- - Ey - -

DOCUMENT RESUKE

ED 321 874 PS 018 938

TITLE Child Health: Lessons from Developed Nations. Hearing
before the Select Committee on Children, Youth, and
Families. House of Representatives, One Hundred First
Congress, Second Session.

INSTITUTION Congress of the U.S., Washington, DC. House Select
H Committee on Children, Youth, and Families.
-~ PUB DATE 20 Mar 90
: NOTE 107p.

AVAILABLE FROM Superintendent of Documents, Congressional Sales .
Office, U.S. Government Printing Office, Washington, K

ig DC 20402.

: PUB TYPE Reports - Descriptive (141) --

ﬁ_ Legal/Legislative/Regulatory Materials (090)
EDRS PRICE MF01/PCO5 Plus Postage.
DESCRIPTORS *Child Health; Comparative Analysis; =Developed

Nationg; Etiology; Health Insurance; =zHealth
Programs; »Health Services; Home Visits; Models; :
Physical Examinations; =»Prevention; Program §
Descriptions

s IDENTIFIERS Canada; Congress 10lst; England; France; Netherlands;

- Norway; =Program Characteristics

ABSTRACT

The first of a series of hearings on child health
issues was held in an effort to obtain a better understanding of the
causes of the United States®' low rank among industrial nations on
indices of child health and prosperity and of models other nations
X use to improve children's health care, access to delivery systers,

%- and cost containment. Contents of the report provide: (1) an

i% introductory discussion and fact sheet on child health in developed

B nations; (2) a minoritv fact sheet on the same tcpic; (3) a general

< discussion of what can be learned from other inaustrial nations; (4)
a description of a home visiting program in England that provides
families with support and guidance regardless of family income; (5) a
discussion of Canada's universal health insurance system; (6) a
description of the work of maternal and child health teams that
perform routine physical examinations for all children who attend the

. universally available preschocl in France; (7) an overview of

. operational aspects of preventive pediatric services provided in

health stations in every Norwegian community; (8) a description of

the preventive health care system in the Netherlands; and (9) a

report of research findings on the preventive health services for

children in 10 Western European nations. A panel discussion and a

statement on the main cause of and remedies for the United States®

child health problem conclude the report. (RH)

R R R R R R A R R R R R R A R AR A R R A R A A R A R R R AR R R R R AR R R R R R R R R R R R AR RRRRR R

} = Reproductions supplied by EDRS are the best that can be made =
| = from the original dccument. *

‘: R A R R R R A R R A R R R R R R A R A R A A A R R A AR A R R R R R R R R R R AR R R R R AR




WL e T e »

ED3 21874 e
4\,‘
/"‘
n
4

N .

CHILD HEALTH: LESSONS FROM
DEVELOPED NATIONS

U.S. DEPARTMENT OF EDUCATION
Office of Ecducaiionat Rerearch and Improvement

EDUCATIONAL RESOURCES INFORMATION
CENTER (ERIC)

*rms document has been reproduced as 4
recewved from the person or orgamzabon =~ °
onginating it

Q Minor changes have been made 10 mprove -
reproduction quality

o Fonts of view o openions stated mthes docu- F
. ment 0O not necessanly represent officiat

OERI position or policy
BEFORE THE

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

ONE HUNDRED FIRST CONGRESS
SECOND SESSION

HEARING HELD IN WASHINGTON, DC, MARCH 20, 1¢90

Printed for the use of the
Select Committee on Children, Youth, and Families

- &' BEST COPY AVAILABLE

U.S. GOVERNMENT PRINTING OFFICE

30-926 WASHINGTON : 1990
: O For sale by the Superintendent of Documents, (‘imxrcoiml Sales Office
.. E MC U.S. Government Printing Office, Washington, DC 20402

e L i < - - - e
i — L. me w mne smecistet i




SELECT COMMITTEE ON CHILDREN, YOUTH, AND FAMILIES

GEORGE MILLER, California, Clairma.:

WILLIAM LEHMAN, Florida
PATRICIA SCKHROEDER, Colorado
LINDY (MRS. HALE) BOGGS, Louisiana
MATTHEW F. McHUGH, New York
TED WEISS, New York

BERYL ANTHONY, Jr., Arkansas
BARBARA BOXER, California
SANDER M. LEVIN, Michigan
BRUCE A. MORRISON, Connecticut
J. ROY ROWLAND, Georgia

GERRY SIKORSKI, Minnesota

ALAN WHEAT, Missouri

MATTHEW G. MARTINEZ, California
LANE EVANS, linois

RICHARD J. DURBIN, Hlinois
DAVID E. SKAGGS, Colorado

BILL SARPALIUS, Texas

TEOMAS J. BLILEY, Jr., Virginia
FRANK R. WOLF, Virginia
BARBARA F. VUCANOVICH, Nevada
RON PACKARD, California

