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Foreword

Childrvn in the Pnited States should not be living in poverty today., but they e The poverty rate foy
children under sixis 23 percent—the highest of any age group in our nation. This is umaceeptable,
According to data from the US. Burcau of Census, 31,5 million people were chissthed as poor in 1980,
as determined by o fimily's pretas incomee. Strikingly. of this nucaber, 301 million were chldren under
the age of siw.

This report on the health problems of poor voung children is smique. 10 the birst comprehensive
overview and assessment of the literssture that Bas appeared over the past decade concerning policies
and programs that address the health necds of this valnerable popubation.

The author recognizes the need 1o start viewing cibdren and their Liilies in poverty in g different
wav. We spend over T percent of our gross national product on health, and while we clearhy do care
shout our children, we must inerease this concer and become more efficient and iesourcetul in onr
problem-solving. In the past we have been reactive. We must become more proactive, We st detine
and des clop comprehensise appraaches that ard young childien and their Bamilics during the carly
vears of Laily lormation. The emphiasis must highlight presention, access 1o quality services and
timeh and appropriate utilization, and a continuty of health e that comtabutes 1o Lannly stabwhin
and better outcomes for children's v es

The sponsor and author of this stedy clearly recommend anonremedial approach to chitd health
problems. The moragraph has boeen compifed by combimimg scientitic know ledge and socnal
sensttivity The test desanbes the estent to which the healtth of poor Chiledren is v orse than that of
nonpoor hildren. and it esmmes the etect of poserty and ts enviromment on health status and how
poor Limihes ise bealth services Teabso review s available pubhe programs and the new polices tha
are necded The mtormation contnbutes msights and direction tor federal and state polios nnikaers.
health cone provaders, and pubhic policy advocates

\ debt o gratitude s oned to the anthor of s work aned the Natonmal Center tor € nldien i Pos ety
and s tunders tor nahimg the pubhicaton possible: The solume should remmed us of pressing issies
and the nathions o innocent imbants and chaldren s hiose Bives and satens e atteoned dusls by the L b
of suthaent attention to thew condition B shoudd Calb os tocommt cosely os tocedhee aedes o et 1o

adbiess then necds il to prepare then tor presdin ive taties
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Preface

Tlns monograph. prepared tor the National Center lor Children in Poveny, is addressed prisiarily to
poticymakers at e federad and stte levels, its intent s to niihe thep aware of the extent of health
problems among childven in poverty. the causes of these problems, and possible wayvs 1o address them

There are several tings which this paper is nor 1is not g how to-do-it mannal. B does not indhude
itormuation about how an etfective program can be descloped at the Jocal Tes el o soggest solutions
tor problems of program soplementaton at the state and federal Tevel Such reterences will be as adable
i other documents trom the National Conter for Chiddren in Poverty . Nor s this docament the sepont
ob original rescarchs vather s synthesis of research conducted by others, Non s this papeer
attempted to present the faces on all chaddren or even onadl poor children. The tocas is on poor
hildren under the age of siso with occasional reports on older cinldren or on nonpoor caldren when
these were the ondy datiavailable The reproduction relied problems of poor women have abso been
review ed because of thew relevance toanbant health,

Finalhy . this s notan advocacy docoiment 1t is veny ditheudt to remam dispassionate abost the
problems of poor children, espeantiy whien one s asware of their suttenng and of the Lick ol suppon
tor those whoare trvmg so hand to assist then Nevertheless, an attempt has been nade 1o present the
Lacrsins ekt ely obypean e manner and o disw unbiased conclasions trom them 1 hope, howeser,
that thes document will be used o advocaes.

Fs st thank the many indivduals who comabuted o the preparation of this paper Fast ad
toremost, fudith 1 Jones, Direator ol the Nanonal € enter tor Chddien m Poverty, whose vision made it
possible Oscr Flarhavy of the Ford Toundation pros ided both moral and inancial support. Raren Belt
o the Center sttt adsoassisted i the development of the pape s baepesworkh Membwess of the ©enter s
Panchon Chadd Health and Maternsy Care were extremehy helptul m sevieswang the onginad onthine ol
then readhmg and cntping the tast deatt The Conter s Councl ol Adysors also combated
usctulideas \Vgrenip of eviewers ndhuding the Late dobin Butler, Vimce Hatchins € Sden Mitler, Saia
Rosenbuamn and Barhara stathickd made addmonad, vaduable comments | have mied o mconporate
nnity of the suugestions of these expetts Vg G0 Cattool made pottant contubuations o the
~echon o progtons op presgnant adofescents The seoetad sttt at Yale worked tnelessiy thiongah

pany deatts and poaticaln thank< st be given o Mane Youne Carol Cesare amd Donna ¢ oroll

Povdlv bopaondiv wishito ackiosdedse iy research assestant and stdent Aboea B Parker o
prorastene e ot e ke dlosen it ned bt inrehtbod ey o it nde e sot s B i
P le e necde thie e oo e ob s panwer oo pde et tisk s cswcdl s comtnbamines sob gty

Foo it ity
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Executive Summary

Atnerica as sery bealth consaous, Moge than H
percent of the gross national product is spent
on healthe Yer o Linge segment ol Amrerica’s
nbdren sutler trom headthy problems related to
poverty One out ol Bive Children under sis hve
i poverty, and their health status is worse than
that of nonpoor nldren.

My esperts befies e that the health statas of
poor <hldren could be addressed mese efte
avels by unproving their coonomic condition.
Polioy muhers, however, seem more witling to iy
toaetiedy the problens through health measures,
pasticudarhy the provasion of medicad care Fhis
tonograph focuses on the sole of health
scivices i improving the health of poor Lamilies
It enamines the heatth problems of intnts and
vortig < hildren hvinmg i poverty and the services
Peing pron ided to overcome these problems

The Health Problems of Childreen in Poverty

Chrldren m povery espenence more ol i
ty s of health problems g dos childien
Lamshies with more adeguate moames  \
pothicubar problom s modence, prevalence o
seventy iy be hgher amongg poor dekdeen
Rates of mbant meonbadiy conder age one s and
onveratb Chiddbood mottabiny ane g amony
poot Chaldrens amd certam causes ot death ae
Dether suchden bant death ssindiome (85D
vandemde D agnnes chndd abase and e nons

NI R SR T N AN ITTEEAR Y F RO

Roate = ol nnabadhiny e also baeher Conditioms
o the poser waltor disproportionato by mchinh
Lo Darthowersdne PHN antecton ethana Jdental
Jdecan s los natptonad probloms foad

puon sty fomnec s chsadabhitc v nte i
gttt ~ Lt Clold daase b neetoar o
bt~ e cldebrens oave Basehier vate s o Bosge
it e rthien Boalth st s repetc iy

ot g gt ! Lowvn g 0l 't [ T I Bl e e

For some poor childrea, unstable or dangerous
physical enviromments compound the
ditticubtios cregted by their ceconomic
circunnstinees, These inddude children withow
permaiient homes beinse fow cost housing is
wan ailable. children whose parents are
magrants. and Children who are in loster care.
Native American Children and childeen who lis e
in rurdd arcedas or centrth-city arban arcas Lalso
evpenence special health problems,

The Impact of Poverty on Heaith

Fhe reasons tor ugher rates of health problens
among poer tants and children e comples
andd chiftic v voamady e A Ly s low income,
relaiin e 10 as stz is assoiated with severad
demaographic and psy chological Gactors that mas
fead 1o poor health - mdependent of the receipt
of personal health services, These ine lade foess
than o ligh school education, birth oatsicle o
narrntge. single parent houschobd, seenage
mothethood, and teehngs ol stress and
depression Poverty abso nnthes st dihoult o
(R Pase sotne o the commodities conducne
torgond pealth These mdude adequae
housingg, nubtious food transportation, driags,
medhioal cogpapr e and safety devices In
addition, pooy Lamithies troguently fuve e
tne anaaabable tog Bealth promotine v ities

e avaababnhity o health senvices also plan s o
o sole s detenmmng the health st of
prast Chddien Paooe Lanihes Lace aonumber o
cibst cles mobtaming approprate health cane
Financa] problems nohe it datticult tor then o
ey b caresand Medicad ad other orogioms
destened o dotean el costs e not accessabile
toatbimnecd kot pronak s s aanother bt
et b care rocenved barhie poos s ione ks
to be ol toweer gty thoam thiot cdtered ot
teniponat e the content ot the care presaded e

e e oot et jacble s onpe e ne
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For economic, educational, and other reasons,
poor families are less likely to have healthy
life-styles or to eéngage in health-promoting
behaviors., Finally, poor families may scem
unmaotivated to seek personal health services
when the problem is actually fack of
information. fear, or different priorities
regarding the use of time and money. When
financial barriers are removed, the care-secking
behavior of many of Lie poor closely resembles
that of the nonpoor.

The Personal Health Care Patterns
of Familices in Poverty

Even though many of the health problems
experienced by poor children are the direct or
indirect consequences of poverty and related
factors, health-relted services can play an
important role in preventing and ameliorating
these problems. Poor families have different
patterns of heilth service utilization than do
nonpoor tamilies, but these differences may be
kirgely a function of financial constraints.

Poor families participate less in activities that
reduce injuries and poisonings. Poor women
are more likely to have unwanted or mistimed
births, and they are less likely to use
contraceptives. Poor pregnant women are less
likely to begin prenatal care in the first trimester
and more likely to receve no care at all,

The number of physician visits per year is
lower for poor children than nonpoor children,
and the source of medical care also diiers,
with nonpoor children less likely to be seen

in a physician’s office and more likely to e
seen inan emergency room, a clinic, ora
hospital outpatient departiment. Children of
colorare less likely to be tully immunized than
white children.

Programs hat Have improved the
Health of Childrea in Poverty

Two acenertl tvpes of programs have had
Favorable impacts on the health of poor children:
public health or community health progrims and
personal health servia e,

Among community health orograms,
prevention imtiatines have detingely reduced
raortadity and trauma. Reducnons in the speced
Brant, use of car resteaints, and velucde design
unprovements hav e lessened motor velndde

fatalities. Smoke detectors a L dre-retardant
clothing have led o fewer fire-related injuries
and deaths, and childproof caps have limited
poisonings. Window barriers have decreay od
falls. The introduction of lead-free gasolines and
the removal of lead from housing has helped to
prevent lead poisoning. Federal nutrition

programs have improved the nutritional status =~~~ - ... .5

of pregnant women and young children, and
mandated immunization and newborn
screening programs have reduced death and
disability rates.

In the field of personal health services, family
plinning progriams have reduced the rate of
unwinted and mistimed pregnancies. Programs
providing casily accessible prenatal care of high
quality have contributed to reduced levels of
low birthweight and infant mortality. The
regionalization of perinatal care has had 4 major
positive impact on neonatal mortality and prob-
ably on infunt und childhood morbidity as well.

Programs that use both financing and service
defivery mechanisms have influenced child
health, In the former category, the 1965 passage
of Medicaid increased the utilization of personal
heulth services by the poor, Early evaluations of
the federatly funded Maternity and Infant Care
and Children and Youth Projects suggested that
they improved pregnancey outcomes and child
health, Community and migrant health centers
have also been evaluated favorably.

The Early and Periodic Sereening, Diagnosis,
and Treatment (EPSDT) program is still not
reaching i Large proportion of those eligible
for it. but in arcas where EPSDT has been
mplemented successtully, positive results have
been demonstrated. The health component of
Head Start has achieved important benefits.,
Evaluations of social support programs,
including home visiting, indicate that they
have signiticant potential for improving infant
and child health.

Policy Strategics for limproving the
Health of Poor Young ¢ hildren

A review of program suceesses and tailures
stggests that some policy strategios tor
improving child health are more effecnne than
others Public health intery entions that do not
require the active participation of Children or of
their parents are often more etfective than those
that do Compuare for example. the success of

13




witer fluoridation with that of dental care.
Laws, such as those concerning immunizition
and newborn screening, have proven

to be effective methods of encouraging
healthy behaviors.,

With regard to health care financing, true
entitlements requiring that all who meet
cligibility standards be served, regardless of the
size of the appropriation, meet more children's
needs than programs limited by the size of

an appropriation. Programs targeted at the
poor, ustilly means-tested, are more likely

to be reduced in scope under financial
pressures than are universal progriams. Even so,
cvidence suggests that entitlement progrims,
such as Medicaid and EPDST, should be

better implemented.

Programs that employ financing mechanisms,
such as Medicaid, and programs that provide
services directly, such as community health
centers, are both essential to seeving all voung
children. Financing mechanisms appear to bring
many people into care, but private providers
are not available in many areas, and primary
care must be made wvailuble and aceessible
wherever poor families live. When states and
localities do not serve poor families in need, the
power of the federal government may be
essential to guarantee care.

Increasingly, the health svstem will necd 1o
work closely with welfare and education
agencies who have responsibility for some
aspedcts of child health, Ste welfure
departments usually administer Medicaid and
EPSDT. and they are also responsible for the
homeless and for the health care of foster
children and abused and neglected children.
The education system under Pablic Law 91-142
is responsible tor children with a wide vancty
of handicaps, and in most states this sy stem s
Also responsible under Public Law 99-457 tor
developmentally delaved and other high rish
proschool chaldven,

Program Approaches for lmproving the
Health of Poor Younyg Children

The mugor progran recommendation of this
report s that steps be tahen nnmedtey 1o
mprove the Bite circamstances of poor < uldren
s can be accomplished erther thiough the
direct provision of essential services, imdduding

housing. foad. clothing. child care, health care,
and transportation, or through welfare or other
payments high enough to allow the purchase
of such necessities.,

"o the health field, several approaches
are essential:

Modlify the Environment. .cgislation and
regulation, coupled with education and strict
enforcement can lead to further reductions in
child injuries and illnesses. For example.
aggressive actions are needed o prevent lead
poisoning iand to reduce the drug dealing that
supports illegal drug usiage.

Make Personal Health Services More
Avalilable and More Appropriate. ’crsonal
health services should be available to all who
need them, should be of high quality, and
should include the components necessary to
improve the poor family's health status. Among
the essential services are:

Family planning

o Prenatal care that encompasses nutritional
supplementation. education, social support,
and substance abuse treatment for
pregiunt women

o Perinatal regionalization

e Newborn screening

* Immunization

e Primary health services tor all children

o Specilized health care for children with

special necds

Expand Insurance Coverage. Finuncial
barricrs to care should be reduced through a
program of universal coverage lor personal
health services. It this is unaceeptable,
combination of an expanded Mediciid progrim
and mandated cmplover-tinanced health
insurance should be initiated. Rates of provider
reimbursement should be high enough to attead
private providers and o enable public tadilities
to provide quulity care.

Increase Health Provider Availability.
Since it is unhikels thatalmost any tevel o
rennbursement wvill dreasw privae providers
nto certam undersened areas, the tederal
2overnment should mamtain a projeat graint
svatem o tund comprehensiy e tacthties in
these areas and to expand the Nanonad Health
Service Corps to haelp statt them



Expand Proven Programs. Initiatives that have
been evithited and that show the capacity to
improve child health status should be expandoed.
Two quasi-entitfement programs should be
converted into entitlements: the Special
supplemental Food Program for Women. Infants
CWTC)L and Children and Head Stant. Aggressive
implementation of EPDST might also lead o
matjor haalth gains, Special programs should be
targeted to high-risk children, idlading migrants,
Native Americans, those in foster care, the
homeless, and children in families residing in
remote rural and inner-city s,

Reorganize Existing Programs. lacilitics
that provide partial services, such as well-child
clinics, should e phased out in favor of tull
prinury cire programs, Consideration should
be given o integrating the health department
and community heilth center systems, using
comprehensive care and community
involvement mocdels.

Change Unfriendly Institutional Practices.
Some communities appear to believe that
additional programs are the only solutions to
their maternal and child health problems.

Otten, however, positive results cmn be achieved
Iy modifving burcaueracies, however
entrenched, and exploring the strengths and
weitknesses of programs., tollowed by
procedunil improvements and more “user
friend v practices.

Modify the Content and Delivery of Care.
Often the content of care provided in the pubtic
and private systems does not respond to the
needs of poor fimilies. Even when the care

is appropriate, there is not cnough time to
cducate these Eimilics about their needs.
Svstems should be designed to attract the poor
and provide the components ol care that will
benefit voung children.

Concluding Thoughts

something must be done iabout the health of
voung children living in poverty. Simple justice
cries out for them to have the same start in life,
interms of health, that nonpoor children have.
They have not chosen to be born into poor
Camilics—and they should not suffer for the
problems of their parents,

Children must be wanted not only by their
patrents, but also by society—and children
growing up in urban slums or rural squalor
cainnot feel wanted. Legishitors have iassisted
other populitions. They have litted most of the
clderly out of poverty ¢while leaving nany
voung families in dire circumstiances), and thes
have nude renal dialysis (hut not prenatal care)d
avitikible to all, This sodiety needs intenentions
atall ages and throughout nuny systems

1o improve the life options of parents and

their children. Childeen should not be living

in poverty in the United States today .

I'his society needs interventions at all ages and
throughout many systems to improve
the life options of parents and their children.

’."



Chapter One:

Poverty and Health

The United States spent more than T percent
of its gross mational product on health in 1988,
Even so, nany American childeen satter from
health problems, and these children e
disproportionately poor or near-poor.,

The relationship between cconomic
disadvantage and health among young children
is comples, but some issues are clear:

The health status of children in ceconomically
disadvintaged Funilies is worse than the
health status of children in Bantlies who

hay ¢ more financitl resources.,

* The higher incidence of health problems
among poor Children is due to the inter-
action of many factors, including insufticient
and inadequate aceess to “personal” health
services—detined as services provided by
physicians or other clinicians,

o Quality health services can prevent or
reduce the seriousness of niimy of the health
problems that poor children experience,
These services inchide health promotion:
hedlth protection: and preventive,
thorapeutico, and rehabilitative care.

* Cthis country addresses the health problems
ob s ubdren through both public and
private programs, My o these e
citeacmve, hut much remains 1o be done to
cnsure the headh ob b voung childeen

< Addimonal eHons o improve the headth of all
oldren. bat particularly the health of poo
Chldiens are essented becaose Chaldren are
mportant soc kb mvestments and the cttarts
retecta tadimonal smerean beliet i equany

o sunple e

Chapter One of this volume introduces these
themes, and Chapter Two ontlines the history of
LS. haalth services tor children in light of their
cifectiveness, Chapters Three, Four Five, and
Six review the wavs in which poor children’s
heslth is worse than that of nonpoor children,
sumnuirize the health problems of specific
poptilations of poor children, explore how
poverty can atfect health status, and describe
the personal health care patterns of poor
Familics, Chapter Seven demonstrates that many
programs work—whether they are community-
oricnted or persomil health services, such

as maternity or infant child care. Chapter

Eight looks to the future. It compares and
contrasts policy approaches to improving
Children's haealth, and it offers programnatic
recommendations.

The monograph’s focus is on Limilies with
children under the age of six whose incomes
fall below the tederal poverty level. According
to 1990 guidelines, o lamily of two dor
example, o wonun and her child) with an
income below S8, 120 would be living in
poverty, as wottld i iy of three awo parenis
and achild, or a mother and two childreny with
Jncome below S 10300,

Although the test concentrates on Children and
families hiving in poverty . the status o the near
poor  Lumirthes with incomes just above the
tederal poveny hine - s also described because
many of them face as many obstacdes as poon
Lanndies in purchuasing adeqguate food and
shelter, and the near poorare frequenthy not
cligible tor publichy subsidized programis, such
a8 Medicud and e unable to buy prnate
healthmsurance They may hindb it as difhicalt o
obtain health servces as those tinadies lining
below the poverty hine, or even more dithoalt
Young uldien Ivimg near poverty are obten
indistingnshable trom hbdeen Tivimgz i povernn

Lt



The Number of Children in Poverty

If the number of poor families in the United
States with infants and yvoung children were
relatively smull, the issue of their children's
health status would still be important but
perlaps of lesser mitional signiticance.
Unfortunately, poverty among fumilies with
voung children is extensive. The 1980s
witnessed o particularly striking increase in the

number and proportion of voung children fiving

in poverty. In both 1987 and 1988 the U.S.
poverty rate for children under six hovered
around 23 percent—nerrly one child in four. in
TORS it was estimated that over S million
children were living in poverty.2 (See Figure 1.)

Poverty is a particular problem for children
under six. The 23 percent poverty rate for
Children under six in both 1987 and 1988 wis
higher than that for any other age group in the

Figure 1: Number of poor children under six, 1968-1988
Millions

United States—double the rate for adulis aged
18-0- and nearly double the rate for the
clderly.d (See Figure 20)

The rise in poventy among young children in
the 1980s has been attributed to an increase in
the number of single-mother houscholds, a
decline in the purchasing power of minimum-
witge workers: and the declining value of
federal income assistancee to low-income
tamilies. The cconomic growth of the 1980s
generally did not affect the incomes of low-
income families, panticularly young families. !

About 2.1 million. or 42 percent. of the

S million poor children under six in 1O8™ were
white. About 1.0 million, or 32 percent, were
black: 1 million, or 21 percent, were Hispanic:
and 250,000, or S percent, were from other
raciul or ethnic minorities, predominantly Asiin
and Native American.®
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The 1980s witnessed a striking increase in the number
and proportion of children under six living in poverty—
nearly one child in fouyr.

Health Problems and Their Causes

The health status of children in poverty is worse
than that of nonpoor children. Poor children are
more likely than nonpoor children 1o be born
too soon or too smiall: to die in the first year of
lite or during carly childhood; to experience
acute illnesses, injuries, lead poisoning, or child
abuse or neglect: and to suffer from nutrition-
related problems, chronic illnesses, and
handicapping conditions.

The reasons for the higher levels of health
problems among poor infants and children are
comples and ditficult to analvze. Certainly o
large part of the problem is cconomic. Poor
families cannot purchase the goods and services
they need to maintain good health, such as safe
and adequate housing and nutritious tood. and
they live inareas where they are exposed to
environmental polletants or are at high risk of

Figure 2: Trends in poverty rates by age group, 1968-1888
Poverty rate

—
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injury. In addition. for cconomic, educational,
and other reasons, poor families are less likely
than their nonpoor counterparts to have healthy
life-styles or to engage in health-promoting
activities, Economic status interacts with health
problems. and this interaction results in poor
children’s being more likely than nonpoor
children to suffer long-term consequences of
health problems.,

Poverty is also associated with social circum:
stances that influence health. These may include
limited parental education or extramarital

hirths, single parenthood, adolescent
parenthood, and. for minority groups, racial

or ¢thnic discrimination. These economic and
social burdens can engender feelings of despair
and powerlessness that hinder healthy behavior,

The availability and quality of personal health
services play i natior role in determining the
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health status of poor children. Poor families
have greater ditficulty than nonpoor families in
obuiinir appropriate personal health services.
Feononue, cultural, and health system factors
limit poor families” aceess 1o these services, and
the care mayv be of Tower quality. Furthermore,
since poor children often have health and
social problems that differ in both ype and
magnitude from those the nonpoor experience,
the content of care is often inadequate to the
problems they have.

Mcthodological Issucs

Proving that poveny leads to poor health
among voung children is diflicult for several
reasons. The number of indicators of health
status at young ages is relatively small, and
rescarchers often study these indicators in
relation 1o noneconomic fictors. Also. sinee
niny factors other than diredt cconomic
deprivation, such as genetic endowment.
physical environment. demographic variables,
and medical care, atfect health status—and must
mnteract with cconomic statts-—it is almost
impossible toisolate the specitic contributions
of ¢conomic factors,

Health Status Indicators. Mortaliy,
particulirlhy mbant mortality, is the most relable
and valid hieabth statas indicator: 1 does nat

un ol e measurement problems, and it s
reported on death certificates. Unfortunately
death certibicates contaan no information abaou
ceononne statns Mortahiy statistios captune onhy
the extreme of o hroad comtinaam of problems
that hegins sath global measures of well bemg
Aand o sumpitoms andd procecds throneth
nunor and mugen linesses and ingores
Bnntations of ety and disalahing

Ohtimg datacon the mcidence and provalence
o child Beatth problems s dithicult The

National Center for Health Statistios (NCHS)
houschold survevs, and pariculbarly the Child
Health Supplements, are major sources of
information on health status other than
mortality. The Centers for Disciase Control
CCHEY undertakes spocial studies, sumniarizes
information on notifiable conditions, and
conducts surveillinee on some conditions,
including AINS, congenital malformations,
maternal mortality, pediatric nutrition, Reyve's
syndrome, and rubella and congenital rubelka.

Many professiomal groups and special
commissions have urged the government 1o
intensify health data collection acdtivities,
particularly in regard 1o children. In the absence
of more refined measures collected at frequent
intervals, it is almost impaossible to determine

how increases or decreases in poverty and other

social conditions, or expansions or reductions in
public programs, affear children's health .0

Economic Indicators, \\hile other rescarch
has considered the documentable demographic
Lactors atfecting health status that often stand s
proxies for cconomic stitus, such s rice,
narital status, and education. this study
attempis to esamine the association bhetween
health statas and ceononic variables poer se

Some of the data sotiees used in this review
chid not provide information about poserty
status as fedenddhy detined. When ondy mcomee
infornation or weltare status was v aihable., this
senved s the basis toranalvsis. i nenher
poverty status mcome nformation, norweltare
status was avarhable . prosies were used and
were noted. These provies indlade the
soviaecanonie status ob e residentnal area
cusuathy consas tractor the Lick of prvate healthy
imnsnnanee covetage, and cronwdimg Medicand
status sometunes appedrs asan indhoator of fow
tmcome, bt sice covernase varies by statee,

ry
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Poor children bave disproportionately
bigh rates of bealth problems
because of their disadvantaged status.

Medicaid is not i sensitive indicator tor national
analysis. Occasionally demographic indicators
ladd 1o be used These included Lirge houschold
size, having loss than a high school education,
teenage motherhood, unmarried parenthood,
and single-parent houschold.*

Unless stated, these amitlyses did not use
minority stitus as i proxy for poverty, although
other reviews have taken this approach. Since
not all ninority amilies are poor, and many
nonminority amilies are, minority stitus wus
not considered an appropriate substitute
measure, (For an excellent discussion of the
relationship between minority status and
sociocconomic position and both factors’
relationship 1o health. see the Haan and Kaplan
chapter in the 1985 Report of the Seoeretany's
Task Foree on Black and Minority Health.™)

Limitations of the Material '|'his analysis
examines—with a few excepiions—studices
using 'S data collected since 1980, This

rostris s important beciuse health problems
change over time., and because carlier studies
did not use the statistical technigues now
availuble for controlling confounding variales.
Since this review focuses on children under six.
it does not discuss health conditions tha
become apparent w hen children are older,

For example, nuny dental and. 1o lesser
extent. psvehologicd and cmaotional problems
iy cmerge i the preschool vears, but thei
cpdemiology s usually studicd more
thoroughly adier age sis

Health Services for Poor Families

since the Latter part of the 19t century, private
philanthropists and various levels of
government have assumed responsibility tor
improving poor children’s health through health
promotion, health protection, and personal
health services. Their efforts have helped o
satfegnard the milk supply, reduce the amount
of lead in gasoline, provide care for pregnant
women, immunize infants and young children,
supplement dicts, educate mothers, and treat
sick and injured infants and children. The
virious initiatives have required ditterent
mechanisms, such as legislation and regulation,
health education, financing of services, and
direet provision of care.

Many of these programs have led o major
improvements in children’s health. Intant
mortality hits declined during the last SO years,
as has the childhood incidence of preventable
discases, injuries, hospitilization, malnutrition,
and fead poisoning. The difference between
poor and nonpoor health service utilization has
lessened as well Discrepancies remain,
nowever, between the health of the poor and
the nonpoor, and many other industrislized
nations apper to have healthior Children than
the U nited States.

1n Support of Expanded Health Services

AL Chiddren need hesdth services, Poor Childien
need them more critically because of their
disproportiontely Tngh rates of health problems
and their disadvantiged status

W hile there can be no excuse tor allow g
inbants and children to suffer unnecessarity, two
additional arguments support the provision ol
health services to poor Cduldren.
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e Heaulth services will improve the health of
poor childien now and in the future and will
have an impact on other aspects of child
and adult life.

o Regardless of whether health services aan
e documented to improve health status,
services customarily sought by middie-
income familics should be aviilable to those
with low or naG incomes,

The Outcome Argument. It poor children do
not receive high quality health services, their
hesdth will be worse than that of nonpoor
children who do receive guality services, and
poor health has implictions for both the present
and the future. Poor health is an immediate drain
on a tamily. The family must find the money 1o
obtain ambulatory or hospital-based services,
and il they have neither income nor savings 1o
Pay for services, nor privite insaranee o cover
them. then the cost ol child's heslth care Balls
on socictv. Morcover, it an emploved family
member st sty homee to cire fora child, visit
a hesmitat, or trhe st child o a health care facility
the tamils s income may be diminished.

Conditions not treated promptly nuy worsen
and become chronie, not only increasing
medicl care expenses butlso potentially
interfering with educition and the child's

eventual ability to carn an income. The
increasing attention patid 1o child health issues
by representitives of corporate America indicites
that business leaders understand the relitionship
between improved infant and child health and
productive work foree in the future ®

The Equity Argument, Simple justice affords
another argument for providing services to poor
children. ‘The President’s Commission for the
stuchy of Ethical Problems in Medicine and
Biomedical and Behavioral Rescarch reflected
this concern in 1983:

society has an ethical obligation to ensure
cquitable access to health care for all. This
obligition rests on the special importiancee ol
health care: its role in relieving sulfering,
preventing preniure death, restoring
functioning, increising opportunity. providing
infornuition about an individual’s condition,
and giving evidence of mutual empathy and
compeassion. Furthermore, although life-styvle
and the environment canattect healtly status,
differences in the nead for health care are for
the most part undesernved and not within an
individuwal's control.”

It ctiv e services available to more aftluent
Familics should not be difticult or impaossible tor
less Lattluent Gunilices to obtiin,

Child bealth conditions not treated promptly
may worsen and become chronic,
not only increasing medical care expenses
but also interfering with later school success.
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Chapter Two:
The History of Health Services
for Children in Poverty

A review of the history of public and private
cliorts 1o provide health services 1o poor
Luilies is essential to understanding the curremt
svstem and the mechanisms by which services
have been and could be made available.

This review should make two points clear.
First, policymakers have used a range of
strategies in their attempts 1o improve child
health, including the follow ing:

Public health, community-hased measures

and personal health services

e Universal and means-tested cligibility
progrims

* Finuncing mechanisms s direct senvice
provision

o Entitlement and approprictions-limited
PrOgrams

¢ Jormuliand project grants
Federal, stte. and local programs

o Services based in health welfare, and
cducition departments

*  Progriims designed exclusively 1o meat

nmaternal and child health needs and

progriuns directed to the entire population

Second. nior inititives 1o improve child health
tend 1o be closely grouped in time, follow ed In
long periods of relative inaction. This observat-
tion parntllels that of Sehlesinger, who noted tha
stvear ovddes of high public purpose were
folloned by perods o private interese,

Prior to 1920

Betore the 2oth centuny . smallpos vaccmation
And samtation measares were the magor citectne
health services  and nesher was specibic 1o 1he
perar o to Claddren. The nill staeons establishicd
i New York by Robert Strauss m the Line 1800s
ware one ob the test tageted attempis to
unprone the health of chaldren. paaticalaris poen

children. The movement to prohibit or to limit
child Tabor was another effon. initially
unsuceessiul, o improve the health of the
voung. In the 19th and carly 20th centuries,
children were working in hazardous occupations,
such as mining and manutacturing, Their
accident rate was appallingly high: their
nutritional status suffered. partially as a result of
their insufficient exposure to sunlight: and their
cducational opportunities were imited. Congress
considered several bills outhiwing child Libor,
once of which, the Reating-Owen Act eventually
passed in 1916, only 1o be dechired un-
constitutional by the Supreme Court in 191811

Somee hyvsicians were willing to assist poor
fmilies on a charitable basis, cither receiving
NO PAvVMent or accepting goods or services in
licu of pavment. But all too frequently cities
and counties pliced poor childreen with health
problems inalmshouses. ‘These residential
facilities admited blind and deat” children,
those with physical disabilities and scizure
disorders, the mentally retarded, and the
cotionally disturbed.

The White House Conference on the Care of
Dependent Childeen. convenad in 1909 by
President Theodore Roosevelt, hrought major
mational attention to the problems of children,
including their heslth Gure. One of the
conference’s reconmmendations was the
formation ob a federal agenay devoted o the
problems ol children: Tn 1912 President Wallam
FE Pt and Congress acted on this
recommencdlation. creating the Chuldren's
Burcat. Phe Barcau. accordmg to the Laiw - weis
authortzed o miny estigate and report upon
Abmatters pertaning to the wellare of <aldren
A chnld e among all classes of our peoplee
and espectdy ol mvesnigate the quesions
ob mbam mortihiy s the bith e, orphanages,
i omle courts, desettion, t|.lll_‘.11'h Wis




The Children’s Bureau, created in 1912,
uncovered the difficulties poor families faced:
high rates of maternal and infant movtality
and unequal access to medical care.

oceupittions, accidents and discises of children,
and emplovment legislation affecting children in
the several States and Territories.”

The Children’s Buraau moved immediately to
investigate child health and quickly uncovered
the dilficultios poor families Giced: high rates of
nutternal and infant mortality and unequal
aceess to medical care. The Children’s Bureaun
could do relatively little wbout these problems,
since it icked administrative or enforcement
authority. Its responsibilities were limited to
studying and reporting on issues. functions it
performed very eftectively. The Bureau worked
Iard to inform policynuikers and the general
public sibout the problems it identified. and its
ciions were often successtul. 1t also provided
nonfinancial support to the newly established
local and state health department child hygiene
burcaus and divisions and began publishing
hadiv needed educational nuerials, such as
ifant Care.

The 19208

In 1921 the Children's Bareau recened a
mundate to intervene more activelys on behall ol
the health of pregnant women and children.

Despite strong opposition. Congress enacted the

\ternitny and Infancy Act introdiced Iy
Senator Morris Sheppard and Representamee
Horace Towner The Sheppard Towner At
passed. despite strong oppostiion. and gave the
Cluldren's Butean admimistrativ e responsilaling
for grants to states Jor maternal and cudd health
Sotes. Sttes ophing to Lihe advantage of s
provasions had o match the tederal grants but
otherw ise had const ferable freedon e the ase
of tunds Thias aot was credited saath mimproving:
burth teaistranon, incredasmy the number of state
hdd health bureaus, prenatad chnessand child
healin centers, and expandhng pubhic health
nursing for amothers and Childdiens How ever the

act came toan uantimely end in 1929, partully
hecause of the opposition of the American
Medical Association.

During the ciarly years of the Depression. the
health neads of poor families received little
federal attention, although i number of states
mansiged to maintain some of the maternal and
child health services begun with federal funds.

The 19308

The 1930s was a period of dramatic change
fucled by the need to deal with economic and
sociil problems ereated by the Great
Depression. President Herbent Hoover convened
the 1930 White House Conference on Child
Health and Protection “to study the present
status ol the health and well-being of the

children of the United States and its possessions,

to report on what is being done, to recommend
what ought to be done, and how to do 712

The conference produced the Children's
Charter, which histed the follow ing among the
rights ot children:

Forevers child, tull preparation for its birh,
his mother receiving prenatal, natal and
postiatal care: and the establishment of
such protective medasures as Will muahe child
hearing sater

Forevers dald. health protection from
Barth through adolescence, mchindimg,
periodicad heath examinations and. where
necded. care of speceahists and hospaal
treattient: regubar dental exaninanons and
care of the teeth, protective and preveninge
micastures gdanst comnitinn able discases,
the msurnng of pure food, pare nulk. and
pure water 13
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Noncetheless, not until the election of President
Franklin D. Roosevelt and the introduction of
New Daal programs did publicly supported
services for poor children agiin receive
antention, The President’s Committee on
Feonomic Sceurity asked the Children's Bureau
st to recommend child health and welfare
provisions for the social seeurity legiskition
being planned. “The resulting health proposals
basically nuide the provisions of the Sheppard-
Towner Act obligatory for all stites, and gave
additional attention to the needs of “cripplad
hildren.” Other suggestions dealt with
support for dependent childeen and child
wolfire services,

The 1933 Social Seeurity Act incorporated these
ideas, Title Voof this act authorized federal
grants o states to promote the health of
mathers and children: to locate and provide
services for children “who are crippled or who

‘-I
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are suftering from conditions which lewd 1o
crippling™: and to establish. extend. snd
strengthen child welfare services. Morcover,

the introductory wording of the naternal and
child heslth and crippled children sections
nuide it clear than the focus was poor children:
“for the purpose of enabling cach State 1o
estendand improve [servicest especially in rural
arcits and inareas suffering from severe
ceonomic distress.”

Title N had its intended effect, leading to the
establishment of naternal and child health units
inall state health departments and crippled
children services units in state hestlth
depatments and related institutions. Most states
established or expanded clinies for pregnant
women nwd well-child conferences for infants
and children. Many states also developed
school health, public health narsing, and
immunization programs. uswally in arcas where

In 1935 Title Vv of
the Social Security
Act addressed the
needs of poor
mothers and
children by
providing funds
to state health
departments

Jor services to
pregnant women
and infants.

to school childrea.
and to children
with handicapping
conditions.
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During the 1960s major federal legislation attempted to
bring bigh quality bealth care to poor families—through
Maternity and Infant Care projects, community bealth
centers, Children and Youth projects, and Head Start.

they could ser e poor families. Except for
certiain categories of handicapped children—
citegorics that varied from stiate to state—Title
V' programs did not cover curative services, and
parents of children with acute conditions or
with chronic conditions not coveraed by the
crippled children program continued to seek
charitable care in private physicians” offices

or in hospitals.

