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2 MEDICAID CUTBACKS ON INFANT CARE .

.

MONDAY, JULY 27, 1981 .
. House oF REPRESENTATIVES, SUBCOMMITTEE ON OVER-
SIGHT AND INVESTIGATIONS, AND SUBCOMMITTEE ON
HeaLTH AND THE ENVIRONMENT OF'THE COMMITTEE ON
ENERGY AND COMMERCE; -
Washington, D.C.

The subcommittees met, pursuant to notice, at 10 a.m, in room
‘ 2123, Rayburn House Office Building, Hon. Albert Gore presiding
(Hon. John D Dingell, chairman, Subcommittee on Oversight and y
Investigations; Hon Henry A. Waxman, chairman, Subcommittee
on Health and the Environment). g

Mr. Gore. The subcommittees will come to offer

President Reagan in announcing his economic recovery program,
promised the Congress ahd the American people that the truly -
needy members of our society would be protected by a safety net of
social programs. Today the Subcommittee on Oversight and Investi-
gations and the Subcommittee on Health and Environment meet
Jjointly to examine just how tightly this net is being woven.

We are focusing our inguiry on the effects of medicaid cutbacks - ~
on infant health. I requeied this hearing several weeks ago when
attention was brought to a tragic series of events in Florida

A premature infant, child of an indigent couple; was denied ad-
fnission to a neonatal intensive care unit because of finding reduc-
tions at the hospital A short time later the infant died in another
public hospital, one that lacked the extraordinaty lifesaving equip-
ment found in neonatal intensive care facilities. We cannot know
whether the child. would have lived had admission been granted,

, but we do know unequivocally there would have been a much
greater chance. o
The high cost of providing neonatal intensive care, coupled with
= .the disproportionate need for such care by infants born into low-
. income families, creates stress on the various sources of public sup-
port for these programs. Medicaid in particular is a major source of
support for neonatal intensive cage units in public hospitals. .
Today’s hearing will demonstrate that the problems in Florida
’ are Zally national problems As State medicaid funding crises are »
exacébated by cutbacks in- Federal support, the already severe
strains on publicly supported neonatal hsive care will Ke great-
. Iwincreased. .
y\Public officials in Florida. have been confronted with the wrench-
ing decision to turn infants.away and this is occurring in other
States as well. We will hear testimony that similar situations are
occurring in Texhs and Alabama. At Syracuse University, which -
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operates an extensive regional neonatal intensive care system,
there have been public threats to refuse admission to-medicaid
mothers unless the State provided additional findncial support.

In view of the difficulties that currently plague this system it is
critically important to consider the impact that a federally imposed
cap Qn medicaid spending would have on these and other programs.
The public 1s entitled to know the effects of the changes that are
being contemplated . )

I would ask unanimous consent that the prepared opening state-
ment of Chairman John Dingell be included into the record at this
pgnt, and Chairman Henry Waxman of the Health Subcommittee.

STATEMENT OF HON. JOHN D. DINGELL

Mr DiNGELL. The Chair would like to welcome you to- the hearin
on the potential impact of Federal medicalkcutbacks on care fo
children. Infant mortality—the deaths rns in this country—
has been reduced significantly éver the past 15 years; many experts
credit this great improvement to the added resources provided by the
medicaid program Today, wé gill examine how this reduction in
children’s deaths may be Jeopa&ied by the proposed medicaid cap
suggested by the Reagan administration. .

The Oversight and Investigations Subcommittee has heen active
on two fronts in the medicaid area: Attempting to eliminate waage,
fraud, and dbuse 1n the program and insuring that appropriate care
is provided to children and elderly as needed.

In the past the subcommittee has found that the Department of
Health and Hunpan Services was shortchanging children™with its
maladministration of the early periodic screening, diagnosis, and
treatment programs [EPSDT] We even found medicaid programs
were not provjding such basic requirements as polio vaocinations/;
for children /

Recently, we have learned that States have begun to institute.se-
rious cutbacks in their State health programs including the medic-
aid benefits. The Chair believes it is important to examine what
impact these cutbacks would have on the health of children. We
intend to look at the harm these cutbacks cause to the Federal, .
State, and local governments, and to maternal and child health
This year an estimated 46,000 mfants will die:

A disproportionate number of these children will be poor, will be
black, and will be medicaid recipients By cutting back on Federal
medicaid funds. for neonatal and other health care programs we
have to ask: . ) .

V;’ill we be increasing the rate of infant mortality in this coun-
try?

Will we be putting a halt to the improvements that have been
made{)by medical experts and medical technology over the past 15
years? . :

We will examine specific allegations that a premature baby died
a{ter being denied available hospital care because the doctors in
the hospital were following orders to cut costs. We will hear that
this is not an isolated case. From information that we have gath-
ered it appears that there may be several hundred such cases an-
nually across the country According to a report prepared for this
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subcommittee by the National Healtl® Law Project it appears that
this problem is growing at alarming proportions .

It is important thAt we question the Department of Health and”
Human Services to learn what went into their decision to propose a
medicaid cap arid how much consideration they gave to the poten-
tial problems that would result, from such a sighificant program™ -
change” This includes the potential for increasing infants deaths, .
_~ disabling 1illnesses, and even tncreasing rather than decreasing the

Government's expenditures for health care in this country

STATEMENT OF HON. HENRY A. WAXMAN

Mr WaxmaN Those-of you in attendance this morning under-
stand that the Congress has reachedf a_critical moment in its
consideration of health legislation Our hearing this mgrnjng will
focus on just one aspect of the many health issues we have been
trying to resdlve over these many weary weeks—the issue of health -
carg for infants and children. N

This is a joint hearing of the Subcommittee on Health and the
Environment, and the Subcommittee on Oversight and Investiga-
tions, chaired by the ‘thairman pof the full Energy.and Commerce
Cdmmuttee, our distinguished cglleague, John Dingell This hearing
follows up on one held earlierfthis year. which received testimony
from members of the Select{Panel for the Promotion of Child
Health .

The purpose of today's hearingvis to remind us all of a stark re-
ahty When we sit in conference, when we argue over sections and
paragraphs, when we lobby for particular programs, we sometimes
forget what we are reglly dealing with This morning, we won’t be
able to forget As our witnesses wi]l testify, the results of our ac-
tions 1n Congress, the consequenge€s of the budget cuts and the cap
on medicaid recommended by inistration, affect the chil-
dren of this country A decisiofr—t6 impose a limit on medicaid
funds can result In program cuts which will increase their suffer-
1ng. their pain, and may indeed, lead to untimely deaths.

We hear much these days about the right to life for the unborn
Today we will hear about the denial of that right to one already
born, to an innocent life cut short by our gociety’s callous refusal to
guarantee decent medical care to all Américans

America’s rate of infant mortality 1s a national disgrace. For
-f years we have trailled other industrialized nations in efforts to
Insure that newborn babies survive to enjoy the joys of childhood.

I and other Members of Congress have tried to reverse this
trend, to help America close the gap and at least reach the level of
mortality of other Western nations, by supporting the expansion
and sharpening the emphasis of our health programs. During the
past decade. Federal health programs have begun to significantly
improve the well-being of infants and children. The infant mortal-
ity.rate has dropped over 30 percent from 1970 to 1978.

Much remains to be done, especially for poor and black families
whose babies continue to suffer from very high death rates Now it
seems thatMve have to concern ourselves merely with trying to pre-
vent, this administration from eroding our standing, from pushing
us further behind other nations
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The cap on medicaid will be a very real barrier in these efforts to
provide a good beginning for all our Nation’s babies.

- We know that countless women ,aré Qw denied prenatal care by
thospitals and physicians because of the fow rate of medicaid reim-,
bursement. A cap will deny thousands gore. T -

We know hundreds of thousands of women and children have no
access to medical care because, thoagh desperatély poor, they have
incomes above pitifully low medicaid eligibility standards. A cap
will add thousands more: . - .

We know hundreds of thousands of mothers and infants now get
care in communitytand migrant health centers. A cap on medicaid,
a cut in programs, will close even.these doors. *

I do hope that testimony we hear today will impress-itself on eur
Members as they deal with the so-called reconciliation bill, legisla-
tion which threatens not to reconcile our society but to tear it
apart, .

Thank yeou all for coming and I look forward to receiving the
testimony o

Mr. Gore. T would like to call now-on the ranking minority
member of. the Oversight and Investigations.Subcommittee, Mr
Marks. .,

Mr Marks. Thank

I would like to welg'g

u very muc¢h, Mr. Gore.
me our witnesses today Some of you have

. traveled quite far to be here. Speaking certainly for my minority
colleagues, I want you all to know that we appreciate your coming
and your testimony. . s v
As father of three children I am very much aware of the impor- .

tance of good basic health care early in life In fact, we can all be
proud of our health care delivery system in this country and note
that the life etpectancy in America has shown dramatjc improve-
ment based in large part on early care. ’

Much will be.said today, I.am sure, about the probahle Adverse
effects on children of reduced funding for medicaid, and I intend to
pay close attention to the téstimony, as ywe all should

No one here wants a needy child to suffer without health care.
H(_)Wdever, as we listen we should keep I think a couple of things in
mind: *

First, it is my understanding that the adrhinistration’s proposal
still requires that States must continue to cover currently .mandat-

ed services provided to the categorically needy. The witness from
' the Department should be able to detail how this will.work.

Second, the conferees I am advised have created a block grant
.specifically for maternal and child health. .

Third, I hope we will keep in mind also what we are discussing
here today is a reduction in the' allowable .increase, in~ funding, ,
something very different than a cut below what we now spend an-
nually. Morever, it is my understanding that the conferees ase not
wedded to a cap but would very likely allow a much larger increase
than earlier discussed. .

Mr. Chairman, I believe this is an important issue and I am anx-
ious, as I know you are, to hear the HHS, the Department, quiet
the fears of those needy families who depend on medicaid for neo-
natal care. , ‘

I thank you. . 9 ’
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Mr Gork. | thank my colleague - .
I would like to recognize one of the members of the Health and
Environment Subcommittee, Mr. Leland ’
Mr. LELaND Thank you . ‘
- Mr' Chairman, I am indeed honored to share the chair with you
this morning at the request of my chairman, Mr Henry Waxman,
. of this joint hearing today concerning the potential impact of medi--
cal cutbacks on care for children Providing health care services for
children has always been a priority of minff and I am even more
concerned about the future of health care for children today be
cause of the fiscal constraints on both Federal and State budgets
Medicaid has been the one Federal program that has been re-
sponsible for reducing the number of infant mbrtality cases. Yet
blacks, Hispanics, and other minority groups have disproportion-
ately much higher rates of infant mortality than nonminoritiés.
In my.own district the 18th Congressional District of Hpusto
. the infant mortality rate in some of the.census tracts there is 1 ’
high as the infant mortality rate in Hong Kong and sometimnes .
even exceeds that rate. N
We are here today to determine the conseqUences of these pro- -
posed cutbacks for the Nation's program for poor people and what
these cuts mean for blacks, Hispanics, women, and of course our
Nation's most precious resources, our children
Under the Reagan proposals medicaid payments would be capped,
and cut by $1 billion in fiscal year 1982, and by $5 billion in 1985
In return for immediate cutbacks, the administration offers ,
States added flexibility to targeted services to the truly needy. But ‘
let's not forget half of America’s poor are inehgible for medicaid .
and millions more have little to no private insurance. This year 25
States have proposed further medicaid reductions and strappefi mu- ,_
nicipalities are cutting public hospitals and clinics even,_ as’ more
uninsured patients seek care. It is because of the severe cutbacks
~ that we in Congress must now know what the impact will truly be.
I now would like to yield to you, Mr. Chairman, for the rest of
the hearing.
Mr. Gore. Thank you very much.
Mr. Dann®geyer?
Mr. DaNNEMEYER. Thank you, Mr Chairman.
My home State of California, the annual State budget js around
1 $2% billion currently. Estimates for medicaid spending, what we ..
’ - call the Medi-Cal in California, fun around $5 billion in the next-—
fiscal year
As we know, the current formula is a 50- 30 match so that means
that the State 1s paying about $2.5 billion in the next fiscal year in
i Cahfornia for Medi-Cal expenditures—which is about 10 percent of

- our State budget—for a relativelyﬁrhall but necessary population
base in our State. .

It is interesting to me to note that of the two proposals that were
considered by our Commerce Committee, which we never really
came to resovlution on, the BroyhllLsubstltute with a cap of 7.5 per-
cent as it was considered on the last day, actually contained more
money for medicaid expenditures nationwide than did the Waxman
substitute with its percentage reduction formula.

-/ - Lo "l
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What comes out of the conference committee that-is currently
working today, to my knowledge, has yet to be resblved. But I am
‘sure that the compromise, which will be developed will recognize
the conflict between the desire of taxpayers for a reduction in the
growth of -Federal spending, and the necessity of providing the
medical care for the poor people of this country. .

Thank-you. . ‘

" Mr. Gore. Thank you very much. S
I' would like to call our first witness, Dr. John Curran from the

Tampa General Hospital in Tamps, Fla .
I believe you are accompanied, By. Curran, by Dr. Donald Eitz-
man, distinguished service professor &f pediatrics from the Unijver-

sity of Florida in Gainesville. -
Will you be offering testimony, Dr. Eitzman?
Dr. EI™zMAN. Yes. )

Mr. Gore. Would'both of you stand and raise your right hand?
We have a tradition of swearing witnesses. .

[Dr. Curran and Dr. Eitzman were duly sworn.] .

Mr. Gore. If you would repeat to the reporter your full name for
the record.

'Dr ErtzMAN. Donald Bern Eitzman.

Dr. CURRAN John Curran, C-u-r-r-a-n

Mr. Gore. Dr. Curran, welcome. We appreciate you coming and
helping us exploge this issue. .

. Without objection from any of my colleagues, we will put the
entire text of your statement in the récord, or invite you to go
ahead and present it orally. If you want to summarize it, that is
fine; if you want to read it, that is fine too. You use your.own dis-
cretion and pléase proceed.

PESTIMONY . OF DR’ JOHN S. CURRAN, ACTING MEDICAL DIREC-
TOR, NEWBORN INTENSIVE CARE UNIT, TAMPA (FLA.) GENER.-
AL HOSPITAL; AND DR. DONALD EITZMAN, DISTINGUISHED
SERVICE PROFESSOR OF PEDIATRICS, UNIVERSITY OF FLOR-
IDA AT GAINESVILLE )

Dr. CurraN. Thank you, Mr. Chairman. _

Mr. Chairman and members of the Subcommittee on Oversight
and Investigations, stAff and guests, I am here to discuss some de-
tails of newborn health care in the State of Florida.

Carl Downing, Jr, was born in his mother’s bed in Dade City in
rural Pasco County, Fla, at 5 a.m., July 2, 1981. Little did he know
that the next few hours of his short life would receive national at-
tention, focusing on today’s problems of access to high technology,
expensive but cost-effective neonatal intensive care. :

The infant’s first breaths were labored, he was assisted by emer-
gency medical technicians and taken to the nearest hospital, a hos-
pital incorporated for profit, where minimal medical support was
available to the poor. The nearest county public fgcility for obstet-
ric care is 42 miles away in West Pasco County; his mother had not
received prenatal care as, the county government had terminated
prenatal and obstetric care in Dade City some 1noaths before as an
economy meagure.

i
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Supportive care was given, but no pediatrician was available in -
that community, frenzied calls began to the statewide CARE-~Com-
munication and referral—syster to find a care center for the frail
2-pound 6-ounce infant with breathing difficulties of prematurity.
The nearest center was in Tampa where a bed was available, nurs-
ing: and medical personnel highly traiped to care for _the critically
1l newborn were ready and willing. and a trained newborn trans-
port teayn with a mobile intensive cdre unit was poised to take care
to the patient to save a life . i

At 530 am that morning, the infant's chances were 7ifsl0 that
he could benefit from that care. live. and egjoy a productive life
free of mental retardation. - M

Such was not to be, however The public hbspital in Tampa
where the State-supborted regional perinatal intehsive care center
1s located had announced on June 11 a policy of the Hillsborough
County Hospital Authority that no infants born outside the facility
could be admitted to newborn special care until such time as 1§
newborn'specml care beds had been eliminated Why? In a purely
financial decision. and without consultation with i1ts medical staff,
the governing body implemented this decision to cut costs of the
medically indigent although the total facility had shown a profit in -
the last fiscal year .

Such policies are far beyond the comprehension of physicians
trained to save life, physicians may not understand the internal fi-
nances of hospitals but the moral and ethical dilemmas posed by
such problems are placed upon society and the physicians ordered
npt to accept critically 1ll infants when a functional cape area is
available "

Infant Downing died at 10 a.m without benefit of the assistance
which could have been gavail ; no other center could assist in,
part because of the withdrawal of access to 7 percent of the State’s
neonatal beds in Tampa j )

Similarly, the plight of Stephanie McElrath, who was flown by
USAF C-130 from Miami to Augusta, Ga, when care was not. avail-
able m Florida. captured the NAtion's attention and raised serious
questions of accessibility and funding of newborn intensive care not
only in Florida but inathe Nation at a time when budget cuts in
health programs are being considered "

Why should Florida be the focus of national ,atténtion for the
care of its newborns? Florida should not be criticized but, rather,
praised for the intense support of its Governors and legislatures for
the advocary of children’s care frgm general revenue dollars begin-
ntfi‘ﬁ:‘;fn 1974 Five State-supported centers and $1 5 million were
appropriated that year to develop a rhodel program of patient care,
commuhfcation, transport, and evaluation of outcome, in ¥97¢ the

- program was expanded yto.include more newborn centers and ob-
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stetrics care for mothers with high-risk perinatal conditions who
met the financial qualifications for sponsorship

In fiscal .year”1979 approxjmately 3,400 infants ‘were served by
this system,’1,300 high-risk mothers, and approximately 2,500 de-
velopmental evaluations were performed, 76 percént of requests for -
placement in centers were accomplished when the nearest center °
was not available dye to high utilization \
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The total hospital and professional charges were $21.8 million—
e centers were reimbursed $7 2 miltion. Therein has been the

issue highlighted by the neonatal controversy in Florida—reim- °

Bursement from géheral révenue dollars, third-party health insur-

ance, and title 19 funds have not been equal or directly related to

cost of this expensive, highly technological, personnel-intensive
care. Hospital administrative reactions at soge centers have led to

“redudtion .of services, elimination o .accesﬂo outborn infants in

two centers in Florida; termination of involvement in the program

by one center and a distinct lack of | y}Nn gétting new cen-
ters ‘established. )
Through major effort the 1981 Flgrida Legislature and Governor

Robert Graham have doubled total program funding to $17 million;
. 'on the other hand, hospital administrators claim costs equal to

"$33.2 million for,program participants; the résult has been that in-
fants are being held hostage®o finances for health €are.

Plorida’s births have increased from 107,000 in 1973 when its
neonatal system was designed to 131,800 in 1980. Population
growth of the State has been rapid; retent immigrant populations
. from Cuba and Haiti have contributéd substantially to the need for -

neonatal health care service. o

In addition, other factors which have complicated, the financing
of newborn health care services in Florida include: ,
First, Florida's medicaid program has béen a bare minimum pro-
gram in provision of services tb childrérm. .
,Second, ‘restrictive medicaid access policiep which do not cover
the pewborn of a medicaid participant from_birth automatically
+ . hut which require time-consuming retroactive” procedures for certi-
fieation thateferage 90 days. . .
" Third, medicaid policies which provide care only to children of
broken families, Aid for Dependent ‘Children. <
Fouth, limitation of inpatient serviges to 45 days which may be
inadequate for many premature infants i ‘
Fifth, the growth of private hospitals for profit wfich do not par-

ticipate in medicaid and which inevitably cause public sector hospi- .
- tals to face increasing losses by removing the patient with ability-

to pay oy
The problems which I have reviewed and outlined are not unique’
—'J rfo Florida~ut rather are more readily apparent because of an in-
formation system which shows statewide at any given moment the
avajlability of care and attempts to maximize the- delivery of that
carg¢. Provisiomgof neonatal special care is primarily to those socio-
economic groups which have a high rate of prgmaturity: The preg-
nant teenager, the poor, the black, the Hispanic, and recent immi-
" grant groups. We will present the cost-effectiveness of such care in
. saving precious human resources, . <

Potential reductions 4n funding for maternal and child health
programs or medicaid .budgets or legislation which cap or prohibit
providing expanded services in those States which have minimum
medicaid programs may remove or seriously damage the infrastruc-
ture of health funding for newborn intensive care te large areas of

- * this country : . ’ . .
Tremendous strilles have -been made in the last decade in de-
creasing the newborn mortality rate; we humbly request your seri-
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v ous attention to these issues so that we may continue to demon-
strate the progress of the last decade. _ S
Let us not make infant Downing’s tragic death when there was
“no room in the inn” be in vain, but rather,.may this tragedy pro-

yide insight to~the dilemmas which confront legislators, physicians,
and hospital administrators of today for infants requirifig s;}cial

.

“care. The need is to provide access to available high quality n§ona-
- tal jntenhsive care so that the tragedy of wasted life or poténtial
maﬁe avoided. . . )

I e asked Dr. Donald Eitzman, distinguished service professor
of 1atrics from the University of #lorida 1n Gainesville to share
the results; in other words; are these normal children produced in
the neonatal special care?

Dr;. Eitzman -

-

TESTIMONY OF DR, DONALD EITZMAN \

Dr. Errzman. I have three graphics attached to the béck of the
text there. . '
It includes, first of all, a map of the State of Florida, which

are currently nine-centers and with the current funding which the
State has appropriated this last session, there are more State dol-
lars in our program than any other program, almost any other pro-
gram in the United States.

What happens to the babies that graduate from these centers?
Right now the mortality rate is low, so that we are saving more
babies that were saved before. But is it worth it? These are some
_questions that are frequently asked. .

the program started in 1974, and if we look at the highest risk

group, which is those babies born with the birth weight less than 3

pounds, then taken as a group, their developmental scores are not

significantly different from another group of babies born at term,

. o whigh was the groups used to standardizk the testing system that

N we arélgsing. Sq, that we think there is a lot of evidence to suggest

that, yes, it ig worth it.

-Is there a cost savings from the amounts of money that the State

’is currently putting into it? Yes, we think that we can show this

too. So, that when you look at the number of babies who were

" living that' would not have lived and what is the percentage of

. these babies that are requiring some sort of custodial care, then it

is significantly less.

. That last graph attempts to add these up and show that, yes, t‘e

State is saving money. In that last @lumn where we show a sav-

. ings of $33 million, we hdve estimated that throughout the pro-

{ram ‘we have instituted a lot of ‘parenting, inereased contact with

he children coming out of this program, and this is being funded

L through the area of developmental programs in the State. This

would be an additional expenditure. However, again the total sav-
ings is approximately $33 million.

ost of the time in medicine we talk about survivals of 1 or 5

years, if you are talking about some cure of cancer. We are not

talking about 5-year sur:vival in this group, we are talking about

A\ . ‘ s
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60- and 70-year survival rates. So, we are dealing with the potential
future of America, and I think that if you are talking about reduc-
ing medicaid fundiftg, it is going to have a significant impact on
—— =—preventing some child from getting the sort of care that he might

otherwise get. -

Thank you. :

[The graphs referred to follow:]
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STATE  OF  FLORIDA

REGIONAL PERINATAL INTENSIVE CARE CENTERS
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I “b}"‘
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Mr. Gore. Thank you very much.

I will recognize myself for 5 minutes under the rules.

What you have just told us there is®fat if you take out the in-
fants who would otherwise die without the neonatal intensive care
units, you subtract the ones that would die without this care, there
are enough of the remainder that would be mentally retarded or
otherwise impaired that would generate expenses for the State of
Florida so large that it is not only humanitarian to have those
units; itNs also cost effective; is that the thrust of what you just
told us? . A

Dr. ErrzMAN. Yes; that is what we would like to prove with these
sorts of statistics.

We are saving more babies, but the babies that we are saving are
better off than the babies that used t¢ live regardless of what kind
of care they got. \ .

Mr. Gore. Thank you

Drz. Curran, you have testified that this child would have had a
70-pergent chance of surviving if he had been admitted to the neo-
natal intensive care ugit, is that correct? . p

Dr’ Curran That X_in general the experience with this size
infant in this country.

Mr. Gorek. NO\ft, you also testified that the Tampa General Hospi-’

tal had sufficient personnel and space ready, willing, and able to

deal with the admission and care of this child on July 2, 1981, is

that correct?
Dr. CurraN. In my medical opinion, sir.
. Mr. Gore. Well now, the reason the child was not admitted to

the hospital was because it didn’t bring money into the world with

it? .

Dr. CurraN No; I do not think that was an issue. It was simply
a policy that no children could be admitted until {he services were
brought down to A smaller level.’

Mr. Gore So, there wasn’t epough room in the budget for it?

Dr. CURRAN. Yes, sir, that would be the way the hospital’s gov-
erning board viewed the situation *

Mr. Gore. Now, there was room in the unit, there was a bed
available, there were personnel able to care for the baby, but the
governing board, in 4 decision that was made without input from
the medical staff, decided ghat the budget wowld not permit them
to care for this’infant?

Dr. CurraN. That is correct, or any other infants.

Mr. Gore. All right. . R

Are you aware of any hospitals within the Tampa area that re-
quire financial screening tests before admission to a neonatal
center?

Dr. CurraN. ¥es.

Mr. Gore Which ones?

Dr.,CuyrraN. Women’s Hospital.

Mz, Gore. Women’s Hospital Now if an infant is brought there
needing intensive care, they stop the mother at the desk and re-
quire some assurance that she has enough money to pay for the in-
tensive care? :

18
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Dr. CurraN. That is basically what is true._When we talk about
a newbormbeing referred into their unit for care, it is a matter of
public record that they require 315,000ﬁégosit im advance.

Mr. Gore. Deposit in advance. - .

Now this baby boy Downing case was just a rare-isolated in-
stance that probably won’t ever happen again?

Dr. CurraN. N§, sir.

Mr. Gore. Is this the kind of thing that happens regularly.

Dr. Curran. All too frequently, sir.

Mr. Gore. How many infants a month, in your State, go through
this experience?

Dr. Curran I think I would Rave to say I do not know with
regard to the finanebs, per se, but in terms of infants for whom
their doctors seek care, born in an outlying fadility, in the month
of June 1981, there were 10 infants who died while awaiting place-
ment. <o

Mr. Gore. Ten in 1 month. But we are-going to htar from other
witnesss that this is happening ih other States all around the coun-
try. And it is something that I really wasn’t aware of until I read
the accounts of this instance 1n Florida. I guess I should have been.
But I really don’t think very many Americans are aware that this
happens on such a regularbasis around the country.

