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THE CONTINUING INFANT MORTALITY CRISIS
IN ILLINOIS

Part 1

MONDAY, OCTOBER 5, 1987

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

Springfield, IL.
The select committee met, pursuant to notice, at 9:20 a.m., in the

Centennial Room, St. John's Hospital, 800 East Carpenter Street,
Springfield, IL, Hon. George Miller presiding.

Members present: Representatives Miller, Durbin, and Hastert.
Staff present: Ann Rosewater, staff director; Jill Kagan, profes-

sional staff; and Evelyn Anderes, minority staff assistant.
Chairnrm MILLER. The committee will come to order. Today is

National Child Health Day, and while the White House is sending
up balloons and signing proclamations, the Select Committee on
Children, Youth, and Families is here to examine why the moat
preventable national tragedy, the annual death of 40,000 babies in
their first 12 months of life, continues to occur.

Thanks to my colleague, Congressman Richard Durbin, we have
come to Springfield this morning and we will travel to Chicago this
afternoon. I woald like to thank my colleague, Dennis Hastert, for
joining us this morning to examine the persieently high rates of
infant death in this State.

Few indicators of a nation's health are more important than
infant mortality. But after years of reducing infant deathsand
low birthweight, a leading determinant of neonatal death and dis-
abilityin the .980's our progress has come to a virtual standstill.

In Illinois the -e have been several exemplary State, local, and
private initiatives to improve infant health. Yet, infant mortality
and low birthweight rates remain above the national average, and
higher than any other northern industrialized State. For black in-
fants in Illinois, as well as throughout the Nation, the risks of
infant mortality and low birthweight are twice as high.

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

Since 1979, the percentage of pregnant women receiving prenatal
care in the critical first trimester, 7S percent, has seen no marked
improvement. A just-released Genera! Accounting Office survey of

(1)
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pregnant women, both Medicaid recipients and uninsured women,
concluded that insufficient prenatal care was a problem for women
of all childbearing ages, of all races, and from all sizes of communi-
ties. The GAO found that in Illinois and seven other states sur-
veyed nearly two-thirds of the women received insufficient prenatal
care last year.

Stopping these tragedies makes fiscal as well as human sense.
From my perspective, the chance to spend $400 for comprehensive
prenatal care over the 9-month course of pregnancy for a healthy
baby instead of $20,000 for 20 days of neonatal intensive care for
an underweight baby is an opportunity not to be missed. The evi-
dence is clear. We can return $3 to the Federal treasury for every
$1 we invest in nutrition supplements for high risk pregnant
women and more than $3 for every $1 we invest in prenatal care.

While we know that prenatal care significantly reduces infant
mortality and low 'oirthweight, we have yet to learn why so many
women are unable to obtain this care. We will hear this morning
from health care providers, state and local health officials, advo-
cates, and mothers who have had difficulty in obtaining appropri-
ate prenatal care. It is my hope that their testimony will help us
determine how the federal, state, and local governments, working
together with the private sector, can o iercome the barriers to care
and ensure a healthy start for all children.

Let me thank St. John's lioapital for their hospitality and for the
opportunity to hold our hearings, and for the tour they gave us this
morning of their critical nursery facilities. I also appreciate the ex-
cellent cooperation we have received from the jovernor's Office in
planning these hearings today.

OPENING STATEMENT OF HON. GEORGE MILLER, A REPRESENTATIVE IN CONGRESS FROM
THE STATE OF CALIFORNIA, AND CHAIRMAN SELECT COMMITTEE ON CHILDREN,
Yothrii, AND Famine
Today is national Child Health Day. And while the White House is sending up

balloons and signing proclamations, the Select Committee on Children, Youth and
Families is here to examine why a most preventable national tragedythe annual
death of 40,000 babies in their first 12 months of life ',ontinues to occur. Thanks to
my colleague, Congressman Richard Durbin, we have come to Springfield this morn-
ing, and we will travel to Chicago this afternoon, to examine the persistently high
rates of infant death in this state.

Few indicators of a nation's health are more important than infant mortality. But
after years of reducing infant deathsand low birthweig11, e leading determinant
of neonatal death and disabilityin the 1980's our progress has come to a virtual
halt.

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

What I find most disturbing is that a great many infant deaths and, in fact, a
great many problems in early childhoodcould be prevented through early and con-
tinuing prenatal care. Yet an alarming n amber of women, especially those who are
uninsured, low-income, or teenagers, fail tc receive such care.

Since 1979, the percentage of pregnant women receiving prenatal care in the criti-
cal first trimester-75 percenthas seen no marked improvement. A just-released
Government Accounting Office survey of pregnant womenboth Medicaid recipi-
ents and uninsured womenconcluded that "insufficient prenatal care was a prob-
lem for women of all childbeaeng ages, of all races, and from all sizes of communi-
ties." And GAO found that, in Illinois and the 7 other states surveyed, nearly two
thirds of the women received insufficient prenatal care iast year.
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Stopping these tragedies makes fiscal as wel' as human sense. From my perspec-
tive, the chance to spend $400 for comprehensive prenatal care over the 9 month
course of pregnancy for a healthy baby instead of 320,000 for 20 days of neonatal
intensive care for an underweight baby is an opportunity not to be missed. The evi-
dence is clear: we can return $3 to the Federal Treasury for every one we invest in
nutrition supplements for high risk p-egnant women, and more than $3 fir every
one we invest in prenatal care.

While we know that prenatal care significantly reduces infant mortality and low
birthweight, we have yet to learn why so many women are unable to obtain this
care. We will hear this morning from health care providers, state and local health
officials, advocates, and mothers who have had difficulty obtaining appropriate pre-
natal care. It is my hope that their testimony will help us determine how the feder-
al, state and local governments, working together with the private sector, can over-
come the barriers to care and ensure a healthy start for all children.

Let me thank St. John's Hospital for their hospitality and for the opportunity to
hold our hearing here. I also appreciate the excellent cooperation we have received
from the Governor's office in our planning of these hearings.

THE CONTINUING INFANT MORTALITY CRISIS IN ILLINOISA FACT SHEET

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

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

In 1985, there were 40,030 deaths of infants under 1 year nationwide, an IMR of
10.6. For white infanta, the rate was 9.3, essentially the same as in 1984; for black
infants, the rate was 18.2, compared with 18.4 in 1984. (National Center for Health
Statistics [NCHSJ, 8/87)

Neonatal mortality rates (NMR) 2 for all infants were essentially the same in 1984
and 1985 (7.0); postneonatal mortality rates (PNMR)' for white infants were about
the same in 1985 (3.2) as in 1984 (3.3), continuing a 3-year pattern_ For black infants,
the PNMR declined between 1984 (6.5) and 1985 (6.1), continuing the decline ob-
served from 1983 (6.8) to 1984. The downward trends in the NMR and PNMR have
slowed recently for infants of both races. (NCHS, 8/87)

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

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

LOW IIIITHWZIGHT RATE PLATRAUS; REMAINs STRONG PREDICTOR OF INFANT MORTALITY

Low birthweight (LBW)* infants in the U.S. are nearly 40 times more likely to
die in the 1st month of life and are 3 times more likely to have neurudevelopmental
handicaps and congenital anomalies than normal infants. (Institute of Medicine
[IOM], 1985)

In 1985, 67% of infant deaths during the 1st month and 50% of deaths in the 1st
year of life were attributable to LBW. (Government Accounting Office [GAOJ, 9/87)

In 1985, 6.8% of all live births (about 254,000 babies) were LBW, the same rate as
in 1980. In Illinois, the proportion of LBW infants rase from 7.2% in 1982 to 7.5% in
1986. (GAO, 9/87; IDPH, 1987)

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

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

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

Infant mortality rate (IMR) = deaths to infants under 1 year/1 000 live births
Neonatal mortality rate ilsIMR) = deaths to infants under ?' is/1,000 live brths

Pastneonatal mortality rate (PNMR) = deaths to infan' days-11 months/1,000 live
births.

Low birthweight (LBW) 5% its (2,500 grams) or less at birth
6 Very low birthweight (LBW) = under 3 lbs, 3 oz (1,500 grams) at birth
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INFANT MORTALITY, LOW BIRTHWEIGHT MORE LIKELY AMONG BABIES OF TEENAGE
MOTHERS

Infants born to teenage mothers are 60% more likely to die in the neonatal period
and about tvi ice as likely to die in the postneonatal period as those born to mothers
over age 20. These infants are 2-3 times as likely to be LBW as infants born to
mothers in their 20's o' 30's. (Congressional Research Service, 1/86)

In 1984, 13% of all births were tc teenagers 13 6% of mothers under 15, 10.3% of
mothers ages 15-17 and 8.8% of moth ,rs ages 18-19 had LBW infants (NCHS, 7186;
Select Committee on Children, Youth and Families [CYF], 3/87)

In 1985, 12.5% of births in Illinois were to teenage mothers, 10 7% of whom had
late prenatal care and 10.3% of whom had LBW infant, (IDPH, IL County Area
Rates and Rankings, 1985)

While the average annual IMR among all Illinois women between 1982-84 was
10.0, it was 21.5 among 15-17 year olds and 17.4 among 18-19 year olds. (CYF, 12/
85)

SMOKING AND ALCOHOL ABU'E PLACE INFANTS AT RISK OF DEATH; LOW BIRTHWEIGHT

In the U.S., maternal smoking results in roughly 50,000 fetal deaths and 4,000
i.ifant deaths each year; about 36,000 (15%) LBW babies born in 1983 were under-
weight because their mothers smoked during pregnancy. (CYF, 5/86'

Between 3,700 and 7,400 babies were born with fetal alcohol syndrome (FAS) in
1982; 80% of children with FAS have pre- and postnatal growth retardation requir-
ing neonatal intensive care. (CYF, 5/P6)

PRENATAL CARE REMAINS UNAVAILABLE TO MANY

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

In Illinois, while there was a slight improvement in the proportion of women re-
ceiving o- enatal care in the first trimester from 77% in 1982 to 78% in 1986, the
percentage of women with very late or no care increased (4.3% in 1982 compared
with 4.7% in 1986). (IDPH, 1987)

Approximately 11,400 low income women who receive late or no prenatal care de-
liver babies in Illinois each year. (Voices for Illinois Children, 8/87)

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

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

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

A 1985 survey indicated that obstetricians/gynecologists (ob/gyn's) paid an aver-
age of $20,818 for insurance coverage in 1984. The mean cost of coverage in the Mid
North region, which includes Illinois, was $23,025, or 11.1% of mean gross income.
For those reporting increases premiums had risen an average of $9,871 since 1983,
and an average of $13,361 in the Mid North region. (American College of Obstetgri-
clans and Gynecologists [ACOG], 1:/85)

As of 1985, 12.3% of ob/gyn's nationwide had given up obstetrics due to liability
pressures 23.1% had decreased the level of high risk obstetrical care and 13.7% had
decreased the number of deliveries the:, performed (ACOG. 11/85)

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

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

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

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

Every $1 spent on prenatal care for high-risk women could save $3.38 in the cost
of neonatal intensive care, on which more than $2.4 billion is spent annually. (IOM,
1985; GAO, 9/87)

Chairman MILLER. At this point I would like to recognize my col-
league, Congressman Durbin.

Mr. DURBIN. Thank you. I want to thank my chairman, Congress-
man George Miller. Most of us only take a short flight to get where
we are going but George comes all the way from California. So it
was a special effort for him to be here this morning.

I also want to thank my colleague, Dennis Hastert, who got up
very early this morning to drive down from his home in northern
Illinois to join us at this hearing.

Let me echo, too, the appreciation and gratitude which we have
for St. John's Hospital and its dedicated staff. They have bent over
backward to make this hearing a success and they gave us a short
tour this morning of a facility tnat I had seen before, but it really
opens your eves to the fact that what we are talking about here is
a life and death struggle.

As George Miller has mentioned to you, the statistics are appall-
ing in a nation that has the re.E..ources of the United States of
America when it comes to infant mortality. In the 1950's the
United States was ranked rixth of 20 industrialized countries
around the world in terms of infant mortality. We are now ranked
twentieth. We are dead last and there is absolutely no excuse for it.

When you consider the variables that we will be talking about
today you will undoubtedly hear of the heroic struggles that are
taking place at St. John's Hospital and many other facilities across
Illinois and across the nation to .rave these tiny babies. We saw evi-
dence of it this morning. And it is dramatic to think of the helicop-
ter rescues, in fact, that bring these they babies no longer than the
palm of your hand upstairs to the ninth floor for the kind of inten-
sive care they need to survive. And the efforts of the medical staff,
the doctors and the nurses and all of the folks involved in these
hospitals, around the clock, to find the best inediral technology, the
best research, and to try to find any way pe-sible to save that
baby's life. It is absolutely a heroic life and death struggle.

What we are going to talk about, too, is another aspect of the
problem that is equally important though it may not sound as
heroic, the vary basics, that a mother who is pregnant in downstate
Illinois or anywhere in this country has a chance to see a doctor
during her pregnancy; something that basic. And to make sure that
that mother has the information about how necessary prenatal
ca is, and that her child benefits from the nutrition and the care
which can be given to a mother who is closely monitored during
her pregnancy.

These things are not quite as heroic but frankly, when you look
at the end result, a healthy baby, they produce the result that we
are looking for.

We have talked this morning upstairs in the neonatal intensive
care unit to Dr. Zeftekhari about the problems that he has encoun-
tered. Ladies and gentleman, if there is wie statistic that I think
tells the story about why we are here today, it is the fact that over

1 0
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8 percent of the population in Illinois may qualify as Medicaid re-
cipients. Sixty percent of the children who g3 into tIln neonatal
care center upstairs are the children of Medicaid recipients. We are
not providing the type of care that we should to the poor, the indi-
gent, and the uninsured. And quite frankly we are paying the
price. In the "isolettes" upstairs these children struggle to survive
and as Congressman Miller said, at great expense to us as taxpay-
ers.

I think there is a compelling human story here; but there is a
compelling economic story here. If we make that initial investment
that the mother has a healthy, safe pregnancy and the baby is born
and can survive, we have done something we sh,ald do to our
fellow people in this country, but we have also done something that
is absolutely essential to save the limited resources which we have
available. Caring for each child in the neonatal cat e center up-
stairs costs about $1,000 a day, and most children are in there
about 22 days, according to the doctors upstairs, $22,000, while we
and the State of Illinois compensate the obstetrician for care of the
child with about $450, about half of what the actual expense is. SoI think we see that we need an investment here and I hope our
witnesses will lead the way to find some solutions for this impor-tant process.

This national crisis clearly requires our communities, local,
State, and Federal governments to work together in order to turn
the trend around. We real'y owe it to our children, the chance to
begin a happy and healthy life.

[Opening statement of Hon. Richard J. Durbin follows:]
OPENING STATEMENT OF HON. RICHARD J. DURBIN, A REPRESENTATIVE IN CONGRESS

FROM THE STATE OF ILLINOIS

First of all, 1 would like to take this opportunity to thank Chairman Miller andthe Select Committee on Children, Youth, and Families for holding this important
field hearing. I would also like to thank the dedicated staff here at St. John's Hospi-tal for all their assistance in helping prepare for the hearing.

It is our aim today to explore some of the many factors that have contributed to
the '..nfarit mortality crisis and barrie's to prenatal care. I look forward to hearing
tertimony from our distinguished witnesses and thank al! of you for joining us.

The U.S. infant mortality rate is a national crisis that extends far beyond localand state boundaries. reducing infant mortality in this country hascome to a virtual stanistilreAle
in

America's infant mortality ranking among 20 industri-
alized nations has declined dramatically from sixth to a tie for last place. As our
medical technology advances, our success rate in keeping babies alive is deteriorat-ing at a shameful pace. Illinois is in the unfortunate position as one of the ten
states with the highest infant mortality rate in the country. Illinois' low birth rateis also above the national average.

The National Academy of Sciences has estimated that low-birthweight infants are40 times more likely to die in the first year than other infanta, and face a much
greater risk of developing serious health problems and disabilities. The key to insur-ing the birth of a healthy huby is prenatal care. Pregnant women who receive no
prenatal care are three times more likely to deliver a low birthweight baby than
women who see a doctor early and regularly 4ur:ng their pregnancy. With good pre-natal care, low birthweight births could be reduced by up to 15%, and an even
higher percentage of birth defects could be prevented.

Earlier this morning, we visited the neonatal intensive care unit here at St.John's hospital. While amazing advances in technology save allowed us to keep
these tiny infanta alive, they may be faced with long-term disabili -13 and may r?.-
quire special educational and social services throughout their lifetime. Caring foreach child in a neonatal I.C.U. costs al, average of $1,000 a day. More than $2.5 bil-
lion is spent annually on neonatal intensive care services in the United States.

11
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These are shocking figures in light of the estimates that every dollar spent on pre-
natal care can save $3 in the cost of caring for a low birthweight infant. Yet fre-
quently in this country, we are finding women are not getting the prenatal care es-
sential for delivery of a healthy infant.

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

Chairman MILLER. I would like at this point to recognize Con-
gressman Hastert.

Mr. HASTERT. Thank you, Mr. Chairman. I certainly appreciate
the invitation to attend with you today.

We are talking about an issue that is emotional, it is something
of the basic welfare of the children of this state, and it also has ties
to, unfortunately, economics and politics. We hope that through
the testimony today of those people who come forward and talk, we
can begin to see the keys of how we can help solve the problem. If
it is a problem that could be solved with more dollars, if it is a
problem that may be solved with more helping hands, more people
to be able to participate. We also want to look at the issues that
are underlying this problem, the issue of those people who have the
very key to be able to help, that are being threatened in the very
practices involved in the process, and we need to take a look at the
key to the politics of this and try to find some type of a resolution.
So I appreciate the opportunity to be with you here today, Chair-
man Miller, and hope that we can move to the resolution of this.

Chairman MILLER. Thank you. And at this point I would like to
recognize Al Laabs, who is the Adm;nistrator here at the hospital,
for some remarks.

Mr. LAABS. Good morning. I would like to welcome all of you to
this hearing conducted by the Select Committee on Children,
Youth, and Families. We are delighted to be able to host this event
for a very special reason. This is also National Respect Life Week,
and our heritage as a hospital calls us to defend life, the life of the
very oki and the life of the very young, and for that reason this is
indeed a good time for us to host this.

We hope that your hearing will be successful and as we do with
all significant events at St. John's Hospital, we ask that God will
be present to us and that his spirit will give us the insight we need
to find answers to this very difficult and trying problem of infant
mortality.

A:,-ain, welcome to St. John's.
Chairman MILLER. Thank you. And again, let me thank my two

colleagues, Dennis and Dick, for helping us put together this hear-
ing. They have been absolute stalwarts on this Select Committee on
Children, Youth, and Families. Dennis brings a long legislative in-
volvement in a number of the issues that we are concerned with,
with his service at the state legislature, and Dick has been, to put
it politely, more than helpful on the Approp-iations Committee in
getting that committee to understand, as he pointed out, the need
for us to make some of these investments now to avoid future trag-
edies. And I think that when we are done with this entire day, this
committee will be much richer, and hopefully wiser in trying to
produce additional solutions to this national tragedy that is clearly,
to a great extent, avoidable.
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We need to be out of this room by 11:30 because the committee is
having the second half of this hearing in Chicago this afternoon.
We have two panels and I would just like the panelists to be aware
of that. Because obviously you get more questions than you can
possibly handle from the armittee side of the table. So to the
extent that panelists would summarize their statements would be
deeply appreciated so that we can make sure not to get into the
situation where we have to so abbreviate the final witnesses and
not receive the full benefit of their testimony. So we will try to
divide 0* . "Is equally, to make sure.

I woulc- - say that for people in the audience, if you listen to
the testimony this morning, if you think that you have some infer-.
mation or you want to take issue with what is said here, or you
have something that you think will be beneficial to the committee,
we would certainly welcome you making that available to us. Just
write to the Select Committee on Children, Youth, and Families,
House of Representatives, Washington, DC, and we will make it a
part of the file of this hearing. So we certainly encourage you to do
that.

Obviously we do not have the ability to hear from everybody who
seeks to testify but we do try to continue to gather that informa-
tion. You can send it to us or to either of my colleagues' offices.

The first panel today will be made up of Lynn Rynders who is a
parent from Springfield, IL. Our second member of the panel was
Myriam Velazquez, but Myriam had her baby today so she is not
going to be here. I have always said these pregnancies would not
wait for politics. So Jamie Hickman, Director of the Springfield
Urban League WIC, will read Myriam's testimony in her absence.

Then we will have Dr. Bernard Turnock who is the director of
the Illinois Department of Public Health; Sister Ann Pitsenberger,
who is the executive vice president of St. John's Hospital; Joan
Reardon who is a courselor for the Care Center in Springfield, who
will be accompanied by Carolyn Bodewes, who is a project director
of the Care Ct. der; and Dr. Cynthia Fraed who is an obstetrician
from Harrisburg, IL.

If you will come forward to the witness table, we will take your
testimony in the order in which I read your names. And we wel-
come you to the committee and appreciate you taking your time.
And, Sister Pitsenberger, we certainly thank you for the use of
these facilities and for the help that you have given the committee
in setting up these hearings.

This is a pretty relaxed committee so we will have you proceed
in the manner in which you are most comfortable. Your entire
written statement and documents will be placed in the record in
their entirety. You may proceed through your statement in the
manner which you desire. Ms. Rynders.

STATEMENT OF LYNN RYNDERS, PARENT, SPRINGFIELD, IL
Ms. RYNDERS. In September 1984 I realized I was pregnant, and

my husband and I had no insurance at this time. So we could not
afford it, as he was a barber stylist. So I went to Public Aid to
apply for a medical card and we were given a huge spenddown
which there was no way we could meet.

13
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I tried to get my doctor to see me because I knew that prenatal
care was important. Talking to the receptionist I was informed that
I would have to come up with $75 for an initial fee, and each time I
saw the doctor I would have to have this amount of money, I told
her at this point in our life there was no way I could come up with
this much money. And she said, well, call us back when you get the
money.

I ended up making several phone calls to several different doc-
*ors in the community slid was told the same thing: when you have
the cash, come in. At this point I decided, well, I can make it
through my pregnancy without a doctor's care. After all, women
did it years ago. And I was nutritious-conscious, and I figured I
knew how to take care of myself.

Unfortunately, my health started to deteriorate. I am an asth-
matic and I started to have a lot of chronic asthma problems.
When it got so bad, my husband took me to the hospital. "he
doctor there insisted that I had to get care somehow, because I was
losing so much oxygen I was turning blue and obviously the baby
was not getting the air either.

So I had heard about the Care Center on the radio and contacted
them. Through the Care Center I was able to get treatment at a
doctor's office, hit It wasexcuse me.

I was able to see a doctor when I was 4 months pregnant, and
after that I saw the resident every month. And I saw a different
resident several times. And at this point I was really grateful that
I was getting some kind of help. But when I had problems I needed
to see a physician. I did not feel comfortable with a resident at that
point, but it did not matter because since I was on Public Aid oh,
no. I was not on Public Aid at that time. The Care Center was
paying for it. They informed me I had to see the resident. So I just
accepted that. It was something out of my control.

[Pause.]
After the baby was born there were complications, and it was

then that ,ve were able to get Public Aid to come in and help us.
And they did take over the hospital bills then. If I had not had the
Care Center to help me, and prenatal care, she probably would not
have made it.

[Pause.]
I'm sorry.
Chairman MILLER. If you would like to take a minute we can go

on to Ms. Hi: :man and have her testify and you can- -
Ms. RYNDERS. Thank you.
MS. HICKLIANN. Do you want me to go next?
Chairman MILLER. Yes. Why not do that?
[Prepared statement of Lynn Rynders follows:]
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PREPARED STATEMENT OF LYNN RYNDERS, PARENT, SPRINGFIELD, IL

In September of 1984, I realized I was pregnant and

unfortunately, my husband and I had no insurance. I had be.n

out of work since December f 1983, and my husband was a

barber stylist with a fast failing business. There was no

way we could afford health insurance and now we were faced

with unexpected medical bills. We couldn't get help from

Public Aid as they set a hush monthly spenddown because my

husband had a job.

Knowing how much doctors and health car,- personnel

stress pre-natal care, I called my gynecologist to make an

appointment. The receptionist informed me the maternity fees

had to be paid before delivery and on my initial visit I

would need to pay 575.00. When I told the receptionist I

couldn't even come up with 525.00 right now, she told me to

call back when I had the 575.00.

After that I made several other pnone calls to area

gynecologists and each office told me the same thing. I then

decided I could go through my pregnancy without a doctor as

I was nutritious conscious and in fairly good physical con-

dition. I also figured when it was time to deliver, the hos-

pital would have to help me.

Unfortunately, my health didn't hold. About a month

later, my asthma started acting up and I began having severe

1S
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attacks daily. ,ecause I was pregnant my allergist didn't

want to medicate me ir: since I had ro gynecologist I had

to rely solely ON m- iirrgist.

I continued having .evere asthma attacks for another

month and suffering tremendoul,ly. I felt so terrible I

wanted to die---I just wasn't up to going through the rest

of my pregnancy in that condition.

One night, around Thanksgiving, I had an attack that

was so bad my husoand forced me to go to the hospital for

'mergency treatment. The emergency room doctor told me he

wanted to keep me h the hospital I was in such bad condition.

He was really concerned because my extremities were turning

blue.I convincedhim to let me go home after treatment and

he in turn convinced my allergist to give me appropriate

medication. He also told me I needed to get a gynecologist

right away but had no suggestions as to who would treat

someone in my financial condition.

After the hospital episode I began tc feel somewhat

desperate. Earlier in my pregnancy I remembered hearing an

advertisement directed to young mothers in need of pre-natal

care. However, I celt anything but young so I didn't even

catch the name of the place or the phone number. Now I

felt so desperate, I decided I had to find out where this

place was and see if I could get help even if I wasn't

young. We finall,, heard the advertisement again, and I

immediately ca'''d the Care Centtr.

' 16
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I talked to Joan Reardon for the firs, time than and

she informed me I wasn't "too old" to come to the Care Center

for help. She set up an appointment in see within a couple

of days. On my first visit there, she arran?ed for me to see

a doctor that same afternoon.
I was told I would be seeing a

resident for the duratior Jf my pregnancy, but at this point

I was just grateful to get some help. I wasn't particulary

happy with all the residents I saw, but I 'ad no choice in

the matter.

In fact, I was so unhappy with the last resident I saw

I wouiin't go back for my annual checkup because the recep-

tionist wouldn't let me see anyone other than a resident.

This Spring I had a problem I couldn't tolerate much

longer and my regular physician suggested
I see a certain

doctor in a particular gyn group. But when I called to make

an appointment, I was told I had to see a -esident. After my

previous experience, I wasn't too happy, but once again I

felt I had no choice.

This time I was fortunate to have a wonderful doctor

who was just finishing her residency and about to set up

her practice in this same medical group. I had some problems

after surgery and when I needed to see my doctor, I was told

I had to see the new resident. My doctor told me she was

transferring me to her private practice but
I had to prac-

tically fight with the receptionist in order to see her.

Lynn Rynders
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STATEMENT OF MYRIAM VELAZQUEZ, PARENT, SPRINGFIELD, IL;
PRESENTED BY JAMIE C. HICKMANN

Ms. HICKMANN. As everybody was informed, I am not Myriam
Velazquez. My name is Jamie Comerford Hickmann and I am the
program director with the WIC Program for the Springfield Urban
League.

Myriam is one of the clients on our program, and she so desper-
ately wanted to be here today, but her little one did not exactly
cooperate. She did actually have the baby September 30. She had
to take the baby back in to the doctor. She is a breastfeeding
mother and the baby was a little jaundiced so they may have to
put her back in the hospital. I did talk to her a few minutes before
and just asked her if I could go ahead and read her testimony, and
she was really very positive about it and wanted me to make sure
that people knew how she felt. So I am going to be reading what it
is that she dictated to me Friday afternoon while she was in the
hospital. And bear with me if I mess up here a little bit.

[Ms. Hickmann then read the following statement:]
Good morning, my name is Myriam Velazquez. I am 20 years old

and currently living in Springfield with my new baby daughter,
Jazzray Karla Faychon Velazquez. Karla was born on September
30. Since Karla was about a week early I requested permission
from my doctor tv come and testify today. I am here to talk about
the importance of prenatal care and its impact on the health of the
infant.

I would like to talk about my personal situation. I was six
months pregnant when I was kicked out of my house due to the
pregnancy. I had no prenatal care before being kicked out and then
had no insurance or money for such care. I applied for a medical
card in June in Chicago Heights and it was approved. At that time
I came to Springfield to live with a friend who had a room frr me.
The medical card was sent to Chicago Heights and forwarded to
Springfield in mid-July.

It was at this point I started looking for doctors through the
phone book. I called about 10 doctors and none would accept the
medical card, nor could they tell me of other doctors that did take
the medical card. I finally got through to SIU Family Practice
Center. They told me they accepted the medical card but had a 65-
person waiting list. I told them that I was seven months pregnant.
They said it was the best they could do, so I asked to go ahead and
be put on the waiting list.

A few days later I went back to the phone book and found a
number for help in finding doctors. I called and was given a
number for SIU Memorial Medical Center. That is how I got to Dr.
Kauffman who saw me the next day. He told me it would have
been better if I had seen a doctor earlier in my pregnancy.

He diagnosed that I had gestatior al diabetes and was anemic. I
had to go back one time per week for tests from the first visit on. I
was also seeing Dr. Sandy Eardly, a registered dietitian, who told
me to call and get on the WIC Program.

I called the Springfield Urban League WIC Program and with
the referral from Sandy was on the program within 2 weeks.

18
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I feel that prenatal care is so important because after receiving
such good care I learned that complications could arise at any time
during my pregnancy thv t could affect me and my baby. I am so
lucky I did not have any problems due to the good care I received
from everyone at Memorial Medical Center.

I would like to thank the Springfield Urban League WIC Pro-
gram for thinking of me as a participant in these hearings. I would
also like to say thank you to Congressman Durbin and his staff, for
letting me be a part of this today. Thank you for your time.

[End of Ms. Velazquez' statement.]
Just for your information, Karla was 6 pounds and 13 ounces.
[Prepared statement of Myriam Velazquez follows:]

1!9
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PREPARED STATEMENT OF MYRIAM VELAZQUEZ, SPRINGFIELD, IL

Good morning, my name is Meriam Velazquez, I am 20 years old and

currently living in Springfield with my new baby daughter, Jazzray

Karly Faychon Velazquez Karla was born on September 30th. Since

Karla was about a week earlt., I requested permission from my doctor

to come and test-fy toda,. I am sere to to-, tne -mportance

of prenatal care and Its' .rpact or the health of the infant.

I would like to talk about rL, personal s:tuat:on. I was 6 months

precnant 0.,er I was k.c4ed ,-7 cf m.. 1C.SE dJe -c t-a rrecnanci.

1 nad no orenatal care before oe_c sicKed and tier had no

insurance cr money for such care I applied fcr a medical card an June

in Ch-cago Nelcnts and :t was approved. At that t-ne I came

Sprincfield to a fr_end had a room fcr me Tne med_ca:

care was sent to Cn_cacc etc ^ts tner fort.aroec to Springfield :n

m: ,)-Jaly. It was at tr_s point I started _oosing fcr doctors through

the phone boos : ca'led ano,:t IC doctors and none woLld accept the

medical card. Nor could they tell me of other doctors that did take

tne medical card I f-na:., act thrcL.') tc :le 6:: Far./; P.:act:Ice

Center, they told me tney accepted the medical card but had a 65 person

waiting list. I told them that I was 7 months precnant, they sa.d

it was the best they could do, so I asked to be put on the waiting list.

A few days later, I we-: oacr tc tae tnone book and found a phone

number foz help :n find-no doctors. I was given a number for S.V

Memorial hedical Center That is hot. I not to Dr. Kauffman who

saw me the next cap tc;c: me that .t `a -e r,een better If
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I had seen a doctor earlier in T.J r:eanancy. He diaon) ed that I had

gestational diabetes and was anemic. I had to go back one time per

week for tests from the first visit on. I was elsu seeing Dr. Sandy

Eardly, a registered dietitian. She told me to call and get on the

WIC Program. I called the Springfield Urban League WIC Program and

with the referral from Sandy was on the program within two weeks.

I feel that prenatal care is so important because after receiving

such good care, I learned that complications could awe at any time

during my pregnancy that could effect me and my baby. I am so lucky

I did not have any p:oblems due to the good care I received from

everyone at Memorial Medical Center.

I would like to thank tne Springfield Urban League WIC Program for

thanking of me as a participant in these hearings. I would also like to

say thank you tc Co9cressmar n:s staff, for Iettinc me

be a part of this today. Thank you for your time.

21
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Chairman MILLER. Thank you very much for taking your time to
be a witness. I know that you are going to school so you may have
to leave just a little bit early and we certainly understand that. We
really appreciate you taking your time and your effort to be with
us this morning.

Dr. Turnock.

STATEMENT OF DR. BERNARD J. TURNOCK, M.D., DIRECTOR OF
PUBLIC HEALTH, STATE OF ILLINOIS

Dr. Tuittrocx. Thank you, Mr. Chairman, and members of the
Select Committee. My name is Dr. Bernard Turnock and I am di-
rector of the Illinois Department of Public Health, and I greatly
appreciate the opportunity to appear this morning on behalf of our
Governor, James R. Thompson, to describe Illinois' efforts to deal
with our unacceptably high levels of infant mortality.

Governor Thompson would personally like to have participated.
h_ has been very active in this effort, especially in the last few
years, and together with a bipartisan majority in the Illinois Gen-
eral Assembly, Illinois has put together in a truly timely manner a
variety of programs that have assumed what I believe to be a lead-
ership role in dealing with problems related to infant mortality
and teenage pregnancy.

I think this is evidenced by Governor Thompson's appointment
to the National Commission to Prevent Infant Mortality; his recent
participation as Chairman of the National Governors' Association
Task Force on Teen Pregnancy; and by the receipt by our Parents
Too Soon teen pregnancy prevention program, of a national award
from the Ford Foundation and the Kennedy School of Government
under their Innovations in Government Awards Program.

Within the last 21/2 years funds totaling over $130 million, in-
cluding almost $100 million in State General Revenue Funds have
been appropriated to deal with teen pregnancy and infant mortali-
ty. A program by program, breakdown regarding the programs and
the amounts included in those is among the materials that we pro-
vided to the committee staff.

I want to emphasize that these massive efforts could not have
been undertaken at a more critical point in time in the long histo-
ry of dealing with infant mortality here in the State of Illinois.
From about 1965 through the early 1980s Illinois has made signifi-
cant progress in closhig the gap that has existed between the na-
tional rates and the 11 litris rates and had virtually closed two-
thirds of that gap as of 1985. In 1986 we began to experience what
many other states across the country have seen and which in fact
is reflected in an analysis of the national figures, and that is a pla-
teauing-off of that reduction.

In 1986, for the first time in more than two decades, the infant
mortality rate for the State of Illinois actually increased slightly. It
increased from its low in 1985 of 11.6 infant deaths per 1,000 live
births to a figure of 12, which was the same as it had been in 1984.
Rather than seeing this as an increase or a trend in increasing
rates, I think all of us realistically see it as a plateauing-off of the
significant progress that has occurred, but it is certainly a signal
that we need to redouble our efforts in Illinois.
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We have attempted to redouble those efforts beginning in 1986
with the implementation of a program that is entitled "Families
With a Future," which is a statewide campaign to reduce infant
mortality rates across the State of Illinois but especially in those 27
areas of tL State that have the worst pregnancy outcomes.

I will not go into elaborate detail to describe that program. It in-
cludes a number of statewide elements that include expanded eligi-
bility for Public Assistance programs, expanded eligibility for WIC
programming through the establishment of a State supplemental
feeding program that would supplement the Federal funds that we
receive. It included expansion of the regionalized perinatal care
program through expanded grants to the regional networks. It in-
cluded additional Parents Too Soon, or teen pregnancy prevention
and adolescent parent support service programs that focused heavi-
ly on teens and their parents. And it also included very specific tar-
geted efforts in 27 community areas in which community networks
would be established to link into the medical care systems and the
regional perinatal care systems in ways in which communities
themselves would decide what their basic needs were and what
basic problems were present that would prevent their proper use of
and access to a variety of health services.

The focus of that particular program is on outreach, it is on com-
munity education, it is on case management, and it is on supple-
menting the health support services that are necessary within a
community for the health programs such as prenatal care and WIC
and regionalized perinatal care to be maximally effective.

As I said, that program began in early 1986, just as our rates
were beginning to plateau-out. We believe it represents an ap-
proach that will get us back on track.

A second program that, again, I will not describe in great detail
because we have provided significant detail in the briefing materi-
als, is our Teen Pregnancy Prevention and Adolescent Parent Sup-
port Services Program called Parents Too Soon.

This is a national model, the largest teen pregnancy program
that ail state has, anywhere in this country. It is one that has
been heavily involved in providing sere is es for teen parents as well
as providing pregnancy prevention services through community
based education, parent-teacher type conferences held across the
State, and a variety of other approaches.

Recently that program held what is the first statewide confer-
ence anywhere on male responsibility as a key component of our
future efforts to deal with teen pregnancy and adolescent parent-
hood.

Let me skip quickly to the end here.
In addition to Families With a Future and Parents Too Soon, we

have also placed additional emphasis on expansion of prenatal care
programs during the past 5 years, further development of the
State's perinatal network, family planning services, genetic screen-
ing, and other related services, all directed toward fighting our un-
acceptably high infant mortality rates.

