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LAW AND POLICY AFFECTING ADDICTED
~ WOMEN AND THEIR CHILDREN

THURSDAY, MAY 17, 1990

HousE oF REPRESENTATIVES,
SeLECT COMMITTEE ON CHILDREN,
YourH, AND FaMILIES,
Washington, DC.

The committee met, pursuant to notice, at 9:37 a.m., in Room
1364, Longworth House Office Building, the Hon. George Miller
(chairman) presiding.

Members present: Representatives Miller, Boggs, Weiss, Evans,
Durbin, Packard, Hastert, Holloway, Smith of Texas, Smith of Ver-
mont and Walsh.

Also present: Representatives Fawell and Hyde.

Staff present: Karabelle Pizzigati, staff director; Jill Kagan,
deputy staff director; May Kennedy, professional staff; Dennis
Smith, minority staff director; Carol Statuto, minority deputy staff
director; and Joan Godley, committee clerk.

Chairman MiLLeR. The select committee will come to order. In
the last few months, the Select Committee on Children, Youth, and
Families has devoted substantial efforts to examining substance
abuse among pregnant and parenting women and to exploring pre-
vention and treatment strategies. We have learned a great deal
about the complex lives, motivations, and needs of women addicted
to harmful substances. We have also been made aware of the
shocking dearth of services that could help and support these
women. :

Providing outreach and treatment—not waiting lists—for preg-
nant, substance-abusing women is a great challenge for policymak-
ers and for overwhelmed and underfunded service systems. But we
have learned that we can meet this challenge. And we have
learned that we cannot afford, nor should we tolerate, an increas-
ingly popular alternative—the tendency to punish women and
their children. Punitive actions do little to prevent or resolve the
problems of addiction.

Out of our deep and abiding concern for children and families,
we must provide more resources for education, treatment and the
coordination of support services for addicted women. While we
must attend to the needs of many drug-exposed children who will
require special services, the recovery and self-sufficiency of their
mothers are essential to ensure that children are served. Ridding
the expecting mother of drugs is the best way to protect her baby
from drugs.

m
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Since 1986, when the select committee held its first inquiry into
the effects of parental substance abuse on infants, Congress has
failed to respond with sufficient resources or guidance to protect
and serve women before, during and after pregnancy. We cannot
excuse our inaction by arguing that we do not know what fo do.
More research is needed, but we already know enough to respond.

This spring, the select committee launched a series of hearings
focusing specifically on the link between addicted mothers and the
future of their children.

In the first hearing, we learned that women’s addiction crosses
all socioeconomic groups and dashes all stereotypes. We learned
that treatment must be tailored to women’s special needs, and that
the path to recovery is predictably rocky. A brief relapse may not
mean that treatment has failed.

The second hearing brought us to a model program for substance
abusing women and their children in Detroit, the Eleonore Hutzel
Recovery Center. Here we learned that there is evidence of success
and hope for the future. We met with women receiving a wide
range of inpatient and residential services, and saw that providing
child care, a supportive and nurturing environment and responsive
treatment could effect positive outcomes.

In testimony that followed our site visit, we heard new evidence
that pregnancy may provide the strongest motivation and the best
opportunity for successful drug treatment and intervention. Trag-
ically, the handful of existing programs, such as Hutzel Hospital,
can benefit only a small segment of a large and growing population
of substance abusing women.

And even when success is demonstrated resoundingly, as it was
in a smoking cessation program in a Michigan WIC clinic, provid-
ers often cannot continue their good work because of a lack of
funds. We have heard that the current capacity of service systems
nationwide is woefully inadequate to keep up with the skyrocketing
demand for treatment. The population is estimated to be at least 4
times as large as the number of clients who can be treated in a
year’s time.

We can no longer ignore critical service needs of women such as
child care and transportation. And we cannot condone the rising
tide of criminalization of pregnant substance abusers and rest as-
Tured that we have dealt with this critical health and social prob-
em,

I am pleased that the select committee is now at the point of ex-
amining Federal and state policies designed to address the urgency
of perinatal substance abuse. Today we will hear from witnesses
who will provide the latest information on state legislative legal
remedies and will explain what we can do at the federal level to
help out.

[Prepared statement of Hon. George Miller follows:]
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OPENING STATEMENT OF HON. GEORGE MILLER, A REPRESENTATIVE IN CONGRESS,
FroM THE STATE oF CALIFORNIA, AND CHAIRMAN, SELECT COMMITTEE ON CHILDREN,
YourH, AND FAMILIES

HEARING: “LAW AND POLICY AFFECTING ADDICTED WOMEN AND THEIR CHILDREN’
. MAY 17, 1990

In the last few months, the Select Committee on Children, Youth, and Families
has devoted substantial efforts to examining substance abuse among pregnant and
parenting women, and to exploring prevention and treatment strategies. We have
learned a great deal about the complex lives, motivations, and needs of women ad-
dicted to harmful substances. We have also been made aware of the shocking dearth
of services that could help and support these women.

Providing outreach and treatment—not waiting lists—for pregnant, substance
abusing women is a great challenge for policy-makers and for overwhelmed and un-
derfunided service systems. But we have learned that we can meet this challenge.
And we have learned that we cannot afford, nor should we tolerate, an increasingly
popular alternative—the tendency to punish women and their childrer. Punitive ac-
tions do little to prevent or resolve the problems of addiction.

Out of our deep and abiding concern for children and families, we must provide
more resources for education, treatment and the coordination of support services for
addicted women. While we must attend to the needs of many drug-exposed children
who will require special services, the recovery and self-sufficiency of their mothers
are essential to ensure that children can be best served. Ridding the expecting
mother of drugs is the best way to protect her baby from drugs.

Since 1986, when the Select Committee held its first inquiry into the effects of
parental substance abuse on infants, Congress has failed to respond with sufficient
resources or guidance to protect and serve women before, during and after pregnan-
cy. We cannot excuse our inaction by arguing that we do not know what to do. More
research is needed, but we already know enough to respond.

This spring, the Select Committee launched a series of hearings focusing specifi-
cally on the link between addicted mothers and the future of their children.

In the first hearing, we learned that women's addiction crosses all socioeconomic
groups and dashes all stereotypes. We learned that treatment must be tailored to
women’s special needs, and that the path to recovery is predictably rocky—a brief
relapse may not mean that treatment has failed.

The second hearing brought us to a model program for substance abusing women
and their children in Detroit, the Eleonore Hutzel Recovery Center. Here we
learned that there is evidence of success and hope for the future. We met with
women receiving a wide range of inpatient and residential services, and saw that
providing child care, a supportive and nurturing environment and responsive treat-
ment could effect positive outcomes.

In testimony that followed our site visit, we heard new evidence that pregnancy
may provide the strongest motivation and the best opportunity for successful drug
treatment and intervention. Tragically, the handful of existing programs, such as
Hutzel Hospital, can benefit only a small segment of the large and growing popula-
tion of substance abusing women.

And even when success is demonstrated resoundingly, as it was in a smoking ces-
sation program in a Michigan WIC clinic, providers often cannot continue their
good work because of a lack of funds. We have heard that the current capacity of
service systems nationwide is woefully inadequate to keep up with the skyrocketing
demand for treatment. The population is estimated to be at least 4 times as large as
the number of clients who can be treated in a year’s time.

We can. no longer ignore critical service neede of women such as child care and
transportation. And we cannot condone the rising tide of criminalization of preg-
nant substance abusers and rest assured that we have dealt with this critical health
and social problem. ’

I am pleased that the Select Committee is now at the point of examining Federal
and state policies designed to address the urgency of perinatal substance abuse.
Today we will hear from witnesses who will provide the latest information on state
lggisgative and legal activities, and will explain what we can do at the federal level
right now.

A witness from California will release the results of a multiple-site survey of
health and drug treatment providers demonstrating the need for more and better
training among their respective professions.

Policy analysts and service providers will tell us how we can make recipients of
Federal funds and private providers accountable for delivering services to women.
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We will also hear how reimbursement and granting mechanisms can be changed so
that drug treatment is adequately covered and professionals are better trained to
respond to this complex problem.

We are especially pleased to welcome witnesses who will describe the drug treat-
ment needs of Native American women and women in prison. The needs of these
gpecial populations of women, facing unique cultural and access barriers to commu-
nity-based systems of care, must be taken into account in the development of any
future policies.

Thank you all for coming. I look forward to your testimony.




WOMEN, ADDICTION, AND PERINATAL
SUBSTANCE ABUSE

FACT SHEET

ILLICIT DRUG USE UP AMONG MILLIONS OF WOMEN
ACROSS SOCIOECONOMIC GROUPS

° Over 5 million women of childbearing age (15-44) currently
use an illicit drug, including almost 1 million who use
cocaine and 3.8 million who use marijuana. (National
Institute of Drug Abuse [NIDA], 1989)

° In a recent survey of 715 pregnant women in Pinellas
County, Florida, nearly 15% tested positive for substance
use, with no significant difference among socioeconomic
groups. (National Association for Perinatal Addiction
Research and Education [NAPARE], 1989)

® While actual drug use may not be significantly higher
among pregnant minority women, they are ten times more
likely than white women who use drugs to be reported to
child abuse authorities. (NAPARE, 1989)

HEAVY SMOKING, ALCOHOL USE ON THE RISE AMONG
YOUNG WOMEN

° Approximately 6 million American women are alcoholic or
alcohol abusers. Despite stable drinking patterns among
the general population over the past 25 years, recent
studies indicate an increase among younger women who are
heavy drinkers (5 drinks a day or more). (National
Institute on Alcohol Abuse and Alcoholism [NIAAA], 1987,
NIAAA, unpublished, 1990)

® Nearly 24% of American women smoke and the fastest
growing group of smokers in this country are women under
age 23. Every day, 2,000 young women start smoking. The
percentage of women who smoke 25 or more cigarettes a
day increased from 13% in 1965 to 23% in 1985. (Surgeon



General’s Report [SGR], 1989; U.S. Department of Health
and Human Services [DHHS], February 1990)

Although pregnant women are just as likely as nonpregnant
women to have ever smoked (43% to 45% respectively),
pregnant women (21%) are less likely than nonpregnant
women (30%) to be current smokers. Black women were
the least likely of any group to smoke during pregnancy.
(Williamson, 1989)

PREGNANT SUBSTANCE ABUSERS AT GREAT RISK_OF

AIDS, SEXUALLY TRANSMITTED _DISEASES _AND
HOMELESSNESS
° In a survey of 337 pregnant substance abusers in 63 AIDS

demonstration projects nationwide, 20% are homeless and
23% spent time in jail six months prior to the interview.
(NIDA, unpublished data, 1990)

Of the same 337 women, 36% engaged in sex for drugs or
money, placing themselves and their babies at high risk for
HIV infection; 98% engaged in vaginal sex, while only 4%
used condoms consistently;, and 15% had a sexually
transmitted disease in the past 6 months. (NIDA, 1990)

In New York City, pregnant cocaine abusers were 4.5 times
more likely than nonusers to have a sexually transmitted
disease. (New York City Department of Health [NYCDH],
September 1989)

TREATMENT/PRENATAL CARE ELUSIVE FOR SUBSTANCE-
ABUSING PREGNANT WOMEN AND MOTHERS

| J

At Boston City Hospital, 80% of mothers surveyed who
used heroin or cocaine received no prenatal care. New
York City cocaine abusers were 7 times less likely than
non-abusers to have received prenatal care, (Amaro, 1989;
NYCDH, 1989)

Of 78 drug treatment programs surveyed in New York City,
54% exclude all pregnant women; 67% will not accept




pregnant women on Medicaid; and 87% will not accept
pregnant crack-addicted women on Medicaid. (Chavkin,
1989)

® Of California’s 366 publicly-funded drug treatment prog-
rams, only 67 treat women and only 16 can accommodate
her children. Similarly, Ohio has 16 women’s recovery
programs, and only two can accommodate her children.
(Weissman, 1990; Ohio Department of Health, 1990)

° Reports show that 23% of women entering treatment, as
compared to only 2% of men, encounter opposition from
families and friends. Similarly, 48% of women experienced
problems due to entering treatment, as compared to 20%
of men. (Beckman and Amaro, 1984)

EFFECTIVE TREATMENT APPROACHES DOCUMENTED

. Pregnant women who participated in a smoking cessation
program at a Michigan WIC clinic were 3.6 times more
likely to quit smoking than nonparticipants. (Mayer, 1990)

. In a study of alcohol-using pregnant women in Atlanta,
35% discontinued alcohol use when presented information
on the potential harm of alcohol use during pregnancy.
(Smith, 1986)

° In Pinellas County, Florida, 77% of male and female
substance abusers who are referred by the courts to
Operation PAR, a comprehensive drug treatment program,
and who complete the 18-to 24-month program do not re-
enter the criminal justice system. (Florida Department of
Corrections, 1989)

° Of 54 babies born in 1989 to cocaine-using mothers
enrolled at the Philadelphia Family Center, an outpatient
drug treatment program for pregnant women and children,
75% were carried to full term. None were born prior to
33 weeks gestation. (Philadelphia Family Center, 1990)




INFANTS SERIOUSLY AFFECTED BY PERINATAL SUB-
STANCE ABUSE

° A new eight-city survey reported that nearly 9,000 babies
were born exposed to illicit drugs in 1989 at an estimated
cost of $500 million for providing care through age 5.
(Office of the Inspector General, 1990)

e  Each year, Fetal Alcohol Syndrome (FAS) affects nearly
5,000 babies and is the third ieading cause of birth defects
associated with mental retardation. Thousands more
children are born with Fetal Alcohol Effects (FAE), a
milder form of FAS. (National Council on Alcoholism
and Drug Dependency, 1988)

® Smoking increases premature deliveries, spontaneous abor-
tions and still births. A pregnant smoker’s infant is on
average seven ounces lighter than babies of nonsmokers.
(SGR, 1989)

) Between 1985 and 1988, the number of congenital syphilis
cases increased by 130%. Experts estimate that there will
be over 1,000 congenital syphilis cases in 1989. (Centers
for Disease Control [CDC], 1990)

'Y As of February, 1990, there have been 2,116 reported
cases of pediatric AIDS in children under age 13. Eighty
percent of these pediatric AIDS cases are attributed to
maternal transmission from an infected parent, and of
these, 90% of the babies’ mothers either use intravenous
drugs or had heterosexual partners who were IV drug

abusers. (CDC, 1990)

TREND TO PROSECUTE PREGNANT SUBSTANCE
ABUSERS PROCEEDS

) To date, over thirty women have been criminally charged
for drug use during pregnancy for delivery of drugs to a
minor. A Florida woman has been convicted. Hundreds
more pregnant substance abusers have been civilly charged




for alleged child abuse. (American Civil Liberties Union
[ACLU], February 1990)

Four states have amended definitions of child abuse to
include drug use during pregnancy (Florida, Illinois,
Oklahoma, Rhode Island) and 3 states have included
alcohol and drug use during pregnancy (Indiana, Nevada,
Utah); one state amended its definition of criminal child
neglect to include prenatal exposure to controlled sub-
stances (Minnesota); and three states require doctors to
report to the state if either the mother or the child has a
positive urine toxicology screen (Minnesota, Oklahoma,
Utah). (ACLU, February 1990)

4/19/90
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With that, I'd like to recognize Mr. Packard.

Mr. Packarp. Thank you, Mr. Chairman. I would ask unanimous
consent that the ranking minority member have his statement en-
tered in the record.

Chairman MirLer, Without objection, so ordered.

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

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

Last October, Dr. John Niles, the President-elect of the Medical Scciety of the Dis-
trict of Columbia told this Select Committee that the infant mortality rate had de-
clined to 18 percent in the District by 1983. In the following three years, the infant
mortality rate increased slightly to 19 percent, 20 percent and 21 percent. And then,
in a single year, the infant mortality rate skyrocketed to 80 percent in the District
of Columbia. Dr. Niles testified that the only explanation for the explosion appeared
to be the crack cocaine epidemic.

Last November, the Select Committee released a report on the increasing number
of children who are being placed in substitute care. I believe that there is a consen-
sus that substance abuse is the driving force behind those increases.

The first step in the public policy process is to identify a problem. Although
others may choose to consider only some part of maternal addiction in isolation, any
potential solution must be measured in terms of reducing the infant mortality rate
and reducing the number of children in temporary, substitute placement. Unless the
solutions we might consider deal squarely with these two problems, we will foil our
own goal.

In light of the Select Committee’s findings over the past year, and especially in
light of the last two hearings, there is an obligation to forward at least the concepts
of potential solutions. Three basic principles must guide us. First, there is no consti-
tutional right to abuse drugs. We recognize the tension which exists in balancing
the privacy rights of the mother with the fundamental right of survival of the child.
But balance we must. We must recognize the rights of both child and mother, but in
doing so, we must ensure that no person will be denied their interest in life, liberty,
or property without due process. No one on this Committee or in this Congress is
willing to undermine the Constitution even to rid ourselves of the cancer of drugs.

Second, there is a continuum of responses to drug abuse which will be employed
based on appropriateness and reasonableness. The continuum of maternal and
infant care begins with the identification of substance abuse. Physicans cannot treat
what they have not diagnosed. We have heard that some pregnant women seek
treatment on their own. We have also heard that drug use is substantially under-
reported. Reliance solely on self-identification will mean that many people needing
treatment will not receive it. Testing is in the interest of both mother and child. It
is recognized as an integral part of treatment, both at the beginning of therapy and
along the way. If we are to place any credibility on our own findings, we must agree
that there are cases in which testing at birth will be the only opportunity to protect
the child from going home to a life-threatening situation and to begin treatment of
mother and child. Early identification by testing of the newborn in the hospital
gives the health professionals the opportunity to talk with the mother and begin the
long road to rehabilitation before any more damage is done.

We are also concerned with the long-term developmental status of the child. For
any child, the most important factor is a stable family life. According to the Associ-
ate Director of Pediatrics at St. Luke’s—Roosevelt Hospital in New York, more than
half of that hospital’s boarder babies were placed in foster care. Only 21 percent
remained with their mothers. Although we all owe our gratitude to the dedicated
foster parents in this country, we all agree that foster care should be only fempo-
rary:bllt is in the child’s interest that adoption proceedings are initiated as early as
possible,

Finally, we know that more money will become available for treating maternal
substance abuse and its affects on children. It is clear from the information we have
gathered that substance abuse programs must be client-focused and community-
based. Even after leaving residential treatment, a recovering addict will face many
daily challenges in her own neighborhood. It is important that the federal govern-
ment not stifle local efforts to provide services which draw their strength from
churches, schools, and other partners in the community. The federal government
must meet its obligations to provide the resources for treatment, but it would be a
strategic mistake to smother the local programs with bureaucratic red tape. The de-
cisiﬁn-making regarding treatment should rest in the hands of the state and local
authorities.
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FINDINGS
Ethical Issues

Maternal substance abuse forces policymakers, physicians, and
the legal profession into a number of potential conflicting
positions. The balancing of rights generate ethical issues
including: Is the mother criminally liable for any harm to the
fetus or newborn? Should she be required to receive treatment for
herself and the child? Should the child be taken into protective
custody at birth?

Rights of the Child/Rights of the Mother

"All persons have obligations to refrain from harming children
after birth. Similarly, they have obligations to refrain from
harming children by prenatal actions. There is no reason why the
mother who has chosen to go to tarm should not also have a duty to
prevent harm when she may reasonably do so....Ethical analysis must
balance the mother's interest in freedom and bodily integrity
against the offspring's interest in being born healthy."  (iohn A.

Robertson, "Reconciling Offspring and Maternal Interests During Pregnancy," in Reproductive Laws for the 1990s,
sherritl Cohen and Nadine Taub, eds., Clifton, NJ: Humana Press, 1989, p. 259-260.1

",..women possess fundamental rights which preclude the kind
and degree of government intervention...propose{dj. A pregnant
woman has a right to refuse medical intervention and a right to be
free of any unique criminal or civil liability for her conduct
during pregnancy and birth."™ (et Gallagher, "Prenatal Invasions and Interventions:
What's Wrong with Fetal Rights," Hacvard Women's Law Journal, Vol. 10, p. 12.]

Balancing the State's Interest in Protecting Children and the
Mother's Right to Privacy

"rhe belief that parents can best fulfill  their
responsibilities to their children if free from intervention is
naive in the fetal abuse context. Children have separate and
distinet legal rights, and are entitled to the protection of the
law, even from their parents." (sems. Balisy, "Maternal Substance Abuse: The Need to
Provide Legal Protection for the Fetus," Southern California Law Review, May 1987, p. 1231.1

"If the current trend in fetal rights continues, pregnant
women would live in constant fear that any accident or "error" in
judgment could be deemed "unacceptable" and become the basis for
a criminal prosecution by the state or a civil suit by a
disenchanted husband or relative.! ipswm E. Johnsen, “The Creation of Fetal Rights:

Confticts with Women's Constitutional Rights to tiberty, Privacy, and Equal Protection," The Yale Law Journal,
Jan. 1986, p. 605-607.]




", ..the conduct of the pregnant woman who takes heroin,
knowing that she is pregnant and desirous of bearing a child, can
be legally sanctioned in order to protect potential human life.
There is no constitutional right implicated in the taking of
herocin."™ (leffrey A. Parness, *Your Bodies, Ourselves: Legal Protection of Potentisl Human Life,* Ihe
Cathotic Lawyer, Vot. 30, No. 4, p. 373.]

"The state might pursue criminal prosecution for culpable
prenatal conduct that causes severe impairment to offspring....this
avenue is constitutionally within state authority. It may turn out
to be an effective tool for demonstrating society's protection of
children and deterring egregiously harmful prenatal conduct in
certain cases.™ {JohnA. Robertson, "Reconciling 0ffspring and Maternal Interests During Pregnancy,®

in Reproductive Laws for_the 1990s, Sherrill Cohen and Nadine Taub, eds., Clifton, NJ: Humana Press, 1989, p.
263.]

"Given that the proposals for forced treatment or physical
restraint of pregnant women are more drastically intrusive into the
familial relationship and immediately personal to the woman
herself, there should be even greater judicial reluctance to
override pregnant women's choices." [Janet Gallagher, "Prenatal Invasions and
Interventions: What's Wrong with Fetal Rights,® Harverd Women's taw Journal, Vol 562, p. 31.]

"One of the strongest objections to pressure or coercion is
the risk of driving women out of the health care systenm,
particularly women who may have the greatest need for medical
attention because of drug abuse or other risk factors." (Normen Fost,

"Maternal-Fetal Conflicts: Ethical and Legal Considerstions," Annats of the New York Acad of Sciences, vol.
562, 1989, p. 253.1

Testing Issues

The 4issue of testing newborns or expectant mothers for
substance abuse is a controversial subject because of the conflict
between a mother's right to privacy and the newborn's right to be
born drug free. Although most hospitals routinely test newborns,
for genetic disorders and other diseases without the mother's
permission, the issue of testing for the presence of drugs is
complicated by the uncertain position the mother faces. Should the
hospital request the mother's permission before testing the
newborn? Should the hospital rely on self~reporting by the mother
even though that method is not very reliable?

Reasons for Testing: PRO
"Screening maternal and newborn urines for drugs has been

recommended as part of the management of drug dependent mothers and
infants for two reasons: 1) to establish or support a diagnosis
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of neonatal drug withdrawal and 2) to identify the drugs used in
order to anticipate the course of withdrawal and to guide drug
therapy if required. "

"Urine drug screening may assist neonatal or maternal
management in several areas: 1) establishing a diagnosis of
neonatal drug withdrawal, 2) monitoring the baby for specific drug-
related clinical findings or delayed withdrawal signs, 3) selection
of appropriate drug therapy for the baby, if required, 4)
counseling the mother, and 5) preventing or treating maternal
withdrawal. However, drug screening may not reliably predict
neonatal withdrawal." (anne C. Halstead, et al, "Timing of Specimen Collection is Crucial in

Urine Screening of Drug Dependent Nothers and Newborns,* Clinical Biochemistry, Vol. 21, January 1988, pp. 59-
61.]

"Using screening questionnaires and urine tests to identify
mothers at 1risk for chemical dependency and refer them for
obstetric monitoring and chemical dependency treatment is an
appropriate use of urine toxicoloyy data." (sidney H. Schnatl, M, Ph.D, Lori

Xaran, MD, Medical College of Virginia Hospitals, Virginia Commors2alth University, Richmond. Letters, JAMA,
Nov, 3, 1989, page 2384.}1

"Drug screening tests are estimated to be between 98 and 100
percent accurate, while confirmation tests, such as a complex
analytic technique called gas chromatography/mass spectrometry
(GS/MS), are considered virtually 100 percent accurate when
performed by knowledgeable lab personnel.™ ("brug Testing for Illegal Substances,
Congressional Research Service Brief (CRS), January 20, 1987, page 4-6.]

Reasons for Testing: CON

"In any discussion of drug testing methodology, it is critical
to note that tests of this kind detect only the exposure or
presence of an illegal substance in hody fluids. The tests cannot
be used to predict a tested subject's state of impairment or
addiction. While possession of controlled substances is illegal,
being under the influence of them is not."

"Generally speaking, groups opposed to the testing procedures
make the claim that the tests are so inaccurate as tc¢ render them
useless in an effort to curb the demand side of the drug use and
abuse." ["rug Testing for Illegal Substances, Congressional Research Service Brief (CRS), Januery 20,
1987, page 4-6.3

“Mandatory drug testing of all pregnant women is one other
vehicle of punishment. For mandatory drug testing goes far beyond
a simple urinalysis. It violates fundamental rights of privacy,
the Fourth Amendment right against search and seizure, and the
right to the equal protection of the laws.' fKary L. Moss, American Civil Liberties
Union Foundation, New York. Letter to editor in JAMA, Nov. 3, 1989, p. 2384.]
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Self- orting: Barrier to Treatment?

"Many drug-using mothers deny any drug use and do not give the
doctor permission to test them and their babies for drugs. We
tested 200 consecutive pregnant women anonymously for drugs.
Thlrty percent of them tested positive. During the same period the
incidence of gelf-identified drug users was only 13%. This
indicates that more than half of drug users denied drug use."
[Prepared: testimony of Jing Ja Yoon, ND, at "Beyond the Stereotypes: Women, Addiction, and Perinatal Substance
Abuse,* a Hearing before the House Select Cammittee on Children, Youth, and Families, Washington, DC, April 19,
1990, p. 3.

"The only study to assess systematically the validity of self-
reporting of illicit drug use among a general population of
adolescents showed that 33% of adolescents who denied smoking
marijuana had a positive urine assay result for marijuana
metabolites. No similar study of the validity of self-reporting
of cocaine use among adolescents has been reported. In addition,
no information is available regarding possible differences between
adolescent girls and women." (Barry Zuckermsn, M0, et al, "Walidity of self-reporting of

rari jusna and cocaine use among pregnant adolescents" chmcul and Laboratory Observations, Hovember 1989, p.
812.1

"The urine test results revealed even more women who smoked
marijuana during pregnancy than those willing to admit to it in an
interview. If marijuana use is underreported relative to alcohol
and cigarettes as this study suggest, it is possible the
potentially adverse effects of marijuana may be inadvertently
misattributed to alcohol or nicotine." (ralph Hingson, ScO, Barry Zuckerman, MD,

et al, "Maternal Marijuana Use and Neonatal Outcome: Uncertainty Posed by Self-Reports¥, American Journat of
Public Health, Vol. 76, June 1986, p. 669.]

"Self-reported drug use among pregnant women has been
demonstrated to result in underidentification of illicit drug use
compared with the combination of self-report and urine assay."

(Hortensia Amaro, PhD, Barry Zuckerman, M0, et al, "Drug Use Among Adolescent Mothers: Profile of Risk,"
Pediatrics, Vol. 84, July 1989, p. 145.1

"Failure to identify cocaine users is extensive owing to the
limitations of the two methods currently used to verify drug use.
Maternal self~reported drug history, the first method, has been
shown to be unreliable: many women who deny use during pregnancy
exhibit cocaine metabolites in their urine. Urinalysis for
cocaine, the second method, is hampered by the short elimination
half-life of the drug and its metabolites: in adults, cocaine
metabolites are often not detectable in urine 7 days after last use
of the drug." (Authors report the detection of cocaine metabolites
in maternal and neonatal hair as an accurate method of verifying
gestational cocaine use.) (Xaren Grahem; Gideon Koren, M, et al "Determination of Gestational

Cocaine Exposure by Hair Analysis® Journal of the American Medical Association, Vol. 262, December 15, 1989,
p. 3328.1
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"Requiring informed consent is based on the common law and
constitutional principles that an individual has a right to be free
of nonconsensual bodily intrusions. For minors, parental or legal
guardian consent must be obtained."

"Specific consent to drug testing may not be needed if the
screen is medically necessary. Usually, a drug dependent newborn
will exhibit signs of the drug dependence such as irritability,
jitteriness, diarrhea, etc. A physician or hospital could argue
that the toxicology screen is necessary to aid in diagnosis and
treatment. If this is the case, the testing might be covered by
the general consent for diagnosis and treatment form a prospective
parent is asked to sign upon admission to the hospital." alter 5.

conmolly, Jr. and Alison 8. Marshall, "Orug Addiction, AIDS and Childbirth: Legal issues for the Medical and
social Services Communities,™ unpublished article, pp. 39-40.]

Mandatory Reporting Based on_Testing

"Some states have elected to mandate reporting based on a
different model, requiring reports of all cases in which the
infants have tested positive for drugs. Illinois has amended the
definition of "neglected child" in its child abuse reporting law
to include any child "who is a newborn infant whose blood or urine
contains any amount of a controlled substance...or metabolite
thereof, with the exception of a controlled substance... whose
presence in the newborn infant is the result of medical treatment
administered to the mother or the newborn infant." tpublic Act 86-275, Infants

and Hinors-Neglect-Controlled Substances, p. 1965 and Public Act 86-274, p. 1964 (Illinois 1969 Reguisr
Segsion)}

"A system of mandatory child abuse reporting that is based on
toxicology testing not only has the potential for driving pregnant
women away from prenatal care, it also will impose significant
burdens on their constitutional interests in privacy, autonomy, and

family integrity....This system of intervention places major
burdens on the constitutional rights of family privacy and
integrity. Even when limited to a report and an investigation

which determines that no further action is necessary, the
intrusion's impact on the family can be significant.' (abigail English,

“prenatal Drug Exposure: Grounds for Mandatory Child Abuse Reports?™, Youth Law News, Special lssue 1990, p.
7-8.)