J. DENNIS HASTERT, Rlinois
CLYDE C. HOLLOWAY, Louisiana
CURT WELDON, Pennsylvania
LAMAR S. SMITH, Texas

PETER SMITH, Vermont

JAMES T. WALSH, New York
RONALD K. MACHTLEY, Rhede Island
TOMMY F. ROBINSON, Arkansas

COMMITTEE STAFF

KARABELLE Przzicam, Staff Director
Jir KaGan, Deputy Staff Director
Dexnis G. SmrrH, Minority Staff Director
CaroL M. Sraturo, Minority Deputy Staff Director

an

3ddiAVA Y00 1238




Hearing held in Washington, DC, March 20, 1990
Statement of:

CONTENTS

Goodwin, Shirley, BSc., RGN., RHV, general secretary, Health Visitor’s
Association, London, En, land
HanP aieyAle’ M.D, F.A.AP, president, American Academy of Pediatrics,
o
Lie, Sverre, M.D,, Ph.D., professor, department of pediatrics, University
Hospital italet) Oslo, Norway
Mancxaux, chel G., profasor of publxc health and social pediatrics,
Umversxty of Namg Nancy,
C. Arden, M.D,, professor of maternal and child health, school of
publxc health, Umvexsxty of North Carolina, Chapel Hill...........c.ccoeooeneene.
Pless, 1. Barry, M.D., FRCP(C) professor, department of pediatrics and
epxdexmol McGilt University, Montreal, Canada............ooo.ovorcmrvemmernenns
olg.us, M.D, DP.H,, medical officer of maternal and child
eal care, Ertment of the Chief Medical Officer of Health, Rijs-
wijk, Netherlan
statements, letters, supplemental materials, et cetera:
Bhl , Hon. Thomas J., Jr., resentative in Congress from the State
1rg1ma, and ranking Repub can Member:
“Chxld Health: Lessons From Developed Nations” (Minority fact

sheet)
Opening statement of.
Chiles, Senator Lawton, (ret.), cb.mrman National Commission to Prevent
Infant Mortality, W: n, , opening statement of ..........c.ocerreeerene
Goodwin, Shirley A, B.Sc. RGN, V, general secretary, Health-Visi-
tor’s Amomatxon, Tondon, England, pre statement Of .......ccoeemnererreene
Harvey, Birt, M.D.,, ¥.A.AP., president, rican Academy of Pediatrics,

Palo Alto, CA, prepared statement of
Lxe, Sverre 0 M.D, Ph.D, professor, de&rtment of pediatrics, Universi-
os;ntal (kashospxtalet) N-0027 Oslo 1, Norway, prepared state-

ment
Mancxaux, Michel, professor of public health and social pediatrics, Uni-
of Nancy, ancy, France, prepared statement Of .........coceeevreennrecns
. Arden, M.D,, professor ofp ternal and child health, school of
R{ lxc health, Umverslty of North Carolina at Chapel Hill, Chape! Hill

A prepared statement of

Miller, Hon. George, a Representative in Congress from the State of
Cahforma. and chairman, Select Committee on Children, Youth, and

Chxld Health: Lessons From Developed Nations” (a fact sheet)............
Opening statement of.
Verb , Hans, M.D., DP.H,, medical officer of maternal and child
health care, De; ent of the Chief Medical Officer of Health, Rijs-
vmk, Netherlan prepared statement of
gfner, Marsden, regional officer, maternal and child health, World
ealth Organization, Copenhagen, Denmark, prepared stater-ent of.......

am

4.

1

21
31

46
41

99

cd

RS
. bt bt it k% o e o A e . e e e o b et w wod
g - e RN . . A Skt




. CHILD HEALTH: LESSONS FROM DEVELOPED »
NATIONS

TUESDAY, MARCH 20, 1990

P HousE oF REPRESENTATIVES, :
SerLect COMMITTEE ON CHILDREN, K
P YouTtH, AND FamiLi®s, 4
: Washington, DC. :

The committee met, pursuant to notice, at 9:30 a.m., in room ;
e 2322, Rayburn House Office Building, Hon. George Miller (chair-
i man) oresiding. ;
Members present: Representatives Miller, Boggs, Martinez,
Evans, Bliley, Holloway, and Senator Chiles [retired].
Staff present: Karabelle Pizzigati, staff director; Jill B. Kagan, )
deputy staff director; Madlyn Morreale, research assistant; Dennis o
G. Smith, Minority staff director, Carol Statuto, minority deputy .
staff director; and Joan Godley, committee clerk. :
Chairman MiLLER. The select committee will come to order. The
purpose of today’s hearing is to listen to witnesses on the issue of
Child Health: Lessons from Developed Nations.
The United States for decades has been a dominant economic
5 power and must now contend with its international competitors in
: more ways than one. Just yesterday, the Select Committee on Chil-
: dren, Youth, and Families released a report on international com- :
- parisons of child well-being prepared by the U.S. Bureau of the
i Census, that shows the U.S. trailing other industrial nations in the 3
health and prosperity of its children. :
The purpose of today’s hearing is to get a Letter understanding
of why that might be and what models are being used in other na-
tions to improve the health care of their children, the access to
: health care delivery systems and, hopefully, the cost containment
; of some of those systems.

