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BORN HOOKED: CONFRONTING THE IMPACT CTF
PERINATAL SUBSTANCE ABUSE

THURSDAY, APRIL 27, 1989

HOUSE OF REPRESENTATIVES,
SELECT COMMITTEE ON CHILDREN, YOUTH, AND FAMILIES,
Washington, DC.

The select committee met, pursuant to call, at 9:50 a.m., in room
2358, Rayburn House Office Building, Hon. George Miller (chair-
man of the select committee) presiding.

Members present: Representatives Miller, Boggs, Evans, Lehman,
Martinez, Rangel, Rowland, Sarpalius, Skaggs, Weiss, Bliley, Has-
tert, Machtley and Peter Smith of Vermont.

Staff present: Ann Rosewater, staff director; Karabelle Pizzigati,
professional staff; Elizabeth Romero, secretary; Dennis G. Smith,
minority staff director; Carol M. Statuto, minority deputy staff di-
rector; and Joan Godley, committee clerk.

Chairman MiLLer. The Select Committee on Children, Youth,
and Families will come to order.

Three years ago, witnesses warned the Select Committee on Chil-
dren, Youth, and Families about a very serious problem and that is

age to women and their babies resulting from substance abuse
during pregnancy.

Since that time, the epidemic of “crack” cocaine has exploded
onto the American landscape. And it has become increasingly clear
that pregnant women, infants, and young children are now casual-
ties of this scourge.

The only known national estimate suggests that, in 1988, 11 per-
cent of pregnant women used drugs during pregnancy, and that
some 375,000 newborns annually may be damaged by drug expo-
sure. But, aside frcm this estimate and a few specialized studies,
little is known about the extent of substance abuse or the nature of
its impact on pregnant women and infants.

To understand this emerging phenomenon teiter, I asked my
staff at the select committee to talk with hospitals in large metro-
politan areas about their experiences. Today, [ am releasing the re-
sults of this survey.

Our findings are profoundly disturbing. Not only do they confirm
the escalation of drug exposure among newborns but they under-
score the urgency of action on all fronts.

A detailed accounting of rdr findings accompanies my statement,
but I would like to review a few major points.

0Y]
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Fifteen of the 18 hospitals surveyed reported 3 to 4 times as
many drug-exposed births since 1985. In some hospitals, one in six
of all newborns are born “hooked.”

Drug ex babies are more likely to be born prematurely and
have low birth weight, dramatically raising their risk of infant
mortality and childhood disability.

Women who seek help during pregnancy cannot get it. Two
thirds of the hospitals reported that they had no place to refer sub-
stance-abusing pregnant women for treatment.

Hospitals in Angeles and Washington, D.C. reported the re-
emergence of maternal death during labor and delivery, directly at-
tributable to drug abuse during pregnancy.

Eight hospitals reported a growing number of “boarder” babies
who remain in hospitals because their parents abandoned them or
cannot afford to care for them.

The broad brush picture painted in this survey illustrates the
devastating impact of substance abuse on America’s most vulnera-
ble citizens. While the number of drug-exposed babies remains rela-
tively small compared with all babies born in America, they are
among the most expensive babies we now care for. And, these chil-
dren have the ability to swamp every system involved with their
ca}x;e, lfrom hospitals to child protective services to foster care to
schools.

Hospitals we surveyed cautioned that their estimates vastly un-
dercount the number of women and children affected. They indicat-
ed, as well, that these newborns stay in hospitals up to 13 days
honger than healthy infants, at a cost that can reach nearly $1800 a

ay.

%hese problems no longer are confined to the inner cities. In my
suburban district in California, 40 babies a month are born \rug
exposed and these children now represent 60 to 70 percent of the
foster care case load in the county I represent.

Congress has recently targeted additional resources to prevent
and treat drug abuse during pregnancy. But as our evidence on the
front lines demonstrates, these efforts remain too slow and too few.

Today we will hear from nurses, doctors, educators and others
who daily see the implications of this crisis for families and com-
munities across the country. What these witnesses graphically de-
scribe symbolize in my view the tragic effect of a decade of national
neglect. It is my hope that our witnesses will enlighten us on a
problem that demands not only greater exploration but much more
dedication to remedies that work.

OPENING STATEMENT OF CONGRESSMAN GEORGE MILLER, A REPRESENTATIVE IN CON-
GRrESS FROM THE STATE oF CALIFORNIA, AND CHAIRMAN, SELECT COMMITTEE ON
CHILDREN, YOUTH, AND FAMILIES

Three years ago, witnesses warned the Select Committee on Children, Youth, and
Families about a very serious problem: damage to women and their babies resulting
from substance abuse during pregnancy.

Since that time, the epidemic of “crack” cocaine has exploded onto the American
landscape. And it has become increasingly clear that pregnant women, infants, and
young children are new casualties of this scourge.

The only known national estimate suggests that, in 1988, 11 percent of pregnant
women used drugs during pregnancg. and some 375,000 newborns annually may be
damaged by drug exposure. But, aside from this estimate and a few specialized stud-
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ies, little is known about the extent of substance abuse or the nature of its impact
on pregnant women and infants.

To understand this emerging phenomenon better, I asked my staff at the Select
Committee to talk with hoapi in large metropolitan areas about their experi-
ences. Today, I am releasing the results of this survey.

Our findings are profoundly disturbing. Not only do they confirm the escalation of
derr;xgtsexponure among newborns but they underscore the urgency of action on all
sronts.

A detailed accounting of our findings accompanies my statement, but I would like
to review the major points:

Fifteen of the 18 hospiials surveyed reported 3 to 4 times as many -€X|
births since 1985. In some hospitals, one in six of all newborns are born “hooked.”

Drug-exposed babies are more likely to be born prematurely and Lave low birth-
weight, dramatically raising their risk of infant mortality and childhood disability.

Women who seek l,::lé) during pregnancy cannot get it. Two-thirds of the hospi
{eported that they no place to refer substance-abusing pregnant women for

reatment.

Hospitals in Los Angeles and Washington, D.C. reported the reemergence of ma-
ternal death during labor and delivery—directly attributable to drug abuse during
pregnancy.

&ht hospitals reported growing numbers of “boarder” babies who remain in hos-
pitals because their parents abandon or cannot care for them.

The broad brush picture painted by this surve{ illustrates the devastating impact
of substance abuse on America’s most vulnerable citizens. While the number of

-exposed babies remains relatively small, they are among the most expensive
babies we care for. And, these children have the ability to swamp every system in-
volved with their care—hospitals, child protective services, foster care, an schoals.

Hoapitals we surveﬁld cautioned that their estimates vastly undercount the num-
bers of women and children affected. They indicated, as well, that these newborns
stay in the hospital up to 13 days longer than healthy infants, at a cost which can
reach nearly $1800 a day.

These problems are no longer confined to inner cities. In my suburban district in
California, 40 babies a month are born drug-exposed, and these children now repre-
sent 60-75% of foster care caseloads in the county.

Congress has recently targeted additional resources to prevent and treat drug
abuse during pregnancy. But as our evidence from the front lines demonstrates,
these efforts remain too slow and too few.

Today we will hear from nurses, doctors, educators and others who see daily the
implications of this crisis for families and communities across the country. &Ihat
these witnesses will graphically describe, symbolizes, in my view, a tragic effect of a
decade of national neglect. It is my hope that our witnesses will enlighten us on a
problem that demands not only greater exploration but much more dedication to
remedies thatl work.




ADDICTED INFANTS AND THEIR MOTHERS

A SURVEY PREPARED AT THE REQUEST OF
CONGRESSMAN GEORGE MILLER, CHAIRMAN
SELECT COMMITTEE ON CHILDREN, YOUTH, AND FAMILIES

INTRODUCTION

Three years ago, the Select Committee on Children, Youth, and
Families conducted a hearing on infants at risk due to parental
addiction and disease. Since that time, it is apparent that there has
been an explosion in the availability and use of illicit drugs, especially
crack cocaine. To understand the scope of addictions among pregnant
women and the effects on their children, I asked the staff of the Select
Committee on Children, Youth, and Families to sample the experiences
of major municipal hospitals around the country.

In response to my request, the staff conducted a telephone survey of 14
public and 4 private hospitals in 15 cities, including 9 of the most
populous cities. (Cities in which hospitals were surveyed include:
Boston, Chicago, Dallas, Denver, Detroit, Houston, Los Angeles,
Miami, New York City, Oakland, Philadelphia, Phoenix, San Antonio,
Seattle and the District of Columbia.) Interviews with obstetricians and
gynecologists, neonatologists, sccial workers and administrators in one
or two hospitals in each of these cities provided the basis for our
observations. While the study is by no means definitive, nor is the
sample scientific, the findings which emerge offer a snapshot of the
prevalence and impact of drug addiction on preznant women and their
newborn infants.

The survey questions centered on trends in births of drug-exposed
infants, whether and how infants and/or pregnant women are screened
for illegal substances, length of hospital stay, and costs associated with
substance-exposed infants. Staff requested data on the following illegal
substances individually or in combination: cocaine, heroin, PCP,
marijuana, or any other measured. Although the survey focused
principally on illegal drug abuse, experts agree that alcohol and/or
tobacco use often accompany other drug use and pose serious risks of
poor birth outcomes. Data provided on alcohol and/or tobacco use
were also recorded.

While the newness of the problems, their rapid increase, and lack of

uniform data prevent our obtaining a precise count of drug-exposed
births, the experiences of hospital staff are undeniably and remarkably

) 9
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comparable -- and their observations and concerns are similar on
several points.

1.  Of the 18 hospitals surveyed, 15 (14 public and 1 private) reported
umhmmddemofsﬂnmabuednﬂngm
and the number of drug-exposed dirths since 1985. (See Notes 1a,
b, ¢c)

Eight hospitals surveyed had trend data available:

o A hospital in Dallas: based on maternal histories, the
number of drug-exposed newborns increased from 65 of
approximately 3410 total births to 192 of 3360 total hirths
between 10-12/1987 and 10-12/1988,

0 A hospital in Denver: based on maternal histories, the
number of drug-exposed newborns increased from 32 of
2375 total births to 115 of 2924 total births between 1985
and 1988.

0 A hospital in New York City: based on newborn toxic
screening, the number of drug-exposed newborns increased
from 12%-13% of 2900-3000 total births in 1985 to 15% of
2900-3000 total births in 1988,

0 A hospital in Oakland: based on newborn toxic screening,
the number of drug-exposed newborrns increased from 6%
to 18% of the approximate 2400 total births per year
between 1985 and 1988,

0 A hospital in Philadelphia: based on newborn toxic
screening and maternal histories, the number of drug-
exposed newborns increased from 4% of approximately 1078
total births in the period 7/1/87-12/31/87 to 15% of 1105
total births in the period 7/1/88-12/31/88.

o A hospital in Washington, DC: based on newborn screening
and maternal histories, the number of drug-exposed

10




newborns increased from 5.7% of 1994 total births in 1985
to 18% of 1812 total births in 1988.

0 A hospital in Detroit: based on maternal histories, the

number of narcotics-exposed infants (which primarily reflec§™"

maternal cocaine use and, to a much lesser degree, heroin
use) increased from 9.1% of 1111 total clinic births in 1985
to 10.4% of 1781 total clinic births in 1987.

o A hospital in Houston: based on maternal histories, the
rate of drug-exposed infants admitted to the neonatal
intensive care unit has increased from 1.73/100 to 4.9/100
between 7/1/86-6/30/87 and 7/1/87-6/30/88.

Of the 18 hospitals surveyed, 9 suggested that the numbers of
drug-exposed infants and substance-abusing prénant women were
undercounted. According to these hospitals, ‘the undercount can
be attributed to maternal denial of drug use, lack of clinician
sensitivity to indicators of drug use, and the inaccuracy of toxic
screening which has high false negatives and only detects substance
use within the previous 24 hours.

o In a Miami prevalence study, only 27% of the pregnant
women testing positive for drug use at labor and delivery
had admitted drug use. (See¢ Note 2)

o A pediatrician in a Detroit hospitai reported that urine
toxicologies only detect 37% of the positive drug-exposures
because of the test’s high rate of false negative.

Hospital neonatologists and pediatricians cited similar physical
and behavioral conditions of drug-exposed newborns: prematurity,
low birthweight, hypertonicity, and low Apgar scores are frequent
characteristics among newborns born to mothers who used drugs
during pregnancy. (Survey data rececived may reflect single or
polydrug assessment.)

0 Hospitals in Detroit and Miami reported that approximately
13 of drug-abusing pregnant women had premature
newborns. (See Note 2.)

o A Washington, DC, hospital reported that 18% of its drug-
exposed newborns had low birtiaweight, as compared to 12%
of the non-exposed newborns.

11 .
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ONG § ABUSING PREGNANT WOMEN

4.

Hospitals commonly found that substance-abusiny pregnant women
frequently suffered abruptio placenta and unexplained
hypertension. Two hospitals reported maternal death during labor
and delivery.

o A Los Angeles hospital reported that 3 maternal deaths in
1988 were attributed to drug ingestion.

o A hospital in Washington, D.C. reported the re-emergence
of maternal death associated with labor and delivery as a
result of "crack" cocaine use.

Four of the 18 hospitals surveyed stated concern about the
increase in cases of venercal disease and increased risk of HIV
infection among their patients, many of whom are substance-
abusing women.

o A prevalence study of newborn drug-exposure at a New
York hospital found a 495% increase in the number of
reported syphilis cases among women between 1985 and
1488,

0 Several hospitals mentioned concerns regarding the risk to
drug-exposed newborns cf becoming HIV-infected because
of the prevalence of the virus amon in: avenous drug users.

Most of the hospitals surveyed reported that since 1980 “crack®
cocaine has become the drug of choice.

0 A hospital in Oakland reported that 90% of newborns with
positive toxic screens showed cocaine exposure.

0 In a Houston hospital, the percentage of pregnant substance
abusers reporting cocaine use increased from 2% in 1980 to
more than 80% in 1989.

o A Chicago two-week prevalence study found that, at labor
and delivery, 55% of the women reporting drug abuse used
cocaine.

Respondents from several hospitals mentioned that alcohol
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consumption is a significant part of the polydrug pattern of
substance ahuse among pregnant women.

Based on maternal histories, a hospital in Detroit found that
11.5% of births over several months in 1988 were to women who
reported alcohol consumption during pregnancy.

8.  Seven of the 18 hospitals surveyed reported *hat substance-abusing
pregnant women were up to 4 times less likely to receive prenatal
cere than other women.

o According to a responding obstetrician at a Miami hospital,
30% of substance-abusing women do not obtain prenatal
care compared with 15% of cther women.

0 A Dallas hospital reported that 50%-70% of substance
abusing pregnant women do not receive prenatal care
compared with 15% of other women.

9. Twelve of the 18 hospitals surveyed reported that they have no
place to send pregnant women for drug treatment.

o For pregnant women addicted to cocaine in Boston, there
are approximately 30 residential treatment slots in the city.
At a hospital in Boston, according to maternal histories,
18% of the 1700 mothers delivering there use cocaine.

o A hospital in Los Angeles noted a 10 to 16 week waiting
period for drug treatment, even for pregnant women.

ELACEMENT OF DRUG-EXPOSED INFANTS

10. Eight of the 18 hospitals surveyed reported that drug-exposed

newbomns medically cleared for discharge regularly remain in the
hospital for various reasons including the lack of available and
appropriate foster care placement or delayed protective services
cvaluation.

o On a given day, a Miami hospital houses 20-30 "boarder"
babies who may remain i the hospital for up to a month.
The hospital attributed the high number, in part, to the
effect of new state law which places all drug-exposed

13
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newborns under state custody, overwhelming the foster care
system.

HOSPITAL COSTS

Althovgh no cost studics specific to drug-exposed hevics have
been conducted, 8 of the 18 hospitals surveyod referred to the
highcmtofmek:rlowbiﬂhwﬂghtandsickhabiu,minuming
number of whom Bave been exposed to drugs. Often bomm
prematurely or suffering withdrawal symptoms, drug-cxposed
newbomns typically have longer stays in the hospital, frequently in
the intensive care nursery (ICN).

11.

l.a.

o

A Los Angeles hospital estimated the average cost of a
drug-exposed newborn in the ICN is approximately $750/day
for a mildly drug-exposed newborn and $1768/day for a
severely affected infant.

Eight of the 18 hospitals estimated that cocaine-exposed
newborns also tended to stay 1 to 13 days longer than
healthy newborns, though not in special care.

Six of the 18 hospitals mentioned a lack of resources to confront
the problem of drug-exposed newborns.  They cite the costs
associated witk drug screening, prevalence studies and "boarder"
babies.

NOTES

None of ihe 18 hospitals surveyed reported routinely scrcening
all newhorns or pregnant women for drug exposure. 15 of the
18 hospitals surveyed screen newborns if there are reasons to
suspect drug-exposure, based on maternal history or report, or
clinical signs. 8 of the 18 hospitals surveyed screen pregnant
women if there are reasons to suspect drag abuse.

There is no uniformity in drug screening or data collection.
That is, the way in which hospitals assess drug use and the
resulting data bases vary hospital to hospital. This is to some
extent due to the lack of adequate research protocols or
agreement among medical and odher experts as to the nature,
appropriateness and consequences of such screcnimg and/or
reporting.
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For example, 4 of the 9 hospitals which reported
undercounting the numbers of drug-exposed newborns
and/or substance-abusing pregnant women, showed a
marked increase in the number of drug-exposed newborns
simultaneous to hospital eforts to maintain data.

Three of the 4 private hospitals surveyed (Miami, San
Francisco, Seattle) did not have data on drug-exposed newborns
or substance-abusing mothers. None of these three reported
an incidence of drug-exposed newborns over 2%. The hospitals
said that the substance-abusing women primarily attended the
area public hospital, except in emergency cases. The
obstetricians and neonatologists explained that they did not
routinely inquire about drug use when taking maternal history.

Bandstra, E.S., Stecle, B.W., Burkett, G.T., Palow, D.C,
Levandoski, N., and Rodriguez, V. "Prevalence of Perinatal
Cocaine Exposure in an Urban Multi-ethnic Population.”
Pediatr Res, April, 1989 (In press).
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I'd like at this time to recognize the ranking Republican member
of this committee, Mr. Bliley of Virginia.

Mr. Burey. Thank you, Mr. Chairman.

The subject of today’s heaﬁﬁ on the impact of maternal drug
use on unborn and newborn childrer illustrates precisely why the
Select Committee on Children, Youth, and Families exists. This
issue cuts across the jurisdictional lines of several standing con-
gressional committees; but through its universal approach, the
select committee has the opiortunity to help shape the future
debate and national policy on how to res%md to the tragedy of ma-
ternal drug use and its effects on babies. Illcgal drug use is a traie-
dy not only for the woman who is s0 hooked on the druﬁs that she
engages in behavior that severely and irreversibly harms her
unborn child, but it is a tragedy for the child that is handicapped
by being born at greater risk of diminished capacity, at greater risk
of severe birth defects, at greater risk of infection, including AIDS.

Those who contend that illegal drug use is a victimless crime
must step forward and view the destruction on the streets in so
many cities across this nation, the damaged lives that are brought
into emergency rooms and delivery rooms in too many of our hospi-
tals. Ex.perts say we are producing a new generation of “innocent
addicts.” Estimates run as high as 875,000 newborns a year who
are born hooked due to maternal drug use. This epidemic causes
newborns, only hours old, to suffer painful withdrawal from the
drugs their mothers ingested, tremors, prenatal strokes, irritability,
deficits in language, mental and motor development and a litany of
other threats to life. Maternal drug use during pregnancy is a situ-
ation that demands intervention, but what type of intervention, by
whom, and when, are the questions to be addressed in today’s hear-

miet me say at the outset that I believe we as a society have an
obligation to protect the life of the unborn child whose mother is a
drug addict. There is no constitutionally protected right for a preg-
nant woman to abuse drugs. This is indisputable.

Mr. Chairman, I ask your unanimous consent to revise and
extend my remarks for the record.

“"hairman MiLLER. Without objection, it will be done.

[Opening statement of Hon. Thomas J. Bliley, Jr., follows:]

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

The subjet of 's hearing on the im of maternal drug use on unborn and
newborn children illustrates precisely why the Select Committee on Children,
Youth, and Families exists. This issue cuts acrogs the jurisdictional lines of several
stand.ix_xge(e}ongreuional Committees; but throu%\ its universal approach, the Select
Commi has the opportunity to help shape the future debate and national policy
on how to respond to the tragedy of maternal drug use and its effects on babies.
Illegal drug use is a tragedy not only for the woman who is so hooked on d that
she engages in behavior that severely and irreversibly harms her unborn child, but
it is a tlgedy for the child that is handicapged by being born at greater risk of
tidm’i’hl digpicint)ys, at greater risk of severe birth defects, at greatar risk of infec-

on, inclu ,

Those who contend that illeﬁ:a.l drug use is a victimless crime must step forward
and view the destruction on the streets in so many cities across this nation, the
damaged lives thut are brought into emergency rooms and delivery rooms in too
many of our hospitals. Experts say we asgoproducing a new generation of “innocent
addicts.” Estimates run as high as 375,000 newborns a year who are born hooked
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due to maternal drug use. This e:ipidemic causes newborns, on'y hours old, to suffer
painful withdrawal from the drugs their mother. ingested, ‘remors, prenatal
strokes, irritability, deficits in_language, mental and motor development and a
litany of other threats to life. Maternal drug use during pregnancy is a situation
that demands intervention—but what tvpe of intervention, by whom, and when are
the questions to be addressed in today’s hearing.

Let me say at the outset that I believe we as a society have an obligation to pro-
tect the life of the unborn child whose mother is a drug addict. There i8 no constitu-
tionally protected right for a pregnant women to abuse drugs. This is indisputable.

Several issues challenge us at today’s hearing. First, what resources are provided
gr needed. Let’s look at what we are spending at the federal, state, and 1 leval in

rug programs.

Sev anti initiatives are already underway that ought to be sddressing
this problem: The Anti-Drug Abuse Act of 1988 contains $34 million for drug abuse
demonstration projects to treat pregnant women and their children. with an addi-
tional $9.5 million for smial Ig ams for this population. In fisc.ii year 1989, the
Omfgxge gf(‘, Maztgmal atx;d ifsxlcall g!r;:tgd Office ggtagbatz%oe Abuse Preve;:ntiog will

about grants gpec y at su ce abus.ng p! an t
partum women and infants at a cost of $4.5 million. The National anter for d
Abuse and Neglect has funded projects designed to reduce the risk of neglect and
abuse in infants born to addicted mothers with the total funding at over one million
dollars. The fiscal year 1990 funding estimate for the Alcohol, Drug Abuse and
Mental Health Services Block Grant is $800 million with an increased set aside for
programs affecting women—that is, a 10-percent set aside for programs such as the
ones we will be discussing today.

While the Federal effort is significant, the states and counties contribute even
more: almost 60 percent of the total money for treatment and prevention services.
Expenditures for alcohol and d abuse treatment and prevention services were
over $1.8 billion in fiscal year 1987. Of the total expenditures, States provided $924
million or 51 percent, while Federal sources provided $324 million or 18 percent,
county or 1 sources contributed $166 million or 9 percent and other sources con-
tributed $396 million or 22 percent.

In addition to programs :hat provide specific anti-drug activities there are a
number of progrems designed to provide general assistance to pregnant women and
infants. I believe tl'at many of the women and children that we will talk about
today are already e'igible for Medicaid, WIC, Maternal and Child Health Block
Grant funds, the Preventive Health and Health Services Block Grant, not to men-
tion food stamps and AFDC. If these children are born impaired they are eligible for
funds under the Deve'opmental Disabilities grograms, as well as the Education for
the Handicagped Act. .f these children are abandoned then we have the Foster Care
Program and Child Welfare Services. My point here is that part of the solution lies
in the way services are delivered. Are these women participating in Bx;ograms that
we already have? If not, why not? Do we need to do more outreach? we need to
coordinate services better to provide more comprehensive services at one site? I
want to see why the target population we are speaking of is not receiving the neces-
sary care. Should existing programs be serving them already; and if so, why aren’t

they?

’I%xe services which exist for other persons in need, whether educational, or medi-
cal, or other social services must also be available to the child disabled by these
?owerful drugs. This is every public manager’s problem and the challenge is two-
old: to prevent further destruction and to put those lives which have already been
destroyed back together.

Ty assure that individuals receive necessary care uires different services
through a complex delivery system. But the message to the public as a whole is
quite su‘%%lie and just this: Drug use makes a mockery of the principles of a free
people. le a person always carries within him or her the freedom to choose par-
ticular courses of action, thal;gerson taking drugs ought to be held accountable for
his or her actions. If we are led to believe that a person is not responsible for his or
her actions in takmﬁ drugs, what does this mean for self-government?

We are in grave danger of confusing the power of fgoven’nmeml: with what mak~+
our na.on strong. The strength of our nation is not found under the Capitol doie

or at 1600 Pennsylvania Avenue nor at the judges’ bench—it is our homes, schools,
churches, and communities. If we as parents do not orotect our sons and daughters
from drugs, we cannot ex government to. We cannot expect our children to cor-
rectly choose between right and wrong if we do not teach the clear distinctions be-
tween them at home and in the classroom.
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In examining this issue, we aze forced to expose the veneer of life and liberty in
America today. Our judicial system has determined that women may make repro-
ducti-e choices concerning the outcomes of their regaancies. How does this affect
the choices made by drug addicted women who en nger the health and lives of the
unborn babies by this high risk behavior?

It is true enough that “the purpose of law is to lead those subject to it to their
own virtue.” But, do not search for the remedy to heal the wounds of drug abuse, it
is nowhere other than within each of us. Victories will become elusive and public
s?irit will crumble if success is measured only by the size of drug busts and convic-
tions. Victoxz will not come amidst blaring trumpets and smas headlines, it is
in the quiet humility and dignity of a million charitable and faithfu homes.

believe that we need to thoughtfully and exhaustively review all of the problems
of drug addicted mothers and their babies before us ay. I look forward to all of
the testimony and hope that it wiif bring this problem jnto sharper focus,

Chairman MiLLER. Mr. Machtley.

Mr. MacuTLEY. Thank you, Mr. Chairman. I would like to take
this opportunity to applaud the efforts of this Select Committee on
Children, Youth, and Families on confronting an issue that may
not be glamorous, or popular but it’s of vital importance to our
nation and its continuing preservation and its economic future.

The issue of course is indeed a tragic one, that of children who
are born hooked to addictive substances. We rise today to give
voice to those that as of yet have no voice of their own, the unborn
children.

An estimated 875,000 newborns each year are threatened with
the effect of exposure to drugs while in the womb. These children
are born already at a disadvantage. They face serious health and
learning problems, among other complications.

Furthermore, there is a greater chance the children who are ex-
posed to these harmful substances during development will be born
premature. It could cost as little as $290 per child to brirg a child
to full term yet some $440,000 is needed for remedial medical and
academic care when a child is born prematurely. Thus, adequate
gfenatal care is undoubtedly a sound investment in med;cal dollars

one,

I think it is important for us to identify those Lvograms that
have shown to be effective and focus our energies or existing pro-
grams that work. In addition, more can be done to better coordi-
nate federal, state and local efforts to ensure that as many people
are benefiting from these programs as possible.

We owe it to the future generations to do a better job than we
are doing today. We must also take a moment to explore the under-
lying causes behind this growing trend of drug abuse among all
segments of society, including pregnant women.

If a major cause includes loss of hope and self esteem then we
must turn to our educational system to infuse i, our oung peopln
the notion that drugs do not in and of themselves soive problers.
Thvt:y merely create them.

e must confront this problem head on, for the health and well
being of these innocent children is at stake. Our country has a
future and children are part of that future. I look forward to
today’s testimony as 1 means of establishing an opening and con-
timll)ilng dialogue that will lead us to a solution of this very grave
problem.

Chairman MiLrEr. Thank you.
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OPENING STATEMENT of HON. RONALD MACHTLEY, A REPRESENTATIVE IN CONGRESS
FROM THE STATE OF RHODE ISLAND

I would like to take this opportunity to applaud the efforts of this Select Commit-
tee on Children, Youth, and Families on confronting an issue that may not be
“glamorous” or “%mlar”, but is of vital importance to our nation and its continu-
ing preservation. The issue, of course, i8 indeed a tragic one—that of children who
are born “hooked” to addictive substances.

We rise today to give voice to those that as of yet have no voice of their own, the
unborn children. An estimated 376,000 newborns each year are threatened with the
effects of exposure to drugs while in the womb. These children are born already at a
dist?dvantase. They face serious health and learning problems, among other compli-
cations,

Furthermore, there is a greater chance that children who are exposed to these
harmful substances during develogment will be born premature. It costs roughly as
low as $280 dollars to bring a child to full term; yet, some $440,000 dollars is needed
for remedial medical and academic care when a child is born premeturely. Thus,
adequate pre-natal care is undoubtedly a sound investment in medical dollars.

I think that it is important for us to identify those programs that are shown to be
effective, and focus our energies on existing programs that work. In addition, more
can be done to better coordinate federal, state, and local efforts to ensure that as
many people are benefitting from these programs as possible. We owe it to these
future generations to do a better job.

We must also take a moment to explore the underlying causes behind this grow-

ing trend of drug abuse among all segments of society, including pregnant women.
If a major cause includes loss of hope and self esteem, then we must turn to our
educational system to infuse in our young veople the notion that drugs do not solve
problems; they merely create them.

We must confront this problem head on, for the health and well-being of these
“innocent addicts” are at stake. I look forward to today’s testimony as a means of
lestablishmg an open dialogue that will lead us to a solution of this very grave prob-
em.

Mr. Lehman.

Mr. LEaMAN. I just wanted te say that although the headlines
that you read in the papers in Washington and other metropolitan
areas are about the murders and deaths from drug wars, to me
there is a much more subtle form of murder and death and life
long disabilities that results from the mothers that do have the co-
caine addiction problem and pass it on to their innocent children.
These children are just as much victims of the cocaine and drug
problem as any victim that was shot down in cold blood in the
streets of D.C.

Chairman MiLLER. Thank you. Congressman Rowland who is not
only a member of this committee, but also the vice chair of the Na-
tional Commission to Prevent Infant Mortality. Dr. Rowland?

Mr. RowLAND. Thank you for focusing attention on this problem
and I look forward to hearing the witnesses.

Chairman MiLLER. Let’s get on with the hearing. Thank you. Our
first panel will be made up of Margaret Gallen who is Director of
Nurse Midwifery at the Department of Obstetrics and Gynecolo
at D.C. General Hospital; Dr. Neal Halfon who is director of the
Center for the Vulnerable Child at Oakland’s Children’s Hospital,
Oakland, California. Jeffrey Parness is a professor of law at North-
ern Illinois University. Wendy Chavkin who is a Rockefeller Fellow
at Columbia University School of Public Health and Haynes Rice
who is the Hospital Director from Howard University Hospital in
Washington, DC.

If you'll come forward and join us at the table, we'll take your
testimony in the order in which I called your name and we wel-
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come you to the committee and appreciate you taking your time to
give us the benefit of your knowledge and expertise.

Let me at the outset thank you for all the help you’ve already
given the committee in putting this hearing together. I'll te]] you
how much we appreciate it and Margaret we’ll start with you.

STATEMENT OF MARGARET GALLEN, G.N.M, MS.N., DIRECTOR OF
NURSE MIDWIFERY, DEPARTMENT OF OBSTETRICS AND GYNE-
COLOGY, DISTRICT OF COLUMBIA GENERAL HOSPITAL, WASH-
INGTON, DC

Ms. GALLEN. Good morning. My name is Margaret Gallen. I'm di-
rector of The Nurse Midwifery Service at D.C. General. I've been a
registered nurse since 1953 and a nurse midwife since 1969. I have
been at D.C. General since 1974 so I've been there for a long time
and I've seen many changes.

I am happy tod):ay that I've been invited to come and let you
know what changes have occurred, most especially in the last two
years because of this whole crack epidemic we have.

D.C. General for all of you who are from the city already know is
literally a stone’s throw away, well within a jogger’s trip from this
building itself. We share a very lerge 26 acre campus with the Sub-
stance Abuse Program this city runs, T.B. clinics and venereal dis-
ease clinics. We're a very, busy place.

The problem that we're having now just to illustrate, in 1987,
January, February and March one mother in ten on admission in
labor admitted to usage of drugs. This past January, February and
March of 1989 it’s one woman in five so that we’re minimally 20
percent and so far in the month of April we’re now running 21 per-
tc}elnt. That let’s you know how things are changing while you watch

em.

Of course this is self admission, This does not say what the
actual figures are. We do not do toxicology screens on every woman
who comes into the hospital, only those who show some signs or
symptoms of having a problem.

But the numbers alone don’t really tell you what'’s happening.
Let me describe a few of these incidents.

Recently we’ve had a 25 year old woman who was admitted un-

astronomical. We've had to do CAT scans. She’s had total nursing
supervision 24 hours a day for those three days let alone what'’s
going on within her own body and the baby that was delivered.
What happened to that baby?

We had a 13 year old girl brought in pregnant who had been in-
carcerated and was in a juvenile home in the city and the reason
why she had been arrested was because she had the job of trans-
porting crack back to Washington from New York City. Any group
of people that is going to use a 13 year old pregnant kid to do the
Jjob is terrible.
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We had a woman come in havin%‘delivered the baby and placen-
ta at home, not really sure when she had delivered. The baby was
dead. She had been using crack for a couple of days.

One of our worse tragedies was a 38 year old woman who came
in semi-comatose having had seizures at home, still clutching the
crack in her hand and the hand had to be openied and the crack

iven to our secur’ty guard. The woman was dead in a matter of
ours. They were able to do a Caesarean section, get a live baby,
but the woman died in the delivery room itself.

This is a maternal mortality and for those who arc not familiar
with the figures in maternal mortality we have been doing very
well with that ir. this country but you’re going to see a real change
in the next couple of years.

We have had a woman come in in the last six weeks with a re-
volver in labor and the reason why she was ca.n'zmg a revolver
was she said, someone was after her, so they took the revolver and
she had a policewoman attend her.

We have evidence all around us of the kind of aggression that's
caused by crack. We always now have a security guard on the de-
partment, when there’s visiting hours. We've had to bri in secu-
rity just because we can't get people to wait until visiting
hours start. Our adolescent mothers create an even worse problem.
If they’re going to be successful mothers they have to have suxgxort
from the rest of the family and the rest of the familﬁ now is dete-
riorating. We have girls who can’t bring the baby home because
the home has turned into a crack house. Things have really
changed very dramatically.

I go to the jail to give classes, prenatal classes, child birth classes
and we're seeing a change over there. The women are very free in
describing what crack is doing. It’s different than the old problem
of heroin and for the women who used to be on heroin they are
now also on crack as well. P.C.P. users use crack, marijuana users
are also now using crack. So there’s been a big difference.

The problem with crack is if you are not familiar with it, it's a
lot cheaper than cocaine—the old cocaine you heard about with
movie stars. Crack is cocaine but it’s been changed in a way that
it’s a lot cheaper and easier to transport.

The big difference is that it has an immediate effect. It hits the
brain, dilates, not dilates but constricts blood vessels and has an
immediate high as far as the mother is concerned and really causes
a big problem for the baby at that time.

The mother will excrete cocaine crack into her urine but the
baby does the same thin% and the baby then will excrete the crack
into the amniotic fluid. For the mother the high is finished in 20
minutes. But, the baby keeps drinking the amniotic fluid contain-
ing the crack so the baby’s high lasts for days. So there’s a big dif-
ference. Babies are being born, because of the constant high that
they live with, having had strokes. In some cases the constriction
of blood vessels has cut off circulation to limbs and babies have
been born without fingers, toes, that kind of thing.

The irritation of the crack cocaine on the vessels and on the
uterus can cause premature labor. It can cause abruptio placentae
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80 we're seeing an increase in abruptio placentae which means the
afterbirth comes off the wall of the uterus. This has been shown all
over the country, now today when you see that situation you do
want to do a toxicology screen on the mother because you see it so
much more often today than you used to.

It's really causing us a terrible problem. The tproblem for the
mother i8 much greater than the problem is for nonpregnant
women. The other problem is that people are paying for their crack
with sex which means we're seeing more pregnant women using
drugs than we had seen before and those same women are having
increased incidents in sexually transmitted diseases, the sexually
transmitted diseases that are resistant to some of the miracle drugs
that we used to have. So we're going to see a big increase in sexual-
ly transmitted diseases too.

What does all this mean? I think for us it means that it's really
a pandemic. It’s not an epidemic any more It's covering everybody
and everythineg.

I've included in my testimony an article from Northern Virginia
that occurred in Pediatrics Magazine in this last month on the inci-
dence among middle class and upper middle class white teenagers
and young people.

Mortalify and morbidity figures for both mothers and babies are
going to rise much higher than what they were.

Our AIDS situation is going to change because these women are
exgosed and not using safe sex at all.

ur ecological cancer rates are going to go up because other
of viruses are being passed around. We just don’t have the
time for discussion anymore that we had with some other prob-
lems. There is an estimate that 90 percent of all geople who start
on crack do become addicted. It’s different altogether with some of
the other drugs and the person can hit bottom in about 6 months,
I've seen that happen. I’ve seen women who have had good jobs in
this city, computer operators at NASA, people working in Crystal
City for example, with federal contractors, they’ve lost their jobs,
their family won’t tolerate them anymore, literally living in the
street and at shelters. So you might not start out poor, but you’ll
end up poor in a very short period of time if you use this drug.

The effect on the school system in the near future I can L even
begin to think about it. We're going to end up with thousands of
bgo iis_zvho have been blighted and we need help. There’s no doubt
about it.

What kind of help do we need? We need to be able to get the
story out exactly as you're doing today, to get ple to understand
that crack cocaine is not the same drug; not that any of them are
any good, but it’s different. We need more social workers, we need
more counselors. We need in-patient facilities so that we can keep
women who are coming to us asking for help and so that we can
help them out. Right now we really don’t have much to offer them

use we can’t separate them from where they’re living. We need
public health nurses and if I might say so we could use many more
nurse midwives because it’s been shown that we do work well with
these kinds of women.

221
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I don’t know what else we can do, though, until we are able to
keep the cocaine from coming into the country because it’s too per-
vasive at this stage.

ank you.
Chairman MiLLER. Thank you very much.
[Prepared statement of Margaret L. Gallen follows:]
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PREPARED STATEMENT OF MARGARET L. GALLEN, CNM, MSN, DistrICT OF COLUMBIA
GENERAL HOSPITAL, WASHINGTON, DC

Good morning! My name is Margaret L. Gallen, CNM, MSN, I have
been a Registered Nurse since 1853 and a Certified Nurse Midwife since 1968.
My entire professional experience has been in the area o Maternul and Thild
Health both in the United States and in Africia. 1 have been the Director of
the Nurse Midwifery Service at D. C. General Hospital since 1975 but have
been assoclated with the Nurse Midwifery Service there since January 1974.

I welcome your invitation to speak here today because it is important that
you are informed of the change that has taken place in the past few years

on the Obastetrical Service at D. C. General as a result of the ever increasing
use of "Crack/Cocaine" by our expectant mothers, fathers and close family
members.

D. C. General Hospital is located at 18th & Mass. Ave., 8.E., literally
a "stones' throw" from the Capitol Building. It shares a twenty-~six acre
campus with the D.C. Jail, and D. C. Department of Human Services out-
patient and in-patient substance abuse.tacillties. & mental health clinic,
sexually transmitted disease clinic and tuberculosis clinic. Our metro stop
has been named "Stadium-Armory" though I can't imagine why as those
facilities function only occasionally and our campus almost explodes with
activity daily.

! realize that throughout the entire nation, there is a growing concern
about chemical substance abuse and its attendant ills including increased
violence, crime, child abuse and maternal and newborn sickness and death.
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Let me tell you how this plays out in Washington, D. C. in 1889.

Firat, a rcview of even very "raw" statistics show that in the months of
January, Pebruary and March of 1987 one laboring mother of every ten coming
into our Admissions Office in labor responded positively to the physician's
question "Are you using any drugs." For January, Februawy and March 1989
one mother in filve answered "yes", To date this month has shown a one
percent increase over the previous three months, How many other mothers
decline to answer truthfully we do not know as a Toxicology Screen is not a
part of routine laboratory tests gathered but is performed with the patient's
knowledge only if signs or symptoms of substance abuse exist, Statistics
gathered by our Neonatologists show a slightly higher number in babies
exhibit symptoms or narcotic withdrawal than those mother originally admitted
to usage. We conduct a separate prenatal clinic for mothers who are known
substance abusers 80 that their pregnancy might be monitored and menaged
with special attention paid to the earliest signs of certain kinds of pathology
to which these mothers are most at risk of developing. Currently there are
nearly ninety mothers registered in this prenatal clinic.

Numbers alone cannot give you the full picture of what is now becoming
an almost daily occurrence; that of 8 woman Pregnant, "high" on drugs with
extreme anxiety for her own and her baby's life stating that she has lost
control of her own abilityy to resist the compulsion to smoke "crack". She
comes literaily begging the hospital to admit her to the Obstetrical Unit to
protect her from herself. Consider the following scenarios which have all
occurred since Janusry and show 8o well some other evidence of usage.

a. A twenty-two year old prenatal sustance abuser in the midst ot
a discuasion of treatment for a sexually transmitted disease,
tears up her medical record and leaves without treatment thus
continuing to expose her baby and sexual partners.

b. A twenty-flve year old woman is admitted unconscious, in labor
with a history of siezures while at home. Her urine toxicology
pnsitive for cocaine and she wakes up three days after delivery
asking to eat, I know that this possibly sounds hurorous but
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along with the effects of the drug upon her own and her baby's
body the care of such a patient costs an enormous amount of

non-refundable money for disgnostic procedures, laboratory
studies, and intensive nursing care.

c. A thirteen year old pregnant and incarcerated in the City's Receiving
Home is brought to the Obstetrics and Gynecology Department at
D.C. General. Allegedly, she is in custody for transporting "crack"
from New York to Washington.

d. A twenty-eight year old mother comes into the hospital by ambulance
with a four pound eight ounce dead male newborn and placenta,
claiming she last free based cocaine three days prior to delivery.

e. A thirty-eight year old pregnant woman comes to the hospital by
ambulance having seizures, semi-comatose but still clinging to a
piece of "crack". A live infant is delivered by emergency Cesarean
Section but the mother dies, while still in the ¢ ‘Uvery room. An
anonymous telephone call informs us that the dead woman was using
"crack" continuously for the preceding twenty-four hours. A local
Univeruity Hospital has lost two other mothers in the past six months
in almost identical circumstances.

f. A mother comes into the hospital in labor carrying a revolver for her
own protecilon and saying someone is out to get her. The gun is
confiscated by the Metropolitan Police and she spends her hospitali-
zation accompanied by a policewoman. This demonstrates the extunt
of the violence in Washington, D.C.

g. Casual vistors to t.'e Obstetrical Unit frequently come before the
"Vistors' Hour" atar s. Previously it was usually quite easy to
ask the person to tak: a seat in the waiting room and watch the
television while waiting Now a security guard must occasionally be
called because of (.2 suident burst of anger that comes when a
reasonable request to be seated is made. Security guard is now
always assigned to the po tpartum unit during visitors hours.
Another instance of our need ts respond to the intenge aggressiveness
that "crack” brings forth.
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Our adolescent mothers present a new problem because frequently
now their families are unable to be as supportive as they might
have been and must be, if the young unexperienced mother is to be
successful as a parent. I have cared for one adolescent, pregnant
with her second child, whose two aunts were as she said "free-
basing in the basement” while she needed their support! It was
Christmas time, the young mother wanted to do something special
for her toddler, she went to Goodwill and p urchased a table and
chairs and placed them under the tree. The aunts stole the set
sold them on Christman Eve and bought more cocaine.

We have had young mothers who cannot take their babies home to

their own mothers because the home has been turned into a "crack
house". The stories are endless and each one presents a new and
different problem especially for the social worker who will tell you that
the options for referral ia these situations have just about disappearcd:
the system is completely overloaded.

The DC Jail has numerous young mothers and expectant moihers
within its population. The pregnant women receive their prenatal
care and deliver at D.C. General. Responding to their need for
information concerning maternal and child health, I with the help

of other professionals set up a series of fifteen classes which meet
weekly. We lead discussions, answer questions, show films, etc.
The overwhelming majority of the women have been at least users

if not sellers of illicit chemicals and most recently "crack" seems

to be the most popular. The women are quite open in discussing the
intensity of the addiction and the rapidity with which a person loses
control over their life. Recently a woman described how her
neighbor sold her baby to someone just to get enough money to
satisfy her compulsion.

Recently we have heard of instances where women, knowing that it
causes irritation of the uterus have purposely taken crack to induce
labor or to affect a speedy labor. A mother at the jail described
how she delivered a nine and a half pound baby in an hour while
under the influence of "crack”. Her question to me was "Why was

L
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I bleeding so hard and why were the doctors in such a hurry?"
Taking crack to induce labor might sound like a good idea but:

1. A preceipitous labor can cause brain damage in the
newborn,

2. The instance of miscarriage and premature labor and
delivery are already increased for this group and we
surely do not need more. At the District of Columbia
General Hospital the prematurity rate for the group is
eighteen percent vs. twelve percent for the rest of our
patient population.

<. The irritation of the uterus can be of such a level as to
cause abruptio placenta meaning that the afterbirth is
peeled off the wall of the womb before delivery of the baby
causing at the very least hemorrhage which would rapidly
deteriorate into death of baby and mother.

I realize that this all sounds melodramatic but it only {llustrates how the
chemical changes induced by "crack/cocaine" on the brain have pervaded and
poisoned the total community. Why is my continuous referral to "erack/cocaine"
rather than to heroin or PCP? Because "crack" is now the "drug of cholce"
in the District and even those who have been using heroin for years are now
also smoking crack as it provides the uitimate "high". Authorities report
that PCP used alone is fast becoming a rarity, most now use PCP and crack
together to achieve a more gradual "low". Crack itself is often smoked with
marijuana.

What makes this drug and its route of administration so damaging? I've
enclosed some additional information with my written report but basically you
should remember that crack is a highly concentrated form of cocaine: that
1L costs far less than the traditional "avant-garde" form of cocaine hydrochloride
thus making it within the reach of evan the most modest pocketbook; that is
causes in laboratory animals observable and reproducible changes in brain
chemistry which makes addiction almost a certainty; that by smoking crack/
cocaine rather than snorting it, the desired effect is almost instantaneously
achieved but it wears off very quickly thus, necessitating the use of more
drug very quickly.
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What makes crack usage such a problem {n pregnancy? First, you need to
know that when a woman {8 pregnant her metabolism increases considerably
because she really is breathing for two, eating for two, voilding for two etc.
even to the point that the mother's thyroid gland is enlarged. Now you add
"erack" which in a matter of seconds makes all her blood vessels constricts,
makes her blood pressure literally shot up, her heart beat so fast she wiil tell
you that it feels as though it's about to jump out of her chest, you can imagine
what this does to an already overloaded system. Too, in normal circumstances
there is more than a piut of blood going to the maternal uterus each minute where
it is to deliver oxygen to the baby and take away his carbon .loxide. With such
constriction of the mother's blood vessels, the blood supply is decreased, the
baby does not get an adequate supply of oxygen, and slowly but surely the
carbon dioxide builds up in his body because it can't be taken away fast
encugh. The real emergency comes when the pressure in the mothers' blood

. vessels becomes so high that it is able to force the afterbirth off the wall of
the uterus.

Something else you should be aware of is the fact that the cocaine goes
out of a person's body through the kidneys. A pregnant woman's kidneys
are already working overtime so the cocaine stays in her system longer that
it would if she were not pregnant. To make matters worse, the baby toco
excretes his cocaine through his kidneys but into the amniotic fluid. He
now takes his own supply of cocaine by mouth independent of his mothers'
and his supply will last for days, until it is all filtered out of his amniotic
fluid. Because constriction of the baby's blood veusels goes on for so nuch
longer than does those of his mothers' body, babies are born with symptoms
of having had brain strokes while in the mother's uterus.

Why do we have so many more women pregniant when using crack than we
had in years past with heroin using women? Simple, the women are using sex
to pay for their crack and in their desperation there is little thought given to
safer or responsible sex. As a result we are now seeing more addicted
pregnant women but we are also seeing an increase in sexually transmitted
diseases throughout the community. Incidently more and more frequently we
are also noting that the germs causing these "STD's" are resistant to the
"miracle drugs" we once though were going to solve all of our venereal disease
problems.
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What assessment can we make after my depressing review of the Crack /
Cocaine problem?

4. This is not an epidemic it is a pandemic. If you doubt
this read the enclosed article which appreared in this
month's issue of "Pediatrics."” It graphically discribes
the level of crack usage by the adolescent, young adult white ,
middlie and upper middle class population of Northern Virginia.

b. Maternal and Infant (morbidity and mortality) sickness and
death statistics for the United States will surely rise in the
near future.

¢. AIDS in the heterosexual non-1V drug abusing population will
surely rise in the near future.

d. Gynecological cancer rates will surely rise in the near future
as certain other types of viruses are passed around.

e. We do not have too much more time left for discussion when you
realize that it has been estimated that ninety percent of crack
users become addicted and that from first "high" till the person
"hits bottom™ can take as little as six months.

f. The effect on the school system across this Nation in the next
few years can only be imagined as t~~v are challunged by an
increase in the numbers of soclally .. -.aysically impaired
children,

g+ Metropolitan areas which have been hit the hardest need
HELP, HELP, HELP.
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What kinds of help do we need?

a.

C.

We need to tell the true story of how distructive "crack" is
but we need to do it quickly. We don't have the luxury of
time that we have had with tobacco, good nutrition, exercise,
and cholesterol education. This might mean that we must be
graphic, a little crude in the eyes of some but we must get
point across and NOW.

We desperately need more inpatient and outpatient detoxification
and rehabilitation facilities. Maybe some women actually do need
to be therapeutically housed prior to delivery in this current
emergency.

We need more counselors and social workers so that they have
adequate time tc give intensive therapy to more women
especially in the first few months after delivery when under
the stress of new motherhood the woman is more apt to return
to drug.

We need to have the financial ability to closely monitor the
growth and development of the babies for at least three years
80 that therapeutic intervention can occur soom as possible
after the problems are identified.

We certainly need to return to the concept that the Community
based nurse is worth her weight in gold. Public Health nursing
in this country is almost non-existant at the present time. This
tragic loss of professional expertise has reached such a level
that it will take time to re-establish the speclality as there are
nov presently sufficient numbers prepared. Nursing traineeships
to encourage graduate education in this area of expertise is a
primary need.
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f. A re-examination of the delivery of health care to mothers is
needed. Certified Nurse Midwives have shown a unique ability
to work well with addicted mothers in urban areas. These
mothers are "comfortable" interacting with the certified nurse
midwife and respond well to her efforts to educate and instruct
the mother in a more positive approach to pregnancy, childbirth
and motherhood. As a result the mother i8 more apt to keep
appointments and follow the midwife % advice. Utilizing a
"group approach" to health care, the midwife is certainly
professionally prepared to manage the care of most of these

. mothers. A Challenge is to prevent future drug usage to
prevent further damage; the midwife's approach is based upon
prevention. Again the numbers ¢f prepared nurse midewives

- is presently inadequate to the need and financial assistance to
interested young nurses is basic.

Finally, 1 feel that we all must truely wish to solve this problem in a
definitive way if we are to succeed in saving this generation. It seems though
that this will be impossible until we are able to succeed in preventing cocaine
from antering our country.

Again, Thank you for giving me an opportunity to speak to you today.
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Crack: Cocaine In New Clothes

1985 and 1986 may become known as the years that both current cocaine abusers and neophytes
alike discovered crack. Since crack first began appearing as a major drug of abuse, ke use has
become epidemic in New York City and is now found throughout the nation.

AMay 1386 New York Field Division Report of the Drug Enforcemient Administration (DEA) cails
crack the street drug of the future. The report noted that crack has found popularity at rates which
sufpass even the discovery and initial abuse of such substances as PCP and LSD. Other cllles,
including Washington, D.C., are bracingfor the crack “explosion” which officials oxpect. in July
1986, D.C. Metropolitan Police seized a substantial Quantiy ot crack packaged for sale whan they
stopped & motorist for speeding.

The Dealer's Dream

Crack has been called a "Dealers Dream.” Itis enormously profitable and is simpie and safe to
Processirom strest cocaine—cocaine hydrochloride. An ounco of pure cocaine hydrochio
produce as magy as 260 vials of crack. Crack ,which looks like siivers of soap and feels like
porcelain, is sokd In 100 myg. ready-to-smoke doses for as iitie as $5.00 to $10.00 per dose which
makes 1 very appealing 1o a "fast 10od" generation user. Crackis also potently addictive sothat in
spite of ks low per dose cost, k bacomes one of the most expensive drug habits.

Crack's ackiictive potential is such that DEA officiale in New York City conciuded that once a person
starts using i, he/she cannot stop. Accordingto the DEA report, “people depleted their Iite savings

to buy crack and peopie, upon leaving a crack house with no maoney, commited crimas in the immediate
areato get more moneyftor crack.”

Smoking Cocalne: The Most Compulsive Form Of Cocaine Use

Smoking cocaine is a very differentdrug Additionatly, there are indications that

experience than snorting, or using cocaine “binging" has increased among intranasal
intranasally. When smoked, the onset of users with people using a week's supply in
infoxication is more rapid, almost the course of a weekend or in several hours.
Instantaneous though the effects fast only Ono wealy man [n the met tan area

hatf as long as when snorted. Afterthe reported having spent $250,000 on cocalne

"high” trom each dose dissipates, users contnued on page 2

experience an often crushing depression,

:suel 'mdt)h':tor agnantgg and have ah"edmg
er"that demands more cocaine .

n GHOSTBUSTERS,
Not only is smoking cocaline a different SPACE BLASTER, BAZOOKA, or
experience, it I8 by far the most compulsive 9‘:&?&“2&““ ;".;”%; newang
cocaine behavior, accelerating the combinion Stimulart with bt

nogenic drug
progression fromfirst usato addiction. By seils onthe street for between $10.00 and
contrast, the usual pattem of addiction for $15.00 per dose. PCP, 30kd in combination with
snorting may take sgveral years. When marijuana, costs sbout the sama. Both drugs
cocaine Is smoked, the progression may take 2lone have accounted for Increases in violent
Just saveral months. crime wherover thelr use has been high.
Smoking cocaine also may predispose the Though not & major problem in this area at
userto “binging" inwhich smokers may use present, “Ghostbusters” may becoms & special
trom 10-50 grams of cocaine over= 110 2 problem in the future for the Washington, D.C.
day period. Users who switch from snorting oy Pk sa alraady is woll-sstabiished in
to smoking may quickly double or triple their the drug-abusing communtty.
weekly dosages.
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Smoking Cocalne— —irom page 1
in2years. Spending upto $1,000foran
evening, he felt, was worth the expense.

Smoking cocaine Is apparently consiiered a
"safer” altemative to Intravenous cocaine

use because of possible exposure to the AIDS-
related virus through contaminated needies.

Smokeable Cocalne Products

Cocalne currently is being
smoked [n three forms:

+ CRACK appears to bathe
predominant substance Now smoked with
its low per dose cost, purity and
accessibitty playing a major role. All
these factors make R a very marketable
product from the pusher's standpoint.

*BASUCO is acoca paste
derivativa which is an intermediary
produc inthe processing of coca leaves
to streel cocaine. Rt is contaminated
with lead and petroleum distlitate
residues. Basuco I8 the least expensive
form of cocaine ataround $1.00 to
§2.00 perdose. Currantly, basuco
smoking is primarily seen among
individua's direcily iInvoived inthe
processing chain.

* FREE-BASE. Free-basing,
which reqfires expensive and butky
paraphemalla as well as expertise to
use volatilo chemicals such as ether to
separate the cocalne base from cocaine
hydrochloride, has declined in
popularity. Crack and basuco—as less
expensive and less explosive

About Cocalne

Cocaine is awater-soluble stimuiant
drug extracted from the leaves of the
coca plant grown in South and Central
America. When smoked, snorted,
injected, ingested or applied to mucous
membranes, cocaine has animmediate
effect on the body, dilating the pupils and
increasing blood pressure, heart rate,
breathing rate and body temperature.
Cocaine acts directly and almost
immediatsly upon the brain and central
nervous system. it is this brain
slimulation that makes cocaine s0
alluring and so dangerous.

Cocaing changes the brain's chemistry
by Interfering with the normal chemical
activity in the brain. it blocks uptake ot
certain naurotransmitters, In particular
dopamine, and acts upon the so-called
pleasure centers of the brain.

The immediate and shoit-ived effects of
cocaine reportedly make users feel
euphoric. confident and more energetic
unti the depression atter use occurs.

Part of the lure is that many people feel
they can concentrate better and perform
better in a variety of tasks, with many
users reporting enhanced sexual
pleasure. However, with extended
abuse, depression can become chronic,
and hallucinations and signs of pslgchosls
may appear. Some usere have ditficulty
concantrating or remembering things,
lose interest in sex, may become
impotent, or have panic attacks.

Deaths directly attributable to the
effects ot cocaine use may involve
seizures, cardiac arrest, or respiratory
fallure. Deaths from suicide or
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Coc aine Use Nationaily

The Hationat Institute on Drug Abuse in theie
1984 report on drug use inthe United States
estimated that there were 22 million
persons who had tried cocaine, with4 1o 5
milion regular users. Another 5,000
persons each day were estimated to have
tried the drug forthe first time. These
figures predate the upsurge of crackuse.

Cocalne Dependence

Cocalne depandance or addiction may be
defined as the compulsion lo use the drug and
the absolute loss of control over and
continued use 0f the drug in sphe of obvious
physical, social and rﬁycmmical
consequences. Serious disruptions within
the family, on the job or in social situations
occur for the out-of-control user. When
cocaine bacomes an obsession, users'
thoughts are disorganized, their judgement
fails and thelr existence becomes dismal.

Straet Pharmacologist, Vol 8, No. 1, January
19886, UpFront, inc., Miami, FL,

*Crack’ Special Report—A New Form of Cocaine
Abuse,”. May 26, 1888, Drug Enforcament
Administration, New York Fleld Division, Unitied
Intelligence Division

Dr. Arnoid M. Washton, Research Director, "800
COCAINE® Natlonal Hotline, May 8, 1986,
Tastimony bafore the N.Y. State Senate
Committes on Investigations and Finance

Sidney Cohan, “Reintorcement and Rapid Delivery
stems; Ui Ing Adverse Consequences
Cocaine,” Cocaing Use In Ame)ica:

NiDA

, Nil
Research raphy Series #81, Nationa!
Institute on Drug Abuse, U.S. Department of
Health and Human Services, 1985,

Ronaid K. Siege), “New Petterns of Cocaine Use:
Changing Doses and Routes,” ibid., 1585

Donaid R. Wesson and David E. Smith, *Cocaine:
Treatment Perspectives,® ibld., 1985

How Cocaine Atfects The Body
‘Central Nervous System. Stimulation

of the system produces euphoria,
talkativeness, iritabiity, suspicion, and
convuisions, selzures and death.

«Anteries. Blood pressure increases 10
percamio 135 percat. The blood courses
throughthe vessels at a more rapid speed
and may cause, in some cases, brain
hemorrhage.

