MINUTES OF THE MEETING
PUBLIC HEALTH, WELFARE AND SAFETY COMMITTEE
MONTANA STATE SENATE

JANUARY 16, 1985

The meeting of the Public Health, Welfare and Safety Committee was
called to order by chairman Judy Jaccobson on Wednesday, January 16,
1985 in Room 410 of the State Capitol Builing at 1:00 p.m.

ROLL CALL: All members were present for the meeting, however, Senators
Newman and Towe arrived late. ZXaren Renne, staff researcher, was also
present.

There were many, many visitors in attendance. See attachments.

CONSIDERATION OF SENATE BILL 80: Senator Judy Jacobson of Senate District
36, the sponsor of SB 80, gave a brief resume of the bill. This bill

is an act to revise the penalty for violation of the child safety restraint
law by requiring citation instead of warning for a first offense.

Senator Jacobson stated that this bill amends the child safety restraint
bill from last session. The current law requires a warning be issued on
the initial violation. The Highway Traffic Safety Department does not
have an adequate record system to keep track of the warnings, and therefore,
are not punishing repeat offenders. The bill would require that first
time offenders be given a citation which would be dismissed if the
offender corrects the problem within 30 days.

R
Al Goke, administrator of the Highway Traffic Safety Department, stood
in support of the bill. The child safety retraint law has worked quite
well. Activity in the number of loan rental programs and the infant
seat unit capacity has increased a great deal over the past two years.
Many pamphlets were distributed through law enforcement agencies. He
also stated that the state does not have an adequate recording system
to keep track of the warnings and repeat offenders are not being punished.
Mr. Goke stated that a survey was made in September and at the time
there was 71% compliance with the present law. There is nothing in this
bill that would keep a law enforcement officer from giving a warning.

With no further proponents, the chair called on the opponents. Hearing
none the meeting was opened to a question and answer period from the
caommittee.
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Senator Stephens asked how many warnings were issued this last year.
At least 500 warnings were issued this past year.

Senator Himsl asked about the compliance with the law. Mr. Goke stated
that at the present time there is 71% compliance, however, he would like
to have 80% compliance.

Senator Himsl asked about the law being a "heavy hand" with this bill.
The citation may be revoked if the offender corrects the problem
within 30 days. This bill would just simplify the problem of tracking
those individuals who are repeat offenders.

Senator Himsl asked which court would handle this problem. It would
either be justice court or district court depending on where the problem
occurred.

Senator Norman asked where the fine money goes. He was told that the
money is handled differently at different levels, however, it is handled
like a traffic fine.

Senator Jacobson closed. She handed out a magazine article entitled
"The Use and Efficacy of Child Restraint Devices". See attachments.

CONSIDERATION OF SENATE BILI, 19: Senator J. D. Lynch of Senate District
34, the chief sponsor of GB 19, gave a brief resume of the bill. This
bill is an act establishing and funding a child abuse prevention program.
granting rulemaking authority; requiring mandatory fines for certain
offenses agains;'children,

Senator Lunch stated that this bill is a sincere attempt at prevention of
child abuse. The Fiscal Note is based on other states the size of Montana.
This bill is not an attempt of partisan nature. The funding was
discussed by Senator ILynch. This bill has definite merit and he stated
that he hoped the entire legislature would give the bill favorable
consideration.

Representative Steve Waldron of Missoula County, stood in support of the
bill. He stated that he would like to see the bill amended regarding the
financial sources. If the money would be put into the general fund from
birth certiciates, divorce petitions, marriage certificates, and also
check-offs on tax forms then it could flow out through grants. If it
were being handled in the general fund there would be no chance of legis-
lative oversight.
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Representative Gerry Devlin of Terry stood in support of the concept
of the bill. He stated that he has a bill of this nature in the House,
however, it has a different funding mechanism.- Representative Devlin
stated that he would like to see one of the bills passed this session.

Bill Thomas, representing the Children's Trust Fund Steering Committee,
stood in support of the bill. He stated that everyone is alarmed at the
dramatic increase in reports of child abuse and neglect in recent years.
Behind each of these reports is a family and a child in pain. Research
indicates that for every one report that is received there are four
others that go unreported. The future cost to the well-being for the
family, the child and to their community can only be guessed.

Social Service agencies are hard pressed to help these increasing
numbers of children and their families. After attending to immediate
treatment needs, little time or resources are left for the prevention
of child abuse and neglect. Prevention, stopping child abuse and
neglect from occurring in the first place makes good sense.

A Children's Trust Fund would provide a powerful incentive for Montana
commnities toreach out and help families improve themselves and help
stop child abuse and neglect. If the state is going to set a Children's
Trust Fund, it needs to be done well. It will take a sizeable investment
of stable funding. A $250 thousand per year, would not be too much if
everyone is really serious about preventing child abuse and neglect

and strengthening the families. It will require on-going public invol-
vement in the trust. Mr. Thomas handed in written testimony to the
Committee for their consideration. See attachments.

Cindy Gathwait representing the Parents Anonymous of Montana, stood in
support of the bill. She stated Parents Anonymous is a self-help
program for families who find themselves caught in the cycle of child
abuse and neglect and for families who wish to prevent themselves fram
becaming abusive. She spoke as a professional caregiver—---a social
worker who has worked in the child abuse and neglect field for 5 intense,
frustrating and rewarding years. As a mother of two sons and a former
victim she has a large interest in this bill. She was sexually abused
by a relative. Her concerns and knowledge are therefore, a result of
poth personal and professional experiences. Without exception, each
parent she has worked with has had a history of abuse as a child. These
parents find themselves repeating that same pattern of abuse with their
own children. They are desperate to find a way out of this abusive
cycle and to prevent the next generation fram inheriting these same
problems. They have reached out for help many times and found none.
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When they are able to find help, in a parenting class or Parents
Anonymous, they are able to curb their abuse and replace it with
positive parenting methods. They can then become peer counselors to
other parents struggling to avoid abuse in their families. It is
possible to prevent child abuse and neglect. One must build on that
knowledge and apply what is learned to real parents with real children
and real needs. We all have the ability to create the kind of climate
in which the seeds of prevention can grow. The Children's Trust Fund
can help accomplish this by providing funds to local groups who care
about children and who have ideas for prevention programs but do not
have the money to implement them. The Children's Trust Fund is not

the total answer, however, it is a start. Mr. Gathwait handed in written
testimony to the Committee. See attachments.

Valerie Murphy of Missoula stood in support of the bill. She stated
that she is excited to think that there could be something in our
commnities as valuable as abuse prevention programs. It is a vitally
important step in helping children recognize and perhaps stop abuse

or potential abuse in their lives.

Five years ago at age 28, Mrs. Murphy began a process of identification
for herself and it has been a long, hard ordeal requiring her to not
only face her abusive past but to face her own abusive parenting as
well. She came from a home where there was emotional, physical and
sexual abuse. After age 1ll.when she was sexually molested by her
father over a period of time, she quit growing emotionally. She had
already been stunted emotionally from the first 10 years of living in
his rejection. The pain involved with dealing with the past was over—
helming much of the time bringing her to the brink of suicide at one
point. She felt that she could not live with the pain any longer and
did not see an end to it ever. 18 years of keeping a secret about incest
thinking she was alone. Eighteen years of denying and stuffing down
the rage came rushing out in such a flood that it literally knocked
her off her feet. For months she was barely able to make it through
each day. She felt incapable of getting up in the morning and

unable to face a new day. Nighttime was worse, each night she woke

up after a few hours of sleep to lie awake while the memories played
over and over in her head. She could not shut them off once they were
allowed to surface. She felt that she was going insane. Two years
later she had sufficiently recovered from that experience to begin looking
at the present and the fact that she was an abusive parent.
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She was determined to not repeat the past -- she wanted to give her
child a more positive home environment and future. The last three
years have been spent working on parenting skills through Parents
Anonymous, private counseling and in sharing her experiences with
others privately and publicly.