The report that the select committee released yesterday ™ised
many, many questions about comparable rates and the me 1 of i
comparison between various nations and the United States, vut it 4
didn’t answer all of those questions. -

Today is the first in a series of hearings that the committee
plans to hold that will hopefully help us answer some of those
questions as we look at major health care initiatives in this Con- :
gress by our colleagues on the Committee on Energy and Com- i
merce and the Committee on Ways and Means. These committees -
are looking for ‘mproved ways of incorporating children into ;
the health care system of this country, especially Iow-income chil-
dren that by all means of measurement seem to be disproportion-
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gbely left out of the health care delivery system in the United
tates.
[Opening statement of Hon. George Miller follows:]

OPENING STATEHENT OF HON. GEORGE MILLER, A REPRESENTATIVE IN CoNGRESS FrRoM
THE STATE OF CALIFORNIA, AND CHAIRMAN, SELECT COMMITTEE ON CHILDREN,
YoUTH, AND FAMILIES

The United States, for decades a dominant economic power, must now contend
with its international competitors in more ways than one. Just yesterday, the Select
Committee on Children Youth, and Families, released a report on international
comparisons of child well-being dprepared by the U.S. Bureau of the Census, that
sl}:?lvgs;e the US. trailing other industrial nations in the health and Pprosperity of its
c| n.

Demonstrating higher U.S. rates of infant mortality, teenage pregnancy, youth
homicide and child poverty than in most other industrializ:s nations, the study
raises serious questions about U.S. policy priorities, the future of our children and
youth, and our prospects for competing in world markets.

Experts have repeatedly warned that the United States is losing more than 20%
of its children to poverty, ill health, malnutrition, disability and school failure.
When children start out with social and educational deficits, the capabilities of our
future labor force are severely thwarted. America cannot be productive, cannot com-
pete, and will not succeed, if we abandon our human resources to certain failure.

The time has come to thoughtfully consider the practices of other comparable
countries, which in many important areas, are achievmg better health and econom-
ic x‘ot:iut:::"-omes for their children and families, despite their smaller gross national

u

That is why I am estpecially pleased that the Committee has the oppoitunity today
to explore the successtul maternal and child health policies that frequently result in
healthier children in four European countries and our closest neighbor, Canada.

When it comes to health care, the U.S. stands aione. We spend a higher percent-
age of our GNP on health care than any other indusizialized country; yet, on the
most important indicators of child health, we lag way behind.

One of the more ious disparities between the U.S. and other nations is infant
mortality, which has aiways been a benchmark of a society’s commitment to chil-
dren. The U.S. infant mortality rate ranks behind 21 other industrislized nations,
and 300,000 infants die or are born too small each {lear

But as critical as it is, infant mortality is not the only indicator of child health.

Some 11 million children in the US. have no health insurance and at least seven
million children don’t even receive routine medical care.

Forty percent of U.S. preschool children are not immunized. In some inner-city
areas and isolated rural communities the percentage is as high as 55%. We're even
beginning to see resurgences of childhood diseases, such as measles and whooping
eol(xil:, that we had long since thought were eradicated.

ildhood poverty, the ereatest predictor of poor child health outcomes, is worse
in the US. than in most other industrialized countries, and financial barriers are by
far the most common and significant reasons that women and children don’t receive
the health care they need.

By contrast, in Europe or Canada, no pregnant woman has to ask how, or where,
she will receive prenatal care, or who will pay for it. No child is denied preventive
health care, including immunizations, because of an inability to pa&'. .

And, compared with our allies in Europe, we fall far short of o ering families in
need support services such as respite care or home visitinsg.

Not every country is completely comparable to the U.S,, and their disparate poli-
cies may not be appropriate here. But, through greater comparative study, we can
translate some of their successes to our own cultural, economic and political setting.

Today we will hear about the implications for children of Canada’s universal
health insurance system; about a home-visiting p m in En?and that provides
families with on-going support and guidance regardless of fami y income; and ma-
ternal and child health teams that perform routine physical exams for all children
who attend universally-available preschool in France. New information derived
from a study in progress dealing with preventive health services for children in ten
Western European nations will also be presented.
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. I want to welcome our international guests and thank them for coming such a

oo M0 iiohe 3

long way to share their expertise and their successes. And I want to thank the

: American Academy of Pediatrics for their vision and commitment on behalf of chil-

e dren and for bringing these experts together to make this hearing possible.

