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INFANT VICTIMS OF DRUG ABUSE

THURSDAY, JUNE 28, 1990

U.S. SENATE,
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. Lloyd Bentsen
(chairman of the committee) presiding.

Also present: Senators Moynihan, Bradley, Rockefeller, Daschle,
Danforth, Chafee, Heinz, Durenberger, and Symms.

[The press release announcing the hearing follows:]

[Press Release No. H-39, June 19, 1990}

SENATOR BENTSEN ANNOUNCES HEARING ON INFANT ViCTIMS OF DRUG ABUSE;
NumsgRrs, TREATMENT COSTS ARE STAGGERING, CHAIRMAN SAYS

WasHINGTON, DC.—Senator Lloyd Bentsen, Chairman of the Senate Finance Com-
mittee, announced Tuesday a hearing this month on “the most tragic victims of
drug abuse,” infants and other young children.

Bentsen (D., Texas) said the hearing on infant and child addiction will be at 10
aB.n_zidpn Thursday, June 28, 1990 in Room SD-215 of the Dirksen Senate Office

uilding.

The Secretary of Health and Human Services, Louis Sullivan, M.D., will testify.
Other witnesses will testify by invitation only.

“Drug abuse has caused terrible problems for Americans, but nothing is more
he's:lrtbreaking than infants who are born addicted to crack or other drugs,”’ Bentsen
said. .

“Thousands of these babies are born every year, many of them simply abandoned
at hospitals. These children are the most tragic victims of drug abuse. More and
more are born infected with AIDS, too, and virtually all of them have serious health
problems at birth. The oldest victims of crack abuse are about 5 years old now, but
their medical and developmental problems can last a lifetime,” Bentsen said.

Bentsen said the hearing will focus on the effects of drug abuse on these children
and their mothers, and on services provided under the Maternal and Child Health

Block Grant, Medicaid, foster care and other Federal programs.

“I asked the General Accounting Office last year to go around the country and
take a close look at the scope of this problem, and we’ll be hearing that assessment
at this hearing,” Bentsen said.

“The costs—physical, emotional and financial—are staggering and growing. They
put a real strain on our Nation’s health care system and the social service systems
that help these children enter foster care or be placed for adoption. According to
information compiled by the Joint Economic Committee, just the neonatal intensive

“care for 375,000 babies cost $2.5 billion in 1988 and government at all levels will
soon spend more than $16 billion a year to prepare these children for kindergarten
at age five,” Bentsen said.

‘“This is a tragedy that won’t go away easily or soon,” Bentsen said.

“I want to get some solid answers about the extent of the problem, what can be
done for these kids and their mothers, and how to eliminate or at least put a real
dent in the number of these tragedies,” Bentsen said.

a)
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OPENING STATEMENT OF HON. LLOYD BENTSEN, A U.S. SENATOR
FROM TEXAS, CHAIRMAN, SENATE FINANCE COMMITTEE

The CHAIRMAN. The Chairman has the usual problem we have
around here. I have to be in two other places. We will get this
started and then I will have to return to the Budget Summit meet-
ings. But we have dedicated this hearing to what has been a grow-
ing and an exploding problem in this country.

Over the last decade the use of drugs, like cocaine and crack, has
an incredible increase. Each year, as we see it progress, the war
against this menace takes more casualties, even down to the young-
?st and most vulnerable of all Americans, and of course that is in-
ants.

Secretary Sullivan will be with us this morning to discuss the
scope of the “drug baby crisis.” We will also be releasing the re-
sults of the General Accounting Office report prepared at my re-
quest which contains new important information about the scope of
this crisis. All one has to do is go to some of these hospitals that I
have done to see some of the boarder babies that are there, to see
the casualties of drug addiction by the mothers, and the results it
has brought to them.

One of the things that the GAO report shows is it is grossly
under reported. When you use some rigorous detection methods,
the number of babies exposed to drugs is much higher than expect-
ed, an average of 16 percent or nearly one in six. At one hospital
42 percent of the babies were found to be drug exposed—42 per-
cent. They are not all as healthy as that one. [Laughter.]

A recent estimate by the former Director of the Office of Nation-
al Health Statistics puts the total cost of drug abuse at $60 billion
annually. But even that may turn out to be too optimistic. When
millions of women at child-bearing age use illegal drugs a growing
epidemic of drug-exposed infants has resulted and has over-
whelmed our foster and health care systems.

Some estimates suggest that up to 375,000 drug-exposed babies
may be born each year. Yet the magnitude of that epidemic has
been a dark and well-kept secret in America. I think only the tip of
that iceberg has been seen thus far. These new numbers are devas-
tating evidence that the war against drugs has been lost. The con-
sequences of our failure in that are staggering.

The care and treatment of drug-exposed infants may well become
the major public health challenge of the 1990’s, rivaling even the
cost of the savings and loan bailout. For example, in HHS an In-
spector General report estimates that drug-exposed infants are four
times more likely to be born premature, 10 times more likely to die
of sudden infant death syndrome. Also, increasing numbers of
these children are affected with the virus of AIDS.

Some researchers have estimated that roughly three-quarters of
AIDS-infected births result from the drug abuse of the mother,
with the other quarter coming from the drug abuse of the father.
Now after leaving the maternity ward, an additional series of prob-
lems may develop with these children. Burdened with the stigma of
being a crack baby many enter the foster care system. One survey
showed that only 7 percent of the foster crack chiidren in New
York had been adopted. The rest facing the possibility of spending
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years in the foster care system or perhaps worse, to remain in the
hospital and becoming a boarder baby.

The Congress needs to get a better handle on the cost associated
with this kind of a crisis. In my own State, the State Medical Asso-
ciation estimates that between $3,600 and $50,000 is spent on hospi-
tal care per drug-exposed child—for each one of them. Here in
Washington one youngster at the Howard University Hospital re-
i;uired at 245 day stay costing upward of a quarter of a million dol-
ars.

But defining the problem is not enough. We must also search for
solutions, one of which may be improving prenatal substance abuse
treatment.

Now testifying before us today will be Dr. Richard Lowensohn,
who is the associate professor of obstetrics at Oregon Health Sci-
ences University, whose Portland, OR clinic has achieved a 50-per-
cent success rate in obtaining drug-free births. Model programs
such as his may be able to develop a strategy to address this kind
of a problem.

As the drug problem in this country grows and as the costs asso-
ciated with it become more and more apparent, we begin to com-
prehend the scope of the problem facing the health and the foster
care systems of this country over the next decade. During today’s
hearings we are going to learn more about the nature and extent
of this crisis and in particular what Dr. Sullivan and our witnesses
believe to be the Federal Government’s role and responsibility in
addressing this kind of a difficult challenge.

As I stated, I have to participate in the Budget Summit meeting
and I will be turning over the hearing then to my good friend, Sen-
ator Moynihan.

Senator, will you take over?

OPENING STATEMENT OF HON. DANIEL PATRICK MOYNIHAN, A
U.S. SENATOR FROM NEW YORK

Senator MoyYNIHAN. Good morning. I know what:a disappoint-
ment it is to Chairman Bentsen that he has to go off to that
Summit. This is a matter of the very most pressing concern to him.
He initiated the request of the General Accounting Agency for the
report we will hear about later in the morning and will of course
know what transpires here and the testimony we hear.

I would only make a few remarks. But I hope I can convey a cer-
tain vehemence; and I hope I can persuade later in the day—Ilater
in the morning—Secretary Sullivan for whom we have great
regard to be open with this committee about this subject, and that
is the Medicaid care of children who are born with syndromes asso-
ciated with crack cocaine use by their parents.

This administration, Doctor, has been in contempt of Congress in
this regard. The Office of National Drug Policy has been just con-
temptuous of our concerns here and as near as contemptuous of
the children involved as it could be. I do not take any pleasure in
saying this. But in 1968—I'm sorry, in 1988—we enacted the Anti-
Drug Abuse Act of 1988 in whicn we specified in statute, and I
wrote the words that ‘“there would be treatment on request for
drug addiction.”
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We created the Director of National Drug Policy, the so-called
“Drug Czar”—Dr. Bennett. It is now his post. We created two depu-
ties, one for supply and the other for demand. We took those
usages from economics and we made demand the first deputy, the
people who will use the material. We were pleased when Dr.
Clabor came down from Yale to fill that position. -

Then slowly we were astounded to learn that although the bill
specified that there would be equal attention to treatment with law
enforcement that the Office was not going to provide that equal
provision. Then we learned that Medicaid was not reimbursing,
would not reimburse, pregnant women using crack cocaine who
sought treatment. Pregnant women using crack cocaine seeking
treatment are not reimbursed by Medicaid.

So we asked, isn’t that illogical? Is that not what the law says
otherwise? And the statute clearly contemplates that kind of care.
And the Office of Drug Policy—I quote from the Associated Press
last June 13, a spokesman for Dr. Bennett and Mr. Hamilton said,
‘“Bennett continues to oppose Medicaid reimbursement,” according
to Hamilton. No.

We appealed to the head of the Health Care Financing Agency,
Dr. Wilensky, and we have from her a two-page letter, which I
know you know about, sir, which I would like to_put in the record
at this point. A letter of May 23 that says as best I can read Medi-
caidese, it says, “Of course we can reimburse a hospital providing
care for a pregnant woman. Of course we can. But the White
House says no.” Mr. Bennett speaks for the President in this
regard and he says no.

I note that Mr. Bowsher in the report that he reprepared for the
Chairman with the characteristic directness that we have come to
associate with his reports says that pregnant women should they
need treatment, then that treatment should be reimbursed by Med-
icaid. We will hear from the Comptroller General, whom God
knows is a refreshing event in Washington these days, later.

The letter appears in the appendix.]

enator MoyNIHAN. The Senate has just passed a bill on this sub-
ject, S. 1673, which I was the Senator—I'm sorry about the “I” but
we have to locate these things—I was co-chairman with Senator
Nunn of the task force that drew up the Senate side of the drug
bill in 1988. When we learned by late 1989 that the Administration
was not going to provide Medicaid reimbursement we introduced a
bill, S. 1673, amending title 19, saying you will do so. And that bill
sassed the Senate unanimously and with the specific support of
lSienator Dole.

Is the administration for the bill? No. The administration does
not believe that Medicaid should reimburse hospitals for treating
ﬁregnant women using crack cocaine. The Drug Czar says that is

is view and his view is the White House view. He is located in the
White House. I do not know what else there is to be said. I cannot
imagine. It is barbarous and it is devastating.

I would hope, Dr. Sullivan, that you are changing this position.
We have done all we can do with Dr. Bennett. He is not a Member
of the Cabinet, you are. You are the chief health officer of this gov-
ernment. We look to you, sir, and we look forward to your testimo-

ny.
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I did not mean to talk this long but this is not a new subject with
us. We have been working on this committee for a very long time.
We have had no response from the administration. None.

I am sorry to have kept you all. I believe, Senator Chafee,
weren’t you next? You are next.

OPENING STATEMENT OF HON. JOHN H. CHAFEE, A U.S. SENATOR
FROM RHODE ISLAND

Senator CHAFEE. Yes. Thank you, Mr. Chairman. I will submit
my statement for the record. We want to hear from these wit-
nesses. What you had to say I followed with interest. I am not sure
it was all totally accurate.

Senator MoyNIHAN. Would you want——

Senator CHAFEE. I am not going to go back and forth on it. Med-
icdid, of course, does pay for the hospitalization of those who are in
with cocaine addiction. That is stricken women, including those
needing prenatal care. But we will hear more on that if this is the
right forum to hear on that. I am not confident that this is all
within the jurisdiction of Dr. Sullivan.

But we are here to learn and one of the problems we are trying
to learn about today is why 11 percent of pregnant women in
America expose their children to drugs. That to me is a shocking
figure. I hope we can learn something from it.

Now I am in a somewhat similar situation as Senator Bentsen in
that I have to step out for awhile, but I will be back and listening
to the witnesses. I am glad we are having this hearing, Mr. Chair-
man.

Thank you.
d.['lihe prepared statement of Senator Chafee appears in the appen-

ix.

Senator MoyNIHAN. We thank you, Senator Chafee. We will get
to that issue you raised.

Senator Daschle?

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

Senator DascHLE. Thank you, Mr. Chairman. I wint to commend
you for your hearing and for many of the remarks you made. I
want to use this as an opportunity to talk about a problem that we
have in South Dakota that is related to the one you just described
for crack babies. It is the one that our Indian children have with
what is called fetal alcohol syndrome.

Fetal alcohol syndrome among babies is so prevalent that 25 per-
cent of all babies today born on the reservation have it; either fetal
alcohol syndrome or fetal alcohol affect. They are exposed to such
high levels of alcohol during pregnancy that they are born intoxi-
cated, and they experience life threatening withdrawal shortly
after birth. But in virtually all cases they are doomed to birth de-
fects or mental retardation.

The saddest part of it is that it is 100 percent preventable.
Twenty-five percent of our kids today on the Reservation are born
with this. One of the witnesses at a hearing I held a couple of
weeks ago out in South Dakota testlfied that it is tantamount to
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genocide. It is frankly tantamount to a genocidal policy that may
be inadvertent but nonetheless is happening today.

She cannot be here today. I know this is a hearing on crack
babies. But if I could have one witness here, I would have had a
person whose name is Janeen Gray Eagle. I am going to read a
very short part of something that she shared with me. I want it to
be part of the record on crack because it, as I said, has such a dev-
astating consequence on our children, just like crack has on inter-
city children.

This is Janeen Gray Eagle at a hearing a couple of weeks ago.
“A woman came to the hospital ready to deliver and had never
been to a prenatal clinic before. This woman was obviously intoxi-
cated. When the baby was finally born, a little girl, she would not
cry and had a very difficult time breathing. When the baby did
start to cry the cheap smell of wine was on her breath. This baby
would not breathe because it was technically ‘passed out’.”

This is child abuse.

Some of our babies have received so much alcohol through their
mother’s breast milk that they have a suppressed gag reflex and
die trying to expel the liquor from their tiny bodies. This is child
abuse. Let’s talk about the baby who dies nursing, and that has
happened by being smothered by a mother who is passed out. This
is child abuse. This is happening as we speak. As we speak, before
this hearing is out, a baby in South Dakota will probably have died
from fetal alcohol syndrome.

So I commend you, Mr. Chairman, and I just hope that as we
look at all of the torturous experiences that these young children
are having today, whether it is crack or illicit drugs or legal drugs,
that we remember there are babies dying today and 25 percent of
the population of Indians in my State are experiencing something
that children in Third World countries are not experiencing to that
degree. It is incredible. =

I hope that at some point in the future we can address this com-
prehensively. And to the extent this hearing will lend some oppor-
tunities for all of us to discuss options, I think that it is a very im-
portant hearing and commend you again for holding it.

Thank you. ~

Senator MoyYNIHAN. Thank you, Senator. I would like to say
again that Senator Bentsen, of course, asked for this hearing. The
Subcommittee on Social Security and Family Policy could certainly
address the Fetal Alcohol Syndrome and we will. We will.

Senator Durenberger?

OPENING STATEMENT OF HON. DAVID DURENBERGER, A U.S.
SENATOR FROM MINNESOTA

Senator DURENBERGER. Mr. Chairman, there are many victims in
the war against drugs but none are more heartrendering than the
children born today as drug users.

What I would like to do is compliment not only the Chair for
having this meeting but Tom Daschle for putting his finger on the
problem. We have lived with fetal alcohol syndrome in our part of
the country and lots of parts of the country for a long time. As he

—
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said, maybe we have characterized it as a genocidal problem, but
we now know that when it comes to the combination of mental ill-
ness and chemical dependency it is a problem being experienced by
such a large number of Americans that you cannot say it is an
Indian Reservation problem. It is not just a ghetto problem. It is a
problem for all of us.

Tom has the problem in South Dakota, but does not have the ca-
pacity to deal with-it in South Dakota. I mean the poorest counties,
the poorest townships in this State are in South Dakota. The great-
est problems, whether it is fetal alcohol, drug abuse or it is mental
health problems, are right there. There is no way that South
Dakota can deal with this problem unless somebody here in Wash-
ington, DC, wakes up to the relationship between mental health,
chemical dependency in its broadest sense, and the high cost to so-
ciety of the defects in birthing which are a result of the defects of
the society in this country.

I am just going to make three points. One is, if we do not deal
with the medical costs and access problem in this country you are
going to be holding these hearings 10 years from now and the prob-
lem is going to be 10 times as bad. We must do something about
the deficit in this country. It was horrible watching an hour and a
half of histrionics last night over this debate on waste in govern-
ment. We continue playing with the deficit while we spend money
on remedial and we cannot spend money on prevention.

We put all our money into the neonatal intensive care units and
none of it into MCH, and the rest of these things. And unless we
have the courage ourselves to deal with this paralysis—this politi-
cal paralysis—forget about these hearings.

The last thing I wanted to say is the hospitals of America are
carrying this burden for us. We have to understand that. Just a
little illustration I have been using is one of my staff members—
the father works for me; the mom works for Chuck Grassley. They
have just had a perfectly normal baby at one of the intercity hospi-
tals in Washington, DC, and the delivery cost them $7200. That
same delivery in the Mayo clinic would have been about $2,600.

I mean this hospital is carrying a whole lot of other overburden
that gets loaded on a few peonle who can afford to pay these bills.
And none of this money then is going into the kind of thing we are
here to talk about.

I wanted to raise those three points to demonstrate that this is
the right committee, I think, to take on this issue.

Senator MoyNIHAN. Certainly. We will obviously take up this as
a special hearing and we will make the point that in my State pri-
vate hospitals last year lost $1.5 billion. The neo-natal wards go on
out of sight almost at an incredible expense of remedial care, as
you say, Senator Durenberger. And is a consequence of no effort
whatever in advance.

Senator Heinz?

OPENING STATEMENT OF HON. JOHN HEINZ, A U.S. SENATOR
FROM PENNSYLVANIA

Senator Heinz. Mr. Chairman, first of all I want to agree with
Dave Durenberger on each of the three points he made and what
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he in part left unsaid, although it was very implicit in what he
said—that if we do not deal with the deficit, we are never going to
unshackle ourselves to do what we should be doing in the first
place. And like each member of this committee I have done my
time, and it is not pleasant, going to the neo-natal wards were the
crack babies and babies infected with AIDS and with other prob-
lems, including the syndrome that Senator Daschle described, are
all too evident.

You are first talking about costs, even if they are Medicaid-eligi-
ble costs, for neo-natal care that are reimbursed at a fraction, at
least in our State. Secondly, these costs can add up to hundreds of
thousands of dollars. As 1 said, only a fraction of that is reim-
bursed. And then, in addition, there is the problem of border
babies. These are children whose parents do not want them who
are forced to spend an even longer period of time at the hospital
until they can be placed, perhaps with a relative—more often in
foster care—if they can be placed. And the result is this enormous
overburden of costs on our hospitals, only a fraction of which is
ever reimbursed, and the hospitals are sinking under the strain.

If we allow them to sink, whether it is Hahnemann—and we are
going to hear from Margaret McGoldrick later—or in Philadelphia
also—the University of Pennsylvania or Temple University Hospi-
tal—the fact is that we are going to see what we have in the way of
service delivery closed because no one is going to be able to afford
it. Then, whether you have health insurance or not, the average
American who needs it—who does not have a crack addicted baby,
but does have a premature birth—isn’t going to be able to get the
care for their little baby infant son or daughter who is delivered at
6 or 7 months.

So this may seem to people as if it only affects the children of
crack addicts or alcoholics, but it is going to affect everybody. If
you go out to California, you will find that the trauma center
system that they had out there, which was very good, is closing
down because there is no reimbursement for it. And now when
people are in accidents, who are not driving under the influence,
they are very lucky to get the kind of trauma care that used to
exist in California 5 years ago.

So, Mr. Chairman, I commend you on ‘holding this hearing. I
hope though that both the country and the Congress realize what
is at stake. :

Senator MoyNIHAN. I think that is a hugely important point that
Senator Heinz makes. What is begin.ing {c be at stake is the con-
tinued existence of our hospitals. We have institutions that have
been in New York City for two centuries whose endowment has dis-
appeared in the last 5 years. -

Senator Symms?

Senator Symms. Mr. Chairman, I do not have a formal statement.
I see our colieague from Connecticut is here to testify on the Vic-
tims of Drug Abuse Act that he is introducing this week and I
would be interested to hear what he has to say.

Senator MoyNIHAN. We thank you.

Senator Danforth?
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Senator DANFORTH. I have no statement, Mr. Chairman. I affirm
everything that has been said by other members that I have heard.
But I did not hear your statement.

Senator MoyNIHAN. Would you like me to repeat my statement?
[Laughter.]

Senator DANFORTH. I am sure you will. {Laughter.]

Senator MoYNIHAN. And it will not have been for the first time.
It has been 1% years of saying this and still no answers. Perhaps
today will be different.

Senator Dodd, we welcome you to the committee, sir.

STATEMENT OF HON. CHRISTOPHER J. DODD, A U.S. SENATOR
FROM CONNECTICUT

Senator Dopp. Thank you very much, Mr. Chairman. 1 have en-
joyed immensely listening to the opening remarks of my colleagues.
I, too, want to commend you and Senator Bentsen for holding these
hearings. The Subcommittee on Children, Family, Drugs, and Alco-
holism, which I chair, have had a number of them. In fact, I would
say at the outset, I had the pleasure of visiting a number of facili-
ties in your beloved State because so much work is being done in
the city of New York. I went to Metropolitan Hospital on 97th
Street, where turn right and you see Yorkville with homes or
apartments that you can buy for nothing less than $300,000 to
$400,000; literally turn your head left and it is Spanish Harlem
where boarded up windows are the order of the day.

In that hospital, 30 percent of all children born at high risk are
addicted at birth, just in that one facility; and the costs for these
children run about $40,000 to $60,000 in the pediatric intensive
care unit. Because crack is so new the statistics are not available
for a great period of time, but they now know that once-a child is
released from the intensive care unit at that facility the average
extended visits before the age of 2 are between five and seven—ex-
tended visits. And they are now beginning to establish the data
that indicate that serious neurological problems and so forth are
going to exist certainly into adolescence. Some experts believe that
for some children, these problems may persist well into adulthood
for infants born as addicts. So we are beginning to get some sense
of the problems.

With all due respect, if I could make a suggestion at the outset,
that has something to do with what Senator Daschle said earlier. I
think we are all guilty of this to some degree. Really in a sense the
hearing ought to be the Victims of Substance Abuse. I think too
often we have focused, and with much just reason, on drugs a:
being the problem. The fact of the matter is, of course, that alcohol
abuse accounts for a significant amount of the problems, not only
on an Indian Reservation in North Dakota or South Dakota, but in
the highways of Connecticut and New York. Across this country,
substance abuse .s something we need to pay a lot more attention
to.

I would hope that in the future when we start dealing with legis-
lation we will talk about it in those terms rather than just focus on
the narcotics. But anyway, Mr. Chairman, I am delighted to be
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with you. I have a statement and I will paraphrase some of it here
and ask it be included in the record in full.

Senator MoyNIHAN. We will put it in the record as if read.

Senator Dopbp. I know you have very distinguished witnesses that
you are very interested to hear from. Obviously, again, as you have
all said here, the plight of children who are innocent victims of
substance abuse draws from us many emotions—from deepest pity
to the sharpest anger. That was reflected here this morning as
well. It challenges, Mr. Chairman, our ability and commitment to
reach out tu even the most troubled parents.

I strongly believe, however, that the success in responding to the
problem will be measured more by our compassion than our con-
demnation. The tendency is to condemn. But I think, frankly, the
level of rhetoric needs to subside a bit and we need to do the hard
work now of figuring out what works, how can we service these
children, what is going on across the country in States and local-
ities—where, I might add, a great deal of very positive things are
occurring. We must learn from those experiences and try to apply
them as we legislate here or encourage the administration to issue
executive orders and the like that may contribute to the diminish-
ing of this particular problem.

In that regard, Mr. Chairman, I am introducing a bill this week
called the Children of Substance Abusers Act which is based on the
principle that extending help early in providing comprehensive
health and social services is one of the best ways to protect chil-
dren and preserve families where substance abuse is present.

Mr. Chairman, many children of substance abusers become visi-
ble to us only when they enter the foster care system, an area
about which I know you particularly and many members of this
committee have a deep interest. I encourage you and applaud your
efforts in focusing you attention on that particular problem. But
testimony from our own hearings suggest staggering costs to socie-
ty, as much as $20 billion for infants born exposed to cocaine in
just 1 year. That is the price tag we are now being told.

What of children themselves? We are only beginning to glimpse
what the future holds for them. So far research suggests a cluster
of subtle developmental problems. Head Start teachers tell us they
already are seeing a pattern of behaviors, including short attention
spans, delayed speech and combative or exaggerated behavior that
could be traced to drug exposure.

The impact of substance abuse on children extends far beyond
drug-exposed infants. The National Committee for the Prevention
of Child Abuse estimates that some 675,000 children annually are
seriously mistreated by a caretaker who is a substance abuser. The
abuse these children experience is more severe and the neglect
more complete than anything we have seen in the past.

I certainly do not have to tell this committee about the alarming
rise in foster care placements, fueled in many areas of the Nation
by substance abuse. And small wonder, since the resources to pre-
serve these families often do not exist at all. Drug and alcohol
treatment programs tailored for women with children are scarce
and society has little understanding of the special supports these
families need.
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We all recognize that sadly some children must be removed from
their homes. But it is tragic when children must be removed be-
cause we, as a society, are unwilling to invest in certain families,
writing them off as unworthy of our support.

The children of Substance Abuse Act that I mentioned a minute
ago will begin, we hope, to make that investment. The heart of the
bill, Mr. Chairman, is a Children of Substance Abusers—or COSA
we call it—that would provide $100 million for comprehensive serv-
ices to children and their families. This bill is uniquefin its exten-
sion of help beyond the prenatal period and its inclusion of any
children of substance abusers. It thus provides a continuum of
health and social services ranging trom parenting education to pe-
diatric care.

A primary goal of the COSA program is to preserve families. But
children cared for by relatives, foster parents and adoptive parents
are also included. Let me mention a problem here. We have one
program in the State of Connecticut called Crossroads. It is only 1
of 11 in the country where the drug treatment program allows the
pregnant woman or the woman with the new child to have that
child with her during her stay with the treatment program.

In the city of New York, there are 25 such beds for the entire
city. These beds are located at Odyssey House, which is well known
I know to the Chairman—where children can be with the parents.
The success rate of that program is much higher, where children
are with their parents during treatment.

One of the problems we face in getting women—pregnant women
or women with infants—to come forward for treatment is, frankly,
that the system in the past has said that when you come forward
and you admit drug abuse or you admit you’re an abuser, then the
lf;l'r;t thing that happens to you is we take your kid. We take your

id.

And if you want to change this at all and encourage people to
come forward, we have to stop that. You have to absolutely stop
that. And you have to be able to say to parents that if you have a
problem and you come forward, and you're pregnant or you have
an infant child, we are not going to take your child away from you.
Now you may have to for other reasons down the road. But you
ought to try and keep these families together.

If these prograins that we have now seen—only a handful of
them in the country—are so successful in providing adequate treat-
ment for people because they are allowed to keep their children
with them, then it seems to me we ought to learn from it.

The last point 1 would make, Mr. Chairman, relates to what we
modestly try to do with the little bill that we are introducing—and
it is not going to solve all the problems here. But there is no such
thing as a WIC family. There is no such thing as a Head Start
family. There is no such thing as a HUD family. There is no such
thing as an AFDC family. These are all the same families. And un-
fortunately, what we have done in the past with good intentions is
to categorize through categorical programs these various things
that are all designed to provide needed assistance to families, in-
stead of trying to weave them together in what I have tried to call
a seamless garment of services. Because the same family basically
needs all or most of these services.
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So you have to have some coordination of it. Families do not go
out. They do not have cars. They do not have chauffeurs. They do
not even afford in manyv cases the cost of transportation. You and I
would not do it. We wil! not take the time to travel all over. We
want one-stop banking now. We want to be able to deal with all of
our problems in as expeditious a fashion as possible. That is the
same problem that we face with many of these families, to go shop-
ping around, to go to various places to get the services they need,
they just do not do it.

So if we can coordinate these activities, this is part of what we
are trying to do in our little COSA bill and part of what I suggest
you are trying to do in your efforts here to try to bring some of
these things together so it works efficiently. To just mount one ad-
ditional program after another, we are deluding ourselves. We are
not reaching the families that need help at all. So we need to have
a far better approach, it seems to me, on the coordinated services.

I would just invite the attention to this little bill. As I say, it
isn’t going to solve everything—I know there is a tendency of all of
us here to say we have found the answer, but we haven’t at all. We
have just come up with a program where we have looked and seen
something that works. We saw it work in a little program in Con-
necticut. We have seen it work in a program in New York. There
are only 11 of them in the country. They are successful and so our
legislation is designed to try and come up with some funds so that
the Dakotas and the West Virginias and the Minnesotas and the
Missouris and so forth could maybe try something like this as well.
It might really provide a meaningful treatment program for people
who are substance abusers.

So, Mr. Chairman, I again appreciate your willingness to allow
me to come forward here this morning and to share a few thoughts
with you on the subject. I wish you well in your efforts as you
move forward in an area that I know you have dedicated a signifi-
cant portion of your life to.
d.['I;he prepared statement of Senator Dodd appears in the appen-

ix.

Senator MoyNIHAN. Senator, as Chairman of the Subcommittee
on Children, Family, Drugs and Alcoholism, you who have concen-
trated the most on this legislation, I would like you to add a co-
sponsor to your COSA legislation and congratulate you on it.

Senator Dopp. Thank you very much.

Senator MoyNIHAN. Can I just make one point atout the ques-
tion of the specific issue before us today? Which is that we feel that
with respect to crack cocaine we are dealing with an epidemic that
struck very suddenly.

Senator Dopp. Absolutely.

Senator MoyNIHAN. We know when. We know where. It ap-
peared in the Bahamas in 1962. In 1966, March 1, 1966 the Lancet,
which is the Journal of the British Medical Association, had an ar-
ticle and it is filled with these long discussions of controlled trial of —
small bi-polar probe and bleeding peptic ulcers. It is one of tbe
world’s leading journals. The lead article was epidemic-free base co-
caine abuse; and it cited the Bahamas. It said that this thing has
broken out. It is virulent and it is going to spread.
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The public health profession in the United States did nothing
about tﬁis. Not a thing. The Center for Disease Control in Atlanta,
as far as I'know, was mute. They just said nothing. And everything
that these people in the Bahamas said would happen has hap-
pened. It is just, you know, the species had no experience of this
assault and we have had very little success with these others. It is
Jjust the newness of this. Our inability as a society to say, yes, some-
thing new and awful is happening and what are you going to do
about it is what we are trying to impress here.

But I congratulate you very much.

Senator Dopp. Thank you.

Senator MoyNIHAN. Senator Daschle, you might want to say
something.

Senator DascHiE. I commend Senator Dodd for his comments
and would like to associate myself with the remarks he made about
the incredible array of locations that currently exist, and what an
impediment that is to get assistance. I have actually had people tell
me that they cannot afford the cost of traveling, if they are living
in a small rurzl town, to come to one city after another to find
these offices. So they just do not seek help.

It is humiliating in the first place. And then it is even a greater
impediment to try to find these locations and they have no ability
to do it. Some of them have no phone with which to even call to
find out where these locations are. It is horrendous. If your bill
does that I would be an enthusiastic supporter and I commend you
for taking on that responsibility.

Senator Dobpp. I appreciate that. I should point out we just
marked up yesterday, Mr. Chairman, the Head Start program out
of the Labor Committee, along with a number of other programs.
One of the features of the bill is a Coordinated Services Act that
Senator Kassebaum has been tremendously helpful on, as well as
Senator Coats and, of course, Senator Kennedy and others on the
committee, which we will be offering for your perusal and support
we hope at some point here in July or September, when Head Start
and this bill comes to the floor.

But there is an effort in that legislation to really coordinate serv-
ices. We do not know if we have done it perfectly but at least we
are making an effort. Senator Durenberger was there yesterday on
this as well as a member of our committee.

Senator MoyNIHAN. Well speaking of him, Senator Durenberger’

Senator DURENBERGER. No questions, Mr. Chairman.

Senator MoYNIHAN. Senator Heinz?

Senator HEiNz. No questions, Mr. Chairman.

Senator MOYNIHAN. Senator Danforth?

Senator DANFORTH. I wish you were right, but I doubt it.

Senator Dopp. On what?

Senator DANFORTH. I think that you, as I understand your re-
marks, and Senator Moynihan, in his recent remarks, view this as
similar to say an outbreak of polio where Government can step in,
administer tiy';e right treatment, and deal with the problem. And
that if there is a problem then the country as a whole has to be
responsible fur it and the cause is ours and the solution is ours.

I just really wonder if that is the case. For example, if it were
true that this terrible, terrible problem could be solved by a pro-
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gram which keeps mothers with children, that would really be
wonderful and certainly worth the dough. And you cite a case
where it is 90 percent effective maybe.

I know that when I went to Children’s Mercy Hospital in Kansas
City and talked to the people there I was shown a crack baby. I am
told that crack babies are 15 percent of the births in the intercity
hospitals in Kansas City. The doctor who was talking to me about
this particular baby said, you know, this is really a highly unusual
case because the mother actually comes by to visit the baby.

He said in the normal case the mothers show up at the hospital
for the first time without any prenatal care, which is obviously
something we should be talking about and dealing with; and that
the mothers just give birth to the baby and usually leave the hospi-
tal on the same day, never wanting to see the baby or have any-
thing to do with the baby. '

You know, I doubt—I wish it were true, but I wonder if it isn’t
kind of a typical Washington response to a very important problem
to say, well, there is a problem and therefore there has to be some-
body in Washington who is to blame for this. And there has to be
some solution in Washington that we can put in place that is going
to take care of this so let's develop a new program for it.

If you are right, I am for it. I am not ready to sign on as a co-
sponsor this very minute.

Senator Dopp. Let me suggest this, Senator. I thought I had tried
to make it as clear as I could that in fact the programs that are
working were not Washington-originated. These are things that are
happening in the local communities of this country. So it isn’t a
Washington idea in the first instance. ,

Secondly, I don't disagree with you. I thought—TI'll let the Chair-
man speak for himself—but I thought we made it quite clear, at
least I tried to, that this is not a panacea. It is not going to solve
the problem. But there is something tragically wrong when we are
either unable or unwilling to try and provide basic services for
people who seek them. You and I both know that no legislation is
going to inject a will into someone to come forward and to seek
treatment.

That is something that people have to decide for themselves. The
tragedy is that when that decision is made in far too many cases
there is no one there to say that we have something here that may
help you. That is really all I am talking about here.

You are absolutely correct. We are not going to come up with
some magical solution here that is going to eradicate this particu-
lar problem anymore than we have been able to eradicate other
problems. But in this particular case, there are some things that
are working, not Washington originated, that appear to be servic-
ing a community.

For instance, it has now been proven in some of these cases that
if someone would go out and identify, if you can, people who are
abusers and are pregnant and let them know what can be done
during that period of pregnancy, many of them can be helped to be
better parents. It is unnatural for a mother to abandon a child.
There is something else going on that causes that decision. If
people who are trained and talented can reach that individual
during that pregnancy, and not frighten them into believing that
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because they have associated with a governmental agency—be it
State, local or Federal—they may lose their child, then they can
get the kind of care and assistance and the education. And if there
is a way for them to get off the substance abuse, if that is what
they are interested in doing, then maybe we can save some lives,
maybe we can keep that family together.

ere are some local programs in this country that seem to indi-
cate that is the case. All I am suggesting is that we glean from that
experience, which is not a Washington experience, and try and pro-
vide some resources so that that effort could be duplicated in some
places like Missouri, like Kansas City, so that maybe those children
that you saw in that hospital, the numbers that you saw could be
reduced; and that you and I do not end up having to vote for legis-
lation to provide for foster care or provide for some sort of housing
or needs that those children would have because there may have
gdeen bgn option that will have kept that family together. Maybe.

aybe.

So I do not disagree with you at all. I would be making a tragic
mistake here if I left you with the impression that I thought this
little bill or anything else was going to eradicate ignorance, pover-
tﬁ and disease and solve the drug problem. It is not going to do
that. But a program in New York, Connecticut and a few other
places seems to be working. And it seems to me our responsibility
here, when we identify a program that is working some place,
wherever it is, at a local level, that we ought to try and learn from
it and try at least to provide the opportunity for other States and
jurisdictions to maybe try it where it has proven to be successful.
But I do not disagree with your basic premise.

Senator MoyNIHAN. Thank you.

Senator Rockefeller?

Senator RocKEreELLER. No questions, Mr. Chairman.

Senator MOYNIHAN. Senator Bradley?

Senator BRADLEY. Mr. Chairman, I do not have any questions for
Senator Dodd. But I was struck by Senator Danforth’s comments.
And at a minimum one of the things that we- might look at is a
variation on a bill that you introduced last year which was Medic-
aid coverage for residential treatment and rehabilitation. That
sight very well be narrowed further to apply to pregnant women
who are addicted and who, if Medicaid allowed them, not only to
get prenatal care, but also to get residential treatment for that ad-
diction that you might end up with a mother who gave birth to a
child that she would not abandon, would want want to care for.

I would make that modest suggestion as an area that this com-
mittee might actually work to avoid the tragic problem that you so
correctly identify.

Senator MoyYNIHAN. Senator Dodd, we thank you very much.

—~Senator Dopp. Thank you.

Senator MoYNIHAN. We welcome Senator Akaka, who has been
patiently awaiting his opportunity. Sir, would you mind moving
down to the center so we can all hear you in the back of the room,
as well as see you.

Senator, I think this may be the first time you have appeared
before the Finance Committee. We want to particularly welcome
you on this occasion.
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STATEMENT OF HON. DANIEL K. AKAKA, A U.S. SENATOR FROM
HAWAII

Senator AKAKA. Thank you very much, Mr. Chairman. It is cer-
tainly an honor fcr me to appear before you and your committee
for the first time. I thank you for this opportunity to testify before
you, the Senate Finance Committee, about the growing problem of
addiction to crystal meth, a form of speed, and the damage it in-
flicts on its youngest victims. I also want to recognize the distin-
guished witnesses here, beginning with Hon. Louis Sullivan, the
Secretary of the U.S. Department of Health and Human Services.

The ice epidemic, Mr. Chairman, has been building in my State
of Hawalii over the past several years. Ice has the potential of over-
taking crack cocaine, as a drug of choice for young people through-
out the country. Although both crack and ice may be smoked, simi-
larity ends there. Ice is cheaper. Only $50 will buy enough of the
drug to keep someone high for a week. Its high lasts anywhere
from 7 to 30 hours and it leaves its user prone to extreme uncon-
trolled violence.

Furthermore, crystal meth and other forms of this drug are
simple to produce and do not require any imported ingredients. In
fact, a National Institute of Drug Abuse study showed that in 1989
there was a 70-percent increase in hospitalizations related to ice..

My amendment, Mr. Chairman, to S. 1970, the Omnibus Crime
Bill, would launch a multi-pronged attack on the use of crystal
meth, by sharply increasing the penalties for major and mid-level
ice dealers. It also seeks to improve the methods of treating ice ad-
dicts and to study and develop a protocol for treating newborns af-
flicted with ice addiction.

My amendment would also develop a model program in the State
of Hawaii to educate students against the dangers of ice. Today we
will be hearing more about the tragic circumstances of infants and
young children born addicted or drug exposed to cocaine. Unfortu-
nately, there is also a new population emerging—ice babies, born to
mothers who are ice abusers.

These infants are already permanently damaged or at great risk.
Let me share with you the experience of Earline Piko, a registered
nurse who directs substance abuse programs at the Wai’anae Coast
Community Mental Health Center located on the Leeward Coast of
Oahu. Ms. Piko directs a new program for ice babies and their
mothers. In the 30 years that she has worked with infants and
young children she has never seen children as asocial as those born
addicted to ice.

Mr. Chairman, T shudder—shudder to imagine what will become
of these children and what will happen to our communities if we
do not implement an aggressive and compassionate program to ad-
dress this problem. I believe Wai’anae’s program offers a real solu-
tion.

The Hawaii State Child Protective Services indicates that cases
of mothers and infants testing positive for crystal meth are being
reported to them at the rate of 30 per month as of November 1989.
They further report that mothers and infants from Wai’anae, a rel-
atively youthful and predominantly native Hawaiian community
constitute a large number of those identified.
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Unfortunately, these statistics fail to show the full extent of the
problem. It is considerably more widespread than the reports indi-
cate. Testing is not universal. Only the primary maternity hospital
on Oahu tests, and these tests are administered only to those moth-
ers who fit a socioeconomic profile or if a newborn is in obvious dis-
tress.

When an infant tests positive for ice, the child is frequently re-
moved from the mother and placed in foster care. About half of
these children live with extended family members or other persons
known to the mother. Others become border babies.

The Wai’anae Coast Community Mental Health Center program
seeks to provide alternatives to the separation of mother and ice
babies, through a residential, as well as a community-based day
treatment program. Comprehensive services are offered to assist
the initial bonding of the mother and child, as well as providing
the necessary education, counseling and support to create an ongo-
ing safe and healthy environment for both. Substance abuse treat-
ment for the mother and other family members and health care for
the mother and child are integral components of the program.
Hawaii is the only State which has experienced the problem of
crystal meth for any period of time. For this reason, Mr. Chairman,
the program I have described offers a unique opportunity to exam-
ine the short- and long-term effects of ice on infants, to assess the
various levels of intervention, and to develop and test the best mix
of treatment components.

The initial funding for the program is provided by the Alcohol
and Drug Abuse Division of the Hawaii State Department of
Health. It is my understanding also that a portion of these funds
comes from the National Institute on Drug Abuse. Medicaid will be
involved in the health care component and the project sponsors
f\e‘vill probably apply for maternal and child health assistance in the
uture.

Mr. Chairman, and members of the committee, Federal pro-
grams, including those under the jurisdiction of the Finance Com-
mittee, should expand support for efforts to prevent and treat
crack and ice babies. I am hopeful that programs such as the
Wai’anae Coast Treatment Program which tries to assist the whole
family to create and maintain a safe, secure and healthy environ-
ment for children can show us the way to halt this spreading
scourge.

I thank you very much, Mr. Chairman, for this opportunity to
testify before you.

Senator MoyNIHAN. We thank you, sir. We would like to—I
think I can speak for the committee to say that you have brought
this issue before us and we accept our responsibility to see that this
newest form of epidemic is included in the medical provisions that
this committee is responsible for, Medicaid in particular. We are
going to hear from Dr. Sullivan on that directly.
bil?'?n I just ask, your amendment, will it be offered on the crime

Senator AKAKA. I have offered it. It should be in the crime bill.

Sﬁanator MoyNIHAN. It should be? Well it should be passed as
well. ~
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Senator AKAKA. As I understand it, it is one of the six amend-
ments.

Senator MoyNIHAN. Well there you are, that is a very exclusive
list as we have learned. We congratulate you once again on the
way you are learning to use this institution. We thank you very
much and we are going to hear from Dr. Sullivan on just these
issues.

Senator AKAkA. Thank you very much.

Senator MoyNIHAN. You are very generous to come forward, sir.
i ['Ii‘ne prepared statement of Senator Akaka appears in the appen-

ix.

Senator MoYNIHAN. And now as Senator Akaka has said, our
next witness is Dr. Sullivan. Once again, we welcome you here, sir.

Senator, if you would like to sit with us, we would be very hon-
ored to have you. If you have to go, you have to go.

Good morning, sir. Not for the first time do we great you here
with the Finance Committee.

STATEMENT OF HON. LOUIS W. SULLIVAN, SECRETARY OF
HEALTH AND HUMAN SERVICES

Dr. SurLLivaN. Thank you very much, Mr. Chairman, and mem-
bers of the committee. I am pleased that you have invited me here
to testify on the effects of substance abuse on mothers. This prob-
lem has been dramatically escalated by crack cocaine use.

The impact of addiction on the health and well being of infants
and children is one of the greatest tragedies caused by America’s
problem of drug and alcohol abuse. Today I will discuss with you
our understanding of the gravity and the scope of this terrible
problem, our approach to the problem, some of the specific pro-
grams that are in place, and the activities that I have inaugurated
to help find effective solutions to the problem.

I know the committee is deeply committed to meeting the chal-
lenge presented not only by substance abusing women and their
children but by the drug problem in general. I firstly believe that
the Administration is meeting these challenges effectively. Amer-
ica is becoming increasingly intolerant of the use and abuse of ille-
gal drugs. We are fighting back because no caring person can stand
by silently and watch the devastation that drug abuse has wrought.

Mr. Chairman, the message that I have for the Congress and for
all Americans is that substance abuse by mothers can have devas-
tating effects on their children. It can even kill them. Drug and al-
cohol use by pregnant women is a burden that they, their children
and the whole Nation carry into the future. For most of us, the
heart-wrenching stories we read in our newspapers on the destruc-
tive impact on mothers and their children are almost unbeliev-
able—and I have heard some of them from you this morning.

In Philadelphia a 31-year-old mother wound up in a city shelter
with her three children after being evicted from a house for not
paying her rent. Her story is as follows, and I quote: “I sold the
food out of my refrigerator to get high. I sold my clothes, the TV,
the washing machine and all our furniture to get high. The kids
hardly ate. I saw what I was doing to my kids, but getting high was
more important than taking care of my family.”
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Mr. Chairman, as you and the other members of the committee
know from your own experience, it is even more shocking to see
the effects of substance abuse first-hand. On a recent visit to the
newborn care unit in Boward County Hospital in Fort Lauderdale,
one of more than a dozen such hospitals I have visited in the last
year, I saw some of our country’s finest health care professionals
caring for newborns who, in too many cases, had been effected by a
mother’s drug use.

Eight of the babies that I saw that day were exposed to cocaine
before birth. The consequence of maternal cocaine use can be a life
time of pain.

One baby I saw that day had received intensive care and other
services over a period of some 8 months, that cost $698,000. Here,
Mr. Chairman, is the bill from that patient’s birth. Eight months of
therapy, almost $700,000, with very little prospect that that infant
would ever leave the hospital and become a productive citizen.

This, Mr. Chairman, represents an extreme case. But the size of
this bill that is about a half inch thick, the size of this bill is only
one measure of the pain and the suffering, unnecessary pain and
suffering endured by that infant. All of this could have been avoid-
ed if the mother’s drug addiction were prevented. Estimates of the
number of infants that are born exposed to substance abuse range
fl'xb%nao%0,000 to 375,000. But most figures we believe are closer to

But since most estimates are based on localized studies, the De-
partment of Health and Human Services is currently attempting to
get a better handle on the scope of the problem through national
epidemiologic studies. So let me share with you some information
that we do have today.

Data from the 1988 National Household Survey on drug abuse in-
dicate that of the 59 million women of childbearing age in the
United States over 5 million are current users of an illicit drug, in-
cluding 1 million cocaine users and 4 million marijuana users.

In addition, our Inspector General at Health and Human Serv-
ices has just completed three studies of the issue at my request,
which I am releasing today and I would like to enter into the
record. One is on crack babies, the other is on selected model prac-
tices for crack babies, and the third is on border babies.

Senator MoYNIHAN. We will put those in the record directly after
your testimony.

Dr. SuLLivan. Thank you, Mr. Chairman.

The first report reviewed the situation in 12 major cities in our
country. The Inspector General found that there is no typical crack
exposed baby. Some babies are born with clear symptoms of mater-
nal drug use, others look normal at birth, and thus may not be im-
mediately identified as having been exposed to drugs. These chil-
dren may experience developmental problems even years later.

We have learned that drug abusing mothers are not necessaril
young teenagers. In Massachusetts 72 percent of the pregnant ad-
dicts treated were not first-time mothers. The average age was 24
years. Data from the National Household Surveys show that drug
and alcohol abuse affects all socioeconomic classes and all races.

Mr. Chairman, although we know the rates of infant mortality
and morbidity are linked to substance abuse by child-bearing



20

women, we need to know more about the precise effects of drug ex-
posure on infants. We need to learn more about the safest and the
most effective ways to treat drug abusing women.

Health and Human Services is working to improve the quality
and effectiveness of drug abuse treatment in general. Pregnant
women are a special focal point of this effort. Pregnant women and
mothers can present special challenges for treatment programs,
and treatment of any disease in a pregnant woman poses safety
issues related to the child she carries. _

At the National Institute on Drug Abuse we are supporting re-
search demonstrations on treating women. While our knowledge is
imperfect we cannot wait for all the answers before we work with
our States, localities and individuals to prevent drug abuse by preg-
nant women and to treat women and their children. .

The best thing a pregnant woman can do is to stay healthy while
pregnant, to avoid drugs, avoid alcohol, avoid tobacco, and any
other substance which will harm her baby. We must do all that we
can as Government, as private organizations, and most importantly
as individuals to encourage healthy habits among our citizens. I am
asking our fellow citizens to help. Anyone who knows a drug or al-
cohol using pregnant woman has a duty to warn her away from
these substances, and if necessary, to help her toward treatment.
This is especially the responsibility of the baby’s father.

I am also asking the Public Health Service to educate the public
in general and especially those most at risk about the tragedies as-
sociated with substance abuse by pregnant women. We know preg-
nant women need drug abuse treatment and prenatal care. My
goal is to ensure that appropriate treatment is available. Several
important Federal treatment efforts are now underway.

First, within our basic block grant to States providing support for
drug abuse treatment and prevention, there is a dedicated pool of
funds for services to pregnant women and for women with depend-
ent children. Reports from the States indicate that this 10-percent
set aside is increasing the availability of treatment programs for
women. To improve drug treatment efforts supported through the
block grant, we have submitted a proposal that would require the
approval of State drug treatment plans as a condition for receiving
block grant funds.

A second initiative is the Health and Human Services special
demonstration grant program for Pregnant and Post-Partum
Women and Their Infants. I believe these demonstration projects
are especially promising. The model projects are run by public and
private organizations. They are located in community, in-patient,
out-patient and residentiar settings; and they focus on.education
and prevention, and treatment of women. Special priority is given
to projects addressing the needs of low-income women, especially
those who use crack cocaine.

By the end of this year we expect to have about 100 demonstra-
tion grants, which at full operation will reach 60,000 women. This
rogram which began in 1989 with a budget of $5 million is now at
¥32 million; and the President has requested for fiscal year 1991 an
increase to $38 million. One demonstration funded under this pro-
gram is the Family Services Center in San Antonio, TX. It provides
services to 120 substance-abusing women and their infants.
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Each participant receives medical care, group counseling, educa-
tional services, and intensive follow-up; and infant development is
monitored for 3 years. These programs—Ilocally designed by cre-
ative, committed people—can make a difference. Good ideas can be
shared and replicated. That is what we hope to do with the Preg-
nant and Post-Pardum Women and Infants demonstration grants
program.

There is another innovative program that I understand the com-
mittee will hear about this morning. Dr. Richard Lowensohn, of
Portland, OR will describe the Substance Abuse Family Evaluation
Clinic at the Oregon Health Sciences University. It uses local and
donated funds to build on existing State and Federal Government
resources, including Medicaid.

Third, beyond the substance abuse an associated care provided
through these special projects, are the broader prenatal care and
other services targeted on all low-income women, including sub-
stance abusers, through the Maternal and Child Health Block
Grant and the Medicaid program.

I have asked the Health Care Financing Administrator, Dr. Gail
Wilensky, to work with the States to make sure they fully under-
stand how the Medicaid program can be used to support drug
--abuse treatment for pregnant women. including treatment services
in small residential facilities. I am also asking that HCFA work
with the Alcohol, Drug Abuse, and Mental Health Administration
to ensure that the providers also understand Medicaid’s role.

Our States have considerable latitude to cover in-patient hospital
and out-patient drug abuse treatment services. Recent eligibility
changes for pregnant women broaden the population that can be
served. In addition, we are looking for ways to urge the States and
private providers to give priority in treatment to pregnant women
and women with young children. We will also be working with the
medical and social services communities to improve outreach to
women of child bearing age to encourage them to seek treatment.

I would like to focus now on the specific programs that are tar-
geted to substance exposed children. However, it is important to
note that through our basic programs in foster care, in child abuse
and neglect, in Head Start, in aid to families with dependent chil-
dren, and Medicaid, Health and Human Services provides general
support to States and to families. These programs provide a basic
infrastructure which can be used to help address the needs of chil-
dren and families suffering from substance abuse.