Bubstance Abuse Treatment of the Female Offender

Of the 3,977 female inmates in the Federal prison systenm as
of May 1990, 1,193 (30%) were identified as having a history of
substance abuse. Of that number, 800 (67%) are voluntarily
participating in substance abuse treatment. There are no Federal
laws or regulations to obligate or coerce a prisoner to participate
in treatment. IFederal Bureau of Prisons, Office of Drug Abuse Treatment, Washington, D.C., 5/14/90).
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The Federal government spends more than $6 million annually
on substance abuse treatment programs for both male and female
inmates. The average cost per inmate for treatment is $5,000 a
year, which is in addition to the average cost of $15,000 per year
to maintain an inmate in the Federal prison system. (ibid.}

"(T)he Federal Bureau of Prisons will devote $8 million to
treatment services in Fiscal Year 1991. In addition, the Judiciary
will dedicate $28 million for the Substance Abuse Treatment Program
within the U.S. Probation Office to contract with treatment
services for probationers and releasees required by court order to
receive treatment...New and better enforced legal sanctions against
parolees and probationers who test positive for drugs, together
with new counseling and aftercare services, will also help
convicted criminals remain drug-free," (The white House, Washington, D.C.: National
prug Control Strategy, January 1990, pp. 35-4]

The average adult female prisoner in the state corrections
system is a high school drop-out and single parent, aged 25-29, who
began using drugs and/or alcohol between ages 13 and 14 and, by the
time of incarceration, was a daily drug abuser. Marijuana is the
leading drug of abuse (used daily by 56%), followed by cocaine
(used daily by 49%). mrerican Correctional Association (ACA), Laurel, MD: "What Does the Future

Hold?", summary of the ACA Task Force on the Female Offender surveys of local and state correctional facilities,
May 1988, pp. 17-19.)

The average non-Federal female offender will have been
arrested between two and nine times between the ages of 15 and 19
and will be serving a sentence of 5 years or less for either drug
law violations or for a property crime (e.g., theft, robbery)
committed to pay for drugs. Approximately 68% will have
participated in a drug and/or alcohol treatment program before
imprisonment. (ibid., pp. 17-18.1

Both adult (33.4%) and juvenile (41.8%) female offenders cite
psychological counseling as the service they most needed first upon
incarceration. For both groups, this need is cited nearly twice as
often as the need for drug abuse assistance (18.5% and 19.0%,
respectively) « [Research Advisory Services, Phoenix, AZ: "Tabulation of a Watforwide Survey of Female
inmotes," May 1988, p. 34.]

Women in state prisons cite the need for vocational training
(21.7%) and college-level education programs (11.7%) ahead of drug
treatment (9.7%) when asked what programs they have heard of that
they would most prefer to have offered in prison. Narcotics
Anonymous was the top choice of 5.2%; Alcoholics Anonymous was
selected by 1.7%. ubid, p. 35.1

Of the female inmates participating in drug or alcohol abuse
treatment programs in local jails and state prisons, 94% of the
adults and 75.5% of the juveniles state that they were helped by
the alcohol program; 85.9% of the adults and 71.9% of the juveniles
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reported that they were helped by the drug program, even though
participation in treatment is not cited as their primary need. wubid.,
p. 28)

When asked, "During this incarceration, what program has
helped you the most?", the chaplaincy/church program was citad
equally with substance abuse programs (10.9%) by adult offenders.
Education programs were cited most often (21.3%). Counseling,
mental health therapy, and education programs were the leading
answers among juveniles. Substance abuse programs was the fourth
most cited answer (7.6%). tlbid., p. 36)

The Role of Modicaid

"Medicare and Medicaid eligible individuals requiring drug
abuse treatment can receive all covered hospital and non-hospital
services required to treat their condition. The Department (of
Health and Human Services) estimates that $170 million will be
spent by both programs on direct drug treatment costs (in FY 1990),
consisting of $50 million for Medicare and $120 million for
Medicaid. Oof this, $110 million is for hospital-based
expenditures...Non-hospital expenditures for Medicaid are
approximately $60 million. It is not possible to estimate non-
hospital Medicare expenditures at this time." iThe White House, Washington,
D.C.: National Drug Control Budget Summary,, January 1990, pp. 128-29]

Medicaid will provide alcohol and drug abuse treatment as a
mandatory inpatient and outpatient service at hospitals. Outpatient
services are covered in a variety of ways and include clinic and
rehabilitative services, counseling by credentialed personnel, and
aftercare to prevent recidivism. States may use a mix of Federal
and state funds to offer treatment via group homes or small
settings of 16 beds or fewer. Thus, states are not precluded from
providing Medicaid~covered non-institutional services that include
cutpatient rehabilitation and counseling. I[Heslth Care Finoncing Aduinistration,
Bureau of Quality Assurance, program summary dats, September 1989)

A Federally funded nine-state pilot study of Medicaid-financed
substance abuse treatment services "indicate(s) that state Medicaid
programs provide a variety of services to recipients with substance
abuse problems... (A)lcoholism (treatment)...has been incorporated
into mainstream Medicaid coverage and benefit policies in many
states. As substance abuse becomes more clearly defined and as
effective treatment modalities evolve, services tailored to this
population will be more easily identified and developed."

{Intergovernmental Health Policy Project, The George Washington University, Washington, D.C.: “Substance Abuse
Treatment Services Under Medicaid: Results of a Hine-State Pilot Study,* December 1989, p. 151
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Mr. Packarp. Mr. Chairman, [ appreciate your holding this
series of hearings to investigate the problems of addicted women
and their children. In earlier hearings, we have looked at treat-
ment ard prevention programs. Today we will discuss what policies
and laws need to be in place in order to assure that those who need
help receive it.

Babies born to addicted mothers are immediately put in a tough
situation. Most are born with an addiction themselves, a truly
painful experience for their new little bodies. They will face many
other hardships because the person they depend on for care is not
even able to care for herself in many instances.

I believe we must be able to offer help to these mothers, not only
for their sake but for that of their babies. The first hurdle we face
in reaching this goal is that of identification. In order to help ad-
dicted mothers, we must be able to identify them. Once it is deter-
mined that a woman does have a drug problem, we must see that
she receives treatment. Only if she can overcome her addiction will
she be able to give the care which her child deserves.

We must not burden our drug treatment programs with too
many rules and regulations. Churches and other nonprofit groups
can provide the support addicted women need. However, if there is
too much red tape for them to cut through, they will have to spend
their resources dealing with the bureaucracy and will not be able
to offer effective treatment.

We're very fortunate, and I'm particularly pleased, to have Sena-
tor Pete Wilson from the State of California, my state, here to tes-
tify: before us. He’s become a leader in this issue and has intro-
duced two important pieces of legislation on the Senate side, which
would provide assistance in this area. I commend him for his ef-
forts to address this growing concern and certainly wish to wel-
come him at this hearing and look forward to his testimony.

Thank you, Mr. Chairman.

Chairman MiLLER. Mr. Fawell.

Mr. FaweLL. Thank you, Mr. Chairman. I appreciate the oppor-
tunity to address this Select Committee on Children, Youth, and
Families today, although I'm not a member. The subject you are
addressing, the tragedy of perinatal substance abuse is one which
has long-interested me. The broad scope of your hearings have
brought a new and important perspective to this growing problem.

I note, too, that a good friend of mine, Jim Ryan, State’s Attor-
ney of DuPage County, Illinois, and President of the Illinois State’s
Attorney Association, will also be testifying this morning. Mr.
Ryan has had an abiding interest in this subject matter of today’s
hearing. I'm sure you’ll enjoy his remarks.

I would like to take this opportunity to apprise the committee
that I and the ranking member of the committee, Tom Bliley, and
others who are joining us in what is truly a bipartisan bill, will
today introduce what we refer to as the Abandoned Baby Adoption
Act of 1990.

This bill amends the Social Security Act by directing states to
amend their laws to provide that at birth abandoned babies and
babies abandoned up to six months after birth are entitled to expe-
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dited adoption procedures. Conceptually, this bill states that a new-
born baby is entitled to immediate bonding.

If parents abandon the child at birth or shortly thereafter, it is
our belief that under these special circumstances the bonding
needs of the child and his or her well-being are paramount.

The request for this bill came to me from a group of foster par-
ents in Illinois who had witnessed too many instances where new-
born babies, many addicted to drugs, got lost in whai we would call
“the system.” They could have been adopted if some expedited pro-
cedures were available. Without such procedures in place, however,
these babies were simply not adopted.

In other instances, such at-birth abandoned children were suc-
cessfully placed into foster homes. Oftentimes, however, this family
would be torn apart years later when a parent reappeared on the
scene suddenly. Such a tragedy is recounted by Chicago Tribune’s
Bob Green in an article I think is or will be distributed to the com-
mittee members.

He writes of a little girl who had lived for all five years of her
life with one set of foster parents, but was given back by ‘“the
system” to her biological mother, who appeared some four or five
years after the at-birth abandonment. No thought or consideration
was given by ‘“the system’ to the irretrievable bond of mutual love
between the foster parents and the child.

I think you should read the story which Jo and Marge Procopio
tell of their experience and what that child went through when she
had to go to a halfway house. No cards, no contacts were made to
this little girl during her first lonely Christmas. She had been five
ghristmases with the parents who, of course, were everything to

er.

So our bill will hopefully prevent these tragedies, at least many
of them, from recurring. I welcome your comments, Mr. Chairman,
and members of this committee. I look forward to working with
you on a concept which I believe should be agreeable to all.

I thank you again, Mr. Chairman, for giving me the opportunity
to come before your committee and express my feelings.

Chairman MirLLER. Congressman Weiss.

Mr. Weiss. Thank you, Mr. Chairman. I'm very pleased to join
you in this very important hearing. You're addressing one of the
great tragedies.

Chairman MiLLer. Thank you. Our first witness will be Senator
Pete Wilson. Pete, welcome to the committee. We look forward to
your testimony and we appreciate your work in the Senate on
behalf of these women and children. Proceed in the manner in
which you're most comfortable.

STATEMENT OF HON. PETE WILSON, MEMBER, U.S. SENATE,
STATE OF CALIFORNIA

Mr. WiLsoN. Thank you very much, Mr. Chairman. I am grateful
to you and commend you for holding the hearings. I'm very grate-
ful for your courtesy in extending me the opportunity to appear
this morning at the head of a long list of witnesses.

Let me just say that your opening statement and the statement
of the other members of the committee indicate your own keen
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awareness of the dimensions of the problem. It has become truly an
epidemic.

I received a letter not too long ago from the young woman who
was the Chief of Obstetrics and Gynecology at Harvard-UCLA Hos-
pital in Los Angeles. She mentioned in clinical but, I thought, chill-
ing precision her reasons for a statement that the incidents of ad-
dicted newborns is occurring at what she described as a logarith-
mic rate.

The document to point, she mentioned that in Los Angeles
County in the year 1985 there had been something over 500 addict-
ed newborns. In the following year there had been over 1000. In
the year after, over 1500. In the following year over 2500. It was
her projection that early in the 1990s, there would be 10,000 in Los
Angeles County alone.

We have heard estimates commonly circulated that nationwide
the number last year was 875,000. I have to think that is an under-
estimate, because this is not purely the problem of the inner cities.
It is a problem that I find going up and down California. You go to
Valley Medical Center in Fresno, in the heart of a great rural area,
they are approaching an incidence of addicted newborns that is
almost one in four.

Mr. Chairman, if we were not moved by compassion, we would be
compelled to, as a matter of dollars and cents, deal with a problem
that is not simply a problem; it is a tragedy, I think. Mr. Weiss did
not overstate it in the least. Each of these cases is a terrible trage-
dy, but add to that the dimensions of it, the cost of it, and we're
looking at an epidemic that threatens to bankrupt a health care
system that is already strained beyond capacity.

I'd say that if there are any who remain that persist in the delu-
sion that drug use is a victimless crime, they need only walk
through or visit one of these neonatal intensive care units. Unfor-
tunately, the opportunity is increasingly abundant. There are too
many opportunities to do it.

These children lie writhing in cribs. They have to be swaddled to
avoid doing themselves serious injury. The estimates as I say are
that in our state the number will run to something like 72,000.
That'’s an incredible burden on our health care system. It repre-
sents a doubling of the number of substance-abused births state-
wide since 1989. So this is truly exploding.

I listened with great interest to Congressman Fawell’s remarks
about the bill that he and Mr. Bliley are going to introduce, and I
commend him. I commend the foster parents in his state whose
wishes he is representing in introducing this legislation that will
provide for expedited adoption. He has a right to be concerned
about the bonding.

As we know full well, one of the most tragic and insidious as-
pects of crack use by a pregnant woman is that it seems to almost
destroy the maternal instinct. There are all too many of these
abandoned babies, euphemistically termed “boarder babies.” The
fact of the matter is, this phenomenon, this epidemic, as I think it
is truly called, is one of human pain and suffering.

It is a story of hospitals under seige. It is a story of foster care
systems that are strained beyond limit. That's why I was particu-
larly interested in his remarks. It’s a story of a swamped educa-
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tional and social service system, struggling to try to meet what will
be the special, educational and emoticnal and developmental needs.
It's clearly a story about which we’re not yet fully informed be-
cause we have not had sufficient experience yet to know full well
what the special care needs of these children are going to be.

As I pointed out with my reference to the Valley Medical Center,
it’s not just a story of our inner cities; it is as well a story of rural
communities. So, Mr. Chairman, you are not just to be commended,
but I think that your statement is not an unfair condemnation of
the Congress.

I suppose in fairness, we should point out that what has hap-
pened that has accelerated and magnified the dimensions of this
problem is the happening of crack. It has become the drug of
choice, the escape of choice. Tragically, it is within reach of virtual-
ly everyone, certainly the poorest of our society. It clearly has
become the drug of preference for young women, or at least a suffi-
cient number to produce these shocking statistics.

I don’t think we need to dwell on the point, but if you think of it,
the long-term implications for America are truly staggering in
terms of who will be the earning members of society in a social se-
curity system and whether or not we can fulfill the concerns of
many who wonder whether America can remain competitive in a
global marketplace.

Those are real concerns but, candidly, I think that they are
minor, as serious as they are, in comparison with the tragedy in
the case of each of these children who, if subjected to prolong drug
use during the pregnancy of the mother, will suffer permanent and
serious injury, ranging from mental retardatmn to physical deform-
ity to the heavy likelihood of the sort of neurological disorders that
can mean real learning disability.

Let me, if I may, just direct the committee’s attention to the
chart in front of me. A moment ago I said if not compassion, at
least our concern for tax dollars and the competition for those dol-
%ar}s1 should prompt the kind of concern which our committee clear-

y has,

This chart indicates the short- and long-term costs of caring for a
single drug-exposed infant. What we did, Mr Chairman, was we
asked state and local agencies in California primarily, but in a few
other states, to estimate what they thought the costs would be for
dealing with the problems of these children above and beyond that
of so-called ‘“normal children.”

The medical costs which deal with the initial costs, that of neo-
natal and intensive care, represents on average $30,000. As you're
well aware in the case of some of these boarder babies, those costs
have escalated to a quarter of a million dollars.

The family costs, which relate to $11,000 a year for the child wel-
fare agency investigation of child abuse and neglect, the kind of
social services connected with foster care placement, averaging
$13,000 a year; the special developmental costs to provide the kind
of compensatory, developmental services that the State of Califor-
nia provides as well as an estimated $10,000 a year for special edu-
cation services, total $134,000 per year, per child, well into and I'd
say past adolescence,
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I emphasize this does not relate to the long-term health care
costs. They were unwilling to estimate those. So what we're talking
about are state costs and local costs far in excess of what are being
paid now. The most frightening aspect of that from a purely tax
standpoint is that with the incredible increase, as Dr. Fonacura put
it in her letter to me, an increase occurring at a logarithmic rate,
we are seeing the tip of the iceberg.

So, what we are in need of doing, Mr. Chairman, as you have
said, I think, with simple eloquence, we know what the problem is
and we think we know what to do about it. What we have to do is
reverse what has been a history of benign neglect on the part of
the Congress but just plain neglect.

In 1989, fiscal year '89, Congress had appropriated a grand total
of $4.5 million nationwide for demonstration projects at a time
when, I think you are correct, we know what needs to be done. It is
pretty difficult to be too severely condemnatory of young women
who are using drugs during pregnancy, who then seek treatment
only to find that treatment is not available.

So, what we have to do, obviously, is to provide outreach and
education and make treatment available on a far broader scale
than it is today. It is available primarily through the very good
work of a number of private agencies working with some federal
dollars chiefly through public agency referred clients.

But that is not even scratching the surface, even though we can
all point to worthwhile projects and programs that we know are
successful. You mentioned some in Michigan. You're doubtless fa-
miliar, nearer at hand, your own constituency with the success of
Mandela House in Oakland. The problem with Mandela House is it
has six residents.

A similar, slightly larger success story is now in operation as an
arm of the WATTS Health Foundation in Los Angeles, UHURU
House, appropriately taking its name from the Swahili word for
freedom, because that is what it's providing its residents, freedom
from the kind of addiction for themselves and their children that
has really put them in bondage.

So, what we need to do is to provide greatly expanded treatment
facilities We also are confronted with the reality that too many in
our health care system really are not trained to identify the prob-
lem. That is to say, they are not trained to identify it even when
given prenatal care.

There are some physicians who have become aware only belated-
ly that the patients whom they were looking at were in fact going
through a pregnancy using drugs. In many instances, we have de-
termined that the young women using drugs during their pregnan-
gy were not aware of the impact of their drug use upon their chil-

ren.

They were not aware of the trauma that they were visiting upon
the fetus. We need to expend some money for the training of
health care professionals and those within the child welfare system
to see to it that they can identify and deal as early as possible in a
preventive fashion.

Your remark, Mr. Chairman, is right on point. What we have to
do is prevent. That means that we have to be prepared to lay out
some big dollars for the kind of rehabilitation which, in the case of
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a drug-using pregnant woman, will, at the very least, prevent re-
currence of this tragedy. Each member of this committee is famil-
iar with some individual horror stories.

The Wall Street Journal, in a lead news story, approximately a
year ago, recited the tragic history of a woman whom they identi-
fied only as Cheryl, whom I think had given birth to seven addicted
newborns. My wife recently visited a clinic in California and found
a woman there who had given birth to the ninth addicted newborn.

Those are not just isolated aberrations. In the Martin Luther
King Center in Los Angeles, the average is two, but that’s an aver-
age. That means that some of the women have given birth to three
and to four. If we are to provide abandoned infants with the kind
of caring and supportive home environment that Congressman
Sabo is concerned about, our foster care system has got to possess
the ability to increase the number of foster parents who are willing
and, I might add, able to accept substance-abused infants because
they are a very different challenge than a child who is not born
addicted. There is need for the special training of foster parents
that will allow them to deal with the exceptional requirements of
these tragically exceptional children. I have introduced legislation,
S-2505, the Substance Abuse During Pregnancy Act of 1990, which
will provide additional federal support in these areas, from expand-
ed education, outreach and treatment activities to the kind of addi-
tional resources for health care personnel, foster parents and child
welfare workers. S-2505 seeks to create the kind of federal/state
partnership that will seriously address maternal substance abuse.
Mr. Chairman, we've got to ask, what about the substance abuse in
women who may want very desperately to end their addiction, who
may want to do no harm and to provide the absolute best environ-
ment for their children but who simply lack the ability, being in
the thrall of some fiercely addicted drug, typically crack, so that
they are unable to voluntarily seek treatment and end drug abuse
during pregnancy.

How do we ensure that these women will not continue the recur-
rence and give birth not to one but to two, three and four more
substance-abused infants? Well, I would submit that here we need
to confront a problem which you mentioned in your opening state-
ment.

Our purpose should not be punitive. It must be preventive. The
question is, how do we best deal with a woman who is unable to
come forward voluntarily, but the woman who we find to be using
during pregnancy, the woman who has delivered an addicted child?
How do we see to it that she does not continue her habit, injuring
her own health and posing an incredible threat to her own chil-
dren, not only the one that she has had but the next one or two
that she may have?

It is not a cruelty to subject a woman to rehabilitation. I think
that it is not only infinitely fair to her but clearly it is required if
we are to avoid this tragedy of recurring drug-addicted newborns.
For those that cannot kick that habit by themselves—and I recent-
ly have sat with young women in UHURU House. I asked them, do
you think that you would be able to escape your continued addic-
tion if you were not in this residential setting?
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They indicated that they thought they would have no hope of
doing so; that they depended upon the around-the-clock reinforce-
ment, the support that they were getting in this residential envi-
ronment that they would get nowhere else. I've been to one or two
of these residential homes in which most of the people present had
come voluntarily or with a slight nudge.

What I think we need to confront is the fact that we cannot
depend upon voluntary attendance. We've got to do something
about the women who are unable to help themselves and their chil-
‘dren. I have had a number of conversations with the founder of
P}ilolenix House, someone I'm sure known to you, Dr. Mitch Rosen-
thal.

When I was at first concerned with how we deal with the prob-
lem, I asked him, I said, the contention is made, Dr. Rosenthal,
that only those who come voluntarily to treatment will succeed in
rehabilitation. He said, that is flat nonsense. He said, do not let
anyone tell you that.

People who have been brought to it kicking and screaming who
were involuntary to understate the case have emerged from this
kind of treatment, in fact, a very good risk to stay clean. It takes
14 to 18 months, whether you’re talking about Phoenix House or
whether you're talking about Mandela House, UHURU House.
These are not quick fixes because you're talking about fierce addic-
tion; in the case of some of these women, years long addictions
where they've gone from one substance to another.

Mr. Chairman, let me just say that I think that any congression-
al effort that seeks to deal with the kind of problem that is being
confronted daily and in our rhythmic, increasing progression in the
cities, large and small, urban and rural, of America is one that has
to confront not only the need for tremendously expanded treat-
ment, as is proposed under 2505, but it also needs to deal with how
we get women who are not capable of coming voluntarily to that
treatment.

There will be some who say that any involuntary commitment is
punitive. I simply reject that. I do not think it punitive to cure
someone and to prevent the kind of tragedy that otherwise is
almost bound to recur. There can be a legitimate discussion as to
whether or not the procedure needs to be one that is a hybrid vari-
ation on the criminal system that simply seeks not to incarcerate
but to require the kind of treatment that we are familiar with in
Phoenix House, Mandela House, UHURU House.

If it can be done by civil commitment, all the better, but in many
states, there is not a procedure for civil commitment. What I think
can be done in that case is the enactment of legislation at the state
level which, if it can’t and doesn’t create a sufficient civil commit-
ment system, it could be an adaptation on a system.

Many states presently require the reporting by physicians and
child welfare personnel of child abuse. This is child abuse of the
most serious kind, through the umbilical cord. It may be totally in-
voluntary in terms of the intended consequence. It is nonetheless
damaging. What we need to do is to encourage the states to take
the kind of steps that will respond to both those strong enough to
come voluntarily and those who are not.
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I submit that we need to deal with this in this session because we
have no time to waste. I remind all who don’t know, as this com-
mittee does, that Dr. Fonacura is not exaggerating. I think when
she calls it a logarithmic progression, she’s right.

Mzr. Chairman, thank you again for your diligence. Thank you
for the courtesy of listening to me this morning.

[Prepared statement of Hon. Pete Wilson follows:]
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StaTeMENT OoF HoON. PETE WiLsoN, A U.S. SENATOR FROM THE STATE oF CALIFORNIA

THANK YOU, MR. CHAIRMAN, FOR THE OPPORTUNITY TO APPEAR
BEFORE YOU THIS MORNING.

AS THE COMMITTEE HAS LEARNED DURING PREVIOUS EEARINGS,
MATERNAY, SUBSTANCE ABUSE DURING PREGNANCY HAS HAD A CHILLING
EFFECT UPON THE NATION.

IF THERE REMAIN ANY WHO PERSIST IN THE DELUSION THAT USE
OF ILLEGAL DRUGS IS A VICTIMLESS CRIME, LET THEM WALK THROUGH
A NEO-NATAIL INTENSIVE CARE WARD FULL OF BABIES INNOCENTLY
ADDICTED TO DRUGS OR ALCOHOL.

THEY WRITHE IN THEIR CRIBS IN MATERNITY WARDS ACROSS THE
NATION, EMITTING HIGH PITCHED CRIES OF PAIN. EVEN THE MOST
EXPERIENCED, MOST CARING NURSES CANNOT NOT CALM THEM.

ACCORDING TO THE NATIONAL ASSOCIATION OF PERINATAL
ADDICTION, RESEARCH, AND EDUCATION, 375,000 SUBSTANCE ABUSED
INFANTS ARE BORN EACH YEAR.
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IN OUR STATE ALONE, MR. CHAIRMAN, LATEST ESTIMATES
INDICATE THAT 72,000 INFANTS WILL BE BORN SUBSTANCE ABUSED
THIS YEAR. THIS FIGURE REPRESENTS A DOUBLING OF THE NUMBER
OF SUBST2ANCE ABUSED BIRTHS REPORTED STATEWIDE IN 1989.

THE TRAGIC STORY OF THESE INFANTS IS _ONE OF HUMAN PAIN
AND SUFFERING. CONSIDER JAMES WHO ROCKS HIMSELF TO SLEEP AT
NIGHT BY STICKING HIS FINGERS IN AN ELECTRICAL SOCKET.

IT'S A STORY OF HOSPITALS UNDER_SIEGE. FROM SAN DIEGO
TO REDDING, HOSPITALS REPORT ALARMING BIRTH RATES FOR
SUBSTANCE ABUSED INFANTS.

IT'S A STORY OF FOSTER CARE SYSTEMS STRAINED BEYOND
LIMIT. MANY SUBSTANCE ABUSED INFANTS ABANDONED BY OR TAKEN
AWAY FROM THEIR MOTHERS REMAIN IN STATE CUSTODY FOR LACK OF
WILLING FOSTER FAMILIES.



29

IT’s A STORY OF SWAMPED EDUCATIONAL AND SOCIAL SERVICE
SYSTEMS STRUGGLING TO MEET EDUCATIONAL,, EMOTIONAL, AND
DEVELOPMENTATL, NEEDS. LOS ANGELES UNIFIED SCHOOL DISTRICT,
INUNDATED WITH CHILDREN IMPAIRED BY MATERNAL SUBSTANCE ABUSE
DURING PREGNANCY, HAS DEVELOPED A SPECIAL EDUCATION
CURRICULUM FOR SUBSTANCE ABUSED CHILDREN.

IT'S A STORY OF OUR_INNER CITIES. IN LOS ANGELES
CQUNTY, OVER 10,000 SUBSTANCE ABUSED INFANTS ARE EXPECTED IN
MATERNITY WARDS BY 1993.

IT’s A STORY OF OUR RURAL COMMUNITIES. DEEP IN THE
AGRICULTURAL HEART OF CALIFORNIA, A FRESNO COUNTY HEALTH
FACILITY REPORTS THAT TWENTY PERCENT OF ALL BIRTHS INVOLVE A
SUBSTANCE ABUSED INFANT.

MR. CHAIRMAN, CARING FOR THESE INFANTS WILL REQUIRE A
SUBSTANTIAL INVESTMENT OF OUR TIME, ENERGY, AND RESOURCES.

32-155 0 - 90 ~-- 2
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IF I COULD DIRECT THE COMMITTEE’S ATTENTION TO THE CHART
IN FRONT OF ME, I WOULD LIRKE TO OUTLINE THE COSTS ASSOCIATED
WITH THE CARE OF JUST ONE SUBSTANCE ABUSED INFANT.

EACH SUBSTANCE ABUSED INFANT WILL REQUIRE ROUGHLY
$134,000 ANNUALLY IN SOCIAL, EDUCATIONAL, AND DEVELOPMENTAL
SERVICES. FOR THE MOST SEVERELY IMPAIRED, THE NUMBERS ON THE
CHART REFLECT LIFETIME NEEDS.

STATE COSTS INCLUDE $30,000 FOR INITIAL HEALTH CARE AND
DELIVERY OF THE INFANT, $11,000 PER YEAR FOR CHILD WELFARE
AGENCY INVESTIGATIONS OF CHILD ABUSE AND NEGLECT, $13,000 PER
YEAR FOR FOSTER CARE PLACEMENT, $10,000 PER YEAR FOR SPECIAL
EDUCATION SERVICES, AND $70,000 PER YEAR FOR STATE
DEVELOPMENT SERVICES.

I SHOULD EMPHASIZE THAT THE $134,000 FIGURE DOES NOT
TAKE INTO ACCOUNT LONG-~-TERM FISCAL IMPLICATIONS FOR REQUIRED
HEALTH CARE, NOR DOES IT ADDRESS HUMAN PAIN AND SUFFERING
CAUSED BY SUBSTANCE ABUSE DURING PREGNANCY.
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HOW DO WE ESTIMATE THE COST OF DIMINISHED PHYSICAL AND
MENTAL CAPACITY OR A LIFETIME OF BROKEN DREAMS AND
HEARTBREAK?

MR. CHAIRMAN, IT IS A TRAGEDY IMPOSSIBLE TO MEASURE
FULLY, BUT THANK GOD, IT IS PREVENTABLE.

BUT IF WE PROVIDE WIDELY AVAILABLE, QUALITY PREVENTIVE
OUTREACH AND TREATMENT, WE CAN EMPOWER MOTHERS CAPABLE OF
TURNING AWAY FROM SUBSTANCE ABUSE TO DO SO EARLY IN THEIR
PREGNANCY TO PREVENT GREAT INJURY TO THEIR BABIES.

THAT MEANS INCREASED EXPENDITURES FOR DRUG TREATMENT.

IF OUR NATION'’S HEALTH CARE SYSTEM DETECTS MATERNAL
SUBSTANCE ABUSE EARLY IN A PREGNANCY, WE CAN ENCOURAGE
PREGNANT ADDICTS TO ENTER TREATMENT.

THAT MEANS INCREASED EXPENDITURES FOR THE TRAINING OF
MEDICAL AND HEALTH CARE STUDENTS, AS WELL AS ADDITIONAL
EDUCATION FOR THOSE WHO CURRENTLY ARE PRACTICING.
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IF WE ARE TO MINIMIZE THE SUFFERING EXPERIENCED BY
SUBSTANCE ABUSED INFANTS WHOSE MOTHERS CONTINUE TO USE, OUR
NATION'S CHILD WELFARE SYSTEM MUST BE CAPAELE OF DETECTING
AND ADDRESSING MATERNAL SUBSTANCE ABUSE.

THAT MEANS INCREASED EXPENDITURES FOR PERSONNEL TRAINING
AND THE ESTABLISHMENT OF PROTOCOL FOR IDENTIFYING, TRACKING,
AND MONITORING SUBSTANCE ABUSED INFANTS AND THEIR FAMILIES.

IF WE ARE TO PROVIDE ABANDONED INFANTS WITH A CARING AND
SUPPORTIVE HOME ENVIRONMENT, OUR NATION’S FOSTER CARE SYSTEM
MUST POSSESS THE ABILITY TO INCREASE THE NUMBER OF FOSTER
PARENTS WILLING TO ACCEPT SUBSTANCE ABUSED INFANT PLACEMENTS.