The importance of sharing the details with the Cammittee stems from
the strong belief that this story should not have to be repeated for
the children of today. There are alternatives to keeping our children
ignorant and, therefore, helpless victims. There are alternatives to
burying our heads in the sand hoping the situation will go away if

we just don't put ideas in anybody's head. There are alternatives to
forcing our easily molded children into lies and supressed anger only
to have abuse be passed on from one generation to the next. Those
alternatives start with prevention through education. Senate Bill 19
will help establish the Children's Fund. Mrs. Murphy handed in written
testimony to the Committee for their review. See attachments.

Gloria Sprague representing the Junior Ieague stood in support of the
concept of the bill. She stated that 1 in 4 girls and 1 in 7 boys
are abused before they reach the age of 18.

Gail Kline representing the Women's Lobbyist Fund stood in support of
the bill. She stated that "An ounce of prevention is worth a pound of
cure". In child abuse this is especially true for our children

and grandchildren.

Researchers from the University of New Hampshire, Rhode Island, and
Delaware conducted a study of family violence into the lives of 2,143
families. A conclusion of the study is that "Adults who were frequently
abused by their parents as teenagers have a spouse beating rate four
times greater than that of other adults". Adults who tend to abuse their
spouses tend to be abusive parents and the cycle repeats. This bill,
based on other state laws, provides its own funding mechanism that is
reliable and on-going and seems to be adequate to meet the needs of the
program. Ms. Kline urged support of the Cammittee for SB 19.

Karen King of Glendive stood in support SB 19. She is a child abuse
and battered spouse educator and herself as a victim. She asked the
Committee to please stop this terrible repeating cycle.

Norma Harris, representing the Social and Rehabilitation Service,
stood in support of the concept of the bill. She stated that prevention
is needed.
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Bob Johnson of Helena stood in support of the concept of the bill.
He stated that ILewis and Clark County Health Department has a very
good prevention program in Helena at the present time. He urged
the Legislators find some money from somewhere for the program. He
encouraged a review at the lower level.

Jennifer Harvey of the Children's Trust stood in support of the bill.
She stated that long term effects are needed. SRS lacks the staff
needed to help the troubled families.

Chad Smith representing the Montana Hospital Association stated that
he supports the concept of the bill as the hospitals see the results of
child abuse. However, he was concerned saying the fee charged for
birth cetificates would endanger the accuracy of record keeping. Many
county officials with whom certificates are filed have no system for
ensuring the proper collection of money.

Dr. Bailey Molineaux a psychologist fram Helena stood in support of the
concept of the bill.

Phil Campbell representing the Montana Education Association stood in
support of the bill.

Tom Drugger representing the National Association of Social Workers and
the Montana Residential Child Care Association stood in support of the
bill and complimented Senator Lynch for the work he has done on the
bill.

T
Judy Olsen representing the Montana Nurses Association stood in
support of the bill and also complimented Senator Lynch for sponsoring
such a bill.

With no further proponents, the chairman called on the opponents.

John Wilson, chief of the state Bureau of Records and Statistics, stated
that the birth certificate fees would discourage many people from filing
a certificate when a child in born outside of the hospital or to an

unwed mother. Mr. Wilson is not against the concept of the bill, however,
he is very concerned with the portion on birth certificates. Birth
certificates are needed for many things such as: social security, pass
ports, marriage license, driver's license, entering school and many other
times during a person's life. Some registrars may not be bondable.

He stated that he has seen nothing in his 36 years of statistical
work that poses such a serious threat to accurate registration.

Senator Ethel Harding of Polson stood in opposition to the birth
certificate problem, however, she is in support of the concept of the
bill. She expressed concern that if this bill is passed as is, some
people would not bother to register the birth of their children when
they are born at home or out of wedlock.
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With no further opponents, the meeting was opened to a question and
answer period from the committee.

Senator Towe asked about the problem brought up regarding the fees
charged for birth certificates. Senator Lynch stated that this bill
is not going to colapse the vital statistics of the State of Montana.

Senator Stephens stated that child abuse is a ghastly subject and a very
serious problem but that he is concerned the fee system would really
foul up the state's statistics and records.

Senator Hager asked if there could be an indengecy clause if a person
was unable to pay for the birth certificate registration.

Senator Stephens asked how SRS is doing this at the present time and
also about the funding as called for in the bill. Mrs. Harris stated
that SRS would not need any more staff than they presently have to
handle the provisions of this bill, much would be handled at the local
level.

Senator Himsl asked about the Parents Anonymous Groups. There are
chapters in Missoula, Great Falls, Billings, Kalispell, Hamilton,
Anaconda, Butte, and Chinook.

Senator Lynch closed. He stated that there is a real compeling need
for a Children's Trust Fund. He is willing to work with all those
concerned about the funding of the bill to work up amendments to
make it a good bill. He urged the Committee to support Senate Bill
19. A 3

ACTION ON SENATE BILL 54: This bill is an act to make it a felony to
purposely or knowingly abuse, neglect, or exploit a person 60 years of age
or older.

A motion was made by Senator Towe that the bill be amended on page 2,
line 19, following: "Any"; Strike: "person"; insert: "individual"; and
Page '2,line 21; following, "conviction"; strike: "must"; insert: "may".
Motion carried.

A motion was made by Senator Lynch that SB 54 receive a do pass
recommendation from the Committee.

Senator Himsl stated that he has same concern regarding how this bill
will affect nursing homes.
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Senator Lynch called for the question regarding the Committee giving
Senate Bill 54 a DO PASS AS AMENDED recommendation. Motion carried
with a 5-3 Roll Call Vote taken. See attachments.

DISCUSSION ON SENATE BILL 79: This bill is an act providing for the
licensure and regulation of occupational therapists and occupational
therapy assistants; creating a Board of Occupational Therapy Practice,
and providing an immedate effective date.

Senator Lynch stated that he is not ready to take action on this bill
as he doing some more research.

Senator Jacobson announced that the Coammittee would hold this bill a
little longer in consideration of Senator Lynch.

ANNOUNCEMENTS: The next meeting of the Public Health, Welfare and

Safety Committee will be held on Friday, January 18, 1984 to take
executive action on some of the bills in Committee.

ADJOURN: With no further business the meeting was adjourned.
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ROLL CALL VOTE

SENATE COMMITTEE PUBLIC HEALTH, WELFARE AND SAFETY

Date JANUARY 16, 1985 SENATE Bill No. 54 Time  2:30
NAME _ YES NO

SENATOR JUDY JACOBSON, CHAIRMAN L—

SENATOR J. D. LYNCH, VICE CHAIRMAN ;

SENATOR TOM HAGER _ L

‘SENATOR MATT HIMSL [
SENATOR TED NEWMAN L—

SENATOR BILL NORMAN [

SENATOR STAN STEPHEWJS . (—""
SENATOR TOM TOWE L—""

Clorine oo, Aﬁﬂ@/ W '

Secretary , ELAINE GRAVEL%X/ Chalrman SENATQR JUDY JACOBSON
Motion: A motion was made by Senator Lynch that SB 54 receive a

DO PASS AS AMENDED recommendation from the Committee. Motion carried.

