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lMi’ACT OF FEDERAL SPENDING CUTS ON MATERNAL
AND CHILD HEALTH CARE

-

L ]
. THURSDAY, N BER 17, 1883

Conorrss oF THrF/ UNITED STATES, ~ !
. StscomMrrpEr oN Ecovoyic (roars
AND INTERROVERN MENTAL Poricy oF THE A
Joint EcoNomic CoMMITTEE,
Washington, D.C.
The subcommittee met, pursuant to notice, at 10 a.n., 1w room
8D 628, Dirksen Senate Office Building, IMTon. Lloyd Bentsen (vice
chairman of the subcommittee) presiding. . '
Present : Senator Bentsen, ’ ’,
Also present : Charles HL Bradford, assistant direetor: and George
R. Tyler, professional staff member. .
\ ' .
OPENING STATEMENT OF SENATOR BENTSEN, VICE CHAIRMAN

v |

Senator Bentsen. This hearing will come to order. /

‘This is the second in a series of hearings in which 1 am exploring
the state of child and maternal-health eare in our Nation. This specific
hearing is designed to explore the impact of the 1981 spending cuts in
the Federal maternal am'l child health block grant program,

During the first henring on November 2, this su\x'mnminw heard

. « d -
Cfrom severn! child health experts who presented what T beligve is very

convincing evidence that the mix of infant-oriented governmynt health
care programs has boen effective. ‘There hias been a firm and striking
link between the growth of Federal prenatal care programs and re.
duced infant mortality. In fact, the Federal child and maternal heaith
care programs ean be credited with doubling the rate of success oyer
the Mst deeade in <hrinking the likelihood of tragic infant deaths.
The-e programs have been cost_effective, as well as medieally effective.

The California OB program, for example, mvout &5 indospital
eoat: for each §1 cpent on prenatal eare. And the York children
and youth and maternity and infant care projec d about $2 for
everv. 8l spent. )

Both of thewe cost effective projects ave funded under title V, mater
nal and child health block grant. Yet, maternal and child health fund-
ing wa< ent ubstantially in 1981 at the request of and under heavy
pressure from. the administration. T opposed those ents. And T was
areee~ful in rolling the old title V program into a separate and more
defensible and visible block grant.

That vi ihilitv was helpful dast vear when Congress overrode
admini tration's ohjections and added back cubstantial funds to the
maternal and child health eare block grant as one component of the
health hill.

(1)
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But the battle is not over. Last winger, the adnsinis ration agnin tried
to shortehange maternal wid child health programs in the tiseal Vear
ESE budget by freezing the authorization Tevel at the old level for
BIS2 1 am going to try to correet that shortly by restoring higher
authorization funding levels to the MCH program.

My elforts to protect the maternal and child health program are
based on its success, both insaving lives and in saving taxon ver dollars,
About 6 tn every 100 American babies ave born underweight., Most ve-
quire extensive and very expensive care, costing s much s $100,000
per child. Yet, MCH programs have been able, in some instances, to cut
the incidence of fow birthweight babies by o percent, by providing
quality prenatal care, They are saving muilions of dollars i private
and medicaid medical costs, and avoiding untold sutfering for babies
and their parents,

If you were the tonghest, hardest-minded fiscal conservative, you
eannot help but see the econdmic and human sense made by these kinds
of expenditures, Bat beyond their cost effectiveness, if VOU give any
thought to the cmotions and the prnh{vms nndd concerns for the parents
of such children, you would understind how critienl and how impor-
tant these programs are.

I have n written opening statement that I will epter into the record,
together with u statement by Senator Levin, wht {nul(l not be here to-
day, due to ~cheduling.

[ The written opening statement of Senator Bentsen and the written
statement of Senator Levin follow:]
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WRITTEN OPENING NTATEMENT OF SENATOR BENTSEN

LADIES AND GENTLEMEN:
THIS 1S THE SECOND HEARING IN A SERIES EXPLORING THE STATT OF CHILD
AND MATERNAL HEAETH CARE IN OUR NATION. THE HEARING 15'0£5xsxeo 70
EXPLORE THE IMPACT GF THE 1981 SPANDING CUTS IN THE FEDERAL MATERNAL AND
CHILD HEALTH-#LDCK GRANT PROGRA:.
SURING THE FIPST NHEARING IN IMIS SERILS, ON NOVEMBER 2, THIS COMMITTEE
MEARD FROM SEVIRAL CHILD HEALTH EXPERTS WHO PRESENTED WHAT | BELIEVE IS
VERY hONV{NCING EVIDENCE THAT THE MIX DF INFANT-ORIENTED GOVERNMENT HEALTH
CARE PROGRAMS MAS, BEEN FFFECTIVE. THERE HAS BEIN A FIRM AND STRIKING LINK
BETWEEN Tni QRbu;;.GF FECERAL PRENATAL CARE PROGRAMS AND R:CUCED INFANT
MORTALITY. N FALT, THE FfoRAL CHILD AND MATERNAL HEALTH CARE PROGRAMS
CAN B CPE0I7LD Wi'H DOUBLING THE RATE OF SUCCESS OViR THE LAST DECAGE IN
SHRINKING THE L 1KELIHOOD OF TRAGIC-INFANT DFATHS., THESE PROGRAMS MAVE
BEEN COST zrfscrxvz; AS WELL AS MJL!CALLY EFFECTIVE. THE CALIFORNIA 0B PRO-
GRAM, FOR EXAMPLE, SAYES ABOUT §5 IN MOSPITAL COSTS FOR EACH $1 SPENT ON
PRENATAL CARE  ANG, THE NEW YORY CHILDREN AND YOUTH AND MATERNITY AND
INFANT (AKE rPQJtcr VLD $¢ FOR §) SPENT.
ROTH THESE (OST-BFFECTIVE PROJECTS ARE FUNDED UNDER THE TITLE 5,
MATEIN T TY AND ch D osALTH BIOCK GRANT.  YET, MATERNITY AND (WILD HEALGH

CRMNING WA, CUT ALM),T 20 PERCENT IN 1981 AT THE RENUEST OF, AND UNDER

BEST COPY AVAILABLE
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DRRINTIELD RUOOR SRINTLOTHAT VICTIIOITY WAC MLUTTOL LZ6T YiAR W
SIREILE PLMINGSTRATION URJECITVES AND AODID BACK SOMI FUNDS 10 TAE MATERNAL
SNITSTED RPALTR BLOON CEANT OAS URE OLOMPONDAT UF Tt J0RS BTLL. BUT THE
TATTUE NAS NOT OVER. LtFT WINTER, THE LDMINITTRATION AGAIN TRIZT 7D SHORT-
{HANGL MATIPNAL AND CHILD HEALTH PROGRAMS IN THE Fy8& 3UDGET BY FREEZING
THE AUTHORLGATION LEVEL AT THE LEVEL SET IN 1982, 1 AM TRYING 7D CORRECT
THAT iHADECiATE AUTHORIZATION LEVEL NOW WIThn AN AMENDMENT 7D RISTORE $10%

VILLIUh TS OTHT M T | PROGREM,

, P, e enimr pem e e e e e ass e
B 2 RN L NMATIERSL GND (m LD mTAL e CLURAM APE

»
-

2UTL 0% 17U GUILTLS BOTH N SAVIAG LIVIS AND IN SAVING TAXFAVIR DJOLLARS.
ARCUT STY [ IRE OHUNDRED AMIRIIAN BARIES ARE BURN UNDIRWE jGAT. MDST
LIV ’;.EL’TfE SO YIRY EXFINGIVE CARE, COSTING &S MUCh AS Si00,000 PER
AILE YRS, MO o PROCFAMS BAVE ETIN ARLE IN SUMD O INSTANCES YO CUT THE
PNUTIINGD T L DR BIRTHWE GRT SABIZS BY 40 PIRCINT, BY PROVIDING QUALITY
naTar rlug THEY B¥T TAVING MILLIONS OF DOLLERS TA FRIVATE AND MiIDICAID
MelITAL CUTITUAND AVDILING UNTI D P FERING FOR BARISS AND THEIK PARENTS.
YET, THECT PROGRAMS HAVE BEEN CUT SOME 22 PTRLENT IN RiAL TERMS BY THE

EIM NI IRRDDTN RETWTIN VIOOAL YERRT VNAT AND VGRL. VP IMRLTT MRS BPEN SUB-
-

i
TTENTILG, w0 Th NMERLUS IRIILATORS OF MATIRNSL ARD INFAKT ®ILLTH TUPNING DOWN

.
'

HTROTIME DN LILAUAN L 0RO INIIDINID G LDw P1RTe Qi 00sT BABIES IS

OGN TWD RTOE OND T T AT Pt VLT TR L GTEM AND NTW EAMPOIIRT . AND, IN DATA
”

-y '*-g - vt S ) S S LITIAIOM END LOTION
..r;p' . s . T e, e - ..‘..' :‘,:;-_-;.‘.,:. . srper e ._:":‘.‘-‘, ,,‘. .N;AV‘.
e 000 See F e ALY T CT T e st oredhit b
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RISE IN INFANT DEATHS IS WIDISPREAD ATD PERVASIVE. AS WE SEE ON THIS

AUTADCLD TRART, RICING IRFANT MORTALITY IS NOT CONCENTRATED IN ANY ONE REGION.
THRIt COF TRI ﬁTLTE; ARE [N NfW ENGLAND, THREE ARE IN THE SOUTH. AND THREE ARE
IN THE WEST. TME LI&I WILL GROW AS DATA FLOWS IN FROM THE 15 STATES STILL
COMPILING STATISTILS.

THERE IS NO DDUBT IN MY MIND THAT THE 1982 REDUCTION IN FEDERAL CHILD AND
MATERNAL HEALTH FUNDING HAS PLAYED A MAJOR ROLE IN THE RIéING TIDE SINCE THEN
OF NEEDLESS XNFANT'DLATHS. MAGNIFYING THIS TRAGEDY HAS BEEN THE ECONOMIC DOWN-
TURN WHICH THREW MILLIONS OF ME NAND HOM{N DUT OF WORK AND OFF INSURANCE ROLLS.
THEY WiRE FORCED TO PELY ON DUR PUBLICLY FUNOED HEALTH INFRASTRUCTURE AT THE
PRECINE TiME THAT INFRASTRUCTURL wWAS GEING REDUCED HERE IN WASHINGION. IF
THERE WEREL ViR A WRONG 7TIME AND PLACE TO REDUCE ACCESS TO MEDICAL HtiP FOR
MATERNCTY UART, 17 WAS IN THE MIDLT OF OUR WORST POST-WAR RECISSION. WE .
SEGAN TC TAY THE PRICE IN 1982. AND MANY INFANTS AND FAMILIES WILL BF PAYINE
A HEAVY FINANIIAL AND EMOTIONAL PRICE FOR A GENERATIONGTO COME.

LuR NATION DOLS A POOR JOB OF COLLECTING MEDICAL DATA. AND THE MAGNITUDL
OF THE (MPACT OF THE M-T.M BLOCK GRANT CUTS IN 19RL1S ONLY BEGINNING TO
MUY L IN S OINTANGD MORTALITY DATA RELLASED Miw#E TODAY #AVE JUST BEEN
TOMLTLED L. fnt AW ONLY AVATLABLE FOR 35 STATES 50 FAR. THIY REVEAL THAY
DUR KAT TS ERnUl ADVANCE TOWARD IMPROVED IHFA;T HTALTH HAS STALLID - AND
TURNED IN%B A RETREAT. éUT THESE NUMBERS DISGUISE THE REAL TRAGEDY OF
NEEDLS LUy MINOTCAPPED AND CYING INFANTS. IT IS DIfFIClnT 70 DYAL WITH THIS TOPIC
WITHOUT PMOTION.  BUT THE CONGRESS MUST DO THAT .- MUST (DOX BEHIND THE NUMBERS
TO-LTARN FXYADTIY WeAT THE IMPACT OF HE 198 2.M-0-H BLOCK GRANT CUTS HAVE BEEN,

CU AT, Wb RAVE ATSIMBLED A O{NTINGUINHED GROUP OF MITILAL EXPERTS

Sl M L e T Ces KETION M SR TA CMTTH TN THE LIRTI TR LY OMIULHIGAN L

BEST COPY AVAILABLE .



~EALTH DETARTMINT - - A STATE HIT DCUBLY KARD BY FROGRAM CUTS AND THE
RECTESION, 53, CMITH IS RELEACING A RIPONT ©IRE THIS MORNING DN THE
IMPACT GF THE MIN PROGRAM CUTS AND STEPS BIING TAKEN IN MICHIGAN TD
IMPREVE {<1LD END MATERNAL HEALTH, SHE WILL BE JOINED BY MS. SARA
ROSENBAUM WITH THE CHILORIN'S DEFINSE FUND KERE IN WASHINGTON, BY
DR. RICHARD NELSON FROM THE UNIVERSITY OF MINNESOTA AND GILLETTE
CHILOREN'S HOSPITAL, 8Y OR. KENNETH OSCOOD OF LAS VEGAS, NEW MEXICO,
wHD 1S APFEAR}NG ON BEHALF OF THE AMERICAN ACADEMY OF PEDIATRICS: BY
OR.ARTHUR TRUISBURY, VICE PRESIDINT OF THE MARCH OF DIMES, AND BY
CROOJUSTAMING GIVTLER OF THE UNIVERSITY OF (OWA AND CO-DIRECTOR OF THE
CNATIONAL MATERNRL ANS THILD HEALTH RESQURCE CENTER,

1AM PLIASED THAT EACHM OF YOU CAN BE WITK US TODAY.

¢

BFQT\‘MDV AVAILABLE
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INFANT MORTALITY

{per 1,000 Yjve births)

1978-1982
é

1978 1981 - 1882
Alsbama 16.1 12.9 13.8
Nebraska 13.0 9.? 10.0
New Hampshire 10.0 . 9.7 ‘II.O
North Carolins 16.6 13.2 . 13.7
Massachysetts 1.0 . 36 10.1
Ok 1ahoms 14.1 . 11.8 12.3
Utesh 1t.4 9.8 © 1.0
yermont 13.3 7.8 8.1
Virginia 13.5 12.5' 12.9

Food Research and Action Center

EST copY N AILABLE
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WHITTEN NTATEMENT OF HON. CARL LEvIN, A ULS. SENATOR FROM THE STATHY OF

chumAN_

Mo Laiman, lawe ra - & I OURPORTUNITY TO SURMIT TESTIMONY [0 T

KNt oavord l.u\Nil,H NEGARL P THE NEED FORR AN AI)H:HAH LEVEL OF FLIXRAL TUNUING

THOR MATLINAL AND (HELD MEALTH CARE SERVICES, Tt COMMITTEE WILL BE HEARING TODAY

FROM A NUMBER OF HEALTH EXPERTS, INCLUDING TR, GLoriA R, SMimi, T Diwecton

OF THE MICHIGAN DEPARTMENT Of PupCic-HEALTH, ™0 (N THE STATE ARE [XTREMELY .
FORTUNATE TO HAVE HER AS THE DIt CTOR OF T DUPARTMENT AND AS A SEORE SWOMAN TODAY
ON PUBLIC MEALTH CARL NEEDS IN “HCHIGAN, ’

DR, SMiTH Wil PRESENT A Xf FORT COMPILED BY THE “ICHIGAN 'isemnfm of PusLic
HEALTH WHICH INCLUDES RECOMMENDAT IONS ON WHAT STEPS SHOULD BE TAKEN BY ot fiDIRAL
(OVERNMENT TO SAFELGUARDATHE tE AL TH OF MOTHERS AND CHI(DREN THROUGHIUT THE ((UNTRY
WHO ARE AT RISK BECAUSE OF THEIR (ACK OF ECONOMIC RESOURCES. THE PRTMARY Rt COSPMEN
DATION OF THE DEPARTMENT IS THAT FUNDING FOR THE “ATERNAL AND (HILB MEALTH (AR
BLOCK GRANT -- WHICH MAS EXPERIENCED A ROUGHLY 217, CUT IN REAL FUNDING SINCE
1981 -~ BE DOUBLED DURING THE UPCOMING FISCAL YEAR, IN THIS REGARD, | AM PLEASED

TO BE A COSPONSOR OF SENATOR BuMeers’ Riu, S, 213, wHICH WouD AUTHORI ZE

- APPROPRIATIONS FOR THE MATERNAL AND CHILD HeALTH (ARE PLOCK FRANT CONSISTENT

. WITH THL AMOUNT ARPROPRIATED D82 ING £Y 1995, SO THAT DIRECT SERVICES Wil @& MAIN
. - -

r

A

CONSTANT,
Trg (MNIBUS ReconciLIATION BIiL WHICH [5 CURRENTLY UNDER CONSIDERATION fY

THE SENATE PROVIDES AN mm:mmﬁ.ML oF 452 MILLION DURING FY 1984 FoR TiF

YCH BLOCK GRANT,  ALTHOUGH THIS WOWD APPEAR TO BE AN INCREASE OVER THE CURRENT

AUTHORIZATION CEVEL F 8373 MUij (0N, (T WOULD IN FACT REPRESENT A SUBSTANTIAL (0T

IN THt N“UN% AFPROPRIATED FOR “ATERNAL AND) CHILD HEAL TH SERVICES, IHI‘S i

BECAUSE IN ADDITION T0 T MK rRANT MONEY, Tht lops P PASSED BY D (o “

:_A‘.f THAR 1O MIET EMIRGEN ¢ NEED . RESUUTING FROM ONEMPLOYMENT TRV D AL AL THONA

AR IAL S d o L MU TN gR 'N MaTERNAL AND (LD Hh AL TH T Ak e CwANT

(AT idlede ek TTa At LN e ton fex e RANT N Y BB 1 MY e om

'

BEST COPY AVAILABLE
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In N’F’R{NIM; THE JOBS BlLl , T f(NRf§§ RECOGNIZED THE NEED TO fNSLRl Nl{llATf

Fmﬁ)tqa To PROVIDE VITAL HEALTH FARE SFRVICES TO TWF UNEMPLOYEDMND THE (R FAMILLES.
) BT THAT MONEY FROM THEAJOBS BILL ISN'T AVAILABLE FOR FYBY S A RESULT,

', e MATERNAL AND GHILD CARE SPENDING WILL DROP BY $26 MitLION, .
- . THe NARQN CONTINGES TO EXPERIENCE HIGH UNEMPLOYMENT, tHILE THE "ECONOMIC
. RECOVERY" HAS LOWERED THE NATIOWAL UNEMPLOYMENT RATE TO ABQUT P, JHe STATE OF
. 4 MicHican cummss 10 EXPERIENCE ALMOST 143 unempOYMENT, Wit 577, (0)) PEOR 1
-~  OuTOF WORK THE UNEMPLOVED I8 ICHIGAN AND THROUGHOUT THE COUNTRY WILL SUEFER
e AS A RESWLT OF THE PROPOSED CUT IN FUNDING FOR THE MATERNAL AND (HIED HEALTH g0

Cae Bock Grawr . Trose who TRADITIONALLY HAVE REL 1ED UPON PRIVATE HEALTA

\suw«r YOVERAGE CAN' mnuqr [T WHEN THEY'RE OUT OF WORK AND NOW RELY ON

PUBLIC MEAL TH CARE PROGRAMS 011 AY THe MATERNAL AND CHILD HEALTH CARE PROGRAMS .
. {r THEY ARt TURNED AORKY, nwm« AS A WHOLE WILL LOSE. ™WNY ARE SUFFERING ALREADY,
‘ FoR EXAMPLE, BETWEEN 1980 arp 1NB1, MICHIGAN'S INFANT MORTALITY RATE INCREASED
rrom 12.8 PERCENT DEATHS PER 1,000 LivE BIRTHS TO 13,2 PERCENT DEATHS PER LIVE
BIRTHS. ACCORDING TO THE MyericaN DEPARTMENT OF PBLIC HEALTH, THIS WAS THE® GREATEST
INCREASE IN INEANT MORTALITY RATES IN THE STATE SINCE oRuD Mar (1. FORTUNATELY,
perwen 1980 anp 1983, mie STATE AS A maﬁfmmm A DOWNWARD TREND IN 1M
INFANT MURTALITY RATE. Howevir, (N THE City of TETROIT, WHERE UNEMPLOYMENT 15
¥ SIGNIFICANTLY HIGHER THAN IN THE STATE AS A WHOLE, THE INFANT MORTALITY RATE

REMAINS SHOCKINGLY nic - - AT 71,88,

s

CHILD HEAL TH CARE PRODIKES SAVINGS
By v iDING IHENATAL ‘mi, MATE RNAL
THE MUCH COSTLIER INCIDENCE OF LOW

EVERY FEDERAL [XHLAR SPENT ‘0N MATERNAL
FUR T $EDERAL GUVERMMENT (N el LONG
- A0 CHILD HEALTH CARE PROGRAMS HE(P Pl
BIHTH W IGHT BABIES. APART FRM mt)ﬁmm. M SUFFERING OF INFANTS AND [t IR
PARENTS THAT RESULTS FRUM SERIAY, HEALTH PROBLEMS AT BIRTU, THE MATERNAL AND (HILD
4 HEALTH (ARE PROGRAMS PROVIEE A MEANS 1O MONITOR THE DEVELOPMENT @F INFANTS AFTER
BIRTH Dl MONTIORING CAN #8107 THESE CHILDREN TO GRIM UP LFADING HEAL THOANDY

[R50 CT SRR SR T A

‘ _ . COPY AVAILABLE
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[ oD SENATOR BENTSEN FOR HOLDING THIS HEARING, | HOPE THAT DOCLMENTATION
mmmamsorammvﬁmmmmssmmAmmrm
R PR(NlUH\b HEALTH SERVICES TO MUTHERS AND INFANTS WILL §HNJLATF ™ CM'SS o \
APPROVE THE BUMPERS LEGISLATION 10 INCREASE THE AUTHORIZATION FOR THE MATERNAL
AND (1D HEACTH CaRt BLOCK (RANT DURING FISCAL YEAR 1984,

Al .
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Senator BEnTsen. Senator Bumpers has one of the Senators
most in the forefront of the fight to preserve the MCH program—he
has repeatedly shown his care and his concern and his compassion for
this particular program to his great credit. dnd [ am most apprecia-
tive of having him here this morning.

Senator Bumpers., -,

- STATEMENT OF HON. DALE BUMPERS, A U.S. SENATOR FROM THE
. STATE OF ARKANSAS :

Senator Bumerrs. Mr. Chairman, first of all, det me congratulate
you on holding these hearings which, as far as I know, are almost
unprecedented, particularly gr this committee. To involve itself in

' oWhat I consider one of the really serious issues confronting Congress

. 15 cominendable.
. I am not going to belabor the clinical asYects of this too much be-
cause you have a very distinguished, panel that is about to appear

before you who will give you that kind of very definitive information
from a statistical and clinical standpoint. '

But I would just start off by saying that-what w talking about
hrere is & preventive health care program. Sometking thyt this country
never seems to understand is the vitality and thelefficacy 'of those kinds
of programs. “

Hubert Humphrey, and I know you have heard him make the same
speech, said that people talk about national health insurance. But it 1s
not national health insurance he would remind us; it is national sick
insurance. It does not do anything until you get sick.

The maternal and child health care prograins are designed, of course,
to prevent illness and to save us untold billions of doliars in institu-
tionalized care for children and adults.

The MCH block grant provides States with the ability to reduce
iugunt mortality, to improve and promote the health of mothers and
ifants and children. It also provides funds for medically necessary
services to hahdicapped children. Ten percent of the funds is set aside
for projects such as genetic screening and counseling, hemophilia
programs, and pediatric pulmonary centers.

Federal programs rarely have such a clearly stated mandate. What
is even more unusual is that these programs actually achieve the goals
that have been mandated and they do so in & cost effective fashion.

Few Federal programs ean claim success equal to that of the MCH
block grant programs. Certainly, there have been problems. And yet,

. with these programs in place, we have seen u $0-pereent drop in infant
mortality rates since 1965, Large-scale immunization programs funded
in part by MCH money have virtually eliminated smallpox and led to
dramatic declines in the incidence of diphtheria, measles, polio, ru-
bella, and tetanus. Other indicators of the MCH block grant pro, rrams’
impact are the sheer numbers of children who receive vision and hear
ingr tests and dental checkups, and the number of children who receive
rehabilitative services. These are children who would not have other
wise received those serviees. The hlock grant funds support a network
of elinics which provide approximately 12 million mothers and chil-
dren with health services.

Preventive and primary health care services are cost-effective be-
cause they reduce the need for more costly health services in the future.

ERIC 15
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For example, AMabmma officials estimate that for every dollar spent on
preventive maternal and child health care, the State saveés between $5
and $10 on long-term institutional care for the severely vetarded. A
GAO ~tudy fonnd that the costs of sereening infants and the treatment
of seven common disorders were less than one-cighth of the cost of
an impaired .child over a lifetime. :

But sometimes we have difficulty grasping the concept behind long-
term cost-effective programs like MCH. Jl‘lu- need for immediate meas-
ures to reduce the budget deficit is the principal reason for the troubled
history of this program in recent yvears. Despite the unquestioned value
and importance of the MCH block grant, the program has been eut 33
{mrccnt in authorization levels since 1981. Tragically, these cutbacks
wmve ocenrred during a period of increased demand for services. The
recent recession has meant not only thedoss of jobs, but also the loss of
health insiranee coverage, For increasing numbers of children, the
programs funded by MCH are their only source for needed heglth
services,

Tast vear, MCH block grant received an additional $105 million
through the so-called jobs bill. Now the administration is arguning that
there is no longer any need to maintain funding at a constant level, be-
cause the economy is in the middle of a recovery and that, as a conse-
(iumm’. the demand for maternal and child health services should have
decreased. '

This argument is specions, Mr. Chairman. The jobs bill money
enabled States to restore cutbacks in services brought about by budget
cuts of previous years. But the funds were insufficient to expand or in-
crease services to meet the increased demand for serviee, -

Indeed, a 1940 GAO study indicated that even before the gutbacks
were made, insyflicient funds precluded many Statés from offering
services to all mothers and vhil«lr«tn wha needed them. States have tar-
greted the jobs bill funds for projects in areas of high need and high

Jquent.

I must <ny that the problem we had with chilid health sereening in
Arkansas when I was Governor is what caught my interest, and has
maintained it in this program. In_Arkansas, the jobs bill money was
used to provide prenntal eare ifn [3-county area where previously,
pregnant women had no place fo go. The recovery of the economy 1s
not going to do anything to refflace this service. In fact, there are still
22 connties m my State where pirenatal services are not available at all.

It is tragic that these figures\apd others like them from practically
every State in the conntry fail to Nove this administration. In Pulaski
Countv and that i< Tattle Roek  one half of the pregmant women
who come to the maternity clinie for services are turned nway. And
those who do receive eare hinve to wait as long as 5 weeks to see a doctor,
There nre eight counties in Arkansas whieh “;n ve no ehild health ehines
amed that leaves 15,000 children below the age of 18 without serviees.

We hnve heard that block grants usually result in o more efficient
adutni dvation of each State”. health erviee amld therefore ntlow for
e eective deliver v of those services But the projected savings do
not begin to off et the cevere ent<in funding. Tn Arkansas, for exam
ple the ent - in MCH funds eame on top of Stute cuts which resilted
i the oo of 130 einployees. .

We have heard that MOH 1< 0 State and Joenl tssie, Hmlﬂ)"lﬂvl‘ﬂl
initintives nee nappropriate, ineflicient and ineffective. But we know
that MCH programs have had a long mul'dislinmlishe-d Federal his-

¢
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tory, beginning in 1935 with title V of the Sociak Security Act. In
addition, at n time when the States are struggling to cope with medic-
aid cutbacks in eligibility, benefits and pavments levels, they are
tinancially unable to icur greater responsibility for MCH programs.
In my State, one out, of every four chilidren lives in poverty. Yet, 60
percent of those children are imehgble for medieand. In Arkansas,
State agencies absorbed $200,000 of the $700,000 the State lost due to
the cuts in MCIH. Aud they cannot offset any further ents,

Mr. Chairman, 1 want to digress from my testimony for a moment
to give you an example. When we cut,medicaid funds, the States were
griven some latitude and diseretion about where they were gog to
nike up those cuts and how they were going to trim their proBrains
in light of those cuts. So, for example, a child on medicaid could only
stuy about 7 to 10 days in the hospitals of my State - that was one way
that adjusted to the medicaid reduction.

Now if u child born in a poor aren with a congenital heact defect
could very ensily require- 2 to 3 months of hospital care. The local
hospital, we will say in one of the rural communities of the State,
would keep that child the 7 or 8 days, or whatever was permitted. But,
in all probability, the chikl would then be transferrved to the University
of Arknnsas Medieal Center, simply because his or her medicaid stay
had been used up, and the hospital would have to take that child as an
indigent. ) o

Fortunately, one of the things that you can do with MCH funds. of
course. wonld be to fund the University of Arkansas Medieal Center
to take enre of that very serious condition for that chilil. Indeed, MCH
is the only source of funds available to the university medieal center,or
any other similar entity providing such care. Yet with MCH funds
being reduced. hard choiees need to be made,

And hard chowees they are: Why do we put States in the position of
huving to choose hetween funding child health elinies or providing ma-
ternity elinie<? We ask States to decide which is more important. What
hins the greatest return on the dollar - Sudden infunt death programsor
fluoridation trentment programs? At least these sre questions that we
have hind to resolve in Arkansas.

