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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 commitiee 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.

Chairman 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 nationsl 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 Springgeld this morning and we will travel to Chicago this
afternoon. I would like io thank my colleague, Dennis Hastert, for
joining us this morning to examine the persis‘ently 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 deaths—and
low birthweigh!, a leading determinant of neonatal death and dis-
ability—in the .980’s our progress has come 1w a virtual standstill.

In Illinois the-e have been several exemjlary 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 northera 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 1 find most disturbing is that a great many infant deaths,
and in fact, a great many problems in early childhood, could be
preverted 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 1379, 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
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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 nearlv 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 officialz, advo-
cates, and mothers who have had difficulty in obtaining appropri-
ate prenatai care. It is my hope that their testimony will help us
determine how the federal, state, and local governments, worl‘:ing
together with the private sector, can o sercome the barriers to care
and ensure a healthy start for all children.

Let me thank St. John'’s Hespital 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 or HON. GEORGE MILLER, A REPRESENTATIVE IN CONGRESS FROM
THE STATE OF CALIFORNIA, AND CHAIRMAN SELECT COMMITTEE ON CHILDREN,
YouTtH, ANp FamrLizs

. Today is national Child Health Day. And wiiile the White House s sending up
valloons and signing proclamations, the Select Committee or Children, Youth and
Families is here to examine why a most preventable national tragedy—the annual
death of 40,000 babies in their first 12 months of life—nontinues to occur. Thanks to
my colleague, Congressman Richard Durbin, we have come to S;;Iringﬁeld 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 reduci? infant deaths—and low birthweigl.t, & leading determinant
gfa] neonatal death and disability—in the 1980’s our progress has come to a virtaal
t

In Illinois, there have been several exemplary State, local and private nitiatives
to improve infant health. Yet, infant mortality and low birthweight rates remain
above the uational average, and higher than any other northern industrialized
state. For black infants in Illinois, as well as throughout the uation, 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 con-
tinuing prenatal care. Yet an alarming n.imber 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 percent—has seen no marked imprcvement. Aeilusb-released
Government Accounting Office survey of pregnant women—both Medicaid recipi-
ents and uninsured women—concluded that “insufficient prenatal care was a prob-
lem for women of all childbear‘nf ages, of all races, and from all sizes of communi-
ties.” And GAO found that, in lllinois 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
courve 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 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 motbers who have had difficulty obtsining 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, esn 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.

Tz CONTINUING INFANT MoRTALITY CR1SI¢ 1N ILLINOIS—A FaACT SuEer

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

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

In 1985, there were 40,030 deaths of infants under 1 year nationwide, an IMR of
10.6. For white infants, 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 [NCHS], 8/8T)

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 » 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 Illincis, the 10 States with the highest overall IMR’s in 1984
were all southern (DC, SC, MS, AL, GA, NC, VA, LA, and 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).
(lilinois Department of Public Health {IDPH]), 1987)

LOW BIRTHWEIGHT RATE PLATEAUS; 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 mox.th of life and are 3 times more likely to have neurodevelopmental
[l}?)nﬁ]’mglg 5?m'l congenital anomalies than normal infants. (Institute of Medicine

1

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 [GAO), 9/87)

In 1985, 6.8% of all live births (about 254,000 babies) were LBW, the same rate as
in 1989. In Illinois, the proportion of LBW infants rose from 7.2% in 1982 to 7.5% in
1986. (GAO, 9/87; IDPH, 1987

The proportions of very LBW * infants were higher in 1984 ‘han 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 'NMR) = deaths to infants under 2°  /8/1,000 live bi-ths
? Postneonatal mortality rate (PNMR) = deaths to infan’ .4 days-11 months/1,000 live

births.
¢ Low birthweight (LBW) 5% tbs (2,500 grams) or less at birth
$ Very low birthweight (LBW) = under 3 lbs, 3 0z (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 twice 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, 7/86;
Select Committee on Children, Youth and Families [CYF], 3/87)

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

While the average annual IMR among all Illinois wemen 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 ABUSE PLACE INFANTS AT RISK OF DEATH; LOW BIRTHWEIGHT

In the U.S,, maternal smoking results in roughly 50,000 fetal deaths anu 4,000
1afant 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 alcok:ol syndrome (FAS) in
1982; 80% of children with FAS have pre- and postnatal growth rewardation requir-
ing neonatal intensive care. (CYF, 5/86)

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-
g;s and 38% of black mothers in 1985 did not receive early prenatal care. (NCHS, 7/

)

In Illinois, while there was a slight improvement in the proportion of women re-
ceiving orenatal 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 womern
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 indicatec 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-
cians 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 nisk obstevrical 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 NUTKITION 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 ,remature births,
and fewer fetal and neonatal deaths. For every $1 invested in WIC's prenatal com-
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go;;n;ng, as much as $3 are saved in short-term hositalization costs. (USDA, 1/86;
, 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. DursiN. Thank you. I want to thank my chairman, Congress-
man George Miller. Most of us only tak= a short flight to get where
we are going but George comes aﬁ the way from California. So it
was a special effort for him to be here this morning.

I also wani to thank my colleague, Dennis Hastert, who got up
very early this morning to drive down from his home in nortkern
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 e;es 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 resources 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 save these tiny babies. We saw evi-
dence of it this morning. And it is dramatic to think of the helicop-
ter rescues, in fact, thet bring these tiiiy babies no longer than the
palm of your hand upstairs to the niath floor for the kird of inten-
sive care they need to survive. And the efforts of the medical siaff,
the doctors and the nurses and all of the folks involved in these
hospitals, around the clock, to find the best .nedi~al technology, the
best research, and to try to find any way po.sible to save that
baby’s life. It is absolutely a heroic life and death struagle.

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 very 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.e is, and that her child benefits from the nutrition and \he 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 c.ae statistic that I thmnk
tells the story about why we are here today, it is the fact that over
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8 percent of the population in Iilinois may qualify as Medicaid re-

cipients. Sixty percent of the children who g3 into th~ 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.ild do to our
fellow people in this country, but we have also done something that
is absclutely essential to save the limited resources which we have
available. Caring for each child in the neonatal cate center up-
stairs costs ahout $1,000 a day, and most children are in ghere
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. So
I think we see that we need an investment here ang I hope our
witnesses will lead the way to find some solutions for this impor-
tant process.

This national crisis ciearly requires our communities, local,
State, and Federal governinents to work together in nrder to turn
the trend around. We real'y owe it to our children, the chzance 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, ! would like to take this opportunity to thank Chairman Miller and
the Select Committee on Children, Youth, and Families for holding this important
field hearing. I would also Jike to thank the dedicated staff here at §t. John’s Hospi-
tal for all their assistance in helping pre‘pare for the hearing.

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

The US. infant mortality rate is a national crisis that extends far beyond local
and state boundaries. in reducing infant mortality in this country has
come to a virtual standstill. America’s infant mortality ranking among 20 industri-
alized nations has declined dramatically from sixth to a tie for last place. As our
medical technol advances, our success rate in keeping babies alive is deteriorat-
ing at a shameful pace. Nlinois is in the unfortunate position as one of the ten
states with the highest infant mortality rate in the country. Illinois’ low birth rate
is also above the national average.

The National Academy of Sciences has estimated that low-hirthweight infants are
40 times more likely to die in the first year than other infants, and face a much
greater risk or developing serivus health problems and disabilities. The key to insur-
ing the birth of a healthy buby 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 durag their pregnancy. With good pre-
natal care, low birthweight births could be reduced by up to 15%, and an even

igher percentage of birth defects could be prevented.

rlier this morning, we visited the neonatal intensive care unit here at St.
John’s hospital. While amazing advances 1n technology have allowed us to keep
these tiny infants alive, they may be faced with leng-term disabili* s and may r>-
quire special educational and social services throughout their lifetime. Canng for
each child in a neonatal L.C.U. costs a.. average of $1,000 a day. More than $2.5 bil-
lion is spent annually on neonatal intensive care services in the United States.

1
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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. HasteErT. 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 tc the resolution of this.

Chairman MiLLER. Thank you. And at this point I would like to
recoguize Al Laabs, who is the Admnistrator here at the hospital,
for some remarks.

Mr. Laass. 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 ola 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.

Azain, 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 ccmmittee 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 testiniony. So we will try to
divide tr«  .ls 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 kave some infor-
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 coupselor for the Care Center in Springfield, who
will be accompanied by Carolé; Bodewes, who is a project director

of the Care Ce.iter; and Dr.
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 gou 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 & medical card and we were given a huge spenddown
which there was no way we could meet.

ithia Fraed who is an obstetrician
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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-
tors in the community and 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
doc’or’s office, tut it was—excuse 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 Cenier 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: kman and have her testify and you can——

Ms. RynpErs. Thank you.

Ms. Hick::aNN. 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, | realized | was pregnant and
unfortunately, my husband and | had no insurance. | 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 cou'd afford health insurance and now ~e were faced
with unexpected medical bills. We couldn't get kelp from
Public Aid as they set a hugh monthly spenddown because my

husband had a job.

Knowing how much doctors and health car:z personnel
stress pre-natal care, | called my gynecologist to make an
appointment. The receptionist (nformed me the maternity fees
had to be paid before delivery and on my initial visit |
would need to pay $75.00. When | told the receptionist |
couldn't even come up with 525.00 right now, she told me to

call back when | had the $75.00.

After that | made several other pnone calls to area
gynecologists and each office told me the same thing. 1 then
decided | could go through my pregnancy without a doctor as
I was nutritious conscious and in fairly good physical con-
dition. | 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 | began having severe

ERIC
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attacks daily. vecause | was pregnant my allerqist didn't
want to medicate me 3rd since ! had ro gynecologist | had

to rely soiely on m» lirrgist.

! continued havini .evere asthma attacks for another
month and suffering tremendously. | felt so terrible |
wanted to die---1 just wasn't up to going through the rest

of my pregnancy in that condition.

One night, around Thanksg:iving, | 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 i: the hospital | was in such bad condition.
He was really concerned because my extremities were turning
blue.l convincedhim to let me go home after treatm=nt and
he in turn convinced my allergist to give me appropriate
medication. He also told me | 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 | began tc feel somewhat
desperate. Earlier in my pregnancy | remembered hearing an
advertisement diracted to young mothers in need of pre-natal
care. However, | felt anything but young so | didn't even
catch the name of the place or the phone number. Now |
felt so desperate, | decided | had to find out where this
place was and see if | could get help even if | wasn't
young. We finally heard the advertisement again, and |

. immediately ca'lrd the Care Centar.

ERIC
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| talked to Joan Reardon for the firs* time than and

she informed me | wasn't '"too old" to come *o the Care Center
for help. She set up an appointment t» see -e within a couple
of days. On my first visit there, she arranjed for me to see
a doctor that same afternoon. | was told | would be seeing a
resident for the duratior of my pregnancy, Sut at this point
| was just grateful to get some help. | wasa't particulary
happy with all the residents | saw, but | *3d no choice in

the matter.

In fact, | was so unhappy with the last resident | saw
| wouiin't go back for my annual checkup because the recep-

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

This Spring | had a problem | couldn't tolerate much
longer and my regular phvsician suggested ! see a certain
doctor in a particular gyn group. But when | called to make
an appointment, | was told | had to see a °2sident. After my
previous experience, | wasn't too happy, but once again |

felt | had no choice.

This time | was fortunate to have a wonderful doctor
who was just finishing her residency and about to set up
her practice in thils same medical group. | had some problems
after surgery and when | needed to see my doctor, | was told
| had to see the new resident. My doctor told me she was
transferring me to her private practice but | had to prac-

tically fight with the receptionist in order to see her.

Lynn Rynders

-J

ERIC
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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
plzogram director with the WIC Program for the Springfield Urban

ague.

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
motker 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 t. come and testify today. I am here to talk about
thfg 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 for me.
The medical card was sent to Chicago Heights and forwarded to
Springfield in mid-July.

It was at ‘his 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 gestatioral 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 thct 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 ounres.

[Prepared statement of Myriam Velazquez follows:]
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PREPARKD STATEMENT OF MyRiAM VELAZQUEZ, SPRINGFIELD, IL
Good morning, my name 1s Meriam Velazquez, I am 20 years old and
currently living in Springfield with my new baby daughter, Jazzray
Karly Faychon velazquez Karla was born or. September 30th. Since
Karla was about a week earii, I recuested permission from my doctor
to come and test.fy tods.. I amr nere o ta.» apou.t the -mportance

of prenatal care and :ts' .mpact or the healtr of the infent.

I would like to talk about mi persora. s:tuat:on. I was & months
precnant wher I wes k.cted ~.T €f m. acse Cue tc e fFreciancy

I nac ro vrenatal care pefcre pe.uc K:cked cut aac taen haé no
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insurance cr money for such care I ezrplied
in Ch.cago Heicnts and :t was approved. AT that t.=e I came <o
Sprincfielé tc ..se w.tt & fr.oenc wh had a rcom fer me Tne mec.cal
carc was se-t iC (n.Ca0C re.ctisS trher forwarcec tc frroncfieid :n
mza-july. It was et ir.s po.st J s:ertec .ooxine fer doctors t rouch

the phone boox I ca’led avoct I0 docicrs ané nene would accept the

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

tne medicel carc I flne

gct throuch tc tne £IL Farilye practirce
Center, tnev told me they accepted the medica’. carc but had a 65 perssn
waiting list. I tcld them that I was 7 months precnant, theu sa.d

1t was the best they could do, so I asked to be pur on the waiting list,

2 few cdays lzter, J we~: pacr tc ine chone book anc found a phone
number for help :n find.nc doctors. I was civen a number for S~U

Memoria: med:cal Cernter Thet 1s how I cot to Dr, Kauffman who

saw me the qext cat Je tCid me that .t welld heve seen better :f
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I had seen a doctor earlier in wmy r:eqnancy. He dison> ed that I had
gestational diabetes and was anemic. I had o g0 back one time per
week for tests from the first visit on. I was alsu seeing Dr. Sandy
Eardly, a registered dietitian. She told me to call and get on the
WIC Program. I called the Springfield Urkan League WIC Program and

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

I feel that prenatal care is so imoortant because after receiving
such good care, I learned that complications cculd arise at any time
during my pregnancy that coulé effect 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 Mecicsi Center.

I woulé like to thank tne Sorincfield Urban Leacue WIC Program for

thinkzng of me as a partic:pant in these hearirncs. I would also like to

sav than¥ veu tc Congressmer Duri:in &nd n:is staff, for lettinc me

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

ERI
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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. TurNock. Thank you, Mr. Chairman, and members of the
Select Committce. 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 2% f'ears 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-
;y of dealing with infant mortality here in the State of Illinois.

rom about 1965 thrcugh the early 1980s Illinois has made signifi-
cant progress in closinfl the gap tﬂat has existed between the na-
tional rates and the Illin~is 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 ge 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 supgort 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 1 said, that program began in early 1986, just as our rates
were beginning to plaleau-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 acy state has, anywhere in this country. It is one that has
been heavily involved in providing services 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
:‘;totge efforts to deal with teen pregnancy and adolescent parent-

Let me skip quickly to the end here.

In addition to Families With a Future sand Parents Too Soon, we
have also placed additional emphasis on expansion of prenatal care
grograms during the past 5 years, further development of the

tate’s perinaral 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

Q ? 3
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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 nayor
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 thet while we would agree that we in Illi-
nois have taken many st:;> in the fight to cvercome 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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NFANT 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, 1n promoting
innovative approaches to address the problem of high infant mortality.
These efforts have been recognized at che 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 generi1 revenue dollars, have been appropriated over the 30-month
period beginning January 1, 1986 for the reduction of infant mortality in
INlinois. 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
poiat in this state's war agrinst 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 Il11inois to meet the U.S. Surgeon General's goal of no more
than 9 deaths per 1,000 1ive births, to be achieved by 1990. In 1985,
INlinois' infant mortality rate was 11.6 deaths per 1,200 '‘ve births.
This rate represented an all-time low for Il1inois, 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
rever.al, it was soon Jearned, re’lected 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.
Iilinois must accomplish a 25% reduction in its infant death rate to
reach the Surgeon General's goal

Much has been said and written aboutc the relationship of low birth
weight to infant death Regrettably, IVlinois has found this 1ink to be
a significant contributor to its infant mortality rate The percent of
low birth weight infants in Illinois exceeds the natidnal rate. Recent
studies have shown a number of factors to be associated with the
inc? _nce 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 poverty 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 1n the at-risk population, thereby helping to
1ower the infant mortality rate

Examination of data available for the State of Illinois in recent
years has demonstrated that the 1infant 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 torn to mothers whose care began in the first trimester of
pregnancy.

FAMILIES KITH A FUTURE

I1inois’ newest initiative 1{in addressing its infant mortality
problem is the "Families With a Future" program (Appendix A). This modei
program, which servec 22,500 clients in FY 1987, {is designed to ensure
both quatity 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 Jjoined forces to provide the following new programs and
services:

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

2. Ald to families with dependent children (AFDC) 15 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 reporti.g system (APORS) has
been 1nitfated

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 impiemented pilot
projects in four alternative schools to 1ncrease calories and
nutrients in the diets of pregnant students.

10. The Homen, Infants, and Children Suppiemental Food program (WIC)
has been expanded t> serve over 12,000 new cases in the targeted
areas. Some S$6 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 ts a
“targeted network" approach encompassing 27 high risk areas. An
extansive 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 traasportation, temporary
housing and job training mav 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 1mplemented,
including the development of television public service announcements:
graphics for use by local networks 1n reaching their target population,
billboards, bus cards and posters advertising program services, and &
statewide referral hotl’ne.

PARENTS T00 SOON

Another weapon in Illinots arsenal of programs addressing the problem
of infant mortality is the Parents Too Soon (PTS) program (Appendix B).
Parents Too Soon is the natfon'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 vnnovative, multi-faceted initiative, bequn 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.
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INinois’ commitmer.t of over $13 5 mllion 1n taxpayers’ dollars
during fiscal year 1988 makes :his the most generousiy supported state
program of its kind 1n the United States

Parents Too Soon funds three comprenensive 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 egquip
teenage mothers on welfare with jobs skills necessary to leave public
dependency and establish financial self-sufficiency. This year, through
a grant from the [11ino1s State Board of Education, Parents Too Soon tis
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 heip teens develop the decision-making skills
necess = to take control of their 1lives, demonstration projects to
improve. .een's communication with their parents, four locally-controlled,
comorehensive, school-based health clinics which provide comprehensive
health services to teens (with their parents approsal), .- ograms targeted
at our highest-risk junfor 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 qgiven 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 enthusfastic cooperation of local cuimunity churches in fts
prevention programs.

The centerpiece of our prevention programming is our statewide media
campaign, “Speaking for Qurselves," in which teens themselves deliver the
"bad-naws" message of what it means personally to have become a parent
too soon. This campaign consists of radio and TV puhlic 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
hotlire. The hotline recefved more than 25,000 calis 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 I1linois
cittzenry: the public and private sectors, health and social serice
providers, educators, parents and families, churches, politicians and the
youth themselves who must learn to take control of their lives.