1985
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ROLL CALL

PUBLIC HEALTH, WELFARE & SAFETY COMMITTEE

{ 49th LEGISLATIVE SESSION -- 1985 Date - & -~
SENATE _
ZEAT e T T
§ .
NAME PRESENT ABSENT EXCUSED
6 SENATOR JUDY JACOBSON, CHAIRMAN L
5 SENATOR J. D. LYNCH, V.CHAIRMAN v
42 SENATOR TOM HAGER i
30 SENATOR MATT HIMSL v
17 SENATOR TED NEWMAN P
45 SENATOR BILL NORMAN L
14 SENATOR STAN STEPHENS e

26 SENATOR TOM TOWE . z%%iz/

. Each day attach to minutes.



STANDING COMMITTEE REPORT

e JRGARY 16, 19.53
7 MR. PRESIDENT
We, your committee onwm’wmm&w‘m ..........................................
having had under consideration...........cc.oceeievninninn! M ..................................................... N o54 ............
FInsT reading copy (Pm__;___ )
color

Respectfully reportas follows: That............coeiiiiiiiniiiin SRWNTE No..3%......
ba asenced as follows:

1. Paype 2, line 19.

A¥D AS AMEEIED
DO PASS

A

SEMATOR JuDY JACOISON Chairman.
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editorials

Bless the Seats and the Children:
The Physician and the Legisiative Process

The care of human life and happiness, and not their destruction, is the
first and only legitimate object of good government.

THOMAS JEFFERSON
Motor vehicle accidents are the leading cause of death and
injury for all children beyond infancy,' and more than 90% of
children ride unprotected in automobiles.” Physicians have recog-
nized that the current epidemic of highway casualties among our
very young is essentially preventable and that state-by-state child
restraint laws are the most practical approach to "immunizing”
most of these children against their leading killer.

Since the nation’s first child-restraint legislation, the Tennes-
see Child Protection Act, was implemented in January 1978, 49
states have enacted similar laws. In each state, pediatricians and
other physicians have played a key role in lobbying for this
effort. This heartening experience should stimulate physicians
of all specialties to consider extending these laws to protect
older children and adults from the carnage witnessed daily on
our streets and highways.

The remarkable dividends resulting from the Tennessee law,
as reported in this issue (p 2571) by Decker et al,’ document the
merit of physician participation in safety legislation. Thus, we
will review the Tennessee experience as a guide for future,
inevitable legislative struggles.

The idea for legislation requiring the protection of small
children while riding in automobiles evolved in 1974 as a
recommendation from the Tepnessee State Health Planning
Council.! Ironically, a legislative committee of this council in
1975 failed to approve this proposal, suggesting instead
“educational” avenues. This detour in preventing unnecessary
morbidity and mortality occurred despite evidence that during
the three-year period from 1973-1975, almost 70 children
younger than 5 years were killed in Tennessee automotive
accidents and some 3,000 suffered serious injuries.’

Thus, the thrust for a means of protecting small children was
a challenge accepted by the Tennessee Chapter of the American
Academy of Pediatrics. Their arguments in favor of a Jegislative
approach were that (1) educational efforts to convince adults to
use seat belts had been notably unsuccessful; (2) restraint
devices were known to reduce the chance of death by 90% and
injury by 80%" (3) hospital and rehabilitation costs for accident
victims are enormous; (4) young children, safely restrained, are
better behaved during travel than unrestrained young riders’; (5)
unrestrained children are responsible for some accidents by
disturbing the driver and, as flying missiles, injure other
passengers during collision”; and (6) most other industrialized

Address editorial communications to the Editor, 535 N Dearborn St,
Chicago, IL 60610.
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nations mandate seat belt use. (The jurisdictions with seat belt
laws, 1971 to 1984, are Australia, Austria, Belgium, Bulgaria,
Canada (eight provinces), Czechoslovakia, Denmark, England,
Finland, France, Hungary, Ireland, Israel, Japan, Luxembourg,
Malaysia, the Netherlands, New Zealand, Norway, Portugal,
Puerto Rico, South Africa, Spain, Sweden, Switzerland, USSR,
and West Germany.)

The initial legislation required all children younger than 4
years to be restrained in car seats while riding in any vehicle.
The bill was killed in committee. The reasons stated for its
premature death were reservations concerning individual liber-
ties, difficulties in enforcement, and potential economic burden
on low-income families.

However, during the next year, a major “grass roots”
movement was started by a small but dedicated band of
physicians and safety advocates. The law was rewritten to focus
on the family unit, endorsements were obtained from the state’s
major medical and safety organizations, “fact sheets” were
supplied to key pediatricians throughout the state for strategic
distribution to legislators and the media, and presentations
before legislative committees featured testimony from parents
whose children had been severely injured in motor vehicle
accidents (with a number of physicians present to “eyeball”
committee members). Media coverage of the hearings and floor
debates was also felt to exert favorable influence.

But the important factor in convincing elected ofhicials that
the legislation had merit was direct contact by constituent
pediatricians and other physicians. That busy physicians would
appeal to legislators in regard to a political issue that wasn't
self-serving, except for the safety of little children, was
considered refreshing by many Tennessee lawmakers.

The bill was passed in 1977. Unfortunately, an amendment
(introduced by a legislator who recounted that his most joyous
experience was seeing his newborn grandchild come home in
his mother’s arms) was attached allowing adults to hold small
children in their laps. Subsequent accident experience demon-
strated that these “babes in arms” were at extraordinarily high
risk, and the loophole was removed in 1981.

Dividends from the Tennessee law have been gratifying. Use
of “kiddie car seats” has notably increased, deaths and injuries
have been reduced, and enforcement innovations by state
troopers have received commendation from the nation’s safety
community. Central in this national effort has been the
American Academy of Pediatrics, which along with other
medical and safety organizations bolstered the thrust for
widespread enactment and implementation.

Many physicians and safety advocates believe it is now timely
and politically palatable to encourage state legislatures to assert
themselves further in the protection of older children and
adults. Two recent events support this premise. The state of
New York has enacted the nation's first mandatory seat belt
law, and the Department of Transportation has issued a
requirement for the gradual introduction of air bags or passive
restraint devices into new automobiles, unless a significant
number of states (accounting for two thitds of the US
population) approve mandatory seat belt laws by April 1989.

The Tennessee experience demonstrates that reduction in
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child restraint device virtually elimi-
nates the risk of death in a motor
vehicle accident. Based on the deaths
of 17 of the 558 child restraint device
nonusers, we would have expected 13
of the child restraint device users to
have died in 1982 through 1983. Since
1977, however, only two children
younger than 4 years have died in
Tennessee while properly restrained
in a child restraint device. Inasmuch
as none of the 433 children younger
than 4 years who were in a child
restraint device died during the study
period, it is not possible to calculate a
meaningful odds ratio from the 1982
through 1983 data alone. A previous
analysis'® of child restraint device
report form data for the years 1978
through 1980, which included the two
deaths, found that two (0.57% ) of 350
child restraint device users died com-
pared with 33 (34%) of 964 child
restraint device nonusers. If these
earlier data are aggregated with our
own, we find that 0.26% of 783 child
restraint device users died, compared
with 3.3% of 1,522 child restraint
device nonusers (odds ratio, 10.7;
P«.001). In a study of 39,500 children
aged 0 to 4 years involved in motor
vehicle accidents in Washington State
in the years 1970 through 1979," it
was found that two (0.032%) of 6,300
child restraint device users died, com-
pared with 146 (0.44% ) ot 33,346 child
restraint device nonusers (odds ratio,
11.1; P«.001). The fatality rates
reported for the Washington analysis
are lower than those we report
because their study included all acci-
dents, whereas the child r‘ésfcraint
device report forms on which our
study is based tended not to be filed
for minor accidents. Nonetheless,
each analysis yielded the same
conclusion: children younger than 4
years not protected by child
restraint devices are 11 times as
likely to die in a motor vehicle acci-
dent as children using child restraint
devices.

