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NOTICE OF PUBLIC HEARING

The Commission on Sex Discrimination in the Statutes will hold public hearings on Wednesday, June 20, 1990 at
10:00 a.m. in Room 341 of the State House Annex and on Tuesday, June 26, 1990 at 12:00 noon in Room 334 of

the State House Annex.

The purpose of these public hearings is to discover whether there are incidents or common practices that
encourage sex discrimination in the health field and in the delivery of health care. The Commission is mandated
to examine the laws of New Jersey and to suggest revisions to the statutes that will correct discriminatory language

or application.
The hearings are expected to focus on the foilowing areas:

Access to health care

AIDS

Detection and treatment of domestic violence by health care professionals
Differences in the way men and women are treated as patients ’

Drug treatment programs

Fetal protection policies in employment

Hospital and laboratory practices

Insurance-rates, denials, COBRA terminations

Medical education

Medical/Clinical research

Mental health care and treatment

Nursing practice and education

Previention and treatment of fetal alcohol syndrome

Prenatal, pregnancy, and childbirth services and practices

Prosecution for child abuse/neglect during pregnancy

Video display terminal workers and other possibly hazardous employment conditions

These topics do not preclude other relevant testimony. and your testimony does not have to be limited to one

category.

Anyone wishing to testify should contact Jodi Danis. Research Intern at the Commission at (609)633-7098.

Anyone wishing to submit written testimony to the Commission is requested to bring 10 copies tw the hearing or

to mail it to the Commission office by July 3, 1990.
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JEANNE FOX, ESQ: (Acting Chairperson) Hi, I'm Jeanne
Fox, one of the new Commissioners. I'm glad that you made it
here today and that you're all on time, which we aren't.
Several of the other Commissioners will probably be coming in
later. This hearing is being transcribed and they'll read the
transcripts before we make our recommendations and have our
discussions. '

Health 1issues have been in the forefront of  the
national attention over the past few years. Health has also
become a particularly important concern in our State, New
Jersey, and the Governor's Commission on Health Care Costs has
been a means to address problems arising from the increasing
costs of obtaining health care. Sex discrimination in the
health field and in the delivery of health care also presents
an important area of study.

Women often face additional barriers in the health
care system because of discriminatory practices and because of
women's economic status. The increasing 'difficulty of
obtaining adequate health insurance has taken an especially
hard toll on women, and access to low-cost prenatal and
pregnancy care remains a problem.

Women may also not receive the same health care
options and quality of care as do men. Women are often not
studied in certain areas of medical research, and existing
medical models often do not include the experience and needs of
women . ’

Many witnesses have come today to testify on these
important issues. The Commission on Sex Discrimination in the
Statutes hopes that the information from these hearings will be
considered by the Governor in his study of health care in New
Jersey.

Our first witness today is Hazel Staats-Westover.
Please come forward.



HAZEL STAATS-WESTOVER: Itis appropriate
for the testimony on domestic violence to be the first report
today, as our former Surgeon General of the United States
Public Health Service in the United States Department of Health
and Human Services, C. Everett Koop, considers domestic
violence to be women's number one health problem in the United
States. It affects more women's health than all automobile
accidents, rapes, and muggings combined. Domestic violence is
a serious social, legal, and health problem. Those who inflict
violence on their partners come from every imaginable race,
class, profession and occupation, age, geographic, and
religious group. Abusers continue to abuse because society
ignores, accepts, or fails to prosecute their behavior.

A specific focus on the physical care of the abused
and the medical caregivers will be testified on later in the
afternoon. -As a United Church of Christ clergywoman, I have
been working part-time the 1last 15 months as the Lead
Consultant for the Clergy Project under the Division on Women
and would 1like to speak on some of the issues that I have
observed in regard to family life when domestic violence is
present.

Twenty years ago, Americans assumed that rape, incest,
and wife beating rarely occurred. Because of the women's
movement, we know now that they're not at all uncommon.

The statistics are chilling. From a book soon to be
published by New Jersey author Flora Davis, she writes, "An
American woman stands one chance in three of being sexually
abused before the age of 18, usually by a relative or friend of
the family. When she reaches college age, the chances are one
in five that she'll be raped on a date.” I'm also the United
Church of Christ Chaplain at Princeton, and have been called by
women students to help them through the terror and trauma in
the aftermath of acquaintance rape or date rape. They
experience violent acts. Sometimes their heads get knocked



against the wall. Ms. Davis continues her statistics on women
and violence, "Nine out of ten women have been sexually
harassed on the job. Roughly seven out of every 100 women have
been kicked, punched, or choked by the man they live with; some
are beaten repeatedly."”

As 85% of the abused are women, there is an apparent
sex discrimination going on in family life behavior. What can
we say to help people understand the way our sexist society
works against women for equality? One has to be an historian
with a sensitivity toward the patterns of behavior throughout
history to really see how, since at least biblical times, women
have been considered property of men along with their cattle,
land, and so forth.

Ms. Davis writes, "Though legally women are no longer
property, some men still feel that they are.. The proof lies
both in the fact that sex crimes and violence are so common,
and in the way the criminal justice system has resisted changes
designed to ©protect the abused and punish rapists and
batterers."

- As a clergyperson I am very conscious of the wrong
religious nurture that reaped a society of sexual inequality,
one in which there is confusion between the sexes in regard to
dominance, control, and submission while couples work out hoped
for loving, balanced relationships. ’

The epidemic proportions of violence against women
calls all of us to be advocates for prevention of domestic
violence in all aspects of the 1larger society, as well as
immediate care for the abused. Knowing how total health;
mental, psychological, physical, and spiritual-- is all of the
same piece, we have a new understanding of how in a society
where so much violence occurs, women are the recipients of 85%
of the domestic violence. Specifically in New Jersey, we must
not have 49 deaths and just under 52,000 calls for help or
violence offenses as we had in 1989.



The time 1s past when the crimes of sexual and
domestic violence are made only an issue of private, rather
than public, concern, which allows the abuser to be protected.
Last month I attended the inauguration of the Center for Global
Issues and Women's Leadership at the Eagleton Institute at
Douglass College. Margarita Papandreaou, the wife of the
President of Greece, spoke on violence and human rights. She
reminded us that if such an act of violence took place on the
street, a policeman would be called and there would be an
arrest. The criminal justice system has been less effective
because of the institutionalized attitudes of sexism, racism,
and class consciousness.

Improvements in response to society's growing
awareness of the evil of domestic violence is seen 1in New
Jersey as one of the states that has specially trained police
units that effectively help handle cases of spouse or partner
abuse. Our State has also modified our laws to make it easier
to arrest batterers. It has been found that arresting an
- offender is far more effective in preventing future assaults
than the two other common police approaches, which were
ordering the offender to leave the house for eight hours and
offering counseling.

Change has come slowly. Only a small percentage of
those arrested are ever prosecuted because the charges are
reduced to minor infractions of the law, or suspended sentences
are recommended to the court by prosecutors, and judges in
domestic violence cases often impose either a light sentence or
no sentence. Nor can court orders of protection always
safequard battered women, since police do not provide a
24-hour-a-day guard to women who have been granted a protection
order. Many of the deaths from domestic violence occur during
this time. ‘

Nevertheless, this 1is a quote from the NOW Legal
Defense and Education Fund and Renee Cherow-0'Leary, in "The



State-by-State Guide to Women's Legal Rights,": "While sexist
attitudes and other serious problems still prevail in many
cases, if a woman does decide to go to court, she will find
there 1is more public and judicial support than ever for
prosecuting violence against women." There is also a greater
likelihood of finding doctors, lawyers, judges, police, and
counselors who can deal sensitively and effectively with the
problem of domestic violence, press charges, and appear as
witnesses.

Sexual, as well as domestic violence, constitutes
criminal behavior. It is a crime for anyone to have forced
sexual contact with another adult, or for any adult or teenager
to have sexual contact with a child, either by force or with
consent. Reporting sexual assaults helps both the wvictim and
others. Sex offenders almost always repeat their crimes and
seldom seek treatment voluntarily, so criminal prosecution is,
in all probability, the most effective method of countering
sexual assault.

Justice-making for victims of sexual and domestic
violence involves our legal systém, as well as social service
agencies, religious institutions, and mental health services.
This statement is directed toward the most effective use of our
legal system to protect the abused and end ddmestic violence,
including sexual violence. '

In the funding and supportive services, include:

A policy of nondiscretionary arrests 1in domestic
violence cases, which means that a police officer has no choice
but to arrest, if she or he believes violence has occurred.
These programs have been effective in reducing battering. Some
cities sponsor community intervention projects along with the
mandatory arrest. Female and male volunteers provide immediate
counseling for both the abused and the abuser. The goodwill
and support are important. '



The police also need training programs for dealing
more effectively with domestic and sexual violence, including
crisis 1intervention techniques, 1legal guidance for fully
informing battered women of their rights, and fuller
coordination with other agencies trying to protect and help
victims.

I was one of the founders of the Keyport Center where
we had 300 women come for help the first year. Feminists
always felt that shelters must somehow empower battered women
to feel a part of a community of women who could help each
other. Then when they left, they'd be resilient human beings
who could control their own lives.

Courts should strive to cut red tape and eliminate
delays in victims obtaining restraining and protective orders,
peace bonds, and so forth. )

Legal aid programs should increase services to
battered spouses who seek divorce and custody.

Stronger, more effective 1laws governing domestic
violence are still needed.

Legislation for appropriations is needed to adequately
fund improvements in preventing and remedying domestic and
sexual violence. In New Jersey this means support of moneys
regardless of our present day cuts in the budget. My own
belief about this issue is that it might be the most important
issue of all, if we are truly concerned for our future society,
as we know that children were present or involved in 54% of the
reported offenses in 1989, and therefore psychologically ‘and
emotionally disturbed even when they have not been physically
abused. But it means the next generation will have been
trained for violence. '

All court personnel, Jjudges, lawyers, and court
officers, should be trained in further sensitivity to the
issues of sexual and domestic violence, and to the fact of bias
against women in our court system.



To sum up my testimony on violence against women as
the number one health problem, I believe it will require a
network of all of our social systems to get at the root cause
of the imbalance between women and men and equalizing power
between males and females. We need a system where all women
are no longer men's dependents, underpaid and undervalued, and
therefore undervaluing themselves; one of freedom, security,
and peace for all women. The legal statutes should reflect
that need.

MS. FOX: Thank you. How do you feel at this point in
time -— I don't know nearly as much about this as you obviously'
do -- how the training of the court system, the court
personnel, is at this point in time in this State?

MS. STAATS-WESTOVER: It isn't enough.

MS. FOX: The active programs in some areas?

MS. STAATS-WESTOVER: I. have been working in the
feminist movement since the very beginning, and until I worked
at this job -- as the Lead Consultant in the Clergy Project -—-
I had no idea how prevalent it was; it's massive. I mean, it
is everywhere, and it is global as well as Jjust 1in our
country. It seems to me that there can't be enough education
and training for dealing with this.

While I was on the Keyport Center staff, I helped
train the police, years ago, in the care of rape victims, and
did the training for Monmouth County. They are a different
organized group now. It pays off. I mean, they have real
sensitivity and appropriate‘ways‘of talking to the victims of
rape and of dealing with going into the homes where violence is
being perpetrated. All we need is more, I think, but there has
to be funding to help this happen.

MS. FOX: And the funding for that program was by—-

MS. STAATS-WESTOVER: It's ending at the end of this
month.

MS. FOX: --by the county, or was it State funded?



MS. STAATS-WESTOVER: Oh, that. That was special HEW
project money that we had gotten for an experiment in
developing programs in the community for women -- to help.

MS. FOX: 1Is that continuing, that programs?

MS. STAATS-WESTOVER: That Center is still going.
It's one of our 29 centers in the State.

MS. FOX: And where does that funding come from?

MS. STAATS-WESTOVER: It comes from several different
sources. It's partly under the Division on Women and reaches
out.

MS. FOX: Okay, thank you.

Our next witness is Diane Palladino, from New Jersey
Women and AIDS.

DI A NE P A LLADTINDO, E4.D.: Hi. - I'm the
Coordinator of the New Jersey Women and AIDS Network, a
statewide organization whichis now based in New Brunswick.

The mandate of the New Jersey Women and AIDS Network
is to make visible the issues affecting women who are at risk
for, and who are infected with HIV and AIDS. To create this
visibility, we sponsor public education forums, disseminate
information on the impact of HIV infection on women and in
women's bodies, and monitor policies which regulate care and
service delivery to HIV infected individuals.

Since the inception of the HIV epidemic, New Jersey
has had the largest percentage of women with AIDS in the United
States. As of May 30 of this year, 1813 women, or 21% of the
total number of people diagnosed with AIDS in New Jersey are
women. This means, conservatively speaking, that over 27,000
additional women are currently infected with HIV. Well over
50% of these women are women of color, poor women, and urban
women. For a State that ranks fifth in the country in the
number of diagnosed adult AIDS cases, women have been, and
still are worse than second-class citizens in health care
services and constructive public policy. They are invisible.



Before I present the specific problem areas in
HIV/AIDS services to women, let me make clear that the
discrimination 1is couched in the institutional responses to
women and HIV.

The subtlety of the discrimination rests in the fact
that women are ignored as victims of HIV infection, as people
who get HIV infection, and as individuals whose bodies become
sick because the virus exists in those bodies. The lack of
positive responses to women as people who can, and do become
infected with HIV is accompanied by the framing of women only
as transmitters of the virus to men and to fetuses. Women are
perceived as "vehicles of infection." In the 1latter role,
women are projected as beings whose sexual activities must be
controlled, as if the control of women's bodies will result in
the ability of the State to control the transmission of HIV
infection. Public policy has been formulated around this
negative perception of women's role in the epidemic rather than
towards providing women with the essential health services they
urgently need.

The key areas which require immediate attention are as
follows:

1) In Essex and Hudson Counties, where 61% of all
women with HIV and AIDS reside in New Jersey, there is one
clinic specifically for women with HIV. This 1is the only
women's clinic in the entire State. The other 29% of women
with diagnosed AIDS and HIV infection have no ‘such facility
near them. ' '

2) There is no medical protocol in New Jersey for the
treatment of HIV infected women. There 1is a protocol for
“people” with HIV infection. This protocol does not include
the gynecological manifestations of HIV which, by definition,
are female specific. It fell to the New Jersey Women and AIDS
Network to do the research and produce literature dealing with
the medical manifestations of HIV in women. The literature was



produced through a small grant from Hoffmann-La Roche, with no
support of public funds or public institutions. Since the
literature was made available on June 4 of this year, we have
had requests for over 100,000 copies from groups within New
Jersey and for over 25,000 copies from groups in other states.
We are now trying to find additional funding to accommodate the
additional printings.

3) There is no medical protocol in New Jersey for
pregnant women who are HIV infected. We have heard reports
that many obstetricians do no want to work with HIV infected
- pregnant women and attempt to refer them to "HIV specialists."
The reality of the situation is that obstetricians can treat
these women as well as they can treat non-HIV infected women
and, in fact, many physicians have, unknown to them, treated
women patients who are infected. All primary care physicians
must commit to self-education about HIV disease and must
participate in the medical response to the epidemic. That's
another reason why we produced the literature. The literature
that was produced has a pamphlet for physicians, health care
workers, and one pamphlet for women with AIDS and HIV.

4) The Centers for Disease Control does not include
any reference to female specific symptoms in its current
definition of AIDS. When asked the reason for this, Mr. Curran
has replied that there's not enough "research" on women to
generate hard data. Of course, there are minimal funds
available to support such research, so fhe data cannot be
generated in the ‘“scientifically acceptable ways," which
produce the hard data necessary to justify the expenditure of
funds for research.

When we were doing research -- as an aside -- on the
medical manifestations literature, the researcher that we hired
contacted all of the research projects in the country that were
researching the effects of HIV infection on women. She didn't
have a hard job; there were 10. That's an increase over the
last few years.
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Another effect of the limited definition of AIDS is
that many women have been misdiagnosed, and as a result, die
unclassified as having AIDS. The result of this non-AIDS
classification is twofold: 1) women remain undercounted in the
epidemic and the lack of resources is justified on the "small
number” of women who have HIV/AIDS; and 2) women who are not
accurately diagnosed with AIDS do not qualify for entitlement
programs, which require an AIDS diagnosis for participation.

5) There are no clinical trials in this country which
study the effects of experimental drugs on women's bodies. Up
until recently, many trials excluded women because the results
from women "skewed" the data, and many women of childbearing

age are still, in fact, not allowed into trials. They are
afraid of what might happen to the fetus, and that's even if
the woman 1is not pregnant. They're still afraid of what's

going to happen to the fetus. In trials for AZT, the most
widely tested antiviral drug, only 7% of the participants were
women. The truth is that we do not know the effects of AZT on
women.

6) There are currently two open trials for pregnant
women who are HIV infected, protocol 082, and Cl121. The goal
of both of these trials is to study the effects of specific
drugs on 1) the transmission -—- once again we're back to the
transmission -- of HIV from mother to fetus or neonate, and,
2), on the HIV status of the newborn; in other words, blocking
transmission to the newborn. Neither trial -- and again, these
are the only two trials in the country -- is concerned with the
effect of the drug on the pregnant woman herself.

Research models have indicated that women comprise the
fastest growing group of individuals now being infected with
HIV. This is true on a national and international level. 1In
New Jersey alone, in one year, we have seen a 36% increase in
women diagnosed with AIDS, surpassing the increase for men in
that same time period. So what we're seeing now in New Jersey,
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and in fact in the United States, is the male/female ratio of
infectivity becoming closer and closer to that which we've seen
in Africa and the Caribbean. Up until this point we've
insisted Africa was an aberration, the Caribbean was an
aberration. We're the only ones who have it right with HIV
infection, but we're seeing what's happening in the United
States come much closer to that model. We have seen a 41%
increase in the heterosexual transmission of HIV to women,
again surpassing the increase for men.

Women have been made invisible throughout the epidemic
as people who get sick and have been the focus of blame as
“transmitters" of the virus. It is time to rectify this
discrimination and to insure that women are given the medical
services and the resources they require. It is time to make
women visible.

Thanks.

MS. NEWMAN: In your studies, have you determined the
percentage of births with HIV infected--

DR. PALLADINO: Right now all infants born of an HIV

infected mother will be HIV infected -- will have HIV
antibodies. I'm sorry, because of the transmission of the
antibodies from the mother to the newborn. That's any

antibodies. Within 9 to 15 months, they shed those antibodies,
and now it's approximately 25% of children born to HIV infected
mothers who actually are infected themselves.

MS. FOX: Do you have an idea of how many -- one out
of how many births might be HIV infected?

DR. PALLADINO: Oh. I don't have the figures with
me. Depending on where you look in the State—- I think in
Newark it was-—- I won't even give you the figure, but I can
get you that information if you'd like me to do that.

MS. SAMPIERI: What specific recommendations would you
make to include women in the testing of drugs -- in the receipt
of care?

12



DR. PALLADINO: Certainly in the testing of drugs, and
that should be very easy. I mean, we have protocols that are
being tested. All you need to do 1is insure that the
participants in those tests are women. Now, I don't méan are
women in addition to men or including men. What we really need
is clinical trials where the people -- the participants -- are
only women, so we can look at that data and how the drug
affects women, and then compare that group with a group of men
who are getting the same protocol and see what kinds of effects
the drugs do and do not have on women, and the differences.
That's relatively easy to do.

We need, in terms of services-— First of all, we need
more clinics. The c¢linic I referred to 1is Pat Kloser's
clinic. She 1is servicing now about 500 women, mostly from

Newark, in that clinic. The waiting time is about six hours.
I was just talking to her on June 4 and she was real excited
because she was getting two fellows as of July 1, so she would
have two extra physicians to work with her.

~ Arlene Bardequez, who I noticed testified last week,
also works with Pat Kloser, with women who are pregnant. They
simply don't have the staff up there to deal with the women
they see. They don't have the psychosocial support staff. New
Jersey has no organized psychosocial support services for
women. In other words, if you find out that you're HIV
infected, if you find out you have AIDS, if you find out that
your partner 1is infected, if you find that your child is
infected, there's no specifically trained mental health center,
or group of mental health clinicians who are deaiing with that.

Again, I'll go back to Newark, because they're doing

the most. Julia Aleman, who works at UMDNJ as a social worker,
works closely with Pat -Kloser and her clinic, but she's one
social worker. She's the person who 1is doing the most
consistent intervention with families affected with HIV, and
she's one person. So, that needs to happen.
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We need to have more mental health people trained. We
need to have more people who come in contact specifically with
HIV women. For instance, we have the TAP sites in New Jersey
—-— Treatment Assessment Program. You need to train that staff
'to do intake with women, to talk with women about their
concerns, to do risk assessments that women will respond to.
So, we need widespread staff training on the inpatient 1level,
on the whole medical level.

We need that kind of training in drug treatment
centers. One of the things that you always hear about is,
well, addicted women are not represented in drug treatment
centers. As far as I know, there is one drug treatment center
in this State that takes 1into account a woman who has
children. Now, you know, I'm not going to put my kids in
foster care to go into a treatment center, and I don't think
many other women are, either.

That's really one of the alternatives that women
have. So if we 1look at transmission through drug use and
linking that to HIV, we don't have a viable intervention. We
need those kinds of centers.

We need housing for women and their children, again,
infected women and/or infected children. No woman is going to
separate-— Very few women are going to separate themselves
from their children. One of the statistics that we see now is
that women die three times faster than men. Women live——
After a diagnosis of AIDS, women live on the average of 14
weeks. Men live an average of two years.

MS. FOX: Can you guess why that ig?

DR. PALLADINO: Yeah, I can give you several guesses.
One is-- It's pretty complex. One is that most women who are
infected are probably also part of a family structure where her
partner is already infected, or may have died. She probably
has children and probably at 1least one of her children 1is
infected. So, it means that she 1is going to take care of

14



herself last. What medical services there are -- and I just
described to you the medical services —-- she's not going to put
herself into. That's not wunusual in women's health care.
Women generally leave themselves last in terms of health care.

Look at the scenario: Let's say you 1live in New
Brunswick, Middlesex County. You've got an infected child and
you don't feel too good, okay? Where are you going to go with
your child? Well, you can probably go to Robert Wood Johnson,
or you can go up to Children's Hospital in Newark. But, then
you've got to go someplace else -- if you can get into Pat
Kloser's, which is up in Newark -- to treat yourself. Now,
even if you 1live in Newark, you've got to wait six hours in
Pat's clinic for services and then you've got to go to
Children's Hospital for your child. Now, who are you going to
go to first? Most women address their children. They have
also been taking care of sick members, again, partners.

The other thing . -— and I'll go back to the medical
pieces -—- is that what we see is that the physicians who are
looking at, and who are working with, HIV infection, 1look for
the signs of HIV infection in women, those of which have been
now enshrined in the Centers for Disease Control's definition
of AIDS. They don't look for the gynecological manifestations
of HIV in women. They don't look for, for instance, if a woman
has a sexually transmitted disease. One of the things that
happens if they are HIV infected, is that disease is going to
be much more potent, much more resistant to any drugs, probably
resistant to all of the medical interventions, and she is going
to keep coming back for three years getting her yeast infection
treated, and it's not going to occur to anybody that this might
be a case of HIV.

There's tremendous correlation between irregular PAP
smears and human papilloma virus. Human papilloma virus has
approximately 60 to 64 strains. Some are fairly benign; many
of them lead to neoplasia. It's seen now that many of the
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women who have HIV infection and have human papilloma virus
wind up with the more virulent strains. They move quicker to
cancer and they wind up with uterine cancer or ovarian cancer.
Pelvic inflammatory disease usually winds up needing surgery,
but physicians are not trained to examine women and look for
these signs. So what happens is, a woman can be going -- even
for health care, this is still answering your question -- going
for health care and nobody picks up the fact that these are
symptoms that should at least raise a red flag in terms of
talking to that woman about her HIV status.

It goes the other way, too. Even women who are known
to be HIV infected and have these other symptoms, they are
very, very, rarely connected as to having anything to do with
HIV. 1In other words, the course of the infection is not being
tracked by the other kinds of medical manifestations, until she
starts to get the more traditional manifestations, but at that
point she may have been sick for three or four years. You can
die.

Candidiasis is another thing. Once you get
candidiasis in the mouth and the throat, that mirrors the state
of your immune system. Once a person —-— any person —-— gets it
in the throat or the mouth, their immune system |is
significantly impaired. Candidiasis first manifests itself
vaginally in women. Now, that's a real important early
intervention trigger. It's ignored over, and over, and over,

again. Most of the time, physicians don't even -pick it up, and
if they do pick it up, they don't pick it up in terms of HIV
infection.

MS. FOX: Do you know if medical schools train for
that?

DR. PALLADINO: No.

MS. FOX: They don't?

DR. PALLADINO: No. We don't even have a protocol for
anything. I mean, no, we don't have-- And the medical schools
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are usually the last thing to happen, which means you don't
have the manifestation I just talked about, even mentioned. I
mean, our literature is the first mention of it in this country
and in this State. That's pretty crazy, when you think about
it.

MS. NEWMAN: So, basically, all they do is they treat
that particular disease -- that manifestation -- without
linking it with anything else?

DR. PALLADINO: Right, right.

MS. NEWMAN: Doesn't drug abuse also speed up the
process of the HIV disease?

DR. PALLADINO: There are different theories about
that. I mean, clearly drug abuse has already taken a toll on
your body and on your immune system, if you're an IV drug user,
so having HIV on top of that, obviously, is going to impact on
the body differently. I'm not aware, but I'm not an expert in
the drug abuse field. I know that someone is here from drug
abuse. I'm not aware of any direct research linkages between
—-— you know, a cause and effect relationship, but clearly, once
your immune system is impaired by any kind of abuse--

MS. NEWMAN: Because when they looked at addicts in
Newark, for example, they found that the addicts died faster.

DR. PALLADINO: Addicts die at about the same rate as
women, but again, I think it's such a complex situation,
because I don't think addicts have wonderful access to health
care in this country, and certainly not in this State. Most IV
drug users that I'm aware of-— Not only don't they have
access, they're hesitant to go for medical care because of
_their drug use. So, that plays another role in it as well. So
when do they get diagnosed? When they have an opportunistic .
infection——

MS. NEWMAN: So then the ideal situation on your
solution list is if we establish more drug treatment clinics
and that we also work closely -- that the two work closely --
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and not just be a drug treatment clinic or an AIDS treatment
clinic, but that they work closely together.

DR. PALLADINO: And that they're trained to deal
specifically with women and women's concerns and issues. You
know, in this State we have this 1legislation, which 1is so
boring already -— it's been introduced for the third year --
about testing newborns. You know, we thought we had put it to
rest last year, but now it's testing the o0ld newborns again,
and really testing women. You know, you see this other piece,
too. Not only aren't there those Kkinds of services, but
there's this undertone of, "Let's get the women." You Kknow,
"Let's get women and let's stop them from having babies. Let's
stop them from having sex. Let's criminalize what they're
doing so we can stop this infection." So, we've got a
two-level fight here.

MS. NEWMAN: You mentioned the criminalization. Do
you know of any cases where women are being. prosecuted for
passing on HIV?

DR. PALLADINO: At the moment, I do not. However, I
believe it's around the corner, because women are certainly
being put in jail for passing on -- for having crack babies,
and the whole drug scene. I think HIV is around the corner.

In this State, we have-- I don't have the new number
with me of the legislation which criminalizes HIV
transmission. It's an extension of the public law -- the
venereal disease law, and if you 1look <closely at that
legislation-—— I mean, it talks a lot about intercourse and
passing on through intercourse, but there's a little paragraph
in there that does not talk about intercourse. There is a

statement in there that says, the passing -- the transmission
of HIV infection -- the known transmission of HIV infection, is
a crime of the third degree. That one section takes out

reference to sexual transmission, and who does that apply to?
It can only apply to women who become pregnant and have HIV
infected children. I mean, that's the loophole.
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That piece of legislation has not been passed in this
State. It's been kicking around for three years, but it's
still there; it keeps getting reintroduced. 1I'm very concerned
that that kind of legislation will get passed and will dovetail
very nicely with what's being done to women with crack babies
and addicted children

MS. SAMPIERI: I hate to put another burden on your
request for information, but do we have copies of what you did
-— of your reports? )

DR. PALLADINO: The 1literature? No, I didn't bring
any today, but I will be happy to send a packet to all of you.

MS. SAMPIERI: We could even photocopy it if you can't
get copies. ,

DR. PALLADINO: No. I just got delivery of 6000.
Hoffmann-La Rouche said they would print, hopefully, up to
25,000 for us, so I have some of them -- 6000 in the office
now. I would be happy to make those available to you.

MS. SAMPIERI: Thank you.

MS. PERELMUTER: - May I ask you how the medical
community received your literature?

DR. PALLADINO: So far, well, the medical community-—-
Nurses have been responding wonderfully. The family planning
groups have been responding. The OB/GYN Nursing Association
has just asked one of the women who was on our work group to do
a poster session at their regional conference. We have gotten
an overwhelming response from them. I haven't heard a lot from
physicians -- private physicians.

Physicians who are working in clinics in the public
health sector, we've gotten a lot of positive response from.
We've gotten requests from other states as well. For instance,
the Ohio Department of Health has responded very positively.
But the physicians in private practice, we haven't heard
anything from. .

MS. FOX: Any other questions? (no response)

Thank you, and we look forward to your literature.
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DR. PALLADINO: Thanks.

MS. FOX: Could we take a five-minute break, and if
you're scheduled to testify, please check 1in over at the
table. Five minutes.

(RECESS)

AFTER RECESS:

MS. FOX: Why don't we get started? The next speaker
will be Nancy Fiorentino, the Director of the Community
Intervention and Referral Unit.

NANCY FIORENTTINO: Hi. Should I talk into this
or, is it good to just——

MS. PERELMUTER: This is just for the transcriber, so
you need to speak out. . .

MS. FIORENTINO: Okay. Hi, I gquess I feel first 1like
I want to say that I'm so glad to have the Commission on Sex
Discrimination in the Statutes existihg. I was among the
people who really believed it was important to retain and
support and keep looking at. |

I'm a middle manager. in the Department of Health,
Division of Alcoholism and Drug Abuse. In my section is the
Office on Women, and the Office on Women has had several
initiatives this year which have attracted considerable
attention. The primary one which I'm going to speak about is
the Pregnant Women's Treatment Project.

Also I prepared for you-— Let me just meniion briefly
the materials that I gave you. This topic has become so
popularized in recent months that there's Jjust a 1lot of
material. "Nightline" this week was on the subject of
pregnancy and addiction, so we had them fax us a transcript,
and there's a copy for you. There's some very interesting
material in there.

There are also two charts which tell drug effects on
newborns, which are of public health a informational nature.
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They're actually for posting in teaching. They're used in
treatment centers for teaching and posting. Then there's an
editorial and article from the most recent "Journal of the
American Medical Association," which 1is on the subject of
intervention, which I refer to in my testimony. I wanted to
give you the original article.

Then there's a brief narrative description of our
primary Pregnant Women's Treatment Project, and a list of the
10 providers who are presently providing treatment to pregnant
addicted women.

With that I'll just go into-- Basically the estimates
for how many drug exposed infants are born range from 300,000
to 375,000. In New Jersey there were 117,000 live births and
using the national estimate of 11%, that's 12,870 drug exposed
infants. Using the FAS rate of 1 per 500, there were 234 FAS
babies. The total number of drug and alcohol exposed babies in
New Jersey is at 1least 15,210. This 1is extrapolated from
national figures; it's not original New Jersey reported data.

Many more babies were born with fetal alcohol effects
which are not included in this estimate. There are large
variations in rates due to geography and demography. We have
been told that the rate in Atlantic City and Trenton is 35% to
50%, and still higher in Newark. In New Brunswick, the two
local hospitals are conducting an original current survey to
determine actual prevalence among all women admitted for
delivery. They're doing drug screens and we will know what
percent of all New Brunswick deliveries are drug -- have a
positive toxicology. This data is not routinely collected and
reported.

The societal response has been one of denial followed
by mystification. People want to know: "Why don't pregnant
women stop using alcohol or drugs?" This question misses the
most essential fact about addiction. By definition it is
characterized by loss of control and the inability to stop.
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Addiction is not willful misconduct. It is a physiological and
psychological urge 1like an instinct, a craving beyond human
understanding. Lab animals take cocaine until death.

Treatment programs operate in many ways like
traditional therapy, but in other ways they do a thing called a
"brainwash" about addiction. Even with intensive work in this
area, relapse is not uncommon and may serve as a part of the
recovery process. Nonetheless, treatment does work, and we
have scores of women whose lives were hopeless a year ago who
now have clean and sober babies and lives.

The next societal reaction after, "Why don't they
stop?" 1is, "If they can't stop, we should control them."
Nationally, 50 women have been prosecuted for distributing
drugs to a minor, their fetus. Between 18 and 25 states regard
a positiVe toxicology or drug screen at childbirth as pro forma
evidence of neglect. - Children are removed from their mother's
custody straight from the hospital.

In New Jersey, there has been at least one prosecutor
who did ask the Health Department to join him in prosecuting a
pregnant addicted woman, but when offered treatment, this woman
consented. Originally she declined, because she thought the
attitude was one of interest only in the baby, not her. When
she was approached later, she changed her mind.

When a hospital or physician reports a drug exposed
infant, a family investigation is undertaken by DYFS. The baby
is not automatically placed. This year there will be funds for
family interventions to teach the methodology of drug and
alcohol intervention to DYFS workers. Drug and alcohol
addicted families can be organized and empowered to move their
addicted loved one into treatment, possibly, instead of the
removal of children.

Pregnant addicted women cannot give their babies what
they do not have themselves. The JAMA article tells the story
of 935 mothers of 1low-birth-weight babies who were offered
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intervention services. Ninety-six percent agreed, and they
participated in these services for three years. These women
want and need care and treatment, not censure and punishment.
What if an arrest for driving while intoxicated were to
constitute reckless endangerment of minor children? What if
these drivers were subject to prosecution and loss of custody
of their children because they drove while intoxicated? This
is not likely to happen, in part because intoxicated drivers
are mostly male, middle class, and white.

Some background on alcohol and drug problems, the good
news: Consumption of alcoholic beverages is declining, and has
been steadily. Cirrhosis, leading indicator of late stage
chronic alcoholism, is declining, reflecting earlier treatment
at young ages. Drug use in high schools is on a downward trend
according - to the most recent national survey. Drug related
emergency room contacts in the last quarter of 1989 dropped 20%
after many quarters of steady increases. The dopamine receptor
- gene has been located which may help explain addiction and
would confirm the long held hypothesis that there is a genetic
base. Self-help networks are available ‘everywhere. They are
free and demonstrate success for over a million people in the
United States. There are 1500 meetings a week in New Jersey
alone.

Obstacles: Of the government's $10 billion effort in
the war on drugs, only 30% is earmarked for treatment.
Objective clinical drug and alcohol assessment and testing are
still not routine in health care settings, in correctional
facilities, in social service agencies, in employment or school
settings. Treatment for addiction is not available to all
those who request it, but particularly to underserved and high
risk groups, the poor, and anyone with any complications,
medical or psychiatric problems, hearing impairment,
disability, acting out behavior, homelessness, and so forth.
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Clients are seldom matched to treatment setting based
on characteristics which predict outcome. For example, a
person with an intact family, employment, and health has been
demonstrated as being capable of recovery in intensive
outpatient care, but these are just the ones who are sent to
residential treatment, ©because they have good insurance
coverage.

With all of the treatment available, we are only
serving one in 15 or 20 addicted persons.

Alcohol and drug addiction: How is it different for
women? The illness 1is telescoped. Women get sicker faster,
using less of the substance. Women suffer more medical and
social consequences from drinking and drugging, are more
depressed. Addicted women are stigmatized and the thought of
pregnant addicted women offends. Women are held to a higher
standard of conduct.

Men with addicted women desert them. Women with
addicted men and children stay, thereby developing the
co—-dependence  syndrome, an. illness in its own right
characterized by medical and emotional symptoms and impaired
functioning -- social and economic functioning.

Women are more likely to begin drinking in response to
death, divorce, or disability, their own or a loved one.

Alcohol and drug addiction services for women: Women
in treatment usually do have access to specialized women's
treatment groups. This is essential. It allows a forum for
dealing with incest and abuse, both of which are almost
universal in an addicted population.

There are eight halfway houses for alcohol and drug
addicted women in New Jersey. They are safe refuges to support
recovery, but each one turns away up to two dozen women daily
because the demand for services is so great. This morning, I
left a group that wants to open a halfway house in Hunterdon
County, and by the time we finished the meeting, we were all

24



sort of depressed because the obstacles to opening a halfway

house are so grave in New Jersey. There 1is a terrible
difficulty about getting capital construction money -- bricks
and mortar money -- and you can't apply for operational grant

money to the general grant makers until you've got that
building.

And the local zoning problems are horrible. We have a
halfway house for women and children in Monmouth County, which
has been unable to provide counseling on the premises because
of a zoning fight which continues in higher courts. We've had
houses in other localities that were funded and ready to go,
delayed for a year-and-a-half, and finally, never opened. We
really need some kind of a way to supersede local zoning in
order to site drug and alcohol facilities.

The 1local Councils on Alcoholism and Drug Abuse do
advocacy and education on women and addiction. In Hunterdon,
they were the genesis for this group that wants to open this
house. Each staffs a county task force. Some have gotten
alcohol removed from maternity wards in local hospitals. Some
have gotten local ordinances to require posting warning signs,
"A pregnant woman never drinks alone," and other " health
warnings.

In the eight perinatal care centers with the highest
risk for infant mortality, risk reduction specialists screen
pregnant women for drug and alcohol addiction. Five hundred
addicted women were identified and counseled last year, which
‘was the first year of the program. This is a national model
program featured in a monograph by the Federal Office of
Maternal and Child Health.

Ten residential treatment programs have developed a
pregnant women's treatment initiative. Last year 356 women
were treated; between 125 and 200 of them were pregnant. All
records did not contain notes. This problem has been corrected
for this year and the program has been expanded by one-third.
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A comprehensive one-stop multiservice center has been
established in New Brunswick, which offers support to pregnant
addicted women. There is child care, transportation, addiction
treatment, and parenting training all out of one site.

Several programs now offer simultaneous treatment to
children of addicted families and their mothers on an
outpatient basis.

Intervention with low-birth-weight mothers and babies
has been shown in randomized clinical trials to improve both
academic performance and behavior problems, raising IQs. between
6 to 13 points.

Proper nutrition and regular perinatal care have been
shown to produce healthier mothers and babies by raising low
bifth weight and early detection of potential problems.

"  The obstacles: The- Women, Infant and Children
Nutritional Supplementation Program has been cut at the Federal
level due to an 8% increase in food prices. This means less
cheese, less peanut butter, and less juice for pregnant women.

Perinatal care 1is also experiencing cutbacks. One
center in Monmouth County which serves 600 pregnant women a
year will this year be curtailing services due to cuts.

Low birth weight is of such seriousness, it persists
across dgenerations. Black mothers who are middle class
continue to have twice as many low-birth-weight babies as their
white countérparts. '

Specialized care for children damaged by cocaine
addicted mothers is estimated this year to have surpassed the -
$2.5 billion level.

Recommendations: We need a statewide Commission or
Office on Families, Health, and Addiction. Women and children
require specialized programs. They require improved
cooperation among all those agencies which serve them. New
Jersey's own data should be gathered, cases documented, and
advocacy offered. There should be a State plan which transfers
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new knowledge from the empirical research world into programs
in the community to strengthen families and prevent their
deterioration. This State plan should incorporate education,
health, and welfare objectives.

There are other public policy options deserving of
consideration by such an office. These include:

* Pregnancy testing as routine in every drug and alcohol
treatment program.

* Drug and alcohol assessment and testing as routine in
all perinatal care programs.

* Potentially, a ban or 1limitations on alcohol and
tobacco advertising, instead of a movement to fund
counter—advertising. '

* Drug and alcohol testing for all trauma cases in
hospital emergency rooms. '

* What about holding alcoholic beverage license holders
responsible for serving pregnant women, the way we do for
underage persons, instead of the current theme, which |is
blaming the victim?

* Posting warning signs in obstetric and gynecological
service settings. ‘

* A household survey of needs and public support, and
efforts to combat racism, sexism, and classism.

There are other public policies which would be of
immediate help and which would require much less debate:

* Establish a master plan: for siting facilities for
addicted women and children, theréby superseding 1local zoning
requirements. This is done in mental health and developmental
disabilities, and a consensus is building for the importance of
this movement.

* Require interagency linkages among service providers
as part of funding mechanisms. These would include: drug and
élcohol treatment, perinatal care, Medicaid for the unborn,
AFDC, DYFS, special education, WIC, and others.
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* Codify, for the purpose of promoting interagency
cooperation, the methodology for exchange of information which
should be used in order to still protect confidentiality and
privacy of patient records.

* Allow for a fast track administrative review and
approval for Certificate of Need, licensure, and rate setting
for any treatment facility which intends to serve pregnant
addictive women and their infants.

The Federal funding which presently has a 10% women's
setaside has been discussed for earmarking half of that for
pregnant women. I would be bolder. I would recommend that it
should be a 25% setaside; 10% earmarked for pregnant women.

One-third of the treatment population in the drug
clinics are women, and one-fourth in the alcohol clinics are
women, and in fact, it could be- up to 40% if outreach were
better and access were better.

There are special treatment needs of this population,
pregnant addicted women. It is a very deprived group. As
individuals, the women have been victimized. Every 15 seconds
a woman in America is beaten. Some of  these women display
sexual acting out and prostitution. Usually they are incest
survivors, and frequently they are in abusive relationships.
Provocative behaviors are defenses that disappear with good
treatment, however.

These women need support of the kind that has been
demonstrated in the last JAMA article that is enclosed in the
packet. They need 1ong—term; in-home support for recovery from
addiction. They need help in caring for their infants, often a
difficult and damaged infants. Providing services to these
women now could prevent the specter which The Trenton Times
described this month, of one-third to one-half of all Trenton
schoolchildren in the year 2000 being handicapped in their

academic performance with behavior problems due to drug
exposure during pregnancy.
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Finally, after completing reviewing all of my
materials and preparing all this, it dawned on me that I had
been operating off a pattern of value statements which I
decided to codify:

A pregnant addicted woman has a right to:

* be treated with dignity and respect;

* receive sufficient and healthful food;

* receive intervention and treatment for addiction;

* safety and security;

* freedom from physical harm;

* freedom from sexual abuse and sexual pressure;

* perinatal care and treatment;

* child care sufficient to participate in addiction
treatment and perinatal treatment;

* transportation sufficient to support treatment for
addiction and pregnancy;

* housing for herself and her family;

* education in the stages of development of her infant
and child; '

* education in the special needs of drug .and alcohol
affected infant and child; '

* social and emotional support to recovery;

* confidentiality and privacy in the handling of her
treatment needs;

* HIV counseling, testing, and treatment; and

* information about those benefits and services
available to her and her family. '

MS. FOX: Thank you. Any questions?

MS. FRANCIS: I would just like to say that was an
excellent summary with a lot of very pertinent information that .
I wish a lot of people could hear and read.

' MS. FIORENTINO: Thanks.

MS. FRANCIS: I ’always have a concern when we're

dealing with issues related to pregnant women that we deal
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carefully, so that we're not infringing on the autonomy of the
woman in the interest of the fetus. But when I say that, I
don't mean that we should not be concerned with the fetus; we
certainly should. But it's sort of a general question: How do
you recommend approaching this kind of an issue so that we
insure the woman's autonomy as a person and not have an
implication that you're dealing with two persons under the law,
if you will?