*Eyes. Pupils may diate, becoming more
sensitiva o light. may cause the abuser
tothink he sees "halos® surrounding objects
onwhich he attemptsto focus. The halo
efiect isoften cafled “snowlights® by users.
Heart. Heartbeat becomes more rapld,
increasing by 30 to 50 percent, and may
become iregular n rare instances. It could
cause heart attack and stroke.

sLungs. Chronic crack smoking may lead to
hoarseness and bronchitls, similaro the

effects of marfjuana or tobacco smoking and
to chest congestion with black sputum.
+Sexual Functioning. Chronic cocaine

use can resuk in & 088 of iterest in sex and
decreased sexual performance.

Nose. Chronic cocaine "snorting® can
resuk in & deterioreion of the nasal septum.

How Cocaine Affects The Mind

*Depression. Users experience crushing
deprassion when the euphoric character of
infoxication abates. Chronic depression may
be one resut of proionged use.

*Sulckie or Sulcide Attempts.

Frequently persons dependent on cocaine see
sucide as the only viable solution to
deteriorating health, personal, domestic,
financial and work situations.
+Psychosis, Paranola, Delusions,
Hallucinations. Users may hallucinate
and feel iittle insects (“cocaine bugs")
crawling under the skin,




OVERVIEW OF DRUC: TREATMENT PROGRAMS
AT THE PSYCHIATRIC INSTITUTE C# WASHINGTON, D.C.

The Psvhiatric Institute of Washington offers afull specirum of drug aty % treatment programs
for adolescents and aduits. These programs treat people who abuse drugs by helping them alter
the pattems of behavior associated with drug abuse. Drug abusa treatment services include:

ADULY DRUG The Adult Drug Abstinence Program s an inpatient treatment; sogram
ABSTINENCE designed for drug-dependent aduls (age 18 ¢r okdr r) who require an
PBOGRAM intensive, structured environment for diagnosts and treatment.

Patlents typically spand 28 days in the prograrn during which time
detoxNication takes place under close medical supervision.Prior to
discharge, an outpatiem aftercare program will be recommended to the
patient based on his or her iniividual needs.

PIDARC The Psychlatric institute Drug Abuse Rehabiltation Center (PIDARC), a
non-profit program of The Psychiatric Institute Foundation, operates an
outpatlentclinic for adults age 18 or older. PIDARC treats users of
narcotics, poly-drugs or cocaine who do not require hospltaiization.

The program is Medicaid-qualiiied by the District of Columbia,

GATEWAY Gateway Is an intensive, eight-wesk inpatlent treatment program for
adolescants (age 13 to 18) who sutfer from the combination of
chemical dependoncy and emotional/developmental problems.
Famias are closeiy involved ir. all phases of treatmenl. Theprogram
includes one year of tree alte rcare tor eligible candidates.

GETTING HELP... CLINICAL
ASSESSMENT &

Cocalne abuse eventually presents a crisls of major proportions for REFERRAL

individuals and families. The Ciinical Assessment and Referral Service SERVICE

(CARS) of The Psychiatric Institute of Washington is one resource

availabie to provide information and to help famiies and individuais

find appropriate treatment for substance abusa. Highly experienced of:

therapists can provide crisis intervention, evaksations, referrals to

psychiatrists and other mentai health professionals or agencies, as

well as counseling and information. individuals may cail to schedule mnumc
a contidential consultation at one of ou® CARS locations. Immediate RSO b
or next-day appointments are available and are tree of charge. thaad

In addition to helping Individuals and families assass possible problems

with drug or aicohol abuse, CARS therapists see peopie who may (202) 965-8400
be un:bée to cgpe with many other personat problems—sluch as, trouble

with children, broken reiationships or divorce, deaths or ilinesses of ,

loved ones, troubie at work or the loss of employment. The CARS T%D fos the hearing-impared:
therapist can evaluate each situation and make recommendations (202) 965-8403

aimed at helping the individua! or family unde:stand their situation and

reduce their symptoms of anxiety and distress.
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Heavy Cocaine Use by Adolescents

Deborah E. Smith, BM, BCh, Richard H. Schwartz, MD, and

David M. Martin

Children's Megical Center of the Univarsity of Virgina, Chariottesvilie; Department of
Pediatrics. Fairtax Hospral, Falls Church, Virginie; ang Psychiatric Ressarch. Psychatne
Duagnostic Laboratories of America, South Plain Field. New Jorsay

ABSTRACT, Adolescents are susceptible to becoming co-
caine users. Twenty-eight teenagers in o drug rehabilita.
tion program were identifled as heavy cocaine ysers and
questioned about their experiences. They reported family
conflict leading to running away (86%), schoo! drop-out
12¢%) and delinquent behaviors such as stealing (96%)
and vandalism (57%). Cocaine use started at 14 years for
21%, with progression from onset to at least weekly use
within eight weeks (54%). Side effects included sleep
disturbance (18%) and tolerance to cocaine (25% ). With.
drawal was characterized by cocaine craving up to one
month later (93%). The majotity (96%) were polydmg
abusers. Possible causes of teen substance abuse are
discussed, and the importance of prevention is empha-
sited. Pediarrics 1989:83:539-542; cocaine, adolescent.

Cocaine use has increased dramatically since the

last decade, particularly in older adolescents and .

young adults. This increased use of cocaine reflects
lower costs and increased availability'; indeed, co-
caine is now seen as readily svailable by ajmost half
of high school seniors.? The snnual surveys of the
National Institute on Drug Abuse indicate that in
1986 17% of high school seniors tried cocaine at
least once. compared with 9% in 1975.! The sctual
Drevalence of cocaine use is probably higher because
school drop-outs are not included in the National
Institute of Drug Abuse data.

Although previously belisved to have no serious
side effects. medical com?licntionl of cocaine abuse
are now well recognized,’ and cocaine is known to
be highly addictive. In laboratory animals, it is more
toxic than heroin® and preferred to food sven when
the alternative is starvation and death.! Cocaine
dependence waa not listed in the Diagnostic and

Recervad for publication Jan 18, 1988: accepted June 27, 1988,
Repnnt requests to {D E 8.) Department of Pedsatrics. Chul-
dre='s Medical Centér of UVA, Charlottesville, VA 22908,

F ATRICS (SSN 0031 4003). Copynght © 1985 by the
Amencan Acsdemy of Pediatrics.
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Statistical Manual of Mental Disorders, ed 3, be-
cause symptoms of tolerance and cocaine with-
drawal were not then appreciated. However, phasea
of cocsine withdrawal have now been described,
including cocaine craving potentially lasting several
months.’ From the National Institute of Drug
Abuse data, 0.8% of high school seniors report
cocaina dependence.’ Adolescents are particularly
vulnerable to chemical dependency for both devel-
opmental and psychosocial reasons.” Although the
pediatric literature includes descriptions of cocaine,
its abuse, and management of intoxication.’ there
is limited information toncerning adolescent co-
caine use.*!° The following is a report of reaults of
a survey conducted to explore the hebits and ex-
periences of a group of teenagers who became de-
pendent on cocaine and Pmiciplted in e rehabili-
tation program. $

METHOD
Pationt Population

Straight Incorporated is & not-for-profit, private,
drug rehabilitation program for adolescents and
young adults. The majority of “Straight” c'ients are
white and from middle- to upper-class suburban
families. Ages range from 13 to 24 years, and alcohol
and marijuane are the moat common drugs of abuse.
Approzimately 10% are ordered into treatment by
the judicial system; the remainder are referred by
their families. The program ia conducted in various
locationa, and sech operates independently. For
this atudy, adolescents were selected from four dif-
ferent sites.

Study Procedure

To identify frequent cocaine users, all adolea
cents enrolled at onv site within a 15-month period
were given a self-administered questionnaire after
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they had been in the program for 1 month. By this
time It was hoped that they could respond mo.e
honestly than when admittad to the program.

Additional heavy cocsine users were selected
from three other Straight sites by general question-
ing about cocaine experience during group therapy
sessions. Those teenagers who reported having used
cocaine on more than 50 occasions were then asked
to complets the same questionnaire used at the first
sits. All participants were anonymous on their
quastionnaires, and the information obtained from
the surveys was dot shared with personnel at the
clisnt's rshabilitation site: confidentiality was thus
maintained, At all sites, participation was entirely
voluntary. Clients were not induced to participate
and suffered no consequences if they refused.

RESULTS

Twenty-sight teenagers were identified as having
used cocaine on more than 50 occasions. Of these
teenagers, 15 came from the first Straight site se-
lected from the 200 rehabilitation clients who an.
swered the juestonngire. The additional I3 heavy
cocaine users c:. 3 from three other sites, recruited
as cescribed. In all, thers were 21 boys and seven
girls, aged 15 to 17 years. This group represented
6% to 7% of clients in this age range in the Straight
programs surveyed. [n answering the questionnaire,
19 (88%) described themselves aa being completely
truthful in their answers, and the remaining 9
(32%) reported being truthful at least 80% of the
time.

About half (54%) came from intact families, and
87% lived with at least one parent. Almost all (96%)
had fathers who had completed high school, and
82% described their family income as aversge or
ebove, Five of the 28 cocaine users had siblings who
wers chemically dependent. Seventy-five peicent
had parties with alcohol and drugs in their homes
without parental knowledge. Almost half (46%) of
the respondents believed that their parents had no
suspicions about their drug or alcohol use even
when this was occurring mors than twice a week
during a 12-month period or longer. When their
parents were awars of the drug involvement, 54%
of the teenagers stili did not receive help for more
than a yesr. Before starting illicit drug use, these
teenagers described themselves as being lonely
(31%) or depressed (14%) and having problems at
school with attention difficulties (52%) or poor
grades (28%). By the time of admission to the drug
rehabilization program, 24% had left high school
without graduating. Skipping classes many times a
day was seported by 43%, snd 93% had received
some disciplinary action at school including suspen-
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sion or expulsion (71%). Eleven (39%) of the teen.
agers had attempted suicide, five (18%) on two or
more occasions, Although they had received ther.
apy while involved with drugs, 32% believed that
their therapist never appreciated the drug depend.
ency, even after three or more visits. Five teenagers
had attended therapy sessions while intoxicated.

Vandalisin while intoxicated was reported by
57% of the respondents, and 50% had been detained
or arrested by police. Driving while intoxicated was
reported by 36%, with 25% being involved in acci-
dents.

Five of the 28 respondents had initiated drug use
by 10 years of age and 27 (96%) reported having
used drugs at least six times by 14 years of age. By
the time of admission for rehabilitation, in addition
to cocaine, other drug use included marijuana
(93%), 18 (57%) reporting use of more than 28 g (1
oz) of marijusna in the 30 days befors admission.
Alcohol use was also common (93%) with 21%
describing daily drinking and 86% being inebriated
more than flve times in the previous year. Azmphet-
amine abuse was reported by 86%.

Cocaine Usa

By l4 years of age, 21% of the teenagers identified
as heavy cocaine users had already tried cocalne,
and more than half of them (64%) reported pro-
gresaing to at least weekly use within 1 to 2 months
of initiation. Befors entering the drug rehabilitation
program, 46% of the group had been using cocaine
on a daily basis, 21% for the previous 4 months or
more. Almost all (89%) of the teenagers had friends
of their own age who used cocaine, and all described
their social lives as revolviny around their drug use.

Seventy-five percent of he teenagers stilui
used at least 3 g of cocain per month #.d the
majority (68%) by “snorting.” Approximately half
of these snorted more than four “lines” on each
occasion of use. Only one person admitted to intra-
venous cocaine use, and three preferred inhalation
of fres base cocaine. Eighty-two percent of the
respondents reported morning drug use. Most
(79%) felt unable to refuse cocaine and were afraid
to stop using it.

One quarter of the heavy cocaine users described
spending at least $250/wk on cocaine during a 3-
month period, and two individuals claimed to have
spent $1,000/wk on cocaine. Money was obtained
from a variety of sources, including a steady job
(18%), dealing drugs (21%), and prostitution (11%).
Almost all (96%) admitted to stealing. 43% claim.
ing to have stolen more than $1.000 wortn of goods.

Physiologic side effects described were limited to
the sense of agitation associated with acute cocaine
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use. T'o minimize this, respondents had on occasion
mixzed cocsine with other drugs, including mari-
jusna (68%) and alcohol (25%). None of the teen-
agers reported having ssizures. Paychologic effects
included paranoia (46%), slesp disturbance (18%),
and tolerance to cocaine requiring increasing
amounts of cocaine to cause the same level of
intoxication (25%). After being in the rehabilitation
program for 1 month, 93% of the group ware still
experlencing cocaine craving, the majority describ-
ing this a8 “severe.” Social withd. ~wal was de-
scribed as loss of close friends (14%) and serious
conflicts (18%). Eighty-six percent described run-
ning away to avoid conflict at home, and 68% had
stayed awny more than } week,

A limited comparison of the teensgers admitting
to heavy cocaine use with thoss who denied cocaine
uss showed that the cocaine-using adolescents
apent more money ob! drugs. Cocaine users
reported a shorter duration between cocaine initi-
ati 1 and weekly use compared to the experience
of non-cocaine users with their drug of addiction,

DISCUBBION

Experimentarion and taking risks are normal
learning behaviors for’adolescents. They enjoy a
sense of invulnersbility and frequently lack insight
into the consequences of their behavior. Howsver,
this time of transition is largely ignored by society,
and tesnagers experience strong social pressures.!!
Substance abuse is a definite consequence. Involve-
ment with cocaine is particularly devastating be-
cause of its addictiveness, This is confirmed in thia
survey by the rapid progression from the onset of
cocaine use to dependence, occurring within weeka,
and its accompanying social daterioration. Of much
concern is the duration of time taken to initiate
treatment after the family acknowledged the teen-
ager's problem  *h chemical dependency. Already
involved therapists also failed to notice or respond
appropriataly.

This study involved only small numbers of a
discrete group of tesnagers. We cannot know how
this information may relate to other groups; gen-
eralization is not possible. Howsver, there is a lack
of information concerning heavy cocaine use in the
school-sged population. This study begins to ad-
dress this void, and the results at least highlight
the severity and extent of chemical d+pendency in
some adolescents.

Older adolescents are now more like'y than pre-
viously to perceive greater risks with regular co-
caine use and to disapprove even of experimenting
with cocaine.! Howsver, the prevalence of cocaine
use hes remained constant throughout the past 8
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years.? Of much interest 13 why some adolescents
initiate substance abuse. As with gll sdolescent
health problems. it is probsble that the causes are
directly related to social, economic, and social wel.
fare policy.’* The teenagers surveyed described
themselves as being depressed and having school
difficuities before starting drug use, problems that
only escalated after they were chemically depend.
ent. Paychosocial antecedonts have been described
in other studies® and in association with teenage
smoking behaviog,! %1

Surveys of smoking behavior also stress the im-
portance of the availability of cwmtm.“"' adult
and peer approval and models,'™" and the lack of
perceived health risks.”* Smoking and substance
abuse are perhaps part of a syndrome of adolescent
problem behaviors.’* In & survey of & homogeneous
adolescent population, significant correlation was
found betwsen the level of aubstance abuse snd
destructive coping behavior, risk-taking behavior,
and schoo! performance. In this group, social envi-
ronmental factors were the strongest influence on
substance use.' The results from the smoking sur-
veys suggest that different factors are important
for different racial and socioeconomic groups. i1

Of much ¢oncern is the risk of adolescent behav-
iors leading to infection with the human immuno.
deficiency virus (HIV). There is a recognized asso-
cistion of HIV infection with the aharing of con-
taminated needies; however, the tesnagers surveyed
were not intravenous drug users. Prostitution was
reported; this is certainly s risky behavioz, 8 is any
sexual intercourse if condoms are not used and
particularly if ana’ penetration occurs. In addition,
the sexual partners of drug-abusing teenagers may
tl.emselves be intravencus drug users. Preliminary
testing of Straight clients has not yielded positive
HIV results; this testing included 16 members of
this study group. Howsver, with the incressing
prevalence of HIV seropositivity, these teenagers
will be at significant risk of acquiring HIV infec-
tion.

Pediatricians involved with the medical care of
adolescents must be alert to the possibility of chem.
ical dependency including cocaine abuse in their
patients. Cocaine is available to teenagers, and
addiction is devastating. Few symptoms were evi-
dent in the surveyed cocaine users, but in common
with other drug users, sociul withdrawal and dys-
function were almost universal. Evaluation of such
problems as school truancy or failure, social isola-
tion. ot increasing family conflicts must include a
consideration of drug dependency. This considera-
tion is also most important when assessing the
health needs of runaways, delinquents, and other
teenagers who violate laws.
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ACUTE CASES OF‘ SYDENHAM CHOREA SOUGHT

The Child Psychiatry Branch of the National Institute of Mental Health is
seeking patients for a study of obsessive compulsive symptoms accompanying
Sydenham chores. Eligible patients should have had recent (within 2 months)
onset of Sydenham chorea, continue to have choreic symptoms and be at least
6 years of age. This study will rate obsessive compulsive symptoma and link
these Jymntorr '9 anti-CNS autoantibodies. Patients will be interviewed by
phone or in person (out of town subjects will be asked to toavel at our expense
to the NIH in Bethesda). Brief follow-up interviews will be ¢ nducted every 2
months for 1 year. Serum samples (5 mL) will be obtained on four separate
occasions. There will be no expense to the patient and no remuneration. Please
call (301) 496-6081 or write: Dr Susan E. Swedo or Dr Judith L. Rapoport;
Child Psychiatry Branch, NIMH. Bldg 10, Room 6N240. 9000 Rockville Pike,
Bethesda, MD 20892.
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HOSPITAL PHYSICIAN

Cocaine Intoxication:

A Review of the Presentation and Treatment

of Medical Complications

James F. Buchanan, pharmd

The Increased popularity of cocaine in recent years
hea led to an Inorease in the incidenca of medicai
complioations associatad with this drug. The
range and severity of potential toxicologio atfects
vary greatly and require the physician to be familiar
with both the pharmacology of the drug In ite vari.
ous forms and the therapeutio optiona available
in the treatment of ovardose.

The psychoactive properties of cocalne have probably
been recognized since at least 600 AD.! Since that time,
cocaine has been used in a variety of forms and routes
of administration. Recently, smoking alkaloidal cocaine
has become a popular mode of recreational use.2 The
subjective feelings of intoxication and the profile of
adverse resctions associated with smoking cocaine differ
from those associated with intranasal use. These differ-
ences, as well as the physical characteristics of alkaloidal
cocaine, are frequently a source of coatusion t+ hoth
the health care professional and the lyy .ablic.

Until recently, snorting powdered ¢t ire hydrochlo-
ride was the preferred means of self-udministration.
Contact with the nasal mucosa causes immediate local
vasoconstriction, which limits the rate of drug absorp-
tion and, presumnably, drug toxicity. Although complica-
tions from intranasal use have been reported, the fre-
quency of these adverse effects is sufficiently low to give
this method of cocaine use the reputation of relative
safety. Persons at particular risk from intranasal use
appear to be those who administer the drug repeatedly,
resulting in high cumulative doses.

The pharmacokinetics associated with inhalation of
volatilized cocaine are similar to those seen with intra-

Dr Buchanan is ASsistant _ .rector of the San Francisco
Reglonal Poison Control Center and Assistant Professor of
Chnical Phammacy 8t the University of Cahfor:a, San Francisca

venous (1V) use of the drug. High serum, myocardial,
and CNS concentrations of cocaine are rapidly achieved,
with an attendant high risk for untoward complications.
Since the populatization of cocaine smoking, the inci-
dence of myocardial ischemia, hypertensive episodes,
and seizures has greatly increased.

The intensity of the euphoria associated with smoking
cocaine is significantly greater than that assoclated with
intranasal use, but it is also of shorter duration. This
may result in the use of larger quantities of cocaine and
in greater frequency of administration to majntaln in-
toxication. Such a pattern of use is associated with a
high potential for dependency and overdose.

To effectively smoke cocaine, the alkaloidal (free.
base) form must be used (see box). The free base is vola-
tile (suolimation) at temperatures of 90°C, whereas the
melting point of cocalne hydrochloride is 19$°C, at
which point ittends to decompose rather than volatilize.

Pharmacologic Properties

Cocaine acts as a local anesthetic and an indirect sympa.
thomimetic.* The anesthetic effect is due to the ability
of cocaineto block fuitiation and conduction of electri.
cal impulses in nerve cells. The sympathomimetic effect
arises from the blockage of presynaptic reuptake of the
neurdtransmitters norepinephrine and dopamine. Accu.
mulation of neurotransmitters at postsynaptic sites
results in sympathetic stimulation that is characterized
by tachycardia, hypertension, seizures, hyperthermia,
and general CNS stimulation. Theincreased stimulation
of dopaminergic neurons is believed to be responsible
for p1ducing euphoria.!

Biotrasformation of cocaine is primarily by plasma
and hepatic cholinesterases.” Cholinesterase activity is
reduced in infants, geriatric patients, pregnant women,
and patients with liver disease or congenital enolinester-
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ase deficiency; therefore, these types of patients would
be expected to be more sensitive to the pharmacologic
effects of cocaine,

The serum half-life of cocaine is approxtmately one
hour. Since the drug disappears from the circulation so
rapidly, it is not practical to measure cocaine serum
concentrations. Benzoylecgonine, the major metabolic
product, is the moiety measured intoxicelogic analysis;
it can be detected in serum or, more reliably, in urine
for up to two to three days after cocaine use.

Toxlcologic Etects

Cardiovasculer

Cocaine's inhibition of catecholamine reuptake by sym.
pathetic nerve endings produces general sympathetic
stimulation. Cardiovay ular manifestations are typified
by tachycardia and hypertension. Cocaine use may result
in significant coronary artery vasoconstriction with
resulting ischemia or intarction. Sinus and ventricular
arrhythmias may o« .ur from an ischemic process or
from excessive catecholamine stimulation.

Sinus tachycardia genenally does not require interven-
tion unless the ventricular rate is excessive, particularly
inthe case whereitis too fast to maintain adequate car-
diac output. Insuch cases, propranolol or esmolol may
be administered to reduce the tachycardia. (Propranolol,
0.5 to 1.0 mg IV, repeat every one to two minutes pm
t00.1 t00.1S mg/kg maximum; esmolol, $00 xg/kg IV
over one minute, then S0 ug/kg/min infusion, titrated
incrementaily by 50 ug/kg/min every five minutes prn,
300 ug/kg/minute maximum.)

Hypertension is best treated with the use of vasodi.
lawors such as nifedipine (10-mg capsule punctured and
chewed), phentolamine ($ mg IV), or nitroprusside (3
ug/kg/min infusion, titrated). Propranolol. purported
to be an antidote for cocaine intoxication,? ig best re-
served 10 treat only tachycardia. Use of beta-blocking
agents in the face of elevated levels of norepinephrine
will result in unopposed alpha.receptor stimulation; this
can, paradoxically, worsen hypertension.*®

Premature ventricular contractions and ventricular
tachycardia may be treated with the use of beta-blocking
agents or idocaine, Ventricular fibrillation and asystole
have been described as complications of cocaine
abuse. Epinephrine and norepinephrine should be
used cautiously in this setting since cocaine will poten-
tiate their adrenergic effects.

Angins, myocardial ischemis, and infarction are rec-
ognized complications of 1V and intranasal cocaine
use'' and, more recently, from smoking free-base
cocaine. Both coronary artery vasoconstriction and in-
creased cardiac oxygen demand are believed to con-
tribute to the ischemic process. Patients having chest

pain and ECG evidence of ischemia should be admutted
for evaluation and serum enzyme studies. Nitrates or
calcium channel blockers are effective in reversing coro.
nary artery vasospasm. Calcium antagonists may also
be protective against the cardiotoxic effects of cocaine
intoxication.!

Neurologic

Nominal doses of cocaine, either snorted or smoked.
produce euphoric feelings. Excessive acute or cumulative
quantities of cocalne result in anxiety, agitation, para.
nois, and selzures. The anesthetic action of cocaine, pos-
sibly coupled with cerebral ischemia, can produce coma
when large amounts of the drvg are taken. Thedepres.

7 FreeBase Fonn '

The current populerity of smoking {ree-bess co- |
calne probably arose as t ‘ﬁcruult ofs llnnumle K]
misunderstandingdinthe | rm
leaves, a precipitate of crude, extragteble
known as cocaine paste or base, le prqd
Spanish, this toorb.ola .
nounced BAH-8AY).1tls wbuqlnn Qo
cocalne hydrochioride, but can al ubolud '
nmlmunwlthtoueooormuﬂmu rth American
visitors to South Amaerica, abasiving the emoking of
baee, mistakenly thought it referred to “fres-basy”
cocaine. 8moking f 288 COCaINe was haretofore
unknown among traditional lmoor Pntl tmoknn
of South Americe. . y
The conversion of eocalno hydtochloddl o free-
bass coteine has. been advoceted as & means to
“purlfy” the coceine. Street coceine frequently
containe e veriety of active adulterante (eg, lidocalne,
proceine, benzoceing, phenylpropanolamine, sphe.
drine) and Inactive adulterants (eg, 1actose, sucrose,
mannitol, mmh.ule).‘ Somae of these substances
mnot by the extraction process of convert.
? cocaine hydrochioride to the free-base form. Sig-
icant amounte of lidocaine, sphedrine, pmcalno.
bonzoe ne, and phenyip amine are recovered
along with llkaloldal coocaine foliowing extraction.?
Crack is free-base cocaine in s crystalline or “rock”
form rather thn e powder. [t le typicaily eold in smeii
viais containing 100t0 300 m: og of eikaloidal cocalne
at s cost of $3 to $10 per 100 mg.} The *rocke” ere
placed In @ pipe or on e piece of foll and heated to
vaporization. Crack may also be smoked in tobacco
or marijuane cigarettes. The namae "crack" originated
from the popp!ng sound that frequentiy cccurs when
the aubstance ie heeted. Euphoric eftecte occur
within seconde of inhalation but last only about 20
minutes, necessitating frequent administration to
maintein the suphoris.
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Cocaine |ntoxication

Table 1
Pharmacokinetic Differences Between
Intranasal, inhaled, and Ora) Cocaine Use

intranesel Inhaled Oral
Type of Coceine  Alkaloidal Coceine

cocaine hydro- (free hydro.

* chioride base)  -chloride - -
Onset . 5.20min  Seconds 20-80 min®
Durationof 1-15h  About20 12h
suphoria min .
Serum 1h 1h 1h
hait-life .

‘Onsat of sifact foliowing ingestion of aikaioidal cocaine
may be delayed owing 1o its poor solubliity. L

.

sant effect of cocaine in such circumstances may result
in respiratory depression or arrest.

Scizures are most frequently encountered after IV
administration or inhalation of cocaine®; convulsions
rarely result from intranasal ue, Inhalation of cocaine
produces a rapid rise in the serum concentration of the
drug almost identical to that which oceurs with [V
administration. The rapid presentation of cocaine tothe
CNS may produce seizures shortly after exposure,
Cocsine first stimulates the cerebeal cortex by blocking
the reuptake of norepinephrine and dopamine, which
is believed to produce the seizure activity, and then pro-
duces a gencralized depression of cerebral and braingtem
function.

Cocaine-induced seizures are usually transient in
nature and require no therapy. Overdoses of cocaine,
however, may be associated with persistent seizure activ-
ity and can progress to further complications, such as
metabolic acidosis, hyperthermia, and rhabdomyolysis.
Diszepam (5 to 10 mg IV aver two to three minutes,
repeat every ten to |$ minutes prn to 30 mg) is considered
the drug of choice to terminate seizures produced by
¢cocaine. Benzadiazepines are also useful to control
symptoms of anxicty and agitation.

Cocaine is believed to cause vasospasm of the cerebral
vasculature. The attendant rise in intracranial blood
pressure has produced subar.chnoid hemorrhage in
patients who snort the drug."* [ntracranial hemor-
rhage from intranasal cocaine uss is probably a rare
event most likely to occur in persons with preexisting
arteriovenous malformation or aneurysm.” The find-
ing of headache or any focal neurologic deficit following
cocaine use should alert the clinician to the possibility

of intracranial hemorrhage.

Arterial vasospasm may also result in cere'sral infarc-
tion foliowing intranasal cocaine use® or smoking of
the free-base form.» Cerebral infarction hat been de-
scribed in a neonate whose mother ysed large amounts
of cocaine prior to delivery.

Respiratory Tract

The local vasoconstriction accompanying topical ap-
plication of cocaine can produce Jocal tissue ischemia,
particularly in the nasal mucosa following insufflation.
Chroni¢ snorting of cocalne has been associated with
nasoseptal necrosis and perforation.

Pulmonary injury infrequently occurs because of
drug exposure; however, several reports demonstrate an
association with the use of free-base cocalne. Pneumo-
mediastinum,*-¥ pneumothorax, and pneumoperi.
cardium® have been described aa consequences of
smoking alkaloidal cocalne. The mechanism by which
this occurs is unclear but may be related to Increased
intra-alveolar pressure from Valsajva maneuvers, direct
alveolar damage, or both.’

Studies of pulmonary function in cocaine smokers
have revealed 4 1educed cavacity for gas exchange with.
out an impalrment in ventilatory function.®® This
may be due toa direct toxic effect on the alveoli or may
be caused by constriction of the pulmonary vasculature,
thus impairing perfusion and possibly leading to alveo-
lar rupture.

The finding of headache or any focal
neurologic deficit following cocaine
use should alert the clinician to the
possibility ot intracranial hemorrhage.

The air released from distended, ruptured alveoli
tends to track to'areas of lower pressure such as the medi-
astinum, If mediastinal pressure s high, air will dissect
tlong fascial planes, resulting in pneumothorax. Pa-
tients having pneumomediastinum typically complain
of chest pain. Mediastinal crepitus (Hamman's sign)
may be present in roughly half of such cases. In the
majority of cases, pneumomediastinum resoives spon-
taneously without treatment. Chest films generally show
& return to normal within two to three days. Despite a
history of smoking ¢ocaine in a patient with pneumo.
mediastinum, other causes such as infection, tumor,
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foreign body, or esophageal perforation need to be ruled
out.

Metabolic

Hyperthermia plays a significant role in fatal cocaine
intoxication.” Cocaine, like any other stimulant drug,
can produce hyperthermis from increased muscle ac-
tivity, seizures, and vasoconstriction-induced impaired
heat dissipation. Cocaine may also act as a pyrogen by
directly affecting the hypothalamic thermoregulatory
centers. Of key importance is the rapid detection and
management of hyperthermia in severely intoxicated
patients. Rectal temperature should be measured;
because of vasoconstriction, oral or axillary temperature
may not reflect core temperature. External cooling
measures, such as application of cool water and fanning,
should be promptly lustituted. Muscle paralysis with
pancuronfum (0.08 to 0.1 mg IV) or vecuronium (0.08
to 0.1 mg/kg IV, followed by 0.03 to 0.08 mg/kg every
20 to 30 minutes) may be indicated if external cooling
measures are ineffective in the presence of muscular
hyperactivity. Selzures should be controlled with stan-

dard anticonvulsants, eg, diazepam (se¢ s¢;non on
neurologic effects). In severe cases refractory to these
measures, dantrolene may be tried.

Gastrointestinal

Contrary to generally accepted belief, cocaine is well
absorbed from the gastrointestinal (Gl) tract.”? Peak
plasma congcentrations occur 20 to 60 minutes after
ingestion, producing a euphoric effect similar to that
associated with intranasal use. Thus, significant systemic
effects can occur following recreational ora! use and
overdose, particularly in the cocsine “body:packer”
syndrome.

One method of smuggling cocaine (body packing) is
to Ingest packets wrapped in condoms, plastic food
wrap, or various other materials.?¥? Occasionaily,
these packets rupture, teleasing latge uantities of
cocaine. Seizures, hypertensive erisis, hyperthermis, and
death can result.

Patients suspected of ingesting cocaine packets should
be examined with the use of abdominal roentgenog-
raphy. The packets may be partially radiopaque or may

I T R XL
B AN A R A roee vzt . Table 2 i
- -* Cocs!ine-Induced Complications end
Recommended Treatment Approsches®
Organ System Adverse Effect '
Cardiovascular . Sinus tachycardia .
Hypsriension
Ventricuiar
tachycardia®
Angina
Neurologic | Agitation
Sslzures -
Metabolic Hyperthermia
Puimonary Pneumomediastinum
Pnsumothorax
Gastrointestinal Nauses, diarrhes
intestinal ischemia
*See text for discuselon of 1rsetmaent recommendations.
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Treatment
Propranolol,
esmolol *

Nifedipine,
phentolamine,
nitroprusaide

Lidocains,
propranolol

Calcium-channel
antagoniats, nitrates

Dlazepam
Dlazepam

External cooling,
parslyais, dantroiens

Supportive care
Supportive care

Supportive care
Vasodilstors
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Cocaine Intoxication

beidentified by gas halos, depending on the packaging
material. Activated charcoal and sorbutol should be
administered to absorb released cocaine and to facilitate
expulsion. Because intestinal stimulation may compro.
mise the integrity of the packets, stimulant laxatives
should be avoided. It 1s important to monitor patients
for symptoms of cocaine intoxication and Gl obstruc-
tion until the packets are expelled. Surgical remova!
should be reserved for cases of Gl obstruction or serious
intoxication from unexpelled packets.

Both inhalation and oral use of cocaine have been
associated with intestinal ischemis, ranging from diar-
rhea to intestinal gangrene.’*3 [n my experience, dif.
fuse abdominal pain and nausea is a not-infrequent
complaint am- ng recreational cocaine users. Intestinal
ischemia is believed to be caused by alpha-receptor-
mediated vasoconstriction in response to increased levels
of norepinephrine. Theoretically, in severe cases this
effect could be reversed by alpha-blocking drugs, such
asphentolamine, or other vasodilators (eg, nifedipine).

Qastrointestinal upset and diarrhea associated with
cocaine use are usually self-limiting. The clinician
should be aware of more serious signs of intestinal
ischemia. Abdominal distention, rigidity, absent bowel
sounds, and marked leukocytosis indicate possible bowe]
ischemia or infarct and may necessitate surgical and
pharmacologic intervention.

Hepatle

It has been hypothesized that cocaine may cause hepato-
toxicity in humans,’* but this theory has yet to be
proved. Animal data, however, implicate cocaine as a
potent hepatotoxin,

Greater than 90% of cocaine is metabolized by hydro-
Iytic reactions; only 10% or less undergoes oxidative
metabolism. In animal modeis the development of hepa-
totoxicity was ascribed to the onidative products norco-
caine and N-hydroxynorcocsine.® It remains unclear if
these compounds are directly hepatotoxic or if toxicity
is mediated by a loss of cellular-reducing equivalents.

Based upon these observations, it has been proposed
that individuals with glucose-6-phosphate dehydro.
genase (G6PD) deficiencytnay be more proneto the pos-
sible hepatotoxic effects of cocaine.’* Additionally,
persons with decreased plasma pseudocholinesterase
activity would depend more upon oxidative systems for
metabolism and. thus, may produce more hepatotoxic
products. Further research is needed to delineate the
significance of the hepatotoxic potential of cocaine in
humans.

Gynecologic
A general increase in the use of cocaine among obstetric

patients has recently been noted. A studs oi ¢.ght intant,
born to cocaine-using mothers noted no ser'ous with-
drawal reactions or teratogenic effects.” The authors
concede that withdrawal effects may be 100 subtle to
discern in this stnall patient population. Further devel-
opmental studies are needed to assess potential long.
te:m effects. Other investigators contend that maternal
cxaine use is associated with a higher incidence of con-
penital malformatijons.*

Cocaine use has been implicated in occurrences of
abruptio placentae.* It has be-n hypothesized that in
such cases, transient hyperten: .o 1 and possible placental
vasoconstriction induce uteri.2 contractions. Women
who use cocaine during pregnancy exhibit an increased
risk for spontaneous abartion.

Conclusion

The increased incidence of cocaine.related medical
problems, whi<h has paralleled the rise in the popularity
of cocaine. is expected to continue to escalate with the
recent popularity of free-base cocaine or “crack.” It is
important for the clinician to recognize not only the toxi-
cologic consequences of cocaine use in general, but also
the potential differences in the pattern of symptoms
associated with inhaled versus insufflated cocaine. The
appropriate treatment of cocaine intoxication and the
avoldance of fatrogenic complications require an under-
standing of the pharmacology of cocaine and of the
drugs used to manage cocaine toxicity. .9
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AS WE L« at this picture ~ the baby at three and one:
half months ~ we are aware of the miracle of growth. Since
the baby occupies the whole capacity of the uterus, the uteritie
wall begins to stretch as it continues to grow. This ability
of the utetine wall to stretch provides the baby with sufficient
space for his exercise and growth needs. The artist has shown
the two membranes, the chorion (the outer) and the amnion
(the inner), which form the amniotic sac.

The placenta is now well developed. Through it flows the
mother's bloodstream, bringing food and oxygen for the baby.
The baby's heart pumps his blood to and from the placenta
by way of the blood vessels in the umbilical cord. If we could
look inside the cord, we would see three blood vessels — one
large vein carrying blood with oxygen and nutrients to the
baby, and two smaller arteries carrying blood wich carbon

N § INCHES LONG AND WRIGHS AROUT 844 OUNCES
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dioxide and other waste products fry = the baby t ¢ pla.
centa. These three vessels are encased in a pale blue-green
gelatinous substarie and the whole structure is covered by
a thin shining membrane.

In the placenta, on the way from the umbilical arteries
to the vein, the baby's bload with its eargo of waste products
flows through tiny thin-walled capillaries that are surrounded
by littie pools of mother's blood. As the baby's blood is mov-
ing through these capillaries, the food and oxygen in the
mother's blood exchange places with the waste products in
the baby's blood by passing through the capillary walls in
opposite directions. The baby's waste is then eliminated to-
gether with the mother's waste, as her blood flows through
her kidneys, skin and lungs. The food and oxygen are car-
ried by the baby's bloodstream to every cell in his body
where they are exchanged for the waste products of the cells®
activities. The mother's blood does not normally mingle with
the baby's, nor his with hers. The two circulations are com.
pletely separate.

SYM. SYMPHYSIS
V. VAGINA

T. L TUBEROSITY
OF ISCHIUM

A. ANUS

M MIATUS

The baby at about 5 months can he scen protected by the
bony framewotk of his mother's pelsis — but as he grows,
the uterus extends upward into his mother's abdomen without
disturbing her hody’s normal functions.
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Chairman MiLLER. Dr. Halfon.

STATEMENT OF NEAL HALFON, M.D., M.P.H., DIRECTOR, CENTER
FOR THE VULNERABLE CHILD, OAKLAND CHILDREN'’S HOSPI-
TAL, OAKLAND, CA; AND ASSISTANT CLINICAL PROFESSOR OF
PEDIATRICS AND HEALTH POLICY, DEPARTMENT OF PEDIAT-
RICS AND INSTITUTE FOR POLICY STUDIES, UNIVERSITY OF
CALIFORNIA, SAN FRANCISCO, CA

Dr. HavroN. Congressman Miller and other members of the com-
mittee, I want to thank you for asking me to address you today.
I'm director for the Center on the Vulnerable Child at Children’s
Hospital in Oakland. I'm a acticiniopediatrician and my practice
largely deals with foster children. About half of the 300 kids that
I'm now taking care of have been drug exposed.

In addition, the Center for the Vulnerable Child is a research
center that is trying to develop new clinical service programs not
only for foster children but for drug-exposed babies, young teen
parents, and trying to study the long-term effects and policy impli-
cations of these kinds of problems.

I would like to briefly give you an overview about the prevalence
and trends of crack cocaine exposure and try to talk more directly
about the impacts of crack cocaine use on the health care ard child
welfare systems.

I think that one thing that needs to be remembered is that the
exposure estimates that we're hearing, for example the 11 percent
estimate that was generated from the Chasnoff study of 36 hospi-
tals across the United States, had a range of 0.4 percent to 27 per-
cent. That's quite a range to explain when you are doing a study.
The reason why there was such a broad range is that hospitals that
are looking for crack cocaine users are ?‘i:%mg it. Those that are
not looking for it are not finding it.

We know that even the best reporting using urine toxicological
screens and/or self reports are vastly underestimating the problem.
I think we need to take these estimates with a few grains of salt
and realize the magnitude of the problem is greater than what
we're actually hearing.

Second, the trends are increasing everywhere across the country
and most urban hospitals in California are reporting 10 to 25 per-
cent of all babies born being drug exposed, mostly due to crack co-
caine. Again, that's usually determined through urine tox screens
and I bet we're missing about half of those actually exposed some
time during the pregnancy. .

This trend is demonstrated, for example, in Oakland; the High-
land General Hospital reports that in the past two years there has
been an 84 percent increase in drug exposed babies. Highland is up
to about 16 to 20 percent of all bi being born exposed.

I have attempted to make a more conservative estimate than Dr.
Chasnoff did using statistics from our Office of Statewide Health
Planning and development which are presented in my prepared
statement. I estimate that this year there would he somewhere be-
tween 17,000 and 31,000 babiee born that were cocaine ex in
California which is consistent with Chasnoff's estimate of 375,000
since approximately 1 in 9 babies are currently horn in California.
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Other witnesses and Congressman Miller alluded to the impacts
of crack cocaine during the perinatal period, including prematurity
and abruption of the placenta, reduced brain growth, intrauterine
growth retardation, congenital malformations of the heart and uri-
nary tract, and the transmission of H.LV.

Part of my frustration is that we know that when you intervene
early in these women’s lives and get them into prenatal care you
can actually halt some of these adverse effects. Chasnoff and
Northwestern Group reported in the Journal of the American Med-
ical Association that when early interventions were mounted, and
the crack cocaine use was stopped during the first trimester of
pregnancy, they were able to reduce the risk of prematurtg:f and
intrauterine growth retardation. That tells us that prenatal care
and early interventions have an effect.

Some 'Fﬁet-nat.al sequellae have also been suggested by other wit-
nesses. These include: irritability, movement and sleep disorders,
altered state regulation, fine motor deficits, continued emotional la-
bility, poor attachment to caretakers, distractability, cognitive diffi-
culty in toddlers and persistent emotional cognitive delays in the
schools years.

Ill warn you that there actually aren’t many studies that have
been published at this time, following children past the early infan-
cy and toddler stage so that further conjectures are based on anec-
dotal data. Although I think these potential problems are bad and
there are lasting implications my other great frustration is that I
know that the drug exposed babies that are placed back into a
home with a biological mother who isn’t getting services or into a
foster home with a foster parent who isn’t getting services are
likely to end up having continued emotional and cognitive delays.

I know from the work at our program that kids that get services
are able tc be helped.

also want to mention the impacts on the child welfare system.
As many as 60 percent of drug-exposed infants are placed into
foster care, and the dramatic increase of crack cocaine use is mir-
rored by the increased number of foster children. Throughout the
nation from the late 70’s to early 80’s we actually saw a decreased
number of kids in the child welfare system. In California, from
1982 on we have witnessed a half percent increase per month in
the child welfare system.

From 1986 to 1988 there has been a 28 percent increase from
49,000 to 64,000 children in foster care. When we look at who these
kids are, these are babies who are drug-exposed. Los Angeles
County has reported over 1000 percent increase from 1982 to 1987
of babies being placed in the child welfare system because of drug
exposure. When we look at data for the State of California, we see
the flooding of the foster care system leading to 80 percent longer
stays, meaning that kids are staying longer in foster care. This im-
pacts all kids, since the system is completely overloaded. Thirtg
percent of the kids now in the foster care system are less than
years of age dand2 in lsomef countiesd70 to ggsgfr%eﬁlt of z}lll kids
coming in under 2 years of age are drug ex . That is the case
in Alameda and Contra Costa Counties.

There are other imfgsrtant impacts on health care costs. There
was a study done in Angeles County that looked at 915 drug

ag
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ex]?oeed infants. Postnatal hospitalization for those 915 infants cost
$32 million in 1986. If 70 percent of those 915 babies were born at
term, but had longer hosqjhtal stays up to about 9 days because of

rinatal complications. The average costs for those babies was
§§,4oo. Twelve percent of those babies were born premature with
no complications. Their average hospital stay was 45 days at an av-
erase hospital cost per day of $1,500, or about $63,000 per baby.
An 1896>ercent of those babies were born premature with complica-
tions, 90 hospital days, $1,500 a day and at a cost of $135,000 per

baby.

Tiat’s how that $32 million figure was generated. If we take the
state of California and use my conservative estimates of 16 to
30,000 babies born this year, we're talking about $500 million to $1
billion of hospital costs in the neonatal period for these babies.
This does not include what the additional health care costs for
those kids are, the special education costs, the foster care costs, the
remedial resource costs for these kids. )

I've included in my written testimony some emphasis on the
kinds of programs that are addressing this kind of problem. There
are programs currently in New York Citﬁain Los eles, in Chi-
cagg,l in Philadelphia and in QOakland that try to address these
problems.

Not only are the babies needy but the mothers are verx needy. If
we're going to address this problem in a rational way the preven-
tive and prenatal efforts have to be very intense and we have to
provide a continuum of care for these women and for their babies.
Any gap in the system is a gap that these women will fall through.
_ Tve ogrovided for you in my written statement a continuum serv-
ice model that we have proposed in the Bay Area that includes pre-
natal care, perinatal care and post natal care for mothers and chil-
dren. This is comprehensive, continuous care, that has to be inten-
sive if we're going to effect this problem.

Since half of these kids are going into foster care, and if we have
any desire to try to reunify families, we need more foster mothers
because we have overcrowded foster homes at the present time,
where five, six babies are being placed into one foster home. These
foster mothers are not able to get medical services, health services,
developmental services, nt/infant services that they need to be
able to maintain these children. )

Furthermore, attempts to reunify families have to provide the bi-
ological mother with the kind of support service that allows her to
reunify. We don’t have those kinds of services. Actually, Contra
Costa County is one of the few places that has a small pilot pro-

am that tries to bring mothers together with their babies and

oster mothers to smooth the transition. If mlu take a baby away
from a mother for six months or two years while you're putting her
in a nonexistent drug treatment program and then think that you
can bring them back together ang there can be any kind of mean-
i relationship, you're absolutely wrong.

e your.g baby is going to start to fall in love with and bond to
whoever the care taker is. If they have no contact with their biolog-
ical mother we can basically forget it and we should be passing
laws that terminate parental rights at birth which is something
that I strongly disagree with.

~ 1
L o L

53




49

In fact, when we started the foster care clinic two years ago I
was in agreement with Daniel Weinstein who was then the presid-
ing juvenile court judge in San Francisco County, who was ruling
that all babies born drug exposed were abused until proven other-
wise and was removing them from the home. Over the last two
years we have had the experience of keeping babies with their
mothers, ﬁeroviding them with intensive services and the kind of
support they need and showing that (1) we get the mothers off
drugs and (2) that we can show a normal, natural bonding process.
In that way the baby and the motherhood experience ome
therapeutic levers for both baby’s and mom’s recovery.

If we are going to provide comprehensive services for kids and
mothers that include prevention, early identification, diagnosis and
treatment, we have to provide these services across a variety of do-
mains, It’s not just their physical needs but it’s their emotional,
cognitive and family needs. '

That's a tall order and made more difficult by our current
system that is disorganized. The last matrix and diagram that I
present in my written testimony, outlines all the federal programs
that currently exist for children. And what we see is that under
medical programs we have 1itle XIX, Title V, EPSD.T., M.CH.
Block Grant, Primary Care Block Grant and under Psychosocial
programs we have A.D.M. Block Grants, Public Law 94-142, 99-
467. We have Title XIX services, Title XX. We have many pro-
grams. The problem is that neither the foster mother nor the drug-
using mother without a degree in civil engineering and social work
could ever get to these programs the way that they're currently or-

g .

I think that Congress has done a good job creating programs but
we don’t have the mechanism, the glue money and the case man-
agement on the local level to bring those programs together for the
people that need them.

In fact, Medicaid case management was authorized by Congress
in the 1986 Omnibus Budget Reconciliation Act. This authorization
is not being used at all by, as far as I know, by any state in the
country. I know that New York nor California are using those case
management funds and that's important glue money to pull all
these diverse programs together. There are several legislative and
policy decisions that can be made right now to start to improve this
problem, and I hope that you will start to work on it. I'd be happy
to answer any questions.

Chairman MiLLER. Thanks Neal.

[Prepared statement of Dr. Neal Halfon M.D., M.P.H,, follows:]
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PrEPARED STATEMENT OF NEAL HALFON, M.D.,, M.P.H., DIRECTOR, CENTER FOR THE
VULNERABLE CHILD, OAXLAND CHILDREN'S HOSPITAL, OAKLAND, CA, ASSISTANT
CLINICAL PROFESSOR OF PEDIATRICS AND HEALTH POLICY, DEPARTMENT OF PEDIATRICS
AND INSTITUTE FOR PoLICY STUDIES, UNIVERSITY OF CALIFORNIA, SAN FRANCISCO, CA

Suznary

Prevalence and Trends

) The detection of crack cocaine use by self reports or urine
toxicology screens of mothers and babies is inexact and
probably underestimates actual use.

™ A survey of 150,000 births in 36 hospitals across the
country showed that 11% of births had positive toxicology
screen for illicit substances.

® Urban public hospitals including those in Los Angeles,
Oakland, and San Francisco are reporting 10-25% of births
with positive urine toxicology screens; and screens may miss
up to half of those exposed to drugs in-utero.

® The trend is increasing by all reports: such as an 84%
increase in drug exposed babies born at Highland General
Hospital, oakland, in the past 2 years: and northern
California, Kaiser Permanente Hospitals reporting a doubling
drug exposure between 1987 and 1988.

* One national estimate suggests that approximately 375,000
babies will be born drug exposed in the United States this
year. More conservative estimates for California would
suggest 17,000 - 31,000 drug exposed births in 1988.

impacts on Mothers and children

° Direct effects of perinatal drug exposure include:
abruption of the placenta; spontaneous abortion in 20 - 30%
of cases; premature delivery, 20 - 40% cases; intrauterine
growth retardation and raduced brain growth, anomalies and
malformations of the heart and urinary tract, and strokes
and cerebral infants. Associated risks include infection
with HIV and other sexually transmitted diseases.

. 097
ERIC

Aruitoxt provided by Eic:




51

Early interventions thav ourtail cooaine use in the first
trimester deorease the risk of prematurity and intrauterine
growth retardation.

Postnatal sequelae of intrauterine coocaine syposure inoclude:

Irritability; movement and sleep disorders; altered state
regulation and fine motor deficits in infanoy:; ocontinued
emotional lability; poor attachment tc ocaretakers;
distraotability; ocognitive difficulties as toddlers; and
suggestion of persistent emotional and cognitive delays into
the school years.

Chemiocally dependent prveynant women and mothers have often
been viotimized for long periocds of tiwe, have a large
number of health, scoial servioce and gocial support needs,
and have special needs for assistance once their babies are
born.

Impacts on the Child Welfare Svstem

As many as 60% of dr~ exposed infants have been placed into
foster care, and the dramatio inorease in orack cocaine use
is mirrore.: by inoreases in the number of foster ochildren.
In California, the foster ohild population inoreased by 28%
from December, 1986 (49,978) to December, 1988 (64,080).

Los Angeles County has registered an 1100% inorease in the
placement of drug exposed infants and children between 1981
and 1987. 1In Alameda County nearly 70% of all families
whose children were placed in foster ocare had histories of
substance abuse.

The flooding ~f the foster ocare system is leading to 30%
longer stays 30% inorease in foster children less than 5
years old, and a dangerous overocrowding of foster homes.

Impacts on Health Care Cost

Perinatal hospitalization costs for 915 infants born in Los
Angeles County in 1986 were estimated to be $32 million.
Extrapolating similar ocosts to California estimates 15,000 -
30,000 drug exposed infants this year, whioh would put
hospital oosts in the range of $500 million to $1 billion
dollars.
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® Additiocnal health care costs derive from subsequent needed
long term health care, foster care, special education and
remedial services, and the social costs incurred from the
loss of long tera productivity and the extended drain on
social resources.

Recompendations for Interventior Programs and Policy Options

® Programs must emphasize prevention strategies targeting at-
risk adolescent girls and other high risk groups through
aggressive community outreach.

® A comprehensive continuum of multidisciplinary services
including outreach, prenatal health care, pcst natal health
care, drug treatment, case management, eéducation, and
infant-parent and social support services should be
provided.

) Programs must be intensive (long term, frequent contact with
home based compcnent), comprehensive (i~terdisciplinary with
services at one site), coordinated (participation by health,
social service and education agencies) and ssnsitive to the
special needs of these vulnerable women and children
(residentisl treatment).

® Special programs must be established to assist the
overburdened child welfare system, including: recruitnment,
training and support of specialized foster honmes: additional
social work and support services; and programs that provide
greater access for drug exposed foster children to hirh
quality medical, mental health and developmental services.

® Research is nseded on the long term impact of drug exposure
on the health and development of children; comparisons
between children raised in foster care to those supported in
their biclogical homes; cost benefit analyses of the
efticacy of variocus prevention strategies on health and
social welfare cost.

57
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Congressional Presentation

Chairman Miller and Members of the Committee:

Thank you for inviting me to address the Select
Committee on the Prevalence and Impact of Perinatal
Substance Abuse. I am a practicing pediatricien and
Director of the Center for the Vulnerable child (cve), a
multidisciplinary clinical service, research and policy
center at the Children’s Hospital in oakland, California.
The Center is dedicated to exploring the relationship
between the social conditions of children and families and
their health and developmental status. My comments are
based on my own clinical experience caring for a large
nunber of drug exposed foster children in our Foster Care
Clinic; on our research on health and social service
delivery systems; and on the experience that has been
communicated to me by my colleagues at the cve including

Rarbara Tittle, M.D. and Nika st. Claire, who run our

special program for drug exposed babies and their mothers.
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The use of drugs, and especially crack cocaine, by
women during their childbearing .years has become a problem
with enormous consequences. Stopping the flow of drugs into
comnmunities and providing real options for young women -
especially those living in persistent urban poverty - are
central issues that must be addressed if the pernicious
effects of drug use are to be eliminated. My frustration as
a clinician comes from knowing that much can be done to
prevent drug use by pregnant women, and to assist their
infants and children. Real programs of proven efficacy can
be marshalled to improve the lives of drug exposed babiaes
living with their biological mothers as well as of those
unfortunate children placed into the overburdened child

welfare systen.

My comments will address the magnitude of the problen,
concentrating on the impact of crack cocaine use among women
in their childbearing years, as well as the impact on the
child, the family and the soccial welfare system. I will
also suggest policy options that can begin to address this
problen, with a particular emphasis on preventive

strateaies.




MAGRITUDF OF PROBLEM

Several recent studies have attempted to estimate drug
exposure in infant- porn in urban hospitals. These surveys
either measure the drug and its metabolites in the urine of
the mother or child, or rely on the response of mothers to
confidential interviews. Both these methods of
ascertainment are obviously flawed: Cocaine is not
detectable in urine samples 24-48 hours after use,
intermittent users will probably be missed, and toxicology
screens of newborns will be negative unless the mother used
cocaine within a week of delivery. Self-reporting, =ven
under the most confidential circumstances, always leads to
under-reporting, and many pregnant women will deny use
because they feel guilt at using the drug and fear that it
will result in harm to the fetus. Further: .re, studies
based on hospital deliveries will miss the increasing number
of women dependent on crack cocaine and other drugs who do

not seek prenatal care and who deliver their babies at home.

What is the prevalence of drug exposure in utero?

Ira Chasnoff, M.D., of Northwestern University,
surveyed 36 hospitals across the country (accounting
for 150,000 births) and ghowed that 11% of births had
positive toxicological screens for illicit drugs. The
range of exposure was from 0.4 percent to 27 percent.
This wide range was accounted for by the intensity of
ascertainment, i.e., how hard hospitals looked for drug
use. Of the nine hospitals :hat had conducted formal
studies, crack cocaine was documented ' in 10~27 percent
of all deliveries.
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A prospective study conducted by Barry Zuckermén, M.D.
and published in the March 1989 New England Journal r«f
» indicated that 18 percent of all births at
Boston City Hospital demonstrated coraine exposure:
half were detected by toxicological scresn of the urine
and half were detected via self-repost by the mother.
Relying just on self report would have nissed over 30
percent of the exposures cetected by urine analysis.
A survey in Oakland in 1988 reported that smixteen
percent of all births at Highland General Hospital,
were positive for cocaine on toxicclogical scraeen.

Most urban hospitals in California now report that
between ten and twenty percent of all births show
evidence of drug exposure.

are the trends?

There has been a shift in most urban public hospitals
drug exposure from hercin, PCP, and methamphetamines to

exposure from cocaine.

In oakland, drug exposed births at Highland General
Hospital have increased 84 percent in the past two
years, from 8.9 percent of births in 1986-87 to 16.4
percent of births in 198s8.

Children’s Hospital in Oakland reports that 20 percent
of all babies transferred to the Neonatal Intensive
Care Unit because of prematurity or other perinatal
complications have evidence of drug exposure. This
psrcentage represents a three-fold incrxease in the last
two years.

Northern California Kaiser Permanente Medical Plan,
which accounts for approximately a third of all
deliveries in the Northern California/Bay Area ragion,
reports a two-fold increase between 1987 and 1988 in
all types of drug exposures. Although Kaiser still
reports exposure in less than 1 percent of births,
their mode of ascertainment represents surveillance
according to obvious signs and symptoms and not a
systematic screening of all births. This doubling of
drug exposed infants in the Kaiser system, which
largely serves a middle class working population,
signals the potential increase in drug use by non-urban
poor women.

61
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Estimate of Potential Exposurxe in cCalifornia mirths

It i= possible to calculate the number of children to
be born this year exposed to illicit drugs in_utero.
Approximately 500,000 children are born in California each
year, representing one out of every nine births in the
United statea. ._ata from the 1986 Hospital Facilities
Commission iadicate that approximately 135,000 births were
paid for by Meni-Cal or other indigent services. Very
conservative estimates assume:

1) illicit drug use in the non-poor population at .1
percent;

2) illieit drug use by other poor women not delivering
in public hospitals is 5 percent;

3) illicit drug use by women delivering in the urban
county hospitals is 15 percent.
Approximately 500,000 Births - 1987

65,000 Medi-Cal births
at public hospitals x .15 = 9,750

70,000 Medi~Cal births
at communicy hospitals x .05 = 3,500

365,000 non-Medi-Cal births
at community hospitals x .01 = 3,650

16,900

According to these conservative estimates, at least
16,900 children will be born in California this year exposed

to illicit drugs, in particular crack cocaine. A more

realistic estimate of drug exposure might place the Medi-cal
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public hospital rate at 25%, the Medi-Cal community hospital
rate at 10%, and the non-poor community hospital rate at 2%,
Adjustment estimates in this range would suggest that aimost
30,500 babies exposed to drugs will be born this year.

Until more accurate surveillance is undertaken, these
estimates will be only ballpark approximations. It should
be noted that the 30,500 figure for California is consistent
with Chasnoff’s estimate that 375,000 babies will be born
drug exposed this year in the United States.

Prenatal Effects

Cocaine and its metabolites increase the heart rate and
blood pressure o¢f the mother and decrease the supply of
oxygen to the fetus through constriction of the blood supply
to the placenta. cocaine also is a strong appetite
suppressant and can decrease essential weight gain,

potentially hampering fetal nutrition.