Drug abuse has strained the capacity of the child weifare and the
foster care systems. We clearly need to search for ways to improve
child welfare services, to support foster parents and relatives of af-
fected children, and to increase the stability and the quality of
these children’s lives.

With that in mind, we have asked for $47 million in additional
funding this year for child welfare services, in conjunction with a
limitation on foster care administrative costs. We are implement-
ing the Abandoned Infants Assistance Act which will provide ap-
proximately $10 million more in 1990 and 1991 for demonstration
grants and other efforts to help prevent the abandonment of in-
fants or young children.
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A new initiative within our Administration for Children, Youth
and Families is our 1991 proposal for an additional $6 million in
the Child Welfare Research and Demonstration Program for inno-
vative projects that demonstrate ways to meet the immediate non-
medical needs of infants born to crack cocaine using mothers and
HIV infected infants.

While society’s goal must be to keep families together wherever
possible, we must be prepared to act quickly when it becomes clear
either that a child is in immediate danger of harm or that there is
virtually no hope of family reunification. In the latter case, adop-
tion is the solution and should be promoted.

I am urging States to look at their processes for terminating pa-
rental rights, to make certain that we are using all means avail-
able to expeditiously place a child in a nurturing environment
when that is the only alternative.

Mr. Chairman, I have provided you and the committee withk an
overview of the Department’s current strategies: research, preven-
tion efforts, increase in capacity to treat women, and stimulating
ghe development of innovative interventions for mothers and chil-

ren.

Let me mention one additional example. The Women’s Annex in
Tacoma, WA provides transitional housing for women and their
children recovering from drug and alcohol abuse. The goal is a
drug-free life, education and independence. The Women's Annex
was initially funded by a local attorney who acquired seven houses
and renovated them into housing for women recovering from crack
addiction.

Services are now financed through private contributions and the
Washington State Division of Alcohol and Substance Abuse. Inno-
vative programs like this will help us chart a course for helping
substance abusing women and their children. But it is no substi-
tute for prevention efforts that send a clear message that substance
abuse during pregnancy is harmful to the child, harmful to the
mother, as well as to the Nation.

That concludes my statement, Mr. Chairman; and I would be
pleased to respond to your questions.

[The prepared statement of Dr. Sullivan and the three reports
appear in the appendix.]

nator MoyNiHAN. We thank you, Mr. Secretary. Can [ just--
knowing that you have a time constraint, let me go directly to the
one issue. Can I ask you, has the administration changed its posi-
tion to state that Medicaid funding ought to be available to preg-
nant women with drug abuse problems? I think I read this in your
statement.

You say, “I have asked the Health Care Financing Administra-
tor’—that is Medicaid—‘‘to work with the States to make sure
they fully understand how the Medicaid program can be used to
support drug abuse treatment for pregnant women including, for
example, treatment services provided in small residential facili-
ties.”

Now are you saying this is already available or will become
available? Is this a change in policy, as I hope it is?

Dr. SuLrLivaN. Mr. Chairman, this is in affect now. The Medicaid
program is operated by my Department, by Dr. Gail Wilensky as
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our Administrator for our Health Care Financing Administration.
Her letter iy the letter that describes the various ways that the
Medicaid program is already supporting drug abuse treatment for
mothers affected by crack cocaine. This describes a number of dif-
ferent settings in which this occurs. There are some settings in
which, by law, Medicaid does not provide payment for drug treat-
ment services and that is in the mental health facilities for the
ages, I believe, 22 to 65. That is because those mental health facili-
ties traditionally have been a State responsibility.

The Medicaid eligibility is also influenced by the State require-
ments as they have been drawn up. But through the Medicaid pro-
gram, as well as through our demonstration grant programs, we do
provide support for treatment of substance abusing women.

Senator MoyNIHAN. Doctor, I am certainly not going to dispute
you, but the hospitals do not think so. Mr. Bowsher will testify
very shortly his report, the reports they put out, he proposes that
the Congress take action requiring States to include substance
abuse treatment as part of the package of services available to
pregnant women under Medicaid. He says it should be required.

The spokesman for the White House, Mr. Hamilton—a spokes-
man of Mr. Bennett, who is in the White House—said—I am quot-
ing the Associated Press—‘“We are not convinced that Medicaid is
the best way to do it.” Mr. Bennett continues to oppose Medicaid
reimbursement. I think we have a problem here, sir.

Dr. SuLLivaN. Senator Moynihan, what Dr. Wilensky's letter de-
scribes is the fact that the Medicaid program is a program that is
jointly operated with the States. That is, the States define the eligi-
bility criteria for participation in the Medicaid program. But in
those States that do provide support for drug treatment through
their Medicaid program, based upon income criteria, Medicaid will
pay for drug treatment for substance abusing mothers.

What Dr. Wilensky alsc describes is that this is ot a mandatory
Federal program, but an optional program with the States. The
reason I have directed Dr. Wilensky to work with the States to
clarify misconceptions and misunderstandings about this, is the
very question that you raised, that there is already in a number of
our States treatment available through the Medicaid program. But
it really is as determined by the individual States as to whether
they will cover drug treatment in their Medicaid program. Our
rules require that for those individuals who are eligible for Medic-
aid according to the income criteria, not disease specific criteria,
then this would pay for those services.

Senator MoyNIHAN. Now is it possible to hope that yvou might
have Dr. Wilensky get in touch with Dr. Bennett?

Dr. SurLLivaN. I will get in touch with Dr. Bennett myself.

Senator MoyYNIHAN. There you go. Thank you very much, sir.

Now I think, Senator Durenberger, you are next, sir. Senator
Daschle is next. I am sorry.

Senator DascHLE. It doesn’t matter. Thank you, Mr. Chairman.

I commend you, Dr. Sullivan, for your statement. I think you
probably have the toughest job in town today. Considering all of
the problems we have in health care in this country, I do not know
of a person who has a more difficult job than the one you have. But
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I must tell ycu, I do not know if anyone is going to have what it
takes to confront it as directly as we have to.

A lot of what you have said are things that I think are very com-
mendable. The concern I have is something that you hear every
once in awhile at a hearing, that when all is said and done there is
always a lot more said than done. I am real concerned that that is
the very thing that is going to happen when we talk about this; we
are going to leave this hearing and we are all going to feel a little
better having exposed a lot of the problems, but life is going to go
on and we still are not going to break out of this incredible vicious
circle we are in. And that vicious circle comes in part from the fact
that we are spending eight times at the end of life what we spend
at the beginning. I mean that is really the one problem that I do
not think we are going to be able to effectively confront until we
are really fully appreciative of the tremendous value of prevention
and prenatal care.

And I didn’t hear that in your statement, frankly, to the degree I
would like. It is not there. We are nibbling around the edges. 1
think when all is said and done, there is-going to be a lot more said
th:aml done with regard to preventive care that we are provide our
people.

There is no more better demonstration of that than on the Reser-
vation, something I addressed earlier. The fact is that less than
one-half of 1 percent of the entire Indian health budget is spent on
prevention today—less than one-half of 1 percent. In fact, in spite
of the fact that 60 percent of everybody on the Reservation are
chemically dependent, alcohol-related, 1 percent of the entire
Indian health budget this year is devoted to alcohol treatment and
prevention.

That Indian person who goes in at the end of his life or her life
for treatment is going to get it in emergency care. But that preg-
nant Indian woman who is chemically dependent looking for prena-
tal care cannot find it. At the hearings that I held in the last
couple of weeks, I asked IHS, do you have any counseling out here?
Is Indian Health Service out here trying to provide any kind of out-
reac}lll effort? The answer is no. We do not see Indian health people
out here. )

So we are going to be right back to this very location a year from
now unless we see a significant new commitment to that realiza-
tion, that more has got to into prevention. It is a matter of reor-
ienting those dollars. It is not just what we spend, it is what we
spend it for. I think that is the question. What do we spend it for?

I hope that we can work with you in coming up with some new
ideas and certainly with some resources that turn that 8 to 1 ratio
back to where it belongs. We need to provide a lot more opportuni-
ty for prenatal care, preventative care and the kind of access to
care that just does not exist in rural areas or in the urban areas.

Thank you.

Dr. SuLLivaN. Thank you.

Let me just simply say, Senator Daschle, I fully agree with your
perspective on prevention and I did comment in my statement on
prevention. Perhaps I didn’t emphasize it to the degree that we
should or that you would like. But no, I fully agree with you that
the best strategy for dealing with the drug abuse problem is pre-
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vention. And certainly while we do have successes with treatment,
treatment is very expensive, often times very long, because we
have to look at treatment of drug abuse as treatment of a chronic
disorder. Also there are the very real human costs in terms of
babies born with congenital anomalies, with neurological develop-
ment defects, et cetera. So clearly I would agree with you about the
importance of prevention, not only in drug abuse, but really as we
look at our health care system in general.

As you know we are working intensively in my Department to
respond to the President’s charge of last January to examine our
health care system. I am convinced that the proposals we come for-
ward with will have to have a significant emphasis on health pro-
motion and disease prevention. So I fully agree with you.

Senator DAscHLE. I know you agree. Let me just illustrate what I
consider to be another example of things more said than done. It
just demonstrates the point. I know you are sincere and there is no
more sincere person in this room. But tell me what we are spend-
ing this year for WIC as a total percentage of eligible mothers this
year. Do you have that percentage off the top of your head?

Dr. SuLLivaN. No.

Senator DAsCHLE. As you know, it is roughly-30 percent.

Dr. SuLLivAaN. Right.

Senator DascHLE. Seventy percent of WIC eligible mothers are
not going to get a nickel. You said, and I agree with you whole-
heartedly, that it is the best investment we could make. It is the
most efficient investment we could make. It is going to save us
money down the road.

But we all talk here. We are all together and we are all going to
be holding our hands once more saying, we have to deal with pre-
vention, we have to do all we can. And you get an opportunity—we
get an opportunity, it is not just you. Collectively, we have an op-
portunity to put our money where our mouth is and say, all right,
let’s deal with it and 70 percent of the mothers are not going to get
WIC help again this year.

That just is not right. I mean we have to come up with a better
way of reorienting our priorities and making sure that when we
talk prevention we really mean it and we follow through with nuts
and bolts legislation that allows it to happen. '

Dr. SuLLivan. I certainly would agree with you that WIC is a
very good investment and a good program. But I simply want to
point out that that program is in the Department of Agriculture.
We have no control over that. So I would not want anyone to be-
lieve that this is a program that we are responsible for.

Senator DASCHLE. I cannot accept that. You are at the table, at
the Cabinet meeting, and I know that you are rolling your sleeves
up—and I by all means do not mean to be critical of you—I am just
illustrating that as an example.

I mean to say that it is not a House problem or an Agriculture
problem—it is our problem. We have to deal with it. You are part
of an administration. We are part of a Congress. And we have to
deal with it. I do not want to shift resmsibility to somebody else.

Senator MoyYNIHAN. On that note I think we can agree. We want
to give everyone a chance to ask Dr. Sullivan something before he
has to leave.
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Senator Heinz, you are next, sir.

Senator HEiNz. Mr. Chairman, thank you.

Senator DURENBERGER. Mr. Chairman, I wasn’t passing, but I
will wait until John is finished.

Senator MoyNIHAN. Oh. Senator Durenberger?

Senator DURENBERGER. Mr. Chairman, first I cannot leave Tom’s
comment alone. WIC would not be in Agriculture if the Agriculture
Committee did not insist that it be. I am sure if Dr. Sullivan had
his way it would be in his Department. I am sure that you would
agree with that. I think that is one of the problems around here.
The Labor and Human Resources has some part of it, this commit-
tee has some part of it, Agriculture has some part of it, and that is
why we do not do a very good job of pulling these programs togeth-
er.

Dr. Sullivan, my first question is about sort of setting some prior-
ities and how we do it. I am just going to quote from Chuck
Bowsher's report. ‘“To prevent the problem of drug exposed infants,
women of child bearing age must abstain from using drugs.” 1
heard you say there are 59 million American women of child bear-
ing age, there are 5 million that use illegal drugs and 1 million are
using cocaine.

“Women of child bearing age must abstain from using drugs.” Do
you agree with that?

Dr. SuLLivaN. Oh, yes, definitely.

Senator DURENBERGER. “To reduce the impact of drug exposure
pregnant women who use drugs should be encouraged to stop and
be given needed treatment.” Do you agree with that?

Dr. SULLIVAN. Yes.

Senator DURENBERGER. Now the rest of his report deals with the
problem out there in America—long-waiting lists. “Unless women
who have decided to seek treatment are admitted to a treatment
facility the same day, they may not return.” All of us who have
had personal familiarity with this problem of the the decision, the
intervention, the husband, whatever the case may be, knows that
unless the treatment is available when the decision is made you
are going to lose statistically 50 percent of the people.

Some programs deny services to pregnant women for fear of
legal liability. The lack of child care services is a problem. Fear of
criminal prosecution is a problem. Fear of foster care and never
getting their kids back is a problem. And I think you would not
disagree with any of those problems. My question is: How can we
continue to run a bifrocated system like this where 1 million
women of child bearing age are on cocaine today? And we run this
system in which we rely on the Annex in Tacoma; and we rely on a
lawyer who put seven homes together some place; we rely on a
broken down welfare Medicaid system, which yes, in Minnesota, by
God, we are going to provide Treatment. We will probably pay the
pljﬁvider 50 cents on the dollar in order, you know, to do it, but we
will.-

But in Mississippi they won’t because they cannot afford to. Mis-
sissippi has something like 14 in-patient s for treatment I recall
from a hearing. I guess what I am hearing here, someone like you
need to say in addition to the fact that we need to stop that we
need to address this problem as a national problem. And just be-
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cause we may be able to deal with it better in Minnesota than they
can in Mississippi, does not mean we ought to continue this system
of relying on Medicaid, medical assistant, private support, unless
there is a good reason for it.

Maybe there is some special value in keeping that old system in
E}ace. And if so, I suppose you should speak to that. But I would

ind of like to hear you say why we shouldn't, in effect, nationalize
the approach to stopping or encouraging the stopping of women of
child bearing age from using drugs.

Dr. SuLLivaN. Well thank you, Senator Durenberger.

Let me say first of all that the number of drug treatment slots is
increasing quite rapidly as the President’s drug program is being
implemented. We have created an Office for Treatment Improve-
ment within Alcohol, Drug Abuse and Mental Health Administra-
tion, and the number of treatment slots with the President’s drug
program will double with State matching monies from the prior
level of around 350,000 up to more than 750,000.

One of the problems we run into, and the various States run
into, is not lack of money but the objection of communities to
having drug treatment facilities placed in them. That is one of the
difficulties—the sho e of counseling people is another and these
are other issues as well. But clearly, even with all of that, we rec-
ognize that we need to continue to press to increase the number of
drug treatment slots.

But on the issue of why not a Federal system, I think the Sena-
tor from Hawaii's presentation illustrates why we feel that our
system should be a gtate—based one. That is, the problems are very
different in States. I think the problem that we heard about in
Hawaii with ice is very different from the problem in New York
with cocaine and heroin. We need to have that kind of flexibility to
address the problem that exists there.

So that, as well as keeping the cooperation cf the States and the
privacy agencies, keeping the local community involved in the ad-
ministration and supervision of the programs we feel represents
the best strategy. That does not mean the Federal Government
does not have a role. It very clearly does have a role to work with
the States; to not only provide financial resources, but oversight,
data, and tracking of the system. But presently we believe that
having that degree of flexibility at the State level is preferable to
apg;oaching this from a single, uniform national program.

nator DURENBERGER. Yes. Mr. Secretary, I did not mean to
imply to you or my colleagues that we ought to take over the
sl?;stem. I am really talking about a national commitment to solve
the problem through prevention, not remediation. I mean remedi-
ation you have to carry cn for those people that are in the system.
But a national commitment to work on prevention which largely
means setting some goals and objectives, educating people and fi-
nancing this whole effort.

I do not know what the providers of mental Lealth or chemical
dependency or substance abuse treatment are paid in my State.
But if they are paid through the Medicaid program the way all
other people are paid on the Medicaid program, they are getting 45
cents on the douilar for their services or maybe that is against
charges, maybe 65 cents and so forth.
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That is simply because they are not the most important problem
facing State legislature. There are limited resources at that level. I
am just asking the question: Why don’t we make a greater national
financing commitment? Not that we say, you are going to do it dif-
ferently in every State. But the national financial commitment to
deal with this problem just is not there today.

Dr. SuLLivaN. The one response I would make, Senator D:.-cu-
berger, is just that in response to the drug crisis, the Presiu nt’s
program has actually increased by five-fold the monies for preven-
tion at the Federal level. So clearly we are moving in the right di-
rection. I have stated in the past and I will reaffirm here today, the
fact that if we find that additional resources are required, I am
going to be asking for them. Because we are committed to effective-
ly addressing this problem. -

Senator DURENBERGER. I think my time is up. Thank you.

Senator MoyNIHAN. Thank you, sir. We thank you for that—your
questions.

Senator Heinz?

Senator HEiNz. Mr. Chairman, I have been listening to this dis-
cussion on and off today, shuttling in and out, with a vague misgiv-
ing. It has to do with not only the fact that there is an absence of
access to the health care system generally as well as to treatment
for drug dependent mothers, but there is also a reluctance—and in
large part I think it is very understandable-—for people, even when
t}lxley have the financial ability, to access our health care system at
all.

The bedside manner of the health providers in this country—
whether it is in their private offices or, more likely if you happen
to be young or poor or minority, in an emergency room at a hospi-
tal, where your first experience with a provider is, if you haven’t
been to one before—would seem to have turned off a lot of people
from accessing the health care system.

I was talking with a 67-year-old man the other day who was re-
tiring. I asked him, you know, how was his health and how was his
last check up, and he told me that he had never been to a doctor in
his life because he didn’t trust them. This fellow has always had
full health insurance coverage. He wasn’t young, obviously. He
wasn’t particularly poor. He wasn’t minority. He was perfectly well
educated.

There is a serious question that, so far as I know, has been unex-
amined—either by the medical profession or by the Department of
Health and Human Services—about the extent to which the inter-
action of provider attitudes and recipient or beneficiary attitudes
contribute to the problem of access to care. I say that because if it
is a turn off, as Senator Danforth suggested, to finally go to a treat-
ment facility and have said, come back next month—or in the case
of one of my constituents in Philadelphia where it took six trips,
each one more discouraging than the next, to the government
agencies involved before a clear answer was received—or to go to a
doctor who might say you should probably get some prenatal care,
we are dealing with a hopeless situation.

How can we get people seeking neo-natal care, let alone drug
treatment, if they will not go and see a doctor in the first place? I
reject the notion that it is all due solely to ignorance on the part of
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the person who needs the medical services. So my question, Dr.
Sullivan, is this: To what extent do you believe this is a problem?
Afnd?secondly: To what extent has anybody done any serious study
of it?

Dr. SuLLivaN. Well, Senator Heinz, it is a real problem. I think
there are multiple reasons for it. I, for one, have been very con-
cerned about it. It so happens that last evening I was the keynote
speaker at a conference on future training of health professionals
that was sponsored by one of your constituents, the PEW Founda-
tion, that has just formed a Commission that I happen_to serve on.
The Ethics Office determined that I could do that.

The theme of this Commission over the next 8 to 10 months is
just that—how do we train the right kind of health professionals
for the future and not simply those who are technically proficient,
but also who have that ability to interact in a positive way with
patients so that that bond of trust and relationship does develop.

There are a number of things that I outlined to them that I felt
needed to be done. They are similar to things that I outlined
during recent commencements where I addressed more than 2,000
physicians graduating from the schools where I spoke, including
the Jefferson Medical School in Philadelphia. So since there are
about 16,000 medical school graduates this year——

Senator HEINz. We are going to make you an honorary citizen of
Philadelphia at this rate. Don’t stop. We truly appreciate that.

Dr. SuLLivaN. Thank you.

But the theme that I gave on those commencements around the
country is the same theme that I gave to the PEW Foundation last
night, that we need to develop what I call a renairsance position.
That is, we need to maintain the idealism that medical students,
dental students, and other health profession students take with
them as they enter the health professions school.

There are a number of {actors that happen that causes that to be
. lost, some of them during the training process, but also equally
some of those that are in the practice environment. This is where
the health system review that we have underway now and certain-
ly the activities of the Pepper Commission and other commissions
need to address.

Senator HEINz. Dr. Sullivan, may I interrupt? I may not have
made my questicn clear.

Senator MoyN1HAN. Senator Heinz, I wonder if I could say that
Dr. Sullivan is supposed to be at the White House and the Chair-
man of the Pepper Commission and Senator Bradley are here.
Maybe you coulg make a quick question.

Senator HEINZ. Very quick.

Dr. SurLivaNn. And [ will give a quick answer.

Senator HEINz. I know Dr. Sullivan is involved in these issues.
My question—and if you want to respond for the record because I
do not want you to take up the time and I do want the other mem-
bers to have a chance to talk with you—is this: Have there been
any serious studies of consumer attitudes regarding health care
services? ‘Has anybody done a serious study, sitting down with
probably several hundred potential beneficiaries and really talking
with them about their views, their feelings, their experiences with
health care providers, so that what Tom Langfitt and you and

38-007 0 - 91 - 2
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others are doing—while it is clearly directionally correct—is better
understood than it is today?

If you just want to answer that yes or no or you don’t know and
you'll find out, that would be an appropriately short answer.

Senator MoyYNIHAN. Yes, now that was the question.

Dr. SuLLIvaN. A quick answer. I will get details back to you. But
yes, there have been studies but I am not sure they are as compre-
hensive as the ones that you have mentioned. Some by the Associa-
tion of American Medical Colleges, for example; others by the
American Hospital Association and there are others. But we will
get those for you.

Senator HEINz. Thank you very much, Mr. Chairman.

Senator MoYNIHAN. And now the Chairman of the Pepper Com-
mission, Senator Rockefeller. .

Senator RocKEFELLER. I won’t ask any questions. Rather, I want
to make six quick points because I know you have to go and we
have many witnesses this morning.

First, I want to congratulate Gail Wilensky for upgrading Medic-
aid’s status within HCFA and for treating it as seriously and ag-
gressively as Medicare. Unfortunately, this has not been the case
in the past. I am very happy that Dr. Wilensky has taken these
actions.

Second, I commend you for your own statement in favor of giving
priority treatment to pregnant women and children. The Pepper
Commission recognized the tremendous need to give top priority to
pregnant women and children. The first phase of the Pepper Com-
mission recommendations provided immediate coverage for preg-
nant women and children through the age of 6. I would like to
commend you on identifying pregnant women and children as a top
priority. Third, I would like to express my concern over the level of
cuts being discussed this year for the Medicare program. There are
certainly going to be enormous cuts and I am terrified about the
effects of these cuts on our health care system. I hope that you will
fight to protect Medicare and Medicaid and health care programs
in general. -

Fourth, Kay James, who is sitting behind you, is a very distin-
guished member of your team. As you know, she and I serve to-
gether on the President’s National Commission on Children. One of
the things that she and I heard Dr. Barry Brazelton talk about at
Commission meeting was the effect of crack cocaine on pregnant
women. Although the effects of crack wear off on the mother
within a very short period of time, ultrasound examinations have
documented that crack can effect the fetus for 2. hours. It was an
unbelievably powerful thing to consider what the effect of crack
will have on that child when it is born.

I guess my final comment would be that when Kay James and I
were in Los Angeles with the Children’s Commission, we saw an
unbelievable disorganization of child welfare services. I would raise
the question that Senator Durenberger did, perhaps in a different
way, by saying that I hope you will join with us on the Children’s
Commission in considering how to approach these problems. We
‘lilave dtime left until our final report is due, even though our chil-

ren do not.
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There has to be a fundamental structural reform to the entire
way in which we deliver child welfare services, not only at the Fed-
eral level but at the State level. I would not even dare ask the
question of how many States have services for mothers that are
crack cocaine dependent ur.der Medicaid or any other program. I
would not even want to know the answer.

I thank the Chair.

Dr. SuLLivaNn. Thank ycu.

Senator MoyNIHAN. We thank you, Senator Rockefeller.

Dr. Sullivan, you are excused from answering, but I know you
agree with the thrust of many of those questions. I am sure you do.

Senator Bradley?

Senator BRabLEy. Thank you very much, Mr. Chairman. I have
just two questions. The first one follows up on Senator Moynihan’s
earlier point.

As you know many States characterize drug treatment facilities
as institutes for mental disease; and, therefore, Medicaid does not
cover for drug treatment in those States. Would you favor a Feder-
al mandate that Medicaid cover drug treatment for women who are
pregnant? That it would be mandated. No State would get out from
under it by categorizing something as an Institute of Mental Dis-
ease, those facilities delivering drug treatment to women who are
pregnant.

Dr. SuLLivaN. Senator Bradley, I viould have to say that I could
really not respond to that before looking at that very carefully for
several reasons.

One is that when the President met with the Governors last Sep-
tember at the Education Summit in Charlottesville, a very strong
message that they gave to all of us was that they didn’t want any
further Federal mandates. We were looking in my Department at
that time the possibility of further Medicaid expansions. And be-
cause of the vehemence from the statement from the Governors we
really felt that it would not be appropriate to go forward with that.

The other response I would make is this: It is clear to us that
there really is either a lack of infcrmation or misunderstanding
about what programs are available to our States. That is why,
again, I have asked Dr. Wilensky to work with our States to be
sure that they are aware of the full range of services that are
available. ;

If once that is done we find that there is still a significant gap,
we would certainly be working to find ways to fill that gap. But I
would not today want to commit to, you know, & Federal mandate.

Senator BRADLEY. I regret that, Dr. Sullivan. Because there are
clearly women who are pregnant who need drug treatment. And
when they give birth to a child that is addicted, the problem is vis-
ited on the next generation. 1 do not think that this is a matter of
kind of politically balancing the requests of Governors when there
are lives at stake directly, and when you have the power to change
that. So I want to register that.

My second question, I would like to read—you referred a little
bit to it in your testimony. I would like to read an excerpt from a
report that I recently read. It is about a mother addicted, gives
birth, the child is addicted to cocaine. The mother takes the child
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home. The Department of Human Services doesn’t know whether
she should or she shouldn’t. She does. They say, fine.

Finally, on December 23 paramedics found the emaciated body of
the 6-month-old dead in the infant chair. According to authorities
cocaine poisoning was the cause of the death. Crack smoke blown
into the baby’s face and mouth in an attempt to pacify her was pos-
sibly the source of the fatal intoxication.

Tie medical examiner reports that 10 other infants, ranging in
age from 28 days to 10 months, have died in Philadelphia over the
past 3 years from inhaling crack fumes.

Now in your statement you asserted that you feel that babies
should be taken from parents who cannot take care of their child. I
would like to know what specifically you are proposing to see that
children are protected and are taken from environments such as
the one in this example.

Dr. SuLLlvAN. Senator Bradley, what I would say first of all is
this: that we believe that there are those circumstances where ter-
mination of parental rights should be done. But I want to empha-
size that we look upon that as a last step, not a first step. Because
our goal is to preserve families wherever possible. So this is not a
step that we would undertake lightly.

ut when that does occur, we pelieve that other programs would
be coupled with that—adoption programs, congregate care pro-
grams for those children. As I said in my statement, when there is
immediate danger of harm to the child, where there is indeed a sit-
uation like the one you described, it is clear to us that it is in the
best interest of that child to remove the child from the home.

Senator BrabpLEY. Do you see any problem with the way the
systein now works in terms of family courts, child protection agen-
cies? Do you have any specific recommendations?

Dr. SuLLivaN. I don’t have specific recommendations today. But I
certainly would respond that yes, there are problems with the way
the system works now. It is very difficult to terminate parental
rights. It is a very involved, complicated process. Obviously, it is de-
signed to be sure that termination of parental rights is not done
capriciously.

This is a problem that we would need to look at much more in-
tensively to come forward with a detailed plan as to how that
would be done.

- 1 also think that it would vary, of course, according to various
State laws and, you know, specific circumstances.

Senator BRADLEY. Do you intend to do that, come forward with
some recommendations?

Dr. SuLLivaN. Yes, we do. This is an issue that we are still look-
ing at. We clearly are not yet at the stage in our thinking and in
our development that we have specific programs today. But, yes,
the reason for this being in my statement is the fact that we be-
lieve that this has to be considered and has to be part of any com-
prehensive plan in dealing with the problem of crack babies.

Senator BRADLEY. When will you be coming forward with those?

Dr. SurLLivaN. I really cannot commit to a date now, except I
would say as soon as we really can develop a thoughtful, workable
program, we will be coming forward.

Senator BrRapLEY. Thank you.
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Thank you, Mr. Chairman.

Senator MoyNIHAN. Thank you, Senator Bradley.

Senator Chafee?

Senator CHAFEE. Mr. Secretary, just briefly a couple of questions.
I am sorry I missed some of this. I hurried back. I thought the pro-
gram might be over with.

Do you have any statistics—and I know these statistics may be
hard to come by—on what percentage of these babies are drug-ex- -
posed as opposed to alcohol-exposed?

Dr. SuLLivaN. It varies, of course, from locale to locale as Sena-
tor Daschle mentioned.

Senator CHAFEE. | heard Senator Daschle when I was here before
say 25 percent of the problem on Indian Reservations was alcohol.

Dr. SuLLivaN. Yes.

Senator CHAFEE. Those are his statistics?

Dr. SuLLivaN. Right.

Senator CHAFEE. Do you have any national statistics?

Dr. SuLLivaN. Yes. Overall about 60 percent of the problems
with substance abuse really are alcohol and 40 percent are other
drugs, including cocaine. So we do have a significant problem, you
know, with alcohol.

Senator CHAFEE. Yes. I think that is important to remember,
that alcohol is the cause of much of this.

The next question quickly: Are you supporting the alcohol warn-
ing labels on cigarette packages and ads are you supporting the
effort require warning labels?

Ctht:. SuLLIvAN. We have not yet taken a position on that, Senator
afee.

Senator CHAFEE. Well if you are not, I hope you will. I think it is
very important. Not that it is going tu solve every problem, but I
think it will be helpful.

Finally, there is constant talk here about new programs. I just
hope that some attention will be paid to S. 384 which is the Home
and Community-Based Services Act which I have spoken to you
about many times to extend Medicaid coverage to the developmen-
tally disabled who are in their communities rather than going to
institutions.

I believe that will heip in caring for these babies who are kept by
their mothers, rather than going into institutions. So I urge your
further attention to that legislation, S. 384. This is the seventh
year I have had this. We have a majority of this committee now
behind it, a majority of the U.S. Senate. But we haven’t yet got the
full support of the administration.

So I hope you will do that and I want to thank you for your testi-
mony.

Thark you.

Senator MoYNIHAN. Thank you, Senator.

Just two concluding things quickly, Mr. Secretary. May I suggest
that at least some members of this committee are committed to the
proposition that we have a public health emergency in crack co-
caine and that an epidemiological approach is warranted. We take
it as important that the Lancet, which is perhaps the oldest and
most respected medical journal in the world, had as its lead article
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in 1986 an epidemic, free-base cocaine, describing the Bahamian ex-
perience which begins in 1982—that recently.

People resist it because this is not a natural organism. It is not a
virus; it is not a bacteria. But it is a mutant. We had a sudden
mutant of cocaine and suddenly free-base cocaine. And you had dif-
ferent situations. The Lancet article suggested that the epidemic
term was legitimate because epidemic suggests a sudden imbalance
between the forces that promote and retard disease. That is famil-
iar to you as a physician—but a sudden imbalance.

We would be profoundly interested to know whether, for exam-
ple, the enormous rise in illegitimacy ratios in some parts of our
country was part of that sudden imbalance. You spoke about, you
know, fathers should be involved with these matters. Well fathers
have disappeared in segments of our society.

And it is found by this Senator that the Center for Disease Con-
trol in Atlanta has seemingly been oblivious to all this. You don’t
have to answer. But would you just take note. And could I say be-
cause this is a legitimate concern of the committee, you mention
the National Household Survey on Drug Abuse finding 5 million
women of child bearing age use an illicit drug; between 7 and 15
percent of all births in four selected major cities involve drug use
by the mother. Do we have breakdowns by majority, minority, by
ethnic group, by racial group in these matters?

Dr. SuLLivaN. They are not broken down by racial group; they
are broken down by social class, Senator.

Senator MoyYNIHAN. I would have thought you might have
wanted both. But could we get those data?

Dr. SuLLivan. Yes.

Senator MoyNIHAN. We would like to see them. The more you
know, you never know you might stumble onto something that
solves the problem for you.

Dr. SuLLIVAN. Dr. Goodwin is reminding me that we do have the
data by race but there is no correlation in terms of drug abuse. The
correlation is by social class.

4 Senator MoyNIHAN. What do you say to letting us look at the
ata.

Dr. SuLLivaN. Fine.

Senator MoyYNIHAN. I am sure we will learn something.

Dr. SuLLivaN. We will be pleased to supply that to you.

Senator MoyNIHAN. Thank you, Dr. Goodwin; and thank you, Dr.
Sullivan. We very much appreciate you.

Dr. SuLLivan. Thank you.

[The information appears in the appendix.]

Senator MoYNIHAN. And we now shall hear from our patient and
ever cooperative Comptroller General. We are very much aware
that we have kept you all morning, sir and we do not dare think
what amount of the Nation’s business has not been attended to be-
cause of the length of our hearing. But you are all the more wel-
come. And you have two associates with you. I would not be sur-
prised if these persons helped you with your report.

Mr. BowsHER. Why don’t I give you the names, Mr. Chairman.

Senator MoYNIHAN. Sure.
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Mr. BowsHER. Janet Shikles is on my left, who is the Program
Director of this area for the GAO; and Rosemary Martinez on my
right, who is the assignment manager for this report.

Senator MoyNIHAN. Ms. Shikles, Ms. Martinez, we welcome you
to Sthg7 committee.

ir?

STATEMENT OF CHARLES A. BOWSHER, COMPTROLLER GENER-
AL, US. GENERAL ACCOUNTING OFFICE, ACCOMPANIED BY
JANET SHIKLES, DIRECTOR FOR HEALTH FINANCING AND
POLICY ISSUES, AND ROSE MARIE MARTINEZ, ASSIGNMENT

MANAGER

Mr. BowsHer. Thank you, Mr. Chairman. At the committee’s re-
quest we were asked to review the extent of the problem of sub-
stance-abusing mothers and their infants and its impact on the
health and social welfare systems and the availability of drug
treatment and prenatal care to drug-addicted pregnant women.

We had four major findings, Mr. Chairman, and I would like to
summarize them. Then, because of the time, I will just go on to
some of the recommended solutions.

Senator MoYNIHAN. Yes, sir.

Mr. BowsHEeR. Our first major finding is that tens and perhaps
hundreds of thousands of drug-exposed infants are born each year,
but the exact number is unknown because hospitals are not identi-
fying many of these infants. To explain that a little further, if you
go to hospitals in the inner cities that know they are dealing with
these cases, they make some attempt to identify such infants. As
you get further out into the suburbs, many of the hospitals are not
that anxious to know and, therefore, unless the mother identifies
herself, many of these children are being born without being re-
flected in the statistics.

‘The best estimates we have been able to find, show that the
number of drug-exposed infants born each year ranges from
100,000, to possibly 375,000. But they are probably inaccurate. In
other words, what we want to emphasize today is that these births
are probably understated.

The second major finding is that these infants constitute a grow-
ing national problem, necessitating medical and social services that
will cost billions of dollars in the years to come. I think Chairman
Bentsen’s opening remarks about how costly this problem is going
to be was not overstated at all.

If you recall, the President’s budget document that Mr. Darman
presented to the Congress this past year touched on the idea that
we had tried to get across in late 1988: There are major problems
facing this Nation that have to be addressed or we are going to
have very big costs in the future, such as the S&L crisis and the
nuclear weapons systems.

In other words, to Mr. Darman’s list I would add one more
PACMAN— drug-exposed infants. Because the financial implica-
tions of this area are very, high and growing and some of your wit-
nesses today explained very well what the problems are; they in-
clude more than the health care costs at the time of birth. More-
over, what we are doing is using our high-tech capability in the
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hospitals to save these children. It costs a fortune, but we are put-
tix{% more effort into that than into prevention.

e also see these children go into the educational or social serv-
ice systems at great financial cost. One estimate of the cost of serv-
ices for a drug-exposed child who is significantly impaired is as
higl; as $750,000 for the first 18 years of life.

nator MoyNIHAN. And we saw that from Dr. Sullivan for the
first 6 weeks or so in one hospital.

Mr. BowsHER. That is exactly correct.

And if Senator Bradley was here, I would point out that the
Infant Mortality Commission that Senator Chiles chaired and of
which I was a member, saw low birth weight babies being born all
over the country. We save them with very high-technology medical
care. But many other countries are getting much better results by
focusing more on prevention at much less cost than our system.

The third major finding is that despite the demonstrated ability
of prenatal care and drug treatment to reduce the number of in-
fants affected by drug abuse, there is a serious shortage of drug
treatment capacity for pregnant women. Of the estimated 280,000
pregnant women nationwide in need of drug treatment, less than
11 percent are receiving that care. Another way to put that is 89
perceiit are not. )

Senator MoyNIHAN. Yes.

Mr. BowsHER. And although the demonstration projects are very
good—there i8 no question about their worthiness—we have to rec-
ognize that the vast majority of the women who need this treat-
ment are not getting it and are encountering quite a few barriers
to treatment.
10Just to read a couple paragraphs out of my statement on page

Senator MoyNIHAN. Don’t stop—don't go by that less than 1 per-
cent of funds, will you?

Mr. BowsHER. No, [ am coming back to that.

Senator MoYNIHAN. Okay.

Mr. BowsHER. Okay.

But just to expand on this problem, as stated on page 10 of my
statement, “In addition to insufficient treatment capacity, some
programs deny services to women because they are pregnant A
survey of 78 drug treatment programs in New York City found
that 54 percent of them denied treatment to pregnant women be-
cause of the fear of legal liability. Drug treatment providers fear
that certain treatments using medications and the lack of prenatal
care or obstetric services at the clinics may have adverse conse-
quences on the fetus.”

And other barriers to treatment exist. Pregnant addicted women
told us that the lack of child care services often make it difficult
for them to seek treatment. They also are often very concerned
about whether their children are going to be taken away from
them. So they have a lot of fears about even seeking treatment.

More and more health professionals now believe that some com-
prehensive residential drug treatment that includes prenatal care
is one of the better approaches to helping women to give up drug
use during pregrancy. We discussed this witl. some of the doctors
at Boston City Hospital some months ago when I was there with
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my team. We are also planning to go to Chicago in the near future
to talk to some of the people at Catholic Charities who have re-
opened some of their institutions to try to help women who are
seeking such help.

I know Senator Chafee is concerned about setting up too many
institutions. But sometimes these residential programs might have
merit for treating a women who is on drugs and perhaps other sub-
stances, and is trying to bring into this world a healthy, full-term
infant. These programs are costly, but at least sometimes you get a
child who is healthy and doesn’t have all the problems that chil-
dren born to drug-abusing mothers may have.

The last item, our fourth major finding, is that less than 1 per-
cent of the Federal funds allocated under the Federal anti-drug
strategy are specifically targeted at drug treatment for women. For
drug-addicted, pregnant women the percentage of Federal expendi-
tures is even less. So whatever money is out there, very little Fed-
eral drug treatment funds are being used for the pregnant women.

Senator MoyYNIHAN. Yes.

Mr. BowsHER. This is a situation about which we feel very
strongly. And it leads to the options that I would just like to sum-
marize here at the end of my statement. That is, if the Congress
should decide to expand the Federal resource commitment to treat-
mer&t for drug-addicted pregnant women, several options could be
used.

One option would be increasing the Alcohol, Drug Abuse and
Mental Health Services block grant to the States in order to pro-
vide more Federal support for drug treatment.

The second option would be increasing the ADMS Women'’s Set-
Aside from 10 percent to a higher percentage to assure that ex-
panded treatment services under the block grant are targeted spe-
cifically to substance-abusing pregnant women.

The third \would be creating a new categorical grant to provide
comprehensive prenatal care and drug treatment services to sub-
stance-abusing pregnant women.

The fourth would be increasing funding of the Maternal and
Child Health Services block grant specifically for substance abuse
treatment for pregnant women.

And the fifth would be requiring States to include substance
abuse treatment as a part of the package of services available to
pregnant women under Medicaid.

I believe your point, Mr. Chairman, about the difficulty of get-
ting the Medicaid money out there is very real. I might ask Janet
to expand on that point.

Senator MoYNIHAN. Ms. Shikles, do I pronounce that correct?

Ms. SHIKLES. Shikles.

Senator MoyNIHAN. Would you do that, please?

Ms. SHIKLES. Well, we are looking into the situation, and we have
found that most of the money now spent under Medicaid for sub-
stance-abuse treatment appears to be spent either for detoxification
in a hospital, for emergency treatment, or as Mr. Bowsher said, for
very expensive care in a neo-natal unit. We are having difficulty
finding out what is covered and what is spent in the States on
treatment services. As you know, those are optional services.
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Senator MoyNIHAN. Right. And something in the bureaucracy
does not want to tell. Do you sense that? They do not want to say,
‘“Here is what you can do and better do or should do.” Sir?

Mr. BowsHER. 1 think that is what our people are finding time
and time again when they are out there.

Senator MoOYNIHAN. Are you ready for questions?

Mr. BowsHER. Yes, we are ready for questions, Mr. Chairman.
That concludes our statement—our summary of it at least.

Senator MoYNIHAN. Could I just make—I won’t ask you to say.
But when the whole thrust of the 1988 legislation was up there,
there should be a balance between law enforcement and treatment
and demand. It is not there. The people we put in charge have re-
jected that. They have rejected Medicaid. And less than 1 percent
of Federal funds allocated under the Federal Anti-Drug Strategy is
specifically targeted at drug treatment for women. It is just an-
other example.

I think in response to Senator Bradley’s question to Dr. Sullivan
about should we mandate the matter, you in effect say yes, man-
date. You say requiring States to include substance abuse treat-
ment as part of a package of services available to pregnant women
under Medicare.

Mandate is one thing, and Governors become weary of our telling
them what to do with their own resources. But Medicaid is more
than—the greater part of Medicaid are Federal funds and we ought
to be able to do that. I just think the extent to which we have an
epidemic here and that it is part of that pattern of the natural de-
fenses breaking down, I wish I could get them interested.

I mean, you know, where is the concentration of crack babies
concentrated? They are concentrated in areas where illegitimacy
ratios are 80 percent. There has to be some correlation. Can I ask
Ms. Martinez, Ms. Shikles, ought we to inquire into these patters?

Ms. MARTINEZ. In our stady we did collect some information on
the sociodemographic characteristics of the women that were
giving birth at these hospitals. We did not look at information re-
garding marital status, however. But we did look at the age of
these women and we also looked at their financial status. At seven
pf ggr hospitals, more than 50 percent of the patients were on Med-
icaid.

Senator MoyYNIHAN. Which meant they were on AFDC, which
meant there was no marital status. I would start there. I mean, I
am not going to press, but I would start there.

Senator Rockefeller?

Senator RockeFELLER. Thank you, Mr. Chairman.

Mr. Bowsher, you surveyed 78 drug treatment centers. Fifty-four
percent of those programs denied treatment for pregrant women.
Medical liability is cited as a problem. Under physician payment
reform one of the things that was started was, I think, incredibly
important research in medical outcomes and practice guidelines.

Specifically in the case of the treatment of pregnant women wko
are abusing drugs, are there any studies—is there any evidence—of
what it is that has worked in helping them overcome their prob-
lems or dealing with their problems? Is there, in your judgment,
the possibility of developing through ‘“‘outcomes research” a proto-
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col where there could become a standard of care or a series of
standards of care for treating drug-addicted pregnant women.

I am interested in your comments. ]

Ms. SuikLes. It may be very difficult to get an exact protocol be-
cause often the physician does not know all the drugs that the
woman might be using. But several recent studies have found that
if you can make the treatment system more user friendly to the
woman, you can get very good outcomes. We do not know if these
will be sustained over the long term, but you can reduce the risk of
prematurity; you can often have a baby at normal birth weight.
Most of the treatment now is more male oriented coming out of the
heroin phase.

Senator MoyNIHAN. Heroin was a male drug. Crack cocaine in-
creasing(liy is a female drug. That is a very important distinction.
Go ahead. ~

Ms. SHikLEs. And the systems are just now shifting over to try
and focus on women. They are only starting in a few places around
the country. But they are finding that when they establish a treat-
ment system focused on women that provides prenatal care serv-
ices as part of the treatment package, that is supportive of the
woman and does not make her feel like a criminal, that allows her
to bring her children with her, they can at least get her off drugs
during the pregnancy, resulting in a much more positive outcome.

Senator ROCKEFELLER. You are saying that in several instances
where this has been studied this has been the case?

Ms. SHikLEs. That is right.

Senator RockerFeLLER. Then that has the chance of having some
universal applicability, does it not?

Ms. SHIKLES. Yes, it does. But there still would be some variabili-
ty because they have not done enough studies.

Senator RockereLLER. I understand that. But that is precisely
the point of outcomes research.

It would seem to me that not pursuing outcomes research, no
matter how little evidence there is, would be inexcusable. We
should pursue it incredibly aggressively, especially after having
said that there are some programs that have been successful in
helping drug-addicted women who are pregnant.

Ms. SHikLEs. That is correct.

Senator ROCKEFELLER. It sounds to me like that is fairly impor-
-tant to pursue aggressively.

Mr. BowsHER. One thing I think, Senator, is that as Senator
Danforth said earlier, we probably cannot come ciose to eliminat-
ing this problem. This is a big problem. A lot of people are not
going to want to come forward to get treatment.

But a lot of people do want to come forward.

Senator RockEFELLER. And you better believe it.

Mr. BowsHER. Therefore, what we are trying to do with our
report is to highlight the extent of the problem, which I think you
understand very well, and alsc the fact that we need to target more
effort to this problem. It gets back to the old budgeting system—in
other words, we spend a lot of money in this countr on health
care. We spend a lot of Federal money on a lot of programs.

And yet, here is a program where you have major problems, for
the children, for the mothers, for the people that are involved, in-
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giving them much help when it comes right down to it.

Senator RockeFELLER. Yes. But I do not buy into Senator Dan-
forth’s argument. There is tremendous potential for behavior modi-
fication and for outreach service to teenage pregnant mothers by
women -who-have been through it and are able to go into the hous-
ing projects and start talking to others who need assistance.

If you buy into his argument, then you walk away from the prob-
lem. You simply walk away from the problem as a matter of na-
tional pelicy. So it just seems to me if 54 percent of the treatment
denials are related to medical liability concerns, we must aggres-
sively address that issue. We have 72 OB/GYN’s in West Virgin-
ia—Senator Moynihan is tired of hearing me say this—but the
number keeps going down. We have 1.8 million people; and only 72
OB/GYN'’s left because of the fear of medical liability.

Mr. BowsHER. Right. No question.

Senator RockerFeiLER. But if you can develop practice guidelines
and, by doing so diminish the fear of medical liability by virtue of
those protocols, it seems to me that is crucial to do.

Mr. BowsHER. If I could just add one thing, Mr. Chairman, to the
Senator.

Senator MoYNIHAN. Please do.

Mr. BowsHER. I see this issue as being just the most extreme
part of the infant mortality problem we are facing in this councry.
In other words, we are down to 19th, I think, among the world’s
nations. That is what Senator Chiles’ Commission came up with.
Japan is number one. They have figured out how to get their preg-
nant women proper health care, proper nutrition, and other serv-
ices. And they even carry right on through to the inoculations for
the children and into the school, and every child shows up at the
first grade with their book; and nobody would come to school with-
out their book.

So there is tremendous peer pressure to have proper health care
and proper health treatment starting when the mother is bearing
that child. We have so many problems in our health care system,
in our legal system, in this whole area that are preventing us as a
nation from having much better results; and yet we are spending
more and more of our GNP in this area, and we are nct getting it
to the aspects of the problem that we should.

I think these drug-exposed infants and their mothers are just the
most extreme part of that problem.

Senator RocKEFELLER. Mr. Chairman, would it be possible for us
to get the study that Janet referred to, what has worked in terms
of treatment with pregnant women.

Senator MoYNIHAN. I'm sure. I see Ms. Shikles is saying yes. Say
yes.

Ms. SHIKLES. Yes. [Laughter.]

[The information appears in the appendix.]

Senator MOYNIHAN. Senator Chafee?

Senator CHAFEE. Thank you, Mr. Chairman.

First, I agree with everything that Mr. Bowsher said. I have been
involved with this as most of us have for many years, trying to do
something about preventive medicine and getting the message out.
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I come from a State that is manageable because it is relatively
shall, and thus we are able to reach out to most pregnant women.

We have a State Health Department. We do not have community
health departments. It is all run from the State. Our State has
adopted, I suspect, every option under Medicaid. Never mind the
mandated ones which we obviously do; we do the optional ones
such as providing care for pregnant women over poverty.

One of the problems you find—and we have gone into it more—it
is necessary to have an outreach programs. You cannot just have
the facilities. Say, please come, here we are.

Mr. BowsHER. No. That is very true.

Senator CHAFEE. Even though the facilities are down in the areas
where they are located, you have to have people go out and find
these individuals and bring them in. That is the first point.

Secondly, I would hope in this whole business of drugs we would
not lose sight of alcohol. You have heard the previous statistics
from Dr. Sullivan. Alcohol is a horrible part of the drug problem.
Crack gets everybody’s attention—as well it should—but we should
not overlook alcohol. It has been around so thus it doesn’t have, if 1
could use quotes around it, “the glamour” of tackling the drug

“problems.

Mr. BowsHER. Yes.

Senator CHAFEE. In the 1988 Drug Bill I was able to get in a pro-
vision that said that drug treatment facilities must give priority of
their treatment to pregnant women. Now apparently that is not
working, judging from what you are saying.

Mr. BowsHER. That is correct.

Senator CHAFEE. And of all your testimony I found, zeroed right
in, I found the most depressing the part you have on page 10 that
54 percent of these very few drug treatment programs deny the
treatment to pregnant women because of the liability. Now some-
thing is wrong with our system.

Mr. BowsHER. Yes.

Senator CHAFEE. As you know all through this Congress we are
trying to reform our health care delivery system, whether it is
medical liability, or managed care enhancement, particularly as it
deals with the treatment of pregnant women. I am glad you have

" this figure because that will help us along in trying to do some-
" thing, finding some solutions that have to come froin the Federal
Government. Reform will not be easy. The trial lawyers are all
around the place, as you know.

Mr. BowsHER. Uh-huh.

Senator CHAFEE. And other groups that oppose reform say, ‘‘oh,
leave it to the States.” Well there is a national problem and I
think it requires a national solution, certainly as far as seeing that
these women, if they do come to the centers—if we are fortunate
enough to get them there—at least they ought to be treated.

Thank you, Mr. Chairman. I am sorry I cannot stay, but I appre-
ciate what Mr. Bowsher does. He and his outfit always do a good
job and they merit the high respect they are held in around here.

Senator MoyNIHAN. They certainly do. Thank you very much.
Mr. BowsHER. Thank you.

Senator MoyNIHAN. We would hope that you would stay alert to
things you think we ought to be asking you on these matters. We
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will listen with great attention to this report. I know Senator Bent-
sen appreciates it hugely. We want to thank you again, sir.

Ms. Shikles, Ms. Martinez, thank you very much. Just remember
one thing, keep in mind the possibility that all these things might
simply be a dependent variable that falls out of a breakdown in
social structure which is the equivalent of the natural defenses
that the Lancet refers to. An epidemic breaks out when the bal-
ance between natural defenses and offenses breaks down. Some-
thing like that.

Mr. BowsHrRr. Okay. Thank you very much.

Senator MoYNIHAN. Yes, sir.

Now we are going to hear from Dr. Richard Lowensohn who is
an associate professor of the Department of OB/GYN and Chief of
Obstetrics at the Oregon Hesalth Sciences University.

Doctor—is it Lowensohn?

Dr. LowENSOHN. Lowensohn.

Senator MoyNIHAN. Lowensohn.