\ o I look forward to your testimony. .
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CHILD HEALTH: LESSONS FROM DEVELOPED NATIONS
A FACT SHEET

MILLIONS OF U.S. CHILDREN LACK HEALTH INSURANCE AND
ARE LESS HEALTHY

e  Unlike 21 other developed nations, the Usited States does not
have a national health program which provides medical care to

virtually all of its population. (U.S. Department of Health and
Human Services, 1987)

™ In 1987, 37 million non-clderly Americans had no health
insurance. Of these, more than 12 million were children, a 14%

increase since 1981. (Swartz, 1989; American Academy of
Pediatrics, 1989)

e  Babies whose parents have no bealth insurance are 30% more
likely than those from insured families to die or be seriously ill
at birth, according to a study of more than 100,000 births in the
San Francisco Bay area. (Braveman, 1989)

° Uninsured low-income children receive 40-50% less physician and
hospital care than iow-income insured children. (Rosenbaum,

1987)

U.S. HEALTH SYSTEM MORE COSTLY THAN IN COMPARABLE
NATIONS

) In 1984, the U.S. ranked highest in total health expenditures as
a percent of gross domestic product (GDP) among 23
Organization for Economic Co-operation and Development
countries, including Western Europe, Australia, Canada, and
Japan. The United States allocated 10.7% of its GDP to health
expenses compared with 8.4% in Canada and 5.9% in the United
Kingdom. [Organization for Economic Co-operation and
Development (OECD), 1987]

) Public expenditures as a percent of total health spending were
lower in the U.S. than in any of the same 23 OECD countries.
In the U.S, 41% of total health expenditures were paid by the
government, compared with 74% in Canada and 72% in Japan,
(OECD, 1987)
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ECONOMIC WELL-BEING OF CHILDREN MORE PRECARIOUS IN

US.; LOW-INCOME CHILDREN HAVE POOR HEALTH OUTCOMES

In 1979, 17% of all children in the United States were living in
poverty, a child poverty rate that was nearly 80% higner than in
Canada (9.6%:), and more than twice the rate in West Germany
(82%) and Sweden (5.1%). [Select Committee on Children,
Youth, and Families, U.S. Bureau of the Census data (Census),
1990]

In 1979-1981, at least 99% of poor families with childzen
received government assistance in Sweden, West Germany,
Australia, Canada, and the United Kingdom, compared with only
73% of poor families in the United States. (Census, 1990)

Low-income children in the U.S. are about twice as likely as
higher income children to be born at low birthweight, two to
three times more likely to experience postneonaial mortality, and
three times more litely to have delayed immunizations and lead
poisoning. (Starfield and Newacheck, 1986)

Children in poverty are almost 50% more likely to have a
disability than children from higher inccme families. (Fox, 1987)

INFANT HEALTH MORE FAVORABLE IN EUROPE AND CANADA

THAN IN US.

Each year, nearly 40,000 infants die in the United States before
their 1st birthday. In 1987, the infant mortality rate was 10.1
deaths per 1,000 live births. The U.S. ranks behind 21 other
industrialized nations in its infant mortality rate. (National
Center for Health Statistics, 1989; U.S. Public Health Service,
1989)

In 1982, 6.8% of infants were born at low birthweight (LBW) in
the United States, 60% higher than in Norway and Sweden
(4.1% and 4.2%) and also higher than in France, West Germany,
Canada, Italy, and the United Kingdom. A low birthweight
infant is 40 times more likely to die in the first month of life
than normal weight infants. In 1987, the U.S. LBW rate rcse to
6.9%, the highest level observed since 1979. (Census, 1990;
Institute of Medicine, 1985; National Center for Health Statistics,
1989)




In 1986, the U.S. ranked 16th among 20 industrialized natons
in deaths to infants under age one who survived the 1st raonth
of life. The U.S. posineonatal mortality rate (3.6 deaths par
1,000 live births) was 28% higher than in Canada (2.8) and 20%
higher than in the Netherlands (3.0). The rate for U.S. blacks
(6.3) was twice the U.S. white rate (3.1) and 50% higher than in
England and Wales (4.3). (Kleinman and Kiely, 1990)

Sudden infant death syndrome (SIDS) was the leading cause of
postneonatal mortality in each of five European countries, the
U.S. and Canada in 1986. Although the U.S. SIDS rate (131
deaths per 100,000 live births) was lower than in England and
Wales (195), Nosway (190), and France, (158), the U.S. black
rate (215) was higher than iu each of these countries and 87%

higher than the U.S. white rate (115). (Kleinman and Kiely,
1990)

USS. black infants are at least three times more likely to die from
respiratory disease in the postneonatal period than babies in
Canada, France, and Norway, and are more than twice as likely
10 die as a result of perinatal conditions than infants in Canada,
France, and the Netherlands. (Kleinman and Kiely, 1990)

YOUNG__US. CHILDREN [IACK PROTECTION AGAINST
CHILDHOOD DISEASFS

Immunization rates for preschool children against diphtheria,
tetanus, and pertussis (DTP) average 41% higher in many
Western European countries than in the United States, and mean
polio immunizaticn rates are 67% above U.S. figures. (Williams,
1990)

In 1985, 61% of U.S. preschool children were immunized against
measles. Though this rate was higher than those of West
Germany and France (an estimated 50% and 55%), it was 30-
50% lower than in Denmark, Norway, and the Netherlands.
(Wiilliams, 1990)