Direct effects of perinatal drug exposure include:

-abruption of the placenta
-spontaneous abortion

-premature delivery
-intrauterine growth retardation
-anomalies and malformations
~-strokes and cercbral infarcts

Associated effects include:

-HIV transmission
-STD transmission
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A Chicago study indicates that babies of women who
(because of intervention) use cocaine only during the first
trimaster do not necessarily escape all ill effects, but do
display lower levels of prematurity, abruption, and no
intrauterine growth fetardation. The implications of the
study are that early intervention and cessution of crack
Cocaine use in the first trimester can ameliorate many of
the drug’s effects and prevent other long term

complications.
Post-natal Effects

The post-natal effects of intrauterine crack cocaine
exposure are difficult to specify because of the influence
of many other factors in the children’s lives, including low
sociceconomic status, environmental deprivation, family
dysfunction, etc. Furthermore, since crack cocaine is a
relatively new phenomenon, only a few studies have followed
children for any period of time. Data are available on
cocaine’s effects on the first year of life, to a lesser
extent on toddlers, and, to a much lesser extent, on pre~

school and school aged children.

In infancy we find:
~irritability and hypersensitivity

-movement disorders and increased stiffness and tone

~altered state regulation (sleep/wake cycles)




~fine motor deficits
~increased incidence of Sudden Infant Death Syndrome

(SIDS)

Toddlers exposed to crack often:
-are irritable and display poor impulse control and
less goal~-directed behavior
~are less securely attached to caretaker
-are distractible and easily frustrated
~have expressive language difficulties
-demonstrate less free play

~lack ability to self regulate

Pre-school-aged children demonstrate:
~learning difficulties
-language problems

-continuation of toddler problems

School-aged children, about whom relatively little is known,

appear to show persistent cognitive and emotional delays.
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The Maternal and ramily context of Chemioal Dependency and

Exposure

A profile of pregnant women who use crack cocaine

reveals that:

& they have been victims of physical, sexual, and
emotional abuse as children and adults;

¢ drug use has become an unsuccessful coping style to
deal with persistent exposure to vioclence including
pPhysical abuse and rape;

¢ a majority were raised in homes where one or both
parents used drugs and/or alcchol;

¢ they are likely to live with a drug using partner
and are often subjected to physical violence in
these relationships;

® they need and have often been unsuccessful in
receiving treatment for their chemical dependency
and for both their biclogical and psychological
signs and symptoms;

¢ they need housing, food, job training and education;

¢ they do not have access toc or avail themselves of
prenatal care;

® they have an increased prevalence of other medical
and psychological problems including low self-esteem
and social isclation;

e they are at increased risk for HIV infections
secondary to IV drug use, prostitution and exchange
of sex for drugs;

e they are at increased risk for other sexually
transmitted diseases including syphilis, hepatitis
B, and herpes:

® their use of drugs during pregnancy is complicated
by complex, contradictory motivations and impulses;

& the coapulsion to use drugs subordinates other
health and welfare priorities to the acquisition of
drugs;

1.(‘:1
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e mothaerhood is often the only socially acceptable
role that will mitigate pervasive feelings of low
self esteen;

® they lack social support and networks that can help
then seek treatment for their disease:;

® chenmical dependency treatment programs are not
sensitive to the special needs of women;

e not only is the mother-infant dyad in jeopardy prior
to birth, but in the post-natal pericd, as the child
demands total commitment to his/her physical,
developmental and emotional needs;

e a child’s irritable temperament, fluctuating
behavioral state, hypersensitivity and
inconsolability is very demanding even for the most
competent caretaker;

e mothers are confronted by Child Protective Services'
challenge to their rights, custody, and ability to
parent:

e a mother often has no place to live or must return
to a residential setting with constant exposure to
drugs as well as physical threats to herself and
baby:

® mcthers are often ignorant about infant care and
developmental needs of the child; they have
unrealistic expectations, especially given the
baby’s need for conaistency and stability that may
be in conflict with the mother’s unstructured life;

® mnothers need instruction and support in the care and
enjoyment of the child, and confidence in the

knowledge, skills, and qualities associated with
good mothering.

Even given all the difficulties and potential problems,
well designed comprehensive prcgrams can provide mothers

with resources to overcome their drug addiction illness and

becomas adequate parents.




Impact on Foster Care system

Many drug exposed babies are placed into foster care at
birth or in the first years of 1ife. In some cases as many
as 60% of drug exposed babies go into foster care. Recent
studies report that increases in drug use are mirrored by
statewide increases in the number of children entering the
foster care system. Although foster care record keeping hasg
been complicated by children’s entry, exit, and re-entry
into the foster care system, most authorities agree that the
foster care population peaked in the late 1570’s and was
decreasing until about 1983. From 1583 to 1985, the foster
care population in the state of California increased by
approximately half a percent a month. If we were monitoring
an infectious disease, this increase itself would be
considered dramatic. The state Department of Social
Services reports an even more dramatic 28 percent increase
in the forter care population over the last two year period,
with the number of ope: cases increasing from 49,978 in
Ducember of 1986 to 64,090 in December of 1988.

Los Angeles County Children’s Services reports a

dramatic increase in drug exposure for children placed

into foster care: In 1981, 241 cases of children

placed were a result of drug use by parents; in 1987

this figure had risen to 1,437 (a 500 percent

increase). 1In 1981, 132 children entered the foster
care system because of drug withdrawal. In 1987, this

figure was 1,619 (an increase of 1100 percent) .

In Alameda County, 68 percent of families whose

children were placed in fcster care during a four month

period in 1987 had a family history of substance abuse.
In 53 percent of cases, drugs and/or alcochol were the
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primary factor contributing to the removal of children.
Similarly, in contra Costa County, 56 percent ¢f all
child dependency cases involved parental drug use.

This flooding of the foster care system has other
important ramifications for a system which was already
overburdened and lacking sufficient resources. For example,
from 1986 to 1988, the average stay in foster care increased

30 percent, from 15 months in 1986 to 20 months in 1988.

We also know that the foster child population has
become younger, largely as a result of perinatal drug
exposure and placement soon after birth.

From 1985 to 1988, theé percentage of foster children

under 2 years of age increased by 30 percent and the

number of children under 5 years of age increased by 23

percent. By 1988, over 32 percent of children in
foster care were under 6 years of age.

In Alameda County, 80 percent of all children in foster
care less than one year of age had a history of drug
exposure,

Whereas the number of foster children increased by 28
percent from 1986 to 1988, the number of foster family homes
increased by only 11 percent. In other words, the rate of
foster children entering the system is two and a half times
the increase in new foster homes. With an increased demand
for "good" foster homes capable of handling the special
needs of drug exposed babies, and counties with different

levels of reimbursement for foster care serxvices, we are
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beginning to see competition betwcen counties for special
foster homes. For example, since San Francisco can pay more
for foster homes, it is now "buying homes" in neighboring
Alameda and Contra Costa Counties and eliminating potential

foster homes for use by these communities.

The resultant crowding of children into foster homes is
also mirrored in increased social work ceseloads which make
it difficult for social workers to attend to the needs of
the child, to make thorough assessments and provide the
services necessary to reunify families; or to move children
to the best possible long term, and hopefully permanent,

homes.

Many reuearchers, child advocates, foster parents, and
social workers were already concerned abovt the foster care
system before the recent influx of drug exposed children
into the system. Wwith the dramatic increase in this
population of younger drug exposed babies entering
overcrowded foster homes, an already bad situation is
becoming disastrous. Profound emotional and developmental
disabilities are likely if this highly needy population of
drug exposed children does not receive essential support

services.

(")
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Inpact: Cost for Perinatal Health Services

Bacause of the prenatal effects of drug expcsure and
the fact that nearly 30 percent of infants exposed in uteroc
are born pramature, the increased costs in perinatal.health
services are dramatic:

In Los Angeles County, 915 infants born in 1986 were

estimated to cost $32 million because of extended

huspital stays.

70% were term babies, hospitalized on average for 9
days, at $600/day, or $5,400/child.

12% were premature babies with uncomplicated courses
hospitalized on average for 42 days at $1500/day, or
$63,000/child.

18% born premature with complications were hospitalized
on average for 90 days at $1500/day, or $135,000/child.

Similar but smaller numbers are seen in Alameda County
where in 1987, 48 severely ill premature babies born in
Alameda County were transferred to the Necnatal
Intensive Cars Unit (NICU) at Children’s Hospital in
Oakland with an average length of stay of 41 days
totaling 1,986 NICU days at an estimated cost of $2.6
million.

Rouyh estimates can be generated of the potential
hospital cost for a projected population of 30,000 drug
exposed infants born in California each year (roughly 5% of
all birtiis). Using the cost generated from the Los Angeles
County study, assuming a pramaturity rate of 30%, the cost
for perinatal hospitcl care would exceed $1 billion. Since
the rate of prematurity in some poor commugities approaches
15%, this excess of 15 parcent prematurity still would

account for $509 million of hospital expenditures per year.

“%1
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30,000 Births

«7 ¢ 30,000 x 5,400 = $113 million
+12 x 30,000 x 63,000 = $227 million
<18 X 30,000 X 135,000 =

$1,069 million

Approaches and Intervention Strategies

For interventions to be effective they must not only
address the symptoms and obvicus effects of prenatal and
post-natal drug exposure, but must ;lso attempt to address
the root causes of this destructive behavior. The causes of
drug use are ~omplex and are. clearly tied to the conditions
of persistent, urban poverty. Large segmentsléf our
population have no real alternatives to apparently
attractive, albeit dangerous, drug subculture, especially
when drug use becomes a coping mechanism for the pain and
trauma of intrafamilial violence and abus*. Unfortunately,
many of us are witnessing second and third generation drug
and alcohol abusers and are caring for women who are
delivering their fifth, sixth, and seventh drug exposed

infant.

Most experts concur that pregnancy provides a window of
opportunity for effective interventions into the lives of
chemically dependent women. A wealth of experience has
already been collected on the efficacy of early intervention

programs aimed at other groups of high risk children,

o ’
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including those who are at risk because of prematurity,
other perinatal complications, maternal mental illness and
incapacity, and family dysfunction. Programs aimed at
preventing medical, emotional, and cognitive problems in
othar high risk child populations can easily be adapted to

meet the needs of drug exposed babies and their mothers.

Because chemically dependent women exist in a world of
multiple risks and personal, psychic, and social
disintegration, programs uimed at both mother and child must
provide a continuum of gervices in order tc be effective.
Programs must be comprehensive., continuous., coordinated,
timely and of high guality. We also know from research on
prenatal care that programs whioh emphasize a continuum of
prevention services are often more zost- and care-effective

than costly treatment and rehabilitation services.

Examples of effective programs can be found in many
cities across the country:

New York Cjty: Center for Comprehensive Health

Practice, New York Medicul College

Los Angeles: the Eden Infant, Child and Family

Daevelopment Center at Martin Luther King, Jr. General

Hospital

¢ the Family Center, Thomas Jefferson
Hospital

chicago: the Center for Perinatal Addlctlon,
Northwestern Hospital

73
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Qakland: the Chemical Addiction Recovery Efforts
Clinic (C.A.R.E.), Center for the Vulnerable Child,
Children’s Hosgpital.

Each one of these programs attempts to provide a
comprehensive continuum of services that can include
prenatal medical care, pediatric medical, developmental and
psychological services, social services case management,
chemical dependency treatment, parent education and
training, home visits, mother infant counseling, childcare,
drop in center, support group, hotline, drug free
residential options, community outreach, and interagency

collaboration.

Program staff emphasize the importance of offering
flexible services including:

center based, home based, and community based programs

with residential and day treatment options,

accessible services that respect the confidentiality of

the client, s0 women can enter treatment without fear

of criminal reprisals or the loss of their children to

child Protective Services,

programs that are collaborative, coordinated and

multidisciplinary in order to coordinate the multiple

service needs of women and their children and to avoid
fragmentation.

Because clients in these programs are often
psychologically vulnerable and suspicious of care givers,
intervention programs alsoc must be intensive and provide a

strong supportive orientation. Development of a trusting,
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therapeutic relationship is the key first step to assist
both mother and child. The important supportive roles such
programs can play, including fre Juent contact, peer support
and on going relationships are often the ingredients that

can make the difference between addiction and recovery.

Figure 1 presents a comprehensive continuum care model
for chemically dependent women, beginning in the pre~-
pregnancy stage followad by pregnancy, birth, the postpartum
period, and the mother’s relationship with the child. §ix
esgential functions are identified that include prevention,
early identification, diagnosis, treatment, rehabilitaticn,
and case management. This matrix provides a way of
assessing the level of comprehensiveness of the program.
Any one box in this matrix can be filled with a variety of
essential programs. For example, Preventive Services for
pregnant chemically dependent women might include parent
education, infant child health seminars, home management
seminars, peer group support network, etc. Unfortunately,
model programs are few and they are not well funded.
seriocus consideration must be given to the support,

expansion and evaluation of such programs.

A full continuum of services for the chemically
dependent woman and child is .. ined in Figure 2. These
include comprehensive prenatal services, perinatal services,

and postnatal services. Although we fundamentally believe
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that the mother-child relationship should be maintained if
pessible, often chemically dependent women are unable to
care for their infants and/or abandon them and the children

are placed into foster homes.

Two separate but mutually interacting postnatal
pathways are outlined in this figure. children leaving the
hospital with their biological mothers demand a full
continuum of center based and home based services that
promote the infant mother relationship, parenting skills,
and home management skills in the context of promoting the
child’s physical, emotional and cognitive development. Drug
exposed babies ' foster care need similar sorts of
services. We cannot assume that foster parents can easily
deal with the complex emotional, physicai and cognitive
problems that these infants pose. Furthermore, if real
attempts are to be made to reunify families in Keeping with
Public Law 96-272, then conrtant mutual supportive
interactions must take place between foster parents and
biological parents around the care and nurturance of the
child. Placing children inte foster care with long periods
of separation from their biological parents only serves to

ensure future traumas for both mother and chkild.
At the Center fos the vVulnerakle Child, we have

developed two model clinical service programs: the Chemical

Addiction Recovery Effor*s (C.A.R.E.) Clinic and the Foster

76 -
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Care Clinic. Both programs provide comprehensive assessment
of the child’s physical, emotional and cognitive needs, as
well as assessing family and social relationships of either
the biological family or foster family. oOur CARE clinic
currently treats 25 mother infant pairs and will be
expanding over the next several months in order to provide
both home and center based services. The continuum of

services is outlined in Figure 3.

The Foster Care clinic provides similar comprehensive
services and coordinated health care case management through
the use of a multidisciplinary team as outlined in Figure 4.
Although the Foster Care Clinic cares for foster children of
all ages, approximately 50 percent of our 300 clients are
infants and very young children with a history of drug

exposure.

Providing comprehensive assessment and clinical
evaluations of drug exposed babies is no easy task. Using
the matrix presented in Figure 5, we have come to evaluate
children in six separate domains. "Normal" children in a
regular, middle class pediatric practice might have a
problem in one or two of the boxes in this matrix. As the
risk status of the child increases, the number of boxes with
problems increases, as do the overall problems per box. For
drug exposed babies, we are often confrontéd with a child

with problems in every single box or cell of the matrix.

rori
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This poses very real delivery problems since each
identifiable problem is often linked to a specific (and

separate) service program.

The Matrix in Figure 6 uses a similar breakdown to
demonstrate in a schematic way the different federal
programs for which a child might be eligible. Matrix 2
reveals the ceal fragmentation that exists in federal
programs aimed at meeting the needs of high risk children.
One can imagine what it would be like for a marginally
functioning chemically dependent woman with a host of needs
and a real suspicion of government bureaucracy to be able to
navigate all ove: town to receive the kinds of services to

which she and her child might be entitled.

From a policy standpoint, this level of fragmentation
confronting both the client and the service provider
attempting to provide a continuum of comprehensive services
can be overwhelming. Figure 7 shows that as the risk status
of the population increases, that is, as the number of
problems in the population increases, there is a need for
increasing intensity and organization of services. For most
children and families with a small number of problems, a
primary care physician can adequately provide for the
services necessary. As the number of problems increase,

additional glue is needed to hold together:the services.

s
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Casa management can provide this essential glue and

brokering function, but even case management has its limits.
Policy Recommendations

1. Comprehensive, multidisciplinary prenatal services to
women using drugs during pregnancy. Such a continuum of
services would provide not only prenatal health care, but
drug treatment, housing, job training, educational and
support services necessary to support women attempting to

rid themselves of a drug habit.

2. Perinatal and postnatal support services for chemically
dependent women and their babies might include residential
treatment facilities particularly designed for mothers and
children, as well as additional support programs to
facilitate both the development of the child and to support
the healthy nurturance of the mother-child relationship.
Such programs cannot be offered in isclation but must be
integrally linked to drug rehabilitation and job programs,

as well as to other cocordinated and case managed services.

3. support for the foster care system including additional
social workers, recruitment of specialized foster homes,
training for foster parents in the care of drug exposed
pbables, and special programs to provide intant development

services.

"9
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4. Support services such as multidisciplinary service
centers that can provide both the medical, developmental and
psychological care needed by the drug exposed infant, and
assistance to foster parents who are often confronted with a

highly fragmented gervice system.

5. Provision of needed health care case management which
would serve to help coordinate services and assist foster
parents negotiation of the system. (This case management
has already been approved through federal enabling

legislation.)

6. Mandated coordination of available health and social
service resources including: crippled children’s Services
(CCS) ; Early Periodic Screening Diagnosis and Treatment
Programs (EPSDT), Developmental Disabilities services;
special school based services available through Public Law

96-242 and Public Law 99-457.

7. Additional research funding to address important

research and program evaluation issues.

An investment in these recommendations could reduce
perinatal alcohol and drug use, eliminate or mitigate their
impact on newborns and children, cut health care and social
services costs, and improve the lives of thousands of women

and their children.
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APPENDIX I

CASE STUDIES
FOSTER CARE CONFERENCE

I. Case study of CF

CF is now a 6~month old male Who was born prematurely at 33
weeks weighing 2170 grams. CF’s mother had 3 previous
pregnancies, 3 live births, did not have prenatal care, and
had a history of cocaine abuse. He was delivered by
emergency C-section. He was hospitalized in an intensive
care nursery and was discharged toc a fuster home at 3 veeks
¢. age. Reasons for removal included: the positive tox.
screen for cocaine; mother showed nc interest in the baby
and 4id not visit; mother was unable to provide appropriate
arrangoments after discharge; and her 3 vrevious children
were in foster care. Over the next 3 to > months, he was
plagued by persistent respiratory problems that include 2
episodes of pneumonia, chronic wheezing, and chronic rapid
respirations. He has been hospitalized on two occasions for
pneumonia and respiratory distress and was hospitalized most
recaently after a near-respiratory arrest. On this last
hospitalization bronchoscopy revealed narrow floppy vocal
cords us well as reflux of stomach contents into the
respiratory tract. A new drug for reflux is not covered by
Medi-Cal. Bucause of the reflux and floppy vocal chords he
is eligible for ccs services.

Current home care requires the administration of
bronchodilators via a home nebulizer as well as cardio
respiratory monitoring. Although his care has become more
routine, he has weekly appointmenis with one of several
doctors. He has been maintained in out-of-home care because
mother does not visit and has not been able to successfully
participate in a chemical dependency program. At 6 months,
his developmental status is somewhat delayed with problems
in fine mowor and gross motor functioning. He is bonding to
his foster mother and shows good emotional attachment. The
social worker reports that mnther does not appear willing or
able to resume care of this infant so that the child will be
referred for potential foster-adopt placement.

Problems

1, Prematurity and drug-exposure
2. Rule out HIV infection

3. No maternal interest and need for long term placement
4. Failure to thrive
5. chronic lung disease

6. Gastro-esophageal reflux
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10.

M

Tracheomalacia
Mild developmental disability (fine and gross motor)
secondary to drug-exposure, prematurity and lung

disease
Potenttal disruption of important attachment function

with placement change
Many home health care and case management needs
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II. case 8tudy of J@

JS is a five month old male born prematurely at 28 weeks
gestation weighing 1-1/2 pounds whose mother was a 23 Year
old with 3 previous live births with little prenatal care
and a hiatory of cocaine abuse. His neonatal course was
complicated by respiratory distress syndrome which required
use of a ventilator and resulted in chronic lung disease
(BPD). His lung disease gradually improved and he was
weaned off of the ventilator but was maintained on oxygen
therapy for months. He developed a hemorrhage in his brain
that led to hydrocephalus which was treated initially with
serial lumbar punctures (spinal taps) and then a drainage
tube (ventricular peritoneal shunt) was placed. Additional
problems included a heart murmur, & cnlostomy that was
piaced because of necrotic loss of part of his intestine,
mild hearing loss, and eye disease.

During the four month hospital stay, his mother lost
interest in him aand by the second month stopped visiting.
cps investigation ievealed persistent drug use, and
inability for her to care for the baby and his medical
problems. He was finally discharged home in the care of a
foster mother at four months of age on several medications
fcr his chronic lung disease including portable oxygern, a
portable cardiorespiratory monitor, as well as a variety of
other nursing requirements becaure of other complications.
The initial emergency foster home to which he was discharged
had four other foster children and over the subsequent
month, it was noted that JS began to lose weight and began
to develop a skin ulcer on one side of his head. A report
was made to the Child Welfare Agency and Js was transferred
to another emergency foster home where weight gain has
improved as well as his general care and condition.

He is currently involved in a high risk infant follow-up
program, a home visit program for infant development and is
eligible for services from CCS, CHDP, Regional Center, PL99-
45, . His mother visits sporadically and has not been able
to get into a drug rehabilitation program nor a job training
program. At a 6 month hearing, the child welfare worker
wil® recommend placement in a special foster home in another
county, which wili require development of all new health and
support services. The regional center serving the new
county of placement does not have a visiting infant
development program. He will require ongoing routine care
from pediatrician, pulmonacy specialist, neurosurgeon,
gastroenterologist, general surgeon, cardiologist,
ovhthalmologist, audiologist, child development specilalist
and more.

oo
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Susnary of probjems

1. Premature, drug-exposed baby.

2. chronic lung disease.

3. Intraventricular hemorrhage and hydrocephalus.

4. Ventricular peritoneal ghunt.

s. Colostomy secondary to necrotizing enterccolitis.

6. Hearing loss. '

7. Grade 2 retinopathy prematurity with subsequent visual
problens.

8. Mild heart murmur.

9. Gastro-cescphageal reflux.

10. Developmental delay secondary to prematurity,
intraventricular hemorrhage, drug-exposure.

11. Multiple complex medical, home health, and logistical
problems.

12. unlikely reunification and possibility of ocut of county
placement.

13. Thirc< placement change in 6 months.

&4
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Chairman Mm.ier. The committee has been joined by another
member, Congressman Weiss, from New York. Ted, do you have
any statement you'd like to make? And also we've been joined this
morning by Congressman Rangel who sits as a member of the
Ways and Means Committee but also is the Chairman of the Select
Committee on Drugs and Narcotics. Congressman, do you have a
statement you'd like to make?

Mr. RANGEL. Mr. Chairman, I want to laud your leadership and
that of this committee for concentrating on what I think is the
most vital resource that our nation has if it’s going to resist those
that threaten our national, economic and national security general-

y.

For those who don't believe that we are prepared to spend the
dollars to deal with the problem I ask them to really take a look at
the budget and to see how much we are prepared to p.y to keep
our kids warehoused in jail; to really take a look at the billions of
dollars that we prepared to invest in arrest and arraignment and
in the court system generally; to see how much we're prepared to
give, through Medicaid, to doctors whe sometimes violate the law,
as they dispense legal drugs to drug addicts in the poor communi-
ties, to see what is happening with the rehabilitation programs
where these iﬁle a lot of medical professionals, but from which kids
leave just as illiterate as they were when they entered them.

And, of course, the area that you have selected to look at this
morning is one of the saddest indictments, I think, of a civilization.
To see children being born addicted to drugs, screaming in pain
and agony and abandoned in many cases by their teenaged addict-
ed mothers, leaving that child in the hands of public officials and
public hospitals, sometimes not even touched by the foster care
whether it's good or whether it’s bad. And to see the silence of our
spiritual leaders as we see God’s work being distorted in these
types of births. I just wonder how a Congress and nation can set its
priorities as to whether or not the Sandinistas stay in government,
whether to overthrow Noriega or bail out the S&Ls and to see what
ishil;appening to America and our unwillingness really to deal with

I was hurt and shocked that a new Secretary of Health and
Human Services, who had the opportunity to say anything and
that would have been leadership since the silence of the last 8
gears is still with us that in this area of substance abuse where we

ad the opportunity at least to enlighten one of those points of
light in the area of treatment, suggests that we should give sterile
needles to the addicts.

I do hope that by having those of you that are on the front line
seeing and feeling the pain every day that even though there is a
generation that wa have ignored, that is payin% the price for it in
some prisons or on the streets, are vulnerable to getting their
heads shot off, that perhaps through this concerted effort that we
can join forces at least for these children; and bring those people
who have concerns about life before birth to come forward and
show equal concern about life after birth and maybe perhaps we
can get the leadership in this Congress to recognize that there is no
greater threat to our national security than the abuse of our minds
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and bodies and those mothers that carry children through no fault
of their own who come in carrying this heavy and painful burden.

I think hearings such as this under your leadership in some way
demonstrate graphically how tha Congress has attempted in a very
patchwork type of way to come up with any plan, any idea to alle-
viate the problem and we ask is that right and people say it’s right
and we pass it.

But we can authorize and we can appropriate money but we
can't legislate leadership. We need a strategy, we need a plan, we
need a policy so as the Congress attempts to fill it we can see what
is working and what is not working. And, you pointing out the fact
that you need a road map in order to figure out what we have
done, indicates that we, too, need someone to oversee, to give us di-
rection as to what is happening at the local and state level, and we
hope to learn a lot today. Thank you, Mr. Chairman.
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Pac::::m Srm oslr Conans&em:{r CHARLYES &RANGEL.SA REPRESENTATIVE IN
RESS TATE OF NEW YORK AND CHAIRMAN, StLEcT COMMIFTEE ON
Narcorics ABusz AND CoNTROL ’

GOOD MORNING, THE TOPIC OF TODAY'S HEARING OF THE
SELECT COMMITTEE ON CHILDREN, YOUTH AND FAMILIES, "SORN
HOOKED: CONFRONTING THE IMPACT OF PERINATAL SUBSTANCE
ARUSE", FOCUSES ON THE MOST HEART-RENDING DIMENSION OF THIS
NATION'S DRLG CRISIS. THEREFORE., | WOULD LIKE TO THANK
CHAIRMAN MILLER FOR AFFORDING ME THE OPPOTUNITY TO PARTIC-
IPATE THIS MORNING,

As CHAIRMAN OF THE SELECT COMMITTEE ON NARCOTICS ABUSE
AND CONTROL, AS A STATE LEGISLATOR, AND AS A PROSECUTOR, |
HAVE FOR ALMOST THREE DECADES WITNESSED THE DEVASTATION AND
DESTRUCTION WREAKED BY DRUG ABUSE. NOTHING, HOWEVER, HAS
MADE ME FEEL MORE HELPLESS THAN WATCHING THE TINY BODIES OF
INFANTS SQUIRMING AND SHAKING BECAUSE OF THE EFFECTS OF
DRUG ABUSE. NOTHING HAS MADE ME MORE ANGRY AND DETERMINED
TO END THE STRANGLE HOLD OF DRUGS ON OUR SOCIETY,

OVER THE YEARS THE SELECT COMMITTEE ON NARCOTICS ABUSE
AND CONTROL HAS CONDUCTED SEVERAL HEARINGS ON THE IMPACT OF
PRENATAL DRUG ABUSE ON INFANTS, AS DESCRIBED IN A HEARING
IN THE LATE 1978'S, THE PROBLEM OF PRENATAL SUBSTANCE ABUSE
APPEARED TO BE PRIMARILY ONE OF HEROIN ABUSE. B3Y THE
1983's, WITH THE GENERAL INCREASE IN THE ABUSE OF OTHER
TYPES OF QRUGS AND THE ADVENT OF THE AIDS EPIDEMIC. THE
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PROBLEM OF PRENATAL SUBSTANCE ABUSE BECAME MORE COMPLEX,

[N JULY OF 1987, THE SELECT COMMITTEE ON NARCOTICS HELD A
HEARING AT HARLEM HOSPITAL IN NEW YORK ON INTRAVENOUS DRUG
ABUSE AND PEDIATRIC AIDS, 1IN OCTOBER 9F 1987 THE COMMITTEE
J1S'TED SROWARD COUNTY MEDICAL CENTER IN FLORIDA WHERE WE
HELD A HEARING ON COCAINE ADDICTED [NFANTS.

THE FINDINGS WERE DEVASTATING:

-~ THE NUMBER OF CHILDREN BORN AFFECTED BY MATERNAL DRUG

ABUSE WAS [NCREASING: ‘

-- THE RANGE OF EFFECTS WAS EXPANDIN3: AND
-~ NOT ONLY WERE DRUG TREATMENT SERVICES INADEQUATE, BUT

PREGNANT WOMEN WERE AT TIMES DENIED SERVICES EVEN WHEN

THEY WERE AVAILABLE.

THE PRESENT LEVEL OF DRUG ABUSE IN OUR SOCIETY GIVES
REASON FOR CONTINUEC ALARM. AN ESTIMATED 37 MILLION
AMERICANS HAVE USED COCAINE., FIVE TC SiX MILLION USE
COCAINE REGULARLY. HEROIN ABUSE CONTINUES AT SIGNIFICANT
LEVELS WITH APPROX IMATELY 698,703 HEROIN ADDICTS. REGULAR
MARIJUANA USERS NUMBER 25 MILLION AND ANOTHER 15 MILLION
AMERICANS MAY USE IT OCCASIONALLY.

THESE STATISTICS REFLECT AN INCREASE IN DRUG USE AMONG
WNOMEN, MOST OF THESE WOMEN ARE IN THEIR CHILD-BEARING
YEARS., NEW YORK CITY ALONE, IN 1987, REPORTED 2,588 BIRTHS
TO MOTHE?S USING 'LLICIT DRUGS.
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AMONG THE FIVE TO SIX MILLION REGULAR COCAINE USERS, AN
ESTIMATED TWO MILLION ARE WOMEN., MOREOVER, WOMEN IN THEIR
CHILD-BEARING YEARS CONSTITUTE AN EVER GROWING PROPORTION
OF COCAINE USERS. |T HAS BEEN ESTIMATED THAT 13 PERCENT OF
PREGNANT WOMEN HAVE TRIED COCAINE AT LEAST ONCE DURING
THEIR PREGNANCY.

APPROXIMATELY 31 PERCENT OF AMERICAN WOMEN IN THEIR
LATE TEENS AND TWENTIES INDICATED (N A 1985 SURVEY THAT
THEY HAD USED MARIJUANA WITHIN THE LAST YEAR, LSD, PCP,
AND HEROIN ARE ALSO BEING USED BY YOUNG WOMEN. ALL OF
THESE SUBSTANCES USED DURING PREGNANCY HAVE THE POTENTIAL
TO SERIQUSLY AFFECT PRENATAL HEALTH AND DEVELOPMENT,

THIS INCREASE IN DRUG USE BY YOUNG WOMEN IS CLEARLY
RESPONSBLE FOR THE. GROWING NUMBER OF INFANTS WE ARE SEEING
BE ING BORN SUFFERING FROM THE EFFECTS OF MATERNAL DRUG USE.
THE RANGE OF EFFECTS IS FRIGHTENING.

MANY OF THESE CHILDREN ARE BORN SUFFERING FROM

W1 THDRAWAL OR WITHDRAWAL-LIKE SYMPTOMS. SOME EXPERIENCE
HEART ATTACKS, STROKES, AND RESPIRATORY PROBLEMS, STILL
OTHERS ARE BORN PREMATURELY, ARE SMALLER AND HAVE LOWER
BIRTH WEIGHTS ~-- FACTORS THAT INFLUENCE THEIR DEVELOPMENT.
THERE IS ALSO MOUNTING EVIDENCE THAT MANY OF THESE CHILDREN
ARE MORE VULNERABLE TO SUDDEM INFANMT NEATH SYNDROME (SIDS)
OR CRIB DEATH. MOREOVER, PRELIMINARY REPORTS INDICATE THAT
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MANY OF THESE CHILDREN WiLL EXPERIENCE A VARIETY NF

POTENTIAL LONG TERM PROBLEMS SUCH AS MENTAL IETARDATION,

HYPERACTIVITY, AND LEARNING DISABILITIES. PERHAPS THE MOST

TRAGIC OF ALL ARE THE CHILDREN BORN SUFFERING NOT ONLY FROM

THF ~1QECT EFFECTS OF DRUG ADDICTION, BUT ALSO FROM A[DS
wITTED AS A RESULT OF PARENTAL DRUG ABUSE.

INFORMAT ION REGARDING THE EFFECTS OF SPECIFIC DRUGS ON
FETAL DEVELOPMENT IS MEAGER, ALTHOUGH RESEARCH IN THIS AREA
HAS INCREASED DRAMATICALLY IN THE PAST FEW YEARS, FROM A
POLICY PERSPECTIVE, HOWEVER, WHETHER IT IS COCAINE, HEROIN,
OR MARIJUANA: A COMBINATION OF DRUGS: OR A DRUG-RELATED
LIFESTYLE THAT CAUSES A PART!ICULAR PROBLEM OF THE NEWBORN.
THE BOTTOM LINE IS THAT WE MUST STOP THE USE OF DRUGS
PARTICULARLY AMONG WOMEN IN THEIR CHILD BEARING YEARS,

HOW DO WE DO THiS? |T WOULD BE EASY TO POINT A FINGER
AT THE MOTHERS OF THESE CHILDREN., BUT THAT WILL NOT SOLVE
OUR PROBLEM. THESE MOTHERS ARE NOT RESPONSIBLE FOR THE
BUMPER CROPS OF COCA, OPIUM AND MARI[JUANA IN DRUG PRODUCING
COUNTRIES. THEY ARE NOT TO BLAME FOR THE INFLUX OF DRUGS
INTO THIS COUNTRY, BECAUSE OUR BORDERS ARE. FOR ALL INTENTS
AND PURPGSES, A SIEVE, AND, IT 1S NOT THEIR FAULT THAT WE
HAVE NOT HAD, UNTIL RECENTLY, FEDERAL FUNDS FOR DRUG
EDUCATION OR PREVENTION PROGRAMS, |IT 1S NOT THE MOTHERS
WHO HAVE PROMOTED SLOGANS RATHER THAN POLICIES AS THE
PRIMARY WEAPON AGAINST DRUG ABUSE. FINALLY, IT 1S NOT THE
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MOTHERS WHO DETERMINE THE AVAILABIL.TY AND ACCESSIBILITY OF
DRUG TREATMENT AND PRENAT’. CARF,

TO PREVENT ANY MORE INFANTS FROM SECOMING VICTIMS OF
COCAINE ABUSE, OUR FIRST LINE OF DEFENSE MUST BE A
COMPREHENSIVE NATIONAL ANTI-DRUG STRATEGY. THE ANT!-DRUG
ABUSE ACTS OF 1986 AND 1988 TOOK US A STEP TOWARD THAT
OBJECTIVE. THEY PROVIDED NEW POLICIES AND ADD!TIONAL
ASSISTANCE IN THE AREAS OF INTERNATIONAL NARCOTICS CONTROL ;
INTERDICTION: DRUG LAW ENFORCEMENT: AND DRUG ABUSE
TREATMENT, EDUCATION, AND PREVENTION.

ESPECIALLY CRITICAL TO THE SPECIFIC PROBLEM OF DRUG
ABUSING WOMEN AND THEIR INFANTS IS THE NEED FOR ADDITIONAL
DRUG TREATMENT RESOURCES. THE ANTI-DRUG ABUSE ACT OF 1986
AND 1988 EXPANDED QESOUPCES FOR DRUG ABUSE TREATMENT
SERVICES, FOR 1989, $8@6 MILLION WAS APPROPRIATED FOR THE
FEDERAL ALCOHOL, DRUG ABUSE. AND MENTAL HEALTH BLOCK GRANT,
ANOTHER $75 MILLION WAS APPROPRIATED TO REDUCE TREATMENT
WAITING LISTS,

THE NEED FOR TREATMENT SERVICES, HOWEVER., STILL FAR
EXCEEDS THE AVAILABILITY OF SERVICES. THE MATIONAL
INSTITUTE ON DRUG ABUSE ESTIMATES THAT THERE ARE 6.5
MILLIGN PEOPLE USING DRUGS IN A WAY THAT SERIOUSLY IMPAIRS
THEIR HEALTH AND ABILITY TO FUNCTION, VYET NATIONWIDE, AT
ANY ONE TIME, THERE ARE ONLY 247,909 DRUG ABUSERS IN
TREATMENT,

100,
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MOREOVER, THE SPECIFIC TREATMENT NEEDS OF PREGNANT
WOMEN AND WOMEN IN THEIR CHILD-BEARING YEARS ARE NCT BEING
ADEQUATELY ADDRESSED. THE MATIONAL ASSOCIATION OF STATE
ALCOHOL AND DRUG ABUSE DIRECTORS INDICATED IN 1TS 1997
REPORT THAT STATES SPECIFICALLY IDENTIFIED DRUG TREATMENT
SERYICES FOR WOMEN AND YOUTH AS AN AREA OF UNMET NEED.
CLEARLY, NOT ONLY ARE ADDITIONAL TREATMENT RESOURCES
NEEDED, BUT THEY MUST REACH THE VERY VULNERABLE POPULATION
-~ WOMEN IN THEIR CHILD-BEARING YEARS.

THE ANT!-DRUG ABUSE ACT OF 1988 BEGAN TO RESPOND TO THE
NEEDS OF THESE WOMEN AND THEIR CHILDREN. THE ACT
AUTHOR1ZED FEDERAL FUNDING OF MODEL CRUG AND AL COHOL ABUSE
PREVENTION, EDUCATION, AND TREATMENT PROJECTS FOR PREGNANT
AND POST PARTUM WOMEN AND THEIR INFANTS. T AUTHORIZED
FUNDS FOR DEMONSTRATION PROGRAMS AND INDICATED THE NEED FOR
RESEARCH IN THIS AREA. THE LEGISLATION ALSO REQUIRES A SET
ASIDE OF AT LEAST 19 PERCENT OF A STATE'S ALCOHOL. DRUG
ABUSE AND MENTAL HEALTH BLOCK GRANT FUNDS FOR PROGRAMS AND
SEQVICES FOR WOMEN, ESPECIALLY PREGNANT WOMEN AND THEIR
DEPENDENT CHILDREN, AND DEMONSTRATION PROJECTS TO PROVIDE
RESIDENTIAL TREATMENT SERVICES TO PREGNANT WOMEN. THESE
ARE CONCRETE INDICATORS THAT WE HAVE COME TO RCCOGNIZE THAT
DRUG ABUSING PREGNANT WOMEN AND THEIR INFANTS HAVE SPECIAL
NEEDS. BUT, IT IS ONLY A BEGINNING.
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MUCH MORE MUST BE DONE. THERE ARE A NUMBER OF EFFORTS
THAT SHOULD BE UNDERTAKEN, WHICH SPECIFICALLY TARGET WOMEN
IN THEIR CHILD-BEARING YEARS, PREGNANT WOMEN WHO ABUSE
DRUGS, AND INFANTS OF DRUG ABUSING MOTHERS.

-~ FIRST, FOR HIGH RISK WOMEN WHO ARE PREGNANT AND THOSE
IN THEIR CHILD~-BEARING YEARS THERE IS A NEED FOR:
~ EARLY IDENTIFICATION AND REFERRAL TO DRUG ABUSE
TREATMENT:
~~ AVAILABLE AND ACCESSIBLE DRUG ABUSE TREATMENT:
- AVAILABLE AND ACCESSIBLE PRENATAL CARE (MANY WOMEN
STILL ONLY SEE AN EMERGENCY ROOM DOCTOR AT DELIV-
ERY):
- DRUG ABULSE PREVENTION/EDUCATION OUTREACH PROGRAMS,

PERHAPS THE SERVICES PROVIDED BY DRUG TREATMENT CENTERS
WILL HAVE TO BE EXPANDED TO INCLUDE PROVIDING PRIMARY
HEALTH CARE SERVICES. AND SPECIFICALLY GYNECOLOGICAL AND
OBSTETRICS SERVICES IF WE ARE TO REACH THE DRUG USE®S WITH
DESFERATELY NEEDED HEALTH CARE SERVICES,

-~ SECOND, FOR THE MOTHERS AFTER THE BIRTH OF THE CHILD
THERE [S A NEED FOR: '
- TRAINING TO MEET THE SPECIAL NEEDS OF THE CHILD.
E.G., TRAINING TO USE SPECIALIZED EQU:PMENT:
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- SOCIAL SUPPORT SERVICES TO REDUCE THE POSSIBILITY OF
CHILD ABUSE OR NEGLECT!
~ CONTINUED ORUG TREATMENT WITH FOLLOW-UP SUPPORTS,

«= THIRD, FOR THE CHILD THERE |S A NEED FOR:
- BETTER HEALTH CARE BEFORE BIRTH:
~ ADEQUATE HEALTH CARE AFTER BIRTH:
-~ SPECIAL SERVICES TO MEET LONG TERM NEEDS. E.G..
LEARNING DISABILITIES AND BEHAVIORAL PROBLEMS
- FOSTER CARE AND ADOPTION SERVICES,

-~ FOURTH, WE MUST ALSO REACH OUT TO THE MEDICAL
PROFESSION, IT IS THEY WHO MUST ENSURE THAT DOCTORS
ARE AWARE OF THE SYMPTOMS OF DRUG USE: INFORM THEIR
PATIENTS OF THE DANGERS OF DRUG ABUSE., ESPECIALLY
PREGNANT WOMEN AND WOMEN [N THEIR CHILD-BEARING YEARS:
AND RESPOND TO THE PATIENTS DRUG PROBLEM AS PART OF
THEIR HEALTH CARE.

IN CLOSING, LET ME SAY, THERE IS MUCH TO BE DONE AND IT
MUST BE DONE SOON, FOR WE ARE RISKING THE LOSS OF FUTURE
GENERATIONS BY OUR INACTIVITY, WHILE | APPLAUD THE
INITIATIVE AND CREATIVITY OF THE WITNESSES TODAY WHO WILL
BE DESCRIBING PROGRA, S ALREADY UNDERWAY TO RESPOND TO THE
NEEDS OF THE CHILDREN WHO HAVE BEEN AFFLICTED FROM BIRTH
WITH THE CURSE OF DRUG ABUSE AND APDICTION, | AM ALSO
DEEPLY DISTRESSED THAT SUCH PROGRAMS ARE NEEDED. AS A

Q 110\3_'3
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FATHER AND LEGISLATOR, | HAD HOPED THAT WE WOULD LEAVE A
BETTER AMERICA TO THE NEXT GENERATION. | STILL HAVE THAT
HOPE, BUT WE WILL HAVE TO DO MUCH TO REDEEM OUR SOCIETY “OR
OUR CHILSREN,

THANK YOU, MR, CHAIRMAN, AND MEMBERS OF THE COMMITT:SE
FOR ALLOWING ME TO PARTICIPATE THIS MORNING. | COMMEND YOU
FOR YOUR EFFORTS TO EXAMINE THE PROBLEM OF THE PERINATAL
EFFECTS OF SUBSTANCE ABUSE, | HOPE THAT THE SELECT
CoMMITTEE ON NARCOTICS ABUSE AND CONTROL AND THE SELECT
COMMI.TEE ON CHILDREN, YOUTH AND FAMILIES WILL WORK
TOGETHER OVER THE NEXT FEW MONTHS T0O DEVELOP CREATIVE
POLICIES AND INITIATIVES TO RESPOND TO THiS TRAGEDY.
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Chairman MiLier. Thank y>u. Thank you again for all your
work in this area on the Committee on Narcotics.
Mr. Parness.

STATEMENT OF JEFFREY PARNESS, J.D., PROFESSOR OF LAW,
NORTHERN ILLINOIS UNIVERSITY, DE KALB, IL

Mr. PARNESS. Thank you. In the few minutes I have this morning
I'd like to review with you what we can do to address this problem
and particularly how the law might impact upon the problem.

Preventing life threatening and life impairing disabilities in new-
borns is certainly an interest which can be pursued by govern-
ments. That pursuit typically involves what most characterize as
protection of potential human life. The U.S. Supreme Court recog-
nized the legitimacy and importance of ﬁotecting potential human
life. Protecting potential human life is distinct from protecting life,
because the conduct which is addressed is usually conduct that pre-
cedes birth.

Potential human life in both federal, and particularly, state law
is protected both in settings in which the born and the unborn are
equated as well as in sattings in which the born and the unborn do
not receive comparable treatment.

The protection of potential human life can appear in a variet; of
ways. Laws can involve making money, food, and medical care
available to pregnant women and others who choose to undertake
conduct beneficial to the unborn or to avoid conduct that would be
detrimental. Laws can help educate future parents and others with
respect to prevention of birth disabilities. Finally laws can protect
potential human life in more coercive ways.

In acting to protect potential human life, the traditional nonfi-
nancial constraints on governmental power operate. Laws therefore
must be neither arbitrary nor capricious; some legitimate goal has
to be at stake. But unlike many other areas in which the govern-
ment acts, there are further limits on the exercises of governmen-
tt(i)logower protective of potential human life. That is because in a
g number of instances concerns are raised about possible in-
fringement of constitutionally protected rights. I think you see the
concern for conmstitutional rights in the decision in versus
Wade in which the Supreme Court clearly recognized the imgor-
tant and legitimate interest in protecting human life, but had to
balance that with what it foumf, to be a constitutional right with
respect to decisions regarding pregnancy.

Other rights that are implicated in laws protecting potential life
include constitutional protections regarding decisions on child be-
getting, child rearing and bodily autonomy.

use governments are much freer to act when no constitu-
tionally protected rights are implicated, and because pregnant (as
well as fertile) women often can aseert such rights with respect to
laws protecting their future offspring, most laws protecting poten-
tial human life involve nonmaternal conduct. In these settings,
typically the prospective mothers are in agreement with the gov-
ernment with respect to the laws affecting their future offspring.
In a limited number of circumstances, however, laws might op-
erative with respect to maternal conduct against the wishes of the
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mother in circuristances in which the state seeks to protect her
future offslpring.

In the last few years there has been a significant growth in
American laws protective of potential human life. For example, in
the last few years there have been major developments in a
number of states with respect to nonmaternal activities in the con-
text of criminal laws. In 1986, the Minnesota legislature created a
statutory scheme providing broad criminal law protection of the
unborn. The scheme encompasses premeditated, intentional, gross-
ly negligent, and even negligent conduct causing harm to the
unborn and operates with respect to harm that causes termination
of potential life as well as harm that surfaces in disabilities at
birth. Later that Ey'ear the Illinois General Assembly followed suit
with a similar statutory scheme. Since then some other states have
followed suit, includin% North Dakota and Washington.

Another major development with respect to protection of poten-
tial human life outside of conduct directed at prospective mothers
involves the expansion of tort law so as to permit claims on behalf
of those who allege their disabilities at birth were caused by the
prebirth conduct of doctors or others. In many states claimants
may include those who were in the pre-viabili? stage of fetal de-
velopment at the time of the alleged misconduct. Since 1977, a
number of states have even expanded further tort law r. as to
permit civil actions by claimants who were not even conc sived at
the time of the defending party’s all misconduct.

There is often little controversy where laws address the conduct
of prospective parents in order to protect potential human life.
Consider, for example, laws providing for better prenatal care; laws
grovidmg for the treatment of drug or alcohol abuse on a voluntary

asis; laws providing for warnings on labels of products knowr to
cause disabilities at birth; and laws providing for financial support
of medical treatment leading to childbirth. Such laws are relatively
noncontroversial, I think, because they are noncoercive.

Most controversial of all laws protective of potential human Jife
are those which address the behavior of potential parents, particu-
larly pregnant women, and which operate regardless of the wishes
of those whose behavior is at issue. As noted earlier, such laws
often impact upon constitutionally protected rights and when they
do, they can only be legitimated if they are found to serve a com-
pelling state interest.

Laws involving substance abuse by pregnant women exemplify
the controversy. Consider laws permitting substance abuse during
pregnancy to serve as the basis for a criminal prosecution for abuse
or neglect of the unborn child; for an order terminating parental
rights respecting the later born child; or for an injunctive order re-
stricting the activities of the pregnant women, including an order
of confinement done in the context of a child custody proceeding.

Criminal child abuse prosecutions of women who took certain
drugs or alcohol durin%pregnancy may now be permitted in at
least some parts of the United States. California, for example, has
a provision in the penal code which defines as a misdemeanor a
parent’s willful omission, without legal excuse, to furnish necessary
medical attendance or other remedial care for his or her child, and
thereafter deems a child conceived but not yet born to be covered.

196,
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The provision seemingly can be applied to infringe upon no consti-
tutionally protected rights, and it clearly promotes the important
and legitimate interest in protecting the potentiali%y of human life.
The much publicized trial court dismissal in 1986 of child abuse
charges against Pamela Rae Stewart in California casts some cloud
on the future utility of that particular statute.

A simple hypothetical case serves to illustrate the possibilities of
civil (rather than criminal) court involvement in terminating pa-
rental rights for prebirth conduct and for restricting the activities
of pregnant women in order to protect potential human life. Con-
sider a case involving a prospective mother whose conduct is found
by a trial court to causing significant harm to a developing
fetus. May there ever be a sufficient cause in pre-birth conduct for
the court to termminate at birth the woman’s interest in the later
born child? And, assuming a constitutionally protected interest is
implicated, may there ever be a sufficiently compelling state inter-
est, especially in conduct which is noncriminal in nature, to legiti-
mate an injunction restricting the activities of a woman during a
pregnancy so as to protect potential human life. Such an injuction
t‘?’°“ld involve a guardian appointed on behalf of the developing
etus.

Courts are increasingly sympathetic to such orders. Just a few
weeks ago the Florida Supreme Court ruled that a man who fails
to support his unborn child’s mother prior to birth loses his stand-
ing in a later adoption proceeding involvin% his later born child.
Specifically, the court said “Because prenatal care of the pregnant
mother and unborn child is critical to the well being of the child
and of society, the biological father, wed or unwed, has a responsi-
bility to provide suﬂ)ort during the pre-birth period.” Should not
the same ruling hold true for the woman? Comparably, a number
of different courts in the last few years have a;:f)oin guardians
for fetuses whose prospective mothers were found to be involved in
substance abuse during pregnancy; courts have also entered orders
dictating that pregnant women cooperate with health officials in
order to protect potential human life. Such orders have been issued
by courts with diverse authority, including those with jurisdiction
over family matters, juvenile matters, probate matters and crimi-
nal matters. Can such orders be entered even when maternal con-
duct is not criminal, though harmful to potential human life? For
instance, consider instances of significant alcoholic consumption
durtigg pregnancy. In a case in 1988, & court was asked to assume
custody over a pre-viable fetus and to order the pregnant woman to
under%:) a “purse string” operation so that the cervix would better
hold the sregnancy. ‘51111 e declining to issue the order, the Su-
preme Judicial Court of Massachusetts said, “We do not decide
whether, in some situations, there would be justification for order-
ing a wife to submit to medical treatment in order to assist carry-
ing a child to term. Perhaps, the State’s interest, in some cases,
might be sufficiently compelling to justify a restriction of a per-
son’s constitutional right to privacr.”

The justification would certainly be found for laws mandating
gnant women to take a new wonder pill which prevents certain
abilities at birth and has no real significant adverse conse-

quences on any woman who took the pill.

>
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Notwithstanding the difficulties of constitutional interpretation,
of line drawing and balancing, and of a%ruiding and dictating social
behavior through laws, coercive legal action protective of the
unborn from the dangers posed by mom and others is on the rise.
Apparently inadequate on their own are voluntary governmental
programs involving prenatal care, educational advancement, drug
treatment, and the like. The tragedies of premature infant deaths
and preventable birth disabilities are hard to forget or to forget
labout;. These tragedies will and should continue to be addressed by
aw.

Thank you.

Chairman MiLLER. Thank you.

[Prepared statement of Jeffrey A. Parness follows:]
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PREPARED STATEMENT OF JEFFREY A. PARNESS, FROFESSOR OF LAW, NORTHERN ILLINOIS
UNiversiTY CoLLEGE OF Law, DE KaLs, IL

It e naver easy to learn that a nevbnrn has mental or phys{cal
disabilities which will inevitably reeult i{n eithsr an sarly death or an
impaiymant of the ability to 1ive & whole and healthy ltfe. It {e
psrticularly difficult to diseover that such dieab{l(ties were fully, or
subetanrially, preventable. Anger develops, fingere are pointed, fault i,
ascextaiuned, prevention hereinafter {e promiesd, sctfon is taken. To eesk te
assure thet more humane are born with a scund mind end body seeme as Amer{oan
ae apple ple. Governmental efforts i{n the enterprise do not appear
inappropriate. What, if anything, may governmente generally do te limit euch
disabilities? Uhat non-financial conetrainte, {f any, operats on governmente
chooeing to undertake such a noble miseion? And finally, ae more {e knowm
about the ceusee of and cures for dleabilities at birth, vhat in fact have
governmente been doing? Thie etatement briefly addreeses these questions,

I.

The prevention of 1ife.threatening and 11fe-impairing disabilities in
newborne {e certainly en interset which may be pursued by governments.
Because such a pursuit typicelly involves the state {n conduct preceding the
birth of thoes to bs protected, many have characterized suoh a pureult ae
{nvalving the protection of potentisl humen 1{fa. The United States Suprens
Court, in {ts decfeton {n Roc v, Vads, expresely recognized and approved &
otste government's "important and legitimate {ntereet in protecting the
potentiality of hunan 1{fe." Seeringly, potentisl humsn 1{fe {e protected
through lave promoting 1ive and healthy birthe, whereas human 1ife is
protected through lawe promoting the continuing live and healthy condition of
those who walk the sarth today.

On occaslon, lawmekers will seek to protect potential human 14fe by
equating the human unbern with thoes born, creating one clases whoes potential
1ife 1s protected. For exanple, under ecme lawe an already-born child and a
developing fetus have been desmed victime of parental sbuee and neglect. And,
under eome lawe both & pregnant woman and her fetue have been deemed patients
of certain doctors. On other occasions, lawvmakers will protest potential
human 1{fe though clesrly rejecting any equation involving the dorn and tha
unborn. For example, certain states have both homicide and fet{cide laws
within their eriminel codes.

The protection of potential hum.n 1ife can be significantly promoted
theough mast tvpes of law (civil, criminel and vegulatory) and by meny types
of lawmakers (legislatures, courts, and admintserstive agencise), Certain
protections are most appropriate for etate governments {ertn.nal, tort and
child custody laws), while othare seanm best undertaken at the national lavel
(lavs financing certain prenatal cars)., Lavs protectivé of potential human
1ife can serve the unborn exclusively, or can promots eimultansously other
interssts, such as maternal health, Ac times, the protection of potential
human 1i{fe {s only en unintended consequence of a law ohiefly serving eome
other purposs.
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Laws con protect potsntial humen 1ifs in a veriety of vays. Laws osn
meke monsy, food, medicel cers, end the liks eveilable to pragnent women, or
to fartils men or women, whe chooss to undertaks conduct diractly benefiolsl
to their unborn children, or vho chooss co svoid conduct whioh %o 1ikely to da
hernful to their futurs offspring. And lews cen help to sducate future
perents end othe¥s regerding the means by which thsy cen sssist in promoting
1ive birthe and in preve ting birch dissbilitiss. Laws can also proteot
potentisl humen life in mors coercive ways., Tort oleims or eriminal
prosscutions for sste slrasdy harnful to soms unborn will deter similer
conduot in the futurs. Baysnd such gensrsl deterrence, cosrcive lagsl setion
may slao seek to pravent foresessbls harm to soms particular unborn by
snjoining the conduct of thoss involved in, or heving sn fmpuot upon,” the
relavent child-bssring process. Ixtrams ceses mey involvs the fuposition of
certein conditions on s pragnent woman duting a4 criminsl sentencing hearing or
4 atats's attempt to control s pregnent woman through a custedy order
involving har unbarn child.

II.

In scting to protsct potentisl humen lifs, ths traditional non-finencfal
constraints on governmental power oparsts, Lawe must be neither srbitrary noy
ospricious; sowe legitimats governmentsl goal must be at steks. Typlcally,
this means laws protsctive of the unborn must bs bassd on acteptedle visus of
ths ceussl connection betwaen the conduct ragulated and the ohances for live
end hesslthy birth. As well, the effactivansss of the lav in pronoting the
desirsd oonduct pust bs shown. Unliike meny other polics power snslyses,
however, thare sre often further limite on exsrcises of governmental power
protactivs of potentisl humen 1ifs. This {s becauss such sxercisss often
Telss concerns about ths infringensnt of constitutionally-protected zights,
The decislon in Rog v, Hade fs {1lugtrative.

At issus in Rog wes s statutory schens vhich effactively prohidited nost
pregnent women from procuring sbortions. The prohibitions thus protectsd
potential hunsn 1ifs, sexving a stats intsrest vhich the Court found to be
Yimportant snd legitimsts.” Yert, the schens slee restyicted s wonmsn's right
to decids to terminats her pregnency. Becsuss & women's right to chooss wes
found within the constitutionslly-protsctsd right to privacy, end bscsuss the
stata’s {ntersst in ali fetusss wess not *coxpslling® (though legitimata), the
schene vas {nvelidated, The Court did observs that the stets had a compalling
intetsst in protecting the potentisl 1ifs of sll visble fstuses, so thet
third-trizsatsr sbortions generslly could be outlewsd.

Whils Ras v, Yads concerned the constitutional right involving pregnency
terminstion, the Court's decision suggests a "ccmpelling stets intsrest® will
be necassery to sustein any law proterting potantial 1ifs which unduly
{nfringss upon sny other constitutionally-protectad right. Othar rights
posaibly implicated {n potentis) 1ifs ssttings {nclude decisional righta
regarding childbegatting, childresring, end bedily sutonony.
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I11.

Because governments are much fraer to sct where no constitucionslly.
protected rights are {mplicated, aid because pregnant (as well as fertile)
women often can assert such rights with rvespect te laws protecting their
future offspring, moest lews protecting potential life humen involve non.
zaternal conduct., Where the conduct of prospective mothers is addressed, laws
protective of potential 1ife are usually welcomed by would-be mothers es these
women typically join the state in seeking protection for their future
offepzring. In only certein limited circuzstences will a state datarmine it is
necessery to compel a woman's conduct ageinst her wiahes in order te benefit
her future offspring. When such a compulsion constitutee & burden on any of
the woman's constitutional righte, the retionale(s) prompting governaental
action must, of course, be compelling,

In the last faw yesrs, there has been a aignificant growth in Amertcan
lavs protective of potential humen 1ife. An examination of some of these
developments reveals the variations {n the types of laws and lawmakere now
conosrmed with promoting the birth of healthy {nfanta,

A major development {n the regulation of non-maternal activities
protectiva of the unborn {s tha adoption of criminal laws characterizing the
unborn as victime. Early in i986, tha Minnesota legielature created a
distinct etatutery scheme providing broad eriminal law protection of the
unboxn., The scherne enconpasses various forms of culpable activity causing
{njury to the unborn (premeditated, intenticnal, grosely negligent, and
negligent acts) and verying forms of injuty to the unborn (acts causing the
termination of a fetus' potentiel 1ife as well as acts causing i{njuries
appearing at birth), Later that year the IllinoLs legislature enacted e
sioilar statutery scheme, with the unborn deemed the possidle victtma of such
crimes as intentional homicide, voluntary mansleughter, involunta:y
manslaughter, reckless homic{de, bettery, and aggravated battery. 1In 1587,
the North Dakota legielature added severel criminal offenees comaittad againse
unborn children, including murder, menslaughter, negligent homiocide,
sggravated assault ¢1d assault. Stnce then, the Washington state legislature
has redefined the ¢: na of assault {n the sacond degres to {nclude acts
herning an unborn quick child. Of courss, alteratione of oriminal lavs vay
also {nfluence significantly extating and related civil lavs.