The Social Security Act's Title 1V ereated the
Aid to Dependent Children program, Liter
remamed Aid to Families with Dependent
Children CAFDC), T immediately nuide
ceonomic support tor some poor Lamilices an
obligation of federal and state governments,
and it later provided the way to finance their
health care through Maedicaid.

The 1940s and 1950

The entry of the United States into World War i1,
and the tremendous growth in the number of
voung men in the armed services, brought
about i new problem, particularly in the lowest:
paving ninhs, Servicemen’s wives were having
Biabies, creating i high demand for obstetric and
pediatric services at hases throughout the
Unated States and in the semvicemen's

hone communities. In response, Congress
authorized the Fmergeney Maerity and

Inlant Care tENHCY program, to be administerad
by the Children's Burcau through state

headth departiments,

From 1983 1o 1o, PMHGC provided health
superyiston and medical care to almose 125
mitlion mothers and ther mtanis Perhaps of
caual miportmcee, s established standards to
hospitals and matermy and newbom services
ALy people oped that T MIC would continue
Atter the swar and thar the tederal and state
covernments wourdd ma: tan responsibiluy fon

maternity and infant care for all tamilics
whose incomes fell below a specified level.
Unfortunately, EMIC was terminated and the
states resumed making the decisions abowt
which low-income families were to receive

w It publicly supported health services.
During the vears of its operation, however,
EMIC strengthened state and local health
departments iind encouraged the development
ol prenatal and well-child clinics, public health
nursing, and home visiting.

The 19008

Another evele of draniatic change arrived with
the 19608, During the presidential terms of John
. Kennedy sind Lyndon B, Johnson. the federal
government niade nijor attempts to bring high
quatlity health care to poor families. In 1962 the
Pancl on Mental Retardation, appointed by
President Kennedy. reported

that thousands of women of low income.
especially those in our cities, were giving
birth prematurely at two to tw o and one-halt
times the expected rates that fow hirth
weight babies were likely to have brain
damage: that these women had exeessive
rates of complications of pregnancy :and
that . . one-tourth to one-halt of women in
low -income milics ol our Lirge aties
dehvered having had Lite or no prenatal
e, Fhe women tor whom pregnancy was
dccompanied by compheations much in
eveess of the espected and who therctore
necded (R0 wd e were receiving poor care

i crow ded, understalted hospatals B

A subsequent presidential message to Congress
arecd legishition to create nuternal and infant
health demonstiation projeces, Pederal Tunds tor
Matermity and Intant Cane OO projects were
duthorizad i 1903, treeted 1o eas of high

1
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need throughout the United States. In contrast
to the usual distribution of service funds

through Title V formula grants, allocation of MIC

funds was not a function of the states. Rather,
funds went directiy to the project applicant.
Originally only state health agencies were
cligible o apply o with the state’s consent,
the headth ageney of s political subdivision.
Later, agatin with consent, applicants included
public and nonprofit agencies, institutions. and
organizations such as weaching hospitals and

medical schools. This financing model persisted.

heciuse of favorable reports about MIC. when
the Children and Youth (C&Y) projects for low-
income tmilies were authorized in 1905,

The health of poor families wits also i major
concern of the War on Poverty. The Office of
Economic Opportunity developed neighborhood
hestlth centers in the 1900s, again using 1 project
grant inechanism without stiate involvement.

(Some community health centers were later
funded by the Public Health Servicee, and these
two progrims were consolidiated within the
Public Health Service in 1973 withy i nuindate to
serve pregniant women, s well as infants and
children, directly or by referral ) MIC and C&Y
projects, as well as the new community health
centers, served mainly poor pregnant women
and children in the neighborhoods in which they
lived, but the number of facilities wis not Luge
¢nough to meet the need nationwide. 1f health
services were o be nude available to o Lrger
proportion of the population, nuternal and child
health project grants wouldd have to be extended
tremendoushy, or i system would be required for
paying dircctly the medical bills of the poor and
the medically needy. The Latter approach was
chosen. Under the Kere-Mills Act states had
already started funding, with federal support,
certain medical services for poor families who
met specificd eligibility criteria, The stites

In the 1960

women and children
living in rural
porerty were
assisted by the

War on Poverty's
establisbment of
local community
and migrant

health centers.
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wanted the federal government to pay a larger
shire of the cost of these services, and advocaey
groups urged that differences in benefits and
cligibility sicross staes be reduced or eliminated.

Although Ce., gress fought i major battle over
Medicare Clitle NVHE of the Social Seceurity Act),
Medicaid Clitle XIND passed in the same 1965
«-ssion with relatively linle difficulty beciuse it
wats considered to be merely an estension of
existing programs. In reality, Medicaid
represented apolicy shift of tremendous
significance to the health care of women and
children—trom a direct services approach toa
financing mochanisme Since all families receiving
AFDC were eligible for Medicaid itomatically.
this program became the Lirgest funding source
for health services o poor families.

Unfortitely . Medicaid proved o have
significant limitations, Eligibility and covered
services variced widely simong the states, with
many states financing a restricted range ol
services tora limited number of families With
few exceptions, ste welbire departments
received responsibility tor the administration of
Medicaid, These departments had no neindate
and ittle incentive to bring Limilies into health
care or to monitor the care provioed -functions
that had been incorporated into programs
funded Iy project grts Sdministratin e
Duarniers, suchas cumbersome apphication forms
andd long w.nting periods for certitication, and
occastomdv mditterent or even hostile
caseavvothers added to the dithie altes poea

Londies Lced moimving to secure conerage

Puttherme - e coordimation existed boetween
Medicand and the progiiams supposted by
project arants Although communiy health
conters had expeated o denve a Lage portion
o then meomes trom Medicnd regalanons

<omne st s nnade mdithondt orimpossible ton

these facilities to obtain reimbursement from
Title NIN funds. MIC and C&Y projects, as well
as staedard haealth department clinies.
cencountered some of the same obstacles.

They also faced resistance from state and local
sttt members who were from a sservice™ rather
thun a “weltare” tradition and were reluctant to
involve themselves or their patients in the
weltire system,

The maternal and child hetlth projects
attempted 1o semve all poor families eligible for
their services regardless of Medicaid eligibility,
They did not alwayvs urge eligible families to
apply tor Medicaid, nor did they always seek
reimbursement from Mediciid for services
provided 1o celigible women and children. Since
Medicaid was an open-ended entitlement, w hile
the MIC and CRY projects and health depart-
ment clinies were constrained by the amount of
appropriated funds, failure to seek Medicaid
reimbursement actually limited the number of
poor Lunilies sen edand the amount of services
provided—assuming that Medicaid funds went
direatly to the clinic where the woman obtiined
services. (Some stite governments retained the
federal Medicaid funds or distributed them
without regard to where they were geneninted

Amendments to the Social Security Actin 1907,
hacked by another presidential message to
Congress, .added a new and potentially very
signibicant progra to Medicaid - the Early and
Pertodic Screenimg. Diagnosis,and Treament
S progranm. fwo relevant amendments
woere made to Tide NN one encouragimg siates
to entend duld coverage through carly and
poenodie scoreemng and dugnosiss. o health
care. freatmoentand other measures (o corredd
oramen crate detects or dhirome condtions
and the second requimmst cooperation between
the Parde NIN agencoy and the Title v naternal
and chidd heatth and coppled daddren

7
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One program was truly a first—tbe Early and Periodic

Screening, Diagnosis, and Treatment (EPSDT) program.

The federal government mandated that states reach out
and bring poor children into bealth care.

programs. The Title v amendment stipuluated
that cach state's Title V=required health plan
niust include inits crippled children section s
provision tor “carly identification ol children in
need of health care and services, and for health
care and treatment necded 1o correct or
ameliorate defedts or chronic conditions
discovered thereby, through provision of such
periodic sereening and diagnostic services, and
treatment. care and other measures 1o correct or
ameliorate defects or chronic conditions.”

The Title XIX amendments’ vague provisions,
plus concerns about financial and other burdens
to the states, delayed EPSDT implementation.
Although the legislation gave responsibility to
both the Title NIN and the Title Vagencies, the
Secretary of Health, Education, and Welfare
sasked the Title XIN ageney to prepare the
regulations. It did so, assigning itself and the
state Title NIN agencies the role of program
administration, with Title V federal and state
sgendies senving s consultants. P The
regulations eventually made cb e that EPSDT
wis to beavailable tosdl Medicaid-eligible
children. They required sttes o notify fimilies
receiving AIFDC henefits about the an aitabilin
ol EPSDT and to finance all screening and
diagnostic activities. Al therapeutic semn ices
covered by Mediciid were to be provided 1o
hitdren whose problems were diagnosed. and
viston, hearnng. and dentil services were to be
oftercd regardiess of state Maedcand recalatnions

Fhis program was truly o fiest The tederal
government muandated that states reach out Lind
bring chuldren mto coe even it ther Linntes
had not sought w0 Athough FPSIYT s assisted
many hildren s tall pronise has vet o e
redhized Chapler Seven deserbes i mone tatly

In 1907 the denise of the Pronect srant oo is

stzna’ed by the passase ot tederd foashanon

n~("

requiring cach state to develop a program of
projects—-including MIC, CRY, family planning,
dental health, and intensive infant projects—and
to assume responsibility for these projects by
1972, The Children's Bureau stlt may have
intended 1o foree the states 1o develop
sttewide systems of the MIG and CRY projects.
Too litde money was allocated. however, and
the legiskition was interpreted as meaning that
cach state must develop at least one of cach
tvpe of project. 0

The health of low -income children was not
addressed exclusively through medical
progzrams. The education-oriented Tead Start
program. initiated in 19035, aimed 1o improve
health by educating children and parents abowt
health-enhancing behaviors, by providing
nutritions toods. and by bringing children into
contact with health providers. But this program
was not an entitfement. and like many
deseribed elsewhere in this volume, it provided
services o only a fraction of those cligible.

The 19708

Several prograns were deseloped in the 19708
tonaddress thie health necds ot poor Famnilices.
The Family Planning Services aind Populition
Research At CTitle X ol the Public Health
Service Act provided funds for Buiily planning.
doprevention senviee biasic to naternal and cnld
health. In some states Titde N hands went 1o the
state health depastiment tor distrbution 1o logl
arantees. and inothers a Planned Parenthood
Ahliate or cootdimatiag body assumed
responsibilits —another example of questiomng
the abihity of state governments to distrbuie
funds in an equitable mannes

Phe Supreme ourt adso addiessed reproducn e

health issaes I the FO7S R v Woade decrsiom,

the Court nade aboron Tepal ander speditic
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The 1972 Special Supplemental Food Program for Women,
Infants, and Children (WIC) included jood, nutrition
education, and essential bealth care for pregnant,
postpartum, and lactating women and children under five.

circumstances, retlecting actions taken carlier by
some stittes, In 1978, responding to rising
concern sibout carly childbearing. the
Department of Health, Education, and Weltare
established the Office of Adoleseent Pregnancy
Programs, and Congress provided funds for
demonstration projects o serve pregnant and
parenting adolescents.

The federal Titde Voageney changed its strategy
during this decade. In 1970 it began tunding
stte Improved Pregniney Outcome (1°0)
projects. The IPO program began in the 13
states with the poorest maternal and infant
health mdicators: but 32 states, the District ot
Columbia, and Pucrto Rico eventually received
PO funds. In contrast to the MIC and CRY
project grants, IPO funds were to e used to
build sttewide systems of care both through
more effective utilization of existing services
and through planning and implementation of
new services whon neaded. The program
dittered in several wavs from previous federal
uld health initiatives., TEwas not mandated by
Lis it had o linited duration: and it did not
prescribe specifically how the states were 1o
A hieve the objective of improsing pregnancy
outcomes.!” The Improsed Child Health
Program AT, which followed the 11O
progranm. focused onan older age groap but
rantamed the same approadde

Althouzh seyend nutrtion stategies had been
ntated carther such as school lanches and
tood sStamps. . nager new program besan im
PO~ 2 when Conaress pussed the Specal
Sopplemental Food Progean for Wotnen,
Infants. and Chaldren VO WHC provaded tood
tor presaant. postpartam and bctmims women
and toantants and childhren ander the aze ol
Inve b addition, Wi required provadens o
otter nutnton cdacanon and cosure tha

O l“('\l Wi n .H]\I 8 llll(lt(‘ll [ ARSI AY (‘\l t'\\(‘llll.ll

healih care, o feature not included in carlier
nutrition programs. Congress set cligibility at
less than 183 percent of poverty: within this
group. it stipulated that children and women a
nutritional risk be served first. Unforttaicly.
limited appropriations have made it impossible
to provide WIC benefits to all those under the
income limit—or even to all eligible children
and women who are at nutritional risk.

in 197" the Committee on Perinatal Health—
with the participation of the American Acdemy
of Family Physicians, the American Acidemy of
Pediatricos, the American College of
Obstetricians and Gynecologists, andd the
American Mcedical Association, and with
assistance from the March of Dimes=National
Foundition—published i report entitled
Toward Iproving the Outcome of Pregiancy:
Reconnmendatizms for the Regional Developanent
of Maternal and Pevinatal Health Services. The
report began with the following statement:

In recent vaars, dnumber of studies have
indicated that rates of maternal, fetal and
neondatal mortality can be reduced if
maternity paticnts and their new borns
high risk e identiticd carly and the optimal
techniques of obstetrios and pediatrios are
apprapriately applicd. Additionally o has
heen shown that critically fl newborns,
treated wath the boestasalable technigues,
survive with sigmificanthy less damage than
w.ts the case m presious decades 1=

Although some regmondahization of permatal
services and neonatal intensine care

s haceesisted betore the pabhicanon

and distnbution of this report, stiong suppont
1on the tecommeendianions tom tederal stae,
and local governmental aathortes and
protessional arganizations Jed foe steady

ncrease m these progans
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In 1973 Congress passed the Education for All
Handicapped Children Act (PL 94-1 420,
Although the act evolved from legal suits
seeking educational opportunities for children
who were mentdly retarded. it became atruly
universal entitlement. covering i wide range of
handicapping conditions in children aged 5-18
(some states covered children from age three
and 1o age 2D, regardless of income. P19 -
|42 required states to provide a free and
approprizte education in the least restrictive
environnient to the mentally retarded. hard of
hearing. deat, specch-impaired. visually
handicapped. seriously emotionally disturbed.

orthopedically impaired. and multihandicapped.

and 1o those with other impairments and
specific learning disabilities. To mecet this
nuindate, state education agencies provided

some health services or linked children to them.

Limited federal and state funds have made it
impossible for this act 1o reach its full potential,

but implementation has brought njor
improvements in the health and educational
status of thousands of handicapped children.

Another federal program with major
implications for poor handicapped children was
the Supplemental Security Income-Disabled
Children (SS1-DC) program. This program
became operational in 197+ and provided cash
assistance and Madicaid to certain groups of
disabled children under 18.

Ihe Lead-hased Paint Poisoning Prevention Act,
passad in 1971 provided funds to communities
for the sereening of high-risk children, for
dingnosis and treatment as necded, and for

the “dentification and climination of sources of
lead - posure. The Centers for Discase Control
administered the grant program. and the
Department of Housing and Urban
Development oversaw housing regulations.

In 1975 Congress
passed P, Y4142,
the Fducation for
Al Handicapped
Children At aehich
brought about
mjor improyrement s
in the health and
cducational status
of both poor

and nonpoor
handicapped
children.



The 1980s witnessed major changes in Medicaid—
Sinally leading to the coverage of all pregnant women

e and children under age six with family incomes

below 133 percent of the federal poverty level.

Major childhood immunization initiatises were
also mounted Late in the decadee.

Toward the end of the 1970s, Congress added
toan omnibus health bill i provision creating
the Seleat Paned Tor the Promotion of Ghild
Health, The Select Panel's mandine wais to
develop =a comprehensive plan to promote the
health of children and pregnant women in the
United Sttes.” Iis report still serves as a guide
to what should be done to provide better
health care tor children. Unfortunately, fow

of the panel’s recommendations have

been implemented.

The 19808

The carly actions of the Reagan administration
caused great concerrs among those interested in
the health of poor Ghildren. Congress narrow ad
AFDC eligibility, a move that affected poor
hildren both directly and indirectly Dy
removing them trom the Medicesid program.
Ao, funding tor many health-related programs
declined. attecting community health conters.,
migrant health centers. and Family planning
services The National Health Service Corps,
Wl had provided personnel tor many
facilities serving the poor, was cat back. Several
categonaal programs were tolded into g new
Taitle Vo the Maternal and Clhald lealth Servieces
Block Grant eNICHSBG This block gran
dittered trom the previous Tide A not only i
the number of programs indluded Do adso i
the freedom it gav e the states 1 reduced
reportng requircments and climinated
mandates for the Program of Propecisand otlce
programs. thus alow g states (o maodis then
matcria and cld health progiams

The comes created Dy these Lactons slow iy
receded s Congress boecune imcreasimay

oncerned aboa the cileat of s o tons on

infant mortality and other child health issues.
and as many states assumed new responsibilities
in these arcas, The TUS0s witnessed nutjor
changes in the Maedicaid program as it affected
pregnant women and children. Ina drmatic
)'v;lr-h_\'-)‘v;u' provess, Congress increased the
populations eligible for Medicaid by manditing
coverage ol high-risk groups or by providing
states with options to cover additional groups or
to provide additional services, I efieda,
Medicaid was separated from AFDC, at least for
pregnant women and voung children. In
addition, funds were gradually restored 1o many:
programs that provide services o poor familics,
including "Fitle A and community: migrant health
centers, although these funds seldom kept pacce
with medical inflation.

By 1990 states were reqguired 1o provide
Medicaid coverage to all pregnant women and
hildren under age sis with family incormes
below 133 percent of the tederal poverty level
In addition. many states took advantage of the
option to extend coverage tor pregnant women
andiintants 1o 185 percent of poverty. Congress
has also now mandated or provided options for
remon ing stractural barriers to coverage tor
example, reasonable provider payvmens.
proesumptive eligibility . waived assets teses, and
continuous chasbliy

Despite minat concerns about the suates abalitios
and willingness o handie the additonal
responsibilines nundated mthe MCHSBO L and
ttde necessary by tedenal budget cuts the yvears
stce TOST have produced an mmpressie ninge
OF SLHC I S Con ennz? many s, sty s
nnprov g prenatal care, reducomg inkant
mortalitn, servimg daldien wath specnd bieahh
care needs, and asasimg cdolescents I Juso,
Pronwever ongress retreated tron the trecdonm
provaded states iy the hlock grant The jusa
Socuh Secuni amendiments siemiticanthy
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increased accountability through reporting
requirements and mandated that 30 percent of
federal fitle N funds be spent on preventive and
priniry care tor children and 30 percent on
services tor children with special health care

necds. The amendments also strengthened EPSEYT

Another magjor achievement of the TOROS was
L. 09- 457 —the extension of P 9-142 10
cover Children from birth to age three. And by
oo children with special health care necds
also benetited from a broadening of cligibility
for the SSE-DE program., The end of the decade
dlso witnessed the long-urged elevation of e
federal maternal and child health ageney o
burean status- -the Maternal and Child Health

Burcau - srecalling the Children's Bureau of 1912,

Many of these gains were niude possible by the
ctorts of avaricty of private and quiasi-public
agencies that hept maternal and child health

t

issies before federal and state legishators.,
These include, butare not limited to, the Alan
Guttmacher Institute, the Center for Policy
Options, the Children's Defense Fund, the Food
Rescarch aned Action Center, the Institute of
Medicine, the National Governors” Association,
and the National Commission to Prevent Infant
Mortality. Foundations, notably Carnegice,
Commonwealth, Ford, Grant, Johnson, Mott.,
and Rocketeller, also helped fill the void lett by
the absence of federal initiatives,

One of the documents issued by the Canter
acdministration butressed the activitios of
stte governments, advocacy groups, and
foundations, ‘The 1980 solume Promating
Health Precenting Discase: Objectives for

the Nation provided standards against which
to measure federal, state, and local programs
ety of arcas 2 Evidence of lack of
progress oward mecting objectives wis tised

Declines in
CCONOMic status
and social
enrvironment s

may cancel out
those improvements
in the bealth status
of pooy children
that might hare
resulted from 1980s
health programs,

e Wit
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to pressure governments to provide funds for
additional programs.,

The mationwide impact of the programs of the
1980s, designed to reduce infant mortality and
improve infunt and child health, has been
disappointing. The infant mortality rate has
declined only slightly, and the position of the
United States has worsened relative to that of

other industrial nations. The proportions of low

birthweight and preterm intants have remained
constant.2! (Sec Figure 30 Experts suggest that
the programs may have been too limited in
scope or implemented inadequately.

Perhaps the programmatic efforts have simply
not been able to keep pace with the dramitic
decline in cconomic and social indicators, A
Lirger proportion of voung families are poor
now than were poor in the 1970s: the number
of homeless families has increased: and more

poor adults have become addicted 1o various
substunces, with devastating effects on
pregnancy outcomes, parenting abilities, and
the amount of violenee in some neighborhoods.
Addiction 1o drugs has contributed to the
increase in AIDS, with adverse effects on the
lives of infuants both directly through their own
health and indirectly through the loss of parents.

It is unclear whether the child health activity
level of the 1980s can be sustained. particularly
it its ¢fforts do not improve child health
indicators. The 19908 may witness o decline

in interestin child health issues or, one hopes,
the enactment of one or more innovative

new financing or service progums. Children
in the United States, particularly the poor and
near-poor, deserve i comprehensive and
long-term strategy to help solve their health
problems, rather than a continuation of
incremental changes.

Fig ire 3: Rates of infant mortality (A) and low birthweight (B), 1980-1889
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Chapter Three:
The Health Problems o

Children in Pover

Poor children are more likely to die in infancy
or carly childhood than are nonpoor children.
They are also more likely to experience
severntl illnesses and injurices, some of which
are preventable. Their illnesses are likely

to be more severe and of longer duration than
those of the nonpoor. The reasons for these

disparities, discussed in greater detail in Chapter

Five, include greater exposure to environmental
risks, inability to scecure appropriate personal
health services, and inadequate information
about infant ind child-related health problems
and resources.,

Mortality

The tirst studies reviewed use death as the
indicator of Child health status, No other
indicators are as dramatic. even when they
measure nrtjor aspects of child health

and wll-being,

Infant Mortality. "The infant mortality rate i a
given yaar is the number of deaths among
infants under one vear of age divided by the
number of live births in the same year, usually
espressed as deaths per 1,000 live hirths (hut
occasionally expressed as deaths per 100,000
live births, as in Figures -+ and 50,

The infunt mortality rate for 1988 was 10,0 per
Looo live births, The rate for blacks, 17.0, was
more than twice that of whites, 8.5, probably
reflecting the higher poverty rte among the
black population. The National Center tor Health
Statistios (NCHS) has published a provisionad
infant mortality rate tor 1989 of U7 per Looo,
Both the TY8K and 1TU8Y rates arc the low est ever
recordaed in the United States.22 Even so, this
country ranks poorly among industrialized
nations, several of which have infant mortality
rates lower than 8 per LOoo. Clearly, the country
has not met the Public Health Service's objedtive

Figure 4: Leading causes of neonatal deaths per 100,000 live births, 1887
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of 1 1990 infant mortality riate of 9.0 per 1,000,
and it is unlikely to meet the stated goal of 7.0
per LOoo by the year 200023

Infant mortality has two components: neonaital
mortality, which is the number of deaths of
infants vounger than 28 days. and postneonatal
mortlity, e number of deaths of infants
between 28 davs and one year old. In 1988, 63
pereent of infant deaths occurred in the neonatal
period: 37 percent oceurred postneonatally .2

Using the NCHS classification, the five leading
causes of death in the first year ot life in 1987
were congenital anonulies, sudden infant death
syndronme (SIDS), disorders related to short
gostation and unspecificd low birthweight,
respiratory distress syndrome, and newborns
affected by maternal complications of
pregnancy. Regrouping some of the conditions
andd analyzing the neonatal and postneonatal

periods separately shows that perinatal
conditions, such as respiratory distress syndrome
and disorders rekiting 1o short gestation and low
birthweight, congenital anomilies, and maternal
complications of pregnancy. were responsible
for most neonatal deaths, (See Figure -+ SIDS,
congenital anonalics, infections, injurics, and
homicide were responsible for most
postnconatal deaths.23 (See Figure 50

Since no state includes income or poverty status
on its death or birth certificates. any analysis of
the relationship between infant mortality and
poverty must use another measure. Often
researchers use the cconomic status of the area
in which the family resides: or match birth and
death certiticates to another data source., such
as 1o Aid to Families with Dependent Children
CAFDCY: or use a proxy item from the birth
certificate, such as maternal education, age. or
murital status.,

Figure 5: Leading causes of postneonatal deaths per 100,000 live births, 1987
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Poor children are more likely to die in infancy
or early childbood thanr nonpoor children.
The ilinesses of poor children avre likely to be
more severe and of longer duration.

The National Infant Mortaliy Surveillance (NIMS)
project. which linked Feth and death centificates
for infints who were born alive in 1980 and died
in the first vear of life, included two variables
that often serve as proxies for poverty: maternal
cducation and maternal age. Mortality risk®
declined with inereasing maternal education and
showed a sharp improvement among infunts
whose mothers had 12 or more yeirs of
schooling. Infunts born 1o mothers vounger than
20 or older than 35 had higher mortality risks
than those born to mothers 20-35.=0

A study of 1972-1981 deaths among, individuals
underage 20 in Boston classificd infant and
childhood deaths by the median family income
of the census tract of residence. Infant mortality,
nconatal mortality, and postneonatal mortality
were all inversely related to family income, and
rates were higher for blacks than for whites.2”

A study of 1980 births in cight Ohio cities found
L significant association between total infant,
neonatal, and postneonatal mortality rtes and
the proportion of low -income families in the
census et where the mother resided. These
dilferences remained when the iny estigators
controlled for gender and race 25

In an examination of JO82- 1983 Kentuchy birth
certificates, rescarchers distinguished between
poor and nonpoor tamilies by computer-
neitching wirth the food stampand AFDC tiles
The crude infant death rate was 137 per oo
among those mbants chissified as poor, and oS
per 1000 among those classitied s nonpooy
Flece s in NIMISCthe numeraton was itant
deaths i one vear. and the denomimator was
the barths of these parnc ubar inbants crather than
births i the same veary The relatinv e nisk ton

poor infunts as compared with nonpoor infants
was significant, even after separate adjustiments
for maternal age and educition, except among
those whose mothers had 12 years or more of
cducation. No significant difference emerged
betw een the poor and nonpoor in relative risk
(hinthweight-adjusted) for neonatal death, b
poor infants, especially those of normil
birthweight, had o significantly higher risk of
postnconatal death. =Y

In 1986 rescarchers studving an cight-county
region of California found that uninsured
newborns experienced 30 percent more adverse
hospital outcomes, such as deaths, prolonged
hospital stays, or transfers to another institution.
than privately insured newborns, ‘The
investigators controlled for race, ethnicity,
multiple gestation. and congenital siomalies. 30

Overall Early Childbood Mortality. Morlity
rates for children 1-4. or for individual ages
within that range. are caleulued by dividing the
number of children of that age who dicd in a
given vear by the estimated namber of children
in that age group. Childhood mortality rates are
usually expressed as deaths per 100,000, Sinee
mortality rates for children - vare relatively
fow —tor eximple, 30.9 per [00,000 i1y 9SS~
analvsts often use three-vear averages to
compure areas and sociodemographic groups #

Orverall childhood mortality rates e dechnimg.
Although rates trom some causes, mcluding <hilkd
abuse and pediatric AIDS, have increased. In the
Foaage group. mjuries resalimg trom accidents
dre the prinmany cause of death, tollow ed in
congemtal anomalies, nudignant nceoplasmes,
honnade, and heart disease 32 0See Pigue o

Fhe Boston study desonbed abon e toand tha
mortabty rates canong chaldien oy were muadh
hicher i thic bowest mcomee Qtoups hwo
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carlier kindmark studies reveated the same
pattern. An analvsis ol the 1975 Current
Populiation Survey showed significant
ditferences by annual family income and by
mother's education in the proportion of children
who dicd by age four. Children from more
atfluent families and those with better-cducated
mothers had lower death rates for all race-sex
groups except black females. 3

According o 1970=1980 Maine study. the
death rate for low-income children aged cight
days to four vears was almost three times that
of the more alfluent. The rescarchers defined
low -incomee children as those whao received
services from the state's food stamps. AFDC, or
Medicaid program. They estimated that in 1980
these programs served 90 pereent of Maine
children living under 125 pereent of the federal
poverty fevel s

Deaths from Congenital Anomalies. There is
no evidence that congenital anomalies, a major
cause of intant and carly childhood deaths, are
associted with economic status, Poverty may
have protected some infants from deformities
duc to thalidomide. Since this drug was never
approved for use in the United States, only more
affluent families had aceess o it from Europe.

Sudden Infant Death Syndrome. Both the
Ohjo and the Kentueky studies found
significantly higher rates of SIDS among poor
than among nonpoor infants. 30 A 1978-1979
multicenter study found significant relationships
hetween SIDS and two proxies for cconomic
status: maternal education less than 12 years
and first pregnancy before age 2037

Deatbs from Unintentional Injuries. The
mijor causes of tatal injurices among young
children are motor vehicle accidents tin which

Figure 6: Leading causes of death among children 1-4 years per 100,000 population,1887

Mortality rate psr 100,000 population
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Investigations througbout the United States
link a young child’s risk of injury and death
to living in a low-income area.

the child is a pedestrian or 1 passengen),
drownings, fires and burns, and poisonings. 38
(See Figure = and Table 1 Studies of the epide-
miology of injuries suggest that the incidence of
most types is highest among individuals with
lower incomes or among those who live in low-
income arcas, but few analyses have examined
these data specifically for young children.,

The Ohio study of 1980 births found injurices
and poisoning mortality rates higher among
infants in poor arcas. 3 An analysis of
1982-1984 injury-related deaths—including
those from motor vehicle accidents, fire,
drowning. and homicide—found mortality
excesses among 1—g-vear-old blacks as
compuared with whites for all categories except
motor vehicle accidents and drowning. The
authors suggested that this finding reflected
sociocconomic differences. ™ Variation in
accident mortality by sociocconomic stitus niay

be the main determinant of differentials in
childhood mortality .+

Deatbs from Child Abuse. From 1977 through
19R2 in Cook County, Hlinois, 292 children under
age five died as a result of violence. Violent
deaths were those classitied as homicides and
those for which evidence precluded autributing
the death to accidental or natural causes. The
ties of violent deaths in the county were 10,7
per 100,000 live births for infants under one year
of age: 7.9 per 100,000 population for children
1-2, and 3.1 for children 3—+. In the city of
Chicago the rates were higher: 30,7 for infants
under one; 19.8 for children 1-2. and 6.+ for
children 3=+, Over halt (53 percent) of the 259
censas s with one or more cases of homicide
among children younger than 15 had a quarter
or more of their population living below poverty.,
as comprred with 25 percent of the 893 tracts
with no child homicide recorded. 12

Figure 7: Fatal injury rates for young children per 100,000 population, 1980-1884
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Table 1: Fatal injury rates per 100,000 infants and

children aged 1-4 by cause of Injury, 1980-1984
e -

Cause of injury  Infants under 1 Children 1-4

Motor Vehicle
1980 70 92
1981 6.1 78
1982 58 79
1983 52 75
1984 44 69
% reguction
1980-1964 37 1% 250%
Drowning
1980 26 54
1981 20 50
1982 26 47
1983 23 47
1984 19 39
% reduchon
1980--1964 26 9% 27 8%
Fire
1980 46 53
1981 38 54
1982 39 16
1983 31 46
1084 37 13
%o retfuction
1980 - 1984 196% 18 4%,
R AN SR R Aot ey
. ' ' L . l-‘- ;H' 1 1

Boetween 1972 and TS i Fne Couniv, New
York. 62 chuldren under the age of 15 were
victims of honvcde. Fourteen were Joss thun
one vear oldoand 23 were between one andd
tour. The number of homordes i census tad
wasLssodrated positively with the proportion of
tamilies iiving below the poverny feveland the
propottion unemploved

Deaths from AIDS. Beciiuse most cases of
childhood ATDS are diagnosed in children
whose mothers cither are intsn enous drug
users or have had sesual relations with such
individuals, AIDS has become animportant
ciuse ol death among poor infants and
children. As of August 1990, the Centers for
Disciase Control had identified 1,328 deaths
from AIDS among children under 13 years

old. ' In 198™ AIDS was the 27t leading cause
of death among infants and the ninth leading
cause of death among children aged 1-4.5 The
Health and Human Services Seeretary's Work
Group on Pediatric Human immunodeficiency
Virus Infection and Discise expects shat ATDS
will he among the top five causes ol death in
the T=-yaar-old group by 199210

Deatbs from Other Conditions, '1he Boston,
Ohio. and Kentucky stadies all reported higher
rates of deaths duc to infections discases aimong
poor infants and children than among the
nonpoor - Most other studies use race as
proxy for ccotomic status, For example. an
sty sis oF 1980 NCHS mortality data revealed
that the mortality rate frony inlections disciases
lor black infants was twice that tor whites. ™ In
FOS2 national res of mortality from asthima
were higher among blacks than among whines
under age one and aged T4

Incidence and Prevalence ol
Health Conditions

The incidence and prevalence of sevenal
condimmons are olten used o dos nbe chindd
hedth status, Formbants, fow buthweighn
cunder 2500 aiams. or about S 12 pounds)

Aand preteim delnery ehefore 37 campleted
Werhs OF 2eStent ) e Iw oomeasuares \'mplt nood
frequeentiy because of thers assocition with
mbant mortadey ow ahomorbiday inthe neonuatal
penod.and with Liter health problems e



The major acute conditions reported for children
under five are respiratory conditions, ear infections,
infectious and parasitic diseases, and injuries,
many of which are preventable.

National Center for Fealth Statistics reported that
in TUSK, 0.9 percent of all live hirths were low
birthweight, and 10.2 percent were preterm,

The National veealth Interview Survey (NHIS),
an ongoing activity of the NCHS, assesses health
status by the following measures:

* Incidence of acute conditions and davs of
restricted activity associated with acute
conditions tdays in bed, work-loss days, and
school-loss diys)

* Episades of injury and days of restricted
activity associated with injur

* Prevadence of chironic conditions, davs of
restricted activity, and limitation in activit
associated with chronic conditions

®  Respondent-assessed health status

The major icute conditions for children under
Five reported in the most recent NHIS were
respiratory. conditions tincluding the common
coldand inflnenzan, acute car infections,
infections and parasitic discases, and injurices.
These were also the nugor reasons for restricted
activity and davs in bed associated with acute
conditions, Children yinder five were reported
to huave anaverage ot 107 davs of restricted
Aoty ducioacute and Chrone conditions; the
rate for restnded activity was lower among
blach children than among whate cduldren The
rates tor davs i bed swere almost wdentical 3

Analvsts alsorely on several measures of med ai
care ublizanon 1o desenbe childd healih problems
Rates of hospradization and lengath of hospatal
sy by diagnosis proncide some mlormanon b
Bospatadization s relaty ey mfrequent aner the
fust vear of be Ot the 33 4 nnlhon puatents
chschungedbm 1ON7 approsiaiely 723000 were

under age one: only 80 L0000 were aged 1-4.32
The NHIS and the NCHS hospital discharge
studies provide these data.

Hospital diagnoses reflect some of the same
health problems reported in the NHIS, For
inlants, the leading causes of hospitalization in
198 £ were discases of the respiritorny system,
ceriain conditions originating in the perinatal
period. discases of the digestive system,
congenital anomalios, and infectious and
parasitic discases. nthe 1= age group, the
Icading causes were discises of the respinatory
system, injury and poisoning, discises of the
digestive svstem, diseises of the nervous system
and sense organs, and infectious and parasitic
discases. 3 Phe number of contacts o child has
with a physician and the interval since the List
physician contact are also available from the
NHIS. but these data may reflect accessibility s
much as health problems. cFor a discussion of
respondentassessed health status, see page 10

\ationwide information on those health
problems not listed invitad statistics or in one ol
the NCHN ongoing or penodic strmvess is more
ditficult to obtain. National, state, andd local data.
however, address some other childhood health
problems, such as child alwise and negleda.

This report discusses the health stans of
hildrenin terms of the tollow g ind ators

® Leew hirthweialt and the assox rated
problems of preterm debiv e andd
mtraterine arowth rerardation

*  Problems assocnated sath nternal
substiance abuse

* HIN mbecton and ATDS

* Asthma

e Dental health

* Other medical problems mclachne:

proventable diseases
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Low socioeconomic status is associated with increased risk
of preterm delivery and intrauterine growth retavdation.
Both of tbese conditions jeopardize infants from birth. .