MS. FIORENTINO: Well, I think you could tell from the
tone of my testimony, I certainly am opposed to the kind of
policy which those states which are prosecuting women who are
addicted, are pursuing. I really believe in a policy of
treatment and in a policy of promoting health -- the health of
the mother first, and the health of the fetus secondly. I
don't think that the interests are mutually exclusive; nor do I
think that they are contradictory. I think that they are one
and the same, and I think ‘that approached properly, women will
go to treatment.

Now, evérybody says, "Don't you think you should have
the option of punishment if the woman won't or can't?" I still
want to see a woman who won't or can't being approached
properly and with treatment access and availability available,
and child care, and transportation, and all those obstacles
that she has in the way of her participating. So, we've had,

really—-— The stories from the pregnant women who have been
treated in our treatment programs have been: Jjust
‘heartbreaking: I mean, these women are—- They're doing

everything to turn their 1lives inside out to participate in
this program, 3just 1like these women who were given the
intervention program that is reported in JAMA. I mean, 96% of
the population to participate for three years is unbelievable,
in the research community. These are not women who want to
damage themselves or others. I really believe that.
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Now, I don't know how you put that out. I mean, you
know, I don't know how you avoid this movement that people have
toward wanting to punish. It goes at not understanding
addiction, and it goes at wanting to take control. It's what,
in the addictions field, we call society as co-dependent, when
the society puts itself forth as if it were to control
everything and everybody. I'm not sure.

I think if we improved services -- if we expanded
services and improved cooperation among them-- I mean, it's
been a nightmare to coordinate services on behalf of this
little program for the two or three staff and the 10 programs
that work on it. It is extremely difficult. We only recently
discovered that there's a program called "Medicaid for the
Unborn," which will pay for transportation for some of these
women. We could have used this the last year, but we certainly
will find a way to use it in the coming year.

So, I think, centralizing information about
entitlements and benefits that these women have access to—— I
mean, there's a 1lot of pregnant women not getting the food
which is available to them. ~

MS. FRANCIS: I gquess I look at it as a double-edged
sword, though. When you say, "Medicaid for the Unborn," that
has other implications, legally or constitutionally or
whatever, that we always have to be wary of the fallout for
other issues.. I guess the one thing I picked up on in your
recommendations was: Holding alcoholic Dbeverage 1license
holders responsible for serving pregnant women.

MS. FIORENTINO: Well, it's a 1little radical, but I'm
just trying to shift the blame off of the woman. Not that I--
I shouldn't even use the term "blame," but I'm trying to have
society participate. We have a societal acceptance of frequent
heavy problem drinking which 1is extraordinarily high; 1it's
abnormally high -- our acceptance of drinking.
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MS. FRANCIS: My caveat, though, about that kind of
approach, is that it makes the pregnant woman not only a unique
entity there, but it's only because she's pregnant that you're
saying this, and so you really are doing it in the interest of
the fetus she's carrying, not her as a woman. I'd just be very
cautious about recommendations like that, and I'm not sure I'd--

MS. FIORENTINO: Well, I use it in a way, the same way
I use the DWI one. I don't really want to see us implement the
DWI one, either. I really want us to just look at this whole
situation a 1little more objectively. The woman is not to.
blame, solely. We have a network operating to hold the system——

MS. FRANCIS: You just have to watch both edges of the
double-edged sword.

| MS. FIORENTINO: You're right; you're right.

MS. SEHAM: I wanted to ask you for your- card, because
I'm involved with a women's center that has an alcoholism and
.drug abuse counselor, funded by the State Department of Health
through the County Department of Health. 1I'm certainly going
to turn this information over to her. I might want to call you
and ask you some questions. ,

MS. FIORENTINO: Great, great. We are promoting
program development all over. Yes, good. What county are you
from?

'~ MS. SEHAM: Bergen.

. MS. FIORENTINO: Bergen? Oh, Bergen has had a very
aggressive women's committee, and you're probably the
leadership of it, or part of it. '

MS. SEHAM: No, not I myself. Our women's center is
multiservice. One advantage is that women can come in and
they're not stigmatized for even coming in the door because
they could be coming in for career counseling, or for any one
of a number of things. Nobody points to them and says, "Ah
hah, you're going in for alcoholism counseling."
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MS. FIORENTINO: That's the advantage of the St.
Peter's Little White House, too. It's a perinatal care center
that happens to have everything available there in one place.
Yes, that's true. That's a very important piece.

MS. FRANCIS: I just have one other quick question
about the funding: You said the Federal funds that have the
10% set-aside now. for women-- Is that the 30% of total drug
directed funds that you mentioned before?

MS. FIORENTINO: That's the other thing which I gave
you. Enclosed in your packet is a set of materials which is
our progress report on the women's set—-aside spending from last
year, the 10% which was earmarked for women. It's the report
on how that money was spent, and what services were provided.
It starts on the bottom of the page with an Oxford House piece
on top. Oxford House is the halfway house organization which
is trying to get set up in New Jersey. _

MS. FRANCIS: Is the implication though, then, that
90% is spent on males, or that—-

MS. FIORENTINO: Well, it's general treatment and
prevention, the 90% is. So, it's not-—

MS. FRANCIS: Okay, it's not specifically male. Okay.

MS. FIORENTINO: --specifically and only males, but it
is true that the earmark-- There would not be the women's
initiatives that there have been in the 1last year or two
without the women's earmark. .

It's urgent to retain that earmark. Every year people
try to eliminate it, and I think it must be retained and should
be expanded, really, to a larger proportion, because all the
states try to do as 1little as they can in that area. 1It's
really important to have it named and pulled out se?arately.

MS. FRANCIS: So, you'd recommend that for any kind of
initiative, probably, to make sure there's a specific--

MS. FIORENTINO: I don't think there's any other way
to enforce the implementing agency agreeing with the intent of
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the act. I received some calls this week and last week from
Senator Bradley's office. Apparently they are trying to decide
whether to reauthorize that 10%. Of course, there's a movement
to not reauthorize it, and there's another movement to earmark
some of the money -- the whole 10% -- for pregnant women's
treatment. You know, there's such a thing about pregnant
women's treatment, and of the 50 states last year, there were
only four that did pregnant women's treatment out of their
money. We were one of the four, so we faxed 25 pages of
material for them to see what we did, because they may make the
other states do 1like we did. However, they may equally
eliminate the set-aside. They may equally mention pregnant
women again, but not require a proportion of the money to go
for pregnant women. So you can see of the 50 states that only
four did pregnant women, when the.law said that 10% 1is set
aside for women, especially pregnant addicted women.

The law said that, but the states completely ignored
it, and only four states bothered to do-- So, you've got to
have those requirements. Otherwise, 1if the fiscal officers
aren't tracking -- making the money go that way for you --—
managers do whatever their system of operation is. They do
more of what they always did before, whatever that was, which
may be good stuff, but 1it's not stuff that will benefit
pregnant addicted women.

MS. FRANCIS: Good point.

MS. SEHAM: But you also have to notify the women's
organizations that that set-aside is there, because if they go
in and demand it, and they say, "We know it's there, and we
want some of it," it will make a difference. I think there has
not been very good information on that.

' MS. FIORENTINO: That's true. It's not widely known
or understood, and in the past it was not implemented as a
separate program. It really was-— All the existing treatment
programs were kind of -- said, "Well, make 10% of whatever you
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do be your women's effort for us, okay? Just tell us you're
doing 10% of something out of what you already do." It was an
awful way to do. It was how we did for several years, until it
became impossible to keep defending-- The dollars became too
big to keep saying we're going to be earmarking a percent of
all existing contracts for women's services, so now there's a
much-- Every time there is a new set-aside it goes for real
women's programs. The old though, still goes the o0ld way.
It's very hard not to do that.

MS. FOX: In the old programs, is that mostly male, or
is it-- What is the breakdown?

MS. FIORENTINO: Well, right now, one-third of the
people in the drug treatment programs are female, and
one-fourth of the people in treatment in the alcohol treatment
programs are female, so it does go mostly for males, for lot's
of reasons. I mean, there's lots of reasons.

MS. NEWMAN: Do the women who are in treatment
programs—— Are their children removed from them when they are
born, as well. I know that normally -- in many situations --

when a woman gives birth and she is addicted or is alcoholic,
she faces 1losing her child. Do they have-- Is going into a
treatment center a way of lessening that possibility? Is going
into treatment--

MS. FIORENTINO: Oh, yes, definitely, but each
situation is evaluated independently. That's what I said in
here, I 1like about us in New Jersey. We don't have an
automatic rule. We don't have--

Now, if we had an office on families and health and
addiction, the first thing they should deal with is this,
actually, because we should have reporting of drug exposed
infants who are born. Those families should be investigated,
and they should be offered a treatment alternative. Then there
may be the placement possibility at the end of the treatment
alternative process failing, but it should not be the first
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wave response. It is the placement alternative, which is what
it 1is 1in other states. It's not here, the first wave
response. Usually-— 1I'm sure there are places in the State
that are, you know, maybe still doing it that way, but we have
a process for not having it take place that way.

MS. FOX: And in New Jersey there really isn't any
kind of a movement at all which you've seen where criminal
prosecution of women for--—

MS. FIORENTINO: Besides this one, there is only one
that I know of, that bubbled up to the point that the
Commissioner was asked to take a position on it. There may
have been others that were resolved at a lower level. I would
expect there would have been others that were resolved at a
lower level because this is a problem that people are noticing.

MS. FOX: Anyone else? (no response) Okay, thank you.

MS. FIORENTINO: Thank you.

MS. FOX: Our next speaker will be Deborah Ellis, from
the New Jersey American Civil Liberties Union. She is their
Legal Director. '
DEBORAH A. ELLI S, ESQ.: Thank you. We were told
that we could testify about more than one subject, and I
confined my testimony that you received a copy of to one
subject. But, one of the virtues, or disadvantages of working
in the ACLU, is that we're supposed to be a little bit expert -
about almost everything, especially because I Jjust, prior to
this job, was at the Women's Rights Project at the national
office of the ACLU. I'm familiar with a lot of women's issues,
and I just want to speak briefly to the last speaker's
recommendation.

I thought her presentation was basically very good,
but I was very, very disturbed at her recommendation, and I
wanted, as a civil libertarian, to differ with it. We would,
as people who are concerned about women and children, ever
advocate that bar owners should be responsible for giving

36



drinks to pregnant women. I think the basic point about drug
addiction and pregnancy is that we want, as a society, to
encourage women to seek treatment. By punishing women, either
by the threat of criminal prosecution or possibly by holding
bar owners liable or by holding women liable for taking drinks,
we would discourage what we all want, which is for women to
seek prenatal care so that babies are not born addicted and
that women themselves are not addicted.

There was an excellent article in "The Nation"
magazine a few weeks ago —-— I don't have a copy with me but I
would be glad to send it to anyone -- and it was about this
whole conundrum, this whole problem, and the business, the
stations, and I think that the suggestion that we would hold
bar owners liable for giving women a drink, or lots of drinks
even, raises the specter to me of a pregnancy police. This
article talks about that, about how people go up to women who
are pregnant who are smoking, and say, "You shouldn't be doing
that."

I think the basic point is that, women, given the
resources that our society should provide for them -- which I
think the last speaker detailed very well -- have a right to
autonomy, and will make the best decisions for themselves and
for their children.

I think her testimony was wonderful in most respects,
but I thought that was a very disturbing suggestion and I just
wanted to differ with it.

When I was at the ACLU Women's Rights Project in New
York, one of the areas that I concentrated on was gender
discrimination in insurance. Since coming to New Jersey I have
continued that work, writing an amicus brief for the ACLU and
other groups that challenges Blue Cross and Blue Shield's use
of gender-based rates in its individual policies.

In my testimony today, I'm going to urge a simple
amendment to the New Jersey statutes, since the directive that
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I received said that we were supposed to think about ways to
amend the statutes, since this 1is the Commission on Sex
Discrimination in the Statutes.

I recommend that the unfair discrimination provision
of the insurance law, which is New Jersey Statute Annotated,
17B:30-12, be amended to prohibit health insurance rates based
on gender, as well as the prohibitions it now contains, which
are discrimination based on race, creed, color, national
origin, or ancestry.

My recommendation stems from the not only obvious fact
that-gender is missing from that list -- most of us think it
should be included -- but that it is still not only possible,
but common, for insurance companies to charge health insurance
rates based on gender. Because women are denerally charged
higher rates than men for health insurance, this discrimination
does severe economic harm to women. For women who are not
provided health insurance by their employer -- an increasingly
large segment of the population -- the resultant high premiums
can put health insurance out of their reach. ,

Let me explain some background: Title VII of the
Civil Rights Act of 1964, which prohibits all Kkinds of
employment discrimination, also prohibits differential rates or
benefits for insurance offered through employment, including
pension and annuity plans. Thus, for those women and their
children who are fortunate enough to have health insurance
coverage thro'ugh their employer, there really is no problem.
However, in all other cases, insurance companies continue to
charge women more for health insurance. The only exception is
Blue Cross/Blue Shield, a company that is highly regulated in
New Jersey and has been recently prohibited from basing rates
on gender. It was actually-— Its demographic rating scheme
was held to be unconstitutional, not because of the gender
basis, but because it did not comport with the enabling
statute, and then it submitted other rates to the Insurance
Commissioner that were not demographically based.
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I also want to depart from my written testimony here
to mention that I think this problem is particularly acute
because more and more women-- In fact, there was an article I
read on the train coming down, in The Star-Ledger, about how
more and more people do not have health insurance through their
employers because it's so expensive.

In sum, the private insurance market is one of the .
only areas in American life where overt discrimination on the
basis of gender is still tolerated. That this discriminatory
practice is widespread does not, however, justify its
perpetuation in the face of New Jersey's constitutional mandate
of equality contained in Article I, paragraph 1, of the
Constitution.

As I'll talk about 1in more detail below, other
invidious classifications, such as religion and race, -‘once
widely used by insurance companies, are no longer used in
recognition that such discrimination 1is unconstitutional and
inherently unfair. For reasons both of civil rights and
economic equity, the ACLU believes that gender can no more be a
basis for insurance pricing than <can other prohibited
classifications.

When they are charged more for health insurance, women
and children in the ever-growing number of female-headed
households suffer adverse health consequences. Concentrated in
low-wage, part-time, and small business jobs, women are less
likely than men to receive insurance benefits as employees, and
are left with purchasing health insurance on the individual
insurancé market. The higher health insurance rates women face
lead them to purchase 1less comprehensive coverage or no
insurance at " all. This absence of affordable insurance
coverage in turn reduces access to health care to the detriment
of woﬁen and their children. These effects are particularly
severe for women and children of color. For example,
African-American women in employed families are far less likely
than their white counterparts to be insured.
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Although it 1is true that insurance companies group
people for risk classification, it 1is also true that any
individual can be grouped according to several characteristics
for health insurance: religion, race, gender, ethnicity, age,
residence, smoking, alcohol use, weight, hazardous work and
hobbies, medical history, and diet and exercise, and that many,
if not all of these groupings might be useful tools to predict
accurately the risk of anticipated loss. However, when
insurers classify by the prohibited classifications of race,
religion, ethnicity, or gender, they run afoul of New Jersey's
constitutional commitment to treat people as individuals, not
as members of racial, religious, sexual, or ethnic groups.

The same justification that is now offered to explain
gender <classifications -— actuarial relationship of the
classification to the risk of loss -— was once a rationale
accepted for charging differential rates based on other
prohibited characteristics, such as race and religion, even
though risk classifications based on religion or race are now
rejected as unconstitutional and contrary to public policy.

Moreover, the statistical arguments that are now
advanced to justify gender-based rates are identical to those
advanced in the past to validate rates based on religion or
race, and are equally unconstitutional.

Although statistical differences between racial and
religious groups still exist, especially in the area of health
and 1life insurance, today insurance companies properly do not
use race or religion as a classification characteristic. Thus,
stfipped of the aura of mystery surrounding statistics and
actuarial tables, the industry's use of gender as a proxy for
other characteristics is most aptly described as an
administratively convenient generalization. '

' George Santayana said, "“Those who do not learn from
the past are condemned to repeat it." 1In that context, I think
it is 1important to note that historically, the rating and

40



classification practiCes of the insurance industry have been in
tension with the ideals of equality for which America strives.

In the 1870s the first insurance offered to freed
African-American citizens was offered at the same rates as to
white customers. By 1881, however, enterprising insurance
companies found that mortality differences made it
administratively convenient to <charge higher rates for
African-American customers. Some companies started to apply
higher premium schedules for African-Americans than for white
customers, charging African-American customers one-third more,
or providing one-third less insurance for the same premium than
for whites. Other companies stopped writing insurance on
African-Americans entirely, or denied commissions to agents who
sold policies to African-American customers.

Massachusetts was the first state to outlaw these
practices. In 1884, led by an African-American legislator, it
passed a law forbidding the charging of higher premiums to
African-American citizens than to white «citizens. Despite
protests by insurance companies -- some companies entirely
refused to do business with African-American customers, leading
to the rise of insurance companies owned by African-Americans
—— a few other states, including New Jersey in 1902, soon
followed Massachusetts' 1lead, although'most states continued to
allow companies to charge higher rates to African-Americans.

I'd like to point out, too, that the statute that I'm
recommending that we amend to include gender, is derived from
that original 1902 statute. ‘

As late as 1961, insurance texts justified race-based
rates as rational discrimination contending that, "There is no
more social discrimination involved in setting a different rate
for a race which shows a higher average mortality than there is
in setting a different rate for any other statistical reason."

Insurance companies have also used religious
characterizations to set rates. As recently as 1954, Harry
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Dingman, the Vice President of Continental Assurance Company,
combined statistical knowledge with stereotypical assumptions
to advise insurers:

"Jew tenacity of 1life is notorious-- Despite urban
crowding, tuberculosis and other infections, disease has taken
less toll of Jews than non-Jews. Now that urban 1living has
proved superior to rural in longevity, the Jew is a better 1life
risk than heretofore. He drinks less than the non-Jew. He has

syphilis 1less often. He eats too much, with higher than
average incidence of ©obesity and diabetes—- For 1life
insurance, Jews are excellent risks—- For disability

insurance, Jews are expensive."

When charged with discriminating on the basis of race
and religion, insurance companies, as they do today to defend
rates based on gender, argued that it would bankrupt the
industry to prohibit such classifications. For example, in
©1900, after the first antidiscrimination laws were passed, a
statistician for the Prudential Insurance Company fulminated
that race discrimination laws were motivated by "sentimental
considerations” and "in defiance of the laws of mortality and
ordinary business conduct."”

Although; like gender-based rates, the industry
defended the race-based rates as necessary for its financial
well-being, in fact, no economic dislocations occurred in
insurance markets following the introduction of
nondiscriminatory rating ptactices.

The use of rates based on race and religion declined
in the 1960s. In the wake of the civil rights movement,
insurance companies realized that if they did not wvoluntarily
desist from such practices, Congress inevitably would enact
legislation prohibiting them from charging differential rates.
Because the transition was voluntary, it was not monitored by
any Federal agency or State commissioners. In fact, although
it was widely believed that insurance companies had completely
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stopped using race and religion in insurance rate making, a
recent survey by the National Association of Insurance
Commissioners in 1988 revealed that some companies continued to
charge higher rates to African-Americans on whole life policies
sold some years ago.

NAIC immediately condemned the practice as,
“inherently unfair and unacceptable as a matter of public
policy." I have to say that at that time, when NAIC issued
that resolution, I wrote them a letter and sent them a copy of

the resolution inserting "sex" everyplace where "race" was and
suggesting they adopt a similar resolution, but I never
received a response.

As with the  history of race discrimination in
insurance, today 1legislatures, insurance commissioners, and
courts are gradually recognizing that gender-based insurance
rates are also invidious in.a nation committed to equality.

In 1985, Montana became the first state to bar gender
in all forms of insurance. In 1987, Massachusetts became the
first state to ban, administratively, gender discrimination in

all forms of insurance. Following the decision in Bartholomew

v. Foster, a case which I litigated, the Pennsylvania Insurance
Commissioner proposed regulations banning gender discrimination
in all forms of state—approved insurance. It's my
understanding that those regulations have been vehemently
opposed by the insurance industry, and have not yet been
finally adopted.

The New Jeréey Legislature expressed its disapproval
of religious and racial classifications 1long ago, as I
mentioned before, and the inherent unfairness of gender-based
rates led a previous New Jersey Insurance Commissioner, in
1981, to recommend that they not be used for auto insurance.

In March, Judge Sylvia Pressler, of the Appellate
Division, 1invalidated the demographic rating system used by
Blue Cross. In that case, although she did not reach the issue
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presented by the ACLU-NJ and other groups that gender-based
rates violate the Constitution, she suggested that the
Legislature might opt to delete gender rating in the future,
either —— and here I quote from her opinion -- "as a matter of
constitutional proscription or public policy."

When New Jersey adopted a new Constitution in 1947,
the only change was that the word "persons" was substituted for
"men," as Roberta Francis well knows. The legislative history
demonstrates that this change was intended to guarantee full
equality for women. For example, Governor Alfred Driscoll made
specific references to the equality issue in " his closing
remarks to the Constitutional Convention:

"I, for one, do not presume to review the choices you
have made in free and open convention. Who is to say that the
law —— which (was) fixed by —— the Bill of Rights since 1844 is
any more fundamental in character then the (new) 1law of.
taxation, or of labor relations, or than of equal rights for
women?"

In the seminal case of Peper v. Princeton University
Board of Trustees, the New Jersey Supreme Court affirmed that

that change from "men" to "persons" in the 1947 Constitution
granted women "rights of employment and property protection
equal to those enjoyed by men." ‘ ‘

Integrating New Jersey's strong commitment to gender
equality with insurance case law and policy from other
jurisdictions compels the conclusion that charging women more
for health insurance cannot be reconciled with Article I,
Paragraph 1 of the New Jersey Constitution, especially because,
"New Jersey accords a high priority to the preservation of
health," and there I quote from the Right to Choose v. Byrne
case.

Although it may be administratively convenient for
insurance companies to use gender-based classifications as a
proxy for individual characteristics, administrative
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convenience never Jjustifies discrimination. Arguments from
administrative convenience are nothing new and are not confined
to insurance. Employers also once engaged in the same sort of
invidious but convenient discrimination in selecting their work
force; for example, hiring only men for jobs which required
physical strength, despite the fact that many individual women
could perform the work equally well.

In Peper, the Supreme Court of New Jersey held that
"sex based presumptions," could not be used to deny women
employment rights. Neither can such sex-based presumptions be
used to "jeopardize the health of poor women."

It is time to demand equality in the insurance market
so that gender stereotyping can be eliminated from insurance,
together with the attendant economic harm to individual women
and their children that it causes.

I urge the Commission to rectify the omission of
gender in the New Jersey prohibition on insurance
discrimination by adding "“gender" to the 1list of prohibited
discriminations in the statute.

Thank you for the opportunity to testify here today.

MS. SEHAM: Thank you very much for your testimony.
It's very gratifying. I've been looking for a word other than
"seminal" to use for an important case.

MS. ELLIS: That's a good idea. I'm sorry.

MS. SEHAM: If you come up with one, please tell me.

MS. ELLIS: Noteworthy? _

MS. SEHAM: Ovarian doesn't quite do it.

MS. ELLIS: Good point.

MS. FRANCIS: Deb knows I could not resist commenting,
because I was in contact with her when the ACLU filed the suit
-— what, three or four months ago? -- with Blue Cross/Blue
Shield, because my background has been an interest in affirming
that New Jersey's Constitution actually does have an equal
rights guarantee. We have it half affirmed, sort of, through
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Peper v. Princeton, and the legislative history of adopting the

Constitution in '47, but my sense would be that an issue like
this, if it did get through the court process, would perhaps
affirm, across—-the-board, that we have that.

In the context of not then having to pass an equal
rights amendment to the State Constitution because the
Constitution itself affirms it, which leads to my question--
Do you-— I mean, we can't prove this 100%, but wouldn't you
say that if, in fact, that equal rights guarantee does exist in
our Constitution, that the 1law as it stands now is
unconstitutional, because it does not say gender, and that we
really would have extremely good leverage to convince the
Legislature that they better put gender in, because the law is
really unconstitutional without it? Could you just comment on
that? '

MS. ELLIS: I think you would. I have -litigated—— I
did the case of Bartolomew v. Foster in Pennsylvania, and
basically in all the states that have either attempted to
change through litigation or through introducing amendments to
the statutes or regulations, there have been equal rights

amendments. Unfortunately, the way the Federal Constitution
has been interpreted, most people think it may not give enough
protection to ban insurance discrimination, which has ‘a
statistical wvalidity. But the higher 1level scrutiny under an
equal rights amendment would, and I would agree with you,
having done a lot of detailed analysis of the New Jersey cases,
both before and after Peper, that I think we do have an equal
rights amendment, and I think the provision is unconstitutional.

The reason that I think the equal rights amendment has
not been more developed in New Jersey is really, from a
lawyer's point of view, just that there's not been a need for
it because we have good employment discrimination laws where
most discrimination certainly does really occur. Boy, the ACLU
certainly gets-—-— The majority of our calls are about
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employment discrimination. There are both Federal and State
laws about that, and New Jersey has a good 1law against
discrimination which applies to public accommodations and other
things, so that, I just think it hasn't really come up, and
that this is one of the only instances where we actually may
need to use that argument.

The court, as I said, in the Blue Cross/Blue Shield
case, did not reach the constitutional argument about gender.
However, Judge Pressler -- who I have to say is a wonderful
judge for women-- It was really-— There was a wonderful
interchange between her and the 1lawyer for Blue Cross/Blue
Shield at the oral argument, where she said to him, "Well,
wouldn't it be true, though, that you would just find it
unthinkable to set rates based on race?" He said, "But, Your
Honor, we have a statute in New Jersey that prohibits race
discrimination." She said, "I don't care if you don't have a
statute. Still, it would be just unthinkable, wouldn't it?"
And he said, "Well, Your Honor, gender has never received the
same constitutional protection as race." And she said, "Maybe
not until now it hasn't." A '

I thought that was a good sign, and it certainly gave
us a coupie of good little suggestions in the opinion that they
agreed with our argument/ even though they didn't reach it.

MS. FRANCIS: Well, this is a kind of corollary

question, but, are there states in which-- I know some years
ago New Jersey's Insurance Commissioner -- outgoing, I guess,
Sheeran -- had put forth an whatever you would call it, an

edict, that auto insurance rates be gender neutral. That never
got through before he was out, and it never was pursued. Could
you picture ©pursuing this point through an 1insurance
commissioner's dictum -- whatever you would call it -- as
opposed to doing it-- Or is it more important to do it
legislatively, to have it on the books that way?
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MS. ELLIS: It think it really-— There are various
considerations. I think it would be better to have it on the
books, I guess, because I think that, as you said, the statute
itself 1is, on its face, discriminatory, because it doesn't
include sex. I mean, that's the basic 1list of prohibited
classifications, and really, I think, gender should be in there.

I think that would be better from a public policy
point of view, and then I guess it depends on tactical
considerations. But I also think that when an insurance
commissioner does something on his own, he is more subject to
attack as that action being beyond his authority, than if it's
done by the Legislature.

Both in Massachusetts, where they enacted a
regulation, and in Pennsylvania, where the insurance
commissioner, a woman, decided to Jjust 1issue an edict,
basically, they were subject to fierce challenge. In .
Massachusetts, ultimately, it was upheld, but I think it was
more because the insurance companies didn't attack it as
vociferously because they were worried about an AIDS regulation
that had been passed at the same time and they concentrated
their resources on that. I guess I think it would be better to
do if through a statute. ‘

I also want to mention that Governor Florio's plan for
auto insurance that was recently enacted does ban gender
discrimination in auto insurance, so that particular piece--
Of course, auto insurance is the one that benefits women in any
case, but that's what's taken care of. |

Although, I should say, we do believe that overall if
auto insurance was priced, probably, the way it should be
priced, which is based on mileage, women would benefit over the
course of their entire lives, because really, the reason young
women get a break is because they drive less miles than men.
But women drive 1less miles, of course, across their entire
lives than men do.
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MS. NEWMAN: Unless they're commuters.

MS. ELLIS: A lot of men are commuters, too, though.
But on the average, all this 1is generalization, so-—- of
course, Allstate has attacked Governor Florio's'plan for many
reasons. They filed a lawsuit attacking it on many grounds.
One of them is that ground, and I don't know the current status
of that lawsuit.

MS. FOX: Anybody else? (no response) Thank you.

MS. ELLIS: Thank you very much. I appreciate your
attention. :

MS. FOX: Our next speaker 1is Linda Bowker, who is
President of New Jersey National Organization for Women.

Nice to see you.

LINDA BOWKER: Nice to see all of you.

MS. FOX: You look chipper.

MS. BOWKER: Well, well rested. I want to make a
disclaimer before my testimony. I do not know how to pronounce
medical terms, have never claimed to be able to pronounce them,
'so as I fall all over them, you'll understand. '

My name is Linda Bowker. I am the President of the
New Jersey Chapter of the National Organization for Women. I
am also testifying on behalf of The Fund for the Feminist
Majority. '

One of our highest priorities involving women's health
is the availability of the French drug, RU486, which has a
medical name that I don't know how to pronounce.

RU486 is manufactured by the  French firm
Roussel-Uclaf. The drug works as an anti-progestin. The
hormone progesterone is essential for sustaining a pregnancy.
By binding to receptors that normally accept progesterone,
RU486 blocks the pregnancy-sustaining effects of that hormone.

RU486 is administered under medical supervision. A
woman first takes a 600 mg dose of the drug in the form of
three pills. Two days later she takes a prostaglandin, a drug
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that facilitates uterine expulsion by inducing contractions. A
final checkup occurs one week later to ensure complete
termination of the pregnancy. ‘

A March 1990 "New England Journal of Medicine" article
concludes that RU486 is "an effective and safe method for early
termination of pregnancy." Combined with prostaglandins, RU486
has a 96% success rate during the first 49 days of pregnancy.
Unlike wvacuum aspiration  abortions, the procedure is
noninvasive, eliminating the risk of infection, and does not
require anesthesia. ‘

Dr. Etienne Baulieu, a French scientist, developed the
RU486 drug in 1982. This work has won him the 1989 Lasker
Award, one of the most prestigious medical research prizes.

Over 40,000 Frenchwomen have taken RU486. In fact,
RU486 accounts for at least one out of every four abortions in
France today.

As an anti-progestin or as an anti-glucocorticoid,
RU486 has been, or is being tested to treat the following:

Breast cancer: which strikes one out of every ten
women. In clinical trials, RU486 has effectively slowed growth
of certain types of tumors. »

Meningioma: a benign but possibly fatal brain tumor.
RU486 might be able to control or reduce the growth of these

tumors.

Endometriosis: the abnormal growth of endometrial
tissue. This extremely painful disease is one of the 1leading
causes of infertility in women. Recent studies have been
promising.

Cushing's syndrome: an adrenal cancer causing a
dangerous overproduction of cortisol. Clinical tests have

shown that - RU486 can block the effects of the excessive
cortisol.

Caesarian sections: RU486 may be effective in
inducing labor in difficult pregnancies.
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Burns and skin abrasions: applied topically, RU486 may
expedite the healing process.

Today, we propose that New Jersey use its independent
power to test and license drugs to begin clinical testing of
RU486.

California took this step, very successfully, with
AIDS drugs. Three years ago the FDA was frustrating the
development of AIDS drugs. Legislation in California set up an
independent, streamlined state program for testing and
licensing AIDS drugs. As a result, seven experimental AIDS
drugs are now being tested in California.

Virtually all new drugs approved for use in this
country go through the FDA approval process. But that is not
the only way. New Jersey can,'and must follow California in
exercising the independent 1legal right to test and 1license
drugs for use within the State. The threat of competition may
very well help convince the FDA to do its job.

This action 1is particularly fitting for New Jersey
since Hoechst-Roussel, located in New Jersey, is an affiliate
of Roussel-Uclaf, the French firm which developed RU486.

Abortion is a personal decision for each woman. RU486
is the moral property of women. No woman should have to run a
gauntlet of obnoxious, harassing pickets in order to exercise
her right to have an abortion or other medical treatment.
RU486 can help remove abortion from the streets and the evening
news and put the 1issue of abortion into. the realm of a
personal, private decision, where it belongs.

Thank you.
MS. FOX: Questions?
MS. FRANCIS: Let me clarify the recommendation,

Linda, which is that: New Jersey, for the first time, declare
that it is going to test and license drugs as a State, rather
than simply permitting the sale of drugs that have been
licensed by the Federal FDA?

MS. BOWKER: That's right.
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MS. FRANCIS: And there's been no other recommendation
before to do this with any other, 1like, AIDS drugs, in New
Jersey, or anything?

MS. BOWKER: Not in New Jersey. The only -- and I
have the legislation-- I didn't bring it, but, it would
probably be helpful if-- I will forward the California

legislation to you.

It could-- This is a first use, of course, and I
believe a very important use, but the FDA is becoming more and
more a political tool, and if more states did what California
has done, it would help move the FDA, I believe, away from
being used as a political tool.

MS. SAMPIERI: We heard earlier testimony about the
minimal testing of AIDS drugs on women to see what the effect
had been. Can you see that making a proposal like this might
also open up testing of AIDS drugs on women?

MS. BOWKER: Absolutely, absolutely. AIDS drugs in
general, and I would like to see it specifically for women.

And it's not only AIDS. Women are ignored in medical
testing across—-the-board, and if this country continues to
ignore women, New Jersey could be a leader in medical research
that does deal with women.

MS. FRANCIS: To come at it from the other direction:
" Is there any other history of another drug, the way there is
with RU486, that has put- limits on the development of it for
nonmedical reasons? Did I ask that right?

MS. BOWKER: I know what you mean.

MS. FRANCIS: Is RU486 the only drug we know of that
has had political decisions stopping the development of it?

MS. BOWKER: The AIDS drugs-— I mean, I believe that
was political.

MS. FRANCIS: Okay, yeah. I shouldn't have even asked
it like that, because of course, the AIDS drugs-—- But, I mean,
other ones that are specifically connected with the abortion
issue, let's say.
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MS. BOWKER: I'm not aware of any others, but there
may be.

MS. NEWMAN: I take it these medical tests for breast
cancer and endometriosis and etc., they're all being done in
Europe?

MS. BOWKER: Yes.

MS. FOX: How long has this drug been available in
France for normal use? ,

MS. BOWKER: Forever, I gather. I mean, it's very
commonplace, one 1in four. There was a program on TV that
actually showed —-- I think it was "“The Reporters" -- where a
woman went with a woman who went through the whole process, and
it makes it so much more civil. It really puts the entire
process in focus, that it is a medical procedure. You know,
you're going to a doctor's office; you're getting a medication;
and then you're going home; the same as you would in many, many
medical procédures. It takes it out of the. emotional arena,
where it doesn't belong.

MS. NEWMAN: So the types of complications that arise
in other methods, you don't have with this? '

| MS. BOWKER: Actually there really aren't that-—-
Medical problems as a result of abortion are not the reason
that there is objection to abortion. It's so safe.

MS. NEWMAN: But I'm just looking at the safety factor
as another great selling point for RU486. :

MS. BOWKER: Because you don't have to-— It's not
invasive. You don't have the same worry of infection that you
would with vacuum aspiration, or D&C, or any other methods.

MS. FRANCIS: I think I want to refine the question I
asked about political decisions, because I guess my- point
basically was: This 1is a drug that has uses for treatments
other than for abortion, and yet it's being stopped because of
the one case in which it can be used that has political
ramifications. Do you know of any other drugs that might be
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abortifacient if used, but also are used for other diseases?
You know, drugs that are primarily used for treatment of other
things—-

MS. BOWKER: Yeah, I know what you mean.

MS. FRANCIS: --but that would cause abortion if given
to a pregnant woman —— that are now being used?
MS. BOWKER: I could see a scenario, where if our

opponents were following this same strategy, we might not, at
this point, have the low estrogen birth control pill, because
that— The birth control pill was actually developed to
control women's menstruation, so they would have regular
periods. So I can see, if people had been as fanatical at that
point in history, we may not even have the birth control pill.
As a matter of fact, we have far fewer methods of birth control
in the United States than they have in Europe.

Our health is being seriously impaired by fanaticism,
because an abortion is far safer than actually carrying a
pregnancy to term. For many women -- maybe not many; many may
be an exaggeration -- but for some women, carrying a pregnancy
to term equates to death. And to deny women a safe, easy,
method to terminate that pregnancy, I believe, is criminal.

MS. FOX: Actually, Linda, if you knew of some other
drug that would act as abortively, you wouldn't tell us here in
public, would you? ‘

MS. FRANCIS: I realized after I asked that
question-—- If it existed, it would be in the headlines along
with RU486.

MS. FOX: We keep these things secret.

Any other questions?

MS. SEHAM: I have something I still need that I
forgot to ask Deborah.

MS. ELLIS: I'm still here.

MS. SEHAM: I know you are. Would you send us a copy
of "The Nation" magazine article? '
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MS. ELLIS: Sure.

MS. SEHAM: Thank you. Just send us one copy, and
we'll copy the copy.

MS. BOWKER: I wanted to make one comment on Deborah
Ellis' testimony, where she said that women drive fewer miles:
Except if you live in South Jersey, and then you drive many,
many, many more miles, and the people here from South Jersey
can understand that.

MS. NEWMAN: Not to mention those of us from North
Jersey.

MS. FOX: Thanks Linda.

MS. BOWKER: Thank you very much.

MS. FOX: We'll have a break until 3:00.

(RECESS)

AFTER RECESS:

MS. FOX: The next speaker is Kay Pinneo, from the
Family Planning Association. |
K ATHA ARTINE S. P I NNE O: Thank you. Good
afternocon, friends. I'd like to ask a colleague of mine to
join me, if I may? |

MS. FOX: Could you introduce him, though, Kay?

MS. PINNEO: Oh, absolutely. Do you need anything
special on the record of who I am and-- v

I'm Katharine Pinneo, the Executive Director of the
Family Planning Association of New Jersey, and I'd like to
introduce my colleague, Robert Quinn-O'Connor, who 1is the
Director of the AIDS Services Expansion Program, which is a
program of the Association which has been helping our agencies
-—- or the member agencies of the Association -- to enter into ‘a
testing and counseling process for women at risk of HIV.

Let me read from the prepared text, if I may:
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I'm here this afternoon to present testimony on behalf
of the Family Planning Association of New Jersey, a
reproductive health organization.

The Association is a private, nonprofit, professional
organization whose members are the 20 publicly subsidized .
programs in New Jersey providing family planning and prenatal
care to low-income, at-risk women and teens. The seven Planned
Parenthood agencies in the State are all members of the
Association. In addition, we have a group of member agencies
providing abortion services.

The goals of the Association are: To enable our
member agencies to provide preventive reproductive health care
-- blood pressure screening, early prenatal visits, breast
exams, Pap tests, contraceptives, and reproductive. health
education -- and to ensure that these services are readily
available to all low- and marginal-income women and men.

In addition, to ensure that all New Jerseyans continue
to have the right to choose; continue to have access to safe
and legal  abortions; continue to have the right to
contraception; and to . continue to have the right and the
responsibility to education about family 1life matters,
including sex education.

And finally, to enable our members to deliver these
services at reasonable cost.

Our areas of concern which we want to share with you
are, first of all:

The need to protect New Jersey teenaged women from
harmful parental notification. We're particularly sensitive
about this today after the Supreme Court handed down its
alarming and insensitive decision yesterday.

The need to protect New Jersey women's constitutional
right to access to a facility to terminate a pregnancy.

The need to guarantee universal access for all New
Jersey women to quality, community-based, cost-effective family
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planning and reproductive health and education services,
regardless of their location, race, age, income, marital status
—— and of concern are:

* those women under— or unserved;

* those women in prison;

* those women with communicable diseases and women with
the Human Immunodeficiency Virus; and

* women developmentally impaired.

Finally, the need to stop discrimination against HIV
positive women, and women with AIDS.

Let me expand on these areas of concern: First of
all, the need to protect New Jersey teenaged women from harmful
parental notification required prior to pregnancy termination.
Again, as I indicated 1in my table of contents, we're
particularly sensitive to this one today.

Fortunately, New Jersey law does not discriminate
between pregnant minors seeking abortion and those wishing to
carry the pregnancy to term in our law giving pregnant minors
the right to consent to their own medical treatment. We urge
New Jersey legislators not to rush to change this 1law. The
record in other states with such 1laws -- in other words,
harmful requirements -- shows the real results are higher teen
birth rates and more teens going out-of-state for abortions,
not reduced teen sexual activity.

In addition, more high risk, late abortions to teens,
not better protection for their health, and finally, despite
desperate teens facing an intimidating, overburdened court
system, not more teen-parent communication.

Let me, again, digress from my written testimony. It
is estimated that under the Ohio decision -- the decision
relating to the Ohio case that came before the Supreme Court --
that there is the possibility of at least a 22-day waiting
period, in order to get a judge to come to a determination.
This is irresponsible of us as a society to allow this to
happen, and in New Jersey we don't have to. We are fortunate.
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Then, let me go on to item number two: New Jersey
women are being discriminated against because their access to
abortion facilities is blocked by antiabortion extremists.

Last week, Dr. Kathleen Ruben and Lucile Pfleeger
graphically testified before you describing the extremes to
which antiabortion groups are going to prevent women in this
State from exercising their constitutional right to choose an
abortion. This problem in New Jersey is exacerbated by our
wonderful patchwork of small municipalities -- they are
wonderful in many ways, but also on the flip side, this has
some problems -- few of which have the capacity to deal with
clinic blockades on the scale we've seen them in New Jersey. A
strong State role in law enforcement is needed.

‘ A bill has been introduced in the Assembly by a member
of this Commission, Assemblyman Neil Cohen. It is similar to
that passed in Maryland last year making blocking access or
leaving a health facility a state crime. Although we have not
seen the wording of this particular bill, we believe that such
a law would be of great help in New Jersey. Our trespassing-:
laws do not seem to be adequate to deal with the situation.

We cannot continue to expose women at this very
vulnerable time in their 1lives to the outrageous behavior of
extremists because 1local police are overwhelmed, municipal -
budgets can't meet the expense of continually calling in other
towns' police help, the 1local jail 1is overcrowded, or the
health care facility can't afford the legal fees required to
obtain an injunction or to assist in the prosecution of those
who are out to shut the facilities down.

Our third issue: The need to guarantee universal
access for all New Jersey women to quality, community-based,
cost-effective, and confidential family planning, prenatal and
reproductive health services, and education regardless of
location of where they live, race, age, income, or marital
status.
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Two-thirds of New Jersey women at or below 150% of the
poverty level. That's $19,500 for a family of four -- poverty
level being $12,700 for a family of four. Two-thirds of New
Jersey women below this level did not have access to publicly
subsidized family planning services 1last year. I think if
you're looking for an example of discrimination, that's a
fairly significant one.