When I was in coll I took an anthropology course one time
and read’ about some Primitive tribes in the history of the world
that practiced infanticide when they decided there were no longer
enough resources to support a larger tribe. And it seems to me that
this really amounts to institutional infanticide. We don't have the
resources ‘to provide intensive care for infants that need intensive

care, so they are turned away or their mothers are asked for a°

$15,000_deposit in advance -

And evidently it happens—well, 10 a month in Florida; we don’t
have firm estimates but it seems safe to say that there are prob-
ably hundreds of such cases in_the United States. And I do not
think the American people want to see this continue.

Dr. ErrzMAN. Could I say just one statement I don’t want to
minimize the*figures that you have estimated here, but the 10
figure is a recent occurrence Say a year ago it was probably zero
or one. So this is something which has &rown over the past period
of months. It is a phenomenon we have seen 1n Florida because of
increasing population and immigrants coming intg south Florida
which have made the problems particularly intensef

Mr. Gore Do you think the problem may get worse with further
cutbacks in medicaid funding? . '

Dr. Errzman. It certainly will, and we are doing everything we
can to increase our facilities and capability to handle it at the
moment '

Mr. Gore. Thank you very much. .

I would like to recognize Mr. Marks for 7 minutes.

Mr Marks. Thank you, Mr Chairman.

I just have a few questions for you, some of -which are for our
own edification about this particular incident of the Downing child

perhaps at St, Petershurg as well as Tampa, is that correct?
Dr GuRrraN. That i

We note in lookin%at the map that there was a facility available -

correct ' .
Q - jand
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Mr. Marks. I am-just clrious: was there some"reason why you
didn’t mention St. Petershurg? « - ° Co
* Would there have been a problem’in getting the child to St. Pe-

" tersburg and would it pot have been closer? '

Dr. CurraN The distances were approximately equal. St Peters- -
burg was cohtacted and were not a_bi?&m(re for the child as their

facility- was totally utilized 'That wa€ true for each_of the other
centers participating in the State program We do move infants dis-
tances as grédt as Miami to Pensacela in that State R
" Mr. Marks. [ see’ L )
I assume you have air transportation av 'laple to do this? .
Dr. CURRAN Yes,'sir. It is 'sg(r)netunes pa?gxwork but we do move
+ patients long distances if that is the only place where there is a
bed available. .

Dr. CurraN. The Governments MAST program, [Military Assist-
ance to Safety in Traffic], has been a major contributor to the
movement of infants in that State. ,

Mr. Marks Again, had the child in fact been taken, may I ask
you this: If the child had been taken at all, would the child Kave
‘been_ moved by tar and/or plane? . . )

Dr. CurrAN. This infant would have been moved by a newborn

« carevan, a specially equipped emergency medical service vehicle.
- Mr Msagks. Approximately how long would 1t have taken from
the time tact was made to reach the hospital either at Tampa
or at St Pefersburg? .
Dr. CurpAN. I think there is another part, we would have had a
physi , nurse, and respiratory therapist at the infant within 1
hour of the call They would have been able to provide care equiva-
lent to that within the hospital in that unit and. bring the child
‘back in roughly 1 hour more. Potentially by 7:30 to & o’clock that
-morning, this child could have been in a hospital environment in a
newborn intensive care unit
Mr. Marks Was there not medical care available to go to the
~ child’s home—strike that for a moment . .
When the call was placed by the parent, or parents of the child,
to whom did they—with whom did they get in touch?
, - Dr CurraN. The call was placed by the hospital in Dade City.
/ The child had been brought by the local emergency medical service
to the facility. ’
Mr. Marks OK. And in that facility it did not have the facilities
to take care of the child? )
Dr. CurraN. Not at all, sir
Mr Marks. They didn’t refuse to take care of it, they in fact did
R give the child some service, I assume.
Dr. CURRAN Mipimal supportive care.
Mr. Magrks, That which they had available?
Dr CurraN Yes, sir. :
Mr. Magks. And then a call was made, this wagld have been—
the child was born I think you said aboyt 5?
Dr. CurgraN. That 1s|correct.
Mr. Magrks. The cal) was then made within the hour?
Dr CURRAN. Aboyt’2% minutes after birth.
Mr. MARks And then it was—it was determined there wasn’t
space avai7le either at Tampa or St. Petersburg? *

.
.
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. - Dr CUrraN. The entire State was ca‘nvassed and‘the return was
made within 8 minutes. b

Mr. MaRrks. Let me ask you this question, Dr. Currap: Had the
-child in fact been taken to either St.-Petersburg or Tampa, are you .
satisfied that they would not have admitted the child or made some :
space available, done something to try to take care of this particu-
lar child in this particular case? '

Dr. CupgaNn. I can tell you that as a physician that if that child
had come to the hospital, we certainly would have cared for that

- child regardless of the rules and regulations. . .
Mr. Marks. Yes; so I guess the question is then, who made the |
decision not to take the child to either Tampa or St. Petersburg,
under the circumstances as you have just told us, that the child
would have been taken care of once the child got there. i
Dr. CURRAN' It is a little confusing whether you say that is the !
administrator on call who refused to allow the child to be admitted
or whether it is the physician who is on call who adhered to the
- administration’s policy? :
— Mr. MArks. OK. Then our understanding is that when the call
was made and the word came back that there wasn't anything
available, had in fact someone made the decision to take this par-
. ticular child to either St. Petersburg or Tampa, in your opinion
they would have received—the child woulq have received care?

Dr CugrraN. Yes, sir ‘ !

, Mr MaRrks: And, perhaps you have given us the answer but I am

) curiods who made the decision, in spite of the fact they were told

there isn’t any room, not to take a child either, to Tampa or to St.
Petersburg, :

Dr CurraN. I am afraid one would have to say it was one of my
associates who would not override the direct order from an admin-
istrator not to take that child into the unit .

Mr. Magks. I see . -

If in fact the denial of access, as I understand your testimony,
was not in fact a question of the Downing family’s* abihty to pay,
rather it was a decision to cut back costs regardless of the type of
paynrent; would that be a fair statement?

Dr CurraN, That is absolutely true. . (

Mr. Marks. Then I ask you this questign, again for you to en--
lighten us: If-that is in fact the case, would the proposed Federal
limit on expenditures—would not the proposed, maybe put it that
way—Federal limit on expenditures not have as severe an impact
on the hospital’s decisjon, or would it?- ~

Dr. CURRAN In tHe case of this particular hospital, this is past
history, their degi$ion. I do think that it would be a potent influ- .
ence on their either continuing that policy or their reviewing their °
policy and going back to business as usual, if there were increased -
funding

Mr MaRrks. Thank you very much, Mr. Chairman

Mr Gore. Mr Leland is recognized for 7 minutes.

¢+ Mr Leranp Thank you, Mr Chairman )

Dr. Curran, can you tell me what kind of doctor you are®

Dr Curran. Well, that is an unusual question” I would like to
think that I really care about kids, that I enjoy my work, and my
whole goal and mission is to try to set up a service there 1n Tampa

VU921
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with the new medical school and to provide care up until this inci-
dent to every child if we could physically care for the infant, and
that 1s why we commonly cared for 33 kids at one time in a urdit
supposedly only 18 in size. )

Perhaps I am a little bit liberal in my phﬂo&p ies and at vari-
ance with my hospital administration.

Mr. LELaND Before.you got to be—when you were sworn in as a
doctor you had to take an oath, is that correct?

Dr CurraN Yes, sir.

Mr LeLanp. Called the Hippocratic oath?

Dr CurraN Yes, sir

Mr LeLaND Can you explain the sense of what that 1s? _

Dr CurraN In essence 1t says that you will try and treat all pa-

/tients, try to treat them to the best of your ability. And that is
really, I think the essence of the oath. -

Mr LeLaND. Does 1t imply or allude to the right of every person
to receive the services that you were trained to impart tp your pa-
“tients” .

Dr CurraN I think it does, very definitely, if I am in an envi-
ronment which permits me to do so or that I can work with that
environment to provide that service .

Mr LeLanD. And all doctors have to submit themselves te the
Hippocratic oath, is that not correct? .

Dr Curran. Well, I think 1t is primarily done as part of thé tra-
dition of medicine, but that it is—they are principles, generally
subscribed to -

Mr LeLaND Do you think that the hospital—and I am not just

~singling out any one person—but the hospital that was the perpe-

trator of the problem that we talk about this morning as this dra-
matic example, is subject to that same Hippocra#ic oath, subject to
treating patients to the ultimate of their agility" <

Dr CurraN In general terms, yes, I do Certainly for emergency
medical care, if you have the resources available, to deliver it.

Mr LeLanp Then they vialated, in fact, the essence or the prin-
ciples of the Hippocratic oath by this denial?

Dr CurraN In'my opinion, Jes, and they have placed ,that
burden on the physicians also

Mr Marks. Exctuse me, I wonderjf my colleague would yield for
just a moment?

Mr LeLAND. Be glad to 4

Mr. Magrks The question of my colleague from Texas is an inter-
esting one, and your answer more so, because I didn’t understand
your answer to me along these same lines as being quite the shme.

I thought you told us that had the child in fact been transferred
to Tampa or St Petersburg, the child would have received the care
necessary, in spite of the fact that you were teld over the phone or
whatever it 1s that there were no beds available .-

DPr. CurraN IfI may clarnify, there is additional information.-

When we move a small pre'ﬂ’ratfure infant by and large particu-
larly in the rural area, we send the team to the infant, we then
move the baby back, what we call afterstabilization. What I was re-
plying to you is that if the physician in Dade City placed that baby
in an incubator and personally accompanied that child in their am-
bulance and came posthaste to Tampa, we would have delivered

22 :
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care to that infant regardless. ¥ however, was prohibited from dis-
patching a team to the patient. . )

Mr. MaRgks. Sorry. j

Dr. Curran. I was ﬁrﬁhibited from dispatching a team to go to
the patient to bring the patient back: in other words, hospital em-
ployees. . )

Mr. MaRrks. You were prohibited from doing that?

Dr. CurrAN. Yes, sir

Mr. MARKs. By—~— .
Dr. CURRAN. Again the hospital administrator, the assistant ad-
ministrator for nursing - ‘ -

Mr. Marks 1 see. I would appreciate it if the chairman would
give my colleague an additional minCJ!e or so since I have taken his
time.

Thank you. -

Mr. LELAND. That is all right. ] : .

I ameparticularly struck by that case because it seems it is one of
the most glaring examples of the true denial of 4 person’s right to
life, particularly if that person is alive and breathing, qnce he is
born.

I am really puzzled here because it seems to me that you are
under the authority of a hospital administrator that doesn’t neces-
sarily believe in the same principles that you believe. This Member
of Congress does in fact believe the same as you believe, I think
from what I have gathered from what you have said.

Are hospital administrators and people of that level of authority
in any way subject to the same kinds of principles that you are
subject to? .

- Dr CurraN. Not in a strict legalistic sense unless it falls under
emergency care statytes. ' ‘ .

Mr. LELAND. Then they don’t necessarily have the same commit-
ment or have to have the same commitment to life and life-support
systems imparted to those pepple who aregonsidered to be patients
of a particular hospital or potential patients, is that correct?

Dr CurraN. In this instance we reviewed it multiple times since
the episode and they do not haveghat commitment. - .
Mr. LeLaND. In your opinion, dre they in essence subject to the
fiscal responsibility of maintaining the hospital in the black, so to
speak, as opposed to truly imparting the kind of qualitative serv-

ices that I hear you saying that should be provided?

Dr. CurraN 1 think a board of directors must operate a hospital
in a financially responsible manner. ot

However, I do not understand all these details as a physician and
when I understand that that hospital has uncollectibles of ablrioxi-
mately $34 million per year, why are programs for mothers and 1n-
fants cut first as an economy measune? -

Mr. Gore. Will the gentleman yield? .

Mr. LELAND. Be glad to

Mr Gore. I think an appropriate followon question which our
witness can’t answer for us is whether or not individuals in State
legislatures around the Ufiited States, and indiviguals who serve in
this Congress, share the principles and commitments that Dr.
Curran has made in his career.

I3
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Mr. LeLaND. Certainly we won’t ask you to respond to that, but I
think it is a very good point you made. ’

The bottom line to this is that as a physician you are committed
to providing or facilitating the opportunity for 'life wherever you
can. -

- Dr. CURRAN. Yes, sir. 2 .

Mr. LeLanb. Do you think that the Framers of our Constitution
should have provided a provision that would have afforded the
right to health care services for all of the people of this country as
opposed to the privilege? Because we understand that any kind of
service that we have, as well as goods, in this country are particu-
larly costly and thus we have‘ to maintain certain standards of af-
fdrdability. But at the same time, it seems to me, this man’s opin-
ion, that we should have afforded the right to health care services

. as opposed to the privilege for only those who'can afford health

care services. . -

Dr. CurraN. I agree, sir.

Mr. LELaND. OK. One last question.

Are you familiar with the child health assuramnce- program,
CHAP as it is called? B

Dr. CurraN. Not very-familiar with it, sir. ,

Mr. Letanp. CHAP was primarily designed to accommodate
more and more—well, more particularly young people, children of
our society, to be eligible or become eligible .for medicaid serviges.
CHAP was passed in the House and was killed for various and

7~ sundry reasons in the Senate.

This year CHAP probably could not pass in the House of Repre-
sentatives because of the budget constraints that the new adminis-
tration has imposed on us and because of the so-called attitude or
the environment created by the conservative character of this
Nation. !

In your opinion,’}io you think we should be trying to make more
children available to medicaid as opposed to cutting the numbers
down of people who are now eligible for medicaid?

Dr. CURRAN. Yes, sir, I do.

Mr. LELaND Thank you.

Mr. Gore. Mr. Walgren? )

Mr. WaLGreN. Thank you, Mr. Gore. : N

Do I understand it correctly that if these parents had been able
to pay they still would have been denied access to that hospital be-
cause there was an 18-bed cap?

Dr. CURRAN. That is correct, in that hospital.

) Mr. WALGREN. And so even though the hospital would have been
out nothing and there would be no additional cost to the hospital’s
uncollettibles, the hospital still refused that service? '

Dr. CURRAN. That is correct. o

Mr. WALGREN. The theme of somebody violating their—the medi-
cal professional’s obligation certainly seems to run deep in this
question.- .

As you said, somebody refused to override the administrator’s
order. Was it a physician that refused to override the
administrator’s order? ' -

Dr. CurraN. Yes, basically by way of the rules of the medical
staff which could result in suspension or expulsion.
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. l\gr. WAaLGREN. So the physician is certainly. in a terrible dilem-
ma’ .

Dr. CURRAN. Yes, sir.. )

Mr. WaALGREN. What is the makeup of the board? Are they physi-
cians? ’ .

Dr. CurraN. There are no physicians on the board, they are pri-
marily merchants.

Mr. LeLanp. Will the gentlemagn yield?

Mr. WALGREN. Yes. * ]

Mr LgeLand. There is no one at all on the board who js a physi-

+ cian? .
- Dr. Curran. No. ‘
Mr. WaLGREN. That is unusual.
Let me ask then just to clear up whether this is an unusual case.
- Is there a shortage of negnatal beds in Florida?

Dr. CuRRAN Yes, sir .

Mr WaLGreN. How do you measure that shortage? Can you esti-
mate it?’ - )

Dr. CurraN It is hard for me to estimate. We have general rules
that we need a center of approximately 15 beds for each 10 to
12,000 live births in the State. Currently’' we have, depending on
whether one center has totally withdrawn and firmly withdrawn
frg%m the program, 133 beds in that Sgate, and it “looks like it needs
180. -

In addition, I serve as the medical director of the careline so I do
see all the requests of infants who cannot be promptly placed. It
does look as if we need one more center, particularly ig-the south *
part of the city where we have the concentration of gopulation.

*  Mr. WALGREN. Has the Federal Government ever been involved
in a program to encourage States to create such centers? .

Dr. CurraN. Only through the legislation with regard to HSA’s
in establishing principles for them.’ .

Mr WAaLGREN. So there is no Federal program specifically ajmed
at requiring this balance of neonatal bed versus the other kind of
bed or even to provide such funding?

Dr. ErtzmaN There was some legislation several years ago which
included neonatal intensive care units among a block grant part of
the program to mother-infant care fund. ,

Mr WALGREN Is there a comparable Federal program for kidney
dialysis® .

Dr. CUrRAN. There is. — <

Mr. WatereN. Do you have any idea the amount of money we
spend on kidney dialysis.in Florida compared to meonatal provision
of services? .

Dr. CurraN T think it is a great deal more but I do not have
those figures. ‘

Mr. WaLGREN. It would be a multiple of the amount invested in
neonatal?

‘Dr. CurraN I believe so.

Mr. WALGREN And that is federally mandated, is that correct?

Dr CurraN. Yes, sir.

Mt WaLGREN The legislatire has doubled the funding*from the
State contribution to the neonatal centers in the last several years,
is that correct?
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Dr. CURRAN. In the last year it has doubled the fun&jng. N -
Mr. WALGREN And that still is unable to keep up with the costs?

Dr. CURRAN. he hospital administrators view it, yes; that js *
- their policy. J ’ ‘ ’ .
- . Mr. WALGREN at dojyou mean, as the hospital administrators T
view it? ; :
Dr. CURRAN. Well, again as [ have said, as a physician I am not
sure® understand all about hospital accounting. I think that each
of those facilities.has a different cost accounting method; there 1s
not a uniform method to ascribe costs, not charges; and that the
State of Florida, through its Department of HRS, is trying to devise
a uniform cost document so that true cost data can be‘ derived.
We have a lot'of charge data but not cost data.
‘Mr. WaLGreN. I see. So it is conceivable that the action to limit
it to 18 beds is rot related to neonatal costs at_all, but rather, the
\ overriding pressure on the hospital as 4 general facility
Dr. CurraN. No, I do not-think that is true, as explained to me e
by those making the decisions. They view this as one area where
costs are outstripping their ability to collect. . . )
Mr. WALGREN The 10 deaths in the last month are apparently ,
unusual in Florida, is that correct? J :
Dr CurraN. I believe that is the highest month yet.
Mr. WaLGreN. How unusual is that? )
Dr. Curran, I think it is a harbinger of the future, arid the mood
i that has come about, of restricting access. I believe this is the first
month where we have seen that level of ]oss.
I can tell you that if I look at the whole previous year, fiscal year
of July t& June in 1980-81s that there were about 800 infants for
whom requests were made who couldn’t be placed in their nearest
centers in the'State of Florida, glgewhat over 600 of them were
placed. Of infants not placed, about one-third died; in the month of
June it was 47 percent, of those who couldn't be placed. -
-~ Mr. WALGREN How many of those who were placed died? What
percentage of those placed died? oo
Dr. CurrAN. Dr. Eitzman will correct me if I am mistaken, buy if
we look at our overall infants transported, I think we are looking
at 18 percent die.
Mr WaLGREN. Much higher for those not placed?

Dr. CurraN. Two and a half times. ’{ ’
Mr WaLGREN. The suggestion was that the Teason for his 10
. figure was with the influx of the immigrants into south Florida
that this might explainthe unusually high number How many of
those 10 wege,Haitians or Cubans? .
Dr. CURRAN. I cannot answer that.
o - The State’s HRS is studying that question.

Dr. EirzmaN. The majority of babies that we have personally
transported from south Florida are Spanish-speaking parents.

Mr WaLGren. What would that—when you say the majority, the -
number transported from south Florida, how would that compare
with the number transported over the State as a whole?

Dr ErtzMaN That would be considerably different, but .during
this month when we have had such a crunch from south Florida,

| we transported approximately half of the babies that needed to be
moved from south Florida, which was a total of 7 or 8 for 1 month

1
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for us, and the majority of those babies, 4 were Spahish-speaking.

. For our own population that is considerably differgnt.

Mr. W ALGREN. I certainly appreciate the situation you find your-
self in. It is not unusual and I think it will accelerate.
In Pennsylvanja we have seen a version of this in the capping of

" adminjstrations to skilled nursing homes. The result is that pa-

tients have no facility to go to and therefore I am sure die much
sooner in their homes from lack of treatment than they would if
they had access to a nursing homle, and the only explanation for
that is the State did not feel it had the funds to pay for medical
costs, documentably necessary medical costs. i

I just think there is a basic question of the level of government
on which we pay for it; the States have'very regressive tax struc-
tures. In Allegheny County we funded our nursing home basically
on a property tax. The State has a flat income tax, that is pre-1921,
in its social ethic. :

I just think the present administration is going 180 degrees in
the wrong direction. I wish that this kind of case would develop the
sense of outrage among the Congfess that would provide funding
on the Federal level for these kinds of programs.
- So I appreciate your testimony very much:

Mr. Gore. You said there were 200 infants for whom room could
not be found in neonatal intensive caré upits last year in Florida;
18 that correct? ' .

Dr. CURRAN. It was approximately that.

Mr. Gore. Sixty to seventy of those died?

Dr. CURRAN. About one-third.

Mr. Gore.. Of the remaining two-thirds, how many suffered
mental retardation or other lasting impairments?

v, itzman, what would statistics lead you to surmise about
that? ¢

Dr. Errzman. The statistics are not good until 2 years of age.
Based on past experience, it would have been 10 percent of them
who would have suffered some sort of compromising medical or
mental situation. ’

Mr. Gore. Based on your analysis, the Kfetime care for that 10
percent of- the remairder is probably more in dollars and cents
than the cost would have been to provide neonatal intensive care
to prevent the retard-at}ibn or other lasting impajrments? :

Dr. ErrzmAN. Yes, gir.

. Mr. Gore. % it is*ot just a matter of people standing up for a
principle, and.infants in ,need of care suddenly to be given that
care. It is also-a matter of hardnosed economics. The public saves
money by doing this. .

I-yield to my colleague, Mr. Coats.

Mr: Coats. Thank you, Mr. Chairman.

Dr. Curran, 1 appreciate your “willingness to testify on this
matter today and provide us with this information. I don’t think

anyone on this pahel wants to think of themselves as insensitive to .

the right of all children, even the ptreborn, to participate in and
live in this society. ’ .

I am a little concerned. Just to clarify for the record here, I am
concerned about some of the picture that is developing here in

terms"of the il‘iti‘\iity of the: administrators or thé board of
} , .

.
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Tampa General Hospital. It is difficult for me to imagine an admin-
istrator, an assistant administrator, or a board of directors of that
hospital, coldly calculating—strictly. for economic reasons—that a
certain number of infants are going to be denied access to the hos-
pital, or will die in the streets, or in the ‘home where they were
born . .

You, however, seein t indicate that thisis the case. I want %o
make sure that we are clarifying this for the record. We are talk-
ing about life in this instance; we are talking about life fof the pre-
born. We are also talking about the lives of the administrator and
the assistant adminisn%gor and the board mémbers of Tampa Gen-
eral I want to make sure that the picture we are painting here, or
th? allegations we are making, are at least fair tg these individ-
uals. )

Are you saying that all they think about is profit and loss, and
when they look at the balance book, they see more money flowing
out of this hospital than flowing in, aiid they are lookigg for econo-
mies, and if that results in babies dying, then so be it?'Is that the
implication that you want to leave? -

Dr. Curran. I would like to just correct it a little bit, and then
come back to the implication. The correction is, I think thatewe
have to be careful in terms of levels of responsibility. There is a
Hillsborough County Hospital Authority, which are lay pebdple ap-
pointed to make policy decisions. There then is a hospital adminis-
tration which is charged with implementing the policy decisions
they receive. I do not think any of the administrators, the people in
day-to-day involvement in the hospitals, are comfortable with this
decision However, they have been given a very flatout policy that
they must implément. I think there may be other implications
which are that perhaps the governing board felt they could secure
some political advantage in the State with regard to funding. I,
however, am not privy to any of that. Basically, as explained to me
on several occasions by the chairman of that board of directors,

“this is purely a financiat decision.

Mr. Coars. If I understand your statemént correctly, what you
are saying is that the inference that the administrator and assist-
ant administrator simply are irresponsible or unresponsive to the
redical community is not_necessarily the case;-that they are fol-

_ l;)lwing the mandate of the board in terms of policy laid down to
them »>

Dr. CurraN. That is correct -

Mr. CoaTs Is that policy specific in terms of reduction of services
for the neonatal care unit, or was it a broader thing, saying that
we need to save this amount of dollars?

Dr. Curran That is specific for the neonatal care unit.

Mr. Coats. Earlier, .yoit testified, I think, that the hospital had
$34-million in uncollectibles. Was this for the previous year?

Dr. CURRAN. Yes, sir.

Mr. Coarts. Do you have an idea of what areas those uncollecta-
bles result from?

Dr CurraN. I really don’t have all of those details. That includes
adults as well. Somewhere around $2'2 million of that is ascribed
to neonatal carg 'You must recognize that the hospital calls uncol-

lectables also ‘c#htractual writéoffs for such programs as medicaid.

.
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They are not bad debts per se. They are the difference between
charges'and collections.

Mr. Coats. How much of that $34¢million is actually a loss, or do
yod have any idea? '

Dr. CurraN. I don’t know.

Mr. Coats. I guess we would all recognize that if $34 million is
going out the door as a net loss every year, something has to be
done. Either we have to have more public funding, or we have to
raise fees for those able to pay, or we have to cut back on serv-
ices—one of those options. )

Dr. CurraNn. They have announced they have had a profitable
year, actually being in the black, in spite of that.

Mr. CoaTs. In spite of the $34 million uncollectibles?

Dr. CURRAN. Yes, sir.

Mr. GoaTs. You have no idea which areas of the hospital, other
than thé~$2% million for neonatal——

Dr. CurraAN. No, I don't, sir.

Mr. Coats. Do you think it might be a {me policy on the part.of
the board, if they directed* cutbacks in areas where they were
having trouble collecting rather than, say, more critical care areas
such as neonatal care, emergency care, this type of thing?

Dr. CurraN. I would answer this by saying any general hospital

. is going to havefareas where they probably make a prefit. They are

«

also going to Have service areas where they are going to have
\l_o;sﬁes. I think tHey must balance the two of them.

r Coars. me get back a little bit to the board question now,
the board that is determining the policy, and evidently very specifi-
cally determining the policy, because they have directed a specific
cutback in neonatal care operations until so many beds are availa-
ble, and so forth.

* You are saying that the board really doesn’t have the expertise

" to make this decision; is that a fair statement on m part?

-

Dr. Curran. 1 don’t think they have considered all the’;uman
iSSlllleS‘ There are ‘moral and ethical dilemmas involved here as
well.