The protection afforded by child
restraint devices is not limited to
virtually abolishing the risk of death,
however. Although perhaps less
tragic, injuries as a result of motor
vehicle accidents are far more numer-
ous than deaths. For the period 1982
through 1983, seventy-one percent of
the children younger than 4 years
using child restraint devices were
uninjured (Table 3), compared with
45% of the children not using child
restraint devices (odds ratio, 2.9;
P«.001). Furthermore, the injuries
suffered by children not in child
restraint devices were more severe
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(mean injury score, 1.22) than those
suffered by children in child restraint
devices (mean injury score, 0.52;
P«.001). Statewide data from the
Tennessee Department of Safety for
the period 1982 through 1983 show
that 1,702 children younger than 4
years were injured in motor vehicle
accidents. If we assume that the over-
all statewide use rate of child
restraint devices by children younger
than 4 years was 30% in 1982 through
1983, we can calculate that without
any child restraint device use, 31
deaths and 1,958 injuries would have
occurred. Child restraint device use in
this two-year period thus is estimated
to have saved 13 lives and prevented
256 injuries, as well as reducing the
severity of another 149 injuries. Had
all children younger than 4 years
been transported in child restraint
devices in 1982 through 1983, we
would have expected no deaths and
1,104 injuries, all of which would
have been of lesser severity than if
no child restraint device had been
used.

A study of the costs associated with
various important sources of health
impairment” found that the direct
costs associated with motor vehicle
accident injuries in 1975 averaged
$1,118 per person injured, primarily
for medical care. A 1983 study of
children between 1 and 4 years of age
admitted to a St Louis hospital dur-
ing a six-month period because of
motor vehicle accident injuries found
that direct medical care costs aver-
aged $6,226 per child.” Given the
inflation in medical care costs during
the last decade and the evidence that
children under 4 years suffered, on
average, more severe injuries than
adults when involved in motor vehicle
accidents, these two estimates appear
to be compatible. If we make no
attempt to assign a dollar value to the
lives saved, but simply assume that
each injury prevented by use of a
child restraint device saved $6,000 in
direct medical care costs, and each
injury reduced in severity saved half
that amount, then the use of child
restraint devices saved $2 million in
Tennessee in 1982 and 1983 alone.
Had all children traveled in child
restraint devices in 1982 and 1983, the
total savings in direct costs of medi-
cal care for the injured would have
been $8.4 million. Many of these costs
are borne directly by the taxpayers
through Medicaid and other govern-
ment-supported health ecare pro-
grams; another portion is paid indi-
rectly by the public through higher
insurance premiums. It is instructive

Child Restraint Devices—Decker et al

to calculate that presenting a new $40
child restraint device to each of the
65,000 children born in Tennessee
each year would cost only $2.6 mil-
lion; the benefits would include the
saving of lives as well as of dollars.

Child restraint devices are not
appropriate for use by children
between the ages of 4 and 14 years, of
whom 39 died and 3,302 were injured
in Tennessee motor vehicle accidents
in 1983 alone. Our data (Table 4),
however, show that seat belts are as
effective for this age group as child
restraint devices are for the younger
children. Unlike child restraint de-
vices, seat belts are already installed
in virtually all automobiles. Extend-
ing the protection of the Child Pas-
senger Protection Act to these older
children through requiring the use of
these belts would, at no cost, have the
potential to reap enormous benefits
in lives saved, injuries prevented, and
expenses avoided.

The Tennessee Department of Safety, particu-
larly the Planning and Research Office of the
Highway Patrol, assisted with this study.
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and generous policy has facilitated
enforcement of the Child Passenger
Protection Act.)

Previous studies of child restraint
device use have employed observa-
tional techniques, which depended on
slower-moving vehicles and predomi-
nantly evaluated local traffie. This
study, based on accident data primar-
ily supplied by state police, reflects a
larger proportion of high-speed inter-
urban traffic. The rates of child
restraint device use presented herein
are higher than those found in the
observational studies, which may be
due to a greater propensity to use
child restraint devices during interur-
ban trips. The accidents reported
through this system tended also to be
more severe than the statewide aver-
age. which would have the effect of
makisz more apparent the differ-
ences :n efficacy of the various forms
of restraint.

Although the Child Passenger Pro-
tection Act has strikingly increased
the use of child restraint devices, it
has not altered the tendency for them
to be used primarily for the very
youngest children. A 1974 study found
that, while 10% of children below age
2 years were properly restrained, only
4% of those aged 2 years and 1% of
those aged 3 years were similarly
protected.® Our data also showed a
decline in use with increasing age
(Fig 2) and a corresponding rise in
the proportion of children traveling
unrestrained. In addition, the propor-
tion of children below age 4 years
traveling in seat belts rose with
increasing age. The injury data, how-
ever, demonstrated that seat belts
were less protective than child re-
straint devices for all ages of children
below age 4 years. For children aged 4
years and older, on the other hand,
seat belts were associated with a
lower injury rate than child restraint
devices. The application of the Child
Passenger Protection Act to children
younger than 4 years thus seems
precisely appropriate: these children
are best protected with child re-
straint devices, whereas children old-
er than age 4 years (and adults) are
best nrotected with seat belts.

Chiidren younger than age 4 years
tra.v:iing with drivers who were not
wearing their seat belts were more
than four times as likely to be left
entirely unrestrained as were chil-
dren traveling with belted drivers.
The unrestrained adults, however,
were not exposed to the same risk of
injury as the unrestrained children
(Table 4). Indeed, the odds of visible
injury or death were twice as high for
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Table 3.—Frequency and Severity of Injuries Associated With Various Methods
of Restraint for Children Younger Than 4 Years
No. (%) of Children

Injury
Severity Code* No Restraint Held in Arms Seat Belit Child Restraint Device
0 (none) 163 (42) 54 (51) 36 (60) 307 (71)
1 (pain) 39 (10) 7(7) 3 (5) 43 (10)
2 (bruised) 114 (29) 27 (26) 15 (25) 67 (16)
3 (bleeding) 64 (16) 14 (13) 5 (8) 18 (4)
4 (dead) 13 (3) 3 (3) 1(2) 0 (0)
Totailt 393 (100) 105 (100) 60 (100) 433 (100)

- *Complete injury codes: 0, none; 1, complaint of pain, no visible injury; 2, bruises, abrasions, swelling,
limping, etc; 3, bleeding wound, distorted member; 4, dead.
tPercentages are rounded off and theretore may not add up to 100.

Table 4.—Frequency of Visible Injury or Death*®
Associated With Various Methods of Child Restraint
Child
Held in Seat Restraint
No Restraint Arms Belt Device
No. (%) . No. (%) No. (%) No. (%)
Age, yr No. Injured No. Injured No. injured No. injured
0-3 393 191 (49) 105 44 (42) 60 21 (35) 433 81 (19)
4-15 299 109 (36) o] 0 (0) 47 7 (15) 17t 4 (24)
=16 121 383 (32) [¢] 0 (0) 164 31 (19) o] 0 (0)

*Injury codes 2, 3, or 4.

tAges of these chitdren ranged from 4 to 7 years.