The member agencies of the Family Planning Association
make available quality, affordable, and accessible reproductive
health care primarily to - low- and marginal-income women and
men. Last year, this network of community-based, 1licensed
ambulatory care clinics provided medical contraceptive services
to well over 109,000 citizens. We estimate, however, that
approximately 180,000 women, teens, and families are, and were,
still without services. An expanded and more secure funding
system would enable the providers to reach the large and
ever-increasing number of citizens without access. '

Let me say that a number of studies have been done in
our agencies, and for many a woman -— and this study was done,
for instance, in Newark -- this is her only access into the
health care system. She is above Medicaid eligibility and has
" no insurance, if you will. In addition, she sees this as her
primary health care provider. In addition to reproductive
health we deal with blood tests, sickle-cell anemia, obviously.
the whole matter of HIV, general health, high blood pressure,
etc., and women with identified problems are then sent on for
specialized care. '

Let me go back again. By focusing reproductive health
care on preventive measures, two interests are served: First,
publicly subsidized family planning providers help people take
control of their lives; second, the taxpayers save money. I
call your attention to the cost of an unintended pregnancy
versus the average annual cost of . providing medical
contraceptive services. The former is $38,700, versus $135.
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Another major issue, again here in the area of access,
is health care for pregnant inmates. Our agencies are
sometimes called in by the prison system to provide counseling
for women in jail who are pregnant. At such a time, prompt
access to counseling and medical care about pregnancy options
is essential. Whether the woman's choice be to continue the
pregnancy, or have an abortion, there is the vital need to
protect the woman's health and that of any child subsequently
born.

A 1988 rule by the U.S. Third Circuit Court,
subsequently upheld by the U.S. Supreme Court, found that
local, county, or state prisons had to allow a pregnant inmate
to obtain an abortion if she <chose, even an elective,
nontherapeutic one, and that the 1local, county, or state
administering the prison had to pay if alternative means were
not available. Despite this ruling, there is reason to believe
that prompt access to such care is not as available as we would
like. _

Recently, one of our member agencies was called in by
the State prison system to counsel a pregnant inmate so
advanced in pregnancy that she was nearly past the time when
any physician or health facility in the State would provide the
abortion she thought she wanted. This was entirely due to the
fact that although she had been sentenced to serve time in
State prison, she had been held in a county facility until
space opened up in the State facility. No counseling was
offered her in the county facility, even though she Kknew
herself to be pregnant.

Several years ago, a bill prepared by this Commission
which would have insured prompt medical care for women in
prison, particularly those found to be pregnant-- Sorry, a
bill was prepared. Although we could not support it in its
entirety as it was originally drafted, amendments were prepared
that would insure this sort of situation not happening. I
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think it's time we take a look at that bill again. This was a
bill co-sponsored by Senators DiFrancesco and Lipman.

We would 1like to tell you about the discrimination
that women experience as consumers of health care services when
they have, or are perceived to have Human Immunodeficiency
Virus -- HIV -- and Acquired Immune Deficiency Syndrome --
AIDS. Some of this discrimination occurs just in women's
attempts to be acknowledged as people who can get this disease.

Since 1981, when AIDS was first named, it has been
perceived as a disease of men, initially gay men, -and later
intravenous drug-using men. Our outreach and education
programs, our prevention and technological components, our
medical and social responses have all been geared towards
stopping the spread of the disease among men, and later babies.

Until recently the only times women have been
discussed in this disease has been as vectors of infection; as
mothers giving HIV to their fetuses and babies; and as sex
industry workers giving it to their «clients, and hence
introducing it into the mainstream heterosexual population.
These designations of women as transmission routes rather than
péople experiencing HIV disease and AIDS, have left women who
do experience the disease feeling incredibly 1isolated,
self-blaming, worthless, angry, -and skeptical of the health
care and social service systems.

Women are discriminated against:

* by the Centers for Disease Control -- CDC --
classification of opportunistbic infections for HIV and AIDS
that do not include some of the early manifestations of HIV in
women and the gynecologic infections that women get with AIDS;

* by the lack of funding for education and prevention

programs that target women -- there has been some money that
was earmarked in this area, but it is being continually cut
back -- that are sensitive to their needs, and that circumvent

the problems women have in accessing information for their own
health care;
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* by the small number of studies that have been done to
gauge the epidemic in women. We have studies of neonates, men
in emergency rooms, intravenous drug users in treatment --
which are mostly male -- men in bathhouses, military recruits,
and the list goes on and on, but few studies of women;

* by a lack of funding for, and education of all health
care practitioners in the presenting symptoms of HIV infection
in women. These symptoms, subtly different from those in men,
are early markers of infection in women, and their detection
can make the difference 1in diagnosis, treatment, and hence,
life enhancement;

* by a lack of access to drug trials and protocols for
experimental 1lifesaving or 1life-extending treatments simply
because they are women, or more likely, because they are women
in their childbearing- years. This obsession with women's
childbearing capacity being more important than their own lives
has continued. Women are delayed 1in getting access to
treatment because drug trials are first okayed by men and then
the results must be adapted to women; o '

* by the even more restrictive rules for the entry into
protocols if a woman is pregnant. She is often denied access
to all drugs and medication, even those already available and
proven effective. The fetus is considered more important than
the living woman.

* finally, by the small number of HIV testing and
counseling sites with counselors who are knowledgeable of, and
sensitive to women's histories, needs, and concerns, and places
where women feel safe and protected.

We would 1like to take just a few minutes more and
recount some specific examples, but let me go on and say, as
well, we have also been told by women of specific examples of
gynecologists, obstetricians, and dentists who refused to see
them because they were HIV positive or had AIDS. 1In some cases
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the women were tested for HIV without giving their permission
and were given the results without being counseled or getting
referrals.

We would like to give you a case example: Karen is a
32-year-old white woman living in northern New Jersey. She has
a 10-year-old son and had worked for 10 years as a senior
chemical operator for a major firm in New Jersey. She was laid
off from her job, and after going back to school, took another
job as a computer operator. Karen discovered by accident that
she was HIV positive several years ago after she heard that a
former partner had died of AIDS.

Karen immediately felt that she had to know her own
status. Once she knew she was HIV positive, Karen felt no need
to lie or hide her condition. She was unaware of the strong
stigma attached to being HIV positive, much as she had been
unaware she was at risk of contracting the disease. There were
no education programs in the mid 1980s warning women that they
should protect themselves.

After telling her employer of her status, she was
demoted several - times, finally ending up as a low-paying
correspondence clerk. She was' in no way unable to do the job
she was originally hired for. Her employer told three
co-workers who told others that she had AIDS. This was not
only illegal, unethical, and immoral, it was also incorrect;
she was HIV positive. One co-worker quit, others became over
solicitous. It became unbearable for Karen to continue to work
there because everyone knew her status and treated her
differently. She went out on disability and had to move from a
beautiful home to a one-bedroom apartment.

Karen can now no longer work because of the medical
complication of HIV disease, yet she has been denied
Supplemental Social Security because she isn't totally
disabled. She is a single parent trying to survive on $232 a
month plus food stamps.
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Karen had been going to the same gynecologist for
years. She told her friends how caring, gentle, and sensitive
he was. Yet when she told him she was HIV positive, he refused
to see her anymore. He made it seem that this was so because
she was late with a $40 bill. Karen was confused and angry.
Wasn't she supposed to tell him that she was HIV positive?
Karen was sure she was.

Later Karen went to see her dentist, and once in the
dental chair she told her dentist she was HIV positive. Her
dentist put on two pair of gloves before he came near her
again. Then he just touched the tooth that was already loose
and ready to come out, and said, "Yes, it has to come out, but
we don't do that Here. You'll have to go to a clinic that
pulls teeth or sees HIV positive people."

Karen had never heard of a dentist that didn't pull
teeth. She called other dentists for appointments and again
told them she was HIV positive. Dentist after dentist
discriminated against Karen by: 1) not calling back; 2)
offering excuses of being booked ahead for months; 3) simply
telling her they had all the patients they could handle, or
telling her they didn't see HIV positive patients.

The same was also true of general practitioners. One
doctor called Karen a liar when she told him she was infected.
He insisted she must be one of those drug addicts, because
women don't get AIDS from sex. The feeling of rejection that
accompanied these attempts at basic health care made Karen hold
off on seeking further care. She reports feeling worthless,
dirty, angry, but impotent and ashamed.

Karen finally received gynecological care at the HIV
clinic at UMDNJ, but it was a year later and some complications
had now set in because of the delay. When she again tried to
obtain dental care she ended up needing four teeth removed and
gum work because of the delay. One dentist finally agreed to
see her and Karen entered a hospital for dental surgery. While
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her surgery went okay, Karen had a lot of bleeding afterwards
and was repeatedly sick. She was left for long periods of time
without attention in the recovery room, bleeding all over
herself and throwing up into pails that were already full. She
repeatedly called for assistance but only twice did someone
come and help her. One nurse who came to check on Karen put a
rubber glove on the end of her stethoscope before putting it on
Karen's arm to check her blood pressure.

Throughout all of this Karen has had to live with the
realization that unless there is a cure found for the virus,
she will never again be able to have a child. Since she was a
young girl Karen had dreamed of having a large family.

Karen is still 1living with HIV and plans to go on
living. She has created a warm, loving, honest home for her
son and herself where her diagnosis is talked about bpenly,-and
where her son has chosen to become a 10-year-old advocate for
the rights of HIV positive people.

He has had to endure the subtle insults and outright
anger that comes from others’ inability to accept his mother's
refusal to live secretly with HIV. He has also found friends
who understand and support him.

Karen has also spoken out about her infection in hopes
of protecting and warning other women. She is a buddy to
someone with AIDS. When her strength allows, Karen plans to
visit a home for HIV positive babies, and currently represents
HIV positive women on a statewide committee trying to educate
professionais and women to the issues around women and AIDS.
She has not been silenced. Karen is a woman 1living with the
HIV disease.

Let me just conclude on this and say this is .a long
laundry list. I think what you are doing and the task that you
have undertaken is momentous. You are to be congratulated for
it. Women are discriminated against in the delivery of health
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care because of lack of funds, because of over legislation, and
because of ignorance. We needn't let that continue in the
State of New Jersey.

We also, particularly related to yesterday's
activities, are fortunate, and we need to insure for our youth,
that we will not set up a system which will discriminate with
them and worsen their situations and their lives.

I would 1like to thank my colleague, Robert
Quinn-0'Connor, who put together the 1last part of our
testimony. I think it is extremely good, and I appreciate his
working with me on this.

We would be delighted to answer any questions you may
have. I notice that Ann Levine, also a colleague many of you
know, 1is here, and the three of us would be delighted to
answer, or attempt to answer any questions, or comment on
anything that you have.

Thank you very much. I appreciate this opportunity,
on behalf of the providers and all the women of New Jersey.

MS. FOX: I have a question: When you say that 150%
of the women below poverty level did not have access, is that
saying that it wasn't accessible, or is that saying that they
didn't know about it and didn't show up?

MS. PINNEO: It's a mix of things. Part of it has to
do with the fact that services need to be delivered in readily
accessible locations, for instance, or that there need to be
more ¢linics. Down in Gloucester County, I believe, where we
have the highest teen pregnancy rate of the State, there is a
six-week waiting period for new patients. So that-—-

There are dramatic kinds of things, so we're talking
about the number of hours that services are delivered, the
number of sites that services are delivered at, and the number
of people who are able to deliver these services.

It also has to do with-- You talked about not knowing
about these services. It has to do with outreach. There are
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not that many people available in the individual agencies to go
out and do the outreach that is critical, whether we're talking
to the Latino community, the black community, any of the
individually discreet communities, or this, the community at
large.

In addition, the whole matter of networking that our
agencies do in terms of their ability to refer has constantly
to be worked on, and that's part of it, too. So, it's a 1long,
long answer.

MS. FOX: Anybody else? I've got two questions—-

A NN LEVINE: Could I just add something here? The
reason I'm late coming to this hearing -- I apologize -- 1is
that I've been covering the meeting of the Governor's Health
Care Cost Commission, which is a very important body, which I
think is really going to be making some major recommendations.
that will vastly .improve the access of everyone, not just
women, but those who don't have access to care now. I would
hope that this Commission would share the concerns that are
being raised at these hearings with that body.

MS. PINNEO: Unfortunately, ‘I don't think that-—

MS. FOX: The transcriber didn't get- that, Ann. If
you want it for the record, come——

‘ MS. PINNEO: Yes, why don't you pull up a--

MS. LEVINE: My name is Ann Levine. I'm Executive
Director of Family Planning Advocates. I'm also the
spokesperson for Choice, New Jersey, and the Senior Policy
Analyst for the Association. ' '

I just want to say that the reason I'm late for these
hearings is because I've been covering the meetings of the
Governor's Commission on Health Care Costs, which was meeting
up on the fourth floor today, and just adjourned. I think it
looks to me that they are going to be making some very
significant recommendations to State government about vastly
expanding access by the poor and the uninsured to the health
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care system in New Jersey, as well as approving that system. I
would certainly hope that the concerns that are being raised at
these hearings are being shared with that group.

MS. FOX: Thank you.

MS. FRANCIS: I had two questions, Kay, or Ann, or-—-
One was to clarify: You said that under health care for
pregnant inmates that there have been court rulings that a
woman in prison has the right to have an abortion, even an
elective one, and that 1if she 1is unable to pay, the
jurisdiction of that prison must pay.

MS. PINNEO: I'd like Ann to-—-

MS. LEVINE: Yeah, I had the citation of that case in
my original draft of this part of the testimony, but it's not
here. ‘ ’

MS. FRANCIS: I don't even need - -that so much, as to
just clarify. I mean, it seems like a paradox, almost. This
was upheld by the U.S. Supreme Court, so it's nationwide. A
woman in a state which does not have Medicaid funding of
abortion could get arrested and go to prison and have her
abortion paid for?

MS. LEVINE: That would be a rather clever way to deal
with it. I'm not sure what--

MS. FRANCIS: I mean, 1is that the implication of
this? Is that the—-

MS. LEVINE: Actually, this decision only covers
states in the Third Circuit, which, I believe, are
Pennsylvania, New Jersey—-— Phoebe, you'd probably know better

what the Third--

MS. SEHAM: I don't know it by heart, but we can find
out.

MS. FRANCIS: That's okay. I thought the implication
was-— I thought when it was a U.S. Supreme Court decision it
had implications for--

MS. LEVINE: No, the Court did not decide, it merely
affirmed the Third Circuit without comment.
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MS. FRANCIS: Okay. It was just a twist that I wanted
to clarify in my own mind.

MS. LEVINE: Yeah, and I believe the case is Lanzanno
v. Monmouth County Correctional Institutional Inmates. It was
brought by the Public Advocate, and the decision came down in
1988 —— the Supreme Court affirmation. '

MS.. FRANCIS: Okay. My other question was about
parental notification, and the decision that was just made.

I'm interested in your comments about the implications for New
Jersey. We, in dealing with this issue before, said that New
Jersey's State Supreme Court decisions —-— I guess particularly
in the decision in Right to Choose v. Byrne -- gave a stronger

underpinning for opposing parental notification than the
Federal Court rulings. I'm wondering if you could comment on
the fact that the U.S. Supreme Court has come down with this
ruling. Does that make New Jersey any less vulnerable than the
other states, or do we still have a stronger State
constitutional basis for opposing those laws, because in Right
to Choose v. Byrne, it was said that our State must be neutral

when it comes to childbirth, or when it comes to pregnancy?
I'm just interested in your comments on that.

MS. LEVINE: I am——

MS. PINNEO: Excuse me. Let me just say that I think
that as far as New Jersey is concerned, we are fortunate in the
fact that we had this past history. I think that the Supreme
Court decision that was handed down yesterday opens it up wide
to any and all comers who want to present proposed, or submit
proposed legislation. I would hope, because of our particular
uniqueness, that this-- It would make it tougher. I don't
know, and I am not a lawyer, unfortunately, but let me go on
and say, I think that we need to know that New Jersey 1is a
pro-choice State. There was almost, I believe, a referendum
last November on the issue.
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I think it is crucial, and I think in New Jersey we
need to point out the fact that -— or at least the figures
indicate -- that over 50% of those minors who do want to go for
abortions, do so with the knowledge and understanding of their
parents, and it is the parentless or the single parentless, the
nameless, who are without any real family connection, or in our
meaning, our traditional meaning of a family, who are the ones
who are going to be at risk.

Maybe Anne-— I know you'd like to comment on that.

MS. LEVINE: Yeah, more specifically, one of the whole
bases of the Right to Choose v. Byrne case was the

discrimination between pregnant women seeking abortions as
opposed to pregnant women who wanted to carry to term. It
seems to me precisely that argqument can be made, if we change
our present law which allows pregnant minors to consent for
their own medical care to make an exception requiring
notification or consent for pregnant minors seeking abortions.

MS. FRANCIS: Thanks.

-MS. FOX: Anybody else? (no response) Thank you.

MS. PINNEO: Thank you very much. '

MS. FOX: Our next speaker will be Courtney Esposito,
who is a consultant with the Division on Woman.
COURTNEY N. ESPOSITO: Good afternoon. I
brought handouts. I always bring handouts.

My name is Courtnéy Esposito, and until the end of
this fiscal year I am serving as a consultant with the Domestic
Violence Prevention Program of the New Jersey Division on
Women. I am responsible there for providing training and
technical assistance to the health care community. I am also a
Director on the Boards of Womanspace, which is the local Mercer
County shelter for abused women and children, and the National
Woman Abuse Prevention Program in Washington, D.C. I am also a
member of the Governor's Advisory Council on Domestic Violence,
and I chair the Committee on Public Awareness, Education, and
Training.
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I would 1like to begin with the words of some
colleagues of mine. Dr. Evan Stark, and his partner Dr. Anne
Flitcraft, are responsible for most of the early and
substantive research on domestic violence done in the medical
setting, and I quote:

"Five cases of leukemia in a single high school make
national headlines. A single recorded death from 'swine flu'
stimulates a campaign costing hundreds of millions to identify
and control the virus. The typhus victim and carrier are
identified. But the battered woman and her attacker are not,
although battering accounts for up to half the serious injuries
women bring to the emergency room."

My history of working in this field began a long time
ago, as the great niece of two battered women and the
granddaughter of a third. When I was a little girl and I first
began to understand domestic violence as a common fact of life
for women, there were no shelters and there were no programs;
there were no protecting laws, there were no hot lines; there
was no place to run, and there was no place to hide. '

I really do not believe that there was anything
unusual about my family members in terms of the violence that
they experienced -in their 1lives, and the statistics that I
brought to share with you today support that conviction. I
didn't know it then, but I've come to realize it with all of
the wonderful research and talking about this that has occurred
in the last 10 years or so.

I, then, in the early '70s, myself became a victim,
and I got what I prefer to refer to as hands-on experience for
my current responsibilities. I believe that my knowing abused
women as a child and growing up and then becoming one myself
were unrelated, serendipitous circumstances. Even though I
knew abused women in my home and several on my street, I never
thought that I would become one. I never thought that I caused
or deserved being beaten.
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The numbers that I would like to share with you refer
to battered women as a cross section of the total population,
so we are not this odd minority somewhere that has some
personality quirks that make us get into these situations or
make people want to beat up on us. There are too many of us.
We come from all walks of 1life, all races, and all religions,
also socioeconomic strata, and for that reason we can't be
classified as a personality type.

About half of all women murdered in the United States
each year —-— and that's about almost 2000 women a year, or
about 38 women each week —-- are killed by a male partner. In
this country, women are more at risk of homicide at the hands
of a male partner than from all other categories of persons
combined. Each year, two million to six million women are
beaten by their husbands or boyfriends, or by their ex husbands
or ex boyfriends. It has been determined that 1leaving an
abusive partner actually increases the chance that a violent
incident will occur, which makes us have to think twice before
we ask people why they don't leave, and assume that that is
going to be a wonderful solution to their problem, as if they
never thought of it themselves.

Battering 1is the major single cause of ‘injury to
women. It is more common as a cause of injury to women than
rapes, muggings, and automobile accidents all combined. ' Almost
half of all incidents of child abuse occur in the context of
battering, and men who are abusing women are also abusing the
children as well. '

The literature, interestingly enough, does not reflect
this. I am referring to not neglect, not emotional deprivation
-— I'm sorry, economic deprivation -- I'm referring to physical
abuse. The vast majority of physical abusers are male, and yet
the literature almost exclusively refers to the mother as the
abusive parent or the responsible parent for the abuse, whether
she committed it or not.
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Battering has been identified as the single strongest
risk factor for becoming a batterer in adulthood. We used to
think it was also a risk factor for becoming an abused person
in adulthood, but we have found in most recent studies that
that is not the case. Battering accounts for 25% of all female
suicide attempts. It is not, however, found on most assessment
forms for intakes where suicide cases or attempted suicide
cases would be taken. There is some preliminary evidence that
that number of 25%, is 50% for black female suicide attempts.
And abused women comprise approximately 20% of all women
présenting to emergency rooms with injuries, 25% of obstetrical
patients, 40% to 50% of women with alcohol problems, 30% to 50%
of female psychiatric inpatients. Battering is one of the most
common and yet least identified health problems women present
to health care professionals.

Clearly we can see that violence in the family is a
primary health care issue for women. Often I find with lecture
audiences as I do the statistics -- which I do in the beginning
when I'm certain that they're awake -- is that they seem
surprised and taken aback, and express dismay at those large
numbers. Interestingly enough, if I have an hour or so with
them, by the end of the presentation when 1it's time for
questions and answers and if people feel free enough to do
this, a number of them: 1) begin to identify patients that
they didn't identify before as abuse victims, and sometimes ask
for case conferencing after the lecture to determine whether it
is someone that they've missed; and 2) some of them
self-identify as either current or former victims of abuse.
One nurse said to me, "I didn't know I was a battered woman
until half-an-hour ago, after 1listening to you. I always
thought that when he drank he was nasty," but she did identify
as having gone through five or six years of abuse before he
died of alcoholism.
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The first person outside the family that a battered
woman or other victim of domestic violence often will turn to
besides a law enforcement officer, will be a member of the
health care community. Health care facilities are therefore a
very crucial step in this process of identifying and preventing
abuse.

Preventing abuse 1is a very important term here,
because in this area, as a health care issue, I think it's not
only possible but likely that we can prevent an awful lot of
abuse if certain steps are taken.

And now, a piece of health care trivia for all of
you: = The original draft that was issued for public comment of
the U.S. Department of Health and Human Services document
"Promoting Health/Preventing Disease: Year 2000 Health Care

Objectives for the Nation," virtually omitted domestic violence
and battered as named categories anywhere. Although violent
and abusive behavior is discussed, women as primary victims are
not mentioned. This neglect on a governmental level is sadly
often duplicated in the examining rooms. _

I Dbelieve that this happens for three primary
reasons: The first is the relegation of violence within a
family unit to the private matter realm, to the stuff we don't
talk about, to the stuff that goes on behind closed doors as
not our business, and certainly not a criminal act. I will
date myself, and see if anyone will have the courage to join
me, and ask if you remember Kitty Genovese? I have been in
audiences of physicians, none of whom had ever -heard of her
because they were all too young. After Kitty Genovese was
beaten to death on a New York City street, and I think it was
'68 — '65, '68 —— the police did an investigation. There were
a lot of witnesses, because it was near an apartment complex.
They were all asked -- all of the people who heard or saw but
did not call anyone, did not shout out, did not pick up a
phone, did not intervene in any way -- were asked why they
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didn't. The major response to that from the majority of the
people investigated was that they thought that the couple were
married. Kitty Genovese did not know her attacker, which is an
interesting comment on what the marriage license -- a marriage
license -— means to some people.

I think this is cultural and it's something that has
developed over thousands of years, and our expectation .of it
changing with a few training sessions is a naive one. It will
take a long time.

The second is the lack of awareness of the community
in general; that means all of us, and health care personnel in
particular, about the prevalence of abuse and the dynamics of
abuse: What it feels like to be a victim? What options do you
have? How is it a different life, to try and navigate through
the day, through the next hour, and stay alive? Most people,
thankfully, have not had to face that and have a very difficult
time -- and this is understandable -- putting themselves in
that kind of a position and thinking like a hostage. ‘

And the third is the feelings of frustration and
helplessness that many people experience when in the presence
of a victim they simply do not know what to do, or they feel
powerless to help.

That is the bad news. The good news 1is twofold: 1)
that we can change all of this, and 2) that in New Jersey we
really have made a very good start at this.

Since about five years ago, the Division on Women's
Domestic Violence Prevention Program developed and distributed
érotocols, training manuals, videos, and slide and 1lecture
presentations for the health care community on domestic
violence awareness and intervention, and I brought for you
today the health care manual. Most hospitals and major health
 care organizations have been personally addressed, and all have
received copies of the educational and training materials.
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The model program aired nationally on Lifetime Medical
Television the first four months of this year, and the videos
are being gobbled up by health care facilities and domestic
violence programs across the country.

We can, I believe, be very proud of the work that we
have done, and I always hate to come Kkvetching about how
nothing has happened, and we need to not loose sight of that.

All of the education that I do really comes down to
some very basic concepts. We increase the victim's safety
level while we decrease her level of isolation. It sounds very
simple, but that doesn't necessarily mean that it's easy. It
is nice, however, to say to people, "You can change this.
There's a simple and straightforward intervention you can do.
You can do it in two minutes on the-— You can do it in 20
seconds, the busiest night in the emergency room, and I will
show you how."

If a victim has been given the phone number of a local
program or received help in exploring even one of her options,
then she is safer. If she is made to feel, whether by the
practitioner's statements, body language, nonverbal
communication, or attitude that she 1is stupid, sick, crazy, a
bimbo, or to blame for the mess she's gotten herself in and now
inflicted upon you, then she is more isolated. If the
practitioner is kind, nonjudgmental, and supportive, then she
becomes less isolated.

The most common question directed to victims, or
varieties of these questions are -- by all of us, really, by
nurses and physicians and the general public -- are: "Why
don't you leave him?" Always implied there, is, "I would."
Or, "Why do you put up with it, why do you take it?" Again,
victims know, we're not stupid, we know that you're saying, "I
wouldn't put up with anything like that." Which makes me okay,
and you very odd. "How can you stand for it; this kind of
behavior?"
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These questions isolate. What you're saying when you
say that to a victim 1is that she is the problem; that her
behavior is clearly put into focus as the problem. What
happens then 1is that a very insidious alliance is formed
between the helping professional and the abuser, because there
is somebody else who has been telling her that there's
something wrong with her, that it is her fault, and that she is
the reason why she is getting beaten.

That alliance works very brutally and dangerously
against the health care interests and the safety of victims.
When health care practitioners are showed how this dynamic
works they are appalled, they feel guilty. Then we talk about
care for the caregiver and relieving them of the fact that they
didn't know any better before, but that now they do and they
don't have a lot of excuses. They learn to see that the real
problem, even though they don't go for its jugular, is the
violence, and the abusive behavior, and that the real problem
is not the victim, and that they are only hurting by making it
look as if she is.

I believe very strongly that we must go on teaching
them. If I thought that they really didn't get it, then I
wouldn't suggest this, but the good effects in terms of health
care delivery to family violence victims are practically
instantaneous.

Recovery from abuse, from living with abuse, 1is a
process; it is not a one-time event. "Why don't you leave?"
"Oh, my God, what a great idea. I don't know -why I didn't
think of that? Thank you for helping me," and it's done. If
you need to be home at 5:00 to cook dinner or you're going to
get hurt, then you're going to go home at 5:00 and cook dinner,
for today.

Most problems, ~ whether they be situational or
diseases, the recovery from them 1is also a process, not an
event. There is nothing different about this, and I believe
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that with consistent and ongoing training the quality of health
care for victims, most of whom are women and children, will
improve considerably. If we discontinue this work, then
victims will not be helped and families in crisis will receive
a very bitter message that the system, overall, doesn't care,
that their doctors and nurses think that they are to blame, and
that seeking help will become the same thing as hazarding a
humiliating experience.

Health care people are frontliners on this issue and I
believe that they need to be sensitized. They need to be
taught to ask the questions, to be kind, to refer people to the
experts on this, and to do what they all learn to do in nursing
school and medical school; which 1is, do no further harm.
Otherwise we end up being punitive agents to our clients and
our patients and add to the eﬂfrapment that they are already
enduring. Their isolation then becomes validated by those who
are entrusted with their care and safety) and that would,
indeed, be a shame.

I am certain from my experience that people in the
health care éommunity are ready to hear what survivors of abuse
need, and they are ready to 1listen to those of us who are
trying to help survivors. I have consistently been told that
the information that we have offered to them was new and useful
and convincing. '

In January of 1989, former U.S. Surgeon General C.
Everett Koop did a press conference with the American College
of OB/GYNs and the, National Coalition  Against Domestic
Violence, and came out urging routine assessment of all female
patients for signs of family violence. That does not mean that
it automatically began to happen, however. The AMA did the
same thing 1last fall in a conference on the prevention of
family violence and victimization. I think it would be a fine
idea for us to capitalize on the examples set by these leaders
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in the health care field. I realize it will take an investment
of time and money, but meeting health care objectives in any
kind of an equitable way always does.

I would like to make the five following
recommendations for reducing and eventually eliminating this
not so benign neglect in the health care field toward victims
of family violence: »

1) That we continue to expand and intensify the
training and technical assistance offered to all sectors of the
health care community.

2) That we increase media and public awareness
efforts on this subject and on the training opportunities
available so that violence in the home can be 1loudly and
clearly identified as that which it is, a primary health care
issue for women.

3) Insure that a protocol for . health care
intervention in domestic violence <cases be adopted and
disseminated by the Department of Health, the New Jersey
Hospital Association, and other appropriate health care
agencies to their constituents. This would ideally be able to
take place in a year or two. New York has just been the first
state to do that. I don't see anything wrong with us being
second, for a change.

4) Require certain health care providers -- staffs in
hospitals, clinics, and mental health services, as an example
—-— to record the numbers of suspected and confirmed domestic
violence cases treated so that data on the nature and extent of
violence in this State can be collected. I have included a
copy of how Connecticut does that for your consideration.

5) Statistics from domestic violence programs
throughout our State indicate that demand far exceeds the
supply. Indeed, many services are in the unfortunate position
of annually denying immediate shelter to more clients than they
house, and abuser counseling programs, too, commonly maintain
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waiting 1lists for treatment of offenders. More shelters and
services are needed to house, counsel, and otherwise assist
both wvictims and abusers. Hopefully, additional funds will
continue to be made available to these programs so that they
can endure in their business of saving lives.

I appreciate the opportunity to have spoken in front
of you today, and I'd be happy to answer any questions you

might have.

MS. FRANCIS: I've always got a question. I have two,
in fact, on different points. One is that -- this needs a
couple-sentence set up —— but I have read about the Stockholm

syndrome, so-called, which happens with hostages. This is not
based on domestic violence, but it's when people are taken
hostage by terrorists, basically. After a day or two they
develop some kind of a strange bonding, some kind of a strange
accommodation to ‘the hostage-~taker that is a kind of
self-preservation. It's been analyzed psychologically as a
survival technique.

I've not seen that analysis of that syndrome applied
to the domestic violence situation, but it seems to me that
there might be a component there of staying there, you Kknow,
taking 1it, being a survival technique that psychologically is
similar to what happens with the Stockholm syndrome. Has that
been looked into?

MS. ESPOSITO: There's been some connection, some
writing on the connection. Sometimes it's referred to as
becoming like a hostage or Stockholm syndrome. Sometimes it's
talked about as co-dependency. I think there's wvalue in all of
that. I'm just careful about the victim blaming that people
tend to take and run away with, "Oh, so in other words, she
could leave, but she stays."

What happens is that -- and this is when the emotional
abuse goes on for weeks, months, years, before the physical
begins, and you are cut off from everyone and you are more and
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more isolated, and begin to think of yourself as someone who
has something vitally wrong with you, because everyone seems to
tell you that with their faces-—-

Battered women develop a whole set of <coping
mechanisms and survival tactics that work in the short run, and
then scapegoat them in the 1long run. You have to do a
case-by-case basis, so that one battered woman that I can think
of said, about being in front of a therapist in marriage
counseling, "I would agree to anything he said as long as he
was sitting in the room, because I was never safe if he was
there."

Sometimes that's referred to as learned helplessness,
what you talk about; that the only way to get by 1is to do
everything your captor says and identify-- And do some women
lose themselves in that and do they become mentally ill? Yes,
but I don't believe that they are the majority. I think that
the majority are doing things that 1look very bizarre to
everyone else, like if you know he is getting drunk and the
kids will be home at 1:00 from early dismissal, you put
yourself in his face after two beers and provoke him so that:
1) it's not as bad as after two six-packs, and 2) the Kkids
don't see it.

That's a survival tactic; I think that's a smart
move. It's a hideous move, but it's a smart one, and if you
are not prepared to disappear yourself from the kids that day,
it's a pretty wise thing to do, if he said, "Leave, I'll find
you. I'll kill the kids," or, "Fine, go, take the kids, I'll
kill your sister." And the problem is, we never Kknow which
ones who say that -- and many of them say it -—- are actually
going to carry it out, and neither does the victim. So what
looks like insane behavior is playing it safe.

MS. FRANCIS: I guess my sense is, I don't picture
people blaming the hostages, blaming the victims, when it's a
case of the Stockholm syndrome. They analyze it and say,
"Well, that was a smart survival technique.”
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MS. ESPOSITO: That was scientific, yeah.

MS. FRANCIS: So, if we could carry that sense over to
the victims of domestic violence, there might be less blaming
of the victims there.

MS. ESPOSITO: We didn't with Hedda Nussbaum.

MS. FRANCIS: My other question-- Again, this cannot
be answered in 25 words or less. But I just want to raise the
issue here in this context: Right now we see both federally
and on a number of State levels, attempts to pass hate crime
bills that would identify victims of violence based on race,
religion, national origin, ethnic, all of the categories. It
sounds like health insurance, too. All of the categories are
there except gender. We don't see any conceptualizing of hate
crimes based on simply the fact that a person is female.

Could you comment on whether you believe domestic
violence might be one dimension of what -we could call a hate
crime based on gender?

MS. ESPOSITO: Hate -- the hate is hard, because once
you talk about it within the family-- Because it doesn't fit
in the category, I don't think that means you throw it out.

MS. FRANCIS: As I say, there's no 25-word-or-less
answer.

MS. ESPOSITO: The single strongest identifiable risk
factor for becoming a wvictim of physical abuse is sex.
Period. Should we do something about that on a national and
local level? Absolutely. .

I read in the paper —- I think last week -- that, in
fact, there were hearings and that there's talk of setting up
an Office on Violence in Washington. Women were mentioned, not
preliminarily, but 1later, as hearings went on, and domestic
violence victims, in fact, were also mentioned as possible
recipients of services from that Office.

MS. FRANCIS: I think the conversations are just
beginning, but I wanted to raise the issue, to have it on the
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record here. I believe that it is a new conceptualization for
policymakers and for society in general, and I think it will be
built on in the future, so I just wanted to raise the question.

MS. ESPOSITO: Well, if you think about violence in
the family as power and control -- an issue of power and
control —-- which it is-— 1It's not a loss of power; it's not a
loss of control by the abuser. It's a means of achieving it
over another person. It's an inside out issue. And then you
think of Nazi Germany and power and control and then hate
crimes. I think we could move our words around to say that it
certainly should apply.

MS. SEHAM: Along those lines, and taking off from a
statistic that you mentioned earlier: You said something about
more domestic violence than other crimes of violence against
women combined. The Bergen County Commission on Women did a
study on crimes of violence against women in 1977. It was one
of the first in writing, and we found that there were no
statistics. We had to circularize the Medical Society to
create a data base, which we knew was going to be conservative,
but at least we got some data. We found that there were more
crimes of violence against women than all other crimes of
violence combined against women or men; not just against women,
but against women or men.

MS. ESPOSITO: Countywide?

MS. SEHAM: In our county, which I don't think is
atypical-- I don't think it 1is atypical, even though on
Channel 4 they said there is an epidemic of wife beating in
Bergeh County. It's just that nobody else is talking about it.

MS. ESPOSITO: And in every other county.

MS. SEHAM: Right. And the other thing we found-- I
mean, what you're saying is all studies come up with the same
results. It's just you have to do it in your county; otherwise
they think this happens elsewhere.
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But one of the things we found, even in going through
the information before we put things down in black and white,
was that the more extreme cases were so horrible that even
those of us who were working on the study had a reaction of
incredulity. That of the danger—-— You have to tell about the
less extreme cases, or your audience simply will not be able to
believe what you are saying, which is strange, but it's true.

MS. ESPOSITO: Yes, you lose them.

MS. SEHAM: I had a similar experience making a
presentation to the trustees of the Bar Association on another
subject, on the subject of collection of child support, which
is equally abusive. Their reaction was, "We just don't believe
your statistics."”

MS. ESPOSITO: I've heard that reaction.

MS. SEHAM: "We Jjust don't believe it. It's too
horrible. It can't be true." So, we soft-pedaled it.

MS. FOX: Thank you very much.

MS. ESPOSITO: You're very welcome. Thank you.

MS. FOX: Our next speaker will be Lynn Miller, who is
the Editor in Chief of the Rutgers Women's Law Reporter.
LYNN F. MILLETR, ESQ: I just graduated, so I'm the
former Editor in Chief. ’

I want to talk to you today about breast cancer, still
a very important subject in the area of women's health. I know
you heard earlier today about the incidence rate. I'm going to
speak to you rather personally because I'm not an expert, I'm a
patient. '

I guess that makes me an expert in my case, but what I
went through, I think, is somewhat typical, and I want to
emphasize that one in 10 women get breast cancer. That means
it's a 10% incidence rate. That affects a lot of people who
live in New Jersey.

The research money to find out what causes breast
cancer and how to prevent breast cancer has not been generous.
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The National Institutes of Health have underfunded this area of
research, and if there is anything that this Commission can do
to encourage the State of New Jersey to do any research
whatsoever into the causes and prevention of breast cancer,
that would be excellent. I don't know if the State of New
Jersey funds medical research, but if they do, this would be an
area to insist on.

As you know about priorities in medical research, the
male diseases have been featured, and they even use white male
rats to do their research on, so we need to push our agenda.
One in 10 is a lot of people. We don't know enough about
causes, although personal habits have been highlighted. They
always try —-- the medical profession -- to make sure that you
are responsible. They want you to stop smoking; that's good.
They want you to eat right; that's all good. They want you to
exercise; that's good. But how come Japanese women who live in
Japan have -— I don't remember the incidence rate —-- but as
soon as those very same women come to 1live in the United
States, the incidence rate becomes one in 10? Is there
something in our environment? Could it possibly be that it
isn't your personal fault that you get breast cancer, or some
personal habit of yours, or even only genetics, but something
is really going on in our country? It would be good if they
would look a little bit into the environmental causes.

I want to talk to you about the importance of early
diagnosis. I was very lucky in that in my very first-— It
sounds funny to hear someone say I was lucky that they told me
I had breast cancer, but in my vefy first mammogram, at the age
of 47, an irregularity was detected. It was recommended that I
get a biopsy, and much to everyone's surprise, because I was
extremely - healthy ——- had wonderful blood, had great cells, I
was in extremely good shape -- this thing was malignant. It
was at the earliest possible stage, and I was able to have a
minimal kind of -- minimally intrusive surgery, and radiation.
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So I didn't lose my breast, but-— I have a very good chance of
licking it. I have, 1like, a 90% chance and up survival
possibility, but a lot of people don't get mammograms for a lot
of reasons.

A tremendously important reason that they don't get
them is, insurance generally does not cover screening devices
or preventative health care devices. I want to emphasize that
mammography is different from other preventative health care in
that it 1is almost part of the treatment, and insurance
companies just have to change the way they look at screening
mammographies. If there is one thing that this Commission can
do, it is to push those bills that are now, I believe, being
introduced. I don't have any information on these bills, I'm
sorry, but there are bills being introduced that require
insurance companies to cover screening mammographies.

Self-examination is a very important technique, but by
the time you can feel a lump it 1is often too 1late; it has
spread.

My paper, that I handed you, is something I did as an
independent study in law school on informed consent
legislation. That's another area I'd like to focus on.

Once you get the diagnosis -- and 1it's the most
shocking diagnosis that you probably get in your life-— I know
people-— AIDS seems to have obscured the underlying horror of
cancer. It's still a horrible disease, and breast cancer 1is
especially horrible for women. You have to make a decision
once you get the diagnosis. No one can really take that away
from you. You have to decide what kind of treatment you have
to get. Very often, women are rushed into going with radical
mastectomy, when they have other options. '

The importance of informed consent, with the emphasis
on the "informed," has to be stressed. I don't think our laws
about informed consent are strong enough about the kind of
information that women have to get before they make their
decisions.

86



In my paper there are several other states' laws
outlined, and I just recommend that you look at Florida, where
the physician is required to inform the woman, either in
writing or orally, or both, about every treatment option
appropriate for her cancer, and not, as with me, having to go
to four physicians hearing everything from, "Leave it alone and
we'll wait and see what happens in six months," to, "Off with
the breast, with everything," and everything in between. "Just
radiation, well, maybe a 1little surgery plus a 1little

radiation," I mean--

Luckily, I was a librarian in my former life, and was
able to go to the medical school library and do my own research
and come to some conclusion of my own. There was no one, and
no piece of paper, and no information handed to me about my
options, other than Rose Kushner's book, "Alternatives," which
is an excellent book, but slightly out of date. She recently
died of breast cancer. I think that the informed consent law

in New Jersey should be strengthened to require better

information.
Just to summarize very briefly: This 1is my own
experience. Fear, 1ignorance, terror, and denial are the

greatest enemies to early diagnosis and adequate treatment, and
cause more problems. If women just had more and better
information and better counseling, they'd be able to make
"better decisions about this awful disease.

MS. FOX: Okay. Questions?

MS. SAMPIERI: Thank you.

MS. FOX: And study hard for the bar.

Our next speaker will be, actually two, from the New
Jersey State Nursing Association, Jane Adams. No, Dorothy
Fleming is speaking for Jane Adams.
DOROTHY D. FLEMMING, R.N.: Good afternoon.
I was sitting in the audience, and you have an awesome task.
If you asked me to vote on priorities for any of the former
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speakers, you know, I'd want to vote for all of them, because
they're all just major, major things.

I am Dorothy Flemming, Executive Director of the New
Jersey State Nurses Association.

I thank you for this opportunity to present the views
of the health care in New Jersey. Nursing is the largest group
of health care professionals and is essential to any discussion
on decent, cost-effective health care.

Professional nurses are not invested in the present
system of health care delivery. We are actively seeking a
change in emphasis from tertiary care of the acutely 1ill to
preventive primary care of the well.

We are actively seeking a change in the gatekeeper
mentality that allows all the control of health care delivery
to be put into the hands of the physician. Specifically, we
seek to obtain prescriptive privileges for a small group, a
very qualified specialist in nursing practice; Nurse
Practitioners, Clinical Nurse Specialists, and Nurse Midwives.
Prescription of drugs 1is an act integral to the assessment,
diagnosis and treatment cycle in the provision of primary
care. To provide primary care, primary care nursing
practitioners are seeking prescriptive authority.

I want to give you a brief history of prescriptive
authority in this country specifically to debunk some of the
common assumptions. that only an M.D. 1is qualified to keep us
safe from dangerous drugs. .

I credit Gene Harkless with the information from the
article published in the "Nurse Practitioner," which is
attached, August 1989.

Prior to 1900, consumers could obtain any available
drug through pharmacists without a prescription. Three factors
resulted in the shift of control from the consumer to the
physician.
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First, patent medicines were the target of
progressives who were attempting to deter deceptive business
practices. Second, the American Medical Association mounted a
campaign to cease advertising of medicines to the general
public. And third, drugmakers recognized that doctors'
opinions were increasingly important in the patients' use of
medication.

These events, in conjunction with the relatively new
licensing laws for medicine, helped place physicians in the new
role of drug experts. Authority moved from the consumer to the
physicians.