Mr. Coats. I couldn’t agree with you more on that.

The board is made up of merchants from the community?

Dr. CurraN. Primarily gentlemen in business in the community;
yes, sir.

Mr. Coats. No one on the board with a medical background? *

Dr. CUrrAN. No, sir.

Mr. Coars. This is a nonprofit hospital; is that correct?

Dr. CurraN. That is correct.

Mr. Coats. What is the motivation for these businessmen or mer-

- chants to serve on the board? If I were a businessman in Tampa,
why would I want to" serve on the board? It sounds like a lot of
headaches.

Dr. CURRAN. At the moment, [ don’t know that you would want
to.

Mr. Coarts. There is no financial reward?

Dr. CurraN. No, sir, there is not. . ‘

 Mr. Coats. As a nonprofit institution, of course, there are no
stock dividends or return on bonds.

Dr. CurraN. No, sir This is a public-service commitment.

Q
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* Mr. Coars. Could we assume that the board members have some
altruistic motives; they are interested in human needs? I am sure
. & itrequires a lot of time: - ‘.

Dr. Curran. I think some of them very definitely do:

Mr. Coats. Has anything been done since this incident to sit
down with either you or the adminjstrators—to sit down with
board members—to outline or” at least to, explain that the policy
: laid down was perhaps not the correct policy?

Dr. CurraN. Yes, we have met on two occasions with the chair-
man of that authority.

The response is no change in policy; it will remain as. it is.
Mr. Coats. What reason did they give for that? ’
‘ otfler

Dr. CURRAN. Again, financial. o'

Mr. Coars. Did they indicaté in any instance there ‘was no
option or,no other way to go? Did you suggest em that pérhaps
if the question is financial, maybe they ought to @irect their efforts
in another area? - ) I

Dr. CurraN. Yes. I definitely have, and we actually have records
substantiating over 1-year attempts to try and prevent this type of
i i developing by ‘working with that board, but it had
and I.am not at all cléar why. )

Mr. Coats.4Did they make an effort to explain to you why this is
, the case, what their financial difficulties were?

Dr. Curran; Yes; in part. They also freely admit it was some-
what of a snap judgment because data was not available to them
until 3 days before their announced decision. '

Mr. Coats. But it is no longer-snap judgment?

‘Dr. CurraN. That is correct. : .

Mr. CoaTs. But their policy is stilt the same? -

Dr. CURRAN. That is correct. © :

Mr. Coars. They are totally intransigent on this issue.

Dr. CurraN. That is correct. .

Mr. CoaTs. With no explanation as to why.

' " @r CurraN That is correct—other than what I have told you.
While this may not be the-place te announce it, it is the subject of
public interest ftigation in that city. g
Mr Coars. Perhaps we shquld leave that, then, to the litigation.
, I might suggest that in the future we ought to
here, It appears that this is where the crux of the
problem lies. It would. be helpful td us, I think, in evaluating this,
determining whether %his is a national problem deserving national
attention, or perhaps a local, problem with some misplaced board
members. - « ot i
" We.qught to have a spokesnian from that board here to explain
why they would make that kind of a decision. I can’t imagine them
being that insensitive—if the: hospital is making a profit, as you
say; if financial problems really are not the case. How anybody
could deny treatment to a,2.6-unce baby at its doorstep is beyond
my comprehension. v
Mr. Gore. The gentleman’s fime has expired.
émight say we will have other witnesses in a moment who wili

tely us that this is indeed a national problem and that the decisions
" made by this board were influenced heavily by pressares that are
commonly felt by hospital boards throughout the United States.

N \
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I would Like to recognize counsel for a brief question.

Mr. SegaL. Dr. Curran, isn’t-it the situation that when the board
was faced with this decision, they had a large f uncollectibles,.
and blllS that were not adequately reimbursed, that one of the
major causes was lack of sufficient resources pfgilided by the med-
icaid program to begm with?

Dr. CurraN. That is 'true, because medlcald is a supplement to
the State general revenue dollars. They are separate, but they are,
very much a participant in the provision-of this care.

Mr SEecaL t}ﬁe fact the medicaid funds ‘helped create this di-
lemma and h an impending medicaid cap at the Federal level,
would your assumption be that the situation would get exacerbat-
ed?

Dr. CurraN. Yes, sir. -

Mr SkecaLr. Thank you

Dr Errzman. The rest of the centers throughout the State are all
losing money, so there are eight hospital administrator groups who
are willing to support this and accept it, and the State mandates
that each center has 18 beds. Tampa now has 18 beds. Before, they
had more than 18 beds, so that they are strlctly—legallstlcally,
they are complying with what State aid they"Rad to have.

Mr. Gore. The first hospital which was referred to—is it Peters-
burg?—it was really filled up; is that correct?a

Dr ErrzmaN. That is right. !

Mr. Gogk. Did it have more beds at one time”

Dr. ErrzmaN No

Mr. Gore I would like to thank youboth.

This hearing would not be taking place except for the death of
this baby boy, Downing, but it is also true this hearing-would prob-
ably not be taking place—and further investigations I would hope
to engineer would not be taking place—except for Dr John Curran,
et cetera, and I would like to thank you for your courage and forth-
rightness, Dr. Curran I am sure you don’t think of yourself in
these terms, but in 4% years of conducting investigations, I think I
have begun to recognize the ring of truth and honesty and forth-
rightness when it comes out, and when somebody has the guts to
Just quietly tell the truth, I am sure it is uncomfortable for you to
say some of these things about the policies of the hospital, and I

. know it takes a good deal of coyrage. I just want to congratulate
you on being willing to stand up/nd justesay the right thing.

Thank you And thank you,Dr Eitzman, and others lik u in
the State of Florida, who hgse over the years put together a very
impressive system that unf¢rtunately is 1n great danger 1n the cur-
rent environment.

e are now going to call a panel of WMS, a ganel of three
people, each of whom has provided really éxcellent testimony, and
I want to thank-them in advance.

I would like to call Dr Robert Goldenberg, from the University
of Algbama Medical School; Ms. Vivian Mendez, from the North
\Central Legal Foundation in Dallas, Tex ; and Karen Davis, from
the Johns Hopkins School of Public Health

If all three of you would please come to the witness table If you
don’t mind, would you stand and raise your right hand?
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. Do'you swear the testimony you are about to give will be the
truth, the whole truth, and nothing but the truth, so help yod God?

Dr. GOLDENBERG. I do  °

Ms. MenDpEz. I do.

Dr. Davss. I do. !

Mr. Gore. Thank you 1n advance for providing such excellent tes-
‘timony. Without objection, the entire text will be put in the re,ord e
following your testimony.

Dr. Goldenberg, we will begin with you You may proceed /

TESTIMONY OF DR. ROBERT GOLDENBERG, OBSTETRICIAN, UNI-
VERSITY OF ALABAMA MEDICAL SCHOOL; VIVIAN B. MENDEZ,
NORTH CENTRAL LEGAL SERVICES, DALLAS, TEX.; AND KAREN
DAVIS, PROFESSOR, JOHNS HOPKINS SCHOOL OF PUBLIC
HEALTH

Dr GoLpENBERG I come befor\el:jou today in two capacities. First,

am an obstetrician and work p¥oviding prenatal care and delivery
services, mostly to poor women in‘a major medical center in Ala-
bama.

Second, I am the former dlrector, and now consultant, to the
bureau of maternal and child health, a State agency charged with
providing obstetric and pediatric care for the poor and, in a general
sense, umproving maternal and child health in Alabama. I would
like to direct my remarks toward the provision of prenatal and de-
livery services for poor women and infants in Alabama and its rela-
tionship to infant mortality.

For years Alabama has had one of the highest infant mortality
rates in the United States and elsewhere An excessive number of
infant deaths is linked to preventable damage such as cerebral
palsy and mental retardatlon All evidence shows that as we pro-
vide medical care, that every time we reduce infant mortality by
three, or infant death by three, the number of children born se:
verely handicapped is reduced by two, and there are, in addition,
another five children who would have been born mildly handi-
capped, mildly retarded, which end normally as well. So that the
process of reducing infant mortality is very clearly linked t reduc-
ing cerebral palsy and mental retardation, as well.

In Alabama, predominantly due to the provision of services for
poor women. and poor newborn infants, in the last 15 years we
have reduced infant mortality from 31 to 14 deaths per thousand
live births, and much of this reduction h curred in the last 3 or
4 years. This means, in Alabama, 300 infants now survive each
year which would not have survived only 4 years ago: In addition,
this means that another 200 infants who would have been born s¢-
verely damaged are now normal as well.

Nevertheless, despite the improvements to date, our estimates in-
dicdte that nearly 50 percent of the poor outcaomes that we still see
would be preventable by better access to medi®l care for poor
women and infants.

While the value of saving a hlﬂ')an life cannot be estimated, we
‘know some of the costs to society that occur when a child which
could have been born normal is mentally retar(led.
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Institutional cafe in Alabama for handicapped children now
costs over $20,000 per year. This means that over the lifetime of an
institutionalized child to an adult, we are talking about costs that
could run up to $1 million.

We have spent considerable time determining why pregnant
women and their newborns do not receive appropriate care in Ala-
bama. Among many factors, it seems the most important is the
question of funding. In Alabama, about 70 percent of all pregnant
womer® have at least some private insurance which pays much of
the cost of their prenatal and delivery care. Another 5 percent, pos-
sibly 10 percent of the women who do not have, should have pri-
vate resources to pay the costs of their care. -

Still another 10 to 15 percent of the pregnant women are now
eligible and utilize medicaid. I should point out these are virtually
all single women, and State medicaid operations do not require gov-
erage for low-income married families Therefore, approximately 10
percent of the pregnant women in Alabama, and these are pre-
dominantly married women, are left without any source of pay-
ment for prénatal, labor and delivery services.

Medicaid is the most substantial source of public spending for
women and children in Alabarpa, and our estimates are it provides
more than 60 percent of the public funding for infant care and ma-
ternity caré. It is avaiability of this funding, linked with the public
health system—which is predominantly supported by title funds—
which has enabled us to achieve the progress I talked about earlier.
w»We are, therefore, especially concerned about the proposed cap
on medicaid because of the likelihood that the minimal services we
are now providing, services which I think have done so much good,
may have to be even reduced further. Already limitatfons in medic-
aid dollars Hive forced cutbacks in the length of hospital stay. For
example, very small newborn infants, the kind we have been talk-
ing about, which often requirg 2 or eveM3 months in a newborn
intensive care unit are now llinited‘in Ala a to receiving only
20 days medicaid hospital assistance. That 1s pared, in fact, to
flu, which I heard by the previous testimony was 45 days. Alabama
will only support 20 days. Alabama medicaid is only 20 days.

Some hospitals are finding it, or in fact practically all hospitals
find it difficult or impossible to discharge or transfer these infants
once they have been admitted, and therefore there seems to be a
co&sistent pattern developing in Alabama now that the hospitals
ar€ subt]y and, in fact, now openly trying to discourage the admis-
sion of small premature babies, whether funded by medicaid or
whether there&e no funds at all, since medicaid again will only
pay 20 days of an estimated 60 or 90 days’ hospital stay.

ese are very small babies often weighing only 2 or 3 pounds.
We are aware this exclusion leads to a much higher degth rate
Our figures would indicate much the same thing as Florida’s do.
We know that these babies that are excluded ﬁave higher inci-
dences of mental retardation and handicapping conditions, and we
know' that while it is cost efficient to provide newborn intensive
care because of the reduction of these develogmental disabilities
and handicapping conditions, it is not reasonable to ask hospitals
to accept the’care of an infant for 2 or 3 months when they know
beforehand there will only be 20 days’ reimbursement.
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I should add that we are frequently made aware of mothers or
infants whose final transportation to an appropriate hospital took
longer than necessary or could not be achieved at all because of the"
absence of appropriate funding. The proposed cap on medicaid and

* the almost certain reduction in funding available for women and
infants will very likely increase these incidents.

While Alabama at least today offers medicaid for prenatal care
in the first pregnancy, there hayg been a number of attempts by
the State medicaid agency, when faced with a funding crisis, to
eliminate this nonmandated service.

A cap on medicaid, therefore, will virtually assure the elimina-
tion of prenatal care and possibly delivery care as well in the first
pregnancy for medicaid-eligible women .

From my personal experiences as an obstetrician practicing in
Alabama, I can cite numerous examples in which women in labor
were turned away from hospitals. On at least six occasions in the
last 2 years I have persopally seen women start labor, et cetera, in
north Alabama or in Tennessee, who worked their way down I-65,
stopping at various hospitals, trying to get admitted, finally ending
up at University Hospital in Birmingham, which at least today has
maintained an o admission. They, by the way, are reconsidering
that right at th€ moment.

In another example within the last year, a woman 7 months
pregnant with two previous stil}births——

Mr Gore. Let me interrupt you there You said that you person-
ally. on six occasions in the last 2 yea:;}as\;e seen women working

[

their way down the interstate from Tennéssee to Alabama?

Dr GoLpenserG Either north Alab or Tennessee

Mg Gore Being denied admission by five or six hospitals on the
way s

Dr GoLpenBerG While they were in labor

Mr Gore While they were irgebor?

Dr GoLDENBERG Yes, sir .

Mr Gore All right. Go ahead. Excuse me.

Dr GOLDENBERG 4nother point 1 was starting to bring up,
within the last year a woman 7 months pregnant, with two previ-
ous stillbirths and a blood,pressure so high as to be immediately
life threatening from stroke, was denied admission to at least two
hospitals in Montgomery, because she had no money to pay her
hospital bill This was a married woman, not medicaid eligible.

A similar case 3 years ago resulted in an unattended birth which
I now know that child is in an institution because of severe damage
probably suffered, at the time of birth

While relatively rare, now, cases like these were common prior
to the availability of medeaid funding Reduced medicaid funding
or prenatal and delivery care would enhance the possibility of '
their increased frequency ) . .

In summary, the progress we have made in maternal and child
health in Alabama in the last 10 years, I believe that has been dra-
matic Our estimates ind#eate that for every dollar spent on the
prevention of infant mortality and handicapping conditions
through medicaid, the State will save between $5 and $10 in long-
term institutional care for the severely retarded Providing and
funding of appropriate prenatal and delivery care is, therefore, not
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only humane, but I believe cost effective as well. I believe it is the
most important action that we can take fo turn the excessive
number of infants born who die or are damaged into living produc- -
tive citizens.
Thank you.
[Dr Goldenbgrg s prepared statement follows]
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TESTIMONY OF DR. ROBERT GOLDENBERG BEFORE THE
JOINT SLBCOMMITTEES ON OVERSIGHT AND INVESTIGATION AND .
" HEALTH AND THE ENVIRONMENT OF THE COMMITTEE ON ENERGY AND CO'MMERCE
OF THE W OF REPRESENTATIVES '
REGARDING INFANT MORTALITY
‘ July 27, 1981 s
P
| come before you today in two copacities. First, | am an obstetricion and work
providing prenatal care ond delivery services, mostly to poor women in a major
m:dicol center in Alabama. Second, | am the former Directar, and now Consultant,
to the Bureau of Maternal and Child Health, a state ogency charged with providing
obstetric and pediatric care fof the poor ond, in o general sense, improving maternal
and child health in Alabama. | would like ta direct my remarks toward the provision
of krenatol ond delivery services for poor women and infants in Alabama 8nd its

reldtionship to infant mor tality.

o
. -

- A i}
For yeor; Alaboma has had infant death rates among the worst in the country. -As
elsewhere, an excessive number of infant deaths is associated with excessive, often
preventable damage such as mental retardation and cerebral palsy in the sg{viving
children. All evidence shows that as we provide rmedical care and r‘educe«: infant
mor tality, the ingidence of handicapping cond'iﬁons is also reduced. In f\crct, our b;st
estimates show that avery time we reduce infant deaths by three, onother two infants

> who, in the past, would have been so severely handicopped so as to require
institutional care, will turn out normal as well. Another five who would hav;: been
less severely hondicapped ond(or retarded, will also be normal. Reduction o'f’—infcm
mor tality and the production of healthy, .normal babies, therefore, goes hand in'hond.

-+
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Poverty, inadequate nutrition, Ioc‘k of transportation and low educational levels all
contribute to babies dying ond children born who do not achieve their full potential.
Babies of poor women, for example, have twice the infant mortality and handicapping
conditions thoan do the ‘children of more well to do women. '

.

»
Despite the many etiologies of infat mortality and handicapping conditions, up to
50% of these poor 8utcomes could be prevented by providing appropriate prenatal ond
delivery care to oll women and children, care we now know how to provide. We have
hod success in in.1proving Pregnancy outcome in Alabama simply by doing this. By the
initiuti:\ of programs for poor women and thsir newbornlnfmts, in the last 15 years
we have reduced infant mortolity from 31 to 14 per 1,000 live births, with much of

this reduction occurring over the last 3 or 4 years.

4

This means that more than 300 infants now survive each, year which would not ;-nve
survived only 4 years ogo.\ In oddition, this means thdt another 200 infonts who would
have been born severely damaged, often requiring institutional care, now are born
normcgl as well. Therefore, while one approach to the reductio% of infont mortality
ond handicapping conditions suggests a brood change in social conditians, | believe we
have shown that the provision of adequate medical servnces to pregnant women and
their mfcnts will achieve substantial improvements in pregnancy outcome ond reduce

infant mortality.

While the value of saving a human life cannot be estimated, we know some of the
o33t to society that occurs when a child who could have been normal ends up severely
hondicapped. In Alaboma, institutional caré costs the state at least $20,000 per year.

A lifetime of institutional care for one child could, therefore, cost e state more
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than $1,000,000. Special education and treatment ‘casts for those children born less

severely handicapped are olso substantial. )
M -
‘; A

‘We have spent considerable time ond energy determining why pregnant women and

their newborns do not receive appropriate care in Alobamo. Among the many
foctars, most important is the question of funding. In Alabama, about 70% of all
pregnant women have at least some private insurance which pays the cost of much of
their prenatal ond delivery care. Another 5-10% who do not have insurance have
sufficient private resources ta pay the necessary costs. Still another 10-15% of the
pregnant women are now el’lglble and utilize Medicaid. | should point out that these
are virtually all single women since state Medicaid options da not require coverage
for low income married families. Therefore, approximately 10% of the pregnant
women in Alabama ore left without any source of payment far prenatal, lobor ond
delivery services. These women are predominantly married, aften responsible people T
who usually pay their bills. Hawever, they connot afford the nearly $2,000 it now
costs ta receive opprc;priote prenatal care ond delivery services. Some are refused
services. Others, even if not actually refused, aften choose not to seek preventive
medical services rafher-th{ incur debts, which far them would be overwhelming.

.

Over the last 10 years, hawever, using ﬂ;e resources available ta us, from Title V of
the Social Security Act, state funds and especially Medicaid, v;e have been syccessful
in building o program for poor women and their newborn infonts which has provided
occess ta at jeast some medical care for the vast majority of poor pregnant wamen
and many of the infants. For example, in the last year, only 400 Alabama women, out
of nearly 60,000 wl‘to had babies, couid not find entrance ta some h::spitol for delivery

.
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Without doubt, Medicaid is the most substaontial source of public fundins for women

and children in Alabama, providing more fhonj 70% af all public funding for health

care for women and children. It is the availability of this funding linked with a p
maternal and child public health system predominontly supported by 1l'ifle V funds

which has enabled us to achieve the substantial progress that | talked about egrlier. =
While ﬂ\\e system is still far from perfect, and there are many gaps in services to poor

women ond children, this system is working. We are, therefore, especially concerned

about the proposed cap on Medicaid be‘couse of the likelihood that the minimal

services we are providing in Alabama to pregnant women and their infants, may have .

to be reduced even further.

Already, limitations in the availability of state and matching federal Medicc;;d daltars

have forced ct;fbod<s in the Ienafh of hospital stay covered by Medicaid. For

example, very small newborn infants which often require two or even three months in

a newborn intensive care unit are now limited to gceiving only 20 days Medicaid

hospital assistance. Since hospitals find it virtually impossible to discharge or

transfer these infants when Medicaid funding runs out, ond since they are often not

prepared to absorb the losses involved, some of the relatively few hospitals in the

state capable of providing this highly specialized care are already subtly discouraging .

admission for indigent mothers and/ar their critically i}l newborns.

For these v-ery small babies, often weighing 2 or 3 pounds and sometimes less, we are
.well aware that this exclusion leads to a fpuch higher death rate gnd, even worse, a
r'nu‘cj higher incidence of develo;menfol abnormalities including mental retardation
and cerebro’l palsy. While we know that it is cost efficient to provide newborn
intensiye care because of the reduction of developmental disabilities and handi-

capping conditions, it is simply not reasonable to ask hospitals to accept the care of

¢
' -
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on infont for 2 or 3 months when they know beforehand there will only be 20 days
reiqbursement. Certain hospitals hove &lreod'y tpreutened further reduction or

elimination of these services to indigents if funds are not made available. .

' . '

N .

It 1s relatively easy to cite specific examples of bgbies who could not l';e transferred
to a hospital to receive life-saving, highly specialized care. We are consistently
made aware of mothers or infants whose final transportation to an appropriate
hospital took longer than necessory or could not be achieved at all because of the
absence of cppropriufe funding. The proposed c’cp on Medicaid and the almost certain
reduction in funding available for women and infants will very likely increose’fgse

incidents,

N

While Alaboma, at least to date, offers Medicaid for” prengtal care in the first
‘ ~

pregnancy, there have been a number of attermpts by the Medicaid agency, when

faced with a funding crisis, to eliminate this non-mandated service. A cop on
Medpa:id, therefore, will virtually assure the elimination of prenatal care and
potentially delivery care in the first pregnancy.

Financial pressure continually threatens the program of needed services in other ways
as well. For example, a recent ruling by the state Medicaid agency will apparently
result in their not paying for full hospital costs for some Medrcaid eligible wom;n .
having their first babies. University Hospital in Birmingham, therefore, has
threatened to turn away Medicaid eligible women in kizor if they do not have
sufficient funds. Since this hospital hos served as a resource of last resort for

pregnant women with no other source of care, this threat is &specially disturbing.

S
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Also, from my personal experience:os an Wbstetricion procﬂcmg in Ald‘xmn, | cad ..
cite numerous examples in which wornen in labor were turned owuy frorn !p:patul;,é
On of leost six occasions in the last two years, | have® see!wommwho started her K
lobor at home in North Alabama, who had stoppe?! in five or six hospitals sedung i
odn(maon and being refused, before she ccr'he to University Hospital in Birmingham.
ln onother exomple, yuthm the Jast year a woman seven months pregnant with two
previous stnllblfth; ond a bJood pressure s6 high as to be ammediqtely Iife-threatening y
was 'denied admission to _5Zm| hospitals in Montgomery. Heqlth Depwmmt
personnel personally drove her to University Hospital in Birmingham over 100 mjles
. away. A slmllar cgse, three years ago, resulting in an unat tended I'parking lot"® bir th
yielded o severely damoged, now institutionalized, child now costing the state of [ 2
. Alabams $23,000 per "year. While now relatively rare, cases like these were common

prior to the availability of Medicaid funding. - Reduced Medicaid funding for prenatal
L and delivery care will enhance the possibility of:fheir increased frequency.

’

_In summary, the progress that we have madeTn Métern8l ond Child health in Alabama
i‘n the last 5-10 years has been dramatic, both in relationship to the health status of
our mothers and children and the potential long-texm fiscal heaith’of the state. Our
estimptes, .substmtiuted in other s}utes,‘icute that for every dollar that is Spent
on prevention of infanf mortality and hendicapping conditions thrugh Medicaid, the
state will~sove between 5-I9 dolk:rsdn long-term institutional care for the severely

retarded and daycare for the mildly retarded. '

L]

Providing and funding appropriate prenatal and delivery care, therefore, is not only

sh—

\
humane, but is also cost effective us well. 1t is the most important oction that we

con take to turn the éxcessive number of infants born who die or ore domaged mto ’

E 3

living productive cmzens. - .

.ln this time of flduced resources and the desire %o limit public spending to ¢
: worthwhi]e,qnd cost effective programs, it is important not to take ucti?ns which will
- - .

* do damoge and result in even more costly future remediation. !I am concerned'that a

cap on the total Medicaid budget will result in a decreased availability of prenatol

care ond hospital delivery service for poor women and their newborns. - . .
. v Y L < [N
‘ !
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Mr. Gore. Thank you very much. Very powerful testimony. We
certainly appreciate it.

Ms. Mendez, I read your testimony over the weekend. It is very
thorough and documented to the hilt. I invite you to proceed with
any or all of it, as you see fit.

TESTIMONY OF VIVIAN B. MENDEA

Ms. Menpez. Good morifiing, my name is Vivian B. Mendez, with
North Central Texas Legal Services in Dallas, Tex. Qn behalf of
our clients and the medically needy in Texas, we wish to express
our concerns of the problems of acCessibility of health care services
throughout this State. g

The typical pattern of a denial of access to-a hospital begins
when a low-income person requests medical services. Even if the
person is on medicaid, the hospital, which is usually in a rural
town, will explain t a}lat while they accept medicaid, there are no
physwlans on duty or on staff who will accept medicaid. The result
is to turn the person away. )

I personally observed such an’ incident at a hospital in Tulia,
Tex., in August 1980. The hospital has been modernized with Fed-
eral grants or loans under the Hill-Burton program, and at that
time had an uncompensated services obligation outstanding. The
refusal violates the medicaid provisions and access requirements of
the Hill-Burton regulations.

A routine method of refusing health care is to require cash de-
posits or copayments which the indigent person does not hav
example, on December 8, 1978, at about 9 a.m., Isidro and Rachel
Aguinaga took their 11-month-old child to Dr. Murphy in Dimmitt,
Tex., who was at that time serving as chief of staff at Plains M@mo—
rial Hospltal

After examining the infant, Pr. Murphy informed Mr. and Mrs.
Aguinaga that their child required immediate admission to the hos-
pital. The Aguinagas proceeded to Plains ‘Memorial Hospital,
where they requested that their child be admitted to the hospital.
The hospital recegtxoné/ requeﬁeg a $450 deposit. They replied
that they did not have

The receptionist then informed the hospital administrator that
the Aguinagas were seeking to admit their child.-The administra-
tor then also asked them if they had $450. When they replied they
did not, he then requested $225. The Aguindgas stated that they
had no money, but that they were willing to make arrangements to
pay The administrator insisted on a prior deposit of $225 and re-
fused .to admjt the sick child. He stated, “Well, a lot of Mgxicans
come in h to get well andrthen they just take off ‘and leave.”