THAT MEANS ADDITIONAL EXPENDITURES FOR THE TRAINING AND
RECRUITMENT OF FOSTER FAMILIES.
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I HAVE INTRODUCED LEGISIATION, S. 2505, THE SUBSTANCE
ABUSE DURING PREGNANCY ACT OF 1990, TO PROVIDE ADDITIONAL
FEDERAL SUPPORT IN THESE AREAS.

FROM EXPANDED EDUCATION, OUTREACH, AND TREATMENT
ACTIVITIES TO ADDITIONAL RESOURCES FOR HEALTH CARE PERSONNEL,
FOSTER PARENTS, AND CHILD WELFARE WORKERS, MY BILL CREATES A
FEDERAL-STATE PARTNERSHIP TO ADDRESS MATERNAL SUBSTANCE
ABUSE.

BUT, MR. CHAIRMAN, WHAT ABOUT THOSE SUBSTANCE ABUSING
WOMEN WHO BECAUSE OF THE FIERCELY ADDICTIVE AND DESTRUCTIVE
NATURE OF CRACK ARE RENDERED UNABLE TO STEP FORWARD FOR
TREATMENT AND WHO GIVE BIRTH TO A SUBSTANCE ABUSED INFANT?

HOW DO WE ENSURE THAT THESE WOMEN WILL NOT GIVE BIRTH TO
TWO, THREE, OR FOUR MORE SUBSTANCE ABUSED INFANTS?
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I SUBMIT THAT WE INSIST THESE WOMEN ENTER THE KIND OF
CARING, COMPREHENSIVE TREATMENT NECESSARY TO BREAK THE CYCLE
OF ADDICTION.

SIMPLY, WE MUST ASK OURSELVES: IS IT PUNISHMENT TO
INSIST THAT FEMALE ADDICTS WHO HAVE GIVEN -BIRTH TO TREATMENT
NEEDED TO LEAD A DRUG~FREE LIFE AND GIVE BIRTH TO HEALTHY
BABIES?

IS IT CRUEL TO SUBJECT WOMEN TO A CARING AND SUPPORTIVE
LIVING ENVIRONMENT WHERE SHE CAN LEARN TO RESIST THE
TEMPTATION OF DRUGS?

WHAT ABOUT THE PUNISHMENT INFLICTED BY PREGNANT ADDICTS
UPON A GENERATION OF INNOCENT AMERICAN CHILDREN?

FOR THOSE PREGNANT ADDICTS WHO ARE UNABLE TO KICK THEIR
HABIT VOLUNTARILY, WE SHOULD REQUIRE THAT THEY ENTER
COMPREHENSIVE TREATMENT PROGRAMS UPON GIVING BIRTH TO A
SUBSTANCE ABUSED INFANT.
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MANDATORY TREATMENT IS A PREVENTIVE AND REHABILITATIVE
APPROACH ESSENTIAL TO THEIR OWN HEALTH, TO THAT OF THEIR
INFANT, AND TO THE HEALTH OF FUTURE CHILDREN.

SOME HAVE LABELED THIS APPROACH AS PURELY A PUNITIVE
EXERCISE. IT IS NOT. IT IS A PREVENTIVE ACTION WHICH OFFERS
US THE BEST HOPE TO END THE TRAGEDY OF MATERNAL DRUG ABUSE
DURING PREGNANCY. JUST SPEAK TO THE ADDICT.

I RECENTLY VISITED THE HOUSE OF UHURU, OPERATED BY THE
WATTS HEALTH FOUNDATION OF LOS ANGELES, CALIFORNIA, AND I
ASKED THE WOMEN IN TREATMENT IF THEY COULD GET OFF CRACK
WITHOUT RESIDENTIAL CARE AND MORE IMPORTANTLY, COULD THEY
COME CLEAN VOLUNTARILY?

THEIR RESPONSE WAS "NO."

MR. CHAIRMAN, TREATMENT MUST BE THE RULE NOT THE
EXCEPTION.
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ANY POLICY RESPONSE FAILING TO INSIST ADDICTS WHO HAVE
GIVEN BIRTH TO A SUBSTANCE ABUSED INFANT ENTER TREATMENT
REPRESENTS A FAILURE ON OUR PART. MUCH WORSE, IT SAYS WE
CONDONE CONDEMNING GENERATIONS OF INNOCENT AMERICAN CHILDREM
TO LIVE LITERALLY THE LIFE OF THE DAMNED.

I HAVE INTRODUCED S. 1444, LEGISLATION WHICH WILL SEE TO
IT THAT SUBSTANCE ABUSING PREGNANT WOMEN GET THE TREATMENT
THEY NEED. IT OFFERS A COMPASSIONATE RESPONSE TO A TRAGIC
PROBLEM WHICH AFFECTS US ALL.

S. 1444 WOULD AUTHORIZE $50 MILLION FOR FIVE STATE
TREATMENT DEMONSTRATION PROJECTS.

BRIEFLY, MR. CHAIRMAN, TWO IMPORTANT GOALS MUST BE MET
BY GRANT APPLICANTS UNDER MY LEGISLATION.
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AGGRESSIVE PREVENTIVE OUTREACH AND EDUCATION EFFORTS
MUST BE PURSUED TO IDENTIFY PREGNANT SUBSTANCE ABUSING WOMEN
IN THE HOPE OF MINIMIZING LONG TERM EFFECTS UPON THE CHILD.
ONCE IDENTIFIED, THESE WOMEN MUST BE AFFORDED THE OPPORTUNITY
TO VOLUNTARILY RID THEMSELVES OF THEIR ADDICTIONS.

BUT FOR THOSE WOMEN WHO GIVE BIRTH TO SUBSTANCE EXPOSED
INFANTS, THE STATE MUST INSIST THEY ENTER COMPREHENSIVE DRUG
REHABILITATION.

I HOPE THE COMMITTEE WILL GIVE SERIOUS CONSIDERATION TO
BOTH S. 1444 AND S. 2505. THEY REPRESENT TWO IMPORTANT STEPS
TOWARD ENDING THE TRAGEDY OF SUBSTANCE ABUSE DURING
PREGNANCY .

MR. CHAIRMAN, THANK YOU FOR INDULGING ME THIS MORNING.
I LOOK FORWARD TO WORKING YOU ON THIS URGENT NATIONAL

PRIORITY.

#H##
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Chairman MirLER. Well, thank you very much for your testimo-
ny. As I say, your interest and your willingness to legislate re-
sources for this problem, I think, is—we have just finished watch-
ing this Senate struggle with trying to get resources to communi-
ties that have been overwhelmed and had their resources devastat-
ed by AIDS. We, too, are going to have to address communities that
are absolutely overwhelmed by addicted women and children.

At some point we've got to look down the road in terms of what
do you dc with people who won't take treatment and continue in
the destructive path. At the moment, it seems to me that some of
that debate is unnecessary because the real question is whether
we're even willing to help the people who are walking in on a daily
basis, as we see in almost every part of the drug problem.

We have hundreds of thousands of people a year who call and
ask for help and they get put on hold—they get put on a waiting
list. We've heard this in our field hearings, time and again—in the
City of Detroit we have 22 beds. They have more than all the
women they can handle who are willing to occupy those residential
placements.

The City of Seattle last week, we're talking maybe again a hand-
ful of residential placements with the recognition that if you're
really going to help these women, you need an all encompassing
program. The fact that this is going to be 30 days slap dash and
you're out on the street again. There is not a lot of evidence that
we're using those resources wisely.

But that’s just a little bit of emphasis. I think your recognition of
the problem, your willingness to do something about it is appreciat-
ed because I think, as you pointed out, we’re learning more and
more and what we'll learn today is that these are the most expen-
sive babies born in American history.

At some point, we’ve got to come to grips with that. They have
essentially, the best we can tell to date, overwhelmed every institu-
tion that they’'ve come up against, starting at the time before birth
and all the way into the school systems now. There is simply no
system that has sufficient resources to deal with these babies on
the basis on which they should.

Tragically, we’re not putting the resources into preventing the
birth of these babies that we should. Thank you for taking your
time. Thank you very, very much.

Mr. WiLsoN. Mr. Chairman, thank you.

C‘I;airman MiLLER. Get that bill out and send it over here; will
you?

Mr. WiLson. What's that?

) Chairman MiLLER. Get the bill out of the Senate and send it over
ere.

Mr. WisonN. Let me just make one final point to you because
there are decent people who don’t understand the dimensions of
the problem. People have said to me when I've spoken of the kind
of rehabilitation that takes 14 to 18 months, they said, my God,
isn’t that terribly expensive?

The answer is, it's not cheap, but it’s a whole lot less expensive
than continuing to deal with this epidemic of drug addicted new-
borns. If they are interested in a cost comparison, I'd say as a
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rough rule of thumb, you can probably put four women through
Mandela House for the cost of one addicted newborn.

So I think that this is an instance where whatever your ideology,
if you think that we need to be both compassionate and prudent in
terms of resources, this is the time to engage in some preventive
spending to avoid a far, far greater burden in infinite ways down
the road, because the remedial, the reactive step will be infinitely
more expensive, far less cost effective, far less humane. So, thank
you, sir,

Chairman Mirrer. Thank you for your time. The next panel that
the committee will hear from will be made up of Susan Galbraith,
who is the Director of Coalition on Alcohol and Drug Dependent
Women and Their Children in Washington, D.C.; Brenda Smith,
who is a Staff Attorney and the Director of Women in Prison
Project, Washington, D.C.; Dr. Neal Halfon, who is the Director for
the Center for the Vulnerabie Child, Children’s Hospital in Oak-
land California; David Gates, Staff Attorney for the National
Health Law Program; and Robert Woodson, Sr., who is President of
%1% National Center for Neighborhood Enterprise, Washington,

Welcome to the committee. I appreciate you taking your time to
help the committee on this subject. Your written statements and
whatever supporting documents you think are necessary will be
placed in the record.

Susan, we'll begin with you. You may proceed in the manner in
which you’re most comfortable.

STATEMENT OF SUSAN GALBRAITH, DIRECTOR, COALITION ON
ALCOHOL AND DRUG DEPENDENT WOMEN AND THEIR CHIL-
DREN, WASHINGTON, DC

Ms. GarBrAiTH. Thanks. Mr. Chairman, thank you for the invita-
tion to be here today. I'd just like to begin by thanking you for
your very thoughtful and compassionate leadership on this issue.
It's something that we desperately need and something that we
really will continue to support you in your efforts with.

My name is Susan Galbraith. I am the Director of the Coalition
on Alcohol and Drug Dependent Women and Their Children. I am
a former Associate Director for Public Policy for the National
Council on Alcoholism and Drug Dependency. I'm a former treat-
ment provider for alcohol and drug dependent women and their
children. 'y

I come to you today from the perspective cf sorzebody who has
worked for the last 15 years in trying to improve services for
women and their children in this country. I'd like to really make
two points today. I'd like to talk about the coalition, why it began,
what our work is. Then, I've been asked specifically to talk about
what we can do to improve federal efforts to serve women and
their children.

This coalition was started a year ago this month in an effort to
bring together the alcohol and drug field, the child welfare field,
the maternal and child health field, legal services and women'’s or-
ganizations in response to the growing crisis in care for alcohol and
drug dependent women and their children.
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QOur focus and our reason to begin our efforts was in direct re-
sponse to the movement across the country to criminalize alcohol
and drug use during pregnancy. We believe that this is a public
health issue and that it 1s most appropriately dealt with through
the public health system, not through the criminal justice system.

The coaliticn has made major progress in developing policies in
the area of federal proposals for improving services, state proposals
for improving services. We're currently involved in conducting a
major survey looking at what services are out there for women and
their children. We're doing major public education campaigns.

I have submitted to your staff a list of our federal proposals. I'd
be happy to provide them for other members of the committee.

I'd like to speak very directly about one proposal today and that
is the women set aside of the alcohol drug abuse and mental health
services block grant. That requirement was enacted in 1984 to en-
hance services for women. Our experience in this country has been
that unless the federal government mandates that states develop
services for alcohol and drug dependent women, they do not
happen.

It’s like trying to get a splinter out of a two-year-old’s toe. It's an
impossible, very painful task to get states to seriously acknowledge
that women have alcohol and drug problems, that they need spe-
cialized treatment, that if you set up services that are sensitive to
their needs, that they will come in.

Tragically, we have seen that even with the federal mandate, to
set up services for women, states have still gone around that man-
date and they have not followed through in that requirement.
Since 1985, a total of $364 million has been required to be spent on
services for women in the states. I'm here to tell you that that cer-
tainly has not happened or we wouldn't be seeing this crisis in care
that we’re seeing today.

I would really urge you to look at your own State of California
where a centralized categorical grant process was required in im-
plementing the set aside, where that money was not distributed
through the county system where it was easily used to support
other services, but where a system was put in place to assure that
separate, discrete, sensitive services for women were established.

We saw in California that that was done on the alcohol side. It
was not done on the drug side. We saw in California that over 20
new programs were set up on the alcohol side for women. We do
not see that same evidence on the drug side. We don’t know what
actually was done with that money. I would really urge you to look
at what we already have in place and how that can be enhanced to
make sure that services get out there for women.

Just finally, I'd like to comment on much of this discussion about
mandating women to get into treatment. We have no treatment to
mandate women to get into in the first place. I think this is a dis-
cussion that we may have the luxury of having two decades from
now. If we were to take the women that were going to D.C. General
today for prenatal care and delivery who are alcohol and drug de-
pendent and try to find voluntary treatment for them, we would be
hard-pressed to place them.

We have not been successful in setting up services for alcohol
and drug dependent women. When we have set up services, what
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we have found is that women do come in for treatment. They are
very interested in getting sober and drug free. They are very inter-
ested in getting well and that services do work.

Just finally, I'd like to go back to my opening point and really
urge you—we are in a period of time where a war on drugs in
many cases is becoming a war on drug users. It's becoming an
effort that is really.alienating and isolating already very alienated
and isolated individuals.

We need to maintain our gains of the last decade and continue to
press forward in our acknowledgment of these public health issues
that are highly treatable and that women and men every day do
recover. So, I'd like to close. Thank you very much for your time
and for the opportunity to be here.

[Prepared statement of Susan Galbraith follows:]
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PREPARED STATEMENT OF SUSAN GALBRAITH, DIRECTOR, COALITION ON ALCOHOL AND
Druc DEPENDENT WOMEN AND THEIR CHILDREN, WASHINGTON, DC

Mr. Chairman and members of the Committee, it is an
honor to be here to testify before you today on the need to
enhance services for alccholic and drug dependent women who
are pregnant and of child-bearing age and their children. My
name is Susan Galbraith. I am the Director of the Coalition
on Alcohol and Drug Dependent Women and Their Children. I
have worked as an advocate for alcoholic and drug dependent
individuals and their families as the Associate Director of
Public Policy for the National Council on Alcoholism and Drug
Dependence. I have worked as a program director and as a
counselor in both residential and outpatient programs serving

alcoholic and drug dependent women and their children.

The Coalition on Alcohol and Drug Dependent Women and
Their Children was organized by the National Council on
Alcoholism and Drug Dependence (NCADD)* in May 1989 in
response to our concern about the growing trend across the
nation to punish rather than intervene and provide treatment
for women who are alcoholic and drug dependent and pregnant.
* NCADD was established in 1844 to stimulate public

education and public advocacy efforts on behalf of
individuals with alcocholism and their families. The NCADD
mission was expanded in 1988 to include individuals with
other drug dependencies and their families. NCADD has led

efforts nationally to enhance services for alcoholic and
drug dependent women and their children.




43

There have been numerous prosecutions in many states
across the nation. Women are being tried for charges ranging
from child abuse, to delivery of drugs to a minor, to
manslaughter. In Qirtually all cases, the women being tried
are low-income and/or women of color. They are women who

have limited resources and no access to good health care.

The National Council on Alcoholism and Drug Dependence
(NCADD) established the Coalition in an effort to refocus the
discussion on.the need for prevention and treatment services
for women and their children. NCADD unequivocally opposes
the criminal prosecution of women who are alcoholic and drug
dependent on the basis of their alcohol and drug use during
pregnancy. It is this very basic tenet that guides NCADD's
philosophical and financial commitment to the Coalition.
These are public health problems that respond well to public
health interventions. NCADD invited organizations and
individuals concerned about women's health care, legal
issues, civil rights, child welfare, alcohol and drug
problems, mental health, and maternal and child health to
join together to meet and organize appropriate interventions
to address the current crisis in care for addicted women and

their children (Coalition Statement of Purpose attached).
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The Coalition currently has 38 organizational members.
There are also concerned citizens who are individual members.
The range of groups includes many of the major national
organizations concerned with the health and well-being of
women and their children (a list of Coalition members is
attached). There are an additional 30 groups who participate

in the Coalition who are not formal members.

The Coalition carries out its work through an Executive
Committee and three standing committees: Legal Issues and
Public Policy; Treatment and Services; and Prevention and

Education.

The Public Policy and Legal Issues Committee has drafted
proposals for legislative responses to address the needs of
alcoholic and drug dependent women, their infants, and
children for federal and state policy makers. The federal
packet addresses a wide range of programs reflecting the
Coalition's firm belief that these problems are systemic and
that interventions must address the conditions of women's
lives including poverty, unemployment, and lack of access to

health care. The state packet provides model legislative
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proposals for enhancing state and locally based services for

women and their children.

The Treatment Committee has conducted a survey of
programs which provide prevention and treatment services for
alcoholic and drug dependent women and their children. There
is currently nc reliable directory which provides information
on the availability of services for women in the nation nor
is there accurate information on the numbers of programs,
numbers of women being served, or success of the
interventions. This survey is an initial effort to begin to

collect data.

The Prevention and Education Committee has compiled a
comprehensive education packet for over 2,500 caregivers on
alcohol and drug related birth defects. The packet is used
in conjunction with National Alcohol and Other Drug Related
Birth Defects Awareness Week which started this week on
Mother's Day. This is an annual event which has been
sponsoréd by NCADD and the Office for Substance Abuse
Prevention to raise awareness about the risks of using
alcohol and drugs during pregnancy-and to encourage the

implementation of prevention activities.
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The Coalition has grown in size and strength over the
past year. We have made tremendous progress in opening up
discussions between the various disciplines which are
concerned about alcoholic and drug dependent women and their
children. We have responded to hundreds of requests from
communities across the nation for assistance in developing
vappropriate interventions for women and their children. I
would hope that we have made some progress in dramatizing the
inappropriate and inhumane use of the courts to intervene
with women who are impoverished and addicted and who in most
cases, have had no access to health and social services which
are responsive and sensitive to their needs. I would also
hope that we have made some contribution to ending the war on
drug users, individuals who suffer from the diseases of
alcohplism and drug dependency, which the "War on Drugs" has

s0 clearly becone.

Mr. Chairman, we probably would have never needed this
coalition if the states had done their job in setting up
appropriate treatment for alcoholic and drug dependent women
and their children. There has been so much resistance to
treating alcoholic and drug dependent women, and especially

pregnant women, from every sector of the health and social
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welfare system in this country. Pregnant women who are
alcoholic and drug dependent have been discriminated against
when they seék care in many health care and social service
settings. I have worked with women who were misdiagnosed for
years, treated inappropriately through the mental health
system, and finally, when nothing else worked, were referred
for alcoholism treatment as a last resort. Women with these
problems suffer from such intense stigma that providers have
either felt they were undeserving of care or hopeless cases.
With few rare exceptions, even the alcoholism and drug
addictions treatment programs have failed miserably in their

job to provide services for women.

Congress has made several attempts in the past to
intervene and support programs for women with addictions.
The passage of the women's set-aside of the Alcohol, Drug
Abuse and Mental Health Services (ADMS) block grant is one
example. This legislation required that states spend S
percent of their ADMS block grant on new and expanded
prevention and treatment efforts for alcoholic and drug
dependent women. This set-aside requirement was increased in

19588 to 10 percent. Since 1885, the set-aside has
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represented $364 million that states have been required to

spend on services for women. -

Despite the presence of a federal requirement since 1984
té devote a portion of federal funds to women, the states'
commitment to creating and expanding programs for women has
.been minimal. The proof of this minimal commitment has
become markedly clear in light of numerous reports
documenting the virtual absence of treatment programs which
serve women and their children, generally, and pregnant
women, Specifically. Presumably, if states had complied with
the spirit and the letter of federal law since 1984, we would
have programs operating and would not be in our current
crisis. Three hundred and sixty four ($364) million dollars
buys a lot of services. Congress specifically identified the
need for programs to serve these two populations in the 1984
legislation, and reiterated those priorities in 1986 and

1988.

I know that the states will all argue that they are in
compliance with the set-aside requirement. They will point
to the numbers of women in treatment as representing over ten

percent of their total client population. The fact is that
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many states are not in compliance. They have used this money
to support existing services, they have channeled this money
to support 1 "women's group” in an otherwise predominantly
male oriented treatment setting, or in one case I am aware
of, they simply told all service providers that they must
serve 5 percent more women without any .increase in funding.
The states' failure to implement the set-aside exemplifies
the problem that we have had for decades in trying to
establish services in this country for women. Women's needs
and problems are not viewed as serious and deserving of
attention. Tragically, it is only when a woman's ability to
bear healthy children is threatened by the consequences of
alcoholism and drug addiction that we, as a society, are
willing to take notice. We take notice not because we care

about women but, because we allege to care about children.

The Coalition has generated many recommendations to
enhance the federal response to alcoholic and drug dependent
women and their children. Our proposals address programs in
the areas of maternal and child health, alcohol and drug
treatment, child welfare, education, Indian health services,

and housing. We believe that programs must be comprehensive.
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There is consensus that efforts should be directed to:
1.) 1increase access to care including reproductive health
care} prenatal care, and alcoholism and drug addictions
treatment for pregnant women and women of childbearing age;
2.) increase access to care including medical services,
educational programs, and foster care for children with
alcohol and drug related birth defects and children growing
up in homes where alcoholism and drug addictions are
problems; and

3.) increase coordination of programs and services.

In addition, I would like to propose the following very
specific, concrete recommendations for your consideration:
1.) Strengthen mechanisms for accountability for the women's
set-aside of the ADMS block grant. One option is to require
that states use a centralized categorical grant process for
distribution of funds. This process was initially used in
California where the State Office of Alcohol Programs funded
programs directly, instead of channeling funds through the
counties, and were successful in establishing a range of new
programs for women. Interestingly, the California State
Office of Drug Programs disseminated their funds through the

county system. There is not the same evidence of new,
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discrete services for women as we have with the alcohol
programs.

2.) Increase financial support for the Pregnant and
Postpartum Demonstration Projects administered by the Office
for Substance Abuse Prevention. This demonstration
represents the first national effort to establish programs
specifically for pregnant women, their infants, and children.
The demonstration calls for innovative programs which
demonstrate coordination of various disciplines and service
providers. A minimum of $50 million should be devoted to
this program for Fiscal Year'1991. The program budget for FY
1990 is $32.5 million and the President's budget request for
FY 1991 is $37.8 million.

3.) Amend the Special Food Program for Women, Infants and
Children (WIC) administered by the Department of Agriculture
to expand the category for institutional eligibility to
include residential alcohol and drug treatment programs
serving women and children. This would provide tremendous
support to programs currently serving low~income women who
are pregnant, postpartum, and breastfeeding and their infants
and children.

4.) Increase access to services for children with alcohol
and drug related birth defects and children growing up in

alcoholic and drug dependent homes by formally expanding Head
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Start eligibility to include infants and toddlers and by

increasing financial support for this program to ensure

availability of the full range of services needed by these’
families. Education for the Handicapped programs can be
enhanced by increasing federal financial support for
specialized instruction and related services under Part B and
by enhancing Part H by making it a permanent program,
increasing federal financial support to ensure that all
states participate, and amending the definition of federal
eligibility to include children who at risk of being
developmentally delayed, many of whom have alcohol and drug
related birth defects.

5.) Where services are being provided in settings serving

both men and women, programs who receive federal funds should

be barred from discriminating against pregnant women. This

should include alcoholism and drug treatment programs,
maternal and child health programs, community and migrant

health centers, and mental health centers.
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Coalition on Alcohol and Drug Dependent Women and Their Children

organizational Members -= 1990

Alan Guttmacher Institute

American Academy of Pediatrics

American Bar Association - Center on Children and the Law
American College of Nurse-Midwives

American College of Obstetricians and Gynecologists
American Civil Liberties Union

American Medical Students Association

American Nurses Association

American Prosecutors Research Institute

American Psychological Association

American Society of Addiction Medicine

Association of Maternal and Child Health Programs
Center for Child Protection and Family Support, Inc.
Center for Clinical Protection and Family Support
Center for Law and Social Policy

Center for Science in the Public Interest

Child Welfare League of America

children of Alccholics Foundation

Coalition on Addiction, Pregnancy and Parenting
Legal Action Center

NAACOG: The Organization for Obstetric, Gynecologic and
Neonatal Nurses

National Abortion Rights Action League

National Association of Alcohol and Drug Abuse Counselors
National Association of Perinatal Social Workers
National Association of State Alcohol and Drug Abuse
Directors

National Center for Prosecution of Child Abuse
National Council on Alcoholism and Drug Dependence
National Council of Jewish Women

National Parent Teachers Association

National Perinatal Association

National Society of Genetic Counselors

National Women's Law Center

National Women's Health Network

Parent Care

Therapeutic Communities of America

Women's Action Alliance

Youth Policy Institute

NCADD
1511 K Street, N.W.
Washington, D.C. 20005

202-737-8122
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Coalition on Alcohol and Drug Dependent Women and Their Children

Statement of Purpose
Passed by Coalition on January 23, 1990

The Coalition on Alcohol and Drug Depdendent Women and
Their Children is a group of national organizations concerned
about the health and welfare of alcohol and drug dependent
women and their families. Coalition members include
organizations concerned about women's health care; legal
issues; civil rights; child welfare; alcohol and drug
problems; and maternal and child health.

Because pregnant drug dependent women have so often
faced discrimination, barriers and penalties, the Cecalition
is concerned about the provision of health and other
appropriate services to them and protection of their rights.
Therefore, the Coalition is organized to enhance access to
preventive and educational services, health care, prenatal
care, and alcoholism and drug addictions treatment for women,
and to ensure the availability of health and social services
for their children. The Coalition believes that the
interests of women and their children are best served through
the health care and social service systems. Women should not
be singled out for punitive neasures based solely on their
use of alcohol and other drugs during pregnancy.

NCADD
1511 K Street, N.W.
Washington, D,C. 20005

202-737-8122
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NCADD POLICY STATEMENT

Women,
Alcohol,

Other Drugs
and Pregnancy

Approved by the Delegate Assembly (April 28, 1990) and
adopted by the Board of Directors of the National Council on
Alcoholism and Drug Dependence, Inc, (April 29, 1990).

SNCADD

National Council on Alcoholism and Drug Dependence
12 West 21st Street, New York, NY 10010
(212) 206-6770; (212) 645-1690 (FAX)

1511 K Sreet NW, Washington, DC 20005
(202) 737-8122; (202) 628-4731 (FAX)




]
Summary of the Issue

There has been a great deal of denial about the
extent to which women axperience alcohol and other
drug problems. This denlal is even more profound
when considering pregnant women. While we have
made progress in expanding prevention and treat-
ment efforts to include women, our social and
medical institutions have not responded effectively
to the needs of pregnant alcoholic and other drug-
dependent women. Spectfic emphasis needs to be
given to the deveiopment of specialized prevention
and treatment for aicoholic and other drug-depend-
ent women of child-bearing age.

I
Background

There is growing concacn throughout our nation
about the problems associated with alcohol and
other drug use by pregnant women, The advent of
crack, a highly and quickly addictive cocaine dexiva-
tive, has brought these problems into sharp focus
and stimulated public debate and discussion about
how to respond to the needs of alcoholic and other
drug-dependent women and their children. Alcohalic
and other drug-dependert pregnant women have
becoma subject to charges of child abuse and
prosecution rather than to the support of the health
care system. This punitive approach Is fundamen-
tally unfair to women sutfering from addictive
diseases and serves to drive them away from
seeking both prenatal care and treatment for their
alcoholism and ather drug addictions. It thus works
against the best interests of infants and children by
{nvolving the sanctions of the criminal law inthe
case of a heaith and medical problem. Moreover,
there Is increasing evidence of disparities regarding
the scresning and reporting of positive toxicologies
of newborns, with women of color, poor women and
women re ~eiving care in public hespltals having the
greatest likelihood of being subject to drug testing
and subsaquent reporting to legal authorities.

The National Councii on Alcoholism and Drug
Dependence supports efforts to educate women and
their partners about specific risks associated with
drug use, including alcohol, tobacco, prescription
and over-the-counter medications as well as lllegal
drugs, during pregnancy. NCADD supports the de-
velopment of prevention and treatment efforts for
pregnant alcoholic and other drug-dependert
women and urges pclicy makers to support meas-
ures which will increase access to care and dectimi-
nalize the governmental response.
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TR
Alcohol- and Other
Drug-Related Birth Defects

A great deal Is known about the effects of
drinking on fetal development. Fetal aicohol syn-
drome (FAS), the most severe constellation of
alcohol-relatsd birth defects, was identified by a
team of health professionals in Seattie, Washington,
in 1973, FAS is a cluster of symptoms including
malformations of the face and skull, growth retarda-
tion either before or after birth, central nervous
system problems and mental retardation, Fetal
alcohol effects (FAE) ace a rangs of birth defects
which fall short of meating the criteria for tha full
blown syndrome. Children with FAS and FAE are
born to mothers who drank during pregnancy. itis
unclear how much alcohol at what time during
pregnancy causes tha range of problems. The
National Council on Ajcoholism and Drug Depend-
ence perceives any aicohol consumption during
pregnancy as high-risk drinking and supports a clear
no-aicohol-use message as the only responsible
public health message.

Cocaine use during pregnancy can causs
multiple and comnplex problems in utero and aifter
birth, Thase problems may includa physical anoma-
lies, inadequate development and dysfunction of the
body's major organs and systems, inclucing the
cardiovascular, neurciogical and excretory systems,
Infants can experience withdrawal symptoms if
mothers have used cocaine shortly before delivery.
Cocaine tse may also cause precipitous delivery re-
sulting in premature birth and preblems associated
with low birth weight, Sudden irfant death syn-
drome (SIDS) occurs at & higher rate among babies
exposed to cocaine.

Babies exposed prenatally to heroln tend to be
low in birth weight, short for their age, and have a
small head circumference. There is no evidence
that opiate drug use by the mother causes malfor-
mations like those seen in FAS. Research is
continuing in this area. The developing fetus does
dxperlence withdrawal as the mother goes through
withdrawal. Some postnatal problems of these
infarts may be due to repesated withdrawals before
birth. Newtorn infants of opiate-dependert maihers
can experience opiate withdrawal symptoms after
birth.