The Federal 1laws of 1904 and 1938 were designed to
protect that public from false 1labeling and improper and
dangerous manufacturers. Regulations that were developed in
1938 designated drugs as prescriptive and nonprescriptive, with
the intention that very few would be designated as
prescriptive. However, just the opposite happened, and the
regulations took control from the consumer and embedded
prescriptive practice more firmly in medical practice. The
1957 Federal Drug Law placed almost all new drugs in the
prescription-only class.

Nursing did not keep pace with these changes. The
original Nurse Practice Acts were legislated prior to the
passing of. the 19th Amendment, so depended on the support of
male-dominated legislatures and physician groups for passage.
This helped set the stage for the perception of nursing as a
physician-controlled occupation.

Finally, to the benefit of organized nursing, a court
case in 1965, the case of Darling v. Charleston Community
Memorial Hospital clearly established that the. duty of the
nurse was to be knowledgeable about diagnosis and prescribing,

so as to monitor the care of patients and to take action if the
case was negligent.
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From that time on, Nursing Practice Acts have included
diagnosis and treatment through the nursing regime as part of
their practice act. The New Jersey Legislature amended its
Nursing Practice Act in 1974 to accommodate that language.

Nursings' struggle to obtain autonomy in prescriptive
authority translates to a social inequality issue. We ask your
support of legislative language that affords nurses the
greatest degree of structural autonomy for the safe practice.

Our Practice Act should include a definition of
nursing that includes, or at 1least does not prohibit, the
performing of diagnosis and prescribing.

Senator Wynona Lipman's bill, S-2100, is the
legislation we think will accomplish that. Primary health care
services are essential to a reformed health care system.
Nurses have been educated to assume the role of primary health
care provider.

' NJSNA 1is asking the New Jersey Legislature to correct
the inequities of the past system which invests prescriptive
privilege only in the medical field.

We are asking for 1legislative relief from a very
restrictive practice atmosphere for nursing in New Jersey.

Additionally to the reference that is attached, I do
have another reference for your information. It 1is by
Elizabeth H. Hadley, JN, MPH, and it's, “Nurses and
Prescriptive Authority, A Legal and Economic -Analysis," which
was published in the "American Journal of Law and Medicine,"
1989-1990, volume 15, pages 245 to 266.

What is not in my testimony, however, is also when one
speaks in the testimony of nurse practitioners-- Nurse
practitioners have been educated in New Jersey for the past 20
years. They are working in some health care settings. In my
other life, before I assumed this 1life, I was a Certified
Pediatric Nurse Practitioner.
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Some of the practitioners are working in very limited
constraining areas. We do see that practitioners would be
extremely valuable, especially in the primary health care, not
only in pediatrics, but moving into gerontology, and the OBRA
'89 law now has it that states that recognize nurse
practitioners, that nurse practitioners can be reimbursed under
Medicare. This would enable geriatric nurse practitioners to
work as a team with the physician to do visits in nursing homes
and also to work in clinics that are - Medicare/Medicaid
certified. This is one area where we have felt very much
constrained by the Medical Society in New Jersey for full
utilization of nurse practitioners.

I can take any questions.

MS. SEHAM: I have one: When we discussed this in
Commission, before that bill was introduced by Senator Lipman,
there was disagreement on one particular issue. Our
Commission, although maybe individually we may feel strongly
about a situation, can only act on it -- make recommendations
on it -~ if it affects one sex more than the other. No matter
how egregious the situation, we can't study it, or make a
report on it, or recommend anything about it, unless that is
true. We need to get more of a linkage from you. I have made
the argument that there are more- women nurses and more male
doctors, and I think that's still very true.

MS. FLEMMING: That's very true.

MS. SEHAM: Would you say that, i mean for example, a
possibility would be that there are more women who need to
depend on the services of nurse practitioners in order to
maintain their health, because women tend to be poor as a
group? I don't know whether that's true or not.

You mentioned pediatrics and gerontology. That would

not answer what I'm saying to you. If you can give us more
linkage between what you want done -- which I certainly agree
with -— and an impact more on one sex than the other, it will,
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you know-— Women's health-- Would it have more of an impact
on women's health, to allow nurse practitioners to prescribe?

MS. FLEMMING: Okay. Yeah, I can understand. I'll
try to get——

MS. FOX: Also, I'd like to know the percentage, or
the numbers of women nurses and male nurses in this State.
Also doctors, although I think that's changing, probably
quicker than the nursing profession.

MS. FLEMMING: As a matter of fact, the number of
women attending medical school, as you probably know, has

increased -— I want to say it's 50-50 now, it might even be
60-40 -- but there 1s a 1large group of women going into
medicine.

I just came back from our national convention, and our

House of Delegates had-- They did a poll -- an electronic poll
-— and I think in the House of Delegates we had, I want to say
6% to 8% male. The normal staffs, if you were asking me—— I

would say it has gone up to probably about 4% male, so
obviously it is still, very much a women's profession. We do
have on our Board-— We have two male nurses on our Board of
Nursing.

MS. SEHAM: So they are overrepresented in the
governing body? ;

MS. FOX: Surprise, surprise.

MS. SEHAM: Yes. _

MS. FLEMMING: But, I think what you said is true, and
"we-— I'm sure that we can get that information, especially
working with Kay Pinneo. And when I say children, children
have mothers, and we know that the poverty 1level for single
mothers-—— I have also worked with pregnant teens, and again
you have a very vulnerable population. It has a very limited
access in families where they don't have any health insurance
at all.
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So, very much, we would 1like to see that we could
utilize what the Federal government has said for reimbursement
to bring primary health care to these populations that are
underserved at this time.

MS. SEHAM: Of course, there are more elderly women
than elderly men, too.

. MS. FLEMMING: Yes, and I found that out when I was
trying to get placement in a nursing home for my father, who
has since died. There are a limited number of male beds in
nursing homes, so if you have a male relative who you are
trying to place, sometimes your wait is longer because the beds
assigned-- This was in Massachusetts, but I would imagine that
it could be carried over to Jersey, to the nation, that they
‘had set more beds aside for women. And most of the rooms were
two-bedded rooms, unless you were very wealthy and you went
into a single room -- we weren't in that category —-— then you
had to wait for somebody to die so that the bed would free up.
But the percentage was very low for male beds in nursing homes.

MS. FRANCIS: That sounds 1like an issue of sex
discrimination in something.

MS. SEHAM: Well, they're doing it statistically.

MS. FLEMMING: Well, I think it's a reality of life:
Some things are discrimination, and some things Jjust evolve
that way.

MS. FOX: Anybody else? (no response) Thank you.

MS. FLEMMING: Thank you.

MS. FOX: We're going ' to Jjump down to our 5:30
people. Marta Stretton and Carol Watchler for the Women's
Agenda of New Jerséy.

Thanks for coming early.

CAROL WATCHLER: It's valuable information all the
way around.

MARTA STRETTON: Hi, I'm Marta Stretton, and I'm a
member of the Women's Agenda of New Jersey.

93



Most of what we are saying here today has already been
said, so this is somewhat of a sum-up.

In the following testimony, we will present a number
of issues in which the availability of health care for women is
different from that for a comparable situation for men in such
a way that public policy initiatives should be developed to
guarantee greater equity in the system. We will also describe
areas where discrepancy in the provision of health care arises
because of the invisibility of women's health needs, and the
standards for healthiness and pathology are frequently male.

According to many sources, including the National
Women's Health Network -- hereafter better known as NWHN --
women use the health care system more frequently than men.
They make a greater number of personal physician visits, have
greater amounts of medication prescribed, undergo greater
numbers of surgeries, and make more doctor visits with their
dependents.

Women's high amount of use of the health care system
comes partly from the need for reproductive health care.
Public policy needs to support a women-centered environment
accessible to all women. This means respect for each woman's
ability to make her own decisions and to be an active
participant in her own health care.

Such phenomena as a prenatal care physician's refusal
to renew a prescription for birth control because he believes a
woman should be bearing children by a certain age, are clearly
examples of sex bias. Likewise, a law enforcement system which
fails to deal with persons who harass patients and attempt to
prevent access to health care facilities needs the pressure of
clear State policy, to ensure that women can obtain health care
where they choose. This type of harassment and intimidation
occurred at nine out of ten freestanding facilities in New
Jersey which provide abortion services.
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Women find their way into the health care services
often as victims of rape and domestic violence. It 1is
estimated that as many as half of the adult female population
has suffered some physical violence from a partner in their
lifetime, and one in five suffer chronic severe abuse. In 1986
police responded to 43,548 domestic violence calls in New
Jersey. These victims encounter many hurdles on their road to
recovery. One such hurdle is the treatment by the emergency
staff at the hospital. It depends on the knowledge,
understanding, and sensitivity of the doctor on duty, whether
the traumas of the brutal assaults will be decreased or
increased. No added burden should be placed on the victims,
such as unnecessary questions by the physician or long waiting
periods in rooms with other patients.

Our society still places much fault with the woman who
is the victim of rape, and doctors still «c¢ling to the
assumption that women ask for it. But the FBI has placed the
crime of rape on the sameilist as murder and kidnapping, and
they have done this-- As far as I know, they did this in the
late '70s already, when I was involved with rape crisis centers.

It is important that doctors learn to be sensitive to
the needs of both the rape victim and the battered woman.

. Standards of certification and accreditation should be

developed to promote quality and to encourage innovation in the
health care services that deal with abuse against women.

A conflicting societal view of women is that of a
perennially dependent person. Unfortunately, this view of
women often follows them into office visits with a private
physician. According to NWHN, when women and men present the
same symptoms, women are more 1likely to be prescribed drugs,
and men are more likely to be given a physical exam. Women
exceed men in the consumption of prescription mind-altering
drugs in a ratio of two to one.
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With this as a factor in addiction problems for women,
treatment models that center on regaining self-esteem are
called for, rather than standard male-centered models of
rehabilitation.

In testing for HIV, the AIDS causing virus, doctors
need to recognize the fact that the virus behaves differently
in women than in men. The existence of previous gynecological
conditions such as herpes or genital warts or the use of oral
contraceptives in women may be factors in the susceptibility to
the AIDS virus. Early gynecological detection gives women the
advantage of treatment.

The following guidelines for testing passed by the
National Women's Health Network Board of Directors should be
considered. Testing should be readily available, quality
controlled, voluntary, and in a setting which guarantees
informed consent, including a clear explanation of the risks
‘and benefits of knowing test results. It should not be used
for employment orAnonmedical reasons.

The purpose of testing is to detect the disease so
that those who have it can take appropriate measures to avoid
spreading it. Testing should be made available to anyone, and
doctors should not exclude the testing of middle-class women.
Says Dr. Iris Davis at Woodhull Hospital in Brooklyn, "We've
seen some very sick middle-class women, who had been given
every diagnostic test in the book except the HIV test. Many
doctors don't even consider AIDS a possibility in middle-class
women, and they are wrong." Doctors should not take it upon
themselves to decide who is or who is not at risk, but rather
make testing immediately available wupon request without
intimidations or unrelated assumptions.

I mention unrelated assumptions because this is
something that happened to me when I visited my gynecologist
and asked him to give me the HIV test. He sort of immediately
assumed that I could not be at risk.
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Costs for health care are a problem for women. A gap
exists between those eligible for Medicaid and those with
sufficient income to purchase insurance. Often, even for those
with individual subscriber insurance, the spiraling costs of
health insurance create questions about the future of using our
present system of reimbursement. Low-paying and part-time jobs
do not provide health benefits, and this affects far too many
women and their families. Added to this is the fact that
health care delivery often focuses on high-tech solutions which
are generally the most costly, rather than on preventive health
care.

Public policy is needed to support and encourage
preventive health services, health education, and the
widespreéd uses of factors such as diet and exercise that
enable people to have long-term positive effects on their
health.

Women are present in health care to a greater extent
than men as workers, not just as clients. Far dgreater than
half of health care workers are women, though women's positions
tend to be 1less powerful than men's. While this may be
changing with the increasing visibility of women as physicians
or administrators, public bodies which make policies regarding
health care need to reach out and look into all of the health
care fields to identify women for such leadership positions and
to achieve a stronger women's voice in policy-making bodies.

According to NWHN, women as physicians are more likely
to work in primary care facilities, see more new patients and
spend more time with each patient. This suggests that the
woman physician is more likely to deal with the patient as a
whole person. Public policy should support and encourage
health care systems with this style of patient/physician
interaction.

The area of research is a final one with an example of
bias against women. This méy come in the choice of project for
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funding, as well as in the choice of subjects used in any
research project.

The need for funding for breast cancer research is
such a case. With up to 150,000 new cases of breast cancer
each year, it 1is remarkable that only 26% of the National
Cancer Institute's request for grant funds have been met. "All
in all," says an Ellen Goodman column, "“13% of the National
Institute of Health's $5.7 billion budget goes to study the
health risks of the half of the population that is female."

A In addition, the writer points out that major health
studies on such topics as cholesterol, smoking, and the use of
aspirin were all carried out with male subjects.

Thus the health care system finds women as its most
prominent users in terms of numbers, but women's needs are
seldom the focus of health care initiatives.

As I said before, this was somewhat of a summary of
what you've already heard last Tuesday and today, I'm sure.

MS. FRANCIS: The executive summary. Thank you.

MS. FOX: Any questions? (no response) ’

MS. STRETTON: I think Carol wanted to-- Did you want
to add anything or not? :

MS. FOX: Oh, okay, go ahead.

MS. WATCHLER: No.

MS. FOX: We do have time, Carol, if you want to.

MS. WATCHLER: Well, I simply would add that you have
heard many more details from some of the organizations, in
fact, that are part of our Women's Agenda as a whole, regarding
some of the things which we simply tried to provide an overview
of. Overall, I think that the message, cumulatively, is pretty
powerful that not -— that the bias may not be in someone doing
this or doing that, or not, but in the overlooking of the
importance of seeing women as having specific needs in health
care and seeing women as having possibly the same needs in some
cases, but that our whole bodies need to be viewed and studied
to know what happens to ourselves.
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MS. FOX: Thank you.

MS. FRANCIS: Just one quick question, of course, but
I want to pick up on something I haven't heard elsewhere, I
don't think; which is the need for a stronger women's voice in
policy making-bodies. I mean, it was certainly implicit in a
lot of things, but I would ask specifically because I know the
Women's Agenda is-—- One of its missions is to increase the
hearing of women's voices in policy making. Would you have any
specific recommendations to carry that out?

MS. WATCHLER: At the moment I don't have a specific
recommendation to make, but as we look at the issue of health
care in our whole study, we certainly would want to bring back
the question of 'insuring that there are greater numbers of
women on policy bodies. As we wrote this, one of the things we
said was, is sex equity what you 1look for in policy-making
bodies? And you know, being aware that in some areas health
care is provided by all women practitioners, there's an area
that women perhaps need to direct -- women practitioners for
women clients -- sometimes women may need to direct—-— I
wouldn't - look for that, but certainly our voice needs to be
heard at a higher level to a greater extent.

I can see that there are areas that we weren't able to
touch here that -- the questions of mental health, the
treatment of women and mental health, access to-- One of the
things we mentioned was in reproductive health care, that
women's centered environment, the emphasis on-- I'm not sure
what the Commissioh does related to that, except for our
awareness of things 1like birthing centers, where any legal
realities or regulatory realities enable those to exist as far
as for women who are seeking their services.

MS. FOX: Thank you.

I think we have one more person who is scheduled for
5:00, from the NJEA, so we will wait for her.

MS. SEHAM: Feel free to wait with us. We'll wait
till 5:00 for her.
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UNIDENTIFIED MEMBER OF COMMISSION: She's on her way.
We called the NJEA.

(RECESS)
AFTER RECESS:

MS. SEHAM: Thanks for coming a 1little early, we
appreciate it. .

BETTY HICKEY: Thank you. I'm sorry I was a little
late. We were still racing around seeing if anyone else was
going to come over with me.

MS. SEHAM: This is Betty Hickey, Associate Director
of the Instruction and Training Division of the New Jersey
Education Aésociation.

MS. HICKEY: Correct.

MS. SEHAM: Okay. Go ahead.

MS. HICKEY: I'm not going to read you all of the.
testimony we submitted.

MS. SEHAM: Thank you.

MS. HICKEY: 1It's late. 1I'd like to tell you that we
talked about two issues. ' We talked about-—- There are many
issues that you are soliciting testimony on that are really
important issues. We zeroed in on teenage pregnancy and the
needs of teenage pregnant students, who by the way, all happen
to be female. So, what we're really talking about here are the
needs of women.

I think if you read through our testimony on that -—
probably you've heard this already.—— but in 1988 there were
over 7000 pregnant teens in New Jersey -—- over 7000. The
current data that's coming in show a high increase in the
number of pregnancies between the ages of 10 and 14. So, it's
a really, really serious area that needs to be addressed in New
Jersey.

We're talking about several things that you need to
look at. Providing health care: Many of these young woman do
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not get health care until the third trimester of their
pregnancy. It's not readily accessible. If you go back to
even before that, counseling choices that somebody might have
during pregnancy, they're often-— They don't even know where
to go. You know, many of these things are done through Planned
Parenthood or through family health clinics, and they don't
even associate that with something they can pick up on.
They're very lost and frightened and they need a 1lot of
support, which they're not getting.

Currently there's a program that's being piloted in
the State of New Jersey. It's being piloted in 29 school
districts and it talks-- It's a youth-based clinic and it's a
drop-in clinic where teenagers receive, you know, information.
They also have minimal, as I wunderstand 1it, screening for
dehtal and eye. But this is a referral éystem, 'so they at
least would have a place where they could go and know where to
get information on medical services or counseling that's
available. It's being piloted only in 29 schools. That,
coupled<with—— ’

MS. SEHAM: Where are they? - ‘

MS. HICKEY: They're throughout the State. We can get
that information. It's being funded by the Division of Human
Resources, so we could get that information for you. It's not
something that is directly under the auspices of the Department
of Ed., is it?

TRUDTI THORNT O N: (speaking from- audience) 1It's
the bepartment of Human Services. '

MS. HICKEY: Okay. This is Trudi Thornton. She also
works in Instruction and Training.

MS. THORNTON: I have a list of the districts. There
is at least one in each county. (next sentence indiscernible
to transcriber; no microphone) They work with the community
hospital, and some of the schools.

MS. FOX: Would you come up——
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MS. HICKEY: Yeah, come up.

MS. FOX: ——and repeat what you just said for the
transcriber. (Ms. Thornton complies)

MS. HICKEY: Trudy works with our Youth Services
Committee, so we sort of talk about these topics Jjointly,
between the Women In Education Committee, which I work with,
and the Youth Services Committee.

MS. THORNTON: We're currently studying some of the
programs that are available to youth who are in our schools.
Right now we've been working rather closely with the Department
of Human Services, in studying their pilot program.

There are 29 school based youth service programs in
the State. There is at least one in each county, and I do have
a list of the schools that are participating at this time.

We did a survey this year to find out whether or not
they are finding the programs to be a success. For the most
part they reported back that they just need more. They need
more funding. They need more programs. They did indicate
there should be more interplay between these different agencies
and the school, and that the feedback was inadequate. That was
the only real criticism, but they are now saying, "Move them up
and start them with middle school. Don't wait until high
school; it's too late."

' MS. SEHAM: Well, if they're getting pregnant at 10?

MS. HICKEY: That's right. This was 1like absolutely
frightening to me. My daughter is going to be 10 in July, and
I looked at her when I was going over this testimony and I
thought, you know, we're talking about a child here who very
soon could be pregnant. The other problem that we see is that
it is a referral system, so the kids come in, they get
information, but then they have to be able to get help from
whatever community resource you send them to. And then,
depending on that community resource, the help they get varies
from location to 1location, so we really need to look at not
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just expanding that program, but coming up with a way to
coordinate it to make sure that if they do have the courage to
go, then the information they get puts them in contact with a
system that helps them right away. Because what happens with
teenagers 1is, if they don't get that help immediately, they
just don't follow through on it as well as they should.

The other thing that we need to serioﬁsly think about
is, there seems to be more of a need to start early on in
health programs teaching the need-- We teach about human
sexuality, but I think we need to reinforce that with‘the need
for pre- and postnatal care. We don't always talk about, you
know, how, you know, what the needs are as far as the health
goes, and so maybe the only information these teenage girls are
getting is from a limited health progrém, and that needs to be
expanded. : )

The other thing is that, they're-- Once the teenage
mother has the baby, all right, there is 1little support
system. As far as we can determine, there are several schools
in the State that provide day-care in the school. We can think
of-— The ones that we know of are: Newark, Elizabeth, the
Heller School in Burlington County in Mount Holly, and there
may be one or two others.

Let's take Newark, for example: About 300 girls get
pregnant a year, in Newark. Their day-care program provides
slots for 20 babies, -- 20. So, you've got a need of 300. One
school, only, provides day-care. So, first of all the teenage
mother has to get the child to that day-care center; it's on a
waiting list. If she happens to get pregnant early on, then
she has a better chance of getting her baby into day-care. So
you're talking about, even where there is a system in place,
the need simply is not being met, of the girls who are getting
pregnant.

The other thing that we need to talk a 1little bit
about is: In addition to better education and more complete
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education for boys and girls, we need to talk about having
readily accessible health care for these girls. The reality is
that in many places there's no readily available health care.
Many of the family planning clinics which provide free or
low—cost health care are located in 16 places in the State of
New Jersey. Currently the State funds them at about 24%
funding, so all the rest of it comes from private sources.

Now, it doesn't take any genius to figure out the 16
centers. They are primarily in urban areas. I did talk to
them. For instance, there is one center in Cumberland County,
Vineland, that takes care of all of those South Jersey
counties, and those rural areas are places that often get
overlooked. What's provided is often provided minimally,
minimally in urban centers, but when you get into South Jersey
and rural areas, you know, these kids would have .to travel an
awfully long distance. -

So there's not the health care available to them.
It's that simple. It isn't readily accessible for them and for
their babies, and they don't, perhaps, even understand the need
for it. If they do, how are they going to get it? 1It's just
not available, and I think, unfoftunately, places 1like family
planning clinics and Planned Parenthood-- They really take a
bum rap, all right, in my opinion. They're often linked solely
with the issue of abortion, and everybody ignores all of the
other services that they are providing, where often they are
the only centers that provide those services. Coupled with the
bad rap that they get ‘and the 1limited resources available,
there just aren't enough health centers to go around.

Many people tell me that even though hospitals say
they provide services, it's a very cumbersome procedure. Even
though you may be able to get procedures through welfare, that
is also a cumbersome procedure, and the procedure often scares
off a pregnant teen. You're talking about a 1l4-year-old girl.
I mean, they really have to have a lot of moxie to persevere
and get the services that they need, and it just doesn't happen.
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Many times hospitals have a lot of cumbersome forms
that need to be filled out, and they need to verify that they
can't get Blue Cross and Blue Shield coverage. And from what I
understand, there are even some things that need to be looked
at in making sure that Blue Cross and Blue Shield are providing
the services to the pregnant daughter from the parents'
coverage. That needs to be 1looked at real closely by this
Commission to make sure that those services are being provided,
without riders, all right, without other attachments that the
employer might have to purchase. , ‘

The other area that we zeroed in on was the area of
battered and abused women, which is an area of high concern to
the Women in Education Committee. It's our feeling that-- We
mention several things. We need a really accurate system of
recording the number of cases that are occurring in the State
of New Jersey. It's not a very good system for reporting.
Women are often - reluctant to admit that they have been
battered, abused, or raped.

We have what might be considered a real radical theory
on this, but a lot of us feel that part of the problem is that
low status is given to those types of crimes. Oftentimes these
are crimes against women based on gender; I mean, you happen to
be a woman. It isn't that all of these men go out and commit
these crimes because of their mothers, all right? They happen
to be, you know, crimes against women, based on gender, and in
New Jersey you have a law for reporting different Kkinds of
biased crimes, but not on gender. The Federal government is in
the process now, I think, of passing a similar law, but not on
gender, so there 1is no basis of reporting gender crimes.
They're simply lobbed as domestic violence often, or crimes of
rape, and we all know all of the war stories about what happens
when someone reports a crime of rape, and often the crimes of
reporting battered -- of being battered and abused by a
spouse. Little protection is offered; it's low status. All
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the stereotypes exist: she deserved it, you know; it's in their
culture, you know; this is the way these women are used to
being treated, etc., etc., which is simply a bunch of bunk.
The reality is that these women are scared and they need to be
assured of some protection. And they really need some system
of counseling right away, and that often is not in place.

We offered several suggestions: One 1is that some
hospitals now have these Women Health Networks. Some programs
—— whether it's those or other programs -— need to be expanded
so that women, 24 hours a day, can be assured with one phone
call that they are going to be able to talk to somebody who is
supportive of their problem; who is going to put them in touch
with whatever health services are available and whatever
counseling services are available, because without that support
system, they often don't follow through, and that is really sad.

And also, we need to start talking about educating our
children. We need to reemphasize the need for starting early
on to teach boys and girls about stereotypes, and what they
mean. Rape is a word we seldom hear in health classes. We may
talk about sexuality, health, sex education, but we don't talk
about rape. Rape is like the biggest thing in the world and we
just say, "Oh, it's something." It was really brought home to
me, again with my daughter, when she was asking me what I was
getting ready for, and I told her one of the things I was going
to talk about was battered women and rape. She said to me,
"What is rape?" She's going to be 10, and going into the fifth
grade, and I realized as a parent that I've even been remiss by
not really sitting down and talking to her seriously about what
this meant. Certainly, she had no concept of it from education.

I think when we talk about family domestic violence--
That's another topic that we don't talk about, and I think when
you couple that with what kids learn from an early-on age as
stereotypical views, that's just reenforced.
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The last thing that we want to talk about that's of an
educational nature is: You need to look at the kind of
education that -- which we should have mentioned earlier -——
that pregnant teens are receiving. Our members tell us that
many times there are very few school programs for these girls,
and so a lot of these girls are put on homebound instruction.
It's like, send them back to Aunt Millie; we'll send them to
homebound, and they're not getting the same educational
program. It's that simple.

If a girl is in Voc Ed, she's not getting beauty
culture, being on homebound. If she goes somewhere else, to
another school, is she getting the basic reading and writing,
or is she getting comparable education? Title VI clearly says
that they should be receiving the same education. It should be
the student who decides whether they're uncomfortable being in
that educational environment, and our members tell us that many
times this is not happening, and that these girls are just put:
off somewhere or afraid to come to school, or embarrassed to
come to school, and it's not something, again, that we talk
about.

Again, for the boy, suddenly, like the girl disappears
off the face of the earth, so there's no reminder, no
responsibility that it takes two to get pregnant.

And so I think you need to 1look at some of those
educational areas. Maybe you don't need new legislation, but
you need to see what your old legislation is doing and see how
it's being monitored and how it's being enforced, because I
don't think it's happening out there, and that's something you
need to look at. Thank you. ,

MS. FOX: I have a question: How does Blue Cross and
Blue Shield and health services for the pregnant daughter --
whoever is covered-— Does it occur, or is it because the
daughter doesn't tell the parent, or——
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MS. HICKEY: I'm not-— This is an area that I was
remiss in starting to get data on until really late. It's my
understanding that Blue Cross and Blue Shield does cover the
care for a pregnant daughter, as 1long as she has been
designated as someone that's currently being covered on the
parents' plan.

First of all, the parent has to have parental
coverage, so that may limit it right there, whether the child
is available for coverage.

The second part of that is-— I understand that I'm
not clear on this and I will get more data on it, but I think
you need to look at it also. Some places are saying that there
needs to be a rider. I don't know whether that's really true
or not, but there has to be—-

MS. FOX: In New Jersey?

MS. HICKEY: In New Jersey there has to be this
pregnant dependent child rider. I don't know whether that--

MS. SEHAM: 1It's pretty much a gquarantee that they'll
never have to pay it, because most people wouldn't put that on.

MS. HICKEY: Right, and it has to be asked for by the
employer. Now that's not--— I'm getting mixed information on
that. One person who spoke to Blue Cross and Blue Shield said
that there was a need for this rider. Someone else in our
Research Division said, "No, that's not true. You don't need
this rider, as long as they have family coverage. As long as
it's a minor, they are covered." So, that's my understanding
of how it should be. That was the most current data I got
about 15 minutes before coming here, that, "No, this rider is
not something that's needed. It should be covered as long as
it's family coverage and as long as it's a dependent child."

But again, the child has to go to her parents and
explain that she's pregnant and then be able to get the
coverage that way. And of course, once the delivery occurs,
there is no coverage for the child of the child, all right? So
the child of the child--
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MS. SEHAM: The parent would have to go to the
employer, too.

MS. HICKEY: The parent would have to—-— Now the
parent, who 1is often a teenaged girl, has to go and get
coverage for the child.

MS. SEHAM: No, but I'm saying the teenager's parent
would have to go to the employer—-

MS. HICKEY: Right.

MS. SEHAM: --to get that coverage applied, which
would be another embarrassing thing, and another possible
obstacle.

. MS. HICKEY: Right, right. And sometimes that just
doesn't happen because the parents, unfortunately, may be the
last to know, so that that early on health care is not there
because the teenager just doesn't go for it. They just don't
go to their parents.

MS. THORNTON: May I just add something? As I'm
sitting here and listening, only because this is so current in
what I'm working on with the Committee-— One of our primary
studies right now in dealing with espécially, teenage
pregnancy, is the whole area of drug and substance abuse and
the concern about lack of education in health services to
assist any adolescents who may be abusing substances, who get
pregnant, and then have no place to turn. What we're seeing is
just a skyrocketing number of children being born today --
infants who are addicted to substances -- which is going to
impact so heavily on our society. I just emphasize the need,
more and more, for health services for young women -- for all
women.

Substance abusing women need help immediately.

MS. HICKEY: Absolutely.

MS. THORNTON: The services just aren't there.

MS. NEWMAN: The Division on Women has a Domestic
Violence Prevention Program that has an educators' training
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component which works with the educators and teaches them how
to recognize the symptoms of domestic violence as exhibited by
the children. Would some similar type program -- because I'm
thinking, I'm in Newark, and the number 300 sounds awfully low
to me, considering the number of births to teenagers--

MS. HICKEY: That's reported.

MS. NEWMAN: --in UMDNJ alone. It sounds like it's
higher than that. But, would a similar type program of
teaching the educators on how to teach teenagers and middle
school and even, I guess, in places like Newark, the elementary
school-- Would something like that be helpful to the teachers?

MS. HICKEY: Oh, yes. Absolutely. Because I think
the information 1s so current that unless you can get the
current information out there-- You know, you have people who
may have gotten their education 10 or 15 years ago, they need
to have access to the most current information so that that can
help them in what they do in the classroom. It's really
important.

MS. NEWMAN: Because as I was listening to you speak,
I was thinking, how important is the role of the teacher in
this educating? You've got the children for most of the day,
and many teachers don't want to admit that there's a
- possibility —-- because they have the old ideas, that this just
doesn't happen. There are, unfortunately, too many people in
New Jersey who don't believe that teenage pregnancy 1is a
problem.

Perhaps the teachers in Newark might know it a 1little
better because they see it more often, but I was Jjust
wondering, how much of an active role do you see the teachers
playing in trying to combat this problem?

MS. HICKEY: I think that if you don't have the
educational system on board, and they don't start to educate
those children from elementary school on, it's a very difficult
proposition, because where are they getting the information
from if they're not going to get it from the school system?
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You have to then rely on them either getting the
information .« from their parents or getting their information
from some other institution -- churches perhaps, okay? -- but
there's no other source of information. That's why we were so
pleased with that new youth-based c¢linic 1idea, because, at
least it seems to us, the school was going to be the center of
where the child is going to look to get information. If the
school can't provide the information, then the child often is
at a loss to know where to turn to get that information, and
they do have rapport, perhaps, with their nurse, with their
counselor, with their classroom teacher, and they have to
have—- The teacher and the school have to have that
information available so that when the child comes, they've got
the information to provide to the child. Then there's got to
be a system in place where the information means something,
that there is somewhere you can go for help, but it's critical--

MS. NEWMAN: We've had horror stories of -- and-
fortunately there are some very good social workers out there
who can recognize it-- There was the case of a teenager who
after she had the child, didn't know what to do with it; didn't
know how to feed it and didn't realize that the baby could not
hold the bottle itself, but that she would have to hold it. If
there were a program as you describe in the school to teach

them not only about caring for themselves -- perhaps in life
skills courses -- but also how to care for the children-—-
MS. HICKEY: Right. If you could have more

school-based child care for these women who have the babies,
then they could get the information from the schools. That's
one of the things I mentioned. It seems to me it's absolutely
a hand-and-glove relationship. If you could get more of those
day-care centers in the schools, then they could provide the
information. Then the pregnant teen -- excuse me, the mother
who is now a teenager —-— would have a source of information
right there to get all the information she needs about how to
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care for the baby, now that she has it. Right now, that
information is just not available. It's critical, and if the
school, through that youth-based clinic, <could provide
information, here's where you go to get information on prenatal
care, even have those 1little pamphlets there, have the
information there, have a resource there that would tell them,
you know, some of the things they need to start doing, I think
it would make a big difference, because right now they're not
getting that information anywhere, that I can determine.

MS. THORNTON: I think in Elizabeth, where they have
the day-care, they rotate the teenage mothers through that
day-care center, and it's part of their family 1life. Don't
quote me, because I may not be accurate on location, but there
are some sites where they are, in fact, providing day-care, and
it is the teenage mothers who are actually there caring for
these infants and learning how to care for them at the same
time. So, they have found a way to meet a social need with an
educational component, which-- But, we just don't have enough
of that.

MS. FRANCIS: Well, you used the magic words that I
was going to ask about, which are "family life education." The
mandate that exists in New Jersey for that is up for renewal, I
understand, within some months in the fall. It was a five-year
mandate, which is going to be looked at again, and I would be
interested —— I mean, I think I know what your answer would be,
but my question is: Would you recommend renewing it?

‘MS. THORNTON: Absolutely.

MS. FRANCIS: Would you also—- In line with your
third recommendation, where you say, "There should be
educational health programs to provide information on gender
stereotyping, domestic violence, rape," and so on, it seems to
me that that is part of what the intention of family life
education was, but I also know that when it was set up, it was
carefully framed so that local-—- The curriculum planning was
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left to the local districts, probably rightly so given the home
rule mentality in this State. It may not have gone through
otherwise. But could you see recommending any part of
curriculum to be mandated to include some of these topics along
with the renewal?

MS. HICKEY: Well, I think it's a good idea to at
least recommend what you think topics should be, and then it
seems that you can still allow the local school district to
best then fashion how those topics might be covered in their
school district. But it would seem to be logical to at least
have a list of topics that you feel are important areas that
need to be addressed. You can still bring in that concept of
home rule by saying, "Okay, you need to discuss rape. You may
decide here 1in this particular district whether you should
discuss it in the fourth grade or in the fifth grade, and how
you are going to handle it," or whatever, which still allows
for local flexibility. Without a 1list of things that need to
be addressed, I think that, unfortunately, there may not be
enough consistency from district to district to ensure that
family life education really covers a lot of critical topics.

MS. FRANCIS: Is NJEA concentrating on that renewal
issue? ‘I mean, are you prepared to address that?

MS. HICKEY: We're aware of it, and I believe that we
have a program, you know, a system in place where we're going
to be addressing that, but we were in favor of that the last
time. We offered testimony on that, and we believe it's
something that really needs to be looked at. '

MS. FRANCIQ: If it's as controversial this time as
last time, it will be interesting.

MS. HICKEY: 1It's going to be controversial. I think
that part of the problem—— The reason for that is that Yyou
often find parents who feel that, you know, here we have
schools, and perhaps government, interfering in things that are
strictly family issues. But I think that we have such a need
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in this State and that if you 1look at those statistics for
pregnant teenagers, it's not something that we can ignore. I
think we can't just say that this is a family matter to be
discussed. It's something that's critical. We have to start
educating, and educating early on, because there are those
horror stories. I mean, I have been out of the classroom for
five years, and I was an eighth grade teacher. The last year I
was there I had a girl come back in the ninth grade -- and 1I
taught in Toms River, okay, not Newark -- with her baby in
hand. That was five years ago, and she was pregnant almost as
soon as she graduated from eighth grade, and was not continuing
her education. It was a very depressing situation. As you
say, many of these cases are not reported, so I think that
7022, which was from 1988, really represents only a portion of
the number of pregnant teens in the State of New Jersey. So,
they're not getting education at home, and they've got to get
the information somewhere. ‘

MS. FRANCIS: One 1last question about, again, a
controversial issue, but there was a bill proposed that didn't
get too far in the Legislature, to say that school-based
clinics should not be allowed to dispense any information on
birth control, or pregnancy-related issues, especially abortion
referrals, etc. Does NJEA have a position on that bill, and
how would you say that issue should be addressed?

MS. HICKEY: I'm not an NJEA lobbyist. We work in the
Instruction Division, so I'm not sure what our position is. I
can tell you that we have strong pclicy that says that we are
in favor of reproductive freedom for women, and that included
in that policy there is information that says we believe that
information should be provided on all methods of birth control
to men and women. If that means through clinics or whatever,
we strongly advocate that position. This I know about, since I
was instrumental in our passing that policy. I know we have
strong policy on that.
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MS. FRANCIS: Thank you.
MS. FOX: Does anybody else have a question? (no

response) Thank you.

MS. HICKEY: Thank you.

MS. FOX: This concludes our hearing. We'll be using
this information for our own discussions, and will also
hopefully be providing it to the Governor for his study of
health care in New Jersey. Thank you.

(HEARING CONCLUDED)
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Alcohol and Drug Addiction Among Pregnant Women

The estimated number of births in the United States affected by
alcohnl and drug use is 300,000-375,000. There were 117,000 live births in
New Jersey in 1989. Using the national estimate of 11%, there were 12,870
drug exposed infants born in New Jersey last year. Using the FAS rate of
1/500 births, there were 234 FAS babies born. The total number of drug and
alcohol exposed babies in New Jersey is at least 15,210. Many more bhabies
were born with fetal alcohol effects, which are not included in this
estimate. There are large variations in rates due to geographic ard
demographic differences. We have been told the rate is 35-50% in Atlantic
City and Trenton and higher in Newark. In New Brunswick both local
hospitals are conducting a survey to determine actual prevalence there
among all women admitted for delivery. This data is not routinely
collected and reported. :

The societal response has been one of denial followed by
mystification. "why don't they stop?", Ted Koppel asks for the American
people. This question misses the most essential fact about addiction:
that it is, by definition, characterized by loss of control, the inability
to stop. Addiction is not willful misconduct. It is a physiological and
psychological urge like an instinct. The craving is so beyond human
understanding that laboratory animals take cocaine until death. . Treatment
programs operate like traditional therapy tut in part they do what has been
called a "braimwash" about addiction. Ewven with intensive work in this
area, relapse is not uncanmon and may serve as part of the recovery
process. Nonetheless treatment does work. We have scores of women, whose
lives were hopeless a year ago, who now have clean and sober babies and
lives, :

The next societal reaction is: "If they can't control themselves, we
should control them."” Nationally, fifty women have been prosecuted for
distributing drugs to a minor, their fetus. Between 18 and 25 states
regard a positive toxicology or drug screen at childbirth pro forma as
evidence of neglect. Children are removed from their mother's custody
straight fram the hospital.

In New Jersey, there has been at least one prosecutor, who asked the .
Health Department to join him in prosecuting a pregnant addicted woman.
When offered treatment, the woman consented. When a hospital or physician
reports a drug exposed infant to DYFS, a family investigation is
undertaken, the baby is not automatically placed. This year there will be
funds for family interventions to teach the methodology to DYFS drug ard
alcohnl workers. Drug and alcohol addicted families can be organized and
empowered to move their addicted loved one into treatment, possibly instead
of removal of children.
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Pregnant addicted women cannot give their babies what they do not hawve
themselves. When 935 mothers of low birth weight babies were offered
intervention, 96% agreed ard complied for three years. These wamen want
and need care and treatment, not censure and punishment. What if an arrest
for DWI were to constitute reckless endangerment of minor children? What
if these drivers were subject to prosecution and loss of custody because
they drove while intoxicated? This is not likely to happen, in part,
because intoxicated drivers are mostly men, middle class, and white.

Alcohol and Drug Problems
Progress

- Consumption of alcoholic beverages is declining and has been during the
last decade or so.

- Cirrhosis of the 1liver, a leading indicator of late stage chronic
alcoholism, is down, reflecting intervention and treatment at younger

ages.

- Drug use in high schools is also on a dowrward trend according to the
most recent national survey.

- Drug related emergency roam contacts in the last quarter of 1989
dropped 20% after a long period of steady increases.

- A dopamine receptor gene has been located which may help explain
addiction. This woulf ~~—<*-= = long held hypothesis that there is a
genetic bhase.

- Self help networks are available everywhere. They are free and
demonstrate success for over a million people in the United States.
There are 1,500 meetings a week in New Jersey.

Obstacles

- Only 30% of the Government's 10 billion dollar effort is
earmarked for treatment.

- Objective clinical drug and alcohol assessment and testing are still
not routine in health settings, correctional facilities, social service
agencies, work and school settings.

- Treatment for addiction is not available to all who request it,
especially underserved high risk groups, the poor, and anyone
with any complications such as medical or psychiatric problems, hearing
impairment, disability, acting out behavior, homelessness, etc.

- Clients are seldom matched to treatment setting based on
characteristics which predict outcome. For example persons with intact
family, employment and health can recover with intensive
outpatient, but they are the ones who are sent to residential
treatment because they have good insurance coverage. '
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With all of the treatment available, we are only serving one in fifteen
or twenty addicted persons.

Alcahol and Drug Addiction: Tts Tmpact oan Women

The illness is telescoped. Wamen get sicker faster, using less of
the substance.

Wamen suffer more medical and social consequences from drinking and
drugging.

Addicted wamen are stigmatized and the thought of pregnant addicted
wamen offends. Wamen are held to a higher standard of conduct.

Men with addicted women desert them. Women with addicted men and
children stay, thereby developing the co-dependence syndrome, an
illness in its own right, characterized by medical and emotional
symptoms and impaired functioning.

Wamen are more likely to begin drinking in response to death divorce
or disability, their own or a loved one's.

Alcohol and Drug Addiction Services for Women

Wamen in treatment usually do have access to separate wamen's treatment
groups. This is essential to allow a forum for dealing with incest ard
abuse, both of which are almost universal in an addicted population.

There are eight halfway houses for alcohol and drug addicted wamen in
New Jersey. They are safe refuges to support the recovery process.
Each one has to turn away up to two dozen wamen in need of such
placement daily.

The local Councils on Alcoholism and Drug Abuse do advocacy and
education on wamen and addiction. Each staffs county task force. Some
have removed alcohol from maternity wards. Others have gotten local
ordinances to require posting warning signs "A pregnant wamen never
drinks alone." and other health warnings.

In the eight perinatal care centers with the highest risk for infant
mortality, risk reduction specialists screen pregnant wamen for drug
and alcohol use and addiction. Five hundred addicted women were
identified and counseled last year.

Ten residential treatment programs have developed a pregnant women's
treatment initiative. Last year 356 wamen were treated. Between 125
and 200 of them were pregnant. All records did not contain notes on
the pregnancy. This problem has heen corrected for this year and the

program has been expanded by one third.

A comprehensive one stop multi-service center has been established in
New Brunswick to offer support to pregnant addicted wamen. Treatment
for addiction, child care, transportation, parenting training are all
accessible from one little white house.
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~ Several programs are now offering simultaneocus ‘treatment to the
children of addicted families while the mothers are in a group of their
own on an ocutpatient basis.