What kand of government wonld ask a State to decide which of a
elthls heatth eeds are most important 2 Clearty, this admimistention
has et its priovities, When the administration Jooked  for budget
deticrt veduction mea~ares, it turned to fisther cats i prograns ~ueh
a . MCOHL ‘

It i time for Congrres to define onr prinl"f"u": undd to continue pro
g - that e believe are qust, T, wned cost effective T we faal 1o
act now to preserve the intexrity of these programs, we nre certanly
gromngr to bear an unbelievable cost later on,

I heaee antroduesd o bill to inerease the level of fundimg authorized
for MO block grants from $373 milhon to $199 mithon.

Senator Be~rses. And the chairman i< one of your original cospon-
<ore. | nm very supportive of your efforts there,

Senator Besterns, Thank vou very much. Mr. Chairman. And that
1< the bare minimun, That is the bare mintmum necessary to fund
thee program - at the 1958 level The MCH block greant s the only
health ave progian -pecifically for children The impnet of the cuts
<o fur have heen devastating. Seldom do we see such stark and terrible
results from our imprudent actions,

N »
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Let me digress yust 1 moment, Senator, to point out  as you have
heard we talk about on the floor nf the Senate, and I guess T will be
talking nbout it on my deathbed  when 1 was Governor, Betty started
/I nanzaton program to try to get all the chnddren in Arkansas un-
munized ngminst childhood preventable diseases This effort provides
us tvith a very dramatie vwmple of cost effertiveness, We mmmmzod
300,000 children on two successive weekends, And the cost was vir-
tually nothing because we used agencies that were already in exist-
ence, including the National Guard and the Extension Service, All
of them combined to put this program together and make it a suc-
cess. When I came to Washington, 1 worked very hard to put an im-
munization program in place and it became very successful at the
nutional level. In Arkansas, we determined the costs of care for each
child institutionalized, beeause of a childhood syndrome, from rubella,
mumps, measles, and so on. The entire program, which over a 2-year
period raised our immunization levels from about 76 percent to 98 }m‘—
cent, cost less than one -half of the cost of institutiohalizing one infant
for the rest of its hife,

Senator Bungsen. That is a dramatic example.

Senator Busmreers. That is my testimony, Mr. Chairman. Again, [
sincerely thank you and appﬂmd your efforts for holding these
hearings.

Senator Bextsen. Thank you very much, Senator Bumpers. We are
very pleased to have you.

Senator Bumerrs, If you have any questions, 1 will be happy to
answer them,

Senator Bextsen. Thank you. T know you have another hearing
toattend, so we will inove along to the witnesses,

Serator Besteexs, Thank you very much,

[The prepared statement of Senator Bumpers follows: l

.

13



\.a

PREFARED STATEMENT ov HON. Darx BuMrres

MR. CHALHKMAN, I WANT TO THANK YOU AND THE UTHER MEMBERS
-

OF THE COMMITTEE FOR ALLOWING ME THE OPPORTUNITY TO SPEAK

TODAY OGN THE IMPACT OF THE HUDGET CUTS ON MATEKRNAL AND CHILD
. ‘
HEALTH CARE, FIRST, LET ME SAY THAT SENATOR BENTSEN AND NIS
COMMUTTEE HAVE DONE THE CONGRESS A GRFAT SERVICE IN HOLDING
THESE HEARINGS,  THEY ARE TIMELY IN URAWING ATTENTION TO THE
PEORLEMS WE FACE IN THE ONITED STATESG IN UROVIDING NECDED
HEALTH LERYVICES TO MOTHERS AND CHILOREN. OUR CHILDREN'S HEALTH
[5 IN BREOPARDY, AND (F THE POLICIES OF THIS ADMIN{STRATION
* -

CONTINOE, THEITR VERY LIVES WILL BE TN PERIL. . oud CONCERN
FOP MELEPLRD D CRELOREN 1S ARGOLMITELY BASTS T (K SJATONAL ("HAR -
ACTE

TODAY , THE COMMITTEE WILL, HEAR TENTIMONY FROM A PANEIL
OECDASTINGUIOHED EXPERTS WHO CAN DOCUMENT FAR BETTER THAN |

. Ll

THE 7NMET I ED FOR MATERMAL AND CHILD HEALTH SERVICDS, THE

PR TR ORID URLTE b CTHE, MATEPNAL AND CHILD UEALTH (MO

e LA T Y N S LT CF N L LT UL T L R Y KU

' BEST COPY AVAILABLE
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CHTS HAVE HAD ON THOSE I'MMRI\"L‘;'. BT THESE POINTS ARE SO

IMUGRTANT THEY WEAR FEPEATING,

"! HE MCH RLOCK (ZINI'\NT PROVIDES FUNDS TO CTHE STATES FOR
SEFRVECES TO <tk INCANT MORTALTTY AND 10O [MPROVE AND DPROMOTE
THE HEALTH OF MO UHERS, l.“)FAN'I’.s, MND CHIELDREN, !'P‘I\T.S() PRO-
VIDES FUNDS FOR MEDICALLY NECESCARY SERVICES 7O HANDICAPPED
<

[ CTHILORFN.  CP'EN PERCENT OF THE PONDS PO SHT ACTDE POR PROGECTS
-

SUCH A GPMETIC SR ERENNG l"\ND COOINTGELING, HEMOPHTLTA UROGPAMEG,

AND bPEDEA T )’”!.‘1’)'1[\5:’\’ CHENTH FEDURAL PROMCIGAMSG RANELY

: CHAVE SHUCH A CLEANLY STATFD MAND ". IT 15 ?\i‘)RH UNUGUIAT,

THAT THEY ACTUALLY ACHIEVE THE ©OALS ‘-&AN{):’\'PP:D RY FEDERAL LEC-
TOLATLOMN, ANIY CTHAT CTHEY DGO cnd S ERRCTIVRELY, C FINALLY,

FEW ERDOPAL PROFIRAME .('AH CLATM SUCHCE LG BONAL TO THAT OF THE
WM e FOLRATYT e AMG . CERTAINLY, CTHEY HAVE Mo REEN WOTH
OT T TR RRORITNME, TET WITH THEAE PROVGRAMG TN PLACE, WE
HAZE LR A 40 B VOENT peop IN TNEAMT MOPTALITTY #ATED STHCE
Cn s LA VAL TSR A e LR TN TR AT Ry

. f
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'O DRAMATIC DECLINES IN THE INCIDENCE OF DIFNTHERIA, MEASLES,
WHONE ING COUGH, POLIO, RUBELLA AND TETANUS. OTHER INDICATORS

OF FHE MOH BLOCK CRANT PROGRAMS ' [MPACT ARE THE SHEER NUMBERS
‘
L]

OF CHILD@EN wWHO RECEIVED VISTON AND HIMRING TESTS AND DENTAL
CHYCE O BPS, AND THE NOMBER OF HANDICAPPED CHULDKEN WHO RECHIVE
SEHARITLITATIVE SERVICES.  THESE ARE CHIULDREN WHO WOULD NOT
HAVE (rrFRPWIGE RECETIVED THOSE SHRVICES.,  THE BLOCK CRANT PUNDS ]
98
SUPFORE A NP TWORK OF CLINTCS WHICH PROVIDE APPROXIMATELY
.
P2 MILLION Y dHERS AND CHILDREN WITH HEALTH SERVICES. ‘? r“;-
, .
PREVENTIVE AND PRIMARY HEALTH CARE SERVICES ARE COST-
*
EFFECTIVE RECAUSE THEY REDUCE THE. NEED WOR MORE COSTLY HEALTH
RV (N OTHE FITHRE, HOR F:XA"!PI.F,, ALARBAMA OFFICTALS ESTI
¢ +
MATE CTHAT P0OR EVERY OOLLAFP SPENT ON PREVENTIVE MATERNAL AND
HILD JEALTH CARE THE STATE WILL SAVE BETWEEN 55 AND S1O
ON TN TERM O INSTITOTTONAT, CARE FOR CTHE SEVLRELY RETARDED. A
SN T POt CTHAT THE COLTS OF SORPEEMING INTANTS AND THE

gt ol POEM N DROORDE PL WERE LB OTHAN i ETOHTH
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HOWEVER, WE SOMETIMES HAVE DIFFICULTY GRASPING THE CONCEPT
BEHIND LONG-TERM COST-EFFECTIVE PROGRAMS LIKE MCH. THE ROTTOM
LINE [S5 THAT THE COSTS AKRE INCURRED NOW, AND THE SAVINGS ARE

REALIZED LATHFR,

THE NFED FOR IMMEDIATE NEASURP;S TO REDUCE THE BUDGET
DEFICIT MAY EXPLAIN IN PART THE TROUBLED HISTORY OF MCH PRO‘IRAMS
IN RECENT YEARS. DESPITE THE UNNUESTIONED VATUE AND IMPORTANCE
OF THE MOUH RLOCK GRANT, THE PROGRAM HAS BEEN CUT 33 PHRUENT

~ IN AUTHORIZATION LEVELS SINCE 1981. TRAGICALLY, THESE CUTBAUKS

HAVE OCCURRED DUHRING A PERIOD OF INCREASED DEMAND FOR SERVICES.

THE RECENT RECESSION HAS MEANT NOT ONLY THE LOSS OF JORS, BUT

-

ALSO THE 1.0S5 NF HFALTH {INSURAN('.E COVERAGF. FOR INCREASING

NUMBERS OF CHILDREN, THE PROGRAMS FUNDED BY THE MCH BLOCK GRANT

’
“~

ARE THEIR ONLY SOURCEPOR NEEDED HEALTH SERVICES.
LAST YEAR, THE MCH BLOCK GRANT RECEIVED AN ADDITIONAL $105
MILLINON THROUCGH THE S(I--"ALLED JORS BILIL, NOW, IT 5 RBEINA

ARCIETY TN ME AR, CTHATT THERE 1S NO LONGER ANY NEED TO
<
-~

MADNTALS et N A AN L, WE OHEAY THAL i B MoMY

‘ 2 s ST COPY AVAILABLE
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IS IN THE MIDST OF A RECOVERY, AND THAT AS A CONREQUENCE,; THE

.
DEMAND FOR MATERNAL AND CHILD HEALTH SERVICESSHOULDO HAVE.
Lt "
. DECHREASED, HUT THIS ARGUMENT 1S SPECIOUS: THE JOBS BILL
MONEY ENABLED STATES TO RESTORE CUTBACKS IN SERVIUES BROUGHT
ABOUT BY BUDGET CUTS OF PREVIOUS YEARS. BUT THE FUNDS WHRE
. INSUFFLCTENT 1O EXPAND Ok INCREASGE SERVICES TO MEET THE IN-
t
CREASED DEMAND FOR SERVICES, [INDEED, A 1980 GAO STUDY INDI-
-~
CATED THAT EVEN BEFORE THE CUTBACKS WERE MADE INSUFFTCTLNT
PUNDS PRECLHDED MANY STATES FROM OFFERING SERVICES TO ALL
MOTHERS AND CHILDREN WHO NEFDED THEM. STATFES HAVE TARGETED
THE JOBS BILL FUNDS FOR PROJECTS IN AREAS OF HIGH NEED AND HIGH
HUNEMPIOYMENT, IN APKANLAS, THE 088 BILL MONEY ®AS USED TO
’ PROVIPE PRENATAL CARE IN A 13 COUNTY ARFA WHLERE PREVIOULLY
TREPONANT WOMEN HAD NO PLACE TO GO THF RF.('QVF.RY OF THE FCONOMY
H
WILL D NOTHIMNG T REPLACE THIS SERVICL, IN FACT, THERFE ARE
NPULL, 272 COnNTIES IN ARFANIDAS WHERE PHEMATAL SERVICES ARE NOT
ANIRTLA L,

O B 17 XL TEREDS B T BCES PR RO XTSRRI L AR VA BN ST A

.

b FONTTTAT LY ey STATE ACROCE THE COUNTRY, YATL TO MOVE
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THIS ADMINIOSTRATION, (N PULASKI COUNTY, ARKANSAS, ONE-HALF

OF THE PRECGNANT WOMEN WHO (‘::?‘TO THE MATERNITY CLINIC FOR

SERVICES APE CPURNED AWAY, AND THOSE WHO RECEIVE CARE HAVE TO
WAIT FIVE wHERS TO SHE A PHYSICIAN,  THERE ARF FISHT COUNTIES
IN ARKANSAS WUFHOUT CHILD HEALTH CLINICS, LEAVING 45,000

CHILODREN BELOW THE AGE OF 18 WITHOUT SERVICES.

-

WE HAVE HEARD THAT BIOCK GRANTS RESULT IN A fM‘DRF*‘EI“FIClHNT

AUMINTLTHATION OF FACH STATE'S HEALTH SERVIGES AND ALLOW FOR THE

MORE HEFEUSIVE DLLIVERY OF SERVICES, HUT THE PROJECTED SAVINGS

”
DO NOT BEGIN TO OFFSET THE SEVERE CUTS IN FUNDING. IN ARKANGAS

THE CUTS IN MCH FUNDS CAME ON TOP OF STATE CUTS WHICH RESULTED

IN 13D sMProYers LOSING THEIR JORS |
’

WL HAVE HEARD THAT MCH IS A STATE AND LOCAL ISSUE, THAT

FEDFRAL INITIATIVES ARE INAPPROPVIATE, INEFFIFCIENT, AND IN-

L
EFFECTIVE.  BUT WE ENOW THAT MCH PROCRAMS HAVE HatY A LONG AND
DISTINCUTLHED PEDERAL HISTORY, REGINNING IN 1939 WITH TITLE V

- . .
PR OTHE VT AL CCTIRITY AT, FHRTHERMORE, AT A VIME WHEN
-
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¢
THE STATES ARE STRUGGLING TO COPE WITH MEDICAID CUTBACKS IN

L
ELIGIBILITY, BENEFITS AND PAYMEN% LEVELS, THLY ARE FINANUIALLY

' UNABLE TO INCUR GREATER RESPONSIBILITY FOR MCH PROGRAMS, IN

s

ARKANSAS, ONE OUT OF FVERY FOUR CHILDREN LIVES IN POVERTY,

YET 60 PERCENT OF THOSE CHILDREN ARE INFLIGIBLE FOR MEDICAID.

IN ARKANSAS, STATE AGENCIES ABSORBED OF THE ’100,000

THE STATE LOST DUE TO THE CUTS IN MUH,

»

HEY 'CANNOT OFVRET

ANY PHRTIFR COTS, .. .

- -

WHY DO WE PUT STATES IN THE PDSITION OF HAVING TO CHONSE

BETWEEN PUNDING CHILD HE-Z)\;ATH CLINICS OR MATERNITY CLINICS2  WE

ASK STATES TO DECIDE WHICH IS MORE IMPORTANT, WHAT HAS THE

GREATLST REPTIRN ON CTHE DOLLAR: SUDDEN INVANT DEATH FROGRAMS
£
L d

OF FIDORIDATION THEANTMENT DROCEATL AT OLEACT O THESE ANE DUESTIONS N\
-

WESVE A TD PK',;U(.'-.’F,'JIN AWFANSASL,
o

WHAT FIND OF A GOVERNMENT WOULD ANK A STATE TO DHCIDE
WHICH OF A JCHILDYS UEALTH REEDS AR MOST  [MPORTANT?
THARLY, THUD ADMINITOTHATION HAL BT 17T PRIOPITIHG.
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MEASURES, IT TURNED TO FURTHER CUTS IN PROCRAMS LIKE MCH.
LT 1§ TIME FOR CONGRESS TG DEFINE OUR FRIORITIES, AND TO
CONT INUE PROGRAMS THAT WE BELIEVE ARE JUST, FAIR AND COST-

EFFECTIVE. IF WE FALL TO ACT NOW TO PRESERVE THE INTEGRITY

OF THESE FROGRAMS, WE WILL ONLY BEAR GREATER COSTS LATER.

[ HAVE INTRODUCED A BTLL TO INCREASE THE LEVEL OF FUND-

[ ]
*

[NGAUTHORITZED FOR THE MCH BLOCK f,RAN'r. LT WOULD INCREASE THE
A Y B

AUTHORIZATTON LEVEL FROM $3/3 MILLION TO $499.5 MILLION,

THAT 1§ THE MlNlMUM'NPZC!'.ZZSMRY TO ENSURE THE CURRENT LEVEL OF-
rl 4 .

;
¢

SERVICES FOR FY 1984, MCH IS THE ONLY HEALTH CARF PROGRAM
EXPLICITLY FOR CHILDREN. THE IMPACT OF THE CUTS HAS BEEN -
DEVAGTAT M. SELDOM D0 WE SEE SUCH STARK AND TERRIBLE RESULTS

HROM (KR l;‘ﬂ'RH{)ﬂNT ACT LN
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Senator Bentsen. Thank you very much for being here.
As Senator Bumpers has stated, the MCH block grant programs
have been cut 33 percent between 1981 and 1984. The impact has

© been very substantial with numerous indieators of maternal and chikd

health care turning down for the first time in deendes. The incidence of
low birth-weight babies is on the rise now, as well, in States that are
as varied as Utah and New Hampshire,

And data f'u.st released this morning to the committee by the Food
Research and Action Center shows that at least nine States have expe-
rienced a comlplote reversal in infant death trends. In those nine States,
infant mortality statistics and the number of infant deaths rose in
1982 for the first time in years. ~ '

As we see on this attached chart over here, rising infant mortality
is not concentrated in any one region. Three of the States with rising
infant mortality rates are in New England. Three are in the South.
And three are in the West. And this list will surely grow as data flows
in from the 15 States still compiling statistics.

There is no doubt in my mind that the 1982 reduction in Federal
child and maternal health care funding has pl a very major role
in the rising tide since then of needless infant deaths.

That tragedy has been magnified by our economic downturn——
the worst recession since the 1930’s- -which has thrown millions of
mei and women out of work and off the health insurance rolls. These
men and women and their families have been forced to rely on our
publicly funded health infrastructure at the precise time that infra-
structure was being reduced by Washington.

If there ever was a wrong time and a wrong place to reduce access
to medical care or materngal health care, it was in the midst of this
worst post-war recession. We began to pay the price for that in 1982,
And, many infants and famihies will be paying a very heavy financial
and emotional price for a generation to come.

Our Nation does'a poor job of collecting medical data. And the mag-
nitude of the impact of the MCH block grant cuts in 1982 is only just
now beginning to trickle in. The infant mortality data that we have re-
leased here today has just been compiled and are only available for 35
States so far. They reveal that our Nation’s proud advance toward im-
proved infant health has stalled and may well have turned into &
retreat.

But these numbers disguise the real tragedy of needless handicapped
and dving infants,

It is difficult to deal with this topic withont some emotion. But this
Congress just has to do that. We must look bevond those numbers to
léarn exactly what the tmpact of the 1982 MCH block grant cuts have
heen. And to do that, we have assembled a very distinguished group of
medical experts from across this Nation.

Ms. Gloria Smith is the director of Michigan's Health Department,
a State that was hit doubly hard by program cuts and the recession,
M. Smith is releasing a report here this morning on the impact of the
MCH program cuts and steps being taken in Michigan to improve child
and maternal health care, S,;:e is going to be joined by Ms. Sara Rosen-
baum of the Children’s Defense Fund here in Washington, by Dr.
Richard Nelson from the University of Minnesota and (illette CChil-
dren’s Hospital, by Dr. Kenneth Osgood of las Vegas, N. Mex., who
is appearing on behalf of the Awmerican Academy of Pediatrics, by
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. Dr. Arthur Salisbury, vice president of the March of Dimes, and by
Ms. Josephine Gittler of the University of Iowa, and codirector of
the National Maternal and Child Health Care Center.

I am pleased to welcame each of you. Would you please come for-
ward and take your positions. '

{Pause. ]

Senator BeNTseN. I am going to ask each of you to please hold your
inivial statement to 5 minutes. We will place your full statements in
the record and then we will go to questicais. . :

I would like to call on Ms. Rosenbaum first.

STATEMENT OF SARA ROSENBAUM, DIRECTOR, CHILD HEALTH
DIVISION, CHILDREN'S DEFENSE FUND, WASHINGTON, D.C.

Ms. Rosenpaum. We are in the process at the Children’s Defense
Fund of analyzing 5 years of natality statistics from sall 50 States.
Although our data are still being compiled, [ bave brought with me
this morning certain data from the State of Texas concerning births
by place of residence and by raee. I have copies that can be distributed
now. ‘

Sensator Benrtsen. Fine. '

Ms. Rosensaum. These data show the time at which prenatal care
was begun by race among women from 1978 to 1982. What we are
finding in Texas as well &s in 8 number of States around the courtry
is that whether one examines women in prenatal care by total count
or by race, there is & rise in the number of women who are delivering
babies with late or no prenatal care. As a national average, the per-
centage of white women having babies who experience late or no pre-
natal care is roughly around 5 percent. The figures for minority wom
are ahout double that, or about 10 percent. For Iispanic worfien,
find that as a national average, the figure hovers around 12 t
receiving late or no prenatal care.

Senator BentseN. Ms. Rosenbaum, [ am told a rather shocking
number and I want to know if it is accurate. I am told that Houston
has & higher infant mortality rate than Honduras. Can that be truef

Ms. RosEnsaunm. [ believe that there are either portions of the cit
or the city as a whole, as is the case in Detroit, as I think Ms. Smitz
will mention, where the infant mortality rate runs many, many times
over the normal rate for the State, over the rate for the Nation as &
whole and approaches levels that one would find in less-developed
eonntries.

One of the major problems, with the way in which the Reagan ad-
ministration has attempted to report infant mortality data is that it -
looks at national statisties. It counts into the same statistics women
giving birth who are affluent. and low risk patients with women in
extremely high risk situstions. And so, although national infant mor-
tality rates are steadily declining, we find that when one begins to look
at certin areas of the country or at certain racial and ethnic groups
who tends t0 be poorer and more disenfranchised, that the death ra
are quite startling,

One of the figures that we looked at, aside from
outeotne, was the pereentage of women receiving early prenalal care,
sinee there is such a close association, as Doctors Eaton and Budetti
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testified. between prenatal eare and birth outcome. And what we are
finding is that for\black women, for Hispanic women, white women,
the rate in Texas df women going without prenatal care has steadily
cliibed and for earh eategory now is well ever the national average.

The rate as of 1982 for black women was 12.4 percent receiving late
no prenatal care, for Hispanic women, 16.2 percent receiving late no
prenatal care, and for white non-Spanish speaking women, 6.1 percent.

These are alarmipg statistics and these are statistics that we are
seeing in other areas of the country as well, &s a report to be issued in
January will show. ©

I thought you wogld be interested in one particular anecdote from
Texas that came to me last week. A physician called me from Temple,
Tex. He practices atf Scott and White Hospital in Temple, Tex. He
called to find out what was happening with Federal budget cuts. And
wa began to talk. Hel is a neonatologist in Temple, Tex. And he told
me that they have sden a sixfold increase over the past year in the
number of high-risk infants who are being transferred to Scott and
White at distances of up to about 200 miles, which is a horribly
dangerous transfer distance. This is happening because if babies being
born now in Houston|and other aress, who have no insurance or no
means of paying for the care, cannot find a bed. .

On top of that, trangport systems are beginning to lose funds so that
hospitals that will accept these babies are%:aving 8 difficult time find- -
ing transport systems that will go long distances.

So not only are these babies being transported long distances, but
there are delays of uplto 12 hours in transporting them, which puts
them at even greater risk. And this is just from one hospital in one
part of Texas. We have heard stories like this from many. many States.

{The prepared statement of Ms. Rosenbanm follows:]
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. PREPARED STATEMENT OF BARA ROSENBAUM

Gond mornino. I am Sara ROSann;m. Director of Child Health at
the “hildren's Defense Fund. The Children's Defense Fund (CDhP) ;s a
national publ.c charityf;reated to provide long range and systemmatic
advocacy on the major {ssues affecting America’s children. . Our goal
is to ensure that all of our children ara given the opportunity to
laad healthy and productive lives, free of the “"badges” of {isadvantage
that plague so many of them today.

I11 health is intimately asgsociated with pov-rty.l Furthermore,
it has a prolonged and serious inpact on poor children's efforts to rise
above poverty. Poor health can virtually ensure the continuation of
impoverished status as aick éhildr.n grow up and attempt to compete in
an adulE worid. CDF has therefose gpent over a-decade trying to ensure
that access to health care by poor women and children in Americe is
bassd soclely on their need for care. ' . .

I am particularly pleased to be here today, Senator Bentsen, because
of your demonstrated commitment to the issue of better h"lth care for
children in Ameri¢a. Your'leadarship has besen hbsolutaly crucial to the
effort to improve the parformance o©f our most basic federal health pro-
qrams for mothers and children. As you knpow, working on these issuea
c;n be & somewhat lonely tssk. I am sure that very few of the people
directly affacted by your efforts on behalf of federal maternal and child
programs will be able to personally express their thanks. Indeed, the
mothers and, children uhaﬁ you are assiating are nearly invisible in our
society. FOr many it has been all too sasy to forget their ongoing
needs entitely in the crush of other business.

We at C°F look forward to'the day when we csn testifv at a Conares-
sional hearina that the natfon has vemedied the basic inequities in its

health care aystem. Unfortunately, however, we have not Yet dealt adequate
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with the must fundamental problems of access to health care that daily

confront millions of poor mothers and children in Aheed of services., o

+
. .

By the begin;\ing of this decade,as Dre. Eston and Budetti testi-
fiad earlier. we had made substantial progress in opening the doors
ot tr;a health carq systam to millions"of impoverished families.

By \se end of Athe 1370's poor -children averaged 654 more physician

visits than in 19642. and infant mortality rates dropped by over 408

between 1967 and 1979.7 Numerous ressarchers have concluded that
federal health programs have resOited in improved access to health
services by the poor apd have played a key.role in bettering the

survival raté of infants and improving lboor children's health status.‘

Yet, {t"is also evident that sarious inequities ramain:

® One .n svery 20 women recfives no prenatal care until the

last trimester, while onein 76 rgceives none at all., 5/ One

out of every 11 pregnant Black womsn receives no prenatal care

until the last trimester, while one in 37 receives none at all. &/

Twelve percent of all Hispanic women giving birth i{n 1980 did

nc;t reseivl,cnr. until the third trimsster or recdived none at

all., 7?7 -

L

'® A recent study funded by the Robert ¥Wood Johnson Foundation
found that, not only were perinatal mortality rates ¢-12 times
higher among women delivering babies who had received little
or no prenatal care, but that at least 25% of these woman had
sctually sought the care but had Deen turned awsy for lack of
ability to pay. 8/

e Low birthweight, one of the factors wmost closely associated
with infant mOrtality and the Presance of permanent handicapping /
conditiong continuss to be & major problem in the United States. ¢
America ranks second among 9 other industrialired nations
in the percentage of births that asre low birthweight. 9/ The’
incidence of low birthweight births, 1ike the mortality rate,
is twice as high among Black infants. 10/
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° Among children in America living at or below the federal
. poverty level -- now one out of every 5 -- over 508 have
not seen a dentist ip the past two years. 11/ Dental
Jdisease, a permanent crippler, strikes over 35% of all
children age three and over. 12/ Yet nearly 108 of poor
children have not seen a physician in the past two years. 13/

) In 32 states, there is no Medicaid coverage for pregnant
women living in two-parent working families, no matter how
poor they are. 14/

. In 26 states., pregnant women and children in two-parent
unemployed families are unable to qualify for Medicaid no
matter how poor they are. 15/ .

Ay
. In 6 states, single women, no matter how poor, cannot get ‘(
Medicaid until their child is born, thereby making prenatal
care a near impossibility. 16/

® In 28 states, children in two-pareht working families cannot
get Medicaid coverage, no matter how poor the families or
how sick the children. 11/ ©

. By 1980, Medicaid reached fewsr than half of all families
living in poverty. 18/ Moreover, while only about 208 of
children in upper income familiss fail to receive any
physician care in a year, 19/ a récent national study has
estimated that about 708 of all Medicaid-earvlled children.,
who are, by definition, sicker as a result of their impoverish-~
ment, 20/ fail to receive sny service under Medicaid during
s year. 21/ In Fisoal r..?“*!sx. the Title V Matexnal and
Child Health Programs reportad serving only about 350,000 mothers
and children with primsary and pranatal maternity care. 22/ Ve
estimate that because of the shortcomings of these Prograss,
millions of indigent mothets and children have no identifiable
source from which to obtain nesded health care.