Nutritional problems

Lead poisoning

Mental and emotional problems
Unintentional injuries

Child abuse and negleat
Limitation of activity duc to
chronic conditions

* Hospitalization

* Reported health staus

The rates of occurrence of seane conditions that
affect children's health, such as anemia, 1ead
poisoning, and injuries, are decraasing, but
somie indicitors have renained relatively
unchanged over the st few yvaars, such as the
proportion of low-birthweight infuants. Other
conditions are increasing, such as problems
associated with maternal substance abuse, child
abuse and neglect, and even mesisies,

Low Birvtbueight and the Associated
Problems of Preterm Delivery and
Intrauterine Growth Retardation (IUGR).
In 1983 the Institute of Maedicine (1OM)
reviewed studies on the association between
sociocconomic sttus sind low birthweight. h
drew the following conclusions:

Low socice onomic status maisuraed in
several ditferent wavs tsocial clss, incomee,
ceducation, or census tracty is cleirly
dassociited withan incredased risk of low
birthw cight and preterm delivery . Phe
literature suggests that at least some of 1the
exeess risk is due to the sariables that are
alsoassocrated with both losw social Class
And low birthw eight. These maelude Tow
nuiternad weight gan Lind short stature,
catun obstetrical compheitions such s

Iy pertension ind pre eclampsa, possible
mtection, smoking. and gccess, ource, and
utibization of preratal care The ctect of
sociocconone statis s probably the sum of

multiple factors, many of which may be
affected by specific interventions, 54

A spedial analysis conducted for the TOM using
1981 mational data from all but four states
revealed the relative impact of medical care and
sociocconomic-medical risk. The rescarchers
estimated that if all the risk associated with a
mother's receiving late prenatal care were
climinated, the reduction in the low-birthweight
rite would be 3 percent tor both whites and
blacks. It in addition. several other associated
risks were eliminued—having less than a high
school education, being unmarried, and
problems surrounding age—Dhirth order
(including births to women under 18 years,
second- or higher-order births to 18- and 19-
vear-old women, first-order births to women 30
or older, and all births to women 0 and over)—
the reduction in low-birthweight babies would
be 20 percent for whites and 24 pereent for
blacks. The rescirchers obtained similar results
when they used the term sinadequate” rather
than “le”™ prenatal care. “Inads quate™ prenatal
care wits defined s care begun afier the first
trimester oran insufficient number of visits
throughout the pregmaneys: ke care referred 1o
no care or care begun atier the tirst trimester 33

Frhe TOM analysis cited above, indicating .
somew hat limited effect of prenatal care, shoulkd
not be viewaed as conflicting with studics
presented in Chapter Seven showing that
prematil care can have i positive impeict on
rates of low birthweight The diserepancey is due
i Lirge part to diterences in daita sotrces: The
TON study was Dased on birth certiticates
representing a Large proportion of all births in
the Paited States i the study year Suceesstul
programs n selected commumities or even
1 entire states would not be retleaed m
sucha ke samples Also, most of the Chapter
ven studies describe programs that pros e

41
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comprehensive, high quality care, Birth
cettiticates, used for the TOM analysis, reflect
only the amount of care a pregnant wonuin
received, not the quality of that care.

The 1982 National Survey of Family Growth
(NSFGO revealed that =7 percent of single live
births to women aged 15—+ ¢ living below

150 pereent of poverty were of low birthweight,
as comprtredd with 0.2 percent of those off
higher-income women. (see Figure 8. Maternal
cducation itlso had o strong association with
birthweight: fess-educated mothers gave birth to
ahigher proportion of fow -birthwcight babices,
(See Figure O on page 28,0

A TOTR=TUR2 study of deliveries ina California
hospital showed that women who experienced
financial problems during pregnancey were
smost six times as likely as other o bear a
low -birthweight infant; the difference remained

oven sifter the investisators controtled for other
variables. The rescarchers categorized @ woman
as having financial problems if the medical
record indicied inability to pav for rent, bus
fare, or food: unemplovmen? ot the woman or
her partner; or loss of medical insurance or
ditficulty in obtuining medical benefits. ™

In Los Angeles County i study of 1982 and 1983
singleton births of infants weighing over 00
grams, using 1979 median family income by
censas tract of maternal residence, found that
the proportions of low-birthweight black and
white infants increised sis the censas tract's
maedian Lmily income decreased. The poorer
tracts had more pregnant women at high risk,
including teenagers and women who had
received inadeguate prenatal care. The authors
stated. I alb the mothers in the Los Angeles
cohort had the same mte as those living in the
most advantaged arcas of the county, the total

Figure 8: Przgentage of low-birthweight babies by mother's poverty status, 1982
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proportion of low birthw cight would decreise
from +.% pereen? 1o 11 percent among white
infants ind from 110 percent to 8.0 pereent
among lack infants, 58

In a ncepulation of women who delivered atthe
Boston Hospital for Women between 1977 and
1980, the presence of one or more measures of

low cconomic statts (receiving welfare support.

not having graduated from high school. being
single, and being less than 20 vears old) was
strongly associated with having a preterm
hirth. 3 Sociocconomic status and maternal age
have alse been reported to affect gestational
duration by influencing direct causes. such

s prepregniancy weight, prior premature
delivery or spontancous abortion. in utero
dicthvistilbestrol exposure. and cigarette
smoking. Sociocconomic statas and maternal
ageare also indirect causes of IUGRM!

Problems Associated with Maternal
Substance Abuse. In many arcas of the
country. progress toward the reduction of infunt
mortality, low birthweight, and related infant
health measures has stopped. Outcomes have
actally worsened because of the increase in
the number of pregnant women, mothers. or
sestatl partners using illegal substances,
particularly crack. Estimites of drug-exposed
newborns range from as low as 1-2 pereent to
as high as 42 percent. depending on the
hospital studiced !

Tobacco, alcohol. and illegal drugs have
adverse effects on the unborn child and on
infants and voung children. Smoking cigarettes
during pregnancy has been shown to be
associated with fetal and infant mortality.02
low birthweight through intrauterine growth
retardation, and preterm binhs 03

Figure 9: Percentage of low-birthweight babies by mother's education, 1882
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Smoking, alcobol consumption, and illegal drug usage
bave adverse ¢ffects on the fetus. The consequences of

R

substance abuse may be greater among g

poor pregnant women than among nonpoor women.

Ananalvsis of the 1981 National Health
Interview Survey, controlled for
sociodemographic factors and hirthweight.,
tourd that Children under three whose
mothers smoked during pregnancy had
increascd bed days, respiratory conditions. and
hospitalizations, and they were less likely to be
perccived in excellent heaith than children of
nonsmoking pregnant women.2 ! infants and
voung children exposed to parental smoking
have increased rates of acute respiratory and
other illnesses, chronic respiratory syniptoms,©3
and asthma. % The risk of SIDS is higher among
infants of spoking women who have low
hematocerit readings during pregnaney @7

High levels of alcohol consumpiion by pregrant
women are associated with spontancous
abortions, teeterm Libor, intrauterine growth
retardiion, major and minor congenital
anomalies. decrensents in mental and motoy
performance. and fetal alcohol syndrome
characterized by growth retardation, central
nervous system involvement, and tacial
dvsmorphology. 5% A fower level of alcohol
consumption is associated with fetal alcohol
ciieats through age four, The elfeas indlade

fow birthweight. decreased head circumterence
wnd length, minor anonxtlies, and facial
dysmorphology. ™ Although the Public Health
Service recommetsds abstining om alcohol
consumption during pregnancy. the effect of low
fevels of alcoliol consumption is uncertain.™

Hlegal drug use By pregnant women - andlading,
nurijuainag. heroin, and coatine tand its crack
form - —is assocated withoa wide riange of
negative etects on the fetis, including
mitrauterme grow th retardation, preter Lidor
A congenital anomuahies. ™ Morcover, some of
the mbants born to mothers who use herom

have withdrawal symptoms. Children of addicted
mothers many sutter long term headth problems,

Women with alcohol or drug problems may also
be unw 'v o parent adequatedy, The result is
that children may be neglected or abused., or
placed in foster care.”™ One study found that in
a group of poor, urban, minority pregnant
women, vidctims of physical or sexual violencee
were more likely 1o be users of alcohol and
drugs, and their partners were more likely to
use marijuana and cocaine, than their peers.™
These health and social problems have major
implications for health, education, and social
weltire costs. ™

Drug use is also s major Gactor in the increase
in sexwaly transmitted discases. because
prostitution is often used 1o obtain money for
drugs. This in turn may cause hestlth problems
in newborns and vourg children. The current
epidemic of drug use has been dited as a major
Factor in the increase in congenital syphilis. The
centers for Discase Control reported that the
091 cases ininfants in 1988 was the highest
number since the carly 19308, when penicillin
becime widely used o treat syphilis in
pregnant women. Gises ol congenital syphilis in
New York were found more often among, the
unnuarricd, those who did not graduate from
high school, wnd those recciving no prenatal
e Drug abuse is slso causally related 1o the
increising number of cases of pediatric ATDN.

W hile the use of tobacco, alcohol, and tlegal
drugs is not exclusively o problem among
the poor. the impact and consequences o
substance abuse nuy be exieerbated

by poverty.

Smoking s linked to poverts s conseguences
can he expeated to fall disproport: mately on e
poor. Fhe TOSZNNFG revealed tha 04,3 percent
of women 15 1 whose most iecent pregnancay
ended i e bty or spontancous loss and
Whose mcome was 19 pPoereent o foss ol

4.4



An estimated 5 million women of childbearing age
were using illegal drugs in 1988—contributing to increased
rates of HIV infection among neuwborns.

poverty did nof smoke during pregnancy,
computred with 1.0 percent of those it

150 percent or more of poverty and 2.2 pereent
ol those at 300 pereent or more, Higher income
is associated with o decreased likelihood

ot smoking. Medictid women were more

likely than non-Medicaid women to smoke
during pregnaney.™

Alcohol consumption is not as cleardy linked
to poverty, and its consequences theretore
nuy not disproportionately affect the poor.
The 1982 NSFG revealed that the likelihood

of not drinking during pregnancy decreased
with income: 00,1 percent of women 15—+
whose most recent pregnancy ended ina live
birth or spontancous loss and whose income
wis 119 percent or less of poverty did not drink
during pregnancy, as compared with S04
percent of those at 130 percent or more of
poverty and 10.8 percent of those at 300
percent or more. The dikelihood of drinking,
increased with income. Mediciid women were
fess likelv than non-Mediciid women to drink
Jduring pregnaney .

Fhe Nononal Institute on Drug Abhuse has
estiinzted tatm 19885 million women of
hildbearing age used illicit drugs.™ The
relationship hetw een the abuse of illegal
drugs and poverty is uncertam, howeser and
1o dithicult to state whether ats conseqguences
disproportionately atiect the poor Hie
assocttion s depend on whether the o
nse of Ll drags s stadied o it only one s
stuchied. w Licther it s naripuanat, heroin, ok,
ot some other torm ol cocame Associon
nan dlso dependon the study site. Studhes ol
substance abuse momner city hospt os find
hugh rates of use amone the poot, but these
sttes senve prnundy the poor dn TOsYn

one Detrort hospatal 12 percent of newborns

woere diag exposed

studies of populations of mixed ceonomic
status do not always show higher rites ot drug
use among the poor, For example, a Florida
study found that 4.8 percent of the pregnant
women studicd tested positive for either ialeohol
CLO percent). cannabinoids teannabis-bused
drugs—11.9 percent), cociine €304 pereent),
opiates (0.3 pereent), or i combination of these.
(Black women were more HKely 1o use cociting:
white women more likely to use cannabinoids.)
The proportion of women seen in public health
clinies who used drugs did not ditler
significantly from the proportion of those seen
in private offices, Neither sociocconomic stitas
nor rice or thnic group predicted @ positive
test, but poor women and black women were
more likely to be reported to authorities.™

A Rhiode Ishind study of women admitted in
active ibor found 7.5 percent positive for cither
coaiine (2.0 percent), marijina C3.0 pereent),
opidates (1.7 percent), or amphetamines (0.2
pereent). Women with public insurincee
coverage were four times more likely to be
positisve Tor one of these substances than
wonmen with private insurince. Cociiine use w.is
signiticanthy higher among those in poverty

Although nuny nonpoor pregnant women
smoke, drink excessively, and use illegal drugs,
the effect o these belhaviors i poor pregnant
women is probably worse. These wonsen nua
he more Bhels to use multiple substances. have
Aol partner who abuses substances, be il
nourished. he exposed to violence, have littde
social support.and not seek prenmatal care ™
I'ven so, probabiy the most Limous 19808 cabd
abuse victing, Lisa steinberas had muiddle class
wlhite drug abasme parents A 990 Newe Yok
Lonees i le protded two drag addhcred
mothers, a black weltare reaprent and a

white Lnwaer ©°




HIV Infection and AIDS. Although no pub-
lished data link human immunodeficiency virus
(VY infection and AIDS to any particular
ceonomic level, the prevalence of these
conditions among intravenous drug users and
their sexual partners, and the racial ethnic
distribution, suggests - strong relationship.
Among all 8.550 AIDS cases in women 15—t
reported during 1981-1989, 57,2 percent were
related to intravenous drug abuse, and another
20.2 pereent to sexual relations with an
intravenous drug user.®

Although probabiy fewer than a thied of the
children of HIV-infeated women develop
AIDS B AIDS is a serious problem among
children under 1o, with 1,917 cases reported
during 1981-1989. About four-fifths of these
cases were duee o vertical transmission, i.e.,
from the mother during gestation, during birth,

or after birth. ‘T'wo-fitths of the cases were
among children whose mothers were
intravenous drug users, and andditional 15
percent were among those whose mothers
had had sexual relations with an intravenous
drug userB0(See Figure 100)

New AIDS cases are increasing faster among
women and newborns than among most other

groups. Between 1988 and 1989, the number of

aises of AIDS in women increased 1 pereent,
and there was i 17 percent increase

in the number of cases transmited from
mother to newborn

Astbma. Asthina is the most common
childhood chronic illness. While study results
viry, evidence suggests an association with
poverty. Forexample, an analysis of the 1981
NHIS Child Health Supplement revealed than

Figure 10: AIDS cases in chiidren under 16 by probable source of Infection

and racial/sthaic group, 1881-1988
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Measles is increasing, largely because of unvaccinated
preschool children. In many geograpbic areas astbma is
more common among poor children than nonpoor children. = _.=

among Children under live, asthn was more
prevadent among those from amilies with lower
incomes, kirger = ices and lewer rooms in their
homes: among those w hese mothers had less
cduaation and smoked: «ad among those who
were nnde and blck. When the investigators
controlled Tor the imerrelationships ainong
these variables by regression, only being male,
nuternal smoking, and Limily size were
independently related to the discase ™

fa 1985 New York City study of hospital
discliirges among childeen =1 vears ofage,
discharge rates Tor asthn and bronchitis in the

poorest areas Gis measured by the proportion ol

the population below poverty b were over four
times those in the least-poor arcas. ™ An
anadvsis ol dati on 3=17-vear-olds Trom the
seeond round ol the National Health and
\utrition Examination Survey (ONHANES 1D
reported o higher asthma prevalence among
Dliac ks than among whites, but it tfound no
assocition with o poverty indes, Gunily income,
or the head of houschold's education. Crowding
w.as nuarginally rekated toasthna ™!

\ 19791982 ALy Lind studdy s however, toand
that Medicaid enrobled chldren aged 119 were
hospitalized Torasthna 243 times as obten s
those w ho used other sources of pavinent.
Asthina disc harge rates werealso positis el
Associated wath the proportion of Lainnhies iving
Delow the povery evel m May Laind counties
and health plannmg districrs.

Dental Health, Relany el tew stadies of oral
healtin indlude dnadvses by cconome status ol
Guldren ander dae sev Sticdies o older
haldren, however soongly indicane that denial
dhiscase s higher oz the poors and 1os
el that this staaton extends to the ven
voung s well

The 1980 fowa Survey of Oral Health found that
children Trom the lowest Family income groups
had Tour times the mean number ol actively
decaved prinvry teeth s children from other
income groups. The 1982-1983 South Caroling
Dental Health Survey, using eligibility Tor a e
or reducad-price school lunch s i prosy lor
poverty, Tound that 70 percent of the group
cited s poor were in need ol restorative
dental treatment, s compired with 53 pereent
ol the nonpoor.?=

A recent review of the oral health status off
women and children in the United States
reported that while Head Start progrims have
noted decreasing rtes of dental caries among
participaiting preschoolers, the previdence ol
dental Giries in Head Strt children was higher
than that in non=Head Stt children. and fewer
Headd Start children were free of caries. In TSRS,
33 percent of the children examined in the
progriam necded dental reatment, exclusive ot
prophy laxis. Head Start programs reported thiat
30 percent or more ol their participants sutfered
from baby bottle tooth decay 4

Other Medical Problems, 1t 1990 the Centers
tor Discase Control reported . provisional total
ol 17802 cases ol measies in 1989, amore than
100 percent increase over the 3,390 cases
reported in TOSS and the Kirgest number o
cases reported sinee 1978 The provisional
number of cases reported for 1990 s 20,520,
representing another alarmimg morease

esee Digure T

Chaldren under Inveaccounted tor 307 petcent
of The cases m U89 SIvy percent ol the cases
were i mdivduals who had not been

vace inated or had been ill.l(k'(‘\l.ll('h
vacomaated, and vacomation was indheated for
over hadb ol these Almost i petcent of those
For whonm vacomation was imdicated were
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children between 10 months and four vears of
age. Most of the deaths associated with measles
occurred among unvaccinated preschool
children, According 1o CDCL Fhe increase

in unvaccinated persons with measies reported
for 1989 prinarily reflected the increasing
number of cases reported among unvaccinated
inner-city preschool-aged children.™s

The 1981 NHIS Child Health Supplement
checklist of health problems for children
under 18 showed that children from high-
income families (825,000 or more) were
slightly more likely than low-income children
to be reported as having at least one of 10
conditions. For seven conditions, however,
rates were higher among the lowest income
group tess than $10,000), Except in the case
ol asthma. the differences were small. In
addition, the number of days in bed was
often significantly higher for children in the

Figure 11: Reported measles cases by year, 1980-1880
Number of cases (in thousands)

Vite o caand We i) 4 5

lowest income group than for those in the
highest.2 In the New York City hospital
discharge study among children T=4 years of
age, rates tor cellulitis, simple pneumonia,
otitis media, and upper respiratory infections
were about three times as high in the arcas
with the Lirgest proportion of population
below poverty as in the arcas with the
snullest proportion poor.?”

Nutritional Problems. Poor familics are Jess
likely to have nutritionally adeguate dicts than
nonpoor families. Children who have
inadequate dicts Lag in growth and have more.
more severe, and longer-listing infectious
discases. Inadequate nutrition, including iron
deficieney with or without anemii, may ilso
affect cognitive development and social
behavior, with undemourished children being
more apathetic.”™ While several federal food
programs have reduced nutritionally related
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Poor nutrition and the ingestion of lead contribute
to the bealth problems of poor young children.
.The serious effects of lead poisoning
include neurological disturbances.

prablems, poor-nonpoor differences remain.
The 1985 Nationwide Food Consumption Survey
revestled that black ehildren 1-5 vears of age
from familices below 130 pereent of poverty were
more likely than black children of all incomes 1o
be below the 1980 Recommended Dictary
Allowances of the National Academy of Sciences
Food and Nutrition Board for mean intakes of
food energy. calcium, iron, and zine.™

Data from NHANES 1197 1=1975) and NHANES
11 C1970=-1980) provide several measures of
child growth. Among 1-5-vear-olds, poor
children had lower values than nonpoor
children for height, weight, and triceps skinfold
thickness, The magnitude of many of the
poveny-related differences decreased between
the two surveys, but these changes did not
reach statistical significance. '™

The Joint Nutrition Monitoring Evaluation
Committee (representing the Departments off
Agriculture and Health and Human Services)
reports periodically on the nutritional status of
the American popubation. One child measure it
uses is grow th retardation, or stunting and
wasting. Stunting is the result of a chronic, mild
dictary inadequaey that slows the child's linear
grow th and results in low height for age—
shortness, I the inadequacy is severe,

the child loses weight and has a low weight-to-
height natio - thinness.

The Committee s 1986 report noted that
according to NHANES 1 the proportion of

25 vaar old poor nuades with low height tor
age s T percent. more than double the

3.3 percent reported tor nonpoor nule children.
For poor female children the proportion wis
L~ percent. almost three times as hagh as the
S A percent reported tor nonpoor tenide
hnldeen U asee Pgare 120

The Commuttee’s 1989 report cited data from the
Pediatric Nutrition Surveillance System for the
period 1972-1988. This system continuously
monitors the nutritional status of high-risk
groups of low-income infants and children.
Between 9 pereent and H percent of the study
children have consistently fallen bhelow the
NCHS growth chart's fifth pereentile tor height
for age. and 3=t pereent have been below the
fifth percentile for weight for heighe, 192

The Hispanic Health and Nutrition Examination
survey CHHANES), conducted between 1982
and 1984, las produced a great deal of data
on Hispanic children. One study showed

that Mexican-Americians 317 vears old were
shightly shorter than the NCHS reference
median, although these differences were minor
dess than 2 centimeters) until age 12 in girls
and age Fin bova, When rescarchers
examined ethnicity and the HEANES poverty
index in relation to height, poverty was a
significant predictor of stature at ages 2-5

and 0= 11 vears, 193

NHANES 1 also showed income below the
poverty level to besissociated with higher
prevalence of abnormal iron status vindicating
anemiad m children 1-5 and in temales 25-5.
Among children =2 vears of age the proportion
with imputired iron status was three times as
high amaong those below poverty €200 percent)
asamong those abov e to.” percent ), 1

lron status appears to have improved nuarkedly
since the 1970 1980 NFEANES sunvey, even
among low -income children, although
difterences by ceonomic status rentan. i sis
stte study of Children aged o -0t months who
weore enrobled m public health programs, the
provalence of anemit based on henuatologie
madasurements dechned trom 7.8 percent m
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1975 10 2.9 percent in 1983, Tennessee data,
however, which linked birth certificates for
the 1975-1984 period with records from the
Special Supplemental Food Program for
Women, Infants. and Children (WIC), showed
signiticant differences in the prevalence of
anemia among children aged six months
through five veuars by i measure of tamily
sociocconomic status based on mate:nal age,
cducation. and marital status, even within this
fow-income group. 13

Data from a TO8™ study in o low-income
arca of New Haven, Connecticut, showed
thut 8 percent of tamilies with children

1=11 vears old had a chronic hunger problem,

and another = percent were it risk of
developing one. The rescarchers classificod a
Family as having a hunger problem if the
respondent gave positive answers to five

or more of cight questions dealing with

hunger-related issues, such as the number

of days a mother perceived her children as
cating oo little. A score of 4 indicated a
serious risk of developing a hunger problem.
"Hungrny™ houscholds were found 1o be
poorer thun “adequate” houscholds, 19 (For o
comprehensive review of the nutritional status
of low-income preschool chitdren see Kotch
and Shackelford's 1989 monograph, 197)

Lead Poisoning. V'xposure 1o lead during the
prenatal period or in the carly vears after birth
has strong detrimental effects on children.
ranging from convulsions and death atter acute
fead poisoning 1o growth and neurological
disturbances and reduced 1Q at lower exposure
fevels. NHANES 1 revealed that in children
aged six months through five years. the mean
bload lead concentration wis negatively
associated with amily income 1 As of 198,
children living in central cities were found o

Flgure 12: Percentage of children aged 2-5 whose height measured below
the 5th percentile of standard height, by race and poverty status, 1976-1980
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have higher levels of lead concentration than
children in standard metropolitan statistical
areas, Y See Figure 130)

The tederal Agency for Toxic Substances and
Discase Registry used NHANES 1 and 1984
population data to update estimates of blood
lead levels in 1988, At the three levels measured
tmore than 15 micrograms, more than 20
micrograms, and more than 25 micrograms of
lead per deciliter of whole blood), and both
inside and outside of central cities of standard
metropolitan statistical arcas (SMSAs). rates of
lead poisoning went down as income went up.
and rates for blacks were much higher than
those for whites. (No level of lead is withow
danger tor the individual, and the impact
increases with the level of concentration.)

The Agency estimated that 2,4 million €17
percent) black and white children living in

Figure 13: Percentage of children aged 8 months to 5 years whose

SMSAs had blood Tead levels above 15
micrograms per dediliter in 1984, While clevated
blood levels were highest for inner-city, low-
income black children, hetween 3 and -+ million
children in all racial and residential categories
hid this level. The highest rates were among
black children under age six: 08 pereent for
those with family incomes under $6.000 who
live in an “inside central city ™ area with a
population over 1 million, and 56 percent

for those living in a similar arca with a million
or less, 110

12 1985 the Centers tor Discise Control lowered
its definition of an clevated blood level from 30
micrograms per deciliter o 25 or greater.HE Sinee
recent studies have shown adverse effects of
lower levels of lead on growth, intelligenee, and
hehavior, a CDC special advisory committed is
expected to recommend than the definition be
lowered to 10 or 15 micrograms. 12

blood lead levels were estimated to bs excessive, by urban status, 1884
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Poor children are believed to experience more mental
and emotional problems than nonpoor cbildren—
and bhigheyr percentages of thewm bave learning disabllities.

While the public wends to think of lead poisoning
only in terms of paint, children are exposed to
lead in many ways: through the plicenta while
they are in utero. in the air they breathe, and in
witer from pipes or cans, Sourees are hoth
industrial and houschold-based. including dust,
soil, and exhaust fumes. Other sources include:

o ‘Toys contiaining lead, such as lead figures

¢ Folk remedices

e Cosnietics

o Jewelry

o Lead-containing dust transmitted from the
workpliace on clothing

o Production of bullets or fishing sinkers

e Soldering and stained-glass work

¢ Pottery ghizing

e Giusoline sniffing

e Burning of hatteries, colored newsprint,

lead-painted objects, and wiste oil

Mental and Emaotional Problems. Poor
children are believed o experience mental and
emotiomil problems more frequently than
nonpoor oaes 3 The 1987 report Children's
Mental Health: Problems and Services noted the
relationshm botween poverty and minority
group membership and environmental stresses.
The authors believed thiat these stresses posed
risks to children’s mentad health. H

I has been ditticult o document these relation-
ships generallv, and in children under six partic-
ularly. heciuse of the absence of vidid and reli-
dble instruments for measuring these phenomena
and because of the small number of community -
based sunvevs, One review attributed the social
chiss ditferences in children's ps, chiatric distur
bances tound in cdinic studdies 1o reterral patterns,
since community sun ess did not reveal the same
problems S Ao, most learning disabilities and
cmotional or behavioral problems do not
become apparent until the cduld enters school.

In a 1979 study of mental health problems
identified in pedistric practices in Monroe
County, New York, the prevalence of such
problems among preschoolers wis 3.5 pereent,
For all children under 19, mental health
problems were inversely reliated to the
sacioeconomic status of the residential area and
were much ygore common among Mediciid
patients than among those covered by private
insurince. The absence of cither i mother or i
father almost doubled the rae. as did the
presence of i stepparent, HO

The relationship between poverty and various
mental and emaotional problems was tested in
the 1988 National Health Interview Survey of
Child Health. Parents were asked to repont
developmental delays in all children under 17
and to report learning disabilities and emotional
or behavioral problems Lasting three months

or more in children 3-17, The rescarchers
expected that learning difficultios and emotionl
and behavioral problems would be found more
frequently among children in families with low
incomes and low parental educition because of
less intellectual stimulation in these homes and
more exposure to environmentil hazieds. On
the other hand, parents with more ¢ducation
tend to report proportionately more of their
children's problems to survey interviewers thin
dor less-educiited parents.

Delivs in growth or deselopment were
reported in 1.3 percent of all children 2 vears
oldand under, and in 14 percent of those 35,
In the vounger group. 0.9 percent of those from
Fumilics with incomes of fess than S 10,000 per
vedar were reported, as compared with ¢4
percent, 2.0 percent, and S 0 percent in higher
income groups, Among 3-5-vedr olds. the
proportions were S8 percent, v pereent.,

o1 percent.and 2.5 poreent. The mother's
cducational fevel refleated o simibar pattern.
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Almost balf of all reported cases of child abuse and neglect
are in cbildren under six, and the number is growing.
The rate of reported cases is bigher among poor families.

Learning disabilities were reported in 1O pereent
of all children 3-5. but in 3.8 percent of those in
the lowest income group. Maternal education
was itlso myversely related 1o reported learning
disability. Emotional or behavioral problems
were reported in 5.3 pereent of children 3-5,
with the lowest i highest income groups
falling below that, and the intermediate ones
Ieing higher, There was no consistent
relationship with maternal education., These data
suggest that only learning disabilities are
strongly rekated o income und educational
status in voung children. although rescarch
findings hased on testing might find
reltionships not apparent from self=reporting, -

A 1990 article on intellectual impairment in
children from impoverished families sumnyarized
cardier research findings as follows: “Mild mental
retardiation is more prevalent among lower
sociocconomic groups, unlike moderate, severe,
and profound mental retardation which are airly
cvenly distributed sicross sociocconomic groups.
Family and social problems of many low-income
families ce.g. low education, unemployment)
have been associated with impaired intellectual
functioning in general, and mild mentad
retirddation in particular.”H8

Unintentional Injuries. Injurices that do not
result in fatalitios are more difficult to study
than those thit doo Nevertheless, severald
imvestigators hay e analvzed nonfatal injurices
among voung chiddren. Among 101 intants
rreated for injuries at two Seat'le hospitals in
1083 - 1980, a higher proportic n were covered
by Mediaud than by private insurance, but the
difference was not signiticant 1

I study of TOS2 pedestran inpurnes among
Children under 15 m Memplus, several indwators
of ceonomic ditficulies were significanty bugher
M census s with iguries than m those

without. The indicators included the proportion
of families living below the povernty line, the
median houscehold income, the proportion of
female-headed houscholds, houschold size,
median number of persons per room. and other
maastres of crowding. A stepwise multiple re-
gression inalysis showed that crowding was the
best predictor of number of injuries per acre 120

In the New York City hospital discharge study
among children 1= vears of age, rates for
poisoning were over five times as high. and for
arm and leg fractures about three times as high.
in the poorest arcas s in the least-poor areis
(measured by proportion of population living
helow poverty). 121

Child Abuse and Neglect. Almost half

G13 percent) of reported aases of child abuse
and neglect are in children under six 122 The
association hetween child abuse and neglect
and low sociocconomic stitus is disputed. but
the nte o reported cases is higher among poor
Families, Some investigiators believe that this is a
reporting phenomenon—that is, given two
children with simikir problems, authorities are
likely 1o decide that apoor child wis iabused or
neglected and that a nonpoor child injurad
himscelf or had a bad day.

Anamalysis of the 1979- 1980 Natiomal Study of
the Incidence and Prevalence of Child Abuse
and Neglect examined the child abuse Gises
identiticd by hospitals and the likelihood that
the hospitals would refer the case to child
protection dgencies, Cases were more likely

to be reported if the Linnlv income was under
S 25,000 and it an adult male other than the
natural father Hived in the houschold rather than
the hiological Father or no father. U nreported
cases were lhely o mvolve children who were
victims of cmotional abuse, those from hugher
mconwe houscholds, those from settings in
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which the mother was the alleged abuser, and
those from white families, 123(Sce Table 2)

Other investigators believe that only a portion
of the difference inabuse neglect rates between
the poor and the nonpoor is a function of
selective reporting, and that the remainder is
due 1o real differences in discipline and control
of violence between the two groups. Pelton's
1978 article “Child Abuse and Neglect: The
Myth of Classlessness™ is a classic defense of
this position. He based his argument on the
following findings:

*  Despite significant increases in reporting, the
sociocconomic pattern reveiled in repors
has not changed markedly.

¢ Child abuse and neglect are related o
degrees of poverty.,

¢ ‘Fhe most severe injuries oceur in the
poorest families.

* Crimes of violence are more prevalent in
low-income groups. 2

The Office of Technology Assessment (OFA)
reached a similiar conclusion in TORS:

On balunce, it seems reasonable to conclude
that although some poor people are untiirly
reported tor maltreatnient Gind some middlc-
and upper-class fimilies go undetected), there
is an important association between poventy
and child neltreatment. 1Uis important o
recognize, though, thit most poor people

do not abuse or negleat their childeen, 123

The 1986 Study of National Incidence and
Severity of Child Abuse and Neglect tound that
tamily income had a prolound citect on the
ncidence of child abuse ceses known to local
hild protective service statts or professionads in
schools, hospitals, police departments, jus enile
probation authorities, and sunilar agenaes 120

In 1980 the House Select Committed on
Children, Youth, and Families asked the
relevant agency in every state to rank 10 factors
that might have contributed 1o a sharp increase
in reporting: of child abuse and neglect. More

thitn 00 percent ranked “cconomic conditions of

families™ among the top three, 127

Limitation of Activity Due to Chronic
Conditions. Although young children are less
likely than older ones 1o be limited in activity
because of chronic conditions, I=t-year-olds
from families with incomes under $20,000
suffer more limitations than do those from
higher-income familics. 128

Table 2: Child maitreatment rates per 1,000 chiidren by
type of maitreatment and family incoms, 1886

Family income
Type of maltreatment Lessthan  $15,000
$15,000 or more
All maltreatment 540 79
All abuse 199 44
Physical abuse 102 25
Sexual abuse 48 11
tmotional abuse 6.1 12
All neglect 368 41
Physical neglect 226 19
Educational neglect 101 13
tmotional neglect 69 15
Fatal njury 003 om
Serious injury/impairment 600 090
Moderate injury/impairment 3690 550
Probable injury/impairrient 540 090
Endangered 1170 0 60
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Hospitalization. An analysis of the 19831984
duta from the National Hospital Discharge
survey showed that children under age one and
aged 1=+ whose principal source of payment
wirs Medicaid had discharge rates 2=3 times as
great as those of their peers who were covered
by private insurance or by cash pavment, The
length of stay of 1—-year-olds covered by
Medicaid was significantly longer than that of
privately insured children, 129

In New York City, 1984-1985 hospitalization
rates for infants were much higher in the poorest
communities than in middie- and upper-income
arcas. 13 Similarly, among children 1=4 years of
age, hospitalization rates increased with the
proportion of the arca’s population who lived
below the poverty line. Poor children were ilso
more likely to have an unscheduled admission
and were likely to stay in the hospital longer.
The rescarcher suggested several reasons for the
higher hospitalization rates.

Traunut and lead poisoning, as wellas poor
nutrition :ind inadeqguate heating and plumbing,

might contribute to the incidence and severity of
illness, Difficulty in obtaining medical care i
might have prevented the condition or enabled
it to be managed on an ambukitory basis was
another possible factor. Finally, physician
treatment patterns probably affect poor children,
Hospital-hased ambulatory care. in the outpatient
dlinic or the emergency room, is more likely to
resaldt inan admission than care in a private
physician’s office, and a physician’s doulits
about i poor family's ability to manage a child’s
condition may also lead to hospital admission 131

Reported Health Status. One NHIS indicinor
of health is respondent-assessed health status,
In the case of children under six, the mother is
ustilly the respondent; she reports whether the
child's health is excellent, very good, good, tair.
or § oor. An amalysis of 1982-1980 NS data
found reported health status in poor infunts and
children 1-5 yaars old significantly lower than
that amuong the ne apoor. The likelihood of o
parent’s reporting a child to be in excellent.
very rood, or good health increased witl the
parent’s income. 142

Children aged 1—4 from low-income jamilies
are hospitalized more frequently
than more affluent children of the same age.
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Chapter Four:
Children with Special Problems
That Affect Their iHealth

For some poor children, unstable or dangerous
physical environments, isolation and the
absence of adequate and availiable health
services, or other special conditions exacerbate
ceonomic difficulties. These situations affect
children who do not have permanent homes
because low-cost housing is unavaikible, or
those whose parents are migrants, or those who
are in foster care. Children who live in rural
arcas, those residing in inner cities, and Native
Americans also face signiticant health threats.,

Certainly other groups of children also have
special problems that attect their health,
However, this analysis focuses on these six
because their problems seem particularly
pressing, because stucdies of their health
problems illustrte how other risk factors
compound poverty, and because in three
instances toster care, the homeless, and Native
Americins), fedentl, stte, and local govermuents
have special relationships to these groups.

Homeless Children. The 1988 report of the
Joint Center for Housing Studies stated:

Americris increasingly bhecoming

mtion of housing haves and hasve-nots.

W hile the nujority of American homeow ners
are well housed and have significant eqguity
in their homes, the prosperity of these
homeow ners does not reflect the plight of
the nation’s growing number of low - and
moderate income houscholds. Continuing
high housmg costs limit the ability of fow
And moderie meome households o
maprove thenr standard of iving as iy
Louscholds stroggle to secure ¢ven

miinmally adeqguate housng 3

These cadmand predise words obscure the
poersond workds of depriv.ion and despoar tha
Lirge numbers of children ive m o despar

described in Kozol's 1988 book Keachel and ey
Children: Homeless Familios in Amervica 13
Families with children do not choose to spend
atew nights in shelters, or months or years in
weltiare hotels and motels. Rather, they cannot
find housing they can afford. A shortage of
rental housing, increasing costs of available
rental housing, and AFDC paviments that have
not kept up with the cost of living have left
thousands of amilies with children without
permanent plices to live,

The exact number of homeless families with
children is not known. The U.S. General
Accounting Office estimated that on October 24,
V89, 68,000 children and youths aged 10 and
vounger were members of tamilies who were
literally homeless—about 25,500 were in urbuan
shetters and hotels; 21,800 in suburban and
rural arca facilities: £.000 in churches: 9,000 in
abandoned buildings. cars, or public places:
and 7700 in other settings. Another 186,000
children and youth were “precariously ™ housad,
doubled up in shared housing, Among the
children whose ages were reported, 52 pereent
were aged five vears and vounger. These
figures did not include homeless runaway o 1%

The Institute of Medicine's report Homelessness,
Health, and Hhionan Needs stated that families
with children were the tastest-grow ing subgroup
among the homeless 3 Many pregnant women
arce anmong these homeless familices, A 1088

New York City study found that 35 percent of
homeless women were pregnant, and 20 percent
had given birth within the Last vear These were
much higher proportions than those for
housed samiple. Possible reasons for this
ditterence are the housing assistance prioniy
ainen to pregianit wonen and new mothers,
and the stanins thar pregnancy or the bt of
aninbant places onan mdiv ol living i a
nrainal honsmg unit 137

cevindi W

g

’



Homeless preschoolers experience more bealth problems
than other preschoolers. The problems include
nutritional ailments and developmental lags.