- 1Intervention with low birth weight mothers and babies has been shown in
rardomized clinical trials to improve both academic performance and
behavior problems, raising I.Q.'s 6 to 13 points.

- Proper nutrition and regular perinatal care have been shown to produce
healthier mothers and babies by raising low birth weight and early
detection of potential problems.

Obstacles

— The Wanen, Infant and Children Nutritional Supplementation Program has
been cut at the federal level duwe to an 8% increase in food prices.
This means less cheese, pearmit butter and juice for precgnant wamen.

- Perinatal care is also experiencing cutbhacks. In Monmouth County, one
center, which serves 600 pregnant wamen a year, will be curtailing
services. ’ : '

- Low birth weight is of such seriousness, it persists across
generations. Black mothers who are middle class still hawve twice as
many low birth weight babies as their white counterparts.

- Specialized care for children damaged by cocaine addicted mothers
is estimated to have surpassed the 2.5 billion dollar lewvel this year.

Recammendations

We need a statewide Commission or O0Office on Families, Health and
Addiction. Waomen and children need specialized programs and they need
improved cooperation among agencies which serve them. New Jersey data
should be gathered, cases documented, adkocacy offered. There should be a
state plan transferring new knowledge from empirical research into programs
to strengthen families and to prevent their deterioration. The state plan
should incorporate education, health and welfare objectives.

There are other public policy options deserving of consideration by
such an office.

They include:
- Pregnancy testing in all drug amnrl alcohol treatment programs.

- Drug ard alcohol assessments and testing in all perinatal care
programs .

- Ban on alcohol and tobacco advertising.

- Drug and alcohol testing for all traumma cases in hospital
emergency rooms.
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- . Holding alcoholic beverage license holders responsible for serving
pregnant wamen the way we do for underage persons.

- Posting warning signs in all obstetric and gynecological service
settings.

- A household survey of needs and public support.
- Efforts to combat racism, sexism and classism.

There are other public policies which would be of immediate help and
which require little debate:

- Establish a master plan for siting facilities for addicted women
and children, superseding local zoning recuirements.

- Require interagency linkages among service providers. as part of
funding. These include drug and alecohol treatment, perinatal
care, medicaid for the unborn, AFDC, DYFS, special educatlon, WIC
and others.

- Codify for interagency cooperation the methodology for exchange of
information while protectmg confidentiality and privacy.

- Allow for fast track administrative reviews and approvals for
Certificate of Need, licensure and rate setting mechanisms for
treatment facilities to serve pregnant addicted women and their
children. .

- The federal funds should have 25% women setaside, 10% of which is
earmarked for pregnant addicted women.

There are special treatment needs of this population. It is a very
deprived group. As individuals these women have been victimized. Every
fifteen seconds a woman in America is beaten. Some of these women display
sexual acting out, even prostitution. Usually they are incest survivors
and frequently they are in abusive relationships. (These provocative
behaviors are defenses that disappear with good treatment.)

These women need support of the kind that is demonstrated to be
effective. They need long term, in home support for recovery from
addiction and help in caring for the infant, (often a difficult and damaged
infant). Providing services to these wamen now will prevent the specter
the Trenton Times described of one third to one half of all Trenton school
children in the year 2000, handicapped in academic performance and behavior

problems due to drug exposure in pregnancy.
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A pregnant addicted wamen has the right to:

be treated with dignity and respect.
sufficient and healthful food.

intervention and treatment for addiction.
safety and security.

freedom from physical harm.

freedom from sexual abuse and sexual pressure.
perinatal care and treatment.

child care sufficient to participate in addiction and perinatal
treatment.

transportation sufficient to support treatment for addiction and
pregnancy. ’

housing for herself and her family.
education in the stages of development of the infant and child.

education in the special needs of drug and alcoholb affected infant
ard child. .

social and emotional support to ongoing recovery.
confidentiality and privacy in the handling of her treatment needs.
HIV counseling, testing and treatment.

Information about benefits and services available to her and her
family.



Division of Alcoholism and Drug Abuse Funds Treatment
for Pregnant Alcoholics and Addicts

looholism and Drug Abuse has
~

one client named her

e nu
A 2ddressed

them feoir ¢

er nlace ¢

i -

fter completing
we wouldn't even

h]

A

e




Pregnant Women's Treatment Programs

Center for Addictive Illness
95 Mount Kemble Avenue
Morristown, New Jersey 07962-1978

Contact Person:
(201) 285-4700

Claire Bogan

Century House

Riverview Medical Center

35 Union Street

Red Bank, New Jersey 07701
]

Contact Person:
(201) 530-2415

Mary Anne Ruane

Harbor, The
1405 Clinton Street
Hoboken, New Jersey 07030

Contact Person:
(201) 656-4040

Dennis E. Bosco

John E. Runnels, Hospital of Union
County

Bonnie Burns Road

Berkeley Heights, New Jersey 07922

Contact Person: Jeff Firsichbaum

(201) 322-7242

New Hope Foundation, Inc., The
P.0. Box 66
Marlboro, New Jersey- 07746-0066

Contact Person:
(201) 946-3030

George J. Mattie

£y
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Parkside Lodge of New Jersey
East 2nd Street and Pancoast Road
Moorestown, New Jersey 08057
Contact Person: Jane Rinkin
(609) 235-7900

Seabrook House

705 Polk Lane

Seabrook, New Jersey 08302
Contact Person: Ed Diehl
(609) 455-7575

Sunrise House

P.0. Box 600

Lafayette, New Jersey 07848
Contact Person: Beth Nathan
(201) 383-6300

Turning Point, Inc.

P.0. Box 111
Hilltop-Sanitarium Road
Verona, New Jersey 07044

Contact Person:
(201) 239 9400

Jim Piero

West Jersey Hospital f

Residential Alcoholism Treatment
Program

Northern Division

Mt. Ephraim and Atlantic Avenues

Camden, New Jersey 08109

Contact Person:
(609) 342-4505

Ted Millard
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I'm Deborah Ellis, the Legal Director of the ACLU of New
Jersey, and I'm pleased to havé the opportunity to testify here
today. Before coming to New Jersey, I vas -a staff attorney at
the Women's Rights Project of the national ACLU office in New
York. One of the areas I concentrated on there was gender
discrimination in linsurance and since coming to New Jersey I have
continued that work, writing an amicus brief for the ACLU and
other groups challenging Blue Cross/Blue Shield's use of gender

based rates in its individual policies.

In my testimony I urge a simple amendment to New Jersey's
statutes: that the ﬁUnfair Discriminationk provision of the
insurance law, N.J.S.A. 17B:30-12 be amended to prohibit health
insurance rates based on gender as vell as the prohibitions it
nov contains: "discrimination based on race, creed, color,A
national origin or ancestry."/l1l My recommendation stems from the
fact that it is still not.only possible, but common, for
insurance companies to charge health insurance rates based on
gender. Because vomen are éenerally charged higher rates than
men for health insurance, this discriminayion has severe economic

harm. For women vho are not provided health insurance by their

1/ Section 17B:30-12 provides:
No person shall discriminate against any person or
group of persons because of race, creed, color,
national origin or ancestry of such person or group of
persons in the issuance, withholidng, extension or
reneval of any policy of life or health insurance or
annuity or in the fixing of the rates, terms or
conditions therefor, or in the issuance or acceptance
of any application therefor.

See also N.J.S.A. 17:29B-4(7)(c).
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employer, an increasingly large segment of the population, the

resultant high premiums can put health insurance out of their

reach.

Let me explain some background. Title VII of the Civil
Rights Act of 1964, 42 U.s.C. Section 2000e et seq., prohibits
differential rates or benefits for insurance offered through
employment, including pension and annuity plans. Thus, for those
vomen and their children wvho are fortunate enough to have health
insurance coverage through their employer, there is no problem.
However, in all other cases insurance companies continue tb
charge vomen more for health insurance. The only exception is
Blue Cross/slue Bhield, a company that is highly requlated in New
Jersey and has been prohibited from basing rates on gender. 1In
sum, the private insurance market is one of the only areas in
American life where overt discrimination on the basis of gender
is still tolerated. That this discriminatory practice is
videspread does not, hovever, justify its perpetuation in the
face of New Jersey's constitutional mandate of equality contained
in Article I, paragraph 1. As I'll talk about in more detail‘
below, other invidious classificatlions, such as religion and
race, once videly used by insurance companies, are no longer used
in recognition that such discrimination is unconstitutional and
inherently unfalir. For reasohs both of civil rights and economic
equity, the ACLU believes that gender can no more be a basis for
insurance pricing than can other prohibited classifications.

When they are charged more for health insurance, women and

-3~
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children in the ever-groving number of female-headed households
suffer adverse health consequences. Concentrated in low-vage,
part-time and small buéiness jobs, women are less likely thén men
to recelve insurance benefits as employees, and are left with
purchasing health insurance on the individual insurance market.
The higher health insurance rates women face lead them to
purchase less comprehensive coverage or no insurance at all.
This absence of affordable insurance coverage in turn reduces
access to health care to the detriment of women and their
children./2 These effects are particularly severe fdr vomen and
children of color. For examble, African American children in
~employed families are far less likely than their white
counterparts to be insured./3

Although it is true that insurance companies group people
for risk classification, it is also true that any individual can
be grouped according to several characteristics for health
insurance: religion, race, gender, ethnicity, age, reéidence,
smoking, alcohol use, weight, hazardous work and hobbies, medical
history, diet and exercise, and that many, if not all, of these
groupings might be useful tools to predict accurately the risk of

anticipated loss. Howvever, when insurers classify by the

2/ Babies born to women without insurance are 30% more
likely to die or be seriously ill at birth. See "Bables of

Uninsured Parents Found to Be at Risk," N.Y. Times, Aug. 24,
1989, at Bl3.

3/ More than 30% of African American children in moderate-
income families had no employer coverage in 1986, as compared to
less than 20% of similarly situated white children. Children's
Defense Fund, "A Vision For American's Future," at 7-9 (1989).

-4~
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prohibited classifications of race, religion, ethnicity, or

gender, they run afoul of New Jersey's constitutional commitment

to treat people as 1ndiv1duals, not as members of racial,
religious, sexual, or ethnic groups.

The same Jjustification that is now offered to explain gender
classifications -- actuarial relationship of the classification
to the risk of loss -- was once a rationale accepted for charging
differential rates based on other prohibited characteristics,
such as race and religion, even though risk classifications based
on religion or race are nov rejected as unconstitutional and
contrary to public policy. See Lange v. Rancher, 262 Wis. 625,
56 N.W.2d 542 (1953) (state insurance commissioner may not bar
African Americans from state insurance program simply because
statistics show that African Americans as a group have a lover

life expectancy)/4; J. Greenberg, Race Relations And American Law

-87 (1959) (discussion of state statutes prohibiting race
discrimination by insurance companies).

The statistical arguments that are now advanced to justify
gender based rates are identical to those advanced in the past to

validate rates based on religlon or race and are equally

4/ In Lange the insurance commissioner defended the
discrimination and the trial court approved it for a reason
analogous to that of Commissioner Merin here, i.e., that it was
generally accepted in the insurance business. "[I]lt is the
practice of life insurance companies generally, that insure both
vhite and Negro lives, to differentiate betwveen them, either by
charging a higher premium for insuring Negroes, or alloving a
lesser commission to agents for selling insurance to Negroes, and
limiting the solicitation of Negroes." 262 Wis. at 635-36
(Pritz, C.J., dissenting).

-5-
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unconstitutional. Although statistical differences between
raclal and religlious groups still exist, especilally in the area

of health and life insurance, see e.q., Los Angeles Dep't of

Water & Power v. Manhart, 435 U.S. 702, 709 n.15 (1978), today

insurance companies properly do not use race or religion as a
classification characteristic./5 Thus, stripped of the aura of
mystery surrounding statistics and actuarial tables, the
industry's use of gender as a proxy for other characteristics is
most aptly described as an administratively convenient
generalization.

George Santayanna said that those who do not learn frm the
past are condemned to repeat it. In that context, I think it is
important to note that hisforically, the rating and
classification practices of the insurance industry have been in
tension with the ideals of equality for which America strives.
In the 1870's the first insurance offered to freed African
American citizens vas offered at the same rates as to white
customers./6 By 1881, however, lnsurance companies found that

mortality differences made it administratively convenient to

5/ Howvever, there are still those who support
discrimination against racial and religious minorities. See
Benston, The Economics of Gender Discrimination in Emplovyee
Fringe Benefits: Manhart Revisited, 49 U. of Chi. L. Rev. 489,
511-12 (1982) (arguing that the additional risk of sickle cell
anemia in African Americans or Tay-Sachs disease in Jews should
be accounted for by charging higher life insurance rates for
African Americans and Jews).

6/ M. James, The Metropolitan Life: A Study in Business
Crowth 338 (1947).
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charge higher rates for African American customers./7 Some

companies started to apply higher premium schedules for African

Americans than for vhlté'customers, charging African American
customers one-third more, or providing one-third less insurance
for the same premium than for whites. Other companies stopped
vriting insurance on African Americans entirely or denied
commissions to agents who sold policies to African American
customers./8

Massachusetts was the first state to outlaw these practices;
in 1884, led by a African American legislator, it passed a law
forbidding the charging of higher premiums to African American
citizens.than to white citizens./9 Despite protests by insuzance
companies (some companies entirely refused to do business with
African American customers, leading to the rise of insurance
companies oﬁned by African Americans)/10, a few other states,

including Nev Jersey in 1902, soon followed Massachusetts'

7/ F. Hoffman, History of the Prudential Insurance Co. of
America 137 (1900).

8/ 1d. at 137-38; M. James, supra note 6, at 338. See
generally, G. Myrdal, An American Dilemma: The Negro Problem and
Modern Democracy 316-17, 955, 1262-63 (1944) (history of
differential treatment accorded blacks by wvhite insurance
companies); M.S. Stuart, An Economic Detour: A History of
Insurance In The Lives Of American Negroes (1940); G. stephenson,
Race Distinctions In American Lav 138-140 (1910); Note, The

Constitutionality of Racial Classifications in Mortality Tab
11 Rutgers L. Rev. 757 (19567, —— — o0 TOELality Tables,

9/ F. Hoffman, supra note 7, at 153; Mass. Ge
175, section 122. Sdpra ’ ; n. Lav Ann. ch.

10/ G. Myrdal, supra note 8, at 316-17.
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lead/11 although most states continued to allov companies to

charge higher rates to African Americans. As late as 1961,
insurance texts justified race-based rates as "rational
discrimination" contending that "[t]lhere is no more social
discrimination involved in setting a different rate for a race
wvhich shovs a higher average mortality than there is in setting a

different rate for any other statistical reason." R. Mehr & R.

Osler, Modern Life Insurance 471 n.8 (3d ed. 1961).

Insurance companies have also used religious

characterizations to set rates. As recently as 1954, Harry
Dingman, the Vice President of Continental Assurance Company,

combined statistical knowledge with stereotypical assumptions to

advise insurers:

Jew tenacity of life is notorious .... Despite urban

- crowding, tuberculosis and other infections, disease
has taken less toll of Jews than non-Jews. Now that
urban living has proved superlior to rural in longevity
the Jew is a better life risk than heretofore. He
drinks less than non-Jews. He has syphillis less often.
He eats too much, with higher than average incidence of
obesity and diabetes .... For life insurance, Jevs are

excellent risks .... For disability insurance, Jews
are expensive./12

When charged with discriminating on the basis of race and
religion, lnsurance companies, as they dovtoday to defend rates
based on gender, argued that 1t would bankrupt the industry to

prohibit such classifications. For example, in 1900, after the

11/ Connecticut outlaved race discrimination in insurance in
1887, Ohio in 1889, New York in 1891, Michigan in 1893, Minnesota

in 1895, and Newv Jersey in 1902. M. James, supra note 6, at 448
n.70. .

12/ H. Dingman, Risk Appraisal 116 (1954).
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first anti-discrimination laws were passed, a statistician for
the Prudential Insuranqg Company fulminated that race
discrimination laws veie motivated by "sentimental
considerations”" and "in defiance of the lavs of mortality and
ordinary business conduct."/13 Although, like gender based
rates, the industry defended the race based rates as necessary
for its financial well-being, in fact, no economic dislocations
occurred in insurance markets following the introduction of non-
discriminatory rating practices.1l4

The use of rates based on race and religion declined in the
1960's. In the wake of the civil :ights movement, insurance
companies realized that if they did not voluntarily desist from
such practices Congress inevitably would enact legislation
prohipiting them from charging differential rates./15 Because
the transition was voluntary, it was not monitored by any federal

agency or state commissioners./16 1In fact, although it vas

videly believed that insurance companies had completely stopped

using race and religion in insurance ratemaking, a recent survey

13/ F. Hoffman, supra note 7, at 153, 138.

14/ See, e.g., M. Gray.and S. Shtasel, lnsurers are
Surviving Without Sex, 71 A.B.A.J. 89, 91 (1985).

15/ Although rates based on race and religlion have alvays
been constitutionally suspect, the Supreme Court's decision in
Jones v. Alfred Mayer Co., 392 U.S. 409 (1968), that 42 U.s.C.
Section 1982 applies to private as well as public entities, made
explicit the illegality of rates based on race. See also
Patterson v. McLean Credit Union, 109 8. Ct. 2363, 2369-72
(1989) (Section 1981).

16/ See Justifying Unisex Insurance: Another Perspective, 34
Am. U.L. Rev. 329, 352 n.139 (1985).
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by the National Association of Insurance Commissioners ("NAIC")
revealed that some companies continued to charge higher rates to
African Americans on wﬁQle life pollicies so0ld years ago. NAIC
immediately condemned the practice as "inherently unfair and
unacceptable as a matter of public policy." NAIC Resolution
Regarding Race Differential Premium Rates, Adopted June 1988.

As with the history of race discrimination in insurance,
today leglislatures, insurance commissioners and courts are
gradually recognizing that gender based insurance rates are also
invidious in a nation committed to equality. 1In 1985, Montana
became the first state to bar g;nder in all forms of insurance.
Mont. Code Ann. 49-2-309./17 1In 1987 Massachusetts became the
first state to ban administratively gender discrimination in all
~ forms of insurance. See 211 C.M.R. 35.00 et seq. Folloving the

decision in Bartholomew v. Foster, 541 A.2d 393 (Pa. Commw. Ct.

1988), aff'd mem., 563 A.2d 1390 (Pa. 1989), the Pennsylvania
Insurance Commissioner pioposed regulations banning gender
discrimination in all forms of state approved insurance.

The New Jersey leglslature expressed its disapproval of
religious and racial classifications long ago, see N.J. Stat.
Ann. 17:29B-4(7)(c), and the "inherent unfairness" of gender
based rates led a previous Nev Jersey Insurance Commissioner to

.

recommend that they not be used for auto insurance. He found:

17/ Three other states, Hawalii, Michigan, and North
Carolina, bar gender rating in auto insurance only. Hawall Rev.
Stat., tit. 17, sections 294-33; Mich. Comp. Laws 500.2027(c);
Gen. Stat. N.C., sections 58-30.3 and 30.4.

-10-
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Sex-based classifications are of the highest order of
concern. Price classifications based on sex-related
stereotypes amount to the type of discrimination which has
been targeted for.elimination of all phases of commercial
life by New Jersey's courts and legislature. Sex
discrimination is no less offensive to the public policy of
this State than discrimination based on race or religion./18

In March, Judge Sylvia Pressler of the Appellate Division
invalidated the demographic rating system used by Blue Cross. In

the Matter of the November 14, 1989, Non-Group Rate Filing by

Blue Cross_and Blue Shield, 239 N.J. Super. 434 (App. Div. 1990).
Although she did not reach the issue presented by ACLU-NJ and

other groups as amici curiae that qender-based rates violate the .

constitution, she suggested that the Legislature might opt to
delete gender rating in the future, either "as a matter of
constitutional pré%ription or public policy." 239 N.J. Super. at
453 n.6. '

When Newv Jersey adopted a new constitution in 1947, the only
change was‘that the word "persons" wvas subétituted for "men."
The legislative history demonstrates that this change wvas.
intended to guarantee full equality for women. For example,
Governor Alfred E. Driscoll made specific reierence to the
equality issue in his ciosing remarks to the Constitutional
Convention:

1, for one, do not presume to review the choices you
have made in free and open Convention. Who is to say

18/ In _re Hearing on Automobile Insurance Classifications

and Related Methodologies, Final Determination, at 41, para. 127

(N.J. Dep't of Ins. Apr. 1981), rev'd & remanded on other
ounds, No. A-3909-80T2 (App. Div. May 23, 19853).

-11-
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that the law . . . which [(vas] fixed by . . .the Blll
of Rights since 1844 is any more fundamental in
character then the [new) law of taxation, or of labor

relations, or than of egual rights for women.
I Proceedings of The New Jersey Constitutional Convention at 929

(1947) (emphasis added). See also Note, Rediscovering the New

Jersey E.R.A.: The Key to Successful Gender Discrimination
Litigation, 17 Rut. L. J. 253, 270-75 (1986)(discussion of 1947

Constitutional Convention); Comment, Sex Discrimination and the

Newv Jersey Constitution After Peper v. Princeton, 6 Women's

Rights L. Rep. 133, 135 n.27-30 (1980)(same). 1In Peper v.

Princeton University Board of Trustees, 77 N.J. 55, 78 (1978),

the éhpzeme Court affirmed that the change from "men" to
"persons" in the 1947 Constitution granted women "rights of
employment and property protection equal to those enjoyed by
men." |

Integrating Nev Jersey's strong commitment to gender
equality with insurance case law andApollcy from other
Jurisdictions compels the conclusion that charging vomen more for
health insurance cannot be reconciled with Article I, Paragraph
1 of the New Jersey Constitution. Application of New Jersey's
constitutlional bal?ncing test reveals that there is no showling of
public need that could be made here to justify the infringement
of an important personal right, especially because "New Jersey
accords a high priority to the preservation of ﬁealth." See

Right to Choose v. Byrne, 91 N.J. 287, 308-09; 304 (1982).

Although 1t may be administratively convenlent for insurance

companies to use gender based classifications as a proxy for

-12-
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individual characteristics, Tomarchio v. Township of Greenwich,

75 N.J. 62, 72 (1977), Feaches that administrative convenience
never Jjustifles discrihination. Arguments from administrative
convenlience are nothing new and are not confined to insurance.
Employers also once engaged in the same sort of invidious but.
convenient discrimination in selecting their wvorkforce; for
example, hiring only men for jobs which required physical
strength, despite the fact that many individual wvomen could

perform the work equally well. See, e.qg., Dothard v. Rawlinson,

433 U.S. 321 (1977). In Peper v. Princeton, supra, the Court

held that "sex based presumptlions," 77 N.J. at 79, could not be
used to deny women employment rights. Nelther can éuch sex
based presumptions be used to "jeopardize the health ... of poor
vomen." Right to Choose, 91 N.J. at 310. It is time to demand
equality in the insurance market so that gender stereotfping can
be eliminated from ihsurance, together with the attendant
economic harm to individual women and their children that it
causes. I urge the Commission to rectify the omission of gender
in the New Jersey pzohibitién on insurance discrimination by
adding "gender" to the list of pzohibiteamdiscriminations in
N.J.S.A. 17B:30-12(a). Thank you for the opportunity to testify

here today.
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ABC NEWS NIGHTLINE Show #2567
Air Date: June 19, 1990

Juiling Pregnant Drug Users:
Does It Help or Hurt?

TED KOPPEL: [voice-over; IUs a national tragedy. More
than 300,000 babies born every vear to mothers who use il-
legel drugs; many of the 1"*‘a nts born crippled by the
drugs, others die. One controversial deterrent: criminal
prosecuiition of the mothers.
DAVID HAGERMIAN, Prosecutor: When she caused
injury to an innocent persorn, in this case an mfant Rl
fizs the clemente of the criminal abuse stutute, and I
constitutionaliy obligated ta prosceute that conduct.
KOPPEL: /voice-over] But not evervone agrees,
ALAN RAPOPORT, Attorney: I think that th
or drugs’ has degenerated into a war on women.
KOPPEL: The controversy tonight.
ANNOUNCER: This is ABC Neows
irom New York, Ted Koppel.
KOPPEL: This is a program about how the law is sirug-
gling to adapt to social change. In this case the social
change involves the dramatic increase in the use of iliegal
drugs, especially crack cocaine. Not just in general, but
speaiicalily by pregnant women. The habies born to these
women are more likely to be maiforined, hyperactive, ir-
ritanle and suffering from neurological problems. Not un-
xmasonabn, then, lawmakers are trying to find ways of dis-
ccuraging pregnant women from using drugs. But whether
those ways are causing more good than harm, whether in-
deed they are even constitutional, is still somewhat up in
rhe air. .
The motives may be of the highest order, but the end

s«“’,ar

Nightline. Reporting

rezult ig still the subject of .a fierce legal debate. We begin

our examination of this story with N
James Walker.
JAMES WALKER, ABC News: [voice-over] They are
the smallest, most vulnerable, most innocent victims «f
the nation’s drug crisis. Their plight is leading more
and more prosecutors to wreat their mothers, pregnant
addicts, as ¢criminals.

Califoernia, 1987, Pamela Rae Stuart, a drug acdict.
is one of the first women in the nation criminaily
chargzd with neglecting her fetus, which diez four
weeks after birth. Florida, 1989. Jennifer Johnson is the
first woman convicted in the U.S. of transferring drugs
to her newborn through the umbilical cord. She's
centenced to 15 yvears probation,

In just the last three years, 15 states have launched
presecutions of women for drug use during proynancy.
The most recent conviction was in Kentucky. In late
May, jurors convicted Connie O'Net!l of eriminal abusze
of her =on, Steven Tyler O'Neill. who suffered drug
w.thdrawal hours after his birth last December, Connie

Vightline correspondent

O'Netl 15 34 vears old, mother of three, who for the past
17 vears has been addicted te drugs. most receativ
painkillers Pereodar and Dilaudid. ifer addictiorn s oo
secret,
fntervicicing] During the course of your pregnansy,
vou did shoot up?
CONNIE O'REILLY: Yes.
WALXER: How often did you shoot up?
bis. O'REILLY: Usually every day
WALKER: Every day. You knew that this would have
an effect on the baby that ; FOu Wele carTying.
Ma. O'REILLY: Yes, I did.
WALKER: [voice-over] O'Neill's trial focuced on a
mother’s responzibility for the health of the fetus.
GARY BRANHAM, Juror: She did admit at the hos-
pital that she had taken drugs the night before she gave
birth.
TOM REYNOLDS, Juror: The testimony was that
he baby was in pain, suffered several svmptoms tha:
.Huxred it to be treated for withdrawal symproms.
WALKER: And you feit that it was the mother's re-
sponsibility?
Mr. REYNOLDS: Absolutely. Her drug addiction was
not on trial. What was on trial was whether or not she

abucad her child.
YALKER: [vorce-over/ After deliberating for only 33
minutes, the jury found U'Neill guilty, and recem-

mended she be given the maximium sentence oa the

abuse charge, five years in prizon.

SHARCN STEWART, Juror: Mest wemen swould

take especially good care of thoemselves during a4 preg-

nancy. I mean, what you want to do to your own Lody |
one thing, but what you're going to do to an unborn
child is soniething else.

WALKER: [voice-over/ Judge Charles Senncite agrecd
Judge CHARLES SENNETTE: T must w e1g"x vour
rights against the rights of the child. That child ha-
a constituticnal right tc come into this world {rew of
any drugs.

WALKER: /voice-over] Faced with the prospect-of im.

prisonment, O'Neill began to consider therapy as an

alternativ

[inter: 'ieu'irzg" Connie, what would you sav 5 tx.
jury membars who convicted you?

Ms. C'NEILL: 1 don't think jail is the right answer £

this. T think that I should have had professional naip

counseling.

WALKER: While Connie O'Neill’s jury felt her convie

tion and sentence was appropriate, there arc other

who believe that drug abuse should be handled as an il

ness, not a crime, and that the focus should be on trone

ment, not punishment.

{voice over] In Muskegan County, Michigan, the us
of prosecution ‘o encourage drug treatment has come ¢
a head for Kimberly Hardy, the first woman in the «tat.
charged with child abuse and with delivering coczine
her bahy through the umbilical cord. Hardy scugh
treatnent before her arrest, but aceording to prosecute
Tony Tagg, that wasn't early enough.
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TONY TAGG, Michigan Prosecutor. We're tryving to
send a strong message that mothers, if thex learn
they're pregnant, shouid imimediately seek some type of
treatiment if they're using cocaine at the time.
WALKER: /voice-over; Carciv Moss is a lawyer with
tne American Civil Libertie: Union, which hee taken on
Kimberly Hardy's cuse.

CARRIE MOSS, ACLU Attorney: She successfully
completed treatmesit, and tiien she was arrcested none-
theless. So what's really going on here, seems to me to
he the real question. Are we really trying to promote the
best interests, best health interests of her and her child,
ar are we really trying to punish her?

WALKER: [(voice-over] Hardy has already lost custody,
temporarily, of her three children. If tried and con-
victed, she could get 20 years in prison.

KIMBERLY HARDY: It's not fair. It's= I think, to
me, it's not justified. I mean, t put a woman in prison
for abuse of drugs is just insane. And I've gotten my life
wgether, I've heen througii treatment, I'm staying
ciean. )

WALKER: [voice-over] But while Hardy may be
recovering, what about the pregnant women who still
need to find help? Is prosecution the only way to steer
them towards treatment, or will it discourage maothers
from seeking prenatal care’

Dr. WENDY CHAVKIN, Beth Israel Hospital: I'm
afraid that a pregnant addicted woman must experience
herself as caught between a rock and a hard place. On
the ene hand, everybody i¢ furioua with her for taking
{llegal drugs while she's pregnant. On the other hand,
there's no treatment available. If she provides honest
information to her doctor, she may end up lesing her
baby. And if she lives in the wrong state, she may cnd
up injail.

WALKER: [voice-over} Taree years ago, Dr. Wendy
Chavkin surveyed 78 New York City drug treatment
programs and found that over vne-half refused to treat
pregnant addicts. Sixty-cight of them, or 87 percent,
denied treatment to pregnant women on Medicaid who
were addicted specifically to crack.

Several states are considering new laws ranging
from expanding treatmen: programs to making drug
use during pregnancy a felony. Others have pas:ad
legislation making a positive drug test at the time of
birth evidence of neglect.

Ms. MOSS: Insofar as wc are teliing pregnant women
how they can and cannc: behave while they're preg-
nant, these prosecutions violate the right to privacy and
the right to bodily integrity, which means that dociors
and others can't tell a pregnant woman how to kohave
while she's pregnant.

WALKER: /voice-over] Connie O'Neill’s behavior has
put her behind bars, where she expects only 2 ore temp:
tation and no rehabilitation.

Ms. O'NEILL: And there's going to be peapie coming
'1p to you and—

WALKER:' In prigon, offcring »ou drugs.

Ms. O'NEILL: —right. And you can't walk away {rom

it that easy. unlesa you knew how to deal with 1t and

don’t know how to deal with it.

WALKER: This 1s James Walker for Nightiine in Cat

lettaburg. Kentucky.
KOPPEL: Laterinour broadeast, we i talk wits a distrie
attornex who has prosecuted pregnant women who fail-
to get off drugs, and we'll be talking with a lawyer whe
defended drug-addicted mcthers. But firat, when we con
back, we'll be joined hive by a woman who uscd illege
drugs while che was pregnant with each of her two el
dren.
(Commercial breakj
KOPPEL: Gina, who is with us now in our Washingto
bureau. has asked us not to use her last name. She has tw
children, one eight and one five. Gina used heroin for th
full nine months of her {irst pregnancy and cocaine durin
the last four months of her second. She says ske is n~
drug-free.

Where are the children, Gina?
GINA, former Drug Addict: My clder son is now we
my mother and father, and my younger son is with his
ther's family.
KOPPEL: You hope one day to get your children back?
GI:VA: If that's what's foreseen for me in the future, thc
that's what will be. Right now what I'm doing is building
relationesinip with my older son. My younger son, us
fortunately, at this time in my life, I have no contact with.
KOPPEL: Let me ask you a very strange question. If you
children were back with you now, would vou even dream «
giving either one of them arugs?
GIvA: Never.
KOPPEL: Did you ever think about it when you wer
pregnant, that in a sense, that's what you were deing?
GINA: T never looked at it as though I was actually fe-
ing then: drugs, no.
KOPPEL: And yet, you know, I'm sure that some pese.
have explained 1o you, whether doctors or l'aw_yers, that i
the ¢yee of certainly some courts, that's what you wer.
doing.
GLNA: Exactly.
KOPPEL: How do you think— I mean, rationalize tha
for me, if you will. Why do you think, you know, what is =
clear cnce you're a child is born is so unclear when vou's
dealing with an unborn chiid.
GINA: Well, T guess the reality of actually seeing the chi:
when he's bern and going through withdrawal, then v
realize what you had been doing all along. At the time th:
I wos using. when T was pregnant with my first chald, t-
lazt thing that I thought about was I was actually feedir
n:v child, you know, drugs purposely. It wasn't somothin
that I thought, “This is what I'm doing.”
KOPPEL: Look, I mean, even tc the degree that. v-
know, vou go to some bars and there'll be signs up the:
warning vou that alcohol can be harmful to an unbe:
child, there are some suggestions that smoking cigarnit:
can b harmful to an unborn child, so I mean, you're n
alone. I'm sure there are an awful lot of pregnant mothe
whino are out there drinking and smolung. But did you ev:
think about the welfare ¢! the child at all? Usually a pre
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you're going to go to jail or go seek troatment,”

nant -wo'her vou know, may ever modif)y her diet, do all
Kinds o things, for the vwlmxe £ the child. Or did the drug
addiction so take over that i1t Just nuver oceurred ta you?
GINA: You know, Ted. I Just really believe that the dis-
case of addiction I8 sumething that is ¢ unknown by
peaple, society, so to say. I think the actual-— iy addiction
tooX over my entire well-being. It touk over my entire life.
KOPPEL: If you had known a: the time, if someone had
come 10 you and said, “Gira, you know, we're going to test
vou. and if we {ind that you're on drugs, you're going o end
up spending tme in jail,” what difference would that he
madce to you?
GINA:  Well, T can't answer that questivn as cf— you
know, not knowing what jail was like, but now have gone
through actually having a child addicted. going through
certain treatment and gone through prison, I can tell you
tr.day that prison is not the answer for a woman who is ad-
dicted and has a child.
KOPPEL: Well, it may not be the answer. T guess what
I'm asking, though, is whether the fear of going bacx to
prisen would hzve been enough to cause you to go and scek
out help. 10 cause you to say 1o someone, “Look, I am an
addict, T need help, I don't want to go o pri:on I want to
help my child”? I mean, that's the Jogic that's being pus for-

ward hy some of these folks, right?
GINA: Well, T believe that if a woman 13 told, “You're
going to go to prison unless you go seek some type of help,”
that woman will do that. T don't think she'll have really,
basically, a choice. The choice comes once she goea through
treatment and decides that she wants to go back aut and
use, then that's her choice, and jail is 4 option, it's a con-
sequence behind the choice of gning back out, But—
KOPPEL: So— no, go ahead and finish ycur thought.
GINA: —I just think tha:, you knuw, knowing, “Hey,
ihat the
woman, nine times out of 10, is going 19 g2 seek treatment
telore they say, “Okay, wc'll send her 12 jail”
KOPPEL: All right. Let's take a break. When we come
nack. we'll hear opposing sides in the legal debate over
whether to prosecute drug-addicted mothers or expectant
mothers, as we talk with Charles Condon, a South Caro-
lina district attorney and Lynn Paltrow. a lawyer for the
American Civil Liberties Union.

/Babies whose mothers use cocatne during pregnancy ¢re

w:i to 10 times more likely to die in infancy.]
[Commercial break]
KOPPEL: Charles Condon is district ¢itorney for Char-
lzstan and Berkeley counties in South Carclina, He's been
engage:d in a program aimed at getting pregnant women ol
illegal drugs by using the threat of arrest and prosecution.
Lynn Pultrow is an attorney with the American Civil
Liberties Union. She took part in the defenze of two ¢f the
women mentioned in James Walker's report, Pamela Rae
Stewart and Jennifer Johnsen

Let me begin, Lynn Paltrow, with vou. and let's pick up
where Gina left off. At the very end. when T asked her
what would have happened if she had kuown that she was
facing prozecution, she said she proha'iy would have vone
for troatment at that time. In other word: her response is,

in a sense, the idea worked.

LYNN PALTROW, ACLU Statf Counsel: Weoll wha
Gina actually said is she thinks it would work [ think o
might want to go back and talx ta her again, hacause

think in terms of her own life and what's really going o
out there, 18 that Gina never had that choice. She neve
had the choice to go into treatment.

KOPPEL: Well. what's wrong with the choice? Lot uz co
that it is~— that the choice 1z put just that way. “We have .

pregram” — and of course, it's important to he able to sa:
that — “we have a program, maam, you are on drugs, i
vou don't get off drugs, we're going tv prosecute you, pos
sibly even send you to jail. If you go through the program
no problem.”

Ms, PALTROW: Well, this jumps ahead of all the thing.
we need to lcok at. Why are we ready to look at thig as :
criminal problem when we haven't even begun to addres
it as a public health problem? We live in a country wher
there are virtually no drug abuse treatment programs f;
pregnant women. The pecple watching the show, ever,
bedy knows someboedy’'s who's been addicted to something
iliegal or legal, alcohol, nicotine, caffeine. They know tha
you don't just stop using that drug, that addiction is :
prochlem that yvou need help with, that takes a long peric

of time. And to pretend that it's just a problem of gettin:
these wamen Intd treatment that's available is misleadin:
tacause the real problem is these women desperately wai:
to get help, these women don't take drugs because the
want to hurt their babies. they want to get treatment.

And then the next question ig, is tiiere treatent thar
appropriate for women? Because what's out there isn't ay
propriate for women, and so they go through railure aftz
failure after failure.

KGFPPEL: Let's hold on for a moment on the first part ¢
that, and Mr. Condon, let me just ask you. If there are .
adequate facilities available— in other words, let's sa
you've got 200 beds dand you've got 201 n“dxctcd pregian
mothers—

Ms. PALTROW: Most states have 10 or just 20.
[K{OPPEL: —I understand, but let me just pursve o
question with Mr. Condon, if you don't mind. What hup.
pens to that 201st mother?

CHARLES CONDON, Charleston, SC District At
torney: That's not been our experience here in Char
leston. First of all, to answer Lynn's question of why tirea
this as a criminal law problem, I don't know how the situs
ton 1s in New York City, but it’s against the law in Sout:
Carolina to use cocaine, so it is against our criminal Liws
Aand what our experience has been is this. VWhen 2o
women have bheen coming into the hospital and have be -
tcld simply and educated simply that cocaine use is bad, .
can hurt your fetus and can cause great damage, man:
women centinue to use cocaine without a sanction beirg ir
place. We developed a program where thig happened *
them. If vou're identified as usmng drugs in Charlesto
while you're pregnant, we do not prosecute you or arrcs
vou immediatelv. We tell you that vou have to go to diuy
treatment, which is available here tree of charge, and i
vou go to this treatment program and finish the progran
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and remain drug-free, you will in fact not be prosecuted.

The flip side of that, though. is 1t you fail to go to drug
treatment or if you continue to usc drugs. cocaine in parti-
cular. which causes tremendous damage to innocent, in-
noceat children, ves, you wiil be prosecuted. And what has
happened here locally is that these women have stopped
using the cocaine. )

KOPPEL: Now, Ms. Paltrow, you were sort of— well, I
don't want to describe your facial expression, but you clear-
ly were not pleased with what Mr. Condon was saying
when he made reference to the “innocent, innocent chil-
dren,” and yet, I'm sure there are a great many people
watching tonight who fecl precisely that way. It’s one
thing, what a human heing does to himself or herself; it's
something else again if you extend that damage to another
living being. Why is that such a difficult concept?

Ms. PALTROW: I think what makes me sad, and I think
what people to look at, is why we're so ready to give up on
the women themselves. Everybody's ready to call these
women selfish women, to see them as selfish, when in fact
the real problemn is that they're not secifish enough. The
women who are taking drugs. who are drinking, who are
not eating adequately, all the things that can harm fetal
development and the babies they want, is first and fore-
most harm to themselves, and wc have to enable these
women to get the help they need.

Now, what Mr. Condon said about using drugs is illegal,
that's true. And we're not arguing that Mr. Condon
shouldn't arrest pregnant women for what they would ar-
rest anybody else.for in terms of illcgal drug use. But what
these prosecutions are doing is mmaking it a crime for a
woman who has an addiction problem to become pregnant,
and they are sending the message that if you can't get off
the drug today, immediately, and you continue your preg-
nancy, then you are a child abuser and you may end up in

jail. 1n fact, in South Carolina, women have been taken out-

of their hospital beds right after delivery and dragged to
jail cells where, {n some cases, theyv're still bleeding from
" the delivery, and told to sit on a towel.

What health care workers in the community are saying,

it's not that women stop using drugs, because people don't,
can’t, without help just stop using drugs, that women are
no longer going to those hospitals in Charleston because
the word is out that if you do, you could end up in a jail or
a treatment program that isn't designed for women or pro-
vide the services that are really necessary to get a woman
cff diugs. )
KOPPEL: Okay. You've said a lot of things that I'm sure
Mr. Condon wants to respond to. We're going to take a
break. and then he can when we continue our conversation
In a moment.

[An estimated 11 percent of the children born in the U.S.

last year were exposed to illicit drugs during pregnancy.]
[Commercial break]

KOPPEL: And we're back with Mr. Condon again. I'm
sure you'll be happy to confirm that you are glad that New
York's problems are not Charleston's problems, but here in
New York, as you probably heard in James Walker's
report, 87 percent of the drug clinics, the drug rehab cen-

ash 0o s F .
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ters in this town, will not accept & pregnant woman who ix
an addict and who i¢ also on Medicaid. Now, what is tha:
poor woman supposed to do?
Mr. CONDON: Well, absolutely, there has to be mad:
available treatment for people who want to undergo it. But
our experience here locally is not— that's not the problem
The problem has been when the medicai community/legai
community people such as the ACLU want to treat the use
of cocaine as something casual. or something that ought
not to be held contemptuous. And what we do, and we're
vitally interested and concerned about the women who use
the cocaine, we're also very concerned about the children,
what we do simply is this. If you're using the substance
and we identify you, we will offer you this free treatment
Please go to that, and please simply stop using the cocaine.
I think as you saw from the addict that you had earlier on
the program, she herself admitted that if such a program
were in effect at the time that she went through her prob-
lems with cocaine use and heroin use, that she would have
stopped using them. That's been our experience here local-
ly. We have been able to demonstrate quite clearly tha:
with an effective prosecution program available as a las:
resort, and the women knowing that something will in fact
happen to them eventually, they have simply stopped
using the cocaine. And there's absolutely no evidence here
locally that the women are not seeking prenatal care:
KOPPEL: We are—
Mr. CONDON: They (crosstalk] same hospitals as before.
KOPPEL: —we are down to our 30 or 40 seconds, and
Gina, I've been watching you in the monitor there, you
desperately want to jump back in again. Go ahead and
take it, respond any way you like.
GINA: T just wanted to say, Ted, that I think, from my
personal experiences, I've heen in treatment before, and
think the quality of treatment. I wouldn't suggest for—
there are not enough treatment facilitiessfor women, and
for women only. Going into treatment with men, for me,
was a hinder. It did not allow me to get honest with what
had happened in my past. When you go into treatment as a
woman, and a woman addict, you've been abused, used,
there's incest in the family, women don't feel comfcrtable
going into treatment with men, talking about these past
experiences.
KOPPEL: Gina, I've got to stop You at that point. We are
almost totally out of time. But I thank all of you very much
for being with us tonight.