Time does not permit me to describe all of these programs here.
The question of access to medical care for low income pregnant

women is an important and an emerging issue. I know that the Illi-
nois Public Aid Director Ed Duffy will be testifying specifically on
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aspects of that problem when the Committee meets this afternoon
in Chicago. I would like to point out, however, that as the payor
agency for medical care provided for the indigent in this State, the
Department of Public Aid has recognized that access barriers do
confront individuals seeking care and are taking steps to remedy
this problem. How far that Department can go is dependent at
least in part upon budget discussions before the Illinois General
Assembly in the next legislative session.

In conclusion I think that while we would agree that we in Illi-
nois have taken many st-zi.. in the fight to overcome our high
infant mortality rate and to reach the Surgeon General's goal of no
more than 9 infant deaths per 1,000 live births by the year 1990,
we have much, much more to do. We cannot afford to sit back com-
placently, and our Governor and our State agencies are committed
to continually reviewing and reevaluating the success of current
and evolving program efforts, and to take appropriate steps to
adjust those efforts as the results would dictate.

Thank you for this opportunity, I will await your questions at
the end of this panel.

[Prepared statement of Bernard Turnock, M.D., follows:]
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INFANT MORTALITY REDUCTION IN ILLINOIS:

AN OVERVIEW

Illinois is proud of the fact that Governor Jim Thompson, joined by a
bi-partisan majority of the Illinois General Assembly, has acted in a
timely manner, assuming a leadership role nationally. in promoting
innovative approaches to address the problem of high infant mortality.
These efforts have been recognized at the national leve' by Governor
Thompson's appointment by Congress to the National Commission to Prevent
Infant Mortality, his recent participation as chairman of the National
Governors' Association Task Force on Teen Pregnancy, and by the award of
$100,000 to our "Parents Too Soor" program by the Innovations Awards
Program sponsored by the Ford Foundation and Harvard University's John F.
Kennedy School of Government

Funds totaling over $132 million, including some $95.8 million in
State generil revenue dollars, have been appropriated over the 30-month
period beginning January 1, 1986 for the reduction of infant mortality in
Illinois. A program-by-program, year-by-year breakdown of this funding
is included in Table I. These massive efforts undertaken under Governor
Thompson's leadership could not have been implemented at a more critical
point in this state's war avinst infant deaths.

In the Spring of 1985, Governor Thompson asked newly-appointed Public

Health Director Dr. Bernard Turnock to prepare a plan for reducing infant
mortality in Illinois to meet the U.S. Surgeon General's goal of no more
than 9 deaths per 1,000 live births, to be achieved by 1990. In 1985,
Illinois' infant mortality rate was 11.6 deaths per 1,000 ''ve births.
This rate represented an all-time low for Illinois, following a steady,
20-year decline in our rate of infant deaths. While recognizing that
progress had been made, Governor Thompson knew that more needed to be
done.

Just as the State's comprehensive, new battle plan was brought
on-line, the State's infant mortality rate actually rose 4/10ths of a
percent to a level of 12 deaths per 1,000 live births. This alarming
reversal, it was soon learned, reflected trends seen recently in other
states. The Children's Defense Fund and others have projected that 20 or
more states will fail to meet the national goal without innovative and
expanded efforts directed toward the reduction of infant mortality.
Illinois must accomplish a 257. reduction in its infant death rate to
reach the Surgeon General's goal

Much has been said and written about the relationship of low birth
weight to infant death Regrettably, Illinois has found this link to be
a significant contributor to its infant mortality rate( The percent of
low birth weight infants in Illinois exceeds the national rate. Recent
studies have shown a number of factors to be associated with the
Inc' _ice of low birth weight Among these are certain maternal
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diseases; prior history of poor reproductive outcomes; pre-pregnancy
weight; race; and age Additionally, social factors such as ooverty and
one-parent families have been shown to place women at higher risk for low
birth weight infants These same studies have shown that early,
consistent and comprehensive prenatal care can reduce the incidence of
low birth weight infants in the at-risk population, thereby helping to
lower the infant mortality rate

Examination of data available for the State of Illinois in recent
years has demonstrated that the infant mortality rates for births to
women receiving inadequate or no prenatal care were more than four times
the rate of births to women receiving adequate prenatal care Similarly,
the proportion of babies born at low birth weight to mothers that receive
no prenatal care was more than three times that of low birth weight
infants horn to mothers whose care began in the first trimester of
pregnancy.

FAMILIES WITH A FUTURE

Illinois' newest initiative in addressing its infant mortality
problem is the "Families With a Future" program (Appendix A). This model
program, which serves; 22,500 clients in FY 1987, is designed to ensure
both quality and continuity of care to individuals and to stimulate both
public and private agencies to work cooperatively to reduce infant
mortality. At the State government level, six agencies of State
government have joined forces to provide the following new programs and
services:

1. Medical services are now available for all Public Aid-eligible
pregnant women who, for financial reasons, would not otherwise
receive prenatal care (Payments for prenatal care were not
previously available for women who were not eligible for "Aid to
Families with Dependent Children ")

2. Aid to families with dependent children (AFDC) is provided
during the third trimester to pregnant women having no dependent
child.

3. Perinatal systems management grants have been expanded.

4. Statewide marketing efforts have been designed to reach the high
risk target population.

5. "Parents Too Soon" teen leadership conferences, which have
served over 15,000 teens and their parents, are now held
throughout the state

6. Adolescent health promotion programs have been instituted in

schools.
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7 A new adverse pregnancy outcome report'.ig system (APORS) has
been initiated

8 Infant day care services have been made available in targeted
areas of the state through the Department of Children and Family
services.

9. The Illinois State Board of Education has Implemented pilot
projects in four alternative schools to increase calories and
nutrients in the diets of pregnant students.

10. The Women, Infants, and Children Supplemental Food program cWIC)
has been expanded to serve over 12,000 new cases in the targeted
areas. Some 56 million in state general revenues have been
committed to this expansion.

11. Two new projects have been implemented in Chicago by the
Department of Alcoholism and Substance Abuse to provide services
to substance abusing pregnant women.

The second component of the Families With a Future program is a
"targeted network" approach encompassing 27 high risk areas. An
extensive array of 19 different medical and social services are available
through each local network to carry out each client's care plan. This
effort recognizes that meeting needs such as tramportation, temporary
housing and job training maw be as important in improving the outcome of
pregnancy as the traditional preventive services such as prenatal care,
home follow-up oy nurses, and family planning. The 16 networks which
have been established to serve the targeted areas include more than 170
local participating agencies.

Finally, a statewide marketing campaign has been implemented,
including the development of television public service announcements;
graphics for use by local networks in reaching their target population,
billboards, bus cards and posters advertising program services, and a
statewide referral hotl'ne.

PARENTS TOO SOON

Another weapon in Illinois arsenal of programs addressing the problem
of infant mortality is the Parents Too Soon (PTS) program (Appendix B).
Parents Too Soon is the nation's first coordinated statewide assault on
the complex problem of teen pregnancy. This program is the recipient of
the prestigious "Innovation" award by Harvard University and the Ford
Foundation.

This innovative, multi-faceted initiative, begun by Governor Thompson
in 1983, is designed to reduce teenage pregnancy and to mitigate its
negative consequences. health risks to mothers and infants, high rates
of infant mortality, economic dependency, interrupted education, and
premature parenting.

2 9
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Illinois' commitment of over S13 5 million in taxpayers' dollars
during fiscal year 1988 makes this the most generously supported state
program of its kind in the United States

Parents Too Soon funds three comprehensive health, social services,
and education demonstration projects, as well as 22 family planning
programs, 26 prenatal programs, and 27 parent-support programs.

Two major programs within Parents Too Soon are designed to equip
teenage mothers on welfare with jobs skills necessary to leave public
dependency and establish financial self-sufficiency. This year. through
a grant from the Illinois State Board of Eduratieon, Parents Too Soon is
designing model programs for meeting the special needs of school-age
parents.

During the past two years, Illinois has greatly expanded its Parents
Too Soon teenage pregnancy prevention activities Also funded are
conferences designed to help teens develop the decision-making skills
necess -- to take control of their lives, demonstration projects to
improv, .een's communication with their parents, four locally-controlled,
comnrehensive, school-based health clinics which provi "e comprehensive
health services to teens (with their parents approval), .ograms targeted
at our highest-risk junior high populations, assistance in developing six
community coalitions, and providing technical assistance to local groups
wanting to start male responsibility programs. Special attention has
been given to the development of these important male-involvement
programs; one member of the Department's staff devotes full-time to this
effort. Further, the Department has been quite successful in seeking and
obtaining the enthusiastic cooperation of local cs,mmunity churches in its
prevention programs.

The centerpiece of our prevention programming is our statewide media
campaign, "Speaking for Ourselves," in which teens themselves deliver the
"bad-news" message of what it means personally to have become a parent
too soon. This campaign consists of radio and TV public service
announcements, posters and billboards. Another aspect of the media
campaign is a song writing contest which attracted over 130 entries by
teens. The winning song, entitled "Too Fast", urges teens to stop and
think about the future before becoming sexually active.

PTS also operates a highly publicized statewide, toll-free telephone
hotline. The hotline received more than 25,000 calls during its first
two years of operation. Teens themselves, their parents, or others
concerned about young people, call the hotline and are referred to
services within their own communities

In short, we believe that the solution to the teen pregnancy problem
requires the mobilization and cooperation of manyy segments of Illinois
citizenry: the public and private sectors, health and social service
providers, educators, parents and families, churches, politicians and the
youth themselves who must learn to take control of their lives.
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PRENATAL HEALTH CARE

The Illinois Department of Public Health nas funded prenatal services
(Appendix C) in Chicago since 1964 and on a limited basis in the
downstate area since 1980 Despite these efforts, there remain about
8,000 women per year delivering infants after receiving little or no
prenatal care Before expanding its efforts in this area, it was
critical for the Department to aiscover the underlying reasons why women
were receiving inadequate prenatal care

Anecdotal reports from the currently funded projects suggested that
the reasons for inadequate utilization of prenatal care were varied and
would require individualized approaches within communities depending on
the problems identified

Survey results suggest that women know prenatal and well child care
are important but need assistance in accessing these services. The
Families with a Future Hotline is designed to help families locate the
services they need Those living in the target areas will be linked with
case management systems. Directories of MCH services are being
disseminated to consumers and providers statewide. MCH materials have
been made available for distribution to consumers at local Developmental
Disabilities Prevention Fairs in conjunction with Families with a Future
activities. These two activities should facilitate consumer knowledge of
and access to services statewide.

With this in mind, ten Prenatal Care Projects were begun in Illinois
by the Department of Public Health in 1981 with State General Revenue
Funds. These grants were expanded to thirty in 1983 as part of the
Parents Too Soon Initiative with Title V MCH funding and to 48 agencies
in FY88 in conjunction with the Families with 3 Future program. These
projects provide comprehensive prenatal services including
prenatal/postnatal health care with linkages for delivery; social
services; nutrition services, health education; outreach and follow-up
services.

PERINATAL HEALTH CARE

Beginning in January, 1975, in compliance with Public Act 78-557 (an
Act relating to the prevention of developmental disabilities), the
Illinois Department of Public Health established a statewide regionalized
perinatal health care system (Appendix D) to provide care to high-risk
mothers and newborns. Comprising this system are ten regional perinatal
networks. These networks include one or more designated Perinatal
Centers.

As a part of the Infant Mortality Reduction Initiative, Families with

a Future, the Illinois Department of Public Health has expanded grants
for each of the ten regional perinatal networks to help support the
development and/or expansion of nondirect patient care services designed
to:
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a) Place greater emphasis on early identification of high-risk
pregnancies through better coordinat,on with providers of
preconceptional/perinatal care services,

b) further the development of consultation, referral,
communication and transfer mechanisms,

c) support outreach, education and evaluation efforts, and

d) improve coordination of follow-up activities to track
high-risk families after discharge

GENETIC DISEASES PROGRAM

Newborn screening services have been required in Illinois since 1966
(Appendix E). Initially, testing was performed on all babies for
phenylketonuria (PKU) In 1979, Illinois expanded the mandate to include
hypothyroidism, in 1984 galactosemia, in 1986 biotinidase deficiency, and
in 1987 congenital adrenal hyperplasia was initiated.

In 1983, a statewide network of six centers providing genetic
counseling and testing services was established. The goals of this
network are to provide diagnostic, counseling, treatment and follow-up
services to patients with a genetic disorder and their families, and to
educate health care professionals and the public about genetics.
Follow-up cart and treatment services are provided to children identified
through newborn screening in order to maximize their potential for
developing noroally and to any individual or family in need of these
services This network has expanded each year and presently 10 awards
have been granted to continue these services.

In 1986, 78 children were identified, with this number certain to
increase as the program expands. Nearly 2000 individuals and families
have benefited from support services such as counseling and follow-up
care and over 11,000 individuals have been -0ached through educational
activities.

FAMILY PLANNING

The Family Planning Services program (Appendix F) has been
administered by the Illinois Department of Public Health, since July 1,
1983. Funding sources currently include Title V, Title X, Title XX, and
state general revenue. Awards are made to 67 public or private
not-for-profit entities which provide comprehensive family planning
services medical, social, educational and referral services designed to
allow clients to voluntarily determine the number and spacing of their
children.

During FY86, The Family Planning Services program met approximately
21 percent of the need in Illinois providing services to 151,953
individuals.

2
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APPENDIX A

FAMILIES WITH A FUTURE THE STATEWIDE INFANT MORTALITY
REDUCTION INITIATIVE IN ILLINOIS

The Infant Mortality Reduction Initiative, Families with a Future.
was conceived to enable Illinois to achieve the national goal set by the
Surgeon General of no more than 9 infant deaths per 1,000 live births by
1990. The program is designed to ensure both quality of care and
continuity of care to individuals entering service networks and to
stimulate both private and public agencies to work cooperatively to
reduce infant mortality

The Plan

The program Plan defines a dual approach for reducing infant

mortality

The first is a statewide approach which involves the cooperation of
six departments of state government, making available the following new
programs and services:

1 Medical services are available for .11 Public Ail eligible
pregnant women who, for financial reasons, would nr,t otherwise
receive prenatal care. (Payments for prenatal care had not been
available for women who were not dligible for "Aid to Families
with Dependent Children.")

2. Aid to families with dependent children (AFDC) is provided
during the third trimester to pregnant women having no dependent
child.

3 Expanded perinatal systems management grants

4 Statewide marketing efforts des gned to reach the high risk
target population

5. "Parents Tric Soon" teen leadership conferences

6. Adolescent health promotion programs in schools.

7. Adverse pregnancy outcome reporting system (APORS)

The second is a targeted network approach serving the 27 target

areas These target areas are Included within the following seven

service areas

1. City of Chicago (19 community areas)

2 South Suburban Cook County (3 target areas)

3. Kankakee County

4 Vermilion County
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5 Macon County

6 East Side Health District in St Clair County

7. Southern Seven Counties of Illinois

Effective January 1, 1986 the Illinois Department of Public Health
funded the health departments in the seven service areas to serve as
the lead agencies in planning, systems development and in establishing
service networks Lead agencies are required to establish a community
based advisory committP0 et consumers and providers and to establish
networks of providers which offer all services needed for comprehensive
care to high risk infants and pregnant women and women at risk of
becoming pregnant

Providers are required to develop working memoranda of
understanding with all other providers in the network to assure
continuity of care for all individuals served in the network. The
cornerstone of the Program is case management and continuity of care
for all clients served by a network. The working memoranda of
agreement among network providers must detail how, and under what
circumstances, referrals will be made and how services will be
delivered.

The following services are required

I Outreach, case finding, and identification of high risk
populations.

2. Comprehensive family planning services for women and men,
including adolescents.

3. Preconceptional risk identification and counseling

4 Free publicized pregnancy testing and counseling.

5. Comprehensive prenatal services with clearly defined linkages
for delivery.

6 Well services, Early and Periodic Screening, Diagnosis.
and Treatmont (EPSDT)

7 Nutrition counseling and food supplementation

8. Health education

9. At risk and high risk infant and maternal follow-up including
home visits.

10. Prenatal home visits

11 Infant and child lay care

12. Transportation to required services where applicable

8 1-0 31 0 - 88 - 2

e",
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13. Emergency and non - emergency housing.

14. Birth to age 3 early intervention programs

15. Substance abuse programs

16. Psychosocial colnseling and fame y support services.

17. Injury prevention.

13. Environmental protection.

19. Job training and employment services.

Networks are encouraged to enlist the participation locally of the
following programs:

Head Start

Prenatal

Parenting

Parents Too Soon (adolescent health services)

Family Planning

Public Aid

Other Welfare offices

WIC/Commodity Supplemental Food Program (CSFP)

SIDS

Day care providers

Child and family service providers

Genetic screening and cmnseling

Mental health centers

Schools

Substance abuse

Hospitals including Level III nospitals having letters of
agreement with community hospitals

Community health centers

Job training and employment
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Birth to age 3 early intervention procrams

Health department(s)

Housing

lc is required that each network application provide assurance that
existing pr,!rams Pe an integral part of the network This approacn is
designed to avoid duplication of services, and minimize administrative
costs.

The importance of the involvement of the regional perinatal
networks in planning for network services and their close cooperation
with providers of prenatal care, interconceptional care, and home
follow-up by public health nurses has been emphasized

Network Implementation

The Program provided lead agencies a model "Request foi Proposals"
to be used in attracting network providers. Each lead agency conducted
bidders conferences to describe the Program including network
responsibilities. Deadlines were establ4shed for submission of
applications.

In Chicago because of the large number of target areas (19) the
formation of community networks was facilitated at a bidder's
conference and technical assistance meetings by breakout sessions which
grouped community areas into "suggested" networks.

Six of the ten Chicago networks consist of a single community
area. Four networks are comprised of two or more community areas.

Each network has identified a Community Network Coordinating Entity
(CNCE) whict, receives and allocates funding for network services.

By June 30. 1985 the five downstate networks, one network in south
suburban Cook County. and all 10 Chicago networks had been funded.

Allocation of Funds

A formula for allocation of network funds is required by the Infant
Mortality ReduLt;zn Act. The formula considers, for each of the
targeted areas, three years of data (1982 through 1984) on the
following eleven factors related to high infant mortality:

1. number of infant deaths
2. number of live births
3. infant mortality rate
4. teen pregnancy rate
5. fertility rate
6. illegitimacy rate
7. inadequate prenatal care rate
8. liw birth weight rate
9. excess death rate
10. per capita income
11. number of women 15-44
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Reporting and Evaluation

The evaluation plan for the Families with a Future Program will
address implementation. Impact, and outcome. During the first year.
evaluation centered on the nature and extent of implementation. The
first year's evaluation process consisted of comparing the list of
required services with structured abstracts of each network's
activities and site visit findings

In FY88, the Illinois Department of Public Health will begin co
evaluate the impact of the Families with a Future Program. Networks
were involved during the first year of the Program in establishing
process objectives for FY88 which serve as the basis of a uniform
statewide performance assessment tool.

Network providers prepared process objectives for their individual
proje-ts in light of the initiatives' outcome objectives.
Representatives of the networks rated each objective for importance in
achieving the objective of 9 infant deaths per 1,000 live births by
1990. Importance scores were weighted by the panelist's subjective
rating of their own confidence in their opinion as a means of
compensating for varying expertise in MCH issues. The process was
expedited by the use of a personal computer on site; three Delphi
rounds were completed in one and one-half days. Selected objectives
are being used by the networks to direct program activities as well as
by IDPH program administrators to identify the reporting criteria
currently used to assess network performance.

Existing reporting systems have "een used to minimize additional
reporting. Each network has purchased a personal computer system.
This system will be used to gather and store client and case management
data. Client data r:ported by networks will be used to evaluate the
FY88 performance of individual networks as well as the entire Program.

Illinois is currently implementing a statewide "Public Health
Information Network." providing a microcomputer to each local health
department to ensure rapid communication between and among local health
departments and the Central Office. This system will be used to
facilitate transmission, reporting and analysis of FWF data at the
state level.

Lead Agency and Network Development

During the past veer le;J agencit. tworks have evaluated
their personnel needs and have made .1 changes. The Chicago
Department of Health has doubled its staff. Other lead agencies and
many networks have changed the nature of their staffs, moving from a
development mode into an operations posture.

Service areas have been expanded in two areas. The Chicago
Department of Health, utilizing Community Development Block Grant funds
added three community areas to the original 19 city target community
areas. The Cook County Department of Health added two communities to
Its FNF service area.
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Several Chicago networks, after initially targeting services to
teens, have found that women over 20 years of age in their area were
the major contributors to infant mortality These networks have.
during the past year, changed the focus of their program from teens to
the over 20 year old woman

Looking to the Future

We are now entering the second full year of funding of the
Program. FY88 funding allocations are based upon updated information
(1983, 1984, and 1985) As we enter the second year, we are continuing
to rely on the leadership of the seven lead agencies originally charged
with administration of 16 networks of services. These networks
encompass and fund the service of 170 provider agencies.

The responsibility for development of the 10 community networks in
Chicago during FY87 was carried jointly by the IDPH with the Chicago
Department of Health because of the number of affected areas and need
to organize local agencies and generate community support. A
significant change for FY88 will be the full assumption of Lead Agency
responsibilities by the Chicago Department of Health.

FY88 priorities include.

1. Establish a data reporting system for program evaluation.

2. Redirection of marketing activities focusing on local programs.

3. Provision of technical assistance on the following subjects:

a. Case management
b. Linkage agreements
c. Needs assessments (prioritize allocation of funds locally)
d. Data system

4. Staffing the perinatal steering committees

5. Appointment of the Infant Mortality Advisory Board.

6. Interagency coordination.

7. Participation in the drug abuse in pregnancy seminar
(September, 1987).

8. Develop linkages with the Department of Commerce and Community
Affairs which will result in expanded employment opportunities
in targeted areas.

A long range objective of this program is to demonstrate the
applicability of the Families with a Future model in reducing infant
mortality.
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APPENDIX 8

PARENTS TOO SOON

Problem and Approach

Parents Too Soon is the nation's first coordinated statewide assault on
the complex problem of children having children

This innovative, multi-faceted initiative, mandated in 1983 by Illinois
Governor James R Thompson. is designed to reduce teenage pregnancy and to
mitigate its negative consequences. health risks to mothers and infants, high
rates of infant mortality, economic dependency, interrupted education, and
premature parenting.

Parents Too Soon is a national model, and Illinois' commitment of $12
million in taxpayers' dollars during fiscal year 1987 makes this the most
generously supported state program of its kind in the United States

Parents Too Soon coordinates and sponsors more than 125 community-based
projects. A key to the program's success is the principle of real partnership
with local citizens, who design programs to meet the unique needs of their own
communities. Initiative-funded programs can be found in county public health
centers, hos,iitals, public schools, church-affiliated service centers, and in
social service and mental health agencies.

The initiative addresses the needs of both males and females between the
ages of 10 and 20. Participants may be teen parents, prevent girls, or teens
at risk of too-early parenthood. In the past fiscal year, more than 31,000
teens were reached with direct services.

At first, Parents Too Soon provided mostly medical and social services to
pregnant and parenting teens. In the past year, the initiative has
concentrated wi primary prevention.

And we're seeing a difference. We can see already a marked improvement in
the health and outlook of our initiati,e's teen-parent families. We are
seeing fewer repeat pregnancies. Birth weights of program participants'
babies are higher than tieir cow unity averages More are completing their
educations and training trogram. More are finning work and ending welfare
dependency. Their infant_ A-e healthier, more verbal, and more curious than
the children of non-participants in similar environments.

Our prevention programs are succeeding too. We have seen an 18-percent
decrease in births to Illinois teens aged 15 -to-l9, over the past five years.

The problem is bigger than teenagers, but so is the program Last year,
in addition to more than 117,000 teens, thousands of their parents, teachers
and other citizens participated in Parents Too Soon education programs -- in
the inner cities, in the suburbs, in rural towns. Expanded primary prevention
efforts brought to television viewers, radio listeners, and public transit
riders a media campaign of real teens speaking frankly about the harsh
realities of having become "parents too soon'. Locally controlled and
community-approved school-based clinics have been started in East St. Louis,
Kankakee and two in Chicago And we have also developed teenage
male-involvement programs

r)n.10
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The solution to the problem has required the mobilization and cooperation
of every segment of society in Illinois the public and private sectors,
health and social service providers, educators, parents and families,
churches, politicians, and the youth themselves, who must learn to take
control of their lives

The Parents Too Soon initiative has brought the problems of teenage
pregnancy and Parenting to the attention of our people, and hes challenged
them to commit their efforts, their creativity, and their taxes to solving
those problems. The people of the State of Illinois are responding It works

A unique interagency collaboration has been established to oversee this
initiative, which was conceivel in Governor Thompson's office. Three state
agencies -- the Departments of Public Health. Public Aid and Children and
Family Services have forged an extraordinary working relationship.

Instead of a single 1--d agency, each of the three departments assumes a
portion of the program's responsibilities. All three agencies share in its
management. Parents Too Soon has a single, unified budget, which is developed
and presented to the General Assembly jointly by all three department
directors

Program staff is allocated among the departments, under a single overall
program coordinator. Program staff meet quarterly with the three directors,
who rotate the chairmanship of this management group

This joint-oversight approach extends to the community level.
Collaboration among local agencies is required. In order to receive Parents
Too Soon funding, locai agencies must provide letters of agreement with
related youth-serving agencies in their communities. They must agree to
formally refer participants among themselves, and they are strongly encouraged
to collaboratively plan activities.

Goals

To help provide realistic hopes for a better future for parents and
infants who are both children, the Illinois Parents Too Soon initiative has
adopted three major goals that are intended to be met through prevention and
treatment services.

1) Reduce the incidence of teenage pregnancy,
2) Reduce the health risks associated with adolescent pregnancy,

especially the rate of infant mortality, and
3) Improve the teen parents' ability to cope with the responsibilities of

parenthood.

Target Population

Parents Too Soon services are directed toward males and females, ages
10-to-20.

Illinois' average teen mother is 15 5 years old. Some 150,000 infants and
pre-schoolers live with their teen moms, two-thirds of whom are high school
dropouts two-thirds of whom are unmarried (Half of all women currently
receiving AFDC in Illinois were born to unwed teen mothers).
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The program operates a hignly publicized statewide, toll-free telephonehotline The hotline received more than 25,000 calls during its first twoyears of operation Teens theme ves, their parents, or others concerned
about young people call the hotline and are -ferred to services within their
own communities.

Local programs make Parents Too Soon services 'vailable in about 75percent of Illinois' 102 counties and in ill its areas of high population
density Service sites were selected after extensive demographic analysis and
are concentrated in communities with high rates of teen pregnancy, infan
mortality, and unemployment

Funded community service programs also conduct their own locally designed
outreach programs. In the last fiscal year, approximately 24 percent of all
adolescents who gave birth in Illinois received their prenatal care through
Parents Too Soon programs The 117,000 young people who received educational
services that same year through Parents Too Soon represent about 13 percent of
Illinois' total adolescent population

Principal Activities

Parents Too Soon has organized and mobilized a wide variety of both
treatment and prevention orograms through collaborative efforts of the health,
social services and educational/vocational sectors at both the state and local
levels.

Three comprehensive demonstration projects provide health, social, and
educational services. We fund 22 family-planning programs, 26 prenatal
programs, and 27 parent-support programs.

Two major programs are designed to equip teenage mothers on welfare with
the jobs skills necessary to leave public drpendency and to establishfinancial self-sufficiency. this year, through a grant from the Illinois
State Board of Education, Parents Too Soon is designing model programs for
meeting the special needs of school-age parents.

During the past two years, the initiative has expanded teenage pregnancy
prevention activities. Among these programs are four school-based clinics,
which are locally controlled and which provide services to teens with their
parents' approval We have put on 37 locally run conferences, designed to
help teens develop the decision-making skills necessary to take control oftheir lives. We have conducted 9 demonstration projects to improve teens'
communicatiun with their parents, 17 programs targeted at our highest-risk
junior high populations, and helped create six community coalitions Onestaff member works exclusively in providing technical assistance to local
groups wanting to start male 'esponsibility programs. Further, the Department
has been quite successfu, seeking and obtaining the enthusiastic
cooperation of local community churches in its prevention programs.

The centerpiece of our prevention programming is our statewide media
campaign -- "Speaking for Ourselves" -- in which teens themselves deliver the
"bad-news" message of what it means personally to have become a parent toosoon. This c,mpaign consists of radio and TV public service announcements,
posters and billboards. The other aspect of the media campaign is a
song-writing contest which solicited over 130 entries by teens. The winning
song entitled "Too Fast" urges teens to stop and think about the future.

41
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Role and Reporting Relationships of Participating Agencies

Strong leadership and personal involvement by Governor James R Thompson
-- in whose office the idea of the Pare.ts Too Soon initiative was developed
-- has led to an effective and unique interagency cooperative organization (as
described in section 2 above) Policy is set and directed by an interagency
"triumvirate" of the directors of the Departments of Public Health. Public
Aid, and Children and Family Services

Every two months, there are program staff meetings among all the state
agencies involved in the initiative, which, in addition to the three
departments mentioned above, include the Illinois Departments of Commerce
and Community Affairs, Alcoholism and Substance Abuse, Mental Health and
Developmental Disabilities. Employment Security, the State Board of Education,
the Governor's Planning Council on Developmental Disabilities, and the
Division of Services for Crippled Children.

An interesting aspect of the Parents Too Soon organization is its
public-private partnership with the Ounce of Prevention Fund All of the
services funded through the Department of Children and Family Services are
administered by the Ounce of Prevention Fund The "Ounce" was begun in 1982
by Irving Harris of the Pittway Corporation Charitable Foundation and the
Department of Children and Family Services to promote healthy family
functioning. With the advent of Parents Too Soon, they were ti obvious
linkage to parenting programming and to cooperation with the private sector.
The partnership with the "Ounce" has evolved into further collaboration with
private foundations in the funding of our school-based clinics.

Funding

The Parents Te- -Jon FY'88 budget is $13 5 million. Funding is from a
combination of Federal block grants and State General Revenue dollars
Additionally, there a.a private foundation funds and significant private
donations that are not reflected in the $13 5 mil'ion appropriated by the
General Assembly

From year to year this funding rormula has ,. -aged One of the advantages
to the interagency collaboration is that the -ding mix can be more
flexible. For instance. in a year when MCH dollars were meager, a greater
portion of the budget was funded through the SSBG As the SSBG available
dollars dwindle each year, more State dollars are being put into the formula.
In FY88 Parents Too Soon will request nearly $7 million in State General
Revenue funds

Private foundation funding comes through the Ounce of Prevention Fund
Nearly $500,000 of Pittway Corporation Charitable Foundation and Harris
Foundation funds help to run tho operation of the "Ounce" In addition,
$300,000 has been raised by the "Ounce" to help finance two of the
school-based clinics in Chicago
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This year for the first time, Parents Too Soon has realized significant
in-kind donations The media campaign "Speaking for Ourselves" has received
over $100,000 In .onated billboard space statewide, not to mention the public
service air time broadcasters have donated At Christmas time over $30,000 in
toys were donated to the children cf participants in the welfare-to-work
program.

Program Development and Implementation

Illinois' teen pregnancy initiative emerged incrementally, until it
coalesced into the Parents Too Soon program that was launched from Governor
Thompson's office in 1983 The program has subsequently served as the
organizational model for Illinois' Infant Mortality Reduction Initiative.

In 1980. the Coalition of Women Legislators held hearings around the State
on adolescent pregnancy and subsequently passed legislation calling for a Task
Force on Adolescent Parent Support Services. The Task Force, composed of
public and private members, issued a report in 1982 calling forth 40
recommendations for comprehensive programing. The pl'n became the basis for
Parents Too Soon.

In 1982. the Ounce of Prevention Fund was formed as a public/private
partnership between the Department of Children and Family Services and Irving
Harris of the Pittway Corporation Charitable Foundation. Their charge was to
prevent child abuse and neglect and promote healthy family function1 ' Most
of their early program participants were teenage mothers.

Also in 1982, the Department of Public Aid and the Children's Policy
Research Group at the University of Chicago released a study of 2,000 teen
welfare mothers that indicated the need for a program of support.

In 1983 the Governor's Task Force on Children and the Governor's Human
Services Sub-Cabinet recommended a program such as Parents Too Soon. When in
April Federal Jobs 8111 funds became available, the dec slon was made by
Governor Thompson to use a portion of these new dollars to launch a
coordinated. s.atewide teen pregnancy initiative called Parents Too Soon.

Milestones in Program or Policy Development and Implementation

1982 -- The Report of the Task Force on Adolescent Support Services was
Issued. This report provided the basic plan for Parents Too Soon.

1982 -- The Ounce of Prevention Fund was begun. This public/private
partnership would become a key contractor for Parents Too Soon.

1983 -- Emergency Jobs 8111 funding was authorized by Congress. This sudden
influx of dollars into states enabled Illinois to fund the plan issued
the previous year by the Task Force.

1983 -- Parents Too Soon was launched by Governor James R. Thompson.

1984 -- All programs were fu"y operational.
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1985 -- Decision was made by "Triumvirate" that all program expansion would
henceforth be in the area of primary prevention.

1986 -- For the first time State General Revenue dollars were appropriated to
1,,rents Too Soon

1987 -- Governor Thompson chair; the National Governor's Association Task
Force on Teen Pregnancy in recognition of Illinois' leadership in this
area.

Individuals and Organizations Involved in Program Development,
Implementation and Operation

The Department of Children and Family Services (DCFS) selected the Ounce
of Prevention Fund to administer its portion of the Parents Too Soon
initiative The "Ounce". a public/private partnership between DCFS and the
Pittway Corporation Charitable Foundation, was established in 1982 to help
prevent the cumulative family problems that can result in child abuse and
neglect, infant mortality, delayed development in children, and repeated
cycles of teenage pregnancy and parenthood. The "Ounce" develops, monitors,
and evaluates projects designed to address these problems, conducts research
to aid in identifying causes and potential solutions, and provides training
and technical assistance to enable community organizations such as cht'rches,
social services agencies, health clinics, and other organizations to carry out
prevention programs

In 1984, the Ounce of Prevention Fund's 28 programs offered social,
recreational, educational, parent/child, health-related, and employment
related services designed specifically for pregnant and parenting adolescents.

In FY86, thirteen new primary prevention programs were added to the list
of sites which were currently providing on-going services for pregnant and
parenting teens. This expansion was implemented to enhance communication
between parents and teens on issues of sexuality and decision making and to
provide activities for teens that are positive alternatives to early
parenthood.

In FY86 also, Parents Too Soon received a grant from the State Board of
Education under the Carl Perkins Vocational Act, to develca model programs to
demonstrate effective methods of reaching, educating and training single
teenage parents ar employment

Supporters and :ritics of the Program

The Parents Too Soon initiative had operated from the outset under the
strong leadership and personal involvement Governor Thompson, a
Republican And, from the outet. the initiative has received the strong and
consistent backing of the Gte;'al Assrmbly, controlled by Democrats. It's
unanimous. We are united i our de,'-e tc rec"ce teen pregnancy and its
negative impacts.

However, with the start-up of school-based clinics during the past year,
there has been some pointed opposition from conservative religious and civic

5
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organizations. This opposition Insists that there can be but a single thrust
in teen pregnancy prevention -- that abstinence is the only moral approach to
prevention.

Governor Thompson has stated that abstinence, self-control and sound
decision-making must be taught our youth, but that in our pluralistic society
the use of contraceptives does not always present a moral issue. He also
points out that access to these locally developed and controlled school-based
clinics is limited to youths who have received prior written consent from
their parents.

Obstacles

Building cooperative working relationships at the local level is the most
significant obstacle encountered in the p-ogram. "Turfism" will not be
overcome overnight, nor in the space of a few short years. In many areas of
the State, progress has been made in collaboration between youth serving
agencies, but much work yet remains.

Because the needs of teen parents and youth at risk of early parenthood
are ma-y. agencies must work cooperatively to ensure P continuum of services
for these young people. That continuum has traditionally been absent due both
to issues of turf and structural obstacles handed down from State and Federal
funders. The Parents Too Soon initiative has taken steps to overcome both
issues of turf and structure.

All local contractin- agencies are required to provide letters of
agreement with other youtn serving agencies in their ccimunity before they
will be funded. A statewide referral form is in use with all funded agencies
that allows for better tracking and follow-up. With an increase in the
prevention focus of the initiative. the State funders have encouraged local
agencies to draw up plans for coordinated delivery of community education
programs. In a growing number of areas, we have required a coordinated
application as a requirement for runding of prevention dollars.

We have also taken steps 0 overcome the obstacles raised by State
policies. For instance, at the outset of the initiative the Department of
Public Aid identified a Parents Too Soon liaiso In each of their offices so
that a teenager seeking the cervices of the welfare department could cut
through the red tape which sometimes occurs in the process of applying for
welfare. Thus, she could gain access to medical benefits sooner.

Measures for Evaluating Program Success

Three demonstration projects in the state offer comprehensive services to
teens. Success is evaluated by measuring : I) low birth weight. 2) infant
mortality, 3) repeat pregnancies.

LOW BIRTH HEIGHT: During 1985, 8.3% of the infants born at Mile Square
Heath Project were low birth weight as compared to the community rate of
14.3X (for teens). During 1986, the project had a 9% low birth weight
percentage. The project at ainnebago County Health Department
demonstrated a it low birth weight percentage as compared to 8.8% for
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births to teens in the county During 1986, this project's low birth
weight percentage was 7 567. For the project at the Southern Seven Health
Department during 1985, 13 37. ')f the infants born were low birth weight
compared to 13 6% for the seven county area During 1986. they
demonstrated an impressive 8 87. low birth weight percentage. (State
statistics are unavailable for 1986 at this time.)