Ananalysis of the 19R82-198:4 reproducctive
expericncee of women in New York City's hotels
for the homeless found that relative to women
who lived in housing projects and to all New
York Citv women, the study group had 2.5 and
L1 times the risk of recceiving no prenatal care,
Their rebative risk for low birthweight was 1oy
and 2.9, respectively: and for infiant mortality,
L5and 2,118

Living in temporary facilities creates many
health problems. Advocates Lave reported Tead

and ashestos haziards and other health, building.

and housing code viokations, Window guards
may be absents the space miaty have no cooking
or refrigention facilitic s: play arcas may be
absoat or inadequate: and cribs may be
unaviiikible. Furthermore, temporary facilities
are sometimes used tor prostitution and

drug dealing. 139

Rescarchers have tound that preschool
homeless children experience excess numbers
ol common health problems—such as minor
upper respiratory infectior s, minor skin
ailments, car disorders, gas rointestinal
problems, traunis, eve disorders, lice

infestations, anemiie madnutrition. and refractory

asthin I addition, these children have
immunization delays. elevated blood lead
fevels, and increased rates of hospitl
admission., child abuse. and neglec e

\ JORS survey of 86 homeless mothers and 151
Chaldren e Massachusetts found that aemaost
two-thirds of the mothers cither Liched or had
only minimal supportis e relationships. The
study convered T Lanudy sheiters innine
cotmmunities, Almost two tards of the mothers
Irad not tound housing or socal weltare
agences to be hielptul Ina Boston sabstady o
poor. fennibe: headed households, the

roscarc hers comprred housed and homeless

families, The homeless mothers reported fewer
adult supports, including family members:

22 pereent of the homeless, but only 2 percent
of the housed, said they had no adult supports
Homeless mothers reported less involvement
with housing or hunuin service agencies, and a
sniller proportion were receiving WIC benetits,
On the Denver Developmental Screening Test,
5.4 pereent of the preschool children of these
homeless mothers, as compared with 160 percent
of those who were housed. showed at least one
major developmental lag. H

Numerous private and public agencies attempt
o provide services for homeless pregnant
women and children. In New York City the
Pediatric Resource Center at Bellevae s tospital
ofters services to nearby welfare motels, as do
various other agencies. The New York
Children®s =.calth Project has operated mobile
medical units for welfare hotels and shelters. 12

The American Academy of Pediatrios [U88
statement “Helth Neacds of Homeless Children”

recommended that pediatricians be aware of the

problem of homeless children in their
communities and become involved in local
relict, social services, and advocacy progrims,
It suggested that pediatricians educate social

serice agenaies aboat the medical problems for

which homeless children are at risk. and work
with theni to develop comprehensive svstems
ol care, 1t also urged national health and satety
guidelnes tor temporary residences and the

provision of tederal prinmary health care grants
for the homeless with ciphasis on presentine,
mental healthe and dental care tor children S

Hennclessiess, Health, aoned Himenr Neceeds
recommeended tut tederal support tor enrchied
dav care and Head start programs be espanded
A coupled wath outreadh eforts that
cncotrage homeless parents to tihe advantage
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of enrichment programs. It also recommended
that local and state agencies recciving federal
Head Start funds be mandated 1o desvelop

plans to identify and evaluae homeless children
ol preschool age and 1o provide intensive

and comprehensive services for them and

their families. T

Children in Migrant Families, Migrant
fumilies wypically travel in the spring from the
southern arcas of the United States—prinarily
Texas, Florida, and California—Dbut also from
Mexico, Haiti. and Puerto Rico, 1o farm regions
throughout the country. Most family members
over 1o vears of age work daily, usually on a
picee-rate basis. 13

Estinates of the number of migrant and
scasonal farm workers and their families vary,
but the total may be as high as 3 million or as
fow as 200,000, depending on the definition

used. O Estimates of the number of children in
migrant families are difficult to obtain. The
Migrant Student Record System registered
80,900 migrant children in schools and
preschool programs between July 1, 1983, and

June 30, 198+, This figure is very likely an

undercount by at least a third, since many
preschool programs and some primary and
secondary schools do not participate in this
system. The poverty status of migrant familics is
also unknown, but the low rate of pay and the
scasonal nature of their employment prolyably
places most below the poveny line. A 1980
estimate of the average annual income for a
migrant family of seven wias $60,000=-87,000,14

The health problems of migrant farmers and their
children are o result of both poverty and poor
living conditions. Some farm Labor camps have
decent accommaodiations with adequate sanitation
and a clean water supply. but others have

The bealth problems
of childrven in
migrant familics
reflect porerty,
poor living
conditions, and o
lack of accessible
services, including
bilingual health
providers.
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temporary shacks with families sharing one
room, substandird sewage disposal, and no safe
water supply. Other health hazards include
exposure to pesticides and other chemicals,
inadequate nutrition, and sporadic or nonexistent
medical care.! 8 The rne of child abuse and
neglect among migrant families may be higher
than the national norm. M Language barriers,
cultural beliefs, and minimal parental education
often compound the environmental problems,

A mid-1980s health program for several nundred

migrant children and their families in migrant day

care centers in eastern Washington reported four
common health problems: discases and
conditions arising from poor living conditions
and migration; nutrition-relsted conditions:
untreated congenital anonvalies; and health
problems due to neglect, lack of treatment, or
incdequate reatment. Documented medical
conditions in preschoolers included viral and
Dacterial infections, head lice and scabies
infestation, positive tuberculosis skin tests, and
insutficient or excessive immunization, 1S9

In seven Head Start centers in Utah, of 198
migrant children tested. the proportion found to
he iron-deficient wits 29.7 percent among
infints 9-23 months, 13.5 percent among
toddlers 2- 3 vears old. and 3.1 percent among,
children -0 vears ol Pt study onthe
Delmarva Peninsulbin, 28.9 pereent of 150
migrant timily children under sis were found 1o
e intected wath intestinal parasites. 1532 A 198K
surv ey of THispanic elementary school migram
hildren i Washington Stte revealed rates of
dental decay ligher than national norms, 132

In 1981 researchers studied asmall group of
Mesican-American magrant children, aged seven
vaitrs or vounger, in day care centers in state-
run northern Calitornia nugrant camps. They
found improvements over carlicr studies inthe

children's weight forage, height for age, and
weight for height. Only 15 percent of the
children were at or below the 10th pereentile of
height for age, and only 7.6 percent had
unaceeptably low hematocrit fevels. The authors
proposed that the differences might have
resulted from changes in the standards used
between the studies or in the food and services
provided at the day care centers, 154

Steinbeck's The Grapes of Wrath alerted the
Americin public to problems faced by migrant
workers in the 1930s. The Children's Bureau
and the Public Health Service began working
on the problem in the mid-1950s. Edward R.
Murrow and Fred W. Friendly's television
documentiry “Harvest of Shame.” aired in the
aarly 1960s, again brought the problem to
public attention. The 1962 Migrant Health Act
authorized grants for family health service
clinics—Migrant Health Centers (MHCs ) —for
domestic agricultaral migratory workers and
their families, and provided funds for special
projects 1o improve health services and health
conditions. As of 1990 there were 105 federally
funded migrant and community health centers
providing medical services to more thin 500,000
migrant and seasonal workers, 155

The Head stan program has made special
ciforts to reach migrant children, serving
approximately 20,000 vearly through 2+ migrant
programs. 3 some of these programs refer the
children to migrant hiealth ceners for care. bt
il no MECs arenclable. Head Start contracts
with other providers.

The Maedicaid status of migrant Giilies varies
from state 1o state. depending on local eligibility
recuirements. These requirements alfect access
1o health services, including the Early and
Periodic Sereening. Diagnosis, and Treatment
CEPSIYTY program. In 1989 the American
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An American Academy of Pediatrics committee reported
in 1987 that 80 percent of children in foster care bave
experienced physical or sexual abuse or neglect.

Academy of Pediitrics Committee on
Community Health Services issued a statement,
"Health Care for Children of Migrant Families,”
recommending ways pediatricians could help
migrant children. The Committee suggested that
pediatricians accept office referrals for health
evaluations and services: volunteer time free of
charge when no other option is available:
improve bilingual office skills; and promote
improved federal, state, and local insurance and
grant strategies to ensure that child health
services became more available,

Migrant worker families should have access
to atforduble health care for their children.
Citizenship, financial resources, or linguage
differences should not deter aceess to health
care. Itis our responsibility as pediatricians,
individually and as an organization, to do all
that we can do to assist in the provision of
care to this group of children, 157

Cbhildren in Foster Care. In 1987 the
Aterican Academy of Pediatrics Committee on
Harlv Chit thaaod, Adoption, and Dependent
Lty ey statement, “Health Care of
Fortor kb " which included the following
(S M PR I | §1
s Caring foster care generally lave
a it Shanaverage number of health
problems and the ‘hey receive s ustally
insutficient to mee sneeds, These
circumstinces darise o the preplacement
history of these children and from within the
dual systems of foster care and publicly
funded health care 1o which responsibility
for their well-being is assigned.

Chuldren enter toster care because their
parents are unwalling or unable to provide
for their physical and emotional necds. Most
often these children come from single-

T~

parent houscholds where poverty, Lick of
tormal education, and absence of social
support contribute to inadeguate and
inappropriate child care. More than 800 of
the children have experienced physical or
sexuwal abuse and-or neglect. Their previous
health care is likely to have been
fragmented. As i consequence, fost oy
children are likely 1o have unrecognized or
untreated chronic disorders, a high rate of
cimotional and developmental problems, and
impaired school performance, 158

In 1989 at least 360,000 children were in toster
e, This represented a 33 percent increase
since 1985.157 The increase is probably relaed
to the growth in the use of substances such as
cocaine, which often causes infants and yvoung
children to be removed from their parents.
Drug abuse is also relited to maternal AIDS,
which may lead to parents” inability to care for
voung children and to children's becoming
orphans. This assumption would scem valid
since New York, a state that has sutfered
disproportionately from both drug abuse and
AIDS, has experienced the Largest increase in
foster care children, =35 percent between

1985 and 198819 California and Michigan
dalso reported incraises between 1986 and
1988 in the number of children who entered
foster care, 10!

ATOBS survey revealed that the median age of
children entering foster care w.as nine
However, 10 percent of the estimated 18,250
children under 21 entering foster cire that vear
were less than one vear old, and 25 percent
were between oneand tive vesrs old. o2

Under Fitle IV-EF of the Socitl Secarity Act,
foster or adoptive children who would I
cligible tor AFDC it living with their natural
parents are eligible for Medicaid  States hin e
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The level of poverty and isolation in rural areas
contributes to a dearth of prenatal services
and inadequate beuith care for infants.

the option to extend Medicaid coverage to
foster and adoptive children who would not
meet this criterion,

A 1982-1983 study of Medicaid-cligible foster
children in four states found that they had
considerably higher health care wilization and
expenditures, on average. than those who were
Medicaid-cligible because their families reccived
AEDC cash puyments. Explanations suggested
by the authors were that many foster and
adoptive children had been abused, aeglected,
and exploited. Also, toster adoptive parents
might be more willing and able to seek medical
cire tor the children than were the biological
parents, Within the foster care adoptive group.
children whose parents had not been AFDC-
cligible experienced even greater health care
wilization and expenditures than those in the
mandited program—perhaps because those
coming from AFDC families had prioriaceess

to health care services. Those in the optional
progrin may have come from two-parent,
low-income families who did not have any
health covenge. 108

A 1983 studdy of the orgimizition and delivery of
health services to children in foster care in 1
California counties found the services “often
poorly organized. fragmented. and inadequate
jior the health care necds of the children.”™ Some
countics provided all children withvinitial health
evalitions, while other counties nuide Gise-hy-
Case daeternumnations, Insome cases FPSDT
standlards were the guidelines useds in others
the providers established their own standaids.
Only two counties performed mental health
cralinitions on e significant proportion of
hildrens with the remainmg, connties
evamining only 10033 percent of the childien
Foster Lamilies otten could not find Medicad
providers who would take the responsibility

tor therr <uldren's health care 10

e o et

Pregmniancy is not unknown among young
women in the foster care system. Yet astudy

of public child welfare agencies in 48 states
indicated a general lack of policies for addressing
this issue, Only 29 states oftered foster pirents
special training in adolescent sexuality, and

only 19 provided this type of training to
caseworkers. 105 A study of voung women aged
13—18 in the child welfare system found thi
among the sexually experienced. a significantly
low er proportion in foster care than in their own
homes had used a contraceptive during their
most recent intercourse. The pregnancey rate in
the child weltare group as @ whole wis more
than twice it in a national sample, 106

The particular tragedy of foster children is that
unmaotiviated parents or inadeguite tamily
resources cinnot be blamed. These are children
the state has taken from their families and for
whom the state is legally responsible. I they are
not receiving adequate health care, the state has
friled them, and study after study shows that
states have indeed failed many of these children.

Children in Rural (Nonmetropolitan)
Areas. Nonmetropolitin areas lave higher
poverty nates thin other geographic arcas.

In 1988 the poverty rte in nonmetropolitan
arcas wis 10,0 percent. compitred with 1301
percent across the nation and 12.2 percent in
matropolitin statistical wreas 107 In 108 1= 1085,
25,9 percent of Children and youth under 21
i nonmetropoliin arcas were paor, in
contiist to 193 percent in metropolitan arcis,
snuiller proportions of minorities lived in
nonmctropolitan arcas. and both parents were
more likely to be present 98 Pwenty nine
porcent of nonmetropolitan area women who
v e hirthiin 19SS dived below the poverty

lev el as compared with 20 percent of
metropohtan area women B

61




As of 1983, race-spedific infant mortality rtes
were slightly higher in rural arcas, as were fetl
and postneonatal deaths, but not neonatal
deaths, Children under 21 visited physicians
tess inrural arcas: while 21 percent of all
metropolitin-arca children had not seen
phvsician within the Last vear, 25 pereent of all
rural children and 30 percent of those below
the poverty level had not, 170

Data from the 1986 National Natality Survey
and the 1982 National Survey of Family Growth
indicated that women who lived in non-
metropolitan arcas were slightly less likely 1o
initiate prenatal care in the fiest trimester than
were those who resided in metropolitan
Weas—"304 pereent v, SO0 pcrcvnl‘."‘ Anitly sis
of variations in the use of obstetric technologices
showed that women in rural arcas were loss
likely than their urban counterparts to receive
aarly prenatal care or to expericnee the benefits

Vv W 0

of ultrasound or amniocentesis. Southern ruril
arcas were particularly deprived. ™2

A TU8Y review noted that higher rates of
poverty and a dearth of employer-hased health
insurance in rural arcas—either beciuse of selt-
employment or because of the relatively small
numbers of lurge emplovers—led 1o reduced
aceess Lo prenatal care, specialized care for ll
newborns, and primary health services for
infants. Some rural states compound the
problem by making their AFDC programs very
restrictive. and by not adopting Medicaid
cligibility and service options, 73

Rural states have traditionally suttered from a
shortage of physicians, and s obstetricians and
family physicians have reduced or eliminated
their obstetric practices, and as the supply of
National Health Service Corps clinicians has
dwindled. the scarcity has increased. Moreover,

In 1987 the poverty
rate for children
wunder six was

2% percent in rural
areas, compared
with 23 percent
dacross the nation.
Rural families
have traditionally
sufferved from a
lack of access to
physicians. and
many rural
hospitals

hare closed.




Infant mortality and injury rates for young children
are bighber in inner-city areas
than in other areas of the country.

nuny rural hospitals have closed, further
reducing the numbers of obstetric and pediatric
Gitre sourees. ! T A recent studvy revesaled that

women who lived in communities with relatively

few obstetric providers in reltion to the number
ol births were less likely 1o deliver ina tocal
conumunity hospital than those in communitices
with & higher rtio. In addition, women from
“high-outflow ™ communities had a higher
proportion of complicited and prenture births
and remained in the hospital longer.!™s

Children Living in Concentrated Poverty

in Inner-city Areas. 1iomceless children are not
the only ones who sulfer in Americi's inner-city
areits. In 18R the poverty rate in central cities
wis 18.3 percent, compired with 13,1 pereent
across the mation, 12.2 pereent in metropolitan
statistical arcas, and 8.3 percent in suburban
areas, The nijority: of poor metropolitan
residences were in central cities—39. 1
pereent. !0 Between 1973 and 1987 the number
of poor children under six living inarcas of
concentrited poverty—ireas where 20 pereent
or more of the populbation are poor—grew from
IS million to 2.2 million. Americs central
cities and suburhan areis experienced the most
growth in numbers of poor children under sis,
while those living in rurad areas of concentrated

poverty decreased 17

Newspapers have thustrated the problems o
chitdren Tiving in arban arcas of concentrated
poverty - Chicago, Detronsand other cities.
The article titdes alone tella storv. The Wall
street Jorrngl published “Dav to Day Violenee
Tohes oCTerrible Tolb on nner-city Youth, 7!
andd The New York Tones published “What It's
Like 1o Bein Hlefp 78

Wilson huis attribated mach of mner iy
pathology 1o major Changes m the sodio
ceonontic composition of these areas s

N

hook The Truly Disadvantaged: the iner City.
the Underclass, aned Public Policy he notes:

In the 1940s, and 19508, and even into the
1900s, these neighborhoods featured a
verticl integrition of different income groups
as lower-. working-, and middle-cliss
professiomd black umilies all resided more or
less in the siune ghetto neighborhoods. ...
the movement of middle-class black
protessionals from the inner city, followed in
increasing numbers by working-class blacks,
has left behind o much higher coneentration
of the most disadvintaged segments of the
black urxn population. . . . the exodus of
middle- and working-cliss tamilies from many
ghetto neighborhoods removes an important
“socil butter” that could deflect the full
impact Hf the Kind of prolonged and
increasing joblessness that pligued inner-city
neighborhoods in the 1970s and carly 1980s,
joblessness ercated by uneven cconomic
growth and periodic recessions, 180

Crime, unemploviment, dropping out of school,
and weenage pregnaney are higher in inner-city
arcas than elsewhere, as are the rates of adverse
health conditions noted carlier, such as infant
mortality and accidents,

Data trom the New York City hospitalizition
studdy showed that neighborhoods in which over
10 percent of the population lived below the
poverty level such s the South Brons, had the
highest rtes of hospitalization of intants and
children. Morcover, hospitaliznion otten
ocenrred for reasons that could huave been
prevented had ambulatory services been
avdilable or used For example. among infants,
ottis mediat asthn, and injuries and poisotmings
MW OTe IOFe pres Jdent among those Trom poorer
drests. Among hildren - 1asthniand
brondhitis, pneumonit and plenrsy. ontis medua

L3

Notnarad v caten tea thapheram oo

b

v ..*ema&L'i;

H
.

i
nﬁki- NI »..;.:.;"».m&;» Sl isf.-l..,n

B



Faby Y

and upper respiratory infections, poisonings,
arm and leg fractures, and cellulitis all had over
three times the discharge rate in the poorest as
compared with the richest arcas, 188

Native American Children. The health of
Native American children has improved over
the kst decade, but significant problems
renxtin. The tederal government discharges
some of its responsibilities to this population
through the Indian Health Service, which
provides inpatient and ambukutory care services
at no charge to over 1.1 million eligible
American Indians and Akaska Natives in 33
states, Over 30 urban projects are funded. but
most Indian Health Service facilities are on or
nuar resenvations. Native Americans, qis
American citizens, are also eligible for other
federal and state health services, 182

i
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Poverty is high among American Indians and
Alaska Natives: in 1980, 28.2 pereent lived
below the poverty level, compared with 12,4
pereent overall in the United States. Median
tamily income and the proportions of high
school graduates and adults in the labor foree
were all lower than overall ULS. rates, 183

A 1984 analysis of low birthweight among Amer-
ican Indians and Alaska Natives showed that
their rawes were half those of blacks and were
similar to those of whites, despite Native Amer-
icans’ fow educational attiinment, high incidence
of preterm births, high rates of extranarital births
and teenage motherhood, and quantitatively
inadequite prenatal care. 181 During the 1984
1980 period. -2 percent of Native American
waien initiated prenatal care after the first
trimester. This is o higher proportion than that of
white, black. Hispanic, or Asiun women, 185

The bealth of Native
American children
has improved over
the last decade. but
Neative American
postneonalal
moviality rates from
SIDS, puenmonia
and influenza,
seplticemia. and
meningilis were
higher in 1985

than the overall
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The intant mortality rate for Indians and Alaska
Nitives was 9.7 pereent in 19841980, lower
thuan the overadl TLS, rate in 1985, The two
leading causes of infant mortality were SIDS, tor
which the Native American rate exceeded the
LS, mte, and congenital anonlies, for which
the Native American rte was less than the ULS,
average. While the neonatal mortality rate was
also less than the overall ULS, rate, the
postneonatal rate was 1.4 times the TS, rute,
Postneonatal deiaths from SIDS, pneumonia and
influenzi, septicemia, and meningitis were
higher than the overall ULS. rae, 180

3ne study questioned the coding of SHDS
deaths, noting that some of the deaths might be
due to respirtory faitlure and unexplained
sultocition. The rescirchers ilso suggested thiat
high levels of poverty and adverse home
conditons resulted in postneonatal deaths from
respintory illnesses tincluding pneumonian),
intestinal infections Gincluding gastroenteritis),
injuries, and poisonings. Fetal alcohol syndrome
and child abuse and neglect iy have also
contributed to postneonatal mortality. The
rescarchers concluded that

the roots of postneonatal death among,
Indians appaar to lie partiably in the social
and ceonomic aspeds of Indian living,
which extend to impede the provision of
adequiane natrition, housing, and general
developmental necessities. Furthermore,
these unfavorable conditions not only have
negative implications for health but also
impede the proper use ol hatlth services,
which offer prevention axd treatment that
could lessen the incidence of death among
2n dav to | vear old Indan Cildeen 157

Nl Cotos t

Native American children have dental caries
rates that are higher than those in the general
population, ! and the rtes of haby bottle
tooth decay among children enrolled in Head
Start programs are higher for Native Americans
than for others. ¥ Death rates from motor
vehicle and other accidents have been higher
among Indians and Alaska Natives under five
yaars of age than for other, comparable children
in the United States. Alcoholism mortality rites
per 100,000 women in their reproductive vears
were appreciiably higher than those for all
American women, 190

Otber Special Groups. This review of children
at elevated haalth risk because of residential

or other speciil statuses could casily be
expanded. Another group for whom the federal
government las responsibility, bhut whose
health ciare needs are not always properly
served, are pregnant women and mothers in the
armed services and the dependents of military
personnel. Despite the availability of free health
care, military families in the lower ranks of the
services frequently are poor or live close to the
poverty line.

Pregnant women in prisons. and the young
Children of incarcerated parents, are usually poor
and at risk for health problems. Undocumented
dlicns, includhing pregnant women and young
children, may be subject to deportation and thus
are reluctant to seck health care, Even legal
immigrnts face major health problems beciuse
of aLack of accessible services, limited English
proficiency. unfamiliarity with the 1S health
system, and caltaral norms that may muahee it
Biticudt Tor thens to use the health services that
areavailable.
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Chapter Five:
The Impact of Poverty on Health

What are the mechianisms by which poverty
affects health status? Why do poor children
have more, and more severe, health problems
than nonpoor children?

Lack of money or insurance for high quality,
personal health services is i traditional answer,
and this is certainly o contributing factor. But
poor families have other characteristicos that
impact negatively on their children's health.
These include sociodemographic and socictl
factors tuit influence health direetly or
indirectly. Poor families also may have
insufficient funds to purchase the goods and
services essential for health, including adequate
housing and foodd.

Time constriints and other stresses nuiy lead to
feelings of hopelessness sind helplessness, and
wtilization of services may be affected by both
financial barriers and problems in provider

Figure 14: Mechanisms by which poverty affects health

availability. Health status may also e
influenced by inappropriate health service
packages, unhealthy life-styles, and limited
practice of health-promoting activities, An
examination of these fuctors is essential o
developing effective recommendiations for
improving the health status of poor children.
tSee Figure 14.)

sSociodemographic Factors
Associated with Poverty

Having a low income relative 1 anily size is
associted with several sociode mogrphic factors
that may lead to poor health, independent of the
receipt of personal health services, These include
having less than a high school educition,
extranurital childbeiring. single parenthood., and
teenage motherhood. These demographic factors
nmuty be st cause of poverty. ora result of its
stresses. or hoth, All often serve s proxies for
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poverty. Moreover, these factors are so closely
associated that it is unlikely that they act
independently or, even if they do, that their
independent effect is measurable,

Education. Formal parental education has a
positive influence on child health, Mothers with
fewer thun 12 years of education are less likely
than better-educated parents to take action to
prevent injuries or poisonings, to receive
adequate prenatal care, or to seek appropriate
care for their children,

school-basaed health education may be the
reason for this difference. Some clisses provide
infornation about the importance of healthy
behaviors, the signs and symptoms of illness,
the need for medical care, and ways to use the
health care svstem. Evaluations of maodel school
health educition programs have shown that
they can be etfective, ™ but the quality of
routine school health education is generally so
poor that such instruction may not contribute
substantially to health status, A second. stronger
possibility is that more years of formal
cducation aftects health status in less-tangible
wiys: that is, by providing broader perspedtives
on life's problems, encouraging rational
thinking and respect for scientific findings., or
riising sclf-esteem. Alternately, the association
Detween education and health simply may be
due o education’s relationship with higher
ceonomic status and other factors that enhancee
health status, In Canada, however, where the
universil, mattonal health insurance program
serves o lessen other sociocconomic barriers,
amother’s level of education still influences
her use of abulatory medical care 194

Marital Status. Children concein ed outside
marrige e more likely to be low birthweight,
possibly because of the absence of social
supports for the mother during pregnaney.

such children are also very likely to live for
extended periods of time with single parents.

Single-parent Housebolds. Children in homes
without two biological parents score Jower on
matny health indicators than those living with
both parents. probably because of the loyer
family incomes of the former and the Lack of
socidl support from the absent parent.

Teenage Motberbood. Becoming a mother
betore the age of 18 has only a small
independent effect on the outcome of
pregnincey, but it is closely related to taitlure to
graduate from high school, to extramarital
births, and to being a single parent.

Extramarital births, single parenthood, and
teenage motherhood are highly correlated.
Morcover, all of these factors are likely to leave
the mother with an inadeguate system of social
supports, leading to adverse consequencees for
the child's health.

socictal Forcees

\Virious forms of discrimination
disproportiomately atfect poor families.
Prejudicial attitudes based on race, ethnicity,
goender. or even poverty nake it ditficult for
parents to secure an sidequate education,

find emiployment. obtiin housing. and.
sometimes, receive mediaal care for themselves
and their children.

Inability to Purchase Goods and Services
Essential for Health

Poverty may make it impossible 1o purchase
some ol the commodities that are conducive to
good health. Thio asacdirectads erse impuacat
on hesthth status and also anindired one,
through increased stress.

)y
£y

Npecon oo b Clainlrer e Poaetty



Poor families bave difficulty purchasing
the commodities and services conducive to good bealth:
-safe bousing, nutritious food, drugs, medical equipment,
safety devices, and transportation.

Housing. Many arcas have too little adequate
housing at prices that people on welbare or the
working poor can afford. As discussed in
Chapter Four, certain health problems are
assoctated with homelessness: but homes that
are “inadequate” can also affect health., Low-

income families may find affordable shelter only

in neighborhoods with physically hazirdous
surroundings, with elevated lead levels in the
buildings or in the soil, or with excessive rates
of violence. High rents nuiy foree families to
share facilities or 1o squeeze into facilities that
are too small. Overcrowding can create high
levels of stress and can facilitate transmission of
discase. Insufficient housing stock may result in
placing poor familics in welfare hotels and
motels often without cooking facilities and with
high rates of deviant behavior,

Food. I'ood may also be in short supply for
poor families. Not only do they face the
problem of having too little money 1o purchase
food, but transportation difficulties may foree
poor families to shop in small neighborhood
food stores that charge more than the
supermarkets found in more aftfluent arcas.,

Transportation. 1.ow income can limit
transportation options. Automobiles are
expensive to buy and to maintiin. Many poor
familios rely on seldom adequate and often
expensive public transportation, which nukes
shopping for various services and obtaining
mudical care ditficult.

Drugs, Medical Equipment, and Sqfety
Devices. Poor Familics may scrimp on prescribwed
medicitions and not have funds for equipnient
that would nike sick or hindicapped intants
and children more comtortable, such as
humidificrs or wheelchains, Safety devices such
as smoke detectors or stainvay giiards recenve
low priovity when money is scaree.

Ve vt Wo i

Time Constraints

Poor Families have little time for such health-
promoting behaviors as exercise or recreation,
Poor parents may work for one or more
cmployers who do not allow them flexible
hours. A busy schedule further limis their
aceess o medical care, Even when an adult in a
poor family does not work, competing demuncds
vie for that adult's time, since the family cannot
purchase child care, transportation,
housckeeping assistance, or other services.
Rescearch has shown that the Lirger the imily,
the less medical care cach child receives,
perhaps because of the time factor. 193 For many
poor familics, the problems of traveling to
work. finding tood. and caring for other
children or adults nay take precedence over
seeking personal nealth services—exeept

in emergendics.,

Stress and Depression

Clinicians and rescarchers have noted that
stresstul life events, including those associated
with poverty and chronic illness, are critical
factors in the ctiology of depression. Low -
income mothers with young children may be the
group most likely to becomie depressed. 14 They
feel that they cannot help themselves or be
helped by others, Their seltf-esteem is often low,
and they are less likely o meet thes hildren's
demands for atention and communication,

Inability 10 Sceure Appropriate
Peesonal Health Services

Although poor Lamilies are often siid to use
personil health services inadequately or
incppropriately, analyses suggest that thes are
tnable to secure approprisite personal heddih
services beciuse of tinancial barriers and
provider-related Factors €8ee also Chapter Siv
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Many low-income families bave no private bealth insurance,
‘and not all employers cover employees’ children. Rural and
inner-ci y youth run tbe bighest risk of no coverage

Financial Barriers. Nonpoor families pay for
their personal health services through private
insurince or ot of pocket. Most poor families,

however. do not have the income to pay directly

for any services other than the least expensive.
And they usually do not have private insurance.
According to the National Health Interview
survey, two-thirds of poor children under six
had some type of health insurance in 1980,
with fewer than half covered by Medicaid 199
(See Table 30

In some poor tamilies a working member's
employer provides privite insurance to cover

the worker and other family members. But many

estublishments that employ the poor do not
ofter health insurance for families or even tor
cmployees. Nor do they offer the opportunity to
purchase it at group rates.

The proportion of families covered by privae
health insurance is decreasing, particularly
among the poor, and even those with private
insurance nay have policies that do not cover
dependents or that involve cost-sharing. such as
through copavments or deductibles, which have
anegative effect on utilization. Ine reasingly.
cmployers are requiring that emyg.es pay part
or all of the cost of family and indiv coual heath
insuranee preteitms, e

The working poor without privite insurinee
and the nonw orking poor rely on Maedicaid it
they e eligible. Medicaid has reduced Tinancial
barricrs to medical care and has the potential to
do even more. Unfortunately, Medicaid
cligibility has traditionally been tied 1o AFDC
cligibility, which varies widely among the states
In an attenpt to nuthe more children and
pregnant women cligible tor Medicaid henetus,
the lederal government on e step-byestep hasis
through the 19808 prndated that sttes cover
AN INCreasmg proporion of tie non AFDC poor.

As of 1990 all states must provide Medicaid
coverage to pregnint women and to children
up to age six whose incomes fall under 133
pereent of poverty. The federal government has
also provided states with the option to cover
additional groups. As of July 1990, 17 states had
taken the option to raise Medicaid coverage for
infunts and pregnant women to 185 pereent of
poverty. 197 Many poor families remiin
uncovered, however, because states have not
used this and other options,

Difficulties in determining eligibility and other
Pureaucratic obstacles further reduce the
number of poor families who can pay for health
services through Medicaid 198 A recent survey by
COSSMHO), the National Coalition of Hispanic
Health and Humin Services Organizations,
revealed that a third of the Medicaid application
sites studied had no special services to help
their staft work with Spanish-speaking clients, 1%

Poor tamilies without private insurance or
Medicaid must seek personal health services
from public or nonprofit community-hasced
providers such as health department clinies,
community or migrant health cemers, or hospital
outpatient departments that are willing to issist
them on asliding-fee basis or without clharge.
Given the difficulty of finding private physicians
willing to aceept Medicaid. many Medicaid-
cligible families also use such facilities. Son
privately insured Limilies prefer these
neighborhood-based facilities because they are
close to where the Bimilies live or work, or
hecause they provide a wide range ol social
services, Fse of these providers should not have
anadverse impact on children's health status or
on their wtilization of personal hestlth services. In
Lact, as discussed later in this chapter, the
services oflered i these tacilities are frequently
more appropriate o poor children’s necds than
are those in private piwvsicians” ofhces,
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Table 3: Percentage distribution of children under six coversd by heaith Insurance, 1886

Category

All children
Boys
Girls

Income level

Poor, 1986

100%-200% of poverty line
200% + of poverty line

Race
White
Black
Hispanic
Other

Family composition
Married couple
One or both parents absent

Region
Northeast
Midwest
South
West

Location
Central ity
Suburhan
Rural

S

teafe)

Any type Private heaith Medicaid Other No coverage

coverage (%) Insurance (%) (%) (%)
838 68.8 129 30 16.2
831 67.6 134 29 169
84.5 69.9 124 32 155
66.5 185 46.0 46 335
I{A 66.9 79 43 229
946 91.3 15 22 54
875 775 18 28 125
786 446 329 39 214
70.0 50.5 17.7 26 300
812 61.9 135 42 18.8
852 776 5.2 27 148
78.3 336 433 46 217
923 781 139 11 77
891 705 170 29 109
758 629 105 28 242
839 684 115 57 161
823 604 201 31 17.7
870 769 77 28 130
792 630 139 35 208

IR A R R R A A R R FAWIE LT LU v 3 PO RIS TP L1
P g g 0 e P peeated e it Ot Begtt Py Govtenen by P g NY

{

O




Problems in Provider Availability. Access
problems, another limiting factor, may be due
toa lack of providers in a geographic area,
providers” unwillingness to aceept certain
patients, especially those with limited funds or
on Medicaid, or cultural factors that make some
providers unaceeptable. The absence of an
aceepting or aceeptable provider may make it
difficult or impossible for women to reccive
family planning services or prenatal care, or
to ebtain a legal abortion; or for infants and
children to receive the primary and specialized
care they need.

Many private providers have moved away
irom inner-city areas, which have high
concentrations of poor fumilies, to the suburbs.,
Unless poor families have cars or have friends
or relatives willing to drive them, even
providers that ofter free services or aceept
Medicaid may not be available, Rural families
often must ravel long distinces to obtain

. T . )
prinuary or specialized services. =™

Access ditficulties fuced by rural tamilies.,
especially those whoare poor, include
declining numbers of obstetticians and Fanily
practitioners practicing obstetrics; closing of
entire hospitals or of obstetric units: reductions
in the National Health Senvice Corps:
imtdequante state-supported maternal and

child health services: and inadequate numbers
of and insufficient tunding o community and
migrant health centers. =t

Physicians in private practice often do not
aceept Maedicand patients tor avaricety of
reasons < The reimbursement level is probably
the most important Lactor: i is almost alwas s
less than the provider receves from patients
who pay out of pocket or who have privaee
insurance. Many physicians also report thar they
are reluctant toaceept Medicaid patients

Pediatricians in private practice are accepting
 Jewer and fewer Medicaid patients,

and public facilities are insufficient o

to mzet the bealth care needs of poor young children.

because of complex billing procedures and the
fong wiit for puyment. The possibility of bueing
sued for malpractice appears to be funher
reducing the pool of physicians willing to
aceept Medicaid-cligible pregnant women.
(See Figure 150

Provider availability problems are not limited to
the private sector. The carly 1980s saw the
closing of some community health centers,
migrant health centers, and health department
clinics: the curtailment of services in many such
facilities; and the accumukution of waiting lists
in others. Financial constraints have had
devastating impact on model health department
programs, and cuthacks in the National Health
Service Corps have reduced provider availability
as welk2® Fortunately, somie of these trends
have been reversed, and the federal
government and a number of states and
counties are increising funds availuble for
public and nonprofit outpatient facilities.

Inpatient services remin i problem in
geographic arcas where Maediciid cutbacks
and the “dumping” of patients from private
and voluntary hospitals have attected public
hospitals adversely. The purchase ol public
and nonprofit hospitals by for-profit chains
has also reduced possible sources of care
for the poor, 2

A TR0 survey of Title V—the Maternal and
Child Healthe Services Black Grant program of
the Social security Act—tound that nany of the
programs were mecting only csnidl portion ot
the necds in their states, Pregnant women often
could seeh care only from designated programs
orif they were at high risk The agendies
reported denials of adnission o women not vt
in “active” libor. Programs tor children were
generally not comprehensive, b were linmed
towell-child ¢ ape s



The costs of liability insurance concern health
departments and community health centers as
much as private providers, These facilities repont
that Medicaid reimbursements have not risen
cnough to cover additional insurance costs, and
the shortfall has had detrimental effects on the
number and range of services provided.

Inappropriate Health Service Packages

Even when a poor family can find a provider,
the services available may not be appropriate to
its needs. The types of social problems
associated with and possibly causing health
problems in poor children require i range of
services and personnel most private providers
do not offer, These include transportation, child
care. transhators, nutritionists, welfire specialists,

and caseworkers. Although practitioners in many

communitics can refer patients for services they
do not provide, poor familics may find it
difficult to make appointments and wavel from
one place to another.

