer reasFuraace to the parents. In that

period people also discovered that even in the prenatal period it is

possible to improve the health status of the mother and her unborn

child. Nowadays more than 95% of our pregnant mothers go for prenatal

care to the family doctor, the midwife and (when some pathology is

suspected) to the obstetrician. Ten to fifteen prenatal visits are

usual.

After the second world war the well-baby clinics became more and more

popular. Tne first contact is made by the district nurse during a home

visit in the neonatal period, the district nurse being informed by the

local birth register. She invites the mother to visit the well-baby

clinic, and more than 95% of the mothers do so, with an average of 10

visits in the first 15 months. There is no obligation whatsoever, nor

is there any financial stimulus.

Visiting the well-baby linics is on a completely voluntarily basis.

Free access and the absence of financial or organizational barriers is

considered essential. Nurses and doctors provide free advise.

Well-baby clinics are situated in the direct surrounding in the

dwelling-place.

As infant mort:lity nowadays has considerably dropped, our first

priorities arc guidance of growth and development, early detection of

abnormalities and improvement of the health and the health

conditions.

Another ma7or item is to combine these well-baby clinics with the

immunizatio. programme, as most of the DTP-Polio and PAIR immunizations

are given in the well-baby clinics. That is the explanation of the

high coverage percentage of our immunization programme. 94% Of our

babies receive 4 injections DTP-Polio in the first 15 months. The MMR

coverage is also 94% at this age.
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There is no legal obligation to take part in our immunization

programme. Participation is on a voluntarily basis and free of charge.

This leads me to a very important item, the financing of our

preventive health care system.

In my caper Youth Laalth Care in the Netherlands you can find a short

description of our insurance system. The most important fact is that

the preventive health care is fully paid by a compulsary national

insurance law, covering everyone living in the Netherlands.

Access for mothers and babies is free of charge and the total costs

are about 100 million US -$ (about 125 dollars per child per year).

Besides that the costs of the immunization programme are 17 million

dollars per year, it means 13 dollars per injection, again free of

charge for the parents.

At the end of this statement I shall try to come to a prudent

recommendation.

Considering that all children below the age of 5 form a group with

well described health risks, it should be possible to realise free

access to the health care system (curative care as well as preventive

care). It should also be possible to create a canpulsary insurance

to cover the costs in this respect.

The ultimate goal is free access for all children to the health care

system (curative care as well as preventive health care). This

population approach will be very helpfull in the prenatal care,

the Maternal and Child Health Care and the School Health Care.

Free access to the health care system (pre- and postnatal) can be

considered as an investment, resulting in lower medical costs and an

improved health condition of America's children, being tomorrow's

adults.
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Chairman MILLER. Thank you. Dr. Miller.

STATEMENT OF C. ARDEN MILLER, M.D., PROFESSOR OF MATER-
NAL AND CHILD HEALTH, SCHOOL OF PUBLIC HEALTH, UNI-
VERSITY OF NORTH CAROLINA, CHAPEL HILL, NC
Dr. MILLER. Mr. Chairman, Senator Chiles, members of the com-mittee, thank you for the privilege of meeting with you. I am espe-cially grateful for having met and c0:-.ersed with these gentlemen

and Ms. Goodwin for the past 2 days.
Two years ago a group at the University of North Carolina con-ducted a study of 10 Western European countries that had better

infant mortality rates than the United States. The purpose of that
study was to determine exactly what kinds of supports and services
those countries render hi order to achieve their favorable records.
That report has been made available to you. We have followed it
with a continuing study of those same countries, four of the coun-tries represented here are in that study, in order to determine
what kinds of services and supports are available to children, arid
what is the status of children's health.

In my written testimony, I have prepared a summary of the find-ings of that report. The full report will be available to you within amonth or two. My comments today will not attempt to incorporate
the full written testimony, but instead to highlight certain features
that may be of special interest to you.

A fair question asks why study other countries. Can we really
learn anything from them? We all know that services and supports
grow out of unique political, social and economic traditions. Amongthe countries discussed today there are great differences in their
health care financing, and in their provider systems. They are notcookie cutter programs, and yet there are certain consistent
themes that prevail. It is those themes that I would like to empha-
size. I think it important to point out that even though there areprofound differences among these countries, and even though each
works out its own systems of care, there are a limited number of
strategies by which young families and children can be helped. It
seems to me important to identify those strategies and to build onthem.

Before dealing with those themes, I would like to record a fewcircumstances that cause us to be concerned about the status of
children's health in this country. A lot of attention has been direct-ed to our high infant mortality rate; not so much attention has
been given to ale fact that our mortality rates are higher for chil-
dren in every age group through 19 years than in most of the coun-tries under study.

In the age group one to four, the chances of death in the United
States are 1.3 to 2 times greater than in the Western European
countries that have reported to you. The two points of greatest
excess death in this country are in the one to four age group, and
in the 15 to 19. Very different causes relate to those two groups.

Death in the 15 to 19 year age group lg largely associated with
violence, much of it with handguns. Handgun deaths in the other
countries studied are a rare event; they are a common event here.
In the age group one to four, interestingly enough, excess deaths
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alio relate primarily to injury. Injury, for the most part, is related
to inadequacies of supervision and oversight of children, and in-
iolvement in routine preventive health cart

Dr. Harvey emphasized the high proportion of our preschool age
children who are not immunized. The importance to be attached to
that fact is the high proportion of children who are n- involved in
routine well-child preventive care. If one regards immunization
rates as an indicator of children who are involved in such care, as-
euniptions are justified that about one-third to half of our preschool
age children are not participating in well-child medical supervision.

Beyond that, good data are available, much of it reported by this
committee, on the high proportion of our children who have no reg-
ular source of medical care. Or, if they do have a regular source of
medical care, it is apt to be in an emergency room or an outpatient
department that has no continuing responsibility for children and
often does not provide them with adequate preventive services.

These circumstances are unknown in any of the countries report-
ing to you today. No children in these countries need ever ask
where they will get care or who will pay for it. They are all auto-
matically enrolled, ordinarily in two systems of care, one to assure
routine screening, immunization, well-child services, and another
for consultation and curative care.

Poverty rates deserve emphasis. They are the subject of intensive
recent inte'national comparison. It would not be hard to get medi-
cal experts to come together around the belief that reduction in
poverty rates would do more to improve children's health than any
other intervention.

These studies used the United States' definition of poverty, apply
it to the European countries, and determined what proportions of
families with children lived in poverty using parity purchasing
powers of income. We have twice as many children in poverty as
any of the countries represented at this hearing. The poverty is
more severe in the United States. Every country has mechanisms
for alleviating poverty. Our mechanisms are just half as successful
as the European countries.

The means for alleviating poverty are more generous for single-
parent families than they are for other families. Unlike Japan,
some countries, Norway is one, Netherlands another, do have a
high proportion of single-parent families. The benefits available to
those families are more generous than to conventional families.

Within the past few days, emphasis has developed that in each of
the study countries the routine, readily available programs of care
for chronic illness and handicapping conditions are more consist-
ently available than in this country.

Finally, that as far as adolescent pregnancy, abortion and child
bearing are concerned, our rates are much higher than theirs, in
spite of the fact that available evidence shows that the age of onset
of sexual activity is about the same in all of these countries.

What are some of the themes that seem to be common for im-
proving child health? The first is consistent, equitable, uniform
access to health care without means testing and with mit payment
at the time services are delivered. That circumstance is true of all
the study countries. Circumstances are much different in the
United States. In North Carolina the process of means testing
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takes much longer than a thorough examination. We work to keep
people out of our systems of health care; other countries work to
incorporate everyone in their systems of care.

The second point that I want to emphasize is that we tend to
regard in our health care systems that our client is an individual
and we delign our payment and insurance mechanisms around an
individual payment process. These countries do that, but they also
regard' that community as a client, and they provide ,financing in
order to Make sure that community services and resources are ade-
quate to meet the needs that.cannot be met on a one to one basis.
An example Will serve again from my own state. Since the expan-
sion of Medicaid eligibility and benefits, we have had a 25 percent
increase in the number of pregnant women seeking prenatal care
in public clinics. The waiting time for that care has expanded any-
where from 4 to 6 weeks. We do a thorough job of educating women
that they ought to get into prenatal care early and then delay by
as much as a month before they :an have their first appointment.
The clinics are not able to meet the demand and without up front
funding, without improving facilities and staff, I don't think .addi-
tiond case loads are possible. Fee for service reimbursement fund-
ing is not the way public agencies are financed. They cannot
apand their services on the basis of anticipated fee for service

earnings sometime in the future.
Finally, in all of the study countries there are thorough, well-es-

tablished tracking systems to follow children and to make sure
that no one is overlooked. The tracking systems are different from
one country to another. It may be by home visiting programs as
Ms. Goodwin described; it may be by computerized systems, or it
may be by enrolling at the time of birth every infant on a panel for
a physician's care. But no one is overlooked.

Again circumstances are different in this country, where we
know a lot about pregnant women and infants at the time of deliv-
ery, we know a lot about them at the time the children enter
school, and we km v very little about them in between. There are
vast numbers of children who are overlooked and involved in none
of the appropriate and necessary services.

The study countries consistently take a broad view of the sup-
ports and services that are necessary to assure good health. That
approach speaks to the importance of the family and the integrity
of the family as a means for assuring the health and well-being of
children.

The study countries protect family care through paid leaves from
employment, through assured return to jobs after leaves and
through consistent non-means tested children's allowances to all
families to enable parents to do the important work of staying
home and raising their own children if they wish to.

