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BEYOND THE STEREOTYPES: WOMEN, ADDIC-
TICN, AND PERINATAL SUBSTANCE ABUSE

THURSDAY, APRIL 19, 1990

Housg OF REPRESENTATIVES,
SeLecT COMMITTEE ON CHILDREN, YOUTH, AND FAMILIES,
Washington, DC.

The committee met, pursuant to notice, at 9:30 am, in Room
2325 Rayburn House Office Building, the Hon. George Miller
[chairman] presiding.

Members present: Representatives Miller, Boggs, Levin, Marti-
nez, Evans, Bliley, Hastert, and Machtley.

Staff present: Karabelle Pizzigati, staff director; dJill Kagan,
deputy staff director; May Kennedy, professional staff; Joan Silver-
stein, research assistant; Dennis Smith, minority staff director;
Carol Statuto, minority deputy staff director, and Joan Godley,
committee clerk.

Chairman MiLLER. The Selecc Committee on Children, Youth,
ana Families will come to order for the purposes of conducting a
hearing titled “Beyond the Stereotypes: Women, Addiction, and
Perinatal Substance Abuse.”

During the last few years we've become increasingly aware of
the human havoc wreaked by substance abuse. In 1989, as many as
1 in 10 pregnant women used crack cocaine with devastating
consequences. Millions more used other illicit and legal drugs that
posed serious and potentially life-threatening problems to them-
selves and to their babies.

In 1986, this select committee held its first inquiry into the ef-
fects of parental substance abuse on infanis. Witnesses warned us
then and in subsequent hearings of the burgeoning problem and
the need to provide adequate services to women before, during and
after pregnancy both to insure healthier birth outcomes and to
reduce the incidence of perinatal substance abuse.

They also confirmed what we already krow about addressing
similar problems: it is more humane and cost effective to provide
adequate early care or treatment than to solve neglected and en-
trenched problems. Despite repeated warnings we have neither lis-
tened well nor acted with sufficient speed and reason.

A select committee survey of hospitals in large metropolitan
areas last year revealed that two-thirds had no place to refer sub-
stance abusing pregnant women for treatment. Of a handfui of
drug treatment programs that accept pregnant women, most ignore
critical service needs such as child care.

1)
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With nowhere to turn for treatment, women in more than a
dozen states are also facing iail sentences for fetal diug exposure.
We know the tragic impac*, of perinatal substance abuse on chil-
dren, but we must address more attention to the broader context,
to the addicted ¥ »men themselves, in order to enable them both to
recover from the addiction and to gain self-sufficiency to care for
themselves and their children.

Frequently victims themselves of physical and sexual abuse, pov-
erty and a lack of access to medical treatment, drug abusing
women of childbearing age represent a critical link in the chain of
lost human possibilities.

The problem of perinatal substance abuse is an urgent and a
complicated problem. For that reason, the select committee will
hold a series of hearings on tnis topic over the next several weeks.

Nor are drugs the only crisis these high-risk women confront.
The effects of drug exposure may be compounded 1L v expcsure to
HIV infection. The Centers for Disease Control reports that nearly
fourth-fifths, some T8 percent of children who test positive for HIV
at birth, have mothers who are intravenous diug users, or have
mothers whose partners have used drugs.

Criminal drug abuse is not the only crlprit, Legal drug use
duriug pregnancy can represent as serious a health problem as il-
licit drug use. Tobacco and alcohol companies continue to target
women of childbearing age through advertising campaigns and in-
appropriate prescription drug use remains high.

A new study involving more than 600 chemically dependent preg-
nant women in Michigan has documented a range or problems due
to legal and illicit substance ‘buse among pregnant women. This
study finds that as ““ie severity of drug use increased, the amount
and quality of prenatal care declined and birth ou*comes worsened.
We will learn more about this study in our next ! earing in Detroit
on Monday, that will focus on the treatment. issues.

Today we hope to learn what is known about chemically depend-
ent women and their need for guidance, support and comprehen-
sive treatment. The members of this committee are all extremely
concerned about the fates of the most visible victims of perinatal
substance abuse, the infants; but we must either take the need for
drug abuse prevention and treatment for women very seriously
indeed, or accept an ever increasing number of babies born hooked.

Among our witnesses today are leading scientists and innovative
service providers who will provide the best information describing
the circumstances and diversity of women across the country who
are chemically dependent in order to help us understand better the
range of their needs. We are especially pleased to weicome a
woman who has overcome her problem with addiction and has
gone on to help other women in the same situation.

One of our stereotypes is that this problem is confined t north-
eastern urban centers so we ere particularly interested in hearing
from our witness from Atlanta. We are eager to learn about what
is known currently, as well as the important questions that remain
unanswered. I want to thank in advance all of the witnesses for
coming.

[Opening statement of Hon. Georg: Miller follows:]
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OreNING STATEMENT OF HoN. GEORGE MILLER, A REPRESENTATIVE IN (CGNGRESS
FroM THE S1ATE OF CALIFORNIA, AND CHAIRMAN, Serecr CoMMITTRE OoN CHILDREN,
YouTH, AND FAMILIES

During the last few years, we have all become increasingly aware of the human
havoc wreaked by substance abuse. In 1989, as maﬁ' as 1 m 10 p t women
used crack-cocaine with devastating consequences, Millions more other illicit
and legal drugs that pose serious and potentially life-threateniny problems to them-
selves and their babies. .

In 1986, this Select Committee held its first mat:iry into the effects of parental
substance abuse on infants. Witnesses warned us then, and in subsequent hearings,
of the burgeoning problem and the need to provide adequate services to women
before, during and after pregnancy to both ensure healthier birth outcomes and to
reduce the incidence of perinatal substance abuce. They also confirmed what we al-
ready know about addressing many similar problems: it is more humane and cost-
effective to provide adequate early care and treatment than to solve neglected and
entrenched problems. .

Despite r-peated warnings, we have neither listened well nor acted with sufficient
speed and reason.

A Select Commit.ee survey of hospitals in large metropolitan areas last year re-
vealed that two-thirds had no place to refer substance abusing pregnant women for
treatment.

Of the handful of drug treatment programs that accept pregnant women, most
ignore criti~al service needs such as child care.

And, with nowhere to turn for treatment, women in more than a dozen states are
also facing jail sentences for fetal drug exposure.

We know the tragic impact of perinatal substance abuse on children. But we also
must direct more attention to the broader context—to addicted women themselves
in order to enablz them both to recover from addiction and to gain self-sufficiency to
care for themselves and their children.

Frequently victims themselves of physical or sexaal abuse, poverty, and lack of
access to medical treatment, drug-abusing women of childbearing age present a crit-
ical link in a chain of lost Human poesibilities.

The problem of perinatal substance abuse is an urgent and complicated t;):;;;:bleu_x.
For that reason, the Select Committee will hold a series of hearings on topic
ovar the next several weeks.

Nor are d the only ecrisis these high-risk women confront. The effects of drug
exposure may be compounded by exposure to HIV infection. The Centers for Disease
Control reports that nearly four-ift me 78%—of children who test positive for
HIV at birth have mothers who are intravenous drug users, or mothers whoee p
ners abused drugs.

But criminal drug use is not the only culprit. Legal drug use during pregnancy
can present as serious 2 health hazard as illicit drug use. Tobacco and alcohol com-
panies continue to target women of childbearing age through advertising campaigns
and inappropriate prescription drug use remains high.

A new study involving more than 600 chemically dependent pregnant women in
Michigan has documented a e of problems due to legal and illicit substance
abuse among pregnant women. This study finds that as the scverity of drug use in-
creased, the amount and quality of prenatal care declined, and birth outcomes wors-
ened. We will learn more about this study at our next hearing in Detroit on Monday
that will focus on treatment issues.

Today we hope to learn what is known about chemically dependent women and
their need for guidance, support, and con;flrehensive treatment.

The members of this Committee are extremely concerned about the fates of
the most vigible victims of perinatal substance abuse—the infants. But we must
either take the need for drug abuss prevention and treatment “r women very seri-
ously indeed, or accept and ever-increasing number of babies “burn hooked.”

Amopf our witnesses today are leading scientists and innovative service, providers
who will provide the best information describing the circumstances and diversity of
women across the country who are chemically dependent, in order to understand
better the range of their needs. :

We are eopecxal.liy pleased to welcome & woman who has overcome her problems
with addiction, and has gone on to help other women in the same situation. One of
our stereotypes is that this problem is confined to Northeastern urban centers, so
we are particularly interested in hearing from our witness from Atlanta. We are
eager to 'earn about what is known currently, as well as about important questions
that remain unanswered.

Thank you all for coming.

~




WOMEN, ADDICTION, AND PERINATAL

SUBSTANCE ABUSE
FACT SHEET
ILLICIT DRUG_USE UP AMONG MILLIONS OF WOMEN

ACROSS SOCIOECONOMIC GROUPS

L

Over 5 million women of childbearing age (15-44) currently
use an illicit drug, including almost 1 million who use
cocaine and 3.8 million who use¢ marijuana. (National
Institute of Drug Abuse [NIDA], 1589)

In a recent survey of 715 pregnant women in Pinellas
County, Florid~ nearly 15% tested positive for substance
use, with ro significant difference among socioeconomic
groups. (National Association for Perinatal Addiction
Research and Education [NAPARE], 1939,

While actual drug use may not be significantly higher
aniong pregnant minosity women, they are ten times more
likely than white women who use drugs to be reported to
child abuse authorities. (NAPARE, 1989)

HEAVY SMOKING, ALCOHEOL USE ON THE RISE AMONG
YOUNG WOMEN

Approximately 6 million American women are alcoholic or
alcoho! abusers. Despite stable drinking patterns among
the general population over the past 25 years, recent
studies indicate an increase among younger women who are
heavy drinkers (5 drinks a day or more). (National
Institute on Alcohol Abuse and Alcoholism {NIAAA], 1987;
NIAAA, unpublished, 1990)

Nearly 24% of American women smoke and the fastest
growing group of smokers in this country are women urder
age 23. Every day, 2,000 young women start smoking. The
percentage of women who smoke 25 or more cigarettes a
day increased from 13% in 1965 to 23% in 1985. (Surgeon

9
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General’s Report [SGR], 1989; U.S. Department of Heaith
and Human Services [DHHS], February 1999)

e  Although pregnant women are just as likely as nonpregnant
women to have ever smoked (43% to 45% respectively),
pregnant women (21%) are less likely than nonpregnant
women (30%) to be current smokers. Black women were
the least likely of any group to smoke during pregnancy.
(Williamson, 1989)

PREGNANT SUBSTANCE ABUSERS AT GREAT RISK OF
AIDS, SEXUALLY TRANSMITTED _DISEASES _AND
HOMELESSNESS

e In a survey of 337 pregnant substance abusers in 63 AIDS
demonstration projects nationwide, 20% are hoineless ard
23% spent time in jail six months prior to the interview.
(NIDA, unpublished data, 1990)

e  Of the same 337 women, 36% engaged in sex for drugs or
money, placing themselves and their babies at high risk for
HIV infection; 98% engaged in vaginal sex, while only 4%
used condoms consisteriy; and 15% had a sexually
transmitted disease in the past 6 months. (NIDA, 1990)

e I New York City, pregnant cocaine abusers were 4.5 times
more likely than nunusers to have a sexually transmitted
disease. (New York City Department of Health [NYCDH],
September 1389)

TREATMENT/PRENATAL CARE ELUSIVE F R SUBSTANCE-
ABUSING PREGNANT WOMEN AND MOTHERS

e At Boston City Hospital, 80% of mothers surveyed who
used heroin or cocaine received no prenatal care. New
York City cocaine abusers were 7 times less likely than
non-abusers to have received prenatal czre. (Amaro, 1989;
NYCDH, 1989)

e  Of 78 drug treatment programs surveyed in New York City,
54% exclude al! pregnant women; 67% will not accept

10
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pregncat women on Medicaid; and 87% will not accept
pregnant crack-addicted' women or. Medicaid. (Chavkin,
1989)

Of California’s 366 publicly-funded drug treatment prog-
rams, only 67 treat women ard only 16 can accommodate
her children. Similarly, Ohio has 16 women’s recovery
programs, and only two can accommodate her children.
(Weissman, 1990; Ohio Department of Hezith, 1990)

Reports show that 23% of women entering treatment, as
compared to only 2% of men, encounter opposition from
families and friends. Similarly, 4€% of women experienced
problems due to entering treatment, as compared to 20%
of men. (Beckman and Amaro, 1984)

EFFECTIVE TREATMENT APPROACHES DOCUMENTED

Pregnant women who participeted in a smoking cessation
program at a Michigan WIC clinic were 3.6 times more
likely to quit smoking than nonparticipants. (Mayer, 1990)

In a study of alcohol-using pregnan: women in Atlanta,
35% discor:tinued alcohol use when presented information
on the potential harm of alcohol use during pregnancy.
(Smith, 1986)

In Pinellas County, Florida, 77% of male and female
substance abusers who are referred by the courts to
Operation PAR, a comprehensive drug treatment program,
and who complete the 18-to 24-month program do not re-
enter the criminal justice system. (Florida Department of
Corrections, 1989)

Of 54 babies born in 1989 to cocaine-using mothers
enrolled at the Philadeiphia Family Center, an outpatient
drug treatment program for pregnant women ané children,
75% were carried to full term. None were born prior to
33 \ :eks gestation. (Philadelphia Family Center, 1990)

11
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INFANTS SERIOUSLY AFFECTED BY PERINATAL SUB-
STANCF ABUSE

e A new eight-city survey reported that nearly 9,00C babies
were born exposed to illicit drags in 1989 at an estimated
cost of $500 million for providing care through age 5.
(Office of the Inspector General, 1990)

e Each year, Fetal Alcoho! Syndrome (FAS) affects nearly
5,000 babies and is the third leading cause of birth defects
associated with mental retardation. Thousands more children
are born with Fetal Alcohol Effects (FAE), a mider form of
FAS. (National Council on Alcoholism and Drug Dependen-
cy, 1988)

e Smoking increases premature deliveries, spontaneous abor-
tions and still oirths. A pregnant smoker’s infant is on
average seven ounces lighter than babies of ncnsmokers.
(SGR, 1989)

e Between 1985 and 1988, the number of congenital syphilis
cases ‘acreased by 130%. Experts estimate that there will be
over %,000 congenital syphilis cases in 1989. (Centers for
Disease Control [CDC]}, 1990)

e As of February, 1990, there have been 2,116 reported cases
of pediatric AIDS in children under age 13. Eighty percent
of these pediatric AIDS cases are attributed to maternal
transmission from an infected parent, and of these, 90% of
the babies’ mothers either use intravenous drugs or had
heterosexual partners who were IV drug abusers. (CDC,
1990)

TREND TO PROSECUTE PREGNANT SUBSTANCY
ABUSERS PROCEEDS

¢ To date, over 30 wome ‘av. . cn crimi' “lly charged for
drug use during pregn. _ [or delivery of drugs to a minor.
A Florida woman has been convicted. Hundreds more
pregnant substance abusers have been civilly charged for

12

|
|
|
|
|



alleged child abuse. (American Civil Liberties Union
[ACLU], February 1990)

.

| o Four states have amended definitions of child abuse to

: include drug use during pregnancy (Florida, Iilinois,
Oklahoma, Rhode Island) and threc states have included
alcohol and drug use during pregnancy (Indiana, Nevada,
Utah); one state amended its definition of criminal child
neglect to include prenatal exposure to controlled sabstances
(Minnesota); and three states require doctors to report to
the state if either the mother or the chikd has a positive
urine toxicology screen (Minnesota, Oklahoma, Utah).

‘ (ACLU, February 1990)

4/19/90
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9
_ Chairman Miier. I would like to recognize Mr. Bliley of Virgin-

ia.

Mr. Bugy. Thank you, Mr. Chairman.

I want to begin by commending you for holding these hearings
oll:ﬂ the consequences of drug abuse on pregnant women and their
children.

From the information we have gathered to date, it appears that
we are heading for uncharted waters. There are no maps to guide
us. It is our job to attempt to survey the relevant medical and legal
issues surrounding subetance abuse, even though they may conflict
with or even threaten some other deeply held positions. Perhaps
these hearingr will lead "8 to reconsider thoee.positions also.

We will take the rist ° at let me make it clear at the very begin-
ning of these hearings .’ .t the delicate balancing act of rights in-
cludes both mother eund child. We cannot separate our concern for
the mother from our concern for the child. Let us also keep cur
focus and attention on the real issue of alcoholism and the illegal
substance abuse which brings us here today.

To attempt to use this issue to immerse ourselves into other
areas will invite false solutions. While we face this series of hear-
ings with manry questions which need answers, let us review what
we do know. ,

According to a recent voluntary survey, there are §,689 alcohol-
ism and drug abuse prevention facilities across the 50 states, the
District of Columbia and Puerto Rico. In fiscal year 1988, combined
state, local and federal expenditures for alcohol and drug abuse
treatment and prevention services totaled over $2.1 billion.

Of this $2.1 billion, 77 perrent was used for treatmei. s¢ vices,
15 percent was used for prevention and 8 percent was uead for
other activities such as training, research and administration.,

State and local governments have taken a leadership role, which
has been all too often overlooked. They prcvided 57 percent of the
funds for treatment and prevention, while the federal government
:indlprivate sources supplied 23 and 20 percent of the funds respec-

vely.

The President’s fiscal year 1991 budget seeks $2.7 billion for
treatment and prevention, & 75 percent increase over 1989 expendi-
tures. The commitment to preventing snd treating substance abuse
is substantial. Part of cur responsibility must be now to find out
whether these treatment strategies are working.

There is an obligation to demonstrate that treatment works both
to end abuse during pregnancy and over time. A child’s health and
development is at stake. For example, there is growing cencern
that the drug problem may be causing increases in the it.fant mor-
tality rate. There is widespread agreement that increases in foster
care placement are related to drag abuse.

Congress must also be careful not to undermine the effectiveness
of local prevention and treatment efforts by imposing federal re-
?uirements which will become barriers to treatment. From the in-

ormation gathered to date no one :cally knows what works to
treat every drug in every situation. There are many differences
am?pg the communities served by those 8,689 facilities I mentioned
earlier.

"
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For example, some communities have an alcoholism problem, but
not a crack cocaine problem. As more money becomes available for
treatment, policymakers need to resist the temptation of telling
local professionals how to ireat clients. Drug abuse i8 not a condi-
tion caused by income or race. It begins as the acting out of envy,
pride or anger. Dark clouds of drug abuse spread across neighbor-
hoods and communities because it was too often excused or rationa-
lized 2{ our uxadisciplined and self-ladulgent society.

At the personal level, we must meet anger with justice, jealousy
with hope and pain with compassion through the th and wel-
fare service systems. Treatm:lnt prog::ms should work with t?exr
community organizations, including churches, in this regard. It is
clear that successful programs% draw their strength from the
community and cannot be uniformly programmed by the federal
bureaucracy.

It is everyone’s goal to mend the family which was broken by
drugs, but we must also recognize that despite the support of dedi-
cated professionals working in the social welfarc system, some fam-
ilies cannot withstand the hurricane-force waves of drugs. In some
situations local officials must draw cne line between the needs of
the child and the rights of the parent.

From a policy perspective we must work to insure that due proc-
ess is safeguarded for the parent and the child, without detrimen-
tal effects on the child.

Thank you, Mr. Chairman.

[Frepared statement of Hon. Thomas Bliley follows:]

OPENING STATEMENT oF Hon. THOMAS J. BLiLEY, JR., A REPRESENTATIVE Lt
CongRess FroM THE STATE OF VIRGINIA AND RANKING REPUBLICAN

Let me begin by commending the Chairman for holding this series of aearings on
the consequences of drug abuse on pregnant women and their children. From the
information we have gathered to date, it appears that we are heading for uncharted
waters. There are no maps to guide us.

. It is our job to attempt to survey the relevant medical and legal issues surround-
ing substance abuse even though they may conflict with or even threaten some
other deeply held positions. Perhaf these hearings will lead us to reconsider those
positions also. We will take the risk. But let me maxe it clear at the very beginni
of these hearings that the delicate balancing of rights includes both mother and
chhhli We cannot separate our concern for the mother from our concern for the
c

Let us also keep our focus and atvention on the real issue of alcoholism and illegal
substance abuse which brings us here today. To attempt to use this issue to immerse
ourselves into other areas will invite false solutions.

While we face this series of hearings with many questions which need answers,
let us review what we do know:

According to a recent voluntary survey, there are 8,689 alcoholism and drug
abuse treatment and prevention facilities across the 50 states, the District of Colum-
bia, and Puerto Rico.

In fiscal year 1988, combined state, local and federal expenditures for alcobol and
drug abuse treatment and prevention services totaled over $2.1 billion.

Of this $2.1 billion, 77 percent was used for treatment services. 15 percent was
used for prevention services and 8 percent was used for other activities such as
training, research, and administration.

State and local governments have taken a leadership role which has been all too
ofter. overlooked. providsd 57 percent of ‘he funds for treatment and preven-
tion while the Federal governrient and privale sources provided 23 percent and 20
percent of the funds ively,

The President’s Fiscal Year 1391 budget seeks $2.7 billion for *reatment and pre-
vention, a 75 percent increase over 1989 expenditures.

e e
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The commitme t to preventing and treating substance abuse is substantial. Part
of our responsibility must be to now find cut whether these treatment strategies are
working. Thers is an obligation to demounstrate that treatment works both to end
abuse during pregnancy and over time. A child’s heslth and development is at
stake. For example, there is growing concern that the drug problem may be causing
increxses in the infant mortality raie. And there is widespread agreement that in-
creases in foster care placement are elated to drug abuse.

But Congrees must also be careful not to undermine the effectivenees of local pre-
vention and-treatment efforts by imposing federal requirements which will become
barriers to treatment. From the information gathered to date, no one really knows
what works to treat every drug in every situation. There are many di
among the communities served by those 8,689 facilitice ¥ mentioned earlier. For ex-
ample, some communities have an alcoholism prob’em but not a crack cocaine prob-
lem. As more money becumes available for treatment, policymakers need to resist
the temptation of telling lccal profesgionals how to treat clients.

Drug abuse is not a conditioin caused by income or race. It begins us the actirg
out of envy, pride, or anger. The dark clouds of drug abuse spread acroee neighbor-
heods and communities because it was too often excused or rationalized by our un-
disciplined and 2elf-indulgent society.

At the personal level, we must meet anger with justice, jealousy with hope, and
pain with compassion, through the health and welfare service systems. Treatment
programs should work with their community organizations, including churches, in
this regard. It is clear that successful programs will draw their strength from the
community and cannot be uniformly programmed by the Federal bureaucracy.

It is everyone 3 goal to mend the family which was broken by drugs. But we must
also recognize that despite the support of dedicated professionals working in the
social welfare system, some families cannot withstand the hurricane force waves of
drugs. In some situations, local officials must draw the line between the needs of the
child and the rights of the parent. From a policy perspective, we must work to
insure that due process is safeguarded for the parent and the chi’'d without detri-

sental effects on the child.

s
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FACTS AND FINDINGS

¥O COMSENSUS O NE RITRNT OF TER PROBLEN

-} The Maticnal Institute on Drug Abuse (NIDA) estimates that
over 5 million wvomen of ocnild bearing ege are using illegal
substances; including 1 miliion women of child bearing age on
cocaine. (Grak faiss, Office of the Inapecter Suwmersi, SIS, Fobrusry 1999, ~. 1.)

o The Office of Nstional Drug Control Policy estimates that
100,000 "crsck babies® sre born each year. (metiew! drup Contret stratery, The
Wnite beuss, Jamary 1998, p. R.)

-} In & study of 356 huspitals ‘rom around the oountry, the
oversll incidence of substance abure in pregnancy was 11% with s
rangs from 0.4% to 27%. Extrapolsting from the 3,809,000 live
births in the United States as s wWhole, this implies that 375,000
druj-addicted infants are born ach YORT. (see irs Chasnetf, “Drug Use o Uuman:
Escattishing o Standerst of Care,® rvals of the Ve Yerk Scademy of Sciencet. Jue 30, 1997, p. 208.1

[} No one knows hew many crack babies thers are, A national
total of 1 or 2 percent of sll live births, or 30,000 to 50,000
crack babies, seems s realistic figure. mes severer, "he Crildren of Creck:
vitl ve Protect These® Pbiic Welfare, Felt 1927, p. 7.3

DEGREE OF XARM TO TER NEWBORM CXILD--UNKIOWN

o No study of cilldren's outcomes published to date has
adequately controlled for ths imount of drug use, the intensity of
drug use, the frequency of d.sug use, snd the type of drug use,
(richare ; Bseth, *taucational leplicstions of Prenstelly Drus Txpesed Children,* focial Work 1n Chuation,
in press,.

o There is no info.mation regsrding the relstionship of patterns
of cocaine use in pregnancy and differential effscts on cutcome of
pregnancy =:d the newborn infant. A 1986-88 study st Northwestern
University found that the weight, length, and head circumference
of infants wvhose mothers used cocaine only in the first trimester
wers not significantly reduced from that of drug-free control
infante. (irs Chaenctf, Dan Criffith, Scatt Recrager, Xathryn Birkes, Keyreen Durne, "Temperet Patterns
of Cocaine Use in Pregnency: Perinstel Outcome,” Jag, Nerch 1799, gp. 174t, 1743.)

-} The effects of cocaine on pregnancy in human beings are
uncertain. A 1983-8; study st Horthwestern University found thst
ths neonatal Yestational sge, birth weight, length, and head
circumference of infants of cocaine-using women were not sffected
b=yd cocaine yse. {irs Chasrctf, willlam Surns, Sidney Schrsll, Ceyreen burns, *"Cocaine Uee in
Pregrancy,® Moy fratena joyrel of Medicire, Septesber 13, pp. 646, 48.)
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o Despite considerable knowledgs of cocaine's e/fects on the
adult user, information regarding the outcome of infants exposed
to cocaina in-uteroc ie availadble only in 1limited numbers of
Infants. (ym kyen, Ssundre Exetich, Loratta Finmegan, “Cocatng Anme Tn Progency: S1fects on the Fatus
ot bonborn,® Imretesicaiony ard Taratplegy. 1967, p. 295.)

o The long~term effects of prenatal drug exposure on the
cognitive, social and emoticnal development of children remain
undetermined. (carst Redring, Leila Seckuith, Jualy Serd, satvachment ond Moy In Prene ol Sy
Expesurs,® in press.)

o At this point in time, we do not have definitive information
about tha futures of Perinatally drug-exposed children. Rese:irch
tells us little about long-term outcomes, but strongly suggests
that children may be affected quite differently by their prenatal
and postnatal experisnce. (isksd P. Serth, “Sducationl lsplications of Promatatiy Srg
Eameoed Childrn,® Sacisl Mark fp Sduation. In press.)

o Some weports are cuggest that drug-affected children are
a class of ‘hildren uniike anything ve have ever seen. Yet, these
children vacy Jrsatly from each other and are probably far more
1ike other children who have suffered prenatal and snvironmental
insults than they are different. (Berth, Press retesss fren UC Borkatey, Morch 12, 1999,
P 2.1

MATERMAL SUBSTANCE ABUSE AND B3IRTK OUTCOMES

° Althougi- the exact distribution of {a) drug between maternal
and fetal circulation is difficult to determine, drugs with high
abuss potential (e.g., opiates, cocaine, sedativa-hypnctics,
alcohol, and stimulants) are found in the fetus if the nother is
using or abusing these Arugs. lire Chesroft, "Orup Use in Pregniicyr Parsmeters of R1sk,®
Ine pegiatrics Clintce of North Americs, Dec. 1908, p. 1404.)

Marijuana

--Abnorsalities of the nervous system, interpreted as immaturity
and disruptions of fetal sleep patterns

~-Decreused birth weight, length, head circumference

=--Increassd incidence - * stillbirth and neonatal mortality

--Use mother near time of delivery can prolong or shorten labor
and delivery due to effects on infant behavior

--withdraval

(Coryl Latm Jonas, Ph.D., andd Richerd 6. Lopes, Php,, “Conpenent Repert on Drug iwset Dfrect and Indireet
Lifectn an the Infent of Retornal Orug Alnme,* 10 Public Sealth fervice Ragert an the ¢
Vol. L1, OWRS, In press.)

Cocaine

=-{rritability, hyperreflexia, tremulousnesn

--decreased birth weight, length, head circumference

-~Naonatal neurobehavioral dysfunction

--Congenital anomalies: cardiac, genitourinary, and 1limb

15
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malformations .

-=Visual and auditory dysfunction

--Seitures which might indicate cersbral Ppalsy or mental

retardation

--Long~tern developmental nsurobehsvioral disabilities

~~-Withdrawval

-1 d incid of spontaneous abortion

~=gSudden Infant Death Syndrome (SIDS) iCeryl Ledus Jes, Ph.3.. and Richerd L.

Lepez, M0, *Camparant Sepert on Brup Awuse: Birect ond lraflrect Etfects on the Infant of Mternal Srup

Ause,® in fuitic Bealth Jervies Senart en the Cantant of Presatal Cars, Yol. 11, DY, in press; Lyme Rywn,

Sovirs (wlioh, Loretts fimegm, "Cossine ARBe in Pregancy: Etfects en the Fetus and Neberm,®
vol. 9, 19875 611berte Chavee, Jeosph Rul inare, Jose Cordore, "aternsl Cosaine

Use Buring Barly Progaancy 88 o Risk Fester for g 108,% A, Auguet 1900, p. 195;

Diane Petitt] and Chartette Colommn, sCacaine Snd the Risk of Low Birth Weight,® LI, Jammey 150, B, 25.)

opioids (Marcotics)

Heroin, Morphine, Opium

--Lower birth weight

~-Mental and neurological deficiencies

~-chromosomal breakage and aberration

--Drug-induced reapiratoxy depression

~-Vesculer changes

-~-Nercotic withdrawal irome: hyperactivity, respiratory
diatress, fever, diarrhea, m. secretion, sweating, convulsions,
yawning and face SCretching (ce,i Lubums jenss, Richerd Lepez, *Comporunt Reperz on Bru
Abuse: Direct and Ingirect Lffects en the [nfant of Naternal Orug Abuse,” in AbLIC Hiselth Service remsct en
he Centent of Preretal Cace, Vol. 11, OMS, in presa.]

Mathadone

Methad posed borns are significantly emaller in weight
and length compared to drug-free infants through 6-9 months of ege,
but usually catch up in weight and length by 12 months. The one
exception is that of hLead circumference: it does not exhibit cetch-
up growth. Small head size in young infants has been reported to
be predictive Of poor deve’Opmental outcome. (ire Chaenet!, "Trug Use In
Proyrarcyt Paramters of Risk,® Ihg Pediatrica Clinice of Nerth Americe, Oec. 1M8, p. 1404.)

Phencyciidine (PCP)

~-Withdrawal, including tremors, irritability, hypertonia

~-Suddc.+ outbursts of agitation, r».ia changes in 1level of

consciov._ness, bizarre eye mo ts, sleepl

-=vomiting, diarrhea

--Respiratory distress

-~Spasticity

--Cerebellar malformation

--Increased risk of prematurity and lower birth weight (coryt Latue Jones,

Richerd Lepez, “Cesparent Report on Orug Abuse: Direct snd indirect Lffects on the Infant of Netermel Drug

Atme,® in Public Mealth Service recert en the Lintent of Privatal Coars, Yoi. 1, ONRS, in preas; Arthur

Strmms, foucharg Nodenley, So3be Sesu, “eenstel Manifeststiens ¢f Matermel Phencyciidine (PCP) Atuse,*
. Octeber 1931, p. 550; Nency Golden, Rebert Sokol, l.lesiie Tudin, *Angel Dust: Possible Effects en

the fatus,® Pediateics, Jarusry 1990, p. 18.)

(-
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Alcohol

o For pregnant women who consume three drinks of alcokol per
day, there is a 10 porcent chance that their babies will be borm
with the Fetal Alcohol Syndrome (FAS). The risk rises to 33
porcant if the mother imbibes six drinks per day. The risk rises

as the dose increases. (Rebert homt, Gatting Taush en Satew Sryms, Weehirgten, 0C3
Amrican Pepthistric Press, Ine,, 1984, p. 111)

o Petal Alcohol Syndrome has not been raported in children of
"gocial=" cr "moderate-" drinking women. It has become apparent
that children severely affected by Petal Alcohol Syndrome are born
tn only those mothers who consume iarge amounts orf alcohol daily
during pregnancy. D, tepert to the U.s, Congrese en Alcehel s Neslth, 1948, p. 221°2.)

ENERGING DATA ON TEZ LONG-TERK DEVELOPNENTAL EFFICTS OF THE NEWBORN
CIILD I8 LIMITED

o A UCLA study of 18 month old toddlers prenatally exposed to
a variety of drugs suggests both physiological and behavio 1
effects of prenatal P e. Prenatal drug-exp re appears to
have an adverse asftect on develor tal pr that extends
beyond the newborn and early infancy period. Drug-exposed toddlers
demonstrated significantly lower intellectual functioning than a
drug~free comparison group. Dramatic deficits were seen in the
drug-oxposed children’s sponzanecus play where self-initiation,
organization, and follow-through without the assistance of the
examiner to guide the tasks, were called fOr. (tarei Rodhing, Lefle Seckuith,
Jxly Mowerd, “Attachasnt and Play in Prenstel Drug Expeaure,® in press.)

[ A review of five longitudinal studies which evaluated
nethadone-exposed infants throughout their first two years suggests
t* t no long-term developmental saquelae are directly associated
with methadone exposure in=utero. (Xl xalterbech wxi Lorette Finwgen, “Developmantsl

Outcons of Childran Som to Methedone Meintained Vomen: A Review of Lengitudinel Stuties,® Beyrsbeheyieral
arfcolomy ad Teratelegy, 1984, p. 274-274.)

[ A New York City study found neurobehavioral deficits in
children of methadone-treated mothers at 18 ponths of age which may
be predictors of later learning and behavioral problems. treve foees,
Helen Johneon, Children of MethedoneMainteined Nethers: Feltow=tP to 17 Nonths of Ape,® Journgl of Pedipteics,
Agust 1962, p 192.)

-] The most recent findings from a Seattle longitudinal study
show * .at alcohol-related neurologi:al and behavioral effects have
persi ted in the children of the heavier-drinking mothers to at
leas’. 4 years of age, (wrs, Regort to the V.5, Coraress en Alcshol eng Heelth, Jenusry 1967,
5. 86,

° A ten-year followup study of adolescents who were born with
the fetal alcohol syndrome indicates that its effects are
permanent. The correlation betwaen sevarity of mantal retardation
and severity of physical deformity and growth deficiency has

21
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pecsisted into sdolescenca. Ows, taarite thell.f. Covress o dlcehel and Sealth, semmry
14, p. 3.1

] The best studies shov that children exposel to drugs befors
birth may still hsve intelligence in the normal range. They may
also have s range of other stypical cognitive shd gross motor
cherscteristics., mizherdr. Sarth, *Shnetionsl Ieptications of Prenstally Drug Capweed Chiidren,®
Secial Mark in Eddatisn, in press.)

PROFILE OF SUNSTANCR-ABUSING MOTEEMS

o Rhode Island completed s survey of hospital sdmissions in
October and November 1989 to measure the statewide prevslence of
illicit drug use by pregnant voman. Pindings:

--Specimens for 35 (7.5%) of the 465 women were positive for
at lesst one drug.

--Nomen with public insurance were four tiases more likely to
be positive (16.1%) than wsre women with privete insurance
(#.18%).

-~Cocsine was detected more commonly in women who were othsr
than white (8.2%), ussd public insurance (8.9%), wars
classified ss living in poverty (6.8%), had one or mwre
children (4.2%3), and deliversd st the regionsl perinutal
center (3.9%). Women who were using public insurance vere
also nore likely to be positive for marijuana (5.6%).
(C0C. *Stoteuide Prevalence of 1lLicit Brug ke by Pregrent Vemen © Rhsde lsland™. AR 1990; vel. I, Ne. %
Po. 226, 127, Reported bys Vi Nellinshesd, 1D, JF Griffin, W, W S:oit, M9, NE Burke, WON, Office of Dete and
Eveluation, Div of family Neelth, &hode Isiend Oept of Beslth; G Couston, 10, Mhede fslang Nedicel Seclety;
1A Vest, 1D, American Colloge of Chatetricions and Synecelogists - KCods Toland Section.)

) Most crack mothers are not teenagers. Most often, they sra
between their early 20s and 30s, with an sversge sge of 25 to 28
years. Usually, thay have between two and four other children.
Crack babies reported to the child welfsre system sre pPrimarily
black, with a smaller number of Hispanics and aven fewer whites.
(Srack Sebias, Offic. of the Inspecter Garwrel, NS, Februsry 1999, p. 1.)

] A 1984 Boston City Hospital study of pregnant women found that
cocaine users vere more likely to be single and born in the United
States than nonusers, and vere less well nourished. (pesersh frank, Serry
Tuckersan ot sl, "Cocaine Use During Pregrancy Prevelence and Corveiotes,® Pagistrics, Oec. 1988, p. 808.)

[} Marijua—~a and snorted cocaine are more prevslent among middle
and upper income women, while crzck and heroin use sre more often
found in lovw income WORGN. Qaws Fert. "ONY Gpeeed Infants ond thildren: Service Nesds e
Policy Qusstions.® AW, Jamary 29, 1990, p. 3.}

] A Boston City Hospital study found that among adolescents,
pregnant drug users were more likely to be black, have a history
of abortio’s and venereal disease, rsport nare negative life events
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and violence during pregnancy, and veceive more support from the
father of the baby who was more likely to use marijuana axd
cocaine. [mrtewie Amare, Sorty Duchorman, Neumrd Cobrel, "PrUl Use Amirg Adnlescant Nethores Prafile
of 2isk,” fadiatrica, My 1909, p. 144-1%0.)

] Drug uge can euper-:de ell other aspects of the lives of crack
addicted mothers. In .he w.rds of one caseworker, working with the
sothers "is like beating your haad against a brick wall...because
you are dealing with someons w... has n¢ control over her life.
Shs's worried about her naxt hit." Casevorkers can spad days
trecking mothers vho give false addresses to hospitals and then
abandon their babies. (Coack fabiss, Oftice of the Inpecter Sonerel, DINE, February 1999, 9.
1

[ "The most remarkable and hideous aspect of crack cocairna use
ssems to be the undermining of the matermal instinct. last year,
an addicted motiner in Cakland was found to have sacked crack st
homa during labor and betveen the delivery of twins, both of vhom
later died. This typs of hehavior indicates total cbsession and
extraordinary chemicsl dspendenca.™ (srepersd testiamy of S Trin, R.4., cited
In *Sern Maskeds Cenfrenting the tmpect of Periratsl Ss:ance AEe,® & Beering befere the Noure Select
Conmittee @ Children, Youth, end Families, Veshingten, OC, April 11, 1909, p. 154.)

PUNOING OF FEDERAL DRUG CONTROL PROGRAMS

[ Spanding for all Federal dr—g control progrems has grown from
$1.4 billion for both outlays and budget authority in 1981 to a
proposed FY 1991 level of $10.6 billion in budget authority. The
President‘s FY 1991 request represents an increase of 12 percent.

PEDERAL DRUG CONTROL BUDGRT
(in billions of doslars)

1981 1983 1985 1987 1989 1990%* 1991*

Budget Authority 1.4 1.9 2.6 4.6 6.3 9.5 10.6
Outlays 1.4 1.8 2.4 3.6 5.6 6.9 9.7
* sstiumtes

(Budoey of the United Stetes Coverrment, Fiscel Yesr 1991, Saction f11.€., p. 111.)
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YEDEIRAL DRUG CONTAOL A™TIVITIRS
(budgat authority in millions of dollars)

FY1989 PY1990 FY1991 FY90-31 Increase

Criminal Justice $2,682 $4,191 $4,279 $ 88 2%
Treatment sss 1,337 1,492 185 12
EZducation, Com- 677 1.118 1,242 124 1

munity Action, &
The Workplace

International Ac- Jo4 419 690 271 (13
tivities

Interdiction 1,467 2,029 2,373 344 17
Ressarch 231 Jl8 383 65 20
Intelligence 53 71 172 101 142
TOTAL ~ §6,302 99,483 910,631 §1,148 12%

FUNDING OF PREVENTION AND TREATMENT ACTIVITIRS

Tvo dozen Departn: its, agencies and sub-egencies spent $1.6
billion on treatment and prevention activities in 1989. The FY
1991 President's budget request seeks $2.7 billion. The following
table provides =a breakdown of the agenciea which have
responsibility for prevention and traatment:

XATIOMAL DRUG COMAROL BUDGET
(Budget authority in millions of dollars)

Drug Abuse Provention 1989 1990 1991
actusl sstinate regquest
ONDCP 1.2 4.0 5.5
Special Forfeiture Fund 0.0 0.0 0.0
ADAMHA 120.8 234.5 282.9
Centers for Dicesse Control 20.0 25.2 Jo.2
Human Development Services Jo.0 29.6 29.6
Family Support Administration J.0 1.9 0.0
Dapt of Defense 69.7 72.% 74.6
Education 154.5 539.2 5913.3
Housing and Urban Development 4.1 49.2 75.0
Labor 38.2 70.1 8.5
Bureau of Tind Managesment 0.1 0.3 0.3
National Park Service 0.2 0.4 0.4
Bureau of Indfan Affairs 2.6 5.7 6.9
Offica of Ter. & Intntal. Affairs 0.0 0.2 0.4
ACTION 10.1 9.2 £.6
Agency for International Development J.: 4.7 3.4
DEA 2.2 2.2 2.2
Office of Justice Prograns 1.0 56.6 30.8
Fedoral Aviation Admin. 4. 12.6 1).2
PREVERTION SUBTOTAL 677.1 1,118.1 1,241.8
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Drug Abuse Treatment

ONDCP 1.2 4.0 5.8
Specisl Forfeiture »und 0.0 .0 0.0
ADAMHA 391.7 685.6 759.7
Health Care Financing admin. 140.0 170.0 190.0
Indian Heslth Sarvices 18.7 32.3 33.0
Human Development Services 0.0 0.0 6.0
gducation 21.8 23.3 24.4
Depart. of Defense 12.4 11.6 11.4
Bureau of Prisons 4.1 6.0 8.0
office uf Justice Programs 34.4 95.1 104.9
Bureau of Indian Affsirs 2.0 0.0 0.0
Labor 0.4 0.5 2.7
Veterans Affsirs 239.8 269.2 297.7
U.8. Courts 23.3 39.2 48.3
TREATMENT SUBTOTAL 887.8 1,337.3 1,491.8

TOTAL PREVENTION AND TREATMENT $1,364.9 $2,435.4 <2,733.6
Optisei C7un Cantrol Strateny, Sudgat Sumery, 9. 12. The White Reuse, Usshingten: Jarsry 1990)

o Since FY 1987, support for all HHS anti-drug sbuse initiatives
has increased from less than $400 million to $1.7 billion requested
in the FY 1991 Presidsnt's budget.® (me *fiscat reer 1991 Sutgete, U.S. Dept. of
neotth £ Buman Services, Veshingten, p. 8.)