What is the Oregon Health Sciences University? -

Dr. LoweNsoHN. It is the State University for the State of
Oregon; and it is the medical school for the State of Oregon.

Senator MoYNIHAN. Fine by me. I am happy to learn. I liked it
better when they called it medical school. But if they want to call
it Health Sciences University, fine.

We welcome you, sir.

STATEMENT OF RICHARD I. LOWENSOHN, M.D., ASSOCIATE PRO-
FESSOR, DEPARTMENT OF OB/GYN AND CHIEF OE OBSTET-
RICS, OREGON HEALTH SCIENCES UNIVERSITY, PORTLAND, OR

- Dr. LoweENnsoHN. Thank you, Mr. Chairman. I am the chief of ob-.
stetrics at the Oregon Health Sciences University where I am an
associate professor and the director of the Substance Abuse Family
Evaluation (SAFE) Clinic for treatment of substance abusing preg-
nant women. I am also the chair of an Oregon task force which has
been examining this issue for the past year and a half.

My testimony will deal with the approach used by our clinic and
its results; its value as a model for use in other settings; and then
with the cost of such care and funding issues. I would ask that my
full statement be submitted at this time for the record.
d.['Iihe prepared statement of Dr. Lowensohn appears in the appen-

ix. 4
Dr. LoweNsOHN. Substance abuse has increased in Oregon, as
with the rest of the country. Last year 532 infants were referred at
birth to Children’s Protective Services due to drug abuse, an in-
crease of over 800 percent in only 5 years. The instance of abuse
among pregnant women is probably 15 to 20 percent based on sev-
eral different studies. Although cocaine is the most popular drug of
abuse, Oregon is also the third largest producer of marijuana and
o{ a}x:ul)hetamines in the country, as well as a strong consumer of
alcohol.

Senator MoYNIHAN. May I just interrupt? I have to say, largest
producer. You mean you grow it?

Dr. LoweNsoHN. Yes, sir. Grow it or manufacture it.

- Senator MOYNIHAN. And some consume’it as well.
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Dr. LowENSOHN. Absolutely.

Senator MoyNiHAN. I make that point because we are spending
fortunes having the Coast Guard chase around the Caribbean inter-
cepting marijuana, rowboats, and the Customs Service has an air -
force, based for some suspicious reason in Oklahoma which is sup-
posed to shoot down planes carrying marijuana. But have the mari-
juana consumed in the United States is produced in our national
forests. ,

Dr. LoWENSOHN. Y#s, sir. ]

Senator MOYNIHAN. So much for intradiction. Thank you, sir.

Dr. LowrNsoHN. The SAFE program opened in December of 1988
in response to this problem, as a joint effort by the departments of
obstetrics and psychiatry. The primary focus is prenatal and obstet-
rical care with a comprehensive program of substance abuse coun-
seling, psychiatric evaluation, nutrition, child birth and parenting
education, supported by child care and assistance with transporta-
tion.

Missing so far from our program is any access to drug-free hous-
ing or job training, both of which are essential for a comprehensive
program. Our typical patient lives with a substance abusing part-
ner. She has another child, no independent income, less than a full
high school education and no job skills of any kind. She has no in-
dependent transportation and no child care opportunities.

Cocaine is the drug of choice for over half our patients. Almost
all patients also use alcohol and marijuana, and the majority of our
patients use more than three drugs on a regular basis. Since the
SAFE Clinic opened——

Senator MoyNIH«N. That is a pattern that we are beginning to .
be familiar with; is it not?

Dr. LowENSOHN. Yes, sir. :

Since the SAFE clinic opened 62 Portland area women have par-
ticipated in the program—30 have delivered their babies, 9 have
dropped out, and 23 continue active participation during their preg-
nancy. Of the 30 women who have delivered half stopped their
drug completely, another quarter used significantly less drugs
through the pregnancy, and one-quarter continued with their usual
drug use.

Of the 30 babies born to women being treated through SAFE,
half appeared to be completely free of any drugs at delivery. The
fact that these infants were born healthy and not in need of inten-
sive treatment, nor observation, is certainly one indication of
SAFE'’s success. -

The SAFE clinic provides a good model for how to approach the
problem of substance abuse and pregnancy, because dealing with
the non-medical issues of drug addiction can be so overwhelming
for these women, they must be addressed at the same time as drug
treatment. Nevertheless, unless the medical care is the primary
focus we find that the women have no motivation to show up. Once
the child is born the mother often loses interest in continuing sub-
stance abuse treatment or parenting training for herself.

Costs for clinic, personnel and space are almost $9,000 per
month. We bill State Medicaid for prenatal care and substance -
abuse treatment for those women who qualify. The funds available
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through Medicaid in title 19 add up to about $2,100 monthly, which
leaves a shortfall of almost $7,000 per month.

Senator MoYNIHAN. Sir, you will not mind mir interrupting be-
cause this is a matter we are trying to get very clear. We pill State
Medicaid? _

S Dr. LowENSOEN. All Federal Medicaid money comes through the
tate.

Senator MoyYNIHAN. Oh, I see.

Dr. LowensoHN. We cannot bill the Federal Government direct-

ly. :

Senator MOYNIHAN. Oh, I see. But unlike in New York there is a
special Medicaid program that is purely State funds. This is regu-
lar Medicaid?

Dr. LowensoHnN. Right.

hSeils?tor MoyYNIHAN. And you bill them and they send you
chec

Dr. LoweNsoHN. We can bill the State through Medicaid. We bill
for prenatal care. We bill through title 19, through the mental
health, I believe, for the substance abuse treatment. I do not do
that particular billing myself, but that is handled specifically by
the substance abuse treatment program.

Senator MoYNIHAN. But they get Medicaid money?

Dr. LoweNsoHN. They get title 19 money.

Senator MoyNiHAN. Title 19 money?

Dr. LowENSOHN. Yes, sir.

Senator MoYNIHAN. We are beginning to find a pattern of varia-
tion around the country. Thank you. We now know something
about Oregon.

Dr. LoweNsoHN. This is paid for, the short fall, by donated fund-
ing, including two local March of Dimes Chapter grants, a grant
from the State Department of Human Resources, and most impor-
tantly donations in kind of personnel and space from the clinical
deg;&;ltments at the University.

ile our program is not cheap, the alternative is much more
costly. If we do not provide this care a Florida study has estimated
that each infant reported to Children’s Protective Services will cost
an average of $8,000 for their first year of life alone. At that rate
our 30 infants delivered thus far through the SAFE clinic would
have cost $240,000 for the first year of care alone.

First year costs, however, do not begin to address the true scope
of the problem. Much of what we fear from cocaine, alcohol, am-
gzletamine and marijuana abuse is behavioral damage, which will

most obvious and costly when these children drop out of school,
fail to hold jobs and/or commit crimes as adults.

Programs similar to Portland’s SAFE Clinic do not exist in suffi-
cient number or size in any part of Oregon and I doubt that they
do in any State in the country. The components of our program are
typically handled by a varied and often uncoordinated grouping of
agencies. In order for treatment programs to be effective, funding
must be developed that both defines and requires coordination of
care through one central agency, which I feel should be the medi-
cal care site.

Active substance abusers have little personal organization. We
are asking too much of them to negotiate a maze of agencies to get
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the help they need in order to stop using drugs. Parenting is a
challenge for anyone. But if you throw in an irritable, difficult to
satisfy drui-damaged baby in a drug-using environment you can
easily see that this is a set up for child abuse. More programs like
S should be develr:iped and funded through both the public and
private sectors. In addition, demonstration projects adding job
training and drug-free housing to drug treatment programs need to
be established.

We have shown that programs like SAFE can help a woman
have a drug-free pregnancy and a healthy baby. Now it is time to
set a new goal of helping these women to make the permanent
transition to responsible parenthood by providing coordinated com-
prehensive services over the longer term.

Thank you for taking an interest in this problem. I will be happy
to answer any questions you have.

Senator MoyNIHAN. Well thank you for establishing that it can
be done at the level of you know a local place specific. Every place
is local in some sense. And that you do find that you can get your
Medicaid reimbursement and all.

I want to ask you this question, as a physician and as a scientist.
There are obviously problems of scale here aren’t there? In the
City of New York we estimate that there are about 400,000 persist-
ent users of crack cocaine. It appears in our streets about 5 years
ago, 6 maybe now. And it is in an epidemic form and epidemics
crash, of course.

You have last year 532 infants were referred at birth to Chil-
dren’s Protective Services due to drug abuse. If it were 15,000 it
would be a different number wouldn’t it?

Dr. LoweNnsoHN. Yes, sir. We are a small State. We have 30,000
births a year. And happily being a small State with 1 percent of
the births in the country we have a smaller problem to deal with.

Senator MoyNIHAN. What are you dealing with? Are you dealing
with a—I'll be blunt. I think skid row comes out of Portland,
Oregon; does it not?

Dr. LOoWENSOHN. Yes.

Senator MoYNIHAN. Yes, the term ‘‘skid row” is from Portland.
That is where they are skidding the logs down into the Columbia
there; right?

Dr. LoweNsoHN. Right. It was originall;; “Skid Road.”

Senator MoyNIHAN. It was Skid Road? I see. Okay. Well along
Skid Road built up the usual collection of things that are associat-
ed with high risk or migrant labor.

Are i:gu dealing with a skid row population here?

Dr. LoweNnsoHN. The University is the State hospital. It is also
essentially the county hospital for the Portland area, as there is no
other county hospital. So we certainly do deal with all the women
who come in of lower socioeconomic class. We aren’t exclusively a
lower socioeconomic class hospital.

- Senator MoYNIHAN. No, but I mean this group——

Dr. LoweNsoHN. But the problem throughout the State is also so-
cioeconomic classes and with all groups. Identification is not nearly
as good amongst healthy pregnant women as it is amongst poor
pregnant women. The one study that was done in Florida has
shown that women who receive public care are 10 times more
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likely to be screened for drug use than women who receive private
care.

Senator MOYNIHAN. Okefy". I am not resisting that information,
but you tell me here, “Our typical patient lives with a substance
abusing partner. She has another child, no independent income,
}:aissd ?han a full high school education, and no job skills of any
. nd. 4

Dr. LoweNsoHN. Yes, the typical patient for our clinic is a lower
socioeconomic class patient.
| Sée‘r)lator MoyNiHAN. That describes a deviant population in Port-

and?

Dr. LOWENSOHN. Yes. .

Senator MoyNIHAN. You know, those are people—the jukes and
ll:}s;gocalicacs are the original studies of families in the Catskills in

8.

Dr. LoweNsoHN. But a lot of our patients are just low income.
They are not low quality people. They are just coming from poorer
families. }

Senator MoyNIHAN. That is right. I guess the jukes and calicacs
were meant to be the study of a regressive set of family traits over
six or seven generations. -

Dr. LoweNSOHN. Yes.

Senator MoyYNIHAN. I don’t press that. Low income. But low
income is often as a dependent variable as it is otherwise, would
you not say?

Dr. LOWENSOHN. Yes.

Senator MoyNIHAN. I mean you behave like this and you will
have low income. You can pretty well predict it. I guess what I am
3aying is that I just wish the epidemiologist would get hold of this
subject and tell us who our populations at risk, and what are the
vectors that might break them. This is at some level we are dealing
with something as simple as the impact of technology on society,
are we not?

Dr. LoweNsoHN. Yes. But, Senator, the studies that have been
done sc far seem to suggest that women are at risk, that people are
at risk, that this is not a problem that has a specific socioeconomic
class that is at risk. What happens is that people of a specific socio-
economic class get identified and therefore get responded to. But
women in a higher socioeconomic class still have someone paying
the bills, so they do not necessarily get caught.

They are 10 times more likely to be identified and reported if
they are poor.

Senator MoyNIHAN. Right. I am certainly not going to disagree
with you, but I resist that idea. I think that sort of comes under
the heading of very bad disposition of a form of denial. Not on your
part, but I think there is a generic form of denial that this is some-
th}ing happening everywhere. I do not think it is happening every-
where.

Dr. LoweNsoHN. Well the study in Florida found that the in-
stance of drug use was the same in the private population as it was
in the public population. But the instance of identification and re-
porting was 10 times higher in the public population.

Senator MoyNIHAN. The private public distinction being?
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Dr. LoweNsoHN. This was all women receiving prenatal care in
one county in Florida.

Senator MoyN1HAN. Uh-huh.

Dr. LoweNsoHN. And they did an anonymous urine test on all
pregnant women for the study. They found a ten-fold increase in
the reporting, but no significant difference in the rate of drug use.

Senator MoyYNIHAN. Really? I guess we have it here. This is the
report of the Subcommittee on Human Resources of the Committee
on Ways and Means, the enemy within crack cocaine in America’s
families. My God, they got this printed since June 12. This is
Panoas County, FL.

Dr. LoweNsoHN. They found a 16-percent instance of drug use in
the public population; a 13-percent instance in the private popula-
tion.

Senator MoYNIHAN. There was no significant difference between
the rates of positive test results for patients in private than public
sector medical facilities, nor according to socioeconomic status. The
incidents of positive drug tests results for the individual drugs are
also similar except for cocaine which is slightly higher among
women in the public health sector. Well there you are. _

Dr. LoweNsoHN. When they went back to find out why they
found by interviewing the health care givers that people are much
less comfortable asking the questions and doing the testing on
people that they identified as being of a similar social class and of
people that they are likely to run into in the corner grocery store
or the corner market. And for that reason that people were more
uncomfortable testing the private patients.

Senator MoyNIHAN. Uh-huh. Well I live and learn. I would like
to know more about that county and we will study more of that.
This is Chasnof, Incidents of Drug Use in Pregnancy. We will see.

But, listen, thank you very much for your testimony. We now
have something that is very important to us—a case in which a
State institution got itself Medicaid benefits for an intensive care
which had consequences, obviously. I think we all should go away
from this morning’s hearing with the memory of Dr. Sullivan lift-
ing up $700,000 worth of hospital bills that were brought about
that, you know, paid for the care of a child after it was born, what
could have very well have been prevented beforehand. Would you
agree on that, tor? _

Dr. LowENSOHN. Yes, sir.

If !7 could possibly just respond to one statement of Dr. Sulli-
van'’s?

Senator MOYNIHAN. Sure. Please.

Dr. LowensoHN. Although we have donated $7,000 a month of
our services to provide this clinic it has not been willingly. It is be-
cause so far we haven’t been able to find any funding to cover that
$7,000 a month shortfall. It was not our intention to set this up
this way.

Senator MoyNIHAN. Well there you are. At some level the Feder-
al vaelx;nment is not forthcoming in the way it ought to be. Don’t
you feel?

Dr. LoweENsOBN. At the moment there is very little funding
available.
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Senator MoYNIHAN. And yet you will get funding for—you know,
the $700,000 comes under a category that you can pay for. Don't we
have some of that craziness?

Dr. LoweNsoHN. Yes, sir.

Senator MoyNIHAN. I mean if you have to go into one of those
neo-natal scenes all over Manhattan, the Bronx, Brooklyn, which is
of space-age medicine and tremendously expensive, that is okay;
but don’t show up here 3 months pregnant and say, you know, you
are kind of worried about your behavior because we cannot do any-
thing for that.

Dr. LoweNnsoHN. You could save a lot more money by spending it
up front.

Senator MoyNIHAN. We would save a lot more children.

Dr. LOWENSOHN. Yes.

Senator MoYNIHAN. And lives. It needs aggression. I think we
have, I am glad to hear, Senator Rockefeller saying and Ms. Wi-
lensky, a new Administrator who really will work at this and put
some life back into it. Bureaucracies have cycles and some of them
go more abundant out of like civilizations and then suddenly they
revive. This one may be reviving. Your testimony will help us do
that very much, sir; and we thank you.

Dr. LoweNsOHN. Thank you.

Senator MoYNIHAN. This committee will stand in recess for 15
minutes so we can all have a little “7th inning stretch.”
11[7Where]upon, the hearing recessed at 1:00 p.m. and resumed at

p.m

The CHAIRMAN. This hearing will come to order. Is Mr. Hayward
here? Mr. Hayward if you would come forward. Mrs. Louise Scott,
would you come forward, please?

I apologlze for the delay Our problem is, we have too many
things going at the same time. I have been tied up in the Budget
Summit meetings; and, frankly, will not be able to continue too
long here.

Mr. Hayward, you are with the Delaware Department of Services
for Children, Youth and Their Families, testifying on behalf of the
American Public Welfare Association, National Commission on
Child Welfare and Family Preservation.

Mrs. Scott, you are a foster parent testifying on behalf of the
Delaware Department of Services for Children.
eevgg are pleased to have you both. Mr. Hayward, would you pro-
c

STATEMENT OF CHARLES E. HAYWARD, SECRETARY, DELAWARE
DEPARTMENT OF SERVICES FOR CHILDREN, YOUTH AND
THEIR FAMILIES, TESTIFYING ON BEHALF OF THE AMERICAN
PUBLIC WELFARE ASSOCIATION AND THE NATIONAL COMMIS.
SION ON CHILD WELFARE AND FAMILY PRESERVATION, WIL-

MINGTON, DE

Mr. Haywarp. Thank you, Senator. I am Charles Hayward, sec-
retary of the Department of Services for Children, Youth and Their
Families in Delaware; and I am representing the American Public
Welfare Association’s National Council of State Human Service
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Administrators and the National Commission on Child Welfare and
. Family Preservation.

The National Commission on Child Welfare and Family Preser-
vation was established by APWA to assess the issues facing our
Nation’s child-welfare systems. Composed of 26 members, we are a
diverse group of administrators including cabinet level human
service commissioners, local public welfare aiministrators, public
child welfare directors and APWA board members. Our charge is
to propose legislative and program recommendations to recast Fed-
?ral law and State policies in light of the new realities of child wel-
are.

Mr. Chairman, I want to thank you for your efforts on behalf of
children and your long-standing concern for society’s most vulnera-
ble children, those at risk of abuse or neglect. Your attention to
these children today is of special importance. Simply put, the child
welfare system in America is under siege. Last year we received
over 2.4 million reports of abuse and neglect—an increase of 118
percent since 1980. We also placed more children in foster care
than at any time since the early 1980’s.

In fact, we had had a decline in the number of children in foster
care, but the number of children being placed in substitute care in-
creased by over 80,000 in the last 3 years. By the end of 1989,
360,000 children lived apart from their parents with some children
having no hope for being reunited with their families.

Many of the children coming into our care today are different
from those that we had just 5 years ago. They are more troubled,
more seriously abused, and far poorer. Their lives have been dam-
aged by drugs, sexual abuse, serious physical or mental health dif-
ficulties, AIDS, and developmental disabilities. Persistent poverty
governs their lives. Over half of the reports of child abuse and ne-
glect—the largest single category—involve deprivation of necessi-
ties. From a policy perspective, providing adequate iood, sheilter,
health care, clothing and supervision is as much a matter of
“wallet” as is a question of will. -

Drugs are the blame for the spiraling number of children being
removed from their homes. Children from families with drug and
alcohol problems and babies and infants with drug-addicted moth-
ers are the most serious problem facing child welfare agencies
today. Available resources fall far short of meeting the challenge:
these families require more comprehensive services and more spe-
cialized skills than child welfare agencies can offer today. Agency
staff lack adequate training, medical information, and access to
drug treatment services for these troubled families. Foster parents
lack adequate training, support services and reimbursement.

The situation threatens to get worse. The Inspector General re-
cently concluded that over 100,000 cocaine babies were born in the
United States in 1988 and that by the year 2000, there are likely to
be from 500,000 to 4 million drug-exposed babies. If you add any
proportion of thal number to the children already in foster care
the situation we have now where it is almost impossible to recruit
the numbers and types of foster parents that we need to serve
these children will be impossible in the future.

Although the ma{lority of infants born exposed to crack cocaine
return home with their birth parents, there is a strong probability
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that a large number of drug-exposed infants will later require
foster care or specialized services. Experiences have already taught
us that these children cannot thrive in a home environment that
lacks special care. And the difficulty of caring for these children in
these numbers will confound an already exhausted pool of foster
homes and parents.

For those who may not be, and we have much discussion here
today about those children who may not be identified. Many of
these children will show up later through such programs as Child
Find, EPSDT, new programs to be established under 99-457 and
other special education programs.

Mr. Chairman, I am afraid that the country is not prepared for
the problems that these children face, nor for the full magnitude of
the problem they pose to all of us now or in the future. One real
challenge for policymakers and administrators at the Federal,
State and local level is the simple but critical lack of solid national
information on the effect of the current drug epidemic on the child
welfare system. The few national statistics we have are very wide
and make it difficult for us to plan effectively to meet the crisis.

APWA recently conducted a national survey of State child wel-
fare agencies to collect statistical data on children referred through
the Child Protective Services System because of a parental sub-
stance abuse and alcoholism. We found that many States do not
have the capacity in their current information systems to produce
data in this area.

But let me just give you a few examples. In New York the child
substitute care population is increased by 18,000 children or 66.3
percent in just 2 years. In Illinois the number of alleged child
abuse, neglect reports increased by 32.7 percent between 1988 and
1989. The number of substance affected infants increased over that
same period by 403 percent.

In the State of California the number of CPS reports increased
by 36.6 percent from 1986 to 1988. During these same years, the
number of children with parental alcohol or drug dependency in-
volved in CPS cases increased by 55,000.

The CHAIRMAN. Mr. Secretary, your time has expired. But we
will take your entire statement for the record.

Mr. HaywaArp. Thank you.
d_['Iihe prepared statement of Mr. Hayward appears in the appen-
ix.

The CHAIRMAN. Mrs. Scott?

STATEMENT OF LOUISE SCOTT, FOSTER PARENT, TESTIFYING ON
BEHALF OF THE DELAWARE DEPARTMENT OF SERVICES FOR
CHILDREN, YOUTH AND THEIR FAMILIES, WILMINGTON, DE

Mrs. Scorr. I would like to thank you for having the opportunity
to be here. My name is Louise Scott and i have been an approved
foster parent for the Division of Child Protective Service in the
State of Delaware for the past 6 years. Previously before coming to
Delaware, I was a foster parent in Virginia. I have had approxi-
mately 20 children placed in my home, ranging in age from 3 days,
direct from the hospital, until they were 18 years of age.
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I have provided a FLome to a teenager mother and her baby; a
sibling group of five, ranging in ages from 1 to 5; delinquent girls,
sexually abused girls, infants born drug addicted, physically abused
children, emotionally abused children, and children who have been
developmentally delayed. I also have my own personal experience
in the foster care system in New York, having grown up in numer-
ous foster homes from the time I was 9 months until I was 18. My
last foster family is very much a part of my life, although I have
been reunited with my biological parents.

In addition to my experiences as a foster child and foster parent,
I hold a bachelor’s degree in human resources management and 1
am a licensed practical nurse. I say this only because I have vari-
ous perspectives in the foster care system, having been a foster
child and now being a foster mother.

I have been a foster parent for 15 years and the children who are
entering the fost2r care systera are very difficult children, more
difficult than they were 15 years ago. For example, adolescents en-
tering care today tend to be more angry; they exhibit more difficult
behaviors; they have low self-esteem and street-wise attitudes that
make them appear to be incorrigible, but they are not. We have
recently seen drug-addicted babies entering foster care. I have
drug-addicted babies in my home. These babies are hard to live
with because they are constantly irritable; they have breathing
problems; they are nonresponsive to normal handling; they are de-
velopmentally delayed; constantly crying; they are more aggressive
when they are toddlers; they are more active, restless and destruc-
tive.

I have a theory that some of the children that we are seeing in
the school systems today who are presenting problems in the
schools, in the community, and in their families may be babies who
were born drug-addicted but were not idertified at birth. So these
children are presenting problems now.

I would like to list the major suggesticns for improving foster
care. Mine was for Delaware, but I think it should be for every-
where. | think there should be a more professional attitude taken
toward our foster parents. I mean after all we are the ones who
have to live with these children on:a day-to-day basis. And I think
that our opinion and what we feel as a part of the case plan for the
children who come into care is very important. I think foster par-
ents should be encouraged to take an active role in the planning of
the child’s care.

We need more respite. I think respite is very good for foster par-
ents but is a preventive medicine for children before they come
into care because if some of the parents had respite care there may
be no reason for placement, because foster parents do not have ade-
guate respite care when the children come into foster care, there is

isruptive in placement. So you do not have prevention.

Foster Giazau'ents are like any other parents, they get tired some-
times and they need some way to have their children away from
them for, you know, a little period of time. If ihey cannot have
ahat, you usually end up having children who are taken out of the

ome.

I think training. When I became a foster parent I wanted to be a
foster parent because I was in foster care. And there was a love of
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children. But children who come into care today need more than
just love. They need people who are trained to handle and take
care of the special needs that are required. So I think that addi-
tional training for foster parents is required and is needed.

I think there should be improved access to resources for foster
parents. I have five foster children in my home and I have two of
my own children; and I would like to be able to provide for these
children who I take into care, the same type of care that I give to
my own children. I am not financially able to send all of my chil-
dren off to camp—whether it is basketball camp or swimming les-
sons or what have you. I think that we should have advocates for
foster parents who go out and find the resources that foster parents
need to take care of the children.

As I said before, we are like any other parent. Sometimes we
become foster parents because we love children, but we are not
aware of the resources that are available to the children. And if we
had someone who was an advocate for foster parents who could go
out and find these resources, these scholarships that may be avail-
able to foster children for camps, that we would be able to give
better care.

I would like to see the independent living program expanded to
offer a less structured program for the adolescents. When children
come into care, especially when they are 16, they need to be pre-
pared for independent living. And because there is a’ double stand-
ard, as a foster parent I am more reluctant to take a child into
care if they are 16 and they do not want to go to school and the
law says they do not have to go to school. So I am more reluctant
to take this child into my home than I am a child who is in school.
And sometimes the child needs it even more.

So I think that an overall improvement of the foster care system
is what every State needs. But in order to encourage more foster
parents to stay as foster parents and to become foster parents that
we need things like respite care and we need improved resources
for the foster parents and for the children.

The CHAIRMAN. Now you have at the present time, what, five
foster children with you plus your own two children?

Mrs. Scorr. Five foster. Yes.

The CHAIRMAN. And you receive some compensation, obviously,
for taking care of the five. Do you have anyone assisting you in
caring for those children or do you try to do that all by yourself?

Mrs. Scorr. Well I have been a foster parent for a long time so I
kno]w how to use the resources. 1 have a girl scout troop. [Laugh-
ter.

The CHAIRMAN. You have a girl scout troop?

Mrs. Scorr. Yes.

Mr. HAYwWARD. And her husband is there alsc.

Mrs. Scorr. And my husband. He had to say that. My husband,
?kay, if you say. But the babies, I get a lot of help from my
oster——

The CHAIRMAN. You have all the children working at their own
particular tasks, I suppose——

Mrs. Scorr. Yes.

The CHAIRMAN [continuing]. To contribute to the overall effort?
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Secretary Hayward, when you talk about an 83-percent increase
over 3 years in California, then the other increases you have told
me about, how much of that do you think is a maybe more careful
determination of what Mrs. Scott was saying, of whether or not
there has been drug abuse.

Are we doing a better job of discerning that or is it that there is
just that much more increase in the use of crack?

Mr. HAywARrbp. I truly believe that it is a major increase in the
usage and abuse of a lot of elicit drugs which has caused the
number of additional referrals into the foster care system. As some
of the earlier comments were made, we are many times dealing
with a portion of the population who is identified through various
clinics and through service providers who deal with a segment of
the population. But I also agree that there is a larger proportion of
the population that is generally not identified who are also out
there who require services that we often do not get referrals on.

The CHAIRMAN. When you go through some of these hospitals
and you look at the border babies you see a child no larger than
your fist and you think about the quality of life of that child. Those
are some terrible moral problems. What else dc you think we can
do to try to turn this situation around? Specifically, what kind of
services do you think we need?

Mr. HAYwARD. There are a number of services; and a number of
those have been talked about today, which have proven to be very
effective. One of the major ones is, first of all, doing more in the
preventative end. Having a system that will provide services to
pregnant women up front without the menace over their heads
that the child is going to be taken away.

One of the things that has happened over time is that the child
welfare system has really changed. It is no longer the system of
last resort. It is turned to as the system of first resort because
there are a number of other programs that no longer exist or they
are also so overwhelmed that they cannot provide services. So you
have the child welfare system as being the front door for many,
many services.

Therefore, pregnant women do not come forward if they fee! they
are at the point where they would like to receive some service if it
is to a protective agency or a threat of referral to the protective
agency is there, such that when the child is born if they do want to
take care of the child, the child is going to be taken away. That is,
I think, one of the major policy issues that we have to figure out
how we are going to resolve.

If we are going to follow a line of family preservation that chil-
dren grow best in families, in their natural families, and we are
going to do what we can to keep those families together, you take
one tact. If the tact is, any drug-abusing mother has abused that
child because of the use of that drug, then you take a very differ-
ent tact. So I think what we have to do is determine which tact we
are going to take. Then I think some of the solutions will be much
easier. :

But right now we have a number of different philosophies out
there on how you deal with these families and children; and, there-
fore, you have systems clashing with each other. But you definitely
need services that are going to be on the preventive end. Secretary
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Sullivan raised his bill for the $698,000 that was spent for a child
in a neo-natal clinic. That is just about 95 percent of what our
whole State of Delaware’s prevention money for drug-free schools
was for a year for the State.

The CHAIRMAN. Mrs. Scott, you told us about the need for loving
care in your own experience as a foster child and the continuing
concern and commitment to it. And you have had your own chil-
dren, and then you have had other children, some that have been
subjected to drug abuse and some that have not, I assume.

Other than pride in your own children, tell me what major dif-
ferences you see in one that has had drug abuse and one that has
not.

Mrs. Scorr. Well I had two babies in my home at the same time
that were of the same age, one was substance abuse and one was
not. Developmentally, this child was way behind. At first it was
low birth weight because she only weighed 1 pound and 12 ounces
at birth. And she was in the hospital for 3 months before she was
discharged. Coming out of the hospital at 3 months, it was just like
being an infant just born and she developed along those lines,
always being 6 months behind—raising her head, sitting up. Very
irritable, crying all the time. And sometimes almost like a failure
to thrive baby. The baby was constantly whining, constantly
eating, never getting enough. Sometimes not wanting to be held
and being very nonresponsive to attention until she was about a
year old.

At that time she became very attentive, but only to the two pri-
mary caretakers. The baby is out of my home now, but I see the
baby constantly. And right now she is the same, like there is 5
days difference between the baby that I still have. Very aggressive,
very hyper. But yet on the learning end, nowhere near the baby
that is in my home that is the same age, not talking yet.

The CHAIRMAN. And the problem is not that they are 6 months
biahind, they lag further and further and further behind as they go
along.

Mrs. Scort. Yes.

The CHAIRMAN. Thank you very much for your testimonies.

Mr. HaywaRrp. Thank you, sir.

Mrs. Scorr. Thank you.

The CHAIRMAN. Qur next panel, Dr. Maureen Montgomery, as-
sistant clinical professor of pediatrics at the Children’s Hospital in
Buffalo, NY; Margaret McGoldrick is vice president for health af-
fairs and acting hospital director, Hahnemann University Hospital,
Philadelphia; and Mr. Sherman McCoy, the chief operating officer
of the Harlem Hospital Center, New York, NY.

Dr. Montgomery, if you would proceed please?

STATEMENT OF MAUREEN E. MONTGOMERY, M.D., ASSISTANT
CLINICAL PROFESSOR OF PEDIATRICS AND CO-COORDINATOR,
INFANTS OF SUBSTANCE ABUSING MOTHERS (ISAM) CLINIC,
CHILDREN’'S HOSPITAL OF BUFFALO, TESTIFYING ON BEHALF
OF THE AMERICAN ACADEMY OF PEDIATRICS, BUFFALO, NY

Dr. MoNTGOMERY. Thank you, Mr. Chairman. I am Dr. Maureen
Montgomery from the Children’s Hospital in Buffalo; and I am
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here today representing the Academy of Pediatrics, and I think
personally more representative of my own clinic at the Children’s
Hospital of Buffalo, which is a clinic dedicated to the care of chil-
dren and their mothers who have been using drugs while they
were pregnant. .

So my focus is a little bit different than some of the other speak-

ers today because my first contact with these mothers is when they
have delivered their children. I have no contact with the mothers
prior to their delivery. ,
- There are a few points I wanted to make ahead of my prepared
statement that have come up as we have been listening to speakers
this morning. And if you don’t mind, I would just like to say a
couple of things. .

The first is that I think the issue here is poverty. I think drug
abuse is added onto the issues of poverty, but I don't think we can
address this issue and expect families in poverty to simply give up
a drug, whether it is alcohol, cocaine or any other drug without re-
placing it with something else. I think over the years people in pov-
erty have been expected to go along with the traditional treatment
plans and then in the end they still have poverty and no goals, and
no future, and things haven’t changed.

Second, I would like to mention that I think the availability of
care—that is to say Medicaid services, WIC services, et cetera—
being available and people being eligible for them does not trans-
late into people getting them.

Third, the long-term outcome for these children is just beginning
to be recognized. As people this morning have already mentioned,
the school systems, the criminal justice systems, our social services
systems will be paying the price for these children long after we, as
pediatricians, have finished seeing them.

Fourth, crack cocaine is an addiction that is not like any other
addiction that we know about. There is no alternative drug to take
the place of crack. I have had mothers come to me and say they
will go for methadone treatment just to try to get off crack. It
doesn’t work.

So those are the four things that I think need to be said ahead of
time before I start. My clinic is about 8 months old. We have about
80 patients in Buffalo. We are not in an intercity of high predomi-
nance, but we are sort of a midwestern city and we are seeing the
problem here. The patients that I see are all Medicaid eligible pa-
tients, mostly intercity patients, and their mothers.

Our emphasis in beginning this clinic under a maternal child
health grant that was funded through a Healthy Tomorrow’s pro-
gram in conjunction with the Academy of Pediatrics last year was
to keep families together. I do not think the foster care system can
hg;xdle or is ready for the numbers of children we are talking
about. -

In addition, we recognize that child abuse is a significant possi-
bility in some of these families. So we have to keep in mind that
our primary goal is to protect the children. Thirdly, we have to in-
tervene as early as possible with these children to make any
impact on their development and if they don’t come to care and
don’t get seen they will not be helped.
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There is a tremendous financial burden on the centers caring for
these children. Our hospital, like every other hospital in the coun-
try, is being overwhelmed with the numbers. Unfortunately, the
services that make the difference in delivery of health care to these
families, such as nursing services, social service, social workers, are
not funded through Medicaid. Our grant is patched together
through a combination of Federal, State, local and private founda-
tion monies. Continued availability of this funding is uncertain and
Medicaid does not provide funding for these necessary psycho-social
supports.

The way our clinic runs is that we have one-pediatrician and one
nurse practitioner who see every patient at least two to three times
a month. We are available 24 hours a day, 7 days a week on a
beeper so that if there is a crisis or a question the families can
reach us. We have resource mothers who are employed by the
clinic who are intercity moms who go to the families to make home
visits as often as every day if they have to. The mothers are paid
for out of our grant. They are paid minimum wage. We advertised
for six positions and we got over 100 applications.

There are a lot of people in the intercity who care about this
problem and who want to make a difference. I think we ought to
think about tapping into those resources. We try to make sure for
our mothers that they get one-stop shopping. Most of our mothers
are programmed to death. They have to go to foster care to visit
their other children; they have to go to WIC to pick up the formu-
la; they have to go to drug treatment in another part of the area;
they have to go to parenting classes. They have no cars; they have
no transportation; they have no child care and they have other
children to take care of.

So it does not surprise me very much that they do not meet all
the requirements that they are supposed to meet to keep their chil-
dren with them. I had one mother who said to me just last week,
she said, “They think if they keep us on the bus all day we won’t
abuse our children.”

The CHAIRMAN. If they keep us on a bus all day we

won’t——

Dr. MoNTGOMERY. We won't abuse our children.

So just to summarize very quickly—I can’t say everything I want
to say, but I want to say these womei: have not been nurtured,
they are poor. They no supports. They have very little capabilities
to handle the stresses that are flung at them from day in to day
out. If we do not support the mothers very concretely with very
hands on assistance, I do not think we have a chance of making a
difference. I think if we do not make a difference with the mothers,
we don’t make a difference with the children.

['Izdh_e ]prepared statement of Dr. Montgomery appears in the ap-
pendix.

The CHAIRMAN. I sure cannot disagree with that.

Ms. McGoldrick, if you would proceed, please?
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STATEMENT OF MARGARET M. McGOLDRICK, VICE PRESIDENT
FOR HEALTH AFFAIRS AND ACTING HOSPITAL DIRECTOR,
HAHNEMANN UNIVERSITY HOSPITAL, PHILADELPHIA, PA

Ms. McGoLpriCcK. Good afternoon. My name is Meg McGoldrick
and I am the vice president for health affairs at Hahnemann Uni-
versity. Thank you for the opportunity to address you.

Hahnemann University is a leading academic medical center in
center city Philadelphia, providing health services, biomedical re-
search, and health education. The introduction of inexpensive
crack cocaine on the streets has added a whole new dimension to
the incidents, complexity and care of low birthrate infants with
complications of substance abuse. At Hahnemann University Hos-
pital a recent l-year study revealed that 80 percent of the women
who delivered in 1989 were indigent; 40 percent of these women
tested positive for the use of cocaine within 48 hours of delivery.
We expect countless others use cocaine throughout their pregnan-
cy.

Because of the nature of addiction some substance addicted
mothers simply abandon their babies at birth. In Philadelphia the
Child Welfare Agency or DHS often cannot find appropriate foster
care placement for their children. As a result, these babies remain
in the hospital as border babies, many times in beds desperately
needed for acutely ill children.

Unfortunately, hospitals are not reimbursed for border babies.
During one 6-month period, Hahnemann lost $100,000 caring for

.border babies. This does not even take into account the ongoing
losses we face when the cost of the child’s acute care stay exceeds
Medicare reimbursement. As an example, in Hahnemann’s inten-
sive care nursery the Medicaid loss for 1989 was $670,000. While
the financial cost is exorbitant the greatest tragedy is the impact
on the child. He or she is exposed to infections unnecessarily and is
at risk for more developmental delays due to the sensory depriva-
tion and the lack of bonding with one consistent care giver.

The DHS, however, has not been able to recruit a sufficient
number of trained foster parents or to develop alternatives for
these children. In some cases ill-prepared parents assume responsi-
bility for these children. Sadly, countless numbers of these chiidren
reappear in our hospital severely abused or with failure to thrive
diagnoses. :

Let me tell you about two Hahnemann University programs
which address the substance-exposed and border baby problem. Our
social work services department formalized the special caretakers
program. To the best of our knowledge, this is the only program of
its type in the country. Under this program our employees serve :s
foster parents on either a short-term or long-term basis. To date e
have placed four babies with our employees; have three other em-
ployees certified as special caretakers and have eight additional
employees in various stages of the certification process.

We are currently spearheading new recruitment efforts in antici-
pation of continual and growing needs. Unfortunately, even when
_our employees express an interest and commitment to taking medi-
cally needy children as foster or adoptive parents the system has-
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been slow to respond. They are forced to fight the Philadelphia and
Pennsylvania bureaucracies for weeks or even months.

Hahnemann University employees have found the foster care
certification and adoption process to be very difficult to work with,
often ignoring the demands and realities of working families.

Our second strategy is encompassed in our children at risk pro-
posal. We have begun the development of a new model program
calling for enhanced and expanded services at Hahnemann Univer-
sity Hospital, as well as collaboration and coordination with other
community agencies for other critical support. Qur proposed model
will bring together in one facility out-patient drug treatment and
medical services for women and children with social, educational
and child care services.

Our proposal is grounded on the principal that a healthy empow-
ered mother is the best assurance of a healthy child. Hahnemann
University recognizes that hospitals must step out of their tradi-
tional roles and serve as a catalyst for change in health delivery
for this disenfranchised population.

The Hahnemann University initiatives are meaningful but
modest attempts in the face of shrinking and limited resources. Ad-
ditional action on behalf of the children is critical. The following
suggestions should be considered to address the future of these
abandoned infants and to reduce unnecessary health care costs.
Funding for the foster care delivery system must pe increased. The
foster care and adoption system needs to be overhauled in response
to the needs of the children and the realities of today’s families
who are potential foster parents. '

Interim care facilities must be developed for healthy babies who
await place. And a reimbursement program for hospitals is needed
for that period of time in which a child who is no longer medically
needy waits for placement by the child welfare system.

On behalf of the infants and children who are the innocent vic-
tims of America’s drug epidemic, I thank you for your time and at-
tention.

[The prepared statement of Ms. McGoldrick appears in the ap-
pendix.]

The CHAIRMAN. Thank you.

Mr. McCoy?

STATEMENT OF SHERMAN P. McCOY, CHIEF OPERATING
OFFICER, HARLEM HOSPITAL CENTER, NEW YORK, NY

Mr. McCoy. Good afternoon. I thank you, Senator Bentsen, for
inviting me to this hearing on infants born to drug abuse. I am
Sherman McCoy, chief operating officer of Harlem Hospital Center
which is 1 member of the New York City Health and Hospitals
Corp. My wife, Patricia, and I are also the adoptive parents of little
Sherman McCoy who is a victim of cocaine crack abuse. He is a
little noisier today than normally.

Harlem Hospital is a 757-bed, public hospital located in the heart
of Harlem; and the Harlem community is beset by some of the
worse conditions in New York City and the Nation. And we know
what those are related to—infant mortality, unemployment, educa-
tion attainment, poor housing, medically indigents, et cetera.



) 59

Also, the life expectancy for males in Harlem has been docu-
mented to be less than that expected for males in the country of
Bangladesh.

The problems we face at Harlem Hospital mirror those of the
city at large, and the statistics to some are startling. In New York
City in fiscal year 1989 there were almost 4,900 children reported
to the child welfare administration because of a positive toxicology
for drugs. That is up more than 268 percent from 1986. At Harlem
Hospital last year we reported 360 children at that one hospital for
positive toxicologies.

‘Harlem Hospital currently has more than 1,300 addicts in meth-
adone maintenance programs and we treat our women who are ad-
dicted and pregnant. For the last 3 years more than 20 percent of
the babies born at Harlem Hospital have had to spend part of their
stay in a neo-natal intensive care unit at an average cost of $9,000
more than a normal stay for a child in a hospital. At Harlem Hos-
pital Center about 4 percent of the kids who were tested—and all
of them were tested—but 4 percent tested positive for the HIV
AIDS virus.

The CHAIRMAN. What percent?

Mr. McCoy. Four percent of all of the babies born at Harlem
Hospital in 1988 tested positive for the AIDS virus. And in the 15-
month period, January 1989 through March 1990, we had 64 admis-
sions of patients to the hospital for AIDS who were less than 10
years old. Our out-patient department serves 150 families with chil-
dren with AIDS.

The border baby problem at Hariem Hospital has decreased sig-
nificantly in the last few years because of the efforts by the New
York City child welfare administration. In December 1986 we had
119 border babies during that month. And on Monday of this week
we had a count of 21 in the hospital. More needs to be done and
believe that Senator Moynihan’s bill, S. 2536, will help hospitals
gu%}} as Harlem which serves a disproportionate share of AIDS

abies.

I would like to briefly focus on babies born crack involved. As the
numbers show, and we have discussed here today, too many women
are using illicit substances during their pregnancy, mostly cocaine.
And these women, it has been again documented lack prenatal
care. As a matter of fact, for a 10-year period in 1976 to 1986 in
New York City only 49 percent of the pregnant women cocaine in-
volved obtained any prenatal care. And the impact of such prena-
tal neglect is the extraordinary need for the use of intensive post-
natal medical and social resources.

There has been a dramatic increase in premature and low birth
weight babies who require enormous amounts of expensive hospi-
tal, in-patient, out-patient and habilitative services. The crack
crisis, as you have heard from Ms. Scott and others, also placed an
enormous strain on the entire foster care system.

The story of little Sherman is a case in point. Although many
children who share his plight are in far worse shape, some are
better. According to the record which we reviewed after we re-
ceived Sherman, his mother smoked crack up until the very
moment the ambulance was called. He was born in the ambulance
and had to be resuscitated. He was brought to the emergency room
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and had to be resuscitated again and found positive for cocaine. He
weighed in at less than 1,500 grams and was estimated to be 10
weeks from full term.

He spent approximately 90 days in a neo-natal intensive care
unit and about 30 days as a border baby. When we received him at
4 months he weighed a little over 8 pounds. His muscles were hard
and resisted stretching. The doctors call this hypertonia. He did not
have full voluntary use of his muscles. They call that cerebral
palsy. And while he did not have the brain lesions that several re-
searchers have found with crack babies, he was and still is delayed
in his development.

Patricia and I learned later that low birth weight infants develop
more poorly in 1Q and cegnitive skills; and we also learned, which
was kind of frightening to us, is that low birth weight babies of
drug abusing mothers died at a high rate than normal weight
babies of non-drug abusing mothers.

In addition, Sherman has gone to physical therapy three morn-
ings a week for the 15 months that we have hacd him. His mother is
his constant companion and as you can see, therapist, teacher and
playmate. He proves what research is now reporting, that early
intervention can, Senator, offset the problems to some degree that
these children cocaine involved and low birth weight will have.

And what are these developmental problems facing crack babies?
We have heard about them. But let me just report briefly on a
study that was done by Dr. Davis and Dr. Fennoy at Harlem Hospi-
tal, who recently presented their findings of 70 children whose
mothe s admitted to using crack cocaine during their pregnancy.

May I just go 1 minute further, sir?

The CHAIRMAN. Yes, go ahead.

Mr. McCoy. Thank you.

Ninety-four percent had language delays; 63 percent fine motor
delay; 37 percent gross motor delay; 30 percent suffered hypertonia,
11 percent had autistic disorders; and 59 percent had behavioral
abnormalities.

The problem that we face at Harlem Hospital and I think others
have indicated is that ot the almost 3,000 births that we had at the
hospital more than 400 were estimated to be at risk for delayed de-
velopment. However, very few were evaluated for potential delay
prior to leaving the hospital. We believe that that is a problem.

I have submitted the full written report.

The CHAIRMAN. We will take your entire statement, Mr. McCoy.

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

Mr. McCoy. Oka{.

The CHAIRMAN. | have some understanding of the obligations you
have undertaken, Mr. McCoy and Mrs. McCoy; and each of you for
your commitment and the kind of help that you give to these chil-
dren. And when you talk about a coordinated area in which to pro-
vide the services I couldn’t agree with you more—this idea of
spending all the time on the bus going from one place to the other.

We had a situation in Houston where on the prenatal health
care program the expectant mother went one place and filled out
all the forms and took all the time to accomplish that, then had to
go to another hospital for the delivery, and had to go through the
same bloody process again.
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I had a son who got involved. He is a businessman, and he
helped bring about a computer linkage amongst the institutions so
all of that information that had been prepared was ready at the
next place so they didn’t have to wait for that. We need to do more
of that, obviously. Because these people are of very low income and
sometimes limited education, and with all their other responsibil-
ities with families, as you say, they just do not have the time to
accomplish all of these things that the bureaucracy demands when
the places where the services can be attained are spread about.

Let me ask you what your reaction is. What do you do when you
find in the maternity ward all of a sudden you have a mother that
is a drug addict? Do you try to get her involved? Do you have a
crack bomb? Do you try to get her invelved in some kind of a drug-
prevention service? Is that a part of what you try to attain? Do you
go beyond just taking care of the birth of the baby?

Ms. McGoLbRrick. Let me respond. In our institution we try to
refer these women to programs that are available in the city. Un-
fortunately, there are only three programs that I am aware of. And
for in-patient, residential care there are less than 24 beds that are
oriented towards women—pregnant women and/or women with
children. And if women do have children they can only bring two
children at a maximum to a few of these programs. So that women
are unable to access the services because of their current family
conditions and the services are limited in the availability to them.

Dr. MoNTGOMERY. Our experience in Buffalo is the same. We
have a 6- to 8-week wait for a mother who wants to get into drug
treatment. And at the end——

The CHAIRMAN. Six to 8 weeks?

Dr. MoNTGOMERY. Six to 8 weeks, if she is a Medicaid patient.

The CHAIRMAN. Even though she wants to do it?

Dr. MoNTGOMERY. Even though she wants treatment today. And
if she gets treatment in 6- to 8-weeks she gets it on a day’s notice
and has to find child care the same day.

Mr. McCoy. At Harlem Hospital we treat ladies directly who are
pregnant and who are drug abusers. So we do not have to refer
them anywhere. What we are finding is that our OB service is lo-
cated in a different location than our pediatric services. What we
are doing right now is designing space to put those services togeth-
er that should be together.

Also, we recognize in New York City that there is not enough
residential treatment programs to take care of the patients. So we
have already submitted to Dr. Sullivan and Dr. Benny Primm, who
was here from NIDA, requests to develop what we call “Harlem
House” which is very similar to Odyssey House, for the purpose of
taking care of in a residential setting pregnant ladies and their
- children, prenatal and post-natal.

We do not have the services to take care of as many patients as
require those services, nor do we have enough services to take care
of as many of these babies like Sherman who require physical ther-
apy, intensive therapeutic day care and nurseries and those kinds
of things.

The CHAIRMAN. I find that hospitals, some of them down in
Texas with the boarder baby situation, are actually going out and

38-007 0 - 91 - 3
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recruiting for the foster parents, sometimes amongst their own

ste ff.

Mr. McCoy. Right. :

The CHAIRMAN. After awhile you run out of staff. It is a incredi-
ble responsibility there.

I appreciate very much your testimony. I am sorry that we have
had such pressing schedules elsewhere, but you have made a con-
tribution that is helpful to us and we are going to take your entire
statements in the record.

Thank you very much.

Mr. McCoy. Thank you, sir.

Dr. MoNTGOMERY. Thank you, Senator.

[Whereupon, the hearing was adjourned at 2:01 p.m.]
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PREPARED STATEMENT OF SENATOR DANIEL K. AKAKA

Mr. Chairman, thank you for this opportunity to testify before the Senate Finance
Committee about the growing problem of addiction to crystal meth, or “ice,” as it is
known on the street, and about the damage it inflicts on its youngest victims.

Ice, a crystal form of “speed,” is a stimulant that causes a cocaine-like euphoria
and a heightened sense of mental alertness and physical activity. Chronic ice use
produces powerful adverse psychologica! effects that last far longer than those expe-
rienced with cocaine. These include severe paranoia that sometimes leads to violent
behavior and deep depression that can last for days after ice consumption stops.

The ice epidemic has been building in my state of Hawaii over the past several
years. Law enforcement and medical experts fear that ice has the potential for over-
taking “crack” cocaine as the drug of choice for young people throughout the coun-
try. Although both crack and ice may be smoked, the similarity ends there: ice is
cheaper—only $50 will buy enough of the drug to keep someone high for a week; its
high lasts anywhere from seven to 30 hours; it leaves its user prone to extreme, un-
controlled violence; and it is often taken in conjunction with other drugs. Further-
more, crystal meth and other forms of this drug are simple to produce and do not

uire any imported ingredients.

t year, as a member of the House Select Committee on Narcotics Abuse and
Control, I sought the assistance of William Bennett, the Director of National Drug
Control Policy in urging the Administration to address the looming ice epidemic. I
renewed my plea to Mr. Bennett again this March before a House Appropriations
Subcommittee hearing. Unfortunately, it appears that the Administration is con-
tinuing to underestimate Hawaii's ice problem, which soon may become everyone's
problem. In fact, a National Institute of Drug Abuse (NIDA) study showed that in
1989 there was a 70% increase nationwide in hospitalizations related to ice.

My amendment to S. 1970, the omnibus crime bill, would launch a multi-proned
attack on the use of crystul meth. In the area of enforcement and crime prevention,
it would sharply increese the penalties for major and mid-level ice dealers. With
regard treatment, it would direct the NIDA to improve the methods of treating ice
addicts snd the Department of Health and Human Services to study and develor a
protoco] for treating newborns afflicted with methamphetamine addiction. Finally,
my amendment would develop a model educational program in the state of Hawaii
to educate students against the dangers of ice.