Another msjor development {n the regulation of non-meternal activit{es
protective of the unborn {nvolves the expanaion of tort law so es to permit
cleins on behalf of those who ellage their disabilities at bireh wers caused
by tha pre-birth aisconduct of doctors or others. In mahy states, claimants
nay include those whe were in the previability stage of fetal developmant at
the time of the alleged mteconduct, Since 1977, a number of states have
further expanded tort law sc ee to permit civil actiens by claimanta who were
not even conceived et the time of the defending party’a elleged misconduct,

There 1s oftan 1ittle controversy vhere laws address the conduct of
prospective parents in order to protect the potential 1ife of thelr future
offspring. Consider, for exampls, laws providing for batter prenatal care
(nutricienel food supplements to low-income pregnant women); for treatment of



107

drug or elcohol ebuse on a voluntery besie; for wernings on the labels of
producte known to caues disedilitiss at birth; end for financiel support of
medicel treetment leading to childhirth. Such lawe sre relatively non.
contxoversial beceuss they ers non-cosroive.

Moxt controversisl of sll lews proteotive of potential humen 1ife ere
those which eddress the behevior of potantiel parente-sspeoially pregnant
women- and which operste regerdlese of the wishes of thoss whoss behevior i
&t 1ssues. Ae noted serlisr, such lewe often imnact upen constitutionally.
protected righte; when they do, they cen enly Be sustained {f thars ia
demonstreted a compslling etete Interset. Ae wall, (e i3 often difficult te
predict (or even describs) the conesquences of such lawe in advance of (or
sven after) their {mplemantation. Thus, such lewe mey i{nvolve sone
speculation, and often necessitate re-exsminetion a few yoars ofter
implemeantetion,

Lawe {nvolving eubstance ebuse by pregnant women oxemplify the
controversy. Coneider lews permitting substence abues during pregnency to
esarve ae the basie for

1. & criminal presscution for abues er negleot of am unborn child;

2. an order terminating parentel rights respecting the later-bern child;
and

3. an injunction reetricting the sotivities of a pregnant women, inaluding
an ordar of confinemant,

Criminel ehild ebuse prosscutisns of women who teek certein drugs or
aleohol during pregnancy mey now be permitted in st leset some perte of the
United Stetesa. In Califernis, a provieion of the ponal code defines ae o
miedemeanor a perent’s wilful omiseion, without legal excuse, to furnieh
neceseary medical ettendence or other remedial cere for hie or her 2hild, end
thereafter desze a child conceived but not yet born es an exieting peteon
within the provieion. The provieion eeemingly can be applied to {nfringe upen
no conetitutionally.protected right, and it clearly promotes the "{mportent
and legitimate intereet in protesting the potentielity of humen 1ife.” The
much-publicieed triel court diemissel of child abuse cherges ageinet Pamele
Rae Stevart in 1936 (vhile pregnant, ehe ignored a doctor's advice to stop
taking druge) caete a cloud on ths etatute’s futura utility.

A oimple hypotheticel cess serves to {llustrate the poseibilities for
eivil court involvement in tormineting perentel rights for pre-dirth conduot
ond In restricting the ectivities of prognent vomen in order to protact
potential human 1if~. Coneider a caee involving s prospective mother whose
conduct is found by « . {el court to be oaueing eignificent harm to o
dsveloping fetus. May thers ever bs o sufficient causa in pre-birth conduce
for the court to terminets at birth the women's interset in the leter.born
child? And, eseuning o conetitutionally-protected interest is impliceted, nay
there ovar be o sufficiently compelling stete {nterest (eopeciolly in conduct
which {s nen-criminal) to legitimete an injunction reetricting the eccivities
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of ths woman during tha pregnsncy so as to protsct potantisl humen life
(perhaps via a gusrdisn sppointed on behslf of the fetus)?

Courts ars increasingly sywpsthatic to asuch ordsrs. Just s few weaks
8go ths Florids Suprams Court ruled that a men who fails to support his unborn
¢hild’s mother prior to birch losas his standing in (end thus his nesd to give
his consant to) sn sdoption procesding involving his lstsr-born child.
Specificelly, the court ststsd: "Bscsuss prenstsl cere of the pragnent mother
and unborn child s criticsl to ths well.being of ths child end of soclsty,
the biologicel father, wed or unwed, hes s responsibility to provide support
during the pra-birth paried.” Should not the sams ruling hold trus for tha
woman? Compsrably, & numbar of different gourts in the lest faw yssrs hava
appointed gusrdisns for fetuses whoss prospactivs mothsrs wers found to be
involved in substencs sbuss during prsgnancy; courts have slsc antsrsd ordara
dictsting that pragnant women coopsrasts with health officisls in ordexr to
protsct potsntial huzmen 1ifs. Such orders have besn lssusd by courts with
diveres suthority, including those with Juriediction over fanily, juvsnile,
probats end criminsl metters. Cen such ordsrs be antsrsd sven when maternal
conduct 1s not criminsl, though hsraful to potantisl humen 1ifs? For
instence, consider fnstences of significent slcoholic consumption during
pregnancy. 1In a cess in 1983, & court wes ssked to assuns custody over s pre.
viabls fatus snd to ordsr ths pregnent women to undergo s "purse string”
operation so thet ths cervix would bettsr hold the pregnency, 1In dsclining to
Lssus an ordsr in ths csss befors it, ths Suprems Judicisl Coure ef
Magsachusstts seid; *Ue¢ do not dacids whathsr, in soms situstions, thers
would bs justificstion for ordsring s wife to submit to medical trsetmsnt in
ordsr to assist cérrying a child to term. Psrhaps, ths Stata’s interest, 4n
sons csess, might be sufficiently compslling. . . to justify such a
restriction on & psreon's constitutional right of privacy.*

As noted sarlier, it is often difficult to predict the impact or to
assess ths consequances of lsws mandsting bshevior by potsntisl parents for
the purpess of protecting their futurs offspring. Regarding stats
intervention {n medicsl choices duiring pragnancy, one commsntator recently
notsd:

Thers srs a numbsr of pricticel difficulties in inposing en
obligstion to sdhare to medicsily specifisd stendards of conduct.
Firet, insurmountsbls problems .iriss in trying to dstsrwine whet
typss of conduct crassts sn unaccsptabls risk for ths fatus.
Sscond, msdicsl ssseasmants of risk srs somstinmas vrong. Third,
imposing lagsl obligetions upon s womsn to de or rafrain from
cortain sctivitias to protsct har fstus will have a tramendously
chilling effact. Some women mey svoid sssking nesdsd prenatsl
care. For others, ths doctor will appssr s sn adversary, snd the
vomsn Rey net divulgs importent medicsl information eut of tha
fesr of sanctions or loss of control,

Finslly, thers is grast denger in overriding a compstant
individusl's decision about trsataent that sffects her body.
Socisty runs the risk of crsating & new class.-pragnent women.-who
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are deemed incrapetent to make decisions, while their peers, non-
pregnant vomen and men, have the right to bodily integrity.

In judicial decisions as well, concernu have recently been expressed sbout the

utility of decrees mandating certaln conduct by potential parents. In a few
different cases involving criminal court orders prohibiting conceptio. or
pregnancy as a term of probation, judges have expressed doubta not only on
constitutional grounds, but on practical grounds. Judges have warried sbout
the gignificant enforcement problems; the chilling effect on initiatives for
prenatal care; the incentivas for abortion; and the lack of resources for
probation supervision.

Notwithstanding the difficulties of constitutional interpretation, of
line-draving and balancing, and of guiding and dictating social behavior
through laws, coercive legal action protective of the unborn from the dangers
posed by mom and cthers is on the rise. Apparently inadequate on their own
are voluntary governmental programs involving prenatal care, educational
advancement, drug treatment, and the like. The tragedies of premature {nfan:
deaths and preventable birth disabilities are hard to forget or to forget
about. These tragedies will, and should continue to, be addressed by
carefully-drawvn laws whose cousequences pust be thoroughly studied after
implementation.
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Mr. RANGEL. It's my honor to introduce to the panel Dr. Chavkin
who is well known in the city and the country. She’s an expert in
child health and was Dire:tor of the Bureau of Maternity Services
for the New York City Dipartment of Health. Currently she is a
Rockefeller Foundation Fallow at the Columbia University School
of Public Health. Recently Dr. Chavkin completed a survey on the
accessability of health care and rehabilitation services to pregnant
women. It’s a great honor that she shares her expertise with the

. I welcome you here with us today.
Dr. CuavkiN. Thank you very much.
Chairman MiLLER. Welcome to the committee, again.

STATEMENT OF WENDY CHAVKIN, M.D., M.P.H.,, ROCKEFELLER
FELLOW, SERGIEVSKY CENTER, COLUMBIA UNIVERSITY
SCHOOL OF PUBLIC HEALTH, NEW YORK, NY

Dr. CHAVEIN. Thank you very much and thank you for the op-
portunity to discuss with you today a very serious matter, the
crack epidemic and particularly its devastating consequences for
the well being of pregnant women and infants.

Although baseline data are sparse, as Dr. Halfon indicated, all
the evidence suggests that there has indeed been a sizeable in-
crease in the numbers of women using illicit drugs, primarily
crack, during ancy.

In New York City, for example, the number of birth certificates
indicating mate substance use has tripled from a rate of 6.7 per
thousand live births in 1981 to a rate of 20 per thousand live births
in 1987. The number of certificates noting heroin use increased
from about 200 in 1978 to 861 in 1986. Those noting cocaine which
basically means crack increased from 68 in 1978 to 1,364 in 1986.
Currently cocaine/crack is listed on two thirds of those birth certif-
icates that note maternal substance use. One hoeBpital based anony-
mous urine toxicology survey of newborns in 1985/86 indicated that
11 percent were positive for illicit drugs. Another such survey of
women, these are New York City hospitals I'm talking about, an-
other such survey of women in labor in 1988 yielded 13.6 percent
positive for cocaine derivatives and another 1. rcent to be posi-
tive for opiates. A similar survey in 1987 found 20 percent to be
positive for cocaine. Data from New York City’s municipal hospital
%sst;m indicated drug related diagnoses in 5 percent of births in

There have been three major categories of societal response to
this problem. The one that has attracted the most media attention,
but is the rarest, has been the criminal prosecution of new mothers
for their use of illicit drugs durinigreg'nancy. As fetal personhood
is not legally recognized, these have involved various legal a
proaches. In California, in the Reyes case of 1977 and the widely
publicized Stewart case of 1986, attempts were made to grosecuw
these two women on grounds of criminal child abuse. Since the
fetus is not recognized as a child, the statutes were deemed inappli-
cable and the cases dismissed. Subsequently the local prosecutor in
northern California’s Butie County has announced his intention of
using a positive newborn toxicology screen in the baby as evidence
of maternal illicit drug use, a prosecutable offense. Currently in
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Florida, Toni Suzette Hudson is facing felony charges for transfer-

ing an illicit drug to a minor because of hex;iprenatal crack use for
which she faces a %esible 30 year sentence, if convicted. In another
twist, last year in Washington, D.C., Brenda Vaughn was convicted
for forging a check to support her drug habit. she was a first
time offender, she would normally have been put on probation.
However, when the judge learned she was pregnant, he decided to
incarcerate her for the duration of her pregnancy, stating “T'll be
darned if I'll have a baby born addicted.”

The move towards criminel prosecution reflects, I believe, dee
seated ambivalence about whether addiction constitutes will
criminal behavior or a medical illness, despite two Supreme Court
decisions in 1925 in the Linder case and in 1962 in Robinson versus
California, two Supreme Court decisions that drug addiction was
an illness. The move also reflects a tendency, which I believe has
its roots in the enti-abortion movement, to view pregnant, women
and fetus as separate with competing and even antagonistic inter-
ests. Whereas previously pregnant women with alcohol or drug ad-
diction problems were considered to be in need of help, now some
perceive them as willful wrongdoers toward the fetus.

The second major categ(:’ry of response has been invocation of the
child neglect apparatus. Some states, New York is one, consider pa-
rental habitual drug use as prima facie evidence of child neglect.

It is widespread practi:e in New York City to screen neonatal
urine for the &l;esence of illicit drugs when maternal substance use
is suspected. Criteria for suspicion vary and are rarely articulated
in protocols. A positive toxicology screen is interpreted as evidence
of maternal repeated illicit substance use and therefore prima facie
evidence of neglect and triggers a mandatory report to our local
child Protective Service Agency which keeps changing its name. I
call it S.8.C. but it has a new one now.

Our locsl child protective service agency then conducts an inves-
tigation and if it deems the woman to be a neglectful parent the
agency files charges in Family Court and places the child in foster
care. Because of the increasing numbers of such cases and the
shortage of foster homes these investigations are often prolonged
and in the interim the babies born in hospitals or what we call in
New York congregate care facilities. Group institutional care in
New York City for six to twenty-four babies. In 1987 when the
boarder baby crisis first peaked in New York City maternal sub- .
stance use was the primary reason for boarder baby status account-
ing for 40 percent of the 800 plus cases that boarded in hospital on
any %-iven day. Approximately one third of those infants were ulti-
mately discharged to their biological family after Loarding in hospi-
tals an average of 50 tc 60 days. To clarify, boarding means that
the child is medically ready for discharge. A recent report by the
New York City Comptroller indicated that maternal drug use and
inadequate housing were the two primax:'gy rcasons for boarder
status and that there were approximately 300 children under two
years of age boarding in hospital and another 130 in congregate
care on any given day.

Tne third category of societal response is to offer drug treatment
and prenatal care for addicted women. Various federal agencies
and the Surgeon General have extensively documented this na-
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tion’s failure to provide prenatal care for all who need it. Unfortu-
nately, the situation regarding drug treatment for pregnant women
is even worse. I recently concluded a survey of 78 drug treatment
Frograms in New York City. Fifty-four percent of them categorical-
y refused to treat pregnant women. Sixty-seven percent of them

.

refused to treat pregnant women on Medicaid and 87 percent of
them had no services available for pregnant women on Medicaid
addicted to crack. Less than half of those programs that did accept
pregnant women provided or arranged for prenatal care. Only two
programs made provisions for clients’ children, yet lack of child
care is a major obstacle to participation in drug treatment for
many women as the National Institute for Drug Abuse documented
a decade ago.

This paucity of treatment options for pregnant women reflects a
legacy of discrimination against women addicts by drug treatment
Brr(:lgrams which was also reported by the National Institute for

g Abuse a decade ago. It also reflects medical uncertainty over
the optimal medical management of addiction during pregnancy.
There is medical controversy over the optimal methadone dosage
during pregnancy. Other treatment modalities for the treatment of
crack addiction includes psychotherapy, acupuncture and other
medications such as certain antidepressants and anticonvulsants.
The efficacy of psychotherapeutic approaches and acupuncture re-
quires assessment in formal clinical trials. Experimental drug stud-
ies, however, will not be performed on pregnant subjects. Promis-
ing results have been reported from the handful of programs
around the country that bring together obstetric, drug treatmen
pediatric and postpartum gynecologic care under one roof. Sever:
of these programs emphasize parenting training and consider the
therapeutic nursery model with parent education to be critical
components. The Perinatal Addiction Center at Northwestern Hos-

ital in Chicago, the Family Care Center at Jefferson Hospital in

hiladelphia and the Program for Pregnant Addicts and Addicted
Mothers at Metropoliten Hospital in New York City are three such
successful exazfles. The Acuﬁuncture Drug Treatment Program at
Lincoln Hospital in New York City has recently added on site pre-
natal care and pregnancy-related health education and is develop-
ing on site child care and parenting classes. Others urge that resi-
dential drug treatment be available for mothers with 11;'oun chil-
dren. The Mabond Program Family Center, part of the Odyssey
House Therapeutic Community on Wards Island in New York, pro-
vides residential treatment for 80 women with children under the
age of five years. The women can pursue high school equivalency
diplomas, job training and placement because of the on site prowi-
sion of day care. Again, parenting education and early childhood
stimulation ave considered to be key components of the program.

The society has to make a choice as to whether to allocate re-
sources to therapy or to sanctions. Even the criminal and the child
neglect models presuppose the availability of therapy, as an addict
cannot conform her behavior to the requirements of the law other-
wise.

The consequences of pursuing the criminal prosecutorial ap-
proach may well be to deter women from secking medical help at
all, or from providing honest information to medical providers.
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I uig? us to devote resources to therapy and rehabilitation. This
requires research directed at drug treatment modalities during
pregnancy; the establishment of comprehensive drug treatment
programs for new parents which offer the range of medical and
social services needed by mother and infant; the incorporation of
obstetric, gynecological and childcare services into drug treatment
programs and very basically the expansion of the availability of
drug treatment slots.

The crack and AIDS. epidemics make this problem an urgent
one. If we do not rapidly create sclutions, women, their babies and
society face severe and long term consequences.

Thank you.

Chairman MiLLER, Thank you.

[Prepared statement of Dr. Wendy Chavkin, follows:]
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PREPARED STATEMENT OF WENDY CHAVKIN, M.D., M.P.H., RockrrELLER FELLOW,
SerGievsky CENTER, CoLumBIA UNIVERSITY SCHOOL OF PuBLic HEALTH, NEwW YORK, NY

Thenk you for the opportunity to discuss with you today s very serious
matter - the crack epidemic aud particularly its devastating consequences for
the well being of pregnant women and infants.

Although baseline data are sparse, all the evidence supgests that there
has indeed been a sizeable increase in the numbers of women using {llicit drugs
(primarily crack) during pregnancy.

In New York City, for example, the number of birth certificates indicating
maternal substance use has tripled from 730 fn 1981 (8.7/1000 1ivebirths) to 2588
(20.3/1000 livebirths) in 1987. The number of certificates noting heroin use
increased from 208 in 1778 to 381 in 1988 and those noting cocaine {{ncluding
crack) increased from 88 in 1978 to 1364 im 1986. Currently cocaine/crack is
listed on 88% of those certificates noting maternal substance use. One hospital
based anonymous urine toxicology survey of neonates 1985-88 indicated 11% were
positive for i{llicit drugs. Another such survey of women in labor in 1988
ylelded 13.1% positive for cocalne with an additional 1.4% positive for oplates

(N=1300). A similar survey in 1987 (N=200) found 20% positive for cocaine. Data
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from the municipal hospital system indicated drug related diagnoses in 5% of
birtas in 1987,

There have been three major categories of societal response to this
problem. The one that has attracted the most media attention, but is the rarest,
has been the criminal prosecution of new mothers for their use of illicit drugs
during pregnancy. As fetal personhood is not legally recognized, these have
involved various legal approaches. In California, in the Reyes case of 1977 and
the widely publicized Stewart case of 1986, atvempts were made to prosecute these
two women on grounds of criminal child abuse. Since the fetus is not recognized
as a child, the statutes were deemed inapplicable and the cases dismissed.
Subsequently the local prosecutor in northern California's Butte County has
announced his intention of using a positive newborn toxicology screen in the baby
as evidence of maternal fllicit drug use, a prosecutable offense. Currently in
Florida, Ton{ Suzette Hudson is facing charges of “"transferring on illicit drug
from one prraon to another,” because of her prenatal crack use for which she
faces a possible 30-year sentence if convicted. In another twist, last year in
Washington DU, Brenda Vaughn was convicted of forging a check to support Ler drug
habit. As she was a first-time offender, she would normally have been put on
probation. However, when the Judge learned she was pregnant, he decided to
incarcerate her for the duration of the pregnancy, stating he "would be darned
if he'd have a baby born addicted."

The move toward criminal prosecution reflects, I believe, deep-seated
ambivalence about whether addiction constitutes willful criainal behavior or a
medical illness, despite two Supreme Court decisions (in 1825 in the Linder case

and again in 1962 in Robinson v. California) that addiction was an illness. The
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move also reflects a tendency, which I believe has its roots in the anti-abortion
movemsnt, to view pregnant woman and fetus as separate with competing, even
antagonistic interests. Whereas previously pregnant women with alcohos ot drug
addiction problexs were considered in need of help, now some perceive them as
willful wrongdoers toward the fetus.

The second major category of response has been invocation of the child
neglect apparatus. Some states - New York {s one - consider parental habitual
drug use as prima facie evidence of child neglect.

It 18 widespread practice in New York City to screeu *tvonatal urine for
the presence of {llicit drugs when maternal substance use {s suspected. Criteria
for suspicion vary and are rarely articulated in protocols. A positive
toxicology screen is interpreted as evidence of maternal repeated illicit
substante use, and therefors prima facie evidence of neglect, and triggers a
mandatory report to Spscial Services for Children (SSC). SSC then conducts an
investigation, and if it deems the women to be a neglectful parent, the agency
files charges in Family Court, and places the child in foster care. Because of
the {ncreasing numbers of such cases and the shortage of foster homes, these
fuvestigations are often prolonged, and in the interim the babies board in
hospitals or congregate care facilities (institutional care for 6-24 babies, run
by the city). 1In 1987 at the first peak of the boarder baby crisis in New York
City maternal substance use was the primary reason for boarder baby status,
accounting for 40% of 300 plus cases. Approximately one-third of these drug-
exposed infanta were ultimately discharged to the biological f:aily after
boarding in hospitals an average of 50-60 lavys A recent report by the New York

City Comptroller indicated that maternal drug use (48%) and inadequate housing
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(49%) were the two primary reasons for boarder status, and that there are
approximately 300 children under 2 years of age boarding in hospital and another
130 in congregate care ¢n any given day.

The third category of societal response is to offer drug treatment and
prenatal care for addicted women. Various federal agencies and the Surgeon
General have extensively docurented this nation's fajlure to provide prenatal
care for all who need it. Unforvunately the situation regarding drug treatment
for pregnant women is even worse, I recently concluded a survey of 78 drug
treatment programs in New York City (95% of the total). FPifty-four percent
refused to treat pregnant women; 67% refused to treat pregnant women on Medicaid,
and 87% had no services available to pregnant women on Medicaid addicted to
crack. Less than half of those programs that did accept pregnant women (44%)
provided or arranged for prenatal care; only two programs made provisisns for
clients' children., Yet lack of child care is A major obstacle to participation
in drug treatment for many wowmen, as the National Institute for brug Abuse (NIDA)
documented a decade ago.

This paucity of treatment optlons for pregnant women reflocts a legacy of
discrimination against women addicts by drug treatwent programs, which was
reported by the National Institute cf Drug Abuse a decade ago. It also reflects
medical uncertainty gver the optimul medical managemen: of addiction during
pregnancy. There {s medical controversy gver the optimal methadone dosage during
pregnancy. Other treatment modalities for the treatment of crack addiction
include psychotherapy, acupuncture and other medications (certain antidepressants
and anticonvulsants). The efficacy of psychotherapeutic approaches and

acupuncture requires assessment in formal clinical trials. Experimental drug
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studies, however, will not.'be performed on pregnant subjects. Promising
results have been reported from the lL.andful of programs around the <ountry that
bring together obstetric, drug treatmeit, pediatric, post-partua gimecologic
care under one roof. Several of theses programs emphasize parenting training
sud consider the therapeutic nursery model with parent education to be critical
components. The Perinatal Addiction Center at Nurthwestern Hospital in Chicago,
the Family Care Center at Jefferson Hospital in Philadelphia and the Program for
Pregnant Addicts and Addicted Mothers at Metropolitan Hospital in New York City
are three such successful examples. The Acupuncture Drug Treatment Program at
Lincoln Hospital in New York City has recently added on-site prsnatal care and
pregnancy-related health education and is developing on-site child care and
parenting classes. Others urge that residential drug treatment be available for
mothers with young children. The Mabond Program Family Center, part of the
Odyssey House Therapeutic Cosmunity on Wards Island in New York provides
residential treatment for 30 women with children under the age of five years.
The women can pursue high school equivalency diplomas, job training and placemeat
because of the on-site provision of day care. Parenting education and early
childhood stimulation are considered key components of the program.

The society has to make a choice as to whether to allocate resources to
therapy or to sanction. Even the criminal and child neglect models presuppose
the availability of therapy, as an addict cannot confora her behavior to the
requirements of the law otherwise.

The consequencea of pursuing the criminal prosecutorial approach may u;il
be to deter women from seeking medical help at all, or from providing honest

information to medical providers.
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us to devote resources to therapy and rehabilitation. This

research directed at drug treatment modalities during pregnancy
the establishment of comprehensive drug treatment programs for
new parents, which offer the range of medical and social services
needed by mother and infant;

the incorporation of obstetric-gynecologic and child care services
into drug treatment programs;

the expansion of drug treatment slots.

The crack and AIDS epidemics make this problem an urgent one. If we do

not rapidly create solutions, women, their babies and society face seavere and

long-teram consequencesa.

Thank you.
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Chairman MiLLER. Mr. Rice.

STATEMENT OF HAYNES RICE, HOSPITAL DIRECTOR, HOWARD
UNIVERSITY HOSPITAL, WASHINGTON, DC

Dr. Rice. Good morning, ladies and gentlemen. My name is
Haynes Rice. I have served for the past 10 years as the director of
Howard Tniversity Hospital, here in Washington, D.C,, a 500 bed
teaching hospital of the Howard Universi nter for the Health
Sciences. Before coming to Howard and Washington, D.C., I was
Deputy Commissioner of Health for the City of New York and
Acting Director for a year at Harlem Hospital.

Under the Deputy Commissionership I had the responsibility of
“boarder’’ babies in 1970 where we had an average census of 200
children a year and we counted it a real success where we got the
number from 200 to 147. So it is not a new problem.

I come before you speaking primarily to the issue of “boarder”
babies. Before the end of last year Washington, D.C. did not have a
problem with “boarder” babies. We define “boarder” babies as any
child who is well, ready to go home and has not had parental con-
tact within the last 80 days. While it might seem incredible to
some to believe that the mother would walk away from a child, it’s
very real and an increasing phenomenon among urban drug-abus-
ing females. The immediate impact of this is severe overcrowding
of the neonatal intensive care units and pediatric units in hospitals
and it is an ineffective use of resources. The longer term problem is
an inability to discharge the child to an appropriate setting, caus-
ing the hospital to act as a caretaker for weeks and even months
and even years.

I said “boardcr” babies are not a new phenomenon and in
New York with the heroin epidemic in the early 70s had as high as
200 babies on a daily basis. Some of these children literally ended
up going to school from the hospital due to the slowness of govern-
mental response to provide timely foster care, homes or adoption
alternatives.

I say we are now facing with tnis crack drug the same kind of
problem. But there was some kind of support system for the earlier
children in extended families here in Washington. Often grandpar-
ents would take over the responsibility for raising the child and
providing a more stable environment or there would be adequate
access to af)ublic operating facilities to care for the children. These
historic alternatives helped keep the problem manageable in the
past ﬁars so that not too many children ended up living in hospi-
tals. Thie has changed and the hospitals are caught in the middle.

In the {ive month period between August of 1988 to December of
1988 the pediatric neonatologist at Howard University conducted a
study of long stay infants and found some startling figures. The oc-
cupancy rate for the five months was 120 percent. The year to date
occupancy was 114 percent. These figures came out use the
normal expected stay for a newborn is three days. The average
length of stay for this period was over 12 days. The longer length of
stay is required for opservation of drug withdrawal symptoms of
babies born to drug-abusing mothers. And in our survey we found
in terms of admitting drug abuse, from 18 to 82 percent during this
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six month period. That means that if we did testiug you're prob-
ab{zhtalkmg about half of the deliveries. .

ere this current problem differs from the historical problem is
the reach of the drug abuse across multiple generations; we’re
seeing 28 to 85 year old grandmothers who are themselves sub-
stance abusers and cannot readily steg in to provide the social con-
tact as in the past. In the mothers themselves there is increasing
use and abuse of drugs during their pregnancy and right up to the
date of delivery in some cases. In fact we did have a maternal
death in a mother who braggegi she was so high on crack she would
not need an anesthetic for delivery. Of course babies born to drug-
abusing mothers are often premature, low birth wei‘iht and suffer
from withdrawal symptoms at birth. As an indication of the
low health status of the fragile newborns, at one time in our Lospi-
tal, out of a total of 45 babies in the nursery, only three were
healthy enocuaﬁh to be fed by mothers.

It is typical of the recidivism that we see among drug-abusing
mothers that women who delivered one child will become pregnant
again and deliver another child prematurely, low birth weight and
having drug withdrawal symptoms, One of the most tragic cases
that we have is that of a 15 year old dn‘lg abuser who has delivered
and abandoned a baby in our hospital. We have learned that she is
p ant again. The mother is H.L.V. positive.

e impact of the current problem: in the five month study
which I previously mentioned there were 27 babies who were long
stay babies with an average length of stay of 42.3 days. Nineteen of
the 27 babies had dl‘-ﬁ abusing mothers. The longest stay infant
had been in the hospital for 245 days at a cost in excess of 250,000,
The hospital receives $6,100 for care of this baby regardless of the
length of stay or the type of services performed.

., Lhe overcrowding problem is not just confined to one o two hos-
pitals locally. The worst we have seen is that at one per-.i .-a were
unable to identify a neonatal intensive care unit betwee.. . hiladel-
phia and Richmond. The worst the overcrowding problem has
sotten internally was when we had a high of 55 babies in a unit

esigned for one that was capable of taking care of 85 babies.

This does impact the larger society because if there is not a neon-
atal care bed within the care between Philadelphia and Richmond,
then many of our patients are having to be shifted around and
there aren’t accommodations available fior those normal deliveries
who end up premature.

The impact of the problem %o:;s far buyond poor women and their
children that was discussed. Besides the expected increase in ma-
ternal mortality due to the poor health status of these delivering
mothers, we are seeing access to services b nonpoor women,
middle class women being threatened because of the 1 er number
of poor women requiring more health care resources. We are also
seeing an impact on malfpractice costs and the resultant dameening
effect on the practice of certain medical specialties like OB/GY
in the Washington, D.C. area.

A telephone survey of the local Washington, D.C. hospitals con-
ducted last week indicated that there were 41 abandon babies in
Washington, D.C. area. At Howard University Hospital we had 21
and the rest being at Children’s Hospital, D.C. General Hospital,
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George Washington University Medical Center and the Georgetown
University Medical Center. One can readily see by these figures
that this is not a problem confined to one type of hospital in terms
of public general hospitals but it crosses the public/private sector.

In terms of what we see as recommendations to alleviate the
ﬁroblem, ast efforts on the state level to address these problems

ave not been met with success. I think most of the programs that
we’ve heard of today have been band aid approaches to the prob-
lem. If I can give you a 20 year history of New York, with a 200
capacity and now they’re up to around 850. We can’t say that we
have anywhere in the country addressed the problem seriously
enough at the state level for it not to become a national Congres-
sional interest problem. We feel very strongly that the first issue of
the drug czar ought to be these babies.

Number one again we ough¢ to come up with some type of long-
term care program where individual efforts such as Hale House in
New York end Grandma’s House in Washington—these can accom-
modate only 5 to 8 babies—are to be commended. These are limited
approaches that cannot fully address the growing problem that our
country and hospitals are facing unless there’s a pointed effort by
the federal government to facilitate.

Daily we see in the pagers tire violent side of the drug epidemic
in our streets, but few of us see the tiny victims of the drug epi-
demic who did not chose to be a part of the problem.

We need to develop additional model programs that are respon-
sive to the needs of these small babies, that can provide them with
all the appropriate care and love, in a proper setting. Because the
nature of the solution is longer term, raost states have not moved
aggressively to address the problem, but the need grows larger
each day. A public/private partnership is necded to effectively
meet this problem. We need to (1) streamline foster care and adop-
tion provisions that are required in order to expedite the place-
ment of these children. Currently, in Washington, D.C. it takes too
long, often six months or more, to move through the foster care or
adoption process, and during this time the child remeins in an
acute care setting even though the child no longer needs acute
health care. This is an inappr. priate use of resources and more im-
portant riot a proper setting for a child.

A child in terms of the process we need, the mother has to sign
twice and then have 10 days to change her mind. The mother is
%me. She leaves the hospital often having given the wrong name.

ithin three days we can’t find her. There aren’t sufficient social
workers to locate her and there is not a system because in our city
we weren’t even prepared for the problem because we never have
experienced it before. We had small problems that the limited
number of social workers could handle, but now it is such a large
problem that I would think we're no different from many new
cities facing crack with an inability of a social services agency—

lus the fact that the private sector has gone out of the business
or the care of the infant on a long-term care basis—that we now
find our country really strapped without a system, without a pro-
gram to deal with these children on a long-term care basis.

We need to provide for intermediate, temporary homes that are
not connected with the correctional drug judicial system or the jail
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system. These small children need to be in a less expensive, non-
acute setting where they can be nurtured with some type of bond-
ing with people that can take place for healthy psychosocial devel-
opment.

We need to increase the visibility on this asgect of the war on
drugs so that we can make a positive mark on these lives. We have
seen the federal government move 0 act against the enemy, those
who would bring illegal drugs into our communities and profit
from its distribution. We also must have efforts to assist the casual-
ties of this war on drugs, and certainly these little babies are the
great casualties in the drug war.

The conclusion is the administration and Congress and I want to
commend the committee for addressing this, make further plans to
combat the drug epidemic in our cities and administer justice to
those who seek to victimize others in daily drug wars. Let us not
forget to also show compassion toward these small babies who are
victims who fall between the cracks. As a government some of you
might think that we can't afford to do any more but as a society I
think we cannot afford the consequences of doing anything less
than doing something for these small babies.

Thank you for the opportunity to spesk to you.

Chairman MrLiLer. Thank you very much and to all of the mem-
bers of the panel for your help and your testimony.

[Prepared statement of Dr. Haynes Rice follows:]
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PREPARED STATEMENT OF DR. HAYNES RicE, HosPITAL DireCTOR, HOWARD UNIVERSITY

HosprraL, WasHingToN. DC

I%TRODUCTION

GOOD MORNING LADIES AND GENTLEMEN, MY NAME IS HAYNES RICE; |
HAVE SERVED FOR THE PAST 10 YEARS AS THE DIRECTOR OF HOWARD
UNIVERFITY HOSPITAL, THE 500 BED TEACHING HOSPITAL OF THE HOWARD
UNIVEKXSITY CENTER FOR THE HEALTH SCIENCES. BEFORE COMING TO
HOWARD I WAS DEPUTY COMMISSIONER OF HEALTH WITH THE NEW YORK CITY
HEALTH DEPARTMENT.

1 COME BEFORE YOU TODAY TO SHARE MY INSTITUTION'S PERSPECTIVE
ON A PROBLEM WHICH STRIKES AT THE VERY CORE OF OUR NATION'S
PRESENT CONCERN WITH THE EFFECTS OF DRUGS AND DRUG ABUSE ON THE
FABRIC OF THIS SOCIETY. THE PROBLEM THAT MY HOSPITAL AND HOSPITALS
IN CITIES AROUND THE COUNTRY ARE FACING DAILY IS CARING FOR THOSE
NEWBORN BABIES ABANDONED BY DRUG ABUSING MOTHERS. WE CALL THESE
TINY, OFTEN UNSEEN, VICTIMS OF THE URBAN DRUG EPIDEMIC BOARDER
BABIES.

BOARDER BABIES ARE DEFINED AS ANY CHILD IN OUR HOSPITAL WHO
IS NO LONGER ACUTELY ILL, AND WHO HAS NOT HAD PARENTAL CONTACT
WITHIN THE LAST THIRTY DAYS. WHILE IT MAY BE INCREDULOUS TO SOME
OF YOU HERE TO THINK THAT A MOTHFR WOULD JUST WALK AWAY FROM THE
CHILD SHE HA$ SO RECENTLY DELIVERED, IT IS A VERY REAL AND
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INCREASING PHENOMENON AMONG URBAN DRUG ABUSING FEMALES. THE
IMMEDIATE IMPACT OF THIS IS SEVERE OVERCROWDING OF THE NEONATAL
INTENSIVE CARE UNIT AMD PEDIATRIC UNITS. THE LONGER TERM PROBLEM
IS AN INABILITY TO DISCHARGE THE CHILD TO AN APPROPRIATE SETTING,
CAUSING THE HOSPITAL TO ACT AS A CARETAKER FOR WEEKS AND EVEN
MONTHS AT A TIME.

HISTORY OF THE PROBLEM

BOARDER BABIES ARE NOT AN ENTIRELY NEW PHENOMENON FOR
HOSPITALS. WHEN I WORKED IN NEW YORK CITY, THE PUBLIC HOSPITALS
‘THERE HAD ABOUT 200 BABIES WHO HAD BEEN ABANDONED AT THE
HOSPITALS BY HEROIN ADDICTED MOTHERS. SOME OF THESE CHILDREN
LITERALLY ENDED UP GOING TO SCHOOL FROM THE HOSPITAL DUE TO THE
SLOWNESS OF GOVERNMENTAL RESPONSE TO PROVIDE TIMELY FOSTER CARE,
HOMES OR ADOPTION ALTERNATIVES.

BUT THERE WAS A KIND OF SUPPORT SYSTEM FOR THESE EARLY
CHILDREN IN THE EXTENDED FAMILY OF THE PARENTS. OFTEN
GRANDPARENTS WOULD TAKE OVER THE RESPONSIBILITY FOR RAISING THE
CHILD AND PROVIDE A MORE STABLE ENVIRONMENT, OR THERE WOULD BE
ADEQUATE ACCESS TO PURLICLY OPERATED FACILITIES TO CARE FOR THE
CHILDREN. THESFE HISTORICAL ALTERNATIVES HELPED KEEP THE PROBLEM
MANAGEABLE IN PAST YEARS, SO THAT NOT TOO MANY CHILDREN ENDED UP
LIVING IN HOSPITALS. THIS HAS CHANGED NUW AXND ilOSP1"ALS ARE CAUGHT

IN THE MIDDLE,
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NATURE OF THE CURRENT PROBLEM

IN THE FIVE MONTH PER1OD OF AUGUST 1988 TO DECEMBER 1988 THE
PEDIATRIC NEONATOLOGIST AT HOWARD CONDUCTED A STUDY OF THE LONG
S'WAY INFANTS AND FOUND SOME STARTLING FIGURES. THE OCCUPANCY
RATE FOR THE FIVE MONTHS WAS 120%. THE YEAR TO DATE OCCUPANCY WAS
114% THESE FIGURES CAME ABOUT BECAUSE WHEREAS THE NORMAL EXPECTED
STAY FOR A NEWBORN IS THREE DAYS, THE ACTUAL AVERAGE LENGTH OF
STAY WAS A LITTLE OVER TWELVE DAYS. THIS LONGER LENGTH OF STAY IS
REQUIRED FOR OBSERVATION OF DRUG WITHDKAWAL SYMPTOMS OF BABIES
BORN TO DRUG ABUSING MOTHERS.

WHERE THIS CURRENT PROBLEM DIFFERS FROM THE HISTORICAL
PROBLEM IS THE REACH OF THE DRUG ABUSE ACROSS MULTIPLE
GENERATIONS. NOW WE ARE SEEING 28 TO 35 YEAR OLD GRANDMOTHERS WHO
ARE THEMSELVES SU"STANCE ABUSERS AND WHO CAN NOT READILY STEP IN
TO PROVIDE THE SOCIAL SUPPORT AS IN THE PAST. IN THE MOTHERS
THEMSELVES THERE IS INCREASING USE AND ABUSE OF DRUGS DURING THEIR
PREGNANCY AND RIGHT UP TO THE DELIVERY DATE IN SOME CASES. ON A
MONTHLY BASIS 20-30% OF DELIVERING MOTHERS VOLUNTARILY ADMIT TO
DRUG USE. THIS MEANS THAT ACTUAL USAGE 1S PROBABLY CLOSER TO 40 -
50% OF ALL THE DELIVERING MOTHERS. OF COURSE THE BABIES BORN TO
DRUG ABUSING MOTHERS ARE OFTEN FREMATURE, LOW BIRTH WEIGHT AND
SUFFER FROM DRUG WITHDRAWAL SYMPTOMS AT BIRTH. AS AN INDICATION
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OF THFE LOW HEALTH STATUS OF THE FRAGILE NEWBORNS, AT ONE TIME ONLY
3 BABIES OUT OF #» TOTAL OF 45 WERE HEALTHY ENOUGH T0 BE FED BY
THEIR MOTHERS AFTER BIRTH.

THERE IS A TYPE OF RECIDIVISM THAT WE SEE AMONG DRUG ABUSING
MOTHERS IN THAT WOMEN WHO HAVE DELIVERED ONE CHILD WILL AGAIN
BECOME PREGNANT AND DELIVER ANOTHER CHILD WITH THE SAME OUTCOME:
PREMATURE, LOW BIRTH WEIGHT AND HAVING DRUG WITHDRAWAL SYMPTOMS.
ONE OF THE MOST TRAGIC CASES THAT WE HAVE IS A 15 YEAR GLD DRUG
ABUSER WHO HAS DELIVERED AND ABANDONED A BARY IN QUR HOSPITAL., WE
HAVE LEARNED THAT SHE IS PREGNANT AGAIN: THE MOTHER [S HIV

POSITIVE.

IMPACT OF THE CURRFNT PROBLEM

IN THE FIVE MONTH STUDY WHICH [ PREVIOUSLY MENTIONED THERFK
WERE 27 BABIAS WHO WERE LONG-STAY BARIES WITH AN AVERAGE LENGTH OF
STAY OF 42.3 DAYS. NINETEEN OF THE 27 BABIES HAD DRUG ABUSING
MOTHERS. THE LONGEST STAY INFANT HAD REEN IN THE HOSPITAL FOR 245
DAYS AT A COST IN EXCESS OF $250,000. THE HOSPITAL RECFIVES $6100. PER
MEDICAID DISCHARGE FOR A PATIENT LIKE THIS REGARDLESS OF THE LENGTH
OF STAY OR SERVICES PERFORMED.

THE OVERCROWHING PROBLEM IS NOT JUST CONFINED TO ONE OR TWO
HOSPIPALS LOCALLY: THE WORST WE HAVE SEEN IT GET WAS WHEN WE WERE
UNARLE TO HDENTIFY AN EMPTY NICU BED BEPWEEN PHILADFLPHIA AND

PICHMOND, THE WORST THY OVERCROWDING PROBLEM HAS GOTTEN
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INTERNALLY WAS WHEN WE HAD A HIGH OF 55 BABIES IN A UNIT DESIGNED
FOR A MAXIMUM OF 35 BABIES.

WITH THESE TYPES OF CONDITIONS, THE IMPACT OF THE PROBLEM GOES
FAR BEYOND THE POOR WOMEN AND CHILDREN WHICH WE HAVE DISCUSSED.
BESIDES THE EXPFPCTED INCREASE IN MATERNAL MORTALITY DUE TO THE
. POOR HEKALTH STATUS OF THESE DELIVERING MOTHERS, WE ARE SEEING
ACCESS TO SERVICES BY NON-POOR WOMEN, MIDDLE CLASS WOMEN BEING
THREATENED BECAUSE OF THE LARGER NUMBERS OF POOR WOMEN REQUIRING
MORE HEALTH CARE RESOURCES. WE ARE ALSO SEEING AN IMPACT ON
MALPRACTICE COSTS AND THE RESULTANT DMENING EFFECT ON THE
PRACTICE OF CERTAIN MEDICAL SPECIALTIES LIKE OB/GYN.

A TELEPHONE SURVEY OF THE LOCAL DC HOSPITALS CONDUCTED LAST
WEEK INDICATED THAT THERE WERE, THEN, 41 ABANDONED BABIES IN
WASHINGTON, DC WITH 21 AT HOWARD UNIVERSITY HOSPITAL AND THE REST
DISTRIBUTED AMONG CHILDREN'S HOSPITAL NATIONAL MEDICAL CENTER,
DC GENERAL HOSPITAL, GEORGE WASHINGTON UNIVERSITY MEDICAL CENTER
AND GEORGETOWN UNIVERSITY HOSPITAL. ONE CAN READILY SEE BY THESE
FIGURES THAT THIS PROBLEM IS NOT CONFINED ONLY TO ONE TYPE OF
HOSPITAL (1. E., PUBLIC GENERAL HOSPITALS) IN THE HEALTH CARE SYSTEM.

RECOMMENDATIONS TO ADDRESS THE PROBLEM

PAST EFFORTS ON THE STATE LEVEL TO ADDRESS THESE PROBLEMS
HAVE NOT MET WITH GOOD SUCCESS. WHILE INDIVIDUAL EFFORTS SUCH AS
HALE HOUSL IN NEW YORK AND GRANDMA'S HOUSE HERE IN WASHINGTON ARE
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TO BE COMMENDED, THEY ARE LIMITED APPROACHES THAT CAN NOT FULLY
ADDRESS THE GROWING PROBLEM THAT HOSPITALS ARE NOW FACING UNLESS
THERE IS A COORDINATED EFFORT THAT IS FACILITATED BY THE FEDERAL
GOVERNMENT. DAILY WE ALL SEE IN THE PAPERS THE VIOLENT SIDE OF THE
DRUG EPIDEMIC IN OUR STREETS, BUT FEW OF US SEE THE TINY VICTIMS OF
THIS DRUG EPIDEMIC WHO DID NOT CHOSE TO BE A PART OF THE DRUG
CULTURE BUT ARE HELD PRISONER BY IT,

WE NEED TO DEVELOP ADDITIONAL MODEL PROGRAMS THAT ARE
RESPONSIVE TO THE NEEDS OF THESE SMALL BABIES ANL THAT CAN PROVIDE
THEM WITH THE APPROPRIATE CARE, AND LOVE, IN A PROPER SETTING.
BECAUSE THE NATURE OF SOLUTIONS IS LONGER TERM, MOST STATES HAVE
NOT MOVED AGGRESSIVELY TO ADDRESS THE PROBLEM, BUT THE NEEDS GROW
LARGER EACH DAY THERE IS DELAY. A PUBLIC/PRIVATE PARTNERSHIP IS
NEEDED TO EFFECTIVELY MEET THIS PROBLEM. THIS PARTNERSHIP WILL OF
NECESSITY INVOLVE BOTH THE FEDERAL AND STATE GOVERNMENTS AND THE
PRIVATE SECTOR.

I WOULD LIKE TO SUGGEST THE FOLLOWING ACTIVITIES THAT CAN
BEGIN TO ADDRESS THE CURRENT BOARDER BABY PROBLEM:

* STREAMLINE THE FOSTER CARE AND ADOPTION PROVISIONS THAT
ARF REQUIRED IN ORDER TO EXPEDITE THE PLACEMENT OF THESE
CHILDREN -- CURRENTLY IN THE WASHINGTON ARFA IT TAKES
TOO LONG (OFTEN SIX MONTHS OR MORE) TO MOVE THROUGH THE
FOSTER CARE OR ADOPTIOX;J PROCESS, AND DURING THIS TIME
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THE CHILD REMAINS IN AN ACUTE CARE SETTING EVEN THOUGH
THERE IS NO NEED FOR ACUTE HEALTH CARE.

bd PROVIDE FOR INTERMEDIATE, TEMPORARY HOMES THAT ARE NOT
CONNECTED WITH THE CORRECTIONS/JAIL SYSTEM -~ THESE
SMALL CHILDREN NEED TO BE IN A LESS EXPENSIVE, NON-ACUTE
SETTING WHERE THEY CAN BE NURTURED AND WHERE SOME TYPE
OF BONDING WITH PEOPLE CAN TAKE PLACE. FOR HEALTHY
PSYCHO-SOCIAL DEVELOPMENT.

s INCREASE THE VISIBILITY ON THIS ASPECT OF THE WAR ON
DRUGS SC THAT WE CAN MAKE A POSITIVE MARK ON THESE LIVES
-- WE HAVE SEEN THE FEDERAL GOVERNMENT MOVED TO ACT
AGAINST THE ENEMY: THOSE WHO WOULD BRING ILLEGAL DRUGS
INTO OUR COMMUNITIES AND PROFIT FROM ITS DISTRIBUTION.
WE ALSO MUST HAVE EFFORTS TO ASSIST THE CASUALTIES OF
THIS WAR ON DRUGS, AND CERTAINLY THESE LITTLE BABIES ARE
THE GREATEST CASUALTIES IN THIS DRUG WAR.

CONCLUSION

AS THIS ADMINISTRATION AND CONGRESS MAKE FURTHER PLANS TO
COMBAT THE DRUG EPIDEMIC IN OUR CITIES AND ADMINISTER JUSTICE TO
THOSE WHO SEEK TQ VICTIMIZE OTHERS IN DAILY DRUG WARS, LET US NOT
FORGET TO ALSO SHOW COMPASSION ON THESE SMALL BABIES WHO ARE THE
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VICTIMS THAT FALL BETWEEN THE CRACKS. AS A GOVERNMENT, SOME OF
YOU MIGHT SAY THAT WE CAN'T AFFORD TO DO ANY MORE, BUT AS A
SOCIETY I THINK WE CAN NOT AFFORD THE CONSEQUENCES OF DOING ANY
LESS THAN THESE RECOMMENDATIONS. THANK YOU FOR YOU ATTENTION.
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Chairman MiLLER. Ms. Gallen, you mentioned something and I
think Mr. Rice also mentioned an gﬁ)ect of this problem that we
found in the survey we did, supposedly something we’re not su
posed to find anymore in this country—and that is maternal death.
Could you just elaborate on what you see hapfpening in this regard?

Ms. GaLLEN. Yes. I've got some statistics for the United States
for 1986 which is the latest available which will let you know that

just me telling you a story will not come across to this Committee

in numbers until 1997, for you to really look at it.

But in 1986 the maternal mortality in this country was 7.2 per
every 100,000 deliveries in the country. For the black population of
course it was much higher, it was 18.8 per 100,000. For the white
population 4.9,

e've had a death in the first four months this year so far.
We've had a maternal mortality last year. This just didn’t happen,
we had a maternal mortality last year solely for drugs. We had an-
other for, you might want to say “a lifestyle that was negative.”
Haynes Rice, they had one this year and I think they had one last
year. So if you extrapolate this ocut and the District of Columbia
does 10,000 deliveries a year the maternal mortality rate alone for
this gear would end up being something like 30 or 35 per 100,000 in
the black population. I mean if you see this across the country so
that we're doubling a figure end going totally backwards, a 20 year
lea‘g. If you look at our old figures this was the story in 1950, 1940.

e were doing very well, not doing as well with infant mortality
but certainly maternal mortality. It’s beginning to turn around and
we're going back a great leap. Three mothers in this city alone out
of 10,000 deliveries is lj)t.'lst, it can’t happen.

Chairman Mnier. Dr. Chavkin.

Dr. Caavkiy. I just wanted to say that I think with maternal
mortality, we're not doing very well in this country and we haven't
gil allong. Whe’tre not going to meet the Surgeon General's 1990 goals

y a long shot.

Chairman MiLLER. | understand that but there was a notion that
we were at least heading in one direction which was the better,
maybe now plateaued to some extent. But now, the s ion here
is that by virtue of this >roblem we may very well be heading back
in time in terms «{ (hv impuct.

Dr. Cravian. Iin New York where we have a rate of 39 maternal
deaths per 100,000 live births every year and whero the black rate
is in the 80s we have just begun to see drug related maternal
deaths. They are by r.o means an overwhelming preponderance of
maternal deaths but they are appearing as a cause for the first

fClga‘i?rmanm_m.DoweknowintermsoftheBayAminCali-
ornia

Dr. Hawron. I know that in the Bay Area it's similarly high and
one of the things that we have 10 remember is the reason we have
maternal deaths have more to do with poverty and lack of prenatal
care; that the current drug scourge we are witnessing is affecting
thymmmmmmnywm-
butes this preblem, and thet we’re adding i to injury basically
because we have ot dealt with the problems of poverty in the first
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Chairman MILLER. You know I really find this to be clearly some
of the most distressing testimony this committee has received in its
six years of existence and I think it’s most distressing because we
see a problem that at best everybody has testified today we are
under counting in terms of the magnitude. Everybody seems to be
in relative agreement that it’s going to continue to grow and, as
Congressman Rangel knows, the difﬁcultfy' we have in addressing
supply and use, suggests that there’s really no cap on the problem
on drug-addicted babies or pregnant women. At the same time we
see that it has the potential I think, as Dr. Halfon pointed out,
simply to spill over into every other social service delivery system
that we have in place. Some of that may be addressed by better co-
ordination of those programs but I don’t believe that anybody in
the Congress is anticipating the kind of cost, Dr. Halfon, that you
laid out for the state of California where you’re now suggesting
that these babies may be costing between half a billion and a bil-
lion:? essentially new dollars just for this population. Is that cor-
rect

Dr. HaLroN. Well, and again these calculations that are provided
were based on conservative estimates.

Chairman MILLER. I understand that.

Dr. HavroN. The half billion to a billion dollars was based on 80
percent prematurity rate in the drug-exposed baby population in
California.

Now let me qualify that. In the worst case prematurity rates in
poor inner city populations are between 10 and 15 percent. What
this represents is a doubling or tripling of that prematurity rate
within the inner city population of the drug-expored group so that
it is somewhere between half billion and a billion additional dollars
in California alone just for prenatal hospital costs.

Chairman Mirier. I understand, you know, and what we're
seeing, at least what the committee is starting to receive from
areas around the country is on another dramatic increase and I
guess it's measured in terms of Medicaid data with respect to new-
borns, infants and pregnant women that suggest again this dramat-
ic escalation in costs. Now if my understanding is right from all
the hospitals that have visited me because of all the activities in
the Ways and Means Committee, somebocy is paying for this. We
may not be appropriating the money but private hospitals and
public hospitals--and the distinctions are starting .0 be blurred
here—-it's coming out of somebody’s pccket for the care of these
children. We sometimes use the word epidemic a little bit loosely in
the halls of Congress but when you start to see all of the various
populations that these children will be affecting and touching in
the next few years and the preliminary evidence .rom Los Angeles
in terms of the impact now on the school system, because they've
been tracking these children mayve longer than most other areas,
it's frightening in terms of just what their impact may very well be
on school districts as these children grow older.

Mr. Parness, I'm not sure yet, are you advocating, I'm not clear
from your testimony, are you just laying out for us the notion that
sanctions, various sanctions may be viable in this effort to stem the
flow of drug-addicted women and habies?
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Mr. ParNEss. I was asked to do an overview which I did provide.
I am symﬁthetic to more coercive measures. I do think, though,
that the chief responsibility for those measures lies with the state
rather than the federal governments. One activity the federal gov-
ernment could do to prompt states in a more protective way I think
would be—

Chairman MiLLER. I guess and you know and a lot of this is in
terms of the combined information recognizing the absolute com-
mitment that people have got to take some personal responsibility.
I just fail to see how sanctions and especially criminal sanctions do
anything but complicate this problem. I just don’t see given this
population—and I think there is some ambivalence about whether
we're dealing with illness or criminal activity, what have you—how
we change the outcome in terms of the kind of problem confronting

us.

Mr. Parness. Might I address that?

Chairman MiILLER. Sure.

Mr. PArNEss. It seems to me that the criminal laws that we
spoke of serve a number of different purposes. I think the least of
which is to punish or cthervise act against those ple who al-
realdrvy undertook socially undesirable conduct. I think more impor-
tantly the existence of the criminal laws serves to educate, serves
to deter future conduct, and serves as a statement of existing social
policy that has spillover effects in terms of the civil laws so that
the civil courts and the child custody determinations, civil courts in
terms of parental termination, determinations, look to the criminal
law as reflective of societal views and when it finds public policy
supportive of protection of potential human life I think the civil
courts are a little more willing to act. .

I think people are more generally educated about their responsi-
bilities. Part of the difficulty in the absence of criminal laws is the
kind of misunderstanding we saw just a few moments ago with the
statement made that fetal person is not recognized. That’s just not
true. Fetal person who is not recognized for purposes of the 14th
amendment, for pur of providing constitutional protection but
the fetus and even the preconceived unborn are recognized in a va-
riety of laws as having legal rights and people are recognized
across the board whether it's tort law or property law or criminal
law as havini responsibilities not to harm potential human life.

And I think part of the——

Chairman MiLLER. I appreciate that argument and recognize the
nature of that argument but if my goal is the reduction in the
number of drug-addicted babies and the number of drug-addicted
women and all of the results that come from that I am still at a
loss. If I buy your argument, I'm at a loss. Should society choose
sanctions as the notion as opposed to treatment? I don’t see where
sanctions end up providing for the goal which is the reduction in
the incidents of this behavior. I'm looking for the successful model
that leads me to that conclusion.

Mr. Parness. First of all it seems to me that I did not speak
against treatment.

Chairman MiLLER. No, no, no. I understand that.

Mr. FARNESS. Secondly, I think in terms of the value and protec-
tion of potential human life we're not just talking about drug ad-
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diction which arguably is an illness, but we’re talking about other
kinds of conduct that can be detrimental to potential human life
including conduct which generally is not viewed to be illegal, for
example, the consumption of alcoholic beverages. It seems to me
that when one takes a look at the societal interest in protecting po-
tential human life we have to think about protecting potential
human life not simply from conduct that involves drug abuse, alco-
hol abuse, but from a variety of other forms of conduct. That’s why
I included within my remarks conduct that not only is directed
toward trying to guide in some ways the activiiies of prospective
parents, but conduct involving the activities of those who have an
impact on potential human life but who may not themselves be
prosgective parents. I think you see that in preconception torts, I
think you see that in some of the criminal laws that are being
assed hy state legislatures that protect pregnant women and their
eveloping fetuses from assaults by uninvited strangers. I think
laws involving pregnant women are just one aspect of a more gen-
eral concern that seems to be developing within state laws to pro-
tect potential human life both in the civil and criminal context.

Chairman MiLLER. Yes.

Dr. HaLroN. Could I make a comment about that? I think that
we have to strike some kind of judicious balance between certain
kinds of sanctions but realizing the fact that a lot of the women
we're talking about are women that this society has failed already.
These are women, young girls, who are oftentimes, teenagers who
become pregnant, who have been the victims of physical, sexual
and emotional abuse. They are women who are using drugs be-
cause they're living in almost intolerable situations in which
there’s no way out and drugs become a very attractive coping
mechanism, although an unsuccessful coping mechanism.

If we impose more and more sanctions we're going to get fewer
and fewer of these women in the prenatal care. We're going to get
fewer and fewer of them that wilxl) come in for drug treatment. It
will serve more as a disincentive. What it does is shift the ball
toward making this a sterile legal problem rather than realizing
that this is illness, a very debilitating illness that has recidivism.
You may get off drugs for a while, you might go back. But you can
make steady constant progress. This is a complex illness that also
has associated cultural, psychological, and social factors and that
must also be addressed in a comprehensive way. By just passing
more sanctions I think we're going to do more harm than good.

Chairman MIiLLER. Let me say that I will try o recognize mem-
bers in the order in which they appeared in committee this morn-
ing and we'll start with Dr. Rowland.

r. HASTERT. You're not going to go back and ivrth?

Chairman MiLLeEr. We'll see, but I'm not going to let people who
come in the last five minutes go before people who have been sit-
ting here for 40 minutes. I've done it this way for six years and
most members think it’s the fairest way and I'm going to take
people in order and I try to also provide time for the minority
members of the committee.