TARGETING RESOUACES TO WONEN

o The Alcohol-Drug Abuse-Mental Hr.lth Services (ADAMHS) Block
Grant sst-~aside for substance abuse progrsas and gervices ror wonen
has expanded sight-fold since 1983, rising from 3% by law of all
funds, or approximately $14.7 million, to 10%, or approximately
$119.3 million, of the $1.2 billion contained in the block grant
for FY 1990. (*The Fiscat Toor 1971 Budpet®, Dut. p. 32; Offfce of Trestaent inprevasent, ANWA.)

o "In Piscal Year 1991, the Pedera) government will devote
additional resources to pregnsnt addicts and thair children through
outreach, trestment and rescarch. Through proposed State treatment
action plans, Statss will be held accountable for providing
improved and expanded outresch efforts and trestment programs for
pregnant addicts. (The office of Substance Abuse Prevention) will
avard grants...to support damonstralion programs on prevention,
education, and early intervention...(The National Institute on Drug
Abuse) will (support) demonstrstion grants for ressarch and
development of outresch as well ss safe snd efficscious treataant
(' _vicss to pregnant addicts...(T)i's Administration will support
further research and data collection to improve cur understanding

")
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of the nature and extent of this problem.® Gatiwe! sns Cactral Stratas, p. 30

o "(g)ervices to women with alcohol and drug problems have
increased significantly due to the availability of funds for new
and expanded programs, as well as the cusulative effects of the
previous - ears' efforts on tehalf of this target population.
Through establishment of child care ocmponents, a significant
barrier to many womea's participation in treatment (has beern)
OVErCome in NUBErcus STATES." CONNS Blek Gret Sot-teids Bgurt te Swyress, Plosel
M‘"“.’H”“L‘-“'M.&Ium’

o " pproxisatoly $2¢0 willion {will be provided this year) for
treatment directed at adolesoents, pregnant vomen and
intants, addition to treatmant ‘'campuses' aud treatmant
evaluation and referral Programs.” Gatisml Sns tetrel Stratew. Shandive RESCY,
» 3, dn. 1990,

o An‘setimated $170 million will be spunt by Nedicaid in FY1990
for drug treatment costs, up from $140 million in outleys in PY
1989. taetienel AR Catrel Atraceme Sl o ROMEY, @8- cit., m. 125-79.1

[} Thc Alcohol, Drug Abrise and Mental Health Mwinistracivi
(ADAXCA) of the Department of Health and Numan Sexrvices (HHS) spent
$46.5 million in FY 1989 on programs and research concerned with
drug abuse axclusively hmong pregnant wosen, excluding block grant
funds. An additfonal $7.2 milljon was spent for research on
alcobolism and wowen. It will spend a projected $110.3 million in
FY 1991, The following table Frovides additionai details:

DRUGS AND PREGMAMNZ WOMEN

Activity jadtl Y1990 Est. EXi994 Ext.89-9) ¢/~
NIDA Research  $13,780 $20,900 423,900 73.43
NIDA Demos. 18,445 25,500 26,000 41.08%
Subtota) WIDA: 32,225 46,400 49,900 54.88%
OSAP Demos. 5,145 38,049 42,844 732.7%
0TI Deads. 11,2%0 29,046 17,648 56.9%
TC/TALL $48,620 $101,50% $110,392 127.1%

Kte: ibA--Betionsl lrutitute en By Ane
CBAP--Office of Bbutance Anne Prevetion
0T10-0ff1ee for Trrotmunt leprovessnt
UOMEA Divieten of Pinancisl Nenagemmnt; T8E Offfce of Aset. Secretary tor Rerogenm.. § Budget)

o The ADAMHS Block Gran’, wvhich provides 17% of all funds used
by itates for alcohol/drug sbusd services, was changed Ly the Anti-
Drug Abuse Act of 1988 to increass the sst-aside for women fren 5%
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of all funds to "not lmmammt!otmmw
designed for women (especially pregnant vomsn and wvomen with

children) and dewonstration projects for the provision
of residential treathent sezrvices tO Pregnant vomSn.” Dwiis sl teviee
Act, Part &, foe. W6 (HY, oo M5.1 ——

° mnlozueoozmmlopn:mm (M)viuqnna
mmmuQcmxmum-mm ted prevemtion
activities, including...projects that will preveat the sbendcument
otinunu identify and address their needs, and condect éarly
etucstion and diversion of at-risk, rumawey, and
hmlmvnﬂt' Atiesel e Chatrel Steatesl Relast Remary. @, <it., p. 98

o "An additional $& miliion ie M {in FYissi} for m
Research Demomstratios program

wide range of cosprshensive services for drug-dependent (‘crack
babies'} and HIV infected children.® (e, s O7.3

STATRE AND LOCAL PREVENTION AND TREATMEW> RXPENDITURES

o In 1Y 1988, state governaents provided $1.02 billjon for
alcohol and drug sbuss prevention and treatment services. Local
goverrments contributed $191.3 million. Together, state and local
governments provided 57 percant of all alcohol and drug abduss
treatment and preventic services €xpenditures. tmetiwst sssscistior of state
Alcohot ummlinmn. tre. Biate Sonmurcas gy favices Seleted t2 2ioghel end Orue Mme Prabiees.
veshingtan: xaw TH9 . 1.)

FRIVATE SECTOR RPFORTS

o Nearly $103 =mi..ion for 1,800 grants from more than 400
foundations (private, corporate, co-unity, atc.) has been given
between 1980 and 1987 to support alcchol/drug abuse prevention,
treatment, ressarch and educaticn projects. Poundation giving for
thess purposes increased sixfold between 1980 and 1387 and came
from mors foundations than ever Defore. Rarw sew, glcali & Sns Sane Mpwice:
in Araivets of tepdation Sraeka, pp. 13, 15. Saw Yerk, B.T.: The Fandition Conter, 1909.)

) fn FY 1987 (the latest figqures available), private foundations
gave away $26.36 million in current dollars to support £lcshol/drug
abuse programs. The figure in constant dollars equals $23.20
aillion. For the first time, prevention grants ($13.7 =million or
51,7%) excseded inurvcntion grants ($9-9 million or 37.43). twe.
. cit., pp. xi1, 13.3

o As of 1988, 873 of employes-based group health insurance plans
provided acute-care benefits of vacious kinds for substance abuse.
Substance abuse coverage was offered by 973 of preferred-provider
organization (PPO) plans and by 98% of health maintenance
organizations (HMOS). (The Seslth lasarwne Pictirs in 1WR, p. 7. \ahingen, 5.C.1 Beetth
{nsursnce Assaciatien of Americs (RIAA),)
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Chairman MiLixRr. Congressman Hastert.
Mr. Hastxer. I certainly want to thank the chairms.. for bring-
ing this issue before the committee and certainly before the Con-

gress. .

As we've heard this morning, drug abuse, and especially the use
of like crack cocaine and alcohol cuts acrose economic, social, reli-
gious, ethnic and racial boundaries.

When that happens we need to have concern for the parents, and
especially mothers, most importantly we need to have concern for
the children because they are the ones who have their future
before them. In some instances they're starting out life with two
strikes against them.

So we need to make sure that we just don’t broad-brush this
issue, because every community, every state, every city certainly is
different. They have different needs and different concerns. We
need to give those people who are the providers on that local level
the tools, they need especially to start to help salvage the children
from this type of situation and to make sure that they have a
bright and hopeful future.

So thank you, Mr. Chairman for bringing this to our attention.

Chairman MiLLEr. Mr. Martinez.

Mr. MarTiNgz. Thank you, Mr. Chairman.

The problem that we have is that this is “nobody’s” problem. We
have to understand that environments, whether it’s a middle class
environment or a very poor environment, most of it I have seen
has come out of the poor environment where the hopelessness of
that environment and the influences and the frustration of that en-
vironment are what—with no choice and no alternative—led to
those problems there.

That still exists, wnether it’s a poor society or a little more afflu-
ent society, in the minds of people who are in a situation which
they cannot deal with or cope with and they turn to that. Those
are the things that we have to provide answers to, and how we deal
with those particular individuals that feel they can’t cope. Enough
education centers, enough centers where people can go for help,
enough money spent there.

We can put a man on the moon and we can build planes like the
JVX Tilt Rotor back there and that space shuttle launch, still we
can't devote enough commitment or time to owr c=m people, the
people that need it. I commend you for these hearings and I hope
that the result of these hearings is to come to understand and reel-
ize what the problems really are and how they fester and how
we're going te do something about it.

Thank you, Mr. Chairman.

irman MmLer. Thank you. Mrs. Boggs, is there & statement
you'd like to make?

Mrs. Bogas. Thank you, Mr. Chairman, very much. Thank you
for convening this hearing. It’s very, very necessary to hold this
hearing. Tomorrow I'll be going down to Florida to an infant mor-
tality conference. Qur dedication in this committee, I think, should
be focused on the problem that we’re ad ing today.

It was very encouragilhg to discover that there has been some
very significant work on identifying a gene that may be responsible

\
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for alcohol addiction generation to generation, and certainly that is
a great step forward. :

I might say, Mr. Martinez, that many of the fallouts, if you will.
of the space program have been in medical research, medical treat
ment, the kinds of products that are very helpful in all of those re-
gards. So that whatever we do in research -and-whatever we do in
the development of it, really bears on the problem: that we're ad-

REEEN

dressing today. =~ - x
It’s an extraordinarily important problem and I congratulate the

chairman and the committee staff, and all the people who will be
participating for holding it. 2 :

Thank you. S

Chairman Miier. Thank you. With that we’ll begin to hear
from sur first panel, which will be made up of Kathleen, who is a
parent from Germantown, Maryland; Dr. Reed Tuckson, who is the
senior vice preside:at for programs in the March of Dimes Birth De-
fects Foundation; Douglas Besharov, who is a resident scholar,
American Enterprise Institute; and Dr. Sheila Blume, who is the
medical director of the Alcoholism, Chemical Dependency, Compul-
s&ive k?ambling Program of South Oaks Hospital of Amityville, New

or

Come forward, please. We'll recognize you in the order in which
you're listed and that I called you. Welcome to the committee.
Your written statement will be plac'.d in the record in its entirety,
and any supporting documentation that you have. I want you to
proceed in a manner which you are most comfortable and we look
forward to your testimony and we thank you for taking your time
to be with us.

Kathleen, we're going to start with you. Welcome.

Ms. “X”. Hi.

Chairman MiLLER. Let me just say that I'm sorry we don’t have
enough chairs in the committee room, but if people want to come
up here, if some of you want to sit down on the floor, yov’re more
than welcome to, whatever you'd like to do to make people come
into the room, please feel free to do so.

We're a pretty casual committee, so just hang out. We'll make a
deal with you, you’re more than welcome to sit in the front row
here unless we get so many members of Congress, but we’re not
going to allow you to ask questions now. You're more than wel-
come to take a seat up here if you're not comfortable down in
front. [Laughter.]

STATEMENT OF KATHLEEN “X”, PARENT, GERMANTOWN, MD

Ms. “X”. Hi. My name is Kathleen, and I am recovering from the
disease of chemical dependency. I've believed for quite a while now
this disease is genetic. It runs in both sides of my family. There is a
joke, my mother is Irish and my father is part Indian, so someone
told me I didn’t have a chance from the oeg:nmng

Anyway, today I work in the field of addiction. I am regional di-
rector of marketing for a treatment center, Mountain Manor, and
we have a women’s and children’s program. I also sit on the Alco-
hol Advisory Board in Montgomery Coun.y, active on the creden-
tialing board, I'm a certified addictions counseior.

2




A little over six years age I lived in Washington, D.C., I was on
welfare, I was on a methadone maintenance program over at D.C.
General Women’s Services Clinic, and pretty much went from
place to place, car to car, really had no direction and no goal. I was

emotionally, physically and spirifually very ill.

I'dJike(bb‘;s;ate just a little bit about my background. I was a kid
in Montgomery County, .attending school, I was an A/B student. I
was raised in an alcoholic home. I went to churh a Jot, my mom
took us to church, ard my dad owned bars. Drinking. was. very
normal in may family. oo RS

I like to think ‘today that I ended. up where I ended—it was a
combiration of a genetic predisposition ‘with social permission. I
began drinking very early ca. I left home very young, my home life
had the appearance of a “Leave it to Beaver” yype of home, it was
a beautiful house and a country club. Inside the rioms, you know,
it didn’t look what it appeared to be.

Today I know that my parents were victims of tne way that they
were raised, victims of the disease of alcoholism, and that they are
really good people. My dad was real sick and my mother became
real sick trying to control his drinking and dealing with her grief
and pain around his alcoholism.
15T?§11:d‘g::e seven cliildr%n. }ike I saiid, I lleé’t Ihome when I was

. n using drugs by the time I was 15. I became pregnant
and married a drug addict who was 19. I had two children by the
time I was 18, I was on welfare, I had dropped out of school in
tenth grade.

I want to keep it fairly brief. My child today who is now 17,
Carly, has fotal alcohol syndrome. t wouid hlzlalppen for me is
when I became pregnant I would stop using the illegal drugs, be-
cause in my mind I said I can’t shoot heroin anymore, I can’t use
LSI\% sglge:v:eul}:la grink white wine. be N _

y di not pr at that point to the point wheiz
was a maintenance drigﬁ:?s:g a daily drinker, but I did drink
wine. Back then nobody really said that there was anythiug wrong
with that. My child was misdiagnosed for years, I just cook her to
Georgetown Developmental Clinic. Actually, I ha diagnosed her
myself, because with working in the field I started reading and re-
searching and I had thought that she had all the symptoms of fetal
alcohol syndrome.

I went on, I had another child with that marriage who is here
gi;il me today, Erin, she has written testimony that will be entered

v,

I'lefi that marriage believing that my problem was this man who
was an addict, married another addict. these behaviors are very
typical and very predictable. I know that today, I didn’t then. I be-
lieved that I had to use ber ‘se I had so many problems in my life,
I had so many tragedies 4 child was a burden, I had dropped
out of school, all these t.

I didn’t know that I ing because I wae addicted and that
there was treatment. As my disease progressed, I came to loathe
myself. I rememler feeling so confused because I had this tremen-
dous love for my kids, and I would tell myself that I'm not going to
use today, I'm not going to use anything. I would get uf and 1
would make promises to the children, and I would tell them,

kfi]
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“Mommy is not going to drink any more wine. Mo is not-going
to at any more valiums and this kind of thing,” but I could never
keep those promises. - ) )

'by day my self-esteem just got worse and worse and worse,
and I just started to really believe-that I was a bad person. I re-
member just feeling so confused. Why did my beliavior not reflect
the love I felt for these kids. I really didn't care about myself ‘at

that point. I really believe today that being raised in the environ-

ment that I was, and this is not-to blame- parents, it’s just to sdy
that I say that I understand the disease and how it affécts the
family, that I wasn’t given the nurturing and support that I could
have been if my parents were healthier. ) .

Anyway, I remarried another addict, very typical again of some-
one with co-dependency and addiction. I had two other children,
and I can look and I can say that is so insane to have two more
children when I had three children that I couldn’t even take care
of. What was I doing? I can understand today I was trying to fix
my life through externals. I kept thinking if I have another child
it’s going to force me to pull my life together because I didn’t un-
derstand the disease of addiction.

I had two more children. My fourth child died when he was two
days old, he was born prematurely due to my addiction. My fifth
child died from sudden infant death syndrome when she was
almost three months old.

You know, we can look and we can watch the news and watch
these peopl~ having these babies, these crack babies, and what an
awful thing. Why would they have these children if they’re addict-
ed? Let me tell you, when you're caught up in the disease of addic-
tion you don’t know how sick you are. There’s something called
denial that goes along with the disease.

I never wanted to harm anybody, I just wanted to fix my life. My
children were the motivating factor for me to get into recovery. 1
went through a lot. After my child died from sudden infant death, I
became very depressed. I ended up—my mother took my children
and watched them, bhecause I just became very suicidal and really
gave up on life.

I got into treatment, I did go through Mountain Manor where I
work today. I went through treatment, and I went through 30 days.
After treatment they had nowhere to send me and I went buck
home. Let me tell you, after years of being on narcotics and alcohol
and te go back home, I didn’t have a high school diploma, I had
never really held a job other than bartending or waitressing, and I
didn’t have any friends, I didn": know how to live sober.

I ended up using again and volunteered for a long term program.
The only program that was available in Montgomery County at the
time, Second Genesis. I'm very grateful that I went through that
program, although some of their beliefs are not my beliefs.

It's a punitive model of treatment, I found. I was called names, 1
had to wear toilet paper around my neck for being a person. The
belief there was, 1 guess, that if you change the behavior that it
would stop the addiction, although I felt that I knew I had a genet-
ic diseise and that I was a good person and that I needed to be
somewhere.
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Today Iive been sober going on six years ard do work with
women and children, and I feel that I'm an advozate for children. I
volunteer and run a group over at Mark Twain School in Mont-
gomery County. Most of theee kids live in, also, abusive addicted
households and are substance abusers themselves. el

My son is 18, he's a student at West Virginia University. le{
daughter Carly lives at home with us and she’s doing really we
She’s in a real supportive, loving environment. Erin is real coura-
geous. They’re supportive of me because we understand that this is
ad g

I guess if I get one mescage across, people that are suffering from
the disease of addictivn are not bad people. When we talk about
women and children, thes- women need love and nurtu.ing-and
urdarstending and a safe place to be. They need skills to make it
out there. I've been very fortunate that I was loved until I could
love myself.

I just would like to thank everybody here for listening to me
today. Thank you.

[Prepared statements of Kathleen and Erin “X” follow:]
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PrxpARED STATEMENT or KaTHLEEN X, GERMANTOWN, MD

I am recovering from the disease of chemical dependency; my
name is Kathleen. I hope that my story of addiction and recovery
will help the Select Committee understand the need v treatment,
not punishment.

I was raised in Montgomery County, MD in an upper class homs,
attended parochial school, with 2n above average IQ. My dad was
a "functioning alcoholic," and =y mother was y oo~
dependent on my father, that is her life completely revolved around
him and his alcoholism to the point ‘where-she couldn't take care
of hersalf anyrore. As his disease progressed and worsenss, uo did
her codenendency. There wers many secrets in our home, .

A1l 7 children went through physical, mental and emotional
abuse and negligence, as neither parent was able to provide us with
the emotional support and nurturing for healthy ssif~ssteem. Today
I realize that both my parents were sick, not bad.

Research shows us that this disease is genetic. I wvas
certainly predisposed, that is, if I use( chemicals I would become
addicted. Plus, before I ever used, or “picked up®, I had no self-
worth, truly a victim of my environment.

I naturally was drawn to a negative crowd of youngsters, like
me from alcoholic homes, who were experimenting with drugs
themselves. I finally fit in! I became sexually active (another
predictable behavior), got pregnant and left home at 15 to move in
with ny 19 year old, drug-addicted husband

That marriage lasted 10 yearr, we had three children. I would
stop using "hard drugs® when I became pregnant, and would
substitute legal drugs like alcohol, or just smoke a little pot.
In my mind, those drugs were mild and O.K. to use. My 17 year old
daughter is a victim of that legal drug use. Today, she suffers
from Fetal Alcohol Syndrome, directly resulting from alcohol use.

Today I know that one of the symptoms of the disease is an
inability to stop using, or loss of control. So what pregnant
addicts do is minimize, substitute, do more lying and hiding. If
they can control drugs, they do not have the diseass.

I tried everything to pull my life together. I didn't realize
that drugs and booze were the problem--I thought I used chenicals
becauge I had so many problems. I decided that my husbanu vas the
problem, so I left him. By the time my son was 13, he had attended
16 different schools. I tried to fix my life through externals.

The most painful memcry I have of my addiction is the
tremendous guilt and shane I experienced around my children. I
have to remind myself that I was .also a victim myself. I remember
teeling so confused. I lovad my children so very much, they vere
all that mattered, although my behavior didn't reflect this love.
I came to feel I was insane, immoral and a terrible mother.

I remarried another abusive man who war addicted. By now ny
disease had progressed and I was a daily heroin IV addict. I got
on methodons maintenance to attempt to control that addiction. But
then I simply became addicted to methadone, and I 1lost all
motivation.

Again trying to "fix" my life I had two more pregrancies. "If
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I have a baby, it vill forcs me tc pull my life together,” I would

. tell myself. My only goal was to be a good mother to my children.

I would wake up sick every morning and try net to give in to
the pain and cravings for drugs, only to break my p: se dally.
Neither of those children survived--one was born pramatursly, the
other wvas a victim of SIDS, I beliave both deaths vere secopdary
to my addiction. :

I share this pain and tragedy y today not only to the
committes, but I lecture in the y, schools, churches, etc.,
as I believe if someons had intsrvened with .love and empathy, and
I had besn offered appropriate treatwmant early, these tragedies
would not have occurred. .

Z finally, after 16 years of addiction, many suicide attespts,
and looluincutody of my kids (temporarily to my parents), did go
to Mountain-Manor Treatment Ceniter, a 30-day program. I digd not
go for me, I went for my children. I santed to be able to take
cars of them. I walked in that place believing that I was a bad
person, I was treated with love and respect, and they educated me
arout my diseass. That was »y beginning.

After treatment there, I was still physically addicted (i.e.,
drug craving, mood swings, inability-to sieep) and had no where to
go. I had no job skills, a 10th grade education, was on welfare,
and knev I was doomed to fail. I volunteersd for the only long
term program available to Montgomery Cuunty residents with no
insurance, Second Genesis.

That program had a punitive approach to addiction that was
really designed to fit the needs of the judicial system. I wasn't
allowed to call, write or see my children verv often (we had two
visits in 10 months), but I knew if I left trers that I would uso
drugs again. My only goal was to be witb .y children.

Today I am Regional .Director of Community ocutreach and
Education for Mountain Manor. I also am Executive Director over
Social Model Detox Programs, and Maplewood Treatment Center for
Hontgomery County. I have been sober and-:drug free for 6 years,
and T work with alot of addicted women. I have helped design our
wonens and childrens program, where children can go into treatment
with their mother. I am also happy to report that one of =y
responsibilities on the Montgomery County Advisory Board was to re-
design the 1long term facility in Montgomery County (which
ironically enough was that punitive program that I described above)
to reflect the disease model and to better meet womsn's needs.

I am certainly in total support of early intervention with
addicted mothers; these women need treatment. These women are
sick, they are victims of their environment, they are not
crininals!

My ultimate dream for this severs pProblem would be to see the
health and velfare systems do mere training for early intervention,
then use that knowlege to get these women into treatment.

'l’odai, my oldest, Danny, is a frashman at the University of
West Virginia; Carly is at home; and Brin is in 7th grade at Martin
luther xing Junior High and she is on the honor roll. She asked
me to submit for her today her own statement for the record in
hopes thut she could help People like us get what they need to stay
healthy.
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My children were the only motivating factor in my wantiwg
recovery. I wouldn't be here if I had lost them, I know that.
They taught me how to love myself. Through their unconditional
love and innocence, I found strength. I love my children, I am a
tremendous mother, I am grateful to God each and every day for my
recovery, for my wonderful children, and today to the Select
Committee for listening to my story. Thank you.

S
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PrepaRED STATEMENT o Eriv ‘X’

I remember moving a lot, never in one place long enough to
keep & friend. Going to so many schocls and then coming homs to
find my mom asleep. Sometimes she was aslesp for an hour, and
other times she didn't wake up until the next morning at 10:00 or
11:00.

I was alwvays either late to school or I just didn't go. Now
I am so surprised I didn't have to stay back. Sometimes I didn't
take baths for days and wvhen I went tc school my hair vas alwn
a mess. .

When I was 5 or so my brother and sister deciced to :ove in
with my grandmother. I stayed with my mom and I always stuck up
for her. When my younger sister died is when I moved in.wi*h my
grandmother and when my mom went to treatment.

I wvas sad always. I was only in second grade and I already
needed tutoring. I didn't understand why my mom was away. I just
thought it was really unfair and was =lvays (epressed. Everyone
acting like she was such a bad person and I sturted to believe it.

When my mom came home she also moved in with my grandwothe .
I had started in a new school but it was different from the re.t,
it was clean and bright and much smaller. I didn't have any
friends then. After my nmom was back, she was r nevw person. She
sniled more. She went to meetings a lot.

Then in 3vd grade I started doing go'sd in school and making
friunds. I had never been this happy. I remenm'er once whren mom
was using we went to a dance studio. I couldn't believe kids
actually got to go to a dance studio. My mom said maybe one day.
Well, after my mom's recovery I took dance lessons in that very
same studio.

Now I know my mom isn't rtad, she just had a diseage. I also
know it is hereditary and I could easily have the same disease.
I wanted to come here today so I could help people like us get what
they need to stay healthy.

,
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Chairman Mirrer. Thank you, Kathleen, very much for your tes-
timony. Erin, we look forward to your-written testimony. It's very
nice of you to help the committee with your written statement and
wve’llh make sure that all the Members read it. Thank you very
mucn. )

Dr. Tuckson.

Dr. TucksoN. Thank you very much, Mr. Miller.

Chairman MILLER. Let me make a statemen, if I might. I think
Dr. Tuckson has a time probiem. So when he’s done with his testi-
mony if Members have questions that are direc’'ly related to this
testimony, we may just go ahead and let you ask those questions so
that he can leave and make his other appointment.

STATEMENT OF REED V. TUCKSON, M.B., SENIOR VICE PRESI-
DENT FOR PROGRAMS, MARCH OF DIMES BIRTH DEFECTS
FOUNDATION, WHITE PLAINS, NY

Dr. Tuckro~ Thank you, and I appreciate that indulgence. The
work of this committee is 80 very important to me personally and
to t};g March of Dimes. I'll submit my written testimony for the
record.

I'm going to try to respond to some of the things that were raised
in what I think was the most compelling statement I've heard in a
long time from the first witness.

We at the March of Dimes believe fundamentally that we have
to care about people. We have to care about all of the women who
are pregnant and who are suffering from the terrible consequence
of drug abuse. We :hould remember that they are American
women. They are our women and they deserve our concern.

As we debate public policy on these issues, I think that what is
8o very important, ara I commend you for your foresight in bring-
ing her first, is to realize that these are people with faces. I served
as the health commissioner for the District of Columbia for four
%qars prior to becoming the senior vice president of the March of

imes,

I've had the chance to take care of these women in clinics, in
poor neighborhoods o Wednesday nights and the one thing that
impressed me over and over again, is that these are human beings
who are suffering with a disease. As I struggled with my other re-
sponsibilities as the health commissioner for developing public
policy, it becomes very important to keep that principle in mind.

The nature of the drugs that women of childbearing age are
abusing, and we think that there may be as many as five million
women, of childbearing age who are abusing drugs across this
country, is that they are powerful drugs, and they’re extraordinarily
addictive drugs.

Unfortunately, they work very well. They work at a very funds-
mental level of our brain biochemistry and our anatomy. %e don't
know all that we need to know about why some people have been
akle to exert the “will power” to overcome and some haven't.

Is one person a “good” person anu another a “bad” person be-
cause they couldn’t overcome the addiction? No, we're just differ-
ent people. These drugs work differently. Most people who are
abusing drugs do so in combinations. One of the things we need t»
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realize is that Zhese are women who, as we have just heard, do
valium, do creck, do marijuana, and do a lot of other drugs all to-
gether. The pattern is usually not just one drug of abuse.

We also d¢ nrt know the magnitude of the problem. We really
need much more work on the studies. We estimate numbers like
375,000 children are exposed to drugs in utero each year, 100,000
children are exposed to crack eac}ﬁﬁ')ear Is the number really
100,000? We don’t know for sure. A is doing the necessasry
work now. And two years from now we'll know better what the
n1mbers are. It woulc{ be ridiculous for any of us to think that the
nzoblem is not extraordinary, that it is not major, or that it is not

growing.

We can debate whether it’s 100,000 or 50,000. If it's 20,000, it's
too darned many and the problems are tﬂl::t too t.

When we look at our responses to this problem, it is clear that
we do not have enough prenatal care, period. Whether there was a
drug abuse problem or not, it is incredible that still, after all these
iears, after all this technology, after all the spin-offs, we do not

ave erough treatment programs. We don’t have enough drug
treatment programs by several orders of zuagnitude.

What is even more frustrating is there is no relationship be-
tween the drug programs and the prenatal care programe. If we're
going to treat women who are adcficted and pregnant, we have to
treat them in the context of the whole person. We have to care
about the baby and the mother.

I don’t understand how we’ever get into discussions about sepa-
rating the baby out from the mother. It’s all connected, the moth-
er's prenatal care is connected to the drug abuse care, the child is
connected in utero to the mother. It’s all one thing that needs to be
coordinated and unified. Why we cannot devise a health care
syst%m that puts incentives for all of that to occur, I don’t under-
stand.

We just haven’t put eaough attention to it, it’s not just money,
it’s also will. We have to case manage. We don’t have the case
managers to do this work. The social service systems are already
overwhelmed and overloaded.

I would also say to you, Mr. Miller, one thing that I have come to
leara, the answer is not the criminal justice system. You do not
solve this problemhl;fr arresting women. You do not solve this prob-
lem by arresting children. It doesn’t work that way.

If you put a barrier to access to people to come into the health
care arena, people will not come to see you. If you say that you will
g0 to jail or you will lose your child automatically by presenting for
care, who in their right mind would come forward and participate
willingly with the health care system.

Very quickly and to summarize, we have some things to learn.
We have to learn more about what werks. We have many more
studies that need to be done. Do you know we only spend now $30
million in the Office of Substance Abuse Prevention to study this
problem, to educate about this problem and for treatment pro-
grams.

All we have is 100 demonstration grants. Next year, with the
funding that they have, all they will add is only 15 more. We don’t
know what the definition of success is, we don't know what works
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and why it works. We don’t know whether you should put women
in programs that are residential and for how long versus outpa-
tient care and which is more cost effective.

We don’t know whether you should or shouldn’t separate the
child from the mother when they are in these kinds of programs if
there’s any reason to do it, scientifically or clinically.

We don’t have any idea of what kinds of drugs really are going
to be effective in the long run for managing things like cocaine or
12 or, for the new threat of smokable heroin.

My five minutes is up. The thing that I would emphasize is that
in the next few weeks, we’'ll be testifying for the March of Dimes in
front of the Appropriations Committee. We're going to ask for $57
million for model prevention, education and treatment, well
beyond the $30 million now allocated. We're going to ask for an-
other $15 million to implement the Abandoned Infants Assistance
Act because of all the children thst are going to need foster care,
and those sorts of things.

More than just asking for money, we're going to ask for compas-
sion, for love, for care, for volunteers, for human beings to reach
out to other human beings in this country. We're going to have to
work continually with the executive branch as we look at ways
that we can, at the state and federal and local level, to reorganize
the pattern of care for how we provide services.

Thank you very much for being able to testify.

[Prepared statement of Reed V. Tuckson M.D., follows:]
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PREPARED StaTEMeEnNT OF Rexp V. TucxsoN, M.D., S=:ior Vice PRESIDENT FOR

ProGRAMS, MARCE OF Diazes Birts Derecrs FounpaTion, WriTR Pramns, NY

Good morning, ™.. Chairman and members of the committee. I am

Dr. Reed Tuckson, former Commissioner of Public Health for the
District of Columbia, and nw senior vice prasident for programs
for the March of Dimes Birth Defects Foundation. I appreciate this
opportunity to task with yuu about the growing crisis of substance

abuse during pregnancy.

This is an issue that Congress must ~are about, and I commend this
committee for its concern. This is an issue that the nation must
care about. Abuse of both legal ad illegal drugs during pregnancy
has an obvious, significant and devastat.ng impact on America's
mothers and babies. And for a variety of complicated social,
environmental, biochemical, and psy: i0logical reasons, the problem

is escalating rapidly.

Common sanse, medical res~arch, and clinical experience tell us
that drugs are damaging to the human body. They also tell us that
taking drugs during pregnancy has a devastating eZfect on the
developing fetus. We know, for example, that cocaine use during
pregnancy is assoclated with increased risk of spontaneous
abortion, abruptio placentae, premature labor and stillbirth. We
know that cocaine exposure is associated with malformation of fetal

organs, especially the heart.

There is evidence that use of cocaine during pregnancy is

associated with higher rates of Sudden Infant Death Syndrome. And
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there is some evidence that cocaine exposure may lead to problems
with emotional and educational development later in life. More
study is needed to fully understand the long-term effects of

prenatal cocaine exposure.

Drug abuse during pregnancy is also a driving force behind the
increase in congenital AIDS -- AIDS that is passed from the mother
to the fetus during pregnancy. Crack is so addictive that people
will do anything to get it -- including trading their bodies. sex-
for-drugs transactions in the crack houses are spreading the HIV
virus to more and more wemen of childbearing age. Their babies are

being born with AIDS and dying within the first few years of life.

Drug-related sexuai activity also is fueling the rise of other
sexually transmitted diseases. Despite all the fear and publicity
around AIDS, sexually transmitted diseases are gtuJsing threat to
the heaith of mothers and bables. The risk of other types of
infection also is increased by frequent sexual contact, and we know

that infections have been linked to premature birth.

Illegal drugs are not our orly probklem, however. Drinking alcohol
duzing pregnancy can lead to fetal alcohol syndrcme, a pattern of
physical and rental birth defe~ts that includes prenatal and
postnatal growth deficiency, facial abnormalities, and a variety

of malformations of major organ systems. Aporoximately 5,000
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babies are born each year with fetal alcohol syndrome. And we
estimate that about 50,000 are born with the less severe symptoms

of alcohol damage known as fetal alcohol effects.

Similarly, smoking cigarettes during pregnancy is clearly
associated with an increase in stillbirxth, miscarriage,
prematurity, low birthweight and neonatal mortality. Nicotine in
tobacco smoke causes blood vessels to constrict, reducing the flow
of blood to the womb and depriving the fetus of vital nutrients and
oxygen. The fetus is also exposed to carbon monoxide, a toxic gas
that has beea shown to cause impairment of learning and memory in

animal studies.

A study published in the Journal of the American Medical
Association found that one out of five women smokes cigarettes
throughout pregnancy, or about 750,000 women each year. The
National Commission to Prevent Infant #Mortality has estimated that
smoking is responsible for about 25 percent of all low birthweight

and about 4,000 infant deaths each year.

How widespreaa is the is the use of illizit drugs during pregnancy?
The truth is, we don't know for sure. Not enough studies have been
done, and the anecdotal evidence tells us that the epidemiology is
chal.,ing rapidly for the worse. We do have some estimates,

however.
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Pc. Ira Chasnoff of the National Association for Perinatal
Addiction Research and Educat.ion surveyed 36 hospitals in 1988 and
found an average of 1l percent of women used Licoin, methadone,
cocaine, amphetamines, PCP or marijuana during pregnancy. Applying
this percentage nationally, he estimated that as many as 375,000

infants may be exposed to drugs in the womb each year.

The study found that high rates of maternal substance abuse were
not confined to large urban areas nor to hospitals with high rates
of low income or public aid patients. And a follow-up study by
Chasnoff in Pinellas County, Florida, supported the conclusion that
substance abuse during pregnancy cuts across all socioeconomic
lines -- affecting black women and white women, and private
patients and clinic patients, in roughly the same proportions. The
only major difference was that providers were far more likely to

report a black woman to child abuse au’hcrities.

The President’'s National Drug Control Strategy report puts the
number of cocaine-exposed babies at 100,000 per year. More
conservative estimates suggest 30,000 to 50,000. Whatever the
exact number, 1t is clear that abuse of crack during pregnancy is
significant and increasing. Anecdotal evidence gathered by this
commi‘ttee in a survey of 18 hospitals suggests there was a
tremendous increase in maternal substance abuse between 1985 and
1988, and a major shift to crack cocaine as the drug of choice for

women.




39

I am certainly aware from my experience as comnissioner of public
health in this city of the increasingly devastating impact of crack
on mothers and babies. In the early years, we made slow but steady
progress against infant mortality through initiatives that reduced
the barriers to prenatal care. But in one year, those gains were

entirely wiped out by crack cocaine.

Now in this city, we fird 20 to 30 women each month who are so
compromised by drugs that they must be picked up by the emergency

medical service and brought to ihe hospital. On any given day, we

find that as many of 75 percent or the babies in D.C. General
Hospital are there because their mothers used drugs during
pregnancy. And my colleagues all across the nation report similar

experiences.

Hocw are we going to rcspond? Certainly we need more information
on the scope of the problem, and I am pleasel that the National
Institute on Drug Abuse has initiated a new prevalence study of
illegal drug usage. Certainly we need enhanced understanding of
the biochemical impact: of cocaine on mothers and babies, and I
wolld hope the federal government will join witl. the March of Dimes

in supporting research in this area.

But what we need most of all is treatment. Yes -- individual

responsibility is important. Yes =-- parents, schools and
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communities need to develop young people who can make the right
decisions. But first and foremost, we must recognize drug

addiction as a disease.

And we must recognize that people who have a disease need care.

When it comes to the legal drugs, there are some programs that
work. The effectiveness of 12-step alcohol cessation programs and
smoking cessation programs are well known. We need to bring these
programs into the prenatal care clinics and make them reimbursable
under Medicaid and private insurer plans. We need comprehensive

prenatal care that treats the whole person, not just the pregnancy.

When it comes to illegal drugs, we need to start by recognizing
that people are not going to get care at the price of their
freedom. Legal action against pregrnant women who use drugs will
not lock them into the jails -- it will lock them out of the health
care system. It will breed distrust between physician and patient.
Instead of coming into the system for care arnd a loving embrace,
people will stay underground, spreading disease and living lives
of guiet desperation.

Second, we need to decide how successful treatment is defined and
how high a success rate we require. If we define success as making
an addict 100 percent drug-free forever, then we have very few
success stories. If we define it as making a chronic user into an

occasional user, with longer durations between usage, then we have
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many successful programs right now. Similarly, if we define
success as helping every woman who enters a program, then we have
few successful programs. But i we consider a program successful
that retains and treats 20 to 30 percent of the women who walk in

the door, then we have many good programs.

Third, we must increase our treatment capacity. Too many treatment
programs refuse to take pregnant women. TooO many have no treatment
program for crack addiction. Too many programs refuse to take
women on Medicaid. Pregnant wemen are waiting in line to get

treatment. We need more clinics. We need more treatment slots.

Fourth, we need to increase the quality of treatr:nt. Health care
professionals need to be better trained to recognize and treat
pregnant substance abusers. Drug treatment needs to be coordinated
with prenatal and obstetrical care services. We need more case
management workers to ensure delivery of comprehensive, appropriate

care.

Fifth, we need to identify the most effective approaches to
treatment and rerlicate them around the country. Next week, the
March of Dimes will testify before the Appropriations Committee and
we will ask Congress for $57 million for model prevention,
education and treatment projects for substance abusing women,
conducted through the Office of Substance Abuse Prevent.on. We

w..1l also request $15 million to implement the Abandoned Infants
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Assistance Act, which will provide foster care for drug-addicted

| and HIV-positive infants who are abandoned in hospitals.

Finally, we need to develop the national will to finance high-
quality treatment that is integrated with prenatal care. We need
to clearly define the maternal substance abuse treatment and
services that should receive priority financing and what they will
cost. Once this is done, these costs can be balanced against the
societal costs of failing to provide treatment, including the costs
of ICNs, boarder babies, foster care, and special education for

developmentally disadvantaged children.

I believe these numbers will clearly demonstrate that it makes
moral, medical and financial good sense to pay for drug treatment

instead of paying for the consequences. Tbank You.
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Chairman MiLLER. Thank you.

Do any members have any specific questions they’d like to ask of
Dr. Tuckson? Mr. Bliley.

Mr. BLiLey. Mr. Chairman, I just have a couple. I appreciate Dr.
Tuckson taking time to be with us.

From what you say, since there’s 30 much we don’t know about
this disease and what to do about it, don’t you think it would be
better for us to grant funds to states and local government and let
them decide best how to pr-weed in their particular situation,
rather than for us to try to direct it from Washi n?

Dr. Tuckson. That'’s an excellent question, and I appreciate it. 1
have had the responsibility for running programs for a city/state/
county environment. Certainly I had some very clear ideas about
how we should spend our money, and thought we were very
thoughtful and smart about some of that and, in fact, we were
thoughtful and smart about some of it.

We made a decision, for example, and this is a horrible decision
to make when you think about the consequences of it, that because
of the lack of availability of drug treatment programs in our city,
we had to make a prioritization. That's an immoral position to be
in. We said that any pregnant woman that wanted care would sfg
i% the same day she wanted that care, eve~ if it meant, and it dia
mean, that some men didn’t get care.

So we made a choice and we prioritized. We went and sent let-
ters to every community leader and civic leader and church leader
that we could find and said if you know of a pregnant substance
abuser, you get that person to us at this phone number, at this
number, cut through all the bureaucracy, you gat treated the same

day.

'%he problem with that is, while that i3 wonderful stuff, we can
do some things, I don’t want to be overly pessimistic about the ca-
pacity to treat substance abuse now. There are success stories all
around us every day, as we've just heard, but do we really have
those clinical skills based upon the kind of research data that we
really need so that we're reﬁfy good at what we do.

Can we at the local level, when we create these programs, realiy
go to the local legislature and say to them that this is the cost ben-
efit equation for how we will spend our resources, that it's better to
put a person in a residential program for a year and a half because
it decreases the recidivism rate, as opposed to a year, but in
making that choice I'm going to spend more money per client, I'm

oing to use up more of the treatment slots that are available there
or effecting the waiting times and so forth? Can I really sit in
front of my state legislature or my city legislature and say to them
that I know the answers to those questions?

Can I really say to my clinicians in those clinics that I know ex-
actly how to manage this disease? No, I can’t do those things.
Should the federal government be exercising that leadership role?
Should it be devoting its resources at NIH, NIDA, OSAP and all
those various places to answering those questions? Unquestionably.
They have to be the ones to do it. No local municipality could possi-
bly do that work.

They’re doing that work now, they’re doing it with commitment,
they’re doing it the best they can, but somewhere we have to pool
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the money together, pool the intellectual talent of this country to-
gether to answer those questions.

Mr. Bugy. I don’t think that we were disagreeing. What I
meant was, and what I gather from what you say is that, yes, we
need to do a lot more research, but we're not in a position at the
federal government to set up a program nationwide to decide exact-
ly what ought o be done in Washington, or Richmond or San Fran-
cisco or wherever.

Dr. Tuckson. I a%.ef:iate that and I appreciate the way in
which you’re asking. This is not a debate and I don’t think that we
disagree. Not to take up mcre than my fair share of the time, the
point that I would get to is local municipalities must, of course,
tailor their problems and their responses to the local environments
that they see.

My concern simply is, is that there is a data base which wouid
serve well that decision making and that public policy debate at
the local and state level that is not now available. I just think that
the leadership for that supply of information, whether it be clinical
research or managerial and administrative research, has tv come
from the federal level. I think that I do understand your question
more, and I don’t think that we are in opposition.

Mr. Hasterr, I think you’re probably right. Research anéd devel-
opmental research is the job of the federal government. It's esti-
m.ted between 1989 and 1991, for instance, OSAP demonstrations
are going to be increased 732.7 percent, which is quite an increase
and commitment. It depends on where y»u're starting and where
you're stopping.

I also agree the delivery of services neede to be tailored on the
local level. If you're talking about Mon omerﬁ'mCounty, German-
town or a little rural town in Illinois you're talking about very dif-
ferent needs in each area. We need research, but we need research
that can apply to the problems confronting various areas of this
country.

I see a substantial increase in dollars spent for research. Here
everybody wants dollars, whether ycu're lookin d! at the back board
of this building or this room, or wherever, and you need to know
what kind of bang for the buck you're getting for those dollars. I
appreciate your testimony.

Chairman MiLLER. Anyone else?

Mr. MacHTLEY. I just have one question. You've obviously been
on the front line dealing with people, real Keople, we’ve seen a lot
of academic people who are suggesting that we should legalize
drugs, make a trade, free drugs for treatment.

Do you have an opinion, be it your personal opinion, or some-
thing that you could represent from the agency you're now work-
ing for? Should we legalize drugs, should we be radical in our ap-
proach to drug treatment, particularly as it relates to women?

Dr. TucksoN. Sir, I'll speak more from my experience as the
health commissioner for this city that has suftered the scourges of
it. I am not an advocate of legalizing these drugs. I am certainly
gxtremely concerned as I realize the addictive potential of these

rugs.

I have seen and counseled and held and cried with too many
women, too many men, who have exposed themselves, for whatever
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reasons, to these drugs and have had to struggle time after time to
try to get off of these drugs. I don’t think that these are drugs that
can be treated casually or lightly.

I know that there is an inadequate system currently evailable to
manage the people that are already addicted. I would hate to vee
money %omg towards creating a system where we now give out
drugs. We don’t put enough money inte treatment of now
we're going to create another infrastructure to give it out, 'm very
concerned.

Too man Feople like this lovely person who testified have tried,
failed, tried, failed, but then eventually succeeded. I would hete for
them to have to even begin that cycle. As the March of Dimes
~enior vice president, I also have to be very concerned about the
developing fetus. We have to care about that baby.

These drugs cannot in any way be neutral to the development of
these children. We simply could not tolerate emotionally, ethicall
or responsibly the introduction of these drugs into women of child-
bearing age, already we know there are far too many that are
abusing them.