Table 5.—Frequency of Visible Injury or Death of
Children Younger Than 4 Years by Seating Position

Front Side Front Center Rear Side Rear Conter

No. (%) No. (%) No. (%) No. (%)

No. Injured No. Injured No. injured No. Injured

Child restraint device 99 16 (16) 87 23 (27) 184 28 (15) 44 9 (20)
Seat belt 17 9 (53) 12 4 (33) 18 3 (17) 5 1 (20)
Held in arms 78 28 (36) 11 6 (55) 12 7 (58) 1 1 (100)
No restraint 99 50 (51) 129 70 (54) 7.1 24 (34) 42 17 (40)

the unrestrained children younger
than ‘4 years as for the unrestrained
adults (P«.001).

Regardiess of their form of re-
straint, children are safer when trav-
eling in the rear seat rather than in
the front seat. Although our data
indicate that placement of the child
to the side rather than in the center
affords additional safety, this was not
found in an earlier study’ and merits
further research.

A particularly troublesome aspect
of the child restraint question is the
sentiment that the best place for a
baby to travel is in its mother’s arms.
Proponents of this view have not been
easily swayed by studies that have
shown that no human can successful-
ly hold on to even a 4.5-kg child under
the stress of the decelerative forces
involved in a 30-mph crash, and that
the adult holding the child usually
becomes a huge blunt object that
crushes the baby against the dash-
board. After passage of the original
Child Passenger Protection Act con-
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taining the “babes in arms” clause,
the proportion of children under age 4
years traveling in this fashion rose in
Nashville from 24% to 38%." Subse-
quent to the removal of this waiver
from the Child Passenger Protection
Act in 1981, the proportion of chil-
dren traveling in the arms of a pas-
senger has declined. Of the children
younger than 4 years who were in
accidents reported through a child
restraint device report form, 13% in
1982 and 8% in 1983 were being held
in a passenger’s arms at the time of
the accident. These children suffered
injuries and death at a rate ap-
proaching that of entirely unre-
strained children. The inability of an
adult to protect a child in a crash is
demonstrated by the fact that there
was no significant difference in the
rate of ejection from the vehicle
between children held in arms and
children left entirely unrestrained.
Perhaps the most impressive result
of the Child Passenger Protection Act
is found in the evidence that use of a

Child Restraint Devices—Decker et al



Table 1.—Frequency of Use of Various Methods of Restraint
for Children Younger Than 4 Years Old Involved in Motor Vehicle
Accidents in Tennessee in 1982 and 1983

No. (%) ot Children

Total”

No Restraint Held in Arms Seat Belt Child Restraint Device
Resident
1982 187 (38) 63 (13) 44 (9) 196 (40) 490 (100)
1983 174 (40) 36 (8) 16 (4) 210 (48) 436 (100)
Subtotal 361 (39) 99 (11) 60 (7) 406 (44) 926 (100)
Nonresident )
1982 19 (63) 3 (10) - 0 (0) 8 (27) 30 (100)
1983 13 (37) 3 (9) 0 (0) 19 (54) 35 (100)
Subtotal 32 (49) 6 (9) 0 (0) 27 (46) 65 (100)
Total* 393 (40) 105 (11) 60 (8) 433 (44) 991 (100)

*Percentages are rounded off and therefore may not add up to 100.

Table 2.—Relation Between Seat Beit Use by Driver
and Restraint Use by Children Passengers Younger Than 4 Years

No. (%) of Drivers Reported as Using Seat Belts

Type of Restraint Yes No P
Child restraint device 77 (66) 249 (40) «.001
Seat belt 22 (19) 23 (4) «.001
Held in arms 8 (5) 86 (14) <.01
No restraint 11 (9) 263 (42) <«.001
Total® 116 (100) 621 (100)

*Percentages are rounded off and therefore may not add up to 100.

injury or death, as compared with
100% of ten seat belt users (P=.001),
73% of 40 held in another’s arms
(odds ratio, 3.1; P<.001), and 83% of
130 with no restraint (odds ratio, 5.8;
P<«.001).

Within each of the four restraint
classifications, the risk of visible
injury did not significantly differ for
children younger than 1, 1, 2, or 3
years. Unrestrained children younger
than 1 year, however, were signifi-
cantly more likely to have died in the
motor vehicle accident than unre-
strained children between ages 1 and
4 years (odds ratio, 5.2; P<.01). For
the 371 unrestrained children of
known age, 11% of the 53 children
younger than 1 year died, as com-
pared with 4% of the 57 children aged
1 year, 2% of the 121 children aged 2
years, and 2% of the 140 children
aged 3 years.

There was no significant difference
between injury rates for male and
female children of the same age and
class of restraint.

When the frequency of visible inju-
ry or death was examined for each
applicable form of restraint for per-
sons younger than 4 years, persons
aged 4 to 15 years, and persons aged
16 years or older (Table 4), it was
found that the risk of traveling unre-
strained was higher for children
younger than 4 years than for chil-
dren aged 4 to 15 years (odds ratio,
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1.6; P<.002) or for persons aged 16
years or older (odds ratio, 2.0;
P«.001). There was no significant
difference in the rate of visible injury
for children younger than 4 years
using a child restraint device, chil-
dren aged 4 to 7 years using a child
restraint device, children aged 4 to 15

years using seat belts, or adults using,

seat belts.
Phe likelihood of partial or com-

plete ejection from the vehicle during

an accident was strongly correlated
with restraint use. Ejection occurred
for 7.5% of those held in arms or left
entirely unrestrained, and for 2.0% of
those using seat belts or child
restraint devices (odds ratio, 3.9;
P«.001). In turn, ejection was strong-
ly associated with increased risk of
injury or death. Overall, 89% of the
47 children younger than 4 years who
were ejected suffered visible injury or
death v 31% of the 956 not ejected
(odds ratio, 17.0; P<.001).

Regardless of the form of restraint
used, the seating position of the child
was found to be significantly associ-
ated with the likelihood of suffering
injury (Table 5). When analyzed over
the four restraint group strata, the
risk of visible injury was greater for
those in the front seat than in the
back (odds ratio, 1.6; P<.01) and
greater for those seated in the center
than for those against the sides (odds
ratio, 1.5; P=.01). Placement of a
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Fig 2.—Proportiocn of reported children who
were using child restraint devices, seat belts,
were held in arms, or were entirely unre-
strained is shown for each year of age under
4 years.
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child in a child restraint device in the
front center position exposed the
child to a significantly elevated risk
of visible injury as compared with the
other four seating positions (odds
ratio, 1.9; P<.05). Although a greater
risk for the rear center as compared
with the rear sides was found for
child restraint device users in both
1982 and 1983, it did not attain statis-
tical significance.