ERIC

Aruitoxt provided by Eic:

26

PRENATAL HEALTK CARE

The I111no1s Departmett of Public Health nas funded prenatal services
(Appendix C) 11n Chicagu since 1964 and on a limited basis 1n 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 expanging 1ts efforts n this area, it was
critical for the Department to giscover 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 tndividuaiized approaches within commurities depending on
the problems identified

Survey results suggest that women know prenatal and well child care
are mportant but need assistance 11n accessing these services. The
Families with a Future Hotline 1s 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 materfals have
been made avatlable 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 Pubiic Health in 1981 with State General Revenue
Funds. These grants were expanded to thirty in 1983 as part of the
Parents Too Soon Inftiative with Title V MCH funding and to 48 agencies
in FY88 in conjunction with the Families with a Future program. These
projects provide comprehensive prenatal services including
prenatal/postnatal heaith care with linkages for delivery; social
services; nutrition services, health education; outreach and follow-up
services.

PERINATAL HEALTH CARE

Beginning in January, 1975, in compiiance with Public Act 78-557 (an
Act relating to the prevention of developmental disabilities), the
I11inois 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 1include one or more designated Perinatal
Centers.

As a part of the Infant Mortality Reduction Initiative, Families with
a Future, the Iliinois 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 1dentification 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,

¢)  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 I11ino's since 1966
(Appendix E). Initfally, 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
'n 1987 congenital adrenal hyperplasia was tnitiated.

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 care and treatment services are provided to children identified
through newborn screening in order to maximize thelr potential for
developing norally and to any individual or family in need of these
services  This network has expdnded each year and presently 10 awards
have been granted to continue these services.

In 1986, 78 children were tdentified, 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 -sached 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, socfal, educaticnal and referral services designed to
allow clients to voluntarily determine the number and spacing of their
children.

During FYB6, The Family Planning Services program met approximately
2] percent of the need in Illinois providing services to 151,953
fndfviduals.
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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 enabie Iilinois 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 15 designed to ensure both quality of care and
continuity of care to individuais 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 1nvolves the cooperation of
six departments of state government, making avairiable the following new
programs and services:

1 Medical services are available for aii Public Ai4 eligible
pregnant women who, for financial reasons, would nrt otherwise
receive prenatal care. (Payments for prenaial care had not been
available for women who were not oligible 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 maragement grants

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

5. "Parents Trc Soon" teen leadership conferences
6. Adoiescent 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 1ncluded within the following seven
service areas

1. City of Chicago (19 community areas)
2 South Suburban Cook County (3 target areas)

Kankakee County

Vermilion County
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S Macon County

6 tast Side Health District 1n St Clair County

7. Southern Seven Counties of Illinois

Effective January 1, 1986 the Il1linois Department of Pubiic Health
funded the health departments i1n the seven service areas to serve as
the lead agencies 1n planning, systems development and 1n establishing
service retworks Lead agencies are required to establish a community
based advisory committee cf 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 a!l other providers 1n the network to assure
continuity of care for all individuals served in the network. The
cornerstone of the Program 1s case management and continuity of care
for all clients served by a network. The working memoranda of
agreement among netwOork providers must detail how, and under what
circumstances, referrals will be made and how services will be
delivered.

The following services are required

1 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 HWell rinld services, Early and Periodic Screening, Diagnosis,
and Treatment (EPSDT)

7 Nutrition counseling and food supplementation
8. Health ecucation

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

10. Pienatal home vistits
11 Infant and child day care

12. Transportation to required services where applicable

N

81-031 0 - 88 - 2
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Emergency and non-emergenc: housing.

Birth to age 3 early intervention programs
Substance abuse orograms

Psychosocial cornseling and fam y support services.
Injury prevention.

Environmental protection.

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 Ald

Other Welfare offices

WIC/Commodity Supplemental Food Program (CSFP)
SIDS

Day care providers

Child and family service providers

Genetic screening and counseling

Mental health centers

Schools

Substance abuse

Hospitals inciuding Level III nospitals having letters of
agreement with community hospitats

Community health centers
Job training and employment

)
N
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Birth to age 3 early intervention procrams
Heaith department(s)
Housing

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

The 1importance of the 1involvement 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 ysed in attracting network providers. Each lead agency conducted
bidders conferences to describe the Program inciuding network
responsibilities. Deadlines were establ‘shed for submission of
applications.

In Chicago because of the large number of target areas (19) the
formation of communit, 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) which 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 :llocation of network funds is required by the Infant
Mortality Reducticn 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:

number of infant deaths
number of live births
infant mortality rate
teen pregnancy rate
fertility rate
11legitimacy rate
inadequatc prenatal care rate
o birth weight rate
excess death rate

per capita income
number of women 15-44
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Reporting and Evaluation

The evaluation plan for the Families with a Future Program will
address implerentation, 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 1ist 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 finvolved 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
projects in 1ight 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 ifve 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 Delpht
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 criterta
currently used to assess network performance.

Existing reporting systems have heen uysed 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 pe used to evaluate the
FY88 performance of individual networks as well as the entire Program.

IlHinots 1is 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
factiitate transmission, reporting and analysis of FWF data at the
state level.

Lead Agency and Network Development

Ouring the past vear le:d agenci.. --d tworks have evaluated
their persornel needs and have made . «| 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 Mealth, 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
fts FWF service area.
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Several Chicago networks, after inttrally targeting services to
teens, have found that women over 20 years of age 1in their area were
the major contributors to 1nfant mortalrty 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. FYB8 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 ne tworks
encompass and fund the service of 170 provider agencies.

The responsibility for development of the 10 community networks in
Chicago during FYB87 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.
Redirection of marketing activities focusing on local programs.
Provision of technical assistance on the following subjects:

Case management
Linkage agreements
Needs assessments (prioritize allocation of funds locally)
Data system
Staffing the perinatal steering committees
Appointment of the Infant Mortality Advisory Board.

Interagency coordination.

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

Develop 1inkages 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
applicabiiity 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 15 the nation‘s first coordinated state~ide assault on
the complex problem of chiidren having children

This innovative, multi-faceted initiative, mandated i1n 1983 by Illinois
Governor James R Thompson, is designed to reduce teenage pregnancy and to
mitigate its negative consequences. healih risks to mothers and infants, nigh
rates of infant mortality, economic dependency, interrupted education, and
premature parenting.

Parents Too Soon 15 a national model, and Illinois' commitment of $12
millfon in taxpayers' dollars during fiscal year 1987 makes this the mos t
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, hospitals, 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, pregrant 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 %n primary prevention.

And we're seeing a difference. MWe can see already a marked improvement in
the health and outlook of our initiatise's teen-parent families. We are
seeing fewer repeat prejnancies. dirth sefghts of program participants’
babies are higher than tiefr comunity averajes More are completing their
educations and training [rograr. More are finoing 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 111inofs teens aged 15-to-19, over the past five years.

The problem 15 bigger than teenagers, but so is the program  lLast 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 schooi-based clinics have been started in East St. Louis,
Kankakee and two 1in Chicago And we have also developed teanage
male-involvement programs

(o)
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The solution to the probiem has required the mobi!ization 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 themseives, who must learn to tike
control of their 1ives

The Parents Too Soon initiative has brought the problems of teenage
pregnancy and parenting to the attention of our people, and has challenged
them to commit their efforts, their creativity, and their taxes to solving
those problems. The people of the State of Ii1inois are responding It works

A unique fnteragency collaboration has been established to oversee this
initiative, which was conceive1 in Governor Thompson's office. Three state
agencies -- the Departments of Public Health, Public Afd 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. A1l three agencres 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. 1In 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 Iilinois 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) 1Improve 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.

I114nois’ 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 schoot
dropouts  two-thirds of whom are unmarried  (Half of all womer. currently
receiving AFOC in I11inois were born to unwed teen mothers).

[V
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The program operates a higniy publicized statew:de, toll-free telephone
hotline The hottine received mcre than 25,000 calls during 1ts first two
years of operation Teens them.e 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 1n about 75
percent of IlHinois' 102 counties and in ¢11 1ts 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 Tocally designed
outreach programs. In the last fiscal year, approximately 24 percent of all
adolescents who gave birth in Illinors received their prenatal care through
Parents Too Soon programs The 17,000 young people who received educational
services that same year through Parents Too Soon represent about 13 percent of
I11inofs’ total adolescent population

Principal Activities

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

Three comprehensive demonstration projects provide health, social, angd
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 establish
financial self-sufficiency. This year, through a grant from the Illinois
State Board of fducation, Parents Too Soon s designing mode! programs for
meeting the special needs of school-age parents.

During the past two years, the finitiative has expanded teenage pregnancy
prevention activities. Among these programs are four schooi-based clinfcs,
which are locally controlled and which provide services to teens with their
parents' approval Ne have put on 37 locally run conferences, designed to
help teens develop the decision-making skills necessary to take control of
their Tives. We have concucted 9 demonstration projects to improve teens'
communication with their parents, 17 programs targeted at our highest-risk
Junior high populations, and helped crea*e six community coalitions One
staff member works exclusively fn providing technical assistance to local
groups wanting to start male responsibility programs. Further, the Department
has been quite successfu: seeking and obtaining the enthusiastic
cooperation of local community churches in fits prevention programs.

The centerpiece of our prevention programming is our statewide medjia
campaign -- "Speaking for Ourselves" -- in which teens themselves deltver the
"bad-news" message of what it means personally to have become a parent too
soon. This cunpaign consists of radio and TV public service announcements,
posters and billboards. The other aspect of the media campaign s 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.
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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 Parests Too Soon initiative was developed
-- has Ted to an effective and unique interagency cooperative organization (as
described in section 2 above) Policy 15 set and directed by an interagency
“triumvirate” of the directors of the Departments of Pubiic Health, Public
Ald, and Children and Family Services

Every two months, there are program staff meetings among all the state
agencies involved in the 1mitfative, 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
Develnpmental Disabilities, Empioyment Security, the State Board of Education,
the Governor's Planning Council on ODevelopmental Disabilities, and the
D*vision of Services for Crippled Children.

An interesting aspect of the Parents Too Soon organization is fts
public-private partnership with the Ounce of Prevention Fund A1l of the
services funded through the Department of Children and Family Services are
administered by the Ounce of Prevention Fund The “"Ounce" was begun 1n 1982
by Irving Harris of the Pittway Corporation Charitable Foundation and the
Department of Children and Family Services to promote healthy family
functioning. HWith the advent of Parents Too Soon, they were t! - 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 ciinics.

Funding

The Parents Te~ “son FY'88 budget is $13 5 million. Funding is from a
combination of Federal block grants and State General Revenue dollars
Additionally, there a.a2 private foundation funds and significant private
dorations that are not reflected in the $13 5 mil'ion appronriated by the
General Assembly

From year to year this funding rormula has .. >nged One of the advantages
to the interagency coilaboration 1is that the ~ -3ing mix can be more
flexible. For finstance, in a year when MCH dollars were meager, a greater
portion of the budget was funded through the SSBG  As the SSBG available
dollars dwinale 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 the operatton of the “Qunce” 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 uonated 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 cof participants in the welfare-to-work
program.

v .~

Program Development and Implementation

Ilinofs' 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 Inftiative.

In 1980, the Coalition of Homen Legislators held hearings around the State
on adolescent pregnancy and cubsequent!y passed legislation calling for a Task
Force on Adolescent Parent Support Services. The Task Force, composed of
public and private members, fssued a report in 1982 calling forth 40
recommendations for comprehensive prograrming. The pl-n became the basis for
Parents Too Soon.

In 1982, the OQunce 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 functiont ' 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
welrere 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 Bill funds became avatlable, the dec sfon 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 Tco Soon.

1983 -- Emergency Jobs Bi11 funding was authorized by Congress. This sudden
influx of dollars into states enabled I11inois to fund the plan fssued
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 a'l program expansion would
henceforth be :n the area of primary prevention.

1986 -~ For the first time State General Revenue dollars were appropriated to
karents Too Soon

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

Individuals and Organizations Involved i1n Program Development,
Implementation and Operation

The Department of Children and Family Services (DCFS) selected the Qunce
of Prevention Fund to administer its portion of the Parents Too Soon
initiative  The "Qunce", a public/private partnership between DCFS and the
Pittway Corporation Charitable Foundation, was established in 1982 to help
prevent the cummulative family problems that can result in child abuse and
neglect, 1infant mortality, delayed development 1in 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 chrrches,
social services agencies, health clinics, and other organizations to carry ou*
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 acdded to the 1fst
of sites which were currently providing on-going servicas for pregnant and
parenting teens. This expansion was fimplemented to enhance communication
between parents and teens on issues of sexuality an¢ decision making and to
provide activitiss for teens that are positive alte-natives to early
parenthood.

In FY86 also, Parents Too Soon recefved a grant from the State Board of
Education under the Carl Perkins Vocational Act, to develcn model programs *o
demonstrate effective methods of reaching, educiting and training single
teenage parents or emplioyment

Supporters and Critics of the Program

The Parents Too Soon initrative had operated from the outset under the
strong leadership and personal  invalvement o  Governor Thompson, a
Republican  And, from the out-et, the inftiative has received the strong and
consistent backing of the Ge-c-al Assrmbly, coatroiled by Democrats. It's
unanimous. We are united | our de.,'-e tc rectce teen pregnancy and its
negative impacts.

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

"~
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organizations. This opposition inststs 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 relationshipc at the local level is the most
significant obstacle encountered 1n 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 ia 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-,, agencies must work cooperatively to ensure » continuum of services
for these young people. That continuum has traditionaliy 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.

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

We have alzo taken steps tO overcome the obstacles raised by State
policies. For instance, at the outset of the initiative the Department of
Public Afd identified a Parents Too Soon liaisin in each of their offices so
that a teenager seeking the <ervices of the welfare department could cut
through the red tape which sometimes occurs in the process of applying for
welfare. Thus, she could gain iccess to medical benefits sooner.

Measures for Evatuating Program Success

Three demonstration projects in the state offer comprehensive services to
teens. Succes; is evaluated by measuring : 1) low birth weight, 2) infant
mortality, 3) repeat pregnancies.

LOW_BIRTH WEIGHT: Ouring 1985, 8.3% of the infants born at Mile Square
Hea:th Project were low birth weight as compared to the community rate of
14.3% (for teens). DOuring 1985, the project had a 9% low birth weight
percentage. The project at dinnebago County Health Department
demonstrated a 7L low birth weight percentage as compared to 8.8%1 for
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births to teens 1in the county During 1986, this project’'s low birth
weight percentage was 7 561 For the project at the Southern Seven Health
Department during 1985, 13 3% »f the 1infantc born were low birth weight
compared to 13 6% for the seven county area During 1986, they
demonstrated an impressive 8 8% low birth weight percentage. (State
statistics are unavariable for 1986 at this time.)

INFANT _MORTALITY The reduction in the incidence of {infant mortality
among program participants was equally impresstve 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 rot receiving care at Mile
Square. In Winnebago Count" there were 2 infant deaths from the 399 teen
births treated at the project compared with S among the 103 not utilizing
the program. Southern Seven had no 1infant 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 ? infant deaths (twins), the
project at Winnebago had 1 infant death and the project at Southern Seven
Health Department had 0. (State statistics are unavatlable for 1986 at
this time.)

REPEAT PREGNANCIES: Throughout Illimois, about one out of every three
teen births is a repeat birth. At Mile Squarc less than 71 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.

Repiication of the Parents Too Soon Model

Tne interagencCy model described in above has already been used by other
states. In 1985 Ilifnols acted as advisor to a teen pregnanCy progras
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
Kotline which has been used as a model by Pennsylvania and Colorado; our 1986
media campaign which nas 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 weifare component and we
have received a Federal demonstration grant to replicate it in Il1linois. The
state of Maryland s renlicating the family support mode! used by the Ounce of
Prevention Fund in their programs. Our Teen Conferences provide a model that
we have repiicated many times over within Illinois

Governor Thompson nas expressed Il1linois' willingness to share Parents Too
Soon successes with other state agencies by assuming leadership of the
Nattonai Governor's Association Task Force on Teen PregnanCy. He are proud of
INtnois’ 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 heaith. Even controiling for all
other factors, adequate prenatal care greatly reduces infant mortality
and morbidity as well as the economic, social and personal costs
fncurred. 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 tha 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 I[1linois in recent years demonstrated that
the infant mortality rates for births to women receiving inadequate or
no preratal 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 mcthers receiving no prenatal care was more than 3
timec the proportion of low birth weight infants born to mothers
rece ng care in the first trimester of pregnancy.

With this 1in mind, ten Prenatal Care Projects were begun in
I11inois by the Department of Public Health in 1981 with State General
Revenue funds. These prcjects provide comprehensive prenatal services
including: prenatal/postnatal health care with linkages for delivery;
socfal 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. TitleV -
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 b? restricted o those
women who were medically indigent but non-public aid eligible with
reimpursement rates to provi continuing to be restricted to Public
Ald rates.
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Final statistics demonstrate that the projects were well targeted.
The siight decrease in the percent adolescent and unmarried womea from
FY8S 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 twentres 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 10%
going to administration, 461 to support services, and 45% to medical
care. Of the $1,537,364 ($525,000 General Revenue, $1,012,364
Title V), $1,306,211.60 or 85% was expended. Pregnancy outcomes were
excellent with an 8% low birth weight rate, representing a decrease
from the preceding fiscal year. A total of 6,416 women were served, of
whom 3,077 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 Mortality Reduction Initiative (Families with a Future) begun in
FY86.

)
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APPENDIX D

[LLINOIS PERINATAL HEALTH CARE PROGRAM
Goals and Objectives

Broad goals for state cnd 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.

Qverview

Beginning in January, 1975, in compliance with Public Act 78-557 (an
Act relating to the prevention of developmental disabilities), the
I11inois 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 npetworks.
These networks {include one or more designated Perinatal Centers. A
Perinatal Center is a referral facility capatie 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 I1inois), Springfield,
Peoria, Rockford, and the Chicago metropolitan area. (Refer to
attachment # 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 Il1inois Department of Public
Health to arrange for transpc -tation services. Nothers 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.

Consultation Each Pperinatal Center has doctors and nurses
avaflable who can provide consultation to local community
medical personnel caring for high-ris< 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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Education and Qutreach Bach Perinatal Center is required to
implement a plan for continuing education of health care
personnel  providing perinatal care n local community
hospitals This education may consist of short formal courses
or workshops on 3 variety of obstetric and newborn topics. It
may also include visits to individual community hospitals to
offer in-service education and consultation for procedur: and
policies of perinatal care as delivered 1in the community
hospital. Joint perinatal mortality and morbidity review is a
further ._«ample of outreach education services provided to
community nospitals

Follow-up. Community health nursing follow-up is an important
part of the Illinors Perinatal Health Care Program. The jocal
public health department, visiting nurse association or home
health agency in the family's county of residence will visit the
home to provide information, gquidance, counseling and physical
assessment to high-risk infanis at periodic intervals and to
certain high risk mothers. These visits are offere. as a
service of the Illinois Perinatal Health Care Program and the
local health agency. These services are available to Il1linois
residents in all 102 counties and involve 107 local communi ty
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.

Data Collection. Each Perinatal Center is required to report to
the Illinofs 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 plinning.

More recent program developments include:

1. Perinatal fFacility Designation

Since August, 1984 all hospitals 1licensed und: the
INlinois Hespital 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 Livision of Family Health, Perinatal
Health Care Program, finclude 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
I11inois Department of Public Health.
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Perinata’ Services Block Grant

There 13 a well ackrowledged need to expand (he focus of
the regional periratai networxs througn:

a)  Greate- emorasis on early identification of high-risk
pregnancres through better coordination with providers
of nreconcectioral/perinatal care serv.ces.