Tobacco use during pregnancy can &iso inter-
fere with healthy fetal deveiopment. Bables born to
smokers are more likely to be low in birth weight,
born prematurely, have jower scores on a standard



test of physicalfunctions, and die within the first
year of life. It Is not known exactly how the ingredi-
ents in tobacco smoke affect fetal development. It is
known that tobacco smoke reduces oxygen flow to
the fetus. It is clear that cessation of smoking
during pregnancy will contribute to a positive preg-
nancy outcome.

There are risks associated with the use of cther
drugs during pregnancy such as PCP, barbiturates
and other prescription medications. Thesae risks
vary depending on the extent and time ot use. [n
geneal, all drugs ere contraindicated during preg-
nancy unless deemed absolutely necassary and
administered under the supervision of a trained
health professional,

Although different drugs have different prenatal

effects, the drugs discussed above have some
-similar effects when they are used during preg-
nancy, They all tend to cortrituste to low birth
weight. They all may influence the way in which
children are able to learn and interact socially.
Some cause severe damage, including mental
retardation and physical defonmities. All contribute
to heightened nervousness and irtitability in new-
borng which may Impede parent-child bonding and
exacerbate post-partum stress for mothers.

It is well-known that the United States has an ex-
traordinarily high rate of infant mortality--one of the
highest in the western world. Efforts to reduce the
incidence of alcohol and other drug use during preg-
nancy would undoubtedly contribute to a reduction in
infant mortality in the nation.

.|
Treatment for Alcoholic and
Other Drug-Dependent Women

A great deal of progress has been made in the
United States in our appioaches to preventing and
treating alcoholism and other drug addictions among
women. Prior {0 the 1970's there were virtually no
treatment options for women with alcoholism and
other drug addictions. Women rarely cama into
treatment and when they did, the treatment that they
received was based on the male experience of
alcoholism with no adjustments for the fact that a
woman's life exparience and physiclogy are different
from a man's.

The 1970's was a time of dramatic change for
women in need of treatment for alcoholism and other
drug addictions. The National institute on Alcohol
Abuse and Alcoholism (NIAAA) funded the first
wave of women's treatmant programs across the
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nation. Later, in 1884, the women's set-aside of the
Alcohot, Drug Abuse and Mental Health Services
(ADMS) block grant required that states spend 5%
of their block grant enard on new prevention and
treatment efforts designed for women. The sat-
aside requirement was raised in 196810 10%.

Only a few prevention and troatment efforts have
focused specifically on pregnant aicoholic and other
drug-dependent women. There are tremendous
{aars among sexvice providers about Habilty prob-
lems associated with treating pregnart, addicted
women. There is 8i30 a great nead for additional
training of treatment providers about how to proceed
with safe detoxification and trestment; To date,
much of the reaction to treating pregnant alcoholic
and other dil women has bean guided
by fear, lack of knowledge and lack of experiance,
The sad irony s thet pregnancy offers an opportu-
nity to intervene and provide treatment; yet it is at
this very time that the least amount of treatmerk is
available.

The Antl-Drug Abusa Act of 1988 inckuded a
provision to establish prevention, educstion, inter-
vanton and treatment demonstration projects ad-
ministerad through the Office for Substance Abuse
Pravention for pregnant and postpartum sicohol-
and other drug- dependert women. This program
has stimulated the development of some of the first
programs in the nation to address the needs cf
pregnant women,

]
Services for Children

Children born to alcoholic and other drug-
dependent women and chikdren living in homes
where parents and family membars are alcoholic
and dependent on other drugs desesve special
mention. Children born with alcohot- and ottvar drug-
related birth defects often go unrecognized. We
need to improve identification and intervention serv-
ices for these children. They must have access to
services for ongoing treatment and special educa-
tion, Children growing up in alcoholic and other
drug-dependent families also need a range of
prevention, intervention and treatment services.
Intervention and treatment can be powerful tools in
preventing future problems for these chitdren. Child
welfare services should be enhanced so that alter-
native living situations are available for children who
need temporary foster care and permansnt place-
ment. In all cases, efforts should be.made to
intervene and treat familles with the goal of keaping
them together it appropriate and possible,




Proposed Pollcy Recommendations

NCADD supports the development of compre-
hensive efforts to address the needs of women of
child-bearing age and their children. NCADD
recommands the enactment of comprehensive poii-
cies at tha national, state and community levels to
improve prevention, education, treatment and
research efforts for women. Prevention and treat-
mant programs for women and their children shouid
be sansitive to ethnic and cultural differences among
women and empioy approaches which reflect sensi-
tivity to the particular needs of the population of
woimen being served. Finally, enhancement of
research, prevention, education and treatment
initiatives tailored to address the needs of women
generally, will undoubtedly: reduce the numbers of al-
cohalic and drug-dependent pregnant women in
need of services and ultimately, the number of
children born with alcohol- and other drug-related
birth defects.

The NCADD Board of Directors, Affiliates and
Staff will work towards the enactment and impiem-
entation of the following recommendations:

Congress

B Congress should closely monitor the stetes’ use
of the 10% women's set-aside of the Alcohol, Drug
Abuse and Mental Health Services biock grant
(ADMS) and insist that this money be spent consis-
tent with the legislation (i.e., new and expanded
prevention and treatment services for alcoholic and
other drug-dependent women).

M Congress should appropriate additionad funds to
support the Model Projacts for Pregnant and Post-
partum Women and their Infants administered by the
Office for Substance Abuse Prevention.

B Congress should direct the NIAAA and NIDA to
establish a joirt ressarch center for eicohol and
other drug problems of women.

Executlve Branch

M The Office for Substance Abuse Prevention
should convene a task force on women, alcohol,
drugs and pregnancy with representatives from: the
National Instituite on Alcohol Abuse and Alcoholism
(NIAAA), the National Institute on Drug Abusa
{NIDA), the National Institute of Child Health and
Human Development, tha Office of Minority Health
Affairs, the Office of Adolescent Pregnancy Pro-

grams and lay field repiesentation tc coordinate a
comprehensive federal response to the health and
social service noeeds of pregriant alcoholic and other
drug-dependent women and their children.

The Office for Substance Abuse Prevention and
the Nationa] Clearinghouse on Akcohot and Diug
Information should develop matarials on alcohol and
other drug use during pregnancy. Campeigne to
disseminate this Information to various professional
medical and social service professionals shoukd be
established.

IR The Naticnal Clearinghouse cn Alcohol end
Drug Information should Increasa efforts to develop
culturally and linguistically appropriate materiais on
alcohal, other drugs and pregnaricy for specific
underservad groups of women.

BB NIAAA and NIDA should support and encourage
studies which focus on alcohal, other drugs and
pregnancy. Both Institutes should support longitudi-
nal studies on children with alcohol- and other drug-
ralated birth defscts. Such defects should be mads
reportable to establish a data base,

B The Office for Substance Abuse Pravention
should convenae a national meeting of experts on
women, alcohol, other drugs and pregnancy., One
outcome of this meating should ba a monograph on
state-of-the-art prevention, reatment and research
afforts addressing women, aicohol, other drugs and
pregnancy.

B The Office for Substance Abuse Prevention
should develop written materials and posters which
address HIV infection, alcohol, other drugs and
pregnancy,

M The Office for Substance Abuse Pravention
(OSAP) should develop and disseminate model
training programs about identification and referral of
women with alcoholism and other drug dependence
for health professionals, including nirses and social
workers and others who interact with pregnant
women,

B The Alcohol, Drug Abuse and Mental Health
Administration should require that states, report on
the number of pregnant women being served in
publicly funded prevention and treatment pr~grams
as part of their routine data collection efforts.
Alcohol- and other drug-related birth defects should

be made reportable to establish a data base,

M The Bureau of Alcohol, Tobacco and Firearms
should require that mandated health waming labels




on alcoholic beverage containers regarding the risks
of drinking during pregnancy be clearly legible to
alcoholic beverage consumers.

T The Children's Bureau housed in the Office of
Human Development Services of the Department of
Health and Human Servicas should fund grants and
contracts that address the Issuas of foster care
placement for children of alcoholic and drug-depend-
ent woman.

M The Justice Department, in collaboration with the
Depariment of Health and Human Sarvices shouid
be required to develop and fund training programs
for police and other law enforcement officers on the
nature of alcoholism and other dug de:

intervention processas, treatment principles, and the
avallability of focal treatment resources.

State Legislative and Executive Bodles

B States should mandate coordination of available
health and social service resources to include but
not be limited to: Alcoholism and Drug Treatment
Programs, especially those agencies which provide
services to women and their children; Crippled
Childran's Sexvices (CCS); Early Perodic Screening
Diagnosis and Treatment Programs (EPSDT);
Developmental Disabilities services; Special Educa-
tion programs; Family Planning; Ald to Families with
Dependent Children (AFDC) and Women, Infants
and Children (MC).

H State agencies which manage publicly funded
alcohot and drug addiction programs should offer
funding for up to three years for demonstration
projects which provide services to women and their
children with sufficient funds to entice providers to
initiate such programs and to allow for adequate
start-up tima.

W Each state should develop a task force of state
executive branch agencies to coordinate provision of
alcohol and drug prevention and treatment services,
maternal and child health care, and child welfare
selvices and training to health and social service
professionals who serve as galekespers to women
and thelr children.

W States should avoid measures which would
define alcohol and other drug use during pregnancy
as prenatal child abusa and should avoid prosecu-
tlons, jalling or other punitive measures which would
serve to discourage women from seeking heaith
care servicas and which might be offered as a
substitute for health care services,
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B~ States should resist the enactment of laws which
identify alcoholism or other drug dependency or
alcohol and other drug use as prima facie evidence
of child abuse or neglect.

il States should resist the enactment of laws or
regulation which require the automatic removal of an
infant from the mother solely on the basis of a
positive toxicology screen of the infant,

R Staies should appropriate additional funds for
the development of comprehensive, multidisciplinary
pronatal cate and alcoholism and other drug addic-
tions treatment services to pregnant women with
alcohol and other drug problems. The continuum of
sarvices should include prenatal care, alcohollsm
and other drug addictions treatment, housing, job
training, educational and support services,

B States should encouraga linkages betwean alco-
holism and drug troatment programs and the crml-
nal justice system so that alcoholic and drug-
dependent women who enter the criminal justice
systern can recelve appropriate idectification, refer-
&l and treatment services.

W States should enact legisletion requiring the
posting of warning signs at points of purchase of
alcoholic beveragas alerting the public to the dan-
gers of drinking during pregnancy. Thase signs
should be available in other languages, if appropi-
ats, to mest the needs of sthnic populations.

Research

B Research is needed on the long-term impact of
drug exposura on the health and development of
children; comparisons between chikken ralsad in
foster care to those supported in their biological
homes; cost/benefit analyses of the efficacy of
varlous prevention strategies on health and social
welfare costs,

B Research is needed on the male contribution to
birth abnormalities refated to sicohol and other drug
use.

Prevention

M Schools should offer age-appropriate alcohol
and other drug education programs which Inciude
specific information on the dangers assoclated with
drinking alcohol, smoking cigarettes, and using other
drugs during pregnancy. Appropriate programming
tor pregnant ieans should also be made available in
schools,




M Local governing bodies should offer educational
matexials on the dangers associated with drinking
alcohol, smoking cigarettes, and using other drugs
during pregnancy when individuals apply for mar-
riage licenses. Thase materials shouki be made
available, if appropriate, in languages suitable to
other sthnic populations.

IR Schools providing professional education for
healh professionals should include education and
requirements for continuing education on alcohoi-
and other drug-related birth defects and identifica-
tion and treatment of alcoholic and other drug-
dependent women.

I8 State agencies should otfer training on innova-
tive methods to prevent end identiy high-risk alcohol
and other drug use among women.

H Health professionals and agencies which provide
tamily planning services should also provide educa-
tional materials about slcohol and drug use during
pregnancy, Plans for referral {o treatment, when
needed, should be established.

M Al local health officers who give out mariage
licenses should be educated on the subjacts of
alcoholism and other addictions, and alcohol and
other drug use during pregnancy. They should also
be provided with educational materials to be distrib-
uted to marriage license applicants.

Treatment

B State and local agencies with responsibility for
managing publicly funded alcoholism and other drug
addictions programs should offer training for treat-
ment providers on intervening and treating pregnant
alcoholic and other drug-dependent women.

Wl State and local agencies with responsibility for
managing publicty funded alcoholism and other drug
addictions programs shoutd ensure that there are
an adequate number of residential and outpatiant
treatment programs with comprehensive childcare
components, Trestment programs. sarving women
and their children should be prepared to offer
sarvices to the significant others of alcohofic and
drug-dependert women, including their male
pantners.

I States and local agencies should ensure that
physicians and other heaith professionals providing
safvices to pregnart alcoholic and other drug-
dependent pregnant women offer their cilents strict
confidentiality protections within the confines of
existing law.
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Bl - States should resist efforts to weaken confidon-
tiality protections for pregnant alcoholic and other
drug-dependent women seeking prenatal care or al-
coholism and/or drug treatment sorvices.

B Whenaver possibla, individuals including women
of child-bearing age and pregnart women, should
have the opportunity to receiva an evaluation and
assassment from an independent community-based
referral agency capable of directing them to the
most appropriate program.

B States should utllize mandated pravention
funding from their alflotment of the ADMS block grant
to support prevention, education and intervertion
aimed at reducing alcohol and other drug problems
among women of child-beering age and at facilitating
early intervention for women already dapendent on
alcohol and other drugs.

Ml State and local agencies with recponsibility for
managing publicly funded alcoholism and other drug
addictions programs should withdraw funds from
programs which refuse admission to pregnant
women.

Chiid Welfare

M States should support the development of ade-
quate child protection services to provide alternative
placements for infants and children who need to be

removed from the care of their parents,

W Federal and state governments should support
tha provision of comprehensive health and social
sarvices to alcohol- and other drug-affected infants
and children, as well as children living in homes with
alcoholism and other drug addictions.

M State alcohol and drug agencies should fund
or co-fund staft positions within the child welfere
system designated to identify and intervene with
pregnant women and parents who are alcoholic
and/or drug dependent as well as to educate the
child wetfare personnel about alcoholism and drug
addiction.
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STATEMENT OF BRENDA SMITH, 1.D., STAFF ATTORNEY, DIREC-
TOR OF WOMEN IN PRISON PROJECT, NATIONAL WOMEN’S
LAW CENTER, WASHINGTON, DC

Ms. Smrta. Thank you. I, too, would like to thank you for the op-
portunity to come here and testify on this issue. I think that it’s an
important issue, and I've been asked to address the issue specifical-
ly of pregnant, alcohol and drug dependent women who are incar-
cerated, women who are in prison.

First, I'd like to identify myself as Brenda Smith. I'm with the
National Women’s Law Center. The National Women's Law Center
has a long history of work protecting and advancing the rights of
women, in particular, low-income women. Just recently, the Na-
tional Women’s Law Center has started a project specifically tar-
geted to incarcerated women because it is an area where many low-
income women are finding themselves.

The Center’s project started at Lorton Minimum Security Annex
in Lorton, Virginia. This is a prison which houses approximately
180 women convicted of violations of D.C. law. Primarily, our
project provides legal counseling and services to the women in
issues areas that they've identified as priorities: child support, do-
mestic violence, access to medical care and drug treatment.

What I'd say is that until very recently, the whole issue of
women in prison was not given a lot of attention. I think that was
primarily because there were very few women in prison. Over the
past decade, however, the numbers of women in prison have more
than tripled.

In 1980, there were about 13,000 women in state and federal pris-
ons. In 1989, the last time when figures were collected, there were
37,000. In the first six months of 1989 alone, the female prison pop-
ulation grew by 13 percent, compared with a 7 percent growth for
the male prison population.

Why are these women here? What are they coming in on? It'’s
primarily on drug offenses. I think that we’re seeing such a large
increase of the number of women in prison because of the advent
of mandatory minimum sentencing. The Federal Bureau of Prisons
estimates that about 60 percent of the women who they have in
custody are there for drug offenses. Locally in the District of Co-
lumbia, it’s about 57 percent.

One other thing that I'd like to note before going 1nto the discus-
sion on the issue of drug treatment specifically for women in prison
is that there are two things about women that differ in general
from men who are in the penal system. First of all, they are there
primarily for nonviolent offenses. Statlstlcs show that 53 percent of
the crimes which lead to women’s incarceration are economic
crimes; drug sales, larceny, forgery, theft. That’s compared to 39
percent for men. Correspondingly, 55 percent of the men but only
41 percent of the women are in jail for violent offenses.

Another important difference between male and female prison-
ers, which should be of great concern to this committee, particular-
ly given its emphasis on children, youth and families, is the differ-
ing family responsibilities of women prisoners. Eighty percent of
women prisoners have children. Of those, 70 percent are single par-
ents. Prior to their incarceration, 85 percent of women prisoners
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gompared to 47 percent of male prisoners had custody of their chil-
ren.

The other thing that you should know about these women is that
they are primarily young women between the ages of 20 and 34, in
their child-bearing years. There is an estimate that about 25 per-
cent of the women who are in prisons are either pregnant or post-
partum; that is, within 12 months of having given birth.

As I indicated above, many of these women are in the criminal
justice system because of drug offenses. Not surprisingly, a large
ilumber of these women have alcohol and drug dependency prob-
ems.

As early as '79, GAO estimated that between 50 and 60 percent
of women prisoners had alcohol and drug dependency problems.
These estimates now range between 70 and 80 percent. Notwith-
standing this rapid increase in the seriousness of the problem, little
has been done in the way of drug and alcohol treatment for women
in prisons.

In the past several years, there has been an increase also in the
incarceration of pregnant alcohol and drug dependent women,
simply because they are pregnant. I won't discuss that issue, but
T'll refer you to the excellent testimony of Ms. Moss from the
American Civil Liberties Union, who will outline the scope of the
problem.

What I will talk about, however, is another disturbing trend,
which is the incarceration of pregnant alcohol and drug dependent
women on minor criminal charges for the ostensible purpose of pro-
tecting their unborn children. A case in peint is that of a local
woman named Brenda Vaughn, who is a first-time offender on a
misdemeanor theft charge.

When she tested positive for cocaine, a local judge here detained
her and indicated his intent to detain her until her child was born.
Ms. Vaughn remained at the D.C. jail until three days before the
birth of her child. While there, even though arguably sent there be-
cause of her drug problem, she received no drug treatment, was al-
lowed to detox with no medical supervision, which presents serious
health risks for both mother and child and received only spotty
prenatal care.

It's clear that whatever the intent was of the judge’s sentence, it
had only a punitive effect. Ms. Vaughn's situation is typical of
what happens in most prisons, where there’s been a traditional his-
tory of failure to even provide basic gynecological care for women.
Just the notion that these prisons, when confronted with pregnant
alcohol and drug dependent women, will be able to respond to their
needs, it’s just not realistic.

The prisons don’t have the capability to monitor high-risk preg-
nancies. They don’t have the capability to deal with the increased
incidence of sexually transmitted disease and the fact that many of
these women are HIV positive. Additionally, the physical setting in
most jails and prisons presents serious health risks, particularly for
pregnant prisoners.

There is serious overcrowding, poor sanitation and poor dietary
maintenance. Generally, the only drug treatment that is offered is
Narcotics Anonymous or Alcoholics Anonymous. Even though both
of those programs are good and they provide important emotional
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and peer support for women, they can’t provide the serious medical
help that many of these women need to detox.

As Senator Wilson indicated, there are several programs which
have been successful. He referred to Mandela House and one that 1
will talk about as well. It’s one that is an alternative to incarcer-
ation, which is the Houston House in Roxbury, Massachusetts. This
is a residential program which serves approximately 15 pregnant
prisoners and serves as an alternative to incarceration.

It provides prenatal care, obstetric care, transportation, housing,
child care, educational and vocational training, the full range of
services which are needed to address the problem.

I would also refer the committee to my testimony which is at-
tached and also to a publication that I prepared on improving
treatment for women. What I would say in ending is that there is a
serious problem in general for providing drug and alcohol treat-
ment for women in the community.

That problem is even more exacerbated in the prison setting
where many of these women are going and where there’s been ab-
solutely no response to the needs for the drug and alcohol treat-
ment.

Thank you.

[Prepared statement of Brenda Smith follows:]
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PREPARED STATEMENT OF BRENDA V. SMITH, STAFF ATTORNEY, DIRECTOR OF WOMEN IN
PrisoN Prosect, NaTioNAL WOMEN'S LaAw CENTER, WASHINGTON, DC

Good morning. I am Brenda V. Smith,; Staff Attorney with the
National Women's Law Center and Director of the Center's Women in
Prison Project. I want to thank the Committee for inviting me
here to talk about the absolute necessity for comprehensive
treatment and support services for incarcerated women with
alcohol and drug problems. The need is even greater for
incarcerated pregnant women wﬁo are alcohol and drug dependent.

The National Women's Law Center has worked for seventeen
year;vto protect and advance the rights of women, in particular
low-income women. We have been involved in work to improve child
support for women and their families, to provide child care, to
improve the economic situation of women through the tax laws, to
improve education and employment opportunities for women through
the vigorous enforcement of Title IX of the Education Amendments
of 1972, Title VII of the Civil Rights Act of 1964, and Executive
order 11246 and to secure women's reproductive rights, including
the right to terminate a pregnancy and the right to have a
healthy child.

More recently, the Center has initiated a project which
draws upon its many years of experience advocating for low-income

women and their families to provide direct services to
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incarcerated women. The Center started its model project at the
Lorton Minimum Security Annex in Lorton, Virginia. This prison
houses approximately 180 women convicted of violations of D.C.
law. The goals of the Center's project are to: 1) provide legal
counseling information and services to incarcerated women which
will empower them to take control of their lives while in prison
and enable them to become self-sufficient once they reentef
society, 2) to educate women's and other organizations,
policymakers and the public about the pressing needs of
incarcerated women, 3) to create linkages with other groups and
individuals to provide needed ser&ices to women in prison and 4)
to develop creative and effective responses to the needs of
incarcerated women which other jurisdictions can look to as
models when responding to sim%lar problems. The Center provides
the women with legal counseling and education on issues they have
identified as priorities, such as child care, child support,
domestic violence and medical care issues. The information I
will present today is based both cn my work with women prisoners
and on research from around the country on incarcerated women.
Until very recently, the issue of women in prison received
little attention from the populgr press and policymakers.
Incarcerated women were, and to a large extent still are, a
forgotten population. This was due primarily to the historically
small numbers of incarcerated women. Over the past decade,
however, the number of women in prison has almost tripled. In

1980 there were about 13,000 women in federal and state prisons.
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In 1989, that number had increased to 37,000. In the first six
months of 1989 alone, tne last date for which figures were
available, the female prison population grew by 13 percent,
compared with a 7 percent growth in the male prison population.

There are many reasons for this marked increase in the
number of incarcerated women. Primary among them is the advent
of mandatory minimum sentencin§ for drug offenses both at the
state and federal level. According to the Federal Bureau of
Prisons, about 60 percent of the women in federal custody are
serving sentences for drug offenses., Locally, in the District of
Columbia, 57 percent of wom=n prisoners are serving sentences for
drug offenses.

In addition to the fact that the prison population is
increasing more rapidly than the male population, there are
several other important differences between men and women
prisoners which should be discussed. First, women are
overwhelmingly convicted of non-violent crimes which arise from
economic motives ~~ crimes designed to generate income, for
example drug sales, theft, larceny and prostitution. A 1986
study of all state prison inmates by the Bureau of Justice
Statistics founds that drug offenses and property crimes such as
larceny, fraud and forgery accounted for 53 percent of the crines
which led to women's inqarceration compared to 39 percent for
men. Correspondingly, 55 percent of the men but only 41 percent

of the women were convicted of violent offenses.
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Another important difference between male and female
prisoners which should be of great concern to this Committee,
given its emphasis on children, youth and families, is the family
responsibilities of female prisoners. Eighty percent of women
prisoners have children, and of those, 70 percent are single
parents. Prior to their incarceration, 85 percent of women
prisoners, compared to 47 percent of male prisoners, had custody
of their children. I would also note that in my work with women
prisoners, the issue of primary concern to them is their
children: the status of their children while the women are
incarcerated, and the prospect of reuniting with their children
after their release. When female prisoners were asked in a 1988
American Correctional Association Survey, who was the most
important person in their lives at that moment, 52 percent
responded that their child was. These women are primarily young,
between the ages of 20 and 34 years old, in their prime child-
bearing years. Further, a significant number of women give birth
to children shortly before they begin to serve prison sentences,
or are pregnant and give birth during their incarceration. One
source reports that 25 percent of women in cecrrecticnal
institutions are pregnant or post-partum.

As I indicated above, many of these women are in the
criminal justice system because of drug offenses. Not
surprisingly, a large number of these women have alcochol and drug
dependency problems. As early as 1979, the GAO estimated that

between 50 and 60 percent of women prisoners had alcohol and drug
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dependency problems. The estimates now ranges between 70 and 80
percent. Notwithstanding the early identification of this
problem, and its rapid increase in seriousness, little has been
done in the way of drug and alcohol treatment for women in
prison.

In the past several years, there has been an increase in the
incarceration of pregnant alcohol and drug dependent women simply
because they are pregnant. I refer you to the excellent
testimony of Ms. Moss from the American Civil Liberties Union who
has outlined the scope of the problem. The women who are
prosecuted are overwhelmingly low-income single women and are
predominantly women of color dependent on public facilities for
their care. These prosecutions are short~sighted and do not
address the roots of the problem: poverty, unemployment and lack
of educational and vocational opportunities. Furthermore, tﬁey
do not achieve their stated goal, namely, putting a stop to drug
use by p;egnant women. The unintended effects of such targeted
prosecutions are to provide a powerful incentive for pregnant
women to forego prenatal care and/or drug treatment for fear of
either incarceration or }oss of their children. As a practical
matter, these prosecutions and their effects, which include
placing children in foster care and women in jail, burden a
correctional system which is bursting to the seams with
prisoners, and a social service system which already cannot
recruit and retain foster families in numbers sufficient to meet

their current needs.
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Another disturbing trend is the incarceration of pregnant
alcohol and drug dependeﬁt women on minor criminal charges for
the ostensible purpose of protecting their unborn children. A
case in point is that of a local woman named Brenda Vaughan. Ms.,
Vaughan was a first-time offender on a misdemeanor theft charge
for which offenders are routinely placed on probation. Upon
finding that Ms. Vaughan had tested positive for cocaine, the
judge sentenced Ms. Vaughan to jail, and indicated his intent to
make sure that she remained there until her child was born.
While at D.C. Jail, Ms. Vaughan received no drug treatment, was
allowed to detox with no medical supervision, and received only
spotty prenatal care. It is clear that whatever the judge's
intent, the sentence had only a punitive effect on Ms. Vaughan,
and possibly serious effect on her unborn child which pose
significant health risks to both mother and child. It served to
expose this woman, who had never previously been incarcerated, to
the increased stress of a jail with no evident benefit to her or
her unborn child. ’

The situation in Ms. Vaughan's case is typical of what
exists in most prisons and jails in this country where the lack
of appropriate medical care for women has been a serious problem
for years. Women prisoners have long failed to receive even
basic gynecological and medical services. These problems are
even more severe for pregnant prisoners who have special medical
needs, such as prenatal and obstetric care and increased

nutritional needs. Many of these women are also HIV positive or
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have other sexually transmitted diseases in addition to alcohol
and drug problems:. They need comprehensive care which is simply
unavailable in most prison settings. Until just a few years ago,
pregnant prisoners were routinely taken to hospitals to deliver
in shackles -- the shackles remained on in many cases even during
labor. The lack of adequate medical care for women prisoners has
been the subject of litigation all over the country. In
California alone, three suits have been brought and settled
against large c¢ounty jails alleging seriously inadequate care for
pregnant women, including pregnant alcohol and drug dependent
women.

Additionally, the physical setting in most jails and prisons
presents serious health risks, particularly for pregnant
prisoners and hence for their later-born children. There is
severe overcrowding, poor sanitation, and poor dietary
maintenance. There is also a serious shortage of comprehensive
drug treatment programs. This committee has already heard about
the dire shortage of programs for alcohol and drug dependent
pregnant women in the community in general. That shortage is
even more pronounced in the prison setting. Generally, the only
treatment offered is Alcoholics Anonymous or Narcotics Anonymous
conducted by volunteers. Though these groups provide valuable
emotional and peer support for women attempting to overcome
alcohol and drug problems, they do not provide the kind of

supervised medical attention many women need to get off drugs.
Pl
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Several communities have responded to the need for
comprehensive drug treatment for pregnant alcohol and drug
dependent women. As part of my testimony I have included a
publication which I prepared in connection with my work with the
Coalition on Alcohol and Drug Dependent Women, which Susan
Galbraith has described, entitled "Improving Treatment for
Women®". In addition to detailing the extent of the problem, it
identifies components of successful treatment programs and gives
examples of existing pro§rams for alcohol and drug dependent
women. I would like to focus briefly on some of the existing
programs.

First, all of the successful programs use a multi-~
disciplinary, multi-pronged approach to providing comprehensive
éervices to women under their care. This includes providing
prenatal and obstetric care either directly or through linkages
with other agencies, housing for women and their children,
childcare, parenting education, counseling, and educational and
vocational training. .Additionally, these programs have
relationships with social service agencies to provide other
needed services to women and their children.

One such program that has been very successful iz Mandela
House in Oakland, cCalifornia. Mandela House is a residential
facility for pregnant alcohol and drug-dependent women and their
newborns. The program provides comprehensive treatment,
including prenatal and perinatal care and education in child

development with an emphasis on the special needs of drug-exposed
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children. The following.services are also offered:
transportation, job training, GED preparation, nutrition
information, religious counseling, personal grooming, and
individual and group drug and alcohol counseling Women live at
Mandela House with their infants for twelve to eighteen months.
The program acceépts women who are involved in the criminal
justice system just as it accepts other women.

Another program, this one specifically for incarcerated
women, is Houston House in Roxbury, Massachusetts. This
residential program serves as an alternative to incarceration for
fifteen pregnant prisoners recovering from alcohol and drug
dependency. Houston House provides perinatal medical care,
treatment for alcohol and drug problems, family services and
follow-up counseling. It also assists women in finding
employment and housing. Women remain in residence with their
infants for eight weeks after delivery and receive counseling for
nine months after returning to the community.

The purpose of my discussion of these programs is to
highlight that it is possible to provide comprehensive, effective
drug and alcohol treatment to women prisoners. These programs
are cost-efficient; they cost about the same as incarceration,
and their benefits far exceed those of simple incarceration.
These benefits include: increased birth weight of babies born to
mothers in these programs; a lower percentage of children born
with disabilities; and a higher percentage of women in recovery.

