MINUTES

MONTANA HOUSE OF REPRESENTATIVES
52nd LEGISLATURE - REGULAR SESSION

COMMITTEE ON HUMAN SERVICES & AGING

Call to Order: By Rep. Angela Russell, Chair, on March 6, 1991,
at 3:05 p.m.

ROLL CALL

Members Present:
Angela Russell, Chair (D)
Tim Whalen, Vice-Chairman (D)
Arlene Becker (D)
William Boharski (R)
Jan Brown (D)
Brent Cromley (D)
Tim Dowell (D)
Patrick Galvin (D)
Stella Jean Hansen (D)
Royal Johnson (R)
Betty Lou Kasten (R)
Thomas Lee (R)
Charlotte Messmore (R)
Jim Rice (R)
Sheila Rice (D)
Wilbur Spring (R)
Carolyn Squires (D)
Jessica Stickney (D)
Bill Strizich (D)
Rolph Tunby (R)

Staff Present: David Niss, Legislative Council
Jeanne Krumm, Committee Secretary

Please Note: These are summary minutes. Testimony and
discussion are paraphrased and condensed.

HEARING ON SJR 9

Presentation and Opening Statement by Sponsor:

SEN. R. J. PINSONEAULT, Senate District 27, St. Ignatius, stated
that this resolution speaks for itself. The health program in
this country is a disgrace. For a nation that has such
capability, who can put a man on the moon and do the things that
we do technically, if we could deliver a health care system with
the same preciseness and deadly destruction in Desert Storm, the
nation would be far better off. The National Health Care Program
has been an issue of discussion for a long time.
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Proponents' Testimony:

P.J. Hennessy, Board of Montana Senior Citizens Association,
stated that she has been a Montana resident for 15 years. During
that time she has struggled to provide quality health care for
those populations who lack health insurance. The population of
Montanans who lack health insurance is relentlessly increasing.
Over 140,000 Montanans lack health insurance and the basic health
care it affords. It is time to turn to the federal government.
We need their help to solve the foremost domestic issue of equity
and justice we face today as Americans. We need a program of
national health insurance. She submitted a packet. EXHIBIT 1

Tim Harris, Deputy Director, Montana Independent Living Project,
Helena, submitted written testimony. EXHIBIT 2

Doug Campbell, Montana Senior Citizens Association, submitted
written testimony. EXHIBIT 3

Leroy Keilman, Yellowstone Retired Teachers Association, Montana
Senior Citizens, submitted a testimony and a cartoon. EXHIBIT 4

Colette Baumgardner, Democratic Women's Caucus, State Senate and
House of Representatives, stated that the Caucus are in favor of
this resolution.

Bonnie Lambert, small business, stated that she has been in
business for four years and has no employees. She purchased
health insurance for her husband, son and herself, this a minimum
coverage policy which does not include dental or eye care. We
are very healthy, in the past four years she has filed one small
emergency claim. She pays $135 a month. This policy keeps them
from losing their house in event of a medical catastrophe. As a
business person she has to think twice about hiring someone, she
considers health insurance for employees part of the compensation
package. She cannot afford to buy health insurance for another
person.

Robbie Ford, AFSCME, submitted written testimony for George
Hagerman, Executive Director of Montana Council #9, American
Federation of State, County, and Municipal Employees (AFL-CIO).
EXHIBIT 5

Marion Hellstorm, Director, Montana Senior Citizens Association,
submitted written testimony. EXHIBIT 6

Marcia Diez, Montana Low Income Coalition, stated that there are
two programs that are going to be cut back, low income people are
going to be hurt further. This is more reason that we need a
national health care plan. AFDC related medically needy programs
is being cut out for parents and grandparents that are taking
care of AFDC eligible people. This will resolve in more people
giving up part time jobs, giving up children to foster care, and
going on Medicaid and AFDC. They are also cutting back medical,
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which is more than case management. It is a cut back in services
and its a cut back to the most disadvantaged people in our
society. This will mean loss of hearing aids, eye glasses and
medicine, because they will only treat acute and not chronic
conditions.

John Ortwein, Montana Catholic Conference, submitted written
testimony. EXHIBIT 7

Diane Sands, Montana Women's Lobby, stated that this country is
in the midst of a very serious crises in terms of acceptable and
affordable health care. The development of a national health
care policy is critical for the provision of those services.

Jim Ahrens, President, Montana Hospital Association, submitted
written testimony. EXHIBIT 8

Paulette Kohman, Director, Montana Council for Maternal and Child
Health, stated that they are in support of this resolution.

REP. ROLPH TUNBY, stated that the time has come that the
government is going to have to become involved. We have such a
patchwork of federal, state and private that it isn't working.
Stated that we spend 22 to 25 cents out of every health care
dollar for administration.

REP. SHEILA RICE, submitted a petition. EXHIBIT 9

Opponents' Testimony: None

Questions From Committee Members: None

Closing by Sponsor:

SEN. PINSONEAULT stated that one of things that is being included
in this resolution that it involve a single payer system of
health care. One of the things that the Native Americans living
on the reservation take the most pride in is that they have a
health care program provided to them by the Public Health
Service. The problem is not the cost of the national health
plan, rather it is the cost of not having such a plan.