VIOLENCFE/ACCIDENTS HIGH AMONG U.S. CHILDREN AND
YOUTH

Among US. children ages 1 to 4, motor vehicle accident
mortality rates for males (8.0 per 100,000) range from 36%




greater to more than three times those reported by France,
Canada, England and Wales, Norway, and the Netherlands, (5.9,
4.3, 34, 3.2, and 2.4 respectively in 1984 to 1986). (Williams
and Kotch, 1990)

° In 1986, more than threc-fourths of all deatks to youth in the
United States, Canada, and Sweden were due to accidents,
suicide, homicide, or other violence, with the highest proportion
in the United States, 78%. (Census, 1990)

. Male youth in the United States are more than 5 to 11 times
: more likely to be victims of homicide than in most other
; industrial countries. (Census, 1990)

U.S. TEEN FERTILITY AMONG HIGHEST IN INDUSTRIALIZED
WORLD

. Among 13 industrialized countries, teenage fertility is highest in
Hungary and the United States (52 and 51 births per 1,000
women ages 15-19, respectively), followed by the Soviet Union
(44), the United Kingdom (29), Israel (25), and Canada (24), and
lowest in Japan (4). (Census, 1990)

. In 1982, 10% of tecnage women (ages 15-19) in the U.S. became
pregnant. Among other developed countries, teenage pregnancy
rates ranged from 1% in Japan to 8% in Hungary. (Census,
1990)
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Cheirman MILLER. With that I'd like to recognize the ranking
minority member, Mr. Blilﬁr.

Mr. Buitey. Thank you, Mr. Chairman. Peter Drucker, one of the
foremost authorities ‘on management theory today, has written
that “the most common source of mistakes in management deci-
sions is the emphasis on finding the right answer rather than the
right question.” I hope that we will keep Mr. Drucker’s wisdom in
mind throughout this hearing. If we do, today’s hearing and the
committee’s report on an international comparison of children’s
well-being, which was just released, will be useful.

If we cross that line and convince ourselves that there are eas
answers in these two efforts just waiting to be plucked, we wxﬁ
have failed the lesson.

The report does add further evidence that we cannot separate
what is happening to children from what is ha pening within their
families. The report clearly demonstrates that poverty among
single-parent families is an international experience.

The single most instructive statistic in the report shows that the
United States has the highest ﬁﬁ?ortion of single-parent families.
The United States has more children living in poverty because it
has more children living in single-%arent families. While 22.9 per-
cent of family households in the United States are headed by a
single };)arent, less than 6 percent of households in Japan are
headed by a single parent.

If we are to truly re-evaluate our national policies regarding chil-
dren, this is where we must start. Here are the first questions tc be
asked. Why are one in five families with children missing a
parent? Did government cause this to happen? Can government
correct this situation?

This factor has widespread implications for mauy other health
and welfare indicators, in~luding infant mortality rates, teenage
pregnancy rates; abortions, out-of-wedlock births and educational
achievement, Familg' life is a critical predictor of child health
status. Studies in the United States have found that unmarried
mothers are more than three times as likely as married mothers to
obtain late or no prenatal care. Children living with only one
parent are twice as likely to be without health insurynce as chil-
dren in two-parent families.

Financial means alone does not determine health outcomes.
Studies of refugees in the United States show that even the poorest
of the poor have healthy babies if the family support system is in-
tact. Thus, we find that good child policies begin with the family. If

ou’re going to compare our infant mortality rate to Japan’s, start
gy looking at the teenage pregnancy rate. The teen Pregnancy rate
in Japan is 10 per 1,000 women, compared to 98 per * 090 women
in the United States.

The real trouble we face is in the way we think about the prob-
lem. 1t is difficult to believe that the solution for iraproving child
health demands more mon%'o when the United States spends a
greater percentage of Gross Uomestic Product on health care than
any other country we have studjed. Federal, state and local govern-
ments will spend an estimated $70 billion this year on needs-tested
medical care. Perhaps, therefore, we are not asking the right ques-
tions.

12
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We should use this report and hearing to question the perform- ;
anc* of the health care delivery system. The components which are :
necessary to-lower the preventable infant mortality rate are simple
things. Why are pregnant women not receiving the services they
need? Part of the answer lies in the fragmented, complex delivery ;
system we have constructed. More than ever we intend to chal- g

lenge the wasteful bureaucracy which consumes much of the re- ;
sources meant to serve people. .
We indeed live in a global village, but we cannot assume that the ;
lives and health of children can be interpreted without regard to -l
the basic unit of the village—the family. It would be a serious mis- :
take to attempt to formulate public policy by isolating the child :
from his or her family. -3
Thank you, Mr. Chairman.
[Prepared statement of Hon. Thomas J. Bliley, Jr. follows:]

OPENING STATEMENT OF HON. THOMAS J. BLILEY, JR., A REPRESENTATIVE IN
CoNGRESS FROM THE STATE OF VIRGINIA, AND RANKING REPUBLICAN MEMBER

e r e av o

CHILD HEALTH: LESSONS FROM DEVELOPED NATIONS

Peter Drucker, one of the foremost authorities on management theory today, has
written that “the most common source of mistakes in management decisions is the
emphasis on fmdinf)r:‘xe right answer rather than the right question.” I hope that .
we will keep Mr. cker's wisdom in mind throughout this hearing. If we do, “i
today’s hearing and the Committee’s Report on international comparisons of chil- :
dren’s “well-being”, which was just released, will be useful. But if we cross that line :
and convince ourselves that there are easy answers in these two efforts just waiting
to be plucked, we will have failed the lesson.