Today we will be hearing more about the tragic circumstances of infants and
young children born addicted to cocaine. Unfortunatcly, there is also a new popula-
tion emerging: ‘“ice babies,” born to mothers who are ice abusers. These infants are
already [germanently damaged or at great risk. Their long-term p osis is un-
known. However, there are early indications of the problems these children face es
they grow older, including delayed physical and mental develspinent, severe neuro-
lo%:al problems, as well as psychclogical and behavioral learning problems.

t me share with you the experience of Earline Piko, a registered nurse who di-
rects substance abuse programs at the Wai'anae Coast Community Mental Health
Center located on the Leeward Coast of Qahu. In the thirty years that she has
worked with infants and young children, she has never seen children so asocial—
without connection to the human race as those born addicted to ice. I shudder to
imagine what will become of these children and what will happen to our communi-
ties if we do not implement an aggressive and compassionate program to address
this problem.

(63)
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I would like to take this opportunity to describe a new program for ice babies and
their mothers directed by Ms. Piko because it is an example of projects that can
offer real solutions.

The Hawaii State Child Protective Services reports that cases of mothers and in-
fants testing positive for crystal meth are being reported to them at the rate of
thirty per month as of November 1989. They further report that mothers and in-
fants from Wai'anae, a relatively youthful and predominantly Native Hawaiian
community, constitute a large number of those identified. Unfortunately, these sta-
tistics fail to show the full extent of the problem. It is considerably more widespread
than the reports indicate. Testing is not universal; only the primary maternity hoe-
pital on Oahu tests and these tests are administered only to those mothers who fit-
ting a socio-economic profile or if a newborn is in obvious distress.

When an infant tests positive for ice, the child is frequently removed from the
mother by Child Protective Services and placed in foster care. About half of these
children are placed with extended family members or other persons known to the
mother. Others become ‘‘boarder babies,” remaining in the hospital until foster
placements are found.

The Wai'anae Coast Community Mental Health Center program seeks to provide
alternatives to the separation of mother and ice babies through a residential as well
as a community-based day treatment program. Comprehensive services are offered
to assist the initial bonding of the mother and child. Services will also provide nec-

education, counseling, and support to create an ongoing safe and health envi-
ronment for the mother and child. Substance abuse treatment for the mother and
other family members and health care for the mother and child are integral compo-
nents of the program.

Hawaii is the only state which has experienced the problem of crystal meth for
any period of time. The program have described offers a unique opportunity to ex-
amine the short- and long-term effects of the drug on infants, to assess the effective-
ness of various levels of intervention, and to develop and test the most effective mix
of treatment components.

Initial funding for the program is provided by the Alcohol and Drug Abuse Divi-
sion of the Hawaii State Department of Health. It is my understanding that a por-
tion of these funds comes from the National Institute on Drug Abuse. Medicaid will
be involved in the health care component and the project sponsors will probably
apply for Maternal and Child Health assistance in the future.

Mr. Chairman and Members of the Committee, Federal programs, including those
under the jurisdiction of the Finance Committee, should expand support for efforts
to prevent and treat crack and ice babies. I am hopeful that programs such as the
Wai'anae Coast treatment program which strive to assist the whole family to create
and maintain a safe, secure and healthy environment for children can show us the
way to halt this spreading scourge.

Thank you.

PREPARED STATEMENT OF CHARLES A. BOWSHER

Mr. Chairman and Members of the Committee: We are pleased to be here today to
discuss our report on the growing and costly problem of substance-abusing mothers
and their infants.! At your request we have reviewed the extent of the problem, its
impact on the health and social welfare systems, and the availability of drug treat-
ment and prenatal care to drug-addicted pregnant women. In brief we found that:

—Tens and perhaps hundreds of thousands of drug-exposed infants are born each
year, but the exact number is unknown because hospitals are not identifying
many of them.

—These infants constitute a growing national problem necessitating medical and
social services that will cost billions of dollars in the years to come. One esti-
mate puts the cost of services for drug-exposed children who are significantly
impaired to be as high as $750,000 for the first 18 years of life.

—Despite the demonstrated ability of prenatal care and drug treatment to reduce
the number of infants affected by drug abuse, there is a serious shortage of
drug treatment capacity for pregnant women. Of the estimated 280,000 preg-
nant women nationwide in need of treatment, less than 11 percent receive care.

' Drug-Exposed Infants: A Generation at Risk (GAO/HRD-90-138, June 28, 1990).

".‘



65

—Less than 1 percent of Federal funds allocated under the Federal anti-drug
strategy is specifically targeted at drug treatment for women. For drug-addicted
pregnant women, the percentage of Federal expenditures is even less.

In my testimony today I will be addressing these issues.

BACKGROUND

One of the most troubling aspects of our current drug epidemic is the number of
women who are using drugs. In 1988, some 5 million women reported using illicit
drugs, including cocaine, heroin, PCP, and marijuana. The use of drugs during preg-
nancy is of particular concern because they affect both the mother and the develop-
ing infant. Cocaine, for example, may cause constriction of blood vessels in the pla-
centa and umbilical cord, which can result in a lack of oxygen and nutrients to the
fetus, leading to poor fetal growth and development. Some infants prenatally ex-
posed to cocaine have also suffered from a stroke or hemorrhage in the areas of the
brain responsible for intellectual capacities. Federal support for treating drug ad-
dicts is addressed in the 1990 National Drug Control gtrauzgy.z Under this plan
over 70 percent of an estimated $10.6 billion in fiscal year 1991 would be spent on
drug-supply-reduction activities; the remainder would be targeted at reducing the
demand for drugs. Approximately $1.5 billion would be spent on drug treatment,
with over half of the Federal funds provided through block grants to the states ad-
ministered by the Alcohol, Drug Abuse and Menta! Health Administration.? The
states are required to set aside at least 10 percent of these funds to provide drug-
abuse prevention and treatment for women.

Moreover, two federal-state health programs are potentially available to pregnant
women who abuse drugs. First, the Maternal and Child Health Services block grant
program (MCH) provides grants to the states for health services to low-income per-
sons with the intention of reducing infant mortality and morbidity, frequent conse-
quences of drug abuse by pregnant women. Second, the Medicaid program, which
provides Federal financial assistance to the states for a broad range of health serv-
ices for low-income persons, requires coverage of low-income pregnant women.
Those pregnant drug abusers who have low incomes could qualify for services under
either program.

In response to the issues raised in your request, we interviewed leading neonatolo-
gists, drug treatment officials, researchers, hospital officials, social welfare authori-
ties, and drug-addicted pregnant women. We analyzed data from the National Hos-
pital Discharge Survey and reviewed medical records at 10 hospitals; two in each of
five cities—Boston, Chicago, Los Angeles, New York, and San Antonio. The 10 hos-
pitals, which accounted for about 45,000 births in 1989, primarily served a high pro-
portion of persons receiving Medicaid and other forms of public assistance. In addi-
tion, we interviewed officjals at 10 hospitals that served a high proportion of pri-
vately insured patients.

THE NUMBER OF DRUG-EXPOSED INFANTS IS HIGH

Identifying infants who have been prenatally exposed to drugs is key to providing
them with effective medical and social interventions at birth and as they grow up.
At present, however, the actual number of drug-exposed infants born each year is
unknown. The two most widely cited estimates are 100,000 and 375,000. Neither of
these estimates is based on a national representative sample of all births.

A major reason that the total number is unknown is that hospitals do not system-
atically screen and test for maternal drug use. Hospital officials acknowledged to us
:Pt?;d under their current procedures, many drug-exposed infants are not being iden-

ied.

In reviewing maternal and infant medical records at only 10 hospitals, we found
approximately 4,000 infants born in 1989 who had been grenatally exposed to drugs.

owever, the range in the number of drug-exposed births across hospitals was
wide—from 13 per thousand births at one hospital to 181 per thousand at another.
This variation may be associated with the procedures hospitals use to detect drug
use during p ancy. The hospital with the lowest recorded incidence of drug-ex-
posed infants did not have a J:rotoooi for assessing drug use during regnancr. At
the other nine, protocols to identify drug-exposed infants were Eanmari y on
whether the mother told hospital staff she used drugs and whether the baby exhibit-
ed drug withdrawal symptoms.

2 The Office of National Drug Control Policy, responsible for developing an annual national
anti-drug strategy, was established in 1988.
3 A cormaponent of the Department of Health and Human Services.
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However, these screening protocols miss many drug-exposed infants. Women are
reluctant to admit they use drugs for fear of bcing incarcerated or having their chil-
dren taken away. In addition, many rocaine-exposed infants display few overt drug
withdrawal signs. Some will show no signs of drug withdrawal, while for others
withdrawal signs will be mild or will not appear until several days after hospital
discharge. The visual signs of drug exposure vary from severe symptoms to milder
symptoms—such as irritability and restlessness, poor feeding, and crying—which
would not lead to a suspicion of maternal drug use unless urine testing is conducted.

In cases where more rigorous detection methods have been used, many more drug-_
exposed infants are identified. A 1989 study at a large Detroit hospital found that
600 drug-exposed infants (or 8 percent of total births) were identified when self-re-
ported drug use by the mother was the basis for screening. However, a more sensi-
tive test for detecting drug use found the incidence of drug-exposed infants at this
hospital to be 42 percent, or nearly 3,000 births, in 1989.

DRUG-EXPOSED INFANTS HAVE MORE HEALTH PROBLEMS AND HIGHER COSTS

In our review of medical records at these 10 hospitals, we also found that mothers
of drug-exposed infants are more likely to receive little or no prenatal care. Their
infants have significantly lower birth weights, are more likely to be born prema-
ture, and have longer and more complicated hospital stays.

During my recent visit to a neonatal intensive care unit in Boston, I personally
observed the tragedy of infants suffering from the consequences of their mothers’
drug addiction. These infants required the assistance of complex high-technology
medicine to overcome the effects of drugs. Such treatment, and the extended length
of hospitalizations for many, translate into costly care, which is predominately paid
far by public funds. In fact, our study revealed that charges for these infants were
up to 4 times greater than those for nonexposed infants. Although the long-term
physical effects of prenatal drug exposure are not well kncwn, indications are that
some of these infants will continue to need expensive medical care as they grow up.

- IMPACT ON SOCIAL WELFARE SYSTEM 1S PROFOUND -

In addition to the costly medical treatment, some infants remain in the hospital
because their parents either are unwilling to care for them or they have been deter-
mined by child welfare authorities to be unfit to provide for their care. These
“boarder babies” often are placed in foster care.

Through our medical records review, we found that a substantial proportion of
drug-exposed infants did not go home from the hospital with their parents. Of the
4,000 infants we identified as drug exposed, 30 percent, or 1,200, were placed in
fogltle-r care. The estimated yearly cost of foster care for these infants alone is $7.2
million.

The infants who are discharged from the hospital with their drug-abusing parents
are at risk of abuse and neglect. The child protection agencies in the five cities in
our survey all reported that they are investigating a growing number of child abuse
and neglect cases due to substance abuse by the parents. These investigations often
lead to foster care placement. Hospital officials are also seeing many children from
drug-abusing families admitted and readmitted to their hospitals suffering from
ph&sical neglect or injury.

ity and state officials we contacted told us that prenatal drug exposure und
drug-abusing families are placing increasing demands on their social weifare sys-
tems. Although they perceived the problem to be growing, most could not provide
statistics on the nummrs of drug-reated foster care placements. Officials in New
York, however, estimate that 57 percent of foster care children come from families
that allegedly are abusing drugs.

Because the estimated demand for foster care nationwide increased 29 percent
from 1986 to 1989, there is concern as to whether the system can adequately re-
spond to the needs of drug-abusiig families. Specifically, problems have been identi-
fied with the availability of foster parents who are willing to accept children who
have been exposed to drugs, the quality of foster care homes, and the lack of sup-
dporl:ive health and social services to families who provide fceter care to these chil-

ren.

In addition to concerns about the safety and care of drug-exposed infants, many
may also have long-term learning and developme:ta! disabilities. Without interven-
tion we would ex major problems in school and high dropout rates. The cost of
helping these children overcome the effects of drug exposure will vary with the se-
verity of disabilities.
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We recently visited a pilot preschool program for mildly impaired drug-exposed
children in Los Angeles. To minimize the effects of prenatal drug exposure, the pro-
gram provides an enriched environment, smaller classrooms, and more direct atten-
tion to the children at an annual cost of $17,000 per child. On the other end of the
spectrum, the Florida Department of Health and Rehabilitative Services estimates
that for drug-exposed children who show significant physiologic or neurologic im-
pairment, total service costs to age 18 could be as high as $750,000.

LACK OF DRUG TREATMENT AND PRENATAL CARE IS CONTRIBUTING TO THE NUMBER OF
DRUG-EXPOSED INFANTS

To address the problems associated with the growing numbers of drug-exposed in-
fants, pregnant women who use drugs need to be offered comprehensive treatment
services. Recent studies have found that significant positive effects in the health of
the infant can be achieved if the mother is able to stop drug use during pregnancy.
The risk of low birth weight and prematurity that often require expensive neonatal
intensive care are minimized by treatment services and prenatal care.

However, in the five cities we visited, drug treatment services were either insuffi-
cient or inadequate to meet the demand for services for drug-addicted pregnant
women. Many programs that provide services to women, including pregnant women,
have long waiting lists. In fact, nationwide, drug treatment services are insufficient.
A 1990 surver conducted by the National Association of State Alcohol and Drug
Abuse Directors estimated that 280,000 pregnant women nationwide were in need of
drug treatment, yet less than 11 percent of them received care.

In addition to insufficient treatment capacity, some programs deny services to
woumen because they are pregnant. A survey of 78 drug treatment programs in New
York City found that 54 percent of them denied treatment to pregnant women be-
cause of fear of legal liability. Drug treatment providers fear that certain treat-
ments using medications and the lack of prenatal care or obstetrical services at the
clinics may have adverse consequences on the fetus.

Other barriers to treatment exist. Pregnant addicted wor..en told us that the lack
of child care services often made it difficult for them to seek treatment. These
women may also have additional needs—such as parenting, education, and nutri-’
tional guidance—that are not provided in most treatment programs. Another bar-
rier to both drug treatment and prenatal care is the potential for criminal prosecu-
tion. The increasing fear of incarceration and of losing their children to foster care
is discouraging pregnant women from seeking care.

Many health professionals believe comprehensive residential drug treatment that
includes prenatal care services is the best approach to helping many women give up
drug use during pregnancy. This also assures the developing infant the best chance
of being born healthy. However, such programs are scarce. Massachusetts officials
told us that the lack of residential treatment slots was a major problem. Only 15
residential slots are available to pregnant addicts statewide. California hospital offi-
cials reported a similar problem. When they are unable to place drug-addicted preg-
nant women in residential treatment, they resort to such options as battered women
shelters or nursing homes.

MATTERS FOR CONSIDERATION

In conclusion, the increasing number of drug-exposed infants has become a seri-
ous health and social problem that calls for an urgent national response. Expanding
drug treatment services might reduce the number of drug-exposed births and allevi-
ate some of the family dysfunction that is contributing to the growing number of
child abuse and neglect cases and foster placement.

With additional Federal funding, the large gap between the number of women
who could benefit from drug treatment and the number of residential and outpa-
tient slots available could be reduced.

If the Congress should decide to expand the current Federal resource commitment
to treatment for drug-addicted pregnant women, several options could be used.
These include: :

—Increasing the alcohol, drug abuse and mental health services (ADMS) block
grant to the states in order to provide more Federal support for drug treatment.

—Increasing the ADMS Women’s Set-Aside from 10 percent to assure that ex-
panded treatment services under the block grant are targeted specifically to
substance-abusing pregnant women.

—Creating a new categorical grant to provide comprehensive prenatal care and
drug treatment services to substance-abusing pregnant women.
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—Increasing funding of the Maternal and Child Health Services block grant spe-
cifically for substance-abuse treatment for pregnant women.

—Requiring states to include substance-abuse treatment as a part of the package
of services available to pregnant women under Medicaid.

These options could require more funds initially, or funding could come from a
realignment of the Federal allocation for drug-supply-reduction and demand-reduc-
tion activities. We believe that this commitment of funds could save money in the
long term as well as improve the lives of a future generation of children.

Mr. Chairman, this concludes my statement. I will be happy to answer any ques-
tions you may have.

Attachment.
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ace. No duff

weight and besd ¢

was found between groups n mentsl development. One hundred and five

methadone exposed infants ud ss companson mfanis were evalualed with the Bayley Scale of Mertal Development at 6 months

scores for

Aad.

exposed nfants and compartson wfants were 103 and 108

of age. Mean Bayley Meotal Develor

mpecuvdy These data suggest that while methadone exposure in-utero 1s assocssted with jower birth weight and head

[+, by six

hs of age, these infants do not exhibit any general deveiopmental sequelae.
Develop

Methadont exposurs in-utero Perinatal

“HE consequences of maternal drug abuse on the fetus.
wewbom, and infant have been an ares of special concern for
the past decade (1,3]. Initial studies showed a high incidence
of peninatal mortality and morbidity in infants bom to heroin
sbusers (1, 4, 7]. A aumber of studies found over half of the
infants bomn to heroin dependent women with no prenatal
care 1o be of low birth weight [1, 3, 7].

The outcome of these findings is that methadone mamnte-
musommwmm«mma

However, the outcome ofmhnu mau!ly exposed to
methadone cootinues 10 be an area of concern and uncer-
tainty. A number of prospective studies with companson
groups of non-drug exposed infants have yielded inconsis-
tent data {1, 2, 6-8. 10-12, 14, 15]. Some studses (1.10] found
methadone exposed icfants 10 have Jower birth weights than
companson infants, while other investigators found no
difference in birthweights [12,14). Others have found smaller
head circumferences among methadooe exposed infants (1,
10, 12).

Strauss ¢t al. [14) found methadone exposed infants and

ompanison infants 10 score well within the normal range of
development on the Bayley Mental Developmenmt Index

{MDI) and Motor Development Index (PDI} at 3, 6 and 12
months of age. However, PDI scores for methadone exposed
infants declined with age and were significantly different
from companison infants al 12 months of age. Wilson ef a!.
{15] also found no difference in MD] scores between
methadone exposed and comparison infants at 9 months of
age and lower PDI scores among the methadone exposed
infants. While Rosen and Johason {12] found no difference
between groups on MDI and PDI scores at 6 months of age.
they found methadone infants 10 have both lower MDI and
PDI scores at 12 and 18 months of age. In companson,
Lodge [11] found no difference between groups on either the
MDJ or PDI at 6 and i2 months of age: Hans and Jeremy (6}
found no difference at 4, 8 and 12 months of age. and Kalten-
bach and Finnegan [8) found no differences at 6, 12 and 24
months of age.

These inconsistent findings may be attributadble to a
number of factors. Mothers in the vanous studses differed in
daily methadone Jdose, length of methadone maintenance
duning pregnancy and amount of prenatal care. Infants var-
ied in gestational age, health siatus at birth and use of phar-
macotherapy for abstinence. Some of the differences be-
tween groups may also be a statistical anifact because even
though the data were reported n age ntervals, time was
included as a variable in the analysis of only two cf the
studies (8,14].

The purpose of the present study was 1o elucidate the
effects of methadone exposure in-utero by exarnning the
outcome of infants bom to drug dependent wotnea nain-
tained on methadone. All of the drug dependent mothers
were enrolled in Family Center, s umque comprehensive
program for pregnant drug dependent women. Famuly Center
provides moderste-to-low dose methadcoe maintenam-e for
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" KALTENBACH AND FINNEGAN

TABLE |
NEONATAL DATA
Methadone i
Exposed Infants Iafants
(n=14)) (n=127)
Mean SD Mean sD
Gestational Age 8.7 14 394 13
(weeks)
Birth Weight 2953 438.1 3210t 488.2 1 =4.09
(grams)
Head Circumference 333 1.5 3.9 1872323
(centimeters)
*p<0.01.
1 <0.001.

3 vy v
INFANTS a=105

COPARISON [NFANTS
n=§3

come at 6 months of age.

opiate dependent women. Prenatal care is provided by obste-
tricians specifically trained in the field o(addncuon 1n addi-

non-drug dependent women from comparable socio-
economic, racial and medical backgrounds. All mothers re-
ceived prenatal care and delivered at the same hospital. The
mean daily maternal methadone dose at delivery for drug

1wo¢mnm39mwnhnnnceof$—8$m Al
infants were term (>36 weeks gesiation) and, with the ex.
ception of neonatal abstinence among the drug exposed in-
fants, all infants were heakthy newborms.

There were an additional 35 Family Center mothers main-
tained on racthadone during pregnancy who did not deliver
healthy term newborns. Of these, 24 infants were premsture
(mean gestational age =33 weeks); 16 infants were full term
but had medical complications; and fetal loss occurred in IS
of the pregnancies. There were no significant differences in
mean maternal methadooe dose between any of these groups
and the healthy full-term group. The study sample coasisted
of only the healthy term infants in order 10 coatrol for
perinatal factors, other than methadone, that ma*: influence
developmental outcome.

Symptoms of neconatal abstinence were repeatedly as-
sessed with a Neonatal Abstinence Score [$) for s minimum
of the first five days of life. The need for pharmacologic
intervention was indicated when the total abstinence score
was 8 or greater for three consecutive scorings, or when the
average of any three consecutive scores was 8 or greater.
Paregoric and/or phenobartital were the agents most com-
monly used for pharmacotherapy. -~

A1 6 months of age infants were assessed with the Bayley
Scale of Meantal Development. (The MDI has a standard
mean of 100 and & standard deviation of 16). An extensive
neurological examination, including assessment of intracra-
nisl nerves. motor development. reflexes and respoases, was
administered by a pediatnc neurologist. (Since this exem
inciuded items from the Bayley Motor Scale of Development

tion to medical services, intensive psych ling is
provided by psychiatnsis and socnl workers. lnfmu who
exhibit withdrawal are t d logically in the
TnumdemyfolhnmuwWocolmwhnh
a Neonatal Adstinence Scoring System {5] is used to assess
the onset, progression and diminution of sypmtoms of absti-
pence.

METHOD

The sample consisted of 268 infasts, 141 infants exposed
0 methadone im-utero, and 127 comperison infants bom to

(PDI), the PDI was not administered separately).

RESULTS

The neonatal data for the study infants are presented in
Table 1. The majonity of the methadone exposed infants
(70%) exhibited moderate to severe nconatal abstinence and
were treated with pharmacotherapy. Methadone exposed in-
fants had smaller birth weights lhan the comparison infants.
No correlation was found between birth weight and maternal
mcthadoone dose (r=0.03) for the methadone exposed in-
fants.
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‘ences than the comparnison infants. A positive relationskip
stween hsad circumference and birthweight was found for
both the methad exposed inf
(r=0.72, and r=0.69 respectively).
Of the 268 infants enrolled in the study, 168 infants (10
nethadone exposed infants: and 63 comparnison infanls) were
evaluated at 6 monihs of age with the Bayley Scale of Mental
Development and the comprehensive neurological exam. No
difference was found between the groups in mental devel-
opment or in neurological status. The mean MDI sccre of the
methadone exposed group was 103.53 and for the compani-
son group. it was 104.39 (r=0.45, n.s.). Results of the nevro-
Jogical exam were clinically evaluated and were within nor-
mal limits for all children.

DISCUSSION

There are several importzat implications of these find-
ings. First is the indication that methadone maintenancet

(Melhadone exposed infants also had smailer head circura- J

and comparison infants

when provided within the comiei of 8 comprehensive pro-?
grani. can reduce neonatal”mortality and morbidity associ-v
ated with-§ . The 12%

! incidence of prematunty. 8% of fetal loss. and 8% of new-
borns with medical complications are favorable considenng
that the overall neglect of health care and chaotic hfestyles of
drug dependent women predispose them to numerous medi-
cal and obstetrical complications and that 50% of infants
born 1o heroin dependent women with no prenatal care are
premature.

The finding of lower birth weights for methadone exposed
‘nfants has been reported in otbe(sludnes {1,10). While this
»y also found methadone exposed infants (o be somewhat

aaller than companson infants, 1 is imporiant (o nte that
the methadone infants were not small im eslational age.
The long term clinical implications of small %E’Eﬁum&r-

REFERENCES

Chasnof. 1 J. R Hatcher and W Bums Polydrug- and
methadone addicted newboms A continuum of unparment’
Pedratrics 19: 210-213. 1982
Connaughton. } F.. D Reeser. J. Schut and L P Finnegan.
Pennatal addxction Ovtcome and management Am J Obdsrer
Gwnecol 129: 679686, 1977
Finnegan. L. P. and K. Fehr. The effects of opustes. sedatise-
hypnotics. amphetamines, cannates and other psychosclive
drugs on the felus and newborn. In Rescarch Advances tn
Afcohol and Drup Problems. Vol . edited by O Kalaat. New
York Plenum Publisturg. 1980, pp 633-723
Finnegan. L P. D S Reeser and ) F Connaughion The
effects of maternal drug dependence on neonatal mortahty
Drug Alcohol Depend 3: 131180, 1977
. Fiaregan. L. P. Neonatsl abstinence. In Currenl Therapy i
Neonarat-Perinatol Medicne. edrted by N Nelson Ostano B.
C Decher. Inc . 1984
Haas. L L and R.J Jeremy Posi-neonatal molonc sigms sn
infants exposed i ulero to methadone Paper presented at the
Founth International Conference on Infant Studses. New York,
Apnl. 1984
. Kadtenbach. K. and L. P. Fi Develop J of
chuidren born 1o methadone mamntaned women A revew of
longitudinal studies Newrodehar Toinol Terorol é: M-278.
1984,
Kakenbach, K. and L. P. Finnegan. Developmental ovtcome of
mfants exposed (o methadone w-utero. Paper presested st
Sccrety for Pedistnc Research, Wastungion, DC, May 1986

L¥]

-

-

o

~

-

7

-

ences at birth are important since this may be a significant
correlate for poor neurobehavioral outcome. Several inves-
tigators have reporied smaller head size among methadone
exposed infants than in comparison infants {1, 10, 12]. While
the data from this study are consistent with these other find-
ings, 2 question must be raised concerning the clinical signif-
icance of these differences. The difference in head size can
be accounted for by the relationship between head circum-
ference and birth weight found for both groups. i.c., smaller
babies had smaller heads.. Fhese daic indicate that infants
bom to women maintained on methadone may have smaller
birth weights and head circumferences than non-drug ex-
posed infants but that they are not growth retarded.”.

These data also suggest that at six months of age there are
no general developmental sequelae associated with in-utero
exposure to methadone: a1 least for infants who had mothers
that received adequate prenatal care, and who were objec-
tively monitored and, when ly treated
for neonatal abstinence.

However, delineating the effects of methadone exposure
in-utero is a very difficult and complicated task. There are a
myriad of confounding variables within this population. A
high percentage of women maintained on methadone use, in
addition. a number of other drugs such as opiates, diazepam,
cocaine, and barbituates. Likewise, the entire environment
and lifestyle of drug dependent women may ddfer signufi-
cantly from non-drug dependent women. Subtle protracted
effects of methadone exposure may either be exacerbated or
ameloriated by variables within the maternal drug population
13). Treatment for neonatal abstinence is also inconsistent.
Measures for determing seventy of withdrawal and initiation
of pharmacotherapy vary greatly. It is important that future
research identify the biological and socro-environmental risk
factors within this group so that methadone’s position in 8
continuum of risk factors may be determined.
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'Chapter Seven

Influence of Maternal Drug
Dependence on the Newborn

Lotetts P. Finnegan

INTRODUCTION

The epidemic of drug abuse has increased over the pas decade, brirging with it
8 bost of compler prodblems Numerous itvestipaiors have reponed the ea-
tremely high incidence of madical and cbstetrical comphizations amoog preg-
pant drug-dependen: womer as wel' as the high Jevels of morbidiny and mona)-
in among passively addited pewdors infants Opiate dependence ip the
pregran: womar is overwhelming ot only to ber owr physica' condiion but
also to thee of the ferue ané eventually the pewhorT infamt Materta' marcotic
addctor presents g sigrifican: health probier because of i high incidence of
prematurity and infants whe are smal’ for gestatior age The majonity of deaths
arpong pewborn infants are associated with low bink weight

Madiza' compuiatons (see Tadle 1) and birtt weight in infnts borr 0
drug-dependent womer have been found to be influrnced by B sdequaty of
prenatal care, the presence of materna® obstelrical or medical comphcations, e
and the abuse of multiple drugs by the mather (Finnegan, 1978) The problem
of infant worbidity becomes particularly appurent when one considers that the

133
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Todie 1 Madical Complications In Intravenous Heroln

Users
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ond chron Mepes *
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Poor Geni0' Fygee AzQured rinyng
A HRY ] delc.oncy 5yndiome

majonn of drug-dependent wormen neglect general health care and prenatal
care and tend te abuse more than one drug (see Tadle 2) Moreover, in addion
to having & variery of possible medical complications, infants exposed prens-
tally to narcotic agenls become passively addicted in uterc and usually undergo
neonata! abstinence syndrome ar birth )

Family Ceoter, 8 comprehensive outpatient methadone maintenance treal-
ment progaT. for drup-dependen: womer in Philadeiphis. recognizes the spe-
cia' needs and gaals of e pregnay addict The program prosides patients and
their chudrer with medical, psychiatnc, and socia! services ac well as a vanen
of clincal assessments Comprebensine psychatne and psychosacial senices
include evaluaton, consulation, refemal, ¢t intenention, weekly growps,
and individual, couples, and famity counseling Vocationa® services, putnitional
counse’ing and parenung classer are also inciuded in the treatent of the preg-
nan' addhict Treatmeni plans fusilvate the evaluation of phermazotherapeatic
teatren: and retah Latve gaals of otk the patien: and program trough the
continuzd prucess of documenting monitering and cntical'y assessing and re-
vising the pharma:otherapeutic intervention strategies The program funther

Tadle 2 Obstetrce! Compliations in the He'oln:
Dependent Wo~an

Abonior Paze e sty
Irea.te e deatr iome e 3rowth
Abroptl Dasents [ TR g

Amudn U Pe~atoct roltuce
Choricamaonty o' me~branes
Sepix theo~boshiedts Pe~atue Iador

Preezlampsie Po1:;a0r Mamortage
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provides the mother (and the infant) with 8 continuous, long-acting pure nar-
cotic {methadone) as oppased o U streed #ddict who encounten unpredicable
changes in arailabiliny and purity of a shorter-acting agent (heroin) which may
result in withdraw o) or overdose during pregnancy.

As 8 result of the clinical practices and follow -up research of Family Cen-
ter over the past severa! years, 8 grea! dea’ has been bearned sbout the charac-
tenstics and needs of drugdependent womer and shout the medical and deve)-
opmenlal outcome of their ehildren These findings have boen used o improve
treaurent delivery to pregnant drug-dependent women, to Ueat most efficy.
ciously the infants undergoing nconata! abstinence, and to make predictive
satements regarding the medica) and derelopmental outcome of children borp
10 drug-dependent women. As a result of the clinical and research activities
within Family Center as well as the experiences of ather clinicians involved in
the field of perinata’ addiction, the following presents the svailable dsu on the
influence of maternal drug dependence or the pewborn.

TREATMENT OF DRUG-DEPENDENT WOMEN
»

It was determined that drug-dependent womrer have an increased incidence of
mediza’ and obstetnzal complications (Corraughton et &, 1977), but Lirde
information. exisied Or the int-apetum couse and ratagement of these pa-
tients Therefore, 8 study was underuler. te determine if the drug-dependent
womarn had norma’ patterns of labor and if stzndard intrapartum management is
spprop-iate. The studs populatiorn included 33 womer whe delivered ot Jefler-
sor Hospite® berweer Janaary 1982 and Juhy 1984, of whom 112 were drup:
dependent (72K received mettadone meintenance) The comparisor group of
224 not drug-dependen’ womer was matched for gravidity. parity. and socio-
econamic hethground The incidence of preature delivery, abruptic placentae,
breech presentanion, and intravtenne growth rewrdanon were sigraficanty
greater in the drugdependent women The average dumation of the first, sec:
ond, and third stzge of labor cornpared well with the porma! course of labo: and
matched the results of the comparisor grour Labor abnormalites and cesarean
sections were of ot greater incidence, but there were more thar twice as man)
forceps delivenes. whoch coincides witk the 40% increesed use of epidura’
anesthesin Analgesie and anesthesie were ir excess of tha: which s giver 10 the
averepe pauen! There were three sulldomne. on: neonata’ death, and ok mater-
na' death Apgar scores and the incidence of few' distress and meconium. stain-
ing were identical i the two groups Posthartum complicatons were more
comenon in the drugdependent women, but mast were secondary 0 the use of
sulxlavian intravensus lines inseried cwing to U presence of sclerotic veins

These data suggested tha: high-risk prenata’ management and careful monitor-
ing in the intra- and postpartum peniods utilazing epidura anesthesia identufies



75

18 L. P FINNEGAN

and usually presents untoward complications in drug-dependent women (Silver
e o, 1987).

Drug-addicted women as a group are pot bomogencaus, and they may
present with multiple psychosocial prodlems These include poor self-esieem,
peniads of serious depression, poverty, Jegal problems, bomelessncss, iack of
social ‘supports, Joss of children to foster care o7 io oihers, and ongoing rels-
tionships with drug abusing or alcoholic men whe are more often than pot
physically abusive to them.

A relationship between depression and the placement of children in foster
care has been studied Significant) higher depression scores were present
among the drug-abusing womee v-hose children were in foster placement or had
been referred to a child welfe @ agency than womee who were raising their
children Lega) placement of children is a significant factor in depression, how-
ever, it is difficult to ascertain whether child placement it an anteceden! or
consequential variable Weissmar et al (1976) alse studied depressed drug-free
women, and found that, during acule episades of depression, the women were
less involved with their children and had impared communication, increased
friction, Iack of affection, and greater guil' and resentment In responding o
their children, they were overprotective, irritable, preoccupied, withdrawe,
emotionally distant, and’or rejecting

In response to the varying sympioms and degrees of depressior evidenced
by Family Center wom=n, the Beck Depressior Inventory (BDI) was routinely
included as pant of the program’s inake pracedure Berween 1979 and 1984,
spproximately 250 women were enrolied in Family Center Of these. a subsam-
ple of 14 womer. compieted Ue BDI Sevenny-five percent of the 149 women
reporied vanying levels of depression, wilt the folowing results 25 % had muld
depression, 39K were maderately depressed, and 15% were severely de-
pressed A group of drug-free pregrant womer whi alse ool the BDJ were
used as a conro! poplavon Comparisor bemweer the tui grous indiiated tha:
far more Famnily Center women (75% ) thar contro! woter (S0% ) were suffer-
ing from depressicn (Regar et al , 1981).

Because of the psychological stresses seen in drug-dependent womer, the
Profile of Mood States Inventory wac sdministered (Regan et al , 1985) This
permits women to rate the frequency of various moods they have been expen-
encing over 3 period of & weel and identfies trunsient, subjective, affective
states The Profile of Mood States provides a score ot sis ¢ fastors as well
ac 2t mood dusturbance score A study was conducted companing Profile of
Moad Suies scores in 8 group of pregnan' drug-dependen women (7 = 25)
versus 8 grovf of pregrant, drug-free copirol women (n = 25) matched for age
and race. The control worer were those she atiended the regular prenatal
chnic Ana'ysis revea)sd that the drug-dependent women scored significanty
lower than controls ot vigor {f = 2 17, p < .025) and significanty hugher oo
confusion (r = 2 48, p < .005) and depressiop (1 = 2.76, p < .005). There
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were po differences between drugSependent and control women ip mean fa-
tigue, tension, anger, of tota! scores. The Jack of differences oo several mood
faziors implies distinct similarities in the affect of drug-dependent and drug-free
pregrant women of lower sacioeconomic tistus The relatively high levels of
confusion and Sepression among the drug dependent women may reflect their
fllicit drug use or ma) result from their generally chaotic social environments.
Such mood states may Jead to parental failures evidenced as child peglect or
abuse Prompt socia! and psychiatric intervention seems warranied as eardy in
the pregnancy as possible (Regan et o)., 198S).

The presence of violence and shuse are pertinent issues ip the lives of drug-
Sependent women A rescarch study showed that by using an appropriate ques-
tionnaire, one could (1) measure episades and degrees of violence eaperienced
b) women, including acts of prysical and sexua! abuse oocurring in childhood
ot sdulthaod, and {2) kearn if women reporting 8 history of violence and abuse
were more likely 1o have had children in foster care Of the 171 women stud-
ied, 40% had children in voluniary or involuntany foster placement Women
with » reporied history of serur’ raurna, paricularly if occurming in childhood
o repeatedly, were significandy more likely o have chidren ip fosler care
P = <.01). Womer. whe were physically abused (withou: sexua’ traums) as
childrer and’or adulls were Jess Jikely to have their children in placemem This
study sugpests that failure 1o resolve childhood sexua! trauma of coping with
the trauma by use of illicit drugs disrupts the abiliy of womee to parent their
owr. children The effects of viclence tloward womern, pertisularly whee the)
themselves were children, may have untowaré effects ot their cwn children

(R.cgan e s, 1985).

INFANT MORBIDITY AND MORTAUTY

The majorin of mediaa' complications seer in peoneles bore to beroin-
S¢penden: woren resu: from prematuriny Hypouie residting fror. ar unsuble
intravienne ephirorDen! may cause meconum stiving and' later aspiation
preamonia, whick in ftself causes 8 marked morbidity and in<reasec morabliny
(see Tadle 3)

An extensive study (Ostres a0d Chavez, 1979, ir Devoit included » review
of 830 infants born o opiate-dependent mothers ot the Huuel Hospitad 1o
comparison to a contro! group of 400 infants, childrer of the drug-dependent
mahers had ar inreased incidence of fow bind weight, smal’ size for gests:
tona' age. and low 1- and S$-mir Apger scores Signifizan postnzia problems,
excluding peorata’ withdrawal, included jaundice, aspinatior poeumonia. tran-
sicnt Wchyprea, hraline membrane disease, and congenita’ ma'formations
Congenial malformations were as varied in the infants of drug-dependent
mothers as they were in the controls  Although the incidence of congerutal
malformations was greater in the infants of drug-dependen: mothers thar in the
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Tabie 3 Medicet Complcations In Infants
of Drug-Depe~dent Women

Asphyxis nPeorstorum
" Respira1ony dutress syndrome
Preumonis

© Hypog'ycemie

Hypocslcomis

Hyperbllirubinemia

Int'acranis’ Nemoirt.age

Inlrauteine growth retardation
Meconiver aspiration

Acquited immune Sefliciency syndrome

contro! populatiot: studied, the incidence of 2 4% was not greater than that in
the genera! population.

Io Philadelphia (Connaughton et al., 1977), we found that morbudiny in
infants boro to drug-dependent women was directly related to the amount of
prenatal care and 1o the type of maternal narcotic dependence. Nearly 75% of
infants born to 63 heroir addicts whe had no prenatal care suffered peonatal
morbidity Similarly, 82% of infants bomn 1o 78 methadone dependent women
with inadequate care suffered peonaal morbidity. The incidence of pecraw)
morbidiry was some what Tess (69.9%) for infants born to methadane Bependent
womer. receiving adequate prenata) care.

Severa) investigators (Connaughton et al., 1975, Kandall et o, 1976,
Zelson, 1973) have ooted that infants borr 1o womern who use methadone have
somew ha! higher birth weights than childrer. born 1o women using heroin Re-
lating the birth weights of 377 neonates 1o 8 history of materna’ narcotic usage,
Kandal! et al. (1976; revealed o highly significant relationship betw eer the first-
trimester materna’ methadone dosage anc birth weight Thus study showed tha
methadone may promate few! growth in 8 dose-related fyshior. even afler ou-
terma! beroin use, whereas beroin itself has been found to cause fewa! growth
relardstion that may persist beyond the period of addiction. In our Philadelphia
investigation, concluded in 1977 (Connaughton et al.) the infants whose moth-
ers received comprehensive prenata) care had 8 lower incidence of lower dirth
weights, similar ip nature 1o the infants of the control mothers Of the infants
born to the 63 beroin-dependen! mothers who received no prenatal care, 47.6%
had s low birth weight (under 2500 g). This is in contrast 1o an 18.8% incidence
of low birth weigh: for the 135 methadone-maintained mothers with good pre-
aal care. '

Io & recent srudy (o further investigate the effects of maternal drug use on
the derelopment of neonatal complications, infants of drug-dependent women
in treatment (n = 61) and receiving prenatal care were compared to 8 drug-free
group (n = Bl})enrolied in the same prenatal clinic in Philadelphia (Berger et
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o), 1985) Drugs of sbuse for the drug-dependent women included doth opiates
and nonopiates (39%) or nonopistes only (61%) Matemnal, intraparta), and neo-
ow! factors were studiad Matema' age and s0cioeconomic slatus were studied
and were similas in the two groups Ne differences between groups were found in
Apgar scores, materna) gravidiny and panin, rece, and infant sex Mear, binh
weight of infants of drug-dependen: womern was 2959 g. and in the comparison
group It was 3230 g Of the 6} infants bom 10 drug-Sependeat women, 30%
roquired treatment for abstinence The drug-dependent women had fewer prenatal
clinik visits (p = «<.001), and length of bospita! stay for their infants not treated
for abstinence was greater (p = < 001) No difference »as found in the inci-
dence of intaulerine growth retardation betweer groups The incidence of apnes,
aspination preumonis, and hyperblinubinemia was greater in infants of drug.
Gependent women However, the incidence of meconium ip amnjotk fluid at the
time of delivery was similar in the twe graups There were four SIDS deaths
(7%) ir infants bom to drugdependent women The results of this study suggest
that infants bom o drug-Bcpenden: women in treatment and feceiving prenatal
care are stil’ at rish for increased morbidity and monaliny during the immediate
peonalal penod and in early infancy AMhough “'adequate™ in number, prensta)
visits dxd pot oocur early in pregnancy, when complications could have been
treatad and possibly avoided, but during the third trimester, wher. the possidilibes
for preventior and intervention were limited

Other areas of concert with regend to the infant indlude the infant's re-
sponse o the binth précess A stody war undertaker to investigate the effects of
materna’ drug use on peonatal resuwitatior (Berger e &), 1986d) Infant of
drugdependent women (= 86, were compared to 8 drug-free contro! group
(r. = 63) Drugs of abuse for the dug-d¢;endent womer included bath opiates
and ponapaates (87%) or ponop.ates only (43%) Saciceconomic satus. gesta-
tone' age, and pann were simila’ ir: the tee groups A high incidence of low
bt weigh wat seer i the infants darr te drug dependent s omen—12 infanu
versus 7 infante in the coniro’ group Resuscrauor was dnided inte four levels
with increasing degrees of compienuny level I—suctior. bulh and’or suction
catheter only, Jeve! D—oxygen inha'atior and ‘or positive pressure inhalatior in
addivon te suston, kevel M —intuhatior and visualuzatior of the cord: ir #dds-
tior 10 suctior: and oxyger adnunistauon, Jevel IV —exierna! cardis: massage
Infanis bom to drug-dependent womer. hal o higher incidence of Jeve! I and
leve! IV resusitation This war found despriz the overwheiming pumber of
blachanfenu ir the compansor group (lazl infante are thought 10 require more
inleention pessibly owing te lower btk weights and 8 negative response o
peninate’ stress) levels ) and I were similarly administered 1o the two groups
of infants The type of analgesta Or anesthesis received by the mathers dunng
the intapetum course was po! related (o e leve! of resesitation reguired b,
the infants Thx resulis of these date sugges: that the nsk of requinng i reaed
kevels of recuscitation et birth is greater Jor infants born to drugdependent
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women In the application of thewe data to current practice, medxal fucilities
that provide care for pregnant drug dependent women should anticipate prob-
lems in the delivery room and establish appropriste emergency procedures in
order to provide optima! care for this high-risk population (Berger et al,
1986Y).
Infants bors to methadone-maintained mothers have beet evalusted longi-
tudinally with ophthalmological examinations. Forty infants borp to drug-
dependeot mathers were examined shortly before discharge in the newborn
nursery, and 29 of these infants were examined ot 6 months, 12 months, and 18
months of age Seven-infants (24 %) were diagnosed as having stradbismus.
Esotropis (convergent deviation) was seen in 3 infants Mean birth weight for
the 7 infants with strabismus was significantly lower than tha! of the 22 infants
without stabismus (p = .05) The mear methadone dose at the time of delivery
for mathers of infants with stradisouwe was 47 mg'day. and for motherns of
infants withou! strabismus, it was 39 mg'dsy Bath groups used other drugs
during the pregnancy including heroin, diazepam, marijuana, amphelamines,
and nicatine, af Jeast once The mechanism of this remarkable increased inci-
dence of strabismus (24 %) ir these infants ip compansor o tha! io the"general
populaton (2 8-5.3%) is unknown However, these data suggest that maternal
use of psychosctive agents during pregnandy as well as assacisied perinata! risk
fastors may predicpese infants to the development of strabismus These prelimu-
nany dau should alen clinicians to closely follow all infants prenaially expesed
to peychaactive agents with ophthaimologica' evaluations (Nelsor e o), 1987)

Metudone prog-ams are currenty encountenng 8 large numbe:r of individ-
ualt whe are using cocaine as wel' as op.ates Therefore, the pumber of infants
boe to women whe abuse cocaine continves 1o increase Subject of a study
condused within ow drug treatmen' progrwm b Philaldelphie included 237
pregran’ women 91 cocaine-using drug-dependen: women, 83 pon-cocaune-
using drug-dependen: women, and 62 nondrug-dependent womes Both drug-
dependent groups were abusing 3 vasiety of subsiances, &nd the majority were
on methadope maintenance The groups were similar for materna age, socio-
eCODOMIS BUatus, nicotine use, ané patiny, but differed i race Abruptio placen-
tae occurred ip 8% of the cocaineJenendent women §ponianecous shortions,
emergency cacsaredr sections, and mecorium staining occurreC more ofien in
the cocaine-dependen: women thar ir either of the othwr twe groups Binth
weight and length, head circumfereace, gestatusna’ age, and l-mut Apgus
scorey were significanty lower ie the infants of cacane-dependeat women No
differences exusied in the accurmence of congeruta’ anomalies and iniracrarial
bemorthage There were more premature delivenes ir the cocaine (21 %) than
in the noncocaine (11%) and comparison (4 %) groups

Mean nconata! abstinence scores, whict incorporated 21 physiological and
behzvioral parameters to quantify symptoms, were lower for the cocaine-
eaposed infants Differences were significant with respect © cry, disturbed
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vemons, increased muscle tone, excoriations, fever, motding. and Joose stools.
The results of this study suggesied that (1) cocaine in pregnancy adversely
affects materna’ and fewa! oulcome, ) wemen wh- wse ccaine during preg-
nancy have 8 greater incidence of meconium staining, eme:gency Cesarear. -
tior,, sbruptic placentae, ané SGA infants, (3) infants born tc wome whe abuse
cocaine have Jowes birth weight and Jength, head circumference, gestationa)
age. and Apgar scores o2 1 and S min, and (4) exposure 1o cocaine in vtero does
Dot appear 1o increase the incidence of peonawl abstinence sy mptomatology
(Livesay, 1987).

Ousr mos! recent evalustion of the perinata! cutcome in 196 infants exposed
to methadone i viero reveals that 12% were premature, there was 8 7.7% few)
ks, 8% were term infanys with medical complications, and 72% were eno
with po medica) complications except neonata’ abstinence (Kalienhach and Fun.
ncgan, 1987) Twenty-five years ago, when medizal scientists did not have the
tschniques 1o care for high-risk infants, the majority of infants doro to opiate-
#ddicted women did pot sunive With the sdvent of pewer techniques for the
care of sikk pewborns, and specifically for those borp prematurely, monalin
rates during the past decade have decreased marledly Incidences in 1973 and
1977 had bdeer reporied as 3-4.5% . In 1956 3 94X mo-uliny rate ip untreated
infants and 34 % i treated infants »as reporied (Goodfnend et al.) CurrepUy,
if we could reduce the use of multiple drugs, especially cocaine, morbidin and
moraliny could improve even mor: dramatically N

Moreorer, women whc are using intsrenous drugs mus' not share needles
and should use “"safe sex'’ pracbices in order to dexreate their chances of con-
vacting the burar immunadeficiensy virus (HIV) Pregrencies should oo oc-
cut indis< riminanty, as ip the pas’ ir these women, since many of theis infants,
if they are HIV -positive, wil alse be a' risk for te discase Moreover, at this
ume, Witk b curstve measure and pe valine vailable, moralin in the in-
fanie is ineriable -

NEONATAL ABSTINENCE SYNDROME

Omnse! of withdrawa® symptome ie infants exposed o narconcs in ulero vanes
from. munutes of boury afier binh to 2 weeks of age, but the majority of symp-
toms appeas withun 72 b Many factors influence the onset of abstinence ib
ind:vidua! infants, including the type of drugs used by the mother, dosage,
timing of the dose before deliven. chemasier of labo:. npe and amoun! of
anesthesizang’pesie giver dunng labor matunn, nutnuor, and the presence of
intnnsic d:ccase in the infant

Severa' Hpes of chirucal courses may occur (Desmond and Witson, 1975
Withdraua! may be mild ané brie!, be delayed in onset, bave » stepwise ip
crease in sevenity, be interminenty present, or have a later biphasic course The
biphatic course includes scvte withdrewa! followed by improvement, with a
later onset of subacute withdraval More severe withdrawa' seems 10 occu! 1n
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Table 4 Signs and Symptoms of Neonsta! Abstinence

Hyperiuritablny
Inc assed Seop tendor teficaes
Exngae-atec Mo re”lex
Incransed muscle tone
Fomors
Highpitched cry
Incressed rooting 1e%en .
Uncoordirated and metectus’ sucking 8nd swelicwing reflea
Regurgitation
Loose stools
Tochypod
Yawning
Sneezing
Mottling °,
Fove'

infants whose mothers have taken large amounts of drugs for a long time In
general, the closer to a delivery a mother takes heroin, the greater the delay in
onset of withdrswa! and the more severe the symploms in her baby The maty-
rity of the infant’s own metabolic and excretory mechanism plays an important
role afier delivery Duration of symptoms can exiend from 6 days to 8 weeks,
and sy mpioms of imiability may persist for 3 months or more Duning tx laner
periad, the infants may have hyperphagia, increased ora' drive, sweating. hy-
perazusis, irmegular sleep panerns, loose stools, and poor tolezance to holding
or to shrum changes of pesition and space

Neonswa® abstunence is descrited by signs and symptoms of centra! nen ous
system. byperimibiliy. gastrointestina! dysfunction, respiratory distress, and
vague sufonpomic symptoms tha' include yawning. sneezing morthing and fever
(Fannegan, 1978, 1984} Iniually, the infants appear only to be restiess Trem-
ors begir. wher the infants are disturhed. and progress to the point where they
occur when the infants are pot disturbed High-pitched cry, increased muscle
tone, and further irmitability develop Wheo examined. the infants have in-
creased deep tendor. refiexes and ar exaggerated Moro reflex. The rooting
reflex is increased, and the infanu are frequenty seer sucking their fists or
thumbs Yet wber. feedings are administered, they have extreme difficuly and
regurgitate frequenty because of uncoordinated and inefTectua! sucking and
swaliowing refieses Bevause of the occurrence of loose stools, decreased n-
take, and regurgitation, the infants are susceptible to detrdration and electro-
Iyte imbalance (see Table 4).

Excessive nasal secretions with stuffy nose and rapid respirations, some-
times accompanied by retractions, intermitient cyanosis, and irregular respica-
tions, have been seen in the infant: undergoing withdrawal (Glass et a) , 1972,
Klain et al , 1972, Lin & al., 1979) M the infani regurgitates, aspinates, and
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Gerelops pneumonia, severe respiraton) emharrassmen can occur During the
first weed of life, increased respiratory rates associsted with hypocapnis and an
increase in blaod pH can occur as well Similar signs and symptoms car also be
seen in adults drug during abstinence.

Althaugh the frequency of respirastony distress 5y ndrome increases progres-
sivel) with decreasing gestational age ir premature infants, 8o respiratory dis-
tress syndrome was noled among the 33 premature infants boro 10 beroin-
addicted mothers ot the Harlem Hospital Center (Glass et a)., 197]1). Newbom
infants of opiste-Bependent mothers have been found to achieve tissue oxygen
unfoading comparable to that of a 6 weel -0ld term infam, which suggests that
opisies may function as enzyme inducers, resulting in increased blood levels of
2 3diphosphoglyceraie and 8 dexrease in oxygen affinity (Finnegan & o).,
1974).