EXECUTIVE ACTION ON SJR 9

Motion/Vote: REP. HANSEN MOVED SJR 9 BE CONCURRED IN. Motion
carried 17-3 with REPS. BOHARSKI, KASTEN and LEE voting no

HEARING ON HB 950

Presentation and Opening Statement by Sponsor:

REP. VIVIAN BROOKE, House District 56, Missoula, stated that this
bill is the Montana Family Policy Act. This bill sets up a state
policy to support and preserve the family as the single most
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power for insurance social development, mental and physical well
being of Montana's children. This bill emphasized support for
family services, activities and programs that promote prenatal
care, parenting education, parent aids, visiting nurses, well
family medical screening, child care, and family recreation. HB
950 supports intensive help for children and families in crises
and tries to break down the walls that keep agencies, groups and
programs from working together.

Proponents' Testimony:

Dennis Taylor, Board Member Montana Council for Families, stated
that Montana needs its children and families to be helped and
secured for today and for the future. Too many of Montana's
children live in desperation experiencing little hope for the
future. These children and teens struggle with poverty, abuse
and neglect, alcoholism, drug abuse, and emotional problems and
much, much more. These children and youth and their families
must be our concern today.

Fred Fischer, Prevention Coordinator for the Attorney General's
office, Department of Justice, stated that about 40 from across
the state were involved in alcohol and drug prevention areas and
met to discuss how they impact the traditions in their
communities as well across the state. This was in preparation
for the Montana's Caring for Kids Conference so we could get
people from across the state to identify and go back to their
communities and start working on this. The goal of this
prevention program develops strategies that will impact the
negative conditions and impact families and communities across
the state like domestic violence, child abuse, alcohol and drug
problems, and teenage pregnancy. We have the beginnings of a
movement toward the collateral efforts that are outlined in HB
950. The guidelines in HB 950 that family support and
preservation should be the guiding philosophy of state agencies.

John Madsen, Department of Family Services, submitted written
testimony. EXHIBIT 10

Dr. Thomas D. Carlin, Psychiatrist, Helena Section Montana
Committee for the Emotionally Disturbed Children, stated that we
need more early diagnosis, early intervention, early prevention,
working with the families in order to help children to strengthen
the family so that we do not face some of the problems and
situations that we find now in our schools.

Tom Olson, Director, Department of Family Services, stated that
in the section of the bill that calls for an oversight committee,
the activities are being served quite well by the state advisory
council. There is legislative representation on those councils.

Jeanne Kemmis, Montana Council for Pamilies, submitted written
testimony. EXHIBIT 11
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Paulette Kohman, Executive Director, Montana Council for Maternal
and Child Health, submitted written testimony. EXHIBIT 12

Kenneth Moore, Moderator, Christian Church in Montana, submitted
written testimony. EXHIBIT 13

Elizabeth Roeth, Montana Children's Alliance and Healthy
Mothers/Healthy Babies, submitted written testimony for Joan—-Nell
Macfadden, Chairperson, Children's Committee of Mental Health
Association of Montana. EXHIBIT 14

Helen Costello, Service Coordinator, Montana Post Adoption
Center, submitted written testimony. EXHIBIT 15

Bud Solmonsson, Montana Council for Families, submitted written
testimony for Robert W. Moon, President, Montana Public Health

Association, Board of Directors, Montana Council for Families.

EXHIBIT 16

Kathy McGowen, submitted written testimony for Kenneth Taylor,
MA, submitted written testimony. EXHIBIT 17

Judy Garrity, Montana Children's Alliance, submitted written
testimony. EXHIBIT 18

Judith Carlson, Montana Chapter National Association of Social
Workers, submitted written testimony. EXHIBIT 19

Mike McGrath, Lewis and Clark County Attorney, stated that he
very strongly supports this bill.

Robert Deaton, Professor, Department of Social Work, University
of Montana, and District Chair, Child Abuse Program, Exchange
Clubs of Idaho and Montana, submitted written testimony. EXHIBIT
20

Mike Males, Children's Trust Fund, stated that child abuse
prevention funding locally has an inadequate amount of money.

Diane Sands, Montana Women's Lobby, stated that they are in
strong support of HB 950.

John Ortwein, Montana Catholic Conference, submitted written
testimony. EXHIBIT 21

Dale Grace, Office of Public Instruction, stated that they are in
support of HB 950.

Colette Baumgardner, Democratic Women's Caucus, State Senate and
House of Representatives, stated that the Caucus is in support of
this bill.

Barbara Ranf, USWest Communications, submitted written testimony.
EXHIBIT 22
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Opponents' Testimony:

Sam Sperry, Chief, Vital Records and Statistics Bureau,
Department of Health and Environmental Sciences, submitted
written testimony. EXHIBIT 23

Dorothy Traxler, self, submitted written testimony. EXHIBIT 24

Gloria Rourk, Mothers of America, stated she opposes HB 950
because the DFS functions are not aiding, but victimizing
children and their families. She has been a licensed foster
parent in Montana for five years. She has two biological
children of her own and she has a foster child that she has
adopted that is developmentally disabled. This bill would
empower DFS with extra powers to render children and their
families helpless and finally the burden already heavily left to
taxpayers.