In the United States we have created a circumstance by which
two incomes are required to support many families. Having created
that circumstance, we have a higher proportion of mothers in the
labor force than any of the study countries. U.S. mothers in the
labor force are more apt to be full-time. Having created these con-
ditions we do much less than any of the the other countries to pro-
vide child care.
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Child care provisions are available at little or no cost in all of
the countries, ordinarily for 80 to 100 percent of all 3 and 4 year
olds. In this country we have about 29 percent of children in subsi-
dized child care, and meet the need for only about 20 percent of
those who would be qualified under Headstart.

The price we pay for these neglects is enormous. A study in
North Carolina a few years ago concerned children ages one to four
who suffered death from burns, one of the common causes of death
in that age group. The study revealed that 67 percent of the chil-
dren at time of death were supervised by care givers who were dis-
abled, bedridden, inattentive, inebriated or absent. Under those cir-
cumstances of child care, the chances of death from burning were
seven times greater than children who were under adequate super-
vision.

Let me close by saying that I admire so much the work of this
select committee. Your support for children is well-known and en-
thusiast .ally applauded. I want to remind you that we still have
enormous needs to meet and that we still have no well established
national priority to serve the needs of our children. I am one, along
with others, disappointed by the fact that when we begin formulat-
ing objectives for the Nation for the year 2000, there is no priority
for children; there is no prbrity for families. The supposition pre-
sumes, that if we take care of everyone, we will take care of chil-
dren and families, too. But we don't.

Thank you very much.
[Prepared statement of C. Arden Miller follows:]
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PREPARED STATEMENT OF C. ARDEN MILLER, M.D., PROFESSOR OF MATERNAL AND
CHILD HEALTH, SCHOOL OF PUBLIC HEALTH, UNIVERSITY OF NORTH CAROLINA. AT
CHAPEL HILL, CHAPEL HMI., NC

The following inforcAtion and interpretations derive from a study in progress dealing with

preventive health services for children in ten Western European countries. The study is based in

the Department of Maternal and Child Health, School of Public Health, University of North

Carolina, Chapel Hill, North Carolina. The project director is Dr. Bret William% Research

Associate in that department.

Verbal testimony will attempt to incorporate additional information and perspectives from

presentations at the "Conference on Qoss-National Comparisons of Child Health", Washington,

DC, March 17 - 19,1990.
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Concerns about U.S. excess infant mortality feature international comparisons which

demonstrate adverse trends for the U.S. when measured against the progress in other

industrialized democracies. Contributing factors favorable to other countries are thought to

include:

reduced unintended pregnancies;

consistent participation of pregnant women in early and continuous prenatal care that

is available without financial harriers;

linkage of maternity care to ccmprehensive social and financial benefits that enable

pregnant women and new mothers to protect their own well-being and to nurture their

infants;

careful monitoring of pregnant women and newborn infants for social or medical

problems that require special attention, and easy access to the indicated supports and

services. Home Visitors are a conspicuous feature of the monitoring system in a

number of the countries (Miller 1987).

New attention focuses on the sad circumstance that many unfavorable indicators of child

health in the U.S. extend well beyond the first year of life.

Excess Mortality. Death rates for U.S. children are higher than for their Western

European counterparts at all age groups through age 19 higher by a factor of 1.3 to

2.0 for children 1- 4 years of age (NCHS, 1989). As with infant mortality, survival

rates for children are improving in all industrialir_xl nations, but more rapidly in

Europe than in the U.S. Excess U.S. mortality among children is almost entirely

attributable to deaths from injury. The leading natural cruses of children's rIAthi
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congenital defects, malignancies, and respiratory infections occur at about the same

rates among all the leading industrial nations. U.S. deaths from drowning, burns,

handguns, and misadventure with automobiles, exceed those in Western Europe bya

substantial margin (NCHS, 1989). The high homicide rate among children in the

Western world is almost a uniquely U.S. phenomenon (Rockets et al.. 1989)- It is the

leading cause of death from injury in the first year of life (Waller et al., 1989).

Excess U.S. deaths among children are concentrated in two age groups: 1 - 4

and 15 -19 years of age. In the U.S. children in their late teens are the onlyage group

for whom deaths have increased rather than diminished since 1970 (Fmgerhut &

Kleinman, 1989a). Three out of four teen-age deaths are due to homicide, largely by

firearms; these deaths have increased by 31 percent since 1986 (Fingerhut &

Kleinman, 1989b). In 1986 there were more than 1000 firearm-related homicides

among U.S. males aged 15.19 years. In the same year there were 25 such deaths in

Canada, Japan, England and Wales, Sweden, West Germany, and bane all

together (Fins:hut & Kleinman, 19£9b).

Many deaths among 1- 4 year-olds are associated with inadequate vigilance and

supervision by care givers. The leading causes of death are burns and automouile-

related injuries. An analysis of all fatal house fires in North Carolina during 1988 is

instructive. Sixty-five percent of child fatalities from burns were associated with a

care giver who was absent, inattentive, inebriated, or bed-ridden. A child under five

years of age was seven times more likely to die in a fire under these circumstances

than a child in a house fire where a non-compromised child attendant was present

(Guglemann, 1989).
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More than half of automobile-related deaths among 1- 4 year-olds occur to

pedestrians and cyclists often in driveways and parking lots rather than to

occupants (NCHS. 1989). Pedestrian death rates are highest among one-year-old

children (Baker & Waller. 1989). Children as automobile occupants are especially

vulnerable in alcohol - relaxed crashes. During a three-year period in North Carolina

morn than half the deaths in alcohol-related crashes occurred among children as

passengers in cars with an alcohol- compromised driver (Margolis et al., 1986).

Abuse and Neck= Abuse and neglect of US. children are well-documented

problems that have increased during the 1980's beyond what can be attributed to

reporting artifact (Select Committee., 1987). The same problems are known to exist in

all of the study countries with frecpcncies generally considered to be mach less than

in the US. Indirect evidence supports those assumptions homidde rates and other

measures of social dysfunction suggest that we are a more violent society than

Western Europe. There is every reason to believe that violence impacts

disproportionately on children but dam from Europe are lacking. Child abuse is ex

generally reported to national authorities, and surveys have not generally Wen done.

Participation in Pteventive MAIM Care. Two treasures stand out to separate U.S.

children from their European counterparts with respect to well-child medical care.

The first is identification of a regular source of care. and the second is the

immunization rate for preschool-aged children.

1. A Regular Source of Care. Seven to twelve percent of U.S. children have no

regular source of medical care (poor, 12 percent; not poor, 7 parent). Another 16 to

34 percent identify as a regular source an institutional place, such as a clinic or
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hospital emergency room (urban poor. 34 percenz not urban, non-poor, 6 percent

Kasper, 1987). Available data do not enable accurate disaggregation of the

institutional places according to spousoahip or the scope of servicesrendered.

&cogency rocas would seldom render coanaehritve well-child care that includes

developmental evaluations, immunizations, and antizipatorf guidance. Clinics might

be cement of cotaprehensive community-based ore of an eacropLuy nature, or they

might feature walk-in sit' e-purpose visits for fragmented and symptomatic

management. Estimates on the proportion of U.S. children with absent or uncertain

regular services of maraca' care range between 1.2 ant 46 percent, depending oa

economic status and place of residence (Kasper, 1987). Use of institutional places

rather than physicians' offices appears to be increasing, and tobe only partially offset

by Medicaid eligilrlity. For poor children, Medicaid coverage was associated with

only 4 percent greater likelihood of seeing a physician than being without Medicaid

(Kasper, 1987).

Cnamey emphasizes that the U.S. differs from most other nations inattempting

to provide preventive heauh care through a personal health CM system featuring

offm-based private physician practitioners (Charney, 1986). In most other countries,

routine preventive health care for children is rendered by public health nurses and

other personnel in settings (home, school, or cormumity clinic) different from the

settings in which illness cam is featured. The US. effort to integratepreventive

health care into primary private practice settings appears to work well for most

children in families who are well integrated into middle-class institutional pattous.

The system may not work well for poor children, or those who present problems
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rk....ive from complex social dysfunction_ In general, children's physicians do not

spend much time on preventive care (Chaney, 1986). One study revealed that

anticipatory guidance consumed only 8.4 percent of the average visit 97 seconds for

patients younger than five manila, and 7 seconds for 13 to 18 year-,Ads (Reisinger &

Bites, 1980). Even when efforts were made to intensify office-based anticipatory

guidance and to focus it on injury prevention, the results were disappointing

(Dasbewitz & Williamson, 1977).

On the other hand, at least two welcontreled studies demonstrate that home

visiting is associated with subsequent reduction in early childhood injuries (Olds et

aL, 1986; Larson, 1980). In spite of these &dings, home visiting to pregnant women,

new mothers, and their infants are rarities in the U.S. (Conyer, 1985).

Circumstances concerning usual source! of health care are very different in

European counties No child or parent need ask where care will be rendered or how

it will be paid for. From one to three readily identified provider systems enroll every

child in care and involve little if any out-of-pccket expenditures. Ia many of the

countries (e.g. Denmark, Ireland, Netherlands, Norway, Switzerland, United

KirK;done, and Belgium) post-natal home visiting by a health visitor or other provider

is routine for every new mother and infant. One of the tasks of the home visitor is to

assure that any indicated follow-up medical attentions for the infant are attended to,

and that the infant is linked to a continuing source of medical care.