The Aguinagas wére unable to locate other medical assistance,
and their child died at about 3 p.m. that same day. This was taken
from the complaint filed with the Department of Health and
Human Services. N

In March 1981, I received a telephone call from Mrs. Alvidia
Garcia, informing me that she was in severe labor pains and had
been denied idmission to St. Paul’s Hospital, wheré she was a pa-
tient at the maternity clinic. She further stated that the reason for
denial was for failur® to pay the physician’s total fee. I instructed

L ]
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V
rs. Garcia to go back to the hospital and inform them that since
St. Paul is a Hill-Burton facility,they cannot deny her access. .

‘Around 11 a.m. that same morning, Mrs. Garcia called again,
this time from a telephone booth, stating that St. Phul’s insisted on
the remaining fee and would not admit her to the hospital. This 7
time I told Mrs. Garcia to go back and call me from the hospital so
that I could meet her there. I never heard from Mrs. Garcia until a
week later. At that time, she informed me that she went to Park-
land, the county hospital,-to deliver her baby because her pains
were 10 to 15 minutes apart when she had last talked with me, and
she did not want to argue with St. Paul’s Hospital any more.

Last, on July 30, 1979, Hector and Cindy Castillo went to High
Plains Hospital in Hale Center, Tex., to inquire about the cost re-
quired for the delivery of a baby. They were informed by the hospi-
tal that a-$750 deposit was reqiiired prior to the delivery. That
same afternoon, Mrs. Castillo went into labor. After arriving at
High Plains Hospital, she was informed that a $300 deposit was re-
quired. Mrs. Castillo then called her husband at work. Since he did
not have the cash on hand, he called his attorney ahd asked ta,
borrow the money. Since the attorney did not live in Hale Center,
Mr. Castillo had to travel some 30 miles away.

In the meantime, Mrs. Castillo was in the hospital lobby waiting -
for her husband. Once he arrived at the hospital with the $300, he
was told that he needed to pay the total deposit of $750. Again,
since he did not have the cash available, he called his parents and
relatives and was able to come up with the money late that after-
noon. Throughout this ordeal, Mrs. Castillo waited, in severe labor
pain, in the hospital lobby, while her husband traveled many miles
to obtain the $750.

The abowe incidents are just a few of the many problems of ac-
cessibility kﬁealth facilities in Texas. If you wish, further docu-
mentation of dther similar cases will be furnished upon request.of\

Another concern is that the medicaid cap would drop elderly
medicaid recipients off the Texas nursing home optional program.
Since Texas chose the Federal option to cover persons in nursing
homes whose income did not exceed 300 percent of the supplemen-
tal security income standard payment level, they were affected im-
mediately by budget restrictions. Texas has experienced this due to
a State legislative matching cutback in 1979. Due to the decreased
funding, the result of a State budgetary limit, certain previously

aeligible nursing home residents at the intermediate level care 11
were completely eliminated. '

A wave of notices were issued to individuals in nursing homes,
evicting them unless their level of care was sufficiently certified.
The public outcry caused the Texas medicaid agenty to retract the
policy for existing residents of nursing homes and apply it to new
applicants. This, however, was a fictitious solution.

Let me conclude by stating that medicaid cuts® will kill babies.
The budgetary cuts proposed for inclusion in the budget reconcili-
ation package will wreak havoc not only for babies, but women, mi-
norities, the handicapped, and the elderly, and create massive fi-
nancial barriers for low-income residents in Texas who cannot
simply afford deposits :
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- tion of the father's residency further clouds the 1ssue

Lot -

I thank yo& for giving me the opportunity to share with you the

concerns of those who would be'affected if medicaid funding were

decreased. If you have &ny questiohs, I will try to answer them.
{The attachment'to Ms. Mendez’ statement follows:]

[From the Avalanche-Journal, June 28, 1981] -

Savinc I‘st or Poor Poses Economic RippLE

. . (By Larry Arnold)

At what point does economics outweigh moral considerations 4hen saving a life?

For a physician, the question, which 18 as old as Hippocrates, contains no econom-
ic considerations. .

But what if you are a hospital admimstrator plagued by uncollectible debts in the
mtlhions of dol each year, debts which threaten to bankrupt the facihity?

Or, what if yau are a county judge or commissioner presented the bill for the indi-"
gent fan;ilyua single bill three times the county’s normal yearly budget for all indi-

-3

gent 2

Charley Trimble Jr. is such an administrator

Dawson County Judge Leslie Pratt is such a judge. .

And a baby born three months premature in Dawson County and transferred to
Lubbock General Hoepital where treatment costs exceeded $20,000 has provided the
impetus for asking such unanswerable questions. .

“I'm not going to be the judge as fo who should live or who should die,” Trimble
said “That's strictly a physician-oriented deeision ” .

But doctors “really dom't take financial considerations ccount,” said one
Lubbock pediatrician “Thg referring doctor can't worry hat it is going to
cost someone.” * -

Trimble knows what it vosts and who 18 hkéTy¥q he stuck with the bill

Lubbock General is Bueported by taxes of Lu k County residents, not those of
out-of-county residents Yet a lot of the uncollectible bills stem from out-of-county
indigent transfers - * N

Dun;&lthe past two weeks, an average of nine out-of-county patients were ad-
mitted daily to Lubbock General Trimble said probably 75 percent of those admis-
sions had-some type of insurance - :

But consider that other 25 percent, which’includes, for instance, the Dawson
County baby * . .

When the baby boy was born 1n late May at Medical Ag: Hoésxg_tal in Lamesa, he
weighed 312 undL&gﬂ the attendjng doctor gavé the infdnt 50 chance of sur~
vival at the fcility, atcording to Dawson County offigals %

The baby’s chances of living would be greatly improved, the.physician decided, if
it %ould be transferred to Lubbock General’s neo-natal inténgive care unit, officials
said. . . ’

The proper procedures for.such transfers were followed, Dawspn County and Lub-
bock hospital officials said Lubbock General's receiving doctor notified the adminis-
trator on call about the pendinf#¥ransfer The.adzgrawr contacted Pratt about °

“

any lhabihty'the coun{y might have -
gratt consulted one of th issioners, Perm
said he could only spare $2,000 “and that was the ning iomt
When the baby was admitted later the same day, he weighed only two pounds, 12
ounces . . -
Then came the complications P
fter just eight days, hospital officials said the seven es of computer printouts
concerning the infant’s care revealed total costs of 37.45§§g .o
1 of the bab¥s blood had to be ¢ ed three times and although the blood was
free, the equipm®nt and expertise waé, ndl Room and board for the infant-was
$2,600 Respiratory therapy cost $3,107 The lab bll was $640 and the pharmacy bill
was $331 Radiology charges were $253 50 and intravenous fluids cost $249 50
The mfar&ostayed more than five weeks By the time it ws discharged, the b{

wgped $20, .

nmble said a bill for the remaining $1%% was presented to the teen-age

mother The 25-year-old father cannot be found, cconting to Dawson County offi-

cials His reported address and his place of business froved to be false, they said,

and because county tax mone used to pay a small portion of the ill,.the ques-
g

was gralj;ed although Pratt

The case also has prompted commissioners to question their indigent medical bill

policy In this instance alone, the total ical bill—payable to an out-of-county
» . , -
- . A E
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hospital—is about twice the $10,000 allottedto Dawson County’s entire annual ind:-
gent budget. t

And although the indigent apportionment will be increased to $12,000 in the
county’'s new budget, the money also must go toward payment of sifnilar cases treat-
ed at the local tax-supported Medical Arts Hospital “Last year, our own hospital
wrote off $264,000 worth of uncollectible bills,” Pratt said

- Imphed but not said was the feeling the $2,000 sent to Lubbock General would
have been better spent at the county's own hospital—had the doctor decided to keep
the baby 1n Lamesa

Dawson County got off easy this time, but what if there 18 a next time”

‘“We really should set up a policy, I guess,” Pratt admitted ‘“‘But since no two
cages are alike, I don't know how we could ”

So? Dawson County w)ll take cases one at a time

Meanwhile, Lubbock General’s problems remain

In spite of a concerted effort last year by the hospital administration, only a_few
of the surrounding counties have inked contracts spelling out what the county’s lia-
bility will be in such cases And the bills continue to mount

%ondﬂy, the hospital board revitwed seven accounts, all likely to be charged off
as uncollectible totaling $190,000 .

All seven involved services of the neonatal intensive care umit, with three out-of-
county cases averaging $28,333 each Two other out-of-county babies continue to run.
up bills, hospital officials noted, with one already past the $75,000 mark and the
other exceeding $90,000 . .

Lubbock General officials are proud of the excellent reputation of their neonatal
facihty, but they acknowledge it 18 that reputation which wuithrectly has created
some of the financial problems. -

As tl!e only level-three infant intensive care unit between Albuquerque, N M, and
Dallas e target for almost every premature infant with complications Those
compli€ations involving indigent families produce high bills and last year hospital
officials reserved $4 7 million for bad debts

It's hikely a similar full bad-debt amount will continue to be necessary, Trimble
said he has never turned anyone away when the case involved a hfe-threatening
situation ; ‘ —

“What do you do®' he mused “You can't/répossess a baby, a gull bladder, or a
kidmey What do you do?”’

Mr. Gore Thank you very much. We are going to withhold ques-
tions until we hear from the last witness on this panel, Prof. Karen
Davis. Prof. Karen Davis is well known to members of both sub-
committees and the full committee. It has been a great pleasyre to
work with.you in public policy for several years. We welcome you
on this occasion. .

. TESTIMONY OF DR. KAREN DAVIS

Dr Davis. Thank you, Mr. Chairman, and members of the sub-
committee, for this opportunity to testify ol the importance of the
medicaid program. Millions of poor Americans depend upon medic-
aid to obtain medical care and relief from pain, suffering, disabling,
and life-threatening conditions. It has brought about major changes
in the last 15 years in access to health care services for the pobr,

*and has been an important‘factor in improving the health of the

poor.

Yet the many achievements of the riledicaid program have been
overshadowed by a concern with Federal, State, and local govern-
ment outlays to support the program. Cgntrary to popular opinion,

. however, medicaid expenditures per Béneficiary are not highe
thgn health expenditures for the average American. Any propod
to cap medicaid expenditures cannot be,achieved through elimina-
tion of waste, but will 1nevitably impede access to needed health
care for many of the poor.
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National and local area data indicate that medic®id and other
Federal health programs instituted in the 1960’s have had a major
impact on improving access of the poor to health services and im-
proving health status. Perhaps the most striking evidence in this
regard is thé dramatic reduction in death rates in the last 15 years
for those causes of death that historically have been highest among
the poor. N

Infant mortality, one of the most easily measured indicators of
the health status, hardly changed at all in the 10 years preceding .
. passage of medicaid In 1955, 26 infants died in the first year of life
for every 1,000 babies born. In 1965, the year in which medicaid
was passed, the infant mortality rate stood at 25 deaths per 1,000
live births. Following this period of remarkable stability, infant
mortality rates plummeted doWwaward with the passage of medic-
aid. In 1979, infant mortality r were 13 deaths per 1,000 live
births—almost half the rate i 65.

Studies of trends 1n infant mortality in infler-dfity and rural
areas have also documented the importance of Fedenal health pro-
grags in reducing infant mortality, In onle study of southern rural
he& care, infant mortality dropped by 40 percent over a 4-year
period following the establishment of a federally funded health
center serving the poor. In another southern county, the infant
mortality rate for blacks, most of whom were users of another com-
munity health center, declined by 30 percent, while the rate for
mostly higher income whites actually increased.

A similar study in New York City found that total perinatal mor-
tality was reduced 41 percent over a 4-year period in an area
served by a health center. Similar resultghave been found in stud-
ies from southern Florida to Denver.

The importance of medical care in reducing infant mortality has
been well documented. Through medicaid or other Federal health -
programs providing health care to the poor, more of the poor re-
eeive medical care early in pregnancy. In 1963, only 58 percent of
poor women received prenatal care early in pregnancy. In 1970,
this had increased to 71 percent of poor.women receiving early pre-
natal care Early prenatal care is essential so that conditions such
as hypertension, diabetes, and iron-deficiency anemia can be diag-
nosed early and brought under control.

Without such intervention premature births with resultant mor-
tality or physical and mentally handicapping conditions will occur
with high frequency. Medicaid also provides the financial means to
cover care in intensive neonatal care units for premature babies or -
babies encountering serious difficulties. Adequate medical care in
the first year of life is also important to provide prompt medical
attention for gastrointestinal, respiratory, or other disorders that
can be life threatening for vulnerable infants, and to provide im-
munizations against communicable diseases. .

Significant progress has also been made in redycing death rates
for adults for other causes of death that historically have been
much -higher for the poor than the nonpoor. Maternal mortality
death rates have dropped from 24.5 deaths per 100,000 Jive births
in 1968 to 78 deaths per 100,000 live births in 1979 Déaths from
diabetes declined 22 percent between 1965 and 1977; deaths from
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-influenza-pneumonia dropped 40 percent; and deaths from tubercu-
losis dropped 73 ‘percent.

Not ali medical care intervention results in the reduction of mor-
tality. But medical care to set broken bones, treat ear infections or
urinary tract infections, immunize against communicable diseases,
stabilize chronic conditions such as hypertension and diabetes, or
provide early detection of cervical or breast cancer is nonetheless
worthwhile, and essential to enabling the poor to enjoy life free of
avoidable pain or debilitating restrictions.

The best single measure of the extent to which the poor have
access to this type of medical care assistance comparable to other
Americans is the utilization of physicians’ services, adjusted for the
incidence of illness or injury That is, to what &xtent has medicaid
enabled the poor to see physicians as frequently as the average
American with similar health problems?

It is in this regard that the most dramatic gains by the poor have
?en made in the last 15 years In 1964, the poor saw physicians an

erage of 3.9 times per year, while the nonpoor visited physicians
an average of 48 times per year, despite the fact that the poor
were sicker and needed more health care than the nonpoor. In
1978, this situation had been radically altered The poor saw physi-
cians 5.6 timeés per year, compared with 4 7 visits annually for the
nonpoor.

hen utilization of physician services is adjusted for the greater
health needs of the poor, there is still some evidence that the poor
as a whole lag behind other higher income persons Econometric
studies suggest that the use of physician services by the poor is 30
percent less than the nonpoor, when adjusted for the greater medi-
cal care needs of the poor.

Certain groups of the poor—those not covered by medicaid, mi-
norities, and residents of rural areas continue to lag behind higher
income individuals of comparable health status i use of physician
services’ But the remaining gaps in access that exist do not detract
* from the very considerable progress that has been made in en-
abling many of the poor/to live healthy lives and agsure that they
and their children bengfit from American medical know-how.

The value of the fmprovement in health and access to health
care services brought about by medicaid, while indisputably signifi-
cant, is virtually immeasurable. Medical care is an.important, but
not the only, contributor to improvements in health—improve-
ments in diet through food stamps or other nutritional programs,
improved standards of living, new biomedical research break-
throughs, better education and understanding of the health-system®
and lifestyle changes all undoubtedly contribute to the overall pat-
tern of change,

e rough approximation of the dimensions of the changes that
have occurred in the last 15 years with the implementation of med-
icaid and other Federal health programs can be obtained by esti-
mating deaths or lack of access to health care that would occur
today if no progress had been made in\the last 15 years.

If mortality rates in 1965 continued today, 41,000 babies born
each year that now live would die. Six hundred women that now
survive would die from complications of pregnancy. Altogether,
280,000 more Americans would die every year that now survive—
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including 33,000 that would have died from influ€fiza and pneumo-
nia, diabetes, and tuberculosis in a pre-medicaid era. -

The poor would receive 40 million fewer visits to physicians to
obtain relief from anxiety, pain, suffering, disabling, or life-threat-
ening conditions Medicaid, as by far the single largest source of
improved medical care for the poor, can claim a large share of this
progress as its greatest achievément. )

The many significant achievements of the medicdid program
have been overshadowed by concern with the cost to Federal, State,
and local government budgets Frequent allegations have been
made of fraud and abuse that are perceived as responsible for
rising medicaid expenditures. While- abuse undoubtedly occurs in
medicaid, as it undoubtedly does in private health insurance, this
explanation for rapidly rising costs does not withstand scrutiny.
Medicaid expenditures are high in large part because of inflation
in the health care system, not because of the way in which the
medicaid program is operated or abuse of the system by benefici-
aries or providers. -

In fact, medicaid expenditures are less than total health expendi-
tures for most Americans. In 1976, for example, medicaid expendi-
tures for children were 3190 per child, while health_care expendi-
tures for all US children were $232 Medicaid expenditures for
AFDC adults averaged 3393 in 1976, compared with $624 in health

" care expenditures for all U.S non-aged adults. Only for elderly

medicaid beneficiaries, many in nursing homes, are medcaid costs
much higher than for the elderly as a whole.

Nor does medicaid cover excessive numbers of people.. In fact,
over 60 percent of those in poverty are not covered by medicaid—
either because State income eligibility levels are well below the
poverty level or because certain groups of poor do not fit the cate- -
gorical restrictions limiting eligibility to the elderly, disabled, and
members of families with dependent children.

The real problem with rising medicaid expenditures can be
traced to a renewed explosion of inflation in the health care sector.
The leading source of inflation has been in the hospital sector. Hos-
pitals’ costs were increasing at an annual rate of 16 percent in
1977 Through the threat of legéslatlve efforts to Contain spiraling
costs, these increases abated somewhat to annual increases of 13
percent 1n 1978 and 1979 But in the first half of 1980 hospital costs
increased at an annual rate of 16 percent.

In the second half of 1980 hespital-costs increased at an annual

" rate of 18 percent, and in the first quarter of 1981 hospital costs

increased at an annual rate of 20 percent. .
Given these increases, it is not surprising that the administra-
tion estimates medicaid expenditures will increase by 22 percent in
fiscal year 1981 over 1980, and that medicare expenditures will in-
crease by 17 percent Genuine abatement of increases in medicaid

- expenditures will only eome when inflation in health care costs for

the system as a whole is addressed directly.

The budgetary and legislative health proposals of this adminis- -
tration do not directly affect rising health care costs Instead, most
of the proposals are cost-shifting proposals. They would simply
shift the burden of rising expenditures away from'the Federal Gov-
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‘ernment onte. State and local governments, those hospitals and
physicians that serve the poor, and the poor, themselves.

These proposals will lead to a reduction in health care received
by the poor, may well reverse some of the progress that has been
made in improving the health and use of health care services of
the poor, and may have some indirect effects that increase health
care costs in the lofgrun .

The proposed cap on medicaid expenditures would shift costs to
State governments. Fiscally-strapped State governments, in turn,
can be expected to shift these costs on'to the poor and those provid;
ers who serve the poor. If cuts come in the form of lowered eligibil-
ity levels, 2 to 3 million poor people now covered by medicaid could
be removed from coverage.

Proposals to permit States to restrict patients’ freedom of cheice
of provider not only violates one of the most precious rights of pa-
tients, but could make it extraordinarily difficult for the poor to
obtain preyentive and early primary care. The result could be an
increase in serious illness and life-threatening conditions—taking
its toll not only in human pain and suffering but in higher future
health care outlays. 4

Other proposed changes could also have an adverse effect on
health and health care costs. Budgetary reductions of 25 percent in
preventive and primary care services through such programs as
community health centers, maternal and child health, immuniza-
tion, and other programs will also impede access to these inrpor-
tant services.

For example, budgetary cutbacks of this magnitude could result
in a reduction of 1.1 million people served by community health
center programs out of 5 million currently served, and a reduction
of 0.3 million migrants out of 1.1 million served by migrant health
programs. These cuts could be even more severe if these. programs
that go directly to local government or nonprofit orggnizations are
included in State block grants.

Cutbacks in community and migrant health center Programs will
have an indirect effect on medicaid expenditures. A recent study
funded by the U.S. Department of Health and Humgan Services
compared medicaid expenditures for beneficiaries using community
health centers with medicaid expenditures for beneficiaries obtain-
ing care through hospital outpatient departments, private physi-

.cians, and other sources of care.
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This study, based on three urban sites, found that hospitalization
rates of community health center users were 52 percent of those of
other medicaid beneficiaries and that ambulatory visits by commu-
nity health center users were also somewhat less than for other
beneficiaries. As a result, medicaid expenditures per beneficiary
were 30-percent lower for medicaid beneficiaries obtaining care
through' community health centers than fer other _medicaid
beneficiaries. Cutbacks in_community health center funding could
result in more medicaid beneficiaries obtaining care through more *
costly hospital outpatient departments and other settings.

- Cutbacks in preventive and primary care services, while continu-
ihg to reimburse hospitals on a cost-basis under medicare and med-
icaid, will cause a serious distortion in the health care system. At a
stfie when hospital costs are increasing at an annual rate of 20
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percent, cutbacks of 25 pércent in programs supporting preventive
and primary care will drive an enormous wedge between expendi-
tures on these two types of services. The health system will be in-
creasingly skewed toward high-technology, costly inpatient hospital
care—while lower cost preventive and primary care is reduced. -

A more desirable alternative is to address rising hospital costs di-
rectly, through altered reimbursement methods under medicare,
medicaid, and private health insurance plans or through incentives
for Stated to establish hospital cost commissions. Evidence indicates
that States with mandatory hospital rate-setting commissions
reduce increases in hospital costs by 3- to 6-percentage points annu-
ally below those of States without such programs. Such approaches
go tq the root of the problem of inflation in the health care sector,
rather than attempting to shift those costs from the Federal Gov-
ernment to the poor or to State and local governments. <

In summary, medicaid and other Federal health programs have
had a major impact on health of the poor, and gccess of the poor to
basic health care services. Millions of Americdss depend on these
programs to survive and to avoid disabling or painful health prob-
lems. - - -

A cap on medicaid expenditures threatens to reverse the gains
that have been made in the past in improving the health of the
poor and could well result in higher future health care outlays. A
genuine solution to rising medicaid. expenditures must address the
real underlying reason for their growth—inflation in:the health
care sector

Thank you.

Mr. Gore. Thank you, Professor Davis. Excellent testimorty.

I will recognize myself for 5 minutes.

Let me ask you, first of all, if you agree with our other witnesses
this morning that although it is inappropriate to apply a cost-effec-
tiveness test to neonatal intensive care, if you do so, it turn® out to
be cost-effective. Do you agree with that? . .

Dr. Davis. I think it is ¢tlear it will reduce infant mortality and
reduce physical and mentally handicapping conditions, and if those
conditions were to occur, it is very costly to provide institutional
care for those kinds of children over a lifetime; s I think on that
basis, both in terms of the human lives losf, as well as the handi-
capping conditions that occur, certainly it is cost-effective.

Mr. Gore. Dr. Goldenberg, you say that every time we reduce
infant deaths by three, another two infants who would have been
so severely handicapped, so as to require institutional care, will
turn out to be normal. .

Dr. GOoLDENBERG. Our data in Alabama indicate that to be so,
and there are other studies confirming that as well. ,

Mr. Gore. So society, as a whole, is going to save money by doing
the right thing and providing intensive care to infants who need
intensive care. .

Dr. GoLDENBERG Yes, sir.

Mr. Gore. Unfortunately, the way the system is now désigned,
the hospitals which are charged the extra money for providing the
intensive care, if they do so, are not the same institutions that will
be out the additional expense of caring for those infants retarded,
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or given cerebral palsy, or otherwise itnpaired, when they don’t get
intensive care. )

So there is no feedback loop, so to speak. They can avoid the cost
by denying the provision of intensive care for infants and someone
else in society has to pick up the extra cost of caring for all those
impaired infants who result.

Dr. GoLpeNEBERG. That is absolutely right.

- Mr. Gore. Well, it seems to me when you have a situation like
that, it is just a classic case for somebody in. the various State legis-
latures or here in the Congress to put two and two together and
say it equals four: ‘“Let’s solve this problem.”

Now, you are personally aware of at least one infant who is se-
verely impaired and requires constant institutional care at the cur-
rent time who was ngable to get intensive care following or imme-
diately following birth, because it was born in the parking lot and
couldn’t get in the hospighl; is that right?

Dr. GoLpENBERG. The mother was not allowed into the hospital
because she did not come up with the minimum payment for hospi-
tal care, and she was turned away.

Mr. Gore. That is amazing. That is amazing.

Who is paying for the institutionalization of this child now?

Dr. GOLDENBERG. It is the State of Alabama, and I am sure it is
supported to a large degree by Federal funds, although I do not
know the ratio.

Mr. Gore. So the State of Alabama declined to admit this
woman, and this infant, but now the State of Alabama is paying
much more money to care for,this infant because of the damage
that was almost certainly avoidable with intensive care.

Dr. GoLDENBERG. I don’t know that it is the State of Alabama. I
think what we are dealing with is a very complicated system, and
it is a very fragile system that gets funding from a lot of different
sources, of which medicaid is one, State money is another, private
insurance is another.

What I am especially concerned about is that any breakdown in
the contributions by the various sources to this fragile system is
going to help the system to crumble. That is my major concern.

I don’t think there are any real villains. It is hard, in the case
ggu were discussing from Florida, I don’t believe the hospital .

ards are the villains. They have their institutions to protect, and
when they see that the funds they are gettirntg are not going to
cover the cost of the care they are providing, they are looking at a
threat to their whole hospital. They have to protect their hospital.
I don’t see it in terms of a villain. ;

I Just think that we have, as a system, as people looking after
systeks, to try to make sure that the resources are there to sup-
port the system as a whole. That is mostly what I am concerned
about—the potential cutback in the medicaid program—because
this is one especially for poor children, one of the major pieces to
this system, and if that goes, or goes in part, I am afraid that the

rest of it is going to crimble, and I think that is what we are start-

ing to see in Florida. - ,
Mr Gore. The villain is public policy that allows this to hapgen.
The villain is public policy—that is clear.
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It may be difficult, if not impossible, to find a single individual
who looked at an infant in need of intensive care and with the in-
flection of whiplash, snidely said no, I don’t give’you intensive care;
but society is saying that to hundreds of infants throughout this
country every year. -

Dr. GOLDENBERG. That is right. "

Mr. Gore. You talk, yourself, about women in labor, and our ear-
lier witness talked about this. We have had the statement submit-
ted for the record to this subcommittee talking about similar cases
all over the United States of women in labor being denied admis-
sion to a hospital because they don’t have the money to put up for
deposit. .

Now, we had some earlier questions about whether it is actually
conceiyable that a hospital board would be coldhearted enough to
deny someone admission who needed care when they didn’t have
the money. I mean, that happens, doesn’t it?

Dr. GOLDENBERG. Yes, sir. )

Mr Gore. What goes through their minds? .