That's our report for tonight. I'm Ted Koppel in New
York. For all of us here at ABC News, good night.

Copyright © 1990 American Broadcasting Companies, Inc
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The cornerstone of the WCSA initiative has been the renewal of the New
Jersey Alcoholism Awareness Pr JPC'f comprised of the sixteen (16) county
hased councils on alcoholism. It represents $592,500 in State contractad
sem icec Beginning September 1, 1989, these services were again targetted
at the special needs of hoth alcoholic and at-risk women who constituite a
minorlty underserved population. Specific services provided through this
network of councils include the provision of: alcoholism puhlic awareness
acti ~711':Les, miblic imormahon and “nfnr ral services: client outreach and
It y a

Additionally, two full-time professionals within the TEPU, with
clerical support, were assigned to implement programmatic alements of the
WCSA. They performed program plamning and development finctions., A

ion o 3 rovided during FFY 1589 follows.

esponsinle for coordinating

1 Alcohnl Syndrome (FAS), and for
ivities concerning women and
wded: providing staff support to
ion of staff support to "ho= twenty
on Women and Alcohol; serving as the
on the Prevention of Mental )
iaison to the New Jersey Task Force on

ation; ser'\.ring as a resource

L.
L

j >
bt~
0
D

1; formulating rer:rmn_ndanons for county alcoholism
ors on per tinent .Lesues regardmg f"‘xe need for specialized women's

Activity highlights from October 19338 through September 1989 included
the provision of technical assistance consi t w1th these primary tasks.
t also included coordination of, or participation in, the follawing
activities and events:

4ot

1 County Pl: . The committee's
goals for 1989 ave as follows: (1) support and promota
astablishment of halfway houses for women and children; (2) aid
and enhance i_-_ntifi_a -ion and treatment for co-dependency;

{3) establish more women in leadership positions at all
levels; (4) confront dechnlng manbers of women in treatment in
four of nine treatment modalities; (5) develop five goals to he
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Provision of techniczl assistance and the coordinat
six applications from agencies £ )

1989 AMMS Block Grant funds for the development of
to treat women and their children, described helow.

. Development of an all day training program on the Ohstetrical
Maragement of Pregnant Women for the ten (10) agencies
receiving monies to treat indigent pregnant women for 28

s - bl
i

describhed helow.

tendance at the Third National Conference in Oklahoma
on Women's Issues, entitled "Beyond the Barriers" from
May 7-10, sponsored by Alcohol and Drug Problems
Association of North Americs.

New and Expanded Initiatives Under the WCSA

Eva's Halfway House for women in Passaic County ($100,000) ard
Epiphany House, Tnc. ($100,000), a halfway house for women and children in
implemented with start-up grants. One hundred
0 finds was swarded to Choices, Inc
or women and children, in order to espand
) in Bergen County, and the Center for
Ind £5,000) in Middlesex County, two outpatient
treatment programs, expanded their specialized treatment services for women
and children from two days to four days per week. Safe House ($50,000), &
new treatment program for victims of domestic violence, who are also
children

The
pregnant women
arvices, in



n reduce the likelih

Payment e
Y

v the Department of Health's rate sett
¥

25 per 4 t

i

Women with dependent children a3 servvices in the three (3)
halfway house/shelter services znd a 3) specialized outpatient
services described above. The slots iter programs sve €illed,
and there are waiting lists for admi hree {3) outpatient
services are also filled to funded <
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Enhancing the Outcomes of
Low-Birth-Weight, Premature Infants

A Multisite, Randomized Trial

The Infant Health and Development Program

Members of the Infant Heaith ang Cevelopment Pro-
Qram inciude tha foliowing. .

National Study Offtes Ruth 7. Gross. MD, aiRctor;
Conna Splker. PnD, deputy dire-tor, Norman A, Con-
stant:ne. PhD, director ¢f data analysis, Wendy . Kreit-
man, director of field operatons; Chrigune W Haynes
codiracior c* “aid operations (:he Depanment of Fedir
atncs and t~a Zanter 1or ha Study ¢! Families. Critdren
8na Youth, Staniord University. Stantard, Ca:f)

Program Development Office Craig T Ramey,
PnD. girector: Donna Bryant PRD associate 3°ectir
Joseph Sparing PhQ. anc Barpara . Wasik. PhD
codirectors of curriz. ium Jeveloomen:; lsabelie Lewis
ang Claudia Lyons. curnculum deveiopment spaecial-
isls: Kays H. Fendt, MSPH,_ girgcicr ¢f data manage-
ment and statisucal computing (the Frank Porter Gra-
nam Chila Oeveiopment Center Lniverairy of Nerh
Caronna at Chapel Hilt)

Participsting Unlversities: University ¢f Ar<ansas
{or Meaical Sciences (Little Rcx) Alpent Einstain Coi
lege of Madicire (Bronx, N} Har/ard Medical Sehool
(Boston. Mass) Univergity of Miam: Schoot of Med'zine
(Miam. Fia); University of Panngyivania Scnoo! of Mseg:-
cine {Philade!prua); Unrsersity of Texas Health S¢ience
Canter at Dallas: Univaraity of Washingion School of
NMedicine (Seatt'e). Yals University SChedl of Madicine
(New Havon. Conn).

Site Directors: Patrck H C3sey MO, Arxanses. Ce-
celia M. McCarton, MO, Einstain: Michasl \W Yogman
MD. and Canie: Kinglon AnD, Marvara Charles R
Bauer, MD, an@ Keith G Scott, PrD. Miami. Judith
Barnbaurm MD Pennsylvama (ian B Tygor MDD and
Mark Swangon, MO Texas Citforg J Sells. MD, arg
Forrmst C. Bennet. MD. Wasiingten: Dawig T. Scott,
PhD. Yaie,

Eduocation Directors Joar Rorex MEQ, Arkansas,
Katnenne M Lutziug, MEQ. E:ngten; Marcia Hartley,
MS, Harvarg: Mimi Graram. Pr0. Mami- Joanne
Crooms. MEd. Pennsylvama Bavetiy A Muinill, MEg,
Texas. Rangi Shaoio, MEd, Wasnington. Sandra E.
Maimauist, MA Yaic, Santye Caldwell PhD, squcation-
al congutant Arkanaas, Ru'n Tutner £40 Daitas Inge.
pendent School Oistrict laison, Texas: Rebecca R
Fewetl. PRD, sducationar consyRant, washington

Ressarch Steering Committea: Helena C Krasmer,
PnO. chairwoman (Stanforg) Charies R. Baver MO
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The Intant Health and Development Program Is an eight-site ciinical trial de-
signed to evaluate the efficacy of a comprehensive early interventicn in raducing
tha developmantal and health problems of low-birth-weight {2500 g) premature
(=37 weeks) iritants. Nine hundred eighty-five intants, stratified by site and
weight (<2000 g or 2001 to 2600 g), were randomly assigned to receive an
educational curriculum focused on ¢hild development, as well as family support
ana pediatric tolicw-up, or only pediatric fcllow-up. At corrected age 36 months,
e intarventon group had significantly higher mean 1Q scores than tha follow-up
Jroup (mean difference in the heavier group was 13.2 and In the lighter group
6.6). s.gnificantly fawer maternally reported behavior probiems, and a small, but
siatist-ally significant, increase in maternally reported minor ilinegses for the
ligh:ar-birth-weight Group only, with no ditference in serious health conditions.

OVER THE last decade, the survival
rate for low-birth-weight (LBW) in.
fants has increased markedly,"! raising
questions about their subsequent health
and development. A number of studies
have found that LBW infants are at in-
creased risk for developmentsl delay’
and for & variety of medical complica-

For ecitorial comment see p 3089.

tions™ in infancy compared with their
normal-birth-weight counterparts. At
later ages, LBW children tend to have
lower scores on tests of cognitive
functioning,*” are more prone to d:fficu!-
ties in hehavioral adiustinent,**" and
are at risk for having icarning problems
and poor academic achievement,"” even
when cognitive test scores are nor-
mal.*" The risk for cognitive deficits is
present throughout the full spectrum of
birth weights less than or equal to 2500
g, although the risk increases as birth
weight decreases.'*™ The likelihood of
adverse developmental and scholastic

<.om ng intant Rzaith ana Development Program.
Stanfora Cau!

Reprint raquas's 10 Infan! Heaith ang Deveiopment
Program. 8lag 460, Room 110, Stantorg, CA $4305-
2135 (Ruth T Gross. MO)

- JIx
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(JAMA. 1000;263:3085-3042)

outcomes also is greater in the face of
socioeconomic disadvantage**' —itgelf
a risk factor for low birth weight and
prematurity*—~and places many LBW
premature infants at dual risk from both
biologic and environmental factors, "

A number of intervention studies
have shown improved outcomes for
LBW infunts.™" However, must have
been conducted at single sites with a
small number of subjects and have aa-
seased short-term benefits. The most
persuasive evidence of the efficacy of
early intervention comes from single
site studies of normal-birth-weight in-
fants and preschoolers from socially dis-
advantaged families.®* The applica-
bility of interventions designed for
normal-birth-weight children, howev.
er, has not been tested for LBW prema-
ture children, a population that may
have biologic constraints that limit their
responsiveness to such interventions.
Furthermore, many such programs in-
clude a group care component that
might result in ircreased exposure to
acute infectious conditions,”® the effect
of which is unknown on this vu:. erable
population. Current legislation, Public
Law 99-457," focusing on provision of
interventions for handicapped and at-
risk children, heightena the relevance
and the immediacy of this igaue.
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Table 1 — Targeted ana Actual Enroliment for Primary Analysia Group

o Facers

Actual No. of Patientst

Study and
woog“vgvow' (Per Shte) Arkansas Einstein Harvard Miami Pennsyivania Texss Washington Yale Total
Foliow-yp 90 80 92 93 53 53 88 80 88 608
Haaviar 30 0 32 31 20 23 30 31 23 20
Lighter 80 50 60 82 36 30 58 49 43 389
intervention 45 48 48 45 44 48 49 s 48 r
Heavier 18 21 15 14 5 22 i 16 22 142
Ligniat 30 27 31 3N 29 26 32 35 24 28
Total 138 128 138 138 100 101 137 1931 112 963
Haavier 48 1 47 45 35 45 47 47 45 382
Ligiter 90 bed 91 83 65 56 80 84 87 623

*Foliow-up ingicates the group receiving the pediatric follow-up Srvices but not the INtervention services. intervention, the group recaiving the padiatnc follow-up and the
intarvantion 9arvices; Mesvier, infants weighing 2601 to 2500 ¢ &1 bwth, and lighter, infants waighing l9es than of squal to 2000 g at birth.
1For full names of sites, see list of participating universites.

The Infant Health and Development
Program is the first multisite, random-
ized clinical trial designed to evaluate
the efficacy of combining early child de-
velopment and family support services
with pediatric follow-up in reducing de-
velopmental, behavioral, and other
nealth problems among LBW prema-
Lure infants (birth weight, 2500 g; ges-
iational age, =37 weeks). The interven-
tion protocol and the specific curricula
used in the Infant Health and Develop-
ment Program were adapted for LBW
infants from two longitudinal studies
of successful early intervention with
g-sially disadvantaged normal-birth-
weight children."*

PATIENTS AND METHODS

Eight medical institutions that serve
diverse demographic populations in dif-
ferent geographical locations were se-
lected through a national competitive
review,

The Sampld

Enrollment Criteria.—A total of
4751 inborm infants who would reach 40
weeks' postconceptional age between
January 7, 1985, and October 8, 1985,
and whose birth weights were less than
or equal to 2500 g were screened at birth
for eligibility. Of these, 3249 infants
were excluded before randomization by
protocol criteria related primarily to (1)
residence; (2) gestational age greater
than 37 weeks, as assessed by a modifi-
cation of the Ballard Examination*"; or
(3) hospital discharge before or after the
designated recruitment period. (Details
are in appendix 1, which is deposited in
National Auxiliary Publication Service
{NAPS) document 04773.) Unheslthy
infants were included unless they had an
illness or neurological deficit 8o severe
as to preclude participation in the inter-
vention program,; only 61 such infants
were excluded. Thus, the sample in-
cludes the majority of LBW premature
infants who survived the neonatai hos-
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pitalization and lived in the catchment
area, ie, within 45 minutes transporta-
tion time of each center. Of the 1302 who
met the eligibility criteria, the parents
of 274 (21%) refused coneent to be ran-
domized. Among the 1028 infants who
had the consent of their parents and
were randomized, 43 were withdrawn
before participating in ths study. The
remaining 985 infants constituted the
primary analysis group on which the
findings of this report are based.

The Target Sample Size.—The re-
search design included stratification by
eight sites and two birth-weight groups
(infants weighing 2001 to 2500 g, desig-
nated heavier, and those weighing
%2000 g, designated lighter). One third
of the sample came from the heavier and
two thirds from the lighter group. To
minimize the coat of the study, subjects
within each weight group were allo-
cated such that one third were random-
ized to the intervention group and two
thirds to the follow-up group. The tar-
geted overall sample size was based on
an estimated effect size (ES =differ-
ence between treatment group means,
expressed in SDs) of 0.5, For a single
outcome, a power of 89% (P =.05, two
tailed) was required in the total group
and the lighter group alone.

Based onour research design, the tar-
geted number of patients at each of the
eight sites was 135. The targeted and
actual numbers of enrolled patients are
shown in Table 1. The differences be-
tween these numbers reilect the effects
of randomization allocation and the
shortfall of subjects at some sites. The
actual enroliment remained adequate
for a power of at least 99%.

Recruitment and
Rendomization

Immediately after hospital dis-
charge, patients were randomized by
the National Study Office using an adap-
tive randomization method™> that mon-
itored for a 2:1 balance and for absence

of bias between the two study groups in
each site and birth-weight stratum. In
the randomization, balance was moni-
tored for birth weight, gender, mater-
nal education (less than high school
graduate; high school graduate; some
college, or more), maternal race (black,
Hispanic, and white/other), primary
language inthe home, and infant partici-
pation in another study. Further details
of the randomization process will be pre-
sented in a separate article.

Program Description

The program was initiated on dis-
charge from the neonatal nurserv and
continued until 86 months of age, cor-
rected for prematurity. Infants in the
intervention and the follow-up groups
participated in the same pediatric fol-
low-up, which comprised medical, de
veiopmental, and social assesaments,
with referral for pediarrir care and oth-
er services a5 indicated. The services
exclusively for the intervention group
consisted of three compenents: home
visits,*” child attendance at a child devel-
opment center, and parent group nieet-
ings. All services ware provided free to
the families.

Home Visits. —The protocol speci-
fied weeklv home visita for the fygt
vear, and biweekly wisits thereafter
The home visitor provided *u-ilth and
develormental information and family
subvort and implemented two specifie
currieala One curriculum emphasized
cogmtive, linguiste. and social cwvalap.
ment via a program of games and aetivi-
ties for the parent to yse with the
chia.*“ The second curriculum in-
volved a svstematic annroach to help
oerents manage selfsideniified prote
KINER

Child Development Centers. —Be-
ginning at 12 months and continuing un-
til corrected age 36 months, the ‘nror-
vent.on children attended the center 5
asys 8 week. "the teaching staff contin-
ued to implement the curriculum of

Low-Binth-weight Iniants —infant Heaith ang Devaiopment Program
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Tabie 2. - Beseline Characteristics (Before Randomization) of the Primary Analysis Group
TR S e e

Site*
Baseline
Charactsristic Arkansas Elnstein Harvard Miami Penneytvania Toxas Washingioo Yaks
Birth weight, g (mean = 80)
\ntervention group 186104201 1785024276 1741.2:455.0 1727.1:492.7 19206=4223 1754323954 181064325 1047.81434.2
Foriow-up group 1817024371 1837.9=420.0 178174080 168245863 1810424808 1748324400 184264558 1719925043
Gestationz) sge. wk (mean = SD;
Intervention group 33.1x23 126=29% 3.1=28 3286523 33.6:2.7 J28:28 33.1=25 33.3=x22
Follow-up group 33.0=256 328=25 3272289 327228 .7=27 3322286 33.812.1 327=30
Necnatal Health indext (mean 2 SD)
Imtervention group 100.55168.4  104.22141 1009142 1030=150 962150 $6.4:19.2 101.4x159 973164
Follow-up greup 99.7216.7 97.8218.5 99.6x16.7 87.7:16.3 100.1 16,1 1009=13.8 99.2x18.1 101.8£15.4
Matems! , ¥y (Megn 2 SD)
Intarven group 233=46 248261 264=50 2761 243=58 220260 26.3=54 2€9z59
Follow-up Qroup 24.5=5.9 25.76.5 27.7=8.7 272852 28=57 214250 22.3=57 257258
Matemal educationt (mean z 50)
Intervention group 18=08 1.7=09 22=08 16207 17+08 18206 2108 23=08
Follow-up group 20208 18209 25+07 15207 19=08 14308 22=08 23=0.8
Gender, % M
Itarvention group 479 60.0 48.9 62.3 478 9.0 48.0 54.3
Follow-up grovp 475 50.0 '™ 50.0 45 409 £0.0 62.1
Mgternal race, %
Black
imervention group 542 413 40.0 7.3 95.8 80.4 235 26.1
Follow-up group L+X) 478 31.2 80.4 84.3 71.8 163 455
Higpanic
intervention group 21 39.1 67 114 00 143 20 4.3
Follow-up groug 0.0 40.2 8.5 14.3 19 14,8 25 1.8
White/other
- imarventon group 47 19.8 53.3 11.4 42 18,3 746 69.6
Foilow-up group LK) 120 624 6.4 38 13.8 81.3 3.0

e S S S A S DU S
*For full names of aitas. sea the st of participating univarsities.
tNesonatal Health index ia & 3core stancardized to a mean of 100, with Righ acores signifying better heath »
tMaternal education is measured on & three-point scaie, where 1 indicales ess than high achoo! grasuate: 2, high achooi graduate: and 3, some eouoqe or more.

learning act’ . ities used by the home vig-
itors® and tailored the program to each
rhiltis neede and developmental level.
reacherschild ratios were 1:3 for chil-
dren aged from 12 *0 23 months and 1:4
for tricse aged from 24 to 35 months;
ciass sizes were six and e:ght children,
respectively. Each site provided trans-
portation in Infant Health and Develop-
ment Program-operated vans to any
child who needed it.

Parent Groups, —Beginning at 12
months, bimonthly verent group meet-
ings provided information on child rear-
ing, health ana safety, and other parent-
ing concerns, as well as some degree of
social suprort.

A further description of the interven-
tion program will be presented in a sep-
arate article.

Assossment Scheduls

Each child in the two study groups
was agsessed by the clinical ataff at
eight clinic visits occurring a! 40 weeks'
conceptional age and at 4, §, 12, 18, 24,
30, and 36 months, corrected age. Nine-
ty-two percent of the 36-month assess-
ments occurred within a specified time
window of =2 weekas.

At each clinie visit, data were col-
lected from the mother about the child's
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health and developmental functioning
and about social and demographic char-
acteristies of the family. Growth mea-
surements of the child were gathered at
all visits. Cognitive assessments were
performed at 12, 24, and 36 months.
Behavioral data were obtained at 24 and
36 months. Additionally, at 12 and 36
months, home visits were made to as-
sess the quality of the home environ-
ment.

Specially trained assessors were used
for cognitive, behavioral, and growth
assessments. They were monitored to
ensure consistency across sites, and
they were *blinded” to study group sta-
tus. All assessments in the study were
administered in English.

Primary Outcome Maasures

This report is restricted to eight pri-
mary outcome measures that were cho-
sen to answer three main research ques-
tions: at 36 months eorrected age, do
children in the intervention group differ
irom those in the follow-up group in (1)
cugtutive development, (2) behavioral
cumpetence, and (2) health statny?

Cognitive Development, The
Stanford-Binet Intelligence Scale, form
L-M, 3rd edition (1972 norms),“ wus se-
lected a8 the measure of cognitive devel-
opment at 38 months.

33x
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Behavioral Competence. -~ The
mother3 report of behavior problems
was selected as the measure of behav-
ioral competence at 36 months, using
the Child Behavior Checklist for Ages 2
to 8 vears.“* Employing the authory
“Total Problem Raw Score,” higher
scores indicate more reported behavior
problems,

Health Status.—Health status was
regarded a8 multidimensional.”* The
dimensions evaluated in this study were
(1) morbidity, defined as the presence
or absence of health conditions; (2) fune-
tionc! statue, defined by limitationa in
activities of daily living due to health
problems and by alterations in physical
growth; and (8) maternal perception of

_the child’s health. As no single compre-

hensive measure existed, six different
measures were selected to assess these
three health areas.

Morbidity. - Two measures were de-
veloped by the Infant Health and Devel-
opment Program to ascertain (1) the
overall morbidity experienced by the
child and (2) the seriousness of the re-
ported heaith problems. At each assess-
ment, mothers were asked to recall and
report the incidence of each iliness and
condition that occurred since the last
assessment. Their verbatim reports
were assigned International Classifi-
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cation of Diseasea ICD—Ninth Rew-
gion codes” at the National Study Of-
fice, and all reports corresponding to
the same code (using the first three dig-
its) were counted as ¢ - :!lness or condi-
tion per assessmen’ .

o Mother's Repor . orbidity Index.
This index i8 a su...mation over the
three years of the number of hospitaliza-
tions, outpatient surgeries, injuries not
resulting in hospitalization or outpa-
tient surgery, and different (code) ill-
nesses and conditions.

® Mother's Report: Serious Morbid-
ity Index. This index consists of the
number of years (0 to 3) in which there
was one or more of the following: hospi-
talizations, outpatient surgeries, pro-
longed or recurrent illnesses totaling 30
days or longer in a given year, and inju-
ries and briefer illnesses that were pre-
defined as serious by a panel of
pediatricians.

Functional Status.—The Functional
Status II(R) Scale ** used at 36
months, gauged the otl s view of
the limitations in the chilc - basic daily
activities as a resuit of health problems.
Higher scores indicate a more favorable
functional status. Growth was assessed
by length and bedy mass index at 38
months, :

Maternal Perception or Rating of
Child Health Status.~The General
Health Ratings Index from the Rand
Corporation Health Insurance Study*
was used at 36 months. Higher scores
indicate better perceived health.

All health data were collected by the
clinic staff, except the 36-month growth
measures.

Analytic Strategies

'mary Analysis.—To accommo-

:he possibility that the effect of the
vention would differ among sites, a
-edure developed by Fleigs® was
vted. In brief, the procedure first

.s for heterogeneity of ESs across

.2 16 subgroups (eight sites and two
ouwrth-weight groups) and then esti-
mates and tests either an averaged ES if
there is significant heterogeneity or a
pooled ES if not. (Details are in appen-

dix 2, which is deposited in NAPS docu-

ment 04773.)

Tu protect against false-positive re-
sults in testing efficacy with eight pri-
mary outccme measures, a Bonferroni
correction was applied, and the .006

{(.05/8) significance level was used for

each outcome,

Secondary Analysis.—When a sig-
n¢ effect of the in.ervention was
foL the primary analysis, a second-
an ysis using multiple linear re-
gre . was employed to test whether

cert.... (hitial status variables had an
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Table 3. —Primary Outcome Measures. by Study Group
e

Study Group
Followup Imervention E":;ct
Messure NO. Mean 80 No. Mean 30 {P)
Stanford-Binet
Scae, form L-M .
Heavier groupt 203 84.8 190 125 98.0 18.5 83 (< 001)
Lgnter groupt 359 84.4 205 ) 22 91.0 19.0 41 (< 001)
Chilg Benavior
Checxiist for
Ages 2-3y 547 47.2 208 338 Q7 19.1 —-.18 (.008)
Mother's Report:
Mordidity Index
Heavier group 200 6.8 3.0 126 73 32 17 (NS)
Ughter group 351 7.0 3.2 219 79 34 .20 (<.001)
Mother's Report:
Serious Mordidity
Indax $51 224 0956 348 119 1.00 ~ 001 (NS)
Functiona! Status
W {R) Gcale 561 0.96 0.08 346 0.97 0.0? 03 (NS)
Langth. cm 538 4.7 3.9 M1 95.0 4.1 .09 (NS)
Body mass
index, kgmd
Meavier group 196 16.4 19 124 15.8 1.2 .08 (NS)
Lighter group 338 16.1 13 217 16.2 1.2 10 (NS)
General Health
Ratings Index 850 v 5.1 344 TS 54 .07 (NS)

Lo 0 e T T e ]
“The effect 8120 for 8t OLI2OM Measure i3 the dffersnce between intervention and loliow-up Group Means.
#xprassed In SO8. In thoss casys In which there was 8 differential affect Dy sits and weight groups, resuns are
presarted separatsly for the heaviar and hghtar birth-weight groups. NS indicates not aignificant.
tThe heavier groud comrnses INfants with a birth weight of 2001 10 2500 ¢ and the ligntet group compriges

intants weighing 9ss than or equal 10 2000 ¢.

effect on outcome. Included among
these variables were site; birth weight
(as a continuous variable); gender; a
Neonatal Health Index® based on
length of stay in the newborn nursery,
adjusted for birth weight and standard-
ized to a mean ¢f 100, with higher scores
indicating better health; and the follow-
ing sociodemographie variables: ma cr-
nal education level, maternal age, and
maternal race. The main effect of each
initial status varisble (irrespective of
study group), and of the intervention,
was tested to ascertain whether overall
each variai - was independently pre-
dictive of th..- outecome. Fur:-er, the in-
teraction of each initial! atatus variable
with the intervention was tested, again
controlling for all other variables, to as-
certain whether the effectiveness of the
intervention was related to that initial
status variable. Because the regression
analysis was employed only when a sig-
nificant outcome was found in the pri-
mary analysis, a .05 significance level
was used for these tests.

RESULTS
Sampie Deacription and Retenticn

Although the baseline characteristics
of the study sample varied greatly
among the eight sites (Table 2), overall
the randomization procedure resulted
in comparable intervention and follow-
up groups at study entry. P.atentior
was high, with 913 of the 835 childre:in
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the primary analysis group varticipat-
ing in the 36-month assessment for at
least one of the primary outcome mea-
sures (98% of each study group). This
small level of attrition did not affect the
ccmparability of the two study groups
at 36 montha.

Primary Outcomes

The results for each of the eight pri-
mary outcome measures by study group
are presented in Table 3. Where there
are significant differences in ESs be-
tween the two weight groups, results
are presented separately for the heavi-
er and lighter groups. '

Cognitive Development, —Primary
Analysis. —Oversll, the mean IQ scores
on the Stanford-Binet Intelligence
Scale were significantly higher for the
intervention children chan for the fol-
iow-up children. Because the effect of
the intervention varied significantly be-
tween birth-weight groups, separate
ESs were estimated for each weight
group. The effect in the heavier inter-
vention vs the heavier follow-up groups
was 13.2 IQ points (ES=.83, P<.00D),
and in the lighter intervention vs lighter
follow-up groups. 6.6 IQ points
(ES = .41, P<.001) (Table 3).

Controlling for site and initial status
variables, the adjusted odds for having
1Q scores less than 70, ie, in the mental
retardation range, were 2.7 times
greater in the follow-up group (95% con-
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Tabie 4. —Cumuiative Stanford-Binet Scale IQ Scores, by Birth Weight and Study Group
U Ay

Cumuiative
et No, (%) of Patients in Birth-weight Qroup
Sosie 1Q Soores
ot 38 mo* <1800 ¢ 1501-2000 ¢ 2001-2800 @
<70
Intervention group 22 (20.8) 11 (7.9 8 (4.8)
Follow-up group 43 (28.7) 39 (18.0) 37 (18.2)
<85 -
intervention group 39 (47.6) 44 (31.4) 22 (25.9)
Follow-up group 95 (63.3) 97 (46.6) 111 (84.7)
<90
Imervertion group 48 (585) 58 (41.4) 43 (34.4)
Foliow-up group 104 (88.3) 119 (§7.2) 124 (81.1)
<100
Intervention group 84 (76.0) 87 (82.1) 88 (55.2)
Foliow-up group 123 (82.0) 152 (713.1) 188 (77.8)
Totat sample
Intenvention group 82 (100.0) 140 (100.0) 128 (100.0)
Followrup group 150 {100.0) 208 (100.0) 203 (100.9)

- -~ "~ "
*The cutoff point of 70 s the IQ level below which the scores fal into the mental retardation range, according 1o

. groupe with acores less than 85 also include children with scomes that are | SD

which as oubaverage. The groups with scores iess than 90 include 23.2% of the
distribution, which approximates the lowest Quartiie. The groups with acores less than 100 include thoss below the

Table 5.-'Multiple Regrassion Anatyses: Relationship of Inttiat Status Variadies 10 Thme Major Outcome
Mgasures*

Child Behavior Mother’s Report:
Stanford-8inet Scale Checkilst for Ages 23 y Morbidity index
Standardized Standardized Standardized
Estimatet P Estimate P Estimate P
Mauin Eftectas

Initia! status variabie

Site L <.001 . 028 . <.00t

Rece . <.001 o .044 . < Q1

Birth weight 100 <.001 - 025 NS§ - 111 < 001

Sex 050 NS - 072 020 - 079 010

Matemal age -.008 ° NS -.008 013 ~-.024 NS

Matamal education 242 «.001 ~.186 <.001 075 G40

Neonatal Heanh index 090 001 .007 N3 -.128 <, 001
intarvention sfect 225 <.001 - 098 .003 118 < 001

interaction Effects

Site x intervention . NS .. NS o NS
Raca = Intervention L NS L NS i NS
Birth weight x

intervention 087 014 -.019 NS - 010 NS
Sex x intervention Q40 NS 045 NS .003 NS
Matemal age «

intervention 024 NS -.069 N§ -.105 002
Matgrmal sducsation .

» Intgrvention - Q24- NS 102 .009 003 NS
Neonatal =ealth Index

= intarvention 008 NS ~.002 NS 001 NS

o e e ]

*Thase are the thres outcome measures that showed significant effects of the intervention,

tStandaraized estimate is the Mgreasion cosflicient muttiptied Dy the SD of the outcome measure divided by the
SO of the incependent varisbles. They are presentad only for the quantitative independent vanablas to indicate tha
direction and magnitude of their attecta on the outcome measures.

$The main affect of each intial status variabie (irrespective of study group) and of the intervention was tested to
ascenain whether overail each vanabie was iIndependently pradictive of the outcome. Furthor, the intsraciion of
o8ch initial status variadle with the Intervention was tested, again controling for all other variadles. 10 ascertain
whethar the efectivenass of the intervention was related 10 that initial status variabie.

§NS indicates not significant,

fidence interval, 1.6 to 4.8).

Table 4 shows the proportion of chil-
dren in three birth-weight groups with
1Q scores below several cut points of
clinical relevance. In each of the three
hirth-weight groups there was a larger
proportion of follow-up group children
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than intervention greup children with
iow [Q scores. in one subgroup only, the
infants who weighed less than or equal
to 1600 g and had IQ scores in the range
less than 70, this difference was
negligible.

Secondary Analysis.—As previous
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research has found, and as seen in Table
5, the multiple regression analysis indi-
cated a significant main effact of several
of the initial status variables on the
Stanford-Binet Scale 1Q scores. Higher
scores were associated with some sites
and alsc with being white, with higher
virth weight, higher Neonatal Health
Index, and hugher maternal education.
Controlling for these variables, there
was a gignificant effeet of the interven-
tion (adjusted ES = .59, P<.001) Final-
ly, there was an interaction between
birth weight and the intervention such
that the atervention was more effec-
tive for intants of higher birth weight
(P=.014).

Behavioral Competence. — Prmary
Avusiyow. —The sverage score on the
Child Behsvior Checklist was signifi-
cantly lower for the intervention group
than the follow-up group, with higher
scores indicating more reported behav-
jor problems (ES= - .18, P=,006) (Ta-
ble 8). Although the difference between
study groups was small, the adjusted
odds for having a score above 63, the cut
point above which scores are correlated
with clinieaily evident behavior prob-
lems,“* were 1.8 times greater in the
follow-up group (95% confidence inter-
val, 1.2 t0 2.9). The actual percentages
were 18.8% for the follow-up group and
13.9% for the intervention group.

Secondary Analysis.—The multiple
regression analysia indicated significant
main effects of several initial status
variables. Higher scores (suggestive of
more behavior problems) were 8ssoci-
ated with some sites, with being tlack
or Hispamce, with being male, and with
tower maternal age and education level
(Table 5). Controlling for these vari-
ables, there wes a significant effect of
the intervention (adjusted ES= - .20,
P =.008). The only variable that had a
significant interaction with the in-
tervention was maternal education
(P =.009): With college-educated moth-
ers there seemed to be little difference
between the follow-up and intervention
gloups, whervas with mothers with less
education, those in the intervention
group reported fewer behavior pro-
blems.

Health Status.~Primary Analy-
315. — Among the six health status mea-
sures, the only measure with a signifi-
cant treatment effect was the Mother's
Report: Morbidity Index. Higher mor-
bidity scores were reported for the
lighter-born children in the interven-
tion group than for the lighter-born chil-
dren in the follow-up group (ES=.29,
P<.001); no significant difference was
found in the heavier groups (Table 3).

Secondary Analysis. ~The multiple
regression analysis indicated significant
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Table 6.—SHe Vaniations in Three Primary Ouicome Messyres*

PR R
Outoome Measure

Child Behavior Cheakiist Mother's Report:
o Stantord-8inet Sosle for Ages 23y Morbidity index
Study Group No. Mean 80 No. Mean 80 No. Mean 80

Arkaneas

Follow-up k4 85.2 16.8 76 478 227 ” 7.0 3.2

irrarvention 42 9.5 18.0 42 380 187 41 8.9 27
Einstein

Follow-up 78 742 158.7 77 A7.1 20.% L4 62 2.8

Intervention 43 84.7 1.4 43 43.0 2.8 4 8.6 33
Harvard

Follow-up 88 98.7 224 87 446 0.2 (] 8.8 3.5

Intervention 43 973 21.8 40 41.1 18.4 «Q 9.1 4.1
Mismi

Follow-up 51 88.0 14.2 49 63.8 21.3 49 85 24

intervention 40 81.0 12.0 3 49.1 18.0 ) 8.1 26
Pennsyivania

Foliow-up 51 82.5 18.2 51 48 19.8 5t 0.6 3.0

Intarvention 43 95.1 12,8 « 439 4.2 43 (X’] 24
Texas

Fotlow-up L) 80.4 129 78 48.1 208 n 5.7 2.4

Intervention 47 ar.1 17.8 47 427 17.2 47 7.8 (X}
Washington

Foliow-up 78 2.0 216 73 4901 18.7 7% 78 31

intervention 47 100.5 21.3 48 457 179 47 3.8 36
Yaie '

Follow-up 81 91.1 20.0 29 42.0 8.9 §7 74 32

Intervention 42 102.5 17.3 38 387 16.6 41 a7 30
Tots! :

Follow-up 541 84.5 19.9 647 4v2 2.5 851 8.9 31

Intervention M7 835 19.1 30 43.7 19.1 348 7.8 33

Follow-up and :

intervention 908 888 896

*These are the tRree outcome measures that showed significant treatmant eitects,
tFor full names of sites, see list of participating universities.

main effects of several initial status
variables. Higher values of the Morbid-
ity Index (suggestive of more morbid-
ity) were associated with some sites,
with lower birth weight, with lower
Neonatal Health Index, with being
male, with being white, and with higher
maternal edueation level. Controlling
for these variables, there was a signifi-
cant effect of the intervention (adjusted
ES=.27, P<.001). The only variable
that had a significant interaction with
the intervention was maternal age, with
younger mothers in the intervention
group reporting higher scores than
younger mothers in the follow-up grou

(Table 6). .

Site Differences

There was 8 wide variation in the pri-
mary outcomes among the eight sites.
This variation is demonstrated in the
scores of the follow-up groups and in the
differing magnitudes of the treatment
effects (Table 6). With the IQ test, for
example, the follow-up group scores

ranged from a mean of 68.0 at the Uni-

versity of Miami (Fla) School of Medi-
cine to a mean of 96.7 at Harvard Medi-

cal School, Boston, Mass. Similarly, the-

magnitude of the treatment effects var-
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ied from an IQ difference of 0.4 at Har-
vard to 14.8 at the University of Arkan-
sas for Medical Sciences, Little Rock.
The multiple regression analyses sug-
gest, however, that the site differences
are associated predominantly with vari-
ations in the initial status characteris-
tics. Specifically, in Table 6 it can be
seen that after controlling for the initial
status variables, no significant site-by-
intervention interactions are detected,
and the effect of the interventin:: overall
is statisucaliy signifieant for .o three
measiires,

COMMENT

This study is the largest reported
multisite, randomized clinical trial of an
intensive early childhood intervention.
It is also the first home- and center-
based educational intervention for
LBW premature infants frem birth to
age 3 vears. The results of this study
indicate the effectiveness of a compre
hensive intervention, even for biologi-
cally vulnerable infants, Our findings
§how that the children who rec:  ~d the
intervention experienced: i1 mifi-
cantly higher IQscore; (2) sign.. ntly
fewer maternally reported benavior
problems: and (3) a small, but signifi-

cant, increase in maternally reportad
mincr morbidity, with 16 &+, lence of an
increase in reported serious hnealln
problems. The magnitude of these ef-
fects and also the levels of the three
outcome measures in the follow-up
groups (Table 6) were influenced by the
variation in the initial status character-
isties at the sites (Table 2).

Cognitive Outocome

The largest treatment effect was
the significantl’ higher cognitive scores
achieved by tne intervention group
compared with the follow-up group at
corrected age 36 months. The overall
resuits are consistent with the mag-
nitude of cognitive gains reported
previously in single-site intervention
studies with normal-birth-weight disad-
vantaged children,™® Further, the low
scores in the follow-up group paraliel
those reported in other samples of LBW
soclally disadvantaged children.™**

Birth weight had a main effect on the
level of the 1Q scores as well as an influ-
ence on the efficacy of the intervention,
with a greater effect on heavier-born
children. Two important observations
regarding birth weight warrant empha-
sis. First, as shown in Table 4, low and
subaverage scores are not limited to the
sunallest nfants. In the follow-up group,
more than 18% of those weighing 1501 to
2000 g and 2001 to 2500 g have IQ scores
below 70, and almoat 50% are below 85.
Second, Table 4 also suggests that there
is one group in which the effectiveress
of the intervention is questionable—
those with birth weights less than or
equal to 1600 g and with 1Q scores less
than 70. In this lowest-weight group,
there is little difference in the nropor-
tion’ of intervention vs follow-up chil-
dren who have IQ scores less than 70. In
all other weight-by-IQ groups, the re-
suits favored the children'in the inter-
vention group.

The improvement in cognitive devel-

“opment in the intervention group was

statistically significant at seven of the
eight individual sites (P<.05). We spec-
ulate that the nonsignificant result at
the one site, Harvard, may be related to
the sociodemographic characteristics of
the site, such as the large proportion of
college-educated mothers, as well asthe
relative abundance of community re-
sources compared with the other sites.
Other issues warrant consideration in
the interpretation of the cognitive finq.
ings. The first is the potential effect
bilingualism. Bilingual children are
ported to perform leas well on tests :
ministered in English*'*; here the Sta-
ford-Binet test was administered only
in English. Although prerecruitment
screening ensured that all mothers

LowsBirth-Waight Infants —infant Heaith ang Development Program
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could communicate in English suffi-
ciently to participate in the program,
23% c¢f the children were regularly ex-
posed to another language. We there-
fore repeated the primary analysis,
excluding all children in bilingual en-
vironments. Among the remaining
monolingual children, the oversall ad-
vantage for the intervention group re-
mained large and highly significant
(heavier group: ES=.81, P<.001;
lighter group: ES = .28, P=.006). Thus,
the« 7:.., "ihe intervention is not calo-
v o orusequence of English-language
tscil ationin the subgroup of chiluren:n
bilingual environmenta,

Another issue to consider is whether
exposure to the test items or to similar
materials during the study influenced
the magnitude of 1Q scores in the inter-
vention group. The intervention curric-
wlum and the cognitive instruments
were selected independently, and as a
further precaution, the protoco] denied
specific feedback to the education staff
on any child's cognitive test perfor-
mance. '

Finally, although all asseesments in
this study were based on age correcied
for prematurity, repetition of the pri-
mary analysis using uncorrected chre-
nological age yielded similar significant
results for cognitive outcome and the
same mean differences between the two
study groups.

Behavioral Qutcomse’

Compared with the follow-up group,
the intervention group at 36 months ex-
perienced a smzil, ver signifirar: o4
vantage in behavicinl competence, as
indicated by !swer behavior provlem
scores on the Child Behavior Checklist.
In secondary aralysis, the treatment
group difference was seen largely in re-
ports from the less-educated mothers.
Thus, the intervention may Lave helpad
these mothers to become better in
formed about age appropriate heha-
viors and consequently o report fewer
oenavior problems; 1t may have taught
them more effective techniques for be-
havior management; or it may have al-
tered the children’s behavior. Although
the data were collected through mater-
nal report, other studies involving ma-
ternally reported behavior problems at
this age indicate that such reports cor-
respond to clinically detected problems
and may be predictive of longer-term
adverse outcomes.”

Heaith Status Outcomes

Given the positive effects of this nro-
gram in cognitive developmen. and he
nevioral competence, it is important to
ask whether group participation in the
child development centers led to an in-
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crease in serious health problems within
the intervention group. The only health
measure with a significant intervention
effect was Mother’s Report: Morbidity
Index, where the lighter intervention
group had higher reported morbidity
scores than the lighter follow-up group.
Further analysis of the components of
the Morbidity Irndsx indicated that the
difference was accounted for primarily
by an inicreuse il the number of reported
brief iiineaaes and conditions. No signif-
icant differences were reported by the
mothers in the two groups in the Serious
Morbidity Index.

At face value these findings suggest
that the intervention led to a slight, but
significant, inerease in morbidity. How-
ever, other factors may well have con-
tributed to these findings. First is the
issue of reporting bias. Other studies
indicate that rmaiarnal report may un-
derstate childrens health conditions,®
particularly in disadvantaged groups.”
A second issue is the more intense
health surveillanes and health educa-
tion in the intervention group compared
with the fallcw-up group.

It i3 unclear whether the higher Mor-

- bidity Index score in the intervention

group reflecte rimv somplete and ecen

rate reparting or a real increase in acute
conditions (that may well occur with
children in group care). Nevertheless,
during a 2-year period at eight diffarent
rigorously controlled child development
centers there was not a single serious
‘nfectious epideniice or a single major
eccident. It is also possible that the pe-
digtric fol'ow-un pragram extended
il the children, regardless of grouy as-
igrment, timproved the health of both,
study groups relative to LBW children
in most communities.

Retention and Compliance

In this randomized clinical trial we
largely avoided the concern of differen-
tial attrition in the two groups by
achieving 8 83% retention rate in the
intervention and the follow-up groups,
with good comparability in the initjal
characteristics of the subjects at entry
and of those retained at 30 months. The
level of participation in the intervention
was generally high and similar across
sites; further detailed analyses are
forthcoming in a separate article.