In some areas, community health centers, health
departments, and hospital ambulatory care units
provide the necessary range of services, but
these facilities operate under continual financial
pressure. Costs are higher than reimbursements,
and approprizations do not make up for inflation
or tor rising patient loads. As i result, physical
surroundings deteriorate. waiting lists develop.
and the “nonessential” services needed by poor
families may be eliminated. Often the result is
health care that is not commensurate with the
scope of the problems that poor families bring
to the facility.

Figure 15: Medicaid participation rates of pediatricians, 1978, 1883, and 1889
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Alternately, because of financial or time
constraints, the absence of prinury care
facilities, or inadequate knowledge of the
health system, poor fumilies may seck care in
settings that are not designed to provide the
broad-based services needed. For example,
poor parents often take their children to
hospital emergency rooms for nonemergency
problems. Similarly, while Medicaid “mills”
may be conveniently located in low-income
neighborhoods and may encourage visits from
Medicaid-cligible families, their physicians tend
to devote litde time to individual patients. They
also have been reported to overpreseribe, 2%

Unhealthy Life-styles and Limited Practice
of Health-promoting Activities

Poor families often have life-styles not
conducive te the health of infants and young
children. They engage in fewer health-
promaoting activities than do more affluent
families. Poor women are fess likely to use
contraceptives: smoking and drug addiction
appeitr to be more prevalent among the poor:
and dicts are less nutritious. Poor families use
scit belts less frequently than others, and they
are Tess likely to install smoke detectors.
Possible causes include inandequate knowledge
of the importance of preventive behaviors.
insutficient funds, preoceupation with
immediate survival issues, and feclings of

pow crlessness and lack of contol,

Nl Ugnle i

Motivation

Poor families are often accused of being
unmotivated to seck personal health services,
although the problem may be lack of
information, fear, absence of available or
acceptable services, or an array of different
priorities and perspectives regarding the use of
time and money. There is little evidence that
poor familics intentionally do not seek care.
When insurance status and other financial
factors are controlled and services are
accessible, differences between poor and
nonpoor families’ wtilization of health services
almost completely disappear.2”

Education about the need for health services,
especially preventive measures, is not equally
distributed :cross populations. People with
more years of fornial education and higher
incomes are better informed than those with
tean, The need for prenati care, or periodic
child health examinations, independent of
immunizations, is not recognized by many
families, Health education clearly is needed
through media channels that have the eye. the
car. and the respect of poor families,

Unpleasant experiences with the health care
syatem also influence motivation. Women who
have endured unnecessary pain or who have
heen treated discourteously may be reluctant to
return to the health svstem availabie to them or
to expose their children to it

58
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Chapter Six:

The Persona

i

Health Care Patterns

of Familigs in Poverty

.0

The health problems experieneed by poor
children are to o large extent i consequence
of their families” poverty and related factors.
Nevertheless, personal health cane can play an
important role in preventing and ancliorsting
niny of their health problems, Personal health
care as defined in this chapier incle des both
services that clinicians provide o individuals
and the health-promoting activities of
individuals, These are in contrast 10
communitywide public health measurss,

such as fluoridation of the warer supply.

For fumilies to receive the benetits of nersonal
health servives, the services must be sinailable.
be used appropriately, include components
suitable to the needs of individuals and families.
and be of high quality. Rescarch suggests that
these eriteriaare not slways met for the poor.

Poor women use family plinning and
pregnancy-relired services difierentiv from
nenpoor women, and poor families use
medical, .ental, and other health serviee s for
their infants and children in wavs tha ditier
from those of nonpoor funilies. These poaderns
of usage. descaped in this chapter, ofen do
N meet recommendoed standards L are or
maconal objectives, and they may net e s
con tucive te good health as the paterns of
more sitfluent Limihes. Poor tamilies also tse
dilferent sources of care. These poor-i MPOOT
differences in patterns of care muay be the vl
of problems with tinancing and the avag® ualing
of services, limited knowledge of the necd tor
ware, Lok of informaton on the sources of
suieble Gre, or confics waith other fends
on their e,

Family Planning Scrvices

Eovcnted children aee at higher nsk
vanety ol conditions than are Chilldren o ho

were wanted at the time of coneeption or birth,
Planncd births are more likely to reflect healthy
interconeeptional intervals, and women are
more likely to seek carly prenatal care for
wanted and planned pregrancies. 298 Wanted
and planncad children are also at lower risk for
abuse and neglect.2® Fanuly planning ser ices
are thus essential to assuring a healthy start in
lite for poor children, particularly among
families who do not have the economic or
emotional resources o amage an unwanted or
unplanned birth,

Standards and Objectives for Family
Planning Services. The I'ublic Health
Service's 1990 publication Healthy: Peaple
200060 ~ational Health Promotion and Discase
Pierention Objectives outlines several objec-
tives concerning responsible sexual behavior.,
These include reducing pregnancies among
teenagers through delay of initiation of sexual
activiny, abstinence, and contraceptive use, 21

Unplanned Pregnancies and Bivths. 1'he 1958
Natiomal Survey of Finily Growth (NSFG
revestien that 399 per et of the births 1 the
= vvears prior o the survey were uninteaced.
The progortion of births that were unintendeed.,
including those boghy unwaied and mistimed.
declined as income rose, Tor those famitics
living below the tederal poverty ine, the
proportion of unintencded birthis wis 38.0
pereent: tor those living ar 100- 199 percent o
poveny it was 127 percent: for those with
meonies cginl to orover 20 porcent ol poverty
the treportion was 318 perceat W ithin dae

oW esbincome group, 2 s percent of the births
were defined s enw anted ahat is. no childien
ot no more children woe wanted at any G e,
and 338 percent were detined as misermed gl
s they occurred - wier than desiied) \Woelan the
Faghestineome groupy simila proporons s cre

S pettentand 288 porcent sespedin ey -1
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Family planning services are essential
1o assuring a bealtby start in life for poor children.
Unwanted children are at bigher risk for many problems.

Contraceptive Use. The 1988 NSFG also
showed that contreeptive use rose with income,
Among women at risk of unintended pregnancy,
14,7 percent of those living below: 200 pereent of
POVCRY Were using no contraceptive method,
vompared with 7.7 percent of those living above
thut level. Female sterilization was more
common among those living below 200 pereent
of poverty. Reversible contriceptive methe ws and
matle sterilization were more common in the
higher-income group. 212

Family Planning Vis.ts. The 1988 NSFG
found that the proportion of women whao had
had one or more amily planning visits in the
12 months prior 1o the interview wits not
significantly different between women with
incomes below 150 pereeni of poverty

(30.2 percent) and those with incomes above
that level €3 1.0 pereent), 213

Source of Family Planning Care. The 1988
NSEG revealed that the proportion of women
asing a clinic rather thanaprivate practitioner
for their most recent Bamily planning visit wis
higher for those with incomes helow 150
percent of poverty €60.2 percent) than for
those with mcomes ibove (2701 percent),
Teemgers were more likely to use clinies than
were older women, =1

Problems with Family Planning Provider
Avadlability. sudics of tamily planning
services indicate problems with provider
av.tilability. A 1983 studdy estinited that #17.000
women with tamily incomes below 150 percent
of poverty who were at risk of an unintended
pregnaney Ined in counties that had no Buiily
planning dlinics. There were no dlines in 8
percent of metropolitan counties ewith 117,000
low -income women e rish ) and 29 pereent of
nonmictropolitan counties G ith 300,000 such
women) 28 1983 Alan Guttmacher Instinae

{n)

(AGD survey of private physicians providing
reproductive health care services found that
only 560 pereent of those physiciins who
offered contraception accepted Medicaid, and
only 17 pereent reduced their fees for low-
income women. 210

Barriers to care were the subject of a 1980
survey covering sexually active women aged
18-19 and those aged 20-35 with family
incomes lower than 200 pereent of poverty
living in four urban communities in the
Northeast, Midwest and West. Negative attitudes
toward contraceptives were important
determinants of contraceptive nonuse: but
among women who had decided o use
method. their perceptions of cost, convenience.
and quality-of-care factors often prevented them
from seeking the provider of choice.2

Pregnancy-related Services

‘The health of children during the first five years
of life is probably affected more by their health
status at birth than by any other single factor.
The high rates of infant and child death and
disability due to congenital defects, kibor and
delivery problems. preterm birth, and
intrauterine growth retardation demonstrate the
importance of maternal health before and
during pregnancy. A wide range of services is
essential for the mother and the developing
fetus: preconception cire, care during
pregnancy. kibor and delivery in a facility
appropriate to the mother's and infant’s risk
sttus, and postpartum care.

Measurement and Indexes of Prenatal
Care. Prenatal care must be adeguante in
amount. content. and quality in order to have a
naaxinmum eftect. Most research, however.
focuses exclusively on whether women receive
adequate amounts of prenatal care, measured
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by the month in which care began, the number
of visits made during pregnarncy, or an index
combining these fuctors. Since a preterm birth
reduces the number of visits a wonun can
mitke—and reduces them substantially, because
she is no longer pregnant during what would
be the Eater stages of the pregnancy, when
visits should be most frequent—Kessner devel-
oped ian index of prenatal care “adequacy™ that
used the trimester in which care began and the
number of visits, adjusted for gestational age at
delivery. 218

The Kessner Index is an improvement over
month of initiastion or number of visits only, but
problems in measurement remain beciause of
omissions and inaccuracies on birth certificates
and the inability of the index to compensate for
the additional visits needed by women at
biological or social risk.

Standards and Objectives of Prenatal Care.
Several guidelines suggest the health services
needed by women before, during. and afier
pregnancy, and during Libor and delivery.
Steandareds for Obstetric-Gynecologic Services,
published by the American College of
Obstetricians and Gynecologists (ACOG), 219
and Gueidelines for Pevinatal Care. published
by the American Academy of Pediatrics (AAP)
nd ACOG.22 are the generally aceepted
American guidelines, and most other sets of
standards reter to them. The Public Health
Service's Expert Panel on the Content ol
Prenatal Gre publishe dits report in

198O— Caring for Our Future: 1he Content of
Prencial Care—which provided a new
perspective on prematal care standards.22t The
Fxpert Panel’s objectives are broader than
those of ACOG or AAP. and they place more
cmpliasis on preconceeption and tirst-trimester
aare and on the psychosocial aspects of care.

Vere anined Wil
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All guidelines urge that prenatal care begin in
the first trimester of pregnancy. Inaddition,
ACOG recommends o prenatal visit every four
weeks for the first 28 weeks of pregnancy,
cvery 2-3 weeks until 30 weceks ol gestation,
and weekly visits thereafter. For the woman
who delivers between the 38th and 40th weeks,
this means 10 or more visits. 222 The Expen
Pancl recommends fewer visits during
pregnancy, particularly for women not
experiencing a lirst pregnancey, and a slighly
different schedule of visits, 223

All the sources listed have established their visit
standlards prinxirily for women whoare at no
apparent risk. Women e biological or social
risk, including many poor women, require
more extensive services than those described in
these guidelines,

Healthy People 2000 describes several objectives
in the aresn of prenatal care, The first is 1o
increise 1o at east Y0 pereent the proportion

ol all pregnant women who reecive prematal
aare in the first trimester of pregmancy. 224
(Unfortunately, the 1.oportion of mothers
receiving First-trimester care renutined stable at
70 pereent from 1979 through 1988, except in
1984, when it reached =7 pereent. Similarly, the
proportion of mothers initiating care in the third
rmester or receiving no care at all has reniained
At O percent since 19832251 Other objectives
nclude educating pregnant women sihout
nutrition, substince sibuse, and other beliors:
screening tor fetalabnormaliies: and delivery in
facilities appropriate o level of risk.220

Prenatal Care Utllization, | iendency of
peor women to underatilize pregnaney relaed
services nuy have adverse consequiences tor
their Children, Analyses of 1980 vital stttistic s,
the 1980 National Natality Surves . and the 1082

‘ BEST COPY AVAILABLE
76




e

NSEG indicited that pregnant women with little
cducation, who were unmarried. who were
under 20, and who were living below the
federal poverty level were more likely to
initiate prenatal care in the third trimester or

to reccive no care, 227

Another analysis of the 1982 NSFG found that
among women who had alive birth between
1979 and 1982, 50.1 percent of those living
under 150 pereent of poverty had initiated
prenatal care betore the third month of
pregancy. compared with 7.7 percent of
those living above that level. Only 15,9 pereent
of women who received Medicaid, compared
with 9.2 percent of those who did not, started
care that carly =28

In 19RO-1987. the General Accounting Office
(GAO) imernviewed Mediaid recipients and
uninsured women who had delivered recently

in 32 sclected communities representing i mix
of large metropolitan, mediumesize urban,
and rural areas. Of this sample, 03 percent of
the women hid obtained insufficient prenatal
care. i combination of the inadequate and
intermediate categories in the Kessner Index
texplained on page 61). Those receiving
insufticient care were likely to be uninsured,
live in the largest urban areas, be teenagers
or over 35, be Hispanic or black., and have
an cighth-grade education or less, The results
of the interview study were supplemented
by w il survey of providers who cared for
privately insured women. Among women
without medical complications, 81 percent

of the privately insured, 30 percent of
Medicaid recipients, and 32 pereent of the
uninsured had received adequate care, Most
Medicuid and uninsured women had started
prenatil care too Late or had not made the
recommended number of visits.

A child’s health
status may depend
on a healthy start
in life, Many
preguant women.
particularly those
who are poor.

are nol aware of
the importance of
early and
continued prenatal
care lo a bealthy,
Jull-term bivth.
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Lack of money is frequently the reason wby
low-income women obtain insufficient prenatal care.

L

Not having ¢nough money was the most
frequently cited reason for insufficient care in
the GAO survey. Although money was less of
a problem among Medicaid recipients than
among those with no insurince, some
Medicaid-enrolled women reported being
cither unable to find a clinician who would
cire for them or too poor to pay for visits
despite enrollment. Those who tried 1o enroll
in Medicaid reported that one of two fuctors
kept them from seeking care carlier or imore
often: not meeting eligibility requirements or
the length of time it took to obtain notification
of cligibility. 22V

Among 4 group of low-income, primanly black
women in a Detroit hospital, the amount of
insurance was the best predictor of adequate
prenatid care as measured by a care
initiation/frequency index. Other variables
significantly associated with care were the
wonkin's attitudes toward pregnancy and
toward health professionals, the month the
pregnancy was suspected, and her perception
of the importance of prenatal care, 2%

Poor black and Hispanic women in a New York
City hospital most frequently cited the following
motivational barriers to prenatal care: “time and
energy necded o deal with other problems”
and “feeling of depression and not being up to
going tor prenatal care.” The variables that best
predicted Late or no care, however, were “need
to deal with other problems.” the cost of care,
having no health insurance, being i substance
abuser during pregnancy, and hulding negative
antitudes toward prenatal care. 234

Source of Prenatal Care. The source of
prematal care varies by poverty statas sind related
Lctors. According to the 1982 NSEG, low -income
women seck prenatal care in clinics more than
Ingher-ncome women. Among women who liid
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Even Medicaid-enrolled womer. bave difficulty
Sfinding providers or paying small service charges.

a live birth between 1979 and 1982 and who
were living below 150 percent of poverty.,

57.0 pereent had seen a private physician,

14.7 percent had attended a hospital clinic, and
28.3 percent had gone to another type of clinic
(community health center, health department,
and others) for their first prenatal visit.
Comparable proportions for those with family
incomes above this level were 84.5 pereent for
private physicians, 6.0 percent for hospital
clinics, and 9.5 pereent for other clinics. 232

Prenatal Care Provider Avallability. ’regnant
women report that problems in finding i
provider are significant reasons for their
obtaining quantitatively inadequate or no
prenatal care.233 The Alan Guttmacher Institute's
survey of prenatal care availability revealed major
differences in provider aviilability aimong
countivs, states, and regions, particularly in
relation to those publicly funded or not-for-profit
tacilities likely to serve poor women,

AGH estimated that 5,388 hospital and
nonhospital clinic sites provided clinical prenatal
aare in 1987=1989. Of these, -42.8 percent were
locul health departments or other agency sites
(such as community siction groups, family
plinning clinics, or visiting nurse associiations)
tunded by the Maternal and Child Health Services
Block Grant (MCHSBG) program: 20.4 percent
were community or migrant health centers: and
30.8 percent were hospitals. But only 43.0
percent of the 3,073 counties in the United States
Ihad a local health department or state hestlth
departiment site: only 25.0 percent haed ahospital
dlinic: 2-4.1 percent had a community or migrant
health center clinics and .8 percent had another
MCHSBG-funded site. In contrast, 8.0 percent of
counties were found to have at least one office-
Itsed obstetrician-gynecologist, and 93.1 percent
had at least one general family practitioner. Each
vaar, sthout 215,000 births, or 0 percent of the
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Preconception and prenatal genetic screening
are essential to the birth of bealtby infants.
Only balf of the private pbysicians who offer
genetic screening accept Medicaid patients.

total number of U8, births, oceur in the 799
counties with no identitied clinic provider

120 pureent of counties). Approximitely 110,000
women giving birth, or 3 percent, live in counties
with neither a clinic providing premital care nor
an office-hased obstatrician-gynecologist 234

Refuctance to accept Medicaid patients and the
tear of liability suits have reduced the number
of private-sector providers available to poor.
pregnant women. An ACOG survey revealed
that 63 pereent of obstetricians providing
prenatal care aceepted some Medicaid patients
during 1986, and for approxsimately a third of
these physicians, Mediciid deliveries
represented i ifth or more of their practice.
A 1983 AGT survey found that 50 pereent of
physicians providing reproductive health
services aceepted Mediciid for obstetric care, 2%

235

The Institute of Medicine's 1989 publication
Medical Professional Liahility and the Delivery
of Obstotrical Care stated: ~The frequency and
severity of cliims agiinst obstetricians is
compromising the delivery of abstetrical
services in this country: that effect, in tarm, is
reducing sccess o obstetrical senvives for
certain groups ol women."24” Some physicians
helieve that Medicaid women are more likely
than others to initiate nadpractice saits,
Although . 1988 hospital survey of obstetric
claim frequency did not support this view.

W hile Medicitid women were overrepresented
among the ditigants in the survey . the resuldts did
not reach statistical significance, and the data
were not adjusted tor risk status.= 3

As noted in the previous dhapter. problemsan
provider avadability are particularly acate m
rural arcds. An entire 1989 issuc ol he forornal
of Kraval Health w as devoted o permatal care
rural Americi, wath articles stressing the
problems caused by Lick of provider

availability, the impact of liability issues, and
the closing of rural hospital obstetric units. The
report also desceribed programs that have been
designed 1o amcliorate the problems, 23

Screening and Counseling. Preconception and
prenatal sereeting through ultrisonography,
amniocentesis, maternal alphatctoprotein testing
and other procedures, and genctic counseling
as well, are essential to the birth of healthy
infants, The 1983 AGH survey of private
physiciuns providing reproductive health care
services found that only 50 percent of those
oftering prenatal genetic screening sccepted
Medicaidd. and only 10 percent reduced their
fees for low-income women, 2

Legal Abortion. Although induced abortions
are legal in the United States, in 1990 only 13
states used their funds to provide medically
necessiny tbortions for low-income residents. A
1989 AGT survey reported a continuing decline
in the number of abortion providers: from 2,908
in 1982 10 2,618 in 1985, 1o 2,582 in 198K,
Eighty-three percent of counties id no
abortion provider. and 31 percent of all women
of reproductive age lived in those counties.
Only 8 percent of counties had a Large-scale
abortion fadility . conducting v or more
abortions per vear, and S8 percent of sl woinen
ot reproductive ase ived in those counties.,
services were more avaibable i mctopolitin
counties. Natonallv, 0 percent of all women
obluning abortions in 1983 went out of stadee,
Dut i o states, over 20 percent of women
went out of state, at least sosae becatse of thaon
own S es availihilitn accessiality prables. <4

Fhe reason most often 2iven by women huving
abortions at 1o weckhs eostation or lates
necded time 1o raise money . followed oy
couldn tget abortton at tirst provider contact
aned s problems tras eling to provder ™=




Health Services for All Children

Inits 1981 report Better Health for Our
Children: A Neational Strategy, the Seleat Panel
tor the Promotion of Child Heualth described all
ceonomic data available in the Laite 1970s and
noted, “While national dita show: that differ-
cntials between “poor’and ‘nonpoor” children
in usce ol aumbulatory care have decreased,
they have by no meins been eliminated. 243

Child Health Standards and Objectives.

The standard guide for well-child care is the
American Aciidemy of Pediatrics 1988
Guidelines for Health Supervision.2 44 The
standards established for programs such as the
Early and Periodic Sereening, Diagnosis, and
Treatment (EPSDT) program reflect these
guidelines. Although some child health
professionmals doubt the vitue of freguent visits
for the average well child after immunization
his been completed, all recognize that those
intants and children who are at elevated risk
for health problems becituse of cconomic
sttus or social handicaps do need intensive
care. “Innovative, intensive, multidisciplinary
approaches™ may include care in these Bimilies’
homes by nueses or other trined personnel.2 45

Healthy Peaple 2000 states several child health
objectives. One is 1o inereise 1ot leiast 90
poercent the proportion o infants who receive
Prnkry care services, as recommended by the
LS Preventive Services “Task Foree, Another is
to have all comprehensive health insurance
policies cover immunizations, In addition.

95 percent of infants should receive eflicient
and eflective sereening tests for genetic
chsorders and hundicappimg conditions, =«

Visits to Physicians. ‘The 1950 \National
Medical Gare Utilization and Expenduure Sur ey
ONVMCEESHresvealed that hildren under 18 in

M

Yo condd Waell-

families below 130 percent of poverty were less
likely than children in higher-income families 1o
have visited o physician at all, and the poorer
Children were more likely than nonpoor
children to have had repeated visits, The
average per-child number of visits wis 2.7 for
poor children and 3.3 for nonpoor children.24°
Low-income children who had Medicaid or
private insurance were more likely than the
uninsured to have made one or more visits,
even when their health status wis controlled, 29

The 1981 National Health Interview Sunvey
CNHIS)Y Child Health Supplement found that the
average number of visits per year 1o g physician
varied little by family income until adjusted for
health status, hed days, or limitiation in activities.
For children in fair or poor health, the number
of visits for low-income children was 9.6; for
high-income children, it wais 124, Similarly, for
children with one or more bed diys, the number
of visits for low-income children was 22.0; for
high-income children, it was 29,1, For children
with activity limititions, low-income children
averaged 81 visits, and high-income children
averaged 9.9.212 Ona subset of conditions from
the same data set, physician contiacts per 100
bed days were feswer among low -income than
among moderate- or higi-imcome Eimilies for all
conditions except dermatologic, 250

The 1986 Robert Wood fohinson Foundation
health care secess survey found that 37
percent of children 1= vears old in Tamilics
below the poverty line had not visited o
physician within the List vear. compared with
I7 percent of those tamilies living between 100
and 150 percent of poverty. and 16 percent of
those living aboy e 150 percent. Only 16
percent of the children covered by private
insurincee had not visited 1 physician,
compared with 10 percent of those covered by
Medicaid and 33 pereent of the uninsared 23!
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o Independent of health swatus, insurance,

' gender, and urban ‘rural residence. children
living under 150 percent of poverty were nol

. significantly more likely than children above

. that level to have not visited a physician within

- the past year: but children of color were 3.6

times as likely as whites to have not visited a

\ physiciun. Again controlling for gender. health

status, cethnicity, and residence, among those

children tiving in families below 150 percent

of poverty. the uninsured were 3.4 times as

likely as those with priviite insurance to

have not visited a physician. and children

covered by Medicaid were 2.0 times as likely

as those with private insurance to have not

visited a physician.252

The more recent NHIS child health supplement,
the National Health Interview Survey on Child
Health (NHIS-CHD. found that 87.4 percent of
infants from familics with incomes less than
$10.000 in 1988 had visited a phsician for
routine health care, compared with 97.2 pereent
of infants whose families had incomes of $:10,000
or more, In the 1= age group, the proportions
were T8.9 pereent and 3.8 percent. and in the
57 group. 63.0 pereent and ~0.0 percent. Health
insurance ilso had a positive effect on physician
visits. Having o regudenr source of routine health
cire Woas associited with family income: over 80
percent in the birth to seven age group with
incomes under STO.000, and over 90 percent in
the same age gioup with imcomes over S 0,000,
hadLoegular soarce of RITECAN

In 1957 among Juldren inder five reported o
hean poor health, those Fyng above the
poverty level were twoand o hadt times more
like -« to have seena phiy acan than those living
Below povertyv, Whirle physician contacts vaned
chrectly waith income. hospitad day s vaned
mversely =3 This man huve been beaause poaon
families w.nt longes than nonpoot ones to seck

Uninsured low-income families
will continue to use bhospital emergency rooms
 for primary bealth care services _.
unless insurance or alternative sites are provided.

&
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care and therefore are admitted to the hospital
with more serious problems.,

An analysis of 1982-1986 NHIS data revealed
that children under six living below the poverty
level made significantly fewer physician visits
than their nonpoor peers. The difference was
most pronounced for those under age one. Poor
children aged 1-5 spent significantly more days
in bed, however,255

Source of Medical Care. The 1980 NMCUES
examined the usual source of medical care
among children under six. Urban poor children
were considerably more likely to have no
uswal source of care than were the urbun
nonpoor. Both urban and nonurban poor
children were less likely to have a physician’s
office as their usual source and more likely to
seek care at a hospital clinic. emergency room,

or another site,250

A 1984 study in New York City found that
uninsured “self-pay” families were more likely
than those with Medicaid to take their children
to an emergency room for nonurgent care.
including general medical examinations,
medical and surgical aftercare, and chronic
conditions such as dermatitis and rhinitis. The
author noted. “Concern about inappropriate use
and overutilization of ERs nuay be best
addressed by deating with the problems that
uninsurcd patients have in obtaining access to
health care services, Without adequate
insurince coverige or the provision of
Alternutive sites for ambulatory care, uninsured
hildren will continue to visit the ER for their

primary care needs. "2
NHIS data for 187 indicated that tamilies of
Children under tive living below the poverty

lev el were more kel to contact physicians at
hospitad or another site. while those above the
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poverty level made contact in physiciuns” offices
and by telephone. 258 (See Figure 10,)

According to the 1988 NHIS-CH. among
tamilies with incomes of less than $10,000 and
with a regular source of care, 35.9 percent of
infants, 39.5 percent of children 1-4, and 41.9
percent of those 5-7 used a clinic thospital
outpatient department, emergency room, or
another type of clinic or health center) rather
than u private physician or a health
maintenances organizition: by comparison, the
proportions for those with incomes above
$-40,000 were 4.2, 0.6, und 4.4 percent. 2

Cost-sharing. Cost-sharing can have a negative
cltect on children's health services utilization.
The 1974-1982 multisite Rand Health Insuranee
Experiment found that outpatient and total
expenditures per child, hospitalization rates
tor younger children only), the likelihood of

having at least one office visit por vear. and

the average nuniber of outpatient visits per vear
all deereased as the family 's portion of cost-
sharing increased 2

The main effect of cost-sharing was the
reduction of outpatient care. Cost-sharing
reduced a family's likelihood of seeking
treatment for their children, although it did not
affect the amount of treatment a child received
after an initial visit. When familics sought care,
the care was likely to be given by a primary care
provider other than a pediatrician. Children in
cost-sharing plans received significantly ess
treatment for acute and chronic conditions and
received less well-child vare.20! Cost-sharing was
also negatively associated with immunizations
among children ueder six. but even under the
free plan mary infunts were not immunized
during the appropriate period, and a few
children did not receive well-child care. The

Figure 16: Percentage distribution of medical consuitations for poor and nonpaor

children under five by site, 1987
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Immunization rates among preschool cbildren
are much too low to protect
this vulnerable group of infants and toddlers.

authors were uncertain whether the problem lay
with the providers or the patients, 202

The Group Health Cooperative of Puget Sound,
i health nuintenance organization, found that a
five-dollar copayment for all visits to physicians
and other clinicians decreased the rate of
physical examinations among 1-15-ycar-olds,
but had no effect on immunization rates among,
1=2-vear-olds, and had a nonsignificant effect
on diphtheria -pertussis-tetanus (DPT)
immunizations among five-year-olds, 203

Immunization. Immunization status is another
excellent indicator of a Limily's use of personal
health services for its children, Healthy People
2000 includes among its objectives the
reduction to zero f indigenous dises of certain
vaccine-preventible discases: diphtheria,
tetanus, measles, polio, rubelli, and congenital
rubella, For mumps the goal is o reduction to
S00 cases: for pertussis to fewer than 1,000
citses in children under six. Immunization lesels
sre 1o be inereased so thatat least Y0 percent
of children under ige two have completed the
Pasic immunization series: tor children in
licensed day care tacilities the immunization
level shoukd e 95 percent. Inaddition to these
objectives, il comprehensive health insurance
policies should cover inmunization tor chilag
and adults, 2

The data presented m Chapter Three show how
the number of measles cases mcrcased in both
1989 and 1990, suggesting that immunization
rates, panticulardy inong preschoolers, are
much oo low 1o protect this valnerable
population. Between 1983 and TY8S, overall
rates ol vaccination of dhaldren 1oy remained
~table or dedlined T 19SS, ST pereent of
hddren under two had been vacamated against
measles. 773 percent againest rabedln, TS0
PUICENT agatse DREMps, "7 percent aginst

Nttt

polio, and 85.8 percent against DPT.
Immunization rates for measles, rubella, polio.
and DPT declined tor children 1-4 between
1976 and 1985. (See Figure 17.) Since
immunization is usually required for school
entrance, however, ove. 97 percent Hf new
entrants into kindergarten and first grade were
were found to be immunized in 1988- 1989,205

Although data are often not available by
ceonomic indicitors, there are indications tha
poor children are the least likely to be
immunized. The lowest rates of vaccimations of
children 1—4 in 1983 were in central cities of
metropolitan statisticai arcas; rates were lower
for children of color than for whites, 200

The Johnson Foundation survey found that

Y percent of 1-5-year-olds living below 150
percent of poverty did not have up-to-dite
immunizations, compared with 6 percen of
those living above the poverty line. Only

O pereent with private insurance did not ave
up-to-dite immunizations, compured with

19 percent of the uninsured. Independent of
headth status, insurance. gender. and urban
rural residence, children under 150 percent of
poverty were not significiintly more likely than
children above that level 1o be inadequately
immunized. but children of color were 2.7
ames as BKely as whites. 207

services for Children with Special
Health Care Neods

Anmlvsis of 1981 NHHS data lound tha fow
income chifdren with activitv-limiting Chironie
conditions muade I8 poercent fewer shysician
visits than sinnbar activitv-limited chifdren trom
high-income tamilies, Medicaid coverge
moredsed the average number of visits for those
in Ly or poor health o with activan
hinntation =% A 19781970 study ol Chromcalhy




ill children 3=18 yaars of age in Clevehnd,
which controlled for the severity of illness,
reported that bluck children annually made
about three fewer physician visits por year
than did whites, were 13 percent less likely
to be hospitalized, and used approximately
50 fewer services. Income wits significantly
related to physical therapy use: for ¢ach
S$1.000 increase in family income, a disabled
child made nearly one extra visit for physical
therapy cach vear, Y

Unbealthy Life-styles and Limited Practice
of Health-promoting Activities. Poor fumilics
appear more likely than nonpoor ones to have
unhealthy life-styvles, and they demonstrate less
participation than others in activities that might
improve health and reduce the need for medical
care, Lower-income adults are more likely than
higher-income adults to be 30 pereent or more

above desirable weight, and they are less likely
to consider themselves more active than other
persons of theirage. 2™ Three specific activities
that have negative effects on infunt and child
health—mat ernal smoking, excess alcohol
consumption, and illegal drug use—and their
association with poverty were reviewed in
Chapter Four.

Earlier in this chapter it was noted that the
rates of unintended pregnancies were higher
among the poor, as were the proportions of”
individuals using no contraceptive method,
This is a particukir problem among adolescents,
The 1988 NSFG revealed that 42,2 percent
of sexually active 15=19-year-old women
living below 200 percent of poverty used no
method at first intercourse, compuared with
274 percent of those living at or above

200 pereent of poverty.271

Figure 17: Completed vaccinations of chiliren aged 1-4, 1976 and 1885
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Injury and Poisoning Prevention. 'he 1985
NHIS Health Promotion and Discase Prevention
survey revealed major income differences in the
proportion of families who brought their new
infunt home from the hospital in a car seat and
in the proportion of children under four who
were buckled into a car safety seat or seat belt
all or most of the time. Among houscholds with
a child under nine, high-income families were
four times as likely as low-income ones to
report having ipecac syrup for poison control in
the houschold. Higher-income houscholds more
often had the welephone number of a poison
control center in their arca.<™2 1% proportion
of individuals aged 18 or older who had at least
one working smoke detector at home was
directly related o income, Similar differences
were found by education and employment
status, 273 (See Tavle 1)

Table 4: Safety-related activities of {amilies by incoms, 1985

Visils to Dentists. |lcalthy People 2000 fists
one generial dental service objective: to inerease
to at feast 90 perceent the proportion of children
entering school programs for the first time e.g..
Head Start, prekindergarten, or first grade) who
have received an oral health screening, referral,
and follow-up for necessary diagnostic,
preventive, and treatment services 2

Unfortunately, few poor preschoolers meet
these standards, since dental visits are related to
cceonomic status, The 1980 NHIS showed that
among children 2—1 years of age, 26.9 percent
in families with incomes below $10,000 had
visited a dental office at least once in the past
yaar, compitred with 43.0 percent in families
with incomes of $35,000 and above. (See Figure
18 Among S-11-yuar-olds the pereentiges
were 50,1 and 80,3573

Children under 4 years Children under 8 years
Family income Family brought  Infant Is buckled in ca:  Family has telephone Family keeps
infanthome incar  safety seat or wears number of poison ipecac syrup
seal following seat belt ail or most control center in household
hospital birth (%) of the time (%) available (%) (%)
Less than $10,000 431 vl 6 435 14
$10,000-$19,999 571 782 560 06
$20.000-$34,999 670 864 703 300
$35,000-$49,999 N 882 720 91
$50.000 or more o 018 75 458
\ ' ' | . }' : 5
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Dental visits are related to economiic status. B
- "Negalive attitudes toward dentistry also binder o

improved oral bealth for poor young children.

Yriviate dental insuriance was associated with
dental visits: 37.1 percent of the insured 2—4-
yaar-olds and 81.0 percent of the insured
5~11-yuar-olds had visited a dentist in the past
vaar, compared with 27.9 pereent of the
uninsured 2—t-year-olds and 63.5 pereent of
the uninsured 5-11-year-olds. In the lowest
income group, 69.3 percent of the 2—4-yeur-olds
and 3.4 percent of the S-1 1-year-okds had no
visits in the past year, compared with 53.0

percent and 13.2 pereent in the highest income 3

group. Again, having private dental insurance
increased the likelihood of i visit, especially in
the older group.2™

A recent seven-state study of Medicaid-funded
dental programs drew the following conclusions:

1. All of the programs tail to cover adequately
some hasic dental services, particularly

[ V)

newer technologics, such s sealants,

as well as many basic therapeutic services,
such as periodontal, prosthetic, and
orthodontic services.

some dentists believe that they do not
provide some services equally 1o Medicaid
patients under 18 and to other patients of
the same age.

Many barriers restrict the access of low-
income children to dental services under
state Medicaid programs, These include low
provider paricipation, probably related to
low reimbursement rates, onerots
paperwork, and a poor pereeption of the
program by dentists, Among recipients,
harriers include negative attitudes toward
dentistry, a lack of awareness of the
progriam, and transportation problems.?™

Figure 18; Percentage of children aged 2-4 who had one or more dental visits,

by family income, 1886
Percentage
45

Ei

I

Less than $20.000

e Ak 5SS R BuEer B VBB ifse L eehh Serntes 00 200 et aded Shates 1986

$20 $35.000

Mgty MY

L PTE N NELUT AR T SRR I

More than $35 (00

S



The 1980 NHIS found that the use of

fluoride othpaste, Huoride supplements, and
fluoride rinses among 2—i-vear-olds increased
with income level—exeept among the most
affluent group.=™8

Comparisons with the Nonpoor

Poor women and children currently use fewer
services in relation to their health needs than do
nonpoor individuls, The evidence is strong,
morcover, that both the number of services used
and their location is related to insurance stiatus.
Mediciid and private insurance make it possible
for poor families to use more services, it not
always 1o choose the sites they prefer.

Poor families use different providers than do
nonpoor tamilies, and this has implications for
their health status: @ positive impact when the
providers offer those services particularly
necded by the poor, but a negative impact
when the providers are less qualified, more
rushed, or in other ways unable to provide
essential services,

In addition, poor tamilies appear to participate
less than nonpoor Families in activities that
might promote health or reduce injury. This
situation is probably related to inadequate
information, shortage of time, and lack of funds,

The number and
location of
personal health
services used

by poor women
and young - hildren
are strongly related
to their bhealth
INsSurance status,
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Chapter Seven:
Programs That Have Improved
- the Health of Children in Poverty =

R -

The most effective way 1o improve the health of

poor children may be to improve the tinancial
status of their families. Historians specializing in
health and medical cee repeatedly document
how improvement in a community’s ceonomic
sitwation dramatically reduces mortality and
morbidity. Indeed. even in the Dickens classic
A Christmas Cearol Scrooge saves Tiny Tim from
deatl by increasing the wages of his father, not
by providing the child with medical care.