Questions From Committee Members:

REP. JOHNSON asked Ms. Kohman why she wanted to take out section
5 and 6. Ms. Kohman stated that the funding for section 3 is
nowhere in the act. Section 5 is simply funding section 4, which
is the legislative interim committee.

REP. JOBNSON stated that there is a substantial fiscal note to
the bill of $280,000. If we don't have the other funding, where
would we get $280,000. Ms. Kohman stated that we have many
different ways of funding many different things and this
committee unfortunately doesn't have any answers to the funding
problems, but only with the way to spend it.

REP. WHALEN asked who this bill would apply to. Mr. Olson stated
that this bill is designed for all children and families in the
State of Montana.

REP. WHALEN asked how are these families that need care going to
be identified. Mr. Olson stated that they will be identified
through the Healthy Start Program.

REP. WHALEN asked who will be doing the identification and what
is the criteria for identification going to be.

REP. RUSSELL she worked as a medical social worker in a small
hospital for a number of years. As part of the medical grounds,
every morning they covered every single patient that was in the
hospital. If any high risk individuals were in the hospital and
we were afraid so the social worker was appraised immediately.

Is this in place in Montana. Ms. Kohman stated that in different
communities where there are volunteer programs who perform the
service.

Closing by Sponsor:
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REP. BROOKE stated that the questions raised in regards to the
birth certificate fee. There are needs for many services in our
educational system, social service, and our justice system for
the results of real problems with child abuse and neglect in
dysfunctional families. Prevention is a very valid manner in
which we could go as a state. This birth certificate fee will
help us start towards prevention. This is a realistic way to go.
There are several states that are funding prevention of child
abuse and neglect programs through birth certificate fees.

HEARING ON HB 728

Presentation and Opening Statement by Sponsor:

REP. BOB REAM, House District 54, Missoula, stated that this bill
is a result of the Montana Hunger Coalition. He is astounded by
the extent of this problem in Montana. HB 728 provides a policy
in the State of Montana is to make food programs and nutritional
services available to all who are in need of these programs. The
Hunger Coalition brings together what is handled in different
state agencies and coordinating the activities of those agencies
and the people that work in those programs. When we talk about
hunger, we are not only talking about quantity of food, but
quality. Poor diet is the leading cause of chronic diseases
among the poor and particularly among our Native American
population. However, no agency has the responsibility to see
that programs have nutritional education and are established.

Proponents' Testimony:

Minkie Medora, Montana Hunger Coalition, submitted written
testimony. EXHIBIT 25

Paul Miller, Montana Hunger Coalition, submitted written
testimony. EXHIBIT 26

Joan A. Duncan, Montana Foodbank Network, submitted written
testimony. EXHIBIT 27

Arlene Templer, Confederated Salish and Kootenai Tribe, submitted
written testimony. EXHIBIT 28

Mary A. Musil, Chair, State Study on Hunger, Board of Directors,

League of Women Voters of Montana, submitted written testimony.
EXHIBIT 29

David Host, Missoula Food Bank, stated that his family is living
proof that the WIC food stamp programs, that this bill would
enhance, operate as social and economic medicines.

Linda Melick, Central Montana Medical Center, submitted written
testimony. EXHIBIT 30

Pete Brekhus, Acting Administrator, Central Montana Medical

HU030691.HM1



HOUSE HUMAN SERVICES & AGING COMMITTEE
March 6, 1991
Page 8 of 14

Center, submitted written testimony. EXHIBIT 31

D. Elizabeth Roeth, Director, Healthy Mothers/Healthy Babies,
Chair, Montana Children's Alliance, submitted written testimony.
EXHIBIT 32

John Ortwein, Montana Catholic Conference, submitted written
testimony. EXHIBIT 33

Boni Braunbeck, County Director, Fergus County Human Services,
submitted written testimony. EXHIBIT 34

Deb Bjorsness, Montana Deaconess Medical Center, Great Falls,
submitted written testimony. EXHIBIT 35

Paulette Kohman, Director, Montana Council for Maternal and Child
Health, stated their support in HB 728.

Seth Lang, Montana Public Interest Research Group, stated their
support to HB 728.

Bud Solmonsson, Director, Montana Council of Families, Montana
Children's Alliance, stated their business is promoting health
families, one major distractions the family has is being hungry
and not having education.

Jerome Loendorf, Montana Medical Association, stated that this is
one of the best appropriation bills and they support it for the
reasons previously given.

Diane Sands, Montana Women's Lobby, stated their support to HB
728.

Judith Carlson, submitted written testimony for Doug Campbell,
President, Montana Senior Citizens Association. EXHIBIT 36

Colette Baumgardner, Democratic Women's Caucus, State Senate and
House of Representatives, stated their support to HB 728.

Harley Warner, Montana Association of Churches, submitted written
testimony. EXHIBIT 38

Opponents' Testimony:

Sheryle Shandy, Executive Director, Billings Food Bank, submitted
written testimony. EXHIBIT 37

Terry Egan, MSU Extension Agent, Expanded Food and Nutrition
Education Program, submitted written testimony. EXHIBIT 39

Questions From Committee Members: None

Closing by Sponsor:
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REP. REAM stated that a physician is necessary for working with
this advisory council. The advisory council is made up of many
volunteers and agency people that come together to provide the
coordination that is necessary to make most effective use of the
resources we have available in Montana. Those resources are
tremendous. There are approximately $100 million of federal
money that goes into various food programs in Montana, like WIC
program, food stamp program, the commodity program, elderly,
school hot lunch program and daycare supplemental fee. In
addition, Montana has tremendous private sector ethics.