Because the programs I have mentioned are relatively new, it is
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still too early to quantify their results. A comparable program,

‘the california Mother Infant Program, which for five years has

placed sentenced women with children and infants in community

alternatives to incarceration, reports a 20% lower recidivism

rate among women who have participated in the progran.

T will end wy remarks with several recommendations which I

believe will improve the quality of drug treatment for pregnant

alcohol and drug dependent women in the penal system:

1.

Expand community corrections alternatives and

residential treatment for rregnant women in prison.

Earmark funds for the improvement of medical care for women
in state and county prisons.

Create specific provisions in drug bills and anti-crime
legislation which target funds for comprehensive drug
treatment in the prisons specifically requiring coordination
of services with non~correcticnal organizations and agencies
such as: maternal and child health, mental health, drug apd
alcohol and advocates for prisoners and their families.
Create and fund model prisen programs, using existing
successful programs as examples.

Encourage state prison systems to use the Women,

Infants & Childrem (WIC) nutrition supplement, which

was made available to states last summer.

Require adoption of standards similar to those of

American College of Obstetrics and Gynecology for

medical care for women prisoners.

conduct a study similar to the 1979 and 1980 GAO study

on the status of women in prison.
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Work To Create or Improve Treatment for Women*

The need for change is great.

Alcohol and other drug use among women of child-bearing age has
increased dramatically; and thus more pregnant women are faced with
aleohol and other drug problems. The only known national estimate
suggests that 11% of pregnant women used illegal drugs during their
pregnancy. Though pregnant crack-addicted women have received the
most media attention, the problem is no less serious for alcohol and
other drugs.

Alcohol and other drug use during pregnancy has negative physical
and psychological consequences for both the mother and child.
Alcoholic mothers are at risk for having infants with fetal alcohol
syndrome, which includes mental retardation, growth retardation, and
physical differences. Addicted mothers are also less likely than other
expectant mothers to obtain appropriate prenatal care and nutrition,
resulting in high-risk pregnancies as well as low birth weight babies
who are more at risk of infant mortality and childhood disability. These
women and their children are also at high risk of AIDS-80% of women
and children with AIDS became infected as a result of drug use—and
other sexually transmitted diseases. There is also a strong correlation
between alcohol and other drug dependence and a number of other
social problems such as child abuse and neglect, domestic violence,
sexual abuse, and homelessness.

Many Federal, State, and local officials have responded to the
problem of increased drug use among pregnant women by seeking
punitive sanctions against these women. These sanctions range from
criminalizing drug use during pregnancy to placing newborns who test
positive for drugs at birth, along with existing siblings, in the custody of
the State. These punitive measures are ill-considered and short-sighted
and will deter pregnant addicted women from seeking prenatal care for
fear of negative consequences.

There is consensus among advocates, health care professionals, and
child and family welfare experts that pregnant women with alcohol and

ADRBD Awareness Week Activist’s Guide
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other drug problems need comprehensive treatment services that take
into consideration the complexity of addiction as well as the medical,
psychological, and economic needs of women and their children.

Unfortunately, alcohol and other drug treatment programs that
address the needs of women and their children are distressingly scarce.
Even fewer treatment programs serve pregnant addicted women. A
survey of existing drug treatment programs in New York City found
that 54% refused to treat pregnant addicted women, 67% refused to treat
pregnant addicts on medicald; 87% denied treatment of pregnant women
on medicaid addicted specifically to crack. Less than half of the
programs that did accept pregnant women made arrangements for
prenatal care and only two provided child care, although it is well
established that both are essential for successful intervention.

What can you do?

There is widespread agreement that successful treatment programs
for pregnant addicted women should use a coordinated multi~
disciplinary approach and provide a range of services targeted at not
only the addiction or abuse, but at increasing the self-esteem and
independence of the mother and at strengthening the bond between
mother and child. Components of successful ireatment programs for
pregnant alcohol or other drug-dependent women include:

1. Formal linkages with appropriate medical care for mother and child
which take into account the effects of addiction:

» Obstetric and gynecological care including screening and
treatment for AIDS and other sexually-transmitted diseases

e Perinatal care

¢ Pediatric care for children (newborns, infants and toddlers)
including developmental assessment

2. Alcoholism and Other Drug Addiction Treatment and Counseling
by staff sensitive to cultural, social, and emotional needs of women
clients. :

3. Fadlities to allow newbomns and or existing children to live with
mothers during treatment.

4. Child care for newborns and existing, children (particularly
important in outpatient treatment programs).

5.  Services provided on sliding fee scale basis with miedicaid funding
accepted.
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Conﬁdentiali?' of patients medical history and treatment unless
permission of patient secured.

Parenting/child development education.
Vocational and educational training, counseling and referral.

Transportaton to center and other appointments (particularly
important in outpatient programs where pregnant addicted women
may lack incentive to come to program and where treatment
program may be far from woman’'s home).

Supportive services
¢ Housing

¢ Public Benefits
Housing Assistance
Medicaid
Child Care
Food Supplements (such as WIC)
Energy Assistance
AFDC Benefits
Food Stamps
Services for Children with Disabilities
Transportation
¢ Counseling
Domestic Violence
Sexual Assault
Child Abuse and Neglect

e Support Groups =
Aftercare component for both mother and child.
Mental health services.

Coordination with social service agencies.

Activist’s Guide
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Some Existing Programs for Pregnant Addicted Women

EMO/ARA Women & Children’s Recovery House

807 S.E. 28th Street

Portland, OR 97214

Contact: Nancy R. Anderson, Administrative Director
(503) 231-9712

Opened in May 1989, the EMO/ARA Women & Children’s
Recovery House provides residential drug and alcohol treatment for
women, including pregnant women. Women and their children, up to
age 8, live at the facility, which can house a total of nineteen women
and children. In addition, the Recovery House holds weekly after-care
sessions for program graduates. Women undergo a twelve-step recovery
program and attend classes designed to build their self-esteem and teach
parenting skills. Although most of Recovery House's residents are
indigent, those who can afford to pay do so according to their income.
The program is funded in part by the Oregon Department of
Corrections, the remainder by private funds.

e » »

Houston House

9 Notre Dame Street

Roxbury, MA 02119

(617) 445-3066

Contact: Social Justice for Women
Marianne Galvin, Director of Development
(617) 482-0747

This residential program located in Roxbury serves as an alternative
to incarceration for 15 pregnant women recovering from alcoholism and
other drug addiction. , Houston House provides perinatal medical care,
alcohol and other drug treatment, family services, and aftercare services.
The program also assists women in finding employment and housing.
New mothers and their infants live at Houston House for 8 weeks after
delivery and receive counseling for up to 9 months after reentering the
community. Houston House is funded by the Massachusetts Department
of Corrections along with private funds.

» * »

Jerferson Family Center

111 S. 11th Street, Suite 6105

Philadelphia, PA 19107

Contact: Loretta P. Finnegan, M.D., Director
(215) 928-8577

The Jefferson Family Center, located at the Thomas Jefferson
University Hospital, is an outpatient treatment program for woinen,
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including pregnant women, who are alcohol or other drug-dependent. it
provides obstetric and gymecological care, psychological counseling, and
inpatient detoxification. The Center also treats infants born to alcohol
and other drug-addicted mothers and offers family counseling services.

Mandela House

P.O. Box 19182

Oakland, CA 94616

Contact: Minnie Thomas, Director
Rita Nelson, Assistant Director
(415) 482-3217

Mandela House is a residential facility for pregnant alcohol- and
drug-dependent women and their newborn children. - The program
provides comprehensive treatment, including prenatal and perinatal care
and education in child development, with an emphasis on the special
needs of drug-exposed children. The following services are also offered:
transportation, job training, GED preparation, nutrition information,
religious counseling, personal grooming, individual and group drug and
alcohol counseling. Women live in Mandela House with their infants for
twelve to eighteen months. The program is funded by a combination of
county and private funds.

* * *

New Day of C.A.S.F.A.R.
242 Highland Avenue
Somerville, MA 02143
Contact: Norma Finkelstein, Director
“Eileen Brigandi
(617) 628-8188

New Day is a residential program for pregnant women who have
undergone detoxification. The facility can accommodate ten women and
their infants up to 6 months after delivery. Individual, group and
family counseling, alcohol and drug education, educational and
vocational counseling and referrals, and parenting and child development
classes are offered. Prenatal and obstetrical services are provided off-site
by local hospitals. New Day also works with the Somerville Housing
Authority to locate housing in the community. Funded primarily by the
Massachusetts Department of Public Health, the program also derives
some income from those of its residents who can afford to pay.

» » »
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Odyssey House Family Center

666 Broadway, 10th Floor

New York, NY 10012

Contact: Benjamin Walker, Jr.,, Chief Executive Officer
William Stone, Research Associate
(212) 477-9493

Odyssey House operates the only long-term residential treatment
program in New York State for drug-addicted parents and their children.
At the Family Center, pregnant women and parents with children up to
age five spend approximately twelve to eighteen months in residence.
The program offers prenatal and postnatal care, pediatric services, day
care, educational and vocational services in addition to drug and alcohol
treatment. Odyssey. House provides aftercare services to graduates of
the program.

The Perinatal Center for Chemical Dependence
Northwestern Memorial Hospital
Chicago, IL 60601
Contact: Ira Chasnoff, Director
LaVon Coate
(312) 908-0867

The Perinatal Center for Chemical Dependence is a hospital-based,
outpatient ciinical research program that integrates alcohol and other
drug abuse treatment and counseling into prenatal, postnatal, and
pediatric medical care. A large interdisciplinary staff provides case
management, prenatal care, social work services, outpatient alcohol and
other drug abuse treatment and counseling, parenting skills, support
groups, and extensive newbom and pediatric follow-up, including
medical care, developmental testing, and physical therapy. Pregnant
women are asked to commit to the program though 1 year.postdelivery.

* Developed by the Prevention/Education Committee of the National Coaiition
on Alcohol and Drug-Dependent Women and Their Children. with special
thanks to the National Wonen’s Law Center.

ADRBD. Awareness Week Activist’s Guide
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STATEMENT OF NEAL HALFON, M.D., M.P.H., DIRECTOR, CENTER
FOR THE VULNERABLE CHILD, CHILDREN’S HOSPITAL IN OAK-
LAND, ASSISTANT CLINICAL PROFESSOR OF PEDIATRICS AND
HEALTH POLICY, DEPARTMENT OF PEDIATRICS AND INSTI-
TUTE FOR HEALTH POLICY STUDIES, UNIVERSITY OF CALI-
FORNIA, SAN FRANCISCO, CA

Dr. Havron. Chairman Miller, thank you once again for inviting
me back to the Select Committee. My name is Neal Halfon. I'm Di-
rector of the Center for the Vulnerable Child at Children’s Hospi-
tal in Oakland. I'm a practicing pediatrician with responsibility for
a large foster care clinical program that is currently caring for
over 100 drug-exposed babies and also responsibility for the Center
of Care that cares for drug-exposed babies and their chemically-de-
pendent mothers. .

Today I'm going to be talking about the policy and training
issues that need tc be addressed in order to continue to attend to
the problem as it continues to escalate. What we have seen over
the last several years is that the challenges to service providers are
increasing as more and more women come into the system. These
are systems that are already overloaded. We have a crisis of both
organization and funding.

Furthermore, we have an insufficient understanding of what con-
stitutes an appropriate response to this problem, (although we
would have sufficient information to begin to act). We do not have
the necessary personnel with appropriate training to respond to
this crisis. -

There seems to be an emerging consensus by a diverse group of
providers that because chemically dependent women and their
drug exposed babies have multiple service needs, that the models of
care should include a full continuum of services from residential
services to outpatient services; that we need to have sufficient in-
tensity of services; that we need to provide a multi-disciplinary ap-
proach; that it is better to provide “one-stop-shopping” models and
that we want to use therapeutic case management as much as pos-
sible as the glue to hold this diverse set of services together and to
support the multiple needs of the children and family.

In order to get a better sense of what was going on around the
country, we conducted an informal telephone survey in the
summer of '89. This survey was not done in a statistically rigorous
way. We sought out what were considered model programs around
the country, the ones that were in the press, and the ones that
other providers were talking about. These were all outpatient pro-
grams rather than residential programs.

All were attempting to provide the continuance of services as
necessary. I have provided you with the results of the survey of the
ten programs. One of the results is that the funding for these serv-
ices—and these were in several states, including New York, Phila-
delphia, Florida, California and Illinois—the funding sources for
these model programs were coming from a very diverse set of
sources. Funding came from different block grants, different state
and federal funds from OSAP and NIDA and were put together in
a rather hodgepodge patchwork, which was obviously difficult for
the service providers to sustain. In fact, when we talked to the di-
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rectors of these programs, much of their effort was going into just
keeping their programs alive rather than spending the time that
was needed to perfect and further develop their services.

As you can also see from our survey, only four of the ten provid-
ed a full comprehensive range of services, providing both pre- and
postnatal care. So it was very difficult for them to amalgamate the
kinds of services that were necessary to perform due to limitation
in funding.

All the programs surveyed had remarkably similar goals: de-
creasing maternal drug use, lowering drug-related infant mortality,
reducing barriers to needed services, promoting family reunifica-
tion. The clienteles were also very similar: poor women, mostly of
minority backgrounds, inner-city inhabitants, primarily using
crack and cocaine, with the history of physical and sexual abuse,
?.nd with the history of parental drug and alcohol use in their fami-

ies.

The services in all these centers were similar also. They empha-
sized a continuum of care. They tried to provide a wide range of
services from medical and psychosocial as well as practical support
services. These were not residential treatment programs but were
outpatient programs trying to take care of women still living in the
community.

They all emphasize case management with similar roles and ac-
tivities for the case managers: not only acting as brokers and orga-
nizers of care but also acting as therapeutic agents in order to help
women hold their lives together as they went through the up and
down recovery process.

They had a greater emphasis on addressing psychosocial and de-
velopmental needs of both the women and the children, rather
than just serving the medical needs. I do not think a medical model
is an effective way to approach this problem. We need a much
more expanded ecological public health model.

We also found that there were a number of barriers in each one
of these programs to providing effective services. There was diffi-
culty in recruiting and retaining good staff. The issue of burnout
with this population of service providers was mentioned by all the
program directors.

It was very difficult, as I mentioned, to find long-term funding
for specific needs and facilities. Importantly, the client’s needs are
not well served by other community resources. When trying to
maintain a woman in her community, it's very difficult to find
housing, transpertation, and other residential drug treatment pro-
grams for her.

There was also identified a lack of knowledge on how best to im-
prove outcomes and problems with health and social service agen-
cies. Often, the service providers were in conflict with other county
and local agencies. They also identified real problems in interagen-
cy coordination. They found that other providers were particularly
ignorant of the problems of these women, especially medical pro-
}ridqrs, which I'm sorry to say as a representive of the medical pro-

ession.

I want to make several suggestions on how we might begin to ad-
dress some of these issues from a policy perspective and what Con-
gress might seek to do. If we want to continue to develop family
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focused, community-based models, that emphasize a multidiscipli-
nary approach and try to mobilize a broad set of community re-
sources, we're going to have to develop a sustainable funding base
for multidisciplinary community-based programs for perinatal sub-
stance abuse.

This is going to be hard to do because current Federal funding
represents patchwork programs. I think that one example of what
‘Congress might do is to mandate, through the next Budget Recon-
ciliation Act, facilitating a way of combining Title XIX (Medicaid)
EPSDT services, the ADAMHA block grants, along with MCH
block grant services. This would be analogous to changes Congress
mandated in OBRA 1989 that made Medicaid more accessible,
EDSDT more expansive, and linked to WIC. I think that this would
help service providers pull together the service packages needed to
meet the multiple needs of this population.

Congress needs to continue to fund geographic demonstration
projects. OSAP needs to be commended on the job that they've
done in the last year in really supporting these kinds of projects.
There is also a need for more evaluation and more treatment ex-
ploration. Further funding into what constitutes basic and appro-
priate treatment for this population is sorely needed from both the
basic science and the clinical perspeciive.

We need to continue to develop family resource models. Prelimi-
nary evidence from other fields on community-based family re-
source centers where all services can be provided under one roof
hold great promise, but there’s been very little funds applied to the
development of these kinds of programs for chemically dependent
pregnant and parenting women.

We also need to spend more time looking at case management.
Case management is something that's been touted as the panacea
for all problems in almost every human service system. Yet, we
have very little research on what case management is, how it
works, how it should be reimbursed. In 1986, this body allowed states
to fund case management through Medicaid. However, very few
states are taking advantage of that option, an important strategy for
using the Title XIX services to fund case management for these
women.

Examining the role of case management in a much more serious
way is something that could be done through the Agency for
Health Care Policy and Research.

One corollary: Because this is a big and growing problem with a
diverse set of effects, we need to call upon agencies within the fed-
eral government that can add to this effort. For example, the
Agency for Health Care Policy and Research is receiving from Con-
gress over $250 million to lock at the effect of coronary angioplasty
and other kinds of medical interventions because health care costs
are going out of sight. The efficacy of case management and other
services for chemically dependent women needs to be investigated
with the same kind of rigor as other kinds of medical interven-
tions. AHCPR could provide great help in that regard.

The CDC should be brought into this problem in a more effective
way than has been done in the past. They've been involved in a
variety of other addictive behaviors like smoking and alcohol, but
they’re not really very much involved in this problem at the
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present time. We need much better population-based data than we
currently have. Estimates that are quoted can both over and under-
shoot what the actual nature of the problem is.

Congress needs to also support the efforts that have begun this
year between agencies like NIDA and NIMH, NIDA and MCH,
OSAP and MCH: where agencies are combining efforts and funding
to address this problem.

Population-based strategies also need to be investigated. One of
the things we do not do that is seriously hampering our efforts, is
population-based program evaluation.

We do not know whether the same 20 percent of women are recy-
cling through programs while 80 percent are not getting services at
all. I think if we're going to really have effective family-focused,
community-based programs, we need to take a much more popula-
tion-based approach. Again, the CDC might be helpful in planning
such a study.

From a training standpoint, although we emphasize these won-
derful pie-in-the-sky multidisciplinary approaches where doctors,
social workers, psychologists, child protective services workers, and
lawyers can all work together, we do not yet have the ability to
train people to work together.

Being someone who has worked for the last several years as part
of a multidisciplinary team, I'll tell you it’'s much, much more diffi-
cult to mount and sustain than one would think. If we are going to
embark and really dig in for the long haul with this problem, we
need to really support the development of multidisciplinary train-
ing centers around the country.

Such multidisciplinary training centers could be both university
and community-based and be provided with grants to provide the
multidisciplinary training needed to support the kinds of communi-
ty programs that need to develop.

When I say multidisciplinary training centers, I am not just talk-
ing about traditional training grants funded by NIH or the Depart-
ment of Health and Human Services. I'm talking about centers
that can actually be provided core support over the next five to ten
years to serve both the research and training in this area.

It’s clear that the training effort demands more coordination,
bridging disciplines that are trying to work together at the present
time and are having a very difficult time, and bridging the efforts
between the educational institutions and the community providers.

We also need to provide support for continuing education
amongst professional societies. I know that when I talk to col-
leagues in the legal area they ask me, can doctors really be educat-
izd about this problem? Can OB-GYNs be educated about this prob-

em?

I had the privilege of participating for the last couple of years in
a process that I think serves as a good model for this. That was an
effort that was created by the Academy of Pediatrics and the Child
Welfare League of America to look at standards of care for chil-
dren in out-of-home placement.

This process brought together several disciplines to determine
the standard of care for this group of kids. We had to sit down and
put some of our disciplinary biases aside, yet rigorously determine
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standards. Those standards then were taken back to states and pro-
fessional organizations on a statewide level for implementation.

This process served to initiate legislation in the State of Califor-
nia and to further cause a coalition to develop around the issue of
health care for foster children. I think the same kind of process
could be developed for professional organizations and for continu-
ing education around the issue of chemical dependency and perina-
tal drug abuse, and that Congress could provide grant support and
contract support for these professional organizations to encourage
this process.

[Prepared statement of Neal Halfon follows:]
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PREPARED STATEMENT OF NEAL Havrron, M.D., M.P.H., Direcror, CENTER FOR THE
VULNERABLE CHILD, AMBULATORY SERVICES, CHILDREN'S HoSPITAL, QOAKLAND; ASSIST-
ANT CLINICAL PROFESSOR OF PEDIATRICS AND. INSTITUTE FOR HEALTH PoLiCY, DEPART-
MENT OF PEDIATRICS AND INsTiTUTE FOR HEALTH PoLicy Stupies, UNIVERSITY OF
CALIFORNIA, SAN Francisco, CA

Chairman Miller, Members of the Committee -~ thank you for
inviting me back to address the Select Committee on the need for
new research and training initiatives in order to deal with the
problems of perinatal substance abuse. I am a practicing
pediatrician and the Director of the Center for the Vulnerable
Child, a multidisciplinary, clinical service, research, and

policy center at Children’s Hospital in Oakland, california.

The increasing number of chemically dependent women and their
drug-exposed infants have confronted service providers in health,
mental health, chemical dependency, social welfare, and education
with a new set of challenges. This new set of challenges has
stressed an already overburdened system with a growing population
of clients with multiple service needs. What this crisis has
shown us is that our models of service delivery -~ including

organization and funding - are inadequate to meet the needs of
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this population; that our understanding of what constitutes an
appropriate response to this problem is inadequate; and that we
lack the necessary perscnnel with appropriate training to respond

to this crisis.

There seems to be an emerging consensus among a diverse group of
providers, that because chemically dependent women and their
drug-exposed babies have multiple service needs, models of care
should include: 1) a full "continuum of services" - for prenatal
to postnatal care with an emphasis on prevention; 2) that this
continuum of services be of sufficient intensity to reach a
difficult popqlation utilizing a multidisciplinary approach; 3)
that services be centralized as much as possible to promote "one
stop shopping"; 4) that therapeutic case management serve as the
"glue" that holds these diverse services together, supporting the

multiple needs of these clients and families.

For a better understanding of how services are currently being
provided, Wendy Jameson and other members of our staff conducted
a small telephone survey of ten model programs nationally that
deliver a combination of medical and social services to
chemically dependent women and their children. This survey was
conducted in Summer, 1989 and predates new program initiatives by
the Office of Substance Abuse Prevention that were initiated in
1989 and 1990. These surveyed programs were comprehensive
outpatient programs and focussed on the mother ‘and the child.

Programs were identified through the literature, press, and
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through other providers and were selected because they were
"model programs", i.e., those programs that may be unusual in
terns of their comprehensiveness, their emphasis on treating the
whole family, and their widespread reputations. This descriptive
information generated from this limited survey allows us to
answer questions of what programs do, whom they serve, and what
can realistically be expected for such programs to accomplish.
Table 1 (Page 3A) lists the primary funding sources ~ i.e., the
largest core grant - for each program surveyed. For each
program, primary funding comes from either local, state or
federal government. Often federal funds come in the form of 2 -
3 year demonstration grants with no guarantee of continued
support after that time period. This pushes organizations into a
transitional period where they must find alternative sources of
funding or go under. Table 1 also shows that only four programs
able to serve clients comprehensively as of Summer, 1989 were
providing both prenatal and postnatal services. The remainder of

the programs provided either prenatal or postnatal sexrvices only.

Table 2 (Page 3B) illustrates the range of services provided by
the programs surveyed. This list includes only those services
provided by program staff, not those for which clients were
referred. Although most programs artempt to house as many
services as possible under one roof, this is a difficult goal to
meet. If a program does not provide a service on site, such as
medical care or drug treatment, they would refer clients out for

followup through a case management process.
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TABLE 1: CHARACTERISTICS OF PROGRAMS SURVEYED

How long in  Primary funding No. of Prenatal/

Program _existence source cliental postnatal
PAAM 1975 NY State Divisien 500 Both
of Substance Abuse
Star Jan., Robert Wood 15-20 Post
1989 Johnson Foundation
Eden 1987 AB 17332 and county 97 Post
drug funds
PAR June, 0SAP 26 Post
1988 children
Family 1970 NIDA/ODAP/CODAP 100-120 Pred
PCCD 1976 NIDA 3304 Both
FACET 1979 City/county 80 Both
drug funds
HIP Feb., County funds/ 151 Post
1988 MCH block grant
Uucra 1583 AB 1733 20-25 Both
CARE 1987 Stuart Foundation 50 Post

& CA Dept. of
Develop. Services

1. Unless otherwise stated, the term "client" refers to a mother-
child dyad, possibly including the father.
2. This legislation provides child abuse prevention funds to a few

programs serving children at risk of abuse of neglect.

3. This program provides a few infant services as well.

4. Their clientele are comprised of 30 pregnant women and 300
infants and toddlers.
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Although each of the programs surveyed has a different
organizational and staffing history, we found surprising
commonalities. See Table 3 (Page 4A). An explicit goal of each
program is the reduction of maternal drug use and of child
mortality and morbidity resulting from drug exposure. Each
program also attempts to keep mothers and children together
whenever possible, using a community-based, famili—centered
approach to serving their clients. From this ecological base,
programs attempt to provide for the women’s and child’s medical,
psychological, and practical needs from birth till the child
becomes a toddler. The focus of most of the programs are more on

psychosocial needs than medical concerns.

The programs surveyed appear to use case management in remarkably

similar ways. Case managers function as organizers, brokers, and

advocates as well as counselors and therapists. Similarly, these
programs operate in ways to maximize the ¢coordination of
services, with an emphasis on inter-agency cocrdination. Seven
of the ten programs surveyed coordinate their efforts with other
agencies on some level, either by becoming a member of a
community inter-agency council or by creating reqular meetings
with other agencies. Service coordination focuses on improving
direct client services, and on providing a forum for program
directors to exchange ideas and establish referral networks, to

decrease duplication and fragmentation, and to bridge gaps.
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TABLE 3: COMMONALITIES AMONG PROGRAMS SURVEYED

Goals:
o Decrease maternal drug use
[} Lower drug-related infant mortality and morbidity
] Reduce barriers to needed services
-] Promote family reunification
<) Utilize an ecological approach -- individual,
family, and environmental interventions
Clientele:
o Minority
o Poor
o Inner city inbhabitants
o Primarily using crack cocaine, although polydrug
use is common
-} History of physical and sexual abuse
o History of parental drug and alcohol use
Services:
[} Emphasis on continuum of care -- prenatal to
the child’s early years
° Provision of a wide range of services providing
medical, psychosocial, and practical support
o Importance of case management, with similar roles
and activities for case managers across programs
o Greater emphasis on addressing psychosocial and

developmental needs of women and children than
on serving their medical needs

Interagency coordination:

]

o

Interagency councils

Regular interagency meetings

Lack of program evaluation:

o Programs are too new to have any results yet
o Evaluation consumes only a minimum amount of resources
o Lack of funds to support evaluation
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Every program except one conducts some type of an evaluation,
ranging from very extensive research to simply counting the
number of clients seen. Six programs are involved in extensive
evaluation efforts, but only one has reported outcomes so far;
most programs are too new. Most program directors report that

typically their funding does not cover evaluations.

Table 4 (Page 5A) illustrates several barriers to the achievement
of program goals as reported by the program directors. Many feel
that the clients are not as well served as they should be. Each
program director was quick to praise the dedication and quality
of their staff, yet they also cited problems in recruiting and
retaining good staff. As one program administrator stated, "It
is difficult finding good, committed staff who are willing to

work with drug addicts for low wages and in bad neighborhoods.®

Another obstacle is the lack of knowledge about how best to help
this population. Even those who work daily with chemically
dependent women and their children do not feel completely secure
in the knowledge of what services these children and families
need. Moreover, they feel that other service providers with whom
their clients come in contact are particularly ignorant of the
special problems of drug addicted families. This insensitivity
to the real needs of these high risk families is a fact that we
encounter on a daily basis even in our own institution where we

attempt to educate our colleagues in a formal way.
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TABLE 4: OBSTACLES TO EFFECTIVE SERVICE

o] Difficulty recruiting and retainlng good staff

[} Difficulty finding long-term funding and funding
for specific needs such as facilities

o Client’s needs are not well served in the
community -- housing, transportation, and residential drug
treatment needs remain unmet

[} Lack of knowledge on how best to improve outcomes for
chemically dependent women and children

o Problems with the health and social service delivery
systems, producing gaps through which clients fall

32-155 0 - 90 -- 4
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2

Finally, respondents cited inter-agency problems that hinder
their efforts. These include conflicts with welfare departments
over when to remove children from their mothers, a lack of
uniform policies across agencies regarding service delivery, and
a lack of criteria for gquality and intensity of services to be
provided. Since very few standards of care exist, it is
difficult for service providers from different disciplines to
have an agreed upon point of reference when conflicts in service

provision develop.

POLICY IMPLICATIONS

It is important to continue the development and evaluation of
family~focused, community-based models. These types of models
are difficult to mount and sustain since they require a
multidisciplinary approach (i.e., physicians, drug-treatment
experts, psychologists, child welfare workers, lawyers working
together) and the mobilization of a broad set of community
resources (i.e., housing, drug treatment, medical and social
services, jobs, etc.). Evaluation of such model programs must be
rigorous and multidimensiocnal and enlarged support of training

will be key.

PROGRAM DEVELOPMENT AND EVALUATION GOALS

1. Develop a sustainable funding base for multidisciplinary

community-based programs for perinatal substance abuse.
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current program administration in programs addressing this
problem is often directed towards sustaining the complicated
patchwork of funding from different community, state, and
federal agencies with few guarantees, instead of focusing on
program development and improved quality of services.
Fragmented categorical funding exacerbated by the necessity
to blend services from different funding streams makes the
goal of sustainable funding even more difficult. Congress
could move to simplify funding requirements and develop new
mechanisms to assure funding of key services - like prenatal
care, case management, drug treatment, and child development

services.

Continue to fund geographical demonstration projects with

additional funding for intra program evaluations.

The Office of Substance Abuse Prevention (OSAP) has done a
commendable job of developing new demonstration projects
around the country. These efforts should be further
supported and expanded with additional funds targeted
towards inter program evaluations of programs with similar

approaches.

Develop family resource models.

There is preliminary evidence from other fields that

community-based, family resource centers, where all services
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can be provided under one roof (i.e., one-stop shopping
model) hold great promise. Development of such models

should be supported.

Case management approaches must be subject to rigorous

evaluations.

Case management is defined and employed in diverse ways.
Since case management has been touted as an essential
therapeutic intervention, not just for case monitoring and
eligibility determination, it should be subjected to as
rigorous outcome evaluations as would be employed for a
therapeutic intervention, like angioplasty to unclog blocked
corcnary arteries. The role, efficacy, and outcomes of case
management should be examined both within and across
programs, similar to the way that the Agency for Health Care
Policy and Research (AHCPR) will be examining the efficacy

of other clinical interventions.