Chapter Five reviewed the ways poverty
affects child health status and suggested how
improving o faimily’s ceconomic status might
have a favorable impact. Families with more
resources, beciuse of employment, income
transters, or virrious forms of subsidivs, are
better able 1o obtiain adequate housing. more
tand more nutritious) food, and transportiation
to medical care and other necded services.
Improved cconomic circumstances snould also
reduce depression and lower the sense of
hopelessness and powerlessness experienced
by nuny poor families. Addinonal resources
could nitke more time available for seeking
medical care and for engaging in health-
promoting activities,

Economic improvements such as these
undoubtedly attect health status, but they
do not trget health problems specitically .
Policymakers often seck 1o improve health
sttus more directy - -through regulation,
cducation. and the provision or financing
of personal healthy servicess, Prograns with
A divect health tocus fall into two nugor
categones: Ch pubhe health or communi
health programs iod €29 personad health
services, W hile the ine between these two
tpes s not sharp. this distinction will be
follonved in this « hapter

Public Health and Community Health
Programs

Many public health or community heidth serviee
programs have been very successtul, leading 1o
remarkable declines in mortality and disability,
These include programs that focus on:

Injury prevention

Lead poisoning prevention
Nutrition supplement e e
Immunization

Newborn sereening
Fluorickition

Injury Prevention. Injury prevention programs
have definitely improved the health status of
children of all cconomic levels. The Office of
Technology Assessment (OTA) reviewed such
programs Livorably in its 1988 report ZHealthy
Children: esting in the Fatre.

Injury prevention programs cither alter the
covironment in which children live Gind do nen
require active parental or child involvement)
or require wctive parental or child participation
to succeed. OF the two, environmentally bascd
programs reach their objectives most often.

but many effective programs combine both
approaches, Legisltion and regulition can
reduce injuries, as can persuasion nd
cducation.

Infant cdeath rates assocnted with all injurics
declined by 30 percent hetw cen 1980 and 198y
In the 1=+ age group. the dedine was 24
poreent. bedines were particularly impressive
for deaths associated with motor vehiele
Acdidents €37 percent for mbants and 23 percent
tor - tvear olds). drow ning 27 percent and
=8 percent. respectively o and fire €20 percent
Aand 19 percent 2™ 4 recent Sational Saleny
Conmal report indicated that the deatly e
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Injury prevention programs thal include
the enforcemeiit of regulations and public education
are ¢ffective in reducing childbood accidents.

from stecidents dropped 21 pereent in the last
decade: the CGouncil attributed the decline to
more cittious conduct, 28

several measures have contributed to the
decline in injuries and injury-related deaths
resulting from motor vehicle accidents. 288

A miajor one was the 55-mile-un-hour speed
limit, but since that change wias enacted before
1980, it cannot be credited with the most recent
injury declines. Restriints also improve motor
vehicle safety. Tennessee initiated e restraint
legislation for children in 1977, and '+ 985

all states had passed legiskation of vin-ag
degrees of comprehensiveness, Such legislation
is most effective it itapplies to children of all
ages and to all types of vehicles, and if
enforcement is vigorous. Physician counseling
also increases effectiveness, as does the
provision of free car seats.

Improved vehicle and highway design is a third
suceesstul way to decrease the number of motor
vehicle ocenpant injuries and deaths. The
Nattional Traffic and Highway Safety Act of 1980
authorized the federal government to establish
stfety standards for vehicles. Foederal assistance
for railroad crossing improvements sind highway
stfety has also reduced injuries. Laws permitting
right turn on red. however, appear to have led o
increased childhood injuries. <S¢

Decreases in the numbers of burn related deaths

and injuries appear o be the result of greaer use

of smoke detedors rather than the declining
nuniber of house fires. T this instance as well. a
combination of legiskation and pubiic educition
Inis been most elledive, One county’s Liw
requiring smohe detectors Ted oo greate
dechne inthe aumber of burn related deaths
thanin o se:ghboring county without .
equirement. Free smohe detedtors and parental
counseding abso seem 1o e an ipact. Federal

legislation restricting the lamnuability of fabrics,
particularly those used in children’s slecpwear.
has reduced the incidence of injury and death. 283

Federal regulations requiring childproof caps for
certain medications have resulted in major
declines in poisoning deaths, and legishition
calling for warning labels on plastic bags has
probably been effective. Stite or community
legislation requiring fences and childproof gates
around swimming pools has lessened drowning
Gatalities. The Massachusetts return-deposit
hotle Taw has contributed o a decline inthe
incidence of childhood Lceritions because
fewer glass bottles are aceessible to youngsters.

New York City's “Children Can’t Fly™ campaign,
which ordered Eindlords to install window
guards in apartments occupicd by families with
voung children, decrensed the deaths resulting
from falls. A citywide education program about
burns from hot tap witer, which included the
ofter of free thermometers for testing tap water,
resulted in better awstreness of this safety
azard. and increased westing and the Towering
of witer heater thermostins. 25 Perhaps the
satding deaths that oceurred in e New York
wellare hotel could laye been avoided il the
maximum hot-water temperature in the hotel
Boilers had been controlled. Antiscalding
devices can be found m hotels designed tor
wcl-to-do ravelers, but not in the hotels that
house welfare families.

Communitvwide injury: preveniion progrins are
ctfective. One such initiative. the Massachusets
Statewide Childhood Tnjury Prevention Progran,
waas designed to reduce burns, falls in the
home. motor vehicle occupant injuries,
poisonings. and suffocations ameong chibdren
trom birth to age five. A study comparing

intens ention and control commumities show ed
that only the fommer had o signiticant redudction

(
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in motor vehicle occupant injury rates, and

that houscholds exposed to information had
higher safety knowledge and behavior scores
than those not exposed.28S (The Centers for
Discase Control 1987 publication Prevention of
njuries to Children and Youth: A Selected
Bibliography describes further examples of
injury prevention.280)

Safety measures based on environmental
modifications. such as highway design or
installation of window guards, benefit children
regardless of ceconomic status, Studies of ingury,
burn. and poisoning prevention activitics
suggest that measures requiring adult
participation, however, put poor children

at greater risk than nonpoor children.

(See Chapters Five and Six.)

Lead-poisoning Prevention. I sccond
National Health and Nutrition Examination
Survey (NHANES 1D revealed a decline in the
incidence of elevared blood lead levels between

19760 and 1980 Federal legislation, the Clean Air

Act, followed by regukitions promulgated by
the Environmental Protection Agency led to this
decline.28 The actions of other federal agencies
also have reduced lead hazards for voung
children: the Department of Housing and Urban
Development in regard to housing, the
Consumer Product Safety Conmission in regard
o tovs and fumiture, and the Food and Drug
Administration and other agencies in regard 1o
anned goods and ceramics.,

The lead-paint poisoning prevention programs
ol the tederal government and the states and
cities have probably helped =98 These programs
imvohve sereening of chiklren ander sis living in
high-risk arcas, treating those with high lead

lev els, and srempting 1o delead these childdren's
homes. Deleading has proved o be avery
ditficult process. 1 s not done correctly

Vi cand Well-

the process can actually add lead to the air,
dust, and soil .28

Nutritional Supplementation. Th¢
introduction of vitamin D into milk and of
certain B vitamins and iron into grain have
helped reduce the incidence of nutrition-related
health problems among children—without
consumer education or outreach efforts. Food
distribution programs have also had an impact.
For example. the 1985 National Food
Consumption Survey showed a significantly
higher daily intake of iron among children 1-5
yaars when compared with the 1977 survey. 2%
Between NHANES ©and 1 €1970-1975 and
1976-1980), the prevalence of iron deficiency
declined for infants and young children, 29

Federal nutrition programs, especially the
special Supplemental Food Program for
Women, Infants iind Caildren (WIC), bave
improved the health of poor pregnant women.
infants, and chitdren. WIC has undergone
many evaluations, and despite methodological
problems, the weight of the evidence indicates
4 positive impact on pregrancy outcomes and
on child health. The eftect nuay be exclusively
through nutritional supplementition or,

more hkely, through a combination of
supplementation and the other two prograum
components: referrals tor health care and
nutrition educittion. #92

When comparing infants of WIC mothers and
controls with regard 1o mean birthwcight and
mean weeks of gestation, positive differences
are sl even when statistically significant.
However, differences are nore striking in the
proportions of low -birthweight infants and
preterm deliveries. Several analyses suggest
low er morthty rates for infants born to W
miothers humn among controls, but few studies
lone Baad Lirge enoagh sanples o shiow

30




Food distribution and nutrition education programs

bave improved the bealth status

of many poor children and pregnant women.

statistical significance. The studies indicate that
WIC may be particularly effective for high-risk
women, and that there may be a dose response
eftect: that is, the more months a mother
receives WIC benefits, the greater the
benetits. 223 One study found that children born
1o WIC mothers have significantly greater head
vircumferences at birth and better vocabulary
scores and digit memory in childhood .29
Participation in WiC appears to increase
prenatal and well-child visits. 295

A 1987-1988 five-state study found signiticant
positive results from prenatal participation in
WIC of women on Medicaid-—despite only
minor differences in demographic characteristics
between WG participants and norparticipants
within states. Ten percent of the WIC
participants in the five study states reccived
inadequate prematal care, according to the
Kessner Index, compared with 22 pereent of
the nonparticipants. In cach state the Medicaid
mothers not participating in WiC were 2-3
times more likely to have received inadequate
prenatal care. Prenatal participation was
consistenthy associated with inereased
birthweight and a lower incidence of low
hirthw cight. Increases in weight were most
striking among preterm infants, and less
striking among full-terny babics, WIC
participants had i lower incidence of preterm
burths and a longer gestational age., but the
Latter iy have been contounded by Late
registration Presunmiably,as o resalt of these
Lactors. prenatal participation in WHw s
assockited with reductions in Medicaid costs,
ranging from $277 10 8398 for mothers and
new borns through 60 day s, Benefit-cost ratios,
or estimated savings in Medicaid costs per
dollir of WIC program cost tincluding
supplemental Tood benetits and an adjustiment
tor adnunistrative and nutriton education
eapersesy, nanged from S177 1o 83130

Nt o e

i

In a six-state study of low-income children six
months to five years old, many of whose
mothers were WIC participants, the anemia
previdence declined from 7.8 percent in 1975 to
2.9 puercent in 1985, Although anemia
prevalence at initial visit declined over time,
suggesting that some of the change was not due
to public health programs, prevalence also
dropped between the initial and the follow-up
visits. This was true for children at cach
sociovconomic level, so itis unlikely that the
trend evolved only from economic condition
improvements.#?” in a New Haven community
health center a “near disappearance” of
nutritional anemia occurred among WiC
children between 1971 and 1984298

A 1983 study in a poor Memphis neighborhood
tound that children under two in families
receiving Commadity Supplementary Food
Program benetits lad higher hemoglobin levels,
and that all preschool children had higher
hematocrits and red blood cell volumes than did
program participants surveyved in 19770 Levels
of the vitimins A and Cand hemoglobin levels
in children aged 2-0 improved in all study
children, regardless of whether their houscholds
participated. The study concluded that this
program, along with food stamps and preschool
meal programs, contributed to the children's
overall nutritional status improvement =

Immunization. immunization is o personl
health service. but it is discussed here in the
conteat of community haalth programs beciuse
immunization levels are closely related to the
enforcement ol requirements that children be
immunized betore they enter school, Head Start.
or ather child cire programs. Immunization
reguirements have reduced preventable
hildhood discases, particalarly over the last
decade. but recently reported inercases in some
ilnesses, particularly meastes. suggest muajor

91
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problems with aceess to primary care
services tor preschool children or with a kick
of parental understanding of the importance
ot a full schedule of immunizations prior o
school entrange. 300

OTAs report Healthy Children: Investing in the
Fratwre reviewed the cconomic evaluations of
childhood vaccination programs and concluded.
“These studies show that childhood
immunization not only yviclds considerable
discase-reduction benetits but also otfors
substantial cconomic benetits—i.e.. savings in
costs that would have been incurred had the
discase and its complications not been
prevented. ™0 In 1983 the benefit-cost ratio
for measles immunization was estimated to be
1LY:1: for rubella, =.7:0: for mumps, 6.7:1: and
for the combined vaccine, 1-.4:1.302

Newborn Screening. The screening of
newhorns for congenital disorders is also a
persomal health service, but Liws in most states
mandate screenings. Public health agencies
often manage the sereenings., as well as the
diagnostic and follow-up services The
previously noted OTA report, using
sophisticated economic analyvses, found
newborn sereening to be cost-effective, 03

Fluoridation. A recent anticle noted,
“Continued research has repeatedly confirmed
the safety. effectiveness, and efficiency of
community water Huoridation in preventing
dental caries for Americans regardless of agee.
rice, ethnicity. religion, educational status or
SOCOCCONOMC Tevel 304

Nevertheless, as of 1985, only ol percent of the
population served by public water supplies had
aceess to water with fluoride fey els sutticient to
prevent dental decay S Fluoridation s lse
cont-eftedtive.

Personal Health Services

The effectiveness of personal health services
depends on the ability of individuals to obtain
appropriate care. The poor, more Sften than the
nonpoor, have difficulty finding casily
accessible providers who will aceept them as
patients, who are culturally acceptable, and
who will offer the services essential o their
Lealth, The removal of financial barriers to cre
through a national health insurance plan or an
expansion of private and public insurance
would be a major step forward in making
personal nealth services available to poor
tamilices, but many problems would still remain.

The following section of this chapter will focus
on the effectiveness of personal health service
programs oftered o women of reproductive age
and to preschool children. Although many
persomal health programs have been developed
in the fast few decades (see Chapter Two), this
review describes only programs that have been
demonstrated to be ssuccessful™ using a
methodologically sound approach. Suceess is
measured using both process meisures. such
as number of prenatal visits, and outcome
measures, such as low birthweight., The review
is limited Lirgely to evaluations conducted in
the 19808, when statistical methods tor
controlling confounding variables were
available, and to studies published in pecer-
reviewaed journals. Financing mechanisms will
be review ed but not explored in depth.

starticld’s cloquent caveat should be noted:

The extent to which the efteats of health care
can be measured is, an best, debatable. Health
is primarily aretlection of genetig
endowment. the sociocultural eny ironment.
and the resalt of certain personal health
behavion Health services nuay . of course,
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operate “at the margin,” and the benefits of
“Samaritanism,” which lends reassurance orat
feast gives support to individuals troubled by
illness, are largely undocumentable given the
current stite of the ant of measurement, 300

In its 50th anniversary publication the American
Academy of Pediatrics stated. “All children
should be born wanted and to healthy
mothers,” and, "All children should be born
well 307 Thus, this section on programs that
have improved the health of children in poventy
stirts by describing programs that ofter family
plinning and prenatal care,

Family Planning. Rescarchers have measured
the success of family planning programs in
many ways, A study using several national data
sources for 1978-1982 found that fertility
lessened inareas with high rates of enrollment
in family planning clinics. The number of cinic
sites was the most important determinant of
enrollment. The beneficial effect of enrollment
held among teenagers and poor women, 9

Rates of births unwanted at conception dropped
markedly among ever-marnied poor women be-
mveen 1973 and 1982, but these nites rose
hetween 1982 and 19883 L ooking at all
women, regardless of marital status, the Alan
Guttnuicher Institate found that unintended
hinth rates had increased particularly among
teenagers and those below poverty - AGH
ostinited, however, that uninended fregncnicy
rates had deceased among teenagers who head
cver expenenced sexaal intercourse tirths:
front 83.8 poer Lo sexwdly active teenagers to
K32 abortions, trom 90 1 to 873 and

Miscarriages, from 20810 25 4 8

In 108~ the National Research Counaid's Panel

on Adolescent Pregnanay and Childbearing
review ed the cleciveness of three tvpes of

-~

approaches to preventing teenage pregniancy
and childbearing: imparting knowledge or
influencing attitudes: providing access to
contraception: and enhancing life options.

The panel felt that only three programs had
documented reductions in adolescent
pregnancy: those that improve aceess to
contraceptive services: school-based or school-
affiliated clinies: and the Teen Outreach Project,
a life options program, 311

Family planning clinic enroliment is one of the
progriams that improve aceess to contraception,
and this can reduce teenage births. A variety
of family planning clinic practices have been
shown to decrease the delay between initiation
of intercourse and fiest clinic visit, and to
increase the proportion of patients retained
and patient satisfaction. 312 Community support
and clinic practices can inerease the proportion
of those teenagers at risk of unintended
pregnancies who obtain services 343

School-based or school-aftitiated clinics have
received agreat deal of auention as possible
approaches to the prevention of adolescent
pregnancy ., The model for such programs, in St
Paul. Minnesoti, showed o substantial decrease
in tentility rates in schools with clinics between
19701977 and 1979=1980, Afler an inerease
1us6 due to an iflus of refugees, the rtes
dechned aganm i 1983 198 1 Unfortunately.
no data were provided on abortions, and

the cHedn eness of contraceptives alone

s unknown

A school-athiliated chime in Balumaore reported
that brom FOST o F9S s program of se
cducation. tanudy planning services, and
counseling had a posine etfed on hnowledge
Aod postponement of fiestintercourse. mnereased
e attendance and contaceptine use tor bath

)R

males and temades, and reduced pregnanoes
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Family planning services, when accessible in communities
and in schools, belp to prevent unwanted pregnancies
among teenagers and other bigh-risk women.

In 1985 estimates of the per-pupil cost of
school-based clinics ranged from $100 to
$125.310 The Baltimore program listed its costs
at 8122 per student for all students served over
its three-year existence: $23 for classroom and
group education students only: $120 for those
students who were individually counseled:
and $:432 for students who received
contraceptive services, 3

Life options programs attempt to motivite
adolescents to avoid pregnancy by increasing
their sense of self-worth. One such program is
the Teen Outreach Program, pionceered in St
Louis, Missouri. which has now been replicated
at 33 sites in 30 schools nutionwide. Teen
Outreach uses chissroom discussions of
adolescent development tusks and participation
in volunteer activities to help reduce pregnancy
and school drop-out. Preliminary data indicate
that participants. prinarily those at high risk.
Iav e significantly lower levels of pregnancy and
school suspension and drop-out rates than
other. similur students—=atier sociodemographic
factors ind the level of problem beluvior a
entry aare controlled 318

Two other programs have reportaed success in
reducing riates ol teenage pregnancy. A school-
hased educational progran. Postponing Sexul
Involvement. has been ficld-tested in Clevekind
Jnd Athante 1tinvolves i 1o-period program tor
Al cighth grade students. combining educition
dbout reproduction. Lnady planning. and
sexteiv nsmitied diseases. Older weenagers
lead sessions on social and peer pressures
Wavs o resist them The Athinta-based
evaluation o fow mconmie populaion
indicated that among those who had not v
haad sexual intercourse, progrim particpants
were signibicantly more kely o postpone
sentalacuviny than were nonpaticopants wath
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The School Community Program for Sexual Risk
Reduction Among Teens operated a 1982-1987
public health information and education
intervention in part of a South Carolina county.
The program attempted to reduce unintended
pregnancics through educational programs
emphasizing decision-nmaking and interpersonal
communication skills, enhancing self-esteem,
and understanding human reproduction. School
teachers attended special courses and worked
with project staftf to implement sex education in
kindergarten tirough grade 12. Clergy. church
leaders, and parenty were invited to mini-
courses: and the media and organizations were
involved. The estimated pregnancy rate among
femides 117 years old dedined in the project
arca more than in the comparison portion of
the county /Pregnancy rates increased in three
demographically similar counties, 320

The Alan Guttmacher Institute has caleukiaed
that publicly funded family planning services
are cost-etfective. I these services had not been
available in 1987, the additional public costs
tor abortions sind for maternad medical

care, weltare, and nutrition progrims would
have been between $2.90 and $0.20 per
unintended birth. 32!

Prenatal Care. Adequate prematal care is
essential to good pregnancy outcomes,
especitly among poor familices. As discussed
aarier. however. the adequacy of care canno
be maasured only in terms of the amoun. ol
aire received, titis, the trimester in which
aare is mitiated and the number of visits relative
to total weeks” gestation. The content and the
quahity ol care also an have asignilicant
MpLct on preguancy outcomes and the other
gouls of prenatad care.

Fhe Institute of Medicme s 1983 repaon
Urevennng Tow Bothwereht and the Ottce oo

—



L R L s LT N TMymatpe o B R, o g W

Technology Assessment's Healthy Children
analyzed the effectiveness of prenatal care in
preventing low birthweight and infunt
mortlity.322 Both reviews discussed the
methodological problems involved m assessing
prenatl care effectiveness and noted that not
all studies show favorable impacts,
Nevertheless. both concurred that the weight of
the evidence indicates that prenatal cre is
eftective, particulardy for the clients at highest
risk—women who are poor. from minority
groups, or voung. Not only did these two
expert groups find prematal care effective, but
they also deemed it cost-effective: the savings
from prematal care exceed the costs of such
cire. tMost of the studics reviewed measured
the adeqguiey of Gire exclusively in terms of the
amount of care receiv eds studies not showing
positive effects may have amdy zed programs in
which the content or guiadity of prenatal care
Wats inadequite.)

Attention to the content of care is essential ton
program cHecnveness i prenatal care fwo
studdies retles tthis

o Cahlormnua s OB Access project (1979 s
combmed emageon effort toamesease the
number of vrenatal providers available to
proon Wormen With e grant program requinng,
cobonced serees and contimuons chgibtlhin
teouchout the presmancy CAEthar e such
A proatam required atederad Modicand
waner o in B obstetricatly undeserved
counties the projectenbisted providers
willineg to otber prenatal care that met state
wot stindards. The propomon of low
Borthwersht inbants bom to women m 08
Vecess Liohiies was 7 percent. computaed
with 70 percent among those mmatched
Medh Cal woup Infants waighing ander
I S0] arams represented 005 percent o

newhborns amonz OB Nccess wornen, as

compared with 1.3 percent among the
comprrison group. The proportion of
women receiving inadequante cire decreased
during the project. but it also decreased
(though less) in the entire state. OB Access
women were less likely to reccive first-
trimester care than women in the
compurison group, suggesting that the
quality of care offered may have been more
important than the quantity. 323

o Ina 1984 North Carolini county study,
obstetricians in office-hased practices served
Medicaid-cligible women while the health
department clinic served poor women
without Mcdicaid or other form of insurance.
The proportion of women in the health
department group bearing i low-birthweight
infant was less than halt that in the private
obstetriciin group, even though the former
group started care Later and thus had fewer
visits. These differences renatined significant
ever ater the investigators controlled tor
race, marital status, WIC participation,
aquantity of prenatal care, and other risk
factors. The authors suggested that these
differences were due to the tevelb of Wi
partaipation €13 pereent in the private group
and T8 percent in the health departiment
group) and the availability of nurse
practitioners, Gise management. and the
coordination of services i the helth
department clinge 3-8

Tocess ta pretatal care s essental tor agh sk
mothers, Women who do not use care
appropriately orat allo whether becaase of
A cess o mobnitional problemsinaease then
tish ol adverse pregnaney ottcones, Programs
should hrng women o prenatal care cath
aned provide the support services that enable
thaom o enetn i care and o comply wath
medical reconmmendhations
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Many programs lead to improved access to
prenatal care in low-income neighborboods—
particularly those that reduce financial obstacles
and make procedures more “friendly.”

The Institute of Medicine’s Committee to Study
Outrcach for Prenatal Care reviewed outreach

programs and described five successful ways to

improve aceess to prenatal care:

1. Reducing the financial obstacles to care
cncountered by poor women through
provision of insurince or other sources
ol payment.

| 2%

Increasing the capacity of the prematal care
systen relicd on by many low-income
women, which includes health department
clinies, the network of private physicians
who care for Mediciid-enrolled and other
low-income women, hospital outpatient
departments, community health centers,
and similar .ttings.

3. Improving institutional practices to make
services more casily accessible and
aceeptable to dients,

. Identifving women in need of prenatal care
tcase finding) through a wide variety of
methods, including hot lines, community
canvising using outreach workers or other
paraprofessional personnel. cross-agency
referrals, and the provision ol incentives.

5. Providing social supports to encourage
continuation in prenatal care and, more
generlly. to incraiase the probability of
healthy pregnancies and smooth the
transition into parenthood 323

The following programs illustrate these
stiggestions:

o The Mussachusetts Tealthy Start Progrom
issn example of o program in the first
category—financing. This program. begun
in 1985, paid for a full range of matemity

\\|

services for any pregnant woman with a
family income at or below 200 percent of
poverty who was not currently enrolled in
Medicaid. she could receive care from the
provider of her choice as long as the
provider was enrolled in the program.
Except for Medicaid-cligible wonien, who
had to apply for Medicaid in the usual way,
women could complete their registration
torms at home. A Julv=December 19860
cviluation found that Healthy St
participants were more likely than Medicaid
women to e nbste prematal care in the fiest
four months of pregnancy and to reeeive
guantitatively adeqguate care., ‘The program
also chtimed to have a positive impact on
low birthweight and prenuiturity, 320

The OB Access project. described on page
8O, is an example of @ program in the
second category---capacity building.

Sttegios based on the thind category,
improving instituionad practices, include
Lacilities” efforts to modify internal operations
to nuike it casier for clients to obtain e or
to stay in care. Facilities have opened
sitellite clinies, arranged client transpor-
tation. reduced the wait for appointments,
expedited registration procedures, and
provided child care. Several projects have
implemented this approach successfully,
patrticularly those sponsored under the
Maternity and Infant Care (MIC), Improved
Pregnancy Ovteome PO and Improved
Child Health Project CQCHP) programs.

Perhaps the most striking example was the
Lacilitation of the Medicaid process in the
outpatient obstetric clinies at Presbyteri in
Hospitul in New York City, By transhating
the application form into Spanish nd
estiblishing an on-site Medicaid Eligibility

ap
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Unit and other innovative procedures, statt
reduced the clients’ certification waiting time
from six weeks to 18 days, Since women
were not aceepted for prenatal care until the
Mudicaid process wis completed, these
changes increased considerably the carly
initiation of care.32”

The fourth category. sctive case finding,
encompasses i viriety of initiatives that
include employing street workers and basing
referral programs in pregnancy-testing
centers and WIC programs. Many of these
programs have reached a large number of
high-risk women, but litthe information is
available on whether the women received
more quantitatively adequate prenatal care or
expurienced improved pregnancy outcomes.

The final category. socil suppont. includes
programs that reach out to pregnant women
through workers who listen to their problems
and try to solve them, and who educate the
clients about prenatal care, labor and
delivery. and parenting. Among these efforts
have been the Prenatal Early Infuncy Program
in Elmin, New York. and the Resouree
Maothers Program in South Carolina:

1. The objectives of the Elmira program were
to prevent a wide range of health and
devclopmental problems in children born
to high-risk women. Nurses™ visits to the
home, conducted onee every tvo weceks
during the pregnancey, stressed parent
cucation, the enluncement ot the
wonkny's intornl support system, el
the linkage of parents with community
services The white participants anab zed,
compared with controls, adba greater
JNreness of community services,
attended Childbirth classes more
frequently, receis edmore WIC vouchers,

~
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talked more often with service providers
and membuers of their informal networks
about the stresses of pregnancy and family
fite, indicated that their infants® fathers
showed more interest in their pregnancics,
and were more likely to be accompanied
in labor. They also had fewer Kidney
infections and made greater improvements
in their diets. Birthweight and length of
gustition were not signiticantly better in
the visited group as a whole, but both
indicators improved among adolescents
under 17 and smokers. 328 (For a discussion
of the postpartum impact of this program,
seU page 89.)

2. Resource Mothers, a South Carolina
program for pregnant teenagers under 18,
relies on home visiting and other social
support services provided by trained
indigenous workers, A 1982-1985 study
of the program found lower rates of
quantitatively inadequate prenatal care
amony participants than those in
computrison groups. and reduced rates of
fow birthweight and small-for-gestational-
age (SGA) newborns, 329

Prenatal progeams dirccted exclusively at adoles-
cents have improved the pregnancey outcomes in
this population. Usually these programs offer,
directly or by referral, a minimum group of
services including health care, formal education,
and casework. Specialized educational programs
frequently cover nutrition. childbirth. parenting,
and family plaming: child care, vocational train-
ing. and other services also nay e provided.
The National Rescinrch Counedl's Panel on
Adolescent Pregnaneys and Childbearing noted
that these 1y pes of programs report fosw er rates
of complicitions of pregnancy. premature kibor,
o birthw cight. and neomatal monality than do

SA

national statistios tor similar age race grouaps.
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None of these programs randomize their
prospective clients, and few studics have
adequate control groups. Therefore, it is unclear
whether the favorable results are due to the
impact of the programs or to self=selection bias,
Nevertheless, evaluations suggest that several
program models have been associated with
improved health and social outcomes for
pregnant and parenting adolescents—
clinic-based programs, alternative-school
approaches, school-based health clinics, and
home-based programs:

e Clinic-based programs that provide special
prenmatal and postpartum sessions for
adolescents are frequently placed in urban
communities where large numbers of poor
minority adolescents reside. In New Haven a
community heilth center's Young Parents
Outreach Program (1982-1987) offering
center- and home-hased support from
indigenous workers reported a lower rate of
low-birthweight infants among its prinarily
black and Hispanic population than among
all women in the city A3 The Teen Mother
and Child Program at the University of Utah
' chool of Medicine provides medical,
psychosocial, and nutritional services to
pregnant adolescents, voung mothers, and
their infants. When rescarchers compared
program participants with women who
rece ved care from community health
providers, few ditferences were found in
pregnancy outcomes; but at 12 and 20
months postpartum the participants scored
significantly hetter on composite measares
of medical, psyehosocial, and parenting
avents, even atter confounding variables
were controfled $4

o Alternative school programs rarcly ofter on
site prenatal care. Rather, workers atempt 1o
ientify teens in need of prenatal care carly

and services such as vocational training.

Successful programs for pregnant adolescents generally
include prenatal nutrition counseling, parenting education,
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in their pregnancy. refer them to local clinics
and to WIC, educate them about the
importance of good nutrition during
pregnancy, provide them with case
nunagement and counseling, and supervise
the keeping of prenatal appointments, The
Teenage Pregnaney and Parenting program
(TAPP) in San Francisco found that only 9
percent of infants born to its racially mixed
group of clients during 1982-1987 were low
birthweight, compared with 12 percent of
infunts born to all teenagers in the city:,
Furthermore, only 12 percent of clients
conceived again within 12 months of the
index delivery 333

*  The school-based health clinic in St. Paul.
described briefly on age 78, allowed
teenagers to receeive prematal cire in the
school where they spend the nmajority of
their time. A 1972-1976 analysis of this
program indicated that most students using
the clinic received quantittively adequate
care and WIC benefits and that their
Pregnancy outcomes were positi e, 33

*  Resource Mothers, described on page 82,
is an example of i home-based program
tor weenagers.,

Legal Abortion. Xomen at high risk for poor
pPregnancy outcomes represent o large
proportion of those women seeking abortions.,
These include teenagers, unmarricd w omen,
and poor women. In addition, some women
who undergo prenatal sereening procedures
tmaternal serum alpha-fetoprotein
determination, chorionic villus sampling, and
amniocentesis) decide to erminate their
pregnancies it fetal problems are detected. The
aviilability of abortion can reduce the numbeer
of deliveries among high-risk women and
among those carrving afetus with congenital
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Infants whbo would bave died 10 years ago

R

disorders, thereby lowering the number of
infants and children born with serious health
problems. Studies conducted over the past two
decades by the National Bureiiu o Economic
Rescarch, described below, indicate that abor-
tions can reduce maternal and intant mortality.

Regionalization of Perinatal Care. Perinatil
regionalization has reduced neonatal mortality
and probably infant and childhood morbidity.
Analyses of birthweight-specific infant mortality
rates have shown that the kst decade’s
improvements in infunt mortality are due to the
reduction in the site of deaths among low-
hirthweight infunts rather than to i reduction in
the proportion of infunts who are low
birthwcight and, thercefore, at high risk of
mortality and morbidity. Intints who would
have dicd 10 vears ago are leaving hospitals
well today, kirgely bediuse of the neonatal
intensive care units and their place in
regiomilized system of services.

Two multisite progriams have evaluated
perinatal regionalization:

o The Regionl Perinatal Study promoted
coordinated systems of prenatal care in cight
arcas between 1970 and 1979 and analyvzed
the results, Neonatal mortality decreased in
Al ot the study arcis, but since the rates also
decreased in computrison sireis w here
regionalizition etforts were Liunched
independently, evaltators could not state
uncguivocally that the decline wais due o
cttorts in the study arcas. A3 Some policy
amalysts hay eosuggested tiat the increased
survivitl mtes of fow -hirthweight infants
might result in higher res of physical or
menttl handicaps. However, an analysis
conducted s part of the Regional Perinatal
Study tound that the risk of minor congenital
anomalies or developmental delay decreised

. are leaving hospitals well today,
largely because of regionalized perinatal care.

in the study areas, and that the proportion of :
children with severe or moderate congenital
anonulies did not chinge. 3%

e The Rural Infant Health Project (1979-1982)
attempted in several ways to improve the
health of newborns in 37 rural counties. The
most successful efforts involved perinatal
regionalization, 33"

A review of the Tmproved Pregnancey Outcome
(1PO) program noted that infant mortality in the
1PO-funded states dropped more than in the
non-1PO stittes in the 1976-1982 period.
Rescirchers attributed the decline to incereased
utilization of perinatal centers in the 1PO
stiutes—a process that bendfited froms the

1PO initiative. 338

Unfortunately, perinatal regionalization seems
threatened by the competitive medical care
cnvironment. Hospitals may be unwilling to
send pregnant women or newborns to more
speciilized units becituse of competition for
patients. Health maintenance organizations may
have atfiliations with certain hospitals and be
reluctant to use other institwtions, even for high-
risk women and infants. These trends should be
closely watched for adverse eftects, particukarly
on neomttal mortality. 33

The Relative Importance of Programs
Before Birth and in the Neonatal Period.
Over the Tast two decades the National Bureau
of Economic Research has conaucted qa series of
studies to determine the reltive effectiveness of
the types of interventions described sthove, as
wellas several others.

1. One study found that between 1904 and 1977
the availability of neonatal intensive care
units, sthortion, and tamily planning had the
greitest impact on neonatil me )l‘l;llil)‘ rates tor
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whites: WIC ranked next. For blacks, abortion
services and community health centers were
the most effective interventions, with
neonatal intensive care units following, Y0

2. The second study examined the effect of
the variables above, holding birthweight
constant. Factors contributing 1o reduced
neonatil mortality rates for whites and blacks
were, in declining order of importance, abor-
tion, prenatal care, WIC, and neonatal inten-
sive care units. The effect of each factor wis
more dramatic for blacks than for whites, 31
C(The influence of abortions in reducing the
incidence of poor birth outcomes wis
confirmed in an additional study.+2)

3. Ina third study the burcau examined cost-
cifectiveness. The most cost-effective
strategics tor whites were the mitiation of
prenatal care in the first trimester and the
WIC program, followed by the abortion
option or teen tamily planning, depending
on the method used. The least cost-effective
approaches were community health
programs and nceonatal intensive care units.
The most cost-cffective measures for blacks
were aarly prenatal care and WIC coverage:
teenage family planning services and
neonatal intensive Gare units followed.

For both whites aned blacks the most cost-
cliedtive interventions for averting low
birthweight were prematal care, WIC, and
the option of abortion. 33

U sing o similar methadology but more recent
it thirth and death certificates from 1970 and
1980) and i more limped set of program
variables inother rescarcher found that
reducing the delay in obtaining prenatal care
low ered the rates of low birthw cight and
nceonatal mortality among whites only. Hee
found no cftect of abortion, 344

Comprehensive prenatal care can do more than
just improve pregniancy outcomes. As the Expernt
Pancl on the Content of Prenatal Care has urged,
cire before pregniney (the preconeeption visit),
during pregnancy, and after pregnancy (the
postpartum visit), should include prevention
components that would improve the health of
the mother, the infant, and the entire family unit
for at least a year afier delivery. The perinatal
period provides i “window of opportunity” that
cun affect the lives of poor families in many
wiays. Unfortunately. the present priority on
mudical problems and immediate pregnancy
outcomes does not capitalize on the potential
of prenatal care.

Primary Health Care During the First Five
Years of Life. The American Academy of
Pediatrics, as well as other professional groups,
urges that between birth and age six all young
children see achealth care provider at regular
intervals even when well. Most children, in
addition, see their providers because of iliness,
injury. or other problems. Since poor children
are more likely than nonpoor children o have
health probiems and to have ditficultios
obtaining care, there is a pressing need for effee-
tive primary care programs for poor children.,

Beginning with the 1921 passage of the
Sheppard-Towner Act, tederal, state and local
governments have attempted to provide prinary
health care 1o those who could not afford
private services, Such an approach, developimg
programs iagely or exclusively for the poor,

has both positive and negative aspects., 1 is a
form of scgregation. and segregation often leads
to incquality. Also, programs to. the poor
asttlly have less public support and are more
vulnerable 1o budget cuts than those available
tosnd used by all. On the positive side,
programs developed for the care of poor and
other disadvantaged groups often provide



essential services that are unavailable, or
avitilable by referral only. in the private sector.

Organized systems of primary health care for
poor children include state and local health
department dinics and community or migrant
health centers. Many poor children also receive
care in hospital outpatient clinics, in health
maintenance organizations, and in private
physicians’ offices—with charges paid for by
Mudicaid or other federal or state programs.
Head Start and WIC are organized service
programs with prinxiry care components
targeted at the poor, although they are not
primarily medical programs. The Early and
Periodic Screening, Diagnosis, and Treatment
(EPSDT) program has outreach. financing, and
service elements to assist poor children. Some
health departments and other health and social
agencies offer progriams of home visiting and
social support to poor families.

o Jlealth Department cClinies Health department
clinics serve Lirge numbers of poor infants
and young children, but there are few recent
eviluations of their effective-ness. During the
1960s and 1970s Maternity and Infunt Care
(MIC) and Children and Youth (C&Y) projects
underwent several eviluations. Similarly,
evaluations of the Improved Pregnaney
Ouwtcome PO and Improved Child Health
Project ACHP)Y programs were conducted in
the carly T9R0s, but most of these evaluations
tocused on pregnancey outcomes.