Mr. MachuTLEY. Thank you very much.

Chairman MiLLer. Dr. Tuckson, I might ask you, you mentioned
and it’s obvious, I think, part of what we're searching for in this
committee, and that was you mentioned the failure to link up drug
treatment, education and prenatal care in getting to women early
0}!11 i;l a pregnancy, prior to the next pregnancy. How do we do
that?

When we look at treatment programs for pregnant women, it's
roughly a million dollars a state. I mean, it’s a very small amount
of money given the universe that we’re discussing here. How do we
make this linkage? Do you have a position on that?

Dr. Tuckson. As you appreciate well, you've studied these issues
as well as anyone, it’s not easy to do. It first of all requires a rom-
mitment and a desire to do it. We have to decide that we wiii reur-
ganize the way we provide our services, whether it be services pro-
vided by the state or whether they be in the private sector.

Secondly, we're going to have to train the various ends of the
dyad to not only care, but to know something about it. The drug
people have to understand something about pregnancy and the
pregnancy pecople have t6 understand something about drugs.

e thira thing we have to do is create that interface opportuni-
ty. What would be the most ideal is we would create clinic 2rviron-
ments where all of this can occur at one place, one-stop shoppinz
center, not only for the Medicaid enrollment and the finuncing
issues, but also for the drug treatment and the prenatal care at the
same place.

Short of that, we’re going to need unquestionably the case man-
agers, those kinds of human beings, resource pers-ns, who are sble
to look at the multiple development and multiple issues involved
and cause all of the necesrary things to occur so that the perscn
who nceds services such as child care for the other young children
as we've heerd, can have someone to help with that as they go %0
the drug clinic or the prenatal care.

So we're going to need that kind of a human being, that kind of
professional that can bring it all together. Then I think we're going
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to have to look for finsncial incentives, as we pay for care in the
private sector, and give the incentives.

We know that the health care system responds to financial in-
centives. So I think we have to find those kinds of creative ways.

That'’s the way I would look, at least, to approach.

Chairman MiLLer. Thank you for your time. We'll let you go.

Dr. TucksoN. By the way, I appreciate the indulgence, and I
have also appreciated the indulgence of my panelists.

Chairman MiLier. I have a number of questions that I would
like to submit to you, if you might answer them, for the committee,
and other membe~ may also do that.

Dr. TucksoN. Yes, sir.

Chairman MiLLER. Mr. Besharov.

STATEMENT OF DOUGLAS J. BESHAROV, RESIDENT SCHOLAR,
AMERICAN ENTERPRISE INSTITUTE, WASHINGTON, DC

Mr. BesHArROV. Mr. Chairman, Members of the Committee, it's a
pleasure to be here. I'll submit my formal comments for the record.

Substance abuse, and especially crack cocaine, is the single most
serious child welfare problem facing the nation today. Upwards of
50,000 children are born each year having been exposed to cocaine,
many hundreds of thousands more live in the care of substance
abusers. Their needs and the needs of their children are very great.

I was in Contra Costa County three weeks ago, Mr. Chairman,
and had the opportunity, actually the very great pleasure, to do
some training for almost all the child welfare workers in the
county. I asked for a show of hands. J asked, “How many workers
in this room,” I said, “have at least 50 percent of their caseload in-
volved in drugs?”’ I said, “Not marijuana, not alcohol, illegal drugs
beyond marijuana?”’

About 90 percent of the hands ‘vent up. Drug use by parents is a
scourge. This is a problem that goes beyond many of the issues that
we've talked about in the past before this committee, because this
L..s taken on a life of its own. It has recharacterized the problems
of poverty and child welfare in this countrﬁ;

In less than two and a half years we’ve had a 30 percent increase
in the number of children placed in foster care, and those numbers
are increasing rapidly. We're seeing a major shift in who goes into
foster care. The racial dimension of this problem is very serious,
w;hether it's because of reporting, or because of the demographics
of usage.

In California, for the first time in history there are more black
children in foster care than white, and that's in a state with a
black population of only 12 percent. The rate of placement is three
times as great for black children, that’s black poor children.

Right now one in three foster children in this country comes
from either California or New York, and this is a sign that the
problem is related to heavy drug use in our major cities and urban
areas.

I think as we talk about this problem it's very important to
make a distinction between the issues that are being raised. Some
have to do with drug treatment, but I want to talk about the child
welfare dimension.
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I'm not one of those people who thinks that the exposure of a
child to drugs ipso facto creates a child welfare problem. The ques-
tion is the ability of the parents, usually unfortunately, only the
mother, the ability of the mother to care for those children. Unfor-
tunately, from everything we know compulsive drug users, and I
use that word carefully, compulsive drug users, are too busy doing
other things, and their judgment is too impaired, to care for their
chiidren properly. This is what’s creating this very large child wel-
fare problem.

When child welfare agencies turn to drug treatment agencies for
help, they get very little. It's not so much because they’rs in those
slots, in fact, although there can be a debate about exactly how
much, in my own home state of New York, we have relatively easy
access to drug treatment. Our problem is that it doesn’t work.

Our problem is that there are high relapse rates. Our problem is
that unlike heroin addiction, there is blocker that helps treatment
efforts. So it's typical for treatment professionals to talk about re-
lapse aftor three months or six months, and talk about treatment
that can go on for years.

The problem with that approach to treatment, and that may be
the best we can do, is that in the meantime there are children at
home, sometimes, not always; but sometimes being brutally abused
or neglected. It’s in those situations that child protective agencies
become involved. They don’t have the luxury of saying we’ll do
some research so that in two years or three years we’ll get some
answers.

Each day child protective workers go out, look at a family and
decide what to do in the absence of treatment, whether there is no
money or no treatment technology. They're having to decide
whether to remove children from their homes.

The challenge and the problem is what to do once these children
are removed. I would say to you, as I describe in my written testi-
mony, that federal legislation sends the wrong signal about the
need to place some children, and we’re undoing it at the state level,
but it would be very helpful if we could get a better signal from the
federal level as well.

For ten years child welfare professionals have worked very hard
on the family preservation movement. We believe in trying to ke:ﬁ
families together. But existing federal legislation seems to put
the marbles on that one side. It talks about the requirement that
there be 1easonable efforts before removing children from their
parents, and we all, I think, agree to that.

The point is that for some very heavy, compulsive drug users,
where the abuse to the child is serious, reasonable efforts mean re-
moving the child right away. It would be very helpful if federal leg-
islation authorized, not required, just authorized stetes to take that
kind of prompt action when necessary.

The second thing that I'd recommend, Mr. Chairman, is that we
authorize a top to bottom overhaul of the way child welfare agen-
cies do business. We’re not going to have any magic panacea about
how to treat abusing parents or drug using parents, but we do
know enough now to give the states much greater leeway in how
they deploy those services.

f"g:
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So I'm a real supporter for the bill that I believe is being worked
up in the Ways and Means Committee. It would allow states to
come to the Secretary of HHS and ask for a waiver of various fed-
eral requircments so that they can reorganize their child welfare
services to better meet the needs of these families.

There’s one last point that I'd like to add and then I'll stop, and
that’s in relation to your question to Dr. Tuckson about what to do
in prenatal care and what to do when we have a young, prexnant
woman or thereafter.

One of the things we can do is get it clear in our mind what our
objective is. There have now been two major national studies about
the degree to whicl: child welfare agencies and public assistance
agencies talk about family planning with their clients, and the
answer is: just about not at all.

Many of the mothers who have babies a second and third time
could use some advice about family planning. We ought to be very
clear this is not a question about abortion, this is simply a questic -
about making available information about how to avoid being preg-
nant. Whatever the debates are about the broader issues, when we
are doing drug treatmment counseling and prenatal care counseling,
we ought to be very clear that w2 want to help these women avoid
having more children, if they want the help.

Thank you, Mr. Chairman.

[Prepared statement of Douglas J. Besharov follows:]
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PREPARED STATEMENT OF DoJGiss J. BESHAROV, RESIDENT SCHOLAR, AMERICAN

RISE INSTITUTE, WASHINGTON, DC

Mr. Chalrmen. svembrs of the COMMMSS, thank you for invidag ms 10 wetiy befors you on this
tmpormat 3 Yowbling sebject.

1 ¥l focus my resarks o oaly one sspect of shis meitiler—.4 problem: Be off  f parecal wse of
Crack and qther drugs on st aad local child wellars programss.  Afier describing e 3cops of e peoblem, I
wi shass wilh YOu the sesaks of our netional swrvey of smts ageacies which found thet, is & tweaty-Jour-moash
podod, the Amber of cidides in foster cars Sad incueased by simost 18 pesceat, Som an enimennd 290,000
chilua 7 e 1987 10 an enimased 33000 da June of 1999. By Juse of 1990 e sumber of Sester chilisen is
Poojecesd 10 incseese 10 360,000, for o toml iacseses of 280.6% 1 will shen diacues how this enpeecedented
Incceass in fester care pOSNS Soth moral and admisistrmsive challanges © child welfer> agencies and 10 society ss
& whole. Fiaally, I will make five saggestions for your conslderstion.

The ficope <f ihe Problem

Ohildrem 50 the most bearveading victms of the coment drug epidemc. Esch dary. sbout 100 debles
are boca who have bees expossd 10 coack and other drugs before tirtl  Tees of thowsands of older chlldren live
with thoir drag-addicsed parents in deplorsblo conditons. Drug Czar Wilkiam Benneat called thess childres “the
worst casmalties” of the Retion’s drug problem.

The probiem of fcally-exposed babise, called *crack-bebees,” spresc quackty-Liks the wes of crack—from
city 1 city snd, more siowly, 1 mealise cides and sebarde. No ano knows how many coack bebles thero are.
The most widely csed ostimase was made by Dx. irs Chessoll, direcsor of the Purinatal Coater for Chmical
Depoadomcs st Chicaga's Nordrwesters Modical School. 1a 1968, be surveyed 40 hospisls, of which 36
reaponded. On average, e 3esponding hospimis reporcd that 11 parcest of pregaast womes Sy sew in 1987
waoe substance sbasere. (The Nigh was 27 pocsnt, aad the low 0.4 perceat) Dr. Chamolf took this 11 percoat
2vacage sad siply saltiplied it againss ol live bisths in the couniry that year (3809.394)" 10 anrtve o the mach
Quoted stasensent thet “as many a4 375,000 infants taay be affecied each year,®

‘This ostimase is mach 100 high. The 36 huspitals in the stwdy accounted for Joss than S Percent of all
live burths in 1967 and, more importandy, they were bandly represcatative of the 2s00n as 2 whole; rowhly two-
Mmhmduupdﬁu Abo, 3 the xudy, *substance” was broadly defined as herma, methadons,
cocame, amp PCP. and maxri

v

Awmaumuuwwmuuwdamam
Wastungson, D.C., is probably the ares hardoet hit by the crack epidemic, and yex, its spproud 1,500 drag-
ww«uxmmmumduwmummunmaunww
Duatrict residents.’ Samilarly, in New York City. anosher conceatraied ares of beavy drug use, the aumber of
drag-exposcd babies joxt sbout doublers botwoos 1986 and 1987, increased another 70 percoat in 1983, and is
preyecsod s incresse another 70 Percent tg Ye¥—i0 6876 drug relaed durths & yoar.! But these 7.000 drug.
related barthe represcat orly sbout $ percent of all live birthe in the City.*

Thee, 3 nenonal waal of 1 or 2 percont of all live births, oc forty 1 sty thousand crack dabacs, socms &
more realise (igue. Theee turders are large enough 1 make crack babucs & aanonal concern. Even o 3
peak in the lms 19608 and carly 19708, huroin withdrawal affecied caly one teath as menry aewborns sod it did
mach less damege 1 thern.” Exsggeranng the se of dus terrible probicas cely makes K seom more
nransgeable than x siready 15,

The problem of fetal expocure 1 cocane and other drugs is 30 lango that & raises overal] infant
dartality rcs. {n Los Angeles County. te nambar of drug-assocuaed feal deaths incressed from 9 in 1985
56 1967 De. Richard S. Guy. cochmrman of the D C. Mayor’s Advisory Conumicioe 0n Makcrnal sd Infant
Beaith, has sud that D.C."s mufant mortalsty mate 1s “gomg 10 g0 up” becanse of the “remendons fncri.e in the

'US. Natwona) Center for Heakth Suanstcs, Advace Repont of Fing! Naulhity $acacs, 1982, US
Depastment of Health and Human Services, Vol 38, No. 3. Supplemenk, June 29. 1969, p. 1.

*Press Release, Nsoonsl Aswuciston for Pemata) Add R h and Ed August 28, 1988, Data
from survey fundod by Office of Substance Abuse Prevention and the March of Dunes Birth Defects Foundaton.
'Young, Mxchal, MLD., D.C. General Hoeputal, Wastungton, D C., teleph Apnl 12, 1989,

with Sicphanic Ventara, U.S. Natonal Censer for Health Stanstics, August 14, 1969
zomnveummmem«mmmmbymm
"New York City HRA Office of M: Analyss, N ber 17. 1988,

“The norber of tive buths m New York City m 1987 was 122,200, Soarce: Sicphanie Vertura, US
Nanonai Center for Health Stastcs.

)

The Chuldren of Addbety: Unreeogmped aad Uaprotocted, Study Report ro. 3, Select Commitiee
0a Cicld Abusc (New York Stse), Ocsober 1972,

‘Clement, Douglas. *Babees tn Trouble,” Munncyots Monthly (March 1989), pp. 4751, p. 48.

a4



O

ERIC

Aruitoxt provided by Eic:

aumber of muxhers sbunng drogs. ™

Crack aied Child Weltne

Alhoagh caber drags Xave plagnes our society, < wers huve bess men. Orack, 3 derivasive of
cocainn, has chuonged this passca. For the fint e, thess s largs nasmbers of female addéicss, many of whom
dave childeen or s pragnenc.

Coack is 3 diffosent kisd of @mg. 300 & 15 3 hesn dreg Sug fadaces 30ms pesests 20 incredibie vinkeace.
In one widsly posed cse, 3 five-year-aid girl was fomd dend J het pesas’ pamment wisth 3 Secins seck, &
tenken arm, largs cleculer welts on her burocke, and comand bruiess on her sseul. Her aiee-year-cid dsomer
wat Sound the suxt duy hadiied in 3 closst. Bork his lags wese fmchasnd: he hud sight othar brcime bomes, and
brases covesed big body.

Children who are 2t phrysically assewited mury be victios of sheir parest’s segiect. “People w0 sart
utag have got 10 find St moscy. Chiddvez asea’t beleg fod.” says Mawice Macsy, vesarn seponsi Manager
for Missouri’s Devimon of Aicohol and Drng Zdese. “Mothers sell their food stamge. Young womes el theer
bodies, sad tat’s doas in foat of e Chldea. Eves when hurois was ot its worst, & wamm't M his—& wam't
oponly doms.” In one case, 3 10-montk cld disd afier bung left overnight in 2 Overtnased rom~the
empestums reached 110 degrocs—winls his sother visieed her boytriend.

Admost twesty yeurs a0, 3 s direcyy of e New York Smic Assambly Selact Comminee 08 Ol
Abuse, T ssadicd heroas whdrawal babecs 3 New York City, Noswag 1 learned thes prepared we for e
devasmting damags cocaias is 20w doleg 10 Americas chikdes.

Comcarsed about the acressc in such cases, the Amencas Easerpriss Isetitsts, the Americen Pabic.
Walfsrs Axcciation, asé Abt Associ baed fusdds from the US. Nasionsl lastitces of Justios 10 condct ¢
canoxwide survey of stwc chik. weifare ageacies 10 gango the unpact of ssbstancs abase 0o chld prowcive snd
fosws care progrmms.

O sarvey of all S0 mase child welfare sge: revesls m d serge x the amber of

abost 280,000 childeca 2 fosee cares by Jane of 1990 the acunder is projecad 10 mctee 10 360000 That’s 3
29 peroent incresse 1 just 36 monthe—and the nambers are %ill nong. Sog Tadies 2 amd 3.

Betweon 1986 and 1969, 2a csveesd 30000 chikirea wars added 10 the foser Care popuistion.
However. the mncreases dave boea qusic wacven, 33 you cam sec from Table 1. The commesatcs hasdest Xz by
oxk have sartmg Two st (Cakiforms and New York) were together
responsible for S percent of e Dcrese. Califorma’s fomer care pepmtanon rose 41 percent danng s pesiod,
from 47377 m 1986 1 66,763 13 1989 in New York thece was 20 ocrense of 90 percene, froe 27,506 chiliren
© 1986 0 52189 m 1989 (The ocresse mctades abowt 10,000 childrer: placed wirh eistrves.)

Today one out of Sree foser care cildron comaes trom exbvr Calskrme or New York, sithough fower
thae one 0k of five Anerican ¢idres hves m tese tvo s, 36, Ux 2n staics wak the largest fosser
care populanons accocnted fox SS peroest of ta: natonal foser cax popeiancn. Now roaghly two o of ree
fomer care children :0 the cOWCY remde @ $ioe ten sases: Cakformaa, Fonda, Georg, TEacxs, Massachasens,
Michiga, New Jeracy, New York, O, sad Pengylvatia. Georpa's Sostor care poplanon rose by 43 peroent
between 1935 and 1989. Minoa, Massachoeents, mxt New Jeracy siso expencaced Lirgs incresses = Sy fomer
<are populations.

In states without & scnons drog probica and 1 those e have ot responded 10 e eed, foser care
sagsacs heve resmned st Wastzogon, DCL 1 am afmad, 3 & the secood caegory. Part of s explacanca
3 Doney, mehmmmmmmmuwmu
Dutnct of Colombxa scems dezerrzmed 1 save faoncy by ignonag ther phight. Easher tas year, oarxes & D.C.
Qﬂtm'x!mlmfm&m'xmhmmmdummm:myw&m
-ummmmmnnhm.ﬂbmbmkmmnuwm:hcaakvd
of dugs. TypecaRy, the Drsrcz’s Chuld Prosectzve Savices apeacy wall st bocome mvoived unless the mother
abecdons ber acwborm

"Abrazmowxz Mxchacl, “Mother Drug Addictons Impen) “vewborn 1 Lives,” Wishmeion Post, BI, colS.
Febroary 22, 1989
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Table 1
CHILDREN IN FOSTER CARE
198s-1909"

(Based on e Jait day of the reportiag pencd)

B Y B OF

TATE

Alebams.

Alaska 1282 - -
Ariaons 2434 2641 3008
Aranmg 1321 2 140m
Califorma 41327 51821 6514 66,763
Colorado 3100 2941 2831
Comsectict 35% 330 384
Delaware . 69¢
Dist. Colamine — 2120 2210
Fonda 6802 7017 1T 1544
Grorgin 9311 10356 11597 13325
Gesm — 37 »
Eawci 1267 143 1400

daho 76 07 ™
Eeces AT 15829 17425 19296
== 4730 52207 6043
lowa 359 318%6 4012
Kanens 4203 4277 44 s
Louisiens 8717 6N7 6097
Maine 1355 1355 1315
Maryand 5198 5S40 5368
Mmsenc ety 71545 % g.;;! l%
Michegen 791 1
SGanceom SA16 5924 5900
Missiesion 219 25857 7|
MEmmcns 6354 6315 6902
Moseem —_— —
Nobwaskz 2438 2432 2296
Nevads 1576 1264 1590
New Huepshere -— 1264 1445
New Jerwey 6597 3681 83542 3798
New Mexxo 2052 2088 2,198

New Yok 27506 2,197 45746 52,189
Nortk Crrolza 6254 6124 4126
Nork Dekoa 37 S0 %
Otwo 11966 11263 12539 14200
Oklabcrna 075 2048 2217
Oregoa 250 3623 3385
Peawylvacn 14685 13433 14636 15416
Poero Rico 2252 - —
Rhode [staad 2085 2293 2369
Sows Carolma 3692 3562 358
Soots Dekcta 41 461 46
Tenoessee 4409 43590 077
Texas 4721 476 449

Utah 1132 1176 1118
Vermeet L02s 987 1028
Virgna 5902 3398 601
Vinna Istands — — ——
Wagtungoa 5789 S£32 5725
West Vapma —_— 1958 —

tcoGEn 4333 4326 spi8
Wyommg 55 608 762
Toutr 27380 287973 325885 207315

*Stwe foster care populatons for (ical years 1986, 1987 1988, & 1939 based on VCIS data coliected
Assocation.

by the Amencan Publc Wetlare

1

S
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Tadle 2
ESTIMATED YRARLY INCRTASES
FY1906-1909 .
Yo Emmee 3 howe from Y §6
FY 26 280007 . \
FY &7 293.000 +46%
FY 88 330,000 +179% ;
FY s 360,000 +N5% .
Table 3
KSTIMATED INCRRASES IN SFLECTED STATES
FY1985-1969
St % Incromee
Califcormig 41%
Geocgie l;‘
4%
Btimcis 1%
Masrachmprs 3%
New Jersey 33%
New Yok 0%
Otio 19%
Pesacytvesm %
[}
“
[ nfiia ]
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Pester Care Limbe

There se sany levels of drug 80 and, madia coverage rotwithsandiag, s0ms devg-ssing Mmothars con
care for thair children adequutely, at lesst with social srvice sepport. a recent yours, we have lescned
2 great deal sbout working with abusive and aegleceiel paseass; Jrograms across the country 8 helping many
mamu&”m—t‘o&MQUﬂ“

Unfoststately, mmu:n“d“mm“hv—x
wost programs have long welting N, and sy do 508 A0Vt pragRent wemen o mothems. Thees conditions
have 1nd ©0 colls far 28 expaneion of westment progrems for doug-sring methers snd womes ia geeeel, whish I
conmialy ssppot. However, expanded Semnest, 2o matier how richly funded, will 5ot 0 the ol selmiss
the problem. Even e bast progiases have oaly saodest secows insting hank-com cAdichiec.

Whnt we cassot 4o Sor csack addice in gemensl, we cannot de oz addicss who dapgon 10 be moters.

dicati sthing greater them ¢ il pl « yein,” explains Edwin Delenss of Saston University.
umwdummmmumummau
motrvebos and this, phes the istenss plesswabdicy of cocsine, mekos sucomssful estment almost impossibio for
many addicts.®

Yours of effort heve yikded so widely spplicable therspeatic pecgram for wosting herois sddicts. The
only practical iweesc_at for lerge sumbers of theso addicss is methadons meiatemence. No sisller “dlockieg”
agent for cocaiac has besn found, shihongh thers dave bees sows inidally promisiag sxpeciments with antl-
doprosass.  Years of work, however, will be necesary 10 396 whether thase drugs, or Some Rew appwosch, will
work. “Conck is 30w enough hat 50 one has yot figused out sn offecsiva rvatnent,” accocfing © Peser Rewcr, 3
Rand Corporation eupert o8 dregs.

Thus, for the foresseuble future, wt mest be propased for the reslity hat agencies will heve listls ot 20
succoss in weating heavily skdicied parents. And we ssest Nkewise be prepased for the roslity thet the childwen

of theer pascaty—again, a0t ol childsen Of dreg-asing pesec~s, bat those of pasente with ser! e problesns--anst
be placed in foswer cass.

Despits the conventioal vrisdom shout the focter-care crisis, the vast majonty in the sysiem receive
good physical case, often sebetsatiallly betier care than their parents cas provide. The problem lies in foser
cane’s emotional impact. Childeen who stay ia foster care £3¢ mare thas a short tims, especieily ¥ they wo
older, wed 10 be shifted dwongh an snecttiing series of il-suited Joser homes, denyiag them the comalstent
sepport sud mertering that they desparaicly oced.  Thees [roblems sve sagaified for e childrea of addicts.

Becanse theic home coadicions arc weuslly 50 bad and trestsant has Oaly lisised effoct ou their parcoss,
amce placed ia foster care, thess childros of crack ead 10 stay there. In New York City, 60 parcest of the babios
discharged from hospitals 10 foser care—monty crack bebics--were still in foster homed dwee years later. Of
those in foster care, more Shen half (56 percent) bad boca 10 two or mare foser bomes; 20 percent had been in
three of moro homes. Ose child bad been i cigit horass.

Fowser care was designed 1 be 8 temporacy remedy ased oaly watil pareots arc sble ¥ care properly lor
thear children. Todey, foster-care procederes are still desgned 10 rewmste families s 300m 88 possibic. This
mpovtant goal can be canried & extremes, however: a1 cae case, an infant who was dischenged from a six-month
foster care placement sad retarced 1 her mother aad grandmothor was found four months leter 10 have senons
bnmhrbd' Myubby:chlhum The child was inmsecigscly returned © foster care.

Sob dmsed usiag crack to ber socl worker, aad six months Lawer, despire being carolled
n:“mmﬁnmhﬁo:hﬂwﬁmmdmm Yot the agoacy’s
goal wag still to retura the girl, by thor alrost three years old, aloag with hee acwbora sibling, © thex mothes.

Msny yodges and cascworkers would plece more children of sddicts 1n foster care, but they bebeve that
the emotonal hmbo of foster care can be as harmful 10 these chuldrea a3 living at home wath their drog-osiog
parcots. They reason that many childeen, sfier years of unsctiling foster care, will end up back at bome with
those same pareats. In effect, theae professionals are choosag beiween two harmful situations snd dociding that
many chikiren would be bezier off 1n the care of addicts  But there are other opoons.

The Morzl Challesge: Adoption
!mmmsbym‘nﬂuumemouoﬂommhm Unfortnaely, current kgat
ruks and sgency policacs make 1t dufficak and tim pacetal nghts. As a

mh.lew«unnwpuwo{mdﬁldmmlmmnpmupradopum

Ewven m the most alarmung cases, few chuldren are quickly made svattable for sdoption, One crack baby
was paced m foster care after bis faher hlled Uy boy"s baby aister. The mother, who was frequently beaten by
her bushand, was i touch with the fosier care agency only sporadically. Three years later when she gave bisth
10 yet another cacame-exposed chuld, the first youngster still Lived in & fomporary fostes home.

The growmg fusier care population of crack children 15 forcing a fundamental re-¢xamination of stae
adopuon Laws. Most people scem 1o agree that adophion laws need to be changed 10 reflect the readites of drag
addxcton, 0 make adopuon a real option for chidren whose drug-addicied parents, ususlly mothers, cannot . e

K/
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foe them and who show Little prospect for improvement. The question for legisialons is; Where to deaw the line?

mxmnmmmmuu-m-mmumu
legitisete opposition. Wlhnm-&mmhﬂhbwhbhhw
avaslable is incffective? Or worse, what i there siply i 20 Sroaiment &t all?

mm.mwm--ymmmmhumm
(Mnmuanhmmm'xmuuhw).mmm
older or handicapped—are not readily adopeed. For these children, terminating parental rights is nox freeing them
for adopton but, inmeed, cutsing the Last tie 10 their biolagical familivs. This is particulerly wosblieg because, ia
fame, some pareots wili conquer their drog probloms.

The isswe of race also heightens ouc uncese. Dreugs, and especmlly crack, take thele greniest toit 0a
those loest able 1o bear the burdon: bers of disadvemtaged mi 1n Cahlorais, for examplo, for the
mumuu':m.mmmaumm“ummmma
whates, even though less than 10 percont of the stase’s childres are biack. A wough policy for taking children
away from pareats thet falls most heavily ca atinoricy should seaks overyoms think twice.

anMMvhnumhMummdm
nd (lady refuses 10 accept help. Mhmmnmﬂmhﬂbmmnm
m—mﬂykm&'ﬂ"m Whether mors ambigeous sitesions will also bs made groeads for

hmmmmﬁhmhﬂdwmhwmvﬂ,mymwmdmm
cumenuvemﬁmmlorhuww.aowMunbevm‘unvemmumlhbu
possidle,

The Adsinistrative Challenge: Better Foster Care

kmmmummmnm:mmmmammmmm This
means stable care over the Jong term.,

The first pronty must be 10 have the lnghest quality foeser parents. Most ageacies, however, are baving
meqlmmwmm{mmmmmm My,
{aamhmwwmmmmmufmmmmeenhke
others (usaally withoot agency supervision) 1o cace for infants and woddiers.

Mwmewmmzpbymdmdbehvhﬂpnﬂmdlmdﬂdmuﬂyuphhwhykhn
Mbmmlmmmmnhammmmmmmmm
wumhmmmbfommhwukqummemnﬁmdumm
Even when they have, ageacics must compese against the mark place for the mothers who were cnce thewr prme

m;mmrmm-mammwummm. Ooe xdes being
coasadered by many stmes 18 called “p dianship.” In this 3 the chald 18 piaced with an
mmﬂmmmmmﬂwl&mm‘smﬂg. This new goarduao bas all the
bplnmdum(muutyhmbngumvolved)mmmm:bbnmmmmmmme
child, mmmmuwywﬁmnmmmmemm;ﬂmum=
mhnveaabng-mmlosupum&whohudﬂebpedam!mommpwﬁmem

mm;u.mmmmwummmwcwhumm.
memub\vw:midnbephcedmamulled‘pmmmmlmcm‘ Thus gives the child &
coostant and secure home but allows the agency (o stzy mvolved

mechmmmmlmmumhunlmwmmnmdgoodfwumknngm In
NewY(x‘k(,’uy.almoqoncmmreclmcelummmwlmw—nlvhum.whommavmx{un
foster-care payments

madvxnuzeorullhwcncwmgunmuumudncyavmd:mpleubnkmlmuyum. Buw
that 15 also therr most senous disadvantage. Rel rem children (o thewr pareats without telling
the agency, exher out of fear or solkitude, Non relative foxer paremis refuse such 5
beamcmcydonothkc(he;daolhawngldruxndmmvolvedmlhcnhvc& Cieardy, more sudy and
expenmeatauon will be needed
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Smmmhwaneafunmdhm For older chuldren, some sort of small
care ampement, like & group home, makes a grest deal of sease. For infants sad younger childroa,
Whamdhﬂyu&hb&mhmnhmm

Concreis Selutions

Up 10 20w, ] deve tried 10 describe the wndeclying cthical and policy decisions hat confront us. Now
lot e be more specific, Lmmediem sction is aseded oa five fromec
1. Thare sands 10 be 00 insensive. rasionwide cshiic senmanes camosion thet taches thet drags aad oresseacy
do notmis. Soms young mothers still do 0t believe et cruck is bad Sar their bables. They 30 Other addics
SIVINg birth 10 healthy bebies s they conviace thamesives thet they Will, 300, Tt's & lietio bks what some
smokers 32y 10 dedend their hadic ™ '« shoeld 309 my Uacle Harry. Hs's 70 years 0id and has smoksd thees
packs 3 day for S0 years.® Welt, the i of averages hasn't Caght wp with Harry, but owers are mot as Jucky.

Hard a8 1t is ©0 imaging, afier all we know sbout the harmiu! effects of cocalne, thers is still ao
concened offort 10 wee §¥ paistic seevioe t0 wll young womes of the dengers of using
drugs while progaast.  As middis-ciess mothers shos even icod ice becawso of ies caffeins, contineed silence i
imexcumble. The Departsacat of Heshh and Humea Sorvices, porkaps wader the personsl loadecship of Secretary
Salliven, should we overy media svenss 10 $u¢ the word out. Whather it i in sex and heakth cdocabon clames
or fn public affeirs TV spots, cuphamisms tike “Besatful Babics: mnuus-rnmmm

for this crisis. The mossage noeds 10 be bivat: “Using drugs while oregaent is dangerows—far mothers
babios.”

2

m.wmhmwummnmmm
focws on (1) the moter’s ability % case Sar the child asd (2) past of physical vi y by
onen is the howsehold mmumuwmdhmw:mnmmw
neods of & tragile, drug-woskoned sswbora. (Sonse crack babios die becauss their mothors camnot provide them
mmmmmwmnmmummmmmm
providing) Because of the closs coord st moeded (a thoss cascs, somo
memmmwmeMmhpmdmm

About half the states have laws that allow hospeals 10 hold endengered children against pareatsl wishes.
These laws Prosect children when there 18 00 time % apply for & cowrt order or obtain police ssastance. All
mwmmmuwmswmmwmmmw
aasistaace 00 the subyect

Wmmnmmﬂa—uwu&tmmwmuma
and ioa of long-torm deficits, as well as new hoepical prosocols thet addrex both
mmuwmanmomwumm

Recont amendments 10 the federal M d that most hospitals will be reémbursed
hmmumwmammmm Bubemndlhnybkﬁ-«ypo
reimbursernent schemes opersse, thare is 1o logal nood 1 apply thess fends 10 the children’s sctoal care. And, in
fact, mary hospital sysems oee these fuads © cross-sabadize other progaams. Many of theae other programs
involve cqually prossing hasman needs, bt Congress wnaonded these funds for drug children and it seems 10 me
that the fands should be speot oa thees,

wmhwmumwunwdmm Bumoudmdzﬂammnumn*

while they stay at home. In 1987, of New York's child-sbuse fatal Ang cluldron p ly known to
the achoncs, about three-quarters were alcobhol or drug-related.” Mcd:o(mssnﬂumjwumd
death,

We must face the implicaticns of the mother’s addiction--and our mabedity 0 beeak hor habat. If paresss
canaot care for thear chuldren, the children should be removed from thear care and placed in foster cace. When
neoessiry, these children should be freed for adopnon,

Thas wall rouire overhanling state aod federal foster care and adopoon kaws which have been wroagly
wterpered © prechode cady removal of these chiidren. (Of course, oae can hope that these isws wall be
wterpresd dufferenty, but the fastest snd most  ecnive reform would come from a simple revnica th
cmphaszes the neod 10 remove some children from thexr parent's custody )

1 would recoramend a relstively sumpie change: merely amend the *reascnable efforts” provinons of

VMemorandum 1o Stankey Brezenof, First Deputy Mayor, New York City, from William J, Grinker, Huran
Resources Ademtstrator, thth 1988, *Actvines of the HRA Intemal Fatality Review Panel dunng
Calendar Yeas 1987.° p 2. It appears that about two-thurds were drug-related.
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soction 427 of the Sccial Secunty Act 10 make clesr that, in sppropristely severe cases, removal and oven
Wrminstion erc ‘reasonsblc” at any stage of the Yocoediny.

— A IS -‘--- "‘.‘!"-' ‘-l“u.-"u
cligibility and progrmmetic requiremnte—makes state and locsd insovation difficuk, if not impossible. As I
bavo dexcribed, the sysem faces thres major problems.

{a) the inability 10 delivar effective proveation/metment services,
(b) the insbility 10 provide high quelity and mertring foser caro over the long tweom, and
{c) the imability 20 make hant decisions sbout the future of children.

Wo need 10 mownt 2 w..fare reform-like experiment that allows five or M 20808 10 obteln welvers of
atlocsod federal requirements 30 Gk they Can restroctme Bheir Programs 10 Iect the rapidly changing aeeds of
theer clients. Lake the work and job trsising programs of the 19808, these efforts should be cassfully g
1DEasivaly evatusted, 10 300 whet works--and what doss not. Such sm experiment/walver program cosld also
provade a five percent incroase 1n funding for the perticipating staes 10 serve a8 s sddod laconsive 1 lmgsove
programs,

Mocting thoss twin challonges will not be casy. Making it camer 10 vrminate percassl rights is sure ©
be comtroversial, a0d may come caly with the active support of the dasdvastaged communities most affected.
Similarly, the rostructwing of foster care 0 2 long-4erm, supportive etviroamsest will require & level of
sdminismtive commatment and capabilicy thet bas 100 ofwe eladed foser care ageacies. Bat if we are 10 meot
the noeds of crack children, we cannot avoed facing these wusoes.
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Chairman MiLLER. Thank you. Dr. Blume.

STATEMENT OF SHEILA B. BLUME, MD., C.A.C, MEDICAL DIREC-
TOR, ALCOHOLISM, CHEMICAL DEPENDENCY AND COMPUL-
SIVE GAMBLING PROGRAMS, SOUTH OAKS HOSPITAL, AMITY-
VILLE, NY

Dr. Brume. First I'd like to thank the committee for inviting me
here. I think I can speak for people like myself who have devoted
our careers and our lives to helping women in need. We really al)-
preciate the focus that you and your committee have continually
put on this not very glamorous, not very attractive area of our na-
tion's problems, which is thc pregnant alcohol and drug abusing
woman.

I began my interest in this field in 1962, when I began my career
in peychiatry in a state hospital, started working with alcoholic
women, and helped found the first alcoholism treatment service for
women in New York State.

Just like Dr. Tuckson, in any program that I headed, a pregnant
woman jumped any waiting list or any kind of bureaucratic or any
other kind of barrier. We hung onto those women as long as we
could and stuck with them and followed them very carefully. There
is a young man [ know in college today who was born while his
mother was a patient in our unit.

I'm sorry to say that this interest in pregnant women and their
problems is not as widespread as we would hope it would be, and
that there are formidable barriers to women who are pregnant and
who are in need of chemical dependency treatment.

Although I rejoice in listening to Kathleen’s story and in her re-
covery, I weep at the number of opportunities that were missed
when she had all those children, and was in obstetric care, and
nobody picked up her problem and nobody intervened with her and
nobody offered her what she needed.

We miss those opportunities every single day when women are in
obstetric care and they are not screened appropriately, especially
for alcohol problems. I did a small pilot study for the National In-
stitute on Alcohol Abuse and Alcoholism a few years back, in
which I visited a number of obstetric practices of different kinds
across the country to lock into exactly how women were being
screened for alcohol problems.

We were already doing a whole lot of educating women that
drinking during pregnancy could harm their fetus, and that the re-
search is clear and it’s known; there’s no question about it. We now
have little microscopic warning labels on bottles of alcoholic bever-
ages. If you can read small print well, you can see them.

But are we doing the job of identifying women who do have prob-
lems, intervening with them, getting them the treatment they
need, following up? The answer to that, unfortunately, is no.
Except for the few programs that have been established recently by
OSAP, (we’ll hear about one of them in the next panel,) this is not
being done. I cannot agree more with Dr. Tuckson that we need a
systematic way to do this screening and intervention.

It should not be left to the interest of one individual or one pro-
gram or one crusader, because when that crusader moves on, the
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Erﬁram collapses. It has to be systematically part of what our
ealth care system cares about and does routirely.

We are very concerned about the nation’s cocaine problems. Let
me just say that I started and worked in the New York State
system for 20 years. I ended my career as the state commissioner
for alcoholism. So, like Dr. Tuckson, I've been in the public policy
seat. I'm now in the private sector again treati chemica.li;) de-
pendent women like Kathleen. Alcohol, other , some one
drug, most in combination, and sometimes p: t.

Pregnancy is the best time to treat an alcoholic womsn or a
chemically dependent woman. The incentive to have the best,
healthiest possible infant is a tremendous motivator for treatment.
Throwing such a woman in jail where she will get no treatment, no
incentive, and not very good nutrition and not very good handling,
is the opposit= of what we should be doing.

In my written testimony I have gone through some of the facts
about chemical dependency and women, including the fact that
women are more sensitive to alcohol than men. Research has been
accruing to show us that women absorb more of the alcohol that
they drink. We women lack an equal level of the enzyme ADH that
men have in their stomachs. ADH hreaks down alcohol before it
ever gets into the bloodstream. We also have a lower water content
in our bodies than men so the alcohol we do absorb is less diluted.

There are many facts about women’s sensitivity to alcohol that
are not well-known to the public, and certainly not well-known to
women of childbearing years wiio need this knowledge if they're
going to have the healthy babies that they want.

There is glenty of research about the incidence and prevalence of
alcohol problems in women of childbearing age. We knucwy that it is
not only a poverty problem, although it’s certainly common enough
in poor populations. It cuts right across socioceconomic strata. For
example, Andrea Halliday and her group from Harvard published
a study in 1986, in which she looked at two private obstetric-gyne-
cological practices. She studied women with an average age of 31,
middle class educated women, and screened them for alcoholism.
Twelve percent of the women coming in for routine care satisfied a
diagnosis of alcoholism. What obstetric and GYN practice that you
know do that? Very few. It depends on the interest of the leader of
that practice, and yet that screening should go on in every practice
in this country.

I think that Congress can help us, you mentioned with incen-
tives. There is nothing the health care system responds to so well
as incentives, financial and organizationa{ incentives.

If you look at the trends for alcohol consumption in the nation as
a whole, there has been a decrease in the average per capita alco-
hol consumption, and that’s marvelous. But before we begin to feel
comfortable about that, we have to look at the fact that although
in general alcohol consumption is decreasing, consumption is in-
creasing in the population we're interested in here, which is young
adults, both male and female. These are the child bearers of our
society.

Also we can't sit back and say we’re concerned about the “drug”
problem. It's the alcohol and other drug problem. I've also included
with my written testimony some material about nicotine. Alcohol
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is our favorite drug in this society. It's our most used and abused
drug, and nicotine comes second. Nicotize also has a deletericus
effect on birth outcomes, and there is an association between heavy
smoking, alcohol use and other drug use.

We have to educate our young women about this sensitivity to
alcohol, about the effects of alcohol on their bodies, about what are
risk factors for them, and we have to start very young and we have
to continue right through the life cycle.

Women who do develop alcoholism have very particular prob-
lems-that differ from men’s. Not only does the disease move faster

in women and create the late stage physical problems like cirrhosis
of the liver, anemia, and gastrointestinal problems more rapidly,
but women are also deterred from getting treatment by a special
stigma that our society lays upon them.

I think Kathleen could tell us very personally about what it feels
like. Not only do we look down on women who have alcohol and
drug problems as weak-willed and ineffective, but there is a st==i%
in our society’s thinking, going back as far as the ancient Romans
and the Israelites, that tells us that women who drink are loos:
women, are promiscuous. We have these inaccurate sexual stereo-
types that drive the ordinary-alcohol and drug dependent woman
underground.

Furthermore, it makes them considered acceptable targets for
sexual abuse, very common in the woman that we treat, including
the middle class women at my particular institution. Many of them
have this history.

I cited one study in the written testimony and there’s another
published in 1982, that looked at attitudes about rape. It g"owed
that if the rapist is intoxicated he is found less responsible fur the
crime, while if the victim is intoxicated, she is found more to blame
for the rape. That is what we think in this society. It invites and
has given us a documented high rate of sexual abuse among
women who have this problem.

Both the stigma and the victimization add to the already form.-
dable barriers that face chemically dependent women who seek
treatment. Added to those we've already heard is the lack of child
care for women who need npatient treatment. You can’t concea-
trate on getting well when you’re worried about what's happening
to your kids.

One other barrier has not been mentioned, which is a lack of in-
surance coverage. Many people who have health insurance cover-
age on the job for themselves and their families find that when
they need treatment for chemical dependency, they're on their own
and they often can't afford it.

These are all areas in which the Cungress can help. I thank you
so much for hearing us.

(Prepared statemer.t of Sheila B. Blume follow:]
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PREPARED STATEMENT OF SHEmLA B. BLuMg, M.D,, C.A.C., MepicaL DIRECTOR, ALCOHOL-

18M, CHEMICAL DEPENDENCY AND COMPULSIVE GAMBLING PROGRAMS, SouTH OAKS
HosPrrAL, AMITYVILLE, NY

THANK YOU FOR THE OPPORTUNITY TO TESTIFY THIS HORNING. I
AM SHEILA B. BLUME, M.D., C.A.C., MEDICAL DIRECTOR OF ALCOHOLISM,
CHEMICAL DEPENDENCY AND COMPULSIVE GAMBLING PROGRAMS AT SOUTH
OAKS HOSPITAL IN AMITYVILLE, | W YORK, CLINICAL PROFESSOR OF
PSYCHIATRY, AT THE STATE UNIVERSITY OF NEW YORK AT STONY BROOK
AND DIRECTOR OF THE SOUT: OAKS INSTITUTE OF ALCOHOLISM AND
ADDICTIVE BEHAVIOR STUDIEZS. I HAVE BEEN ACTIVE IN THE FIELD OF
ALCOHOLISM FOR 28 YEARS AND 'S”RUE ON THE BOARDS OF THE DIRECTORS
OF THE AMERICAN .SOCIETY OF ADDICTION MEDICINE, THE CHILDREN OF
ALCOHOLICS FOUNDATION AND THE NATIONAL COUNCIL ON ALCOHOLISM AND
DRUG DEPENDENCE. I AM ALSO CHAIRMAN OF THE PUBLIC POLICY
COMMITTEE OF THE AMERICAN SOCIETY OF ADDIZTION MEDICINE, HOWEVER
TODAY I SPEAK FOR MYSELF.