HEARING ON SB 168

Presentation and Opening Statement by Sponsor:

SEN. STEVE DOHERTY, Senate District 20, Great Falls, stated that
the problems as far as landfills and the contamination of bowl
water is something that we need to address. This bill is also
pro business. There are some people who are in the diaper
business and we need to remove the barriers that they have
encountered in practicing their trade. This is an entire
legislative prerogative. The rules were adopted about ten years
ago and nothing has been done to them since. There is no
scientific basis to discriminate between cloth diapers and
disposable diapers. This legislation has been enacted in
Washington, Oregon and Vermont.

Proponents' Testimony:

Carolyn Brinkley, self, stated that she was surprised to see that
there was a law governing the use of cloth diapers in daycare
centers. Submitted written testimony. EXHIBIT 40 & 41

Jon Wade, Diaper Exchange, Missoula, stated that this motion is
inappropriate and legally questionable proposal of lawsuit. This
bill increases volume of solid waste. It increases the extensive
parents that force the purchase of disposable diapers. The
current statute defines hazardous waste in a manner that includes
raw sewage. Presently, Montana regqulations permit disposable
hazardous of waste to only a class one disposable sight. Our
current health regulations which govern communicable disease
control and daycare implicitly acknowledge that proper handling
of raw sewage is to dispose of in a public sewage system or
appropriate private septic system. Without a explanation another
health regulation as far as daycare is to use disposable diapers
on children under the age of two.

Janet Ellis, Montana Audubon Legislative Fund, submitted written
testimony. EXHIBIT 42

Chris Kaufman, Montana Environmental Information Center, stated
that the worst part of this is that disposal diapers are items
that are made to be thrown away after they have been used one
time. Next to newspapers and food and beverage containers, the
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most common single item in a landfill is disposable diapers.

They make up 2% or 3% of the solid waste. The answer would be to
ban the use of disposable diapers, this bill does nothing close
to doing that sort of thing.

Kate Cholewa, Montana Womens Lobby, stated that the Women's Lobby
represents a variety of child care organizations and they rise in
support of this bill.

Kay Frey, RN, PNP, Health Consultant, Child Care Resources,
submitted written testimony. EXHIBIT 43

Janet Bush, Child Care Resources, submitted written testimony.
EXHIBIT 44

Corrine Hilde, Child Care Services Coordinator, submitted written
testimony. EXHIBIT 45

Opponents' Testimony: None

Informational Testimony:

Judith Gedrose, Department of Health and Environmental Sciences,
submitted written testimony for Ellen Leahy, Health Officer,
Missoula County. EXHIBIT 46

Questions From Committee Members:

REP. CROMLEY asked what is the purpose of this bill. SEN.
DOHERTY stated that there was an attempt in Missoula to see how
this would work out, and it did work out. There has been some
problems that if this bill fails people will try to make sure
that we don't use cloth diapers.

Closing by Sponsor:

SEN. DOHERTY stated that it is within the legislative prerogative
to express an intent. The intent would be that we are not
mandating use, we are saying you can use them and telling the
health department to devise rules that will not be areas to their
use, but will provide for safe use.

EXECUTIVE ACTION ON SB 168

Motion/Vote: REP. SQUIRES MOVED SB 168 BE CONCURRED IN. Motion
carried 19-1 with REP. KASTEN voting no.

HEARING ON HB 696

Presentation and Opening Statement by Sponsor:

REP. JIM RICE, House District 43, Helena, stated that this bill
will extend funding for statewide genetics program for the next
two years. This is one of the most valuable programs in all of
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state government. It identifies and addresses genetic disorders
before birth. This has become a very successful program and
because of the high quality of the personnel involved it has had
international impact.

Proponents' Testimony:

Chad Smith, Shodair Hospital, submitted written testimony.
EXHIBIT 47

Dr. John M. Optiz, submitted written testimony. EXHIBIT 48

Joan Fitzgerald, Administrative Director, Department of Medical
Genetics Shodair Hospital, submitted written testimony. EXHIBIT
49 & 50

Walt Schopfer, self, stated that he is a parent of a
developmentally disable son with Down Syndrome who is currently a
senior in high school. 1In 1970 when his son was born, they were
not aware of any genetic services that were available. In 1981
they moved to Billings and through the Center for Handicapped
Children they were put in touch with Shodair Hospital and the
Montana Genetics Program. His son was scheduled with one of the
geneticists in 1986, which was the first time they had an
opportunity to ask questions and have a lot of our questions
answered. About a year ago their son developed a life
threatening blood disorder and through the support of the
geneticist at Shodair Hospital they were put in contact with
physician who is currently doing research with this type of blood
disorder. The genetics services with this program has to a lot
to offer the State of Montana.

Jeanette McCormick, self, submitted written testimony. EXHIBIT
51

D. Elizabeth Roeth, Chair, Montana Children's Alliance submitted
written testimony. EXHIBIT 52

Robert W. Moon, President, Montana Public Health Association,
submitted written testimony. EXHIBIT 53

Paulette Kohman, Executive Director, Montana Council for Maternal
and Child Health, submitted written testimony. EXHIBIT 54

Jim Ahrens, President, Montana Hospital Association, stated that
they have consistently supported this bill over the years and
they do so again.