COMMENT

The Tennessee Child Passenger
Protection Act has been a remarkable
success. After six years of experience
with the law, motor vehicle fatalities —y
among children younger than 4 years
have been reduced nearly by half. The 4
remaining fatalities occurred almost |
exclusively to those children trans-
ported without benefit of child re-
straint devices. The proportion of
children transported in child re-
straint devices has steadily risen
from 8% in 1977° to 16% in 1978 to
29% by mid-1980"; our data indicate
that child restraint device use contin- %
ued to increase from 1982 to 1983. &
These encouraging results, however,
should not obscure the fact that the
majority of children under age 4 |
years still traveled without the pro- §
tection of child restraint devices; edu-
cation and enforcement efforts must
continue. It is noteworthy that the
reduction in motor vehicle fatalities
among children younger than 4 years
was strongly correlated with the
number of citations issued for non-
compliance with the Child Passenger
Protection Act. (Persons cited for
violation of the Child Passenger Pro-
tection Act are offered the loan of a
child restraint device. This child
restraint device is reclaimed at the
court hearing, and all charges an
costs are dropped if the defendant
shows proof of having purchased a ﬁ
child restraint device. This farsighted

%
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odds ratios were determined by the Woolf-
Haldane method.*

RESULTS

In the years 1978 through 1983, the
number of children younger than 4
years who died in traffic accidents
each year was 17, 22, 15, 10, 7, and 10,
respectively. Of these 81 children,
only two were using child restraint
devices at the time of the accident.
Figure 1 shows that the reduction in
motor vehicle fatalities among chil-
dren younger than 4 years during
this period is not likely to be
explained by changes in the overall
pattern of traffic accidents or fatali-
ties, the size of the population at risk,
or the number of vehicle miles driven.
The incidence of fatalities showed a
noteworthy inverse relationship,
however, with the increasing number
of citations issued in enforcement
of the Child Passenger Protection
Act.

Restraint Use

As shown in Table 1, of the resident
children younger than 4 years for
whom child restraint device report
forms were filed, 44% were properly
restrained in a child restraint device
at the time of their accident, 6% were
using a seat belt, 11% were held in
another passenger’s arms, and 40%
were entirely unrestrained. Child re-
straint devices were present in the
vehicle but were not used for 14% of
the unrestrained children. There was
a significant increase in child re-
straint device use from 1982 to 1983,
from 40% to 48% (P<<.02), accompa-
nied by reductions in traveling in
another passenger’s arms and in the
use of seat belts.

The use of child restraint devices
by nonresident children doubled dur-
ing this period, from 27% in 1982 to
54% in 1983 (P<<.05). This increase in
child restraint device use was accom-
panied by a concurrent reduction in
the number of nonresident children
riding unrestrained, from 63% to
37%. Of these unrestrained nonresi-
dent children, 28% had an unused
child restraint device in the vehicle—
twice the proportion found for resi-
“dent children (P<.05).

Use of the various forms of
restraint did not significantly vary
vith the sex of the child, but was
strongly correlated with the age of
the child (Fig 2). Use of child
restraint devices declined from 60%
for children younger than 1 year to
22% for those aged 3 years (P<.001),
while the use of no restraint rose
from 25% to 60% (P<«.001).

There was a strong relationship
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Fig 1.—For period 1978 through 1983, number of traffic fatalities in Tennessee among children
younger than 4 years of age are compared with number of citations written for violation of law
requiring use of child restraint devices, total number of traffic fatalities, total number of traffic
accidents, total number of vehicle miles driven, and number of children younger than 5 years in
state. Vertical axes are scaled to permit direct comparison.

between the use of seat belts by the
driver of a vehicle and the use of
restraints by the children younger
than 4 years in that vehicle (Table 2).
Of children riding with drivers who
were not using seat belts at the time of
the accident, 42% were unrestrained,
as compared with only 9% of the
children riding with drivers who were
using seat belts (P<«.001).

Injuries and Fatalities

The risk of death as a result of
motor vehicle accidents was highly
correlated with use of the various
forms of restraint (Table 3). During
1982 and 1983, no child younger than
4 years tPaveling in a child restraint
device died in a motor vehicle acci-
dent in Tennessee. In contrast, 17
such children died while not using a
child restraint device. The child
restraint device report forms indi-
cated that of the children younger
than 4 years using seat belts, 1.7%
died; of those held in a passenger’s
arms, 2.9% died (compared with child
restraint device users, P<.001); and
of those left entirely unrestrained,
3.3% died (P<<.01).

JAMA, Nov 9, 1984—Vol 252, No. 18

The risk of injury also varied sig-
nificantly with the form of restraint
used. Visible injuries (injury code 2 or
3) occurred in 19% of the children
using child restraint devices, as com-
pared with 33% of those using seat
belts (odds ratio, 2.1; P=.01), 39% of
those held in arms (odds ratio, 2.7;
P«.001), and 45% of those left unre-
strained (odds ratio, 8.5; P<.001). The
improperly restrained were consider-
ably more likely to suffer serious
injuries or death (injury code 3 or 4):
such an outcome occurred for 4% of
those using child restraint devices, as
compared with 10% of the children
using seat belts (odds ratio, 3.0;
P<.05), 16% of the children held in
arms (odds ratio, 5.0; P<«.001), and
19% of the children left unrestrained
(odds ratio, 6.2; P«<.001).

The protective effect of child
restraint device use was particularly
apparent in the more serious acci-
dents. When the subset of accidents
in which any person in the accident
suffered a serious injury or death
(injury code 3 or 4) was examined, it
was found that 46% of 77 child
restraint device users suffered visible

Child Restraint Devices—Decker et al

™



i

-

{

P’

Original Contributions

The Use and Efficacy of Child

Restraint Devices

The Tennessee Experience, 1982 and 1983

Michael D. Decker, MD, MPH; Mary Jane Dewey, MPA;
Robert H. Hutcheson, Jr, MD, MPH; William Schaffner, MD

® The Tennessee Child Passenger Protection Act, mandating the use of
child restraint devices for children younger than 4 years, took effect in 1978.
In the years 1978 through 1983, eighty-one children younger than 4 years
died in Tennessee traffic accidents; only two were in child restraint devices.
During this period, as child restraint device use rose from 8% to more than
30%, the number of deaths among children younger than 4 years declined
more than 50%. Analysis of supplemental accident reports filed in investiga-
tions of motor vehicle accidents involving children younger than 4 years
during 1982 and 1983 showed that child restraint devices are highly
effective in preventing death and in preventing or reducing injury. Children
not in child restraint devices were 11 times more likely to die in an accident
than children in child restraint devices. Children traveling in the arms of an
adult were exposed to a risk of injury or death comparable to that of children

left entirely unrestrained.

(JAMA 1984;252:2571-2575) ”

MOTOR vehicle accidents %are the
leading cause of death of Tennessee
children. This serious public health
problem prompted the Tennessee
Legislature to pass the nation’s first
Child Passenger Protection Act. Ef-
fective in January 1978, the law man-
dated the use of approved child

For editorial comment
see p 2613.

restraint devices for resident children
younger than 4 years while being
transported by their parent or guar-
dian in a private automobile. The law
was further strengthened in 1981 by

From the Division of Field Services, Epidemiology
Program Office, Centers for Disease Control, Atlanta
(Dr Decker); the Tennessee Department of Health
and Environment, Nashvilte (Drs Decker, Hutcheson,
and Schaffner and Ms Dewey); and the Department
of Preventive Medicine, Vanderbiit University Schooi
of Medicine, Nashvilie (Dr Schaffner).

Reprint requests to Division of Field Services,
Epidemiology Program Office, Centers for Disease
Control, Atlanta, GA 30333 (Dr Decker).
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the elimination of a clause (“babes in
arms”) that had permitted children to
be held by another passenger rather
than be restrained.

We have analyzed traffic accident
data collected by the Tennessee
Department of Safety for the years
1982 and 1983 and conclude that the
Child Passenger Protection Act has
resulted in a substantial reduction in
traffic fatalities among Tennessee
children younger than 4 years.