It is thus evident that in 1980 there were serious shortcomings in our
federal health care programs for mothars and children. A suggestion of
what becomes of families who “"fall between the cracks” of these federal *
health interventions is provided {n & recent study of the relationship
between possessing health {nsurance and using health care. The atudy
rovealed that: insured persons used 548 more physician services than their
uninsured counterparts; aven more startling, the uninsured used 908 sore

hospital care than did the uninlnrcd.23

«® 4

Yet, because of tha inadeguacies of
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public fipancing proqrins for children, nearly 508 of poor children are
either always uninsured or insured for only part of the yelr.z‘ rhis
means that about 6.8 million poor children are now facing the significant

barriers to\nieeded health care as a result of their uninsyred status.

It {8 egainst this programmatiC backdrop that the Reagan Adminis-
trstion and its supporters succeeded in 1981 in gaining significant
reductions {n federal health programs as recession and unemployment
were simultaneously creating an ever-larger pool of impover ished ‘
families dependent opn increasingly fewer resources. Medicaid was
reduced by over $4 billion. The Title V program was raeduced by about
208, The Community Health Centers program, anotherx key federal program
for mothers aud children was reduced in funding by about 25 percent.

Because mothers and children depend so heavily on fede:aliy funded
health clinics, and because, as Dr. Budetti noted, children ere dispro-
portionately dependent on the Mmedicaid program as their major gource ét
public health fundifig, we balieved that it was important fo} us to
attempt to assess federal budget reductions® impact on health programs,

for mothers and children. Our findings, reported tuliy in Children and

Federal Health Care Euts. & copy of which I would like to submit for the
vracord, were deeply gisturbing. As of the end of 1982:
. After an intensive sffort in Alabama to dmcrease infant
mort8lity, officfals reported that the state’s infant

death rs8te was back at the 1980 lewel when Alabama had
the highest infant mortality rate in the nation.

3.3
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In Ohio over 700,000 people were out of work. Ths state
health department gstimated thst over one million Ohiocans
had no health insurance. Potentislly, in the next three
years alone, 60,000 children will be born to Ohio parents
who have lost health insurance dus to unemployment or
underamployment. A preliminary look at seven Ohio counties
revealad that as unemployment increased do 4id infant
mortality. In the county that includes Youngstown, where
unemployment was 18.6 percent, the infant mortslity rate
increased from 13.7 percent to 14.9 percent betwesn 1980 and

1981, ‘

In some parts of Detroit, the infant death rate hit 33 per
1,000 live births, the same death rste as Honduras, the
poorest country in Central Awsrica. {Inadequate prenatal
care contributes to {nfant mortality. One percent of all
sothers m" birth £{n 1979 in Detroit -~ 386 women -- 4id
not see a or until the day of their delivery. Among these
women, the infant mortality rate was 28 percent.) Warren,
Michigan, saw a 53 percent increase in its infant mortality
-ites Pontiac, a 17 percent increase, and Plint , & 12 percent

rease. Poor econoaic conditions, high unemployment, and

ented reductions in public health services contributed

to these increases.

Almost 700,000 children lost Medicaid coverage because of the
cuts in ths AFDC cash assistance program made in 1981 by Conaress
st the Resgan Administration's request. Additionally, some
states made deeper Medicaid cuts than Congress reguired in the
1981 buwdget bill.

.
»

Oofficiels who have analysed Medicaid eligibility trends ip -
their state during 1982 uaiformly report that' the overriding
cause of lost Nedicaid .ugmuzz was the restrictions gm-a
on the AFDC progran under the Gmnibus Budget Reconcilistion
Act of 1981 (QRRA). Losa of AFDC also means loss of Nedicaid.
Since almost 70 percent of all AFDC recipients are children,
they have borne the brunt of the Medicajiad eligibility cuts
smanating fron federal welfare rsductions. '

In addition to AFDC-caused tcauction' in Madicaid eligibility,

17 states (Alabama, Cali a, Delawvare, Florida, Ceorgia, .,
Bawsii, Kansas, Michigan, ssisnippi, Missouri, Montana, -
North Carolina, Orsgon, Rhode Island, South Carolina, Virginia,
and Washington) cut Medicaid more than rguired by federal AFDC
cuts, to the detriment of childrpn. Bpecifically, 13 states
{Alabama, Delaware, Florida, Georgis, Hswaii, Xansas, Mississippi
Hontana, North Carolina, Oregon, Rhode Island, Bouth Carolina,
and virginia) have eliminated coverage for some or all categories
of childran between the sges of 18 and 21. Five states {Cali-
fornia, Kansas, Miehigan, Missour{, and Virginis) have tightenad
tinancial eligibility criteria., Four ststes (MoRtana, Utah,
Missouri, and Washington) sliminated hanefits for two-parent
uexmployed families. ;

1
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® Many states reported siynificant .increases in Medicaid
caselonds because of unemployment. Some of these same
‘states had to make the severest health care ctuts, despite
the number of "naw poor families® in need of health services,
because of economic conditions. .
. puring the second half of 1962, 21 states reported .xpcrier;cinq
" increases in their Medicaid caseloads. In 16 of the states
{(Arkansas, California, Illinois, Iowa, Kansas, Maine, Maryland,
Michigan, Nevada. New York} Ohio, Pannsylvania, South Dakota,
Utah, vwest Vifginie, and Wisconsin), officials reportsd that -
. thess increases were caused by unssploysent. .

° In xichigan, whore unemployment was at depression levels, the
state has besn forced to make deep cugs in public maternal
and child health pPrograms at the na time that the demand for
public health servives i surging. igibiliesy criteria for

" Medicsid benefits were reduced, making it mere difficult for

poor familias to qualify for aid. The state also closed three
pubtic health clinics sarving 8,000 pregnant women and 11,000
children, and two Family Planning Projects which had served
58,300 wopen. The state predicts 5,700 unanticipated pregnancies
will result frus the unavailsbility of Family Planning Services.
Mditionally, five Community Eealth Centers Kﬁ“ been cut,
affecting some 15,000 patients sdtstewide.

* Utah, Montana, Washington, and Missouri eliminated their AFDC
programs for two-parsnt unesployed families, which slso would
have provided these uninsured families with Medicaid bensfits.

e Wyowming and Missouri officials reported c.bn;l they were seeing
two-parent familiessplit up in order to ify for the
assistance svailable only to single-parent £ lias.

e Just vhen health care cost containment was critically needed,
cost-effective prenatal and dslivery servicek for pregnant
women and primary and preventive ssrvices fom infants and
children were forced tO bear the brunt of Title V Matérnal
and Child Hemlth Block Grant cutbacks. Porty-four states
(91 percant of thoses reporting reductions in their Title V
prograns) reduced prenatal and delivery services for pregnant
women and primary and preventiva services for women of child-
bearing age, infants; end childran, Twenty-ssven States (57
percant) reduced their Crippled Children’s Services. Thirty-
seven states (82 percent of those reporting Title V reductions)
reduced or sliminated services offered by the Title V
programs of projects. Children and Youth Projscts were the
most freguently lf!oct..d: .

‘e
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® Thirty-one states reduced or eliminated Medicaid services
tmportant for mothers and children, including new limitations
on hospital, physician, clinic, and prescribed drug services.

In short, the picture for poor mothers and children was alarming
in 1982. Despite a somewhat less severe economic situation now, and

some vital supplementation of Fiscal 1983 expenditures for such programs ss

the Title V Maternal and Child Health Block Grant, the bleak picture

-
N

continues:

® recently released data reveal that 408 of children ages one
to ¢ are still not {mmunfized against childhood diseame. Ten
percent fewer preschoolders received their Diptheria-Tetanus-
Pertussis shots in 1982 than i(n 1970, Nomnphite preschool
childran, morsover, are far less likely to be immunized than
are white children. Ealf Lave nwot received DYP shots, while
more than 60% have pot been irmunizred against polio. 25/

™ There is evidence that migrant children are particulary under-
immunized. For sxample, from January 1 through April 27, 1983.
a total of 93 clinical meassles cabes were reported in Elorida.
Eighty-seven of these (93.58) occurred among migrant workers
and their dependents. Twenty-one of thease 87 cases occurred
in migrant worker camps. This outbreak occurred principally
among preschoolers. Seventy-one ofapthe 81/8ases (76.3%) involved
children under 'S years old. During the fifst sight wesks of the
outbreak, 36 of these children had otitis media and 3 (8.3%) had
pneumonia. The highest complication rate occurred in infants
under 15 months old. Of ths 1s£-ntl who were affected, nearly
158 developed otitis and over 9 had pnemonia. 28/

¢ During this past summer, we did a more specific syrvey of how
the Title v-funded maternity projects described by Dr. Eaton
were faring ln 1983, We looked at Matarnity and Infant Care
(MIC) projects because, as Dr. Eaton so aloquently testified,
these particular Title V~funded projects have had a dyamatic
impact on infant mortality in the communities they ssrve. wNe
fo that, uniformly, funding for thesa projects has been
drasfically cut and that the funding cuts have forced the projects
to cultail services or further restrict eligibility requirements.
Becaus® these projects are by definition located in seriously

-y
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underserved areas and offer a anique type of care, the
result of curtsiling thess projects has been that many
women are reportedly gojing without care.

~.

e Our fhiterviews with the MIC project persogflel are vonfirmed

by evidence from numerous states showing t an increasing
number of women are now going without prefital care until
L late in their pregnancy or are receiving ne at all., Studies

from Oregon, 21/ Kentucky,28 / and New York 29/ all repbrt an
increase in the incidence of women receiving little or no

prenatal care. In Kentucky, one of the states reporting an .
increase in the percentags of women receiving little or no A
. pre~atal care. the MIC project contacted in our aurvasy was

forced to turn s\u¥ 103 women during one month alone. A apot
inyestigation of 11 of these women revealed that 7 went

without care completsly. Of the four who 4.4 obtain Care,

one had seen a physician only once and was in her third trimester.|

.
The coat to the nation of our current nationsl maternal and child

health 'poucy"- is. of cour

ncalcplable in human terms. As Ors.

Budetti and Eaton testified, the nat will pay a terrible price for its

: N
failure to make maternity and pediatric caré®

iversally availanle to
those w’t:o need {t. I

But in budgetary ter™s, the volicy ia just as irrational. A recent
study estimates that the federal government lasea a half billion dollars
s year in Medicaid fupds to infant mortality and handichpping. 30 The
average cost to the Medicatld program for complete maternity care has been
estimated by the Congressional Budget Offios to bs $1400 per axpectant ]

iaother.n Routine health services foréhndran ars estimated to cost about

$600 yenr.n Providing cere to smick and damaged babies during just the
first year of life has been shown to outweigh the cost of providing adequat
maternity c«re.)3 States that have tried to estimate the cost of a

life-time of care for these babies have found that they are losing millions

of dollars annuvally by failing to provide adequate prenatal cnre.“
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It is obvious that the time has come to stop medling cuts in
programs that secure access to saternal and child health care,
{ncluding Aid to Families with Dependent Children, Medicaid, Title V,
and other gublic health programs. Far more than that, however, for
the societal and finnnci‘l healith of this nation, the time has come
to start putting money into these programs. The availability of
Medicaid should not depend on whether One Or two parents are present.
Health insurance should not be available, as in Texar, for example,
only to thosé mothers and children whoss annual income does not exceed
npproxéut y $1800 for a family of four. hmdﬁng must be available
to en e that every cormmunity in this nation has adequate ntcxug(
newbérn and prdiatric services for those who need them. Where there
are insufficient private providers to furnish auch care, public programs
such as the Title V Maternal and Child Realth Block Grant must be funded
at reasonable enough lavels to be able to respond to the need for publicly-
provided care.

We look forward to working with you to accomplish what is so right
and necsssary for our chi*nn. Thank ypu.

-
. | .
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Senator BENTSEN. Ms, Smith, please proceed.

STATEMENT OF GLORIA R. SMITH, DIRECTOR, MICHIGAN DEPART-
MENT OF PURLIC KEALTH, LANSING, MICH.

Ms. Saars. Thank you, Mr. Chairman, I would underscore the fact
that although the national infant mortality rate is going down and
that people are looking at that and taking comfort in it, many of our

. cities, like Detroit, are not on the graph at all. This chart [indicating]

shows the observed and the p infant mortality rates, and we
can see that the overall trend 18 downward. But if you look above, that
orange line [indicating], that is the city of Detroit. Its rates are so.
high that it is not on this graph at all.

Wae are still having intant mortality rates in Detroit that are equiva-
lent to those in developing countries and we can identify the census
tracts where that takes place. This occurs not only in large urban cities,
but also ih smaller communities. In areas where thero are cultursally
diverss populations, where we are not able to match early identifica-
tion olfﬂipregm.ncy and early prenatal care with the patient, we run
into difficulty. We need to get patients to these services carlier.

There are large groups of women in Michigan who do not receive
adequate prenatal care at this time. In 1981, wore almost 9,000
who had five or less prenatal visits. And of this group, almost 1,000 had
had no prenatal care at all.

Infant deaths in this group range from 60 to 80 infant deaths per
1,000 live hirths. So you can see how im%(;tunt it is to have prenatal
care and to have it early enough and to have a full range of services
so that we can save these children’s lives. :

With the unemployment situation in our Stste, there is no question
that there is a correlation between the high unemployment and the
sccess to maternity care. We are coping with this as best we can and,
of course, the infusion of dollars last year through the jobs bill made
our lives much easier and it made it possible for us to provide needed
services.

We feel that the funding cuts that have crippled America’s maternal
and child heaith program should be immetgately restored and the
MCH block grant should be doubled by fiscal year 1984-85. We feel
quite strongly about this.

Wae also believe that a new unit for children, youth, and families
should be established at & high level within the U.S. Public Health
Service.

Third, an emergency maternity and infant. care service should be
developed and piloted for the uninsured woman and her infant toa
18 months. If we are to reduce infant deaths and promote the heal
of women in our country, we must provide on an intarim basis emer-
gency comprehengive maternity care. This would be nimed at the re-
cently unem logrzii and provide family planning, prenatal care, labor,
delivery and pedst-partum care, pediatric care for the infants to 18
months of age and health education.

And finally, it is recommended that a national children’s trust fund
be established to develop innovative approaches for promoting the
health and welfgre of children, youth, and families.
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Mr. Chairman, thank Pou for the opportunity to appear before the
Joint Fconomic Committee today to provide you with information
about the many needs of mothers and children in Michigan.

1 would request that my brief remarks, together with both our
shortened and full report entitled “Safeguarding the Health of Moth-
(;m and Children,” be |entered into the record of these important
ienrings. !

| The prepared staterhent of Ms. Smith, along with the report re-
ferred to, follows:]

|
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PakpAnkd STATEMENT oF Grokia R, SumirH

Mr. Chairman. thank you for the opportunity to appear before
the Joint E’conomfc. Committee today to provide you with information
about thecm!n; needs of mothers and children in Michigan,

I would request that my brief remarks, together with our full
report entitled Safeguarding the Health of Mothers and Children, be
entered tnto the record of these important hearings.

Health promotion and diseasé prevention programs for mothers and
children have been organized principally in response to national teader-
ship cince the creation of the originaj U.S. Children's Bureau in 1912
and the passage of the Sheppard-Towner Act in 1927.

These programs and services have always had as their basis two
jmportant tenets.

First, improvement of the health of mothers and children is an
important corridor to better health for the entire population. Mothers
and children constitute a highly strategic group; they are especially
vulnerable to-hazards and attendant problems of reproduction, growth and
development and at th; same time are the segment of the population which

fs most responsive to health care.
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Secondly. the health of mothers and children s closely related
to the general health of the community and to the social, economic ;m&
cultural background of the country as a whole. Measures which improve
¢ the, qeneral public health will also benefitymthers and children.

It is my belief that national leadeérship is also needed today. Is
America any less concerned for its children than it was over sevenly
years ago? * g

[t is the purpose of this brief tes.tigmy to: reveal the tragic
impact of high unemplioyment rates on the ’health of mothers and children
in Michigan, discuss current and future economic prospects for our state;
review unmet needs; demonstrate that prevention strategies will contain

_ health care costs; and set forth recommendations for consideration by
_the Joint fconomic Committee. A}

In January 1983, the Michigan Department of Public Health conducted
an intensive review of the impact of unemployment on the health of our
mothers and children.  The ;-esults were startling. We found that a, huwman
emerqgency pxisted and that Michigan was in thPl worst economic
tondition of any <tate in the Nation. ¥Ne were in the 37th consecutive
month of double digit unemployment, with more than 740,000 people out of
work. This is a larger number of individuals than the entire population
nf many states in the union.

About 20,000 workers were exhausting their reqular unemployment benefits
pyery month and well nver 100,000 had exhausted their extended benefit
erind The mumber of persons racpiving some form of public Assistance had
1 reased 3h perrent nver the previnus 4R months and 15§ pern:m of our total
poputat ion wore rwmvim‘; wome form ot ouhlic assistance.

Moroqan ' rrnnnmic ared hgman crpgie hart come At 4 time when the L tate
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was least able to cushion the many tragedies which threatened family life.

Tax collections were down. The state treasury was $900 million in
the red. Past bookkeeping practices had added another $800 million. After
three years of st:a'te cuts, hiring freezes and program temi'nations. we
were facing a new round of $225 mitlfon in reductions. Our Department had
lost $24.2 million in the previous sixteen months and the Maternal and
Child Health Program $6.7 miilion during the same period.

The reductions we had experienced in the maternal and child hea!t’h
block grant by January, 1981 made it impossible for us to shoulder atl
of the competing needs for service. Qur State fund reductions were every
bit as bad, {f not worse, than the federal cuts.

Thus, seryices were being reduced at a time when demand from the
unempioyed and the medically indigent were increasing exponentially.

Blue Cross and Blue Shield of Michigan reported a drop of 55,633
participants since 1979. Medicaid rolis had only increased by 10%6,000.

Michigan hospitals reported $14? million of unreimbursed care was
given 'In 1987, up 29 percent from 1981. Some community hospitals were
threatened with insolvency.

The economic downturn was the foundation of the picture seen in
Michigan at that time of poverty, hunger, lack of actess to heaith
care and high infant mortality.

The infant mortality rate in Michigan had just been shown to have
increaced from 172 R deaths per l.bﬂO Tive births in 1980 to 13.7 deaths
in 1981 This increase representsd a disturbing reversal of a 30-year
trend which saw the infant mortality rate cut by 50 percent. Some areas
nf the state had realized 4 100 percent increass in one year, and imner.

tity Detrot wa, one af the plaren where the probicm berame the wnrt

16



Clearly the economic depression in Michigan, the state’s fiscal
situation and the unpresedented need and demand for human services were
all extraordinary conditions. These were not unique to any particular
area of the state. There were Some families in critical need of basic
food. clothing and shelter in nearly every community.

. In January of 1983; Michigan elected a new Govermor, James Blaschard.
from the time ke took office, Governor 8lanchard moved fdrcefully to get
Michigan moving anain.

The first major hurdle to overcome was the state's insolvency.

Governor 8lanchard, together with the legisiative leadership announced 2

» -~

- " tombined program of budget cuts and stats esployee reductions with a
state tax iRcrease. The.plan passed and it worked. Today, Michigan is
reaping the benefits of a balanced budget and new confidence on
Nall Street as debts incurred by the previous a_nhinistratim are paid
off at an arcelergth rate.

A constant and steady stream of economic development initiatives
has come from hovernor Blanchard. His ?inoint plan includes such
diverse elements as a .swwr youth jobs program which employed over
7% O to retraining and education programs for the unemployed and a
computerised technology network to let Dusinesses tap the technological
expertise nf the five state uyniversities.

Michirgan is on the move and tn r:ha.ratterne the Michigan of today
as "empty amoketar ke and "hread lines of citizens® is incorrect. The
sty industry atter retooling its plants and introducing many new plans
and ted hnnlagies i+ vhowing recard-braaring profits. This is a remarkable

Feal tn the fare of the previogs 1, year .4, <ales slump.
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0f (ourse.. many problems remain. Michigan still has a double digit
unemployment rate of 11.6 percent with 573,000 people jodbless. With
increased cnnlum spending forecast for this Christmas, we are hopeful
of bringing these hidh rates down.

Final county of residence infant mortality figures for 1982 show
that Michigan has resumed an encouraging downward trend in this important
health status indicator. The 1987 infant mortality rate is 12.1 deaths
per 1,000 live births. 'Thic. compares to a rate of 13.2 for 1981.

The statewide {mprovement for 1982, however, does not extend to all
subpopulations in Michigan. B8lack infants continue to die at over twice
the rates of white infants and the gap actually worsened in 1982. [t is

" atso disturbing to note that while low birth weight ratios improved slightiy
for whites, they worsened for blacks. Also. more deliveries with no or
low prenatal care occurred to blacks in 1982. .

While overall the 19R? rate is down. Michigan has a higher leved of
infant mortality than expected had our improvements in the late 1970's
continued. In effect, Michiqan lost a few years of progress and an
estimated 194 more infants than expected died during the two year period.

We have many unmet needs in Michigan among our mothers and children.

The Crippled Children's Program is included in the MCH Block Grant
aad is escential to handicapped children servires in Michigan. The aeed
and demand for this program’s tervices has inc redsed substantially.

High unemployment in Michiqan continues to increase the number of

residents receiving support for medical care and treatment. During the

ERIC 18 '
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recent years of recession, the number served by CC-rose from 12,800 ..
in FY 1980 to 14,000 in Fv 1983.- We also know there are many children
with unmet needs n?t being reached.

The medical care and treatment serv‘tces supported by this program
are mainly specialty‘ care services for certain severe condfitions. Expendi-
tures have increased frﬁ,sls.ZS million in FY 1980 to $23.02 miilfon in
FY 1983. Inflation has been the major cause of this rise which includes
a $3.8 million increase in just the last year.

The MCH Block Grant also includes funds for the Supplemental Security
Income/Disabled Chilfdren‘s Program. [ts purpose is to provide case manage-
ment service to individual multidisabled children approved by the Social
Security Administration., We kndw from experience gained from delivering
these services that they greatly improve the effectiveness and efficiency
of response by extending resources to these children and their families.
Yet, the program is only serving children from birth to 7 years of age
while those up to 16 years of age are eligible, and we are trying to expand
the services from thirty-five counties now served to all eighty-three
count?es in the <tate, .

Nur full report aiso dormnts/t'ho increasing requests for maternal
and child health nervices sucr; as prenatal care, infant and pediatric
rare and family plamning. Nur Department conducted an intensive survey

‘) 48 local healith departments in the spring of 1983 and found that’ there
were:

... onignificant increases in categorical program demand and

services orhyided throughout Michinan and most of this increase
weem, bo haye come from the “new poor” - i.e., DPrson., who have

.
et gt ey g h dage bt eecant gnemplnyment
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Increased sa‘itinq times and inability to expand clinic services
due to lack of funds were common findings from the study.

The "Jobs Bill" which passed the (Congress last Spring gave the
Michigan Public Health system a badly needed infusion of roughly $11
million, nearly evenly divided between maternal and child health, WIC
suppiemental foods and community health .centers. These funds were
immediately prograsmed., and were out working in all local H‘a]th depart-
ments in the state by mid-Summer. Let me share with you some of the
impressive results. )

. Materna} - Child H_eal_tA

Annalldcation formula based on need. using such variables as high
unemp!oyu&lld_vlou birthweight rates was developed and 'fOr the first
time MCH funds were given to all local health departments to establish
service proqrams. These new activities include provision of prenatal
care, health education and infant care to reduce higly infant mortality.

. gadly needed school health and community nursing services were’restov*ed.
Family planning services were expanded in "several.local health depart-
ments and acc ident prevention programs, like child auto restraint seats

"loan services were establiched.

wiC

The Nithigan NI Program had one of the larqest expansions pf any
program in the nation. At risk and poor women, infants and children

were enrolled through a coordinated and intensive state/local nutreach

Q f"‘ '
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'effbrt which saw the WIC caseload jump from 83,300 in April to 132,000
at the end of October. This vast increase of 8% attests to the serious

health problems Michigan still faces. Even with the new caseload we

» are only able to serve about half of the women, infants and children
believed to be eligible far qutrition supplements.
- ' It {5 very important that the one-time funding de converted into-

permanent appropriations. Th(s would enable us to continue the fmportant
work that has begun and allow us to start important new initiatives. Let
me share just one of these with you.

There are large groups of women in Michigan who do not receive adegquate
prenatal care at this time. In 1981, there were 8,160 women who had five
or less prenatal visits and of this group 930 were reported to have no pre-
natal care, Infant death rates in this group ;-anqe in the 60-80 infant '
deaths per 1,000 live births, dramatically higher than those with the recommended
standard of 17-14 yvigits. (Low birth weight rat’es..fo!lov a simf!ar trend,
with those in the five or less prenatal visit group having three times the
number of low birth we‘-iqht infants as those in the average childbearing
pom:lation.

if resources can be found, our Department will recommend that ore and
postnatal care be expanded next October !1st and eventually designated as a
“dasic health '.c;rvicp". This would mean that an important preventive service
would be made available and accessible to QH medically needy, pregnant women.

The greatest growth in health care costs have come from the entitle-
ment programs, such 45 Medicaid. Cost effective programs which emphasize

prevention and earmark funds tn the most needy should not be reduced
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since these programs have been able to provide services to fncreased
numbers of persons and streamline costs during a period of kigh infla-
tion. This is particularly trye in periods of high unemployment and
economic distress since the health of mothers and children is often
the first to suffer.

Maternal and child health‘proqr“-am are cost effective. for example,
federal government studies show that for every §1 spent on prenatal care,
$4 tolSS are saved in peonatﬂ intensive care (NICU) and re-hospitaliza-
tion for low bir-thuefqht infants during the first year of life.

Also, a natfonal study conducted by the Alan Guttmacher Institute °
demonstrated a benefit/cost ratio of $1.80 for every federal dollar
invested in family planning. \

In one sense society can "pay now or pay later” in the form of higher
rates of disease, tertiary wedical care, death and/or institutional mainten-
ance of the severely damaged child. .

A.s‘today‘s children grow into adulthood, they will have to perform
increasingly complex tasks in an age of technological change to protect
our natural enviromment, maintain our standard of living and keep our
econamy compelitive with those of other nations. Ne must consider sach
of our children as a valuable ;vational resource.  ¥rograms such as maternal
and child health not only improve the health and enhance the lives of our
children immediately, but also expand their potential for significant

contribution to the nation as a whale.

|
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The programs of the 1980's should be preventive in nature and based
on a solid research base.

[t is our contention that some shift in spending priorities must
occur. The erosion of our industrial base together with the massive
increase in joblessness has weakened our State and the Nation. At this
time, as always, mothers and .chi!dren are profodndly dependent on us. ‘f0r
their well-being and we are proposing five actions to safequard their
health.

FUNDING CUTS THAT HAVE CRIPPLED AMERICA’S MATERNAL AND CHILD HEALTH SHOULD
BE TMMEDIATELY RESTORED AND THE MCH BLOCK GRANT SHOULD BE_DOUBLED BY

FY 1984/85.

The maternal and child health block grant was formed by consolidating
many related programs and' cutting them approximately 25 percent. The
cost of return;ng this program to previous funding levels, with inflation,
would require new appropriations of about $110 minfon. This would put the
Block grant at’ a level of $483 million. )

. It is further recommended that the MCH block be doubled in si/‘e to
the $750 million to‘ $800 million level in FY 1984/85. Such an investment
will contain spiraling hospitalization costs for mothers and children and
help ensure that our children will reach their maximum social and genetic
polential. :

The State and local health department system is in place. Services
could be increased immediately az they wers w'th the one-time federal Jobs

money.



A NEW UNIT FOR CHILDREN, YOUTH AND FAMILIES SHOULD ¢ BE ESTABLISHED AT A
HIGH LEVFL WITHIN THE UNﬁ'ED QTMES PUBLIC HEMTH SERVITE.

The major charge of this new unit of government should be:

"To inve<tigate and reporf—on the conditions affecting

thelhs_»al't\ and wplfalt-’ of America’s children, youth and
families. .

It is essential th{tinﬂy and accurate mfomtfm be maintained
on the health status of chMdren, youth and families. This must also
include accurate estimates of services renqered ;nd the numbers of
citizens in need of care who are not receiving such care, Such fnforma-
tion is crucial for the Pfesident ;nd the Congress as they discharge
their duty to protect American fami Ty li‘fe.

Existing p;-oqrms now operated by various dranches of government
should be realigned and many of them folded. into the new administrative
unit.. Title X family Planning and the Maternal and Child Health !;Yock
grant are two programs which should be . transferred immediately. .

There must also be stronq program authority for coordinatfon wit.h
other children's programs Tike EPSDT, WIC Suppliemental Foods and Head

Start. .