Let’s take the six cases you cite of women working their ‘way
down Interstate 65, stopping in five or six hospitals along the way
before they got to the University Hospital in Birmingham. In each
case they went, into the hospital and said, “I am in labor; I am
h,avin%1 a baby,” and in each case the hospital said, “Do you have
enough money to pay for it?”’ and she said no, and then they said,
“Sorry, there is no room at the inn.”

Dr. GoLbENBERG. That is right. I think what happens in a defen-
sive procedure by the hospitals is that they see this like opening
the floodgate—that if they start, it will eventually lead to the fi-
nancial collapse of the hospital.

Mr. Gore. And word will get around and other people come and
take ez:idvantage of the compassion that has been so injudicially evi-
denced.

Dr. GoLpENBERG. Thatis right.

Mr. Gorke. I yield now to my colleague, Mr. Marks.

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

Ms. Mendez, when you were speaking about the Aguinagas’ child
who died, you mentioned this was taken from a complaint filed by
the Department of Health and Human Services. Is that right? By
them or with them? -

Ms. MenpEz. With them.

Mr. MARks. t has developed as a result of that?

Ms. MenpEz. I talked with Al Kaufman, who is the attorney
from Dallas, Tex., and he informed me right now they are just at
the deposition stage. I asked the specific question, since I wasn’t di
rectly involved with the case, but he gave me the complete case
history on this, and right now they are just still at a—it hasn’t
been taken to trial or anything, and they are #8ll taking deposi-
tions from people who are involved with this particular case.

Mr. Magks. And the gurpose of that, of course, is to build a case
and then take it to trial’

Ms. MENDEZ. Yes.

Mr. Magks. Which the Department is, in fact, doing? . *

Ms. MenpEez. Yes It was a Hill-Burton facility. It is two separate
types of cases. One is for violation of community service, and the’
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other was for damages.for the' child dying and not being admitted
to the hospital, so Al Kauffan is the one handling the personal
injury type of case, and I believe the Texas Rural Legal Aid is han-
dling community service obligation violations.

Mr. Margks. These cases you talk about were decisions made by
the local hospitals as a result of their own decisions, nothing that
was handed down from the Federal Goverhiment?

Ms. MenDEz. No; strictly hospital, yes.

Mr. Marks. Professor Davis, you note that a sharp reduction in
infant deaths took place between the years 1965 and 1979. As I un-
derstand it, this occurred actually regardless of the social class.
That is, the infant deaths, themselves, were redyced for all; is that
not the case?

Dr. Davis. Unfortunately, the death information does not have
social or economic class on it.

¢ Mr. MaRks. Let’s assume it crosses all social classes. .

Dr. Davis. We don’t know the difference by social class. We do
know from one survey done in 1964 that infant mortality rates are
much higher among the poor; that this is a condition that higher
income people have never tended to die from at the rate of the
poor.

Mr. Marks. We assume certainly one of the reasons for that is
that they have poorer health to begin with, than those in the
higher economy.

Dr. Davis. There are a number of factors. Higher income people
are more likely to get prenatal care early, which is important for
preventing prematurity. They are more likely to get care in the .
case of a high-risk infant and more likely will have good care in
the first year of life

Mr. MARKs. You also mention at page 14 of your statement a De-
partment-funded study comparing the various methods of receiving
care by medicaid beneficiaries. I wonder if you could identify this
study and:tell us whether or not you, in fact, have it available and
can you make it available to us?

Dr. Davis. This is a study funded by the Department of Health
and Human Services in the Office of the Assistant Secretary for
Planning and Evaluation. The specific contract was performed by
JRB Associates, and their final report filed in September of 1980
reports these results. That final report is available to the public.

Mr. Gore. Will you yield? '

Mr. MaRks. Sure.

Mr. Gore. The Office of Technology Assessment has just complet-
ed a study entitled “The Implications of Cost-Effectiveness Analy-
ses of Medical Technology, Background Paper No. 2, Case Studies
of Medical Technologies, Case Study 10, The Cost and Effectiveness
of Neonatal Intensive Care,” which includes a rather impressive
summary of statistics comparing infant mortality incidence by race
and by socioeconomic status.

I won’t put this in the record because it is quite lengthy, and
people can find it with the Office of Technology Assessment. It is
dated this month, July 1981. I think it will be published in the next
week or so. They have evidence which shows a very dramatic dif-
ference, both by sociceconomic status, by income level, and by race.

Mr Marks. Thank you very much.
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I have nothing further, Mr. Chairman.
"Mr. Gore. Mr. Walgren?

Mr. WALGREN. | have no questions, Mr. Chairman.

Mr. Gore. Mr. Ritter?

Mr. RiTTER. My question is directed to Dr. Goldenberg and Ms.
Mendez. ‘ i

The unfortunate incidents which you are recounting have all oc-
™ curred prior to any recent policy shift within the HHS, or within

the budget; is that correct? N

Dr. GOLDENBERG. Yes, sir.

Mr. RitTeR. In other words, there is a kind of generic problem of
refusing health care that you sense exists wherever there will be
‘poor people; is that correct?

Ms. MENDEzZ. It is to my knowledge; yes.

Dr. GoLpENBERG. I think that‘is ap ongoinw; that the
concerns will be made worse by proposed policies.

Mr. RITTER. Let me ask you this: Do you think that that problem
of the refusal of health care to the poor has been substantially
mitigated or moderated over the last decade and a half of medicaid
fundiné? Do you have any substantiation that this is true?

Dr. GOLDENBERG.~L think there has been a tremendous improve-
ment over the last 10 or 15 years. If you simply look at access to
hospitals by pregnant women, as you go back to 1940, fully a quar-
ter of all pregnant women in Alabama could not get into a hospital
to have their babies. That has gotten better, to the point where we
are now talking about less than 1 percent of the pregnant women
in Alabama now can’t get into a hospital. Much of this improve-
ment—though not all, I believe—s related to the availability of
medicaid funding.

Mr. Gorke. Will you yield? ‘

Mr. RITTER. I yield. .

Mr. Gore. I would like to cite at this point a report by the Gener-
al Accounting Office, which is dated January 21, 1980, entitled,
“Better Management and More Resources Needed to Strengthen
Federal Efforts to Improve Pregnancy Outcome.”

Beginning on page 410, chapter 6—'‘Progress in providing labor
delivery and infant intensive care services’ documents very im-
pressively and thoroughly the fact there has been indeed a dramat-
ic improvement in outcomes as a result of the programs begun.
Again, I won’t put this in the record, but merely cite it for the
record at this point, and I thank my colleague for yielding.

Mr. Rirter. | thank the gentleman.

Do you have any awareness about the problems of the poor and
their access to medical facilities as a function of the economic cli-
mate in which they hve? Is it a fact that the very feature of their
poverty is pushing them into a situation where they have difficulty
accessing the medical facilities because they are unemployed? Do

you have any feeling for the relationship between unemployment
and someé of these problems? Obviously, if these are poverty people,
they are unemployed, and the problems are exacerbated. Isn’t that
correct? -

Dr. GOLDENBERG. | would believe—— )

Mr. Ritter. There have been studies made, as a matter of fact,
which Ngk the health problems of the unemployed to their condi™
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tion of unemployment. And the foreshortened lives due to heart

disease, as well as major diseases, is ap outgrowth of their poverty
. and their unemployment. { :

Dr GoLDENBERG I am sute, in part, that is true. What I am con-,
~cerned about is that we are falking predominantly about infants,
where they are not employed and are not employed to start with.
» Mr Rrrrer. But the parents and the economic condition of the
parents really is defining poverty and it is that kind of income ¢®n-

4lition, which maybe is putting great ‘pressure on the numbers of -

poverty-stricken people or the people who can’t pull out of poverty
*« I would like to ask this question: Since one c¢an link the economic
situation the country faces and the economic condition of poverty-
stricken people with inflation, and what inflation has done to this
country, and you say the estimates—Professor is has said esti-

mates that medicaid expenditures will increase by™22 percent in

fiscal year 1981 over fiscal year 1980, and if you look at a 17 or so
percent increase in medicaid ex lilires over the past 5 years,
and you look at the problems in' ing inflation, so as to help
the very neediest in the society, howvdo you propose to somehow
bring these costs at least into proportion to other 1§ng costs in the

society? :
Can we take a $20 billion program and see its
ratcheting factor of nearly 20 percent per year?
That is really what we are all wrestling with.
Looking at the situation as a whole, where can you advise us as
to‘somehow$al better with this program+so as to help keep its

sts go up by a

I3

costs down?

Is\it possible that perhaps the increased flexibility that the ad-
ministration i proposing will emerge when the States have more
responsibigy for, medicaid? Is it possible that they will help to
keep tht c8st down? - . -, .

Is it possible that there is some fraud, perhaps, that there-is a
vast amount of paperwork, we know that: we know the States have
been doreaming about the amount of administrative expense that is
encompassed by this program—is there some possibility that per-
*hgps this different kind of administrative responsibility to the

" Sg:t s+will help reduce this ratcheting of nearly 20 percent per
y ' .
Dr Dawis I think we have to understand those increases in med-,
fcaid expenditures are reflections of_those kinds of increases in the
‘ heatthd system for all patients, private patients and publicly fi-
nanced. .
Mr. RitTer I think the medicaid has been somewhat higher tha
- "the average for general hospital cost increases as I'see some of the
adata that you have in your own report. .

Dr. Davis. The basic problem is the ‘fact }h,'at currgntly hospital

costs are going up at an annual rate of 20 percest. If you look at

the total cost per person, you will find the costs ¢f a Tedicaid child

\w " .18 less than the total health expenditures on an average US. child.

So the payments medicaid makes ‘are not higher than what is

paid for the average person through private insurance or other

means

The States, if you just turp this back to the States, I think you

are going to lose an opportunity to really deal with the direct prob-
R
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lem of inflation in the health care systém because, if you just
clamp down on the medicaid part these hospitals aren’t going to
want toxtake medicaid patients.
. You have to deal with the totality of patients.
Mr. RiTTER. As makers of public policy, we need to deal with the
totality of medical care costs.
As [ see it, in the Senate the percentage cap to the medicaid
. budget is some 9 percent. In the House I gliess it is a 3, 2, 1 percent
reduction. :
* In conference I think you are going to came outgvery, very close
to the 9 percent. That is not a vast decrease.

If you take $20 bitltofi-and you take 9 percent, you are still talk-
ing about a $1 8 billion increase in the program and,-to listen to
some of the testimony it is as if the floor is about to fall out.

I guess that is Tiot the case. I think the real problem ds, how do
$ou generate a medical delivery system that is not growing by 15 to
20 percent per year, so that medicaid doesn’t grow by the higher end
of that spectrum. ) ’

* Mr Gore. The gentleman'’s time has expired. d

Mr. Leland? o

Mr Leianp. Mr. Chairman, I am particularly concerngd, and I
am really excited about the testimony that all three of you have

*  given. - -

About the statements I have heard recently from my colleague in
terms of the philosophy, 1t seems he is trying to impart about fiscal
responsibility to the taxpayers as opposed to the approach of help-
ing to save lives and helping to enhance the quality of life for those
children particularly who we address here today, who seem to not
have much of an opportunity to survive, in the name of fighting
inflation, and what I would like to just generally ask the three of
you is, do you really feel that it is.mdre important for us t6 save
the taxpayers money at this point in the name of fighting inflation
at the expense of the lives and health of the children of our
Nation? _ .

Dr GoLbENBERG. If nobody else is rushing to answer that ques:
tion, I don’t think the two are mutually exclusive.

I think we really have to pay attention to the problems we are
here addressing about, you know, especially premature babies, bat
at the same time I would agree very much with Professor Davis
that the whole system needs to be looked at so that the costs don’t
get so far out of control and the whole structure just tumbles down.

= 1 think the two have to go hand in hand. v
My ptirpose here today is really to let you know that there are
specifie problems with speciﬁcgdhen and babies not getting care
. gand in terms of how this wholé picture is structured, I would hope
@ that remains a predominant consideration. :
;. Dr Dawvis. I don’t think you shquld detude yourself into thinking
’ [\;ou are just slowing dowrr an increase and that no one will be hurt
y th# because, with inflation at the rate it is going in the health
- sector, fewer and fewer peogle will be covered with these kinds of
. medicaid caps and reductions in funding for programs like commu-
nity health centers
It is not just a theoretical issue There are millions of lives at
stake and these people havé no alternatives.

e 9 .
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A lot of the desperate situations we have seem here concern
people not even covered by medicaid or if medicaid covers them,
there are restrictions in.the States on the number of hospital,days,
meaning the hospitals won’t take them. .

Under the medicaid cap proposed by the administration, possibly
2 to 3 million Americans now coveged by .medicaid won't be cov”
ered; it will be a burden on publié hospitals. They are going’ to
react in the way some of these hospitals have by putting more and
more restrictions on who will be covered and lives are very much
at stake in the context we are talking about here. -

Mr LeLanD. Possibly thousands and thousands of lives, if not
millions of lives. .

Dr Davis. That is right.

Mr. LELaND. That is absol incredible

As a matter of fact, Dr. Davis, if I may ask, isn’t it true that we
probably need more public funds for the facilitation of opportuni-
ties for more people to have access to health care services?

Dr. Davis. That is right, Mr Leland.

You mentioned earlier the child health assurance plan, that
would have expanded the medicaid program to cover all low-
income pregnant women and infants. One of the reasons these hos-
pitals don’t want a lot of these people, or require preadmission de-
posits, is that 60 percent of the poor are not covered by medicaid.

Two-parelst families don’t tend to get covered. In States like
Texas, where the income eligibility level 1s well below the poverty
level, you find many poor people aren’t covered by medicaid. Up to
60 percent. . -

So, having some basic coverage as the CHAP bill would have
done to cover all pregnant women and the children is very much
needed. - -

‘Mr LELAND. And we are not just talking about people who are
not working; we are talking about possibly thousands of people who
are working poor people, is that right?

Dr. Davis That is correct.

Mr LeLanDp Speaking of Texas, let me just now move on to Ms.
Mendez. I am particularly concerned about Texas because I repre-
sent Texas to some extent on this joint committee, and particularly
I represent an urban community in Houston that is affluent be-
cause of the wealth that is gained by oil and gas.

I have made this statement many times in this context and that
is that I represent more corporate oil headquarters than anybody
in the U.S Congress, but yet in some of the census tracts of my
district the infant mortality rate is twice that of the white commu-
nity and is comparable to the underdeveloped nations of the world.

It doesn’t make much sense to me, it seems, that we are how
talking about putting caps on medicaid and seizing the opportuni--
tigs to gain access to health care delivery systems around this
country because we believe that we have to whip inflation at the
expense of lives of people in my district.

Of coutse, you come from Dallas and you havebasically the same
kind of dubious interests. You have an affluent community, a thriv-
ing city in the Nation. Houston is often refe to by the way as
the Golden Buckle on the Sun Belt And yet these hypocrisies
exist, all these conditions exist, and those policymakers that—sev-
» . v
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eral of my colleagues who come from Tex#offer policies in this-
Congress that "are contradictery to the interestsVof the lives.of
people in my district and the people of Dallas, because they see
such great affluence and they see such great oppotunity 1n Texas
that they are blinded by our own communities.

Can you tell me-of any examples that might occur through your
experiences in Dallas that contradict the fact that the affluency of .
Dallas or Houston or Texas does not indeed take care of the inter-

- ests, the health interests of the people of your community and my
community, particularly from the standpoint that the affordability,
once medicaid 1s examined, and once people are cut from medicaid
rolls and, as a matter of fact, since we are not accommodating

> those people, those poor people of our State, with the enhancement
of wlat medicaid has to offer, the availability of health services, or
the accessibility of health services, can you tell me of examples
that you see that have those coritradictions?

Ms. MenDEez. Prior to working with Dallas Legal Services, I was.
‘wogking with West Texasy Legal Services in Fort Worth When [
was working there I had seven complainants who filed with the De-
partment of HHS concermng—-there were seven complaipants 1
have their names

It was with the county hospital We had Sebastlan Lopez, we had
Carol Motes, Theresa Foster, Bonnie Casas, Ruben Barrera, Shed-
drick Little and Olivia Byrd who were denied to the copunty hospi-
tal, which was a. Hill-Burton facility
" Three of these women were requiring preadmission require-
ments One lady couldn’t take her baby home until the deposit was
made

We tried to, work with the administrator I personally v151ted
with the administrator and informed him about Hill-Burton These
women were not eligible for medicaid.

In Texas the only way you can be eligible for medicaid is to be on
AFDC, or SSI They were therefore pot eligible.

Mr Leranp What 1s the AFDC grant, by the way?

Ms. MenNDEz. What is the amount? . . x

Mr. LELanD Yes! v

Ms. MenDEz I believe 1t 1s 328 per child in Texas. We are one of
the lowest in the State as far as how much we allocate to children

I believe last year we tried to, and.I think they gaye us a small
increase in AFDC but very Ijttle. I believe in 1969 all the way up to
1979 or 1980 there was never an increase in AFDC benefit levels,
lgult there is an honest problem‘even in Fort- Worth about accessi-

ility. ”

At one time the hospital was requiring citizenship before they
could be given services

In west Texas when I worked there last summer, [ went to one

ta

, particular hespital in Lubbock Tex , where “if you have no income,
we give yo rvices’ .
It is a pretty obv1ous.problem that there are problems of accessi-
bility. )

More so with Mexican Americans. That seems to be in the rural
towns. I have been working with people in the Plainview Health
Center discussing the problems and one of the problems is the
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preadmission deposit They have to have a deposit before they can
deliver the baby.

Mr. LELAND. It is incredible.

The current administration says they are going to whip inflation
by cutting all these funds and at the same time they are saying we
are going to depend on the private sector and the State and local
governments to take up where the Federal Government leaves off.

Do you think the Texas Legislature is going to be any more com-
passionate?

Ms” Menpez. I don't think so. We have too many physicians who
will not accept medicaid :

I had a Mexican American woman 2 weeks ago who had not seen
a doctor for 2 years. She called me to tell me the doctor was charg-

ing her $590 because it was what medicaid had not paid and he |

was charging her the difference I believe his office visits were $35
a visit and medicaid was paying $25 so he accumulated that $10
difference and came up with a total of $590 and he was charging
her for that amount., ,

So you see even some type of fraud among physicians whose pa-
tients are not awaré of the medicaid coverage or provisions are
being charged in excess of what they are supposed to be paying

That is the main problem I believe in your rural towns where
physicians are not accepting medicaid One I visited last year, the
head nurse informed me he had posted notices about the Hill-
Burton obligation, but she informed me there was no way they
could force the physician to accept medicaid recipients

Therefore, they referred them to another county. She says, “We'

can't force them to  accept medicaid. Therefore, we can’t accept
them into this hospital.” -

Mr. LELaND My colleague from Pennsylvania earlier stated that
there was a direct relationship between infant mortality-and the
complicationis of ill health and others might want to-respond to
thatlso.

There is an interdependence, or an interrelatjonship between
poverty and the complications of ill health. ° :

Do you think that it is the purpose of people to be poor, particu-
larly from the Chicano community and the black community? Do
you think that they have tried to be poor in order that they could
gain the services that medicaid would offer? Or is it a fact that
medicaid, if it is to be the kind of program it should be, it is to
provide accessibility to people who cannot afford to pay for the
services or who, for some reason or other, have been caught in the
poverty cycle and can’t get out because of the sociological complica-
tions that have been created in the black and Hispanic community
in particular, or the poor white community.

‘Mr Gore. The gentleman'’s time has expired.

The witness can respond.

Ms MenbpEz. ‘Most of these clients that ‘I have served are low-
income ple They are working people They are farmers making
maybe $400 a month They are willing to' pay; they are willing to
make some kind of arrangements for the hospital costs, but the
hospital just refuses to accept any kind of payments. They want an
admission deposit at that pornt or there will be no service at all
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4)r WaLcreN. Mr. Chairpfan, [ did not take time in the previous
questioning. Perhaps I coul yleld some time to Mr. Leland.

Mr. Gore. The gentleman has already consumed a llttle .more
than his time already.

Mr. WaLGREN. Then I have just two followup questions.

Mr Goge. The gentleman is recognized for 7 minutes

Mr WALGREN. | yield to the gentleman from Texas

Mr. LELaND. Ms. Mendez, who do you work for, again?

Ms Menpez. We were formerly iv)allas Legal Services Now we
are North Central Texas Legal Se

Mr LELAND Are you aware of the fact that the Pre51dent might
. veto the bill dealing with legal services? ‘

Ms. MeNDEzZ. Yes.

Mr. LELAND. Are you here at their expense?

Ms. MenDEz. Legal Services? —

Mr LELAND. Yes.

Ms. MenDEz. Yes, on behalf of our clients. Yes

Mr.. Letanp. You have provided. an invaluable service to us,
coming before us to give us the kind of testimony you have I cer-
tainly appreciate it and Bhope you will serve-as an example as to
why legal services should be extended .

Ms. Menbez. Thank you

Mr WaLGREN You are here as a witness, not as a lobbyist, as I
understand it?

Ms. Menpez Yes, that is correct * ‘

Mr WaLGrReEN There was some conversation during the legal
service approval where there were complaints about legal service
attorneys lobbying on behalf of their clients for a change, and the
Congress did not logk highly on that, but your/appearance as a wit-
ness is distinctly different llom an effort to loBby

I think that should be underscored as'such for our colleagues

Mr. Gore. Yield? .

Mr. WaLGren. Happy to.

.Mr. Gore We 1nvited this witness and the reason we did, we
looked around the country for people who were representing poor
Americans who had experienced the Spec1f'10 kind of problems that
we are looking at and we found in many cdses the only pebple rep-
resenting them were legal services, and we found this witness in
Texas and asked her to come and testify

Ms. Menpez If we had the funding to bring the clients, I guaran;
tee you would have had the clients and you would have been able
to hear pheir testimony on where they were denied services from
these hospitals .

‘Mr Gore We may yet hear from some of your cllents and some
of the other victims of this public policy fiasco in further hearings.

‘As one member of the subcommittee represented. here, I intend
to pursue this 1ssue I think 1t 1s something absolutely intolerable
‘We cannot allow 1t to continue and I think it deserves more atten-
tion.

At this point I would like to put a statement in from the natxonal
. health law program by Geraldine Dallek

Without objection, we will put that in the record at this pomt "be-
cause 1t relates to the work that legal-services has done here

[Testimony resumes on p 73]

[The statement referred to follows.]
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o Maternity Health Care in America:
T ETIdTos Back Dovn the Tomairat

by .
Geraldine Dallek .

Bealth Policy Analyst
Mational Health Law Program

¥We have come a long way in improving maternal and child hulza
in America.

Medicaid and other health programs for the poor have
increased access to pregnancy care and significantly reduced the
‘number of poor women dying at birth mdé‘t%natﬂ illness and death.
Yo, we have not ocome far encugh. Too many poor women still receive
late or no prenatal care, suffer high rates of involuntary miscar-
riage, and give bL.Ft.h only to see their newborns die. Increasing
numbers of poor pregnant woman are denied Medicaid cov!ge. And .
even those with coverage f£ind there are no doctors to u;:‘ for them
or hospitals in which to deliver their babies.

Ve are h';ltvay VP 3 mountain whose summit is a system which
provides every woman in America pregnancy care and evéry newborn an
equal chance to be "well born." But, the proposed M.dicn.id cap and

drestic cuts in maternal and child health programs for the poor sig-
. ulq lack of will t.o 404’5y higher. 1Indeed, thess proposed cuts
vill causs us to slide ‘b&k down the mountain. Por the poor, that
slie'io will mean increased maternal and infant morbidity and mortality;
. for the rest of the nation, that slide will symbolize our shame, for

wve have cared too little.
. !

5 .
Maternal Care for the Poor: The Statistics
* L g

We can take pride in our efforts to ensure that all women in
this country receive pregnancy care and all babies are given an equal
chance at uz./ aotu“nlu'lo and 1978, the infant moTtality rats
dropped by 32% and the maternal mortality by 54\.1 Our funding of

Medicaid, maternal and child health programs and community and

O
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migrant health centers have made a difference to hundreds of thou-
sands of poor women and children throughout this land.

Our efforts, however, have not been enough. The gap between
white .and black lnfant morta rates has actually increased over
the past 37 years. 'Black infants' are nearly twice as likely to die
before their first birthday as white infants. The death rate in
1977 for black iéfantl (23.6 per 1,000 live births) was nearly double
that for white infants {12.3 per 1,000 live births) and about the
same ;; that for white infants twenty-fivé years ago.z_

The inability of this nation to address the issue of newborn
minority deaths is nowhere more evident than in our nation's capital.
D.C. General is that city's poor people's hospital. Located in South-
west Washington, D.C. General is the primary p;ovider of care for
pocr blacks living in Wards 7 and 8, east of the Anacostia River.
Fully three-quarters of the women delivering their babies,at D.C.
General have high-risk'pregnancies. The hospital's infant death
rate.during 1977 and 1978 far exceeded (in one instance tripled) that
of any other 5.C. hospital; in these three years, one-quarter of the
city's newborn babies who diea h;awbeen born at D.C. General--almost

all were black.3

Bab{es born in the poor, black part of Oakland, California die

.
at a rate six times that of babies born%in a wealthy part of the city,‘

* and involuntary miscarriages among black women in North Philadelphia

ERIC
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are 800% higher than the national average.s
Washington, D.C., Oakland, California and Philadelphia, Pennsyl-
vania are not aberrations--in every part of this nation, black new-

borns die at a gate far. exceeding that of white newborns.
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Nor are blacks the only poor minority in America to suffer from
high infant mortality rates. Nearly one in every two hundred births
in the United States occurs at wWomen's Hospital, a part of the jos
Angeles County public hospital system. Eighty-five percent of the babies
delivered at the hospital are Hispanic. In 1978, the perinatal mortality
rateatthehospitalwa'i:/l,ooo1ivebirth',ne;;lydoublotheperi-
natal mortality rate for the state of California (14.2/1,000).7
Indeed, statewide, the infant mortality rate amorg the Hispanic popu-
lation is higher than that of the population as a whole.8

The infant mortality rate among the migrant population in this
country is 25% higher than the national rate. One study of migrant
workers in Wisconsin found that of the 145 women surveyed, 35 or 15%
had oxp*tenced one or more children dying after birth,?

The link between early prenatal care and birth outcon; has been
well established. Prenatal care is essential to prevent many of the
complications that nay’;ri'e during pregnancy. Concomitantly, lack

of prenatal care increases the risk of infant morbidity, mortality

and mental rotardation.lo

.