Jerome Loendorf, Montana Medical Association, stated that they
have been supporting this bill since it has been before the
legislature.

Mike Stephen, Montana Nurses Association, stated that they full
heatedly support this incredible genetic program. It is
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extremely worthwhile to all citizens in Montana.

Dr. Jeffrey Stickler, Montana Academy of Pediatrics, stated his
support to HB 696.

Jack Casey, Administrator, Shodair Children's Hospital, submitted
written testimony. EXHIBIT 55

Opponents' Testimony:

SEN. TOM HAGER, self, stated that he opposes the funding
mechanism to this bill. He is in support of the genetics
program.

Tanya Ask, Blue Cross and Blue Shield (BCBS), stated that in the
past BCBS has been a proponent to this bill and the funding
mechanism. This session, BCBS can no longer do so. We have been
told that this would be a temporary funding measure. In 1985, it
was noted that if it sun setted, in two years the program should
adapt and fall during the next biennium on the General Fund
appropriation clause. In 1987, it was noted that they had to ask
one more time for this particular funding mechanism because the
Governor had frozen all new programs so it could not be
introduced in the executive budget. 1In 1989, it was noted that
at that point the bill was going to part of the executive budget
and was going to go through the full appropriations process as
all of the state programs do, however, because of the change in
administration, there was not an opportunity to get it into the
Governor's budget at that time.

Tom Hopgood, Health Insurance Association of America, stated that
it is difficult to oppose a bill like this, it is difficult to
oppose a bill that is beneficial to children and it is difficult
to lobby against a bill that is supported by friends, neighbors
and members of the same community.

Larry Akey, Montana Association of Life Underwriters, Independent
Insurance Agencies, stated that there is a statewide impact of
this bill and it ought to be paid for statewide. If we don't pay
for it statewide, we need to be honest with ourselves. What we
have is a sales tax on consumers.

Ron Ashabraner, State Farm Insurance, stated his opposition to HB
696.

Jacqueline Terrell, American Insurance Association, stated that
we oppose the funding mechanism to this bill. It was with
difficulty and reluctance that she opposes this bill. She has a
nephew who was born with Down Syndrome and has spent many years
caring for him from time to time. This is a worthy program, but
she has to oppose this bill because it is one of four that this
~legislature is considering which speaks to fund specific worthy
program through various kinds of assessments for increased taxes
on specific kinds of insurance policies. The cost of the premium
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that has been set for an insurance policy should be directly
related to the risk that is being insured. When this kind of tax
assessment is opposed on a given insurance policy, it skews the
cost of that policy disproportionately with the risk.

Questions From Committee Members: None

Closing by Sponsor:

REP. J. RICE stated that this bill is going to the Appropriations
Committee. It has gone to Appropriations previously until this
session. In previous sessions the Administration at that time
elected to not include this in the base budget, but to have the
bill come in separately. The Appropriations Committee will make
the decision whether to include this in the base budget or to
allow the bill to continue as is. All through those steps of the
stages, they have elected that this is the best way to do that.
In 1990, 763,785 Montanans contributed to this program. That is
a fairly broad base amount of citizens of this state that have
contributed to this. More people contribute to this program than
pay taxes. Dr. Opitz mentioned the one base that saved $1.2
million so that this program would be in effect. This program
was not in effect and the insurance companies who opposed this
bill got one of those bills, they would be asking for this bill
to be passed so that they would then have this program in effect
so they can avoid those kind of cases in the future.

EXECUTIVE ACTION ON HB 696

Motion/Vote: REP. J. RICE MOVED HB 696 DO PASS.

Discussion:

REP. RUSSELL asked if the appropriation system and the executive
branch would consider adding this on to that budget. REP. J.
RICE stated that he seriously doubts that.

Vote: Motion carried 17-3 with REPS. BOHARSKI, CROMLEY and
KASTEN voting no.

HEARING ON HB 937

Presentation and Opening Statement by Sponsor:

REP. JESSICA STICKNEY, House District 26, Miles City, stated that
this bill is a child care funding bill.

Proponents' Testimony:

Kate Cholewa, Montana Women's Lobby, submitted written testimony.
EXHIBIT 56

Boyce Fowler, Department of Family Services, stated that last
session appropriated $60,000 per year for DFS to implement the
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Resource and Referral Grant Program.

Colleen McGuire, Child Care Advisory Council, stated that they
have had the opportunity to review the efforts and the work of
the Resource and Referral Program and have found that this
program should be continued to fund this program.

Kathy Campbell, MABC, stated that resource and referral is simply
to increase the quality, quantity and acceptability of child care
in the United States.

Barbara Ranf, USWest Communications, stated their support for HB
937.

Montana Alliance for Better Child Care, stated their support for
HB 937.

Judith Carlson, Director, Human Research Development Council,
stated their support for HB 937.

Sylvia Dauforth, Child & Family Program, stated that their
program has been an honor program in Eastern Montana. It has
great value to Custer County and they are expanding to Rosebud
County and possibly other counties in Montana.