Mr. Rowranp. Thank you, Mr. Chairman.

Chairman MiLLER. Or we can do it strictly and we’ll just recog-
nize the absolute order in which they appear which most members
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9tgain have endorsed in the committee. So however you want to do
i

Mr. HasTteERT. You have the gavel.

Mr. RowLAND. Thank you, Mr. Chairman. As many questions as
I'd like to ask our time is limited so let me make a comment first
about Dr. Halfon referred to, so many agencies that women have to
go to now. One of the proposals that has been made by the Nation-
al Commission to Prevent Infant Mortality in fact has been intro-
duced as legislation is to bring all of these agencies together so that
the pregnant women can go to one place and get all the informa-
tion she needs and does not have to have this engineering degree in
order to find out what agencies do provide care. I just want to
make that comment.

Insofar as saying whethier or not drug addiction is a medical ill-
ness or not becomes extremely difficult. I don’t think that we ought
to say drug, I think we ought to specify what we’re talking about
because there's a pharmacophysiological difference between, as
most everyone knows, alcohol, I believe there is some genetic prob-
lem that makes it an illness. I think people drink alcohol because
olt; a problem with their genetics and it is a iamilial tendency to do
that.

But I'm not sure that'’s true with drugs particularly of the alka-
loid and cocaine which is a different kind of drug altogether from
the other drugs we talk about because this is a central nervous
system stimulant and others is a central nervous system depres-
sant so I think when we talk about it we ought to talk about the
difference in these drugs.

And I want to bring up something that Congressman Rangel
mentioned a few minutes ago and he has very strong feelings about
the needle exchange program. I'm still trying to resolve this in my
mind about how ‘0 deal with this when one realizes that alkaloid
cocaine gets into the blood stream almost as quickly being smoked
as it does with L.V. needles and my particular interest in this is the
spread of AIDS because of the exchange of needles. I'm just won-
dering why do addicts use needles anmay when the alkaloid gets
into the blood stream just as quickly being smoked and I'd like to
have your thoughts on what do you think about the needle ex-
change program? I'm not trying to raise a controversial point but I
am just trying to get some idea. I'm trying to resolve this in my
own mind about how to really deal with this.

Dr. HaLroN, My understanding is that people who smoke crack
cocaine initially get a very powerful hit; a euphoric effect that lasts
for some period of time. However subsequent smoking of crack co-
caine never gives you quite the same jolt that you got the first time
and so what the people sometimes resort to is shooting cocaine and
the actual injection of cocaine will give you that same kind of rush.

Clearly, there’s a barrier in people’s minds between smoking
which is easy to do versus injecting yourself. For people who start
off smoking crack cocaine there is a tendency to evolve into shoot-
ing it in some cases.

Again, we don't know what the percentages are. Probably the
most startling or most concerning thing that has to do with that is
the fact that in a survey that was recently done, and I don’t have
the exact figures at San Fraucisco General Hospital that was re-
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ported in the Journal of the American Medical Association earlier
this year, found, that the H.LV. positivity rate was higher in those
who were injecting crack cocaine than in the heroin users.

That was very disturbing evidence, since crack cocaine which is a
smokable drug is also being injected and causing higher H.I.V. in
San Francisco rates than the heroin users.

In terms of a needle exchange program, I guess I don't, have
much to offer, it's not something that I have much expertise on.
My personal opinion is that anything we can do from a public
health standﬁomt to stem the spread of H.IV., I think that we
should do. The needle exchange program bears further study. It
should be tried to see if it does have some effect, because the
impact of H.I.V. infection is extraordinarily devastating, and we're
taking care of lots of kids right now that have H.I.V. infections
because they got it from their mothers.

Mr. RowLAND. Anﬁ'body else have a comment?

Dr. CHAVKIN. We again, I think that one really can onl{ talk
about needle exchange in the context of significant accessibi ity of
drug treatment. And that’s the only way in which it would make
any sense to me. If it was a ver}' temporary measure because in
that way you were going to enroll people on'a raass level in treat-
ment, but simply to give sterile needles when again I only know
New York City numbers very intimately we have more than 80,000
peﬁfle waiting for drug treatment slots.

8. GALLEN. I think in the Washington, D.C. area the most popu-
lar route is smoking it, but we will see and are seeing an increase
in H.I.V. positivity because of the amount of promiscuity that we're
getting with the usage. That's where we're getting this. The young
women that are using, because of crack, you only get 20 minutes or
whatever high out of it. They will go on all night long, you hear
them tell the story, really, it’s impossible to imagine. So they need
money, they need money quickly and they don't care. They don’t
gay attention to themselves. The need is so great to get that high

ack again that they will tell you they’ll have 6, 8, 10 partners, it’s
nothing, they’re driven. They're literally driven.

One of the other things that I wanted to say and we're talking
about the legality, what we see if I think if we could open our doors
for treatment we would have no problem at all. We have women
coming to us daily saying take me in. Please save me from myself.
And we have nothing we can offer them. And so it's not a matter
of prosecution. If you could just find a place, they're willing to
come there frightened out of their mind about what happened to
them as they're coming down off this high. They have no more
money or whatever and they become very frightened. And they
will come in. We have, daily, women coming and wanting help.

Mr. RowLAND. When we talk about drug abuse we often specify
the drug that we're talking about because the action is so different,
Rather than %slimt putting drug abuse, thank you, Mr. Chairman.

Chairman MiLLER. Mr. Weiss?

Mr. WEess. Thank you very much, Mr. Chairman. I'll also pick
up with Dr. Rowland’s concerns. As you know I chair the subcom-
mittee on Human Resources of Government Operations and back
in late February we held a hearing on so called pediatric AIDS and
it is quite clear that at this point half the babies born with AIDS,
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born with H.LV. are as a result of their mothers were either drug
addicts or sexual partner with another drug addict.

Now it seems to me that taking every other aspect of drug use
and the spread of AIDS out, just in that aspect of it I understand
how especially when F'ou count people whether it be in the hun-
dreds or in tha tens of thousands who are seeking to go into treat-
ment, but for whom the treatment facility and the treatment slot is
not there, how you can also tell them that we're not going to allow
you to use a needle during that interim period while you’re waiting
to get into treatn'ent because there’s something morally wrong
about that aspect of it, but you can go ahead and kill yourself or
impregnate your sexual ner and then have a baby born with
AIBS. It seems to me if we're passing moral judgment, that's a
greater moral concern to me.

And the problem, this is where the problem is currently. The
area of AIDS spread at this point is within dru%vuse community,
the I.V. drug use community across the country. We held hearings
in Detroi* on Monday of this week, 756 percent or more of the cases
that are being diagnosed are within the drug use community, in
the minority communities at that, and so it seems to me that we
really do have to look at this. We say there is nothing wrong with
allowing teaching people to bleach, use bleach to clean their nee-
dles. In Michigan you can buy needles in the drug stores, there’s no
law against it but 'here’s something wrong and I can’t make the
connection but there's something wrong with giving a new or a
fresh needle in exchange for the old one for someone who is trying
to get into treatment in the New York program.

It just doesn’t make any sense to me and again I don’t want to
create controversy. It seems to me we really ought to be able to
look at this from a tpublic health perspective rather than from a, I
heard one law enforcement person describe this thing as well
giving a drug addict a needle is the same as giving a voyeur binoc-
ulars. It seems to me that we ou%ht to be looking at this in the per-
spective not of law enforcement but public health and if that’s the
perspective then it seems to me we can find ways of sto;:f)ing
geople from killing themselves and infecting their partners and the

abies that are born.

Thank you, Mr. Chairman.

Chairman MiLLER. Mr. Hastert?

Mr. HasterT. Thank you, Mr. Chairman, I'd like to ask Mr. Par-
ness who aiave testimony here this morning and states that society
has to make a choice between therapy or sanctions. Not an and/or
statement, but just an or. It seems to me in your testimony that
maybe this is a lever; that m?be sanctions could be a lever that
says this is wrong. I mean, we do it on air&laanes, we say smoking is
wrong. We shouldn’t smoke. We use seat belts, we take all types of
efforts to clean up our environment because we say it's wrong. We
put in all types of sanctions and laws to educate people.

From your point of view doesn’t this educate?

Mr. PArNESS. I think it does. If I was convinced that the money
would be forthcoming tomorrow for all these treatment programs
and to set up educational programs, then I would be less concerned
about the lack of criminal laws and civil laws protective of the
unborn. But I just don’t see that happening in the near future and
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therefore I think it important that there are laws that make people
more accountable for their conduct. With all due respect I under-
stand that there are nertain peoﬁlx; who can’t be held accountable,
but there are others who can. I think it is not inappropriate for the
government to try to force in some ways better conduct.

Mr. HasterT. Let Wendy respond to that.

Dr. CHAVKIN. We're both ,iust going to be asserting our beliefs
about this point since I don't think either of us can document, I
have not seen evidence that suggests to me that this does indeed
successfuliy deter anybody. What I can tell you anecdotally, and
I'm not abfe to present it in a sort of formal presentation of ata, is
that many women have reported staying awag'eé‘rom the doctor,
staying away from prenatal care and lying ause they were
atraid of what was going to happen. And what they were afraid
was going to happen with losing their baby. In New York we do not
crimmally prosecute women in these circumstances.

So again in my previous job I used to direct a variety of pro-
grams that tried to get high risk pregnant women into prenatal
care and it was precisely through that experience that I learned
there were many women who were drug involved who were eager
for treatment and it just wasn’t there.

Mr. HASTERT. Mr. Rice, you stated that one of the problems in

our hospital is young women coming in, having babies and walk-
ing out the door. Obviously, there’s a moral, maybe not to anybody
else here, but to me there’s a moral problem. A moral problem in
what motherhood is about, a moral problem about responsibility. A
moral problem about responsibility, period. There is also a fiscal
problem. The chairman said that somebody has to pay for this. The
answer is everyhody pays for it. It comes out of everybody’s pocket.

it is a social problem.

Do you think if at Jeast somebody told these people this is wrong
to do this it would begin to, and that’s what law does basically.
What'’s your feeling on this issue?

Mr. Rice. My good friend and I sit together on the Mayor’s Com-
mittee on Infant Mortality and I believe this new drug crack is so
different that we're going to have to do both ways. We're going to
have to have certainly treatment centers for those that want treat-
ment, but right now if it puts one in a position they will walk out
and leave their baby they’re not about to seek treatment. They’re
not in the frame of mind yet to do that.

So I tend to agree with both there has to be both the carrot and
the stick because let me tell you a year ago we did not have this
problem. It was not a problem in the District of Columbia until
crack came on the scene. Heroin did not produce a generation of
grandmothers that were not able to take care of their mothers out-
side of some other metropolitan area. We did not have a problem.

The other point I'd like to make is that I do not believe that the
states yet understand the severity of the problem. I think it’s going
to take a federal initiative to get the word out because even in our
own City where we are compassionate there is not yet an under-
standing of the enormity of this particular part of the problem and
I believe you will find in many other cities as this crack moves
across this country that our states are not going to be prepared to
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deal with the problem of crack and especially as it relates to these
abandoned babies.

Mr. Hastert. We talk about prenatal care and these types of
things. We could have WIC programs, which is a great program
and that that type of prenatal care programs is the one we need to
have. But we can have them in infinity if people don’t want to
become part of this process; to me it's an enigma. How do we begin
to solve the groblem? We've got all kinds of social service issues
out there and programs available for people, but if we don’t take
the first step and say, “listen, this is wrong,” we shouldn’t do it.
When you do it, there’s some kind of distinction to try to move
people into these types of programs.

Let me ask you just one more question. We talked about babies,
children, some healthy, some not very healthy that take 50 or 60
days to be able to be put back on society. And there are a lot of
mothers that just walk away from those children. This committee,
under the leadership of the present chairman, has talked about
foster care and expediting foster care. Would those types of sanc-
tions help if there were some laws that said, “listen, we need to
free these kids up so we can get them out of the institutions and
into caring families when they’re abandoned like this”?

Mr. Rice. Currently there are not enough foster care homes to
take care of the problem. And I feel that there has to be an inter-
mediate step taken before a foster home is considered, that this
child, that the Grandma’s House and other kinds of homes that
may not be looked u by social services as the most appropriate
place for theee children. We have to rethink and go back and
maybe have a new understanding that we're going to be months
and years in terms of placement of these children because they're
not the most wantable product. And that I come down on another
side and say there has to be an intermediate step prior to place-
ment in foster or adoptive care, that is less expensive and more
home like than a hogpital and that that can be done and it should
be done and it's not to say that I'm for returning to the group
homes we had years ago but unless we hurry up and develop more
foster hones that will be the most cost effective way to attack the
problem in a more humane way.

Mr. Hasterr. Or, possibly expediting terminating parental rights
in gome cases. Are there adoptive homes for these kids?

Mr. Ricx. We were able to get one article in the paper and I did
receive a call in reference to adoption. I think we’ve had good expe-
rience in D.C. General where the nurses themselves want to and
have children so that maybe she will speak to that. There
are that want them but it takes so long to get through the

ubouévho’npayincforﬂminmd ing. Just to give you some
we are 80 unprepared. are not nrepared to take
care of the meeds for different kinds of equipment. We've had
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t{:emselves. Our laundry is not set up for taking care of small
things.

Some of the nurses have been able to take some of the babies
home but generally speaking the vime that it takes as Haynes was
seying goes on for long, long periods of time and while you're wait-
ing for that you've got another six or eight babies that have been
born backing into the system because it's growing while you’re
looking at it. It really is.

Mr. HastErT. I appreciate your concern. I certainly appreciate
the testimony of the whole family. I think it just underscores, there
are two lines of victims. Some of these victims may be born, and
some may not be born but we need to look at their care. We need
to institute, if we have to institute laws to make sure that their
rights and their life is protected and we don’t do that. Thank you,
Mr. Chairman.

Chairman MiLLER. Mr. Rangel.

Mr. RaNGeL. Thank you, Mr. Chairman. Since we're talking
about trying to control the spread of the AIDS virus and drug
treatment, I think it's appropriate that we discuss needles, but not
Just sterile needles. I think you have to talk about reedles as being
ﬁrt of a program. When you f'u'lglf)o.’litical leaders and mayors not

ving any program, not even wi ing to ask for any money for a
rehabilitation program but are able to find monies for clean nee-
dles I think that is absolutely wrong.

But when the excuse for having the needles is to induce people to
come forward for treatment it even gets worse if you know that
you don’t have the slots for the treatment.

Where we need help from the doctors is the second argument
that in my city has given for this program needle program. One is
to induce people to come forward to ask for treatment that doesn’t
exist. The second is so that ihey can test whether or not sterile
needles reduced the incidents of the AIDS virus.

Now I'm asking the doctors, first of all, if you're going to have a
test,isitneoeasarytokeepagmupofpeop on dirty needles? If
ggg really are inducing people to come in for treatment and every-

y got treatment would that not destroy the control oup in
order to test whether or not it makes any difference at all? Don’t
you really have to make an effort to keep those people, at least
some people, on dirty needles?

Dr. HaLroN. I think that the studies could be done because there
are enough people that could serve as a control p if you were,
have needle exchange programs just for researc purposes. I feel
like I don’t want to make other suggestions about research and epi-
demiologic consideration since, I am a physician and my expertise
is really in pediatrics——

Mr. L. I don'’t think you need to be an expert to find out. If
you've a group that you’re continuously giving clean needles to,
.ndlmnvﬁngmquaﬁtyoontmlofﬁnheminbh&t’s
ﬂnmbmkavhumm,chnmdhsmddhtym,bnt

you determrine whether the clean needies are effective?
Whtdomb,goﬂtiathomutmdchoekthoAmSﬁmwiﬂ\
those that are not in the ?

Dr. HaLron. I don't feel qualified to answer thet.
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Mr. RanceL. All right. Has anyone ever seen any treatment pro-
gram for any mother that they may have thought really works and
they would like to suggest that to others, where is that program?

Dr. CHAVKIN. I've seen several.

Mr. RANGEL. Can you give us just the names of where they are?

Dr. CHavkiN. I'll give you a few in the City of New York. One is
the P.AM. Program. Program for Pregnant Addicts and Addicted
Mothers which is located at the Metropolitan Hospital although it's
run by New York Medical College. It's been going for a long time.
They 1;.:arov.'ide comprehensive services all under one roof so people
don’t have to chase around the town.

Mr. RaNGEL. And there’s a follow through on how long the
person stays on?

Dr. CHAVKIN. Not only that, if people want to stay involved with
the program and get all the help with parenting, child stimulation,
early child development, as well as the very critical pieces of job
training and educational opportunities for the woman, they’ve got
people who've stayed with them for 8 years.

I think that——

Mr. RANGEL. Stayed with whom for 8 years?

Dr. CHAVEKIN. Stayed with the program. In other words, stayed
involved with the program, kegt coming back.

Mr. RanceL. Did they get jobs during those 8 years?

Dr. CHAVKIN. They got jobs.

Mr. RANGEL. Did they come back as volunteers?

Dr. CHAVKIN. It's not a miracle cure. I mean one of the things
that we have to address is what kinds of jobs are available for
people who are undereducated or have been poorly educated so the
program does not claim to resolve sll of society’s ills but they get
people jobs at McDonald’s. They're now very excited about offering
some kind of computer operator training because that offers a little
more.

Mr. RaNGEL. I will invite the Chairman and members of the com-
mittee to join with the Select Narcotic Committee on Abuse. We
are now in the process of evaluating the modalities and 1 agree
with you that just making, reducing one’s habit or eliminating it, if
that person is in the same condition they were before they started
using drugs, that you do find a tendency to go back on drugs. So we
will kiinvitae you to join with us again to sce how these programs are
working.

And% hope you will continue to work with our staff to give us
the %gog'rams and all of you, really, that have had programs that
you believe have been successful because I do know of pgrograms
that are ripoffs especially by the medical profession.

Chairman MiLLEr. Methadone programs specifically? Congress-
man Martinez.

Mr. MArTINEzZ. Thank you, Mr. Chairman. It seems to me that
there’s two very immediate problems. The first is doing something
with the babies that have been abandoned and providing services
for them that are less costly than what the hospitals are currently
contributing.

And the second problem is that you know what to do about en-
couraging and helping mothers who are addicted and you are able
to provide the biggest help in trying to get them to kick their
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habits, but as Mr. Rangel has just said thouﬁh, that’s only part of
the problem. The real problem is trying to eliminate the situation
that got them there in the first place. Constantl,y through these
hearings, as that theme is discussed, I hear “there’s not enough re-
sources, there's not enough, there’s not enough.”

Somewhere along the line we're going to have to decide in this
country whether you want to build more MX missiles that are
going to sit in the ground or provide more for progams that are
making us a healthy country, internall healthy. You know, we
spend a great deal of money in places likes Central America hel
ing people kill each other, rather than taking care of the Yeop e
hel:e at home who have situations that are making them kill each
other.

I think we have to determine a priority. What’s more important
than the problems we have here at home? Are we going to solve
everybodﬁ'aelse’s problems and let our problems go unattended.
That'’s what it seems like in the 7 years I've been here in Congress
is happening.

But I'm more immediately concerned right now about the prob-
lem of the abandoned children. In California, in fact, in my district
in the city of E1 Monte, there is a facility we call McLaren Hall
where they do take in the little infants. I've vigited there, and in
lieu of a better situation where the child is in the home with his
natural parents and developing that bond, there is a certain
amount of bonding going on with the volunteers that work there.
These volunteers are consistent, urlike so mang volunteer groups
where volunteers give the time if they can and if they don’t feel
like working they don’t give the time. People that are involved in
this program are really dedicated to it, grobably because they see
these young children, and are rewarded y that great feeling they
get from seeing these children go from a very desperate destitute
attitude and feeling to a more happy, hopeful one.

And I'm wondering why, while we have so many models like this
throughout the country, McLaren Hall isn’t an 1solated one, why
we’re not doing more in trying to get the federal government to
provide monies to establish these kinds of establishments wherever
there is an abundance of problems such as these?

Dr. Havron. I'd like to differ with Conéressman Martinez a little
bit. McLaren Hall is the L.A. County Children’s Shelter and it's
the place where kids are being placed basically because they don’t
have foster homes for them to go into. Every child development
expert in the country all, would state that a group shelter is a
second best solution to getting these babies into good foster homes.

In the state of California right now, the number of kids coming
into foster care is 2.5 times the rate of the increase in foster homes
so that we're putting five and six babies into one home. And what'’s
happening is that the foster mothers can’t take care of them. If you

ut them into something like McLaren Hall where you might have

undreds of babies, you cannot possibly replicate the kinds of nur-
turing and developmental processes that you need to have to have
normal development. What we were actually doing is taking these
babies who suffer intrauterine assault and then because of our lack
of public programs and because of our lack of initiative in the child
welfare gystem condemning them to institutional care in a place
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like McLaren Hall which is trying the best possible care and into a
foster care system in that does not have enough foster parents,
training and support services.

If you can imagine what it’s like to take care of a baby getting
up all hours of the night and screaming. It’s very difficult to care
for them. With five babies like this at home, if you think that one
foster mother can do that and consistently and give them the kind
of love and nurturance they need, it’s a tall order even for the
most saintly.

Mr. MARTINEZ. In the first place I said in lieu of that situation
you described. In the second place McLaren Hall is an interim
place until they can find foster care or for places that might get
them into a better situation. You speak about having five children
in a foster care situation. You described crying all night. I have
fgve children. I am the father of five, grandfather of 11 so I

ave——

Dr. HaLFON. But they weren'’t all under 2 at the time.

Mr. MARTINEZ. You're right. But they were pretty close. I had
five children in the first five years I was married. But the point is,
and I was trying to get Mr. Rice to respond to this, that those cen-
ters are, I think a valuable intermecdiate place as an alternative to
the high costs of hospital cure that is the point I was trying to
make. We don’t do this because here again we say there’s not
enough foster homes and these children have to be some place
more economical, and cared for in a more economical way than
they are in a hospital. I invite you to visit McLaren Hall because
I've been out there several times. In fact, the principal, the one
time principal who has since retired was a very, very close and
dear friend of mine, George Eagate. The people that come in, and
there are people that spend all night there, although they are vol-
unteers, give as much love as possible under these circumstances.
More than I have witnessed myself in much better situations.
When these children are supported in a hospital they should be
able to go from the very most desperate kind of a situation to some-
thing intermediate to something which is hopefully ideal.

There’s got to be a transition, one, from the cost standpoint, two,
from the standpoint that economics mandate it.

Mr. Rice. I could not agree with you more. You were just restat-
ing what I tried to say. My real point is that communities in this
country closed up those homes. We went through an era when we
said this was not an appropriate place for children that we should
move toward single and I suggested to you now that we must revis-
it that. There has to be more of these intermediate type places
until we can either create more foster homes or more adopticns
and I do not believe the local governments at this time are yet as
concerned or aware of this growing problem and my whole point is
to illustrate exactly what you described as being something a lot
better than being in intensive care, hospital nursery or anything as
institutional as a hospital. It’s not the appropriate place for it.

Mr. MARTINEZ. | agree with you that tne idea is——

Chairman MiILLER. Better agree quickly.

Mr. MarTiNEz. Okay, the mentality that exists that we have to
have the best or nothing is not really a realistic one.
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One last thing. You mentioned the carrot and stick. I believe the
only problem with that mentality of the stick and punishment as
the way to get people in line is that in certain situations it is not
the best way, and it will never work. It’s just like raisinﬁ your chil-
dren. You can’t beat the devil out of them every time they did the
least little thing wrong. Sometimes you have to understand the 're
growing up and that there’s a time and a place for certain kinds of
punishment. You have to be judicious if you'’re S:Jing to get the best
results. I think that we have had programs in the past such as this
with alcoholics.

There was a time when we used to mandate, after these ple
were picked up the third or fourth time for alcoholism, that they
either go to jail or go to a farm to jet cured. Somehow the courts
found that that was unconstitutional, we can’t do that any more. I
think that’s wrong, and I don’t know how it came to be unconstitu-
tional, but in many cases that is the kind of answer we need. When
you find somebody doing wrong you say, “look here’s the punish-
ment, you are convi of a crime, now we will give you the
chance to rehabilitate yourself or do the time.”

I think most people will take the rehabilitation, and if they do
and we're not successful in every case, well that’s the tragedy of
the situation. But I think more times than not we are successful.

hairman MiLLER. Mr. Smith.

Mr. SmrtH. Thank you, Mr. Chairman. I apologize for being late.
I just, I'm not so sure I have a q}n:estion as just a comment. I'm re-
minded of those old days, though, that a member from California
was just remembering. In Vermont, anyway, in the old days one of
the things we did with people we convicted of crimes was to take
them to the edge of town and to tell them to get lost. It worked
vexxv well as long as there was two thirds of the country that was
un eveloped; However, it declined in gopularity both on the send-
in% and receiving ends within the last 80 to 50 years.

don’t know what that means. I hope we have agreed that we
could and must balance concepts of treatment, concepts of penalty
and I think the initial statements we got to find, we got to strike
the right balance and I think you said that so let’s aﬁree to that.

And that we need more treatment facilities and I keep looking
at, I don’t know what the situation is like, 1 think Vermont, I think
rural areas are somewhat different in many regards but we have
empty beds in our hospitals. We have space, we have facilities, we
have underutilized facilities simply becausa the function that the
institution, the role that it plays in society is chauging because the
society around it is changing so the traditional care giving 20 years
ago isn’t traditional and care giving today is that we’ve got capac-
ity and it isn’t being used.

Chairman MiLLer. Maybe there’s some potential thit we can
revert to in Vermont.

Mr. SmrtH. And Ill run it. I really, along with treatment and

nalties I dguess the thing I want to add, Mr. Chairman, to this is

ving read and listened to even in a limited sense I fvel that I'm
listening about a report, listening to a report from Danie’s Hell, I
mean I really, I don’t think there's any way for those of us who
through reasons of privilege or circumstance or geography or pro-
fession haven’t walked in those shoes that we can conceive of what,

2
150,




146

I keep trying to push my conception out to a point where it encom-
passes the enormity of what you're describing and I'm not, I
haven’t gotten there yet.

I think we, when you look at the role that firearms play quite
frankly in urban areas, when you look at, to me we're describing
something that is entropy, extreme entropy, I don’t know if you
can have extreme entropy, but I didn’t know what that word
meant a few months ago. So I went and looked it up because some-
one else used it. It means nothing is happening. It means there is
no basis in the organism for improvement because there is no base
to it. There’s nothing to build on.

And you look at the situation in schools and in other social orga-
nizations, you look at the collapse of local economies within urban
areas. There are not any local economies and we always think of
cities, great big ones like New York as having an economy or the
District. It’s not. It’s a collection of diverse, or used to be, of diverse
local economies in that area. We're losing them and so what we
geed to figure out somehow is to add the fundamental ingredient of

ope.

In other words, if people do not have hope when we've got the
penalty treatment mixed right and we’re using our facilities, some-
how we've got to figure out how to crank back and the only thing
that makes this country work right which is people who sense an
opportunity in their future, personally, and then they will have a
much better likelihood of taking care of themselves and taking
care of their children and doing all the things that we want them
to do, whether it's Rice or Martinez or anyone.

I'm trying to conceive of it as a war that’s an old, I don’t mean it
the way we used to talk about it but if we took all these different
problems and we divided people into two teams and we realized
that we're killing more people here than weie dying in Afghani-
stan or onn the West Bank o: in Northern Ireland or wherever it is,
there’s something that is the equivalent of a collapse and if we
could describe it as a conflict and then we could assign values and
ways that this society understands. I just don’t think anybody re-
gardless of party or geographical region would accept it.

Chairman MiLLER. Thank you. Mrs. Boggs.

Mrs. ’oces. Thank you, Mr. Chairman, and thank all of you on
the panel for your remarkable testimony. And for all of the years
of experience that are represented in your presence.

[ was very interested in the fact that you, Ms. Gallen, have seen
80 many changes. I suppose I went into the volunteer movement
and working with children and families and child services about
the time that you went into nursing and I know the remarkable
changes that you've seen and the remarkable ways in which you
met those challenges.

But as you pointed out in your testimony that vou said through-
out ihe entire nation there's a growing concern about chemical
substance abuse and its attendant ills including increased violence,
crime, child sbuse and maternal mortality, sickness and deatn. I
think that’s why we find a variety of views expressed here and all
over the country and how we address all of these problems in a
comprehensive mannecr.
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And that perhaps as has been suggested and his great overview
of laws and of reactions of judges and legal entities that Mr. Par-
ness has given us, that sometimes fou have to measure out consti-
tutional values with some preventive situations that can cure an
overall ill that affects the entire community.

I was mostly pleased because all of you emphasized that we i..ve
to give more importance to the ever growing difficulties that we
find and in this war that we're going to be conducting that we have
as you suggeswd, Dr. Rice, the increased visibiliti on the ltpart of
babies and the other innocent victims of the war use if we do
that then perhaps we will emphasize all of the other programs that
all the rest of you are suggesting and to have each of you come to
the conclusion that we have to have a comprehensive manner deal-
ing with all of these problems is real; a very gratifying conclusion
for all of us on this committee, appiing with these problems now
for a long time and being helped by testiuony from the presence of
your experience and great knowlezge. And for your care and your
concern.

As we talked about comprehensive projgrams and relief of com-
prehensive approach we talked about a great many thin%‘s. We
talked about the increased incidents of Sudden Infant Death Syn-
drome, about the increased incidents of raaternal mortality, about
the increased incidents of learning disabilities in the older child
and it began to occur to me that what we needed to do was to
reach out to all of those organizations that work at these various
regards and to include them in the comprehensive approach.

was very, very pleased that Dr. Chavkin that you pointed out
the o%rogram of the Odyssey House day care center because I was
on Odyssey’s board in New Orleans for many years and I was very
supportive of the program but day care is a problem that all of us
now are concerned with in every regard, for every kind of parent
in the United States and the making available day care possibili-
ties is really essential to so many problems of the easing of so
many problems in our society.

I guess what I'm trying to say is can you see, all of you and each
of you, opﬁortunity to use the increase and visif)ility of the children
who are the victims of this war in which we are engaged of bring-
ing all of the different groups, the different associations, the differ-
ent medical treatments, the different judicial and legal approaches,
the groups that are concerned abcut Sudden Infant Death Syn-
drome, it’s a big and active group. And each of the other kinds of
difficulties that are addressed by organized groups, brirging these
together to help you and us and the country in this fight? Si:ce
you stressed preventive means, would you——

Dr. CHAVKIN, Certainly. I think that what we do need if we're
going to l;;roceed in that direction, however, is some coordination so
that we have some kind of rational planning for different localities
and we don’t stumble over each other but rather reaily comple-
ment one another in these efforts.

One of the things that I'm concerned about when I hear people
talk ab.ut sanctions is the fact tha. I feel that the women in these
circumstances are truly between a rock and a hard place. I mean if
You’ve got no treatment program that will accept you, no place to

eave your child when you finally find a treatment program that
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will take you in, no home, you know, and then for somebody to sug-
gest that indeed what you deserve in the circumstances is punish-
ment, it feels as I said like a rock and a hard place, very hard to
imagine somebody maneuvering positively forward.

Mrs. Boaas. Unless you have some sort of restraints and con-
straints think how lucky the little 13 year old was who was picked
up becacse she was transporting drugs and fortunately for her she
was picked up because she will have an opportunity to come to a
hospital to deliver a baby. But there has to be some kind of re-
straints, some kind of legal restraints.

Dr. Cuavkin. I would distinguish between the sale or entrepre-
neurial end of drugs and the user. It seems to me those are differ-
ent experiences. o that 18 year old was another example of, I
have a little bit of trouble when we all talk about the babies as the
only innocent victims. I mean of course they're innocent victims
but I think so is that 13 year old. She’s 18, she’s had two kids and
she’s H.I.V. positive. I mean some of those babies who we're very
worried about today are going to be here very soon.

Mr. Parness. May I say something about sanctions? The assump-
tion seems to be that if there is a criminal law prohibiting certain
kinds of conduct, there’s automatically going to be prosecution.

I just think the evidence doesn’t suggest that. There has been a
provision in the California penal code for years that has permitted,
on prosecutorial discretion, the prosecution of either a prospective
father or prospective mother who willfully fails to provide care to
an unborn child. That provision is very seldom used.

On the other hand that provision is looked to as providing guide-
posts for people who conduct themselves in the state, for suggesting
to people what the state views as being important. I think the law
promotes certain kinds of positive social conduct. So I think when
we talk about punishment we don’t necessarily talk about criminal
laws that are fully enforced. In fact, we have evidence suggesting
that they're very rarely enforced but they have a positive influ-
ence, and I think for that reason their growth ought to be seriously
considered.

Mrs. Bocas. Ms. Gallen, you have experience in Africa. What
sort of advice from that experience could you give those of us in
the United States?

Ms. GALLEN. I guess almost none at all. The family is so intact
over there that, I worked in North Africa and West Africa both
with Peace Corps and it's a whole different story. Also this was 25
years ago and our families also were different 25 years ago.

It's just a very, very intact situation. Whole families raised a
child together in the compound. [t's a beautiful, beautiful situation.
We could certainly learn from what they have but our problems
are altogether ditferent.

I just fail constantly to think in terms of thinking about prosecu-
tion or any kind of that type of approach to the problem. This
crack most especially is a thoroughly medical problem and when
you can take anything at all and say 90 percent of the people who
start out with it are going to become addicted to it and that their
addiction will become so profound that in months you can watch
these people go down then this is altogether different.
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These women who I talk with in jail they too are very interesting
in how they describe their addiction. It is different. It’s very differ-
ent and we have got to help people and the women are not against
help, there’s just no place to help them, that's the problem. It’s
going to take a lot o moneK to really help them, to really keep
them, they come to us. We had a woman two weeks ago who we
finally were able to admit because we could find a medical reason,
this was on a Friday afternoon. The woman before our eyes was
beginning to go into withdrawal, She was admitted and the next
Monday, interestingly enough, she had not left the hospital but the
word had gone out more than likely because Monday afternoon we
had three women who wanted us to admit them. So women are
begging for help. They don’t hate their babies, they want them
alive and well and happy but they can’t help themselves, it's so
profound that they just can’t do anything. To say that’s a weak-
ness, who's perfect?

Maybe the first time you shouldn’t have taken it but most pe&];le
are so young, I don’t know how you hold a 18 or 14 year old totally
responsible.

airman MILLER. Mr. Sarpalius.

Mr. SarpaLtus. Thank you, Mr. Chairman. I apologize for being
late. Unfortunately, I have two committees going on at the same
time. But I'm curious if any of you have any raw statistics as to
what ntage of mothers that come to you that seek help are
turned away because of lack of treatment facilities?

Dr. CHAVKIN. | presented some New York City data before which
is that in New York City 54 percent of drug treatment programs
categorically refuse to treat pregnant women and those proportions

gt igher when ot:)l add more detail. In other &v;m what was it
rcent re treat pregnant women on icaid.

&airman Mriew. 87 percent.

Dr. CHAVEKIN. 87 percent of pregnant women on Medicaid who
were crack involved.

Mr. SarpaLiug. Eighty-seven percen. of——

Dr. Cuaviin, Rafuaec{to treat pregnant women on Medicaid with
crack problems.

Mr:? SarPALIUS. So you're saying they were basicaily turned
away

Dr. CuavriN. Definitely turned away.

Mr. SarraLius. And I've read some of the statements and do you
have some wish lists of what you would like to see Congress do.
You talk about rehabilitation, treatment or social workers, differ-
ent things like that? In your opinion, Doctor, what would you put
at the top of the list?

Dr. Caavxin. Treatment.

Dr. HaLroN. It has to be treatment that's different from the
treatment thet we've sen doing in the past. We have treatment
models that sre based on men who have hercin problems, that’s
what our trestmment medels are besed on and it's different than
%ith wosnen with crack .

Dr. VKIN. And women wi .

Dr. HALron. And women with We have to have a whole
mmy’i:a."emdtoeomupwithapdicyﬂutddm
the long-range implications and the fact that these drug-exposed
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babies are going to be the crack mothers 13 years down the line
unless we have treatment that’s comprehensive and not just throw-
ing money into the same old treatment programs. We are going to
be in big trouble, and I think preventing these long-term effects is
the real task at hand.

Mr. SARPALIUS. Mr. Chairman, I could ask a lot of questions but I
know we’re pressed for time and I appreciate that.

Chruirman MiLLER. I don’t want to cut the members off from

uestions. Let me just say this, that I guess what bothers me is
that I very often see policy makers reeching for sanctions out of
frustration. We really cannot sit here today knowing what we’re
going to do over the next few weeks with respect to the federal

udget and agreements and decisions that have been made between
the Administration and the Congress and say that, if we wanted to,
we're willinf to take care of this problem, because we're not. So
what we will do is try to suggest that we can take care of this prob-
lem by sanction.

The interesting thing I note is this: Almost all of the activity
that’s been described here is already against the law. The use of
drugs is against the law, the abandonment of a child is against the
law in terms of abuse and neglect, if you walk out of the hospital
you’re abandoninieyour child. Almost all of these. Now there’s the
area that is now being brought intc conflict for a whole lot of rea-
sons, some drug related and some not, regrading actions against
the fetus. But essentially you have adult populations. Prostitution
is against the law, in some states use of needles is against the law,
all of these activities are already against the law. Sleeping in the
streets is against the law. There's no indication that any of these
laws have stemmed the flow of eligible individuals for the problem
we’re now talking about.

And you're quite correct, you homcthat you would have made
the first decision not to take crack because what people have told
Mr. Rangel’s committee and this committee is that the first deci-
sion to use crack can be a death defying act right there. That first
choice, it's different from marijuana, a little different than other
drugs, that using it once alone may end up in addiction. But they
didn’t, they didn’t make that choice. Now we can do as we're doing
now and we can simply imﬁose long-term punishment either by ne-
glect or by intention on those individuals. But again I don’t see
where that helps. We've already tried that. We say, well we want
to balance the sanctions and treatment. However, we don’t have
any treatment and the list of people who are getting turned away
is in the hundreds of thousands, maybe in the millions, when you
combine these systems of affected people. And the people who are
getting treated are in the tens of thousands, maybe, and most of
that treatment is a single shot and most of that treatment is not
comprehensive or long term in any fashion.

So the notion now is that society is going to make a determina-
tion that we're going to make you a more intensified criminal. It's
like when we get into the drug debate, we decide that to kill a nar-
cotics officer requires the death penaltﬁ. Why not killin‘f anybody,
first degree murder? Why do we now change this around? Only be-
cause we're trying to pretend to the Nation that we're going to do
something about the problem.
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And finally let me jlu;xst say what this committee has learned and
I think the ventures that Mr. Rangel is about to embark on narcot-
ics are so important because we in fact do see, as George Bush sai
a thousand points of light. We can travel around the country an
show you in almost every state, every setting, a program that dem-
onstrates that it works, that reduces the level of participation in
one of these antisocial behaviors, but we're always talking about
service to 10 people, service to 20 people in a city of 10 million.
They service 100 people and that’s true whether they’re the chil-
dren, the babies, the mothers, the fathers, what have you. And so
the notion that somehow we've tried this and failed doesn’t wash.
All of the evidence suggests that we haven't tried it and failed be-
cause for 10 years no treatment program has been expanded. No
treatment program that I know of in the nation has been able to
meet its case Ioad. None. Nada. That'’s the program we can't find.
Except maybe in Vermont.

But other than that we can’t find the successful programs that
say, “gee I have a vacancy, send me somebody.” They all say they
have waiting lists, and as gointed out in a recent article on this
question of sanctions, Ann O’Reilly who is the San Francisco Direc.
tor of Family and Children Services says she’d feel different about
sanctions if mothers were walking away from treatment. She says
they’re not. Theg’re walking away from waiting lists.

And the sad history of this committee is that one of the things
we've documented is that every successful mode of treatment has &
waiting list that goes into a minimum of months and now we’re
asking a person who's addicted to remember their appointment.
Most people have problems with their anniversaries and their
birthdays and their spouse’s birthdays and the children’s birthdays.
We want a crack-addicted teenager to remember four months from
now they have an appointment. That’s treatment? I don’t think so.

We're going to have to confront the notion, Mr. Rangel is sitting
here reading about how we’re spending $61 million a day on incar-
ceration. My state is building four new prisons. My county is build-
ing a brand new ?rison. We just had a brand new prison. We can’t
cut the ribbons fast enough. And I think what that suggests is
we're losing. But we've tried essentially a decade of this mode
which is intense sanctions on almost all behavior and yet there’s
no indication that we’re changing the behavior.

Mr. PARNESS. May I respond to that?

Chairman MiLLER. Sure.

Mr. ParNEss. I think you've assumed that there are laws out
g‘xere that exist that protect potential human life. They’re just not

ere.

Chairman MiLLer. No. I said with the exception of that notion.
But before you get to that notion the person has already made the
decision to violate a whole series of laws that impact their poten-
tial life, like tho loss of their freedom, maybe the loss of their life
and now we’re suggesting that just one more level of sanctions will
free this nation from this scourge.

Mr. ParNEss. First of all, let’s make sure we understand what
sanctions are. Sanctions may be the punishment involved in a
criminal prosecution which looks back in time. That’s one form of
sanctions. I agree, that’s not a very worthwhile undertaking if
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that’s the whole thrust of the sanctions against pregnant substance
abusers. But there are other forms of sanctions that involve coer-
cive conduct, for example intervention by the state prior to birth to
try to prevent disabilities at birth. There’s a dearth of state laws
that allow state agencies to intervene in those settings. I think
that’'s a shame. I think as well when the Vaughn case out of D.C,,
when the judge took into consideration in issuing an order regard-
ing terms of probation the fact that the woman was pregnant and
the fact that if he treated that woman as he would treat a woman
who was not pregnant there would be severe and long-term damage
to some future born child, I think it was not as illegitimate as was
suggested earlier for the court to take that into account, as it is not
illegitimate for the court to take into account in terms of probation
the pussibility that if a particular individual is not incarcerated for
some time, he or she is going to go out and blow somebody’s head
off. It seems to me to be not very different.

The fact that we don’t recognize the legitimacy of those kiuds of
undertakings, however controversial they might be——

Chairman MiLLer. Listen, I understand what you're saying. I'm
suggesting that that is fantasy. Because the woman that you're
seeking may not make contact with this system until she shows up
in the emergency room for delivery so that fetus has been addicted
for 9 months. Or six months. And after you decide you can catch
her in the first trimester—first of all halleluia because it will prob-
ably be a better chance of getting prenatal care than any chance
she has in the system—you’re going to put her in a jail, you can’t
keep the jails drug free.

So we're talking about the notion that we’re going to take this
woman away to society’s breast and we're going to harbor her in a
fashion that will change the outcome of the pregnancy in her life.
'_I;hat program does not exist in America today if you wanted to use
it now.

That'’s the distinction I'm trying to make. It's not an argument
whether or not these things should be a%ainst the law. They should
be against the law. These are antisocial behavicrs that have wide
ramifications for the individual and for others and in the case
we're talking about today for someone who has no say in that be-
havior. But if the last act is that you show up at the hospital door
and you go to prison I suspect another decision with be made. One
of the things that has amazed me in this committee is I learn new
terms. We've had “sandwich generation,” we've had ‘“homeless
children,” we've had “intact families.” Now we’ve got ‘‘toilet bowl
babies” again which suggests that women will make the other deci-
sion because if going to D.C. Hospital means you're going to jail I
think you're going to finally make in your drug-induced state the
decision to not go to that hospital.

That’s what concerns me. We have dealt with child abuse in the
most dramatic fashions and we have a 60 to 70 percent increase in
child abuse. That’s whut worries me about the notion that Congress
just reaches for the sanction and we’re off and running convincing
people that we've done something and one of my colleagues may
want to respond because they think I'm crazier than hell, but
that’s the system.
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Mr. SmrtH. I don't think for a minute you're crazier than hell,

. Chairman. I would only observe——

. . Not even Doc is.

Mr. Smrra. I'll pull it all back and start over. I would only ob-
serve that at least in part I re think our language is failing us
here. And your use of the words coercive to talk about positive
interventions really, either I'm misunderstanding you or really the
language you're using doesn’t in any way reflect what it is ou're
trying to suggest. I'm not here to coach you on how to talk but to
sa{ “not illegitimate” as opposed to a program.

f you want to talk about prugram intervention that involves
ways to bring the state and to pay for the state to be involved with
families and women which might include treatment, might inciude
all sorts of things so I would only observe to a certain extent that
where we get totally mired down in the question of penalties which
is the way this whole, the way we put it on the table, then I hear
you reallg not talking about what I think of when I think of penal-
ties which is sending people to jail,

So I somehow think the conversation has suffered a little bit
from the point of view that we’re not being helped by all the lan-
guage here and as I see through the language I see in effect, an
attempt of the judicious balance that you were talking about before
and that appropriate intervention may be support and treatment
than the kinds of things that eveerody else is saying don’t exist.

Mr. Hasrerr. I have to come to the protection here of my constit-
uent, I guess, We talk funny 50 miles west of Chicago and I guess
maybe “not illegitimate” might mean “appropriate” depending on
where ¥ou’re coming from.

But I think the point of this issue and the point of discussion
here is that malybe if there’s a leverage to get people into program
that are helpful, and if they’re appropriate, and you can do it, then
maybe we ought to try it. And it’s not necessarily saying that
gou’re going to do it because there’s a law to put somebody in jail,

ut because there’s a law that says this is right to do; society
thinks it's right to do and we ought to do it.

Chairman MiLLER. I can’t argue with you. That’s very effective.
We use that in Santa Clara County in spousal abuse. We say we're
going to arrest you for beating your spouse or we’re going to arrest
you for sexually abusing your child. Now you get a choice. You can
ﬁo to jail or go to treatment. The difference is Santa Clara County

as a treatment program for every man that’s arrested under those
circumstances and in fact family reunification takes place in a
large percentage of cases.

But there’s a treatment that you can do that to. Right now you
can have all this but there’s no ‘treatment because we re not going
to I{a’f)emd the billions of dollars that are necessary.

r. HasTERT. I guess my point is, Mr. Chairman, is you just can'’t
look the other way and say this is not wrong to do, and then say,
“my gosh, here we have this problem and how are we ‘%?ing to
solve it?” We have to recognize that there are roblems. We need
to say at least in our inadequate “infinite wis om,” what's right
and what's wrong and then try to solve the problems too. It's not
an “either/or,” it's an “and” problem.
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Chairman MiLLEr. Well you did it, you got us talking here.
Thank you very much and I'm sure this is not the last that we’ll be
calling upon you to help this committee out and to help Mr. Ran-
gel’~ committee as the Congress siruggles with this because we got
to tigure out some solutions. Ms. Boggs is on the appropriations
committee and we can tell her where to spend the money or ask
her I guess is the term we use this time of year.

Thank you. The next panel will be made up of Sue Trupin who is
the “Grandparents as Parents” Founder and Cofacilitator from San
Francisco General Hospital; Toni Shamplain who is the Director of
Addictions and Preventive Health Services from Miami, Florida;
Carol Cole who is the Child Development Specialist from Los Ange-
les, California and Lucia Meijer who is the Substance Abuse Spe-
cialist from Seattle, Washington.

Welcome to the committee. Sue.

Ms. TrupPIN. I'm Sue Trupin.

Chairman MiLLER. Let me say on behalf of Congressworian
Pelosi who wanted me to make sure that I provided a welcome
from her to you, to the committee, what is now this afternoon. We
really appreciate you taking your time to come and talk with us.
She wanted you to know that also. She appreciates that. We'll start
with you. Please proceed in the manner in which you’'re most com-
fortable. Your fulY statements will be placed in the record in its en-
tirety. You may wish to comment on something that you heard
from the previous panel by members. You also are free to do that
but you can see the extent to which you can summarize so that we
can get into this with you.

We appreciate it. Thank you.

[Prepared statement of Hon. Nancy Pelosi follows:]

PrEPARED StaTEMENT OF HoN. Nancy PELosI. A REPRESENTATIVE IN CONGRESS FroMm
THE STATE OF CALIFORNIA, WITH AN INTROLUCTION FOR Ms. Suk TrUPIN, RN

Mr. Chairman: I am pleased to introduce my constituent, Ms. Sue Trupin. Ms.
Trupin is a nurse who will discuss a very important and successful program we are
fortunate to have in San Francisco, “Grandparents as Parents.” I am confident Ms.
Trupin will provide the committee with important and valuable information regard-
ing perinatal care and substance abuse. Thank you, Mr. Chairman, for your time
and for the opportunity for Ms. Trupin to testify before the committee.

STATEMENT OF SUE TRUPIN, “GRANDPARENTS AS PARENTS”
FOUNDER AND COFACILITATOR, SAN FRANCISCO GENERAL
HOSPITAL, SAN FRANCISCO, CA

Ms. TruUPIN. Good morning. Thank you Mr. Chairman and Mr.
Bliley for inviting me here today. My name is Sue Trupin and I am
a Registered Nurse in the Adult Medical Clinics of San Francisco
General Hospital and I'm presenting this testimony on behalf of
myself and Dr. Doriane Miller, an attending physician here with
me today and also from San Francisco General.

I've come here to bring your attention to a largely unacknow-
ledged aspect of the crack cocaine crisis, namely the part played by
grandparents who in response to the drug abuse of tﬁeir adult and
adolescent children have assumed parental responsibility for their
grandchildren. They have assumed this responsibility in an effort
to maintain the unity of their families and out of a reluctance to
relinquish these grandchildren to the foster care system and they
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do 80 in an atmosphere of violence on the part of their adult chil-
dren and in the neighborhoods around them.

As health care providers we have observed the negative effect
this enormous stress has on these grandparents and not surprising-
ly we have seen their s¥mptoms of chronic illness worsen, Out of
concern, Dr. Miller and I started a support group for grandparents
raising their grandchildren. We meet weekly at a satellite health
center in Bayview Hunters Point, San Francisco’s black neighbor-
hood most hard hit by the crack crisis. Our hope is that by bring-
ing these individuals together it will decrease their sense of isola-
tion and make available to them options and resources of which
they may not have been aware, We schedule speakers addressing a
variety of issues such as legal and welfare rights, child rearing,
drug abuse and codependence. In addition, it is a goal of this group
to gather political influence in an effort to amplify resources to
this pogulation.

The 58 grandparents referred to our group have all been black
women and they range in age from 42 to 72. The majority have
worked all their adult lives and have quit their jobs to care for
their grandchildren. Some of the younger grandparents are on dis-
ability for medical problems, others ha begun attending junior col-
leges in the hopes of completing their education and finding work

in new fields. Many of the elderly women are disabled by chronic
illness and are not exhausted from caring for infants and small
children. In my testimony I describe the ways in which grandpar-
ents who are caring for the children are subsidized by foster care
and bir Aid to Families with Dependent Children and I want to go
directly to the subject of unsubsidized grandparents. An undocu-
mented of this ai)henomenon.

Outside the formal system lies the grandparent who has assum ed
either partial or full responsibility for their grandchildren and yet
is reeeiw;:llf absolutely no assistance.

The Child Abuse Hotline, a service of San Francisco Children’s
Emer%ency Services, gets about twelve calls a week from grandpar-
ents claiming neglect of their grandchildren on the part of an adult
child using drugs.

Due to the huge numbers of cases and the shortage of workers
this is basically a triage situation in which Children’s Emergency
Service will intervene only in the most extreme cases, those in
which they are convinced that the judge will move for removal of
the children from the home. Often, however, there is a gray mar-
ginal area in which you gee the addict parent functioning sporadi-
cally. The child is getting to school two days a week, the parent
manages to make her appointments with AFDC, there is stale
bread in the refrigerator. 'I%Ois sort of case for removal will not win
in court and the investigator knowing that will warn the parent,
recommend drug treatment and make the decision not to inter-
vene,

What we are then seeing in really astonishing numbers is grand-

arents unsatisfied with the response of the Emergency Services,

gin to assume responsibility for their grandchildren either par-
tially or completely. They are reluctant to apply for AFDC for
themselves because to do su is to take the check from the addict
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parent and this confrontation constitutes a virtual declaration of
war with a violent and desperately ill individual.

J.B., a 72 year old arthritic grandmother, told us when she took
her grandchild into her home and registered her in school, the
AFDC check which her addict son had been receiving began
coming to her home. J.B. describes how when this happened, her
son looked like he was goinﬁ to kill her and in fact, she has not
challenged his right to this check to this day.

L.V., like many of the grandmothers in our group, has her grand-
children for part of the month. When she has them seems to
depend on when the check arrives and the drug use pattern of the
addicted parent who may drop the children off and not come back
for a week. She will then appear and demand to have the kids
back, only to bring them to an entirely new place, a motel or a
shelter, with a new assortment of characters and a new series of
disturbing events.

It is heartbreakiniltlo hear these women describe the terror they
feel for their grandchildren and their complete lack of power to in-
tervene effectively on their behalf. It is not surprising then that we
are seeing these women in our medical clinics with seriously aggra-
vated symptoms of chronic illness.

The larger picture. The nature of the drug. We in the health pro-
fession, especially within a county system, are accustomed to wit-
nessing the ravages of alcohol and drug abuse. It is important then
to take note of how crack cocaine is different from any drug we
have ever seen. The most remarkable and hideous aspect of crack
cocaine use seems to be the undermining of the maternal instinct.
Last year, an addicted mother in Oakland was found to have
smoked crack at home during labor and between the delivery of
twins, both of whom later died. This type of behavior indicates
total obsession and extraordinary chemical dependence.

Government Accountability. Government leaders must take a
harder look at why it is that so many of our citizens are filled with
such hopelessness and behave as if they have so little to lose. No-
where is this more strongly felt than in the black community.
What we'’re seeing in inner cities amongst poor young blacks is a
dramatic failure to thrive. Last week, a national conference on
crack cocaine use was held by San Francisco’s Glide Methodist
Church and it was aptly titled “A Death of a Race.” The despera-
tion felt by this population is feitile ground for drug pushers and 1
include the alcohol industry in this group.

You must ask yourself who are the real pushers of these drugs?
And from where are these drugs coming? If an impoverished, de-
moralized population is at high risk for drug dependence, are there
not industries, institutions and systems in place which promote
that dependence?

As for welfare, black leaders are beginning to speak of AFDC to
addicted tparents as an instrument of codependence and therefore a
misuse of funds. Most people receiving welfare need this money to
feed their children and to pay their rent. And it is unclear what
opportunities and options really exist for these impoverished and
uneducated recipients. For most, reality is unrelentingly bleak.

Recommendations. We recommend the redistribution of funds for
increased child welfare services and restructuring of the system in
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order to lower the threshold for intervention and to increase moni-
toring of reported cases.

What is referred to as neglect and therefore not grounds for
intervention would, if it were your grandchild or mine, constitute
abuse. Children’s rights to ad uate  nourishment, shelter, educa-
tion and health care are not maintained by the current
system and intervention needs to occur at a much earlier stage.

We recommend increased rehabilitation services, resi-
dential treatment programs focusing on reunification of the amily.

ﬁtnd }:tly vts: t;rl:connneéxd ackt:owlzd%emgnt and bn;:.reued sup-
port services e parents and family mem| assuming
care of the children victimized by this crisis.

It costs the city of San Francisco ugwu,ooo r month to place
a child in temporary shelter and by caring for these chil
grandparents and family members are sa the city an enormous
amount of money. These women are the heros in the commu-
nity. They in the midst of an intolerable degree of violence and de-
spair are upholding the most cherished American institution,
namely the family and we must give them recognition and support.

Without this support the stress of their burden will soon become
too immense to bear. They will become too ill to care for the chil-
dren, traumatized by chronic neglect. The responsibility for these
children will fall onto the shoulders of an already overburdened
system resultinf in increased economic cost to the government and
an immeasurable logs of emotional and psychological well being.

you.

Chairman. Mi.ugr. Thank you.

[Prepared statement of Sue Trupin follows:]
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PrePARED StatEMENT OF SUE TRUPIN, RN, FOUNDER AND COPACILITATOR GRAND-
PARENTS A8 PARENTS, StAFF NURSE, Apurr MepicaL CLINICS, SAN Francisco GeN-
xRAL HospiTAL, SaN Francisco, CA

Good morning.

Thank you Mr. Chairman and Mr. Bliley for inviting

me here today. My name is Sue Trupin and I am a Registered

Nurse in the Adult Medical Clinics of San Francisco General

Hompital. I am presenting this testimony on behalf of

myself and Dr. Doriane Miller, an attending physician also

at San Francisco General Hospital. I've come here to bring

your attention to a largely unacknowledged aspect of the

crack cocaine crisis --~ namely, the part played by grand-
parents who, in response to the drug abuse of their adult

and adolescent children, have assumed parental responsibility

for their grandchildren. They have assumed this responsi-

bility in an effort to maintain the unity of their families
and out of a reluctance to relinquish these grandchildren

to the foster care system and they do 8o in an atmosphere

of violence on the part of their adult children and in the

neighborhoods around them. As health care providers we

have observed the negative effect this enormous stress has

on these grandparents and not surprisingly, have sgeen their

symptoms of chronic illness worsen.

Out of concern, Dr. Miller and I started a support
group for grandparents raising their grandchildren. We

meet weekly at a satellite health center in Bayview Hunters

Point, San Francisco's black neighborhood mos: hard hit by
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the crack crisis. Our hope is that by bringing these
individuals together it will decrease their sense of isola-
tion and make available to them options and resources of
which they may not have been aware. we schedule gpeakers
addressing a variety of issues such as legal and welfare
rights, child rearing, drug abuse and co-dependence. In
addition, it is a goal of this group ﬁo gather political
influence in an effort to amplify resources for this popu-
lation.

The 58 grandparents referred to our group have all
been black women and they range in age from 42 to 72.
The ;ajority have worked all their adult lives and have
quit their jobs to care for their grandchildren. Some of
the younger grandparents are on disability for medical
problems, others had begun attending jundor colleges in
the hopes of completing their educations and of £inding
work in new fields. Many of the elderly women are disabled

by chronic illness and are now exhaustnd from caring for

infants and small children.
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STATISTICS FOR SAN FRANCISCO
Total number of children in foster
care system as of 2/89: 2,412

¢ Children in custody of relatives
who are not legal guardians: 838

® Children in custody of relatives
who are legal guardians: 115

In other words, 953 children or 39% of children in
fostér care in San Francisco are with family members.
These numbers do not include those grandparents receiving
Aid to Families with Dependent Children (AFDC), nor does
it include those grandparents caring for grandchildren but
not receiving funds. This latter category is undocumented
but constitutes around 35% of grandmothers referred to our
group. In the Bayview Hunters Point neighborhood, Shirley
Gross, E:secutive Director of the Bayview Hunters point
Foundation, gives a conservative estimate that 20% of the
children 1living ir that neighborhood are being raised by

their grandparents.

¢
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SYSTEM PROCESS

Subsidized Care

The following is a description of the process by
which grandparents as a result of formal court intervention
receive funds for care of their grandchildren. These giand-
parents receive either AFDC, or, if eligible, foster parené
status for which a higher rate is paid. Once the child is
placed in the grandparent's home, a child welfare worker
reviews the case every six months and the parent is given
12-18 ronths to put her 1life in order, after which time
the child is either returned to the parent or arrangements
for long-term placement are made, either by adoption or
legal guardianship.