COROLLARY

A variety of divisions of the Department of Health and Human
Services have expertise that could be brought to bear on
this problem. As mentioned, the Agency for Health Care
Policy and Research (AHCPR) could be involved in outcome
evaluations and program effectiveness evaluation similar to
their efforts with other health interventions. The Centers
for Disease Control could be more involved in monitoring and
prevention efforts like they are with other addictive
behaviors, i.e., smoking cessation. The Bureau of Health
Care Professions could be more involved in training efforts,
etc. Similarly, current efforts towards cross agency
collaboration should be supported. Recent efforts by the
National Institute on Drug Abuse (NIDA) and the National
Institute of Mental Health (NIMH) to jointly sponsor
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projects on the mental health of the drug using population
and collaborations between NIDA and the Division of Maternal
child Health are examples of new collaborations that merit
expansion.

5. Population based strategies should be developed to evaluate

the impact of therapeutic programs.

often the focus of outcome evaluation is directed at
individual clients rather than the entire population that is
at risk. If the same 20 percent of people are recycled
through drug treatment programs in a particular city the
behavior and outcomes for the other 80 percent of the
population that don’t receive treatment is unknown. If
family~focused community-based services are to be successful
this type of population evaluation is essential. Again, the

CDC might be very helpful with such an approach.

TRAINING GOALB

While there are examples of good treatment programs for pregnant
and parenting drug using women, the new models under development
require a new breed of providers with new skills. In addition,
many current providers need additional training to meet the needs
of these high risk children and families. The creation of
multidisciplinary approaches requires professionals to work
together in unaccustomed ways. Multidisciplinary approaches,
with continucus supportive services, have been regarded as highly

successful, but they are difficult to mount and sustain. As one
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who has worked in such a center for the past three years, I can

personally attest to how difficult it is for a physician, with

all the inherent biases and training in that discipline, to work

as part of such a team.

Develop multidisciplinary training centers.

In order to instill providers with appropriate knowledge and
skills and to support the personal attributes that permit
one to work in a very demanding situation without burnout,
new models of training must be developed. Since the goal of
these programs is to combine the efforts of social workers,
psychologists, drug treatment experts, pediatricians,
obstetricians, family practitioners, lawyers, program
administrators, and others - they must be trained together

and not at cross purposes.

University~based training grants have been used in the past
as a means to support the development of new expertise.
Other types of training grants will also be needed to train
the typeé of persocnnel needed to meet the challenges of
perinatal substance use. Major objectives of such training
programs should be that training is inter-disciplinary and
provides a bridge between educational institutions ana
community providers. Such training centers will need
ongoing core support, and this core support can provide an

important resource to sustain efforts that many communities
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will need. Multidisciplinary training centers could be
developed through grants made available to university -
community - health center consortiums. Similar centers have
recently been supported by the Administration for Children,
Youth, and Families (ACYF) grant programs to support

university-based child abuse training centers.

Additional funds should be made available to develop
relationships between academic institutions and community
providers. Such programs could be used to improve
coordination efforts and to provide incentives for
university faculty to engage in the applied research and
evaluation needed to support the efforts of community

providers.

support continuous education programs through professional

societies.

For professionals already in the field, Congress could
support continuing education of individuals through
national, state, and local professional organizations. This
process could be facilitated by bringing together national
professional organizations to discuss and develop standards
of care for these needy populations. Such a process is
important because it supports the development of consensus
across disciplines with regard to what constitutes

appropriate care, and provides needed benchmarks in the
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field that currently do not exist. A recent example of such
an effort was conducted by the Child Welfare League of
America and the American Academy of Pediatrics in order to
develop standards of care for children in out~of-hone
placements. These two national professional organizations
convened a multidisciplinary national task force to address
this shared issue. The standards developed by.this task
force and published by the Child Welfare League of America
are now in the process of dissemination to states around the
country. In Califdrnia, a state level task force was
convened to adapt these national standards to the state
level and to organize the efforts of several different
professional groups to implement the standards locally.
Similar efforts could be supported by Congress through
contracts and grants to national, state, and local

professional organizations.
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STATEMENT OF DAVID GATES, J.D., STAFF ATTORNEY, NATIONAL
HEALTH LAW PROGRAM, INC., WASHINGTON, DC

Mr. Gates. Thank you, Mr., Chairman, and thank you for invit-
ing me to testify today on this critical problem. My name is David
Gates. I'm a staff attorney with the National Health Law Program.
Prior to that, I was a legislative assistant for State Senator Rox-
anne Jones from Pennsylvania.

I'm here today to testify concerning the Medicaid program. This
is a federal program which should be playing an important role in
providing that sustainable funding base that Dr. Halfon just spoke
about but, in fact, is not. I would specifically like to bring to your
attention that this is a program created by Congress. Therefore,
the problems can, in fact, be corrected by Congress. So there is
good news in that regard.

The Medicaid program is already spending millions of dollars on
the effects of maternal addiction. So, the real question when we
discuss Medicaid is not whether we should spend the money on
substance abuse but rather, are we getting the most for the money
we are now spending? I say that we are not.

Most of the money spent under Medicaid right now is being
spent on neonatal intensive care, trying to fix a problem after the
damage is done at a cost of $30,000 per baby, according to Senator
Wilson’s figures. The rest of the Medicaid money is generally spent
on hospital detox and methodone maintenance.

Now, detox, although it is a critical first step in the continuum of
treatment, is not treatment in and of itself. So what you find is
people being detoxed under Medicaid and then put back onto the
street without an ongoing treatment plan because the funding
stream stops at the hospital door.

Methodone is simply not appropriate for alcohol or cocaine addic-
tion which are the primary drugs of choice for women today. So,
for a large segment of the pregnant substance-abuse population,
methodone is just simply inappropriate.

Coverage of out-patient treatment is extremely uncertain under
Medicaid. The federal agency that administers Medicaid, the
Health Care Financing Administration, has really not given a
whole lot of guidance to the states on this matter. Coverage of non-
hospital residential rehab programs, which many experts feel are
critically important, particularly for substance-abusing pregnant
women and those who have been abusing any kind of drugs for any
period of time, is virtually impossible under the Medicaid program
the way it's set up today and the way it’s being administered.

Why is that? First of all, there is no explicit statutory mandate
to cover substance abuse in the Medicaid Act. So, in order to cover
it, you've got to fit the services into some other categories, such as
in-patient hospital care, which is why hospital detox gets covered
or out-patient clinic services, which is how you cover the metho-
done maintenance.

So it ends up being like trying to fit a square peg into a round
hole. More importantly, there are three specific barriers to Medic-
aid. The first is called the institution for mental disease exclusion.
The statute says that people under 65 who are in institutions for
mental diseases are not eligible for Medicaid.
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Well, what’s that got to do with substance abuse? The Health
Care Financing Administration has taken the position that sub-
stance abuse is, in fact, a mental disease. Therefore, if you are in a
residential treatment program, the whole program could be ex-
cluded from Medicaid coverage as being considered an institution
for mental disease.

I'd like to give you a short real-life example of how this actually
happened to a facility in Minnesota called Granville House. This
was a residential treatment facility for substance abusers. It sought
Medicaid payments in 1980. It was denied on the grounds that it
was an institution for mental disease.

The facility sued in federal court. In fact, the federal court
agreed that the department’s position or definition of the institu-
tion for mental disease was far too restrictive. That lawsuit was ap-
pealed by the department, and the case dragged on for five years,
being twice in the federal District Court and twice in the 8th Cir-
cuit Court of Appeals and once before the department’s own grant
appeals board.

Each time the courts said the department’s definition was too
stringent and ordered the department to come up with a new defi-
nition. Finally, in 1986, the department did. However, I should note
that this definition has not been published as regulations, so it's
never been subject to public comment.

The new rules seem to follow the court decisions in saying that
these treatment facilities are not automatically institutions for
mental diseases. But then they added a catch. They said that if the
treatment program provided treatment based on a psychiatric
model, it would be considered an institution for mental disease and
the people would be excluded from Medicaid coverage.

If they use an alcoholic’s anonymous model, a narcotics anony-
mous model, and they use lay counsellors and peer support groups,
then they would not be providing a medical service which would be
compensable under Medicaid. So you're damned if you did and
damned if you didn’t. I mean, one way or the other, you were going
to get excluded from Medicaid.

So, after five years of what appeared to be successful litigation
against the Department of Health and Human Services, Granville
House closed its doors because it could no longer financially contin-
ue without Medicaid reimbursement. As a result, those federal
guidelines have never been challenged in court to my knowledge,
and they continue to be on the books today.

I should point out that as part of OBRA ’89, Congress mandated
HHS to do a study on this institution for mental disease exclusion.
HHS, I've heard, is moving forward and is supposed to be looking
at the impact of this exclusion on drug treatment programs. A
report is due to Congress in QOctober of 1990, according to the Act.

The second barrier to Medicaid coverage is this medical model
requirement, which I have already mentioned. If you’re providing
the AA type treatment using lay counselors, they will not consider
it to be compensable under Medicaid.

The third barrier is that the department has taken the position
they do not have the legal authority to cover room and board costs
for residential treatment programs. They say that the Medicaid
statute allows them to pay for capital cosis only for hospitals, nurs-
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ing homes and hospices because they are specified in the Act. As I
said before, there is no mention of drug treatment in the Medicaid
Act. So HCFA takes the position that they can’t cover it.

Now, I'd like to discuss some approaches that have been taken
and that can be taken to deal with these barriers. My home State
of Pennsylvania took the approach of passing a state statute, Act
152, which was enacted in 1988, which provides a state funded
Medicaid benefit to cover the entire continuum of drug treatment
and alcohol treatment services, not just for pregnant women but
for ali Medicaid-eligible persons. That program is currently being
phased in over a five-year period. It has been funded and we're
moving ahead with that. A lot of people are very hopeful that it
will go a long way to provide that sustainable funding base which
is so needed. However, I have to point out that right now the state
is really pulling the cart by itself.

They are not getting federal match for the money they are
paying except on the hospital side and the methodone maintenance
side. So, there are real serious problems that the state will face
down the road as this program gets implemented without getting
federal matching dollars.

A similar provision has been offered on the Senate side here by
Senator Moynihan as an amendment to S-1711 that was accepted.
But, as you know, that bill is still in conference committee and it
doesn't look like it will be coming out. There were concerns about
the cost of covering substance abuse treatment for all Medicaid-eli-
gible persons.

I would like to point out, however, that these costs could be sig-
nificantly reduced if Congress targeted the Medicaid coverage for
pregnant women. The good news is that there is a provision al-
rgaadjlz in the Medicaid Act which would make that targeting very
simple.

The provision says that “states must provide to pregnant women
coverages of services that are related to other conditions which
may complicate pregnancy.” I'm reading from the statute now. The
important thing is that the states do not have to provide these
services to all other Medicaid eligibles. These are services specifi-
cally for pregnant women.

It seems to me that Congress could fairly simply amend that pro-
vision of the Medicaid Act to clarify, number one, that substance
abuse is a condition that complicates pregnancy—we certainly all
know that—and specify that the full range of appropriate treat-
ment services could be covered, notwithstanding this institution for
mental disease exclusion. I think that needs to be dealt with and
get that out of the way.

I think that it would also help to add a sentence in there that
would state that room and board costs could be reimbursed so that
the residential treatment programs could get their costs covered.
Finally, Congress would also need to amend the current provision
which limits the duration of covered services to the pregnancy and
then for two to three months following the pregnancy.

Obviously, you would want to allow a woman who entered treat-
ment while she was pregnant to complete her treatment even if
that took more than two or three months after the birth of her
child. The point is that these kinds of amendments could probably
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be done in three or four sentences. It would not be a very complex
problem.

I would also like to mention that in terms of the cost, there was
a study done by the Illinois Department of Alcoholism and Sub-
stance Abuse—by the way, I have recently learned that Illinois
does have what they call a waiver in order to cover substance
abuse treatment, the full range, under Medicaid. They have recent-
ly issued their regulations to cover that.

So, the state has done a study where they found that every dollar
spent under Medicaid for substance abuse treatment resulted in
almost $5.50 in savings on other health care costs. So, this is the
idnd of example where if you spend a little money, you can save a
ot.

The other thing is that, as Dr. Halfon mentioned, you really do
need to coordinate your Medicaid program with your other pro-
grams that are serving this population, like the MCH and your
ADAMHA block grants set asides.

The bottom line is that this is a time of growing concern over the
deficit in federal spending. We must be certain we are getting the
most out of the money that we are spending. Right now, as far as
Medicaid is concerned for substance-abusing pregnant women,
we’re not getting the most for our money. I believe that Congress
has both the opportunity and the obligation to see that the Medic-
aid program meets the needs of the people it is supposed to serve
and meets the expectations of the taxpayers that it be run in an
effective manner.

Thank you very much.

[Prepared statement of David Gates follows:]
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PREPARED STATEMENT OF DAVID GATES, J.D., STaAFF ATTORNEY, NATIONAL HEALTH LAw
Procram, Inc., WasHINGTON, DC

MEDICAID & MATERNAL ADDICTIOM:
WHY IT DOESN'T WORK AND HOW TO ¥FXX IT

I. What Medicaid Covers Now

Significant amounts, probably in the millions, are being
spent each year under Medicaid on substance abusing pregnant
women and their babies. However, very little of this money is
being used for substance abuse treatment. Most of the Medicaid
funds are going to neonatal intensive care units in hospitals to
try to save the lives of babies after addiction has done its
damage.

Medicaid funds that are going to treatment primarily pay for
detoxification in hospitals or for methadone maintenance clinics.
It should be noted that although detox often is a prerequisite
for treatment, it is not itself treatment. Detox is not likely
to help a substance abuser get off alcohol or drugs unless she is
provided real treatment immediately following completion of
detox. As for methadone maintenance, it is simply not
appropriate for alcohol or cocaine addictions, which are the
drugs of choice among women. Furthermore, while methadone may
be a useful component in a broader treatment program for heroin
addicts, the effectiveness of many existing methadone maintenance
programs has been called into question by a recent GAO report.
The point is, while Medicaid funds are being spent to treat the
effects of maternal addiction, very little is being spent to
treat the causes.

Inpatient substance abuse treatment for pregnant women under
21 can be_covered under Medicaid if provided in a psychiatric
hospital. However, treatment in these facilities tends to be
very expensive and not geared specifically to substance abuse.
Furthermore, psychiatric hospitals are unlikely to be able to
provide the necessary prenatal care. Coverage is a state
option. Medicaid coverage of outpatient drug-free substance
abuse treatment services is more problematic due to the absence
of a clearly "medical" component to the treatment (discussed
further below).

.
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Residential treatment services provide the grzatest
challenge in terms of coverage under Medicaid. Tais is
unfortunaté because these programs are often less axpensive and
more specific to substance abuse than many inpatieat hospital
programs (which tend to primarily be psychiatriz tnits) while
many experts believe they are more effective, particularly for
hard core drug abuse, than outpatient programs.

Most residential programs are not able to get Medicaid
coverage as hospitals or psychiatric hospitals »ecause they are
not medical or psychiatric institutions and are tksrefor unable
to get licensure or JCAH accreditation as a hospital or
psychiatric hospital or meet the other Medicaié rejuirements for
hospitals.

Probably the most appropriate provision fcxr Madicaid
coverage of residential treatment programs is the so-called
"rehab option". The rehab option permits staztes to cover
“rehabilitative services" which are defined as "any medical or
remedial services recommended by a physician or otier licensed
practitioner of the healing arts, within the scope of his
practice under State law, for maximum reduction of physical or
mental disability and restoration of a recipiert to his best
possible functional level."® While an initial reading of this
provision might suggest it is aimed at physical, cccupational and
speech therapies, those services are explicitly covered under
another provision.7 Therefor, the rehab services covered under
this provision must encompass some other services. Several
states are using the rehab option to cover intensive communitx
based mental health services such as partial hospizalization.
The full range of services that may be covered under the rehab
option remains unclear.

II. Barriers to Medicaid Coverage
t

The IMD Exclusion

The Health Care Financing Administration ("HCFA") that
administers the Medicaid program takes the position that
substance abuse is a mental disease.’ Since residential
programs treat people with "mental diseases" (by HCFA's
definition of that term), HCFA has found some of these programs
to be institutions for mental diseases. By finding a
residential substance abuse treatment program to be an IMD, every
person under the age of 65 who is residing in that program is
excluded from Medicaid, not just for coverage of their substance
abuse treatment but for any Medicaid covered service (including
prenatal care) regardless of where it is provided.” Therefor,
for residential substance abuse treatment programs and Medicaid-
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eligible clients residing in them, the definition of an IMD is
critical:

The statute defines an IMD as "a hospital, nursing facility,
or other institution of more than 16 beds, that iz primarily
engaged in providing diagnosis, treatment, or care of persons
with mental diseases, jincluding medical attention, nursing care,
and related services."'  obviously, the easiest way for a
residential treatment program to avoid being ciass:fied as an IMD
is to have less than 16 beds. Unfortunately, sirze few free-
standing residential programs were designed witn Msdicaid in mind
{(due to the difficulties in getting Medicaid ccverage), many have
16 or more beds.

Prior to 1986, HCFA had focused primarily on the diagnoses
of the people being treated by the facility. —f <he majority
were diagnosed as substance abusers (which, as =otsd above, HCFA
considers to be a mental illness) the facility was considered an
IMD. However, two court challenges and an ordzr Zrom their own
Grant Appeals Board forced HCFA to look instead at the nature of
the treatment being provided.

In 1986, HCFA issued new guidelines on MD=."  While
seeming to implement the Court and Appeals Board decisions that
the type of treatment provided and the qualificatisns of the
persons providing the treatment be the primary Zaczors in
determining IMD status, HCFA created a "catch 22" under which
most residential substance abuse facilities continue to be
excluded from Medicaid coverage. A facility that follows a
psychiatric model using medically trained and licensed personnel
is considered an IMD (thereby excluding from coverage at least
for those patients between 21 and 65) while a facility that uses
peer support and lay counselors would not fall into the IMD
exclusion but its services would not "constitute 'amedical or
remedial treatment' required for Medicaid reimbursement under 42
CFR 440.2(b)."15 Unfortunately, the plaintiff in the lead case
that fobrced HCFA to revise its IMD standards was financially
unable to continue its litigation and the 1986 standards remain
unchallenged.

While Congress has not dealt with the problems raised by the
IMD exclusion in the context of residential substance abuse
treatment programs, it has expressed its concern about the impact
of the IMD exclusion on the provision of psychiatric and other
mental health services. In OBRA '89, Congress required HCFA to
study its policy regarding the IMD exclusion and the statutory
exclusion itself and report to Congress by October 1, 1990 on any
statutory or policy modifications that "may be appropriate to
accommodate changes that may have occurred since 1972 in the
delivery of psychiatric and other mental health services on an
inpatient basis...." As part of this mandated study and
report, HCFA will examine the effect of its interpretation of the
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IMD exclusion on Medicaid coverage of residential substance abuse
treatment and will also consider the possibilitwv cZ exempting
these facilities from the IMD exclusion.

Medical Model

HCFA has indicated it will look at the natzre of the
treatment provided and at the training and qualZfi:zations of the
people providing it to determine whether the tr=zatmment can be
covered. Where treatment "follows a psychiatzic model and is
performed by medically-trained and licensed persornel" HCFA will
find the treatment to be medical in nature and <herefor coverable
under Medicaid.™ However, where treatment is bzsed "“on peer
counseling and meetings to promote group suppor= zad
encouragenent, and they use primarily lay perscas :zs
'counselors'" HCFA will probably find that the Treatment is not
medical in nature and therefor not coverable under Medicaid.
Most substance abuse treatment programs follow <—he latter model
rather than the former. Treatment programs that Zo not use a
psychiatric model are more likely to meet HCFA's "zedical"
requirement if they use licensed or certified substance abuse
counselors (in states that have some licensure —r zertification
requirements) .

Room & Board costsg

HCFA's contends that absent explicit statuzory
authorization, the Medicaid program may not reizmburse providers
for room and board costs (which comprise a signifizant portion of
the costs for residential programs). Since the Medicaid Act
only explicitly authorizes capital reimbursement for hospitals,
skilled or intermediate care facilities (nursing homes) and
hospices, under HCFA's view states may not reimpurse non-hospital
residential treatment programs for their room and board costs.

Some residential treatment programs have been able to get
around this by operating in an unused section or wing of a
general hospital.? Another approach some residential
treatment programs have taken is to become licensed as
intermediate care facilities (for which Medicaid can reimburse
room and board costs). The practicality of this approach
depends in large measure on the licensure requirements of the
state where the program is located.

This approach will become increasingly impractical as of
October 1, 1990 when the statutory distinction between skilled
and intermediate care facilities will be eliminated. These two
categories of facilities will be replaced by a single category
entitled "nursing facilities".® The practical effect of that
elimination will be to require facilities that had been licensed
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.

as intermediate care to meet federal requiremern<Ts that had
previously only been imposed on skilled care faciliities. One of
the most difficult "nursing facility" requirememte for substance
abuse treatment programs to meet is the requiremert that licensed
nursing services (RN or LPN) be provided 24 houxs a day and that
an RN be available 8 hours. a day, seven days a week although this
requirement may be waived by the state under cerxrtein
circumstances.

Furthermore, even if a residential facilitw was able to
comply with the nursing facility requirements, It aight still not
qualify as a nursing facility because the statu=ze =axcludes
facilities that are "primarily for the care and trzatment of
mental diseases" (HCFA considers substance abus2 t5 be a mental
disease) from coverage as nursing facilities. However,
states could still reimburse free-standing residertzial programs
under Medicaid for the cost of providing counseliry and other
therapies and use their ADAMHA block grant funds cr other funding
streams to cover the room and board costs.

III. Removing the Barriers
Pennsylvania's Act 152

One state has gotten around the various barriers tos Medicaid
coverage that are set forth above by establishing a parallel
Medicaid program for substance abuse treatment using only state
dollars. In 1988, the Pennsylvania General Asserbly enacted act
152 which provides Medicaid coverage "for a continuum_ of alcohol
and drug detoxification and rehabilitation services".? The
act specifically covers non-hospital detox and residential
treatment facilities. The act also requires the state Medicaid
agency to consult with the state Alcohol and Drug Abuse Agency
and for the two agencies to commission an independent evaluation
of the success of treatment funded under Medicaid. In addition,
Act 152 contains a provision requiring all licensed substance
abuse treatment facilities to admit "at reasonable rates" people
on Medicaid.®" [Section 2335(a) ] While the language is not
clear, it was the intent of the parties who negotiated this
language that "“reasonable rates"“ refer to reimbursement rates.

In order to reduce the initial cost of the act and to allow time
to set up the necessary administrative structure, the act phased
in Medicaid coverage over a five year program although the state
Medicaid agency is aiming to implement the act state-wide more
quickly. 0f course a state may not overturn federal Medicaid
law so the barriers to federal funding remain and funding for Act
152 coverage comes solely from the state so far. However, the
state is exploring the possibility of getting federal financial
participation, at least for some of the covered services.
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"conditions that complicate pregnancy"

While there are several provisions of the Medicaid Act which
may be used generically to fund substance abuse trzatment there
is a provision specific to pregnant women. & requires states
to cover pregnant women whose income does not excead a level set
by the state which must be at least 133% of the federal poverty
level and no greater than 185%.%

Services covered for pregnant women who arz Madicaid
eligible under this provision are "services related to

pregnancy...and to other conditions which may complicate

pregnancy." {Emphasis added] Without questiorn, substance
abuse is a "condition which may complicate preganarzy". The

Health Care Financing Administration ("HCFA") Las nade it clear
that a state may cover services for pregpant wenen that they do
not cover for other Medicaid eligibles. Given the current
fiscal restraints on the federal government and maay states,
targeting coverage of substance abuse treatment under Medicaid to
pregnant women without having to cover all Medizaid eligibles may
be particularly attractive.

There are however drawbacks to coverage under this

prov151on. Pregnant women who are Medicaid eligible under this
prov1slon lose thelq eligibility 60 to 90 days aftsr the last day
of their pregnancy. 3 In many instances addicted mothers will

need more than two months of treatment following the birth of
their child, especially if they entered treatment late in their
pregnancy. Mothers under 21 could have their continued
treatment covered under EPSDT if they were sent for an EPSDT
screening. For mothers 21 and older, states cculd cover the cost
of treatment following the 60 day cutoff under another funding
source such as the ADAMHA Block Grant although zhis would require

coordination between two different state agencies. The "single
state agency" for alcohol and drug abuse is usually a different
agency than the single state Medicaid agency. of course,

Congress could eliminate this preoblem by exempting pregnant women
in substance abuse treatment programs from the 60 day limit.

An even greater drawback to the effective use of Medicaid is
HCFA's position that the coverage provisions regarding pregnant
women do not supersede the IMD exclusion and HCFA's perceived
lack of authority to pay rocom and board costs in a non~hospital
residential setting. While these restrictions would not affect
outpatient or hospital-based programs, they would limit a state's
ability to use Medicaid to cover non-hospital residential
treatment. Congress could eliminate this problem by exempting
substance abuse treatment programs for pregnant women from the
IMD exclusion.

David Gates
Staff Attorney
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STATEMENT OF ROBERT WOODSON, SR., PRESIDENT, NATIONAL
CENTER FOR NEIGHBORHOOD ENTERPRISE, WASHINGTON, DC

Mr. Woobson. Thank you, Congressman Miller. My name is
Robert L. Woodson, Sr., president and the founder of the National
Center for Neighborhood Enterprise, an organization I founded
nine years ago, dedicated to assisting low-income people to achieve
independence and self-sufficiency.

Previous to that, I've worked several years as a trained social
worker, as a correctional officer in a juvenile jail, seven years in
the child welfare system and as a psychiatric social worker. For the
past 20 years, I've directed many national and local programs to
improve the lot of peor people.

So I approach this problem from the perspective of a practitioner
from inside the services system but also someone who stepped out-
side of the social system and began to work directly with people af-
fected by the problems. Let me commeénd some information to your
attention.

My testimony will depart from those of my colleagues on this
panel because I do not believe that the problems that we confront
today are a crisis in programs or a crisis in budgets. The facts are
that in 1960, only 2.5 percent of black children born were being
raised in households where the mother was never married. In 1980,
that number has increased to 62 percent.

Prior to 1960, 78 percent of black families were whole, man and a
women in them; today only 40 percent. Precisely, during this
period of time, we have expended over $1 trillion in programs of
aid to the poor. Twenty-five years ago seventy cents of every dollar
went to the poor. Today, 70 cents of every dollar goes to the indus-
try that serves poor people.

What this has meant is that—we have looked at why, in the face
of these huge expenditures, have we witnessed a tremendous de-
cline in the functioning of families, black families in particular?
I'm not suggesting that there is a direct correlation but it is inter-
esting to observe that as we seek new solutions, we must find an-
swers to these questions as to why.

Congress is constantly bombarded with the problem with we're
not spending enough. So we looked into these communities. There
are a few studies done to determine where poor people turn in
times of crisis and trouble. What kind of solutions do they seek
themselves? There were two studies that I'm aware of by Don and
Rachel Warren of Oakland University of Michigan that went into
low-income communities and asked the poor themselves, what do
they consider a valid, trusting resource?

They found that in orders of importance to them, that low-
income people selected institutions that were indigenous to their
community—up to about 80 percent of them did. In order of impor-
tance to them, the first seven institutions that they chose were
families, friends, ethnic subgroups, voluntary associations, their
local church. The eighth institution that they selected was a profes-
sional service provider.

Yet, in light of this reality, we tend to deliver services to the in-
stltutlon of last choice of those in need and wonder why we fail to
arrive at a solution to the problem. So, what we have done as an
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organization, and I have over the years, is spent the bulk of our
time working within low-income communities to try to determine
what is it that these institutions are doing and what impact can
they have on public policy?

We have found, following the medical model that was referred to
and the principles that drives the National Center, that the most
effective form of treatment of the human body is that form of
treatment which is least intrusive, that which strengthens the
body’s own immune system to heal itself. We know that the most
e}I(pensive and the most devastating form of treatment is a trans-
plant.

So we believe that the institutions that are indigenous in the
community are antibodies within the community and that they
have tremendous healing properties. You have an example of those
in Detroit with Reverend Lee Earl and some others in those com-
munities that have demonstrated a tremendous capacity to heal.

" The problem is that the resources that are so needed by these
local organizations are seldom available to them because they do
not qualify for the various federal grant programs that are avail-
able. Many of them don’t have word processors or grant writers
and what have you. Yet, they are doing a most effective job.

So what we have done at the National Center in the whole drug
area is that we canvassed about 1500 community-based programs
where the leadership of those programs shared the same zip code of
those experiencing the problems.

As a consequence of this canvass, we sent out a staff to visit 50 of
the most promising of these. Reverend Lee Earl of Detroit was one
of those that we selected to highlight on a teleconference where,
for five hours, we broadcast to about 13 different locations for five
hours examples of what community-based efforts could do to eradi-
cate this problem and address the needs of these drug-addicted
mothers and children that are in crisis. :

This has had a tremendous impact in terms of making people
aware of this resource. Yet, when we look at the various drug
intervention programs, we find that those local organizations do
not qualify for support. They do not because they are informal.
They do not have a lot of trained professional staff, but they are
effective. ‘ i

If you saw “60 Minutes” this past Sunday, Bertha Gilky, one of
the people that we trained, with Secretary Kemp. These folks have
demonstrated that they can come in and dramatically change the
lives of people, particularly young girls who are faced with the
problems of drug addiction. :

So, what we must do, it seems to me, is find—there are several
things that I believe we must do in order to take advantage of
these natural healing agents within communities. The first thing,
it seems to me, we need to undertake some studies of why 50 per-
cent of families that are indigenous to these communities are able
to raise daughters who are not having babies, that are not on drugs
and they are not dropping out of school. ;

We need to find out why certain families in low-income commu-
nities are capable of achieving against the odds and what explains
their success. How could a woman abandoned by her husband at
age 19 with 5 children to public housing and welfare manage to get
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off welfare in 8 years and send all 5 of her children to college and
make it possible in a seven year period for 680 other youngsters in-
digenous to that community to go on to college. Researchers have
never come down to those communities to study why they were
successful.

We also must identify those young women in communities that
have not become pregnant and bring them before panels like this
to ask them how they were able to resist what their peers have not
in order to build on strengths, It seems to me that you can learn
very little by studying theory except how to create it.

What we must begin to do among low-income people is study
those elements within those communities that are successful to as-
certain how did they achieve. At our teleconference, we had about
40 young people in groups of 6 around the country that were living
in drug-infested communities. In some cases, their sisters or broth-
ers were drug infested but they were not—in order to ask them
why and how they were able to achieve without taking drugs.