The Report does 2dd further evidence that we cannot separate what is hap(fening
to children from what is happening within their families. The Report clearly demon-
strates that poverty among single-parent families is an international experience.
The single most instructive statistic in the Report shows that the United States has
the highest proportion of single-parent families. The United States has more chil-
dren living in poverty because it has more children living in single-parent families.
While 22.9 percent of family households in the United States are headed bfv a single
parent, less than 6 percent of households in Japan are headed by a single parent. ;

If we are to truly reevaluate our national policies reig‘ardiag‘children, this is s
where we must start. Here are the first questions to be asked: Why are one in five N
families with children missing a garent? ?)id government cause this to happen? Can
government correct this situation?

This factor has widespread implications for many other health and welfare indica- :
. tors, including infant mortality rates, teenage pre%nancy rates, abortions, out-of- ‘
. wedlock births, and educational achievement. Family life is a critical predictor of
; child health status. Studies in the United States have found that unmarried moth-
ers are more than three times as likely as married mothers to obtain later or no
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f renatal care. Children living with only parent are twice as likely to be without 5
¢ Eealth insurance as children in two-parent families. Financial means alone does not .
s determine health outcomes. Studies of refugees in the United States show that even 5
¥ the poorest of the poor have healthy babies if the family support system is intact. :
% Thus, we find that good child policies begin with the family. If you are going to :
. compare our infant mortality rate to J?an s, start by looking at the teenage preg- :
: apan is 10 per 1,000 women compared ¢o 98 :

nancy rate. The teen pr%nancy rate in
T per 1,000 women in the United States.
‘. The real trouble we face is in the way we think about the problem. It is difficult ‘
to believe that the solution for improving child health demands more money when .
¥ the United States spends a greater percentage of Gross Domestic Product on health

5 care than any other countrd' we have studied. Federal, state, and local governments )
will spend an estimated $70 billion this year on needs-tested medical care. Perhaps,

therefore, we are not asking the right questions.

We should use this Report and hearing to question the performance of the health
care delivery system. The components which are necessary to lower the preventable
infant mortality rate are simple things. Why are pregnant women not receiving the
services they need? Part of the answer lies in the fragmented, complex delivery

FAVE Ratfuea T

<ERIC 13

| -
5 ’
iy NG 3%t mx ol L Lr wa s . * -

I

F \seerta

.
RIS O SRS SNt 5. %




LRI

10

system we have constructed. More than ever, we intend tc challenge the wasteful
bureaucracy which consuwnes much of the resources meant to serve people.

We indeed live in a global village Tt we cannot assume that the lives and health
of children can be interpreted wit : . regard to the basic unit of the village—the
family. It would be a serious mistak. -~ attempt to formulate public policy by isolat-
ing the child from his or } or family.

YRR




Ie A PG wag TINE. RLIE
U.S. Bouse of Bepresentatives  ToImm
SELECT COMMITTEE .
DR YU 06t TS
‘Wasancron, OC 20515 --_-s: [t
Canty, W STATSIO
Sy v PASCTER

CHILD HEALTH: LESSONS FROM DEVELOPED NATIONS

Minority Fact Sheet

March 20, 1990

CONTENTS

Progress in child Health in the U.S.
InfantS.cecececceorcrocccncsn

Children Ages 1-14..... ceoe R

Children & Young Adults Ages 15-24. ......... 15
Public Healtb Care Resources for Children........ 17
Lessons for the Existing

Maternal & Child Health System.............. 18

o BEST 15
ec COPY AVAILABLE




12

FACTS AND FINDINGS

PROGRESS IX CRILD EEALTE IN TEE UNITED STATES
Infants

The progress in reducing the infint wortality rate in the
United States is a mixed story. Although the rate infant deaths
{under 1 year of age) has been reduced from 20.0 percent in 1969
t0 9.9 percent today, much of the success ir recent years is
attributable to high technology. As the graph below shows, the
decline in the infant mortality rate has slowed.

U.S. Infant Mortality Rates, 1968-1986
rates per 1,000 of live births
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The i£incidence of low birthweight (LBW) is an important
irdicavcr of infant morbidity and mortality. From 1975 throush
1987, the overall incidence of low birthweight declined by 6.6
percent. Althcugh LBW declined for both white and black infants,
the decline was substantially slower for black (2.9%) than for
white infants (9.3%).