The grandparent on AFDC receives less money than
her foster parent counterpart. She must go to the courts
to obtain foster parent status for which she is most likely
eligible but may not receive. In order for the grandparent
to be eligible for foster parent status, the addicted parent
must first establish eligibility for AFDC, according to the
Miller-Yokum decision. Often the addicted parent has been

80 out of control with respect to drug use that he or she

has not even applied for AFDC.
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Problems for this Group

Thare are special problems for grandparents receiving
either AFDC or ioster care funds. The first is the frequent
and lengthy delays in getting checks. The bureaucracy is
very confusing; the need to present documents (birth certifi-
cates, school records and immunizations, etc.) may involve
multiple appointments. There may be as many as three case
workers from separate departments~-one for the adult parent
8till receiving AFDC, another for the child, a child welfare
worker, and yet another case worker dealing solely with
eligibility and finances. Often different workers say
different things, causing endless delays and confusion.

Also, relatives appeas to have a low priority within the
system. They have no advocates and while a group home or

an individual non-family member foster parent may even get

a lawyer to protest the delay with checks, a grandparent is
made to feel as if they are somehow less deserving than a
foster parent who is not a fami.y member. A lot of our
grandmothers have worked their entire lives, were never on
welfare and this process is humiliating to them. The truth
is that as middle aged and elderly women on fixed and limited
incomes, they need this money and, by caring for their grand-
children, have every right to it.

It costs the city of San Francisco up to $4,000 per
month to place a child in temporary shelter. By caring for
their grandchildren, these grandparents and family members

are saving the city an enormous amount of money. It must
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be understood that although the grandparents are subsidized,
the overall economic situation oZ the family deteriorates.
Most of these women were already employed in low-paying,
service-related positions and by accepting new parental
responsibilities have had to quit their jobs.

Another major problem facing these grandparents is
the continued presence of the addict parent. He or she
continues to use the drug and remains in the neighborhood,
wreaking havoc in the home of the grandparent. a regular
theme from grandparents new to the group is the extent to
which their addicted child has stolen everything they ever
had of value and then gone on to steal clothes from their
closet, appliances, records, etc.

P.M. i8 a 68-year-old great grandmother caring for the four

children (ages 7 months - 8 years) of her orack-addicted

granddaughter. She has foster care status, but besides
dealing with an infant born on crack and an g-year-old boy
traumatized by experiences with his mother, P.M. is forced

to endure frequent disruption from the granddaughter who

pleads to see her children and whosze ohildren plead often

to gsee her and then when she is in the home, steals money

from her grandmother's purce and even persuades her 8-year-

old son to steal for her.
We often hear, "I accept that I have to take care Of my
grandchildren, but I cannot care for them and handle their

mother too."
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¥.8., a 52~-year-old grandmother with two grandohildren (24 and
8), desoribee her uddioted daughter aleeping on the street in
front of her house and coming to the door where she opens the
mail alot and ories out to the ohildren. This grandmother
Just received a three-year restraining order but it took a
long time and it's to ba seen how well it will be enjorced.
The shortage of outpatient programs and the virtual
absence of residential treatment guarantees that the addict
remains ill and a continuous source of turmoil and disrup-

tion to the family.

Newborn Babies

with respect to newborns with positive toxicology
screens, Children's Protective Services maintains ongoing
supervision and either the baby is separated from the mother
or a conditional arrangement is made stipulating that the
mother enroll in a drug treatment program, maintain regular
pediatric visits and reside with a responsible family
member. Most often this is a grandparent who in this situ-
ation is caring for the crack-dependent infant, is not the
recipient of AFDC funds and is living with an adult child
under the influence of crack and therefore very violent and
volatile. Another frequently seen situation is that in
which the infant is separated from the parent and given to
a family member who then receives AFDC. The addict parent
may have older children who remain with her and she there-

fore continues to receive AFDC as well.

0. 169
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UNSUBSIDIZED GRANDPARENTS

Outside the ‘formal gystem lies the grandparent who
has assumed either partial or full responsibility for their
grandchildren and yet is receiving absolutely no assistance.

The Child Abuse Hotline, a service of Children's
Emergency Services, gets about twelve calls a week from
grandparents claiming neglect of their grandchildren on the
part of an adult child using drugs. Although a report is
filed, a shortage of investigators (there are 15 in San
Francisco) means that most of these cases are not followed
up urtil a separate incident (i.e., a report from public
Realth ~r from the schools) triggers an investigation a. .
the court then intercedes. Due to the huge numbers of cases
and the shortage of workers, this is basically a triage
situation in which Children's Emergency Service will inter-
vene only in the most extreme cases, those in which they
are convinced that the judge will move for removal of the
Children from the home. If an investigator goes to the home
and finds the children alone and a 3-year-old cooking for a
one-year-old or finds physical abuse, then she will file
for immediate court intervention, which most likely will

result in out~of-home placement.
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MW, 8 a ¢5-year-old grandnother who recetved a oall from
authorities in Florida telling her to ocome and get her grand-
children. She drove aloné acroes the country and found her
2¢-year-old daughter weighing 85 lba. and her 1f-year-old
granddaughter taxing old MaoDonald hamburger buns out of the
garbage and jé;ding them to her S-month-uld brothar.

Often, however, there is a grey, marginal area in
which you see the addict parent functioning sporadically;
the child is getting to school two days a week, the parent
manages to wnake her appointments with AFDC, there's stale
bread in the refrigerator. This sort of case for removal
will not win in court and the investigator, knowing that,
will warn the parent, recommend drug treatment and make.the
decision not to intervene, although the case will remain on
file with Children's Emergency Services.

What we are then seeing in astonishing numbers 's
grandparents, unsatisfied with the response of Emercency
Services, begin to aczume responsibility for their grand-
children, either partially or completely. Thev are reluc-
tant to apply for AFDC themselves because to do so is to
take the check from the addict parent and this confrontation
constitutes a virtual declaration of war with a violent and
desperately ill individual.

J.B., 72~year-old arthritic grandmother, toid ww ' . when she

took her grandehild into her home and registered her in school,

the AFDC check which her addict son had been receiving began
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oonting to hex home. J.B. desoribes how when thie happened, her
8on looked like he was going to kill her and in faot, she has
not challenged his right to this check to thias day.

L.V., like many of the grandmothers in owr group, has her
grandohildren for part of the month. When she has them seems
to depend on when the cheok arrives and the drug use pattern
of the addioted parent who may drop the ohildren off and not
come back for a week. She will then appear and demand to have
the kide back, only to bring them to an entirely new place, a
motel or a shelter, with a new assortment of characters and -

new series of disturbing events,

It is heartbreaking to heas these women describe the
terror they feel for their grandchildren and their complete
lack of power to intervene effectively on their behalf. It
is not surprising that we are seeing these women in our
medical clinics with seriously aggravated symptoms of

chronic illness.
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THE LARGER PICTURE

Nature of the Drug

We in the health profession, especially within a
county system, are accustomed to witnessing the ravages of
alcohol and drug abuse. It is important then to take note
of how crack cocaine is different from any drug we have
ever seen. The most remarkable and hideous aspect of crack
cocaine use seems to be the undermining of the maternal
instinct. Last year, an addicted mother was found to have
smoked crack at home during labor and between the delivery
of twins, both of whom later died. This type of behavior
indicates total obsession and extraordinary chemical
dependence. In the case of mothers in concentration camps
and also mothers in the midst of war, the maternal instinct
has remained intact. Alc~oholics and heroin users do not
behave like this. There is no way to overestimate the

crisis in the communities where this drug is being used.

Government Accountability

Government leaders must take a harder look at why
it is that so many of our citizens are filled with such
hopelessness and have so little to lose. Nowhere is this

more strongly felt than in the black community. Wwhat we're
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seeing in inner cities amongat poor young blacks is a
dramatic failure to thrive. rLast week, a national conferer ce
on crack cocaine use was held by San Francisco's Glide
Methodist Church and it was aptly titled, "A Death of a Race."
The desperation felt by this population ls fertile ground

for drug pushers, and I include the alcohol industry in this
group. You must ask yourselves who are the real pushers of
these drugs and from where are these drugs coming? If an
impoverished and demoralized pPopulation is at high risk for
drug dependence, are there not industries, institutions and
systems in place which promote that deﬁendence?

As for welfare, black leaders are beginning to speak
of AFDC to addicted parents as an instrument of co-dependence
and therefore a misuse of funds. Most people receiving
welfare need this money to feed their children and to pay
their rent. While it is felt by scme that these funds may
also be misused, it is unclear what options and opportunities
really exist for these impoverished and uneducated recip-

ients. For most, reality is unrelentingly bleak.
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RECOMMENDATIONS

Redistribution of Funds

® Increased child welfare services and restructuring
of the system in order to lower the threshold for interven-
tion and to increase monitoring of reported cases.,

What is referred to as neglect and therefore not
grounds for intervention would, if it were your grandchild
or mine, constitute abuse. Children's rights to adequate
nourishment, shelter, education and health care are not
being maintained by the current system and intervention

needs to occur at a much earlier stage.

¢ Increased rehabilitation services, especially
residential treatment programs.

The absence of these programs gives the addict no
opportunity to recover. Programs such as Mandela House in
Oakland, California and Hale idouse in New York City focus

on reunification and treatment of the wounded family

¢ Acknowledgment and increased support services to
the grandparents and family members assuming care of the
children victimized by this crisis.

These women are the real heroes in the community.

vhey, in the midst of an intolerable degree of violence and
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despair, are upholding the most cherished American institu-
tion, namely, the family and we must give them recognition
and support. Without this support, the stress of their
burden will soon become too immense to bear. They will
become too ill to care for the children traumatized by
chronic neglect. The responsibility for these children will
fall onto the shoulders of an already over-burdened system,
resulting in increased economic cost to the government and

an immeasureable loss of emotional and psychological well-

being.
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Chairman MiLLER. Toni Shamplain.

STATEMENT OF TONI SHAMPLAIN, DIRECTGR OF ADDICTIONS
AND PREVENTIVE HEALTH SERVICES, FAMILY HEALTH
CENTER, INC., MIAMI. FL, ACCOMPANIED BY ESTELLE WHIT-
NEY, M.D., AND TESSIE TRICE

Ms. SuAMPLAIN. Good afternoon. My name is Toni Shamgiain
and I am the Director of Addictions and Preventive Health Serv-
ices with the Economic Opportunity Family Health Center funded
by the United States Public Health Service 330. Executive Director
is Ms. Jessie Trice.

It is an honor and a pleasure to be invited to speak to you re-
garding such a timely issue as cocaine and its effects on women es-
pecially pregnant women.

brought with me today, Dr. Estelle Whitney, as well as Ms.
Jessie Trice. What I would like to do a little is to diverge from the
written information that you have, the previous panel in my mind
was really exciting. But what I would like to share with you which
is within your packet is a description of the types of services that
we provide, in our city, Miami, Florida.

I think that some of the guestions that were raised earlier adds
to a ible solution. The amily Health Center being a primary
health care center with a competent drug abuse department really
won't find that type of a mocf’:l in my mind that exists in many
places in the country. To kind of digress a little bit, my back-
ground, my professional background includes the services that I'm
providing now as well as having worked out of the single state
agency within the state of Florida, the Department of Health and
Rehabilitative Services.

Within my background I have also designed treatment programs.
It is of great interest to me to go to the Miami area because it pro-
vided me with an opportunity to design and implement drug abuse
services with the coupling of primary health care.

Some of the issues that have been discussed today which include
such issues as teen pregnancy, AIDS prevention. These types of
strategies are easy to implement within the environment where
you have primary health care settings with alcohol and drug abuse
services, so I would like to suggest to the committee that you prob-
abgg ltake a look at that type of model, of the coupling of that
model.

To ngve you an idea of the types of services that we provide at
the Family Health Center we provide a comprehensive delivery
service system which includes outreach, education, AIDS informa-
tion to nontraditional populations that have tendencies to refuse to
enter systems. We are involved in street corner t 8 of uctivities,
working with those individuals as I mentioned thet have tenden-

Flro am is A.L.P.H.A. It’s an acronym for A Learning Place For

igh Achievers. Basically what we Jo is we work with inner thIy
families and provide a specialized classroom and have four special-
ized classrooms where we provide individual and group family edu-
cation and training, not only to children, but as well as to the fami-

17,
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lies. Because we have that service in place it allows us to do early
identification and intervention with the child as well as with the
parents who are going into the housing developments, the projects,
we are identifying substance abuse problems, we’re identifying
health needs and aﬁam it goes back to the coupling of primary
hesglth care and ‘lcohol and drug abuse services.

Inclusive also within the Department of Addictions and Preven-
tive Health Services we have an outpatient program. Our outpa-
tient program provides services to those individuals that are re-
ferred to us from criminal justice systems, D.U.I. programs, Driv-
ing Under the Influence, as well as other various social groups in
the community, families, friends, as well as volunteers. The most
restrictive environment that we offer is a residential program for
chemically dependent women. What we’ve done with that program
is move to specialize in the treatment of chemically dependent
women. We created a specialty in the sense in that we accept preg-
nant females.

An additional unique service that we offer is that we allow the
mother to come in, pregnant, shs can bring in two additional chil-
dren up to the age of 5. We provide childcare services on site so the
mother can come into our program, pregnant, deliver, maintain a
child. Now I need to further explain what is listed here in your
handout, but the Xrogram is a very structured program. It’s what
we call in the field a therapeutic community model. That model re-
quires that the 1]':lrsograrn is broken down into phases. We have five
phases within this program which is orientation, freshman, sopho-
more, transitional, and aftercure. Reentry. The model has a token
economy system which tends to feed into the drug abuser’s needs to
have immmediate gratification.

Let me digress a little bit and say that anyone who comes into
our service must go through a detoxification program. So that's one
of the requirements, but additionally the graduation criteria for
this program is that you must be gainfully employed for a mini-
mum of 90 days, you must have an approved place to live, you
must have a minimum of $500 in savings and if you come into our
program without a high school diploma we offer on site G.E.D.
classes. The reason why I’ve designed this program like this is be-
cause realizing the population that I was going to be working with
it became important to me that we try to address some of the rea-
sons geo le relapse and go back to drugs, such as the lack of educa-
tion, lack of employment ability skills and all those kinds of serv-
ices we provide inherent within tieatment, what we've tried to do
is nyrmalize the need to intervene in the various subsystems.

So essentially we’re trying to I guess correct some of the pitfalls
or some of the safety nets that have eroded in societ%y, so that's
why we require that our patients go thiough the different steps
within the program.

I need to also mention to you that our prog = is a long-term
program. This program is 6 to 9 months in l.. .th so the ladies
there are long term. I brought with me some newspaper clippings
about the program because in our first year we felt we’ve been
very successful. We've graduated seven ladies and given birth to
three drug free babies and we know that some of the panel mem-
bers, the committee members have stated earlier that you can find
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programs like this around the country. They tend not to treat large
segments of individuals.

Our program is only a year and a half old. Within the last year
we've been fighting zoning battles. We've been successful. We're
planning to expand our model to 40. But I wanted to share that
information with you all because we think we're successful. Bei
a systems person and having some government experience I thin
if I was to make a recommendation I would make the recommenda-
tion that your committee, Mr. Miller, review the coupling of pri-

mary heafi':h care services with alcohol/drug abuse and mental
health services. I think that because of the design and goals of the
primary health care system, which is aimed for the disadvantaged
and which is usually in the inner city and in some rural areas, that
population is the same population when we single out the crack co-
caine users and if we could through systematic joint affiliation
agreements or some type of agreement, because you're going to be
joining two major systems, if we could facilitc te that then I think
that we could really do ourselves a service as far as trying to meet
some of the needs we're experiencing with our crack cocaine addic-
tions,

Chairman MiLLER. Thank you. Thank you for coming up with a
successful program to be overrun by members of Congress who
want to look at it.

[Prepared statement of Toni Shamplain follows:)




176

PREPARED STATEMENT OF TONT SHAMPLAIN, DIRECTOR OF ADDICTIONS AND PREVENTIVE
Hearra Services, Faminy Heavri CENTER, INc., Miami, FL

Good morning, sy name is Toni Shamplain, I am the
Director of Addictions and Preventive Health Sezrvices,
Papily Health Center, Inc., Miamir Plorida. 3

LEN

It is an honor and pleasuce to be invited to speak to
you rega.ding such a timely issue as Cocaine and its effects
on Women, eapecially, pregnant Women.

I have with me, Dr. Estelle Whitney: M.D.. to assist
with any medical guestions that you may have. I have also
included within my written testimony Dr. Whitney's views and
statements.

I have been asked to share with you information
regarding the services we, the PFamily Health Center:
provide, as well as share our concerns regarding additional
service needs and to discuss the impact of Crack-Cocaine on
our patients.

The most current information received from the single
state agency of floridas the Department of Health and
Rehabilitative Services (HRS) reflects a total of 2.512
newborns have been identified as drug-exposed and/or
suspected of drug exposure. ’

To further detail this information, the State of
Plorida is divided into elcven (11) vDistricts with State
Health Department Units providing services. The information
is as follows:

District oOne (1) 44

ERIC 181 - -
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District Two (2) 53
District fThree (3) 163
Diatzict rour (4) 237
District Pive (5) 189
District six {6) 309
District seven (7) 97
District Eight (8) 154
District Nine (9) 376
District Ten (10) 264
District Eleven (11) _626

TOTAL: 2,512

This information is for calendar year 1988. {received
April 20, 1989)

182
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INTRODUCTION

No one can deny that the effects of drugs on our
communities are devastating. The crisis which is occurring
in washington, D.C., is mirrored in Metropolitan Dade
County, ind has impacted on all part of life. It is
apparent through increases in violences in crive. ‘?B
sexaully transmitted diseases and AIDS: and in children who
are born addicted and/or affected by these substances.

Health~care officialas and authorities have¢ not yet been
able to find the answers to adequately deal with
individuals, particularly pregnant women and their children.
whose lives have been comp’icated through substance abuse.
There is an urgent need for local, =state. and federal
funding of programs geared to educate and render medical
services, as well as providing the option of removal from
the influences of environment.

pri.g abuse is one of the major crises of this period.
However:; what is most alarming is *hat the effects of the
present crisis will continue to mushroom over the next
several decades. Society, of course, will pay--in court
costs, 3Jails: rghabilitation facilities, medical services,
and follow-up. But it will be the children--born addicted,
with brains already damaged or destroyed:, dying or sick with
AIDSE or other diseases~-who will have to pay the ultimate
price. ‘

Dr. Estelle Whitney

183
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THE_EFFECTS OF PRENATAL DRUG ABUSE

* Poor Nutrition
No Prenatal care
* Pramature Rupture of Membranes
(the bag of water is broken before the baby is
ready to be born)
* Premature Labor
* Spontaneous Abortion
(miscarriage)
* Placental Abruption
(separation of the placenta from the wall of
the uterus, leading to fetal brain damage
and death)
(4epurate from the wall of uterus)
. Hypertension
* Cardiac Arrhythmias
* Cerabral Vascular Jlschemia
{ stroke)
* Seizures

—— e s

* Death (stillborn, miscarriage)

* Low Birthweight
{<i1ther due to prematurity or disorders or fetal
growth)

* Small Head Circumference
(related to decreased capacity for learning)

* Cerebal Hemorrhage

ERIC Y
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* Neurophysiologic & Neurobehavioral Abnormalities
(dyslexia, hyperactivity, learning disability)

COMMUNITIES:

) *  7Tyo (2) studies indicate that the classic drug-

abuse gravida to be poor, unmarried, Blacks or 3

Hispanics.
hd Learning disabled children.

hd Sick mothers and children require prolonged
hospital stays and long-term follow up care.

* Children are exposed to drug using and seeking
behavior,

hd Increased transmission of STD's and AIDS.
* Scapegoat tactics by government prosecutors.

* Perpetuation of the "Cycle of Poverty".

WHAT _CAN WE DO?

1. Pregnancy provides motivation to discontinue sub-~
stance abuse.

2. Support increasing number of rehabilitative pro-
grams.

3., Stress the importance of prenatal care and good
nutrition.

ERIC 185 ¢
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ECONOMIC OPPORTUNNY

FAMILY HEALTH CENTER, IIYC.

6761 N.W. 22nd AVENUE MIAMI, FLORIDA 33142  TELEPHONE (305) 837-6400

BOONOMIC OPPORTUNITY FAMILY HEALTH CENTER, INC.
5361 N.W. 22nd Avemue
Miami, Florida 33142 .

Marilyn J. Holifield
President, Boaxd of Directors

Jessie Trice
Chief Executive GEficey

TOTAL NUMBER OF USERS: 54,538 includes all users, i,e.
Substance Abuge

TOTAL NUMBER OF MEDICAL VISITS: 120,685
TOTAL NUMBER OF VISITS: 251,566
WUMBER OF PROVIDERS: 27.5

8 Pediatricians

3 Internists

6 Family Practitioners

2 s

4.25 Dentists

4 Physician Extenders (2 Q4; 1 pA; 1
ARNP)

All physician providers with the
exception of one (1) are Board
Eligible or Board Certified.

NMBER OF STAFF: 234
AMOUNT OF OPERATING

BUDGET: $8,461,796
HOURS OF SERVICE: HMain Facility

Monday - Thursday 8AM -~ 9FM
Friday 8aM - 5pM
Saturday 8AM - 12 Neon

All other Facilitics
Monday - triday 8aM - 5B

- 186 ,
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ECONOMIC OPPORTUNITY F'MILY HEALTH CENTER, INC.

THE EVOLUTION OF THE SUBSTANCE ABUSE PROCRAM

During the mid-70's, Family Health Center requested funds from the Dade
County Mental Health Board of Directors to operate an outpatient alcohol program.
This request emanated from concerns of the clinical staff regarding the alcohol
concumption, the diagnosis of patients served by the Center and the poor
follow-through of patients referred to alcohol programs.

The Mental Health Board of Directois provided $75,000 for alcohol
counselling, predicated upon by Family Health Center, Inc., agreeing that it
would accept court referrals.

Thi: program remained as was except for an increase in the numbers of
alcoholics until 1981 when it was found that most alcoholics abused other drugs as
well. Attempts were made to identify the drug of choice (alcohol mostly, or
illegal drugs primarily) and refers those whose choice was an illegal substance to
other programs. This separating of patients' treatment did not work for several
reasons. Firstly, there was a scarcity of programs available accepting referrals,
secondly, many patients never made the effort to follow-through aud thirdly, those
tl'.tat did, rarely completed the prcgaram.

As the illegal drug problem worsened, our patient population was more
impacted. We requested funding from the Mental Health Board of Directors to treat
poly-drug users. They welcomed our request as thev tecognized our patients as
difficult to work with,( poor. Black, rany times homeless with criminal records,
and predominately male),  Our budget increased from $150,000 to $240,000.

The ecarly '80's brought on an epidemic of heroin i.v. drug users, all sorts

of pill abusers, especially valium, and marijuana galore. Rarely did we have a

184
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cocaine addict. Our success on an outpatient basis with this population was very
poor, except for those who had been detoxed and completed a residential prbgran.
Must of the illegal drug abusers werc men, 18-35 years of age, who had sore
involvement with the criminal Justice system, Less than 5% of the patients vere
female.

The dropout and recidivism rates for Black malas in residential programs uére
excessively high, 80-90%. State Senator Carrie Meek obtained funding for an
independent study to determine why these programs were not effective for Liberey
City regidents. Her study revealed that inner city residents had great difficulty
establishing rapport, believing staff were interested in them and in
communication. .

It was during this time that the one inner city and several other residential
prograns closed down because of funding reductions, We however, continued to try
and get people admitted to these program as we knew our chances of success on the
% pat. .+ level vas a bit better if the patient had spent some time in a
reald neiul program, Therefore, for those we were able to get admitted, we kept
tlose ties with the program 8o as to pick up the client as soon 48 he left the
residential program.

We believe that the physicas health care provided was a great incentive for
several patients to remain sober, They learned about their disease (high blood
pressure, heart conditfon, anemia, poor teeth, etc.) and how drugs cause or
contribute to these health problems. Self-esteem seemed to increase.

As early as 1984, we recognized the need to have more accessible, available

and culturally sensitive residential programs.

o 188
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It was during thia time that we began to aee more designer drug use and
~

.cocaine free-basers.

Sexually tr;nsmitted disenséa among prenatal patients sky-rocketed -~
investigation revealed that sex was exchanged for cocaine free base. Seeing this
venereal disease epidemic in many of our patients was a new phenomena. Whereas we
had always had some venereal disease in our maternity population, we'd never seen
anything like this explosion.

As soon as "crack cocaine entered, not only did we have sexually tr-nsmitted
diseases, we had a whole set of new problems.

We'd already found that no residential program would accept pregnant women.
We further found that most non-pregnant women with children had severe problems as
vell. To get on a waiting list meant finding someone to keep the children
vhile the womam was in the residential program. Many women had no one to turn to,
and had to decide between giving up their children to State Foster Homes to gain
eventusl admission to & residential program, or keeping their children and
struggling with a drug that controlled them. Most opted for the latter.

Our county hospital began testing newbor.s and found an alarming number being
born addicted to cocaine -- most came from our area.

We finally had to conclude that it made very little sense to have Board
Certified Obstetricians providing prenatal care to "stoned" women who cared about
nothing but their next "hit", Further, the State Health Agency had begun to
discuss follow-up of women post delivery, because so many of thecse women were
abandoning these addicted babies to the hospital.

Whereas this may be a necessary step, it scemed to us that preventing the

189
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baby's addiction made more sense. Plus, sregnant woumen are m.re r-cuptive tr care
1f they don't have to echoose betyeer. tre atment and piving up tand- nilerén

Staff presented findings and ‘onc:.ns +0 the Board of Jfreric.s, ur Jeard
identified a State Legislator to champion oy causu. Staff he av to wov% Juth vhe
State Sudbstance Abuse Agency.

A theraputic program for women with ¢ sphasis on presra y was devaloped.
National Health Serve Corps (NHSC) Obs¢etrician, Dr. Es.el . Whitney, develuped
the protocals and eagerly volunteared to pevnonally previ fu pranatal gervices,
deliver all of these women and provide postnatal care.

A group home for children up to age 5 was include. ;s an important part of
the prograw,

Having learned a lot about Mecrack coeaira", ou'" progrom was designed to be 6
months to 12 months in length, depending on the persen. Upon completion, patients
are folluowed in outpatient for a minimum of 6 months after which they will have
identified an AA or NA sponaor who will gubmit worthly reports for one year and
quarterly reports thereafter. Counsellors will visit at least quarterly after
outpatient is completed until the end of a five~-year period.

During the 1987 Stata Legislative Session, we were awarded 3500.000 as

start-up, facility acquisi~ion any treatment funding.
During 1983, State Senator Carrie Meck asked us to develop a school-based

program that would prevent substance abuse. We had visited an ALTHA (A Learning

Place for High Achievers) Program in another patt of the State, so we presented

o 180,
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thia program to Senator Meek. She obtained State funding for one elementa{y
school and asaisted us in securing the additional funding from the local pwblic
school administration. In fact, the program costed $135,000, of which the school
system provided $80,000, mostly inkind services.

ALPHA focuses on children ages 8-12 years who are capable, but are not
parforming academically up to their grade level, and who exhibit negative
behavior.

These children are assigned gifted teachers, with not more than 15 children
per teacher. A counselor works individually with the child and his family. In
fact, parents or guardians must sign a contract agreeing to work with the
counsellor to implement the plan developed for each child. So the counsellor
makes home visits as well as schedule and follow-through on group sessiona.
Positive change in behavior is rewarded by a point aystem.

Many of these children live with parents on drugs or are they latch-key
children in drug infested arcas. Others live with relatives in overcrowded
unsanitary housing and some live from place to place with relatives or neighbors.
All of these children are of average or above intelligence and are capable of
succeeding. .

ALPHA accepts children twice in a school year. So during ore school year, 60
children go through the ALPHA Program.

The school system provides the space, teachers and teachers' aides. ALl
school supplies, other school specialists such as psycholegists, e¢tces pre und
post testing materials and office furniture.

We provide a counselling manager, counsellor, clerical person, telephone and

mileage for staff. During the summer, home follow-up {s intensive for all

191
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graduates as children gre followed for 5 years or uatil high school araduation,
whichever comes first, -

Several children have won academic awards and sports awards. Seventy-three
percent (73%) of the children continue to perform well,

Extreme care is taken to avold ALPHA children feeliug tha. they re {n our
program because they are" bad",

We now have two (2) ALPHA elementary schools, and have been requested to add
two (2) more,

Vice-President Quayle visited one of the schouls earlier this year.

Since 1§76. we have inercased our substance abuse budget from $75,000.00 to
$1,288,605.00. Simultancously, we have {ncreased our services from outpatient for
30 alcoholics to 300 poly-substance abusers, a rvesidential program for pregnant
women and non~pregnant women {15), a group home for children of those women = §
years and under, two (2) elementary school-based substance abuse prevention
programsé and an AIDS outroach program,

By tha end of 1989, we will have expanded our residential program to 40 wogen
and 15 men. We are in the process of purchasing a 12,000 square foot residential

facility and we are negotiating with the County for an additfonal 40-bed facility,

The route we have taken may not he nevessary for other community health
Centers, but we have learned that without the provision of substance abuse
sorvices, the provisjon of primary health care is wasted and negated,

We further believe that substance abuse services should be integrated into prisary
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cares bacause all substance abusers have savers health problems - to treat one and
not the other is & wasts of rssources. In our humble opinion, it is efficient and

effective to treat the whole person and not ths parts.

Q ~
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ECONOMIC OPPORTUNITY FAMILY HEALTH CENTER, INC.

RESIDENTIAL TREATMENT COMPONENT

(WOMEN 0™ Y)

-

THE RESIDENTIAL PROGRAM COMPONENT 1S GEARED TOWARD SERVICE FOR HOHEN; AGES

WE PROVIDE A THERAPEUTIC ENVIRONMENT WITH A CAPACITY FOR 15 CLIENTS. THE

PROGRAM OPERATES 24 HOURS A DAY, SEVEN DAYS A WEEK, AND IS STRUCTUREd IN FIVE
PROGRESSIVE PHASES:

1, ORIENTATION

2. FRESHMAN

3. SOPHOMORE

4, TRANSITION

5. AFTERCARE

THESE SERVICES INCLUDE: 1.
2.
3.
4,

CONTACT PERSONt

SELF-HELP

THERAPEUTIC TREATMENT PROCESS WHICH FOCUSES ON
INDIVIDUAL PROBLEMS

RE-ENFORCES AND REWARDS RESPONSIBLE BEMAVIORS
ENCOURAGES PERSONAL INDEPENDENCES

Eric Jones, lntake Specialist

FAMILY HEALTH CENTER, INC.
5361 N.W. 22ND AVENUE
MIAMI, FLORIDA 33142
(303) 637-6483

RESIDENTIAL PROGRAM GOALS AND OBJECTIVES :

The overall goal of this program is to pxovide 2 comprehensive system for the
*rehabilitation of the chemically-dependent person. The services provided enable
the clients to work toward ®& productive lifestyle; economically, socially,
psychologically and physically.

OBJECTIVES:

1.

2.

3

4,

To aid the clients in establishing independent living skills.

To ensure that cli. ~s are drug/alcohol free through Family Health Center's
laboratory testing 0. a random vasis,

To aid the client in refraining from criminal activity by linkages with the
TASC Program, Probation and Parole, and Department ot Corrections.

To ensure that all capable clients obtain a G.E.D. Certificate,

To provide an opportunity for clients to obtain employability skills through
appropriate linkages with other agencies,

O
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RESIDENTIAL PROGRAM GOALS AND OBJECTIVES:

OXJECTIVES (continued)

6.

7.

8.

9.

10.

11.

12.

13.

14,

15.

To aid clients in the development and maintenance of good health by wctive
participation in daily recreation and social network programs.

To involve the client in Narcotics/Alcoholics Anonymous meetings toﬂpe
conducted during and after coupletion of treatment.

To ensure that clients demons: + ability to develop and mairntain
positive interp..sonal relati- 4 by becoming involved i{n comruntty
service work and participating tesidential Women Pecr Croups, etc.

Tc¢ re-cstablish relationships with family members and significant athers via
fanily therapy and social network activicies.

To ensure client awareness of harmful effects of drugs on the body utilizing
drug education modules and other information.

To «ssist clients in gaining .ecessary coping skills by conducting
comnunication skill groups, assertiveness training groups, stress reduction,
problem solving, relaxation groups, ete.

To provide ~= cprortunity for the client to gain sclf-worth and higher
self-+esteem through community education.

To 2.sure that the clients strive to reach short and long terms goals,
Perscnalized Trecatment Plans are developed by clients and the Piimary
Therapist,

To reunite clients into a fumily unit.

To provide Primaty Health Care Services.
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AIDS OUTREACH/EDUCATION

FAMILY HEALTH CENTER CONTINUES TO SEEK OUT WAYS AND MEANS OF SAFEGUARDING THE
HEALTH OF LOCAL COMMUNITY RESIDENTS, FUNDS RECEIVED FROM THE STATE DEPARMMENT OF
HEALTH A ) REHABILITATIVE SERVICES HAVE ENABLED THE AGENCY TO PROVIDE INFORMATION
AND EDUCATION ON ALDS PREVENTION AND RISK REDUCTION,

THESE SERVICES INCLUDE: 1. INDIVIDUAL AND GROUP DISCUSSIONS WITH AT-RISK
PERSONS .
2. DISSEMINATION OF PRINTED MATERIAL.
3. COUNSELING,
4. REFERRALS FOR HIV TESTING AND OTHER RELATED
SERVICES,
5. REFERRALS FOR SOCIAL AND ECONOMIC SERVICES.

IT IS OUT HOPE THAT EVERYONE WITHIN OUR CATCHMENT AREA WILL HAVE A BETTER
UNDERSTANDING OF THIS DISEASE, AND TAKE ALL NECESSARY ACTIONS TO PREVENT ITS
FURTHER SPREAD.

CONTACT PERSON: MS. CHERYL WHEELER, COORDINATOR
DEPARTMENT OF ADDICTIONS AND PREVENTIVE
HEALTH SERVICES
5361 N.W. 22ND AVENUE
MIAMI, FLORIDA 33142
(305) 637-6483

OUTPATIENT COMPONENT

THE OUTPATIENT COMPONENT PROVIDES ADDICTION AND PREVENTIVE HEALTH SERVICES TO
INDIVDUALS AGES 18 AND OVER THAT RESIDE WITHIN THE LIBERTY CITY AND METRO-DADE
COUNTY CATCHMENT AREA,

THESE SERVICES INCLUDE: 1. OUTREACH
2. ASSESSMENT EVALUATION
3. CASE MANAGEMENT
4. EDUCATION/INFORMATION
5. INDIVIDUAL/GROUP THERAPY
6., FAMILY/COUPLE THERAPY

CONTACT PERSON: MR, WILLIAM PRATT, SUPERVISOR
FAMILY HEALTL CENTER, INC.
5361 N,W. 22ND AVENUE
MIAMI, FLORIDA 33142
(305) 637-6483

SERVICE HOURS: MONDAY THRU THURSDAY 8:00AM - 9:00PM
FRIDAY 8:00AM - 5:00PM

ERIC oo
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ALPHA COMPONENT

THE ALPHA COMPONENT PROVIDES SPECIALIZED SERVICES WHICH DEALS WI1TH ELEMENTARY
CHILDREN IN GRADES 3-6 WITH VARIOUS PROBLEMS.

THESE SERVICES INCLUDE: 1. BERAVIORAL MODIFICATION
2. FAMILY INTERVENTION
3. CLASSROOM MANAGEMENT
4, GROUP COUNSELING/ .

THERE ARE TWO LOCATIONS: CHARLFS R. DREW ELEMENTARY SCHOOL
1700 N.W. 60TH STREET
MIAMI, FLORIDA 33142
HOLMES ELEMENTARY SCHOOL
1175 N.W. 68TH STREET
MIAMI, FLORIDA 33147
CONTACT PERSON: ROVAN G. LOCKE, PH.D. (305) 836-0800

SERVICES HOURS ARE MONDAY THRU FRIDAY 8:00AM ~ 5:00PM

W
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ECONOMIC OPPORTUNITY

FAMILY HEALTH CENTER, INC.

5361 N.W. 22nd AVENUE  MIAMI, FLORIDA 33142  TELEPHONE {306) 637-6400

COVERVIEW OF THE
RESIDENTIAL SUBSTANCE ABUSE SERVICES FOR WOMEN By

Family Health Center, Inc. provides Primary Health Care Services to
wore than 50,000 Liberty City residents annually. In the past two (2)
years we have seen "Crack Cocaine" become a full blown epidemic. It has
made elementary school children become criminals and enslaved.
Adolescents and adults are giving birth to addicted infants. Babies
are being left in garbage disposals to die, Children are being left
alene in greater numbers. An jncreasing numoer of residents are losing
the jobs that only a few were able to find. Sexually transmitted
diseases, which have always been rampant, are now an ever escalating
epidemic camplicated by & growing AIDS population, In fact, we believe
that 1 of every 4 adults enrolled with us abuses drugs, mostly "Crack
Cocaine” and alcohol.

Family Health Center, Inc. began treatment of addicted persons in
1974. At that time, the focus was on alccholism. A small grant from
the Dade-Monrce Mental Health Board enabled the agency to employ staff.
The program grew because of the need, the location and because it was a
part of a larger health care facility.

During the latter part of 1979, it became evident that most clients
abused alochol and other drugs. Additional funding was obtained to
treat poly-ahusers.

The mid 1980s brought on the "Crack" epidemic. We began to see
more and more pregnant women abusing this drug and our effort to obtain
drug treatment for them yielded very poor results. As a health care
provider, we understood that our high quality prenatal care was useless
+£ the mother continued her addiction.

Additionally, the medical staff at the University of Miami -
Jackson Memorial Hospital, that delivers the babies of the women frem
Family Health Center, interviewed mothers after delivery. They fourd a
large number of mothers were "Crack Cocaine" users during pregnancy,
Many infants were born addicted and several were abandoned at the
hospital, These abardoned babies created a financial crisis for the
hospital as the State Cid not have sufficient foster homes to accept
them,

Experience has taught us that it is virtually impossbile tor "Crack
Cocaine” users to remain drug free in an outpatient setting. We have
also found that the short term 28-30 day residential programs rarely
result in continuing sobriety for this population,

Further, we have learned that very important to the success of any
substance abuse treatment is the treatment of physical health problems,
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Practically all drug/alcchol abusers are in very poor physical heaJ‘th.
It is a waste of time and funds to attempt drug/alcchol treatment and
neglect the physical health prcblems, It is next to fmpossible to feel
good about one's self, 'get a job and become a societal’contributor if
one has heart disease, hyportension, poor teeth, inadeduate nutriticn,
anemia, etc. We strongly believe that sucressful rehabilitation of an
addict hinges on a program that treats the total person and his family,

Dade County has many substance abuse residential programs. :
Homever, these programs are not accessible nor available to the majority
of Family Health Center, Inc.'s populaticn. Our population consists of
many poor, unemployed and hcmeless persons, Many of théese people have
various health problems. Several programs cost $8,000 - $15,000 for a
28-30 day stay. Those programs that do accept our patiénts all have
long waiting lists. To tell an alcchol/drug addict he has to wait frem
two  {2) to four (4) weeks to get into a program is comparable to
telling a drowning man he will be rescued within an hour..

Obtaining a residential bed for women is even more problematic,
Not only is there is a long waiting list, but most women
addicts/alcoholics have small children. Their fear of loosing their
children to the State System is as much a deterrent to sobriety and
rehabilitation as the scarcity of beds. They becxe much more receptive
when the custoay and care of children rema.ns with them.

Armed with the knowledge tha'. residential services -and
rehabilitation for pregnant and non-pregnant poor mothers were almost
nonexistant; that more and more babies born to poor women were bom
addicted; that many of these babies were abandoned to eventually becams
wards of the State and that serveral were severely abused, wa, through
our Board of Directors began to work with local and State leaders for
furding in 1986. .

The Florida State Leaislature appropriated $500,000 of a $1.2
million request, in 1987, to furd a pregnant/non-pregrant residential
program for poor women. An important part of the total program was a
group home on or near the residential facility's premises for children
of the women. In additicn to staffing the heme with carirg, qualified
staff, the children were to have psychological testing ard ccunsellirg
as reeded, health care and close contact with the parent to establish
bording and ensure that both mother amd children develop good emoticsial
and physical health hobits,

Unfertunately, encugh fturdirg was rot provided to inplement beth
comperents simultancously, However, the Comussion of the City of Miam
did award $30,000 to defray the cost of some of the psychological
testing and ccunselling. Family members and friends were icentified to
to provide shelter and child care services.,
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Some of these situations were less than ideal, but at least the children
did not become wards of the State. Funds were budgeted to keep all"

newborms
! Due

in the resicdantial facility. .
to comunity cutrage over escalating drug abuse, fear anu

crime, the zoning changes needed to lease or purchase a facility were
impossible to obtain. However, in mid-N vember, 1987, to avoid delay in
accepting patients, temporary arrangements were made. An apartment
complex was rented for housing; a van was purchased for transportation;
space was rented for counselling from the local Urban Leaque,etc.; and
the first seven (7) women (three (3) pregnant) were admitted.

The

funds received in 1987 were awarded through the State

Department of of Health and Rehabilitative Sexvices. Thase funds were a
part of the federal dollars issued to the State on a yearly basis.
During 1988, we requested additional funding for children services,
detoxification, and services to men. These funds were requested from
the State's General Revenue Fund to ensure continued funding, We did
not receive funding for detoxification, but we did receive $125,000 for
men, $225,00 for children and $500,00C for women, all from the recurring
Ganeral Revenue Furd.

Denial of the request for detoxification funding may reduce our
capacity to accept pregnant women somewhat. As is commonly known, most

pregnant addicts are high risk, therefore detoxification must be managed

in a hospital setting with very close follow-up thereafter by an
obstetrician. Detoxification of pregnant women may take as long as

30 days depending on the woman's conditions. Dada County does not have
a hospital that affords such care for poor women. There is a County
Detox Center, but in addition to a waiting list, it will keep patients
only up to seven (7) days. However, we have been fortunate snough to
.make arrangements with two private lwspitals that will acceps ocur

pregnant

women for as long as necessary - in return, we accept some of

their clients in our outpatient program when funds are depleted,

The

Residential Substance Abuse Component for Women is one of five

(5) comprising the Department of Addictions and Preventive Health

Services.

1,
2.

3.

The other 4 compons.nts ase:

Outpatient Substance Abuse )
ALPHA - "A Learrirg Place for Hign Achievers". This is an
elementary school drecpout preventive program.
AIDS:
a. Comunity cutreach that feocuses on drug addicts,
prostitutes and other high risk persons;
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b. Counselling pre and post-test as well as on-going
counselling,

Health Education

The Residential Substance Abuse Component for Women accepts detoxed
women 18-3% years of age and women in the first trimester or the
beginning of the second trimester of pregnancy. Major objectives are

tos

l.

2.

Provide a climate that results in lifestyle changes fram one of
alcohol/chemical dependency, to one of preductivity in a
responsible manner

Prevent the birth of alcohol/chemically dependent infants

To accomplish the objectives, the following is provided:

l.
2.

A 7-day, 24~hour drug/alcohol free and therapeutic enviropment
Adequate, appropriate and qualified 7-day, 24-hour staff
Carprehensive Primary Health Care including Dental Sexvices
Infant Care on the premises by qualified staff, 12 hours a day,
5 days a week

Individual treatment plan

Individual and group counselling and therapy

Parenting education

Close contact with children and other family members

High School Equivalency (GED) Preparation

Job training and placement

Support groups ~ AA/NA

Aftexcare and long-term follow-up

The length of stay depends upon the individual. The ranae is 6
months to 12 months with 9 months being the average. Almost 100% of the
residents are addicted to "Crack Cocaine", however, several abuse
alcchol and other drugs. Needless to say, thus far, "Crack Cocaire" isg
the most difficult drug for addicts to relinquish.

This program consists of 4 phases, each with specific client
responsibilities and client priviledges, Rules and disciplinary acticns
including termanaticn are clearly delincated,
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Source of Raferrals

Family Health Center, Inc.'s Patient Population
Outpatient Substance Abuse Program

Individuals' Families/Friends

Criminal Justice System

Public School System

Metro~Dade County

SUMMARY

The Residential Services have been operative for one (1) year
November, 1988, with a capacity to treat fifteen (15) women.

Statistics for one year ~ November 1987 to November 1988

Admissions 26
Pregnant 6
Non-pregnant 20
Deliveries 3 =~ Full~-term, normal
birth weight and drug-
frce
Graduates 7
Dropouts 6 ~ Non-pregnant

Requirements for Graduation:

1. Minimm of 6 months sobriety

2. General Education Diploma .if client is capsble but is not a
high ‘school graduate )

3. Decent affordable housing )

4. 90 days of employment

S. Bank account with a minimum of $500.00

6. Regular attendance at Alcoholics/Narcotics Anonymous meetings

7. Alcoholics/Narcotics Anonymous Sponsor

8. Enrollment in Aftercare

The First Graduating Class was comprised of the original seven (7)
enrolled. -he three (3) who were pregnant delivered heaithy babies.
Their work status is as follows:

AIDS Peer Counselor Family Health Center, Inc.
Service Attendent Southern Bell
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work status (continued):

Medical Assistant Andersen Health Center
Sales The Miami Herald
Clerk Typist Metro vade County
Manager Jessica Cookies/Omi
Housemother

Although these seven (7) women have completed the intensive
residential program, they have not been discharged. They are enrolled
in the cutpatient or aftercare program where individuai and group
seasions are reqularly scheduled on a weekly basis. Additionally, they
attond AA or NA meetings at least once a week. Each has an AA or NA
sponsor. Additionally, the graduates have organized into a support
group for themselves.

Upon completion of the outpatient progra:, which may be as little
as 6 months, or as long as 18 months, follow-up and evaluation will
continue for a total of five (5) years from the date of admission to the
residential program. We plan to accomplish this thrcugh monthly reports
from AA/NA sponsors, periodic outreach (home visits) and involvement of
the graduates as role models to those in the residential program.

Whereas we do not know what our success rate will be, we strormqgly
believe that we have developed a model that should be closely chserved
by others for replication. We do know that we have the only Residential
Substance Abuse Program in the State of Florida that accepts pregnant
women.,

Furding to lease or purchase a building has been approved by the
Florida State Department of Health and Rehabilitative Sexvices, but
efforts to obtain the nccessary zoning changes three times on three
buildings at different locations have been defcated. A fourth building
has been identificd and staff is working with the homeowner's
association and businecsses to improve understanding and minimize
opposition to the required zoning changes.

e arc cauticusly eptamistic that a move frcm the towporary
quarters to a permanc’ @ tacility wisl occur in the very near future.

Stould cquestions regarding cost arice, the following infcennaticn
should be considered:

1. Start-up costs arc usually higher for any new proqram

2. The accomodation of fifteen (15) clicnts as a maMasmss relates
to the space available. A permanent facility will allew a

203
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minimm of 40. -

The cost of hospitalizing three (3) addicted infants prai wly
would have exceeded the total amount spent on this progr: f.
Foster home care for these infants could very well have ken an
outcome, Such costs must be considered.

As many as ¥ of the wamen probably would have been
incarcerated. These costs as well as the crimes that would
have been camitted are very important considerations.

More important than any of the above, is the fact that reunitirg
families, relieving human suffering and improving self esteem is:worth
more than any sum of money.
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Chairman MiLLEr. Ms. Cole.

STATEMENT OF CAROL COLE, M.A,, CHILD DEVELOPMENT SPE-
CIALIST/TEACHER, SALVIN SPECIAL EDUCATION CENTER, LOS
ANGELES UNIFIED SCHOOL DISTRICT, LOS ANGELES, CA

Ms. CoLE. Representative Miller, I would like to thank you, mem-
bers and staff of the committee for inviting me to provide testimo-
ny. My name is Carol Cole and I am a Child Development Special-
ist/Teacher working for Los Angeles Unified School District. The
past two years I have been teaching in a pﬂogfrogram for children
who have been identified as prenatally exposed to drugs, ages three
to six years old. The purpose of the program is to provide services
to preschool children who are quite competent cognitively but who
are defined as high risk because of the prenatal exposure to drugs.

We provide an enriched, supportive environment where children
can learn to believe in themselves, trust adults, modulate their
own behavior and interact cooperatively with peers.

We hope that if children learn these skills they will succeed in
school and later in life. The strategies that we empicy can be
taught to and implemented by the many adults who interact with
these children. The mechanism crucial to the development and evo-
lution of the program is a weekly transdisciplinary team meeting
to coordinate, consult, plan and evaluate.

Let me share with you if I might some scenes in m{:lassroom.

In the sandbox, Lonnie and Timmy are cooking. Lonnie gets
upset, ~eaches into her sock, pulls out a pretend knife and wields it
into Timmy’s face.

Marta gets off the school bus and her reply to my good morning
is a bar “Leave me alone. I don’t want to talk to you.” Later,
she bumps into the wall, spills her milk and seems to have forgot-
ten how to do the puzzle that she knew how to do well yesterday.
On occasion she stares vaguely into space. .

Timmy announces at sharing time, ““1 have a skateboard.” Robin
says, “Well, where is it?” Timmy begins to look increasingly puz-
zled and pegl:lexed. So I go over to him. As a teacher I begin to ask
him about the various houses in which he spends time each week.
“Is it at Nancy’s house?” This is his new foster mother. No. “Is it
at Grandma's House? This is his new foster mother’s mother. No.
“Is it at Mrs. Lane’s house?”’ This is his cld foster mother. No. *“Is
it at Susan’s house?” This is his biological mother’s house. No. “Is
it at Grandmother’s house? This is his biological mother’s mother’s
house. Yes, that's where the skateboard is.

Reading a favorite book, The Hungry Caterpillar to my class I
asked if they could remember the special name of that special
house thut caterpillars make before they become beautiful butter-
flies. You could see them thinking. With & little prompting from
me iiiustarts Ca, Ca, Ca. Allen blurts out with enthusiasm, ‘“‘co-
caine

These children are three and four years old. And while the mo-
ments I described to you are very atypical for three and four year
olds, children in my program do have many typical moments. Not
surprisingly we are recognizing that these children are as impacted
by their environments as by the prenatal exposure to drugs. After
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8 months in school, Allen is now onldy beginning to talk about his
mother’s recent release from Lail and how he does not want to go
back to the monster house where he was left alone for days at a
time and where they were always Puesmlg.

Lonnie is being raised by her father. He is 50 years old and start-
ed using heroin at age 18 in Harlem. He “sels that he has beaten
the system just to be alive. Lonnie’s 26 year old mother, as Lonnie
will tell you, has to go to meetings because she uses drugs. Lonnie's

andmother died of AIDS contracted from her LV. drug using hus-

and. Lonnie’s grandfather died of a heroin overdose.

As I described earlier Marta is showing signs of neurologic in-
volvedment. t:}-Iowever, she is living with caring and concerned
grandparents.

These simple descriptions allow you to see why we talk about the
interaction between environment and prenatal exposure to drugs
and why we say that there’s no typical profile of the drug-exposed
child. e these children are certainly more similar than dissimi-
lar to their peers, most of them do show episodes of disorganization
and behavioral unpredictability. In addition, they may display in-
discriminate attachment, by tgat I mean going up to an at
any time, or extreme fear and suspicion.

ly responsive care is crucial for children’s emotional and cog-
nitive well being. We know that only in the context of a good at-
tachment will a child’s true potential be known. As infants, these
children are temperamentally verg difficult. They may be placed
where caregivers are untrained and overburdened. For example, 66
percent of our parents are over 50 years of age. Multiple place-
ments often result. Fifty percent of the children in our program
live in foster care or group homes. Seventy-five percent have had
more than one placement and of these children the average
number of placements is 3.1 each.

Carter was fgrenatally exposed to PCP, heroin and cocaine. He
was removed from his mother at two years of age when authorities
were investigating his sister’s birth. She was born addicted and
grossly deformed. A one year old brother was also removed. In a
system designed to provide protection, Carter by age 8 and a half
has been in six different places and currently lives in a group home
where he has nine different caregivers.

Intervention strategies to be effective must attempt to counter-
balance prenatal and perinatal risk factors and stressful life
events. To accomplish this the teacher must build in protective fac-
tors within ihe classroom and provide facilitative ways for young
children to a:{:?ro riately cope with stress. We know what those
protective and facilitative factors are.

Establishing a strung attachment with each child through under-
standing, acceptance and advocacy must be the teacher and the
caregiver's major priority. When early intervention services are
provided to drug exposed children and their caregivers positive de-
velopmental outcomes are enhanced. To successful work with this
population as Drs. Halfon and Chavkin said so clearly this morn-

, interagency cooperatioa and coordination is vital.

amilies must be involved. In addition, to successfully interact
with children, specialized teaclﬁnfb and caregiving strategies are
needed. These strategies are teachable. Serving young drug-exposed
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children in regular day care, preschool and kindergartens without
specialized help will not be sufficient to meet their needs. Con-
versely, isolating these children into specialized classrooms is pro-
grammatically and economically unfeasible.

I would like to conclude these remarks by highlighting five areas
of service deliver]{ that need increased attention and development.
First, programs that teach parents about the impact of drug abuse
on the developing fetus are critical. Second, increasing the prenatal
care available to mothers who are abusing or have abused drugs is
essential. Third, additional drug treatment programs for pregnant
add.cts are needed.

Two additional areas of needed development relate to training of
service providers or caregivers who are raising these children.
First, support services for extended family members who take on
the responsibility of these children must be increased. Currently,
80 percent of our children are living with extended family mem-
bers. Respite care, day care and parent training are just a few
areas in which extended families do need help. Second, we must
provide training to day care, Head Start and school personnel so
that these children can function successfully within their pro-
grams.

I hope my testimony lias been helpful to the committee. I want
to thank you again for providing me this opportunity to share chil-
dren and families in our program with you. Ultimately the develop-
ment of these children rests on what we as a society are willing to
invest in longitudinal services for them and their caregivers.

Thank you.

Chairman MiLLEr. Thank you.

[Prepared statement of Carol Cole follows:]
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PREPARED STATEMENT OF CaroL CoLE, M.A, CHILD DEVELOPMENT SPECIALIST/
TEACHER, SALVIN SpxciAL EpucaTioN CeNTER, Los ANGELES UNIFIED ScHOOL Dis-
TRICT, LO8 ANGELES, CA

Representative Millar I would like to thank you, members and
staff of the committee for inviting me to provide testimony.
name is CaZol Cole. I am a child Development Specialist/Teacher
working for Los Angeles ynified School District. I have been
working with high risk young children and their families for
twenty years, the last ten with the Los Angeles Unified School
District. This past two years I have been teaching in a pilot
program for ch.ldren who have been prenatally exposed to drugs,
ages three to six.

I, as a classroom teacher do appreciate the opportunity to
address this important isgue.

In the sandbox, Lonnie and Timmy are "cooking." Lonnie gets
upset, reaches into her sock, pulls out a pretend knife and
wields it into Timmy's face.

Marta gets off the school bus and her reply to my good . .
morning is a barking "Leave me alon:. I don't want to talk to
you." LAter, she bumpa into the wall, spills her milk at lunch
and seems to have forgotten how to complete the puzzle she did
w#ell 7esterday. >n occasion she stares off blankly into space.

Walking down the hall one of the children, who has just
started to trust me, szays, "I don't want to hold your hand." I
respond, “Okay, “ou Zon't need to," and I let go of his hand. He
throws himself =n the floor and starts screaming. After much
searching for the answer to this puzzling interaction, = figure
out what he really wants is for me to pick him up. He doesn't
<now how to ask for =his.

Jutside, chiidren get into a dispute nver who gets the next
turn :n the wagon. ’erry “urns to Marta, says "shut up," and
sarows a Crip sign. The Crips, as I am sure you know is a Los
sngels Gang involwved in drug rrafficking.

Timmy announces at sha:ing time, "I have a skateboard."
fopin says, "Welli wnere s i=?" Timmy looks increasingly puzzled
ind distressed. 4s a teacher, T begin to ask him abecut the
‘arious houses .3 which he spends time each week. "Ts :t ar

Nancy's house (his new foster mother)?" "No." s it at Grandma's
souse (his new foster mother)?" "No." ‘ig it at Mrs. -—ane's
qouse lhis old foster mother)?" "No." It is at Susan's house
his piological mother's house}?" "No." It is t Grandmother's
aouse (his biological mother's house)?" ‘“res."

Reading a favorite book, The Hungry Caterpillax <o my class,
{ asked if they could remember the special name of tnat special
“ouse that caterpillars make before they become beautiful
sutterflies. ‘7ou could see thaem thinking. wWith a little
prompting from me, Tt starts, CA-CA-(‘< ," Allen blurts out with
2nthusiasm, "Cocaine.'"

These children are only 3 & 4 years old. while the moments
: described are very atypical for 3 & 4 vear olds, these children
nave many moments where they are very typical. ‘We provide early
intervention with =ne nope that we can increase the number of
typical moments.

With interest ¢rom +he Division of Special Education,
“sychclogical cervices, Health Services, and School Mental
Yealth, Los Angeles "n:fied School District began a pilot program
ior pgeschool caildren prenatally exposed to drugs in the spring
if 1387,
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The purpose of the program ig to provide services to
preschool age children who are quite competent cognitively, but
defined as high risk because of prenatal exposure to 4Arugs,

Through an enriched preschool experience, home school
interaction and interagency cooperation, we are developing
strategies designed to help these children believe in themselves,
and also abide by the larger society's rules. These strategies
can be taught to and implemented by the many adults who will
interact with these children.

We have attempted to provide a supportive environment where
the children can learn to trust adults, to modulate their own
behavior, to interact cooperatively with peers and to believe in
themselves. We hope that if children learn these skills, they
will succeed in school and later on in life.

The pilot now consists of three classrocms for children, two
are located at the Salvin Special Education Center and are for
children three to five years of age, _Tha third clasarcom is at
Seventy-Fifth Street School and is for kindergarten «ge students,
and has for cne of it's purposes mainstreaming-~placement in
reqular classrooms. Each classroom consists of three adults to a
maximum of eight students, A psychologist, social worker, nurse
and pediatrician are assigned to work part time with children and
families. The children also receive the services of an adaptive
physical educator and a speech and language therapist as needed.

Rey components of the program include:

- developing a referral network with hospitals, social service
agencies and foster care providers;

- screening students to determine appropriateness for the
program, :ncluding psychological and medical evaluations;

- establishing a working partnership with the parents or
guardians, including home visits, school conferences, parent
education and coordination cf support services;

- classroom intervention for the children to further assess
needs and prov:de positive and integrated learning
experiences in social, emotional, motor, speech and
cognitive areas:

- monitoring progress to determine readiness for tran.ition to
alternative placements;

- evaluating students and the prugram to provide inforuation
to the School District for policy making and to the :chool
staffs for prroviding ongoing services to this population
The mechanism crucial to the development and evolutio. of

this program was a weekly transdisciplinary team meeting tc
coordinate consults, plan, share and evaluate.

" INDINGS:

1. Nnt surprisingly, we are recognizing that these children are
as impacted by their environments as by the prenatal
exposure o arugs. After eight months in school, Allen is
only now beainning to talk about his mother's recent release
from jail ad how he doesn't want to go back to the "monster
house" where che left him alone for days at a time and where
"they was aiways fussin.' Carter was prenatally exposed to
?CP, heroin and cocaine. He was removed from his mother at
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2 years of age when authorities were inver cigating nis
sisters birth. She was born addicted and grossly deformed.
A one year old brother was also removed. In a system
designed to provide protection, Carter by age 3 1/2 has been
in six different pPlacements and currently lives in a group
home where he has nine different caregivers.