Opponents' Testimony: None

Questions From Committee Members: None

Closing by Sponsor: REP. STICKNEY close on HB 937.

ADJOURNMENT

Adjournment: 9:15 p.m.

Chair

A

ANGELA RUSSELL,
y

Aoanni C e mm

"ﬁ Jeanne Krumm, Secretary
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Mr. Speaker: We, the committee cn Human Services and Aging
report that Senate Joint Resolution 5 {third reading copy --
blue} be concurred in .,
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Signed: B R
Angela Pussell, Chairman
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Montana Senior itizens Assn., InreSIRT

WITH AFFILIATED CHAPTERS THROUGHOQUT THE STATE

P.O. BOX 423 - HELENA, MONTANA 59624
< 0

(406) 443-5341

RESOLUTION FOR A NATIONAL HEALTH CARE PLAN
INFORMATION SHEET
For the 1991 Legislature

BACKGROUND: The Montana Senior Citizens Association supports a resolution
petitioning the United States Congress to adopt a National Health Care
Plan. This resolution is based on a proposal by "“Physicians for a
National Health Program", to provide universal access, comprehensive care
(including long term care), and choice of physicians, to be administered
at a state level with a single-payer system. Passage of a resolution
would demonstrate state-wide support and compliment similar efforts in the
surrounding states.

QUESTION: WHAT'S WRONG WITH OUR HEALTH CARE SYSTEM?

The U.S. spends more on health care than any other nation in the world
regardless of how it is measured. Health care costs in Montana increased
per capita by 140% from 1980 to 1990. By the yvear 2000 they are expected
to increase an additional 128%. Not surprisingly, everyone has
experienced skyrocketing premiums and businesses are put at a disadvantage
with their foreign competitors who spend less on health care.

Despite all the increases in health care spending, the Governor's
office estimates that 20% of Montanans have no health coverage. As a
result, some do not seek medical care when it 1is needed. But even
Montanans who have some type of health coverage often take a chance and
put off going to a doctor to avoid paying high deductibles.

It is estimated that as many as one million people were denied health
care last year in the U.S. because they could not afford to pav for it.
In some of our larger cities, private hospitals have shut down emergency
rooms so they won't have to provide as much uncompensated care. 1In rural
communities, hospitals struggle to stay open. People with a history of
health problems are often faced with pre-existing exclusion clauses in
their policies or have to resort to high risk insurance pools with high
premiums and large deductibles. Also hurt are people who have to pay
large out-of-pocket expenses for prescription drugs. Finally, families
are becoming impoverished by the costs of long term care.

In contrast, Canada provides gquality health care to evervone,
including long term care, while spending much less per person. Since the
enactment of national health care in the 60's, Canada has more effectively
controlled health care inflation, while providing a longer life span and
a lower infant mortality rate than the U.S. Polls indicate that, unlike
the U.S., Canadians strongly approve of their health care system.

Critics trying to discredit the Canadian system usually point to the
waiting lists, which are caused by lack of high-tech equipment. Since the
US already has such equipment, waiting lists need not be a problem. The
goal for the U.S. should be to redirect more money towards health care and
away from administration and billing.
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Who's To Blame? Part II

n our last Health Letter we discussed a survey by
Modern Healthcare magazine which asked consum-
ers, employers, hospital executives, and doctors the
question “Who is most responsible for the high cost of

" health care?” We noted that nobody blamed the private

health insurance industry, because that wasn’t one of
the survey’s choices. Yet, the private insurance industry
is largely to blame for both skyrocketing costs and plum-
meting access to health care in the US. This month,
Health Letter takes a close look at the problems inherent
in financing health care with mulitiple private insurers
by summarizing internist Dr. Thomas Bodenheimer’s

" article “Should We Abolish the Private Health Insurance

Industry.” Dr. Bodenheimer is a member of Physicians

. for a National Health Program, and his article appeared

in The International Journal of Health Services last year
(Vol. 20, No. 2, 1990).

According to Dr. Bodenheimer, there are five major
problems with the private insurance industry: it signifi-
cantly contributes to health care inflation, wastes bil-

.- lions in marketing and administrative costs, is unfair to

many groups in society (particularly the sick, poor, and
aged), undermines the positive features of HMOs, and
has undue financial and political power, which it uses to
influence legislation and to prevent the U.S. from
adopting a single-payer national health plan.

Health Care Inflation

For the last 40 years the private health insurance
industry has fostered an unrelenting health care infla-
tion (between 5 and 13 percent each year) unequalled in
the world. The burden of inflation falls primarily and
disproportionately on the sick, elderly, and poor —
many of whom forego necessary care because of pro-
hibitive costs -- and on wage earners. Wage earners pay
for inflation with higher social security deductions for
Medicare, higher income taxes for Medicaid, higher
health insurance co-payments, deductibles and premi-
ums, and reduced wages as employers shift the rising
cost of health care benefits onto workers.