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

¢) 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 .0 support these system
activities include $2,418,300 of fedcral 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 approact' ; to improving pregnancy
outcome. Such support can serve as an fnvestment that
would actually lessen the need for future outlays of
rcsm'nrces for spectalized 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 Rlock Grant funds. In addition, each regional
perinatal network s required to develop a Plan for
Pertnatal 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.

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-i1sed of 22 oprofessional and lay
(consumer) representatives of the different settings 1n
which perinatal care 13 provided. The Committee 1s
establishes ¢o advise the Illinois Department of Public
Health on nhealth policies and 1issues affecting <he
provision of perinatai health care and implementation of
the State's Perinatal Plan

In summary, regionalized perinatal care 1s not a panacea,
but it 1s a strategy that hoids much promse Uniess
Joined closely «ith the social and medical support system
throughout .cs region, 1ts benefits will be Ilimited.
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 €
GENETIC DISEASES PROGRAM

Purpose

The goal of the Genetic Diseases Program of the I11inois 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 aad
follow-up care to all individuals in need.

Background

Newborn screening services have been required in I)linois since 1966.
Inittally, 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 1in 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 disoraer ranging from
mental retardation and deveiopmental disabiiities to death. These
particular disorders are idea) targets for newborn screening since tests
are rellable and cost-effective, and early treatment can prevent the
serious conseguences of these diseases.

During 1983, a statewide network of six centers providing genetic
counseling and testing services was estaolished. 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 servizes. 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 I1linofs University School of Medicine

4. University of Illinois at Urbana

S. Illinois Masonic Medical _enter

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

7. University of I1lincis Comprehensive Sickle Cell Center

8. MWashington University Medical School (for services ia

Carbondale, Illinois)

9. Loyola Untversity Medical Center

s
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Accomplishments

Ouring the 20 years since newborn screening has been mandat ' in this
State, 800 newborns have been detected and spared from the devastating
consequenzes of an untreated disorder that would hav: 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 ard familles have benefited from support
services, such as counseling and follow-up care, and over 11,000
Individuals have been rexched through educational activities.

Future Activities

With the development of new technology and testing procedures that will
allow for early detection, treatment and prevention of 'evelopmental
disabilities, expansion of services offered thro:gh this program will
continue. It fs anticipated that screening for other serious disorders
fncluding 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 o° developmental disabilities in
the State of Illinois.

%)
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APPENDIX F

FAMILY PLANNING SER' [CES PROGRAM

The Family Planning Services Program has been administered by the
[111nofs Department of Public Heaith, the cesignated public health
agency of the state, since July 1, 1983. The funding sources currently
include Title vV, 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,
socfal, educational and referral services designed to allow individuals
to vol:ntariiy determine the number and spacing of their children.

During FY86, the I1linols Department of Public Health's Family
Planning Services Program met approximately 21 percent of the need in
[11inots through 57 agencies providing services to 151,953 individ-
vals. These agencies included eight hospitals, 29 local health
departments, eight single service family planning ce “ars 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 pe added to the services provided
in Februa,, 1988. Community education activities will pe expanded and
the program reimbursement cystem will be monitured and evaluated. In
addition to ongoing monituring and evaluation attivities, 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 compr “ensive policy and procedure manual which
will be made available to all .elegate agencies. The avetlablliity of a
manual will {improve program compliance, consistency in delivery of
services resulting in tmproved quality of service.

-
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Testimony State of Illinois

TARLE | Bernard J Turnock, M D
INFANT MORTAL [Ty nPPROPRIATIOAG  OCtober 5, 1987
Addendum
Program __ LD VN7 1988 fotal
P.rents Too Soon* .35 2 12,040 1 13,502.6 36,905.9
Prenatal 3,932.% 3,7-6.0 «,884.1 12,572.5
Genetics 440.3 410 0 470.0 1,380.8 .
Family Planning 724 8 7,274.1 7,277.6 21,770.5
Families with a Future PR L1 A 15.361.5 15,546 1 I8,248.6
(DPH)
Public Aid 4,600.2 5,066.0 +,000 O 18,644.0
Dept. of Children and. 57.5 931.2 71286 1,701 3
Family Services
Dept. of Alcoholism and 125.0 250 0 DG 625.0
Substance Abus:
State Board ot Education 500.0 500.0
Perinatal _%,760.8 _4,5638  3,563.8  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 IDia, IDPA, [DCFS

TABLE 11
Infant Mortality Rates: L.S. and Illinois, 1960-1984
T " DEATHS PER 1,000 LIVE BIRTHS -
o XEAR_____L.S (L) ___ILLINoIs(2) -
1960 26.0 %0
1965 a7 25 7
1970 0.0 21.5
1975 16.1 18.4
1980 12.6 6.7
1981 11.9 13.9
1982 11.9 13 6
1983 1t.2 12 3
1984 10 8 2.0
1985 10 6 11 6
1986 N/A 120
.
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10PH FY88 HUMAN SERVICES PLAN - PART I

Office of H->1th 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.

1. 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-nourisi:~1 women's infant

may be of low birth weignht with accompanying risk of retarded
physical and/or mental development.

- m‘prevalence of overweight and underweight in children and
adults.

In 1985, 180,657 bables were born to Il11inois residents. Of those
infants, 12,974 were born at low Dirth weignt (L8N) 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 IM 1in 1984
(12.0); nowever, 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 .ncome ceiling of
185 percent of poverty level {s designed to extend program benefits
beyond welfarc to the working poor. Table I descripes the estimated
potential cc.seload of Women, Infants and Children by Region.

TABLE I
Magnitude of Need
Estimated Ootential Caseload of Women, Infants
and Children
Per Region According to Income Eligibility*
(1n thousands)

State Regions
et 1 oz 3 &% 8 1 8
FY8/ Ectinated .7 14.9 27.2 20.1 26.4 20.9 24.8 4.1 236.3
FY38 Projected 417 14.9 27.2 20.1 26.4 20.9 24.8 41.1 236.3

*  Determination of potential caseload 15 identified utilizing 1980 census

sinformation refiecting 200% of povertv level and 1983 vital statistics.
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Program Activities

A.

The Special Supplemental Food Program for Women, Infants and
hildren (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. B8oth programs address
tue same population with the exception that CSFP is available to
children through five year s whereas WIC 1s offered to children
through four years of age. Studies conducted by many
institutions have proven tha: food suppiementation positively

impacts low birth weight, thus reducing medical cost: and infant
deaths.

The Division of Health Promotion and Sireening has the
responsibility for administering the federally funded WIC and
CSFP Programs. In order to effectively reach the large
popuiation in need of these program services, the responsibility
for service provision in WIC is shared with 74 local agencies
which serve all counties in I11inois. 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 certified 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 counseliing to eligible clients. Local
health professionals determine the nutritional needs of clicnts
and prescribe a food ;ackage in the form of food instruments
which the client can exchange at the jocal grecery store. These
heaitn services, nutrition counseling and food suppiements have
3 positive and measurable impact on the growth and development
of infants and young children.

Objectives

1. In fiscel year 1988, to maintain a WIC caseload of 175,000,
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 onsuitive services of the
Divisfon's Nutrition section to meet the required nutrition
education, technical and resource needs of local agency
staff and ciients.

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

In fiscal year 1988, to promote a referral network with
agencies such as I11inois Department of Public Aid;
Chil¢ren and Family Services; Crippled Children; local
school nurses; Parents Too Soon agencies; local hosptals;
Families with a Future (FWF) network agencies; the CSF
Program; medical care providers; and University of I1linois
Extension Service.

In fiscal year 1988, implement changes and {mprovements 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.

In fiscal year 1983, to conduct at least three training

programs per region for local agency WIC staff, utilizing
regional and central office resources, by September, 1987
to 1mplement the training manual developed in fiscal year
1987 for client masterfile and food instrument procedures.

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, uiiliaing regional
contractual vendor management staff to complete routine
vendor visits and collection of price survey information.

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

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

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

During fiscal year 1988, to continue compliance activities
with private detective agencies to recover at least
$250,000 in vendor overchiarges and fraud.

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.

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 I114nois 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 vear 1987 and fiscal year 1988.

ERIC

Activity Measures

Actual Actual Actual Estimated Projected

FYg4 FY85 FYB6 FY87 FY88
Activity Measure #1
Persons receiving WIC 123.8 124.2 185.8 160.0 175.0
Food Supplements/
month (000s)
Activity Measure #2
Average monthly number 2.7 5.9 12.5 12.5 20.0

of persons recewving
CSFP services (000's)

Activity Measure #3
Nusber of Local Agencies Providing WIC and CSFP Services

State nggions
Total 2 3

fotal 1} i ¥ 35 s 1 8
FY86 Actual 76 2 10 14 ] n 9 9 16
FYB7 Estimated 73 2 10 14 ] n 9 8 4
FY88 Projected 73 2 10 14 ] 1 9 8 4

Activity Measure #4
Number of WIC Suppiemental Food Prescriptions Provided (in thousands)

State Regions
W o1 2z 3 T9%F s 1 g

SFY86 Actual 177V.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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The WIC Program is intended to improve the psential growth
and development of infants and children “irough 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 relationsnip between health and nutirition, and the
vital need for routine prevantive health care. Improved
habits and ski s have a long-range impact ot 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 2s a part of our regular training
and continuing education programs.

Much of the success of the WIC Progranm 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 ~pportunity for regional and local
input into planning ard problem resolution.

Field staff #1111 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
mna t, use of data process‘ng. caseload management,
clinic operation and outreach motivational act.vities.

A major activity of the 111inois WIC Program is grant
management, which includes al) aspects of funding
distribution, cost accountadbility and monitoring efficient
per unit costs. Staff will identify delivery resources for
partially unserved areas through surveys of curren.
delivery s <tems and, where necessary, estaplish new
delivery unmits. Field sta”f will assist local 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 caseloz”
management.
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Field staff will review the assignment of staff in loca!
agency administrative functions and clinic operation,
assess the efficiency of the staffing pattern and offer
assistance in m.re effectual service delivery.

In an effort to contain the administrative cost of the
program, staff will continue to review various aspecis 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.

in the summer of 1986, an fnvestigative study of the future
data processing needs of the WIC Program was completed by
Arthur Young International. This study defined
alternatives and parameters for future acttons. In
December 1986, an Application Transfer Study was initfated
by Department staff which describea 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 administrativc staff wiill
oversee the project and direct fits completion; and

- the lmpiementation Committee consisting of state,
regional and Tocal scaff, will work in conjunction
with the design consultant to develop a realistic

system design that meets the needs of both the state
and Tocal level.

B1d specifications will be prepared and a consultant hired
by January 1988 to begin work on the system detail design.

Federal reguiations specify minimum standards for routine
and ongoing program evaluation. Tntal 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 pro?n- als and objectives, and
appropriateness o su?: assignments, considering
individuals' education and background.

Ongoing program reviews will be accompliished by utilizing
data system output reports, phone contacts and site visits
to assess the food delivery system. More formal quidelines
and procedures are being implemented with clearer
definitions and time frames for follow~-up actions.

€4




O

ERIC

Aruitoxt provided by Eic:

60

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 docume ‘ted 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 visiis, 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.

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 gractices 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 1nformation
documented by private detective zgency personnel in
compliance activities.

During fiscal year 1988, strong emphasis will continue to
be placed on quality caseload management by stressing the
need to 1ncrease the number of qualified nutritionists
servirg as primary screeners, mandating attendance by local
staff at workshops, addressing inefficiency of climc
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 once every two years.
The report of this audit will be transmitted to the program

staff to assist and monitor local agencies in resolving
outstanding 1ssues.

Iv. Program £ffectiveness

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 yegan operation in the summer of 1685 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
mecivate early entry in the health care system. Specific information

on caseload growth statewide is included in the Program Activities
setion.

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.

Ouring 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.

Ouring 1986, a service delivery evaluation project for Chicago
studied access to required medical evaluation, client processing,
clinic flow 4ud operational problems. Ouring 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.

Ouring 1986, the Vendor Relations Unit continued a Statewide training
program for vendors and was very successful in the identification of
high risk vendors. Such vendors' practices were evaluated by private
detective agencies during compliance activities. Sanctions and
terminations were 1mposed on 62 vendors during 1986, and 95 new
investigations were initiatea. The Department realizes 3259,143 in
vendor recoveri:s during 1986.

Revised program reviow procedures for local service agencies allow
more flexibility 1n the management review process, i1ncreasing 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.

66~
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Significant training and educat on activit.es were made available ta
local agency staff in the form of workshous, 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 198/, 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 I11inois 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 effe..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.

Assurances
A. Interagency Cooperation

The intent of the WIC/CSF Programs is to work in conjunction
with available public health programs at 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~ent population.

8. 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.

67




63

vl.  Recommended Changes to Program |

No significant program changes are anticipated in fiscal year 1988.

vil. 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/SP-85N
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BIRTH CERTIFICATE SURVEY ON ACCESS
TO PRENATAL AND WELL CHILD CARE

INTRODUCTION

Numerous studies have established chat 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 ard personal costs. Prenatal care has been
shown to decrease the incidence of low birth weight babies, a
condition assnciated 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. (t has been
demonstrated that infants experiencing such stress have a
hgher incidence of placement in special education classes and
lower IQs, and that some stiess factors such as toxem.a c. " 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
death. Infant mortality in Illinois is 11.6 per 1,000 live
births which exceeds the National rate of 10.9 (1983 - last
data availatle estimated). Thirty counties in the downstate
area meet or exceed 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 in thi: area, it was critical for the Depar’ment 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 utilizaticn 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 appropziate 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 cercificates were pulled for women delivering
infants between October 1, 1984 and September 30, 1985, who had
received late (i.e., 1aird 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 certificatcs were pulled, those coded as being
subsequently associated with an infant death or an adoption
were eliminated. The remainder of the women were 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 ~a 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 monta sample of nonresponders. In addition to
conducting the routin: materna) and infant visits/and linking
the families with needed services, the public health nurses
were asked to obtain the additionzl 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 Infant Mortality Reduction Initiative
(IMRI: a special programming initiative in Illinois targeted
in areas 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 iacluded 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 118 were returned as
undeliverable. Demographics for those responding versus those
who did not respond or who had this sarvey returned as
undeliverable were comparable statewide exce,t for race and
marital status. 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 repoited less
care.

Of those rusponding 86% received prenatal care and 13%
did not. Of those receiving prenatal care, 33% received
between 1 and 6 visits, 308 received 7 to 11 visits, 26%
received 12 or more vigits and 11% received an unknown number
of visits. Of those responding, 51% rcgistered in the first
trimester, 33% in the second trimester, 12% in the third
trimester with 128 seeking care within the first month. Women
reported waiting less than 1 week to be seen after calling for
an appr/ntment 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
inportant (958) with only 28 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,
88 family problems, 6% finding ¢ physician who would take Title
XIX, 9% liack 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
768 had financial problems, 30% had family problems, 538 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 78% of tne responders with the
breakout being Title XIX for 348, insurance for 138, cash for
11%. free public clinics for 9%, HMO's for 4%, and loans for
18, with 58 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 resporders
was reviewed.

Of the women responding, 458 reported driving as their
means of travel to appointments, 10% walked, 228 rode public
transit and cabs/miscellaneous other modes were reported by
18. Ten percent report: using 2 or more modes of travel. 1In
regard to distance traveied 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 wer: noted witnin subsets of the
' population as to which problems were most frequently
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encountered. Married women weres more likely to report
firnancial 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-ams. Teens reported -t
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
P 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 XIXx 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 ritle 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
combinad problems and in women who reported relying on private
insura:ce.

Of those who reported receiving care, 82% reported
receiving physical exams, 378 WIC, 30% general prenatal
education, 25% prepared childbirth education, 21% diet
counseling, 198 public health nursing home visits after
delivery, 15% social worker counseling, and 6% prenatal public
health nursing home visits. For 25% ot the women ref~rrals
were made to family planning services after delivery iand 27% tc
well bary clinics.

Well Child Care
Of those responding, 94% rz=ported having living children,

4% reported infant deaths and less than 1% reported having
. placed the infant for adoption. Of those responding, 9t5% felt

-3
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that well child care was important. Of those who felt it was
not, 908 felt that you only needed to see the doctor when ill,
11% felt it was against their reliyion, 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, 5% 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 prcblems, 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, 798 of the mothers reported
that their children were receiving physical exams, 84%
immunizations, 468 WIC, 108 public health nursing home visits,
18 Crippled Children's Services, 2% EPSDT(Medichek), 10%
developmental testing, 2% 0-3 services, 1% special education
services, and 28 miscellaneous other services.

DISCUSSION

Despite efforts to avoid contacting women whose infants
died or who placed them for adoption, some were inadvertently
cortacted. Of 109 letters received from responders along with
their suxrvey, 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 MCH services.

The first month the survey went out the cover letter
acknzwledged 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 wiile
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 o.° 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
underwvay 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 describzd 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 beii,g developed under IMRI is
designed to help families locate the services they need. For
those living in areas where IMRI networks and/or Prenatal
Projects are located, they will be linked with case management
systems. MCH 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 MCH materials
for distribution to consumers at local Developmental
Disabilities Prevention Fairs to be held in the spring of 1587
in conjunction with IMRI a.tivities. Hopefuly these two
activities will facilitate consumer knowledge of and access to
services statewvide.

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
MEMORANDUNM
TO: Aaton Vangeison, Chief

Division of Vital Records

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

SUBJECT: Request for Access to Birth Cercificates

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 licttle or no prenatal care in order for us to plan and target
efforts toward improving access to aad/or utilization of prenatal
services {n the State. This survey will be done in two stages:
inicial contact of all women in this categny for completion of the
questionnaire; follow-up using home visits by public health nurses
under contract with the Department to a cargeced subset of the
non-responders who are in areas of high underucilizacion.
Confidentiality of the client-specific information obtained will be
sssured throughout the process.

The details of the project implementation, which were touched upon
in our inicial discussion, will be finalized once approval has been
obtained for my Division to access the necessary certificates. If
possib'e we would like to see the project scart up with certificates
for bircths occurring on October 1, 1984. The project is anticipated o
run exactly {2 calendar months.

As requisted, a drafc of the co.er letter for inicial maternal
coatact i{s attached. Please advise me as soon as possible of your
decisfon.

ESB:DM/3745w/L

Attachasent

cc: D. Mertens
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APPENDIX 3

ILLINOIS DEPARTMENT OF PUBLIC HEALTH @

Fred 0. M1ig, Acting Director
S35 West Jefferson Street @ Springfield, I11inofs 62761 @ Telephone 217-182-4917

Reply to°
October 9, 1984
PUBLIC HEALTH
0CT 121984
MEMORANDUN Div. of Family Heaith
TO: Elsie Sata Bankul, M.D., M.P.H.
Chief, Division of Family Health
FROM: Aaxon Vangeison, Chief e

Division of vital Records
SUBJICT: Acoess to Birth Certificates
I have abtained authorization for a member of your staff to have
access to the birth records to determine pre-natal care as reported
on the records.
Please contact Elizabeth Vincent of my staff (785-1054) after

October 22nd to make arrangements for sanecne to locate and copy
the records needed.

ac: Diana Mertens
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APPDOIX C

ILLINOIS DEPARTMENT OF PUBLIC HEALTH @

Thames 8. Kirkpatrick, X., Sirector
' S35 uest Jefferson Strest eSpringfiald, 1111nols 62761 @ Talephone: 217/782-497)
0 North LaSalle StreeteChica, 1111nols 60601 @ Telephone: 312/793-2193

Reply to:

Deer Ne Mother:

The I11inoie Department of Public Reslth hae bDeen ettempting t> make

it eaeier for pregnant women end childrea throughout the State to
obtain eetvicee. In Or er for ue to do thie better, we necd to find
out what problems exis. which keep people from getting csre. To do
thie wve need your help. As the State Agency reeponsible for regileter-
ifog vitsl recorde, ell birth certificatee are sent to ue f.c permanent
filing. At the bottom of the certificate there ie e esection which pro-
vides {aformation on care to pregasnt wosen. Thie information ie con-
fidential end 1e used only for Department etatietic,. Your certificste
indicated that you received little or no care during your pregmaacy.
For thie reason we are eeking you to complete the etteched form 2od
retura it i{n the enclosed envelope, 30 that we can help make eervicee
wvailable to ell familiee in your erea deeiring them. Your reeponse
vill be completely confidentiel so pleese be honest. Your help ia
obtaining thie informstion can have s significant end poeitive impect
on the livee of many sothere and children in Illinmofe.