Sequential pulmonary functior studies (Lin e a)., 1979), performed from
birth 10 24 b of age in infants of drugdependen: mathers, thow what appears to
be 8 transient decrease ip lung compliance and tidad volume when compared
with pormal, control infans By 3 days of age, hung compliance and tidal
volume retuned to pormal control Jevels ir spite of persistent chypaer and
sbstineice-symplomatology.

To evaluste brain growtk and cerehral ventricular evelopmen’ in infants
undergoing abstinence versus those bors 10 4 matched group of prenatally drug-
free contro! women both lincar array and later, bigh-resolution realime sector
scanning were used (Pasto et al , 1985, 1986) Crarca! wrasound examinatons
were performed duning the first 3 deys of bife and a1 1 mont in 22 infanis with
peorata! abstinence syndrome The results were compared 1o those obezined in 18
convro! infants who were pot exposed to narcotis drugs in vizio Motk of the
drug exposed infants had beer maintained or. methadone (x = 41 my daily), and
many usad unknown quanties of beroin, diazepa, or amphetamines The wlm-
soxnd ymages were examinad for ventwu'ar configusanoe, iptrazranua’ bems
diaTetens, ares of the thalami, and widl of the termpora Jobes At 24 ard T2 b
ant o' 1 montk of age. signuficanty more drug €xposad thar contro! infants had »
smal', Iatera’ (shuike) ventncula corfiguaton The intacrania’ bemidisneter
was significanty smaller in the drugexposed thar in the cootro! infans Al
cerebra) measurements except the righ: empora’ Jobe demonsirated significan:
growit over the first month of Life ir. bott groupe of infants To further evaluate
the effects of psychaactive drugs talen duning gestatior on the developing per-
vous fystem, Wiesound studies of the brair. were otwained & 2 and 6 monthe
folowing birth The 2- and &-month images faded to revea' sigrufizan: differ.
ences berweer drug<eaposad and coatro! infants

Shuike ventncles may be due to either a hacd of visuatizatior of fluid spece
withir the ventricles, » diffuse compressior of the ventricles bilaterally. » de-
creased productiorn of cerebrospinal fluid, or in:reased reabsorption of cerebro
spinal fluid By means of ancillary examinali -as (computerized tomographs
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and transfontane! pressure measurements), the pathogenesis of the slitike ven-
tricles was found to be unrelated to edema of Lo incredsed intrecranial prescure.
Central nervous system irmiability seen in neorata! abstinence appears shordy
after birth and is frequenty manifest for as long as 6 months. The results
suggest o relstionship between slitike ventnicles and the periad of abstinence,
although the pathogenesis of the absuneoce symptomatology was not defined dy
the Wurasound studies

In spite of the above objective findings and the potential for roncero, dif-
ferences in ventricular configuration were not reflected in derelopmenta) status
8! 6 months of sge No differences were found in the Bayley Mental Develop-
ment Index scores between infants with slilike ventricles and these with normal
ventricles (t = 98, p > .20) Furthermore, dervelopmenta! scores for both
groups were well within the pormal range of development Shiike ventnicles at
birth do pot have an adverse effect or derelopment, ot least by 6 months of age,
eveo if resumption of porma! ventricular configurstion has mot occurred
(Kadienbach et al., 198S).

Further elucidation of various aspects of meonatal abstinence have been
reported elsewbere (Fuanegan, 1985) The clinica! assessment and the treatmemt
aspects will not be delincated bere but are clearly described in Finnegan (1985).

The majority of infants born to drug-dependent women underge neonatal
shstinence syndrome and often require phanmucotherapy for the treatment of
withdraua! symploms  Phenobarbital, paregoric, and dilzepar have heer rex-
ommended for the treatment of the syndrome  Although some imvestgators
Asve esamined the efficacy of these agents in Lredting neanaia’ ahsunence syo-
drome, there are no dats regarding the use of spesific pharmacologic agents and
derelopmenta! outcome  This study evaluaied B3 infusts born w drug-
dependent womes whe were mainiained oo methadone during pregrancy Se-
verin of infan! withdtwal war assessed with the peonsia’ adstinenve scoring
system (Finoegar, 1965) lIofants whe required prarmasol’<-apy were rap-
dorly assigned 10 one of four treatment regimens paregoric, phenobarbital
(titration), phenobarbita’ (load:ng), and diazeparn Wheo treaiment was pot suc-
cessfl with the assigned agent, one of the other agents was used At 6 months
of age, the developmenta! status of infants was assessed with the Bayley Scales
of Menta) Deselopment Based oo NAS treatment, four groups were delineated
M paregoric (r = 21); (@) phenddardital (r = 17), (LT} more thar ooe agent
(z= 31). and V) po trearrnen: (n = 16) (Data for the phendbarhia losding
and uLration groups were comtined, since analy sis revealed no differences be-
tweer groups Al infants who initially received diazepam were included in
group I, since diazeparT as o single agent was not successful ) Results of one-
way analysis of variance revealed 0o differences in developmental starus be-
tweer grovps (p = <.10, f = .28) Scores for al' groups were wel within the
pormal range of development Implications of these findings include (1) the
severity of withdrawal is pot related 1o derelopmental outcome when appropni-

" "E
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slely managed with pharmacotherap) and (2) the use of pharmacotherapy does
ot adversely affect the derelopmental outiome and may even help ameliorate
the consequences of neonatal abstinence syndrome (Kalienhach and Finncegan,

1986).

BEHAVIORAL STUDIES IN THE NEONATAL PLRIOD

Many investigators (Kaplan et al., 19762, Kron ef al., 1976, Lodge et a) ,
1975, Soule et al., 1974, Stauss et &l |, 1975) have used the Brazelion Neonatal
Behavioral Assessment Scale to quantify the effects of marcotics sdministered
preratally or buman infants. This assessment scale evalustes habirustion to
stimuli (light and bell), responsiveness 1o animate and inanjmate stimuli (face,
voice, bell, rartle), sate (sleep, alertness, crying), the requirements of state
change (irriubiliy and consolability), and peurological and motor develop-
ment Soule et al (1974) srudied the cluuca! usefulness of this test in control
infants and those born to heroin-addicted mathers whe were on methadone
maintenance. Infants were tested ot 48 and 72 h of age Group differences in the
Brazelion scale scores clearly indicsted the state of narcotic withdrawa) in those
infants exposed to methadone. Typically, the infants were sate ladile. They
were more tremulous and hypertonic and manifestad bess motos maturity than
the ponexposed infants Differtnces in responsiveness 1o visua) and sudilory
stimuli were also present  Although quite responsive o auditory stimuli, the
methadone subjects responded poorly Lo visua! simuh The babies seemed to be
uncomforable wher opening their eyes and atiemplng to focus

Brazehor studies by Strauss & &l (1975) showed that infants bom
narcotic-addisted womer were Jess ahle to be malntained ir. ar alent swate and
Jess onented te audnon and visua' sumul:, with defizite mast pronounced st 48
b of age Althaugh they were substantally more imitable, they were capadle of
se!fquieting it response 1o sotbing inte~veruon Depending or the exten' and
duration of these manifestations, it was suggesied that there may be long-term
consequences for the development of the infant'casegiver interaction patierns.

Ir additior. to the informatior. provided by such studies regarding the differ-
ences in behaviors for individua' Brazelior. scale jtems, Kalieobach et al ., 1981)
investpaied the effect of peonata’ abstinence or the infan'’s gevera! ability to
interact with the surrounding enrvironment Infants born w0 drug-dependent
womer ma:nzined or. methudone during pregnancy and contro! infants bom to
drup-free womer. were nssessed on items for the intervctive dimension of the
Brazelior scale duning the first 72 b of life and again 30 days later. This dumen-
sion indicates the infant's capacity for attentior. and sacial responsiveness Find-
ings showed tha! within the first 3 days of life and regardless of whether with-
drawal was sufficieny severe to require pharmacotherapy, pearly all the
methadone exposed infants exhibited deficient interactive behavior. Afer 30
days of age, infants who continued to require treatment also continued to ex-
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hibit deficient interactive behavior, whereas infants whose trestment had been
compleied did pot exhibit deficicnt behavior Contro! infants all exhibited nor-
mal or superior interactive behaviors These data corroborate the suggestion of
Strauss et al. (1975) that neonata! abstinence syndrome may have deletenous
and complex effects on infant'care giver interactions.

Subsequent Lo the treatment of medical disorders in these infants and fol-
lowing sssessment and treatment of abstinence, the majority will be discharged
to their drug-dc;tm‘km mather. Grave concern exists in those responsible for
the care of the infants in the hospital, as many characieristics ofdru;dcpmdcm
mothers predispose them to poor parenting.

To identify specific characteristics of drug-dependent women relevant to
parenting. 8 knowledge of child development Questionnaire was administered
60 drug-dependent pregnant women ensolled in Family Center (KaJienbach et
al , 1982). The results indicate tha! these women have limited knowledge of
infant behavior and development Thirty-twe percent of the women answered
one-thiré or more of the Questions incorrectly The most frequently missed
items pertained to developmental milestones. Mothers consistently underesti-
mated the sge by which 8 child should be able to walk, talk, follow directions,
and have the physiological maturity for wilet training Such unrealistic and
inappropriste maternal expectations may have deleterious effects on mother/
infant interaction. Treatment programs for drug-dependent mothers must begin
to focus on the mather'infamt dyad. identify the socioeconomic rist factors
specific o this dyad, and provide sppropriate intervention

Drug #ddictior. per s¢ is not ar indication for automatic remova! of 8 child
from parenial custody Every effont shauld be made to involve the mather and
the Ba%y's father and ‘or the extended family in parentng 1f further suppons
are neaded, the family car. be referred 1o ar. agency tha' car. provide services to
enhance parenting and prevent neglect or abuse It s vita' that possidle nsk
factors be evatusted as soor as possible afier 8 woman i admined o 8 treatment
program. Failure to assess nisk appropriately and provide socia’ and community
suppors ma)y place another generaton of children at risk.

Although the pewbdorp experiencing intrauterine exposure W0 marcotic
agents ma) sppear normal physically, behaviorally, and peurologically ot the
time of birth, one cannot assume that oo effect has occurred The effect of
pharmacologic agents may pat become apparent until later in development
Therefore, long-term follow -up studies of infants prenatally exposed to pharma.
cologic agents are extremely important.

If the physical, psychological, and sociological issues of pregnant opiate-
dependent women and their children are appropristely sddressed. the potential
physical and behavioral effects of psychoactive drugs on the mother, the fetus,
the newdomn, and the child may be markedly reduced The sk for chnicians is
enormous when contemplating the rehabilitation of such populations, but it
must be addressed if we are 10 decrease the intergenerational transmission of
the man) problems surtounding drug abuse in pregnancy. .
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circumierence were oot affected by ine use d 10 methad uummm mmnmumw

Assessmest Scale revealed that infants «xposed |oeo:mhd m or 10 ¢o-
vironmeatal stimuli (viate ) whea dto .la upoctcﬁhumdy an
h:nundmcolsu)su!l)-nkuctw“muaxmdmnnwwnﬂnudSlDSmso

" N

methadone-exposed infants.
Cocane Pregaancy

Neoaswal effects Child development

IN with the inc d use of in the gen-
el pop\lwononhe United States. the aumber of cocaine-

A comparison group (N=73) was selected from the popu-
lation of the Perinatal Center represeating women of a simi-

lar racial distribution who conceived while addicted to her-
oin and were converted 10 low-dose methadone maintenance
l‘wukuubehstwommumoﬂhwmmm These
womea had 30 history or evidence of cocaine use.
Methadonn-maintained women were selected as a control
group in order to be able (0 compare two groups of womea
who were similar in social, demographic and environmental
backgrounds as weil as being companable for cigarette, akco-
hol and marijusna use during pregnancy (Tabie 1). Evidence
for use of other substances in either group was sporadic and
infrequent. The meaa methadone dose in the third trimester
for the coatrol group of women was 15.5 mg daily (rang: § to

three days old, the Brazehon Neocsatal Behavioral Assess-
mMGM)(Ilmmwwm

pecformed. We reviewed the chasts of 36 infants born be-
twoen 1900 and 1985 (0 cocaine-using woaen enrolied in the
Family Addiction Center for Education and Treatment ia
Saa Francisco and the first 10 infants bom betweea 1980 and
1963 10 cocaine-using women earolied in the Perinatal Center

mn:mmm National lastitute on Drug Abuse, NTH (DA0O4103-01).
Requests for should

repeints

»1

be addressed 10 Iru J. Chasnoll, M.D., 21S East Chicago Avenue, Suite 3501, Chicago, IL 60611,
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TABLE | TABLE 2
MATERNAL CHARACTERISTICS® COMPLICATIONS OF LADOR AND DELIVERY®
Cocaine  Methadone
- a o
Premature labor 1 173 ) 4“
a.:vmy z:} -5 Procipitoss labor FER Y] 2 27
w; ny 15.7 Abnuptio placentas My 1 1)
Alcobol, cciweek 16.7 25.9 Fetal moaitor sbaormality s 15 7 98
m Joints/month 18 w3 Fetal meconines staining 3] 30 [ 8.2

*ANOVA, act significast.

TABLE 3
NEONATAL GROWTH PARAMETERS®

Cocaine Methadone
mean mean
Weight (5) 3042 932
Length (cm) “w9 a4
Head circum/etence (cm) "y N

*ANOVA, not significamt.

for Chemical Dependence in Chicago. We also reviewed the
charts of SO infants delivered 10 narcotic-addicted,
methadone-maintained women enrolled in the Chicago pro-
gram between 1980 and 198).

RESULTS
Complications of Lobor and Delivery
As in other substance- nbum populations, the cocaine-

heroinmethadone-addicted women (Table 2).

Neonaral Outcome
Mmemfmsmdwm and there was a

Mean gestational age was similar for the two groups of
infants. Thers were a0 statistically signi
birth weights, leagths or head circumferences between in-
fants in the two groups (Talle 3). No infant ia either group
Mphmamlooctheupyfasynpwo‘m

g
i
i

E

: one with prune belly syndrome, one
wﬁhlhumhymp‘dmlndundcneudedumn.
with bilateral inguinal hemias and one with hydroureter.

’x'.dni,p«.tsbnlmm,

Eight infants delivered to methadone-maiatained women bad
inguinal hernias. Two infants in the cocaine group suffered a
perinatal cerebral infarction related Lo their mother's cocaine
use in the 48 to 72 hours prior 10 delivery {¢).

On the BNBAS, iafants who had been exposed to cocaine
exhibited a cignificantly (ANOVA, p <0.03) increased degree
of irritability (5.9 vs. 4.7), remulousness (4.8 vs. 1.5) and
siats lability (3.1 vs. 4.1) than did the infants delivered 10
m-nw . Cluster analysis revealed
that the cocaine-exposed had a greater deficiency in
siate control than did the uethndou-upoud infants (2.2 vs.
2.0, ANOVA, p<0.01}.

Neonatal Morality

For an initial evalualion of neonatal mortality among
cocaine-exposed infants, the histories of 56 infants from a
perinata! addiction in San Francisco, CA (Family
Addiction Center for Education and Treaiment) and the first
lomls«hvewwmmwmm
were reviewed. Amoag the infants, tea of
mamuuaﬂm.mummmn
Autopsies on all ten infasts revealed ao evidence for other
causes of death. Of these ten iafants, eight were delivered at

sigas of al mmm:m.mmdum—

infants
infants (x*=373, p<0.000t).
DICUSION

There is 00 question that cocaing use by pregoant women
has become & major issue of coocern of health workers in the
United States. However, little information exists a3 10 the
exact effects cocaine has upon pregnancy and the developuing
fetus. Our preli study of 23 cocaine-using womsn and
their offspring 3} gave an initial indication that cocane could
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have significant effects on pregnancy outcome. These initial
impressions have been borne out in the present study.
For purposes of evaluation of pennan.l morbidity and

mortality, well-controlled, meth maictained women
enrolied in the Perinatal Ceuur for Chemical Dependence
were used for a control p Methad

women compiise the popuhhon of drug-dependent women
which has been most thoroughly studied [5,10), so by select-
ing out those women with similar histories of marjuana,
alcobol and tobacco use, the effects of these secondary drugs
of abuse could be controlled for.

In the preseant szudy. the well-maintained methadone
group of had an incid of complications of labor
and delivery similar 10 that of the general population. How-
ever, the cocaine-using women had a higher rate of compli-
calions of labor and delivery than the methadone-maintained
women. Cocaine acts peripherally to inhibit nerve conduc-
tion and prevent norepinephrine reuplake at the nerve termi-
nals, producing increased norepinephnne levels with subse-
quent vasoconstriction and tachycardia and a8 concomitant
abrupt rise in blood pressure [12]. Placental vasoconstriction
also occurs [13), decreasing biood flow to the fetus, and with
increased norepinephrine Jevels, an increase in uterine con-
tractiity has been reported in human beings [8]. The in-
creased incidence of preterm labor, precipitous tabor and
abruptio placentae is consistent with these pharmacologic
actions of cocaine. The high incidence of maternal hemor-
rhage and posipartum ia in \he using women
l\ilvould be expected to sccompany these complications of de-

very.

Maternal prodlems at delivery are reflected in the high
rate of fetal distress noted in the cocaine-exposed infants, as
manifested by fetal monitor abnormalities, low Apgar scores
and fetal meconium staining. The perinatal cerebral infarc-
tion noted in two infants is a severe example of the morbidity
associated with intrauterine exposure to cocaine [4) and is
similar to intracerebral insults reponed in adults who use
cocaine.

The occurrence of genitounnary maiformations (one in-
fant with prune belly syndrome {11}, one with hydroureter,
one with hypospadius and one with bilatera! inguinal hermas)
in four of the ~ocaine-exposed infants is consistent with
animal studies which found an increased incidence of cryp-
torchidism and hydronephrosis in mice (9]. An increased in-
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cidence of inguinal hernias in an opiate-zxposed population
of infanis has been previously reported (5). so larger num-
bers of cocaine-exposed infants will need to be studied be-
fore conclusions regarding the association of congenital mal-
formations with cocaine use can be reached.

No interference with intrauterine growth was noted in
the infants exposed t0 cocaine. This is consistent with re-
poried patterns of other infants exposed 1o non-
opiates [2,5); however, coe might expect intrauterine growth
relardation (o occur in these infants, given the vasoconstric-
tive action of cocaine. This is another question that must
receive further atiention with larger numbers of infants.

The significance of the cocaine-exposed infants’
neurobehavioral abnormalities, as documented on the
BNBAS, lies in the difficulties these infants present for
caretakers attempting to establish an sppropriate relation-
ship with the infant. The irritability and tremulousness char-
actenistic of the cocaine-exposed infant interfere with the
sbility of the infant to interact with or respond to the
caretaker. As this occurs, the caretaker becomes more pas.
sive in his or her attempts at interaction, thus setting up a
cycle of increasing passivity on the part of the both infant
and caretaker.

The incidence of SIDS in the general populstion of the
United States 1s 0.5%. The incidence of SIDS in our
methadone-maintained infants was 4%, a rate sumilar to the
- to 10-fold increased rate of SIDS amoag children born to
opiate-abusing women {6}). There bas been no previous in-
formation regarding SIDS in populatioas of infants born to
women who used cocaine duning pregnancy. Following this
initial observation of a high rate of SIDS in our pojutation,
methad tained and ine-using mothers were in-
structed in techniques for observation for apnes in their in-
fants. Of the infants born subsequent to the initiaiion of Lhese
instructions, five cocaine-exposed and no methadone-
exposed infants had episodes of proloaged apnea (7). requir-
ing resuscitation and italization.

It is apparent from these preliminary studies that cocaine
exerts a negative influence on pregoancy and pennatal mor-
bidity and monality. Continuauon of these studies with
larger numbers of infants is currently under way to verify
these findings and 1o evaluate the possidility of other prob-
lems associated with cocmne use during pregnancy.
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Temporal Patterns of Cocaine Use

in Pregnancy

Perinatal Outcome
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smmmgimnmoaedhaemwmmdm

program were divided Inio two groups: 1hose who used cocaine in or Iy the first

tricester of pregnancy (group [N = 23]) and those who used cocair e through-

out pregnancy (gmup 2 (N =52])_Perinatal outcomes of these i/egnancies
with perinatal outcomes of a matched group of obe/ stic pationts

nancy and received intensive obstetric

care through the remainder of the preg-
nancy. The average number of prenatal
visits was 14 (range, nine to 20} The
goal of intervention was to bring the

THE IMPACT of cocaine on American
society has been documented repeated-
ly in the past few years,"’ but its effect
on human reproduction has only rels-
tively recently been apprecisted.*
Women of childbearing age comprise an
increasing of all cocaine us-
ers in the United States,’ but informa-
tion regarding the effects of cocaine tak-
en during pregnancy on the developing
fetus and newborn infant is sparse and
thus far has focused only on cocaine us-
ers as a group. There is no information

tial effects on outcome of pregnancy and
the newborn infant. In this report, the
ocaine-use patterns of 75 pregnant
er‘wawmm&a
Ovkes) "Iwm 1 ]
M(O' % and Burre Qy-
sz:siwm s.:nsm'
Ml. (Or Chesnalt)

JSAMA, March 24731, &—W 261, No, 12

UANA 1989261:1740-1 7440

w;me.nnesmdsedmdpenm!.dout-
comes pregnancy

ric patients with no history or evidence
of substance sbuse.

METHOODS

The Perinatal Center for Chemical
Dependence at Northwestern Universi-
ty Medical School was established in
1976 to provide a comprehensive pro-
gram of psychiatric, obstetric, and fol-

pedistric care to substance-
sbusing pregnant women and their
infants. From Jan i, 1666, to Feb 1,
1988, one hundred thirty-eight women
who had used cocaine during their preg-

wueenmlledbyihelahweekolpteg

thmughout
used cocaine i
ter (N=2), in only the third trimester
(N = 5), in the first and second trimester
(N =10), in the firs and third trimester
(N=10), and in the second and third
trimester (N =7) wese not included in
the present study. Tive remaining co-
women wye divided into
two groups. 'nueﬂm;',roup(grwpl)
consisted of 28 women who used cocsine
during the first weeks of pregnancy, but
who attained sbetinenon by the end of
the first trimester and reported no fur-
ther cocaine use throughout their preg-
nancy, &s documented by ongoing chem-
ical dependence evaluation and urine
toxicological testing. The second group

pregnancy,
only the second trimes-

Cocaine Use in Pregnancy—Chesnoltetal 1741
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of cocaine-using woren (group 2) con-
sisted of 52 women who conceived while
addicted to cocaine and continued to use
cocaine throughout their pregnancy.

For comparison, a control group with
no history or evidence of drug use con-
firmed on random urine toxicological
testing (group 3 [N =40]) was selected
from the general obstetric population
receiving care throughout pregnancy at
the same hospital. Group matching was
performed on the basis of maternal age,
socioeconomic class, and tobacco use.
No women in any of the three groups
were receiving medication or had addi-
tional medical problems.

All neonates were examined at birth
by a physician blinded to the infant’s
prenatsl hxmry and weight, crown-to-
heel length, and fronto-occipital head
circumference were recorded. Gesta-
tional age assessment was performed
through use of the evaluation of Ballard
et al' and each infant’s birth weight was
plotted for gestational age on fetal
growth cures developed by Brenner et
al.’ When the infants were 12 to 72 hours
old, the Neonatal Behavioral Assess-
ment Scale (NBAS)" was administered
by trained examiners who were blinded
to the infants’ prenatal history. Infants
delivered prior to 38 weeks gestation
were not included in the NBAS data
analysis.

Pregnancy and neonaul data were
analyzed by the use of x' analysis for
nonparametric data or by a one-way
analysis of variance (ANOVA) for para.
metric data with cocaine use as the inde-
pendent variable in the three groups.
Foritems that reached statistical signif-
icance (P<.05) on ANOVA, the Scheffs
Procedure was used to identify differ-
ences between subsets.

RESULTS

Groups 1, 2, and 3 were similar (by
ANOVA) for mean maternal age
(25.4+4.2([SD), 27.5+4.4, and 268 ¢
48 years, reapectively), prenatal
weight gain (12.424.5, 12.22 5.4, and
12.8+53 kg, respectively), and ciga-
rettes smoked per day (9.8+9.4,
10.1 8.1, and 8.0 2 10.8, respectively)
Groups 1 (six whites, 11 blacks, and six
Hispanics), 2 (18 whites, 28 blacks, and
six Hispanics), and 3 (16 whiter, 19
blachs, and five Hispanics) were similar
for racial distribution, gravidity, and
parity (x" analysis).

Women in each cocaine group used an
average of '/ g of cocaine (range, Yato 5
g} with each use. Similar numbers of
women in each group snorted (40%) or
free-based (50%) the cocaine, while the
remaining women used cocaine intrave-
nously. None of the obstetric or neona-
tal outcomes reported herein were sig-
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Tabie 1. Pennatal Comphcations

Group
(Cou‘k 5 Ooe: ¥
ok (Cocainet) (Devg Free
No. (%) No. (%) No. (%} >
Complication (N=23) (N=52) (N=40) Pt
Proterm deivery§ «(1n 18 (31) 1 {3) < 003
Low birth wegh ) 0 (0) 13 {29) 2(9 <o
Smatl lor gestahonal sget 0 (0) 10 (19) 1.3 <01
Abrupto placentse 2 & (15) 0 (0 <05
“Cocane used N oy the frst trrmester of pregnancy
$COCaINe UBHT TOUDHOU PBQNINCY
$@ anadysis
083 Man 38 weeks Qestation
than 2500 ¢
1metmmwmwmas’mdu'
Tadia 2 —Noonatal Growth Parameters for Full-Term infants
Group
1 2 ]
(Cocsine®) {Cocainet) {Drug Free).
X{s0) R(s0) 2(s0y
. Parameter N=19) (N = 38) (N=39) [
Wegrt g 3160 (453) 26294 (708) 3436 (628) 001
Length, om 493 (28 454 (38) 51129 < 001
Head crarnierence, am X422 R7¢RIY M8 (16 < 001

*Cocana ssed n onfy tha frst ymester of pregRancy
$Cocane Lsad throughout pregnancy

$A"yms of variance
$Sgreficant Giflerence rom group 3 (Schefié Proczdure)

nificantly affected by the amount,
frequency, or route of cocaine use.

Alcohol use wns similar in the two
drug-using groups. Three women (13%)
in group 1 and six women (12%) in group
2 drank more than 60 mL of alcohol per
week in the first trimester. Average
absolute alechol used by the three wom-
eningroup 1 and the six women in group
2 was 39.9+119 and 19.4 241 mL per
week, respectively. Incidence of mari-
juana use was similar for the two drug-
using groups, with ten women (43%) in
group 1 and 20 (38%) in group 2 using
manijuana in the first trimester (mean,
50290 and 6.5=15.7 joints per
month, respectively). Only one woman
in group 1 and two women in group 2
used marijuana or alcohol beyond the
first trimester. No woman in group 3
used marijuana or alechol.

There was no difference in sex distri-
bution or in incidence of low Apgar
scores (<7) at one and five minutes
hetween the three groups. Infants born
to ‘wumen who used cocaine threughout

pregnancy (group 2) had a significantly
(F12,112)=8.9; P<.001) lower mcan
gestational age (38.0:28 weeks)

than infants in the drug-free group
(39.8+0.7 weeks). However, infants
born to women who abstained from co-
caine after the first trimester had a
mean gestation (38.9+ 1.5 weeks) that
was not significantly different from ei-

1742 JAMA March 24/31, 1989 — Vol 261 No 12

ther the drug-free group or infants
whose motlers used cocaine throughout
pregnancy.

The rate of premature delivery was
increased in group 2 compared with
group 3 (Table 1), but there was no sig-
nificant difference in the rate of prema-
ture delivery between groups 1 and 2 or
groups 1 and 3. The incidence of low
birth weight and sinall-for-geststional-
age infants was increased in the group 2
pregnancies (Table 1) as compared with
both group 1 and group 3 infants. Use of
cocaire in only the first trimester was
associated with a rate of abruptio pla-
centae similar to the abruption rate for
women who used cocaine throughout
pregnancy (Table 1).

Evaluation of neonatal growth pa-
rameters for all term (> 3% weehs gesta-
tion) infarts showed that infants born to
mothers who used cucaine throughout
pregnancy had a lower mean weight,
length, and head circumference at birth
ccmpared with the drug-free infants
Infants born to mothers who used ¢o-
caine during only the firat tnmester did
not demonstrate signuficant deficis ncies
in intrauterine growth (Table 2

Neonatal complicatiuns wery fonndin
both of the cocane-expose ! groups,
Two infants born to wome. who used
cocaine throughout pregrancy had ileal
alresia presenting in the: first 24 hours
after birth. Six infant: born to women

CocaneUse nPrgnarcy CrasnoMetal
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Table 3. - NBAS® Cluster Score Compariasons lor Full-Term Cocaing-Expored and Dng-Free infants

Group
1 2 , 3

NSAS Clusters (tn-m N=3%) N3 £ Scoren
Habluston 45 a7 37 F2.72)=123
Oriertation 18§ 264 X (2.08)=27 21]
okor 341 208 51 F(2.08) = 25 11
Stae cange 35 38 EX £(2.06)~ 3 88
State reguistion 27§ 353 X F2.88) = 15 48§
Adonomic regulation [X] 82 85 F(2.08) =071
Aorormal refiees 368 34 18 F(2.08)=7 411

*NBAS Behavioral A
1Cocaine used In ondy the Arst Frimedter of pregnancy
$Cocaine used

ProgNaNcy.
differsnice om group 3 (Schefé Procedurs (P< 05))

£ rofio (P€.05)

diflerance from group 2 and group I (Schefid Procedure [P< OS]

who used cocaine throughout pregnan-
cy had seizures during the neonatal pe-
riod. These six infants were all born
with cocaine and active metabolites in
the urine at the time of birth. Resuits of
a complete work-up ircluding serum
calcium and glucose level measurement,
lumbar puncture, and computed tomog-
raphy of the head were normal for all six
infants. Two infants had an abnormal
electroencephalogram and the remain-
ing four were normal. Two additional
infants in group 2 born to mothers who
used cocaine in the tvo to three days
prior ta.delivery suffered perinatal ce-
rebral infarctions. Genitourinary tract
ebnormalities occurred in three infants
born to mothers who used cocaine only
in the first trimester of pregnancy and
six infants whose mothers used cocaine
throughout their pregnancy. Among
these nine infants, two male infants had
prune-belly syndrome, one female in-
fant had female pseudohermaphrodit-
ism, three infants had \.ydronephrosis,
one infant had unilateral hydronephro-
sis with renal infarction of the opposite
kidney, and two infants had isolated sec-
ondary hypospadias.

Infants assessed with the NBAS be-
tween 12 and 72 hours of age incluled 16
whose mothers used cocaine during the
first trimester of pregnancy only (group
1). 36 whos: mothers used i

significant differences between the
drug-free infants and the two groups of
cocaine-exposed infants on a number of
varisbles (Tsble 38). Infants’ perfor-
mances on & prioni clusters established
by Lester et al" indicated that both
groups exposed to cocaine demonstrat-
ed significant impairment as compared
with the drug-free group in the areas of
orientation, motor ability, and state
regulation and number of abnormal re-
flexes. Group 2 infants received a signif-
icantly higher mean score on the state
range cluster than group 3 infants.
Group 1 performance on the motor clus-
ter was significantly below that of group
2. No significant differences were found
between the three groups on the cluster
scores representing habituation, state
range, or autonomic regulation.

An examination of the individual ori-
entation cluster scores illustrates the
severity of the cocaine-exposed infants
orientation difficulties. All of the 37
drug-free controls (group 3) were sble
to achieve an alert state and engage in
varying degrees of responsivity with
the examiner. By comparison, seven of
the 16 group 1 infan's exposed to co-
caine during only the first trimester and
eight of the 36 group 2 infants exposed
to cocaine throughott pregnancy were
unable to reach alert states at all and
c tly were unable to engage in

throughout pregnancy (group 2), and 37
whose mothers were drug free during
pregnancy (group 3) These groups
were somewhat smaller thin other
groups that were analyzed for the medi-
cal variables because of the elimination
of premature infants (gestational age-
<38 weeks) from the sample and the
fact that some infants were delivered on
the weekend and were released from
the hospital before they could be as-
sessed with the NBAS.

Neonsatal Behavioral Assessment
Scale results for the infants revealed

JAMA, March 24731, 1989 —Wot 261, No 12

38-007 0 - 91 - 4

any orientation. There was a significant
differerice between group 1 and group 3
(*=16.03; P=<.0001) and between
group 2and group 3 (x* = 7.10; P<.01)in
terms of number of infants who were
unable to achieve alert states.

COMMENT

Current studies have shown that s!
significant number of women in the .
prime childbearing age range of 181035
years are actively using cocaine.” Many |
of these women' become pregnant and
contir.ue to use cocaine without realiz-

i%wm&- Thus, it is
impp! To evaluate the effects of co-
cfine use in early pregnancy ratherthan
its_effects Gnly wheén used-throughout
pregnancy. T addtuon, developinent of
infervention programs for cocaine-us-
ing pregnant women will necessarily
rely on information regarding the possi-
bility of improved outcome for pregnan-
cies in which 8 woman stops using co-
caine In the first trimester of preg-

nancy.

In this study, surprisingly, the rate
of abruptio placentae did not decrease if
2 woman abstained from cocaine in the
last two trimesters of pre y. It has
been hypothesized that the high rate of
abruptio placentae in cocaine-exposed
pregnancies is related to the acute hy-
pertension produced by cocaine use.*”
However, in this study it appears that
the dainage done to placental and uter-
ine vessels in early pregnancy by the
coaine may place these pregnancies at
continued risk even if cocaine use
ceases.

Recent studies have found that ma-
ternal cocaine use is related to intra-
uterine growth retardation.’ In this
study, infants exposed to cocsine
throughout pregnancy had a significant
decrease in mean birth weight, length,
and head circumference compared with
the control infants. It has been hypothe-
sized’ that this decrease in intrauterine
growth is related to the intermittent
diminution of placentat blood flow asso-
ciated with maternal cocaine use.” In-
fants whose mothers used cocaine only
in the first trimester had improved in-
trauterine and, in fact, the in-
fants weight, length, and head circum-
ference were not significantly reduced
from that of drug-free control infants.

The inteructive effect of alcohol, mar-
ijuana, and tobacco use with cocaine to
produce growth impairments in those
pregnancies with significant secondary
drug use cannot be completely evaluat-
ed at this point. It can be said only that
the infants exposed to cocaine in the
first trimester (group 1) were exposed
to similar amounts of alcohol, marijua-
na, and tobacco as the second group of
cocaine infants and use of alcohol and
marijuana for the majority of women in
the two cocaine groups was minimal
compared with cocaine use.

Analysis of outcome data within each
cocaine group did not show a significant
relationship with amount of cocaine in-
gested with each use or with frequency
of use. However, since the women in
this study were enrolled in & chemical
dependence program, the amount and
frequency of use were relatively high,
with a narrow range. Larger numbers
of subjects, including those with mini-
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mal cocaine use, will be necvscary to
study these relationships more fully

A recent study completed at the
Pernata! Center for Chemical De-
pendence demonstrated genitounnary
tract malfonnations in infants exposed
to cocaine in pregnancy. In this study,
nine nfants had such malformations.
An increased incidence of neural tube
defects has heen reported by Bingol et
al * Nonfants in either cocaine-exposed
group 1n this study exhibited neural
tube defects, although one infant in our
program whose mother used cocaine in
the first and third tnmesters, and thus
was not included in the present study,
had a myelomeningucele at birth Two
cases of 1leal atresia occurred among the
cocaine ¢xposed infants in this study
The ilea! atresia that occurred in two
infants could be secondary to inteauter-
ine owel infarction

The pharmacolognc action of cocaine s

consistent with the abnormalities found®

among the cocaine-exposed Infants
Cocaine acts at the nerve terminals to
prevent dopamine and norepinephnne
reuptake, producing increased cir-
culating levels of these catechola-
munes * Subsequent vascoconstnction
and tachycardia occur. Placental vaso-
constriction 1 marked,” decreasing
blood flow to the fetus. The fetal hypox-
s induced by this vasoconstriction could
not only explan the intrautenne
growth retardation,' but the intermit-
tent vascular disruptions could result in
the increased rate of malformations**
as well.

Cocaine use in young adults has been
shown to lower the seizure threshold,
placing young adult cocaine users at in-
creased nsk for seizures.'’ Six infants
among the cocaine «xposed infants had
seizures in the neonatal penod. All six of
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these infants had cocaine or metabobites
present in urine at the time of delivery,
although the seizures did not necessar-
Wly occur when cocaine was present.

Two infants whose mothers used co-
caine 1n the two days prior to delivery
suffered cerebral infarctions that were
thought to have occurred 1n the penna-
tal penod.” The cardiovascular effects
of cocaine have been well documented
and myocand:al and cerebral infarctions
have bec n found in increasing yiumbers
of young adults who use cocaine.'”

The results of this study confirm ear-
Ler findmgs Lhat eaposure to tocainé
durtng the prenatal period leads toaig-

" nficant tmpairment neongtal nearo~

behaviors -esfabilities.*® This” study
further indicates that the neurobeha-
vioral response deficiencies eecur in the
cocaine-exposed infant whether the
mother stops cocaine use in the first
tnmester or uses cocane throughout
the pregnancy Although NBAS zcores
tended to be lower in group 1 compared
with group 2 infants, there was no sta-
tistically s:gnuficant difference between
the two groups except for the motor
cluster. Larger groups of infants wll
need to be evaluated before relative
performance between the two groups
can be fully delineated

1t appears, however, that cocaine ex-
posure in only the first tnmester dues
place the newborn at nisk for neurobe-
havioral deficiencies compared with
drug-free infants In normal human fe-
tal development, norepinephrine, sero-
tonin, and dovamine are among the first
neurotransmitters present at early
stages of brain development, having
been shown to be present in the 3- to 4-
month fetus " The protective function
of the blood-brain barrier is not well
developed in the young fetus", thus, co-
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Amencs Am ] Obatet Gywacol 197,126 555 564

10 Bragelton TB ANeonatol Beaorwval Assess
ment Scale Philadelphia, Spastics [nternstional,
LR

1t Lester BK, Als H, Bruzelton TB Regronal
obstetne anesthesia and newborn behavior A re-
snalyns towards aynerpotc effects. Chuld Dr
1982 253 687692

12 Acker D, Sacha BP, Tracey KJ, et &l Abruptao
placentac associated with cocaine use Am J Obetet
Crynec X 198,146 220-221

13 Mocre TR, SorgJ. Miller L, et &2 Hemodynam
x effects of ntrsvenous cocmne on Lhe pregnant
ewe and fetus Am J Obstat Gymacol 1998 156 A%)-

888

. Chasnoff U, Chwsum GM, Kaplan WE Mater-
nal cocmne use and gentounnary tract malforma
bona Teratology 198,37 201204

15 WoodsJR, Plessinger MA, Clark KE. Effect of
cocaune on utenne blood Aow and fetal oxygenatson.
JAM A 1987,257961.961

16 Ritclue JM. Greene NM Local aneethesa, in
Giman AG, Goodman LS, Giman A (eds} v

JAMA March 24731 19689 - Voi 261 No 12

caine may act on fetal brain neurotrans-
muiters in the first trimester and induce
subtle behavioral changes evident in the
newborn infant. Amuma) studies with
monosodium glutamate and diazepam
have shown that bheonatal rats exposed
to monosodiut glutamate ewrly (day 7
to day 20) in gestation demonstrated
behavioral deficits in complex discrimu-
nation sumilar to newborn rats exposed
to diazepam in late gestation.”

Co-aines action 1n blocking rorept-
nephnire and dopamine reuptake could
interfere with some ueecu of neuronal
development. Grmm" has hypothe-
mzed that such interference could 1uta-
ate compensatory neurochemucal mech-
amisms that would partially correct for
the abnormalities but still leave the in-
fant impaired in his or her sbility to cope
with complex environmental demands
at some point in later hife. The neurode-
velopmental deficiencies exhibited by
the infants exposed to cocaine 1n only
the f.rst trimester lend credcrwe to this
hypothesis.

Conclusions developed from this
study have implications for both inter-
vention and prevention For women
who become pregnant and are users of
cocaine, intervention in early pregnan-
cy with cessation of cocsine use w'* re-
sult in improved obstetric and neonatsl
outcome. However, prevention pro-
grams aimed at educating adolescents
and women of childbearing age as to the
dangers of cocaine use in pregnancy
must be iniiated, since even early fetal
cocaine exposure places the child at risk
for neurobehavioral outcome and may
have implications for long-term de-
velopment.
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The Honorable Lloyd Bentsen

Chairman, Committee on
Finance

United States Senate

Dear Mr. Chairman:

This report responds to your request, in which you expressed concern
over the growing number of infants born to mothers using drugs and the
impact this is having on the nation's health and welfare systems. Specif-
ically, you asked that we assess the (1) extent of the problem; (2) health
effects and medical costs of infants born exposed to drugs compared
with the costs of those who were not; (3) impact of these births on the
social welfare system; and (4) availability of drug treatment and pre-
natal care to drug-addicted pregnant women.

Background

Unlike the drug epidemics of the 1960s and 1970s, which primarily
involved men addicted to heroin, the current drug epidemic has affected
many women of childbearing age. The Neational Institute on Drug Abuse
(NIDA) estimated that in 1988, 6 million women of childbearing age used
illicit drugs.! Experts attribute the increase in female drug users to the
existence of crack or smokable cocaine, which is readily accessible, a
relatively low cost drug, and easier to use than drugs that must be
injected. Cocaine, other drugs and alcohol are often used in combination.

Use of cocaine and other drugs during pregnancy may affect both the
mother and the developing fetus. Cocaine, for example, may cause con-
striction of blood vessels in the placenta and umbilical cord, which can
result in a lack of oxygen and nutrients to the fetus, leading to poor fetal
growth and development.

Although definitive information does not exist about the long-term
effects of drug use during pregnancy, researchers have reported that —
some infants who were prenatally exposed to stimulant drugs like
cocaine have suffered from a stroke or hemorrhage in the areas of the
brain responsible for intellectual capacities.

' Frequently used Uhat drugs include crack cocrine, herotn, PCP, manjuana, amiphetamines,
methamphetamines, and barbiturates.
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In addition to the effects of prenatal drug exposure, drug-abusing preg-
nant women often imperil their health and that of their infants in other
ways. These women do not receive the benefits of proper health care.
The majority of women of childbearing age who abuse drugs suffer from
many social, psychological, and economic problems.

The Office of National Drug Control Policy is responsible for developing
an annual national anti-drug strategy.z The 1990 National Drug Control
Strategy calls for spending $10.6 billion in fiscal year 1991, with 71 per-
cent of the funds going to drug-supply-reduction activities and 29 per-
cent to reduce the demand for drugs. Under this strategy, $1.6 billion
would be spent on drug treatment with over one-half of the federal
funds provided through the Department of Health and Human Services
(HHS) block grants to the states administered by the Alcohol, Drug + buse
and Mental Health Administration (ADAMHA). The states are required to
set aside at least 10 percent of these funds to provide drug abuse pre-
vention and treatment for women.

In addition, the Office for Substance Abuse Prevention within ADAMHA
has a program that provides demonstration grants to public and private
providers for model projects for substance-abusing pregnant and post-
partum women and their infants.

Moreover, two federal-state health programs are potentially available to
pregnant women who abuse drugs. First, the Maternal and Child Health
Services Block Grant program (MCH), authorized by title V of the Social
Security Act, provides grants to the states for health services to low-
income persons. One of the purposes of MCH is to reduce infant mor-
tality and the incidence of preventable diseases and handicapping condi-
tions among children, frequent consequences of drug abuse by pregnant
women. Second, the Medicaid program, authorized by title XIX of the
Social Security Act, provides federal financial assistance to the states
for a broad range of health services for low-income persons. One group
of people that states are required to cover under Medicaid is low-income
pregnant women. Those pregnant drug abusers who have low incomes
could qualify for services under either of these programs.

Objectives, Scope, and
Methodology

We interviewed leading neonatologists, drug treatment officials,
researchers, hospital officials, social welfare authorities, and drug-
addicted pregnant women to determine: (1) the number of drug-exposed

2The Office of National Drug Control Poticy was established by the Anti-Drug Abuse Act of 1968.
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infants, (2) their impact on the medical and social services systems, (3)
their health costs, and (4) the availability of drug treatment and pre-
natal care. We also reviewed the current literature.

We obtained data on drug-exposed births from 1986 through 1888 from
HHS to develop & nationwide estimate of the number of drug-exposed
infants. The National Hospital Discharge Survey collects information on
the diagnoses associated with hospitalization of adults and newborns in
all nonfederal short-stay hospitals. Newborn discharge data from the
survey for 1986 and 1988 were used to calculate nationwide estimates.

We also selected two hospitals in each of five cities— Boston, Chicago,
Los Angeles, New York, and San Antonio—in which we reviewed med-
ical records to determine the number of drug-exposed infants bom and
to assess differences in hospital charges between drug-exposed and
nonexposed infants. These 10 hospitals, which accounted for 44,665
births in 1988, primarily served a high proportion of persons receiving
Medicaid and other forms of public assistance. Births at these hospitals
ranged from 6 percent of all infants in New York City to 42 percent of
all births in San Antonlo. We considered an infant to be drug-exposed if
any of the following conditions were documented in the medical record
of the infant or mother: {1) mother self-reported drug use during preg-
nancy, (2) urine toxicology resuits for mother or infant were positive for
drug use, (3) infant diagnosed as having drug withdrawal symptoms, or
(4) mother was diagnosed as drug dependent.* We also interviewed offi-
cials at 10 other hospitals in these cities that serve predominantly non-
Medicaid patients, but we did not review patient medical records. Our
methodology is discussed more fully in appendix V1.

Our work was performed from January through April 1990 in accor-
dance with generally accepted government auditing standards. The
results are summarized below and are discussed more fully in appen-
dixes I through IV.

Many Drug-Exposed
Infants Who Might
Need Help Are Not
Identified

Identifying infants who have been prenatally exposed to drugs is the
key to providing them with effective medical and social interventions at
birth and as they grow up. Such identification is also necessary to
understand the nature and magnitude of the problem in order to target
drug treatment and prenatal care services to drug-addicted pregnant
women and other services to infants.

3 Ascohol use during pregnancy was not included (n our definition of maternal drug use
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There is no consensus on the number of infants prenatally exposed to
drugs each year. The administration’s 1989 Nationa! Drug Control
Strategy reported that an estimated 100,000 infants were exposed o
cocaine esc* year.* The president of the National Association for Per-
inatal Addiction Research and Education estimates as many as 376,000
infants may be drug exposed each year Neither estimate, however, is
based on a national representative sample of births

Our analysis of the National Hospital Inscharge Survey 1dentified 9,202
infants nationwide with indications of maternal drug use dunng preg-
nancy in 1886 * By 1888, the latest year that data were available, the
number had grown to 13,765 infants * " However, this represents a sub-
stantial undercount of the total problem because physicians and hospi-
tals do not screen and test all women and their infants for drugs

Research has found that when screening and testing 18 uniformly
applied, a much higher number of drug-exposed infants are identified
For example, one recent study documented that hospitals that assess
every pregnant woman or new born infant through ngorous detection
procedures, such as a review of the medical history and unne toxicology
for drug exposure, had an incidence rate that was three to fjve times
greater than hospitals that rehied on less ngorous methods of detection *
The average incidence of drug-exposed infants born 21 hospitals with
ngoruus detection procediires was close to 16 percent of those hospitals’
births, as compared with 3 percent at hospitals with no substance abuse
assessment

A study conducted at a large Detroit hospital accounting for over 7,000
births used meconium testing.* a8 more sensitive test for detecting drug
use The incidence of drug-exposed Infants at this hospital was 42 per-
cent or nearly 3,000 births in 1989 In contrast, when self-reported drug

“The strategy does not mention the sumber of RSAKS ¢Xposed Lo other drugs

“The sstimats rangsd from 7,178 0 11.226 ot 3 16-percent confidence interval

$The estimate ranged from 8.260 to 10,271 st 1 96-percent confidence interval
’mmmmwwuu\mmmmwwwwmm
affected by maternal drug use or showed drug .“Xhdrswal symptoms (Recharge codes refer to the
International (lasstfNicstion of Diwessrs, Mnth Revisa, (nical Modifications )CD-9-CM. 3rd edsion
codes 760 70 76072.760 73 and TTO S

"lrs J Chasnoff, Drug Use and Wamen Fatablshing s Standard of Care.” Prenatal 1'se of Lt and
libct Drugs. od . Dunald £ Hutchangs. New York New Yors Academy of Scwences,

" Mecunsum s Uwe first 2 10 3days stood of & newborn nfant

Page d GAO, HRD-#% 1 38 Drug Exposed Iafants



100

use by the mother was the basis for identifying drug-exposed infants,
only 8 percent or nearly 600 infants were identified."

Likewise, our work indicates that the Nationa! Hospital Discharge
Survey undercounts the incidence of drug-exposed births. In our exami-
nation of medical records at 10 hospitals, we identified approximately
4,000 drug-exposed infants born in 1889. Our estimates ranged from 13
drug-exposed births per thousand births at one hospital to 181 per thou-
sand births at another.

The wide range in the numbers of drug-exposed infants we found may
be associated with differences in the hospitals’ efforts to identify drug-
exposed infants. One hospital, for example, did not he ve 8 protocol for
assessing drug use during pregnancy. This hospital had the lowest inci-
dence of drug-exposed infants. The other 8 hospitals’ protocols required
testing primarily if the mother reported her drug use or the infant mani-
fested drug withdrawal signs. Hospital officials acknowledge that these
screening criteria allow many drug-exposed infants to go undetected in
the hospital. This is because many drug-exposed infants display few
overt drug withdrawal signs and many women deny using drugs out of
fear of being incarcerated or having their children taken from them

We also found that in hospitals serving primarily non-Medicaid pauents,
screening for drug exposure was even less prevalent. In our interviews
with hospital officials at these hospitals, one-half of the hospitals did
not have a protoco! for identif yaing drug use during pregnancy Some
hospital officials told us that the problem of prenatal drug exposure was
not considered serious enough to warrant implementing a drug testing
protocol.

However, one recent study has found that the problem of drug use
during pregnancy is just as likely to occur among privately insured
patients as among those relying on public assistance for their health
care. This study anonymously tested for drug use among women
entering private obstetric care and women entering public health clinics
for prenatal care and found that the overall incidence of drug use was

""Ennque M Ostres, Jr. A Sudy of Uhe Prevalence of Drug Abuse Pregnant
Weormen 1ts Lmpars on. Prrirais] ocbaliy wad Movalty ard on e Tnfunt Mortality Raie & etron
July T3 1588 preliminary report
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simular between the two groups (16 3 percent for women seen at public
clinics and 13.1 percent for those seen at private offices) !' (See app. I.)

Drug-Exposed Infants
Have More Health
Problems and Are
More Costly

Drug-exposed infants are more likely than infants not exposed to drugs
to suffer from a greater range of medical problems and in scroe cases
require costly medical care. We compared the medical problems and
costs of infants prenatally exposed to drugs, with those who were not,
at four hospitals At these four, we determuned that at least 10 percent
of the infants were prenatally exposed to drugs '? The mothers of the
drug-exposed infants were more likely to have had little or no prenatal
care, and the infants had significantly lower birth weights, were often
premature, and had longer and more complicated hospital stays than
other infants

Given these medical problems, hospital charges for drug-exposed infants
were up to four times greater than those for infants with no indication
of drug exposure For example, at one hospital the median charge for
drug-exposed infants was $5,500, while the median charge incurred by
nonexposed Infants was $1,400 Charges for drug-exposed infants at
these hospitals ranged from $4565 Lo $65,3256 Because more than 50 per-
cent of all patients received public medical assistance at 7 of the 10 hos-
pitals 1n our study, much of these charges were covered by federal
assistance programs

Although the long-term physical effects of prenatal drug exposure are
not wetl known, indications are that some of these infants will continue
to need expensive medical care as they grow up Because of the uncer-
tainty of the long-term consequences of prenatal drug exposure, the
future costs of canng for these children are unknown. (See app 11)

“'iraJ (hasnoff Harvey J Landress and Mark E Barrett "The Prev slence of tibsct Drug or Alcohal
Use Dunng Pregrancy and [nscrepancies in Mandatory Reporung in Pinellan County, Flonda  The
New_bngland Journal of Medicine Vol 322 Apr 28, 1960 pp 120206

1:The other six hospitals &d not have enaugh cases Lo enabie us Lo snalysr differences in hosprta)
~harges and other (haractenatcs of drug e xposed Infants and those not expused Lo drugs
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Impact on Social
Welfare and
Educational Systems
Could Be Profound

Drug-exposed infants often present immediate and long-term demands
on the social welfare system Officials at several of the hospitals in our
review stated that they are experiencing a growing number of ““boarder
babies'—infants who stay tn a hospital for nonmedical reasons often
related to drug-abusing families. Boarder babies are reported to the
social welfare system for foster care placement.