The iasue of “erossover”’ between the
intervention and follow-up groups also
might be a matter of concern. In the
follow-up group, 80% had entered a
community day-care center by 86
months corrected age; conversely, 14%
of the intervention group never at-
tended the child development center.
Because subjects were retained and an-
alyzed in the group to which they were

randomly assigned, the effect of such
crossovers would be to reduce the ap-
parent magnitude of the effect of the
intervention, ie, the actual treatment
effects might be somewhat larger than
those we have documented.

Conclusions

We conclude that this comprehen-
sive and intensive early intervention
program shows substantive promise of
decreasing the numiber of LBW prem..-
ture infants at risk for later develop-
mental disability. We algo document its
apparent safety in a biniogically vulner-
able population. Additional exploratory
studies are under way to examine the
variations in ESs across different sub-
groups of children.

The long-term significance of these

.findings is being addressed in the con-

tinued follow-up of the study echort.
From follow-up studies of normal-birth-
weight disadvantaged children in pre-
school programs, it seems that 1Q ef-
fects attenuate when such children
enter the usual inner-city schools but
that subsequent advantages of the in-
terventiong may acerue in the primary
grades. Such advantages include higher
academic achievement, fewer place-
ments in remedial classes, and lowered
13x of grade retention and school drop-
out; later, there may be reduced iuve-
nile delinquency and increased employ -
ment.** ;

Improving the status of young chil-
dren is the subject of policy debate cur-
rently and in the foreseeable future.
The results of this study are especially
timely and relevant to the concerns at
the federal and atate levels for provid-
ing mppropriate interventions for chil-
dren at risk for developmental delay.
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Editorial messssesse——————————————

Low-Birth-Weight Infants

Can We Enhance Their Development?

The remarkable advances of the past two decades in neonato-
logy have resulted in saving the lives of many low-birth-
weight infants. As birth-weight-specific mortality declines,
concern about developmental disabilities among the survi-
vors becomes appropriate. Attention properly has focused on
efforts to enhance the developmental potentialities of these
infants. -

See also p 3038,

A pioneering study reported in this issue of THE JOURNAL
sheds considerable light on this matter.' The study is pioneer-
ing in several respects: (1) The prospective, sound design.
formulated at the outset, gave reasonable assurance of pro-
viding answers to an important clinical and public policy issue.
(2) It demonstrated that the well-accepted multicenter design
of clinical trials is applicable to research in human develop-
ment. (3) It demonstrated that it is feasible to apply & compre -
hensive intervention in a variety of communities. (4) It illus-
trates that private foundations can play an important role in
identifying important policy issues and supporting the acqui-
sition of the knowledge base for enlightened public policy.

The study included 985 premature and low-birth-weight
children, one third of whom were randomly assigned to the
intervention group, which received a comprehensive pro-
gram with home visits in the firet year and, in years 1 through
3, attendance at a child development center, continued home
visits, and parent group meetings. Both the intervention and
the follow-up groups received pediatric swrveillance and com-
munity referra} services, but the follow-up group did not
receive the other components of the intervention. Quite strik-
ing was the low attrition rate in both groups: 913 children
(Y3%) completed the study at 36 months. This probably re-
flects the many efforts and careful attention of the staff at all
sites to the provision of services and the bonding of the
families to the program.

From the Oivision of Heaith Policy Research and Education. Harvard Univarsity,
Boston Mass

Repnint requests to Departmant of Social Medicing, Harvard Medical Schoal, 841
Hunting!on Ave, Boston. MA 02116 (Dr Richmona).

JAMA  June 13, 1980~ Vol 263, No. 22

The results have considerable clinical and potential public
poliey significance. The premature low-birth-weight study
sample was divided into heavier (birth weight 2001 to 2500 g)
and lighter (birth weight «2000 g) groups, with twice as many
infants in the lighter group, which was considered to be at
greater risk. For the heavier group, the intervention resulted
in arsean effect of IQ scores 13.2 points highe. in the interven-
tion group than in the follow-up group. For the lighter grour,
the intervention effect was not as great but atill significant —
1Q scores were 6.6 peints highe. in the intervention group.
For the overall group, the odds of having an IQ score below 70
(the mental retardation range) were 2.7 times greater in the
follow-up group, which did not receive the intervention. It is
important to note that in one subgroup only, infants with birth
weights below 1600 g with IQ scores below 70, the difference
was negligible. Among these smallest infants, however, there -
was 8 definite effect of the intervention in the group with
cumulative 1Q scores below 85, It ia of considerable impor-
tance that the larger infants were also at risk; 18% had 1Q
scores less than 70, and almost 50% had scores less than 85.

In the evaluation of behavioral competence, the study indi-
cates that children in the intervention group fared better than
those in the follow-up group. With college-educated mothers
there appeared to be little difference between the interven-
tion and follow-up groups.

Among the health status variables, for the children in the
lighter birth-weight group, mothers of infants in the inter-
vention group reported more morbidity than mothers of in-
fants in the follow-up group. This may reflect the more fre-
quent heulth surveillaner. and greater number of contac 5 in
the intervention group and may be the result of group care. It
is reassuring, however, to note that there was no evidence ¢
an increase in serious health problerr 4 in gpite of more reports
of minor illness. The fact that pediatric care was provided to
all of the children regardless of group assignment may have
minimized significant health risks for both groups.

"T'his largeat study uf & comnrehensively enriched progrem
for premature low-birth-weight infants has demnnstrated
eignificant improvement in cognitive and behavioral function
over the first 3 years of lifi;,. The implications of this finding for
public policy are considerable at a time when day care and

Ediorial 3068



early-intervention programs are expanding. Any efforts to
enhance the cognitive and behavioral development of these
children who are at greater developmental risk because of low
birth weight are potentially important for their functioning in
school, Thus, there might be an additional, longer-term bene-
fit in the reduction of later expenditures for developmental
disabilities.

Any good study raises questions for additional inquiry. We
hope that the improved performance at age 3 years will be
sustained; however, it is important to know how enduring
these gains will be, suggesting the need for continuing obser-
vation of these children. We trust the investigators will find
additional support for assessing the performance of these
children as they grow older, particularly as they move into the
school years.

It is important to identify the groups that may benefit the
most from such programs. A particularly intriguing problem
is the lack of effect on one group of infants, those with very low
birth weight (<1500 g) and IQ scores (<70). Since this is the
group most vulnerable to developmental disabilities, this lack
of effect is disappointing. Although simple explanations
might attribute this result to a fixed biological deficit, the data
suggest that behavioral explanations offer more promising
avenues for future research. Further inquiry may reveal
that, for this group, a “standardized intervention” adapted
from work with full-term infants may not be fully adequate,
and more-tailored, individual intervention efforts may be

indicated. Certainly, this finding needs a good deal of further .

exploration,

The data suggest that family circumstances —such as levels
of parental education and economic status—are important
indicators of which children are most in need of intervention,

For example, at one site in which the parents had a higher

educational level and in which community resources were
favorable, both the treatment and comparison groups did
well. The differences between the groups were not
significant. )

The report of this study comes at a very important time,
when there is great interest in the prevention, early detec-

3070 JAMA June 13,1990 —Vol 283, No 22

tion, and management of children with developmental disabil-
ities. Since the study was initiated, the Education for All
Handicapped Children Act (PL84-142) has been extended by
the passage of PL98-457, which lowers the entry age from 5 to
8 years and encourages states to implement the program for
children under 8 years and to include children at risk for
handicapping conditions.

It is reasonable to expect that the states will attempt to
minimize the untoward developmental outcomes among low-
birth-weight infants, and this study indicates some important
directions for undertaking such efforts. At a time when the
costs of programs receive much attention, it is important to
emphasize that comprehensive intervention programs for
low-birth-weight infants need not be financially prohibitive.
The number of low-birth-weight infants in any given year is
relatively finite, approximately 6.9% of all births; hence, no
significant escalation in demand for such programs will oceur.
Based on our new knowledge, it should be possible to target
those infants in greatest need. Although many of these chil-
dren may attend community-based day-care programe that -
are currently available (as did 30% of the follow-up group in
the present study), the quality and content of these programs
will need to be upgraded to produce the results reported
herein, We should recognize the potential for long-term sav-
ings through the prevention of disabilities and their conse-
quent costs.

We can look forward to additional analyses stemming from
the data that havé been collected. The results provide those
responsible for policy with a more rational basis for develop-
ing programs. Further refinements in tailoring programs will
emerge from subsequent analyses. The foundations that
funded this work are to be commended for supporting a model
that enhances our ability to establish sound public policy that
will result in improved outcomes for a vulnerable group of
children.

Julfus Richmond, MD

1. The Infant Health and Development Program. Enhancing the outcomes of
low-birth-weight, premature infants: a multisite, randomized trial. JAMA.
1990;263:8085-8042.
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TESTIMONY FOR THE PUBLIC HEARING ON SEX DISCRIMINATION IN THE HEALTH CARE FIELD

Sponsored by the State of New Jersey Commission on Sex Discrimination in
the Statutes

June 26, 1990

Submitted by Courtney N. Esposito, BA
Domestic Violence Prevention Program
Division on Women

New Jersey Department of Community Affairs

Senator Lipman, Assemblyman Cohen, Ms. Griffin, members and staff of the
Commission, ladies and gentlemen:

Good afternoon. My name is Courtney Esposito, and until the 30th of this
month, I serve as a consultant with the Domestic Violence Prevention Program
of the New Jersey Division on Women, responsible for providing training and
technical assistance to the health care community. I am also a Director on
the Boards of Womanspace, Inc., the Mercer County agency assisting victims
of domestic violence, and the National Woman Abuse Prevention Program in
Washington, DC. In addition, I am a member of the Governor's Advisory
Council on Domestic Violence, chairing the Committee on Public Awareness,
Education and Training.

I would like to begin with the words of a colleague of mine, Dr. Evan Stark.
Dr. Stark and his wife Anne Flitcraft, MD are responsible for the earliest
and most substantive research on domestic violence in the medical setting.

"Five cases of leukemia in a single high school make national

headlines. A single recorded death from 'swine flu' stimulates
a campaign costing hundreds of millions to identify and control
the virus. The typhus victim and carrier are identified. But the

battered woman and her attacker are ndét, although battering
accounts for up to half the serious injuries women bring to the

emergency room."

My history in this field began as the great niece of two battered women

and the granddaughter of a third. When I was a girl and I first began to
understand domestic violence as a common fact in the lives of women, there
were no shelters or counseling programs or hotlines, no special laws,

there was nowhere to run or to hide. I do not believe that there was any-
thing unusual about my family members in terms of the violence in their
lives, and the statistics I will share with you support this conviction.

In the early '70's, I myself became a victim, which provided further
training--"hands-on" experience if you will--for my current responsibilities.

The numbers I refer to show battered women as a cross-section of the total
population, and there are far too many of us, from all walks of life,
races, religions and socioeconomic strata, for us to comprise a certain
“personality type" which makes us want to, enjoy or deserve being beaten.

i 3x



About half of all women murdered in the United States each year--almost
2,000 women a year or about 38 women a week--are killed by a male partner.
In this country, women are more at risk of homicide at the hands of a male
partner than from all other categories of persons combined. Each year,

2 to 6 million women are beaten by their husbands or boyfriends. Leaving

a partner actually increases the chance that a violent incident will occur.

Battering is the single major cause of injury to women, more common

than rapes, muggings and automobile accidents combined. Almost half of
all incidents of child abuse occur in the context of a battering. Men
who are abusing women are often abusing the children as well. Battering
has been identified as the single strongest risk factor for a witnessing
child to become a batterer in adulthood. Battering accounts for 25% of
all female suicide attempts, and abused women comprise approximately 20%
of all women presenting with injury to hospital emergency services, 25%
of obstetrical patients, 40-50% of women with alcohol problems, 30-50% of
female psychiatric in-patients. Battering is one of the most common, yet
least identified health problems women present to health care professionals.

Clearly we can see that violence in the family is a primary health care.
issue for women. The first person outside the family a battered woman or
other victim of domestic violence often turns to is a member of the health
care community. Health care facilities are therefore a crucial step in-the
process of identifying and preventing abuse.

And yet, the original draft for public comment of "“Promoting Health/
Preventing Disease: Year 2000 Objectives for the Nation", formulated by

the U.S. Department of Health and Human Services, virtually omitted domestic
violence and battered women as categories. Although violent and abusive
behavior is discussed, women as primary victims are not. This neglect on

a governmental/institutional level is sadly often duplicated in the exa-
mining room.

I believe this happens for three primary reasons: the relegation of
violence within a family unit to the "private matter" realm--what occurs
behind closed doors is not our business and certainly cannot be considered
a crime; the lack of awareness of the community in general and health care
personnel in particular about the prevalence and dynamics of abuse; and
the feelings of frustration and helplessness many people experience when
in the presence of a victim--they simply do not know what to do or feel
powerless to help.

That's the bad news. The good news is two-fold: we can change all this, and
in New Jersey we have made a very good start.

Since 1985, the Division on Women's Domestic Violence Prevention Program
has developed and promulgated protocols, training manuals, videos and
slide and lecture presentations for the health care community on domestic
violence awareness, assessment and intervention. Most hospitals and major
health care organizations in the state have been personally addressed, and
all have received the educational and training materials. Our model
program has been the subject of a Lifetime Medical Television segment on
domestic violence aired nationally the first 4 months of this year, and our
videos are being purchased by health care facilities and domestic violence
programs throughout the country. We can be very proud of the work we

have done to help victims and the health care professionals who treat them

on a daily basis.



All of the health care education I conduct comes down to two basic con-
cepts: we must increase the victim's safety level while decreasing her sense
of isolation. The intervention is simple, although it may not always be
easy. If a victim has been given the phone number of the local domestic
violence program, or received help in exploring her options, then she is
safer. If she is made to feel, whether by the practitioner's statements,
body language, non-verbal communication or attitude that she is stupid,

sick, crazy or to blame for her dilemma, then she is more isolated. If

the practitioner is kind, non-judgmental and supportive, then she is less

isolated.

The guestions most often directed to victims--by nurses, physicians and

all of us--are "Why don't you just leave him?" (I would) "How can you put
up with this?" (I couldn't) "Why do you take it?" (I wouldn't). These
questions isolate the victim's behavior as the problem, and each time they
are asked, an alliance is insidiously formed between the "helping" pro-
fessional and the abuser--an alliance which works brutally against the
interests, safety and well-being of the victim. When health care practi-
tioners are shown how this frightful dynamic occurs, they no longer practice

it. Instead, they learn--in the frame of a few minuted--to see that the
real problem is the violence, the abusive behavior, and not the victim.
We must go on teaching them. The beneficial effects in health care delivery

to family violence victims are instantaneous.

Recovery from living with abuse is a process, not an event. I strongly
believe that with ongoing training and appropriate intervention techniques
and programs to identify, treat and refer abuse victims, the quality of
physical and mental health, and hope for the future of many thousands of
individuals will be vastly improved. If we discontinue our work, then
victims will not be helped and families in crises of violence will receive
the bitter message that the system overall does not care, and that to

seek help may be to hazard humiliation. Without consistent training and
sensitization for the "front-liners" on this issue, teaching them to ask,
to be kind, to refer, to do no further harm, we risk becoming punitive
agents, capable of adding to the very real sense of entrapment that victims
endure. Their isolation becomes validated .hy those of us who are entrusted
with their care and safety. And that indeed would be a shame.

I am certain that the health care community is ready to hear what survivors
of abuse need and what the advocates who represent and assist them have to

say. I have spoken in a variety of formal and informal settings to over
3,000 health care professionals, and have consistently been told that the
information offered to them was new, convincing and useful. Just last yecar,

former U.S. Surgeon General C. Everett Koop joined with the American

College of Obstetricians and Gynecologists (ACOG) and the National Coali-
tion Against Domestic Violence to recommend routine assessment of all

female patients for signs of family violence. The American Medical Associa-
tion's (AMA) Fall 1989 Conference on the Prevention of FAmily Violence and
Victimization was an encouraging sign that the issue has indeed become
mainstream. Both the AMA and ACOG have also announced a national training
initiative for their membership on domestic violence awareness and inter-
vention. These years are crucial ones for those of us working with victims
of abuse to network and educate within the state of New Jersey on the
subject, and to capitalize on and go beyond the recommendations set by
national health care leaders. It will take an investment of time and money,
but meeting health care objectives in an equitable way always does.
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I submit to you the five following recommendations for reducing and eventually
eliminating the not-so-benign neglect in the health care field toward
victims of family violence:

* Continue, expand and intensify the training and technical assistance
offered to all sectors of the health care community

* Increase media and public awareness efforts on this subject and on
the training opportunities available so that violence in the home
can be loudly and clearly identified as that which it is---a primary
health care issue for women

* Ensure that a protocol for health care intervention in domestic
violence cases be adopted and disseminated by the New Jersey De-
partment of Health, the New Jersey Hospital Association and other
appropriate health care agencies to their constituents. This would
ideally be effected in one to two years.

* Require certain health care providers (e.g., hospital, clinic and
mental health services) to record the numbers of suspected and
confirmed domestic violence cases treated, so that statistical data
as to the nature and extent of domestic violence incidents occurring
in our state can be collected. Several other states mandate such
record-keeping, and I submit a copy of the Medical Data Collection
Report Form from the state of Connecticut for your information
and consideration.

* Statistics from domestic violence programs throughout our state

indicate that demand far exceeds supply--indeed many services are in
the unfortunate position of annually denying immediate shelter to
more clients than they house, and abuser counseling programs
too commonly maintain waiting lists for treatment of offenders.
More shelters and services are needed to house, counsel and other-
wise assist both victims and abusers. Hopefully, additional funds
will continue to be made available to these programs so that they
can endure in their business of saving lives.

I appreciate the opportunity to speak before you today, and I would be
happy to answer any questions you may have. Thank you for your time and
attention. :
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GENERAL INFORMATION

This repQn 18 1eQuired 10 provide statistical cata 10 the Governor and the General Assembiy as 10 the extent and nature of family
violenca incidents acturnng in Conneclicul. Al present, legisiation requirnng this reporing is effective from Octoder 1, 1886
requinng aala compiation lor 8 pernod of five years. Please compiste this form consisient with the sxampies and esplanations
provigeq beiow in general. il DATES requested shouid be entered in the torm of “10/01/88" instead of October 1, 1986. In
MULTIPLE CHOICE sreas ChOOse the Most APPrOPriale respONse and Circie the latler which precedes . The exampies snd
€ADIAN3LONS 2PPICADIC 10 N resPONSE 8r8s 418 NOlEC bolo- Owruct any questions of comments 10 the Siats Poice Crimes
Angiys:s Uil (203) 228-6578S.

item

1. Treatment Facllity Name & Lasation
Exampie. "Martora Hospital - Mantord,” or “Norwaix O/P Clinic-Norwalk”
2 City/Town of Otiense
Enter town Of City 1n whiCh S3sauit oCcurred.
3. Incigent Date & Time
Enter gate anc ime of assauit. 8., “10°01/86" & 10.00 p.m."
4. victim Date of Birth & Sex. '
Ingicate victim gate of dirth 1n the form of MM, DD/YY
Circie "8 of “D” choiCe INAICAIING 4DPIODNALE Sex oclnqnluon
4. Assailent Date of Birth & Ses
Simuar procedure for assailant information as in item 4. 1f DOB is nat known for assailant, write in 8PProximate 89e as known or
estimaled Dy victim. 1 @.. "age 32",
3. Does Victim Venty incident as One of Family Vioience? '
Ciurcie "2’ tor yes if victim 3 recitation of incigent CircuMsIances indicates the ssssilant was one withun the family relationship.
8. Does Victim Claim Prior Injury ss 8 Resuit of Family Viclence?
Circle “a” 1l vicum Claims injury 8t 8nOtRer ime whiCh was nflicted dunng & prior incident of tamily violencs.
7. Characier of Reistionship Victim/Aasallant
Circie tetter whicn Dest descrides famihial reiationship Detween vichm and offender. If " is Dest NespPONEe INCICALS wity IN SPACS |
or Remaras .
8. is Victim Being Referred?
Circle approprisie cnoice. if "¢” give name of 3gency o which referrsd T
9. injuries Sustained by Victim.
Circie appropriate response. clanty i necessary i\n Comments‘Remarks.
10. Medical Treatment Given
Circie approprate cnoice Use T when victim 1s DOA or sxpires. Furnish name of medical facility 10 which victim i
transtierred
11. Provider Commmulomnm
Seif explanstory
"12. Name of Medical Care Provider
Name of treating physiCian, printed Or lyped. NO signature 18 reQuired
13. Date of Service
Enter date ONn whICh viCliM was examined and/or treated.
14. Signature of Reponer
Signature sNouid De tNat Of whomever is Making the repon.
15. Dste of Aeport .
Enter date on which repon s compmod
18. Titie of Reporting Person
When eitner the examining PRysiCian Of a MediCal records Clerk completes this form, then Gircie the 8ppropriaste designation.
Others. such ss Administrator, Director, Secretary, maxe the spproprate entry 1o designate title or jod descnplion of person
maning the repont.
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CONNECTICUT DEPARTMENT OF PUBLIC SAFETY
DIVISION OF STATE POLICE
CRIMES ANALYSIS UNIT
SP-231-C (Rev. 7/86)
MEDICAL DATA COLLECTION REPORT
FAMILY VIOLENCE PREVENTION AND RESPONSE ACT
(P-A. 38-237) '

Pubdlic Act 86-337, Sec. 30 provides: “A medical data collection repor shail be complieted for any victim being trested 1or injunes for
whiCh the viICLiM states rasulled from tamily vioience Of which the mand \ted medical Provider has reasoNadIe Cause Lo Deleve
resuited from famity vioience.”

Pudiic Act 84-137, Sec. 3d provides: “Any Person reqQuIred (0 rEPOr UNGer the Provisions of this s8Cton who fails 10 Make such
repon snail dbe ined not more than FIVE HUNDRED DOLLARS.” (emphasis added)

1. Trestment laciily name A location 1. Chy/Town of oftense b S I&dlul (MM/D0/YY)
‘Oats:

co | eo: T | Time: ‘ am/pm,
4a. Assaliant OOB/8ex Doee victim verily incigent ss one of
Date ot Bintn: Date of Bintn: family vietence?

Sex' s female B mMaie Sex' g femaie b. male s. yos D.Nn0

6. Does victim claim pnor injury se & result of femily viclence?
4 yes DB.NO

4. Vicum 000/ 8es

7. Character of reistionship victia/asssilant
8. 3POUSE Of X-8POUSe

8. ls Vicum Deing relerred?
‘a 10 police
b to OCYS
€. 10 other agency

0. other tamily at home
¢ live~in of companion
d. other relative not residing 1n home
e. other

a no referral contemplated

2. Injuries susisined Dy victim
4 None oDserved Dy examinalion
D. minor injunes:. Irested & released (pain. swelling,
scratcnes. contusions) :
C moderste Injuries: 3NOM stay admit (laceration, fracture,
Neac trauma)
G severe injuries: characterized as ncapacitating or lile
Inreatening
¢. lawal or probadly fatal injuries

10. Medical trestment given
8. NONG requUIred O treatment was refused
D. treated and released
€. admitted {or O0servation
4. acmitted for eatended care
¢ transterred 10 other medical facility:
1. agmitiea 10 patnoiogy service

11. Provider Comments/Remarks

. 3

14 Signature of Reperiing Persen

12. Name of Medical Care Provider 13. Date of Service

1. Date of Report 16. Ve Aeporting Person

(physiCian, mediCal records clerk, #tc.)

REPORT SUBMISSION REQUIREMENT
Pubiic Act 86337, Sec. 5¢ provides: “The medical data collection repan shall be sudbmitted to the Department of Public Safety ona
QUARTERLY basts lor quanters ending on SEPTEMBER THIRTIETH, DECEMBER THIRTY-FIRST, MARCH THIRTY—FIRST, and
JUNE THIRTIETH. The Department of Public Salety snall tabuiate and COmpaie Gata from the medical data collection reports and
repon such compilation annually for the five years (0llowing tne eflecuve date of ttws act 10 the Governor and the Generat
Assemoly © Please mail this repgont to: .
) CONNECTICUT STATE POLICE
CRIMES ANALYSIE UNIT
294 Colony Sireet
‘Mertden, CT 08480
Tel: (203) 230-46T3
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DOMESTIC VIOLENCE
IDENTIFICATION, TREATMENT AND REFERRAL OF ADULT VICTIMS
A PRESENTATION FOR HEALTH CARE PROFESSIONALS

Designed to:

® increase understanding of the dynamics of domestic violence

® cite statistics concerning the incidence of domestic violence

address myths and biases which impede appropriate treatment of victims
review signs and symptoms of abuse

provide assessment questions to help identify victims

introduce a specially designed domestic violence protocol for health care facilities and tools for
its implementation

review resources and referrals available to assist victims and their families

consider issues of documentation, liability and care for the caregiver

e ™~
Sponsored by the New Jersey Department of Community Affairs
Division on Women
Domestic Violence Prevention Program

Developed and conducted by
Courtney N. Esposito B.A.
Box 193B Blackwell Road
Pennington, New Jersey 08534
(609) 737-2982

\_ . J/

The Domestic Violence Prevention Program has three major goals:

® the development and implementation of domestic violence prevention training programs for
professionals in the health care, law enforcement, clergy and educational systems

® provision of public information and community outreach to enhance and support the efforts of
current programs dealing with domestic violence throughout the state

® to evaluate, coordinate and promote legal protections and the provision of services to assist
victims of domestic violence

Continuing Education Units Available
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INFORMED CONSENT AND BREAST CANCER

by Lynn F. Miller, JD Rutgers Law School, June 3, 1990.

I. Introduction.

An analysis of the public policy about breast cancer in the
United States reveals a shocking lack of official concern about
this disease that affects many Americans.

According to the American Cancer Society’s 1987 Cancer Facts
and Figures, there were approximately 130,000 new cases of breast
cancer diagnosed in American women, and approximately 41,000
women died of breast cancer in 1987. The 1987 statistics
represent the first time that breast cancer deaths have climbed
into the 40,000 deaths per year range, having remained in the
mid-30,Q00 for many years. In 1987 also for the first time, the
percentage of incidence rate rose; one out of every ten women
will develop breast cancer in their lifetimes. By 1988, the

American Cancer Society’s estimate of new cases per year rose to

135,000, with 42,000 women dying from the disease. By
comparison, in 1984 Cancer Facts and Figures, the American Cancer

Society reported approximately 115,000 diagnosed cases (still
more than ever before until that timé). Breast cancer is the
most common cancer to strike American women, accounting for more

than one-fourth of all women’s cancers.l In the 1970'’s "only"

ljohn L. Young, Jr., Constance L. Percy, and Ardyce J. Asire
(eds.), vej idemi s : i e an
Mortalit ata 973-1977 U. S. Department of Health and Human
Services, NIH Publication No. 81-2330, June 1981.
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one out of every 11 women developed breast cancer, about 9% of
all the women in America. Now, about 10% of all the women in
Amefica will develop breast cancer. Many "famous" women, such as
Nancy Reagan, Betty Ford, Happy Rockefeller, Susan Sontag, and
Sandra Day O’Connor have had breast cancer, and so have many
"ordinary women." Given the one in ten incidence rate, almost
every person in the United States has been or will be affected by
breast cancer, either directly or because someone they know--
family, friend, business associate--has it or has had it. By any
method of assessment, breast cancer represents a serious threat
to the health and welfare of the people of the United States.

What has been the response of the  federal and state
legislatures, those responsible for formulating policy with
regard to public health and welfare? Unfortunately, in the area
of research, very little has been done. "Male influence has . .
.affected the search for treatments and cures of breast cancer."?
II. What the states have done: a survey.

State "informed consent" laws serve the purpose of
requiring that patients receive all information about various
treatments available for tﬂeir particular ailments, prior to the
initiation of treatment. There are both general "patients’
rights" laws, requiring doctors to discuss alternative treatments
available for all medical problems, including but not limited to
cancer, and specific "breast cancer patients’ consent" laws,

requiring doctors to inform about alternative treatments

2Kkushner, Alternatives 378 (1984).
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available for breast cancer. The core of all the consent laws is
the stipulation that physicians and surgeons treating breast
cancer patients must inform patients being treated for breast
illness or disease, usually by means of a standardized written
summary, of the alternative methods of treatment. This note will
discuss only those states that have specific breast cancer
informed consent laws, rather than all the states having general
informed consent laws.
A. CALIFORNIA
A California 1980 law3 states:

“The failure of a physician and surgeon to
inform a patient by means of a standardized
written summary, . . .in layman’s language
and in a language understood by the patient
alternative efficacious methods of treat-
ment which may be medically viable, includ-
ing surgical, radiological, or chemothera-
peutic treatments or combinations thereof,
when the patient is being treated for any
form of breast cancer constitutes unpro-
fessional conduct. . . ."

The statute goes on to state that it is the
responsibility of the State Department of Health Services, on the
recommendation of its Cancer Advisory Council, to develop a
standardized written summary in layman’s language and in a
language understood by the patient. The summary was to be

printed and made available to physicians and surgeons by the

Board of Medical Quality Assurance. The pamphlet was to inform

3cal. Health & Safety Code $1704.5 (West 1980)
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the patient of the advantages, disadvantages, risks, and
descriptions of the procedures, with regard to medically viable
and efficacious alternative methods of treatment. A physician or
surgeon who gave this pamphlet to her patient would comply with
the law. The law became effective on January 1, 1981. A
pamphlet was produced and mailed to California physicians 1in
March 1983. According to a pamphlet distributed by The American
Cancer Society, this 1law produced "a protracted debate."4
According to the same pamphlet, it took thirty rewrites to
produce a brochure acceptable to physicians, patients’ groups,
state officials and legislators.?>

. It 1is interesting to note that the California law
specifies that the information must be provided "in a language
understood by the patient." [emphasis supplied] This seems to
mean that pamphlets in languages other than English must be
supplied to those who do not read English. It 1is also
interesting that, although it took slightly more than two years
to produce and mail the pamphlet, that amount of time is not
surprisingly excessive, given the process of consensus mandated
by the advice requirement from the Cancer Advisory Council,
constituted of laypeople and health professionals, along with the

difficulties of bringing any printing project to fruition.

4American Cancer Society, Division Involvement in State
"Informed Consent--Breast Cancer Treatment" Laws/Legislation.
(May 1983)
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B. FLORIDA

A 1984 Florida statute® directs the Florida Cancer
Control and Research Advisory Board, by January 1, 1985, to
prepare a standardized written summary, in layman’s terms and in
language easily understood by the average adult patient,
informing actual and high risk breast cancer patients of the
medically viable treatment alternatives available to them in the
effective management of breast cancer, describiné such treatment
alternatives, and explaining the relative advantages,
disadvantages and risks - associated with them. Upon i;s
completion, the summary is to be printed in the form of a
.pamphlet or booklet and made available to physicians and surgeons
(M.D.s) and to osteopathic physicians (D.O.s) in the state. The
‘Board is also required to develop and implement an educational
program, including distribution of <the pamphlet or booklet
developed wunder the statute, to inform citizen groups,
associations, and voluntary organizations about early detection
and treatment of breast cancer.

The law obligates every physician treating a
patient who is, or is the judgmént of the physician is at high
risk of being, diagnosed as having breast cancer to inform such a
patient of the medically viable treatment alternatives available,
to describe the treatment alternatives, and toA explain the
relative advantages, disadvantages, and risks associated with

them, to the extent deemed necessary to allow the patient to make

6Fla. Stat. $$381.3712(4)(m$, 485.324, 459.0125 (1984)
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a prudent decision regarding the treatment options.

In order to comply with the statute, the physician
may, in her discretion, either orally communicate the information
directly to the patient or her legal representative, give the
patient or her legal representative a copy of the written summary
and express willingness to discuss the summary, or both directly
communicate the information and provide a copy of the written
summary for further consideration and possible later discussion.

When the physician provides the information, the
patient’s ability to understand the information, as well as the
patient’s physical and emotional state, must be consi@ered. The
physician may, in her discretion and without restriction,
recommend any mode of treatmenﬁ which is, in the physician’s
judgment, the best treatment for the patient.

Every phygician treating a patient who is, or in
the judgment of the physician is at high risk of being, diagnosed
as having breast cancer must indicate on the‘patient’s medical
record compliance or noncompliance with the statutory provisions
outlined supra regarding communication of treatment alternatives.

The law defines "medically viable" as applied to
treatment alternatives to mean modes of .treatment generally
considered by the medical profession to be within the scope of
current, acceptable standards, including treatment alternatives
described in the written summary prepared by the Florida Cancer
Control and Research Advisory Board.

Note the deference throughout to the physician’s



discretion, which probably resulted from a compromise with the
state chapter of the American Medical Association. Also note
that there seems to be no specific language requirement, although
the patient’s understanding is emphasized.
C. GEORGIA

Georgia enacted a law’/ directing the Composite
State Board of Medical Examiners to publish an informational
booklet on breast cancer and the treatment of breast cancer. The
statute requires the booklet to contain a summary of the latest
information on breast cancer and in brief form to discuss the
generally accepted and ‘widely prevailing medigal and surgical
treatments for breast cancer. The booklet must include a valid
assessment of the relative fisks and benefits of the accepted and
widely prevailing methods of treatment.

A copy of the booklet must be made available by
the Board to "every appropriate physician™ in the state. A
letter by the Board is to accompany the booklet stating that the
Board urges the physician to distribute»a copy of the booklet to
each and every patient whose disease or course of treatment is
covered by the material in the booklet. Copies must be made
available to any pefson upon request at a fee sufficient to cover
the cost of printing and distribution. The booklet will be
updated and redistributed at such times as the Board deems
necessary. This law places all the onus on the Board, which must

"urge" physicians to distribute the pamphlet. Only the Board’s

7Ga. Code Ann. $43-34-21(g) (1984)
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actions are mandated or constrained by the statute. The fee may
be a deterrent to the widest distribution; a free booklet would
be preferable.
D. HAWAIIL
The Hawaii Legislature adopted a resolution®

requesting the Hawaii Medical Association and the Hawaii Chapter
of the American Cancer Society to cooperate in preparing a Breast
Cancer Treatment Alternatives (BCTA) information sheet, which
would describe, in a manner easily understandable by the patient,
the risks and procedures involved in alternative methods of
breast cancer treatment. The resolution further requested the
Hawaii Medical Association to develop a model consent form which
could be used to verify that a pétient for whom breast cancer
surgery 1is prescribed has seen, read, and understood the BCTA
information sheet. The state medical association was also
requested to prepare a plan to ensure the timely distribution of
the information sheet and consent form to persons with breast
cancer. |

Pursuant to the above resolution, the Hawaii
Medical Association and the American Cancer Society, Hawaii
Division, developed a pamphlet entitled Breast Cancer Treatment
Alternatives: A Woman’s Choice.

Two days after the above resolution was adopted,

the Legislature passed another resolution? requesting that the

8H. Res. 321, 1983

9s. Res. 148 (1983)
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Board of Medical Examiners and the Department of Commerce and
Consumer Affairs provide for the effective distribution of the
standards on informed consent for breast cancer treatment to
Hawaii physicians. Additional copies are to be distributed or
readily available for the use of their patients.

Hawaii enacted a 1lawlO© reqﬁirinq the Board of
Medical Examiners to establish standards for health care
providérs to follow in giving information to a patient, or to a
patient’s guardian, to ensure that the patient’s consent to the
performance of a mastectomy is an informed consent. The law
requires the standards to include the substantive content of the
information to be given, the manner in which the information is
to be given by the health care provider, and the manner in which
consent is to be given by the patient or the patient’s guardian.
The substantive content of the infofmation to be given must
include information on the recognized alternative forms of
treatment.

Note that the initial resolutions simply requested
the Board of Medical Examiners to take certain actions, whereas
the law passed. subsequently required, that is imposed an
affirmative duty on, the same Board to establish standafds for
health care providers. With a request, presumably, the Board is
urged to comply, but no sanctions can be imposed if it fails to
do so, other than perhaps public disapproval. However, with a

statutorily imposed legal requirement, presumably sanctions would

10Haw. Rev. State $671-3(c) (1983)
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actions are mandated or constrained by the statute. The fee may
be a deterrent to the widest distribution:; a free booklet would
be preferable.
D. HAWAII
The Hawaii Legislature adopted a resolution®
requesting the Hawaii Medical Association and the Hawaii Chapter
of the American Cancer Society to cooperate in preparing a Breast
Cancer Treatment Alternatives (BCTA) iﬁformation sheet, which
would describe, in a manner easily understandable by the patient,
the risks and procedures involved in alternative methods of
breast cancer treatment. The resolution further requested the
Hawaii Medical Association to develop a model consent form which
could be used to verify that a patient for whom breast cancer
surgery 1is prescribed has seen, read, and understood the BCTA
information sheet. The state medical association was also
requested to prepare a plan to ensure the timely distribution of
the information sheet and consent form to persons with breast
cancer.
Pursuant to the above resolution, the Hawaii
Medical Association and the American Cancer Soéiety, “Hawaii
Division, developed a pamphlet entitled B;g@ﬁ;A;ugg;_;:gg;mgﬁg
te ives: W ! ice.
Two days after the above resolution was adopted,

the Legislature passed another resolution? requesting that the

8H. Res. 321, 1983

9s. Res. 148 (1983)
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Board of Medical Examiners and the Department of Commerce and
Consumer Affairs provide for the effective distribution of the
standards on informed consent for breast cancer treatment to
Hawaii physicians. Additional copies are to be distributed or
readily available for the use of their patients.

Hawaii enacted a 1lawl0® requiring the Board of
Medical Examiners to establish standards for health care
providers to follow in giving infofmation to a patient, or to a
éatient’s guardian, to ensure that the patient’s consent to the
performance of a mastectomy is an informed consent. The law
requires the standards to include the substantive content of the
information to be given, the manner in which the information is
to be given by the health care provider, and the manner in which
consent is to be given by the patient or the patient’s guardian.
The substantive content of the information to be given must
include information on the recognized alternative forms of
treatment.

Note that the initial resolutions simply requested
the Board of Medical Examiners to take: certain actions, whereas
the - law passed subsequently required, thét is imposed an
affirmative duty on, the same Board tb establish standafds for
health care providers. With a request, presumably, the Board is
urged to comply, but no sanctions can be imposed if it fails to
do so, other than perhaps public disapproval. However, with a

statutorily imposed legal requirement, presumably sanctions would

10Haw. Rev. State $671-3(c) (1983)
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result from a breach. Furthermore, a request results in a
discretionary duty for a Board, whereas a requirement results in
a mandatory duty for a Board. This distinction implicates the
level of review a court can give Board action or inaction;
discretionary duties of an administrative body are not usually
subjected to the same level of judicial scrutiny as are mandatory
ones court, under normal administrative law procedures.

The Héwaii Board of Medical Examiners has adopted
"Guidelines for Methods of Treatment for Breast Cancer." The
Guidelines define biopsy, mastectomy, local excision plus
radiation, chemotherapy and other procedures including radiation,
reconstructive clinical trials and protocols.

E. KANSAS

Kansas expanded the grounds for revocation,
suspension or limitation of a medical license to include "failure
to inform a patient sufferihg from ahy form of.abnormality of the
breast tissue fdr which surgery is a recommended form of
treatment, of alternative methods of treatment specified in the
standardized summary supplied by the Board."ll The State Board
of the Healing Arts is statutorily designated as the agency to
develop and distribute the summary to licensed physicians. The
summary shall outline alternative modes of treatment, including
surgical, radiological or chemotherapeutic treatments and the
atteﬁdant risks. The provision will not be construed to "empower

or authorize the Board to restrict in any manner the right of a

llgxan. Stat. Ann. $65-2836 (o) (1984)
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person licensed to practice medicine and surgery to recommend a
method of treatment or to restrict in any manner a patient’s
right to select a method of treatment."

Even though framed in the negative, as grounds for
imposing a penalty, this statute seems to impose an affirmative
duty on physicians to inform patients. However, there is no
specific provision for informed consent prior to treatment
explicit or implied.

G. - KENTUCKY

Kentucky enacted a lawl? requiring the McDowell
Cancer Network, Inc. and the James Graham Brown Cancer Center to
develop and submit to the Cabinet for Human Resources "a
standardized written summary, in 1layman’s language and in
language understood by the patient, of the advantages,
disadvantages, risks and descriptions of all medically
efficacious and viable alternatives for the treatment of breast
cancer." Any physician who treats a patient for any form of
breast cancer must provide the patient with the summary,
informing the patient of alternative modes of treatment "which
may include surgical, radiological or chemotherapeutic or
combinations thereof."

G. ROUGINA
Louisiana adopted a Resolutionl3 urging and

requesting all physicians in the state to advise their patients

12check this cite H.B. 609 (1984)
13check this cite H. Con. Res. 125 (1983)
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orally and in writing of the alternatives to a radical mastectomy
prior to performing such a procedure. The Resolution also urges
and requests that prior to performing a radical mastectomy on any
woman, each physician obtain the signature of the woman on a copy
of the written advisement in which she acknowledges that she has
been informed of the alternatives to a radical mastectomy. The
Resolution further urges and requests each attending physician
performing a radical mastectomy to provide the wéman with a copy
of the written advisement signed by her and to make a copy of
this written advisement a part of the medical record of each
woman upon whom she/he has performed a radical mastectomy.

This Resolution seems, more openly than most examined, to be
designed at least as much to protect physicians from malpractice
suits as to protect women from overeager or unscrupulous surgeons
and'physicians, or from those whose medical education dates from
the early part of the century. The emphasis on making a copy of
the physician’s written advisement signed byAher a part of the
medical record of each patient on whom the physician has
performed a radical mastectomy seems to help doctors build into
the record ﬁheir defense against medical malpractice suits based
on failure to inform adequately. The statute, -in this regard,

seems designed to advise doctors of the best methods to protect

themselves against such suits. It does not seem designed with
the patients’ welfare as primary. Also, this 1is a mere
resolution, which "urges and requests." There seem to be no

legal or medical-ethical consequences built into the statute, as
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also is the case in Kentucky, Hawaii, Georgia, and some other
states, for a physician who fails to comply with the urgings and
requests. Urgings and requests can be read as describing a
discretionary act, not a mandatory one.
H. MASSACHUSETTS

Massachusetts enacted a patient’s rights lawl4
which states that: "Every patient or resident of a facility
shall have the right: . . . (h) in the‘ case of a patient
suffering from any form of breast cancer, to complete information
on all alternative treatments which are medically viable." The
law does not make -clear when the complete information must be
given to the patient, nor whether the information is part of the
consent procedure prior to surgery. The Massachusetts Division
of the American Cancer Society was involved in drafting the
brochure available to all breast cancer patients in the state.l>
The involvement of a private voluntary organization in carrying
out what has been seen as a state responéibility in other states
" is of interest.

I. MINNESOTA

The Minnesota patients’ bill of rights statutel®

states that every patient or resident suffering from any form of

breast cancer must be fully informed, prior to or at the time of

l4Mass. Gen. Laws Ann. ch. 111, $70E (Law. Co-op. 1983)

15american Cancer Society, National Office, Government
Relations, Division Involvement in State "Informed Consent--
Breast Cancer Treatment" Laws/Legislation (May 1983)

16Minn. Stat. $144.651, Subd. 9 (1984)
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admission and during her hospital stay, of all alternative
effective methods of treatment of which the treating physician is
knowledgeable, including surgical, radiological, or
chemotherapeutic treatments or combinations of treatments and the
risks associated with each of these methods.
J. NEW JERSEY

New Jersey lawl? requires that before a physician
operates on a patient for a breast tumor, the physician must
obtain written consent from the patient, or fhe patient’s
authorized representative, on a form which allows the patient to
(1) give consent for a biopsy only; (2) give consent to perform
any necessary operation or procedure including breast removal if
it is determined that the patient has a malignant tumor in her or
his breast or other breast abnormality; or (3) give consent for
both a biopsy and an additional operation or procedure if
necessary. A physician who fails to comply with this act is
subject to disciplinary action by the State Board of Medical
Examiners pursuant to the New Jersey Medical Practice Act.