FUNDING SHOULD BE RFY ED TO THE TITLE X FAMILY PLMN\RG PROGRAM.,

In the United Statds almost all people, reqardless of ethnic, reli-
gious 6!’ soc io-economic background, wish f" voluntarily choose the number
and spacing of their ?hildren. Comprehensive family planning services
represent an effective means of dealing with thewhealth, sncial and economic

problems as<ociated at least in part with the otcurrence of unwanted and

mist imed pregnancies
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The family planning Title X program should be restored to its
previous Tevel of $162 million from the current reduced level of $14
million. This would cost approximately $271 million in additional
rovenyge.  National formulas should be *fair and not harshly penalize
the Midwest. ‘ -
AN EMERGENCY MATERMITY ANO INFANT CARE SERVICE SHOULD BE_DEVELOPED AND

1f we are to reduce infant deaths and promote the health
of women in our c(ountry, we must provide on an interim basis, emergency .
comprehensive maternity care. This would be aimed at the recently unemployed
ang provide family planning, prenatal, labor, delivery and postpartum
care, pediatric (::xre for the infant to eighteen months of age and health
pducation, nutrition and wmedical social work services to the family.
oF CHHDREN YOUTH AND FAmms
3 A National Children’s Trust fund should be established. to promote
small scale trials of new and innovative approaches to maternal and child
health service delivery which might prove heneficial to the nation as a
whole. .

The National Children's Trust would place "venture ca'pit.a!" in the
hands of thooe public and orivate agencies and institutinng whirh are
'd;MM” of de.igqninn wound approaches to the develnpment n€ improved health
proterting servicas for nur mothers and children. This important <tep
wiutld ronstitute :n investment by Americans in their future.

Again. Mr Chairman, thank you for the opportunity to speak to you

today reqarding the Maternal and Ghild Health Block Grant.

T
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EXECUTIVE SUMMARY

» As we have done fn the past, we 100k to the national level for leadership
in dealting with & very important issue--the health of mnthers and children.
) This has become even more critfcal due to recent poor economic conditions and
unesployment, and thefr tmpact on maternal and child healith in Michigan and
the inited States.

- {n Michigan, a snapshot picture in Jasnuary 1983 showed a state of economic
depression, serious reductions in fiscal resources and unprecedented need and
demand for hisman services. A key indicator was the infant mortality rate which
showed a jump from 12.8 deaths per 1,000 live births {n 1980 to 13.2 deaths per
1,000 1ive births in 1981, 1ts greatest increase since World Wer {1,

Progress has been made in Michigan since Jsnuary 1983 through a tax fncrease
coupled with budget cuts and employee reductions; and Governor Slanchard's ambi-
tious economic development program. But problams remain. Michigan still has
double digit unemployment snd over 500,000 people out of work. While the
infant mortality rate in 1987 resumed an encouraging downard trend to 12.1 deaths
per 1,000 1fve births, Black death rates showed no improvement. In Detroit, the

. infant sortality rate remnined unchanged and is twice the nat{ona) average. {ow
birthweight ratios improved slightly for whites, but worsened for Blacks.

There are urmet needs for mothers and children in Michigan. Nithin the
handficapped child population, funding increases afe needed to service the
families of the unemployed and keep pace with the high cost of speciality csre.
In maternal and child health programs, 1983 produced severe fiscal problems
Loupled with significant {ncreases in cateqorical program demand and services
provided, much of the increase resulting from the “new poor" population. Jobs
8111 funding qgave a badly needed infusion of dollars which allowed all 38 joca)
henith departments in Michtgan to provide maternal and child health services,
with an smphasis on maternity and fnfant care; which aliowed us to raise the
NIC caseload from 83,300 in April to 137,000 at the end of Octaber.

fven with the ane-time funding, there are sti1l unmet maternal and child
health needs. A particularly serfous problem {s the lack of early and continuous
prenatatl care. Shortly, {f resources can be found, we plan to recommend pre and
postnatal care be isplementad on a phased basis begimning In 1984-85, with ful)
implementation in 1985-86. This wnuld allow all women in need of the servire
to receive It
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Maternal and child health programs are cost effective and emphasize pre-
vention. These programs should be expanded, especfally in perfods of high un-
employment and economic distress. It may be a question of pay now, or pay
later. Prevention programs such as family planning, pregnancy care, infant
care and environmental hazard control need to be provided on a population-wide
basis. ..

Children are our most valuable natural resources. Matermal and child health
programs not only improve health and enhance the 1ives of children tmmediately,
but also expand the potential for significant contributions to the nstion as a
whole.

We offer the following five major recommendations in response to the needs

of mothers.and children. They include a proposal to double the Matermnal and
Child Health Block Grant by FY 84/85.

Ny



RECOMMENDAT IONS

FUNDING CUTS THAT HAVE CRIPPLED AMERICA'S MATERNAL AND CHILD HEALTH
PROGRAM SHOULD BE TMMEDIATELY RESTORED AND THE MCH BLOCK GRANT SHOULD
BE DOUBLED BY FY 1984/85.

A NEW UNIT FOR CHILDREN, YOUTH AND FAMILIES SHOULD 8E ESTABLISHED AT
A HIGH LEVEL WITHIN THE UNITED STATES PUBLIC HEALTH SERVICE.

FUNDING SHOULD BE RESTORED TO THE TITLE X FAMILY PLANNING PROGRAM.

\
AN EMERGENCY MATERNITY AND INFANT CARE SERVICE SHOULD BE DEVELOPED AND
PILOTED FOR THE UNINSURED WOMAN AND HER INFANT TO AGE +EIGHTEEN MONTHS.

FINALLY, 1T IS RECOMMENDED THAT A NATIONAL CHILOREN'S TRUST FUND BE
ESTARL ISHED TO DEVELOP INNOVATIVE APPROACHES FOR PROMOTING THE HEALTH
AND WELFARE OF CHILDREN, YOUTH AND FAMILIES.

ot |
<
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\SAFEGUARDING THE HEALTH OF
'; MOTHERS AND CHILOREN
-, . by .

Gloria R, Smith, Ph.D., M.P.H. , F.AAN., Director
Michigan Department of Public Health

Lﬂ.t.r;.dy&t_‘m
Heaith promotion and disease prevention programs for mothers ard children
have been onwﬁued priocipally in response to nationsl leadership since the
creatfon of the original U.S. Children’s Bureau in 1912 and the passage of the
Sheppard-Towner Act in 1921,
These programs and services have always had as their basis two important
tenets:
® Improvement of the health of mothers and children is an {sportant
corr;dor to better health for the entire population. Mothers and
children constitute a highly strategic group; they are especially
vulnerable to hazards and attendant probless of reproduction, *
growth and development and at the seme time are the segment of

the population which s most responsive to health care.

® The health of mothers and children is closely related to the
general health of the community and to the social, economic and
cultural background of the country ag a ﬂt(;h-. Measures which
improve the genera! public health wil] henefit mothers and

chitdren. !

It is my belfaf that national leadership is necded even today. Is America
any iess concerned for 1ts children than it was nver seventy years ago?
1t is the purpode of this brisf report to: reveal the tragi. impact of

high unemplioyment rates nn the health of mothers and children in Michigen,

o 60
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discuss current and future economic prospectS for our state; review unmet needs.
demonstrate that prevention strategies will contain health care costs; and set

forth recommendations for consideration by the Joifit Economic Committee.

d The_impact of Unemployment on the Health of Mothers and Children in Michigan -

In January 1983, the Michigan Department of Public Health canducted an in-
tensive review of the impact of unemployment on the health of our mothers and
chdrm.z The resulls were startling; we found that & human emergency existed
at that time and that Michigan was in the worst economic cordition of any state
in the Nation. We were in the 37th consecutive month of double diqit unemploy-
rent, with more than 780 000 people out of work. This 1s a !arqef number of
individuals than the entire population of many states in the unfon.

About 20,000 workers were exhausting their regular unemploywment benefits
every month and well over 100,000 had exhausted their extended benefit perﬂ;d.
The mn:er of persons recefving some form of public assistance had increased 35
percent over the previous 48 months and 15 percent of our total population
were receiving some form of public assistance.

Michigan's economic and human crisis had cOme at a time whep the state was
least able to cushion the many tragedies which thmte; family ltfe.

Tax collections were down. The state treasury was $900 million in the red.
Past bookkeeping practices had added another $300 millfon. After three jears of
state cuts, hiring freezes and program terminations, we wera facing a new roynd
of $225 million in reductions. Our Department had tost $24.2 miiifon in the
previous sixteen months and the Materna! and Child Health Program §6.7 miilion
during the same period. .

The following f1lustrate some specific examples of the impact of declining

funding levels fnr maternal and (hild health programs in Michigan in the January

1883 period.

£ ]
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Maternity and Infant Care

In the seven projects outside of tayne County, Tocal staff reduc-
tions total 11.6 FTEs coupled with a 10 percent reductfon in
clintc capacity. Over $300,000 have been cut in personnel and
clinfc costs. In the large project in Detroit and Nayne County
(MIC-PRESCAD), three major heslth centers have been closed, af-
fecting 600 women gnd almost 11,000 children. Over 15 profes-
sional staff positions have be,é"wmlt.ad and several services
contricts have been terminated or reduced.

Crippled Children Programs
Stafring levels ia the program have declised over the Tast few

years through attrition. The program has been unble to f111
positions due to a Mring freeze and {nsufficient financial
resources. AS a resylt, it has become increasingly difficult
for the program to monitor and evaluate service providers,
conduct training, develop trestment standards and provide case
management and quality sssurence activities. Some diagnostic
categories may be cut this year,

Isproved Pregrancy Outcome Program
This program in Michigan was aimed st improving the pregnancy

outcome of pregnant teemagers. It wes cut 30 percent in its
firth year leading to termination of all four program sites on

. s phased bas{s. All federal funding for this program will be

exhausted by June 30, 1983, and the program wi™1 terminate.

Family Planning
In the state Funding period beginning January 1, 1982, local
family planning projects were reduced by 25 pergent. This is

9%
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due to a reduction in federsl Title X and state fimds. The 75 per-
cent ﬁnd!n;; Tevel will reduce family planning services by 21,500
patients and result in nearly 9,700 inintended pregnancies. The
funding picture is greatly oowomded by a change in feders) alloca-
tion of Title X funds to regions. Region ¥ (Michigan. Wisconsin,
Rinnesota, Indiana, [111nofs, Ohlo) has been affected most adversely,
and Michigan in particular. Efforts were made to reverse or modify
the federal formula decision., This fsiled and the Michigen cut of
37 percent will apparently stand unless supplemental funds are made
avaflable agatn this year, Other states recefved cuts as low as 4

percent.

Anputee Center

Only Tast minute intervention by the White House overvode plans by
the Department of Health and Human Services to defund qur regional
Mputee Center in Grand Rapids.] The Center provides artificial
Yimbs and trafning for children,

Those served by the Asputee Center were only the tip of the icebery when
it care to ecpnomicqlly deprived or handicapped children. The original rejec-
<l B S | [N -

tigh stated that the Amputee Center was "not of regfonal or national valuve®.
The reductions we had experienced in the maternal and child health block

“grant to that January 1983 date wade it fmpossible for us to shoulder all of

the competing needs for service. Our State fund reductions were every bit as
bad, if not worse, than the feders! cuts.
Thus, services were being reduced at & time whon demand from the unem-
ployed and the medically indigent were increasing exponentially. ¥
Blye Cross am; Blue Shield of Michigan reported a drop of 556,633 parti-

cipants since 1979. Medicaid rolls hed only increased by 106,000,
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Social Service officials estimated only one-tenth of the 20,000 people per month
who exhaust unewmployment benefits qualiffed and were enrolled by the Medicaid
Program.

Michigan Hospitals meported $142 million of unreimbursed care was given in
1982, up 29 percent from 198]. Some commmity hospitals are threatened with
{nsolvency.

The economic downturn was the fmﬁ}:ioﬂ of the picture seen in Michigm
at that time of poverty, hunger, lack of‘:ess to health care and high infant
mrtal ity.

The infant sortality rate in Sichigan had just been shown to have increased
from 12.8 deaths per 1,000 live dirths in 1980 to 13.2 deaths in 1994. This in-
crease represented a disturbing reversal of a X-year trend saw the infant
mortality rate cut by 50 percent. Some areas of the state had mHzQ a 100
percent increase in one year, and inner-city Detroit wes one of the places where
the problem became the worst. )

A survey by the Statewide Nutrition Commission indicated that relfance on
emergency food providers was increasing and that most programs experienced s
doubling of their caseloads over the previous year.

Bekind the statispics were the fanilies Yiving a nightmare of worry about
their abtlity to provide for their children.

Family A - This was a two parent family with two children, 1iving

fn the Lansing area. The hushand was furloughed in Septesber 1981.

Unesployment compensation (s hardly enough because their son is »

diadbetic. They were imable to meet all of their needs for rent

and food while psying for expensive medicine snd physician bilils.

The Crip;ned' Chitdren's Pragram was able to 8ssist somewhat with

nedicine but 1t was difficult for them to get through. This

family wasonly eligible for $43.00 a month in food Stamps. The

b1
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father is hoping to be called back to nort in February 1983. HNe

“xy
was exployed at a sod plant,

Family B - This was & two parent family with two children. The

father was & laid-off trucker. They had no {ncome and were stilly

weiting to hear from the unemployment office to see if he would

be eligible for benefits. There were no savings. His wife had

. recently suffered a heart attack. A hospital socfal worker wes
trying to arrange for deferred psyments, .

y Family C - This was a rurel fam‘ly of six. The father worked 9

years for National File Company in Leslie. Ne was a lead welder.

He was lafd off and wes being periodically called back for four

days. Sometimes this caused his to lose any wnemployment benefits. ’
: At other times, he received unesployment for two to three weelks.

They have children on the WIC Program. The baby, age § months,

with the help of WIC is growing normally, Another child, age

4, hes & Tow fron count. Diet 1n the home has been poor dve to

lack of reguldy income. Although this family rafses all their

own food, cans it, etc., diet analysis show fnsufficient nutrients. .

Between 1978 and 1979, Children's Hospital of RMichigan average census in
the neonatal intensive care unit (NICU) was 37 infants.
Baby A - was a 1200 gram Apmie barm to 19-year old parents
on welfare. The parents were only able to vistt once a month
over the 14 months th:s infant spent in the hospital. They
could not afford bus fare to visit their infant but they
v called the unit often. They borrowed money from relatives
in order to spend time at the hospital learning to care for
the baby at home when discharge was isminent.
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Baby 8 - was a sfck premfe with lung disesse. His mother and father
Hve_g in & car, and thus had no telephone or permanent address. The
mother received no prenatal care and the family Jived on handouts
from nefghbors and hospital staff. They wanted to visft the baby
but could seldom afford gasoline for the car. They visited a few
times. The baby died at 7 months of age. The mother was pregnant
again at this time and delivered a stiilborm fn the car five days
after her first baby died. The state paid for 'a doubdble funeral.
This was not the only family known to Children's Hospital living

. in a car.

Clearly the economic depression in Michigan, the state's fiscal sftuatfon
and the unprecedented need and demand for Nemn services were all extraordinary
condltfons/) These were not unique to any particular ares of the state. There
were some families fn critical need of basic food. glothing and shalter in nearly

every commnity.

Current and Future Economic Prospects for Michigen

In Jsnuary of 1983, Michigan elected a new Govermor, James Blanchard. From
the time he took office, Governor Blanchard has moved forcefully to get Michigan
moving agein. ) -

The first major hurdle to overcome wes the state's insoivency. Governor
Blanchard, together with legislative leadership announced 8 combined program of
budget cuts and <tater employee reductions with a state tax increase. The plan
passed and it has worked. Today, Micthigan is reaping the benefits of a balanced
budget and has found new confidence on Wall Street as debts incurred by the pre-
vious asdministration are b;inq paid at an accelerated rate. R

A Y .
€ comstant and steady stream of economic development fnitfatives has tomé

from finvernor Blanchard. They inc lude-
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—_— * Suawmer youth jobs program which employed over 25,000 last sumser.
. Pﬂot‘p:ngrm to provide employment, skill training, educatfon and
enerqgy assistance to welfare recipients.
* A computerized technoloqy network to Tet business tap the technological
' expertise of the five state universities.
* Export increase initiatives for Michigan productsito enter more world
markets.

* prosotion of the state’'s human, economic, and natuf 1 respurces to the

rest of the natfon.
* Assfstance for Nichfqoniuness to obtain a greater share of federal
procurement contracts.
s Many other plans are part of Savernor Blanchard's 20 point economic development
program. Michigan is on the n?ve and to characterize the Michi of November,
1983 as “empty smokestacks” and "bread Hnes of citigens” is incorrect
The auto industry after ‘retooling fts plants and introducing msny 'm& plans
and technologies is showing record-breaking profits. This is a reurkab\q‘ feat
in th; face of the previous ¥ year U.S. sales slump. Ford announced a re*ord
$333.1 mi11fon third-quarter profit and G.M. mede a record $736.7 mfllfon in the
third-quarter. Chrysler also entered a profit of $100.2 milifon in the third- -
quarter while AMC posted a smell léss of $9.1 million.
0f course many problems remain. Michigan still has a double digit unemployment
rate of 13.6 percent with 573,000 people still fobless. With inpcreased consumer
spending forecast for this Christmas we are hopeful of bringing these high rates
down. 4
Demographers are predicting that Michigan's era of rapid population qmut_ﬁ
has ended and only a limited increase is expected for the remafnder of the ce'ntury.‘

This occurrence, however, may offer Michigan with a fruftful opportunity to increase
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the quality of 1ife. [t fs almost likely that in contrast to our current labor
surplus, Niéh;qan m again become 2 large labor importer in the 1990's principally b
because pf the aging of our workforce and population. '

Also, final county of residence {nfant mortality figures fo.r 1982 show that

, . Michigan nas resumed an encouraging dowward trend (n this important Realth status
indicator. The 1982 {nfant mortalfity rate is 12.1 deaths per 1,000 live births.
“  This compares to & rate of 13.2 for 198}, a year fn which Nichigan had one of éhe
qmatest'incmse in infant mortatity since Worid War 1.

The stateuiw improvement for 1982, however, does not extend tn all sub-
populations in Michigan, Detroit's infant mortality rate remained virtually
unchanodd (1981 = ?21.9, 1982 ».21.8). Statewide, black tnfants continue to die
at over twice the‘rates of white infants (white infant death rates in 1881 = 10.9,
1982 « 9.7; black infant death rates in 1981 - 24.8, 1982 = 24.6) and the gap
actually norsened'in 1982, 1t is also distu;'bing to note that while low hirth
weight ratlos isproved slightly for whites, they worsened for bjacks. Also, more
deliveries with no or low prenatal care occurred to blacks in l%zl

While overall the 1982 rate {5 down, Nichigan has a higher level of infant

‘ mortality than expected had our improvements in the late 1970%s continued. f{alcu- -
lations based on®rates for 1976 through 1980 predicted that Michigan's infant
mortality rates should have declined to 12.2 n 198} and V1.7 in 1982. The actual
rates of 13.2 and 12.1 for 198) and 1982, respectively, compare unfavorable with
the predicted rates. In effect, Michigan Jost a few yedrs of progress and an
astimted 194 more infants than expected died during the two year period.

When the same analysis was performed for the United States as a whole, predicted
infant mortality rates for 1')8!le 1982 were 11,9 and H.f;. The nbserved provisional
rates were 11.7 and 11,2. Thus, the United States actually performed better than

expected in 1! while Michigan was doing worse than expected. [n 1987, the United

States prrinrmed almost exactiy as predicted.
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Mich work still remains for Michigan. But we feel that the state i< feeling
renewed aoptimism and ts Tesponding t‘o the new directions set forth by Governor
Blanchard. '
Unmet needs tar mothers and children
A. CLrippled Children .

> The Crippled Children Program is fncluded in the MCH Block Grant and is
essential to handicapped children services in Michigan., The need and demand for
this program’s services has increased substantially because of the following
f.ectors-
- . ® Increased clients
High unemployment {n Michigan continues to tncrease the number of residents .
receiving support for medical care and treatment. During the recent years
of recession, the number <served rose from 17,800 in FY 1980 to 14,000 in

FY 1981, We also know there are many children with unset needs not being

reached, )
W »
® Increased costs
. The medfcal care and treatment services supported by this program are meinly

sped falty care services for certain severe conditions, The expenditures

have increased from $16.26 million in FY 1980 to $23.02 millfon in FY 1988,
While there have been some changes in specfalty (:are‘. infiatfon has been the
major cause of this rise which Includes a $3.8 milliun increase fust in the
fast yrar,

e e MH Bliork Grant also includes funds for the ‘.upul.ompnral SYecurity Inr.ome_/ .

fiteabled ‘hildren’s Dengqram,  [Ps purpnse (< th pravide rase management servire

.

Lo individual multidisabled rhildren approved by the Social Security Administration,
We know toom experience gqained From delivering these cprvires that they greatly

) I 4
{mprove the offectivenecs and pfficiency 0f recponee by existing resoyrres 1o
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P
these children ‘a,,d their families. Yet, the program is only serving children
from birth to ?‘;ears of age while those up to 16 years of age are eligible,
and w‘ are trH\r‘v; to expand the services from thirty-five counties now served
to all eighty-three counties in the state.

The improverent of these locally-based services for the children in both
the Lrippled Chiidren Program and the Disablied Children's Program has a very high
priority $n Michigan because it does incréase the efficient use of existing
resources and the effactiveness of that response which will stretch our avaflable
d011ars to more children. We estimate that i miliion dollars above our Current
sppropriation is needed to support this project. fhe following actions are being
taken by our Department:

® A major portion of CCP expenditures are for inpatient hospital costs
related to newboyns {adout 7 milifon of 12.5 milifon doliars total).

W are, this month, beginning to build standards of care to move

some ventilator-dependent children from intensive care settings to

home-based, complex care where appropriate. The savings can be

20-%0,000 dollars per child, and it is hoped that ten to fifteen

.cthmn might be relocated for care beginning next August when the
standards are completed.
We are confident the isprovement of locally-based services for
rlients of theer two programs across the state will prove to be
nnrwpimlly sound despite the upfront costs nf saveral million
doliars, Responding more effectively to the needs of these cMIdrm
and thelr familims chauld streqthen the family unit as a productive
SLrurture in.addition to helping each child achisve his greatest

patential for Lelf.copport and independence.
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Services to crippied children are directly affected by economic factors.

Soth have increased, especislly the costs of medical care and treatment. *

Michigan s trying in many ways to respond to the need by stretching avaiiahle

. dollars. However, increased resources are urgently needed to support the improve-
ment of local services noted sbove and an expected rise in medical care and treatment.
This money is & solid investment which can generate savings from related government
support many times over Dy assfsting the handicapped children and their families to
be productive members of our socfety.
8. Maternal and Child Health o

During the past several years, the State of Michigan has been facad with severe
fiscal problems which resuited in reductfons in services at both state and local
levels. Local public heaith departments have suffered from cutbacks. The problem
1s compounded by a growing need for services that are delivered dy local health
departments.  [ven where federal and state funding to local health departments has
been maintained, {ncreased demand for service canndt be met.

Four Matemal and Child Health progrems operated by local health dearmentJf.
were selected for study in the spring of 1983 prior to passage of the Jobs Bill.
These proqrams were Family Planning;, the Supplemental food Program for Pregnant
and Lactating Women, [nfants and Children (NIC}, Maternity, Infant an®l Child Health
Clinics (HIC)' providing prenatal care, and infant and child hé,nth services, amxd
the tarty and Perlodic Scraening, Dlagnosis and Treatment peaqgram {FPSDT) providing
serviieg for Medicald aligthle rhttdren. family Planning, WIC and IPRDT nrograms
Are available on a statewide basis while MIL programs ars operatad i‘n “sled tod
tariqdicationsg,

The study forused on an identificarion of Beed, numbers ~erved, and rost for

pACh 0f the four proqrams. [n addition, fomit n 1ncal healrh departments were
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contacted and asked for an assessment of changing demand for services. The

following reflects the information collected at that time:

fstimated 1981 -R? 4 Total
Program 1962:R1 Need @ Served  “Yegyed Doltars
Fam. Plan. 548,909 RZ ,546 15 $5.68M
WiC 257,611 95, 391 37 34.118 .
Prenatal -M{( 29.2%0 6,400 22 - -
Other Infant/
Child 221,150 - 25,3113 11 7,477
£PSDY 712,500 118,837 17 9.789

There were Significant increases in cateqorical program demand and services
provided.thrm:qhoat Michigan and most of this increase seems to have come from
the “new poor™--i e., persons who have assets, but no (ash due to recent unemploy-
ment.

In Family Planning seven of the fourteen surveyed local health departments
expanded clinic hours and services while six sre showing increased waiting times.
Thus, 12 of the 14 surveyed departments showed significant increaseg in demand.

{n WIC, service hours have been expanded in four local health departments,
five others have increesed wafting times whilé two others are serving substantially
more people than one year ago. Ten of 14 chow increases in dewend.

Ten local heaith departments are seeing more EPSDY clients than a year ago
tr«zuqh 2ll agree that the reason for this i< that they are doing their own out.
reach and no Innger depend nn the Department n'."mr!al Services for referralc,

Ten of the 14 departments ment inned they are seeing ‘siqniﬂmnt numbers of
“new poor” ciients

There were also significant inrreases in dewmnd for family planninng through
out the system. Several local health departments have responded by increasing
thetr clinic hours or maintaining them with fewer dollars {Branch-Hillsdale-

St. Joseph, Genesee: Central Michigan, District Health Department #1, Detrmit,

Marquette and Musiegon)

b‘;“
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Increased waiting times are also being experienced by several:
Branch - from one month to two to three months
Tuscola/Lapeer - "significant” increases
Ingham - 46¢ not seen {n January/Fedruary of 1983
Oakland - waiting 1ists for the first time
Central Michigan - from two weeks to four weeks
Saginaw - from zevo to two weeks to three to four weeks
Berrien - from zero weeks to two to three weeks
Detroit - from one to efght weeks )

In addition, District Health Department #3 dbegan seeing 800 cases as co-
pared to 500 a year aqo; ihrquctte\m 350 cases in 1982 as compared to 190 in
1981; Oakland has reduced clinic hours due to declining money and District Health
Department #1 estimated 1t is serving only 9 percent of those eligible. Muskegon
has reduced waiting times from six to three weeks because of expanding hours and
available 3ervices. In Detreit, increases were significant especially ssong pa-
tients without private fhsurance, The increased demand fs reflected in rore ap-
pointments being made, fewer being broken, and increase in requests for commmity
education sessions.

Clinic hours were 81s0 expanded in NIl to meet increased desand in Genesee,
Muskegon. Central Michigan and District Health Department #1,

Stgnificant incresses in waiting times were befing experienced by:
Sranch, Hillsdale, St. Joseph - unspec!fied but 550 waiting
in January
Tuscola/Lapeer - unspecified
District Health Depsrtment #3 - 200 on list versus none a
yesr ago
Berrien - unspecified
Detroft 2500 high risk childven
In addition, Oakland has a consiant 6-12 month delay for children. Inghasm,

District Health Depsrtment #1, District Health Department #3, and Marquette are

v
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seeing substantially more ¢lients, and Saginaw {5 seeing increasingly severe
cases. Detrofit has fncreased caselpad by 1000.

The most significant finding for EPSDT was that several local health de-
DATTRANTL were in rapsing their service levels to meet their quotas through the
use of their own outreach workers. These included Branch-Hillsdale-St. Joseph,
Genesee . Nakland, Central Michigan, District Health Depaf:mm #31, 8errien,
Muskegon and Marquette. [n addition, Muskegon s experiencing waiting time in
this program (two weeks).

In Detroft, the caseload went up 6000 from a year ago and waiting perfods
‘varied from 1-6 weeks. Reductions in outreach workers due to budget cutbacks
led to increased transportation needs and increases from 25 to 40 percent in
unopened cases,

[ngham {ounty had maternal waiting 1ists for the first time and the children’s
waiting 1{st has qone from two to four weeks.

in Detroft, watting lists went up 10X over 8 year ago with substantial in-
rreases in telephone requests for service or service referrals from people who
no longer have insurance.

Central Michigan - no change
Saginaw - more complex Cases
Berrien  added «linic hours

There seass 1ittle doubt that the sharp increases in family Planning, oif
and MI{ « lisnty spprecented a new Pype of cateqory of «1ientale which are Inosely
Aere ribed A< the “new nanr®.  “en of the fourteen responding local health de
partments {franch Hitledale -4t loseph; [ngham, Oakland: Central Michigan; District
Hoalth Department #1, Nictric? Health Department 1. Detrait, Saqinaw, Muskegon
and Berrien) indicated they were seping sharp rises in newly poor or rash poor
nr recently uneaployed pereans  hece were persons who had aever hefore sought

mediral assintanie ar wha bard not Sopght it in spyveral years
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In Detroit, the following patfent fnsuTance data was collected in the family

planning program:

Patient_Insursnce 1979-80  1980-B1  1981-82
Medicaid/GA/None 87,769 100, 165 113,278
BC/BS - Other Private 35,982 33,150 28,43

Other findings from the MCH survey were:

- monroe and Saginaw (ounties reported that increased staff energies

are needed to deal with i singly complex cases.