Thaak you for helping ue.

Stn/cotci'y;#% A .

Thomse B. Kirkpstfick, JT.
Director

* NB: Thie vereion of the letter wee used only for October, 1984
birthe included io the survey.

(\
o
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APPENDIX D
STATE OF LLINOIS

DEPARTMENT OF PUBLIC HEALTH
Sernard J Turnock, M.D., M.P H
Director

Oear New Mother:

The 1111nois 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 whicn 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 cent to us for
persanent filing. According to our records you recently delivered a
baby. Tierefore, 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 thes. Your response
will be completely confidentia) so please be honest. Your help in
obtaining this information can have a sigmificant and positive impact
on the lives of many mothers and children in I11inois.

Thank you for helpiny us.
Sincerely,

Elsie Sata Baukol, M.0., M.P.H.
Chief, Division of Family Health

Attachments

$35 West Jeffersen Street + Room 430, Springfield, Minoia 62781 ¢ (217) 7824977
100 West Randoiph Street © Suite 6800, Chicago, Minois §0401 + (312) 793-2783

'
-4

81

-




™

AFPENDIX E
FROFILE 07 WOMEN SURVEYED SY CATECORY OF RESPONSE

ADOPTIONS/ UNDELIVERED/ RESPONDED/
¥O RESPONSE MOVED/RETURNED WORSE VISIH(Y4!)

MATERMAL AGE
14 & Leee 103 (1) 20 (11) 45 (11)
15-17 1157 (121, 181 (101) 561 (121)
18-19 1595 (161) 292 (181) 685 (151)
20-29 5379 (551) 1035 (591) 2660 (561)
30-39 1624 (151) 209 (121) 722 (15%)
40 & Up % (11) 9 (€11) 48 (1)
L1 0 1 (d43) 2 (1Y)

MATERNAL RACE
Whice 5400 (551I) 942 (541) 2851 (60%)
Sleck 4171 (431) 765 (441) 1795 (381)
Orfeatel 150 (21) 31 (21) 66 (11)
Other 27 (dX) 9 (<1Y) 9 (<II)
XA 6 () 0 2 (11)

MARITAL STATUS
Married 4141 (421) 612 (35%) 2193 (461)
Unmarcied 5605 (581) 1135 (651) 2529 (541)
NA 8 (A1) 0 1 («12)

MONTN OF REGISTRATION
1-3 2127 (221) 380 (221) . 1048 (221)
4-6 2421 (25%) 423 (243) 1191 (251)
7-9 2998 (311) 506 (29z2) 1587 (341)
Fone 1127 (121) 252 (141) 385 (81)
XA 1081 (111) 186 (11X) 512 (113)

SIRTHWEIGHT
500gm & Lees 61 (1) 4 (4D 32 (11)
501-1500 338 (J1) 51 (31) 156 (31)
1501-2500 1009 (101) 208 (121) 521 (11%)
2501 & Up 8213 (841) 1460 (841) 3951 (841)
L7} 133 (17) 27 (21) 63 (11)

TOTALS 9754 1747 4723
(602) (113) (291)

$irch Cercificete Work File pulled from Vicel Recorde for
Occober 1, 1984 through September 30, 1985, IDPH
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STATIVIDE RESILTS APPENDIX 7

a e 472)
Prenatal Questionnaire

*Prenatal care is medical care for women who are pregnant.
Section [. Mother
1. 01d you receive prenatal care during your pregnancy?

4067 Yes 627 Mo 28 mA | Adoptics
we) (130 a5y @an

2. For women in general, how isportant do you feel it is
for them to receive prenatal care?

3834 Very fmportant (812)
TR0 Important (143) 4588 .972)
34 Only slightly isportant (2%)
75 Not important at all («IX)
_“_;z "o pinton UD 110 qan)
3. ould you have used help in obtaining prenatal care?

2403 Yes 2133 N0 163 KA

K¢} 3] (}3] :
4. What prodblems, if any, delayed you in seeking Jrena.di .

care? .

% Tocal vith Prob.2313 None (49%)

n: WY Financial prodlems (182)

[} TIE Family problems (42)

62 TIF Couldn’t find physician to take a green card

(nblic Ald) (%)

” 219 Lack of transoortation (5%)

831 Other plesse descride 186 (41)

29T 689 Lombined (157) 140 m (1)
1f you did not receive prenatal care please skip to
Section 11 on infants, otherwise please continue

L Total

1a Cara 5. In what month of pregnancy did you begir prenatsl care?
12 1-501
2 2-912 8;3 - month (first, second, etc.)

17 3100
13 43521 8{3 6. Approximately how many visits did you make during your

ancy? (332) 1-6 1332 (283) (262) 12+ 1069 (23%)
'S e G pregnancy! TSI TEITTIES T261)  Nowe-627 (135) WA-470 (10D)
8 7-310 D) 7. MHow miny weeks or months did you know you were pr.gnant
3 8-118 (22) before you sought nrenatal care? % Total
1 %34 (12) s Cara
Bowe-627 (132) weeks months 262 lwvk-1lmo 1051 (222)
na 254 (3%) - 412 k-0 1679 (363)
222 1dwk-6mo 8% 719%)
2 2ivk %o 280 (62)
None 627 (_3%)
A 192 (43)

£3
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2 Tetsl
i Care 9.
461 1-3mi 1864 (39)

231 ¢-i%mi 932 (20)
92 16-30mt a7 (73)
3% 31-30wi 102 (2%) 10.
<13 31-100ms 21 (1)
<i% over 100 5 (<I12) 122
308

71
52
101

1z

112
n.
2 Toral in Care
(341
192

79

How Tong did you have to wait to be seen after you

called for your first appointment? (272) Livk-1086 (231)
Noue-427 (132) (36%) lvk-lmo-2279 (482)

— Days Week  MA-620 (132)(3%) 2-2mo- 104 (21)

(<1?) 4mo~ 7 KIX)

How far did you have to travel to receive prematal care

(that is the distance between your hose and the off ice

or tliniz where you received care)? Miles

Mow did you usually get to your office visits?

A2 Walked (10%)

1229 Orove (262)

491 Family mesber/friend drove (192)
1029 Nublic transportation (22%)

Cad (12)
UR&. please describe 7 (£13)
460 Combinatiom (10%) %coe-350 (110)

“Who provided your care?

2113 Obstetrician (specialist who delivers babies) (583)
General Practitioner/Family Doctor (17%)

365 Murse-Ridwife (61) £
Lay Mdwife «1X) -

Dﬁ’ir. please descridbel3d ( 3 %)

170 Combinatiom (43) Wove §25 (I3X)

12. "Fow did you pay for the prenatal care you received

during this pregnancy?

2 Total {u Care

132
32
n
132
112
12
i
12
123
13.

2 Total in Care

ol
[ 1)
313
pits
153

(2]
192
b
252
m

613 Insurance (13%)

190 HO  (43)

1393 Medicaid (Green card) (343)
518 Cash (11%)

436 Free public clinfc (9%)

26 loan (1X)

22T Unable to pay (3%)

Uther, please describe _49 (13)

487 Combinarion (10%) WK 380 (1Y)
flaase indicate which of the following services you
received during your pregnancy.

1005 Prepared childdirth {for example Lamsze) (21%)
Physical exams by the doctor or nurse midwife (70%)
s wic (2)
8T Ofet counseling (182)
Social worker counseling (13%)
225 Pblic health nursing home visits before delivery (52)
767 %ublic health nursing home visits after delivery (163)
T22T General prenatal education (262)
1017 Referral to family planning after delivery (22%)
1107 Referral to well baby clinics after delivery (232)
LA 46 (1)
Rone 627 (13%)

&

o0
.
K




Section [1. Infants

2 Liviag cufra
(%}

n
152
242
62
(7]

7
4. TId you have any probl)us finding medical ca'r‘o 2’0!’

Do you have 1iving children?
4463 Yes 174 _No 17 Adoption 69 M

m& not, p1638E send the cbhted msmm
back in the enclosed envelope. Thank you for your
help. If yx do, please 9o on to question #2.

Do you *nint well child care is important?

4472Ye$ 34 _\No 193 ma

11 yobt*Dswer 15 ease 116t%the reasons for this
belfef:

27 _ Mguinst your religion to go to doctors. (1)1
237 only 90 to a doctor when {11. (soz) (un
Other, please describe _39 (151

dhere s your child getting medical care?

1923 Private pediatrician (baby doctor) (411)

217 M0 (s3)

¢4y Mospital clinic Sl’? i

1079 Health Department clinfc (231) ’
3

Tthér, plesse describe 270 (g1)
258 Combimstion (5% 2

child?
879 '&“ & 232
M 4 ===¢.
It you th problems )sup to w’e’s)uon #5. If you had
problems, please indicate which were the main ones:

382 Unable to pay
Couldn't find .“ﬁ’w who would take a grees card
'(%Ilc Ald) (262)

Lack of transporiution (541)

« please descride 31 (ge)

Please indicate which of the following services your

child i3 receiving: 1 Total vich Liviag Child
Physical exams ¢ doctor (y91)
Immnization (we.r Sy shots] g.qy

2083 WIC (4
PubHc( ga)lth Nursing Home Visits 4,

Crippled Children's Services (g,

qf Medichek (EPSOT) .
351 Developmental testia) ($3ecfFOR0eFAGOLEL - THF1e KIX vendor)
your baby is developing normally) (49
74 Infant stimslation/0-3 services (g
Special education services (g *
, Please descride 3¢ (37

731 1
Please return the m%am in the envelape enclosed. Thank you very
much for your help.

DW/8271w/k
Enclosure
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APPDRLY 0
b/ T 8Y 82
Mstribution of Attitede Townrd Presatal Care strit tten of Deley fa Seeking Care
R Within Maternal Age Srevpiags Within A cornal Age Srowpings
ATTITWEE  Tomm Adult L} SELAY Teon Adult "
Maber  Porcont Naber Percost Mmber taber Percest Mmber Percent tumber
fory lnp M1 n »nn 2 1 W-e t. 16 1 . ] [}
Lnd 1 1 “ 1 1 Flvel-M 41 n 1238 n 1
" S1 (np » 2 “ 2 (] Four-nt n 3 592 7 (]
ot lop " 1 1s 0.e ° Seven-9 “ 7 16 s (]
e “ H » 1 ] " 2 2 50 16 1
L] Is 1 13 1 0 Total 1291 leo up 100 2
Tetat 1291 loe b ) 100 2
Il Indis
Otstribution of Problems in Accessing Prenatal Care Oistridution of ¥onder Within Matarnal Age Grewpings
Wthia Maternal Age Grewptugs
PRILEN Tem Adult YENDOR Toan Aduit =
Baber Percent Naber Percest Nunber Percest Swmber Percest Jhsber
Bene "s “ 1718 0 inswronce 182 . $13 1s L}
Fioanctel mn 1o [ ] 1 L} » 3 1o $ [
Femily 12 9 [ ] ] Titte XIX 471 » la2s n (]
Tithe 1% w 3 wl 3 Cash 2 w » 11} 1
Travel ” [ 143 4 Citefc 15 12 » ] ]
Other 51 ’ 1% 4 Losn 4 0.5 n 1 [
L b ] 2 19 3 ot Bobt () S 19 ) []
Casbingd [}4] 1 1) 1s Other 2 2 4] 1 (]
Totat 1291 100 b . Covbined ”? 7 » 12 [
L] 2 16 e 11} 1
Total 1291 re u» leo 2

Seurce: 1) Servey Respenses for Attitede, Preblems, Balay snd Vender
2) Vital Records Birta File for Materns] Age 10/1/8¢ threagh 9/20/95, 1O

™
<
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Mstridution of Attitude Toward Pramete] Care Withia Faterns] Race Srewings

ATTITVOE Wits $leck
Nmber Percent Masbor

Very Inp m ] 1507
sy “s 1 1”
31 Imp §1 4 »
Rt 1np 1" 2.5 1
o & » 1 o
" n 1 iz
Totat a2 100 1798

ImLs
Mstribution of Predlams 1a Accessing Prenatel Care Within Faternsl face Grewpings

:

PROSLEN "its olack Orteatsl
thmber Paber Fmber Pe

flene 1262 1003
Fisencial [}
Famtily 13
Title ux ”
Trevel ]
Other 107
] ”0
Combined “
Total 251

. 184
Mstridetion of Vendor Within Meterne] Recs Grewpings

s

§=..u..=:§
=i

a1

.nﬂ.—..uu!
N.O0.000NE‘

-

4
“

vEDeR Mits
mber

1nsurence s1e
L] L ]
Titte XIX e
Cash @
Cliafe 106
toon 0
Sot Dbt 181
Other »
Cobined m
] i
Totat a1

Iacsa
Mstrih .10m of Balay in S “ng Carw Vithin Natermal Race Grespings

.N..ﬂ.—"“—ﬂ!
- e bt =
_aa_.g

Nﬂ..ﬂ'..ﬂ—-ﬂ!

1$
$
n
»
.
4
$
0
12
3
100

LAY "ite Shack Ortente]
mber Percont faber

"ty [ ] " "
Clvgl- M % ol

oor-N sis 1 »
Seven-9N 19 ? »®
L L] 1) b1

Total 281 1 1798

I |
i

Lunids
§..3aa§

SBaNNN

-

Sevrce: 1) Servey Respenses for Attitude, Pr.dlams, Vender end Belay
2) Vits) Records Birth File for Metsrnal face 10/1/84 through 9/30/85, 1000
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Hstridution of Attitede Tomrd Prenatal Care Hstriduiion of Delsy ta Seeking Care
Withia Sarftal States Growpings ¥ithin Sarftal States Srowpings
ATTINGE  marrted Yomarried “ DELAY Married Unserried "
Smber Percent Mmber Percent Sumber Rusber Percest Sumber Percent Nembe
A Yery lop 100 [ L] 2007 7 1 X-e [} . ] @20 17 0
oy 2 13 e 1$ (] Flvet- M [ ] » -4 n 1
Sl oy 4 H < H [} Four-1 k] 1$ $58 2 L}
Not lap ] [ X} 1e 1 0 Seven- 100 $ 1% ? 0
e Oy 1 1 1$ 1 0 L] os 13 $44 -4 0 |
" » 1 1 1 0 Teta? 219 100 nn 100 1 |
’ Total ne 1 .. 100 1
Isie 12 Imle 12
Sfstribution of Prediems 1a Accessing ‘rematal Care Distribetion of Veador ¥ithia Marftal Staty. . pings
¥itha Marftal States Growpiogp
PROBLEN  arried Yamarried Unlnowm VENDOR Marrfed Yamsrried “M
Sumber Percont Bumber Percent Mmber Smber Ferceat  Busber Percent Mumbe
None 114 52 116 “ 1 Insurence 499 <4 126 $ 0
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APPENDIX B

BREAKOUT OF COMBINED PROBLEMS

§ Total

Reporting
Number Combined
Probles Reporting Problems

rinancial Problems 526 768
Pamily Problems 204 30%
Green Card Problems 160 23
Lack of Transportaticn 365 538

Other Reasona 220 328

Source: 3urvey Reaponsea on Problems

O

ERIC

Aruitoxt provided by Eic:



88

APPENDIX I

COMSUMER CONTACTS REQUIRING UEPARTMENT RESPONSE

Requeete for Aeeistance-Lettere
Barth Certificatee
Copiee
Changee
Sociel Securi-y §
Prenatal Ed/Lisaze
0-3 Servicee
wIC/WC/88 ¢
Return Porms Submitted in Error
DPA Applicetion
DPA Card
AP Care for repeet pregnancy-Acceee
Mult Bealth Care-AccCese
WIC~AcCeee
Getting on DPA
DPA Masc. (Off MMO, Liet cf MD'e taking
DPA, Return BC, Probleme with coverage
Purpose of eurvey before reeponding
WIC/Birth Certificate
Well Child Care-AccCeee
Mvice (Dieper raeh, Firet Mad)
Copy Death Certificete (ainfant)
WIC/Transportation
Traneportation
Pinancial Aid
Complaint. ~egerding quality of care

b b b G OV
-

-~ AN & =

[ ]
N b b b B B B e LR

Compleinte - Lettere

Infant Deathe

Moption
Mequate cere - Letter §#1 1

aw o

Compleinte - Telsphoue Cu'ls

Coneumer coxtleinte regerding letter $1 9
(2/085-3/85)

Source: Lettere included Witn Survey Reeponeee or Direct
Telephone Calle to the Department.
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Agreement on Certificate
[} [ [} [}
e 265
1st Trimester 381 18 141 7
2nd Trimester J00 22 218 16
3rd Trimester 223 48 114 25
Onknown S - _
1226 26 473 10
Number of Prenetal Visits
Wore Visits on
Agrevment Cercificate
[} [ [} L]
%one 29¢ 609
1-6 visits ass 27 267 20
7-11 visits 51 4 45 4
12+ visits 4 0.4 11 1
Unknovn 8 s
857 18 1551 3
source: 1) Survey Responses on Trimester of Registretion for
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APPENDIX J

AGREEMENT BETWEEN SURVE AND BIRTH CERTIFICATE
REGARDING TIMING AND QUANTITY OF PRENATAL CARE

Trimester of ,'egistration for Care
Zarlier Registration

Later Registration
on Certificate

Prenatal Care and Number of Visits Made.
2) vital Records Birth File for Trimester of Registracion
for Prenatal Care and Wumber of Visits Made 10/1/84

through 9/30/85, 1DPN.

] s
1317 75
836 62
125 27
3024 "

Fewer Visits on

Certificate
] s

592 “

9.4 75

809 73

2315 )

0D
waa
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Peraonnal
Printing Return Envelopes
Poatage
kaper Suppliss
Dats Processing
Cosputer Time
Staff Time
Dats Entry Staff
PEN Viaits

Indirect Coats

Totals

[ o)

i
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APPENDIX K

PROJECT BUDGET

GPCDD GRANT MATCB TOTAL
$2090.00 $2090.00

83.00 83.00

4510.00 4510.00

1775.00 1775.00

2841.00 2841.00

2749.00 2749.00

$ 6462.50 6462.50
35140.00 35140.00
1418.00 1418.00
$43020.50 $14048.00 $57068.50
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Chairman MiLLER. Thank you. Sister Ann.