We also found that a substantial proportion of drug-exposed infants did
not go home from the hospital with their parents. An estimated 1,200 of
the 4,000 drug-exposed infants born in 1989 at the 10 hospitals tn our
review were placed in foster care. The cost of 1 year of foster care for
these 1,200 infants is about $7.2 million.

Not all drug-exposed infants enter the social services system at birth;
some are discharged from the hospital to drug-abusing parents These
infants may later enter the social services system because of the chaotic
and often dangerous environment associated with parental drug
abuse—an increasing source of child abuse and neglect. For example,
cocaine use was found to be significantly associated with child neglect in
a recent study of chuld-abuse investigations in Boston. Hospital officials
told us that they are seeing more young children from drug-abusing fam-
ilies admitted to hospitals because they suffered physical neglect or mal-
treatment at the hands of someone on drugs.

City and state officials we contacted told us that prenatal drug exposure
and drug-abusing famulies are placing increasing demands on their social
welfare systems. Although they perceived the problem to be growing,
most could not provide statistics on the numbers of drug-related foster
care placements Officials in New York, ho ~-ever, esumate that 67 per-
cent of foster care children come from families that allegedly are
abusing drugs.

Because the estimated demand for foster care nationwide has increased
29 percent from 1986 to 1989, there is concern as to whether the system
can adequately respond to the r~3 of drug-abusing families. Specifi-
cally, problems have been ‘. . ..' -egarding the availability of foster
parents who are willing to ... vp! . *ildren who have been exposed to
drugs, the quality of foster cai c . omes, and the lack of supportive
health and social services to families who provide foster care to these
children

Although definitive information is not yet avaiiable, many drug-exposed
infants may have long-term learning and developmental deficiencies
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that could result in underachievement and excessive school dropout
rates leading to adult illiteracy and unemployment. As increasing num-
bers of drug-exposed infants reach school age, the long-term detrimental
effects of drug exposure will become more evident. The cost of mini-
mizing the long-term effects of drug exposure will vary with the
severity of disabilities. For example, at a pilot preschool program for
mildly impalred prenatally drug-exposed children in Los Angeles, the
per capita cost is estimated to be $17,000 per year. The Florida Depart-
ment of Health and Rehabilitative Services estimates that for those
drug-exposed children who show significant physiologic or neurologic
impairment total service costs to age 18 could be as high as $750,000.
(See app. 111.)

Lack of Drug
Treatment and
Prenatal Care Is
Contributing to the
Number of Drug-

Exposed Infants

To prevent the problem of drug-exposed infants, women of childbearing
age must abstain from using drugs. To reduce the impact of drug-
exposure, pregnant women who use drugs should be encouraged to stop
and be given needed treatment.

Drug Treatment Services
Do Not Meet the Need

Recent studies show that if women are able to stop drug use dunng
pregnancy, there will be significant positive effects in the health of the
infant. The nsks of low birth weight and prematurity. which often
require expensive neonatal intensive care, are minimzed by drug treat-
ment before the third trimester.

Many programs that provide services to women, including pregnant
women, have long waiting lists Treatment experts believe that unless
women who have decided to seek treatment are admitted to a treatrment
facility the same day, they may not return However, women are rarely
sdmitted the day they seek treatment One treatment centegip Boston
received 450 calls for detoxification services during a 1-month period.
The callers were told that it usually took 1 to 2 weeks to be admitted
They were also instructed to call back every « ay to determine if a slot
had become available. Of the 450 callers that month, about one-haif
never called back and about 150 were eventually admitted to treatment
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Nationwide, drug treatment services are insufficient. A 1990 survey
conducted by the National Association of State Alcohol and Drug Abuse
Directors, Inc. (NASADAD), estimates that 280,000 pregnant women
nationwide were in need of drug treatment, yet less than 11 percent of
them received care.’® Hospital and social welfare officials in each of the
five cities in our review also told us that drug treatment services were
insufficient or inadequate to meet the demand for services of drug-
addicted pregnant women.

In addition to insufficier.. treatment, some programs deny services to
pregnant women. A survey of 78 drug treatment programs in New York
City found that 54 percent of them denied treatment to pregnant
women. One of the primary reasons treatment centers are reluctant to
treat pregnant women relates to issues of legal liability. Drug treatment
providers {ear that certain treatments using medications and the lack of
prenatal care or obstetrical services at the clinics may have adverse con-
sequences on the fetus and thereby expose the providers to legal
problems.

Many other barriers to treatment exist. For example, pregnant addicts
we interviewed told us that because they had other children, the lack of
child care services made it difficult for them to seek treatment. Most
treatment programs do not provide child care services.

Another barrier to treatment for women is the fear of criminal prosecu-
tion. Drug treatment and prenatal care providers told us that the
increasing fear of incarceration and losing children to foster care is dis-
couraging pregnant women from seeking care. Women are reluctant to
seek treatment if there is a possibility of punishment. They also fear
that if their children are placed in foster care, they will never get the
children back.

Prenatal Care Is Needed

Prenatal care can help prevent or at least ameliorate many of the
problems and costs associated with the births of drug-exposed infants.
Through the three basic components of prenatal care: (1) early and con-
tinued risk assessment, (2) health promotion, and (3) medical and
psychosocial interventions and follow-up, the chances of an unhealthy
infant are greatly reduced. Hospital officials told us that in addition to
not seeking prenatal care, some drug-using women are now delivering

'*The report did not reveal the extent to whach these wormen sought trestment
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their infants at home in order to prevent being reported to child welfare
authorities.

Many health professionals believe comprehensive residential drug treat-
ment that includes prenatal care services is the best approach to helping
many women stop using drugs during pregnancy and providing the
developing infant with the best chance of being born healthy. However,
such programs are scarce.

Massachusetts officials told us that the lack of residential treatment
slots was a major problern. Only 16 residential treatment slots are avail-
able to pregnant addicts statewide. California officials made similar
comments. These officials also reported that when they are unable to
place drug-addicted pregnant women in residential treatment, they try
to place these women in battered women sheiters or even in nursing
homes. (See app. IV.)

Conclusions

Despite growing indications of a serio1 s national problem, hospital pro-
cedures do not adequately identify drug use during pregnancy. Conse-
quently, there are no reliable data on the number of drug-exposed
infants born each year. However, based on our review at hospitals in
five cities, we believe the nuinber of drug-exposed infants born nation-
wide each year could be very high

A drug-exposed infant has short- and long-term health, social, and cost
implications for society. These infants are more likely to be born prema-
ture, have a lower birth weight, and have longer hospital stays requiring
more expensive care. Some of them will need a lifetime of medical care,
others will have considerable developmental problems, which may
impair their schooling and employment.

Preventing drug use among women of childbearing age would reduce the
number of infants born drug exposed. Providing drug treatment and
prenatal care could significantly improve the health of infants born to
women who use drugs and could reduce the risk of long-term problems.
Yet in the five cities in our review, drug treatment was largely unavail-
able and many women giving birth to drug-exposed infants are not
receiving adequate prenatal care.
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Matters for
Consideration by the
Congress

Because the increasing number of drug-exposed infants has become a
serious health and social problem, we believe an urgent national
response is necessary. Specifically, outreach services should be provided
so that pregnant womean in need of prenatal care and drug treatment can
be identified. For these women, comprehensive drug treatment, and pre-
natal care must be made available and accessidle.

With additional federal funding, the large gap between the number of
women who could benefit from drug treatment and the number of resi-
dential and outpatient slots currently available could be reduced. If the
Congress should decide to expand the current federal resource commit-
ment to treatment for drug-addicted pregnant women, there are several
options that could be followed. These include:

Increasing the alcohol and drug abuse and mental health services (ADKS)
block grant to the states in order to provide more federal support for
drug treatment.

Increasing the ADMs Women's Set-Aside from 10 percent to a higher per-
centage to assure that expanded treatment services under the block
grant are targeted specifically to substance-abusing pregnant women.
Creating a new categorical grant to provide comprehensive prenatal
care and drug treatment services to substance-abusing pregnant women.
Increasing funding of MCH specifically for substance-abuse treatment
for pregnant women.

Requiring states to include substance-abuse treatment as part of the
package of services available to pregnant women under Medicaid.

Although these options would require more funds in the short term, we
believe that this commitment could save money in the long term as well
as improve the lives of a future generation of children.

Copies of this report will be sent to the appropriate congressional com-
mittees and subcommittees; the Secretary of Health and Human Ser-
vices; and the Director, Office of Management and Budget, and we will
make copies avallable to other interested parties upon request.
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If you have any questions about this report, please call me on (202) 275-
65451. Other major contributors to the report are listed in appendix VII.

Sincerely yours,

QM A hdtes)

Janet L. Shikles
Director for Health Financing
and Policy Issues
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The Number of Drug-Exposed Infants May Be
Seriously Underestimated

The identification of infants who have been prenatally exposed to drugs
is key to understanding the magnitude of the problem and providing
effective medical and social interventions for these infants. However,
there is no consensus on the number of drug-exposed infants born in the
United States each year. A comprehensive nationwide study to specifi-
cally determine the incidence of drug-exposed births has not been done.
Additionally, hospitals’ procedures allow many drug-exposed infants to
go undetected.

The Number of Drug-
Exposed Infants Could
Be High

Based on data from the National Center for Health Statistics' National
Hospital Discharge Survey, which includes a representative sample of
all births, an estimated 9,202 drug-exposed infants were born in 1986 in
the United States.' By 1988, the latest year that data were available, the
number had grown to 13,765 infants.: However, this is likely to be a
substantial undercount of the problem. At present, physicians and hos-
pitals do not routinely screen and test all women and their infants for
drugs. Recent studies have found that when screening and testing are
uniformly applied, a much higher number of drug-exgosad infants is
identified.

One study found that hospitals that assess every preghant woman or
newborn infant through a medical history and urine toxicology had an
incidence rate that was three to five times greater than hospitals that
relied on less rigorous methods of detection.? The average incidence of
drug-exposed infants born at hospitals with rigorous detection proce-
dures was close to 16 percent of all births as compared with 3 percent of
births at hospitals with no substance-abuse assessment.

Likewise, our work indicates that the National Hospital Discharge
Survey underreports the incidence of drug-exposed births. Based on our
review of the medical records for both the women and their infants at
10 hospitals, an estimated 3,904 drug-exposed infants were born at
these hospitals in 1989. {See table I.1.) Estimates of the number of these
infants ranged from a low of 13 per 1,000 births at one hospital to a

!The estimate ranged from 7,178 to 11,226 at 3 95-percent confidence interval
2The estimate ranged from 8,269 to 19,271 at a 95-percent confidence interval

3ra J. Chasnoff, “Drug Uise and Women Establishing a Standard of Care,” Prenatal Use of Licit and
[licit Drugs, ed. Donald E. Hutchings. New York New York Academy of Scrences, 580

‘Appendix V provides more detailed information on the degree of drug-exposed infants identified st
the 10 hosprtals
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Appendix 1
The Number of Drug Exposed Infants May Be
Serionsly Underestimated

high of 181 births per 1,000 at another. Maternal cocaine use was esti-
mated to range from less than 1 percent to 12 percent among the
hospitals.

Tabie 1.1: Drug-Exposed Infents Bomn st
10 Hospitals, 1989

Estimated mr:o.;&f Totsl Estmated
Location/hospitsl v povl 1,000 birth  of birthe ' rtons
Boston
! 72 3204 237
2 89 1,438 128
Chicago
1 181 3604 652
2 a7 42500 200
Los Angeles -
1 ) I‘@‘ T 8-:0@6“_———* o 1,187
2 "5 8175 441
New York i
1 T 3.147 400
2 T 18 316 440
San Antonio - B
1 3 5688 176
2 E 33 3
Totsl TTTTa4,688 T 3,904

*The actusl number of brths is not avadabie therelore, 1he 1ota! number of births for the year 1s est
maled

Hospitals Lack
Systematic Procedures
to Identify Drug-
Exposed Infants

We also found that the wide range in the number of drug-exposed
infants we identified at the different hospitals in our review may be
associated with the effort taken by hospitals to identify drug-exposed
infants. For example, one of the 10 hospitals did not have a protocol for
assessing drug use during pregnancy. This hospital had the lowest inci-
dence of drug-exposed infants. Protocols at the remaining 8 hospitals
did not require systematic screening and testing of every mother and
infant for potential substance use or exposure. Instead, the protocols
primarily required testing if the mother reported her drug use or if drug
withdrawal signs became manifest in the infant.

Hospital officials acknow 'edge that these screening criteria allow many

drug-exposed infants to remain unidentified in the hospital. For
example, women often den; using drugs because they do not want to be
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Appendis |
The Number of Drug-Exposed [afants May Be
Sericusly Unéderestimated

reported to the authorities for fear of being incarcerated or having their
children taken from them.

In addition, many cocaine-exposed infants display few overt drug with-
drawal signs. Some will show no signs of drug withdrawal, while for
others withdrawal signs may be mild or will not appear until seve, al
days after hospital discharge. The visual signs of drug exposure vary
from severe symptoms to milder symptoms of irritability and restless-
ness, poor feeding, and crying. Since these milder symptoms are nonspe-
cific, maternal drug use may not be suspected unless urine testing is
conducted.

Even when hospitals do cons’ ict urinalysis, drug use may go undetected
if drug concentrations within the body are too low. Urinalysis can only
detect drugs used within the past 24 to 72 hours. According to recent
studies, hair analysis and meconium analysis, two testing methods for
detecting drug use, have advantages over urinalysis because they are
more accurate or can detect drug use over a longer period of time after
drug use has occurred.**’ One of the studies, conducted at a large urban
hospitat in Detroit accounting for over 7,000 births annually, used
meconium analysis to detect drug use during pregnancy.® Preliminary
results revealed that 42 percent of infants were found to be drug-
exposed in 1989.° However, the hospitals in our review that conducted
testing for drug exposure relied exclusively on urinalysis.

When an infant does not show signs of drug withdrawal or the mother
does not self-report drug use, a physician may consider other factors as
presumptive of drug exposure during pregnancy and recommend that
drug testing be conducted. Such factors or characteristics have been
found to occur more often among drug-exposed infants than infants not
exposed to drugs and include (1) inadequate prenatal care (defined as
four or fewer prenatal care visits for a pregnancy of 34 or more

5 Meconium ts the first 2- to 3-days’ stool of & newborn infant

“Karen Graham and others, * Determination of Gestational Cocaine Exposure by Har Analyss,”
Journal of the American Medical Association, Yol 262 (Dec 15, 1989), pp 3328-30

"Enrique M Ostrea, Jr, Amm\e&udyorwprwmmwAmmm
Women lts Impsct on Y Ry

(July T, 98D, preliminary report )

"Ostres, A Prospective Study of the Prevalence of-Drug Abuse Amcng Pregnant Women

*The 42 percent of births identfievd a3 drug exposed using meconium testing compares with 8 percent
dentified based on the mother’s self -reporting drug use
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The Numbes of Drug Exposed Iafasts May Be
Sertoualy Undevestinaied

weeks),'* (2) low birth weight (defined as less than 6 6 pounds), and (3)
low gestationa) age or prematurity (defined as less than 38 weeks) ' ¢!
(See table12)

We were able to obtain data from 8 of the 10 hospitals in our review on
the degree to which infants had these charactenistics We identified an
estimated 4,391 infants with two or more characteristics of possible
drug exposure The last column of table | 2 shows the number of infants
with two or more drug-exposure indicators who were not tested for drug
exposure at the 9 hospitals where we obtained data We estimate that at
these hospitals dunng 1989, there were 2,781 potentially drug-exposed
infants who were not tested, based on our review of hospital medical
records

“lnatitite of Medicine Infant Desth An Maternal Risk and Health Care Contrasts tn
Health Skatus o¢ DM Kemner, Vol IT‘WAA%ﬁC Radonal Academy of Sdences. TV7Y) pp
e

' 'Gestatonal age refers Lo the period of ume normally 40 weeia. from conceptaan to an Ifant's
trth

' Maternal demograptuc charactenstcs and SOC0ECONOmMsc status effect birth outcomes Infant mor-

tality and low burth weygiX rates are higher for young uneducsted unmarmied nan white women
with Wmited Nnancial resources
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The Number of Drug Exposed Lafasts May Be
Sericust) |'nderestimated

Tobie 12 € Nummber of Inf S —

With indicators of Possibie Drug No of intats with
Exposurs Not Teeted in Nine Kospitais. Lessthan§ Buthworm  Gestational Two
1909 pronatal L thah  age less than o more
Locstion Mosphtsl el [ XY 38 wooks sk lackre
Bostor
1 & 563 682 478
2 . ' !
Checago
1 340 299 %y Fasld
Py e ‘X 574 '23
LOS Angeies
* 513 17¢ 01 176
2 AP 335 801 441
teewn YOrh
. ‘26 83 459 242
2 4 9”7 514 209
San Antono
1 B4 £ 310 580
2 "6 335 643 275
Totsl 3616 240 5614 2,791

e CIuGed womer wiit pregnancies of 32 (r fewer weeks howe & ey oM ised B wmal portor
of ™he saMpIes Drths ranQing Forr J 10 11 percer’ of e sampies 8’ ine ¥ hosptah

POata wore N0’ pvaiabie 1 Mg hosOrta: 1o make the Ay s

We also found that some hospitals where we 1dentfied low percentages
of drug-exposed infants tended to have high percentages of infants with
two or more indicators of possible drug exposure who were not tested
(See table I 3 ) For example, one hospital tested no inifants with these
indicators of possible drug exposure, this hospital also had the fewest

(1 3 percent) estimated drug-exposed infants
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Sertomely Underestimated

Tabie 1.3: Percentage of infants With Two
or More indicators of Possibie Drug
Exposure Who Were or Were Nol Tested
snd the Percentage of Drug-Exposed
Infants st Nine Hoepitals

Fugures sre percentages

CtyMospits: Toried  rotvered 0 Vrems
Boston ’ ’ )
' 1" 8 T 12
Chicago ’ T
) 31 69 181
2 61 39 a7
Los Angeies T
1 78 22 148
2 2 n Y
New York ) T
1 40 60 127
2 46 54 118
San Antono '
1 9 91 S
2 0 100 13

In our interviews with hospital officials at 10 additional hospitals that
predominantly serve privately insured patients in these five cities, we
found that one-half of the hospitals did not have a protocol for identi-
fying drug use during pregnancy. Some hospital officials estimated drug-
exposed infants represented less than 1 to 3 percent of births at their
hospitals. Therefore, they did not cunsider prenatal drug exposure to be
serious enough to warrant implementing a drug testing protocol.

Omne recent study found, however, that illicit drug use is common among
women regardless of race and socioeconomic status. This study anony-
mously tested for drug use among women entering private obstetric care
and women entenng public health clinics for prenatal care and found
that the overall incidence of drug use was similar among both groups of
women (14 8 percent overall, 16.3 percent for women seen at public
chinics, and 13 1 percent for those seen at private offices).”

ira d Chasnoff. Harvey J Landress, and Mark E Barrett, “The Prevalence of [t Drug Use or
Alcohol {'se Duning Pregnancy and Dyscrepancies in Mandatory Reporting in Pinellas County,
Ponda,” The New England Journa) of Medicine, Vol 322 (Apr 26, 1890), pp 120206
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Drug-Exposed Infants Are Likely to Have
Costly Health Problems

Infants prenatally exposed to drugs are more likely to need more med-
ical services than infants whose mothers did not use drugs during preg-
nancy. It is more common for drug-exposed infants to be born
prematurely and have low birth weights. They ere more likely to have
medical ccmplications and longer hospitalizations resulting in higher
hospital charges. Median hospital charges for drug-exposed infants were
up to four times greater than for nonexposed infants.

Drug-Exposed Infants
Are More Vulnerable
at Birth

Because drug-exposed infants are born with significantly more medical
problems, they experience more expensive hospitalizations. The most
frequent effects of drug exposure on infants are low birth weight and
prematurity. Comparing drug-exposed infants with those with no indi-
cation of drug exposure at 4 hospitals, we found differences in prenatal
care received, birth weight, gestational age, intensity of care, and hos-

pital length of stay.!

The proportion of infants born to drug-using women receiving inade-
quate prenatal care ranged from 28 to 70 percent of births compared
with 8 to 34 percent of births to women who did not use drugs and
received inadequate prenatal care. (See fig. [1.1.)

'Of the 10 hospitals we reviewed, 4 had & 10-percent or higher incidence of infants born drug
exposed. At these hospitals we had & sufficient number of cases with which to conduct more detalled
analysis of the differences between hospital charges and other characteristics of drug-exposed
tnfants and thase not exposed to drugs.
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Drug-Expased Infants Are Likely to Have
Costly Health Problems

Figure il.1: Mothers of Drug-Exposed
Intants Are More Lik#ly to Odtain
Inadequate Prenatsl Cere
(Companson st 4 Hosprtals)

Eatimated percent of infants born te Mothers receiving inadequale prenstsl care
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Low birth weight, defined as weighing less than 5.5 pounds, is a major
determinant of infant mortality and places the survivors at increased
risk of serious illness and lifelong handicaps. We found significantly
higher percentages of drug-exposed infants weighing less than 5.5
pounds than those born to women not identified as using drugs during
their pregnancy. In fact, the proportion of drug-exposed infants of low
birth weight was at least twice as great as infants not identified as drug
exposed. The rate of low-birth-weight infants ranged from 26 to 31 per-
cent among drug-using women and 4 to 11 percent for women not identi-
fied as using drugs. (See fig. [1.2.)
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Drug-£xposed [afants Are Likely to Rave
Costly Health Problems

Figure 11.2: Orug-Exposed infants More
Often Have 8 Low Birth Weight se
Compersd With Nonexpoeed infants
(Companson st 4 Hospitals)

36 Estimated percent of low bvth weight infents
»
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Infants are typically born 40 weeks after conception. Those born before
38 weeks are considered premature. Premature infants are frequently
handicapped by physical limitations, which vary depending on the
degree of prematurity. These handicaps may lead to increased mortality
and morbldity. Generally, we found that drug-exposed infants were
about twice as likely to be premature as infants not exposed to drugs.
(See fig. 11.3.)
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Appendix II
Drug Exposed Infants Are Likely 10 Have
Costly Health Probiems
Figurs I.3: Drug-Expoeed Infents Are R
mmﬁw Promaturely Than Esthmeted parcent of inderia barn premeturely
(Comparison at 4 Hospitals) ®
44
«©
]
1
L4 .
»
1%
"
]
L]

) 3 3 L}
Hoaplale

lwm
R o ot onsted s arg exomes

Finally, at two of the four hospitals, a significantly greater percentege
of drug-exposed infants needed intensive care services during their hos-
pital stay. Drug-exposed infants were also more likely than those not
identified as drug exposed to remain in the hospital for 6 or more days.

Hospital Charges Are
Higher for Drug-
Exposed Infants

The health problems of drug-exposed infants and their longer and more
complicated hospitalizations are often reflected in higher hospital
charges. We were able to compare hospital charges between drug-
exposed infants and infants with no indication of drug exposure in their
medical records at three hospitals.z As shown in figure 11.4, hospital
charges for drug-exposed infants were up to four times greater than
those for infants with no indication of drug exposure. For example, at
one hospital the median charge for drug-exposed infants was $5,600,
while the median charge incurred by nonexposed infants was $1,400.

2At 1 of the 4 hospitals, however, separste hospital charges for mothers and infants were not
available.
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Appendix I
Dyug Exposed Infants Are Likely to Have
Costly Health Probiems

Figure H.4: Drug-Exposed Infents incur

(Compenson at 3 Hospitals)
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Over $14 million was spent on the care of drug-exposed infants at 3 hos-
pitals where we were able to obtain data. (See table [1.1.) Hospital
charges for drug-exposed infants at these hospitals ranged from $455 to
$65,326.

Because more than 50 percent of patients received public medical assis-
tance in 7 of the hospitals in our study, a large part of these costs was
covered by federal assistance programs.

Table I1.1: Estimated Hospital Charges
for Drug-Exposed infants at Mhvee
Hospitais in 1909

Estimated no. of Mea £ timated totel
Hospital dng-e infants ehlrgz hospital charges
1 1,187 $6.914* $8,206.918
2 T 400 8,939 3575 600
sy 440 6,520 2868800
Totd 2,027 $14,851,318

The chasges 8t tns hosprial are based on a flat per diem rate and. Iherefore. may be underestimaled
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Iafants Are Likely to Have
Costly Health Problems

= Although the long-term physical effects of prenatal drug exposure are
not well known, indications are that some of these infants will continue
to need expensive medical care &s they grow up. Because of the uncer-
tainty of the long-term consequences of prenatal drug exposure, future
medical costs of caring for these children are unknown.
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Appendix 111

Prenatal Drug Abuse Has Increased Demand for
Social Services

State, city, and hospital social services officials unanisnously reported to
us that parental drug abuse has created additional demands on the
social services system. These demands include the need for foster place-
ments for the infant upon discharge from the hospital. They also include
investigations of drug-related neglect and abuse that in some cases
result in the child's removal from the home. Additionally, studies have
shown that some drug-exposed infants will suffer long-term medical and
psychological effects from drug exposure. These problems may lead to
learning disabilities, causing higher school drop-out rates and eventual
unemployment.

_ We found that drug-exposed infants were significantly more 'ikely, com-

Ma'ny Dmg EXDOSQd pared with infants not identified as drug-exposed, to stay in the hospital

Infants Enter Foster after thelr mother was discharged. While these longer stays were prima-

Care rily attributed to medical reasons, some hospital officials stated they are
experiencing a growing number of infants staying in the hospital for
nonmedical reasons. Commonly called ‘‘boarder babies,” the parents or
relatives of these infants are often not willing to accept the baby or, in
other cases, social service workers have determined that the home envi-
ronment is not acceptable for the infant because of parental drug abuse.
Officials from 6 of the 10 surveyed hospitals stated that their hospitals
were experiencing increased demands for services for boarder babies.

In addition to providing services to boarder babies, social service agen-
cies must also provide services to drug-exposed infants referred by hos-
pitals. In three cities that are required by state law to refer drug-
exposed infants to child welfare authorities the number of infants
referred during recent years has increased dramatically. In New York,
referrals increased by 268 percent over the 4-year period 1986 to 1989.
For approximately the same period, referrals in Los Angeles increased
by 342 percent and in Chicago, by 1,736 percent.!

For infants who do not leave the hospital with their mother, additional
costs are incurred in foster care services. At 3 of the 4 hospitals, 26 to
58 percent of drug-exposed infants were in need of foster care. In con-
trast, only 1 to 2 percent of infants born to a mother with no indication
of drug use required foster placement. At the fourth hospital few
infants were placed in foster care. (See fig. I11.1.)

iTexas officials old us that their state does not have & legal requirement that drug-exposed infants
be reported, and tn Messachusetts officisle ssid that until 1990 cocaine-exposed infarks did not have
o be reported.
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Preny tal Drug Abuoe Has Lacreased Demand
for Social Services

Figure 111.1: Drug-Exposed Infents Are
More Likety 10 Be Admitted to Foster
Care Than None1posed infants
{Companson a1 4 Hospitals)
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Although we could compare drug-exposed infants to infants not identi-
fied as drug exposed at only 4 hospitals, we were able to estimate the
number of drug-exposed infants entering foster care at 9 hospitals. At
these 9 hospitals, the cost of providing basic foster care for 1 year to
1,194 infants, would be over $7.2 million. Basic per capita foster care
costs in the cities in our survey ranged from $3,600 to $5,000 annually;
specialized foster care, which includes homes that provide some medical
monitoring or group residential facilities, may cost between $4,800 and
$36,000.

Number of Child Abuse
and Neglect Cases
. Increasing

Because drug-exposed infants are often born with special problems,
they may be more difficult to care for even under the best circum-
stances. Some of these children are placed directly from the hospital into
foster homes where the foster parents are often unaware of the chil-
dren’s problems and are not trained to care for their specialized needs.
Others return home to families that have trouble providing adequate
care because, in many instances, drug abuse continues to dominate
family life.
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Prenatal Drug Abuse Hes increased Demand
for Social Services

38-007 0 - 91 -5

A drug-exposed, low-birth-weight infant may be irritable, cry exces-
sively, have difficulty bonding with the mother, and have problems
feeding. Many drug-v'sing mothers may be compromised in their ability
to interact with their infant or to understand and respond to their
infancs’ basic needs. Many of these women also have health and emo-
tional problems. The combination of the infant’s and the mother's
problems place the infant at high risk for child abuse and neglect.

An indicator of a chaotic and dangerous home environment is the extent
to which the social services system is called on to intervene to protect
children from the drug-abusing lifestyles of their parents. Child welfare
services officials from the five cities we visited stated that they are
investigating more drug-related cases of child abuse and neglect each
year. Many of these investigations result in foster care placement specif-
ically for children under the age of 2. Child welfare officials in San
Antonio told us that 40 percent of all referrals rade to child protective
services involve drug or alcohol abuse in the famity. In Los Angeles, up
to 90 percent of referrals involved substance-abusing families.

The Massachusetts Department of Social Services reports a higher-inci-
dence of severe injurtes to young children and more families where the
use of drugs and alcohol is being identified as a precipitating factor in
family violence. In 1989, the department conducted a study to determine
the association of drug and alcohol use with child abuse and neglect.?
The study found that illicit drug or excessive alcohol use was a factor in
64 percent of case investigations. Cocaine use was found to be signifi-
cantly associated with child neglect. Neglect was defined as a tack of
supervision, food, clothing. medical care, and othei necessities. In the
most severe cases there were reports of no food, milk, or diapers tn the
house; medical neglect to the extent of nontreatment of serious and
acute injuries and illnesses; extremely dirty living quarters; and an
absence of care and supervision for children under the age of 6.2

Hospital officials also told us tha* they are seeing an increasing number
of young children from drug-abusing families admitted to the hospital
because they suffered neglect or maltreatment at the hands of someone
on drugs. Officials described various incidents of children dying due to

“Julia Herskow 1tz and others. “Substance Abuse and Famuly Violence, Fart {1, Idenufication of Drug
and Alcohol Usage Dunng Child Abuse Invesugations in Boston ™ (Massachusetts Department of
Social Services, June, 1989)

IHerskowiz, pp 48
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physical abuse or a drug overdose from inhalation or ingestion of crack
cocaine.

Foster Care Placements
Increasing

Drug-Exposed Infants

Are Vulnerable to
Developmental
Problems That May
Affect Learning

A high proportion of child protective service investigations of abuse or
neglect involving drug abuse results in foster care placement. In fact, the
estimated nationwide demand for foster care has increased by 29 per-
cent from 1986 to 1989. In 1989, 360,000 children were estimated to be
in foster care across the country. Much of this increase is attnbuted to
substance abuse in families.

According to social service officials in the five cities we visited, family
drug-abuse problems are a contributing factor in the placement of chil-
dren in foster care. In New York, a review of a statewide random sample
of foster care children found that 67 percent of these children came
from families allegedly abusing drugs.

Foster care placements have increased substantially for children under
the age of 1 and 2 in the states we visited. Social service officials attri-
bute this in«rease to drug-abusing families. In Massachusetts, the
number of children under age 2 admitted to foster care increased by 73
percent over the past 2 years. In New York City, children under age 2
accounted for 36 percent of foster care admissions in 1989. In Illinois,
infants younger than 1 year old in foster care increased 284 percent
from 1885 to 1989.

Because the demand for foster care has increased nationwide, concerns
have been raised about the social services system's ability to respond to
the needs of drug-abusing families. Specifically, problems have been
identified regarding the availability of foster parents who are willing to
accept children who have been exposed to drugs, the quality of foster
care homes, and the lack of supportive health and social services for
families who provide foster care to these children.

Definitive information about the future of drug-exposed infants does not
exist. The oldest of drug-exposed infants in strict clinical trials designed
to examine the long-term physical effects of prenatal drug exposure,
such as developmental deficiencies, are under the age of 3. In addition,
long-term studies of drug-exposed children have not adequately con-
trolled for the amount of drug use, the intensity or frequency of use, or
the type of drug used. Nor have studies indicated when drugs were used

during the pregnancy.
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Results from studies to date indicate that the symptoms wiil vary among
drug-exposed children. Some children show few symptoms after the
drugs leave their system and others are expected to show neurological
symptoms throughout their lives. Consequently, the needs of these
infants will vary—from greater assistance and intervention for some, to
lesser assistance for others.*

Recent studies and surveys of neonatal programs suggest that some
infants will suffer from central nervous system effects, including
neurobehavioral deficiencies.® Resei hers have reported that some
infants identified through urine screens as positive for cocaine had suf-
fered hemorrhages in the areas of the brain responsible for intellectual
capacities.s’

Observations of toddlers born to drug-using mothers imply future edu-

cational problems based on these children’s d:fficulties with concentra-
tion and learning. Research at the University of California at San Diego
showed that

26 percent of drug-exposed children had developmental delays, and
40 percent experienced neurologic abnormalities that might affect their
ability to socialize and function within a school environment.

The study also found that as these children grew older their abilities did
not develop normally in the dimensions of language, adaptive behavior,
and fine motor and cognitive skills.

A school environment that is poorly prepared to respond to the develop-
merntal disabilities of these children may allow them'to go unresolved.
As an increasing number of drug-exposed children reach school age, this
problem should become more evident. One test of this may occur next

‘Richard P. Barth, “Educational Implications of Prenatally Drug Exposed Chudren,” Social Work in
Education, in press —

SHallum Hurt, “Medical Controversies in Evaluabion and Management of Cocaine Exposed Infants™
(1939), pp 34

SDrborah A Frank, Briefing for the Comptroller General of the U'rutad States. Baston City Hospatal,
February 24, 1990

7Suzanne D Duon. “Effects of Transplacental Fxposure 10 Cocaine and Methamphetamune on the
Neonate™ The Western Journal of Medicine (Apr 1989). pp 43642

*interview with Suzanne D Dixon, Director of Well Baby Cliruc, Uiy ersity Medwal Cenle., Uruver-
a1ty of Califorrua at San Drego, February 14, 1990
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year when a large number of children born to th: carly wave of crack
cocaine users will reach kindergarten age

One researcher has estimated that 42 to 5 percent of children exposed
to drugs and alcohol will require special e:tucational services ' The
degree of services needed and their cost wall vary depending on the
severity of impairment. For example, the Los Angeles Unified School
District began a pilot program in 1887 for mildly impaired preschool
children prenatally exposed to drugs. The cost of providing the enriched
school environument provided in the pilot program is approximately
$17,000 a year per child. At least one comprehensive estimate, devel-
oped by the Florida Department of Health and Rehabilitative Services,
indicates that total service costs for each drug-exposed child that shows
significant physiologic or neurologic impairment, to the age of 18 years,
wil! be $750,000.

Judy Howard, mt«mwmwwm Fact sheet
presentad to the California Legialative Ways and Means C
cationat FPedruary 23, 1080
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Lack of Drug Treatment and Prenatal Care
Contributing to the Number of Drug-
Exposed Infants

Many women are unaware of the effects of drugs on the health of their
infant Other women are aware of the consequences of drug use and
would Iike to stop their addictive behavior. However. their efforts to get
help may be unsuccessful due to insufficient drug treatment capacity. In
addition, there are many barners blocking access to basic health ser-
vices and drug treatment for drug-abusing pregnant women. One major
barrier is the fear women have that if they seek treatment they may be
incarcerated or their children will be taken from them.

The best way to prevent the problem of drug-exposed infants is to pre-
Lack of Tl:eatment for vent drug use among women of childbeanng age. Pregnant woman who
Drug-Addlcted use drugs should be encouraged to stop in order to reduce the potential
Pregnant Women problems associated with prenatal drug exposure. According to one
researcher, iIf women stop using cocaine before the third trimester the
risks of low birth weight and prematurity, which often require expen-
sive neonatal intensive care, are greatly reduced.!

Nationwide, however, drug treatment services are insufficient. A 1990
survey by the National Association of State Alcohol and Drug Abuse
Directors, Inc. (NASaDAD), found that an estimated 280,000 pregnant
women nationwide were in need of drug treatment, yet less than 11 per-
cent of them received care. Hospital and social welfare officials in each
of the five cities in our study also told us that drug treatment services
were insufficient or inadequate to meet the demand for services for
drug-addicted pregnant women.

In addition to insufficient treatment, some treatment programs deny ser-
vices to drug-addicted pregnant women. A survey of 78 drug treatment
programs in New York City found that 64 percent of them denied treat-
ment to women who were pregnant. One of the primary reasons that
programs are reluctant to treat pregnant women relates to issues of legal
liability. Drug treatment providers fear that certain treatment medica-
tions and the lack of prenatal care or obstetrical services at the clinics
may b.ve adverse consequences on the fetus and thereby expose the
providers to legal problems.

Many programs that provide services for women, including pregnant
women, have long waiting lists. Treatment experts believe that unless

'Deborah A Frank, Boefing for the Comptroller Genera! of the United States, Boston City Hospital,
February 24, 1990

“The report did not reveal the extent to which these women sought trestment
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women who have decided to seek treatment are admitted to a treatment
facility the same day, they may not returm. However, women are rarely
admitted on the day that they seek treatment. One treatment center in
Boston received 450 calls for detoxification services during a 1-month
period. The callers were told that no slots were available and that it usu-
ally took 1 to 2 weeks to be admitted. They were also instructed to call
back every day to determine if a slot had become available. Of the 460
callers that month, about one-half never called back and about 160 were
eventually admitted to treatment.

Many other barriers to treatment exist. Historically, treatment programs
were designed to treat the addiction problems of men. Thus, many pro-
grams are not tailored to meet the needs of pregnant women. For
example, pregnant addicts we interviewed told us that because they had
other children the lack of child care services made it difficult for them
to seck treatiment. Pregnant addicts may have additional needs, such as
prenatal care and parenting, educational, and nutritional guidance, that
are not provided in most treatment programs.

Another barrier to treatment for women is their fear of criminal prose-
cution. Drug treatment and prenustal care providers told us that the
increasing fear of incarceration and loss of children to foster care is dis-
couraging pregnant women from seeking care. Women are retuctant to
seek treatment if there is a possibility of punishment. They also fear
that if their children are placed in foster care, they will never get the
children back.

Many health professionals believe that comprehensive residential drug
treatment, including prenatal care, is the best approach to helping many
women abstain from using drugs during pregnancy and assuring that
the developing fetus has the best chance of being born healthy. Restden-
tial treatment allows for several needs to be ad..ssed at the same time,
thus reducing problems of fragmentation and inaccessibility of services.
For example, the interconnected problems of homelessness, substance
abuse, maternal and child health, and parenting are addressed in the
few residential programs that exist. In addition, these programs limit
access to drugs and remove women from the environments in which
they became dependent.

However, residential treatment programs for women are scarce. [n Mas-

sachusetts, residents have access to only 16 residential treatment slots
for pregnant women in the entire state. Social service officials at one
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California hospital expressed their frustration with the lack of residen-
tial drug treatment programs and other programs that could provide a
stable environment to a pregnant addict. When they are unable to place
drug-addicted pregnant women in residential treatment they try alterna-
tives, including battered women shelters or even nursing homes.

Prenatal Care
Improves Birth
Outcomes

When both drug treatment and prenatal care services are provided for
drug-addicted pregnant women, the results are dramatic. The three
basic components of prenatal care are: (1) early and continued risk
assessment, (2) health promotion, and (3) medical and psychosocial
interventions and follow-up. One intervention program reported a sig-
nificant drop in low-birth-weight babies born to drug-abusing mothers
who had been provided with drug treatment and prenatal care.? The
incidence of low birth weight among infants born to drug-abusing
mothers receiving such care dropped from 50 to 18 percent.

Early and comprehensive prenatal care is associated with lower rates of
infants borm with low birth weight. Our work and that of others showed
that the incidence of low birth weight among drug-exposed infants is
high. Low birth weight is the most significant factor in determining
infant death and disability as well as higher health costs. Prenatal care
increases the chances that healthier infants will be born.

Prenatal care is a cost-effective program. The Office of Technology
Assessment estimates that for every low-birth-weight birth averted by
earlier or more frequent prenatal care, the U.S. health care system saves
between $14,000 and $30,000 in short- and long-term health care costs
associated with low birth weight. These savings are great compared
with the average cost for professional services associated with prenatal
care that can run as low as $5600.

According to the National Commission to Prevent Infant Mortality, the
barriers to accessing prenatal care are formidable, including financial,
policy, system, provider, and patient barriers. In addition, others report
that drug-addicted pregnant women refrain from seeking prenatal care
because they fear that punitive actions will be taken if they are found to
have used or abused drugs during pregnancy. Several hospital and

Loretta P. Finnegan, M D, Executis e Director of Famuly Center, Professor of Pediatncs and Pro-
fessor of Psychuatry and Human Behavior, Jefferson Medical College of Thomas Jefferson University,

Pruladeiphia, Puwy!vm‘l‘%‘ ﬁh(mw&mmm% quxﬁ;!‘:s%w
Alcohotism, Committee on uman rces, Uni \ .
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public health officials believe that punitive actions, such as incarcera-
tion of drug-abusing pregnant mothers, have a negative impact on the
lives of these women and their children.

Hospital officials told us that in addition to not seeking prenatal care,
some women are now delivering their infants at home in order to pre-
vent the state from discovering their drug use. An example was given of
one mother who delivered her baby at home and subsequently called the
hospital for medical advice because the infant had become very sick.
The mother was finally persuaded to bring the infant into the hospital.
The consequent care of this baby was very costly.
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Percentage Distribution of Infants Exposed to
Drugs, Including Cocaine

Figures are parcentages
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Page 40 GAO, HRD-$O 138 Drug Exposed iafants



Appendix VI

134

Objectives, Scope, and Methodology

‘T'o develop a national estimate of drug-exposed infants we obtained data
from the National Hospital Discharge Survey conducted by KHs's
National Center for Health Statistics for the years 1880 to 1888. The
Nationa! Hospital Discharge Survey is based on an arnual survey of a
representative sample of U.S hospitals. The survey collects information
on the diagnoses associated with hospitalization of adults and newborns
in all nonfederal short-stay hospitals. Newborn discharge data for 1986
and 1988 were used to calculate national estimates. Data before 1986
were considered nonreportable due to & small number of sample cases of
newborns with a drug-related discharge diagnosis.

To determine the extent of drug-exposed infants we reviewed medical
records at 2 hospitals in each of five cities—Boston, Chicago. [os
Angeles, New York, and San Antonio. Mostly located in the inner city, 8
of these hospitals serve a high proportion of low-income patients likely
to need federal assistance and supportive services The remaining 2 hos-
pitals did not serve a high proportion of low-income patients, but
received referrals from other hospitals in their respective cities of
potentially complicated births, including drug-using pregnant women
Our review of medical records at the 10 hospitals (2 hospitals in each of
these cities) covered a representative sample of 44,655 births in 1989,

Hospital Selection
Criteria

Our hospital selections were based on a high incidence of births per year
and the availability of a neonatal intensive care unit in addition to loca-
tion and numbers of Medicaid patients. Table VI.1 compares the number
of births at the hospitals we selected with other hospitals in the five
cities, and table V1.2 provides patient profile informatiorm for the
selected hospitals.

Tabie VI.1: Comparison of Births at
Hospitsls in GAD Study With Total Birthe
in the Respective Cities, 1088

A
—__ANhospltals

No. of Hospitaly in GAO study

hospitats with No. of No.of  Percentof sl
Chy dassinets births births birthe in city
Boston 5 19 500 4.969 255
Chicago 0 49168 7200 157
Los Angeles 21 813719 15231 199
New York 4 119,320 € 432 54
San Antonio 10 22061 933t CE
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Table VI.2: Profile of Patients at Selected
Hospitsls

Race __Inswrence status
.. Blsck  Hispanic Whhe Medicaid __ Privete
209 55 873 o T 599
T T e g7 20 T os4 T 30
570 34 18 “ g0 T 159
) 187 7 107 158 833
Los Angeles ' '
o T ’ 198 791 05 749 18
2 Toa3 832 90 86 13
New York
1 318 557 84 639 23
2 308 599 50 708 129
San Antonio
R 55 802 136 461 87
2 o 75 845 17 642 320

At these hospitals we conducted a detailed review of a random sample
of medical records of mothers and their infants who were born between
January 1 and June 30, 1989, to estimate the number of drug-exposed
infants.! We considered an infant to be drug-exposed if any of the fol-
lowing conditions were documented in the medical record of the infant
or mother: (1} mother self-reported drug use during pregnancy, (2) urine
toxicology results for mother or infant were positive for drug use, (3)
infant diagnosed as having drug withdrawal symptoms, or (4) mother
was diagnosed as drug dependent. We also interviewed hospital per-
sonnel to obtain their procedures for identifying drug-exposed infants.

To assess the medical and socia! impact of these births, we interviewed
hospital, state, and local social services representatives regarding the
impact of drug-exposed infants on the medical and socia! services sys-
tems. In our discussions with these officials we also determined the
extent to which drug-addicted pregnant women are receiving drug
treatment.

At each of 9 hospitals. we randomly selected 40 mothers’ medical records and the corresponding
medical records for their infants At the B hospitals the percentage of medical recosds unavailable for
review ranged from less than 1 to 7 pervent At the tenth hospital, we dxd not review medical records
but received a data tape with informatna on all births cccuning duang Lhe first 5 mornths of 1839
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We also interviewed officials at 10 additional hospitals in these cities to
determine the extent of drug-exposed infants at these hospitals. These
hospitals serve predominantly private-pay clientele. We did not review
medical records to determine the extent of drug-exposed infants st these
hospitals.

To gain further insight as to the consequences of maternal drug use, we
interviewed leading drug treatment experts, neonatologists, researchers,
social welfare officials, and drug-addicted pregnant women. We also
reviewed research conducted to determine the incidence of drug-exposed
infants and the effects of drugs on the health of mothers and infants.
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PREPARED STATEMENT OF SENATOR BiLL BRADLEY

Mr. Chairman, as a member of the National Commission to Prevent Infant Mor-
tality, I have been deeply involved in the problems of infants and children in this
country. For the past three years, we have taken several important steps to address
a problem that can only be characterized as a national disgrace. More children die
in this country before the age of one than in 20 other industrialized countries in the
world. Many others are born low birth weight and with significant disabilities that
will hamper their abilities to realize their full potentials in life. Much of this misery
is preventable with early, adequate and coordinated prenatal care.

r. Chairman, I have been proud of our efforts in the Congress to remove signifi-
cant financial barriers to early, adequate and coordinated prenatal care through the
Medicaid program. Last year, we also began the task of breaking down other, non-
financial barriers to preventive prenatal care. We started the process of developing
an effective Maternal and Child Health Handbook that can be used to educate
women about the growing life inside and the responsibilities for nurturing the child.
We tried to attack bureaucratic barriers by creating one-stop shopping p ams
and pushing home visitation as a strategy for reaching hard to reach women. Final-
}y. we attacked the problem of the lack of enough providers of care by taking the
irst stﬁf to insure adequate reimbursement for services.

But Mr. Chairman, with all these efforts, the task of improving the care we deliv-
er to women and their children and the challenge of dealing effectively with the
unconscionably high infant mortality rates in this country, will not be an easy one
to meet. Drug abuse during pregnancy, both of legal and illegal substances, pose a
roblem to those who strive to make progress. Cigarette smoking contributes to at
east 25% of all low birth weight infants. The National Commission to Prevent
Infant Mortality has estimated that if all women were to stop smoking during their
p ancies, 10% of all infants dying before the age ¢f 1 would live. An estimated
40-80,000 babies are born each year with enough expcsure to alcohol to go through
alcohol withdrawal. Many develop growth and mental retardation as a result.

But the harmful effects of these legal drugs during pregnancy has been quickly
overshadowed lately by the enormous problems faced by infants exposed to the host
of illicit drugs that have become ‘po‘rular in America. Crack (cocaine), ice (metam-
phetamine), snow (heroine), angel dust (PCP) and smoke (marijuana) all present

tent threats to the well being of the mother and the innocent child exposed. In

988, an estimated 5 million women, 9% of American women of childbearing age
admitted to using an illegal drug. One million women admitted to using crack/co-
caine. It i8 no wonder that our foster care system is overwhelmed, our hospitals are
full of crack exrosed children who have no where to go, and family structures that
have traditionally been important supports are beginning to crumble.

I welcome the opportunity to hear from this distinguished panel. I hope to hear
not only descriptions of the magnitude of the problem, but also effective strategies
that we may adopt for dealing with these problems.

PREPARED STATEMENT OF SENATOR JOHN H. CHAFEE

Mr. Chairman, I commend you for holding this hearing on “Crack Babies.” I hop>
this hearing will help us learn more about the effects of “crack” cocaine on so many
of our children, both from health and development perspectives.

The future of our country depends on how well we educate and care for our chil-
dren. Our children be physicaliy and mentally prepared to not only keep America
economically competitive, but also must be able to provide a safe and stable environ-
ment for their own children.

We cannot ask our children to keep the American dream alive if we don't give
them a fighting chance to reach their full potential. We must plan for the future by
taking a good hard look at the status of our children todaf'.

I am fearful that we are raising a generation of childre 1 composed in part of
younguters ill equffped to form familial bonds, to be receptive to formal and infor-
mal education, and to lead successful and productive lives. I am referring to “‘crack
babies’” and other children afflicted with FPetal Alcohol Syndrome or other diseases
caused by the alcohol or drug use of a pregnant women.

Ve cannvot afford to lose these children. Nor can we can we continue to witness
more crack babies being born without making every possible effort to provide proper
prenatal care to low-income women and drug treatment whenever necessary.

Why do eleven percent of pregnant women in America expose their children to
drugs. We must understand what causes these women to place their drug addition
before the life of their child. Only if we know the causes can we help prevent chil-
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dr::t 3fret unborn from having to face the problems that these drug-exposed babies
m ace.

We must also determine what problems the 375,000 children affected by prenatal
drug use have, and how we might best help them develt:}) beyond their physical or
mental limitations. We have the technology to save the life of an infant born weigh-
ing one pound. Yet, we don’t have the social services in place to support them once
they leave the pediatric ward.

Of course, I am sure you all know that by approving S. 384, my Medicaid reform
legislation, we would be providing assistance to many of these crack babies because
they do have developmental disabilities. . . . But since I am sure that this Commit-
tee will be addressing S. 384 in the very near future, I will leave that discussion for
another day. . . . }

I am delighted, Mr. Chairman, that you have brought witnesses clearly knowl-
edgeable on this issue, most notably Secretary Sullivan. I look forward learning
more about how to prevent prenatal alcohol consumption and drug use, and also
how we might best be able to assist those children already affected.

Thank you Mr. Chairman.

PREPARED STATEMENT OF SENATOR CHRISTOPHER J. DopD

Mr. Chairman and distinguished members of the Committee, I appreciate the op-
rtunity to speak to you about a subject of much concern to me as Chairman of the
ubcommittee on Children, Family, , and Alcoholism. The plight of children

who are innocent victims ¢ s1hetance abuse draws from us many emotions, from
deepest pity to sharpest ang-r. It challenges our ability and commitment to reach
out to even the most troubled parents. I strongly believe, however, that our success
in responding to the problem will be measured more by our compassion than our
condemnation. This week I am introducing the ‘‘Children of Substance Abusers Act
of 1990” which is based on the principle that extending help early and providi
comprehensive health and social services is the best way to protect children an
preserve families.