INFANT MORTALITY The reduction in the incidence of infant mortality
among program participants was equally impressive During 1985 at Mile
Square there was one infant death in the 312 births to teens. For the
over-all community from which Mile Square participants c.me there were 26
infant deaths among the 1058 teen births not receiving care at Mile
Square. In Winnebago Count" there were 2 infant deaths from the 399 teen
births treated at the project compared with 5 among the 103 not utilizing
the program. Southern Seven had no infant deaths among its 120 teen
births while there were 3 among the 57 births not utilizing the program.
During 1986, the project at Mile Square had 7 infant deaths (twins), the
project at Winnebago had 1 infant death and the project at Southern Seven
Health Department had O. (State statistics are unavailable for 1986 at
this time.)

REPEAT PREGNANCIES: Throughout Illinois. about one out of every three
teen births is a repeat birth. At Mile Square less than 7% of the
participants had a repeat birth from July 1984 to March 1986. At the
Southern Seven project, the repeat births have teen a remarkable 2% in
1985 and 1986.

Replication of the Parents Too Soon Model

Tne interagency model described in above has already been used by other
states. In 1985 Illinois acted as advisor to a teen pregnancy program
development process initiated by the Council of State Planning Agencies.
Other states participating included New Mexico, Pennsylvania. Colorado,
Florida and New Hampshire.

Individual program components already shared with other states include our
Hotline which has been used as a model by Pennsylvania and Colorado; our 1986
media campaign which has already been taken up by Alabama and New Hampshire
with many states still contemplating replication. The state of Michigan has
expressed interest in modeling a program after our welfare component and we
have received a Federal demonstration grant to replicate it in Illinois. The
state of Maryland is renlicating the family support model used by the Ounce of
Prevention Fund in their programs. Our Teen Conferences provide a model that
we Fir's! replicated many times over within Illinois

Governor Thompson nas expressed Illinois' willingness to share Parents Too
Soon successes with other state agencies by assuming leadership of the
National Governor's Association Task Force on Teen Pregnancy. We are proud of
Illinois' progress in finding solutions to the teenage pregnancy problem.
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APPENDIX C

PRENATAL CARE PROJECTS

It is well established and accepted that prenatal care can
favorably effect infant survival and health. Even controlling for all
other factors, adequate prenatal care greatly reduces infant mortality
and morbidity as well as the economic, social and personal costs
incurred. Prenatal care has been shown to lower the incidence of low
birth weight babies, a condition associated with cerebral palsy, mental
retardation, learning disabilities and other developmentally disabling
conditions. Another factor that greatly influences the quality of life
is fetal stress which is associated with th. birth experience. It has
been demonstrated that infants experiencing such stress have a higher
incidence of placement in special education classes and lower IQs. It
is further recognized that some stress factors such as toxemia can be
significantly reduced through prenatal care. Examination of data
available for the State of Illinois in recent years demonstrated that
the infant mortality rates for births to women receiving inadequate or
no prenatal care were more than 4 times the rate of births to women
receiving adequate prenatal care. The proportion of babies born at low
birth weight to mothers receiving no prenatal care was more than 3
time the proportion of low birth weight infants born to mothers
rece ng care in the first trimester of pregnancy.

With this in mind, ten Prenatal Care Projects were begun in
Illinois by the Department of Public Health in 1981 with State General
Revenue funds. These projects provide comprehensive prenatal services
including: prenatal/postnatal health care with linkages for delivery;
social services; nutrition services; health education; outreach;
follow-up services. Services are being provided through a variety of
mechanisms including: comprehensive services at a single site;
subcontracts with hospital-based clinics, private physicians or county
medical societies for medical services with screening and support
services provided by the grantee. All physician services, lab services
and drugs are provided at the prevailing Public Aid rates for those
pregnant women who are medically indigent but not Public Aid eligible.
Those totally or partially funded under General Revenue have no age
restrictions. For those projects funded under the Title V MCH Block
Grant as part of the Parents Too Soon Initiative, service: initially
were restricted to women 20 years of age or under

During fiscal year 1986, 30 agencies were funded. Title V -

Parents Too Soon funded projects were opened up to women over 20 years
of age with the understanding that priority was still to be given to
adolescents. This step was taken by the Department based upon
documentation of the number of adolescents becoming public aid
eligible, far in excess of what was anticipated, and the increased need
for subsidize prenatal care being identified for women over 20 years of
age. Payment for medical services continued to 15? restricted o those
women who were medically indigent but non-public aid eligible with
reimbursement rates to provi continuing to be restricted to Public
Aid rates.
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Final statistics demonstrate that the projects were well targeted.
The slight decrease in the percent adolescent and unmarried women from
FY85 were due to the elimination of the age restriction for the Title V
funded projects. There was an associated Increase in the number of
married women in their twenties being covered. Overall, these was an
increase in the total number of women receiving subsidized medical care
with the projected caseloads being exceeded for both the nonmedical and
medical care services. Expenditures were well distributed with 107.

going to administration, 461. to support services, and 457. to medical
care. Of the $1,537,364 ($25,000 General Revenue. $1,012,364
Title V). $1.306,211.60 or 857. was expended. Pregnancy outcomes were
excellent with an In low birth weight rate, representing a decrease
from the preceding fiscal year. A total of 6,416 women were served, of
whom 3,0'11 received subsidized medical care.

Data for FY87 are not yet available.

The Prenatal Program was expanded to 48 agencies in FY88 under
Title V MCH funds expanding coverage t 73 of the 102 counties in the
state. This latest expansion is being aone in conjunction with the
Infant Nortality Reduction Initiative (Families with a Future) begun In
FY86.
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APPENDIX D

ILLINOIS PEPINATAL HEALTH CARE PROGRAM

Goals and Objectives

Broad goals for state End regional perinatal programs include (1) the
reduction of maternal, fetal and neonatal mortality and morbidity to the
lowest attainable levels, and (2) efficient utilization of available
resources, balanced with patient needs. Health care needs and morbidity
rates should be broadly interpreted to include psychosocial as well as
physical or organic problems. The concept of an irreducible minimum in
mortality or morbidity rates is unacceptable as a limit to improvement in
perinatal medicine or health care.

Overview

Beginning in January, 1975, in compliance with Public Act 78-557 (an
Act relating to the prevention of developmental disabilities), the
Illinois Department of Public Health established a statewide regionalized
perinatal health care system to provide care to high-risk mothers and
newborns. Comprising this system are ten regional perinatal networks.
These networks include one or more designated Perinatal Centers. A
Perinatal Center is a referral facility capable of providing the highest
level of obstetric and newborn care appropriate to the high-risk patient
before, during, and after labor and delivery. It is characterized by the
availability of specialized personnel, equipment, laboratory,
transportation, consultation, and other support services and resources.
To date, there are 19 designated Perinatal Centers. They are located in
St. Louis (which serves residents of Southern Illinois), Springfield,
Peoria, Rockford. and the Chicago metropolitan area. (Refer to
attachment I 1 for a complete listing of Perinatal Centers and hospitals
by regional perinatal network.)

Essential components of the Illinois Perinatal Health Care Program
include:

1. Transportation. Specific plans are developed by the Perinatal
Centers for transportation of high-risk patients requiring
intensive care. Teams of doctors, nurses, and respiratory
therapists are available from the Perinatal Centers to transport
mothers and babies to the Perinatal Center from the local
community hospital in special ambulances or helicopters. The
Perinatal Center may utilize the Division of Emergency Medical
Services and Highway Safety of the Illinois Department of Public
Health to arrange for transportation services. Kothers known to
be at risk may be transported before their baby is born to
deliver in the Perinatal Center. Infants born prematurely, or
with other special problems, may be transferred shortly after
birth.

2. Consultation Each Perinatal Center has doctors and nurses
available who can provide consultation to local community
medical personnel caring for high-risK mothers and babies. This
would include consultation in cases of maternity and neonatal
complications, as well as neonates with handicapping conditions,
and recommendations for transfer to the Perinatal Center.
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3. Education and Outreach Each Perinatal Center is required to
implement a plan for continuing education of health care
personnel providing perinatal care in local community
hospitals This education may consist of short formal courses
or workshops on a variety of obstetric and newborn topics. It
may also include visits to individual community hospitals to
offer in-service education and consultation for procedure and
policies of perinatal care as delivered in the community
hospital. Joint perinatal mortality and morbidity review is a
further ,.(ample of outreach education services provided to
community nospitals

4. Follow-up. Community health nursing follow-up is an important
part of the Illinois Perinatal Health Care Program. The local
public health department, visiting nurse association or home
health agency in the family's county of residence will visit the
home to provide information, guidance, counseling and physical
assessment to high-risk infants at periodic intervals and to
certain high risk mothers. These visits are offerer. as a
service of the Illinois Perinatal Health Care Program and the
local health agency. These services are available to Illinois
residents in all 102 counties and involve 107 local community
health agencies. They are made at no cost to the family by
utilizing resources from Basic Health Services grants to local
public health departments and the federal Maternal and Child
Health Block Grant.

5. Data Collection. Each Perinatal Center is required to report to
the Illinois Department of Public Health on the patients it
serves. This is done to provide statewide data on high-risk
pregnancies for use in assessing trends in selected pregnancy
outcomes, in monitoring the activity of the Perinatal Centers,
and in program Winning.

More recent program developments include:

1. Perinatal facility Designation

Since August. 1984 all hospitals licensed und?, the
Illinois Hcspital Licensing Act and providing maternity and
newborn care have been required to comply with Illinois
Department of Public Health standards for perinatal care.
These standards, which are developed in conjunction with
the Department's Perinatal Advisory Committee (PAC) and
administered by the Division of Family Health, Perinatal
Health Care Program, include an executed Letter of
Agreement with a designated Level III Perinatal Center.
The Letter of Agreement between a Level I or Level II
perinatal facility and its Perinatal Center is a major
requirement for perinatal facility designation by the
Illinois Department of Public Health.
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2. Perinata' Services Block Grant

There is a well acknowledged need to expand Ole focus of
the regional periratal networks througn:

a) Greater empnasis on early identification of high-risk
pregnancies through better coordination with providers
of dreconceptional/perinatal care services.

b) Further development of consultation. referral,
communication and transfer mechanisms:

c) Support of outreach, education and evaluation efforts:
and

d) Improved coordination of follow-up activities to track
high risk families after discharge.

In response to this goal, the Illinois Department of Public
Health has provided grants to each of the ten regional
perinatal networks through its Perinatal Services Block
Grant Program to help support the development and expansion
of these nondirect patient care services. Resources
available in fiscal year 1988 .a support these system
activities include $2,418,300 of federal MCH Block Grant
monies and $1,125,500 of State "al Revenue funds for a
total of $3,543,800.

These components of a regional perinatal program are
largely underdeveloped as compared with direct patient care
activities. The development of these components can serve
to maximize the impact of preconceptional/prenatal and
infant follow-up approach'; to improving pregnancy
outcome. Such support can serve as an investment that
would actually lessen the need for future outlays of
resources for spec'ilized maternal and newborn treatment
services.

In order to assure local community representation and
participation in the planning and development of each
regional perinatal program, the Illinois Department of
Public Health has required the establishment of regional
"management groups" as a condition of award for Perinatal
Services Block Grant funds. In addition, each regional
perinatal network is required to develop a Plan for
Perinatal Care which will outline the local needs of the
perinatal region, propose programs and services to address
these needs, and determine the resources needed to
implement objectives.

3. Perinatal Advisory Committee

A vital element of the Illinois Perinatal Health Care
Program is the Perinatal Advisory Committee or PAC. The
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Committee is comp-ised of 22 professional and lay
(consumer) representatives of the different settings in

which perinatal care is provided. The Committee is

establisheo to advise the Illinois Department of Public
Health on health policies and issues affecting The
provision of perinatal health care and implementation of
the State's Perinatal Plan

In summary, regionalized perinatal care is not a panacea,
but it is a strategy that holds much promise Unless
joined closely ,ith the social and medical support system
throughout ,cs region, its benefits will be limited.
Regional perinatal care offers the best opportunity to
begin to structure an organization of maternal and infant
care t, 't will begin to deal with the complex interplay of
social, medical and environmental factors that determine
the outcome of pregnancy and early life
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APPENDIX E

GENETIC DISEASES PROGRAM

Purpose

The goal of the r.enetic Diseases Program of the Illinois Department of
Public Health is to prevent mental retardation and developmental
disabilities by screening all newborns in the state for certain metabolic
disorders, and ensuring statewide comprehensive genetic counseling aid
follow-up care to all individuals in need.

Background

Newborn screening services have been required in Illinois since 1966.
Initially, testing was performed on all babies for phenylketonuria(MU). In 1979. Illinois expanded the mandate to include hypothyroidism,
in 1964 galactosemia, in 1986 biotinidase deficiency, and in 1987
congenital adrenal hyperplasia was initiated.

Infants with these conditions who are not detected and treated will most
certainly suffer from severe consequences of the disoroer ranging from
mental retardation and developmental disabilities to death. These
particular disorders are ideal targets for newborn screening since tests
are reliable and cost-effective, and early treatment can prevent the
serious consequences of these diseases.

During 1983, a statewide network of six centers providing genetic
counseling and testing services was established. The goals of this
network were to provide diagnostic, counseling, treatment and follow-up
services to patients with a genetic disorder and their families, and to
educate health care professionals and the public about genetics.
follow-up care and treatment services were provided to children
identified through newborn screening, in order to maximize their
potential for developing normally, and to any individual or family in
need of these services. This network has expanded each year and
presently 10 awards have been granted to continue these services.
Centers receiving funds are:

1. University of Illinois at Chicago

2. Lutheran General Hospital /Parkside Human Services Corporation

3. Southern Illinois University School of Medicine

4. University of Illinois at Urbana

5. Illinois Masonic Medical _enter

6. Rush Presbyterian-St. Luke's Medical Center

7. University of Illinois Comprehensive Sickle Cell Center

8. Washington University Medical School (for services in
Carbondale. Illinois)

9. Loyola University Medical Center

r
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Accomplishments

During the 20 years since newborn screening has been mandat in this
State, 800 newborns have been detected and spared f,om the devastating
consequences of an untreated disorder that would hay.: resulted in health
impairment, institutionalization or death.

In 1986, 78 children were identified, with this number certain to
increase as the program expands

Close to 2000 individuals and families have benefited from support
services, such as counseling and follow-up care, and over 11,000
individuals have been retched through educational activities.

Future Activities

With the development of new technology and testing procedures that will
allow for early detection, treatment and prevention of Jevelopmental
disabilities, expansion of services osfered thro.!gh this program will
continue. It is anticipated that screening for other serious disorders
including sickle cell disease may be implemented in the near future.

.There will always be a continuing need for the support of this program
which is a vital means for prevention o4 developmental disabilities in
the State of Illinois.

r 5
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APPENDIX F

FAMILY PLANNING SEP'ICES PROGRAM

The Family Planning Services Program has been administered by the
Illinois Department of Public Health, the designated public health
agency of the state, since July 1, 1983. The funding sources currently
include Title V, Title X, Title XX, and general revenue Awards are
made through an application process to public or private not-for-profit
entities which provide comprehensive family planning services medical,
social, educational and referral services designed to allow individuals
to vol:ntarily determine the number and spacing of their children.

During FY86, the Illinois Department of Public Health's Family
Planning Services Program met approximately 21 percent of the need in
Illinois through 57 agencies providing services to 151,953 individ-
uals. These agencies included eight hospitals, 29 local health
departments, eight single service family planning ce `,rs and 12 multi-
service organizations.

The program plan for 1988 is to maintain and expand the provision
of family planning services by contracting with providers throughout
the state Ch'amydia screening will be added to the services provided
in Febraa,, 1988. Community education activities will be expanded and
the program reimbursement rystem will be monitored and evaluated. In
addition to ongoing monitoring and evaluation activities, staff will
perform client visit record audits to assess appropriate utilization of
the family planning grant award. Family planning nurse consultants are
currently developing a comps nenstve policy and procedure manual which
will be made available to all .elegate agencies. The aveilability of a
manual will improve program compliance, consistency in delivery of
services resulting in improved quality of service.

'1
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TABIE :

!NFANT MORTAIIrl 4P213',PRIATIONS

Testimony
Bernard J

October 5,
Addendum

State of Illinois
Turnock, M 0

1987

Program .986 1 187 1988 focal

P.rents Too Soon* 11,143 . 12,040
1 13,502.6 36,904.9

Prenatal 3.93).4 3,714.0 4,884.1 12,572.5

Genetics 440.3 470 0 470.0 1,380.8

Family Planning 7,214 4 7,274.1 7,277.6 21,770.5

Families with a Future 7,141.) 15,461.5 15,546 1 38,288.6

(DPH)

Public Aid 4,600.3 5,044.0 ,000 0 18,644.0

Dept. of Children ands 57.5 931.2 712 6 1,701 3

Family Services

Dept. of Alcoholism and 125.0 2:0 0 250 u 425.0

Substance Abuse

State Board of Education 500.0 500.0

Perinatal 4 760.8 4,543 8 3,543.4 12.848.4

TOTAL 34,918.7 45,326.9 52,143.0 132,388.6

State Funding: 12,327.0 24,890.3 28.809.0 95,758.6

*Includes dollars appropriated to IDIO, IDPA, IDCFS

TABLE Ii
Infant Mortality Rates: L.S. and Illinois, 1960-1984

YEAR

DEArHS PER 1,000

4.S (1)

LIVE BIRTHS
ILLINOIS(2)

1960

1965

26.0
24 7

25 0
25 7

1970 20.0 21.5

1975 16.1 18.4

1980 12.6 14.7

1981 11.9 13.9

1982 11.5 13 6

1983 11.2 12 1

1984 10 8 12.0

1985 10 6 11 6

1986 9/A 12 0
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IOPH FY88 HUMAN SERVICES PLAN - PART I

Office of Hrlth Services

Program Title: WIC/CSF Programs

I. Goal

To reduce the prevalence of nutrition-related morbidity and premature
mortality in women and young children through modification of eating
habits, promotion of good health practices and diet supplementation.

II. Needs Assessment

Nutrition is a critical factor in the promotion of health and
prevention of disease. Persons who fail to attain a diet optimal for
good health can be found at every socioeconomic level, and the
influence on the health of the women, infants and children in the
state is seen in:

- The increased risk of poor outcome of pregnancy in the poorly-

nourished woman.

The increased chance that the poorly-nouris%-1 women's infant
may be of low birth weight with accompanying risk of retarded
physical and/or mental development.

The prevalence of overweight and underweight In children and

adults.

In 1985, 180,657 babies were born to Illinois residents. Of those

infants, 12,974 were born at low oirth weight (LBW) of less than
2.501 grams or 5-1/2 pounds and 2,103 died within their first year of

life. resulting in an infant mortality rate (IMR) of 11.6 deaths per

1,000 live births. This reflects a decline from the 1PU in 1984
(12.0); however, it still remains higher than the latest estimated
National IMR for 1984 of 10.8 per 1,000. The City of Chicago

reported for 1985 an IMR of 16.5. The program's income ceiling of

185 percent of poverty level is designed to extend program benefits

beyond welfar to the working poor. Table I describes the estimated

potential caseload of Women, Infants and Children by Region.

TABLE I
Magnitude of Need

Estimated Potential Caseload of Women. Infants
and Children

Per Region According to Income Eligibility*
(in thousands)

State Regions

Mir 1 2 3 4 5 6 7 8

FY8/ Estimated 411.7 14.9 27.2 20.1 26.4 20.9 24.8 41.1 236.3

FY88 Projected 411.7 14.9 27.2 20.1 26.4 20.9 24.8 41.1 236.3

* Determination of potential caseload is identified utilizing 1980 ceusus
/information reflecting 200% of poverty level and 1983 vital statistics.

rQ
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1I1. Program Activities

A. The Special Supplemental Food Program for Women, Infants and
bildren (WIC) and the Commodity Supplemental Food Program
(CSFP) are two child nutrition programs which provide nutrition
education and prescribed supplemental foods to pregnant and
lactating women, infants and children. Both programs address
the same population with the exception that CSFP is available to
children through five years whereas WIC is offered to children
through four years of age. Studies conducted by many
institutions have proven tha: food supplementation positively
impacts low birth weight, thus reducing medical cost and infant
deaths.

The Division of Health Promotion and Spreening has the
responsibility for administering the federally funded WIC and
CSFP Programs. In order to effectively reach the large
population in need of these program services, the responsibility
for service provision in WIC is shared with 74 local agencies
which serve all counties in Illinois. The CSFP Program currently
operates only within the City of Chicago. The WIC and CSFP
Programs are funded through two separate federal grant., and
therefore, adhere to Federal Rules and Regulations. Program
benefits are provided locally to persons who are .ertified to be
at nutritional risk and who meet statewide income eligibility
criteria.

The WIC/CSF Programs provide grant funds to local agencies for
the delivery of direct services such as health assessments,
nutrition education and counselling to eligible clients. Local
health professionals dltermine the nutritional needs of clients
and prescribe a food package in the form of food instruments
which the client can exchange at the local grocery store. These
health services, nutrition counseling and food supplements have
a positive and measurable impact on the growth and development
of infants and young children.

8. Objectives

1. In fiscal year 1988, to maintain a WIC caseload of 115.000.
requesting from USDA sufficient funds to support 160,000
participants per month and utilizing Families with a Future
funds to serve the remaining 15,000.

2. In fiscal year 1988. to develop a design to improve the WIC
data system and convert to an on-line local agency system.

3. In fiscal year 1988. to continue employing through a

consultant contract the consultive services of the
Division's Nutrition section to meet the required nutrition
education, technical and resource needs of local agency
staff and clients.

4. In fiscal year 1988, to implement recommendations of the
study group of local and state agency staff evaluating the

service delivery in the City of Chicago.

GO



56

5. In fiscal year 1988, to identify areas where existing
services could be more appropriately and effectively
delivered by local public health agencies and foster
activities at the local level to effect the transfer of WIC
services to such agencies.

6. In fiscal year 1988, to promote a referral network with
agencies such as Illinois Department of Public Aid;
Children and Family Services; Crippled Children; local
school nurses; Parents Too Soon agencies; local hospitals;
Families with a Future (FliF) network agencies; the CSF
Program; medical care providers; and University of Illinois
Extension Service.

7. In fiscal year 1988, implement changes and improvements for
the Commodity Supplemental Food Program recommended by the
Department Task Force. Expand the Commodity Supplemental
Food Program caseload to a monthly caseload of 20,000
clients.

8. In fiscal year 1989, to conduct at least three training
programs per region for local agency WIC staff, utilizing
regional and central office resources, by September, 1987
to implement the training manual developed in fiscal year
1987 for client masterfile and food instrument procedures.

9. To ensure that at least 75 percent of all vendors receive
follow-up training and an on-site monitoring visit during
1987. and to continue during 1988, utilizing regional
contractual vendor management staff to complete routine
vendor visits and collection of price survey information.

10. In fiscal year 1988, to continue required local agency
management evaluations by a team involving Nutrition
Services Section staff.

11. In fiscal year 1988, to complete and implement the vendor
management data base.

12. During fiscal year 1988, to establish a formal mechanism
for vendor organizations to provide input into program
operations and policies.

13. During fiscal }ear 1988, to continue compliance activities
with private detective agencies to recover at least
$250,000 in vendor overcharges and fraud.

14. In fiscal year 1988, to utilize the data maintained in the
personal computer for caseload evaluation, ensuring that
highest risk persons are being served and food funds are
utilized efficiently.

15. In fiscal year 1988, to fulfill the USDA funding
requirement and complete the fiscal year 1989 State Plan of
Operation, Policies and Procedures for both the WIC Program

and the Commodity Supplemental Food Program.
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16. In fiscal year 1988, to include local program staff in the
planning and organizing of the Annual WIC Conference.

C. Program Activities

Funding resources for Illinois increased moderately in fiscal
year 1987 providing the means to maintain caseload statewide.
The tables below describe the number of agencies involved in
Providing program benefits, the number of food prescriptions
provided in 1986 and 1987 by:region, and projected service units
for fiscal year 1987 and fiscal year 1988.

Activity Measures

Actual Actual Actual Estimated Projected
FY84 FY85 FY86 FY87 FY88

Activity Measure #1

Persons receiving WIC 123.8 124.2 165.8 160.0 175.0
Food Supplements/
month (000s)

Activity Measure #2

Average monthly number 2.7 c.9 12.5 12.5 20.0
of persons receiving
CSFP services (000's)

Activity Measure #3

Number of Local Agencies Providing WIC and CSFP Services

State ions
TRW 1 2 3 6 7 8

FY86 Actual 76 2 10 14 5 11 9 9 16

FY87 Estimated 13 2 10 14 5 11 9 8 14

FY88 Projected 73 2 10 14 5 11 9 8 14

Activity Measure #4

!timber of WIC Supplemental Food Prescriptions Provided (in thousands)

State Re ions
TRiT 1 2 3 6 7 81 1

SFY86 Actual 1771.9 71.3 123.7 104.1 156.1 133.8 105.8 150.3 926.8

SFY87 Estimated 1929.5 73.0 122.8 101.3 150.9 141.4 111.4 161.5 1067.2

SFY88 Projected 2100.0 73.0 123.0 102.0 153.0 142.0 112.0 162.0 1233.0
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1. The WIC Program is intended to improve the mcential growth
and development of infants and children ;,rough changing
the attitudes and habits of parents, improving parenting
skills. and diet supplementation. The WIC Program
approaches the eligible individual through the environment
of the family unit, teaching parents better eating habits,
the relationship between health and nutrition, and the
vital need for routine preventive health c,ire. Improved
habits and ski s have a long-range impact not only on the
current family unit, but on the generations to come.
Training and education of local staff in assessing
techniques and sensitivity to the needs of clients will
continue to be stressed as a part of our regular training
and continuing education programs.

Much of the success of the WIC Program is the effective
delivery of a wide range of services in a variety of
settings. The Nutrition Services and WIC/CSF Program staff
work together closely to ensure coordination of these
critical clinical and administrative services. Annual
conferences, grant review, regional meetings and planning
sessions for workshop and training courses are organized
and coordinated at all levels.

State and local conferences and workshops will be used as a
cost effective and efficient means of communicatirg to the
local programs changes in program policies and procedures,
changes in federal regulations or policies, and continuous
retraining for data system functions. They will provide
continuing education for sta.e, regional and local staff
regarding new program initiatives or federally required
changes and provide the 'pportunicy for regional and local
input into planning and problem resolution.

Field staff will provide training seminars to new local WIC
agencies and to those who, upon review, require guidance to
establisn compliance procedures. This trairing will
address nutrition education, certification process, fiscal
management, use of data process'ng, caseload management,
clinic operation and outreach motivational actwities.

2. A major activity of the Illinois WIC Program is grant
management, which includes all aspects of funding
distribution, cost accountability and monitoring efficient
Per unit costs. Staff will identify delivery resources for
partially unserved areas through surveys of turret',
delivery :;stems and, where necessary, establish new
delivery units. Field staff will assist locil programs in
developing initial applications; in securing timely and
proper agreements with local agencies which are approved
for funding; assisting local agencies with budget
development and financial prcb.em solving; and providing
assistance to local staff in program and caselor'
management.
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Field staff will re*.iew the assignment of staff in local
agency administrative functions and clinic operation,
assess the efficiency of the staffing pattern and offer
assistance in awe effectual service delivery.

In an effort to contain the administrative cost of the
program. staff will continue to review various aspects of
the program operation to determine if cost-efficient
alternatives exist and can be implemented. This
investigation will include close review of staff-sharing,
and multi-county expansions.

3. In the summer of 1986, an investigative study of the future
data processing needs of the MIC Program was completed by
Arthur Young International. This study defined
alternatives and parameters for future actions. In
December 1986, an Application Transfer Study was initiated
by Department staff which describeo a general design for an
on-line local agency data system. This study further
defined the system functions, operations and implementation
calendar.

During fiscal year 1988, two active committees will begin
work on the detail design and testing of the new system:

the Steering Committee of administrative staff will
oversee the project and direct its completion: and

the I lamentation Committee consisting of state,
regions an oca sea . w I work in conjunction
with the design consultant to develop a realistic
system design that meets the needs of both the state
and local level.

Bid specifications will be prepared and a consultant hired
by January 1988 to begin work on the system detail design.

4. Federal regulations specify minimum standards for routine
and ongoing program evaluation. Total program operation is
evaluated at least once a year through composites of field
staff local site visit reviews. Areas specifically
addressed for this evaluation process include:
effectiveness of the administrative structure in developing
and attaining program goals and objectives, and
approoriateness of staff assignments, considering
individuals' education and background.

Ongoing program reviews will be accomplished by utilizing
data system output reports, phone contacts and site visits
to assess the food delivery system. More formal iuidelines
and procedures are being implemented with clearer
definitions and time frames for follow-up actions.
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Routine site visits will be conducted by regional and
central staff, who will provide technical assistance to new
and current staff. These site visits will be address
recommendations and corrective actions documented from
previous visits, or will be conducted as a part of the
annual evaluation process. Where feasible, personal visits
are eliminated in favor of phone contacts or letters.

During routine local agency site visF.s, staff will review
actual clinic procedures to determine the treatment of
participants in the service delivery system. This will

monitor compliance with required state and federal
procedures for participant eligibility, and evaluate
documentation of participant eligibility criteria and
proper record maintenance.

5. The possibility of error, waste and fraud by WIC vendors
requires an effective means of monitoring redemption
practices and billing artivities. Staff will monitor
vendors and assure that the vendor understands the intent
of the program, state and federal rules and policies and
complies with specified rules and policies, as defined in
the vendor agreement. This will be accomplished through
data system reviews and on-site visits.

Staff will continue to develop more definitive policies and
procedures for vendor selection and application. Emphasis
will be placed on preventing vendors with a history of
questionable business practices from participating in the
program.

Staff will monitor contract compliance by reviewing vendor
redemption and billing practices and documenting compliance
site visits. In addition, staff will continue to cooperate
with federal authorities in the identification or
suspension of vendors abusing the system.

Documenting evidence for abuses and sanctions will be
accomplished by staff at each site visit through interviews
with participants or local agency personnel, through the
accumulation of past billing documents, and the information
documented by private detective agency personnel in
compliance activities.

6. During fiscal year 1988, strong emphasis will continue to
be placed on quality caseload management by stressing the
need to increase the number of qualified nutritionists
serving as primary screeners, mandating attendance by local
staff at workshops, addressing inefficiency of clinic
operation by no -Show rates, and implementing an improved

and revised risk criteria system to ensure accurate
assessments to serve highest risk clients.
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7. The Department's Division of Audits will perform a fiscal
audit of all local agencies at least Ince every two years.
The report of this audit will be transmitted to the program
staff to assist and monitor local agencies in resolving
outstanding issues.

IV. Program Effectiveness

In 1985-87 a major initiative was undertaken to expand services in
the city of Chicago by involving community based health agencies.

Four new local programs Began operation in the summer of 1985 and
another in March 1986. The local service expansion has increased the
current monthly caseload by 10,000 persons. With this expansion and
the continued emphasis on services in Chicago, more than 80,000
persons in Cook County are receiving WIC benefits. Also, this WIC
expansion serves as an outreach to high-risk pregnant women to
mccivate early entry in the health care system. Specific information
911 caseload growth statewide is included in the Program Activities

The Commodity Supplemental Food Program (CSFP) continued to be
offered only in the City of Chicago during federal fiscal year 1987.
The Catholic Charities of the Archdiocese of Chicago has been awarded
a continuing grant in fiscal year 1987 to operate the CSFP. The
program provided food supplementation and nutritio" education to an
average monthly caseload of 12,000 individuals by September 30,
1986. Extensive outreach efforts have been organized with other
health service agencies to increase the effectiveness of referral
programs.

During 1986 and 1987, special funds were provided to a select group
of local agencies through the Families with Future to increase the
number of high risk pregnant women and infants receiving services.
These projects addressed innovative ways to reach high risk eligibles
and to enhance nutrition activities.

During 1986, a service delivery evaluation project for Chicago
studied access to required medical evaluation, client processing,
clinic flow (sod operational problems. During fiscal year 1987. the
study group completed a report proposing recommendations to maximize
effectiveness and efficiency of services, increase cost effectiveness
and better address client needs.

During 1986, the Vendor Relations Unit continued a statewide training
program for vendors and was very successful in the ideatification of
high risk vendors. Such vendors' practices were evaluated by private
detective agencies during compliance activities. Sanctions and
terminations were imposed on 62 vendors during 1986, and 95 new
investigations were initiated. The Department realize $259,143 in
vendor recovernx during 1986.

Revised program revi "w procedures for local service agencies allow
more flexibility in the management review process, increasing the -
consultive value of evaluations. The positive follow-up outcome
provided improved documentation for use during local agency grant

review and allocation of available funds.

C6-
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Significant training and educat on activities were made available to
local agency staff in the form of workshops, seminars and
consultations provided by regional and central staff on topics of
nutrition, financial management, client master file maintenance.
caseload management, and clinic flow and operation. In addition, the
third annual WIC conference was very successful in providing a forum
for local agency informational exchange and interaction.

During 1986 and 19b /, control of caseload management continued to

improve through local agency reporting, management consultation by
field staff and monthly review of utilized caseload reallocation. In

addition, the Illinois program was able to increase caseload in spite
of increased food costs.

In fiscal year 1987, two additional county health departments became
WIC providers. The comprehensive health service: available from
health departments complements the scope and nature f food
supplementation in the most efte.i.ive way.

During fiscal year 1986 and fiscal year 1987, a system analysis and
needs assessment for WIC Program data processing was completed. In

addition, a general design of a new proposed system was completed by
Department staff. This project defines the scope, cost and
implementation schedule for the next three years.

V. Assurances

A. Interagency Cooperation

The intent of the WIC/CSF Programs is to work in conjunction
with available public health programs it the local level. Local
agencies providing services must organize service delivery
systems that will most effectively interface with other program
resources, such as: well child; prenatal; immunization; family
planning; Parents Too Soon; and Families with a Future. In the
process of integrating with other health services, local
agencies must also work closely with other social service
agencies in the community for maximizing the referral network:
Public Aid, Children and Family Services; Crippled Children;
school nurses and community social programs for serving the
indi^tnt population.

B. Family Impact

The WIC/CSF Programs proviie a unique service to families at a
critical time in the growth and development of family members.
Special attention is given to helping parents understand the
importance of routine health care. adequate nutrition and
parenting skills for the proper growth and development of
children. Both programs can thereby r,uuce the number and
severity of children with significant and chronic illnesses.
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Recommended Changes to Program

No significant program changes are anticipated in fiscal year 1988.

VII. Legal Citations

Child Nutrition Act of 1966. as amended by P.L. 95-627 (Nov. 10,
1978) and P.L. 96-499 (Dec. 5, 1980).

0346b/5P-85N
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Illinois Department of Public Health

BIRTH CERTIFICATE SURVEY ON
ACCESS TO PRENATAL AND
WELL CHILD CARE

lila

A Mediew War For A Illatin liwaseret.
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BIRTH CERTIFICATE SURVEY ON ACCESS
TO PRENATAL AND WELL CHILD CARE

INTRODUCTION

Numerous studies have established that prenatal care can
favorably affect infant survival and health. Even when
controlling for all other factors, receiving adequate prenatal
care greatly reduces infant mortality and morbidity as well as
the economic, social and personal costs. Prenatal care has been
shown to decrease the incidence of low birth weight babies, a
condition associated with cerebral palsy, mental retardation,
learning disabilities, and other developmentally disabling
conditions. In addition to mortality and low birth weight,
anothe_ factor that greatly influences the quality of life is
fetal stress associated with the birth experience. It has been
demonstrated that infants experiencing such stress have a
higher incidence of placement in special education classes and
lower IQs, and that some stress factors such as toxem_a c..1 be
significantly reduced through prenatal care.

National data show no shift toward early prenata? care
and away from late or no prenatal care since 1978. Infant
mortality has decreased nationally, but the non-white rate
still greatly exceeds that of whites. In Illinois this gap is
actually widening. Illinois' vital statistics for 1985 show
that 4.5% of women received late or no prenatal care statewide
with 6.9% receiving such inadequate care in the City of
Chicago. The balance of the state showed 22 counties with the
percentage of women receiving late or no prenatal care meeting
or exceeding the State average. Further, Illinois' percent of
low birth weight infants (7.2) exceeds that of the National
rate of 6.8 (1982). Lack of access to or under utilization of
prenatal services increases the occurrence of morbidity and
deat'l. Infant mortality in Illinois is 11.6 per 1,000 live
births which exceeds the National rate of 10.9 (1983 - last
data available estimated). Thirty counties in the downstate
area meet or ez,..eed the State infant mortality rate.
Postneonatal mortality in the State is 3.9 per 1,000 live
births with Chicago at 6.0.

The Illinois Department of Public Health has funded
prenatal services in Chicago since 1964 and on a limited ba-is
in the downstate area since 1980. Despite these efforts there
remain about 8,000 women per year delivering infants after
receiving little or no prenatal care. Before expanding its
efforts inthil area, it eas critical for the Department to
discover the underlying reasons why women were receiving
inadequate renatal care.

Anecdotal reports from the currently funded projects
suggested that the reasons for inadequate utilization of
prenatal care were varied and would require individualized
approaches within communities depending on the problems
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identified. Suggested reasons included: insufficient funds/
insurance; lack of physicians willing to accept Public Aid
clients; belief that prenatal care is unimportant; lack of
transportation; lack of bilingual services; dissatisfaction
with present services; religious beliefs that medical care is
unacceptable. Although provision of prenatal care has been
associated with significant decreases in infant mortality,
access to well child care is also a factor in reducing this
rate.