STATEMENT OF SISTER ANN PITSENBERGER, 0.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 departiaents
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 precurscrs included high malpractice premium
rates; increasing unemployment with associated loss of health ben-
efits; inadequate and antimely reimbursement from the Depart-
ment of Public Aid resulting in physicians’ ability to accept “Green
Card” patients; teenazJe pregnancies; inadequate followup of high
risk Medicaid or indigent patients.

Reseurchers 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-
silsted 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 patieats 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 Ulinois Department of Public Aid’s Illinois Competitive
Access and Reimbursement Equity Program [ICARE] 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 premiums 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 necessa
health care and medical treatment as a basic human right. Al-
though some individuals believe the Federal Government must
assume ultimate responsibiliry for guaranteeing that high gquality
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, f%r every §1 speunt 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 Maternai 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 kisk 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
s« 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
Hospi;al, 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 poverty
status who are ineligible for Medicaid funding and to Medicaid pa-
tients. The prograin will utilize a number of community resources:
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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, O.S F., ExEcUTIVE VICE
PRESIDENT, ST. JouN'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 rz2qgional 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 affiliated wiih the
springyfield Perinatal Center engaged in a planninc 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'

1C0
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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.
. Inadegquate marketing of maternity services
available to the poor.
. Uncoordinated care by providers and social
service agenclies; no case management.
Perinatal Center Interventions
Researchers agree that the continued decline in infant
mo''tality rates over the past quarter century can be
arcributed to hospitals providing intensive perinatal
~adical care. These same experts would also contend that
further dcevelopment of neonatal intensive care capabilities
would he fiscally impractical. Interventions provided by
The Sp-ingfield 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 manageaent 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.
Reajopal Barriers

Tre Illinois Department of Public Aid's Illinois
Competitive Access and Reimbursement Equity Program (ICARE)
contracts with hospitals tu 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 davs for which a hospital will pe paid
and it does not reimburse in a timely and e uitable manner
for services rendered.

Recently, the malpractice premiuns 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 mea2t 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.
Recommendatjon:

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 much as
possible at the local level.

As the felect Committee on Children, Youth and
Fanmilies 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. 1In addition, rfor
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 cof 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 vunit 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.

Local Perspective

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 ccmmitmen:t to
prevention services®.

kecently, we had the opportunity to engage in a
collaborative process addressing prenatal care. A local
ewspaper published an article which described the problem
of early access to prenatal care for the poor here in
Springtield.

In response to the article, Congressman Richard purbin
facilitated a community response to the problem. A number
of agencies and individuals, including st. John's Hospital,

have been meeting anc 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, Springfie'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 communi.y, we
can maximize services offered and better assist those
mothers and children who strqulé for their basic right for
quality health care.
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Chairman MiLLER. Thank you. Ms. Reardrn.

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

o Ms. RearDON. Good morning. I am a counselor in the Care
Center of Springfield, and my primary caseload is women who are
experiencing stres-“ul pregnancies. These women come from all dif-
ferent age groups and all present with an enormous problem. Some

. of them alreadyv 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 t. emerge as one of locating a physician
who will accept that card. The woman who is attempting to get a
medizal 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 con:plete 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 weck. 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 would step in she
had to have out-of-pocket expenses of $1,450 on s, income of $175a
week to support a family of six.

In addition to this, sh> was rated at risk as her prior delivery
had resul.ed 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 patie..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 went from an AMI category to a category 94 on the Pubjic
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
know, 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
$96,0€0 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 'ess than one-third cf
his normal delivery charge, which is $1,500. The economics for the
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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 ncthing to sell but their
skill, and when confronted with a reimbursement level that is less .
than one-third of what they normally charre, 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 tmall
agency that has as i1ts orimary chents, women experiencing
stressful pregnancies, | 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 the 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 stanes of pregnancy.

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

example. One of our clients who had applied for Public A:d
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Medical assistance was indeed given a ''spend-down'' card.
This spend-down figure was cet at $1,457.00 fur a rt-ece
month period. Her husband is employed and earns $175. per
week ($162. net) and suppori, six people with this income.
This in effect, denies this woman any assistance with\hgf :

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

penses ceed her spend-down figure.

A physician caring for her would be without any
reembursement during the antepartum period. Necessary lab
tests, usually orde.ed i 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. Th:s
woman is in a high risk category, as her last birth had a

medical complication which resulted in a still born infant.

| have been employed by this agnecy since June of 1980.
In this period of time, | 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 correspoﬁdi;g
increase. At the same time this is cccuring, medical malpractice
thnsurance rates for obstetricrans is escalating at an unpreced-
snted rate. One of our supporting physicrans reports an increase
of $59,000. (from $37,000. in November 86 to $96,000. in Novem-
ber 87) per Doctor in his pract:ce. 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,
tt 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.,0ne of the more reasonabie in our commyn-
ity Based on current [.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. | 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 servic~s are complete in providing close followup which

encourages compliance with medical appointments, providing
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emotional support through counseling, continud'ly stressing

the role of adequate nutrition and providing pre-natal health
education. A/l of these factors impact favorably 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, | believe that the problem of providing access
to medical care for the poor 15 a complicated zne which does

not lend itself to a single, isolated course o action.
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Chairman Ji1LLER Thank you. Carolyn Bodewes.

Ms. Bobewes. I am -vailable for questions on my written testi-
mony. Thank y~u.

[Prepared statement of L arolyn Bodewes follows:]
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PREPARED STATEMENT OF CAROLYN BODEWES, ProjECcT DIRECTOR, CARE CENTER OF
SPRINGFIELD, INC., SPRINGFIELD, IL

The Care Center of Springfi=ld, incorrurated n 1979, s
a non-profit agecacy providing pregnancy C€ri-1s intervention

for teens, unmarried women and married low 'ncome women,

Services include pregnancy testing, individual and
family counseling, Lamaze and prenatal classes, nutrition
education, home vaisits, physician and agenc/ referrals,
prenatal vitamins, and limited public aid l2avel reimbursement

to physicians for prenatal care and delivery.

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 FYB8 budget consists of approximately
40% from state grants, 253 from private fu-3s 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.iting 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 .

Public aig rate of S446.50 for Prenatal care ang delivery of
an uncomplicated vaginal delivery. Because of these d9reements
the Care Center has reached 100%g client referral for redical
Services. The Care Center as5sists the client jp Pursuing fynds

to cover delivery costs.

The physiciansg supporting the program endorse the phil-
0sophy which ig built upon counseling and specific health ed-

U.ation for the individuai needs of each client.

The access to Prenatal Care is far beyond the responsibility'
of the Private physician, To Suggest that even the most dedicated

physician who js 2lready dccepting the Patient at » financial
loss jg Capable of 9iging the needed prenats) care is not to

view the problem accurately,

Pregnancy is rarely an isolated problem with Care Center
clients, These clients are for the most part unmarried, poor
and from severly dysfunctlonal familjes without Tife goals or
motivation, Their social and emotiong! Needs are staggering,
They do not understand the need for medical c*re and often do

not comply wieh medical appointments,

By providing Pregnancy counsellng, Prenatal, Lamaze and
Nutrition education. tracking Physician visits,(particularly

POsSt-partum visits) and 9enerally caring for them, the chajn
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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 @ 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.
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Chairmar MiLLER. Oh. OK. And Dr. Fraed.

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

Dr. Fraep. 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 office
while 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 2% years I not only could
not break even, I was faced with not only financial but emotional
bgi:kxiuptcy 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

1°6
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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 ¢’ the secre-
tary—it took her possibly between 30 and 60 percent of her time in
the office to bill Public Aid repeatedly for the sam. care, only to
have it come back and say, this was denied, or this has already
been allocated. Those two salaries more thain 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
reascn why we are in this situation today.

I would appeal to you gentlemen, find some solutions, not only in
tort reform but in Medicare reimbursement—or 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, M.D, BoARD-CERTIFIED OBSTETRICIAN AND
GvNecoLoGisT, HARRISBURG, IL

My name 1s (yntmia Ffraed. I am a board-certifred obstetrician and
gynecologist from Harrisburg, 111incis. | have peen in practice for 10 years.
Today, I will spend my allotted time describing the desperate state of affairs
for pregnant women -- especial’y the 1indigent -- who are seeking obstetrical

care i1n southern [111n0is.

I characterize the situation as “desperate," and it 1s nothing less than that.
A recent study of seven southern {11'no1s counties failed to turn up even one
obstetrician in the area. These counties with a pupulation of over 76,000,
adjoin my practice locaie. Thus, | experience first hand the trauma of
N prospective mothers who are searching for medical care -- and are unable to

find 1t without travelling to Missour1 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 agd;

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

since returned to cbstetrical work on a limited basis, but economic realities

—t
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have prevented me from retirning to care of i1ndigent pat-e-*s.

The reason 1s that the Medicaid system 1n I11ino1s make: 1t mpossible to do
so and economically survive. [ found during my years >f treating mothers-
to-be on public aid that the system posed many dilemnas “or doctors and their

patients. ['ll mention tnree

-- First, the economic reimbursenent actyally provides a
disincentive to treat Medicaid patients. “ir prenatal,
delivery and posinatal care the current reimbur::-ent rate 1s
only $446. For a delivery only, the reimburszent rate is

* currently $304.30. This 1s not even enough to cover office
overhead and massive Medicaid paperwork, let :lone medical
malpractice oremium costs. [ nuw Charge $1,000 per delivery
for the nine-month care of mother and fetus. ~"1s 1s only a
T1ttle more than the "break even® price for my services. To
deliver Medicard babies and provide their mo:-2rs prenatal

care, | would se essentially bankrupting myself :ad my medical

practice.

-- Second 1s that unt"1 recently -- long after | r:z’.ctantly gave

up treatment of Medicaid patients -- the Medicaic reimbursement
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for nine-month prenatal care included any other medical care
the prospective mother received while pregnant. Ffor 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. B8ut
it poses a dilemma which st111 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 1ikely 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 premat.re

and/or malnourished infants. 1In the Tong term, 1 believe we
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could save dollars by raising Medicaid reimbursements fcr
physicians, thus providing easy and early access to obstetrical

care and producing, as a consequence, healthier babies.

-- The third dilemma | wish to address today is the impact of the
medical malpractice climate on obstetricians and patients.
These days, everyone -- whether or not they've hei proper, or
even any prenatal care -- expects a perfect baby. And medical
malpractice courts are often agreeing, without regard to actual
negligence. An 1njured or retarded chi1ld presents a sad,
sympathetic scemario 1n courtrooms across I111no1s and our
country. Perhaps there should be some way to help pareats
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 1n southern I111n01s 15 that many have moved across .

the borders to Indiana, where malpractice premiums are less

than a 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, cur malpr ztice bi1l1ls can arp-oach $100,000 1n some
areas of I111.5is. My own is currently $21,000 semiannually.
But I recently switched insurance companies after St. Paul Fire
and Marine Insurance Companies boosted my pre~ium level to
$45,000 semiannually, with the promise that the premium would

rise every six months for the next five years.

I11ino1s doctors have been working to better the climate here
through tort reform. It 1s 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. 1 love delivering babies. It was what I traine! to do. It used
to be generally a "happy" specialty of medicine. But t-at's <111 not enough
to allow me to take on indigent Medicaid patients. It's a losing proposition.
I don't {fke turning them down; I 1oathe ‘t, in fact. But 1f 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. [ would be pleaszy Lo answer any questions which

comittee members might have at *i,s 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 th-
back of the room that will show you the way to a phone here. Is
Dr. Fesco in the room?

Dr. Fesco. 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 “i08e eligibilities were e:ipanded they
allowed the Department to pick up on some of the Federal options
that were provided for under the various Omnibus Budget on-
ciliation Acts of the past few years.

Chairman MiLLErR. 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 elifibility or Medicaid to all
pregnant women is one that will be implemented. The level of im-
plementation, meaning—the level of current need or the Federal
poverty level, has not get been decided upon. That is an issue that
«ne Department of Public Aid is bringing to the Governor’s Office
and to the General Assembly as a n:ﬁ.;t issue because r “ the cost
implications.

ey are also evaluating the desirability of the presumptive eli-
gibility option that was provided for in last year's Federal legisla-
tion.

Chairman MiLLErR. What is the estimated grice tag on that?

Dr. TurNock. On presumptive eligibility? I am not sure. The esti-
mated price tag on the other, the expansion of the Medicaid eligi—
bility, waz anywhere from $3 to, I think, almost $30 million de-
pending upon the income level selected.

irman 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 possibic, 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. Sieter Ann, this program that you are describ-
ing, yuu 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 AN:i. 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 anf' of tlgaese State initiatives provide any
resources for those individuals

to this program?
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Sister ANN. Hopefuliy, yes.
Chairman MiLLER. But you do not know that yet?

Sister ANN. No. We do—we 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
care—how many visits or consultations with you?

Dr. FRAED. 't entitles them to as many pregnancy-related visits
as are necessary for their prenatal care, whether that is on-ce a
month at the beg‘nning 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 1
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 MiLzer. 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 criw -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 .use 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
covering—Medicaid was covering app.oximately $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 apparentiy 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 finclly went into premature labor and was transferred by
helicopter wo 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 hesd. Ms. Rear-
don, you are nodding your head a lot. Is this typical?

Ms. RearpoN. These are old stories; yes.

Chairman MILLER. This is the way it is run?

Ms. REarRDON. 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 of
that 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 pay
for 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 have 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 moet desperate.

Chairman MiLer. 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, ~me about because of the willingness of George Miller
to travel here, and of the Select Committee, to do the work to

ut it together. But if you redate it even further, it came about
use as I walked out of the grocery store in Springfield a few
months ago and picked up a copy of Tllinois Times newspaper. |
read a feature by Don Sevener, who is in the audience, ab at ing
pregnant and poor in Springfield and it opened my eyes. There
were liberal citations and quotes in that article from some of the
Kfﬁi"ipa“ts in this panel, Joan Reardon in particular, and Joe
cHugh of Planned Parenthood, about the problem in our commu-

nity.

g;) ingfield as a communitj' is rich with medical resources. And I
think, Dr. 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 thin%s here that have occurred
since that first meeting of community leaders on this. Let me say
at the outset that we 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 gelivery 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-
;u;fness to make a commitment to move forward in this area, and I

ute you for that.

Let me ask you, Sister, you said something in your testimony
about the Neonatal Care Center upstairs, that expanding thiz was,
I think, fiscally impz. tical. Can you translate that?

Sister ANN. Well, I think, as has been alr"qu 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. DursiN. More specifically, what do you lose on Medicaid re-
imbursement for the children upstairs in the Neonatal Caie
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. DursIN. So the Government reimbursement is not paying for
the expenses of the Neonatal Care operation?

Sister ANN. That is right.

Mr. DursIN. Joan Reardon, can I ask you how many doctors are
participating in the Springfield area, and how many obstetricians
are taking your referrals on Medicaid and uninsured patients?

Ms. RearDON. Oh, give me a brief moment.

Mr. DursiN. I thirk we have about 22 obstetricians in Spring-
field, if I am not mistaken.

Ms. RearpoN. 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. DursiN. 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 1n 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 ¢~ 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 1 ere, one of which is that we have to get the word out to
chi.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. DursiN. 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 Illincians you will find that the infant
mortality rate is twice what it is among whites. It suggests to me
that ..e 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 ir the District of lumbia,
where we work several days a week, wit} ut ha,ring a public serv-
ice spot. It is entitled, “Beautiful babies rigat from the start.”

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 tle worst infant mortality rate, according to 1984 sta-
tistics, of any ncrthern state in our country. What are we doing in
an aggressive fashion in Illinois, like the rict of Columbia and
other areas, to bring out this educational point, to convince ﬁople
that ltallle have got to come forward and see a doctor as quic y as
possible?

Dr. TurNock. 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-
vf{olvements in those areas being developed and planned for the

uture.

Mr. DursiN. Is our present level of commitment to public educa-
tion information adequate in Illinois?

Dr. TurNocE. 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. DurBiN. Thank you. Dr. Fraed, I would like to ask ou, you
made refercnce 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. FrRagp Ves, 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. DursiN. I am told that the statistic is much higher national-
ly, and that the current rate represents a dramatic increase over
v;lhag 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. |
deal with as much of a low risk population as I can. And that
makes a difference, where 1 am.

Mr. DurBIN. And you think this is defersive medicine that pri-
marily pushes obstetricians toward C-sections?

Dr. FrRAED. I believe that that plays a big part in it. It certainly
has played a part in not onlv 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 paru.ular—the two sonograms
that I think are more or less commonplace in pregnancy now—you
feel rgotivated at least to some extent by this whole malpractice c.i-
mate?

Dr. FrAED. Totally.

Mr. DursiN. And what is the cost of a sonogram?

Dr. Fraep. I think that it is approximately $30 apiece, at this
point.

Mr. DursiN. | .nterrupted you. I am sorry.

Dr. FraeDp. The other thing that I wantec{ 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 longer avzilable. They are leaving this State at
an alarming rate.

I stopped for 9 months. At the time that I stopped there were
two obstetrician-gynecologisis 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 oti.er
hospital that is doing any deliveries at all. We are aﬂproximately
an hour away from any {evel 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 going

to 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 babies
) by April of this year. Across the entire southern portion of Illinois
the same situation is happening. People are limiting their prac-
tices, decreasing their number of deliveries because they can get a
lower insurance premium.

. I recently changed companies. There was a new company that
opened in Illinois that literally saved my bacon. It was a matter of
locking at becoming bankrupt within the next 2 years, because |
got a premium notice from St. Paul for $45,000 for 6 months, with
the assurance that it would g0 up in the fall in 6 months. I cannot
work 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. DursIN. Thank you, Mr. Chairman.

Chairman MiLLER. Mr. Hastert.

Mr. HasterT. Thank you, Mr. Chairman. Dr. Turnock, you stated
that the record of Illinois in 1986 is that we actually got a slight
increase in deaths per thousand. Yet you also testified that we
have had, in the last 30 months, spent over $132 million in the
area of infant mortality reduction programs. When do you see that
we will start to see some results from the change?

Dr. TurNock. Well, most of the programs that I described began
in 1986, so I think it would be very presumptive to believe that
they would have any impact upon pregnancy, especially infant
deaths that would have occurred in that year, and that we would
expect to see some venefits 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 and
regionalized perinatal systems. So I would suspect that is when we
will see their impact, and until then we are likely to remain on
this 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 medical
school and then a center, and around that we have a large number
of physicians some of whom open their services up, according to

. the testimony here, and the dedication of people in hospitals like

St. John’s here, and Sister Pitsenberger, for instance.

There are a lot, across the State of lllinois, of locally funded
projects that have been positive. Have there been positive impacts
from these types of programs yet?

Dr. TurNock. I think probagly all of the panelists involved in the
programs could comment. I think ver clearly there have been
positive impacts and benefits noted witl‘; a lot of the projects that
were funded under the prenatal care program or under the prob-
lem pregnancy program or under the Parents Too Soon program.
Certainly the regionalized periratal care program has made a dra-
matic impact upon perinatal outcomes over time. So I think there
is lots of information about one or a combination of various
projects 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
lsack of availability of primary care providers in many parts of our

tate.

Mr. Hastert. Well, Doctor, if it is we who are involved in this,
the theme comes out very ; lainly that there is a problem. There is
a g;oblem 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
peopl;gut of the profession of providing the type of services that
we n .

Secondly, there is a problem on getting encugh 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 beiter 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’ cheir 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 o

to our neighbors in Missouri and Indiana? What is the pro
em? What is the difference?