METHODS

The Tennessee Department of Safety
has a special child restraint device report
form intended for use in the investigation
of motor vehicle accidents involving chil-
dren younger than 4 years. For each such
accident, the investigator records the date,
time, and location of the accident; the
names and addresses of each driver; and
for each occupant of each vehicle, the
occupant’s seating position, age, sex,
restraint use, and ejection and injury
status. For occupants younger than 4
years, restraint use is coded as follows:
child restraint device used; child restraint

Child Restraint Devices—Decker et al
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device present but not used; child restraint
device use unknown; no restraint used;
seat belt used; or held in the arms of
another passenger. For occupants aged 4
years or older, restraint use is coded as
follows: seat belt used; seat belt in vehicle
but not used; use unknown; or no seat belt
available for use, Ejection is coded as yes,
partial, or no. Injury is coded as follows:
none (injury code 0); complaint of pain but
no visible injury (injury code 1); bruises,
abrasions, swelling, limping, etc (injury
code 2); bleeding wound or distorted mem-
ber (injury code 3); or dead (injury code 4).
All coding is done at the scene by the
accident investigator, except that the
Department of Safety recodes the injury
status to “dead” for persons who die
within 90 days of a motor vehicle accident
and for whom the accident was reported as
the cause of death.

All child restraint device report forms
submitted for accidents occurring within
Tennessee in 1982 and 1983 were obtained
from the Department of Safety, as well as
overall motor vehicle accident statistics
for the state, records of the number of
citations issued for violation of the Child

Passenger Protection Act, and estimates s

of total passenger miles driven (calculated
according to the applicable federal stan-
dard). The Tennessee Center for Health
Statistics provided general population and
mortality data.

As the state does not enforce on its
subsidiary jurisdictions the requirement
to complete a child restraint device report
form, the submitted forms came dispro-
portionately from investigations con-
ducted by state police (in 1982 through
1983, state police investigated 14% of
accidents but filed 46% of the child
restraint device report forms) and tended
not to be filed in minor accidents (74% of
all accidents in the period involved no
injury, as compared with 40% of the
accidents reported on child restraint
device report forms).

Accident investigators submitted 432
properly completed child restraint device
report forms for 1982 and 419 for 1983;
these forms contained usable informa-
tion on 1,451 persons for 1982 and 1 °%)
persons for 1983. Of these 2,831 pe -
991 were younger than 4 years and -
subject to the provisions of the C.
Passenger Protection Act. Unless other-
wise specified, all results refer to these 991
children.

Statistical testing was done using x’ and
odds ratios (with continuity corrections),
the x° test for trend, Fisher’s exact test,
the normal deviate test for means, and the
critical ratio test for proportions."” For
stratified analyses, Mantel-Haenszel sig-
nificance tests were used’; factor-adjusted
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unnecessary morbidity and mortality may not respond to
educational efforts alone but may require protective legislation.
Physicians are the ones who must annually attend to the 2.5
million broken bodies and witness the grief over the 50,000
dead. It would seem that active supporr for legislation requiring
the universal use of seat belts, a simple yet responsible safety
practice, would bear remarkable dividends.

ROBERT S. SANDERS, MD

Rutherford County Health Department

Murfreesboro, Tenn

Bruck B. Dan, MD
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B-Blockers and Migraine

Experience with propranolol hydrochloride as an effective
agent in the prophylaxis of migraine dates from the mid-
1960s."" A series of uncontrolied observations was published
then, leading to subsequent controlled data that confirmed
these observations in the next decade.*

Subsequently, as the number of §-blockers proliferated, like
mushrooms in a bog, questions’ have arisen regarding their
relative efficacy in migraine prophylaxis. To wit, which drug to
use? Is one drug better than the other? Physicians who treat
migraine, already confronted by patients holding thei- heads,
and beset by shadows dancing on the wall, have been unable to
answer these queries.

That may still be the case, but enough information pertaining
to B-blockers and migraine has now been accumulated from
various sources to be summarized in tabular form (Table).

In a study published in this issue (p 2576), Stellar et al” have
reconfirmed that migraine can be prevented by timolol used
prophylactically, daily, in adequate doses, although the severity
and duration of headaches that did occur “were unchanged.”

What to do then in the usual clinical situation? Functional
headaches including migraine are best treated using as little
medication as possible. However, if migraine consistently
disturbs patterns of work and behavior, as often as once
weekly, prophylaxis can be undertaken. In this situation,
B-blockers are the medication of choice. The practitioner may
wish tc select one or two of these drugs that are demonstrably
effective and learn to use them well; that is probably enough.
There would be little reason to run through a laundrv list of
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Effectiveness of Various §3-Blockers in Migraine
3 Effective Not Effective Perhaps
in Migraine in Migraine  Effective,
f-Blocker Prophylaxis Prophylaxis Perhaps Not
Propranoiol hydrochloride® + ..
Oxprenolcﬂa . B +
AIorenoI019 - +
Acebutolol hydrochloride'® .. ." T Swrie 4 o a0 UE,
Pindolol’*? T . o+
Nadolol** e
Timolol maleate's'® + .
Atenoloi'™ ' T+ . L
Metoprolol'®2° +

B-blockers in a single patient with migraine if the initial
experience with those one or two drugs proved disappointing.

Why some Q-blockers are useful in the prophylaxis of
migraine while others are not is unexplained. I believe that
nonselective B-blockers are more effective in migraine prophy-
laxis than are the more cardiac-selective drugs. The nonselec-
tive drugs generally decrease the sympathetic activity in the
autonomic nervous system. Migraine can be viewed as a
disorder of heightened sympathetic stimulation. Some g§-

‘blockers have themselves possessed sympathomimetic activity;

it would be prudent to avoid these for migraine prophylaxis.
DoNaLD J. DaLessio, MD
Scripps Clinic and Research Foundation
La Jolla, Calif
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Testimony before the Senate Public Health Committee
regarding SB 19 Jan. 16, 1985

Madame Chairwomen and members of the committee:

We are all alarmed at the dramatic increase in reports of
child abuse and neglect in recent years. Behind each of these
reports is a family and a child in pain. &And, research indicates
that for every one report we receive there are four others that
go unreported. The future cost to the well-being of the family,
the child and, hence, to their community can only be guessed.

Social Service agencies are hard pressed to help these
increasing numbers of children and their families. After
attending to immediate treatment needs, 1little time or resources
are left for the prevention of <c¢hild abuse and neglect.
Prevention, stopping abuse and neglect from occuring in the first
place, makes good sense, Why should we wait until the worst
happens before we offer our assistance?

Prevention saves future costs in both dollars and suffering.
But there is also another benefit to prevention. In addition to
forestalling abuse and neglect, it also helps to promote strong
and stable family life.

It seems to me that families are usually getting either
better or worse, there's no standing still. 1If we can reach out
to families before the worst trouble starts and help that family
interact more appropriately, they feel better and things can turn
around. Where previously you had a family on the edge, you now
have a family feeling pretty good about themselves and doing
pretty well. The walue of .well functioning families is obvious.

A Children's Trust Fund would provide a powerful incentive
for Montana communities to reach out to help families improve
themselves and help stop child abuse and neglect. But 1f we're
going to set up a Children's Trust Fund, we need to do it well.
It will take a sizable investment of stable funding. A
committment of one dollar for each child in the state, or roughly
$250 thousand per year, would not be too much if we're really
serious about preventing child abuse and neglect and
strengthening our families.

It will also require on-going public involvement in the
Trust. I would therefore, also respectfully recommend that
consideration be given to requiring some form of citizen input
in the Trust, perhaps a small advisory board. d#meand

In conclusion, Montana's future rests on the well-being of
our children and the strength of our families. We should invest
in that future. SB 19 represents a very positive step in that
direction. I request on behalf of the Steering Committee that it
be given favorable consideration by this committee. Thank you.