MATERIALS AND METHODS

In order to discover what the underlying access problems
actually were and to develop appropriate strategies to address
them where possible, the Department needed accurate
documentation. To accomplish this, the Department undertook a
survey of women who had received little or no prenatal care.
The survey was partially funded under a grant from the
Governor's Planning Council on Developmental Disabilities
(GPCDD). A survey tool was adapted from one used by the
Michigan Perinatal Association for a similar survey done in
1983. The instrument and the cover letter were revised to an
eighth grade reading level using the PROF Computer System. All
live birth certificates were pulled for women delivering
infants between October 1, 1984 and September 30, 1985, who had
received late (i.e., laird trimester registration) or
inadequate prenatal care or no prenatal care at all.
Initially, inadequate care was defined as having less than six
visits. After ":he first month's return, the number of visits
was reduced to four or less since it was noted that most women
reported at least four more visits than were recorded on the
birth certificate.

Once the certificates were pulled, those coded as being
subsequently associated with an infant death or an adoption
were eliminated. The remainder of the women ,..ere contacted via
the mailed survey. In order to enhance response, it was
decided not to ask demographic information which could be
obtained from the birth certificate. Instead, the birth
certificate code number was placed r.:1 the survey tool in order
to later match each survey with the corresponding birth
certificate. Pre-paid return envelopes were included with the
survey and anonymity was assured.

Because there was concern that the nonresponders might
have different attitudes and needs than the responders, the
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Department decided to have public health nursing agencies in
targeted areas with high rates of infant mortality conduct home
visits to a two wont' sample of nonresponders. In addition to
conducting the routin.: maternal and infant visits/and linking
the families with needed services, the public health nurses
were asked to obtain the additional information needed for the
survey. Since anonymity was assured, we used the agencies who
were the local registrars and requested that the purpose of the
visit be related to the :nfant Mortality Reduction Initiative
(IMRI: a special programming initiative in Illinois targeted
in arias with high rates of infant mortality) rather than the
survey. A total of 491 surveys were completed at the time of
public health nursing home visits.

All precod,d survey data were entered into a computer
program on the Department's mainframe. This file was matcned
and merged with the Birth Certificate work file for the 12
month period of the survey and reports for analysis were
generated through the Division of Data Processing.

Conducting the survey cost approximately $57068.50.
(Appendix J) This included expeditures for supplies, postage,
contractual services and indirect costs at the Department.

Prenatal Care Results

A total of 16,224 surveys were distributed. Of this
number 29% were completed and 11% were returned as
undeliverable. Demographics for those responding versus those
who did not respond or who had this survey returned as
undeliverable were comparable statewide excevt for race and
marital stratus. These variations were less marked for the
Chicago are.. than for the Statewide totals. There was a 26%
agreement between the birth certificate data and the survey on
trimester of registration for care and an 18% agreement on
number of visits. In general, birth certificates reported less
care.

Of those responding 86% received prenatal care and 13%
did not. Of those receiving prenatal care, 33% received
between 1 and 6 visits, 30% received 7 to 11 visits, 261
received 12 or more visits and 11% received an unknown number
of visits. Of those responding, 51% registered in the first
trimester, 33% in the second trimester, 12% in the third
trimester with 12% seeking care within the first month. Women
reported waitiag less than 1 week to be seen after calling for
an appcintment 27% of the time, between 1 week and 1 month 56%
of the ime, between 2 months and 3 months 3% of the time and 4
months or more less than 1% of the time.



The majority of respondents felt prenatal care was
impz,rtant (95%) with only 2% feeling it was only slightly
important and 1% feeling it was not important at all. Of those
responding, 51% reported that they could have used help in
obtaining prenatal care. Of those responding, 48% of the
respondents identified specific problems they encountered which
delayed their access to prenatal care. Of these women, 66%
reported only one problem with the. breakout being 35% finances,
8% family problems, 6% finding L physician who would take Title
XIX, 9% lack of transportation and 8% some other problem. Two
or more problems were reported by 29% of these women as being
encountered when attempting to access care. Within this group
76% had financial problems, 301 had family problems, 53% had
transportation problems, and 23% had physicians refuse their
Public Aid coverage. In addition, 32% reported miscellaneous
problems.

Over half of the patients reported receiving their care
from an obstetrician (67%), 19% from their family doctor, 7%
from nurse midwives, 3% from public clinics, 4% from multiple
providers and less than 1% from other types of providers. More
women reported vendors to cover expenses than reported
receiving prenatal care, so only the distribution for total
responders was reviewed. The care received was exclusively
covered by a single vendor for 78t of tne responders with the
breakout being Title XIX for 34%, insurance for 13%, cash for
11%. free public clinics for 9%, HMO's for 4%, and loans for
1%, with 5% reporting simply not paying their bills. Ten
percent reported using two or more mechanisms to pay for their
care.

As was the case in reporting data regarding vendors, more
women reported mode of transportation than reported receiving
prenatal care, so only data for the total group of responders
was reviewed.

Of the women responding, 45% reported driving as their
means of travel to appointments, 104 walked, 22% rode public
transit and cabs/miscellaneous other modes were reported by
1%. Ten percent report, using 2 or more modes of travel. In
regard te distance traveled for care, 46% traveled five miles
or less, 23% between 6 and 15 miles, 9% between 16 and 30
miles, 3% between 31 and 50 miles, and 0.6% more than 50 miles
Or more.

For women who reported problems in accessing prenatal
care, significant differences were noted witnin subsets of the
population as to which problems wore most frequently
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encountered. Married women were more likely to report
financial problems, while unmarried women were more likely to
report family and transportation problems. Women aged 20 and
over reported financial problems slightly more often, while
teens reported more family probl.ms. Teens reported
encountering problems slightly more often than older women.
Whites, Orientals and other non-whites reported financial
problems more frequently, while blacks reported more
transportation problems. Orientals and Blacks reported
encountering no problems more often than whites. Women having
their first child reported more family problems, while women
with other living children reported more travel and combined
problems.

Attitudes towards the importance of prenatal care varied
little by race, marital status, and age. Married women
reported relying on private insurance and cash payments more
frequently while unmarried women reported relying on Title XIX
and free clinics more frequently. Women 20 and over reported
more frequent reliance on insurance, while teens reported
relying on free clinics and Title XIX more often. Whites and
Orientals reported relying on private insurance and cash more
often, while Blacks reported relying on Title XIX and public
clinics more frequently. Women reported seeking care slightly
later in pregnancy if they were unmarried or adolescent or
Black or Oriental. Financial problems, family problems,
transportation problems and problems finding a physician who
would accept Title XIX were associated with the greatest delays
in initially seeking care. Women who reported relying on cash,
loans and free clinics reported longer waits for initial
appointments for prenatal care. Low birthweight infants
occurred more frequently in women who reported family or
combined problems and in women who reported relying on private
insurance.

Of those who reported receiving care, 82% reported
receiving physical exams, 37% WIC, 30% general prenatal
education, 25% prepared childbirth education, 21% diet
counseling, 19% public health nursing home vis its after
delivery, 15% social worker counseling, and 6% prenatal public
health nursing home visits. For 25% of the women referrals
were made to family planning services after delivery And 27% to
well bahy clinics.

Well Child Care

Of those responding, 94% reported having living children,
4% reported infant deaths and less than 1% reported having
paced the infant for adoption. Of those responding, 95% felt
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that well child care was important. Of those who felt it was
not, 90% felt that you only needed to see the doctor when ill,
11% felt it was against their religion, and 16% reported
miscellaneous other reasons that it was not important.

Of those reporting care from a single provider source, the
breakout was 43% from a pediatrician, 24% from health
department clinics, 15% from hospital clinics, 511 from HMO's,
and 6% from miscellaneous other sources. Six percent reported
using multiple sources for care.

Problems in accessing well child services were reported by
14% of the respondents. Of those reporting problems, 42%
reported inability to pay as a problem, 26% reported inability
to find a physician to accept Title XIX, 24% reported lack of
transportation, and 8% reported miscellaneous other problems.

Of those with live children, 79% of the mothers reported
that their children were receiving physical exams, 84%
immunizations, 46% WIC, 10% public health nursing home visits,
le Crippled Children's Services, 2% EPSDT(Medichek), 10%
developmental testing, 2% 0-3 services, 1% special education
services, and 2% miscellaneous other services.

DISCUSSION

Despite efforts to avoid contacting women whose infants
died or who placed them for adoption, some were inadvertently
contacted. Of 109 letters received from responders along with
their survey, 20 were from women who fell into this group.
Letters of apology were sent to these families. Sixty-four of
the letters related to requests for additional information or
assistance in regard to NCH services.

The first month the survey went out the cover letter
acknowledged that the women receiving the survey had received
inadequate prenatal care. Twenty-five letters and nine phone
calls were received by the Department stating that there had
been an error. In order not to upset women who might have had
adequate care, the letter was reworded to delete reference to
the survey group being a select population and the number of
visits was revised as mentioned earlier. This seemed to
eliminate this particular problem.

In light of the variations within subsets of the
population with regard to problems being encountered wile
accessing prenatal care and well child services, it appears as
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though sore resolutions will need to be tailored to meet the
needs srecific subgroups while others can be addressed more
broadly. At present the Department is funding a number of
Prenatal Programs for the medically indigent, and p'ans are
underway to expand this effort under the Infant Mortality
Reduction Initiative (IMRI). It is hoped that these programs
which include all basic service components will eventually be
available statewide. Transportation is being covered for
clients in some of these programs and is a service component
which is to be addressed under IMRI in targeted communities.
The existing Prenatal Projects, as well as the IMRI Networks,
provide case management for enrolled clients which should
facilitate resolution of some access problems. These systems
should also be able to improve the comprehensiveness of the
services .rovided. Rased on the services described as being
received by women who responded the packages which they and
their children now receive are inadequate. Problems need to be
identified as to why physicians will not accept Title XIX
clients and resolutions need to be sought jointly through the
Department of Public Aid and the Illinois State Medical
Society.

Survey results suggest that women know prenatal and well
child care are important but need assistance in accessing these
services. The Prenatal Hotline being developed under INRI is
designed to help families locate the services they need. For
those living in areas where INRI networks and/or Prenatal
Projects are located, they will be linked with case management
systems. NCH Directories developed by the Illinois Public
Health Association under a grant from the Governor's Planning
Council on Develpmental Disabilities (GPCDD) are being
disseminated to consumers and providers statewide.
Additionally,the GPCDD has funded the purchase of NCH materials
for distribution to consumers at local Developmental
Disabilities Prevention Fairs to be held in the spring of 1987
in conjunction with IMRI a tivities. Hopefuly these two
activities will facilitate consumer knowledge of and access to
services statewide.

Data are being provided to local jurisdictions on survey
results for women residing in their area. This should act as a
catalyst to problem solving on a local level, especially for
those problems which cannot easily be addressed on a statewide
basis.
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APPENDIX A

September 28, 1984

MEMORANDUM

TO: Aaron Vangeison, Chief
Division of Vital Records

FROM: Elsie Seta Baukol, M.D., M.P.H.
Chief, Division of Family Health

SUBJECT: Request for Access to Birth Certificates

As discussed with you in a meeting on September 21, the Division of
Family Health has recently received a grant from the Governor's
Planning Council on Developmental Disabilities to survey women who
received little or no prenatal care in order for us to plan and target
efforts toward improving access to and/or utilization of prenatal
services in the State. This survey will be done in two stages:
initial contact of all women in this catepry for completion of the
questionnaire; follow-up using home visits by public health nurses
under contract with the Department to a targeted subset of the
non-responders who are in areas of high underutilization.
Confidentiality of the client-specific information obtained will be
assured throughout the process.

The details of the project implementation, which were touched upon
in our initial discussion, will be finalized once approval has been
obtained for my Division to access the necessary certificates. If

possible we would like to see the project start up with certificates
for births occurring on October 1, 1984. The project is anticipated -o
run exactly 12 calendar months.

As requested, a draft of the co,er letter for initial maternal
contact is attached. Please advise me as soon as possible of your
decision.

ESB:DM/3745w/L

Attachment

cc: D. Mertens

P.1
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APPENDIX 3ailli IMAMS DEPARTMENT OF Puauc HEALTH

Fred N. salt& Picchi Director
13S eta Jeffers:a Street Springfield, clirelo um tlphore 211-1e2-ell

Noir to

October 9, 1984

MEMORANDUM

TO: Elsie Seta Bankul, M.D., M.P.H.
Chief, Division of PaztLIAllealth

1,1134s Pam Vangeison, thief CL:r-
Division of Vital Moccois

SUBJECT: Doom to Birth Certificates

PUBLIC HEALTH

OCT 1 2 1984

Div. of Family Health

I have obtained authorization for a member of your staff to have
access to the birth records to dettrusine pre -natal care as reported
an the records.

Please contact Elizutheth Vincent of wy staff (785-1054) after
October 22nd to Eska arrangemalts for someone to locate and copy
the records needed.

ac: Diana Mertens

79



aRilli RAJNCODEPARTMENTOFPUBLICHEALTH
Thom S. Kirkpatrick, Jr., Wetter

S3S Wet Jefferson Street eSpriegfleld, 1111ro1s Anil 'Telephone: 217/782-4977

180 North LaSalle Streeteallengs, 111inols40601e Telephone: 312171341113
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APPINDLI C

Reply to:

Dear He Mother:

The Illinois Department of Public Health has been attempting to make
it easier for pregnant women and children throughout the State to
obtain services. In or er for us to do this better, we need to find
out what problems Cab.. which keep people from. getting care. To do

this we need your help. As the State Agency responsible for register-
ing vital records, all birth certificates are sent to us fat permanent
filing. At the bottom of the certificate there is a section which pro-
vides information on care to pregnant women. This information is con-
fidential and is used only for Department statistic.. Your certificate
indicated that you received little or no care during your pregnancy.
for this reason we are asking you to complete the attached form cod
return it in the enclosed envelope, so that we can help make services
available to all families in your area desiring them. Your response
will be completely confidential so please be honest. Your help in
obtaining this information can have a significant and positive impact
on the lives of many mothers and children in Illinois.

Thank you for helping us.

Sincerely, ,

Thomas 8. kirkpat ick, J .

Director

MI: This version of the letter was used only for October, 1984

births included in the survey.

0
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AfTENDIX D

STATE OF ILLINOIS

DEPARTMENT OF PUBLIC HEALTH
'word .1 Turnock, M.D., M.P 14
Dkmctor

Dear New Mother:

The Illinois Department of Public Health has been attempting to
make it easier for pregnant women and children throughout the State to
obtain services. In order for us to do this better, we need to find
out what problems exist which keep people from getting care. To do
this we need your help. As the State Agency responsible for
registering vital records, all uirth certificates are sent to us for
permanent filing. According to our records you recently delivered a
baby. Therefore, we are asking you to complete the attached form and
return it in the enclosed envelope, so that we can help make services
available to all families in your area desiring them. Your response
will be completely confidential so please be honest. Your help in
obtaining this information can have a significant and positive impact
on the lives of many mothers and children in Illinois.

Thank you for helplug us.

Sincerely,

-,...z...3' Z3.....L.t ).N
Elsie Sato Saukol, M.D., M.P.H.
Chief, Division of Family Health

Attachments

$31 Will Jefferson Street Neon 450. Springfield, Illinois 12111 (211) 7111241177

100 West Randolph Street Suns 111100. Chicago, Weis 10101 (312) 7113.27113

81
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APPENDIX E

PROFILE 07 WOMEN SURVEYED BY CATEGORY OF RESPONSE

AGE

ADOPTIONS/
NO RESPONSE

UNDELIVERED/
MOVED/RETURNED

RESPONDED/
NURSE VISIT(

14 6 Les 103 (12) 20 (12) 43 (12)
15-17 1157 (122) 161 (102) 561 (122)
18-19 159! (162) 292 (182) 685 (152)
20-29 5379 (552) 1035 (592) 2660 (362)
30-39 1424 (151) 209 (122) 722 (152)
40 6 Up 96 (12) 9 (412) 48 (12)
NA 0 1 (4.12) 2 ((12)

MATERNAL

MATERIAL RACE
White 5400 (352) 942 (542) 2851 (602)
Black 4171 (432) 763 (442) 1793 (382)
Oriental 150 (22) 31 (22) 66 (12)
Other 27 (412) 9 (11) 9 (411)
NA 6 (412) 0 2 (412)

MARITAL STATUS
Married 4141 (422) 612 (351) 2193 (461)
Unmarried 5605 (582) 1135 (65%) 2529 (542)
NA 8 (412) 0 1 k12)

MONTH OF REGISTRATION
1 -) 2127 (222) 380 (222) 1048 (222)
4-6 2421 (252) 423 (242) 1191 (252)
7-9 2998 (312) 506 (292) 1587 (342)
None 1127 (122) 252 (142) 385 ($2)
NA 1081 (112) 186 (112) 512 (112)

SIMNEL=
MIONs 4 Less 61 (l2) 4 (<a) 32 (12)
501-1500 338 (J2) 51 (32) 156 (32)
1501-2500 1009 (102) 205 (122) 521 (112)
2501 4 Up 1213 (842) 1460 (842) 3951 (842)
NA 133 (12) 27 (22) 63 (12)

WEALS 9754 1747 4723
(601) (112) (292)

Source: Birth Certificate Work File pulled from Vital Records for
October 1, 1984 through September 30. 105, IDPN

I)
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APPENDIX P

Prenatal Questionnaire

Prenatal care is medical care for women who are pregnant.

Section I. Mother

1. Old you receive prenatal care during your pregnancy?

4067 Yes 627 NO 28 NA 1 Adoption

IM) (13Z) 111Y MI)
2. For women in general, how important do you feel it is

for them to receive prenatal care?

3634 Very important (812)

in Important (14X) 4566 .971)

-fir Only slightly important (22)
13- Not important at all (s12)

13- No opinion (12)
-174- MA (12)

110 (22)

3. atird you have used help in obtaining prenatal care?

2405 Yes 2155 No 163 NA

-u[!) Tat) tab
4. What problems, if any, delayed you in seeking pena..1

care?

Z Total with Prob.2313 None (492)
352 la- Financial problems (142)
82 144- Family problems (42)

62 TM- Couldn't find physician to take a green card

(Public Aid) (3X)

92 219 Lack of transoortation (52)

SI Mr please describe 144 (42)

Total
is Care

12 1-501 (11Z)
22 2-912 (191)
17 3-709 (152)
13 4-521 (112)
11 5-451 (102)
9 6-374 (82)

- 4 7 -310 (72)

3 4-114 (22)
1 9-34 (1Z)
Noes -627 (132)

MA 154 (52)

292 689 6.mbised (152) 140 la (32)

Trim did not receive prenatal care please skip to
Section 11 on infants, otherwise please continue

5. in what month of pregnancy did you begin prenatal care?

month (first, second, etc.)

4. Approximately how many visits did you make during your
(262) 12+ 1069 (232)

pregnancy? ((30r) ;::113132:511:1) Nose-627 (132) NA-470 (102)

7. Now many weeks or months did you know you were pr:gnant

before you sought nrenatal care? 2 Vocal
Is Caro
262 Iwt-lmo 1051 (222)
412 Srk-3rs 1679 (362)

222 13wk6mo 894 (192)
72 270k limo 240 (62)

None 627 (.32)

NA 192 (42)

weeks months

F.3
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8. Ito long did you have to wait to be seen after you
called for your first appointment? (272) d(Iwk-1086 (232)

Noes-627 (132)(562)1A-1mo-227g (482)
days Week NA-620 (132)(32) 2 -3.o- 104 (22)

2 Toni (12) Moos- 7 ('12)
la Care L. Ito far did you have to travel to receive prenatal care
462 -Imel 1864 (392) (that is the distance between your home and the office
232 6-15.1 932 (202) or clinin where you received care)? Miles
92 16-30m1 347 (72)
32 31-50m1 l02 (22) 10. Ito did you usually get to your office visits?

All 51-100ml 21 (412)
<1; mar 100 5 (c12) 122 11112- Walked (102)

302 jjj2 Drove (242)
222 jm_ family member/friend drove (192)
2094 public transportation 022)

12 XRAir, please describe 7 (12)
112 460 Combination (102) Ocae-580 (I22)

11. 1160 provided your care?

2 Total in Cams
672 =Obstetrician (specialist who delivers babies)(582)
192 _DI General Practitioner/Family Doctor (172)
72 _li9Purse- Midwife (62)

12 Lay Midwife K12)
32 Other. please describe130 ( 3 2)
42 170 Combination (42) Nome 625 (132)

12. -NOO-Wid you pay for the prenatal care you received
during this pregnancy?

2 Total Is Care
152 jj Insurance (132)
52 see NO (42)

392 junMedicaid (Green card) (314)
132 518 Cash (112)
112 436 free public clinic (92)
12 Inr- Loan (12)

52 MT-lnable to pay (52)
bier.12 please describe 49 (12)

122 487 Combination (102) NA 580 (11I)
13. Rase indicate which of the following services you

2 Total Cara
received dories, your pregnancy.

252 1005 Prepared childbirth (for example Lamle) (212)
622 3311. Physical exams by the doctor or nurse midwife (702)
372 air WIC (322)

212 11PrOiet counseling (182)
132 TfC Social worker

::unsifesIgig:me(olflts before delivery4262

192 -yrf Roblic health nursing home visits after delivery
302 nu- General prenatal education (262)
252 MIT Referral to family planning after delivery (222)
272 1107 Referral to well baby clinics after delivery (232)

0A 46 (12)

None 627 (132)
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Section II. Infants

I. Do you have living children?

6663 Yes 17A NO 17 Adoption 65 NA

17-46110 not. 'lig), send the callted puesei ire

back in the enclosed envelope. Thank you for your

help. If ylu do. Plasm, go an to question 02.

2. Oo you thinZ well child cart is important?

6612T's _adios 1,3 Na

If poiPiisver is hagMease liii;the reasons for this

belief:

27 Against your religion to go to doctors. (112)

7IFT Only go to a doctor when ill. (toz)

)Bier. please describe IC (tell

2 Ltvtep thu.
Where is your child getting medical care?1d

672 1523 Private pediatrician (baby doctor) (mti)

Si 7irr HMO (52)
152 :NEE:Hospital clinic (1S2)

242 1075 Health Department clinic (232)
62 mar. please describe 270 flit 1

62 256 Combination (52) M6 217 (62)
4. ina"you have any problems finding medical care for your

child?

AIL Yek 2ilfift) 914§f)
5. If you had no problems skip to question 06. If you had

problems, please indicate which wire the main ones:

au Unable to pay (622)
_232_ Couldn't find a doctor who would take a preen card

TP4-1fc A1d)(262)
jVJL Lack of transportation (262)

Other. please describe 71 on

6. Please indicate which cf the following services your

child is receiving: 2 local etch Living Child

.i22 physical etas `e doctor /792)

aim Immunization (we., Sy shotsr(84z)

lam WIC (442)
Public Health Nursing Nome Visits (102)

_Az_ Crippled Children's Services (Ix)

ALItadichek (ESOT)
AAL Developmental essifili tatfifbnitiirtii

your baby is developing normally) ,1
Infant stimulation/0-3 services oz)' "'

Special education services (12)

usner, please describe JA_47v)

721 NA (102)
the 40213tiOnnaire in the envelope enclosed. Thank you very

help.

Please return

much for your

ON/6271w/k
Enclosure

..Tffla III weeder)
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MUMMA. of Problems I. Massie, Promoted Coro Within lawless at Node of Trommertatfon

MOM Mad
Haber hnat

Drive

Imam Pacent
Amager
Maw Permit

Public Treas.

Amber Persist

Cab

Or hnent
Other

Number Paned
Combined

amber Perna
M
Maw

Nom MN 61 AW 63 347 39 637 63 14 47 2 21 214 47 143

l'imenciel 63 14 IN 16 171 20 104 14 5 13 1 IS 73 16 143

holly 24 S 34 2 SI 6 34 4 1 3 0 0 13 3 41

Title 411 15 4 24 2 44 6 26 3 0 0 1 16 . 7 u
Anal 17 4 14 2 64 62 7 3 e 1 IS 21 6 37

Other le 3 47 4 23 3 36 4 1 3 0 0 14 4 46

M 17 4 32 3 21 3 24 3 1 3 0 0 8 2 36

Cabala 46 11 116 10 172 20 114 12 10 26 3 n 105 23 133
Total 442 100 1229 100 447 ISO 1029 100 39 100 7 100 440 100 SOO

MLA
Ofstrfation of Problems As Access's Primal Core Wilde inainos of Disteem Troweled to Core

, ROMAN
$

Noma

i'lenclal

halo
Title 111

Tavel

Other

NA

Combined

Total

00.-nw stwnnms Slates- Thirty Tartans -fifty ITIftame-Modred Over Modred NA

wow Percent imam Persist limber Persist limber Percent limber Permit Muller Potant Maier
NU SS 452 49 154 46 SO so 12 SO 3 GO 620

317 lt 171 II 66 20 14 1e 1 6 1 20 217
6$ 4 31 4 10 3 S 1 6 0 AS

55 3 26 4 Is 4 6 6 0 0 37

72 4 44 6 17 S 6 6 0 0 0 AO

63 4 24 4 14 6 1 1 0 0 74

42 3 22 1 0 3 2 2 0 GS
226 13 16f 17 Go 1 16 7 34 1 20 222

1464 104 531 1S4 341 No 102 ISO 21 100 5 100 1452

(.1 1'

Seams Serve, Mamas for Problems. bide of Trawl sod Sisters*. 91
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&PH:VDUS

BREAKOUT or CCOBIBED PROBLEMS

Problem
*umber

Reporting

% Total
Reporting
Combined
Problems

Financial Problems 526 76%

Family Problems 204 40%

Green Card Problems 160 23%

Lack of Transportaticn 365 53%

Other Reasons 220 32%

Source: Survey Responses on Problems

)2
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APPENDIX I

CONSUMER CONTACTS REQUIRING DEPARTMENT RESPONSE

penuests for Assistance-Letters
Birth Certificates

Copies 6

Changes 3

Social Socuri-y I 1

Prenatal Md/Limaze 1

0-3 Services 1

WIC/NC /SS I 1

Return Forms Submitted in Error
DPA Application
DPA Card

AP Car. for repeat pregnancy-Access 4

Adult Dealt% Care-Access 2

WIC- Access

Getting an DPA
DPA Misc. (Off RHO, List cf MD's taking

DPA, Return SC, Problems with coverage 5

Purpose of survey before responding 1

WIC/Birth Certificate 1

Well Child Care-Access 11

Advice (Diaper rash, First Aid) 2

Copy Death Certificate (infant) 1

NIC/Transportation
Transportation 1

Financial Aid 5

Complaint. -egarding quality of car. 2

Complaints - Letters

Infant Deaths 6

Adoption 3

Adequate cars - Letter fl 14

Complaints - Telt:Am. Cuns

Consumer complaints regarding letter 41 9

(2/95-3/SS)

Source: Letters included Nita Survey Responses or Direct
Telephone Calls to the Department.
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APPENDIX J

AGREEMENT BEM= MIME AND BIRTH CERTIFICATE
REGARDING TIMING AMD QUANTITY OF PRENATAL CARE

Trimester of Oegistratton for Care

None

Agreement
Earlier Registration
on Certificate

Later Registration
on Certificate

265
1st Trimester 381 18 141 7 1317 75
2nd Trimester 300 22 218 16 836 62
3rd Trimester 223 48 114 25 125 27
Unknown S7

1226 26 473 10 3024 64

Number of 1 Visits
More Visits on Fever Visits on

A rirjent Certificate Certificate

None 296 608
S

1-6 Visits 35$ 27 267 20 592 44
7-11 Visits 51 4 45 4 9.4 75
12+ Visits 4 0.4 11 1 809 73
Unknown 14$ 619

857 18 1551 33 2315 49

Source: 1) Survey Responses on Trimester of Registration for
Prenatal Care and Number of Visits Nade.

2) Vital Records Birth File for Trimester of Registration
for Prenatal Care and Number of Visits Nada 10/1/84
through 8/30/8S, INS.

0 4



90

APPENDIX K

PROJECT BUDGET

GPCDD GRANT MATCH TOTAL

Personnel $2090.00 $2090.00

Printing Return Envelopes 83.00 83.00

Postage 4510.00 4510.00

Paper Supplies 1775.00 1775.00

Data Processing
Computer Time 2841.00 2841.00

Staff Time 2749.00 2749.00

Data Entry Staff $ 6462.50 6462.50

PRE Visits 35140.00 35140.00

Indirect Costa 1418.00 1418.00

Totals $43020.50 $14048.00 $57068.50

A

4
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Chairman MILLER. Thank you. Sister Ann.

STATEMENT OF SISTER ANN PITSENBERGER, O.S.F., EXECUTIVE
VICE PRESIDENT, ST. JOHN'S HOSPITAL, SPRINGFIELD. IL

Sister ANN. I wish to thank the Committee for the opportunity to
share with you information relevant to the problem of infant mor-
tality in south central Illinois. My presentation will address both a
regional and local perspective. St. John's Hospital is the regional
Perinatal Center for South Central Illinois and is also a primary
provider of health care services for Sangamon County.

At the spring meeting of the South Central Illinois Perinatal Ad-
visory Committee representatives from the obstetrical departments
of the hospitals affiliated with the Springfield Perinatal Center en-
gaged in a planning process which included the identification of
precursors to infant mortality within their communities.

Some of these precursors included high malpractice premium
rates; increasing unemployment with associated loss of health ben-
efits; inadequate and untimely reimbursement from the Depart-
ment of Public Aid resulting in physicians' ability to accept "Green
Card" patients; teenage pregnancies; inadequate followup of high
risk Medicaid or indigent patients.

Researchers agree that the continued decline in infant mortality
rates over the past quarter century can be attributed to hospitals
providing intensive perinatal medical care. These same experts
would also contend that further development of neonatal intensive
care capabilities would be fiscally impractical. Interventions pro-
vided by the Springfield Regional Perinatal Center which have as-
sisted in the reduction of the regional infant mortality rate in-
clude:

Availability of a broad range of technical and subspecialty sup-
port services, including an outpatient fetal assessment program
which functions as a resource for physicians from throughout the
region seeking consultation for potentially high rick maternity pa-
tients;

Inpatient services for high risk maternity patients and for criti-
cally ill patients;

24-hour consultation capabilities for regional physicians regard-
ing clinical management of the high risk mother and newborn;

Transportation system for movement of high risk perinatal pa-
tients to the appropriate level of care;

Provision of continuing education to regional medical, nursing
and allied health personnel;

Participation in the review of local perinatal outcomes; and
Followup of patients discharged from the Neonatal Iniensive

Care Unit.
The Illinois Department of Public Aid's Illinois Competitive

Access and Reimbursement Equity Program ['CARE] contracts
with hospitals to provide inpatient hospital care to Public Aid re-
cipients. This program is detrimental to tertiary care centers in
that it includes ceilings on the number of Medicaid days for which
a hospital will be paid, and it does not reimburse in a timely and
equitable manner for services rendered.
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Recently the malpractice prem;urns of area obstetricians in-
creased over 100 percent, resulting in annual payments exceeding
$90,000. There most likely outcome will be a growing reluctance of
physicians choosing to practice obstetrics.

Current Medicaid reimbursement for maternity care is not suffi-
cient to meet the costs incurred by the physician and hospital pro-
viding care.

The indigent population is growing. Nationally, Medicaid only
covers between 38 to 46 percent of the population near or below the
Federal poverty line.

It is our assumption that all persons are entitled to necessary
health care and medical ti eatment as a basic human right. Al-
though some individuals believe the Federal Government must
assume ultimate responsibility for guaranteeing that high quality
maternity care be available and accessible to all pregnant women,
responsibility for primary service delivery should be placed as
much as possible at the local level.

As the Select Committee on Children, Youth, and Families re-
ported in 1985, by providing timely prenatal care the number of
low birth weight babies can be reduced and thus a reduction in
infant mortality.

In addition, for every $1 spent on prenatal care, $3.38 is saved in
health care costs related to poor pregnancy outcome as a result of
no prenatal care.

Likewise, at the Perinatal Center, the High Risk Maternal Unit
has the ability to maintain pregnancies in utero for longer periods
of time, which assists in the production of a healthier newborn.

Admission to the High Risk Maternal Unit may reduce the need
for admission to the High Risk Neonatal Center.

The average cost of admission to the High Risk Maternal Unit is
$3,500, which is less expensive than the average cost of admission
to the High Risk Neonatal Center, which is $20,000.

There is no such thing as free care. In the end somebody must
pay for the care of the poor. Cuts at the Federal level to Medicaid
and block grant programs do trickle down and have stressed local
health care delivery systems to the maximum.

Since resources to support programs which work to reduce infant
mortality have been reduced, it is necessary to coordinate various
program efforts to maximize their impact at the local level. For
si veral years the State Health Department has called for a "widen-
ing of the circle of participants and a firmer and more direct com-
mitment to prevention services."

Recently we had the opportunity to engage in a collaborate proc-
ess addressing prenatal care. A local newspaper published an arti-
cle which described the problem of early access to prenatal c .re for
the poor here in Springfield. In response to the article Congress-
man Richard Durbin facilitated a community response to the prob-
lem. A number of agencies and individuals, including St. John's
Hospital, have been meeting and interventions have been dis-
cussed.

As a result of this p. ocess St. John's Hospital is currently devel-
oping a maternity care program targeted to patients of poveity
status who are ineligible for Medicaid funding and to Medicaid pa-
tients. The program will utilize a number of community resources:

F;8
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Springfield City Health Depart nent, Care Center, WIC Program,
Public Aid, private physicians, and the SIU School of Medicine.
This program is designed to supplement the current efforts of the
local medical and allied health community, not supplant it.

Like many organizations in our community, St. John's Hospital
has a mission to serve the indigent. By coordinating the various re-
sources within our community we can maximize services offered
and better assist those mothers and children who struggle for their
basic right for quality health care.

[Prepared statement of Sister Ann Pitsenberger follows:]
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PREPARED STATEMENT OF SISTER ANN PITSENBERGER, 0.S F., EXECUTIVE VICE
PRESIDENT, ST. JOHN'S HOSPITAL, SPRINGFIELD, IL

I wish to thank the Committee for the opportunity to

share with you information relevant to the problem of Infant

Mortality in South Central Illinois. My presentation will

address both a regional and local perspective. St. John's

Hospital is the ragional Perinatal Center for South

Central Illinois and is also a primary provider of health

care services for Sangamon County.

At the Spring meeting of the South Central Illinois

Perinatal Advisory Committee, representati!es from the

obstetrical departments of the hospitals affiliatcd with the

Springfield Perinatal Center engaged in a planning process

which included the identification of precursors to infant

mortality within their communities. Precursors included:

. High malpractice premium rates which have

resulted in limiting obstetrical services provided by

both specialists and family practitioners

. Increasing unemployment with associated loss of

health benefits.

. Inadequate and untimely reimbursement from

the Department of Public Aid resulting in physicians'
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ability to accept "Green Card" patients.

. Patient transportation problems.

. Client's inadequate knowledge of the importance

of prenatal care.

. Irresponsibility of patients in following

prescribed care.

. Teenage pregnancy.

. Inadequate follow-up of high risk Medicaid or

indigent patients.

. Inadequate marketing of maternity services

available to the poor.

. Uncoordinated care by providers and social

service agencies; no case management.

Perinatal Center Interventions

Researchers agree that the continued decline in infant

mortality rates over the past quarter century can be

atcributed to hospitals providing intensive perinatal

care. These same experts would also contend that

further d*..velopment of neonatal intensive care capabilities

would be fiscally impractical. Interventions provided by

The Spingfield Regional Perinatal Center which have

assisted in the reduction of the regional infant mortality

rate include:

. Availability of a broad range of technical and

subspecialty support services, including an outpatient fetal

assessment program which functions as a resource for

physicians from throughout the region seeking consultation
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for potentially high risk maternity patients.

. Inpatient services for high risk maternity patients

and for critically ill neonates.

. 24 hour consultation capabilities for regional

physicians regarding clinical management of the High Risk

mother and newborn.

. Transportation system for movement of high risk

perinatal patients to the appropriate level of care.

. Provision of continuing education to regional

medical, nursing and allied health personnel.

. Part..cipation in the review of local perinatal

outcomes.

. Follow up of patients discharged from the Neonatal

Intensive Care Unit.

Regional Barriers

The Illinois Department of Public Aid's Illinois

Competitive Access and Reimbursement Equity Program (ICARE)

contracts with hospitals tc, provide inpatient hospital care

to public aid recipients. This program is detrimental to

tertiary care centers in that it includes ceilings on the

number of Medicaid days for which a hospital will De paid

and it does not reimburse in a timely and e.uitable manner

for services rendered.

Recently, the malpractice premiums of area

obstetricians increased over 100 percent, resulting in

annual payments exceeding $90,000. There most likely will

be a growing reluctance of physicians choosing to practice
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obstetrics.

Current Medicaid reimbursement for maternity care is

not sufficient to meet the costs incurred by the physician

and hospital providing care.

The indigent population is growing. Nationally,

Medicaid only covers between 38 percent to 46 percent of the

population near or below the Federal poverty line.

Recommendation:

It is our assumption that all persons are entitled to

necessary health care and medical treatment as a basic human

right. Although some individuals believe the Federal

Government must assume ultimate responsibility for

guaranteeing that high quality maternity care be available

and accessible to all pregnant women, responsibility for

primary service delivery should be placed as such as

possible at the local level.