Dr. TurNock. I do not believe we are different. I do not believe
that we are differert than most other states. I think we have a
slightly higher rate but when you look at Michigan or Ohio or
Pennsylvania or New Jersey—even Missouri had their rate go up
last year a8 well—I think we are all in the same set of circum-
stances.

Our rate began much higher. We have had a higher rate than
the national figure since 365, 8o 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 and the other kinds of
service needed. That is the prime reason that I would see why we
have continuinﬁ }uxlrxl rates of iow 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

131
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basic social issues that impact upon health :tatus in a family and
in a community.

Mr. DursiN. Dr. Fraed, you gave some very, very interesting tes-
timony, saying that basically you cannot afford to be a provider for
this service. My heart goes out to you and the families that you
serve. But “ow do you see it? What needs to be done in this State?
Let us lay it out ~n the table.

Dr. Fraeo. 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 oing to get it. The differences
between what happens here and in fndiana are significant. In Indi-
ana there is a review panel to weed out frivolous cases. We do not
have that in Illinois. It has been declared unconstitutional. In Indi-
ana they have a cap of $250,000 economic loss—or not economic—
$250,000 out of pocket from the insurance company. The physicians
do not have to pay more than that. There is apparently a state
pool, but I am not quite sure how that works, but there is a state
pool that helps some with that.

Part of the biggest problem in this whole situation is that we
have 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 tietffxp
in that baby. And they are in a position where if something hap-
pens to that baby, they were powerless t5 do an hing about it, and
somebody has to be at fault to assuage the guilt that comes out of
that situation.

Unfortunately I am usually it. The statistics that heard before 1
quit were that obstetricians in this State were being sued at the
rate of one to three times per year per doctor in Illinois. It is very
frightening to try to practize medicine and to be caring and care
about people without siiting back and wondering, which one is
going to be the one that totally destroys me wil:ﬁ a malpractice
suit? Those are realities.

Mr. Hastert. Then are you saying that because of the rigk, in
the high risk areas of infant morta ity and under weight babies
and this situation, that actually the risk of caring for those people
is a higher insurance peril than actually dealing with the normal
population?

. 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 as
the happy specialty. it has become an absolute nightmare, and as I
80 to meetings across the country for continuing education, I hear
the same thing from all the people at the meeting. They are becom-
ing paranoid, they are becoming an , they are no longer caring
for their patients in the type of wayg:l‘;ey wanted to care for them

when they started to run into it. You cannot afford to become per-
sonally involved because that same patient is going to turn around
and sue you.

And all of a sudden, you know, as muct. 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 is
not 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 tc 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 see—we bhave talked about the malpractice
route and I think I understand that. Do you see any ways that the
bureau —the 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. HASTERT. you very much. Thank you, Mr. Chairman.

Chairman MiLiEr. Thank you. Let me ask you, do you have a
waiti.nihlist in the Urban League’s WIC program?

Ms. HickMANN. Not for pregnant mothers, but we do for Priority
5 who are children who nave no medical—

Chairman Mrrzr. You are not seeing the older children?

Ms. HickmaNN: Right. The 1 to d?ﬁyear olds, as soon as they turn

a year old, then they go into a different priority ard the could
gombly go onto a waiting list. And we do currently have a Priority
waiting list.

Chairman MiLixr. 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 mal ice insurance for some of these
rrob}ems, we have been around this in o." ~~ i~ _itutions that serve
ow income people. When you really look » .., what you find out is
gxat low income people seem to be the least likely to engage in a

wsuit.

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 miders. And I just wondered if there is any discus-
sion of that. use 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 theve 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._, any reve-
nue to the office, but in 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 we
find in many instances these are the people least likely, for all of
the reasons that they cannot get access to medical care, they are
having 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 and
greater restraints on their access to health care, and one of the
concerns is the increase in medical malpractice premiums. What is
the correlation in terms of their frequency of use of that effort.
Anybody have any——

Ms. Booewes. In our 9-year history we only have one client that
had a malpractice suit.

Ms. RearpoN. But I think the sheer economics of it are such
that, you know, if that malpractice rate can be spread over your
number 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 and
your heat and your staff salaries. You drop those people because
they 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/mal
suit is a greal. deal easier than accessing medical services. And I
will say that as a lawyer’s wife.

Chairman MILLER. Well, that is because we produce so many
more attorneys. We are all looking around to see what is going on.

Dr. Fraep. I would like to address that briefly. In 10%2 years of
vractice I have had one obstetric malpractice case. It was a case in
which 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 Public
Aid than anything else. And, again, Public Aid patients are at
higher risk, which puts them at higher legal risk as well, and they
do not seem to have any trouble finding attorneys to do that.

Chairman MiLLer. I would be interested in knowing the answer
to that. Thank you very much for your time and your testimony
here 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 Southern
Seven 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 Ilinois State Medical
Society; 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 be
placed 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 couid keep that in mind so that
we leave time for questions by members of the committee. Ms,
Landis, we will start with you.

13
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STATEMENT OF SANDRA LANDIS, EXECUTIVE DIRECTOR OF
PLANNED PARENTHOOD, SPRINGFIELD AREA, SPRINGFIELD, IL

Ms. Lanpis. 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 rortality.

Before I address that particular topic, however, I would like to
acknowledge my deep concern regarding the availability of early
and comprehewnsive 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 Medica.d eligible or low income women, as has
been attested to by everyone else. While we currently have two
physicians whe 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 have
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-
sic}erable 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 of
preventive health care to the poor, the working poor, and those
closed off from the private health care system. I might mention
that Planned Parenthood, Springfield area serves around 4,400
women each year. Eighty-six percent of those women are 200 per-
cent or below the level of Preverty. Sixty-six percent are below 150
percent.

Often Family Planning is the first entry into the health care
system for a large number of at-risk individuals, We offer a broad
range of health care and education services, For instance, core
family plannini services provide general medical examinations and
assessment with emphasis on reproductive health. We offer contra-
ceptive services, pregnancy diagnosis and counseling, diagnosis and
treatment of sexually transmissible diseases, hypertension screen-
ing, cancer screening, pap tests, breast exam, self-exam teaching,
hematocrits, urinalysis, early illness detection, assessment of and
education on nutrition, smo, ing, drugs. All of these things are a
part of what we need tc do in terms of contraceptive care. Parent-
ing education—we 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 linkages
to churches, schools, and other consumer-serving agencies. Famihy
planning education services encourage the participation of individ-
uals in their own health care, and we promote health behaviors
such as planning for childbearing, avoiding unintended pregnancy,
seeking earlf' care,

The Family Planning Network is an established network that is
capable of adding services given adequate resources. One of the
services that could be added would be an outreach program to
serve pregnant teens. Such a program would utilize an outreach
nurse/educator who would provide ongoing support and education
on nutrition, fetal development, labor an delivery, breastfeeding,
newborn care, and parenting skills during the prenatal period. This
must be coupled with an ongoing postnatal program using the
same type of educator, a parenting educator, to continue the sup-
port and the education on such issues as infant stimulation, feeding
and nutrition, toilet training, accident prevention, immunizations,
and developmental milestones. I believe that these programs would
result 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, to
providing space for clinics sponsored by, a health department or a
local hospital.

n
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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 hi,, 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
inscance, 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. Lar.dis follows:]
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PREPARED STATEMENT OF SANDRA M LANDIS, EXECUTIVE DiRECTOR, PLANNED
PARENTHOOD SPRINGFIELD AREA, SPRINGFIELD, IL

Chairman Miller and other dist‘nguist:d members of the Select Committee
On Children, Youth and Families:

My name is Sandra Landis, Executive Director of Planned Parenthood
- Springfield Area. I am pleased tc be included in this very important
hearing on "The Continuing Infant Mortality Crisis in I1linois.” Your
presence here today attests to your willingness to be partners with us
as we seex solutions on what can be done to improve maternal and child
health in the state of I1linois.

I come before you as an advocate for the women we serve and as a
prooonent 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, 1 would like to acknowledge
my deep concern regarding the availability of early and comprehens ive
prenatal care for medicaid eligible and low income women. Planned Parent-
hood Springfield Area serves 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 .ucome wuan. 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 ranner both at the federal
and state levels. I urge you to give conciderable 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
IMinois. 1 firmly believe, however, that this network possesses unigue
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 io 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 £'mily 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 transmis,ible 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 lirkages 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 estahlished network that is capable
of aading services, given adequate resqurces.

fine such service could be an outreach program tc serve pregnant teens.
Such a program would utilize a nurse/educator who would provide ongoing
support and education on nutrition, fatal development, labor and delivery,
breastfeeding, newborn care and parenting skills during the prenatal period.
Coupled with an an-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
materna! 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 wel] developed educational programs, This could be
combined with a prenata? care program or outreach program for pregnant
adolescents. wWomen would have easy access to contraceptive care »ken
needed.

Other possibilicies include well baby care, vocational counseling,
{dentification and follow-up for adolescents at high risk for pregnancy,

The clinic network has no firanciai capacity to exrand services and
programs, howe-er, unless adequate funds were available. It wili take money.
In the long run, howe' or, these preventive services re a low-cost invest-
ment, allowing the state to save more than it would spend. {State money
that would be spent for high cost intensive perinat. care, social services,
welfare dependency, etc.)

In summary, family planning i< 3 pasic physical -ea:th measure--
the acknowledged first line of defe se for b.i% maternal and child health.
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It 1s one of the best protectors availahle against low birth wejght and
other poor pregnancy outcomes, The family planning network is a well
established primary preventfon hualth care partner in the battle to
reduce infant mortality and is capable of providing innovative programs
and services to help fil1 in the gaps where needed.

Again, thank you for the opportunity to express my views. 1 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. EisENSTEIN. 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 Faniily 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 veen Kentv- ky
and Missouri respectively. The counties are largely rural and cover
approximately 2,000 square miles. There are no citics 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%
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.eigh more than 5% pounds.

Furthermore, two-thirds of all infants who die weighed less than
5%z 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. Factors
such 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 that
have 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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grenatal care have a significant effect uron the incidence of low
irth weight and subsechently upon infant mortality.

In working with the Parents Too Scon 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 prov.des 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 Sonthern Seven counties
which provide prenata! 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 {lear prior to this time there was
only one doctor in the area which provided prenatal care. This ob/
gyn was t*en accepting Public Aid clients from the entire seven-
county ar.. but on July 22 our Department received a letter
saying that ne would no longer be accepting prenatal patients who
were not “full pay” unless they reside in the previously mentioned
counties. And I have 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 wwhere 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 reimburs>ment rates and
time-consuming paperwork that are cited as the reason for lim..ing
services.

Through funding received fron. che Illinois Department of Public
Health Parents Too Soon and Families With a Future programs,
Southern Seven Health Departmen'. 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 Cepartment offers several educational, financial, and
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social service programs to residents of the area. To demonstrate
how these services can significant] improve pregnancy outcomes, I
would like to focus on some of tge 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 teena in January of
984. Services provided include case management, prenatal and
parenting education, financial assistance for prenatai, 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 of service provided.

To obtain financial assistance a teer must first apply for Medic-
aid assistance through the Illinois De artment of Public Aid. If
either a denial or a spend-down is etermined 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 wiil accept payment from the

rogram. Payment is made at the current Illinois Department of
blic Aid reimbursement rates. Although this rate is one-third to
one-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 assucred that their teen client who participates in Par-
ents Too Soon will comply with meetin appoint schedules and that
they may call upon Program staff should any problems occur.

Parents Too n services continue through the Ounce of Pre-
vention Home Visiting Program until each infant reaches the age
of 18 months. Program staff ensure that each child’s medica? needs
akr;zl l;net and help th: young mothers to increase their parenting
skills.

Although my description of program services has been condensed
in this testimony [ am sure that it is clear a lot of staff are neces-
sary to conduct such a oroject. The Parents Too Soon staff consists
of 10 direct service providers. It is a multidisciplinary staff which
includes five social workers, two nurses, two case advocates, and a
nutritionist.

The success of the proiram in relation to infanc 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.§ percent rate experienced in the
seven county area for children who were born in 1984. This is the
most recent year for which I have statistics.

e program has also experienced success in the area of reducing
low 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 iat women refrain from those behaviors which
increase the chances for negative pregnancy ontcomes are essential
in order for infant mortality rate to decline.

However, these programs would be useless withcut available
medica! 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 dcllars 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 iu 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 1930 than would
have occurred had the goals been met. The hox 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 montbly supplemental food
packages; comprehensive prenatal care to 3,187,000 women; comprehensive 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 sociul services that the low birth weight habies 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 SERVICEsS,
SOUTHERN SEVEN HEA!TH Derart™eNT, ULuiN, IL

Good Morning,

My name 13 Sharon Eisenstein, 1 am the project director
for the i1llinois Department of Public Health Parents Too Sor-~
Demonstration Project and the Illinoi1s Department of Childre.
and Family Services Ounce of Prevention Program at Southern
Seven Health Departesent. Both programs are funded through the
State of Illinoas Parents Too Soon Imitiative.

Southern Seven Health Department 1s the local publac
health authecrity for the southern seven counties of Alexander ,
Johnson, Massac, FPope, Pulaski, and Union i1n the state of
Illino1s. The seven counties form the southernmcst ti1p of the
state with the Ohio and Mississippr rivers formang 1t ‘s boi ders
between Kentucky and Missour: respectively.

The counties are largely rural Covering approximatel,
2,000 square miles with no cities or towns over &,000 19
population. To provide an example which fully 1llustrates the
rural nature of the area I can add that wathin these 2,000
square miles there 1s only one McDonalds.

Seventy-five percent (75%) of the population and seventy-
four (74%L) of the housing 1s considered to be rural wth only
three of the thirty-three incorporated townships hava ng
popuations in excess of 2,000. The popul ation of the remaining
thirty townships ranges from sixty-seven to thirteen hundred
(1980 census).

Inherent to the rural nature of the area are the expectad
problems of high unemploymsent, high poverty, lack of adequate
housing, i1nadequate public transportaticn, and lack of
accessible quality medical services. all of the above factors
contribute to the above average rates of teenage pregnancy, low
birthweight and i1nfant mortality experienced i1n southern
111anoir.

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 before
the age of one month and 20 times more likely to die before the
age of one ye-r than those infants with a birth weight above
five and one half pounds. Furthermore, two-thirds of all
infants who die weighed less than five and one half pounds at
barth.l 1¢ the 1ncidence of low birthweight can be reduced,
the rate of infant mortality can be impacted upon,

Numerous socioeconom:c, and demographic, factors have been
shown to be associated wath the incidence of low birthweight.
Factors such as race, maternal age, socioeconomic status,
education, and marital status afl play a role when determining
risk for deliviry of a low birthweight 1nfant.
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According to national statistics, the low birthweight
problem 13 especially serious 1n the black population; black
women are nearly twice as likely as white women to ca2liver a
low birthweight i1nfant. Women residing 1n rural areas are at
particularly high risk of exp-riencing this problem. It 1s
thought that the cumulative effects of generations of poverty
and low sociceconomic status account for these racial
differences.

Certain behavioral and environmental factors also have an
1nfluence when it comes to risk for low birthweight. Saeoking,
the use of drugs or alcohol, low maternal weight Qain,
obstetric complications, and 1nadequate 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,
1t has been my experience that of the above behavioral and
environmental factors, access to quality prenatal care 1s often
times one of the most difficult to overcome.

In the 2,000 square mile area served by Southern Seven
Health Department, therc is not one hospi.al which provides
delivery services. In fact, i1n the southernxzost counties of
Alexander and Pulaski, (where we see th. Jhest rates of
unemployaent, public aid dependency, and low income in the
state of [l1linois) only emergency medical services are
available as; the community hospital closed 1t s doors in
December of 1986.

There are currently three doctor- 1n 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 i1nitiative clinics located in Cairo and Anna
I1l111noas.

The two clinic doctors began providing services 1n August
of 1987. For approximately one year prior to this tise, there
was only one doctor 1n 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 1s
attached as exhibat A.

Aruitoxt provided by Eic:
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Prenatal care delivered through the federally funded
clinics currently provaides services for approx:mately $5-50
wosen due to deliver in a given month. This clearly falls
short i1n providing prenatal care to a seven county area. The

. women who are not able to secure services through the clinics

must travel an average of 40-60 miles one-way for prenatal
care. All women who live 1n the seven county area travel thas
distance while 1n labor i1n order to obtain delivery gervices.
Traveling this distance while in ]abor Or 1n the latter stages
of pregnancy 1s uncomfortable at pest.

For those women who are able to provide full payment for
services, the distance traveled for prenatal care i1s mych less.
This care 15 available i1n the neighboring states of Kentucky
and Mi1ssouri. However, doctore i1n these areas do not accept
the Illinois medicai card. In most cases, i1t 15 the low
medicaid reimbursement rates and time consuming paper work that
1s cated as the reason for limiting services.

Through funding received from the Ill1noirs Department of
Public Health Parents Too Scon and Families With A future
Programs, Southern Health Department has been able to instatute

.a transportation service for women who are unable to find a way
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to prenatal care. The service 1s 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 sigmficantly 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 Heal th Department first began providing
comprehensive services for pregnant and parenting teens -n
January of 1984. Services provided i1nclude: case management ,
prenatal and parenting education, financial assistance for
prenatal, delivery and hospital costs associrated wath
pregnancy, individual counseling, referral and linkage to area
services, and hoae visiting. Transportation 1s available for
each type of service provided.

To obtain financial assistance, a teen must fairst apply
for medical assistance throughthe Illinois Departeent of Publac
Aid. 1If either a demal or a spend—dowr. 1s determined and the
teen's 1ncome falls within 185%Z of the poverty level, she 1s
then determined eligible for PTS financial assistance. PTS has
secured agreements with several physicians and hospitals in
Il1linois who will accept payment froe the program.
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Payment 15 made at the current Illinors Department of
Public A1d reimbursement rates. Although this rate 15 one-
third to one-half that of full payment, FTS has been fortunate
1n securing doctors due to the thirty-day turn around time 1n
which billing 1s processed. In addition to the quick payment
schedule, physicians are assured that their teen client who
participates in PTS will comply with meeting appointasnt
schedules and that they may call upon program staff should any
problems occur.

PTS services continue through the Ounce of Freveation home
visiting program until each i1nfant reaches the age of 18
months. Frogram staff insure that each child’'s medical needs
are met and help the young mothers to increise their parenting
skills,

Although my description of program services has been
condensed 1n this testimony, 1 am sure 1t 1s clear that a lot
of staff are necessary to conduct such a project. The PTS
staff consist of ten direct service providers. It 15 a multi—-
disciplinary staff which i1ncludes fi1ve social workers, two
nurses, two case advocates, and a nutritionmist.

The success of the program in relation to i1nfant 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 0Z infant mortality rate falls well below the 17.3%
rate experienced 1n the seven county area i1n 1984, the most
recent year for which statistics are available. (111. Dept. of
Public Health, Vital Statistics, 1985.)

The program has also experienced success 1n the area of
reducing low birthweight with a 6% ratio 1n f1scal year 1987
(7/1/86-6/30/87).

In a rural area such as southern Illinois, services which
1increase accessibility to quality prenatal care, anc provide
the follow-up necessary to ensure that women refrain from those
behaviors which increase the chances for negative pregnancy
outcomes, are essential i1n 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 i1n the seven county area. Oftentimes,
1t 15 only upon a referral from the department that a woman who
lives 1n the area and 1s on public aid 1s able to secure such
care.
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As with the doctor who was mentioned earlier in ay statement,
sany physicians are beginning to provide care only toc those women
who reside 1n the county in which they practice. For women who li:ve
in an area where prenatal care 1s 30 limited availability of eedical
services is becoming incressingly scarce.