Lonnie is being raiged by her father. He is 50 Years
old and started using heroin at agfr 3 in Harlem., He feels
he has beaten the odds to even be 'e. Lonnie's 26 year
old mother, as Lonnie will tell yu., nas to go to meetings
decause she uses drugs., Lonnie's grandmother died of AIDS,
contracted from her IV using husband. Lonnie's grandfatner
died of a heroin overdose.

Jerry was recently kidnapped by his mother when she
lost custody of him due to alleged reuse of drugs.

As I described earlier, Marta is showing signs of
neuzolggical involvement. she is living with caring,—
invdlved grandparents. IvVe” glready told you ‘about Tilmy's
five biological and foster home situations. I also want you
0 know that he s caring, and interested in learning and
7ery rescueable. These gimple descriptions allow you to see
wWhy we talk about the interaction between environment and

<+ These children display a broad range of problems from severe
nandicapping conditions to risk factors. They present a
perplexing, sften times difficult-to-articulate-in-specific
texrms set :=f behaviors that are not acceptable in
<lassrooms. Exaggerated behavioral patterns are often a way
3 child copes with a Situation that is overwhalming to
aim/her. These behaviors may continue in more aggravated
forms unless the child receives intervention services.

These vulnerable children may display poor motor
3kills, delays {n speech and language, poor problem solving,
attention and concentration difficulties, inability to
drganize play and extremes in behavior ranging from apathy
t9 aggression, from passivity to hyperactivity, from
indiscriminate trust to eéxtreme fear and suspicion.

The problem is further complicated because these
behaviors often present themselves intermittently.

Sometimes one can identify something into the environment
that seems to cause the behavioral difficulty; other times a
special event cannot be identified. This unpredictable
pattern makes it difficult for caregivers, be they teachers
or parents, to accurately read children cues. Most of the
children in the pilot Program show episcdes of
disorganization, behavioral unpredictability aad
difficulties with attachment. In a sense the cognitive
competence demonstr ted by this group will not be enough, by
itself to protect t.em against school failure.

3. In early infancy, these children are noted to be difficult
<0 handle, :comfcrt and feed. They are duscribed as jittery,
irritable and unable to organize their .esponses to siqghts,
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sounds, objects and people in the environment. These
behaviors make the formation of a strong attachment between
caregiver and child leas likely than with a typical chi.d.

There ar also factors on the caregiver side which may
interfere wit . attachment. Biological parents, when they
are given custody, are often struggling with their own drug
abuse. When =xtended family member, such as grandparents,
take on the responsibility of raising these children, they
are given little if any programmatic support, such as
respite care., Foster parents are given little information
on how to respond to the atypical behavior these children
present. When interactions between drug exposed infants and
caregivers result in lack of attachments, rejecting or
inconsistent care, children are at grater risk for
developing mistrust, suspicion and fear. These attitudes
may carry through to later stages of davelopment.

RECOMMENDATIONS :

The inc:idence of prenatal exposure to drugs has been on the
r1se for the past decade, with some studies indicating 11% of the
~1rths in Ameriza, “et, some of the children do need for adults

0 interact wWitn “nem ln special ways. Fortunately, existing
programs fcr osrher nign riSk young children in general, provide
some information on the qualities necessary to sumpport children
prenatally exposed :o drugs.

The Hat:ional Association for the Education of Young
‘hildren, as wel: as groups such as the Infant Association of
lalifornia, zhe Perinatal Substance Abuse Council of Los angeles
sounty and the alifornia First Chance Consortium have provided
sOsition stitements -nat .dentify ti.e qualities of a supportive
environment fo5r coth young children and their caregivers. Our
axperience .n the iast I years as direct service providers along
Jith the in¥ormation :ust mentioned from the tfield of Early
‘niidhood Zducatiosn .caas 4s 9 offer the following hine
:snclusion:

.. Zarly rositive, responsive care is crucial for zhildren's
amotional ana cognitive well being. Establishing a strong
attacnment with each child through undexstanding and
acceptance .3 a teacher's major priority. Only :in the
context of a good attachment will a child's true potential
be knowri.

2. While menitoring skill acquisition in the areas of language,
social emotional, cognitive and motor development 1is
necessary, .t does not constitute an adequate assessment of
the chili's vrogress. The manner in which the child uses
these sk.lls during play, at transition time and while
engaged n self-nelp activities is equally important. Close
observat:on of a child's behavior at these times allows for
the understanding of how he/she experiences stress, ivelieves
~ension, copes with obstacles and reacts to change. It
crovides -aluaple :aformation on how the cnhild uses peers
and aault.: =5 mmeet needs and solve problems.
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3. Different children respond to stress (internal or external)
in different ways. Individual children show different
responses to the same stressful events on different days.
Teachers need to develop a Sensitivity to the particular
meaning different stressors have for the individual child
and not have a predetermined set of expectations for or
responses to child behavior.

4. The home is recognized as an essential part of the
curriculum. Facilitating parental/caregiver goals helps to
establish a close working relationship between home and
School. Intervention Strategies that strengthen positive
interaction between child and family increases parental
confidence and competency to raise the child and allows the
child to benefit beyond his formal contact with the school.

5. Program intervention is best achieved when all profeaasionals
concerned with the child and family are coordinated. To
accomplisn -n:s successfully, -ime must Le allotted for
teacners v: meet ind plan with assistants, and to work
together .» a transdisciplinary model with the support of
social serv:zes. medicine, psychology, speech and ianguage,
ind saavt:v» snys:cal education.

3. Intervent::cn 3tirategies, to be effertive, must attempt to
sounter saiance grenatal and perinatal risk factors and
stressfy: ._.Ie ovents. To accomplish this the teacher must
suild .n protective factors within the classroom environment
and grov:ice facilitative ways for young children to
appropr:iatec.y 7ope with stress. Self esteem, self control
ind proplem 3ziving Mastery 18 best achieved whnen protective
factors irc czurleg with a facilitative approach in the
acquisition i retter coping skills. “hese protective and
facilitative -actors are not dissimilar from what wnuld ke
suilt irec .y 7o0a grescnool program, sut receive
additionai irtent:ioan :in rhis environment kecause drug
2Xposed :n:iiren are less resilient.

lespect. iign ::sKk znildren need a setting composed of
AULtUring iaults wno are respectful cr cnildren's work and
play space. ind wno do not make unrealistic demands, nor
unpredictaoly appear and disappear. In staffing programg
for high r:sk unildren not all professionals will ke
available =n a caily basis. Some important professionals
le.g. speech and language therapist, psychologist, social
worker, ctc., zome into the classroom weekly or less
frequently ©5 .nteract with the children. These adults
should deveicp a routine for reintroducing themselves and
predicting ::r <he children when they will appear again.
Zonsistent :torsonnel who help children understand che
visiting aaul:'s schedule enhance a child's sense of

securaity.
Rituals & Fout:ines. High risk children need a setting which
~S predictacie. :roviding continuity ana reliapiliv:

chrougn ::::a.s, :sutines and scheduling activit:ies to occur
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in a predictable order over time, strengthens a child's
self-control and sense of mastery over the environment.
Regulated Limit Setting. High risk children need a setting
in which the number o% Xplicitly stat.d rules are limited.
3y limiting clasaroom rules, children are encouraged to
explore and actively engage in their social and physical
environment. While it is possible to teach specific
objectives by relying on rules to control the child, it may
be at the expense of the child's intrinsic motivation,
problem solving capacity ané self mastery.

Flexible Room Environment. High risk children need a
setting in which classroom matarials and equipment ocan be
removed (reduce stimuli) or added (enriching the activity).
Transition Time Plans. High risk children need a setting in
which transition time between different classroom events is
seen as an activity in an of itself, and as such has a
beginning, middle and end. Special preparation is given to
this activity recognizing that transition times are one of
-he best =imas of the day to teach the ciiild how to prepare
ior and cope with cnange and ambivalence.

Adult Child Ratio. High risk children need a setting in
wnich the aault zaild ratio is high enough to promote
itcachment, credictability, nurturing, an on-going
assistance .n learning appropriate coping styles.
Attachment. High risk children need a teacher who accepts
2acn child as hesshe comes, with a history of both positive
and hegat:ve experiences. A high risk child may have a
sistory cf zoor attachments and lack of trust. The degree
<o wnich a caild comes to truat the world, other people and
aimself/herself depends to a great extent upon the qualitcy
:f care nessne receives. shen care 1s ilnconsistent,
_nadequate or relecting it fosters mistrust, fear,
suspic:ion, ipathy cr anger towards the world and people :a
rarticular. These feelings will carry through to :ater
itages <:i zevelopment.

Teelings. High risk children need a teacher who accepts
-nat children have negative and positive feelings. Feelings
ire real, .mpoitant and legitimate. Children behave and
-1sbehave for a reason, cven it if can't be £igured out. In
responding <o a child's misbehaviur. DJoing so allows the
-nild to recognize that his/her feelings a:x r2al and valid.
3eing understood facilitates self esteem and promotes a
Wwillingness to funcrion with prescribed limits.

Mutual Discussion. High risk children need a teacher who
acknowledges that children's behavior, feelings and
experiences are open "o mutual discussion. Talking about
sehavior and feelings, (done with empathy rather than
cudgement) alidetes the child's experiences and sets up an
iccepting atmosphcre. Permission to have these feelings
_eads to the .ncrras~d ability to distinguish between wishes
and fantasies on tue one hand, and reality on the other.
Jerbal expression allows the child to integrate past and
“resent events i1Nto a total experience. This integrating
srocess .caas t.) the child's increased ability to modulate

sehavior, jainh self-~ontrol, and express his/her own
teelings.
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ggée uodei. High risk children need a teacher who
understands that by establishing an individual, trusting
relationship, the teacher becomes an important person, and
behavior the teacher models is more 1likely to be imitated.
Peer Sensitivity. High risk children need a teacher who
realizes that a child becomes sensitive and aware of the
needs and feelings of others only by repeatedly having
nis/ter own needs met.

Decision Making. High risk children need a teacher who
recognizes that it is important for children to be allowed
to make decisions for themselves., Freedom to chooge and to
assume the responsibility for those choices, gradually
expanded in view of the child's physical, social, emotional
and intellectual growth, promotes self-esteem, problem
solving mastery and moral values.

When early intervention services are provided to drugs .
exposed children and their caregivers, positive T
ievelopmentai cutcomes are enhanced. These young children
io petter .a scnool and in the home/community. If sporadic
mastery and behavioral difficulties are not remediated
iuring crescnool years, they may not be remediable later.
“he cni.dren are -ore iikely at this age to learn
ibpropriate social, emotional, language and cognitive
skills. Most drug exposed children are probably in the high
risk category rather =han developmentally disabled. we hope
-9 brevent scnool failure by providing suppart early and
lcnsistently.

In order =3 successfully interact with Prenatally Exposed to
irugs (PED} -:n:liren, specialized teaching and caregiving
strategies ire needed. The provision of simply serving them
-7 & regular crescnool or kindergarten environment without
“pecializea neip wiil not be sufficient <0 meet their needs.

successful ways ta .nteract with these children are
teachable =5 parents, foster parents, extended family
“embers. :ay care, preschool and kindergarten teachers as
«ell as neaith and social service workers. In a sense,
whese children successes will depend on the number of adults
‘n thelr world wno are willing to behave in new ways. ways
that respond with respect to the child as a unique
:ndividual.

- would like :o conclude these remarks by highlighting five

areas of service delivery that need increased attention and
develiopment. Firsr, programs to teacher "parents-to-be" about
wmpact of drug apnse on the developing fetus are critical.
Second, increas:ng *he prenatal care available to mothers who are
abusing or have apused drugs is essential. Third, additional
drug treatment rroqgrams for pregnant addicts are needed. I'm

Susl that testimony grovided to this committee by experts .n the
area =f prenatu. -irc ind treatment has defined the needs and
;ust:ifjcation .: rnese taree areas.
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Two additional areas of needed developmant relate to
training and services for the caregivers who are raising these
children. First, support services for extended families who take
on the responsibility of these children must be increased.
Resplite care, parent training and preschool services are just a
few areas in which extended family membars may need help.
Finally, to reiterate 3 point made several times earlier, we must
provide training to ay care, headstart and child care personnsl
so that these child:en can function successfully in community
preschaol programs.

I hope my testimony has been helpful to the committee. I
want to thank you again for providing an early educator the
opportunity to share her ideas and experiences. Ultimately the
development of these children rests on what we as a society are
willing to invest in longitudinal services for them and their
caregivers. -

Respectfully supmitted,

/ l__’
L,:QW7 e

taroi Zole

on behalf of -ne Los Angeles Unified School Districts, division
>f special Eaucat:on, 2reschool Enrichment Development (P.E.D.}
Team.

arol K. lole, A.A., Child Development Specialist/Teacher
“icky Ferrara., Zariy childhood special Educator

dary Jones, zar.y Thildhood Special Educator

Ceborah Johnson. M.3.W., L.C.S.W., School Mental Health
“alerie wWallace, “.A., 2sychologist

facnelle Tyler, '1.C., ichool Pediatrician
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Testimony presented to the Select Committee on Children, Youth
and Families, United States House of Representatives by Carol K.
Cole on behalf of the Divisior of Special Fducation, Los Angeles
Unified scheui District.

EXECUTIVE SUMMARY:

Los Angules Unified School District began a pilot program
for preschool children prenatal., exposed to drugs in the spring
of 1987.

The purpose of the program is to provide services to
preschool age children who are quite competent cognitively, but
defined as high 1isk because of prenatal exposure to drugs.

Through an enriched preschool experience, home school
interaction and interagency cooperation, we are developing
strategies designed %o help these children believe in themselves,
and also abide by the larger society's rules. These strategies
can be taught to an& implemented by une many adults who will
interact with these children. We hi¢ve attempted to provide a
supportive environment where the children can learn to trust
adults, to modulate their own behaviof, to interact cooperatively
with peers and to believe in themseives. We hope that if
children learn these skills, they will succeed in school znd
later on in life.

The pilot now consists of three classrooms £or children.
FEach classtoom is staffed by three adults to a maximum of eight
students. A psychologist, social worker, nurse and pediatrician
are assigned to work part time with children and families. The
children also receive the services of an adaptive physical

cducater and a speech and language therapist as necded.
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FINDINGS:

We are recognizing that these children are as impacted by
their environments as by the prenatal exposure to drugs. These
children display a broad range of problems from severe
handicapping conditions to risk factors. Exaggerated behavioral
patterns are often a way a child copes with a situation that is
overwhelming to him/her. These behaviors may continue in more
aggravated forms unless the child receives intervention services.

These vulnerable children may display poor motor skills,
delays in speech and language, poor problem solving, attention
and concentration difficulties, inability to organize play and
extremes in behavior ranging from apathy to aggression, from
Passivity to hyperactivity, from indiscriminate trust to extreme
fear and suspicion.

Most of the children in the pilot program show episodes of
disorganization, behavioral unpredictability and difficulties
with attachment. While they may show these problems, they also
have areas of typical development. They are more similar to
their typical peers than they are dissimilar. In a sense the
cognitive competence demonstrated by this group will not be
enough, by itself to protect them against school failure.

RECOMMENDATIONS ;

1, A quality preschool environment makes a difference for

children prenatal exposed to drugys.
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Strategies that are effectlve ip helping these children cope

and learn have been developed for classroom and home usc,

These strategies can be taught to pavents, foster parents,
extended family members, day care, preschocl and
kindergarten teachers ag well as health and social service

workers.

Personnel from community preschool programs, e.g. Headstart
should be trained to work with children Prenatally exposed

to drugs within their own program settings.

Services, such as respite care, and after school programs,
should be provided to extended family members and foster
families who take on the responsibility of raising these

children, -

Increased services must be developed for biological parents,
including more available prenatal care, additional drugs
abuse treatment facilities for pregnant mothers and

parent/child education classes.
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Chairman MiLLER. Ms. Meijer.

STATEMENT OF LUCIA MELJER, SUBSTANCE ABUSE SPECIALIST,
WAMI AIDS EDUCATION AND TRAINING CENTER AND PRO-
GRAM, SEATTLE, WA

Ms. MewER. Thank you. My name is Lucia Meijer and I want to
thank Mr. Miller and Mr. Bliley for inviting me to testify here

today.

Iaiave worked in the field of substance abuse for close to 15
years as a counselor, administrator and now as an educator. I am
currently substance abuse education coordinator at the AIDS Edu-
cation and Training Center at the University of Washington School
of Medicine.

I'd like to take this opportunity to emphasize the fact that the
majority of AIDS cases involving women and babies are directly re-
lated to intravenous drug use; that the majority of these cases are
black and Hispanic; that although new cases involving homosexual
and bisexual men are declining, cases involving I.V. drug users and
heterosexuals are increasing and the majority of these are black
and Hispanic.

Today I would like to address some of the concerns of the com-
mittee regarding the ability and capability of existing treatment
services to deal with the problems of addiction among women. I
have worked over the last 15 years primarily with what are often
referred to as hard core addicts and it has been my experience that
treatment for women in this category is often not only unavailable
but inadequate.

First of all although treatment services appear to be plentiful,
women without financial support can only access a very limited
range of these services. The largest single source of support for
treatment comes from private, third party payers such as Blue
Cross/Blue Shield and H-M.Os.

Illicit drug users particulary female illicit drug users and even
more Earticularly those who are pregnant and have children often
don't have the family or job stability necessary to maintain private
insurance. In fact, if we compare programs that are aimed primari-
}y at illicit drug users to other chemical dependency programs, we

ind that these programs rely primarily on government support for
funding. These programs are also the {i%hest utilized and inciden-
tally have the highest proportion of female enrollment.

I also believe like some of the other members that have testified
here t.odgi' that there is an underinvolvement of other health care
and social services in the prevention and treatment of addiction.
One reason for this I believe is that our understanding of addiction
tends to be very narrow, there is a heavy reliance on self help ap-
proaches to treatment that are modeled after AA Fellowship ap-
proaches or therapeutic community families. This has had ma;xdy
benefits but it has also created a closed circuit perspective on ad-
diction, that is, those people who experience success in self help
programs §o on to assume positions of responsibility and leadership
in the field so that definitions of addiction and recovery tend to re-
flect the characteristics and experiences of this successful group.
This can leave out many people who can’t identify with the pro-
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gram characterization of addiction or who did not benefit from
trei:tgnent methods offereltil.t £ th le who don't it

18 my perspective that many of the people who don’t fit in
have been women. The reliance on these selF help approaches is
due at least in to the fact that they are more cost effeciive
than more individualized interventions that may require more ex-
pensive personnel and services.

Another influence that has increased the separation of substance
abuse treatment from other interventions has been the overuse of a
single modtgl offaddictii;ox}. Thll:e ngogel often describe?1 ac%d_ictioxil;xqt
as a symptom of something e ut as a primary underlying physi-
ological giaorder which makes the life of the affected person in-
creasingly unmanageable. This model was first applied to alcohol-
ics but was adopted by a wide range of profit and not for profit pro-
grams after treatment for alcoholism was approved for private in-
surance coverage.

However, there’s increasing evidence that for many substance
abusers addiction is in fact a symptom or a cofactor of o wide range
of other conditions includinir underlying major depressive disor-
ders, untreated health problems, dysfunctional re ationships in-
cluding physical, emotional and sexual abuse. For these individuals
w}f!:ltse ishofben the primary treatment approach to addiction can be
a ope.

In many programs the extent of specialized services for women is
the addition of a women’s group or assignment to a female counsel-
or. The belief that all addiction has a common cause and course
has discouraged the aggressive involvement of other health care
glpc:.social service providers in the prevention and treatment of ad-

ction.

I believe that there are few alternatives to the current system of
treatment that can be developed that both encourage existing pro-
grams to be more responsive to the needs of women as well as de-
velop new programs.

First of all I would recommend increased supports for specialized
women’s programs including the comprehensive perinatal sub-
stance abuse treatment programs that have been Jescribed today. I
also suggest that we increase the ability of states to access treat-
ment monies. In a recent article in the New York Times there was
a report that there are $777 million in federal funds available to
states for drug education and rehabilitation that have not been
used and are due to expire on September 30th. The reasons given
for failure of many states to apply for the money included a lack of
state programs that the federal funds are intended to help and
slow moving state governments that are confused by the federal
formulas for allocating and using this money.

A third approach may be to focus funding opportunities on pro-
grams that service clients in low socioeconomic groups. A fourth al-
ternative would be to provide federal leadership in the deve'o
ment of programs that use efficient and effeciive treatment meth-
ods by first of all increasing the ability of chemical dependency
programs to recognize and treat a wide range of addictive behav-
lors and pre-addictive behaviors. Increasing the responsiveness of
other provider systems such as mental health, public health, crimi-
nsl justice, etc. to the problems of substance abuse. Increasing the
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coordination of services between suhstance abuse and other health
care providers through partnership grants that encourage one or
more agencies tc pool resources and services and to explore the
maximizing of resource utilization and effectiveness through case
management programs that can f;:lr:l)vide centralized assessment,
placement and case coordination ctions for substance abusing
clients referred by a variety of institutions including welfare,
criminal justice, public health and mental health.

Thank you very much.

Chairman MiLLER. Thank you very much.

[Prepared statement of Lucia Meijer follows:]



217

PREPARED STATEMENT OF LUCIA MEIJER, SUBSTANCE ABUSE EDUCATION COORDINATOR,
WAMI AIDS EpucaTION AND TRAINING CeNTER, UNIVERSITY OF WASHINGTON, Di-
PARTMENT oF MEDICINE, SEATTLE, WA

8ubstance Ahuse Treatment and Women

My name is Lucia Meijer. I want to thank Mr. Miller and Mr.
Bliley for inviting me to testify here today.

Despite an apparent proliferation of chemical dependency
treatment programs throughout the country, there is reason to
believe that females experiencing cocaine and other drug
addictions may not be able to access or benefit from existing
treatment services.

Treatment services are not uniformly available or utilized. The
1987 National Drug and Alcoholism Treatment Unit Survey (NDATUS)
collected information on 8,690 facilities with a total of 614,123
clients on a given date (10/30/87) and 2,264,111 unduplicated
clients over a 12 month period. The data in this report suggest
that there are significant variations in treatment utilization,
and that these differences may reflect a lack of availability of
treatment to certain populat.ons.

Treatment for people with primary drug abuse problems appears to
be over utilized compared to treatment for alcoholics. The
report describes three types of treatment programs: “Alcohol
nly facilities" (24%), "Drug only facalities" (14%), and
‘Combined alcohol and drug facilities® (62%). while the majority
of programs fall into the combined alcohol and drug category,
clients with primary drug abuse problems (43% of all clients)
were far more likely to utilize a single type of facility (drug
only) than their alcoholic counterparfs (57% of all clients) who
were more likely to utilize both alcocholism only and the combined
facilities. Drug only facilities accounted for 55% of all drug
abuse clients counted in the study and had the highest
utilization rates (91%) compared to any other type of treatment.
BY comparison, alcohol only facilities accounted for only 39% of
all alcoholism clients and wera utilized at a rate of 83%, and
the majority uf alcohol clients (6z%) were in combined facilities
that had a utilization rate of go0%. Although there were far
fewer drug only facilities than alcohol only facilities (1,075
versus 1,708), the drug only facilities were generally larger,
reporting more clients in treatment. In effect, it appears that
c umber of persons o) rice

are accessing only a small percentage of treatment programs and

that compared to other types o tment, these

Differences in treatment utilization appear to be baged, at least
in part, on socio~economic differences in ciient populations.
Overall, almost two-thirds of clients in the NDATUS study were
white, however, black and Hispanic clients accounted for 41% of
the drug abuse cliecnts compared to only 25% of the alcocholism
clients. Drug abuse clients were generally younger than
alcoholism clients with clients under 25 accounting for 36% of
drug clients compared to 26% of alcohol clients. About 28% of
all clients in treatment were female, this is an increase from a
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previous NDATUS study that reported 22% female enrollment during
1982, Increases in female enrollment are most dramatic in drug
treatment programs where the proportion of women was higher among
drug clients than among alcohol clients (33% versus 24%).

Based on these figures, there appears that there is a significant
segment of the chemically dependent population that cannct access
a large segment of the total service system. The largest single
share of financial support for all treatment services in the
NDATUS was provided by private third-party payors (31% of all
funds) such as Blue Cross/Blue sShield and HMOs overall treatment
services suggesting that for many treatment is contingent on a
certain degree of job or family stability. However, the largest
source of financial support for drug abuse was State governrent,
which included funds provided by ADAMHA through Block Grants and
accounted for 27% of drug dollars, while the largest source of
support for alcohol programs was privats third party payments.
Despite the fact that almost 80% of treatment programs are
privatuly owned, government programs which represent only 20% of
all services carry almost 30% of all clients.,

Poonomic limitations on treatment availability may have a
disproportionate impaot on addicted women. There is increasing
concern over the trend towards the "feminization of poverty",
Studies of drug dependent women (Sutker 1981) indicate high
levels of unemployment in this population (from 81% to 96%). Of
the women in federally funded treatment programs most had no’
ompleted high school. Even after completing treatme.t, 72%
continued to be unemployed and lackad necessary skills to get or
keep 2 job., It has been argued that the female addict is likely
to be even more socially and econmmi~4lly dysfunctional than her
male counterpart because of cult .. stigmas against female drug
use that increase her isolation rom family and other socio-
economic supports.

Many female addicts are responsible for one or more children and
this further limits their ability to access or utilize
educational and vocational options. AIDS related studies reveal
that of the IV drug users that were in relationships, the
majority of women had partners who were also drug users while
almost 80% of the male IV drug users had non-drug using partners.
The female addict is less likely to be able to rely on a nore
stable partner for support, yet she is more likely to be
responsible for the care of children. High pregnancy and birth
rates have been documented among female drug users (Deren 1985)
due in part to a lack of use of birth control, a belief that
pregnancy cannot occur because of absent or irregular menses
related to drug use, faulty perception of the early svmptoms of
pregnancy due to drug impairment, and the limited ave lability of
Publicly funded abortions, as well as personal resistance to the
idea of abortion.

Fev treatment programs are designed to meet the needs of women
drug usars. Because the actual number of women in treatment is
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small, and because female addicts are more likely to be in highly
utilized drug programs, speciaiized services for the addicted
woman have not been a priority in the treatment system. Perhaps
even more importantly, many programs lack the flexibility and
skills to develop relevant programming for women. Most treatment
approaches are based on the characteristics and dynamics of
addiction among male populations and ccamparatively little has
been done to define the unique nature of addiction in v men. If
addiction is in fact, a complex interaction of bioclogica.,
psychological, and sccizl factors, then differencer in gender
should ba a primary variable in how addiction is developed and
sustained.

Many programs operate from a single model of addic*ion and
recovery, although current research suggests strongly that
different typas of clients require different treatments. This
does not hnecessarily require more programs, just more effective
use of existing services. McLellan et al. (1986) found that
within a single program, clients who were matched to specialized
services according to a variety of individual characteristics did
better than those who were not matched This prospective study
also found that clie.t-treatment matching methods made it
possible to identify clients suited to less expensive outpatient
and/or shorter term programs resulting in a more cost efficient
use of resources ("Drug ibuse and Drug Abuse Research", The
Second Triennial Report to Congress From The Secretary,
Department of Health and Human Services).

“Marketplace" and other social influences have limited rather
than expanded the scope of existing services, also limiting their
ability to target special population needs. Despite an abundance
of scientific research that supports the existence of multiple
levels and types of addiction (Pattison et al., 1977, 1982,
Nathan, 1981) a disproportionate number of programs emphasize a
primary single treatment approach, usually based on the socially
acceptable (and insurable) "disease model" of wddiction. Among
other things, the advantages of this model are that it removes
the paralyzing stigma associated with addiction, encourages
enrollment, and increases access to private insurarce.
Unfortunately, over utilization of any single model limits the
ability of programs to effectively address the needs of a
heterogencous population. Just as a vhysician would not
prescribe penicillin for every kind of infection, the substance
abuse treatment system needs to develop a repertoire of primary
interventions for dealing with different types of addicts. This
should be distinct from single approach systems that are propped
up by various "ancillarv" services, or ":-attershot® approaches
that offer a variety of services without individualized matching
of clients and services.

For many programs, the extent of specialization for women is to
provide "women's groups" that are added on the primary treatment
mode. These "add on" groups do not substantially change the
overall context ot the woman's treatment experience. &ll too
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often, the task of the women's group is to attempt to translate
the prevailing treatment philosophy to fit theiv own
circumstances as women. A more effective approach may be to
design treatment goals, objectives, and procedures for women that
are relevant to their particular needs and circumstances.

vhe effectiveness of existing programs to address the newds of
addicted women may be increaied through a better understanding
and application of some basic principles of human behavioyr.
There is a tendency in many programs to rely on the collechive
experiences of recovering addicts/alcoholics to formulate the
guiding principles of treatment. Approaches that are viewed as
intellectual or academic~based are not trusted. ASs a result,
many programs have been criticized for lacking a firm theoretical
base for their treatment technigues, Client success or failure
is often attributed to something referred to as "motivation"
although this quality is seldom measured or defined. The term
imotivation® is often used as if it describes an intrinsic
characteristic such as blue eyes or curly hair. Thera is reason
to believe however, that readiness for change (or "motivation')
is dependant on a number of internal and external variables that
can be recognized and manipulated to optimize the health of tue
individual.

For any change to occur three conditions must be met:

1. The persun must accept that s/he has a nesd to change.
This iz commonly approached through confrontive methods
meant to “hreak down the client's denial." Research
saggests that this method can have a negative effect on
people with low self esteem {(Lieberman et al., 1973, Miller,
1583, Fia and Shexn, 1976, Feinstein and Tamerin, 1972).
Low self-esteem is & characteristic often found in female
addicts. A more effective approach may be a counselor
facilitated self-asz=ecsment approach that teaches the woman
to identify and personalize information about. her problem
behaviors and circumstances.

2. The benefits of change must outweigh the losses.
However dysfurctional, most behaviors are connected to needs
that are intenscly felt., All too often concern for the
female addict focuses on her role as a "“vector" of harm to
others, and not as an individual deserving of concer: and
compassion in her own right. The woman's needs for safety,
relief from pain, affiliation with others, etc. are all
integral to the process of addiction. Treatment cannot be
effective if it does not address the needs that fuel the
addiction by providing alternative, and more functional,
ways for the woman to meet these needs. This means
providing achievable options for change that balance needs
and risks, rather than drastic "all or nothing" okjectives.
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3. The skills and resources necessa.'y for change must be
accessible,
Recovery often requires that the woman change important
relationships and familiar circumstsnces, This requires
internal skills and external resources including cognitive
training, self-esteem building, communications skills,
medical care, parenting skills, vocational training,
childcare options, educational and econemic opportunities,
etc. Skills and resources should be appropriate to the
ability of the client to use them. For example, job
training can be futile in the absence of reading skills.

A broader theoretical base for understanding addiction and
recovery supports interdisciplinary treatment models that can
greatly enhance the health of addicted women and their children,
A study done by McLellan et al. (1981} found 1ittle relation
between the severity of alcohol or drug use and the severity of
other problem life areas, These results question the assumption
that addiction is a progressive disease that leads to
deterioration in overall functioning and suggest that "addiction
may be a common pathway for a variety of specific disorders,
rather than a general, progressive disease." Chemical dependency
programs that typic.lly focus on the drug and alcohol using
behaviors as the primary agent of dysfunction may fail to
recognize the for need medical, mental health, and soclal service
interventions to the extent that they are necessary,

There exist numerous barriers to the utilization of other

interventions in the treatment of addicts.

1. These services are very expensive compared to traditional
treatment models that use non-professional staff and self-help
cost efficient self-help groups,

2. Government funded services may be available at community
health care clinics but this adds another layer of
responsibility onto the already unstable lifestyle of the
addict.

3. Non-substance abuse clinicians are accustomed to referring
addicts to substance abuse treatment programs and have not
developed specialized skills for working with addicts,

4. Substance abuse treatment providers are often dist-ustfu. of
what they perceive to be academic or intellectual approaches
to a problem that they have defined experientially.
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RECOMMENDATIONS

Increase supports for comprehensive perinatal substance
abuse treatment programs. There are only four programs
specifically for pregnant addicts in the country =- one in
San Francisco, one in Los Angeles, one in Chicago, and one
in Philadelphia {(Cohen, et al., T.u Jourpal of Drug Issues,
Wintexr 1989). This does not begin to mateh the need for
such programs in light of the current epidemic of cocaine
addicted mothers and infants, and the increasing number of
babies born with HIV infection.

Increase the ability of states to access treatment monies.

A recent article in the New York Times reports that $777
million in Federal funds available to states for drug
education and rehabilitation have not been used and are due
to expire on September 30. The reasons given for failure of
many states to apply for the money included "a lack of state
programs that the Federal funds are intended to help and
slow-moving state governments that are confused by the
Federal formulas for allocating and using the money." fNew
York Times, Monday, April 17, 1989)., 1If possible reduce the
complexity of the application procedures, and provide
Federal leadership to facilitate the use cf these funds.

Focus funding opportunities on programs that service clients
in low socio-economnic groups.

Proarams that targec drug using populations appear to have
the highest proportion of women in tr2atment. These
programs rely far more on government funding than their
alcohol or combined treatment countelparts that receive
substantial private third party payments

Provide Federal leadership in the development of programs

that use efficient and effective treatment methods by:

a) Increasing the ability of chemical dependency programs
to assess and treat a wide range of addictive and pre~
addictive conditions through training and technical
assistance programs. This may be administered through
oxisting agencics such as the National Institute for
Prug Abuse (NIDA)

b) Increasing the responsiveness of other provider systems
such as mental health and public health care to the
proLlens of substance abuse through training and

technical assistance programs. This may be
afninisterea through existing health education
rervicus,




O

ERIC

Aruitoxt provided by Eic:

c)

d)

223

Increasing coordination of gservices between substance
abuse and other health care providers through
"partnership" grants that require one or more agencies
to pool resources and services.

Exploring the feasibility of max.imizing resource
utilization and effectivenesa tY rough “case management"
programs that provide centralizes assessnment,
placement, and case coordination functions for
substance abusing clients referred by a variety of
institutions including welfare, criminal justice,
public health, mental health, and other providers.
Existing TASC (Treatment Alternatives to Street Crime)
programs have been providing these types of services
for substance abusing offenders for over ten years.
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Chairman MiLLer. Ms. Cole, let me ask you how many children
are in ggur program?

Ms. CoLE. The program now serves 27 children.

Chairman MiLLER. How many children are eligible? This is in
the L.A. School District, right?

Ms. CoLE. Right.

Chairman MILLER. You can provide exact figures later, but essen-
tially what I'm asking is how many children are in the same pre-
dicament as these kids?

i Ms. CoLE. We actually have no statistics on how many chil-
ren——

Chairman MiLLEr. How did you find these kids?

Ms. Core. The children came into the pilot through referrals
from foster mothers, hospitals and regional centers.

Chairman MiLLER. This is the pilot program?

Ms. CoLk. This is the pilot program, yes.

Chairman MiLLER. That’s a very dangerous word around here. As
soon as you become successful we'll terminate you.

Ms. CoLE. That’s okay.

Chairman MILLER. It won't be your definition of success, mind
you.

Ms. CoLE. As a teu:a we've struggled a lot this year in terms of
that very issue. We were not looking to be expanded. We are look-
ing to take some of the strategics we have developed in our pro-
gram and educate caregivers whether they’re parents, foster par-
ents or teachers in ways to successfully work with this population.
We are 10t recommending that we open up more programs.

Chairman MiLLER. What's the cost of your program?

Ms. CoLE. I don’t have figures on the cost of the Frogram. The
funds to start the program came from the Division of Special Edu-
cation and it costs no more than serving other children who are
identified as being handicapped.

Chairman MILLER. I guess my concern is if your program, which
obviously appears to be a very intensive program, if it in fact is the
model that’s going to have 10 be used or something like tkis
model—there may be variations on that—but in terms of tendin%
to these children when they start to become preschool and schoo
age children with also I guess some prospect, that this would have
to be continued for a number of years, that this may be conceivably
K through 12?

Ms. CoLe. Well——

Chairman MiLLER. We don’t know yet, right? We don’t know
quite what’s going to happen later on. .

Ms. CoLE. You bring up some interesting issues that again we
indeed struggle with. Inasmuch as the program that'’s in place now
is more expensive because we have on our transdisciplinary team a
school psychologist and a school menta! health person who give us
one day a week for the 27 children that costs more money. In the
sense that we are also makini recommendations that what we
need to look for is not necessarily folks who have teaching creden-
tials or people who are highly skilled to work with this population.
We’re very concerned about the teacher to child ratio in California.
We're also very concerned about the eed for academics in kinder-
garten which these children may not oe able to do as well. The re-
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lationship and interactiona’ difficulties these children show need
attention as much as academics.

But it’s not that much mure expensive when we think in terms
of long term-costs to socieiy.

hairman MiLLER. I understand that but let’s think short-term
costs. Because that’s what the L.A. school district or the state or
the federal government, howevewu put these funds together, is
going to have to think about. at I'm suggesting is that the
model is going to be reasonably successful in terms of the develop-
ment of these children, again to what extent we don’t know yet,
what extent they will change with age.

I guess we don’t know yet if those support services are necessary.
You may substitute a noncredential person for a credential person
but that person is still going to have some need of some profession-
al support services in dealing with those children.

Ms. CoLE. Absolutelg‘.)

Chairman MiLLER. So now you just take the child from this set-
ting, mainstream them, to use the term that you use, handicapped
back in to the classroom where they’re going to draw upon the sup-
port services in that school site, maybe to a greater degree than
other children?

Ms. CoLE. Yes.

Chairman MILLER. So I guess what I'm trying to suggest is that
to do this right it’s going to be very expensive?

Ms. CoLE. Yes, I think it is. I'm not sure that it's going to be,
however, any more expensive than picking it up at the otber end in
terms of, the welfare and penal systems.

Chairman MiLLER. No, it’s just very hard where you dedicate
money because the children can drift into the other system.

Ms. CoLE. Absolutely.

Chairman MILLER. ’ghe can just drift into the foster care system
and they can drift into the institutional system and they can drift
into the criminal justice system. That’s easy. There’s really no
point of resistance to their doing that. But if we’re going to try to
see whether or not we can as)ut these lives back together and have
some semblance of a normal life for these children, we're going to
have, it appears, we're going to have to stand with them all of the
way along during their school age.

Msts CoLE. Yes. I do think we’re looking at longitudinal invest-
ments,

Chairman MILLER. And I'm just again, you know we like all of
these programs, but I'm just concerned about whether or not we're
prepared to fund them.

Ms. CoLE. Some of the issues with regards to the children don’t
cost money in the sense that we need to train people to cross those
agency lines and give permission for them to do that. So for in-
stance in the role of teacher, my primary job description would he
te impart information, not necessarily develop attachments. Cer-
tainly it is not necessarily to get on the telephone and ask the De-
ggrtment of Children’s Service that when one of the children is to

moved into a new foster home could they please get another
foster home within our school’s boundary so that the child could
continue in our program.

230

e N




226

By doing that kind of interagency cooperation and advocating for

that child we were able to stop that one child from having the ex-

ricice of losing not only his foster mother of four years but also
school experiencs. That didn’t cost any money.

Chairman Mn.Ler. You're training him for free?

Ms. Cork. I didn’t train the foster parent but I can pick up the
phone and I thini we need to educate teachers and personnel that
it’s important if you're advocating for those children to cross the
definitions of your professional role.

Chairman MiLLeEr. Do you have any school aged children yet in

th&gro am?
. SHAMPLAIN. No,

Chairman MiLLER. Do you anticipate given what you know of the

pomlation that’s going to be necessaﬁ

. SuaMPLAIN. Eventually it will be necessary because with our
ladies, once they complete our regular program, what we offer are
transitional apartments, so those ladies can then sta¥l under our
guidance and then as those children grow naturally they’re going
to enter into a school system.

What I would like to do is comment on sorie of the feedback of
Ms. Cole. I think it becomes impertant that for all the subsystems
that the children may have tendencies to interface with is that
there is some sense of an orientation or reorientation of profession-
als about crossing those kinde of lines.

It's been my experience in viewing state legislation that some
time legislation they say if a person has a mental health problem,
so I think what we maiv1 have to do is to go back some times and
find that mental health include substance abuse or those other
kinds of areas that tend not to be defined, but working with the
children, because I have my A.LP.H.A. Program, you know we
work with the school aged children because we're working with
children between the ﬁades of 8 and 6 so I do have that exposure.

Chairman MiLLer. Ms. Trupin, let me see if I understand your
Grandparents here. Explain to me, on page 3 of your statement you
have statistics for San Francisco. And you say in other words 953
children or 39 percent of the children in foster care in San Francis-
co are with family members. These numbers do not include those
grandparents receiving Aid to Dependent Children so we have 953
children, what’s the means of support?

Ms. TrupPIN. Well the grandparents-——

Chairman MILLER. That’s what you’re calling unsubsidized?

Ms. TrupIN. No. 953 are those children in foster care, that is 39
percent, there are in San Francisco about 2400 children in foster
care. 39 percent of those children or 953 of those children are living
with family members who are subsidized by foster care.

Chairman MiLLER. All right.

Ms. TrupPIN. These numbers don’t include grandparents or family
members who are receiving A.F.D.C. and it also does not include
all those grandparents who are caring for their grandchildren and
receiving no funds whatsoever for whatever reason and I tried to
point to some of those reasons.

And in our group there are about 35 percent of the grandmoth-
ers in our group are in that latter category, not receiving any
funds whatsoever.
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4 Ch?airman MiLLER. So how are they supporting these grandchil-
ren

Ms. TrupIN. Poorly. With difficulty.

Chairman MiLLER. Are they prevented from receiving funds?

Ms. TrupIN. Well, the grandparents, there may be a parent al-
ready receiving A.F.D.C. for care of that child.

Chairman MILLER. That’s the case you described.

Ms. TrupPIN. That’s the case and in the system, the may have
applied to A.F.D.C. for foster care and the system, the ureaucracy
is cumbersome and unwieldy and family members have a ve.r low
sriority in that system. Theg are treated almost as if they are less

eserving of this money than foster care parents who are not
family members and so there’s a lot of difficuities.

Chairman MILLER. So it’s through the foster care system?

Ms. TrupPIN. Yes.

Chairman MiLLER. Long-term foster parents and family mem-
bers. What would be the A.F.D.C. level of support for one of the
children, do you know, roughly?

TrUPIN. It’'s, I'm not sure, it’s $300 or $400 a month and
foster care is more like $600 a month.

Chairman MiLLer. And do not provide either level of care maybe
as much to continue this child in the sy.tem so there’s this centri-
fuﬁsﬂoating around in there is $8,000 or $4,000?

s, TRUPIN. Yes, to put them in temporary shelters, you
ow——

Chairman MiLrer. To maintain them in that system?

Ms. TRUPIN. Yes.

Chairman MILLER. Assuming temporary shelters means they're
not there for 12 months but you've got to continue to process the
child at the shelter.

Ms. TrupiN. That process costs the county up t~ $4,000 a month.
But you have to understand that grandparents even when they're
subsidized their overall economic situation deteriorstes in that of
family even with subsidies. A lot of them work, employed in service
related low paiing positions and as a result of caring for their
grandchildren they have had to quit so——

Chairman MiLLER. I guess, most of my colleagnes aren’t here, I
mean I continue to be at the point when I look at the foster care
system and when I see these kinds of children in foster care aystem
I dog’lg? know why we wouldn’t give these grandparents $2,000 a
month?

Ms. TrupIN. That's right. They are the point of light.

Chairman MILLER. And I just don’t understand this any longer--
we’re now going to take a child out that is poor and, to some extent
in the case of the drug-addicted baby, disabled, we're going to put
them with a poor person. I just don’t understand this any longer
especially when it appears that all of the costs that we're using to
maintain this child in the system—and now I suspect these chil-
dren will probably spend 15 to 20 years in the system—why we
wouldn’t seek out that permanency and quit worrying about some-

y making a profit because everybody else in the system is
making a profit. What do we care if the grandmother is able to pro-
vide for this child and do it on a first class basis and have an op-
portunity v. adding to the permanency for this child and let the
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grandmother have some respite care? She may be able to go out
and buﬁt out of her grant.

Ms. TRUPIN. She desperately needs it. It's one of the greatest
needs as expressed in the group. These famili members are on
fixed and limited incomes and by caring for these children they
have every right to this money and it's inefficient and foolish not
to reward them with it and recognize the enormous contribution to
this problem that they're making,

Chairman MiLLER. I think in all of our investigations in foster
care I'm constant?r worried about this balance between the incen-
tive to keep a kid in the system and the incentive to spend the
child out of the system into permanency and it may simply be that
we ought to quit worrying as we did in the old days whether some-
body was ma(}nn' g a few dollars a month off of keeping a child. We
ought fc be so ecstatic that somebody will take a drug-addicted
baby at this point. I'm not suggesting that we place them with
crummy families. I think if we provide the kinds of financial provi-
sions we will find we’ll get better and better families, more and
more stable famrilies and more and more permanency for these
children.

I have a lot of other opinions about what is happening to these

andmothers, there has to be some very, very selfish individuals

ut I guess we can’t change that either.

Ms. Meijer, Mr. Rangel, when he left here, was grumbling, he
does that quite often, but what he was grumbling about was there
really aren’t, we are not spending time, effort or money at the na-
tional level to develop models for this population of drug-addicted
adults, well let's just deal with the drug-addicted adults, and with
women in this predicament that those agencies should he dealing
with this simrly, he left with that’s what we’re not doing end your
testimony seems to concur in his gru—blings.

Ms. MeER. Yes, unfortunately, when wo™en enter the medical
care system or criminal justice system or the valfare system the
professionals in those systems sometimes feel that a referral to a
community substance abuse Erogram is going to take care of the

roblem, not understanding that that program has no more idea of

ow to deal with the special problems ¢® the femaie addict than
they do and that in fact if they were to get together .ad work in
some kind of partnership then in fact there might be some more
effective outcomes.

Chairman MiLLer. How do we change that? Can you do that by
national modeling or is it a reeducation? It’s not that people work-
ing the system aren’t well intentioned I'm not suggesting that at
all but Ms. Cole indicates you have to do some retraining of teach-
ers, you've got to do some retraining of grandparents, you've got to
do some retraining of service providers, families.

Ms. MeuER. I think there’s a few things. I think that training
and education are extremely important on both sides of the fence.
In other words, in the medical community and in the social service
comraunity as well as in the substance abuse community and in wy
job 7" ~ht now as AIDS/Substance Abuse Education Coordinacor
that: exactly wha' I'm trying to do around issues of substance
abuse and AIDS. But I think there’s something else that car be
done too end this is a little bit more sensitive. I think because or
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the popularity of the disease concept and the fact that it is a way
of removing the paralyzing stigma that’s attached to addiction
many programs p.ave adopted the approach for that reason and
that if we were to show a more broader level of compassion, a
broader level of concern for addicted individuals, in other words,
create a system in whicl: somebody does not have to demonstrate
that they have a disease before they are deserving of our help that
that may encourage programs to look at wider range of addictive
behaviors and solutions,

Chairman MmLer. Where would these children be without the
grandparents in San Francisco?

Ms. TrupiN. They would be with addicted parents or they would
be with strangers in foster care.

Chairman MILLER. Would they be in foster care? Does San Fran-
cisco, does the Bay Area, Ms. Trupin?——

Ms. TRUPIN. In the case of extreme abuse where a three year old
is taking old stale bread out of garbage can and feeding it to the 7
month old baby, which is what we have heard, the court will inter-
vene and move fo. ~»moval but as I tried to point out there is this
marginal area in whuch because the courts are so swamped and be-
cause there’s a shortage of workers the child is left with the addict
parent to linger there in this situation of chronic neglect which 1
think should be redefined as abuse. So if there were greater social
services tne child could be removed from the home which isn’t to
say that the parents’ rights are terminated but at least the child
could be removed from the home and even placed with family
members or in other kinds of shelters.

So it's that problem——

Chairman MiLLER. But that’s not happening, so these grandpar-
ents are filling the void?

Ms. TruPIN. Exactly and the situation in which these andpar-
ents are surfacing and really in enormous numbers to have the
children, it’s every scenario you could imagine, either all the time,
some of the time, some subsidies, no subsidies, these grandparents
are coming forward and other family members, its aunts and sis-
ters and things, coming forward and fathers apparently in some
cases are coming forward.

Chairman MiLLer. Even fathers?

Ms. TrupIN. Even fathers. We're seeing this.

Chairman MiLLer. My. My.

Ms. TrupIN. Even these grandparents——

Chairman MiLLER. We should have a hearing on that aspect.
That’s revolutionary.

Ms. TrupIN. It's small but noteworthy. We're seeing paternal

andmothers. It's often assumed it’s the mother of the addict,

amily members are coming together. We see two grandmothers
sharing the care of mutual grandchildren. Great grandmothers, 68-
year-old woman with four great grandchildren with a 21-year-old
addicted granddaughter left them and said I'll be right back and
never returned. She returns and steals out of her purse aad has
the 8 year old stealinidfor her. It just goes on and on.

Chairman MILLER. Mr. Weiss?

Ms. Weiss. Thank you very much. Ms. Shamplain, in the course
of your submitted materials you indicate that your organization
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has learned a great deal about cocaine, crack users and that it's
impossible to treat them in a nonresidential gro am, that they
have to be residential, that you can’t deal with them on a 25, 30
day basis. It has to be a long-term residential basis.

And I know that you said your program is only in existence for
about a year and a half at this point. Do you have any experience
v.ch what happens after released, people who have been in the pro-
gram for these six to nine month programs. Is there a reversion to
the use of crack, you know, or are they drug free after that?
What's your experience?

Ms. SHAMPLAIN. My experience has been with I guess I'll digress
a little bit is that what we found that working with the ladies in
the residential program, that they tend to be most successful in the
residential setting and that's because of their chronicity. We do
have——

Chairman MiILLER. Because of?

Ms. SHaMpLALN. Their chronicity. The long-terin abuse of the
drugs, right. And because they n such a structured setting then
those individuals tend not to work well in out patient, that's why
w?)d d?signed the long-term model versus the 25 or 35 or 60 day
model.

The first graduating class of ladies that we experienced, those
ladies, three of the ladies, no four of the ladies are living with us in
what we call transitional apartments. Because they're still saving
money and they have not fully gotten on their own. They are rent-
ing apartments. We're splitting a lease with them. So they're still
saving their money and they're living under our jurisdiction.

The three other ladies, no the other ladies are living on their
own with their family members. One is married but we've had one
relapse. One of our seven graduates did relapse and we made every
oKportumty to her to come back into the treatment program but
she’s refused thus far. But the ladies, once they complete our pro-
gram, are involved in outpatient. It's mandatory that before %gu
graduate residential you must attend an outpatient setting. The
concept is to seal as many of the gaps as possible.

Additionally, the ladies are required to become involved in a nar-
cotic anonymous and A.A. along with therapy. We try to do as
much of the supportive environment as possible.

Mr. Weiss. Ms. Meijer, do you know of any on going or completed
studies dealing with crack a-“diction and how to get off, what
works, what doesn’t work? Is any work being done in that field?

Ms. MEeER. There are studies and what they indicate is what
the other individuals here have testified to which is that it appears
to be the most resistant of all forms of drug abuse to treatment.
And from my perspective there are two reasons for this. At least
two reasons. And that is because drugs can be harmful both be-
cause they are impairing, in other words they impair the judgment
and because they are rewarding so that people become engaged in
drug seeking behaviors.

ost drugs are either one or the other. Crack cocaine happens to
be both. It is both imgairing as a drug, for example, like 1lcohol
would be and it is highly rewarding. It is the most highly reward-
ing drug of all. And it has become part of an underground economy
so that it is most concentrated in those communities where people
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have very few other rewards and very few, and are very vulnerable
to impairment.

So the combination of the drug and the user characteristics and
the setting in which all of this occurs creates a problem that is
veg resistant to standard forms of treatment.

hairman MILLER. Do you know of any research studies under-
way to try to create a blocking mechanism as with the methadone
reiiardiﬁg heroin?

8. MELER. There are treatments that will block the brain’s
ability to respond to hersin. Right now to the best of my knowledge
there are nuc similar drugs that can block the brain’s response to
cocaine.

Chairman MiLLER. Right, what I was really asking if you know if
there’s any kind of research being funded by anybody, state, feder-
al government?

Ms. MEER. I'm not aware of research specifically geared to that.
I am aware of research for the treatment of cocaine users that in-
volves drugs that apparently increase the recovering person’s abili-
ty to feel pleasure again in a normal way through the use of cer-
g’n neural transmitter precursors, but not beyond that as far as I

ow.

Chairman MiLLEr. Okay. And Ms. Trupin, in the course of the
program do any of gour grandmothers deal with children who
themselves have AIDS or the mothers who have AIDS., Is that part
of the program or not yet?

Ms. TRUPIN. The grandmothers referred to our group, of those
grandmothers that really is not ar. issue. I'm sure it's out there but
that is not an issue in our group.

Chairman MILLER. Because we had our pediatric AIDS hearing,
in Newark and in New York and Florida and Connecticut in fact
there’s this situation now where both the mother and the child or
children are on their way to diin . It's the grandparent who is in
fact being forced to care for both the child and the grandchild.

Ms. TRuPIN. The profile on the east and west coast is somewhat
different with respect to AIDS and newborns and it’s been indicat-
ed to me that grandparents are playing « large role in the same
way we're seeing them on the wevt coast. They're playing it with
r_esgect to AIDS on the east coast, that ther.’s this sort of missing
link of who's really taking care of these babies And the more they
think about it they go that’s right, it’s the andparents because
you can account for great numbers within the formal system but
there’s some missing link of care and of course it's the family mem-
vers and the grandparent in particular who is assuming this re-
sponsibility when you look at it more closely. This is an unacknow-
ledged and to some degree invisible phenomenon and yet because
the response that we've gotten from our work indicates that people
really if they look at it for one second longer, realize the extent to
which it’s true nationwide.

The City of New York has 27,000 children in foster care so you
can just extrapolate how many of those are with grandparents.
This, the grandparent Xhenomenon, is a nationwide response to
both crack cocaine and AIDS And it needs to be recognized.

Chairman MiLLER. Thank you. Ms. Meijer, I know that Portland,
I think it’s Portland, has a needle exchange?
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Ms. MERER. I think you're referring to the program in Tacoma?

Chairman MiLLER. Is it Tacoma?

Ms. MERER. [ think so.

Chairman MiLLER. I knew it was out there some place, right? Se-
attle doesn’t have one, does it?

Ms. MEWER. It just started one.

Chairman MiLLER. Is that right?

Ms. MEUER. It just began.

Chairman MiLrLEr. I'm glad Mr. Rangel is not here, he would be
upset to hear that.

Ms. MenER. Yes, it’s spreading.

Chairman MiLLER. And again what'’s the Tacoma experience, can
you tell us about that?

Ms. Meukr. I'll try and limit what I can say about it because it
has an interesting history. It evolved from the efforts of a man
named Dave Purchase who was involved in the community govern-
ment and became frustrated with their unwillingness to do any
prevention in the community so one day he bought about I think it
was a case of needles from a drug suppl{l company, borrowed a
card table from a friend of his and set up the needle exchange pro-
gram on the corner of a high risk area in Tacoma and altough the
use of needles for the purposes of illicit drug use is a misc'emeanor
in the state the police had the wisdom to refrain from exfarcing
that law to its fullest extent and there has been a phenomenal re-
sponse from the addicts on the street not only in terms of using
clean needles but a renewed faith in the willingness of the system
to help them and to show tangible concern.

As far as its effect on seroprevalence it's very hard to measure
because there is no way to take those needles that are turned in,
the dirty needles and test them for the rresence of virus or the
virus antibodies.

At some point I would hope there would be funding to do a study
of that nature to see whether or not seroprevalence goes up or
down following exchange program.

Mr. WEelss. Thank vou. Thank you very much.

Chairman MiLLER. Let me just ask, because I think I was work-
ing on an essumption. What do we know about whether these chil-
dren are goiug to outgrow some of the behavior that you've de-
scribed, Ms. Cole?

Ms. CoLE. We really don’t know too much about that.

Chairman MiLLER. Your six year olds are different from your two
year olds?

Ms. CoLe. We're looking at that. We feel by the time the children
reach three years old and enter our programs what we’re working
with is a constellation of risk factors. The constellation of risk fac-
tors has much more to do with what happens to them after that
prenatal exposure to drugs than the prenatal exposure itself.

Chairman MiLLER. Wait, wait, what are you saying? You're
saying that after the exposure, after they're born, the question of
what happens to them then they have a lot more than the fact that
the addiction in and of itself that they may be put back into an
environment where they’re harmed on an additional basis because

o-—-——
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Mz Covre. Or multiple care takers. I mean even if we're talking
about grandparents or in many cases with extended families in our
program, the extended family may be an aunt a ccusin or a grand-
parent that are sharing custody of che child but for tha child that’s
three different caregivers.

Chairman MILLER. I understand. That’s what I meant by the en-
vironment whether there was an ahusive environment or multiple
care givers or they’re right back into a drug environment because
some of those care Tivers may also be using drugs, may have a dif-
ferent 1}evel of stability or what have you that t ey may be able to
present.

So you're suggesting putting that child back into that environ-
ment puses— —

Ms. CoLzs. Absolutely. I think it'’s a very complicated picture. Ten
g:grs ago I was working at a pilot p{:éect for children who had

n identified as abused and neglected, also ages 8 and 4, and
when went we back over the statistics in that study, 85 percent of
those children were drug-exposed children. We just weren't looking
at that criteria at that po'nt. Of those children I have followed sev-
eral who are nuw 17 years old, and they range from a child who is
functioning in a gifted progrum to a child who is in a nonpublic
school placement and is defined as incorrigible and shows no re-
morse at this point.

So, I think you’re going to see the ran%e of behavior with these
children. What concerns me is we kind of have to talk out of both
sides of our mouth at the same time. We've been involved in train-
ing Department of Children’s Service workers and sﬁeakin to a lot
of different folke about this population. On the one hend if you say
there’s really not too much wrong with this group of kids, they’re
really very typical in a lot of ways, we're not going to get the serv-
ices that we need.

If we talk too much about their being drug expos:d you get a
whole group of people, teachers in particular, at times that throw
up their hands and say what can I do about them. chey’re already
drug exposed? Studies going on in Hawaii, particilarly looking at
high risk children who are successful show one ot t of four succeed-
ed. Theg' looked at what characteristics of those children had that
made them successful. They found out, interestinglg enoug.’, that
part of it had to do with the child’s temperament, but just ¢ : im-
portant it had to do with the fact that there was one person in hat
child’s life who became that child’s advocate, whether it wa a
Sunday School teacher or school teacher or family member so th *
I think as teachers we no longer can say what can we do, there .
nothing we can do because they home to a bad situation. It’s
just not true anymore. So that whatever impacts that child’s life
from the point that he is born, I think will result in the kind of
child that is produced.

Chairman MILLER. Let me ask you this, are we seeing, what do I
want to say, I guess clinical disabilities in these children because
they’re being born drug addicted in terms of what you would asso-
ciate vgith children who are in special education, handicapped
groups?