P;enaturity is associated with half of all infant deaths and
. increases the ltkelihbod of birth defects. A woman who has had no
}renatal c;rzfil three times more likely to giée birth-to a premature
infant than a woman who has had that care. And, the relationship‘
‘between prenatal care and infant morbidity and mortality is contin-
uous--the more prenatal care received, the greater the likelihood of
the birth of a live and h;;lthg infant.ll .
Hationally,151977,26!0{allpreqnantwomenand40\ofblack'receive

no prenatal care during the first trimester of pregnancy:12 in cen-
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tral Harlem, 30.3% of births are to mothers who have had no prenatal
cl:c.13 Women in our Southern states are far more likely to receive
late or no prenatal care than women in our western states with predict-
able results: in 1978, the neonatal mortality rate in the South was
35% higher than the :lte'in the Qast.rn part of the country;l‘ .

In all parts of our country, poor women, especially minority
poor women, are disproportionately more likely to receive little or
no prenatal care during pregnancy and to lose their newborns through
death. These statistics tell a story of neglect, but only a part of
the story. They do not describe what it is like for a poor woman
who is ineligible for Medicaid who cannot afford prenatal care, nor
what it 18 like for a pregnant Medicaid recipient unable tq find a
doctor willing to care for her or a hospital which will admit her dur-

-

ing labor. - ‘.

Denial of Prenatal and Delivery Care

Poor pregnant women are finding it increasingly difficult to "
obtain prenatal and delivery care. Hs?icaid income eligibility stan-
dards preclude many poor pregnant Momen from obtaining coverage.
7h Texas, a family ‘of four must have an iq;omé below $2,244 a year
before it can qualify fo) Medicaid. It is estimaz\d that only 25%
of the péor children in Texas receive Medicaid benefitl.ls Without
Medicaid coverage, poor pregnant women areoften unable toobtain prenatal
care and are sometimes ping-ponged between hospitals who don't want

to deliver their babies.

In the three southernmost counties in Texas--Cameron, Hidalgo
and Webb--few obstetricians are available to care for pregnant His-

panic women. The Lyndon B. Johnson school of public affairs esti-~

I .
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mated that in 1976, "about 50% of all children born in Brownsville

- v
{a city in south Texas) were born outside of hospitals without pro-

fessional supervised prenatal, child delivery, or postnatal care.'16
) Throughout Texas the problem is the same--poor women who do not
qualify for Medicaid unable to find a hospital to deliver their "
- babies. 1In March, 1979,inherseventhmonthofpregnancy,zrn;stineVal-
dez died of a ruptured uterus after she had been denied care by two hospitals

in Ssan Patricio County, Taxas.l7

A hospital in South Fort Worth, Texas

turned away at least three women in need of prenatal care because they

were unable to pay pre-admission deposits ranging from 525-400.18 At

Wadley Hospital in Texar&ena, a laborigg woman was turned away for

S }ack of money. The woman suffered a miscarriage upon reaching a
second hospital. 19 Some hospitals in Texas are more "humane® than
others. St. Elizabeth’'s Hospital in Beaugont refused admission to
several women in labor during 1980 but did give them bus tickets to

Galveston, 60-70 miles away. One of the women turned away had an

income of $160 per month but was asked for
20

deposit of §1,700--

$220 less than her yearly income.
Alabama limits Medicaid coverage for a family o inc;;es
below $2,880 a year. On April 7, 1981 the former director o he
Alabama Bureau of Maternal and Child Health wrote that the turning
away o{ poor women from hosp&tals in Alabama was not uncommon. "I
'can cite numerous examples in which women were turned away from hos-
¢ pitals. On at least six occasions in the last two years, I have
seen a woman who started her labor at home in North Alabama and who
had stopped in five or six hospitals trying to seek admission before

she came to University Hospital in Birmingham. In another example

within the last year, a woman gseven months pregnant with two pre-
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vious stillbirths and a blood pressure so high as to be immediately

life-threatening was denied admission

to the hospitals in Montgomery.

Health Department personnel personally drove her to University Hos-

pital in Birmingham over one hundred miles away.

In addition, 1I

receive numerous reports throughdut the year of similar situations

which occur thxoughou4 the state,"?!

Even when pregnant women can meet income eligibility require-

ments, they may pot qualify for Medicaid:

nineteen gtates do not

cover first time pregnant.women; twenty do not cover families where

the father 1s unemployed: many states will not cover migrant famji-
L3

lies.zz

In addition, state Medicaid limitations on the number of phy=-

sician and outpatient gervices and co-payment ,requirements reduce
-

access of pregnant Medicaid women to care.z3

Despite these limitations, however, a Medicaid card has opened

: door for countless women in need of pregnancCy and delivery care.

Thht docr is being partially closed.

wil re for Medicaid recipiénts and

claiming they have no Medicaid accepting physicians on staff or requir-

Pewer and fewer obltetr.icianlJ

greater numbers of hospitals,

ing large pre-admission deposits, refuse admittance to Medicaid women

in labor.

Pregnant women with Medicaid coverage often search in vain for

4
physicians willing to accept them. Speakers appearing before recent

‘statewide hearings in California on perinatal health care for the

poor described the unwillingness of obstetricians to care for Medi-

Cal recipients throughout the gtate:

three of the county's twenty-three OB-

in three California counties, none of

13
care for this population,25

in Kern County, California, only

GYN's see new Medi-Cal patientlgz‘

the practicing OB-GYN's will

'l
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on July 4, 1981 a pPregnant woman was accidentally shot in the
Arm as she watched a fireworks display in San Jose, California. She
was taken to the nearest hospital but was told she would have to go
to the county facility because the hospital could find no orthopedist
willing to take the }mllet out of her arm. “They said that because
I was on Medi-Cal, they couldn't find & surgeon that would treat me,"
The m;hical e area RO noted in response to this
refusal, 'Do§::::Tej:::;ff;;_::\;:;:f::1 or Medicaid recipients is

not uncommon.'26

\-//! For the most part, pregnant women with Medicaid coverage know
. n

ot to seek care at certain hospiials. But, in several documented
instances, laboring women have sought care only to be turned away.
In Gilroy, California, on November 22, 1979 a laboring woman denied

~
care at one hospital gave birth enroute to a county facility. when

-her baby bby was born it did not breathe and was resuscitated but

died shortly after reaching the county hospital.27

In Fayetteville, Tennessee, a woman in advanced stages of labor
was denied café by a local hospital a;:;;?ﬂ!r\iaully called every
physician in town asking them t& ;dmit her. 28 Similarly, in Jackson-
ville, Florida in May of 1980 a pregnant woman was unable to find

one physician on the staff of a prominent hospital in the area who

‘would agree to deliver her baby and accept Medicaid as payment for

servizes.?? - . - Co B

In September 1977, an Avondal, Louisiana black woman in labor
sought to gain admittance to West Jefferson Hospital to have her baby,
She had a letter of credit from Aetna Insurance Company in addition

to her Medicaid card. The hospital refused her admittance without a

ERI
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\V pre-admission deposit, which took her family a day to taile.lo
. Two.montQ| earlier, a black woman in great pain from an ectopic
pregnancy was refused admittance by two Memphis, Tenngssee hospitals
because she was on Medicaid.gl
. Some will claim that these documented examples of inhumanity
\ are isclated iﬂstances of a basically humane system. 1If only thil
were true. Fot every documented case of a woman denied prenatal and
delivery care, there are hundreds moi‘ which are not documented.
Some will claim that f?e gountry is avardof the problem and is,doinq
everything it can to find a selugion. This is dangerous, wishful
~ thinking. The problem is getting worse, not better--more and maééf o
’ women are being denied prenatal care and admittance to a hospitalﬂuhen
in labor. yEven without the proposed Medicaid cap and massive health.
care cuts on the national level, gtate aA; local governments afe dras-
tically reducing services to the poor through state Medicaid reduc-
" tions and the destruction of puplic honpitals.~ Our slide down the
mountain is beccming an avalanche which threatens to bury our commit-
ment to poor p}eqnant women and their newborps. -

Medicaid Cuts and Public fospitals

In the last Year over twenty-five states have proposed or enacted
drastic cuts in ;heit Medicaid program: Xansas on July 1l dropped
'its General Relief population from Medicaid; Washinqton, Utah, North
Carclxna and Nebraska, among others, have proposed dropping the
Medically Needy from their programs. Louisiana has adopted a twelve
day limit on hospital.days and Tennessee a fourteen day limit, Sev-
eral states, includiqq California and Tennessee, have proposed co-pay-

b ments on emergency and primary care services for Medicaid recipients.

-
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Other states have proposed limiting the number of emergency

outpatient an@l physician vigits for Medicaid reeip‘i,pnta\, Medicaid
o - A N -
cuts wxll'inexorably lead to a' reduction in the number of child~

1
o bearing age women on Medicaid rolls,-additional physicians who are

unwilling to for Medicaid recipxents, and hospitals which will .

»

turn laborang women away.

These cuts will alfo mean an increased strain on public hos-

pitals, a major (perhaps the major) provider.of obstetrical, ser-

.
vices to lo -income women., In Los Angeles County, regnant Hispanic
% ; P pa

and black indigent womefl refused care at private hespitals go to
L. A County USC Medical Center, Martin Luther King Medical Center,

and Harbor Ggeral Bosp:.tal In Atlants, Georgia, they go to Grady

Memonal Hospital In Chicago, Illinois, they go to Cook Co’gnty

General. 1In New York City, they go @o the Municipal Hospital Sys-

3

tem. In Washington, D.C., théy go to D.C. General.

¢' In California, for example, poor women age inc:easingly depen~

dgnt on councy-funded sa‘ices. Births at Ve’tura Courty General
Hospital increased from a yearly rate of 761 in 1974 to 1,451 in

+1978, "primarily due he reluctance oif private physI®ans to

,' care for low™ncome and high-risk obstetrical patients .. . ." Log

Angeles County- Usc‘giedical Center alone performs ovey”ll,000 deli-

veries a year; ip Los Angeles County over 10% of all deliveries

are performed at Q_his one county hospital. 32

. L 4
ties in California p'rovide obstetrical setvices and 15% of all births

In all, fifteen coun-

in t_he state occur: in county hoe.pitals.:;.3 without these facilities,

thousands of pregnant women would be umble to obtain ’Srenatal. delie’

" very and post-partum care. 4
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| ’ iiState Medrvaid cuts and the. proposed Medicaid cap will place

¥n added burden on public hospitals and clinics, a yutden which they
) olearly will not be agle %o bear. First, county and city hosPitals
and clinics yill receive, like all health care providers, less Medi-
caid reimbursement. But, becawse they are public facilities.with
a legal and moral éblxgatxon to care for the poor,'bid§ will not be
as readily able to turn Medicaid recipients away as will p:ivate
pfovxders. Any fedu;txons 18l Medicaid r;imbursement rates, eliglbii-
ity or séévxces; will thus badly hurt county hospitals andﬁ!fznics.
Secondiyh private hospitals and‘physicians, beceuse of Medjcaid
c&kq; will further restrict the number of Medicaid récigl ts they
will see. Those th:y €furn away will g;‘:o county hospxt&ls. Four
major prxv:te hospitals in Chicago, for instance, arerplapning to
drastically reduce care for Medicaid recipient;:"uichael Reese Bos-
‘pital 18 planning to close its clinic, which has served the poor
' for over one hundred years; Billings Hospital plans a $15 million
. cutback and closing of hundreds of beds currently used by Medicaid
éecipients; th; University of Chicago Hospital plans to severely
restrict Heézcaxd admissions by, instituting a quota ay}teu: and Rush
Pgesbyterian-St. Luke Hospital plans to el&minate specialty clinics
and restrict Medicaid admissions. Where will all those Medicaid reci-

pients go when they are refused care e private gector? To égbx

v

icting a $24 million reduction

‘Coungy Genédral, which is already pr
in Medicaid money from state and fgderal cuts.3‘ Thirdly, nbt'only
will public h;spxtals ;e asked toﬂ:erve patxentskthe private sector
turns away, they will also be inundated with indigents recently taken

off the Medicaid rolls. '
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Cities, counties and hospital districts with a legal obligation
to provide healsh care to indigent residents of their areas are'fing-
ing it ipcreasingly.difticult to do so. A dwindling municipal tax ‘
base coupled with the astronomical inflation in health care costs
has resulted in public hospital closures, -ales35 and serviee cutbacks
throughout the country. Those hospitals wﬂT!L are left (gspecially
large, urban public hospitals) are in a precarious financial pqli-

-
tion.

*  Where will poor preénanb women go  for care if there are no pub-
lic hospitals left? - Unfortunately, this is not a rhetorical queg-
tion. A case in point is Los Angeles County. This month, the

County Board of Supervisors voted by 3 to 2 to close at least eight
of the County's clinics, reduce gervices at other %linics, and cut
funding for its hospitals by 10-20%. All the dounty nutritionists
and all yut eight of thg county's health educator;.have been termin-
ated (two professions critical for addressing the needs of pregnant
women) . It is also proposed that the County refuse outpatient ser-
vices to uzdicaid recipients until they have tried to find those ser- K\‘_,
vices kn the private gecter. The closings and cutbacks will gave

the county this year some $70 million in operating costs, but how
much will 1t cost in terms of vomezpunable to obtain pregnancy care; .
unattended birt@s and maternal and perinatal morbidity and mortality?
One L.A. County Medical pirector, respondicg to a decline in the num-
ber of women seeking prenatal care due to an increase in fees at

the county noted, "wWe really want to see those women come in. Pre-

natal care 1s probably one of our best investments.® Premature

4
babies born in county hospitals can cost the system from $10,000 to

.
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$20,000. The lifetime care for a mentally retarded youngster can
run as high as 3500,000.36

State Medicaid cuts and reductions in locally funded indigent
health care are only portents of what is to come if a Medicaid cap

is enacted and if we are faced vith'na;tivo reductions in all other

M:h’;:zoggm for the nation's poorh | . .

A
)

‘

A 'Medacaid Cap and Other Proposed Federal Health Reductions
for the Poor

.
*

Our health care system is extremely inefficient, wasteful and
inflationary. Last year alone, despite the so-called voluntary cost-
containment effort, po:pital Costs went up almost twenty percent.

To deal with this waste, inefficiency and in!lat;on, wg¢ can do one

of two thzngtj we can rationally look at the system and the causes

of inefficlency and waste and respond accordingly or we can indis-
czxmigately cut services to those least able to protest these cuts--
the poor. 1If the proposed Medicaid cap and other drastic federal
health cuts are enacted, we vifl have chosen the second alternative.

A Hedicaia cap will da three things: it will reduce the numbe:‘
of Hedica;d recipients and the)servises they receive; ié will shift
costs for indigent care from the federal government to state and
local governments; it will perpetuate an inequitable Medicaid sys-
tem whé}eby indigénts in some states receive far more services than
indigents in other states.37 A Medicaid cap-will mean more death,
disabilzty; pain and suffering for the nation's poor.

‘If enacted, a quicazd caé ;111 dccelerate the slide down the
mountain. States which havg proposed dropping their Medically Needy

program will do so, substantially reducing the number of child-bear-

Y
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ing poor, minority indiéentl eligible for th; program. States
which have proposed limiting emergency room, outpatient, and phy-
sician Medicaid visits to only a few & year will do so, thus deny:
ing pregnant Medicaid recipients the Qinimum care recommended by -
the Anexican College of Obstetricians and Gynecologists. . -
A Medicaid'cap will mean more pregnant women going to public
holpzt;T| and clinics, and a further rgdgftion in pregnancy care
services thege f;czlztzes provide. A Medicaid cap will ;ean an
increased number of poor women qpo will not seek prenatal cars,
because they know they cannot afford it and they know there are no
privhte physicians and hospitals which will provide it.
Otheé proposed federal health cuts for community and migraﬁt . v
health centers, qpkernal and child health programs and health ;l;n-
ning will also underm;ne.the delivery of maternity care. Comqunztﬁ
and migrant health centers have proven to be cost-effective provi-
ders of\letvicel to Fhe underserved poor. These centers prowide
accessﬁle, quality pregr;:mcy care.* For example, in Lowndes County,
Alabama, the i;tant mortality was nearly halved ov;r four years in
the area surrounding one commwunity health center.38 Through fed-*
eral support, these centers have been gstabliihed in eve%y state

of the union. A substantial reduction in thé funding of these pro-

grams uqd a turning over of control of thbat funding to states will

A reduction in funding of maternal and child health programs
1
which target services to mothers and children will result in higher

Ilead to an immediate decline in these centers' ability to surxvive.

maternal death rates, low birthweight babies, and infant deaths.

It has been estimated that guts in the maternal and infant care pro-

Pl - -
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gram which aids with food supplements and nutrition training for
pregnant women will ressit In 72,000 infant deaths per yeaz.'39
.Federal regulations and enforcement of Hill-Burton ﬁnconpen-
sated care and community service obligations by hospitals which had
received federal construction ?“d modernization funds has meant
increased access for pregrnant women to private hospitals for del:i-
very services. A decline in federal commitment to enforce these

reglilations will clcse one more access door for these women. Health

planning Certificate cf Need nhas been another forum for corcrmunit

roups ¢o advocate incCreased hospital

A de::ea?-xn federal supper:

%eed b1l close yet ahother
the p:xva;e hospital sectcr, .

We are ndt a cruel and unfeeling nation, yet the proposed cap
on Medicaid ;nd funding cuts for all federal programs which provide
maternity care for 'the poor are cruel and unfeeling. In a civilized
nation, poeor women and their newborns should not be the ones to

. »
.absord massive reductions in health care.
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Mr WaLaren | wanted to ask whether anyone can make an es-
timate of whether our efforts in neonatal services, under distribu-
tion of the services, 1s less effective than in other countries and
whether’or not that is a substantial explanation of why our infant
mortality rate 1s elevated compared to. as | understand 1t. Sweden
or other countries that have put in place. apparently, a very good
system of delivering these kinds of services

Dr Davis. could I ask you to answer that? LL\

Dr Davis Yes [ think that 1s part of the problem The ited
States 1s one of the few countries that does not have a national
child health policy. or universal financial coverage to assure access
to health care services But certainly most of the other European
countries do have specific nationwide maternal health programs

- that do assure all women get adequate prenatal care and that in-

Q
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fants are cared for at birth and through early infancy

Mr Warcren | had heard that said a number of times and 1t
never reallv meant that much to me in the context of this hearing,
that there 1s just a baldfaced evidence that our health system has
failed to save certain lives that are savable in .other societies be-
cause they have grganized their systems differently than ours

Mr Ritter a~ked about the potential of the Reagan administra-
tion proposals to essentially give Btates more authority than they
now have, I gather

I can’t quite figure out what the Reagan administration 1s up to.
but the thought was it would create a block grant, reduce the fund-
ing 2100 million and then allow for a market basket increase in
funding vear by year

-\llegedlx because that would help ws solve the pro})lem of fraud
and apuse by sending the administration back to the local level
and it would reduce paperwork

Now, Dr Davis, can vou make any concrete observations about
the benefits or lack of benefits in sending this particular program
back to the State administration” It 1s already State administration
as far as [ can figure out and for the life of me I don’'t understand
where the savings will come from

I wanted to specifically ask you to address the State role, the en-
hanced State role. the fraud and abuse and the reduction of paper-
work and can you make some estimate of how burdensome is the
present paperwsork and what value we get from 1t?

Dr Davis The administrative costs in the medftaid program are
reasonably low They run only about 5 to 6 percen he total pro-
gram costs. which 1s lower than the administration of private
health insurance policies where administrative costs run around 10
percent

The administrative costs have not been excessively high

The specific legislative proposal advanced by the Reagan admin-
1stration would 1n fact enable the States to make massive changes
in benefits and eligibility requirements and on selection of provid-
ers
For example, under the legu’{atlve proposal of the Reagann admin-
1stration, the States tould cover only certain groups of the medical-
ly needy, Fhey-couldcover just the medically needy aged and not
cover any of theg\mhcall\ needy children

8
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They could choose not to cover hospital services or could choose
not to cover clinic services or physician services for the medically
needy. They could cover whatever services they choose It would
permit the States to impose restrictions on freedom of choice of pa-
tients to select their own providers.

They could tell patients they could only go to c#rtain hospitals or
to only certair physicians. It would eliminate the right of a patient
to select their own physician or pravider and be cared for by that
provider which would greatly limit the access of the poor patients
to get preventive and permanent care services. .

It would eliminate from coverage all individuals 18 to 21 years of
age, many of these in child-bearing situations, so you wouldn’t pick
up a lot of women during pregnancy and get adequaté health care
services there. :

So the specific legislative provisions that are a part of medicaid—
it is not just holding down spending and shifting costs to thé

.States, but the specific legislative provisions would virtually de-

stroy the medicaid program as it currently exists

It would virtually remeve all Federal requirements with regard
to the medically needy and also many of the essential requirements
with regard to welfare recipients

Mr Gore The gentleman’s time has expired )

I would like to thank all three of our witnesses. It is a most 1m-
pressive panel. I wish we had mere time to spend asking you ques-
tions We really appreciate your testimony

Mr Gore. We have one final witness today We had hoped to
hear from Carolyn Davis, Administrator of the Health Care Fi-
nancing Administration There has been a miscommunication of
some sort and she 1s unable to attend, but her assistant, Dr. Paul
Willging, is with us.

Dr. Wilging, you are accompanied by whom?

Dr WiLrGing. Mr Don Muse, who 1s the head of the Medicaid
Data Branch, Health Care Financing Administration, and on my
left, Mr. William Hiscock, Acting Director of the Office of Child .
Health in the Health Care Financing Administration. )

Mr. Gore Your official title is what?

Dr WiLLGING Deputy Administrator, Health Care Financing Ad-
ministration

Mr Gore. Would the three of you please stand and raise your
right" hands?

Do you swear the testimony you are about to give will be the
truth, the whole truth and nothing but the truth, sghelp you God?

Dr. WiLLcING. I do. !

Mr. Musk. [ do

Mr Hiscock I do.

Mr. Gore Do you have a prepared statement, Mr Willging?
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TESTIMONY OF PAUL R. WILLGING, DEPUTY ADMINISTRATOR,
HEALTH CARE FINANCING ADMINISTRATION, PUBLIC HEALTH
SERVICE, DEPARTMENT OF HEALTH AND HUMAN SERVICES,
ACCOMPANIED BY DONALD N. MUSE, BRANCH CHIEF, MEDIC-
AID PROGRAM DATA BRANCH; WILLIAM HISCOCK, ACTING DI-
RECTOR, OFFICE OF CHILD HEALTH; AND MARY GRACE
KOVAR, SPECIAL ASSISTANT FOR DATA POLICY AND ANALY-
SIS, INTERVIEW AND EXAMINATION STATISTICS PROGRAM, NA-
TIONAL CENTER FOR HEALTH STATISTICS

Dr WILLGING I do not have a prepared statement, Mr Chair-
man I thought it perhaps more helpful to the committee were I to
respond to your specific concerns and questions regarding the
administration’s proposals vis-a-vis medicaid.

I would perhaps just take a minute to suggest that we obviously
see the impact of the President's proposals much differently than
do some of the preceding witnesses

I think what I have heard thus far this morning has been to look
at only one part of what the President is proposing. .

In looking at only one part of the medicaid proposals, I think one
1s drawn 1nexorably to erroneous conclusions

If we look only at the cap proposal and choose to ignore those
other parts of the proposal basically related to changes in how
States are allowed to administer the program, then by definition
we are talking about cost passthroughs

If the Federal Government pays less, nothing changes; then the
states, beneficiaries and providers, must pay more

I think if we fail to look carefully at the flexibility being pro-
posed at the same time, we are drawn to that conclusion.

From my perspective, having worked with this program for a
number of years, I think 1t is the flexibility that is the most in-
triguing aspect of what we are proposing,

The cap 1s to us, to some extent, an assurance that both we and
the states arrive at fiscal benefit from that flexibility.

I was somewhat concerned to hear one of the previous witnesses
suggest that we shouldn't give this program to the States.

My understanding in 1966, when Congress passed medicaid, was
that 1t was designed to be a State-managed program

We at the Federal level, both congressional and executive, have
made 1t more and more difficult for the States to effectively and
prudently manage this program.

We have begun to tell them not only who has to be served.and *
what services are provided, but how they provide those services,
who 1s allowed to participate as a provider and what they will be
paid, to the pomt where States cannot prudently manage the pro-
gram

We would like to give them the authority to prudently manage
the program and if they exercise that authority I do not under-
stand why one assumes, therefore, that beneficiaries are going to
ultimately bear the disastrous burden of the reductions we are
talking about

I recall your statement, Mr Chairman, that the State legislators
should be able to add 2 and 2 and get 4 when they see the cost

-
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benefits which are indubitably there in terms of child health pro-
grams. ,

We, on the other side, give them the flexibility to deal effectively
with the much more costly elements of the program and I see no
reason why they would attempt to save money at the expense of
children.

Were we not to give that ﬂéxibility, we perhaps leave them few
alternatives. We are proposing to give them that flexibility.

I would be happy to respond to any questions.

Mr. Gore. My statement was that State legislators and Members
of Congress ought to be able te do something. '

The National Center for Health Statistics in December 1980 pub-
lished infant mortality rates. Without objection I would like to put
into the record a table showing the infant mortality ra pub-
lished by the National Center for Health Statistics. Do we ‘Wave a
copy for the witness? I .would ask the staff to provide a copy

[The information referred to follows:]
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DEPARTMENT OF HEALTH & HUMAN SERVICES

N

fr

Memorandum

"

JJuly 21, 1981 -

Director, Division of Analysis 2
National Center for Health Statistics

National Data on Infant and Child Health ’

Eliot Segal

Subcommittee on Oversight and Investigations

Committee on Energy and Cqumerce b)
U.S. House of Representative

Through  Ton1 Davenport s{ .
Legislative Officer
Office of Legislation (Health) v c

Data on infant and child health available from the Naticnal Center for
Health Statistics come primarily from four sources The first 1S the

vital statistics system, which provides infant and child mortality data

and natality data. The natality data derive from the birth certificate
which contains a musber of characteristics of the mother and child inclpding
birth weight (a major indicator of subsequent mortality and morbidity).
Neither of these data soufces includes income or Medicaid eligibility
information.” The birth certifjcates of 47 States, however, do indicate

the mother's educational attairment, which 1s highly correlated with income.
Furthermore, 49 States report the month in which prenatal care began and

47 States report the number of prenatal visits The attached publication
summarizes natality data for 1978.

The Center 1s now carrying out a National Natality and Fetal Mortality
Followback Survey which 1s designed to supplement the information on the
birth certificates with mail questionnaires the mothep, the attending
physictan, and the hospital. These data will include a number of medical,
socioeconomic, and environmental characteristics. A complete descraption
of this syrvey 1s attached. Results will be available 1n late 1982.