© Genesee County reportfd new large increases in the demand for ori-

mary care.

“
* Nskland reported large increases in demand for venereal disease,

immunization, and dental services {dental has a four month wait).

© Branch-Hillsdate-St. Joseph ‘Indicated that local doctors are be-

ing swamped and that few are taking new cases or Medicaid bables.

- pistrict Health Department 61 {ndicated that schoo! -aged children

are not netting preventive care.
.

© Barrien indicated that the school systems are sendiq.q sick chil-

dren to the lpcal health department for treatment.

The “Jobs Bil1* whirh passed the Congress last Spring gave the Michigan

Public Health System a badly nesded infusion of rmughly $11 millfon, nearly

avenly Adivided between matermal and child health, Wit supplesental fonds and

rommunity health tenters  These funds wore ismediately programmed, and were

us share with you some of the impressive results.

Maternal-Child Health

nut wor‘an in a1l local health departments in the .tate by mid-Summer. Lot

An allnration formula hased an eeed, using <uch varlables as high

. Py
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unenployment and low birthweight rates was developed and for the
first time MCH funds were given to all local hes1th departments

to establish service programs. These new activities include pro-
vision nf prenatal rare, health education and {nfant care to re-
duce high infant mortality. Badly needed schoo! health and cos-
minity nursing services were restored. family planmning services
were expanded in several local health departments and accident
prevention programs, 1ike child auto res;rn!nt seats loan services

were epstablished.

wic

the Michigan WIC Program had one of the largest expansions of any
program in the nation. At risk and poor women, infants and chil- -
dren were snrolied through a coordinate? and 1;§ensive state/local
outreach afforf which saw the ¥IC caseload jump from 83,300 in

April to 132,000 at the end of October. This vast rcmse of

SRY attests to the serfous healtf; problems Michigan still faces.

fven with the new caselpad we are only able to serve about half

of the women, infants and children believed to be eligible for

nutritfon supplements,
»
fven with this "one.time" soney, Michigan (ontinues to have many unmet

matermal and thild health needs. These problems or nesds ran he grouped into
cateqories set forth below. .
Infants Under One Year
Low bicth weight, birth deferte, infertinue dicrases, hirth

fnjuries, wg’n tnfant death syndrome, and Inadenuate parenting.

Children, 1-18 Years

Hearing and speech problsms, vision problems, child abuse and

o 6 BESTI (;Ut’)(
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neglect, developmental disadilities, accidents, infectious dfseases,
chronfc handicapping conditions, ppdistric antecedents of later

chronic diseases, and other p'roblers of growth and developwent.

Adolesgents and Young Adults, 15-28 ¥ears
Accidents, suicides, homicide, substance abuse, teenage pregnancy,
and difficuity in leaming health lifestyles.

Pregnancy planning, impact of personﬂ amd environmental heajth
risks on pregnancy, infectious disease, access to primary care
services, and maintenance of healthy 1ifestyle.

Theke problems are described fn detafl in Health Promotion and Disease
Contrel: Report _g_f_;p_e__ﬁa_rgfsbn Committee, MOPH, 1982.%

Let me give you an example of a particulariy serfous problem for Michigan,
Jack of early and continuous prenatal care.

The President’s Commission issued a recent report entitied, Securing Access
to Health (are.® The report estimated that BT to 112 of the U.S. population wes
without sng. form of health finsurance. While this percentage rises and falls
with economic cycles, our country has long had the problem of about 10% of the
population falling through the cracks.

This problem is partfcularly Serious for mothers and children. Some of the
most Serious and expensive hospitalizations can be avoided {Ff access to preven-
t{ye health care §s assured. Farly and comprehensiye prenatal care (s one of
these rritirally needed preventive health services. (urrent medical standards
strongly rorosmeod that care henin in the first tr mester and be continued until
delivery, with an average of 12-14 visits pmvid-mq optima) outcome {f the preg-

nancy 1% pormal. High rick patisnts may require sianificantiy more care.

ERIC - -
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There are large groups of women in Michigan who do not receive adequate
) prenatal care at _this ti:. for example, in 1981, there were 8,160 women who
had five Or less prenatal visits and of this group 930 were reported to have no
prenatal rare  Infant death rates in this group range in the 60-80 infant draths
per 1,000 live births, dramatically higher than those with the recosmended stan-
dard of {7-14 visits. [ow birth weight rates follow the similar trend, with
those in the five or less prenatal visit group having three times the nuwber
of tow birth weight infar:‘ts as those in the aveWHdbﬂring population.

in 1981, there were M().‘)w:we births. Approximately 14,058 can be as-
smed to have delivered with no Medicatd or other thind party fnsurance. It is
8150 interesting to note that 8,160 women delivered in 1981 with five or less
prenatal visifs when the recommended standard fs 10 to 12 visits.

Prenatal and postpartum carp can be given at an average cost of $300. This
cost fne tudes 1N.17 visits with the physician, routine laboratory and radiology
t;'sts. expectant parent education, nutrition and psycho-socfal screening.

Shortly, 1f resocurces can be found, our Department will recommend that pre
and postnatal rare he implemented on a phased basis beginning in FY ‘1986-85. Full

S
impiementation wiuld de scheduled for FY 1985-86y The costs are Aasonable.

Loral Local State Total Patients
Service Admninistration Administration funding Request Served

1988-8% 2,127,500 $212.500 $160,000 $2,500,000 7,100
1985-86 4,200,100 420,00 115,000 4,935,000 14,000
Our Department ‘s Manangement Plan for fY 1984/R5 if approved at & 10% across
.'.he toard raduction in state general funds would include a substantiel reduction
fn the rurrent leve! of family planning services, 4,800 fewer patisnts would be
served and we estimate this would result in 10,910 umwanted pregnancies. fven If

we stay at a ¢ontinuation level, w rosld not even begin to meet the documented

8 5
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needs of our sothers and children. Yo susmarize: !

EPSOT - 130,020 screens or 391 of the target

Family Planning - 61,000 clients or 14.2Y of the need
Genetics - 7,000 sickle cell screens or 13.3X of the need
Hearing and Speech - 60% of all local service requests met
Lead Paint - 17,000 screens or 261 of the target

Local MCH Services - 42,250 mothers and thildren served or 6. 7%
of the estismted need

Rape Counseling - 181 of Jocal project requests funded
Perinatal Care - 751 of hospitals have all level [Il components of care
MCH Demonstrations - 13% of local requests funded

Sudden Infant Deaths - 175 autopsies and 330 counseling visits
performed for 50T of the need

Vision - 66% of all children under eye screening programs, and
50% of &1} needed consultant services provided

NIC - 137,000clfents served forsnoy of the need

Most 0f the above service levels do not come very close to meeting actual

service needs. This is historically the case for many public health programs,
- but especially for those involving wothers and children. [f $1 were spent for
public health prevention early in life for every $10 that is spent on acute in-
ness and hospital care, it is well known that significant health benefit‘k couid

occur to Michigan society.

We have other important new areas of need that should be addressed. Two

exasples among many are presented below.

Prenatal_ Management of Sickie (ell Anemia
“irkle coll anemia is one of the most commy+ genetic diseases,
occurring in 1 in 600 Black newborns. In the State of Michigan,
220 couples at risk have approximately 45 affected newborns per

'yv-.ar 1t {s nat_unutual for affected persons to incur medical

7
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expenses of $10,000 per year and few affected adults are ewloyed.
The presence of one or more affected children places a great strain
on the resources of a family and greatly influences its lifestyle.
Unttl recently, foregoing parenthood was the only sure method for
couples at risk to avoid having a child with Sickie Cell Anemia.

It s now possible to assure that couples at risk who wish to have
their own biologic children can do so without the threat of having

one with Sickle Cell Anemis. Recent lopments in recombinant

IMA research have made prenatal diagnodfs {PND) inexpensive, safe,

and accurate. .
o

1f funded, the target population is 220 Black couples at risk for
offspring with Sickle Call Anemia.

The project will promote wse of this new technique for pmtal
Sagnosis of Sickle Cell Anemfa to a1l fomildes at risk’Tn the

State of Michigan. The process will include genetic counseling /
by trained counselors to assure that S0 couples known to be st

risk will receive accurate counseling free of coercion. Follow-

up counseling will also be performed.

Teratogen Hot1ine_and Registry

A non-controversial and effective means h{ ‘premtinq congenital
malformations i the svoidarce of teratogenic agents during preg-
nancy. A teratogen is an sgent or factor, such as radfation or
drugs, which causes the production of physical defects in the
developing swbryo. - 1t ¢ unreasonable to exypect family practice
physicians, intermnists, and obstetricians to msintain current
files and information on the teratogenic potential of the in-
creasingly vast array of environmental agents to which pregnant

or potentially preqgnant women are expnsed. At the seme time,

’
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hov:ver. there is increasing 'anreness awong physicians, and
{ncreasing, concern anong women, of the potential effects of en-
vironmental agenfs on the unborn chiid. {n Michigan, there is
'."? : c:urre;nny no single, well-known, easily accessible and up-to-

date source of information to address these concerns.

The NIt Collaborative Perinatal Stgdy (1977) surveyed 60,000

. pregnancies. Eighty percent reported prenatal drug exposure
to over 900 different drugs. The average pregnancy was exposed
to 4 different drugs exclusive of nutritional supplements,
Forty percent of exposures were during the first trimester.
In Michigan, the population at risk is spproximately 110,000
pregnancies each year which are exposed to potentially tena-

togenic drugs.

The Michigan Teratogen Hotline will provide pregnant women,
physfc.i‘ans and other health care professionals with up-to-date

and sccurate information regarding the teratoqe‘Mc effect of

the multitude of agents to which 8 pregnant woman may be ex-

posed. These ageats include, but are not limitad to, prescrip-
tion drugs, over-the-counter medications, dtagnostic and thera-
peutic radiation, and chemical exposurres from the environment,
either by vacation or avocation, of the pregnant woman or the woman
who is planning a pregnancy. Also, the project will gather data

for correlations of exposures and sbnormalities in morphogenesis.

1f funded, 7 500 ronsultatinns will be deliv -red hy the hotline

{in £Y 1984/85,

.
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Pravention Strategies will Contain Health Care Costs

The greatest growth in health care costs have come from the entitiement
programs , .such as Medicaid. Cost effectivelprograms which emphasire preven-
tion and earmark funds to the most needy shquld nat de cut since these pr‘ogr.‘cmé
have been able to provide services go increased numbers of persgns and streem-
Tine costs during a period of high inflation. This is particularly true in
periods of high mlbmt and economic distr‘e-ss since the health of mothers “
and children is often the first to suffer (e.g., Michigan fncrease in {afant -
mortality between 1980-1981). ‘

Maternal ang Child Health Programs are cost-effective:

* A federal GAD report published on February 27, 1979 indicated
that for each $1 spent on WIC there is a savings of 5.3 which
would have been spent cering for a low birthweight infant and
for each $150 million spent on WIC $260 millfon 1s saved in.
federal expenditures for Medicaid, Supplemental Security Tncome

and special education.

° The Center for Disease Control In Atlanta showed that children
enrotled in NIC had consideraMe_ fmprovement fn blood hematocrit
values (reduction in anemia). An Arfrona study recorded an 81
percent reduction in snemia, 82 percent reduction in underweight

.

-

infants, and 68 pearcent improvament 1n children's height.

»

A national study conducted by the Alan Guttmacher Institute / 4
demnnstrated a benefit/rost ra:?/ﬂﬂn for every federal

[ 4
doliar investad in ily planpdhg.

Medicald ~hildren participating in the £PSDT program have
achieyed ‘mmfmtimx/!ew-ls nf R7 ppreent in comparisnn to

the ctate average of 6R.A percent for all Michiqan children.

. p N BI‘ES'I‘ UU&)Y
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-
fvery dollar spent on {swunization saves an estimated $8.00

th treatment costs.

LA

CMedicaid childeen participating in rescreening after two years
’ in the fPSOT Program had an 8 percent reduction in problems

. needing referrals.

© Onm percent of the children participating ¢n EPSOT screening
were referred for diagnosis and treatment of excessive blood
Tead levels. teft untreated, lead poisoning can result in a
- wide spectrum of morbidity including behaviora! problems,

mgntal retardation and in death.

: qﬂat:rnity pnd’infant care pmj‘ects (MIC) in Michigan hawe
tontributed to a decline {n maternal and infant mortalfty.
A study completed in 1979 showed thal women who had delivered
their last pregnancy nutside the H!ck;iqan MIC projects suf.
fered 4 perinatal mortality ;ate of 113 per 1,000 live births,

« Delivery wilhin the protect reduced this rate 726 oer 1.000.7

" federal novernment studies show that fog every $1 spent on
prenatal care, $4 to $6 are saved in neonatal ﬂtensivp care

{NICU) and re howpitalization for low birthweight infaets

L]
- during the first year ef‘!ife.g .
R . £y
[.c i Mirhiqan's contention, however, that the dramatic reduc fione in in.

.

fart ~urtality cmen in the 1979'4 ran Aanly he matched in the 19804 if preven

tion programs '.‘sh aa the *nllowing are provided on a snpulation wide banic.

- family Planning

fdycatina . pratesainnal and public

Nty it inn s
Mpdicgl “wryicp, ~
(onpt o gungel ing

ey ctgqtoyc Arcec s mpnt

O
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Pregnancy Care

fducation and social support
Nutrition

detica servbors o ing Yyding delivery and pregnangy

terminaton °
fienet i Aiagqnosis and (ouneeling '
Rssessment of rick statys

Infant (are . .
Parenting education and soc fal support Py ’
Nutrition . {

Medical Services

{muntzations

Health maintenance

farly identification, diagnost< and intervention
Surveillance and control of infectinus diseases
Neonata! intensive care ‘

favironmental Hazard fgntrgl
Education, professional and pudlic
Surveillance and conterol

These findings aqree with those presented by Dr. Barbara tarfisld of
Johns Hopﬂns‘lmwprsity.q

Dr Starfield belisves that elsewhers in the future, » greater porfion of
infant deaths will be linked to factors that can’t be alleviated by technoingy,
such as fatlure tn reveive prenstal care. fquity of access to nennatal inten-
Slve rare gnits witl undnubredly worsen with Medicaid. cuthacks, hut Me offects
of this inequity pale in romparisan to the results of reduted arceess talnontar h.
anlngir care Aye ty der rnr;snd funds for prenatal rake

In one wonse acaety can “pay now nr nay tater” in the farm of higher rater,
nf di-pace, foctlary medical o are, death and/nc 1 -ntitutinnal matntenance nf
the severely damaged (hita, -

As today s children qgrow tnta adyl thand they will have tn nerfarmm in
creasingly romplay ’4".bs fn an aqp nf tpg tnolngical rhange tn pratic ¢ nyr na

e - .

. *
tural eoviegoment | mafntain age tandard of 16yinng and Fpan nuf scennnmy o ompet (e

o1 COPY
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wi‘zh those of other nations  We must constder each of our children as a valu-
able national resource. Programs such as maternal and child health not only
improve the health and pnhance the Yves of our children inmediately, but also
repanrd thesr antandiad dar s penefeoant s antaahogtiogn ta *he natinn a4, 3 whirle

The programs of the 1905 chould he prewentive in nature and based on a
solid research base

To suemarize, there Are many existing (nterventtinn strategfies which are
known to be highly effective. The routine application of these measures would
resylt th improved health for Micrhigan's mothers and children. “These strateqies
are

Umtnrdtmn\f aconmmic activity with strong sffarts to include

ail ¢ % sub paputations in the upswing.

Provticing of fond supplements as presgribed by competent health
authorizten for all pregnant women and infants who have inade

quate diets.

Provisinn of early and <ontingous prenatal care, labar and de
livery tn a hospirtal setting and a si« weeb pnst partum check

up for All Amwrican mnthers

Praovisinn nf roytine and sperialized health care for the infant
b
throygh the fiv-t (R months tp mavimize sarh (nild'y appnrtugtty

P rmqet hi o Rer Fuytl gpnot io qetent gl

Progian af camprehen sye yabintary famo o adanning eeyteone
Whith arp coqn. %on® 470N Shp anrearal tetacd and 4t e, of

rar b Ampric an

.
OpBhat t n ra fhe e b ddeoakei oand drgne o DERIRANG ¢ hg ey
¢
cating the Amprran peonle nn thety oorrouy effm tq anad prn

vrdeng oty e shy n-,, [ A B LN LT R RV T S ErTY
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Why Add Resources to the Public tealth System?
There are at Teast four reasons why development of altermative MCH service
arrannements can hest he accomplished by the state/local public health system.
'h#, qre

statewide perspertive
. ‘pnputaf fon respons ibil ity
- access to major financial and professiond) resources
prevention focus

Public health mblm which may be rare in any particuylar comunity, like
the woman.who dellvers with 1ittle or no prenatal care or an infant born with a
sécious c’nnqmir.n defect, may. upon statewide inspection of all such events be
shm‘m tn be a serious enough problem to justify a preventive or therapeutic pro
qram. 0Often {nformatien from periods of several years, across al!l communities "
s needed to form an ‘jrru'.r'ate seientific phcturs.

The state/local s Stem cﬂmvot evade or escape fts resgonsibility to promote
gnd protect *he health pf all Michigan mothers and children. This fs quickly
brought to mind when theke are public concerns about the effects of toxlc chemi-
rals on reproduct fon Br an upsurge in infan! mortality,

While state/local health ypartmnts have dimtnishing financia! resources,
they often stili have a good professional staff at their disposal. They also
have credibility in the eyrs of lay and profescional groups alike This can
mwean important ranrdinatinn nf scarce resourcres and bringing them tn berar on
impoyr tant pub 1l health probtess.

Finally, Publtr Health hring. a strong commitment to prevention to the
Realtn e oopne it ReAlEh 15 mnre than an ahsence of diseanr fhe main
tenance af good health requires a far different set of stratpgles than the treat.
ment af Afepaci, imprrtant though that wark e

The Maternal ard "hild Mealth program elect, from several alternative

trategee n L R T A A LI R R L AR YA They are

1

‘} inlr

AT

Y

. ', Y .‘,q
Si; BE’JD



[nvestigqate amd report . L 3
- Targeted directly funded categorical programs
- A reqionalized approach
- Research and development
Thanning, pramnrinn and goeding® Tan
‘ law, rule or requlation
- Information, education, training and quality assurance

When a cerious health probiem is detected, the first step i5 often an in-
vestigation and report (e.q , Infant Mortality in Michigan, 19810). mese re.
ports present analyses and recommendations for public policy.  Recommendations,
once adopted, may involve (mplementation of one or more of the al‘ernative ap -
proaches tisted above. [n the case of Infant mortality a coordinated planning and
promntion task force was created at the ctate leyel to guide development of a
newly funded targetrd categorical program simed at reducing low birthweight and
resuitant infant mortality.

The perinatal intenstve care and genetfcs programs are examples of a re-
qlonalized appenarh to <ebyire delivery, This approach attespt- to provide lower
rost primary prevention servires {4 all commnities and conrdinate high cost ser-
7105 in only A few centers where thers I demonstrated professional expes tise,
facilfties and snuipment

The Michigan MUH Program has alsn condur ted l-rtnw.mr(h and develnpment of al.
trrnative ways tn deliyer servicec. Mme racently published article demnngtrated
the value nf an svisting cateqnical penpram 17 The Papnet né Materagty and ' [nfant
Tare Urnnram, np fsr qratal Mortatitys | Perinatolocy/Noonatnlany, ¥al 7 %o 8
Ayquat | 198 1)

'

The werk one an s s beeated Taral apnnach o b ambidnes, Wl 58T
Pamily blanping ard MI7 Dengects dnta a “tamily dealth Proiect™, however, b

demanc trated the Fagn it tir, gk an glearnatigpe by tha catpque s At appena b

The Eamily ey teh ea et foownpr Smee b gt D) Sraar Cognding, WY Maren 190

200 Ty . . (‘) {
o };fgi“j,l LW S| \
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Many slements of *hi, model will he (mplemented as a part of comprehensive plan-
. .

ning and budgeting Syﬁ(teﬂf to be in place by January 1985
Finally, the Michigan Hearing and Speech and Yision Programs are excellent
eramplee, 0 g erdp At tan, feataing and quality Aaccurance Approach rombined with
development of conrdinated local health (are systems.  Small investments of Lhe
Wrate tewel in planning and promot ton have resulted in rmm‘f Tocal rompliance with

state « roening laws far (hildren
f

Rec nswendat ions
b

«

ot aur »(nn’mxrinn_thaf some shift in speading prigrities must mour.  The

A
armsion nf our industrial base tngether with the massive increase in joblessness

“Mas weakened nur State and the Nation. At this time, as always, mothers and

thildren are profaundly depepadent on us for their well-being.

CONTMNTG, 4T THAT AV CRIPRLED WRIEA'Q MATERNAL AND CHIUD HEALTH “HOULD B¢
IMMEOTATE LY BEATORED AND THE MCH BLOCK GRANT SHOULD 8t DOUBLED B Y L9HE /RS

The maternal and child health blnck qrant was formed by (onsel idating many
rebpted pragrams and cutting them approximately /9 percent.  The cost of relurn-
ing thiy pragram ta previoys funding levels, with inflation, would require new
Appropriat bons of approsimately $110 mittion This would place 'thﬂ Block
aqrant at 4 lavel of $AR L million from the $373 million In the cuthack base.

Y, barthay e omeenderd] that the MEH hlagck he dnghled fa <ize tn the
U e e b B me g Taege ! on 1Y AU it oan itnyestaent in America’s
futarscasHD contain apioaling houprtatzation saste for mothers and hildesn and
bt ke ek Tt e by e Wl rearh therr martmen i 14l and qeastar putent al

“hee bt qnd L 4t health department cyctes 1 an plaese eryieng cauld te
(IR TR RTINSV IS DO & A'm-y e s wtth fre gtae braw Fegdeea! b mateey froses
e gt et M S e e pessgnane y o Ane tnfant care tn aredee ty have A maw

Mg o g o ced gt ettty aret bty
A

L
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states shauld be asked to put togehter a plan and budge*® which takes full

advantaqe 3¢ all availadble resourens that can address the priarity health prob-

lems amonqg their mothers and children,
in the deyelinpment of the State Plan, 1t should tave inta acsount ecisting
maternal and (hilt heglth service which may be helpful in jeaiing with thear

fdent 1 tied problems, for pxample:

romprehensive matsrnity and infant care seryvices
nutritinn educat inn and W10 Proqram, focusing on prenatal ¢lients

tam:ly nlanning

nerinatal {ntensive care system {inc luding promntion of reqinralized
perinatal care, perinatal nurse sducators, and develsomental aciess
ment centers) \

fgenetie seryicse availabte and.arrpsﬁibi”ty
Sudden (nfant Death Syndrome grief counseling and apnea moni'oring

enyirnmmental health {reduc ing prenatal exposure to environmental
agents | tanreang radiation, toxic suhstances, and nther octupa
fromal harsar . and Stressed), including infant seat restramte

qraeral consueer health pducation

{* tg ~tronqle recommended that a national “aternal and fhild Mealth Advisory
Lroup he fgraed ta Arrect the upgrading of maternal and raild services tn pre ¢ ut

tevels .. \
4

A NEW CMIT NP CHDI RN, YOHTH AND FAMILIES SHIRR D BE £ TABI fSHED AT A Mpfa tEVEL

ALTHIN TR T YA PYRL LA HEAL TH O SERYTOS

\

With Phe fo..olgtinon nf the heloged and prodgctive Childesn’s Ryreay in the
LY

L]
Tate 16/ o, the vrnctad Patee found itenlf oamnng a minnv ity af dsysinped nations

withogt 4 reneg et annat® g e o children g reegl by haygse been Cragqie far

this "t ean’ . hoddien

s gger M e v it b el bea ol he

: verd cenng b oon the coadibiare, affec bing the heglth

et et

I P S TRV SIS R 81 I TR ot ramed e

b we entogl rat tamwely g f o grate infarmatyon e myntyiand ot thie

Syt

oL sy, capn oAl noang ade g
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<
estimates of sorvices rendered and the numbers of citizens in need of (are mo}n
not receiving such rare. Such {nformtfon {s crucfal for the President and the
Cangress &s.fhﬁv Afsrharge their duty to protect American family 1ife.

txisting praqrams now operated hy varfous branches of government should be
realigned and many of them folded into the new administrative unit. Title X
family Planning and the Maternal and Child Health Block grant are two programs
which shnyld be transfereed immediately,

There must also he <trong program authority for coordination with other
(hildren program 1ike 19507, WIC supplemental foods and Head Start.

Thic untt should be responsihie for carrying out the pssential elements of
A comprehensive mternal and (hild health program, including:

“tudies aimed at identification and solutfon of problems affecting

the health and well heing nf anthers and children,

Crganiration ot matermity services, including adequate prenatal,

petinatal and postnatal care,

fontinising wealth superyisinn seryices far all children from birth

thraoyagh » mildhagot and adolescence,

Neqanized peogqeams of health aduration for parents, children nf
3 .

W hanl age and the general puhtic

Petantaichment of vandard, fnr haglth perannnel serving mothers

Aol chitdeen and fae far st ies, praviding oo their health care

yntemat . mangewer doye looment and training activities

PRt T ans e et gf Ehe c-sinn: y Al of "o tiyeness of

~
nnalth rargiens, 60 mnthers and children

fomdip #oared gngeer b 0 apeeational reaegrrh o as A hasin for further

nrnyne gm ol anni ey Avref e gre brapgen b

g -
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f‘,ﬁ!'!ﬁ'- SAy ae RELPORED " THE TITLE X FAMILY PLANNING FPROGRAM
In tne tmated tates a'most all people, megardless of sthnic, religious or

L o e annmin M bagengnd, Winh to volmtartly ¢hoose the number and spacing of

LTI S R A 1

Pompirehengivs family 0lanning sAarvices gppresent an affo tiye

Mg 4 et ity tne gt th o oo 1atoand soanomie probless asaac tated at legst

in nart with the geryerence nf ynwanted and mistimed pregnancies.
« he fami Ty ataneing Title O opragram should he rectnred to its previous leve!
e

af Sint mitting team *he cgrrent redured {pvel of $141 mittion., Thiy would c0st

atnraermatety SO0 mol w10 bt 1ondl revems {n adtition, new ¢ indina formglag

mynt e teeyss Lt whit B g nat penglize the M{dwe,t

Famety :)Mrv-n’vﬂ} ey are an Glace thrnudhout the country.  They could

s g ve Yoot apppoamatealy 390 KN medically indigent women to these linie
rott e won e avert approy iftety 785 00 gnplanned preqnanc fas and all the
. ronsameear st and suffepring shich scoomanies unwanted pregnancies,

yser 1 spsyent L fpeomat ian measuras have heen ident i fiad in tha area pf

tomyty hane ey oy Aare made up 9% 0 varisty of aducatinn, information and

et o Seloyagy o teyetape Carg®en ayaiiable t9 eacn family planning s Hipat
gt e tpts
Pyt sdyge 4t i N Pregnanty testing
ComP eyt e gpp e, “ickip {pll testing .
et ] T e s somgne e car / Intprtylity tydien

. .
P gt g ot Tatagrmar o

“tpritizating

Cow ba i ¥ g e et Netritig ramaeitng

Creatmment e cncteeoyt oo st e s, Cabinr atrnry feotang

A NI AR AN THEANT AL Tttt ',(‘ulllv' T RE «,gyx,”p;;. AN Tifpaneey
. . [ T T A YA P N ST S T I S U

. o Mo .,,,.’,..-.-n. Coaee U are Lt 4An detarmissd Phat an emairgeny

JE S S T TR TES RPN VE PR v T b Wit em Nrhmedt foe orata
w ot Pote g e et P e Saatip ot 0h N T, gt and (he Voran
. T Y S N R T S T U L S S S T PORPR S FURR E I TACRLR I y
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nfar posts where their hushands were temporarily stationed. The
rapacity of ctation hospitals to provide maternity care was soon

found to be insuyfficisnt,

An smeragpncy nrogram dew loped with great rapidity, extending to 9§
servicemen’s wives wherever they lived and pmviding cars for ome
and a quarter millton mothers and 230,000 infants by the time it

@ was terminated after the eand of the war, This was the larqest pub.
Tre medical rare program the (nuntry had known and the state health

departments had ever dealt with,

It was entirely supported by general tax funds. There was no state
matching, and there was no means test required or permitted for de .
signated beneficlaries. It enabled states to make great progress
in Hrensing and upgrading hospital n;tPrn‘tv care and further aided
hospitals to T;;mve standards by establiching a basis of payment

. related to the rast of care--a principle later adopted by nther

faderal anencies and by the Blue Cm}s insgrance plans,

The rapidity of expansion of this program, its widespread acceptance

and ',hﬂ. qene;'al participation of physicians and hospitals over-

shadnwerd the srattared nppesitinn inftially encountered and a short .