In several of the countries, continuing care consists of enrolling the infant oa

the peal of patients for which the family's physician,usually a general practitioner,

is responsible- Pediatric care is usually hospital based for purposes of consultation
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In other countries, the infant can be taken for follow-up care to any physician of the

parent's choice under a national financing system that assures universal and equitable

access. Very often visits to these providers would be made only at the time of illness

because yet a different system of are routinely follows infants and young children for

developmental check-ups, screening, anticipatory guidance, and in. .nni"tiOnt

These clinic systems are extensive in Spain. Ireland, U.K., Netherlands, French-

Wald% Belgium, and Norway. In West Germany, France. and Switzerland these

community chilciren's talcs are available only in locales of special need, as for large

concentrations of foreign workers' families. The neighborhood clinics may be

organized and run at the community level under central government mandate and

financing (e.g. Norway). or run under government oversight and financing but

operated by quasi-public agencies (Netherlands and French-speaking Belgium). or

operate as extensions of a school health service reaching downward into the preschool

age group. The meedingly high proportion of European 3 and 4 3 ear-olds who are

enrolled in government-operated preschools (three-fourths or more in France, West

Germany, Netherlands, U.K., Belgium, and Spain) assures that these children have

had physical examinations, developmental check-ups, and routine immunizations at

an early age.

2. Immunization Rates. Immunization rates of young children are useful proxy

indicators of participation in well-child care. The utility is not perfect because group

immunization of children is sometimes done without including any of the other

components of preventive care. That practice is not usual in advanced nations except

occasionally for subpopulations threatened by epidemic. Among the nations in this

7 4
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study we believe that completed immunizations for children under three years of age

are a useful reflection of participation in some defined sequence of continuingcare

that is more comprehensive than the immunization itself.

Accurate data on the immu 'ration rates of U.S. children are elusive. National

surveys conducted by the Centers for Disease Control were discontinued after 1984,

but hopefully will be resumed in the near future. Nearly all states require evidence of

immunization at the time of school entry, so the level of protection for school-aged

children is quite high. The most vulnerable age groups are preschoolers and young

adults, both of whom have experienced recent outbreaks of measles.

Preschoolers who are enrolled in licensed care such as Headstart are nearly all

immunized, but they represent a small proportion of the total cohort under three years.

by which age all schedules of well-child care recommend completion of primary

immunizations. The best and most recent data on immunization rates for U.S.

children between 1 and 4 years of age derive from household interviews of a sample

of the civilian non - institutionalized population between 1983-85. Data of two sorts

derive from that survey: respondents who rely on recall, and those who have a written

record which they consult (NCHS, 1989). Those with a written record (35 percent of

white respondents, and 19 percent of others) report, as would be expected, higher

immuniation rates. Only those children via) had received at least one immunization

would have a written record, and it probably would be located most commonly among

families who make frequent use of it.

U.S. immunization rates for very young children are much lower than in the

European countries. The European data indicate. 90 percent or better immunization in
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most of the countries, and better than 80 percent in all of them. The U.S. data reveal

that only half to two-thirds are completely immunized, the razes being especially low

among minority and inner-city populations, and tending to get worse in the most

recent years for which data are available (Select Committee, 1989). Most of the

European countries in the study maintain computerized data systems to monitor

immunizations; trends in recent years have been toward more complete immunization

(Bytchenko, 1988). To the extent that irnTruniiAtion of young children saves as a

proxy measure for participation in well-child cam, conclusions are justified that one-

third to one half of young U.S. children are being missed.

Social Swoons

1. Benefits Associated with Childbearing. The substantial supports, services,

and financial benefits associated with childbearing in the ten European meanies were

previously reviewed and compared with circumstances in the U.S. (Miller, 1987).

Additional reliable data are available on tax benefits and income transfers for the

purpose of alleviating poverty among households with children (Smeeding & Torrey,

1988; &needing. Torrey, & Rein, 1988). A report from the Commission of the

European Communities provides extensive data on child care (day care and

preschools) among the European nations (Moss, 1988).

2. Alleviation of Poverty. A popular ethic holds that adversity has a

toughening effect that enhances initiative and cultivates resourcefulness. Data point

in the. other direction with relation to children born in poverty. Starfield has written

extensively on the subject. She wrote: "Poor children am mute likely to become ill,

more likely to suffer adverse consequences from illness, and more likc'y to die than



other children" (Starfield, 1982). 'The effect of poverty is independent of other social

and biologic factors. An analysis of maternaleducation, socioeconomic level, and

childhood deaths revealed a major socioeconomic effect on the mortality of children

and teenagers" (Mare, 1982).

Child health experts the world o'er might well come together behind the

utopian ideal that elimination of poverty would do more to improve children's health

than any other objective to be hoped for. The ideal is more vigorously pursued in

Western Europe than in the U.S. Many analysts have reviewed the sad circumstance

that in the U.S. children have become the predominate age group living in poverty;

that the proportion increased dramatically early in the 1980's, affecting nearly one in

four young children; and that circumstances for children did not improve in the late

1980's as other indicators of national economic well-being were said to recover.

Smeeding and Torrey made ingenious use of the Luxembourg income Studies

to compare the extent to which different nations alleviate poverty among households

with children (Smeeding & Torrey, 1988; Smeeding, Torrey, & Rein, 1988). For

purposes of comparison Smeeding and Torrey used the U.S. government'sstandard of

werty, adjusting the dollar amount of the U.S.poverty line by conversion to other

currencies and using standard purchasing-power parities. The years of reference are

1979-81. The U.S. had more poor children and more poor families with children than

any other country in the study. Inclusion of non-cash income benefits dul not

improve the relative condition of U.S. children. Non-cash benefits are consistently

more generous in the otter countries. The U.S. absolute poverty rate for families with

children (17.1 % in 1979-81) was more than twice as great as the rate among other
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countries in the health study (West Germany. Norway. Switzerland, United Kingdom;

average, 7.9 %)

The poverty of U.S. children was more severe than in other countries. Three

and a half times more U.S. children were in the lowest 75 percentile of poverty (9.8

%) than children in other study countries (West Germany, Norway, Switzerland, and

the United Kingdom; merage rate, 2.7 %). The differentials were not eliminated by

disaggregating data on the races. The poverty rate of white children in the U.S. was

higher than the rate for all children in the other European countries.

Some family structures are more vulnerable to poverty than others. The U.S.

poverty rate for children in oneperent families has received much attention. Other

countries with a high proportion of single-parent families protect them from such high

poverty rates through special benefit programs (e.g. Norway and Switzerland).

All countries alleviate poverty to some degree in households with children.

either by means of tax or transfer benefits; none of the countries has entirely

eliminated poverty among households with children. Overall, the U.S. programs

reduce the pre-transfer poverty population by 17 percent; programs in other countries

reduce the number of families in poverty by twice as much.

U.S. programs differ from European approaches in two important respects.

U.S. pie-transfer/post-tax programs tend to be means-tested, whereas European

programs are more universal, relying on social insurance based on employment

history and on children's allowances across all socioeconomic groups. Medicare for

the elderly is the major social insurance program in the U.S. that is not means tested.

As a consequence, the relative per capita social sperling for the elderly is more
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generous in the U.S. than in Europe. When the per capita social spending for children

is held constant at 100 in all countries, the U.S. spends more per capita on the elderly

than any other country (O'h.ggins, 1988).

The second major difference between U.S. and European programs is the

participation rare of poor families in programs for which they are eligible. In other

countries efforts are made for the programs to be Inclusive reaching all eligible

families. In the U.S., through budgeting caps, enrollment barriers, and state-based

eligibility limitations, the progams have the effect of being exclusive designed to

keep people out. Fewer than half of poor families in the U.S. participate in such

poverty-alleviating programs as WIC, Food Scamps, AFDC, Medicaid, and HeacIstart.

Data during the 1980s suggest that circumstances have worsened for poor

children. Between 1977 and 1980 the poorest fifth of U.S. families experienced

reduced income by 11.8 percent, while the richest fifth gained 30.3 percent in family

income (Greenstein, 1990).

2. Preschool Child Care. Vigilance over the safety and supervision of young

children in the U.S. is a matter of growing concern. The contributory factors are

especially great in the U.S. because of the large proportion of parents working outside

the home and the expense and inadequacy of day care arrangements. The mothers of

more than half of preschool -age children in the U.S. are employed outside the home,

80 percent of them full time. Fifteen percent of all U.S. households with children

have a preschool child in a lone-parent family; 59 percent of those parents are

employed outside the home. These circumstances require provision for child care far

7 9



in excess of the European countries studied, yet our access to child care services is far

less than in Europe.

We have a smaller proportion of four-year-old children in preschools than any

of the European countries studied despite a higher proportion of mothers of preschool

children working outside the home. Even among our most affluent families,

preschool participation rates (53 percent) are lower than in Europe. Among poor

families, only 29 percent of U.S. four-year-olds are in preschools.

Enricher and qualified preschools are laio.in to be safe (C.Iming et al., 1989)

and for pover 'eve! children participation is known to be associated with improved

health and socialization iato young adulthood (Lazar & Darlington, 1982; Weikart,

1989). Headstart is the most extensive public preschool Fop= for poverty-level

children in the U.S. Twenty-two percent of three -to- four - year -olds qualify, but the

programs enroll only twenty percent of those who are eligible (Weikart, 1989).

Kamerman emphasizes that neither maternal employment nor out-of-home

child care is a condition that is in itself harmful to children (Kamerman, 1984). What

may be exceedingly harmful are makeshift arrangements for child care. Qualified

infant and toddler can for children under three years is both rare ail expensive in the

U.S. For three-to-fiveyear-olds care in preschools or licensed centers predominates,

with about 25 percent of children cared for in homes or family day can which may or

may not be registered (Kahn & Kamerman, 1987). For infants and toddlers can in

homes predominates, often without registration or regulations for safety. Stipek and

McCroskey estimate that 40 percent of U.S. preschool children are in family day can

arrangements, 70 percent of which are unlicensed (Stipek & McCroskey, 1989). The
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average annual cost is a formidable $3,000, representing ten percent of the average

annual household income (Stipek & McCroskey, 1989).