In 1980 the Children’s Defense Fund
conducted one of the few studies of Title V-
funded health departiment services 1o
pregnant women sind children. The repon
noted that prenatal care programs reacaced
onlv e snildl proportion of those in need,
that inpatient maternity services were even
maore limited thoan prenatal services, that

Nt

pediatric outpatient programs frequently
offered only well-child care or had age
restrictions, and that inpatient pediatric care
was usually available only to children with
special health care needs. 343

The federal Maternal and Child Health Burcau
provides funds to states for maternal and
child hedith through a formula, and to Special
Projects of Regional and National Significance
(SPRANS) through set-aside funds. These
funding mechanisms are part of the Maternal
and Child Health Services Block Grant, Title V
of the: Social Security Act. The MCH Bureau
nflu :nces program development by identi-
fying arcas to be explored through SPRANS
2rants, selecting sites for such projects, and
providing various forms of suppor to the
states, These activities are sometimes called
the Title V prograni, but they constitute, in
ctfect. a tinancing and technical assistance
program that supports nuiny state and local
programs. particularly state and local health
department clinics. For this reason federal
Title V activities are not reviewed here.

Comnnnity cond Migrant Health Centers
Community and migrant health centers grew
rapidly in number between their inception in
the 1900s and 1980, and their caseloads
increased as well, However, the Health and
Resources Services Administration reported
that in 1980 only 580 federally tunded
community health centers and 123 migrant
hestlth coenters were operating, st significant
decline from the 19708340 I 1989
community health centers served more than
2 million children under 19, and the migrant
heatth centers served almost 20,000 307
Farly evaluations of community health
centers indicated that they had a nagor
impatct on the health of poor fimilies. Few
recent studies Ty e evaluated theiv effects on
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poor four-year-olds are enrolled.

child health generally, although some of the
prenatal cire programs described on pages
80-83 involved community health centers.

Head Stant. Low-income children between
age three and the age of compulsory school
attendance are eligible for Head Start. At
feast 90 percent of the children in cach Head
Start program must be from low-income
families, and a minimum of 10 pereent of
enrolliment opportunitics must be reserved
for hundicapped ¢ligible children. According
to the U.S, Bureau of the Census, 5 million
Head 'ﬂt.m-cll}.lhlc children, five years old
and younger, were living in the United States
in 1988, Head Start was then serving one

out of five eligible 3~5-year-old children 348
In late 1990 a Head Start official indicated
that 39 puercent of all eligible four-year-olds
had been enrolled in 1989, and that +1
pereent were expected to be reached after
1990 expitns ons.HY

Head Start regulations state the following
objedtives tor the health services component:

1. To provide a comprehensive health
services program that encompasses
broad range of medical. dental, mental
health and nutrition services to preschool
children, including handicapped children.
toassist their physical, emotional.
cognitive and social development toward
the overall goal of social competence.

-

2. Yo promote preventive healthy services
and carly intervention.,

3. To provide the child's tamily with the
necessary skillssind insight and otherwise
dtempt to hink the fiamily to an ongoing
health Gare svstem o ensure that the
Auld continues to receive comprehensive

Veroanvid Wl

~

health care even afler leaving the
Head Start program.

In 1980-1981, Abt Associates evaluated Head
Start health services using a randomized
pretest-post-test design. They studied
programs in four regions of the country—
two rural and two urban—that the Public

fealth Service considered to be underserved
in erms of medical and dental services,

Abt found that Head Start children were
receiving more preventive and remedial
health services than other low-income
voungsters. These serviees included medical
examinations, tuberculin tests, lead tests,
dental examinations, vision screenings or
evaluations, and speech screenings or
evaluations, Head Start children were also
morce likely o receive treatment for a single
health problem (hut not for multiple medical
problems), to have dental fillings, and to
receive speech therapy. Head Start families
served more nutritious meals in their homes,
and the program had positive etfects on
motor development and specch and
language performance. 35

The investigators found no significant
differences in height and weight: blood
levels for hematocrit, hemoglobin, and other
hiochemical maasures; vision deficiencies
Gilthough they noted a positive trend): or
previdence of otitis media and other hearing
cvalwation measures. 3 Another Head Start
evaluation stated that the program had
positive effects on cognitive ability, selt-
esteem, and achievement motivation, and

i aproved physical health, motor
coordination, and social behavior 332

The federal Head St office has reported
that in 19881989, 99 percent of the Children
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cnrolled 90 days or more completed medical
screening: 98 percent of those identificd as
needing treatment received it and 98 per-
cent completed all immunizations required
or were up-to-date in their immunizations, 353

Feorlv and Perodic Screening, Dicgiiosis, cand
Hreatiment EPSDT 1 The EPSDT program has
tremendous potential for improving the
health of poor children—and its potential
increases as Medicaid eligibility is broadencd
federally and in many of the states, Although
EPSDT is a mandated pant of Medicaid, and
Medicaid is an entitlement rather than a fixed
appropriation, restnctive stte policies, a lack
of enthusiusm for the program in many
states, and low rates of provider participation
have limited the ability of EPSDT to serve
Medicaid-eligible poor children. Several
investigators have documented EPSDT
program implementation problems.35+ In

1989, 1.0 million children out of 10.4 million
cligible children were enrolled in continuing
aare arrangements, and an additional 3.2
million had initial or periodic screenings
reported—suggesting an overall panticipation
rite of -+ percent. Of those with an initial or
periodic screening, 26 percent had problems,
Participation rates ranged from over 75
pereent in Arizona, Colorado, and South
Carolina to under 10 percent in Connecticut,
Delaware, Indiana, and Jow: 355

Two published evaluations have reported
favorably on EPSDT. A 1973-1980 Michigan
study found that referral rates dropped with
the number of sereenings, suggesting that
the children’s health status improved over
time. This relationship remained even when
the investigators controlled for age. Mean
mudical costs did not decline with the
number of screenings, but were 13 pereent

Young children
envolled in Head
Start or tested in
the Early and
Pcriodic Screening,
Diagnosis, and
Treatment (E1PSDT)
program hare

« better chance

of baving thelr
bealth problems
resolved before the
Problems become
chronic or canse
major impairments,
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Participatlon rates for tbe EPSDT program in 1989
nged from 735 percent in some states to 11
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lower for EPSDT participants than for non-
participants. The differences diminished, but
did not disappear, when researchers includ-
ed EPSDT program costs in the analysis, 350

Ina five-county Philadelphia area, o
19771979 study reported that two-thirds of
the children with a health problem at the
time of an initial screening had the problem
resolved by the time of resereening, Vision
problems scemed to be the maost persistent,
When these children were compared with
a control group, EPSDT participants had
almost 30 pereent fewer abnomualities
requiring cire. 357 Studies from Ohio and
North Carolina showed that EPSDT
participation reduced medical care costs, 358

o Jlome Visiting and Social Support. Honme
visiting and social support programs are
being promoted and evaluated for their
impeict on parenting practices and on child
abuse and neglect, as well as on pregnancey
outcomes. Among the Elmiri women st
highest risk for postpairtum care-giving
dvstunction. the group visited by public
health nurses during pregnaney and the
postpartum period showed better results
than the group visited during pregniancy
only. (See page 820 Both groups showed
better resulis than the group not visited at
A There were fewer instiunces of veriticd
Ml abuse and neglect ol narginal
stgnticnceer The mothers benetied s well,
in the unmarried group there were tewer
subsequent pregnancies, and the birth of the
secomd child was postponed longer. 33 e
Resource Mothers home visiting project dso
showed i positve eftea on parenting shatls

among adolescents 00

The VN report Healthy o« hildren veview od
Ine commumiy progiams that emplusized

Vo il

in others—even thougb EPSDT services
are mandated by Medicaid,

1

home health visitors, including the Elmira 3
project, noting that all except one effectively '
reduced child maltreatment and influenced _
other outcomes, 30! N
The General Accounting Office has also

reviewed the evaluations of home-visiting .
programs, reporting that one or more studies ,D

demonstrate improved pregnancy outcomes,

fewer infant injuries, improved immunization :
rates, lower reported incidence of child abuse .-
and neglect, and reduced developmentat
delay. The GAO also reported cost savings
tor families visited at home, as did the
Elmira project. 302

Programs for Cbildren with Special Heallh
Care Needs. stue Title V programs for children
with special health care needs, previously called
crippled children or handicapped children
programs, ve traditionally been responsible for
services for this population, panticularly for low-
income Limilies, Beginning in 1965, some of the
finuncing shifted 1o the state ageney responsible
for Medicnid, usually the welbire department,
and the provisions of PL.99-1 42 increasaed the
cdudcational system's attention 1o some of these
children. PL99- 457 is now encouraging the
development of carly intervention efforts for at-
risk children under age three, directed by state
and Hocal education authoritics in some stites
and by hieadth departments in others.

Many progrium desenptions sind service statistics
dreavailable from progeats thint iy ¢ sissisted
Children with specil health care neads, bat few
recent evaluations involv e this population group.
As many state and local agencies undertake or
enpand carly intery ention programs tor hildren
who show des clopmental dedav, evaluations of
programs for these young children, many o
whonmare poor shoudd mcrease
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A recent multisite, randomized trial demon-
strated the efficacy of a comprehensive carly
intervention program in reducing the
developmental and health problems of low-
hirthweight infunts, The program included
weekly home visits for the first year, with
biweekly visits thereatter. participation at child
development centers five days a week from 12
to 36 months, and bimonthly parent group
meetings beginning at 12 months, The
intervention group. in comparison with 4
fellow-up group, had significantly higher mean
1Q scores, significantly fewer maternally
reported behavior problems, and no difference
in serious health conditions, although there was
a small but statistically significant increase in
matermlly reported minor illnesses—for the
lighter birthweight group only 303

The Pediatric Home Care progranm at the
Bronx Municipal Hospital Center in New York
City, serving mostly poor children with special
health care necds., provides an excellent
example of an evaluated program. Between
1978 and 1981 the program provided social
supports and medicl care tor children with
chronic physical conditions aged one month
through 10 years. Senvices included patient
monite ring, dircet service delivery, teaching
therap suatic programs to patient and Limily,
service coordination, patient advocacy, and
health education and support.

The program oltered these services in the home
and in the clinic and hospital. Home visits
crabled the sttt o weach patient and family in
the setting in w hich care was 1o be given, aid
to evaluate needs in the houschold conteat.
Using arandomized pretest postaest design.
rescarchers Tound signiticant ditterences tan sy
months and one veart between the program
group and the stndard Gire group in terms ol
the children's psschological adjustment. the

mother's psychiatric symptoms (significant at six
months only), and the mother's satistaction with
the child's care, Functional status and the
impact of the health condition on the family did
not differ significantly between the groups, 3ot

The Florida-based Rural Eftorts to Assist
Children at Home (REACH) program trains
indigenous nurses in rural communitios to
recognize and manage the problems of
chronically ill children and their families, These
nurses become a part of the health care weam at
the tertiary care center and serve as consultants
and laison sttt for the specialists, Rescarchers
found that participant families, compared with a
control group, had a smaller increase in health
care expenditures, o smaller increase in
emergency room use. and a higher EPSDT
appointment compliance rate, Leveds of family
and provider satisfaction were high, but there
were no significant differences in school
attendainee or fimily stress, 303

Managed Care. Scyveral states have obtained
witivers that permit them to allow or to require
Medivaid-eligible funilies in the entire state or
in selected communitios 1o enroll in aform of
nunaged care. Managed care can be offered by
a health maintenance organization, an
independent practice association, or another
tvpe ol provider group. These groups enroll a
detined popukition, and they furnish or arrange
medical care tor i pre-established amount per
individual, They usuadly attempt o limit the use
of services outside the group.

The Sultolk County (New York) Children's
Medicaid Program, a 1983~ T98S experiment in
capitiated prepayment and Case numagement,
tound muandaged care to be suceesstul tor hoth
paatients and physicians, Fhe rescarch eam
randomliv assigned phyvsicians toa prepaid
Capitation orlee tor service plan. The Gipitation
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duaint esitlla 2 s B



faETATL £74.09 ST SIRATII I
AR S R L e RV R Y e

cohtrol‘ ofexpenditures, and quality of care.

group was at limited risk for the cost of referred
services, and the paricipating children were
guaranteed one year of Medicaid cligibility. In
both groups the physicians received higher-

than-usual Medicaid reimbursements because of

their case-management responsibilities,
The research team repornted the following:

1. Physicians in both payment groups were
sitisfied with the way case management
contributed to continuity of care,
controtled Medicaid expenditures, cased
referrals, and made it casier to provide
comprehensive care,

2. In relation to comparison groups, children in
both groups had significantly higher
utilization of primary care and of office-
based physician services, were more likely
to see the same physicians when they went
for cire, were closer to standards of
minimum visits for appropriate care set by
the New York State Child Health Assurinee
Plan, and had fewer clinic visits but no
significant reduction in emergencey room
visits, Furthermore, their parents were more
likely to obtain advice from the physician
rather than from someone else when they
consulted over the phone.

3. The capitation group Iuid fewer specialist
visitssindd lower hospital expenditures than
the fee-for-service and compuirison groups
because of financial risk sharing.

The team fedt that the project succeess was due
partialy to allowing Limilies 1o choose their
prinuiry care physician and to extending
Medicaid eligibility tor enrolled Children. son

While mamaged care programs, including health
mantenance orgametions CHMOs, have the

c)l

potential to provide high quality care to
Mudicaid-eligible families, the potential for
abuse exists. The Children's Defense Fund has
reported that Medicaid children in managed
care programs sometimes do not reccive all of
the benefits to which they are entitled. The
short period that many children spend on
Medicaid may act as a disincentive because
HMOs usuilly consider it cost-effective to
provide all necessiry services to new enrollees
as soon as possible—in order to minimize
expuensive preventible conditions Luter, This
prictice may not be cost-effective for the
Medicaid population, however. since by the
time the initinl—and frequently expensive—
services are provided, a child may no longer I
cligible for Medicaid and may be disenrolled.
Thus. the HMO does not receive its expected
henetits over time,

In addition. the Medicaid-HMO contriet may
not guarantee a child's right to EPSDT, and to
control costs HMOs nmuy lenit referrals to
specialized care. including family planning
clinics, services for children with special health
care needs, or the best-cquipped neonatal
intensive care units, 37

Financing Issues. The financing of personal
health services for the poor and neir-poor is
complex whether offered in the public or the

privitte sector. The proportion of poor and near

poor amilies covered by private insurance is
decreasing. and Medicaid. the nujor public
insurer of these tamilies, covered fewer than
halt of them until recenthv 305 Gaps are tilled
inadequately through clinies supported by
grints, through charity, or througly cost-shitting,

tn carlicr vears the availability of Medicaid
had o najor influence on the utilization of
persomd health services by poor Limilies
Medicaud may have been responsible tor pant
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of the carlier decline in infunt and childhood
mortality rates, although many confounding
factors make this difficult to prove. Medicaid
is certainly partially responsible for the
increased numbers of contacts poor children
have with physicians—ia phenomenon that
has brought the physician contact rate for
poor children close to or equal to that of
nonpoor children, although not when health
status is controlled.

studies cited in Chapter Six indicate that
Medicaid patients are more likely to receive
priniiry heslth care than are the uninsured.
Data showing utilization decreases caused by
Medicaid's absence provide further proof of its
cifectiveness in improving access. For example.
many experts believe that the slowing down of
the infant mortality decline and the lack of
improvement in carly prenatal care initistion in
the mid-1980s was relited to the 1981 AFDC
reductions. These reductions resulted in the loss
of Medicaid eligibility by many pregnant
women ind childeen. 3™

While further expansions of Medicaid coverage
should receive high priority, Medicid itselt will
not solve the medical care needs of poor
tamilies. Problems will remiain concerning the
availability of services and the content and
ity of cares Several studies hay e snggested

PAE DR

that low birthweight and other adverse
pregnancy outcomes have not been and
probably will not be reduced significantly by
raising Medicaid eligibility thresholds to include
more near-poor pregnant women. 37t Rather, the
nead is 1o provide better care 1o those women
and children who are already cligible for
Medicaid. A large proportion of Medicaid-
cligible women living below the poverty line
are at high risk, and they require augmented
services. Funds spent to bring them into care
citrlier, and to provide additional psychosocial
services, might have a greater impact on
morbidity and mortality rates than funds spent
to nuitke women who are tess poor, and
probably at lower risk. eligible for Medicaid.

Effectiveness of Programs

This country has the knowledge necessary

to improve the health sttus of its poor
families. While additional evaluations would be
helptul in refining and trgeting the programs.
evidenced is silready available to show that nuny
progrims are effective. ‘These progrinms should

be made universally available. the expansion of

ctfective programs is hampered by imdequate
funding. insulficient numbers and inequitable

distribution of providers, and the absence of a
national determination to provide health care

to poor children.

This country bas the knowledge necessary
Lo improve the bealth stalus of its poor families.
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Health of Poor Young Children

Over the past cight decades, federal, state, and
local governments have approached the
problem of improving child health in many
wiys. They have attempted 1o improve the
cnvironment as well as provide personal health
services. Both regulatory and educational
approaches have helped modify behavior, and
legiskutors have provided funds for services

through entitlements and limited appropriations,

Some progrims have been means-tested. Some
have addressed only the maternal and child
health populations. Others have been open o
all. Both financing mechanisms and direct
service provision have been tried. Grants have
been made available through formulas and in
response 1o project applications. Responsibility
for program administration has been lodged in
different government agencies—health, welfare,
and ceducation.

All of these approaches could have a positive
impiact on children in the future, as they hive
had in the past. This chapter atempts o distill
what we have learned and to suggest wiis to
improve further the headth of poor children. It
will consider various program approaches to
mecting the health needs of young children
living in poor families.

Policy Strategics

Economic and Educational Approaches.
Historically the major impiact on the health of
people of il ages has resulted from improve
ments in their educational and ceonomic
sittsttion. including housing and nutrition. The
studies review ed in Chapter Three show the
mmportince of fmily income and nsiternal

cducation. Possibly the most effective strategy for

improving poor children’s heidth is o ensure that
HEwomen and men reccive an education tha
prepares them to be ceonomically productive
and caring informed parents

ot

ot

Environmental Mod{fications and Personal
Health Services. Public health interventions that
do not require the active participation of children
or their parents appear 1o e more effective than
those that do. Modifications in highway design
have saved more fives than emergency medical
services, Fluoridation of witer supplies has
recduced childhood caries more than dental care.
Personal health services are obviously needed,
because all illnesses and injuries cannot be
avoided, but environmental measures should
reccive high priority.

Legally Enforceable Measures and
Educatinn. No once wants to live in a society
whose government nikes excessive rules about
personi activitios, Nevertheless, kiws are very
cltective methods of encouraging healthy
behaviors. Children must be immunized before
they enter school. Infants must ride in car seats,
and children as well as adults must use seat
helts. Speed limits, Jead-based paint restrictions,
childproof caps on medications, fire-retardant
clothing, and many other legally enforceable
requirements have had nutjor effects on child
health, These measures have masimum impact
when accompanicd by public education and
vigorously enforced, but edudcition ilone is less
productive, Generally i regulation is effective
only wvhen a Large proportion of the population
is alreitdy complving with the recommendeed
procedure. (Witness the Liilure of Prohibition.)
Public education is essential 1o the adoption

of o health-promoting activity. but regulation
and enforcement help motivite those who

(I resistint,

Entitlements and Appropriations-limited
Programs. The Lurgest proportion of federal
sock] welfiare funds goes to entitlement
programs. Under atrue entitlement, sy one
who mects the eligibility criteria established by
Law and regulation must receiv e the henetit

1rs
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Improving child bea‘ttb‘ and sqfety requires
-regulations that modify the environment.
iproved bighway desigh bas's
tban emergency medical services.
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Congress passes specific appropriations bills to
fund these progriams, but if expenditures for
cligible applicants exceed the appropriation,
cligible individuals must be served through
supplemental appropriations. The federal
government and the states often try to
circumvent the financial responsibilities of
cntitlement programs by restricting eligibility
requirements, by limiting the covered bendfits,
or by making the application process difticult.
Aid to Families with Dependent Children
(AFDO), Medicaid, and the Supplemental
security Income-Disabled Children (881-DC)
program are true entitlements.,

In contrast. the size of the yearly appropriation
limits other children's programs. These “quasi-
entitlement” programs, despite established
cligibility requirements. are not legally required
to serve all eligible individuals once the
appropriation is exhausted. If the cost of
providing services to all those cligible exceeds
the appropriation level, the progrars establishes
priorities, s in the Special Supplementil Food
Program tor Women, Infants, and Children
(WG, or limits the number of sites receiving
funding. as in WIC, Head Start, and the Maternal
ancl Infant Care ¢MIC) and Children and Youth
(CRY) projects. Thus, despite their demonstrated
cifectiveness, WIC and Head Start serve a limited
proportion of eligible children. Policymakers
ustitlly cite the high cost of entitlements as the
reason for pot extending them.

Programs begun as entitlements, such as
Medrcaid and the Early and Periodic Sereening,
Diagnosts, and Treatment CEPSDT) program,
continue to expand and have the potential for
semving all eligible Chaldren. Not all children and
pregnant women eligible for Medicind henetits
recen e them, and the same could be said of
other entiilement programs. even PL O -1l
Pnese shorttalls are usually due to poor

Ny e Centor Lo
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administration, including failurc to inform
prople of their rights, limited outreach, and
difficult registration procedures. These problems,
however, may be casier to solve than those
cncountered in appropriations-limited programs,

To some extent, the entitiement vs,
appropriations-limited distinction may be a false
dichotomy, because faced with what they
consider uniceeptably high expenditures,
governments find ways to limit even true
entitlement programs. Also, when i program is
in its carly, demonstration phase, appropriations
may be the best way to control it until it has
been proven effective and administrative
problems have been solved, Nevertheless, the
cvidence suggests thit more entitlement
programs :re needed, and that some
appropriations-limited programs, especially
WIC, should become entitlements. Recent
federal legiskation has moved Head Start toward
becoming an entitlement.

Universal and Means-tested Programs.
Programs tirgeted it the poor, usually mesins-
tested, are more likely 1o be reduced in scope
under financial pressures than are universal
programs, those designed to serve all people
regardless of income. Maans-tested Medicaid
his less public support than universal Medicare,
and maans-tested AFDC has less support than
universal Social Secuarity Il children, or all
acdudts, are cligible for a program. there is
considerable resistance to reducing its
appropriation. Given limited funds, programs
should probably aim to serve those with the
graatest need, usually the poor, and theretore
must be means-tested. The federal government's
two most popular social welfare progriams,
however, Socil Secarity and Medicare, are
universal. CA recent article noted. “Programs
that benetit all ditizens do more to reduce
poverty than programs targeted to the poor. .

19
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A new strategy for family seeurity makes more
sense than another War on Poverty,"372)

Financing Strategies and Provision of
Direct Services. Financing strategios that pay
private practitioners on the basis of services
rendered can bring nany weltare and working-
poor tamilics into care i the private medical
care system has the caipacity to absorb them, as
the Healthy Strt Program in Massachusetts and
even Medicaid show. The financing aprproach is
often suceesstul beciuse many families prefer to
choose their provider, Choice is at least
theoretically possible in financing-type
programs. athough in practice some providers
niay not aceept patients i the reimbursement
levels are low.,

Dircet service programs can provide care in
arcas without an adequate number of private
providers, or wherever private providers refuse
o serve poor patients. Morcover, these
programs frequently offer a broader range of
sociland health services than are available in
the private sector. An additional sairgument for
direct service provision under federal, state, or
local government regulation and supersision is
the potential tor greater control over the content
and quitlity of services. Although controls are
theoretically possible under G financing
mechanisim. they are more ditticult to enforce,
Naevertheless, leaishators seem reluctant 1o
enpand direct service facilities. Communin
health centers, tanded initially through tederal
annts, have provided care 1o thousands of
people who woukd nototherwise have recened
it but these Lacilities are imited in number The
saie can e sad ob health department chinies

Basing Programs in the Health. Welfare, or
Education System. Proyious chapters hane
desarbed the increasing mmportance of the
wellare and educanon ssstems inoamproving the

health of poor families. I EPSDT is to reach its
maximum effectivencess in most states, the
welfare system will need to be convinead of its
vitlue and shown how to implement the
program cffectively, If foster children are to
receive the physical and mental health services
they need, the welfare system has to do the
outreitch. I children are to be saved from
repaiited episodes of abuse, the welfare system
must be strengthened. I homeless families are
to find decent housing, the welfare system must
provide aceess to it

But the welfare systen in most states is not s
able as the health system to monitor the content
or quitlity of hestdth care. Wit were possible to
go back in time and grant the health system
responsibility for the children’s Medicaid
program and EPSPT, the quality and content

of care might improve. Such a change seems
unlikely, however and progress is possible
only through greater colliboration, ‘The welfare
svstem has more clients and more money than
the health svstem, so the latter must reach

out to the former. A reassuring sign is that
meetings between Title Vorepresentatives and
Medicaid directors iive taken place periodically
tor the past tew vears and have resulted in
significant improvements in understanding

and in programming.

The education systeni is dalso deeply invaolved
in health issues, In most states the education
agenoyis the fead agency inmplementing
P 9957 which is designed 1o provide
services to children trom birth 1o age three who
dre expertencing deselopmental delay . have
physical or mental conditions that hay e high
probability of causing such delay . onar state
disaretion, care detined to beat social or
civironmental tisk of experiencing such delay
PLoOs- T2 which the education authority
abvwan s administers, serves daldren and

LY



Many low-income families eligible for child bealth care
benefits do not receive them. Application processes
are difficult; “welfare” is stigmatized; and some states
do not use assertive outreach metbods.

adolescents aiged 3-210 Education departments
need assistance with their new haelth-related
responsibilitics tor this age group.

The relationships between health and weltare
and between health and educiation are very
different. Welfare is stigniatized. People
sometimes forgo health benctits rather than
seek helpin i welfare office. Welfare remains
outside most people’s lives. Education,
however, is everyone's right: it is mainstream.
If health services are needed for children o
obtain the maximum bendfit from education,
parents uswally try to obtain them. Even so,
phlicing responsibility for monitoring health
services in the education svstem his
dissadvantages—mainhy because of that systent's
hitsic interest in education per se, and also
heciause universal coverage generally begins
only at age five. Finally, the education systent is
a complex burcaucracy. and local and state
policies vary considerably.

Formula and Project Grants. 'cderal laws
authorize both formida and project grants.
Formula grants ustilly go o all qualifyving
states, with the grant amount based on i
formula that divides the total funds available
according o Gictors such as the number of
individuals chgible or the number in poverty.
Project grants often go to organizations other
than states. are sty discretionary, and are
frequently compietitive.

Formula grants  sizchias the block grants
credated carlvin the Reagan administration -
Alow states or counties diseretion in the use of
funds: when o stite ora local commumity

hnow s how to plin and to allocate resources,
the tormula approac i encourages creativity .
Project grants are asualiv more speditic in terms
ol services to be provided and populatons to
b senved  Demonstration progects should
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always receive funding under project grants.
However, they often develop a life of their own
and are not defunded if they do not work.
When they are effective, the number of projects
is uswally not expanded sufticiently to make the
services aviilible to all who need them. The
project grant is probably the correct approach
when astate or locality appears unable or
unwilling to provide necded services.

The federal Maternal and Child Health Bureau
administers the Maternal and Child Health
Services Block Grant (MCHSBG). authorized by
Title Voof the Social Security Act. This is o
formula grant 1o states for a wide range of
services to improve matermitl and child health.
in addition, states and other agendies apply
competitively for project grant funds set aside
for Sncdial Projects of Regional and National
Significance (SPRANS). This combination of
formula and project grants, plus technical
assistance and other forms of guidance to assist
states and territories, has the advantage of being
flexible and of encouraging state initiatives.

During the Reagan vaars, the federal Office of
Matermal and Chitd Health had limited power to
intenvene when stite programs were sweak. and
accountability was generally Tow at the state
level The 1989 revisions of the Title V
legislation placed more demands on the states.
The law now requires that states conduct
statewide assessments every five vears on the
necd for preventive and primary care services
for pregnant women, infants, children, and
adolescents, and for services tor children with
special health care necds These assessments
must be consistent with the Heddthy: People
2000 abyectives, Grant applications niust
contain a plan for meeting identified necds andd
Ldescription of how block grant funds will be
used o carry out such a plan. States must also
stbmit annual reports mdicatng how nunm




individuals have been served, types of services
provided. and indicators of health status and
health problems. As of 1989 states were ilso
mandated to use 30 percent of tederal funds for
preventive and primary care services for
children. and 30 percent for services to children
with special health care needs. unless they
receive a waiver,

Administering Programs at the Federal,
State, and Local Levels. All three levels of
government need more effective programs to
improve children's health, The federal
government has the Lairgest ax base and can
cqualize ecconomic differences among the states.,
It should assume leadership in many matters,
particularly those involving Lirge expenditures,
such as financing approaches to health services.,
Stiates, however. are more aware of the
problems within their own boundaries and may
be ina better position to plan. Formula grants
cnable them to use federal funds in wavs they
believe are effective, Unfortunately. some states
seem unwilling or unable to care for the health
of poor familices, and in these cases the federal
government should have the power to intervene
directly or offer project grants to local agendies.,

Gty and county governments silso lave the
potential tor planning and providing services.
They should he encouraged to experiment with
new wavs of developing programs. But, as in
the tederal state relationship, the states should
be ready to ke action when local programs
are inadeqnte or of poor guality .

Addressing the Needs of Motbers and
Children—or the Health Needs of All. \l.in
prople consider the United States to be a child
oriented society, but programs oftenng henehits
to mothers and children do not always gain
substantial support. Health and salety measares
and tinancing proposals addhessed o the entire

population may be more likely to receive
attention. As noted recently, “Designing special
programs for children, separately financed and
administered. runs the risk of creating policies
and programs that fuil to address the brouader
forces shaping children’s health care and that
lack a sufficiently broad political base to assure
future public support.”3™3

Program Approaches

\Yhat steps are necessary to improve the health
of Americit's infants and young children,
particularly those who are poor? The first and
most important action would be to alleviue
poverty itself. In addition. improvements in the
cnvironments in which children live are
necessary, and personal health services must
become more available and appropriate.

Alleviate Poverty. Poor children's life
circumstances need to be improved now This
can be accomplishaed directly by providing their
Fumilies with such essentials as housing, food.,
clothing. child care, and transportation: or by
nutking welfare or other payments high enough
to emable families to purchase them: or by
emploving parents at waiges that enable themy to
rise above poverty, assuming high quality child
care: or by a combination of these approaches,

Maodify the Environment. Programs that have
made the environment healthier tor voung
hildren have had asignificant impact on child
health over the Last few decades, s deseribed
in Chapter ‘Pwo. Even so, neither the federal
covernment nor state and local legiskitures aowd
administrators are tully exploiting the
cnvironmental opportanities to further reduace
mortality, injuries. and illnesses, The reluctance
ol the federal government 1o require air bags in
automobiles is one example, and the kick ol
local entorcement of housing codes and o sate
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Aggressive actions will be required
to rid the environment of sources of lead poisoning
- and to reduce the tragic effect
of drug addiction on infants.

driving practices—such s the use of restraints
and the observition of speed linmits—is
another. Environmental maodifications can be
accomplished in i number of ways:

e Governments cian use their authority to
change the physical environment in which
children live—by fluoridating water supplics,
maoditying highways, climinating drug
trafficking in residential neighborhoods, and
undertaking simili: measures that do not
require the tamily's active participation,

o Legislatures can pass medsures requining
nanutacturers, kindlords, and others to
maxify products to ensure the satety and
health of those who use or live in them.
Vigorous enforcement must tollow
such legiskation,

o Organizations can provide families with
information and cducation about health-
promoting behaviors—baoth those cited in
the law., such as use of automobile restraints
and avoidance of illegal drugs, and those
outside the iw's jurisdiction, such as not
smoking and restricting children’s aceess to
harmtul substances in the homee.

Regrettably ,advocates and legiskitors rarely
think about environmental maodifications when
they consider wavs o improve child health.
These efforts have hittle glamour in contrast to
high-tecmology medicine. Nevertheless, injuries
renntin e primary ciuse ob death in childeen
betw een (e ages of one and five, and are
among the top 10 caases even for inbants under
age one. Injuries arealso major causes of
restricted activity and permanent handicappimg.
Lead continues to be tound m the blood ot
voung children, with a wide range of negatve
cticcts, Drug addiction leads o compromised
mbants and to pediatric ATHS,

Nt e onior

~

Increase iy Comrol. Chapter Seven
deseribed the regulatory and education
programs that could reduce injuries. ihe
knowledge is present, but the will scems
to be absont.

Prevent Tead Posornnng In December
1990-=20 ycars after Congress had dectared
Je wd-based paint to be o health hazard—the
d rector of the Centers fo, Discase Control
stated that “lead poisoning is the No. |
environmental problem Lacing Amercit's
children. Therefore, it will tirke i major

societ] eftort to eliminate it.” CHC's Strategic

Plan tor Eliminating Childhood Lead
Paisoning will involve the Department of
Housing and Urban Development ¢HUD),
the Department of Health and Human
services (DHEISY, and the Environmental
Protection Agency (EPALAT

In 1990 HUD issued the fist federal lead
guidelines tor the identification and abate-
ment of lead-based paint in public and Native
American housing developments. These are
recommendhitions and are not nundatory.
HUD also released asun ey showing that
three-quarters of the ™ million private homes
built hetore 1980 contain lead-based piint.
These 37 million homes house an estimatedd
9.9 million children under age seven. S8

DHIS will soon issue new guidehnes tor the
testing aned treatment of lead poisoning and
for Tead abatement, and state and ity health
departments will De responsible for manm
essential activitios, EPAL which has statatory
authority to regulate fead meair sorland
water, is evpected to lower the poerniissible
level of lead in donking water, ban fead
from plumbing fistares, and prohibit the
momeration and disposal ot Tead batteries

in public dumps
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This new new initiative will require
aggressive action by federal, state, and local
agencies it it is to be etfective. Older
housing, in which so many poor families
reside. must be checked for fead-based paint.
I lead is found. the housing must be nde
lead-free or destroyed. Deleading must be
conducted appropriately to avoid adding lead
to the air or the ground, particularly where
intants and toddlers pliy. In some arcas, the
soil is so contaminated that it literally must
be remaoved. Other sources of lead, including
gasoline, water, and industrial emissions,
must be eliminated or significantly reduced.
And infants and children, particularly those
in poor families, must be routinely tested for
blood lead: and when clevated levels are
detected, their environments must be
checked and the cause of the elevated lead
found and removed.

Reduce Drig ocaling. Drug addiction is
having a tragic effect on infants. both
directly. through physical and behavioral
problems., and indirectly, through incereased
violence and sexually transmitted discases,
including AIDS. The medical care and social
services costs of drug addiction are
staggering. Increased law enforcement
activities are essential to reduce drug
dealing. Inaddition, greater efforts 1o
cducate vouth are urgent. starting in
clementary school. Al women of
reproductive age should receive counseling
dbout the consequences of drug use.

Since drug deiling is concentrated in poor
ncighborhoods. reductions in poverty rates
might atlso lead 1o dectines in drag-related
violenee, trunnt, addicuon, and disease, It
dlternative ways to support oneself and one s
Lamily were available. the drug trade would
he fess appaaling.

Vireratond Welt-

Make Personal Health Services More
Avalilable and More Appropriate. Many
personal health services are clearly effective in
improving child health, particularly those that
are preventive in nature, Itis time to ensure that
they are availiable to all, that they are of high
quality, and that they include all the
components necessany to improve the poor
tamily’s health status. Among these essential
services are the following:

e Family planning

e Prenatal care that encompisses nutritional
supplementation. education, social support,
and substance abuse treatment programs
for pregnant women

e Perinatal regionalization

¢ Newborn sereening

e Immunization

o Primary health services Tor all children

e Spediilized health care Tor children with

special needs

While some health care planners question

the cost-effectiveness of frequent medicl visits
for scemingly well children tother than tor
immunizations). perhaps beciuse of a Lick ol
sensitive reseitreh, poor children need such
visits beaciuse they are more likely than others
to have problems that their parents do not
recognize ™0 Poor children and their parents
can benedit panticubarly from the anticipatory
guidance and preventive health counseling that
priary care settings should ofter,

As documented in Chapter Three, injuries.,
ilnesses, and hospitalizition oceur
disproportionately among children who live in
poverty - Conmmunity-based personal health
services are essenti o treat poor children who
are sick or injured. as well as o reduce
hospitalization and tsage of expensive hospital-
based clinies and emergeney rooms, In addition,
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children with special health care needs must
receive ongoing primary and specialized medical
care, IP-smipt and equitable enforcement of the
supreme Court's decision about the eligibility of
disabled children for Supplementary Security
Income will help in this process.