The National Health Interview Survey (NHIS) 1s an annual household interview
survey of the civilian noninstitutional population of the United States
which includes a large number of questions on health status, health care
utilization, and background socioeconomic characteriStics. In 1981, the
MHIS included a child health suppiement which 1s described in more detail

on the attached sheet. .

Finally, the National Hospital Discharge Survey (NHDS) 1s & national sample -
of discharges from short-stay hospitals. In 1978, NHDS began to collect

.data on expected source of payment. In that year, 434,000 deliveries

(13 percent of all deliveries) cited Medicaid as the expected principal

source of payment Deliveries to black wamen were much more likely to

cite Medicaid than were deliveries to white women (38 percent versus 8

percent). Note that these statistics refer to expected source of payment

and may differ from the actual source. Furthermore, 9 percent of the deliveries
had expected source "not stated” (this percentage jumped to 18 percent

for deliveries to black women). ’

If you have any further questions about specific data or data sources,
I will be pleased to respond.

Attachment -
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Mr. Gore. I will add for you the infan} mortality rate in 1964-65
was 24.7 deaths per 1,000 and that was reduced by 1978 to 13.8
deaths per 1,000, a dramatic improvement.

v Do you know ﬁ.at the death rate for 1980 was?

Dr. WiLLGING. I am afraid I don’t, That is not in my ‘area of re-
sponsibility. *

Mr. Gogrke. Dr. Muse, do you know"

‘ Dr. Muse. No. - v

Dr. WILLGING That is Public Health Service data and not the
Health Care Financing Administration.

' I understand it is 12.9. There is a representative of the National
Center for Health Statistics in the room.

Mr. Gork. We asked for a witness to represent the entire Depart-
ment. So it continued to go down in 1980. g4 -

The national mortglity study esti ted%A million live births in
the year 1980. Do you have any evidence to believe that figure 1s
inaccurate or do you accept that figure?

Dr. WILLGIN,G I have no ewdence Once again, I am not sure,,,
whether one asks——

Mr. Gore We asked for a representative of the Department of
Health and Human Services. .

Dr. WiLLGING My undestanding is someone asked for Dr. Davis,
who is the Administratgefor Health Care Firfincing.

Mr. Gore. We asked for Secretary Schweiker and worked
way down, working courteously and at the convenience of th
partment, and with the understahding that we would have some-
one who could speak for the Department of Health and Human
Services. -

Do you have Bnyone with you who is capable of responding? .,

Dr. WiLLciNG I have somebody with me capable of dealmg with L
some of the data questions.

I would remind the Chajr the Department received no formal in-
vitation, but rather a verbal invitation from staff, which was for 2
Dr Davis. We have not.yet received——

Mr. Gork. I don’t know whether you personally received a formal.
invitation. The ‘Department certainly did and the record will reflect
s . that. There should be no dispute about that. ¢
. If you can’t speak for the Department, maybe we had better
pursue this with someone who can speak for the Department. We

specifieally requested a spokesman for the Department. «

Dr. WiLLGING. I gather to some extent, Mr. Chairman, it depends .
on the questions that you wduld like to have responsé§ on

In térms of medicaid,. for *which Ilam responsible w1th1n the

.

. Health Care Finance- Admlmstratlon, can deal with those ques-
tions.
. . With'respect to activities usider the purview of the Public Health

Service, which I do not represent, most of them pekhaps related to

data, we can perhaps respond becduse } do*have a representative of

the National Center for Health Statistics here. If"you are asking
. for policy statements with respect to nonmedicare, nonmedlcald
issues, I would prefer not to speak’ for the Department

Mr. Gore Were you not advised that you were appearing here as _
a witness for the Department of Health and Human Services?
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Dr. WiLLcinG. | was advised [ was ‘appearing as a witness for the
Department of Health and Human Services to deal with the issues
of medicaid and in particular the President’s proposals——

Mr. Gore. Who'advised you of that?

Dr. WiLLciNg. The staff from the Assistant Secretary " for
Legtslation’s office.

Mr. Gore. Who is the person who advised you. * |

Dr. WiLLGING. Ms. Toni Davenport, who also advised me that we
have not, as of this morning, received a formal invitation That is, °
perhaps, why there was a mixup in communications.

Mr. Gore. Well, formal invitations can be copveyed verbally. -

Dr. WiLLGinG. They unfortunately lend themselves to confusion
because the first invitation which came on Tuesday sugg’e& that
it was irrelevant gs to who within HCFA showed up.

.As of last Friday it was indicated that only Dr. Davis was javit-
ed. I think sometimes written invitations are perhaps more appro-
# priate so these kinds of misunderstandings don’t occur in- the
future. . “

Mr. GorE. And Ms. Davis was unable to attend. na
- Mr WiLLGiNG. Ms. Davis, as is the case; I think, with many
people on the Hill as well, is dealing with conference activities
today, one of them being the medicaid cap which is currently being
discussed in conference.

Mr. Gore. We haven’t gone to the practice of subpenaing wit-

. -nesses from the department because we have had, gver the years, a
good working relationship. Maybe we will just proceed in the best
way we can today and pursue it with the approptiate people who
feel they can speak for the department j uent hearing. |

hope: there will be several hearings on t 4

At any rate, your person from the N nter for Health
Statistics doesn't have anything that wodlf lead hif or her to dis™
agree with the estimate #f 34 million li% births in 1980; is that
correct? - -~

Could you identify yourself for the record?

Ms. Kovar. Mary Grace Kovar. L

Mr. Gore. Raise your right hand.

Do you solemnly swear that the testimony you are about to give
will be the truth, the whole truth, and nothing but the truth, so
help you God? ‘ M

Ms. Kovar. Yes. ®

Mr Gorke. You think the 3.4 million live births is a good estimate
for 1980? N X .

Ms. KOovAR. Yes, sir, it is what the States report to us.

Mr Gogre If the infant death rate for this year is the same as for‘
1978, there would be close to 46,000 infant deaths. If it is the same
as for 1980, it would be slightly less than that, still more than 40—
well, around 44,000 to 45,000 infant deaths. Is that a rehsonable es-
timate?

I\gs Kovar I haven’t done the arithmetic, but it sounds about

right ; -

- Mr. Gore. How many of the estimated 45,000 infant deaths were

medicaid recipients?
Ms Kovar. I don’t know.
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Mr Gore. Doctor, how many of the estimated 45,000 infant
deaths were medic&d recipients?

Dr WIiLLGING. I couldn’t respond to that precxsely About one out
of eight children in America are covered by medicaid I doubt that
that applies to infant deaths. We can supply that, if possible, for
the record, Mr. Chairman '

Mr Gore. We asked for that specxﬁcally in preparation for the
hearing, from the department

Do you have a guess, or a ballpark figure?

Dr WILLGING I wouldn’t presume to guess, sir I would prefer to
supply that for the record, provided such data is available

Mr. Gore. I am informed by staff that last Tuesday that.specific
question was asked, and we specifically requested for this hearing a
response I don't know why the atmosphere seems to be different

Let me continue. We will ask for that for the record *

[The following response was received ]

We have Tooked int a number of sources, and there are no data available to de-
termine the number of medicaid recipients among the infant deaths in 1980

Mr Gore According to the National Hospital Discharge Survey,
13 percent of the deliveries expected medicaid to be the source of
payment Now, as you indicated, that would mean approximately
one-eighth, or there would be approximately 6,000 medicaid deaths
of infants this year, or this fast year, from all causes Obviously
because of socioeconomic différences, income differences, racial dif-
ferences, the figure has got' to'be much higher- We will look for
that estimate.

Have you done a cost-benefit analysis that shows, or would show,

the Federal saving from a medicaid cap an8 match that with the-

costs of increased mortality and disabling illness as a result of the

cutbacks?

Dr WiLLGING No, Mr. Chairman, because we den't accept your.

premise that the sav1ﬁgs would necessarily lead to the_kinds of cut-
backs that would impact adversely on morbidity and mortality.

Mr Gore You don’t think there will be any service cutbacks?

Dr WiLLGING. We do not think there need be service cutbacks.
That 1s a distinction, Mr, Chairman We think it is safe to use the
flexibility we are proposing to give the States; that the ultimate
detriment to tHe beneficiary need not occur. . - .

If a State chooses to operate the program wjthout making use of
that flexibility, without changing its approac#x to the purchase of
services, then there could be, in fact, those kinds of——

Mr GORE What specific increase in flexibility in the medicaid
program dg you estimate to produce the largest savings®

Dr ‘WiLLcinG I'think perhaps the most dramatic savings could

come about by increased flexibility in the area of reimbursement to
providers, particularly institutiohal providers, and the increased
flexibility g ted will have to use competitive procurement prac-
tices for some of the other services, which statutes thus far have
prevented them from’ using—for example, laboratory services

Dr Gorke. Reimbyrsement flexibility—can you give me a specific’

example of what kind of thing a State will do that it-can’t do now
that will produce enough savings to make up for the amount of
money that 1s not provnded"

-]
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Dr WiLLGinG. [ think what the States will be able to do is move
away ffom a reimbursement system in the institutional setting
called cost reimbursement which has been one of the more infla-
tionary tendencies in the health delivery system.

It will mean, to give you a specific example—whether a State
would choose to go that far, I am not sure—when it purchases a °
tonsillectomy on behalf of one of its beneficiaries, and if 1t can, at
acceptable levels of quality and with due concern for-access, pur-
chase that tonsillectomy for $1,500 from—take a hospital I am fa-

© muliar with—Howard County General Hospital, it would be allowed
‘to do that, rather than having to pay whatever hospital the benefi-
ciary chooses to use, be it perhaps Johns Hopkins at $3,000. There
can be fairly dramatic savings if States choose that flexibility.

We had a situation some years ago where the State of New York
wished to purchase laboratory services by competitively bidding for
those services in the State. They were taken to court and, as a
result of the statute, they could not go ahead with that kind of ap-

1 proach, even though they could document millians of dollars of*sav-
ings for the State in using that approach. - .
Mr."Gore, As an analyst loaking, at the future, do you believe if
the medicaid cap is put into effect, do you really believe that there
is not going to be a cut, and a dramatic cut, in the amount of medi-
cal care made available to poor pepple?
Dr WiLGING I believe, Mr Chairman, that there need not
be—— . .
},- Mr Gore I am asking you whether you think: it is going to
happen or not Do you really‘belleve it is not going to happen” ’

_Dr WiLLGinG I believe that in some States, and hopefully a very
limited number, there may be cutbacks in the actual services pro-
vided to the indiyiduals I also believe very firmly that the underly-
ing philosophic natuge of this program is that States are in as godd
a position as we aré®o determine what 1s best for their citizens. I
do not believe we at the Federal level have a monopoly on compas-
sion or beneficence. States should be allowedNg this program, to es- T =
tablish a State program, to make those choices for its citizens.

The States do, after all, put in uggto % percent of the cost of this

pr%ram
r Gore Do you really believe that in most States there will be
no cut in medical care for poor people?

Dr WiLLGING Do I believe in rost States there will be no cut?
Mr Gork. Yes?”.

Dr WILLGING' I can’t presume to speak fd¢ how States will use
this flexibility. . . :
r. GORe. What do you think will happen? Do you really believe
ther@ will not be a cut in most States? - .

Dr.\WiLLGiNG. I think my personal opinion is irrelevant to this,”
Mr. Chairman ) ’

Mr. Gore Well, I am asking you for it. o

Dr WiLLGING [ beljeve in most States there will not be apprecia-
> . ble cuts in services to the poor :

Mr Gore. Then I guess it gets to what the definition of apprecié-

P

ble is .
: o )
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I don't think you really believe it I don't think the administra-
tion really believes it at all. I think they realize what is going to
happen. ' ‘

Mr WaLcren Mr. Chairman, it seems to me the witness has
said he does believe that in some States there will be cutbacks in
services

Mr Goge. Yes, he went that far He went that far ogfthe record.
And he is 1n a tough spot, and I don't wish to persenalize it at all; I-
really don't ,

I just think that too often we turn our eyes away from the conse-
quences of policies, and the consequences of this policy are going to
be pretty bad for a lot of poor people, and for a lot of infants in the
circumstances that baby boy, Downing, found himself in in the few
hours in which he lived . ’

Dr WiLLcING. But let’s do it with statistics, Mr. Chairman. Evep
the original proposal by the administration which was a 5-percent
cap 1n 1982, then to be followed by a” GNP deflator for subsequent
years, would have been a reduction for State and Federal funding
for the medicaid program in 1982, a reduction of only 3 percent
from what the States had anticfpated spending in 1982. -

Now, that is not to say a reductien below what they were spend-
ing in 1981, but only 3 percent from what they, themselves, had
said they were going to spend 1n 1982. I don't consider that a Dra-
conian reduction in the rate of growth of the program

What is coming out of conference is likely to be not very close to

*5 percent If there 1s a cap, likely it will be closer to 9 percent,
which 1s that much smaller a reduction in the rate of growth.,

The reason I can say, I think, fairly categorically that in most
States there will not be a reduction in services made to the poor,
we are not talking about having to absorb much. What we are talk-
ing about 1s providing flexibility and also cloging the entitlement of
this program in terms of where,State access to Federal funds is
concerned. ‘ .

This is not, I think, what has been bandied about today in terms
of dramatic Draconian reductions in the cost of the program It

. simply is not that
Mr Goge. Could you proviﬁe for the record any analysis of the
exgected conseguences State by State that you all have compiled?
r WiLLGING That would lead me to try to assume for State leg-
;ISlzlitEures what decisions they will make over the next year.and
alf. .
Mr Gore In other words, there has been no sufficient analysis.
Dr WiLLGING There could not, by deéfinition, be such an analy-
sis .o
Mr. Gore I recognize my collSague, Mr. Marks.
Mr Marks Thank you, Mr Chairman. .
Dr Willging, Mr Hiscock, Dr. Muse, we appreciate your coming
here, particulary under the circumstances in which you find your:
‘selves | do appreciate the fact that you haye come here to discuss
i;sugs of meJ;caid in particular, and that are prepared to do
that. ‘ . .
I would like to ask y¥u some specific questions: Even though
some of this—the answers to these questions | assume you have
made to some degree already, but I think the re¢ord ought to stand
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i .
on the specificness of the question that is appropriate to that which
we are discussing today.
I would like to know what the current status is of funding for the
maternal and child health program, and what does that funding
mean for service delivery—if you can tell us, please.
Dr. WiLLGING | am afraid I must apologize—the maternal an\

-

child hea™ program, I can’t I don’t know whether Ms. Kovar can
It is not 1n her area, either If there was a misunderstanding as to
which would represent the Public Health Service, I apologize for
that. I could get that information for the record, or, if the Chair is
proposing additional hearings, we will make sure a departmental
representative is there. \

Mr Marks I raised the question so that you might get that in-
formation to us, if you will.

Dr. WiLLGING. I will be happy to do that.

[The information follows:] - ]

The Ominibus Budget Reconcihation Act of 19%1 established a maternal and child

®heaith block grant This new ttle V block grant authorizes fundihg of 3373 million
for fiscal year 1952 and each year thereafter, and includes the current programs in
+ maternal and child health/crippled children’'s services, SSI payments to hand:-

capped children, genetic diseases, adolescent pregnancy prevention, lead-based paint -
poisoning. hemopbilia. and sudden infant death syndrome This funding level is ap-
proximately 353 mullion less than appropriated for these programs this year

Funds in this block grant,may be spent only for maternal and child health serv-
ices. including services for crippled children However, the exact impact of the block
grant 1s unclear since States may choose in which quarter during fiscal year 1982 to
have the block grant take effect Until States elect to administer the block grant,
HHS will administer the programs as in the past, wn}’fundmg coming from the
amount appropriated froni the biock grant authorization

.Mr. Marks If a cap is placed on the Federal reimbursement for
medicaid services, are you not concerned that services available to -
T pregnant worhen and infants would be reduced? .o
Dr. WILLGING T am not concerned for this reason: States can
indeed make these cost-benefit analyses as to what is going to save
them money down the pike if they are willing to put in sufficient
investment today .And I think that States ‘have been able to make
those kinds of decisions. ) ‘
This is just onegxample: One of the reasons I feel that sanguine
- is, 1 look at an optional service we currently provide, say, in the
medicaid program, and that is the States’ right to cover pregnant
women who are not presently categorically eligible, but would be
categorically eligible for the program once that child were born.
Thirty to 35 States currently provide that optional service. Even in
terms of the particular fiscal crises that most States have come
through over the last few months, long before the cap was pro-
posed; generally, States have not been willing to tamper with that
optional service To some extent, that affects the degree to which
they make these Judgmegt.s .
I'don’t think, especially’with the flexibility we will give them on -
the high dollar items, they are going to cut off their noses to spite -
" their faces. I think they will leave those services there and concen-
trate on the areas where we are going to give them flexibility
Mr. Marks I have nothing further Thank you. }
Mr. Gore Are you aware that in the last year 25 States have
enacted or proposed drastic cuts in their medicaid programs”
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Dr WiLLGing Yes. I am In fact, there are some 200 different
cuts that have been proposed in medicaid programs across the
country ' , ’

Mr Gore. Do you expect that trend to change?

Dr WiLLGinGg I expect that trend to be channeled dh‘ferently
once the administration’s proposals for enhanced State flexibility
go into place

Mr Gore Now, by “‘channeled differently”’—channeled in the di-
rection of increases” .

Dr WiLLGING. No, channeled in the direction of the way one
chooses ang reimburses the providers .

In the absence of flexibility States have very few areas right now
where they can cut costs We have so tied them up by both statute
and regulations that when they want to cut cpsts, they end up by
having to cut them by reducing eligibility levels, taking out certain
services and what-have-you. most of which impacts adversely on
the beneficiary If we give them the flexibility to deal with what s,
really the problem in health care financing—it is the way we
choose and reimburse providers—I would hope those changes would  #
begin to show up in that area

Mr Gore Do you think that the Federal Government ought to
playoa role 1n providing. reimbursement for neonatal intensive
care . . :

Dr WiLLGING I couldn't express an opinion on that as to wheth-
er or not the medicaid program should do it specifically; I would
think only within the current provisions of the program That is
when States make choices to provide those services to certain cate-
gories of eligibles, as long as they are shown to be efficient and effi-
cacious. we should \provide the funding through medicaid. With
regard to_making the choice up front_tojstimulate heakth care de-
fivery, that is not thé role of the m id .program. Whether it
should be provided elsewhere inthe deprtment, I would defer to a
departmental representative who could deal with that one

Mr Gore Are you aware that medicaid currently only covers
one-half of the cost of neonatal intensive care, on average”

Dr WiLLGING No, I am not aware.of that, Mr Chairman.

Mr. Gore Well, the rgcord will so reflect.

Dr WiLLcine Will the record define how that computation was
made and what it means by one-half?

Mr Gore Give me your estimate of what percentage medicaid
covers, on average, of neonatal intensive care. -

Dr WiLLGING I don’t know, but I think 1t is important to find
what one means by the question Do we mean that of the services
provided across the country medicaid is paying for half of it” Do we
mean that specific service in a State——

‘ Mr Gore I am talking about a specific case;—neonatal intensive
care When you look at a medicaid patient’s child, or a child where °
the hospital 1s reimbursed by medicaid, what percentage of the cost
of that care provided by the hospital is covered by medicaid, on
average” :

Dr WiLLGing Well, the way States reimburse hospitals, which
reimburse according to medicare, principles which reimburse all
medical costs, in that definitien, I would find it hard to believe that
only 50 percent of the costs were cpvered. .

[y
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.

Mr Gore I am asking you what the figure is, on average. What
is the figure” We have asked the department to come here and talk
about neonatal intensive care, and you are walking us all the way
around the barn and saying I don’t know this and don’t know that:
not qualified to speak about this; not qualified to speak about that
You said you are qualified to speak about medicaid, you knew you
were coming here as a representative of the department to talk
about neonatal intensive care

Now, I have asked you what percentage of neonatal intensive
care reimbursement 1s provided by medicaid

Dr WiLLGiNG By definition, Mr Chairman, 100 percent of the
reasonable cost %

Mr Gore One hundred percent? .

Dr WILLGING One hundred percent.

Mr Gore So the Department of Health and Human Services
spokesman is coming here and telling us that 100 percent of the
hospital’s charges for neonatal intensive care are proyided by medi-
care”

Dr WiLtGiNG I did not use the word charges I said of the rea-
sonable. cost of providing 1nstitutional ——

Mr Gore Take the amount of money that the hospital .has to
cover What percentage of that cost 1s provided by medicaid?

-+ Dr WiLLGiNG I can’t answer that question '

Mr. Gore Why can't you answer that question”

Dr WiLLGiNG Because I think you are placing the question in a
context which doesn’t lend itself to answer We do not reimburse
all costs, or certainly charges of hospitals. We reimburse reason-
able costs I don't hasaggailable to me right now across the nation
what the average difference 1s between hospitals’ costs and reason-
able cost I am sorry, but that 1s the way.the program is structured.

Mr Gore I am sorry, too And the parents of infants around the
country who have to rely on this program are sorry, too, and those
who will be affected by your proposed cuts wil probably be sorry
that you don’t have that information available before proposing the
cuts. ' .

Now, it does not seem to me to be an unreasonable question This
1S a tragedy in this country, Dr Willging There are lots of infants
dénied intensive care We have heard testimony today that hospi-
tals are under financial pressure to cut out neonatal intensive care
units because 1t 1s an'expensive service '

~Now, we asked for the views of the administration on this ques-
tion, and for whatever reason you are unable to give us just as ele-

* mentary a fact as how much of the cost 1s covered.

Yoy see. if hospitals are cutting it out because they are under
financial pressure. it seems to me it 1s reasonable to ask some ques-
tions about the financial pressure they are under

If medicaid was providing 100 percent of the reimbursement of
neonatal intensive care, then they wouldn't be cutting out these
units

If you don’t know what percentage 1s being covered by medicaid,
then how can you propose these cuts if you don’t know something
as elementary as that” Are you saying that somebody else in the
department may know it, 1t is 3u§ ihat you don't? .

e
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Dr WiLLGING No, I am not, Mr Chairman. I am not saying that
at all What I am saying is that, as we have also heard today, some
of the problems we are dealing with have nothing to do with medic-
aid. As Ms Mendez indicated, five of the cases she indicated were
not even eligible for medicaid. If that is what the hospitals are
saying, that they have a bad-debt problem because not everyone is
eligible for medicaid, then obviously all their costs are not covered
What [ am suggesting 1s that as long as the question is imprecisely
defined, it 1s difficult td provide an answer :

Mr Gore My question 1s not imprecise, Dr Willging I,beg to
differ I have asked you a specific question. A very precise questioh .
What percentage of the cost of neonatal intensive care is covered
by medicaid when the patient is eligible for medicaid reimburse-
ment, and you do not know the .answer to that precise question,
which 1s the sybject of the hearing today *

Dr WiLLcinG I provided an answer to that specific question Mr
Chairman

Mr Gore Tell me again Maybe I missed it

Dr WiLigING The cost to a medicaid-eligible patient, or for that
patient, in a hospital, the reasonable costs are covered at 100 per-

L]

- cent——

Mr Gore Now wait a minute [ didn’t say reasonable costs I
said what costs of the hospital

As you know, reasonable cost 1s a phrase of art It i1s a phrase of
art, and 1t'1s subject to a lot of twists and turns by the accountants
and the front office at the hospital

I am asking vou what percentage of the costs incurred by the
hOSpl%lS covered by medicaid Do you know the answer”

Dr ILLGING Off the top of my head, I do not know that
answer I can provide the answer.

Mr Gore Have you looked for the answer prior to this hearing”

Dr WiLLGING No. I haven't looked for the answer _

Mr Gore Why not? .

Dr WiLLGING Because 1 was unaware of the questionggyior to
this hearing o, .

Mr Gore Were you aware of what the hearing was about”

Dr WiLLciNG I was aware generally that the hearing was with
respect to the President’s proposal for medicaid and its impact on
child health

Mr Gore Did this question come up in the legislative meetings
which produced the department’s proposal for the medicaid cap”

Dr WiLiciNg Not 1n those I was in attendance at, but most of
those meetings were held at levels between the Secretary and the
Office of Management and Bydget ’ ‘

Mr Gore, Obviously we are geing to have to gkt another wrt-
ness—other witnesses—to ahswef these questions gf )

You heard the testrmony\this morning Did you follow this case
in Florida that we heard th§ morning that was not untypical at
all Were you aware of that prior to the hearing”

Dr WiLLGING My understanding was that thé case in Florida
wasn't even clear that the person was medicaid eligiple

Mr Gore Do you think it would be a good thing\to try to work
out a*system that woulq_ insure that all infants who ed neona-
tal intensive care 1n this country could get 1t? !

./
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Dr WiLLéiNG. I thipk that 1s a judgment that has to be tempered
by cost factors as well I think if resources were unlimited, I think
we should cover anything that seemed to be cost effective in health
care delivery.

Mr Gore. But if we don't have the‘resources, then we ought to
deny 1t to some? )

Dr WILLGING That 1s the inevitable nature of this system. It
happens every day, not just in neonatal care. I was the‘chairman of
a board of a hospital in Maryland. We had an emergency room
which, upon occasion, had to force the ambulances to bypass 1t, be-
cause we didn’t have another bed available That didn’t mean we
should simply put n sufficient numbers of beds to take care of
every eventuality We always deal with cost questions and re-
sources We don't like to think we are doing that, but we do.

Mr Gorke I don'’t like to think we are doing that, and I don’t like
to do it, and I am going to do what I can tisee that we don'’t do it,
but let me ask you the fjuéstion again in & slightly different way

Do you believe that if we don't have the resources, thten we ought
to deny neonatal intensive care to some infants who need it?

Dr WILLGING I think that is a loaded question, Mr. Chairman

Mr Gore It sure 1s It sure is. What is your answer to 1t?

Dr WILLGING My answer is, probably to aoid it by saying I
can't think of any public policy decision that doesn’t have to weigh
costs, benefits, and competing demands for resources

Mr Gore. That's a yes?