As malpractice :nsurance rates for doctors who provide delivery
services conticwue to skyrocket, the nusber of doctors who remain in
the field declines. This creates a greater demand for care by that
segeant of the poprilation who has insurance or can pay the full
price. wWhat physician is ‘Qoing to accept a public a1d patient over
one who will pay over twice the rate of Public aid reimbursesent”
Especially when reimbursement for care can not seet the insurance
cost.

When care 18 provided for a high risk patient the discrepancy
is even greater as the cost of increased care 13 not reflected 1n
incressed reimbur t. Medicaid policies and reisbursement rates
need to be revised to reflect the high-risk nature of the Medicard
eligible populstion.

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 heslthy, productive life. In 1978, the estisated cost
to taxpayers for neonatsl intensive care for just one high-rig’
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
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 the
year 1990. ¢ this goal is to be mat sore prograss such as those
instituted in the state of Illinois need to be isplemented in
cojunction with those necessary changes in public policy that will
incresse the aveilability of quality sedical services for the
madically indigent.

I would like to close with this excerpt from the Children‘s Defense
Fund‘s, Children’'s Defense Budget for ¢iscal year 1980. "Our
nation ‘s failure to mest the Surgeon General ‘s 1990 goals means we
will experiance 300,00 more low-birthweight births between 1978 and
1990 than would have occured had the Qoals been ast. The hospital
costs of cering for these additional infantg in their first year
alone will be more than $2 billion by the end of this decade- enougt.
to provide the followings 0,109,443 WIC monthly supplesental food
packages; comprehensive prenatsal care to 3,187,000 woaeng
comprehensive maternity and delivery costs to 701,000 wosens or
comprehensive basic pedistric care to 4,207,661 additional infants
and children.*4

“These excess costs do not take into account the long-tera
medical, educationsl, 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 S53A

Ullin, IL 62992

Dear Jane;

As you are aware, the malpractice crisis 1s taxing 1its t~ll on
obstetricians in the southern Illinois area. I have had to
limit my practice of IDPA patients and Parents 100 Soon pro-
gram to just the three surrounding counties of Massac, Pope,
and Johnson. Because of the large 1increase insurance and no
incraese in the amount of reimbursement to oftset this, I
have found that 1 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 1s 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
1f a C-Section is necessary is well below the -.. .onal and
Illino1s average. However with Illinois only ..imburzing
approximately 450.00 for a vaainal delivery I find that this
1s not a sufficiert amount Lo >Ifset my fixed overhead costs
including the rapid rise .n my malpractice premium, Since

I am one of few physicians providing obstetric care 1in the
southern Illinois region, I feel 1t is important to notify
you ¢f 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 documer t the increased
perinatal mortality and morbidity in this area and numerous
programs have been undertaken to try to correct this. How-
ever 1t seems that the single most important fsctor in this,
which 1s 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 hd
peuiatric 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 commiiment to accepting a patient to be followed also

unilaterally commits Western Baptist Hospital and the ped- ‘
1atricians 'n this area into caring for these patients.
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Numerous Jetters trom the pediatricians ‘o Gov., hompnen and
to the IDI'A program seems to have fallen on deaf cars. It 1s
unfortunate that politicians scem to only be willing to deal
with crisis situations rather than averting a probvl!em before
1t develops. As you know from the experience 1n the Caire area
it 1s becoming very difficult, 1f not smpossible to find any
obstetrician willing to remain in these areas and provide care
for these patients. Any suggestions on your part will be greatly
appreciated, however 1f the malpractice crisas continues to
worsen and there 1s no increase to adequate levels of fundaing
for providing care for these p2tients, then I will be forced
to discontinue secing 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 locel political
leaders and also political and IDPA administrators on a local
and state level.

For the time being I plan to continue obscetric care to IDPA
patients only in the Massac, Johnson anpd Pope counties but

as I previously mentioned this may have to also be discontin-
ued.,

this area,

Singerely,

VL fiis A0,

Dr. David L.”Grimes
Obstetrics and Gynecology

DLG:scm

cc: Mr. Loren Erwin
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EXHIBIT B

The following s1x pages comprise exhibit B. These pages
consist of billing forms from an area mecical provader. In
column E at the lower right sade the medical provaider charges
are indicated. Column H to the far raght and 1n hand wratten
documzntation shows the current medicaid rei1mbursement rate.
The s1x forms cover a variety of lab and other patient care
costs that commonly are incurred through normal prenatal care
and delavery.
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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-
natal 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 statistice in central !llinois are not erviable.
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 iniluencing 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 carnot 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 tc 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 Springﬁe{d 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 wvas $1,000. At
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that time the Illinois Department of Public Aid paid $450 for total
obs'etric care in Springfield. An informal canvass of Sangamon
County obstetricians indicates that office costs 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 compens: .n for services
is needed.
I believe that obstetricians would be receptive tv uledicaid fee
structures that realistically address costs reflecting, most impor-
tantly, medical liability insurance premiums.

At the same time, professional liability insuranc_ costs ‘ be
controlled. This difficult problem brings up the sensitive ¢ ons
of tort reform and regulation of insurance companies. 2ral

States 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 pregram
to improve perinatal outcome. Doctors in the obstetric field are
dedicated to materna! and infant care. That is our whole rearon 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 very
high awards to victims of ad+erse 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 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 this best care.

Thank 3 ou.

[Prepared statement of James Singleton, M.D., follows:]
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PREPARED STATEMENT OF JAMES SINGLETON, M.D., SprINGFIELD, IL

PERINATAL MOPBID]T( &1 MOJIALITY

Mempers of the Seiect Commttee, Participants, anc Guests,

I tnank you for this oppurtunity to share information aoout prenatal
care and perinatal morbidity and mortality. we knOw that the statistics
in Central 1111no1s are not enviabie. Most of our adverse pregnancy results
occur among the medically indigent. Factors that are involved include
teenage pregnancCy, poor nutrition, concomitant health problems, substance
abuse, and failure to obtain timely prenatal care. Frequently, these factcrs

are assoctated with pcverty 1n one way or another.

Educational programs and supplementary food progrars are required and
ne2d to h2 strengtrened. Certainly, others ¢n1] address thes2 nexds.

1 am here today to discuss the factors influencing availability of
professional obstetric care, particularly for those at high risk becayse
of economic factors.

Traditionally, physicians have maintained lower fee schadules for
obstetric care because most patients were in young families with 1imited
resources. Prenatal care canrot be postponed when a young woman 1s
pregnant. £xcellent rire 1s 1mportant 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 1n
prénatal care demand access to sophisticated equipment for evaluating the
condi1tion of the fetus from the earliest diagnosis of pregrancy. In
addition, professional liability insurance premums are rising so rapidly
that pr-1cians and third party payers are unable to anticipate needs, even

a few months 1n advance.
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kecent proresse nal 1-ap1'tly rg.eance e, decrerce In Lyr getice
13 1liustrative anc iypical We 2vx NUT MAC @n unutua CU3°T experieete
Tne premium for basic maipractice I1nsurance 1r tne vear e1¢ing June 1337
was $36,500 for one pnysician for tweive months The same company quotad
a premium of $47,000 per pnysician for the next st- months, equalling an
annual 1ncreese of 2575  Because ¢ this, my senior associate elected
to retire prematurely. One othe- specialist has retired early and two no
longer provide obstetric care. Many family practitioners have given up
obstetric cara.

Today, 1n Sangamcn County, some doctors who practice obstetrics
exclude Medicaid pacients completely Most other obstetricians 1imt tne
number of Medicaid pa*1ents, feeling that, otherwise, they would have a
dispronortionate numoer of patients for wnom they are undercompensated
Undercompensated by wnat definition? [n 1986, the median fee paid 1n
th. United States for tozal obstet~ic care was S1,000 00. At that time,
the 1171no1s Departmen® of Public Ard patd $45C.00 for total obstetric
care. Annformal canvas of Sangamon County obstetricians indicates
that office costs are approximately $650.00 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 mght
or weekend 1abor and delivery care. The surest way to improve perinatal
statistics 1s to make excellent care readily available Provision for
fair and adequate compensation for services 1s required | believe that
obstetricians would be receptive to Medicaid fee structures that
realistically address costs, reflecting, most importantly, medica)
T1ab1l1ty 1nsucance premiums.

At the same time, professional Tiab111ty 1nsurance 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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nave hedt 1nsurance premums iowe~  In Indianc, for i1nstance, oDsieLriciar:

pai¢ $9,000.00 1ast year for coverage tnat cost $36,500 00 n Soringiielc

Early, adequate medicai care 1s tne cornerstone of any program to

mprove perinatal outCime

Our community has the equipment, technology, the manpower, and the
medical expertise to provide the very best care available anywhere. Our

Job 15 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 KDWARD 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, L. 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 th’ngs 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 yov want to hear malpractice horror stories, I have got them
for you. nat you have heard them here, and I will no* 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 sume students, medical stude.ts 1. at
are practicing here. And [ asked them, why are they in the Lrofes-
sion? And give mz 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-
Ppanies 1n signing up malpractice.

It is not a good business. There are very few companies in Illinois
that are selling malpractice instrance. I 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 couree, then, it is also diagnostic work: the ultrasound, the
MRI, diagnostic imaging, this vast technology which is extremeiy
expensive. And everybody 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 the doctor’s bill. A good part of that doctor’s bill is the
lawyer’s bill. Every pregnaucy 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.

ot 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 scuthern
linois in the region that Cindy Fraed practices in that have closed
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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 alsu 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 tixe 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 dcwn 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
amendatory veto, but no money attached to it; no fiscal note on
gow to pay for those AIDS bills. So you have that draining at the

tate.

In summary, we need some relief on Medicaid reimbursement,
but remember, a good pait 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 miilion: $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 skould 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. 1 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 ¢. unwanted pregnancy. So there are things
that can ve done,

While I have sori of digressed from my testimony, I hope it has
been helpful to you. Thank you.

[Prepared statement of Edward J. Fesco M.D,, follows:]
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PREPARED STATEMENT oF EDWARD J. Fesco, M.D., PRESIDENT, ILLINOIS STATE MEDICAL
Sociery, LaSaLLE, IL

My name s Edward J. Fesco. 1 am a poard-certified general surjecn from
LaSalle, Iilinois. 1 am honored to represent the I1linois State Medical
Society 1n this hearing. And [ am pleased to see my own corqjressional repre-
sentative, Denmis Has.ert, here today to discuss quality of care for ingigeat

prospective mothers and their babies here in I11inois.

Today, 1 am gning to highlight a few reasons behind the stubborn status quo in
IT11no1s’ infant mortality rate. We've been struggling tc reduce it --
through such valuable prograns as tine 1111no1s Hospital Perinatal Network and
Parer T2, Soon. Yet, c'rcumstances are working against us every step of the
way. Circumstances such as I1linois Medicaid reimbursement levels; such as
the explosion 1n teen sex and p-egnancy; such as I11ino1s’ ranking 1n the top

five high-cost states for medical malpractice according i the Gi0.

First, and perhaps most obviously a roo: of the problem, is the absurdly low

reimbursement levels .iich obstetricians are pafid for treating Medicaid
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patients. At only $440 reimbursement for total nine-month care of mother and
delivery of newborn, 1t's a wonder that any physicians a-e able to take care
of Medicaid patients -- and economically survive. It 1s 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 ‘edicard deliveries -- beca.se they can‘t pay expenses, emplosees and

malpractice insurance premums witn a heavy Medicaid patient mix.

As some doctors leave obstetrics altogether, or limit Medicaid patieat care,
the burden 1ncreases on their coileagues. That pressura -- larger ans larger
volumes of Medicaid patients placed on fewer and fewer physicians -- causes

more “drop outs.”

In other words, the current reimbursement 1s not an incentive, but a
disincentive for I1lino1s doctors to treat Medicaid patients. Let me cite
Just one example: 1n the city of Baltimore, one insurance company considered
making 0B/GYNS pay $520 in mecical malpractice coverage for each calivery.
Maryland 15 not a high-cost leader, e I1hnors, in medical malpractice. At
that ‘per delivery' rate, [111no1s’ Medicaid reimbursement would not cover the
cost of insurance, without even considering other expenses. The I[1lincis

disincentive, as you can see, 15 sigmficant,
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A second circumstance working against us fs teen sex and early pregnancy. In

Iinoys during 1985, the i{nfant mortality rate was 11.6 deaths for every

1,000 11ve births. For teens, the rate was 17 3.

Let's look at, for example, the teen pregnancy rate in southernmost I1linois
-- coincidently where the most acute shortage of obstetrical care seems to
exi1st right now. It runs approximately 25 percent 1n several southern

counties, as opposed to an ove. all average of 12.5 nercent 1n the remainder of

NMinors (1ncluding Cook County).

There is a much higher medical complication rate 1n teen pregnancies for all
the obvious reasons: less prenatal care, inferior nourishmenrt and the age
factor of the mother herself. The I1linofs statistics tell a dismal story:

Jjust 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 sexuality and pregnancy? For
starters, we can encourage teenage mothers to continue their eduration or to
enroll in job trzining programs so that they can become self-sufficient. And
we should pay more attention to teen fathers who must be made to accept their

responsibilities 1n this area.
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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
hers®lf ... and himself ... and with their families. As parents, it 15 our
responsibility to help our children come to grips with decistons that they
will face with respect to sex ... decisions that can change their lives
forever. As community leaders, 1t 1s our duty to heln teens who don't have
strong family support find ways to see beyond the confines of their current

situation.

Naturaily, the preferable alternative 1s abstinence. Most young people simply
are not reidy 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 1ssues, 1'm afraid
the battle against teenage sexuality 1s growing bigger and bigger. For us,
the front-Tine struggle 1s now pregnancy and AIDS prevention. AIDS 1s a fatal

disease. So far, prevention 1s the only effective strategy against it.
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Within this framevork, we must re-evalyate sex education curriculum within oyr
schools. Prop r <ex education must be afforded our youth early enough to make
4 difference. Approximately half of all teenaged prejnancies happen within

S1x months of the first encounter.

In some communities, opposition to sexual education razes on, Critics clamm
that sex educatirn 1s a matter between parents and treir children and that

school sexual education classes only encourage young peosle 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,

It's interesting to note that no stud, has ever supported the view that sex
educatton has any effect on students' level of sexual activity. On the
contrary, recent studies have indicated that sex ecuca‘'on classes, sometimes
combined with school-based clinics, have actually proven effective in delaying

the onset of sexual activity and lowering pregnancy rates.

Tne I11tno1s State Medical Society s pports 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 & large part of the answer. By
“complete,” [ mean dealing with the choices and consequences of sexual
activity and drug abuse for teens -- one of which 1s A[DS. Sex education

should be aimed at fostering abstinence first, and safety always.

The third circumstance battling nealthier mothers and cn.idren 1n [111n01s 15
one to which 1've already alluded. It 1s 1111n0o1s’ medical malpractice
climate. Our ‘lawsuit-happy’ society 1s forcing high-risk doctors such as
obstetricians, neurcsurgeons and orthopedic surgeons 3 e'ther leave the

profession, the state or limit their practices.

Family physicians used to deliver babies; but not many do anymore. Tmis 1s
especially critir | downstate, where rural communities 1n 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
fa1ily doctors don't any longer do deliveries 15 simple medical malpractic-
premiuns are boosted 'sky high' wnen these doctors takz on the high risks of
obstetrical care. They can't 2fford to deliver the community's 40 to 50
babies annually and meet stiff malpractice premiums. Family practice
physicluns are le2sing delise~ses to spesialists, but -2 specialists aren't

there to take them on.
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{11inois' physician-owned company, the I1linois State Medical inter-Insurance
Exchange, charges famtly practice physictans fn southern J11tnois $5,200
annually for medical malpractice insurance. If they deliver babies, that rate

Can range up to $26,000. This is for $1 millfon policy limits.

1'd 1ike to close by talking a bit about the survey our organization conducte<
earlier this year. We asked our members -- of all cpecialties, including
OB/GYN -- about the impact of T1tigation on their medical practices. We heard
fro: about 300 08s -- comprising approximately 10 percent of our sample. They
told us they were, 1n Many 1nstances, 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:

== B4% have orde~ed additional tests and procedures
-~ 181 have made more referrals to specialists

=- 542 have stopped doing certain procedures

-- 4% have moved the location of their practice

-~ 681 have become more selective about treating certain patients
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-- 6% have retired altogether

-~ 42% have limited their use of rewly developed techmiques

What needs to be done?

in a nutshell, tort reform and better Medicard reimbursement are keys to
urproving I111noys* 1nfant mortality results. Tort reform 1n I111no1s means a
$250,000 cap on noneconomic damages -- unmeasurable, enotional elements of
damage awards which can swing widely from case to case. “:tter Medicard
remmbursement means giving doctors at least a 'break even' g.oposition, 1f not

an 11centive 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 th: problem. Without adequate
physician reimbursement, expansion of Medicaid benefits will drive more and

more doctors away from treating Medicaid patients.

Everyone at this hearing 1s, 1n some manner, committed to reducing 1nfant
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 1s working hard to promote teen sex educa.ion as a means of halting

the spread of AIDS. But short-term relief rests on policymakers such as
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yourselves taking strong steps to provide adequate Medicaid resources and to
reform the malpractice 1f2b1lity climate. Just mouthing the words, “"we must

reduce {nfant mortality,” won't work.
v In short, our commitment to all the areas nated above -- poth short term and
long term -- amust not waiver, {f our goal is healthier mothers and healthier

children for the future of Illinois.

Thank yow very much.
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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
Pubiic 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 kiud of health insurance. Generally
speaking it is catastrophic insurance. Therefore we realize very few
dollars from that paiticular 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 providc pregnancy testing, referral
to the two prenatal clinics in Decatur, family plannine, 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 cit; of 94,000, has been se-
verely affected by ithe 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 peuple were receiving some
kind of public assistance and 42 percent of the ¢!ementary students
in our public school district sre 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 desigr.ated by the Governor’s infant mortality reduction initia-
tive. And zince then we have been able to put into place a number
of health care services that were aiready there, but we have built
up a very strong netwcrk of health care service which comple-
m(lant the two prenatal clinics which we have 1. each of our hospi-
tals.

Currently infant mortality in Macon County is 13.6 per 100,000.
The S*ate rate is 12. Amongst black infant: this numaber is closer to
22 per 100,000; 16.3 percent of the pirths 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 4.6
percent.

Needless to say, these are alarming figures. What in the opinion
of mani is even more troublesome is that locally we do have a good
network of services, locally we do have prenata{ clinics, we do have
in 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 fear—particularly in the Chicago
area—becoming 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.

of joos 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 of
these jobs are less than fulltime and there are no benefits that go
along with it. The c~~ of private insurance is prohibitive, Premi-
ums in excess of $14v a month are not unusual. It is unimaginable
for a family where their income is perhaps $10,000 a year, which
would 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 poverty
level before he or she can qualify for benefits. Frequently expenses
that are incurred in the hospit:l—we talked earlier about spend-
down. When the actual hospitalization occurs, then the Medicaid
program will kick in. It does not kick ir. for the very crucial prena-
tal visits and it stops once the mother and child are out of the hos-
gital and she goes to seek well-child medical attention for her chil-

ren.