Tived at?emnt of gne otate medica? a.sm iatinn tn eninurane a boyrott

nf the p;'vwram

Accnedlagqly, if we ars to redyce infant deaths and promote the health of
WO it i s aunts g wee myn b pravide on o an intercim has i, emeragency nmhﬂn
Tiwe maternily rare This would he aimed at the racontly unemployed and qpravide
Family planning, urenaty? Tahnr | dntiyer,; and Tm’.'u.)r’zm care pediatric card

fnr the nfant to pighteen manthe of e and health edwation, natritinn and

mediral. ncial wark corvice tn the famity
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The cost 0f these seryizps based on thelnichfqan experience {5 approxi-
mately $7850 per mother and infant pair, including labor and defivery costs.
We now have an v.timated R, 000 mothers and infants in Michigan whb might
Al "'74”':. wEe ey ey

'f one pilot (nunty wers chasen to demonstrate the service, a research and
development project could be conducted fnr.lﬁﬂ women/ infant pairs for $2.1
mittion. Additional pilof counties c-ould be artded to gain experience in other

parts of the (ountry.

TO DEVELOP INNOVATIVE APPROACHES FOR PROMDTING THE MEALTH AN WELFARE OF CHILDREN

YOUTH AND FAMIL (8

A Narional Children's Trust Tynd should be estahlished to promote smd”_.f
srale trigle a¢ new and innovative approaches to maternal and child health ser-
viep deliyer s which r:uth prove benefical to the natinn as a4 whole. Basi¢ dio.
medical and related activitly already covered in resparch proarams aperated by the
Natranal [aneatyte oof tealth would nat he oligqitle for funding by the Children's
et

The Teaet chag g be divew tod by A Cammisninn appointed by the (onqress,

The Natingal ‘hildesn™ s Tryet bynd should be fanded using a voluntary post-
ane stamp e h.nqv.gnrnqrm", This method of ahtaining charitable donation- at
the vm'iv‘)rm‘ Tieged nan BRen e byl Ly demanstrated by wrtzeeland, Hvﬁ'f N rmany
Anit tre Nether st pdar Phin cyctem opach s tamps inoa fmv’i;uldr rrmemnrat ive
e rareien A malt Lgecharge nf whirh FY peer oct oanes, intn ’hp’fhﬂ"m";
Tt bagnd gt sy pnt 10 el A fne gdminantrat tyn Brpenee’,

L)
.

Thee e vl e v U e ree widderl oy e B3ty tirtlee tars and ity
sent, winhireg 0, wake a4 o haritable doenation Theue 1asues, are - alted “nami

IO TR T A 1L I LIBRLY B Y vEren teatured an the tamd, Pur-

Chatee 1 e oy aalantary he Trognt bgnse gagld alan npen inr the serpeapt of

eic BLs1 GupPy
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tax-exempt qgifts and donations from American industry, labor groups, founda-‘
tions and individuals. Ld
' These funds would constitute an investment by Americans in their future.
The At ongl cnc T tene s feyt woutt place yenture sapital’ 1n the hands,

nf those public and private agencies and institutions which are capahle of de.

signtng sound appraches to the development of improved health protection .er.

¢

¢ vires Far nyr mothers and ¢ hildren
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Senator Bextsex. Thank vou very much, M« Smith,
M= Gittler, please proceed.

STATEMENT OF JOSEPHINE GITTLER. CODIRECTOR. NATIONAL MA.
TERNAL AND CHILD HEAI™H RESOURCE CENTER, AND PROFES-
SOR OF LAW. UNIVERSITY OF IOWA, IOWA CITY

M- Giereer. Thank vou sirs Tappreciate the opportunity to np[u ar
here today before vou. T would Tike te tey and give vou an overview of
what ha~ happened with respect to funding velating to naternal and
el health Block geant programs, [ know vou are very fumilur with
the history of the nuthorization and appropriation® for the title V
maternel and ehnld health block grant. T would just like to ciphasize
one thing in that regard  that even before the establishment of the
block grant in 1951, the core progeaws that mnke up the block grant,
the title Vomiaternal apd child health progran, and the title V' evippled
children’s program, had reectved some mereases in appropriations in
the preceding 10 vears, bt those inereases have not even kept pace
with inflation, :

Thus i (951 the pureRasing power of a title Vodollar was actunlly
27 pereend less than it had been a decade enrlier.

Aned then beginnmg in 19510 there were really signific ant redictions
in the anthorization fevel and appropriation level of MCTT block grant
progeams. [ wonld hike to draw to your attention that the Congres
stont Beseareh Serviee has determined that the constant service level
for tisend vear 1951 for the MCH block grant would be 5607 milfion,
which 1~ considerably below the earrent authorization level of K573
milhion and the current appropriation of X399 illion,

In lookoye ot the funding for the MOH block greant programs from
a State perspective, there are <everal factors that 1 think are worthy
of mention that have to do with the camualative effect on State 1an
ternal and chadd health block grant programs, vot only of reduction-
m appropritonsAor the MCH block geant, But alvo the loss of other
Federad fand- tao the-w ,nng; (s,

For exmmpie, Jet e just tell vou swohiat dmopened ar Nadean

Alabana actunlly has S milhon fess i Federal fund- for title ¥
MOH Block erant praeeans thanoot did o 1951 Now sohy othat 72 1t
B aoore title VO MOH bloek erant formada funds than o did in 1981,
bt at denademt o nimbes of title Vodiceretionary grant fund<s Aned 1
wonld hlke to caghn~ize that jnomany States, the aonternal and child
Besdthe Blocl roant™Nge b depend ot -t on fornoda fund Yt they
|h-'n'Hl‘ 414 '“-o‘h-HUH.‘H\' rrant fIHuL HH“"I' Vo ‘M-U'l'nt nf thae ;l[:}al‘n
pet il thoat it '~ls' f":! fufv'hfl,': aof ;'lugw' uf' :-:"'m:s‘ Al
pattonad ot e Ahtbana berd o G matbs s of the e wiieb it i
now do t Nabaro ad o To t conpmunty health center doltar L Federal
cotptpargty ealtho centeor dollo 0 Aabanee ab o bgt Yppabn b R

sgionad C oo adon Federalbdollioe Vateone atobo 0 Natronad Health

Servree Corpoonoagner Yo the comnbutioe offect of afl of tha
thad NViaboee s oo ooddhioar the coar v MOTH oot i of =1
ol i huult_l oo ot e thie s peeand thar they himce na State
apeptoprrtan s foc thea patecood ond chabd doedele Blocks ot peres
e thet 1 they ape very hesobo s there fof dependent on MO
Foderad tand |
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~ 1 would also like to note that there has been an interfiction between
the reduction i title V- MCH block gramt funds at the Federal level
aned reduction oyl ederal funding ot mediennd whieh has posed gnor
oS pmt dems for the State maternal and cluld heatth progrums
and the State erippled children’s program.
These reductions have translated 1 States into gore stringent in-

N,
come ehgibility requirernents and more stringent lmitations on cover-
agre. Andd inginy States, therefore, there are actually less women and
~children d rved under mediend than previonsly. These women
. and childre ‘o tended to turn beeausé they do not have any other

recourse to thitle V. MCHwlosk grant programs in the States at
the very time those programs are struggling with absorbing the cuts
in Federal fun®@er that have been given to them.

t me briefly mention also that the situation with State fnndmg
i~ umportant in looking at the ability financially of the title VRICH
block grant programs to cope with their nmndat(- to nuprove the
health <t~ of mothers and children,

0 Nowoat s very hard, to generahize about this, sir, beeause there is
el u widk variety in the levels of State fundings of these programs,
They range from States like Alabama, which, as [ mentioned‘a while
agro s no State ap pmprmtmn to Stdtes like California and Florida
which have enormous State appropriations and where the title VMCH
bock grant Federal funds make up only asmall portion of their total
budget. And, of conrse, there arg Stides everywhere in between Ala-
batnuen and Floruda and California on that speetrum.

The prevailing pattern. however, has been that with the ents in
egt! funding for the title V" MCH block g:mnts in 1981, the majority
States i fnerense State appropriations in an attenpt o make

~ote of that gap. However, HmS\qpnmplmtmn inerenases in States did

not tend to be <afficient to totally cover the reductions in Fedenal,

- funding of the title V. MCH block grant. projfeams and the inflation '
aned health enrre cost -,

Moreover, starting in 19582, 8 mnnber of States that had inereased
State wpproprintions for thege programs, ns they began biing faeed
with finmgein! Fiffieodty . cither ent back or found themselvesin a posi
tion nn'é& ontinge to nerease those appropriations,

Xned It tre inst grive von nsan exasmple. the title V MO block grrant
program- m Colorado, Tn 1921, when the Federal funding for the
title VMO Block eeant programs was eut, the Colorado leeisiature:
meren b the State fundine for the-e proceam. 6%ercent . Jlowever,
Bater v the vear, facmes o defient they did anoneross the board redae
fon thiat pe alted e 2 pereent doocaf State foands to this progrsam,
P 1ot the leeidature agnin inerenced the approvriation for these
prosoat  hat Taber o the venr, apnin facing a defierit, thev ent the
aporoprition 15 pereent. Sa that Colorade now has less State funds
tockay than ot duh o 19%0 And T do not think it 1= beean-e the Colorado
Tatr Lituee b bwen v om0 thinke 1 1 Ve« the Colorado
Facgrr Bt T foneed themeloes mon diffieuqt sitantion and ju<t has
been vnable 1o do what they would Tike to do o terme- of funding for
the « proeram

Vo tht b of tarv o pretty temeal of what s been happening
with Stute fiechinge wn the State- for the Inst 2 venrs,
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Now [ would like to emphasize that a really terrible problem for the
title V. MCH block grant programs in the State 1s the intlation in
health care costs, particularly hospital costs, which they have little or
no control of. The State crippled children’s programs have been par-
ticularly-hard hit. They have been particularly tanl hit because they
deal with children that need more than average in the way of health
care, particularly hospital care, highly specialized care, very expensive
care. :

We are finding that those programs are having to cope with infla-
" tion in overall hospital costs of anywhere from 12 to 36 percent. More-
over, when vou look at individual components of the program- that
is, tertiary hospital care for children that have very serious—

Senator Bexmsen. Ms. Gittler, I am going to have to ask you to
summarize, please.

Ms. Grrrier. OK ; they are even more harder hit. You have heard
something about the emergerfcy jobs bill money and I just would like
to sav that T have a report here on whitt is being done with the jobs
bill money that I would like to submit for the record.! Al

Senator Bumpers told you what is being done with that money in
Arkansas ang T think that that is a tvpical kind of story.

And finally, I would like to say that even with the emergency jobs
bill money, States are having difficuity meeting all the needs that they
are supposed to ba meeting. And let me just give you one example that

I think pointg up this problem. :

" In Arizona, the jobs bill money is being used to establish basic pre-
natal screening and care for low-inéome women. They are going to |,
serve about 500 women a year, They estimate that that is only 10 per-
cent of the unmet need in'the State, So the emergency jobs bill money
is helping a great deal, but there i1s a long way to go.

Thank vou.

[The prepared statement of Ms. Gittler follows:]

' The repart aubmitted for the record may be found in the subcominitiee’s lln.
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PREPARKD STATEMENT OF JOSEPHINE (IFTTLER

Mr. Chairman, | appreciate the nppurtunlf;‘:: appear betore vou to
testitv un behalf ot the Na(iona!‘ Maternal smd Child Health Resource
Center regarding the funding of the Title V Maternal and Child Health
Block Grant (MCY Block Crant) programs. The National Ma:erﬁal and Child
Health Resource @enter is a non-profit corporation which has as one of
{ts major objectives the collection, analysis 7nd disseminat ion of
fnformat {on concerning federal/etate maternal and child health programs,
The Resource Center has conducted surveys in all fifty states Ang the
District of Columbia to ascertatn the sources and level of fundiag for

MCH block grant programs and the adequacy of funding for tReése programs.

f. DFESCRIPTION OF MCH BLOCK GRANT PROGRAMS

Title V of the Social Security Act, which waa enacted f{n 1934 and
provided federal ass!stag;e to the states for a H{ternal and Child
Health Program for iuwu!nrnu; mothers and children 8nd a Crippled
;hl]ﬁ!vn'u program for chtldren with handicapping conditions or

potenrialiy handic apwg’_rnnd {tions.

The Title V Maternal and Child Health Riock Grant (MCH Black drant)
legislation, enacted in 1981, conscolidated the Title “J. Matsernal and
thitd Health program and the Ti;le V Crippled Children's programs with
the tnllowling programs:  the Supplemental Secarjty Income (o1 Bliod and
tadtiied tnttdeern, the seard rojanniog Prevent Tog Progoaw, the Sodde 0
intant Death Syndrome Frogram, the Geust ic Diseases Program, and the

Hemophilia Dlagneatic and Trearment Center Program.

3
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At the atate level the Titlde V MCH ‘Block Grant programs are public
fiealeh progems dowtgued t. impro‘vo the health stuatus ot ol mother s and
N
children by promat fag an prfm.l_!‘f'l fl]fh care delfvery sivstem tor mothers
and children., The state agenrlv; which adminfster the MCH Block Crant
programs pertorm several fuact fmm.. fncluding planning, caordinatfon of
existing services, {ntroduction of {nnovative methods of health care
fnto the health care delivery system. training and educatfon of health

professlonals, and the provisfon of direct servires and outreach

services,

The MCH Block Grant programs have a strong preveat ive thrust, and a
mimber of studfes have found them to he (ost-effective and highly
successtul {n fmproving the general health of mothers and children,

tn redis {og {nfart mortalicy and morbidity, and fn redacing handlo appWug

conditions and serious {llness and thetr complicatfons,

The MUH Block Grant Teglsiatlon gives stgtes o great degl of tlexthilicy
tn detormining whit services stull be tunded and how hege ‘wr.viu.u: will
he provided. At the wame time, the legialation requlres state agend fes
'H,m!ni-ato-ring‘)w Rlack Grant to prepare and to cubmit to the Secretary
of the Department ot Health and Haman Services a detad led maternatl and

L)
chitd health plap - alled "o repore ot intended expenditures” and

containg other requlrements destigned to promate account shifteey,

e et e : ' PR e Y T S P O PO B S 1Y T

teoader Wl ¢ ot piay i o vl the L ates fo tipres pay Phe dgealth
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health withifn the Depattment ot Health and Human Services” to carry out.

-
vat fous deatgoated activitieas with respect to maternal” and child healceh,

¢ Cader the MCH Block Grant legistation, RS percent ot the appropriation

- *

tor the Block Grant Is allocated to the states, based upon a formula,
tar maternal and child health services, The remaining |5 percent of the,

appropriatfon [s "set-aslde” for discretfonary grants for matetnal and
child health protects ot reglonal and natlonal significance, regional
hemaphilia centers, genetic diseases profects, and applied research and
tralning in‘thu drea of maternal and child health by the Federal 0Off ice
ol Maternal and Chitd Heaith,

1. STATUS oF FFDERAL FUNDING OF MCH BLOCK GRANT PROGRAMS

In.iedplﬂi fiscal year 198! the total federal Bppropriation for the
programs subsequently consolidated In the MCH Block Grant was
Ve AUE MH? L The MCH RBlock Graut legislation enacted in 1981 provided
an author izl tuoding level tar the MCH Bluck Grane of $371 million
which represented gon overall cut of {82 in funds available for MCH Bluck
Crant pragrame, and Bt represented a much greater cut of about BT o
the fands avallable tor discretfonary grants tor Special Projects of

Reglonal and Nat tonal Sigoniflcance supported with the 152 of the MCH

Alock Grant appropriat ton "set aside® for this purpase,

i b U s o ke MOHORE b et wae 33T ad in
add it o thetes w0 e tal appropr batfon ot 0y mt b o ande NIRN
Caw YL r b To P ¢ b REYE D Thuo | the tat ) FYO1ORY
.
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appropriation for the MCH Block Grant was $478 miliion, The FY 1984
apprnprint!én tur the MCH Block Crant is $399 million, which represents
a cut in funding of $79 mill{fon. It should B; noted that the
asthorizat{on level of the Block Gran{ has remained at $3713 aflllon.
Since the creatfon of the MCH Block Crant in 1981, federal funding of
MCH Block Grant programs has'not even kept pace with general price
{nflation. The FY 1984 comstant service level for the MCH Block Grant
is $607,257,000 based on the FY {980 appropriation Assuuing' maintenance
of real purchasing power. This funding level {s $23& million more than
the current authorirzation level of $373 miilion and $208 mitlion ;are
than the currvent appropriatfon of $399 million.
It musl also he emphasized that even prior to the creation of the MCH
Block Grant in 1981 aud the accompanying reduction {n federal funding of
MCH Block Grant programs, federa; funding of the prograss consolidsted
tn the Block frant had nnt kept pare with inflatfon. Thus, the
purchasing power of the FY 1981 federal apprepriation for the Title V
Maternal and Child program and Crippled Children's program was actnally

HT deas than FY 1977 tederal appropriation for these programs.

- 12 BEST GOPY
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I11. CUMULATIVE EFFECT OF REDUCTIONS IN FFDERAL
FUNDING OF MUCH BLOCK GRANT ?ROGRAHS
AND LOSS OF OTHFR FFDERAL FUNDS

While the total federal appropriation for the MCH Block Crant {ncreased
from {982 to 1984, {t {s {mportant to bear in nigd the {nter-
relationship betyeen the B5% of the Block Grant appropriation which goes
to the states on the basis of a fornala and the l?l of the Block Grant
appropriation which is set aside for discretionary grants for the
r;giunal hemophtlia centprs program, the genetics projects and projects
of regional and natfonal significance. As {t has been pointed out, set
aside tunds were more severeiy réduced than foreuwla funds, and:; -

signiftcant number of states have relied upon discretfonary set aside

*
grants for major components of their maternal and child health care

nystem. Futthermmore, {n many states the reduction in federal funding
for MCH Block Grant programs has heenlqonpounded hy the loss of federal
funding frvom other health and human services categorical and human
service programs which was being utilized to support maternal and child
health and crippled children’s services.

In Alabama In FY 198! the maternal and chfld health program
received $7.4 mitlion In federal funds. The sources of these
funds were the Title V Maternal and Child Health program
formuia funds and severe discretionary grants, the Genetlca
Diseases program and the Sudden [nfant Death Syndvome program
wvhich were syhsequently {ncorporated in the MCH Block Granr, .
the Community Health Center Program, the Appalactian Regfonal
Commissfon and the Natfonal Health Service Corps program. In
FY 198} the maternal and child health program recefved '
approximately 56 milifon in federal funds. This reduction ot
approximately 5.4 million in federal funds was due tu the
lnas ot several Title V maternal and child discretionary
grants, the loss of discretionary grants from other

programa consolidated {n the 'MCH Block Grant, the loss of
Appalacbddan Reglonal Commisston tuandfog and the loss ot

it tonal Health “ervice (ofps Assignees .

113
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The MCH Block Grant programs have also been negativelv affected hy
teductfon o fundlog ot the Title SIX Medicatd program which provides
tedera! reisburcement to the states for a proportion of medical care and
expeaditures for low-income fndividuals fncluding mothers and children
earolled in the program. The MCH Block Grant programs provide services
to a4 substantial number ot mothers and children who are not eligible for
the Medicatld program, but who do not have the private health insurance
coverage or the personal tinanc{al resources necessary to obtain needed
care, and the MCH Block Crant pragrams .provide services to a4 substantial
aumher of women and chitldren who are eligible for Medicald program but

whs p’pd care unt covered by the Hed{cgld program.

At the state level fedevral Medicafd funding reductions have been
translated into more atringent eligihility requirements for the Medicatd
program and more stringert li{mitations on the scope of coverage under
the Medicald propram, and both of these developments have affecfed
refmhirsement available undee fhis program for needed health care tor
Low {ndome proegnant women and chffdren.  As a result an fncreasing
number ! women and thcerf.l have turned to the MUH Block l:r::nf Prograns

for wervioes and tinancial assistance Wt the very time when)thege

programs have hagd tn absorh their own tederal funding cuts.

IV,  STATHS oF STATF FUNDING OF
MOH REiW P CRANT FPRIGRAMS

AN T ETT PRI ITC t MOH BRIk Grant programs rarfes mstder gttt et

dare bt T bate Thete et Stale appaoprdatcoae 1 oanly

Ly
a minfmitl State approptiation tor these programs which copsequent 1o gre
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very dependent on federal MCH Blodk Grant junds.  (In sach states the
requitement that <tates match tederal MCH Ré'rk Grant tormula tunds
vecefved miv he Lattistited by gtate fa-kind conerf{butions, locatl tands,
»

) and tunds aud fn-kind contributions from conttactors). In other states

these programs are heavilv state tunded, and the federal MCH Block Grant

funds constitute only a «mall prnpurtigiili‘pﬂfgl program budgets. In
still other states these programs receive substantial state funding.

Just as the level of state- tundi{ng of MCH Block Grant programs has
[ 4

varied, the responses ot the states to reductions in federal funding of -
MCH Bleook Lraut programs has varied. in 1981-842 the most tvpical
pattern was tor stares.tu fncrease state funding of MCH Block Grant
program, although such incresses in state funding were generally not
Rufffclent to make up for the eftects of the federal funding reductions
and fnflatton. During the period 1982-84, however, many states began to
experfence flnancial d!ff!culties.‘and as a result in the majbrity of
states, these programs received little or oo increases in state funding
and tn some states, state funding was actually reduced.

In Goloradn the FY [981-BZ state appropriatfon tor the
Maternal and Chitd Health program and the Crippled Children's
program was $3,043,840. The FY [982-83 state appropriation
tar these programs was increased 6% to ‘61,534,979 in order tn
abtset lb“ cut in fedeval tunding for the MCH Block Grant
progeams.  wWhen, however, later In the year the state
encountered flacatl difficulties, thia appropriation was cut
2%, The FY 149K $-KB4 state appropriation for these programs
wie $§,498,000, Faced with a possthle state deficit, however,
thia appropriation was subseguently cut {62, Thus the 1983-84
state appropriation was below the 1981-8) appropriation.

BEST CUPY
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V. IMPACT OF INFLATION [N HEALTH CARE COSTS
ON MCH BLOCK GRANT PROGRAMS

-~/ .
A ", B
As it has been pointed out, federal funding and {n most cases, state
tunding ot MCH Block Grant programs has not kept pace with (nflatfon in
health care costs. In recent vears inflatfon and these costs have
exceeded Intlation as measured hv the Consumer Price Index, and the MCH
Block Grant programs essenti{ally have little or no control over these

costs.

The state Urippled Children's p;ngraus. which have traqjtionally
provided or purvhased in-patient hospital services, put-patient services
and support services for children with handicaps and chronic or
1{fe-threatening {llness, have heen particularly hard hit by the

fnflatfon fa health care costs, especinlly hosplital costs.

{
N

It shouhd be noted at the outset that many families with disabled and
serfousiv {11 vh(ldréu rely on the state crippled children’'s programs
for financial assistance in meeting the needs of these children. Many
of these children lack private fnsurance coverage, nné when private
insurance coverage does not exist for such problems, {t {8 often
defleient from the standpoint of services cevered., Although the Title

XI1X Medicald problem has made a major cuntrlhutl(j'tav the care of these

thildren, and the scope uf Medicafd coverage is limited.

Farttormere dreabled and serlonsly 111 children require mare fn-patfent

Bedptt oo et gt it dent g that tteer o deeo s and the Cost Gl it

10¢
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care, which is specfallzed in nature and tends to extend over leng
periody of time, (- high, 1o addition the care of thic poputat fem

.
fnvalves non-medical costs tor ftems such as child care, transportation

tut visits to service providers, and a variety of support services.

There have been large increases {n the cost of in-patlient hosplital care

tor children entolled in state Crippled Children's programs due to the

inflation in the cost of this care. ’

. A

- The Loutstana Crippled Children's program has been faced with
an tncrease of 3% in the overall (per-dfem) cost of
in-patient hospital care for children enrolled in the program.
Fven greater fncreases have occurred in the cost of in-patfent
carg in hospitals which the program utilizes for certain types
f specialized care. Thus, i{n May 1983 there was an i{ncrease
af 5264 in the cost of fn-patfent care for children recelving
services {n the Tulane University Hospital which the crippled
chitidren"s program utilizes for tertiary care of children with
cardiac and pulmonary problems,

- The Texas Crippled Children's program has been faced with an
fncrease of 15.6% {n the overall (per-diem) cost of in-patient
hhspital care for children enrolled in the grogram.

Whilp the {ncteases fo the cast of out-patfent care for children
enrolled 1o state «rippled children’s programs has not been as dramat fe
as the fncrease (n the tost of fn-patient hospltal care for these
chitdren, the tlne {0 out-patfent costs has nevertheless heen
substantial tor many Progsams .

- in tregon the average.cost of out-patient clinfc seivices for
a child enralled in the program increased $290, or 462, from

19RO -RE e T9HY HAEL

In Florida the average (ost of outpatfent care ot services

S ha it e e by the proagosm dnreaced P 0R D e (BT
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Although mauy otate Crippled Children's programs have been Torced to

curtall their assfatanc e to digatiied and seriomsly {11 rhiwrtn, qervicoe
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reduct fous would have been even more severe but tor the tact that
private phvafcians and other healeh protessfonals who work (n these
programs have contributed their srr%icvﬂ free or receive reimbursement

4t rates below thelr unrmn‘ reimbursement rates.

- {n louisfana, the Crippled Children's program pays 200
physicians only $300 4 mouth to hold an average of
diagnostic and treatment ¢linfcs per month and {f a child must
be hospltalized, these physicians do not charge the program
for surgfcal and medical care during hospitalization and
recefve payment only {f other third parcy refmbursement fs
availgble,

lo New Mexico the existing refmbursement rates for physicians
and other henalth professionals are the same as were
established in 1976 and have not been increased despite the
futlation tn health costs since 1976,

The Inflation Ia health cave costs has also negat ively atfected the

state Maternal and Child Health programs. Thus, stFto Maternal and
Child Health programs which pave tor needed {n-pat fent hospital care tor
pregnont women and serfously {11 newborns have heen confronted with
tinancigl problems due to futlation in health care costs comparable to

ther alre vl desor thed probhtems of the state viippled children's

FrOREams, A\

L)

VIL IMPAT oF WooR FOONOMIC CONDITIONS AND HIGH ITNF.HP}.GYMFNT
1

Fven hefore cuta (n f’pdprn] funding fn the MCH Block Grant Programs were
made In 1OY] 0 rhece progiams wers not able to provide aervicee to many

othere vnd o hilbdren they were mandated to ceroe becanue ot inaderquat e

seett gy Proer serea pdoes b MEUH ORI LA I gt PRt e Lo oMt gne demand
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tor services/{ncreased as economic¢ conditions worsened and unemployment
o <
. . "
¢ .
rose. With rhe high sate of uremplovment, more aid more families have

S
tound themselves withqut private health {nsurance coverage and unable to
e ‘ . )
*
purchase care tn the-private sectdr, and theretore, they have turned to
-’ » . - .~ - .
pablic programy like the MCH B! &k Grant Programs.” .

A ;

-

T Sintew 1981, there has been & substant fal tncrease {n demand for pyblic

. LY ) \
health services supported by state Maternal and Child Health programs

with MCH Block Grunt funds that nbpears to be attributable at least to -
b Y -

some extent to htgh unemployment , and this' demand appears to be

continuing. The tollowing exweyples a .illuétrat(ve::

- In Alabama there have heen substantf{al increasés i{n the

. active caseloads of public matermity clinics supported with

MCH Block Grant funds from 1981 to 198%3. In Mobile County,

the active caseload incrgased approximately 21%; in Madison

County, approximately 202; and {n Tuscaloosa County,

approximately 172 during this period. All of these counties

have high unemployment and pregnant woee re applytng for

services, who previously ohtained serPTE:;sfrnn private

& providers hut who cannat continue te do so becnuse of loss or
M iack of {nsurance due to unemployment.

'

in Louisiana there was an lnerease nf 34 {n the caselaad of
the prenatal clinics supported with MCH Block Grant funds dn
9 ot b4 parishes from 1981 to 1987 and the demand for these
services has continued to grow fn 1983, Similarly over

twe -thirda of the parishes experlenced an Increase {n child
health patlents from 1981 to 1982 and the number of patient
‘?u1u:nterﬂ rose BT in 198} a’ compsred to 1982,

- In New York City, the Maternity and Infant (are Project
supported with MCH Bluck Grant funds had to tura away 1,000
applicante (mothers and fntants) for services Ln 1§87 due to
tack of funds, and the MI( project had to turn away aboug 400
appl i anes mothers and fnafants) for servicea In the tirat six
mouthg of 14R 1 due to lack of tunding.

P banar . Gttty K, the numbies of pregonant womett secvead fn
prrentt M G lintoa, supported with MOH Bliock frant tunds,
frrreaqed 77 froom T9RE to 1987, and the monthly cageload in
the children and youth project, sapported witdh MUH Black Grant
"I'l"‘;, frie regoiend lfyz.