Bill Thomas, Missoula (representing the CTF Steering Committee)
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I AM EXCITED TO think there could be something as valuable

Covm vt ¥ies e
as abuse prevention programs established in our skheeds. I believe

it is'i vitally importmant step in helping children recognize and

perhaps stop abuse or potential abuse in their lives. o %

FIVE YEARS AGO at age 28, I began a process of identification %
for myslef and it has been a long, hard ordeal requiring me not only
to face my abusive past but to face my own abusive parenting as well. |
I came from a home where there was emotional, physical and sexual

abuse., After age 11 when I was sexually molested by my father over §
a period of time I quit growing emotially. I had already been %

stunted é%ggggﬁiy from the first 10 years of living with his reJectio
THE PAIN INVOLVED with dealing with the past was overwhelming (?

much of the time bringing me to the brink of suicide at dne’point.
I felt I could not live with the pain any longer and did not see - i
an end to it ever. 18 ‘years of keeping a secret about inéest thinkin‘?
I was alone, xxwmmnm«uxgmmmxxmmmmmmx b
HMEHXAR XK xxxxaxxxxxxxxxxxxxxxgxuxxxxxxxxxmxxxuxxxxxamxxxxxxxxuux |
FERENEHX KX X KXHM X XXX HE XN N0 XEHKE XA N XXXXX&KXKXKXXKKKXXKXKXXKXXX |

IXNXHY 18 years of denying and stuffing down the rage came rushing B

out in such a flood that it literally knocked me off my feet. For

months I barely made X& it through each day--1I felt incapable of

getting up in the morning--unable to face a new day. Nighttime was

wxa worse. Each night I woke up after just a few houss of sleep to

lie awake while the memories pdayed over and over and over. I could

not shut them off wnce they were allowed to surface. I was sure I

]

was going insane.

TWO YEARS LATER I had sufficiently recovered from that experiedbéé
i

to being looking at my present and the fact that I was an abusive
parent.

R



I was determined to not repeat the past--1 wanted to give my
child a more positive home envigonment éﬁd future. The last three
years have been spent working on my parenting skills through Parents
Anonymous, private counselling and XXKXHEX&XKX in sharing my

experiences with others privately and publicly.

THE IMPORTANCE OF sharing these detailé with }ou stems from the»
strong belief that this story should not have to be repeated for the
children of today; There are alternatives to keéping our childrenlr
ignorant and theéefbre helpless victims., There are alternatives to
burying our heads in the sand hoping the situation will go away if
we just don't put ideas into anybody's head. There afe alternatives
to forcing our easily-molded'children into lies and supré?sed anger
only to have abuse be passed on from one generation to fh; next.
Those alternatiees start with prevention through eduéation.

;
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WOMEN'S LOBBYIST
FUND 2%

119 7917

January 16, 1985

/ﬂﬂ/ﬂ$v ' TESTIMONY IN SUPPORT OF SB 19
/Mf: Chairman and other members of this Cqmmitﬁee:

The Women's Lobbyist Fund (WLF) supports Senate Bill No. 19
and I, Gail Kline, will be speaking in favor of this bill.

We often use the saying, "An ounce of prevention is worth a
pound of cure." In child abuse this is especially true for our
children and grandchildren.

Researchers from the University of Né&éw Hampshire, Rhode Island
and Delaware conducted a study of family violence into the lives of
2,143 families. A conclusion of the study is that "Adults who
were frequently abused by their parents as teenagers have a spouse-
beating rate four times greater than that of other adults." Adults
who tend to abuse their spouses tend to be abusive parents and the
cycle repeats.

We have learned much recently about the cycle of violence. The
extent of this learned behavior appears in a journal called "Child
Abuse and Neglect", published in 1983, which states that 38% of
women reported at least one sexually assaulted experience before the
age of 18. These women usually do not become abusers of others,
but of themselves through drugs, alcohol or prostitution.

5 - :

This prioriﬁy,issue, the child abuse prevention program, can
help children control and understand themselves so that when they
become adults their chance of being abusers or being abused will
be lessened. This program, through education and counself¥ing, among
other support systems, will reduce fear and depression that so often
keep people where they are. . .

This bill, based on other state laws, provides its own funding
mechanism that is reliable and on-going and seems to be adequate to meet
the needs of the program.

Our children and grandchildren deserve our support.  Give them
a place to go for help. The WLF urges you to pass Senate Bill No. 19.
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Fonorable Tom Towe D- Billings
Montana Legislature
Helena, Montana 59601

January 7,1985

Dear Mr. Towe:
As read in the Montana Elder, Jan./Feb, 1985 issure (Se Enclosed)

1 am writing you regarding your bill to make it a felony to exploit
fathers and mothers over aged (60)

1 commend you for your bill.
1l am seventy and will be seventy one on March 9,1985 - My wife Mary
is sixty seven.

One vear ago about this time, and for six months neriod, We were =oing
through hell here in our home, our oldest son, Now living in Washing=-
ton state, age fiftv Jan. %1/st.1985, came home to live with us.

his fourth wife had just left him,

At first, he begéﬂ calling us collect at all odd hours, mostly in
the wee hours. Threatening suicide., Following such calls, we would
attempt calling him to see how he was, but his phone was going un-
answered, his phone off the cradle, we could hear him moaning in a
back room as if dieing. we Spent money calling police, rescue squads
hospitals etc. He had us very frightened and we have aged from it all,

Finally, he called from the Great Falls Airport, (Tast Winter) we
went and picked him up. The second night he was here, he slept on a
living room couch, where 1 also slept nearbv, He awoke me at 3:A.M,
and said he wanted to ask me a question, 1 said ask on., His question
was, how much monev did we have on hand? To shorten this storv up,

He zot, all our savings. when he came back a second time for more,

is when both me, and mv wife were abused. he held me against a wall
choking me, he threatned beating me several t‘mes. on one occassion,
he attacked his mother, mv wife, Between vou and 1, Mr, Towe, 1 got

in our car and left the house, Why? 1 was simply afraid maybe, 1 might



Page two

soon, heing worried, 1 returned to my home, My wife and son, was in
the back yard. She was telling him he needed to be in a mental instit-
ution. He had slapped her around and until she ran and hid in the
bushes. 1 had a revolver, and told him to leave, which he 4id.

We will never recover from the financial loss, and definately never

from the mental anxiety. Our son is a scotch drinker and chews a cud,
His wives all leave him because of his assaults., He hag just now, a =
vear later, began to call, and be friendly again. %

M

1l am a very sall man. at the time my weight was only 86 pounds. just
now 1 have cained (With mv Drs, help,)up to 99 pounds.

We do not wigh to report him, for fear he might commit suicide, or,
harm us again, we want to <eep it secret unless, this occurs again,

My letter Sir, is about your proposed bill making it a felony to ex=-
ploit, or assault an elderly person. and we want "Teeth" in the law if
passed which we desire it to be a felony., -

We have three sons, two living in Oregon who never harmed us ever.,
but, our oldest son, indeed has hurt us permenently.

1f vour bill passeé; 1l wouléd be thankful to know about it Mr, Towe,

1 ap~logys for the long letter, wishing vou the verv best alwavs.

Sincerely,

P.S. Our son even attempted to get us to mortgage our home and givé
him the money. Every word in my letter sir, is orecisely true and very

real, o .

/ g e deselBobond Do o, chnnthe Zir
ce ,
Tom Towe V2f< ”VJ“'YiC%; Ql[§7buaig ALl Sz Aen

to/ /@/ Mo abPlhe aitdeesdtne