Ms. CoLe. I'm glad you asked that. In California if a child is born
with a disability they will be served starting at age 3 in the public
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school system so some of the children who were prenatally exposed
to drugs dc have strokes in uter), wind up being physically handi-
cap and being served in clasirooms for children that are phys-
ically handicapped. Others are so impaired so as to never walk or
never talk again. The study that we started had to do with the chil-
dren who essentially would have slipped through the cracks if we
weren’t looking at them and the ones tuiat we suspect cnnstitute
the majority of children so that they have risk factors not .iecessar-
ily severe but are the ones that are impacting the regi''ar kinder-
garten classes, the Head Start programs, the day caie. Teachers
and adults that work with them say there's something wrong, but
they can’t put their finger on it necessarily. This begins again that
whole continuum oy interactions that result in by th: time the
child is in the third to fifth grade, him being referred to classes for
severely emotionally disturbed students.

So again the cognitive capabilities of these children are not going
to be enough, as I said before, to really keep them from school fail-
ure.

Chairman MILLER. So we can look forward to those expenditures
duﬁ-inf the ecicational life of the child, assuming the child stays in
school.

Ms. CoLe. Assuming he stays in school, yes. _

Chairman MiLLer. Thank you. Thank you for making my day.
Thank you very much. This is obviously as you can see for us a
difficult issue but I think you've been very, very helpful in terms of
ggtting; it into some perspective for those of us who are supposed to

making policy around some of this and I think also helped us
pull it apart a little bit to separate it as we go down the road here
making some decisions about funding and the types of programs.
‘This will slow us down a little bit in terms of some of our reactions
to this especially if it’s going to continue somewhat in a somewhat
unabated fashion that it appears to be. Thank you for traveling all
1:h"11§h way and being with us and sharing with us your knowledge.

ank you.

The meeting stands adjourned.

[Whereupon, at 1:43 p.m., the select committee was adjourned.]

[Material submitted for inclusion in the record follows:]

STATEMENT oF THP. HoN. CURT WELDON, A REPRESENTATIVE IN CONGRESS FROM THE
STATE OF PENNSYLVANIA

1 would like to tkank the chairman for his selection of such an important topic for
today’s hearing. Clearly, Congress must take a critical look at the services being
provided to pregnant women, especially those who are substance abusers.

Unfortunately, no one can deny that drug use by pregnant women is prevalent,
nor can they contend that such use poses no risk to fetuses. Sadly, there is no
debate about this problem. The real truth of the matter is that more and more chil-
dren are being born to mothers who use cocaine, and those children are more likely
to belborn premature, have low birth weight, and show a decreased response to
stimuli.

Clearly, this is a population which would seem to need specialized drug and alco-
hol treatment services. 1 am sure that many who review the testimony today will be
favorably inclined toward the initiation of a large, Federal program for pregnant
women on drufs.

After carefully reviewing the recent study by Dr. Ira Chasnoff regarding cocaine
use in pregnancy, I have concluded that such a program would be well intentioned,
but not necessarily effective. Dr. Chasnoff's study seems to indicate that the impact
of drug use on the fetus occurs primarily in the first 3 months of gestation and con-
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cludes that evra cocaine exposure in the first 8 months “places the child at risk for
neurobehavic zal outcome and may have implications for long-term development.”

Dr. Chasnof's paper concludes that women who used crack onl in the first 8
months of pregnancy gave birth to children with similar rates of birth defects as
women who useu cocaine during the entire pregnancy. Because many women, espe-
cially drug users, dc not discover that they are pregnant until several weeks into
the gestation peiiod, specially targeted programs to deal with this population may
be too late. The first few weeks of the pregnancy are critical to the healthy develop-
ment of a child, making drug use prevention programs targeted to pregnant women
ineffective in protecting the health of the unborn.

Given the difficulties which such specially directed programs would have, I be-
lieve that more effective programs are ones which target at-risk groups for drug
abuse treatment and prevention education.

I am glad to report that this administration and this Nation have extensive pro-
grams to combat drug abuse. In fiscal year 1987, America spent $1.8 billion on drug
abuse treatment and prevention. 51 percent of that moneg came from the State Gov-
ernments, and the Feceral Government contributed an additional $324 million.

I am also glad to report that President Bush has committed $785 million dollars
for drug treatment activities for fiscel year 1990, an 18 percent increase over the
current year. The President has also requested $30 million for a grant program to
target youth and indigent expuctant mothers for drug treatment.

There can be no denying that drug use by pregnant women poses tremendous
risks and problems. The children are often born addicted to drugs, have low birth
weights and higher mortality rates, and are less responsive to stimuli. They are
often left to the care of the mother’s relatives, and the more extensive medical and
educational needs of the children increase their burden on society. All this, Mr.
Chairman, is an unfortunate truth.

What is not so clear, however, is whether there is a need for a special Federal
program to treat pregnant women. By the time most substance abusing women dis-
cover that they are pregnant, the damage has already been done to the fetus. Atten-
tion must be paid to general education and prevention programs.

Such general responses, though not specific to perinatal substance abuse, are the
most effective weapons to fight it. They are also the initiatives which the Bush ad-
ministration has chosen to pursue.

Thank you, Mr. Chairman, for calling this important hearing. I look forward to a
lively and informative presentation by today's witnesses.
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Congressman George Miller
Chairperson, Select Committee on
Children, Youth, and Families
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RE: Illegal Drug Use In Pregnancy:
lLegal and Health Policy Issues

Dear Congressman Miller:

Thank you for inviting me to submit a written statement. I
am a lawyer specializing in health law issues affecting low-
income women, and have published several articles on drug use and
pregnancy. Currently, I am the Revson Fellow in Women's Law &
Public Policy at the National Health Law Prograu.

1 am submitting a legal analysis of this issue that differs
substantially from that presented to the Committee during the
hearing. I am deeply concerned that the oral analysis presented
to the Committee misrepresented the current state of the law,
misled the committee as to the available legal options to address
the crisis of drug use during pregnancy, and gloszed over the
very serious legal and health policy issues raised by attempts ‘.o
punish pregnant women.

My statement will address two issues: (1) the legal status
of the fetus in the law, and (2) the legal and health policy
concerns surroundi-g punitive sanctions against pr-~gnant women
for behavior potentially harmful to their developing fetus.

Very truly yours,

i poly He otz

Molly McNulty
staff Attorney/Revson Fellow
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PREPARED STATEMENT OF Morry McNuLTY, Esq.,! REveoN FELLow IN WOMEN'S Law &

PusLic Pouicy, NaTioNaL HeavLtH Law ProtraM, WasHiNGTON, DC

ILLEGAL DRUG USE IN PREGNANCY: LEGAL AND HEALTH POLICY ISSUES

Molly McNulty, Esq.l
Revson Fellow in Wonen's Law & Public Policy
National Health Law Plrogram
Washington, D.C.

My statement wili address two issues: (1) the legal status
of the fetus in the law, and (2) the legal and health policy
concerns surrounding punitive sanctions against pregnant women
for behavior potentially harmful to their developing fetus. I
conclude that punitive sanctions would be unfair, ineffective,
and probably unconstitutional. A more effective use of the law
would be to create universal access to health care for pregnant
women.

In brief, my points are as follows:

I. The legal Status of the Fetus
== The fetus is not a legal "person."

- In the limited legal situations where the interests of the
fetus are recognized, the purpose is to coupensate the parents,
not to blame the mother.

— The U.S. Constitution reguires that the mother's actual
constitutional rights be balanced against the state interests in
potential iife.

II. The Effects of Punitive Sanctions

=~ Punitive sanctions probably would be ineffective, if not
downright counterproductive,

=~ Punitive sanctions are grossly unfair given the national
crisis in access to treatment for pregnant addicts.

-~ Punitive sanctions are probably unconstitutional, because
they override a woman's constitutional rights to liberty,
privacy, and equal protection without a compelling state
interest.

ITI. Recommendation

-~ The sole appropriate legal response to the crisis of drug use
during pregnancy is to establish universal access of pregnsnt
women to health care.
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A. The "Born Alive" Rule

Historically, Anglo~American law did not recognize the fetus
as a legal being until it had been '"born alive." 7In the past
decade, as Mr. Parness noted, this doctrine has eroded in
criminal and personal injury ("tort"™) law. However, the
rationale for new recognition of fetal interests in the law is
not to protect “fetal rights." The reason is to protect the

! interests who have lost their child because of a third
parties (often a doctor, or assaulter) negligent acts. Courts
have rejectad legal doctrines that seem to put the mother and her
fetus in conflict. For example, the Illinois Supreme Court
recently held that a child could not sue its own mother for
prenatal injury, observing that although a third person may be
held liable for prenatal injuries, the relationship between a
pregnant woman and her fetus is unlike that between any other
plaintiff and defendant. "No other defendant must go through
biological changes of the most profound type . . . in order to
bring an adversary into the world."

Thus, the unique relationship between mother and child
limits the extent to which their rights can be set in opposition.

The U.S. constitution requires that the mother's actual
constitutional rights be balanced against the state interests in
potential life. Punitive sanctions against pregnant women may
run afoul of constitutiocnal requirements, including prohibitions
on vagueness, guarantees of liberty and privacy, and rights of
equal protection.

1. constitutional Rights
A. _The Right To Notjce

The prohibition against vagusness requires that a person
have r~asonable notice of what is prohibited, so that sha may act
accordiagly.3 Many severe harms can be incurred by the
developing fetus so early in pregnancy that women doc not even
realiZe that they are pregnant, and that their behavior might be
harming their unborn child. Lack of notice would be a particular
problem for drug-dependent women, who often do not realize they
are prednant because of lack of education and unfamiiiarity with
the signs of pregnancy, irregular menstrual periods, and the
psycho-bilological processes of repression and denial.

B. The Right To Liberty
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The constitutional right to liberty contains several
guarantees that are relevant to women faced with punitive state
action for harm to their fetus.4 Guarantess of liberty include
the fundamental right to privacy, which has been established
firmly under the equal protection clause and the substantive
component of the due process "liberty" guarantee of the federal
Constitution. The right to privacy includes the right to bodily
integrity,5 the right of parental authority against the state,®
and the right to make childbearing decisions. "{I)n order to
enforce fetal rights or state regulations dictating behavior
during pregnancy, the state would necessarily intrude in the most
private areas of a woman's life."

C. The Right To Equal Protection

In addition to violating women's right to liberty, criminal
statutes proscribing certain maternal conduct during pregnancy
may also violate women's right to equal protection of the laws.
Prosecuting women for failing to care for themselves during
pregnancy revives damaging stereotypes of women as "vessels of
the race" which historically have undermined women's equality.10
The Supreme Court has announced that archaic rules and
stereotypes may not be the basis for gender distinctions.ll
When women are valued solely for their reproductive capacity,
justifications ff romantic, paternalistic state control of women
are reinforced.l? Romantic paternalism distorts the state's
efforts to improve healthy fetal development by focusing on
women's actions as the sole factor affecting fetal health. 1In
fact, men cun have a powerful effect on fetal development, and
therefore nondiscriminatory efforts to improve fetai health
should facus on the responsibilities of both sexes, 13

2. State Interests

As concerns over drug use and other harmful behavior during
pre.nancy have grown, legislators and other concerned advocates
hav. siruggled to define new state interests that express their
¢c .cern.  Such newly perceived state interests include the
“protaction of potential human life,", the "right to be born with
a4 sourd mind and body," and the enforcement of legal maternal
duties toward her unborn ch:ld, Unfortunately, these three tools
for sarious reasons cannot stand,

However, these state interests cannot effectively be
translated into law. The first two state interests - protecting
the potentiality of human life, and the right to be born with
sound mird and body - are hecessarily limited by our soclety's
commitment to individual liberty and bodily iutegrity. No person
is required to be the guarantor >f another person's quality of
life and health, because such a Principle would require
excessive toercion over other people's lives. Th2 third state
interest iu dangerous because of its limitless properties.
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Illegal drug use is not the only behavior that carries risk of
fetal harm. Though not as widely publicized, alcohol abuse
during pregnancy is a much more widespread and more damaging
phenomenon. Likewise, many other maternal behaviors during
pregnancy carry a risk to a developing fetus. Examples include
smok .ng a cigarette, driving, working, or simply staying on one's
feet too long. The principle inherent in these newly expressed
stata interests ultimately would force all women of child-bearing
age to live as though they wer. perpetually pregnant, with the
most extreme restrictions on their liberty.

1I. THE EFFECTS OF PUNITIVE SANCTIONS

A. Ineffective

Punitive sanctions probably would be ineffective, if not
downright counterproductive. In the states that have attempted
to criminally punish women for harmful behavior during pregnancy,
or which have policies of automatically depriving women who use
drugs of their newborn babies, reports abound of frightened women
who refuse to come into treatment for fear that they will lose
their children, their liberty, or both. If the goal of
legislative attention is to prevent birth defects and to halt
maternal drug use, the sole way to achieve that end is to provide
treatment and education for needy women.

B. Unfair

Given the national crisis in access to adequate prenatal
care and drug treatment for pregnant addicts, punitive sanctions
are wholly inappropriate and bitterly unjust.

The population at which punitive ac.ions are targeted tend
to be the victims of neglect of our health care system, often on
the fringes of society, beyond the reach of concerned health care
workers. Access to prenatal care in America is poor and nnequal,
especially for low-income and minority women. Medicaid is
inadequate to serve as a safety net tor the growing number of
women who lack private insurance because it covers only forty
percent of women below poverty, because lack of obstetric
participation in the program is reaching crisis proportions, and
because burdensome papervork and reimbursement delays continue to
drive both physicians and patients away. With respect to the
dilemma faced by drug dependant pregnant women, most prenatal
care centers do not treat adudiction, and most treatment centers
do not treat pregnant patients because they lack childcare
facilities and fear obstetric malpractice from "high-risk"
pregnancies.

Until the study presented by Dr. Wendy Chavkin, no data
existed to document the shocking extent to which pregnant women
with drug problems lack access to any treatment. only a handful
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of specialty treatment centers exist in this country to treat
this huge population of naedy women. Though successful, they are
far too few to preserve the health of all the needy women and
their future cullAren, 1n light of the declining availability of
health care, a law that punishes women for the consequences of
inadequate prenatal care would be a bitter injustice.

C. Uncongtitutional

When a state law regulates the exercise of a fundamental
right, the state has the burden of demonstrating that the law is
necessary, is narrowly ta‘' .ored, and will gerve t promote a
previously recognized compelling state interesat,l4 Agsessed
against this standard, laws criminalizing or punishing drug use
during pregnancy probably would be unconstitutional.

Because fundamental rights to privacy, liberty, and equal
protection are involved, and because women have some
constitutional protections as a minority, the state must
demonstrate a compelling interest. This means that there must be
a close "fit" hetween the goal of the law and the means to
achieve it,

If the goal of punitive ganctions against drug-dependent
bregnant women is to prevent pirth dafects, the method is
irrational, because the method ig more likely to deter women from
medical care than to encourage them to seek it out. If the end
is purely “o punish pregnant women who use drugs, the statute
likewise may be unconstitutional because it penalizes women
because of their childbearing status.

III. RECOMMENDATIONS

The extent to which this country disgracefully neglects
children and mothers has already besn documented extensively by
the Children's Dafense Fund and the National Commission on
Preventing Infant Mortality. Imposition of sanctions on
marginalized pregnant women compounds this bitter injustice,
violates the legal principles of this country, and will worsen =
not improve - the health of our babies and mothers.

A far more appropriate way to preserve the life and health
of our country's babies and their families is to make a genuine,
long~-term commitment to health care and support services for
these needy women and their babies. Hard choices about the
allocation of resources in our society must be made if
legislators genuinely are concerned about helvping drug-dependent
pregnant women and their future children.

0

b
Tt A e




O

ERIC

Aruitoxt provided by Eic:

242

ENDNOTES
1. J.D., !aw York University, 1988. Author of Preganancy Police:
The } Imnlicat Punish Preanant

Women for Harm to Thelr Fetuses, New York University Review of
Law & Social change (Vol. 16, 1987-88): sgmhnzzing_zxggngngx

Inggmg_ﬂgmgn CIearinghouse Review (Hay 1989);
To Subgtance Abuse Treatment for Poor Women, Health Advocate
(Spring 1989); Women: Prednancy, Drugs & The Law, Christianity &
Crisis (forthcoming May 22, 1989).

2. Stallman v Youngquist, No. 64957 (Illinois Supreme Court,
Novembor 21, 1988), 57 U.S.L.W. 2341 (Dec. 13, 1988).

3. United States v. Harris, 347 U.S. 612, 617 (1954).

4. For a discussion of how criminal stat:-es that punish women
for negligent or reckless conduct that haims fetuses May violate
maternal privacy rights, see Note, Maternal Rights and Fetal
Wrongs: The Case Against the Criminalization of "Fetal Abuse,"
101 Harv. L. Rev. 994 (1988). gee generally, lghnggn, The
Creation of Fetal Rights: Conflicts with Women's Constitutional
Rights to Liberty, Privacy, and Equal Protection, 95 Yale L.J.
599, 601-02 (1986) (comprehensive review of ways ir which
assertion of fetal rights in various contexts violate woman's
constitutional rights).

5. See Roe v, Wade, 410 U.S. 113 (1973): In re Quinlan, 70 N.J.
10, 355 A.2d 647 (1976): In ie Conroy, 98 N.J. 321, 360-61, 486
A.2d 1209, 1229 (1985):

Saikeqicz, 373 Mass. 728, 742, 370 N.E.2d 417, 426 (1977). See
also, Stearns, Maternal Duties During Pregnancy: Toward a
Conceptual Framework, 21 New Eng. I.. Rev. 593 (1985-86).

6. See Plerce v. Soclety of Sisters, 268 U.S. 510, 535 (1925):
, 262 U.S, 390, 399 (1923); Santesky V. Kramer,
455 U.S. 745 (1982).

7. See Roe v. Wade, 410 U.S. 113 (1973); Griswold v.
annggsigus 381 U.S. 479 (1965).

8. Jeohnsen, supxa note 4, at 619.

9., U.S. Const. amend. 1V, § 1.

10. See e.q,, Gallagher, Fetal Personhood and Women's Policy, 10
Sage Women's Policy Studies 91,104 (1985) (reviews "powerful and

largely unacknowledged social attitudes in which pregnant women
are viewed and treated as vessel"); Annas, Prot



O

ERIC

Aruitoxt provided by Eic:

243

of Pregnant Patients, 316 New Eng. J. Med. 1213, 1214 ("Before
birth, we can obtain access to the fetus only through its mother,
and in the absence of her informed consent, can do0 so only by
treating her as a fetal container, a honperson without right to
bodily integrity.%).

11. Mississippl University For Women v. Hogan, 458 U.s. 718,
723, 725 (1982) (a gender-based classification must be "applied
free of fixed notions concerning the roles and abilities of males
and females, Care must be taken in ascertaining whether the
stafutory objective itself reflects archaic and stereotypic
notions,."),

12. gee, e.q., Muller v. Qregon, 208 U.S. 412 (1908).

13, For example, pre-conception injury may cause genetic damage
to the sperm. Bertin, ty, Health 20 (June
1988) (father's drinking during conception affects baby's
birthweight).

14. city of akron v. akron Center for Reproductive Health. 462
U.S5. 416, 427 (1983); see also H.L., v. Matheson, 450 U.S. 338,

413 (1981); a, 316 U.S. 535, 540-41 (1942);
[ e ducts Co,, 304 U.S. 144, 152 n.4
(1938).




244

PREPARED STATEMENT oF RicHARD S. Guy, M.D., COCHAIRMAN OF THE MAYUR'S
ApvisorY BoaArRD ON MATERNAL AND INFANT HEALTH, WASHINGTON, DC

I am Richard S. Guy, M.D. I am co-chairman of the Mayor's Advisory

Board on Maternal and Infant Health. (District of Columbia) The

board consists of representatives frorn the public sector as well

as private providers and consumers. Tre current Advisory Board has

representation from the District (state), fcderal and private secter.
(See Attachment A)

The District of Columiia has long been challenged by the persistently
high infant mortality rate for nwuch of the last two decades.

Although there have been some fluctuations the overall trend has
been improwing: in 1975, for example, the infant mortality rate
was 28.6; it was 24.6 in 1980, 21.4 in 1986 and in 1987 (the most
recent year for which final data are available), the IMR was 19.6
deaths per 1,00 live births. This decline was registered in the
gsame year that the District put in place an aggressive nine point
plan aimed at improvi..3 pregnancy outcomes of District residents.
As detailed in attachment B, these actions were clearly focused on
bringing more high-risk women into prenatal care early in pregnancy
and in providing them with a rich array of support and assistance.

This testimony is to report to this select committee of the fact
that illegal drugs in our community are damaging even the smallest
and the most vulnerable of our citizens and that the nightly
homicides, so vividly reported each day by the media, are matched
by equally distressing losses among the area‘s infants and their
mothers.

My concern is focused in particular on drug use during pregnancy
which appears to be on the increase in the District. The drugs
in question are prancipally cocaine and "crack cocaine' but
other drugs that are causing problems are alcohol, PCP, heroin,
marijuana and cigarette smnking.

Use of these drugs during pregnancy poses a threat to maternal
and child health in several ways:

- compromising the growth and bhealtl. development of the
fetus

- by triggering pretrerm labor and birth (a risk posed
by c¢ocaine 1n particular)

- by making the pregnant woman less able to care Ior herself
and her developing fetus appropridately

ilﬂ:
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- Dby rendering the new mother unable to provide adequate
care and nurturing to her newborn baby

- Dby increasing the risk of death in the newborn. through
low birth weight, health prchlems in infancy derived from
maternal drug use and improper care in infancy

REMEDIAL STEPS

The advisory board has proposed three modest initiatives to help
ease the burden of drug use in pregnancy and post partum to help
sustain the recent decline in the District's rate of infant
mortality. These suggestions should be viewed as supplements

to other initiatives, both local and federal, to reduce the
distribution, use and demand for illegal drugs.

1. Establirh residential, comprehensive drug treatment centers
th ¢ give top priority to caring for pregnant substance
abusers.

Treatment facilities for substance abusers are in very short
supply. Generally, within the District, pregnant women are not
routinely given top priority at all the facilities that do exist
and there is a particular shortage of residential, "inpatient"
treatment services, despite the consensus that intensive
supervision is more likely to be effective than episodic
"outpatient® care.

A recent study of the treatment facilities in the District reported
in the Washington Post, showed that these centers are geared to
treat heroin addiction. The clients come into the facility, give
urine and then are given methadon and sent on their way. They

are not set up to treat cocaine addiction which requires intensive
counseling and supportive therapy. This requires trained personnel
that are not available in the clinics. In the last report, that

I am privy to, there were 14 unfilled slots for trained drug
counselors in the existing clinics but they cannot attract
candidates due to the low pay scale.

2. Provide mid-level care facilities for newborns to ease
the nursery bed shortage at area hospitals.

One consequence of substance abuse is an inability of the mothers
to care for their newborn babies. Many of these babies recuire
hospitalization and careful observation for several days or

few weeks after birth before they are able to go home.
Unfortunately, drugs have often destroyed tnese homes and the
babies are left to board at the hospital. Such care is often
very expensive and uses scarce medical resources to care for a
social problem.

98-329 0 - 89 - 9
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The problem of "long stay" has been going on for over a year at
Howard University Hospital. The fiscal year-to-date occupancy

of the newborn nursery for 1988 was 114%. There have been numerous
occasions when there were 40-46 infants in the nursery instcad

of the 35 maximum. Occupancy rates for the nursery for the last
8ix months of 1988 are shown below. )

Average Stay

Months Occupancy Rate For All Admissions
July 119% 11,3 days
August 114s 12.6

September 121% 10.8

October 1138 10.8

November 118% 14.8

December 132.6% 17,1

A similar scenario and trend are also apparent at D.C. General
and Greater Southeast Community Hospitals.

Scarce medical resources could be saved and more appropriate carc
could be given to these “"boarder babies" if funds could be invested
in some out-of-hospital, mid-level care facilities for such
infants. By relocating older, healthi:r infants to such centers,
the shortage of nursery beds for truly needy infants could be
eased. In *he absence of such placement spots, District hospitals
must continue to over-crowd their newborn nurseries and strain
their abilities to care for truly ill infants. The nursery bed
shortage resulting from the increase in high-risk deliveries and
boarder babies has become so acute that several times within the
last year, D.C. neonatologists have not been able to locate an
acute neonatal nursery bed betwecen Richmond ari Philadelphia.

The Mayor's Advisory Board has suggested additional actions to
improve maternal and child health. Although these initiatives
would also help in the substance abuse and pregnancy dowain,
they, have applicability to low income, high-risk- familier
generally.

4. Expand Medicaid eligability to include pregnant women
up to 185% of the federal poverty level,

it is well documented that one of the major reasons why low income
women fail to receive prenatal car 1s that they have no wvay to

pay for it. In particular, they may have no private health
insurance or, if working or, married, be too "rich" to qualify

for Medicaid. Nationally, some 15 million women ages 15-44 have
no insurancec to cover maternity care and two-thirds of these women
- 10 million - have ho insurance at all.
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The District is already committed to covering maternity care and
pediatric care for infants to age 1 up to 1008 of the poverty
level. The challenge is now to cover women whose income fall
between 100-1858 of poverty, as now encouraged by the 1987 Omnibus
Buuget Reconciliation Act. TO date about 11 states, including
Mississippi, have chosen to cover this additional population,

The health care consulting firm Lewin/ICF developed an estimate

of cost of coverage of pregnant women and children under one year
whose incomes fall between 1008 and 1858 of poverty at between
$2.14 and $2.766 million for one year. The District's share would
508 of that figure. The Lewin study used FY 1987 data. FY 1990
cost would be at least 5% higher. The study estimated that between
840 and 1000 women and children would be added tc the Medicaid
rolls.

The Mayor made a commitment to add the funds for the above but
the"budgetary process siphoned off the money to fight the "drug
war",

Other issues of the drug problem should be dircussed.

Sexually transmitted diseases are on the rise, Syphilis, Aids

and gonorrhea are appearing more and more in the teea age segment.
I had a patient whose 15year old daughter was found in a "crack
house", brought there by her 20 year old aunt, having sex with
anyone who would buy her crack.

A 4 year old had been left outside all day. When asked if his
mother was out trying to score "coke" he said "no she is out
looking for weed".

A first grader hid his mother's needles and syringes before he
went to school. She came into the classroom screaming "where
are my works' and threatened him with bodily harm.

I am aware, and I am sure that the committee members realize,

that the above problems are not isolated to the District, Every
large metropolitan area is facing the same scenario. The District,
however, is the nation's capitol and congress is mandated to
oversee the well being of its citizens anil to assure the safety

of it's streets,

I would think that the area of infant mortality would cause great
concern for the members of this gelect committee. The District
needs help in the solution to this problem, All of the studies
and suggestions for the solution will drop by the wayside if the
funding is not available for their implementation.

Federal leadership, in the form of a pilot project, is nseded
to show the way as to how best to prevent the loss of another
generation of children, our most precious resource.

“ 40
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AITACHMENT @

In 1987, Mayor Barry and Prolic Health Commissioner Reed Tuckson
initiated 2 nine point plan to accelerate the decline in infant
mortality in the District and, in particular, to focus services
on high-risk women and communities. The plan included the
following aotions:

“bperating a Maternity Outreach Mobile (MOM) van that will

provide an outreach services in the areas of education,
Yeferral, follow-up and transportation.

Extending Medicaid eligibility to cover all pregnant
women and infants under one year of age with family
incomes above AFDC level but less than the national
poverty level.

Extending the hours of operation in CPH clinics that are
located in areas where the infant mortality rate is
highest. The Benning Heights and Congress Heights
clinics will remain open until 68:45 on Wednesday
evenings.

Absorbing the cost of prenatal care in CPH clinicg for
women whose income levels are less than $20,000 annually.

Requesting hospital to distribute to all new mothers a
letter from the Mayor encouraging them to obtain car
seats and smoke detectors before leaving the hospital.

Expanding the current bus token program in CPH clinica.
Patients of the maternity «clinics and children
accompanying them will beissued METRO fare cards or bus
tokens, following a visit.

Reducing the waiting times for prenatal and pediatric
care by scheduling appointments at specific time slots as
opposed tothe current block appointment system.

Encouraging mothers to keep clinic appoincmants by
providing assistance for those who bring their children
with them to the clinic.

Implementing a case management system for high-iisk
pregnant women and infants so resources may be made
available to prevent infant mortality.

™S
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MAY 03 1959

NATIONAL COUNCII or

AN
(AT JUVENILE AND FwicY COURT JUDGES

April 26, 1989

Congressman George Miller, Chairman
Select Committee on Childiren

Youth, and Familijes
385 House Office Building Annex 2
Washington, D. C. 28515

Attn: Ann Rosewater, Staff Director

Dear Chairman Miller:

The National Council applauds you and your Committee's
highlighting the epidemic problem of drug-impaired infants, fThe
numrer of such reported cases in Los Angeles increased from 1 in
1986 co 1508 in 1988. The vast majority of these infants, many
abandoned by their addicted mothers at or shortly following their
birth, come unde. the protective jurisdiction of the family or
juvenile courts; . hence the concern of our judges natjonwide,
especially in the largest metropolitan jurisdictions.

Not only are che public health/mental health and drug abuse
treatment systems being overwhelmed by the numbers of these
cases, but so too are the alrcady swamped child protective
services and the foster care systems into which many of these
infants must be placed by the court.

This January, following an interdisciplinary two day policy
seminar convened by the American Medical As3ocilation 1n which the
National Ccuncil participated, AMA's Department of Adolescent
Health 1ssued a White Paper noting that youth coming under the
jurtsdiction of our courts represent a "vastly undersetrved
population with qreater than dverage health care needs.” Now the
National Council, 1n collaboration with the AMA 1s embarking on a
five-year initiative focusing on the needs of pregnant and
postpartum drug impaired adolescents and their i1ntants,
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While we will be unable to attend your Committee’s April 27
Hearing, we will follow your work on these issues with ‘jreat
interest. I enclose - ~utline and appendix materials of a

pregentation by Robert % Bensel, M.D., MPH to 998 judges and
juvenile justice profe. als at the Council sponsored 16th
National Conference on Jiu e Justice in March. It might be

appropriate for inclusion 1a the Committee's Hearing Report.

Kindest Personal Regards,

Slncerely yg}:s,

[iw-«\(éiwﬁ.—.

Ari 2 Schoeller
Atwsciate Director

Planning and Development
Enc.
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UNIVERSITY OF MINNESOTA
SCHOOL OF PUBLIC HEALTH
OIVISION OF HUMAN DEVELOPMENT AND NUTRITION
MATERNAL AND CHILO HEALTH MAJOR

Robert W. ten Bensel, MD, MPH

QBJECTIVES

To be able to discuss current medical knowledge on cocaine.

To be able to discuss the interrelationship between *crack", “Iy" drug
use, and AIDS.

To be able to discuss the public policy of treatment vs. criminalization
as a means of intervention with pregnancy women.

THE ISSUES
A. Crack - highly addictive and {1legal,
8

Physiology of cocaine

1. 500 pounds of coco leaves make one pound of cocaine

¢. In its refined form, it is known as crack

3. Most often additives are used which can cause complications in addic-
tion in addition to the cocaine,

4. Use is by ifjection in medicine. 11legal cocaine and its derivatives
are either injected intravenously, inhaled through the nose
("snorted"), or smoked.

Mechanism of alcohol/cocaine similar

1. Oopamine depleted

2. Permanent effects

3. Sehavior - Acute (Plsasure, Power, and Sexual)

4, Chronic « loss of memory, less pleaure, less sensitive to world

o

0. Maternal behavioral findings (Cocaine Abuse)
1. Organic brain syndrome
2, Bizarre behavior

. Paranoid/aggressive behavior

. Decreased tolerance to pain

LX)

E. Uirectly affects the health of mother and baby < risk factors.
F. Crack travels with sex (STD & AIDS) and often dangerous - environment.
G. Ethical issues of screening,

H. Law management in mother and child.

>~
-

Is prevention poss:ole?




11. QAGNOSING COCAINE ADOITION/USE

A, Cocaine - non-medical drug which aiters behavior
1. Simitar to aicohol, amphetamines, hypnotics, hallucinogens, PCP, etc.
2. Major mental effects - intoxication, withdrawal, delirium & delusions,
3. Narrow “time window" to fgentify (48 hours)
4, Denial and withholding information common,

B. OSM Diagnostic Criteria for Cocaine Intoxication (1987)
1. Recent use of cocaine
2. Maladaptive benavioral change “"impaired judgement' etc.
3, Physical signs within one hour. rapid pulse, hygertension, ¢chills,
nausea or vomiting, dilation of pupils (Note: without laboratory
analysis - “provisional™)

C. Other cocaine syndromes (DSM-111.R (1987) APA)
1. Cocaine withdrawal - depression, irritability, anxisty (suicide)
2. Cocaine delirfum - witnin 24 hours, hallucinations, violent or
aggressive benavior
3. Cocaine delusional disorder - persecutory delusions

D. Addiction definition (Cocaine Pain 1988)
1. 01d - increased talerance by increasing dose.
2. New - continued use in face of harmrul effects.

E. Orug use in women - ages 18 to 25 (National Survey of Drug Use 1982)
1. Alcohol: 13,580,000
. 2. Cocaine: 2,110,000
3. Tranquilizers: 1,950,000
4. Heroin: 90,000

F. ticit vs, {1licit drugs (Ame~ican Heritage Oictionary 1973)
1. Ligit Orugs
a. From Latin, licitus, "to be permitted", "to be lawful", "leisure*
B. Within the Taw, permitted

2. 1lligit Drugs
a. From Latin, illicitus, "not allcwed"
b. Not sanctioned by custom or law
c. lilegal, unlawful

G. Cocaine use continuas to escalate (Newsweek, 9/23/87)
. 20-30 million Americans have tried cocaine
2. 5 million are regular users
3. 5000 try cocaine daily for the first time
4. In 1986 cucaine surpassed alcohol for emergency room visits
5. Cocaine - 3rd leading cause of drug related deaths
6. Cocaine is a 50 billton dollar a year drug habit,

Ly

ERIC 5]



I11. ASSESSING THE DEGREE OF HARM

A. Degres of harm to cocaine babdies

1.  Smiler, pre-term infants, low birth weight

2. Jitteriness - poor suck

3. EEG abnormal early (first week)

4, Babies “poor cuddiers
*In a mother who is struggling to deal with her drug cravin? and
related problems, putting a baby in her care « a cuddly, ovin?
baby - is foolhardy, Having one that does not give this type o
So;gbgck is even mo:o risky."
(Je ersonsky, Pediatrics, 1988, 82:136)

5. Increased risk of Sudden infant d&ath syndrome - not proven

6. Fetal malformations « not proven

7, “Neonatal Abstinence Syndrome® (withdrawal)

B, Consensus of medical data
1, Cocaine users older (27 vs, 19 years)
2, Usa more tobacco & alcohs! (41% vs. 27%)
J. More pre-term baby (24% vs., 3%)
4, Smaller babies (23% vs, 4.3%)
5, Abrupio placenta (5.7% vs. 1.4%)
6. No prenatal care (33% vs. 8%)
7, SIS higher (15% - not proven)

C. Cocaine effects on brain waves
(Doberczak, T. et r1, J, Pediatrics 1988, 113:354-8)
1. 39 infants exr.sed to Intrauterine cocaine
\ + 34 irritability; 2 required sedation
3. EEG « abnorma) in 17 of 38 in lst week of life
4, 9 of 17 remainec abnormal in 2nd week of life"
5. The nine abnormal were normal 3 to 12 months later
6. Cocaine felt t:c be transient in brain effects

D. New Data 5989
1. Temporal patterss of cocaine use in pregnancy
(Chasnoff, I, et al, JAMA 261: 1741.44, 1989)
a, Three ?roups
. st trimester use . (23)

11, Entire pregnancy - (52)
111, Control - no use . (40)

b, Only entire pregnancy - preterm, smal) for gestational age
{head size small)

2. Effacts of maternal marijuara and cocaine use un fetal growth
(Zuckerman 8., et al, NEJM 320:762-8, 1989)
8. From Boston City Hospital (High risk population)
b. Controls (no drugs) vs. marijuana users
f. 79 grams decrease in birth weight (P = 0,04}
i1, 0,5 cm, decrease in length (P * 0.02)
¢, Controls vs. cocaine users
1, 93 gram decreass in weight (P = 0,07)
fi, 0.7 cm, decrease in length (P = 0,01)
111, 0.43 cm, decrease in read size (P = 0.01)
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3. “We conclude that the use of marijuana or cocaine during pregnancy
is associated with impaired fetal growth."
(Zuckerwan, et al, 1989)

4, Study Problems
4. 1932 women eligible
i, 7% refused (144)
it. 6% left clinic (124)
1i1, Usually older, srd trimester and smokers

b. Sample young, low-income, Black and Hispanic
c. Smoking, STD's, alconol and heroin corralated

ASSESSING THE RISK FACTORS

A‘

B‘

c.

“It is vital that possible risk factors be evaluated...failure to

assess risk appropriztely and provide social & community supports may
place a further generation of children at risk,*

(Regan, DD. et al. Infants of Drug Addicts: At Risk for Child Abuse,
Neglect, and Placement in Foster Care. Neurotoxicology & Teratology
9:315-317, 1987)

Problems with cocaine data 1989

1. Small numbers of infants studied

2. Children followed only one year

3. Lack of control groups

4, Assessing other maternal factors - alcohol, stress, diet, poverty,et:.
§. Long tarm effects unknown

*There are no Medical problems specific to cocaine,®
(Or. virginia Lupo, Hennepin County, Minneapolis, MN, 3/9/88)

Cocaine screening

1. Not routine

2, Not random

3. Medical indicators only (for medical treatment)

4, Community survey underway (public vs. private patients)
§. Improving professional education

Screening tests are not diagnostic tests, diagnostic tests are “gold
standard® tests,

The “gold standard" for cocaine is gas chromatograph,:
(99.9¥  accurate - urine or blood

Iceberqg effect masking real proportion of preblem

1, Samle selection basis - High risk deliveries in fnner cities «
mother and/or infant .

2. Confounding variables - Qther substances/environment

BE1
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Interpretation of toxicologic screens (Cocaine presenc. - {llicit,
unprescribed use)

1. Cocaine metabolites appear in urine tn one hour of exposure

2. Persists for three days {up to five days in neonates)

3. Presence in serum previous eight hours

4. Passive innalation . not documanted

General drug screen - urine

1. Alcoho!

2. Cocaine

3. Amphetamines

4. Opfates

S. Barbiturates

6. PCP (Phencyclidine)

7. Benzodiazepines

8. THC Metabolite (Mar{juana)

Cocaine and metabolites screening

!Medtox Laboratories, January 1989)

1. 10 mf11{1iters urine at room temperature
2. Enzyme immunoassay ($18.00) 0.3 ug/ml,
3. Multiple drugs - urine (23.50}

4. Gas chromatography ($40.U0) 10 ng/ml,

Cocaine in blood
3 ml serum or plasma - 50-200 ng/ml
(infant 10 cc of blood)

2. Gas chromatography

3. Cost - $40.00

Perinatal cocaine

1. Few regular screening programs in place

2. Consecutive random screening 10% - 15X are positive at some time
during their pregnancy,

20 1982 - 1

3. 1983 - 2

4. 1984 - 10
5. 1986 - 500
6. 1987 - 600
7. 1988 - 1500

“Eleven percent (11%) of women in 36 hospitals studied had used 111egal
drugs, most often cocaine.* (375,000 newborns predicted annually)
National Association for Perinatal Addiction Research, New York Times 1/89

Cocai;e 1nf;nts n La (167,000 births/year)

Cocaine use is a high risk factor
« For other licit and illicit drug misuse
2. For abuse and neglect
3. For intr<fam:‘y ;i0lence
4. For promiscucus jex
5. For STD's 1~ e ng AIDS
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%;;gk‘and fatal child ;bgsel

rley Press, JAMA, 260:3132, 1988)

1. 3 battering Geaths - 1 mo.. 2 yr., 3 yr. old
2. Children shot to death in crack houses

3. Sexual and physical abuse in crack houses

4. (Mo firm studies on increased deaths)

Cocaine exposure among children
(Shannon, M, et al. Pediatrics March 1989)

~ 1. 1,680 urine and Serum toxicologic screens over 19 months - Baston

2. 52 (4.5%) positive for cocaine

3. 4 neonates and 3 infants (1 to 7 months)

4. 45 were adolescents (mean aje 19 years). 19 were suicide
attempters or depression and 11 had chronic diseases.

5. Cocaine abuse among chronically i1l adolescents has not been
previously documented.
4. Jof ]l admitted cocaine abuse
b. 7 of 11 abuse other drugs

Cocaina and adolescents

1. Nationg! Institute Drug Abuse High Schoo! Senior Survey (1987) -
15-20% users (up three times from 1987)

2. Minnesota 1985 - 16.0% males and 15.5% females.

PROBLEMS WITH COCAINE TREATMENY

A,

B.

c.

0.

For mothers

1. Lack of treatment facilities for cocaine users

2. Mother and tnfant ysually separated *boarder babies®

3. These are the same mothers who were highest risk iu the past

Cocaine addicts voluntary seeking treatment

(Narcotics Control Digest, March 3, 1989)

17 In] were women

2. [n 1987 50% were women

3. Of women who were both pregnant & addicted - 20% could not break
their habit to deliver a healthy infant

The medical logic for mothers with cocaine use

1. Screening of mothers on medical indication

2. Screening of babies if mother's positive (repeat)

3. CPS raferral - parent and home assessment - patterns of behavior

Iszues to address with cocaine misuse

1. Cocaine may be harmfuyl

2. Poor 1llicit drug use and Ticit drug abuse - tobacco and alcoho!

3. Poor nutritional status

4. Poor social environment - home visit and assess parenting skills
and safety needs

Social policy

1. Prenatal subs:ance sbuse - licit or 11licit constitutaes child abuse.

2. Llear and opjective of the limivations of scientific findings as
well as the 2«¢ient of findings,
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Public health policy

1. Prevention - educatior, legislation and enforcement (prohibit use
of all drugs during pregnancy)

2. Screening - early identification of drug use

3 Treatment . "commitment for treatment®

Focus on 1 rger issues
1. Overriding issue is society's support of families and pregnant women,
2. Creating a “duty to nave a healthy chiid®
3. Creating an ethical responsibility to care for seif and others
(compassior.)
4. Looking at ourselves - the licit and 111icit use of drugs
(chemical health)

ISSUES

“The sex drug®
Crack users increasing sexual activity -« for drugs as well as for sex
(prostitution)

The two major pudblic health epidemics are now interconnected
HIV infection and 1V drugs
(48 Hours, 10/13/88)

AIDS amd Syphilfs (“Ghetto diseases")

1. More in mingrities

2. Money shifted to AlDS

3. More screening of patients in inner city hospitals, drug user and
prostitutes (Wall Street Journal 12/19788)

Syphilis and crack
1. Syphilis « rising
inner city drug users, srostitutes and contacts; decline in gay men
2. MWomen trade sex for crack - more contacts than prostitutes
3. The “"crack house" 1s the "gay bath house” of the 1970's.
(Wall Street Journal, 12/19/88.)

Homemade drugs

1. In home labs, the U.S. has the capability of making all of the
f17icit drugs it needs e.en 1f all foreign sources are stopped.

2. China White - 700 times more powerful than heroin

3. PCP . "angel dust”

4. 1.SO - exported to other countries

5. Metamphenamines

LEGAL ISSUES IN INTERVENTION

A,

When courts take charge of the unborn
1. 29 year old woman . forging checks was pregnant and screened for

cocaine
2. Mother sentenced to jail unt1l baby was delivered (12 weeks)

- R64
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B. Current trends in law enforcement
1. Screening for drugs in newborn's yrine.
2. ‘“Women who are pregnant and committing crimes are being punished
more harshly* (Temar Lewin, New York Times, 1/89)
3. The newborn's urine showing ctdcaine 15 used as evidence of mother's
111egal drug use (single screening being contested).

4, "In most states, it iy still an open legal question whether a
pregnant women's drug abuse constitutes child neglect (fetal abuse)
or is a 'legal wrong'." (New York Times, 1/89)

C. Obligation to protect fetus
1. PRQ - “Prosecutors, judges & state child protection" (& many
physicians)
2. CON -
2, Unconstitutional
b, Laws more harshly applied in cocaine and other {11icit drugs
C. More drug treatment programs for pregnant women %eeded,

D. Laws . fetal and perinatal
1. Right to inherit property (March v. Kirby, 1937)
2. Right to recovery - traumatic physical inJjury (Bonbrest V. kotz, 1946}
3. Doctrire of intrafamilial immynity - 1imits actions for damage
could not be brought against immediate family.
4., Right to pregnant women's body integrity
5. Is the fetus a child (unborn child)?

Coc.outl-8
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APPENDIX A

Summary of Studies on Incidence and Prevalence of
Cocaine use among Pregnant domen

RN cesaesuNGuTatecseesaatacaas LALIT I IIIIT LRI T L LYY LY T TN N P g g rp iy g apuppiy

REFERENCE

L L e R N Y Y R I QUi LT L T T Y Py L R YT TP o LT X TN Y -

Frank, D.A,
et. al, 1488

. Cherukuri, R,
et. al,, 1988

Little, 3.3,
at. ai., .88

Chasnoff, 1.J.

at, al., 1984

Frank, D.A., et al
Pediatrics 82(6):
Cheruki, R,, et al:

METHOOS

Assessment by interviews & urine
Analysis, Prenatally & post-partum,
of 679 urban women participants.

No significant difference with the
nonparticipants was deteced.

Retrospective matched cohort stuay
of 55 cacaine-using women and none
arug-using women, Matched for age,
parity, SE status, alconol use ang
aresance or absence of prenatal
care,

eTeos0ecttve study an 102 nesorra’
racoras orf 1 large aubli¢ ngsortai
whicn sarves a pragcminaniiy Incie
gent pooulation,

Screening of all women present:ng
t2 the Women's Hospital in Chicago
far prenatal care during a § month
trial pertod in 1982,

FINDINGS

17% used cocains

at least once,

8% were positive by
uring assays.

24% dented use at
interview but ere
positive in urine,
11% lst, Trimestar.
7% 2nd. Trimester,
9% ird. Trimaster.
6% Pre-partum,
Among users, (6i%
positive by urine
assay) 18% used it
during all prenancy,
48% only during is:
or 2nd Trimestar,
33% within last 7
days.

4% of all deliver:es
(114) used cocaine
at least once.

Istimatad prava’zess
= 9.8% (3¢ leve! = ;
3.9 « 153.7% range
60% muiti-drygs .sa-s.

3% of women evigenced
sedative-hypnotics 1n
urins at time of
admission to ciinz,

LT T Y X L R Y PR T TS EXT TR TR P PRYRY 3 P Y L L L L L L L LYy,

Cocaine Use OQuring Pregnancy: Prevalence and Correlatas,

888.39%, 1988,

A Cohor: Study of Alka.oidal Cocaine ("Crack®) in Pregnancy.

Obstetrics & Gz?ecologz 7212): 142-151, 1988.
Little, 8.9, et alt Coc:'~e .se 'n Pregnant Women 1n 2 targe Public Hospital,

American Journai of 3de~ ~3:3'cgy §(3): 206-207, 1988.

Chasnort, [,J. at al:
Iffects on Infiat Cewa :-aar,
277.280, 19aa,
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APPENDIX B

Major Characteristics of the Populavion At Risk
of using Cocaine Quring Pregnancy

Characteristic

Maternal Age {(yrs)
Weight Gain (1bs)
Tobacco Use) 19/day
Alcohol D5 drks/wk
Ethnic Background
... White

... North American Black
<o Other Black

... Hispanic

oo Other

Marital Status

‘... Single

ees Married

Leve] of Educatton
imo'oyed

Graviaity

Parity

Prenatal Visits
STDs

Abortions

Nutritional Status

PYpppiprary purpspy Y XL L LT TR R T R R L L T DL L LR Ll ot eated b dedabedabdbdeded

- eweccvunve

(*) No Sigmficance

Sourse: MacGregor, S.N., et a':

Range Significance
270462 T
27.1 + 12.0 {*)

29 (41.4%) 3
8 (11.4%) ‘*)
(v=)
(v*)
(*)
(*)
()
()
(*)
(*)
(*)
3.8+2.0 (*)
1.1 +1.3 (*)
7.9 + 4.1 ()
(ev)
(w*)
(v
e
tocaine Use Quring Pregnancy: Adverse

Perinatal Qutcomes. Ame~-:zin joyrnal of Obstetrics and Gynecology 157:

686-690, 1987,

Frank, 0.A., 2t 1 c:caine Usa During Pregnancy:
283.895, 1988,

Correlates. Pediat~r:c 3+l 5.

-3
-
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APPENDIX C

Perinatal Effects of the use of Cocaine
during Pragnancy

Parametear Range Significance
Gestational Age 37.1 » 3/6 (v )
Preterm Labor (a) 15 (78.6%) ()
Preterm Delivery (a) 17 (24.3%) (wen)
8irth Weight (gm) . 2683 + 698 (vee)
Low Birth Weight (b) 16 (22.9%) (*)
Small for Gest. Age 13 (18.6%) (**)
Route of Delivery

.o Vaginal 55 (78.6%) (*)
ees Primary Cesarean 8 (11.4%) (*)
«+. Repeated Cesarean 7 (10.0%) (*)
"Abruptio Placentae § (7.1%) (*)
Congenital Anomalies & (5.7%) )
PROM (2) (32.0%) (»=)
Yecanium-3tained Flyid (21.0%) (*)
Headd Cirzum, (%tile) 25 ()

(0 <t ) L (o e

Rupture of Membranes

Sources:

Frank, 0.A,, et al: Cocaine Use During Pregnancy: Prevalence and Corralatas.
Pediatrics 82(6): 888-895, 1988.

Cheruki, R,, et al: A Cohort Study of Alkalotdal Cocaine ("Crack*) in Pregnancy.
Obstetrics & Gynecology 72(2): 142-151, 1988.

MacGregor, S.N., et al: Cncaine Use During Pregnancy: Adverse Perinatal
OQutcomes. American Journal of Obstetrics and Gynecology 157: 686-690, 1987.

Chouteau, M., et al; ects or (ocaing Abuse 1n Birth Weight and Gestational
Age. Obstetrics & Gynecoglogy 72(3): 351-354, 1988,

Doberczax, T.M., et al: 'moac: of Maternal Orug Dependency gn Birth Weight ana
Head (Cir:umference of 3f¢.springs. American Jou,nal of Disease in Chilaren
141: 1163-1167, 1987.

Coc.:ablel Areparad Dy Walter Suarez, 0 3,26
aeis.

Q68
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APPENDIX O

Exposed to Cocaine

Reference

Method

5;5901 N.
et al, 1987,

Bauchner, i,
et al, 1988.

‘Shih, L.
et al, 1988.

Telsey, A M,
et al, 1488,

Triple conort study
involving cocaine<using
mothers, multi-drug abusers
and drug-frea mothers.

Cohort study of 996 women
from which 175 used cocaine
during pregnancy.

Case-control study on 36
nesborns, 18 neonates
born to cocaine-using
mothers, Tests for
seripnheral and bdrainstem
auditory dysfunction were
2e~farmed,

A case study analysis of
gastro-intestinal complica-
tion on nawborns exposed to
cocaine,

269

Immediate Qutcomes on the Newborn

Findings
Congenital malformation
rate was significantly
higher for group 1 vs
group 3 (p<0.01).
Stilibirth rate was
significantly highlr in
group 1 (p<0.01),

A risk of 5,6/1000 of
$10S(a) within users
compared to 4,9/1000 of
the non.user group. A
relative risk of 1.17
with a 95% Cl of 0.13 -
10.43 within users sug-
gested no increase risk
to SI0S.

ABRs from negnates e’ -
posaed to prenatal
cocaine abuse showed
prolanged latencies
indicating neurologtc
impairment or dysfunc-
tion requiring further
audiologic anG neurd-
logic follow uo,

A case of necrotizing
enterocolitis at dirtn
in a tarm neonate is
presented. Culture of
bowal secretion was +
for 2 types of
Clostridia, £,Coli and
Group 8 Streptoccoccus.
It is suggested that
bowe! ischemia was cue
the vasoconstrictive
properties of cocaine,
A 2nd complicatton of
exposure to cocaine is
suggested: fschemi: ina
farczion of the Sowel.
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APPENDIX D

- continuation -

Refarence

Method

Boherczak. T.M.
et al, 1988.

Chasnoff, 1,J.
et al, 1985.

Qstrea, E.M,
et al, 1987,

Isenberg, §.J.
et al, 1987,

Taske, M,.P,
et al, 1987,

39 infants with intraute-
rine exposure to cacaine
were examined for neuro-
logic and ES5 abnormalities.

23 cocaine-using pregnant
women were enroiled in 2
cohorts: cocafne users
alone and multidrug users.
They were compared to women
under methadone during
pregnancy and a group of
drug-free women,

A case control study of 12
exposad infants and 19 cona
trols was done %9 evaluate
the patterns af aeart rate,

A case control study of

13 cocaine<intoxicated
neonates and 36 cantrols
was done to evaluate the
existence of ocular abnor.
malities,

A case study report of
effects of cocaine expo-
sure in the ocular System,

oo
* 3
<

bt B AL LA DS P T L L L L LT T T T T o T L R iy g

Findings

bl L AL TII LI LT T L LT Ry ey ey S iy csmesaswess

34 of 39 displayed CNS
irritability, anly 2
requiring sadation,
EEG was abnormal in i7
of 38 during the firs:
week of life, The maa
abnormality was a nat.
tern of irritability,
Follow-up showed a
reversal o normaiizac
patterns in 90%.

The Brazeliton Neonatal
Benavioral Assessment
Scale revealed that
infants exposed to
cocaine had significant
depression of intarac-
tive behavior and a
poor organizational
response to environment
stimulii,

A significant ».gner
heart-rate baseltine,
beat-to-deat var-ap'-
ifty and long.szrm
variability, Ser.a
¢reatin dhosphe<inase
was elevated g 39% ¢
it wac the MM Fraction,

Iris blood vessel ao-
normalities were faunag
ranging from no vist3ia
vessels (grade 0) <2
dilated and tortouos
vessels (grade 4),

A case of Retingphaty
of prematurity-like
fundus and pe-sistent
hyperplastic srimary
vitreous was veportag
to be assoctiatag 3
cocaine axpos.re,
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APPENDIX D

- continvation «

Reference

Method

Findings

Chasnoff, 1.0,
ot al, 1386,

Davidson, S.L.
‘et al, 1986,

Chasnoff, 1.J.
et al, 1987.

A case study report of the
effect of cocaine exposure
over the cerebrovascular
system,

A case control study of

27 cocaine-exposed reonates
and 43 controls was done to
assess pattern functions.

A case study report of the
the presence of cocaine in
breast milk.

The case of a ngonate
exposed to a high dose
of cocaine during the
last 3 days of
preqmncy was pre-
sented. Complications
during the initial 24
hours of life included
episcdes of apnea and
cyanosis, followed by
muitiple focal seizures
The diagnostic eva-
Tuaticn was conclusive
of acute infarction of
the left middle
cerebral artery.

The study reported a
longer total sleep time
with greater durations
of apnea and higher
total duration of
apneas > =6 sec, More
pertodic breathing, a
higher mean respiratory
rate and & lower mean
heart rate,

A case report of a 2
week 0ld infant gird
who was exposed to
¢ncaing via her
mother's breast milk
serve to present the
patterns of excretion
of the drug in breast
milk compared with
{afant excretion pat-
terns, Signiftcant
levels persisted up to
36 hours after use,’
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APPENDIX D

» continuation -

Sources:

8ingol, N. et al: Teratogenicity of Cocaine in Humans. The Journal of
Pediatrics 110: 93-96, 1987.

Bauchner, A. et al: Ritk of Sudien Infant DDeath Syndrome among Infants with
In<Utero Exposure to Cocaine. The Journal of Pediatrics 113:831-834, 1988,

Shin, L. et al: Effects of “aternal Cocaine Abuse on the Neonatal Augitory
System. International Journal of Pediatric Otorninolaryngology 15:245-251,1983.

Telsey, A.M. et al: Clocaine Zxposure in a Term Neonate: Necrotizing
Entarocalitis as a Compl:icazion. Clinfcal Pediatrics 27(11): 547.549, 1983.

Ooberc2ak, T.N. et al: Neonatal Neurnlogic and €55 effact of Intra-ytering
Cocaine Exposure. The Journa) of Pediatrice 113: 354.358, 1988.

Chasnoff, [.J. et al: C(acaine usa in Pregnancy. New England Journal of
Medicine, 313: 666-669, 1945.

Ostrea, €. M. et al: Abnermal Yeart Rate Tracing and Serum Creatin

Phosphokinase in Addicted Neonates. Neurotoxicology and Teratologz 9:

305-309, 1987.

Isenbarg, S. [. et al: Ocular Signs of Co.sine Intoxication in Neonates.
American Journal :f OJpntha’mo’oqy 103: 211-214, 1987,

Teske, M.P. et al: 2etninconaty of Prematurity..ike “undus and Persistant
Hypernlassie Primary Y:iracus issocrates with Masarnal Cocaine Yse. American
Jouraal of Johtnalmolecy LI8(3): 7194720, 1987.

Chasnoff, [.J. et al: 2eringral Zarsbral Tnfarzzion and Maternal Coca:ine Use.
The Journal of Padiatre2s .08(3): 456453, 1986.

Davidson, S.L. et al: Abnornal Sleeping Ventilatory Patterns in Infants of

Substancs Abuse Mothers, 3merican Journal of Jisedse n Children 140:
1015-1020, 1986.

Chasnoff, {.J. t al: Cocaire Iatoxication i1 a dreast-Fed Infant, Pearatrics
80: 336-838, 1987.

Coc.Tabd . 1-4.4
Dicvll Prepared by Wal:er Suarez, M0  3/39
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APPENDIX E
[. Urine drug screens will be requested by the physicians in the following

circumstances:
A. Documanted or history of maternal substance abuse
B. No prenatal care
C. Abruption
D. Preterm Labor

1. With vaginal bleeding

2. MWith unexplained fetal distress

11. Urine drug screens may be requested by the physicians in the foliowing
circumstances, obtain first voided urine anu save in refrigerator:

A, Sexually transmitted diseases
. Hepatitis 8

8

C. HIV antibody positive

0. Small for gestational age - with small head size
E

. CNS abnormalities
. 1. With seizures
2. MWith tremulousness

F. Irritability
1. Associated tachypnea
2. Associated tachycardia

Di¢ VII
App.e
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APPENDLX F

Urine screens for cocaine and other drugs will be sent on ail babies whos
mothers have been screened on admission to ltabor and delivery, whose
mothers have tested positive for cocaine on urine screeening during the
pregnancy, or whose mothers have admitted to the use of cocaine during
pregnancy.

Urine screens for cocaine and other drugs will be sent on all newborns
whose mothers have had no or minimal prenatal care.

Newborns who test positive for cocaine, or whose mothers test positive on
admission to labor and delivery should be observed in the newborn nursery
for a minimum of 72 hours after delivery for signs of drug withdrawal,

Breast feeding is contra-indicated if the maternal urine {s positive for
cocaine, and should be strongly discouraged for mothers who are likely to
resume drug abuse after discharge from the hospital.

Hennepin County Medical Canter 3/2/89

app.f
dic vif

%3329 (280)

ERIC

Aruitoxt provided by Eic:




