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" FETAL ALCOHOL SYNDROME

MONDAY, DECEMBER 10, 1990

U.S. SENATE, ,
SUBCOMMITTEE ON SocCIAL SECURITY AND FAMILY PoLicy,
COMMITTEE ON FINANCE,
Washington, DC.

The hearing was convened, pursuant to notice, at 10:00 a.m,, in
room SD-215, Dirksen Senate Office Building, Hon. Tom Daschle
~ presiding. - '
[The press release announcing the hearing follows:]
—— N (Press Release No. H-57, Nov. 30, 1990]

FINANCE SuBcoMMITTEE TO HoLD HEARING ON FETAL ALCOHOL SYNDROME;
WITNESSES TO TESTIFY ON PREVALENCE, EFFECTS AND SOCIAL SRRVICES AVAILABLE

WAsm‘mzéN, DC—Senator Daniel P. Moynihan (D., New York), Chairman of the
Senate Finance Subcommittee on Social Security and Family Policy, announced.
(Fl‘;':;:isay a hearing next -month to examine the problem of Fetal Alcohol Syndrome

N ).

The hearing will be on Monday, December 10, 1990 at 10 a.m. in Room SD-215 of
the Dirksen Senate Office Building.

-“The Surgeon General of the United States has stated that there is no safe level
of alcohol consumption for pregnant women. Over the past two decades, FAS has
come to be known as the leading cause of mental retardation,” Moynihan said.

“This hearing is intended to call attention to the prevalence and effects of prena-
tal exposure to alcohol, and inform the committee about the problems with respect
to the availability of social services and foster care for women at risk and their chil-
dren,” Moynihan said.

OPENING STATEMENT OF HON. TOM DASCHLE, A U.S. SENATOR
FROM SOUTH DAKOTA

Senator DascHLE. The hearing will come to order. Chairman
Moynihan is not able to be here today, but I want to thank him for
‘scheduling this important hearing and acknowledge his leadership

" » in the area. An earlier hearing of this Subcommittee focused on
the children of crack cocaine and their abusing mothers. That
hearing was the impetus for this follow-up hearing on the conse-
quences of alcohol-abusing mothers, fetal alcohol syndrome and
fetal alcohol effect. :

I also want to thank our witnesses. Some of them have traveled
long distances to tell their difficult but important stories. Too
many Americans are unaware of the devastating consequences of
alcohol use and abuse during pregnancy. Because alcohol is a legal
drug few people realize that alcohol, if used during pregnancy, can
be just as harmful as crack cocaine or heroin. It's legal so people
think it's okay.

. : M
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That’s what Kathleen Tavenner thought. Kathleen has shown a
great deal of courage by appearing today to tell her story. She is a
recovering alcoholic who has turned her life around completely and
is now helping other women do the same for themselves and their -
children.

When Kathleen was pregnant she abstained from other drugs, to
which she was addicted, and replaced them with alcohol, the legal,

* acceptable thing. But alcohol consumption when a woman is preg-

nant is not okay. Its use can resuli;/p in permanent damage to the
fetus, damage with which the chxld and his or her famlly will live
for the rest of their lives..

Kathleen will speak to those consequences this morning. Fetal al-
cohol syndrome or fetal alcohol effect (FAS or FAE) affects all
~ races and all nationalities and crosses all social and economic
. boundaries. It is the leading cause of mental retardation in the
Western world. The costs associated with it are astronomical. ,

Every year more than $1.25 billion is spent in this country on
medical, residential and support services for FAS victims. Yet very
few people understand what a tragic impact FAS and fetal alcohol
effect, the ‘less severe form of FAS, are having on the country’s
children and their families.

I began to understand the enormity of the FAS problem after
reading Michael Dorris’, ‘““The Broken Cord,” which tells the story
of his relationship with his adopted' child, 'Adam. Michael’s story
was particularly moving to me as Adam was born on the Pine
Ridge Indian Reservation which I represent.

In his book Mr. Dorris tells of returning to South Dakota to de-
velop a better understanding of his FAS child. I am pleased that he
could be with us today to tell his story.

Although FAS has no boundaries its effects are especially felt in
Indian country. The rate of FAS on some reservations is seven
times the national average. On Pine Ridge, one of every four chil-
dren is born with fetal alcohol syndrome or fetal alcohol effect, ac-
cording to some sources.

Jeaneen Grey Eagle comes from Indian country. She lives ‘with
these statistics along with the statistics that reflect the many social
illnesses associated with poverty, like unemployment rates as high
as 85 percent. But I will let Jeaneen Grey Eagle tell her story. She
does it convincingly. _

Finally, I am troubled by the fact that the American public has
not faced up to alcohol’s impact on the quality of lives of our chil-
dren. That a pregnant woman can permanently impair the young
life she carries and that that damage, though irreversible, is 100
percent preventable.

I am troubled by this fact because it doesn’t have to be this way.
I am convinced the American public is well aware of the conse-
quences of smoking. I am convinced the American public knows
what can happen when they drink and drive. I am not convinced
that the American public is as informed as they should be on the
consequences of drinking during pregnancy.

This hearing is intended to focus the public attentton on a pre-
ventable problem of tragic proportions, to assess the Federal re-
sponse to that problem, and to begin to look at ways of solving it.
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Our first-panel this-morning will be comprised of Mr. Mark
Barnes, the counsel to the Secretary for Drug Abuse Policy, the
U.S. Department of Health and Human Services; and Dr. Craig
Vanderwagen, the Director of Clinical and Preventive Services at
the Indian Health Service. He’ll be accompanied by Dr. George '
Brenneman, the Chief of the Maternal and Child Health Branch,
Indian Health- Service, U.S. Department of Health and Human
Services.

I understand that Mr. Barnes will be late, but I will call him to
the table just as soon as he arrives. So let us begin with Dr. Craig
Vanderwagen.

Dr. VANDERWAGEN. Good morning, sir. I'm sorry to hold you up.
I was having a very nice visit with a couple of the other witnesses
hhere I think we're going to hear some very interesting things from
them.

Senator DascHLE. Thank you, and thank you for commg, Dr.
Vanderwagen. If you'll proceed any way you see fit. The entire text
of your statement will be made a part of the record and we encour-
age you to proceed however you feel comfortable. -

Dr. VANDERWAGEN. Okay. Thank you.

I wish that that would be entered in the record and I ll extempo-
rize here for a little bit if I might.

Senator DascHLE. Without objection.

' S'I‘ATEMENT OF DR. CRAIG VANDERWAGEN, DIRECTOR, CLINI-
CAL AND- PREVENTIVE SERVICES, INDIAN HEALTH SERVICE,
ACCOMPANIED BY DR. GEORGE BRENNEMAN, CHIEF, MATER-
NAL AND CHILD HEALTH BRANCH, INDIAN HEALTH SERVICE,
U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Dr. VANDERWAGEN. I think you’'ve highlighted a very significant
and important component of our concern about fetal alcohol syn-
drome, particularly in Native American communities, which is the
awareness and the level of commitment to communities to change.
_ Notw1thstand1ng, I think there is a Federal role that Indian
Health Service is working towards. I want to review a couple of
basic assumptions and the approach that we take to dealing with
fetal alcohol syndrome.

Fetal alcohol syndrome to us is a sentinel event. It indicates a
breakdown in a variety of community and family dynamics, and it
requires focused and intense intervention. It requires multi-discipli-
nary teams. It requires outreach, case finding, identification of at-
risk mothers and children; and it requires in the first instance a
registry of those children who may be affected by fetal alcohol syn-
drome and fetal alcohol affect.

We have taken an approach in Alaska, for example, and we
think this is really a strong and positive way to approach this, of
trying to identify all children who may be affected by alcohol,
having specialized physicians and staff work with those famllles,
ensure the accuracy of the diagnosis, and work with those mothers
to prevent fetal alcohol affect in future children.

We are now attempting to extend this same kind of approach to
targeted areas of high risk, including the Aberdeen area whxch you
represent here today, sir. This would include bringing in those
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same kind of specialists to assist in identifying children who were
affected by this problem and their families, and to provide out-
reach and family support services. ) :
- We believe fetal alcohol syndrome is basically a community prob-
lem requiring community change and the Indian Health Service is
there to facilitate and support that community change. We think
there are model programs in some communities. In Tuba City, Ari-
zona, the Navajo chapter has taken strong responsibility for this
and said that we do not want this in our community. And through
the Office of Substance Abuse Programs in ADAMHA and through
the IHS a very nice community outreach program has been estab-
lished in Tuba City to identify mothers at risk. ‘

We think this demonstrates the need for our role of full assess-

ment of the situation, providing meaningful data to communities - -

along with technical assistance, so that community policy can be
developed to address this. We can also provide program support to
assure that the most effective programs are in place. ~

This summarizes, in general our approach to the issue. There are
a number of little vignettes. As a clinician, the thing that always
has struck ‘me about Indian Health Service, at least in the last
eight or ten years, is that it’s hard to walk into an Indian Health
Service facility without seeing a poster of FAS affected children, re-
minding parents, medical staff, and nursing staff to be aware of
and to look for FAS.

These posters also usually identify diagnostic criteria which
should be employed in identifying these children. And we’ve gone -
further, I think, in that our policy and procedures for prenatal care
require screening of mothers for an alcohol history. We still think
there’s a long way to go in training our providers and in training
community members about the devastating affects of this problem.

_Beyond that, I'd be happy to answer any questions that you have,
sir.

Senator DascHLE. Well thank you, Dr. Vanderwagen. 1 kndw this
is an area that needs a good deal of study. And even those involved
on a daily basis feel frustrated in their inability to develop solid

‘data on the scope and response to the problem.

The first question I have relates to the Office of Fetal Alcohol
Syndrome. That was established 2 years ago and it is my under-
standing that as of today we still haven’t staffed that office. Is that
correct? o

Dr. VANDERWAGEN. Yes. We began recruitment about a year ago

" this summer for specialists who would come in and provide the

kind of insight and guidance that we could use. And, in fact, we
were unable to recruit and hire individuals for those positions.

Last year, when we could not find people to fill those positions
we have hired outside consultants to perform some of the services
we would expect that office to perform. However, the positions are
in recruitment phase actively again at this time.

Senator DAscHLE. We don’t seem to have any trouble recruiting

in other areas. I'm amazed, frankly, that that would be our reason

for a two-year delay. You said we started a year ago. The office was
authorized 2 years ago. First of all, why would there be a 12-month
delay before recruitment would even begin?
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Dr. VANDERWAGEN. Identification of the funds, development of
the position descriptions, organizational location, a variety of
things which are necessary to proceed and actually hire to fill the
positions, constitute some of the prerequisite steps. »

We did seek the people who we are most interested in recruiting.
We sought their input and guidance as to how this might best be
developed. National experts, such as Dr. May, gave us a lot of input
as to how this program could be established. And before we pro-
mulgated those position descriptions, we wanted fo make sure that
they were guided and targeted at the right kingd*of efforts. There
was a consultation phase as well that interfered with the speedy
hiring of these individuals. < .

Senator DascHLE. Well speedy hiring is one term for it. Has the
speedy hiring, resulted now in the acquisition of qualified staff?

Dr. VANDERWAGEN. We have four individuals identified who
have indicated to us that they are ready to come to work for Indian
Health Service and wé’re now in the process of negotiating report-
ing dates for some of those staff.

Senator DascHLE. Dr. Vanderwagen, I know this isn’t necessarily
your responsibility or let me ask you. Whose responsibility is it?

Dr. VANDERWAGEN. That is within my Division.

Senator DASCHLE. It is in your Division?

Dr. VANDERWAGEN. And I would be the responsible party.

Senator DAscHLE. I'm frankly amazed that we weren't able to
- move any faster than that. Can you give us any assurance that
there is a time certain within which these very important positions
will be filled? | ' : '

Dr. VANDERWAGEN. Yes, within the month of January we will
have positions filled or at least reporting dates finalized for those
individuals who have indicated they would like to cotae to work for
us. :

Senator DascHLE. Including someone to direct the office?

Dr. VANDERWAGEN. Correct.

Senator DascHLE. Could you give us, as soon as that becomes
clearz) a specific report on who those people are and their qualifica-
tions?

. Dr. VANDERWAGEN. Certainly.

Senator DAscHLE. Very good. ‘

I understand that the Fiscal 1991 budget includes $4 million for
CDC and IHS to establish a surveillance epidemiologsy project at
the Center for Disease Control to be followed by an IHS prevention
and intervention program. Would this be something for the Office
of Fetal Alcohol Syndrome to coordinate?

Dr. VANDERWAGEN. Corgect.

CDC has recently established their own FAS activity and the col-
laboration. Coordination between those two would be from that
office on the CDC side and from the Director of the program on the
Indian Health Service side. ‘

Senator DascHLE. Could you tell us about the CDC/IHS confer-
ence scheduled to be held this spring in Atlanta?

Dr. VANDERWAGEN. CDC is the primary sponsor of that confer-
ence and again their focus is not limited to Indian populations but
rather would be a national focus on FAS and the known epidemio-
logic data regarding FAS. The idea behind the meeting, I think, is
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to provide pertment and useful information on a national vasis as
best we have it, both within CDC and IHS.

Senator DascHLE. Who will be participating?

Dr. VANDERWAGEN. A wide variety of folks, mcludmg people
from Indian communities as well as providers and employees of the
Indian-Health Service. But again, as I noted, this is not primarily
noted to Indian populations but has a national focus. So other ex-
perts and interested parties would be involved.

" Senator DascHre. Will tribal representatives be there?
~ Dr. VANDERWAGEN. We have that as a target population we'd
like to attend, yes.

Senator DASCHLE. They have been invited? Is that what you're
telling me?

Dr. VANDERWAGEN. [ believe the letters have been sent. But-I'm
not sure about that. It's being handled prlmarlly by CDC and at -
this point we've given them some names, but I'm not sure that
those letters have gone out: ~

Senator DascHLE. Could you share that with us as well? I would
sincerely hope that tribal representatives from most of the major
reservations would have an opportunity to participate in a confer-
ence of th:at kind.

What about physicians and professionals who deal thh FAS
mothers and children? Will they be invited to come?

Dr. VANDERWAGEN. That’s part of the target population for at-.
tendance. :

Senator DascHLE. They will be there too?

Dr. VANDERWAGEN. Yes.

Senator DascHLE. Very well.

Well, Dr. Vanderwagen, I appreciate your coming. We have a lot
of witnesses today. I have a practice in my hearings that some-
times works very well, and to the extent you can participate, it
would be helpful to me. After all the witnesses have présented
their testimony I would like to bring them back to the table so we
can discuss many of the issues that were brought up today. To the
~ extent your time would allow or that of Dr. Brenneman, I would be
very grateful if you could stay for part1c1pat10n in that discussion.

Dr. VANDERWAGEN. Thank you for the invitation.

Senator DAscHLE. Very good.

['I;lhe ]prepared statement of Dr. Vanderwagen appears in the ap-
pendix.

Senator DascHLE. Mr. Barnes, we appreciate your presence and-
we understand the comphcatlons, and especially appreciate your
willingness to come in spite of your busy schedule. We thank you
for being here and would invite you to proceed as you see fit.

STATEMENT OF MARK BARNES, COUNSE TO THE SECRETARY
FOR DRUG ABUSE 'POLICY, U.S. DEPARTMENT OF HEALTH AND-
HUMAN SERVICES!

Mr. Barnes. Thank you, Senator. I do. apprecnate your under-
‘standing in the matter. I was delayed with the Secretary at an-
other meeting. But I am very pleased to be here and the Secretary
sends his best regards to you and the rest of the members of the
Committee, and applauds you for holding this hearing.

-t
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Senator, I am Mark Barnes, Counsel to the Secretary for Drug
Abuse Policy. And I am pleased to be here today to discuss the
problem of fetal alcohol syndrome and other effects of alcohol on
pregnancy outcome. As you know, with me at_the table are Dr.
Craig Vanderwagen and Dr. George Brenneman, both of the Indian
Health Service. :

The harmful effects of prenatal exposure to alcohol we now know
exists on a continuum, ranging from gross morphological defects at
the more severe extreme to more subtle, cognitive behavioral dis-
functions at the other. As you are aware, most identified- cases of
FAS in the United States have come from study sites where the
mothers were black or American Indian and of low socioeconomic
status. , .

As the Secretary’s drug counsel I can tell you there is no public
health problera which Dr. Sullivan finds more disturbing than the .
effects of prenatal exposure to alcohol and other drugs on unborn
babies. FAS and FAE are now costing nearly one-third a billion a
year to treat and are among the leading causes of mental retarda-
tion in the Western world. A

But what Dr. Sullivan finds even more appalling is that both are
totally preventable. HHS has a wide variety of programs which ad-
dress the issues related to alcoholism.and/or substance abuse. My
purpose here today is to give you a brief overview of those pro-
grams and activities. . ‘

First, let’s turn to the research front. Research to determine the
nature and extent of exposure to licit and illicit drugs to assess the
health consequences of such exposure on the mother, developing
infant and child, and to develop improved prevention techniques
and treatment is a critical component of the Department’s multi-
faceted approach to dealing with maternal drug abuse.

The National Institute on Alcohol Abuse and Alcoholism
"~ (NIAAA) is the pfeeminent Federal agency for research focused on
improving the treatment and prevention of alcoholism and alcohol-
related health problems, and in particular the effects of maternal
alcohol consumption on pregnancy outcome. -

Now prior to the 1970’s there were virtually no treatment op-
tions for women with alcoholism and other drug addictions. But
through the early efforts of NIAAA funding for women's treatment
programs, this has increased. Briefly, the Institute supports a wide
range of extramural and intramural research projects. The extra-
mural research program awards go to scientists and academic set-
tings and other independent organizations. _ .

In addition, NIAAA maintains an intramural program of biologi-
cal, epidemiolog® al and clinical research. NIAAA supports cooper-
ative agreemer.'s and contracts for studies in areas of special need
and for dissemination of scientific findings and research results.

In 1991 the appropriation for NIAAA research is about $140 mil-
lion. NIDA or tllm)e National Institute on Drug Abuse is tracking the
incidents and prevalence of alcohol use through its national house-
hold survey, the high school senior survey, the drug abuse warning
network and the in utero drug abuse survey.

The latter involves personal interviews with pregnant women in
hospitals to collect information about their consumption of alcohol
in each trimester of their pregnancy. :



8

The Public Health Service Centers for Disease Control, which I
understand Dr. Vanderwagen has been going into some detail on
this morning, rhonitors the rate of FAS in its national birth defect
monitoring system. The data were used as the basis for the year
2000 prevention objectives for FAS. Since FAS is underreported,
CDC is working to improve FAS and FAE surveillance methods in
the metropolitan Atlanta congemtal defects program and State and
local health departments. :

Effe&;ve in November 1989 it became unlawful to manufacture,
import” or bottle any alcohol beverage unless the container in.
which it was sold had a warning about the risks of drinking while
pregnant. Future research will assess whether this requirement
has had an impact on knowledge, attitudes or behavior related to
alcohol consumption during pregnancy.

Briefly I'd like to turn to our prevention programming. Now al-
though many people are aware of increased risk associated with
heavy drinking during pregnancy, there is still a need to educate
young adults on the specific harmful affects of alcohol exposure on
the developing fetus.

Prevention of FAS, as you would expect, is geared to women of
childbearing years. In keeping with the 1981 Surgeon General’s ad-

visory, which recommended abstinence during pregnancy, these ac- -

tivities are focused a clear no alcohol use message.

The Department has several programs to accomplish this. The
Office of Substance Abuse Prevention (OSAP) within the Alcohol,
Drug Abuse or Mental Health Administration (ADAMHA) was cre- -
ated by the Anti-Drug Abuse Act of 1986 to lead the Federal Gov-
ernment’s efforts toward the prevention and intervention of alcohol
and other drug abuse among the Nation’s citizens, with special em-
phasis on youth and families living in high risk environments.

OSAP manages the model program for pregnant and post-
pardum pregnant women and their infants. This program offers
funding for the development of community-based service demon-
stration projects that propose promising models or innovative ap-
proaches to prevent or minimize fetal exposure to alcohol and
other drugs. This program is being done in conjunction with the
Office of Maternal and Child Health.

In fiscal year 1991 the funding level for the high risk youth and
model projects for pregnant and post-pardum women is expected to
come in at about $112 million. OSAP’s goal is to promote the con-
cepts of no use of any illegal drugs and no illegal or high risk use
of alcohol or other legal drugs.

Senator, high risk alcohol use includes drinking and drlvmg,
drmklng while pregnant, drinking while recovermg, drinking when
using certain medications, drinking if you're ‘the child of an alco-
holic and drinking to intoxication.

The guiding principles behind OSAP’s prevention work are based
on several premises. First, the earlier prevention is started in a
person’s life, the more hkely it will be a success.

Second, prevention programs should be knowledge based and in-
corporate state-of-the-art findings and practices drawn from scien-
tific research and expertise from the field.
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Third, prevention programs should be comprehensive, including
components of education, health care, social service, religion and
law enforcement, as well as family involvement.

Fourth, programs should includ‘; process as well as outcome eval-
uations to ensure that knowledge derived from prevention pro-
grams is synthesized usefully and disseminated in the field.

And: finally, the most successful programs are likely to be those
thlat are initiated and conducted by community members them-
selves. -

To that end, OSAP funds a number of additional prevention pro-
- grams, although they do not directly focus on maternal drug use,

they do provide opportunities for primary prevention.

- First, the Community Partnership Grant—which I might add we
just announced this year with William Bennett, Director of the
Office of National Drug Control Policy—is available to stimulate
the formation of local coalitions, consortiums and partnerships for*
the purpose of developing comprehensive, multi-disciplinary alcohol
and drug-abuse prevention systems.within local communities. For
- this fiscal year the program is funded at about $99 million.

Second, the Community Youth Activity Program also provides
funding to communities and national organizations with communi-
ty- based affiliates to establish and evaluate innovative alcohol and

_drug abuse prevention service programs for youth, especially for
those that are in school. This year the funding level will be at
about $20 million.

The Centers for Disease Control and the Indian Health Service
-are exploring ways to work together to prevent FAS and FAE
among native Americans. These agencies will work this year in
Alaska to evaluate cutrent surveillance efforts and prevention pro-
grams. [ gather Dr. Vanderwagen has gone into more detail on
this. They are also going to be developing a plan to work together

~in the Aberdeen and Billings service areas as well.

From 1987 through 1989, as a part of the Office of Human Devel-
opment Services Coordinated Discretionary Program announce-
ment, the Administration for Native Americans funded 14 projects
which focused on developing tomprehensive prevention strategies
to reduce the incidence of alcohol and substance abuse among
American Indians.

A cultural approach aimed at traditional native American prac-
tices was emphasized. Additionally, ANA has entered into inter-
agency agreements with the Indian Health Service and the BIA to
fund alcohol and drug abuse prevention conferences. .

The Alcohol, Drug Abuse and Mental Health Block Grant, which
- will be discussed further in the treatment section, requires that the
States use 20 percent of their allotment on prevention activities. So
this particular part of the block grant cross supports the programs
I've just been mentioning. The total appropriation for the block
grant in fiscal year 1931 is about $1.27 billion.

Prevention of FAS also occu:s through the Maternal and Child
Health Block Grant which was funded at $5§7 million in fiscal year
1991. The focus here is on comprehensive quality maternal or pre-

*natal care. The Office of Maternal and Child Health also supports
such activities through different discretionary grant programs. The
Office has been very active in supporting one-stop shopping pro-
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grams in local communities to improve access to prenatal care for
pregnant women-in total, and pregnant alcohol and/or drug abus-
ing women in particular. '

Finally, on treatment, again as I stated before, treatment is fo-
cused on women of childbearing years. The primary way the Feder-
al Government assists States in their responsibility for aicohol and
drug abuse services is through the Alcohol, Drug Abuse and
Mental Health Block Grant. ' ' :

In fiscal year 1991 over $1.2 billion was appropriated for th
grant; §317.5 million will be distributed to the States for purposes
of providing prevention and treatment services on alcohol abuse.

Now I should note here that the States are required under the
provisions of the block grant to use at least 10 percent of their
entire allotment for services on women and especially pregnant
women. ’ )

The Office for Treatment Improvement, which is relatively new
in Health and Human Services, only about a year old, in conjunc-
tion with the National Institute on Drug Abuse, is developing a
series of treatment guidelines that will cover perinatal women and
substance exposed infants. These guidelines will focus not only on
effective treatment methodologies, but also on efficacious methods
of outreach. :

Other treatment prograins, although they're not direclted at ma-
ternal drug use, provide further assistance to alcohol or drug abus-
ing individuals and were funded at approximately $60 million in
- fiscal year 1990. They include the Cooperative Agreement for
“Treatment Improvement Projects in target cities—an OTI pro-
gram—which are comprehensive model treatment programs for
critical popuiations, and model drug abuse treatment programs in
correctional settings. : - - ‘

Before closing, I would like to speak for a moment about social
services. Recent program expansions in the Medicaid program now
require States to provide coverage to certain non-AFDC groups,
such as pregnant and post-pardum women and their children
under 6 years of age and families with incomes below 133 percent
of the Federal poverty level, and children up to age 19 who were
born after September 30, 1983 in families with incomes below 100
percent of the poverty level.

Medicaid also offers alcohol treatment and other health care
services. For categorically eligible individuals States must provide,
at a minimum, needed in-patient and out-patient hospital services,
rural health clinic services, physician services, nurse/midwife serv-
ices, services in Federally qualified health centers and early period-
. ic screening diagnosis and treatment. ,

"HCFA is carrying out several demonstration projects to further
improve access to care for this population as well. Now recently
Maine, Florida and Michigan were selected to test expanding Med-
icaid eligibility by extending coverage to pregnant women and chil-
dren under age twenty in families with incomes below 185 percent
of the Federal poverty level. -

As a part of this initiative, employers are encouraged to become
involved in funding participants coverage and premiums, are
charged on a sliding scale for families with incomes above the Fed-
eral poverty level. i
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HCFA has also entered into an agreement with the American
College of Obstetricians and Gynecologists and the Public Health
Service to assist State Medicaid agencies in improving recruitment
and retention of obstetrical providers. Jointly, they are addressing
such issues as reimbursement levels, procedures, professional liabil-
ity, provider relations, and the development of practice guides to
assist providers in Medicaid participation. '

In conjunction with the Office of Maternal and Child Health, the
Department of Agriculture’s WIC program has initiated outreach
activities to the targeted population and will streamline eligibility
and case management services.

The Child Welfare Grant reimburses States for 75 percent of
their foster care and child welfare services. Now Headstart, which
is funded at $1.9 biilion for fiscal ycar 1991 is a comprehensive
- - child  development program which serves approximately 450,000

low- income preschool children. The Headstart program estimates
that approximately 20 percent of the children in the program have
a parent or guardian with substance abuse problems.

A new grant program entitled the “Emergency Child Protection
Grant Program” will support a variety of activities to provide pro-
tective services of children of drug abusing parents; $19.5 million
has been appropriated for this program in 1991.

In closing, Senator, I want to emphasize again that the Depart-
ment of Health and Human Services considers FAS and FAE a
major public health problem. What the future holds is reflected in
an ongoing longitudinal study being conducted in Seattle which
shows that attentional deficits in children whose mothers drank
heavily during pregnancy endure in children in their school age
years. How long these deficits persist, and if they hamper class-
room learning, remains to be seen. But it is a .question whose
answer will have a profound impact on the quality of life for future
generations.

At this point, Senator, you've already taken the statement from
Dr. Vanderwagen and I would be happy to entertain further ques-
tions or if you so desire the panel can excuse itself.

Senator DascHLE. Thank you, Mr. Barnes.

[The prepared statement of Mr. Barnes appears in the appendix.]—

Senator DAscHLE. You have laid out in some detail the program-
matic responses to the problems related to both drug and alcohol in
the country. What evidence can you share with the Subcommittee
relating to the success of these programs? What indication is there
that all of this programmatic response is actually leading to sub-
stantive realization and improvement?

Mr. BARNES. I would say two things. One has to, I think, separate
the issues as they relate to the illegal drugs and licit drugs that are

being misused. On the use of illegal drugs, the NIDA Household
Survey figures show a substantial improvement. Shortly we will be
able to share with the American people and the Congress the re-
s}t:lts from our 1990 Household Survey, hopefully before the end of
the year.

. Also, in the early part of next year we’ll be able to share the re-
sults of the NIDA High School Senior Survey which, of course, also
gives additional data on alcohol and illegal drug use.
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I would say, of course, generally alcohol misuse is still the great-
est problem in terms of drug use volume nationally. But we have
seen improvements in that area based on our data that has been
coming in. But there are obviously still grey areas of concern, as
there are on the illegal drug side.

I think you can see from looking at the Department’s programs
that we are n J only addressing the illegal drug issue. We are ad-
dressing the isdue of misuse of legal substances and putting a much
greater focus on it.

The war on drugs that we have been waging, in the opinion of
many of us in the Executive Branch, is not without its problems,
but it has been going well. There are areas, however, that we need
to pay more attention to. I think you'll see in the Administration’s
upcoming proposals greater efforts being reflected in our plans.

Senator DASCHLE. Let me just restate the question because I
probably wasn’t very clear. With regard to the legal usage of drugs
and our programmatlc response to what is clearly an epidemic in
the country, is there evidence, and what-would that evidence be
that our programmatic response is actually working?

Mr. BarNEs. I want to get a figure if you’ll just allow me a
second, Senator.

(Pause.)
Mr. BaRNESs. I would like to say, sir, that obviously many of the
individuals that we're concerned with who are of ch ring age,

the younger generation that we’re looking at right pow, is the gen-
eration where obviously we would like to see a drop in alcohol use.
As reflected in our High School Senior Survey, we have seen a
steady decline in alcohol use over a period of at lgast the last sever-
al years. I will submit those figures to the Committee.

[The facts appear.in the appendix.]

Mr. BARrNES. I would very definitely point to the decrease in user
demand as direct evidence that we are making progress on the pre-
vention side. I think what you are focusing on today is not only the -
area of prevention but what we can do about people that currently
have a problem and have to get into treatment 1t s an area that, at
least from the Admlmstratlon s standpoint, we're going to be also
clearly putting more emphasis on in terms of getting people into .
treatment and ass1st1hg them, not only in illegal drug problems but
also for alcohol abuse problems as well.

And as I'm sure Dr. Vanderwagen or others will testify today, we
find that most people have polydrug problems, especially on the il-
legal drug use side. We find that there’s a mixture of illegal drugs
and alcohol that are being used. So the treatment modalities that
have to be brought to bear have to address both of those areas.

Senator DAscHLE. Someone in the Surgeon General’s Office re-
ported to my staff that it was their view that HHS was focusing on
teenage drinking—and that’s laudable—but that there was very
little focus on fetal alcohol syndrome (or FAS) that that problem
really hadn’t received any kind of prioritization within HHS. Can
you rebut that statement?

Mr. BarNEs. I can tell you about that. Not that I wish to take
issue with the statement, but I would expand upon it to say the
Secretary is vitally concerned with the misuse of alcohol by young
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people, by substance abusing—women, and all Americans who are
misusing alcohol. ‘

To-that extent we are establishing a special group in the Depart-
ment of Health and Human Services that will specifically design
and improve upon our long-term alcohol strategy. Senator, I might

'say that it will address many of the issues that you have pointed
- out—in particular, fetal alcohol syndrome and FAE——not just
problem drinking on the part of teenagers and those underage.

We do have programs which address issues of concern to the
Committee; we are expanding those programs and emphasizing
them. But more importantly, at the senior policy level, we are
going to be setting up a long-term vision of how we can move away
from the types of horrors that are being deseribed before the Com-
mittee today in terms of fetal alcohol syndrome. '

Senator DascHLE. I have been given all kinds of estimates on the
degree of the problem that exists, that is fetal alcohol syndrome
and effect—how many children are affected, and for that matter

" how many crack cocaine children are born. How pervasive a prob-
lem is it?

I'm concerned, frankly, that no one appears to have a definitive
estimate as to how many children afflicted with FAE, FAS or some"
other drug-related illness are born annually. Can you give me that
definitive number?

Mr. BArNES. Well on FAS and FAE I would turn to Dr. Vander-
wagen. On the illegal drug side I could comment on that, but I
think first Dr. Vanderwagen can comment on FAS and FAE.

Senator DascHLE. Dr. Vanderwagen. o

Dr. VANDERWAGEN. That's a very difficult number. I think in
part because of the relative newness of the diagnostic entity of FAS
and FAE. I think many physicians, providers in the private sector
as well aren’t real clear necessarily about the diagnostic criteria
and how to employ them. :

The best data we have, however, comes from a study that is a
- surveillance document that CDC does of hospitals and their admit- -
ting and discharge diagnoses. And it would indicate that there’s a
wide variety of rates or incidences of this disease across various
ethnic groups. o

I don’t believe that we feel that these are the best data we could
get, but it's the best we have at this time and they show a range of
0.9 or 10,000 births in anglo populations, up to 29.9 in American
Indian and Alaska native births per 10,000 births. With black pop-
ulations being in the range of about 6 per 10,000 births and His-
panics and Asians below those levels.

Senator DAascHLE. Twenty-nine per 10,000 among Indian people?

Dr. VANDERWAGEN. Right.

Senator DascHLE. We held a hearing with the Indian Affairs
Committee and asked a similar question and this probably illus-
trates the concern that I have. Witnesses at that particular hearing
il%déggted that it may be 20 to 25 with FAS or FAE per 100, not per

Would you strongly disagree with that? ,

Dr. VANDERWAGEN. Again, the data, of course, in this study indi-
cate 29 per 10,000. In the Areas where we have our best IHS data
and most comprehensive surveillance systems, based on morpholo-

P
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gic assessment by experts and so -on, the rates in those Areas,
Alaska and Billings—are about 4 per 1,000 live births.

Now, thése rates are based on a follow-up gssessment by the dys-
morphologist. In fact, does this child meet the criteria and so on. In
some other Areas it may be higher. Certainly research data by
some academic researchers have indicated higher rates in other
IHS Areas. And as I said earlier, we're beginning to focus on that

" with a dysmorphologic follow-up for the diagnosis.
- Senator DAscHLE. So you wouldn’t be surprised if it were higher
than the figure CDC has listed?

Dr. VANDERWAGEN. In some locations, certainly it could be
higher. And that’s what we want to learn.

Senator DascHLE. Yes. Maybe we can flush that out a little bit
more in our discussion. o

Mr. Barnes? ' - g ‘

r. BARNES. I was just going to comment real quickly, Senator,
that on the illegal drug side, NIDA’s epidemiological branch, is
greatly expanding its efforts to find out more information on popu-
lations we traditionally have not known a great deal about—the
-homeless, those that are in institutions, those that are simply not
picked up in the NIDA household survey in drug abuse or our Na-
tional Treatment survey that we do every year.

And you will see an expansion in those areas that we feel will
not only provide greater-information to us in planning Executive
Branch policy, but also I think in providing much greater insight
for members of Congress into the nature of the drug problem in
the country. The expansion would touch upon the drug exposed-
infant problem, in particular.

Senator DASCHLE. Are you familiar, Mr. Barnes, with the confer-
ence to be held in Atlanta this spring?

Mr. BARNES. I'm sorry, sir, I am not. But I'm sure the IHS physi-
cians are.. ‘

Senator DascHLE. Okay. We talked about it.

Well very well. I thank you both for coming and for participating
this morning. Let me just read a statement just handed me by my
staff. “A recent study dated Dctober of 1990 show that within the
sample of physicians there was 100 percent failure to diagnese
FAS/FAE among newborns.”

Are you familiar with that, Dr. Vanderwagen?

Dr. VANDERWAGEN. I'm not familiar with that particular study.
But as I indicated earlier I think that there is a paucity of knowl-
edge, again given the fact that this is a relatively new diagnostic
entity first described in the early 1970’s. I think many people who
were trained prior to the mid-1980’s probably are not fully familiar
with FAS. Now newer doctors coming out of residencies may, in
fact, be familiar. But older physicians probably aren’t. And I think
you may hear that from other witnesses today as well.

Senator DAsCHLE. Isn’t that the problem? I mean how can you
categorize, how can you associate any number, how can you associ-
ate the instances of FAS/FAE if people don't even know what to
look for when the children are born?

Mr. BARNES. I think that’s one area that we have a great deal of
concern about and the alcohol policy group I described to you, Sen-
ator, is established, meeting and formulating the Department’s
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long-term policies for recommendation to the Secretary. It will defi-
nitely be addressing the training of professionals in this area. All
key components in Health and Human Services are a part of this
alcohol work group.

We see it, quite frankly, strengthening the overall position, poli-
cies and programs that the Department has had in substance abuse
in general. So that is one area that we would very much want to
address.

Senator DASCHLE. I would assume from what you just told me
that IHS, HHS would support even more comprehensive work and
study to ‘evaluate the scope and the spemﬁc problems within the
scope that have to be addressed if we're going to effectively deal
with this from a national perspective.

Would that be an accurate statement?

Mr. BarNEs. I think that would be an accurate statement gener-

‘ally, yes: I think we already are doing that to a great extent. But
as we pointed out this morning, more needs to be done and we will
be pursuing that.
Senator DascHLE. Well thank you. Mr. Barnes, you may not have
been here, but I encouraged Dr. Vanderwagen and Dr. Brenneman
to stay until the end of the hearing if possible in order to partici- -
pate in a discussion with all the witnesses. To the extent your
schedule would allow, I would be very grateful if you could do tne
same.
Mr. BArNES. Senator, unfortunately I have to return\to HHS be—
cause there is a White House meeting that I have to attend.
Senator DAsCHLE. Very well.
Mr. BARrNEs. | appreciate v ry much the invitation. We have
however, two very capable physicians here from ITHS who would be
pleased, I think, to remain behjnd if that’s possible for them.
Senator DascHLE. Thank youy
Mr. BarNEes. Thank you. \
Senator DascHLE. Thank you both.
'Dr. VANDERWAGEN. Thank you.
- Senator DascHLE. Our second panel consists of Mr. Michael

Dorris the author of “The Broken Cord”’ and a distinguished profes-
sor at Dartmouth College in New Hampshire; and Mrs. Linda Will,
the co-founder of the Fetal Alcohol Network, of Coatesville, PA;
and Jeaneen Grey Eagle, the director of the Project Recovery from
Pine Ridge, SD.

If those three witnesses could come we would appreciate your
testimony. Let me welcome each of our panel members and express
my sincere gratitude to you for participating in this hearing. To
my knowledge it is the first, at least here in the Senate, and I hope
not the last hearing on FAS.

I have no particular preference with regard to the order, but we
may take then in the order that I called them, Mr. Michael Dorris,
Mrs. Linda Will, and Ms. Jeaneen Grey Eagle. ’

Michael Dorns"
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STATEMENT OF MICHAEL DORRIS, AUTHOR, THE BROKEN CORD,
CORNISH, NH

Mr. Dorris. Thank you, Senator. It's a pleasure to be here. 1
don’t speak as an expert in general sense but only as a parent. And
as suckk I am a living encyclopedia of what has not worked in
curing or reversing the damage to one child prenatally exposed to
too much alcohol.

Certain drugs temporarily curbed his seizures and hyperactivity
but their dampening affects on his learning ability and personality
development are unknown quantities. Fifteen years of special edu-
cation, isolation in a classroom, repetitive instruction, hands-on
learning, maximized his potential but they didn’t add up to a
normal IQ.

Psychological counseling, introspective techniques, group therapy
have had no positive results and may even have encouraged his on-
going confusion between what is real and what’s imagined. Noth-
ing will manufacture brain cells that were never formed in utero.
No treatment will ever create in him the ability for normal ab-
stract thought—telling time, dealing with money, relating an act to
its eventual consequences.

When you're the parent of an FAS or FAE child your goals
change with the passing years. At first you start seeking solutions,
ideas and regiments to penetrate the fog that blocks your son’s or
daughter’s ability to comprehend rules, retain information or even
be curious. You firmly believe because it has to be true that the
answers are out there, it’s just a matter of locating them.

My wife and I and our extended families have had no choice but
to become a kind of full-time social service agency specializing in
referrals, the admissions policies of various expensive institutions,
the penalties meted out under the juvenile justice system, the
nightmares of doing with uninformed, often smug bureaucrats and
physwldns given by default. respons1b111ty for people who can’t
make it on their own in contemporary America.

We were forced to progress from attending increasingly sour
PTA meetings to learning the intricacies of intelligence testing
hoping all the while that the score will come in below 70 and thus
qualify for legal disability. We’ve had to become acquainted with
the admissions policies and maximum lengths of stays at institu-
tions like Covenant House, Boys Town and the Salvation Army

We've paid out well over $150,000, not counting what our insur-
ance has covered for our children’s primary and secondary special
school tumons, counseling, doctors of every sort, experimental,
medical procedures, outward bound for troubled youth and private
camps for the learning disabled.

We have managed to try every single avenue that’s been suggest-
ed to us by well meaning people who should know what might ben-
efit our children and nothing has consistently worked for more
than a few months.

Our FAS and FAE children, now all adults, or nearly so cannot
function independently, cannot hold jobs, tell the truth, manage
money, plan a future. They have all at one time or another been
arrested or otherwise detained for shoplifting, inappropriate sexual
conduct, and violent behavior. Despite all of our efforts to protect
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them, they have periodically come under the influence of people
who, for instance, worship satan or who take advantage of them
physically, mentally and/or financially.

%’hey maintain no enduring friendships, set for themselves no re-
alistic goals, can call upon no bedrock intervoice to distinguish
right from wrong, safe from dangerous. And, Senator, let me point
out that we are not talking when we’re speaking of FAS and FAE
just of children. These children grow up and they don’t get better.

In the year and a half since “The Broken Cord” was published
m rk&_‘if'e and I have heard from more than 1,000 parents, rich and
paor;-religious and agnostic, of all ethnic groups and every econom-
ic strata. Some live in cities, some in small towns, some on reserva-
tions. Some are adoptive parents like us; some are biological. All
love their children and almost none have given up hope.

They write with the weary echo of experience, the products of
many cycles of raised expectations followed by dejection. They tell
of their 50-two-year-old child, their FAE adult daughter who has
just given birth to her third FAS baby and is pregnant again and
still drinking. ‘ .

They tell of children serving 20-year prison terms or in one case
of a sweet son sentenced to the death penalty for an impulsive
murder for which he has never shown the slightest remorse. They
tell of children raised in privilege who are now lost among the
homeless in distant city streets, of children once so loving and
géntle who have been maimed from drug use or knife fights or as is
so often the case, who have been raped. :

~ They tell of innocents become prostitutes of inexplicable suicide

attempts and always, always of chemical dependency. They tell of
children whose whereabouts are unknown or who are dead at 25.
This is not the way this was supposed to happen these parents cry.
It’s not fair; it's not right. )

To what extent does this preventable scourge affect American
Indian people? The answer, like so much about FAS is ambiguous.
On the one hand prenatal exposure to ethanol impairs the individ-
ual fetus in exactly the same way, whether its mother is the
member of a country club in Greenwich, Connecticut or an ADC
mom on White Earth.

Every human being during development is vulnerable, fragile,
easy to poison. Ethnicity acts as neither a shield, nor a magnet."
Yes, drinking age matters; diet counts; smoking or other drug use
will exacerbate the damage done by alcohol, but all things consid-
ered physically no woman needs to give birth to an FAS baby.

The factors that really make a difference have to do with the
femoral things—strong family and community support for absti-
nence, access to good prenatal care and chemical dependency treat-
ment, clear and widespread information on the dangers of drinking
during pregnancy. And here, native American women are at a
severe disadvantage.

Health programs on reservations have been among the first
things cut when the Federal budget gets tight. Clinics are shut
down, counselors laid off, preventive education campaigns
scrapped. Access to organizations like Planned Parenthood is in
many tribal communities impossible. Poverty, unemployment, de-
spair, familiar elements in the daily lives of too many Indian
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people lead to alcohol and other drug abuse. The long-range roots
of the problem and their solution are so much bigger and more
complex than just saying no. -

When you factor into the statistics on FAS and FAE those
having to do with prenatal exposure to crack cocaine which seems
to produce in childrer many of the same learning disabilities as too
much alcohol, we are looking at something like 300,000—and that's
a conservative figure—impaired babies born in this country annu-
ally. In ten years that’s three million people. By the time the first

. generation is counted is twenty, it’s 6 million; and that’s assuming
a stable rate, not the current geometrically accelerating one.

How does our society handle this on slot, either on a local or a
national level? How do we make laws that equally apply to those of
us who can understand the rules and to a significant minority, who
through no fault of their own can’t? How do we preserve individual
liberty, free choice, safe streets, mutual trust, when some members
of society have only a glancing grasp of moral responsibility? How
do we cope with the growing crime rate among young people with
wielding, with trying to teach the unteachable?

The thorny ethical issue that has troubled me. most in thinking
about the social impact of FAS and other such life long but pre-
ventable afflictions concerns responsibility. When, if ever, are we
one-on-one or collectively obliged to intervene?

It’'s becoming increasingly clear that FAS victims beget more
FAS victims. A pregnant woman who can’t calculate the long-term
consequences of her decisions is a hard case for prenatal counsel-
ing. It’s difficult, if not impossible, to convince her to defer an im-
mediate gratification because 9 months or nine years later her hy-
pothetical child might suffer from it. That child is an abstraction, a
hazy shadow at best, and it’s argument is a great deal less compel-
ling than the draw of another drink or fix.

Some studies have suggested that compared to the average
woman female FAS and FAE victims start having children young-
er, continue having them longer, and ultimately conceive and bring
to term more offspring. They are less likely to seek prenatal care
to abstain from dangerous activities during their pregnancies or to
keep custody of their babies. :

Statistically'a woman who has given birth to an FAS baby has
an almost eight out of ten chance to do so again if she continues,
drinking and subsequent siblings are likely to be-even more im-
paired than the first. ~

These often abandoned or removed children, whether adopted or
institutionalized, are ultimately our culture’s victims and therefore
are its responsibilities. How do we cope? '

At the absolute minimum how do we, especially in a recession
economy, pay the medical bills, build the prisons, construct the
homeless shelters? How do we train special education.teachers how
to function indefinitely with no hope of success or ordinary citizens
how to forgive behaviors that are irritating at best, threatening or
dangerous at worst? ;

How do we teach compassion for a growing class of people who
are likely to exhibit neither pity, nor gratitude, who take every-
thing society has to offer and have almost nothing constructive to
give back? How do we maintain the universal franchise to vote the.

,‘\\



19

cornerstone of our political system? How do we redefine not guilty
by reason of insanity to apply to heartless acts committed by
people who are fundamental incapable of comprehending the law?

To me these questions boil down to a simple analogy. Imagine if
we saw a blind woman holding a child by the hand attempt to cross
a busy street, the traffic was fast, she guessed wrong and before
our eyes her child was struck by a child and killed. A tragedy we
would never forget. Then a year later we come by the same inter-
section again and there is the woman, but with a new child. The
light is against her, but she doesn’t see and tries to cross to the
other side. The child is hit, terribly injured and we stand by help-
lessly and watch. The next year it happens again, and the next and
the next. How many times must it happen before we become in-
volved? Before we take the woman’s arm or hold up our hand to
stop tke cars or carry her child or at least tell her when the signal

passage ajsert themselves? And how long before the mother herself
is killed? Ror remember, she’s a victim and at grave risk too.
- It does no good to blame her, to punish her in retrospect for her
blindness./Once the street is crossed the child is dead. She needs
help and a&ve need to find a decent way to provide it. If we turn our
backs and walk away, we stop being innocent bystanders and
tthec me complicit in the inevitable accident, accessories after the
act.
Let us make no mistake about one poth\Ne are not facing a
crisis; we're in one. FAS is not a problem whose impact is restrict-
ed to its victims. It’s not just a woman’s issue; not just a man’s. No
one is exempted. These are everybody’s children.

Thank you.

Senator DascHLE. Thank you very much, Michael.

I'll next call on Linda Will.

[The prepared statement of Mr. Dorris appears in thé appendix.]

STATEMENT OF LINDA D. WILL, CO-FOUNDER, FETAL ALCOHOL
NETWORK, COATESVILLE, PA

Mrs. WiLL. I was hoping you were going to ‘ask him some ques-
* tions so I could recover. Am I close enough now?

Senator DascHLE. Yes, we can hear you very well.

Mrs. WiLL. I'd like to thank you, Senator, for entering my writ-
ten testimony into the record. I believe the word that Craig Van-
derwagen used was extemporanize. I'm going to do that too.

Senator DascHLE. You're welcome to do anything you want.

Mrs. WiLL. Let.-me say that I am small and I am blind, but I do
not have fetal alcohol syndrome. I am very fortunate. My disorder
is not changeable either, but it didn’t and doesn’t prevent me from
being a productive person in society.

No matter how you define productivity it's what a person feels
about him or herself that matters most. The button that I wear,
“NO FAS” really says it all. But in order to prevent FAS/FAE we
need to understand a few things. The first drug of choice is alcohol.
We are not dealing with drug and alcohol abuse. We are dealing
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with drug abuse. No matter what people use to turn on, tune in,
trip out, get up, fly away, they always come down with alcohol.

I believe the research supports this statement. So wegyneed to
educate those people who have the most impact—the prenatal
clinic staff and physicians, social workers. We need to have fre-
quent public service announcements like those which. warned us
against giving aspirin to our children when they have cold and flu
symptoms because of the connection with reye’s syndrome. We
shouldn’t be willing to give alcohol to our unborn either.

1If we are pro life, then let’s be pro life. Let’s give people the qual-
ity of life that we all would want. We have to be our brother’s
keeper. We, you and I, must not feel threatened by the particular
prohibition unless, of course, we ourselves are pregnant.

But what about those children already affected? What about
those adults already affected? Can we or rather do we want more
people imprisoned or homeless, always been jobs, always between
relationships, always between living arrangements? L

My husband and I have adopted three children who have FAS/
FAE. We have very little support, but more than most. For we can
speak freely and openly with social workers at Children and Youth,
with special education directors and assistant directors at the In-
termediate Unit, with MH/MR social workers. There's very little-
that they can do for us because two of the three children have IQ’s
above 70. '

For us the two of our children who are not mentally retarded are
the most difficult to care for because of their behaviors. I recently
got a call from a mother whose child had just gotten kicked out of
school again. This child has a positive prenatal history for alcohol
abuse. He exhibits many of the learning and behavioral character-
istics, and yet this child is not diagnosed.

He was denied entrance into special ed because his 1Q is average.
Even worse, the mother now has no break because he’s kicked out
| of school. She still has to care for him. She is responsible for pro-
viding 24-hour structure and supervision. She gets no respite care,
no medical assistance, no SSI, no nothing.

She called from Iowa to Pennsylvania in the middle of the day to
hear that she wasn’t crazy. She needed an empathic ear, someone
to listen. These benefits—SSI, medical assistance and so on—are
not luxuries. They are necessities and should be provided to people,
I would think, without having to be 100 to 185 percent below Fed-
eral poverty levels. -

Somehow we have to begin educating those persons whose educa-
tion up until now has been limited or lacking. Social workers who
place these children in foster and adoptive homes should be in-serv-
iced and updated so that families caring for their children are pre-
pared adequately. Physicians must become educated and informed,
particularly those doctors specializing in obstetrics, pediatrics, de-
velopmental pediatrics, family practice, neurology, endocrinology,
gardiology, opthamology, psychiatry, and dentistry, just to name a
ew. —
These doctors need to understand that without a diagnosis, with-
out a label, the children and the family will be without services.
And yes, of course, I am asking for something from you, Senator,
and from your colleagues. We need a redefinition of “developmen-
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tal disabilities.” One that doesn’t rely strictly on 1Q to determine
severity of handicap. Regulations governing services from town-to-
town, county-to-county, state-to-state should be standardized.
. In closing, Senator, I'd like to thank you: I guess thank Jeaneen
- Grey Eagle too.and also your staff, Sarah and Steve, who have
been so generous with thei® time with me. This is a first time testi-:
mony for me. I'm willing to entertain questions. I'm very glad to
among such knowledgeable people.
Senator DAsCHLE. Let me just say that if this is your first time, 1
can’t wait for your 10th or 11th.
Mrs. WiLL. Thank you.
Senator DascHLE. You did a commendable job. I must say I only
. wish every one of my colleagues would have had the good fortune
to have listened to your testimony. It was excellent.
. Mrs. WiLL. Thank you. (
[The prepared statement of Mrs. Wills appears in the appendix.]
Senator DascHLE. Jeaneen Grey Eagle.

STATEMENT OF JEANEEN GREY EAGLE, DIRECTOR, PROJECT
RECOVERY, PINE RIDGE, SD

Ms. GReY EAGLE. Thank you. I'm honored to be here.

On the Pine Ridge Indian Reservation abuses take place in many
different forms. We have alcohol abuse, drug abuse, spouse abuse,
elderly abuse and the most hideous abuse of all, child abuse.

The abuse of a child is probably one of the most devastating
things that can happen over the course of a life time. We all know
that if one is abused as a child, the probability to grow up and
abuse others is very strong. One of the saddest abuses is prenatal
child abuse. :

During the time before birth the child should have the right to
exist free of any harmful chemicals that cause birth defects or
mental retardation. A child’s birth right should include the ability
to learn, the ability to reason, and most of all a promising future.
Many children born to drinking parents will never have the ability
to enjoy the simplest things in life, let alone know how to reason or
how to plan a future. =~

During the 1950’s and 1960’s a drug was prescribed to pregnant
women called Thalidomide. This drug caused a variety of birth de-
fects which included children born without arms and legs and also
miscarriages. The Food and Drug Administration quickly traced
the source of these birth defects and banned the use of Thalido-
mide by pregnant women. Fortunately, women stopped using Tha-
lidomide as it had no addictive properties. _

People clearly understood the direct cause and effect of use
equals birth defects and possible death. Each year across this
Nation there are thousands of children born to mothers who use
alcohol and drugs. Even though it is well documented that alcohol
and drugs cause birth defects and miscarriages, the FDA is very
slow to act against a very powerful lobbying force, the liquor indus-
try. ' .
As we are all aware chemical dependency is just that, dependen-
cy. Simple warning statements on cigarette packages are never-
read or if they are many people suffer from “it will never happen
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to me’ syndrome But maybe there would be more attention pald
to this topic if agencies were to get involved and scream from every
rooftop about the dangers of alcohol and drugs, much like what
happened with Thalidomide. Maybe this approach would also bring
much needed funding to provide treatment for pregnant women
.and their family members.

This is not just a woman thing; this belongs to all of us, men,
women equally. We both share responsibility over what happens to
our future generations.

In 1988 and 1989 out of a total population of 18,000 people there
were 10,263 arrests on my reservation—the Pine Ridge Indian Res-
ervation. Approximately 25 to 30 percent of this total were females. .
In 1989 and 1990 there were 11,250 arrests with approximately 40
percent of this total being female.

In a review of juvenile arrests most months have an equal
amount of female, male arrests with certain months showing more
female arrests. The Chief Judge, Pat Lee, feels that 95 percent of
all arrests can be attributed to alcohol and drugs. And yet, Pine

Ridge is still considered a dry reservation where the use and sale of

alcohol is supposed to be prohibited.

The prohibition of liquor on the reservatlon has led to the same

scenario the United States witnessed in the 1920’s. Bootlegging,
manufacturing and sale of alcohol is rampant on the reservation.
The lack of regulation has often resulted in the sale of liquor to
children, leading to extremely high rates of juvenile delinquency
and teenage pregnancy and consequently harm to unborn children.

As we spend more time and energy in working to rehabilitate
many of these juvenile offenders we have discovered a very diffi-
cult situation. Many treatment programs we cu:rently use have
programs of rehab based on 12-step philosophies. Within this con-
cept behaviors are focused on past, present and future behavior.

A child born with FAS or FAE does not have a basis to work
within that realm. The infant mortality rate on the Pine Ridge

Reservation and in the Aberdeen area is worse than the countries -

of Cuba, Bulgaria, and Peru.

‘In this great land of plenty, many babies are born exposed to
such high levels of alcohol and drugs. Before birth they die, are
born intoxicated and experience life threatening withdraw shortly
after birth. They are doomed to spend the rest of their life with
birth defects and/or mental retardation, whlch is all 100 percent-
preventable.

According to a 1986 study done by the Chlldren s Defense Fund
‘the State’s infant mortality rate per 1,000 life births was 13.3 per-
cent compared to a national average of 10.4 percent. Among non-
whites in South Dakota, 90 percent of whom are native American,
the rate was 27.5 percent. '

This number means that out of 1,000 babies born in the State of
South Dakota 13.3 percent die before reaching age one. For native
Americans in the State of South Dakota 27.5 percent of our babies
die before their first birthday. I have heard that that number has
n<1>1w "increased to 30 plus babies per 1,000. Yet, nobody is asking
w

In 1986 the Children’s Defense Fund spokesperson, Joseph Lewis,
is quoted as saying, ‘“Generally a 1 year increase like that doesn’t

’
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amount to a trend, but what it obvxously does indicate, somethmg
went wrong that year. South Dakota can’t wait another year for a
trend to emerge; it has to look into it right.away.” I remind you
this was in 1986. ,

I am upset that 3 years later we are obviously still waiting to see
if a trend has developed and there are more babies dying.

I would like to share a story with you, and sometimes this story

is very hard to talk about, but I think it’s very necessary. A friend
of mine who is a midwife in Pine Ridge talks about a woman who
came to the hospital and ready to delivery, and had never been to
_ the prenatal clinic before.
The woman was obviously mtox1cated When the baby was born
- she couldn’t cry and she wasn’t breathing. The baby was taken to
another room and medically cared for. And when the baby did
start to cry she had a strong odor of alcohol on her breath and she
was technically passed out.

I know we are all tired of studies, tired because we never see the
results or we don’t have an understanding of why it is necessary. I
advocate that we find out how mmany amongst-us are affected—how
many adults, how many children have been born with less than a

‘normal life. An ongoing comprehensive study would allow us the
knowledge base to demand resources to address the problem. Many
children with special health and educational needs are. presently
unserved or underserved as we've all heard. Because the extent of
their disabilities or cause has never been determined.

It is also felt that in the general population, that if the general
population is made more aware of the high numbers of children
that are affected, then the implications for future generations
could be addressed.

At the present time my tribe is lulled into believing we don’t
have a problem. This problem has been created by Indian Health’
in their incomplete and inaccurate study which would have us be-
lieve that we only have four to five births per 1,000 are affected
with fetal alcohol syndrome.

I have a few recommendations here that I shared with you
before and I would just like to mention a few of them that I feel
are really important. In listening this morning I would hope that if
it takes 2 years to recruit, advertise and select positions for some-
thing so vital that maybe the responsibility for that be given to

" CDC; and we begin as concerned individuals to research a properly
legal forum throughout the Nation for prenatal alcohol and drug
exposure,_and that the Indian Health Service take more of a lead-
ership role in the FAS and FAE field and help us with FAS educa-
tion, prevention, not only to tribes but to medical staff; and I know
that my reservation would definitely benefit from a spemal needs
clinic to determine how many children we do have affected at the
present time.

At the present time we have an approprlatlon of $20,000 which
comes to the Aberdeen area, which serves the four State for pre-
vention, education, special needs and I don’t feel that that level of
funding is very adequate for our needs.

I have a list- of people that I think—agencies on reservations,
tribal court, social services, Indian Health Service again—receive
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training in fetal alcohol so that people are more aware of the
extent of the problem and what they're dealing wijth.
In closing, I would just like to thank you. It's been many years
that I think we've felt like Chicken Little and finally that’s begin-
ning to change. I would like to thank you for taking the time and
the energy necessary to hold this hearing.
Thank you.
Senator DascHLE. Thank you very much, Jeaneen.
4 ['Iihe prepared statement of Ms. Grey Eagle appears in the appen- -

ix. : '
Senator DAsCHLE. Let me begin by asking a specific question of
Linda, and that relates to your desire to redefine developmental
disabilities. How would you redefine it?

Mrs. WiLL. I've thought a lot about this. Most of the time what
happens is that when developmental disabilities are defined that
the chief or primary testing is IQ testing. I think it’s really signifi-
cant when you understand that my son, Peter, who has an IQ of 50,
a full scale IQ of 50, has a mean mental age in the vineland adapt-
‘ive behavior scale of 4 years.

That’s got to count for something. This child, in-other words, is
funictioning one-fourth of what he could have functioned or should
be functioning had he not been exposed to alcohol in utero. I think
adaptive behavior scales have to count as mucl'as IQ has to count.
I think what a person can show with regard to his or her ability to
abstract, as Michael refer money and time and just everyday
issues that you and I take for nted. When does the bus leave?
How do you know? How do you know if you’'ve waited too long?
Who's a stranger? Questions like that.

If they are answered—if you ask a lot of these questions and if
you get really weird answers you’'ve got to know that this person is
not developing normally or has not developed normally and that’s
got to account for something. This person will never be able to care
for him or herself.

And those of us who are caring for them know that we will never
be free of responsibility. Not that you're ever free when you're a -
parent, but I can’t ever see a time coming when I won’t have to
worry about the basic life necessities for children who really will
never become adults. : :

Did that answer your question? ,

Senator DascHLE. Well you certainly gave me a much better un-.
derstanding of the need for the change. I'm not sure I'd be able to
write out what that change is at this point. But you ¢learly have
answered my question. » '

How many children do you have that are FAS/FAE?

Mrs. WiLL. We have two children who are FAS, and one child is
the older biological sibling of one of the FAS children. So while we
can’t get a diagnosis he’s FAE. He’s got the behaviors and some of
the specific learning disabilities, although he again doesn’t qualify
for special ed or any other special services.

We have also another child whom we adopted who was abused at
13 months of age, who is not alcohol-involved. The bonding, I might
say, with her, has been, very, very different.

Senator DAsCHLE. And they’re all teenagers now?

Mrs. WiLL. Yes.
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Mrs. WiLL. 16, 15, 14 and 13. The 15-year-old is not FAS/FAE.

Senator DascHLE. Michael and Jeaneen, do you share that appre-
ciation for the need for changing the definition of developmental
disabilities for purposes of eligibility for programs?

Mr. Dorris. Absolutely. I think another way of putting it would
be functional adaptability. And without a recognition that certain
.things are permanently impossible what happens is that the child
gets mainstreamed if they have a normal.IQ and ultimately ejected
from the system and into a society that also mainstreams, which
has done away with institutions that provide care. .

If you're the parent of an FAS—especially with an FAE child
who does not qualify for services, you are probably ultimately look-
ing at private care facilities that might run $80,000 a year.

Senator DascHLE. $80,000? . g

Mr. Dorris. $80,000. Some of them up to $18,000 a month. And
these are places by in large that don’t hold out any prospect of re-
habilitation or that your child is going to come out functional
within society. But rather, simply holds them until they reach the
age of majority. And then again they’re out into society.

'I think as does Ann Streissguth of the University of Washington,
a psychologist, one of the foremost experts on this subject, that as
Linda says, the child who is fetal alcohol affected and therefore not
clearly diagnosable from a medical point of view or dysmorphologi-
cal point of view is by far the more complicated child to raise and
f'};‘e more complicated individual in society for-the rest of his or her
- life. -

Senator DAscHLE. Some of us are a little more familiar with your
family. You have one FAS and two FAE children; is that correct?

Mr. Dorris. Twenty-two, 16 and 19.

Senator DASCHLE. Jeaneen, would you add anything to what Mi-
chael and Linda said about developmental disabilities?

Ms. GReY EAGLE. I would even go more base than that. If you can
get a child diagnosed with developmental disabilities that's great
from where I come from. Because we can’t even get a child diag-
nosed as FAS or FAE, even if they are born—Ilike the little girl
that was born technically passed out has never been diagnosed.

And within Indian Health Service on my reservation, and I can
speak this very loud and very clear, that there is a taboo against
diagnosing or labeling any child as FAS or FAE. So even just a de-
velopmental disability would be like a major step for us to start
that child receiving services. '

Senator DascHLE. Now you don’t have any adoptive children that
are FAS or FAE, but you work with them every day.

Ms. GREY EAGLE. Yes. :

Senator DascHLE. How many childrerf in the course of a week or
%Arrég)nth do you deal with Who are directly affected by FAS or

Ms. GReY EAGLE. We refer approximately—well we work with
approximately 25 youth a week and out of that number we send
maybe seven or eight to treatment a week. And we have never
gotten a firm diagnosis from any Indian Health Service organiza-
tion or agency that any of these children are FAS and FAE. And
- yet when they get into the State system or go into a treatment
system I would say out of eight we get back five suspected FAS or
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FAE, five that are suspected of being prenatally exposed to alcohol
and their behaviors are representative of that. .

One of the things that we have found, and what I mentioned
briefly, was treatment or rehab programs work on focusing on
future behavior and looking at the past. And if a child is born with
FAE just the basics of what is a stranger, how do I make change is
something that is so difficult for them to grasp, let alone a 12-step
rehab program where you project your future over a period of a life
time and say, just say no doesn’t work, because it doesn’t have any
consequences and I just fee(}/for/ these kids because at the present
time there is not a course of rehab. Nobody has discovered a course
of rehab that’s going to change thern unless they're in a constant
supervised living situation.

Senator DascHLE. We talked a little bit about treatment this
morning before the hearing. With adequate treatment—and I'm
not sure how one defines adequate—but with adequate treatment is
an FAE victim capable of learning who a stranger is, and how to
make change, and what is right and what is wrong, and some kind
of a value system? :

erg WiLL. Not without supervision and structure constantly. 1
. would—— :

Senator DascHLE. You mean perpetual, all the way to year 75?

Mrs. WiLL. Yes, sir.

That’s what I would say. Wouldn’t you? .

Mr. Dorris. Yes, I would. One of the features of this particular
problem is an inability to learn from experience so that each case
is in effect discreet. You know, you can learn that that person is a
stranger. You can learn that this bus goes at this time. But to alter
that.schedule or to go into a new situation you have to learn it by
route all over again. It is not a cumulative kind of learning experi-
ence.

And because of that perpetual nature of this problem, the fact
that it doesn’t change, that it’s chronic, I think for the Finance
Committee there's a special concern here, if only economic; and
that is, that the cost of an FAS or an FAE child to society medical-
ly and then in terms of jail or homeless shelters or lost income or

theft or any of the things that are likely in the lifetime of an FAE
victim or FAS victim, I've heard it said that one could spend more
than $20,000 per healthy baby born in preventive education and
maintenance and still save money by the society at large.

This is a problem whose cost is growing geometrically and ulti-
mately can overcome our society. I mean FAS victims beget’FAS
* victims; and if we ignore the problem and underrepresent it and
talk about these absurdly small figures of people who can be only
clearly unambiguously, positively without a doubt diagnosed as op-
posed to those who workers and teachers and social workers all
know absolutely exhibit the unmistakable behavior of FAS and
FAE, if we don’t look at the big picture, we face the situation of -
creating a continuing underclass within out society who can’t func-
~ tion and who probably will be disruptive of the society as a whole
and ultimately make necessary laws that are restrictive to all of us
because some of us can’t follow them.

Senator DascHLE. You're talking about an underclass that is
completely without the ability to be rehabilitated; is that correct?

,//’ ‘
~
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Mr. Dorris. I'm afraid so. So far nothing has worked.

Mrs. WiLL. And they have never been habilitated. I think that’s
the—ycu know, that’s the real important-issue for me. These kids
can’'t even be habilitated. I'll give you a really basic example. It
doesn’t matter if I'm talking about the child who has a 50 IQ or the
child who has a 100 IQ, an IQ of 100, if my child gets up and his
sequence in any way, the sequence of his morning, is broken, he
cannot function.

He must literally go back to bed, lie down—This is sounding fa-
miliar; isn’t it?

Mr. Dorriss. Yes. Yes.

Mrs. WiLL. He must lie down. I must awaken him and he must
start the whole sequence over. This sometimes means that the
child will be illegally absent from school. Because by the time you
get him through his sequence it's probably about noon and it
doesn’t matter if his 1Q is 100 or 50. It’s the same.

As a matter of fact the child with the IQ of 100 needs more direc-
tion and structure and supervision than does the child of 50. The
child of the IQ of 50 is perfectly willing to sit and let people do
things for him.

Can you agree with—I mean——

Mr. Dorris. Absolutely.

Senator DascHLE. Let me just clarify what you said. You said
there are estimates that have been provided that we could spend
$25,000 per every live healthy birth and in doing so, negate some of
the impact of what we're experiencing now with fetal alcohol affect
and syndrome. That would be cheaper than what we’re doing now,
relat.?lve to the costs involved with dealing with FAS and FAE vic-
tims?

Mr. Dorris. Absolutely..Most FAS victims are born premature
and the cost of getting that child through the first 2 years of life is
often several hundred thousand dollars. Then you get into the cost
of special education and counseling. You get into the cost of incar-
ceration later in life or of these special holding tank programs or of
thefts that are committed by them of lost income, of all of the costs .
" to society that this absolutely preventable problem entails. And it
is cheaper to have a decent prenatal education program and drug-
free prevention program than to allow this kind of thing to contin-
ue.

You know, as a person who came into this issue completely un-
willingly—I mean I am not a specialist; I'm a novelist; I'm a teach-

er—it strikes me as so weird that it has taken us so long to figure
out that if you wouldn’t give your baby a glass of gin the day after
it's born, the same thing applies the day before it’s born. It doesn’t
take a great leap of logic to figure out that alcohol, which every-
body agrees is dangerous after birth, is even more dangerous before
birth-because it forms a total environment.

Senator DASCHLE. But, Jeaneen, I've heard you talk so eloquently
about addressing this problem with pregnant mothers, telling them
you re going to have another FAS, FAE child if you drink while
you're pregnant.” And yet you tell me that they go ahead and
drink anyway.

Mrs. WiLL. Because they're FAS or FAE.
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Ms. GrRey EAGLE. I think a part of the problem is that the num-
bers aren’t there to support what we tell them. Without documen-
tation in the child’s medical chart it’s very difficult to tell a woman
your other five children are potentially FAS or FAE. When the
doctors will not tell them that, who are you to step in and say
you've already had affected children?

Without any type of special needs tlinics, witheut a diagnosis,
without the numbers being known, it’s highly unbelievable what
you're saying. I mean people will not believe what you're saying
opposed to what a doctor says. After all, a doctor has gone to medi-
c(z;l school, you haven’t, and he hasn’t said my children are affect-
ed. .
Senator DAscHLE. I don’t understand. You had mentioned and
you used the word “taboo” in diagnosis with FAS and FAE. My un-
derstanding of taboo is that there’s almost a stigma attached to
%(ng it. Why would there be a stigma to diagnosing a child with

Mr. Dorris. For one thing, because it's not sometimes clear. It's
not like the child is missing a hand or something. You cannot abso-
lutely, especially with FAE, say ““this and nothing else,” although
you can induce this by looking at all of the various symptoms, be-
havioral and physical and a drinking history in a parent.

The other problem is that as of now there is nothing to say after
the diagnosis is made. You'd make a diagnosis to the parent and
they say, okay, that’s the name of it, how do we cure it, and there’s
no answer to that. There is no cure. There is no turning around.
Tlhere is no creating things that were never created in the first
place.

Senator DascHLE. But that would lead me to think that they
would be extraordinarily aggressive during pregnancy in advising
pregnant mothers not to drink. But you're telling me that these
pregnant mothers go to doctors and doctors are telling them noth-
ing. They’re not advising them not to drink.

Mrs. WiLL. As a matter of fact, they're advising them to drink.

Senator DascHLE. There can't be any stigma attached to that.
Why is that? Why aren’t they getting better advice during preg-
nancy from doctors on that? Can anybody respond to that?

Mr. Dorris. As has been pointed out before, FAS was only given -
a name in the 1970’s. In fact, the medical text books that were used
" up to 1975 said that the only reason not to drink during pregnancy
was that a woman might gain weight. There were prescriptions in
the Old Testament and elsewhere that were conveniently forgotten
by modern medicine. So many of recently-trained doctors were
tainted with this advice. 4

There is also an old wive’s tale that many doctors pass on that
says that you should drink beer while breastfeeding. The New Eng-’
land Journal of Medicine has done a study that shows that 4
months after breastfeeding ceases mothers wi:o drank beer during
breastfeeding to make the milk flow, et cetera, their children show
certain gross physical deficits that aré measurable contrasted with
those of mothers who did not drink beer during pregnancy.

There is no, according to the Surgeon General and the March of
Dimes and the American Medical Association, no safe level of alco-
hol intake during pregnancy. §ome women can drink in modera-

\ .
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tion and have healthy children apparently. Some women cannot
drink much at all without having damage done to their children.
And there is no diagnostic test in advance to say which kind of
woman you are; therefore, the only safe thing is abstinence from
conception through breastfeeding.

Se?nator DascHLE. Is that a universal medically established fact
now? ,
Mr. Dorris. By people who know what they’re talking about, yes.
(Laughter.)

Mrs. WiLL. In other words, there is very little that I know of that
is universally medically established. I know of very few of those of
such appropriations or whatever. I think the other reason is be-
cause doctors don’t want to rock the boat and, you know, they want
the mother to get prenatal care and if they ‘offend her by saying,
look, you're drinking, I know you're drinking. That’s a confronta-
tion. That’s not something really people want to do. You know,
they don’t—Nobody wants to confront somebody else and say, yo,
you know, not a doctor, not anybody.

I think that doctors, obstetr1c1ans, /partlcularly, once the moth-
er’s had the baby and she’s had her check up, you know, the baby’s
in the pediatrician’s hands and it’s no longer his or her problem.

Senator DascHLE. I know that Michael has to leave here soon.
Let me just ask two other sets of questlons Michael, whenever you
have to go you're certainly excused. You've heard our government
witnesses describe the programs that are in effect. In fact, we're
now spending $140 million for the National Institute on Alcohol
Abuse and Alcoholism. $140 million is a pretty good chunk of
~ change.

I asked the question: What evidence is there that that money is
producing results? And unfortunately I don’t know that I got a
ver concrete answer. But, you know, it may not be documentable.

ere throwing a lot of money at the problem today. And I don’t
see any evidence that that money appears to be producing results.
Could you respond to that skepticism?

Mr. Dorris. I'll respond to that Senator, and then I do have to-
leave. I would just say that if we're spendmg $140 million—and no
disrespect intended—but the Government witnesses are not aware
that the problems of learning ability continue on into grade school
and later life, that’s money wasted.

It has been manifestly clear, since the mid-1970’s, that drinking
during pregnancy can impair people for life is a totally preventable
problem. It took an act of Congress to get the liquor industry to
make this warning available to its customers. And I think if we are
spending this kind of money where is it going—$20,000 for preven-
tion programs out of the Aberdeen area in South Dakota for a
large Indian population. I don’t know where it is going but it is not
working. This is not a problem that is declining.

Thank you.

Senator DascHLE. Michael, thank you for coming. I know you
have to catch an airplane.

Mr. Dorris. Thank you, Senator.

Senator DascHLE. We certainly appreciate it and I'm quite sure
we’ll be in touch.

Jeaneen?

40-630 0 - 91 - 2
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Ms. GREY EAGLE. I would like to respond to that $140 million and
I also wrote another figure down here, something in the millions. 1
can’t even phantom it.

I, this summer, had a phone call from the hospital where they
had a 15-year-old who had a blood alcohol level, a lethal blood alco-
hol level, where she should have been in a coma. She was 3 months
pregnant and we could not get one single treatment center to take
her. She was a juvenile. She was pregnant. She was high risk.

So for all the millions of dollars that are being spent or appropri-
ated, maybe just appropriated since we haven’t filled the positions,
I'm not sure, I would like to ask where can I send this 15-year-old
for treatment with all these millions of dollars? It hasn’t reached
me on the reservation.

Senator DascHLE. What happened to her?

Ms. GREY EAGLE. She is currently expecting her baby next month
and we’ve tried to work with her on an outpatient basis as much as
possible. But we cannot care for her 24-hours a day and there have
been ‘several more incidents of her consuming alcohol. She is not
alone though.

There are a whole bunch of 15 and 14 and 13-year-olds who share
her problem. And this millions of dollars that we talk about-being
appropriated, I can honestly tell you that we do not have resources
and that is one of the reasons that I come here today and ask that
if this money is truly appropriated, then let's get it allocated and
provide the resources for these young people because some of them
do want help; and there are agencies willing to help them. We _)LlSt
do not have the dollars to do it.

Senator DascHLE. Well I must tell you, I may not be representa-
tive of my colleagues here, but I don’t have any understanding at -
this point how the money is broken down once it leaves Congress,
whether 70 percent of it gets eaten up in administrative costs,
whether 70 percent of it actually gets into those places where it
can do some good. But we're going to find out. That will be the sub-
Jject of additional research on our part.

I am concerned. I wasn't aware that we were spending this much

money. But, frankly, when you're out in South Dakota, you don’t
see traces of this money. And I'm sure that would be true in Penn-
sylvania as well.
- Mrs. WiLL. Yes, absolutely. Yes, you really don’t see it. There
 aren’t any or many treatment centers who will take pregnant
women who are alcoholics. And I think very frankly a lot of the
interest has gone to, and I was told this by my prevention folks in -
West Chester, Pennsylvania, that really the interest and the
money is in illegal drugs

And I think that’s real sad because you don’t use those w1thoutr
us‘l)rllg alcohol. You can’t separate them. In my mind they're insepa-
rable

Senator DascHLE. Let me ask the final questlon and then we'll go
to our final panel. I've.béen given a number of different recommen-
dations with regard to what our priorities ought to be. Before the
hearing, Michael Dorris and I had a chance to visit and he suggest-
ed strongly that our first priority ought to be better research with
regard to the scope of the problem. 4
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How many people are affected? How many people toda}\; are not
being diagnosed? Try to get as much information about the perva-
sive nature of this problem prior to the time we start to address it.

You've also, Linda, recommended that we change the deﬁmtlon
of developmental disability. Jeaneen has suggested that we’ve got
to deal with diagnosis a lot more effectively by educating physi-
cians and committing them to respond more effectively on the

- scene at the time of birth. Those are three priorities.

<

There was a time when in another hearing when Jeaneen sug-
gested, and I thought very convincingly, that one might even under
certain extreme circumstances propose institutionalization, either
of a pregnant mother during a pregnancy to keep her from taking
alcohol or in some extraordinary cases, perhaps even of FAS vic-
tims themselves. Could you give me any sequence in the order of
priorities that you would suggest we consider at this point?

Mrs. WiLL. I think you have to start with education. I think you
have to start with doing a big publicity campaign, I guess, on this.
National Public Radio did it; ABC has done it. But I'm not—I'm
not aware that it gets very much pubhmty

And physicians are just real—If I've heard it once, I've heard it a
million -times from parents across the country. They say, well,
yeah, that’s probably what's wrong with him but why would you
want to label him that? And, you know, you can’t understand the
pervasiveness of it if it’s bemg denied.

Senator DASCHLE. Jeaneen?

Ms. GRey EAGLE. I guess one thing that I would like to share
that- just strikes real close to home with that question is, this
summer we had a lady that went into the emergency room that
was 6 months pregnant and her head was cut open. And the doctor
stitched up the cut in her head and sent her home; and then 3
months later when the baby was born somebody called me from
the hospital and said, can you come up and take a peek and see if
this is an FAS baby.

And I went up and the baby was starting to go into withdrawals.
And I asked—I was really upset because I had found out that the
lady was in 3-months prior with a high blood alcohol content and
only her head was stitched up. And what I was told is, we don’t
want to give the doctors too much responsibility in having to call
people because they may leave.

And my priority is to get doctors trained so that they can begin
because it’s at their level that they see a lot of this prenatally
afterbirth and they can do a lot to prevent. It's nnt taught in medi-
cal schools.

Senator DascHLE. What happens when a baby goes into with-
drawal?

Mrs. WiLL. Tremors. The same as an adult. -

Ms. Grey EAGLE. The same as an adult would go into with DTs.

Senator DASCHLE. I'm sorry?

Ms. GReY EAGLE. The same as an adult would go into with DTs.
They have tremors very similar to seizures. Well I.guess they are
seizures.

Mrs. WiLL. Intense ag1tatlon

Senator DAscHLE. You're telling me that a doctor who sees that
in an infant will still not diagnose a baby as having FAS?
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Ms. GrRey EAGLE. No, they will not. They will not. It will not
even be written into the chart and they will not even pick up the
phone to make a phone call when they're faced with an obvious
problem. And what upsets me is that if we can’t do it at that level,
which level—where can we start?

But my priority would. be to provide training for the doctors, to
provide training at all levels so that people are trained to identify,
we can get the numbers of people that are affected and then maybe
this $140 million can have an impact. Because as it is now the
numbers are so slow—4 out of 1,000. How can you advocate for
something that appears to be so low.

And when you sit and you talk about the numbers of women who
are arrested and the numbers of people who are drinking it's like
you feel real out of place doing it. But I think, like I agree with
Michael, a study to determine the extent and also ongoing training
for all present doctors would really help a lot.

Mrs. WiLL. I think the problem is that we're dealing with an in-
visible disability that is truly life threatening. Not life threatening
the way that we have come to think of life threatening, such as
cancer, any of the—AIDS—but it's quality of life threatening and
until we do educate, train, inform, we will never understand the
full extent of what we are dealmg with.

‘Senator DascHLE. Well that’s an excellent statement to end this

- panel. We thank you.

And, Jeaneen, thank you very, very much.

To the extent that your schedules will allow, I would like to try a
dlscussxon at the end of the hearing. So I may call you back if
you're able to come back.

- Our third panel is comprised of Ms. Christine Lubmskl, director

for public safety, the National Council on Alcoholism and Drug De-
pendence; Ms. Kathleen Tavenner, a certified dependency counsel-
or and regional director of the Communlty Outreach and Education
at Mount Manor Treatment Center in Emmitsburg, MD; and Mr.
Gary Kimble, executive director, Association on American Indian
Affairs, accompanied by Mr. Jack Trope, the staff attorney from
New York.

We thank you very much for coming and appreciate your pa-
tience while waiting to testify. Ms. Christine Lubinski first.

STATEMENT OF CHRISTINE LUBINSKI, DIRECTOR FOR PUBLIC
POLICY, NATIONAL COUNCIL ON ALCOHOLISM AND DRUG DE-
PENDENCE, INC,, WASHINGTON, DC -

Ms. Lusinskr. Good mormng, Senator. Thank you very much. It’s
good to be here. My name is Christine Lubinski and I serve as di-
rector for public policy for the National Council on Alcoholism and
Drug Dependence. NCADD serves as an advocate for alcoholics,
other drug dependent persons, and their families and also for the
development of alcohol and drug policies in the best interests of the
public health.

We have strong links with community-based organizations with
190 affiliates in 36 states. We have a long history of prevention,
education, and advocacy in efforts to reduce the toll of alcohol-re-
lated birth defects.
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Sincé 1983 NCADD has launched an annual community-based
educational campaign beginning on Mother's Day. We mail 1,500
comprehensive packets to health professionals and other comrmuni-
ty leaders which include basic information about birth defects asso-
ciated with alcohol and other drugs, recommendations about strate-
gies to inform the public about the risks of alcohol and drug use
during pregnancy and initiatives to encourage the expansion of al-
goholism and drug treatment for pregnant women and their chil-

ren.

We also support legislative and regulatory changes to increase
public awareness. In partnership with the Center for Science for
the Public Interest, NCADD led the coalition of over 100 organiza-
tions which successfully facilitated the adoption of warning label
legislation by the Congress. As you know, that label includes a spe-
cific warning regarding the risks of drinking during pregnancy and
I may add it took us ten years to get it because the influence of the
alcohol industry on this body made that a very difficult task. And
if any other chemical had the kind of birth defects potency that al-
cohol had, it wouldn’t have taken us ten years. '

We've also lent support and technical assistance to dozens of ef-
forts across the country to require warning posters at points of pur-
.chase for alcoholic beverages warning consumers about the risk of
drinking during pregnancy.

In May 1989 we organized the Coalition on Alcohol and Drug De-
pendent Women and Their Children as part of our ongoing work to
increase access to quality treatment services for alcoholic and drug
dependent women and to prevent alcohol and other drug-related
birth defects. Our goal was to counteract the growing trend to
punish rather than treat pregnant alcoholic and drug dependent
women by developing a humane public health response and to
unite the various organizations which share a concern about the
n any dimensions of maternal and child health.

There is a crisis in maternal drug addiction in America today. In
recent months the news media have been filled with articles re-
porting this tragic story. What has been missing from the media
and from the national war on drugs in general is attention to the
Nation’s most serious drug problem—alcohol and alcohol-related
birth defects.

At least 5,000 infants are born each year with full blown FAS
and another 35,000 with lesser alcohol-related birth defects. Given,
and we've heard a lot of it today, haphazard identification and re-
porting of FAS in many parts of the country and the absence of
reliable diagnostic criteria for FAE, the number of alcohol affected
children is probably much higher.

Alcohol, unlike illicit drugs, is widely available, inexpensive and
heavily promoted to women. Because of the integration of drinking
into American life as well as the depiction of alcohol in ads as ap-
pealing, sexy, and benign, we must be vigilant in our efforts to edu-
cate all Americans and especially pregnant women about the grave
health risks associated with drinking.

If the long term consequences of in utero cocaine exposure are
still unclear, the impact of alcohol exposure on human develop-
ment is all too clear. Mental retardation, heart and limb abnor-
malities, profoundly limited analytical abilities and poor judgment
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are just a few of the deficits faced by FAS children and their fami-

lies over the course of a life time.

In addition, alcohol affected children are themselves at high risk
for the development of alcoholism, triggering an intergenerational
cycle of addiction which may haunt a family for decades.

Pregnant alcoholic women and their children are faced with a
system of health care poorly suited to meet their many needs. The
public alcoholism and drug treatment system is urvrepared and
sometimes unwilling to provide comprehensive services to pregnant
women and their children. The National Association of State Alco-
hol and Drug Abuse Directors reports that the publicly funded
treatment svstem is able to serve only 11 percent of an estimated
280,000 pregnant, alcoholic and drug dependent women in need of
treatment. ‘ '

Many treatment facilities refuse to accept pregnant women and
very few provide child care for infants as well as other dependent
children. There is ample evidence that treatment during the course
of pregnancy can improve pregnancy outcome. Alcoholism is a
treatable disease and millions of individuals and their families
have successfully recovered.

In the absence of an environment which encourages alcoholic
mothers to.seek help and which offers high quality comprehensive
treatment services, women die prematurely and children struggle
through life with profound disabilities.

The current hostile environment hardly encourages. alcoholic
women to seek help.

Public attention to alcohol and other drug-affected children has
been couﬁled with growing hostility towards women who use alco-
hol or other drugs during their pregnancy. Dozens of drug depend-
ent women have been prosecuted for drug use during pregnancy
and there has been at least one case of a pregnant alcoholic woman
being charged on the basis of her drinking.

In our view these policies are inhumane, fail to recognize alcohol-
ism and drug addiction as illnesses and discourage women from ac-
knowledging their problem and seeking services. Given the notable
absence of adequate treatment services virtually anywhere in.the
Nation, criminal prosecution and other punitive measures blame
thedvictim for a system that is wholly inadequate to meet her
needs.

And the consequences for children—increasing numbers of chil-

dren born with birth defects who languish in actively alcoholic
homes or in the Nation’s overwhelmed foster care system. Alcohol
related birth defects must be addressed as a public health problem
with aggressive research, prevention, education and treatment
measures. |

There are significant steps that Congress can take to ensure that
every person in the Nation is aware of the risks associated with al-
cohol consumption during pregnancy, that every alcoholic and drug
dependent woman in the Nation has access to a comprehensive
treatment system sensitive to her needs as a woman and a mother
and that every child born alcohol affected receives the very best
our health, educational and social service systems can provide.
- We must develop and institutionalize a basic system of care for

pregnant alcoholic and drug dependent women in order to inter-

S

o,
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vene and prevent the long-term and devastating impact of alcohol
and drugs on women, their children and families. Treatment is the
most important prevention strategy which we can implement to
prevent low birth weight, transmission of AIDS and chronic physi-
cal and emotional disabilities associated with prenatal exposure to
alcohol and other drugs.

Enact a Medicaid family care proposal to finance long-term resi-
dential treatment services for pregnant alcoholic and drug depend-
ent women and their children, like that embodied in Senator Moy-
nihan’s S. 3002, introduced in the last session. Institutionalize a
funding mechanism for quality, comprehensive treatment through
Medicaid may be the single most important step Congress can take
to ensure the provision of services to these families and to prevent
alcohol and other drug-related birth defects.

Fund treatment initiatives for native American, pregnant and
post-partum women and their children. And I must say, Senator,
that I found the report from the Indian Health Service on their ef-
forts in regard to this particular problem absolutely shameful. And
to talk about one residential treatment facility for pregnant women
and their children in the Nation for native American people
funded by the Government is a disgrace.

Last session several provisions were introduced to address alco-
holism among native American women and their children by Sena-
tor Kohl; and also a bill crafted by the Select Committee on Indian
Affairs, which would support the development and expansion of al-
coholism and drug treatment programs to serve this population.

,Early intervention in the provision of comprehensive health and
social services for mothers and children will greatly reduce the ter-
rible toll of alcoholism and alcohol-related birth defects on the
native American community.

We must provide treatment and other health care services for al-
coholic and drug dependent women in prison. This is another im-
portant population of women, many of whom are mothers, many of
whom atre pregnant, who currently have no access ta alcoholism
and drug treatment services or prenatal care.

We. must strengthen the accountability mechanisms in the
women’s set-aside of the Alcohol, Drug Abuse and Mental Health
Services Block Grant. This law requires that States spend 10 per-
cent of their block grant funds on new and expanded treatment
services for alcoholic and drug dependent women. But the commit-
ment of States in creating women’s programs has been minimal.
You might want to check and see what’s available for women in
South Dakota. . :

Numerous reports document the virtual absence of treatment
programs which serve women and their children generally and
pregnant women specifically. Congress must ensure that set-aside
funds are used to expand services to women and their families. One
option is to require States to use a centralized categorical grant
process for distribution of funds and report to the Government an-
nually regarding the establishment and expansion of discrete treat-
ment programs which provide services to pregnant women and
other women with children. ._ .

We need to increase financial support for the pregnant and post-
partum women and their infants demonstration projects which are
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being admlmstered the Office for Substance Abuse Prevention.
By year’s end 100 oly the first programs in the country to serve
pregnant addicted women and their children will be in operation
and these programs will really provide us with critical information.
-about how best to provide services to this population.

In the area of prevention, we need to enact the Sensible Adver-
tising and Family Education Act. This bill was introduced last ses-
sion by Senator Gore and would require that all alcohol advertise-
ments be accompanied by rotating health messages about alcohol
risks, including a specific warning about, drinking during pregnan-
cy.

Too few women in America receive prenatal care. And as you've
heard all too clearly, too many health professionals still fail to edu-
cate their clients about alcohol use during pregnancy. The Federal
Government has a responsibility to ensure that the legal drug alco-
hol is marketed in a fashion that does not compromise the public’s
health. Requiring specific warnings on alcohol ads will make an
enormous contribution to our collective efforts to empower women
.to make informed choices about their alcohol use.

We should also enact further mcreases in alcohol excuse taxes,
especially on beer.and wine. There is a significant body of research
that has demonstrated a link between the price of alcohol, the
amount of alcohol consumed and the extent of problems attendant
-gn alcohol consumption. Research suggests that both young drink-
ers and heavy drinkers, including alcoholic people, are sensitive to
the price of alcohol.

We need to increase access to services for children with alcohol
and other drug-related birth defects. We must ensure that Federal
prog s which serve the Nation’s children are responsive to the
special needs of alcohol and other drug affected infants and chil-
dren. Headstart and pediatric services provided under Medicaid
can profoundly influence the quality of life for these children and
their families.

Education for the handicapped programs can be enhanced by in-
creasing Federal financial support for specialized instruction and
related services under Part B; and by enhancing Part H by making .
it a permanent program. We should increase Federal financial sup-
port so that all States participate and amend the definition of Fed-
eral eligibility to include children who are at risk of being develop-
. mentally delayed, many of whom have alcohol and drug-related
birth defects. And this really gets at the issue you discussed with
_the last panel.

I would also like to mterject here that I thmk it's important ' to
note that alcohol related birth defects really do exist on a continu-
um; and I am not convinced that every child born alcohol affected
is doomed to a life devoid of independence and quality. I think
many of the children, particularly those exposed tn lesser amounts"
of ‘alcohol, know the difference between right and wrong. It ma
take them several more years to learn how to tell time, but wit
specialized, 1nd1vidualizedy instruction, they can lead full and inde-
pendent lives. :

And I think that it is important that we not deal with this popu-
lation or for that matter the population of so-called crack bables as
if they are a throw away population of people.
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Real movement in these policy directions will require a funda-
mental change in the rhetoric and policies now associated with the
war on drugs and maybe with Bennett’s departure we can begin
that movement.

We must recognize alcohol’s role as the Nation’s tavorite drug
and the drug which is associated with more mortality and morbidi-
ty than all illicit drugs combined and we must approach alcohol
and drug problems from a public health perspective. A public

. health perspective challenges us to change the environment which
fosters alcohol and other drug problems—alcohol promotion, pover-
ty, housing shortages, fundamental gaps in our health care system,
violence and hopelessness.

NCADD is grateful for this hearing and your interest in this sub-
ject. We encourage you to review some of the policy initiatives out-
lined here and consider taking a role in facilitating their enact-
ment. Alcohol has been sorely neglected in the policy discussions
about perinatal addiction and the omission has serious implications

“for any concerted effort to reduce the numbers of drug affected
children.

The very quality of life for thousands of women and their chil-
dren is at stake.

Thank you very much.

- Senator DAscHLE. Ms. Lubinski, thank you very much. You've
made a very significant contribution to our hearing and I must tell
you this is powerful testimony. ..

Ms. Lusinski. Thank you.

Senator DascHLE. I intend in every way I can to see that my col-
leagues have an opportunity to read it and to consider very careful-
ly many of the suggestions you’ve made. Excellent.
d.(’I]‘he prepared statement of Ms. Lubinski appears in the appen-

ix. .

Senator DAascHLE. Ms. Tavenner?

STATEMENT OF KATHLEEN TAVENNER, CERTIFIED CHEMICAL
DEPENDENCY COUNSELOR AND REGIONAL DIRECTOR, COM-
MUNITY OUTREACH AND EDUCATION, MOUNT MANOR TREAT-

~ MENT CENTER, EMMITSBURG, MD

Ms. TAVENNER. Yes, hi. I'm Kathleen Tavenner. I'm regional di-
‘rector for Mount Manor Treatment Center and I am happy to
report that we do have a program for Pregnant women and women
with small infants and children and I'm really proud to be a part
of that. I'd like to thank you for asking me to share my recovery
story today. I consider it a privilege and an honor. .

I believe to understand the problem of FAS and FAE. We need to
begin to understand the problem of alcoholism or chemical depend-
ency to be a little more broad. We need to understand first of all
that when someone is suffering from this disease they are in
denial. They more or less walk around with blinders on and don’t
see what's really happening in their lives.

Along with that the families learn denial and along with that
the society remains in denial, which is part of the problem. Also .
- remembering that this is a progressive illness. It gets progressively
worse.
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: We've got to learn to pay attention to the solutions. Once we un-
derstand what the problem is we need to learn to look at the solu-
tion and it's my belief that people living in the solution, people
‘that like myself, are recovering from alcoholism, have a lot of the
answers to the solutions of the problems that we're facirg. .

I sort of like to refer to my disease as a predispcsition with a
. social permission. I think that says it all. It was always okay for
me ta drink alcohol. I grew up in an algoholic home. Therefore, the
taking in of alcoholic beverages was Very famlhar to me and very
normal, what I considered to be normal. :

I also would like to add that I do understand this to be a disease
and I believe that my father who has this disease of alcoholism was
a sick person and my mother who was co-dependent on my father
was also very sick. What happens in alcoholism is that the family’s
system is also affected as we certainly can see with FAS children.
This is a disease that affects the entire .family system, whether
they drink or not. And they too develop a series of symptoms that
are now dlagnosable

My mother bécame so preoccupied with my father’s alcoholism
that she wasn’t really able to nurture us the way that we needed to
be nurtured and supported. And again, my mother’s a wonderful
person. You know, we went to church every Sunday and I went to
parochial schools. But it was her disease, her disease of co- depend-
ency. I bring that up today because I hope that my story may shed
. a little light on the problem and how it all developed.

How do we get from a kid like myself that was a straight A stu-
dent, went to church, was involved, the good little girl that wore a
little plaid uniform from point A to point B of being a homeless
mother, giving birth to an FAS child, a sudden infant death child,
many, many tragedies, many—several marriages and just ending
up just devastated, with my life devastated.

Anyway what basically happened was I left home very early on.
And I bring that up because to understand again a child growing
up in that family system I believe is drawn to a life style of drugs’
and alcohol because they don’t have the self-esteem and the social
ability just to care about themselves, so they're drawn to that type
of life style.

I started using drugs and alcohol very young. I ended up preg-
nant by the time I was sixteen and because of my Catholic back-
- ground I was married. The father of the baby was also an alcoholic.
We both engaged in a lot of drugs and alcohol and gain, alcohol
was my first drug of choice.

What would happen was, back then—let’s see, I had my first one
in 1971. And my mind set was that of if I don’t use illegal drugs it’s
okay to drink. And back then we really didn’t know what we know
today about fetal alcohol syndrome and I drank; and I did not
drink every day. My disease had not progressed to the point where
Ihwas into third stage. I guess I was more of a first-stage alcohohc
then

And my first son was born apparently not affected. My second
‘child was born in 1973. The same mind set. If I wasn’t using illegal
drugs it was okay for me to drink a little bit of white wine. I did
not drink every day. I did not get drunk every day. My drinking
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was somewhat sporadic, although much more than a non-alcoholic
individual.
"I had my child in 1973. She was born with fetal alcohol syn-
drome; however, I didn't know that. She was born as far as I knew
_just a normal baby. She was diagnosed with no problems whatso-
ever as far as I knew. However, I began to notice a lot of develop-
mental delays as Karli began to grow. I compared her to my other
son and she was much slower developmentally than he was. I had a
third child. That child was the same story and she was not born
FAS or FAE. She ap{)arently was not affected by my alcoholism.
“"The story goes on. I ended up in another marriage and had two
more children with that marriage. One of the things we need-to
look at to understand the disease of alcoholism and why people do
some of the things that they do again is to understand the codepen-
dency that goes on. In my thinking I was really believing that I
wanted to fix my life. And I thought if I have another child I knew
that it would force me to get my life together. I knew that my life
was out of order, but I didn’t know it was because of the drugs and
alcohol, especially after Karli was born because she had so many

problems.
I really believed I had to drink because I had so many problems
in my life.. That’s part of what goes on. I had two mor¢-chitdren,

plus to have someone in my mind, someone to love me gnd to care
about me unconditionally was part of the answer for m»

My fourth child was born prematurely and I believe\due to my
addiction, died within the first 48 hours of his life. My fifth child
was born. She appeared to be a healthy baby. However, by then.I
was on a methadone maintenance program, which is part of one of
the programs that $140 million is poured into; and she appeared to
be healthy. They didn't give her any drugs to detoxify her. They
kept her for the period of—I think it was ten to twelve days which
medical assistance will pay for—and released her.

However, she died of sudden infant death syndrome when she
was 3 months old. Today I believe the fourth and the fifth child
gied of alcoholism. FAS, FAE, they were affected hy alcohol and

rugs.

I also would hope that people here within that message today
- that there is recovery and there’s hope for change. I certai*-i, hope
that we hear that the need for intervention. I work a lot today
going out and trying to educate individuals about this disease and 1
have a lot of stories I could share with you about that, about the
ignorance associated with this disease.

As long as this disease is looked at a moral issue, as long as we
talk about women being prosecuted because they have a disease
women are going to go into hiding and families are going to sup- -
port the hiding and the lying that goes on. I can remember with
my fifth child going into this doctor. I found a wonderful, wonder-
ful man who agreed to take care of me and I was scared to death to
have this baby. And he would ask me if I was drinking and I would
deny it, because I knew-that I shouldn’t be, yet I didn’t know how
to stop. - _

There’s a great stigma involved with having this disease. There’s
a stigma involved just with-me getting up today. I went through
quite a lot deciding whether this was the right thing for me to do.
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Because of the stigmas involved, well she, look what she did to her
child. And I can tell you that in sobriety the person I am today I
am an advocate for children. I am a very soft and loving and nur-
turing mother.

I never meant harm to any of my children. It was ignorance and
the disease that harmed my child. One of the things I really strive
for is early intervention. It's appalling that so many individuals—
Think about my story alone. I was on social services for over 15
years. | was on all the programs they had. There’s wonderful pro-
grams they have.

They had WIC (Women, Infants and Children). They'd bring food
to my house. I was a client on HOC (Housing Opportunities Com-
mission). I had five full-term pregnancies. My fourth one was
almost full term. And yet no one ever intervened, no one said,
Mrs.—my name was Morris—Mrs. Morziis, are you having a prob-
lem with drugs or alcohol?

Now I did mention with my fifth child the doctor had asked. But
see I was on the legal drug methadone. And under a clinic so it
was okay for me to admit to that. He did ask me about the drink-
ing and I did deny it. However, I felt that I had to at that time
because I—I just—I didn’t know what it would mean if I had ad-
mitted to that.

- And I guess what my point is, we need to get a little bit better at
intervention followed up with, you know, what’s available and
having resources available.

Certainly the objective here is abstinence. What happened for me
was | did go through Mountain Manor 7 years ago. [ went in there
and I truly believed that I was a bad person. I believed I was
insane, negligent and pretty hopeless. And they taught me about
my disease and that relieved a lot of the stigma for me. I could see
}t cl.?arly in my family history. There’s a lot of alcoholism in my
amily.

So I began to believe I wasn’t such a bad person after all. Howev-
er, the treatment center was only a 30-day treatment center and
I'm talking about a person—here I was I had dropped out of high
school. I had no higﬁ school education. I had been on welfare for
most of my life and I had no job skills. Plus, the only relationships
that I had were very co-dependent and drug and alcohol abusive.

So I left there and did not have the skills to stay sober. one of
the things that -we're lacking today is not only enough treatment
centers for pregnant women or women with children, but the other
resources as well. And I have to agree with one of the statements I
heard here today. I really believe that what has happened is that
there are many programs set up that have been in place for a
period of years and money still gets poured into them. However,
there is no recovery.

And this certainly is my own opinion. You know, where are the
results. Are these programs accountable for the results? And this is
a general statement certainly. And 1 really do believe in the com-
petitive bid process as far as solving this problem so that we can
pull agencies together.

This is an interagency problem. We're talking about housing, job
skills, schooling, day care, testing for the infants and the children,
and certainly therapy for the mothers to deal with this. One of the
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things we see up at Mountain Manor are women that are preg-
nant. Most of them we haven’t gotten a hold of until they’re in
their sixth or seventh month with no prenatal care, give birth to
drug exposed infants with a whole series of problems, and they
need time to process what has happened and the therapy to cope.
And they need almost to be walked through the system.

The system is very difficult to work through for those types of
individuals, to figure out how do you access services and I":ow do
you qualify for them. I had a woman call me Friday afternoon. She
was from an upper middle class home and her child had just been
diagnosed at 3 years of age with fetal alcohol syndrome and she
was devastated and still drinking.

I met with her and she told me that when she was pregnant her
doctor told her that as long as she drank under six drinks a day
there wasn’t any likelihood of fetal alcohol syndrome. She also told
me that last year her child was tested at another hospital, a very
well-known hospital here in Washington and was diagnosed with
something completely different.

. She knew in her heart that her child was fetal alcoho! syndrome
because she was a bright, intelligent woman who had done the re-
search and diagnosed it herself. Her biggest dilemma, however, was
how am I going to tell my family, you know, because of the stigmas
involved and the ignorance around this disease. '
- My daughter Karli will be eighteen in February. She will then
qualify for SSI. I guess the saddest thing that I have to deal with
as her parent is that I have to look at this child and know that the
only reason that she’s handicapped and retarded today is because I-
used alcohol during pregnancy.

She goes to a school for special ed children in Montgomery
County, Maryland. And I can tell you after doing research on fetal
aleohol, knowing what I'm looking for, the school is full of kids
with fetal alcohol syndrome, but they’re not diagnosed as such.

I can also tell you that raising Karli is now a blessing for me and
I do have to disagree with a little bit of what I've heard. I guess -
this is individual as any disease or handicapped that we're dealing
with. I also agree that fetal alcohol effect can be anything from hy-
peractivity to learning disabilities and the severities. We still don’t
know—We still don’t know what we’re dealing with because we've
got so much polydrug abuse.

Also, I would like to add that Karli today is—since she’s been in
a nurturing environment, since I've been sober, that child has
changed and I do see that there’s an impact on a nurturing home.
That is not to say that she is not mentally retarded. That is not to
say that she will always be dependent on someone. She will always
h(eiave to live with me or in a group home. And she’s certainly limit-
ed.

But I have heard statements, not so much here today, but I've
heard statements before where people are afraid that these chil-
dren are going to be some sort of social deviants and whatnot. And
that’s just not my experience with my daughter. -

My experience is, just to give you an idea what she’s like, Karli
is a victim of a disease and Karli acts like a victim. My child is
very passive, soft and loving and trusting. She certainly doés not
know the difference betweén talking to a stranger appropriately or
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whatnot She sets herself up to be a victim and that’s of great con-
cern to me today.

Her 1Q is about 72. She can't ride a bike. She can’t hold a pen in
her hand. She's got very slow fine motor skills and gross motor
skills. However, she can put something back and I believe that she
has put something back today. What she puts back into society is
love and sort of a trust, an unknowmg trust in people. And I think

- that’s a lot to give back. She gives us a lot back.

I'm just glad that I got treatment finally and I hope that in the
future that others get the message so that they don’t—we can pre-
vent a lot of these births from happening.

One of the things that I experienced, I ended up in a long-term
treatment center, which I forgot to mention and I thought it was
important. And it was a very punitive model of treatment. And it
was very inappropriate. You know, I believe that. But I went and I
needed to bé there because I needed a long time. I needed to be
somewhere for awhile. And there’s a lot of really good people in
the field of addiction that know what’s needed and we need to get
some money and let them do what’s needed.

I thank.you very much.

Senator DascHLE. Thank you very much for sharing your experi-
ences with us, Kathleen. We can understand how difficult it must
be to tdlk about a very private matter so publicly. But we need op-
portunities like this to talk w1th those who have been victimized
and who_had the experiences you've had to better understand and
we're very grateful.

Thank you.

Ms. TAVENNER. Thank you. I would hope that it would not have
to be a very private matter somewhere down the road. -

Senator DascHLE. Thank you.
d_['Iihe prepared statement of Ms. Tavenner appears in the appen-

ix.
Senator DAsCHLE. Mr. Trope?

STATEMENT OF JACK TROPE, STAFF ATTORNEY, ASSOCIATION
ON AMERICAN INDIAN AFFAIRS, NEW YORK, NY

Mr. TrorE. Thank you, Senator Daschle. Let me first express the
deep regret of Gary Kimble, our executive director, who expected
to be here this morning, but was unexpectedly detained. He has
asked me to express his profound regret at not being here at the
hearing. My name is Jack Trope and I work for the Association on
American Indian Affairs. We are a national Indian advocacy orga-
nization and have been long interested in the problem of substance
abuse on reservations.

As you may recall, we worked closely with you and your staff—
when you were in the House of Representatives—on the Indian Ju-
venile Alcohol and Drug Abuse Prevention Act which subsequently
became part of the Anti-Drug Abuse Bill in an amended form.
Much of that work was done by Jerry Flute of our South Dakota
field office.

We are very. happy to see that this Subcommlttee is taking an
interest in this problem. The programs which are under your juris-
diction can help to address many of the problems present on reser-
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vatlons specifically FAS and FAE whlch are the subject of the
hearing todafy

In some of the testimony today, I heard some things that, even
after working in this field, continued to astound me. When Jeaneen
Grey Eagle said that they receive only a $20,000 appropriation for
prevention on the Pine Ridge Reservation, which is one of the larg-
est reservations in the country as you know, that’s just astounding.
Working in this field, I know the madequacy of the resources avail-
able. It is clear, as she said that the money is simply not reaching
her on the reservation. Our experience indicates that this is true
across the country.

As you have recognized the money being spent simply is not
working; and that is in spite of the fact that, as the Indian Health
Service representative said, we have a $1. 27 billion appropriation
for the Alcohol, Drug. Abuse and Mental Health Block Grant.
Thereis also a $2. 7‘6:“&2 8 billion appropriation for the Social Serv-
ices Block Grant. That is $4 billion right there. There is another
$325 million in the Child Welfare Title IV-B budget.

And of all that money, only about 31 million makes it to reserva-
tions. The money that makes it to reservations is——

Senator DASCHLE. How much did you say, $1 million?

b lI;/Ir TropE. One million out of all those programs, out of over 34
illion. .

Senator DascHLE. Where did you get that ﬁgure"

Mr. Tropre. Well that figure comes from about $500,000—I'm
sorry, I must correct myself. About $1 million dollars comes direct-
ly from the Federal Government, probably about another $4 to $5
million comes from some pass- through money from the States. The
reason for that low figure is that these programs provide little or
no money directly to tribes.

The Social Services Block Grant is not provided directly to tribes
by the Federal government. Only a handful of States pass through
some money—our estimate is about $3 or $4 million nationwide.
The Title IV-B program, the Child Welfare Services Program, pro-
vides abqut half a million dollars annually to tribes. And the Alco-
hol, Drug Abuse and Mental Health Block Grant provides about a
quarter of a million dollars or less to tribes because tribes, are
simply not directly funded under any of those programs for the
most part. The money the tribes do receive comes from the Federal
Indian Budget. And there are funds that come by way of that
budget, but not enough.

We did a study about 3 years ago of all the funding for Indlan
social services programs anywhere in the Federal budget. The
number for all types of services came out to somewhere around
$100 million, which is about $60 per person for every kind of social
service that you can think of.

Senator DascHLE. That's everything?

Mr. TropE. Correct.

Senator DascHLE. That’s not just alcohol and drugs?

Mr. TropPE. Everything.

And as you know Senator Daschle, the Senate Select Committee
did a study of the Federal Indian Budget and found that'even as
inadequate as the domestic budget is for all purposes, over the last
15 years it had nevertheless increased 2 percent annually in real
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dollars, notwithstanding its madequacy In contrast, the Federal
Indian Budget had decreased by 2 percent annually, notwithstand-
ing the problems on the reservation.

As Michael Dorris correctly stated, when there’s a Federal

~budget problem it'’s often—as he said—it’s often the health pro-
grams on reservations that are among the first that are shut down.
Clinics are shut down, counselors laid off, preventive education
calﬁpaigns scrapped. And that's certainly been our experience as .
well.

That's why we appear before you, today to ask you, this Commit-
tee, to look at some of the programs under your jurisdiction—to
perhaps finally provide a stable source of funding for tribes at the
grassroots where the money is really needed to operate programs
like the one that Jeaneen Grey Eagle is running. I think there are’
far too few of them.

The Indian Health Service mentioned a program on the NavaJo
Reservation. As Ms. Lubinski stated, it’s probably the only one in

" the country. That’s why they brought it up to you. That just
shouldn’t be. We advocate for and believe that tribes should get an
allocation from the block grants. These block grants are staples of
Federal funding for social services, for alcohol and drug abuse
problems, for FAS, for FAE, for programs to address all of these
sorltis of problems which certamly are needed on the reservations as
we

Although they may vary slightly from year to year, the block
grants are relatively consistent. They are a little bit less subject to .
the pressures that affect the Indian budget. We believe tribes
should get an allocation from these programs so that they can rely
on Federal funding year after year after year.

We have advocated an allocation of 1.5 to 3 percent from these
basic programs that would generate enough money to double the
amount of money going into social services on reservations. Yet
this would only be a small piece of the overall budget. In the last
few years some of these block grants have been increased by almost
$1 billion in total—the Alcohol, Drug Abuse and Mental Health
Block Grant, the Social Services Block Grant and Title IV-B child
welfare. And yet nothing has been done to tie tribes into that.

And again, we believe very strongly that this money can be best
used at the grassroots tribal level. There was a study done a couple
of years ago in the child welfare area where HHS end Interior
looked at tribal -programs and found that there was such a hodge
podge of funding sources the tribes couldn’t rely on funds from 1
year to another. And a lot of the funds came from competitive
grants which they might have 1 year and lose in another year.

+ They found notwithstanding this funding system because of the
professionalism and dedication of program staff, tribes were
making a dent in the problem, but just a small dent. . .

When somebody like Jeaneen Grey Eagle comes before you,
that's very typical of the dedicated program people that I've run
across and I know you have run across in many of your field hear-
ings—people that are working in this field under conditions where
fhere are so few funds and so little resources to address the prob-
em
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So what we’re proposing very specifically, let me read it so it's
explicit: We're asking that this Committee require the Secretary of
HHS to reserve from 1.5 percent to 3 percent of the Title XX Social
Services Block Grant, Title IV-B Child Welfare Services, and Alco-
hol, Drug Abuse and Mental Health Block Grant appropriations for
Indian Tribes. We would ask that the Secretary allocate the money
to all tribes as an entitlement, based primarily upon the Indian

population on or near the tribe’s reservation, except in Oklahoma
. ‘and Alaska—a special circumstance—with some special consider-

ation for poorer and smaller tribes; that we apply to the tribes all
rules and regulations and requirements apphcagle to States except
that the Secretary shall alter them to reflect tribal standards and
as necessary because of special tribal conditions; that the legisla-
tion provide that the money reserved to these grant programs will
be supplemental to existing funds; and that the legislation allow
tribes to form consortiums or contract with providers if necessary .
to administer these programs.

We would just mention one last thing. There are programs that
currently have allocations for tribes, for example, the Clean Water
Act, some of the education programs, some of the library programs
and the recent child care block grant as well, through the efforts of
yourself and others. And we believe that this is: entirely appropri-
ate, not only from a philosophical standpoint, the tribes as govern-
ments prov1d1ng services to ‘their people, but also because of the
reasons you've heard here today.

For some reason when the money comes through the Federal bu-
reaucracy, in inadequate amounts to start with, it doesn’t make it
down to the grassroots. And if we can, through these block grants
make funds available directly to tribes, we think that’s the way to
get services down on the reservation where they are needed. If
some of these programs can provide funding to American Samoa,
the Virgin Islands, et cetera, we can also provide funds to tribal
governments who have the responsibility to provide services to
thedlr people and do it quite effectively when they get the resources
to do it.

Thank you for inviting us today.

Senator DascHLE. Thank you very much.

[The prepared statement of Mr. Trope appears in the appendix.]

Senator DascHLE."Llet me ask you about the CDC conference in
Atlanta. Are you familiar with it?

Mr. TropE. Vaguely, but not too extensively.

Senator DAscHLE. Vaguely?

Mr. TroPE. I know about it. But——-

Senator DascHLE. Has your organization been invited?

Mr. TroprE. We have not been, no.

Senator DAsScHLE. Do you expect to be?

Mr. TropE. Possibly. I'm not sure.

Senator DascHLE. I understand that tribes have been invited.
Has there been much discussion about the response, whether
they’'re planning to go, whether tribes have any ability at this
pomt to become active participants in the conference? I suppose if
you're vaguely familiar with it you can’t answer that question.

~ Mr. TrorE. Yes. That would be a difficult question to answer. I
think maybe Jeaneen Grey Eagle could.
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Senator DascHLE. Would you do us a favor and get back to us on
that? Not necessarily for the record. _

Mr. TroPE. Sure.

Senator DascHLE. I'll tell you, I'm concerned. Because I've heard
reports that there isn’t going to be much of a role for tribal offi-
cials or for people at the grassroots level to participate. And for
whatever it’s worth, here’s one Senator who’s going to make darn
sure that there’s all kinds of involvement, that there’s all kinds of
participation and that people better be prepared to come back to
this Committee and give us a full report as to what happened_at
that conference.

Whether it’s this Committee or Indian Affairs we'll see to it/fhat
some follow-up is done. Because I don’t want another one of these
academic exercises where we talk in only theoretical concepts; and
once again, not only the money, but the information never gets
down to them. So we’re going to follow up with that as well.

I've kept you all over the noon hour, and I apologize for that. But
I would like to ask Jeapeen and Linda and Dr. Brenneman to come
to the panel, and we’ll finish up by having just a short discussion
about some of these issues. I would also encourage everybody else
to stay.

This may be a llttle cumbersome in that there are three micro-
phones and many more speakers.

Without ganging up on you, Dr. Brenneman, let me just tell you
you've heard a lot of skepticism here. And I must tell you I'm more
frustrated now than I was when this hearing began because I see
$4.5 billion being allocated by Congress. We've got an incredible
debt out there. I don’t know where the next million dollars is going
to c((i)me from for anything around here, and we see an unbelievable
nee

Jeaneen tells us that $20, OOQ/ have trlckled down to Pine Ridge.
Most of these people haven’t seen the first dollar. You've got one
program now, somewhere in New Mexico. I don’t mean to minimize
that, but as Ms. Lubinski said, that’s kind of shameful, frankly.

Whats happening? Why isn’t all this money——clearly in many
cases outside your jurisdiction, so I'm not criticizing you personal-
ly—but where in the world is all this money going?

Dr. BRENNEMAN. Well 1 cannot speak, you know to the huge
amount, the $4 billion, you're referring to in the Department. In
terms of Indian Health Service I can say that the $20,000, being
referred to, is an amoun' that is earmarked as FAS prevention and
it does go out to each of the Indian Health Service Areas. There is
a consideration amount——

Se;xator DascHLE. $20,000 goes out to each Indian Health Service \
area’

Dr. BRENNEMAN. $20,000 to each.

Senator DascHLE. $20,000 per area?

Dr. BRENNEMAN. Yes.

Senator DascHLE. How many people are in an area?

Dr. BRENNEMAN. That varies considerably. The Navajo tribe
would be the largest, approximately 200,000, I believe.

Senator DascHLE. Two hundred thousand people and you've got
$20,000. I don’t kqow what it is in New Mexico or any place else,
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but you can hardly hire one person for $20,000. Doesn’t that mock
the whole thing? I mean really what’s $20,000?

Dr. BRENNEMAN. The Indian Health Service, as you well know, is
a comprehensive health program and its efforts in health care are
broad and therefore many of its resources in providing health care
and preventive health care extend into the prevention of FAS, the
treatment of alcohol and substance abuse. The $20,000 is an
amount which is earmarked to try to initiate some special activi-
ties within those areas. But the IHS has, of course, uses many of its
- general resources in prevention as well.

Senator DascHLE. Well again I have no intention of finding you
personallg at fault here, but I must-tell you that is just horrendous.
I mean that is really unforgivable frankly. What is the total IHS
budget? '

Dr. BRENNEMAN. I believe the total budget is a little over $1 bil-
lion per year. i -

Senator DAascHLE. One billion. And do you—Would you challenge

Mr. Trope’s statement that $1 million is now being spent for treat-
ment and prevention of alcoholism?
. Dr. BRENNEMAN. Considerably more than that is being spent for
the prevention and treatment of alcoholism. I'm not sure what the
total alcohol, substance abuse budget is for the Indian Health Serv-
_ice, but it’s considerably more than that.. :

Senator DAscHLE. Mr. Trope?

Mr. Tropk. If I may just clarify. That number referred to the var-
ious block grant and other programs under the jurisdiction of this
Committee. There is an IHS budget that is larger than that. That’s
part (oif that $100 million total from all Federal sources that I
quoted.

Within that $§100 million are some funds that the Indian Health
Service uses for alcohol and substance abuse. But that's still a piti-
fully small amount nationwide for all Indian social services. So the
$1 million dealt with the $4 billion block grant programs under the
jurisdiction of this Committee. I was not referring directly to the
IHS budget. That wasn’t——

Senator DascHLE. I see. Out of the $4 billion, $1 million is allo-
cated to tribes? ‘

Mr. TroprE. Correct. Out of the over $4 billion in those block
grants, only $1 million directly goes out to tribes from the Federal
Government. .

Senator DascHLE. You wouldn’t contest that, Dr. Brenneman?

Dr. BRENNEMAN. I'm not familiar with those numbers to be able
to—— ,

Senator DascHLE. What would be your—you're in charge of this
thing. What would you say is your best guess?

Dr. BRENNEMAN. Well my responsibility is as maternal and Child
Health Coordinator for Indian Health Service. Therefore, 1 am
overseeing and coordinating programs that relate to maternal and
child health within the Indian Health Service.

I cannot speak to the $4 billion block grants that come through I
believe the Bureau of Maternal and Child Health.

Senator DascHLE. What is your total budget?

Dr. BRENNEMAN. Within the Maternal——

Senator DAscHLE. Yes.
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Dr. BRENNMN. Maternal and Child Health does not have a
budget line item in the Indian Health Service. This position is to
coordinate services within the Indian Health Service to try and
focus on the needs of mothers and children, Indian mothers and
children. , - .

Senator DascHLE. Well how much do you coordinate then?

Dr. BRENNEMAN. You mean in terms of——

Senator DascHLE. What is the budget of what you coordinate?

Dr. BRENNEMAN. I cannot give you that number at this time. I'm
not familiar with how it’s broken out in the other professional dis-
ciplines within the Indian Health Service. For example, nursing,
has a very broad scope of responsibility and activity including in-
patient care as well as public health nursing. i .

- Some of those activities definitely relate to maternal and child
health and others don’t. The budget just isn’t broken out in that
way that I can give you an exact number.

Senator DascHLE. Don’t you think that’s part of the problem;
that we don’t know what money is being spent where? I mean,
number one, you can’t give me a figure; number two, you can’t give
me an overall assessment of where the money’s being spent.

What do you do?

Dr. BRENNEMAN. I think you’re sensing——

Senator DAscHLE. In terms of coordinating.

Dr. BRENNEMAN. Your sensing a very important aspect of FAS,
as well s some other health problems that not only Indians face,
but we face in the country as a whole, and that is that it’s an inter-
agency activity and it’s multi-disciplinary. It’s not possible to find a
quick and simple solution to an issue such as FAS and FAE. . :

It involves social services, it involves medical, it involves out-
reach with public health nursing, and it involves communities and
tribal resources for the Indian Health Service. There are many as-
pects and it’s not really possible to identify a certain amount of
~ funds and then expect to solve the problem. It has to be more inte-

grated and it’s very complex. ' -

Senator DASCHLE. A sensegthat I have, Dr. Brenneman, and I
hope that I'm wrong here, because it really doesn’t do the valuable
services you provide justice, but I sense that HHS and IHS are like
sponges. And the bureaucracy is that sponge and it just continues
to grow with dollars. That sponge gets larger and larger and it
keeps absorbing more and more of the dollars; and the sponge
never really releases much. You squeeze the sponge and some of it
finally gets down in $20,000 allotments to each area for real treat-
ment at the level that it can do some good. '

But my guess is that over 50 percent of all the money we allocate
is used up in bureaucracy. I really believe that’s true.

And as I say, we're going to find out. You can’t provide us with
this information, and it’s not fair for me to again look at you and
put all of this on your shoulders. But it’s outrageous. It’s absolutely
outrageous that we have to sit and listen to the testimony I've
heard today, by people whose lives have been affected, who are
doing all that they can.

We get agencies of Government, well intended, I'm sure, come
before us and say they are spending $4.5 billion. We still have a lot
of work to do but we're spending all this money. By God, you know

L
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what, I would almost like to take all of that money, eliminate the
bureaucracy in Washington, put it at the grassroots level complete-
ly. Eliminate the bureaucracy entirely. I would be willing to sub-
ject myself to the abuse and fraud and everything else that comes
with that action, but at least I would have the confidence in know-
ing that that money is getting into the hands of the people that
need it the most. :

I'm sorry, I just feel very strongly about this matter. As I say,
we're going to get to the bottom of all this and you can’t do it with
" one hearing. But we’ve had some very good testimony here, and
we've got to work together. We've really got to work together to
make sure we're getting the most out of that money. I don’t want
any more pointy headed philosophers in colleges somewhere telling
‘me what a social illness is. We don’t need that. We have to find out
?dthe local level how Linda Will is going to teach and train those

ids. -

Is there any disagreement among those who have experience
with FAS in terms of the priorities? We've talked a lot about prior-
ities today and I'd like that to be the final subject. What ought to
be my marching orders? What can you tell me that hasn’t already
been said? I know I'm probably asking the impossible—but if I'm
going to do one, two and three, who can tell me what one, two and
three are as succinctly as we can state it?

Ms. Lubinski?

Ms. Lusinskl. I'll give it a stab.

Senator DaAscHLE. Let's do this. Each person give me your one,
two and three priorities and let's see how much of a consensus
we've got. :

Ms. Lusinskl. Well my number one is clear for me. That’s ex-
panding acceéss to treatment. Because if we get women treated for
alcoholism and drug dependence, not just early in pregnancy, but
before they’re pregnant, we won't have alcohol and drug affected
children to contend with. : _

‘And since I'm speaking before the Finance Committee, it's the
Medicaid expansion. That’s number one.

Number two I think is this, for me, is this clarification of devel-
opmentally delayed. Whatever efforts need t? be made, and it’s
probably more than one, under the education for the Handicapped
Act, under supplemental security income, to ensure that children
and adults who are alcohol and drug affected receive access to ben-
efits regardless of their 1Q if théy can demonstrate this functional
impairment must be implemented.

And number three is, I think, just really piggybacking on some
of the other efforts we’ve made to educate the public about the
risks of using alcohol during pregnancy and that would be enact-
ment of a bill to put health and safety warnings on alcohol adver-
tisements. But, of course, particularly the issue at hand, a message
about the risk of drinking during pregnancy.

Senator DASCHLE. Dr. Brenneman, let’s go with you and then
we'll just go right on down the line after that.

Dr. BRENNEMAN. The three things that I would put in priority
- would be to provide preconceptual counseling to all women who are
of childbearing age; and to incorporate preconceptual counseling
into a prenatal program.
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Senator DascHLE. That’s your second one?
Dr. BRENNEMAN. No, that's preconceptual

Senator DascHLE. Okay.

Dr. BRENNEMAN. The second would be to, in cooperation with
families and in my area, in cooperation with tribal groups, develop
a program designed to identify families at risk and institute an out-
reach effort to those families as soen as the risk is recognized. , .

And the third thing which is not necessarily the third in prlonty
is physician education. You've heard a lot about that and I certain-
ly am supportive, as a physician, of better physician education
about FAS.. ‘

Senator DASCHLE Thank you. . -

Kathleen? V

Ms. TAVENNER.~-Yes. The first being treatment. We need to be
able to have the ability to—when we have a pregnant woman who
identifies herself as having chemical dependency that we can get
her in a protected environment, and that doesn’t mean jail. Jail
isn’t a protected environment. But in treatment maybe for the du-
ration of her pregnancy.

I believe there’s a lot of other optlons available if w®'re working
together as an interagency cooperative with housing, et cetera, et
cetera, that we wouldn’t necessarily have to keep individuals for
the duration of their pregnancy. But if so, it would save a lot more
money to keep an individual in treatment even if mom chooses to
go back and use, at least that infant maybe can be born without
the affects of drug and alcohol.

Second of all, I would like to see an all out campaign for the edu-
cation of our school-aged children about chemical dependency,
about the genetic factors involved, and about the devastations of
fetal alcohol syndrome and affects. I do a lot of educatlng in the
schools and it’s appalling to me that these kids don’t even know
that if they drink that their children can be affected.

And thirdly, a campaign for educations for doctors, the OB/
GYNs, the pediatricians that see these infants and try to break
down some of the stigma and combat some of the ignorance that
still goes on with chemical dependency and maybe have a sub-
stance abuse counselor that would have to be on staff.

You know, I can think of a million ideas. But that would be it,
one, two and three. Thanks.

Senator DascHLE. Very well. Thank you.

Jeaneen?

Ms. GREY EAGLE. I guess coming from the reservation where we
feel that our resources are so limited I would like to see a special
needs clinic to maybe identify at a certain age. 1 don’t know if
that's 10 or 15, or whatever the cut off point is.. To identify how
many children we do have affected so we can start addressing it
(rinedlcally, socially, as to what the special needs are for these chil-

ren

We have many children who need surgery. Medical needs are
" just horrendous, let alone the educational on down the line.

The second would be treatment on demand. So that when I deal
with a pregnant thirteen ye#®¥ old whose been huffing or been
drinking that there’s a place where she can go if she wants help.
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And thirdly, prevention and education on all levels, starting
 from the very young all the way on up for medical doctors, social
workers, and so on. That this Nation become educated. I've seen so
many PSAs on alcohol and drugs and yet we don’t seem to have
~ any about drinking during pregnancy. And I believe that a nation-

wide campaign to prevent women from drinking during pregnancy

would do a lot to help.

That would be my three.

Senator DascHLE. Thank you very much.

. Mr. Trope?

Mr. TroPE. In terms of the goals, I certainly would subscribe to
the ones I've just heard. I'd just like to focus on the mechanism for
a minute. I think that we cannot rely solely on the Federal Indian
Budget to address the magnitude of this problem While the Indian
Health Service has a role to play, I think it’s critical that the re-
sources get to the tribes at the grassroots.

‘The only really stable, adequate sources of funding that we see
out there are ghe block grants. We would lik& to see the Committee
look at tribal%allocations from those block grants so that year in
and year out each tribe can rely on a certain amount of funding
that it will get from the Social Services Block Grant, the Alcohol,
Drug Abuse and Mental Health Block Grant, and the child welfare
Title IV-B program.

Senator DascHLE. Thank you.

. Linda? .

Mrs. WiLL. I would like to support you first of all in your idea to
take the money from the bureaucracy and pass it down to the

.grassroots. The network has been in operation for about 7 months
now and I can—we don’t even have a budget. We've had some con-
tributions. But I can tell you what we’ve spent in ball park for ev-
~ erything, how much we’ve grown and where we are and so on. And
I don’t understand an inability to know those kinds of facts.

But to answer the question that you asked me, I guess first I
would like to go with the redefinition of developmental disabilities
or delays. I guess some sort of task force might be a way to go
about that. The redefinition of who gets the funding, who gets Med-
icaid. To think that you’d have to get below 185 pecrcent poverty
level to qualify for a program—oh, okay, that's*not what they said.
But, you know, it's just astounding.

The third thing——
~ Senator DascHLE. I'm sorry, the second thing was what? The first
thing was redefine development disability.

Mrs. WiLL. Yes. Redefining funding.

Senator DascHLE. Redefining the funding for——

Mrs. WiLL. Redefining the funding for medical assistance supple-
mental security income according to your definition of development
disability.

Seriator DascHLE. Okay.

Mrs. WiLL. In other words, they sort of go hand in hand.

The third thing that I wculd advocate is educate the profession-
als who could have the most impact on prevention and education.
That would be doctors, social workers, psychologists, et cetera.

Thank you. —
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Senator DAascHLE. Well thank you very much. It's past the hour
of 1:00 p.m. I think we could go on with more questions and even
greater discussion, but I think for 1 day this has been a very help-
ful hearing and I am so pleased and grateful to each one of you for
‘'your participation, for your contribution.

Let me just put out an open invitation. I was tellmg Jeaneen
before we started today that we don’t even know the right ques-
tions to ask. I mean it's that fundamental for me. I probably
missed more opportunities this morning to ask questions than I've
succeeded, but you've got to start and with this start comes more
education and hopefully better questions, and better hearmgs, and
better underctandmg, and then better programs.

So it's with a tremendous amount of ignorance that I condemn
the bureaucracy. But I must tell you, we really have to work to-
gether here. We aren’t going to have that many more resources
with which to work. So we've got to take those that we’ve got and
make them work better. And we’ve got to understand in Congress.
I mean, really, it's an amazing thing to me that to my lnowledge
we’ve only held two or three hearings on FAS and FAE in the
entire Congress in all of our history.

So Congress itself is not without blame here. We've got to begin
to develop a better program and we've got to require that there is
better oversight to see that those dollars are being spent well. But
you’ve got to help us. You've got to volunteer information and di-
rection. Don’t wait for the next hearing to contaet us and to let us
know what we're doing wrong and to let us know what we ought to
know in order to make the decisions that we’ve got to.

Ms. Lubinski, I know I'm speaking especially to the choir when I
talk to you because you make it a regular part of your program
and I applaud that. But I'm one who hasn’t had the benefit of a lot
o}t; the good things your organization does. We're going to change
that.

I know you’ve got so many fires out there the last thing you've

~got to worry about is telling some politician how to run the Gov-
ernment. But we need that. We've got to have your insight and
your leadership.

So with that, let me once again thank you all. The hearmg is ad-
journed.

{Whereupon the hearing was adjourned at 1:04 p.m.).
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ADDITIONAL MATERIAL SUBMITTED

PREPARED STATEMENT OF MARK BARNES

Good morning, Senator Daschle. I am Mark Barnes, Counsel to the Secretary for
Drug Abuse Policy and I am pleased to be here today to discuss the problem of fetal
alcohol syndrome and other effects of alcohol on pregnancy outcome. With me here
at the table are Dr. Craig Vanderwagen and Dr. George Brenneman both of the
- Indian Health Service. You are to be congratulated for holding this hearing. The
harmful effects of prenatal exposure to alcohol we now know exist on a continuum,
ranging from gross morphological defects at the more severe extreme, to more
subtle cognitive-behavioral dysfunctions at the other. And as you are aware, most
identified cases of FAS in the United States have come from study sites where the
mothers were black or American Indian and of low socioeconomic status. As the
Secretary’s drug counsel, I can tell you that there is no public health problem which
Dr. Sullivan finds more disturbing than the effects of prenatal exposure to alcohol
and other drugs on unborn babies. FAS and FAE are now costing nearly $% billion
a year to treat and are among the leading causes of mental retardation in the West-
ern world. But, what Dr. Sullivan finds even more appalling is that both are totally
preventable. ' '

HHS has a wide variety of programs which address the issues related to alcohol-
ism and/ar substance abuse. My purpose here today is to give you a brief overview
of those programs and activities.

RESEARCH

Research to determine the nature and extent of exposure to licit and illicit drugs;
to asgess the health consequences of such exposure on the mother, developing infant
and child; and to develop improved prevention techniques and treatment is a criti-
gal conl:ponent of the Department’s multifaceted approach to dealing with maternal

rug abuse.

Tﬁe National Institute on Alcohol Abuse and Alcoholism (NIAAA) is the preemi-
nent Federal Agency for research focused on imgroving the treatment and preven-
tion of alcoholism and alcohol-related health problems and in particular-the effects
of maternal alcohol consumption on pregnancy outcome. Prior to the 1970’s, there
were virtually no treatment options lgr women with alcoholism and. other drug ed-
dictions, but through the early efforts of NIAAA funding for women’s treatment
programs has increased. '

Briefly, the institute supports a wide range of extramural and intramural re-
search projects. The extramural research program awards grants to scientists in
academic settings, and other independent organizations. In addition NIAAA nain-
tains an intramural program of biological, epidemiologic and clinical reszarch.
NIAAA supports cooperative agreements and contracts for studies in areas of spe-
cial need and for dissemination of scientific findings and research results. The fiscal
year 1991 appropriation for NIAAA research is approximately $140 million.

_ The National Institute of Abuse (NIDA) is tracking the incidence and preva-
lence of alcohol use through its National Household Survey, the High School Senior
Survey, the Drug Abuse Warning Network, and the In-utero Drug Abuse Survey.
“The latter involves personal interviews with p ant women in hospitale to collect
information about tﬁzir consumption of alcohol in each trimester of their pregnan-

cy. e
The Public Health Service Centers for Disease Control (CDC) monitor the rate of
FAS in its national Birth Defect Monitoring System. These data were used as the
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basis for the Year 2000 Prevention Objectives for FAS. Since FAS is underreported,
CDC is working to improve FAS/FAE surveillance methods, in the Metropolitan At-
lanta Congenital Defects Program and State and local health departments.

Effective November 1989, it became unlawful to manufacture, import, or bottle
any alcohol beverage unless the container in which it was sold had a warning about
the risks of drinking while pregnant. Future research will assess whether this re-
quirement has had an impact on knowledge, attitudes, or behavior related to alcohol
consumption during pregnancy.

PREVENTION

Although many people are aware of increased risks associated with heavy drag
during pregnancy, there is still a need to educate young adults on the specific harm-
ful elfects of alcohol exposire on the developing fetus.

Prevention of FAS, as you would expect, is geared to women of child bearing
years. In keeping with the 1981 surgeon general’s advisory, which recommended ab-
stinence during pregnancy, these activities are focused on a clear no-alcohol-use
message. The Department has several programs to accomplish this.

The Office of Substance Abuse Prevention (OSAP) within the Alcohol, Drug Abuse
and Mental Health Administration (ADAMHA) was created by the Anti-Drug Abuse
Act of 1986 to lead the Federal Government’s efforts toward the prevention and
intervention of alcohol and other drug abuse among the Nation’s citizens, with spe-
cial emphasis on youth and families living in high-risk environments.

OSAP manages the Model Project for Pregnant and Post-partum Women and
Their Infants. This program offers funding for the development of community-based
service demonstration projects that propose promising models or innovative ap-
proaches to prevent or minimize fetal exposure to alcohol and other drugs. This pro-

e —._gram is being_done_in conjunction with the Office of Maternal and Child Health.
The fiscal year 1991 funding level for the High Risk Youth and the Model Projects
for Pregnant and Post Partum Women is Approximately $112 million.

OSAP’s goal is to promote the concepts of no use of any illegal drugs and no ille-
gal or high-risk use of alcohol or other legal drugs. (High-risk alcohol use includes
drinking and driving, and drinking while pregnant, drinking while recovering,
drinking when using certain medications, drinking if a child of an alcoholic, and
drinking to intoxication.)

The guiding principles behind OSAP’s prevention work are based on the premises
that: (1) the earlier prevention is started in a person’s life, the more likely is its
success; (2) prevention programs should be knowledge-based and incorporate state-of-
the-art findings and practices drawn from scientific research and expertise from the
field; (3) prevention programs should be comprehensive, including components of
education, health care, social service, religion, and law enforcement, as well as
family involvement; (4) programs should include process as well as outcome evalua-
tions to ensure that knowledge derived from prevention programs is synthesized
usefully and disseminated to the field; and (5) the most successful programs are
likely to be those that are initiated and conducted by the community members
themselves. !

To that end, OSAP funds a number of additional prevention program which, al-
though do not directly focus on maternal drug use, do provide opportunities for pri-
mary prevention. First, the Community Partnership Grant is available to stimula
the formation of local coalitions, consortiums, and partnerships for the purpose o
developing comprehensive, multi-disciplinary alcohol and drug abuse prevention sys-
tems within local communities; (fiscal year 1991 funding for this program is ap-
proximately $99 million.)

Second, the Community Youth Activity Program also provides funding to commu-
nities and/or National organizations, with community based affiliates, to establish
and evaluate innovative alcohol and drug abuse prevention services programs for
youth, especially for those who are in school. (In fiscal year 1991 $20 million will be
available for this program.)

The Centers for Disease Control (CDC) and the Indian Health Service (IHS) are
exploring ways to work together to prevent FAS/FAE among Native Americans.
These agencies will\work this year in Alaska to evaluate current surveillance efforts
and prevention programs. The agencies will also develop a plan to work together in
the Aberdeen and Billings Service Areas.

In fiscal year 87-89, as part of the Office of Human Development Services’ Coordi-
nated Discretionary Program Announcement, the Administration for Native Ameri-
cans funded fourteen projects which focused on developing comprehensive preven-
tion strategies to reduce the incidence of alcohol and substance abuse among Ameri-
can Indians. A cultural approach aimed at traditional Native American practices
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was emphasized. Additionally, ANA has entered interagency agreements with the
Indian Health Service and Bureau of Indian Affairs to fund alcohol and drug abuse
prevention conferences.

The Alcohal, Drug Abuse and Mental Health Block Grant which will be discussed
further in the Treatment section, requires that States use 20% of their allotment on
prevention activities. (The total appropriation for the Block Grant in fiscal year
1991 is $1.27 billion.)

Prevention of FAS also occurs through the Maternal and Child Health Block
Grant which was funded at -$587 million for fiscal year 1991. The focus here is on
comprehensive quality prenatal care. The Office of Maternal and Child Health also
supports such activities through different discretionary grant programs. The Office
has been very active in, supporting ‘‘one-stop shopping’ programs in local communi-
ties to improve access to prenatal care for pregnant women the total and pregnant
alcohol and/or drug abusing women in particular.

TREATMENT

Again, as I stated before, treatment is focused on women of child bearing years.
The primary way the Federal Government assists States in their responsibility for
alcohol and drug abuse services is through the Alcohol, Drug Abuse and Mental
Health Block Grant. In fiscal year 1991 over $1.2 billion was appropriated for the
grant; $317.5 million will be distributed to the States for the purposes of providing
prevention and treatment services on alcohol abuse.

It should be noted here, that the States are required under the provisions of the
Block Grant to use at least 10 percent of their entire allotment on services fo
women, especially pregnant women. :

The Office of Treatment Improvement {OTD) in conjunction with the National In-
stitute on Drug Abuse (NIDA) is developing a series of treatment guidelines that
will cover perinatal women and substance-exposed infants. These guidelines will
focus, not only on effective treatment methodologies, but also on efficacious methods
of outreach.

Other treatment programs, although not directed at maternal drug use, provide
further assistance to alcohol or drug abusing individuals ang were funded at ap-
proximately $60 million in fiscal year 1990. They include tHe Cooperative Agree-
ments for Treatment Improvement Projects in Target Cities, Model Comprehensive
Treatment Programs for Critical Populations, and Model Drug Abuse Treatment
Programs for Correctional Settings.

SOCIAL SERVICES

In the Interest of time, the descriptions of the programs I am giving you are nec-
essarily abbreviated. Needless to say, I would be happy to supply you and the con.
mittee with more detailed information upen request I will now take you through a
very quick review of some of the other programs and activities within the Depart-
{nent which focus on some of the social welfare issues attendant to this special popu-
ation.

Recent program expansiens in the Medicaid program now require States to pro-
vide coverage to certain non-AFDC groups, such as pregnant and post-partum
women and their children under 6 years of age in famiiies with incomes below 133%
of the Federal poverty level and children up to age 19 who were born after Septem-
ber 30, 1983 in families with incomes below 1009% of the poverty level. Medicaid also
offers alcohol treatment and other health care services. For categorically eligible in-
dividuals, States must provide, at a minimum, needed inpatient and outpatient hos-
pital services, rural health clinic services, physician services, nurse midwife serv-
ices, services in federally qualified health centers, and Early Periodic Screening, Di-
- agnosis and Treatment (EPSDT).

The Health Care Finance Administration (HCFA) is carrying out several demon.
stration projects to further improve access to care for this population. Recently,
Maine, Florida, and Michigan were selected to test expanding Medicaid eligibility b,
extending coverage to pregnant women and children under age 20 in families wit
incomes below 185% of the Federal poverty level. As part of this initiative, employ-
ers are encouraged to become involved in funding participant’s coverage and premi-
ums lare {:harged on a sliding scale for families with incomes above the Federal pov-
erty level. .

HCFA has also entered into an agreement with the American College of Obstetri-
cians and Gynecologists and the Public Health Service to assist State Medicaid
agencies in improving the recruitment and retention of obstetrical providers. Joint-
ly, they are addressing such issues as: payment levels and procedures; professional
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llablhty. provider relations; and the development of practice guides to assist provid-
ers in Medicaid participation.

In conjunction with the Office of Maternal and Child Health, the Depattment of
Agriculiure’s Women, Infants, and Children program (WIC), has initiated outreach
activities to the targeted population, and will streamline eligibility, and case man-
agement services.

Through the Office of Human Development Services’ (OHDS) Foster Care and
Adoption Assistance, Federal subsidies for foster care and adoption services on
behalf of children from low income families are provided with a special emphasis on
children with special needs. (Federal funding for these programs |s approximately
$2 billion for fiscal year 1991.)

The Child Welfare formula grant reimburses States for 75% of their foster care
and child welfare services. Head Start which is funded at $1.9 billion for fiscal year"
1991 is a comprehensive child development program which serves approximately
450,000 low income pre-school children. Head Start estimates that approximately
20% of children 1th the program have a parent or guardian with substance abuse
problems.

A new grant program. entitled the Emergency Child Protection Grant Program,
will support a variety of activities to provide protective services to children of drug
abusing parents. $19.5 million has been appropriated for this program in fiscal year
1991.

In closing, Senator Daschle, I want to emphasize again that the Department of
Health and Human Services considers FAS and FAE a major public health problem.
What the future holds is reflected in an ongoing longitudinal study being conducted
in Seattle which shows that attentional deficits in children whose mothers drank
heavily during pregnancy endure in children in their school-age years. How long
these deficits persist and if they hamper classroom learning remains to be seen, but
' it is a question whose answer will have a profound impact on the quality of life for
future generations.

1989 NaTtioNaL HiGH ScHooL SENIOR DRUG ABUSE SURVEY “MONITORING THE
FuUTURE SURVEY"'

The 1989 survey on drug use and-related-attitudes of America’s high school sen-
iors is the 15th in an anpual series begun in 1975. These surveys are conducied -
through an ongoing natiqzal research and réporting program entitled “Monitoring
the Future: A Continuing Study of the Lifestyles and Values of Youth.” The pro-
gram is conducted by the University of Michigan’s Institute for Social Research and
is funded by the National institute on Drug Abuse (NIDA). The study is sometimes
referred to as the High School Senior Survey,sin h year approximately 16,000
high school seniors are surveyed. However, the study also includes representative
samples of young adults from previous graduating classes. NIDA’s annual support
for the Monitoring the Future program is approximately $1.5 million.

PROCEDURES AND CONTENT

Data from high school seniors are collected during the spring of each year. Data
collection takes place in approximately 130 public and private high schools selected
to provide an accurate cross section of high school seniors throughout the United
States, except in Alaska and Hawaii. Approximately 16,000 seniors have been sur-
veyed each year since 1975. Alithough most questions, such as those concerning drug
use, are asked of all participants, some questions dealing with attitudes, beliefs, and
perceptions are asked of only about one-fifth of the respondents A representative
sample of 2,400 individuals is chosen from each class for ongoing follow-up via a
mailed questionnaire once every two years (half the group receives a questionnaire
each year).

Two major topics in the reports of these surveys are the current prevalence of
drug use among American high school seniors and trends in use since 1975. Sixteen
classes and subclasses of drugs are covered, including alcohol and cigarettes illicit -
for minors) and nonprescription stimulants as well as illicit drugs. Also included are
age of first use, trends in use at earlier grade level, intensity of drug use, attitudes
and beliefs among seniors concerning various types of drug use, and their percep-
tions of certain relevant aspects of the social environment.



1989 Survey Results
from

| Monitoring the Future: A Continuing Study
of the Lifestyles and Values of Youth

'

Conducted by the University of Michigan
Institute for Social Research

FQnded by the National Institute on Drug Abuse

/ TABLE 1
/ Sample Sizes and Response Rates

Class Class Clans Class Class Class Class Clara Cinss  Clans  Class  Class  Clase.

of of of of of of of of of of of of of
1975 19768 1977 1978 1979 1980 1981 1982 1983 1984 1985 1988 1987

Number public M‘ 111 108 108 11 111 107 109 1e nz - 117 115 113 1"y
Number priveis schoole 14 11. 18 20 20 20 19 21 22 17 17 18 18

‘

Total number echools 12% 123 124 131 131 127 128 137 134 134 132 129 138

Total number students | 15,791 16,678 18,438 18924 16,062 16,524 18,267 18,348 16,947 16,499 18,502 15,713 16,843 168,793

i
Student respones rate % % 9% 8% | 82% 82% 8i% 83% 84% 8% 84% 8% 84%

- -

8%

133

17,142
86%

BEST AVAILABLE COPY
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| i TABLE 2

Lifetime Prevalence (Percent Ever Used)
of Eighteen Types of Drugs:
Observed Estimates and 95% Confidence Limits
Class of 1989

(Approx. N = 16700)

Lower Observed Upper

. limit estimatle hmit
Mariyjuana/Hashish 41.6 43.7 45.8
Inhalanis® 16.5 176 18.7
Inhalonts Adjusted® 173 18.6 20.0
Amy) & Buty]l Nitrites® i 25 3.3 4.4
Hallucinogens 8.4 9.4 10.5
Hallucinogens Adjustedd 8.9 9.9 10.9
LSD, T4 8.3 9.3
PCP¢ 3.0 3.9 5.C
Cocaine 9.3 10.3 11.4
“Crack"® 4.1 4.7 5.4
Other cocaine® 7.2 85 10.1
Heroin K 1.0 1.3 1.6
Other opuusr 7.6 8.3 9.1
Samulanss Adjusted’$ 12.7 19.1 20.5
Sedativesf 6.5 T4 - 8.4
" Barbiturates’ 5.7 6.5 7.4
Methnqua]oner 2.2 2.7 3.3
‘l‘unqmllunf 6.7 7.6 8.6
Alcohol 89.1 90.7 92.1
Cigarettes 64.0 65.7 67.4

®Data bssed on five questionnaire forms. N 15 five-sixths of N indicated.

"Adjusud for underreporting of amy! and butyl nitrites. See text for
details.

€Data based on a single questionnaire form. N is one-sixth of N
indicated.

dAdJusud for underreporting of PCP. See text for details.
€Data based on two questionnaire forms. N is two-gixths of N indicated.
rOr\ly drug use which was not under a doctor's orders is included here.

€ Based on the dats from the revised question, which sttempts to
exclude the 1naporopriste reporuing of non-prescription stimulants.



TABLE 4

- Lifetime, Annual and Thirty-Day Frequency of Unc of Scventeen Typen of Drugs,
‘ Clans of 1989

(Ftries are pereentages)

h

MJ  INH® NIT  HAL® 1SD  PCP  COKE® crex oce® WER  OF  STMC  SED BARB QUA TRN  ALC

Approx. N= 16700 13900 2800 16700 16700 2800 16700 5500 2800 16700 16700 16700 18700 18700 18700 16700 16700

Lifetime Mrequency

No oceanions 58.3 824 967 20.6 2171 96.1 897 953 91.% o8.7 91.7 80.9 926 235 7.3 924 23
1 2 occnrsona 120 10.0 .7 A7 kY] i 423 23 Ri) [1R.) 3.0 1.7 3.2 3.1 te 42 (X J
3 5 occanrons 6.7 33 0.7 21 16 04 1.7 07 168 02 1.9 18 .7 1.3 04 .4 - 98
6 9 occnaons 45 1.5 04 11 1.0 08 | 07 1.0 0t 08 2.3 0.7 08 0.2 0.0 9.4
10- 19 occanions 53 1.2 0.1 1.2 09 02 1.0 03 0.1 0.1 0oa 1.9 08 0.5 0.3 0.5 122
2039 nccagions 4.5 06 - 05 0.5 0.1 0.7 02 09 0.1 0.4 1.4 0.4 04 0.2 [ ] 138
40 or more 10.8 1.1 0.5 09 (X3 07 14 o6 oA 02 00 20 0.7 0.5 0.2 0.4 2.3
Annwunl Frequency
{
No ocraxions 70.4 941 983 24 al 918 235 M9 943 M4 5.8 892 2.3 96.7 8.7 8.2 17.3
1 2 occarions 100 33 0.9 29 29 1.2 28 16 23 0 2.4 53 1.7 1.7 0.7 22 1.9
3 5 oconmions 5.1 1.1 0.2 ta 09 03 1.3 o6 . i a3 0.9 20 o 0.7 0.2 (X 14.1
G 9 occnsrons 3.3 0.5 0.2 (1) 05 02 06 ‘02 o6 . 04 1.3 0.4 0.3 0.2 04 109
10- 19 occanrons 36 04 0.1 04 0.4 0.2 (%] 03 0.6 [} 0.4 11 04 Q.3 0.1 0.3 (LR}
20 19 occanions 2.5 0.2 - 02 01 0.1 05 (L} 03 * ol 0.7 0.2 0.1 0.1 0.1 1"ns
40 or mare 5.1 04 0.3 02 ({1 (1] ] 0.5 0.3 0. (18 ] 0.2 0.5 0.2 0.1 [ % 01 152
Thirty-Nay Freqnancy
No occanions 83.3 977 994 9T R o2 9886 97.2 988 8.1 0.7 98.4 5.8 80.4 | X ] "4 98.7 L X ]
1-2 occnnions 1.1 14 02 14 .3 09 14 0 1.2 0.l 09 22 0.8 08 03 08 233
“ 3-S5 occanions 2.1 03 0.1 04 0l 0.2 0.6 02 02 0.1 0.2 0.9 04 0.3 0.1 0.2 15.2
6 9 acranions 20 0.2 0.1 0.1 . 04 (1A} 02 * 0 05 0.1 0.1 0.1 0.1 8
10 19 occamions 2.1 0.1 [LIh} 0.1 [} 0.2 0.1 . hd a1 0.3 0.1 0.l 0.t 0.1 1.8
20 39 occarmnn 1.6 [+ 2] . M * 02 02 0t M o 0.2 0.1 hd . hd 2.4
40 or more 1.4 0.2 02 * . 0.2 0.1 0.t 0 0.1 0.1 0.1 0.1 ° hd . 1.8

NOTE: ° Indicates laan than 05 percent. — indicates 1o canecrn category.
"Uinadjunted for known enderreporting of cortain drnga. See text for detaria. ‘ -
b(‘.ouume datn baned on six questionnasre forma, “crach™ dnta haned rn Lwn queationnaire forma, and othar cocaine data based on one quentionnaire form. ,

CHaned on the data {rom the revised queation, which attempts to exclede the nappropriate reporting of r iy

69
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TABLE &

Frequency of Cigarette Use and Occasions of Heavy Drinking

Class of 1989
(Entries are percentages)

.
Q. Have you ever smohed cigoreties?

Never

Once or twice

Occasionslly but not regularly
Regularly i1n the past
Regularly now

Approx. N=

Q. Hou frequently have you smoked cigorettes duning the
pas: 30 davs?

Not at all (includes “never” category from
question above)

Less than one cigarette per day

One w five cigarettes per dsy

About one-half pack per day

About one pack per day

About one and one-half packs per day

Two packs or more per dn\

Approx N=

Q. Think back over the LAST TWO WEEKS. How many
ames Aave you had five or more drinks in @ rou?

None

Once

Twice

J.10 5 umes

6w 9 times

10 or more times

Approx. N=

|
!

Percent who used

343
28.2
15.9

6.8
147

(16800)

O~ &V ~10 -
PRI G TR

(16700}

-

= N0 00 2
OuNOowe—O

(16100}
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TABLE ¢
Lifctime Prevalence of Une of Fighteen Types of Drugs

by Subgroupa, Claans of 1989
(Fantriea are percrntages)

MJ  INH®  NIT  HAL® 1Sp  PcP COKE® CRK" Owe” HER  OP  STM®  SED  BARB  QUA

TRN ALC [0 0]
AN Seriors - 4.7 17,8 33 9.4 a3 as 10.3 417 RS 1Ly Al 18.1 7.4 |s 2.7 78 0.7 or.?
ale 406 218 5.4 118 . 105 a2 121 6.2 07 ‘ .9 9.2 187 LX ] ae 36 15 1.4 4.3
Female 40.4 134 1.6 7.0 60 1.9 84 32 7.3 oR 74 194 [ 5] 60 1.7 18 90.0 [ ¥}
Callege Pians: v '
None or under 4 yrs 515 20.7 3.7 e 10.7 56 148 6.7 12.2 2.0 10.1 28.0 10.7 96 4.4 2.9 72 738
Complete 4 yr» 39.7 16.2 31 8.1 7.1 3.2 83 a7 GR 1.0 7.4 16.0 5.6 4.9 1.3 6.7 20.4 [ R ]
Ragion:
Northeant 45, 155 1.7 9.7 LIk 3l 1.9 45 9.1 .7 83 16.4 ae 8.1 2.7 15 9236 0.1
North Cantral 46. 19.3 46 10.3 a3 5.1 8.5 32 1.7 1.2 96 23.4 1.2 6.3 20 a7 228 0.3
Bouth 38.2 176 3.7 78 69 4 88 A6 ) 1.1 (X ] 189 80 1.2 27 X § 816 [ B}
West 48.4 17.1 23 10.9 98 3.4 14.7 16 133 [ B 9.8 204 (%) 5.7 25 74 90.4 [ P )
Population Deneity: A
Large SMSA qar.4 148 3.1 8.7 7.3 5.3 9 49 LR 10 1.2 138 5.7 5.t 20 [ 1.3 9.8 258
Other SMSA 450 t7.1 % ] 10.1 92 36 1 5.1 23 1.3 LR} 20.4 7.3 83 FA N 15 1.9 5.4
Non-SMSA 43.2 214 J8 8.6 73 3.2 89 a7 G5 A ) 8.0 219 L2 aASs J0 .t 20.7 [ 2.
Parental !:d.c-lbn:‘
1.0-2.0 low) s 186 18 18 (X 46 10.4 4.7 ° 54 1.8 (.3} 188 8.7 8.1 27 e.7 a4 [ 7 ]
25-3.0 45.5 174 38 8.4 74 4.1 10.1 4.5 1.5 1.3 8.0 21.0 82 5 2.7 w2 9209 [ X}
35-40 458 118 4.1 9.7 20 50 s "o 9.3 1.5 LX) 212 1.3 8.1 29 18 3.1 [ X}
4.5-50 422 ‘179 22 10.3 94 .8 10.5 42 00 1.1 LR} 17.1 8.1 5.1 23 1.0 M1 [ IR}
5.5.8.0 (High) 40.7 16.7 an 11.2 9.2 4.3 9.0 43 109 09 10.4 143 (X ] 6.1 28 9.2 1.0 20

NOTE: See Table § for sample sises.

SUnadjusted for known underreperting of certaln drugs. See text for details.

‘Cltlh' data based on six questiopmaire forms, “crack® data hased on two quentionnaire forms, and other cocaine data haned on one quastionnaire form.
CBased on the data from the reviaed question, which attempix (o cxclude the inappropriate repnrting of non.preacrepiion stimwlants.

g arental rducation is an average ecore of mothar'a education and ather's education reported on the lollowing scale: (1) Completed grada achool or lran, (2) Sewe high acheel, (3)
Completed high achool, (4) Some college, (3) Completed cullege, () (iraduate or prof ) achool after college. Minaing data was atlowed on one of the two variehlen.
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TABL.. .

Annusal Prevalence of Unse of Eighteen Types of Drugs
by Subgroups, Clasa of 1989

(F.vtreen are percentages)

MJ  INH®  NIT  HAL® 1S pcp COKE® cnk® owe® HER 0P STM® SED BAR® QUA TRN Al owt
AN Seniors 298 59 17 56 49 24 65 A1 52 06 44 108 37 33 13 3a 827 -
Sex:
Mol s 18 3 74 &5 3 8 43 6 00 a9 11 2 235 19 40 839 -
Female 263 40 086 38 3z o8 49 18 40 04 38 105 3z 30 07 35 8Le -
College Plans:
None'or under 4 yrs  34.4 71 18 1 6% a4 92 am 73 09 53 1S 54 48 21 43 829 -
Complete 4 yra 2713 54 17 an 12 20 53 21 iz 0w a9 aa 29 25 09 33 828 -
- i
Region: P
Northeast 313 63 08 56 51 2.1 74 33 49 09 41 90 37T 32 14 31 se® -
North Central 330 , 67 29 86 60 33 53 22 AR 06  S7 133 35 32 14 31 sse -
Sonth 250 ' 55 11 a9 a2 20 &0 a3 46 06 32 88 42 31 13 de M9 -
Weat 3723 48 " 55 44 19 A5 38 15 01 49 11t 3z 271 11 34 s19 -
Popuintion Dennity: '
Lavrge SMSA 218 51 '8 54 a6 10 R4 24 58 06 a1 7.1 30 28 09 31 ms -
Other SMSA 303 ;. SA 2 P 28 7. A3 cna 03 @ N 31 0 14 33 8z -
Non.SMSA - 00 68 09 50 42 12 54 22 44 08 3R 133 4T 44 . 4 828 -
Y .
Parental Fducation:® E
1.0-2.0 (Low) 233 59 08 42 a6 24 67 2 A3 . 09 38 104 45 41 13 38 e -
25 30 26 55 I8 49 43 2.1 64 21 48 07 40 117 39 24 15 39 sy -
35-4.0 314 &1 24 56 a1 €3 64 28 51 06 48 123 38 32 12 3¢ e -
4550 207 571 08 66 59 05 71 726 61 06 42 84 33 28 12 38 sar -
5.5-8.0 (Hich) 07 68 26 70 4% 2.1 58 17 65 04 64 91 a8 34 15 49 844 -
\

2

NOTF.: See Tahle 8§ for sample sizes.

“Unadjurted for known underreporting of certain drogn. See text for details.

‘Cc:lmu' data based on six questionnaire forms, “ctack” data hased on two questionnairg forma, and other cocaine data based on one questionnaire ferim.
Rased on the data from the revised question, which attempita to cxctude the inappropriate reporting of nen preacription atimelanta.

L Js—— prevalence is not available.

“Purentnl rdwcation in an average srore of mother's education and father's aducation reparted on the following acale: (1) Completed grade « "~ . or loes, (2) Seme high scheel, (3
Completed high arhanl, (4) Some college, (5) Completed collrge, (6) Graduats or prof 1 sehaol after collegr  Minaing data wan allowes - one of the twe varisbles.
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TABLE ¢

‘l'hihy-l)ly Prevalence of Daily Use of Marijuana, Alcohol, and Cigarettas
‘ by Subgroups, Class of 1988

Percent who used daily in last thirty deys

Alcohol Cigarettes
N 54 b One Half-pack
(Approx ' Maryuana Dailv drinks® or more or more
All Seniors 16700 2.9 4.2 35.0 18.9 11.2
Sex:
Male 8000 4.) 6.0 4:.2 17.9 11.2
Female 8300 1.5 2.2 24.9 19.4 107

College Plans:

None or under 4 yrs 4800 46 6.1 38.2 27.9 18.6
Complete 4 yrs 11000 2.0 3.2 30.5 14.6 7.5
Region:
Northeast 3200 3.3 4.3 33.3 213 13.8
North Central 4500 3.2 5.1 40.4 23.0 14.2
South 6100 2.6 4.0 28.5 171 9.7
West 2900 2.5 3.5 30.8 13.8 6.9
Population Density:
Large SMSA 4000 2.3 4.0 288 16.7 101
Other SMSA 8800 3.0 3.9 337 18.0 11.2
Non-SMSA 3900 3.3 5.2 35.8 20.9 121
Perental Educstion®
1.0-2.0 (Low) 1700 2.4 3.9 254 17.1 11.5
2.5-3.0 4600 2.6 50 3¢.0 215 13.5
3.5-4.0 . 4500 2.6 4.0 34.3 19.0 10.7
4.5-5.0 3500 33 3.8 34.2 17.2 8.2
5.5-6.0 (High) 1700 2.7 3.0 31.8 15.8 8.4

Sparental education is an average score of mother's education and father's
education reporied on the following scale: (1) Completed grade schoo!l or less, (2)
Some high school, (3) Completed high school, (4) Some college, (5) Completed
college, (G) Graduate or professional school afier college. Missing data was
allowed on one of the two variables.

b‘l‘his measure refers to use of five or more drinks in & row 1n the past two weeks.
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TABLFE 10
Trenda in Lifctime Prevalence of Eighteen Types of Drugs

Percent ever waed

Based on the dala (rom the reviesd o
:lb. of “ather illcit deugn™ includes any wen of hallucinogrna, rorm

Deta banrd an four questionnaire forma in 1976 19AR; N «» fonr ANha af N ind
y1 and huty! niteiten. See trxt for detnila.
\re form; N is one-fifth of N indwated in 1970 1988 and one-six

.Minhd for widerreporting of am:

ta baned on n ningle uestionaal

Question trxt changed slightly in 1987,
d for wrd

iy,

which

porting of PCP. See text for details.

, Dets baned on Lwo questinnnaira forme; N is Lwo-Altha of

athmulants, sedatives,
th of N indicated in 1989

N indicated in 1987-1938 and two.sixtha of N indicated in 1989,
’()nly frug wae which was.not nnder a doctor’s ordora b3 inclnded hern.

pta to exclude the inappropriate reporting of m-prmn'um' atimulanta,
e, and heron, or any wee of othrr opiates,
icated. Data haned on five quent

or Lranquiliners net wnder o dacler’s ovdors.
sonnaire forms in 1989; N is Ave-sixthe of N indicated.

’ Clase  Claess Clans Clana Clana Clarn Clnnn Class ~ Clana Class ~ Clase Cless Claee Closs Clase
of of of of of of of of of of of of of ol of ‘N~
1975 976 1977 1978 1979 1980 1981 1982 1983 1984 1985 1908 1987 1988 1900  change
Approx. N = (N400)  (U5400) (171000 (1780M)  (15500) (1590M (17500) (177000 (163000 (15900) (18000) (152000 (16300) (!Cm’ «1e709) '
Any Hlicit Drug Usn" b 552 580 616 64.1 6s.1 654 636 &8 - G4 - - - - - -

Adywsted Vervon - - - - — 644 629 616 606 876 6.6 539 509 -3
Any Jliscet 1o wg ther M )

Than Margwana’ . %2 a4 asa 6 s 4 w7 @A 4.0 “q - -~ - - - -

Adywsterd Verstm - - - . a1 404 €023 9.7 37.7 8 328 34 -12
Marijuana/Hnrehish 41.3 52.8 58.4 82 [ X ) 6023 9.5 SR.7 510 54.9 ‘ 54.2 50.9 50.2 4712 437 ~38e
lnhkm‘ NA 103 1t 120 12.7 no 12.3 128 e 14.4 154 159 170 18.7 178 409 :
Inhalants Al(nu'nf NA NA NA NA 82 17.3 17.2 1.7 8.2 180 18.1 2.1 186 178 108 +1.1

Amyll& Bty Nitritea™® NA NA NA NA na "na 10.1 08 nae 8.1 19 Y a1 32 33 01
Hallucinagrna (L] 5t 2.9 1423 14.1 103 133 125 non 107 10.3 9.7 103 LK ] 24 408
Heallucinogrns Ac(inmf" NA NA NA NA 17.7 156 15.3 143 13.6 123 121 119 106 9.2 99 +07

I-SD’ 1 ito 9A "7 25 9.0 na 98 an 80 15 7.2 8.4 1.7 8.3 +08

pep'X NA NA NA NA 128 968 kR 6.0 568 5.0 49 48 30 29 39 +10
B Cocalne 2.0 2.7 108 129 15.4 157 10.5 16.0 '10.2 1.1 173 189 16.2 12.1 103 =18
“Crack"’ NA NA NA NA NA NA NA NA NA NA NA NA 5.4 a8 1 -1

Other cocnine NA NA NA NA NA NA NA NA NA NA NA NA 14.0 120 ., 05 -38=ms
Heroin 2.2 1.8 1.8 16 11 1" 11 1.2 1.2 13 1.2 W] 1.2 11/ 13 ee2
Other opintedd 9.0 . ne 103 no 0.1 28 10.1 9.6 9.4 9.7 102 0 9.2 ve 23 -03
Stlmlln‘l’ ) 223 228 230 229 242 264 322 ELY e NA NA NA NA NA N NA
Stimulants Ad/tuhﬂ" NA NA NA NA NA NA NA 2729 269 279 2 234 216 198 9.1 -07
ﬂe‘lﬁn-’ 1.2 17.7 17.4 180 148 149 18.0 15.2 14.4 (R 1ns 10.4 « 87 78 74 =04

B.Mtilnlel’ 189, 18.2 158 137 118 1.0 na ! 1ol 2.9 99 2.2 8.4 74 .7 s -032

Hc“wqunlon'!’ L2 BN 18 as 7.9 83 95 108 | 127 10.1 83 8.7 8.2 40 33 2.7 -08
'I'r.nq-ﬂhr'l’ 17.0 : a8 18.0 17.0 163 152 147 5 140 (LR} Il_l‘ 1 109 109 2.4 76 ~18=m
Alcohol 0.4 1.9 2.5 930 23.0 9232 926 s n2e | X 3 2.3 M3 22 920 07 -L3
Cigerettes 36 754 5.7 7%.3 740 710 7o 701 08 .7 a8 [ 1 ] a2 [ X} .7 -07

: Lovel of significance of difference between the two moat racont clanses: & = 05,88 = .01, s08 =.001, NA indicates daln not avallable.
‘Uu of "any illicit druga” huclwien any wee of maryuana, hallucinogena, coraine, and herain, ar any uen of other aplat lant dntives, or quiliners net under o doctar’s ondore.

[



. TABL.. .1
Trends in Annusl Prevalence of Eighteen Types of Drugs
‘ - v

, Percent who used 1n last twelve months

bUn of "any illist druga® includen any vae of marijuana, hallurinogens, cocaine, and heroin, or any usn of other o .

Rased on the dnta from the revised q which at e 10 e xe lnde the inspproprinte reporting of non-preacription stimulants.

Clne of “ather it drign” includes any use of hallucinogrna. cornrisr, and heroin, or any wse of other apiates, tant. dalives,
Data based on four questionnaite forma in 1976 1988, N s four Aftha of N indicated. Data hased on Ave questionnaire forms 1n 1989; N in Ave-sixthe of N indicated.

:Ml;l-hd for underreporting of nmyt and huty! nitrites. See text for detailn

lhu Dhared on a single questionnaire form; N ia one-Afth of N indicated wn 1979 1988 and one-aixth of N irudwented in 1989,

.'Qm:l'mn tent changed alightly in 1987,

' Adjusted for wnderreporting of PCP. See tent for datasis.
arntha of N indscatemt sn Y989,

po—g
(nly deng nor which was ot wader n doctnr's ardars iatncindad here.
!

or = \lisers not under 8 doctor’s ordeve.

Clane Clars Class Clasn Clann Clana Claas Clasa Clane Clans Class Clase Class Cl
. ’ von
of of of of of of of of of of of of of of C‘:'.. 20-'90
1975 1976 1977 1978 1979 1980 1988 1982 1983 1984 19983 1908 1987 1988 1900 u‘
Approx . N = (0400) (15400) (17100) (17800) . (I15500) (158000 ( 17500) (17700) (16300) (15900) (16000) (16200) (16300) (1GJ00) (16700}
Any Hhieit Prug Use” | 50 481 S11 518 542 831 521 508 491 - - - - - -
Adyusted Versron - - - - - - M4 474 458 463 443 417 s 364 ~3.1em
Awny it Desg € nhrrr
ThAan Marywana 26.2 254 26.0 271 2R2 Jo.4 Mo s 325 - - - - - -
Adpusted Version . - - - - an.l 284 2.0 274 289 24.1 211 wo -1.1
Marijunnatlarhinsh 400 44.5 4706 50.2 %08 478 461 44 42 -40.0 4048 388 2.3 331 296 -35es
Iln.ilhnll'. NA a0 a7 4.1 DA 48 41 a5 43 5.4 5.7 e.1 [ 2 ] 6.5 s -08
Inhniants Ad]umf NA NA NA NA 89 7.9 6.1 6.6 62 72 78 89 8.1 7.1 e -02
Awmy) & Retyl Nilvlb‘lr‘ NA NA NA NA 65 5.7 AT 36 ae 4.0 4.0 4.7 28 1.7 1.7 [ X ]
Hallurinagrnae 1.2 n.4 a8 Y3 o9 2.3 a0 LN} 7.3 65 83 .0 e4 85 88 401
Helurinogens Alﬁll‘ﬂfh NA NA NA NA na 104 10.1 20 3.3 73 76 @l 6.7 88 32 +04
LSD, 12 a4 53 63 668 GH 6.5 6.1 5.4 4.7 4.4 45 5.2 48 49 ¢0.1
PP’ NA NA NA NA 10 14 32 2.2 28 23 29 24 13 12 24 413
Cocaine . bX 6.0 1.2 20 120 2.3 12.4 ns IR ) e 13.1 12.7 103 19 €5 =ldes
"(‘m\" r NA NA NA NA NA NA NA NA NA NA NA 4.1 39 3.1 3.1 [ J ]
ther cornine NA NA NA NA NA NA . NA NA NA NA NA NA 28 7.4 8.2 -22es
Heroin 1.0 [ X} LX) an [ X3 05 05 X 08 0s os 0.5 (X} [ X3 s +0t
Other .ﬂnlr-’ 5.7 5.7 a4 a0 a2 6. 59 s 5.1 8.2 39 8.2 5.3 40 4 =03
sﬂﬂihlﬂl' v 18.2 158 8.3 171 3 208 280 26.1 246 NA NA Ns NA NA NA MNA
Snhmulants A'(nr-mf' NA NA NA NA NA NA NA 209 17.9 17.7 88 N4 122 109 108 -~03
Sf‘l“nl’ . 10.7 108 99 99 0.2 105 . 19 (X} 88 8.2 4.1 37 37 ( X ]
..M'M""ﬁ‘l' 10.7 96 23 LA} 15 &R LY. 55 52 49 46 42 38 32 3.3 401
Meﬂamunhm" 5.1 47 5.2 a9 %9 1.2 18 (1%} 54 38 28 21 1.5 1.3 1.3 (X ]
'I'rlh‘llllmw. 106 10.3 108 29 ne 87 8.0 70 a9 8. e.1 8.8 5.8 48 38 -10s
Alcohol BAR 857 A70 LR LU R1.9 810 B8R 8 3 86.0 ase 848 98.7 85.3 827 =-210ss
Cigaretles NA NA " Nn NA NA NA NA NA NA NA NA NA NA NA NA NA
OTES: Level of rignificance of difference hetween the two mont recent clanses: 8 =.05, o8 .01, ana =.00). NA indicates data not avaltable.
iat Tant detives, or \liners wet under a decte's evdore.

Duta basrd on # single questionnaire form sn 1986; N is one-Afth of N indscated. 1inta baned on two questionnaire forms in 1987-198%; N is twe-Rfthe of N Indicated in 1987-1988 end twe-



TAB).

.2

Trendn in Thirty-Day Prevalence of Eighteen Types of Drugs

Percent who used in lnst thirty days

Clans Clans Clase Clars Clnas Class Clasn Clana Clran Claan Clana Claes Clnes Clema Cless
of of of of of of of of of of of of of of of 28 -"90
1975 1176 1977 1918 119 1980 1981 192 1183 1984 1985 1988 1987 1983 1900  change
Approx. N = (D400} (1540M (171000  (1TRD)  (15°H)  (15700)  (1750M)  (17700)  (16G300)  (19900) (16000) (152001 (16300) (18300} 1171;)
Any Hleert Dong 156" 0.7 242 aze REL) e 172 %9 s 224 oo - - . -
Adyusted Vervon - - - - - s s 29.2 29.7 271 24.2 212 19.7 =-18¢
Any Hicit Deug Other
Than Marsjnona” 154 119 152 151 168 m4 217 192 ILE] - - - . - -
Adyusted Version - 170 185« 15.1 LA 132 1.6 100 91 -—-09
OMariiwans/Hnnhinh 271 32.2 Ine EYA ] ARS N7 RN 2R S 270 252 257 234 210 mo 167 -13
" ’ ’
Inhalants NA 09 1.3 [ 17 1.4 S 15 1.7 19 22 23 28 26 23 -03
Inhninnts At(unm( NA NA NA NA 12 2.7 25 25 28 26 Yo 32 38 Jo 27 -03
Amyl & Rutyl Nitritea'® NA NA NA NA 24 )] t4 1 14 14 1.0 1.3 1.3 o6 [ X} () ]
Hallucinograa LR a4 o a9 a0 R a7 34 2n 2a 28 25 23 22 2 00
Hallueinngens Ao(puhl" NA NA NA NA 5 44 48 41 s 32 38 15 28 22 29 +08
LSD" 23 19 2.1 21 24 23 25 24 19 15 18 1.7 18 8 18 .0
PCP NA NA NA NA 24 14 ta 10 13 10 18 19 08 0.3 1.4 +1lleme
Cocaine, 19 20 29 an a7 52 LY ] 50 a7 58 6.7 e 43 34 28 -06s
'Cv.ti" I NA NA NA NA NA NA NA NA NA NA NA NA 1.3 10 14 -03
Other rornine NA NA NA NA NA NA NA NA NA NA NA NA 41 32 19 -1.%
Heroin 0.4 02 LF] 03 02 02 0?7 02 nz 03 0.3 0.2 0.2 02 03 <01
Otber opintes! 2.1 2.0 28 2.1 24 24 21 8 18 X} 23 20 1.8 1.8 16 00
sﬂmiluﬁtt' 85 17 LX ] R7 a9 121 158 13 124 NA NA NA NA NA NA MA
Stemulants A:l,n-lr'fh" MA NA NA NA NA NA NA 07 "9 83 68 88 5.2 46 42 -04
Sedaiived 5.4 45 5.1 42 Y an a0 a4 30 23 24 22 17 1.4 18 4013
BOvanvule:' 417 an 4 a2 az 20 26 20 2. 17 20 18 | K] 1.2 1.4 +03
Methaqualon 21 [N 22 " 22 33 A 74 18 11 10 (2] L2} 05 08 +0.}
Teanquilizers’ 41 4.0 4.0 EX] a7 3 27 24 25 2.1 2.1 2.1 20 15 1.3 -03
Alcobol 68 2 (LR} 72 171 7N 720 70.7 697 G4 67.2 a5.9 €53 684 ' 639 900 ~3%m
Clgaretirn »7 sA 384 67 M s 305 2914 Al 303 293 J0.1 »0 2.4 28.7 29 -0t
OTFES Level of significancn of difference between the two most recent classea: a = 05, a0 = N1, ann = D01 NA indicates data not avaiiahle.
Use of “any thicit druga™ includes any une of martjuana, hallucinogens, cacaing, and Feroln, or any sne of other of ! d. , oF quilisere net under & docter’s ovders.

b

)
)

’Qnﬂmn text changed alightly in 1987,

Adyuated for naderieparting of INCP. Sen text for details.
Datn huresl on two quentionnaire forma; N 18 Lwo-Afths of N inddu ated 1n 1987 1988 and two sixtha of N indicated in 1989,
'Only drug nae which was nat wivder a doctor’s ordera in inchded here

Based on the data from the revised qnestion, which attempta 1o e xilnde the inapperopriate reparting of non-precceiption

atimulants.
CUse of “other st drugn™ tncinden any wer of hallucinogrna, cacaw, amd herotn, or any use of other opiates, stimuinnts, sedatives, or tranquilizers net under 8 dector’s erders.
Data hagrd on fanr questionnaive forma in 1976 1988; N 1a four ANhx of N indicated. Datw haend an flve questionnairs forma in 1989; N ia Aive-sixths of N indicated.
‘.‘ *aeted for underrepariing of amyl and hutyl niteites, See text for detatln,
Data boared on n cingle questionnaire form; N ia one-ARth of N indicated 1n 1979 1988 and one sixth of N indscated in 1989,
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TASBLE 13
Trends in Thirty-Day Prevalence of Daily Use of Eightcen Types of Drugs

Percent who used deily in last thirty days
Clnem  Clana Clnan Chovan Clnan Clasn Clnxa Clann Cloga Clane Clase Class Class Choss Clase

of of of of of of of of ol of of of of of of -
1975 1976 1977 1978 079 1980 1981 1982 1983 1984 1985 1956 1987 1988 1989 ‘m"
Apprax. N = (9400) (154000 (17100) (178000 (155%00)  (15900)  (17500)  (17700)  (16300) (15%00) (16000  (15200) (io:oo) (16300) (18700
Marijuana/Hoshish R0 a2 9.1 07 03 91 70 (] 55 50 a9 40 33 27 29 402
Inhalanta” NA oo 0o ot 0o [X] 01 LX) 01 0. 02 0.2 0.1 02 02 [T
Inhalants Adpusted” NA NA NA NA 0y 02 02 n2 v? 02 0« 04 04 0.3 vy 'Y
Amyl & Nuty) Nitriten®™d NA NA NA NA 0o 01 01 0o 0.2 0.} 0.3 [ X) 0.3 01 03 +02
Hallecinogrna 0t 01 01 0t 01 01 0 0 0t 0.t 01 0.1 0.1 oo [ X] oo
Hallueinogens Adpusted” NA NA NA NA 02 02 ¥ 02 0.z 02 03 03 02 0.0 03 403
Lsp ao 0o 00 LX) oo no 01 00 01 0.1 0.1 oo 0.1 00 0.0 [T ]
PO NA NA NA NA 01 " 01 01 01 0.1 0.3 (3 0.3 0. 02 404
doceine 0 o1 0 0 a2 02 o 02 02 0.2 04 0.4 0.3 02 03 01
“Crack~' . {:A NA NA NA NA NA NA NA NA NA NA NA 0.1 0.t 02 <01
Other rocmine NA NA NA NA NA NA NA NA NA NA NA 0.2 [ o1 . -0t
Heroin 0.1 0.0 0.0 LX) no 0.0 0o [:X:] 0.1 0.0 00 0.0 0.0 0.0 0.1 +0.1
Other opinte=® o 0.1 02 o1 00 0 01 01 01 0.1 0.1 0.1 0.1 0.1 [ %] o
Stimulant<® 05 04 05 0s 0n 07 12 1 11 NA NA NA NA NA NA NA
Stim dants Adjustd®P o NA NA NA NA NA NA NA 07 on 06 04 03 03 0y 03 0
Sedativea® 03 02 02 07 01 02 02 02 02 0.1 0.1 o1 [ X] 0.1 o1 +onf
BarbitnrntesF 01 0.1 02 0 00 0 01 0.1 01 0.0 0.1 0.1 0.1 o0 o1 o
Methagnnione® : 0o 00 oo o0 0o 01 01 01 0o 0o no 0.0 00 0. 0o 0.
Tranquilizers® 0.1 02 03 01 01 0.1 0.1 0.t 0.t 0.1 0.0 0.0 0.1 0.0 [ X] o’
Alcohol
Daily 8.7 5.8 a1 57 (X} a0 60 57 EXS a8 5.0 4“8 @ - 42 2 (X}
S 4 drinkn in A row/
tnst 2 weekn KA a1 194 103 412 a2 ara a“0s on EL R 8.7 %8 3718 347 38 -17
Cigaretirn
Dasty M9 280 288 210 74 212 200 211 212 7 LX) 18.7 1.7 19.1 189 +08
Half-pack or more per day 7 192 9.4 1R R 165 143 s 14.2 138 12.3 128 1.4 114 108 1.2 +08

HOTES: Level of significance of difference botween the two moat reant clnares 8 = 05 an = 0F can = 001 NA indicaten data not available.
[ata bared on four quentionnaire forma in 1976 1988 N s fuur Aifthe of N indicated  1ata based on Ave queationnaire forms 1n 18989; N is Kve-sixthe of N indicated.

Adnolﬁ! for nndderreparting of amyl and buty) nitritra. See 1ext far detaiin
PIatn baced on n ningle questionnaire form; N ie one ANh of N indwated 1n 1979 1988 and one rnixth of N indicated 1n 1989,
Q‘Fll\ﬂl‘ trxt changed shightly in 1987,
Amuaw for winleveeporting of PCP See tant for detnils.
Datn haced an two quextionnnire forma; N ia two Aftha of N indicated 1n 1987 1988 and two-aixtha of N indcated in 1989
‘Only drng ner which was not under a doctlor’s orders 18 included here
Hnn—d on the dntn from the revised question, which attempta tn cxcinide tha iInspproprinte reporting of non-preseription atimalanta.
Any appatent inconnistency between the change satimate and the prevalence estimates for the Lwo most recent clannen is due to rounding ervor.
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. TABLE 19
‘ 'l‘rc7n in Proportions of Seniors Disapproving of Drug Use b

' ’ Percentagn “dinnpproving™n
. Q. Do you disapprve of people Cines Claan Clnxa Clasn Claxs Clasg Clnss Class Class Class  Class  Clees Class  Class  Clese
i (who are 18 or older) doing of of of of of of of of of of of of of of of ‘8-
each of the fn“owin‘f" 1975 1976 1977 1978 1979 1980 1981 1982 198) 1984 1985 1988 1987 1983 1989 a
Try inavihlnl once or Lwice 470 38.4 a4 334 342 o 40.0 455 46.3 49.3 51.4 8406 86 60.8 [ LK ] +30e
Swmoke marijuanna occagionally S48 478 44.3 415 45.3 497 520 591 60.7 6l1.% 5.8 9.0 e 740 1.2 4+3.2
: Smoke marijuana regularly no 69.5 655 61.5 €9.2 746 77.4 A0 6 825 L} 855 888 89.2 89.3 398 408
Try 1.SD once or twice a2s A48 LR Rh.4 A6.6 873 R6G.4 b LE ] RO L LR 89.5 89.2 918 s 8.7 -0.1
‘l'rka 1.3D regularly 24.1 95.2 9%.Aa 96.4 96.9 96.7 %G8 9.7 97.0 96.3 9270 | X} 918 96.4 0.4 0.0
Try cocaine once or Lwice 81.3 824 791 7.0 74.7 763 748 76.6 77.0 79.7 79.3 80.2 87.3 89.% 920.9 +1.6
Teke cocaine regularly 93.3 939 920 91.9 905 91 20.7 915 9.2 94.5 9.8 943 96.7 98.2 9.4 402
3 Try heroin once or twice 815 924 925 92.0 n14 935 2315 946 ' 942 940 24.0 9233 8.2 5.0 5.4 +0.4
Tnke heroin ocennlonally 948 96.0 ;o0 964 MnA 967 972 96 9 969 97.1 96.8 925.6 979 969 97.2 +03
% Take heroin regularly 96.7 97.5 97.2 97.8 979 76 n7.A 9.5 9.7 980 7.6 976 98.1 97.2 7.4 402
f'{ Try amphctamines once or twice 748 75.1 742 T48 751 154 710 128 723 28 749 765 80.7 825 83.3 +08
! Take amphetamines regularly 92.1 928 2.5 935 4.4 930 917 92.0 92.6 938 2.3 2.5 5.4 94.2 94.2 0.0
Try barbiturates once or twice 117 81.) LN} 824 840 A19 R2.4 R4 4 Al LR 8349 86.3 898 89.4 8393 -9.1
; : Toke barbiturates regularly 932 83.6 93.0 943 95.2 a95.4 4.2 n4.4 5.1 95,1 Mn.sS 94.9 96.4 95.9 95.3 0.0
: Try one or two drinks of an ' /
: nicoholic beverage (beer,
wine, hiquor) 218 18.2 15.6 156 158 16.0 17.2 18.2 18.4 17.4 203 209 214 226 213 +4.Tss
Toke one or two drinke nesrly .
every day 67.8 689 668 67.7 683 69.0 G} 699 68.9 729 709 728 742 750 7885 +18
Take four or ive drinks nesrly '
1 eveey day BA.7 890.7 AR 4 0.2 21.7 908 LR 20.9 90.0 21.0 92.0 1.4 2.2 9228 st.6 - 1.3
b Have five or more drinke once
5 or Lwice each weekend 60.3 58.6 57.4 56.2 56.7 55.6 -55.5 588 568 596 /0.4 2.4 02.0 85.3 08.5 +13
3 Smoke one or more packs of /
4 cigareltes per day 81.3 85.9 G6.4 67.0 703 708 £9.9 69.4 70.8 73.0 72.3 8.4 L t 2 732 72.4 -0.7

Approx. N =  (2877) (2057) (30AS) (IRAG) (3221} (I261) (IK10) (3651) (3I341) (I254) (3I285) (:n{ (3302)  (3311) (279

x

NOTE: Level of significance of difference between the Lwo most recent classns: s = 05, an = 01, sas = 001
B Answer nlternatives were: (1) Don’t disapprove, (2) Disapy rove, and (3) Strongly disapprove. l'nconlugn are shown for cuu-gnﬂe- (2) and (3) combined.
1975 quention asked sbout people who are 20 or olderr.”
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Q. Do you think that peaple (1vhn
are 18 or older) should be
prohibuted by low from doing
each of the follooingt®

Smoke marijusna 1n privale
Smoke marijuana in public places

Teake LSD in private
Take 1SN in public piaces

Take hernin in private
Take heroin in public places

Take amphetamines or
barbitnratex in private

Take amphetamines or
Larbiturates in public places

Get drunk ju private
Get drunk in public places

Smoke cigarettes n certain
specified public places

Approx. N =

Trends in Scniors’ Attitudes Reganding Legality of Drug Use

. TABLF. 20

Percentnge spying "yea™®

Clann
of
1975

328
63.1

87.2
85.8

783
20.1
57.2
79.6
14.1
55.7

NA

(2620)

Class
of
1976

1.5
9.1

65.1
819

724
848
53.5
76.1
156
50.7

NA

(2959)

Clags
of
1977

2GR
58.7

623
3

692
LN
52.R
1337
IRG
19.0
420

Qanmy

Clnss
of
1978

254
59.5

62.7
807

6R.8
A2.5
52.2
75.8
174
50.3
422

(3783)

Clasn
of
1979

28.0
618

624
815

68.5
a0
53.4
77.3
168
50.4
43.1

(I2n8)

Claas
of
1980

2R.9
661

65.8
A28

70.3
LER |
541
76.1
187
4R.]
a8

3224)

Clnag
of
1981

Ih.4
67.4

626
RD.7

GAR
R2.4
52.0
74.2
198
49.1
41.0

3611)

Clara
of
1982

A68
2.8

87.1
az.1

693
/2.5
53.5
75.5
194
50.7
42.0

027)

Clnar
ol
1983

318
736

€8.7
828

6.7
87
52.8
76.7
19.9
52.2
40.5

3N

Class
of
1984

416
5.2

679
824

G9.8
834
54.4
6.8
19.7
511
9.2
(3238)

Clnes
of
1985

447
8.2

7086

848

73.3
858
56.3
78.3
19.8
53.1

423

(3254) (3074) (3332) (3288) (201

Class
of
1988

a8
78.9

89.0
84.9

"7
85.0
58.8
79.1
1.9
52.2

45.1

Class
of
1987

a7.6
79.7

708
85.2

75.0
86.2
59.1
79.8
18.8
53.2

4“4

60.2
80.2
19.2
538

LR}

518
80.0

718
844

74.4
852
611
79.2
202
526

“n

‘88 -89
-0.3
-13

+0.1
-18

402
~1.4
409
-1.0
+1.0
-1.2

-30e

NOTE.: Level of significance of difference botween the two moxt recent classea: a = 05, an = .01, sna = 001 NA indicntes data not available.
SAnawer niternatives were: (1) No, (2) Not sure, and (3) Yen.

®The 1975 question asked about peopl

P

who are =20 or oliler

69



TABLE 21

Trends in Seniors’ Attitudes Regarding Marijuana Lawas
(Entries are percentages)

Q. There has been a great denl of
public debnte about whether

marguana use should be legnl. Clans Clnrx  Clacs Clasg Clare Clner Clasn Clase Ciang Claes Class  Cless  Class Clasn  Clase
Which of the follovnang policies of of of of of of of of of of of of of of of
swould you favor? 1975 1976 1977 1978 1979 1980 1981 1982 1983 1984 1985 . 1986 1987 1088 1989

Using marijuana should be :

entirely legal 213 326 1.8 329 32.1 26.3 231 20.0 18.9 188 188 149 15.4 15.1 16.6
it should be a minor violation .

tike a parking ticket but not

n crime 253 290 314 o2 30.1 an9 29.3 282 2“.3 238 25.7 25.9 248 219 18.9
It should be a crime 305 25.4 211 22.2 240 264 321 34.7 36.7 406 40.8 25 433 9.2 50.9

Don't know 16.8 13.0 114 148 13.8 16.4 15.4 171 18.1 17.2 168 18.7 148 1.9 148

Q. If it were legal for prople to
{ISE. maryuana, should it also
be legal o SELL maryuanal?

No 278 2310 225 218 229 250 21.7 293 27.4 309 326 N0 60 s 38
Yea, but only to ndulta 371 49 R n21 5386 532 AN 4R 6 4G.2 476 4na 43.2 2.2 412 990 J1.9
Yes, Lo anyone 6.2 1y 12.7 12.0 1.3 28 105 10.7 0.5 106 1.2 10.4 9.2 10.5 9.2
Don’t know 18.9 130 12.7 128 126 136 132 138 148 128 13.1 144 138 128 14.1

Q. If marijuann were legal to use
and legalls avadlable, which
of the following wowld you
be mast likely to do?

Not wse it, even if it were

legal nnd available 83.2 50.4 506 46.4 50.2 532 55.2 60.0 60.1 820 89.0 70.1
Try it 8.2 al 10 71 a. 6.8 6.0 6.3 1.2 [ X ] 71 8.7
Une it about as often as | do pow 22.7 247 268 J0.9 29.1 27.3 248 21.7 19.8 19.1 130 13.0
Use it more often than | do no 6.0 7 74 6.3 60 4.2 4.7 38 4.9 4.7 4.3 24
Use it lens than 1 do now 1.3 1.5 1.5 2.7 2.5 28 25 2.2 1.5 1.8 L3 2.1

Don't krow (X AN ao 6.7 6.1 59 69 6.0 8.4 a0 (1) 8.1 .3 8.0 87

(2600) (2070 (AN0) (3710) (3280) (3210) (3G0O) (IG20) (3IN0)  (3220) (3230) (3080) (333 (3277) (281D)
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TABLE 22

Trends in Proportion of Friends Disapproving of Drug Use

All Sentors

Percentage snying (riends diunppnve.

Q. How da you think your clnse Adjunt. Class Clnas  (laxn  Clans Class  Cinax Class Clnsx Clana  Clans  Clsss Class Cilass Claan  Close
friends feel (or would feel) ment of b of of oof of of of of of of of of of of of ‘39-'90.
about you . . . Factor 1975 1976 1977 1978 1979

1980 1981 1982 1983 1984 1985 1986 1987 1988 1989 chemge
Trying marijyana once or twice (—-0.5) 443 NA 418 NA 409 426 46.4 50.3 52.0 54.1 547 58.7 58.0 62.9 0.7 +08

Smoking marijunne occastonally (+0.8) 548 NA 490 NA 482 50.6 559 57.4 50.9 62.9 4.2 .‘:‘ 1.0 121 1.1 -1.0
Smoking marijusna regularly (+46) 750 NA 69} NA 702 720 75.0 74.7 716 79.2 810 82.3 82.9 85.5 849 -0
Trying LSD once or twice (+2.0) 85.6 NA 866 NA 876 87.4 RG.S LY. 878 878 s8¢ 89.0 879 89.5 88.4 -1.1
Trying cocnine onre or twice NA NA NA NA NA NA NA NA NA N/A NA 796 839 a8.1 289 +08
Taking cocane occagionelly NA NA NA NA NA NA NA NA NA NA NA 81.3 89.7 92.1 92.1 0

Trying an smphetamine once

or twice (+2.2) 788 NA 0.0 NA 81.0 TR0 74.4 ™ 76.8 770 171.0 94 80.0 823 84.1 +18
Taking one or two drinks nearly !
every day (+78) 67.2 NA 71.0 NA 710 705 f9.5 71.9 7 736 5.4 5.9 719 T74.9 78.4 +18
Taking four or five drinks .
every dny (+%.3) 89.2 NA &ang NA 385 A79 A0.4 A6.8 868.0 a8.1 88.2 87.4 8%.6 87.1 872 +0.1
Having five or more drinks once -
or twice every weckend (+4.7) 55.0 NA 534 NA 8123 50.6 50.3 $1.2 508 513 55.9 549 52.4 54.0 504 +2.4
Swmoking one or more packe of ’
. cigarettes per day (+823) 63.6 NA 68 NA 73.4 T4 4 738 703 722 739 737 76.2 74.2 76.4 74.4 -20
4_‘-% !
Approx. N = (2488) (NA) (2615 (NA) (2716) (2766) (3120) (3024) (2722) (2721) (2688) (2639) (2815) (2778) (2400)

NOTE: Lavel of rignificance of difference betwaen the two most recent clarses: & = .05, xa = .01, ara = 001. NA indicaten data not available.
SAnswer altarnatives were: (1) Don’t dinapprove, (2) Disapprove, and (3) Strongly diaapprove. Percentages nrn shown for categories (2) and (3) combined.
b‘l‘he- figures have been sdjusted by the factors reported 1n the firat column to corract for a Inck of comparatility of auestion-context smong adminletrations. (See text bo diepussion.)
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TABLE 23 ’

Trends in Proportion of Friends Using Drugs #a Eatimated by Scniors

(Entrien are percentagen)

Q. Hews many of vour Class Class Class Clans Class Clens Class Clars Clnra Cless Class Cless Cless Class Cless
friends world of of of of of of of of of of of of of of . of ‘S8 -"90
you estimate . . . 1975 1976 1977 1978 1979 1980 1981 1982 1983 1984 1983 1986 1987 1988 1969 M
Take any it drug® ) . !
% raying none 14.2 154 13.1 125 110 125 146 137 L 174 19.0 178 17.8 a3 209 - 23.1 +22
% saying mont or all 39 N7 33.2 6.3 37.0 325 298 26.5 2.8 209 22.7 215 188 158 15,7 =01
Take any licit drug® 1
other than marpuana . |
! % snying none 33.2 445 425 41.6 N7 376 36.7 35.3 388 8.7 372 38.7 318 435 438 403
% saying mont or all 10.6 a9 1.7 L) 10.4 1t 1mno 109 11.0 10 104 10.3 9.2 69 1.7 408
Smoke mnrijunna T
% enying none 170 . 17 14.1 180 12.4 13.6 17.0 156 19.7 223 205 208 © 216 24.7 218 429 J
% saying most or al! 30.3 30.6 323 35.3 355 31.3 277 228 217 18.3 19.8 18.2 15.8 136 13.4 -02
Use inhalanta
% saying none 5.7 814 81.1 A0 0 809 822 835 LJK ] /39 80.7 188 78 7.9 9.2 ne -13 2
% aaying most or all 1.1 1.1 1.0 1 1 1.2 0.9 1.3 [N ] 1.} 1.5 20 1.9 1.2 1.9 407 N
Uee nitrites : /
% snyiny: none NA NA NA NA N4 Ao R26 R2S5 L /5.0 IR} 82.0 81.7 86.4 98.7 +0.3
% aaying most or all NA NA NA NA 19 1.3 e 09 0.7 1.2 1.0 1.2 1.2 0.7 09 ¢02
. Teke 1.SD .
‘% saying none 83.5 69.4 6s8.1 701 710 719 715 722 76.0 78.1 8 758 747 759 748 -1
% raytng mont or all 27 28 3.0 20 1.9 '8 22 24 1.4 20 &3 te 1.6 .5 2.4 +09%
.Take ather prychedelics
% saying nune - 588 689.7 Gs6 708 TN 718 731 74.4 1.9 m7 78.0 3 78.3 82.2 81 -03
% naying mont or all 4.7 3.0 28 2.0 2.2 2.2 2 1.9 16 1.9 1.4 1.3 1.2 0.9 1.4 408
Take PCP
% raying none NA NA NA NA 722 778 AZR R2.7 Ly R5A. 84.1 839 8458 885 853 -1I12
% saying most or al NA NA NA NA V7 16 09 6.9 [ 8] 11 1.2 1.2 1.1 0.3 1.2 404
Take cocane . ’
% snying none 88.4 7.2 €f9.9 GGR 611 LLR 59 %93 62.4 61.1 58.2 544 58.3 '82.3 62.e +0.3
% snying most or sl! 3.4 . 3.2 3.6 40 Q.0 61 6.3 49 R} 5.0 58 5.1 3.4 3.7 +03
Take “crnck™
% anying none NA NA NA NA NA NA NA NA NA NA NA NA 720 7468 739 -0
% anying mont or all NA NA NA NA NA NA NA NA NA NA NA N§ 2.2 1.1 2.1 +1.00
o~ ’

;o . (Tahle continwed on next page)



TABLE 23 (cont.) : . .

Trendn in Proportion of Friendr Using Drugs as Estimated by Seniors
(Fntries are prrcentagen)

Q. How many of yaur Class Clsan Class Cliana Clars Clasn Cloan Clans Clann Clasa Clans Class Cloas Clans Class .
freends would of of of of of of of of of of of of of of of  ‘90-'00
you estimate _ . 1975 1976 1977 1978 1979 1980 JOR ¢ 1982 1983 1984 1985 1988 1987 19R3 1989 .

Teke heroin ~

% anying none 848 80 4 37.1 AT R7.) 870 AT 5 AGS .BRO R7.0 R3S 84.7 8.1 /;’%‘ 0.9 -18

% snying moet or xli 0.7 08 0.7 09 0% 10 0n 01 08 o8 09 1.1 0.9 0 1.1 404
Take other narcoticn . '

T snying none T1.2 59 76.3 6N e 776 76.9 k(% } 2 786 7.2 7.2 788 80. 0.8 00

% snying moat or all 2.1 2.2 1.7 14 [ 17 L5 1.4 1.4 1.6 1.4 1.8 1.4 1.2 1.4 +0.2
Take amphetamines

% naying none 490 57.8 58.7 IO ) M3 56.1 512 aN.4 5.0 549 58.7 58.2 - 608 8.6 -0.1

% snying most or all 6.9 6.6 4.1 4.7 4 48 64 5.4 5.1 4.5 3.4 .4 26 (%] +0.7
Talke barbitwrnten .

% roying none 550 837 65.3 G615 69 695 GR 9, GA?7 "7 134 729 744 7 80.3 79.7 -08

% saying most or all 4.3 35 3.0 23 21 26 21 [} 1.7 1.7 16 1.4 1.1 [ B 1.4 4093
Take qnanludes

2 snying none 68 730 717 710 723 675 _ G50 64.5 7103 739 74.0 165 780 829 834 08

S saying mont ot all 3o 1.8 2.9 22 2.8 a6 ac 26 2.6 7 1.3 18 1.0 1.0 1.3 +0.3
Take tranquihizers '

% anying none 54.4 831.7 62.2 6€n 2 GA O 703 05 70.1 73.3 1.4 74.2 752 78.7 80.1 82.0 +19

“ anying must or all s 31 27 ] 20 K} 1.4 [N 12 [ L2 1.3 10 0.7 15 408
Drink alcohohe

beverngea

% anying none 33 49 58 n a6 19 5.3 3 45 5.4 5.4 a4 40 43 3 498

“ xnying most or all 684 847 66.2 GAY GRS GA9 67.7 697 6.0 66.6 &R0 3.0 nas 63.1 671.1 -0
Get drunk nt least once .

a week

% anyng none 17.6 193 19.0 o 167 169 82 16.9 16.1 185 (kX3 153 144 158 172 +10

% saying most ot ell 30.1 2686 2768 Jo 2 320 01 294 299 o 296 29.9 3.8 NI 296 3.l 410
Smoke cignareties '

% anysng none 48 8.3 6.3 (] 79 94 s 1. 13.0 4.0 1.0 12.2 17 123 13.6 +13

% snying most or all 415 36.7 339 Ky avd 7RG 23] 224 24.1 224 172 228 2195 210 20.2 231 +3 0

Approx. N = (2640) (2897)  (278R) (27247 (2933)  (Z087)  (A207) . Q303) (9% (2945)  (2971)  (2798) (2948) (2961) (2387)

€L

NOTE: Level of nignificance of difference hotweon the two moal recent clanaes: 8 = 05, an = 01, nas '- .001. NA indicates dala not aveiledle.

“These estimntes were derived from responses W the queationa jisted nbove  “Any lhicit drug™ includen all of the drugs listed except cigaretions and alcohol. PCP and the nitrites were net
incloded in 1975 through 1978. “Crack” was not included in 1975 through 1986,
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. TABLE 24
. Trends in Seniora’ Exposurc to Drug Use
(Entrien are percentngen)
Q. During the LAST 12 MONTHS Ame ’
often Rave you bren around people who Clnsa Cloas  Clarg  Clrag  Clasn  Class  Clase  Class  Clasa  Clase  Class Cless Class Class Clase
were taking ench of the following to gt . of of of of of nf of of of of of of of of of ‘-0
Aigh or for “Licks™? 1973 1976 1977 1978 1979 1980 1981 1982 1983 1984 1985 1966 1907 1988 1969 m
Any ttheit dvng' ‘
“= anying not at all " NA 17.4 165 1510 150 157 17.3 1868 2060 22.1 223 248 268.1 28.7 4 +37
*» snymg often NA MA Mo 40.7 40,4 36.A a6 3.4 298 283 212 203 233 209 220 412 l
Any ithest dru‘ other than marljuane '
fa anying not at all NA 449 44 2 447 41.7 415 A7.4 s 408 40.2 40.7 4.7 LR ] 52.2 529 +0.7
“» anying often NA 1ns 13.5 12.1 1.7 14 17.1 I8 14.2 148 129 121 10.2 t 2 10.7 +10
Marigunna . /
“. anying not at ell NA 205 "o 17.3 17.0 150 198 221 23.8 258 288 28.0 26 330 36.2 +22
“» anymg oflen NA 325 31,0 o N9 s an 28.0 26.1 248 24.2 24.0 208 179 19.5 410
LsD :
“a anying not at all NA kLR ) RO O LAR ] 81.9 RZA R2.6 LRR a2 LY B |} 3 3 J LYR L X 3.0 -18 ’
%, anying often NA | 22 20 .8 20 1.4 20 1.9 t.4 [ 1.3 1.8 1.8 16 22 +08 : -z
Other paychedelicn ’
“% anying not at all NA 76.5 167 787 716 796 824 n2 869 $71.3 278 a8.2 9.0 210 21.2 +0.2
% saying often NA Jt az 29 2.2 2.2 20 28 1.1 17 1.4 15 1.2 1. 1.3 +0.2
Cov nine . -3
N “ anying not at all NA 770 734 GIA 684.0 623 6A7 685.1 86.7 64.4 617 626 5.1 69.8 [ X ] (X ) PN
= 7 < Zanyingalien NA 30 A7 i &8 tp 66 66 52 &7 11 18 58 S1 84 403
Hevoin ‘
© T anying not at all NA 914 H N} 9.8 924 926 3.4 922.9 LIR: ] 94.0 B 4.0 94.2 943 233 -0.8
“» mnying oflen NA 1%} (3] 09 0.7 0.4 06 1.0 0.7 1.1 03 1.0 09 oA .10 +0.2
Other narcotxcs ’
“ anying not nt all NA LR A3 s A20 804 825 aLs 82.7 820 Ate 84.4 858 852 82 410
% shying often NA 1.8 2.4 20 1.1 1.7 1.7 2.4 22 2.0 18 2.1 1.7 1.7 1.7 (X ]
Amphetiamines .
% anying not at all NA 596 600 60.9 581 59.2 0.5 498 519 53.0 4920 [ 5] [ =] 72 728 +08
“» snying ofien NA <. 10 6.7 1.4 Al 121 12.3 10.1 9.0 [ X3 5.8 45 41 47 408
Rarhiturntes ’
" anying not at all NA 6.0 700 735 736 4.8 74.1 74.3 715 7838 81.1 84.2 2.9 878 882 +068
% anying often NA 4.5 XU 34 33 24 40 42 30 27 7 2.1 18 1.4 17 +03
Tranguilizers . ’ !
~ xnying not at ofl NA 671.7 66O /15 8715 709 no 73.4 0.8 76.9 78 0.4 e [ 1P ) 49 "“.'_-
“» anying oflen NA 55 6.3 49 4.3 32 42 3.5 2.9 29 22 28 28 22 2.1 -0.1
Alcohnlic heverages .
“ anying not ot all NA 6.0 EXH 55 5.2 53 6.0 60 60 60 [ X ] s 6.1 e.9 2.7 +09
“ xnytng ofien NA YN GOR G0.8 61.2 60.2 o 59.3 %0.2 5.7 595 58.0 88.7 8.4 858 ~-09
Approx. N = (NA) (2950) (3075 (3882) (3253) (3259 (360R) (3G43) (3334) (3238) (3251 (3078) (3298) (3300) (2798)
!G'I'F.S. Lavel of signifh e of diffe betwoen the two most recent classan: @ = (¥, an = a1, men = 000 NA indicatrs date not availeble.
catimates wern derived ‘mm responaes o the questions hixted abnve. “Any ihert drug™ includes all druga linted except afcohol.

[ ' ]



TABLE 26

.

Trends in Perccived Availability of Drugs, All Seniors

Percantnge xnying drug would he “Fairly
ensy” or "Vety eary” for them to get®

Q. How difficult do vou think

ot would be for you to Cinsn  Class Clarr  Clars Clans  Class  Class Clu;u Cinan Closs Class Classe Cless Closs Clans

get rack of the following of of of of of of of of of of of of of of of 'S8 - "80

epes of et of o 1975 1078 1073 1970 1379 1980 19A1 1982 1983 1984 1885 1986 1387 1080 1089 chemge

wanted some?
Marijuana 87.3 87.4 819 378 90.1 89.0 R89.2 38.5 8G.2 8486 855 85.2 848 85.0 84.3 -0.7
Amyl & Butyl Nitrites NA NA NA NA NA NA NA NA NA NA NA NA 239 25.9 288 +09
LSD 46.2 374 34.5 2.2 342 359 no 342 309 30.6 3.5 28.5 3.4 33.3 383 +5.0us
ree NA NA NA NA NA NA NA NA NA NA NA NA 228 249 ’ 289 440w
Some other prychedelic 478 35.7 33n n Me _BO 32.7 s 286 26.6 26.t1 249 25.0 26.2 28.2 +20
Cocnine 37.0 J40 3z0 TR 45.5 479 4715 474 431 45.0 4R9 518 54.2 55.0 58.7 +3.7
'(:!nri: NA NA NA NA NA NA NA NA NA NA NA NA 411 42.1 410 +4.500
Cocaine powder NA NA NA NA NA NA NA NA NA NA NA NA 529 50.2 53.7 +3.4e
‘Heroin 242 18.4 17.9 16.4 189 . 212 19.2 208 193 19.9 210 220 23.7 280 N4 +3.4

Some other narcotic
{including methadone) 345 26.9 278 26.1 28.7 294 298 0.4 30.0 azt N 322 33.0 338 8.3 +28

Amphetamines 67.8 61.8 58.1 585 599 613 69.5 708 AR5 682 664 643 845 639 643 404
Barbiterates 60.0 54.4 52.4 %08 49(/‘ a1 54.9 55.2 52.5 51.9 51.3 48.3 4.2 478 34 oS
Tranquilizers 718 £5.5 G4.9 64.3 61.4 59.1 0.8 58.9 55.3 545 54.7 512 406 o1 453 -38

Approx. N = (2627) (2865) (306%) (IH0R) (3172) (3240) (W7} (3602) (I3A5) (3269) (3274) (3077) (3ZT1) (3231) (2808)

NOTF.: Level of significance of diffarence between the twa most recent clasnen: & = .05, s8 = 01, sea = 001. NA indicates data not evaillable.
® Anrwer alternntiven were: (1) Probably imposaible, (2) Very difficult, (3) Fairly difficult, (4) Fairly eany, and (5) Very easy.

SL .
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TABLE 30

Trends in Annual Prevalence of Fourteen Types of Drugs
Among Respondents of Modal Age 19-28

Percen' who used in last twelve months

‘88 -89
1986 1987 1988 1989 change
Approx. Wid. N = (6900} 6800 16700) (6600

Maryuana 36.5 34 8 31.8 29.0 -2.8s8s
Inhalants® be 1.9 3 1.8 19 +0.1
Inhalants. Adjusted™’ 3.0 28 2.4 NA NA
Nxmusr 2.0 03 1.0 NA NA
Hallucinogens 4.5 40 3.8 3.6 -0.3
Hallucinogens, Adjusted® 4.9 P 3.9 NA NA
LSD‘. 3.0 29 2.9 -7 -0.2
PCP 0.8 04 0.4 NA NA

Cocaine 19.7 e T 13.8 10.8 - =3.0s88
Crack® *~ 3.2 3 3.1 2.5 -0.6
Other Cocaine NA .36 11.9 10.3 -1.6
Heroin 0.2 02 0.2 0.2 ! 0.0
Other Opiates® 3.1 3. 2.7 2.8 +0.1

Sumulants, Adjusted®d 10.6 5 - 13 5.8 - 15888
Sedatives® 3.0 2s 21 1.8 -0.5
Barbiturates® - 2.3 21 1.8 1.7 -0.1
Methagualone® 1.3 09 0.5 0.3 -0.2
Tnnquxhurs' 5.4 51 4.2 3.5 -0.5
Alcohol 88.6 89 ¢ 88.6 88.1 -0.5
Cigarettes 40.1 40 37.7 38.0 +0.3

NOTES: Level of signuficancs of difference between Lhe two n10st recent years:
. s = 05 ss = 0] ses = 00:
NA indicates deta not available

%0nly drug use which was not under a doctor s orders 1 included here.
SThis drug was asked about in four of the five qwestionnaire forms. N ig four-Afths of N indicated.

“This drug was asked about in one of the Ave questsennaire forms 1o 1988 (N is one-ARh of N
indicatad), and in two of the five questioans.ire forms thereafar (N 1s two-fifths of N indicated).

dBuod on the data from the revised quesuon. ®hxch sitempis o exclude the inappropriats
reporting of non-preecription sumulants. ’

'Adjnmd for underreporting of amy) and buty! nitnies. See text.
Llh‘u drug was asked about in one questionnaire form N 18 one-Afth of N indicated.

'Adjunod for underreporting of PCP. See wext

BEST AVAILABLE COPY
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TABLE 31

Trends in Thirty.Day Prevalence of Fourteen Types of Drugs
Among Respondents of Modal Age 19-28 ‘

Percent who used in last thirty davs

'88 -89
1986 1987 1988 198 chln‘e
Approx. Wid. N = (6900° 168000 - (68700) (6600)
Marjuans 22.0 20.7 17.9 15.5 ~2.4888
Inhalants® be 0.4 0.6 0.6 05 =-0.i
Inhalants, Adjusted ™ 0.7 0.9 0.9 NA NA
Nitestes! 0.5 0.5 0.4 NA NA
Hallucinogens 1.3 1.2 11 1.1 0.0
Hallucinogens, Adjusted® 14 1.2 11 NA NA
LSDf 0.9 0.8 0.8 0.8 0.0
PCP 0.2 0.1 0.3 NA NA
Cocaine 8.2 6.0 5.7 3.8 - 1.9s88
Crack® ' NA 1.0 1.2 0.7 -0.5
Other Cocaine NA 4.8 4.8 3. -1.4
Heroin (o 0.1 0.1 0.1 0.0
Other Opiates® 09 0.9 0.7 0.7 0.0
Stumulants, Adjusted®d a0 3.2 2.7 2.1 --0.6s
Sedauves® 0.9 0.8 0.7 0.5 -0.2
Blrbxtunul‘. 0 . 0.7 0.5 -0.2
Methaguaione 0.3 0.2 0.1 0.0 -0.1
Tranquilizers® i 8 1.6 1.4 1.2 -0.2
Alcohol 751 75.4 74.0 72.4 -1.68
Cigareties Ji i 30.9 289 28.8 -0.3

NOTES: Lavel of significance of difference between the two most recent years:
s = 05 o5 = .01, sss = 001
NA indicates dsta not available

‘-Only drug use which was not under s doctor’'s orders 1s included here.

drug was asked about in four of the Ave questionnaire forms N 1s four-fifths of N
indicated.

“This drug was asked about in two of the ive questionnaire forms. N is two-ifths of N
indicated.

dBaud on the data from the revised question. which attampts W exclude the inappropriate
reporting of non-prescription stimulants.

'Adj\uud for underreporting of amy) and butyl nitrites. See text.

Ll‘hin drug was asked about in one questionnaire form. N 18 one-ARth of N indicated.

--8adjusted for underreporting of PCP. See text.
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TABLE 32

Trends in Thirty-Day Prevalence of Dailv Use of Fourteen Types of Drugs
- Among Respondents of Modal Age 19-28 S

Percent using daily
in last thirty dave

'88-'8g
1986 1987 1988 1989 change

Approx. Wid. N = (6900) (6800) (6700) (6600

Marjjuana 4.1 4.2 3.3 3.2 -0.1
Inhalants® b 0.0 0.0 0.0 0.1 0.0
Inhalants. Adiusted”® 0.0 0.0 0.0 NA NA
N:musr 0.0 0.0 0.1 NA NA
Hallucinogens 0.0 0.0 0.0 0.0 0.0
Hallucinogens. Adjusted® 0.0 0.0 0.0 NA NA
LSD 0.0 0.0 0.0 0.0 0.0
PCP 00 0.0 0.1 NA NA
Cocaine 0.2 0.1 0.2 0.1 -0.1
Crack® ¢ NA 0.0 0.1 0.0 0.0
Other Cocaine NA 0.1 0.1 . 0.0 -0.1
Heroin 0.0 0.0 0.0 0.0 00
Other Opiates® : 0.0 0.0 00 00 0.0
Sumulants, Adjusted®d 0.2 0.2 0.1 0.1 0.0
Sedatives® 4 0.0 0.0 0.1 00  =0.1
Barbiturates® 0.0 0.0 0.1 0.0 -0.1
Methaquaione 0.0 oL 0.0 0.0 0.0
Tranquihzers® 0.0 0.0 0.0 0.0 0.0
Alcohol N '
Daily 6.1 6.6 6.1 5.5 -0.6
5+ drinks in s row
in last 2 weeks 36.1 36.2 35.2 34.8 -0.4
Cigarettes
Daily 25.2 24.8 22.7 22.4 -0.3
Half-pack or more per day 20.2 19.8 17.7 17.3 -0.4

NOTES: Level of significance of difference between the two most recent years:
s = 05 ss = .01, sss = 00!
NA indicates data not available.

%0nly drug use which was not under s doctor's orders 1s included here.
drug was asked about in four of the Ave questionnaire forms. N is four-fifths of N
indicated.
“This drug was asked about 1n two of the five questionnaure forms. N is two-Afths of N
indicated.

dBuod on the data from the revised question, which attampts to exclude the |
inappropriate reportiag of non-prescripuon sumulants.

®Adjusted for underreporting of amyl and butyl nitntes. See text.
Ll'hu drug was asked about in one questionnaure form. N 1s one-Afth of N indicated.
€Adjusted for underrepo of PCP. See text.

llAny apparent inconsistency between the change ssuimate and the prévalence estimates
for the two most recent classes is dus to rounding.
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TABLE 48

Trends in Lifetime® Prevalence of Fourteen Types of Drugs
Among College Students 1-4 Years Beyond High School

Percent who used in hifetime

‘88 -89
1980 188 1982 1983 1984 198% 1988 1987 1988 1988  change
Approx. Wid. N = (10400 (11300 (1180 (1170) (11100 (1080) (1190} (12200 (13100 (1300)

Marjusna B 65.0 63.3 60.5 65! 590 60.6 $7.9 35.¢ 54.3 $1.3 =30
Inhalanu® 102 88 106 110 104 106 10 132 128 150 +24
Hallucinogens 15.0 12.0 15.0 122 12.9 11.4 11.2 109 10.2 10.7 ~05
LSD 103 85 118§ 8t 9.4 T4 o 8.0 ) 78 +03
Cocaine 220 218 224 25: 217 228 233 206 188 146 =12
Crack® NA NA NA NA NA NA NA 33 34 24 =10
Heroin 0.9 0.6 0.8 03 0s 0.4 0.4 0.6 0.3 07  «04
Other Opiates® 89 8.3 8.1 84 89 63 88 T8 6.3 6 -3

Sumulants® e 295 294 NA Na NA NA NA NA NA NA NA
Sumulants, Adyusted®” NA NA 301 27& 276 254 223 198 117 146 -3
Sedauivas® 137 142 14 522 108 9.3 8.0 6.1 4.7 1 =06
Barbituraves® | 8.1 ) 8.2 66 64 49 5.4 38 38 32 -04
Methaqualone 103 10.4 1.1 9.2 90 7.2 5.8 4.1 2.2 24 ~02
. Tranquilisers® 152 114 11T 108 108 88 107 8.7 8.0 8.0 00
Alcohol 943 952 2852 950 942 953 948 941 B4 93T ~12

NOTES: Lave! of significance of difference batween the two most recent vears:
s = .05 ss=.0), sss = .001.
NA 1ndicates data not available.

*only drug use which was not under s dotior's orders 1s included here.
b1'hn drug was saked about in four of the Sve questionnsire forms N 15 four-ifths of N indicated.
“This drug was asked about in two of the five questionnaire forms  \ 16 two-Afths of N indicated.

dBu«l on the dats from the revised question, which attamptls W exciude the 1nappropriate reporung of non-prescription
stumulants.
.
*Dats are uncorrectad for croe ~time inconsistencies in the answers



Approx Wid. N =

Matjjusna
Inhaiants®
Hallucinsgens
LsD
Cocaine
Crack®
Heroin
Other Opuus‘

Stumulants® od
Sumuiants, Adjusted™”

Sedatives®

Barbiturates®
Methaqualone

Tunqullmn'
Alcoho!l
Cigarettes
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TABLE 46

Trends in Annual Prevalence of Fourteen Types of Drugs
Among College Students 1-4 Years Bevond High School

Percent who used In last twelve months

1980 198: 1982 1983 1984 1083 1986 1987 1988
(10400 (1130% (1150) (1170° 1110) ‘1080) (1190) (1220) (1310)
512 515 44T 452 407 41T 409  3T0 346
3.0 28 2.8 2.8 2.4 31 3.9 3T 4
85 1.0 8.3 65 6.2 5.0 6.0 5.9 5.3
6.0 46 6.3 43 3.7 2.2 3.9 4.0 36
168 160 172 173 163 173 1Ta 137 100
NA NA NA NA NA NA 13 20 1.4
0.4 0.2 0.1 0.0 0.1 0.2 01 0.2 0.2
5.1 43 38° 38 38 24 40 31 3.1
224 222 NA NA NA NA NA Na NA
NA NA  2L1 T3 15T 119 103 7.2 6.2 -
8.3 8.0 8.0 s 35 2.5 256 1.3 1.5
2.9 28 3.2 22 P9 1.3 2.0 1.2 1.1
T2 6.5 6.6 3 25 14 1.2 08 5.
6.9 .8 ] .5 35 3.6 ‘. 38 3.1
905 825 922 . 916 900 920 915 908 896
3.2 376 343 361 332 350 353 380 366

‘88 ~'89

1988  change

(1300:

33.6 -.0
3.7 =04
5.1 =-0.2
A4 =02
8.2 -18
1.5 «0.1
0.1 -0
3.2 -0:
NA NA
4.6 -6
1.0 =03
2.0 4.
02. =03
26 -0.5

896 0C

34.2 =24

NOTES: Level of significance of differance between the two most recant years:
s = .05 os = 01, sss = .00).
NA indicates data not svailable.

80nly drug use which was not under a doctor's orders 18 inciuded here.
SThie drug was ashed about in four of the fivy questionnaire forms N 15 four-Afths of N indicated.

“This drug was asked about in one of the five quesuonnaure forme 1a 1986 (N 1s one-Afth of N indicated), and 1n two of the
five questionnaire forms thereafter (N is tw ~fifths of N indicated)

dBuod on the data from the revised question. which atlempts w exclude the Inappropriate reporung of non-prescripuion

sumulants.



- TABLE 47

Trends in Thirty-Day Prevalence of Fourtsen Types of Drugs
Among College Students 1-4 Years Bevond High School -

Percent who used in laat thirty davs

1980 1881 1882 1983 1984  :985 1986 1987 198 1989 :_...l.:ﬂ\a'g
Approx. Wid. N = (1040) (1130) (11500 (1170° :::0°  :080) (1190} (1220} (1310) (1300 :
Marjuana 340 332 268 262 230 236 223 203 168 163 =03
Inhalants® 1.5 0.9 0.8 0° 0" 10 11 09 1.3 08 =~05
Hallucinogens .7 23 2.6 18 Y ) 1.3 2.2 20 1.7 2.3 +06
LSD C1e 1.4 1.7 09 08 0.1 14 14 11 14 +03
~ Cocsine . 6.9 T3 7.9 65 T6 6.9 T.0 6 42 28 ~l4s
Creck® - NA NA - NA NA NA NA NA 0.4 0.3 02 ~03
Heroin - -~ 03 0.0— 0.0 00 00 0.0 0.0 0.1 0.1 0.1 0.0
Other Opiates® Tt 18 1.1 0.9 . e 0.5 0.8 0.8 08 07 -0
Sumulanu® 134 123 NA NA NA Na NA NA NA NA NA
Sumulanws, Adjuswed®®  NA  NA 88 0 S5 42 37 23 18 13 . =05
Sedatives® 3.8 3.4 2.8 . 10 0 0.8 05 0.6 0.2 =04
Barbiturates® 0.9 0.8 1.0 0% Q- 04 08 0.5 0.5 02 -03
Methaqualone® 3.1 3.0 19 o° 05 03 01 02 01 00 -01
- Tranquiluzers® 2.0 1.4 14 12 vl 1.4 1.8 0 1 08 -03
Alcohol T 818 819 828 803 9. 803 197 784 770 162 -08
Cigarettas 298 250 244 24T 213 224 224 240 226 211 ~-15

NOTES: Lavel of significance of difference between the (wo most recent yesrs:
s= 05 es ™ 0}, sss = 001,
NA 1indicates dats not availadle.

%0nly drug use which was not under s doctor's orders is inciuded here
18 question was asked in four of the five questionnaire forms N s four-Afths of N indicated.
“Thus Question was ashed in two of the five questionnaire ferms N 15 two-fifths of N indicated.

‘Bmd on the data from the revised question, which atlempus o eaciude Whe Lnappropnate reporung of non-prescription
stumulants.



82

TABLE 48

Trends in Thirty-Dsy Prevalence of Daily Use
for Marijuans. Cocaine, Stimulants, Alcohol, and Cigarettes -

Among College Students 1-4 Years Beyond High School

Percent who used dails 1n 1ast tharts davs '

‘88-"29
1980  198; 1982 1983 1934 1985 1986 1987 1938 1988 change
Approx Wid. N = (10400 (11300 (31501 (1170v7 (1110}  (1080) (11R0) (12300  (I310'  (1300'
Maryusna 7.2 Y] 2 38 36 3t 21 23 '8 26 .08
. Cocaine 0.2 00 ~ 03 0.1 0.4 0.1 0.1 0.1 01 00 -or
Sumulanu® b 0.5 0.4 NA NA NA NA _NA NA NA NA NA
_Sumulants. Adjustad® NA NA 0.3 0.2 0.2 00  -01 0.1 00 00 0.0
"Alcohol
Daily 6.5 85 €1 61 66 5.0 Y] LY “ 0 -09
S+ drinks in a row
1n last 2 weeks 439 436 44.0 431 94 44.6 450 428 432 a7 =13
Cigarettes
- Daly 18.3 17 16.2 153 147 14.2 127 139 12.4 122 =02
Half-pack or more R
per dsy 127 119 10.5 96 102 24 63 8.2 k¥ ] 67 -0.8

NOTES: For a2l drugs not included here, daily use 1s balow O 5% in all vears Lavel of significance of difference betwaen the (wo
MON recant years: .
s =.05 o5 .01 08 =001
NA indicates dara not availadle. B
20n.y drug use which was 5ot under a doctor's orders 18 included here '
bBllOd on the dats from ¢he revised question, which stampts W exclude the inappropriate reporting of non-prescription stimtulants

PREPARED STATEMENT OF SENATOR ToM DASCHLE

Chairman Moynihan is not able to be here today, but I want to thank him for
scheduling this important hearing and acknowledge his leadership in this area. An
earlier hearing of this subcommittee focused_on the children of crack cocaine-abus-
ing mothers. That hearing was the impetus for this follow-up hearing on the conse-
quences of alcohol-abusing mothers—fetal alcohol syndrome and effect.

I also want to thank all our witnesses. Some of them have traveled long distances
to tell their difficult, but important stories.

- Too many Americans are unaware of the devastating consequences of alcohol use
and abuse during pregnancy. Because alcohol is a legal drug, few people realize that

. alcohol, if used during pregnancy, can be just as harmful as crack cocaine or heroin.

It's legal, so peo&le think it's okay. .

That's what Kathleen Tavenner thought. Kathleen has shown a great deal of
courage by appearing today to tell her story. She is a recovering alcoholic who has
turned her life around completely and is now heIl{ping other women do the same
thing for themselves and their children. When Kathleen was pregnant, she ab-
stained from other drugs to which she was addicted and replaced them with alco-
hol—the legal, ‘“‘acceptable” drug. . -

But when a woman is pregnant, it is not okay. Its use can result in permanent
damage to the fetus—damage with which the child and his or her family will live
for the rest of their lives. Kathleen will speak to those consequences later this
morning. ) :

Fetal alcohol syndrome, or FAS, affects all races and nationalities and crosses-all
social and economic boundaries.

It is the leading cause of mental retardation in the Western world.

The costs associated with it are astronomical. Every year, more than $1.25 billion
i{s spent in this country on medical, residential, anfiysupport services for FAS vic-

ims. :

Yet very few people understand what a tragic impact FAS and fetal alcohol effect,

a less severe form of FAS, are having on this country’s children and their families. .

I first began to understand the enormitf' of the FAS tproblem -after t'eadmfl Mi-
chael Dorris’ The Broken Cord, which tells the story of his relationship with his
adopted child, Adam Michael’s story was particularly moving to me, as Adam was
born on the Pine,Ridge Indian Reservation, which I represent. In his book Michael
tells of returning to South Dakota to develop a better understanding of his FAS
child. I am pleased that Michael is also here today to tell his story.

Although FAS has no boundaries, its effects are especially felt in Indian country.

The rate of FAS on some reservations is seven times the national average. On Pine --- -
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Ridge, one of every four Indian children is born with fetal alcohol syndrome or fetal
alcohol effect.

Jeaneen Grey Eagle comes from Indian country. She lives with these statistics
along with the statistics that reflect the mahy social ills associated with poverty,
like unemployment rates as high as 50-85%.

But I will let Jeaneen tell her story. She does it movingly.

Finally, I am troubled by the fact that the American public has not faced up to
alcohol’s impact on the quality of the lives of our children—that a pregnant woman
can permanently impair the young life she carries, and that that damage, though
irreversible, is 100% preventable. I am troubled by this fact, because it doesn’t have
to be this way.

I am convinced the American public is well aware of the consequences of smoking.
I am’convinced the American public knows what can happen when they drink and
drive. I am not convinced, however, that the American public is as informed as they
should be on the consequences of drinking during pregnancy.

This hearing is intended to focus public attention on a preventable problem of .
tragic proportions, to assess the Federal response to that problem, and to begin to
look in the direction of solving it.

PREPARED STATEMENT OF MICHAEL DORRIS

Unlike so many good people, scientists and social workers and politicians, who
bhave chosen out of the kindness of their hearts and the dictates of their social con-
sciences to become knowledgeable about fetal alcohol syndrome and effect, to work
with its victims, to demand its prevention, I was dragged to the subject blind-folded,
kicking and screaming. I'm the worst kind of expert, a grudging, reluctant witness,
an embittered amateur, above all else: a failure. A parent. »

I'm a living, breathing encyclopedia of what hasn’t worked in curing or reversing
the damage to one child prenatally exposed to too much alcohol. Certain drugs tem-
porarily curbed his seizures and hyperactivity, but their dampening effects on his
learning ability and personality development are unknown quantities. Fifteen years
of special education isolation in a classrepm, repetitive instruction, hands-on learn-
ing maximized his potential but they didn’t add up to a normal 1.Q. Psychological
counselling introspective techniques, group therapy—had no positive results, and
‘may even have encouraged his ongoing confusion between what is real and what'’s
imagined.

Brain surgery hasn’t worked.

Anger hasn’t worked.

Patience hasn’t worked.

Love hasn’t worked.

When you’re the parent of a FAS or FAE child, your goals change with the pass-
ing years. At first you start with seeking solutions: ideas and regimens to penetrate
the fog that blocks your son’s or daughter’s ability to comprehend rules, retain in-
formation, or even be curious. You firmly believe—because it has to be true—that
the answers are ‘“‘out there.” It's just a matter of locating them. You go through-
teachers and their various learning theories like so many Christmas catalogyes re-
ceived in the mail, determined to find the perfect gift, the right combination .of
toughness and compassion, optimism and realism, training and intuition. Once you
find a likely prospect, you badger her (and most LD teachers seem to be women),
demand results, attempt/to coerce with praise or threat. You become first an ally,
then increasingly a pain in the neck, a judgmental critic, an occasionally hysterical,
ever-persistent nuisance. When the teacher, worn out and frustrated, eventually
gives up on your child, decides he’s beyond her ability or resources to help, she’s as
ﬁlad to see you go as she is relieved that your son won’t be back to remind her of

er limitations. “With a crazy, irrational parent like that,” you imagine her saying
to her colleagues, “no wonder the kid has problems.” :

Do I sound paranoid, cynical? I didn’t used to be this way, but I'm the product of
g, combined total of fifty years of dealing with alcohol-damaged children—for not
only does the son I wrote about in The BROKEN CORD suffer from fetal alcohol

~syndrome, but his adopted brother and sister are, to a lesser and greater extent, vic-
tims of fetal alcohol effect.

My wife and I and our extended families have had no choice but to become a kind
of full-time social service agency specializing in referrals, the admissions policies of
various expensive institutions, the penalties meted out under the juvenile justice
system, the nightmares of dealing with uninformed, often smug, bureaucrats given
by default responsibility for people who can’t make it on their own in contemporary
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America. We were forced to progress from attending increasingly-seur PTA meet-
ings to learning the intricacies of intelligence testing—hoping that the score will
come in below 70 and thus qualify for legal disability. We've had to become ac-
quainted with the admissions policies and maximum length of stays at institutions
like Covenant House, Boystown, and the Salvation Army. We've paid out well over
a hundred and fifty thousand dollars, not counting what our insurance has covered,
for our children’s primary and secondary special school tuitions, counselling, doctors
of every sort, experimental medical procedures, Outward Bound for Troubled Youth,
and private camps for the learning disabled. We have managed to try every single
avenue that’s been suggested to us by well-meaning people who should know what
might benefit our sons and daughter, and nothing—nothing—has consistently
worked for more than a few months. | o

Our older children, now all adults or nearly so, cannot function independently,

cannot hold jobs, tell the truth, manage money, plan a future. They have all at one
time or another been arrested or otherwise detained for shop-lifting, inappropriate
sexual conduct, and violent behavior. Despite all our efforts to protect them, they
have periodically come under the influence of people who, for instance, worship
Satan, or who take advantage of them physically, mentally, and/or financially.
They maintain no enduring friendships, set for themselves no realistic goals, can
call upon no bedrock inner voice to distinguish right from wrong, safe from danger-
ous.
. Okay: maybe it's us. Maybe we're incredibly dysfunctional parents. Believe me,
we've spent years feeling guilty and inadequate, holding on to the belief that if only
we could become better, more resourceful, more sympathetic, more enlightened in
our expectations and requirements, we could alter the bleak future that seems to lie
in store or have already arrived for them. Like every self-reflective father and
mother, we can recall our failures, our lapses, our losses of temper, and time after
time we have added up these short-comings to see if they balance the devastating
total of our children’s current situations. THE BROKEN CORD was written, at
least in part, to further this process, to assign guilt—if not wholly to us, then to
somebody, something—to make not just sense of a senseless vaste, but a difference.
If every stone were overturned maybe something would be discovered that could re-
Vﬁyls; the fate of not just any anonymous afflicted fetus, child or adult, hut of our
children.

But’what the book yielded was worse than the least I had expected. Not only was
there no magic trick, no scientific break-through that could “cure” our sons and
daughter, but from the thousands of letters that have come from around the coun-
try it is clear that our family’s private sorrow is far from unusual. In the year and a .
half since THE BROKEN CORD was published, we have heard from parents rich
and poor, religious and agnostic, of all ethnic groups and every economic strata.
Some live in cities, some in ‘small towns, some on reservations. Some are adoptive
parents like us, some are biological. All love their children, and almost none have
given up hope. But none of them knows what the hell to do next.

The hardest group to answer are the parents of very young children, children who
seem from the symptoms described to be clearly fetal alcohol effected. I recognize
these parents: in the early stages of denial, full of the surety that answers exist.
They want practical advice, experts to consult, books to read, effective doctors to
visit. They want to head off the unpleasant disappointments described in my bock,
to save their child—and themselves from such a miserable chain of events. If THE
BROKEN CORD had been written by somebody else, I woula have written just such
a letter to its author. I would have been skeptical of his pessimism, sure that I could
do better, last longer, be smarter, succeed where he had failed, so when I answer
those letters, I root for those parents, applaud their confidence, ask them to write
back and telli me when things improve. So far, tHere have been no replies.

Alnnost equally difficult to absorb is the mail I receive from parents whose FAS
or FAE children are older than ours. They write with the weary echo of experience,
the products of many cycles of raised expectations. followed by dejection. They tell of
their “fifty-two year old” child, their FAE adult daughter who's just given ﬁirth to
her third FAS baby and is pregnant again and still drinking. They tell of children
serving twenty year prison terms or, in one case, of a “sweet” son sentenced to the
death penalty for an impulsive murder for which he has never shown the slightest
remorse. They tell of children raised in privilege who are now lost among the home-
less on a distant city’s streets, of children once so loving and gentle who have been
. maimed from drug use or knife fights, or, as is so often the case, whé have been
raped. They tell of innocents become prostitutes, of inexplicable suicide attempts,
and always, always, of chemical dependency. They tell of children whose where-
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abouts are unknown, or who are dead at twenty-five. This is not the way it was sup-
posed to happen, these parents cry. It's not fair. It's not right.

We read these letters and wonder: 18 this in store? (

I've even heard from adults diagnosed with fetal alcohol effect—one of them with
a Ph.D. from Harvard and several others with masters degrees. These are highly
intelligent people, the Jackie Robinsons of FAE, who have had to become specialists
on themselves. Through years of observing their own trials and errors, of watching
how “normal” people bezave in a given context and analyzing how that contrasts
with their own uncertain réactions, some of them have worked out complicated for-
mula to simulate a greater connection of the world than they in fact possess. One
woman carries in her purse a card on which is typed a series of questions she explic-
* itly asks herself in attempt to gage the consequences of her possible responses to an
unprecedented situation: What would so-and-so do in this instance? What will
people probably think if I do x, y, or 2? She’s compensating for life in a universe
that’s slightly, almost imperceptibly alien, and speaks a language whose idiom and
nuance are forever just beyond her automatic reach."

The correspondence we've received from around this country, and lately from
around the world, has magnified exponentially our particular family experience, but
hasn’t contradicted it. The letter I've waited for but which has yet to arrive is the
one that begins, “I've read your book and you're dead wrong,” or “my child was
diagnosed as having FAS but we fixed it by doing the following things and now, five
years latér, he’s perfectly fine.”

To what extent does this preventable scourge affect American Indian people? The
answer, like so much about FAS, is ambiguous. On the one hand, prenatal exposure
to ethanol impairs the individual fetus in exactly the same ways whether its mother
~ is.a member of a country club in Greenwich, Connecticut, or an ADC mom on White

Earth. Every human being during development is vulnerable, fragile, easy to poison;

ethnicity acts as neither a shield nor a magnet. Yes, “drinking age” matters, diet
- counts, smoking or other drug use will exacerbate the damage done by alcohc!, but
all things considered, physically no woman needs to give birth to an FAS baby.

The tactors that really make a difference have to do with ephemeral things:
strong family and community support for abstinence, access to good prenatal care
and chemical dependency treatment, clear and widespread information on the dan-
-gers of drinking during pregnancy. And it's here that Native American women are
at a severe disadvantage. Health programs on reservations have been among the
first things cut when the Federal budget gets tight; clinics are shut down, counsel-
ors laid off, preventive educational campaigns scrapped. Access to organizations like
planned parenthood is, in many tribal communities, impossible. Poverty, unemploy-
ment, despair—familiar elements in the daily lives of too many Indian people —lead
to alcohol and other drug abuse. The long range roots of the problem, and their so-
lution, are so much bigger and more complex than just saying no.

When you factor in to the statistics on FAS and FAE those having to do with
prenatal exposure to crack cocaine—which seems to produce in children many of
the same learning disabilities as too much alcohol—we are looking at something
like 300,000 impaired babies born in this country annually. In ten years that’s three
million people. By the time the first generation counted is twenty, it's six million,
and that’s assuming h.stable rate—not the current geometrically accelerating one.
How does our society handle this onslaught, either on a local or a national level?
How do we make laws that equally apply to those of us who can understand the

rules and to a significant minority who, through no fault of their own, can’t? How .

do we preserve individual liberty, free choice, safe streets, mutual trust, when some
members of society have only a glancing grasp of moral responsibility? How do we
cope with the growing crime rate among young people, with “wilding,” with trying
to teach the unteachable?

The thorny ethical issue that has tvoubled me most in thinking about the social

impact of FAS and other such lifelorig but preventable afflictions, concerns responsi-

billty. When, if ever, are we, one-ori-one or collectively, obliged to intervene? It's be-
coming increasingly clear FAS vic'ims beget more FAS victims: a pregnant woman
who can’t calculate the longterm consequences of her decisions is a hard case for
prenatal counselling. It is difficult if not impossible to convince her to defer an im-
mediate gratification because nine months or nine years later her hypothetical child
might suffer from it.- That child is an abstraction, a hazy slmdaw at best, and its
arg:)lment is a great deal less compelling than the draw of another drink or fix.

me studies have suggested that compared to the “average” woman, female FAS

and FAE victims start having children younger, continuing having them longer, and --

ultimately conceive and bring to term more offspring. They are less likely to seek
prenatal care, to abstain from dangerous activities during their pregnancies, or, to
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keep custody of their babies. Statistically a woman who’s given birth to an FAS
baby has almost an eight out of ten chance to do so again, if she continues drinking,
and subsequent siblings are likely to be even more impaired than the first.

These often abandoned or removed children, whether adopted or institutionalized,
are ultimately our culture’s victims and therefore are its responsibility. How to
cope? At the absolute minimum, how do we—especially in a recession economy pay
the medical bills, build the prisons, construct the homeless sheiters? How do we
train special education teachers how to function indefinitely with no hope of suc--—~
cess, or ordinary citizens how to forgive behaviors that are irritating at best, threat-
ening or dangerous at worst? How do we teach compassion for a growing class of .
people who are likely to exhibit neither pity nor gratitude, who take everything so-
ciety has to offer and have almost nothing constructive to give back? How do we
maintain the universal franchise to vote, the cornerstone of our political system?
How do we redefine “not guilty by reason of insanity” to apply to heartless acts

committed by people who are fundamentally incapable of comprehending the law?

To me these questions boil down to a simple analogy: imagine we saw a blind
"woman holding a child by the hand attempt to cross a busy street. The traffic was
fast, she guessed wrong, and before our eyes her child was struck by a truck and
killed. A tragedy we would never forget. Then a year later we come by the same
intersection again, and again there's the woman, but with a new child. The light is
against her but she doesn’t see and tries to cross to the other side. The child is hit,
terribly injured, as we stand by helplessly and watch. The next year it happens
again, and the next, and the next. How many times must it happen before we
become involved? Before we take the woman'’s arm or hold up our hand to stop the
cars or carry her child or at least tell her when the signal is green? How many chil-
dren are too many? When do their rights to safe passage assert themselves? And
how long before the mother herself is killed?—for remember, she’s a victim and at
grave risk, too. It does no good to blame her, to punish her in retrospect for her
blindness. Once the street is crossed the child is dead. She needs help and we need
to find a decent way to provide it. If we turn our backs and walk away, we stop
being innocent by-standers and become complicit in the inevitable accident, accesso-
ries after the fact. .

Let us make no mistake about one point: we're not facing a crisis, we're in one,
though official statistics can be deceiving. A couple of years ago South Dakota, a
State with at that time no resident dysmorphologist, reported a grand total of two
FAS births during the same period in which my friend Jeaneen Grey Eagle, Direc-
tor of Project Recovery in Pine Ridge, estimated that somewhere between one-third
and one-haif of the infants born in certain communities of her reservation were at
high risk due to heavy maternal drinking. Under-diagnosis, unfortunately, does not
equal small numbers. .

But what can we do about it? Each person must provide his or her own answers.
Some of in us—the scientists—can study the biochemistry involved in fetal damage
from drugs, learn to predict which women are most at risk and when, figure out
how much ethanol, if any, is tolerable. Others—advocates and politicians—can ad-
dress the issue of prevention: get out the word, make pests of ourselves, speak up
even when it makes our friends uncomfortable, fight for the future of a child not yet
even conceived. Still others—social workers, psychologists and educators—ean tackle
the needs of the here-and-now, of the tens of thousands of FAS and FAE men,
women, and children who exist on the margins of society. We can devise effective

- curricula, learning regimens, humane models for dependent care.

If we, in this room today, put our minds to it, if only we did our part, we might
not obliterate fetal alcohol syndrome on a global level, but, in all candor, we could
save many lives, many mothers, many babies. All it takes is nine months of absti-
nence, a bit longer if a mother breast-feeds. Three hundred thousand separate and
discrete solutions, three hundred thousand miracles, and it’s a clean year.

And finally some of us, the parents into whose care these children have been
given, whether by birth or adoption, can try to get through another day, to survive
the next unexpected catastrophe, to preserve a sense of humor. We laugh at things
that really aren’t funny—quite the contrary but we laugh, without malice, for relief.
When our oldest son, “Adam”. in THE BROKEN COR%), went with me last fall to
his annual case management meeting, he was asked to list all the accomplishments
in the past twelve months about which he felt especially proud. He drew a blank.

“Then, tell us what you’ve been doing since we met here last year,” the man di-
rected and Adam compYied.

“Well, I went down the stairs and [ opened the door,” he began. “Then I got into
the car and my father took me home. For supper we had . . . .” Adam tried to re-
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member that anonymous meal he polished off some three hundred and sixty-five
da'ys before, stalled, and looked to me for help,

‘Next question, “ I suggested, and the social worker consulted his list.

“Tell me what things you really don’t like to do,” he invited.

Adam’s eyes lit. This was an easy one. “I don’t like to dig up burdocks,” he stated.

1 blinked in surprise. Adam hadn’t dug up burdocks in three years. He was simply
using a response that had worked in the past.

“Wait a minute,” I said. ‘‘Adam, thousands of people all over the country have
read your chapter at the end of the book about how you dug up those burdocks to
help us. People liked that part so much [ think that’s why they gave our book that
prize you have sitting on your dresser. People are very proud of you for what you
gig. I know it wasn’t fun to dig up those plant,, but you should feel good that you

i it)! } B i

Adam was having an especially polite day. He smiled at me, cocked his head, and
asked: “What book would that be?’ ‘

The grind doesn’t get easier and it doesn’t go away. FAS victims do not learn
from experience, do not get well. My wife Louise keeps a diary and a while back she
glanced back over the past four years. That can be dangerous, because there are
some, things you don’t notice until you take the long view. It turned out that as a
family we hadn’t had a single period longer than three consecutive days in all~that
time when one of our alcohol-impaired children was not in a crisis—health, home,
school—that demanded our undivided attention. It often seems to us that their prob-
lems define our existence as well as their ovn, and in that respect perhaps we are
in a small way the forecast of things to come for this country. FAS is not aproblem
whose impact is restricted to its victims. It's not just a woman's issue, not just a
man’s. No one is exempted. These are everybody’s children.

PREPARED STATEMENT OF JEANEEN GREY EAGLE

On the Pine Ridge Indian Reservation abuses take place in many different forms.
"We have alcohol abuse, drug abuse, spouse abuse, elderly abuse, and the most hide-
ous abuse of al], child abuse. The abuse of a child is probably one of the most devas-
tating things that can happen over the course of a lifetime. We all know that if one
is abused as a child the probability to grow up and abuse others is very strong.

One of the saddest abuses is pre-natal child abuse. During the time before birth a
child should have the right to exist, free of any harmful chemicals that cause, birth
defects or mental retardation. A child’s birthright should include the ability to
learn, the ability to reasoh, and most of all a promising future. Many children born
to drinking parents will never have the ability to enjoy the simplest things in life,
let alone know how to reason or how to plan a future.

During the 1950’s-60’s a drug was prescribed to pregnant women called thalido-
mide. This drug caused a variety of bimfeefs which included children born with-
out arms and legs, and also miscarriages. The Food & Drug Administration quickly
traced the source of these birth defects and banned the use of Thalidomide by preg-
nant women. Fortunately, women stopped using thalidomide as it had no addictive
properties. People clearly understood the direct cause and effect of use equals birth
defects and possible death. Each year, across this Nation there are thousands of
children born to mothers who use alcohol and drugs. Even thcugh it has been well
documented that alcohol and drugs cause birth defects and miscarriages the FDA is
very slow to act against a very powerful lobbying force, the liquor industry.

As we are all aware, chemical dependency is just that, dependency. Simple warn-
ing statements on cigarette packages are never read, or if they are many people
suffer from “It will never happen to me,” syndrome. But maybe there would be
more attention paid to this topic if agencies were to get involved and screain from
every rooftop about the dangers of alcohol and drugs, much like what happened
with Thalidomide. Maybe this approach would also bring much needed funding to
provide treatment for pregnant women and their family members. This is not just a
woman thing, this belongs to all of us, men, women, equally. We both share respon-
sibility over what happens to our future generations. i i

For 1989-90 there were 10,269 arrests on my reservation, the Pine Ridge Indian
Reservation. Approximately '25-30% of this total were females. One step further
tells us that the Chief Judge, Pat Lee feels that 95% of all arrests can be attributed
to alcohol and or drug abuse, and yet, Pine Ridge is still considered a dry reserva-
tion where the use and sale of alcohol is supposed to be prohibited. The prohibition
of liquor on the reservation has led to the same scenario the United States wit-
nessed in the 1920's. Bootlegging, manufacturing and sale of alcohol is rampant on
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the reservation. The lack of regulation has often resulted in the sale of liquor to
children leading to extremely high rates of juvenile delinquency and teenage preg-
nancy, and consequently harm to unborn children.

The infant mortality rate on the Pine Ridge Reservation and the Aberdeen Area
is worse than the countries of Cuba, Bulgaria, and Peru. In this great land of plenty,
many babies are born exposed to such high levels of alcohol and drugs before birth,
they die, are born intoxicated and experience life threatening withdrawals shortly
after birth. They are doomed to spend the rest of their life with birth defects and or
mental retardation, which is all 100% preventable.

According to a 1986 study done by the Children’s Defense Fund, the States infant
mortality rate per 1,000 live births was 13.3 compared to a national average of
10.4%. Among non-whites in South Dakota, 90% of whom are Native American the
rate was 27.5%. This number means that of 1000 babies born in the State of South
Dakota 13.3% die before they reach age 1, for Native Americans in the same State
of South Dakota 27.5% of our babies die before their first birthday. I have heard
that number has now increased to 30+ babies per 1,000. Yet nobody is asking why?

In 1986, the Children’s Defense Fund spokesperson Joseph Liu is quoted as saying
“Generally a one year increase like that doesn’t amount to a trend, but what it ob-
viously does is indicate something went wrong that year. South Dakota can’t wait
another year for a trend to emerge. It has to look into it right away.” I remind you
this was said in 1986.

I am upset that 3 years later we are obviously still waiting to see if a trend has
developed, and there are more babies dying. o o

I would like to share a story witch was told to me by a midwife in Pine Ridge who
cares very much what is happening to our people. A woman came to the _hospital
ready to deliver and had never been in prenatal clinic before. A common story. This
woman was obviously intoxicated. When the baby was finally born, a little girl she
would not cry and had a very difficult time breathing. The baby was taken to an-
other room -for more medical care and when the baby started to cry the smell of
cheap wine on her breath was very strong. This baby would not breath because it
was technically passed out. This is child abuse. 3

I know we are all tired of studies, tired because we never see the results or have
an understanding of why it is necessary. I advocate that we find out how many
amongst us are affected, how many children have been born with less than a
normal life. An on-going comprehensive study would allow us the knowledge base to
demand resources to address the problem. Many children with special health and
educational needs re presently unserved or underserved because the extend of their
disabilities or cause has never been determined. It is also felt that if the general
population is made aware of the high numbers of children that are affected then the
implications for future generations could be addressed. At the present time the tribe
is called into believing we don’t have a problem. This problem has been created by
Indian Health in their ihcomplete and inaccurate study which would have us be-
lieve that we only have 4-3\FAS births per 1,000.

I have 10 recommendationy that I feel are very important to us as Native Ameri-
can people and to the Natton as a whole regarding pre-natal child abuse:

(1) We begin as concerned individuals to research a proper legal forum that will
~ address the use of alcohol and drugs by women who are not going to have abortions.
‘That we as a Nation provide a deterrent by placing penalties for giving births to
one or more babies affected by prenatal exposure. :

(2) That the Food and Drug Administration take a more aggressive approach in
the labeling of all alcohol beverages with warnings and also provide an aggressive,
well informed public education campaign.

(3) That all medical schools teach a wide variety of health professionals Fetal Al-
cohol/Drug effects on babies.

(4) that Indian Health Service take a#ffeadership role in this field and provide on-
going FAS/FAE education to medical staff. That health educators become actively
involved on every reservation to teach patients, community organizations, schools,
tribal councils on the consequences of alcohol and drug use by pregnant women.

(5) Indian Health Service provide prevention, education, and treatment aimed at
alleviating fetal alcohol syndrome. Treatment and detox is essential for pregnant
women.

(6) IHS begin immediate Special Needs Clinics across every reservation to deter-
mine the extent of present damage to our populations. That within these clinics spe-
cial needs are not only identified, but also cared for. ’

(7) That the Bureau of Indian Affairs address the issue by screening within the
school system and identifying their affected populations. Special programs and ther-
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apy should then be provided instead of the typical storage mentality for learning
disabled children. ‘

(8) That a comprehensive study take place to determine the extent of effect on all
reservations. That all post studying on our reservation be rendered inaccurate or
flawed because of lack of certain unique characteristics and traits.

(9) Tribal courts receive training and resources adequate to apply any such law to
its fullest extent, regarding the investigation, arrest, prosecution, and judgment of
prenatal alcohol drug exposure and its subsequent birth defects. Depending on the
appropriateness of the situation, whether its the 2, 3, 4 offense an enforcement and
bringing into compliance offenders who have willingly or by court order have sub-
mitted, themselves to an appropriate diversion/rehabilitation program.

(10) That IHS print the FAS adolescent manual which contains the 10 y.ar study
by Anne Streisgaieter—which includes a working knowledge of how to work with
FAS adolescents. ‘

My friend, Michael Dorris wishes he could be here today. Unfortunately, his son
Adam, for whom the Broken Cord was written is undergoing brain surgery. He is, as
we all know fetal alcohol syndrome affected and has suffered a lifetime for prob-
lems, including severe seizures. Now, today surgery is being performed to see if the
seizures can be stopped if not slowed down. When you pray today, remember this
brave young man and his fight to find a normal lifestyle, which is his god-given

right. ,

PREPARED STATEMENT OF CHRISTINE LUBINSKI

Thank you for offering the National Council on Alcoholism and Drug Dependence
tlh? opportunity to testify on fetal alcohol syndrome and other alcohol-related birth
defects.

P Il\{ly name is Christine Lubinski and I serve as NCADD's Director for Public
olicy. -

The National Council on Alcoholism and Drug Dependence is the Nation'’s ninth
largest voluntary health organization and the cnly one dedicated solely to reducing
the incidence and prevalence of alcoholism, other drug addictions and related prob-
lems. Since 1944, NCADD has been a nationil leader in alcohol policy, education,
prevention and treatment and is dedicated to supporting innovative appioaches to
advance the field. NCADD serves as an advocate for alcoholics, other drug depend-
ent persons and their families and for the development of alcohol and other drug
policies in the best interests of the public health. NCADD has strong links with
© community-based organizations through its 190 affiliates in 36 States.

NCADD has a long history of prevention, education and advocacy in efforts to
reduce the toll of alcohol-related birth defects. Since 1983, NCADD has facilitated
an annual community-based educational campaign about alcohol-related birth de-
fects beginning on Mother’s Day. We mail 1500 comprehensive informational pack-
ets to health professionals and other community leaders. These packets include in-
. formation ranging from basic information about birth defects associated with alco-
-hol and other drugs to recommendations about strategies to inform the public about
the risks of alcohol and drug use during pregnancy and initiatives to encourage the
expansion of alcoholism and drug treatment for pregnant women and their children.

NCADD supports legislative and regulatory changes to increase public Center for
Science in the Public Interest, NCADD led the coalition oi over 100 organizations
which successfully facilitated the adoption of warning label legislation by the Con-
gress. The warning label, now required by Federal law, includes a specific warning
regarding the risks of drinking during pregnancy. We have also lent support and
technical assistance to dozens of successful efforts across the Nation to require
warning posters at points of purchase for alcoholic beverages about alcchol use
during pregnancy. :

In May, 1989, NCADD organized the Coalition on Alcohol and Drug Dependent
Women and Their Children as part of our ongoing work to increase access to quality
treatment services for alcoholic and drug dependent women and to prevent alcohol
and other drug related birth defects. Our goal is to counteract the growing trend to
punish rather than treat pregnant alcoholi¢ and drug dependent women by develop-
ing a humane, public health response and to unite the various organizations which
share a concern about the many dimensions of maternal and child health. The Coa-
lition provides a forum to share ideas and concerns and to receive state of the art
information for the many disciplines who work with alcoholic and drug dependent
women and their families. It acts as a catalyst for multi-disciplinary approaches to
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address the problems associated with maternal addiction including alcohol-related
birth defects. .

There is a crisis in maternal drug addiction in America today. In recent months
the news media has been filled with articles reporting this tragic story. What has
been missing from the media, and from the national “War on Drugs” in general, is
attention to the nation’s most serious drug problem—alcohol and alcohol-related
birth defects. Fetal Alcohol Syndrome remains one of the top three causes of mental
retardation due to birth defects in America, and is the only one of these three
causes that is completely preventable. At least 5,000 infants are born each year with
full blown Fetal Alcohol Syndrome (FAS) and another 35,000 with lesser alcohol-re-
lated birth defects. Given haphazard identification and reporting of FAS in many
parts of the country and the absence of reliable diagnostic criteria for other fetal
alcohol effects, the number of alcohol-affected children is probably much higher.

While public concern about pregnant illicit drug users is certainly justified, there
is little doubt that many more women who are pregnant or of child-bearing age are
alcohol users. Alcohol, unlike illicit drugs, is widely available, inexpensive, and
heavily promoted to women. Because of the integration of drinking into American
life as well as the depiction of alcohol in ads as appealing, sexy and benign, we must
be vigilant in our efforts to educate all Americans, and especially pregnant women,
about the grave health risks associated with drinking. If the long-term consequences
of in utero cocaine exposure are still unclear, the impact of alcohol exposure on
human development is all too clear. Mental retardation, heart and limb abnormali-
ties, profoundly limited analytical abilities and poor judgment are just a few of the
deficits faced by Fetal Alcohol Syndrome children and their families over the course
of a lifetime. In addition, alcohol-affected children are themselves at high risk fo;/"
the development of alcoholism, triggering an intergenerational cycle of addiction
which may haunt a family for decades.

Pregnant alcoholic women and their children are faced with a system of health
care poorly suited to meet their many needs. The public alcoholism and drug treat-
ment system is unprepared and sometimes unwilling to provide comprehensive serv-
ices to pregnant alcoholic women and their children. The National Association of
Alcohol and Drug Abuse Directors (NASADAD) reports that the publicly funded
treatment system is able to serve only 11 percent of the 280,000 pregnant alcoholics
and drug dependent women in need of treatment. Many treatment facilities refuse
to accept pregnant women. Very few provide childcare for infants as well as other .
dependent children. There is ample evidence that treatment interventions during
the course of pregnancy do significantly improve pregnancy outcome. But the
Nation is tragically unprepared to provide a system of prenatal care and compre-
hensive treatment services to alcoholic women_and their families. Alcoholism is a
treatable illness and millions of individuals and families have successfully recov-
ered. In the absence of an environment which encourages alcoholic mothers to seek
help and which offers high-quality comprehensive treatment services, women die
prematurely and children struggle through life with profound disabilities.

Not only has the Nation been slow to develop a network of treatment services for
women and their children, but the current hostile environment hardly encourages
alcoholic women to seek help. Public attention to alcohol and other drug-affected
children has been coupied with growing hostility toward women who use alcohol or
other drugs during their pregnancies. Dozens of drug dependent women have been
prosecuted for their drug use during pregnancy and there has been at least one case
of a pregnant alcoholic woman being charged on the basis of her drinking during
pregnancy. In our view, such policies are inhumane, fail to recognize alcoholism and.
drug addiction as illnesses, and discourage women from acknowledging their prob-
lem and seeking services. Given the notable absence of adequate treatment services
virtually anywhere in the Nation, criminal prosecution and other punitive measures
blame the victim for a system that is wholly inadequate to meet her needs. And the |
consequences for children—increasing numbers of children born with birth defects
who languish in actively alcoholic homes or in the Nation’s overwhelmed foster care
system. . .

Alcohol-related birth defects must be addressed as a public health problem, with
aggressive research, prevention, education and treatment measures. There are sig-
nificant steps the Congress can take to insure that every person in the Nation is
aware of the risks associated with alcohol consumption during pregnancy, that
every alcoholic and drug dependent woman in the Nation has access to comprehen-
sive treatment services sensitive to her needs as a woman and a mother, and that
every child born alcohol affected receives the very best our health, educational and
social service systems-can provide.
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TREATMENT

We must develop and institutionalize a basic system of care for pregnant alcoholic
and drug dependent women in order to intervene and prevent the long term and
devastating impact of alcohol and drugs on women, their children and families. Al-
coholism and drug dependency treatment is the most important prevention st1ategy
which we can implement to prevent low birthweight, transmission of AIDS and
chronic physical and emotional disabilities associated with prenatal exposure to al-
cohol and other drugs. ‘

The single most important step which this Committee and the Congress can take
is to enact a Medicaid family care proposal like that embodied in Senator Moyni-
han’s S. 3002, introduced during this last session of the Congress. Senator Moyni-
han’s proposal would allow, at a State's-option, Medicaid to cover comprehensive
services to pregnant alcoholic and drug dX?n nt women, their children, and a
caretaker parent of those children. The legislation would fund long-term residential
treatment for pregnant women and their children up to 12 months after they give
birth. If we are serious about preventing alcohol related birth defects, we have to
get serious about treating alcoholic women and their families, because these women
have lost their ability to make choices about drinking during pregnancy. Institution-
alizing a funding mechanism for quality, comprehensive treatment through the Fed-

“eral healthrinsurance program for low-income Americans is timely and appropriate. -

Congress should also fund treatrient initiatives for Native American pregnant
and post-partum women and their children. It is well known that the incidence of
alcoholism in a number of Native American tribes is dramatically higher than that
of the general population. Native American women between the ages of 15 and 34
are 36 times more likely than white women to have cirrhosis of the liver. Appropri-
ate treatment resources for Native American women are scarce and the level of hos-
tility toward Native Americafi women who drink during pregnancy is on the rise.
We must fund therapeutic interventions for Native American women and their chil-
dren and end. practices cif forced incarceratian and automatic removal of infants
from the care of their mothers. During the last Congressional session, Senator Kohl
introduced S. 2559, the “Comprehensive Assistance to Substance Abusing Families
Act of 1990.” This biil would have authorized a grant program administered by the
Indian Health Serice which would support the development and expansion of alco-
holism and drug treatment programs to serve pregnant and post-partum Native
American women and their children. The programs would establish important link-
ages with likely points of access for high risk women including family violence and
homeless shelter programs, public housing and prison programs. Early intervention
and the provision of comprehensive health and social services for mother and chil-
dren will greatly reduce the terrible toll of alcoholism and alcohol-related birth de-
fects on the Native American community.

S. 2559 addressed another key population of women--women in prison. While a
substantial majority of women in prisons report some alcohol or other drug involve-
ment, treatment programs are virtually non-existent for the female prison popula-
tion. Frequently pregnant women in prison are faced with the absence of any prena-
tal care services. S. 2559 contained a provision entitled the “Comprehensive Preven-
tion and Treatment Services for Women in Prison” which would establish pilot pro-
grams ir at least 20 State and local jails or prisons to provide comprehensive drag
and alcoholism treatment services for women, and in the event of pregnancy, prena-
tal and post-partum care.

In addition to enacting pending legislation in these areas, we must strengthen the
accountability mechanisms in the women'’s set-aside of the Alcohol, Drug Abuse and
Mental Health Services (ADMS) block grant. The set-aside is one example of Con-
gressional attempts to support programs for women with alcoholism and other drug
addictions. This law requires that States spend 10 percent of their ADMS block
grant on new and expanded prevention and treatment services for alcoholic and
drug dependent women. Since 1985, the set-aside has represented $364 million thatl
States have been required to spend on services for women. But the commitment of
the States to creating women's programs has been minimal’ Numerous reports docu-
ment the virtual absence of treatment programs which serve women and their chil-
dren, generally, and pregnant women, specifically. Congress specifically identified
the need for programs to serve these two populations in the set-aside legislation. We
must strenithen mechanisms for accountability for the women’s set-aside of the
ADMS block grant. One option is to require States to use a centralized categagical
grant process for distribution of funds and report to the Federal Government annu-
ally regarding the establishment and expansion of discrete treatment programs
which provide services to pregnant women, and other women with children.
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- We must also increase financial support for the Pregnant and Postpartum Women
and Their Infants demonstration projects administered by the Office for Substance
Abuse Prevention. This demonstration represents the first national effort to estab-
lish programs specifically for pregnant women, their infants and children.

PREVENTION -

Given the fact that most children born with fetal alcohol syndrome and other
severe drug-related birth defects are the children of alcoholic and drug dependent
mothers, treatment opportunities for mothers and their children must, be on the
front line of prevention initiatives. However, we also know that any drinking during
pregnancy may impair the developing fetus so that all women who drink while
pregnant are at risk, whether or net they are alcoholic.

Although great strides have been made through the enactment of warning label
and warning poster legislation, there is still work to be done. Unlike crack cocaine
and heroin, alcohol is a heavily promoted legal drug. Advertisements for alcohol in
the broadcast and print media, specifically targeted to worien, offer no infarmation
about the health and safety risks associated with drinking, including the risk of
drinking during pregnancy. In fact, many of these ads attempt to induce women to
drink by associating alcohol with economic and sexual success. It is critical that we
counter these deceptive messages by ensuring that women receive vital health and
safety information about alcohol. In the last Congress, Senator Gore introduced the
“Sensible Advertising and Family Education Act.” This bill would have required
that all alcohol advertisements be accompanied by rotating healti messages about
alcohol risks, including a specific warning about drinking during pregnancy. Too
few women receive prenatal care and too many health professionals still fail to edu-
cate their clients about alcohol use during pregnancy. The Federal Government has
a responsibility to insure that the legal drug, alcohol, is marketed in a fashion that
does not compromise the public’s health. Requiring specific warnings on alcohol ads
make an enormous contribution to our collective efforts to empower women to make
informed choices about their alcohol use.

Finally, a substantial increase in alcohol excise taxes would make a substantial
contribution to primary prevention of alcohol-related problems, including alcohol-re-
lated birth defects. While the budget resolution did include an increalse in alcohol
excise taxes, the increases were modest, especially on the price of beer A significant
body of research has demonstrated that there is a link between the price of alcohol-
ic beverages, the amount of alcohol consumed, and the extent of problems attendant
on that alcohol consumption. Research suggests that both young drinkers and heavy
drinkers—including alcoholic persons—are sensitive to the price of alcoholic bever-
ages and will reduce their consumption subsequent to a price increase. A substag-
tial price hike on beer, wine and distilled spirits will result in a reduction in overall
consumption with an accompanying reduction in alcohol-related problems, including
alcohol-related birth defects. .

SERVICES FOR ALCOHOL AND OTHER DRUG AFFECTED CHILDREN

We must increase access to services fér children with alcohol and other drug re-
lated birth defects. Congress should formally expand Head Start eligibility to in-
clude infants and toddlers and increase financial support for this program to ensure
availability of the full range of services needed by these families. Education for the
Handicapped programs can be enhanced by increasing Federal financial support for
specialized instruction and related services under Part B and by enhancing Part H
by making it a permanent program. We should increase Federal financial support to
ensure that all States participate, and amend the definition of Federal eligibility to
include children who are at risk of being developmentally delayed, many of whom
have alcohol and drug related birth defects. D

All of these initiatives will contribute to reducing the toll of alcohol-related birth
defects and to allowing alcohol and drug affected children to realize their full poten-
tial. However, real movement in this direction will require a fundamental change in
the rhetoric and policies now associated with the “War on Drugs.” We must recog-
nize alcohol’s role as the Nation’s favorite drug and the drug which is associated
with more mortality and morbidity than all illicit drugs combined. We must ap-
groach alcohol and other drug problems from a public health perspectivé. A public

ealth perspective challenges us to change the environment which fosters alcohol
and other drug problems—alcohol promotion, poverty; housing shortages, fundamen-
tal gaps in our health care system, violence and hopelessness.
e National Council on Alccholism and Drug Dependence is grateful for this
hearing and your interest in this subject. We encourage you to review some of the
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policy initiatives outlined here and consider taking a role in facilitating their enact-
ment in the next session of Congress. Alcohol has been sorely neglected in the policy
discussions about prenatal addiction, and the omission has serious implications for
any concerted effort to reduce the numbers of drug-effected children. The very qual-
ity of life for thousands of women and their children is at stake.

PREPARED STATEMENT OF SENATOR DANIEL PATRICK MOYNIHAN

4 All children are not born equal. Some are born suffering from Fetal Alcohol Syn-
rome. .

These children suffer educational, emotional and social problems throughout their
lives. They are often mentally retarded, scoring an average of two standard devi-
ations below the mean on 1.Q. tests. By the time they reach adulthood, they cannot
perform such basic tasks as following a television program or cashing a paycheck.

The costs to us of Fetal Alcohol Syndrome are huge. The care for some quarter-
million affected children and aduits cost $1.5 billion in 1980. Post-natal care can cost
;{)030033500 per day; special education, $20,000 per year; and institutionalization,

As Chairman of the Subcommittee on Social Security. and Family Policy, I am
particularly concerned about the impact of Fetal Alcohol Syndrome on the family.

Raising these damaged babies is enormously difficult. They often do not respond
to their families. Michael Dorris, who joins us today, and who authored The Broken
Cord, eloquently expresses the struggle of parenting afflicted children. He says: “For
ten years as a single parent I convinced myself that nurturing, a stimulating envi-
ronment—and love—could open life up to my little boy. It wasn't true.”

Tragically, the families most likely to have afflicted children are the families least
able to care for them. According to available data, women who are most likely to be
alcohol abusers, and thus to bear Fetal Alcohol Syndrome children, are single, sepa-
rated, or divorced; relatively poorly educated; young; lacking in self-esteem and un-
employed. This is a group of women that also often ends up on welfare.

Many afflicted children have no parents at all. In one stud: of eleven Fetal Alco-
hol Syndrome children, the mothers of three of the children died from alcoholism
before the children had reached age six. This is yet another example of one of the
most alarming trends of the past decade—the emergence of the no-parent family.
Because many families are unable or unavailable to care for affected children, the
children—up to 75% of them—go into foster care, a system that is breaking down.
Since 1985, the number of children entering foster care has grown steadily from
270,000, to more than 360,000 in 1990.

Families from certain groups experience the tragedy of Fetal Alcohol Syndrome
more than others. Native American women are 36 times more likely than white
women to give birth to afflicted children, and black women are 9 times more likely.
The reasons for this higher rate of incidence will hopefully be addressed this morn-
ing by our witnesses.

nfortunately, there are few avenues of help open to alcohol-abusing mothers-to-
be. Indeed, we were shocked to discover last year that drug abuse treatment services
were not covered by Federal Medicaid. I introduced a bill to make it so. And last
month, the legislation was enacted.

Moreover, I introduced another bill, the ‘“Medicaid Drug Treatment for Families
Act of 1990,” to specifically permit Federal Medicaid to reimburse substance abuse
treatment services provided in residential settings to low-income women and other
eligible family members. Comprehensive education, counseling and referral services,
as well as child care and room and board would be provided. Regrettably, the Con-
gress did not pass this bill. But I plan to reintroduce a similar measure during the
next session.

The consequences of Fetal Alcohol Syndrome can be seen everywhere: in our
foster care program, our schools, our health care system. Alcoholism in women,
whether in the reservations, the inner city, or suburbia, requires our attention now.
Todny we are here to learn about Fe¢tal Alcohol Syndrome. And, at least, we will
know by the and of this hearing what the questions are that need answering.

PREPARED STATEMENT OF KATHLEEN J. TAVENNER

I am recovering from the disease $f chemical dependency. My name is Kathleen. I
appreciate this opportunity to place my personal testimony of recovery with this
committee, and I commend the committee on its concern.
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This is an issue that Congress must pay attention to, not only for obvious humane
reasons, but also how the grave problem of addiction affects the American pocket-
book. It is my belief that by invecting more money in the forefront, by offering ho-
listic treatment services to women, and their families, it would save millions of dol-
}_ars_lin the longer term, as well as preserve our greatest natural resource, the

amily.

I would also like to remind the committee that my story is not unique. Addiction
is a multigenerational, %enetic disease that has devastating effects on the entire
family system. There is hope for recovery. Change can and does occur with proper
treatment and intervention. There are thousands of women like me, who, with the
proper help have been able to put their lives back together, become productive citi-
zens, and play an active role as “‘mom” to their children.

When we speak of people suffering from this disease, we must try to remember
that these individuals are sick, they are not bad. We must try to employ them with
empathy, rather than harsh judgment, for one of the symptoms of the disease of
alcoholism is denial.

I believe that my life has been a great teacher for many that have heard it: on
the tragedy of alcoholism, the lack of intervention (due to ignorance and fear) and
the lack of appropriate treatment services for women.

I was raised in an upper middle class home in Montgomery County, Maryland,
attended parochial school, and had an above average 1.Q. My father was a “func-
tioning alcoholic,” and my mother was codependent on my father, that is her life
completely revolved around his drinking, to the point that she couldn’t take care of
herself, and had a hard time coping with all of her children. As his disease pro-
gressed, so did hers. There were many secrets in our home.

All seven children went through emotional abuse and neglect, as neither parent
was able to provide us with the emotional support and nurturing for healthy self-
esteem. Today I accept that both of my parents were sick, not bad parents.

Research shows us that this disease is genetic. I was certainly pre-disposed, that
is, if I used I would become addicted. As an adolescent I had no self-esteem, no self-
worth, and was truly a victim of my environment.

I naturally was drawn to other youngsters, like me, who were also from alcoholic
homes, and were experimenting with drugs and alcohol. I ﬁnall{ fit in! I became
sexually active (another predictable behavior), got pregnant and left home at 16 to
move in with my drug-addicted 19-year old husband.

That marriage lasted 10 years and we had three children. I would stop using
“hard drugs,” when I became pregnant and would substitute with the legal drug,
alcohol. In my mind I would minimize alcohol use, and felt as if it were perfectly
alright to drink. My 17-year old daughter-is a victim of my disease today. She suf-
fers from Fetal Alcohol Syndrome (FAS) directly secondary to my alcohol use. Her
name is Karli. She will be 18 in February, She will then qualify for Social Security
income. I diagnosed Karli myself just two years ago. I work in the addiction field at
Mt. Manor Treatment Center where we have a women’s.and children’s treatment
program. I was exposed to a lot of current research, and took her to Georgetown
Developmental Clinic for testing. Their diagnosis coincided with mine, that is, all of
her deficiencies are directly secondary to alcohol consumed during pregnancy.

This was not the first time she had been tested. She was tested at two other hospi-
tal development clinics, and is tested bi-yearly in her special education learning
cenggtxi. She has been diagnosed with cerebral palsy, emotional delayed, mentally re-
tarded, etc.

Karli was born three weeks early. She was small with a small head circumfer-
ence. She has some recognizable FAS facial features: small fingernails, slight in
build, and frail limbs. Her fine and gross coordination is dysfunctional. Karli cannot
write in cursive, she cannot hold a pen for a very long length of time, she cannot
ride a bike. Karli cannot tell time, nor understand the concept of mathematics or

-money. Karli will always need to be cared for, either at home or in a group home
for retarded adults. The only reason Karli’s life looks like this, is because of alcohol
consumed in utero. FAS is the number one cause of mental retardation in the
United States.

I can remember, especially after Karli was born, feeling that I had to drink and
drug because I had so many problems in my life. I had no idea that the problems in
W life were due to the drugs/alcohol. I tried everything to pull my life together.

e moved often, trying to “fix"’ our life. By the time my son was 13-years old, he
;u};l }E)_een to 16 different schools. I decided that my husband was the problem, so I
eft him.

The most painful memory of my addiction is the tremendous guilt and shame that
I experienced around my children. I remember feeling so confused. I loved my chil-



95

dren so very much. They were tll that mattered, yet my behavior didn’t reflect this
love. I came to believe that I was immoral, insane, and a terrible mother.

I remarried another abusive man who was also addicted. Again in my chemical
induced insanity, I tried to “fix” my life, and had two more pregnancies. If I have
another baby, it will force me to pull my life together. In my mind, I only wanted to
be a good mother. I wanted the white picket fence and a normal existence. I would
wake up every morning and promise myself and the kids I wasn’t going to drink/
drug, only to give in to the pain and cravings of my addiction.

Neither of those two children survived; one was born prematurely, the other died
of SIDS. I believe both deaths were secondary to my addiction.

I was addicted for about 15 years. During those years, I had five full term preg-
nancies, all delivered in community hospital clinics. I was a client of many agencies,
including Social Services, Housing Opportunities Commission, WIC, etc. I was re-
ported for neglect to Child Protective Services. It is truly a tragedy to think there
were 80 many opportunities for intervention of treatment, yet everyone turned their
heads to the obvious.

I finally did get treatment, after ending up in a detox unit, due to an overdose,
and a counselor persuaded me. I went through Mt. Manor Treatment Center, a 30-
day program. I walked in believing I was a bad person. I was treated with love and
respect, and they educated me about my disease. That was my beginning.

I needed much more than a month. I was a high school dropout on social services,
with poor communication and social skills, no jo% skills, and poor parenting skills. I
was in distress with grief and shame, was extremely codependant, and was over-
whelmed with so much fear, I dreaded even driving a car.

At that time the only long-term treatment was a punitive therapeutic community.
I went despite the fact I was separated from my kids. I totally disagreed with their
philosophy of punishment and shame. I knew in order to stay sober I had to obtain
some life skills. I did get my G.E.D. while in treatment; however, I only saw my
children twice in 10 months, so I left.

Today, I am Regional Director of Marketing for Mt. Manor Treatment Center. All
three of my children live with me in my home in Montgomery County. My son is a
sophomore at the University of Maryland, and my two daughters are in county
schools. My children are loved and nurtured. We are no longer on welfare and we
give to our community.

I have found that my daughter, Karli, can teach us all a valuable lesson. 1 ho
that Congress will learn from her. Her message is one of love, the most powerful
weapon in this war on drugs. ;

We need better training for our social service workers, nurses, doctors, etc, for
earlier intervention to avoid future tragedies. We need longer term inpatient treat-
ment for pregnant women and their children.

We need holistic, intraagency services to meet all the needs of these populations
(schonling, job skill training, parenting, housing, cultural issues, co-dependency, day
care) so that these women can become independent from drugs, alcohol, welfare, and
abusive relationships. Cost effective treatment will save millions down the road in
social services, foster care, handicapped and judicial monies.

If medical assistance covered long-term treatment for pregnant females and they
are in a protected environment, kept drug/alcohol free for the duration of their

Wegnancy, isn’t that a success? Don't we owe that protection to these children?
on’t the government save millions on helping women birth unexposed infants?

I thank you for this opportunity to share my story today.

PREPARED STATEMENT OF JACK F. TROPE

Mr. Chairman and members of the Social Security and Family Policy Subcommit-
tee of the Senate Finance Committee, my name is Gary Kimble. It is an honor for
me to be here today to testify as Executive Director of the Association on American
Indian Affairs, Inc. (AAIA). With me is Jack F. Trope, AAIA Staff Attorney. The
Association is a national citizens' organization headquartered in New York City
with field offices in South Dakota, Arizona and California. It is dedicated to the pro-
tection and enhancement of American Indian and Alaska Native rights. Policies and
programs of the Association are formulated by a Board of Directors, the majority of
whom are Native Americans.

The Association has a long-standing interest in Fetal Alcohol syndrome and Fetal
Alcohol Effect and, in fact, worked with then-Representative Daschle, at his request,
to develop the Indian Juvenile Alcohol and Drug Prevention Act of 1985 (ultimately
enacted in altered form as the Indian Alcohol and Substance Abuse Prevention and
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Treatment Act subtitle of the Anti Drug Abuse Act of 1986). AAIA testified at hear-
ings pertaining to that bill in both Washington and Rapid City.

his subcommittee’s interest in this issue is of vital importance to Indian chil-
dren, families and tribes because this subcommittee has gurisdiction over many
funding programs which can provide the tools needed to address this problem. As
recognized by other witnesses, F. A. S. and F. A. E. visit the problem of alcohol
abuse upon the most innocent victims and deprive them of the ability to fully func-
tion in their society. This inability is not only devastating to the victims but to the
Indian community in general.

Our testimony today will focus upon possible (and admittedly partial) solutions to
these problems—particularly solutions that are within the jurisdiction of this sub-
committee. This Committee has jurisdiction over the funding Erograms which pro-
vide the basic funding for State and territorial programs which address critical
human needs such as the prevention and treatment of alcoholism, and specifically
F.A'S. and F.A.E. Unfortunately, with limited exceptions, the operative statutes for
those programs do not include tribes even though tribal governments have the
direct responsibility for serving their communities and in general have proven to be
the most effective service providers for their people.! It is for this reason that the
interest of this committee is so critical. We hope that this hearing is the start of a
process which will include tribes in these essential grant programs:

—the Title XX Social Services Block Grant

—Title IV-B child welfare services

—Title IV-E foster home program; and

—the Alcohol, Drug Abuse and Mental Health Block Grant.

Today’s reality is that social services programs for Indian communities, including
programs to deal with substance abuse, are woefullfr inadequate. In 1988, AAIA ana-
lyzed the entire Federal budget to determine the level of funding for Indian social
services programs. (Attached as Exhibit A). The total expenditure amounted to ap-
proximately $100 million from all sources, less than $60 per Indian person. Al-
though we do not know the comparable figure for the non-Indian pogulation, it is
certainly a much greater amount per person—and this is true notwithstanding the
greater need (and relative service population) in Indian communities because of
their lower socio-economic status and the problems which arise from these higher

verty levels. Moreover, many of the funds included in that $100 million were
‘one-time only”’ appropriations, not ongoing funds.

Funds for existing tribal social services programs are largely based upon competi-
tive grants and the resources available vary greatly from year to year. This serious-
ly impedes tribal efforts to establish on-going and effective service programs. The
Federal Government provides certain services, but much of the money appropriated
is wasted in bureaucracy. This inadequate budget in social services is part of a large
budgetary problem identified in the recent Congressional Research Service Report,
“Trends in Indian Related Federal spending—fiscal year 1975-1991.” In that report,
CRS found that in constant dollars Federal spending for Indian programs has de-
creased by 2.11% annually during that time period whereas overall domestic spend-
ing has increased by 2.01% annually.

If programs to address the scourge of F.A.S. and F.A.E. and other devastating
social problems are to be developeg, the locus of such efforts must be the tribe.
Tribal communities are best situated to provide such services to their communities:

—Tribal governments are largely independent from States. They have a direct
government-to-government relationship with the Federal government.

—Tribal programs are more attuned to the special cultural needs of their commu-
nities. For example, the 1988 CSR, Inc. study, commissioned by the Depart-
ments of HHS and Interior, showed that tribal child welfare programs were, in
many ways, outperforming State Systems, notwithstanding unreliable and inad-

uate funding sources.

In fact, the 1988 study made an observation ths* is applicable to many tribal

social services programs: ;

funding for tribal child welfare programs comes from a hodge-fpodge of
sources that requires tribes to scramble and compete annually for small
and unreliable grants. This funding pattern makes continuity in services

! Programs which currently provide for tribal allocations, include the Vocational Rehabilita-
tion Act (29 U.S.C. 724, 730), Library Services and Construction Act (20 U.S.C. 3851c-351e, 361~
%?GJ.kC(l;ean Water Act (33 U.S.C. 1377) and the recently enacted Child Care and Development

oc rant. -
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nearly impossible and the delivery of the quality services observed in this
study obtainable only through the professionalism and dedication of [tribal]
program staff.

In order for tribes to begin a systematic counteroffensive against F.A.S. /F.AE. on
the reservation, as well as other pressing social problems, tribes must receive con-
sistent and adequate funding. The programs under this subcommittee’s jurisdiction
provide perhaps the best source of such funding. Indeed, in view of the status of
tribes as domestic dependent nations and their special relationship with the Federal
government, it is long overdue for tribes to receive direct allocations from these pro-
grlamg just as do American Samoa, the Northern Mariana Islands and the Virgin

slands.

We propose the following:

1. Require the Secretary of H.H.S. to reserve from 1.5 to 3 percent of the Title XX,
IV-B and Alcohol, Drug Abuse and Mental Health block grant appropriations for
Indian tribes. (At present, tribes receive no direct money under Title XX, only a
State pass through in a handful of States; only 30 (of 500) tribes receive Title IV-B
money—a total of less than $ 500,000 annually due to a restrictive interpretation by
HHS of 42 U.S.C. 628 which authorizes such funding;> only one tribe and one urban
Indian program currently receive Alcohol, Drug Abuse and Mental Health block
lgg(?)nts money under a special ‘“grandfather’” clause in that Title, 42 U.S.C. 300x—

).

2. Require the Secretary to allocate the money to all tribes as an entitlement
based primarily upon the Indian population on or near the tribe’s reservation
(except in Oklahoma and Alaska), with some special consideration for poorer and
smaller tribes.

3. Apply to tribes all rules, regulations and requlrements applicable to States
except where the Secretary finds that it is necessary to reasonably alter applicable
requirements to reflect tribal standards.

4. Provide that money reserved to tribes under these grant programs would be
supplemental to existing funds and programs.

5. Allow tribes to form consortiums or contract with qualified providers to admin-
ister these programs.

In addition we propose that States and tribes coordinate their programs, including
joint tribal-State planning as part of all State plans submitted under any of the
aforementioned programs.

Finally, we believe that this committee should amend Title IV-E of the Social Se-
curity Act to make it easier to obtain compensation for tribal foster homes and to
permit tribes to receive funds to administer foster home programs. While preven-
tion of F.A.S./F.AE. is obviously the most preferable course of action, we must rec-
ognize that this is unlikely to occur instantaneously. In the meantime, there is a
great need for foster homes for some of these children. Currently, placements in
tribal foster homes and tribes do not receive Title IV-E money unless there is an
agreement with the State. This is one of the factors that leads to a shortage of quali-
fied Indian foster homes for these and other troubled children. This Committee can
help to rectify this situation.

We have attached specific legislative proposals as Appendix C to our testimony.
We thank you for this opportunity to present our ideas about solutions to this terri-
ble problem. The interest of this subcommittee is most encouraging as this Subcom-
mittee deals with programs that have the potential to greatly impact upon the prob-
lem of F.A.S. and F.A.E.

2 HHS has indicated that it will be reevaluating the formula utilized to implement 42 USC.
628, although it is unclear when this review will occur (see attached Appendix B).

3 This information is not from fiscal year 1991, although we expect that the fiscal year 1991
data would essentially be similar.
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New York, N.Y. 100167877 (Tews, San Juan Pushiv)

) 720 ,I:dlﬂc.m ULM-I
Dx. [driaa N. Remnick matilia)

Execwiive Director Joha Lowenthal, Treasurer

April 6, 1988

Rima J. Cohen

Legislative Assistant to
Senator Thoxus A, Daschle

317 Hart Office Building

Washington, D. C. 20510

Dear Ms. Cohen:

This letter is a partial response tr the questions that you
nave posed to me:

(1) How much money is currently appropriated for "Indjan
Social Services" ? -

(2) Nﬁat amendments,mtgtt be made to the welfare reform -
legislation (aside from fthe set-aside for tribal social services

programs which we previéusly discussed)?

Appropriations for Irdian Soci.l Services

IL has been very difficult to get exact figures to answer
this quest:>n. There is no central repoe!“ory for su:ch -
information and even specific agcncies funding Indian tribes &nd
organizations often do not break out statistics in this manner.
Thus, the following numbers are somewlat "soft"™; trey have been
developed by analyzing various budget documents and talking with
knowledgeable individuals in the relevant agencies. I have not
included in the summary direct grants to individuals through
programs such as Generai Assistance, but have otherwise defined

social services broadly.
DEPARTMENT OF THE INTERIOR
BURELAU OF INDIAN AFFATRS

A total of $28.5 million is appropriated for s. .al
services prczrams. The breakdown is as follows: -

$ 19.7 millica for general social services - According to the
BIA, $2.1 mill.on is spent on BIA supervisory personnel in the
central office, area offices and field operations. $1:.6 miilion
is spent for ‘ribe/agency operations. This includes 75 tribal
social serviccs contract programs and 182 BIA staff poeitions (50
clerical). The duties of those funded by th:¢ line Iltem incluce
processing of applications and grants and the administration of
the general assistance program, as well as direct social
services. (Our AAIA child welfare field representative, himself
a former BIA social worker, reports that most BIA staff time ie
spent on administration, rather than services.)



$68.8 million for Indian child welfare services - This i85 a
competitive grant program for tribal and urban child welfare
programs. In FY 1987, 128 grante were awarded (approximately 20-
25 to urban programs, the remainder to tribes). -~

(In addition to these amounts, $14.8 million is budgeted for
child welfare assistance payments. These payzents are made
directly to faster hoaes, group homes, institutions and other
custodians of out-of-home children for the direct care of
specific children. A few of the recipients of this money are
institutions run by the BIA or tribes; most recipients are
private, state or local institutions.)

DEPARTMENT CF HEALTH AND HUMAN SERVICES

INDIAN HEALTH SERVICES

$4.¢ million for medical social services’ - Medical social workers
work in IHS hospitals and clinics (6 of 51 hospitals are
contracted to tribes and half of the outpatient clinics). These
social workers work with patients to ensure that they receilvn
"link up with* services that they need after thes leave the
hospital or clinic and provide scme counseling services, Only
patients with medical problems can utilize these services.

§$ 12.4 million for mental health programs - This program funds
202 IHS positions. Approximately $2.4 million of this amount is
spent by tribally contracted programs,

$ 45.5 million for alcohol and drug abuse programs - Virtually
all tribes receive money from this source. $29.3 million is
provided for general alcohol and drug abuse programs. This funds
1,385 staff; approximately 1,300 work for tribes and urbar Indian
organizations (about $20 million iz used for reservation-ba;ed
services). $9 million is for comrunity rehabilitation centcers,
$1.5 million for education and training. $500,000 for Lealth
promotion and disease prevention grants, $5 million for regional
treatment facilities, $200,000 for a demonstraticn pro; 22t in New
Mexico. (Much of this money is a result of P.L. 99-57C, the
omnibus drug bill of 1986; it is uncertain what continuing

funding lcvels will be.)

Other programé which provide a small amount of social services,

in additior to "h alth services" which are their primary Rima J.
function, include the public health nursing program (provides
some social services to pregnant women -~ total budget $14.1
millior), community healtli representatives (funds community-
based, trained, medically-guided health workers whose duties may
occasionally overlap with "social services" types of activities -~
total budget $27.3 million), and urban health projects ($9.¢

million budget).
OFFICE OF HUMAN DEVELOPMENT SERVICES -

There are a number of competitive grant prograﬁs for which tribes
are eligible.

'~ general - $670,000 was appropriated for family violence
suelters run by tribes in FY 1988. In FY 1987, 7{ grants were

awarded covering 84 tribes (total appropriation - $690,000).
In FY 1987, tribes with either 638 sc~ial services contracts with

the BIA or Title II child welfare grants were eligible. 1In FY
1988, only those tribes that actually received funds in PY 1987
are eligible.

Administration on Aging - $7.5 nilljor <o Indian tribes for
services to the elderly under Title VI of the Older Americans Act
specifically applicable to Indians. 123 tribes received fu.dir,

.
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in FY 1987. Approximately $600,000 ir additional grants under
»Title IV which is a general grant prograr. In PY 1987, 3 zribes
anc 2 urban organizations received grants under Title IV.
Finally, §82,000 was awarded to an intertribal organization as
part of OHDS's Coordinated Discretic..ary Funds (CDF) Progranm.

Administration on Native Americans - $1,01%,389 to 3 Indian
tribes ($374,178) and 6 urban Indian organizations ac part o: the
CDP program. Most of these funds are used to address problems
relating to alcohol and drug abuse {(§556,083 - total, $234,150 -
tribal), mental health ($139,998 -~ tribal), child welfare
{594,004} and social services delivery (5$149,000).

KLlcohol, Drug Abuse and Mental Eealth AZafnistratic~ - § 216,000
was distributed pursuant to the Alcohol. Mental Kcilta and Drug
Abuse Block Grant to one tribe ($§116,000) and one urban progranm.
$1,675,133 was distributed under the Drug and Alcohol Z:use
Demonstration Project to ¢ tribes. (There may have been

additionral money ewarded to urban Indian programs, but I have rot
ob%taincd this infi.omation.)

Addministration on Children, Youth and Pamilies - $684,413 wzas
appropriated to runaway and homeless youth centers for indians,
$437,928 tc 8 tribes and the remainder to urban organizatiors.
$138, ooo was appropriated in child welfare t—aining grants to &
tribes '€79,000) and one urban Indian organization. £432,679 was
appropriated to 34 tribes for child welfare programs pursuant to
Title IV-B of the Social Security Act. Only tribes with 638
social services contracts with the BIA are eligible and the
allocation formula results in exceedingly small payments even to
tribes that are eligible.

I cannot be certain that I have covered all social services
expenditures targeted to Indian people. However, I believe that
I have identified most of the programs. The total expenditure is
approximately $100 million, excluding some incidental services
provided by programs whose primary mission is not sccial
services. About half of the appropriation is for alcohol and
drug abuse programs and som¢ cf that appropriation may not
continue from year to year. This is less than 4% of the total
federal budget for American Indians. It also equals only about
$50 for each Indian person. Although I do not know the
comparable figures for the population as a whole, I am sure that
when federal and state spending is calculated, the per person
expenditure is far greater -~ and this is true notwithstanding
the fact that because of the lower socioeconomic status of most
Indian people, larger percentages of the Indian population are
likely to have need for social services than is the case for the

population at large. .

Approximately $50 million of the $100 million goes to
tribes, $156 million to urban Indian programs, $35 million pays
for federal government services (and bureaucracy). Many of zhe
programs awarding money to tribes are competitive and most award
money to only a handful of tribes. Even those which award money
to a large number of tribes, e. g., the Title II Child Welfare
grants, still deny applications from a large numbe: of other
tribes. (Last year, 128 child welfare grants were awarded, down
from 164 in PY 1983. —In FY 1986, 239 grant applications were
submitted to the BIA.) Thus, tribes cannot be assured from year
to year as to whether they will receive funding from these
various competitive grants and most tribes are fortunate if one
or two grant proposals a year are approved,

This limited funding for Indian social gervices (and the
carefully circumscribed uszs to which much of the money can be
used) result in inadequate services to Indlan people. It is for
this reason that we have proposed the Social Services block grant
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set-aside to tribes. We believe that the tribe, with its
knowledge of its community and its needs, is best situated to
provide social services to needy tribal members. The 8§25+
million provided by the set-aside would substantially increase
the amount of resources available for social services, target the
money to the entity best situated to make good use of it and
provide needed'flexibility in structuring services.

In-addition, as noted, the Title II child welfare grant
program is competitive and inadequate to meet the need. It is
also arbitrarily adrministered. Additional money from other
competitive grants and Title IV-B adds little. For that reason,
the proposal for expunded funding under Title IV-B child welfare
services will help to address a funding shortfall in the very
important area of child welfare.

The rationale for the Alcohol, Mental Health and Drug Abuse
block grant set-aside, which is part of our proposzl, is probably
less conpelling than is the case for the other proposals in view
of the amounts currently appropriated for alcohol and drug abuse
prevention and treatment. Given the severity of the problenm,
however, and the uncertainly of continued funding at current
levels under the existirg programs, additional amounts through a
dependable set-aside ar: certainly justifiable.

Other issues that might be addrzssed in the "welfare reform" bill

I have talked to a number of people about issues that might
be addressed in the context of a welfare reforam bill. In the
interest of providing this information to you in a reasonably
prompt manne:, I have d2cicded to send vou a list of issues
ident..ied to date, ratner than explicit "amendments. This is not
meant to be a comprehensive list and some of the items on the
list, when fully deveioped, may turn out to be impractical or
unnecessary. I must adzit that my understanding of AFDC and
similar programs is lim!‘ed. I presume that you and pther staff
peopie will have the resources to deve.op these ideaf into
specific legislative propoczils and determine their feasibility.
Please let me know if you would >ike AAIA to be further invol--ed
in the developmen: of these i{ssues.

The issues t..at night be addregsed are as fo.lows:

1. Impropé?:?nclusion of trust assect income in calculations
of eligibilicy for APDC, SSI and Food Stamp programs)

25 U.S.C. 1408 prcvides thzt interests in trust or
restricted _ande shall not be considered a resource in
deterr‘ning eligibility for assistance. This reflects the notion
that such trust property should be utilized fully for the benefit
of Indian people {as often recognized ‘n treaties and executive
orders which set aside the land for Indian people}) and that such
use should be unencumbered. Both the Federal Government and a
number of state governments have interpreted this provision
narrowly, however. The have viewed this language as not
includin; income from the lzasing or sale of such property when
determining eligibility fo. benefits, notwithstanding that such
income is clear.y protectec from taxztion, garn'ctment and Rima
attachment consistent with the underlying purpose of trust land.
This is wrong for several reasons:

-- It is an abridgement of rights provided by treaty and
other agreements with Indian tribes,

-- It has caused substuntial hardship. Many of the people
affected are elderly. Frequently, they have no retirement
pensions and rely upon the Supplemental Security Income (SSI1)
program,

40-630 0 - 91 - 5
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-~ Receipt of trust money by elders is sporadic and
unreliable. Nonetheless, the Social Security Administration uses
estimated trust income in determining SSI benafits. Thus,
weductions are often made for payments that are ultimately never
received. The system ensures that income to Indian elder’y will

be unstable, unreliable and often inadequate.

In addition, the SSI program has recently started to impose
fines upon tribal elders for failure to report trust income.
Many of the elderly assume that because the SSI program has full
access to BlA information (5SI recipients must agree to ‘this
access as a precondition to receiving SSI benefits), SSI has full
knowledge of moneys received. Thus, they do not report.
Moreover, the system of deducting estimated future income also

confuses many of the elders.

For all of these reasons, an exemption (at least partial) of
trust-generated income makes sense. An exeaption with a cap
($4,000 has been suggested) would ensure that the exemption is
not abuced. You might he interested in knowing that there is
precedent for such a provision. 25 U.S.C. 1407 provides that per
capita distributions to tribal members (usually in satisfaction
of a land claim) do not reduce financial benefits payable to that
member under the Social Security Act and, except for payments in
excess of $2,000, under any other Federal or Federally assisted

program.

For further information on this issuz, I would suggest that
you contact Helen Spencer of Evergreen Legal Services in Yakima,

Washington, phone 509-575-5593.

Although I am not aware of specific instances, it may also
be that similar misuse of trust assets i1s occurring in the
administration of the Food Stamp program. An amenduent to 25
U.S.C. 1408 would ensure that an exemption of trust related
income applies to all relevant programs.

2. Improper seizure of trust assets, including per capita
payments and judgments otherwise exempt, as part of the AFDC
tmhursement program.

In the AFDC reimbursement programs, States pursue absent
spouses and seek to obtain reimbursement from them for amounts
expended under the AFDC program. In so doing, States have
sometimes seized per capita payments and judgments which are
exempt from taxation and whose use in eligibility determinations
is restricted by 25 U.S.C. 1407. Such seizures are inconsistent
with the underlying intent and rationale of that section and
should be prohibited. Likewise, if the exclusionary features of
25 U.S.C. 1407 are extended to other trust assets as recommended
above, these assets should also be protected from seizure. (This
is not to say that they should be exempt in a case where one
spouse would directly benefit from the seizure of the otl..r
spouse's assets; rather the notion is that the State should not
use the assets to reduce the expenditures it otherwise would make
-- such action diminishes the value of the assets every bit as
much as taxation would and taxation of these assets is
specifically prohibited.)

3. Reporting requirements

Data is frequently lacking as to the "general welfare" of
Indian people and whether Indians, particularly reservation
Indians, are receiving their fair share of prcjrams for which all
citizens are equally eligible. For tliat reason, an explicit
requirement that States report services provided to Indian people
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through these programs, broken down into on and off reservation
categories, would be useful. Specifically, I would suggest that
sections 104 (section 447 ~-Initial State Evaluations’ and 803
(section 2006 - Social Security Act) include such provisions,

4. Tribal law

There are provislci in FPederal law whose interpretation is
dep:ndent upon applicable local law. For example, does a
stepfather have an obligation to support his stepchild? There is
no provision in the law as to what happens if there is a conflict
between state law and tribal law. I would recommend that there
be a clear provision in the bill that tribal law governs in the
case of an Indian person domiciled or resident on the

reservation.
6. Punding for tribes

\
There are a number of demonstration grants included in S.
1511, for example, grants pertaining to foster care, housing and
child care. T7Tribes should be explicitly eligible to apply for

these grants.
6. Contracting with tribes

The welfare reform bills include a number of job programs,
such as JTPA, Community Work Experience and Job Opportunities and
Basic Skills Training. Provisions allowing tribes to contract
for and run some of these programs for on and near seservations
Indians might be considered. (I am not sure if this is feasible
or not but it is worth exploring the possibility; I know that
some tribes run JTPA programs at present.)

7. The General Assistance (GA) prog;an in the Bureau of
Indian Affairs

This program provides assistance to Indian individuals and
families to pay basic living expenses in states that do not have
a general assistance program. It may be that "reforms" to this
program could be addressed in this bill, but I would caution you
not to include reforams without thorough discussions with tribes.
Last year, Secretary Swimmer attempted to incorporate a
"workfare" proposal into GA without prior tribal consultation and
tribes were outraged. Congress repudiated the propessl but it is
likely that a few tribes will host pilot projects in the cc:.ing

year. -

One problem that I am aware of that might be specifically
addressed is the administration of the program as it relates to
mixed Indian/non-Indfan families. 1If a single Indian entitled
to, as an example, $220/month, marries a non-Indian (or an Indian
not eligible for membership in a federally recognized tribe), he
then receives only $110/month. If they have a child and the
child s not eligible for membership, he would receive only
§73.33/month. In short, the BIA takes the base amount,
determines the percentage of people in the family who are
eligible Indians and multiplies the base amount by the
percentage. As you can see by the example, this leads to some

absurd results:

8., Miscellaneous

One problem repeatedly raised is that the AFDC eligibility
form is unduly complicated, particularly for some Indian people
who speak English as a second language. I am informed that
little assistance is available to applicants in most cases and
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that in some instances, benefits have been delayed or denied
because of applications that were incomplete. 1In addition, I anm
told that appeal processes from denials are often lengthy because
of inadeguate staffing. I am not sure if this can be rectified
legislatively but I pass along this infor:ation for your

consideration.

I hope that this list of possible additions to the welfare
reform bill is helpful., I would encourage you to reach out to
other people who have more familiarity with this particular issue
than I do. If I can be of any further assistance, please let me
know. Also, I would appreciate if you would keep me informed as
to your plans. If 1 have any additional thoughts or obtain any
nore detailed information, I will be sure to pass it along.

Thanks for your interecst.

Sincere ﬁ] ,

L7
Jack F. Tro;;Z/——

Staff Attorney
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Mr. Jack F. Trope . '

Staff Attorney

Association on American
Indian Affairs, Inc.

95 Madison Avenue

New York, Rew York 10016-7877

Dear Mr. Trope:

Thank you for your letter expressing the concerns of che
Asscciation on American Indian Affairs, Inc. (AAIA) regarding

Indfan child welfare {ssues,

The resolution of specific problers related to compliance with and
integration of the Indian Child Welfare Act (ICWA) into State
policy and procedures, the funding of tribal child welfare -~
programs, and the need for title IV-E and child welfare agreements
between Tribes and States are complex issues and require joint
efforts by the involved parties., We share yout concerns and
recognize the need tn review the current practices and, with your
agsistance, explore {nnovative approaches for improving services
and funding for Indian Tribes,

Bach of the three issues raised in your letter is discussel below.

ISSUE 1. 1Inclusion of Indian Chjild Welfare complian:ze in title
IV-B and IV-E Federal reviews of State systems.

Inclusion of Indian Child Welfare compliance issues in Federal
title IV-E and 1V-B reviews would not be appropriate within the
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context of current legislation. As presently structured,
monitoring of the Indian Child Welfare Act (ICWA) is the
responsibility of the Bureau of Indian Affairs (BIA) and,
therefore, the Department of Health and Human Services has no
Jurisdiction to monitor this activity.

The purpose of the title IV-E reviews is to vez{{y the eligibility
of the children and providers of care ®»r whom the States are
claiming title IV-E payments. As you know, title IV-E foster care
payments for otherwise eligible Indian children are reimbursable
only if there is a Tribal-State agreement. 1Individusal protections
and safequards, including compliance with the ICWA, are not linked
to the title IV-E payment and, therefore, are not {ncluded in the

title IV-E reviews,

Section 427 of the Social Security Act does provide, however, a
financial incentive to the States to provide improved foster care

protections,

In fiscal year (FY) 1990, the Administraticn for Children, Youth
and Families (ACYF) plans to develop reviev procedures for State
child welfare services programs and to field test these procedures
in at least three States. The purpose of the proposed program
reviews is to rromote improved social services to children and
their families through the periodic assessment of State and local
programs. The review process will identify exemplary programs as
well as problems and weaknesses and stimulate plans for
improvements. Program reviews are a qualitative evaluation of
State child welfare services programs which are assistance-~
oriented rather than regulatory in nature. Therefore, examination
of ICWA compliance issues would be appropriate within tre context
nf the program review., 1In developing and field testing the review
., - vdures, we will ensure that these issues are addressed.

In recognition of the needs set forth in the ICWA, some States
have addressed these issues in their joint planning activities as
reflected by the State title IV-B plans and have appoi: “ed special
Indian child welfare liaison persons. We will continue to work
with States through the joint planning process to emphzsize the
needs of Indian children and to improve cooperation and
coordination in the delivery of these services.

ISSUE 2. Reexaxination of the HHS tribal funding formula under
title IV-B.

As set forth in section 428 of the Social Security Act, direc:
titl: IV-B grants to Indian Tribal Organizations {(ITOs, zre La1d
from the title IV-E allotment of the¢ State or Stetes .n whict! the
ITOs are located. The Secrezary of the Department cf Health arnd
Human Services determines the manner anc¢ the amount- which are
considered appropriate. The formula for apportionment of the
direct grants to elicible Tribes and ITOs has been set forth in
policy. Considering the period of time since the formula was
origirally calculated and the changing needs in the area of child
welfare services, we plan to review the funding formula to
determine whether changes are appropriate.

ISSUE 3. Encouragement of Tribal-State agreements pertaining to
chl1d welfare in general and title IV-E foster care funding 9

specifically.

We agree that such agreements should be encouraged. However, as
the following citations {llustrate, there is no requirement for
such agreements, and States and Tribes would have to take the
initiative to develop agreements.
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1. Section 471(a)(4) of the Social Security Act requires that the
State must have a plan which ". . . provides that the State
shall assure that the progrzis at the local level assisted
under this part will be coordinated with the programs at the
State or local ievel assisted under parts A and B of this
title, under title XX of this Act, and under any other
~pprorcriate provision of Federal law.”

Section 109(a) of the Indian Child Welfare Act states that,

. « » States and Indian tribes are authorized to enter into
agreements with each other respecting care and custody of
indian children and jurisdiction over child custody

proceedings . . . .

2.

It would be useful if AAIA would share with us any available
information concer-.in; Tribal-State agreements and make
recommendations regard ng ways in which we could jointly impact on

this problem,

We have enclosed for your information three policy issuances
(ACYF-P1Q-85-05, ACYF-PIQ-87-01 and ACYF-PIQ-88-02) relevant to
Tribal-State agreements which were developed in response to

questions raised by several States,

We appreciate your involvement with child welfare services and
look forward to working with you.

Sincerely,

Aol 7 f—.

wade F. Ho:~, Ph.D.
Commissione:

APPENDIX C

LEGISLATIVE PROPOSALS

1. itle XX tribal allocatio

SECTION 1. RESERVATION OF FUNDS FOR SOCIAL SERVICE GRANTS TO

INDIAN TRIBES.

SECTION 2003 of tl.e Social Security Act (42 U.S.C. 1397b) is

amended by adding the end thereof the following new subsection:

"{d) The Secretary shall reserve an amount, not less than 1.5
percent and not more than 3 percent of the amount specified in
subsection (c) for the direct provision of funds to the governing

bodies of Indian tribes."”
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SECTION 2. GRANTS TO INDIAN TRIBES.

(a) In General.--Title XX of the Social Security Act (42 U.S.C.
1397 et seq.) is amended by adding at the end thereof the

following new sections:

- "DIRECT GRANTS TO INDIAN TRIBES"

"SEC. . {a) 'INDIAR TRIBES. -- From the funds reserved under

section 2003(d), the Secretary shall, upon the application of an

Indian tribe, enter into a contract with or make a grant to such
Indian tribe for a period of 3 years, subject to compliance with
subsection (c), to plan and carry our programs and activities
that are consistent with this title. Such contract or grant
shall be subject to the terms and conditions of section 102 of
the Indian Self-Determination Act (25 U.S.C. 450f) and section
105(c) (1) of the Indian Self-Determination Act (25 U.S.C.

450(3) (1)) that are relevant to such programs and activities.
e Secretary shall provide that of the sums reserved under
section 2003(d) of this title that such sums shall be made
equally available to eachﬂgiibe proportionately based on the
ratio of the Indian population located on or near the tribe’s
reservation in relation to the total Indian population,
(determined by counting all Indians located on or near a
reservatio:.}, except that the Secretarv shall reserve not less
than 1@ percent nor more than 20 percent of the funds a_lo.ated
pursuant to secticn 2@03(d) for supplemental grants to tribes
with a high percentage of such tribe’s population helow the
Federal income official poverty line (as defined by the Cffice of
Management and Budget, and revised annually in accordance with
section 673(2) of the Omnibus Budget Reconciliation Act of 1981}

or to small tribes (as defined by the Secretary).

{b) INDIAN RESERVATIONRS.--The grants described in this section

shall be utilized in areas primarily on or near Indian
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reservations. This area restriction does not apply to Oklahoma,

Alaska and California.

(c} STANDARDS.--The rules, regulations and requirements
generally applicable to States under this title shall be
applicable to tribes except that the Secretary shall reasonably
alter such rules, regulations and requiraments to reflect and

accommodate tribal staniards.

(d) TREATMENT OF GRANTS.--All funds and programs provjded for
under this section 3hall be considered supplemental or in
addition to all othef programs, grants, contracts, or funds
provided by any Federal, State, county government, department, or
other agency serving Indian tribes, Indian service populations,
or off-reservation Indian people. No such funds or programs
utilizing or receiving Federal funds may be recuced or eliminated
as a result of funds or programs provided by this secticn except
in the case where direct funds are being provided to tribes
pursuant to Title XX of the Social Security Act and the
continuation of those direct grants in addition to those provided
by this Act would be duplicative. The Secretary of Health and
Human Services shall allow States to contract with or aake grants
to tribes for the provision of services in addition %¢ those
otherwise offered by the tribe utilizing funds alloratec under

this section.

{e) OFF-RESERVATION INDIAN PROGRAMS.--Notwithstanding direct
grants to Indian iribes pursuant to this section, States, in

their allocation of money from the Social Services Block Grant

under Title XX of the Social Security Act, shall not discriminate
against Indian controlled, off-reservation programs serving

Indian people.

(f) CONSOLIDATED FUNDING.--The Secretary shall allow an Indian

tribe receiving direct grants under this section to contract with
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quali¢ind providers for the delivery of services or enter into
agreements with other Indian tribes for thn provision of services
'Y a single organizational unit providing for centralized
administration of services for the region served by the Indian
tribes 8o agreeing. 1In case of such an agreement, the
organizational unit may submit a single application of all the
tribes which are a party to the agreement and, unless the
organizational agreement provides otherwise, Bhall receive an

amount equal to the amount the tribes would have been entitled

had they applied separately.

(g) ELIGIBILITY FOR OTHER PROGRAMS. ~- This section shall not

be construed or serve as authorization--

(1) to limit the eligibility of any individual to participate
in any program offered by a State or subdivision theresf; or
(2) to modify any requirement imposed on a State by any

provision of Title XX of the Social Security Act.

(h) DEFINITIONS--For the purposes of this section:
{1} "Indian Tribe" shall mean "Indian tribe” as defined in

section 1603(d) of Title 25 of the United States Code; and

(2} “Reservation” shall mean "Indian country” as definred in
section 1151 of Title 18 of the United States Code, as well as,
to the extent not included under that section, Alaska Native
villages (as defined in section 1602(c) of the Alaska Native
Claims Settlement Act (43 U.S.C. 1602(c)) as well as any other
sillage or community regarded as eligible for the services
provided to Indians by the Secretary because of their status as
Indians) and the historic Indian areas of Oklahoma (excluding
urbanized areas) consisting of all current reservations and
former reservations whiéh had legally established boundaries at

any time during the pericd of 1900-1907."
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SECTION 3. EFFECTIVE DATE.

The provisions of this Act shall become effective with respect

to grants provided for fiscal year 1992 and succeeding fiscal

years.,

2. Alcohol, Mental Health and Drugq Abuse block grant: tfiba;

allocation

SECTION 1913(b) of the Public Health Service Act (42 U.S.C.
300x-1b(b)) is aménded by striking out paragraphs (1) and (2) and
inserting, in lieu thereof, the following:

"(1) The Sedretary shall reserve an amount, nhot less than
1.5 percent and not wmore than 3 percent of the sums appropriated
under this title for the direct provision of funds to the
governing bodies of Indian tribes,

(2)(A) The sums reserved under subsection (b)(1) shall be
made equally available to each tribe proportionately based on the
ratio of the Indian population located on or near the tribe’'s
rese.vation in relation to the total Indian population,
{determined by counting all Indians located on or near a
reservation), except that the Secretary shall reserve not less
than 12 percent nor more than 20 percent of the funds allocated
pursuant to section 20¢3(d) for supplemental grants to tribes
with a high percentage of such tribe’s population below the
Federal income official poverty line (as defined by the Office of
Management and Budget, and r-evised annually in accordance with
section 673(2) of the Omnibus Budget Reconciliation Act of 1981)
or to small tribeg (as defined by the Secretary). No tribe or
tribal organization shall receive less than the amount that it
received during any of the fiscal years from 1982 through ;991.

(B) If any Indian tribes choose not to operate a program

under this title, the sums that would be payable to those tribes

shall-~
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{i) be utilized to make payments to those tribes that are
entitled to additional amounts by reason of having received
grants during any of the fiscal years from 1982 through 1931, and

(i1) be reallocated, if there are sums remaining following
the distribution under clause (i), to tribes that operating
programs under this title in accordance with the percent of the
total allocation to which each tribe is entitled pursuant to the
above formula,

If the unclaimed funds are insufficient to fully fund the tribes
eligible for the extra payments provided for in clause (i), any
a&ditional sums that are needed shall be deducted from the
allotments of the State in which the tribes are located.

(C) All funds and programs provided for under this section
shall be considered supplemental or in addition to all cther
programs, grants, contracts, or funds provided by any Federal,
State, county government, department, or other agency serving
Indian tribes, Indian service populations, or off-reservation
Indian people. No_;uch funds or programs utilizing or receiving
Federal funds may be reduced or eliminated as a result of funds
or programs provided by this section excep; in the case where
direct funds are being provided to tribes pursuant to Title XIX
of the Public Health Service Act and the ccntinuation of those
direct grants in addition to those provided by this Act would be
duplicative. The Secretary of Health and Human Services shall
allow States to contract with or make grants to tribes for the
provision of services in addition to those otherwise offered by
the tribe utilizing funds allocited under this section.

(D) Notwithstanding direct grants to Indian tribes pursuant
go this section, States, in their allocation of money from the
Alcohol, Drug Abuse and Mental Health Block Grant shall not
discriminate against Indian controlled, off-reservation ‘rograms

(E) The Secretary shall allow an Indian tribe receiving
direct qranis under this section to contract with qualified

providers for the delivery of services or enter into agreements
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with other Indian tribes for the provision of services by a
single organizational unit providing for centralized
administration of services for the region served by the Indian
tribes 80 agreeing. 1In case of such an agreement, the
organizational unit may subrmit a single application of all the
tribes which are a party to the agreement and, unless the
vsGanizational agreement provides otherwise, shall receive an
amount equal to the amount the tribes would have been entitled
hgd they applied separately.

(F) This section shall not be construed or serve as
authorization--

(1) to limit the eligibility of any individual to
participate in any program“offered by a State or subdivision
thereof; or -

(2) to modify any requirement imposed on a State by any

provision of Title XIX of the Public Health Service Act.

3. Amendments to Title IV~-B and IV-E

SECTICN +: RESERVATION OF FUNDS FOR GRANTS TO INDIAN TRIBES

SECTION 428 of Title IV-B of the Social Security Act (42
U.S.C. 628) is amended -

(1) by strfkinq out in subsection (a) the phrase "may, in
appropriate cases (as determined by the Secretary)" and

inserting, in lieu thereof, the word "shall";

(2) by striking out in subsection (a) the phrase "apnroved
under” and inserting, in lieu thereof, the phrase "which meets
the requirements of subsection 422. In reviewing the adequacy of
tribal plans, the Secretary shall waive applicable requirevme..ts
where required by tribal standards or the snall population of a
tribe, so long as such waiver will not jeopardize the effective

provision of services to Indian children."
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(3) bty striking out the second sentence in subsection (a)
and inserting, in lieu thereof, the following: _ "The Secretary
shall reserve an amount, not less than 1.5 percent and not more
than 3 percent of the amount appropriated for the direc:

provision of funds to the governing bodies of Indian tribes.”
(4) by rewriting subsection (b) to read as follows:

"{b)(1){A) The Secretary shall provide that of the sums
reserved under subsection (a) that such sums shall be made
equa.ly available to each tribe proportionately based on the
ratio of the Indian population located on or near the tribe’'s
reservation in relation to the total Indisn population
(determined by counting all Indians located on or near a
reservation}), exc;pt that the Secretary shall reserve not less
than 10 percent nor more than 20 percent of the funds allocated
pursuant to subsection (a) for supplemental grants to tribes with
a high percentage of such tribe‘;_population below the poverty
level (as defined by the Office of Management and Budget, and
revised annually in accordance with section 673(2) of the Omnibus
Budget Reconciliation Act of 1981) or to small tribes (as defined
by the Secretary).

(B) 1If any Indian tribes choose not to operate a
program under this title, the sums that would be payable to those
t1ives shall be rcallotted to the tribes that are operating
programs under this title in accordance wit! the percent of the
total set-acide to which each tribe is entitled pursuant to the
above formula. -

(C) For the purposes of this clause, the term
reservation shall mean "Indian country” as defined in section
1151 of Title 18, as well as, to the extent not included under
that sectior,, Alaska Native villager (as  defined in cection
1602(c) of the Alaska Native Claims Settlement Act (43 U.S.C.

1602(c)' as well as any other village or community regarded as
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eligible for the services provided by the Secretary because of
their status as Indians) and the historic Indian areas of
Oklahoma (ex- uding urbanized ec-eas) consisting of all current
reservations and former reservations which had legally
established boundaries at any time during tﬁ; period of 1900-
197,

(2) Subject to the ~orditions set fort! in subsection

(a) and (b}(1), ihe Secretary shall pay an amount equal to 100

per cent of the total sum expended under the plan (inclvding the

cost of administration of the plan).”

{(5) by adding at the end of this section new subsections

(c), (d), (e) and {f) as follows:

"(c) All funds and programrs provided for under this section
shall be considered supplemental or in addition to all other
programs, grants, contracts of funds provided by any FPedera:,
State, county government, department or other agency servin§
Indian tribes, Indian service pcpulations, or ¢(.f-reserva%.on —
Indian people. No such funds or programs utilizing or receiving
Federal funds may be reduced or eliminated as a result of funds
or programs provided by this section except in the case where
direct funds are already being provided to tribes pursuant to
this <itle znd the continuation of those c.rect graiis frovided
by this Act would be duplicetive. The Secretary shall allow
States to contract with or make grants to tribus Ior the
provision of services in addition to those otherwise offered by

the tribe utilizing funds allocated under this section.

(d) Notwithstanding direct grants to Indian tribes pursuant
to this title, States ir. the.r allocation of money aliocated
pursuant to this t:itle shall not discrininate againe:
Indian/controlled, off-reservation programs scrving Indian

people.
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(e) The Secretary shall allovw an Indian tribe receiving
direct grants under this section to contract with qualified
providers for the delivery of services or enter into agreements
with other Indian tribes for the provision of services by a
single organizational unit providing for centralized
administration of services for the region served by the Indian
tribes 80 agreeing. In case of such an agyreement, the
organizational unit may submit a single application of all the
tfibes which are a party to the agreement and, unless the
organizational agreement provides otherwise, shall receive an

anount equal to the amount the tribes would have been entitled

had they applied separately.

(f) This section shall not be construed or serve as

authorization -

(1) to linit the eligibility of any individual to
participate in any program offered by a State or subdivision

thereof; - -

(2) to modify any requirement imposed on a State by any

provision of this title."”

—

SECTION 2. TRIBAL-STATE "LANLKING

SECTION 422 of Title IV-B of the Social Security Act (42

U.S.C. 622} is amended by adding at the end thereof the following

new clause:

"(_.) include a comprehensive plan, developed in
consultation with all tribes within the State and in-State Indian
organizations (with social serv:ces programs), as defined by
section 4(7) of the Indian Child Welfare Act (25 U.S.C. 1903(7}),

to ensure that the State coordinates its efforts with tribes and
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in-state Indian organizations and fully complies with the

provisions of the Indian Child Welfare Act and other applicable

f'ederal law."

SECTION 471 of Title IV-E of the Social Security Act (42

U.S.C. 671) is amended by adding after and below clause (19) the

following new clause:

'(20) provid:ss for a comprehensive plan, developed in
consultat.cn with &ll zribes within the State and in-State Indian
organizations (with social services programs), as defired by
section 4(7) of the Indian Child Welfare Act (25 U.S.C. 1903(7)),
to ensure that the State coordinates its efforts with tribes and
in-state Indian organizations and fully complies with the
provisiorns of the Indian Child Welfare Act and other applicable
Federal law pertaining to foster care and adoptive placements.

As part of the plan, the State shail make active efforts to

recruit and l:cense Indian foster homes and, in accordance with

section 2¢1 of the Indian Child Welfare Act (25 U.S.C. 1931 ,

provide for the placement and reimbursement for Indian children

in tribally licensed and approved facilities,'”
SECTION 3. DEVELOPMENT OF TRIBAL FOSTER HOMES.

“SECTION 472(a)(2) of Title IV-E of the Social Security Act

(42 U.S.C. 672(a)(2)) is amended--

{1) by striking out at the end of subsection (a){(2){A)
the word ‘or’

(2) by adding after subsection (2)(B) the following
clause ‘or (C) in the case of an Indian child, as defined by
subsection 4{(4) of the Indian Child Welfare Act (25 U.S.C.
1903(4)), the Indian child’s tribe as defined in subsections 4(S5)

and (8) of that Act (25 U.S.C. 1903(5) and (8));‘"

Yo
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SECTION 474 of Part E of Title IV of the Soclal Security

Act {42 U.S.C. 674) is amended by adding at the end the following

new subrection:

"(e}(1) The Secretary shall make payments to an Indian tribe
which undertakes to operate a program under this Part.

(2) The provisions and requirements of sections 471, 472,
473 and 476 of this Act (42 U.S.C. 671, 672, 673 and 676) shall
be applicable to Indian tribes except as follows:

(A) Subsections 10, 14 and 16 of section 471 of this Act
(42 U.s.C. 671 (10), (14* and (16)) shall not apply. 1Instead,
Indian tribes sﬁzll develop systeﬁs for foster care licensing and
placement, development of case plans and case plan review
consistent with tribal standards and the Indian Child Welfare Act
(25 U.S.C. 1921 et seq.).

(B) The Secretary may reasonably alter the requirements of
other sections of this Part for thes purpose of rclieving any
unreasonable hardships upon the Indian tribes that might result,
due to their unique needs, from a strict application of a
particular requirement.

(3)(A) For purposes of this Part, the term "Indian tribe”
means any Indian tribe, band, r.ation or organized group or
community of Indiars, including any Alacgka Kative village, which
is recognized as flig;gle for the special programs and services
provided by the United States to Indians because of their status
as Indians.

(B) In Alaska, ;tgzonal assoc.ztions defined in section 7{(a)
of the Alaskz Natisg Tlairs Settlement hct (43 U.S.C. 1606(a))
chall be treated as tribes for the purposes of funding under-this
Title except that such an a:soc.ation may not receive funding for
any village within its region that--

(i) applies separately for direct furding under this

Title; or
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(i1i) notifies the Sccretary that it does rot want its

regional assoc:ation to appiy for social services funding on its

behalf.

(4'/'R) The payment of funds to Indian tribes shall be
calculated by the same formula applicable to states in subsection
(a) of this sectibn except that tribes shall be entitled to 100
per centum of the expenditures necessary for the proper and
efficient administration of the plan as enumerated in subsection
(a)(3). Per capita income shall be calculated by including only
Indians who reside on the tribe’s reservation.

(B) A tribe shall be permittel to use Federal or State funds
to match payments for which tribes are eligible under this
section, provided that the Federal or State funds are authorized
for adoption assistance, foster care maintenance payments or
administration of the tribal plan developed pursuant to this
Fule

(cf In any case where a satisfactory plan has been submitted
by an Indian tribe, the Secretary shall reduce the tribal share
otherwise required under subsection (a) upon a showing by the
tribe that it does not have adequate financial resources to
provide the required match due ts a lack of comparable Federal
and State funds, inadequate tribal resources, an inadequate tax
base, or any other factoer giving rise to financial hardship. The
Secretary shall construe this section liberally with the goal of
ensuring that all tribes submitting the required plan receive the
fdnding provided for by this Act, except that

(i) in any case where the Secrectary reduces the tribal
share calculated pursuant to subsection (a)(1) of this section,
he shall have the authori.y to review and approve the tribal
payment schedule for foster families and child-care Institutions,.
except that in no case shall he disapprove any schedule which
proposes payments that do not exceed the amount provided for any

State wherein the reservation is located; and
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(ii) in any case where the Secretary redqpes the tribal
share calculated pursuant to subsection (a)(2) of this section,
he shall have the authority to review and approve the tribal
payment schedule provided for in adoption assistance agreements,
except that in no case shall he disapprove any schedule which
proposes payments at a level that does not exceed the amount

provided for any State wherein the reservation is located."”

PREPARED STATEMENT OF CRAIG VANDERWAGEN

Mr. Chairman and Members off the Committee: My name is Dr. Craig Vanderwa-
ggn, Acting Associate Director, Office of Health Programs, of the Indian Health

rvice (IHS), I am accompanied by Dr. George Brenneman, Maternal and Child
Health Coordinator of the IHS. It is a pleasure to appear before you this morning to
discuss the IHS activities regarding fetal alcoh¢! synd:ome (FAS). I would like to
begin my presentation with a brief summary concerning the recognition of this syn-
drome and our special concern in IHS.

In the early 1970s, a group of alert medical professionals at the University of
Washington recognized and described congenitally deformed children whose moth-
ers drank alcohol during pregnancy. These affected children had a characteristic
cluster of deformities including head and facial abnormalities, growth deficiencies
and central nervous system damaﬁe. The scientists concluded that the deformities
were due to in utero exposure to alcohol and named the cluster of deformities fetal
alcohol syndrome (FAS).

Following publication of these observations and results of additional studies by
the Seattle investigators, national interest in FAS grew. Further scientific study
also recognized subtle effects associated with in utero alcohol exposure. Thus, some
children, exposed to alcohol in utero, were found to have fetal alcohol effects (FAE).
Some authorities believe that the ratio of the incidence of FAE to FAS is ten to one.
Longitudinal studies of children with FAS and FAE esteblished the fact that the
fetal damage due to alconol was permanent.

As convincing information increased, various groups in the medical community
began to disseminate information on the risk of fetal damage following alcohol in-
gestion during pregnancy. It was clear that the only effective intervention in FAS
and FAE was prevention, avoidance of alcohol during pregnancy.

In the 1980s, studies by the researchers at the University of New Mexico found
high rates of FAS among certain Indian groups. Considerable variability was report-
ed among the groups studied with incidence rates from 1.3 to 10.3 cases of FAS per
1,000 live births. Similarly, data from the Center for Disease Controls (CDC) nation-
al Birth Defects Monitoring Program also suggests high rates among American Indi-
ans. These data revealed a FAS rate of 2.9 per 1,000 total births in American Indi-
ans. This rate is 30 times the rate repo for white infants, according to CDC's
Birth Defects Monitoring Program. Based on their clinical observations, IHS clini-
cians generally concur with the higher rates documented among American Indians.
In two IHS Areas, surveillance activities find that FAS occurs at a rate of approxi-
mately four per 1,000 live births. .

The IHS is very concerned about the apparent high rate of FAS among American
Indians and Alaska Natives. Medical treatment is an important component of a
* FAS %x;?ram, but prevention is the only effective way to reduce the incidence of

FAS vention of FAS requires cooperative interagency and tribal intervention ac-
tivities and coordinated community alcohol control programs that lead to decisions
by mothers not to drink during pregnancy. Success of these programs needs to be
evaluated by epidemiologic surveillance of FAS.

In addition to broad efforts in the reduction of alcohol and substance abuse amo
American Indians and Alaska Natives, the IHS has focused several efforts in F.
preventicn.

We are very actively exploring ways that we may work with the CDC to prevent
FAS. We have held or attended meetmfs in Atlanta, Washington, Albuquerque, and
Alaska to discuss these issues with colleagues interested in preventing FAS among
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Native Americans. There is strong interest within CDC in helping us in the Billings
and Aberdeen Services Areas. We will be explormg how we can work together
there. We have already begun to work with CDC in Alaska to evaluate surveillance
and intervention programs.

* Every year the IHS distributes $255,000 to its Areas for a variety of local FAS
prevention actmtles

* For the past six years the IHS has funded ($100,000 each year) research at the
University of Washington in the prevention of FAS. This activity provides consider-
able clinical information for IHS and tribal professionals involved in the treatment
and prevention of FAS.

¢ In 1990 the IHS funded (approximately $500,000) a residential treatment facility
for pregnant women who abuse alcohol. The Southcentral Foundation, an Alaska
Native organization in Anchorage, AK, was awarded the contract for this program.

* Beginning in fiscal year 1991 the IHS is establishing a FAS Team in the Head-
quarters-West Office in Albuquerque. NM. This team of professionals will provide
technical assistance, consultation and training for IHS, tribal professionals, and
Indian communities. Through this effort, professional capacity and community
awareness of FAS will be increased, leading to more effective FAS and EKE preven-
tion and treatment efforts.

s Regarding ingestion of alcohol during pregnancy, IHS professionals routinely
provide counselling to prenatal patients. Screening for alcohol and substance abuse
is a routine part of prenatal care required by IHS policy.

The THS expects to continue program development with a strong focus on preven-
tion of the devastating effects of alcohol on fetal growth and development. Fetal al-
cohol syndrome and FAE through strong community partnerships and activities
which increase outreach to families at-risk.

Thank you for this opportunity to present information on this serious health prob-
lem. I will be happy to answer any questions at this time.
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PREPARED STATEMENT OF LINDA WiLL

Honorable Chajirman and Senators:

Thank you for giving us the opportunity to praesent testimony

before this sub-committee.

lia are the Will's, Hank and Linda. We are the co-founders
of Fetal Alcohol Network. We a~e a network of parénts and
professionals who care for or have interest in children with
Fetal Alcohol Syndrome or Fatal Alcohol Effects. Ule include
birth parents, adoptive parents, foster parents, physicians,
aducators, psychologists, and social workKars. e have
members in over fourteen states and two Ciunadian provirces.
We provide information anc support to our nambers through a
newsletter, the Fetal Alcohol Network News, through
teleprone contact including our CARELIME, and *through

coxrirespondence.

e, are here to testify on behalf of the members of our ..
netuworX and parents and care-givers of children with Fetal
alecohol Syndrome and Fetal Rlcohol Effects everywhere. UWe
are also here to advocate for those children and adults uho

have been damaged as a result of prenatal alcohol exposure.

)

As you undoubtedly Xnow by now, Fetal Alcohol Syndrome or
FAS i3 characterisad by a cluster of conditions including
growth deficiency, facial anomalies, and central nervous
systerm dysfunction. Fatal Alcohei Effects or FAE is
~haracterised by some of the-above but not enough to maxe a

definitive diasriosis basecd on Fhysical characteristics.
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Fraquent!y the first clue to the existance of FAE is the
ceantral nervous systam dysfunction. Common to both
conditions is the at lesast moderate consumption of alcohol
b tha mother during pregnancy (moderate is defined by the
consumption of one ounce of absolute alcohol or about tuo
dr inkxs a day of any alcoholic beverage or combination of

alcoholic beverages).

As parents of children with FAS or FAE we are presanted uwith
a variety of frustrations. Many of us ars adoptive parants
—{2irth paran*s frequently have problems parenting these
crildren because the FAS/FAE child is difficult to parent
and because the parent often has difficulty coping because
of her/his pattern of drinking). Most of us had the same
expectations and dreams as birth parents when ue adopted our
children. Many of us did not Know that our child had
FAS/FARE and if we did Know, Wa did not know the full
implications of that fact. We did not Know about the
behaviors - sometimes bizarre - that these children exhibit.
We did not Know that they would not be able to function at a
level consistent with th;lr 1@, We did not know that our

children have a very poor prognosis for being able to

function independently as adults.

In addition to being disiliusioned we have frustrating

expar fances with Doctors who cannot or will not diagnose our
child aith FAS/FAEs we have school psychologists who do not
recogn fze the pecul iar aducational neesds of the affeacted

child; there are tha tesachers who are unable to recognize
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the child as beaing FAS/FAE or {f they do recognize the
problem they do not Know how educate the child in an
effective manner’ we have social service providers and law
enforcement personnel who have not the foggiest notion of

what to expect from the child with FAS/FAE.

The reason for our being here today is that you as
legislators have the power to make a great difference in the
lives of our childrer and ourselves. In so doing you will
be greatly reducing the adverse impact of these children on
the rest of society. Without appropriate intervention these
children will grow up to be the jobless and the homaless of
the future. They will run afoul ofAtho law. They will be
found angaging in sexual misconduct or will be victims of
sexual exploitation. They will be parents of another

generation of children with FAS/FAE. As usual, the ounce of

prevention is worth a pound of cure.

What do we need? The first thing we need is to educate

women that there is such a thing as FAS, There is no need

for another child ever to be born so affected if women heed the
warning of experts who state that there is no safe limit of

alcohol consumption for a pregnant woman.

We need consisteancy in the delivery of services. The
sarvices that the parent and child are able to receive
depend on what state they reside in or what community or,
sometimes, what case worker they have. As adults, these

childran will be able to travel from community to community’

R s e
o Lvas
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from state to state. The problem is a national one now and
it will continue to be a national one. 1t needs, thersfore,

to be atticked on the Federal level.

We need access to meadical care. Our parents have the same
Kinds of problems obtaining adequate medical coverage as the
rest of the population. Our children typically come with
medical problems including eye problems, cardiac problems,
dental and orthodontic problems, ear problems, skeletal
problems, and JB?H?m;;SETims. Infants frequently are
failure to thrive babies. They are subject to feeding
problems and sleep disturbances. Additionally, our children
often have psychological problems and can exhaust an entire
family's psychiatric coverage in a very short time (if the

family is covered by insurance at all),

Birth mothers need social services. If encouncered uhile
rragnant they need the services of drug/alcohol
rehabilitation providers. This is the last chance society
has of mitigating the damage to the featus. Unfortunateiy,
many providers of this vital service will not serve wmoman

who are pregnant.

Once the child is born it is frequently the victim of
neglect, abuse, or inadequate nurturing by a parent who is
sti1il abusing alcohol., We need to intervene on behalt of
trte child with counseling and rahabilitation. 1f tro parent
i3 unabla or uUnwilling to care for tha child, then the chiid

neads to Le removec from the home.
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Early intervention is important to the Ou;urc of these
children. To this end, physicians need to be trained to
racognize FAS/FAE. They must be shown the importance of
mak ing the diagnosis. They must come to Knouw that in ordaer
to receive vital services the parents myst be able to
demonstrate that the child has special needs. This is the
beneficial aspect of the label, "“FAS" that outkeighs any

burden that the label entails.

We parents need information about FAS/FAE and its
consequences. We fraquently need financial assistance;
these are handicapped children and raising handicapped
children is expensive. LR need services such as SS! to be
based upon functional ability rather than the results of an

1Q test.

e need respite. Raisiny one of these children is an
exhausting, full time, twenty-four hour a day job. OCur
children neead extensive structure in their 1ives around the
clock - day In and day out - year after yecar. We parants
need tc get away occasionally. [t is heartbreaking to watch
parents trying to do the best for their children shile they
are burning out and their marriages are disintegrating from

the stress of raising ona or more FAS/FAE children.

We need good case managers, aspecially those of us who do
not Know owr Wway around the socjial services systems. e

need knouwledgable advocates to help us deal with providers

-
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R




R

126

of services and education.

e need teachers &nd educational psychologists who are
familiar with the special educational characteristics and
naads of these children. Our children are not the same as
other retarded children and strategies which work for ttra
average retarded child will not work with our FAS/FAE
children. We need our education professionals to be

ejucated as to the ramifications of FAS/FAE.

w~e need xppropriate vocational education for our high school
agad chiidren. We need the providers of this vocational
education to Know what Kinds of careers these children are
going to be able to handle. We need the children to be
trained in the sKills of the workKplace such as being on time

and being properly dressed and groomed.

Our children need to be trained in life sKills, They neead
training in money management, in rudimentary social skills,
in approprjate sexual behavior, in time management, in basic

houseKeeping, and in personal hygiene.

e ne<d structured living arrangemants for our children as
they enter their adult ysars. Appropriate group homes and
employers with realistic expectations would be ideal for our

children. It would also be the most cost-effective way of

maintaining these people through thair adult vears.

We wish to thank you for vour concern about the probleams of
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persons with Fetal Alcohol Syndrome/ Fetal Alcohol Effects

and their parents. We hope that you and your fellow

legislators see ¢it to provide services which will help
ensure that our FAS/FAE children uwill be productive mambders
of society to the extent that they are sble and that the

problem of FAS/FAE is greatly reduced §n the next

9aneration.

Thank you.: —

Comments dy Betty Taate with Steve Saiz, and Chris Jackson
FAS/FAE Parent Support Group, Fairbanks, Alaska

December 3, 1990 _

i thank Linda WIllg for allowing me the opportunity (0 add my testimony to hers. As a parent
and a professional, | hear of the many needs of families with chiidren atfected with FAS/FAE.

Sollowing Is a list of some of the concerns
*‘Bespiia Cara - Federal definitions need to include those afflicted with FAS/FAE

*S81/ Medicaid - The FAS/FAE disordar needs 1o be recognized as seriously as
Mental Retardation.

WWWL adequate d1agnoses needs 10 be
available to all people suspected of having the FAS/FAE Syndroms..

*Tcaining For F Cag P
y i r 13 - to aliow infanis and children to remain in a
consistent, structured homes, as is often not the practice now. _

'mmmmmummmummmmmm&m. often the educational
disabilities don't become apparent untii the middie schnol years. Sc even children with &
diagnoses are often not provided with-early care.

. ial - {6 provide for a dlagnosed
FAS/FAE child dispite their IQ, because the syndrome can show liself in a variety of ways.
The goal I8 10 foster productive and Independent living.

| offar thege comments to ; u In the amaest hope that you will /mplemaent pians and programs
for the many famtiles with FAS/FAE ¢hildren.

) ]
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COMMUNICATIONS

STATEMENT OF THE AMERICAN CHIROPRACTIC ASSOCIATION

The American Chiropractic Association (ACA), representing 20,000 practicing doc-
tors of chiropractic (D.C.8) and chiropractic students, applauds this committee for its
leadership in bringing attention to the tragic consequences of fetal alcohol syn-
drome (FAS). As physicians concerned with the mitigation of human pain and suf-
fering, nothing is of greater concern to this profession than the needless-exposure of
a fetus to the damaging properties of alcohol. It is our earnest hope that the com-
mittee is successful in elevating public awareness to a level where real solutions to
this terrible problem will be found. /7

Let us in by explaining why ACA is submitting this testimony. Chiropractic is
a branch of the healing arts that considers the individual as an integrated being
and one which concentrates on human health through the prevention of disease. The
preventative emphasis of chiropractic health care is established through rigorous
educational standards and training which prepare doctors of chiropractic (D.C.s) as
specialists in musculoskeletal, biomechanical, neurological, vascular and nutritional
relationships.

An underlying tenant of chiropractic is that patient care is properly conducted
with due regard to environmental, nutritional, and psychotherapeutic factors de-
signed to assist in the restoration and maintenance of good health. This theory of
patient care is based on the knowledge that an impaired nervous system diminishes
t}l1e body’s defensive capabilities, thus contributing to its susceptibility to disease eti-
ology.

In learning to prevent susceptibility to diseases and the disease process, D.C.s are
thoroughly trained as primary care, portal-of-entry health providers expert in diag-
nosis and clinical analysis of a wide range of disease conditions. That training in-
cludes strict study and examination in digestion and nutritional physiology, obstet-
rics and gynecology, and pediatrics. These educational requirements prepare the
D.C. to counsel patients on the factors for good health, a principle- Fart of which
concerns providing advice on the prevention of avoidable, and tragically devastating
problems like fetal alcohol syndrome (FAS) and fetal alcohol effect (FAE).

ACA is committed to promoting the highest degree of public health and safety in
this country. In furtherance of that goal, it has long warned against the deleterious
effects of excessive drinking. In 1982, ACA’s House of Delegates carried a resolution
stating, in part:

‘“Alcoholism is established as a disorder manifested by complete absorp-
tion with and loss of control over consumption of alcohol and characterized
by chronicity, intoxication, and tendency toward relaé)se.

Excessive drinking causes physical disability leading to impaired emo-
tional, occupational, spiritual, and social adjustments.

Resolved, the American Chiropractic Association continues to recognize
alcoholism as an illness which should be so treated; that the alcoholic is a
sick person who can be helped and is worth helping and that alcoholism is
a significant public health problem.”

In 1988, ACA actively lobbied for the enactment of lﬁislation requiring the print-
ing of conspicuous and prominent warning labels on alcoholic beverage containers
describing the harmful effects of consumption of alcohol. In a victory for public
awareness, that legislation, sponsored by Senator Strom Thurmond and Representa-
tive John Conyers, went into effect in November of 1989. One of the messages now
required to appear on wine, liquor or beer containers warns against the risks of
drinking while pregnant. (Qur lobbying effort continued at the Bureau of Alcohol,
Tobacco, and Firearms (BATF) which issued a proposed rule permitting manufactur-
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ers to print warning label messages in tiny, barely-legible print. A coalition of
public health groups prevailed upon BATF to issue revised regulations that satisfy
the law’s requirement that health messages be ‘prominent and conspicuous.”)

The harmful effects of prenatal exposure to alcohol are well documented and have
been described in sufficient detail by other witnesses that we will not delincate
them here. However, let it suffice to assert that any preventable condition which
exacts $1.25 billion annually from our health care and social services network is one
which is in dire need of greater Federal, State and professional attention. Add to
this the magnitude of the injuries suffered by FAS babies—it is the leading cause of
mental retardation in the U.S.—and the case for concerted governmental action be-
comes all the more compelling.

The €inancial and human costs of FAS/FAE are truly appalling when one consid-
ers the fact that these conditions are totally preventable. It is well established that
abstinence during pregnancy avoids the in-utero exposure to alcohol that can lead to _
deformities, growth deficiencies and central nervous system damage.

Knowing that prevention is the key to elimination of FAS/FAE, governments,
public health, and professional organizations all need to channe! educational and
health care resources to the segments of society where the majority of these cases
occur: among American Indians, and individuals of low socio-economic stalus. Since
these individuals obtain their health services primarily through the Indien Health
Service (IHS) and Medicaid, solutions should begin with initiatives in these pro-
grams. It is vital that these populations be educated about prevention of FAS/FAE.
In our view one of the surest ways to achieve the requisite level of education is
through expansion of the number of primary health care providers available to pro-
vide prenatal services and counseling. An expanded pool of primary care vhysicians
in Medicaid and IHS will ease access to the health care expertise that car: make the
difference in preventing FAS/FAE cases.

Of course, greater research into FAS/FAE treatment and prevention is another
essential facet in solving this problem. The chiropractic profession appreciates the
value of controlled, reproducible research, and we are sure the entire profession
Jjoins with the ACA in its call for greater Federal funding of research into FAS/FAE
through the National Institute on Alcohol Abuse and Alcoholism, the National In-
stitute of Drug Abuse, and the Centers for Disease Control.

Additionally, States need greater Federal assistance in developing alcohol abuse
services. Funding for the Alcohol, Drug Abuse, and Mental Health Block Grant
needs to be increased, and a specific earmark for programs of prevention of FAS/
FAE should be strongly considered. We are convinced that a “front-end” investment
will eventually more than pay for itself in reduced costs for treatment of FAS/FAE.

The ACA commends Chairman Moynihan, Senator Daschle and the other mem-
bers of this committee for bringing public attention to the tragedy suffered by the
families affected by FAS/FAE. ACA has long been an advocate of initiatives to miti-
gate the harmful effects that drugs, both licit and illicit, have on our society. In con-
tinuation of that advocacy, we offer the foregoing comments as a small contribution
to elimination of FAS/FAE.
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