Favorable child care circumstances are more characteristic of Western Europe

than the U.S. (Moss, 1989). European three-to-five-year-olds are typically cared for

in government-regulated and -subsidized day care centers or preschools at little if any

cost to their parents (Tietze & Ulferman, 1989). The supply of such placements is

generally sufficient to meet the need. Day care for infants and children 0 - 3 years of

age u also regulated and subsidized in Europe, but not always in a quantity sufficient

to meet the demand, resulting in a "gray market" of uncertified day care in some

countries and of waiting lists in others (e.g. Denmark, where the employment rate of

women is especially high). Fees for certified and public day care are determinedon a

sliding scale that seldom exceeds 20 - 35 percent of actual cost. Many centers are

open from 6 o'clock in the morning until 7 or 8 o'clock at night; in some area the

centers are open 24 hours a day in order to accommodate the children ofpr.ttni.> who

work at night (Moss, 1989).

Every nation's institutions and human services grow out of their respective unique

traditions. None can be readily transposed to another. Yet therea a limited set of strategies

known to benefit childbearing women, infants, children, and young families. Many indicators

point to the failure of U.S. institutions to protect these vulnerable populations with supports and

services of known effectiveness. Our traditions move toward the neglect of children; their well-

being suffers in comparison with those in other advanced nations. We face the risk of a growing

Third World quality that characterizes the status of U.S. children's health.
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Corrective measures will not be easy. Much attention focuses on reforms in the financing of

medical care and tax benefits for day care. Theo refotun are Icgitimate and urgent. They are

not apt to be sufficient without concurrent progress in moving children and young families out of

the blight of poverty. Growing wealth among the richest sector of the population is not yielding

trickle-down benefits for the improved health of U.S. children.
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Chairman MILLER. Thank you very much, Dr. Mille:, for your
testimony.

Let me just say to each of you on the panel that this is more
an abstract discussion. There is, in fact, a serious discussion

taking place in the Congress currently about how we start to pro-
vide a comprehensive, universal program for pregnant women and
children, some programs for young children and some children up
to the age of majority.

Later this afternoon I will be testifying in front of Congressman
Stark's committee, the Ways and Means Committee, that is looking
at doing this through the Medicare system. Congressman Waxman
is considering such a proposal through the Medicaid system. So
what you're telling us here today is also being factored into the
current legislative processes.

Thank you for your testimony. I'm encouraged by it because
there are so many models that we can look at. This isn't a -.;roblem
that we are going to solve by taking one item and increasing the
health of our children. I am embarrassed by it because we have
failed in 200 years to embrace such a policy.

Birk let me ask you, if I might start with you, what seems to
come across is interesting in a sense that, as Dr. Miller pointed out,
this is not a cookie cutter operation. Other countries haven't ar-
rived at the same financing mechanisms, the same delivery sys-
tems, the same accessibility, at it seems to me that there is a dra-
matic philosophical difference.

That is, in each of the programs that has been discussed here
there is a notion that you are entitled to health care, whereas in

T system it would seem just the opposite. It's there if you can
0.1rord it. If you can't afford it, you're not entitled to it.

Then, of course, we construct a delivery system for poor people in
this country. As I think Dr. Miller pointed out, I'm not sure the
members of this Committee can fill out some of the applications to
become eligible. They've now taken cn a booklet form. Rather than
being proud of a system that would deliver health care to the Royal
Family, we seemed to have designed a system that would be embar-
rassed if a Rockefeller accidentally or intentionally took their child
to this program and got f-ee care.

How serious is that philosophical difference, ii I'm correct, n
terms of our ability to design this system?

Dr. HsavEy. I agree with you. It's there, and it presents huge
problems for us. Take a teenage mother who has 1-tqr baby and
wants to get that child on Medicaid. Can yoti pictnr a a ( 6-year-old
having the documentation, being able to go in, and filling out those
kind of forms? It's a tremendous barrier, and I think we c:o con-
struct barriers to access to care.

The trouble is, even beyond that, it's a two-tier system. It's an
unequal system, a terribly unequal system. Even Medicaid in itself
is inequitable. A child doesn't pick one state to live in in contrast
to another- Even within the same state, you can find under Medic-
aid that a 3-year-old will be covered for pneumonia while a 5-year-
old sibling will not be eligible for care.

If you forget Medicaid and look at how we treat children based
on disease. We have established the most elaborate program for
children who have kidney disease. If you have end stage renal dis-



ease, no matter where you live, what your income, you can have a
kidney transplant.

If you happen to be a child that has end stage lung disease or
liver disease, you darned well better hope you have mighty good in-
surance or that you're in a state where Medicaid will pick this up,
but your chances are like roulette. It's based on the organ that
happens to be involvedkidney versus lung or liver.

In our crippled children's programs, under Title V, some states
will cover a child with leukemia, but other states won't. The child
doesn't choose what state to be born in. He doesn't have a right to
choose his or her parents. We ought to ...aye a level playing field
for all chiluren.

We ought to give all children as good a chance at equity as we
can. Obviously, we can't do it ctly, because every family is dif-
ferent, but at least we can give them a chance for equal health
care. I agree with you; that's what we don't have in this Nation
and what we do need.

Chairman MILLER. Dr. Pless, since the program is relatively new
in Canada, obviously the continued fear seems to r e! here that if
we're to make a program universal, the cost will simply explode on
us and will be out of proportion to the value returned, if you will,
in improved health care.

Yet when I look at the per capita cost, obviously in Canada, it's
lower. We have more members of Congress going to Canada to look
at health care now that probably your growth industry is enter-
taining members of Congress looking at health care.

How is that achieved? You'w been in both systems and yet our
health care costs are just continuing to escalate almost more rapid
ly than any other cost in the economy. Yet yours aren't and there's
relatively free access to the system.

Dr. Pr.xss. I'm glad you asked, because I was going to ask for an
opportunity to add to what was just said so eloquently, to remind
you of precisely that component.

The actual administration of health care costs in Canada there
are three parts to the answer. One has to do with the fact that it's
a great deal less expensive to administer our system of health in-
surance than it is to administer the Medicare and Medicaid compo-
nents alone. The difference has been estimated by good health
economists to be in the neighborhood of about $6 per capita.

That is to say, our entire system can be administered for $21 pe..
capita. It costs you $26 per capita to administer just the Medicare
and Medicaid components alone. So the savings in administration
are enormous, absolutely enormous, that's one thing.

The second thing is, and this will not make me popular with my
physician colleagues

Chairman MILLER. Let me ask you just for clarification, for my
own ch:....neation, when you talk about administrative costs we get
into discussions here between private and public programs and
transactional costs. Transactional costs, that's what we would con-
sider just the processing of the forms?

Dr. PLEss. The whole smear.
Chairman Mum. When you talk about administrative, you're

talking about the whole administration?
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Dr. Puss. Everything from the cost of filling out and processing
those forms to insuring that the information contained in them is
correct and the delivery of the checks, and what not.

The .second part, of course, is that we really can control cos s'
more effectively. This is not to suggest that we haven't had an in-
crease in health care costs, and it has alarmed many Canadians,
including the economists. But the fact is that the government can
say to physicians when it sits down and negotiates with physicians,
what they're billing charges will be, and they cannot exceed them.

One talks about the unhappiness of Canadian physicians, but we
have not had the massive migration south of the border, as some
people fancy. In fact, it hag been recently pointed out that the mi-
gration 'in the other direct -tit equalizes any losses. So there are a
fair number of physicians co bag to Canada because they feel more
comfortable in a system such as outs.

Of course, the third component, and perhaps the m)st important
component, is the abilk y to control possible costs. Although we
have a fairly lavish system in Canada, probably far more lavish
than many of us feel it needs to be, it nonetheless can be controlled
far more effectively, and has been controlled far more effectively,
than has yours.

Chairman 1Viusza. Thank you. Let me ask you, Mr. Manciaux if I
just might, and then I want to give other members a chance to re-
spond. Let me ask you, you talk in yorr testimony about the follow-
up treatment for 80 percent of the preschoolers that have been
screened. How do you achieve that level?

Mr. MANCIAUX. I mean that, if the screenhe By the MCH team
or the school health team demonstrates any abnormality to be con-
firmed and to be cured by private physicians, specialists or by hos-
pital units. The coordination is assured between the MCH team or
the school health team and doctors in private or public practice.
Eighty percent of those children found by the screening test
having- for example, a hearing deficiency are effectively and some-
times efficiently followed by the private and the public sector out-
side of school. It is only a control of the efficticy of the system.

Chairman MILLER. Let me ask you, is that by referral from the
MCH teams, or is it at the parent's initiative that they then take
the information given to them by the screening team and follow
up?

Mr. MANCIAUX. It is both, as a matter or "act, because parents
are asked, of course, to follow up what has been found on their
child. At the same time a letter is sen' by the MCH team to the
physician or to the hospital department chosen by the parents and
the coordination is insured by this letter.

One point more, 3 months after, for example, the MCH team
asks the schoolteacher or the parents whether the follow-up has
been inbured, and the answer is yes in 80 percent of the cases.

Since I have the floor I would like, if you permit me, sir, to say a
few words concerning new aspectz in the French health policy
which are linked with the recent act on decentralization, giving
more competence and responsibilities to the departments.

After two centuries of very high centralism, this decentralization
created some problems. In some departments these territorial units
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now in charge of MCH and other responsibilities in the field ofhealth, some disparities appeared.
For example, some departments did better and more for children

than others. At the beginning of this decentralization the central
power did not want to interfere in order to respect the autonomy
and the freedom of the local level, but after having found these dis-
crepancies between departments, sometimes, for example, an in-
crease in the rate of premature deliveries, the central power decid-ed to intervene and to pass an act which has been effectively
passed last December, in order to fix a minimum level of care that
should be insured in all departments.

So it is a combination of freedom and autonomy at the depart-
mental level, but with some level which is guaranteed by the inter-
vention of the central poser. Thank you.

Chairman MILLER.. Thank you. Mr. Holloway.
Mr. HOLLOWAY. Thank you, Mr. Chairman. Let me start out by

asking a question of the countries represented here. What are the
policies of your countries as far as immigration is concerned? What
is the number of immigrants you have coming in that you have to
care for through health programs, through child care programs? As
you kr ow, we're a country, of many races, our country is a melting
pot of the world, and we have a tremendous problem associatedwith that.

I would just like to know whether you have the same type of
problems we have, or to the degree that we have them.

Chairmen MILLER. Whoever would like to respond.
Ms. GOODWIN. If I can just say that in England there are some

parts of some of our inner cities which are almost 100 percent im-
migrant populaton, for example, Indian, Pakistani, Bangladeshi
families, whose mothers were born in those countries and the chil-
dren were born in my own country. We don't collect any indicators
on a racial basis, we colltt our data on social class.

Mr. HOLLOWAY. May I go a lit le further to ask, what is your cur-
rent policy toward allowing immigration, and how strict are you on
allowing immigrants to come into the your countries?

Ms. GOODWIN. We have restricted immigration over the last 10 to
15 years, to the point where the only people who are probably
coming in from the countries, Afro-Caribbean, Asian countries, are
those who already have links or family in England.

Mr. HOLLOWAY. If you do catch illegal immigrants, what happens
to them?

Ms. GOODWIN. Well, they get deported eventually after the due
process of appeal. We're expecting, of course, a large wave in from
Hong Kong sometime in the next 10 years. How we deal with that
as a country is going to be interesting.

Mr. HOLLOWAY. In a follow-up to this I'd like to hear if you
would agree we have a tremendous problem to address here that
you do not. We have a problem of immigrants continuing to come
in, particularly from Caribbean countries, from Mexico, as well as
from many other countries.

I wish you would, if you have any light to shed on the subject,
propose solutons to our problems with immigration. We cannot
make the long range forecast that you can in your country. We
cannot say we have 40 million people today and we're going to be
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addressing 40 million people in the years to come. We can't do that
and I'd like to hear if you have any input on this problem.

Ms. GOODWIN. I'm not quite sure what you're asking us, Mr.
Holloway. In my country we have at the moment about five per-
cent ethnic minority populations. and that number, in our case,
could well increase unpredictably in the future with foreign policy
changes.

The way we, I think, approach meeting the health needs of such
populations is at local levril by looking at the populations, the prob-
lems they present and introducing modifications of our editions to
our existing programs, for example, the one I've been talking to
you about, which is specifically targeted to those populations and
which respond to their needs.

I can't answer the broader pobcy issue, I'm afraid.
Mr. HOLLOWAY. You would agree that we have a much greater

problem with immigration than your country does?
Ms. Goonwm. You're telling me you do, I accept that you do. I.

don't think it means that you have insurmountable difficulties. We
ha-re similar sorts of problems and we have our own and have
found our own solutions and I think you can learn from some of
the things that we've done as well. I don't think it means that our
'countries cannot in anyway be compared to yours.

We also have minorities, significant minorities who have much
higher levels of morbidity and mortality, and we have to tackle
them in our way as you do.

Mr. HOLLOWAY. Five percent of your population being immi-
grants is a very small percentage compared to ours, very small.

Ms. GOODWIN. That is only Asian and Afro-Caribbean. We have
other groups. We have v3ry large numbers of homeless families, we
have gypsy and traveling families, and we have some others, as you
do here, a very large proportion of what I call an under class,
people living in poverty.

One in three of children in Britain live in or on the margins of
poverty, andi consider those to be es much a group requiring spe-
cial a4ention as immigrants, because immigrants are poor people
generally speaking. It is the poverty which is the problem, not the
race.

Chairman MILLER Mr. 'A agner, I see you chompia ; at the bit.
Mr. WAGNER. I just want to make a quick comment.
Chairman MILLER. I don't think I can stop you, so go ahead.

[Laughter.]
Mr. WAGNER. I work for the World Health Organization and one

of the member states that I'm responsible for is Israel. So I know
quite a bit about their child health care system and so forth. I'm
sure you know, Mr. Holloway, that their immigrant population far
exceeds the United States.

At the same time their child health indicators are essentially as
good as the United States. One of the things that they have had for
many, many, many years is universal access to child health care in
Israel. In talking to the Israeli authorities, they have struggled and
struggled with these nu ;sive immigrations of people from all over
the world continuing today.

It's a terrible struggle for them Wiry to get the health care, be-
cause the immigrants are often in very bad levels of health. You're



absolutely right, it's a serious problem. Somehow or another,
through their national health system, they have been able to
manage it.

Mr. HOLLOWAY. Next I would just like to say that we know
there's a correiation between the infant mortality rate of single-
parent families, and we know from the latest national health
survey of family growth that more teenagers are more sexually
active than in 1982, and that children are becoming sexually active
at younger ages.

In view of this, I'd ask Dr. Miller, what is the probability today
of a 14-year-old girl who is sexually active becoming pregnant
before she finishes high school, and then what is the possibility of
her becoming pregnaat before she finishes college?

Dr: Musa. I don't have those data in front of me. I know that
they are readily available. I do know that the likelihood is much
greater in this country than in any of those that you have heard
from, because in those countries teenagers are efficient contracep-
tors in distinction to this country where they are not.

Mr. HOLLOWAY. I guess I would say that education can solve this
problem and not the government. I think that we have a problem
that we have to address and I hope that we can address it in ways
that, through television and other means, will convince these
young people that the way they are going is not the way to go.

You say on page 3 that you indicate that excessive U.S. deaths
among children are concentrated in two age groups, 1 to 4 and 15 to
19. Between 1970 and 1986, these death rates for children ages 1 to 4
declined by 38 perceat to 52 per 100,000. To help us put this exces-
sive rate into perspective, can you tell us the rates.for these ages in
other countries?

Dr. MILLER. That information is readily available. I don't have it
in front of me, but I can cite you the figure that in the one to four
age group, our rate is about 1.3 to 2 times as high as it is in the
Western European countries you 1-..ave heard from.

Mr. HOLLOWAY. I'll close by saying it seems clear that most of
the poor health outcomes can be traced back to single-parent fami-
lies. Unmarried mothers are more than three times as likely as
married mothers to obtain late or no prenatal care.

Can the Federal Government really reverse this trend toward
out-of-wedlock births and increases in the divorce rate, which are
the root of many of these problems?

Dr. MILLER. I think it would be instructive to hear how some of
the other Federal Governments, Netherlands and Norway have ad-
dressed that question, because they nave done it with great effect.

Mr. HOLLOWAY. Can any of the other panelists respond to this
question?

Dr. VERERUGGE. Are you talking about the adolescent pregnan-
cY?

Mr. HOLLOWAY. Well, is the Federal Government really the
answer to this?

Dr. VERBRUGGE. I don't know if the government can do so, but in
our country we have a very loco rate of abortion and pregnancies in
young girls. You know there is a big study from the Gutmann In-
stitute and what it says is that the starting period of sexual activi-
ty between boys and girls are quite the same.
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What can be the difference that the girls become pregnant in
your country and become not pregnant in our country? I thinkthere is more

Mr. CHILES. I missed that, did you say the starting rates of sexual
activity?

Dr. VERBRUGGE. The starting age.
Mr. CHILES. The starting age of
Dr. VERBRUGGE. Of sexual activity between boys and girls in the

different countries are nearly the same.
Mr. CHIT s. Nearly the same?
Dr. VERBRUGGE. Nearly the same. So there's not a shift of later

in Holland' and earlier in America. What I think is that there's
more knowledge about the hazards that can be in sexur.! activity.
What can be the source of that? My personal opinicz is that in our
country we are talking more with children about stx, sexual educa-
tion and the hazards of sex.

It's more open discussion than what I hear here in your country.
I don't know your country so well that I can say how to change it,
but I think it is necessary to have very early, from the age two,
three and four, on their levels, to talk about sexual differences be-
tween boys and girls and what it means later on and when there is
this second child coming at the age of 4 you can talk and discuss
about it, mother, father and the chile

I think these things are not going ou here in your country. When
a girl is 10, 11, 12 years old, when menarche isthey havc to inten-
sify that discussion.

The availability of contraceptives is quite not a problem. The
access tc 4-1 1 family doctor is the problem for the girl, maybe for
the boys there is freedom to buy condoms, ix it's not the first
choice. The first choice of contraceptives in our ,,Juntry for girls is
the pill.

The pill you can get with your family doctor, and when you don't
like to go to your family doctor who :is known by the family. When
your mother and father don't like it that you have sex, then you
can go to the Rutgerstichting (nush), what we call, it's a network of
consultation bureaus where special tariffs are and where they can
get some education on using it, not using it and the dangers.

Mr. HOLLOWAV. Well is the sexual activity at these ages accepta-
ble? Is there angthing

Dr. VERBRUGGE. You can discuss about it, it's not forbidden. It's
better to talk about it than to hide it. That's Iny personal opinion.

Mr. CHILES. Is there any parental consent requii ed to go to these
facilities to get birth control?

Dr. VERBRUGGE. Yes. A quarter of the population who don't like
to go to their own family doctor goes to the Rutgerstichting (nush).
Oh, no, they have not. It's not necessary.

Mr. HOLLOW PA. So they don't have to have parental consent?
Dr. VERBRUGGE. No. No. N3.
Dr. PLEss. Mr. Chairman, may I add just an observation to this? I

don't disagree with your quoting Arden Miller's paper, I'm in fun-
damental agreement with it. But my other at is that of an epide-
miologist. I have looked at the relationship between teenage preg-
nancy and health outcomes.

92'
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For a long while it was thought the answer was as simple as
you've just described it, Mr. Holloway, but I'm convinced from the
data that it's not merely the fact that teenagers are having more
and more children or that those children are at high risk simply
because their parents are teenagers.

To my mind there are two other factors that are probably far
more important than just the biological age of the parent. One is
the underlying X factor, the factor that is held in common between
the poor child health outcomes and the fact that these girls are be-
coming pregnant at an early age. By and large ;hat's povertyagain.

So were back to that phenomenon. The question is not what can
we do to 1 duce those pregnancies, but what can we do to insure
that once those pregnancies occur the infants of these mothers are
cared for properly.

I think that's there I come back to, and many of us represented
here would arg' a the same, that under the systems of health care
that we have in our countries, those children would be well cared
for and, hence, the mortality rates would be far different for those
children than they would be in the United States.

Mr. HOLLOWAY. One final question, Dr. Miller, and that is in re-
gards t< Tour statement, and r11 try not to misquote, if I do you
can let me know.

You lee to: to believe that we do not have the commercial daycare in tr. country that we should, but you also stated that in
many of the informal type child care centers there was severe
abuse. I was led to believe that and I think statistics snow that
there is more abuse in commercial child care centers than there
are in situations where grandparents, family members, or relatives
are caring for children.

In your statement, you led us to believe that commercial child
care is better. I question that and I personally feel that in care by
religious providers parents, relatives, and grandparents, the figures
show that there is less abuse there than there is in commercial
child care centers.

Dr. MILLER. The thrust of my intent was to indicate that licensed
child care is a more satisfactory arql safer place than the make-
shift arrangements that many pa ants ar obliged to provide for
their children.

Mr. HOLLOWAY. I would disagree with you there.
Chairman MILLER. Yield to the chairman for a second. Just a

point of clarification, I think in your testimony when you were
talking about accidents and death to young children you talked
about care givers failing a sleep, drinking, not being attentive. I
assume there you're talking about all care givers, not in an orga-
nized setting or in a formal day care arrangement for pay?

Dr. MILLER. Thank you for that clarification. That's true.
Chairman MILLER. Is that right?
Dr. MILLER. Yes.
Chairman MILLER. So you're talking about a parent not being at-

tentive, a sibling or --
Dr. MILLER. A neighbor, a housekeeper.
Chairman MILLER. Does that also include formalized child care

arrangements?

9 '
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Dr. MILLER. I know of no circumstances that I described that
were in licensed day care arrangements.

Mr. HOLLOWAY. I have no further questions, Mr. Chairman.
Chairman MILLER. On this question of the health outcomes of

teen pregnancies, let me just ask you, and ifyou can verify it, fine.
If not, we'll have to have the staff go to work on this because I see
there's some concern here.

First of all teenage pregnancies are a rather small percentage of
pregnancies that contribute to infant mortality; is that not correct?

Dr. MILLER. That is true. Furthermore, I think the newest data
would show that we proba.ily have misinterpreted and exaggerated
the importance of the marital state for teenage pregnancies. Thereis evidence to suggest, particularly among black females who
become pregnant, that their babies' birth weights and survival
rates are better if the mothers are unmarried than if they are mar-
ried. The iiresumption is that if pregnant teenagers stay home with
their own, families, they are better off than if they leave home and
marry an unemployed teenager.

Chairman MILLER. Let me also ask you when we look at pregnan-
cy outcomes, isn't the greater determinant whether or not you had
access to health care early rather than your marital status or even
your age cr almost anything else? As I remember the statistics
when we were looking at them, if you had good health care, you
had a pretty good chance of a good outcome of that pregnancy.

Dr. MILLER. That is true, but the term, good health care, needs
som' lefinition. It doesn't mean brief visits in and out of an office
for a .nine check and blood pressure, it means comprehensive care
that provides counseling, education, enrollment in WIC programs
and all of the supports and services that we associate with compre-
hensive care.

Under those circumstances early prenatal care does make a dif-
ference. The truth is that in the absence of that kind of compre-
hensive care, prenatal visits are not a strong determinant of preg-
nancy outcome.

Chairman MILLER. It's interesting that Mr. Holloway would draw
the conclusion that government can't solve this problem after hear-
ing from witnesses that a number of governments have apparently
solved this problem. Perhaps it's more revolutionary than I think,
because maybe we could then change the government if this gov-
ernment can't solve the problem. It's an interesting notion.

Let me ask you, Dr. Verbrugge, the setting that you describe
here, you are not talking about everybody going to a physician's
office, is I understand. Again, in the other countries you're talking
about locally organized clinics and schools; is that correct? You're
sort of going where the people are?

Dr. VERBRUGGE. Only a very small part of the girls. Most go to
their own family doctor.

Chairman MILLER. They do go to their doctor, in fact?
Dr. VERPRUGGE. Yes, maybe together with the mother. When she

doesn't lile, when there is some quarrel about it at home, then she
can go to the Rutgerctichting (nush).

Chairman MILLER. You're talking in terms of birth control?
Dr. VERPRUGGE. Yes.
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Chairman MILLER I'm talking now just in the general population
for your children for preventative ewe. You're going where, to a
physician's office? Are you going to community clinics?

Dr.'VERBRUGGE. No, to the Cross Society of Public Health Clinics
for MCH. There's our consultation bureaus, as we call them, where
the district nurse has already visited the parents just after birth,
as I said she got a message that there's a child born from the birth
registry and then she goes there at day seven to take some blood
from the child for PKU and CHT (congenital hypothyreoidism), the
neonatal screening for inborn errors.

There she makes an appointment, they ask will you visit our bu-
reaus, our Consultation Bureaus, our MCH or do you not, and in
most the answer is yes. Then she can make an appointment in the
next week, in the next 14 days or something like that.

When she finds a child at risk or a mother at risk in that situa-
tion in the time between, she can come back for a home visit, but
that's not necessary in most cases, it's only seldom. Then, from
time to time, they make an appointment and at the third month
the injection, the first DTP-Polio injection is given during this con-
sultation. So not in private practice, but in the public health
system.

So the combination between the public health MCH care and the
public health immunization program, I think that's one of the good
items in our MCH care. That's why I have our high coverage rate.
You missed some costs of the private immunization in pediatric or
in GP practices.

Dr. LIE. I would just like to emphasize that in my country the
situation is rather like in the Netherlands. To come back to your
first question to the president of the Academy, I think that it
should be stressed that this service is the responsibility of the
public administration. It's not the responsibility of the individual.
It's up to the local government to provide these services and to see
that it is available for all.

To Mr. Holloway's comment about the immigration population, I
would just like to say that, of course, it is also the responsibility of
the local government to provide equal services for those who come
to the country. In Oslo that is not a small group, it's 10 percent of
the newborns are now belonging to another culture.

Chairman MILLER. Yes?
Dr. Puss. I don't wish to enter into a debate with my colleagues

but I think it's terribly important that the Committee understand
that although those systems that are unusual and essentially
public health oriented-based systems in the Netherlands and
Norway are very impressive, I would argue that the fundamental
difference that accounts for the rates that we are embarrassed by
in the United States, as opposed to those which we're proud of in
our countries, is not some fundamental reorganizational point
within the system.

The common factor is health insurance. The reason I say that is
because our rates are comparable to theirs but our b/stem is
almost entirely similar to yours in terms of the delivery of ante-
natal care. Most of it is done in private offices by physicians who
are reimbursed by the state, if you will.
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Our public health sector is not as powerful as it used to be. I
regret that, and I would prefer that it be diffzvent and I envy what
they have. My point is that the essential ingredient that accounts
for most of the variance is the method of payment and the fact
that people have no deterrent from seeking care, whether that care
be in the public health sector or in private offices.

Chairman MILLER. Dr. Ha:vey.
Dr. HARVEY. I think in general that Dr. Pless is right, but I think

we have other barriers besides just the financial barrier to access
to care, immunizations being another one. Some areas just don't
have available private facilities. There are geographic barriers,
there are cultural barriers, and there are a number of other bar-
riers to access to care.

We must take care of that financial one because that's the cor-
nerstone, really. Then, after that, we still have to make sure that
there are facilities available, that mothers are educated to get their
children's immunizations, that transportation made available,
and that facilities to take care of their other children are available.
So we need to address the financial, but we can't forget the other
barriers.

Chairman MILLER. Ms. Goodwin, let me as:. you a question. Pro-
fessor Manciaux talked about follow-up there. To what extent do
youwhat are you able to tell us about follow-up from the home
visits when trouble is diagnosed with the child? Are you able to
look at the levels at which a parent will then go ahead and get

Ms. GOODWIN. I can't tell you what the levels are, but it would be
very unusual indeed for a problem to have been uncovered during
the course of home visiting or the family's attendance at a child
health clinic. It would be highly unusual for that not to be followed
up.

I meal., everyone is followed up. if the people don't come for ap-
pointments, the health visitor goes home and reminds them, ar-
ranges transport and all the other things. It would be highly un-
usual for anything uncovered within the system not to be pursued
until the conclusion of treatment of investigation.

Chairman MILLER. Let me ask you, maybe you have anecdotal
evidence, but would that be the case of the visitor having to find it
on one visit, she comes back and it's still not taken care of so she
dogs the person a little bit to get it done? I assume the ')est about
maternal instincts here and you want your child to be healthy, so
you would go to the doctor if somebody said your child is ill.

I was just wondering because we have some cases, even where we
have a halfway decent screening program, we never knew what
happens after that.

Ms. GOODWIN. It's my experience that it's usually not on the
family's side that there are obstacles to prevent follow-up and reso-
lution. It's usually that there are intervening obstacles such as lack
of transport, inadequate alternative arrangements for the care of
other children.

The family may not have enough money to put money aside to
take the bus to come to the clinic to have the baby's hearing tested
again. On the other side, any obstacles are quite often the responsi-
bility of the service in that we hold clinics during working hours,
and tend not to have things in the evenings and weekends.
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We are not very good at ensuring that where there are, for ex-
ample, significant ethnic minority populations, that we have facili-
ties that are user friendly for those populations. We have very few
health visitors, for example, who are black in areas *here there
are very high levels Of black people. There are, half a dozen, one or
two black' health visitors, for example, in such areas.

SO-we -have problems of maldng Our services more accessible to
people, and we have practical obstacles presented by-social and en-
vironinental Adore:. exPerience thaeiery, very 'few fan*
lies, indeed, deliberately negleet'not following up health Problem§
-that have been iigcoVered.

In-fact,-qinite often ies the families themselves that have uncov-ered the problem before anyone made them come to a check up
-clinic. They know, quite often, and they have trouble convincing ussometimes that there is something wrong, because we think we're
theti-perts, whereas, of course, they are the people who, given the
opportunity and support are the expert caretakers of their chil-dren.

We often fail to respect them for that, particularly when they're
very young and single. My experience, once again, along with
others is very few very young mothers are not good mothers. They
hais problems, usually from poverty, but they are no less motivat-
ed to love and care for their children than are much older men and
women.

Chairman MILLER. Mr. Chiles.
Mr. -CaliES. Thank you, Mr. Chairman We see in our country a

tremendous disparity between the rates of infant mortality, and Ithink other health problems as well, between our minority popula-
tions and our white population as such. You have both in England,
Canada and in France a minority population to an extent, do you
have that' disparity of rates the same?

Ms. Goonwnv. Yes, we do. A very great disparity in some re-
spects. For example, our Bangladeshi babies and mothers have a
higher rate of congenital abnormality, have much, much worse per-
metal mortality rates than the others. We're not really quite sure
what's going on there, except that some of the other immigrant
groups don't demonstrate the same increased morbidity and mor-tality.

Once again, I think the consensus suggests that it's a function of
socioeconomic difference rather than racial or ethnic, because the
Bangladeshi groups in our countryare really right at the bottom of
the heap in terms of income.

Mr. Clinics. They're at the bottom. How about in France?
Mr. MANCIAUX. About the same. For example, the gradient be-

tween the infant mortality rate of French people as an average and
the ethnic minorities is 1.7, and it is exactly the same between the
well-to-do French,families and the poorest ones. It's not an ethniz
problemagain, it's a problem of living conditions, which are the
same for ethnic minorities and for poor French people.

Mr. Clams So in your traditional French family the rate is
about the same between the rich and the poor, but it's not the
same between your ethnic, is that what you're saying or not?

'Mr. MANCIAUX. No. I wanted to say that between French fami-
lies of the upper social class and French faniilies of the lower social

.44
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class, the difference in infant mortality rate is 1.7, and you find ex-
actly- the sane difference between the average infant mortality
rate of the French population and the average mortality rate of the
ethnic minority.

Mr. Cnimis.1 See. So it is the rich-poor?
Mr.-MAtiozaux.=The social belonging, so to speak.

Vint. In Canada?
Dr. Pass. There's no question, from having looked at the data

across -COiintrieSi that .the social class gradients are present every-
-Where:I-think the _important point ,to,belearned is twofold: one is
that the gradients diminish over time. I can speak best about
Canada because we have, in effect, this natural experiment where,
aareCently as 20 years ago, we introduced health insurance. So we
have rates from before and after.

We see that the .discrepancies between upper and lower social
class families have diminished over that period of time. It's a soft-
ening effect that the insurance system has.

.Second,I would agree entirely with what I think both of my col-
leagues are saying,, that it is, far more the social class difference,
regardless of racial group, that accounts for the phenomenon that
we're looking at rather than anything that is unique to a particu-
lar immigrant or racial auhgroup.

Mr. anus. That's true in the Netherlands?
Dr. VERBEUGGE. We have about a five percent immigrant popula-

tion, most of them are Turkish, Moroccan and Surinam people but
the latter are talking Dutch so that's less a problem. The Turkish
and Moroccan people have very high birth rates, three times the
Dutch birth rate. When they come into our country there are dif-
ferences 'in the mortality and differences in caretaking, differences
in immunization rates.

What we've seen is that after one or two years, a period ofjet's
say, acclimatization the differences are decreasing. When a man is
speaking Dutch and one or two years later the woman is speaking
Dutch, then the differences slow down.

Dr. LIE. I can just support what other people have said, that
after a while the differences which could be there in the beginning
are fading out. I think one intereUinglact which you have seen
also in Norway, which is so homogeneous and where it's said that
very few have too much and very few have too little, it is a definite
trend towards a higher infant mortality rate in the poor or the less
edutated white mothers in Norway.

So we -find that when the numbers are big enough it is quite
clear that there is a trend also in my country that if you are poor
then yOur outcome is worse.

Chairman Mama. Could we just have a
Mr. WAGNER. Can I make a quick comment?
Chairman Mims& Get that man a seat at the table. [Laughter.]
Mr. WAGNER. A few minutes ago Barry Pless said that he felt

that the, single most important factor common to all these coun-
tries is they have national health insurance. I would say there are
two factors that are equally important, and he's named,o_ne.

The other factor has to do with what we're talking about now,
and the fact that you can go to any country in the world and you
see that the infant mortality is higher when you have poverty.

98
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Both minority members of your Comniittee made a very important
Poirit;hecause they were talking, for example,, about Single mothers
and families.

They are absolutely right that what happens in the family on a
day, to -day basis is very, very important in the health of that baby.
The second factor that all of theie countries have in common is a
commitment to help families, all families.

So, for example, the United State e is the only industrialized
country in the world that doesn't have paid maternity leave. Every
one of these countries has a child-allotment, I'm talking cash, not
coupons, given to families with babies to help them with their chil-
-dren.

Irit is a single parent family, that allotment is doubled: So the
point is that the second very, very basic thing that all these other
cOuntries aie doing, is they are providing for the families.

MiLizs. Dr. Miller, let me ask you if you might com-
ment on Senator Chiles's question, because I think it's important I
think it ilia- suggests how we look at the system when we think
about redesigning it or changing it. If you have a strong-held belief
that somehow bad health care is intrinsic to the black community
or to the Haitian community or to the Hispanic community, I
Would suggest then it's pretty hard, to figure out how to design a
sYit

If, in fact, these statistics jump out at us, as I think I've seen on
this Committee, based on economics more than anything else, then
that system can be redesigned: If this is something that we be-
lieveI don't know, I spent a lot of time in Central America and
wealthy Salvadorans have really healthy kids and real healthy
families, and real poor Salvadorans have real unhealthy poor kids
and unhealthy families.

I don't know whether your study would help us here, because it's
kind of fundamental to your notion about what can be done or not
be done.

Dr. MILLER. I don't know that our study enlightens this issue
very much, but I have examined with care data from a number of
other studies about the difference in pregnancy outcomes for mi-
norities. If one corrects for every known contributor, alcohol con-
sumption, cigarette smoking, education, socioeconomic level, most
of that difference disappears. There is a small residual gap that we
don't understand and can't quite explain, but it accounts for such a
small portion that it's of fascination to our statisticians and
shouldn't be of much concern to our policymakers.

I think the best prospectS for improving outcomes in populations
who have multiple risks of low education, low socioeconomic level
and high risk behavior, appear to be organized community pro-
grains that are designed specifically to address these issues. Experi-
ence in North Carolina, South Carolina and Eastern Kentucky
now, is that such high-risk individuals attending community-based
comprehensive care programs do much better than those who are
enrolled for care in private physician's offices. That does not mean
that physicians in their offices fail to give excellent medical care. It
means that patientS there don't have access to WIC, home visiting,
transport and the full array of services that these people need. I
agree with the statement that was made earlier that the prevailing
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system of care in this country for pregnant women and for others
is, and I- stiiiitect *ill.continue to be, care in physician's offices. I
think that for -geographic, cultural and other reasons alternatives
simply. have to be mada available for high risk populations. Those
alternatives in many parts of, the country are vastly improved
public.health-services systems and community clinics.

Mr.'Cinuie.. Dr. Miller, I-just wanted to ask you, we were talking
aboutyou were talking about pregnant teenagers and the kind of
tare that they're getting.

Da not,the figureialso pretty strongly show that where they are
getting medical services across the board, in other words counsel-
ing and everything that goes with that, that there is a great de-
crease in the repeat and frequency of the space between the preg-
nancies?.

"Dr. MEWL Yes; I think that is true. I think it is alga -true that
although there are 1,000 good reasons why teenagers would be well
advised-to delik their childbearing, they are very efficient atit. We
probably have exaggerated the contribution that teenagers make to
our statistics on poor pregnancy- outcomes. The data that I see sug-
gest, again correcting for all other factors, that poor outcomes may
pertain to those under 16 years of age. But for those over 16 years
of age, again correcting for all available circumstances, the out-
comes are just as good as for older women. Again, that doesn't
mean that teenagers aren't well advised for social, economic, and
educational reasons to delay their childbearing. It does mean if
given adequate services and supports, they don't have to have un-
healthy babies.

Mr. CHILIES-. I know they're very effective at it, my concern is if
we can reduce a lot of figures in my state would show that if there
is a pregnancy at 14 or 15, there will be three children by the time
that mother reaches 18. If we can reduce those pregnancies to half;
we start getting on top of our problem very quickly, we make it
where we can deal with it.

Dr. MiLiza. I understand the issue that you are posing, and I
quite agree it is possible to intervene and reduce repeat pregnan-
cies.

Chairman MILLER. We are, by federal statute, going to set an age
at which you can engage in sexual activity, but that will be debat-
ed in another panel. [Laughter.]

It's interesting to note because I think we have exaggerated
much about teenage pregnancy. In our family history some of the
Millers age 16 and 14 started out from St. Louis and walked to San
Francisco, and their father came with them because he didn't
think they were too young to be married, he just thought they were
too young to walk across the country with the Indians. I'm sure
that we thOught they were good moral people.

I'm just concerned to the extent that we haveone of the inter-
esting things 'brought out in this panel is that from the onset of
this Committee, and certainly before, over the last decade this Con-
gress has been iii turmoil over teenage pregnancy, sexual activity,
sex education, and that whole gamut of issues. Yet what we're
learning from these comparisons is with relatively the same age of
onset, and,I guess the same rate of activity by young people, the
outcomes don't have to be as they are in the United States, either

1 0 0.
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with a high abortion rate or with a high unhealthy birth rate
amongthose infants and those women.

So maybe we have provided some tools here to policymakers that
rail 'about this subject, who can, if they would like to, do something
about it, which may be a different situation, but I think that's very
helpful.

Let, me' ask you, Dr. Hai-vey, we've been talking about the out-
comes, 'the statistical differences in venous, categories with respect
to children and the successes and failures. Underlying all of this is
really' the,cost-of these systems in comparable cost per child per
capita, percentage of GNP. Is there any way to look at the real pre-
mium we seem to be paying for this sort of segregated health care
systexii that we have?

We put people into categories and we seem to try to provide a
system of health care for the extended unemployed, for the poor,
for the elderly, for people with medical insurance, and for people
that don't have it. Now we're going to mandate to employers that
they have to provide benefits for certain levels. We keep segregat-
ing this into finer and finer systems, all of which have different cri-
terion, and transactional costs and outcomes and benefits. It starts
to look like we're moving in almost the opposite direction of what's
been suggested, that we can get some economic benefits and better
health care.

I'm alinos of the belief that this notion of mandating employers
now, which I've supported over the years, is almost the absence of
a thoughtful plan. We're just going to make this somebody else's
problem because we -either don t want to do it or don't know what
to do. So in the meantime, that will hold off 40 million imingtured
people in this country, who are coming to get us.

Dr. HARVEY. Thank you for giving me the opportunity to com-
ment since the Academy has been developing a proposal to provide
access to care for all children and all pregnant women in this coun-
try. We ao know that with an employer-based program, for small
employers the cost of overhead of insurance is terribly high.

We do know that when it's for large groups, such as Chrysler or
IBM, the overhead for insurance is considerably less. Therefore, we
are developing a plan to provide insurance coverage for all chil-
dren; the employers would either pick up a package of comprehen-
sive benefits for children or pay an employer-based payroll tax.

The employer-based payroll tax of 3.17 percent provides a very
comprehensive package for all children

Chairman MILLER. All children, ages?
Dr. HARVEY. Through age 21 and all pregnant women from cne

onset of their pregnancy for care that may not even be related di-
rectly to the pregnancy. itself. In other words, a woman who has
diabetes needs care for diabetes. A woman who has sinusitis needs
care for it because it can have an indirect impact on the pregnan-
cy.

The administrative overhead for insurance in large plans where
many children would come under the employer payroll tax rather
than a direct benefit from the employer is less than 10 percent; it's
about eight or nine percent. That is a way of cost saving.

I'm sure you're all well aware, certainly Senator Chiles is of the
$3.34 that the IOM showed as cost savings from prenatal care. We
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know that immunizations have saved many dollars. One dollar
spent on immunization saves $10 in care, no less the tragedy of
those children who are permanently damaged or who die.

So there is cost saving in preventive care. There is cost saving in
large scale insurance. We do need to address all the health needs of
all the Children. It's in our national interest.

You and I are going to be dependent upon wage earners for our
social security. So not only is it morally right, it's in our self-inter-
est.

Chairman MILLER. At the rate we're stealing the social security
funds, it won't make any difference. [Laughter.]

Dr. HARVEY. I'll let you address that.
Chairman _MILLER. That's another issue, too. Thank you very

much for your testimony. I think this has been very, very helpful.
I think that sometimes it's all too easy for politicians to jump at

comparisons between our country and other countries. But I think
in this instance when we look behind these figures now, as we've
started to this morning, we also see that ,clearly there are some
models that we can be considering in terms of changing some of
those statistical comparisons and the health outcomes of our chil-
dren.

So I really appreciate you taking your time to give us your exper-
tise. The record will remain open for a period of two weeks. If
there is something that you would like to submit to the record
based upon the interchange that you heard today, I would certainly
appreciate you doing that, because that would be helpful to the
committee. Mr. Wagner, that also goes for you, you would have the
same opportunity.

Thank you very much, the Committee stands adjourned. Again,
my thanks to Senator Chiles for helping to arrange this hearing
and the conference.

[Whereupon, at 11:45 a.m., the committee was adjourned.]
[Material submitted for inclusion in the record follows:]
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PREPARED STATEMENT OF MARSDEN WAGNER, REGIONAL OFFICER, MATERNAL AND
CHILD HEALTH, WORLD HEALTH ORGANIZATION, COPENHAGEN, DENMARK

Cross-National Comparisons of Child froalth: The U.S. Dilemma

Norodom itagoor

The main reason why the U.S. is so far behind the other highly

industrialized countries in infant mortality and other measures of

child health is not because of marked differences in child health

service,, but because of differences in the portion of children in

the population living in poverty, and the kind of care and support

given to ilies and their children. European countries do have ,

more comprehensi child health services with much better access

and we can learn from their experience, but we must bear in mind

that the contribution of these health services to child health is

marginal. There can be no doubt that the single most important

factor in the lower levels of child health in the U.S. is poverty.

There is a higher percentage of children in the living in

poverty than in the other highly industrialized countries. An

article in Scienc in 1988 ',Poor children in Rich Countries" showed

this and also showed that child poverty rates in the U.S. increased

from 16% in 1979 to 201 in 1987.

That living in poverty adversely affects child health has been

known at least since 1662 when John Graunt published "The Bills of.

Mortality." Since that time, massive research data has accumulated
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showing the fundamental role poverty plays in levels of child

health. We don't need more research on this. LiVingOn unstable,

fragmented, highly stressed families in bad housing;'doing hungry,

gun fights in the streets, schools with poor education, which are

so dangerous the children are afraid to go to school: this is what

leads to poor child health, not missing a well child visit.

If you look carefully at the specific child health issues to

be discussed at this conference, you will find poverty involved in

every case. Immunization levels are associated with poverty. Post

neonatal mortality rates are well known to be a sensitive indicator

of socioeconomic status. Unintentional injuries in young chilwren

are associated with poor housing, no day care for working single

mothers and other signs of poverty. An important factor in hearing

impairment is low birthweight which is associated with poverty.

Unwanted adolescent pregnancy in the U.S. is associated with

poverty. So while we struggle to improve the health services for

these specific problems, and the overall child health services they

represent, we will meet with little improvement in child health if

we don't do something simultaneously about the poverty and its

social consequences which underlie it all.

So how do we attack child poverty and its consequent poor

child health? Let's get real. There is no quick fix. A piece of

health service for poor kids here, another piece there, won't do

it. A long range plan is needed. And here we can learn from other
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countries. There are important fundamental differences in the way

other countries combat child poverty-- differences in the way they

care for children. My own experience, first as a child health

specialist in the U.S. for 15 years and then as a child health

specialist in Europe fcr 15 years, has forced me into changing

several paradigms in order to understand child care programs in

ether countries.

The first paradigm which must be challenged is: us versus

them, the haves and have nots. In the U.S., means tests are

performed, target groups identified and then services thrown at

them. In other industrialized countries, generally, the services

and benefits for families are for all families- -what is good for

a poor child is good for all children. Instead of distributing

special programs to the poor, the focus is on redistributing

resources among all the people.

The next paradigm in need of shifting is the notion that child

health is dependent on child health services. In every country in

the world, including the most highly industrialized, the

contribution of health services to the overall level of child

health is marginal. Much more important, for example, is the

quality of care provided in the home, the physical environment,

parenting, etc. This is why it is so important to examine the

support which other countries give to families with children.

A third paradigm in need of a shift is the notion that health
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care can be treated separately, as if it existed in a vacuum.

There is a wide spectrum of care for children including care in

families, welfare services, such as paid parental leaves after

childbirth and child allotments, day care, schools, and, yes,

health care; they must all work closely together and support each

other rather than competing for resources. Other countries have

shown that a coordinated package of care for children can improve

their standard of living, which, will lead directly to improved

child health. Then well organized child health services can

further improve child health at the margLls.

Let me illustrate briefly these fundamentally different

approaches to child care in other countries. Every industrialized

country in the world, except the U.S., has universally guaranteed

paid parental leave after childbirth. Almost every industrialized

country has a child allotment scheme--money, not coupons, to all

families with children. In most European countries such financial

benefits are not tied to means tests--every family gets it. In

European countries quality education is in place for all children,

free of charge, right through university and post-graduate levels.

I hope these programs can be discussed at the conference because

they are the mcst important factors in child health.

For those of us who work in child health, we have two

responsibilities. First we must clean up our own act. In the case

of the U.S., this must mean universal child health services. The
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time for piecemeal, categorical approaches is over. Our second and

equally important responsibility is to document to the public and

its repreJentatives the health consequences to children living in

poverty and then to advocate forcefully for the fundamental changes

necessary to reduce childhood poverty. I hope this conference will

document how other countries improve child health through a broad

package of programs to prevent or reduce childhood poverty and then

come forward with a social policy and political agenda to start

building such a broad package of programs in the U.S.--the most

important step to improving child health.

*Smeeding T, Torrey B. "Poor Children in Rich Countries".

Science, 1938. 242:873-877.
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