The insurance industry fosters inflation through its
reim. "irsement mechanisms and pluralistic structure.
Until recently, Blue Cross paid hospitals according to
“reasonable costs,” and Blue Shield paid physicians
“usual and customary” fees. If a hospital wished to
build a new wing or cardiac surgery unit, the loan pay-
ments for that capital expenditure were added to their
“reasonable costs.” The result was an inflationary
overexpansion of the hospital sector to the point where
nearly 40 percent of all hospital beds in the U.S. are

‘ompty. Physicians enjoyed the most generous reim-

bu sement system in the world, and were even allowed
by b..'e Shield to charge higher fees to patients above a
certain income level. The inflationary reimbursement
principles of “reasonable costs” and “nsual and custom-

:. Should the Private Health Insurance Industry Be Eliminated?

ary” fees were later built into the Medicare and Medic-
aid programs, with the result that their costs quickly
exceeded expectations. Commercial insurers also fol-
lowed the Blues’ lead and passed along in premiums
whatever providers charged.

Commercial insurers had little incentive to control

costs because they benefitted from rising prices and

premiums. Much of the profit of commercial insurers
comes from investments, and inflation increased the
flow of funds available for investment. Besides, with
1500 competing health insurance firms, no single com-
pany could control inflation.

The U.S. pays a heavy toll for financing health care

. with multiple private insurers. Between 1980 and 1989

medical costs in the U.S. rose from 9.2 to 12.0 percent of
gross domestic product, in contrast to Canada’s rise

from 7.4 to 8.9 percent. Canada was able to dampen

medical inflation (and insure all residents) because it
eliminated private insurers and established a single
public payer in each province 20 years ago, in 1971,
Financing care with a single payer allows the provinces
to set and enforce health care expenditure budgets, a
prerequisite for cost control.

In the 1980s there was a backlash against the in-
surance industry’s failure to control costs. In the ab-
sence of a single payer to control inflation, both private
insurers and government payers instituted cost control
policies that reduced access to health care, and in-
creased bureaucracy and administration. Insurers
raised co-payments and deductibles to discourage
people from getting care, and hired an army of utili-
zation reviewers to scour every episode of health care in
an attempt to trim benefits. The f;:zrcentage of the poor
covered by Medicaid dropped from 65 to 37 percent

" over the decade, and Medicare now pays less than half

of the medical bills of the elderly.

High Administrative Costs

“Our medical system is the most bureaucratic in the world if
measured by the tons of paperwork generated per transaction.
For every $100 in health care, we buy $25 worth of plural-
ism—accountants, advertisers, marketers and financiers.”
Health Economist Uwe Reinhardt

The private health insurance industry dramatically
increases administrative complexity in the U.S. health
care system. Private insurance consumes 12 percent of
premiums for overhead and profits. In comparison, the
overhead costs for public payers such as Medicare and
Medicaid are around three percent, while the figure for
the Canadian provincial insurance plans is under one
percent. The U.S. also wastes more on billing and ad-
ministration in hospitals, nursing homes, and physi-
cians’ offices, all of which are made exceedingly com-



* plex by the existence of 1500 different private insurers.
Overall, billing, administration, and insurance overhead
accounted for 22 percent of total U.S. spending for
health care in 1983, well above the Canadian and British
figures of 13.7 percent and 11.1 percent respectively.

Since then, policies aimed at containing costs have
increased the bureaucratic share of health expenditures
in the U.S. to one-quarter of the total bill. Almost $90
billion could have been saved in 1987 alone (enough to
expand access to care to all Americans) if the U.S. was as
administratively efficient as Canada.

Insurance Industry Unfair to Many Patients

“The AIDS crisis points out the fundamental flaw in our
insurance system. Those who most need access to health in-
- surance are least able to get it.”

Gay Rights Advocate Benjamin Schatz

According to Bodenheimer, socicties can choose be-
‘tween two opposing principles in their method of fi-
nancing health care:

(a) the principle that heaith care is a right and all
.people should have equal access to appropriate care
regardless of income, place of residence, or health sta-
tus; and (b) the insurance principle that people get what
they (can) pay for.

If a society views health care as a right it establishes
financing that insures access to care for the poor, by
charging them less, and for the sick, by not charging
them more than healthy people with similar incomes. If
a society chooses the insurance principle, then people
pay premiums based on their “risk group.” Older
adults, and persons who have experienced a major ill-
ness in the past, pay higher premiums than young
heo'thy persons because they are at greater “risk” of
neea.. ¢ health care. People with chronic diseases such
as AIDS or cancer are uninsurable. Lower-income
families pay the same premiums as wealthier families,
since premiums are set according to risk, without regard
to income. As a result, the poor, sick, and elderly have
less access to health care than others in society.
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Although the “insurance principle” is dominant in
the U.S., employer-sponsored group health insurance,
Medicare, and Medicaid have somewhat blunted its
unfairness in the past, expanding access to low-income
workers, the elderly, and the impoverished. However,
inflation and changes in the economy have eroded these
buffers over the last decade, causing the number of
people without health insurance to skyrocket to 37
million. Minorities, low-income wage earners, and the
elderly are particularly hurt by the lack of a right to
health care.

The public does not support the “insurance prin-
ciple.” In fact, there is overwhelming public sentiment
that health care should be a fundamental right in the
U.S. Over 75 percent of Americans polled in 1968, 1975,
and 1978 felt that health care should be a “right” to
which people are entitled to as citizens, rather than a
privilege that must be earmed. In a 1988 Harris poll, 90
percent of the public responded that everyone should be
entitled to care “as good as a millionaire could get.”
Yet, health care in the U.S. is increasingly a privilege.