As the select Committee on Children, Youth and

Families reported in 1985, by providing timely prenatal care

the number of low birth weight babies car be reduced and

thus, a reduction in infant mortality. In addition, for

every $1 spent on prenatal care, $3.38 is saved in health

care costs related to poor pregnancy outcome as a result of

no prenatal care. Likewise, at the Perintal Center, the

High Risk Maternal Unit has the ability to maintain

pregnancies in utero for longer periods of time, which

assists in the production of a healthier newborn. Admission

to the High Risk Maternal Unit may reduce the need for
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admisrion to the High Risk Neonatal Center. The average

cost of admission to the High Risk Maternal Unit is

$3,500.00, which is less expensive than the average cost of

admission to the High Risk Neonatal Center which is

$20,000.

There is no such thing as free care) in the end,

somebody must pay for the care of the poor. Cuts at the

Federal level to Medicaid and Block Grant Programs do

trickle down and have stressed local health care delivery

systems to the maximum.

LSTALPUBBSSeldn

Since resources to support programs which work to

reduce infant mortality have been reduced, it is necessary

to coordinate various program efforts to maximize their

impact at the local level. For several years the State

Health Department has called for a "widening of the circle

of participants, and a firmer and more direct ccaaitaent to

prevention services.

kecently, we had the opportunity to engage in a

collaborative process addressing prenatal care. A local

newspaper published an article which described the problem

of early access to prenatal care for the poor here in

Springfield.

In response to the article, Congressman Richard Durbin

facilitated a community response to the problem. A number

or agencies and individuals, including St. John's Hospital,

have been meeting and interventions have been discussed. As
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a result of this process, St. John's dospital is currently

developing a Maternity Care Program targeted to patients of

poverty status who are ineligible for Medicaid funding and

to Medicaid patients. The program will utilize a number of

community resources, Springfit'd City Health Department,

Care Center, WIC Program, Publi: Aid, private physicians,

and the SIU School of Medicine. This program is designed to

supplement the current efforts of the local medical and

allied health community, not supplant it.

Like many organizations in our community, St. John's

Hospital has a mission to serve the indigent. By

coordinating the various resources within our communiy, we

can maximize services offered and better assist those

mothers and children who struggle for their basic right for

quality health care.
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Chairman MILLER. Thank you. Ms. Reardon.

STATEMENT OF JOAN REARDON, COUNSELOR, CARE CENTER OF
SPRINGFIELD, INC., SPRINGFIELD, IL

Ms. REARDON. Good morning. I am a counselor in the Care
Center of Springfield, and my primary caseload is women who are
experiencing stres-rul pregnancies. These women come from all dif-
ferent age groups and all present with an enormous problem. Some
of them already hold their medical card, others are applying for a
medical card for the first time and are encountering enormous
problems in qualifying for that card. And others are among the
working poor. Each of those categories presents a problem in ac-
cessing medical care.

For the woman who holds her Public Aid card, or her "green
card," her problem seems tc, emerge as one of locating a physician
who will accept that card. The woman who is attempting to get a
medical card for the first time very often finds that the necessary
paperwork, the documentation, et cetera, is so burdensome that by
the time she can complete all of the forms she is well through her
pregnancy.

The woman whose husband or who herself is working will often
encounter a spend-down amount that makes her participation in
medical care impossible. I gave an illustration in my testimony of a
woman who came in to see me not too long ago. Her husband earns
approximately $175 a week. On this income they support a family
of six. She had applied for a medical card and, ladies and gentle-
men, her spend-down amount was set at $1,450 for a 3-month
period. This clearly made any medical care in the early part of her
pregnancy impossible for her. Before Public Aid w'Juld step in she
had to have out-of-pocket expenses of $1,459 on flit income of $175 a
week to support a family of six.

In addition to this, she was rated at risk as her prior delivery
had resuLed in a stillborn infant.

Examining that from the obstetrician's viewpoint aiso presents
an unhappy picture. She has no money to access the system, and
any doctor whc accepts her as a patiei.t, will wait for payment on
necessary lab tests, et cetera, until very close to her delivery.

By the way, we did qualify her by arguing that she was disabled,
so she wont from an AMI category to a category 94 on the Public
Aid card. But it took a lot of advocacy to get her that far.

Any lab tests that are done, any initial treatment that is done
for a woman entering the medical system early in pregnancy is not
going to be covered, because by the time a medical card does back-
date 90 days, those tests will never be paid for. They are gone, you
knob, gone, at that point.

One of our area physicians who has been kind and caring and
taken care of many, many women that I have sent in to him, spoke
with me last week and told me that his medical malpractice rates
are increasing from November 1986, when he paid $37,000, to
$96,00 in November 1987. Those rates will be for each doctor in
his practice, not for the entire practice. At this time he can look
forward to a Public Aid rate that will cover less than one-third cf
his normal delivery charge, which is $1,500. The economics for the

1 r 6
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obstetrician ,..learly are not there and he, like everybody else, is a
small businessman who must earn an income.

We do not like to think of medical care in those terms out that
simply is the truth. These doctors have nothing to sell but their
skill, and when confronted with a reimbursement level that is less
than one-third of what they normally charm, where are they to go?

I think when we look at this question of accessing medical care
for the indigent woman, we are tempted to single out quick an-
swers, and in this particular area there are no quick and easy solu-
tions. I thank you.

[Prepared statement of Joan Reardon follows:]
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PREPARED STATEMENT OF JOAN REARDON, COUNSELOR, AT THE CARE CENTER,
SPRINGFIELD, IL.

As a Counselor at the Care Center of Springfield, a small

agency that has as its primary clients, women experiencing

stressful pregnancies, I am aware of the struggle many of these

women face in attempting to access medical care. Many of these

women have Medicaid cards. Others are attempting to erter the

Public Aid system for th first time in order to secure the

necessary funding to receive medical care. Some are among the

working poor, employed in poorly paid fields. Each category

presents its own particular problem.

Women who have their cards often report an unsuccessful

attempt to locate a physician who will accept this particular

form of payment. Those attempting to secure a card for the first

time often find themselves overwhelmed by the long list of

necessary documentation which must be provided in order to be

accepted by the system. Those who are working are often accepted

for public funding with a spend-down amount that is outside of

their ability to meet and virtually proves to be worthless during

the initial stages of pregnancy.

In this latter category, : would like to offer a specific

example. One of our clients who had applied for Public Aid

1 s



104

Medical assistance was indeed given a "spend-down" card.

This spend-down figure was set at $1,457.00 for a t-ee

month period. Her husband is employed and earns $175. per

week ($162. net) and suppor., six people with this income.

This in effect, denies this woman any assistance with'Iler'

medical bills until the month of her delivery when her ex-

penses . teed her spend-down figure.

A physician caring for her would be without any

reembursement during the antepartum period. Necessary lab

tests, usually orde.ed ir. the early stages of pregnancy will

not be reembursed as the card will be effective long after

the 90 day "back-date" on medical expenses has expired. This

woman is in a high risk category, as her last birth had a

medical complication which resulted in a still born infant.

I have been employed by this agnecy since June of 1980.

In this period of time, I have never been refused medical care

for any of our indigent pregnant women. We have enjoyed the

support of several dedicated, extremely competent physicians

whe have cared for the women we have referred to them. They

have done this, trusting that our agnecy will pursue all

available means of funding but also knowing that the current

Medicaid funding levels of $446.50 will not cover their

basic office expenses. Much of the early prenatal care pro-

vided comes out of these Doctors own pockets. They carry a

disproportionate share of the burden of indigent care within
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our community, for there are many other qualified physicians

who refuse to accept these women under any circumstances. As

the number of referrals made by our agnecy increases, the burden

on our supporting physicians continues to show a corresponding

increase. At the same time this is occuring, medical malpractice

insurance rates for obstetricians is escalating at an unpreced-

nted rate. One of our supporting physicians reports an increase

of 559,000. (from 537,000. in November 86 to 556,000. in Novem-

ber 87) per Doctor in his practice. Since this cost and the costs

of his equipment, staff salaries, operating expenses etc. must

come out of his patient charges before he makes his own profit,

it does not take a great deal of thought to understand why he

must limit the number of Public Aid patients he can care for.

His delivery charge for complete antepartum, delivery and post-

partum care if $1,500.,one of the more reasonable in our commun-

ity Based on current I.D.P.A. rates. he will be paid less than

1/3 of his normal charge.

Due to our ability to access care for pregnant women, we

do receive a number of requests from other community agencies

to provide this service.
I believe we have been successful in

maintaining a working relationship with our Doctors because of

our proven ability to share the burden of care for these women.

Our servli's are complete in providing close followup which

encourages compliance with medical appointments, providing

1 :0A
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emotional support through counseling, continually stressing

the role of adequate nutrition and providing pra-natal health

education. A.1 of these factors impact fauorably on giving

birth to healthy infants and reduce the number of complications

which add a further burden of time and care to the physicians.

In summary, I believe that the problem of providing access

to medical care for the poor is a complicated :ne which does

not lend itself to a single, isolated course o' action.

1 l l
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Chairman :A.ILLER Malik you. Carolyn Bodewes.
Ms. BODEWES. I am available for questions on my written testi-

mony. Thank ru.
[Prepared statement of (.. arolyn Bodewes follows:)

1 : 2
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PREPARED STATEMENT OF CAROLYN BODEWES, PROJECT DIRECTOR, CARE CENTER OF
SPRINGFIELD, INC., SPRINGFIELD, IL

The Care Center of Springfield, incort..rated in 1979, is

a non-profit agency providing pregnancy crisis intervention

for teens, unmarried women and married low income women.

Services include pregnancy testing, individual and

family counseling, Lamaze and prenatal classes, nutrition

education, home visits, physician and agent, referrals,

prenatal vitamins, and limited public aid level reimbursement

to physicians for prenatal care and deliver/.

Non-medical services include pregnancy prevention out-

reach to schools, legal assistance, emerge--y funds for food,

clothing, medicine, transportation, maternity and infant

clothing and furniture.

The Care Center's FY88 budget consists of approximately

40% from state grants, 25% from private fuis and over 35%

from in-kind services (the single most provider is St. Johns

Hospital in Springfield).

In FY86, 524 cases were opened resulting in 212 assisted

births. In FY87, 550 cases weie opened res.lting in 243 assisted

births. Of these 243 mothers, 63 received public aid assistance

prior to being served by the Care Center with an additional 81

referred to Public Aid for assistance after contact with the

Care Center. The remaining deliveries were oaid for by PTS Grants,
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Insurance or Care Center funds.

The Care Center currently
has agreements with four

Physician Groups who accept Care Center clients at the currentPublic Aid rate of $446.50
for prenatal

care and delivery ofan uncomplicated
vaginal delivery.

Because of these
agreementsthe Care Center

has reached
100% client

referral for medicalservices. The Care Center
assists the client in pursuing fundsto cover delivery

costs.

The physicians
supporting the

program endorse the phil-osophy which is built upon counseling
and specific

health ed-u,ation for the
individual needs of each client.

The access to Prenatal Care is far beyond the
responsibilityof the private

physician. To suggest that even the most
dedicatedphysician who is already

accepting the patient at a financialloss is capable
of giaing the needed

prenatal care is not toview the
problem accurately.

Pregnancy is rarely an
isolated problem with Care Centerclients. These clients are for the most part unmarried, poorand from severly

dysfunctional
families without life goals ormotivation. Their social and

emotional needs are staggering.They do not
understand the need for medical erre and often donot comply with medical

appointments.

By providing
pregnancy counseling,

prenatal, Lamaze andnutrition education,
tracking physician

visits,(particularlypostpartum visits) and
generally caring for them, the chain
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of repeat pregnancies can be broken.

The Care Center has consistantly demonstrated that if

good medical care is given along with meeting a client's social

and emotional needs, the probability of personal trauma and

tragedy is avoided.

The growth of this program and the broad community support

speaks to it's success in accessing good prenatal care. The

Care Center's state funding is through a decreasing grant. The

problem of adequate funds to continue our program is growing

to crisis proportions.

1 1 5. _
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Chairman MILLER. Oh. OK. And Dr. Fraed.

STATEMENT OF CYNTHIA FRAED, M.D., OBSTETRICIAN AND
GYNECOLOGIST, HARRISBURG, IL

Dr. FRAED. I would like to thank you for the opportunity to come
and testify before this committee.

I am a board-certified obstetrician and gynecologist working in
southern Illinois, one of the areas hardest hit that we have heard
all about from the people who have already testified. The stories
that you heard from the two young women, that were read, were
more than typical. There are other people out there who do not
have whatever means to participate in their own care. Unlike the
two women who mentioned that they understand that prenatal
care is important, there are many people out there who do not.

There has certainly been any number of ancillary committees
and help formed. The bottom line on all of this is that they cannot
get prenatal care without doctors.

In Illinois, my own personal story, in 1983 my malpractice premi-
um was $11,000 a year. At that time I hired an LPN from the OB
Department, I sent her to RN school, I trained her and sent her off
for additional training in Denver for family planning, brought her
back, taught her how to do pelvic exams and how to do prenatal
care so that she could care for Public Aid patients in my officewhile I was present. I saw these patients on an initial visit to
screen them for problems and I was present for whatever problems
Linda found when she examined them. I then went and delivered
them and had them come back for postpartum care.

I did everything within my power to make that a situation where
I could break even. And gentlemen, after 21/2 years I not only could
not break even, I was faced with not only financial but emotional
bankruptcy because of the drain that that placed on me as an indi-vidual.

At that point I shortly after that not only stopped delivering
Public Aid patients but I also stopped delivering obstetric patients
after 10 years of practice.

After a 9-month hiatus and just doing gynecology for a while, for
any number of personal reasons I have gone back to delivery and I
have promised the hospital in Harrisburg that I will deliver for the
next 2 years. Six months of that is already past.

Under the malpractice climate and under the economic climate
in my area I cannot provide Public Aid services. I simply cannot
afford to pay out of my pocket money that I do not have to provide
care for people that desperately need it. I am one person. I cannot
provide the entire solution to this problem.

I do not know where the answers are. I suspect that they are in
several directions. First of all, I think we have to find some solu-tions to the malpractice situation. I live approximately an hour
and a half from Evansville, IN. A year ago the malpractice premi-
um for obstetrics in my area was $64,000. An hour and a half away
the premium was $12,000. in Indiana. The private patients could go
across the river and have a Level 2 nursery and a physician who
does not charge you quite as much but who is getting a whole lot
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more, as well as having a decreased risk of malpractice because of
the system in Indiana.

Illinois is not supporting its doctors. I have talked to many
people who not only have quit obstetrics, changed fields and left
the state and are leaving medicine. I have already done that once
for a brief time. If the situation is not remedied in the next 2 years
I very likely will leave the field of medicine completely.

The next thing is the reimbursement for Public Aid. After
paying the nurse that I hired to do the Public Aid prenatal care
and training her, and paid her salary and the salary cr the secre-
taryit took her possibly between 30 and 60 percent of her time in
the office to bill Public Aid repeatedly for the same care, only to
have it come back and say, this was denied, or this has already
been allocated. Those two salaries more that: covered what I was
reimbursed for the entire care for 70 Public Aid patients in 1985.
Out of 210 deliveries a third of them were Public Aid. I cannot sur-
vive on that and I certainly do not have the energy to be up and
deliver all those patients and not at least break even.

I had a staff to support; I had office overhead. That may sound
terribly economic, and it is, but it also happens to be a very real
reason why we are in this situation today.

I would appeal to you gentlemen, find some solutions, not only in
tort reform but in Medicare reimbursementor Medicaid reim-
bursement; excuse me.

People out there need care. I would not mind giving them care
but I cannot afford to do it completely gratis with no means of sup-
port.

With that, I will be open to any questions, and thank you for
your attention.

[Prepared statement of Cynthia Fraed, M.D., follows:]
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PREPARED STATEMENT OF CYNTHIA FRAED, 114.1) , BOARD-CERTIFIED OBSTETRICIAN AND
GYNECOLOGIST, HARRISBURG, IL

My name is Cynthia Fraed. I am a board-certified obstetrician and

gynecologist from Harrisburg, Illinois. I have oeen in practice for 10 years.

Today, I will spend my allotted time describing the desperate state of affairs

for pregnant women -- especially the indigent -- who are seeking obstetrical

care in southern Illinois.

I characterize the situation as 'desperate," and it is nothing less than that.

A recent Study of seven southern 111,nois counties failed to turn up even one

obstetrician in the area. These counties with a population of over 76,000,

adjoin my practice locaie. Thus, I experience first hand the trauma of

prospective mothers who are searching for medical care -- and are unable to

find it without travelling to Missouri or Indiana.

Unfortunately, I cannot help them. For two and one half years I operated a

clinic for public aid patients. But I was forced to abandon it two years ag3;

and shortly afterwards made my decision to pie up delivering babies. I have

since returned to obstetrical work on a limited basis, but economic realities
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have prevented me from re.Jrning to care of indigent patE.ts.

The reason is that the Medicaid system in Illinois make: it impossible to do

so and economically survive. I found during my years treating mothers-

to-be on public aid that the system posed many dilemmas 'or doctors and their

patients. I'll mention tnree

-- First, the economic reimbursement actually provides a

disincentive to treat Medicaid patients. 7:r prenatal,

delivery and postnatal care the current reimbur:i-ent rate is

only $446. For a delivery only, the reimburs-ent rate is

currently $304.30. This is not even enough to cover office

overhead and massive Medicaid paperwork, let alone medical

malpractice premium costs. I now charge $1,00C per delivery

for the nine-month care of mother and fetus. --is is only a

little more than the "break even" price for my services. To

deliver Medicaid babies and provide their mo:iers prenatal

care, I would Je essentially bankrupting myself !id my medical

practice.

-- Second is that until recently -- long after 1 re..ctantly gave

up treatment of Medicaid patients -- the Medicaid reimbursement

1'J



115

for nine-month prenatal care included any other medical care

the prospective mother received while pregnant. For instance,

if she had a cold and went to her family physician, that doctor

was paid out of the allotted Medicaid reimbursement for

prenatal care and delivery

I understand that this has, very recently, been rectified. But

it poses a dilemma which still holds truc for physicians treat-

ing Medicaid patients. That dilemma is: the more complicated

the Medicaid patient's medical history and condition, the less

the obstetrician is compensated. And, need I remind you that

all public aid patients, including prospective mothers, have

more often than not, had little in the way of regular, preven-

tive medical care? And they more likely appear later in their

pregnancies for physician treatment -- often only after

nutritional deficiencies or other serious complications have

developed.

In fact, this scenario causes one major problem confronting

this Select Committee: high infant mortality rates, or at the

very least, extensive and costly medical care for premature

and/or malnourished infants. In the long term, I believe we
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could save dollars by raising Medicaid reimbursements f(r

physicians, thus providing easy and early access to obstetrical

care and producing, as a consequence, healthier babies.

-- The third dilemma I wish to address today is the impact of the

medical malpractice climate on obstetricians and patients.

These days, everyone -- whether or not they've ha':, proper, or

even any prenatal care -- expects a perfect baby. And medical

malpractice courts are often agreeing, without regard to actual

negligence. An injured or retarded child presents a sad,

sympathetic scenario in courtrooms across Illinois and our

country. Perhaps there should be some way to help parents

provide for the expense of long term care which such children

will need. But medical malpractice compensation was not

designed or funded to provide for such "no-fault" compensation.

And we are all paying the price when juries hand out large

awards based on sympathy rather than negligence.

Part of the reason there are few colleagues left to deliver

children in southern Illinois is that many have moved across

the borders to Indiana, where malpractice premiJms are less

than J quarter of ours. That state has strong tort reform
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laws, including a cap on court awards at $500,000.

These days, car malpr :Lice bills can arvoach $100,000 in some

areas of Illi. As. My own is currently $21,000 semiannually.

But I recently switched insurance companies after St. Paul Fire

and Marine Insurance Companies boosted my premium level to

$45,000 semiannually, with the promise that the premium would

rise every six months for the next five years.

Illinois doctors have been working to better the climate here

through tort reform. It is an essential piece of the total

remedy needed to assure health care access for indigent

mothers-to-be.

Finally, a word on why, in the face of all this, I decided to re-enter

obstetrics. I love delivering babies. It was what I trainel to do. It used

to be generally a "happy" specialty of medicine. But t-at's :till not enough

to allow me to take on indigent Medicaid patients. It's a losing proposition.

I don't like turning them down; I loathe ,t, in fact. But if I don't I won't

be able to survive to treat the other patients who need me to deliver their

children.

This concludes my statement. I would be pleac:a to answer any questions which

committee members might have at nos time.
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Chairman MILLER. Thank you. I have an announcement, that Dr.
Fesco is to call his office immediately, and there is somebody in
back of the room that will show you the way to a phone here. Is
Dr. Fesco in the room?

Dr. Paco. Yes.
Chairman MILLER. Thank you very much for your testimony. It

seems to me that quite often we talk about our system of health
care in this country as being the finest in the world, and I think it
is, but clearly what you are describing is an obvious and serious
flaw in access to that system of care, especially for populations of
low income individuals in this setting in this rural area.

If I can take a second to explore some of this. Dr. Turnock, you
talked about the expansion of some of these eligibilities. Is this be-
cause the State is more restrictive than the Federal law in some
instances?

Dr. TURNOCK. At the time those eligibilities were expanded they
allowed the Department to pick up on some of the Federal options
that were provided for under the various Omnibus Budget Recon-
ciliation Acts of the past few years.

Chairman MILLER. Now, has that been done? Is that completed?
Have you picked up all of those options in Illinois?

Dr. TURNOCK. No, they are not all picked- up yet. The two that
occurred last year with the expanded eligibility for Medicaid to all
pregnant women is one that will be implemented. The level of im-
plementation, meaningthe level of current need or the Federal
poverty level, has not yet been decided upon. That is an issue that
i,ne Department of Public Aid is bringing to the Governor's Office
and to the General Assembly as a budget issue because re the cost
implications.

They are also evaluating the desirability of the presumptive eli-
gibility option that was provided for in last year's Federal legisla-
tion.

Chairman MILLER. What is the estimated price tag on that?
Dr. TuRNocx. On presumptive eligibility? I am not sure. The esti-

mated price tag on the other, the expansion of the Medicaid eligi-
bility, wa.7. anywhere from $3 to, I think, almost $30 million de-
pending upon the income level selected.

Chairman MILLER. Do you have any idea what that income level
would be, what is anticipated in terms of selection?

Dr. TURNOCK. I know that the Department of Public Aid would
like to have the highest level possible, the Federal poverty level,
and that would cost $30 million, but the possibility of that has to
be discussed within the context of next year's budget and with the
General Assembly as well.

Chairman MILLER. Sister Ann, this program that you are describ-
ing, uu are talking about this facility apparently taking pregnant
women who bring no resources, not a Medicaid card, not a State
card, no resources at all. Is that correct?

Sister ANN. That is right, yes.
Chairman MILLER. How are you going to absorb that?
Sister ANN. Well, I think, as I mentioned, someone has to pay for

it, and so it has to be given to the payors to subsidize.
Ch...irman MILLER. Will any of these State initiatives provide any

resources for those individuals to this program?

3



119

Sister ANN. Hopefully, yes.
Chairman MILLER. But you do not know that yet?
Sister ANN. No. We dowe are able to get some perinatal

money, which would also help in this program, at the present time.
Chairman MILLER. Dr. Fraed, what is the cost? Everybody has

testified, and we have heard from other areas that the Medicaid re-
imbursement is far below ..he cost of delivery of those services.
What do you estimate the cost to be for prenatal care and delivery?

Dr. FRAED. Right now I am charging $1,000 to my private pa-
tients.

Chairman MILLER. And that would entitle them to what kind of
carehow many visits or consultations with you?

Dr. FRAED. T.t entitles them to as many pregnancy-related visits
as are nece-,,dary for their prenatal care, whether that is once a
month at the begnning with closer visits later on or whether that
happens to be once every 2 or 3 days, as it really is in some cases.
And that is the same type. That is the way I have always set that
up, is that it is a flat fee, and it covers as many visits as are neces-
sary.

In order to deliver Public Aid patients the reimbursement right
now is about $450. When I was trying to see Public Aid patients I
set certain limits. They had to have their card in hand on the first
visit because otherwise the entire thing was free.

Secondly, they could not have any spend -down
Chairman MILLER. Why was the entire thing free?
Dr. FRAED. Because there was better than a 50-percent chance

th, /. the card would never be assigned. So eventually I'd end up
footing one more thing, except for the lab work which my hospital
took care of.

Chairman MILLER. And your second criterion Dr. Fraed?
Dr. FRAED. The second crick -ion was that they had to have the

card in their own name. If it happened to be in their parents'
name, if they were a young woman, again, by the time you filed,
you did not get any money.

The third criterion was that they could not have any spend-
down, as I mentioned before. If they came in with a spend-down,
then, again, that meant that the patient had to pay whatever that
spend-down was up front before I could kick in and put the card in.
In the %..Ase that was mentioned she had a spend-down of $1,400. At
that time my prenatal care cost, or fee, was $800. Medical care was
coveringMedicaid was covering app.ximately $390-something at
that time.

By the time the patient had $1,500 worth of paid bills out of her
pocket, if I turned around and submitted the medical card they
made me refund all but the $390 that they would pay, and then
they would only pay what was beyond what the patient would not
pay, and the bottom line was it did not pay anything. The patient
could not afford to pay the spend-down, which was why she had the
green card in the first place. In the second place she could not
afford me and I could not afford to do that again, for free.

Patients that came in with no insurance again were frequently
what we call private pay/no pay. And I knew up front that what I
was doing was care for free. We cannot continue to do that in our
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business. You cannot continue to do that and pay your staff. Those
are the realities in the situation.

I would love to see, along with the rest of this, some money put
into advertising the condoms. Some of these girls do not have any
idea what birth control is about. I have seen people on medical
cards come in for their third and fourth pregnancy, some of them
for caesarian sections.

By the way, if I did a caesarian section, the Public Aid Depart-
ment would pay me an additional $75 for the care, and that cer-
tainly is a very low fee for major surgery. At this point I am charg-
ing $500 for a caesarian section above and beyond my prenatal fee.

If I happen to do a tubal and tie their tubes at the same time I
did a caesarian section, Public Aid told me that that was free and
there was not any fee for it at all.

So that, if I did prenatal care and caesarian section and a tubal
ligation, I got a maximum benefit payment of approximately $460.
And that was if at the time the patient had not been seen by some-
body else during the pregnancy. This has apparently been rectified
at this time but when I was doing this, if the patient went to the
emergency room for a cold, saw another doctor for anything, or if I
had to refer her for consultation because of a complication of the
pregnancy, that was deducted from the maximum allowable fee for
that pregnancy, so by the time-

I can think of one patient that had acute polyhydramnios, which
meant that she had way too much amniotic fluid, to the point
where it put her at risk for delivering prematurely. I sent her to
the Level Three Center designated for my area, which happens to
be St. Mary's Health Center in St. Louis, had her seen by the man
out there who was their perinatologist at the time.

They did an anomaly screen ultrasound to make sure there was
not some terrible reasor why she had this. They could not find any
reason. They did other tests and could find nothing wrong except
that this baby had a lot of fluid around it, which leads to a host of
possible reasons for this. The care that we decided upon was for
her to come back to central Illinois and to have me drain off the
fluid at periodic intervals to try and keep her from going into pre-
mature labor because of the excess pressure on the uterus.

I spent three nights up all night taking off amniotic fluid at the
rate of 50 cc. per 10 or 15 minutes to make sure she did not go into
premature labor.

She finally went into premature labor and was transferred by
helicopter to St. Louis and delivered there. Since I did not deliver
this patient I was not permitted to submit any fee for this care.

Chairman MILLER. That leaves me scratching my head. Ms. Rear-
don, you are nodding your head a lot. Is this typical?

Ms. REARDON. These are old stories; yes.
Chairman MILLER. This is the way it is run?
Ms. REARDON. This is the way it happens. We have been working

with women who are pregnant and poor for about 7 years now. In
that period of time I can really tell you that the generosity of a
handful of physicians in this area have kept us alive and kept vs
able to do this. Why these doctors do not just hide under their
desks when I call, I do not know. Because when they take one of
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my patients, they know that they are going to provide a good bit ofthat care out of their own pocket. All I can do is say, thank you.
I do not have tremendous funds to reimburse them, I cannot payfor the lab tests that are necessary, and by the time Public Aid

backdates, if the woman even qualifies to their generosity and
their time that we ha e anyone seeing our patients at this time.

We do see a substantial number of women who are not teen-
agers, who are among the working poor, and they are not really
covered by a lot of programs The Care Center is their main place
to go for access into the system. The teenager living at home will
quite often be covered under a parent's insurance policy. The
woman who is 23 and may be working part-time and does not have
health insurance is in a much different category, and she is quite
often the most desperate.

Chairman MILLKR. Thank you. Mr. Durbin.
Mr. DuRBIN. Thank you, Mr. Chairman. I would like to say at

the outset, some people may wonder how this hearing came about.
Frankly, lme about because of the willingness of George Miller
to travel here, and of the Select Committee, to do the hard work to
put it together. But if you ,redate it even further, it came about
because as I walked out of the grocery store in Springfield a few
months ago and picked up a copy of Illinois Times newspaper. I
read a feature by Don Sevener, who is in the audience, ab it being
pregnant and poor in Springfield and it opened my eyes. There
were liberal citations and quotes in that article from some of the
participants in this panel, Joan Reardon in particular, and Joe
McHugh of Planned Parenthood, about the problem in our commu-nity.

Springfield as a community is rich with medical resources. And I
think, rk. Fraed, you would gladly have these hospitals at your
ready disposal and all of the resources that we have. But clearly
there is a problem.

Let me try to note a couple of things here that have occurred
since that first meeting of community leaders on this. Let me say
at the outset that we had cooperation with virtually everyone in-
volved in this community. But I want to make particular note of
Sister Ann Pitsenberger of St. John's Hospital.

For those who do not know, people show up at the door here at
St. John's in labor. They are brought in for delivery regardless of
what their resources are. If a child needs neonatal care it is
brought in for help regardless of the resources.

Sister Ann and I had several conversations with Al Laabs and
decided there was a piece missing here. And the piece, of course,
was prenatal care to avoid complications.

I think, Sister, your testimony pointed to the need and your will-
ingness to make a commitment to move forward in this area, and I
salute you for that.

Let me ask you, Sister, you said something in your testimony
about the Neonatal ('are Center upstairs, that expanding thin was,
I think, fiscally iinpr, ;tical. Can you translate that?

Sister Aisx. Well, I think, as has been alngdy said here, you do
have costs, expenses that have to be paid for. And funding just is
not there always, for this kind of patient. So to expand its program
further would be detrimental, costwise.
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Mr. DURBIN. More specifically, what do you lose on Medicaid re-
imbursement for the children upstairs in the Neonatal Cal e
Center?

Sister ANN. We are paid a per diem, and right off the top of my
head I am not sure what that per diem is, but it does not always
add up to the care that is given to the patient, or the length of stay
that is there.

Mr. DURBIN. So the Government reimbursement is not paying for
the expenses of the Neonatal Care operation?

Sister ANN. That is right.
Mr. DURBIN. Joan Reardon, can I ask you how many doctors are

participating in the Springfield area, and how many obstetricians
an taking your referrals on Medicaid and uninsured patients?

Ms. REARDON. Oh, give me a brief moment.
Mr. DURBIN. I think we have about 22 obstetricians in Spring-

field, if I am not mistaken.
Ms. REARDON. Currently I rely very heavily on three offices that

would total seven physicians. No one is unkind to me. When I call I
get very interesting responses, though, from many of the other of-
fices. "Gee, we've got a quota." And, "You know, you are calling
with a delivery seven months in advance and we are already filled
up with our quota of Public Aid," which in effect is saying no.

Another thing that I hear quite often is, "We do have an ap-
pointment available and that will be in January." That is saying
no, too. There are many different ways of saying, no.

The physicians who support us, who have given so generously of
themselves, see our referrals within a week to 10 days. And as I
said, I really do not know why because every time the phone rings
they know I am costing them money; but they continue to do that.

Mr. DURBIN. It strikes me as we get into this that there are sev-
eral stages that we have to address in the problem. The first is
public information, the knowledge of the pregnant mother that she
needs prenatal care as early as possible. What is being done in our
community or m the State? Perhaps Dr. Turnock can address this
to get that information?

Dr. TURNOCK. I think that is a very important point. Let me just
preface it by saying that a year cT two back we looked at all of the
women who received very late or no prenatal care and attempted
to contact them to find out why they did not, and to help us deter-
mine what some of the reasons were, the barriers to access to care
for them.

I think the most surprising finding from that was that among all
those women who responded, half of them said they did not have
any problem, and the other half had a variety of problems that re-
lated to such things as financial ability, transportation, family
problems, doctors who would not take green cards, and things of
that nature. But I think it paints the picture in at least two differ-
ent lights l ere, one of which is that we have to get the word out to
clu...ige behaviors and motivation, and to that extent the State
Health Department and many of the regional perinatal networks,
many of the "Families with a Future" community networks, have
been involved in a large promotion, and marketing campaign. It ir-
cludes a media campaign as well as local promotion and marketing
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efforts to get the word out, in terms of outreaching at least through
those particular means.

I think that is a key issue that, whatever we do with the finan-
cial access, we still have to get into people's minds to influence
them so that they will be more aware of the need for and benefit of
the kinds of services that are offered.

Mr. Maim. Doctor, let us stay with that just for a second. I
noted in your testimony about your disappointment with the in-
creasing infant mortality rate in the State of Illinois, and the pla-
teauing of the rate, which you referred to earlier. Behind those sta-
tistics of 11 per thousand you will find some interesting subgroups.
Particularly among black Illinoians you will find that the infant
mortality rate is twice what it is among whites. It suggests to methat do have serious problems downstate in rural areas for the
reasons mentioned. And I am sure we will hear this afternoon that
in the City of Chicago there are substantially different problems.

You cannot turn on a radio or TV it the District of Columbia,
where we work several days a week, witl ni hAb,ring a public serv-
ice spot. It is entitled, "Beautiful babies rig:it from the stall."

The District of Columbia has a serious infant mortality problem.
They are aggressively going after it with movie and television stars
in an effort to get the message across to young women, perhaps
teenage mothers, to get in to a doctor quickly for their prenatal
care.

Illinois has ti e worst infant mortality rate, according to 1984 sta-
tistics, of any northern state in our country. What are we doing in
an aggresFi7e fashion in Illinois, like the District of Columbia and
other areas, to bring out this educational point, to convince people
that they have got to come forward and see a doctor as quickly as
possible'?

Dr. Tuallocs. We have extensive media campaigns both with
Parents Too Soon, the teen pregnancy preg.-am, and with Families
With a Future, that includes public service announcements on the
radio and television, and reinforced by the involvement of the local
agencies with the local media. It has involved bus cards and other
kinds of promotional events, including within Parents Too Soon,
anyway, a national song-writing contest, and a variety of others.
But I think we realize that that is a need. But there are heavy in-
volvements in those areas being developed and planned for the
future.

Mr. Duainx. Is our present level of commitment to public educa-
tion information adequate in Illinois?

Dr. Ttntraxic. I believe it is. I think that is an emerging issue
that we have taken quite seriously. We believe that is one of the
solutions to this problem, that whatever changes we make in the
health care delivery system will not be enough, that we have to in-
fluence the consumers as well as the providers of services and at-
tempt to improve that match or that link between them that we
have been unable to improve upon in the past.

Mr. DUBBIN. Thank you. Dr. Fraed, I would like to Rsk you, you
made reference to cesarean sections in your practice. Have you
seen any trends in recent years in terms of the number of cesarean
sections that are being used?
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Dr. FRAED "es, I have. In my training I was lucky enough to do
a significant number of vaginal breech deliveries. With the litiga-
tion climate today there is no way that I woulu do a breech vagi-
nal, period. Those babies get sections because if something goes
wrong the first thing the attorney says to me, "Well, why didn't
you do a cesarean section, Doctor?" And I will not have any
answer.

I would like to make one other comment- -
Mr. DURBIN. Before you start that, could I ask you as a followup,

what percentage of your deliveries are C-sections?
Dr. FRAED. Around 18 percent.
Mr. DURBIN. I am told that the statistic is much higher national-

ly, and that the current rate represents a dramatic increase over
what it was several years ago. Would you disagree or agree with
that?

Dr. FRAED. No, in some places in various populations the cesare-
an section rate is reaching as much as or more than 25 percent. I
deal with as much of a low risk population as I can. And that
makes a difference, where I am.

Mr. DURBIN. And you think this is defensive medicine that pri-
marily pushes obstetricians toward C-sections?

Dr. FRAED. I believe that that plays a big part in it. It certainly
has played a part in not only how I do cesarean sections and when
I choose to do them, but it also has played a big part in what I do
as far as routine prenatal care. Since I have gone back to deliver-
ing I have now started doing two routine sonograms which insur-
ance does not pay for, usually. I have added doing screening blood
sugars, screening urinalyses, additional tests that I never did
before unless I thought that they were indicated either by history
or by clinical evidence that I needed to do them. I do these tests
now to protect me.

Mr. DURBIN. So the sonograms, in parti.-ularthe two sonograms
that I think are more or less commonplace in pregnancy nowyou
feel motivated at least to some extent by this whole malpractice c.i-
mate?

Dr. FRAED. Totally.
Mr. DURBIN. And what is the cost of a sonogram?
Dr. FRAED. I think that it is approximately $90 apiece, at this

point.
Mr. DURBIN. I Anterrupted you. I am sorry.
Dr. FRAED. The other thing that I wanted to point out is that this

is not because of a problem just for patients that cannot afford care
because they do not have money. It is becoming a problem because
physicians are no !onger available. They are leaving this State at
an alarming rate.

I stopped for 9 months. At the time that I stopped there were
two obstetrician-gynecologists and three family practitioners in my
town delivering babies and we were delivering approximately 600
babies a year. At this time we are 30 miles from the nearest other
hospital that is doing any deliveries at all. We are approximately
an hour away from any Level 2 perinatal center for high risk pa-
tients of any kind. At this time one of the other obstetricians left
my town and went to Evansville because of the $52,000 difference
in his premium and the decreased risk of litigation. We have since
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gotten another physician in and I honestly do not feel he is goingto stay, and we are going to be back in the same situation and look-ing for somebody else.
All three family practitioners will have stopped delivering babiesby April of this year. Across the entire southern portion of Illinoisthe same situation is happening. People are limiting their prac-tices, decreasing their number of deliveries because they can get alower insurance premium.
I recently changed companies. There was a new company thatopened in Illinois that literally saved my bacon. It was a matter oflooking at becoming bankrupt within the next 2 years, because Igot a premium notice from St. Paul for $45,000 for 6 months, withthe assurance that it would go up in the fall in 6 months. I cannotwork hard enough to generate that kind of money in an economi-cally depressed area, even from patients that are not Public Aid,let alone taking the generosity to offer that care to patients that

cannot even afford to help me break even.
Mr. DURBIN. Thank you, Mr. Chairman.
Chairman MILLER. Mr. Hastert.
Mr. HASTERT. Thank you, Mr. Chairman. Dr. Turnock, you statedthat the record of Illinois in 1986 is that we actually got a slightincrease in deaths per thousand. Yet you also testified that wehave had, in the last 30 months, spent over $132 million in thearea of infant mortality reduction programs. When do you see thatwe will start to see some results from the change?
Dr. TURNOCK. Well, most of the programs that I described beganin 1986, so I think it would be very presumptive to believe thatthey would have any impact upon pregnancy, especially infantdeaths that would have occurred in that year, and that we wouldexpect to see some uenefits occurring in 1987, 1988, and 1989, clear-ly, in a year or two down the road, after these community net-works are up and running and well linked to the medical care andregionalized perinatal systems. So I would suspect that is when wewill see their impact, and until then we are likely to remain onthis plateau.
Mr. HASTERT. Yes. Across Illinois there are people who are fortu-nate enough to live in areas where there are a large number of re-sources. You take Springfield, where we have a state medicalschool and then a center, and around that we have a large numberof physicians some of whom open their services up, according tothe testimony here, and the dedication of people in hospitals likeSt. John's here, and Sister Pitsenberger, for instance.There are a lot, across the State of Illinois, of locally fundedprojects that have been positive. Have there been positive impactsfrom these types of programs yet?
Dr. TURNOCK. I think probably all of the panelists involved in theprograms could comment. I think very clearly there have beenpositive impacts and benefits noted with a lot of the projects thatwere funded under the prenatal care program or under the prob-lem pregnancy program or under the Parents Too Soon program.Certainly the regionalized perinatal care program has made a dra-matic impact upon perinatal outcomes over time. So I think thereis lots of information about one or a combination of variousprojects that have made a significant benefit.
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But all of these programs are ' noving against the tide that seems
to be turning against us in terms of the number of low income or
indigent women, the increasing malpractice insurance rates, the
lack of availability of primary care providers in many parts of our
State.

Mr. HASTERT. Well, Doctor, if it is we who are involved in this,
the theme comes out very i lainly that there is a problem. There is
a problem in Illinois and it is a problem that we have that is some-
what unique among the northern industrial States, that first of all,
it is a problem of access. It looks like we are literally chasing you
people out of the profession of providing the type of services that
we need.

Secondly, there is a problem on getting enough money to those
people so that care can be provided. And a theme that I have heard
over and over here, so far today, is the malpractice insurance pre-
mium problem in Illinois. What impact do you see that that plays?

Dr. TURNOCK. Well, it plays a significant impact, and for that
reason our agency together with the State medical society is doing
and has almost completed a survey of family practitioners and ob-
stetricians across the State to determine from them exactly what is
the impact of these forces? How many of them have reduced the
number of public aid recipients? How many have closed their doors
to Public Aid recipients? How many family practitioners have
dropped obstetrics as a practice? How many obstetricians have
dropped obstetrics? What are the prime reasons that they see from
a practice point of view? I think that will help us quantify a little
bit better from the provider end of it, what the problems are with
malpractice and low reimbursement rates for public programs, and
to get some sense from them what might be appropriate solutions
that would meet at least some o' their needs.

Mr. HASTERT. Let me ask a followup question to that then. Let's
get down to brass tacks. Why are we different in Illinois, as op-

t* our neighbors in Missouri and Indiana? What is the prob-
Felie?dWhat is the difference?

Dr. TURNOCK. I do not believe we are different. I do not believe
that we are different than most other states. I think we have a
slightly higher rate but when you look at Michigan or Ohio or
Pennsylvania or New Jerseyeven Missouri had their rate go up
last year as wellI think we are all in the same set of circum-
stances.

Our rate began much higher. W e have had a higher rate than
the national figure since 1965, so it is not a new problem for Illi-
nois, and in fact much of that gap has been closed over the course
of the last half dozen years.

The problem is low birth weight, and very low birth weight, and
the wide variety of nonmedical factors that are associated with
that that have to do with income and poverty and access to care
and educational level and family structure, and our ability to deal
through the lay care and the transportation an the other kinds of
service needed. That is the prime reason that I would see why we
have continuing high rates of low birth weight and especially very
low birth weight. And since those births contribute so heavily to
our infant mortality and our fetal mortality and our perinatal mor-
tality rates, we are going to have a problem until we deal with the
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basic social issues that impact upon health status in a family andin a community.
Mr. DURBIN. Dr. Fraed, you gave some very, very interesting tes-

timony, saying that basically you cannot afford to be a provider forthis service. My heart goes out to you and the families that youserve. But Now do you see it? What needs to be done in this State?Let us lay it out the table.
Dr. FRAED. OK. I think you need some severe malpractice

reform, first of all. We need a cap in this State. We have been told
by the legislature that we are not going to get it. The differences
between what happens here and in Indiana are significant. In Indi-
ana there is a review panel to weed out frivolous cases. We do nothave that in Illinois. It has been declared unconstitutional. In Indi-ana they have a cap of $250,000 economic lossor not economic
$ n50,000 out of pocket from the insurance company. The physiciansdo not have to pay more than that. There is apparently a statepool, but I am not quite sure how that works, but there is a statepool that helps some with that.

Part of the biggest problem in this whole situation is that wehave had such a good medical system in this country and the phy-sicians are probably as much to blame as any other system, in let-
ting people believe that we can fix anything. People expect a per-fect child. A lot of their mortality and their immortality is tied upin that baby. And they are in a position where if something hap-
pens to that baby, they were powerless t I do anything about it, andsomebody has to be at fault to assuage the guilt that comes out ofthat situation.

Unfortunately I am usually it. The statistics that I heard before Iquit were that obstetricians in this State were being sued at therate of one to three times per year per doctor in Illinois. It is veryfrightening to try to practice medicine and to be caring and careabout people without siaiqg back and wondering, which one isgoing to be the one that totally destroys me with a malpracticesuit? Those are realities.
Mr. HASTERT. Then are you saying that because of the risk, inthe high risk areas of infant mortality and under weight babies

and this situation, that actually the risk of caring for those peopleis a higher insurance peril than actually dealing with the normal
population?

Dr. FRAED. Exactly.
Mr. HASTERT. So it is really a catch-22 situation, is it not?
Dr. FRAED. Yes. But it is really very sad. When I entered obstet-

rics 13 years ago and did my residency, obstetrics was known asthe happy specialty. It has become an absolute nightmare, and as Igo to meetings across the country for continuing education, I hearthe same thing from all the people at the meeting. They are becom-
ing paranoid, they are becoming angry, they are no longer caring

ifor their patients in the type of way they wanted to cure for themwhen they started to run into it. You cannot afford to become per-sonally involved because that same patient is going to turn aroundand sue you.
And all of a sudden, you know, as much as they want to say,well, this is my job, it is just a job. It is not just a job to us and it isnot just a job to me.
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If you tell me I have hurt your baby, it is hard for me to go home
and sleep. You cannot imagine -what it is like to deliver a baby that
is in trouble and wonder, is th...re something I could have done dif-
ferently? First of all, you are beset with those feelings. You know,
here is this baby and it is bad. Could I have done anything differ-
ent to prevent this? And at the same time you turn around, and
you are sitting there feeling insecure in the first place. The next
thing you know you have got a lawyer calling you to say, "Well,
you didn't do something right, doctor, there is something wrong
with this baby."

Mr. HASTERT. I understand. It is not an exact science. One last
question, Mr. Chairman.

Ms. Reardon, do you seewe have talked about the malpractice
route and I think I understand that. Do you see any ways that the
bureaucracythe money in the system and how it is delivered,
that it can be improved from your point of view?

Ms. REARDON. I am sorry, I do not have that answer for you. I
wish I did. All I know is that the number of women that I see con-
tinues to increase for many reasons. The number of doctors who
are willing to provide care for those women remains a very small
number. And I just do not know how to make that better. I do not
know what reforms need to be introduced. But I do know it is a
very, very complex issue.

Mr. Hasrawr. Thank you very much. Thank you, Mr. Chairman.
Chairman Mum. Thank you. Let me ask you, do you have a

waiting list in the Urban League's WIC program?
Ms. HICEMNN. Not for pregnant mothers, but we do for Priority

5 who are children who nave no medical
Chairman Mama. You are not seeing the older children?
Ms. HICKMANN: Right. The 1 to 5 year olds, as soon as they turn

a year old, then they go into a different priority and they could
possibly go onto a waiting list. And we do currently have a Priority
5 waiting list.

Chairman Mum. Thank you. Let me just raise this as an issue.
We are running out of time for this panel, but maybe you can re-
spond here, or one of the upcoming witnesses can respond to the
question, when we look at malpractice insurance for some of these
problems, we have been around this in o: itutions that serve
low income people. When you really look 2. what you find out is
that low income people seem to be the least likely to engage in a
lawsuit.

We looked at this in terms of child care and all of the problems
we are having with securing malpractice for child care providers
and day care providers. And I just wondered if there is any discus-
sion of that. Because it appears as you have had medical malprac-
tice rates skyrocket, poor people have been knocked out of health
care. And the question is whether or not that was attributable to
low income people, or people on Medicaid, who are suing or not.

Now, I understand the total cost of the doctor is the same. You
are looking for services that you can get reimbursed, but it just
seems to me that when we shift the burden here there is some
question of whether or not we made the decision, we are going to
knock low income people out because they do not brii.a any reve-
nue to the office, but m fact they may not be the people who are
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most likely to sue. Because when we looked at it in the past wefind in many instances these are the people least likely, for all ofthe reasons that they cannot get access to medical care, they arehaving problems getting access to legal care.
So I just raise that as an issue, because it would be important for

us to know whether or not this population has received greater andgreater restraints on their access to health care, and one of the
concerns is the increase in medical malpractice premiums. What isthe correlation in terms of their frequency of use of that effort.Anybody have any

Ms. RODEWES. In our 9-year history we only have one client thathad a malpractice suit.
Ms. REARDON. But I think the sheer economics of it are suchthat, you know, if that malpractice rate can be spread over yournumber of patients that you deliver
Chairman MILLER. Well, I understand that.
Ms. REARDON. When you are talking about aid and you are look-ing at that account, that is not even going to cover your lights andyour heat and your staff salaries. You drop those people becausethey really are not able to carry their share of the burden. I would

also say that access to legal services for a women with a med/malsuit is a great, deal easier than accessing medical services. And Iwill say that as a lawyer's wife.
Chairman MILLER. Well, that is because we produce so manymore attorneys. We are all looking around to see what is going on.Dr. FRAED. I would like to address that briefly. In 101/2 years ofpractice I have had one obstetric malpractice case. It was a case inwhich I was called in at the last minute by a family practitioner.When I got there the baby was delivered, and it was a Public Aid

case, and I did not ask where the patient was when I was called.In my area the cases that seem to be being filed are more PublicAid than anything else. And, again, Public Aid patients are athigher risk, which puts them at higher legal risk as well, and theydo not seem to have any trouble finding attorneys to do that.
Chairman MILLER. I would be interested in knowing the answerto that. Thank you very much for your time and your testimonyhere this morning.
Panel 2 will be made up of Sandra Landis, who is executive di-

rector of Planned Parenthood for the Springfield area; Sharon Ei-senstein, who is the director of Social Services for the SouthernSeven Health Department, and Project Director, Parents Too Soon;and Dr. James Singleton, who is an obstetrician from Springfield;
Dr. Edward Fesco who is the president of the Illinois State MedicalSociety; and Barbara Burke Dunn, who is the executive director of
the Community Health Improvement Center out at Decatur.

Welcome to the committee, and your prepared statements will beplaced in the record in their entirety. And we will take you, Ms.Landis, in the order in which we called your names.
We have about an hour, so if you could keep that in mind so thatwe leave time for questions by members of the committee. Ms.Landis, we will start with you.
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STATEMENT OF SANDRA LANDIS, EXECUTIVE DIRECTOR OF
PLANNED PARENTHOOD, SPRINGFIELD AREA, SPRINGFIELD, IL

Ms. LANDIS. Thank you, Chairman Miller, and distinguished
members of the Select Committee on Children, Youth, and Fami-
lies.

My name is Sandra Landis, and I am executive director of
Planned Parenthood, Springfield area. I am pleased to be included
in this very important hearing today, and I commend the commit-
tee for your efforts. I feel that your presence here attests to your
deep concern and your willingness to share with us and help solve
the problems regarding infant mortality.

I come before you as an advocate for the women that we serve at
Planned Parenthood, Springfield area, and as a proponent of basic
preventive health care services. It is from this perspective that I
will speak today. My remarks will be primarily directed to explor-
ing how the family planning network can play a significant role in
the reduction of infant mortality.

Before I address that particular topic, however, I would like to
acknowledge my deep concern regarding the availability of early
and comprehensive prenatal care for the Medicaid-eligible and the
low income women in this community particularly.

Planned Parenthood, Springfield area, serves some 400-plus
women each year who choose to carry their pregnancies to term.
Securing prenatal care for these women is a serious problem. Few
physicians accept Medicaid eligible or low income women, as has
been attested to by everyone else. While we currently have two
physicians who are willing to accept our referrals. We have had in
the past, though, times when we have had no physician who was
willing to take a low income or Medicaid-eligible woman. Or, times
when the wait is anywhere from 8 to 12 weeks or the initial fee, as
has been mentioned before, is prohibitive for that particular
woman.

What happens, oftentimes, is that when a woman is faced with
this situation, particularly a young adolescent woman who has few
resources and lacks perhaps assertive skills to deal with the situa-
tion, there is a tendency to give up or postpone any kind of prena-
tal care, perhaps until there is a problem, or she is ready to deliv-
er.

Unfortunately, at Planned Parenthood we do not have the funds
available to hire the staff to follow up on these women once they
leave our agency. We often get reports back from the women and
the difficulty they are having. We try to refer them to other
sources and oftentimes we use Care Center because they may hav e
a physician when we do not.

The issues of low Medicaid reimbursement for prenatal care and
delivery and the malpractice insurance crisis are prime factors in
the willingness and the ability of physicians to accept low income
women. These issues must be dealt with in a forthright manner,
both at the Federal, local, and State levels. I urge you to give con-
siderable time in addressing these barriers to much needed prena-
tal care.

I want to move on now to talking about exploring the Family
Planning Network and how we can help.
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Let me say at the outset that I speak for Planned Parenthood,Springfield area, as one member of the Family Planning Network
in the State of Illinois. I firmly believe, however, that this network
possesses unique characteristics that can be utilized to expand serv-ices necessary to reduce infant mortality.

Family planning clinics in the State are essential providers ofpreventive health care to the poor, the working poor, and thoseclosed off from the private health care system. I might mentionthat Planned Parenthood, Springfield area serves around 4,400women each year. Eighty-sir percent of those women are 200 per-cent or below the level of prGverty. Sixty-six percent are below 150percent.
Often Family Planning is the first entry into the health caresystem for a large number of at-risk individuals. We offer a broadrange of health care and education services. For instance, corefamily planning services provide general medical examinations andassessment with emphasis on reproductive health. We offer contra-

ceptive services, pregnancy diagnosis and counseling, diagnosis andtreatment of sexually transmissible diseases, hypertension screen-ing, cancer screening, pap tests, breast exam, self-exam teaching,
hematocrits, urinalysis, early illness detection, assessment of andeducation on nutrition, smoking, drugs. All of these things are apart of what we need tc do in terms of contraceptive care. Parent-ing educationwe offer child-parent sex communication skills.Many of us provide a large range of services to high risk teens.Probably no other system in the State of Illinois serves more teen-agers than the Family Planning Network.

In addition, family planning clinics have well developed educa-
tion departments that involve outreach programming and linkagesto churches, schools, and other consumer-serving agencies. Familyplanning education services encourage the participation of individ-uals in their own health care, and we promote health behaviorssuch as planning for childbearing, avoiding unintended pregnancy,seeking early care.

The Family Planning Network is an established network that iscapable of adding services given adequate resources. One of theservices that could be added xould be an outreach program toserve pregnant teens. Such a program would utilize an outreach
nurse/educator who would provide ongoing support and educationon nutrition, fetal development, labor and delivery, breastfeeding,newborn care, and parenting skills during the prenatal period. Thismust be coupled with an ongoing postnatal program using thesame type of educator, a parenting educator, to continue the sup-port and the education on such issues as infant stimulation, feeding
and nutrition, toilvt training, accident prevention, immunizations,and developmental milestones. I believe that these programs wouldresult in significant reduction in the maternal complications and
low birth weight babies of this particular population.

Many family planning clinics would be capable of developing pre-natal programs providing easy access to the women that we al-ready serve. Various models could be established from on-site serv-ices utilizing trained nurse practitioners and nurse midwives, toproviding space for clinics sponsored by, a health department or alocal hospital.
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Family planning clinics are ideal sites for WIC-type programs
since many of us already have well-developed educational pro-
grams. This could be combined with the prenatal care or the out-
reach program for teens. And I think we are also set up in terms,
then, of easy access to contraceptive care fter delivery.

Other possibilities include well-baby care, vocational counseling,
identification and followup for adolescents at hit., risk for pregnan-
cy.

The clinic network has no financial capability to expand its serv-
ices and programs unless adequate funds are available. It will cost
money. In the long run, however, these preventive services are a
low-cost investment allowing the state to save more money in the
long run than it would spend, more money than it would spend, for
instance, in terms of the high cost of intensive perinatal care,
social services, welfare dependency, and so forth.

In summary, I would like to say that family planning is a basic
physical health measure, the acknowledged first line of defense for
both maternal and child health. It is one of the best protectors
available aganst low birth weight and other poor pregnancy out-
comes. The Family Planning Network is a well established primary
prevention health care partner in the battle to reduce infant mor-
tality and it is capable of providing innovative programs and serv-
ices to help fill in the gaps where needed.

Thank you for this opportunity to express my views. I hope that
these remarks are informative and will stimulate further discus-
sion and investigation.

I will be happy to answer any questions that you mght have
later.

[Prepared statement of Sandra M. Landis follows:]
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PREPARED STATEMENT OF SANDRA M LANDIS, EXECUTIVEDtRECTOR, PLANNED
PARENTHOOD SPRINGFIELD AREA, SPRINGFIELD, IL

Chairman Miller and other dist'pgoisf:d members of the Select Committee

On Children, Youth and Families:

My name is Sandra Landis, Exet.utive Director of Planned Parenthood

Springfield Area. I am pleased to be included in this very important

hearing on "The Continuing Infant Mortality Crisis in Illinois." Your

presence here today attests to your willingness to be partners with us

as we seek solutions on what can be done to improve maternal and child

health in the state of Illinois.

I come before you as an advocate for the women we serve and as a

pr000nent of basic preventive health care services. It is from this per-

spective that I speak today. My remarks will be primarily directed toward

exploring how the family planning network can play a significant role in

the reduction of infant mortality.

Before I address that topic, however, I would like to acknowledge

my deep concern regarding the availability of early and comprehensive

prenatal care for medicaid eligible and low income women. Planned Parent-

hood Springfield Area series some four hundred plus women each year who

choose to carry their pregnancies to term. Securing prenatal care for

these women is a serious problem he 2 in Springfield. Few physicians

will accept medicaid eligible or low mcome While we currently

have two physicians willing to accept our referrals, ere have been times

when no physician was available, or the wait was anywhere from eight to

twelve weeks, or the fee was prohibitive. To many women, particularly a

young adolescent who has few resources and may lack assertive skills to

deal with the situation, this can feel 'ike an unsurmountable task. She

may "give up" and postpone care until a problem develops or, she is ready

to deliver. Unfortunately, we do not have funds available to hire staff

to follow-up on women once they leave our agency.
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The issues of low medicaid reimbursement for prenatal care and de-

livery and the malpractice insurance crisis are prime factors in the

willingness or ability of physicians to accept low income women, These

issues must be dealt with in a forth right manner both at the federal

and state levels. I urge you to give considerable time to addressing

these barriers to much needed prenatal care.

Exploring the Family Planning Network and How We Can Help

Let me say at the outset that I speak for Planned Parenthood Spring-

field Area as one member of the family planning network in the state of

Illinois. I firmly believe, however, that this network possesses unique

characteristics that can be utilized to expand services necessary to

reduce infant mortality.

Family planning clinics in the state are essential providers of

primary preventive health .o the poor, working poor and those closed off

from the private health care system. Often, family planning is the

first entry into the medical care system for a large number of at-risk

individuals. We offer a broad range of health care and education services.

For example, core flnily planning services provide general medical exami-

nations and assessment, with emphasis on reproductive health; contraceptive

services; pregnancy diagnosis and counseling; diagnosis and treatment of

sexually transmisiible diseases; hypertension screening; cancer screening- -

pap tests, breas. exam/self-exam teaching; hematocrit; urinalysis; early

illness detection; assessment of and education on nutrition, smoking, drugs;

parenting education; parent-child sex education. Many of us provide a

range of services for high risk teens. Probably no other system in the

state serves more teenagers than the family planning network.

In addition many family planning clinics have well developed education

departments that involve outreach programming and linkages to churches,

schools, and other consumer-serving agencies. Family planning education

services encourage the participation of individuals in their own health

care and promote health behaviors such as planning for childbearing,

avoiding unintended pregnancy, seeking early care.
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The family planning network is an established network that is capable

of adding services, given adequate resources.

One such service could be an outreach program tc serve pregnant teens.

Such a program mould utilize a nurse/educator who would provide ongoing

support and education on nutrition, fetal development, labor and delivery,

breastfeeding, newborn care and parenting skills during the prenatal period.
Coupled with an on-going postnatal program using a parenting educator to

continue support and education on such issues as infant stimulation, feeding

and nutrition, toilet training, accident provention, immunizations, de-
velopmental milestones, I believe we would see significant reductions in

maternal, complications and low birthweight babies in this population,

Many family planning clinics would be capable of developing prenatal

programs providing easy access to women we already serve. Various models

could be established from on site services using trained nurse practitioners

and nurse midwives, to providing space for the operation of a clinic spon-

sored by a local hospital or health department.

Family planning clinics are ideal sites for WIC programs since many

of us already have well developed educational programs, This could be

combined with a prenate' care program or outreach program for pregnant

adolescents. Women would have easy access to contraceptive care ',hen
needed.

Other possibilities include well baby care, vocational counseling,

identification and follow -up for adolescents at high risk for pregnancy,

The clinic network has no firancial capacity to expand services and

programs, howe.er, unless adequate funds were available. It will take money.
In the long run, howeer, these preventive services ere a low-cost invest-

ment, allowing the state to save more than it wouli spend. (State money

that would be spent for high cost intensive perinat. ,are, social services,

welfare dependency, etc.)

In summary, family planning is 9 oasic physical .eath measure--

the acknowledged first line of defese for b_0.1 maternal and child health.
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It is one of the best protector% available against low birth wEAght and

other poor pregnancy outcomes, The family planning network is a well

established primary prevention health', care partner in the battle to

reduce infant mortality and is capable of providing innovative programs

and services to help fill in the gaps where needed.

Again, thank you for the opportunity to express my views. I hope

my remarks today have been informative and will stimulate further dis-

cussion and investigation.
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Chairman MILLER. Thank you. Sharon Eisenstein. And again,
your full statement will be placed in the record and the extent to
which you can summarize, we will appreciate it. Thank you.

STATEMENT OF SHARON A. EISENSTEIN, DIRECTOR OF SOCIAL
SERVICES, SOUTHERN SEVEN HEALTH DEPARTMENT; PRO-
GRAM DIRECTOR, PARENTS TOO SOON PROGRAM, ULLIN, IL
Ms. EtszNerm. Good morning. My name is Sharon Eisenstein

and I am the Project Director for the Illinois Department of Public
Health Parents Too Soon Demonstration Project, and Illinois De-
partment of Children and Family Services Ounce of Prevention
Program at Southern Seven Health Department. Both programs
are funded through the State of Illinois Parents Too Soon Initia-
tive.

Southern Seven Health Department is a local public health au-
thority for the southern seven counties in the State of Illinois. The
seven counties form the southernmost tip of the State with the
Ohio and Mississippi Rivers forming its borders bet wen Kentt- ky
and Missouri respectively. The counties are largely rural and cover
approximately 2,000 square miles. There are no cities or towns over
8,000 in population within this area and the best example I can
provide to illustrate the rural nature of the area is that in those
2,000 square miles there is only one McDonald's.

About 75 percent of the housing and 74 percent of the population
is considered to be rural. Inherent to the rural nature of the area
are the expected problems of high unemployment, high poverty,
lack of adequate housing, inadequate public transportation, and
lack of accessible quality medical services. All of the above factors
contribute to the above average rates of teenage pregnancy, low
birth weight, and infant mortality experienced in southern Illinois.

Infant mortality has been shown to be directly related to the in-
cidence of low birth weight. Infants who weigh less than 5' 2
pounds at birth are 40 times more likely to die before the age of 1
month, and 20 times more likely to die before the age of 1 year,
than those infants who v. nigh more than 5' pounds.

Furthermore, two-thirds of all infants who die weighed less than
51/2 pounds at birth. If the incidence of low birth weight can be re-
duced, then the rate of infant mortality can be impacted upon.

Numerous socioeconomic and demographic factors have been
shown to be associated with the risk of low birth weight. Factorssuch as race, maternal age, socioeconomic status, education, and
marital status all play a role in determining risk for delivery of a
low birth weight infant.

According to the national statistics the low birth weight problem
is especially serious in the black population. Black women are
nearly twice as likely as white women to deliver a low birth weight
infant. Women who reside in rural areas are at particularly high
risk of experiencing this problem.

There are also certain behavioral and environmental factors thathave an influence when it comes to risk for low birth weight.
Smoking, the use of drugs or alcohol, low maternal weight gain, ob-
stetric complications, and inadequate accessibility to early quality
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prenatal care have a significant effect upon the incidence of low
birth weight and subsequently upon infant mortality.

In working with the Parents Too Soon Program since 1984 it has
been my experience that of the above behavioral and environmen-
tal factors, access to quality prenatal care is oftentimes one of the
most difficult to overcome. In the 2,000-square-mile area served by
Southern Seven Health Department, there is not one hospital
which provides delivery services. In fact, in the southernmost coun-
ties of Alexander and Pulaski, where we see the highest rates of
unemployment, Public Aid dependency, and low income in the
State of Illinois, only emergency medical services are available as
the community hospital closed its doors in December 1986.

There are currently three doctors in the Southern Seven counties
which provide prenatal care. However, one of these doctors limits
services to Medicaid recipients who reside in the three counties
surrounding the one in which he practices. The other two doctors
practice out of the two federally funded Rural Health Initiative
clinics located in Cairo and Anna, IL.

The two clinic doctors began providing services in August of this
last year. For approximately 1 year prior to this time there was
only one doctor in the area which provided prenatal care. This ob/
gyn was ft en accepting Public Aid clients from the entire seven-
county art . but on July 22 our Department received a letter
saying that tie would no longer be accepting prenatal patients who
were not "full pay" unless they reside in the previously mentioned
counties. And I ha e attached a copy of his letter to this testimony.

Prenatal care delivered through the federally funded clinics cur-
rently provide services for approximately 45 to 50 women who are
due to deliver in a given month. This clearly falls short in provid-
ing prenatal care to a seven-county area. The women who are not
able to secure services through the clinics must travel an average
of 40 to 60 miles one way for prenatal care. All women who live in
the seven-county area travel this distance while in labor in order to
obtain delivery services.

Traveling this distance while in labor or in the latter stages of
pregnancy is uncomfortable at best. And I would like to add that
about a month ago we had a baby delivered in a helicopter due to
the vast difference between where a person resides in our area and
where they have to go for delivery services.

For those women who are able to provide full payment for serv-
ices the distance traveled for prenatal care is much less. This care
is available in the neighboring States of Kentucky and Missouri.
However, the doctors in these areas do not accept the Illinois medi-
cal card. In most cases it is the Medicaid reimbursement rates and
time-consuming paperwork that are cited as the reason for liming
services.

Through funding received front the Illinois Department of Public
Health Parents Too Soon and Families With a Future programs,
Southern Seven Health Department has been able to institute a
transportation service for women who are unable to find a way to
prenatal care. This service is free of charge to residents of the
seven-county area.

In addition to providing transportation services for pregnant
women, the Department offers several educational, financial, and
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social service programs to residents of the area. To demonstrate
how these services can significantly improve pregnancy outcomes, Iwould like to focus on some of the success that we have experi-enced with the Parents Too Soon Program.

Southern Seven Health Department first began providing com-prehensive services for pregnant and parenting teens in January of
1984. Services provided include case management, prenatal and
parenting education, financial assistance for prenatal, delivery and
hospital costs associated with pregnancy, individual counseling, re-ferral and linkage to area services, and home visiting. Transporta-
tion is available for each type ofservice provided.

To obtain financial assistance a teen must first apply for Medic-
aid assistance through the Illinois Department of Public Aid. Ifeither a denial or a spend-down is determined and the teen's
income falls within 185 percent of the poverty level, she is deter-
mined eligible for Parents Too Soon financial assistance.

Parents Too Soon has secured agreements with several physi-cians and hospitals in Illinois who will accept payment from the
program. Payment is made at the current Illinois Department ofPublic Aid reimbursement rates. Although this rate is one-third toone-half that of full payment, Parents Too Soon has been fortunate
in securing doctors due to the 30-day turnaround time in which
billing is processed. In addition to the quick payment schedule phy-
sicians are assured that their teen client who participates in Par-
ents Too Soon will comply with meeting appoint schedules and thatthey may call upon Program staff should any problems occur.Parents Too Soon services continue through the Ounce of Pre-vention Home Visiting Program until each infant reaches the ageof 18 months. Program staff ensure that each child's medical needsare met and help thi young mothers to increase their parentingskills.

Although my description of program services has been condensedin this testimony I am sure that it is clear a lot of staff are neces-sary to conduct such a oroject. The Parents Too Soon staff consistsof 10 direct service providers. It is a multidisciplinary staff which
includes five social workers, two nurses, two case advocates, and anutritionist.

The success of the program in relation to infant mortality has
been tremendous. Since the inception of programming 424 infants
have been delivered to adolescents participating in the program. At
this time every child is still living. The program's 0 percent mortal-
ity rate falls well below the 17.3 percent rate experienced in theseven county area for children who were born in 1984. This is the
most recent year for which I have statistics.

The program has also experienced success in the area of reducinglow birth weight with a 6-percent ratio in fiscal year 1987.
In a rural area such as southern Illinois services which increase

accessibility to quality prenatal care and provide the followup nec-
essary to ensure that women refrain from those behaviors whichincrease the chances for negative pregnancy outcomes are essentialin order for infant mortality rate to decline.

However, these programs would be useless without availablemedical care for those pregnant women who live in poverty. South-
ern Seven Health Department has been lucky in securing prenatal
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care for women in the seven county area. Oftentimes it is only
upon a referral from the Department that a woman who lives in
the area and is on Public Aid can secure such care.

As with the doctor who was mentioned earlier in my statement,
many physicians are beginning to provide care only to those
women who reside in the county in which they practice. For
women who live in an area where prenatal care is so limited, avail-
ability of medical services is becoming increasingly scarce.

As malpractice insurance rates for doctors who provide delivery
services continue to skyrocket, the number of doctors who remain
in the field declines. This creates a greater demand for care by that
segment of the population who has insurance or can pay the full
price. What physician is going to accept Public Aid patients over
one who will pay over twice the rate of Public Aid reimbursement,
especially when this reimbursement for care cannot meet the in-
surance costs?

When care is provided for a high risk patient, the discrepancy is
even greater as the cost of increased care is not reflected in in-
creased reimbursement. Medicaid policies and reimbursement rates
need to be revised to reflect the high risk nature of the Medicaid-
eligible population.

Every day Americans spend millions of dollars to provide care
for babies born too early, too sick, or too small to have the best
chance for a healthy productive life. In 1978 the estimated cost to
taxpayers for neonatal intensive care for just one high risk infant
was $13,616. Even when comparing this figure to the cost of quality
prenatal care today, the savings to taxpayers is clear.

Included in the Surgeon General's goals for the United States in
the area of maternity care is that of reducing the rate of infant
mortality to 9 infant deaths per 1,000 live births by the year 1990.
If this goal is to be met more programs such as those instituted in
the State of Illinois need to be implemented in conjunction with
those necessary changes in public policy that will increase the
availability of quality medical services for the medically indigent.

I would like to close with this excerpt from the Children's De-
fense Fund's Children's Defense Budget for 1988:

Our Nation's failure to meet the Surgeon General's 1990 goals means we will ex-
perience 300,000 more low birth weight births between 1978 and 1990 than would
have occurred had the goals been met. The hot vital costs of caring for these addi-
tional infants in their first year alone will be more than $2 billion by the end of this
decade, enough to provide the following: 60,109,443 WIC monthly supplemental food
packages; comprehensive prenatal care to 3,187,000 women; comp-ehensive materni-
ty and delivery costs to 701,000 women; or comprehensive basic pediatric care to
4,207,661 additional infants and children.

These excess costs do not take into account the long-term medical, educational,
and social services that the low birth weight babies will need, nor their lost produc-
tivity to the nation

Thank you.
[Prepared statement of Sharon A. Eisenstein follows:]
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PREPARED STATEMENT OF SHARON A EISENSTEIN, DIRECTOR OF SOCIAL SERVICES,
SOUTHERN SEVEN HEALTH DEPARTMENT, ULLIN, IL

Good Morning,

My name is Sharon Eisenstein, I am the project director
for the Illinois Department of Public Health Parents Too Sor,
Demonstration Project and the Illinois Department of Childre.s
and Family Services Ounce of Prevention Program at Southern
Seven Health Department. Both programs are funded through theState of Illinois Parents Too Soon Initiative.

Southern Seven Health Department is the local public
health authority 4or the southern seven counties of Alexander,
Johnson, Massac, Pope, Pulaski, and Union in the state of
Illinois. The seven counties form the southernmost tip of thestate with the Ohio and Mississippi rivers forming its borders
between Kentucky and Missouri respectively.

The counties are largely rural covering approximatelv
2,000 square miles with no cities or towns over 8,000 in
population. To provide an example which fully illustrates therural nature of the area I can add that within these 2,000
square miles there is only one McDonalds.

Seventy-five percent (757.) of the population and seventy-
four (74%) of the housing is considered to be rural with only
three of the thirty-three incorporated townships having
popuations in excess of 2,000. The population of the remaining
thirty townships ranges from sixty -seven to thirteen hundred
(1990 census).

Inherent to the rural nature of the area are the expected
problems of high unemployment, high poverty, lack of adequate
housing, inadequate public transpartaticn, and lack of
accessible quality medical services. All of the above factors
contribute to the above average rates of teenage pregnancy, lowbirthweight and infant mortality experienced in southern
Illinoir.

Infant mortality has been shown to be directly related to
the incidence of low birthweight. Infants weighing less than
five and one half pounds are 40 times more likely to die beforethe age of one month and 20 times more likely to die before the
age of one ye-r than those infants with a birth eight above
five and one half pounds. Furthermore, two-thirds of all
infants who die weighed less than five and one half pounds atbirth.1 If the incidence of low birthweight can be reduced,
the rate of infant mortality can be impacted upon.

Numerous socioeconomic, and demographic, factors have beenshown to be associated with the incidence of low birthweight.
Factors such as race, maternal age, socioeconomic status,
education, and marital status all play a role when determining
risk for deliw,ry of a low birthweight infant.
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According to national statistics, the low birthweight
problem is especially serious in the black population; black
women are nearly twice as likely as white women to daliver a
low birthweight infant. Women residing in rural areas are at
particularly high risk of expriencing this problem. It is
thought that the cumulative effects of generations of poverty
and low socioeconomic status account for these racial
differences. 2

Certain behavioral and environmental factors also have an
Influence when it comes to risk far low birthweight. Smoking,
the use of drugs or alcohol, low maternal weight gain,
obstetric complications, and inadequate accessibility to early
quality prenatal care have a significant effect upon the
incidence of low birthweight and susequently upon infant
mortality.

In working with the Parents Toon Soon program since 1984,
it has been my experience that of the above behavioral and
environmental factors, access to quality prenatal care is often
times one of the most difficult to overcome.

In the 2,000 square mile area served by Southern Seven
Health Department, there is not one hospital which provides
delivery services. In fact, in the southernmost counties of
Alexander and Pulaski, (where we see th, pest rates of
unemployment, public aid dependency, and law income in the
state of Illinois) only emergency medical services are
available as; the community hospital closed its doors in
December of 1986.

There are currently three doctor. In the southern seven
counties which provide prenatal car, However, one of these
doctors limits services to medicaid recipients who reside in
the three counties surrounding the one in which he practices.
The other two doctors practice out of the two federally funded
rural health initiative clinics located in Cairo and Anna
Illinois.

The two clinic doctors began providing services in August
of 1987. For approximately one year prior to this time, there
was only one doctor in the area providing services. This
OB/GYN was then accepting public aid clients from the entire
area, but on July 22, 1987 the department received a letter
stating that he would no longer be accepting prenatal patients
who were not "full pay" unless they reside in the
previously mentioned counties. A copy of this letter is
attached as exhibit A.

147



143

Prenatal care delivered through the federally funded
clinics currently provides services for approximately 45-50
women due to deliver in a given month. This clearly falls
short in providing prenatal care to a seven county area. Thewomen who are not able to secure services through the clinics
must travel an average of 40-60 miles one-way for prenatal
care. All women who live in the seven county area travel this
distance while in labor in order to obtain delivery services.
Traveling this distance while in labor or in the latter stagesof pregnancy is uncomfortable at best.

For those women who are able to provide full payment for
services, the distance traveled for prenatal care is much less.This care is available in the neighboring states of Kentucky
and Missouri. However, doctors in these areas do not accept
the Illinois medical card. In most cases, it is the low
medicaid reimbursement rates and time consuming paper work that
is cited as the reason for limiting services.

Through funding received from the Illinois Department of
Public Health Parents Too Soon and Families With A future
Programs, Southern Health Department has been able to institute
.a transportation service for women who are unable to find a way
to prenatal care. The service is free of charge to residents of
the seven county area.

In addition to providing transportation services to
pregnant women, the department offers several educational,
financial and social service programs to residents of the area.
To demonstrate how these services can significantly improve
pregnancy outcomes, I would like to focus on some of the
success we have experienced with the Parents Too Soon (PTS)Program.

Southern Seven Health Department first began providing
comprehensive services for pregnant and parenting teens 'n
January of 1984. Services provided include: case management,
prenatal and parenting education, financial assistance for
prenatal, delivery and hospital costs associated with
pregnancy, individual counseling, referral and linkage to area
services, and hose visiting. Transportation is available for
each type of service provided.

To obtain financial assistance, a teen must first apply
for medical assistance throughthe Illinois Department of PublicAid. If either a denial or a spend-down is determined and the
teen's income falls within 185% of the poverty level, she is
then determined eligible for PTS financial assistance. PTS has
secured agreements with several physicians and hospitals in
Illinois who will accept payment from the program.
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Payment is made at the current Illinois Department of
Public Aid reimb t rates. Although this rate is one-
third to one-half that of full payment, PTS has been fortunate
an securing doctors due to the thirty-day turn around time in
which billing is processed. In addition to the quick payment
schedule, physicians are assured that their teen client who
participates in PTS will comply with meeting appointment
schedules and that they may call upon program staff should any
problems occur.

PTS services continue through the Ounce of Prevention home
visiting program until each infant reaches the age of 18
months. Program staff insure that each child's medical needs
are met and help the young mothers to increase their parenting
skills.

Although my description of program services has been
condensed in this testimony, I am sure it is clear that a lot
of staff are necessary to conduct such a project. The PTS
staff consist of ten direct service providers. It is a multi-
disciplinary staff which includes five social workers, two
nurses, two case advocates, and a nutritionist.

The success of the program in relation to infant mortality
has been tremendous. Since the inception of programming, 424
infants have been delivered to adolescents participating in the
project. At this time, every child is still living. The
program's 0% infant mortality rate falls well below the 17.3X
rate experienced in the seven county area in 1984, the most
recent year for which statistics are available. (111. Dept. of
Public Health, Vital Statistics, 1985.)

The program has also experienced success in the area of
reducing low birthweight with a 6% ratio in fiscal year 1987
(7/1/86-6/30/87).

In a rural area such as southern Illinois, services which
increase accessibility to quality prenatal care, and provide
the follow-up necessary to ensure that women refrain from those
behaviors which increase the chances for negative pregnancy
outcomes, are essential in order for the infant mortality rate
to decline.

However, these programs would be useless without available
medical care for those pregnant women who live in poverty.
Southern Seven Health Department has been lucky in securing
prenatal care for women in the seven county area. Oftentimes,
it is only upon a referral from the department that a woman who
lives in the area and is on public aid is able to secure such
care.
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As with the doctor who was mentioned earlier in my statement,many physicians are beginning to provide rare only to those women
who reside in the county in which they practice. For women who livein an area where prenatal care is so limited availability of medicalservices is becoming increasingly scarce.

As malpractice tnsurance rates for doctors who provide delivery
services contitme to skyrocket, the number of doctors who remain inthe field declines. This creates greater demand for care by that
segment of the popilation who has insurance or can pay the fullprice. What physician is 'going to accept a public aid patient over
one who will pay over twice the rate of public aid reimbursement?
Especially when reimbursement for care can not stet the insurance
cost.

When care is provided for a high risk patient the discrepancy
is even greater as the cost of increased care is not reflected inincreased reimbursement. Medicaid policies and reimbursement ratesneed to be revised to reflect the high-risk nature of the Medicaid
eligible population.

Everyday Americans spend millions of dollars to provide care to
babies born too early, too sick, or too small to have the best
chance for a healthy, productive life. In 1978, the estimated cost
to taxpayers for neonatal intensive care for just one high -rss,
infant was 513,616.3 Even when compering this figure to the cost ofquality prenatal care today the savings to taxpayers is clear.

Included in the Surgeon General's goals far the United States
is in the area of maternity care is that of reducing the rate of
infant mortality to 9 infant deaths per 1,000 live births by theyear 1990. If this goal is to be mot more programs such as those
instituted in the state of Illinois need to be implemented in
coJunction with those necessary changes in public policy that will
increase the availability of quality medical services for the
medically indigent.

I would like to close with this excerpt from the Children's Defense
Fund's, Children's Defense Budget for fiscal year 1988. "Our
nation's failure to meet the Surgeon General's 1990 goals means wewill experience 300,00 more low-birthweight births between 1978 and1990 than would Neve accured had the goals been met. The hospitalcosts of caring for these additional infants in their first year
alone will be more than $2 billion by the end of this decade- enougi,
to provide the followings 60,109,443 WIC monthly supplemental foodpackages; comprehensive prenatal care to 3,187,000 women;
comprehensive maternity and delivery costs to 101,000 women; or
comprehensive basic pediatric care to 4,207,661 additional infantsand children."4

'These emcees costs do not take into account the long-term
medical, educational, social, and other services that the low-
birthweight babies will need, nor their lost productivity to the
nation.') Thank-you.
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July 22, 1987

Ms. Jane Wernsmen
Director of Nursing
Southern Seven Health Dept.
RR 1 Box 53A
Ullin, IL 62992

Dear Jane;

As you are aware, the malpractice crisis is taring its t-)11 on
obstetricians in the southern Illinois area. I have had to
limit my practice of IDPA patients and Parents loo Soon pro-
gram to Just the three surrounding counties of Massac, Pope,
and Johnson. Because of the large increase insurance and no
increese in the amount of reimbursement to offset this. I
have found that I have had to cut back on the number of pa-
tients that I am able to provide care b, cause of the finan-
cial burden that this places on my practice. The recent lack
of IDPA funds and the probability that this is going to con-
tinue to occur and that the legislature is talking about de-
creasing rather than increasing IDPA benefits, requires that
I reevaluate accepting these patients for care. 'y charge
of $1200.00 for Total OB Care and Vaginal Delive , and $1600.00
if a C-Section is necessary is well below the -- _onal and
Illinois average. However with Illinois only .4imburcing
approximately 45C.00 for a vaginal delivery I find that this
is not a sufficiert amount to Iffset my fixed overhead costs
including the rapid rigo my malpractice premium. Since
I am one of few physicians providing obstetric care in the
southern Illinois region, I feel it is important to notify
you cf the possibility that I may be forced to discontinue
render_ng obstetric care to IDPA and Parents Too Soon pa-
tients so that you may try to institute some alternate con-
tingency plan for the care of these patients. Certainly
multiple studies have now been done to eOCUB4It the increased
perinatal mortality and morbidity in this area and numerous
programs have been undertaken to try to correct this. How-
ever it seems that the single most important factor in this,
which is the obstetrician taking care of these patients, has
not been dealt with in any practical manner.

I am currently receiving a large amount of pressure from my
pediatric colleagues and from hospital administration be-
cause of their frustration in totally inadequate reimburse-
ment here in Kentucky from rendering care to IDPA patients.
My commitment to accepting a patient to be followed also
unilaterally commits Western Baptist Hospital and the ped-
iatricians ,n this area into caring for these patients.
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Numerous letters !tom the pediatricians Gov. rhominorm ei
to the IDPA program seems to have fallen on deaf ear',. It isunfortunate that politicians seem to only be willing to deal
with crisis situations rather than averting a problem before
it develops. As you know from the experience in the Cairn areait is becoming very difficult, if not impossible to find any
obstetrician willing to remain in these areas and provide carefor these patients. Any suggestions on your part will be greatlyappreciated, however if the malpractice crisis continues toworsen and there is no increase to adequate levels of funding
for providing care for these patients, then I will be forced
to discontinue seeing them in my practice except on a fuil-
pay basis as all of my patients are seen.

Please feel free to share my concerns with local political
leaders and also political and IDPA administrators on a localand state 1/el.

For the time being I plan to continue obstetric care to IDPA
patients only in the Massac, Johnson and Pope counties butas I previously mentioned this may have to also be discontin-
ued.

Thank you very much for consideration of this problem. Hope-fully we can work together to come up with a solution that will
allow good care to be continued to be rendered to these patientsin order to improve preinatal morbidity and mortality rates inthis area.

b,
Dr. David L. Grimes
Obstetrics and Gynecology

DLG:scm

cc: Mr. Loren Erwin

I ri 2
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EXHIBIT B

The following six pages comprise exhibit B. These pages

consist of billing forms from an area medical provider. In

column E at the lower right side the medical provider charges

are indicated. Column H to the far right and in hand written
documentation shows the current medicaid reimbursement rate.
The six forms cover a variety of lab and other patient care

costs that commonly are incurred through normal prenatal care

and delivery.
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Chairman MILLER. Thank you. Dr. Singleton.

STATEMENT OF JAMES SINGLETON, M.D., OBSTETRICIAN,
SPRINGFIELD, IL

Dr. SINGLETON. Members of the Select Committee, participants
and guests:

I thank you for this opportunity to share information about pre-
oatal care and perinatal morbidity and mortality.

My name is Jim Singleton. I have been an obstetrician in this
community for 26 years.

We know that the statistics in central Illinois are not er viable.
Most of our adverse pregnancy results occur among the medically
indigent. Factors that I have seen include teenage pregnancy, poor
nutrition, concomitant health problems, substance abuse, and fail-
ure to obtain timely prenatal care.

Frequently these factors are associated with poverty in one way
or another. Educational programs and supplementary health and
food programs are required and need to be strengthened. Certainly,
others have addressed these needs here this morning.

I am here today to discuss the factors influencing availability of
professional obstetric care particularly for those at high risk be-
cause of economic factors.

Traditionally physicians have maintained lower fee schedules for
obstetric care because most patients were in young families with
limited resources. Prenatal care cannot be postponed when a young
woman is pregnant. Excellent care is important from the earliest
weeks of gestation.

In the past office costs were low. Obstetricians required no ex-
pensive equipment, and professional liability insurance premiums
were a small part of our overhead costs. In contrast physicians pro-
viding obstetric care today are faced with astronomic expenses. Ad-
vances in prenatal care demand access to sophisticated equipment
for evaluating the condition of the fetus from the earliest diagnosis
of pregnancy. In addition professional liability insurance premium
are rising so rapidly that physicians and third party payors a
unable to anticipate needs even a few months in advance.

Recent professional liability insurance experience in our office is
illustrative and typical. We have not had an unusual number of
claims. The premium for basic malpractice insurance in the year
ending June 1987, was $36,500 for each physician for 12 months.
The same compary quoted a premium of $47,000 per physician for
the next 6 month., equalling an annual increase of 257 percent. Be-
cause of this my senior associate elected to retire prematurely. One
other Springfield specialist has retired early and two no longer pro-
vide obstetric care. Many family practitioners have given up obstet-
ric care or have announced their intent to do so.

Today in Sangamon County some doctors who practice obstetrics
exclude Medicaid patients completely. Most other obstetricians
limit the number of Medicaid patients feeling that otherwise they
would have a disproportionate number of patients for whom they
are undercompensated.

Undercompensated by what definition? In 1986 the median fee
paid in the United States for total obstetric care -.was $1,000. At
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that time the Illinois Department of Public Aid paid $450 for total
obeetric care in Springfield. An informal canvass of Sangamon
County obstetricians indicates that office costa are approximately
$650 for each obstetric patient. About $200 of this is payment for
liability insurance premiums. This does not include compensation
for the physician's time and expertise.

Most patients have 10 to 12 office visits and most receive night
or weekend labor and delivery care in the hospital. The surest way
to improve perinatal statistics is to make excellent care readily
available. Provision for fair and adequate compensl ..o for servicesis needed.

I believe that obstetricians would be receptive to ivledicaid fee
structures that realistically address costs reflecting, most impor-
tantly, medical liability insurance premiums.

At the same time, professional liability insuranc_. costs 4. be
controlled. This difficult problem brings up the sensitive e onsof tort reform and regulation of insurance companies. 3ralStates have legislation limiting awards for noneconomic loss and
other measures that have kept insurance premiums lower.

In Indiana, for instance, obstetricians paid $9,000 last year for
coverage that cost $36,500 in Springfield.

Early adequate medical care is the cornerstone of any program
to improve perinatal outcome. Doctors in the obstetric field arededicated to maternal and infant care. That is onr whole reason for
being in the field. We want every pregnant patient to receive opti-mal care.

Science has developed wonderful new ways for improved preg-
nancy outcome. Our legal system has methods for securing veryhigh awards to victims of acberse outcome in pregnancies. But soci-ety has yet to find and adopt a fair and equitable way to control
and pay for these spiraling costs.

Our community has the equipment, technology, the manpowerand the medical expertise to provide the very best care available
anywhere. Our job is to find ways to be certain that every pregnant
woman can obtain this best care.

Thank 3 lu.
[Prepared statement of James Singleton, M.D., follows:]

81-031 0 - 88 - 6 _ .
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PREPARED STATEMENT OF JAMES SINGLETON, M.D., SPRINGFIELD, IL

PER1r4A'A'.. MOPEID17f s.J MO,J14'..171(

Mempers of the Select Committee. Participants, and Guests.

1 tnank you for this opportunity to share information aoout prenatal

care and perinatal morbidity and mortality. we know that the statistics

in Central Illinois are not enviable. Most of our adverse pregnancy results

occur among the medically indigent. Factors that are involved include

teenage pregnancy, poor nutrition, concomitant health problems, substance

abuse, and failure to obtain timely prenatal care. Frequently, these factors

are associated with pcverty in one way or another.

Educational programs and supplementary food prograr: are required and

need to 1,2 strengtrened. Certainl:,, others will address these needs.

I am here today to discuss the factors influencing availability of

professional obstetric care, particularly for those at high risk because

of economic factors.

Traditionally, physicians have maintained lower fee schedules for

obstetric care because most patients were in young families with limited

resources. Prenatal care cannot be postponed when a young woman is

pregnant. Excellent rire is important from the earliest weeks of gestation.

In the past, office costs were low. Obstetricians required no

expensive equipment, and professional liability insurance premiums were

a small part of the overhead costs. In contrast, physicians providing

obstetric care today are faced with astronomic expenses. Advances in

prenatal care demand access to sophisticated equipment for evaluating the

Condition of the fetus from the earliest diagnosis of pregnancy. In

addition, professional liability insurance premiums are rising so rapidly

that phricians and third party payers are unable to anticipate needs, even

a few months in advance.

I 3
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ketent peo,tss. nal 1-aol'.ty e'oe-ie-ce In :Ai

Is illustrative and typical ivt. nct 'lac an uno-,a c'a.m

Tne premium for basic ma practice insurance it tne pear eloing June 193"

was 536,500 for one pnysician for twelve months The same company Quoted

a premium of $47,000 per pnysician for the next si' months, equalling an

annual increase of 257'1 Because this, my senior associate elected

to retire prematurely. One othee specialist has retired early and two no

longer provide obstetric care. Many family practitioners have given up

obstetric car?.

Today, in Sangamon County, some doctors who practice obstetrics

exclude Medicaid patients completely Most other obstetricians limit tne

number of Medicaid Wients, feeling that, otherwise, they would have a

dispronortionate number of patients for wnom they are undercompensated

Undercompensated by wnat definition? In 1986, the median fee paid in

tht United States for total obstetric care was 51,000 00. At that time,

the Illinois Department of Public Aid paid 5450.00 for total obstetric

care. An informal canvas of Sangamon County obstetricians indicates

that office costs are approximately 5650.00 for each obstetric patient

This does not include compensation for the physician's time and expertise.

Most patients have ten to twelve office visits, and most receive night

or weekend labor and delivery care. The surest way to improve perinatal

statistics is to make excellent tare readily available Provision for

fair and adequate compensation for services is required 1 believe that

obstetricians would be receptive to Medicaid fee structures that

realistically address costs, reflecting, most importantly, medical

liability insurance premiums.

At the same tin*, professional liability insurance costs must be

controlled. This difficult problem brings up the sensitive questions of

tort reform and regulation of insurance companies. Several states have
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le3,slatIcn IlmlIirg owarn for non-etuno71: los:, et ,t',e- meat.Jre: tra:

nave kept insurance pre -lams lower In Inilanc, for instance, nostetrIclar:

Paid 59,000.00 last year for coverage tnat cost 536,500 00 in Soringfielc

Early, adequate medical care is tne cornerstone of any program to

improve perinatal outccme

Our community has the equipment, technology, the manpower, and the

medical expertise to provide the very best care available anywhere. Our

job is to find ways to be certain that every pregnant woman can obtain the

best care.
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Chairman MILLER. Thank you very much. Dr. Fescn.

STATEMENT OF EDWARD J. FESCO, M.D., PRESIDENT, ILLINOIS
STATE MEDICAL SOCIETY, LA SALLE, IL

Dr. FESCO. Thank you for having us here today to hear us out. I
am a physician and surgeon from La Salle, M. I have been in prac-
tice 25 years, and I am current President of the Illinois State Medi-
cal Society.

You have my testimony. I will not belabor the testimony but I
would like to add a few thinks that were not covered.

My job this year, like yours, is going around listening to troubles.
But I am listening to physicians' and nurses' troubles. And believe
me, if you want to hear malpractice horror stories, I have got them
for you. Dut you have heard them here, and I will not have to
repeat those things.

I came earlier, I came here yesterday, and I decided to walk over
here to St. John's and talk to some students, medical students L. at
are practicing here. And I asked them, why are they in the },rofes-
sion? And give m:-.1 a little background.

Well, there are very few considering the high risk specialties of
obstetrics, orthopedics, and neurosurgeons. They are not going to
practice in places like New York or Florida that are basket cases of
malpractice problems. Illinois is rapidly becoming one because of
the stories you have heard.

Many doctors are leaving, as Dr. Singleton said. They are leaving
practice in their fifties, when they have another 5, 10, 15 years of
good practice ahead of them. Doctors know that things can happen,
that accidents happen, and we all carry malpractice insurance for
that reason. But as they have reiterated, the noneconomic awards,
some millions of dollars, destroy the projections of insurance com-
panies in signing up malpractice.

It is not a good business. There are very few companies in Illinois
that are selling malpractice insurance. It is not a land office busi-
ness. It is difficult to get ahold of. People do not make it available.

You know, many people speak, when you are sick or pregnant
and you have to go through the system of having the baby in the
hospital and paying, that these are doctors' bills, so-called doctor '
bills. Of course, then, it is also diagnostic work: the ultrasound, the
MRI, diagnostic imaging, this vast technology which is extremely
expensive. And e,,erybody expects, whether you are on Public Aid
or private pay, yuu want the best care. And that costs a lot of
money.

It is not tin, doctor's bill. A good part of that doctor's bill is the
lawyer's bill. Every pregnancy that some of these people. deliver,
$300 or $400 of that fee goes for a malpractice premium which is
the lawyer's bill, or tort bill, or the court bill. And that is part of
the problem. It is not easy to address, it is not easy to solve.

We have 4 percent of the world's population and 70 percent of
the lawyers, and there is a problem there.

elot only doctors are limiting their practice but hospital OB de-
partments are closing. You cannot go there and have your baby.
They do not have a department for it. There are four in southern
Illinois in the region that Cindy Fraed practices in that have closed

VI 6
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their OB departments. So you just go another 10, 20, 30 miles. Hos-
pitals lose money on OB. A hospital is a deep pocket too, because it
has millions of dollars of malpractice insurance coverage.

Same injury. One of your people run into somebody or someore
in your car breaks a leg or gets hurt and you have minimum insur-
ance, well, the whiplash does not pay as well as the medical negli-
gence suit anymore.

We also have an education problem. We have all quoted the pre-
natal, perinatal problems of inadequate care, poor education, teen-
agers becoming pregnant because of inadequate sex education, the
AIDS exposure that is coming along. The next group of people to be
involved in t:ie AIDS mess are going to be teenagers, because of the
promiscuity that is found in the group, and our society has been
addressing this particularly this year. And if you think that a child
born and handled in a perinatal or a high risk, high aid, natal
ward like you have here at St. John's, $14,000 to $20,000, for a
teenager who comes dc am with AIDS in his early twenties, it is
going to be $50,000 to $100,000 to take care of. So we do have an
education problem here which is also not easy to address.

Money. We need monies for Medicaid programs. Governor
Thompson showed us all that if we wanted to make life adequate in
this State we had to raise some money this past year. Well, the tax
increase was bypassed. The legislature had 60 bills on AIDS. Seven-
teen of them landed on the Governor's desk for his passage or
amendatary veto, but no money attached to it; no fiscal note on
how to pay for those AIDS bills. So you have that draining at the
State.

In summary, we need some relief on Medicaid reimbursement,
but remember, a good part of that is going to be lawyers' bills. We
need some tort reform for noneconomic loss, which goes for pain
and suffering. If you can convince a jury that it is only insurance
company money, the jury is going to lay out a few million: $5 mil-
lion, $10 million, which can decimate a doctor's practice, certainly,
who has that. But a hospital too. A hospital will give up the ghost,
and they are.

And we must educate these teenagers. We have to get the mes-
sage across. Perhaps if somebody does not go to the doctor and pre-
sents in emergency room in labor, that person should be made, just
like a drunk driver, to get taught and pass a test before she can get
pregnant again and do the same thing. Perhaps there should be
some kind of responsibility placed on these people as well.

And of course we have to ensure that these people have healthy
babies because that is a drain on society as well.

The media owes us this. I mean, the media has sold lean pork, it
has sold skim milk, it has sold fitness to the American people. Per-
haps they can sell responsibility to teenagers in sexual matters and
in early pregnancy cr, unwanted pregnancy. So there are things
that can lie done.

While I have sort of digressed from my testimony, I hope it has
been helpful to you. Thank you.

[Prepared statement of Edward J. Fesco M.D., follows:]

1 C7
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PREPARED STATEMENT OP EDWARD J. FESCO, M.D., PRESIDENT, ILLINOIS STATE MEDICAL
SOCIETY, LASALLE, IL

My nave is Edward J. Fesco. I am a board-certified general srrjeon from

LaSalle, Illinois. I am honored to represent the Illinois State Medical

Society in this hearing. And I am pleased to see my own corgressional repre-

sentative, Dennis Has,ert, here today to discuss quality of care for indigent

prospective mothers and their babies here in Illinois.

Today, I am going to highlight a few reasons behind the stubborn status quo in

Illinois' infant mortality rate. We've been struggling tc reduce it --

through such valuable programs as the Illinois Hospital Perinatal Network and

Parer T Soon. Yet, circumstances are working against us every step of the

way. Circumstances such as Illinois Medicaid reimbursement levels; such as

the explosion in teen sex and p-egnancy; such as Illinois' ranking in the top

five high-cost states for medical malpractice according t: the GAO.

First, and perhaps most obviously a root of the problem, is the absurdly low

reimbursement levels ,;lich obstetricians are paid for treating Medicaid

1C8
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patients. At only $440 reimbursement for total nine-month care of mother and

delivery of newborn, it's a wonder that any physicians a-e able to take care

of Medicaid patients -- and economically survive. It is not a question of

physiciars not mak ng a sufficient profit, but of being able to keep the

medical practice doors open. Obstetricians I've known have reluctantly given

up "edicaid deliveries -- beca.se they can't pay expenses, emplojees and

malpractice insurance premiums with a heavy Medicaid patient mix.

As some doctors leave obstetrics altogether, or limit Medicaid patient care,

the burden increases on their colleagues. That pressure -- larger and larger

volumes of Medicaid patients placed on fewer and fewer physicians -- causes

more "drop outs."

In other words, the current reimbursement is not an incentive, but a

disincentive for Illinois doctors to treat Medicaid patients. Let me cite

just one example: in the city of Baltimore, one insurance company considered

making 08/GYNS pay $520 in medical malpractice coverage for each delivery.

Maryland is not a high-cost leader, e Illinois, in medical malpractice. At

that 'per delivery' rate, Illinois' Medicaid reimbursement would not cover the

cost of insurance, without even considering other expenses. The Illinois

disincentive, as you can see, is significant.

1C9



A second circumstance working against us is teen sex and early pregnancy. In

Illinois during 1985, the infant mortality rate was 11.6 deaths for every

1,000 live births. For teens, the rate was 17 3.

Let's look at, for example, the teen pregnancy rote in southernmost Illinois

-- coincidently where the most acute shortage of obstetrical care seems to

exist right now. It runs approximately 25 percent in several southern

counties, as opposed to an ove;a11 average of 12.5 nercent in the remainder of

Illinois (including Cook County).

There is a much higher medical complication rate in teen pregnancies for all

the obvious reasons: less prenatal care, inferior nourishment and the age

factor of the mother herself. The Illinois statistics tell a dismal story:

just where teens need health care access most is the place they will be least

eble to find it.

So wnat can we do about the problems of teen sexualiti and pregnancy? For

starters, we can encourage teenage mothers to continue their education or to

enroll in job training programs so that they can become self-sufficient. And

we should pay more attention to teen tathers who must be made to accept their

responsibilities in this area.

170
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But these efforts will only address the symptoms of the problem. They won't

get at the root causes. The ultimate answer lies with the individual teenager

herself ... and himself ... and with their families. As parents, it is our

responsibility to help our children cane to grips with decisions that they

will face with respect to sex ... decisions that can change their lives

forever. As community leaders, it is our duty to help teens who don't have

strong family support find ways to see beyond the confiies of their current

situation.

Naturally, the preferable alternative is abstinence. Most young people simply

are not reLdy to handle being sexually active at the same time they're

contending with the other trials and tribulations of growing up.

Unfortunately, the "just say no approach may not be enough. We must remember

that, after nourishment and sleep, we're dealing with the human oody's third

most powerful drive. And where teenagers are concerned, there's still another

force at work. the need to conform.

As a physician who must concern himself with public health issues, I'm afraid

the battle against teenage sexuality is growing bigger and bigger. For us,

the front-line struggle is now pregnancy and AIDS prevention. AIDS is a fatal

disease. So far, prevention is the only effective strategy against it.

171
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Within this framework, we must re-evaluate sex education curriculum within our

schools. Prop ,r tex education must be afforded our youth early enough to make

a difference. Approximately half of all teenaged pregnancies happen within

six months of the first encounter.

In some communities, opposition to sexual education ra-,.es on. Critics claim

that sex education is a matter between parents and treir children and that

school sexual education classes only encourage young people to become sexually

active.

But a 1985 survey sponsored by the American College of Obstetricians and

Gynecologists found overwhelming support fo:' school-based se,: education. Some

85 percent of the people responding said it should be part of the curriculum.

Its interesting to note that no study has ever supported the view that sex

education has any effect on students' level of sexual activity. On the

contrary, recent studies have indicated that sex eouc,on classes, sometimes

combined with school -based clinics, have actually proven effective in delaying

the onset of sexual activity and lowering pregnancy rates.

Tne Illinois State Medical Society sworts local scho:'-based health and sex

education as an important oreventive measure. Local physicians should become
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involved. Community input and direction is very important. But we believe

that se, .ation -- early and complete -- is a large part of the answer. By

"complete," I mean dealing with the choices and consequences of sexual

activity and drug abuse for teens -- one of which is AIDS. Sex education

should be aimed at fostering abstinence first, and safety always.

The third circumstance battling nealthier mothers and cn,:dren in Illinois is

one to which I've already alluded. It is Illinois' ledical malpractice

climate. Our 'lawsuit-happy' society is forcing high-risk doctors such as

obstetricians, neurosurgeons and orthopedic surgeons n either leave the

profession, the state or limit their practices.

Family physicians used to deliver babies; but not many do anymore. Tnis is

especially criti' downstate, where rural communities in the past depended on

family doctors to deliver the community's babies -- because the opulation was

not large enough to support a full-fledged obstetrician. The reason that

fairly doctors don't any longer do deliveries is simple medical maloractic-

premiums are boosted 'sky high' wnen these doctors take on the high risks of

obstetrical care. They can't Afford to deliver the community's 40 to 50

babies annually and meet stiff malpractice premiums. Family practice

phisici.ns are lea/ing dellie-ies to spe,1)lists, but C-a speci)lists aren't

there to take them on.

1 "3
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Illinois' physician-owned company, the Illinois State Medical Inter-Insurance

Exchange, charges family practice physicians in southern Illinois 55,200

annually for medical malpractici insurance.
If they deliver babies, that rate

can range up to 526,000. This is for $1 million policy limits.

I'd like to close by talking a bit about the survey our organization conducted

earlier this year. We asked our members -- of all specialties, including

08/GYM -- about the impact of litigation on their medical practices. We heard

fro.: about 300 08s -- comprising approximately 10 percent of our sample. They

told us they were, in many instances, quitting the practice of medicine,

leaving the state, or restricting the type of patients they saw. But they are

not alone; other doctors -- both high and low risk -- are following suit for

fear of medical malpractice litigation.

For instance, among high-risk physicians (a classification which included

obstetricians) were the following results:

-- 84% have orde -ed additional tests and procedures

-- 78% have made more referrals to specialists

-- 54% have stopped doing certain procedures

-- 4% have mewed the location of their practice

-- 68% have become more selective about treating certain patients

1 74
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-- 6% have retired altogether

-- 42% have limited their use of newly developed techniques

What needs to be done?

In a nutshell, tort reform and better Medicaid reimbursement are keys to

improving Illinois' infant mortality results. Tort reform in Illinois means a

$250,000 cap on noneconomic damages unmeasurable, emotional elements of

damage awards which can swing widely from case to case. -atter Medicaid

reimbursement means giving doctors at least a 'break even' p.oposition, if not

an incentive to take on many medically complex pregnancy cases.

A word about Medicaid benefit eligibility: expanding benefits to new groups

of prospective mothers will further exacerbate tha problem. Without adequate

physician reimbursement, expansion of Medicaid benefits will drive more and

more docturs away from treating Medicaid patients.

Everyone at this hearing is, in some manner, committed to reducing infant

mortality. Over the long term, we must work hard to educate our adolescents

on sex, and prevent teen pregnancy. This will not be easy. The Medical

Society is working hard to promote teen sex education as a means of halting

the spread of AIDS. But short-term relief rests on policymakers such as

1 7 5
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yourselves taking strong steps to provide adequate Medicaid resources and to

reform the malpractice liability climate. Just mouthing the words, we must

reduce infant mortality," won't work.

In short, our commitment to all the areas noted above -- oath short term and

long term -- must not waiver, if our goal is healthier mothers and healthier

children for the future of Illinois.

Thank you very much.

176
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Chairman MILLER. Thank you. Ms. Dunn.

STATEMENT OF BARBARA BURKE DUNN, EXECUTIVE DIRECTOR,
COMMUNITY HEALTH IMPROVEMENT CENTER, DECATUR, IL

Ms. DUNN. Mr. Miller and members of the committee, thank you
for allowing me to come here today and testify. And I am sure you
will be ready to heave a sigh of relief since I am the last one.

My name is Barbara Dunn. I am the director of the Community
Health Improvement Center in Decatur. The Center provides pri-
mary medical care for 5,000 to 6,000 low income infants, children,
and adults residing in Macon County.

About 70 percent of the people that we see are already on Illinois
Public Aid. About 10 percent are Medicare eligible and the remain-
der are self-payers on a sliding fee scale. We have a few, maybe 1
or 2 percent, that have some kind of health insurance. Generally
speaking it is catastrophic insurance. Therefore we realize very few
dollars from that pa, ocular method of payment.

Unlike a number of community health centers we do not provide
on-site obstetrical care. A major reason for this is that we do not
have a physician who has the capability to do the delivery and ob-
stetrical care. However, we do provik pregnancy testing, referral
to the two prenatal clinics in Decatur, family planning, and care
for sick and well children including immunizations.

We also have a large health education component. One : the
things we have been doing lately is working at the area vocational
center in Decatur, in their pregnant student class and their young
mother class, doing prenatal and postnatal education with a heavy
emphasis on developmental things with the baby, good health care
for both mother and infant.

Macon County 1.: a county of approximately 128,000 people. It is
located in central Illinois. Decatur, a city of 94,000, has been se-
verely affected by the economic downturn in the early 1980's. At
one time the unemployment was one of the highest in the nation.
Currently, 9.1 percent of the population is unemployed. This is sig-
nificantly higher than the 6.8 statewide average or the 5.8 national
average.

In August 1987, in excess of 13,000 people were receiving some
kind of public assistance and 42 percent of the elementary students
in our public school district are eligible for either a free or subsi-
dized hot lunch.

Manufacturing jobs, which were once the mainstay of the econo-
my of our county, have fallen from a : igh in 1980 of 19,600, to the
current level of 13,500. In 1985 Macon County was one of the coun-
ties designated by the Gove!nor's infant mortality reduction initia-
tive. And since then we have been able to put into place a number
of health care services that were already there, but we have built
up a very strong network of health care service which comple-
ment the two prenatal clinics which we have in each of our hospi-
tals.

Currently infant mortality in Macon County is 13.6 per 100,000.
The Sate rate is 12. Amongst black infants this number is closer to
22 per 100,000; 16.3 percent of the Births are to teenagers; the state
rate is 12.5 percent; 6.7 percent of the women who delivered babies
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in Macon County in 1986 had no prenatal care or began care in the
third trimester. This figure contrasts with the State level of 4.6percent.

Needless to say, these are alarming figures. What in the opinion
of many is even more troublesome is that locally we do have a goodnetwork of services, locally we do have prenatal clinics, we do havein place the Illinois Department of Public Aid's initiative called the
Healthy Kids Initiative, which provides outreach and case manage-ment services for children who are Public Aid-eligible.

So we have tried to look a little deeper into what some of the
problems might be. Many women in Decatur for reasons of pride,
embarrassment, or misconceptions about quality of care, do not
access prenatal clinics. This same thing can be said for women
across the State.

In parts of the State women do not have the opportunity to uti-lize a clinic setting, or they fearparticularly in the Chicago
areabecoming a faceless number in an enormous waiting room.
Young teens and working poor are probably the most overwhelmed
by a system with which they have little or no experience.

Loss of jobs has also meant, locally and statewide, loss of insur-
ance benefits. While the employment picture in Decatur has im-
proved considerably in the last 18 months most employment gains
have been in the traditionally lower paying service sector. Many ofthese jobs are less than fulltime and there are no benefits that goalong with it. The cr- of private insurance is prohibitive. Premi-
ums in excess of $14A, a month are not unusual. It is unimaginable
for a family where their income is perhaps $10,000 a year, whichwould be $5 an hour income, they cannot afford any kind of insur-ance.

The Medicaid Program, as we have already discussed, is a feder-ally mandated program. However, the income guidelines to deter-
mine eligibility are set by the states. In Illinois, as a general rule,
an individual must have an income of close to one-half the povertylevel before he or she can qualify for benefits. Frequently expensesthat are incurred in the hospitc Iwe talked earlier about spend-
down. When the actual hospitalization occurs, then the Medicaid
program will kick in. It does not kick in for the very crucial prena-tal visits and it stops once the mother and child are out of the hos-
pital and she goes to seek well-child medical attention for her chil-dren.

In the recent legislative session there was some agreement that
the eligibility benefits would be extended to encompass all womenwho are at or below the poverty level for prenatal care, as well asfor well-child care for children up to the age of one year. However,
the town side of that particular piece of legislation is that there is
not going to be any move on this, probably, for about a year.

Much publicity has been given to the so-called .,nycician glut. Ido not think we pick up a newspaper but we do not read about the
huge number of physicians. While there may be a surplus number
of physicians in affluent areas, there continues to be a serious phy-
sician shortage in rural and in urban disadvaataged areas.

The Community Health Center in Decatur, and for that matter,
community health centers across this country, could not exist with-
out physicians from the National Health Service Corps. A physi-
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cian can see a finite number of patients, and generally is less likely
to accept Public Aid or medicaily indigent patients, particularly
women who are at high risk because of another condition.

Many physicians i i our area categorically refuse to see patients
on Public Aid. All women are expected to go to the clinics. They
are not seen as private patients, except in unusual exceptions.
They have no choice in this particular matter. One statistic that
was mentioned earlier is that Springfield has 22 obstetricians. De-
catur has 10 We are a city of roughly the same size.