It seems to me that there’s an awful lot that we can do. Another
recommendation that I would make is, we worked for about four
years with the Office of Juvenile Justice and Delinquency Preven-
tion on a very interesting experiment as to how the federal govern-
ment could insinuate money into these communities without these
local and formal organizations having to go through the bureau-
cratic hoops that it normally takes to receive a grant.

We worked for about four years with the Office of Juvenile Jus-
tice and a small grant program where the National Center received
some grant funds, the bulk of which went out to local neighborhood
organizations. The criteria was, they had to have budgets under
$150,000. They could not qualify for United Way dollars.

The leadership had to be indigenous to the community. They had
to have a record of performance before funding was available. They
had to demonstrate that they have successfully addressed the prob-
lem for which they were applying for support. As a consequence,
we were able to, through our networks, distribute very simple ap-
plication forms that could be filled out, three pages. It could be
filled out handwritten. The groups received funds from $500 up to
$10,000. They would get a response within 90 days.

As a consequence, we were able to reach quite a few groups. This
program was evaluated by Northwestern University, School of
Urban Affairs, and found that this method of reaching groups was
a tremendous success and where the local neighborhood groups
were able to generate $3.00 for every one that was expended.

They didn’t have to go through—no one ran away with the
money. They were able to demonstrate that they can have a dra-
matic impact on some of these efforts.

Let me conclude my testimony by giving you an example of what
happens with the tension between traditional service providers and
indigenous service providers in the competition for funds and also
in competition for recognition of what they do.

In Brooklyn, New York, there is a community-based effort called
Sisterhood of Single Black Mothers, started 18 years ago before
teen pregnancy was fashionable, by a woman who was a teen
mother herself, Daphne Busby. She reached out to local young
ladies who were pregnant and took them in. After that first child,
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she formed a community, a family of these youngsters and used the
peer pressure to reach out to younger women to deter them from
becoming pregnant, began to babysit one another and set up moti-
vation programs.

They were able to reach out to the fathers of these young babies
and reach out to their families as a means of deterring—getting
them involved. Yet, they were struggling for many, many years.
Their influence expanded On the weekends, since youngsters like
to have parties and enjoy themselves but often have to pay for
them in the coin of sex and drug abuse, they had parties that were
supervised by parents in their community.

Now, what happened is when professional program providers
came to help Daphne and sat with her for two weeks, they record-
ed everything she did, received a grant of $235,000 from a founda-
tion, tried to replicate what she did, only reached 85 girls in one
year.

A researcher came in to evaluate the program, found that what’

they had done was not justified and the funds were withdrawn. As
a consequence, when Daphne came in for funding, they said the ap-
proach that you are taking doesn’t work. As a consequence, she
was not able to expand her program, but it continues.

I say that to say that we must begin to examine the nature of
the institutional approaches we are taking to intervene in low-
income communities and begin to look for the strengths that exist
there. There need to be more field hearings because the folks that
I'm talking about cannot afford the freight of coming to Washing-
ton to testify at hearings like this.

I commend this committee for going to Detroit and having people
like Reverend Lee Earl, but he is only one of thousands of commu-
nity resources that are out there available to participate in the
struggle if we can make more constructive use of what they do.

Thank you.

[Prepared statement of Robert Woodson, Sr., follows:]
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PREPARED STATEMENT OF RoBERT L. WOODSON, PrEsIDENT, NATIONAL CENTER FOR
NEIGHBORHOOD ENTERPRISE, WASHINGTON, DC

Mr. Chairman and members of the Select Committee:

I am Bobert t.Woodscn, president of the National Center for
Neighborhood Enterprise (NCNE), a research and demonstration
organization that, for the past decade, has advocated self-help
strategies as a way of addressing problems in low~income
communities. This is the perspective from which I will be giving
my testimony. NCNE has worked with, and assisted hundreds of
grassroots organizations throughout this country in their fight
agalnst drugs and drug related crime. We do not operate or fund
any specific prograns, rather we document and provide technical
assistance to grassroots organizations who are on the front lines
in the War on Drugs. We use the Iinformation gath‘ered from our
direct involvement with low-income Americans to educate both the
general pubiic and the public policy community on the merits of °
grassroots cénmmnity oriented strategiaes. Recently, NCNE, along
with the Office of Juvenile Justice, sponsored a national satellite
teleconference to highlight grassroots organizations who are
winning tlie war on drugs. The teleconference was broadcast to
hundreds of communities across this country and Canada, to give

them hope and information on how to win their war on drugs.

The 1980's was the decade of the much heralded "War on Drugs." The
obvious victims of this war are the fallen men and women who

protect cur communities as well as the perpetrators of drug-related
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crime. Not so obvious are the innocent children who bear the
emotional and physical scars of families torn apart by drug abuse,
As we move into the nineties, this war is still being fought on all
sides--including law enforcement, education and treatment for
addicts. While most of these strategies emphasize the use of
professional service providers, the one crucial element that has
been left out of this overall strategy is the people who live in

the affected communities.

We are all aware of the merits of educating the public on the
hazards of drug use. This approach been primarily effective in
niddle class communities, but the results in low-income communities
have been mediocra at best. Out of frustration we have turned to
law enforcement to quell the violence. This approach has also had
mixed results in low-income communities and has done nothing to
address the phenomenon of drug addicted parents and their children.
The plight of drug torn families has led to the current cry for
more treatment centers and social service intervention. However,
research has indicated that treatment centers have a high rate of
failure because the patient is returned to the environment where

the problems began.

For the past 25 years the Federal government has experimented with
social service intervention strategies toc address the problems of
low—-income peoplz:. We have expended over one trillion dollars
during this time and yet we are told that we have roughly the same

number of poor people as we did when these programs began. We are
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also told that more children are dropping out of school, teenagers
are still having babies, and a record number of children are being
subjécted to the perils of the foster care system. To state that
grassroots leaders are skeptical of more traditional government
intervention would be understating their position at best.
According to the study, "Helping Networks: How people cope with
problems in the metropolitan community™ researchers Don and Rachel
Warren of Oakland University in Michigan, found that professional
sarvice providers are the last resort low-income people turn to in
times of crisis. Qver 80 percent turn to institutions within their
““’kcwn communities. Yet, it is professional service providers that
looked to first by lawmakers when attempting to address problems

affecting low-income communities.

Even if there were a sufficient number of programs and a sufficient
amount of money to operate them, there is evidence to suggest that
few would participate. A casae in point is the Women, Infants and
Children (WIC) program in Washington, D.C. Washington D.C. can
boast that it has the most comprehensive and accessible WIC pro;gram
in the country. WIC services are virtually free to anyone who
earns less than $20,000 and there is an aggressive outreach program
to assure that women know of its services and availab'ility. still,
Washington, D.C. has the highest infant mortality rate in the
country (27 per 1,000 in 1989). It is time that we examine the
instruments of salvation to reveal, if in fact, they are sowing the

seeds of destruction.
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This committee has heard grassroots leaders, such as, the Rev. Lee
Earl in Detroit and his program Reach, Inc. The Committee could
have held hearings in south central I©os Angeles, home of the
infamous "Crips and Bloods" gang wars that claim over 400 lives
every vear, and heard from Mr. Leon Watkins. Mr. Watkins, an e~
addict himself, was able to quell gang violence in his neighborhood
and organize a one day city wide moratorium on gang violence. He
operates his program without the benefit of Federal or State money.
The committee could have held its hearing in the ILiberty city
section of Miami, PFlorida and heard from Ms, Dorothy Perry. Ms.
Perry takes children into her home, many of whom come from drug
torn families in her public housing development, and provides them
with love, discipline, bible study programs, field trips and most
of all a safe haven. At any one time, Ms. Perry will have 40
children in her house and many will spend the night. She has
accomplished this despite being served with eviction notices from
the local Housing Authority and threats from area drug dealers.
Her program racelves no pubklic funding,

NCNE has been able to identify hundreds of organizations who are
achieving similar results. The documented characteristics that
bond them together include:

o A tremendous empbhasis on personal responsibility.

o The leaders of the organization live in' the affected

community, which makes them accountable to their clients.

'
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o The organization is located in the affected community.
) A complete knowledge of the community and its residents.

o The flexibility that allows a program to respond to

change.
) Small staffs allow for personal interaction.

You would be hard pressed to find these features in government

designed programs.

The most pressing aspect of the drug epidemic is the plight of
children born addicted to drugs and children neglected by their
drug addicted parents. oOne communlty response to this problem has
been informal adoption or utilizing the "extended family"™ network.
Many will seek this type of arrangement because the foster care and
adoption systems are too bureauvecratic and do not serve the
immediate needs of the child. In November of 1989, NCNE convened
a conference consisting primarily of w;:men who have informally
adopted children and found that the crack epidemic has drawmatically
increased the number .of children in need of care. Black familias,
particularly those made up of single women, have risen to the
challenge by opening their homes to these Drug War refugees.
However, there has also been a price to pay. One care provider '
related a story of anotler woman in her community who has cared for

a baby born addicted to crack. The baby was in need of an
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operation, but as is often the case, the mother could not be found.
The woman took the baby to the hospital and the child was given the
operation. The woman is now saddled with $35,000 in medical bills,
because she is not recognized as the legal guardian of the child,
even though she has cared for the chilé since birth. Supporting
these individuals will keep an over-burdened child welfare system
from experiencing further chaos and would greatly enhance the lives
of these children as well as the community's capacity to solve this

problem.

Othexr recommendations are as follows:

o  Establish guidelines that would allow states to terminate
the parental rights of a mother or father if, after
glving birth, the parenfs make no arrangements for'the
care of the child within a six month period. The child
should then be placed for adoption. Cuﬁwtly, many
"hoarder babies" languish in hospitals for a year or

more.

o Give priority to "Boarder bables" in adoption placement
and placement authority should be given to licensed

community based adoption centers.

° Include the involvement of the local grassroots
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leadership in the formation and implementation of any

drug treatment programs targeted to addicted mothers.

Develop mechanisms that would enable anti-drug money to
get to grassroots community organizations. Currently,
many groups who are engaging effective activities cannot

afford to apply for federal money.

Extend monetary benefits to families who care for
children on a continuous basis of not less than 30
consecutive days. A taskforce should be established to
design ways to recognize informal care providers, both
temporary and long term, so that these families may

receiva services only open to foster care providers.
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Chairman MiLier. Thank you. Mr. Woodson, in fact, didn’t
Daphne get a federal grant?

Mr. WoobsoN. She eventually got a federal grant, but I'm talking
about early—I worked with Daphne very early on. For years and
years, she struggled, working out of her home. Her phone was dis-
connected many times. There were a lot of starts and stops. A few
of the people I'm talking about do, in fact, receive federal grants,
but very few of them. That's my point.

Chairman MiLLER. Well, I find it’s interesting anecdotal informa-
tion. I find it interesting that you were saying this eight years ago.
We've had an administration that keeps saying they wanted to
look at successes. For eight years, we were supposed to be looking
at successes.

This committee has probably 50 percent of its time been looking
at successes, children that succeed, families that succeed, programs
that succeed. Yet, I don’t see the fact that they’ve responded. I
don’t understand this. This has been a hue and cry of people who
didn’t like governmental programs, keep saying why don’t we look
at children who didn’t have babies and so forth. The fact is, we
didn’t even see any effort to do what you want to do.

Mr. Woopson. I agree.

Chairman MiLLER. I'm at a loss that after a decade, you're still
here beating the war drum for essentially a program of people who
were sympathetic who never did a damn thing about it.

Mr. WoobnsoN. Well, as far as I'm concerned, Mr. Miller, there
has not been very much sympathetic support for this from either
Democrats or Republicans. There is still a fascination with this
notion that only credentialed providers are the only legitimate
agents of service to poor people. That’s shared by Republicans and
Democrats.

Chairman MIiLLER. I guess I see it differently than you because I
think that the question, certainly for this committee and for many
of our colleagues, has been the quest for successful providers, what-
ever their background.

The question is, are they having success at mitigation or eradica-
tion of the problems that have concerned this committee. So I
guess I just don't see it in the same light as you do.

Let me ask Mr. Gates. You're quite correct. Some of these
amendments are only a couple of words or a couple of sentences,
but the implications in terms of dollars are rather substantial in
terms of the eligibility. I don’t disagree with you, but essentially
what you're saying is that women in danger of complications of
pregnancies, if it's as you describe it, would be eligible for the
match; right? The states would be eligible to provide services and
receive a Medicaid match for the provision of those services.

Mr. Garges. That'’s correct. Yes, Mr. Chairman.

Chairman MriLLeEr. So, what we're talking about here is the sus-
tained availability of funding?

Mr. Gates. That's right.

Chairman MILLER. Neal, let me ask you, you mentioned the pop-
ulation at risk. I wonder if you just might expand on that a little
bit because I think it's something that concerns the committee; you
can add up sort of all the statistics and the question is, what's the
real population that you're dealing here with?
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In some instances, you're talking about people that have multi-
ple risks. You’re talking about people who repeat through the proc-
ess. What is the real universe here that is circulating through and
needs attention?

Dr. Havron. I think we don’t have a real good handle on that.
You know, the estimate of the 370,000 babies born in hospitals
around the country in the last year is one estimate that has been
made of the number of children being exposed. I think that we
really don’t know on a population basis which women are receiving
care, which ones are not, which ones are getting into programs,
which ones do not.

We know there are very, very, very few programs available. We
get statistics from a variety of cities of the number of women being
turned away, but we don’t have a really good sense of what the
magnitude of the problem is both in the inner city areas and, as
Senator Wilson suggested, in rural areas like Fresno.

Quite a bit more effort needs to be applied from the federal side
in order to further define the problem. I am not just calling for
more money for more research in some sort of blanket way, but I
think that we really need to define the problem a lot more clearly.

Chairman MirLLer. Well, I don’t know if this is related, but in my
discussions with some people in Seattle this last week—and they
deliver most of what would be addicted children for the city in
their facilities—they claim that they kind of lose half of this popu-
lation as they walk out the door.

They don’t know what happens either to that child in terms of
any kind of health followup and/or the mother in terms of any—
they simply lose, of the 400 a year, 200 of them almost immediate-
ly. The notion that they’ll come back in for their services, they said
there is just no management to determine whether we're seeing
nelwtpéeople, the same person down the road. I don’t know if that's
related.

Dr. Havron. Yes, we're seeing the same thing throughout Cali-
fornia. It varies from county to county, hospital to hospital. If there
is a good hospital protocol for assessing risk in women; perform the
drug testing when it's indicated and then having the proper case
management services available to track women once they leave, to
linklthem up with services, you're obviously going to have better
results.

Unfortunately, those kinds of basic services are not available or
covered in many hospitals. Even if they have a social worker at the
hospital or child protective worker at the hospital it is difficult to
link the women with services. In most communities the services
aren’t there. .

This is the reason why many women walk out of the hospital. If
they stay in the hospital, they’re not going to get services. Howev-
er, if they leave, there’s no where for them to go in the community
in most cases. I think we could be doing a huge amount to alleviate
this problem.

I think Mr. Gates suggestion to augment Medicaid would allow
for payment of case management within the hospital and would
allow us to track mothers more easily.

Chairman MiLLER. Essentially, between your testimony and Mr.
Gates and, I guess, other testimony that we've listened to, essen-
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tially it would seem to me that the financing at this point almost
dictates that you not provide services in the hospital for this be-
cause someone is going to get stuck with the cost.

So, if you enter into the program, either you won’t be able to
continue those services—so, there’s a break in the service here and
that person or their social worker or someone else has to seek out
now a program in the community that is funded in such a fashion
so that they then can receive that individual.

In Detroit, we saw the connection between the hospital and the
residential care facility and the ability to move people from one to
the other on a rather limited basis. We've seen that in other in-
stances where you start at the hospital and move people through or
you start at a prenatal clinic and move people through. They exist
in the country, but they are very limited.

It seems to me that the ordinary model is, the person checks
themselves out of the hospital and eventually we run around and
look for that person, either because we see the child now eligible
through child protective services or foster care placements or some-
thing like that. Then we gather that person back in. It may be
months. It may be weeks or whatever.

We again start trying to figure out how do we get reimbursed for
the provision of services that this mother and/or child needs. I
mean, that’s kind of what’s going on out there.

Dr. HavLroN. The current system is very fragmented and it’s very
dislocated. There are certain glue services that case management
could provide in a cost-effective manner. I keep coming back to this
notion of case management, which is something that Medicaid can
cover,

Congress says states may cover this but most states don’t cover
it. Having a case manager paid by Medicaid in a hospital would
help connect the child and mother up with the EPSDT program
that could continue to follow both mom and child after pregnancy,
thus ensuring the acquisition of developmental preventive services.

It means that these little pieces have to be put together. They're
not currently defined well in the federal legislation. What Mr.
Gates was pointing out is that there are major gaps.

The Title XIX with the EPSDT program could be providing all
the missing pieces. My own feeling is that the kind of amendments
that are needed are not amendments that say that states may pro-
vide service; it's the amendments that say that states shall provide
these services the same way that you've said that states shall pro-
vide prenatal care to women up to 133 percent of the poverty level
and for kids up to 6 years of age.

Chairman MiLLER. Ms, Smith, let me ask you a question. Senator
Wilson and I were talking back and forth about the kind of model
that you put here in terms of services versus punishment. I don’t
quite know how this debate is evolving at the moment, but I guess
I'm kind of struck by the fact that, for whatever reasons, the
women that have entered prison—which I assume for the most
part is under a punishment model because you indicate a number
of them are there now also because of people looking at their addic-
tion—even where we now have a person in custody in a residential
treatment, if you will, identified as a substance user, abuser, possi-

- bly pregnant, we're still not providing services.
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Ms. Smrta. You're absolutely right. There are no services that
are provided. In fact, just because at this point prisons are—what
we're doing is we’re locking up more and more people. What’s hap-
pening is prisons are not dealing with rehabilitation either in the
sense of deterring future criminal behavior or dealing with prison-
er’s needs.

They are dealing with warehousing folks. Just the notien that
they will be able to provide the kind of comprehensive services that
are needed to deal with the problems of pregnant alcohol and drug
dependent women and their children is not——

Chairman MiLLer. I'll have to get this information for the
record, but my understanding from my colieagues on the Judiciary
Committee is that the Department of Justice has just gone through
a rather lengthy evaluation of a very successful program in terms
of drug treatment in prison settings that has indicated that these
people who have gone through the process in that setting, in fact
may be some of the more successful people after their release that
we have seen in a long, long time, but even that now apparently is
being curtailed.

Apparently there is some experience to suggest that intensive
work with these people while in prison is offering some success in
terms of their avoidance of drug use afterwards and, in fact, even
their avoidance of any illegal behavior after release.

Are you aware of that or do you know?

Ms. SmitH. I'm aware of it and I think that that’s true, but I also
think that comprehensive, good drug treatment can work in a
number of settings.

Chairman MiLLER. I understand that.

Ms. SmitH. Yes, I am aware of that. I think that you’re right
that those programs are being curtailed. In fact, the only one that I
know of—not the only one but one that I know of that is very suc-
cessful is in the women’s prison in Framingham.

It's a very good program but, as we’ve all talked about, it’s a pro-
gram that’s comprehensive. It has a lot of other things besides drug
treatment, but there isn’t really that kind of emphasis being placed
on programs.

Chairman MiLLER. Thank you. Mr. Walsh?

Mr. WaLsH. Thank you, Mr. Chairman. I'd like to just ask Mr.
Woodson a couple questions. You made some statements about sta-
tistics and the changes in society that have occurred since the
1960s and the amount of money that has been spent to deal with
that and the fact that we have more impoverished people in the
country today than we did then. Things seem to be getting worse
and not better.

I'd like to ask you a number of questions, but why? Why is that?

Mr. Woobnson. Well, no one can say with certainty, but there are
a number of reasons I think. For one, with the dawn of the 60s,
there was an undermining of the indigenous institutions that
helped define the values of people in those communities.

So I know, as someone who lived through that period active in
the Civil Rights Movement, that when poverty programs came
along and they came to New York City, for instance, it was Ken-
neth Clark, certainly no conservative, who called them welfare co-
lonialism because people who were not indigenous to their commu-
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nities in New York was defining what was important to Harlem,
designing solutions that were going to be applied to Harlem.

It was only because of Kenneth Clark’s challenge to that that the
IRU Act and programs in New York that funded in that communi-
ty. What they also did was during the first six months or so of the
poverty era, the people involved were truly indigenous to the com-
munity.

When the OEO began to impose regulations like, to the commu-
nity outreach workers, you had to have a bachelor’s degree. Imme-
diately, it changed the nature of the program so that offices were
set up and run by people nonindigenous to the community. So
people began to abandon their churches. Then we kept looking
through professional—there was an undermining of the people, the
institutions within those communities as well.

I think that there was a great emphasis on pathology that if a
person was—in order to be eligible for a program, you had to exhib-
it some pathology. If you were pregnant, there was a program. If
you were delinquent, there was a program. If you were an alcohol-
ic, there was a program, on and on and on.

If you were like the two 14-year-old girls that we talked with six
months ago here in the District, they are both 14 years old. Both
parents are addicted. The mother is addicted to drugs. They called
the coke hotline and asked for help for their mother and them-
selves. When X asked about what they are going through, one an
expected pregnancy, what not—these girls are A students in their
junior high school.

So, the question is, what is available for them so that they don’t
fall into that? So I think the whole complex of what we have done
certainly has undermined the integrity of the communities.

Mr. WarsH, We hear the argument from time to time that gov-
ernment really has a mindset. We need to control the programs.
We, the legislators, need to be the persons that dole out the money
go make the people distributing those services at the local level

appy.

The service providers are happy. The service receivers are not.
Would you agree with that statement?

Mr. Woopson. When people advocate self-help the way I do and
with my experience, there is always this attempt to paint you as
being bipolar. If you're for self-help, then you're against govern-
ment. My position is that there are certain—when people are in
distress, government has a responsibility and a role to play.

The question is, how does government execute that responsibil-
ity? I'm saying that perhaps what we ought to do is use agents that
are indigenous to that community. Yes, the kind of requirements
that are imposed that a company grants often makes the innova-
tion that is employed by the local grassroots groups illegitimate.

In other words, if a program is designed with five goals in mind
and it receives funds to accomplish these five things, but six
months into the implementation they find that there are three
other opportunities that they did not anticipate and they begin to
pursue those, they are going to be evaluated based upon what they
said they were going to do initially.

I've seen, often, groups that receive funds that are undermined.
So that’s what happens. The providers of service asks not which
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problems are solvable but which problems are fundable. They are
not responsive or responsible to the people they serve. They are
going to get funded whether or not they have demonstrated that
they have any effect on solving the problem or not.

Mr. WaLsH. It's interesting the statement that you made, if I
could paraphrase it, “the more of a problem we have the more
money we have to deal with that problem.” As long as the problem
grows, there will be money for the problem. If the problem shrinks,
perhaps the converse is true.

I came from local government before I came here. I think every-
one in government has a fear of failure, a fear that if we try to
change the system, that whosever idea that is, they are going to get
it back in their face when that fails because as soon as you fry to
change things, everyone is looking over your shoulder and they are
just waiting for that idea to fail.

I've seen that. I've seen that here and I've seen it at the local
level. That's just a comment, an editorial comment of mine because
T've been there at the local level and here now. I don’t see any dif-
ferent attitude at either level.

One of the things that we used to go through in Syracuse in our
community development block program was the city administra-
tion would have a plan and then they would bring it out to the
neighborhoods to run it by the neighborhoods. The people who
zvere dependent upon that program would come out and advocate

or it.

The people who were involved in quasi-governmental housing or-
ganizations and social services agencies, a lot of that was good.
When you had a group who did not fit within the quasistructure of
government or quasigovernment, they were kind of outcasts. Their
role was to criticize the process.

When they brought forward ideas that didn’t fit, they were kind
of shuddered aside. It was very difficult for them to get any fund-
ing because they seemed to attack the structure as opposed to
the—want to get involved with it and not be coopted by the proc-
ess.

Those organizations were more involved with housing than with
social problems such as health and drug dependency and so on. Is
there any room, do you think, or any idea that you would have
within present structure to bring people into the process who feel
strongly about your sort of approach but can’t get in now.

Is there any way to advocate for this other than before a hearing
that really has no legislative responsibility?

Mr. WoopsoN. Well, we're witnessing that right now. Again, I
refer to the kind of work being done by Secretary Kemp at Hous-
ing and Urban Development. We started five years ago with five
public housing developments where the residents had taken over
and dramatically kicked the drug pushers out and dramatically
changed those developments around.

We provided training to groups from around the nation. Through
our teleconference we were able to reach other public housing de-
velopments throughout the nation. Now I have over 100 in train-
ing. Sixty-four of them are now resident managed and, with some
dramatic results, a “60 Minutes” piece on Sunday demonstrated
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what can happen when you put the people in control who have a
vested interest in solving the problem.

One of the ways to really distill this argument into a very simple
debate, a very simple test is if the goal is to help 100 mothers who
are at risk remain drug free and have healthy babies, then I would
love an opportunity over a three-year period to select 100 of these
mothers, allow our grassroots people with their own unique solu-
tions address their needs and then let the traditional service indus-
try select 100 women and do the same.

At the end of three years, let us measure the objective results.
Were the intended interventions successful or not, not how many
people were served, whether they got a WIC or WAC or what have
you, all these other acronyms, but whether or not there was a de-
cline in the number of children born drug addicted.

I contend that the only reason that grassroots groups continue to
be effective is because they have to stand a measure of the market-
place in which they live in order for them to continue to enjoy sup-
port. I really think, Congressman, that that's the kind of—with the
crisis that we face, we cannot turn our backs on a promising ap-
proach just because it is unpopular or unknown or because the
people there are unfamiliar to us.

Mrs. Bogas. Thank you very much, Mr. Chairman, and thank all
of you. First, I would like to complement Ms. Smith. I've always
been in great admiration of the National Women’s Law Center and
even more because of your work in a sadly neglected area. I thank
all of you for your interest and for your participation.

I was especially grateful to be able to have the very specific sug-
gestions for legislative corrections and approaches that you were
?1?1?; to give us. Mr. Gates, I really do thank you very much for

at.

Mr. Woodson, I, too, have worked in the vineyards of neighbor-
hood operations. During the 60s, to which you refer, I was on the
board of Family and Child Services here in Washington where we
had 44 agencies under our umbrella. I also was the volunteer chair-
man who helped to start the Head Start program.

I find your testimony very compelling. I think that whenever you
get into governmental bureaucracy, you're going to find the setting
of standards and the narrowing of focus, put onto the various pro-
grams. As you mentioned, in the beginning of the war on poverty
programs, we really did reach out to the neighborhood areas.

As a matter of fact, many of the programs that we had were
trying to absorb the great influx of people from the south into
Washington, it was difficult.

It was a tremendous problem to come into an area where there
are no jobs for the unskilled. All of the neighborhood groups
worked very hard.

We had a congressional wives’ circle for Friendship House, which
is a house right in the shadow of the Capitol. One year we turned
our attention to raising enough money to do a neighborhood survey
because we felt that the house was not really serving the neighbor-
hood as it existed at that time.

That survey was taken on by the antipoverty program later to be
a neighborhood survey program. I'm sorry it didn’'t work as well as
you and I anticipated it would. I think the Head Start program has
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succeeded -because it has remained a family-oriented, neighborhood-
oriented program with tremendous involvement from the parents
and neighborhood people.

T'm just very hopeful that we can recognize, as you have suggest-
ed, that we go back to making certain that old time neighborhood
groups and now new interested young people can be employed in
this most poignant sort of situation of mothers and pregnant
women and their children addicted to alcohol and other drugs.

I really commend you for your work and your suggestions. I do
hope that we will be able to follow some of them.

Mzr. Woopson. Thank you.

Mrs. Boaas. Thank you. Thank you, Mr. Chairman.

Mr. HasterT. Thank you, Mr. Chairman. Mr. Gates, despite the
hoops that you described to get Medicaid to pay for drug treatment
programs, isn't really the bottom line that Medicaid can and, in
most cases, does pay for drug treatment?

Mr. Gates. No. 'm afraid, Congressman, I would have to dis-
agree. It does not. It pays for hospital detox. It pays for methadone
maintenance clinics. To some extent, it will pay for some outpa-
tient treatment. It’s virtually unavailable for residential rehab
services.

Mr. HasterT. That line item that, I think, it pays for is about
$120 million. Have you ever estimated the cost for what it would
cost if it were residential?

Mr. GATES. I'm sorry?

Mr. HasterT. The line item that we spend in Medicaid for drug
treatment of various types is about $120 million. You wouldn’t
have any estimate of what it would cost if you went to residential
as well?

Mr. Gartes. If it were for residential as well? No, I did a real
rough estimate what it would cost to cover pregnant women for the
full range.

Mr. HasterT. Which was?

Mr. Gates. Which was $96 million, based on a CBO estimate for
Senator Moynihan.

Mr. HasterTr. How many states have refused to use Medicaid
funds for alcohol and drug treatment; do you know?

Mr. Gares. Have refused?

Mr. HasterT. Refused?

Mr. GaTes. Well, it’s not so much the states refusing; it's more
the federal government not giving the states the federal match. I
only know of two states so far to my knowledge that do provide the
full continuum, Illinois and Pennsylvania. I've heard that Wash-
ington is starting some pilot programs.

However, there is a group of organizations, many of whom are
represented here today, who have done a survey of 10 states and
we're going to be reviewing that probably tomorrow. We could get
back to the committee with our results of that.

Mr. HasterT. That would be helpful. Mr. Woodson, I share your
frustration on dealing with bureaucracy. We have had a dialogue
over the last 10 years to 20 years. It seems that sometimes the bu-
reaucracy is entrenched no matter what political party is in power
and that bureaucracy is sometimes all powerful. It's awfully hard
to curtail its power.
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My experience in the Illinois General Assembly was that when
we put the Child Abuse Prevention Act together to provide funds
for new programs, all of a sudden, the bureaucracy channeled
those funds in other directions. So I share your frustration.

It seems that the REACH program that we heard about in De-
troit is one of the successes that you describe. What’s the key in
your view to linking federal funds to the community level? What
do you have to do to get under, around or through that bureaucra-
¢y to make the things work at home?

Mr. Woobson. I think that this is a frustration, I know—Ilet me
just say before answering the question—that’s shared by Congress-
man Riegle too who said with the new drug monies coming down,
the hustlers are coming out of the woodwork without demonstrat-
ing any ability and that in the meeting with him, he’s interested.

I think that looking at the model that we employed in working
with the Office of Juvenile Justice and Delinquency Prevention
certainly is one where our support is given to an organization with
the understanding that the bulk of those funds would be passed
through to local organizations and a process in place that would set
up standards that would only allow those organizations to compete
with one another and not the larger traditional agency.