L
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State Maternal and Child Health prog’hlﬁ'have also experienced changes

{n the make<up of thelr caseloads. A higher percentage of mothers and
]

children served by thgpe programs are uninsured. This has meant that

. these programg are having to assume ,11 or almost all o(’the costs of
\

JCare for an inrre#s&na aumber of loéhers and children.
. §

- A 1983 sﬁ%&ey of 14 Massachusetts health agencies which

receive MCH Block Grant funds to provide primary prenatal and

4 ¢ pediatric dare found that nine of these agancies had
experienced increases in the percentage of uninsured mothers
and oh{ldren with the aversge increase being about 6%, This
fnccease {h the percentage of the caseload without f{nsurance
appeared to be linked to loss of Medidsid benefits due to
changes in AFDC eligibility and loss of private group .
insurante benefits or abtlity to purchase ctare because of
unemp loyment.

The State Crippled Children's programs which atilize MCH Block Crant

funds for cervices fnr.chlldreq.vith handicapping cnnd.‘lons or

potentialily handicapping condftions and chronic diseases also reports a

f

substantial rise {n applicants and referrals that appears to be at least

partially associated with high unemployment. The following examples are

fliustrative:
in i1lino1s, the proportion.of families nf children enrniled
fn the f'rippled thildren's program with no tnsur’nce has risen
from X in FY 1981 to 432 in FY 1983. A random sample of
active 1983 canes indicated that there was family unemployment
in 10.9Y of the rasen. A random sample of active 1983 casen
in four areas ot high unemploywment {ndicated that there was

tamily unemplovment In 31% of the cases.

in vhio the (rippled Children's program experienced an
incrsane of new applications of 18.5% from 1982 to 1983,

fro Marviand, .« random sample of nppll:atiun4 to the Crippled
thiddroa' s progrmm fn the firat atx monthe of 198 and the
tirat six months of 1983 revealed the foliowlng:

L]
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The perlentage of Gnemployed Crippled Children's program
applicants where there was unemployment has increased 9%
trom the first & months of FY 1982 to the first 6 months
of FY 1983. It went from 317 in 1982 to 40T in 198).
The percentage of Crippled Chitdren's program applicants
where there was insuranze Coverage has decreased 102
during the same comparison period. It went from 36% in
1982 to 26% in 1983. The percentsge of applicants that
the Crippled Children's pfogram {s now assuming full
financial responsibility for has increased 142 during the
same comparison perfod. It went from 58 in 1982 to 72%
in 19873. ’ .
while employment in Maryland has bdeen fairly stable, but the
Crippled Children's program is receiving applications from
families who need financial assistance becauee they have lo8
employment and are losing insurance benefits..

The West Virginia Crippled Children'siprogra- experienced a
402 increase in the numsber of applicants and referrals in
fanuary 1983, as compared to January 1988 A random sample of
newly suthorized cases processed in January 1983 revealed that
22.6% of the children's families were.unemployed whereas a
randowm sample of cases processed in July--December 1982
,revesled that 15.751 of the children's families vere

unemp loyed.

4

An fncreasing number of children enrolled in state Crippled Children's
prograns also have no public or private third party coversge ‘and lack
the financial resources to pay for care. Hence, the expenditures of

these programs for enrolled children are rising.

resne of 50 tn the number of children enrolled in the
ogram who had neither Medicald nor private hesith insurance
during 1982-1983, Thus, in 1982, 26.9% of the children with
hylfinc membrane disease had no third-party coverage; but in
1983, 332 had no third-party coverage; and as a result, the
expenditure of the program for these children tfose an
eat imated $330,000. - )

\‘? Ohio Crippled Children's program expérienced an overall
{
p

111
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Vii. SUPPLFMENTAL FFDERAL APPROPRIATIUN FUR iHtf
MCH BLOCK GRANT PROGRAMS UNDER THE FMFRGENCY
JOBS BILL (P.1. 98-8)

{

In the spring of 1987 the Eaergen:g Jobs Bill legislation was enacted

whith provided a supplémental sppropriation of $105 millfon for the MCH
Block Crant programs. In most atates, some form of legislative approval
had to be obtained before the agencies admin{strating the MCH Rlock

programs could obligate and expend these funds @nd avert the necessity
of obtaining legislative approval. Many state® could not start this
process until mid or late susmer of 1983. At the present time B2I of

~ the fmergency Jobs Bfll funds rece{ved by the states have been

obligated.

S Nat lonal Maternal and Child Health Rego;rce Center has conducted a
ASO state survey vhich {ndicates that the state Maternal and Chiid Health
programs Qre using emergency jobs bill funds primarily to provide
prenatal care, maternity care and newhorn care. Most of the state v
Crippled Children's programs are using these funds to pav for In-patient
hospital care apd out-patient services for disabled and seriously (11
chlildren,
- . : .
{n a stgniticant number nf states, stafe Maternal agd Child Health and
state Urippled Chtddren's prbgrnns havg to use fmergency Jobs Bill funds
. ta reatore (ute in proprame that were priyfonaly made due to inadequare

Frped i ng Pikowree oo stpnbticant number ol states thede proage ams aree

usling these fands to make up anticlipated program deflolts and to
® ¥ 4 ¥
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maintain the existing level of sctvices. In almost all states, however,
the Fmergency Tobs BI11 funds will also enable the -‘.ttltc.Mﬂn-rnnl and
thild Health aad Crippled Childien's programs 1o expand and fncrease
- services.

- in Aldska, the Crippled Chtldren's program was so low od tunds
by June [9R%Y, that only emergency life-saving care could be
authorized, and emergency jobs bill funds are befag used to
supplement the budget ot the Crippled Children's program.

- In Ohio, the state which has the third higheat unemployment
rate in the nation, the.Emergency Jobs Bill funds are heflng
used to do the following: The Crippled Children's program
will serve 3,649 more childcem in 1983-1984 than in [987-19871.
The Maternal and Ch{ld Health prpgram will ronduct maternity .
and child health clinics in 15 counties, which currently do
not have clinilc services, and this will mean that
approximately 3,000 more pregnant women will recefve services and
N Y approxigately 1,500-2,000 more {nfants and children will recelve
. services. The dental ‘program will serve an estimated 200,000 more
children In |l count{es. The lead based poisoning prevention program
' will expand its activities. -~ -
In Arkansas, the Fmergehcy .obs 8111 funds are being used to 7
do the following: The Maternal and Child HealthyProgram will
use the funds to provide care to low-income mothlrs and
rhildren In the eastern area of the state which now lacks
prenatal and child health clinics. The services provided will
tnclude the development of short stay birthing centers.
Without these funds, which are being used to develop these
centers, about 900 medically {ndigent pregnant women would
have no place to deliver. The luands are also belng utilized
to do more extenslve screening to fdentify high risk
pregnancies fequiring fntensive care and to {nerease tmtreach
ind vducatfon.  The Crippled Children's program will use the
tands to telnstate s dental program for handicapped «hildgen
whirh was discont {nued due to lack of funds and tn purchase
tn-patfent hospital edre and out-patfient care for chiidren
with unemplopyrd parents,

vitl PNMET NERD FOR MATERNAL AND CHILD HEALTH SERVIFS
AND CRIPPIFL CHILDREN'S SERVICES

b doeddis o doading ter the MEH Blook Grant programs fs coot Tnoed at \
' .

the FY 19% 01 fanding lesel whiobe o daded oot only the tegalar

appropelation o S8 mifHan but atao the apectal apprapriatfor of 5100
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million under the Fmergency .Jobs hill, valuable maternal and child

health sevvices wit! once agaln have to be cut back,

Murqu;r, even Lf the FY {983 funding level for tge MCH Block Grant (s
cont {nued ,Qhere are many maternal and child health needs which state
maternal and child heslth programs simply cannot meet because of (lack of
resources.

- In Texas, 119 counties have no public. waternity clinfcs and 93
count fes have no public child health ‘clinics. In counties
which do have public matern{ty clinics and publfic child health
clinies, there are frequently wafting lists of applicants,
Thusx, {n the {ity of Houston and in the Citv of Forth Worth,
there {8 a 6-8 week watt for the public maternfty clinics
supported hy MCH Block Grant Funds.

L ]

“ - Io Arizona, emergency jobs bill funds will be used to’
establish basic prenatal screening and care for low-income
women and it {s estimated that this project will provide care
for about 500 women per year, but this represents only about
in percent of the current unmet need for such services {(n the
state. ‘

In South Carolina, 7,500 pregnant women received prenatal
services in public maternity clinics supported with MCH Block
Crant tunds In 19873, but less than 40 percent of women began
care during-the lirst trimester of pregnancy, and 13 of 46
vamnty health dopartments 4o not provide prenatal services.
in Maswachusetts, the lead polsoning preveantion program witl
s reen 168,000 children in the high-risk age group (0-6), hut
290,000 (hildren who are 1o need of cireening will nat be
e prened.
It a4 thers are many unmet maternal and child health needs, there are
many unme! needs with respect to seeviees for children with handicaps,
chrinte t1lneades, and Hife-threatening {llnesses.  [n'a nuwmber of
atates, funding conctradnts have compelled the state Cripplad thitdren’s

prropram t it et T e ned 0 e eram e liydhl ity e torme

Farc o, Alapnaar i conditiong, and age and te signifticantly Timit the

e .., BEST Cory
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type of sorvices which will be provided and the length of time that

L

services will be provided.

°

In Texas, the Crippled Children's program has drastically
reduced the putchade of services tor ventilator -dependent
children {acluding aquipment and supplies, which would pernit
such children to receive csare 'at home rather than inp the
hospital, due to tunding constraints.

in 1983, the illinois Crippled Childten's program implemented
the tollowing cutbacks {n response ro decreases {n funding:
medical eligibflity has been restricted so that certatin
physical impairments and some acute conditfons will no longer
be eligible. Financial eligibility has been redefined to
focds services <q fam{ifes with the most limited financial
needs. Hospital reimbursement is limited to necessary stays
and R per child per year reimbursement agiunt ¢ap has been
imposed. Some assistive appliances have been eliminated, and
all others are being provided on a more restrictive basis.

In Maryland, the Crippled Chiddren's program has a financfal
eligibility scale that was last revised [ 977 and it is
estimated that only one-half of the Maryladd familiea that
would have been\eligidble for services {n 1977 would still be
eligible fn [9R2 This program has been unable to revise Its
t inancial eligibd ty.scale bacause of lack of funding.

in South Carolina, fakding probiems forced the Crippled
Children's program to Xeduce the FY 1982 limit of eligibiliey
from age 21 to 18. A child is not eligible for this program
unless his/her family income is 200 percent or less of poverty
regardless of temily size and regardless of the child's
medical condftiod. Children with certain medical candit ions
auch as loukemin are not eligible tor the program. In 1982,
the program’'s caseload dropped 20 percent and the caseload in
1981 will be roughly €he same as it was in 19827,

IX. CONCLUSTON

MCH BIack trant programs have accomplished much, but much’ remaing to be

veeompliched.  Thear programs are carrentiy taced with fnadequare
Forediny ¢ gt our gt |‘-$x[1|‘![f,‘" fooger, Phe ragmecd ot fue efltect of Toasag of
feedor oy tuels Trom crher programs which had heen osed (o suppart

& .
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maternal and child health and crippled children's services, inflation In

/
health care costs, and an Increasing demand for services. These

programs do not have suffhiét.\t funding to reach large numbers of

sothers and children, tacluding disabled and serfously (11 childrea, in

need of services. Hence, the&ere unable to fully carry out their

mission to improve the health status of mothera and children.

\

v
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Senator BExTsEN. Thank you, Ms. Gittler. Dr. Salisbury, if you
would proceed. F;will be absent for about 5 minutes, but T will be back
after looking in othe Finance Committee where I have an amendment
coming up.

If you would proceed, Doctor.

STATEMENT OF ARTHUR J. SALISBURY, M.D., VICE PRESIDENT,
MEDICAL SERVICES, MARCH OF DIMES BIRTH DEFECTS FOUNDA-
TION, WHITE PLAINS, N.Y. | :

Dr. Savissvry. Sinee most of what 1 was going to say has already
been said. I am just going to summarize quite fnticﬂ_v the various points
that have been made. The 30 percéhit, approximately 30 pereent, cut has
resulted in severe reduction of services and changes in-eligibility
criteria for maternal and child health serviges. And no less than
47 States have reported such reductions. . v

The services that have been cut are the most basic. which are con-
cerned primarily with the health of the next generations of Americans
and all have been repeatedly demonstrated to be among the most cost
effective of any type of health service.

» The point *has been made that the curtailment came at the worst pos-
sible time, when unemployment, loss of hegith insurance, income re-
ductions were so sdyerely impacting og peogle of low income in (‘(his
coyntry. '

The point has been made that mounting Fegeral deficits are of great
concern in the presept and in the future. But Ry trying to significantly
reduce the $200 billion deficit by cutting appropriations for maternal
and child health which never Have exceeded $450 million per year, wé
have, to use an unfortunate analogy, thrown the baby out with the bath
water in this country since 1981.

I'do want to cite some cost-effectiveness figures. These come from
California, in the study of the birth data for 1980. They found that
10,000 women who receive early and regular prenatal eare will pro-
duce 520 infants who weigh less than 514 pounds, Not all of these in-
fants will require intensive care, but those who do will have hospital
bills of $4.6 million. Those are babies born to. women who have early
and regular prenatal care.

In contrast, 10,000 women who do not receive prenatal care will pro-
duce 1410 babies who weigh less than 514 pounds, The cost of inten
sive eare for this group will be S16.8 million, The difference in mtensive
care cost between the no prenatal care group, 168 million, and the
group that does receive prenatal enve, 386 mifhion, the differenee s
122 nollion.

Now the cost of providing prenatal eare to the 10,000 women in the
NO-Care group \wm‘)d be $10 mullion, $1.000 each. Nonetheless, the net
savings of $2.2 million for 10,000 women is produred.

Now we think we have 185,000 women in this country  that i the
S-pereent figure mentioned earlier by M<. Rosenbauni who are re
cerving grossly inadequate prenatal eare or no prenatal care. The net
savings for these approsimately 185,000 women each vear wonld be
$40 milhon venrrly in intensive enre costs alone, And. of conrae, there
are other cost~ that are ineurred,

One point that 1 was asked to respond to was this one, When the
budget cuts becwme law e 1951 and proceeded throngh the dast few
fisdal yenrs, it was Epequently stated. both at the White House and

[ ]
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on Capitol ITill, that the voluntary and independent sector would be
able to fill the gaps created by reductions in governmental funding.

Now the only voluntary agency in the country supporting the pro-. ¢
vision of prenatal and perinatal care is the March of Dimes, We do
this through grants to hospitals, clinics, and health departments. These
grants are seed moneys to be used to improve and expand existing serv-
icesor to create new ones.

I emphasize the phrase “seed money.” )

The program categories included are physicians’ and nurses” serv-
ices, public health education, and professional education. We are able
to budget approximately §7.2 million in the March of Dimes each year
for grants relating to prenatal and perinatal care, If we were to do
more, our activities and research on birth defects and in diagnosis,

/o treatment, and counseling for genetic or inherited disorders would
= have to be curtailed. This we do not feel that we can fairly do.

If we were to devote all of our spendable resources to closing the
gaps in the availability of prenatal and perinatal care, we could make
only a very small dent in the problem that we have heard described.

. We can fund demonstrations of new medical and educational innova-
tion, such as our ongoing effort in prevention of preterm delivery. We
can provide seed money for new ventures, but we cannot pay yearly
clinie, hospital, and physician bills for 185.000 grossly underserved
pregmant women,

In closing, T do want to mention that the March of Dimes firmly
stands behind and endorses the action in the House and in the Senate
to inerease the ceiling authorization for the maternal and child health
block grant. The problem of loss of the jobs bill money has been men-
tioned and we certainly feel that this represents essentially a cut in
the current fiseal vear 1984 appropriation, which is now $399 million,
but this is less than the jobs lnl'! sttpplement provided last vear. :

¢ There has been an increase, I understand, with some netion perhaps
taken last might in the Reconcilintion Aet budget, and this is an in-
erease i the level far the MCH bloek grant which we heartily applaud.

[ also want to mention or reinforee the mention of the bill intro-
duced by Congressman Waxman in the Honse which would expand
medicaid coverage for poor pregnant women and their infants who are
now excluded. These women inelude those pregmant for the first time,
those in fow income families where the priunary wage earner is unem-
ploved, s, beginnings in 1986, women in all low-income two-parent
families, A

The unique part of this bill pevhaps i< that it wonld provide 100

o pereent Federad renoburoement to the States for the eost of ther
(-!p:lluh-cl COVergge,

Senator Bexwses. That is what T did in the Finance Committee
overhiere on the Senate side.

Dro Syvssery . Ao on the Senate sude, ves, Senntor Cranston, and
vou were invalved in that sction. We certainly endorse the extension
of medhennd coverage.

The caving< i total cost< are certamly nuportant, but Inek of pre
natal enre probablyv contribntes ta approximately 20000 deaths in new - 7
borte eneh vear, Manv more necive, but are permanently damaged.
We <hould not allow finnneind barniers to obtaining prenatal eare by
the poor be n ennse of these losses,

Thank you, Senator,

[ The prepared statement of Dr. Salisbury follows ;|
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PrEPARED STATEMENT OF ArTHUR J, SavisBury, M.D.

v
{ am Dr. Arthur J. Salisbury, the Vice President for Medfical Services

of the March of Dimes Birth Defects Foundation. As you know, the

March of Dimes now devotes its energies snd resources to the pravention
of birth defects and of other tragic outco®es of pregnancy. I have
been asked to comment today on the'adequacy of federal funding of
maternal and child health services and on the effects of changes fn

this funding which have been made in recent years.

The Omnibus Budget Retonciliatiom Act of 1981 created the Maternal ;nd
Child Health Block Grant to the states. Seven previously categorical
programs were absorbed into the block and the overall level of funding
was reduced by approximately 30 percent. Quite predictably, these cuts
have forced the states to reduce the extent of services previcusly
provided and tq change eligibility criteria reducing the number of
mothers and children who can receive the services. No less than 47

states have reported such reductions.

The services which have been cut back or eliminated include prenatal
and delivery care, health supervision and preventive services for
children, treatment of chronic, disabling conditions of childhood and
family planning services. All aof these have been repeatedly

demonstrated to be among the most cost effective of all health and

. medical services.
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" The curtailment of services came at the worst possible time. Unemploy-
ment and underemployment with attendant loss of health {nsuratce-
benet {ts torced famil{es to seek publicly supported care for which they
had previously been able to pay. And they €ound that clinfcs had beék\
closed or were unable to take any mort patients because of redictiouns

in funding.

Mounting federal daficits present critical prospects now and for the
future, but in trying to significantly reduce a 200 billion dollar
deficit by cutting appropristjons for miternsl and child health, which .-
never have exceeded 450 millfon dollars per year, we have’ to use an’

unfortunate analogy, throw the baby out with the bath water.

We know that materndl and child health services are effective ia
reducing overall and long term costs. 1 will give just one g;auple,

[ have drawn og birth data for 1980 studied in California..

Ten thousand women who receive*:arly and regular prenatal care will .
produce 520 infagts who weigh less than S% pounds (2500 gms). Not all
of the infants will require intensive care. but those who do will have
hospital bills of $4.6 million.

Ten thousand women who do not recelve p}enat§l care will prodﬁce 1,410

" babies who welgh less than 5% pounds. The costs of intensive care for '
this group will be $16.8 millfon. The difference in intensive care
cust between the uno prenatal care group {$16.8 million) angprthe group
receiving prenatal care ($4.6 million) is $12.2 miilton. The cost of
providing prenatal care to the 10,000 women in the no care group would

"be '$10.0 willton (51,000 each) producing a net savings of $2.2 million
for 10,000 women. )
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The net savings for the approxlﬂately.185.000 (5 percent) women now
receiving inadequate or no prenatal care would be $40.7 million
yearly in intensive care costs alone.
- When the Ommibus Budget Reconciliation Act became law in 1981, it was

’ frequently stated, at the White House and om Capitol Hill, that the
voluntary and independent sector would be able to fi1ill the gaps
created by reductions in governmental funding. The only voluntary
agency supporting the provision of prenatal and perinatal care is the

clinics a’d

sed to

March of Dimes. We do this through grants to

health departments. These grants are seed wonl
improve and expand existing services or to create -ones. The pro-
gram categories included are physicians and nurses services, patieng
educat fon and professional education. We are able to budget
approximately $7.2 millidon per year for grants relating to prenat;l
and perinatal care. If we were to do more, our activities in research
on birth defects and in diagnosis, treatmant and counseling for
genetic or inherited disorders would have to be cirtailed. If we were
td devote all of our spendable resources to closing tha gaps in the
availability of prenatal and perinital care, we could make only a very
Qunll dent in the problem. We can fund demonstrations of new medical
and educat ional innovations, such as our new augoing effort in
preventfon of preterw delivery. We can provide seed money for new

ventures, but we cannot pay vearly clinc, hospital and physician bills

for 185,000 grossly underserved pragnant women.

o . 34 0 44 ]
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What has been done and what can be done about this and other major
problems created by cutting federal expepditures for maternal and
child health services? _ ‘

In recent weeks, the Congress has passed and the President has signed
the Labor, Health and Human Services Appropriations Act for fiscal
year 1984. This Act includes the amount of $399.0 million for the
Maternal and Child Health Block Grant. In 1983, the amount for the
Block Grant was $373.0 million, but this was increased by $105.0 mil-
lion to $478.0 million by supplements contained in the Jobs Bill. We
cah. therefore, say that the appropriation has been dncreased by $26.0
million or, since the funds in the Jobs Bill are not avaflable in
f{scal year 1984, wWe can say that the appropriation has been decreased
by $89.0 milifon. [ prefer to interpret the 1984 amount as an Increase
because it is a step in the right direction.

Another step ls'currently bef¥e the Congress. Senator Bumpers, in
assoc{ation with Senators Bentsen, Helnz, Matsunaga, Hoynlﬂsn and
.Cranston, has introduced a bill which would increase the level of fund-
ing authorized for the Maternsl and Child Heslth Block Grant to $499.5
million for fiscal year 1984. Such an intrease would remove the

current ceiilng on the appropriation level and this would make significant
{ncreases (n the amounts going to the states for the maintenance and
reinstitution of services whggh have been curtafled or eliminated. We

urge passage of Senator Bumpers' bill which is S. 2013.

P e
|}
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Another important bill has been introduced in the House by
Congressman Waxman. This bill would expand Medicaid coverage for
puor pregnant women and their infants who are now excluded. These
women include those pregnant for the first time, those in low income
families where the primary wage earner is unemployed and, beginning
in 1986, women in all low income two parent families. Mr. Waxman's
b111 would provide 100 percent federal reisbursement to the states
for the cost of this expanded coverage. The states would utilize
their own income and asset standards for det'e‘r.nining eligibility as
impoverished. .
Semator Cranston has introduced an amendsient to the Budget Resolution
which would provide similaer expansion of coverage under Hed.icaid for
poor pregnant women. @

The March of Dimes has endorsed both bills because they would remove,
in part, the financial barrier to obtaining prenatal care which now

confronts poor woman.

I have already discussed the :avings in total costs which are possible
{f women receive prenatal care. Lack of prematal care probably
contributes to approximately 20,000 deathe of newborns each year. Maoy o
more survive, but are permanently damaged. We should not allow
financial barriers to obtaining prenatal care by the poor be a causa of
these losses.

Extending Medicaid Coverage to poor pregnant woaen and increasing the
authorization and appropriations for the Maternal and Child Health Block
Grant will be significant steps In improving the availability and

accessibllity of prenatal care.
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Senator Bextsen, Dr, Saligbury, my son’s work with the March of
Dinies und  attention to the concerns of prenatal care is probably
what first got me serously mterested i understanding how serious
the need 15 for Letter prenatal cure and how uuportant it 1s that we
do what we can in that regard.

Dr. Satssrry, Well, 1 gnow Len very well and we certainly ap-
preciate his great help to us in Houston.,

Senator BeNTsEN. Thank you. Dr. Osgood, please proceed.

STATEMENT OF KENNETH 0SGOOD, M.D., LAS VEGAS, N. MEX,,
REPRESENTING THE AMERICAN ACADEMY OF PEDIATRICS

Dr. Oscoon, Thank you, Mr, Chairman, Since the enactment of the
maternal and child health block grants, the American Academy of
Pediatrics has reviewed articles, studies, and reports on njaternal and
child health, The questions addressed in these studies felate to the
iupact of Federal regulatory changes—can you hear me now{ I am
SOTTY.

Mr. Chairman, since the enactment of the block grant concept in

1981, the American Academy of Pediatries has reviewed some 20
articles, studies and reports on the maternal and child health block
grant. ‘The questions addressed in these studies relate to the impact
of the Federal regulatory changes, to the Federal funds cuts, and
to how States respond to the new flexibility reflected in the law.
.~ Fo sununarize, the studies have found that when compared to the
last years of the categorical grant system with the first year of the
maternal and child health block grant system, few States have changed
the types of programs offered. Most States have initisted new restrie-
tive elignbility requirements and. or reduced serviees, programs with
stntvwi(‘iv emphusis, ones historically having State fiseal participating,
and those with n very voeal constitueney continue to receive support
under thg block grants. Most States have made across-the-board fund-
ing et~ all programs; most States have not added State money to
replace lost Federal money; and, some States have used earryover
funds from the previous years to lessen the impact of the Federal
budgret cuts,

Mr. Chairman, the block grants are designed to allow greater flexi-
bility in targeting populations and prioritizing needs, However, given
the short time States have had to implement the blocks. few program
changes have vet been made,

Ty own State of New Mexieo, q <tatewide, commnnity hased ease
meatagrenent v e ha s recently been untiated uang the block grant
fund< Tl <y~ten was developed to more efficientlv integrate persons
i need with the appropriate ljwnlth ~ervices, The flexibility rendered
State< i the block grant coneept enabled this program to be imple
mented, However the <severe bdeet cut restraint< mentioned by all
of the people on the panel and by vour<elf have jeopardized itssirvival
and the apportumity to demonsteate effectiveness i naproving necess
to ~ervice, efficiency of serviee delivery o and altimate cost effectiveness,

Next vear, we can anticipate program changes in iany States, sinee
by then thev wall have had an opportanite to develap their own priori-
tie, Prelmnmiary mformation secins o indiente that States will favor
broadly targeted programs and those historieally receiving State
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funds. It appears that other programs focusing on sudden infant death
syndrome, genetics, hemophilia, and lead-based poisoning are pro-
gramiql designed to meet the needs of the inner-city poor may not fare
as well.

An example of an inner-city program being compromised oceurs in
New York City’s Manhattan Borough where this year, a maternal and
child health funded children and youth elinic serving 6,000 children
had to be closed because of lack of funds. Prior to this closure, in New
York City, 98,000 children and women in need of services were receiv-
ing funds either through various forms of the maternal and infant care
projects and children and youth projects funded by the block grant.

A 1982 study on the umpact of these New York Caty programs indi-
cates that a $9 million pulbli('. expenditure to fund these programs re-
sulted in apfpmximately a $21 million cost savings. This study implies
a savinfzs of approximately $12 million to the taxpayers during 1982.
Also, this population was observed to show a decrease in its infant
mortality rate, indicating that the programs were effective in improv-
ing the health status of these people.

Mr. Chairman, through your leadership and persistence, you are
probing to the answers to simple questions of what has been the impact
of the budgetary cuts on the MCIH block grant. And by your actions,
you stand ready to correct any compromising situation, whatever those
situations may be, We of the Kmorican Academy of Pediatrics applayd
your efforts to increase the funding level for this block grant for the
short term. Evidence indicates that such an action is essential. But
perhaps initiatives to create a Federal structural change, siich as sug-
gested in your Resolution 237, will give us and Congress flexible and
appropriate child health policy and strategy for the long term.

We welcome the opportunity to present testimony on the maternal
amd child health programs, particalarly since Congress has not re.
viewed these programs in detail since the late 1960’s.

C'hild health cannot be viewed in a vacuum: Congress must review
in detail its myriad of patchwork programs constituting child health
policy and to determine their efficiency and effectiveness. .

Mr. Chairman. the ultimate goal of all hgalth programs, Federal
or privage. should be for the programs to deliver to mothers and chil-
dren as good a quality service as possible.’The programs should also
be destgrned to maximize necess to the persons in need. mnximize the
efficiency in the delivery of the services, and to accomplish these goals
in n rost effective manner.

We of the Amerienn Academy of Pediatrics stand ready to assist
vou in this puraut,

Thank vou.

| The prepared statement of Dr. Osgood follows :]

-
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PrEPARED SBTATEMENT oF KENNETH Osc00p, M.D.

¢

Mr. Chair;an. I am Kenneth Osgbod. a pediatrician in private
practice in Las Vegas, New Mexico. I am here today repre-
senting the American Academy of Pediatrics, the professional
association of some 25.000 physicians {n this country who
specialize in the health care of children, adolescents and

young adults.