* Dr WILLGING It 1s not a yes, and it is not a no It is a refusal to
in effect come dut with that sort of an analysis and say, /Yes; [ am
for 1t,” or "I am against it ~

Mr Gore Do you think we ought to have a policy in the United
States that all infants who neeéuneonatal intensive &are and whose
livesocould probably be saved by that care, should be afforded that
care R ‘

Dr WiLLGING I think that is the same question put differently,
Mr Chairman. ]

!V'I)r Gore Do you thmk we ought to have that kind of policy or
not : '

Dr WiLLGING I think we have by default a polidy wherein care
is rationed in this country, as 1t is 1n any country

Mr Gogre. Do you think we ought to change that?

Dr WiLLGING No, I think we cught to make sure 1t is rationed
in a much more effective manner, and that 1s precisely what both
the administration and Members of Congress are trying to do in
the competitive proposals for health care financing

Mr Gore Realizing that by accepting the principle of. rationing

. nheonatal intensive care, we will condemn some infants, all of them,
or more of them, necessarily poor infants, to a death when they
might otherwise have lived if wé had a different policy”

Dr WiLGiNg No, I am saying as a result of a conscigus or at
least a market rationing principle, 1t may be precisely that area
where the choice 1s made to put the resources
. erh'GORE Dr Muse, you are in charge of maternal and child

.health.
Mr Muse No. I am in charge of medicaid data collection

Mr Gore Within HCFA”

-
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Mr. Musk. Yes, sir.

Mr. Gore. Do you appear here as a representative from HCFA?

Mr. Musk. [ am heresas staff to Mr. Willging.

Mr. Gore. Mr. Walgren? .

Mr. WaLGreN. Thank you, Mr Chairman :

The underiying conflict I have with what you have represented
here today is that, on the one hand, you say that you believe in
response to the need and the problem of limited funds, that you
must resort to the most effective rationing system that you can

The problem that I have is that you then turn to the States as
playing the primary role. It seems to me that in doing that, you are
turning to the least competent social institution and, by competi-
tion—I don’t mean able in the mental sense, but in the financial
sense—the least able to pay institutions and putting the burden on
them. Isn’t that the effect of the administration’s plan? And how
does that enable you to provide services to people that you want to
provide them to, but that you admit are not receiving them'and
that you have to ration?

Dr. WiLLciNGg 1 guess using your definition of the word “compe-
tent,” Mr Walgren—and I tend to agree with that definition—I
would see them as the most competent—not only in the fiscal sense
in that they do not have the luxury of printing presses as far as
finances are concerned, but certainly I think in terms of knowing
what the particular needs of a population in a given State are, the
particular nature of the provider community and the array of facil-
ities available.

I think the States are in a much better position to make those
kinds of choices than the Federal Government.

It is very difficult to make even the gross choices we make with
respect to medicaid and hope they can equally apply to all 54 med-
icaid jurisdictions

Mr. WALGREN. Let me ask you thiss What would prevent the Fed-
eral Government—you have cited one instance or one suggested
way forward, where money can be saved by the States, and that is
to allow them to engage, through purchasing and group arrange-
ments. What is to prevent the Federal Government under the pres-
ent system from allowing such purchases to be made by States
under the present system of medicaid financing?

Dr. WiLLGInG. In terms of group purchasing the example T gave
being laboratories, the thing that prevents States from domg that

- 1s the statute.

Mr WaLcren. Now, why would you*not recommend that we
simply change that statute and allow States to engage in group
purchases rather than coming in with a cap on the program which

" you, yourself, indicate will, if the States dé not, so do, result in

denial of services”

Dr. WiLLGING. I think we have done both, Mr Walgren. We have
come in with I believe about eight specific proposals for change in
the statute across the board from reimbursement to group purchas-
ing, and what have you. We have also indicated that we and the
States have to look at this program as something more than simply
an open-ended entitlement in tertns of State rights to address the
Federal Treasury -
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Mr WALGREN. It is true, is it not, there are tremendous incen-
tives on the States to limit benefits as much as possible under the
present system inasmuch as, up to and over a half of all the dollars
paid ir are shared dollars?

Dr. WiLLGING. That is correct, but at the same time there are
also incentives for simple cost shifting. That also takes place in the
States, and I think that the Federal Government has the right to
expect as a quid pro quo for this flexibility, that there be recogni-
tion that there is a limit of some kind on the program. I think it is -
a very small limit for 1982, 3 percent of anticipated expenditures.

Mr. WaLGreN. By cost shifting, what do you mean?

Dr. WiLLGING. There are benefits that had traditionally been a
State preserve, where, in effect, the State was paying 100 percent
of the costs and they have beén moved into the medicaid program
so as to pick up the 50 to 80 percent of Federal financing. I think
there are incentives not only to save money but save it by simply
maximizing Federal reimbursement. By just providing for flexibil-
- ity I don’t think we could get a handle on those kinds of problems.

Mr. WALGREN. Now, I trust that those areas of cost are eligible
for Federal participation’

Dr. WiLLGING. Sometimes they age not.

Mr WaLGREN. And then payment is denied, so that is no prob-
lem.

Dr. WiLLGING. They are denied in all cases where we find them,
but we will never have, nor would I ask, for the resources to check
‘in that kind of detail all State expenditure reports every quarter.
We try to hit the major ones, but I think an incentive which, in
effect, is no longer an incentive would be a much more effective
way of dealipg with that issue. There are many things which we
have to do bureaucratically to keep on top of the States in terms of
their adherence to the rules which I would prefer to do through the
incentive of simply having a cap. Then if States choose to maximize
by having ineligible people on the rolls and providing services not
actually covered under the program, then we can stop harassing
tge States in terms of some of the regulatory burden we put on
them.

Mr. WALGREN. The regulatory burden was testified”earlier to be
less than'the private paying burden and it is semething in the
range of 5-percent admnistrative cost.

Dr. WiLLGING. It is about 6% percent now.

Mr. WaLGREN. What is Blue Cross gnd Blue Shield?

Dr. WiLLGING. Comparing apples and oranges. | tend to disagree
with Dr Davis tjat you can compare medicaid administrative costs
which do not #hclude such things as marketing policies, Blue
Cross—— \ -

Mr. WaLGReN. In fact, the administrative costs.are substantially
less in the -private sector and the private sector is willingly paying
those costs in each of their policies so they would certainly not
view the administrative costs in medicare as unreasonable if the
are one-half of what they themselves are reasonably paying; isn’t
that correct? :

Dr. WiLLGING. But they are different functions, Mr. Congress-
man .
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Mr WALGREN. You indicated that you felt the States could add
two and two and get four, too, and if they felt there was a cost ef-
fective program,shat they would not then deny, or attempt to save
money on children

However, is it not true that the real question is when the money
is saved, and that our society is loaded with examples of sitaations
where people chose to pay a lesser amount in the future but a
"@eater amount throughout the lifetime .of whatever it was they
were purchasing, than situations where they paid the full amount
up front and saved in the longrun. Isn't that true” .

The States will be in no dilterent position. If the lifetime costs of
saving this money, even though it is cost-effective, if the lifetime
costs may be greater—costs greater than the initial investment, but
if there is a way to get through the problem in the near term by
paying out a little less than that investment, the States will prob-
ably do that, will they pot”

Dr WiLLcinG. I think it “depends on when you are going to see
those savings, Mr. Wglgren. I think truly if you don't realize the
impact of that investment-until 6 or 7 years dowh the-pike you are
inclined to slough over this year’s problems but many of those——

-

Mr WALGREN. Let’s just take that statement and apply it to the -

neonatal problem. As I understand it, one of the problems in this,
area is that the children without neonatal care will be retarded

I;Jlovg, when do the costs for the care of the retarded really start
to hit? .

Dr WiLLciNG™ That would be an example’of one where pérhaps
one would slough over that. There are others where in effect you
see those returns fairly dramatically and fairly quickly——

‘Mr WALGREN Doesn't it make sense where you identify a prob-
lem where the States—and we know the history. The history of the
States is they are 1n tremendous financial pressure. You.are turn-
ing and asking'the States.to make a cost-effective decision for 50-
year runs, why they are cutting back Federal care in many differ-
ent ways because they haven’t the money to pay for it.

You are relying on that body to make that long-range decision
when you, yourself, admit that there is one they will slough over,
as you say. - ‘ =

When you can identify a situation where they will on your own
admission slough over it and endure these higher costs at great
cost. of human suffering -and loss and the potential go life itself,
isn’t that situatigpn—instead of coming in here saying, sYou should
turn this over to the States,” you should say, “We need a Federal
program a la the kidney program that we have in this country, fo
make sure that that doesn’t happen?” 4

Dr. WiLLGING. I am not sure I would agree that we need another
Federal program a la the kidney program to deal with those prob-
lems in the States I think the worst of all examples about the
kidney program if we look at what we thought that program would
cost when first put on the books and what it costs today.

‘Mr. WALGREN. One difference between the two programs is the
neonatals don’t vote. ‘

Dr. WILLGING. It would se€m to me, though, even in the entire
array of services that States have to make decisions on, to find
there are svle where they could o#nceivably slough off, Mr. Con-
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. gressman—wHhich is not to say they .will—we could in effect go
through the program and sdy, “For this one we will not give the
States the right to make those decisions; for $his one we will.”

I think the progp2m originally was duppgbed to be a State-man-
aged program with the States being accountable for the ultimate
decisions. I see no reason to change that I think the States want to
go back to the original program. ,

Mr. WaLGREN The testimony before this hearing w#€fhat the
States are not providing neonatal’services in particularly the State
of Florida, resulting in the deaths of children and the, | amny sure,
severe life impairments of others. . »

The reason they are not doing that is strictly financial, period
No monopoly on compassion at the Federal level, at all. Everyone
admits that the board of that hospital is as compassionate as any-
body else except they don’t have the dollars and they don’t have
the dollars on’the State level, either.

" Under those circumstances, wouldn’t you, knowing that it is cost
effective for the taxpayers in the long run, ungderstanding, as you
agreed with me would happen, that they would slough over this
‘kind of problem because of the financial pressures-on the States,

wouldn’t you agree that that is exactly the area that we ought to -

have a Federal program? . v
Dr. WiLLGING What | am suggesting, Mr. Congressman, is that

that is a decision’in terms of the State of Florida, that voters in the

State of Florida are most capable of making, » »

Mr WALGREN We live in one society In fact, we have the obliga-
tign—it is my responsibility as a Congressman—if I see a need that
1s unmet 1n this society, that is appropriately met at the Federal
level and that the ethic of the society would expect me to meet, it
is my obligation to meet it, whether or not it has traditionally
been—whether or not the Federal Government has met it before in
the past, or not. You have the same obligation and yet somehow or
other it just couldn’t—for some reason or another, you have built
blinders 1n somg way that prevents you from seeing that obliga-
. tion
Dr WirLGING. How can I respond to that, Mr. Walgren?
Mr.WaLGREN I guess at this point I have to let the record speak
“Yor itself. \ ‘

I want to thank fou for your candor in ddmitting that there are
very specific needs that will be sloughed over by the States in this
area, unmet, absolutely unmet, anf from a cost-effective standpoint
we are walking into much greater costs than we would if we
cleared out the program. .

-But apparently the btases within this particular administration
* ate so anti-Federal Government that they are willing to expose
that kind of human cost on the public.

I specifically want to say that we have heard this verbal garbage
about the Federal Government not having a monopoly on compas-
sion—we are not talking about compassion, here, we are just talk-
thg about dollars and cents and the testimony here was that the
State government did not have the money Not that they were cal-
lous or anything like that v ‘

97

Q




93

The system that we are running, today, limits financial capabili-
ty of the States in ways that we have an obligation on the Federal-
level to pick up. .
. I hope, you know, that the public understands that representa-
- tives of the administration are coming forward before the Congress
and saying— .
We know there are problems that the State won’t pick up and we know 1t 1s going
to result 1n retarded children and we know 1t 18 going to result in deaths but we

think that States have such a—d%F that the Federal Government 1s so suspect and
the States have such a traditional role that we should not interfere

Thank you, Mr. Chairman. ¢

Mr. Gorke. Thank you, Mr. Walgren.

Are you familiar, Doctor, with the GAO report I referred to earli-
er dated-January 21, 1980, entitled “Better Management and More
Resources Needed To Strengthen Federal Effort To Improve Preg-
nancy Outcome.” . - )

Dr. WiLLGING. | am not personally familiar with it, Mr. Chair-
man.

Mr. Gore. The report'noted that there are still significant prob-
lems, even before the changes in policy that you are recommend-
ing, that remain in trying to assure access to neonatal intensive
care, particularly for medicaid mothers.

This GAO report noted the refusal of some physicians or hospi-
tals to accept medicaid,or Jow-income patients, or even to refer pa-

- tients to others.

Does that conclusion surprise you, that they found that?

r Dr. WiLLGING. No, we %we had problems of access in terms of

the refusal of providers deal with medicaid patients but they
stem from a variety of reasons of which reimbursement is sofffe-
times the least critical. '

Mr. Gore. I would commerrd the GAO: report to you in tha
regard. It covers reimbursement as quite a significant factor.

The report also recommended to the Sécretary of HHS that the
Department through the Assistant Secret#ky for Health undertake
a review of — g .

What the Federal Gove ent can or shomkld do to help poor persons gain access
to in-héspital obstetrical or infant care 1n cases whefe hospitals which are not obli-
gated under Federal programs or have already met their obligations to provide some

care to persons who cannot pay, refuse to accept such patients Expanding medicaid
coverage and increasing medigaid reimbursement rates should help

. These conclusions by GAO, in additien to the testimony we have
heard here today“4ndicate to me that we ¢ould save lives by allow-
ing medicaid to expand in that manner.

Do you agree?

» Dr. WiLLGING. I suspect that'I disagree with the proposal which
was, in effect: Mandate at this stage additional requirements on
the State with respect to medicaid. , '

Mz, Gork. Provide additional maney for medicaid? )
Dr. WiLLGING. Well, the States in effect make the decision on
how much money-goes into hospitals.
Mr. Gore. Based in part on how much they received from the
Federal Government?
Dr. WiLLGING. No, it works the other way, Mr. Chairman. We
. match what it is the States expend. It doesn’t work the other way.
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Mr Gore. With a cap in the amount the Federal Government
provides, it is limited? '

Dr. WILLGING. States could indeed limit reimbursement to hospi-
tals as' a result of the cap. That is one of the decisions they might
make.

Mr. Gore. A soon to be released OTA report entitled “The Cost
and Effectiveness of Neonatal Intensive Care” reaches many of
these same conclusions. Are you familiar with the OTA report?

Dr. WiLLtiNG. No, I am not, Mr. Chairman. )

Mr. Gore. [ don’t think that is out but'I think it will be quite

- SOoO0on.

There is a very thorough analysis of the collection of providing
neonatal intensive care. I have been reading it all weekend. It iden..
tiﬁ(i)s1 inadequate medicaid reimbursement as the key part gf tpe
problem. . )

Reimbursement often is based on, of course, the reasonable cost
formula, rather than on charges, anq we had an interchange on

~ that earlier ) :

The disparity between t two is added onto the bills of other

patients, thus widening the ¥ap. This creates a vicious circle which
will perpetuate usless steps are taken to equalize the system.
- As medicaid seimbursement lags farther and further behind
actual charges for neonatal intensive care, there will be increasing
pressure—they are now feeling it—on hospitals, not to accept low-
‘income patients for the high-cost neonatal intensive care treat-
ment,

The problems that have been documented here today in th® GAO
report and the OTA report, will be exacerbated. .

I had a'question tied up at the bottom of that, how does the ad-
ministration plan to respond to the problem, but I take it that the
administration does not plan to respond to the problem. The ad-
ntfinistration plan is to hope that each individual State will respond
‘to the problem. Is that correct? .

s~ Dr. WiLLGING Certainly the administration would not propose a
move to a simple charge basis in a system ‘of reimbursement no
matter how inefficient a hospital may be simply because a hospital
cannot cover its costs. ’

Mr. Gore. That wagn’t the question.

Does the administration plan to respond only by hoping that
each individual State will respond?

Dr WILLGING. In the medicaid program that is how traditionally
the program has been managed apd how it-would %ontinue to be

. 'managed. States would deal with That issue.

. Mr Gore Do you think the cap will have the effect, if it is en-
acted, of limiting the States response?

Br. WiiLcING. T am sorry, I didn't get that question

Mr. Gore. Do you think the medicaid cap, if enacted, will have
the effect of limiting the ability of the States to respond to this
problem? :

Dr. WiLLGinNG. No. It could very well work the other way. It
could increase the ability of the States to deal with that problem.

Mr ‘Gore. By imposing some discipline on them?

Dr. WiLLGING. Well, it may well be that the problem is that
there are hospitals which aren’t capable of providing as efficient a
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servicé as are other hospitals and States may be inclined perhaps
to deal with those that, given due consideration of access, can-in
fact. meet the efficient parameters of a quality service .

If we have a situation where hospitals’ charges aTe out of sync
with hospital costs, it is not the only conclusion one could come to
that reimbursement 1s inadequate. It may well be the hospital’s
own management structure is inadequate in terms of providing-the
best quality service at the most efficient price K

I know a little bit about the hospital industry I was with a hos-
pital for 10 years It is going to be hard to convince me that any
charge incurred by a hospital is reasonable and, therefore, the re-
imbursement mechanism should pay It simply doesn't work that
way .

*Mr Gore That is not what I propose, at all, and I would hope
that the administratien will not go to-the other extreme, either,
but evidently it 1s. \

I am going to adjourn the hearing in just a moment but let me
Jut ask you a few more brief questions.

I really have a hard time gnderstanding the kind of cold-eyed
statistical approach to this problem in the face of the kind of trage-
dy that occurred in Florida, which according to the testimony, is
not at all uncommon and does occur elsewHere around the country
.with some frequency ‘

I mean, doesn't it offenddm that infant$ in need of intensive
care would be denied because of financial policy”?

Dr WiLtGinG. Of course 1t offends me, Mr. Chairman, but I also
have difficulties with policymaking which 1n effect 1s based upon
emotionally charged issues which.may or may not even be reflec-
tive of what is going on across the country

Also, again I hear these 1ssues are not even necessarily medicaid
1ssues Those five people in Texas, for example, were not even eligi-
ble for the program, and we are not sure the decision in Florida
had anything to do with medicaid .. -

I don’t know whether I would call’it cold-eyed statistics.,I think
public policy should be based upon some understanding of costs
and benefits , ’ , .

Mr Gore. I have some trouble(with the attitude that we ought to
Just resign oyrselves to the fact that some of these infants are
"going to be déied intensive care, gven though they need it

I don't think that is acceptable in this country and I don’t think
most Americans feel that way
' Do you agree with me that a cost-benefit analysis, is inappropri-
ate for neonatal intensive care? . .

Dr. WiLLGING Do I agree with yew that it is inappropriate?~—

Mr Gore Yes'That an infant in need of intensive care should
be given it, even 1f it is going to cost a lot of money -

Dr WiLcing I am riot sure I would presume to speak to the
issue of a specific individual T am not paid to'make those kinds of
decisions ) .

I think general policy issues in terms of what 1s covered, what
Eerwces are provided, shouid be dealt with on a reasonably analytic

asls

I think one doesn’t, however, have to simply make a choice and
this is my difficulty, I think, with the tenor of’the hearings thus
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far. We are only making choices of will somebody get covered or
won't they. I think there is a third factor in how-we cover people.
Can we cover them in a more efficient fashion. .

And to assume that the only choice is, you are covered or you are
not, or, does the cap kill babies: which I think is a-fairly gmotional-
ly charged approach to take to these kinds of decisions—I don’t
accept those as the only options available to us

Mr. Gore. Well, that is going on in the country today To say
that it ought to stop and we ought to change that, it can be de-
scribed as an emotional reaction and I suppose to some extent it is
but I also think that 1t is a rational response that most peoplg in
- this country would agree with. . s

The OTA study concluded that it is impossible to evaluate neona-
tal intensive care with cost-effectiveness criteria, but as we have
heard earlier, even if you do use such criteria it appears to be quite
cost effective. !

You did agree with that general premise, did you not, when my
colleague from Pennsylvania was questioning?

Dr. WILLGING. Yes.

Mr Gogke. That you do end up saving more money in the long
run by providing intensive care, neonatal intensive care?

Dr. WiLLGING. It appears to be cost-effective That is not my area
of competence but from what I have read as a layman, yes. -

Mr Gore And medicaid provides funds for some of the long-
term treatment of those impaired, either through®mental retarda-
tion or cerebral palsy or otherwise; because they have been denied
neonatal intensive care; is that correct?

Dr WILLGING. At State option; they need not provide some of the
services.

Mr Gogre. But Federal funds are used for that purpose, right?

Dr WiILLGING. They are available if States make those choices
and the individual 1s categorically eligible .

Mr. Gore. If Federal funds are used for that purpose and you.
have agreed that you can save that money by spending money for
neonatal intensive care to prevent those expenditures, then by
denying a Federal role in addressing this problem, it seems to me
" you are acquiescing in the wasting of Federal money.

Dr WiLLGING. I don’t believe 1 have on any occasion denied a
Federal role. What I have said is I would not as a Federal employ-
ee deny the States'the right to make the appropriate choice. If I
were a State legislator, I personally would make that choice. If the
State does make that choice there is a Federal role. We would
match those funds. . '

What you are talking about, Mr. Congressman, is mandating .a
certain service on the States because we think 1t 1s more appropri-
ate, or you would think it more appropriate that the States not
have an option in $hat regard.

I think that is a different issue than denying a Federal role,
which I do not do. . : (a

Mr. Gore If we can both agree that it is indeed Bt-effective to
provide neonatal intensive care and by doing so you can avoid
other costs ddwn the road, and if we can agree that States are cur-
rently not making that choice, why can we not also agree that the
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Federal Government ought-to play a role in encouraging rational
choices in this area? .

Dr. WiLLGING [ believe you are talking about something more
than encouraging rational choices. I believe you are 4alking about
making the choice for the State 1 N

Mr Gogre. Not necessarily. I am talki‘g about a policy that will
extend neonatal intensive care to those who are not getting it now.
It is cost-effective and it avoids the wasting of Federal money, so
why shouldn't we have a policy initiative to reach that result? .

Dr. WiLLGING I guess that is where we part company and ‘the
administration would part company. I think we are talking about
those kinds of basic choices best made at the level of the State
itself There are different views on this issue.

Mr. Gore Why?

Dr. WiLLGING. Why?

Mr. Gore. Why?

Dr. WiLLGING. Because I believe that, especially with respect to
the medicaid program where up to 50 percent of the funds are pro-
vided by the gtates, and the pers ve of the States is better ca-
pable of dealing with what they see # be their high priority needs.

In a given State, although we would agree, perhaps, that neona-

tal care is jndeed cost effective, there may be even morer critical |

‘and more pressing needs that I would prefer to let the State deal

with. .

Prioritizing health care needs for a State I think is inherently

difficult, if not impossible, for the Federal Government to do. .
Mr. Gore Well, I don’t know. If we can agree that this would be

a rational policy for the entire country, and if we agree that Feder-

v

al dollars are wasted because the current situation continues, then -

it seems irrational to hope that 54 différent jurisdictions will, on
their own, come up with this policy, instead of taking a Federal ini-
tiative. ‘ .

But I understand that one of ‘the cornerstones for the new ap-
proach is that the Federal Government should do as little as possi-
ble and that States somehow magically have more wisdom than the
Federal Government. I guess I just disagree with that.

The administration still supports the 5-percent cap.

Dr. WiLLGING. The administration is engaged in negotiations noy
with the Congress in conference and has indicated a willingness to
be flexible; 5 percent is net doing that at this stage.

Mr. Gork. It is my hope that we will be able to pursue this issue
on another occasion. ~ .

I regret that there was evidently some mjsunderstanding in some
of the questions' that I put to you you felt were outside of your le-
gitimate area of responsibility and I don’t know how the miscom-
munication occurred but [ appreciate your willingness to come and
talk about these issues. We will pursue them on another occasion.

Dr WiLLGiING However it 'happened I do apologize for any incon-
venience caused th committee, Mr. Chairman, by that lack of full
unders ndin&} : . .

Mr. Gore. We will pursue it on another occasion.

The hearing is adjourned.

[The following letter was submitted for the record:]
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July 21, 1981 . -

John D. Dingell -
Chairman, Sybcommittee on Oversight
and Investigariona
Energy and Commerce Committee
2323 Rayburn House Office Building
Washington, D.C. 20515

Dear Mr Dingell: ' {

The Anerican Acadewy of ?'edin:ricn iw pleased to respond to your
inquiry regarding the impact of further reductions in Medicaid on
the health of {nfants and children, particularly in view of the
recent tion in Florids involving the death of a premature
infant. In direct response to your questioni, this is by no means
a prodblem uni o Florida; it is ‘widespread and in fect a datly
criais in many Wares of the country. Problems of this nature are
compounded among lower aocioeconomic groupa (aany of vhom are
Medicaid ell.ible)l vho are known to bave a highet rate of compli~
cations.

. . L4
During tha past decade, the vell-being of newborn infants and pregnant
women has messurably improved. Perinatal health care is novw available
.10 much 5f thia-country on a ayatematic and regional-baais. This
achievement has been accomplished through conserted and coordinated .
effort by professionala, philanthropists, and government organizations.

However, aerious problems and concerns in perinatal health remain.
Unevin application of technology, means that vot *everyone benefits.
When one or more of the regional centars are overloaded wirh patienta
or short of staff and/or equipgent, it is good and.common practice

to divert a referred babdy to another and sometimes distant centar.

Yer maternal and {nfant tranaport gervices are not alvays coordinated
betwveen areas  Thus, the inevitable fluctusation in demsnd reaults in
difficultiea in locating {ntenaive care umita for a patient. Medical
and surgical cara ia capable of assuring a happy and productive life
for wost nevborns, but costs are often very {ilgh‘ They remain totally
at the mercy of the family and other advocates for support. Potential
reductions in funding for maternsl and child healtn programs will have
an igmediate effect on the quality and availability of perinatal care,
particularly among the poor a disenfranchiaed. A rural pewborn
with a surgical emergency, :h’e‘s‘rbm baby vith respiratory diatresa
syndrome, the adolescent mother and her child, the prematura with

an infection, and others are at risk of having their human potential
negatively influenced by such reductiona

States muat have the llmbill.:y to reapond. * What thia country is
facing is a potential syatems problem as well as a funding problem.
Wa ara delighted that this {saue haa aparked your intereat and would
hope you would puraue your inveatigstions 1in this area Plesaa know

that the Acadewmy atands ready to assist you in thia procesa.

Sincarely youra, .
VY S
R Don Blia, M D
Praaident

%-‘—b.%/-{.p- .

George A Littla, M.D.
L Chairmen, Committee on
. Fetua and Newborn

[Whereupon, at 1:39 p.m., the subcommittee was adjourned.]
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