1OW PIRTAWEIGHT - United states, 1975-1u87
(Rates per 1,000 live births; Less than 2,500 granms)

Xeax All Races Hhite Black

1975 73.9 62.6 130.9
1980 68.4 57.0 124.9
1985 67.5 56.4 124.2
1987 69.0 56.8 127.1

{Centers for Disease Control: Morbidity and Mortality wWeekly
Report, March 9, 1990/Vol. 39/No.9, p. 149. Public Health Service,
US DHHS)

-] “Prom 1981 through 1985, the rate for full-term LEW izfants
declined by 7%, but the rate fcr pretera LBW infants increased by
2%." [CDC. p- 149)

[ The decline in the cverall rate of LBW is due to the reduction
in the rate of full-term LBW infants. In cosparing births by
gestational period, we find greater improvement among black infants
than white infants. Although preterm black infants have a higher
incidence of LBW than white infants, black infants which are are
carried to term (greater than 37 weeks gestation) have a lower
incidence of ILBW. The greatest declines in low birthweight and
very low birthweight (less than 1,500 grams) are for full-term
black infants. [CDC. p. 149.]

Children Ages 1-14
In 1979, the United States Public Health Service adopted a
health promotion goal to reduce deathr among children ages 1 to 14

years by at least 20 percent to fewer than 34 per 100,000 by the
year 1990. As the graph below shows, this goal has been met.
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Progress toward 1990
Health Promotion Goals: 1977-86

Children (1-14 years)
8o Deaths per 100,000 popuiation

<] T l
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o

77 78 79 80 82 83 84 85 88 90
Source: National Center for Health Statistics, goal
Health, United States, 1988

o Betwean 1970 and 1986, the death rate for children aged 1-4
declined by 38 percent from 84.5 per 100,000 to 52 per 100,000.
The death rate for children aged 5-14 declined by 37 perceat over
this same period, from 41.3 to 26.0 per 100,000. {Nationa) Center
for Health Statistics: Health, United States, 1988. DHHS Pub. No.
(PHS) 89-1232. Public Health Service, Mar. 1989. p.. 61.]

] Nearly all U.S. children are nov immunized by the time they
start school. According to the U. S. Department of Health and
Human Services, the U.S. has exceeded its 1990 national health
objective of a 95 percent vaccination rate against measles, mumps,
rubella, polio, and DPT for kindergarten/ist grade children. As
of the 1984-85 school year, Head Start programs and licensed day
care centers reported immunization levels of 93% or higher, and
kindergarten through 1st grade school entrants had levels above
96%. [U.S. Dept. of Health and Human Services, PHS: The 1990 Kealth
Objectives for the Mation: A Midcourse Review, 1986]
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llf.!c‘l'lb NOTITIL LR DISEASE RAYES -~ United States, 3950-1987
(cases per 100,000 population)

Disease 1950 1960 197¢ 1980 1985 1987
Diptheria 3.33 0.51 0.00 0.00 0.00 0.00
Mumps ———— —— 55.55 3.86 1.30 5.43
Pertussis 79.82 8.23 2.08 n.76 1.50 1.16
(vhooping cough)

Poliomyelitis 22.02 1.40 0.02 0.00 0.00 0.00
Rubeola 211.01 245.42 23.23 5.96 1.18 1.50
(neasles)

Rubella ———— — 27.75 1.72 0.26 0.13

(German measles)

[National Center for Healtn Statistics: Health, United gtates, 1988.
DHHS Pub. No. (PHS)} 89-1232. Public Health Service, Mar. 1989. p. 81.}

[ The dramatic decline in childhood diseases egince 1950 is a factor
vhich should not be overlooked nor taken for granted. Preventive health
strategies have demornstrated their value as the eradication of these
childhood diseases has improved the health of our children. But as the
recer;t Qéncreases in munps and whooping cough show, vigilance is always
required.

Children and Youna Adults ades 15-24

o The death rate for children and Young adults ages 15-24 deciined
by 20 percent between 1970 and 1986. {[National Center for Health
Statistics. p. 61.)

) within this age group, there are interesting differences which defy
simple explanation. Since 1970, the death rate has declined most
rapidly for black females, by 43 percent.

DEATX RATES FOR CNILDREN AND YOUNG 20ULTS AGES 15~24

1950-198¢
(Deaths per 100,000 resident population)
Sex/Race 1950 1960 19790 1980 21286
All 128.1 106.3 127.7 115.4 102.3
White Males 152.4 143.7 170.8 167.0 145.9
Black Males 289.7 212.0 320.6 209.1 190.5
White Females 71.5 54.9 61.6 55.5 50.4
Black Females 213.1 107.5 111.9 70.5 64.3

[National Center for Health statistics. p. 61.]

Aruitoxt provided by Eic:
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o While the death rate for all causes has declined, there are some
disturbing exceptions in specific causes of death for this population.
5 The following graph plots the history of death rates for suicide,
: homicide, and motor vehicle accidents for the population ages 15-24 for
the years 1950-1986.