Mr. Chairman, many children of substance abusers become visible to us only
when they enter the foster care system, an area about which I know you and this
Committee have much concern. I won't recite all the statistics about drug-exposed
infants. But testimony from my own hearings suggests staggering costs to society—
as much as $20 billion for infants born exroaed to cocaine in just one year. And
what of the children themselves? We are only beginning to glimpee what the future
holds for them. So far, research suggests a cluster of subtle developmental problems.
Head Start teachers tell me they already are seeing a pattern of behaviors including
short attention spans, delayed speech, and combative or exaggerated behavior that
can be traced to drug exposure.

The impact of substance abuse on children extends far beyond drug-exposed in-
fants. The National Committee for the Prevention of Child Abuse estimates that
675,000 children annually are seriously mistreated-by a caretaker who is a sub-
stance abuser. The abuse these children experience is more severe and the neglect
more complete than anything seen in the past.

I certainly do not have to tell this Committee about the alarming rise in foster
can: placements, fueled in many areas of the nation by substance abuse. And small
wonder, since the resources to preserve these families often do not exist. Drug and
alcoho! treatment programs tailored for women with children are acarce and society
has little understanding of the special supports these families need. We all recognize
that, sadly, some children must be removed from their homes. But it is tragic when
children must be removed because we as a society are unwilling to invest in certain
families, writing them off as unworthy of our support.

The “Children of Substance Abusers Act of 1990 will begin to make that invest-
ment. The heart of the bill is a Children of Substance Abusers, or COSA, program
that would provide $100 million for comprehensive services to children and their
families. This bill is unique in its extension of help beyond the perinatal period and
its inclusion of any child of a substance abuser. It thus provides a continuum of
health and social services ranging from parenting education to iatric care. A pri-
mary goal of the COSA program is to preserve families, but children cared for by
relatives, foster parents, and adoptive parents also are included. .

We cannot wait, however, until an infant is born addicted to reach out to at-risk
families. Thus, the COSA bill includes a $50 million home visiting program targeted
to pregnant women and women who are substance abusers. Home visitors provide
help ranging from information on parenting and child development, to a ride to the
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doctor’s office, to simply giving support and encouragement. These programs have
repeatedly been shown to work. A recent study in the medical journal Pediatrics
found that home visiting contributes to improved child health and maternal-child
interaction. Most important, the home visiting services, with the supportive services
in the COSA program, are first steps in building a continuum of services for chil-
dren and families. -

Other parts of the COSA bill strengthen provisions in the Alcohol, Abuse,
and Mental Health Block Grant directed at women. The bill doubles the block
grant’s set-aside for women, increasing .t from 10 to 20 percent. Finally, the bill re-
quires states to provide treatment on demand for pregnant women and women with
children or take steps to reach this goal.

I have spent a great deal of time over the past six months visiting comprehensive
treatment programs. I have talked with recovering substance abusers and profes-
sionals who work with them and their children. I have learned that parental sub-
stance abuse forces wrenching choices about the future of individual children and
their families. But one theme has echoed throughout. If we make the investment, if
we provide the services and the support and above all the hope, some of these fami-
lies—not all by any means, but some of them—will make it and be able to stay to-
gether. If we do not, then the chilling notion we hear more and more often of a
generation of children being raised in or?hanagea may well come true. And that
will be the most wrenching choice of all. I hope that our committees can work to-
gether to make sure this does not happen.

PREPARED STATEMENT OF CHARLES E. HAYWARD

Mr. Chairman, thank you for this op&rtunity to testify before you today. | am
Charles E. Hayward, Secretary of the Delaware Department of Services for Chil-
dren, Youth, and Their Families. I am here today on behalf of the American Public
Welfare Association’s National Council of State Human Service Administrators and
National Commission on Child Welfare and Family Preservation.

The American Public Welfare Association (APWA) is a 60-year-old nonprofit, bi-
partisan organization, representing the cabinet-level officials in the 50 states respon-
sible for administering publicly-funded human services, including the child welfare,
foster care, independent living and adoption assistance programs.

The National Commission on Child Welfare and Family Preservation was estab-
lished by APWA to assess the issues facing our nation's child welfare systems. Com-

of 26 members, we are a diverse group of administrators including cabinet
evel human service commissioners, local public welfare administrators, public child
welfare directors and APWA Board members. Qur charge is to propose legislative
and program recommendations to recast Federal law and state policies in light of
the new realities of child welfare.

Mr. Chairman, I want to thank you for your efforts on behalf of children and your
long-standing concern for society’s moset vulnerable children, those at risk of abuse
or neglect. Your attention to these children today is of special importance: simply

ut, the child welfare system in America is under siege. Last year, we received over

4 million reports of abuse and neglect—an increase of 118 percent since 1980. We
also placed more children in foster care than at any time since the early 1980s. In
fact, the number of children being placed in substitute care increased by 80,000 over
the last three years. By the end of 1989, 360,000 children lived apart from their par-
ents, with some children having no hope for being reunited with their families.

Many of the children coming into our care are different from those we saw just
five years ago. They are more troubled, more seriously abused, and far poorer. Their
lives have been damaged by drugs, sexual abuse, serious physical or mental heaith
difficulties, AIDS, and developmental disabilities. Persistent poverty governs their
lives. Over half the reports of child abuse and neglect—the largest single category—-
involve deprivation of necessities. From a policy perspective, providing adequate
food, shelter, health care, clothing and supervision i1s as much a matter of ‘‘wallet”
as it i8 a question of will.

are also to blame for the spiraling number of children being removed from
their homes. Children from families with drug and alcohol problems and babies and
infants with drug-addicted mothers are the most serious problem facing child welfare
agencies today. Available resources fall far short of meeting the challenge: these
families require more comprehensive services and more specialized skills than child
welfare agencies can offer today. Agency staff lack adequate training, medical infor-
mation, and access to drug treatment services for troubled families. Foster parents
lack adequate training, support services and reimbursement.
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The situation threatens to get much worse. The Ins r General recently con-
cluded that over 100,000 cocaine babies were born in the U.S. in 1988 and that by
the year 2000, there are likely to be from 500,000 to 4 million drug-exposed children.

though the majority of infants born ex to crack cocaine return home with
their birth mothers, there is a strong probability that a large number of these drug-
exposed infants will later require foster care or specialized services. Experience has
already taught us that these children cannot thrive in a home environment that
lacks special care. And the difficulty of caring for these children in these numbers
will confound an already exhausted pool of foster homes and parents.

Mr. Chairman, I’'m afraid that the country is not prepared for the problems these
children face, nor for the full magnitude of the problem they pose to all of us now
and in the future. One real challenge for policymakers and administrators at the
Federal, state and local level is the simple but critical lack of solid national infor-
mation on the effect of the current drug opidemic on the child welfare system. The
few national estimates we have vary widely and make it difficult for us to plan ef-
fectively to meet the crisis.

APWA recently conducted a national survey of state child welfare agencies to col-
lect statistical data on children referred to the child protective services system be-
cause of parental substance abuses and alcoholism. We found that many states do
not have the capacity in their current information systems to produce data in this
area, in part because of the newness of the drug problem.

We did collect some key statistical data from several large states—New York,
California, Illinois and Florida—significant because one out of every three children
in substitute care lives in New York or California. Overall, nearly two out of every
three children in care come from the 10 most populous states.

* In New York, for example, the child substitute care population has increased by
18,242 children or 66.3 percent in just two years, from an overall population of
27,504 in 1986 to 45,476 in 1988. By 1989, New York's substitute care population in-
creased another 21 percent to a total of 55,359 children.

Parental substance abuse was a significant factor: between FY 87 and FY 88, fa
rental substance abuse was the primary service need in 57 percent of the cases, while
parental alcoholism was found in 29 percent of the cases.

A preliminary finding of a study of placements in relatives’ homes under way in
New York shows that nearly 90 percent of the children now placed in the homes of
relatives came from families with some ‘'drug involvement.”

* In Illinois, the number of alleged child abuse/neglect reports increased by 32.7
percent between FY 86 und FY 88. The number of ‘substance affected infants’ in-
creased over the same period 408 percent. Although a small number of the confirmed
ngss ca'x;es. the proportion of infants in this category increased significantly as well,

y . rcent.

Illinois's child substitute care population also rose steadily over the same period
from 14,472 in FY 86 to 19,296 in 89, or 33.3 percent.

¢ In the state of California, the number of CPS reports increased 36.6 percent
from FY 86 to FY 88. During these same years, the number of children with paren-
tal alcohol or d dependency involved in CPS cases increased by 55,312 children
from 66,841 in 86 to 122,153 in FY 88—an 82.8 percent increase in three years.

The substitute care 3;>2<3’pulati¢>rl in California increased dramatically during this
period. There were 47, children in care at the end of FY 86, but by the su:umer
of 1989, the number rose to 66,763—an increase of 41.1 percent.

Although these numbers from large states are striking, this problem is a national
one. Although our overall numbers in Delaware are relatively small, th2re was an
increase in abuse and neglect reports of 30 percent between 1982 and 1988. We are
also greatly affected by what is happening in Philadelphia, where poverty and sub-
stance abuse are driving families ass)art. orty percent of Philadelphia children live
in poverty. Fifty-three percent of all births are to unmarried women. Philadelphia
city officials estimate that from 60 to 80 percent of their abuse and naglect cases are
substance abuse related. The Philade!phia Department of Human Services serves
27,000 children each year, 5,600 in substitute care. If the current trend continues
city officials estimate that by 1994 there will be 9,200 children in dependent: place-
ments—an increase of 165 percent.

Mr. Chairman, child welfare agencies were not designed, nor are they funded and
staffed, to be able to take on the task of solving the problems of poverty and drugs.
Currently, our state child welfare agencies provide only three services on a full,
statewide basis: child protective services involving family maltreatment, family
foster care, and special needs adoption assistance. Nevertheless, for some, we have
become the social agency of first resort. Families with problems, no matter what the
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source—whether it is unemfloyment, poverty, homelessness, substance abuse—are
ending up at the public child welfare agency.

America lacks a comprehensive social service system that provides necessary sup-

rt to families to help keep children and their parents together. Because families

ave nowhere else to go, child welfare has also become the agency of last resort:
when mental health, education, alcohol and drug abuse, or health agencies are
unable to provide needed services to children and their families, these families,
sooner or later end up in the gublic child welfare system.

A major reason public child welfare agencies have been unable to provide a com-
plete array of services to children and their families is the lack of resources. P.L.
96-272 held the promise of funding a full array of services, including prevention,
early intervention, in-home family-gased services, reunification and after care serv-
ices. But that Federal commitment never materialized; the promise was not kept.
Child welfare services, including child protection, foster care and adoption assist-
ance today are funded largeliy with state dollars.

Mr. Chairman, the state of New York will spend agproximately the same amount
for its child welfare program this year—about $1.4 billion—that the United States

overnment will spend for foster care in all 50 states and the territories. Together,

lifornia and New York will spend more than double what the Federal Govern-

ment spends for all child welfare services. Today there is no real national financial
commitment to child welfare.

APWA took a critical look this year at state plans undcr Title IV-B of the Social
Security Act. They represent the only existing source of aggregate information
about state child welfare service programs for the years since the passage of P.L.
96-272. The state plans are accompanied by annual child welfare expenditure esti-
mates that are, as far as we know, the only available source of child welfare expend-
iture data. Unfortunately, it has been six years since the Federal Children’s Bureau
has analyzed any state IV-B data and issued a report. To my knowledge, they have
never analyzed the expenditure data submitted by the states in their annual sum-
maries. We can only hope that HHS is gearing up to handle what will be an on-
sla::ght of new data from the mandatory foster care data collection system you spon-
sored in 1986.

The breakdown of state and local versus Federal expenditures for child welfare
may surprise you. According to summary data for 31 s.ates, excluding New York
and California, of the 33.5 billion that is expected to be spent on child welfare serv-
ices this year, the Federal government'’s share will amount to about 40 percent; the
largest burden—almost 60 percent—will fall to the states.

tate and local funds are expected to pay for 68 percent of all foster care mainte-
nance; 65.4 percent of all adoption services and programs; 57.2 percent of foster care
services; and 49.3 percent of all preventive and supportive services.

Of the total child welfare budget, Title IV-B will make ug( 4.1 percent of that
total; Title IV-E will account for 11.8 percent; and Title XX and other Federal
sources, will equal 26.7 percent.

We believe these numbers actually overestimate the Federal government’s contri-
hution because much of the Title Xg( dollars are actually spent on child care serv-
1ces. We will be submitting a report to the Committee shortly with our analysis of
the IV-B plans that will address this issue. But suffice to say, child welfare in the
United States is largely a state funded system.

In fact, administration funding requests for Title IV-E foster care and adoption
assistance programs during the past decade have been dismally inadequate. Al-
though Congress enacted Title IV-E as an entitlement program, legislative language
in the appropriations bill requires that annual appropriations be made to fund the
program. HHS has consistently underestimated the costs of the program in its budget
request to Congress. This budgetary practice has resulted in huge shortfalls to states
who have had to carry the costs of the Federal share of the program as well. At one
point in 1989, states were owed as much as $800 million. )

Title IV-B has also been severely underfunded. This program was to be the basis
for states to develop a service delivery system that covered the full array of services
needed by troubled families. Federal appropriations to states have been so small
that they can do little more than help meet the crisis in child protective services.

States use approximately 25 percent of Title XX funds directly for child welfare
and child protection services. Yet Title XX funding declincd in real terms by almost
$2.4 billion between 1978 and 1988, a reduction of 46 percent. If gou adjust for popu-
lation growth, the funding levels actual}y fell during this period by 51 percent.

Funding is certainly a critical issue for state child welfare agencies. Equally im-
gggant 12 the need for systematic reform of the child welfare system. We have
me little more than emergency rooms responding—as we will continue to do—to
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reports of child abuse and neglect. We are using our limited resources to provide the
most expensive treatment and intervention approaches in acute family crises. In
short, we are doing too little too late. We need to do more. The future of America’s
families is at stake. B

Mr. Chairman, we know what to do. We need to support our troubled families in
positive ways before a crisis occurs. We need to develop a social service system that
prevents child abuse and neglect; that keeps families from breaking apart; and that
supports families so that children need not be removed from their parents. Commu-
nities, as well as social services agencies, must be involved in providing families a
range of supports including appropriate health, mental health and educational serv-
ices. The goal of these services is to offer help before family crises occur.

We must fulfill the promise of P.L. 96-272 to provide child-focused family services
when a crisis does happen. We have seen intensive short-term interventions work
when caseloads are low and resources are flexible. Support for healthy family devel-
opment is an ideal and a goal, and one that can be achieved with adequate Federal
support. Seventeen states already have family preservation services of one type or
another and many more expect to begin implementing programs over the next few
years. We must also fulfill the promise of being able to provide our children in
foster care with the necessary supports to assure their healthy development as pro---
ductive citizens.

This fall APWA will release its preliminary recommendations for major child wel-
fare reform. The proposals will stress the importance of providing surport.s to fami-
lies not on? when they are in acute crisis—as our present child welfare system at-
tempts to do—but before family crises occur. It will propoee a model designed to
strengthen family life—when a familf' has problems and when a family simply
needs help with child rearing. The goal of thia model will be to help families main-
tain stability and permanence.

Thank you. I will be happy to answer any questions you have.

PREPARED STATEMENT OF RICHARD I. LOWENSOHN

Mr. Chairman and Members of the Cominittee: My name is Richard Lowensohn. I
am the Chief of Obstetrics at the Oregon Health Sciences University, where I'am an
Associate Professor. I am the director of the Substance Abuse Family Evaluation
(SAFE) Clinic for treatment of substance abusing pregnant women, located at the
University, and am the Chair of an Oregon task force which has been examining
this issue for the past year and a half.

My testimony wil deal with the approach used by our clinic and our results, its
value a8 a model for use in other settings, and then with the cost of such care and
funding issues.

Substance abuse has increased in Oregon, as with the rest of the country. Last
year 532 infants were referred at birth to Children's Protective Services due to drug
abuse, up from 65 infants in 1984—an increase of 818% in only five years. The inci-
dence of abuse among pregnant women is probably 15 to 20%, based upon several
different studies in and around Oregon. Although cocaine is the most popular drug
of abuse, Oregon is also the 3rd largest producer of marijuana and of amphetamines
in the country, as well as a strong consumer of alcohol.

The SAFE program opened in mber of 1988 in response to this problem, as a
joint effort by the Departments of Obstetrics and Psychiatry. The primary focus is
prenatal and obetetrical care, with a comprehensive program of substance abuse
counseling, psychiatric evaluation, nutrition, childbirth and parenting education,
supported by childcare and assistance with transportation. Missing so far from our
program is any access to drug-free housing or job training, both of which are essen-
tial for a complete program.

Our typical patient lives with a substance abusing partner. She has another child,
no independent income, less than a full high school education and no job skills of
any kind. She has no independent transportation and no child care opportunities.
Cocaine is the drug0 of choice for half of our patients, and is the second drug of
choice for another 20%. Almost all patients also use alcohol and marijuana, and the
majority of our patients use more than three drugs on a regular basis.

0 enter residential drug treatment, a woman must give up custody of lier other
children, since few, if any such programs have facilities for them. The SAFE pro-
gram treats pregnant women on an outpatient basis, allowing them to retain custo-

y of their children. This is not a perfect solution, however, as they are still often in
need of drug-free housing in order to escape from the cycle of drug use and abuse.
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Since the SAFE clinic opened, 62 Portland-area women have participated in the
.drug treatment program. 30 have delivered their babies, 9 have dropped out, and 23
continue active participation during their prefnan%y. Of the 30 women who have
delivered, half stopped their drug use completely and had no d; in their urine at
delivery, another quarter used significantly less drugs through the pregnancy, and
one quarter continued with their usual drug use. -

To participate in SAFE, a woman must simply have a known history of substance
abuse, be no more than 35 weeks pregnant, live in or be referred from within the
tri-county (Multnomah, Clackamas and Washington) area of Portland, and be will-
ing to cooperate with the program. The presence of other medical conditions do not
exclude a woman from icipation.

Patients for the S clinic can refer themselves or be referred by nurses and
phﬁicians throughout the Portland area, or by referral from the court system.

e SAFE program begins with an eight week series of group therapy and educa-
tion sessions and a comprehensive individual evaluation. The patients then continue
to receive their obstetrical care within the SAFE clinic, as well as continuing group
therapy. The clinic also provides childbirth education, nutritional evaluation and
education, and limited social service support. Parenting classes and full social serv-
ice support are necessary to accomplish the goal of converting the woman from her
entrenched substance abuse to a drug-ree pregnancy, birth, and lifestyle once the
baby is born.

After the birth of the infant, well-baby care is given through iatric nurse prac-
titioners with the supervision and support of a pediatrician with experience and in-
terest in child abuse problems. Group therapy sessions after delivery focus on par-
enting issues as well as substance abuse. A description of each component of the
S treatment program follows my statement.

Of the 30 babies born to women being treated for drug abuse prevention through
SAFE, half appeared to be completely free of any drugs at delivery. The fact that
these infants were born healthy and not in need of intensive treatment nor observa-
tion is certainly one indication of SAFE'’s success. We have had very limited success
with long-term followup of the infants, so I am unable to provide information about
their eventual outcome. I can tell you that we have had only one infant taken from
its parents and placed in a foster home thus far—another indication of SAFEs effec-
tiveness. The infants of those mothers who have stayed clean through their time
with us seem to be healthy and functioning well at birth.

The SAFE clinic provides a good model for how to approach this difficult problem.
Because dealing with the non-medical issues of drug addiction can be so overwhelm-
ing for these women, they must be addressed at the same time as drug treatment.
Nevertheless, unless the medical care is the primary focus, we find that the women
have no motivation to show up. Women are concerned with the health and well-
being of their unborn child; many of these women are not used to seeking routine
care for themselves, and once the child is born, the mother often loses interest in
continuing to receive substance abuse treatment, parenting training, or social serv-
ices for herself.

Coets for clinic personnel and space are almost $9,000 monthly ($8,909). We bill
State Medicaid for prenatal care and substance abuse treatment on those women
who qualify on the basis of low income. We billed $537 for prenatal care last month
and expect to receive $403 from that, and have averaged $1700 per month in Title
IX slot fees for the substance abuse treatment. Currently about three quarters of
our participants 1ualify for Medicaid under the expanded eligihility for pregnant
women which took effect April 1, thanks to the efforts of this Committee Prior to
that time, only 50% of our women were able to qualifv for Medicaid during this
critical time in their unborn child’s life.

As you can see, the funds available through Medicaid and Title XIX add up to
about $2100 monthly. This leaves a shortfall of almost $7000 each month. This is
paid for to great extent by donated funding. This includes two local March of Dimes
chapter gants. totaling less than $18,000, another $15,000 from the State Depart-
ment of Human Resources, and most importantly, donations in kind of donated per-
sonnel time and space from the clinical departments at the Universit{.

While our program is not cheap, the alternative is much more costly. If we do not
grovide this care, a Florida study has estimated that each infant reported to Chil-

ren’s Protective Services will cost an aver%g of $8,000 for the first year of life
alone. At that rate, it would have cost $240, for the first year of care alone for
the 30 infants delivered through our SAFE clinic so far. SAFE's total annual operat-
ing costs are less than half of that amount, and the comparative savings, both in
financial and human terms, are another measure of its effectiveness in dealing with
this problem. First year costs, however, do not begin to address the true scope of the
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problem. Much of what we fear from cocaine, alcohol, amphetamine and marijuana
abuse is behavioral damage, which will be most obvious and costly when these chil-
dren drop out of achool, fail to hold jobs, and/or commit crimes as adults.

similar to Portland's SAFE clinic do not exist in sufficient number or
size in any part of Oregon, and I doubt that th?ﬁ' do in any state in the country. The
components of our program are typically handled by a varied and often uncoordi-
nated grouping of agencies. These can include the county health clinic, the welfare
office, the children’s protective services office, the state office of alcohol and drug
treatment, a WIC office, and the county housing authority, to name a few. In order
for treatment programs to be effective, funding must be developed that both defines
and requires coordination of care through one central agency, which I feel should be
the medical care site. We are asking too much from women with as little personal
organization as we see in active substance abusers to negotiate through a maze of
agencies to get the help that they need to stop using drugs.

Although we have generous eligibility requirements for Medicaid during pregnan-
cy in Oregon, this disappears days after birth. We have been successful with
many women in achievinﬁ:ur original goal, which was to help a woman achieve a
drug-free pregnancy and have a healthy baby. What we need to do now is continue
to provide the drug treatment and social services that help these women make the
transition away from using drugs to cope with life’s problems, and toward responsi-
ble parenting. Parenting is a challenge for anyone, but if you throw in an irritable,
difficult to satisfy drug aged baby and a drug-using environment, you can easily
see that this is a setup for child abuse. Unless we can keep these families in treat-
ment for at least one year after birth, I am afraid that we may still have many
damaged children.

More programs like SAFE should be developed and funded through both the
public and private sectors. In addition, demonstration projects adding job training
and -free housing to drug treatment programs need to be established. We have
shown that pmgrams like SAFE can be effective in achieving the goal of helping a
woman have a drug-free pregnancy and a healthy baby. Now it is time to set a new
anl of helping these women make the permanent transition to responsible parent-

ood by provuixng coordinated, comprehensive services over the longer term.

Thank you for taking an interest in this problem. I would be happy to answer any
questions you may have at this time. ’

THS SAFE PROGRAM
Orientation
The first session serves several purposes. During that time, we:
Gather identifying information
Obtain specific history of previous substance use
Obtain specific current drug use history
?itve a brief education concerning the effects of substance use on the developing
etus
Identify recent stressors
Explain what the clinic has to offer
Place an emphasis on the nonjudgemental attitude of the clinic

Review the ground rules and contract for care
Fill out a contact sheet

Obstetrical services

Following this, the women are given appointments with the obstetrician at the
normal frequency recommended by the American College of Obstetrics and Gynecol-
ogy: they have visits every four weeks until 28 weeks, then every two weeks until 36
weeks, then weekly.

Substance abuse counseling
Counseling sessions occur at least twice per week, in addition to the obstetrical
vigits. During the counseling visits the women continue their evaluation by the sub-
stance abuse counselor, with the following components:
Discussion of family history
general background and relationships
phgical, emotional, sexual abuse history
subsetance abuse history
family treatment needs
Discussior: of previous psychiatric history
Social history
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support systeins

use of public resources  _
financial

educational

legal
Present living situation
relationship to father of pregnancy
substance abuse in present environment
substance use by significant other
other children
Circumstances regarding pregnancy
was it planned?
what are her attitudes toward pregnancy?
what are her future plans?
Mental status examination
Psychiatric/personality evaluation
1Q/CQ examination
SCL~90 examination
Childrens Services Division involvement

Nutritional, social, psychiatric services

Additionally, the women receive nutritional assessment and counseling, social
service referrals, and group psychiatric therapy each week. Whenever possible, the
patient is seen at each visit by the same nurse, allowing some long-term relation-
ships to develop.

Group Therapy
The initial grouE therapy sessions last for eight weeks. The therapy is intended to
effect changes in nowlegge and attitudes . . . e.g. perception of maternal responsi-

bility; awareness of hazards; fear of outcome.
The sessions are set up as follows:

SESSION 1

Group Process
(1) Brief introduction to the group process
honesty
participation
patience
discomfort
benefits
(2) Individual thoughts on the pregnancy, group, etc.
(3) Discuss the goals of the individual and of the group

Educational materials presented

(1) Movie about pregnancy and delivery
(2) Didactic discussion of physiology of pregnancy
conception
fetal development
lacental function
irth
feelings of mothering
SESSION 1I

Group Process
(1) Individual goals
(2) Difficulties to be encountered
Educational materials presented
1) Earl‘y pregnancy class information
self care

nutrition
exercise

SESSION I -
Group Process

(1) Discussion of addiction and family relationshipse to other problems:
distress :
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denial
rationalization
Educational materials presented
(1) Movie about addiction and impact on family
(2) Family and recovery process

SESSION IV -

Group Process
(1) Discuss the film
(2) Effect on individual goals

Educational materials presented
(1) Movie “Innocent Addict,” “The Mind"”

(2) Discuss specific relationships of drugs to pregnancy
(3) Discuca the impact of drugs on emotional adjustments to pregnancy

SESSION V

Group Process
(1) Denial
(2) Need for supports
(3) Peer pressures

Educational materials presented

(1) Movie ‘“Joshua’s Window"
(2) Discuse disease/psychological aspects of addiction

SESSION V1
Group Process
(1) Bring-together group support
(2) Rediscussion of group ancixi)ndividual goals
(3) Discuss the effect of others involved with patients life

Educational materials presented
(1) Movie “No More Shame”
(2) Ex tions of women R
(3) Su ce abuse blocking access to resources
(4) Self medication

SESSION VII

Group Process
(1) Discussion
Educational materials presented
(1) Support group’s concepts
~(2) The 12 steps
(3) Spirituality
(4) Personal growth

SESSION VIII

Group Process
(1) “Where do we go from here?"”
(2) Use of ongoing treatment groups (ATTC, NA, AA, etc)
(8) Use of other community support systems
(4) Family
(6) Long term goals
Educational materials presented
(1) Relapee cycle
(2) The three-headed dragon
(8) Strees impacts

For the remainder of the pregnancy, group therapy in a separate group composed
_ of women who have attended all eight focused seesions continues to addrees sub-
stance abuse and pregnancy issues, but in a lees structured way. Following delivery,
the patients are followed in groups consisting of other postpartum women, to allow
more of a focus on parenting issues. The groups continue for two years postpartum.
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Followup Coordinator

At the time of the first visit, our original design called for a followup coordinator
to be assigned to the patient. The purpose of this individual is to be a tracker of
appointments for the patient, and to help her to reach them. She is essentially u
medical case worker, and Lelps the patient interact with the social service support
network to arrange transportation, child care, etc., as needed to allow the patient to
show up for care. This would involve making a home visit to evaluate the patient’s
environment, and will extend to the level of callin§l early in the morning to remind
the patient of her appointments and review how the patient will overcome any ob-
stacles to appearing. Additionally, the community health nurses, who would normal-
l{ perform a home visit on these patients following deliver%ilwould be contacted at
this time, and would begin regular home visits prenatally. This would allow the fo!-
lowup coordinator to have a realistic, objective assessment of the patient’s environ-
ment and surport facilities available to her. Due to a lack of funds, however, such
an individual does not yet exist in our program, and our clinic manager performs
these duties within the limits of her available time. We do not currently perform
the home visits, and have no money to reimburse the community health nurses for
prenatal visits.

Laboratory Studies

Laboratory studies during the pregnancy include all those which are standard for
a high risk population. The patients are counseled regarding HIV testing, which is
encouraged. At 16 weeks (for those who register in time), a maternal serum alpha
feto protein is drawn, and at 28 weeks a glucose screen utilizinf a 50 gram glucose
load is performed. Urine is taken weekly frenatally, monthly postpartum, and
screened for drugs. Ultrasound evaluations will be done of each fetus in each trimes-
ter. A neurobehavioral examination is done on each fetus after 28 weeks.
Patient Visits

At the time of birth, a visit by clinic staff is made in the hospital, to review dis-
charge plans. The patient along with her infant are automatically enrolled in the
infant followup program. In this portion of the program, well-baby care is provided
by a nurse practitioner, functioning under the guidance of a pediatrician within the
faculty of on Health Sciences University. They have visits at 1 week,
1,3,6,12,18, and 24 months, and yearly thereafter.

SAFE SUBSTANCE ABUSE IN PREGNANCY CLINIC ESTIMATE OF MONTHLY COST OF OPERATION
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PREPARED STATEMENT OoF SHERMAN P. McCoy

Good morning. Thank you Mr. Chairman for inviting me to this hearing on in-
fants born to drug abuse. I am Sherman McCoy, chief operating officer of Harlem
Hoepital Center, a member institution of New York City Health and Hoepital Corpo-
ration. My wife, Patricia and I are also the adoptive parents of brave little Sher-
man, Jr., who is a victim of cocaine/crack abuse.

Harlem Hoepital is a 767 bed acute care public hosepital located in the heart of
Harlem. The hospital is a premiere center for urban health care. We specialize in
treating the modern day ills of aids, substance abuse and mental illness. Qur pa-
tients are drawn from the poorest blocks in the city—and they have been poorly
served by the medical community their entire lives. Qur patients lack access to the
community-based primary and preventive services that are so essential to the early
identification and management of illness.

The Harlem community is beset by some of the worst conditions in New York
City and the Nation. These include:

. Hﬂglt: infant inortality

¢ High unemployment

¢ Low educational attainment

¢ Poor housing

¢ High numbers of medically indigent

o ife expectamt:g for males that has been documented to be less than that ex-
pected for males in the country of Bangladesh; and

* The young, poor and uninsured, minorities and women, disproportionately
suffer the consequences of drug abuse. As a result, they are placed at much higher
risk for economic failure and serious health problems (including aids).

The problems we face at Harlem Hospital mirror those of the city at large. And
the statistics are startling:

* In fiscal year 1989, there were 4,875 babies reported to the Child Welfare Ad-
ministration (CWA) because of a positive toxicology for drugs—14 percent more
than the*&erar before, and 268 percent more than in 1986 when t:acking began.

* At lem Hospital, a child is born with a positive toxicology almoset every
single day of the year. :

¢ In the past two years, the number of babies born in the ci‘%’: public hospitals
increased 7 percent. ing the same period, the number of newborns with positive
drug toxicology rose 38 percent.

* At the city’s eleven public acute care hoepitals, almost 60 percent of the infants
awaiting &laeement for ten days or more had substance abusing mothers.

¢ For the last three years, more than 20 percent of the babies born at Harlem
Hospital have had to spend some part of their stay in neonatal intensive care units.
Disc from theee units cost about $9,000 more, on average, than for normal
newborn units.

¢ At Harlem Hospital center in 1988 about £ percent of children born tested posi-
tive for HIV. The vast majority of theee cases became infected due to either direct
or indirect maternal IV drug use.

¢ In the 15-month period of January, 1989 through March, 1990, Harlem Hospital
had 64 admissions for &r'enta with aids or aids related complex (ARC) who were
less than 10 years old. outpatient departments serve 150 families with children
with aids. Along with those who hold a lighted candle against the consuming dark-.
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ness, we await more effective medical treatments and research breakthroughs in the
battle against aids.

There is one area where we have experienced a measure of relief from the vicissi-
tudes of the current health care environment.

The New York City child welfare administration has done a very good job in re-
ducing the number of boarder babies. As many of you know, this term refers to
those infants who spend more than 10-days longer than medically required in the
hospital awaiting placement. Vigorous placement efforts have reduced Harlem hos-
gétal;lggoarder baby complement from a total of 119 in December 1386 to 21 on June

, 1990

Much more needs to be done. Senator Moynihan’s legislation to provide Medicaid
care for HIV positive individuals (S. 2536) is desperately needed. It would provide
much needed relief to hospitals such as Harlem, whic{ serve a disproportionate
share of AIDS/HIV patients. In addition, it which would make it easier for state
Medicaid programs to offer home and community based health services for children
with aids, including respite care, personal care, services for foster care givers and
case management. This will enhance our ability to place children, to improve the
qualitv of the placement and to reduce the high cost of hospital care.

I'd ..ke to focus briefly on babies born crack addicted. As the numbers show, too
many women are using illicit substances during their pregnancies. The drug of
choice is cocaine. And these same women lack adequate, even any, prenatal care. A
survey of birth certificate data in New York City in the decade from 1976 to 1986
shows that only 49 percent of pregnant cocaine users obtained any prenatal care.
The impact of such prenatal neglect is the extraordinary need to intensive postnatal
medical and social resources.

There has been a dramatic increase in premature and low birth weight babies
who require enormous amounts of expensive hospital inpatient, outpatient, and re-
habilitative services. The number of low birth weight babies increased by 19,290 in
New York City from 1985 to 1987. The crack crisis has also placed enormous strain
on the entire foster care system. Crack babies enter the world with severe deficits

-and face a future filled with medical, psychological and social problems.

The story of my adoptive son is a case in point, although many children who
share this plight are in far worse shape. My wife, Patricia, and I decided to adopt a
child and we were very happy when t{: adoption agency informed us in April, 1989,
that a normal baby boy awaited discharge to us from a hospital nursery. Only later
did we learn of the information .n Sherman, Jr.’s medical record—a giim record of
survival against incredible odds:

¢+ His mother smoked crack up to the very moment the ambulance was callid.

e He was born in the ambulance and resuscitated.

* He was brought to the emergency room and resuscitated again and found posi-
tive for cocaine.

* He weighed in at less than 1,500 grams (very low birth weight) and was estimat-
ed to be about 10-weeks from full term.

* He spent approximately 90 days in the neonatal intensive care unit and about
30 days as a boarder baby. He weighed a little over eight pounds at the age of four
months, and his muscles were hard and resisted stretching—the doctors call this hy-
pertonia.

* He did not have full voluntary use of his muscles—cerel ral palsy.

¢ While he did not have the brain lesions that several researchers have found
with crack babies, he was, and still is, delayed in his development.

Patricia and I cried after the first set of evaluations.efiven what was expected for
him in his development and what we have later learned. We learned that low birth
weight infants develop more poorly in 1.Q. and cognitive skills. We also learned that
normal weight babies born to drug using mothers have more than triple the risk of
dying in the first year than normal weight babies whose mothers do not abuse
drugs. Little Sherman, Jr. has gone to physical therapy three mornings per week for
the fifteen months that we have had him. His mother is his constant companion,
therapist, teacher and playmate. Little Sherman, Jr. proves what research is now
reporting—-that early intervention can; to some degree, offset the problems that
these children, cocaine involved and low birth weight, will have. What are the de-
velopmental problems facing crack babies? Several physician researchers have re-
ported in the last year, including two pediatric development specialists, Dr. Davis
and Dr. Fennoy of Harlem Hoepital, who recently presented their findings of 70
children whose mothers admitted to using cocaine during their pregnancy. (Some
also admitted to other substances.) The mean age at the time of referral to the spe-
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lc)i':tﬁl?su was nineteen months. 44.5 percent of these babies had been premature
irths.

¢ 94 percent had language delay,

* 63 percent had fine motor delav

¢ 37 percent had gross motor delay

¢ 54 percent had social skill dclay

¢ 59 percent had behavioral abnormalities
* 11 percent had autistic disorders

¢ 30 percent suffered hypertonia

This new crisis of increasing numbers of crack babies is putting a new strain on
Harlem Hospital. Of almost 3,000 annual births, more than 400 are estimated to be
at high risk for delayed development. Very few are evaluated for potential delay
prior to lecving the hospital. The pressure then falls on the caretaker or foster
parent. We need to gain the resources to fix that. The hospital is not equip and
staffed to treat its current workload of identified babies and children with these
problems. Their needs are overwhelming the staff and many children are referied
to other agencies, such as United Cercbral Palsy, even when we know that they
have a waiting list and are located more than 100 city blocks from our community.

The studies show that early intervention can work by increasing 1.Q. levels, im-
proving social skills and behavior, and improving physical problems. All of these
will increase the likelihood of these children assuming a valuable role in society as
adults. We must move as quickly as possible as a nation to put treatment, staff and
programs in place for these children. We need an immediate response; we can't let
them slip through the safety net.

Because of the deleterious health consequence. of drug abuse, we need to inte-
grate comprehensive pro%rams for drug treatment and primary medical care with
physical and occupational therapy, early childhood education, speech and hearing
therapy, nursing, psycholoiy. social work and other support services.

Mr. Chairman, few of the cocaine affected babies in this country will have the
opfortunity that 1'ttle Sherman has. Many are now reported as entering school this
fall without the ability to compete and perform with their classmates at the kinder-
guer.:lde"n level. And the school systems may not be prepared to respond to their special
n .

We need to treat persons addicted to crack, males and females, p ant or not.
As the senior Senator from New York, Mr. Moynihan, has advocated, we need to
ensure that there is payment through the Medicaid program for treatment of ad-
dicted persons.

Reducing the impact of drugs on the health status of the infants and children in
the Harlem community is a complex matter. The president of the New York City
Health and Hoeﬂtal Corporation, J. Emilio Carrillo, M.D., has recognized this and is
spearheading a Harlem health initiative which will bring together and focus public
and private resources to improve the conditions as reflected by the statistics report-
ed earlier in this testimony.

Long rai. e, the issue needs to be addressed through a broad program of educa:
tion, employment, housing and health initiatives. However, there are immediate
problems that can be addressed. Existing drug treatment programs ure inadequate
to meet current demand. These programs are virtually non-existent for some
groups, such as women with children, pregnant drug abusers, adolescents, and drug
abusers with aids.

Thank you for the opportunity to meet with you today.

PREPARED STATEMENT oF MEG MCGOLDRICK
INTRODUCTION

Good morning. My name is Meg McGoldrick and I am vice president for health
affairs at Hahnemann University. Thank you for your interest in infants born to
sustance-abusing nts and the challenges that emann University Hoepital
faces in meeting their specialized needs. )

Hahnemann University is a leading academic medical center in center city Phila-
delphia damviding health services, biomedical research and health education. Hahne-
mann University has been serving the Delaware Vulley since its founding in 1848.
In addition to our 616-bed hoepital, which was designated the first adult level one
trauma center in southeastern Pennsylvania, our University includes a Medical
School, Graduate School and Schoo! of Health Sciences & Humanities. During the
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1989 fiscal year, the hoepital treated 19,788 inpatients, 269,602 outpatients and
26,432 people in the Emergency Department. At the same time, over 2,000 students
were enrolled in our three schools. Additionally, we have two clinical campuses for
teachi urposes; one is at Crozier-Chester Medical Center in Chester, Pennsylva-
nia, and the second is at Lehigh Valley Hospital in Allentown.

Hahnemann University Hospital is a tertiary care facility, providing services to
the most seriously ill and injured patients. We have a 20-bed maternity unit with 20
full-term bassinets. We provide neonatal intensive care to as many as 21 infants at
a tine and have a 38 pediatric unit that includes seven pediatric intensive care

While there are several other tertiary care hospitals in the city and still more
throughout the state, Hahnemann has the highest case mix index in the entire
Commonwealth. In other words, Hahnemann University Hospital ranks first in all
of Pennsylvania in treating the most severely ill and injured patients covered Scare.

Among Hahnemann University Hospital's inpatients, 24 percent are on Medicare,
30 percent receive Medicaid, 19 percent are covered by HMOs, and 27 percent fall
into other payor categories, with 4 percent of this last category being self-pay. Most
likely, we will receive no payment at all from this 4 percent of self-pay patients. In
addition, for 89 percent orapatients. Hahnemann is on a fined rate of pay for their
care, regardless of actual costs to provide the service.

Low Birth-Weight Babies—An Overview

The problems of low birth-weight babies are not new to inner-ity hospitals like
Hahnemann. Since providing appropriate prenatal care dramatically reduces the in-
cidence of low birthright babies, Hahnemann and other members of the medical
community have continually worked with various agencies and clinics tc ensure this
care is iwen.

But these efforts are only successful when utilized. As a result, Philadelphia has
the third highest infant mortality rate of the nation’s 10 largest cities.

Complex research and treatment, however, is helpinf keep low birth-weight
babies alive, and they can often go on to develop normally. Unfortunately, many
have varying medical problems requiring highly sophisticated care. Sometimes the
babies overcome these problems prior to leaving the hospital. But frequently they go
home needing complex 24-hour care. With time, these children may—or may not—
overcome their physical and mental problems.

Low Birth-Weight Babies and Substance Abuse

The introduction of inexpensive crack cocaine on the streets has added a whole
new dimension to the incidence, complexity and care of low birth-weight infants
with complications of substance abuse.

A recent study of eight Philadelphia hospitals conducted by the Philadelphia Per-
inatal Society and the Philadelphia Department of Health found that in 16.3 per-
cent of the deliveries, the women had used cocaine within 48 hours of delivery.
Countless others used illegal substances throughout their pregnancies.

At Hahnemann University Hospital, a recent one-year study revealed that 80 per-
cent of the women who delivered 1n 1989 were indigent, covered by Medicaid or with
no health care coverage at all. Of these women, 40 percent tested positive for co-
caine being present in their blood at the time of delivery.

Treatment and Care of Substance-Exposed Babies

As you can well imagine, the care of low birth-weight babies require a very spe-
cial adult—one with the ability to attend constantly to complicated physical and,
often, psychological needs on a short or long-term basis. The caregiver must be able
to provide medication on schedule and provide around-theclock complex medical
care such as suctioning, feeding precautions to avoid aspiration, changing colostomy

, and feeding through gastrostomies.

n addition to the medical problems associated with low birth-weight, the de-
mands of substance-exposed babies are well above those of the average infant (which
are significant and overwhelming to many adults even without complications) and
can be less rewarding than average as the infant may be less responsive emotionally
than a normal child. In addition to the medical problems found with low birth-
weight, substance-exposed babies tend to be highly irritable and unresponsive to
normal methods of comfort and have difficulty bonding.

Unfortunately, mothers addicted to illegal substances, particularly cocaine, are ill-
prepared to care for their newborns. Those who are impoverished, without family
support and resources, are even less likely to be able to provide the care needed b
these very sick, irritable and demanding children. At Hahnemann University Hospi-
tal and throughout Philadelphia, some substance-addicted mothers, having received
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little or no prenatal care, simply abandon their children at birth. Some leave well
before they are considered medically fit for discharge; others are found ing co-
caine in their hospital beds. We have had women leave the hospital—presumably to
et drugs—after yanking intravenous tubes out of their arms and with stitches from
esarean sections not adequately healed. Repeated cocaine use undermines mater-
n:l bi&l:l)’gical instincts. Hence, the results are dramatic, such as women abandoning
their ies, etc.

Boarder Babies

In Philadelphia, babies who are not medically needy, whose parents or relatives
cannot or wilf not care for them, are considered boarder babies. These infants are
the responsibility of the Philadelphia Department of Human Services (DHS). Many
are cocaine and low birth-weight babies. Often the DHS cannot find appropriate
foster care placement for these children. As a result, these babies remain in the hos-
pital, many times in beds desperately needed for acutely ill children. I want to em-
phasize that although these babies may be medically needy, they do not require hos-
pitalization, nor is the hospital an appropriate setting for them.

In Philadelphia, there was an 82 percent increase in the number of medically
needy children requiring placement between 1986 and 1987 (from 127 to 212). The
Philadelphia DS has been unable to keep up with the demands for foster care, in
spite of efforts to develop specialized foster care placement. Local hospitals estimate
that there are 40 infants on any given day waiting for a DHS placement. During a
six-month period from July 1989 to December 1989, Hahnemann had a total of 132
days in which nine healthy babies remained in hospital beds, with no reimburse-
ment to the institution. This represents an average loss of $700 to $800 per day, per
child, or a total of $100,000 for that six-month period. This does not even take into
account the ongoing losses we face when the cost of the child’s acute stay exceeds
Medicaid reimbursement. As an example, in Hahnemann's Intensive Care Nursery,
the Medicaid loss for 1989 was 8670.748.

While the financial cost is exorbitant, the greatest tragedy is the impact on the
child. He or she is exposed to infections unnecessarily and is at risk for more devel-
opmental delays due to the sensory deprivation and the lack of bonding with one
consistent caregiver. The DHS, however, has not been able to recruit a sufficient
number of trained foster parents to care for these children. In addition, there is no
alternative interim or residential care facility in the Philadelphia area that could
provide a healthy environment for these children who no longer need hospital care,
yet have chronic health problems.

This situation is a painful one for both doctors and nurses who care for children
languishing in hospital beds with no consistent caregivers or stimulation, let alone
w{'s and clothes.

n some cases, the DHS' inability to locate appropriate foster hcmes for at-risk
children in a timely manner actually allows ill-pre{)(ared parents an opportunity to
assume responsibility for these children and to take them hone under DHS-sanc-
tioned plans. It is a well-documented fact that medically needy, premature infants
are a‘ greater risk for child abuse and neglect. For 1987, the Philadelphia DHS esti-
mated that 60 to 80 percent of all reported cases of neglect and abuse of children in
Philadelphia were cocaine-related. The delay in securing supportive in-home serv-
ices for medically and socially neudy children and the voluntary nature of these
services further placed the children at risk of abuse and/or neglect. Sadly, countless
numbers of these children reappear in our hospital, severely abused or with failure-
to-thrive diagnoses.

HAHNEMANN UNIVERSITY STRATEGIES

Special Caretaker Program

Almost two years ago when our Hospital experienced the initial surge of aban-
doned babies, Hahnemann employees noticed the plight of these infants and re-
sponded in a com ionate and proactive way. In response, our Social Work Serv-
ices Department formalized and structured the employees’ interest and motivation
to é)growde homes to these children by forming ‘“The Special Caretakers Program” in
1988. To the best of our knowledge, this is the only program of its type in the coun-
try. Under this program, our employees serve as foster parents on either a short- or
long-term basis. Since these individuals are already “in-house,” Hahnemann is able
to provide initial intake, participate in training, orient them and provide psychologi-
cal support for them. The training, in particular, is crucial, since, although these
babies no longer require hospitalization, moset still have medical, neurological or

ychological problems that must be addressed. Thus, they require specially trained
oster caretakers. One employee is attempting to take steps to adopt a toddler and

38-007 0 - 91 -6
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his sitter, both abandoned at birth by their poly-addicted mother. Another employ-
ee, who is a nurse, took care of a toddler who was ventilator-dependent and gave
her the only home she wouad ever know before she died last year of her multiple
medical problems.

To date, we have placed four babies with employees, have three other employees
certified as special caretakers and have eight additional employees in various
of the certification process. We are spearheading new recruitment efforts in antic:-
pation of continual and growing needs.

While this is a small start, it is a beginning. Unfortunately, even when our em-
Floyees express an interest and commitment to taking medically needy children as

oster or adoptive parents, the system has been slow to respond. They are forced to

watch these childr>n remain in hospital beds while fighting the Philadelphia and
Pennsylvania bureaucrecy for weeks or months. At times, our employees have even
been discouraged by Philadelphia DHS workers from trying to care for the children.
The intake, foster care recruitment, placement search, and permanency planning
functions of the child welfare system arc disjointed. This fragmentation leads to du-
plication of effort and little coordination of case planning. This has only exacerbated
an already horrendous situation.

Hahnemann University employees have found the foster care certification and
adoption process to be very difficult to work with, often ignoring the demands and
realities of working families. Training is many times provided on short notice
during working hours, and sessions are offered infrequently, sometimes as seldom as
twice a year. The demands on potential foster parents are found to be unreasonable
and insensitive. The consequences feel punitive to an interested foster parent who is
told to wait another month, even another year, while watching the child they would
like to care for languish in the hospital. The system is antiquated and fails to meet
the needs of the children it is designed to protect. We can only wonder and watch in
horror as potential placements for needy children are lost.

Children-at-Risk Proposal .

We have begun the development of a new model of health care delivery for social-
ly-at-risk women and children cared for at Hahnemann. This program calls for en-
hanced and expanded services at Hahnemann University Hospital, as well as col-
laboration and coordination with other agencies for other critical support services.

Our pro model will bring together, in one facility, medical services for
women and children with social, educational, and child care services. A cornerstone
of the program is the availability of outpatient drug treatment in combination with
prenatal care and child care services. In addition to basic medical services including
ﬁrenatal, gynecological, and pediatric, we plan to link patients to the center through

ome visitation, and nutritional and transportation services. The model p
will offer supervised child care for women in outpatient treatment, parenting educa-
tion, and a therapeutic nursery school program l{’; our babies in need. We intend to
introduce vocational training, remeial education, housing and legal service support
in this center.

Our proposal is grounded on the principle that a healthy, empowered mother is
the best assurance of a healthy chilrf Hahnemann University recognizes that hospi-
tals must step out of their traditional roles and serve as a catalyst for change in
health delivery for this disenfranchised population. We believe we can bring togeth-
er, at the service delivery level, different institutions, agencies and social service
s{'stems serving the same group but for different reasons, to improve the lives of our
children. Hahnemann University Hoepital has begun the search for private and gov-
ernment funding to support this demonstration model.

Recommendations

Here at Hahnemann, we cannot accept the current delays in securing placements
for medically and socially needy children. As health-care consumers, we all value
the cost effective management of our health-care reeources. For children to remain
in hospitals beyond any medical necessity is a gross misuse of shrinking health-care
resources. As caring professionals, we are horrified at the impact of the placement
delay on the children. A tertiary-care facility cannot substitute for a caring home
gor can we continue to deplete thoee resources required for other acutely ill chil-

ren.

The Hahnemann University initiatives are meaningful but modest attempts in
the face of shrinking and limited resources. Additional action is critical. The follow-
ing suggestions should be considered to address the future of these abandoned in-
fants and to reduce unnecessary health care costs:

1. Funding for the foster care delivery system must be increased.
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2. The foster care and adoption system needs to be sverhauled in response to the
needs of the children and the realities of today’s families.

3. Interim care facilities must be developed for healthy babies who await place-
ment.

4. My final suggestion is to implement a reimbursement program for hospitals for
that period of time in which a child who is no longer medically needy waita for
placement by the child welfare system.

In closing, technological advances have saved children who previously would not
have survived. We now have the obligation to protect these children and to meet
their complex needs. On behalf of the infants and children who are the innocent
victims of America's drug epidemic, I thank you for your time, and attention today.

PREPARED STATEMENT OF MAUREEN MONTGOMERY
INTRODUCTION

Mr. Chairman, my name is Dr. Maureen Montgomery, and I am an assistant clini-
cal professor of pediatrics at the State University of New York School of Medicine
in Buffalo. More to the point for today’s discussion, I am also associated with The
Children’s Hospital of Buffalo, where I serve as cocoordinator of the new Infants of
Substance-Abusing Mothers (ISAM) Clinic. It is an honor to appea - before you this
morning on behalf of my 39,000 colleagues in the American Academy of Pediatrics,
who are dedicated to the promotion of maternal and child health.

At the outset, Mr. Chairman, I want to express to you and to the members of this
panel the Academy's deep appreciation of your emphasis on these urgent issues af-
fecting addicted women and their children. As a nation, we have not yet begun to
come to terms with our tragic proliferation of drug-exposed infants and children,
but this public hearing—and this Committee’s jurisdiction, especially with respect to
Medicaid, foster care and the maternal and child health block grant—offers real
promise of progress.