For instance, the guidelines that we set that the leadership had
to share the same zip code with those experiencing the problems
certainly eliminated a lot of folks who would otherwise just come
in for the money. The second provision was that the program had
to have some life before funding.

In other words, most of them that are effective started as volun-
tary programs and that even if funds are withdrawn, the program
will continue because it comes up out of a commitment to the
people living there.

Also the fact that they are not really talking about ways through
needing a lot of funds. Sometimes it's just a little to enable them to
print a brochure or to establish a van service or something. So I
think it’'s using some surrogate organizations and setting up the
criteria that will allow them to do it.

I looked at the criteria that the Office of Substance Abuse, HUD,
as deeply as Jack Kemp’'s commitment is for drug abuse, none of
the funds that HUD has for antidrug efforts could get to any of the
groups in public housing that have demonstrated that they can
kick the drug dealers out and also convince women and young men
that they should be more responsible. None of those funds, not a
dime, could get to them.

I suggest that maybe going through some surrogate organization
and have them evaluated like we did ours—I suggest you look at
the Office of Juvenile Justice model as one example.

Mr. Hastert. Thank you. Thank you, Mr. Chairman.

Mr. DurBiN. Thank you, Mr. Chairman. During our recent on-
site visit by this Select Committee in Detroit, we had an opportuni-
ty to take a very close look at the Eleonore Hutzel program and I
think came away very impressed with the efforts that were made.

During the course of the day and the testimony that we received,
gsome of the problems outlined by Mr. Gates in his testimony were
described to the Select Committee. I'd like to follow up my col-
league, Mr. Hastert’s, questions by addressing Mr. Gates again.




133

I understand that you have proposed a few amendments to the
Medicaid law that would permit Medicaid reimbursement for most
of the substance abuse treatment centers for pregnant women. I
am, of course, interested in pursuing that topic and legislation.

What effect do you think these legislative changes would have on
the delivery of drug treatment to pregnant women?

Mr. Gates. The first effect would be to create that sustainable
funding base so that programs will know from year to year that
there will be a certain amount of money that they can count on.
That enables them to hire top-quality people because people are
not attracted to jobs where they don’t know where their next pay-
check is coming from.

So, having that really sustainable base is very important when
you rely on other funding sources such as, for example, the
ADAMHA block grant. As important as that is, and it is very im-
portant, that’s subject to yearly appropriation. The amounts can go
up and down. It lead a great deal of uncertainty. So, having that
kind of certainty is very important.

Mr. DursiN. In support of what you said, I believe there was tes-
timony before this Select Committee at the Detroit hearing that
only one-third of those who should be in treatment were in fact re-
ceiving treatment in the State of Michigan from all sources; feder-
al, state and local sources.

It suggests that some of the resources that we need can only be
anticipated or provided if there is a sustainable funding source,
which leads to my next question. It's been our experience in the
Budget Committee and through other committees of Congress that
merely providing an incentive to states for a dollar-for-dollar
match for the extension of benefits to pregnant mothers, for exam-
ple, will lead some of the more progressive and forward-looking
states to do the right thing, in the words of Mr. Lee, which are con-
stantly quoted on Capitol Hill.

Many other states will ignore this, which has led us, in many in-
stances, Mr. Waxman and others, Mr. Miller, to suggest that
merely making these programs optional for the states doesn’t go
far enough. We need to push it further. I'd like to ask you your
own opinion as to whether or not we should make this sort of Med-
icaid reimbursement for substance abuse treatment for pregnant
women mandatory when it comes to state participation?

Mr. GaTes. In my opinion, yes, it should be mandatory. The CBO
cost estimate that was done for Senator Moynihan’s amendment
came up with a figure. They estimated that only about 50 percent
of the—I shouldn’t say 50 percent of the states because they didn’t
do it state by state.

But in terms of the number of Medicaid-eligible people who
would be covered by a state option, only about 50 percent of the
people, Medicaid-eligible people, would be covered if substance
abuse treatment was made an option. Obviously, that leaves half of
the people we're trying to reach out in the cold again.

It’s just too critical of an issue to leave it at the state’s discretion,
unfortunately.

Mr. DurBIN. Thank you. I might conclude by noting for the
record that we have greatly increased the federal commitment to
the so-called Drug War or Drug Crisis in America. Under the presi-
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dent’s proposed budget, the amount we are to spend in the next
f’}scal year, subject to the summit agreement, may exceed $9 bil-
ion.

The largest elements for increase within the president’s drug
war are for intelligence gathering overseas and international oper-
ations. The amount of increases for treatment and education are in
single digits in comparison to these other programs.

It strikes me that if we are to have a coordmated program going
after all of the various problems, which we've identified time and
again, that we have to extend not only the legislative opportunity
but, in many cases, the resources and perhaps even a mandate to
make that happen.

I would like to thank you for also saying in the course of your
testimony—Mrs. Boggs was kind enough to note here that there is
a need to redefine the mental treatment exclusion in the Medicaid
coverage, which I think is central to this discussion. We'll be work-
ing with you in the weeks to come. I thank all the members of the
panel for their help.

Mr. SmrtH of Texas. Thank you, Mr. Chairman. Mr. Woodson, I'd
like to go back to your testimony for a minute. Toward the end,
you make a number of recommendations, one of which is to give
priority to border babies and adoption placement. Placement au-
thority should be given to licensed community-based adoption cen-
ters.

T just thought you'd be interested in knowing that a bill that is
being introduced today by a ranking minority member of this
Select Committee, Tom Bliley, will go a long way towards accom-
plishing your recommendation. The bill is the Abandoned Babies
Adoption Act which would require that states amend their laws
and policies to expedite the procedures to find and place abandoned
infants in permanent adoptive homes.

That particular piece of legislation is being cosponsored by my
colleagues to my left and my right, Dennis Hastert on my left and
Peter Smith on my right, as well as by me. So I think that is a way
we can achieve some of the progress we'd all like to see.

My first question really goes back to a statement you made a
while ago when you asked the rhetorical question, how does gov-
ernment execute that policy, referring to the policy you recom-
mended. Then you mentioned specific programs that seem to con-
tinue in perpetuity simply because they continued to be funded for
no apparent reason even if they weren’t serving their purpose.

Are there any programs that you could point to that you feel
that have been taken advantage of or that should not continue?

Mr. Woopson. Yes. I could spend the whole day discussing that. I
think on the affirmative side, certainly Head Start has been a very
effective program. We've been very good in terms of reducing pov-
erty among the elderly and improving service to the elderly. We've
been very good in that population.

One of the programs that I think takes a serious reexamination
to something has to do with the whole foster care adoption issue.
There is an assumption afoot that the reason that we have so many
of these boarder babies and the reason that we have so many kinds
backlogged in the foster care system, particularly black youngsters,
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is because of the dearth of blacks willing to adopt them. That is
patently untrue.

We have black parents backlogged on waiting lists throughout
this country. It is because of the kind of confused red tape and dis-
incentives that agencies have for releasing these children that we
have the presence of the problem. A survey done by Dr. Robert B.
Hill, I think very important, of the informal adoption—in other
words, how many people care for nonrelatives in our society?

There are about 3 million; 1.1 million are blacks caring for non-
relatives. In other words, blacks are 12 percent of the population,
vet they care for almost one-third of the kids. The profile of these
people, they are single parent households in many cases. They
don’t have the benefit of having any additional financial support.

Child abuse among the informal network is less than with their
regular parents. So the black community has demonstrated a ca-
pacity to do it. Homes of Black Children in Detroit has demonstrat-
ed when you remove the barriers, remove the red tape, that black
parents will adopt in record numbers. That program is replicated
here in Washington, D.C. In five years, it began to place more
black children in permanent homes than the other 13 adoption
agencies in the District. Yet, even though the demand increased for
their services, funding for that particular effort did not increase. In
fact, the staff’s responsibility was cut.

Also, a lot of the money in the system does not go directly to the
providers in their home. You will find that many states, we pay
more to board a dog or household pets than we pay foster parents
to care for children. The bulk of the money goes to the agencies
providing the service. As long as those kind of disincentives exist,
we're going to have the problem.

Again, most of the people who come before the Congress for hear-
ings like this are not the foster care providers. They are the agen-
cies who are saying our problem is we need better service. We need
better trained social workers, better coordination of services, better
training, all these other things. I'm telling you as a trained social
worker, that ain’t the problem.

Mr. SmitH of Texas. Mr. Woodson, you mentioned the cost of bu-
reaucracy a minute ago. I was going to give you another statistic to
add to your list. That is, I recently read that if the welfare pay-
ments or transfer payments that were appropriated by Congress
were made directly to the needy families that deserve them, each
needy family of four would receive $24,000 per year.

As it stands, they get $8,000 per year because of the bureaucracy
involved. That goes back to a point you made a while ago. Let me
thank you for being such an able spokesman on so many issues. I
very much appreciate your testimony.

Chairman MiLLER. I just want to state, I would not want to leave
the impression that the answers to the problems being raised in
this hearing is them against us, because I think it would be very
unfortunate if members of this panel left believing that somehow
the problem is professionals who work in the field. That would be
very, very unjust to those individuals.

This committee has been dedicated to the notion that almost all
of the problems that we confront require a mosaic of providers
across this country. We listened to a woman who works in the hos-
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pital in South Bronx delivering AIDS babies. She is a professional.
She is a medical doctor, researcher and an OB-GYN delivering
children.

Her professionals have adopted so many AIDS-related babies
that they are now trying to buy a house so that they can have
child care because the nursing staff is so burdened by the children
they have adopted. So the notion that professionals are really only
doing this for money or to maintain caseloads is an outrageous in-
dictment.

It’s interesting, when I travel through my community, I don’t
know whether they have the same zip code but they live in the
same community. Whether it’s the YMCA or the Girls’ Club or the
Boys’ Club or the neighborhood house or the South Side Center—
you know what?—they’re busting their butts and they are doing it
with federal money, state money, city money, foundation money
and corporate money and they still can’t provide services to every-
body who is knocking on the door.

So the notion that somehow if you could just let people in the
community do it, in a lot of these communities, those people work
trying to keep their own families together. I just don’t understand
that kind of attack. I don’t understand it. It’s like attacking the
Clean Air Act because the air is not clean.

Measure our progress against Hungary or Poland or Czechoslova-
kia or the Soviet Union, right, the air isn’t clean but it’s a hell of a
lot b((latter than it might have been. There’s a lot of other things we
can do.

We have witnessed time and again indigenous local programs
run by churches, neighborhood organizations, individuals and they
should not be excluded. But to suggest that if that was the only
model that was portrayed, that somehow the problem would be
eradicated, I think it’s an unfair indictment of organizations I es-
sentially think are basically the same, that are working almost
against unbelievable caseloads and odd hours that I just don’t un-
derstand that discussion. I'm at a loss to determine that,

Mr. Hastert. Mr. Chairman, I can see your frustration, but I've
also seen the frustration of worthwhile groups. All of a sudden,
“the professional organizations of bureaucracy,” or those people
who view new legislation as a way to raise revenues, design an in-
stitution and program, and absorb all the funds.

They sometimes act as a tremendous sponge. When you get down
to the agencies that Mr. Woodson’s talking about, there ain’t no
money left.

Chairman MirLER. I understand that, but the suggestion is also
strongly made that the people who are working on that problem
really aren’t doing their job and that they are only doing it to
maintain caseloads, which I think is incredibly unfair to people
who are putting in the time and the effort and achieving the suc-
cesses that many, many of those people, in fact, are achieving.
That’s all.

Mrs. Boggs. Mr. Chairman, certainly I did not want to suggest
that I don’t have tremendous admiration for the professionals. So
many of them work themselves, literally, to death. They take on
extra hours. They take on extra responsibilities. They are absolute-
ly remarkable, but they are oftentimes excluded from being able to
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be helpful to the neighborhood people because of the rules and reg-
ulations that they must follow.

I think that what this committee has done, and certainly under
your guidance, is to have all sorts of organizations come from the
smallest group of young people against violence up in New York to
the large organizations and national and international associations
to come before us to tell us their suggestions, their needs, their suc-
cess stories and their frustrations.

I think that we, therefore, have a holistic view of what the prob-
lems are spread across the board of all of the people who are trying
to provide some help and who are trying to solve the problems in
the best possible way and to tell us what help they think they need
from this committee and from the Congress of the United States.

Mr. SmitH of Vermont. Would the gentlelady yield for a second?

Mrs. Bogas. Certainly.

Mr. SmitH of Vermont. I think you’re hitting the nail on the
head. I did not hear anything in the time I've been here to suggest
that there was a bashing of professionals, but rather that inadvert-
ently we have created, through federal regulatory structure and
just decreasing over the years, programs and delivery systems
which are not always friendly, user friendly to community-based
organizations.

There is no malice to the people who are in those systems deliv-
ering those services. At some point where we are in a world where
business and, in fact, the nonprofit sector is reinventing itself at a
rate that is astonishing in terms of ways to be appropriate in the
21st century, we have to understand, as we hear the cries for help
from our communities, that one of the things that government
hasn’t been good at is allowing itself to reinvent its own way of
doing business at the point where the rubber hits the road.

While I would certainly agree with what you said if 1 thought
that that was the case, I hope we don’t miss a much, much more,
for my money anyway, more important point which is that we need
to figure out how to let our programs at the most local level be re-
sponsive and be renewing and be reinventing.

That would never be an argument for less money on my part.
Obviously, it takes resources to do these things. Somehow we have
to give those professionals as well as the community-based organi-
zations which are out beyonu the reach of professionals the capac-
ity and the flexibility and the tools to bind up with each other and
go down the road together.

Regrettably, we don’t achieve that. Regardless of what we wish,
it doesn’t happen in an awful lot of cases. I felt that that was what
I was hearing.

Chairman MiLLER. There’'s two arguments here. One is that some
people aren’t participating in the solution because of bureaucratic
restrictions or what have you or program design, however you
want to do that. That's fine. The other one is the suggestion that a
lot of the professional people are only doing this for caseload
money, management.

Mr. Woobson. No, no. May I comment?

Chairman MirLer. Well, we can read back the record. So the fact
is, there are two arguments. I think that that’s a slight of people
who are working very, very hard. I don’t think this is a contest be-
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tween—because most of these programs, in fact, are an integration
of community people and professionals.

I'm not interested—it’s not a question of whether you lived in
the zip code. The question is, can you provide necessary services?
Even if you lived in the zip code, you might want a trained person
looking at these problems. As was told us in law school, the last
thing poor people needed was a poor attorney. So study hard; then
you can help.

So there’s a mix. If you look at most of these programs, in fact,
there is a mix of people.

Mr. Woopson. Mr. Miller, if I may. My comments were more to
what Mrs. Boggs was saying. It was not to bash anybody. I'm not a
person who—in all my years—the ghetto isn’t the problem. It’s the
solution. It is not a bipolar issue here. The issue is effective strate-
gies to intervene.

Most of the information that I have received have come from
fellow professionals who come to me privately or write letters to
the office in saying that they are all—most of them go into it be-
cause they want to serve people. They are limited by institutional
practices that causes good people to do bad things.

So, what I'm really talking about are institutional arrangements
so that an administrator, even if they wanted to reduce the case-
loads of a foster care agency—if you have 1,000 youngsters in foster
care and you receive reimbursement from the government.

With that reimbursement, you pay all of your salaries and pay
your rent and what have you, the question that this administrator
posed to me, what incentives do we have to reduce our caseload
and place 500 children in adoption? Maybe what we need to do
then is pay agencies monies for getting children out of foster care
into adoption.

In other words, what I'm making a plea for are changing the
rules of the game so that the people in those agencies can do what
they want to do for kids. So, it’s not a matter of bashing profession-
a}lls..It’s a matter of looking for more balance, looking for more
choice.

But overall, we all should be driven by outcomes. I very seldom
hear discussions of outcomes. Over what period of time have vari-
ous agencies been funded and what has been your record of suc-
cess? So, that’s where I think the argument, Mr. Miller, has to be. I
agree with you. I would not bash professionals. I am one myself.
That would be hypocritical. But I’ve got to be honest with myself
and say that a lot of what we do in the name of helping people in a
lot of the institutional practices injure with the helping hand. I
think it would be a disservice to the poor for us to be defensive
about that when we’ve got to be honest to confront this crisis.

Chairman MiLLER. There’s no argument on that point. That’s the
purpose of this committee. I guess I'll stand by my characterization
and others can differ with it. Thank you very much for your help.

The next panel will be made up of Kary Moss, Staff Attorney,
Women’s Rights Project, American Civil Liberties Union; James
Ryan, DuPage County State’s Attorney from Wheaton, Illinois; Jo
Ann Kauffman, President of the National Asscciation for Native
American Children of Alcoholics; and Dr. Albert Pruitt, Chairman
of the Department of Pediatrics Medical College of Georgia.
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Ms. Moss, we'll begin with you. Your statements will be placed in
the record in their entirety. You proceed in the manner in which
you're most comfortable.

STATEMENT OF KARY MOSS, J.D., STAFF ATTORNEY, WOMEN'S
RIGHTS PROJECT, AMERICAN CIVIL LIBERTIES UNION, NEW
YORK, NY

Ms. Moss: Thank you, Mr. Chairman. I would like to thank you
and the committee for inviting me to come and speak today on
behalf of the American Civil Liberties Union. As you know the
American Civil Liberties Union is a national organization com-
posed of 275,000 members dedicated to protecting the Bill of Rights.

Specifically, I am an attorney with the Women’s Rights Project.
Our focus is on issues affecting low-income women and poor women
of color. 'm here today to talk to you about two different issues.
The first is the discriminatory exlusion of pregnant women by drug
and alcohol treatment programs. The second is to talk to you a
little bit about the results of a state survey that we recently under-
took, examining what the states are doing on the issue of alcohol
and drug-dependent women and their children,

As a background matter, I would just like to say that there are
two trends that are going on right now that are of real concern to
us. The first is the institution of criminal prosecutions against alco-
hol and drug-dependent women for the crime of being alcohol and
drug dependent while they are pregnant. To date there have been
about 50 of these prosecutions. It is our position and belief that
these prosecutions violate women’s rights to privacy and bodily in-
tegrity and often the due process of the laws.

We are also concerned by a second trend, which is the institution
of child neglect and abuse proceedings against these women, insti-
tuted only because they were not able to obtain alcohol and drug
treatment while they were pregnant. The only evidence provided
?)gail:ilxllst these women is a positive drug test taken at the time of

irth.

In many cases the social service agencies fail to undertake a real
review of the parenting abilities of the parent or of the foster care
system and the ability of the foster care system to adequately meet
the best interests of the child.

We are concerned that these women and their children obtain
the best health care possible; that we have healthy mothers and
that we have healthy babies. We believe that criminal prosecutions
and the child neglect proceedings that are undertaken without a
real review of the parenting abilities of the mother or the father
will drive women away from health care and penalize them for de-
ciding to continue their pregnancies.

One of the issues that is of real concern to us is the lack of treat-
ment available to pregnant women. In the context of the criminal
prosecutions and neglect proceedings, we have an environment in
which many women cannot obtain treatment. This situation has
been very well documented by this committee and discussed this
morning,

Yet what has not been discussed is the practice of many alcohol
and drug treatment programs to intentionally exclude pregnant
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women. They refuse to provide treatment for generally two rea-
sons. The first is because they view pregnant women as too compli-
cated, as requiring too many special services. These programs lack
the resources or the desire to develop programs that can specifical-
ly meet needs of pregnant women so they refuse to provide them
with treatment.

The other reason that many programs exclude pregnant women
is that they fear that the treatment process may harm the fetus,
prompting lawsuits by alcohol and drug-dependent women or by
their children.

As a result, in New York we recently instituted the first lawsuit
in the country challenging the discriminatory treatment of this
population, relying New York State Human Rights Public Accom-
modations Law § 296, which prohibits discrimination on the basis
of pregnancy. We are representing three women, two crack addicts
and one alcoholic. The two women who are crack addicts were not
able to get treatment while they were pregnant and delivered
babies that had positive toxicologies at birth. The woman who was
an alcoholic is still pregnant and has been unable to obtain any
detox service during her pregnancy. This failure has meant that
she has been unable o gain admission into any of the available
druglifree programs and, therefore, has not obtained any treatment
at all.

Unfortunately, the New York Public Accommodations Law that
we are using to challenge discrimination against pregnant women
is available only in New York. Thirty-five other states have public
accommodations laws, but not all these apply to pregnancy. It there-
fore becomes very difficult for alcohol and drug-dependent women
to challenge their exclusion from treatment programs.

The written testimony that I have submitted discusses these laws
in great detail. The testimony also discusses the effectiveness of
state equal rights amendments and state equal protection clauses,
each of which provide a vehicle to challenge discriminatory prac-
tices. However, each of these laws have serious limitations, particu-
larly insofar as they require state action, which means that private
facilities may be completely immune from the laws or they don’t
apply to pregnancy. Therefore, we recommend that Congress enact
a federal bill which would explicitly prohibit discrimination against
pregnant women in alcohol and drug treatment programs.

The other thing that is happening is that states are not enacting
laws that would prohibit discrimination against pregnant women,
which is another reason we need a federal law. Instead, states are
imposing very punitive measures on this population. They are, for
example, instituting mandatory reporting requirements so that if a
woman goes into a hospital, and delivers a baby with a positive
toxicology, the results may be turned over to the law enforcement
officials, thus triggering criminal prosecution.

To date, Minnesota and Missouri have passed the most punitive
laws. At least seven states have enacted laws that would make a
positive toxicology prima facie evidence of neglect without requir-
ing social service agencies to undertake a more searching review of
parental fitness.

Both of these developments—the reporting requirements and the
negative laws—may violate the women's constitutional rights. We

s
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also believe that they penalize, primarily, poor women and women
of color who use public hospitals, who tend to report women more
than private hospitals.

A recent study, undertaken by the National Association for Per-
inatal Addiction of Pinellas County, Florida, for example, found
that although the incidence of drug use among white women and
black women was the same, black women were 10 times more
likely to be reported to social services than were white women. For
these reasons, we oppose these laws.

In Ohio, Georgia, Rhode Island and Iowa, laws have been pro-
posed that would make drug use during pregnancy a felony. The
law proposed in Ohio would actually mandate forced sterilization of
pregnant women. None of these proposals have succeeded, but they
are all, I think, indicative of a trend to view this problem not as a
health issue but as one deserving of punitive measures.

In closing, I recommend that this committee propose a bill that
would prohibit discrimination against pregnant women in alcohol
and drug treatment programs; prohibit the mandatory reporting of
positive drug tests; require State social service agencies to examine
foster care services and parenting abilities before taking a child
away from the parents and increase resources to treatment pro-
grams so that they are able to provide the full range of comprehen-
sive services that alcohol and drug-dependent women need.

Thank you.

{Prepared statement of Kary Moss follows:]
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PrePArRED StATEMENT OF Kagry L. Moss, Esq., STAFF ATTORNEY, WOMEN'S RIGHTS
ProJecT, AMERICAN Crvit LIBERTIES Union, NEw York, NY,; anp LynN M. Par-
TROW, Esq., STAFF ATTORNEY, REPRquCTIVE Freepom Prosecr, AMERICAN'CIVIL
Liserties Union, New Yok, NY, aND Jupy CROCKETT, LEGISLATIVE REPRESENTA-
TIVE, AMERICAN Crvir LierTiES UNION, WasniNgTON, DC

Introduction

-Mr. Chairman, members of the Subcommittee, we appreciate the
opportunity to present the views of the American Civil Liberties
Union upon the question of discrimination against pregnant women
in alcohol and drug treatment programs and upon the implications
of the recent trend in state legislatures to impose punitive
measures upon alcohol and drug dependent pregnant women. The
American Civil Liberties Union is a non-partisan organization
with more than 275,000 members devoted to protecting the Bill of
Rights.

Specifically, our testimony will focus on the inadequacy of
state anti-discrimination laws as a vehicle to challenge
discriminatory practices by alcohol and drug treatment programs.
In addition, we will discuss state bills introduced this past
year that make it a crime for a pregnant women with an alcohol or
drug dependency problem to continue their pregnancies, amend
existing child neglect laws to include prenatal alcohol or drug
use, and require health care professionals to report positive
test results of newborns to social service agencies or state
prosecutors.

Mr. Chairman, we are very concerned that alcchol and drug
dependent women obtain the prenatal and medical care that they
need in order to promote their health and the health of their

children.l/ vet many alcohol and drug treatment programs close

1/ petal alcohol syndrome may be averted by discontinuance
of alcohol use at any stage in pregnancy. With regard to cocaine
(continued...)
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their doors to pregnant women. 2/ Although many programs were not
designed to address the needs of alcohol and drug dependent
pregnant women, the programs may provide the only hope, in a
given geographic area, for help for these women.

Even where services are available, they are often glaringly
insufficient. For example, few provide prenatal care, child
care, or other services found essential to successful treatment
for women.?/ The National Institute for Drug Abuse recognized
over a decade ago that the inability to obtain child care
prevents many women from participating in drug treatment
programs. Nevertheless, only two of the eighty-seven drug
treatment programs in New York city have child care facilities

for their patients.i/ Similiarly, in San Diego County,

1/ (...continued)
use, Dr. Ira Chasnoff, in his study of seventy-five cocaine-using
women enrolled in a comprehensive perinatal care program, found
that women who used cocaine throughout their pregnancy, as
compared to women who used cocaine only in the first trimester,
had a greater incidence of low birth weight babies and
significant deficiencies in intrauterine growth. He concluded
that early intervention in early pregnacy with cessation of
cocaine use will result in improved obstetrical and neonatal
outcomes. Chasnoff, I., et al., "Temporal Patterns of Cocaine
Use in Pregnancy," JAMA, March 24/31 1989, Vol 261, No. 12.

2/ See Miller, G., "Addicted Infants and their Mothers,"
Zero to Three, Vol. IX, No. 5 at 20 (June 1989) (two thirds of the
18 hospitals surveyed reported that they had no place to refuse
drug dependent women for treatment). The Coalition for Alcohol
and Drug Dépendent Women and their Children, a national effort by
~over forty child welfare, legal advocacy, and drug treatment
programns to prevent the punishment of alcohol and drug dependent
women, is currently surveying the availability and sufficiency of
existing programs.

3/ 1Leff, L., "Treating Drug Addiction with the Woman in
Mind, " The Washington Post, March 5, 1990 at E1l.

4/ chavkin, Help, Don't Jail Addicted Mothers, New York
Times, July 18, 1989, at A2l, col.2.
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California, there is only one residential facility for women with
children, which has only twenty-six treatment slots, and there is
as long as a six month waiting list for admission.3/ The
problems in obtaining care are even greater for women in rural
communities.

The American Civil Liberties Union's national survey of
criminal prosecutions, see Appendix A, and survey of recent state
laws, see Appendix B, revealed that alcohol and drug dependent
women are simply not getting the help they need. Despite the
fact that few programs accept alcohol and drug dependent women,
alcohol and drug dependent women who become pregnant are
threatened with, or subjected to, punitive measures. See
Appendix A.

The ACLU opposes the discriminatory treatment of alcohol and
drug dependent women solely because they are preghant, whether
such discrimination occurs through refusal to treat this
population, criminal prosecution, or selective reporting.
Pregnant women should not be singled out for special or punitive
measures. The constitution protects the rights of all persons to
the equal protection of the laws and to privacy. Women do not

forgo these rights when they become pregnant.ﬁf

5/ Schecter, Help is Hard to Find for Addict Mothers, L.A.
Times~San Diego County, Dec. 12, 1986, at 1, col. .

&/ Inre A.C., No. 87-609, slip op. 1105 (D.C. Ct. App.
April 26, 1990).
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The federal government should prohibit discrimination
agai egnant women by alcohol and drug treatment
Programs

Discrimination on the basis of sex, including pregnancy, is
prohibited under federal law, e.g., 42 U.S.C. §2000e
(employment), as well as under many state human rights laws. See

e.qg., Brooklvn Union Gas Co. v. N.Y.S. Human Rights Appeal Board,

41 N.Y.2d 84, 359 N.E.2d 393, 390 N.Y.S.2d 884, 886 (1976).1/
Nevertheless, many alcohol and drug treatment programs still
discriminate against pregnant women. According to Dr. Wendy
Chavkin, a former Rockefeller Fellow at the Columbia University
School of Public Health, 95% of all drug treatment programs in
New York City (approximately 78 programs) provide no care for
pregnant women. 54% refuse to treat pregnant women; 67% refuse
to treat pregnant women on Medicaid and 87% have no services
available to pregnant women addicted to crack who are medicaid-

eligible. 44% provide no prenatal care.8/ only one progranm in

1/ EB.q., cal. Civ. Code §§51-52 (West 1983); Colo. Rev.
Stat. §24-34-601(2)(1988); Ill. Ann. Stat. Ch. 68 §§1-101 to 9-102
(Smith-Hurd 1989); Mass. Gen. Laws. aAnn. ch. 272 §92A (Supp.
1989); N.Y. Exec. Law §296. The legislative history of the
Pregnancy Discrimination Act noted that Alaska, Connecticut,
Maryland, Minnesota, Oregon, and Montana specifically include
pregnancy in their Fair Employment Practice (FEP) Laws. Twelve
additional states have interpreted the prohibitions on sex
discrimination in their FEP laws to require equal treatment of
pregnant workers. In three instances, state courts have so
interpreted the state FEP laws (New York, Pennsylvania,
Wisconsin): in at least nine additional states, the state
enforcement agency has so construed the state law. Those states
are: Illinois, Indiana, Iowa, Kansas, Massachusetts, Michigan,
Missouri, South Dakota and Washington. H.Rep. No. 95-948, 95th
Cong., 2d Sess. 11 (1978).

8/ Cchavkin, W., "Help, Don't Jail, Addicted HMothers," New
York Times, August 1989 at A2l.
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New York City, oddysey House, provides residential drug treatment
programs for pregnant women and their children. It has
approximately 25 beds. The only available alternatives are day
treatment facilities, that are less effective than residenti 1
programs, and many will not treat pregnant women at all,
especially if they are not drug-free. The lack of services for
pregnant women is true nationwide.

Discrimination appears to be most common when the treatment
needed is detoxification, which may involve the use of mild
sedatives, and the treatment program lacks prenatal care or
obstetrical services. Programs often fear that such treatment
may harm the fetus and therefore subject them to liability.

This defense is very problematic for a number of reasons:
first, the professed concern for the fetus makes little sense
given the serious harm that can occur if crack addiction or other
alcohol or drug problems go untreated; second, it is possible to
provide'detoxification services to pregnant women safely without
risk to the woman or fetus; third, traditional informed consent
doctrine should protect physicians and hospitals that properly
advise patients of the risks associated with, and the
alternatives to, a course of treatment even if the patient makes
the "wrong® choice; fourth, a program's concern about liability
is suspect since no program has ever been sued by a post-partum
woman or child after having received treatment; fina