Expand Insurance Coverage. t'nsuring the
avatilability of personal health services entails
recucing financial barriers, ‘The federal and stie
governments are considering several health
insurance propositls, including these:

o Universal coverage. perhaps through a system
simikar to the Canadian maodel

*  Requirements that emplovers provide
insurance to emplovees and their dependents

e Medicaid expansions to include all people
not covered by emplover-hased insurance,
and perhaps allowing near-poor families
to buy coverage

* Insurance pools

o Combinations of the above, possibly
cmphasizing cost containment through
managed care, copayments and deductibles,
and other mechanisms

It policymakers are not vet prepared to enact

a svstem of health insurance covering all
Americans, they should seriously consider an
age-limited tederally supported insurance
program, financed through general revenues,

W hich would ofter universal, non—means-tested
corverage spedifically for family planning.
maternity care, and care for children under age
siv. Such a program cRidicare™) would be the
counterpart of Medicare for the elderly . h
would he expensive, even after current
Medicaid spending tor these services snd
administratny e costs are subtracted, but Kidicare
would cost less than Medicare or the expunsion
o tederal coverige to albage groups. Clhe costs
of reproductn eand child health care are low

relative 1o those of other age groups.) Ridicare
would remove the stigma attached 1o Medicaid
and. it reimbursement levels were equivalent to
those in Medicare, would allow tamilics to
choose their providers.

It Congress is not vet ready for this type of
comprehensive program—although one
suspects that the country is—the probxible
alternative is the combination of a mandated
program of emplover-financed health insurance
and a Medicaid program for which more
families would be cligible (perhaps with an
income criterion of 200 percent of poverty or a
huv-in option for those above a specified tevel
of income). A new insurance program. whether
Kidicare or an employer-financed. Medicaid
combination. should enforee @ minimum
benefit package, not keaving these decisions to
state diseretion.

Increase Health Provider Avallability.
Regardless of whether national or state health
insurance programs are initiated. providers must
be financially and geographiciatly available to
the poor. 1t is unlikely that adlmost any fevel of
Medicaid reimbursement aceeptable to
legishaitors will draw private providers into
certain undersenved areas, incuding inner cities
and the least sparsely popukated rural areas.

The federal government. in collabortion with
the states, should nrintain a project gramt
syatem to fund comprehensive tacilities in those
arcis. These would indlude local health
department clinics, community health centers
and migrant health centers, and possibly
hospital outpatient departments oriented to
primary care Suppo-t for publicsedtor facilities
should he satficient to attract protessionals and
to provide services ad surroundings that will
attract poor families. The National Health
senvice Corps should he expanded o help

e
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Many successfil bealth care programs
Jor young children bave not been replicated.
 Many existing services need to be |
reorganized and coordinated.

sttt these facilities and to provide care in
underserved arcas that need only one or two
providers rether than a comprehensive facility,

Most families, even poor ones, prefer seeing
physicians in private offices 1o attending
clinics—whether in hospitals, community heslth
centers, or health depantments. This preference
is prolxibly not amenable to change. Medicaid
reimbursement of physicians and others in the
private sector should be high enough to
encouriage them to treat poor families, and high
priority should go to devising financing
mechanisms that allow poor families to choose
private providers if they prefer.

The medical liability problem must be
addressed, especially in regard o maternity care,
In 1989 the Institute of Medicine recommended
several short-term solutions, including extending
federal tort claims coverage, or its cquivalent. to
government-financed community health centers
ar cTgrant health centers, and having states
citie mdemnity or subsidize the medical
professional liability premiums of obstetric
providers who participate in Medicaid or
otherwise offer cre to poor women, ¥

Expand Proven Programs. The Chapter
Seven review of nationwide programs
underscores the absence of expansion or
replication of successful initiatives. WIC and
Head Start are not vet entitlements, although
Congress has promised o make Flead St
aailable to alll EPSDT implenientation is
instdequate in many states. despite models of
cffective service delivery. Tiere, as well,
Congress lus moved o toree the states to enroll
more poor Children in the program: Progeams
for pregnant and parenting adolescents are still
demonstrations, and home-visiting progrims .are
sl experimentil. Areas that could benetit from
primary health care Lacilines, such s

community health and migrant health centers,
and local health departments, cannot obtiin
them. Additional federal and state funding is
essential to make these programs available
where needed. (Within Our Keach: Breaking
the Cyele of Disadvantage by Schorr and Schorr
rrovides many examples of effective programs
and suggests what nuikes them work. ™)

Some actions that should be tiken are:

o conrert WIC cored Head Start 1o Entitlements.
Two quasi-entitlement programs particularly
should be converted into full entitlements:
WIC and Head Start, These programs have
proved their effectiveness and should be
able to register all who meet income, age,
and other relevant criteria. Funds for
outreach activities should accompany this
conversion to make all eligible families
aware of the availability of these programs.
Federal and state agencies should encourage
local providers to expedite enrollment,
offering weehnical assistance when needed.

o [ nlere the PPN Progran Aggressive
implementation ot EPSDT might lead to
major improvements in the health status of
poor children. All Medicaid-cligible children
should receive sereening. diagnosis, and
treatment at aceessible and dceeptable
facilities. Screening follow -up is essential to
cnsure that diagnosis and appropriate
treatments ocour, sand children should be
recalled for periodic examinations
appropriate times. Even under these
circumstances, however, restrictive Medicdid
cligibility procedures could linit the number
of poor children who would receive any
services or i full ringe of services,

For EPSDT 1o reachyits potential, states must
move decsiv el o encourage enrollment,
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to develop needed follow-up systems, to
reimburse providers at levels that will
encourage participation, and to increase the
range of covered services. New federal
legislation mandates many of these
muasures. The active participation of the
health department’s maternal and child
health unit has led to higher screening ritios
in some states, since health departments are
more likely than welfare departiments 1o
conduct outreiach,

o /ncrease Taraeted Programs. While this
monograph advocates entitlement and
universal approaches to improving child
health, some targeted programs clearly are
essential to help those poor women and
children who are at high risk. Universal
programs are usually inadequate for the
needs of these individuals, Special expanded
programs ire necessiary for children in foster
care, migrants, Native Americans, the
hor, dess, and families residing in inner-city
houing projects and remote rural arcas.

Reorganize Existing Services. immcediate
action should address improving existing
senvices, Poor families cannot wait for the
outcome of the current health insurance debane;
morcover. these improvements woutld be bene-
ficial regardless of the outcomie. Steps should e
tahen immediately to improve health services:

o Dicrclopra Netiweyk of Promery Care Facilitios
A nationwide network of publicly supported
prinany care facilities should serve arcas
W here private practitioners are absent or
where they do not serve the poor. This
network should indlude the existing local
health department Chinies, community and
migrant health centers, and hospatal
outpatient departments. The network should
tetlect a phan based onan assessment of
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underserved areas, eliminating facilities that
are duplicative. and adding new facilities
where needed.

Coordinate or Integrate Primary Coare
Lacilities. Federal and state policymakers
should review the current functioning,
distribution, and financing of community and
migrant health centers and their relationship
to health department clinics. Community
health centers undoubtedly provide aceess 1o
services that might otherwise be difficult or
impossible to obtain. Consequently . the
federal government should continue to
expuand these facilities both in funding level
and in numbwr.

When these centers first openad, in the 1900s,
they improved the health of poor families
and provided better health care than was
othenwise available. They were phiced in
underserved arcas and were required to
include community residents on their boards
of directors, These teatures and others
ciabled them to respond to the needs of the
Laimilies and individuals who entered their
facilities, 1o reach out to those who needad
but had not sought care, and 1o plan solutions
to community health problems. For a varicty
of reasons, primarily the continued struggle
for adeqguante funding, some community
health centers may no longer be performing
their unique mission. In some communities
they remain the only source of primary health
services for poor Lamilies: in others they
operate as alternatives to hospital outpatient
departments and health department clinies.

The role of the health department climc in
tockiv's child health care seeneis unclear: As
with community health centers, local health
department clinices in some areas are the
onlhy source of Lamily plinning, prenatal




Poor families need a wide range of coordinated services.
Yet tbey are the ones most likely
to be offered care in limited-service facilities.

ciare. and well-child or primary health
services. Inothers they are alternatives to
hospital oupatient departments and
community health centers.,

sSome advocates have suggested that health
department clinics drop their “well-child
conference” orientation and move toward
full primary care status. Some clinics have
made this change, including several tha
began as Children and Youth projects. Other
experts believe that such a change would be
detrimental. 1t might reduce the number of
sites at which care is available: it might be
expensive beaause of the need for more
highly trained personnel: and private
practitioners might see it as competitive,
(Health department or Visiting Nurse
Association nurses often operate the well-
child conferences: they gencrally do not
have midlevel nurse practitioner training,
and they are not viewed as competition.)

Several states have already converted dheir
health department clinies into full-service
facilities. The role of health department
clinies in states with statewide Medicaid
waivers, which place i large proportion of
poor children in health maintenance
OTINIZILONS, also warrimts examination,

The acrual nntegration of health department
clinies and community and migrant healih
centers intoa single ste sponsored system
ot aibulatory hiealily centers has been
saggested. 7 Coneern abour the depth of
state health department interest inthe health
necds of poor tanulies, particularly i areas
with Lirge minority popualanons, hielped 1o
create the communiny health centers and
may sl be relevant today - Also, the tear
that <hddreen =get lost™ ina svstem tha
serves allagessand parmicolariy the elderdy .
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must be addressed. Nevertheless, having two
systems of primary cire within a state
appears incfficient. 1f the model for
integration were that of the community
health center—that is, o comprehensive
Prinuiry Gire ¢enter responsive to
community needs and preferences—rather
than the health depaniment modet of well-
child care under a centralized authority, then
the advantages of such an integraed system
might outweigh the disadvantages.

Phase Out Limited-service Clinies. A prinry
care network would be most effective if
facilities offering a limited range of primary
care services were phised out in fuvor of
full-service facilities. Families prefer and
need continuity of care: poor families, in
particular, often do not follow through on
referrals: and it is difficult to transter
information important for medical care from
one site to another. Families who pay for
their care out of pocket or through private
health insurance do not seek prenatal care
from providers who do not plan to deliver
their babies. Nor do they seck immuni-
zations or well-child care from providers
who do not treat their sick children. Poor
fumilies, who probably necd continuity of
care more than higher-income families,
should not han e to seck care trom facilitios
that provide partial services.

Asseen Pleonang and Quality ¢ onetrol
Responsibilities A state ageney must take
responsibility for analvzing maternal and
hild health care necds and servicees,
derermining w here gaps oceur, and finding
wavs to provide services 1o the necdy . Such
anageney also might be responsible tor
monitormg qguahity. The 1989 Tale \
leaislation requires state maternal and hild
health agenaes o conduct needs

115

e
[ %8

'

'
e,

i

T
PR P

B o



assessments and to plan, but state financial
resources are often insufficient for the
plinning stage or the development of new
projects. Many maternal and child health
units in state health depantments have
already assumed a quality control role.

Change Unfriendly Institutional Practices.
Institutions sometimes create financial and other
barriers to services. Many obstacles, such as
waiting lists and long delays in offices and
clinics, are the result of inadequate funding and
understatting. Other obstacles seem to be a
function of insensitivity. Expanded staff training
and education are essential to detect and
ameliorate these sitwations, Many dise
numagement and social support progriams
spend a great deal of time guiding tamilies
through complex. ditficult. and unresponsive
systems, I institutions received encouragement
to make their procedures more “user triendly,”
and obtained assistance in doing so, outreach
workers and case managers could spend their
time more effectively.

Some communitios appeir to believe that
additional programs are the only solutions to
their maternal and child health problems. Ofen,
however, positive results cian come about
through modification of burcaucracies, however
entrenched, and explorations of the strengths
and waithnesses of programs, followed by
necdoed changes.

Modify the Content and Delivery of Care,
Foor families trequently necd progrims
designed tor ther specitic health and socal
problems iand do avered in wans especially
dcapted tor theme. For many poor women and
hildren, the services of sodial workers,
nutrionists. transhators, outreach workers, and
others e essentl Factlives serving the poor
need shoent funding to emplov these stlf.

some maternity care offered to poor women
taday is inadequate for their degree of obstetric
risk. Assessment of the adequacy of prenatal care
should not be hased exclusively on aspects of
the woman's behavior—that is, whether she
initistes care in the first trimester of pregnancy
and follows the American College of
Obstetricians and Gynecologists (ACOG)
schudule of visits, Certainly, carly initiation of
care and visits appropriate to level of risk are
important, but the content of the care is equally
important, as is the quality. Early and frequent
visits cannot always improve the outcomes of
pregrancy. particularly among poor women.

in the absence of such comprehensive services
as nutrition supplementation and education.
programs to end smoking and other addictions,
specilized wsts such as maternal serum dalpha
fetoprotein and amniocentesis. and premature
Libor prevention. Education and counseling
services for pregnant women should be aviilaible
at medical care facilities, in neighborhood
centers, and at home: in person, by phone,

and through audiovisual materials; and on
one-to-one and group Dasis,

It the quality of care is inadequate—hedause
the providers are not well trained or the
facilitios are underequipped s i consequence
of Lkick of funds or kick of interest—prenatal
care will not reach its potential. Lubor and
delivery services in acilities sappropriaie to the
level of maternal and infan visk, and within
well-planned and well-integrated regionalization
svstem, arecalso essential.

Poos Gimihes need better information and
cducation about their needs and the most
ciicctive wavs of mecting them. A diserepandcy
seems o enist betw een what providers beliesve
isappropriate personal health care and wha
nany poor Limihes seek: this discrepancy nan
be due tomadequate education. For example.




Infants from poor families are more likely than others
to bave bealth problems their parents do not recognize.
- Preventive bealth counseling should be available
Jor young low-income parents.

some women believe that carly prenatal
GIIU IS UNNCCUSSIry.

similarly, with regard to the cire of the well
child, nny poor tamilies do not understand the
vitlue of periodic examinations after
immunizations are completed. I the discovery of
unknown conditions is rekatively low between
the ages of one and six, perhaps healthy children
do nat need 1o see i physician frequentlyin that
period. Rather, they can undergo sereening in
one of the other svstems in which they are
involved. With an ever-increasing proportion of
preschool children in child care. compulsory
exdamintions prior 1o admission, such as those
conducted on school entrance, would help many
poor preschoolers, Iimmunizations, assessment of
growth and development. nutrition education.
and similar services and educition could take
plice at chikl care facilities. Many Head St
centers senve s models for this.,

IUis casy to understand w hy emergency rooms
are often the preferraed site of care for poor
Bumilies: noappointments are needed for visits,
the facility sometimes ofters transportation, and
it provides care tora range ol conditions. Poor
families should e made aware of the imitations
A appropriae dse ol Cmergeney sernvices,
More important, administrators should secek
remedies Tor the problems that make tracditional
PHDLINY Care SHles Seent Unresponsis e,

Health providers ind policvnnikers often
secim convineed tut the was health care s
oltered now s the onhe sy that i can be
provided even though mame peaple who
necd health care tnd the system unaccepable
Fapermentation with new forms of health
e deliveny should be encouraged  such as
school Tuased chimes and the use of midleved
practioners, home visstma and mobie vans

Concluding Thoughts

something must be done to improve the health
ol poor young children. Simple justice cries out
for them to have a start inife, in terms of
health, equial to that of the nonpoor. ‘They have
not chosen to be born into poor families and
should not suffer because of their parents’
situation. Fortunately, child health advocues
need no longer rely only on the equity
argument. The business community is stwitre ol
its stake in the health of children. Without
healthy voung children, this socicty will not
nutintain an efficient work force or an effective
military establishment.

Basic changes are essential to improve the
circumstinees in which poor yvoung children
live, The studies reviewed in Chapter Three
nutke it clear that among the Gictors contributing
significantly to the health problems of infants
and children are poverty, inadeqguate piarental
tparticularly maternah) education, and having
teenag  nother, The chain of causality may start
with education and procead to employment, the
dekay of parenthood, and the encouragement ol
stible Family ite, Along the wav, o more healthy
ensironment. improved health practices, and the
ability to obtain health care mas help achiese
hetter haalthe 10 is imperative that this societ
tined Wavs o k(‘up voung women and mer
school until they receive an education tha
enables thens to hecome productive members ol
societyas well as informed. active parents 1his
should beatop domeestic prioriy .

1t s dithcult to understand why obtaiming lunds
tor Medicaid espansion or programs to reduce
inbant mortahty is casier than fimding sapport
for mposativee educitional servaces, tor tannly
hottsimge, o tor converlig W I into an
cntitlement prograom This s not to deny that
treiendaus eHionts e necded o secure
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additional health care dollars, but rather to
suggest that Tegiskors are at least sympathetic
to medical necds—even when they are unible
to find funds o mect them. Pleas tor funds that
would make children's lives worth living, not
just keep children alive, receive less attention,

U nfortumately it is very simple tor those
interested in the provision of child health
services 1o say, "My business is health,” and
[cave the problems of education, housing. and
weltare reform to experts in those ficlds, The
avidence suggests, however, that health is
more powertul lobiwy and that legiskators believe
they can solve, e at leastalleviate. some of the
problems of poverty by providing personal
haalth services. Perhaps the time has come for
health care experts to acknow ledge the
wakness of the interventions they provide, to
stop medicalizing”™ social problems., and 1o join
forces with those groups concerned with the

Kirger problems—and in thit way to reach their
own goals of reducing mortality and morbidity.,

Children must be wanted not only by their
parents, but also by socicty—and children
growing up in urban slums or rural squalor
cannot feel wanted. Legishitors have assisted
other populations. They have lifted most of the
clderly out of poverty twhile leaving many
voung families in dire circumstances), and they
have made renal dialysis thut not prenatal care)
available to all. This society needs interventions
atall ages and throughout many systems to

improve the life options of parents and children.

Children should not be living in poverty in the
United States today. Perhaps the most important
task for child health advocates is to inform
those who govern, and those who clect them.
about the magnitude of the burden an
unresponsive socicty places on childeen.

Legistators hare
lifted many of the
elderly out of
poverty and
provided Medicare
Jor their health-
related needs.,

The time has come
10 provide

equal benefils

to the young.
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~ Glossary

Ald to Families with Dependent Children
(AFDC). In 1935 the Sacial Seeurity Act established
Aid 1o Dependent Children, @ cash grant progrnm
enibling stites toassist children who did not receive
financial support from their Gathers and who were in
need. This program was renamed Aid to Famities
with Dependent Children in 1963, 1t now provides
casl payments for needy children who Lick suppon
beause at leist one parent is deceasad, disabled.
continually absent from the home, or Ga the option
ot the state) unemployed. Since 1990 states Iive
been also required to provide cash payments to
needy ino-parent Bimilies whose principal carner
has been unemploved for sis out of 12 months.,

Centers for Discase Control (CDC). This agency.
headguartered in Athanta, Georgia, is the primary U S,
government orgarizition for discise prevention iuxd
control, and health promotion, CDC s pant of the
U8, Public Health Serviee. within the Department of
Health and Human Services. IEencompisses four
centers ind one institute: the Center for Intectious
Discises, Center for Enviconmental Health, Center tor
Health Promaotion and Education, Center for
Prevention Services, aind Nattional Institute for
Oceupational Safety and Health,

Children and Youth (C&Y) Program. This tederl
spedial grants program. legistated through
amendments made in 1905 to Title V' of the Social
Sceurity: Adt, funded projects tor comprehensive
health services for children and vouth. Originally,
CXY projects were awarded as diseretionany grints
through the fedentl Children's Bureiu es liose health
progruns are now within the Maternal and Child
Health Burean). Laer. they became i requirement tor
stite Fitle Vo programs Atter [9R], states werd no
lomge s required 1o hinve one or more CRY projes,

Civilian Health and Medical Program of the
Uniformed Services (CHAMPUS), The Depanment
of Detense operates this program to cover medical
care costs for spotses and caldreen of actis ¢ militin
persanneland tor retired military personnel i
their dependenis, whenes er government medical
Facihties are unavailable. Among tederal programs,
CHANMPE S s second ondy o Medicad in the size of
s support tor chaldren s health e

Community Health Center (CHOY ' hese faahities
provade primary bealth case to residents of arcas
decmed medhoathy underseryed by the Secretan o
Healihand Huonuan servces Although polioes v
ot center to center. generdi b imdivadoals troan
these areas nuy obtan services

Current Population Survey Current Populition
Reports CCPSYCPR). The Burcan of the Censts, U s
Depattiment of Cotmmmerce, conducts survess and
publishes oseties of populanon reposts i addstion 16
the decennnd consus teports Penrodie sanple suneys
obtam date on o ome, poverty health s e
chadd v and other beadth relared vanables Phe
TCpotts present OSHRLITes progc Bons s ampie connis
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and special studics of selecied segments of the
LS, popukation, .

Early and Periodic Screening, Diagnosis, and
Treatment (EPSDT) Prograsm. this health cre
prograni, administered by the states, offers carly
health sereening, dingnosis, treatment, and periodic
follow -up services to Medicaid-cligible infants and
children. 1is mandired by federal iw and is funded
by states and the federal government,

Emergency Maternity and Infant Care (EMIC)
Program. EMIC was initiated during World Wr 1o
provide matermitl and child hestlth senvices to
pregint wives and infants of personnel in the
lowest ranks of the armed services, The 1913-1918
program was administered by the Children's Bureau
through state health departments.,

General Accounting Office (GAO). The GAO
assists Congress, its committees, saind its members in
their fegishuive and oversight work. 1t nikes
recommenditions for more ¢lficient and effective
government operittions. The GAO studies hestlth-
related problems when requested 1o do so by
Congress or upon the recommendation of GAO
health policy statt.

Health Maintenance Organization (HMO), 1M MO
are organizations that integrate service delis eryv with
financing to encourage cost-etticient beliviors
both consumers and providers. Consumers usually
join HIMOs through their place of employment
Members of HMOs pay a tised annaal or monthly
fee, independent of their nse of services, and they
are covered only it they use the HNO sttt and
facilities, i they seck services outside the HNO, they
pay tor these services directhy, with fesw exceptions
The MO assumes some of the tinandial risk or gan
v olved in the provision of services. Primary care
practittoners coordinate patient medical Gare to
raduce ov eritilization,

Hispanic Health and Nutrition Examination
survey (HHANES), in the National Health and
Nutrtion Faamination Survess osee below
conducted durmg the 1970s the number oF Hispanics
i the samples was oo sinath to pernnt reluble
ostimates of then health statas Fhe Phspanie Health
and Nutrten Faamimation sunves swais condugted m
Tos2 198 1o obtam data on the bealths ond natnteon
of LS Thspanic groups The three wroups studied
wete Mestoan Ninctcans resicdins i seledcted
conbes of Avizong Cahitor, Colotado, New
Messcosand Tesas, Cuban Amcinans resiching i
Pade County Hlopdie and Pacito Ricans tesiding m
the New Yorh mctiopohitan ane

Improved Child Health Project (ICHP). (g
19T o ampren e lntd health onatoognes e
Tederal tapon ed Chald Frealth Progect $ollow e

the patten ol the Tipros ed Pregnaney Onteeane
CHPOY Proctimt tsee nest joage s X puation of the
Bandmg o TOHT Bowever conaiod g bosputald g
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Inproved Pregnancy Outconwe (1PO) Program,
Initiated in 19706, this special federal program was
Liunched in response to national concerns about
infint mortality and morbidity rates, The fed.nl
office of Maternal and Child Health awarded five-year
grants between 1977 and 1980 to 34 states rinking
poorly in infant mortality,

infant Mostality, Intant mortality incudes all deaths
in the first year of life, including those in the
neomital and postneonatal periods. About 1 percent
of live-born infants in the United Stnes dice in their
first vear of life—38.910 in [98K. (See also Neonatal
Mortality and Postncomatal Mortality )

Intrauterine Growth Retardation (JUGR) TUGR is
adetay in the normal growth and devdiopment of
the fetus due to genetic Bctors, neternal disesise, or
fetal malnutrition. Infants who have suffered from
IUGR are referred to s snall for gestational age or
soitl] tor date. ‘They nuay be fuldl term or carlicr or
Ler than 1.

Low Birthweight (LBW). Infants weighing less than
2500 grams tor 51 2 pounds) are considered low
hirthweight. Infants weighing 800—1.500 grams ire
very low birthweight. tngints who weigh less than
800 grams are extremedy low birthweight.

Maternal and Child Health Services Block Grant
(MCHSBG), This federal block grant program,
authorized under Title Voof the Social Security Act,
provides funds 1o states for health services to pregnant
women, infiunts, children, and adolescents. States
determine the services 1o e provided, whiclvean
inchude prental care, veell-child dinies, immunizitions,
dental care, family planning, and a wide ringe of
inpatient and outpatient services for children with
specitl calth care needs. Crested Dy the Omnibus
Budgat Recondiliation Act ol TORI1, the MCHSBG
consolidated several categorical grant programs.

Maternal secum Alpha Fetoprotein (MSAFP),
MSAFE Feveds are measured during pregiines o
detect neural tabe defects.anencepluly, and sarious
chromosomal problens, suchi s Down syndrome.

Maternity and Infant Care (MIEC) Program,
Authorzed m 1903 as G tederal state inititive to
reduce inbant mortlity and morbiaity . the MIC
program ollered presentive, diagnostic and hospital
seryices to low income women and their inkints.
Opiginaliv MIC projects were asarded as
discrcnonary grants through the federal Claldren s
Bareau tw hose health programs e now within the
Mtcrnal and Cluld Headth Bareaur Lager thes
Decie areguitement for state Title v pregrans
Aer TOST sbites were no longen requisted to e
ot o ore MEC projeces

Moedicr o hitle NN o e S Ll Secnnty At P.l\\(‘(’
i 1063 Jathonzed Medicad ae o means tosted
cntitlement program o medicalassestance venden
paviments Hhe progeam was desianed o provide
incchoal assisbanc e to necdy Limties wath \|\';K'n(|(‘m
haldien and toased, blind. or disabled mdn cdoals
whosc mcomes and resaatices were msufhowent to pos
S neeessaty iediead servies < A the tederal Tevel thi

program is administered by the Health Care Financing
Administration of the Department of Health and
Hunun Services. In 1987 the federal government gave
states the option to raise the income eligibility level of
pregnant women and infants to 185 pereent of
poverty. Effective April 1990, Medicaid cligibility was
mandated at 133 percent of poverty for pregnant
women, infiunts, and children up to age six. Since each
state designs and administers its own program within
broad federal guidelines, there are substantial

Aritions iimong stites in persons covered. services
offered, dand amount of payment for services.

Metropolitan Statistical Arca (MSA). An MSA is a
grographic arca consisting o a Large population
nucleus with adjacent communities that hive a high
degree of integration with that ceonomic and social
nucleus, The definition specifies i boundary around
Lirge city, usually including most or all of its suburbs.

Migrant Health Center (MHC), These facilities
provide primary and some supplementary and
environmental health services to migratory and
seasonal agricultusal workers and their faimilics.

National Center for Health Statisties (NCHS). The
Nationul Center for Health Statisties is one of the
najor fedend statisticil organizations, 1 has
legiskitive authority to collect statistios on the estent
and mature of jllnc.: and disibility in the United
States, including life eapectingy: incidence and
previdence of acute ind chronic illness and disability:
infant and maternal mortility and morbidity:
determinants of health: health resousces; use of
health care resources, including use of ambulatory
services, hospital cire, nursing homes, and other
long-term care frcilities: health care costs and
financing: and LGimily formation, growth, and
dissolution. The Center conducts numny anmaal,
periodic, and longitudinal surveys to prodace a wide
range of health statistios, It obtains reconds or
computer files from states and other registrition iecas
1o publish national dat on vital statistics, 10 maintains
an inventory of health tacilities.

National Health and Nutrition Examination
surveys (NTANES L These angoing survevs were
designed 1o cassess the headth and nutritional status of
aduds sind children in the United Stares through
interviews and direct physical examinations. The
interview indudes demographic. socioecononiic,
dictary, and health-related questions, The
Chdmingion component consists ot medical and
dental examinations, physialogical measarements,
and Libogators tests The datin are used 1o estimanee
the prevalence of magor diseases, nutritional
disorders.and potentiil vish tactors The data e also
the basis for natonal standards tor such
mcasurements s heht, weght. and blood presaane
These dataare used m epidenuological and headth
scenees tesesach to diedt and \|\'~lgll hcabth

progr s and services NHANES T as conduacted
trom . 7 through 1974 froma sample of the
civthan, nonmsttitiondhized U S popubation aged

P 7 NHIANES B oomduated from 1976 tnongh
tuso, tageted those aged sivmonths 1o 7 veans
Eyata collection for NFEANES HIE began i Juss
andbwall contmne for sivvears The saanple wall
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represent the civilian, noninstitutionalized population
aged two months and older,

National Health Interview Survey (NHIS). The
NHIS, carried out by the National Center for Health
Statistics, is a continuing nationw ide survey in which
data are collected on the incidence of acute illnesses
and injurics, the prevalence of chronic conditions
and impairments, the estent of disability, the
utilization of health care services. and other healih-
related topics. The NHIS data have been collected
through personal interviews with houschold
members by LS. Bureau of the Census interviewers
since the survey's inception in 1937, The
questionmiires consist of two patls—a set of basic
health and demographic items and one or more sets
of questions on current health topics.

National Health Service Corps (NHSC)L The 1970
Emergeney Health Personnel Act (. 91-263)
authorized the NHSC to recruit and place physicians
and other hesth professionals in arcas designinted as
having health personnel shortiges. NHSC wis
mitistlly conccived as i response to the Lk of
physicians ind other health providers in roral arcas,
but the Corps Liter moved into impoverished

urhan arcis.

National Hospital Discharge Survey (NHDS), The
Natiomal Hospital Discluirge Survey is a continuing
nationwide sample of short-stay Gaiveraging less than
0 daysy hospitalization in the United States, #has
been conducted since 1905, [nformation gatheered
includdes trends in hospital discharges, dingnoses,
procedures, andsiverage leagth of hospitalization.

National Medical Care Utilization and
Expenditure Survey (NMCUES), Conducted in 1980
and JORT by the National Center Tor Feahth Statistics
and the Health Care Financing Administration. this
sunvey examtined both utilization and expenditure
dati on various types of medical Gire Tor use in cost
containment. planning. and eviduation. it obtained
cata on health, sccess toand use of medical services.
associated charges, sources of pavment. health
insunince coverage, and expenditures and health
services with specil emphasis on those provided
under the Medicaid and Medicare programs,

Nationil Natality Surves (NNS) Sponsored m 1980
by the \abonad Coenter lor Health Statistics andd
several other tederal agendies, the NNS estended the
range of mbarmation avadable in the vital statisticos
tegistration sestent. The NS sinpled mothiers,
physicians, ospitils, and other medcal roviders in
the pregnaney telited service ared to olngin data on
nkband tamity characensios, prenatad health
behavior maternal health practices such as smohing
andd dombhing hetore and during pregnancy
breasttecding, Tow il eight. and tanmihy planimg
and sterdization

Notionial Steves of Family Growdi oNab G, Fi
portodic suves s sponsored by the Natonal € enter fon
Healthy Stinstos s hased onmienviews of asample of
womnen ol reproductive age Phe NS dataare o
Prvean somce o infonnation on bos ferhn

pattcins mtertdiy reproduciive heath, contraception

hildbaaring plans, sex education, and AIDS, The
survey lso obtains infornkition on topics related to
child development, family compasition, unwanied
childbearing, adoption, adolescent pregnancy,
unmarricd motherhood, prenctal care, postnatal care,
and infant health, Cycles 1<V were conducted in
19731974, 1970, 1982-1983, and 1988, respectively.

National Vital Statistics System. Through the "
National Vital Statistics System, the National Center S R
for Health Statistics colleats and publishes diit on '
births, deiths, life expectancy, infant mortality, fetal

deaths, abortions, marriages, and divorees in the

tnited States. Data are published in Vitad Statistics of

the Unitod States. Monthly Vital Steatistics Reports, and

Vital and Health Stetisties.

Neonatal Intensive Care Unlt (NICU). These
service units are found in hospititls that deliver nany
high-risk women. The units use high-technology
cquipment to care tor infints who require monitoring
and theriapy because of low bithweight or other lile-
threamtening conditions.

Neonatal Mortality. This statistic is the number of
destths of live-born infants less thin 28 diys old. The
neonital mortality rate is typically reported ais the
number of deatas per 1,000 five births.

Office of Technology Assessment (OTA). Fhis
congressionat ollice wis created in 1972 asain
snmalvtical wrmi of Congress, OTA's Dusic function is to
help legislative policymakers anticipate and plan for
the consequences of echnojogictl chuinges and to
examine the ways in which technology atfects
people’s lives. Studies are conducted in the

area of health,

Personal Health Services, Personal health
services™ and medical cire” denote services
provided by, or under the direction of. physicians or
other clinicians. While such ciare may be preventise,
it olten involves the treatment of e acute or chronic
illness oran injury. These services can be contrasted
with public health communitywide approaches o
mproving a population's health status,

Postancomatal Mortadity, L his statistic s the numbeer
ol deaths of inliants trom 28 dass old 1o the Tirst
hirthday. The postneonatal mortality rate is

tepically reported as the number of deaths per 1ono
liv ¢ births.

Poverty Fined Hhe taderal government states that
Lanities are hying i poverty i their cashiincomes,
indludimg cashyassistance from the government,
adjusted for Loy size, Bl below o minunom
stanchardd The indes s hased onthe Depaitiment of
Aarrcndture s PO01 Loonomy Tood Plan and reteas the
difterent consumption requaements of Lanshes based
o thaer size and compositon. The Depatment of
Agntcuture s TUSS Snvey of Food Consumption
determimed that the average Lannly daour persons
spentapprovimatels one thrd of s meone on tood
The posenty fevel was theretone setat thiee tmes the
cont o thie toomonn Food Phin and adjusted tor
tinnly size The povens dine s apelited annuatiy o
tetlect chanses m the Cansumer Prce Indes



Presumptive Eligibility. This is an Omnibus Budget
Reconcilintion Act COBRA-T980) statute that gives
states the option to designate certain health providers
as qualified to geant temporary Medicaid eligibility for
pregnant women while their formal application is
being reviewed. The providers are not held liable it
the women are decmed incligible Tater.

Public Law 94-142. Fnacted in 1975, PL. 94-142,
the Education for All Hundicapped Children Act,
regpuires states o provide a lree, appropriate
education for all handicapped children between
Jand 21 vears of age tescept where services for
S-o-vaar-olds and 18=21-vear-olds are inconsistent
with state law b individual Educational Plans
UEPs T must be developed jointhy and regulardy

Iy parents and school statts, with legally binding
provedural sateguards.

Public Law 99-457, Enacted in 1980, P 9Y-487
reaathorized the Education tor M Handicapped
Children Actand amended it to include an carly
intersention program to meet the special needs of
handicpped intants and toddiers and their families,
The Preschool Grant Program extended the rights
and protections of P9 142 so that by 1990 all
handicapped children from three vears of age had
the right to a free. appropriate public education.
CApprosimatels T0000 were not being sersad
under P19 2o Part HL the Handicapped Infants
and Toddlers Program. provides new funds to states
to develop a statewide sy stem for comprehensne
carly intervention services tor hamdicapped infuants
and teddiers thirth through age twor and those .
risk of developing handicaps, as well as services
for families so that they G Lailitate thedir

child's dey ele pnent.

Social Security Act, Passedin 1935 the S odial
securnty Act esttbhshed the public provision of did to
dependent children, old age and survivors” insurancee,
And contributions to state unemployment insurance.
Phe Socil secariny At now includes authority tor the
Ard to Fannbes with Dependent Cluddren. the Foster
Care Adoption Assistance. and the Child Weltare
Servce programs Clide I8V 1 nnnermal and hikd
heahthy progeoms e Vv the supplementat Secanty
Incaome program cDitle NV Do Medicare Clitke NV T
Medicad Chitke NN e sodiad sevice grants

to states e NN\

sSpecial Projects of Regional and National
significance (SPRANS)L E pto 1S percent ot the
At and Clold Fiealth Sevces Blook Grant man
Deset aside tar SPRANS demonstiation progects Tiese
Propects ot enteate onaesears oty of health

prolessionals; innovittive ways to deliver health
services to mothers, infants, and children: and the
development of systems €1 1o provide early and
offective treatment for handicapped children and

(21 1o enhance a Family s ability to care for a child with
speecial health care needs.

Special Supplemental Food Program for Women,
Infants, and Children (WIC). This federal program
provides cush grants to ¢ach state for nutrition
services. WIC sites, often Jocated in public health
clinics, provide supplemental foods and nutrition
ciucation for low-income pregnant and postpartum
women, infants, and children through age four who
are determined to be at nutritional risk. Bencficiaries
receive appropriate reerals for health services,
supplemental foocd may be in the form of cither
actial foad items or vouchers valid for purchases of
specitic tood items in retail stores,

sudden Infant Death Syndrome (SIDSY SIDS is the
sudden death ol any infant or very yvoung child that is
unexpeded by medical history and for which
postimortem fails to demonstrate an :ldt‘qll‘.llc Citlise,

supplemental Security Income-Disabled
Children (SSI-DC). SSE permanently authorized by
Tithe NV ot the Social Security Act, wis reated to
assure i minimum cash income toall L blind, or
disabled persons with few ligaid ase wol 197,
a child inder 18 who has animpa .ent. such as
deafness or severe mental retards . comparable in
severity with that of a qualitving adult, may also be
considered disabled and thus receive SSE-DC In
1900, the Supreme Court ruled that the strict medical
criteria being used for SSE-DC unfairdy excluded niiny
children with other disabilitios, such as AHDS; evstic
tibrosis: and Down syndrome, muscular dystrophy,
spinat hitidit, and other birth deteas, The Count
ordered the Social Security Administration not to
deny benelits to poor children with severe physical
or mental disibilities. The federal government fur. Is
the hasic income award, and stites supplement it at
their aption aud espense,

Title V. Phis is the title of the Social Security At that
duescribes the Matermal and Clild Hlealth Services
Block Grant, Lastamended in 1989, esee MOCTISBG )

Title X, this s the tithe ot the Public Health Serviee
Aot that describes the tederal Lomly planning
progran, enacted i (V70

Title NN This is the atde of the Social Seounty
Vet thaat dese ribes Medicad, enacted m 19035,
vSee Madicand
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