Death Rates for Suicide, Homicide,
‘- and Motor Vehicle Accidents
i 80 Deathe per 100,000 population aged 15-24 years
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Source: National Center for Health Statistics,
Health. United States, 1988.
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] Between 1970 and 1980, there was a 33 percent increase in the death
rate by homocide and legal intervention. Although this indicator
declined in the early 1980s, it has increased again. Thus, the overall
death rate for this category increased by 21 percent between 1970 and
1986. [National Center for Health Statistics p. 73.)
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[} Although the homicide rate for black males continues to be the
highest among subgroups (gender, race) the death rate for black males
has actually declined by 23 percent. White males have experienced the
greatest increase, 58 percent. [National Center for Health Statistics
p. 73}

o The suicide rate has increased by nearly 50 percent for this age
group. since 1970. Although the suicide rate for females, black and
vhite, has declined, the rate for black mrles has increased by 9.5
percent and hy nearly 70 percent for white miles ages 15-24. [National
Center for Health Statistics p. 74.3

o The death rate for »~tor vehicle accidents declined by 17 percent
between 1970 and 1986. Among the sex and race grours, the death rate
is highest for white males (62.6%). ([National cCenter for Health
Statistics p. 72.)

PUBLIC NBALTE CARE RESOURCES FOR CEILDREMN
spending

) Federal and state and local governments spent $173 billicn on all
incone~tested benefits in 1988. ~In constant dollars, this is a 235
percent increase since 1968. Spending on income-tested medical aid
increased 332 percent in this came period. Medical aid now accounts for
38 percent of the needs-tested benefit package. The graph below
illustrates the growth in public spending on medical aid.

Spending for Income-Tested Medical Benefits
Billions of constant FY 1988 dollars
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[ The Select Ccmaittee recently released a report, Federal Prcgrams
Affeoting Childrea and oueir ¥amilies, 1990, which describes 138
differant Federal health p.ogrins for children. These are:

Medicaid

Maternal and Child Health services Block Grant
Community Health Centers

Preventive Health and Health Services Block Grant
Childhood Immunization

Emergency Medical Services for Children

Farily planning

Alcohol, Drug Abuse, and Mental Health Block Grant
Hight-Risk Youth Demonstration Grant Progiram
comnmunity Youth Activity Program

Dexonstration Grant Program for Pregnant and
Postpartum Women and Their Infants

pediatric AIDE Health Care Demonstration Progranm
Indian Health Program

Indian Health Service substence Abuse Services for Youth
Migrant Health Progranm

Federal Employees Health Benefits Program
Military Health Care Services

civilian Health and Medical Program of the
Department of veterans' Affairs (CHAMPUS)

LESSONS FOR TEE EXISTING MATERNAL AND CNILD HEALTX BYSTEX

The United States spends a greater percentage of its Gross Domestic
product on health care than any other developed country. Two factors
should be considered in any potential reform: family status ard
administrative organization of the existing publicly-financed maternal
and child health care systen.

) synmarried mothers are more than three times as likely as married
mothers to obtain late or no prenatal care. Unmarried white mothers
are almost four times as likely as married white mothers to obtain late
or no cares and unmarried black mothers are twice as likely as married
plack mothers to obtain late or no care." [Prenatal Care: Reaohirny
Mothers, Reaching Infants. Institute of Medicine, 1988, pp. 38-39.]

o *ranily income is the most important determinant of health
insurance status for all ages. Adolescents in poor or near-poor
fanilies are much more 1ikely to be uninsured; approximately 30 percent
are without any coverage, public or private.” {office of Technology
Assessment, Adolescent Realth Insurance Status, July 1989. p. 13.]

o wMost adolescents who live with only one parent live in or near
poverty: 60 percent of adolescents who live with their mother only 2re
in families below 150 percent of poverty. Adolescents who do not live
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with a parent at all are even more likely to live in or near poverty.
In contrast, only 16.2 percent of adolescent: in two-parent rfamilies
live below 150 percent of poverty." (OTA, p. 16.)

[ Nearly 90 percent of adolescents age 10-18 who live with two
parents have health insurance coverage. [OTA, p. 62)

o Most major child health problems can be overccme without
substantial new costs by using existing knowledge: "We pust recognize
that most of the world'e major health problems and Premature deaths are
pPreventable through changes in human behaviour and at low cost. We have
the know-how and technology, but they have to be transformed into
effective action at the community level.® Dr. Hiroshi Nakajima, WHO
Director-General ([The State of the World'e cChildren, 19%0. UNICEF:
Oxford Univ. Press, p.l4)

-] c\o'nplex program3 in a fragmentod system are barriers instead of
gateways to access: "Although a low-income woman may now be ‘ent’tled’
to prenatal care services under Medicaid, she often faces a cumbersome
eligibility process, 1long waits for appointments, inhospitable
conditions at health care sites, or no of transportation to
appointments.® (Troubling Trende: The Nealth Of America‘s Next
Gen