The reasons for the much debated malpractice question have
been brought out, I think. One thing I would add is that frequently
when you get the envelope with the increase in malpractice insur-
ance there is no reason stated by the insurance company; none
whatsoever. And any phone call to them results in essentially no
answer.

Lack of insurance, ready cash, or inability to find a physician
who will accept a medical card are also considerations in determin-
ing N "hat type of health care a child receives after birth. Many
health departments including the Macon County Health Depart-
ment provide free well-child care and immunizations. T-zowever,
sick children are a different issue.

For all practical purposes our health center is the only place a
poor child can receive medical care in our county. FortunaLely we
have a full-time pediatrician who is kept extremely busy, I might
add.

In the early years of life it is essential that children receive ongo-
ing medical care. Growth and development must be monitored, im-
munizations given, and ..ollowup for acv'e and chronic problems
has to be provided. When parents cannot afford these services for
their children, small, easily solved difficulties can become major
problems. Haphazard medical care can also mean that developmen-
tal delays or cases of abuse and neglect are overlooked or ignored.

Awareness or public perception seems to play a major role in the
problem of infant mortality. In the early part of the century mater-
nal and infant deaths were commonplace. As statistics improved
there was less concern about the problem. Termirology has
changed. We speak about negative outcomes or significant anoma-
lies. We do not tai: about babies who are born who will never lead
a full a,d productive life, or babies who die.

The correlation of excer-f--e drinking, smoking, and dr ift. usage
in problem pregnancies c ..,)t be stressed enough to women of
childbearing age. And this type of education must be given before
conception. It must be ongoing and consistent. It is not enough to
do a once-a-year media blitz about the problem and then just be
quiet the rest of the year.

Among some populations the value of good prenatal care is not
appreciated or understood. Many women are children and grand-
children of traditionally unserved and/or underservee populations
who had little or no prenatal care themselves. Furthermore, these
women themselves were frequently medically neglected as chil-
dren. What then was good enough for the mother now becomes
good enough for the daughter.

Obviously col. siderably more effort will have to be expended into
the educational aspects o: this problem. The efforts will be costly
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and their effects initially will be difficult to measure or monitor.
The target population of low income, minority, migrant, and non-
English-speaking women is not easy to reach.

Federally funded community health centers have proved to be
the medical safety net for many of this nation's poor in many areas
of the country. Many centers have creatively utilized Federal, state
and local, public and private funds to provide quality medical care,
health promotion activities and case management services in a
coat - effective manner.

The solution to the problem of infant mortality will not come
cheaply. On the other hand no child should ever die or be born dis-
abled because his or her mother was not aware of the need for good
prenatal care. No child should ever die, or be left permanently
physically or mentally incapacitated because his or her parent
could not afford medical care. No parent should ever be forced to
consider delaying needed medical care, prenatally or postnatally,
because of cost. I can assure you that such decisions are made
daily. Thank you.

[Prepared statement of Barbara Burke Dunn:]
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PREPARED STATEVENT OF BARBARA BURKE DUNN, DIRECTOR OF THE COMMUNITY
HEALTH IMPROVEMENT CENTER, DECA-UR, IL

My name is Barbara Dunn. I am the Director of the Community Health Improvement
Center in Decatur, Illinois. The Center provides primary medical care for
5,000-6,000 low income infants, children, and adults residing in Macon County.
Approximately 70 percent of our patients are Illinois Public Aid receptents.
10 percent are Medicare eligible and the remainder are self - payers. Few, less
th in 2 percent, have any type of he-,.11 in,orance. The self-ptcor, Are charged
on a sliding fee schedule based on Feo2ral Poverty Income Guidelines. About
85 percent of our self-pay patient, codify for the lowest fee le.el - their
incomes are at or below poverty level. Unlike a number of community health
centers nationwide, our Center does not provide onsite obstetrical :are. However,

we 10 provide pregnancy testing, referral to prenatal clinics, family planning
and care for wel! and sick infants, including immunizations.

Macon :cunty, with a population of approximately 128,000 persons. is located in
Central Illinois in the heart of some of the richest farmland in the United States.
Decatur is an industrial city of 94,000, severely affected by the economic dcwnturn
of the early 1°80's. At one time the unemployment rate was one of the h.ghest in
the nation. Currently 9.1 percent of the population is unemployed, significantly
higher chan the 6.8 percent statewide average or the 5.8 percent national figure.
In August 1987, in excess of 13,000 persons were receiving some type of public
assistance. Manufacturing jobs, once the major source of income for many in the
community, have fallen from 19,600 in 1980 to the current level of 13,500. 42
percent of the children enrolled in the Decatur elementary schools qualify for
reduced or free hot lunches.

Over the last several years the problem of infant mortality has received increasing
state and federal attention. In 1985, Macon County was one of several downstate
counties targeted in the Governor's Infant Mortality Reduction Initiative, (now,
known as Families With A Future). 1986 statistics for Macon County minor those f

many inner city urban areas as well as remote rural f our count-y:

The infant mortality rate was 13.6/100,000 vs. a state rate of
12.0 - amongst black infants the tigure was closer to 22/100,000.

16.3 percent of the births were to teens tampered to he state
figure of 12.5 percent.

6.7 percent of the women who delivered babies .a Macon County in
1966 had no prenatal care or began care in the third trimester of
pregnancy. This figure contrasts with an overall state rate of
4.6 percent.

These figures are alarming in and of themselves. What, in my cpinion, ano that
of other professionals in the community makes these statistics even more trouble-
some is that, locally, there are two prenatal clinics - one at easel hospital, and
a network of health care and social services targetel to the low income high
risk population. Many women in the Decatur area for resso.s of pride, emb -

mem, or misconceptions about quality of care do not access the prenatal clinic.
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until late in their pregnancies. In p.rti of the itate, women either don't have
the opportunity to utilize a Clinic netting or fear becoming a faceless number
in a huge waiting room. Young teens and the working ,or are probably the ones
must overwhelmed by a vests, with which whey have ha title or no experience.

We have concluded that mo_t of the factors which influent- infant mortality rate,
in similarly disadvantaged areas are also the major causes Jf problems faced In
Decatur. Two issues sees to stand out: economics and awarenei. or public percep-
tion.

Loss of jobs has also meant loss of insurance benefits.
While the employment

picture in Decatur has imnroved considerably in the last 18 months, most employment
gains have been in C. traditionally lower paying service sector. Many of these
jobs are less th-n lull time and otter no benefits. The cost of private insurance
is prohibitive. .remiums in excess of $150.00 per month are not unusual. Simply
put, an individua: earning even as much as $5.00 per hour can not afford insurance.

The Medicaid program is federally mandated, but income guidelines to determine
eligibility are determined by the states themselves. In Illinois, an individual
must have an income close to one-half the amount designated at "poverty level"
before qualifying for benefits. Frequently, expenses incurred in the hospital
for actual delivery and newborn care are high enough to be covered by Public A10
Yet. critical care for mother and child. prenatally and postnatally will not to
covered.

Much publicity has been given to the so called physician "glut". While there may
be a surplus number of doctors in affluent urban areas of the country, there
continues to be a serious physician shortage in rural and disadvantaged areas.
The Community Health Center in Decatur and, for that matter, community health centers
across the state could not exist without physicians from the National Health
Service Corps. A physician can see a finite number of patients and. generally is
less likely to accept Public Aid or medically indigent

patients, particularly high
risk women. Many physicians in our area categorically refuse to see persons on
Public Aid. All poor women are expected to be "clinic" patients. They have
virtually no choice in the matter.

The reasons for the much debated malpractice crisis are not at issue here. However,
the fact is that physician malpractice insurance has increased drams tally in the
last several years. The rates for those doctors with obstetrical practices have
become so astronomical that many family practice physicians have given up the
obstetrical portion of their practice. This decision on their partsthas had an
enormous negative impact, particularly in rural but has also greatly limited
access to prenatal care in some urban areas as well.

Lack of insurance, r y cash, or inability to find a physician who will accept
a medical card are a' a considerations in determining what type of health care
a child receives Ott birth. Many health departments, including that in Macon
County, provide free well child care and immunizations.

However, sick children
are another issue. For all practical purposes, the Community Health Improvement
Center is the only place a poor child can receive medical care. Fortunately, the
Center NA a full rime pediatrician on staff. Emergency rooms are inundated with
persons reeking care for their children. In the early years of life, it is essential
that children received ongoing medical care; growth and development must be monitored;
immunizations given; follow-up for acute and chronic problems provided When parents
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cannot afford these services for their children, mall easily solved difficulties
can become major problems. Haphazard medical care can also mean that a elopmental

delays, or cases of abuse and neglect are overlooked or ignored.

Awareness or public perception seemed to play a major role in the problem of infant
mortality. In the early part of the century, maternal and infant deaths were

commonplace. As statistics improved, there was less concern about the problem.
Terminology changed. We speak of "negative outcomes', "significant anomolies" not
about tables who are severely physically or mentally handicapped, or infants who
die. The cr,rrelation of excessive drinking, smoking, nd drug usage and problem
pregnancies cannot be stressed enough to women of child bearing age. And, this
type of education most be given before conceotion, be ongoing, and consistent. It

is insufficient to have an annual medi. I 'tz oh these issues. Amongst some pop-
ulations, the value of good prenatal ca' not appreciated or understood. Many
women are children and grandchildren of ....fitionally 'inserved oriand and ed

populations who had little or no prenatal care. Fv-diersore, these women themselves
were frequently medically neglected, as children. What was "good enough" for the
mother now becomes "good enough" for the daughter.

Obviously, considerably more efforts will have to be expended into the educational
aspect of this problem. These efforts will be coily and their effects, initially,
will be difficult to measure or monitor. The tarot population of low income,
minority, migrant, and non - English speaking women is not easy to reach. Federally
funded community health have proven to be the medical safety net for many
of this nation's poor. Many centers have creatively utilized federal, state and
local public and private funds provide quality medical care, health promotion
activities, and ease management services in a cost efficient manner.

The solution to the problem of infant mortality will not come cheaply. On the
other hand, no child should ever die be born disabled because his or her mother
was not aware of the need for good prenatal care. No child Should ever die or be
left permanently physically or mentally incapacitated because his or her parent
could not afford adequate medical care. MO parent should ever be f,-ced to
consider delaying needed medical treatment, prenatally or postnatally, because
of cost. I can assure you that such decisions are made daily by countless parents.
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Chairman MILLER. Thank you. Congressman Durbin.
Mr. Milani. Barb Dunn, you mentoned the National Health

Service Corps, and I think Ms. Eisenstein also uses National
Health Service Corps physicians. Over the last 5 or 6 years this has
been a program which Congress has been asked to virtually abolish
because of our needs to cut back in spending to reduce the budget
deficit. What would be the net impact if in fact CHIP or your pro-
gram, Ms. Eisenstein, had no National Health Service Corps physi-
cian available?

Ms. EisarissurN. I think, in our program without those physi-
ciansthey just began providing services just this last August, so
we went for a year before that witnout them. Every single wom °n
in the counties of Alexander and Pulaski had to be driven to tne
Carbondale area for prenata. care. So it has a great impact upon
the grant funds in that we h- ve to use a significant p, rtion of that
for transportation. And then you have these women who are driv-
ing so far for prenatal care, especially in the latter stages of preg-
nancy. I feel that it is unacceptable.

Mr. Mimi. Fine.
Ms. DUNN. I think that if the National Health Service Corps is

not funded in some manner it will be catastrophic for the poor ofthis nation.
Mr. Maim. Dr. Fesco, during the last session of the Illinois Gen-

eral Assemblyor the previous session; I am not sure which
there were some malpractice reform bills passed and signed by the
Governer. One of them required that, if a poor plaintiff would file a
malpractice suit in Illinois, they had to present an affidavit from a
doctor that they had a serious claim.

Now, it is my understandingand I wish you would elaboratethat this has resulted in a net decrease of malpractice ciaims
against most specialties but not in the area of obstetrical care.
Could you comment on this?

Dr. Fn: w. Well, there were significant reforms that came out of
the legislative session, the one you mentioned as well as the de-
crease in statute of limitations. Before that a baby grown to 22
could sue the obstetrician that delivered him for some wrong, real
or imagined, for 22 years. The statute of limitations did not apply.
That was reduced to eight. That was significant and allows insur-
ance companies to project some future spending.

The reform where you get a doctor to comment and say, yes,
there has been negligence and this is a worthwhile suit, this is in
factalthough in other states it has been thrown out as unconsti-
tutional, but it is currently still the law here, and it has decreased
the number of suits, and this is, of course, looked forward to.

But as tar as the lady mentioned that with the insurance premi-
um increase there was no excuse, there are fewer and fewer compa-
nies in business. St. Paul, that was mentioned by one of the pgrtici-
pants, has just left Florida because the state decided one way co cut
down malpractice premium rates was to prevent the insurance
company from charging more. Well, St. Paul said goodbye, and left
5,000 doctors without malpractice insurance, any malpractice in-
surance in Florida. So that is not quite the answer either.

Mr. Mastic Doctor, if I could ask one last question, Dr. Single-
ton came by my office a couple of nonths ago and really spelled

Ilti4
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out in graphic terms what local obstetricians are facing with mal-
practice premium increases. The ones that have been cited in testi-
mony today I think, without exception, have cited the increases of
the St. Paul Insurance Company, where premium costs went from
$36,000 a year to $47,000 for 6 months.

Now, the Illinois State Medical Society has its own malpractice
insurance pool for its members. What are the comparable premi-
ums that are being charged obstetricians through the Illinois State
Medical Society?

Dr. FESCO. Between $20,000 and $135,000.
Mr. DURBIN. So the amount being charged by St. Paul is more

than twice the amount charged by the Illinois State Medical Socie-
ty?

Dr. FESCO. Well, they came in and drummed up some business by
offering what we felt might be low premiums. But I am just a
doctor, I am not an insurance adjuster, and I hesitate to get into
the reasons why these things happen. But there are not too many
companies selling malpractice insurance in Illinois. The doctors got
together seven years ago. Everybody chipped in some thousands of
dollars and said, let us start our own company.

Mr. DURBIN. It is a not-for-profit operation, is it not?
Dr. FESCO. Not for profit. It is a risk management thing.
Mr. DURBIN. Your premium is about $25,000 a year for obstetri-

cians as opposed to
Dr. FESCO. Well, in certain segments of the State. Some parts of

the State--
Mr. DURBIN. How about downstate in Springfield?
Dr. FESCO. That is a little less. That is less. In Chicago there are

obstetricians paying $140,000 for the
Mr Maim. To the StaL. Medical Society?
Dr Fasco. Not the State Medical Society. It is still cheaper.
Mr. DURBIN. Well, I might add in defense of Dr. Singleton, I

know that there is a considerable expense in transfer, that costs a
physician $100,000 to move from St. Paul Insurance Co., to the
State Medical Society; something in that neighborhood. The long
tail of liabilities has to be covered there.

Thank you very much. I might add that one of the things we are
considering in Washington is some type of risk pool that might be
available, at least on a demonstration basis, to see if we can find a
way to help the doctors provide the medical care and not run this
high risk of malpi actice premiums and liability. Thank you.

CHAIRMAN MILLER. Thank you. Mr. Hastert.
Mr. HAsrairr. Thank you, Mr. Chairman. Ms. Eisenstein, one of

the things that really amazed me in your testimony was that you
have had 445, I believe, participants in the program in the last
year, and zero deaths. Is that correct?

Ms. EismErrEIN. We have had 424 births since we began program-
ming, which wPs I think about January of 1984, and we have had
zero deaths.

Mr. HASTERT. And you also gave testimony that the Parents Too
Soon Program that you are part of, is really part of the Der t-
ment of Children and Family Services. Is that correct? Do you co-
ordinate then with the Department of Public Aid and Public
Health?

1 5
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Ms. EISENSTEIN. We receive funding through the Department of
Public Health, Parents Too Soon. We are a demonstration project.
And then we also receive funding through the Or ace of Prevention
Fund. Their funding comes from the Department of Children and
Family Services, but all of our sources of funding are part of the
statewise Parents Too Soon initiative.

Mr. HASTERT. Correct. One last question, then, for you. Is that
you have had 445 participants, I believe? That was close to the
figure at least.

Ms. EISENSTEIN. Yes, pretty close.
Mr. HASTERT. How is your outreach' You are in a rural area and

I am sure you have a lot of small high schools. How do you get to
the people?

Ms. EisENsTEIN. The out each efforts are tremendous. I worked
as a home visitor in one of our programs for 2Y2 years before I was
the Administrator, and in 2 years I put 83,000 miles on my car. So
that is probably the best example I can give of our outreach efforts.

Mr. HASTERT. I understand that Dr. Fesco, you say that the high
cost of malpractice insurance for a physician could cost between
$200 and $300 per case that you take. Then I think your testimo-
ny you also tried to say that because of high risk for a doctor who
takes prenatal and gyniatrics is at risk of even having a greater
risk of being sued. So that you take extra procedures that are more
expensive? Is that what you are trying to say? Did you say that?

Dr. FESCO. Yes. One of the problems with the malprac.-:".e climate
is that you cannot practice medicine sensibly. You have to go over-
board and order literally ever} thing. It is very difficult to explain
to a lawyer during a courtroom trial that takes five years to come
to the court, why you did not order something that just might haw;
changed the outcome. And it is very difficult, as Dr. Fraed men-
tioned; it is very hard to say why.

Mr. HASTERT. So this is really kind of a Monday morning quar-
terbacking thing here.

Dr. FESCO. Or a new technology. It is very hard foi. the jury to
move itself back many years as to what was available at that time
when we have new advances constantly.

Mr. HASTERT. State of the art. Then, also, in your role as Presi-
dent of the Illinois Medical Society, you represent All types of doc-
tors who have medical practices, we talk about need for increased
funding in this particular area. But certainly people who are in
geriatrics or people who are taking pediatrics, there is need there
for increases too, so there is really a competition here for these dol-
lars that are in the pipeline, is that correct?

Dr. FESCO. There is never enough money for people's expecta-
tions, as you as a Congressman surely know.

Mr. HASTERT. Well, we are learning. I appreciate it. And do you
feel thatyou know, we ha.^ talked about the State pools and dif-
ferent types of insurance op9ortunitiesthat, in your feeling*, if
there was significant reform if Illinois, that the costs of medical
service to those people who need help, the working poor and
beyond that, would be improved?

Dr. Fesco. I think that would be a large part of the problem. It
would help solve this huge balloon of uncertainty as to what can
possibly happen.

6
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Every doctor wants to have malpractice insurance. When I
become a patient I want to go to a doctor that has malpr. lice in-
surance, because an accident may happen. But it is the multi-hun-
dred-thousand and million-dollar awards that are dangerous.

There are two students at SIU, medical students, that are named
in malpractice slits because their names appeared on the chart.
Now, what a way to start a career.

Mr. HASTERT. Thank you, And thank you, Mr. Chairman.
CHAIRMAN MILLER. Thank you. And on behalf of the committee

let me thank you for your time and your testimony and your effort
to be with us this morning.

And finally, let me again thank the administration and Staff
here at St. J:,hn's Hospital for helping us to put on this hearing.
And I guess we recess here until we go to Chicago this afternoon.
Thank you very much.

[Whereupon, at 11:55 a.m., the committee recessed to reconvene
in the afternoon in Chicago.]

[Material submitted for inclusion in the record follows:]

,
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PREPARED STATEMENT OF JAMES L DIEKROEGER, DIRECTqR OF PUBLIC HEALTH,
SPRINGFIELD DEPARTMENT OF PUBLIC HEALTH, SPRINGFIELD, IL

The Spring' .d Department of Public Health is a certified
city health department providing a broad range of services
to residents of Capital Township as well as limited services
to residents residing in Sangamon County but outside of
Capital Township.

this agency receives funding from the corporate tax fund,
federal and state grants, and fees.

Since 1983 this agency has received state funding to
purchase prenatal care for eligible clients. The first two
years of funding were limited to pregnant females ages
twenty (20) and under who did not have a medical card (or
war not covered by a parent's medical card), had no medical
insurance coverage, or did not qualify for a meuical card,
and were otherwise financially indigent. At least
eight-five percent of our fending is for direct care
services. Beginning with the 1985-86 grant year we were
allowed to extend the services to any pregnant femalt who
is/was financially indigent, did not have a medical, or was
ineligible for a medical card.

Each year that we have been funded, a letter is mailed to
every practicing obstetrician in Sangamon County advising
them of the grant and requesting their participation.

The physicians are advised that they will be reimbursed for
providing prenatal care, delivery, and the post partum check
at the current Public Aid reimbursement rates. If the
client is approved for Public Aid during the course of her
pregnancy, the physician is advised that Public Aid will be
responsible for reimbursement.

The grant also allows the Spr ggfield Department of Public
Health to provide funding for limited specified laboratory
tests as well as prenatal vitamins and certain other
allowable drugs.

Each year the number of participating
obstetricians /offices

has dwindled from nine physicians, five offices in fiscal
year 1983-84 to four physicians, three offices in fiscal
year 1987-88.

The physician reimbursement in fiscal year 1983-84 was
$375 30 for a vaginal delivery. Fiscal year 1987-88
reimbursement is $446.50 for a vaginal delivery.
Reimbursement for a Cesixian section in 1983-84 was $438.00
and $521.50 in 1987-88.
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A client presented to this agency for financial assistance

must also apply for a medical card and then bring proof of

approval, denial, orspenddown to this agency. Applying for

Public Aid is a humiliating and discouraging process. One

need only accompany a client to an appointment to fully

appreciate the trauma.

I will not belabor the problems of low reimbursement,
extended turn around time for Public Aid reimbursement, and

the tremendous iicrease in malpractice premiums in as much

as these problems were addressed factually by Dr. Cynvhia

Fraed and Dr. James Singleton.

Since the Springfield Department of Public Health Prenatal

and W.I.C. grants are state and federally funded, this

agency provides these services to eligible residents of

Sangamon County.

Referrals are received f-om local agencies, clients

themselves, clients on the program, physicians, and within

this agency.

Approximately one third to one half of the clients we enroll
in the prenatal program become eligible for a medical card.

The Springfield Department of Public Health provides support

services to prenatal clients residing in Sangamon County.

Eligible clieh's are recipients of W.I.C., a staff nurse

visits the client during the course of her pregnancy,

transportation to doctor's appointments, W.I.C., Public Aid

is also available.

Following the birth of the baby, the staff nurse continues

to make home visit(s).

This agency also conducts three Child Health Assessment

Clinics (Well Child) and four Immunization Clinics weekly.

These two clinic services are also available to county

residents through state preventive block grant monies.

The Springfield Department of Public Health has three

Sexually Transmitted Disease Clinics weekly. Pregnancy

testing is available during these clinics as well as one

additional morning and afternoon each week.

There is no '-se for any of the above mentioned services.

To varying degrees decrease in physician participation to

provide prenatal care to these identified clients is evident
throughout Illinois and other states in the country.

The Illinois Jepartment of Public Health has funded a

prenatal clinic at the Lake County Health Department for

several years. I would encourage you to visit and/or
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communicate with Dr. Steven Potsic, Administrator and Mary
Carter, Nursing Administrator. Enclosed is a copy of the
recognition their agency received from Center for Disease
Control for implementation of a schLol based education and
support program for pregnant teens and teen parents.

Thank you for the opportunity to present written testimony.

190
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PREPARED STATEMENT OF H. BRENT DE LAND, PH.D . EXECUTIVE DIRECTOR, ILLINOIS
COMMUNITY ACTION ASSOCIATION AND ADJUNCT ASSOCIATE PROFESSOR AT SANGAMON
STATE UNIVERSITY, SPRINGFIELD, IL

Mister Chairman, Congressman Durbin, mdmbers of the

committee, staff, ladies and gentlemen, I am most grateful

for this opportunity to present testimony on day

dealing with the growing problem of infant mortality. I am

H. Brent De Land, Executive Director of the Illinois

Community Action Association and Adjunct Associate Professor

at Sangamon State University. I hcld a doctorate degree in

management from the Union Graduate School and have worked in

human service programs for the past two decades.

The Association has a small grant

and Nutrition Program, Office

under the Community Food

of Community Services,

Departn4nt of Health and Human Services and administered by

the Illinois Department of Commerce and Community AtLairs.

As a result of this grant I have become familiar with the

unfortunate relationship between infant mortality and

nutrition. Specifically, I wish to address t,e relationship

of infant mortality and prenatal nutrition.

To put our concern in proper medical perspective, consider

the statistical data. One clear link to infant mortality is

low birth weight. Low birth weight is conside-ed a weight

of 5 pounds 8 ounces/2500 grams or less, according to the

1 2 I
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Institute of Medicine. In Illinois, according to the

Illinois Department of Public Health, 71% of all infant

deaths were among infants with a low birth weight. In other

words, using 1985 statistics, of 1,471 infant deaths, 1,042

infants had birth weights at or under 5 pounds 8 ounces.

Although low birth weight has several possible causes, two

cleat and consistent causes present themselves: teenage

mothers and poor or improper prenatal nutrition.

The Committee to Study the Prevention of Low Binthweight of

the Institute of Medicine in a 1985 report said, "Low

birthweight is a major determinant of infant mortality in

the United States. Most infant deaths occur in the first 4

weeks of life, the neonatal period, and most are a

consequence of inadequate fetal growth, as indicated by low

birthweight . . . Higher neonatal mortality rates seen for

non-white mothers, teenage mothers, and mothers of low

educational at.ainment are explained largely by higher

proportions of low birthweight infants among these groups."

This clearly affirms my prior statement.

Research has shown the risk of low birthweight declines

sharply among mothers with at least 12 years of education.
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Further, the gap in low birthweight rates among mothers with

disparate educational attainment is not closing, but rather,

may be widening. Unmarried mothers have a consistently

higher rate of low birthweight children.

Again to quote from the report, " Many cross-cultural

studies show that women from poorer social classes have

infants of smaller birthweight than more affluent women.

While socioeconomic status factors other than poor nutrition

may play a role in this relationship, restricted diets may

be a key component . . . Low birthweight occurred 4 times

more frequently among women who gained less than 14 pounds

than .mong those who gained 30 to 35 pounds."

The 1980 National Natality and Petal Mortality Surveys found

that many groups of women known to have an increased risk of

delivering a low birthweight infant also were more likely to

have inadequate weight gains. For example, they found that

black mothers were twice as likely as white mothers to gain

less than 16 pounds during pregnancy. Mothers 35 years of

age or older and teenage girls were less likely to gain at

least 16 pounds, as were unmarried women, poorly educated

women, and women of lower socioeconomic status.

1 r, 3
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The findings of the two reports cited show that poor

nutritional status before pregnancy and inadequate

nutritional consumption during pregnancy have a clear

negative impact on fetal weight gain, thereby increasing the

risk of low birthweight.

For a moment allow me to return to statistics to show the

relative importance of this question in Illinois and the

nation The downward trend in infant mortality experienced

between 1975-1980 showing a 22 percent decrease, has now

been reduced to 16 percent since 1980 in the Unitcl States.

In Illinois, between 1985-1986 infant mortality increased

by 3 percent, f-om 11.6 to 12.0 deaths per 1,000 live

births. For white infants, the increase went from 9.1

percent to 9.3 percent and the rate among nonwhite infants

grew, increasing from 20.0 percent to 21.0 percent per 1,000

live births. At the same time the U.S. total rate was 10.4

percent per 1,000 live births. Therefore, the Illinois rate

was a full 1.6 percent greater than the national average per

1,000 live births.

The disparity between white and nonwhite infant mortality is

r,4
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related as much or more to poverty than any other factor.

Consider a recent statement from the Children's Defense

Fund, "Pregnant teens are disproportionately members of

racial minority groups, and minority families are

disproportionately poor. While black women accounted for 16

percent of all Unites States births in 1982, they accounted

for 55 percent of births to women under age 15 and 27

percent of births to women between tne ages of 15 and 19.

Currently, nearly 50 percent of all black children under the

age of 18 .ive in poverty." Even if pregnant teens were

educated to the maximum extent possible about their health

needs and about Lhe importance of receiving early and

comprehensive prenatal care, thousands would continue to

face grave poverty-related barriers in their attempt to

obtain health services.

Low birthweight as a contributing factor in infant mortality

issues is by far not the extent of this troubling problem.

According to the March of Dimes, low birthweight is now

considered the most common problem at birth. Low

birthweight affects one in every 15 babies born in the

United Sates today. The March of Dimes has concluded that

the mothers' habits during pregnancy are the major

ASS
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contributing factors to low birthweight. Not surprising,

the foremost habit contributing to the problem is that of

poor nutrition. A fetus eats what the mother eats, and if

the mother eats poorly or not at all, the fetus is starved

for vital nutrients required for birthweight, proper

development, and good health throughout the life of the baby

after birth.

This information is by no ways new. The classic study of

Bertha S. Burke, et al conducted by the School of Medicine

at Harvard University published in 1943 showed the

significance of diet and infant health. According to the

1943 study:

"1. A statistically significant relationship has

been shown between the diet of the mother during

pregnancy and the condition of her infant at birth

and within the first 2 weeks of life.

"2. If the diet of the mother during pregnancy is

poor to very poor, she will uncioubtedly have an

infant whose physical condition will be poor. In

the 216 cases considered in this study, all

1 9 6
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stillborn infants, all infants who died within a

few days of birth except one, most infants who had

marked congenital defects, all premature, and all

functionally immature infants were born to mothers

whose diets during pregnancy were very inadequate.

"3. If the mother's diet during pregnancy is good

or excellent, her infant will in all probability

be in good or excellent physical condition. It

may, however, happen rarely that a mother whose

diet during pregnancy is good or excellent will

give birth to an infant in poor physical condition

(1 out of 216 cases in this study)."

There should be no question, the poor are most often the

victims of low birthweight and infant mortality. An

interesting dynamic is, however, present. Often poverty is

linked to large urban areas. In Illinois, many of our

lawmakers believe the question of poverty related problems

is contained within the city limits of Chicago. Relative to

infant mortality, this is clearly not the case. According

to Illinois rJepartment of Public Health data,

1 F; 7
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"Of the thirteen downstate cities with over 1,000

resident live births, three--East St. Louis, Elgin

and Joliet--had higher mortality rates than did

Chicago in 1986. This marked the fourth

consecutive year it which East St. Louis' rate

exceeded Chicago's. Five other Illinois cities

with populations over 25,000--Chicago Heights,

Danville, Harvey, Kankakee and Maywood--had higher

rates of infant death than Chicago during at least

two of the past three years."

Using St. Clair County as a case example, the infant

mortality rate increased 33 percent between 1985 and 1986,

from 11.6 to 15.4 deaths under 1 year per 1,000 live births.

Further, statistics are less reliable on areas with sparse

population and therefore, a correlation in smaller counties

present some research difficulties. For example, in

Kankakee County, the infant mortality rate is greater than

Chicagc and the state average, yet we cannot document this

in terms of poverty pockets in the county. It is my

personal, yet unconfirmed, ',lief that the problem is

greatest among the poor living in Sun River Terrace,

Pembroke Township, and in other areas of poverty
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concentration. Similarly, in Springfield, I suggest the

East and North areas of the city who experience lower income

experience lower birthweight and greater infant mortality.

I shall now focus my testimony on two principal factors

leading to low birthweight and ultimately fetal/infant

mortality, maternal nutrition, both pre-pregnancy and during

pregnancy. According to the Institute of medicine,

". . . while both nutritional status before

pregnancy and nutritional intake during pregnancy

influence birthweight, they are not independent.

Prepregnancy weight and weight gain during

pregnancy are negatively correlated. Substantial

prepregnancy weight can compensate for low

pregnancy weight gain, and vice versa. A combined

deficit appears to be the most detrimental. The

existence of these two compensating maternal

nutrition systems--prior nutritional storage and

nutritional intake - -is clearly protective for the

developing fetus; it helps guarantee that adequate

nutrition will be available. however, it makes

analysis of the impact of nutrition on pregnancy
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outcome difficult. Maternal dietary inputs or

absences during pregnancy do not translate

directly into fetal growth or its retardation.

The relationship and trade-offs between these two

maternal nutrition systems remain to be fully

explored."

Doctors Worthington-Roberts, Vermeersch and Williams in

their 1985 book Rutrition in Pregnancy and Lactation define

one important community resource for poor women concerned

with proper nutrition during pregnancy.

"Other s?ecial projects, such as Women, Infant,

and Chid Care (WIC), seek to reach underserved or

economically depressed areas to provide additional

outreach services. These programs have proved to

be effective as evidenced by decreased morbidity

and mortality of infants and mothers participating

in tha WIC program. Other community programs stem

from various community action groups. Innovative

health projects and food advocacy programs have

resulted, often reaching out to meet needs outside

the mainstream of medical care."

2 0
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I encourage this committee to look most favorably on

increasing this program to a level that will allow all

eligible Americans to obtain the vital life supporting

services offered 'y WIC. According to Dr. Worthington-

Roberts, et al,

"A positive outcome of pregnancy is built on

positive nutritional support throughout prenatal

care. In the light of specific knowledge, false

assumptions and negative practices of the past

have given way to a positive approach based on

demonstrated nutritional needs of both mother and

child.

"These increased nutritional requirements during

pregnancy are based on age and parity of the

mother, her preconception nutritional status,

individual needs, and a unique biological

synergism. This synergistic whole is based on

complex metabolic interactions among the three

biological entities involved: maternal organism,

fetus, and placenta. All of these factors combine

2 -1
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to create nutritional demands for support of the

pregnancy. Thus current positive practices in

prenatal care and counseling are built on ,l)

increased nutritional requirements, (2) normal

physiological adjustments of pregnancy, and (3)

individual assessmeat and guidance.

"The increased nutritional requirements of

pregnancy include protein for tissue building

material, energy (kcal) for the heightened

metabolic work involved, and vitamins and minerals

for metabolic control agents acting as both cell

enzyme partners and construction material.

"To assure that these increased nutritional needs

are met, the process of nutrition assessment is

fundamental in all prenatal care. This general

process includes clinical observati'ns, body

measures with attention to good quality weight

gain, obtaining significant social and medical

history, and monitoring laboratory data. Detailed

personal data concerning li/ing situation and food

patters provide the basis for supportive nutrition

2''2
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education and guidance. A personal food plan

incorporates both physiological requirements and

personal needs and uses community resources as

indicated."

It is clear from study after study including those conducted

by Congress and the Government Acco'nting Office the WIC

program provides services in all areas discussed above.

The problem cf low birthweight is not alone as a cause of

infant mortality. The problems as defined by the Childrens

Defense Fund include:

Two-thuds of all infant deaths occur in babies

weigLing less than 5.5 pounds at birth in the U.S. and

70 percent in Illinois.

Low birthweight is sometimes associated with increased

occurrence of mental retardation, birth defects,

development and growth problems, blindness, autism,

cerebral palsy and epilepsy.

Maternal factors associated with low birthweight

infants include: lack of prenatal care; poor

nutrition; smoking, alcohol and drug abuse; age of

2 ;3
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mother (especially youth of mother); social

economic background; and marital status.

Expectant mothers who do not receive prenatal care are

three times as likely to have a low birthweight baby.

About 70 percent of expectant mothers under age 15

receive no care during the first months of pregnancy

and 25 percent of their babies are born prematurely.

Infant mortality is nearly twice as high for Blacks as

Whites, and prematurity and low birthweight are almost

twice as common for Blacks and some other minorities.

Unmarried women are twice as likely to have low

birthweight infants, partly because of lack of adequate

prenatal care.

Of those problems I have identified, most, if not all, are

poverty related. Although many of the problems are

addressed by WIC, this program alone cannot solve all

poverty related problems.

I have concentrated my remarks today on low birthweight as a

cause, often created by poverty, and its relation to infant

mortality. I do wish to conclude with a list of specifics

that require much greater study by the Committee in

2cA
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attempting to fully address this critical problem:

1) Increased allocation to WIC.

2) Reaching women early in pregnancy and improving their

use of medical and social services in the community.

3) Reducing practices harmfL1 to the fetus--smoking, use

of alcohol and drugs--and improving the nutrition

practices of pregnant women.

4) Identifying high-risk pregnant women who might deliver

preterm or bear an infant too small for its gestational

age.

5) Tailoring prenatal services for high-risk women to

reduce the incidence of preterm delivery and low

birthjweight infants.

6) Expansion of teen pregnancy prevention programs.

7) Pregnancy-Food Stamp Outreach program establishment.

8) Increased allocation for Planned Parenthood.

9) Increased allocation to the Community Services !Dock

Grant, Community Food and Nutrition Program, with a

prenatal nutrition direction.

10) Increased allocation to Maternal and Child Health Block

Grant.

11) Expanded usage of community based prenatal programs

2 5
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including those offered by community action agencies.

12) Creation of a National Task Force on Infant Mortality

with membership beyond the medical profession,

including community leaders, sociologists, and the

high-risk population themselves.

13) Increase available medical care to all poor.

14) Guarantee nutritional basics for all Americans.

In Springfield alcne, we have many fine programs that deserve

a greater revenue base. To a few, Planner Parenthood,

Parents Too Soon, The Care Center, Springfield irban League

WIC and the Male Responsibility Program, and the Springfield

Department of Public Health. Outreach, education, basic

services, financial/nutritional support are but a few areas

of need.

Members of Congress, and all Americans should be appalled, as

I am. Can we be the "moral leaders of tbe free world," as

noted by President Reagan, and allow our babies to die, often

starved to death in the womb! We must not allow this tragic

condition to proliferate. Let's join together to address

infant mortality. Justice and equality are not issues that

begin with birth and life, but are to be provided to all

2 6
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Americans, and this must begin with guaranteed prenatal

nutrition and adequate health care for all.

Thank you!

All bibliographic and footnote data wyll be provided upon

request.
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