For pediatricians, that promise is all-important. There are indications today that
perhaps one of every 10 infants is exposed to illicit drugs during pregnancy. More
and more infants are being admitted to special-care nurseries for complications
caused by their intrauterine drug exposure.

Yet preliminary findings from a recent survey by the National Association of
Children's Hospitals and Related Institutions suggest that neither systems are cur-
rently in ﬁlace nor adequate resources are being made available today to meet the
needs of this growing patient population. I come before you as an advocate for these
infants and children, and for their mothers, whose persistent substance abuse prob-
}_erlrlw our society simply must learn to address more sensitively—and more success-
ully.

THE PROBLEM

The situation in Buffalo is acute—our community has some of the most adverse
health status and socioeconomic problems in the state. Infant mortality rates and
low birthweight deliveries are extremely high. The rate of prematurity in Buffalo in
1986 was 9.5 percent, the highest in the state. As of August, 1987, there were
467,000 children of substance abusers in New York State alone. And research indi-
cates that without effective intervention many of the current children of substance
abusers are themselves likely to fall prey to drugs.

Pediatricians, caught in the crossfire of this latest 2pidemic, continue to face two
basic problems: (1) infants exposed to substance abuse in the prenatal period are at
high risk for a host of medical problems, and (2) the mothers are often unable or

unprepared to parent.
ISAM

In response to these concerns associated with the increasing number of drug-ex-
posed infants in and around Buffalo, the ISAM Clinic was launched eight months
ago under a “Healthy Tomorrows for Children” grant, awarded by the Federal
bureau of maternal and child health in conjunction with the Academy. ISAM is a
primary care pediatric clinic designed to provide services to children who are ex-
posed to drugs prenatally in order: (1) to prevent abuse, (2) to increase the skills and
understanding of both nts and foster parents who have these children in their
care, and (3) 10 reduce developmental delays in participating children.
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The model includes a range of services designed to provide concrete assistance to
these high-risk mothers and infants, iucluding intensive medical evaluation and
follow-up, parenting classes, home-based intervention and linkage to appropriate
social service agencies in the community. Since its inception, the program has devel-
oped a protocol with local child protective servicea that includes a contract between
the mother and CPS which mandates that she will take the baby for appropriate
medical care. (The ISAM Clinic is strongly suggested as the source for that primary
care in order to ensure that the infants in fact receive intended services.)

METHODOLOGY

Primary care under I$SAM is provided by a pediatrician and a nurse practitioner
on a schedule even greater than the frequency of visits recommended by AAP guide-
lines. This includes parent education classes in conjunction with wellchild visits
and periodic neurodevelopmental and behavioral assessments. There is 24-hour cov-
erage for emergencies £.nd advice.

ome-based support is carried out through weekly visits by the “resource moth-
ers” and through their attendance with the parents at all parent-education classes.
{These culturally similar “resource mothers” are recruited from Buffalo neighbor-
hoods and are trained to provide surrogate parenting. They are women of the same
race as the mother, and who have proven abilities to care for and nurture children.
They support and serve as role models to substance-abusing mothers in an effort to
avoid foster-care placement.) -

Children’s Hospital currently has a strong link with Child Protective Services
through its High Risk Clinic and the Norman S. Ellerstein Center for the Preven-
tion of Child Abuse and Neglect. Signs of child abuse or non-compliance with the
treatment p! are to be identified through frequent home and =ffice visits, and
are promptly followed up and reported.

CONSIDERATIONB FROM THE COMMUNITY-BASED PERSPECTIVE

It is clear that any prograws "vhich hope to succeed in caring for children of sub-
stance-abusing mothers must be carcfnlly tailored to meet the unique needs of this
vulnerable population. Consider the following:

(1) There is probably a high incidence of multiple diagnuses among these mothers
(e.g., drug dependency, AIDS, sexually transmitted diseases, psychiatric illnesses
such as depression and borderline personalities). Effective interventions will require
the incorporation of mental health principles and professionals into every aspect of
the program.

(2) There is a tremendous financial burden on centers caring for these infants and
their mothers. Based on our experience and that of many other programs around
the country which have dealt with poor, undereducated, Kigh-risk populations and
their relative success at parenting their children, it is apparent that service delivery
is extrenely labor-intensive.

The services which appear to be moet crucial, those of nursing coordinators and
social workers, are not-routinely funded through the reimbursement process. These
are precisely the services that make a difference in terms of quality of care and
ability tﬁ assure long-term follow-up, without which any valid outcome measure is
impossible.

AM is patched together through a combination of Federal, state, local and pri-
vate foundation grants. Continued availability of grant funding is uncertain, and
Medicaid does not provide funding for these necessary psychosocial supports.

(3) The vast majority of mothers (more than 95 percent) in this population are
poor, inner city minority women who live in drug-infested neighborhoods without
amenities which moset of us would consider among the bare necessities of life. Ap-

roximately one-third do not have a refrigerator; many have no phone, and move
requently. Safe child care and transportation are major issues. Concern about the
safe arrival of zne public assistance check is real. Many of the mothers are “‘over-
programmed,” i.e., obligated to attend parenting classes, undergo drug treatment,
visit other children in foster care, and keep appointments for WIC, public assist-
ance, housing, etc.

Most of the women have had late or no prenatal care, and therefore the paper-
work is not in place for their infants to be immediately placed on Medicaid or WIC.
(There is a six-to eight-week lag, during which peri e infant's nutrition is de-
pendent on the mother purchasing the formula herself.) In addition, a large number
of women freely admit that they discovered their pregnancy late, beyond the time
when they could have obtained a legal abortion, which many of these women say
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that they would have had. Even these women, however, clearly want to keep their
infants once they are born.

A large number of these women have themselves been victims of domestic vio-
lence, child abuse, prostitution or incarceration—they are without hope and without
goals. They have no ability to delay gratification and are entirely fatalistic. Many
women, even after being informed of the rcal risk of “crib death” among cocaine-
ex ose uﬁagets'. turn down the offer of a hume monitor because they believe “what

, Wi .

These mothers have few supports; daily stress has become unmanageable; their
lives are cat of control. They have pressing needs and are often inept at using avail-
able support systems, formal or informal. They need help just to use help. Tradition-
al programs which offer services encumbered by bureaucracy, and which do not
take into account the obstacles faced by these depleted families, are doomed to fail-
ure. We must rid ourselves of the notion that the women who are most in need of
help will simply partake if the services are there. In the long run, unless we get
women to appreciate their own individual responsibilities, nothing we do in clinic
will work. SUCCESSFUL PROGRAMS MUST MEET THESE FAMILIES MORE
THAN HAIFWAY.

(4) As part of our program, we attempt to meet every mother in the hospital
before she and the baby are discharged in order to introduce ourselves and the “re-
source mother.” The baby's first postnatal appointment is within 7-10 days of dis-
charge, and then every two to three weeks tﬂereaﬂer for the next several months.
Consequently, we get to know them and they get to know us early on, and there is
an attachment which ensues naturally. The resource mother visits frequently for
the first month, almost daily, to develop a relationship that grows beyond the clinic.
Ideally, no resource mother in the program is responsible for more than three fami-
lies at once.

In addition, the team social worker meets with each family at each visit, and
teachee a mother-support group on a weekly basis. The support group focuses on
issues relating to parenting, caring for a new baby, family stresses, etc. By deliber-
ately avoiding the issues of d ependency, the classes have allowed the women
themselves to broach their problems with substance abuse—as well as the implica-
tions for their children.

(5) There are crises in social service delivery systems. There is currently in Buffa-
lo a six- to eight-week delay for emergency housing. Most emergency shelters will
not allow children. There is a six- to eight-week waiting period for Medicaid-eligible
patients requiring inpatient detoxification. These programs are traditionally geared
toward drug-using males, and make no provision for mothers who must find emer-
gency child care at a moment’'s notice. None of the inpatient programs in Buffalo
today provides residential care for mothers and their children. One inpatient pro-
gram has made pregnant women a priority. Many of the women in ISAM have in
the past been inpatients in drug treatment programs for acute detoxification. All
have stated that the outpatient programs, following their hospitalizations, have
been thoroughly unsatisfactory.

(6) Foster care is strained to the limit. Most {oster carc families in our clinic are
close relatives of the natural mother, e.g., the baby’'s grandmother or aunt. These
families are being overwhelmed by the sheer numbers of children being placed. In
addition, many children are placed back with their natural mothers within the first
year of life, often after the mothers’ drug dependency has not been successfully
over}c:ome, and without the infants having formed any bond whatsoever with their
mothers.

CONCLUSION

Mr. Chairman, I have not conveyed to you this morning an optimistic picture.
Conditions today among women and their drug-exposed infants are dismal and get-
ting worse. They cry out for attention. As promising as our own modest community-
based program may be, I have to emphasize that effective cutcome measures will
require long-term evaluation and follow-up. Service delivery is critical, not only on
moral grounds but for scientific purposes. If they find it unsatisfactory or inappro-
priate, these mothers and children will be extremely difficult to track. But there are
innovations which are cost-effective, and which we can promote now. More than 100
women, for example, many of them themselves on public assistance, applied to serve
as ISAM resource mothers. This component of the program is vital—yet minimum
wage—and well may warrant wider application.

It is our hope that this Committee in its wisdom can sort out these and other
promising opportunities for public policy in behalf of addicted women and drug-ex-
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posed infants, and then exert its leadership behind necessary legislation. The Acade-
my will be there in support.

Attachment.
UNIvERSITY AT BUuFraLO,

~ Buffalo, NY, July 8, 1990.

_Senator LLoyp BENTsEN, Chairman,
gnate Finauo; Cokrinmitlee,

nate Office Building,
Washington, DC.

Dear Senator Bentsen: It was an honor to testify be‘ore the Senate Finance Com-
mittee on behalf of the American Academy of Pediatrics, and the National Associa-
tion of Childrens Hospitals and Related Institutions (NACHRI) and most especially
on behalf of drug addicted women and their children.

I applaud your efforts and those of the other members of the Committee who are
srappling with these ::Hent, complex, and life threatening issucs. The epidemic of

ex infants will have consequences which we are only beginning to realize,
as all who spoke so eloquently stated.

Based upon my experience, working with these mothers, foster mothers and chil-
dren, I would like to add some brief thoughts which occurred to me while listening
to the many excellent witnesses.

First on the subject of socio demomphica of the drug exposed infants and moth-
ers. A recent report in the New England Journal of Medicine by Ira Chasnoff, M.D.
(4/26/90), concludes that the overall prevalence of illicit drug and alcohol use
among r?nant women in Pinellas County, Florida is 14.8 percent. Overall there
was little difference in prevalence rates of drug use between women seen in public
clinics and thoee seen ig&rivate offices, or between white and black women. Howev-
er, there is a striking difference between the most common drugs used among the
women, and between the socio economic status of black and white women. That is,
black women were much more likely to be poor (63.3% vs. 27%) and more likely to
nu:‘i) _eoq?‘i;;e (7.6% vs. 1.8%). White women were more likely to use marijuana (can-

inoids).

This data is very similar to early studies including one done at the Children's
Hoepital of Buffalo which document an overall prevalence rate of illicit drug use
among all pregnant women of approximately 13% (approximately 35% cocaine). It is
critically important to recognize the differences between marijuana and cocaine in
terms of addictive potential, fetal injury, life style and risk taking behaviors in the
individual drug user. The recent increase in serious child abuse, foster care place-
ment, congenital AIDS infection and significant fetal damage is directly attributable
to the rapidly increasing use of cocaine (especially crack cocaine) among pregnant
women. Theee women are primarily r minority women whosee children therefore
suffer the double impact of drugs anmverty.

Data collection is very difficult in this population. Prenatal screening will only
identify those women s~eking medical care. y pregnant drug users (especially
crack cocaine) never receive prenatal care. Urine screens are limited since they do
not indicate the frﬂuency of use or the amount used. History taking in this popula-
tion is unreliable. Therefore, the studies by Chasnoff et al are very valuable in eluci-
dating the differences among different drug using groups. The grorhed differences
in drug use between high and low income users is highly statistically significant and
is potentially mueh greater than is reported if we assume that many crack addicts
dov?“h':e . pma?ill t 9 months pediat

e have spent the past 9 mon roviding primary iatric care to an ever in-
creasing caseload of cocaine exposed glfanta. er 90 of our patients and their moth-
ers are poor and reside in the inner city of Buffalo. There is a serious shortage of
drug treatment facilities for theee women—many of whom have been inpatients for
drug detoxification in the past. Most truly want their children—only a few do not.
Some are unable to parent and their children will require foster care and adoption.
Many of the mothers have been victims of child abuse, domestic violence, prostitu-
tion, and scme have been incarcerated. .

As I statid in my testimony, there is a six to eight week wait for inpatient drug
treatment services for these mothers, and the added burden of finding satisfactory
child care at the same time. Many live from day to day, without furniture, appli-
ances, phones or support. They are unpmcramd for the complexities of rsultiple serv-
ice providers at different locations around the city.

re is certainly nc: stereotypic cocaine addicted moth.ar just as there is no clas-
sic cocaine baby synd:uvme. There are only thousands of mothers and babies who
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desperately need services now and who are looking to us to speak for them. They
will require compassionate and comprehensive services, and assertive guidance b
experts in the fields of mental health, drug addiction, social services and child wel-
fare. Interventions will need to be culturally sensitive and concrete.

Our progran relies heavily on home visits by neighborhood minority women who
have become pe rt of our health care team. 1..1s model of home visitors to our moth-
ers has been uscd for over 100 years in England, and was shown recently by Olds et
al (1986) to signiﬁcantly decrease rates of child abuse and neglect in high risk fami-
lies in the U.S. We were overwhelmed by the response from inner city women who
applied for positions of Resource Mothers (over 100 applications for 6 positions).

ur small project is only a beginning, but by building on the strengths of neigh-
borhood residents, it reinf%rces positive role models in the inner city. We are cur-
- rently preparing to analyze our data to further report the socio demographics, edu-
cational history and drug patterns of the mothers of our 100 patients. We will be
tracking the outcome of the children over the next 5 years to determine the effec-
tiveness of our comprehensive service delivery system and extensive outreach.

As a nation, we cannot ignore our continuing failure to be effective advocates for
children, particularly those growing up in social disadvantages. It is our collective
duty to support these very fragile infants and mothers, rather than to blame them
when they fail.

We would be most anxious to provide further details of our program or any addi-
tional information related to this topic at your request. We will be in Washington in
early August for the NACHRI meeting and look forward to hearing from you.

Sincerely,
MAUREEN MONTGOMERY, M.D.,
Co-Director, Infants of Substance
Abusing Mothers (ISAM) Clinic.

{SUBMITTED BY SENATOR DANIEL PATRICK MOYNIHAN]

DEPARTMENT OF HEALTH AND HUMAN SERVICES,
Washington, DC, May 23, 1990.

Hon. DaNIEL P. MOYNIHAN,
U.S. Senate,
Washington, DC.

Dear Senator Moynihan: I am writing to convey our concern that there may be
some misunderstanding about Medicaid coverage for crack cocaine addiction. The
intent of this letter is to clarify what coverage does exist under the Medicaid pro-
gram. To the extent individuals are eligible for Medicaid and need inpatient hospi-
tal care, it i8 covered under the Medicaid program. For mandatory Medicaid bene-
fits, such as inpatient hospital services, our regulations explicitly prohibit States
from using a recipient’s diagnosis, type of illness, or condition as the basis for arbi-
trary limiting or denying coverage.

A State may determine that the hospital setting is not appropriate for the treat-
ment of certain conditions. However, it is simply not true that Foderal Medicaid
policy will not permit fayment to hospitals for treatment of crack coraine addiction.

In fact, the Medicaid program offers a wide range of benefits which may be of use
to crack cocaine addicts. Beyond payment for inpatient and outpatient hospital
treatment which are mandatory benefits, States also-have the option to include
clinic and rehabilitative services in their Medicaid benefit packages. These services
provide outpatient care that could range from short episodes to full day treatment

programs.
rﬁ{hough the above services are allowable for all States, they are optional. Each
State deeug\a its own program, building on the basic Federal requirements. States
establish their own regulations and instructions and construct eligibility, coverage,
and payment rules with which they operate their programs. Thus, general state-
ments about Medicaid must be quite general to be applicable across the board.
Another difficulty in discussing an issue like treatment of crack cocaine addiction
is that Title XIX of the Social urity Act provides coverage for generic services
rather than coverage for specific diagnoses or conditions. Thus, when a specific con-
dition is discussed, it is necessary to determine the appropriate services the State
Medicaid program offers that can be used to treat the symptoms of the condition. In
raising the question of hospital care and crack cocaine addiction, the issue must be
posed as follows—what, if any, type of inpatient hospital care is medically appropri-
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ate for the treatment of crack cocaine addiction? This is a question that must be
answered by the individual State in developing its Medicaid coverage packi‘i’e.

Medicaid has one statutory restriction that is of particular relevance to the cover-
age of substance abuse services. Title XIX precludes the })ayment for services to in-
dividuals between the ages of 22 and 65 in institutions for mental diseases (IMDs)
Under the International Classification of Diseases, Clinical Modification (ICD-9-
CM), alcohol and drug abuse are classified as ments! Jisorders. Consequently, facili-
ties that exclusively treat psychiatric or substance abuse disorders are considered by
Medicaid as IMDs. This restriction in Medicaid coverage relates to the long standi
State role in supporting mental health and substance abuse treatment services an
operating State mental institutions.

While recguzmg the States’ primary role in providing services in these areas,
the Federal Government does target substantial support to States for the prevention
and treatment of substance abv~ through many activities, most notably the Alco-
hol, Drug Abuse, and Mental Hzalth Services Block Grant. This grant program pro-
vides funds to the States to enhance and expand alcohol, drug abuse, and mental
health services according to individual State needs. In response to the National
Drug Control Strategy, the drug abuse portion of this block grant has been signifi-
cantly increased this year. The Alcohol, Drug Abuse, and Mental Health Adminis-
tration also has funds available through several categorical programs which target
pregnant women and their infants as well as high-risk populations.

Like you, Dr. Sullivan and I remain strongly committed to fighting drug abuse
and reducing the demand for drugs. Should you or your staff require further infor-
mation on this matter please contact me or Thomas Gustafson, Acting Director,
Office of Policy Analysis, of my staff. He may be reached at (202) 245-0500. We wel-
come 3iour interest in this area, and look forward to working with you on matters of
mutual concern.

Sincerely,
GAIL R. WILENSKY, Administrator.

PREPARED STATEMENT OF Louise Scorr

Hi! My name is Louise Scott and I have been an approved foster parent for the
Division of Child Protective Services for the past 6 years in Deleware, and have
nine rears of foster parenting experience previously in Virginia. I have had approxi-
mately 20 children placed with me ng in age from 3 days old tn 18 years. 1
have provided a home to a teenaged mother and her baby, a sibling group of 3 rang
ing in ago from 1 to 5, delinquent girls, sexually abused girls, infants born drug ad-
dicted, physically abused children, emotionally abused children, and children with
developmental elaﬁ's. I also have my own personal experience in the foster care
system in New York having grown up in numerous foster homes and up homes,
from the age of 9 months until I reached the age of majority at 18. y last foster
family is still very much a part of my life, but I have also come to grips with my
past, and am reunited with my biological mother and other family members.

In addition to my experiences as a foster child and foster parent, I hold a Bache-
lor’s Degree in Human Resources Management and am a Licensed Practical Nurse.
I have also been a Youth Advocate for the past 3 years to delinquent girls. Thus, 1
am very knowledgeable about the foster care system from various perspectives, and
serve as an advocate for children in this system.

I've been a foster parent for 15 years and the children entering the foster care
system today are much more difficult than the children of 15 years ago. For exam-
ge , adolescents entering care today tend to be more angry, exhibit more difficult

haviors, have low self-esteem, and street-wise attitudes that make them appear to
be incorrigible. We have seen recently drug addicted babies entering foster care.
These babies are hard to live with because they are constantly irritable, non-respon-
sive to normal bonding, developmentally delayed, and constantly crying. ese
babies require special holding and handling technicuxuee. As toddlers, they are more
active, aggresaive, restless, and destructive. These children need foster parents who
can provide therapeutic as well as custodial care.

I woultg list the following as major suggestions for improving Delaware’s foster
care system:

¢ PROFESSIONALIZATION OF FOSTER PARENTS—Each foster parent should
ke recognized as a -rofessional team member by social service agencies and the com-
munity. Since the foster parents are the people who live with the children day in
and day out, they have a lot of input as to what their strengths and needs are.
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Foster parents should have an integral part in the development of all planning for
children placed in their homes. In Delaware, foster parents are encouraged to take
an active role in the planning document, The Plan For Child In Care.

* RESPITE—AIl parents need a break from their children from time to time.
Foeter parents often do not have the resources financially or socially to find babysit-
ters for their foster children, particularly those with physical, emotional, or mental
handicaps. Oftentimes, placement disruption could be avoided by giving foster par-
ents a break from the daily stress and pressure of caring for children with a variety
of problems and needs. Currently Delaware is developing a respite program for fam-
ilies with special needs children under a Federal grant. This is a step in the right
direction but it is important that this program gets refunded and gets expanded to
all children in foster care. Respite care can decrease placement disruption.for foster
families and maltreatment in biological families. In addition, for children in foster
care who do not have regular visitation with their own families, respite can serve as
a special place of their own to visit.

* TRAINING—Additional training for foster parents is needed to deal with the
difficult children who are entering today’s system.

e IMPROVED ACCESS TO RESOURCES-—At the present time there are re-
sources available to our foster children, that are unknown to foster parents and
often by the time the information is available, there are no slots available. Agencies
could buy memberships to various community programs such as boys/girls clubs,
YMCA'S, YWCA'S, community centers, etc. specifically for children in foster care.
In addition there could be an agency advocate for foster parents who would be re-
sponsible for making community and agency resources known to foster parents who
currently only hear of them through word of mouth if at all. In addition, there
should be a fund available to foster parents to enroll their foster children in commu-
nity activities like the ones mentioned above as well as other special events, sports
u;‘q;:;s. lessons, etc. These are activities that families normally provide to their own
children.

¢ INDEPENDENT LIVING—I would like to see the Independent Living Program
expanded to offer a less structured program where the money that is currently
given to relatives, foster parents, or other caretakers is used to procure living units
subsidized by the agency to place the adolescents who are suitable for independence.
A mentor could then report back to the agency on the progress of the participants
and make an agreement with the private landlords to continue rental to the young
adult upon their reaching the age of majority. Placement of the child in this type of
program could give the agency up to 2 years of providing support, close monitoring,
and preparation before they were truly on their own. In addition, this would serve
the population of children who are no longer in school because they are of legal age
to drop-out and are unemployed. These children are very difficult to place because
most foster parents are uncomfortable in accepting them for placement. (One of the
requirements for admission into the program would be that the child is working to-
wards return to school or employment).

¢ INCREASE IN BOARD PAYMENTS—Currently foster parents are paid for
room and board based on the 1985 USDA Standards for raising a child at low cost.
As it now stands, foster parents are unable to do for foster children what they do for
their own children. In addition, low rates are cited as one of the major reasons for
difficulty in recruiting additional foster parents.

PREPARED STATEMENT OF Louts W. SuLLivAN

Good Morning, Mr. Chairman, Mr. Packwood and members of the Committee. A
little over a month ago I had the opportunity to come before this Committee to dis-
cuss the profound impact that the use of tobacco has on the health of our nation’s

outh. I am pleased that you have invited me here again to testify before you.

oday’s topic is an overwhelming concern. The effects of substance abuse on moth-
ers, which has been so dramatically escalated by ‘“crack” cocaine use, and the
impact of addiction on the health and well being of infants and children are among
the greatest tragedies caused by America’s problem of drug and alcohol abuse.

Today I will discuss with you our understanding of:

¢ the gravity and scope of this terrible problem;

e our approach to the problem and some of the specific programs that are in
place; and

¢ activities that [ have inaugurated to help fin* effective solutions to the problem.
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I know the Committee is deeply committed to meeting the challenge presented by
not only substance abusing women and their children, but by the dn;fl problem in
general. 1 firmly believe that the Administration is meeting these challenges effec-
tively. America has undergone and is undergoing some fundamental changes re-
garding its tolerance for the use and abuse of drugs. America is fighting back, and
the reason why is not comglicated: no caring gerson. eepeciallﬁ:li health profession-
al, can stand {land watch the devastation that d abuse brought upon us.
Drugs and alcohol abuse are destroying families and long held American values,
and they are even destroying what we had long thought was a natural bonding be-
tween mother and infant.

Mr. Chairman, the clearest, and most important message I have this morning, not
only for the Congress but for America’s women, is that substance abuse by mothers
can have long lasting harmful effects on their children and in somc instances it may
be fatal. Drug and alcohol use by pregnant women and the consequent ill effects on
their children represent a burden they and all Americans will carry into the future.

SCOPE OF THE PROBLEM

For most of us, the heart wrenching stories that we have read in our nation’s
newspapers on the destructive impact of drugs on mothers and their children are
almost unbelievable.

¢ In Philadelphia a 31-year old mother wound up in a city shelter with her three
children after being evicted from a house for not paying her rent. The mother was
quoted as saying, "'l sold the food out of m( refrigerator to get high, I sold my
clothes, the , the washing machine and all our furniture to get high. The kids
hardly ate. I saw what 1 was doing to my kids, but getting high was more important
than taking care of my family.”

It is even more shocking, Mr. Chairman, to see the effects of substance abuse first
hand. I know you, Mr. Chairman, and other members of the Committee have had
similar experiences. On a recent visit to the newborn care unit in Broward County
General Hospital in Fort Lauderdale, Florida 1 saw some of our country’s finest
health-care professionals caring for newborns who, in too many cases, had been af-
fected b{.ea mother's drug use. Eight of the babies 1 saw that day were exposed to
cocaine before birth. The consequence of maternal cocaine use can be a lifetime of

pain.

One baby I saw had received intensive care and other services that cost $698,000
over a seven-month period. Here, Mr. Chairman, is a copy of that hospital bill.’

This, Mr. Chairman, represents an extreme case. But the size of this bill is a
measure of a huge amount of pain and suffering-—unnecessary pain and suffering—
endured by that infant. This pain could have been avoided, had the mother’s drug
addiction been prevented. The cost of this human tragedy is immeasurable in terms
of both human misery and monetary expenditures. As a physician and as a father, |
know that the condition of these children and the underlying causes are a grievous
offense against a basic value we hold sv dear the care and nurturing of our children.

One of the principal roles of my Department is the development and dissemina-
tion of knowledge to solve problems. For the one we are discussing today, fulfilling
this role is critical. For example, estimates of the number of infants that are bern
exposed to substance abuse range from 30,000 to about 110,000 (the latter figure is
cited in the National Drug Control Strategy) with some going even higher. These
estimates are based on extrapolations of local studies. HHS is currently attempting
to get a better handle on the scope of the problem through national epidemiolcgical
surveys. Understanding the scope of the problem is essential to understanding the
task before us.

While we do not have perfect national data, I want to share with you some of the
information we do have on this problem. Data from the 1988 National Household
Survey on Drug Abuse indicate that of the 59 million women of child-bearing age in
this country, over 5 million currently use an illicit drug, including 1 million cocaine
users and 4 million marijuana users. Other studies have indicated that between 7
and 15% of all births in four selected major cities involved drug use by the mother.

The HHS Ins r General has just completed three studies of this issue at my
request, which I am releasing today: €1) Crack Bubies; (2) Crack Babies: Selected
Model Practices; and (3) Boarder Babies. The first report reviews the situation in 12
major cities. The Inspector General found that there is no typical crack exposed
baby. Some babies are born with clear symptoms of maternal drug use. Others
appear normal at birth and thus may not be immediately identified as having been
exposeld t? drugs. These children may experience developmental problems months or
years later.
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From other localized studies we have learned that drug abusing mothers are not
necessarily young teenagers. One study in Massachusetts found that 72% of the
regnant addicts treated were not first-time mothers, and their average age was 24.
n addition, this problem is not just limited to low-income or minority women. Our
data from the National Household surveys show that it affects all socio-economic
classes and races. Another study found that a key determinant of how much drug
use was identified by hospitals was how hard they looked for it.

We want to encourage hospitals and physicians to improve identification of these
infants. With that goal in mind, I am directing the Public Health Service to work
with appropriate professional health care societies and provider organizations to
consider the development and use of improved testing protocols for infants subjected
to drug or alcohol a]i)use.

Mr. Chairman, although we know that rates of infant mortality and morbidity are
linked to substance abuse by childbearing women, we need to know more about the

recise effects of drug exposure on infants. We are supporting research on this
1ssue. Similarly, we need to learn more about the safest and most effective ways to
treat drug abusing women. HHS is working to improve the quality and effectiveness
of drug abuse treatment in general. We have made pregnant women a special focal
int within this effort. Pregnant women and mothers can present special chal-
enges for treatment programs. In particular, treatment of a pregnant woman with
any disease poses safety issues related to the child she carries. At the National In-
stitute on Drug Abuse we are supporting such efforts as research demonstrations on
treating women and a medication development program.

PREVENTION AND TREATMENT

While our knowledge is at this point imperfect, we cannot wait for all the answers
before we work with States, localities and individuals to prevent drug abuse by preg-
nant women and to treat women and their children.

The best thing a pregnant woman can do is to stay healthy while pregnant—to
avoid drugs, alcohol, tobacco and any other substance which will harm her baby. We
must do all we can as government, private organizations, and most importantly as
individuals to encourage healthy habits. The Federal Government and state and
local governing bodies are responding to the drug war, but we need the special help
of the American people when it comes to mothers and their children.

One thing I am asking our fellow citizens to do is this: anyone who knows
a drug- or alcohol-using pregnant woman has the duty to warn her away
from these substances and if necessary help her toward treatment. This is
especially the responsibility of the baby's father.

Drug abuse prevention efforts and messages have logically focused heavily on
youth—and that is appropr ate. Research is showing, however, that a significant
portion of substance abusing mothers are not teenagers, but adults. Thus, we need
now to broaden our prevention efforts.

I am therefore asking the Public Health Service to educate the general
public, and especially those most at risk, about the tragedies associated
with substance abuse by pregnant women. This public education effort will
build upon the momentum of our smoking prevention efforts.

We know pregnant women need drug abuse treatment and prenatal care and my
goal is to ensure that appropriate treatment is available. Several important Federal
treatment efforts are now underway.

First, within our basic block grant to States providing support for drug abuse
treatment and prevention there is a dedicated pool of funds for services especially
for pregnant women and women with dependent children. Reports recently received
from States indicate that this 10% set-aside is helping to increase the availability of
treatment programs for women. To further improve drug treatment efforts support-
ed through the block grant, we have submitted a proposal that would require the
approval of State drug treatment plans as a concﬁtion for State receipt of block
grant funds. The set-aside and our proposed treatment plans are particularly impor-
tant for substance abusing pregnant women.

A second treatment initiative is the HHS special demonstration grants program
for Pregnant and Post-partum Women and their Infants. I believe these demonstra-
tion projects are especially promising. The model projects are run by public and pri-
vate organizations; they are located in community, inpatient, outpatient and resi-
dential settings; and they focus on education, prevention and treatment of women
by providing a comprehensive program. Special priority is given to projects address-
ing the needs of low-income women, especially those who use crack cocaine. By the
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end of 1990 we ex to fund about 100 demonstration grants, which at full oper-
ation are ex to reach approximately 60,000 women. This p , which
began in 1989 with a budget of $5 million, is now at $32 million and the President
has requested $38 million for 1991.

One demonstration funded under this program is the Family Services Center in
San Antonio, Texas, which provides services to 120 substance-abusing women and
their infants. Each program participant is assigned to one of the three specially des-
ignated clinics where she receives medical care, group counseling, and educational
services. In addition, each participant is assigned a nurse or social worker who pro-
vides monthly home visits and functions as a personal advocate for, and an assistant
to, the families. After the birth of the infant, the clinic provides well-child care,
parent education, and substance-cessation assistance. Visits to the women’s homes
continue, the home environment is assessed; community resources are utilized; and
infant development is monitored periodically to age three.

These are the kinds of programs—locally designed by creative, committed
people—that can make a diftference. Good ideas can be shared and replicated at
other sites. That is what we hope to do with the Pregnant and Post-Partum Women
and Infants demonstration grants program. These projects expand treatment capac-
ity {n the short run and, over time, can help improve treatment effectiveness and
quality.

There is another innovative program that I understand the Committee will hear
about this morning. Dr. Richard Lowensohn of Portland, Oregon will be describing
the rrogram he directs: the Substance Abuse Family Evaluation Clinic at Oregon
Health Sciences University. This non-residential program pulls together medical
and other support services to provide a comprehensive program. It uses local and
donated funds to build on existing State and Federal Government resources, includ-
ing Medicaid, to tackle this problem. It is another example of a promising locally-
developed program model. The HHS Inspector General has identified others in the
Model Practices regort released today.

Third, beyond the substance abuse and associated care provided through these
special projects, are the broader prenatal care and other services targeted on all
low-income women, including substance abusers, through the Maternal and Child
Health Block Grant and the Medicaid program.

1 believe that we can do more to ensure that these treatment resources are
brought to bear on this problem. In particular, States and localities may not fully
understand the role that Medicaid can play under current law. And there may be
misi)erce tions caused, in part, by the complexity of the program and by recent eli-
gibility changes for p ant women.

Therefore, 1 l:ave asked the Health Care Financing Administrator to work with
the States to make sure they fully understand how the Medicaid program can be
used to support drug abuse treatment for pregnant women, including, for example, -
treatment services provided in small residential facilities. I am also asking that
HCFA work with the Alcohol, Drug Abuse and Mental Health Administration to
assure that the provider community also understands Medicaid's role. States have
considerable latitude to cover inpatient hospital and outpatient drug abuse treat-
ment services. Recent eligibility changes for pregnant women broaden the popula-
tion that can be served.

In addition, we are looking for ways to urge the States and private providers to
give priority in treatment admissions to pregnant women and women with young
children. We will also be working with the medical and social services communities
to improve outreach to women o§ childbearing age to encourage them to seck treat-
ment.

CHILD WELFARE

I would like to focus now on the specific programs that are targeted to substance-
exposed children. However, it is important to note that through our basic programs
in foster care, child abuse and neglect, Head Start, Aid to Families with Dependent
Children, the Family Support Act, and Medicaid, HHS provides genera! support to
States and families. These programs provide a basic infrastructure which can be
uged to help address the needs of children and families suffering from substance
abuse.

The emergence of drug exrosed children poses new challenges for the dedicated
individuals who provide child welfare and foster care services. Drug abuse has
strained the capacity of the child welfare and foster care systems. We clearly need
to search for ways to improve child welfare services, to support foster parents and
relatives of affected children, and to increase the stability and quality of these chil-
dren’s lives. With that in mind, we have asked for $47 million in additional funding
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this year for child welfare services, contingent upon limitations in the growth of
foster care administrative costs.

Within the context of designing more creative approaches, we are currently im-

lementing the Abandoned Infants Assistance Act which will provide a;#)roximately
SIO million in both 1930 and 1991 for demonstration grants and other efiorts to help
prevent the abandonment of infants or young children, and address the needs of
those who are, or might be abandoned, especially those infants born to mothers who
are addicted to drugs, who have AIDS, or are HIV-positive.

A new initiative within our Administration for Children, Youth, and Families is
our 1991 proposal for an additional $6 million in the Cnild Welfare Research and
Demonstration am for innovative projects that demonstrate weys to meet the
immediate non-medical needs of infants born to crack-cocaine using mothers and
HIV-infected babies. These efforts will help us understand how to better structure
the service system for these children.

While society’s goal must be to keep families together whenever ible, we must
be prepared to act quickly when it becomes clear either that a child is in immediate
danger of harm, or that there is virtually no hope of family reunification. In the
latter case, adoption is the solution and should be promoted. | am urging States to
look at their processes for terminating parental rights to make sure that, in those
circumstances when preservation of the family is not an attainable goal, we are
using all means available to expeditiously place a child in a nurturing environment.

THE FUTURE

Mr. Chairman, I have proviied an overview of the Department’s current strate-
fies of—research, prevention efforts, increasing capacity to treat women, and stimu-
ating the development of innovative interventions for mothers and children. We
have come to appreciate the range of resoiurces and exgertise that must be brought
to bear on this problem—and to value the key role of lccal innovation in developing
successfu] first steps.

Here is one more example. The Women's Annex in Tacoma, Washington, provides
transitional housing for women recovering from drug and alcohol avbuse and their
children. To live in the Annex, women must have attended or be attending drug
treatment and be in school or working. The houses are designed to offer a support-
ive home environment for women and their children. Services include child care,
access to employment and education resources and referral information. The women
may stay as long as necessary to maintain substance-frze sobriety and work towards
independence.

Mr. Chairman, I think it is especially important to point out that the Women’s
Annex was initially funded by a r:ccal attorney who acquired seven houses and ren-
ovated them into housing for women recovering from crack addiction. The services
are now funded through private contributions and the Washington State Division of
Alcohol and Substance Abuse.

Innovative programs like these are going to help us chart a course for helping
substance abusing women and their children. Simultaneously, we need to put in
place prevention efforts that send a clear message that substance abuse during preg-
nancy is doubly harinful. It can harm a child in addition to the adult.

Mr. Chairman, this concludes my remarks. Again, I thank you for this opportuni-
ty to speak before the Committee, and I would be happy to respond to any questions
you may have.

MINORITY WOMEN OF CHILDBEARING AGE USING DRUGS

Currently there are no national estimates available for the number of minority
ﬁnegnant women using drugs during pregnancy. Data from the 1988 National House-

old Survey on Drug Abuse show that of the 59 million women ir the childbearing
age group (15-44 yrs), there were 45 million white, and 14 million women in the
minority groups (Blacks 8; Hispanics 5; and ‘Others’, 1 million). (See attached.) Of
the approximately 14 million minority women, 1.3 million were current users (past
month use) of an illicit drug, 6 million were current users of alcohol, 3.7 million
smoked tobacco, 900,000 used marijuana, and 300,000 used cocaine.

As seen in the table titled ‘“Percent of Females of Childbearing Age Who Use Se-
lected Substances by Race/Ethnicity,” ﬁst month (or current) use of any illicit
drugs does not differ by race/ethnicity. Race/ethnicity does appear, however, to be
related to the use of the individual substances displayed. A lower percentage of His-
panic women of childbearing age, as compared to black or white females, are past
month users of marijuana. However, a higher percentage of Hispanic females, as
compared to black or white females, used cocaine in the past year. White women of
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childbearing age are more likely than black or Hispanic women to be past month
users of alcohol and cigarettes.

PERCENT OF FEMALES OF CHILDBEARING AGE (15-44 YEARS) WHO USE SELECTED SUBSTANCES, BY
RACE/ETHNICITY: 1988

[Porcont of Females 15 o &4 Years of Age}

Past mooth Past month Past month
Rac/Ebeiry et | e | e | e | S
Females:
L N B ¥ | 63 6 585 3258
BIOCK ..o 88 64 42 02 280
SN R 51 58 s %2

Vincdes wee of marguanz, hashish, inhalants, hallucinogens, cocaine, heroin, and nonmedical use of stimulants, sedatives, tramquilizers, or

BEST AVAILABLE COPY



Estimates (x1000) of Childbearing Age Women Using Drugs®

RACE Total ANY ILLICIT DRUG COCAINE MARTJUANA ALCOHOL CIGARETTES
Pop Est Year Wonth Year Honth Year = Fosth Year Voath Year Toath
WHITE 45208 8563 3923 206) 685 5976 2862 35586 26438 17983 14690
18.94%  8.683  4.563 1.523 B2z 633 7873 58.3  .m 32.508
" MINORITIES 14397 2253 1309 722 303 1708 903 8636 6093 @08 3742
—_— 15.642  9.09% 5.013  2.108  11.863 6.278  59.963 42.32 30.61%  25.99%
BLACK 7817 nas 663 3217 13 94 454 4586 394 2521 267
14.823 8.828  4.23%  1.708  4.723  6.38  59.19%  41.23% 32.543  27.9%
HISPANIC 5237 87 454 305 n4 575 266 3093 an 1515 1265
) 15.612  8.69% 5833  2.188  11.008 5.08% 59.07% 41.483 28.933 24.17%
OTHERS 142 287 170 88 56 a7 14 955 121 n 308
20.343 12.003  6.243  4.023 15.9m 10.03  67.663 51.493 26.308  21.86%
TOTAL 59605 10816 5232 2783 988 7684 3765 4222 32531 2239) 18432
*Source: NIUA’s 1982 National Household Survey of Drug Use (Computer run 7/2/90).

Of the 59 million women in the childbearing age (15-44 yrs) group, there were 45 millfon white, and 14 mfllion
minorities women (Blacks 8; Hispanics 5; and 'Others', ) million).

Of the i4 million minority women, 1.3 milifon were the users of any 11l1cit drug, 6 million were the current
users (past month use) of alcohol, 3.7 million smoked tobacco, 900,000 used marijuana and 300,000 used cocaine.
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INTRODUCTION

PURPOSE

This reporct describes selected model practices which may be effective in assisting
drug-exposed babies and their families. '

These models were encountered during an inspection examining how crack babies affect the
child welfare system. The findings from the Crack Babics inspection are contained in a
scparate report.

BACKGROUND

During the Crack Babies inspection, we found that public and private agencies are struggling
to cope with the increased volume of drug-exposed infants and the multiple service needs of
their families. Services are provided to families considered to be at “high-risk.” Some
indicators of high-risk family circumstances are poverty, substance abuse, family disruption,
and abuse or neglect.

Ageacies identified many service problems. Some agencies bave problems providing early
intervention services, comprehensive case management, and caseworker training. Study
respondents are also concerned about the special educational needs of these children and the
lack of interagency coordination.

In this report, we describe practices being used by public and private agencies, and State and
local governments to address some of these problems.

The Crack Babics inspection found that the problems caused by crack are inseparable from the
larger issue of prenatal exposure to other drugs including alcohol. Accordingly, programs and
procedures described in this report are not limited to those dealing with crack or cocaine
exposure.

METHODOLOGY

We collected information in 12 metropolitan arcas during the last quarter of 1989.
Respoadeats included child welfare administrators and caseworkers, hospital social services
staff, privaie apency represcatatives, foster parents, State and local officials, and national
cxperts. These respondents identified programs and procedures which they considered
effective in assisting drug-exposed babies and their families. While all programs ciwed in this
report were contacted and most were visited, we did not attempt to assess their effectiveness.
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CATEGORIES OF MODEL PRACTICES

This report is 2 selection of model practices which may be effective in assisting drug-exposed
babies and their families.

Practices are presented in eight categories:

. COMMUNITY OUTREACH AND EARLY INTERVENTION
. COMPREHENSIVE SERVICES IN ONE LOCATION

. EDUCATION FOR DRUG-EXPOSED CHILDREN

IV. CASE MANAGEMENT

V.  PROFESSIONAL TRAINING

VL  MANAGEMENT PRACTICES

VHi. INTERAGENCY COORDINATION

VL. PRIVATE INTIATIVES

More information on these practices can be obtained from contacts listed in the appendix.
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l. COMMUNITY QUTREACH AND EARLY INTERVENTION

Community outreach involves going into neighborhoods to find drug abusing women and
their children. The next step is to encourage them to use available medical and social services.
Aggressive outreach gets women and children to services they would not otherwise receive.
Early intervention means identifying problems in their early stages and providing appropriate
services in order to prevent serious problems.

The following four programs rrovide outreach and/or early intervention to families in their

The Maternity Quireach Mobile (MOM) Project is administered by the Department of Human
Services (DHS), Commission on Public Health, Office of Maternal and Child Health, in the
District of Columbia. The MOM Project conducts carly identification and treatment of
high-risk populations through screening, ieferral, and follow-up. The project is a response to
the high infant mortality rates in the District.

The MOM targets pregnant women, parenting womnen, and infants in high-risk arcas. The van
canvasses ncighborhioods, parks, and shopping arcas looking for mothers and infants. It also
takes refermals from DHS and a variety of other sources.

Outreach workers in the van try to enroll high-risk women and infants into the MOM project.
The workers then refer women for care to the nearest health center or health care provider.
The MOM van staff also take women to appointments and follow-up to be sure women are
using the services.

St. Lukes/Roosevelt Hospisal Cerser, New York City, has two programs within its Community
Services for Children and Families: the Prevention Unit and the First Step Unit. Since the
units are sffiliated with the hospital, their clicnts have access 10 the wide range of services
offered by the hospital.

The New York City Child Welfare Administration (CWA) contracts with both units and
provides a large portion of their funding. The First Step Unit also receives 25 percent of its
budget from private sources and foundations.

The Prevention Unit serves multi-problem families, most of whom are referred by CWA. At
least 6 of their 42 families must be “boardes baby™ prevention refermals. The unit is staffed by
social workers, psychologists, and volunteer home visitors.

The Prevention Unit secks to prevent foster care placement, decrease the incidence of child
abuse and neglect, improve the pareats’ ability to deal with psycho-social crises, and promcte
the personal development of parents and children. The staff assumes case management and
clinical responsibility foc the family with personalized coordination strategies. The
coordinated services include counseling, crisis intervention, home visits, and parent-child

interaction therapy.
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The First Step Unit serves 24 pregnant teenagers and teenage mothers with infants, Staffed by
social workers and volunteer home visitors, the unit seeks to improve parenting skills, reduce
psycho-social stress, foster personal development, increase self-esteem, and reduce potential
foster care placement. The home visitors help increase the mother's knowledge of the
physical and emotional needs of her baby. The staff supports the mother in dealing with
conflict and stress, and motivate her to consider the choices for her future.

“he Harbor/UCLA Medical Center in Torrance, California has a Substance Abusing Mothers
(SAM) Clinic. The SAM Clinic provides support and care to pregnant women addicted to
illicit drugs. Eighty percent of the infants bom to women attending the clinic have been drug-
free at birth. The infants have a reduced incidence of prematurity and low-birth weight,
shotter neonatal stays, fewer perinatal deaths, and a decreased need for foster care as
compared to other babies born 1o addicted women not in this program.

Staff include a clinic coondinator, perinatologist, developmental psychologist, psychiatrist,
dietician, and nurse educator, as well as pediatricians, OB-GYN housestaff, and certified nurse
midwives. The services provided are prenatal care, pediatric care, social service case
management, chemical dependency treatment, parent education, suppon groups, individual
and group counseling, community outreach, and family planning. The funding for these
services comes from the county Drug Abuse Program and State funds set aside for hospitals in
targeted counties.

There is also a clinic for children of substance-abusing mothers that does developmental
testing and assessment. Babies are followed at 4-month intervals during their first year and

6-mnnth intervals thereafier.

The Censer for Family Life in Brooklyn, New York is a multi-service agency serving the
Sunset Park community of Brooklyn, a poor neighborhood of some 98,000 people.

While its primary focus is to sustin children in their own homes through a variety of
supportive services, it recently developed a pilot foster family program in which foster
familics are matched with natural families within the same neighborhood when placement is
necessary. Supported by a contract with the New York Child Welfare Administration, the
program's purpose is to reduce the trauma of separation for children who have to be removed,
10 keep siblings together, and to offer more inweasive services aimed toward family
reunification. After children are returned 1o their parents, the family is encouraged to remain
connected with the Center for ongoing support and risk reduction. The Center has found
neighborhood foster family homes for 64 children and has returned 33 10 their parents.

The Center's family services include individual, group, and family counseling; psychological
and psychiatric assessments; an infanttoddler/parent program; foster grandparents;
employment services and job placement; emergency food; an advocacy clinic; and exteasive
school-based activities. The latter include school-age child care services at two schoois, as
well as two teen centers and summer day camp programs.
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The Center for Family Life has developed services that directly meet the needs of its
neighborhood clients. It is involved in developing the community as well as with individual
and family clients. This commitment is reflected in the Center’s policy of being available to
the neighborhood 7 days and evenings a week.

. COMPREHENSIVE SERVICES IN ONE LOCATION

Ceatral locations offering comprehensive services are a preferred approach for reaching and
serving drug-addicted women and their families. Service needs include medical care,
counseling, and social services. The facilities provide services directed at the
multi-dimensional needs of drug-affected families. The availability of a variety of services at
one location makes it easy and convenient fo families 1o accept services.

Descriptions of three facilities which provide comprehensive services to drug-addicted women
and their children follow.

Martin Luther King Jr. Hospitul in Los Angeles, California is a county facility where four
_ programs are available for drug-exposed babics and their families. These programs are part of
an umbrella program called Shield for Families.

The first program, Project Support, provides prenatal care and outpatient drug treatment 10
clients referred primarily by the hospital. The California Department of Children's Services
(DCS) can mandate individual participation in the program by means of a court order. The
county Drug Abuse Program provides funding.

The second program, High-Risk Infant Follow-up, is a clinic that provides medical care for
infants and ensures they receive necessary services. It is for children from O to 5 years of age
who have developmental needs or are at high-risk. Children are referred from other Shicld for
Families' programs as wel) as bv DCS, hospitals, and other foster care agencies. The program
is funded by the county Cepartment of Health Services.

The third program is Assistance and Relief to Kids (ARK), a child abuse project for high-risk
women funded by the State. Upon recommendation from DCS, the courts can order mothers
to attend whe program. The ARK program receives its funding from a State-administered
Fedenal grant for mode! programs dealing with child abuse.

The fourth program, Eden Infant, Child and Family Development Center, consists of early
developmental assistance for drug-exposed newboms and their families with special needs.
The program’s funding comes from the United Way, DCS, and the county Drug Abuse
Program. Eden offers center and home-based programs focusing on parental skill
development Mothers participate in both for a total of 1 year.

The center-based program includes parenting classes, counseling, psychological evaluations,
and Cocsine Anonymous meetings. Ecen’s home-bised program includes further counseling,
implementation of new parenting skills, and applicaion of new management skills. It also
includes family assessment with ar individualized beatment plan developed with family input
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Family Health Center in Miami, Florida is a treatrent community for female substance
abusers which allows mothers to keep their children with them while attending the program.
The Center offers comprehensive primary care and addiction services which include -
outpatient services, day treatment, and residential components. Currently there are 15
residential beds, with 25 more being planned.

The Center receives funding from the U.S. Depantment of Health and Human Services and the
Florida Department of Health and Rehabilitative Services. The residential program lasts 6 to
9 months, is seif-paced and employs a token system. The token system allows patients to cam
points needed to move through treatment phases. .

The residenual program'’s goal is cognitive growth. In addition to drug treatment, enrollees
reccive vocational training, tutoring for high school equivalency diploma, parenting and
nutrition classes, psycholegical counseling, AIDS prevention training, transitional housing,
child care, and health care. Women attend physical fitness and art classes, along with
community social events and Narcotics and Alcoholics Anonymous meetings.

To graduate, 8 woman must be employed for 90 days, have $500 saved, possess
facility-approved housing, and have or be working toward her high school diploma. After
graduation, participation is required in an outpatient program which includes random drug
testing. Center staff conduct follow-up if the women do not attend.

The Women's Annex in Tacoma, Washington provides transitional housing for women (and
their children) recovering from drug and alcohol abuse. To live in the Annex, women must
have atiended or be attending drug treatment and be in school or working. The Annex
consists of seven houses with a resident manager and case manager on-site al all times. The
staff assist women in securing services and resources they need to stay drug-free.

The houses are designed to offer a supportive home environment for women and their
children. Services include child care, transportation, recreation, and workshops. Women also
have access to employment and education resource and referral inforzaation. The womer may
stay as long as necessary to maintain drug-free sobriety and work towards independence.
More information on Women's Annex is provided in Section VIII, Private Initiatives.

ili. EDUCATION FOR DRUG-EXPOSED CHILDREN

Serious concems exist about the future impact of drug-exposed babies on school sgstems.
Drug-exposed babies are considered likely to have developmental, behavioral, psycho-social
and learning problems which school systems and preschool programs will face. With early
intervention, many professionals believe these children can be mainstreamed. Both programs
described below provide a structured educational program for preschool children.

The Los Angeles Unified School District_has a pilot research program for drug-exposed
children which uses special local and State education funds. Since its inception in 1987, 31

children between the ages of 3 and 6 have participated.
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The program targets marginal children, i.e., those who may ultimately be integrated into
regular classrooms. Children are referred to the program by the Department of Children's
Services, foster pareats, and relatives. 