ALTHOUGH THE CRACK EPIDEMIC AND COCAINE AFFECTED BABIES
HAVE DRAWN A GREAT DEAL OF RECENT MEDIA ATTENTION, WE MUST NOT
FORGET THAT WE STILL HAVE A HORRENDOUS DRUG DEPENDENCE PROBLEM IN
WOMEN IN THIS COUNTRY WHICK INVOLVES TWO LEGAL DRUGS: ALCOHOL
(OUR NATION'S FAVORITE DRUG - NUMBER ONE IN BOTH USE AND ABUSE)
AND NICOTINE, OUR SECOND FAVORITE. BOTH OF THESE DRUGS AFFECT
THE GROWTH AND DEVELOPMENT OF THE FETUS. THE FETAL ALCOHOL
SYNDROME REMAINS ONE OF THE TOP THREE CAUSES OF MENTAL
RETARDATIOR DU TO BIRTH DEFECT IN AMERICA, AND IS THE ONLY ONE
OF THESE THREE CAUSES THAT IS COMPLETELY PREVENTABLE. CIGARZTTE
SMOKING DURING PREGNANCY HAS BEEN SHOWN TO CAUSE DECREASED QJIRTH
WEIGHT IN INFANTS. I WILL ATTACH SOME MATERIALS ABOUT WOMEN AND
NICOTINE DEPENDENCE TO TEIS TESTIMONY, BUT WILL CONCENTRATE THIS
MORNING ON ALCOHOL.

WOMEN ARE MORE SENSITIVE TO ALCOHOL THAN MEN. FOR YEARS
WE HAVE NOTICED THAT THE DISEASE OF ALCOHOLISM PROGRESSES MORE
RAPIDLY IN WOMEM AND THAT WOMEN DEVELOP THE LATE .TAGE
COMPLICATIONS OF THE DISEASE FASTER AND WITH A .OWER ALCOHOL
INTAKE WHEN COMPARED TO ‘MEN. WE XNEW THAT THE LIGHTER WEIGHT AND
LOWER WATER CONTENT IN WOMEN'S BUDIES MEANS THAT THE ALCOHOL THEY
CONSUME WILL BE LESS DILUTED. 3BUT NEW EVIDENCE HAS NOW COME TO
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LIGHT THAT SHOWS US THAT WOMEN ALSO ABSORB MORE OF THE ALCOHOL
THEY DRINK. COMPARSD TO MEN, NORMAL WOMEN HAVE SIGNIFICANTLY
LESS OF AN ENLYME THAT BREAKS DOWN ALCOHOL IN THEIR STOMACHS.
ALCOHOLIC WOMEN HAVE ESSENTIALLY NONE OF THIS ENLYME, AND 80 THRY
ABSIRE EVEN MORE (1). PUT THIS ALL TOGETHER AND THE RESULT I8
THAT A STANDARD DRINK OF AN ALCOHOLIC BEVERAGE (A SHOT OF LIQUOR,
A CAN OF BEER, A GLASS OF WINE) WILL HAVE FAK MORE DESTRUCTIVE
EFFECT IN A WOMAN THAN IN A MAN. ADD TO THAT THE PACT THAT
ALCOHOL ENTERS EVERY CELL OF THE HUMAN BODY AND EASILY CROSSES
THE PLACENTA TO ENTER EVRBRY CELL OF THE DEVELOPING FETUS, AND THE
STAGE IS SET FOR HUMAN TI'RAGEDY.

ALCCHOL PROBLEMS IN WOMEN CUT *CKOSS ALL ETHMIC AND
SOCIOECONOMIC GROUPS. FOR EXAMPLE, ANDREA HALLIDAY AND HER
COLLEAGUES AT HARVARD FOUND THAT 12% OF 158 MIDDLE CLASS WOMEN OF
CHILDBEARING AGE WHO WENT FOR ROUTINE GYNECOLOGICAL CARE WERE
ALCOHOLICS (2). A STUDY AT JOBNS HOPKINS UNIVERSITY HOSPITAL,
WHICH INCLUDED MANY DISADVANTAGED PATIENTS, FOUND A RATE OF
ALCOHOL ABUSE OF 12.4% IN BOTH OBSTETRICS AND IN GYNECOLOGY
INPATIENTS (3). THIS POINTS UP THE URGENT IMPORTANCE OF
SYSTEMATIC SCREENING AND REFERRAL FOR ALCOHOL PROBLEMS IN
OBSTETRIC PRACTICE (AS WELL AS ALL OTHER MEDICAL CARE).
UNFORTUNATELY THIS IS NOT COMMONLY DONE AT PRESENT.

TRENDS IN ALCOHOL USE FGR THE NATION AS » WHOLE HAVE BEEN
TOWARD A LOWER PER CAPITA CONSUMPTION (4). HOWEVER, BZFORE WE
DERIVE ANY FEELING CF SECURITY FROM THIS TREND WE SHOULD ALSO
NOTE THAT THE OVERALL DECKEASE HAS BEEN COMBINED WITH AN INCREASE
IN HEAVY DRINKING AMONG YOUNG ADULTS, BOTH MALE AND FEMALE (4).
FOR WOMEN, THIS AGAIN MEANS THOSE OF CHILDBEARING AGE.

THE NEED TO EDUCATE OUR YOUNG WOMEN ABOUT THET
SENSITIVITY TO ALCOHOL IS URGENT. YET MOST YOUNG PEOPLE DERIVE
THE BULK OF THEIR KNOWLEDGE ABOUT ALCOHOL FROM ONE EVER-PRESENT
SOURCE: ADVERTISING. BETWEEN THE AGES OF 2 AND 18 THE AVERAGE
AMERICAN CHILD SEES SOMETHING LIKE 100,000 BEER COMMERCIALS (5).
IN RECENT YEARS THE ALCOHOLIC BEVERAGE INDUSTRY HAS TARGETED
WOMEN AS A GROWTH MARKET (6), YET VERY LITTLE TARGETED PREVENTION

6
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WORK IS BEING DONE WITH GIRLS OR YOUNG WOMEN. THE "WOMAN TO
WOMAN" PROGRAM OF THE ASSOCIATION OF JUNIOR LEAGUES, AND THE
PROGRAMS OF THE NATIONA!, COUNCIL ON ALCOHOLISM AND DRUG '
DEPENDENCE ARE AMONG THE VERY FEW. IN TERMS OF COMPARATIVE
RESOURCES, WE ARS ROWING UP THE MIGHTY NISSISSIPZI RIVER IN A
DINGHY. HERE IS A PLACE THE CONGRESS CAN REALLY HELP.

WOMEN WHO DO DBUELOP® ALCOHOLISM HMAVE FARTICULAR PROBLEMS
WHICH DIFFEx FRON MEN'S. THEY BEAR A VERY SPECIAL SOCIETAL
STIGMA. NOT ONLY ARE THEY LOOKED DOWN UPON AS FAILURES, BUT THIS
SOCIETY ALSO MAINTAINS A DEEPLY-HELD STYREOTYPE, DATING BACK TO
THE ANCIENT ROMANS AND ISRAELITES, TAAT WOMEN WHO DRINK ARE
PROMISCUOUS (7). BECAUSE OF THIS STEREOTYPE WOMEN WHO DRINK ARE
CONSIDERED ACCEPTABLE TARGETS OF ST.JUAL ABUSE IN AMTRICAN
SOCIETY. FOR EXAMPLE, A 1982 STUDY OF XAPE SHOWED THAT SOCIETY
FINDS A RAPIST WHO IS INTOXICATED T) BE LESS RESPONSIBLE FOR THE
RAPE WHILE A VICTIM WHO IS INTOXICATED IS CONSIDERED MORE TO
BLAME (8). THERE IS AN ENTIRE BODY OF RESEARCH ON SEXUAL ABUSE
AND VICTINIZATION AS BOTH A PRECURSOR (9) AND A RESULT (7) OF
WOMEN'S ALCOHOLISM AND DRUG DEPENDENCE.

TODAY WE ARE FACED WITH YET ANOTHER FORM OF VICTIMIZATION
OF ALCOHOL A'{D DRUG DEPENDENT WOMEN. THAT IS THE CRIMINAL
PROSECUTION OF THESE SICK WOMEN FOR SO-CALLED "PRENATAL CHILD
ABUSE, " OR FOR DELIVERING CONTROLLED S BSTANCES TO A MINOR
THROUGH THE UMBILICAL CORD. THE SUBSTITUTION OF CRIMINAL
PROSECUTION FOR PREVENTION ZID TREATMENT IS AN UNCONSCIONABLE
PUBLIC POLICY. WE LOOK TO CONGRESS FOR HELP IN REVERSING THIS
TREND ( SEE ATTACHED).

BOTH STIGMA AND VICT.MIZATION ADD TO THE FORMIDABLE
BARRIERS ~LREADY FACING CHEMICALLY DEPENDENT WOMEN WHO SEEK
TREATMENT. (TODAY WE TEND TO SPEAX¥ OF "CHEMICAL DEPENDENCY"
BECAUSE OF THE VERY COMMON CO-OCCURRENCE OF ALCOHOL AND OTHER
DRUG DEPENDENCE IN WOMEN) (10). THE FOREMOST BARRIERS, IN
ADDITION TO STIGMA, ARE THE LACK OF CHILD CARE AND INADEQUATE
INSURANCE COVERAGE. HERE AGAIN WE LOOK TO THE CONGRESS FCR HELP.

R
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1 SINCERELY HOPE THAT THRSE HEARINGS WILL FO”US THE
ATTENTION OF THLY COMNITTEZ THE CONGRESS AND OF THE AMERICAN
PEOPLE ON URGENT AND THR I} /ORTANT WORK THAT NREDS .0 BK DONE IN
THE PREVENTION AND TREATNENT OF CHENICAL DEPENDENCY .:N WOMEN. WE
HAVE ALREADY FALLEN BEHIND. PLEASE HELP US CATCH UP,

{I HAVE ATTACHED SOME REFERENCE MATERIALS AND A
BIBLIOGRATHY TO THIS TESTIMONY).

THANK YOU.

LisT OF ATTACHMENTS

1. Blume SB,, Women and Alcohol: a Review, Journal of the American Medical
Association, Sept. 19, 1986, is retained in committee files.
2. Blume SB, Alcohol and Drug Problems in Women: Old Attitudes, New Knowl-
e, Chapter from a 1990 book (reference number 7), i~ retained in committee fi'es.
. Policy statement on chemically dependen* women and pregnancy, American
Socieg' of Addiction Medicine.
4 Chemical Dependence in Pregnancy: Latest Target for Abuse, ASAM Newe,
September—October, 1989.
5. Position lgager on tobacco, American Medical Women’s At.sociation.
6 Blume SB, Dual Diagnosis. the Co-Occurrence of Psychoactive Substance Depend-
ence with other Psychiatric Disorders, '~ retained in commictee files.
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POSITION PAPER OF TORACCO

PAXY 1 - BACKCROUND

A. Gener: Heslth Effects

The Surgeon Cenerals’ reports on saoking and health have united the medical
profession in {ts recognition of the adverse hcalth effects of smoking,
both for sctive smokers snd for involuntary or psssive ssokers. There is s
vaet 1ligt of digseases csused or exacerbsted by smoking led by hesrt and
vascular disease, chronic lung disease snd lung cancer. Now niny other
cancers are also known to be sssocisted with smoking. These fnclude
cancers of the larynx, orsl cavity, hypopharynx, esophagus, tladder, and
pancreas. Furthermore, the preva':nce of cancers of the kidney, cervix,
liver, ureter, and rectus is greater among smokers. Besides cororary “ileart
disease and stroke, smokers are more prone to peripheral vascular diss ase,
aortic aneurysms, vascular impotence (men), chronic bronchitis, asttaaz and
pneumonia. Also, those who swoke are more susceptible to irfluenz. and
colds, peptic ulcer disease, pancreatitis, reflux esophagitis, irjuinal
hernias, periodontal disease, headache, lLegionnaire’'s disease, :ad
subclinical vitamin C deficiencies.

8. Reproductive Health Effects

Smoking has 2 particularly damaging effect on fertility and reproduction in
women. It is associsted with early menopause, an increased risk of
post-menopsusal osteoporosis, reduced fertility, increased menstrual
abnormalities, and impaired lactation. Male seokers have reduced sperm
counts and more abnorsal spera. In pregnant women, swoking causes fetal
hypoxia, premature births, spontaneous sbortions and stillbirths, reduced
birth weight (undernutrition), and sn increased incidence of neonatal
deaths, iancluding sudden infant Jdeath syndrome.

C. Effects of Passive Szoking

Nonsmokers also suffer. Children of smoking parents have an increased
incidence of bronchitis and pneuzonia, wheezing and asthma, colds and
middle ear infections, retarded lung growth and eventual lobacco addiction,
as they thesmselves begin to smoke. In adults, passive smoking frequently
causes eye irritation, hesdache, nasal syaoptoss, cough, angina, allergies
and asthzatic attacks. Less Coamonly but more devastating is lung cancei,
a consequence of passive sooking evidenced in nonsmokers living with
smoking spouses.
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D. Effects of Smokeless Tobacco

The health consegnences of smokeless tobscco include tooth and gum
diseases, all the effects of systemic nicotine absorption, including
addiction, asc well as carcinoma of ths orsl cavity, with death from
secondary metastasis.

E. Costs of Tobacco Usage

Smoking workers suffer more sick days, reduced productivity, and increased
hr.alth csce costs compared with non-smokers. The cost of tobacco Products
also represeats a aignificant finsncial drain on the family budget.
Furthermore, cigarettes are the leading cause of household fires, resulting
in homelessness, injuriea, and fatalities.

F. Smoking in Women and Girls

During the past twenty years the death rate from lung cancer in wosen in
the United States has been steadily increasing and in 1986 surpassed the
death rate from breast cancer. The prevalence of male smokers has
decreased dranstically over the last two decsdea, while che prevalence of
fenale smokers has remained essentially unchanged. A higher proportion of
new smokers are fexzale, especially teenagerss False advertising is
pointedly directed toward women, emphasizing an association between
cigarettes and slioness, besuty, sex appeal, and pleasurable sporting
activities.

PART II - AMWA AGENDA

The American Medical Women's Association (AMWA) le working toward the
eliaination of tobacco use, because of the enormous drain it has placed on
the well-being of the population, both smokers and involuntsry smokera, on
our health care institutiona, and on our economic and ecological resources
as a nation and as a planet.

We place particular emphasis on women tecause of the present unfortunate
trends in their smoking habit. Our efforts are directed toward prevention,
cessation, and the promotion of a smoke-free society.

A. Individua}l Cocmitment

As physicians, we recognize the responsibility of our profession to prowote
the health of our patients. Therefore, each physician member will work to
prevent and stop smoking among her patients in a manner appropriate to her
type of practice, and work to promote clean indoor air in her own office.
This shall {nclude =aintaining szoke-free waiting rooms, physicians’
offices, examining rooms and laboratories associated with the practice, ss
well as encouraging and supporting the development of smoke-free hospitals
and health care institutions.
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Preventior

le

2.

We recommend vigorous anti-saoking educationsal programs in the
schools, perticulerly concentrsting on the pre-adolescent age
group, since {t is at this atage that future smoking behavior {a
deternined. AMWA 1a developing end implementin; such prograss for
use by members and other interssted organisations.

Ve support @ ban on sll cigsrette advertirzing, aince it has been
shown to promote the initiation of swokirng in children, rather than
just influencing brand loyalty as the tcbacco compenies clatn.

Ve atrongly endorse an active antiamoking advertising campaign,
festuring role models admired by young psople urging a heslthy,
smokefree lifestyle.

Ve oppose the distribution of frce cigatettes, as they all too
often fall into the handa of imp.essionadle young people.
Similarly, we oppose the sale of tobacco products to children and
ssles from unsupervised vending machines, Likewise we are against
the sale of candy cigarettes which encoutage preschool children to
role play the mannerisas of smoking.

We support a substantial increase in the axcise tax on tobscco
products, vhich would increase the price to & level high enough to
discourage their purchase by children and voung adults.

Cessution

i.

AMWA has gathered and will expaad upon 2 bank of informacicr
containing successful cessation techniques which are specialty
specific for physicisns in various health care roles.

We urge employers to encourage workers to quit smoking by
instituting clesn indoor air policies and offering and supporting
cesgation prograams.

We support the concept of reduced life and health i{nsurance
preaiuas for non-smokers and ex-smokers, as well as for the
{nsurance of houses, office buildings, and hospitals where there is
no swoking.

Smoke=-free Societ

i.

2.

e support legislation and policy changes which procote a
smoke-free environment for all workers.

Ye support the public’s right to a smoke-free environment,
including health care institutions, transportation conveyances,
places of public entertainment, restaurants, grocery stores, post
of fices, banks, and all schools.
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3. Ws oppose the sponsorship of sports, entertsinment, end culturel
events by tobacco compsnies, beceuse such exposure essocistes their
products vith heelthy, vholesome sctivities. We particulerly
deplore the intense involvement of tobdacco compries in minority
programs, and the industry’s marketing efforts targeted to recruit
smokers among the same populstion thst they purport to sssist.

4, We will work to get snti-swoking information into wagasines,
especially those simed st women, sdolescents, and children. Ve
vigorously oppose cigarette advertisements in such magszines.

S. We will work to raise the priority of smoking ss s health issue on
the sgenda of sll women's groups.

6. We support cessation of federal and state government subsidies to
tobacco growers. We encourage programs aimed at helping tobacco
farmers to find alternstive crops snd workers in the tobscco
industry find other employment.

7. Me oppose the exportstion of tobacco products znd their aseociated
diseases tO oversess markets.
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Chairman MiLLER. Thank you very much.

Let me just ask, if I can follow along with you, in terms of the
women that you treat, Amityville is a middle ciass, upper middle
class area?

Dr. BLuME. Yes. We have a range of lower to upper middie class
men and women.

Chairman MiLLER. I just wonder if you might just—if you can
help us in a description »f these women. Have they sought treat-
ment before, how isolated are they or aren’t they? What have they
done before they’'ve come to see you?

Also, I would aiso be interested in your notion of how would you
measure success?

Dr. BLuMe. First, if we had our women’s group from South Qaks
Hospital sitting up in the front row here, you would not be able to
tell them from the other spectators. They are young, they are
middle aged, they are elderly, they are black, they are white. They
come fiom a range of backgrounds and homes, but if you know
them well there are certain similarities.

Many of them, like Kathleen, come from a family where there
was alcoholism, often multi-generational, including the grandpar-
ental generation. They’'re often married to or living with men who
have alcohol and drug problems. If we look at the genetic and envi-
ronmental effects in etiology, we find the studies we have show
that women are more sensitive to the environmental side of it than
men.

Women are very influenced by the partner they live with in
their pattern of alcohol and drug use. Many women are introduced
to drugs and supplied with drugs by their marital partner, so we
see that very commonly.

We always have family members participate, that’s a key ele-
ment in treatment and we often find ourselves intervening with
the husband or the spouse of a patient trying to get that person
treatment, knowing that the family is not going to heal urless both
partners and often the children get some help as well.

Just yesterday in a group a pregnant young woman who was
leaving treatment today made a little thank you speech to the rest
of the group and told us, as I mentioned to you earlier, that she felt
blessed by tke opportunity of bringing a healthy baby into the
world, which would not have been if not for her treatment.

The fact that there are thousands of women out there without
that opportunity breaks my heart, and I think it should break all
of our hearts.

Chairman MiLrer. How would you measure success, do you
measure her as a success? Are you waiting six months or a year?

Dr. BLUME. She doesn’t just go out there.

Chairman MiLLER. I understand.

Dr. BLuME. She’s going to be in continuing treatment with us.
She has a gcod sponsor in Alcoholics Anonyinous who will be with
her as she leaves the hospital.

Chairman MiLLER. How often will she have contact with you?

Dr. BLuME. She will be seeing us once or twice a week and at AA
meetings most of the evenings. As she gains strength we will
change her follow-up care.
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Chairman MiLLER. She will be seeing you twice a week and AA
or at AA?

Dr. BLuME. Both.

Chairman MiLLER. Both?

Dr. BLuME. She’ll be coming to our after care clinic and she will
be attending her meetings. We will give her as many se *" ns as
she needs, but she’s off to a very good start.

Chairman MiLLer. How do you characterize your program, usual,
unusual?

Dr. BLuMg. Well, I'm sorry to say we're unusual in the fact that
we look for and welcome pregnant women. I know that there have
been reports, for example, Wendy Chafkin from Columbia Univer-
sity, has studied treatment accessibility for women with crack
problems who were pregnant and found that they were unwelcome
in many programs. So that’s unusual.

Chairman MILLER. Let me ask the question then, Mr. Besharov
said that programs were readily accessible to these women in New
York, that’s contrary certainly to what the select committee has
been t~ld and what our surveys snow. What is it?

Dr. BLuME. I can only tell you what Dr. Chavkin found and that
there’s a lawsuit going now against a few facilities in New York
City who were excluding pregnant women from their hospital
detox services. So I'm afrsid it’s not as available as we wish if
would be.

Chairman MiLLer. We found that in our surveys, I mean from
formal policies that refused to see women who are pregnant and
substance abusers tc informal policies that just don’t accept Medic-
aid individuals or what have you.

Doug, how do you determine——

Mr. BesHaRrov. I hope I didn’t use the word “readily.” It's always
a question * whether the glass is half full or half empty. We’ll get
better numuers. I'd be glad to subu.it to the committee a written
statement from New York City questioning Wendy’s numbers.

Let me say what I thirk is happening here is that people see the
very difficult problem of finding facilities for pregnant mothers in-
volved. Here, there are liability concerns that really move this off
the table.

For example, these are potentially, or at least they're viewed as
potentially very litigious patients. Clinics are reluctant to take one
of these pregnant mothers and offer any kind of service that might
not work, or to offer any kind of blocker that could cause any kind
of birth defect or that could be claimed to cauvse a birth defect.

So I think what we might be locking at here is the difference be-
tween programs that are willing to deal with pregnant women and
programs that are willing to deal with mothers. That’s not the
same.

I really don’t want to leave the impression that I'm saying that
there’s enough in the way of services, but let me just say in New
York City the Department of Social Services has a rule that if the
mother does not accept treatment services the case must be re-
‘arred to the family court. Less than 20 percent of the drug related
cases are referred to the family court. That means that those case-
workers are finding some treatment services. It's not the same as
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saymg it's a perfect one or that they're adequate, it's just that
there's more out there than is commonly accepted or described.
Chairman MiLLER. Those are the same workers that checked that
all reasonabie efforts have been made before they take the child
* out of home. That box gets checked on all those forms, you know.

Mr. BesuaRrov. I'd be glad to discuss that issue. I think it's a dif-
ficult one. I just say that when we look at these programs, we do
refer mothers to them. For example, New York City is about to
spend $300 million a year tn expand treatment services. That’s the
right direction.

Chairman MILLER. I understand that but, again, in the Select
Committee when we look behind the referrals, what causes so
much trouble i8 you can be referred to Dr. Blume's program, but
what the referral means is you're now on the waiting list to get
into the program, and that «atisfies the criteria to keep ;u out of
court or to keep you from child protective services or keep you
froull your child being taken away. You’ve been referred to a wait-
ing list.

Mr. Besnarov. There’s a real tendency in this discussion to mix
different kinds of addiction. I was ..ddressing crack cocaine.

Chairman MiLLeEr. However, you pick your addiction. Pick your
addiction and then we’ll find a -vaiting iist for it, that's my con-
cern.

Mr. BesHarov. I think it’s very different because the kind of pro-
gram that Dr. Blume described and it’s effectiveness, and we know
it’s effective, is in part because it’s for treatmen. of alcohol addic-
tion. I don’t know, I would ask an open-ended question, if I may,
whether the experience is the same for compulsive crack addicts,
because they have very different kinds of addictions, which are
much harder to treat.

Chairman MILLER I understand that but you take ile client as
they are. If you're pregnant and you're crack addicted, to stay out
of the court system, you're referred to a program. The reference is
nothing more than a waiting list.

If it’s recognized by child welfare workers or probation officers
and others as an effective program, the waiting list is only longer.

Mr. BesHarov. I don’t know how to answer this. There is an
answer which i8 we can go count the cases and the waiting lists. I
think the answer is that the glass is half full or half empty. There
is treatment there, but it’s not sufficient.

Clearly, Mr. Chairman, you agree that there is——

Chairman MILLER. It depenis on whether you're thirsty or not
thirsty whether the glass is any good to you.

Mr. BesHaRrov. No, no. If you want to assert, sir, that there is no
treatment out there——

Chairman MiLLER. No, I don’t want to assert that. In fact, I'li
assert just the oppusite that there’s some very good treatment,
except it’s very inaccessible except for a very small nvmber of
people. That’s what concerns me.

There’'s a lot of treatment mills out there that are running
people through and picking up their insurance money, or keeping
people out of court or out of criminal courts and what have you,
and there’s a lot of people who just have access to no treatment.
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That’s one of my concerns when we look at this particular popu-
lation—with respect to women and to pregnant women—on wheth-
er or not, in fact, we have a model treatment system out there that
can accept these individuals and start with treatment.

In fact, as we will hear later, there are successes, just like we
have a success here in mainly alcohol treatment in the Amityville
program. There are successes with crack cocaine, with cocaine,
with heroin addiction.

Mr. BesuArov. I hope we’re not disagreeing, because I'm not
saying that there is sufficient treatment. I might disagree with
whether there is very, very little, but it is clearly not sufficient. I
think the rore important point is the one that you just made,
which is that different kinds of addictions have very different suc-
cess rates in terms of treatment.

If you talk about what the next steps are, it might be quite ap-
propriate to talk about major expansions of the actual on-line
treatment ability in, for example, alcoholism. For crack cocaine the
answer is, as Dr. Tuckson suggested, much more understanding,
much more research before really jumping ahead.

You know, it is not by accident that the only serious suggestion
about treatment of crack cocaine is acupuncture. That is because
10 one has found anything else that really works. So I think it's
very important to make these distinctions.

Chairman MILLER. Let me go back and let me throw this out be-
cause, Kathleen, I want you to come into this. That state..ent is
what worries me in this discussion because it sort of leads to the
notion, well nothing works here so let's take the bahies away,
throkv; the women in jail and we'll work this out because nothing
WOrKS.

The juestion is really what are we going to measure as success.
mean, is it going to be lifetime abstinence, and if you can’t achieve
that, that’s not success? I'm wc.ried here about what our bench
marks are. I mean, that’s what we would like to achieve, but in
terms of the population, how do we measure this?

You like to believe that you will be sober for six years and for 60
years and that your thinking will change so that you can pass that
on to your daughter and to your son. I don’t know if that measure-
ment allows us to engage in real discussion of treatment and the
notion that we're going to achieve tlh.e level of success that politi-
cians want te invest in the program.

Dr. BLuMe. May I just comment that we don’t exclude cocaine
users and crack users. The program that I run is not a pure alco-
holism program. If we only had patients with alcoholism, we could
go down *o about 10 beds from nearly 100, and we’d be fine.

Many of our younger women do use crack and do use other frrms
of cocaine, and we confront that head on and it is not a hopeless
situation. The fact that if you look in the research literature you
find acupuncture, is because the treatment of crack addiction is
new.1 It’s part of this epidemic that came upon us really quite re-
cently.

That should not be understood by the public to mean that no-
body’s getting any useful treatment for crack addiction because
there aren’t yet research papers on the subject. They're being
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treated everywhere, and I'm sure in your facility, too, and they’re

doing very well. )
We don’t have the research yet to bring this all together, but

please don’t feel that there is nothing out there that’ll help these

peaple. S

. ‘X’. I'd have to agree. 1 think if you look at what I went
through, I went through a 30-day program. Well, I had been using
drugs and alcohol since I had been 14 yeras old. I used after I got
out of the 30-day program. Is that not a success? I think not.

I think when you iook at what is successful and what isn’t, it's
not how many times the person relapses, but is the person learning
other tools and techniques to deal with life siresses and are we
helping to connect these people into resources that are going to
help them better their lives and get better jobs and get better edu-
cation, to continue on with their sobriety.

You know, one thing that we learn is it is one day at a time. I
was asked a question yesterday in an interview, “Are you afraid
and worried that you're going to fall off the wagon?” I said, “No,
not at all, because I know tocfay ] am not using rugs and alcohol,
but I have tools to deal with situations that come up.”

In dealing with the crack problem, you know, it used to be once a
heroin addict, always a heroin addict. If that had been the mindset
when I went through treatment, as a matter of fact, when I went
through the 30-day treatment center a lot of them didn’t want to
take heroin addicts, especially females with kids on medical assist-
ance.

None of these drugs are hopeless, we just have to get a little
better at what do we need to do to help these people. With the
crack cocaine, I believe the biggest problem is the environment, es-
pecially since we're talking about women and children today.
We're sending women that ave in a social environment where
crack is there. When we treat them for 30 days and send them
bag(lic to the same environment, their chances of making it are not
good.

You can almost bet they're going to use again, especially, with
the point Dr. Blume had brought up about the dependency on men
and the men using the drugs I really believe that the answer is
sober environments, sober placements where the women can live
with the children and get the support services.

You're not going to fix this problem in a 30-day period, it takes a
while. You've got to keep chipping away at it.

Chairman MILLER. Mr. Bliley.

Mr. BuiLey. Thank you, Mr. Chairman.

I think first of all I don’t believe that there’s anyone on this com-
mittee who thinks that women should be put in jail. I do think that
there are some situations in which the child of a user is at risk,
and that sometimes they have to be separated. You don'’t like that,
you don't want to have to do that, but sometimes :n order to pre-
tect the child it has to be done.

Would you agree with tnat, Dr. Blume?

Dr. BLume. Oh, absolutely. Throughout this country we have a
mandated child abuse and neglect reporting system, as you know
very well, it's been your doing. We regularly make reports of child
abuse and neglect and we help, when necessary, place people, and
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we will help to get them back together when we can help the
woman recover.

My comments were like Mr. Miller’s in his opening statement,
that what I see that troubles me e much is that; having failed or
perceiving taat we failed at preventing chemical dependency in
women; having failed to make the treatment and intervention that
they need £vailable; there’s now this punitive answer. Well, if we
can’t helP them, (and we haven’t even tried sufficiently helping
them) let's punish them. That’s what I'm against. I think if chil-
dren are living with parents for whatever reason who can’t parent
them adequately, yes, th2y must be removed.

Mr. BuiLey. Thank you. How many cases of alcohol abuse are you
aware of in which a newborn has been abandoned at a hospital?

Dr. BruMe. I can’t respond with numbers to the* I'm sure it’s a
major problem and you may know more about _. than I It does
exist. You have newborns who go through alcohol withdrawal born
to women who have been drinking at ¢ *igh level during pregnan-
cy, and sometimes those women disappear.

Mr. BLiLEY. Aren’t there many more crack babies that are aban-
doned at hospitals, would you agree with that?

Dr. BuuME. Again, without numbers at my disposal, I can’t
answer it from a knowledge base of research. It would seem to me
it’s a common problem.
hMg. BuLey. Dr. Besharov, would you care to take a crack at
that!

Mr. BesHaRov. I sit on the fatality review 1 anel of New City’s
Human Resources Administration and we review the death of
every child previously known to the agency. Last year we reviewed
the deaths of 140 children, and it is quite true that the problems
are multidrug problems. (Polydrug is the technical term.) But our
present child welfare concern is driven by this crack issue.

We have seen in those 140 cases a number of situations in which
he mothers have abandoned newborns in the hospiial. I just came
from a meeting last week with Margaret Hagerty, we're on the
panel together, and we had a mother whose baby died in vhe hospi-
tal and it was a week before she asked how the baby was. She gave
birth end left, and it was a week before she asked, “How is my
baby doing?”’

I don’t think every crack addict is a bad mother. Bad is even the
wrong word, inadequate, but some are. I was very troubled by “he
suggestion before that all these children are removed haphazardly
or just by checking a box. Nationally it’s about 20 or 30 percent of
the children who are removed. There a very careful weighing of
the danger to the child, I think, in most jurisdictions and the op-
tions available.

I think the system is trying very hard to identify those children
who are in most danger in order to protect them, and it is the
crack children, I think, who are in much greater immed‘ate danger
than the alcohol children.

Mr. BriLey. Thank you very much.

Dr. Blume, how many of your patients who abuse illicit drugs
voluntarily entered your treatment facility as opposed to those who
entered because they were went through the justice system?
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Dr. BLuMme. There’s a real difference between the men and the
whomen we treat. Among women very few are referred in by either
the drinking driver program or probation or sther criminal justice
systems. Among men the proportion is much higher.

Most women that, we see, and I think it's true nationwide, are
referred in because of two kinds of problems, family problems and
health problems. They are referred in by members of their families
who have been able to get help through self-help groupe like Al-
Anon, or through ccunseling, or they're referre«l. in because they
are feeling ill and it ‘inally becomes apparent that there is some-
thing beneath the iympwoms that hay to do with chemical depend-

ency.

N{r. BLiLey. Your statement, doctor, as wall as your appendicis
feature a theme endorsing more specialized treatment programs.
Would this mean that the more than 8,000 treatment centers cur-
rently in place ought to be eliminated for the sake of this goal?

Dr. BLume Heavens, no. I wouldn’t eliminate one bed or one out-
patient slot. We need every one we have in this country. I think
what I said in my oral remarks was that we need better coordina-
tion with what we have.

In the study that I mentioned in one hospital that I shall not
name, I introduced the head of the obstetric department to the
n2ad of the chemical dependency clinic. They were in the same
large bviiding and they had never met. There were precious few re-
ferraw f.om one to the other, although the chemical dependency
treatrient was seeing pregnant women, they were not coming
threagh the referred route they should have come.

Mr. BLiLey. I'm glad to hear you say that because I have intro-
duced legislation to require that localities hiave all of these services
for pregnant mcthers to be, for children's immunizations, fer nutn-
tion all in one location because in many instances the poor—in
almost all instances—have transportation problems. If they've got
to go all across town and have to wait everywhere they go, they get
frustrated and they won't go.

Dr. BLuME. Often a referral means a little slip of paper with an
address on it, and that's not a very effective method. I agree with
you.

Mr. BuiLey. Thank you very much.

Chairman MiLLer. Thank you. Mr. Levin.

Mr. Levin. Just a couple of quick questions to Mr. Besharov. You
referred to the half full, half empty analogy. I don't understand its
significance. I'm trying to figure out where people come from on
this issue. Listening to the testimony I'm rather confused. What'’s
the relevance of calling it half full or half empty?

Mr. Besharov. I thought I was trying to respond. In fact, I didn’t
understand the relevance of the chairn:an’s question. I was trying
to respond to what I thought wus a statement that there was abso-
lutely no or almost no treatment out there. There’s a great deal uf
treatment, and even though it is clearly inadequate, there are
many people out there providing treatment.

I was just trying to say that it's more than nothing, it’s not suffi-
cient, but it’s certainly more than nothing.

Mr. Levin. I don’t think the chairman said it was nothing, and
Dr. Blume is right next to you.
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Mr. BesHAROv. I hope I'm not in the middle of some kind of sym-
bolic crusade. I don’t know what the issue is. I t>uly do not under-
stand. If you want me to say that there are inadequate services out
there, I have said it a number of {imes.

I don’t know what the issue is. I truly don’t know either, sir.

Mr. Levin. So if you say it’s clearly inadequate, that's kind of
enough, isn’t it?

Mr. BesHARoOV. I don’t know what——

Mr. LEVIN. What's the argument?

Mr. BesHarov. I give.

Mr. LEviN. What?

Mr. Besuarov. I give up.

Mr. Levin. I don’t want you to say anything you don’t waunt to
say. I'm trying to figure out what you're saying, and I mean that
respectfully. . )

What I'm trying to figure out in this field, what are tbe real dif-
ferences? When you say there’s a great deal but they're clearly in-
adequate, maybe it isn’t worth the argument unless you've empha-
sizing the great deal instead of the clearly inadequate.

Do you mean to do that? I mean, do you mean to emphasize the
great deal of services instead of clear inadequacy? I don’t think you
really want to do that, right?

Mr. Besuarov. No. I think what I mean to emphasize is that on
the child welfare side of thic problem, as opposed to the drug atuse
side of this problem, on the child welfare side is where we make
decisions about the welfare of children.

There are child pro.ective programs that can make referrals to
treatment programns, that do make referrals. Sometimes those re-
ferrals are successfu:, many times they are not. In those situations
in which the referrals are unsuccessful, there is a present need to
determine what's necessary for the children, not a year or two
from now when some legislation might or might not pass.

I think that there are dedicated people out there working within
a situation of sume treatment services out here, finding that even
with those treatmert services some mothers cannot be reached in
the time that makes sense for the child’s welfare, and those chil-
dren are being removed from the “ome. I think in mecst circam-
stances those are valid decisions, although as in everything there
are overreactions and underreactions.

I think that is one of the challenges, I'm not veally addressing
the adequacy of drug treatment services, I'm worried about the
child welfare side of it. In those circumstances where these chil-
dren have been removed, we do have to face the question of wheth-
er we do some permanent decision makiag about their long-term
welfare. Sometimes that means returning the children hou.e, some-
times it means arranging permanent foster care, and sometimes it
means freeing the children for adoption.

The thrust of my testimony that I was trying to give was that
besides any concentration you give to exparnding treatment serv-
icege—m-

Mr. Levin. Which you thkink is in order?

Mr. Besuarov. Yes. At the same time look at the child welfare
side of this because that’'s where the decisions are being made day-
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to-day. Those are the cases that are giving the caseworkers and the
parents, I think, tuie most troubling concerns.

If you want to holp these mothers, make the child welfare

m more responsive to their needs, more able to decide where

e children should be removed or not, more able to long term
plan. That would also help the mothers and children, and that’s all
I'm trying to s%y

Mr LevIN. You said if you want to help those mothers, make
sure the decisions are made because that will also help them. I'm
trying to figure out where you're coming from. You're not saying
that there aren’t many instances where there are inadequate serv-
ices?

Mr. Besearov. That's right.

Mr. LEvIN. So to help mothers in many, many cases we need ade-
quz;lc% of services, which we don’t presently have in many cases,
right?

Mr. BEsHAROV. Yes.

Mr. LEVIN. So then you're saying that there are some cases,
many, whatever, where there is adequacy of services, but even with
that adequacy the mothers will be incapable in many cases of
taking care of the children. You don’t say that to diminish the
need for more adequate services?

Mzr. Besnarov. No, sir, not at all.

Mr. LEViN. Let me just ask Dr. Blume, what’s the argument here
then? As another professional you've heard that formulation, so
what’e the issue?

Dr. Buume. Well, as I was listening to this, going up and back, I
remembered when I was state commissioner and was sitting in the
government person’s seat rather than the private provider’'s seat
that I'm in now. When faced vrith the inadequacy of the treatment
that my agency was delivering, I would admit it, but I would also
poiist to all the advances we've made and all the multiplication
from where we began. I think that’s where we are right now.

Certainly if this hearing were being held 15 years ago we would
not be able to point to a treatment service the size of the one Mr.
Bliley has mentioned. We had a lot less. We had vergafew people
even interested in talking about this subject. So we have come &
long way and we don’t want to denigrate the efforts of people who
have created that funding for us and thLat insurance coverage that
makes us operate.

Yet, just as I said, let’s not congratulate ourselves on a decrease
in average alcohol intake when it’s rising aming young people. I
would say let’s not congratulate ourselves on the jog we've done in
meking treatment available, because it’s not available to everyone
Whﬁ needs it, who would take advantage of it and who would do
well in it.

Mzv. Levin. I think the more the two of you talk, maybe on that
poin! the differences are less than seems apparent at first. Are
there differences over the importance of intervention within the
family situation?

Dr. BLuME. Not at all.

Mr. LEViN. You think there are circumstaices where "here has
to be ix;tervention to remove the child from the particular circum-
stances”?
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Dr. BLuME. Yes, there are such families. I would further point
out that if we ever did the job we sught to be doing of identifying
the women now of childbearing age and coming into obstetric prac-
tice, who need chemical dependency services, we would absolutely
overwhelm the treatment resources out there because so many
cases are being missed the way Kathleen’s case was migsed.

Mr. LeviN. Just one last quick question, is there ani; i
ment that the lack of insurance and the inadequacy of the scope of
the insurance is one important fea’ ure of this problem? Does any-
body disagree with that?

Mr. BesHarov. I would say that for the crack problem I don’t
think that's as major a question because most of the compulsive
crack users that I know are Medicaid eligible.

Dr. BLuMe. Come to Long Island and I'li introduce you to many
who are not, especially teens who belong to families who have in-
surance coverage, who are covered for other illness by the parents’
Lr;suaance, but then when they are in need of these services are

reft.

Mr. BesHArov. There are always “many.” We're talking abou*
whether out of 20,000 compulsive users whether 2 percent or 50
percent are middle closs. It is closer to the lower number, not to
the higher.

There is one place, sir, where the-e is a diftference, and let me be
very blunt about it. If you were to spend—if for some reason the
Congress were to authorize and appropriate 32 billion more for
drug trestment, which we know is not likely, $2 billion on top of
the Preswuent’s proposal and so forth, I don't think that there
would be an appreciakble lessening of the child welfare problems
faced in this country because current approaches do not have a
great dea! of success with the heaviest « rack users.

Therefore, I think that even if you increased spending, you're
still going to have to take action on the child welfare side. My only
message here is: Don't focus just on the drug treatment side.
Thﬁres a lot that needs to be fixed on the child welfare side as
well.

Mr. Levin. I'd better close. You see, you've ststed it, again, in a
rather either/or form. You're saying in terms of treatment the pic-
ture seems kind of hopeless. So just put your emphasis on the wel-
fare side of it. Maybe that sets the stage for the next panel. ’

I don’t think, Dr. Blume, you agree with that statement, do you?

_Dr. BLume. I don't see it in either/or terms. I would be glad to
pick up the challenge of an extra $2 billion. I think if we had resi-
dences, as was pointed out, where women coming out of intensive
treatment could live with their kids for a few months, six months,
eight months, however much they needed to get a good start, I
think we would have a lot less need for child placement, but cer-
tainly we would still have it.

It would be a good experiment to try.

Mr. Macuriey. Thank you, Mr. Chairman.

Before 1 came to Congress it always amazed me how there
seemed to be a problem ‘hat everyone could agree was a problem,
yet when the federal government got involved, somehow the solu-
tion was inappropriate Whether it was drugs, housing, educs tion,
whatever, somehow thcre is this wide river between the problem
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and the solution that we never seem to get across in an adequate

way.

S‘:) my question really gets to the focus of okagl,];low do we solve
the problem. There is not a single person in this room who has
heard this testimony, who has ever dealt with the statistics, who
can’t say this is a major problem.

It seu.ns to me that if you look at the study that was just done in
my state, Rhode Island, that there is a profile Jor a substance
abuser, be it alcoho! or drugs. Looking at the testimony is said that
cocaine wus detected move commonly in women who were other
than white, used public insurance, were classified as Living in pov-
erty, had one or more children ani delivered at the regional perin-
atal care center.

Should we in the creation of this attempt to solve the problem
focus on all women? Should we focus on selected groups of women
who are in what we would call a high risk catgory? Can we afford
to put money across the board and then miss the people who really
need the services?

Dr. Brume. Different phases should be targeted differently. Pre-
vention, as I mentioned esrlier, has to start with kindergarten and
information and prevention have to be spread in all of society. For
early intervention, we should targ:t the health care . We
have good technology. In fact, a Dr. Michele G. Cyr did aa excel-
lent <tudy at Brown University identifying men and women in in-
tern=. medicine practice with alcohol problems. Seventeen percent
of the women coming into treatment for other illnesses had alcohol
problems.

The technology is there to do the identification. Urine testing for
drugs is commonly used now. It is pretty accurate and can be used
in obstetric practice as weil. So the technology to identify the
people at most risk is also there. At the prevention level we should
target all women. At the treatment level we're going to target
those that already have the problem, and we can identify them if
we have the systems in which to do that.

Let me just mention som~thing wonderful that the Congress did.
I testified a number of yez  ago, on behalf of the National Council
on Alcoholism when there was a debate over what's called the
women'’s set aside, frou know what that is, the block grants that go
to the states for alcohol and drug programs now require that 10
percent of that money be set aside for new and improved programs
for women.

Nobody wanted that. I was the only person at that time who
spoke for it, yet we studied the effect of that set aside, and it’s been
good. I would like to see some teeth put in that set aside to make
sure that the states are spending the funds appropriately. Right
mzvd it's let: to the discretion of the states. I think it could be better

There’s lots that the Congress has done that's been good, not .n-
appropriate at ali. We just need more of it.

Mr. Macutiey. Should we have testing for every woman who
comes in for prenatal care and then refer them based on that par-
ticular test? We have limited resources, how do we spend them,
every woman in the high risk population? It would be great if we
could focus on every woman.
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Dr. BLuMe. The test for alcohol problems is as simple as a paper
and pencil test. It costs 15 or 20 minutes of time to fill it out in the
waiting room and then it costs the training of getting staff to know
how to evaluate that test. I'll be glad to submit, (I don’t think it's
with my testimony now,) a paper and pencil test that has been de-
signed for women that is really easy to use.

at’s not a big expense, the expense is training the staff to use
them, to be aware, to refer and then to have the treatment on the
other end that these women need.

Mr. MacuTLEY. So you think we can do it without much expense,
at least as to alcohol, and the question then would become what
about drugs?

Dr. BLume. Right. That could be targeted. Als» geod history
taking would help you target testing in the drug area. What's miss-
ing right now is the system to do it, the corrdination, the training
and, as one of the earlier testifiers said, the will.

Mr. MacHTLEY. Then once we put people into some treatment. fa-
cility, whatever that might be, going back to the chairman’s ques-
tion again, are we going to measure success by how often they're
out of treatment? Is there some incentive, or do we just concede
that people will have lapses, whether drugs or alcohol, and we just
keep paying? I mean, what should be our standard, how do we deul
with encouraging people not to continue?

Dr. BLumMs. Well, the programs that do the best, and this has
been documented in research, are the programs that have the best
follow-up and follow through. If you can afford .o have staff that
are case managers, that stay in touch with people, that make sure
that if they miss a session someone’s calling them. Where were
you? What happened? In the outpatient phase of treatment, those
services are a great luxurv in public programs now.

The staff is up to its neck just doing the treatment, and the
follow-up is not as careful as it ought to be or could be if there
were more resources. So ! would say that a relapse is not a total
failure if there's follow-up and follow through. The person, as
Kathy did, can learn from the relapse and take it from there.

She relapysed and she just stayed out there relapsed. Nobedy
went looking for her, nobody followed her up. She had to go
through a whole new case finding to Eet into treatment again. We
know how to do this. We don’t have the resources co do it as much
as we would like.

Mr. MAcHTLEY. Thank you. I have no further questions.

“hairman MiLLER. I want to thank you very much for your testi-
mony.

Let me say that my concern here is, and I'm not sure it’s going
to be answered this morning, but my concern is our lack of under-
standing about these women and what works and what doesn’t
work. That lack of understanding, as well as probably a general
lack of understanding about addiction, then drives a model of treat-
ment for families that concerns me a great deal.

Mr. Besherov and I don’t have a great debaie going here, we
have a different view, I think, of what causes what to happen. M
concern is that when a woman is Fregnant or a woman has chi:-
dren and sne can’t get a model of trea’ment that addresses her
needs, we then take away her child, whereas we may have been
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able to keep them together had there been a treatment model that
coo).l'}ldl address her needs, provide child care—a comprehensive
model.

The absence of that then causes a greater intervention by the
state into that family. Current law allows us to protect the family,
to separate the child, to take him away, reasonable effort or no rea-
sonable effort.

The fact is, that that goes on every year in this country for thou-
sands a2 thousands of children. It's determined that having mare
that effort this child should be separated from that parent for
health or safety reasons, a whole series. That's current law. My
roncern is that all too often that is driven by the inadequacy of
services for the family in need.

Today we're looking at drug addicted families. We've listened to
family court judges in :ny own state and all across this coulzla:?
who tell us they’re simply removing children because of the inad-
equacy of shelter, not because they weren’t loving parents, not be-
cause they didn't care for their children, nct that they didn’t bust
their buns to get the kid to school, but the i2¢i was it was unsafe
for thet child to continue living in that situation for the simple in-
adequacy of shelter. We’ve now split vy that family.

1 have the same concern here. As I talk to probation officers, as I
talk to child welfare services, the inadequacy of program causes a
sick individual, if you want to use Kathleen’s model, an addicted
individual, to continue to function in that fashion and, therefore,
we now start disassembling the family, very unsuccessful in getting
that thing back together once we've s that process.

So my concern is the mismatch between the individual and the
gervices; the adequacy of the services, the effectiveness of the serv-
ices and the availability of the services are not there so that we
start the other effort of taking apart the family.

I think specifically when the select committee sees the number of
programs that won’'t accept pregnant, addicted women, I believe
much of it is a liability issue, it’s not callousness. Many programs
don’t accept women with children. Just as many shelters don’t
accept families, the father has to go here and the mother has to go
there and the kids have to go somewhere else. That's wonderful
when you're living in downtown Manhattan.

1 think that we've got to look at that model. Finally, I'm terribly
concerned that the stereotype, which is a black, welfare mother in
an urban setting, drives us to believe that well, there’s reaily noth-
ing that is effective here. Yet they probably have the greatest bar-
rie.s to service, and in all likelihood they’re not going to Betty
Ford or to the U.S. Naval Center in San Diego. They're going to
this place that’s kind of trying to maintain people and doesn’t have
the follow up.

The follow tp that you talked about, the contact tha. you talk
about, twice a week, is a real iuxury. In the San Francisco Bsy
area there are only a couple of programs that I can name that
have that kind of contact. One program that most of the people on
the front line have faith in has 125 contacts after inpatiept care
ceases. One hundred and twenty-five contacts over the next year.

They consider the program successful if 80 percent of the young
people remaii clean in a year with that many contacts. There
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aren’t many piograms in the nation that have that. We're real
good at keeping you locked up or what have you, but we’re not real
good at following up.

The other e that concerns me, sgain, is when we determine
success it woul¢ seem to me one measure of success in the case of a
pregnant woman is if we could provide abstinence for nine months,
that that would be some measure of success, certainly for the child.
If the notion is that you have to be drug free the rest of your life,
then we've:got sericus problems, because as Kathleen pointed out
it’s every day, there’s n. written guarantee you're drug free for the
next 50 years and the next 20 minutes.

The people I've talked to who are recovering and sober, I think,
make that point. I'm just very concerned and what we're trying to
unravel in this hearing is the extent to which the inadequacy of
services is driving these other choices. I'm very excited about what
Ways and Means—I was over there testifying last week about the
merger of some of these services.

There's got to be some standard to measure at what time the
state takes away a child. I think reasonable effort—we’ve got this
big project going on in the Bay Area, I don’t think anybody has
found this to be a barrier to remove a child. Those boxes are being
checked without reasonable effort. It's being used—weli, that's =
debate for Ways and Means, and that's why we have Ways and
Means Committee members on here. We will have that debate.

1 uppreciate very much your testimony heve, I just think we’ve
got to know an awful lot more about these women. Because if the
focus in the Congress and public policy becomes simply the child,
and this isn’t to separate them, then we're going to be a little bit
like Lucille Ball in the chocolate factory. The children are going to
bﬁ coming down that conveyor belt faster than we can handle
them.

As we've already seen, these children have, in fact, overwhelmed
every system they’ve encountered, these crack babies, and nobody
has been able to stand up to them. They're now in the elementury
schools and that’s not working. I think the challenge is there, but I
think in terms of when we have the opportunity, the debates in
Ways and Means, the debates in the Commerce Committee, we
have a chance now to redesign some of these systems.

We've really got to louk to make sure that simple unavailability
of services doesn’t drive us into a much more expensive and more
severe intervention by the state on behalf of families when we have
a chance for some successes.

So thank you very, very much. We'll be back to you, obviously,
because this is going to be ongoing as these other committees con-
sider legislative suggestions and solutions. Thank you very nuch.

Kathleen, a special thanks to you. Erin, thank you. You stayed
awahe through the whole hearing. I consider that a success as a
member of Congress. It's better than most of the people up here do
from day to day. Thank you very much.

Next we will hear from Iris Smith, who is the director of Preven-
tion and Applied Research for the Laboratory of Human Behavior
Genetics at Emory University; r. Alan Trachtenberg, who is the
medical director, Bay Area Addiction Research and Treetment Pro-
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gram in Berkeley, and Dr. Jing Ja Yoon, whe is the chief of neona-
tology from the Bronx Lebanon Hospital in Bronx, New York.

Welcome to the committee, and we will take you in the order in
which you are listed, please. Your written sta‘.ments will be
placed in the record to the extent to which you can summarize,
we'll appreciate, and the extent to which you want to ccmment on
what you’ve heard in the previous panel will also be appreciated by
the committee.

Ms. Smith.

STATEMENTS OF IRIS E. SMITH, DIRECTOR, PREVENTION AND
APPLIED RESEARCH, L. ABORATORY OF HUMAN AND BEHAVIOR
GENETICS, EMORY UNIVERSITY SCHOOL OF MEDICINE;
PROJECT DIRECTOR, ‘GEORGIA ADDICTION, PREGNANCY AND
PARENTING PROGRAM (GAPP), ATLANTA, GA

Ms. Smrre. Thank you. I'm pleased to have the opportunity to ad-
dress the committee this morning. As it was stated, I'm currently
the director of Prevention and Applied Research at the Laboratory
of Human (Genetics at Emory University. I am also the project di-
rector of the Georgia Addiction, Pregnancy and Parenting Pro-
g:'ﬁ:ln, which is a model intervention for pregnent and post partum
addicts.

I have worked in the field of substance abuse prevention for the
past 16 years and I have a commitment to this field as well as to
the issue of pregnsucy and addiction. I've also bex~ co-investigator
on several studies which are ongoing, examining the prenatal ef-
fects of drug use during pregnancy.

Based on the: testimonies that have been given there is little
doubt that this ig a very serious problem and that ..1e prevrience of
drug-exposed infants is, in fact, increasing. The range of problems
can vary from serious developmental effects r~’ated to prematurity
to milder developmental problems in older kids.

We now recognize that fetal alcohol syudrome is one of the lead-
ing causes of birth defects and mental retardation in the United
States. The greate . tragedy, is, of course, that it is preventable.
When we begin to talk about preventing many of those terrible
problems, we're really talking about intervening and doing pri-
mary and secondary prevention with women of childbearing ases. 7
think we often forget that.

We often spend a lot of time and energy talking about what
we're going to do about the babies. We do know that there are pro-
grame that work, there are data in the field which indicate that. In
my wricten report I tal about a study that we did which was pub-
lished in 1986, which looked at the effects of a relatively minor
educational intervention with a group of alcshol abusing mothers.

What we found was that when you did ducation during preg-
nancy, approximately 85 percent of those women who were abusing
alcohol at that time would discontinue their use of alcohol. When
we looked at the outcomes of their children, we found that there
was marked improvement in terms of their growth and in terms of
their development Jater on We're still following that population of
children, they still show improved development.
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Another thing that came out of that study was the obvious fact
that although 35 percent of those women were able te quit, 65 per-
cent were not. It was out of concern for that 65 percent of the pop-
ulation that we began to develop the Georgia Addiction, Pregnancy
and Parenting Project. .

One of our objectives is to identify those women who are at risk
of continuing to use alcohol or drugs during pregna~.cy, and also to
identify what factors might motivate such women to seek treat-
ment and to look at what kinds of measures of success we can use
in terms of evaluating our intervention.

I'd like to respond to some of the things that have been said. I
think many of the things that are in mﬂ written statement have
already been talked about by some of the other presentors here.
One of the things I think we really need to emphasiwe is that early
intervention is very important, and that when you do early inter-
vention with a woman of childbearing age, it is also primary pre-
vention, because these women are going to have other children.

So when you intervene in an index pregnancy, you're likely to
prevent a fuiure pregnancy from being drug exposed, and I think
that's very important. Another early sturly that we did as part of
our project was to really look at women =’ho were going into treat-
ment and compare them to women that we ' -re seeing who were
still pregnant and abusing drugs, and to lo it differences that
might be motivating some women to seek treatment verrus those
who did not.

One of the things we found was that the women who had gotten
into treatment, typically, were women who had hit bottom. They
were women who were hurting, they were vomen who had suffered
many kinds of problems in their lives related to drug addiction.
The women who were pregnant typically were a little bit younger,
a little bit earlier in their eddiction process and were not hurting
quite as bad.

What that told us was that what was needed was more active
case finding and outreach. As Dr. Tuckson pointed out earlier, we
have to do case management. We cannot afford to wait until these
women walk into a treatment prograin, and I guess there is still
some debate about whether or not such programs are readily avail-
able in all areas. In ours they are not available.

We can’t wait for the woman to hit bottom, because by that time
she's got three or four kids, many of whom many be affected by her
drug use during these pregnancies. So it becomes increasingly im-
portant that we do education, that we do active case finding, that
we do case management with women of childbearing ages, with
young women who are in their first pregnancy or their second
pregnancy, because, again, we're going to prevent further problems
in their children.

Another thing I think that has come out in some of the testimo-
nies that-have been made is the critical need for aftercare services.
There is a need for a continuum of care, not only detoxification
and treatment and rehabilitation, but also aftercare.

I think we tend to think of addiction as being an acute illness
that you cure in 28 to 30 days, that someone goes through a pro-
gram and they should be all right for the rest of thier lives. Well,

Yo : not true We're talking about a chronic, progressive, debili-
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tating illness, which many of these women will struggle w'th their
entire lives. It doesn’t go away in 30 days.

As Kathleen pointed out very poignantly in her testimony, for an
individual who start d using when they were 14 or 15 years old,
you cannot ex&ect that in a month they’re going to turn around
their lives so that they will no longer have to resort to druge. We
have to be able to provide these women with continued support
when they return to the community.

One of the things that we're seeing in the lpopulation that we
work with, and I'm sure everybody in the field is seeing this as
well, is that we're getting transgenérational patterns of addiction.
Eighty-three percent ~f the women who are pregnant and using
drugs have parente *© * siblings who also use drugs and alcohoi.

A'large percentt je .. those individuals have used drugs and alco-
hol with other fo-.4 ' members. Again, we're talking about some-
thing which i < pe vasive, and for some so much a critical part of
their family upbrir ing and something that they learned in the
home very early, t at it's not going to be very easy for them to
}earti i;‘he new kinds « ~ coping skills that they’ll need to live a drug

ree life.

We have to make itercare services accessible to them to help
them deal with deficient coping skills, which will help them deal
with an environment that may remain hostile. Many women will
have to sever ties with family members, with their male significauc
others, the husbands, the boyfriends, the fathers of their children
who are still actively using and may not support their recovery.

We cannot expect them to return to that kind of an environment
and remain drug free, it’s simply unrealistic.

I also wanced to respond to something that I heard said, which
was that there is a profile or stereotype of women who use
during pregnancy. I think we need to be very cautious in promot-
ing stereot : We know from national surveys that have been
done that drug and alcohol use crosses all socioeconmic and ethnic
barriers. It’s something that we see everywhere.

One of the things that I think is happening with the issue of
pregnancy and drug abuse is that only a few si‘es are screening for
this. Dr. Blume pointed out that often physicians don’t ask the
question. I think we ne=d to ask the questi.n, where is this data
coming from, who are the hospitals who are doing the urine toxi-
cology screens? Are they only the hospitals located in inner city
?_z%z; communities? Are those the only women who are being identi-

1eq !

I think that’s a question which l'as not been asked and which
certainly needs to be asked at this point in time.

I don't want to go too far over my time, but I think what I'm
calling for is 8 more comprehensive look at what this problem is.
When we telk about the solution we talk about it as though there
is a magic bullet, as though there is one answer, well there isn’t.
It’s a complex problem, it's multileveled, it affects multisystems, it
affects every system in our society.

What we're really talking about arz multiple solutions. I agree
that there ar. some changes which need to be made in our child
welfare system, we certainly need more specialized treatment serv-
ices for womer., for pregnant women. We need more aftercare and
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follow-up services and we need more research. because right now
we don’t have all the answers as to what is going to be effective
with any given population.

Cocaine has provided us with some new information. In some
ways it is a different kind of an addiction, ve don’t have all the
answers. Many women that we see are able to stop using drugs on
their own. Well, that has happened with other drugs of addiction.
There have been some landmark research studies by Vslant and
Lee Kobbins looking at aicoholism and heroin abuse and finding
that individuals do quit on their own without treatment. We still
don’t understand how that happens, we need more research in
those arvas as well.

So we're talking about something which is very compiex, that
will require a number of different strategies from a number of dif-
ferent areas. There is no one solution.

Thank you. ’

[Prepared statement of Iris E. Smith follows:]
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PrrpARKD STATEMENT OF Imis E. Smrrs, M.P.H,, DIrECTOR, PREVENTION AND APPLIED
ResEARcH, LABORATORY OF HUMAN AND BeHAviOrR Gxnrrics, EMory UNIvERSITY
ScuooL oF MEpICINE, PROJECT DIRACTOR, GEORGIA ADDICTION, PREGNANCY AND
PArzNTING PrOGRAM (GAPP), ATLANTA, GA

1 am pleased to have the opportunity to address this committee on the
topic of women, addiction and perinatal substance abuse. I am the

Director of Prevention and Applied Research at the Laboratory of Human and

Behavior Genetics at Emory University School of Medicine. I cm also

Project Director for the Georgia Addiction, Pregnancy and Parenting

Program (GAPP), a model intervention program for pregnant and post partum

addicts. I have worked in the field of substance abuse prevention for the

past 16 vyears. 1 serve on the Board of Direct;rs for the National

Association for Children of Alcoholics and have ssrved on the faculty of

the reorgia School of Alcohol and Drug Studies. For the past 12 years, 1

have been a Co-investigator for several research studies on the effects of

prenatal expo-ure to alcohol and cocaine.
Thers 1s little duestion that the increasing prevalence of drug and

alcohol use among pregnant women is cause for concern. It has been

estimated that 11% of pregnant women use drugs at some time during their
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pregnancy. The effects of drug and alcchol use during pregnancy may range
from miscarriage to developmentai delays and behavioral problems in
exposed children. Fetal Alcohol Syndrome, which results from heavy alcohol
use during pregnancy. is now recognized as one of the leading causes of
birth defects and mental retardation in the United States. The social
costs of providing remedial services, foster care placement and medical
care for these ch*ldren are excessive. The greatest tragedy is that these
problems are 100% preventable.

Recently most of the attention has been directed tows:d intervening
with prenatally exposed children. However, when we speak absut the
prevention of -erinatal addiction, we are essentially talking about early
interveniion with women of childbearing ages who are abusing or at risk of
abusing drugs and alcohol. Prevention is always proactive. Thus, we must
begin to develop »&nd implement strategies for working with the woman at
risk before she has given birth to an aifected child. Thei> are different
levels of prevention. Primary prevention involves intervening with women
of childbesaring ages who are not pregnant. Such strategies may take the
form of education. Secondary pre ention, or early intervention, involves
intervening with an 1dentified population at risk. In 1986, we published
the results of a study on the effectiveness of an educational intervention
with pregnant alcohol abusing mothers. We found thiat, when presented with
information on the potential harm of alcohol use during pregnancy, 35% of
a sample of alcohol using pregnant women would discon inue their alcohol
use out of concern for their unborn child. When we¢ evaluated pregnancy
ou.comes 1n that study, +¢ found that the infants of women who had stopped
drinking had 1mproved intrauterine growth and behavioral development when

c vpared to the infants of mothers who drank throughout pregnancy. This
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occurred even 1if the mcther had been drinking into her second trimester
(see Appendix A).

These findings provide strong evidence that educational Intexrventious
wil]l work for some of the women a!. risk. Other studies have also found
that pregnancy often provides a "theraputic window"™ for intervention with
the pregnant addict and many women will abstain from alcohol and drug use
during pregr-ncy.

It was evident from the study I have described to you, that the 65% of
these womin who had been unable to discontinue their use of alccho)
constituted a high risk group. Vhen #e exumined the differences between
the stopped dr.nkers and the continuous drinkers we found that the women
in this group were mr.re likely to have experienced social or medical
problems related to their drinking. They more often came from alcoholic
families and had alcoholic siblinvs oand typically began drinking at an
earlier age than the group of women who had been able to stop. All of
these things seemed to 1ndicate .hat this group of women might benefit
from a more intensive theraputic interieation. The results of this study
formed the rationale for deve opment of the Georgia addiction, Pregnancy
and Parenting Program (sce Appendix B;.

One of he praimary objectives of the GAPP program is to identify
factors thich motivate wonmen to seek trvatment for their alcohol or drug
problems as well as those fac >rs which conatitute barriers to treatmen.
Our experience has 1ndicated that one of the greatest barriers to
treatment. 1s, quite simply, the lack of i1t. [’ew programs provide services
specifically for women and even fewer provide specialized services for
pregnant woman and nes mothers. Many resicdential treatment facilities do
not adrit pregnant women as a matter of pulicy. For example, i1n the metro
Atlanta area only 2 programs offer specialized programs for women, the
Metro Atlanta Recovery Residences and the Fulton County Alcohol and Drug

Treatment Certer. With the exception of GAPP, there ara no programs
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specifically targetted for the pregnant addict. Other burriers to
.reatzent include the lecx of childcare provisions, iradequate insurance
cowerage, and lack of transportation to and from treatment facilities.
There is now considerable data in the field to stuggest that programe
which provide services for the preg-nt addict can reduce the incidence of
poor pregnancy outcomes in this group. For exasple, The Fanily Center at
Thomas Jefferscn University Hospital, which provides comprehensive medical
and substance abuse services to pregnant women, has successfully reduced
the aincidence of low birthweight tirths from nearly SO% to 18%. Other
prototype programs such as the Pregnant and Addicted Mothers Program
(PAAM) have dezonstrated <that Pparenting educaticn, ccebined with
cowprehensive Substance abuse treatment can positively impact child
outcore. In a prograa for pregnant alcohoi abusers at Boston City
Hospital, Dr. Henry Rosett demonstrated that 66% of a group of alcoholic

pregrant women who participated in the program either reduced or

discontinued their use of alconol and significantly icproved the birth
outcsoes of their children.

In developing substance abuse treatment progra=s we often fail victim
to the "ocyth" of addiction as cause. There is a tendercy to think of
addiction as an acute illness, which one can treat (and cure)ir 28-30
days. We asswve that once we have "treated"” the addict; all of her other ]
life difficulties will disappear. This 15 not the case. Drug addiction is
a chronic, progressive and debilitating disease. MNoreover, it is

multi-determined. There are multiple paths to addiction. Risk factors

include psychological, biological as well 2s emironmental factors. Gnce
the addict has come to terms with her addiction, she must come to terms
with her life. Studies of addicted women have fcund that compared to

Rase~4
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non-addicts, they are more likely to have been vi:tims of physicai and/or
sexual abuse {(socme studies have fourd the prevalence to be nearly 5 times
higher), to be single wmothers and to have a higher incidence of medical
problens. Often  they lack marketable job skills and esployment
experience. Many ccee from slecholic or substance abusing homes. In our
study, we are beginning to sae transgenerational patterns of addicticn.
83% of cur clients report that other members of tleir families use alcchol
or drugs. 47% have used aicohol or drugs with their mothers and 23% have
used witn their fathers. Many of these women will return to drug infested
environoents where there 1s little support for their recovery.

For any addict. recovery £rom addiction is a life long process. As
with other chronic 1llnesses, there is a risk of relapse. Relapse is not
failure. Occasicnal relapses during the early stages of recovery are not
uncceeen . Continued support 3nd ceinforcement for a drug free lifestyle
can prevent a single relapse from triggering an extended period of use.
™velve step programs such as Alcoholics Anonymous, Cocaine Anonymous, and
Narcotics Anonymous have been shown tc be effective in promoting rontinued
abstinence anmong recovering addicts. Traditionally, such programs have
prcvided aftercare support through a network of self-help groups run by
recovering addicts. However, these groups are not equally accessible in
all communities. For example, a recent survey in metro-Atlanta indicated
that of 900 12 step programs, only 6 % were located in predominantiy
black, low income cormunities. There 1s a critical need for a complete
continuum of care which includes not only detoxifcation and treatment but
also aftercare services tc ~rovide conti..led support to recove. ing woman
after they return to the communi%y. Such programs must be accessible both

geographically and economically. They should 1include the foll’ing
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components at a =inisum: vocational training; job placement; child care;
relapse prevention counseling; and parenting education. Nany women who
are commited to their recovery have been forced to sever ties with drug
using spcuses, boyfriends or family mexbers, upon whom they have been
econcmically and emotionally dependent. Complete and successful recovery
neans that these womer mst acquire the skills to become independent
ecorcaically and erotionally.

The prevention of alcohol and druc related birth defects ic a national
priority. Prevention, by definition, means thit we must be proactive in
interven:ng 1n the process of addiction in women cof childbearing ages.
This 1s a multi-dimensional problem which will require many different
strateg.es at the indavidual, family und societal level. While there is
some truth to all sterotypes, not all women who use drugs during pregnancy
1ack of concern for their child. Rehabilitation services for pregnant
women are often not available, and as a result, many women who want drug
treatment cannot get it. When such services are available, women are able
to recover from their addiction. I have appendiced to this report several
case swmaries of women we have seen. These cases are typical of those who
are seeking help for their addiction. Some have been successful in
conquering their addiction, others have been blocked by the failure of a
non-respsonsive system which created barriers to help.

(n conclusion, while it 1s imperative that we take appropriate
measures to safeguard the welfare of cu next generation, it is equally
important to ensure that those women who are mctivated to sesk help for
their addiction are able to find it. The creation of punitive
consequences for drug use during Pregnancy, must be balanced with

compassion and understanding for the drug addicted mother. Treatment
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approaches must be comprehensive with a continuur of services that

includes aftercare. Substance abuse is often only a symptom, we must

design programs to treat the whole person and not just the addiction.
Refarences

Finnegan, L.P. (19%0). Testimeny to Subcormittee on Children, Family,

brugs and Alcoholism, United ftates Senate. Pebruary 5, 1990

Lief, N. (1981). Parenting and child services for drug dependent women,

in Treatment Services for Drug Dependent Wowen, 1, pp. 455-498.

Rosett, H.L.; Weiner, L. {1984). Alcohol and the Fetus: A Clinical

Perspective. New York, Oxford Press.

169




96

Clierts ™1 .
fregnant. 29 vear old, divorted., black female.
Mas an llyr. old son who liveu with the clisnt’'s sother.

Educatiun: 11th yrade -
M 8 mon. Cosactoloty scheol

Eoplovment: worked 2yr. ag & cashier

Summary: Client self raferred to GAPPP at secn. of pregnency. She
reparted as a 1-2/mon. Cocaine user and an occassional cannabie
user. She states that she begen enorting cocaine at cge 28 and
then switched to smcking & pise. OAPPP aceieted her entering
Citfton Bprings’ outpatient treatment program. After one week she
discontinued treatcent. She reportedly relapsad and went hese to
1ive with her sother outside of the Atlants arss. She reported
that she bagen atlanding AA groups at this time and began her
abstinence. In Dec. of 1989, after the delivery of her sscond son
(o 7-26-89, she returned to Atlanta. She is raising her new son
and sttending Clifton Sbrings’ evoning groups. She has reportedly
been abstinent ‘or {2 months.

Tamilv: fup of & children. Reports no family substance abusers other than
her trother who drinks alconol.

Cliant: #2
Freynant, 73 vyr. old: black. single, female.
tag & ¥ yr. old daughter who lives with her and & 17 yr. old
gaugnter who lives with a relative.

Euvcation: 2 ymars of coll Je, Nursing Atd skills,.
Enploynent: Worked in Food Services for 3 yaars.

Sumaaryi1 Client reported that she began using slcohol st age 12, Her
.- imary rug of use is cocaine. She reportedly has used
slsohol, nzeine, asthetamines, and cannabis on a weekly basis
over the past 10 yasrs. Client entered FATC inpatient treatment
orogran at the time of her referral. She delivered s baby girl
on 6-13-89 while still 4in trestoent. She gave the child up for
adoption and continued her treatment. Upocn combleting har
trestment she .am sctapted into Village Atlanta. Whila there
she cbtaiazd & job (fectory production) and attended AA and *
groubs. She is reportedly still abstinent and working, end
currently living in @ local housing complex.

Familyt Client reports that her mother, father, and grandfather twvere
alconhalic. and her siblings were alcohal and drug abusers.
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Client: o3
Sregnant. 35 vr. 0ld., bleck female.
No other children,

Educations 12th rade, 12 menth data entry cartification.

Employment: 4 mon. Soldier Technician o

;T

Sumsarry1 Client reported that she began usiny alcohol at age 24 and
repor ts to monthly use of cocaine and cannabis for the 2ast
yaar. She has never been in trestsent but has attended SAPPP
groups at FATC since Dacember. 8he states thst she has been
abstinent for 4 montht. On 4-6=90 she deliversd s healthy baby
Lboy. Bhe ie currently living with her boyfriend and pians to
return to her soldier technician position as soon ax poseible.

,{h B

3y

SN, e

Faemtlyr She reported that her twin brother uses cocaine, but no other
family members use drugs or alcohol.
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—N| The Georgia Addiction, Pregnancy and Parenting Project

Georgia Mental Health Institute + 1258 Briarcliff Road, N.E.
Atlants, Georgia 30308
Telephone (404) 804-8288

WEAT IS THR GEORGIA ADDYCTION, PREGRANCY AND PARENTING (GAPP) PROJECT?

The Georgia Addiction, Pregnaacy and Pareating (GAPP) Project, is a
special intervention Program for pregnant women who are abusing drugs
and/or women who have recently given birth to”a child who was prenatally
exposed to drugs. The GAPP Project is located at Georgia Mental Health :
Institute, 1256 Briarcliff Rd.. NE, Atlanta, GA. It is jointly sponsored b
by t+e Ga. Department of Human Resources, Alcohol & Drug Section and Emory B
University School of Medicine. N

The Origins of the GAPP Project

The GAPP Project began in 1980 as a research program to study the
effects of alcohcl usa during pregnancy on the growth and devslopment of
the child. The original research project included the identification and
followip of women who were at risk for giving birth to alcohol affacted ¥
children as well as the evaluation and followup of such children.

The initial research concluded by this prograa indicated that prenatal
aleckol exposure can lead to a continuum of poor developmental cutcomes in
exposed children ranging from full Fetal Alcohol Syndrome (FAS) (which 5
includes abnormal facial appearance, retardsd growth and mental
development) to learning and behavioral problems in children who otherwise .
appear to be normal (Smith, 1979; Coles et al., in press). B

Women who participated in the study wers given information on the
harmful effects of alcohol upe during pregnancy. Those who had evidence
o. chronic alcohol and/or drug problems were advised to seek additional
« nnseling. As a resul’. of the information and counseling provided,
thirty-five pe.tent (35%) of those women who were using alcohol at the
time of the interview discontinued their use of alcohol before the third
trimester (Smith, et al., 1987). The results of ths neurological and
behavioral assessments conducted on the newborn infanie ladicrted that the
children of women who stopped drinking had a better developmental outcome
than those of women who continued to drink during pregnency (Coles et al,
1984; Coles et al., 1985; Coles et a., 1987; Coles #t al., in press; Smith 4
et al., 1986).

_our findings wich regard to the consequences of prenatal alcchol
exposure raised important questions about the developmental effects of
other drugs of abuse. with the exception of research on hsroin and
methadone this remains a largely unexplored area. In addition, our finding
that many of the developmental effects resulting from prenatal alcohol
exposure could be prevented with intervention during pregnancy,
highlighted the importance of early intervantion with pregnant women who
are abusing alcohol and/or other drugs.

In March, 1987, the legislature of the state of Gaorgia funded the
GAPP Project to develop a model interventinn Program for pregnant women in
the greate.» Atlanta metro area who are using drugs or ascohol., In a
addition, the availability of federal grants funds has enabled us to
expand our existing research program to include the study of the effects
of prenatal exposure to cocaine and other drugs.
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WHAY SERVICES ARE AVAILABLE TEROUGH THE GAPP PROJECT?

Inforwation and Raferral Service.

GAPP is currently cowpilimg data on all programs serving Dekalb/Fultom
L County residents which provide services to pregnant women snd young chil-
dr.n. ¥e aiso mmistain a large datsbase of inforwation on the known
effects of prenatal drug exposure. GAPP iz a smlitidiciplinery program.and
our staff includes individemls with expertise in the tollowing aress:
developmental and clinical paychology, social work, addictions, public
health and pediatric medicine.

Community Outreach and Education.

GAPP staff are trained to provide educational consultation to lay and
professional groups on the effects of prenatal exposure to alcohol and/or
other drugs, identification and screening of preument women at risk for
drug abuse, and the epidemiology and treatment of drug ebuse among wome..

Support Groups for Pregnant Women #ho ave «busing Alcohol and/or Other
Drugs.

As part of our intervention program, the GAPP Project conducts weekly
support groups for pregnant women who have been using Jrugs during
preqnancy in order to help them achieve and maintain abstinence. Groupe >
are open to all greater Atlanta metro area residents free of charge. -

Parenting Xducation. B

In addition to the pregnancy support groups, GAPP also conducts weekly -
warenting grcups with mothers who have recently given birth to a child who
was prenatally exposed to alcohol and/or drugs. The focus of the parenting
classes is to provide support and reasgsurance »s well as to provide
education and traini-- in e“fective parenting skills and norsal child
developwent. Parent.r., grouys are coen to women in metro Atlanta county
who have given birth to a child within the last 30 days who was prenatally
exposed to alcohol and/or drugs.

“

2. s ke

Aftercare and  Support Program for Newly Recovering Pregnant and
Post-partum Addict

The Aftercare Program is intended ax an adjunct to services provided by

the alcohol and drug shuse treatwent programs with a specific esphasis on

topics related to parenting, prevention of relapse, coping, and re-entry N
into the comsmuuity. Through collsborative agreesunts with the Alcohol -
Treatment Center in Fulton County, Fox Recovery Center in Dekalb County,

Atlanta West Trealment Center, Village Atlanta and the Save the Children
Foundation we Ppropose to develop, implement and evaluate a comprehensive
Aftercare Proaram for newly recovering pregnant and post-partum addicted

women.

The goals of the Aftercare Program are to: (1) reinforce continued
abstinence following completion of drug treatment; (2) promote the
development of healthy, adaptive coping skills; (3) proviiz training in ;
interpersonal, employment and parenting skills. (4) to provide childcare

to recovering mothers in order that they may participate in drug treatment

and/or aftercare services. .
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Deveiopmental Evaluations of Drug-Exposed Children.

the GAPP Project staff includes two consalting developmental
psychologists with expertise in the testing and evaluation of c¢hildren
prenatally exposed to alcohol and other drugs. Developmental evaluations
of all children whose wothers participate in the program sre provided
free of charge. Evaluations of children not being followed by the GAPP
Project are available on a 'limited basis.

Ongoing Research on the Effects of Prenatal Drug Oxposure.

In addition to above activities, the GAPP Project is continuing its
ongoing reseaxch on the effects of prenatal axposurs to alcohol, cocaine
and other drugs of sbuse. Our msearch program includes the
identification and screening of women at risk for continued abuse of
alcohol andfor other drugs during pregnancy, neurcbehavioral and medicael
evaluations of infants prenatally exposed to drugs of sbuse and lsboratory
studies of cytogenetic and immunological changes resulting from drug use.
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Chairman MiLLER. Thanks for <hat uplifting testimony.
Dr. Trachtenberg. .

STATEMENT OF ALAN 1. TRACHTEMBERG, M.D,, M.P.H., MEDICAL
DIRECTOR, BAY AREA ADDICTION RESEARCH AND TREATMENT
(BAART) BERKELEY, CA

Dr. TRACHTENBERG. I want to echo some of the things that have
been said. Those of us in the maternal and child health field are
very grateful for the work of this committee in general for having
done so much to advance the health of children and families in this
country. It’s wonderful that you're really trying to go beyond the
stereotypes of addicted pregnant women and kids today.

My name 8 Alan Trachtenberg. I'm the medical director of Bay
Area Addiction Research and Treatment. We are a private non-
profit corporation that contracts with counties and also has private
fee slots. We treat over 1,200 patients at any one time between San
Francisco and Contra Costa County, not Berkeley, although I do
live there and it's a very interesting place to live.

Chairman MiLLER. It has been.

Dr. TRACHTENBERG. I'm also the medical director for the part of
BAART which we call FACET, the Family Addiction Center for
Education and Treatment. FACET is one of the few drops of water
sitting on the bottom of a, for the most part, dry glass. We are ea-
gerly awaiting the day when the glass is half full.

I would like to tell you a story that came from one of the other
parts of the glass that is unfortunately dry. Just north of where
you and I are from, Mr. Chairman, Butte County, there is a woman
that the National Center ror Youth Law calls Micheile who was an
AFDC recipient, the mom of a seven year old, a heroin addict who
became pregnant in 1968.

She learned at that time that the indicated treatment for an
opiate addict who became pregnant was methadone maintenance
through the time of delivery. There’s a lot of medical consensus
and good medical data that shows that it is much better for the
fetus and the mother to maintain her on methadone during the
course of the pregnancy. Unfortunately, there is no methadone
treatment available in Butte County.

The policy there seems to be that they don’t want drug addicts
there, so they don’t have treatment, or they didn’t in (9883, and still
don’t have treatment. Addicts there have to go 140 :niles roundtrip
to get treatment. Michelle had to drive to Sacramento. which was
70 miles away each day, to get her methadone. She did get into
prenatal care.

She was able to pay the $200 a month fee from her AFDC.
Things were going well, her prenata! care was going well until her
car broke down. She continued to get to the clinic as often ae she
could. She begged rides, borrowed them, paid people to take her
there, hitch-hiked sometimes, which got progressively morz diffi-
cult as her pregnancy went on. This added expense, though, took
its toll on her meager income and eventually she got in arrears in
her payments at the clinic and, having difficulty getting {here, and
not being able to keep up in ker payments, she was not able to con-
tinue going to the clinic.
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In her eighth month she went back to using heroin, which is a
decision that I really can’t criticize her too much for, because we do
know that intrauterine withdrawal is very dangerous for the fetus.
She did what in her situation might well have been in the best in-
terest of her fetus.

A few weeks before she did go in to labor, the Butte County dis-
trict attorney had announced a policy of prosecution for any
woman who delivered a baby with drugs on board. Despite this,
when she did go in to deliver Michelle tcld the hospital staff about
her madical condition, that she had beer: using drugs so that they
could give the best possible care to her child.

The next day she was visited by the Butte County district attor-
ney and the child protective services who did take her baby. The
district attorne, ./as pianning to proezcute and only drepped the
prosecution under the pressure of a lot of adverse publicity about
the case.

Today the child is still in the custody of the Butte County Child
Protective Services. I don’t know what has happened to this child,
but we do know in California the usual child removed from the
family is bounced around to two or three different foster care
placements. One thing we do heve to keep in mind is it doesa’t
solve the problem to take a child out of the frmily. What's going to
happen next? It's not a solution, it’s just, perhaps, a different kind
of problem.’

Today there is still no methadone treatment for any opiate ad-
dicts, not even for pregnant women, other than to send them 70
miles each way to Sacramento to get their methadone, or a little
furtber to Davis or Pittsburgh is another site that we have. We do
have women who come that far to »ur clinics in Pittsburgh and
Richmend fr¢m north of us in California.

I think that story is the most important thing I wanted to tell
the committee, the rest of my remarks are in the written testimo-
ny. I did want to point out, however, that things are bad and, if
anything, getting a litile worse for poor women and addicted
wornaen. Currently Medi-Cal does not reimburse for the treatment of
cocaine addiction at all.

It’'s been proposed in next year’s .fedi-Cal budget that treatment
for heroin detoxification will no longer be reimbursed. This past
year, as you know, two thirds of Office of Family Planning’s budget
in the state of California was cut and the Office of Family Plan-
ning-funded family planning clinics are the only source of gynecolo-
gic care for many poor women, both addicts and non-addicts. That
funding was only put pack after a very hard-fought, rancorous po-
litical battle. In fact, clinics did close, women were not able to get
gynecologic care to preverit them from getting pregnant, to prevent
them from getting sexually transmitted diseases like AIDS and
cancer of the uterine cervix.

In Contra Costa County about 10 percent of my patients have
HIV infection, and most of them have—in Contra Costa County—
some acvess to fairly good HIV related care from the county. In
San Francisco the system is a littie bit more overburdened, we do
have niore difficulty in getting care for the seven percent of our
patients there who have HIV infection.
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There is an epidemic of tuberculosis in Contra Costa County
among young adult crack smokers. Crack is smoked in smals, en-
closed rooms, the ventilation is purposely kegt poor to prevent de-
tection. It’s just a tailorsnade environment for transmission of the
tubercule baccillus. It should not be surprising that there is such
an epidemic.

Luckily some of these crack smokers are, in addiction, heroin ad-
dicts. I say luckily because then they may come into one of our
clinics, and we skin test everyone for TB and are working very
closely with the county health department: to give appropriate
treatment to people with TB infection before they get active dis-
sase aud spread it further.

The only reason the pregnant women and the TB infected pa-
tients, et cetera, come to our clinic is because we have a modality
of treatment which is acceptable and desirable to many of the ad-
dicts, that is, we have methadone. We're the only source of medical
and public health services for many of the patients. They don’t
come to us for that, though, they come to us because we have some-
thing that they want.

Taat has to be seen as a very important public health interven-
tion to bring addicted women into treatment, to help us get them
into prenatal care. The resources that are needed by these
wonen—are far more than just the medical care, the very limited
medicai care we're able to give them. They need transportation.

You know, Michelle’s story is very common. I have lots of pa-
twms who are, unfortunately, no longer patients because they
weren’t able to keep coming into the clinic every day as they're re-
quired to by regulation, to get their methadone. Transportation is a
horrendous problem. If there were one thing that I could ask this
committee to recommend, it would be travel vouchers or some
access to transportation for all pregnant women, especially preg-
pant addicts, along with the needed access to medical care.

Thanks very m: ch.

[Prepared stat-1aen: of Alan 1. Trachtenberg follows:]
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PRIPARED STATEMENT OF ALAN I TracHTENSEZEG, M.D., M P H., Mxnicar DmxxcroR,

BaY Arza AppiTioN REszarca anD TreaTMENT (BAART) AND THZ FAMILY ADDIC-
TI0ON CENTER POR EpucationN AND TrxaruxNntT (FACET), Borxzizy, CA

Mister Chairman, honorable members of the Select Comnittee,
thank you for inviting me to speak with you today as you reach
beyond the deceptive and counter-productive stereotypes of
addicted women and their children. This :oecmittee has
acconmplished much for American children, youth and families, but
there i much that still needs to be done for the children and
families victinized by the disease of drugQ addiction.

ly name 1s Alan Trachtenberg and I am the medical diractor
of Bay Area Addiction Research and Treatment. DBAART i35 ar agency
with over 1,200 patients i1n the San Francisco Bay area in
treatment at this time. All of them are cpiate addicted and
mostly :njection drug users. I supervise both methadane
cetoxification and methaden2 maintenance services, including
FACET, which is the Family Addicticn Center for Education and
Treatment. We are the only program providing outpatient
methadone services to pregnant women i1n San Francisco and Contra
Ccsta Ccunty.

>ONE DRUG USING MOTHER'S STORY

To start with, I would like to teli you & story about a
pregnant woman who did not have access to a program like ours.
The National Center for Youth Law calls her Michelle (not her
real name) (National Center for Youth Law, 1990). Michelle was
an AFDC recipient with a seven year old child and a heroin habit
wher she discovered she was pregnant in 1988. Determined to
ainimize the harm to her fetus, she contacted every local agency
she could for help in obtaining treatment for her drug addiction.
She 2ven contacted local media in the hope that she amight find a
journalist who had information about treatment programs.

in a.: of Butte County, California, where Michelle lived,
there was not a single trratment program available to her. There
are no methadone programs in Butte County, where the feeling is
that ¢rug addicts are not wanted and social rather than medical
apgroaches are more appropriate., The meZical literature is quite
clear. however, that once a heroin addict becomes pregnant, the
safest therapy for the fetus and the mother is methadone
maintenance {(NIDA, 1979). Michelle learned that the nearest
methadone clinic was in Sacramento, seventy niles away.

The Sacramento clin’'c had a two-'year waiting list, but
because Michelle was both pregnant and persistent she was
admitted to the program. She paic the $206.00 monthly fee from
her AFDC grant and drove 140 miles round trip %o Sacramento.
Regulations required her to attend clinic every day to receive
her dose of methadone.

Michelle obtained prenatil care and was doind well in
treateant until her car brcke down. Still, she marugad to get to
Sacrasento rearly every day, begging friends or family for rides,
or buying them, and on occasion even hitchhiking. These added
expenses froam her meager income zaused her to fall behind in her
cayments to the clinic.

» =~
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Eight and cne half months pr=anant, with no dependable way
to get to the clinic and no way to pay its fee, Michelle gave up
on the Sacramento program. A student public health nurse who was
seeing Michelle as part of her prenatal care also tried to help
her find treateent closer to hore. They both came up espty-
handed. Fina.ly, unabla to obtain treatment, Michelle returned
to heroin use, a decision that was not entirely inappropriate,
since sudden withdrawal cculd have been deadly to her fetus.

Shertly before Michelle gave birth, the Butte County
District Attorney had announced & policy .*® criminal prosecution
for any noman who gave birth to a baby that tested positive for
drugs. Such tests are not routine for a full term baby whose
mother has been in prenatal care, and it is quite possibl that a
mother could avoid such testing by hiding informaticn fr¢ 1 the
hospital staff. However, when her baby was bci'n, Michelle
immediately told hospital staff about her drug use, so they could
provide appropriate treatment to her baby. The next day,
Mich=1le was visited by representatives of the DA's office and
Child Protective Services, who took the bsby away from her.
Despite being told of Michelle's valiant efforts to obtain
treatment, the DA announced p'ans to prosecute her for illicit
use of a3 controlled substance. Only after a gr2at deal of
adverse publicity did he drop this criminal prosecution.

Today, Michelle's Baby is still in the custody of Butte
County Child Protmctive Services. Micheile's attorney, Lucy
Guacinella, tells me that ir 1990 there are still no methadone
services for pregnant addicts in Butte County. In fact, heroin
addicts still have to travel at least 140 miles each day for any
kind of drug treatment at all, except some inpatient care
available for alcoholics. This legal services attorney has
spoken with _~veral pregnant women who use drugs and plan to
avoid prenatal care for fear of prosecution. She even knows of
one woman who went without any prenatal care ard delivered at
home due to this fear.

>THREE ESSENTIAL POINTS
I would lika to make three essentiz]l points today.

The first is that pregnant and non-pregnant addicted women
desperately need increased access to appropriate medical and
supportive services. They can i1l afford increased barriers like
the fear of prosecution or the disdainfil attitude of many
professionals. It would be a far better use of scarce funds to
allocate them to our starved treatment infrastructure than to the
already overburdened judicial system.

The second point is that addiction, along with many other
diseases, is a public health consequence of oppression and
poverty. I initially realized this while I was serving in the
United States Public Health Service on the Pine Ridge Indian
Reservation. This was the first time I came face-to-fare with a
people who had bsen nearly decimated by long term socia. ‘eglect
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and the consequent problems cf intergenerational poverty, much as
the population of our inner cities. The current epidemic of drug
addiction is growing up like weeds on a neglected lawn. The real
solution is not toxic herbicides, nor is it cost effective to
pull each weed out by the roots. The real solution is to seed
and water the lawn.

The third point addresses our hysterical and judgmental
attitudes about drug addi<tion, which is a chronic relapsing
disease that is seldom cured, but for wnich some effective
treatments do exist. As a society we are currently focusing an
inordinate amount of attention on particula, illicit drugs and
virtually ignoring other much more important determinants of the
health of cur women and children, such as cigarette smoking and
the lack of universal access to medical care.

>ACCE3S AND BARRIERS :0 CARE

To return to my first point, I would plead to this commi ttee
to stop the obstetrical wards of this country from being turned
into obstetrical jails. My patients are surprisingly good at
staying away from jail situations. Any measure that increases
the mean birth-weight will decrease the neonatal morbidity and
mor tality. A policy that drives any population away from
prenatal care decreases that population’s birthweight and
increases the amount of disability and death which will occur in
the newborns of that population. Addiction is defined as a
disease of compulsive substance abuse which the addict continues
despite adverse consequences. fear of prosecution will not scare
pregnint addicts out of using drugs, it will just scare them away
from any contact with a system tha* they must access to get the
prenatal care and drug treatment that they so desperately need.
Even if & woman continues to use drugs during pregnancy, proper
prenatal care will still improve ihe birth outcome in comparison
to a drug using woman who obtains no prenatal care. (MacGregor et
al, 19892.

Tne physician vho cares for a pregnant addict has severa!l
patients. We care for the woman, we care for the unborn, we care
for the already born (her other children) and we care for the
father, if he is present. These are fragile families that, {f
gi ven proper support, could in many cases be better environments
for children than our chaotic foster care system (Dixon, 1989).

need to be removed ‘rom the biological family. But the Jjudicial
apgroach should be « last resort, only after treatment has been
availaible and failed or not been utilized despite its geographic
and cultural accessibility.

>THE ROOTS AND BITTER FRUITS OF ADDICTION

My second point adriresses drug addiction as a public health
consequence of oppression and poverty. Most of my female
patients have been either sexually or physically abused as
children or =everely assaulted as adults (Regan, Erlich &
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Finnegan, 1987). Many are forced by tha economic circumstances
of their lives to exchange sexual behaviors for the means they
depend on to survive.
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" Most influential people in our society seem to have little :
interest in an addicted woman until she becomes pregnant, often ﬁi

- unintentionally. Then, if she doasn't happen to live in one of ,’E
tl.e few states whose Medicaid programs still cover abortion f%
services, and if she cannot accumulate enough money in a limited LA}

<
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time, she may be unable to terminate her pregnancy despite her
wlsh to do so. Whether or not the pregnancy was desired, many
programs will not admit or continue to treat pregnant clients for
various reasons. These may include the additional and often
unreimbursed cost of th2 extra services and monitoring required
during pregnancy. After delivery, society again loses interest &
in the woman, except in her role as a potentially unfit mother.
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1§ we want to create good environments for the children of

addicted mothers, we must consider making the resources available
for safe and healthy homes. Then none of my patients would ever 2
again have to resort to post-partum prostitution to avoig living
on the street. Pregnancy and childbirth have been shown to be

risk factors for homelessness {Weitzman, 1989). In a caring a
society this should not be the case.

But why are we focusing today on the pregnant addict? Does
anyone care about the addict before she conceives? Who cares 2
enough about her to fund the non-threatering contraceptive f
services she may need to keep from getting pregnant and to Laep ’
from getting sexually transmitted diseases like AIDS or cancer of
the cervix? Last year, Zwo thirds of the funding for
California‘'s Office of Family Planning were cut. Except for a
last minute and hard fought reversal, this would have resulted in
the closure of many clinics which were the only source of
gynecologic care for thousands of poor women, non-addict~ av well
as addicts.

What about the treatment women need for their drug
addictions? 1In our program in San Francisco almost half of our
clients are female. Nationally, women are under-represented in
drug programs with only one third of addicts in treatment being
female. Why has the Medi-Cal budget for the next fiscal year
completely eliminated reimbursement for all heroin detoxification N\
services? This is especially concerning in light of regulations
which require that every addict have at least one unsuccessful

. #detoxification attempt before being eligible for methadone
maintenance. Expanded access to rrug treatment has been
recommended by every major task fo-ce or commission to add ess
the AIDS epidemic. Seven percent of my patients in San Francisco
and ten percent of my patients in Contra Cost. County are
infected with HIV, the AIDS virus. Many of them had their
infections first diagnosed by our testing programs Many of our
pregnant patients have first been admitted as detoxification
clients. Their pregnancies were diagnosed by us, and they were

. started early into prenatal care due only to the concerted
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efforts and caring attitude of the methadone maintenance staff.

Al though many of the pregnancies we cas are unintentional,
some are ¥try much desired by the patients. We must recognize
that reproduction may be the only sourre of self-esteem available
to these marginalized women who are given the clear message from
our society that they are not wor thy of conc&rn or protection.

In an effort to provide what se¢smed to be a snlution to the
last epidemic of heroin addiction, many stat® lerislatures made
the non-medical possession of injection equipment (“works")
illegal. The consequenc® of this legislation, now as apparent to
many addicts as it is to the public health community, was to
greatly increase the transmission of bloodborne infections such
as hepatitis B and HIV from adiict to addict. From addicts these
infections spread to their sex partners and children.

Legislators must recognize that many of the diseases
associated with drug addiction are not the result of the drugs
themselves but rather the social environment in which the drugs
are ingested. A good example of this is the epidemic of )
tuberculeosis now being seen in the young adult crack smokers of s
Contra Costa County. People smoke crack in crowded rooms with ;'
ventilation purposely minimized to lossen their risk of .-
detection. They inhale hot gases and cough in close quarters,
creating an environment practically tailor-made for optimal
transmission of the tubercle bacillus. One or two people in this
environment may have had quiescent Tb infections for many years,
until their more recent and probably unsuspested HIV infections
broke town their immunity. Pulmenary tuberculosis will likely go
undetected for some time, since addicts are even more likely than
non-addicts to ignore symptoms such as cough and weight loss.
Meanwhile they spread their Tb infection by the respiratory
route. Luckily some of these crack addicts will also be addicted
to heroin, and some of them will find their way into one of our
clinics where ve perform skin testing for Tb infection on all of
our patients. We work closely with the county health department
to eradicate this preventable disease. “

Y.
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We are alto the first contact many of our patients have with
any HIV counse ing or testing services. Additionally, we are
able to get the majority of our pregnant addicts into prenatal .
care, despite 1he Sscarcity of obstetricians willing to see our Z
patients. We would not be able to conduct any of these vital
public health interventions with cur clients if they did not come
into our clinics. We are the only source of medical care that
many of them ever are willing or able to utilize, but they do not -
come to us primarily for medical care. They come because we have ¥
methadone, which is to them the most acceptable and immediately
useful treatment for their chief complaint: opiate addiction. I J
regret that we do not yet have a similarly acceptable and useful ~.
pharmacologic treatment for cocaine addiction. I am even more
regretful that not all methadone clinics are able to ter the
primary care and pub’ic health services that we offer at BASRT.




>\ PUBLIC HEALTH PERSPECTIVE BEYOND THE STEREOTYPES

My third point has to do with the hysteria with which
America is now addressing the problem of addiction to illicit
drugs. The news media barrage us with story after story of the
alterrating waves of stimulant and opiate addiction which have
swept this country since the early part of this century. But why
are we ‘ocusing only on illicit cdrugs? Legal drugs like tobacco
are cauting vastly more disability and death to America’s
nexkborns than heroin and cocaine. Should we imprison pregnant
smokers? Should we continue to give federal subsidies to a
tobacco ivdusiry that addicts thousands of future mothers every
year with cynical advertising campaigns to convince teenage girls
they will be sexier and have more fun if they smoke this or that
brand of cigarette? At least five to ten percent of all
stillbirths and neonatal deaths are attributable to smoking in
pregnancy {(De Haas, 1975; Meyer et al, 1976). Furthermore,
pregnancies of smoking mothers show about the same increased risk

of infant wastage as pregnancies at high altitudes (De Haas, -
‘ 1975). Would this committee be prepared to follow a proposed R
policy for Jailing pregnant addicts (for the protection of the é
unborn) tc its logical conclusion by recommending that all 5
pregnant women who stubbornly remain in high altitude domiciles :

should be forcibly detained in sea-level, smoke-free, prenatal

camps? I do not advocate such action. However, acrogs the U.S.

at least 18%Z of all low birth weight is caused by smoking £
{Simpson & Armand-Smith, 1986), while even in Alameda County, i
Cali fornia, which contains inner city Oakland neighborhoods

decimated by crack, only 10%Z of the low birth weight in babies i
born to Black women is attributable to cocaine (Petiti and

Coleman, 19%90).

>RECOMMENDAT IONS .

What solutions can I recommend ti the crmmittee? I have .
three general recommendations: 1) Decreasa the barriers to N
treatment, 2) Decrease the stigma of being in treatment, and 3)

Lecrease the need for treatment.

To decrease barriers to needed treatment ! suggest that:

a) Treatment in all modalities medic«lly established to ¢
be useful in the management of drug addiction should be made ’
available in all lecalities.

b) A full spectrum of primary care services including
child care, should be funded and available in all drug treatment
clinics, so that the addicted mother with children and no working
automobile can cdo "One stop shopping”.

c) Travel vouchers or other transportation assistance
should be readily available to all pregnant womer, especially
pregnant addicts, for whom a car breakdown can lead to a
catastrophe such as Michelle’'s.
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With respect to decreasing the stigma of being in treatment
I remind the committee that most of us are addicted to one thing
or another, be it alcohol, eating, cigarettes, running, work, or
illicit drugs. Most of us compulsively engage in one or more
potentially detrimental behaviors to modify our internal states
of mind or mood. In this country many of us are dependent on
medications prescribed by our health care providers for our
continued life and normal functioning. The opiate addict
successfully maintained on a daily dose of methadone to which she
is tolerant, which keeps her free of illicit drugs and allows her
to function successfully in her social and family roles is a
treatment success, and should bhe recognized as such. Eventually
some of these patients will be sble to live drug free, but some
will not. Some will return to heroin use ®very time their
methadone dose is tapered and will need long-term maintenance. I
would urge the committee and the American people to recognize
that ar long as the patient ramains in treatment and free of
{llicit drulgs she is a treatment success.

To decrease the need for drug treatment we must decrease the
risk factors for drug abuse and addiction. The most important
risk factor for drug addiction in America today is poverty. How
will we create social structures that give other options to
oppressed and despairing women besides the exchange of sexual
behaviors for money and the use of illicit drugs for relief from
the emotional pain of their day~-to-day existence? I believe that
we must create economic options for young adults in the inner
cities and on th~ reservations that will provide alternative
means of sustenance and self-es~eem. Then, when they are offered
a role in the seductive drug economy, be it as a supplier or a
consumer, they will know that they dn have something to lose by
taking that first step. Maybe then they will be able to "Just
say no".

Members of the Select Committee, I have asxed you some
difficult questions today, and would be happy to answer any of
yours.

lig
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FAMCET PROGRAM -
- SAN FRANCISCO, CA
3
STATISTICAL DATA FOR FISCAL YEAR 1988 -~ 1989
T TOTAL NUMEER OF WOMEN TREATED IN FACET 7/88 - 6/89 114
TOTAL NUMBER OF:
Live Births (1 set of twins) S5
Stillbirths (23 weeks gestation) 1
SIS 0
MERAGE AGE OF CLLNT AT TIMT OF DELIVERY 31
AVEPRGE INEANT BIRTHWEIGHT 2,914 gus.
(6 lbs. 7 oz.)
1 MERPGE INFANT APGAR SOORES 7.6 - 8.7
BIRTHS BU GESTATICNAL WETKS Mo, Births Gestational Age L 3
42 38 wks. 76%
4 37 wks. 7t
1 36 wks. 2t
3 34 wks. St
2 33 wks. 4%
1 32 wks. 2%
> (Demuise after birth) 30 wks. 2%
1 (Demise after birth) 25 wks. 2%
INEANT WITHDRAWAL SYMPTL(S* Yo. Babies Severity of WD ¢
4 None 13
13 uild 25%
21 Moderate 40%
15 Severe 28%
*Thirteen of the infants in the moderate to ssvere category were given medicatien,
therefer 75% of the FACET infants did mot experience withdrawal symptoms severe
enough to ruguire medication.
AVERRGE DOSE AT TIME OF DELIVERY 33 ngs.
PERCENT OF NEWBORN URINALYSIS DRUG FREE EXCEPT METHADONE ST
PERCENT €T NEWBORN URINALYSIS WITH COCAINE 25%
PERCENT OF WQ-EN ATTENDING OB APPOI £NTS 93¢
PERCENT OF INFA TS FLACED WITH CLIENTS AFTER DELIVERY S1%
MN=1) Adcption - 2%
PERCENT OF CLJENT STIMIANT FREE URIhS 76%
PERCENT OF WOMN ATTENDING REGULAR PEDLATRIC APPOL JMENTS 100%
)
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Chairman Mmier. Thank you. Dr. Yoon.

STATEMENT OF JING JA YOON, M.D., CHiEF OF NEONATOLOGY,
BRONX LEBANON HOSPITAL CENTER, BRONX, NY

Dr. Yoon. I thank this committee for giving me the opportunity
for me to see your interest in this tremendous problem and for
giving me the opportunity to share with you my experience and ob-
servatcions in the Bronx, the South Bronx.

We had a feeling in the South Bronx that there is nobody who
cares about newborn babies born to drug-using mothers. That's our
commen world every day, that nobody cares about these babies. I
thank yosu very much for having this hearing.

I have been a neonatologist since 1970, first at King’s County

" Hospital Downstate Medical Center in Brooklyn until 1976, and

then I moved to Bronx-Lebanon Hospital Albert Einstein College of
Medicine in the South Bro:x. There I stayed until now, from 1977.

During this period of my practice I have taken care of over 2,000
newborn babies born te drug using mothers. The instance of in-
fants born to drug-using mothers, seif-identified drug-using mothers
at Bronx-Lebanon Hospital increased dramatically from three per-
cent in 1982, to 13 percent in 1988. There were 365 infants born to
self-identified drug users in 1988, and at least 440 babies in 1989.

This increase was mainly due te increase in cocaine use. Current-
ly over 90 percent of drug users arc using cocair . alone or in com-
bination with other drugs, and mostly cracxk.

The focus of my testimony today concerns the rights of the new-
born. We had the feeling in the South Brenx that people are appro-
priately concerned about the rights of the mothers, but babies have
riggts, too, and we thought nobody was concerned about the babies’
rights.

The babies are often born passively addicted, living their first
days and weeks in the agony of withdrawal. They also suffer from
many other problems related to the maternal use. Some of
these problems will affect them for the rest of their lives. I would
like to share with you some of my personal observations and expe-
rience, although it may take a little longer, not more than 10 min-
utes.

Mothers using crack are different from the other drug users.
They are not teenage mothers, they are older. The mean age was
26 years of age. They are not first-time mothers, they often have
other children. They do not plan for their pregnancy, 37 percent in
our study group did not receive any prenatal care. Most of them,
even if they received prenatal care, received inadequate prenatal
care, three or four visits.

The majority of cocaine users smoke cigarettes heavily, smoke
marijuana, drink alcohol as well during their pregnancy. Many had
sexually transmitted diseases such as syphillis, gonnorrhea, hepati-
tis B and HIV infection, which can also be transmitted to their
newborn infants.

Many cocaine-using mothers seem to have little concern about
their babies. Heroin mothers 10 to 20 years ago always wanted to
take their babies home, “When can I take my baby home?’ “Can I
take,” “Is my baby okay?’ Even though they go home and get
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heroir;, they come back the next day, they waunt to know how the
baby is and they wanted to take their babies home.

omen on crack don’t. They sign themselves out on the same
day of the delivery or next day and they disappear. Babies are
often left in the hospital and we cannot even locate their mothers
in many occasions. They may come back next year or within six
months or seven months to deliver another premature beby, and
they disappear within one day again. All these mothers care about
seems tn be to us that they want to get crack. That's their priority.

Babies born to drug using mothers are often born | rematurely,
have lower birth weight, have in utero growth re tion, small
heads, congenital malformations, sexually transmitted diseases and
abnormal neuro behavior during the newborn period. Approximate-
ly 28 percent of babies born to drug-using mothers have sero Aggg
tivity for HIV. About one third cf them eventually develop .

Even after counseling, HIV infected mothers continue to get
pregnant. Babies born to cocaine users do not interact well, even
during the newborn period. This was menifested by abnormal tests.
They have small heads, of a normal electroencephalogram of a
normal cranial sonogram and cerebral infarcts in addition to the
prematurity, in utero growth retardation and congenital infection,
which will affect these infants in their future growth, development
and behavior.

On any given day in our hospital there are about 15 babies in
our nursery waiting to be placed. More than half of them were
abandoned by their own mothers. Their mean hospital stay is ap-
proximately 27 days. The numbers of days on social hold increased
from two days in 1982, to nine in 1987. For the last six months it
has increased to 16 days.

In 1987, there were 271 infants born to drug-using mothers, and
their care cost $2.5 million, and it is increasing every year. It did
not level off in the South Bronx. The future cost to society for the
care of these children will be enormous.

Education is the key, I believe. We need to educate pregnant
woman to receive prenatal care, not to take drugs, not to smoke, not
to drink alcohol, and to care for thenxselves and their babies.

They need to receive more prenatal care, and we need to lessen
barriers to care by providing easy access to food supplement pro-
grams and others services in the clinic, and home visits by visiting
nurses. Education should start before their pregnancy and before
ev}ein lthey use drugs, starting from kindergarten, even nursery
school.

We need to conduct drug screening tests on all pregnant women
and all newborn babies, especially those born to high risk mothers
who have had no prenatal care, who have a past history of drug
use or who admit to drug use or marijuana use or who are high. It
is particularly necessary in a community like ours, which has seen
an epidemic of drug use at this time.

Presently, routine drug screening tests cannot be conducted on
all newborn infants in New York State because of concern about
the mother’s right to privacy. Many drug-using mothers deny any
drug use and do not give the doctor permission to t2st them and their
babies for drugs. We tested 200 consecutive pregnant women coming
in in labor anonymously for drugs, 30 percent of them tested positive.
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During the same period the incidence of self-identified drug users
was only 18 percent. This indicates that more than half of drug
users deny drug use. We need more drug treatment programs for
pregnant drug users and homes for their babies until their mothers
are rehabilitated. These crack users particularly do not have pe-
tience, they don't want to wait one minute.

If we took our time to explain to them how important it is to get
into the drug programs, they may say yes this moment, but they
turn around in two minutes they will say they will not go or they
may have disappeared. So we have to take them right that
moment.

I am not in favor of putting pregnant women in jail, a8 many
other people. I see the need in some cases for placing pregnant au-
dicts in supervised maternity homes to help get the mother off
drugs and to insure the baby is born drug free. This is, I believe,
the most cost effective preventive measure for the newtorn babies
our future children, our future Americans to be born drug free, born
unharmed by maternal drugs.

We also need to continue follow-up studies to see the long-term
effect, on the infants as well as on their mothere if they became
truly drug free. We need to remember that babies have rights. We
should not look at the preblem of maternal drug use solely as the
moltlher's problem, because her problem is her baby’s problem as
well,

I thaak you.

[Prepared statement of Jing Ja Yoon follows:]
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Parzanen Starmacznt or Jina JA Yoon, NLD., Cizr or NEONATOLOGY, Baonx-
Lxmanon Hoserrar Cente, Baonx, NY

I have been a neaonatologist since 1970, first at Xings County
Hospital Center/ Downstate Nedical Cincer in Brooklyn where I vas
until 1976, and then at the Rronx-Lebomon Moapital Center-Albert
Einstein College of Medicine in ths -south Bronx from 1977 to the
present time. During this period of my practiocs I have taken care
of over 2,000 babies born to drug using mothers.

The incidence of maternal d(rug "use at te Bronx-Lebancy
Hospital Center has incresassd dramatically fros 3% in 1982 to 138
in 1988. There vers 363 infants born to selg-identified drug using
mothers in 1988 and zt least 440 in 1989. This increase was mainiy
due to the increase in cocaine uss. cCurrentiy, over 90% of drrq
users use cocaine and mostly cracl..

The focus of ny testimony todxy concerns the rights of
newborns. Pecple are appropriataly concarned about tha rights of
the xothers, but babies have rights too. The babies are often born
passively addictad, living their first days and weeks in the agony
of withdrawal They also suffer from many other problens rélated
to their motheri' drug use. Some of thesa problems will affect
then for the rest of their lives.

et me share with ;32U gcms Of my personal observations and
experience. Mothers using crack are different from the other drug
users we say in the 1970's vhen wa mostly saw heroin and methadona
addiction. They are not tesnage mothers; thsy are older, the
average is 16 years of age. Thuy ars not first-time motherss they
often have other children.

They do not plan for their pregnancies; Zhirty seven percent
of them did not receive any prenatal cars and nost received
inadequate prenatal care. The majority of cocaine users smocke
cigarettee heavily, smoke nmarijuana and drink alcohol as well
during their pregnancy. NMany have sexually transmitted diseases
such as syphilis, gonorrhea, hepatitis B and HIV infection which
can also be transmitted to their newborn babies.
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_ Many cocaine uring mothers seem to have little concesn for
their babies. FEeron Lothers, 10=10 years 2go, 2lways vanted fo
take theiz babies home with thea, but women. on crack do not. They
seex. to have lost their maternal instinct and they don‘t seem to

- care about their babias. Babies are oftsn left in the hospital and

we are often unable to locate their mothers. All these mothers
care about seems to ba getting maras-crack. - i

Babies.born to drug using muthers are oftem born premature iy
have lower birth veight, in-utero growth retardation, ssall heads,

congenital malformations, syphilis, hepatitis 3 or KIV intection -

and. abnorsel neurcbehavior during ) nevborn  period.
Approximataly 258 of babies bosra to drug using mothers are
seropositive for HIV ant adout one third of these infants wi.’
develop AIDS. Even after counselling, NIV infected mother.
continue to get pregnant.

Bables born to cocaine users do not interact well sven during
the newborn period, as manifested by abnormal JBrazelton teets.
They have small heads, ahnormsl electroencephalograma, sbnormsl
head scnograms, cersbral infarcts in siilition to the prematurity,
in-utero growth retardation and congsnital infection which will
atfect these infants in their futurs grovth, development and
behavior.

on any given day thers are about. 15 babies in our nursery
waiting to be placed. Their mean hospital stay is approximately
27 days. The number of days on social hold increzsed from 2 in
1982 %o 9 in 1987. 1In 1987, 271 infanta wore born to drug using
mothers and their care cost $2,457,000.00; and it is increusing.
The future cost to society for the care of these children will be
enornous.

Education is the key: we need to educate pregnant woczen to
recelve prenatal care, not to take drugs, not to smoke, not to
drink alcohol and to care for themselves and their babies. 7They
nsed to receive mors prenatal care and we need to lessen barriers
to care by providing sasy access to food supplement programs and
other services in the clinic, and home visits by visiting nurses.
Fducation should start before their pregnancy.

We need to conduct drug screening tests on all pregnant women
and all babies, especially those born to high risk mothers who have
had no prenatal care, or who have a past history of drug use, or
who admit to drug or marijuana use, or who are "high® at the tire
of delivery. It 1s particularly necessary in a ccrmunity like ours
which is seeing an eplidemic of drug use at this tirze.
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cresently routins drug screening cannot be conductsd on
nevhorns becauss of concern about the mother's right %o privacy.
mdmummmumywdmmm«mtgivom
doctor permission to test them and their babies for drugs. e

‘tested 200 consecutive pregnant womer’ anonymously for drugs. Thirty

percent of them tested positive. During the S.se pariod the
incidence of gself-identified drug users was only 13%. ~ This
indicates that more than half of drug users denied drug use.

Prom our study on $75 infants of self identified drug usars
we found many adverse effects from maternmal drug use vhich required
specia. interveation. It is ,however, not clear as to vhsther
cocaine itself or other factors ars respousible.

wcnodwmqutmmtmm!&mt users
and homes for their babies until nothers are rehabilitated.
I am not in fevor of putting pregnant wvomem in jail. Bt I ses ther
need, in soZe cases, for placing pregnent cts in supervised

thea haby is born drug free. We also need to continue follow-up
studies to see the long tern effects on mothers and their bibiss.

We need to remgmber that babies heve rights. We should not
look at the problem of aaternal drug use zolely as the nother's
oreblem, because her problem is her baby's problen as weli.
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Chairman Mnuigr. Thank you very much for your testimony.

Let me, if I just might, I'm going to ask this to all three of you,
you obviously have a range of clientele here that may be helpful to
us. Again, the qucciuion that haunts us here is obviousl{, as policy:

makers are people who are held accountable at some level or an-

other for what we do, vhat are we talking about in terms of suc- -

cess. : :

As I mentioned, in different circumstances it may be measured
in different ways, but again, just as I'm worried about the:stereo-
t{ge of the mother, I'm worried about the etereoty& of what it is
that must be achieved before we would invest in- that program. I
wondered if you might just help us a little bit with some of your
thoughts, given the women that you have worked with. Can you
help us? Maybe you can’t.

Saara. I think the most important indicator of sticcess in
this area, of course, is a drug-free pregnancy. That’s the goal we all
have. I think you have to look at muitiple indicators, you have to
look at the extent to which that woman is trying to repair her life.
Relatmés not a complete failure.

1 think this has bee:aﬁoinbed out by some of the otherv:ﬁeakers,
in that when you're dealing with chronic illnes= relapse will occur.
What you need to lock at is how often those relapses are occurring,
how long they last. As the woman begins to get further along in
her recovery, those are going to become less and less frequent,
they’re going to become of shorter and shorter duration.

Again, we're not talking about something you can cure in 30
days. We're talking about something that will take time for com-
plete remission. I think it’s important to look at parenting behav-
iors when you’'re working with the mother e:.d there are wayl to
assess effectiveness as a parent, knowledge of child development,
her follow through with therapeutic interventions. All of those
things are appropriate outcome measures.

Dr. TRACHTENBERG. If we're going to talk about success, let’s first
talk about it in general and then specifically in the pregnant
women.

Chairman MiLrer. However you want to talk about it.

Dr. TRacHTENRERG. | think in general success, what you’re going
for as you treat a particular patient, is going to depend where they
start. For the heroin addict who is out on the street, using, never
been in treatment, there it one sw:p of success when they call up,
get on the waiting list, get in and get admitted to a program, even
a detox program, a methadone detox for the first time.

That’s a success because they’ve aciually admitted they have a
problem, they need treatment. "i‘hey come 1in contact with a health
care provider, they get a physical examination, they get laboratory
work done. They get told that their liver is terrible because of the
drugs they've been using and the drinking they’ve been doing or
whatever.

Everywhere from there to if you have someone—oh, they’re usu-
ally seen as failures, by the way, because as has been said before 21
or 30 days is not long znough to change your whole lifestyle from
being a drug addict addicted to anytl&;x(i to get back to fulfilling
your social role successfully and not needing to compulsively use a
substance. So it may be seen as a failure in that way.
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— Usually what people have to do, what heroin addicts need to do

is go through several rounds of detoxification and only then, in

fact, are they eligible for maintenance. Now if you had six months
o or a year to work with an addict, that gives you some ‘time to

really help them change in some way; a month isn’t enough. ~

Eventually I feel it’s a success if you have an addict who is main-
tained cn methedone, who is not using illicit who is- falfill-

-, ing family and societal roles y, and if they.need to take

g methadone every day to fulfill those roles—well a lot of us-need lo . .

: take medications every day, a lot of us have behaviors we compul-

g gively ind in every day like running, work, alcohol, cigarettes. I
thmg’ they should be seen as a success. ‘

Now once they’re at that stage if they can be gotten off metha-
done entirely, if they can get drug free, that's even more of a suc-
cvss, because some of them do need to be maintained on metha-
d-me. Whenever you drop their dose they may begin using heroin
e zain. We try tapering them and after two or three attempts at ta-
pering, if it’s not successful you don’t want to mess with the suc-
cess you've already had.

Now what about pregnancy in particular, what’s success in preg-
nancy? I feel that if you get a term delivery of a non-growth-retard-
ed baby that doesn’t have severe withdrawal and has not been too
damaged by cocaine, tobacco and alcohol, I think you've done
pretty well with the baby of that addict, and that’s a success.

We've got to keep this in perspective. Smoking cigarettes causes
a lot more neonatal death than cocaine does in this country. We're
not talking about smoke-free, sea level prenatal camps to keep
women from harming their fetus in those ways.

Chairman MiLLER. Let me ask you—excuse me, go ahead, then I
gant to come back to what you said about .he pregnancy, Dr.

oon.

Dr. Yoon. Th.ank you. I see five different areas we can talk
about, whether we succeeded or not. One, I will talk abouc re-
search; two, prevention; three, identification; four, treatmerdt; five,
follow-up. We have some data on research on immediate ouwome
of the maternal drug crack use, alcohol, a lot of data on maternal
alcohol use and smoking. However, we do not have data on long
term outcome.

We do not have data on long term outcome on the drug users
themselves. We still need to do a lot of research, and until we know
a lot more, I guess we have a long way to go. Prevention, I guess
it's going to take a long time, but as a neonatologist or pediatri-
cian, I think prevention is one of the most iraportant keys. We
have to start early.

Identification—I'll make it very short, as short as I can—we need
to identify who is taking drugs, as you heard some of my experi-
ence that more than half of drug users deny using drugs. We have

. to identify them. I guess it's going to happen not only in pregnant
women, but also in other areas.

Treatment, there is a lot more research to be done. How to treat
these women, pregnant women before they get goregnant for them

. to be drug free or alcohol free. When babies are born, even normal-
ly we don’t know what’s going to happen, what kind of treatment
would they need for them not to be drug addicted. We need a lot of
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follow-up study, not one year, not two years, not five years, 20 or 30
years.

It moy seem to be a successful story now, in five years you may
have a healthy, normal child, tKou can still have without any treat-
ment program, that some of these heavily crack addicted mothers
may seem to have a normal, healthy newborn child. In five years
thg may be normal, but in 15 years they may be a drug addict.

we need real long term follow-up studies to know what's going
on. Meanwhile, we need to give them care for the babies and moth-
ers. Make it easy for the mothers to be in the program and mean-
while these babies can be taken care of by various people. There is
no such good program or many programs. Maybe there is one or
few private programs or different areas.

In the Bronx there is no program for the children who are aban-
doned by their mothers. They are in foster care and sometimes
moving from one foster care to the other foster care, in three years
they are still there in foster care because their mothers are still
not rehabilitated.

Chairman MmLer. Thank you. Is it conceivable to all of you that
we may very well in some instances experience failure and possible
success at the same time, that we may lose this mother and this
baby during this immediate pregnancy, but if we stick with them
we may conceivably avoid a reoccurrence of that same situation?

I mean, we look at some programs with teenagers and pregnancy
where we get them during their first pregnancy and what we're
able to do is postpone the secord pregnancy for a longer period of
time then children who weren’t in those kinds of programs.

Is it worth the effort, again in terms of the investment we're
talking about making here to recognize we may not make it with
each and every pregnancy or hope to make it. Is that worth the
prize here?

Ms. Smita. I think it is. We're already beginning to see that
happen with some of the women that we’re working with, in that
they came to us fairly late in one pregnancy actively using, got
pregnant again and didn’t use or went into treatment immediately
when they found they were pregnant. We saw that with our alco-
hol-abusing moms as well when we were doing our research on pre-
natal alcchol use.

Some of those mothers came through with second and third preg-
nancies in which they didn’t use alcohol. They had started out in
the experimental group in the study we were doing and in the
second round wound up as controls. It does happen.

There is a positive effect to education. Many of the mothers that
we work with don’t understand addiction, { think as Kathleen
pointed out in her testimony. Many of them have had very little, if
any experience with treatment, so they come to us with a lot of
misconceptions about what drug treatment is.

There is a lot of stigma, there is a lot of fear. Educational inter-
ventions can get beyond that so that when the woman recognizes
that she needs help the next time around, she’ll know where to go
and how to go about getting it and the fear and stigma won’t be
there or won't be as great.

Dr. Yoon. Sure. It’s better to be late than never, but if you can
be on time it’s even better. In Kathleen’s case she had one fetal
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alcohol syndrome chiid, she lost two children and she has two
normal children. Do we call that a success? I think we have to
think of it very, very hard.

We could have prevented those two children who died from
dying. We could have prevented the fetal alcohol syndrome case if
we could identify her problems earlier and given her treatment
early. Prevention should be the most cost effective for the future,
for the success you're asking for. :

Mr. Hasterr. Thank you, Mr. Chairman. ’

Dr. Yoon, that was a very good testimony and I appreciate your
being here this morning. Hew can you treat the babies? Is there an
ability to treat babies that have been born to mothers with crac.? 1
niean, ) u talk about the almost irre le damage that these
children suffer physically, let alone what happens down the line
that you can’t test for and we can’t predict, but what can you do
for these babies that are already born to crack or heroin addicted
mothers?

Dr. Yoon. Well, I think we can give help to these children in
many ways. We can start if prenatal care is—if we lost the time
giving care from the conception time but we have a baby born to
an addicted mother or drug users, we can start giving them, I
gu'ss, the medical treatment which is available, now premature
babies are becoming normal as far as IQ is concerned or develop-
mental quotient is concerned.

M;. Hasterr. Is there a possible prognosis then that could
happen?

Dr. YooN. Sure. Plus we can provide a loving home or we can
provide a temporary home until the mother gets rehabilitated and
we can send these children back to the mother if that occurs
within two months, three months or a year or two years. Whenever
it occurs it can bring back to there and babies can be brought to
their parents.

If that's possible, that’s the best way. There are many other
carly ~timulation programs which I believe very much and I do
think they do change their outcome a great deal. They become
normal human beings or they at least cat. develop up to their po-
tential. Every year the medical management has been improving
and the outcome has been improving, therefore as we do more re-
search, more care for these children we come to know more about
them, we will do better. .

Mr. HasTERT. So really one of the things that’s most important is
a loving, nurturing environment or family to really take care of
this child; is that correct?

Dr. YooN. That'’s correct.

Mr. HasTerT. One of the problems you described stems from
tltlﬁse children being bumped around from one foster home to an-
other.

Dr. Yoon. Sure. At least in the South Bronx.

Mr. HasTERT. I don’t want to generalize the whole country from
the South Bronx. In your experience, do you think that one impor-
tant action to take for the child’s sake is to get them into a loving,
nurturing family as quickly as possible. Is it possible that limiting
parental rights and lessening the time it takes to get the child
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from a foster care situation into an adoption situation is good for
the child?

Dr. YooN. In some cases, yes.

Mr. Hasterr. How do you determine when you should do that
and when you shouldn’t do that?

I YooN. I don't know, but I can tell you one mother, if I'm al-
lowed to tell?

Mr. HasTERT. Sure.

Dr. Yoon. Baby W was born to a mother who just came in. She
had crack and ctme in and had abruptia placenta and delivered,
24-weekcr with congenital syphillis. I went to talk to mother and I
explained the baby’s medical history and how sick the baby was.
“Would you like to see the baby?” She said “No.”

“Have you ever had any rashes during pregnancy?”’ She did not
have any prenatal care, 50 I had to ask her all the questions. She
said, “Sure, look at me,” and she opened her legs. I thought it was
syphillis, but we did not have any history of syphillis, she was
never treated. Within 12 hours this baby died and I went down to
talk to the mother and she disappeared.

In six months she came back with exactly the same story and
she delivered the baby in the admitiing office because it was just
too late. The baby was resuscitated, brought to us and when we
went back down to the admitting office, she disappeared. So she
was never treated for syphillis. With this child we knew right away
and this child was 26-weeker, 700 gram baby who lived. After all
this, this mother never visited and it was adopted by one of our
hospital staff and the child is doing beautitully.

I wonder if you can call this a success story from the child’s sake
or view, or can you call this a failure becr.use she may come back
aga‘ilrll, or she may go to another hospital wvithout giving any history
at all.

Mr. Has7ert. Certainly we have preolems before us.

Chairman MiLLer. Would you yield.

Mr. HasTterT. Sure.

Chairman MiLier. I think on that point, because that story and
similar stories that I've heard and I think members of the commit-
tee have heard when I've talked to professionals in the field, and
certainly people working in the South Bronx or other difficult
neighborhoods and environments is sort of a public policymaker’s
nightmare. You start to feel yourself get a little angry and upset
witk ‘hat mother at a minimum.

Dr. YooN. Right. Chairman, that’s nct every case.

Chairman No, no, and I understand that. My concern in
addressing it is immediately to try to sugggest that that’s not every
case, but 1 worry that those cases are driving public policy consid-
erations; the perception that each and every crack mother, epecial-
ly from inner cities, are these women who don’t care about these
babies 80 we should be locking them up and that’s driving this.

As ink we’ve seen here, and we’ll hear in later hearings, this
is a cross section of America, this is a lot of different thinge hap-
pening. My concern is—I guess what my colleagues would say to
me if I tell this story in the congressional dining room, they say to
me, “What are you going to do?” My answer is, I don’t know.
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Dr. TrACHTENBERG. You know when you hear those kinds of sto-
ries, when I hear them, I want to ask how did the mother get that

way.

ghau'man MuLrEr. I understand. Y

Dr. TraCHTENBERG. Did she have any poesiblé source. of self-
esteem or even material sustenance other than— . - Lo

Chairman MiLLER. You're anti‘c‘i&ating ‘our next hearing. I under--
stand that, and I was going to Insandaskyou,because ou:
don't work in that particular environment—you can {aks; )iat -
story and say South Bronx and people say get me cut of the. room; I
don't want to talk about it. -~ St

Now let’s go to the situation in Atlanta. We're’ being driven by
this depiction of crack users I think Dr. Yoon has shown us. She
has cited her caseload and what they have found at your. hospital
in the South Bronx. How do we figure this into the equation?

Ms. Smrrr. Well, I think there’s one problem here in the way we
conot:i):ualize cocaine abuse, too. When we talk about alcoholics or
we about people who drink alcohol, we don't neocessarily classi-
fy everybody who drinks as an alcoholic. When . we start talking
about cocaine it's as though we're talking about the same person
over and over again. :

In point of fact, there’s a lot of variability. Many of these women
had, for example, problems before they became dicts, which .only
become exacerhated once they begin to use drugs. They are at vary-
ing levels oi impairment. It's a heterogencous pop tion. There
are some cases like that that we all see, but they certainly are nui
all like that. The{ecertainly are nct all hopeless.

We see a number of women, as I mentioned before in our area
treatment is very, very limited, a number of the women, in fact all
of the women who come to our program do so voluntarily. We

a caseload of 100 women, none of these women are court re-
ferred. They have all come to us because they are seeking help and
because they are concerned about their children.

We see a number of those women who quit using on their own
and struggle with that with very minimal support. We provide su
port groups in the communities and we're also working actively
with church groaps to develop other community based supports for
these women. Many of these woinen can be succesful with relative-
ly little intervention.

'm not talking about che same kind of individual that Dr. Yoon
was talking about, although those women exist, s¢ do the women
we work with, many of whom will have very positive outcomes to
their pregnancy, many of whom who will be very good parents with
parenting education support, with after care support.

Again, we're talking about a wide rum, and we're not talk-
iniiabout one solution, but many for different types of individuals.

r. HAsTERT. If ] may reclaim my time, you're talking about
reOple who are really committed to keep the child, they have a
ove for the baby.

Ms. SyatH. Right.

Mr. HasTert. Dr. Yoon is talking about people who want to walk
away from the situation and virtually do it. I remember a couple of
months ago or maybe a year ago now, we had peo le from hospitals
right here in hospitals in Washington, DC. about scores of
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mothers who have no love or affection or desire to mother their
child and they walk out the door. :

So I think we need to have I ation in place and p: in
place for those who want to help themselves and their. child and
are willing to take on that- tremendous burden—programs where
they learn to take care of themselves so that:they can take care of
the children. - oo

For those who don't wish to do that or disappear.into society
scsplace, then we need to be concerned about the rights of those
children. I m:ght say that I think those babies have rights, too, to
not be shuttled around from one care organization to‘another. That
they hrve the right to have a family and love and nurturing so
that we don't repeat that cycle over agai - SRR

I think, Dr. Yoon, you've brought mut very well. Thank you.

Dr. Yoon. I think we need both, There are mothers who are will-
ing to be rehabilitated and they can be successfully rehabilitated.
There are mothers who are not willing, not willing to even listen to
you. We try exdplam to them, and taking our time, but because of
case overload and because there is no reimbursement for education
for these women, I think it's the most vulnerable time right aiter
delivery because of the nature of the maternal instinct I think
that’s the best time to get them.

Educate them so we can, perhaps, prevent——

Mr. HasTtERT. Maybe we can find a way to stretch out that ma-
ternal instinct from them.

Dr. Yoon. Right. Some of them are destroyed, but a lot of them
are not destroyed. A lot of them are not and a lot of them still do
have instincts. So when ] say a lot of them don’t, it doesn’t mean
everybody. A ot do have it. For those who have, etill there is hope
to rehabilitate them. Once they come to your program on their
own, you should have very good results.

Mr. HastErr, Once they walk into that as a volunteer, into that
program, they've made a commitment?

Dr. Yoon. Right, they have a will to be cured. In spite of that
Kathleen had a difficult time, a long time.

Mr. Hasterr. If I may add Kathleen X is not typical of a lot of
the women that we're talking about here that come out of the
ghetto. She came from an environment that was very different, and
yet, we see substance abuse occurs across societal bounds.

you very much.

Dr. Yoon. Thank you.

Chairman MiLLER. Thank you very much, I think in the commit-
tee’s effort to focus on the women and the treatment snd rally
their environment, this is not an effort to pit the righ's of the
women against the child. The concern here is that the child has
little or no control over this problem and the treatment and pre-
vention seem to me to be the best ways that we can enforce the
rights of the child, because the child can't say stop, the fetus can’t
say, ‘‘Stop, this is hurting me.”

.S0_the question is how do we get these women out of that drug-
apusing environment, or alcohol-abusing environment, or tobacco
abusing environment to protect that child.

My concern is that I worry that the debate is shifting and focus-
ing on the child as a byproduct or the result and, therefore, we
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st fo g0 back o0 B ot <5, being bora, ow
. , tae preveation o caild bei rn low

birtlwm%glet:,l defective i any fashion, drug addicted, alcohol addict-

ed, tobacco addicted, would be the goal that we want. o

So 1 just worry that before we_fetintq focusiyg on 875,000 bebies
and, therefore, we've got a problem, we've got to u&‘}.:ow did we
get the 875,000 babies. I don’t kncw if Pm mnkm&a clear, but
trying to look at it from how to preveut the inother. ging in
this ggusive and harmful activity, that then we can reduce that
number. et N

To have that mother walk out of your receiving room is just to
wait another six or seven moaths until she’s back again in all like-
lihaod. Miszbe you'll never know it becauso she may not come to
your hospital and may go to another hospital. ..

Dr. YooN. Or she may die from AIDS.

Chairman MiLLER. She may die from AIDS or her next child may
die from AIDS. So it’s an effort “o try to think what is it we can do
that would prevent this behavior from taking place and the coping
with it—if we come into the middle of the story—once we are able
to identify it.

Mr. Hasrer: Would the Chairman yield?

Chairman MILLER. Sure.

Mr. Hasterr. 1 think you hit the nail or the head, but I think
you also articulated '.Luite well that there’s several levels of prob-
Jems. When I v ote the Child Abuse Prevention Act in Illinois in
1983, we had to realize that vie had mothers who had '&mblems,
and with some mothers, it was a generational problem. They were
abused children and the next generation is right around the
corner. Those first crack .abies, those first heroin babies, those
first drug related babies are out there having babies themselves.

So if we can first of all take those children who are in an
unwanted situation and stabilize themb,ogou’ve started to look at
part of the probler. I don’t think any wants to put pregnant
women in jail, nobody wante to do that. You're right, you have to

take those people voluntarily, but sometimes there’s not a lot of

volunteer feeling about that. We hav_ to get them and get them in
the progiam somehow.

e have to stop the cycle of second and third and fourth round
children from being born to drug addicted mothers. I think that’s
the issue. We just can’t say well, it’s a mother’s issve or a baby’s
issue. We have to take care of everybody. Right now the focus is on
the child who didn’t want to be born as an addict.

The baby didn’t want or choose that. And yet, we must help that
baby who is n-.-v here and salvage their future. Tnen we need to
take care of the mother and try to get them on the programs.

Chairman MiLrER. This isn’t an argument because we ghared an
experience at the state level, you also prcvioed for the termination
of parental rights when it was in the intevest of the child, and I
fought that fight in 1978, in the Congress. I remember the uproar
over the notion that we were guing to somehow suggest that paren-
tal rights were going to be subservient to the right of the chil?.

In fact, current law allows for the protection of that child. What
I don’t see in current law is preventing that child from coming into
existence in the future, tyring to deal with that. Once we have this
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damaged child, we can terminate those righis in short order, we
can find a foster home. I'm trying to figure out what it is we can do
to prevent the child from coming into existence in terms of a child
that needs the foster home, in terms of educating these mothers in
prevention that Dr. Yoon and others have talked about. -

I just don’t want people to walk out thinking that we've now de-
cided that this is pitting the child against the mother. That's not
what this hearing is about, it’stotﬁrtothinkabout-— .

Dr. TracuTeNBERG. You know I'll tell you there’s one thing that
certainly can be done, well unfortunately is being done right'now
.hat is going to make the problem ~vorse, and that is prosecution of
pregnant women. Novr in Butte County we know of at least one
woman who not only avoided prenatal care, but delivéred at home
because she was on drugs and afraid that if she got into prenatal
care the word would get back to the district attorney and she
would be prosecuted. L.

You kave to look at what the effect of a policy is going to be
when you make a women scared that you're going to take away her
child. Maybe she'll avoid prenatal care. I think this is the kind of
thing that I see happenin%‘with moms like Baby W’s. You know, if
when they come into the hospital they get treated like scum, why
are they going to come back to the hospital, except when they abso-
lutely have to?

There is no incentive and a lot of barriers and a lot of reasons
that Baby W’s mother maybe didn’t want to com. into the hospital
until she absolutely had to. We need to lower those barriers, not
increase barriers of fear.

Dr. Yoon. I had that feeling perhaps five or six years ago. We
had a lot of caseload in our hospital and maybe by preventing them
is crucifying them is worse. Because of my feeling all of our staff
tried our best, real best, to send the babies home. That was our
goal in our social service round, in cur daily round. So we gpend
our staff spent night courses for the mothers, we thought a lot of
mothers were pretty good.

ey came in with clean clothes, they came every day, they
seem~d to be very interested. We used to send a lot of babies home
without even consulting the special services for children or without
sending visiting nurses home. We have had many unsuccessful sto-
ries as well. We have successful stories, too. Whan it becomes un-
successful, what it means is this baby is—we didn’t even know
mother did not have a home, because we just believed in her.

She will be all right a few days, she may not be all right a few
days. It’s only a few days we are talking about when she is not
okay, she will go into the crack house and stay there for a few days
and this baby is left at home without any attendance. It was found
by superintendent or some mothers leave this baby in a box st the
hospital with on the baby’s chest that this baby was born at
Bronx-Lebanon Hospital on such and such a day, and she disap-

pears.

So the emerﬁixcy physician calls us and we had to locate the
father, and luckily in that case w2 were able to locate the father
and we sent this baby to 'he paternal grandmother.

So that nc matter what system we have, we will uave some suc-
cess and some failure. In what way can we succeed most? When we
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say unsuccessful or failure, does it mean child death, or does it
mean the child is frozen and dies in the apa:iment alone, or does it
mean going to a foster case home and another foster care home.
That's a failure, too. ‘

Also sometimes we have to weigh which failure is worse than

what. When we talk about success as well, any aspect when you’

case or a delayed success like Kathleen. I

talk about it, there is a real success case and 'ustalittlesuegﬁﬂw.
case t{nn.k can’t'we nox do
. B

Chairman Miuixr. If you keep poeing these tough qﬁestiims, e

you're mot guing to get invited back. )
Iris: [Laughter] - T
Ms, SmrTH. I was going to say pretty much the same thing. It
sounds like, “Well, here are all the things we can do and we'll now

" pick one.” It's going tc be very hard to pick one. I think there is

another issue here, which is we really don’t know a whole lot about
the long term development of these crack exposed babies, although

we talk about them as though we know what that means, we don't. -

There needs to be more research done to really see what kinds of
developmental problems these children will have. One of the rami-
fications of that is that we're beginning to. have mothers come back
to us terrified that they've got a child that's profoundly mentally
retarded. We don’t know that that's true. vt

Many of these moms who run awagﬂfrom these kids, who aban-
doned them, are afraid that these children are irreparably dam-
aged. We don't know that that's true. Again, we have to be very
cautious in making those kinds of statements until all of the data
are in, and they aren’t in at this point. We still have a lot to learn.

Chairman Thank you. This has besn very helpfiZ, be-
cause I think the goal is to sort of pull, as we said, the stereotype
apart, and maybe expose it to a little bit more light and see if we
can develop policies that are a little more custom fitted to a very
difficult caseload at whatever end of the spectrum they are.

Thank you very much for your time and your help on this. As I
said at the outset, this is one in a series of hearings that we will be
having, recognizing that a number of other committees are in the
process of developing legislation, responses, modi%cations and re-
forms of existing programs that we hope to be able to translate this
into effective responses to the problem.

Thank you very, very much. The committee will stand adjourned.
The next hearing will be Monday in Detroit.

Thank you.

[Whereupon, at 12:35 p.m., the select committee was adjourned.]

[Material submitted for inclusion in the record follows:]
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Paxparxd STATEMENT OF Barmama W. Lxx, PuD., M.P.H, Mxuser, AMERICAN .
ICAL ABSOCIATION Tasx Forck ON ALOOHOL AND DRuUGSE, ASSISTANT *
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This testimony was condensed from & much larger summery and review of sociocultural, -
peychological, and biological facsors contributing 1 gender differences in substance buse.! 3
mumumummmumwmw
MicLean Hospital Aloohol and Drug Abuse Rescarch Center has conducted numerous studies of
substance abuse effects in women who kse alcokol, marijuana, cocalne, or opiates. Many women _;'»f
were found to abuse more than ono substance, and many also reported having a fanvly history of =
alcoholism.

Preveation and Interveation

Predisposing sociocultural factors, biological face~==, and pharmacologic effects of
subsiances all inceract 1o exacerbate subsaance abuse probloms.

1) Quinxal fackus. There is evidence for and against cause-and-cffect relationships
betwoen life crises and substance use. Those who counse! women experiencing stress should be
aware of potential risk. Preventive strategies could include increasing public awareness that people
ofien try to relieve distress with alcohol or illegal drugs, and publicizing appropriate resources for
solving problems. Male parmers also can exent a social influence by peoviding alcohol and drugs.
The eavironmental distortions that accompany a family histary of alconotism or other substance
abuse may perpetuate these problems in the next generation. Studies of social drinkers and casual
substance users indicate that harmful effects, such as behavior changes and increased
consumption, ¢an occur before substance abuse is seen as a problem. All of these findings point to
strong needs for early prevention and treatment targeted to women. ' :

2) Biological factors. These include possible genctic effects of family history of substance
abuse, presence of psychological disorders, such as depression, > ? and reproductive dysfunctions,
such as infernlity, miscarriage, or stillbirths.* 3-6 There may be closc to 28 million children of
alcoholics n the Unzted States.” and slightly more than half are women.® Many peopic have
become aware of the high nsk conveyed by their familial and genetic legacy, and the magnitude of
this vulnerable populaton invates an educational imtiative. There is a strong need to rase public
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awareness about the connections between depression and abuse of substances 1 alter moods, and
the impact of substance use on the capacity to conceive children ard 1 have normal births.

3) Bhacmacalogic fackrs.

While pharmac Sogic effects of substances may appear soore clear-cut than sociocdtural of
biological factors, all intersect. Family history of alcobolism may convey a differential sesagivity
10 the c¥ects of aloohol,?- 19 and perhaps to other substances.* ! Further, the unpleasant mocd
states that accompany heavy drug use® 1213 alss b ve a significant impa.ton psychosocial
factors, One key study!* found that social drinkers who abstained during a 90-day study repurted
improved moods after they stopped drinking. Thus, there is also a strong need to increase public
awareness of the adverse consequences of substance abuse on moods and behavior.

v/ith all of these interacting factors, it is important to choose appropeiate inserventions.

® Prevention strategics could begin by increasing prenatal care foc high risk womea, as
well as providing case management for their ongoing health care, social service, day care,
employment, and financial assistance service needs.

® As girls mature it is impoctant to include information about substance abuse effects in
edwration about reproduction. Information about possible influences from male parmers who
nﬁgh‘mcmmgcsubmnocuscsmuldbcwaﬂxbkbyutmywngpeoplebcginwdm.

® Targeting substance abuse prevention programs to i 1th and 12th graders is important.
However, since many high risk girls leave school, they need specially-focused outreach services.

* If reproductive dysfunction is related to excessive drinking or other substance use,
then obstetncal and gynecological practices are good potential resources for patiert educanon.
Physicians, Lurses, and other pnmary health care providers should be encouraged to ask specific
questions abous substance abuse as a basic part of 2 woman's medical history.

® Programs treanng female substance uscr, ais thould evaluate the status of reproductive
hormones in their paticnts. This strategy cousd promote intervention it me Yical problems that are
now rarely recognized, and improve both inatemnal and child health.
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® QOutreach programs targesed to vuinerable populations, such as pregnant weenagers, arc
other important contexts for providing information about consequences of subsiance abuse.

® Substance abuse treatment programs ofien include 2 family therapy and/or marital
therapy compone: % which should provide informasion specifically targeted soward women 0
explain the many detrimental facsors in relasios:ships between mele and feale substance abusers.

These spproaches all imersect with emerging ideas of changing female roles, including
sssertiveness and limit-setting skills, and the ability o form independent social judgments.
Women's demoastrated nezds for social supportst™ 16 argue for "inoculating” vulnerable women
by increasing their awareness of interpersonal relationships and using support groups as a2
treatment strategy. In simmary, cregtive prevention efforts would examire existing programs and
identfy information and interventions targeted to eirls and women who are at risk for substance
abuse and its deleterious effects on shemselves, their offspring, their families, and society at large.
These recommendations are based on the following findings from my own research as weil as
drawn from the research of others.

Gender Differences in Polysubstance U: :

A combinaticn of factors contributes to women's substance abuse, - !! including many
differences between wormen and men identified a decade ago.!” Women have fewer assertive
from men (¢.., fathers or husbands), and their drug supplies are also likely to come from men,
whether their sexual parters or physicians. Typically, women are expecied o play more key
family roles, and are responsible for qurturing children as well as for birth control. Women Lave
fewer job sptions and lower paying jobs. Women also report more medical problems, aad are
perceived differently when they seek care. Women who engage in deviant behaviors receive more
social criticism and stigma, and have differeet experiences with the criminal justice system.
Women who use drugs are likely to have been sexually abused, but most treatment programs are
focused to meet the needs of mea
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Current Epidemiology

A cross-sectional household survey of alcohol and other drug use was conducted in 1988.1¢
F'ndings were reporied by drug, gender, and age groups. To summarize, 8 majority of all American
women (63.3%) said that they had used alcohol within the past year (versus 68.1% for men), and
slightly less than half (46.7%) had used tlcobol within the pest moath (versus 60.0% for men). For
ages 18 10 34, rases of lifetime use were 84.5% for men and 77.9% for women. Roughly 15% of
women and 0% of men said they drank at least once a week.

In addition, 61.7% of all adults ages 18 to 34 reported tha they bad vsed an illegal drug &2
least once in their lifetimes, and rates in this age group were similar for men (64.4%) and women
(60.0%). Men were more likely to continue their use, since 10% more males than females ages 18
1034 had used an illegal drug during the past year, and 7.3% more males than femalzs, within the
pastmonth. Fully 25% of both boys and gir’s ages 12 to 17 had tzied an illegal drug.

Women Receiving Mandated Alcohol or Polysubstance Abuse Treatmest

Although the nlarive contributions of psychosocial and biological factors to adverse
cmsequmofsubmnceab:scmmpmducﬁonmnmyuﬁﬂymown.:’wwatﬁmzo
women civilly committed to alcoho! and drag treatment 48 illustrases the numerous complex and
mmmoblmmaaﬁwtwmnwhosenedfotmbsmnhBemmsufﬁckndy
compelling to be brought to the attention of the courts. A large rumber of these women had
hormonal distuption, reproductive dysfunction, and a family hiswory of alcoholism. Further, they
typically had low incomes, and s yme bad had sncounters with the cruminal justie system. Abcut
half had been victms of assault, rape, or incest

Substance abuse can affect reproduction, and contribute to women's health problems as
well as unpair children’s growth and des elopmens.% One of our studies,® analyzed reproductive
hormone levels for 18 women ages 17 £ 58. All were detoxified at screening, and had thorough
physical examinations and laboratory tests. Two subgroups were identified.?® Twelve won
wmdiagmsednsaboholdcpend:naanddmralcoholinmkemngedfmmaboml.Swll.O
ounces of absolute alcohol a day.5 Tre other women were dependent on one or more drugs plus
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female relatives, polysubstance dependen womex also had at least one more alcaliol dependent
tale relative The drug use patierns observed were diverse. Besides alcohol, ranging from 2.7
1027.7 ounces of absolute alcohol a day,5 cocaine was abused most frequently, followed by

tranquilizers, sedatives, marijuana, opistcs, and amphetatines. In keeping with their higher rates
of alcohol consumption, polysubstance dependent women said they speat almost twice the amount
of money a week on alcobol, averaging $49.70, as alcohol dependent women, averaging $25.30.6

Over 70% had abnormal hormone levels. Blood samples were obtained for analysis of the
hormones essential for normal reproductive function in 18 women, namely luteinizing hormone,
follicle stimulating honmone, prolactin, estradiol, and progesterone. Although all specific
mechanisms of alcohol- and drug-induced disturbances of female reproductive hormones have yet
to be detemuned, increased prolactin may promote amenorrhea, that is, prevent menstruation, or
otherwise distupt the menstrual cycle. Fifty percent of the alcoholic women had increased
prolactin levels. One patient had amenorrhea with a nonmal prolactin level, but had low luteinizing
hormone and estradiol levels. Two polysubstance dependent women had elevated prolactin, and
one had amenorrhea with normal prolactin but low luteinizing hormone, follicle stimulating
harmone, and estradiol levels.® It should be noted that 50% of the alcohol dependent women had
no live brths, but one polysubstance abuser reported 12 conceptions, resulting in one stillbirth, 5
spontancous abortons, and 6 live births, with 2 of her teenaged children active substance
abusers.4 '

Agewas a strong factor in drug abuse panterns. There was a cleur trend over the last two
decades, whereby women both began substance abuse and nsked pregnancy in their early teen
years. Alcohol dependent women were much older at admussion (average age 41 9 years) than
polysubstance dependent women (26.8 years), and alcohol dependent women had been dnnking
regularly longer, averaging 17.2 versus 11.0 years. Alcohol dependent women also were
significantly older when they first med alcohol, average age 17.3 versus 12 3 years, and when
they began regular alcohol use, average age 24.8 years versus 15 8 years. On average, alcohol
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dependent women began sexual activity within & year of their 18th birthdays, while polysubstance
dependent women reported that they had begun sexual activity shortly after age 154
Studies of Marijuana and Alcobol Effects in Healthy Women

We also examined marijuana ar  lcohol effects in women who were casual marijuana
users or social drinkers with no known health problems, and no evidence of drug dependence. In
addition to analysis of substance effects on reproductive functions studied under controlied
laboratory «. *<uns.3 2122 we systematically collected data on the marijuana and alcohol
consumption from female marijuana smokers and alcoho! and marijuana consumption from female
social drinkers by means of daily questionnaires that recorded alcohol and drug intake, sexual
actvity, occurrence of unusual events, and changing mood states over time % 13.16.3

Effects of marijuana smoking on reproductive hormones in 16 women ages 21 to 33 were
studied under laboratory cond dons.Z2 Each women smoked a one gram experimental marijuana
cigaretie. Blood samples for hormone level analysis were obrained for 92 hours before and 3
hours after smoking. Luteiruzing hormone levels decreased an average of 30% when women
smwoked marijuana during the luteal phase of their menstrual cycles, that is, immediately after
ovulation when the corpus luteum that sustains fertilized eggs (ova) should be developing. Thus,
manjuana decreased luseinizing hormone, which in turn may affect the fews soon after
conception®

Alcohol abuse is also associated with amenorrhea, anovulanon, disruption of the luteal
menstrual cycle phase, and damage to the ovanes, which can lead to i;fznility, sponianeous
abortion, and early menopause’ One experiment 2 found that a dose equal to 2 drinks given to
12 female social drinkers during the follicular phase of the menstrual cycle affected their estradiol
levels within 25 minutes after drinking, when blood alcohol levels were raised moderately.
Incressed estradiol in the early follicular phase may delay or prevent ovulation by suppressing
follicle stimulating hormone, which is necessary to promote release of ova from the ovaries.

For some women as few as 3 drinks per day can affect their reproductive systems. An
experiment that studied effects of daily alcohol consumption on 26 social drinkers 2! found thar
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there may be a cut-off point after which hormonal disruption occurs. About one-half of the women
who had 3 or more drinks a day while living on a research ward also had increased prolactin levels
or failed to ovulate.

Another of series of our studies examined sociocultural, psychological, or biological
factors that might promote or maintain smoking marijuana or drinking alcoho! in women's normal
environmenss. 1n one stody of female marijuana smokers, 30 women completed daily
questionnaires for 3 consecutive m-~nstrual cycles. Each day they recorded quantities and times of
alwholu\dmnijmme.episodmfswmacﬁvi:y,mdmofmumdﬁfemm”

Time factors significantly affected both marijuana and alcohol use. Division of these
marijuana smokers into 2 consumption groups, 15 "heavy” users (about 3 cigarettes a day) and 15
“light" users (one or less cigarette a day), shows how adverse effects of polysubsnn.ec use may
develop. Heavy users were significantly younger when they began to smoke marijuana. Heavy
users also reported more alcohol use, mors days of combined alcohol and marijuana use, greater
frequency of moming marijuana smoking, and more days when they smoked marijuana moming,
afiemoon, and evening. Most heavy marijuana users also smoked tobacco cigarettes, placing
themselves at higher risk for pulmonary problems. The 2 groups were similar in age at first
alooho! use, age at first sexual intercourse, years of regular alcohol or marijuana use, years of
education, and reported lifetime use of hallucinogens, tranquilizers, and cocaine.”

Study of 8 mood states recorded daily by these 30 womea'3 also showed importaat
differences between heavy and light users that ceuld be factors which promote substance abuse.
On days when they consumed both alcohol and marijuana, all women recorded stronger feelings of
friendliness, vigor, aad elation, but when light users had both olcohol and marijuana they reported
feeling less fatigued and tense. Heavy users had lower scores for friendliness, elation, and vigor,
and higher scoxes for teasion, anger, fatigue, and confuston, so that, being a heavy marijuana
smoker irfluenced every mood but depression. Unusual or stressful events occurred on 22% of all
study days. Heavy users smoked marijuana more frequently on days when there were unusval

events. Women who reported unusual events also had stronger feelings of tension, confusion,
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anger, fatigue, and depression.! A study by Bruns and Geist?® suggested that stress, both
"good" and "bad” events, may differentially affect young men and women. Male and female lugh
schoo! students who used both alcohol and marijuana had similar numbers of stressful life events,
but females generally reported a stronger response.S These data may partially explain
contradictory findings regarding influences of stress in the onset of women's substance use.

Our study of 26 female social drinkers used a similar method whereby daily records of
consumption pattems and events were collected for roughly 90 days. Heavy drinkers, averaging
1.80 or more drinks a day, were much more likely to smoke marijuana, and to smoke more
maryuana, than moderate drinkers, sveraging 1.75 ot fewer drinks a day.” Both frequent and
oceasicnal social drinkers said that drinking in groups increased their alcohol use.*®
Women Treated for Cocaine Dependence

A recent sudy? compared social charactenstics, reasons for cocaine use, drug effects,
Jepressive symptoms, and psychiatric diagnoses for 95 men and 34 women hospitalized in our
treatment unit for cocaine abuse. More of the men were employed (78% versus 50%), and they
tended to have professional, executive, and sales jobs. Women were younger than men at first
drug use, about 15.6 versus 18.5 years old, younger at age of first substance abuse treatment,
about 24.6 versus 29.1 years old, and had used cocaine for a shorter time, about 3.7 versus 5.4
years. Men and women were similar in total years of drug use--about 10.2 years, years of heavy
drug usc—about 5 years, number of dsfferent drugs used during the previous 30 days--abeut 4
drugs, and amount of cocaine used during the past 6 months--about 106.3 versus 107.5 grams; but
snen and women differed in the amount of monzy that they had spent on cocaine during the past 6
months--about $10,000 versus $3,000. More men were married (40% versus 21%), but more
women lived with a drug dependent partner (36% versus 21%). Thus, women were more liely to
receive cocaine from men.

Women gave 4 reasons for cocaine use: depression, fecling unsociable, family and job
pressures, and health problems. Overall, men claimed more intoxication from cocaine, and men
were more likely to say that cocaine decreased sexual feclings (67% versus 38%). Men and
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women felt sumilar cocaine effect< ~a aggression, appetite, anxiety, and mvad, but wornen
reported fecling less guilt. Most men and women (57%) said they used cocaine o feel sociable.?
The pattern of slower recovery from depression among female cocaine users mal es their
treatmens more complex. More women had an Axis | DSM-II-R? diagnosis of depressica
‘Women also had more depressive symptoms at admission and at 2 woeks and 4 weeks after
admission.2 Further, involvement with a drug-dependent partner may have contributed to the
more rapid development of addiction in some women, since similar observations have been made
for femaie heroin addicts? and alcoholics. 7
Contributory Factors Reported From Other Studies
One importan factor is the extent to which women who abuse alcohol and other drugs
come from famulies that include other substance abusers,*® or live with spouses or mates who are
substance abusers. 2 Follow-up dara for 44 women were obtained approximately 6.5 years after
alcohol treatment.?® Exactly one-half recalled violence between their parents or between a parent
and themselves, and 24 reoorted that one o both parents were alcoholic. At treatment, 80% had
had at least one male partner, 57% had lived with an alcohol abuser, and 18% had violent partners.
Women who became abstainers changed their identities to nondrinkers by informing
drinking partners that they wanted to abstain, by avoiding situations in which other people drank,
by anending self-help groups, or through religious parucipation. Interestingly, even long-term
abstainers relapsed into heavy dninking when prompted by a hife crisis, such as divoree or removal
of children from the household, although these factors could be consequences and ot causes.
Another series of reports exsmined gender differences in addict careers®-3! for 546 male
and female heroin users in methadone maintenance programs. Women overall took less time tn
become addicted, and more women became addicted within a month. In comparison to men,
significantly more women’s heroin use was supported by others, and for a longer amount of cime.
About 80% of men and women were married, and about 85% had lived with a sexual partner,
About 15% of women recalled beginning drug use with a spouse or sexual partner who was a daily
usez, but no men sud that their spouse or mate had initiated them into heroin use. Instead, men

l{llC 143

Aruitoxt provided by Eic:




ERIC

Aruitoxt provided by Eic:

were more likely to start use within a social group. No men reported living with 2 woman who
was previously addicted, and women were more likely to be supplied with heroin than to supply
others. Over 25% of the sample began daily heroin use within the firs. three weeks after initial
use, and about 25% became dependent within a month of first heroin use. The average time from
initiation into heroin use to dependence was shorter for women, 14 months, than for men, 21
mounths,
Comments

Women usually enter substance abuse treatment after significantly less time than men30-31
This pattern, called “telescoping,” because of the more rapid development of serious substance
abuse problems, also npifies women’s cocaine use and alcohol abuse. Accordingly, itis
appropnate to conclude this brief review with the observation that substance abuse in many regards
seems to be more senous for women. For the female substance abuser, the health and well-being
of her children and herself are at serious risk. There 1s no single factor in women’s experience that
will prevent use or promuae Mhstinence. Sociocultural, psychological and biological factors all
combine and contribute to these problems, and sociocultural, psychoiogical, and b*ological factors
all must be addressed to relicve and prevent these problems.
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PREPARLD STATEMENT or DR. TREVOR Lipscomesx, Researc COORDINATOR, COVENANT

House (Apvoracy), Nxw York, NY

Covenant House is a private non-profit organization
which annually cares for over 25,000 runaway and homeless
youth under the age of 21 in the United States. &is
substantial nuzbers are prejnant or parenting women, and
given that substance abase is an unfortunate scourge of life
on the streets, we respectfully submit this testimony to the
Select Committee c.. Children, Youth and Families with regard
to emphasising the difficult problems currently faced by

addicted women.

Street kids are not easily classified, except that they
are neither Huck r'inns nor Becky Sharps. They often have
deep-rooted psychological problems, sometimes stemming from
physical or sexual abuse by a family member. They seldonm
have graduated from high school, and their low level of
literacy makes it difficult for them to get any but the mcst

menial of jobs.

Running from an unsafe, violent family situation leaves
then on the street with little or no resources. Some will
find their way to a sheler such as Covenant House; the rest
have to survive as best they can, flirting with crime, and

selling drugs and their bodies.

Substance abuse is a recurring theme throughout the
lives of these young people. From under-age drinking and

smoking ~- which no-one really geems to object to, although

-
-
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such activities are illegal in the fifty states -- to

smoking crack, a viciously addictive form of cocaine which

has brought the price of hard drugs down to an affordable

level for street kids, drugs have always been present in ,f
their lives to ease the tension and numb the pain of s f
existence. Sex is also there, a desperate cry for attention -
and affection, however brief may be the relationship from

which it stems. It is not surprising that the pregnancy

rate for homeless girls is high, or that many of them chose

to keep their bables: in many cases the baby is the first

human being who has responded to them with love and who

needs them.

These are the kids to whom Covenant House seeks to
throw a lifeline. We urge the Federal dgovernment to do

likewise. We applaud the committee’s openness in listening

R T T

to many different aspects of substance abuse, and we urge
the members to take swift and incisive action before we lose

another generation of young people through addiction.

We have established mother-child programs at each of
the Covenant House sites. In 1989, these programs cared for
over 3000 women and their children. Covenant House provides
pre-natal care for thcse who are pregnant, all the supplies
they need, such as baby fooad, pampers and baby clothes and
even arranges child care for young women who are looking for

employment. We also provide parenting classes, so that they
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possess the parenting gkills to match the lovs they have for
their babies. The aim is that when these young families
leave Covenant Houle, they will be independent an/ have an

alternative to a life on welfare.

At our New York site, the mother-child unit now
employs twc substance-abuse counselors. They hold
substance-abuse education classes to prevent the residents
from becoming involved in substance abuse, carry out drug
assessments to deternine whether a resident has a substance-
abuse problem, and try to obtain resiiential “reatment
placements for those young mothers who requ.re them. These
placements are far to hard to come by. Since January 1,
1990, the counselors have conductea 86 assessments; 23
percent of the women are diagnosed as having a substance-
abuse problem and an additional 47 percent are in the "high
risk" category. The counselors have now abandoned their
attenpts to place chese mothers and their children is
residential treatment centers, since the wait for suvch a
placenent in New York City is about 4-6 months. Instead,
day treatment facilities are used and the family remains in

residence at Covenant House.

The mossive increase in gubstance abuse levels
that has occurred among hozeless youth is not limited solely
to pregnant or parenting women. It started in about 1985,
with the advent of crack cocaine, and has now reached

epidemic proportion. A survey undertakenr at Covenant House
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New York showed that 40 percent of residents voluntarily
report substance abuse as a problem. In our Re-entry

program, which facilitates return visits to Covenant House

by the hard-core strest kids who find it difficult to remain

in 2 shelter environment, the level is 58 percent.

our agency responded to this by establishing the
Covenant House Addiction Management Program (CHAMP). It is
a unique program which helps homeless youths deals with
addiction probleas, whether their drug of ~hoice be crack,
heroine, marijuana or alcohol. It combines the twelve-step
program employed by Alcoholics Anonymous, with individual
and group counseling sessions. It is especially important
for teenagers to have group sessions, since traditionally
adolescents rely much more on peer support and respond
better to peer pressure than they do to the inpit of
authority figures. This is paurticularly true of street
kids, who in the past have often dismissed authority

figures, cuch as parents andi teachers, out of hand.

The sad fact is, however, that young parenting or
pregnant women are just as prone to substance akuse as all
other homeless youth. Interviews with over 1100 residents
undertaken by health services professionals at our Fort

Lauderdale site revealed that:

1. 75.5% of youths have tried an illegal drug at some

1
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time. 36% say they have used drugs within the last
month, and 18% admit they use drugs daily.

Although prevalence levels are lower for women than
men, over 20% of women have smoked arijuana yithin
the last month, and over 12% have used crack or

cocaine.

Disturbingly, pregnant or parenting women use drugs
just as often, and if not more frequently than the
other women who are not. WwWithin the month prior to
the interview, 19% of pregnant/parenting women had
smoked marijuana, just under 18% had used either

crack or cocaine and 34% had drunk alcchol.

only 18% of parenting women had sought treatment, as
opposed to 23% of all the residents questioned, a
significant difference. It may be that fear of
having to give up their baby deters these young

mothers from seeking help.

Interestingly, the only category in which prevalence
levels are reduced for pregnant or parenting women
is cigarette smoking (42% as opposed to 55%). This
may be a response to the clear warnings that
cigarette smoking during pregnancy can harm your

children.

T vl
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6. A nurse diagnosed over 37% of pregnant or parenting
vomen as having a substance abuse problem. Of these, under

half (48%) said they wanted help.

In spite of the evident need for residential treatxent . f

programs for pregnant or parenting women, there is a dearth
of such places. Most Programs, a survey in New York City
found out, do not admit this category of substance abuser.
Society is then presented with the tragedy of young mothers
who want to get help and ar2 not able to receive it. They
are at risk of having their children taken into foster care,
with all th. emotional distress that such action could

ivweur,

Thus we have pregnant women, desperately seeking help,
and having to face the prospects that they are more likely
to have a baby who is unde-weight, premature and has a
tendency to hyperactivity, else is miscarried or

stillborn, despite their effo. to obtain treatment.

Society has a price to pay for neglecting the needs of
these women. First, substance abusing mothers often have to
relinquish their childr»n at least temporarily to social
service agencles. As the number of "uocaine babies® grows,
the need for a dramatic increase in foster care will rise

subsequently. For women receiving Medicaid, tbhs government

[y
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must foot the bill if their children have to receive ¢

intensive care in-a neo-natal unit which, as was outlined

above, is quite possible. Finally, if the parental bond is 2;
weakened by substance abuse, we have the grim specter of an ;é
) increase in juvenile delinquency and, most probably, a ‘f?
generation raised thinking that drug use is acceptable. éé

Some prosecutors have already acted out of frustration;
in response to the seemingly unstoppable tidal wave of
substance abuse among mothers, they have responded by o
placing some pregnant women in prison. The intention of
incarceration is to force more women with drug problems to
seek halp. There is, however, an alternative way to

approach the problen.

Pregnant or parenting women with drug problems face a
dilemma. Due to the lack of placements, the only way they
can currently receive help is to place their child in foster
care or with a family membcr. The chances of regaining
custody of the child may not be that high if one has to

admit to a recent substance-abuse problem.

By dramatically increasing the number of available
beds, the government can allow these women to fulfil their
two main desires: to keep their babies with them, and to get

treatment. Currently these two desires are almost mutually
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exclusive, and the women opt for retaining their children as

opposed to seeking help.

Given those circumstances, it is imperative that funds
be appropriated to expand substantially the nmber of drug
treatrent placements for pregnant and parenting women
Appropriations should be made to create new facilities,
expan: existing ones and contorl the quality of the
services. The apprcopriations should also include funds for
advertising, on TV, radio, inner-city billboards and public
transit. The message:

“You don’t have to give up your baby to yet help with
your drug problem."

An alternative would be to give women in their child-
bearing years priority access to the existiag treatment
slots. This is the initiative of the Maryland State
Legislature. It would make much sense, of course, to help
women overcome their problems even before they becone
pregnant, and Maryland’s plan is definitely a step in that

direction.

Finally, all such programs should incorporate parenting
skills seminars. A survey at Odyssey House, one of the few
programs in New York City which provides residential
services for young mothers and their children, shows a

success rate of 68 percent for young parents, almost 30
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percent higher than the rest of the population. It is the
strength of the parent-child bond that works in their favor,
and the stronger that bond can become by parenting skill

programs, the greater the chance of success.

Availability of day c* ‘e for children also can enhance -7
a mother’s potential for resisting or combatting substance ~
abuse. The mother then can find employment, which improves
her self-image, enables her to take care financially of her
<hildren and also broadens her horizons, reducing her

inclination toward substance abuse. ¥

We wish to thank you for thoughtful consideration of
this testimony, and trust that you will act swiftly to help
these young mothers and their children, who are all victims

of society’s neglect.
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PREPARED STATEMENT OF FARROKH SHAHRIVAR, M.D., AssociaTe DirecTOR OF PEpIAT
RICS, ng{:r/Nxommwcv Drvision, St. Luxe's-Rooseverr HosprraL CENTER, NEW
YORK,

My name is Farrokh Shahrivar, I «m 3 board certified
pediatrician with a sub-board certification in neonatale
perinatal medicine. I am the Asaociate Director of Pediatrics
and Chief of the Neonatology Division of the St. Luke'as
Roosevelt Hoagital Center ("SLRHC"). Thank you fopr your
invitation to submit teatimony for the record in your heating
on women, addiction and perinatal care. As Chie? of the SLANC
Neonatology Division, I am all too faciliar with Che toll drugs
.- particularly crack -- has taken on the mothera, children and
families aarved by SLRHC.

"

+. Luke's-Roosevelt Hospital Center is a voluntary
nospital affiliateu with Columbia University College of
Physiciana and Surgeons. The doapital's service area extenda
along Manhattan's West Sirfe from 34th Street tO l42nd Street
and includes within it areas with extremely high ratea of
adverse birth outcomea. While the role of poverty cannot be
ignored, when crack enters the picture the magnitude of the
problem is ataggering.

In 1985, SLRHC performed approximately 4,800 deliveries.
$ix hundred babies were admitted to the Hospital's Neonatal
Intensive Care Unit; approximately 25 percent of those
2dmissions (1350 babies) were born to drug-abusing mothers.
Drug-exposed infants demonatrate a greater need rOf necnatal
intensive care services because Of their higher incidence of
low birthweight and prematurity. :

The Hospital usea the following criteria to determine
which mothers/infants should have a urine toxicology test to
deternine the prasence of drugs: all mothers nc: registered at
SLAHC for prenatal care; mothsrs with signs of drug abuae; s
maternal history of drug abuse; signs of withdrawal syndrome in
infant; abnoxmel maternal behsvior reported by nurse, physician
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or social worker. Using these guidelines in 1989, SLRHC
detected drugs in 275 infants; in all but five of the infants,
the drug was cocweins (crack). '

Wh'le the numbers are Dad and getting worse, the numbers
only begin to tell the tragedy. Thirty-five percent of infants
DOTNR to substance~adbusing mothers are premature with
pirthweights Tanging from a high of 6 pounds to a low of
1 pound. A few are born outeide the Hospital -- on the strest,
in cars snd st home under horrirle ¢onditions. Our paramedics
rescusd one infant from the toilet bowl.

The mothers are difficult to work with, more difficult to
treat., Ons patient was so drugged that she cou.d not push
effectively during labor. Az & result a caesarian section was
performed. Another woman refused to remove her stockings in
the labor and delivery room. It turned out that she was hiding
cocaine in her stockings.

Some womén walk in without labor pain with fretal demise,
The "lucky® infants who survive the 4-5 month Inteénsive care
stay find themselves without parents or & nome. They remain in
tnhe Hospital as "boarder bables" until an appropriate placement
can be found, In 1986, the Hospital had 167 boarder bDabies.
B8y 1989, the figure had &lmost doubled t0 315. Firty-seven
percent of boarder bablas are evantually gdischarged into foster
care; 21 percent to the mother’s care; 20 percent to another
telative and, 2 percent to the fathar.

The numbers make abundantly clear wnat crsck is doing to
the families in our community. Let me spend a fer minutes
descridbing crack's effoct on the pnysical health of these
mothers and infants., These mothers have high rates of
syphilis, T8 and positive HIV, also high blood pressure,
tachycardia and arrhthymia. Crack may cause malformation in

O
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the fetus and in some instances death, In 1989, this HOospital
nag 47 stillborns; 19 of these were directly attridbutadla to
maternal substance abuse (crack). In the newdorn we see
jittariness and irritability, feeding problems and sleep
disorders. Necrotizing entrocolitis (inflammation and
perforation of the intestinal tract) oocufred more than twice
as frequently in tae cocaine-positive group (7.3 percent of
cocalne-positive infants versus 3.4 pefoent of cucainz-negative
infants). These infants a2e also at incTedeed risk of Sudden
Infant Death Syndrome and nsurological impairment, including
shozt attention span &nd problems with fine motor ¢oordination.

You have asked for my recommendation on solutiocns %o this
growing problem, My initial response i1s not new or original --
but it is compelling. We must provide comprehensive prenatal
angd substance abuse servicee to aterigk women. The programs
must De community-based with extensive, culturally sensitive
outreach. The drug treatment programs should be non-punitive,
These neighborhood programs shiyld be pert of a tight network
for referrals to regional nospitals for evaluation and delivery.

There are too few comprehensive programs, Of the few that
exist, some target pregnant womeén; others target substance
abuser:. Ang only a handful work with pregnant substance
abuser:,,

Aftar delivery, we need special parenting programs with
home services to develop maternal competence and 2 positive
relationship with her infant which leads %o stabilizeo
families. 0Orug treatment programs remain key. In addition, we
nead special day care centers where children can recéive
comprehensive health care addressed to their spescial Afeceds and
where their mothers are helped to find lives away from the drug
culsure which thareatens their lives and the lives of their
of fspring.
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Today there are 23 badbies in the Neonatal Intensive Care
Unit at SLAMC. That puts it at 158 percent of capecity. The
Aurses and doctc:s struggle tn keep eech and avery one of these
bebies elive. Deapite our dDest efforts, 2 few will die ang
moTe will be subject to life-long dieadbilities. A short visit
to this unit makes ay point: garly prenatal care, coupled with
substance aduse services, is abeolutely critical. We have the
will; we need the resources.

Thank you.
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PrEpARLD StaTEMent OF Dr. Herexrr D. Kizser, Drrury DiRECTOR FOR DEMAND
Rxpucrion, Orrice or NATIeNAL Druc Controw Povicy, Exxcurive Orrice OF THE
PRESIDENT, WASHINGTON, DO

I have baen working in the field of drug abuse for nearly twenty-
five years, and no single phenomsnon has demonstrated to me the
destructive power of drugs as vividly as babies who have been
exposed to crack and other drugs before birth. Government and
private sector leaders must work together to find careful and

rational approaches to this problem.

puring the past decades, the vast sajority of users ¢f illicit
drugs in America have been men. In 1985, crack cocaine somewhat
altered that pattern. Even though the rate of cocaine use is
still twice as high for men than for women, there are now
unprecedented numbers of fexale addicts, many of whom are

pregnant or are of childbearing age.

Unfortunately, one of the most fundamental questiona concerning
this issue is not resdily answered, the question of how many
scrack babies® there actually are. The first obstacle to
finding an answer is confusion as to what we mean by nscrack
baby." We know that all babies who are exposed to drugs,
including crack, do not suffer equally. Some are, in fact, born
addicted to cocaine, and are found to have smaller head
circunference, low birth weight, severe brain damage, and because
of withdrawal, cannot be touched or held during the days

following delivery.

161




157

Other children, who are sometimes referred to as “crack babies,”
have been exposed tc cocaine or other drugs in utero, but are
. not, in fact, born addicted or significantly impaired. MHowever,
they may later suffer problems such as ettention deficit disorder
and other learning disabilities. Surprisingly, some drug-exposed

babies escape physical and mental harm.

The availsble date leaves much to be desired, and there remain
great differences among estimates of the prevelence of this
problem. Some experts have «stimeted that there azh at leest
30,000, and others as many as 375,000 habies who have been born

addicted to, or seve.ely impaired by, drugs.