K. PENNSYLVANIA

Pennsylvania lawl8 provides that -before a
physician operates on a patient for a breast tumor, a consent
form must be executed which contains two options. The patient may
consent to either or both options. The first options gives

consent for a breast biopsy only. The second option states that:

17N.J. Rev. Stat. title 45, ch. 9 (1984)

18y.B. 1972 (1984) check this cite
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"If it is determined that I have a malignant tumor in my breast
or other breast abnormality requiring surgery, then I authorized

Dr. to perform such operations or procedures,

including breast removal, which are deemed necessary. I have
been informed of the current medically accepted alternatives to
radical mastectomy." There is no stated requirement for any
standard, prescribed information. Failure to comply with the
above statutory provisions subjects the physician to disciplinary
action under the state’s Medical Practice Act or Osteopathic
Medical Practice Act.
L. VIRGINIA

The Virginia statutel?d is similér to the
Penné&lvania law. Virginia 1law spells out the paragraphs
required in the form "Consent for Treatment of Breast Tumor."
Before a physician operates on a patient for a tumor of the
breast, a consent form must be executed on which the patient must
consent to either of two options or to both. The two options are
essentially the same as the ones spelled out in the Pennsylvania
statute.

The "blanket," or one-stage, consent in the
Pennsylvania and Virginia statutes gives a great deal of
discretion to the physician and does not allow women to
participate in a fully informed way in decisions about their

treatment.

19ya. code Ann. $54-325.2:2 (1985)
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There is no consistency among the states as to how informed
consent to breast cancer treatment is to operate in that state.
There seems to be no principled definition of what informed
consent in the treatment of breast cancer is or should be. There
are many states that have no laws dealing with this area of
medical practice. As a result, many women are ill-informed about
treatment options and make a very difficult decision too often

based on panic and ignorance.

16
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Executive Director

Testimony: June 26, 1990

I am Dorothy Flemming, Executive Director of the New Jersey State
Nurses Association.

Thank you for this opportunity to present NJSNA's views on health
care 1n New Jersey. Nursing 1s the 1largst group of health care
professionals and 1s essential to any discussions of decent cost
effective health care. '

Professional nurses are not 1invested 1n the present system of
health care dellvery. We are actively seeklng a change in emphasis
from tertlary care of the acutely 111 to preventive primary care of
the well.

We are actively seeking a change in the gatekeeper mentality that
allows all control of health Eare delivery to be put into the hands of .
the physiclan. Specifically we seek to obtain prescriptive privilege
-for a small number of very qualifled specialists in nursing practice;
Nurse Practitioners, Clinical Nurse Specilalists, and Nurse Midwives.
Prescription of drugs 1s an act integral to the assessment, diagnosis
and treatment cycle 1in the provision of primary care. To provide
primary care, primary care nursing practitlioners are seeking
prescriptive authority.

I want to give you a very brief history of prescriptive authority

in this country specifically to debunk common assumptions that only an
MD is Qualified to keep us safe from dangerous drugs.

bPx

320 West State Street. Trenton, New Jersey 08618-5780



Darling vs Charleston Community Memorial Hospital clearly established
that the duty of the nurse was to be knowledgeable about diagnosis and
prescribing so as to monitor the care of patients and take action if
the case 1s negligent. From that time on Nursing Practice Acts have
included diagnosls and treatment through the nursing regimen as parf
of thelr practice act. The New Jersey Legislature amended its Nursing
Practice Act in 1974 to accommodate that language. Nursings' struggle
to obtain autonomy in prescriptive authority translates to a social
inequality issue. We are asking for support of leglslative language
that affords nurses the greatest degree of structural autonomy for
safe practice. Our Practice Act should 1nclude a definition of
nursing that includes or at least does not prohibit the performing of
diagnols and prescribing. Senator Wynona Lipman's bill S-2100 1s the
legislation we think will accomplish that. Primary Health Care
Services are essential to a reformed health care system. Nurses have
been educated to assume the role of primary health care provider.
NSJIJNA 1is askling the New Jersey Leglslature to correct the 1lnequities
of the past system which 1invests prescriptive privilege pnly in the
medical fileld.

We are asking for leglslative rellef from a very restrictive
practice atmosphere.for nursing in New Jersey.

AWA:DF/k
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Health Care Issues

Prescriptive Authority: Debunking
Common Assumptions

Gene E. Harkless, R.N.,, C., M.S.N.

Abstract
Prescription of drugs Ls an act
n
and treatment cycle in theproviszon
of primary care. To provide primary

care_and_specialt rvl d-

vanced practice nurses are seeking

prescriptive authority. This article

examines the historical development
of medical prescriptive authority,
challenges four commonly held as-
sumptions regarding prescriptive
authority for nurses, and discusses
how medicine’s dominance in pre-
scriptive cuthority relates to nurs-
ing’s struggle for power and autono-
mony. Nurses must direct their po-
lit:cal and educational activities
toward developing true structural
and attitudinal autonomy in ail
aspects of nursing practice.
Prescription of drugs has be-
come an act integral to the assess-
ment, diagnosisand treatment cycle

in the provision of primary care. The.

role of the nurse in primary care has
expanded over the course of the
more than 20 years since the found-
ing of the first nurse practiticner
raining program to claim compe-
tency in providing the full range of
primary care services.

In spite of the increased knowl-
edge and skill professional nurses
attain, many nurses in this country
cannot legally prescribe medica-
tions or cther items requiring a pre-
scription. It is commonly accepted
by both nurses and the public that
oniy physicians (MDs) have this
authority. Patterns of authority
tend to take on the status of objec-
tive social fact. Patterns of author-
ity are perpetuated because people
come to believe that this is how

things always were, always will be
and always should be.lAfter all, the
MD has considerable educatxon
years of experience, and with drugs
being so dangerous it only makes
sense for this system to continue. Or
does it? The question arises as a
growing number of nurses are seek-
ing prescriptive authority to provide
specialty services and primary care.

Historical Context of
Prescriptive Authority

Prior to 1500, consumers could
obtain any available drug through
their pharmacists without a pre-
scription. Some sought the advice of
their physicians about drugs, but
this was neither a mandatory nor
frequent practice. At the turn of the
century, a major transition began as
control of drug information and
purchasing was shifted away from
the consumer and placed under the
authority of the physician. The start
of this transition was largely the
result of three factors. First, muck-
raking journalists and other Pro-
gressives joined physicians in a
crusade for regulation of patent
medicines as part of a more general
assault on deceptive business prac-
tices. Second, the American Medi-
cal Association (AMA) acquired,
through its growing membership,
the financial resources to mount a
major campaign in favor of requir-
ing that patent medicine manufac-
turers disclose the contents of their
products and cease advertising to
the general public. In conjunction
with this campaign, the AMA also
established its Seal of Approval for
drugs. Third, drug makers recog-
nized that they were increasingly

70X

dependent on doctors to market
their products because of the pub-
lic’s increased dependency on pro-
fessional opinion in making deci-
sions about medication. These
events, in conjunction with the rela-
tively new licensing laws for medi-
cine, helped place physicians in the
new role of drug experts. Authority
was moving {rom being granted by
the consumer based on functional
role perception to authority being
embeddedinthe mstltutlon of medi-
cine.

The first federal legislation to
place controls on the dispensing of
drugs was the Pure Food Act of
1906. This [aw madeitillegal to mis-
represent drug contents by false and
misleading labeling. Its intent was
to protect the consumer from wide-
spread fraud and to help ensure that
fair value was received for the
money spent. The law improved the
functioning of the market by mak-
ing consumer information more
accurate.?Although the law did give
physicians prescriptive authority
for drugs containing narcotics, all
non-narcotic drugs were still avail-
able to the consumer without a pre-
scription. The limited prescriptive
authority of physicians is illus-
trated by the fact that in 1929, less
than one-third of all medicines
bought were prescribed by physi-
cians.

In 1938, the Federal Food, Drug
and Cosmetic Act was passed fol-
lowing atragedyin which a pharma-
ceutical company released a toxic
preparation that killed more than
100 people. This act extended the
mandate of the Food and Drug
Administration (FDA) to include
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1eguiation distinguisning over-the-
counter drugs from prescription
drugs. Drugs were defined as any
product, including medical devices,

As consumer influence declined ...
medicine was turning authority into social
privilege and economic power. Nursing

did not keep pace with these changes.

medicine’s control of drug prescrip-
tion farther from the marketplace.
In 1951, the Humphrey-Durham
Amendment provided for an expert

that affected bodily structures or
functions even in the absence of
disease. Physicians, by virtue of
their position in the health care
field, were given the authority to
control access to these prescription
items.

- Upon passage of the 1938 act,
the FDA stated clearly that the leg-
islation would not usurp any control
from the consumer. However, the
regulation that the agency devel-
oped six months later ended up

- doing exactly the opposite. The des-

ignation of prescriptive vs. non-pre-
scriptive drugs was delegated to the
manufacturer, and those drugs re-
quiring prescription had to be la-
beled in such medical terms so as to
net be easily understood by the ordi-
nary individual. -According to
Temin, it is not clear why this ap-
proach was introduced at this time.?
He speculates that the FDA proba-
bly thought there would be only a
small number of prescription drugs
designated. However, this resolu-
tion of the question of who — con-
sumers, pharmacists, doctors or the
FDA — should choose which medi-
cine people take has had enormous
impact on health care and been of

- great benefit to the position of phy-

sicians within this system. These
regulations took control from the
consumer and embedded the pre-
scripticn of medications mere firmly
into the existing medical hierarchy
and increased consumer depend-
ence on the physician. This in-
creased prescriptive authority in
combination with licensure require-
ments helped further move medi-
cine out of the market economy and
into an insulated hierarchical ar-
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review board to decide whether a
drug was safe for use.*Following the
1951 law, almost all new drugs were
placed in the prescription-only
class. The Drug Amendmentin 1962
took even more decision-making
away from the consumer. This
amendment gave the FDA author-
ity to regulate which drugs could be
used for which illnesses. Both
manufacturers and practicing phy-
sicians were placed in subordinate
position to the experts appointed by
the government.

thonity for prescribing.

Even more restrictive to nurs-
ing practice was the disclaimer in
the 1955 model nurse practice act
developed by the ANA that explic-
itly excluded the acts of diagnosis
and prescription as nursing func-
tions. Nurses had never stopped
providing a wide variety of services,
including diagnosis and treatment;
however, this disclaimer, which was
incorporated in the nurse practice
acts in a number of states, widened
the gap between actual nursing
practiceand thestatutory definition
of nursing.*In 1965, the case of Dar-
ling v. Charleston Community Me-
morial Hospital clearly stated that
the duty of the nurse was to be
knowledgeable about diagnosis and
prescribing so as to monitor the care
of patients and take action if the
care is negligent.’ It was not until
1970 that the ANA amended its
model definitien to recognize the re-
sponsibility professional nurses had
and continue to have for diagnosing
and prescribing.

Nurses have been unofficially
performing prescriptive__activities

.over time. Historically, the RN has

assumed a greal deal of unofficial

As consumer influence de-

critical client management, includ-

clined, the physicians’ growing au-
thority to prescribe drugs increas-
ingly obliged pharmaceutical ccmn-

ing drug-related decisions without
formal recognition. The move to-
ward accountability and autonomy

panies to court medicine’s good will,

in nursing is an attempt to make of-

finance its journals, and subsidize

ficial these functions. Along with in-

its professional associations and
political activities. Medicine was
turning authority into social privi-
lege and economic power.?

Nursing did not keep pace with
these changes. The original nurse
practice acts were legislated prior to
the passage of the 19th Amendment
and so depended on the support of
male-dominated legislator and phy-
sician groups for passage. This
helped set the stage for the percep-
tion of nursing as a physician-con-
trolled occupation. The original li-
censing boards of nursing contained
physicians and required letters of
supports from MDs for licensure.*
However, nurses in a variety of situ-
ations, such as private nursing and
public health, continued to work
independently of physicians and
make recommendations regarding
drug therapy as a matter of course.
The FDA legislation of 1938 forced
this accepted practice by many

20X

Turses (.

creased regulationof specialty nurs-
ing, there has been a gradual ac-
knowledgment of the expanding
scope of practice in nursing-related
legislation. Rigbee supports pre-
scriptive authority as a tool neces-
sary for the growth of the practice of
hursing.®

Twenty- exgh states bax e
passed legislation or rules
prescription z authority to_certain
‘Turses, usually a ad»an;.ed_pza.cnce

(NPs) _in primary_care

specialties.” However, nurses have
not becn accorded a great deal of
structural autonomy in the deci-
sion-making that surrounds pre-
scribing functions.® Prescribing
authority is limited in two ways in
most states. First, only certain
nurses can prescribe. Second, the
drugs or devices are limited by for-
mulary and/or protocols/practice
agreements.®’ In some states, pre-
scriptive authority is a delegated
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dently licensed professional. This
has limited value in recognizing the
scope of advanced nursing practice. t

Requiring physician supervi-
sion through protocols or practice
agreements is considered the most
restrictive since it a{fects both the
choice of drugs and the autonomy of
action on the part of the nurse. It
presumes approval of and consis-
tency of a nurse’s decisions with

"those of a supervisor’s. In contrast,

the formulary is considered the
least restrictive. It limits the choice
of drugs but grants autonomy in
decisions about drug use.®

Assumptions and Challenges
Regarding Prescriptive
Authority

The assumptions that sustain
the beliefin the preeminent author-
ity of the physician to prescribe in-
clude the following: 1) Medicine has
always had the sole authority to
prescribe; 2) MD knowledge and
education lead to a scientific and in-
strumental approach to decision-
making; 3) the vast increase in the
numter of therapeutics and the
risky nature of prescribing make it
appropriate only for physicians; and
4) the nurse is the assistant to the
MD and less competent to provide
prescriptive services. The issue of
public safety and the complexity of
the treatment decisicns that are
made continue to be the main argu-
ments for maintaining physician
control.

The first assumption is based in
the historical review supporting the
strong sense of ownership of pre-
scriptive authority by physicians.
This sense of ownership developed
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sicians *and the public’s perceptions
of autonomy, control, responmbxhty
and competence. History is clear

that the authority f

.e
numerous drugs, including common
antibiotics, analgesics and other
items such as contraceptives, that
do not reguire the mandatory super-
vision of a physician.® However,
medicine believes that drug treat-
ment is central in medical care and
has guarded this privilege as its
exclusive domain.

Physician dominance over pre-
scriptive authority has not assured

high-quality prescriptive practices.
The study by Morris et al. Teveated
some disturbing information_re-

garding the prescriptive practices of

physicians.!! In a telephone survey

treatment 1) has not always rested
with the MD, 2) developed with
little challenge and examination,
and 3) may be competently carried
out by others.

The second assumption con-
cerns the superiority of MD knowl-
edge and approach to prescribing
activities. Temin reviewed research
concerning behavior involved in
making drug choices.3The research
on_comparative benefits of drugs
and that few physicians know about
ccmparative costs. Instead, choice
of drugs and evaluation of prescrib-
ing activities is based on customary

Rl s e e

behavior, i.e., the choice is based on
usual medical practice.

The third assumption argues
that the vastincreasein the number
of therapeutics and the risky nature
of prescribing make it appropriate
only for physicians. It is commonly
believed that with the vast increase
of medications on the market, a
need was created for physicians to
be in charge. However, this is his-
torically inaccurate since physician
control happer.ed prior to the devel-
opment of the modern drug era.
Most drugs developed after 1938
were identified as prescription
items. What is evident is that drugs
vary in their level of risk. There do
exist well-known and frequently
used drugs that are relatively risk-
free. An example of the recent loos-
ening of the traditionally tight con-
trol of the drug market was the
movement of ibuprofen from pre-
scriptive to non-prescriptive status.
This drug was relatively safe as a
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of more than 1,000 people who had
recently obtained new prescrip-
tions, only 60 percent stated that
the physician provided information
or directions for use. Only 32 per-
cent were informed about precau-
tions, and even fewer (26 percent)
wer informed about side effects. The
majority of those interviewed stated
thev were morc likelv to use a nen-
MD for advice regarding their drug
therapy.

The fourth assumption identi-
fies the nurse as the physician’s as-

. sistant and less competent to pro-

vide the services of primary care
where prescriptive authority is nec-
essary. However, research has
shown nurses to be competent pri-
mary care providers and safe medi-

cation providers. LaPlante and

O’'Bannon reviewed numerous stud-

ies that clearly document the effec-

tiveness, safetv and client accep-

tance of NPs.!? They found in their

researca of NP prescription prag-
tices that of 2,081 NP-initiated pre-

scriptions reviewed, only 2 pergent
of the prescriptions were changed
after consultation with the super-
vising physician and only twc drugs

(0.1 percent of all recommended)
were changed to different drug cate-

goni » and Holland_exam-
ined the prescribing practices of
NPs _and found drug utilization
similar to MD dataand thein dtheintensity
of prescribing of rescribing less
than that of physicians.'® Consulta-
tion with physicians occurred with
highest incidence for health prob-
lems trezted with the least f{re-
quently prescribed drugs. Physician
consultation or referral occurred in
only 14 percent of all prescriptions.
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In another study, Ramsey et al.
compared care given by NPs with influenceit wields. Through author-

_care given by physicians for a group
of hypertensive patients and found

_some health outcomes superior for
‘the NP and others egquivalent.!?

This supports other studies that es-

timate that 67 to 90 percent of

people seeking primary care can be

managed by NPs.'

Analysis: The Issue of Power
and Autonomy

The stability of the medical
hierarchy, MDs’ perceived role as
experts, the rise in technological
development, and the support of
government agencies have created a
value-generating system that has
served to strengthen the hierarchi-
cal structure of medicine. Histori-
cally, a climate of conformity was
fostered that viewed differences of
values and opinions as curious her-
esies or irrelevant eccentricities to
be dismissed as of no consequence.!*
Over time, the reality of the physi-
cian as the only medical authority
was constructed and embedded in
the medical and lay culture through
texts, references, scientific works
and law.? This facilitated the legiti-
mation of medicine’s power and in-
fluenice by making accepted fact the
profession’s authority, activities
znd outcomes. This constructicn of
reality was held by most of the nurs-
ing profession until recently.

The scientific advances in
medicine reinforced the perceived
need for government assistance and
involvement while supportive gov-
ernment regulations helped protect
medicine’s control of the health care
hierarchy. The rewards of coopera-
tion between regulatory bodies and
the organizations they controlled
outweighed the conflicts, to the
great benefit of medicine.’® If an
individual or subunit is assumed to
be irreplaceable, that individual or
subunit can control this position of
monopoly by ensuring that no other
similar unit is brought into the or-
gamzatxon or even to the attention
of those in control.! Medicine clearly
has controlled access into the medi-
cal hierarchy at any level that could
be seen as competitive with physi-
cians. The success of this control has
been to make unthinkable the possi-
bility of alternatives.'* Medicine’s
ability to control prescriptive au-
thority until the recent challenges

by NPs attests to the power and

ity sanctioned by laws and regula-
tions and by its power in the health
care hierarchy, medicine has set
itself up as the judge of its potential
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“autonomy in all as‘p'

f t hegr role’as physxc
dominated, nurses must, dlre
' pohtlcal and veducatlonal actlw

the autonouy ui.
to achieve. Nurses are breaking old
traditions and setting precedents on
which to base new traditions.® His-
tory will show how successful these
new traditions will be.
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prescrlptlve authonty translates to'a soaalﬁ

.. inequality issue..In order to transform. the ‘”’f‘
ws-\.; --'l' ;‘x.dp»to - ‘:- 4

competitors (e.g., nursing). Power
originates in dependence and, his-
torically, nursing was very depend-
ent on medicine.

Nursing’s struggle to cbtain
autonomy in prescriptive authority
translates to a social inequality is-
sue. In order to transform the per-
ception of their role as physician-
dominated, nurses must direct their
political and educational activities
toward developing true structural
and attitudinal autonomy in all
aspects of nursing practice. Sug-
gested strategies include working
toward the elimination of restrictive
legislation in nursing and other
laws. Also, support should be given
to legislative language that affords
nurses the greatest degree of struc-
tural autonomy for safe practice.?
Practice acts should include a defi-
nition of nursing that includes or at
least does not prohibit the perform-
ing of diagnosing and prescribing.
Nursing should promoteitselfto the
public and government as providing
high-quality, independent nursing
care including the provision of pri-
mary health care services. This
should help set the stage for in-
creased autonomy in all aspects of
nursing’s practice.

Grecnlaw predicts that compet-
ing societal, professional and eco-
romic forces will continue to posi-
tively affect nursing practice.* Fu-
ture legislation will reflect this
growth in technical skill as well as
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SENALE, No. 2100
STATE OF NEW JERSEY

Introduced Pending Technical Review by Legislative Counsel
PRE-FILED FOR INTRODUCTION IN THE 1990 SESSION

By Senator LIPMAN

AN ACT conceming prescriptive powers for specialists in nursing
practice, amending R.S.45:14-13, R.5.45:14-14, and
R.S.45:14-15, and amending and supplementing P.L.1947, c.262.

BE IT ENACTED by the Senate and General Assembly of the
State of New Jersey:

1. (New section) The Legislature recognizes that nursing is a
dynamic field, the practice of which is continvally evolving to
include more sophisticated patient care activities. [t is the
intent of the Legislature through this act to provide clear legal
authority for functions and procedures which have common
acceptance and authority; to recognize the existence of
overlapping functions between physicians and registered
professional nurses; and to recognize that certain professional
services can be provided to ccnsumers at greatly reduced cost
without affecting the high professional quality with which these
services are currently provided

2. Section 1 of P.L.1547, c.262 (C.45:11-23) is amended to
read as follows:

1. Definitions. As used in this act[.]; -

a. The words "the board” mean the New [ersey Board of
Nursing created by this act. ;

b. The practice of nursing as a registered professional nurse is
defined 2s diagnosing and treating human responses to actual or
potential physical and emotional health problems, through such
services as casefinding, hea!th teaching, health counseling and
provision of care supportive to or restorative of life and
well-being, and executing mediczl regimen as prescribed by a
licensed or otherwise legally authorized physician or dentists.
Diagnocing in the context of nursing practice means that
identification of and discrimination between physical and
psychosocial signs and symptoms essential to effective execution
and management of the nursing regimen. ([Such diagnestic
privilege is distinct from a medical diagnosis.] Treating means
selection end performance of those therapeutic measures
essential to the effective management and execution of the
nursing regimen. Humen responses means those signs, symptoms,
and processes which denote the individual's health need or
reaction to an actual or potential health problem.

EXPLAKATION—Matter enclcsed in bold-faced brackets (Lhus] in the
above bill is not enacted ond is intended to be omitted in the law,

Matter underlined Lhus ‘s new matter.
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The practice of nursing as a licensed practical nurse is defined
as performing tasks and responsibilities within the framework of
casefinding; reinforcing the patient and family teaching program
through health teaching, health counseling and provision of
supportive and restorative care, under the direction of a
registered nurse or licensed or otherwise legally authorized
physician or dentist.

The terms “nursing,” “professional nursing,” and "practical
nursing” as used in this act shall not be construed to include
nursing by students enrclled in a school of nursing accredited or
approved by the board performed in the prescribed course of
study and training, nor nursing performed in hospitals, institutions
and agencies approved by the board for this purpose by graduates
of such schools pending the results of the first licensing
examination scheduled by the board following completion of a
course of study and training and the attaining of age qualification
for examination, or thereafter with the approval of the board in
the case of each individual pending results of subsequent
examinations; nor shall any of [said] these terms be construed to
include nursing performed for a period not exceeding 12 months
unless the board shall approve a longer period, in hospitals,
institutions or agencies by a nurse legally qualified under the laws
of another state or country, pending results of an application for
licensing under this act, if such nurse does not represent or hold
himself or herself out as a nurse licensad to practice under this
act; nor shall any of [said] these terms be construed to include
the practice of nursing in this State by any legally qualified nurse
of another state whose engagement made outside of this State
requires such nurse to accompary and care {or the patient while
in this State during the period of such engagement, rot to exceed
six menths in this State, if such nurse does not represent or hold
himgelf or herself out as a nuwse licensed to practice in this
State; nor shall any of said terms be construed to include nursing
perfcrmed by employees or officers of the United States
Government or any zagency or service thereof while in the
discharge of his or her officia! duties; nar shall any of {said] these
terms be construed to include services perforined by nurses aides,
attendants, orderlies and ward helpers in hospitals, institutions
and agencies or by technicians, physiotherapists, ‘or medical
secretaries, and such duties performed by [said] the persons
aforementioned shall not be subject to rules or regulations which
the board may prescribe conceming nursing; nor shall any of
[said] these terms bs construed to include first aid nursing
assistance, or gratuitious care by [riends or members of the
family of a sick or infirm person, or incidentzl care of the sick by
a person employed primarily 2s a domestic or housekeeper, not
withstanding that the occasion {or such empioyment may be
sickness, if such incidental care does not constitute professional
nursing and such persan does not claim cr purport to be a

DAY ¢
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licensed nurse; nor shall any of [said] these terms be construed to
include services rendered in accordance with the practice of the
religious tenets of any well-recognized church or denonomination
which subscribes to the art of healing by prayer. A person who is
otherwise qualified shall not be denied licensure as a professional
nurse or practical nurse by reason of the circumstances that such
person is in religious life and has taken a vow of poverty.

{Nothing in this act confer the authority to a person licensed to
practice nursing to practice another health profession as
currently defined in Title 45 of the Revised Statutes.]

c.__ "Specialist in nursing practice” means a registered
professional nurse who_through study and supervised practice at
the post-graduate level has become an expert in a selected
clinical area of nursing knowledge and practice. A registered
professional nurse who is a specialist in nursing practice, who
meets qualifications approved by the board and who is authorized
through the board's rules and regulations, may prescribe drugs,
medicine and devices, excluding controlled dangerous substances
except for those listed in Schedule V pursuant to P.L.1970, c.226
(C.24:21-1 et seq.}, as part of the exectution and management of
the nursing regimen, and delegate to other registered professional
nurses the appropriate execution of said regimen.

3. Section 2 of P.L.1947, c.262 (C.45:11-24) is amended to
read as follows: .

2. The board; appointment of members; terms; oath of office.

a. The board; appointment; terms. In addition-to the members
appointed to represent the interests of the public pursuant to
P.L.1971, ¢.60 as amended by P.L.1677, ¢.285 (C.45:1-2.2) the
New Jersey Board of Nursing shal! consist of 10 members, [seven)
six of whom shail be registered professional nurses, two of whom
shall be licensed practical rurses, one of whom shall be a
registered professional nurse who is a professor of pharmacolagy,
and one of whom shall be an additional public member, all to be
appointed by the Govemncr. Appoin‘ments to the board shall be
for terms of five years or for the unexpired portion of a term in
the case of a vacancy for any cause within a term, and until a
successor shall be appointed and qualified. In making
appointments the Governor shall give due consideration to, but
shall not be bound by, recornmendations submitted by the various
nurses' professional asscciations of this State. Upon notice and
hearing, the Governor may remove frcm office-any member of
the board for neglect of duty, incompetency, ungrofessional or
d:chonorable conduct.

b.  Qualifications for appcintmert. Each registered
professional nurse member of the board shall be a citizen of the
United States and a resident of this State; shall be a grac: ate of
&n accredited school of nursing within the United States; chall be
a registered nurse in this Siate; shall have had at least five
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years' experience in professional nursing following graduation
from an accredited school of nursing; and shall at the time of
appointment be actively engaged in nursing or work relating
thereto. The licensed practical nurse members of the board shall
be citizens of the United States and residents of this State; shall
hold a valid license to practice practical nursing in this State;
shall have had at least three years' experience in practical
nursing; and shall at the time of appointment be actively engaged
in practical nursing or work related thereto.

c. Oath or affirmation of office. Within 30 days after receipt
of the commission, each appointee shall take, subscribe and file
in the office of the Secretary of State the oath or affirmation
prescribed by law.

d. Duties and powers. The board shall have the following
duties and powers: (1) It shall hold annual meetings and such
other meetings as it may deem necessary at such times and
places as the board shall prescribe and a majority of the board
including one officer shall constitute a quorum. (2) It shall elect
from its members and prescribe the duties of a president and
secretary-treasurer, each of whom shall serve for one year and
until a successor is elected. (3) It shall appoint and prescribe the
duties of an executive secretary to the board who need not be a
member thereof by who shall be a citizen of the United States, a
graduate of a colege or university with a major in nursing
education, a registered nurse of this State with at least five
years' experience in teaching cr administaticn or both in an
accredited schoo! of professional nursing, or have equivalent
qualifications as determined by the board. The executive
cecretary shall hold office during the will and pleasure of the
board. (4) It shall employ and prescribe the duties of such persons
as in its judgment shall be necessary, for the proper performance
and execution of the duties and powers of the board. (5) It shall
determine and pay reasonable vcompensation and necessary
expernses of the executive secretary and all employees of the
board. (6) It shall pey to each member of the board the
compensation hereinafter provided. (7) It shall have a common
seal, keep an official record of all its meetings, and through its
secretary-treasurer report annually to the Governor the work of
the board. (8) It shall examine applicants for a license or
renewals thereof, issue, renew, revolve and suspend licenses, as
hereinafter provided. (9) It shall in its discretion investgate and
prosecute all violations of provisions of this act. (10) It shall
keep an official record which shall show the name, age, nativity
and permanent place of residence of éach applicant and licensee
and such further information concerning each applicant and
licensee as the bourd chall deem advisable. The record shall show
also whether the applicant was examined, licensed or rejected
under this and any prior act. Copies of any of the entries of the
record or of any certificate issued by the board may be
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authenticated by any member of the board under its seal and
when so authenticated shall be evidence in all courts of this State
of the same weight and force as the original thereof. For
authenticating a copy of any entry or entrnes obtained in its
record the board shall be paid a fee of $3.00, but <uch
authentication, if made at the request of any public agency of
this or any other jurisdiction, may be without fee. (11) In its
discretion it may publish at such times as it shall determine a list
of nurses licensed under this act, a list of schools of nursing
accredited or approved under this act. and such other information
as it shall deem advisable. {12) It shall prescribe standards and
curricula for schools of nursing and evaluate and approve courses
for affiliation. (13) It shall hear and determine applications for
accreditation of schools of professional nursing, concuct
investigations before and after accreditation of such schools and
institutions with which they are affiliated, and issue, suspend or
revoke certificates of accreditation as hereinafter provided. (14)
It shall approve schools of practical nursing which shall conform
to the standards, curricula, and requirements prescribed by the
board, and suspend or revoke approval for violations thereof;
provided, that this power shall not extend to schools operated by
any board of education in this State. (15) It may consult with the
Medical Society of New Jercey and the New Jersey Hospital
Association with respect to any matter relating to the
administration of this act and shall consult with those
associations with respect to standards and curricula and any
challenge thereof for schools of nursing. (16) It shall issue
[subpenas] subnoenas for the attendance of witnesses and
procuction of documents at any hearing before the board
authorized by this act and any member of the board shall
administer an oath or affirmation to persons appearing to give
testimony at ‘such hearings. (17) It may conduct any
investigations, studies of nursing and nursing education and
related matters, and prepare and issue such publications as in the
judgment of the board will advance the profession of nursing and
its service to the public. (18) It shall perform all other functions
which ¢re provided in this act to be performed by it or which in
the judgnent of the board are recessary or proper for the
administration of this act. (19) It shall from time to time
prescribe rules and regulations not inconsistent with this act.

e. Compensation. Each member of the board shall receive
$15.00 per day for each day in which such member is actually
engaged in the discharge of duties and traveling and other
expenses necesszrily incurred in the discharge of duties.

4. R.5.45:14-13 is amended to read as follows: ~

45:14-13.  Prescriptions filled only by pharmacist or
apprentices duly supervised. No person who is not a registered
pharmacist of this State, or an apprentice employed in a
pharmacy under the immediate personal supervision of a
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registered pharmacist, shall compound, dispense, fill or sell
prescriptions of physicians, dentists, veterinanans [or], any other
medical practitioners or specialists in nursing practice licensed to
write prescriptions for drugs and medicines.

5. R.S.45:14-14 is amended to read as follows:

45:14-14. The term “prescription” as used in [section)
R.S.45:14-13, R.S.45:14-15 to R.S.45:14-17 [of this Title] means
an order for drugs or medicines or combinations or mixtures
thereof, written or signed by a duly licensed physician, dentist,
veterinarian [or), other medical practitioner or_a specialist_in
nursing practice licensed to write prescriptions intended for the
treatment or prevention of disease in man or animals, and
includes orders for drugs or medicines or combinations or
mixtures thereof transmitted to pharmacists through word of
mouth, telephone, telegraph or other means of communication by
a duly licensed physician, dentist, veterinarian [or], other medical
practitioner or_a specialist in nursing practice licensed to write
prescriptions intended for the treatment or prevention of disease
in man or animals, and such prescriptions received by word of
mouth, telephone, telegraph or other means of communication
shall be recorded in writing by the pharmacist and the record so
made by the pharmacist shall constitute the original prescription
to be filed by the pharmacist, as provided for in [section]
R.S.45:14-15 (of this Title], but no prescription, for any narcotic
drug, except as provided in [section] R.S.24:18-7 (of the Revised
Statutes], shall be given or transmitted to pharmacists, in any
other manner, than in writing signed by the physician, dentist,
veterinarian, specialist in nursing practice or other medical
practitioner giving or transmitting the same, nor shall such
prescription be renewed or refilled.

6. R.S.45:1.4-15 is amended to read as follows:

45:14-15. The registered pharmacist compounding, dispensing,
filling or selling a prescription shall place the original written
prescription in a file kept for that purpose for a period of not less
than five years if such period is not less than two years after the
last refilling, and affix to the ccntainer in which the prescription
is dispensed, a labe! bearing the name and complete address of
the pharmacy or drug store in which dispensed, the brand name or
generic name of the product dispensed unless the prescriber
states otherwise on the original written prescription, the date on
which the prescription was compeunded and an identifying
number under which the prescription is recorded in his files,
together with the name of the physician, dentist, veierinarizn
[or], other medical practitioner or_specialist in nursing practice
prescribing it and the directions for the use of the prescription bv
the patient, as directed on the prescription of the physician,
dentist, veterinarian, [or], other medica! practitioner or specialist
in_nursing practice licensed to write prescriptions. Every
registered pharmacist who fills or compounds a prescription, or
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who supervises the filling or compounding of a prescription by a
person other than a pharmacist registered in this State, shall
place his name or initials on the original prescription or on the
label affixed to the container in which the prescription is
dispensed or in a book kept for the purpose of recording
prescriptions. The [board of pharmacy] Board of Pharmacy or any
of its agents is hereby empowered to inspect the prescription
files and other prescription records of a pharmacy and to remove
from said files and take possession of any original prescription;
providing, that the authorized agent removing or ‘laking
possession of an original prescription shall place in the file from
which it was removed a copy certified by said person to be a true
copy of the original prescription thus removed; provided further,
that the original copy shall be retumed by the (board of
pharmacy] Board of Pharmacy to the file from which it was
removed after it has served the purpose for which' it was
removed.
7. This act shall take effect immediately.

STATEMENT

This bill defines a "specialist in nursing practice.” It prcvides
that registered professional nurses who are specialists in nursing
practice, who meet qualifications approved by the New Jersey
Bozrd of Nursing and who are authorized by the board’s rules and
regulations may prescribe certain drugs and devices. It also
provides pharmacists with the authority to fill prescriptions
signed by specialists ir nursing practice.

REGULATED PROFESSIONS

Provides specialists in rursing practice with prescriptive pcwers.
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PROPOSED AMENDMENTS TO S-2100

In explanatory statement, delete specialist in nursing
practice and substitute Nurse Practitioner/Nurse Midwife/
Clinlcal Nurse Speclalist

Delete 1line 79-90, as written; substitute the following:

Nurse Practitioner/Nurse Midwife/Clinical Nurse Specilalist
means a reglstered professional nurse who through completion
of a formal postgraduate nursing educatlion program and
national certification 1n a speclalty has demonstrated
expertise 1n a selected clinical area of nursing knowledge
and practlicce. A Nurse Practitioner/Nurse Midwife/Clinical
Nurse Speclalist who meets qualifications approved by the
Board* and who 1s authorized by the Board's rules and
regulations may prescribe drugs, devices and Iimmunizing
agents appropriate to her speclalty area in accordance

with a Board apprcved formulary. Drugs may not be sold

for profit by a self employed registered nurse.

Change itallcs 1n line 9 to read: One of whom shall be
a Nurse Practitioner, Nurse Midwife or Clinical Nurse
Speclalist iIn active practice.

45:14-13, lines 7 and 8: change specilalist in nursing
practice to Nurse Practitioner/Nurse Midwife/Clinical
Nurse Speclalist.

45:14-14, 1line 6 and lines 12, 13: change specialist
in nursing practlce to Nurse Practitioner/Nurse Midwife/

Clinical Nurse Speclalist.

line 23 (top of page): change specialist in nursing
practice to Nurse Practitioner/Nurse lidwife/Clinical

Nurse Speclalist,

line 17 (middle of page): changs specialist in nursing
practice to Nurse Practitioner/Nurse Midwife/Clinical

Nurse Speclalist.

Change statement to read: This bill defines a Nurse
Practitioner/Nurse Midwife/Clinical Nurse Specialist.
It provides that registered professional nurses who

are Nurse Practitioners/Nurse Midwives/Clinical Nurse
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Specialist who meet qualifications approved through
rules and regulations established by the New Jersey
Board of Nursing may, 1n accordance with a Board
approved formulary, prescribe drugs, devices and
immunizing agents appropriate to thelr specialty

areas. It also provides pharmacists with the authority
to f111 prescriptions signed by Nurse Practitioners/
Nurse Midwives/Clinical Nurse Specilalists.

Under Regulated Professions, change to read: Provides
Nurse Practitioners/Nurse Midwives/Clinical Specialists
with prescriptive powers approprlate to their speclalty
area in accordance wlth a Board approved formulary.

¥*Board means New Jersey Board of Nursing

NJSNA-PHCNP Forum
Revised 11/89

F2X

320 West State Street, Trenton, New Jersey 08618-5780



New Jersey Education Association 180 W. State Street P.O. Box 1211 Trenton, NJ 08607-1211 (409) 599-4561 FAX; (609) 392-6321

TR ik S

TESTIMONY FOR THE COMMISSION ON
SEX DISCRIMINATION IN THE STATUTES
JUNE 26, 1990

Thank you for the opportunity to speak on the issue of sex
discrimination in the health field and in the delivery of health
care. Many of the areas on which you have decided to fogus are
of importance to NJEA and its membership; however, we have

decided to offer testimony on two critical issues.

One area of major concern facing New Jersey is teenage
pregnancy. The current statistics report that 7,022 teenagers,
between the ages of 10 and 18 became pregnant during 1988. 1In
addition, the most recent data shows an increase in the number of
teens between the ages of 10 and 14 becoming pregnant. These
statistics are indeed alarming, especially when one considers
that many more cases go unreported! The total spectrum of health
care and other services available to these young women is
woefully lacking. This is often a very traumatic time which
interrupts the teenager's family life and education, and a very
thorough counseling system is needed to lessen the impact of

being young, often unmarried, and pregnant.
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Parents and churches may provide the necessary support
system, but all too often these systems may not be enough. These
young women need the following; (1) a network of support clinics
which explain all of the options for dealing with pregnancy that
are currently available; (2) fully funded health/family planning
clinics in all éfeas of the state; (3) an educational program
which provide accessibility to all of the options available to
non-pregnant students, and; (4) school based child care so that

they may return to school and finish their education.

Presently, New Jersey is piloting 29 school based Youth
Service Clinics, which service teenagers on a "drop-in" basis.
Many of the services provided by these clinics is of referral
nature. So pregnant teenagers will be sent to other community
resources which actually provide medical or other services.

These school based clinics seem to be very successful and need to
be expanded once this last year of the pilot program is
completed. Teenagers need to have easy access to getting the
help they need and schools are able to provide this

accessibility.

Currently, many teenagers do not receive medical attention
until the third trimester of their pregnancies, which often has

adverse effects on both the health of the mother and the baby.
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Many young women do not know where to go for proper health care
during pregnancy -- some do not even know that they should go for
prenatal care! Supplying information is not enough. Health care
must be both accessible and supportive. A young woman's first
visit often determines if she will return for continuing check-

ups. Presently, Family Planning Clinics provide the majority of

these health services and only 24% of the cost of running these
clinics is covered by state funding. These clinics need to be

fully funded and we need to increase the number of clinics.

(Currently, there are only 16 in New Jersey.)

A pregnant student needs to be assured of receiving the same
educational opportunities that she would have had available had
she not become pregnant. New Jersey Title VI, EqQuality in
Educational Programs, states that "there shall be no
discrimination against students because of pregnancy, childbirth,
pregnancy-related disabilities, actual or potential parenthood,
or family or marital status. A student shall not be excluded
from any educational program or activity because of pregnancy or
related conditions unless she so requests or a physician
certifies that such exclusion is necessary for her physical,
mental, or emotional well-being. If she is excluded for these
reasons, she must be provided with adequate and timely
opportunity for instruction to continue or make ﬁp her schoolwork

without prejudice or penalty."
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All too often, pregnant teenagers drop out of school and, if
they do remain in school, they do not continue their current
educational program. Sometimes students are placed on home bound
instruction until after the birth has occurred. Education "out
of the mainstream" may provide the basics, but is often not
equipped to provide the specialized programs available in
vocational or comprehensive high schools. Elizabeth, Newark, and
the Heller School in Mt. Holly are some of the very few schools
which provide special educational systems for pregnant students.
School districts must re-examine the educational programs
provided for pregnant teenagers and must expand their role as a

source of health and health care information.

Teenage mothers need to_have continued support after the
birth of the baby. Information on postnatal health care must be
made available and these health services must be provided
throughout the state. These young women also need to have access
to school based child care. Continuing their education must be
made much easier and providing day care in schools would assure
both the availability of good day care programs and dissemination

of information on postnatal health care.

The second issue we would like to address is an issue of the
detection and treatment of domestic violenée and rape. This is
an area of grave concern to the members of the NJEA Women in
Education Committee. It is our contention many of these crimes

are committed as acts of violence against women, based solely on
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gender. These crimes are often not reported and, when they are
reported, are treated as minor offenses. There are still
stereotypic beliefs that: (1) these women "asked for it;" (2)
this is a private "family matter," or; (3) these violent acts are
"a part of certain cultures." The treatment and prevention of
violent crimes against women must become a priority in both New

Jersey and the nation as a whole.

The following-are suggestions for improving the treatment of

women who are victims of domestics crimes and rape:

1. The concept of Women's Health Networks, which some
hospitals have started, could be expanded to provide 24 hour
"hotline"” number services so that abused women or rape victims
would be provided with both immediate health services and support

counseling system information.

2. We need to develop a thorough system for reporting
incidents of both domestic violence and rape, complete
statistical data would help demonstrate the need for expanded

programs of prevention and treatment.

3. Educational health programs need to provide information
to both boys and girls on overcoming gender stereotyping,
understanding domestic violence, and dealing with rape. These
programs would help provide students the opportunity to discuss
topics which are often avoided and can only be overcome by a

thorough understanding of their nature.
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