As enacted An 1981, the "Omnibus Budget Reconciliation Act®

(P.L. 97-35) authorized the consolidation of 21 categarical

health programs into four health blockss 1) the preventive
health and health services block grant; 2) the alcohol, drug
abuse and mental health block grant; 3) the primary health

care block grant; and 8) the maternal and child health bloak

grant, the lattermost being the subject of today's hearing.

Programs {n the maternal and child health (MCH) block grant
provide grants to states to assure that mothers and children
{particularly those with loﬁ lneo:e or with limited avall~
ability to health services) have acecess to quality maternal
and child health services. Efforts are directed at reduclng\
the,lnfaﬁt mortality and the lhcldence of handicapping
conditions, such as mental retardation from lead-based
polisonings at providing preventive services such as
Immunizations and health assessments for low-incoms children;
at quallty prenatal, dellvery and post-partum sarvices, at
rehabilitation sarvices for blind and disabled children

eligibles for supplemantary security income-and at research in
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the areas of sudden infant death syndrome, hemophi{lia and

other genetic diseases.

4

Since enaetneni. the American Academy of Pediatrics has
reviewed some 20 articles, studies and reports on the naternall
and child health bloék grant. The gquestions addressed {n

- these studies relate to the fmpact of the federal regulatory
changes, to t@e federal fundfng cuts, and to how states
respond to the new flexidbility reflected in the law. To
summarize, the studies have found that when comparing the last
year of the categorical grant system with the first year of

[y

the maternal and child health block grant:

o fow states have changed thq types of prograas

offered;

o Most states have i{nitiated new restrictive

eligibility requirements and/or reduced services;

o Programs with a statewide emphasis, ones historicdlly
having state fiscal participation, and those with a
vocal constituency continue to recetlve support under

the block grants;

o Most states have made across-the-board funding cuts

. fn all programs;
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] Most states have not added state money to replace
los;t. federal money;

o Some states have used carry-over funds from the
previous year to lessen the impact of the federal

budget cuts.

To assess the lmpact of budgetary cuts on ‘t.he maternal and

child health programss, I address my comuents below to three

specific areas: 1) the actual budget ocuts and the funding

status; 2rthe effect of these budget cul:.q on maternal and
child health services; and 3) recosfiendations for your
consideration to i{mprove the maternal and child health blook

grant prograa.

BUDGET CUTS AND PUNDING STATUS

According to a recent editorial in the New York Times, "It is

dawning 'on us from what the President’'s theorists say and wshat
his budget would do, that one group of people is system-
atically left out of the {safety) net: children. Pick a
program that benefits children, at any stage of childh{od;
almost certalnlut is being cut severely or elimfnated.* If
fndeed a fadaral budget is a reflection of this nation's
priorities, mothers and rhildren rank shamefully low. When

you compare the FY8{ and FYBY4 funding levels requested by this

128
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administration for each of the four-health bloecks wi{th the
FY81 aggregate funding for their respective categorical
programs, reductions range from 8.5 percent to 1B parcent,
with the maternal and child healt@ block shouldering ghe

largest cut.

In FYB1, the total appropriation for the programs consolidated
into the maternal and child health block grant was
~$456,896,882. .Just to stay even, adjustments for inflation
using the Consumer Price Index (CPI) would add an additional
10.8 percent inorease for 1981, a 6.1 percent increase for
1982 and a 4 percent inarease for 1983, for a tdtal funding
figure of $556,590,758. Bear in mind this inorease is based
solely on the Cs}/ﬁﬁﬂ does not reflect the increased cost in
medical care, which amoynted to 11.6 percent between 1981 and
1982. Fsc fiscal year 1984, Congress has funded the maternal
and child health block grant at $399 nié}lon. or a 28 percent
reduction in funding had the progranms remgined categorical
(including an inflation factor). Specifically for FIBS,
maternal and child health was increased by $26 millton or 6.9
percent. However, If one takes {nto account the special
supplemental funding of $105 million for FYB3, the FY8B
appropriation for maternal and chfld health was decressed by
$79 millton, or 16.5 percent, the largest cut in fundling for

all the health block grants.

1

.

-
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Most states,in my Jjudgment, will not or cannot supglement lost
federal monies with state funds. A few, such as Florida, have
attempted to shift costs to Medicalid. Some states have taken

advantage of their ability to shift funds froa one block grant
to another, to make up for shortfallis in the usternal'and

child health budget. ’

In my opinion, the full impact of the budget cuts has yet to
be experienced. Nine states have been able to use carry-over
funds from the previous year to minimize the lmpact of the
budget cuts. Since this money will not be available in
subsequent years, more proghra ts can be expected due to

budget constraints.

But what do these cutbacks mean for the programs and the

population they serve?

IMPACT ON MATERNAL AN® CHILD HEALTH SERVICES®

’

The block grants are designed to allow greater flexibility in
targeting populations and prioritizing needs., However, given
the short time states have had to implement the blooks, few
program changes yet have been made. In my own state of New
Mexico, a statewide community-based 'case-nanagpﬁent system"
has recently been lnittaéed using block~grant funds. This

system was developed Lo more effiaiently {ntegrate persons in

need of approprlate haalth services. The Tlexibility rendered
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states in the blook-grant concept enab%gd this program to be
implemented in New Mexico. However, the severe budget
restraints mentioned above jeopardize its survival and our
opportunity to demonstrate effectiveness in improving access
to services, efficiency of service delivery and ultimate cost-

effeotiveness.

We can anticipate program changes {n many states, since by
then they will have had an opportunity to develop their own
priorities. Preliminary information seems to indicate that '
states will favor broadly targeted programs and those
historically receiving state funds. It appears that Crippled
Children®s services will receive a iarge share of maternal and
child health funds because it is an older, statewide programs

with a vocal constituency..

Most states list Qervlcea for crippled children as a top
Priorlty. {t appears that other progrims focusing on sudden
fnfant death syndrome, genetlos, hemophilia and lead-paint
9015uhing, or programs designed to meet needs of the inner-
city poor may not fare as well. An example of an inner-city
program beigg compromised occurs in New York City's Manhattan
burrough where this year a maternal and chilid health-funded
children gnd youth clinic serving 6,000 persons had to be
closed because of a lack of funds. Prior to this closure,

98,000 ahildren and women inn nesd were served by maternal and
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child health funded children and youth clinics and maternity
and tnfant care programs. A 1982 siudy of the iuﬁact of these
cuts tndicates that the $9 millioﬁ public expenditure to fund
these programss resulted in a $21 million cost savings because
of decreased hospitalization needs and decreased pharmacy
needs of the population served. This study implies a savings
of $12 millign to the tax payer during 1982. Also, this
population was observed to show a decrease in its i(nfant
mortality rate, indicating ihat the programs were effective in

fmproving the health status of these people.

Even though the studies show that in most statefdghe same
services are being provided, people in need of l;ternal and
ehild health services will not receive them. Forty-seven
states have reported cutbacks eilther in services, eligibility,
or both. Also some states have imposed fees. Statés are a}so
experienciag an increased demand for services under the
maternal and chil\} health block grant. This derives from a
decrease in Medicaid funding and services and from loss of
privaie health insurance due to unemployment. Maternal and.
chlld health directors report:§;eing'nore referrals for the
"near® poor, as much as »a sixtgld increase indsong areas.
Please keep in mind that this block grant was not designed to
provid; services to all eligible mothers and children. At &
funding leval just under $H400 milltion, that only comes oul to

$5 a4 person per year. Rather, (L has the mission lo organize
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new and better programs, to fill in gaps, to undertake

demonstrations and to raise standards.

It is difficult to assess the complete impact odthe funding
cuts on people and services because existing baseline data are
poor, and future data will not be comparable due to changes in

the reporting system. The states foous on serving those with
the greatest need; thus the impact of reduced services will
most likely fall on the.rqggg:iy uns@ployed, the working poor
or the moderately handicapped.<\T?nggsgi;:éwrecent reports
have been made of fncreased infant mortalt in some states
indicating &reas of compromised services. Furtherdere, i{f one
projects from California’s experfence with Proposition 13,
reductions {8 prenatal care, family planning, wellwqhild care
and 1.punizajion programs can be anticipated as well as the -

assocfated morbidity that comes with such reduations.
REC ATIONS :

Mr. Chairman, through your leadership And persistence you are
probing for answers to the“s!nple question of what has been
the impact of budgetary cuts in the maternal and child health
block grant, and by your ;ctions you stand rea?y to correct
any compromising situations, whatever those situations may be.
We applaud your efforts to increase the funding level for

maternal and chtld health programs for the short term.

Evidence Indicates that such an action is essential. Bul

-
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perhaps initiativas to oreate a federal structural shange,
such as suggested in your resolution S. Res. 237, will give us
and the Congress flexible and appropriate child health pollJz

v
and strategy for the long ters.

As stated in your introductory remarks of October 3, "As a
first step toward better child health in America, we need a
focal poldt of Fei%ral erro}ts to promote child health aqg
well-being. I pélieve the President should assign major new
responsibilities to the Children's Bureau with DHHS to gather
data on t status of children in America, to prepare
comprehensive reports annually to Congress on the status of
children, how Federal programs are affecting that status and
to coordinate issues within the ?edéral Government and the

Nation dealing with child health, nutrlthpn. education, and

~ other related children's issues."” Currently, we simply do not

have the governmental structure or necessary research tools,
specifically data on child health status, to even begin to

develop a sound child health poliecy.

We welcome this opportunity to present testlmony.on the
maternal and child health programs, particularly since
Congress has not reviewed these programs in detaill since the
late 1960s. Child health cannot be viewed in a vacuum.
Congress must review in detall its myriad of patchwork

prograas constituting child health poliey to determine their
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efficiency and effectiveness. It s abparent that American
children today do not have the same problems as children 15 or
20 years ago, because they are not the same kind of children.
Congress must develop pub;ie policy and strategy to address
the children of the 1980s. At a minimum, we need answers to
the following questions: What are the goals and objectives of
the various child health programs? Are they meeting these ’
" objectives? What are the gaps? Where is the overlap? Are these
services appropriately integrated, or do they serve to further
fragment child health care? At what expense are states
undertaking cost shifting to ngke up budget deficits? How
‘about standards of care? Apcess to care? To summarize, the
health needs of a maternal and child population cannot be met
simply by a series of disease or dncome-directed projects.

The health of mothers and ghilgren cannot- be equated simply
with being 111, with being ﬁospitalized, with being - :
handfcapped or even with being poor. Maternal and child
health services involve setting of standards, development and
_deployment’ of resources, demonstrations of new ahd 1nproved-
arrangements for assessaent of ocare, and delineation of
resources required in terms of facilities, personn;l and
financing. S. Res. 237 or some similar proposal would begin
the important effort to answer thege critical polley

questions.

Mr. Chairman, the ultimate goal of all public health prougrams

for mothers and children should be to maximize the quality of
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Services delivered, maximize access to persons in need,

maximize efficiendy in the delivery of these services and to

accomplish these in a cost-effective manner. The American

Academy of Pediatrics stands ready to assist you in this

.pdrsuit.’

Thank you.

ERIC . 136




133

Senator BEnTseNn. Dr. O , looking at these nine States on the
infant mortality data chart [indicating], we see an increase in infant
mortality rates from 1981 to 1982 ih each of these nine States. That
incresse is a reversal of the previous trend in these States, isn't it!

Dr. Oscoop. Absolutely.

Senator BeEnTseN. In{ant mortality rates have ed around and
starting back up again. Now, in 1983, States had some carryover of
funds from the previous year’s MCH appropriations, so the adminis-
tration’s MCH cuts did not have » substantial immediate impact on
infant health in many cases. '

You are the experts. What do you think is going to happen when
you reach out beyond 1983¢ Do you think we will see this kind of &
n;vem; in infant health continue for a while as a result of these kinds
of cuts

Dr. Osacop. Well, we already have some evidence that that is going
to continue. The reversal will continue. In California, they had an
experience with their Proposition 13. The results are pretty much in
now. The results indicate that there was a reduction in prenatal
services, family planning services, well-child care, and immunization
services, and a rise in sll of the associated morbidity and mortality
that was associated with it. That is on the record.

Senator BENTSEN. So you think thése numbers from 1981 to 1982
and going on to 1983, the extrapolation of them will show the nega-
tive tren continuing? :

Dr. Oscoop. I think that is ressonable to expect. .

Senator BenTseN. Dr. Nelson, please proceed.

STATEMENT OF RICHARD P. NELSON, M.D., ASSISTANT PROFESSOR
OF PEDIATRICS AND PUBLIC HEALTH, UNIVERSITY OF MINNE-
SOTA ; ALSO ASSOCIATED WITH GILLETTE CHILDREN'S HOSPPFAL.
ST. PAUL, MINN. ' '

Dr. NersoN. Senator Bentsen, my verbal testimony today will focus
on the efforts of the maternal and child health block grant J)ro ms
to improve the health of children with chronic illness and disability.

The maternal and child health block grant programs are public
health programs. They do many things, in planning, coordination of
services, evaluation, and so forth. T think the interest today is docu-
menting some of the impacts of service cuts as a result of the block
grant program, and my testimony will emphasize that.

In States with limited medicaid elig:&)ility and large low-income
populations, the title V State maternal and child health programs are
?-nerall{ a priunary source of direct services or health care payment

or handicapped children whose families do not have adet#uste insur-
ance or personal resources to obtain the health care that they need.

I)uring fiscal year 1981, the last preblock grant year, the erippled
children’s services programs provided health care to over 605,000 chil-
dren throughout the United States. We do not as of yet have any na-
tional data hase beyond fiscal year 1981 to show major trends. But let
me share with vou some examples of what has happened in Minnesota
as & result of the block grant cuts in terms of services to handicapped
children.

»
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The Minnesota Crippled Children’s Agency has been unable to ad-

-just its financial eligibility scale since 1977, The scale is based on me-

dian SState income. Despite an increase in that median income during
the time, we know that the purchasing power for low-income families
has really not improved, But with the financial eligibility scale in Min-

nesota remaining unchanged in absolute dollars, many families have

been unable to qualify for services through the program that qualified
prior to the block grant.

In 1983, there was a reduetion of 27 percent in the number of fam-
ilies veapplying for services to the program. This does not indicate
less nom{. for the program. It simply indicates that families who had
been eligible in the past were no longer eligible because they fell above

‘the income ceiling and therefore, the program could not serve them.

Similarly, during thi¢ period, the program was able to authorize
care for 30 percent fewer episodes of health care than during the pre-
vious year. This isw result of a number of factors, but especially the
inflation in the cost of health care without commensurate increase in
the resources to purchase that care,

We strongly recommend that funding be brought to prenlock grant
levels so that the populations of families historically served, let alone
new groups of individuals, can, in fact, be helped through public
funding,. '

[t me mention a bit about the limitation in scope of services, With
the uncertain funding created by the block grant rednctions in 1981,
many State agencies have proceeded very cautionsly in refilling posi:
tions in their programs, They have certainly not launched new initia-
tives to meet new problems or needs. And in many areas, the compre-
hensiveness of serviee has been decreased.

In Minnesota, our outreach clinic program, which provides diag-
nostic specialty care to children in the rural areas of the State, has been
ent lnav{(. In the last vear, there have been only 6,000 visits to clinies
organized by the erippled children’s program, in contrast to 7,500
visits jnst the vear before.

This pluces o burden on families that would have been served in that
way to travel, to see specialists at some distance with increased cost.

t is exsentinl, we believe, that services to low income moffinrs and
children, weludjng handieapped children, be restored to thosé levels

~prior to the block grant. The authorization for title V should be in-

crensed to the level of the current appropriation, which 1x $373 million,
to a level melding that npprnpriah-tl through the emergency jobs
bill, wrtotal of 317X,

\another te tifier has mentioned, this does still not mateh the con
stant cersiee dollins need < of we were to Jook at 1950 dollair~ where
title V' programs< woulil really need over $600 mitlion cimply to con.
tinne what they loed been doine prior to the block grant.

We do not feel that titld V oneeds to be revised at this point, hut
<imply hopee that the Congrress will vespond to the nevds of mothers
and children, inchnding handieapped children, for serviees to mmintain
health ~tntu-. .

Thunk von.

{ The prepared statement of Dr. Nelcon follows:]



PREPARED STATEMENT oF RicHA®p P. NErson, M.D,

I am Dr. Righard P. Nelson, Assistant Professor of Pediatrics‘and
Public Health at the University of Minnegota and Gillette
4 Children's Hospital, ét. Paul; and Medical Consultant to the
Services for Children with Handicaps Program in the Minnesota

Department of Health,

Legislative Mandate Under the Block Grant

The legirlation creating the Maternal and Child Health Services

Plock Grant in_ 1981 specified four purposes for the amended Titla

A '

V of the Social Security Act. The purposes ate as follows:

1. To assure mothers and children (in particular these with low
income or with limited availability health services) access

to quality maternal and child health services.

7. Too reduce infant mortality and the incidence of preventable
dianases and handirappirg conditions among children... and

ter promore the health of mothers and children,

¥

1. Tn provide rehabilitation services for blind and disabled

individuole unedor the age of 1o receiving benefits under
- .

Title XV1 {(Suppiemental Security Incomeld.
L ]

4. Tor provide cocvices for lecating, ond tor medical, surgical,
ceipp et jUgn, 1l satheg ceerergees, .. far children who oare
crogpgledd ¢ ot arse st fergag freem cnrdit ions leading try
[ B VTN R AT
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Tﬁese objectives provide the compelling frame work fm:.state
maternal and child health. procgrams. {I‘he agenda for thess pro-
grams is nothing less than a cnntinueJ improvement of the health
of child-bearing anzi rearing women [ and their children. The
proqr;ms function in a context of a complex health care industry
including diverse practitioners, facilities, and public and
voluntary programs.

My testimony to you today will focus on the efforts of MCH block
grant programs to improve the health of mothers and children,
including children with chronic illness or disabfility: 1In all
states these prnqxam§ continue to function after the bleck grant
but ~a strugqgle with inadequate resources. Since I have peen
deeply involved with the Title V Minnesota Crippled Children's
Program, my primary focus will be sgervices for chfldrnn with

chronic¢ illnesses or disabilities,

Program Mission Under thé Biock Grant

The maternal and child health block 4granr programs ate pablie
health programs and theit mission has been and is to promote  the
Aevelopment of the syatem of health cate for all mothers and

thitdren.  Thio mission (nvalves the performance of A variety of
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functions inclﬁdinq plannina, coordination ot services, standard

setting, the introduction of innovative methods of health care in

to’

the service delivery system, tratining and education, and the

]

provision ot direct service and outreach.

Planning:

v

Title V maternal and child healthJ state agencies must
continually assess emerging health care needs of mothers and
children. These neads may be state-wide or limited to
specific’ geographical areas oOr ocioeconomic groups.
Problem idpntificat{og, evaluation, and program design are
among the tasks necessary for effective planning. During
recent years agencies have been involved in numerous new
efforts, including accident prevention, development of
services to special ethnic populations inéludinq Southeast
Asian immigrants, and the design of homé care &for
technology-dependent children. With the creatipn of the
Title V materral and child health blocrk grant and the
consolidation of maternal and child heaith proqiams under
Title V, the Title V maternal and child health =state
astonciog have been able to expand and more effectively carry

eitt therr planning functinon.

ERIC BEbT UPY 111
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Coordination:

Thera are an array ot public programs designed to meet the
specitic health and welfare needs of children. With the
exception of the maternal and child heslth programs most of
the these etforts are limited in scope. The Title V
maternal and child health state agencies have provided a
locus  around which the efforts of public programs can
tunction without specific statutorv authority over the
resources of these programs; these agencies can and do act
as a bridge between the public programs and the private
health care sector. The leadership of these agencfes have
been etfective {n a numbar of arenas, including the

development of early intervention services for preschool

children, {mprovement in perinatal coordination of care

i

among hospitals, and the innovative formation of

multi-sprcialty health care teams for handicapped children.

The maint enapce nf»svangtgds:

\

.
The romplexity of health ea and latitude of individual
practyee create an unfartunate tendency to variability in

sceope and gquality of servieca,  Through the development of

quidelineas of care and the buillding of consensus among
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providers, the méternal and child health programs have been
successtul in creating expectations for quality services in
mory states, tixamples inciude the structure of perinatal

referral systems, the review and designation of pediatric

cardiac centors, and the prescription for scope of services

for chronic conditiorns such as juvenile diabetes mellitus.
Innovation:

Title V maternal and child health block grant programs have
pltayed a major role in the introduction of new and better
rethods of care into the health care delivery system - for
.
mothers and  children. One example is the reogional
tiermophilia Centers which prinde corprehensive coordinated
care for dirdividuals with hemophilia. ’Anot.her example |is
the Genetics % Projects which have been instrumental in
rreating newborn metabolic screening programrs and
ins?ifutinq-qcnettic counseling and educational proqgrams

which refiect the latest kXnowledge in the field of genetics.

rducation and Training:

The Title V maternal and child health programs ronduct and
anpport A varaiety of training and educatiunal programs tor
health protessiorals and professionals from allied fields.
A pramary eyample ars e perinatal educat ionn programs which

- .
Poave by createdd an oeny states, Other  examples  are
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specific projects of regional and national significance such
as the university affiliated programs for the
developmentally disabled and the pediatric pulmonary
centers, Many of _ these programs also pay for inpatient
maternity care and inpatient newborn care for mothers and
Hldren who lack adequate public or private third party
reimbursement for such care.

The Title V state crippled children's program has
historically had a mandate to provide specialized health
care es well as” support services for handicapped and
chronyeally 111 children., These children often require
hiqhly specialized care which is simply lacking in their

home communities, and accordingly state crippled children's

g programs have established apecialtv outpatient clinics to

meet the needs of this population, Moveover, these children
often require a wide variety of services from protessionals
of different disciplines, and so state crippled children’s
programs have increasingly provided case management as well
as support serviers to this population. Finally, the care
ot the children is often quite costly and even children who
have publie a0 private third partv ecnveraqe may not have
atddequate coverage given the cost of care. This, most state
rr;pplnd rhitdren's prtograms pay for care  for this
population when  third party  coverage is lacking or

Pnadeqate

144 .
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Direct Service:

Cansiderable eftort and resources ate deployed to piovide
health care services and related servicss to mothers and
children through the Title V maternal and child health block
grant program. In states with limited Medicaid eligfibility
and targe low~income po;:ulationé, the Title V state maternal
ard child health prograws are generally the only source of
direct services f;»r mothers and children who do not have
adecuate insurance or personal financial resources to obtain
nesded health careo, Moreover, there are localities within
states where brivate health providers are simply
unavoilabile, and thert; are communities and within states
when private health providers are unable or unwilling to
furnish care to Medicaid eliqib]e women and children.
Hence, the state maternal and child health programs have
developed ‘maternity and child health clinics which provide
prenatal care, newborn care, and well child care including
imeunizations, developmental assessments and vision and

heat 1ng screrening.

During fiscal year 1981, the Crippled (,‘himrm;y's Services
proxjrams  provided services to 605,582 children. A large
majority of these children, almost 570,000, receive their
arrvices  through cost  effective ambulatory care. For
childron  tequiring more  inteasive  surgical  or medical
P re- vyt

. tnpat fent services  were  provided o 94,851

chici b, sl dieg ceent FLL, 000 peat goened days of cate.

Ins -
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In addition, several of the programs congolidated in
the maternal and child health block grant programs in
1981 aredirect sarvice programs. These programs
include the Sudden Infant Death Prdgram, the ILead
Poisoning . Program, the Hemophilia Program and t!je

Genetics Program.

Impact of Federal Funding Cuts

The ©mnibus Budget Reconciliation Act of 1981, the parent
legislat ion for Maternal and Child Health Services Block Grant,
generallv reduced the overall allocation of federal dollars to
the states by approximately 18%. This reduction occurred at a
tlﬁp when many states were experiencing severe difficuities in
therir own budgets. Further specific constraints were placed on
matermal and child health activities due to inflation of costs in -
the r:lalth care ¢ector which at that time continued at

double-diagtt rates.

The funding reductions created a milieu of uncertainty Cin many
-5

states. State health commissioners and other decision makers

wonelrred ahnut the longevity of maternal and child health grants

and this fiscouraged further program development ofr innovation.
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The creation of the block grant funding mechanism also sucgested
to some providers and agencies that "new money” had suddenly been
provided to states for new activitijes not previously funded under
Title V. *

Out of this environment of uncertainty several trends have
emerqed.f I would like to provide several examples from this
State of Minnesota which illustrate the impact of funding, anq

indicate why current funding of Title V is not adequate.

1. Decreased eligqibility for perfinatal programs.

Following reduction of funds to support néternal and child
health programs administered by the Minneaponlis Health
Dppartmént, eliqgibility was reduced which excluded hundreds
of low-income women from services that had been available
for d@ecades. Despite the prior demonstration of .the
effectivenegs of these programs to diminish the frequency of
low birth weight in their target areas. The potential for
the health department to serve this needy population was
compromised. Many women, including those from ethnic
minorities, were nnt able to obtain recommended prenatal
care without utilizing their very limited discretionary

ineome .,
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In St. Paul the sucressful efforts to reach adolescent

pregnant younqg women through high school clinics were also

limited due to decreased funding.

e
.

3

Funds be restored to pre-block grant levels, at a minimum,

,to rrinstitute the services available for this target

population.

Reduged eligibility for children with chronic illness and

handicaps.

The Minnesota Crippled Children Services Agency (Services
for Children with Handicaps) has been unablg to adjust ;ts
financial eligibility scale since 1977. Despite an increase
in median family income in the state during this time, the
purrhasing power for low-income families has not improved.
with the financial eligibility in absolute dollars unchanged
more .families have been unable to qualify for services
through the program. In 1983 there was a reduction of 27%
in the npumber of families re-applying for services as
compared to 1981 (3,650 re-applfications in contrast to 4,992
applicatinrs). This does nn£ indicate less need for program
services but the recognition by families that they fo longer
will qualify due to slight gains in their personal incame.
Similarly during this period the program was able to Buthof—

ize for 0% fewer episades of health care (6,461 versus
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9,203) due to the increase cost of individual episodes of

care without additional program resources,

Funding needs to be "brought to pre~block qrant levels so
that population of families historically served by these

programs can obtain necessary services.

Limitation in sgope of services

Many clinics and professional services provided by Crippled
Children Services Agencies have been limited since the
introduction of the block grant. With the uncertain fundina
milieu staff positions in Minnesota have not been filled,
new needs have not been addressed, and in some areas the
comprehensiveness of care has been decreased. In Minnesota
the number of visits to program outreach clinics throughout
the state has declined from approximately 7,500 to 6,000
annually during the past two years secondary to a reduction
in the number of clinic aites that could be funded with

available prooram dollars.

It is essential to restore services to low-income mothers
and  children is  that funding levels, as permitted by
authorization urder Title Vv, should be increased to match

the fiseal year 1983 appropriation {($373 million) plus the
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supplemental appropfiation through the emergency jobs bill
{$105 million). This sum(5478 million) still does not match
the constant service funding of Title V if one would project
the purchasing power of fiscal year 190 dollars to those
dollars in 1984. Title V would require over 600 million

dollars if those criteria were to be applied.

The urgencv of mairtaining effort on behalf of mothers and
children cannot be overstated. we have/fﬂuut_capability
during the past two yearé and have the opportunity, with

thematerral and child health agency structure in place, to

v restore necessary services through more aporopriate funding.
Block Grant Changes &

The Associatio or Maternal and Child Health and Crippled
Children's Services Rrograms does not support any rubstantive
amendments to the aternal and Child Health block grant
legislation (Titlegv of the Social Security Act} at the present
time. The enactment of the Maternal and Chj!4 Health block grant
legislatinon two Yyears ago, and the AECnmpanyinq substantial
teduction in federal funding for Maternal and Child Health block

gqrant programs, have produced significant changes in these

proqrame  in many states tn which adjustments are still being
made . New amendments to the Maternal and Child Health Sexvices
r
.
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Block Grant legislation might create siqgrificant dislocation in
: ~ 8

'S
the administration and operation of the state MCH and CC
programs.. Furthermore, states have not had, as yet, sufficient
experrience with the MUH block grant legis'ation to allow a full
and accurate assessmont of i+ts {mpact.

¢

1

amde
<
Pty
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Senator Bextsen., My problem is that T have'a conflict with the
Finance Committee considering some major legislation that 1 am very
much involved in. Schedule conflict is one of the problems that we run
into in the Cougress, unfortunately, with having to serve on so many
cominittees at the same time. This problem is magnified in the closing
days of a session.

What you have given us this morning will be very helpful in estab-
lishin Fw record for improving the MCH appropriations level. We
will cite some of tH€ numbers and examples that you have presented
here today.

[f you will forgive me now, [ must get to tho other hearing. Fhank
~}mfx for ap pearing here this morning.

The subcommittee stands sdjourned.

[ Whereupon, at 10:55 a.m., the subcommittee adjourned, subjm't to

the tall of the Chair, |
: O
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