Determining accurately the depth and breadth of the problem is
impertant, and both the National Institute on Drug Abuse and the
Centers fo. Disease Control have undertaken surveys which will
give us a much better idea what we are up against. Regardless of
the number, th.re are too many of these bables, and finding
solutions to their plight, albeit difficult, is a priority in the

President's National Strategv.

The challenge before us is three-fold. First, femals addicts,
especially those who are pregnant, must be pushed and helped to
stop their behavior which is destructive to themselves and to the

children they may be carrving. 8Second, children who have already
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been brought into this world severely handicagped by their
mothers' use of drugs need special attention and the care of
loving hands. Third, we must prevent further drug use, and the
addiction that follows, by all membars of society -- including
women of childbearing age. It 1a clear our society can neither

afford nor manage large numbers of “crack babies.”

This particular aspect of the anti-drug effort must be solved,
ultimately, through a mix of supply and demand reduction
activities. The criminal justice systea, JIrug treatment, and
arug prevention efforts must all) be brought to bear in

unprecedented cooperation if we are to make a difference.

The President's Nstional Strategy contains concrete proiposals to
increase all these efforts. Iu particular, we are secking to
increase treatment capacity and ma. kedly improve the
eflectiveness of the Nation's drug treatment system, Federal,
State, and local authorities are working steadfastly tz expand
the availability of treatment, especially for priority
populations such as pregnant addicts. The Prerident's budget
request would provide 68% more Pederal monay for treatment than
was available when he took office. Thece new funds will begin to
bring the supply of publicly-funded treatment more in line with
the number of addicts who need it. I wo.ld hope that the sStates
will follow the Tideral lead and expand their own support for

drug treatment, especially for pregnant addicts.
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Unfortunctely, pregnant addicts are oftan among the most
reluctant to seek treatment, an¢ many treatsent programs are not
* vquipped to accept them. Pregnant addicts in the custody of the
«7.iminal justice system can sosetimes be required to Jain in
» residential treatment until after they deliver. But outreach
ef.orts are needed for other Pregnant addicts, who must willingly
enter and remain in treatment programs providing pre-natal snd

post-partum ¢ ire for them and their children.

with the goal of finding solutions to these complicated probleas,
the National Strategy calls for significant additicnal resources
for pregnant addicts and their children not just in treataant,
but in outreach and resssrch initiatives as well. Through State
treatment action plans proposed Ly the President, States will be
held accountable for providing imrroved and expanded outreach
efforts and treatment programs for pregnant addicts. The office
of subatance Abuss Preveation (OSAP) will award grants in Fiscal
Year 1991 to support demonstration programs on prevention,
education, and early intervention. The National Institute on
Drug Abuse (NIDA) will make funde available for Fiscal Year 1991
deaonstration grants for research and development of outreach as
well as safe and s3fficacious treatment carvices to pregmant

addiczs and tueir children.

As an aside, let me savy that Congress' failure last session to
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enact the President's amendment related to Statewide Trsatment

Action Plans was & great disappointment to me. Thess plans wuuld

instill accountability intc the Nation's treatment system and 4
woilld provide crucial information not just in the area of drug-

exposed babies, but across a wide range of treatment issues. I 3
know that both chamhars resoundingly passed this asendment, and

yet it became tied up in confereance committee due to other

igsues. Congress has approprizted significant resources to drug

treatmsent in recent oudgets <. @& .1énant would help ensure

that funds are spent on the most effective programs.

As a clinician and scientist, I am optimistic about increasged
efforts by NIDA to learn how drugs taken by the mother affect
intrauterine development and how babies born to addicted mothers
can best be treated. For example, medication that could block
the effects of drugs or decrease craving for them without hara to
the fetus would be extremely valuable in treating pregnant
addicts. Piloneering work is beirng initiated to develop treatnent
agents that would not pass through the placentz to harm the
unborn child, and to develop treatments that could alleviate the

effects of drugs on newborn infants.

These are just some of the ways in which the National Strategy
proposes we address the coaplicated and serious problam of drug-
affecteu children. It isg also important for us to realize that

this problea ig b't the most serious amanifestation of the broad

1R
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devastation drugs have brought tc our country. We will be no
gore successful helping pregnant addicts and their offspring than
we are in reducing drug consumption across the hoard.

We can and should take heart from scattered indications that the
Nation's current cocaine eypidemic is no longer spiralling out of
control and may be levelling off. But we cannot and will not le.
up. There is much more that remains to be done. I look forward
to working with you and your colleagues in the weeks and months
ahead.
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Sheila 8. Blume, M.D.

Medical Director

Alcoholism, Chemical Dependency and
Compulsive Gambling Services

South Oaks Hoepital

Anityville, NY 11701

pr. Blume:

I want to express »y Personal appreciation to you for appearing
before the Select Committee on Children, Youth, and Families at our
hearing, "Beyond the Stersotypes: Women, Addiction and Perinatal
Substance Abuse," held here in Washington, April 19. Your
testimony was, indeed, important to our work.

The Coxmlittee is now in the ;rocess of preparing the transcript for
printing. It would be helpful if you would go over the enclosed
copy of your remarks to assure that they are accurate, and return
the transcript to us by May 18 wvith any necessary corrections.

In addition, I am requesting that you respond in writing to the
following questions so that tihey may be included in the hearing
record:

1. You submitted materia.s about dual diagnosis. Why is it
impertant to pake dual diagnoses? Is one of the diagnoses
likely to be overlooked? What should happen next when such
a diagnoeis is mads?

2. what factors do ycu believe have contributed to the recent
increase in heavy drinking aaong wvomen?

3. Do you have any suggestions about what financia. or
organizational incertives to the health care system for
screening for alcoholiem should look 1like?

4. Are there special confidentiality problezs in screening
pregnant voman? How would you 3ake sure that euch a procsdure
wouldn't frighten women awvay frca Care?
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Isn't there a good chance that cases would be missed by 2
physiological screen? Are thare othser procedures that should
be employed in addition to or instead of the physiological
screen?

Do we know anything about mortality or death rates associated
vith alcohol abuse in women?

You gsay that thé 10t women's tresatment set zside in the
Alcchol, Drug Abuse, and Mental Health Block Grant has been
studied, and that the effect of this policy wvas gosd. Who 4id
the study, and can you be aore specific about what they found?

You said that use of the 10% get aside was left up to the
states, and that it was not being used as well as it could be.
You recommended putting “teeth” in the legislation. cCzn you
be more specific about these comments, and suggest some
accountability mechanisms that state and local providers could
benefit froa?

xe again express ny thanks, and that of the other mexbers of
Committee, for your participation.

sin ’

Chairman
Select Committee cn Children,

Youth, and Families

Exclosure
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SOUTH

(516) 2644000
. OAKS FAX. (516) 598-1364
(The Luag inond Hsor Lok ) 400 Sunnse Highway, Amityville, L.1., New York 11701 Tatabiished 1562

Leonard W. Krimsky, MD., Exscusive Director

Chestet J. Omisciaeki, Admdnisirasor
Suphi Sarmeli, M.D., Clinical Direciw

May 15, 19%0

Chairman George Miller

Select Committee on Ct.ldren,
Youth, and Famil:es

38% House Office Building Annex

Wwashington, DC 20515

Dear Chairman Miller:

I enclose the edited transcript of my testimcny and written
replies o your additjonal questions. 1In addition, I have attached
copies of the Health Questionnaire, a screening tool to identify
alcohol and drug problems in women, and the National Council on
Arcoholism and Drug Dependence report on the women's set aaide
prograa.

I am aware that the next hearings on this subject will focus on
public policy initiatives It has been ay goal for many Yyears to
help develop a systematic routine Screening for checical depandency
in obstetric Practices, as the most realistic and practical way to
prevent serious birth defects, Demonstration projects will only be
effective if they are followed by a mechanism to make them
universally available. I hope that your Coamittee will help make
this dreap a reality. Please feel free to call on me for any
assistance I can provide.

Yours sincerely,

sheila B. Blume, M.D.
. Kedical Director
Alcoholisa, Chemical Dependency
and Compulsive Gambling Prograzs

SBB/bc
enclosure
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RespoNsE TO QUESTIONS Poskp By CHAIRMAN GEORGE MILLER
Why is it important to make dual diagnoses? 1Is one of the
diagnoses likely to be overlooked? What should happen next
when such a diagnosis is made?

An understanding of the patient’'s antire range of problems
is necessary for adequate treatment planning. I£ important
disorders are overlooked, recovering from chemical dependency
1s unlikely. The most common dual diagnosis 1s different among
women compared to men. Among men with addictive disorders
anti-social personalitv 1s th2? mos% commonly associated
psychiatric disorder. In women, major depression 1s the most
common. Furthermore, 1in two-thirds of the cases, major
depression was present before the onset of alcohkol abuse or
dependence among women witl these two diagnoses. Women in this
latter categorv are at risk for recurrent depression. If the
recurrence of depression can be identified and treated
immediately, the patient’'s recovery from chemical dependency
w1ll continue. If the depression 1s not treated she 1s likely

to relapse into alcohol and/or drug use.
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what ‘actors do you b2lieve have c~ntributed to the recent
increase in heavy drinking among women?

I believe the intense advertising and marketing of
alcoholic beverages is one of the major factors contributing to
increasing alcohol use among young women. Women and young
people have been targeted as a growth market by the alcoholic
beverage industry. Marketing on campuses and in mincrity
communities 1s intense. I think that meaningful health
warnings (ones that do not require a microscope to see) and
controls on advertising and marketing would help.

Do you have any suggestions about what financial or
organizational incentives to the health care system for
screening for alcoholism should look like?

There are now a few model programs funded by OSAP already
in place. Those programs that are the most cost-effective,
that 1S, require the least additional expense to accomplish the
goal of i1dentification, inter’ention and referral, could be
replicated throughout the country through a program of Federal
financial initiatives. At the same time, those bodies that
certify and accredit hospitals and health care training
programs could add to their requirements that every obstetrical
service have a scre:ning, referral and follow-up system in

place for helping chemically dependent pregnant women

s
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4. Are there special confidentiality rroblems in screening
pregnant women? How would you make Suie that such a procedure
wouldn't frighten women away from care?

Any systematic routlne screening for alcohol and drug {
problems 1in pregnancy generates, by its nature, problems in
confidentiality. If alcoho! and/or drug testing of the
pregnant woman or her newborn 1is usad for therapeutic purposes
(1ntervention, treatment planning, follow-up monitoring, etc.)
it w1ll benefit both mother and child. If the same testing is
used to initiate criminal or civ:l action against the woman in
question, the process .4ill act as an additional barrier to
treatment, deterring women in need from seeklng both obstetric
and chemical dependency treatment. Assemblywoman Gloria Davis,
1n the New York sState Assembly, has proposed legislation that
would prohibit the use of such perinatal chemical testing in
the health care system for other than medical purposes. This
legal principle should be generally accepted. InL no case
should the results of a chemical test alone result in punitive
action against a woman. If a child needs to be removed from
the home, evidence of child abuse or neglect should be required
= not the results of a urin: test alone.

Another potential problem would be the designation of

alcohol or drug use during Pregnancy as "prenatal child abuse, "
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Wwith a requirement for reporting any knowledge or suspicion of
such use to the State Child Protection Agency. Mandating such
reports would further erode the doctor/patient relationship and
di urage treatment. Any woman who reads the newspapers or
wat: _es television 1s aware of instances of women being
arrested and prosecuted from maternity wards. Such events do
not encourage trust in the health care system on the part of
these women. If women are advised that their treatment for
chemical dependence will be reported for State investigation if
they should become Pregnant, 1t will drive them away.

Isn't there a good chance that cases would be missed by 2
physiological screen? Are there other procedures that should
be employed in addition to or instead of the physiclogical
screen?

I have attached a copy of the Health Questionnaire
designed by Dr. Marcia Russell of the Research Institute on
Alcoholism in Buffalo, New York. This questionnaire 15 very
helpful i1n identifying potential alcohol or drug problems in
medical practices, especially 1n women. Another good source of
information is an interview with the patient's family. Theg»
anethods can supplement physioclogical t..ts. In addition, Dr.
Robert J. Sokol and his colleagues have developed a simple, 4-

question screening test Known as T-ACE. A score of 2 points
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indicates the need for an arsessment (Reference - American
Journal of Cbstetrics and Gynecology, Vol. 160 #4, PP. 863-870,

April, 1989).

6. Do we know anything about morrality or death rates assocliated

with alcohol abuse 1n women?

Alcoholism is a deadly disease for women. Two recent
studies have damonstrated high mortality rates. Dr. Elizabeth
smith of Washington University in St. Louis Found the mortzlity
rate 4.5 times above the expected rate in a group of 103
alcoholic women following treatment. They lost an average of
15 years from their expected 11fespan. An additional study
from Stockholm looked at death rates for nearly 5,000
alcoholics treated over a 20 year period. For men the
mortality rate was 3 times higher than expected. For women it

was 5.2 times the expected age-corrected rate.

7. You say that the 10% women's treatment set aside 1n the

Alcohol, Drug Abuse, and Mental Health Block Grant has been
studied, and that the effect ol this policy was good. Who did
the study, and cean You be more specific about what they found?
The evaluation of the effectiveness of the women's set-

aside was performed by the National Council on Alcoholism. A
report entitled "A Federal Response to a Hiuden Epidemic:

Alcohol and Other Drug Problems Among Women" was published by
NCA in 1987. It showed a substantial increase in trent{ent

availability related directly to the set aside legislatior
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[The report from the National Council on Alcoliolism entitled “A
Federal Response to a Hidden Epidemic: Alcohol & other Drug
Problems Among Women” is retained in committee Files].

8.
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You said that use of the 10% set aslde was left up to the
states, and that it was not being used as well as it could be.
You recommended putting "teeth™ in the legislation. Can you be
more specific about these comments, and suggest some
accountability mechanisms that state and local providers cc '1d
benefit from?

The women's set aside could be used more effectively if

the states were required to use the money for direct funding of
wom2n's programs and for the monitoring of such programs. The
states should be asked to prioritize their unmet needs for
women, fund programs directly with this money, and monitor
these programs. They should be required to report back to
ADAMHA on the prioritization process and the use of the funds.
At .ne beginning of my term as New York State Cummissioner
{1979) every state was required to produced an annual plan
which reflected our use of Federal funds for alcoholism
programming. The requirement for this plan was dropped when
the block gr:nt mechanism was adopted. An annual plan could be
reinstituted to cover the use of special funds targeted to
under-served populations in need of chemical dependence

services.
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ERALTH QURSTIORRAIERE

Plsase check saswers below.

‘-;—_a-“qt-.lerm.loyonﬁuwd
»—.mmmmmuwnx‘n

a. Smoking cigaawties
D.m“rm“&nlﬂwkb
c. Taking a traawiliser

d.mmmvn-lefyulwwuum

e. Javing & drink

£. Talking it cver vith irieads or relatives

St ol

3.

mxmmmmmmw;nmummmx

. Lose interest in things that usually interest you
c. hnmJlanmm'tn-w-tqm

d. Suffer from inscmnis

huywtnrmtoaw. paychologist, sociel worker, counselor
crclgrg-nrorhlpvtmuuoumlprou-t

”»~
b

6.

lovnxvcaputmndqdom-ont Check one.

More than 2 packs 1-2 packs Less than 1 pack ¥ooe

—

Bow often do you have a drink of wipe, m.orammuinmdcomlt

3 or more times s day
Twice a day
__Almtt.everydq

Once or twice a vesk
Once or tvice & mooth
Less Lban ooce & mooth

Never

a. If you drink wine, uerorwemmmnooml.mvomdoywhn

four or more drinks?

Almost always Frequently

b. Irmmm.wwwmmw.
ane or twol

___Alsost always Frequently

Bametines

Sometimes

Bever

¥ever

bow often do you have

ERIC

7. Vbat prescribed medications do you take?

8.

9.

10.

n.

12,

13. myau-tuherormtbermrmwoblunﬂmdcomlorotwdmt

~onn

Wat other drugs or medicatior” do you use?

Mmulmnswuungotberdnmmmwwpmhm
betveen you and your family, that 1s, vife, busbend, children, parent,

or close relative!

Puring the past year, bave close relatives or friends vorried or
complained sbout your drinking or taxing otber drugs?

Has & friend or family member every told you about things you said or did

vhile you vere drinking or using other drugs that you do ©ot remsesber?

Mave you, vithin the pest year, started to drink alcohol and found 1t
difficult to stop before decoming intoxicated?
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xtan Trachtenberg, M.D., M.P.H.
Medical Director
Bay Area Addiction, Research and Treatmsnt
4% Pranklin St., Suite N
San Frsncisco, CA 94102
Dr. Trachtenberg:
I wvant to sxpress my personal appreciation to you for appearing
before the Seiect Committee on Children, Youth, and rimilies at our
hearing, "Beyond the Stereotypes: Womer., Addiction and Perinatal
Substance Abuse," held here in wWashington, April 19. Your
testimony vas, indeed, imnortant to our wvork. T
The Committee is now in the procees of preparing the transcript tor
printing. It would be helpful if you would go over the enclosed
copy Of your remarks tO assure that they are accurate, and return
the transcript to us by May 18 with any necessary corrections.
In addition, I am requesting that you respond in writing to the
follovwing question #0 that they may be included in the hearing
record:
Could you axpand a little on the Governor's plan to eliminate
Medical reinbursezent for heroin detoxification? How does he
propose to make it poseible for low-{ .come opiate addicts to
obtain detoxitication? What iz the rastriction on
reinbursement for cocaine addiction under MedicCal? what kind
of burden does such restriction place on addicted, pregnant
woren?
Lot me again express my thanks, and that of the other mew'ers of
the Committee, for your participation.
sinc ¥,
Chairman
Select Committes on Children,
Youth, and Facilies
Enclosure
[ 4
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RESPONSE T0 QUESTION Posep Y CHAIRMAN GEORGE MILLER

BAY AREA RFGION

Geary Street Chinic
1040 Goary Streat

San Francico CA
9409

415) 928 7800
£mbarca0ero Clinie

7% Townsand Street
San £rancisco CA
X

(4191343 2058

SACEY

Samily Adcrction Center
tor Educateon & Treatment
Y40 Street

San Francisco CA
L]

415928 7600
FRESNO REGION
South Ovange Chinie
2051 Soutn Orange
fresno TA

wurs

12001 268626

Van ness Clituc

A3 NOrTh van Ness
freenc CA

07128

1209 268 958

LOS ANGE. ES REGION
Sovtneast Ctin ¢

4920 5 Ava.on Bivg
Los Angeies CA

901

1211 23% 5033

West 10l lywood Cheic

8512 W WRtwonth Ave
Los Angetes CA

2'316576040

£ Monte Thiie
224N Tred Ave
€1 Mome CA

VI
$18) 4424400
Ctymdie Chinic
W015
1 raT 2287
CONTRA COSTA REGION

Pritsdurg Chin..
45 Cavic Averve
tigburg CA

569
415y 427 2285

fa;cmaow Ch&»c
10 Cutt v
Aacimons A

S804
(415) 2320874
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COMPREHENSIVE HEALTH CARE & EDUCATIONAL SERVICES
Administrative Office

45 Frankiin Street

Suite 2 North

San Francisco, CA 54102

(415) 552-.7914

May 24, 1990

The Honorable George Miller

Chair, Select Committee .0 Children,
Youth & Families

385 House 0ffice Building Annex 2

Washington, D.C. 20515

RE Governor's Proposal to Remove Heroin
petoxi1fication Services as s Medi-Cal Benefat

Dear Representative Miller

Thank you for your inquiry regarding the current
proposal to climinate heroin detoxification as a
covered benefit under the Medi-Cal Program. I hope
you w111 jJoin us 1n our oppotition to any amendmenta
to the 1990-91 State Budget Act that would remove
heroin detoxification services as o Medi-Cal benefit.

California methadone clinics provide daily acute care
services to more than 18,000 narcotic dependent
patients ~- most of whem are low-income and Medi-Cal
eligible

Methadone Providers are very concerned about the
Governor’s p.oposal to climinate six benefit
categories J/rom Medi-Cal, 1ncluding heroan
detoxi1fization. We unuerstand the reason fo:r the
groposed cuts 1s to reduce Medi-Cal ccets, not because
the Governor bel:eves the services are un.iecessary.
However, we are obliged to point out that the money
saved by eliminating heroin Jetoxification programs is
relatively small -- only $1.8 million annually -- of
which half 1s reimbursed i1n federal dollars.

Moreover, we believe tYe proposed cuts would actually
cost the state substantially more money in t‘hes long
rrn because acutely 111 heroin users will siwply turn
t« more expunsive county emerg23ncy rooms or mental
health programs for treatment. .

178
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Furthermore, while intravenous heroin users are on the
street without care, they sre much more likely to
participate in criminal activitiea or come into
contact with life threateninag communicsble dimeases
such as tuberculosis, khepatitis B, and AIDS.

Methadone clinica are also the only entry point for
many low inccme narcotic abusers into the health care
system. Clinics are often able to identify serious
diseages &t ap early stage, thereby reducing the
overall cost of individual treatment and preventing
the spre of highly contagious diseases to the
general populationa

The Medi-Cal subsidy 1s often the primary reasson that
many eligible nsrcottc dependent persons first enter
methadone treatment. If they would have to pay for
the trestment, they would elect to specd their money
on illicit substances. The reality of the situation
is that {f these individuals are nct provided some
level of i1nducement:, they may never elect to be
treated.

Additiorally. many of tkese individuals have
subordinated Jheir health care to drug abuse. When
entecing treatment, we provide urinalysis, blood
testing, and a medical =valuation. We often discover
communicable and unattended disease such as hepatitis
and tuberculosas.

Many narcotic dependent persons first enteraing
treatment come through the outpatient heroin
detoxification treatment modalaty.

Many program participants have not attended to their
mediccl needs for protracted periods of time.
Additionelly, these individua:s are often unwelc--= at
estabiished medicel facilities, because of their drug
abuse. The primary patient often has family mecmbers,
including children, who eventually cater our gedical
and ciinical programs, finally receiving long overdue
care.

In short, I believe the Governor’s proposal to remove
heroin detoxification programs as a Medi-Cal benefit
13 shortsighted snd, 1n the long run, will be far more
expersive to the taxpayers than continuing elagaibility
urder the current progras.

Q o
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1 believe that any attent vou or your Committee can
focus on this issue will +f benefit to the addicted
women of Californiz end their families. I thapnk yon
again for your .terest in this issue.

Sincerely,

i ol

Alan Trachtent-rg, M.D., M.P.H.
Medical Director

18¢ :
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¥Ns. Xathleen I

1 wvant to express my perscnal appreciation to you for appearing
before the Select Committee on Children Youth, and Families at our
hearing, "Beyond tha Stersotypes: Women, Addiction and Perinatal
Substancs Abuse,” held here in Washington, April 19. Your
testimony was, indued, important to our work.

The Committee iz nowv in the procoss of preparing the transcript for
printing. It would be helpful if you would go over tha anclosed
copy of your rsmarks to assure that they are accurats, and retu
the transcript to us by May 18 with any necessary correcticms.

In addition, I am .roquutinq that you respond in writing to the
following questions to that they ma; be included {n the hearing
racord:

- You said that the punitive treatment model used in the long-
ters program you completed was not helpful. Based on what
rour needs were, could you describe what would be helpful for
wosen?

2. What wvere some of the main obstacles -- physical, emotional
or structural -- to seexing and obdtaining treatment? %as
thare support from within your family to seek treatment?

Let me again express ay thanks, and thzt of the other members of
the Coxmittee, for your participation.

since R

S UM
GRORGE NI
Chairman

Sslect Coamittee on children,
Youth, and Families
Enclosure

ERI
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Rzsronsz To QuxsTtions POSED BY CHAIRMAN Groraz Miies

Soctar Moozt Derox, 14800 SHaoy Grove Roap, Rocxvitis, MD 20850
P.O. Box E, Esarsauzg, MD 21727

My 15, 1990

Kathleen T

George Miller, Chairman
Select Committee on Children, Youtk,

& Families

Desr Mr Miller:

Thank yo for your recent letter, but please knvar that it was my sincere
pleasure, and privilege to have testified befors yur committes. If I can be
of any value in yocur atruggle to help addicted women, plesse don't hesitate
to contact ms. Also, thank you for giving wy dscghter, Eria, so much extra
sttention..You made her dsy, one that she will alveys reasmber, thank youl

In response to questicn:

1. Please look over brochura of Mt. Manor’s progras for wowen,
as I did play s role in designing that program.
To expsnd persooally, vomen ceed louger term optiocs avuil-
sble, like half-way houses vhere they can live with their
children.

2. 1Includad in services ahould be:

a.
b.
<.

d.
e.

f.
2.

[

h.

pareating rkills

family therapy

social skills (schooling, job interviews, community network-
ing, vocational rehab/training

day care

2s 95% of sur women have been victims of rape, or abuse they
need specialized therapy to include:

incest, rape, sbusive relationships, etc.

motivstion to help them off welfsre

wvomen veed positive peer role modals

wvomen vho are addicted hzve double stiguas sttached, they

necd therapy to work through guilt, shame including re-education
toward surturing sod love
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3. My main cbatacle to treatment Vas the ensbling
that went on srourd me. In over seventeen Years to
think that I vas s client of Social Services and 1
wvas receiving Federsl morney, and had five childrem,
bad seen countless doctors, snd no one even tried

to intervene is unbelievable! There 1is something
wrong vith our aystem, cslled ignorance, Social
enabling.

Yes, there was support from my family, after my Ded
received treatment, and the family vas educated oD
the disease, they began to do the appropriste things
to help, not hinder.

Once again, the culprit is ignorance, alot of misinformed
indiviauals.

kgair sir, Thaokyou, and God Bless You.

Sincerely,

Hatdfoan

Kathleer

O
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MOUNTAIN HANOR ~ TUE L1BERTY PROGRAM
JUST FOR WOMER

b You have just entered trestment - We know you wsy be feeling confused,
lonely, sngry, hurt, guilty, shemeful snd maybe you don't even know how you.
{eel 3t sll. Hany of us have felt 1like your feeling tight now. We have
been there. You may 8lso fewl no one understands. fow could they possibly

know how 1 feel, no .ne has ever experienced whet 1 have. llov could snyoue
C help ~we.

You probably heve so-é.dcep secrets you have never alloved yourself to tell i
anyone. Ask yourself thess questions.

1) Do I think sbout my secrets?

2) What heppens to me inside when I think about them?

32 Aw I sshamed to tell snyone my secrets?

4) liow do { feel with my secrets? =

5) Vhsat would others think of me? -
Qur goal {r to increase the chances 2 full recovery. We feel women who

come into tieatment carry secretts inwide theam that are never shared. We

ate offering special vomens groups where she will be encouraged to let go
of het secrers.

SECRETS ARE GREAT EQUALIZLRS WHEN SUARED.

When we tell others vho we teally are they sre able to share {n return. Their
shating of experiences reliever the shame and invites (orglvcness o. self
and otliers. Such self revelstion frees the voman f{rom the pover her secrets

hold.  In wereas group she lzatns that what she thought vere shameful scts
vere not unusual or unique.

DISCOVERY 1S THE GIFT T0 SWARING.

Sharing our fears

» out hopes and our anger makes us more accepting of
oureelves

aud therefore ve have less need to cover up. He recoguize and

celebrste our “sameness” snd the freedom that this brings. Sharing ourselves
bonds us together thus combining our strength.

Every wvoman who coxes to Hountain Manor is assigued a female primary counselor
vho directs all aspects of her treatment progranm. She will patticipate in
daily groups encoursging her to feel sale and develop rust in herself and

her peers.  She will be encouraged to use the support of her cowsmunity,
BTOups snd siaff.

Liberty means freedom from sddfctipn. The nuccess of the 13berty prograa
iests iu its ability to help esch woman develop a positive lifestyle by
fostering understending snd scceptonce of her dlsense of nlcoliclism and drug
addietion. The objectives gre to halt the tragie progrescion of the dimense
by helping her to acknovledge it naud by piving her the practical tonle to
lulld 8 aurceaefnl reeovery that leade tn product lve 1luing
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LIBERTY

A UNIQUE TREATMENT PROGRAM FOR
CHEMICALLY DEPENDENT WOMEN

Mowstaie Masor hes been in

from of alcoboliem and chemi-
cal dopeadsacy have special nceds thi ace best sddressed in
a therageutic detignd for woaen. The
of Alcoholics sad Naccotics Ascey o all aspects of

3ocs aad other drugs
»mm,wﬁu&mmmmm

llhdll.mld myP?manbmmm

The Liberty Progrem at Mountain Manor is umqee.
We allow & woman to bring her sunor children with her
020 trectment Wa have found all 100 oftens that women
will use the burden of their respeasibilities as
s ~tification for avoing ir~ wrestment. We ehm-
inae this bamer o recover) wrwing the children to
mmumhummﬁnnmmmm
their mother Wehumwcxmwvmhun

Marytand ki y schoot
systemns, which coordinate with the aum hoee sckool
mmmmmﬂmwmmcﬂm
educationa] nseds while the mother is i trestment. Daycare
services are provided at the Mother Seton Daycare

Ceater
We have discovered when a mother is accompensed by her
children st Mountat Manor, aotodydocﬂhcsvacﬂc
pareat-c kM relationship strengthen and impeove through the
course of the recovery procets, but the estire
oom:mm beoefits from the children’s presence with
axd y to those around them.

n

THE WOMAN'S PROGRAM AT MOUNTAIN MANOR

xmmdmu&mm
’qbunn-:z m d =

IEOOVERY BEGINS WITH LOVE
AND UNDERSTANDING.

M in Masor ides & quality of
m.ﬁmy-ﬁhhhmhm
fourteen yosi.. Owr sad aurtacing stafl proddu
ad p pa-uw seif-image. We recogaize sach mu Y

of digaity and worth whom we eccept iz & grauioe
Mdmﬂnﬂﬂﬁnﬂd
THROUGH THE W COVERY PROCESS,
NEW HORIZONS . SELF-DISCOVERY
ARE OPENED.

Every worean who o M in Manoc is
a primary counselor who coxduces sl sspicts of hes

ianad

In this serting, women can feel safe with dealiny with
women's issves snd securs 13 developing therr commitment
10 long terws recovery.
BUII.DINGANBWSELF-[MAGE
The Liberty Program affords each woman the opportizuty
mhetdeeﬂywi&h:smlbdimmuvmnum
and 1o begin o love hersell, W
she witholhmhh«masmmhﬁxvuddr-
MMI&‘M' L isclated her. It is said that
grest equalizers whea thared. The shanng
umnmmmfeeﬂtvdﬁk.abmmdhtpk»
Thisdicovery
duﬂwomumoﬁdm
LIBERTY MEANS FREEDOM
FROM A0DICTION.
The of the rests 1 its abili
belp “zcw m' mmma:.mwmmf mqm

loohlohn’!dl ¢

THE RECOVEKY PROCESS:

Liperty ombodics an 0 troatmont
m&uaﬁnuﬁﬁﬁ s
meitifeceted. g

s an integral
ﬂdﬂnmuﬂwml‘n family

khmancMmhﬂymm

Vosstional Coussellag - !hamu.mh
4 jo;nt;m“ o and.;ﬂ;mmda
."lmdlnd A cf our treatment
] ‘our
patents are npznmhumm
shulls, to renew interests in sports activities aad
exercise,
. depmimoﬁm awtritional
deprivation. Our *rained staff, the sid of s registersd
dieticlan, izing meals 52 ited o each petient’s
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I want to exP~ess my perscnal appreciation to you for appearing
before the Select Cormittes on Children, Youth, and Families at our
hearing, "Beyond the Stereotypes: Women, Addiction and Perinatal
Substance Abuse,” held here in Washi:gton, April 19. Your
testimony was, indeed, important to our work.

The Committee is nov in the process of preparing the transcript for
grinting. It would be helpful if you would go over the enclcsed
copy of your remarks to assure that they are accurate, and return
the transcript to us by May 18 with any necessary corrections.

In addition, I am requssting that you respond in writing to the
foiloving questions so that thsy may be included in the hearimg
record:

3. Mr. Besharov said that, for the crack problen, he didn't fesl
that lack of insurance and inadequacy of irsuran~e vas a major
problem, becauss most crack us‘rs vers Medicaid eligible. In
your experience in the District ¢ Columbia, did you find that
Medicaid coverage was adequate to cover treatment needs of
pregnant addicts?

2. Last October, Jennifer Hevse, President of the Harch of Dime
Birth Defects Foundation, testified befors the Select
Committee about the “orjanizational barriers® to prenatal care
and the March of Dim«s Campaign for Healthier Babies. What
is the status of the campaign? Has it succeeded in
identifying model programs vhere institutional chanjes have
improved participation in prenatai care? Could you identity
soms of these models? Do they facilitate &ccess for addicted
pregnant woxsn as well?
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3, In vour testimony you mentioned that the spread of crack-
cocatna wiped out the progress made by initiatives in the
District to improve access to prenatal care. What were soBs
of those initiatives? where did Ppregnant substance adbusers
wind up for treatment? what were specific problems stemming
from crack use and were any programs devaloped vhich addressed
these probleas?

4. Recently, Secretary Bennett insisted that the War on Dryg
Abuse in the Capitol was not a failure, although the results
were admittedly mixed or unmeasurable. How would you rate the
success of the federal eff-ct to check drug use in the
District of columbia? Based on your experience in the
District, how might you construct a plan of attack against the
city's drug probles?

Let me again express my thanks, a.d that of the other members of
the Comrittee, for your pa  ticipation.

Sincerely,

Coeapl il

Select conmittee on Children,
Youth, and Families

Enclosure
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RESPONSE TO QUESTIONS POSKD BY CHAIRMAN GEORGE MILLER

QUESTION #1

The District provides a very generous Medicaid program compared to
the nation as a whole and was among the first’states te cover
pregnant women up to 185% of the fedaral poverty guidelines.
Unfortunately, despite this coverage, it was cur exmerience that a
tragi_cally large number of persons still fgll through the cracks in
the health ins‘unnco net. The District of Columbia, a city of
approximately 620,000 people, currently has 114,000 citizens who are
without any health insurance, public or private. A significanc
number of thess are women of childbearing ige. This is not
inconsistent with the national profile. Gur informat on is that 9
willion American women of childbearing age are without insurance and
another 5 million who are insured are without maternity coverage.

Our experience vividly teaches that, because substance abuse knows
no economic or class boundaries, there are many women who need care
but who can't afford private insurance and/of ‘t qualify for
Medicaid, even at the 185% of poverty guideline. In addition, the
barriers to accessing the Medicaid system for those who are eligidle
can be formidable. Staff shortages that are endemic to the social
se™. jce system make eligibility determination cumbersome and the
dream of a decentralized, clinic-based system is currently
unattainable. In addition, the computer system needed for
implementation of presumptive eligibility determination, in light
of the fiscal -onstraints of the city, is equally unattainable at

- 1R8
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this time. For the growing number of Latino newcomers, the
Tinguistic and cultural barriers to accessing the Mcdicaid program
are equally significant.

We must also remember thgt relatively few health professionals .are'
willing to accept th: small sums that Meli..«id pays for the care of
these cemplex patients. The public care system is already
inadequate to meet the growing demand. The combination of all of
these factors argues against any simlisti’c assumption that Medicaid

financing is adequate to manage a problem of this magnitude.




185

QUESTION #2

The Institute of Medicine suggested that there are financial and
non-financial barriers to access to prenatal care. In an attempt
to address these issues, the Greater New York Chapter introduced the
Hospital Project as part of the Campaign for Healthier Babies.
Forty-four hospitals were surveyed and assgssod for innovative
solutions to increasing access to prenatal care. Several
institutions were identified as being successfui in addressing this
problem. Two institutions, St. Mary's of Brooklyn and St. Yincent's
Medical Center of Richmond, State: Island, were targeted for more

intensive study.

Initital conferences to acquaint administrators and clinicians with
the innovations were held, then a series of conferences spotlighting
specific innovations were given. The first series addressed a time
appointment system. Topics discussed at other mini-confarences
included: models of continuity of care, problem-oriented perinatal
risk assessment, and programs for substance~abusing women. A manual
from each conference was dzveloped to facilitate replicaticn 1. the
participant's institution. The Individual conferences offered have
been evaluated positively by attendees. In addaition, a program to
assist hospitals in reimbursement was undertal:en: and the total

impact of these programs is presently being evaluated.

1390
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QUESTION #2

Presently, the possibility of implemontation 3f the program in other
- sites across the country is being investigated. Three cities hive
demonstrated interest: Detroit, San Francisco and Gainsville.

Preliminary discussions are taking place.

A4




QUESTION #3:

At the beginning of my tenure as the District's Commissioner of
Public Health in 1986, we initiated a series of interventions
designed to educate pregnant women about the iw.ortance of early and
continuous prenatal care, to wotivate them to use the available
services and to facilitate their access to care by eliminating the
multiple barriers that often impeded access. As such m =ade care
free to any person earning less than $20,000/year; provided
transportation and outreach services through tk. develcopment of a
Maternity Qutreach Mobile (MM Van); extended clinic hours into the
evenings in the poorest sections of the city; eliminated block
appointaent scheduling and guaranteed appointments within two wee ,
of the initial call; provided on site child care services; and made
extensive use of the media and inncvations such as redeamable
coupons for compliance rnith clinic appointments as educational and
wotivational tools. We observed a 22X increase in clinic visits for
prenatal care and a decrease of 6% in vui subsequent years' infant
mortality statistics. Unfortunataly, the cruck cocaine enidemir

among women of ~hildbearing age destroyed ihis modest success.

The District's drug treatment system, like all other major American
cities, was simply vnable .o meet the extraordinary rise in demand
in general and for pregnant women in particula=. As such, we made
a decision to treat the pregnant substance abuser as a priority and,
regardless of any other considerations, to treat the pregnant woman
on demand. The Alcohol and Drug Abuse Services Administration was

reorganized to eliminate the bureaucratic barriers to accesss and

192



188

QUESTION #3

the service capacity for pregnant women was aup‘eﬂted by shifting
resources amay from other areas. In addition, a second "MOM™ Van
was created to specifically reach out to the immediately post partum
substance abuser, while she was still hospitalized, to cipture her
into the treatment system and follow her and the baby at home in an
attempt tc prevent future problems and to t;ack the development of
the infant through at least the first year of life.

It was our observation that there needs to be an enhanced 1inkage
betweer; the providers of the prenatal care and the substance abuse
treatment systes and more attention given to the development of a
case management system that addressed the multiplicity of defects
that plague the substance abusing pregnant woman. We 2lso came to
appreciate the need for much more research into the clinical
managemnt of these patients. We really do not have a very
sophisticated treatment regimen available for the crack addicted
prcgnart woman in particular, or for the other drugs of abuse in
general. We are pleased that the Office of Substance / ase
Prevention and the Office of Treatment Iaprovement in HHS are now
addressing these issues, but they need a much more significant

jnvestment of resources if they are to be successful.
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QUESTION #5

The “war” on drugs in the District remains a srotracted struggle
that, despite the good efforts of many committed persons and
organizations, cannot by any criteria De considered a success. Mr.
Bennett's concentration did not address what, in my opinion, are tl'c
major determinants for success. if we r2ally believe that
prevention is the key, then our efforts will need to be more focused
and committed on addressing the root etiological causes of substance
abuse that are found at the heart of the community infrastructure
of the city. We need to work on crcating the concept of the
possibility of a meaningful future for our youth and young aduits,
if we will have a chance of convincing them not to use drugs and
alcochol. Unless this soil is developed and tilled, then the
education and treatment seeds that we plant will not bear fruit.

This suggests that two related efforts wust occcur simultaneously.
First, real attention needs to be given to community economic
development that creates jobs for which skills need to be and can
be acquired to fullfill. Secondly, the leadership of the community,
in all of its manifestations - from media to minister - needs to
work on the value system that defines "meaningful®. The real effort
here is to rebuild the community infrastructure based upon a
principled and ethical dedication to improving the quality of life

for all. What these two strategies are not about is a preoccupation
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QUESTION #4

with crimigal justice solutions to the problem. If the district
teaches any lesson, it's that above all we've learned that you can
lock up thousands of people and not make any dent into the probles.

Let me hasten to mention that prior to, and outside of, the
political pesturing that occurred between Mr. Bennett's office and
the D.C. Government, a great deal of substantive work was begun
between the Commission of Public Health and the Department of Health
and Human Services under the leadership of Dr. Louis Sullivan. A
four component effort was agreed upon and is well along the way to
jmplementation that included: 1) the development of a
comprehensive prevention plan with each ward's leadership that
jnvolved and facilitated neighburhood leadership in addressing the
problems with health professionals; 2) the expansion of the
outpatient drug treatment capacity by 300 slots and the use of these
new slots to evaluate the developing state of the art drug treatment
therapies; 3) the development of a model diagnostic unit at the
central intake facility to enaole a better individual treatment
assessment and to facilitate outcome evaluations; and 4} the
assistance of the resources of the Public Health Service in having
all jevels of the Diitrict's alcohol and drug treatment staff to
better meet the challenges of increasingly more complex patients.
This work was conducted in good faith and with commitment hy both
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QUESTION #4
3
parties, but did not receive the publicity that other efforts seemed
( to attract. ¢
1 would hope that the Secretaries of Education, Commerce, Housing
and Urban Development, and Health could be convened by the President
fOI; a real "war® on drugs. i
l
s
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Ne. Iris Ssith, X.P.H.

Georgix Midiction, Pregnancy amd
Parenting Prograa

Room 324 W, GMHI

1256 Briarcliff Road

Atlanta, GA 30306

Xs. Smith:

I wvant to express By personzl appreciation to you for appearing
before the Select Committee on Children, Youth, and Pamilies at our
hearing, "Beyond the Stersotypes: MWomen, Addiction and pPerinatal
Substance Abuse,” held hers in Washington, April 19. Your
testincny was, indeed, important to our work.

The Committes is now in the process of preparing the transcript for
Printing. It would be halpful if you would g0 over the anclosad
copy of your resarks to assure that they are accurzte, and return
the transcript to us by May 18 with any necessary coi wections.

In addition, I am requesting that you respond in writing to the
following questions so that chey may be included in the hearing
record:

1. ¥Yw mentioned that ons of the primary objsctives of your
program § to identify fectors wmotivating women to seek
treatment. Have you any ideas about what some of those
factors might be?

2. We often assume that self-help, mutual support organizations
like AA and MA are there to see pecple throug). their post-
treatment struggle to stay drug-free. It is very disturbing
to hear that, in Atlanta et lexzst, mest of these "12 step*
type groups ars inaccassible to women vhose need may Le tho
greatest -- those that live in black, low-income communities.
wWhy are the groups so rare in the innexr city? what could
public or private agencies do to encourege thair
eccessibility?

3. You say t“ere zhould be multiple measures of program succsss,
bscause short rejapses and feilure are not the same thing.
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Other than those ycu mentioned in your testimony, are thers
any other indicators of program success Yo tind meaningful
and usaful? Are there any questionnaires or instruments that
could nelp standardize some of this information so that we
could make comparisons across different types of programs?

Let me again express wy thank., and that of the other iembers of
the Comm

ttee, for your participation.

/7 -

GEORGE MT
Chairman
Select committeée on Children,

vouth, and Families

Enclosure
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ResPONSE TO QUESTIONS POSED BY CHAIRMAN GEoXGE MILLER

’\ The Georgia Addiction, Pregnancy and Parenting Project

Geurgia Montal Health Institute ¢ 1258 Briarcliff Road, N.E.
. Atlanta, Georgia 30308
Telephone (404) 804-2188

May 31, 1990

Georgs Miller

Chairwen

Select Committes on Children, Youth and Families
U.S. House of Representatives

385 House Office Building Aanex 2
washin-ton, D.C. 20515

Dear Representative Miller:
Az you requsted, I have edited the transcript of the Agxil 19th
, "Beyond the Stereotypes: ¥omen, Addiction and Perinatal

!
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also impoctant.
A noved shove, cur study also indicated that womem vho did enter
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exploymnt status;drug and alookol use; legal problems; family and
social relationships. Positive changes in any of these areas indicates
a peamure of "socosss”.
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