In the recent legislative session there was some agreement that
the eligibility benefits would be extended to encompass all women
who are at or below the poverty lev=l for prenatal care, as well as
for well-child care for children up to the age of one year. However,
the Cown 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 shyeician glut. [
do 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 affiuent areas, there continues to be a serious phy-
sician shortage in rural and in urban disadvaitaged areas.

The Community Health Center in Decetur, 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 p.iients, and generally is less likely
to accept Public Aid or medica.ly indigent patients, particularly
women who are at high risk because of another condition.

Many physicians 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 excepticns.
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 civy 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 1hat type of health care a child receives after birth. Many
health departments including the Macon County Health Depart-
ment provide free wellchild care and immunizations. Yowever,
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. Fortuneiely ve
hga/e 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 con 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. Termir.ology has
changed. We speak about negative outcomes or significant anoma-
lies. We do not tail- about babies who are born who will never lea.l
a ful! a~d productive life, or babies who die.

The correlation of excer~—e drinking, smoking, and drig usage
in problem pregnancies c... iot 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 cere is not
agpreciated or understood. Many women are children and grand-
children of traditionally unserved and/or underserved populations
who had litile 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 becoines
good enOUfh for the daughter.

Obviously co1.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 o 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
cost-effective manner.

The solution to the problem of infant mortality wil! nol 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 he 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 STATEMENT oF BA2BARA BURKE DUNN, DIRECTOR oF THE COMMUNITY
HEeALTH IMPROVEMENT CENTER, DECA™UR, IL

My name is Barbara Dunn. I am the Dicector 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 ovur patients are Illinuis Public Aid recepients.

10 percent are Medicare eligible and the remainder are self-payors. Few, less
thm Z percent. have anv tvpe of he- *h inssrance. The self-punors are charged
on a sliding fee schedule based on Feo:ral Puverty Income Guidelines. About
85 percent of ovur self-pay patient, cuilifv for the lowest fee level - their
incomes are at or below puverty level. Unlike a rumber of community health
centers nationwide, our Center does not provide onsite obstetrical :are. However,
we lv provide pregnancy testing, referral to prenatal clinics, family planning
and care for wel! and sick infants, including imsunizations.

Macon Ziunty, with o population of approximately 128,000 persons, 1s located in
Central Illinois in the heart of some of the richest faimland in the United States.
Decatur 1is 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 Auguat 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 enroclled in the Decatur elementary schouls qualiry for
reduced or free hot lunches.

Over the last several vears the problem of infant mortality has received increasiqg
state and federal attention. In 1985, Macon County was one of several downstate
counties tsrgeted in the Governor's Infant Mortality Reduction Jnitiative, (now,
known as Families With A Future). 1986 statistics for Macon County mirtor those f
wmany inner city urban areas as well as remote rural areas of our count-y:

The infant mortality rate was 13.6/100,000 vs. a state rate of
12.6 - amongst black infants the tigure was closer to 22/100,00“‘}.

16.3 percent of the births were to teens -~ompared to ~he state
figurs of 12.5 percent.

6.7 percent of the women vho delivered babies :a Macon County in
1966 had no prenatal care or began care in the third trimester of
pregnancy. This figure contrast> with an overall state rate of
4.6 percent.

These figures are alamming in and of themselves. What, in my cpinion, ana that
of other professionals in the community makes these statistics <ven more trouble-
mome is that, locally, there are two prenatal clinics - one at each hospitsl, and
a network of health care aud vocial services targete! to the low income high
risk population. Many women in the Decatur area for ressovis ot pride, embarass-
ment, or misconceptions about quality of care do not access the prenatal clinic
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until late in their pregnancies. In pa+rt of the state, women either don't have
the opportunity to utilize a Clinic setting or fear becuming s faceless number
in & huge wvaiting rouvm. Yuung teens and the vorking ior are probably the ones
sost overvhelmed by s svstem with whi-h vhey have ha ittle or no experience.

We have cuncluded that mu.t of the factors which influenc~ infant mortality rates
in similarly disadvantaged areas are also the major causes >f problems faced in
Decatur. Two issues seem to atand out: aconomics snd avarene: : 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 sonths, sost employment

gains have been in the tcaditionally lower paying service sector. Many of these

Jobs are less then jull time and otter no benefits. The cost of private insurance

1> prohibitive. .cemiums in excess of $150.00 per month are not unusual. Simply

put, an individual earning even as much as $5.00 per hour can not afford insurance.

The Medicaid prugras ia federally mandated, but income guidelinea to determine
aligibility are determined by the states themselves. In Illinoia, an individual
sust have an income cloase to one-half the amount designated a:c "poverty level®
befure qualiiving for benefits. Frequently, expenses incurred in the hospital
for actual delivery and newborn care are high envugh to be covered by Public Afd
Yet, critical care for mother and child, prenatally and postnatally will not te
covered.

Much publicity has been given to the so call:d physician "glut”. While there may

be a surplus number of doctors in affluent urban areaa of the country, there
continues to be a serfoua phyaician shortage in rural and disadvantaged greaa.

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 1s
lesa likely to accept Public Aid or medically indigent patienta, particularly high
risk vomen. Many physicians in our ares catagorically refuse to see persons on
Public Afd. Ali poor women are expected to be “clinic" patients. They have
virtually no choice in the matter.

The reasons for the such debated malpractice crisis are not at iasue here. However,
the fact is that physician malpractice insurance has increased dramz callv in the
last several years. The rates for those dociurs with obszetrical practices have
become so astronomicsl that many family practice physicians have given up the
obstetrical portion of their practice. This decision on their parts’ has had an
enormous negative impact, particularly in rural aress, but has also greatly limited
acceaa to prenstsl care in aome urban aress aa well.

Lack of insurance, r , cash, or inability to find a physician who will accept

8 medical card are &' 5 considerations in determining what type of health care

8 child receives afte birth. Many health departwenta, including that in Macon
County, provide free well child care and immunizations. However, aick children

are anuther issue. For all practical purposes, the Community Health lmprovement
Center is the only place & poor child can receive sedical care. Fortunately, the
Center hae a full time pedistrician on ataff. Bwergency rooms are inundated with
persons seeking care for their children. In the early yeara of life, it 1a essential
that children received onguing medical care; growth ancd development must be monitored;
immunizations given; follow-up for acute and chronic problems provided When parents

ean
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cannot afford these services for their children, small easily solved difficulties
can becose major problems. MNaphsisrd medicsl care can also sean thst a e¢lopmentsl
delays, vr cases of abuse and neglect sre overlooked or ignored.

Avareness or public perception seesed to play a msjor role in the problem of infant
mortality. In the early part of the century, materns] and infant deaths were
commonplace. As statistics improved, there was less concern sbout the problem.
Terminology changed. We spesk of “negstive outcomes”, "significant snomolies” not
sbout Labies vho sre severely physically or mentslly handicepped, or infants who
die. The currelstion of excessive drinking, smoking, and drug usage and problem
pregnancies cannot be stressed enough to women of child beasring age. And, this
type of educaticn muat be given before conception, be ongoing, and consistent. It
1s insufficient to have an annual medie« ! ‘tz on these fssues. Amongst sume pop-
ulations, the value of good prenatal ca- * not appreciated or understood. Msny
women are children and grandchildren of ...ditionally unserved or;and underserved
populstions who had little or no prenatal csre. Fv- chersore, these vomen themselves
vere frequently medicslly neglected, ss children. What waa "good enough” for the
sother now becomes “good enough™ for the daughter.

Obvioualy, conaiderably more efforts will have to be expended into the educstional
aspect of this problem. These efforts will be cos*ly snd their effects, initislly,
will be difficult to messure o monitor. The target population of low income,
ainority, migrant, and non-English spesking vomen is not easy to resch. Federslly
funded community heslth centers bsve proven to be the medicsl safety net for many
of this nation’s poor. Many centers have crestively utilized federsl, state snd
locsl public and privste funds .o provide quality medicsl csre, heslth promotion
sctivities, and case managemsent services in s cost efficient manner.

The solution to the problem of infent sortality will not come chesply. On the
other hand, no child should ever die cv be born disabled because his or her mother
was not aware of the need for good prenatsl care. Mo child should ever die or be
left permanently physically or mentslly incapacitated because his or her psrent
could not sfford sdequate sedicsl csre. No parent should ever be f/-ced to
consider delaying needed medicsl trestment, prenatslly or postnatally, because

of cost. I can sssure you that such decisions are made dsily by countless psrents.

(o]
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Chairman MiLLER. Thank you. Congressman Durbin.

Mr. DureiN. 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 ¢ years this has
been a program which Congress has been asked to virtually abolish
because of our nceds 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. EsgnsreN. I think, in our program without those physi-
cians—they just began providing services just this last August, so
we went for a year before that witnout them. Every single women
in the counties of Alexander and Pulaski had to be driven to tue
Carbondale area for prerata 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. DuraiN. 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 of
this nation.

Mr. DursIN. Dr. Fesco, during the last session of the Illinois Gen-
eral Assembly—or 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 understanding—and I wish you would elaborate—
that this has resulted in a net decreuse of malpractice ciaims
against most specialties but not in the area of oimtrical care.
Could you comment on this?

Dr. . 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 com?a.nies 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
fact—although 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 far as the lady mentioned that with the insarance premi-
um increase there was no excuse, there are fewer and fewer compa-
nies in business. St. Paul, that was mentionea by one of the partici-
pants, has just left Florida because the state decided one way oo 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. DursiN. Doctor, if I could ask one last question, Dr. Single-
ton came by my office a coupie of nonths ago and really spelled
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out in graphic terms what local obstetricians are facing with mal-
practice premium increases. The ones t!:at have been cited in testi-
mon ay 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 $35,000.

Mr. DursiN. So the amount being charged by St. Paul is more
th;m twice the amount charged by the lilinois State Medical Socie-
ty?

Dr. "esco. 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 insrrance ir: Illinois. The doctors got
together seven years ago. Everybody chipped in some thousands of
dollars and said, let us start our own company.

Mr. Durpin. 1t is a not-for-profit operation, is it not?

Dr. Fesco. Not for profit. It is a risk management thing.

Mr. DurpiN. 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. Dursin. How about downstate in Springfeld?

Dr. Fesco. That is a little less. That is less. In Chicago there are
obstetncmns pa%'mg $140,000 for the——

Mr DursIN th2 Stat: Medical Society?

Dr fgsco. Not the State Medical Soclety It is sti'l cheaper.

Mr. DursiN. Well, 1 m:ght add in defense of Dr. Singleton, I
know that there is a considerable expense in transfer, that costs a
g ysician $100,000 to move from St. Paul Insurance Co., to the

tate Medical Snciety; 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 malpractice premiums and liability. Thank you.

CHAIRMAN MiILLER. Thank you. Mr. Hastert.

Mr. Hastert. 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 thet correct?

Ms. Ei1sEnNSTEIN. We have had 424 births since we began program-
ming, which wes I think about January of 1984, and we have had
zero deaths.

Mr. HasTert. And you also gave testimony that the Parents Too
Soon Pr%; am that you are part of, is really part of the Der t-
ment of Children and Family Services. Is that correct? Do you c¢o-
g{rg‘iﬁu;t‘f then with the Department of Public Aid and P"bhc

th?
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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 O 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 cluse 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 pecple?

Ms. lslsznsmm. The out’ cach efforts are tremendous. I worked
as a home visitor in one of our programs for 2% 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 cur outreach efforts.

Mr. Hasterr. 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 1: 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.ie climate
is that you cannot practice medicine sensibly. You have to g0 over-
board and order literally everything. It is very difficult to expiain
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 have
changed the outcome. And it is very difficult, as f)r 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 fo. 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, sn there is really a competition here for these dol-
lars that are in the pipeline, is that correct?

Dr. Fesco. Thers is never enough money for people’s expecta-
tions, as you as a Congressman surely know.

Mr. Hasterr. Well, we are learning. I appreciate it. And do you
feel that—you know, we ha.~ talked about the State pools and dif-
ferent types of insurance opvortunities—that, in your feeling, if
there was significant reform 1, Illinois, that the costs of medical
service to those ‘;)eople who need help, the working poor and
beﬁond that, would be improved?

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. “tice 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 svits 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. John'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 ccmmittee 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, DIRECTR oF PuBLIC HEeALTH,
SPRINGFIELD DEPARTMENT OF PUBLIC HEeALTH, 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 1imited 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 othervise financially indigent. At least
eight-five percent of our funding is for direct care
services. Beginning with the 1985-86 grant year we were
allowed to extend the services to any pregnant female 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 agfield Department of Public
Health to provide funding for |imited 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 Cesirian secticn 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, or spenddown to this agency. Applying for
Public Aid is a humiliating and discouraging process. One
nead only accompzny a client to an appointment to fully
appreciate the trauma.

1 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. Cynthia
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 from local agencies, clients
themseives, 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 cliern’s are recipients of ¥W.1.C., a staff nurse
visits the client during the course of her pregnancy,
transportation to doctor's appointments, W.1.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 Springfieid 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 “ee for any of the above mentioned services.

Te varying Jegrees decrease in physician participation to
provide prenatal care to these identified clients is evident
throughout 111inois and other states in the country.

The 11linois Jepariment of Public Health has funded a

prenatal clinic at the Lake Ccunty Health Department for
several years. I would encourage you to visit and/or

129
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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 schuul based education and
support program for pregnant teens and teen parents.

Thank you for the opportunity to present written testimony.
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PrepAReD Statement oF H. Brent De Lanp, Pa.D. Executive DirecTor, ILuiNoIs
COMMUNITY ACTION ASSOCIATION AND ADJUNCT ASSOCIATE PROFESSOR AT SANGAMON
StATE UNIVERSITY, SPRINGFIELD, IL
Mister Chairman, Congressman Durbin, mémbers of the
committee, staff, ladies and gentlemen, I am most grateful
for this opportunity to present testimony on thi< day
dealing with the growing problem of infant mortality. I am
H. Brent De Land, Executive Director oZ the Illinois
Community Action Association and Adjunct Associate Professor
at Sangamon State University. I hc'd a doctorate degree in

management from the Unicn Graduate School and have worked in

human service programs for the past two decades.

The Association has a small grant under the Community Food
and Nutrition Program, Office of Community Services,
Department of Health and Human Services and administered by
the Illinois Department of Commerce and Commuriity At.airs.
As a result of this grant I have become familiar with the
unfortunate relationship between infant mortality and
nutrition. Specificaily, 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 bir:h weight. Low birth weight is conside-ed a weiqht

of 5 pounds 8 ounces/2500 grams or less, according to the

0
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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.
Aithough low birth weight has several possible causes, two
clear and consistent causes present themselves: teenage

mothers and poor or improper prenatal nutrition,

The Committee to Study the Prevention of Low Birthweight 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 mochers, 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 socioceconomic 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 Fetal 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 exampie, 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 Jain at
least 16 pounds, as were unmar.ied women, poorly educated

women, and women of lower socioeconomic status.
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The findings of the two reports cited show that pocr
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 momert allow me to roturn to statis!ics to show the
relative importance of this question in Illinois and the
nation “he downward trend in infant mortality experienced
between 1975-1980 showing a 22 percent decreasa, has now
been reduced to 16 percent since 1980 in the United States.
In 1Illinois, between 1985-1986 infant mortality increased
by 3 percent, f-om 11.6 to 12.0 deaths per 1,000 live
births. Por white infants, the increase went from 9.1
percent tu 9.3 percent and the rate amorg 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 ver 1,000 live birtls, Therefore, the Illinois rate
was a full 1.6 percent greater than the national averane per

1,000 live births,

The disparity between white and nonwhite infant mortality is
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related as much or more to poverty than any other factor.
Consider a recent statement from the Children's Defense
Pund, "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, rearly 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 ihe 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 bizthweight is now
considered the most common problem at birth. Low
birthweight affects one in every 15 babies born in the
United S.ates today. The March of Dimes has concluded that

the mothers®' habits during pregnancy are the major

oy
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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 birtn,

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:

"l. A statistically gignificant 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. 1f the diet of the mother during oregnancy is
poor to very poor, she will unadoubtedly have an
infant whose physical condition will be poor. 1In

the 216 cases considered in this study, all
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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 prematvre, 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).”

Th2re 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. 1In 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 Department of Public Health data,
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“0f the thirteen downstate cities with over 1,000
resident live births, three--gast St. Louis, Elgin
and Joliet--had higher mortality rates than 4id
Chicago in 1986. This marked the fourth
consecutive year ir which Bast St. Louis' rate
exceeded Chicago's. Pive 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 taree years.”

Using St. Clair County as a case example, the infant
mortality rete increased 33 percent hetween 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 sparsc
population and therefore, a correlation in smaller counties
present some research difficulties, For example, in
Kankakee County, the infant mortality rate is greater than
Chicagce and the state average, yet we cannot document this
in terms of poverty pockets in the county, It is my
person»rl, 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. Substantiel
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 availeble, 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 rz2lationship and trade-offs between these two
maternal nutrition systems remain to be fully

explored.”

Doctors Worthington-Roberts, Vermeersch and Williams in

their 1985 book :utrition in Pregnancy and Lactation define

one important community resource for poor women concerned

with proper nutrition during pregnancy.

"Other sjecial projects, such as Women, Infant,
and Chi_d 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 th2 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 neeCs outside

the mainstream of medical care."

20
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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 1increased nutritional requirements during
pregnancy are based or age and parity of the
mother, her preconception nutritional status,
individual needs, and a unique biological
synergism. This synergistic whole is based on
complex metaboiic interactions among the three
biological entities involved: maternal organism,

fetus, and placenta. All of these factors combine
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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 (1)
increased nutritional requirements, (2) normal
physiological adjustments of pregnancy, and (3)

individual assessment 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 partnvrs and construction materaial.

"To assure that these increased nutritional needs
are met, the process of nutrition assessment igs
fundamental in all prenatal care. This general
process includes clinical observatinns, body
measures witbh attention to good quality weight
galin, obtaining significant social and medical
history, and monitoring laboratory data. Detailed
personal data concerning lising situation and food

patters provide the basis for supportive autrition
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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-thirds of all infant deaths occur in babies
weigl:iing 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 associzted with low birthweight
infants include: lack of prenatal care; poor

nutrition; smoking, ai.cohol and drug abuse; age of
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mother (especially youth of mother); social o

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 1low
birthweight infants, partly because of lack of adequate

prenatal care.

0f 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
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Increased allocation to WIC.

Reaching women early in pregnancy and improving their
ugse of medical and social services in the community.
Reducing practices harmful to the fetus--smoking, use
of alcohol and drugs--and improving the nutrition
practices of pregnant women.

Identifying high-risk pregnant women who might deliver
preterm or bear an infant too small for its gestational
age.

Tailoring prenatal services for high-risk women to
reduce the incidence of preterm delivery and 1low
birthjweight infants.

Expansion of teen pregnancy prevention programs.
Pregnancy-Food Stamp Outreach program establishment.
Increased allocation for Planned Parenthood.

Increased allocation to the Community Services Block
Grant, Community Food and Nutritiocn Program, with a
prenatal nutrition direction.

Increased allocation to Maternal and Child Health Block

Grant,

Expanded usage of community based prenatal programs
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including those of fered by community action agencies,
12) Creation of a National Task Force on Infant Mortalicy
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
a2 greater revenue base. To .icm. a few, Planned Parenthood,
Parents Too Soon, The Care Center, Springfield Jrban 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 tue 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 youl!

All bibliographic and footnote data will be provided upon

request,
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