Insurance Companies Undermining Positive Features
of HMOs

The insurance industry is in transition. As health
costs rose in the 1970s, many large employers dropped
their commercial insurance and took over the task of
administering health care benefits themselves. By 1985
more Americans were directly insured by their em-
ployer than by either Blue Cross/Blue Shield or com-
mercial insurers. In an attempt to control costs em-
ployers also turned to “managed care” options, using
utilization review, preferred providers, and HMOs to
cap health care spending.

On.the lookout for new markets, the insurance in-
dustry is diving into HMOs to replace the diminishing
group employee market. Aetna, Prudential, and Con-
necticut General already control some HMOs, and
Metropolitan Life is poised to enter the field in the 1990s.
Although HMOs were originally designed to improve
the delivery of medical care, their positive features are
increasingly undermined. They were developed to be

continued on page 10
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PESTICIDES ARE EVEN MORE HARMFUL TO ¥

poray

R i

CHILDREN THAN ADULTS

ur children are growing up in an atmosphere
filled with pesticides. Toxic chemicals are in the
: air they breath and the food they eat; on the
* floors and iawns of their homes and schools; and on the
fur of the pets they cuddle. In 1988, 2.6 billion pounds
of pesticides were sold in the United States, of which, 80
million pounds were sold for indoor residential use. In
1990, the General Accounting Office of Congress esti-
mated that 67 million pounds of herbicides were sold for
home lawn care. In a recently completed survey of resi-
dential pesticide use, the Environmental Protection
Agency (EPA) found traces of up to 10 different pesti-
cides in the air of randomly sampled homes. In the
mj:;ity of homes more than three pesticides were de-
tected.

This widespread residential use of pesticides is a
particularly important problem because people are po-
tentially being exposed for a lifetime. Young children

. are more sensitive to the adverse effects of pesticides
than adults because important organ systems are not
fully developed at birth. The infant’s liver and kidneys
are both less able to remove poisons from the blood
stream and excrete them. This means that any given
dose to a child persists and/or builds up faster than it
would in an adult. In addition, the barrier between the
blood and brain is immature in young children and al-
lows more toxic material to get to the brain than would
occur in an adult. If a toxin blocks development of the

central nervous system at an early stage, mental abnor-
malities may be permanent, as can be seen after expo-
sure to small amounts of lead. Lastly, children may be
more susceptible to the action of cancer producing
agents. Children’s habits also predispose them to the
toxicity of pesticides. Young children, especially tod-
dlers, live close to the ground, and the air they breathe
is only a few feet off the floor. It has been shown after
indoor spraying, that the concentrations of pesticide in
the air one foot off the ground are triple the concentra-
tions found in the adult’s breathing area. Skin contact
through crawling or hugging pets that have been
sprayed for fleas also occurs. It is notable that a child’s
body skin area is greater, relative to its body weight,
than an adult’s. This provides a larger area for absorp-
tion of poisons relative to the blood volume that the
poison will be diluted by once it is absorbed. The ex-
quisite susceptibility of children to pesticides is illus-
trated by a report of acute poisoning in three-week-old
twins. In this case the infants became ill approximately
12 hours after the apartment next door had been treated.
Neither the parents nor older siblings became ill, and the
authors speculated that the infants were affected be-
cause they were in the house all day or because of their
age.

In addition to skin and inhalation exposure, chil-
dren have a relatively high oral intake of pesticides. The
high incidence of accidental poisonings is well known.

e

Blame, from page 9

efficiently organized group practice environments, em-
phasizing primary care, prevention and quality control.
However, they are increasingly becoming “purely fi-
nancial structures...nothing more than a second genera-
tion of private health insurers,” according to Dr.
Bodenheimer.

Financial and Political Power of the Insurance
Industry

The insurance industry has tremendous financial
- and political clout in the U.S. In 1981, the assets of the
U.S. insurance industry, over $700 billion (now $1.4 tril-
lion), exceeded the combined worldwide assets of the
nation’s 50 largest industrial corporations. Scores of
lobbyists influence legislation in favor of the insurance
inastry in every state; in 1981 there were 60 insurance
lobb; ":ts in Massachusetts alone.

The insurance industry has a powerful influence on
national legislation as well, and stands in the way of
heaith care reform in the U.S. In the 1960s Blue Cross
had a large impact on Medicare legislation and its ad-
ministrative regulations. In the mid-1970s Senator Ed-
wa: 1 Kennedy was pressured to abandon his original
propy ol for a government-run national health plan, in

‘A FERRLIARY 101

favor of a plan with a major role for the private insur-
ance industry.

According to the polls, a majority of Americans (67
percent) now report they would prefer a Canadian-style
national heaith program. Recognizing the problems
inherent in financing health care with multiple private
insurers, Canada largely eliminated the private health
insurance industry when they established their single-
payer national health plan in 1971. Canada’s reform has
allowed it to provide care to all residents for far less
than the U.S. currently spends on health care.

In the 1990s, the largest opposition to adopting a
Canadian-style health plan in the U.S. will be from the
private insurance industry.

WHAT YOU CAN DO

If you support a Canadian-style national health
planin the U.S., we urge you to write or phone your
state representative and senators. If everyone who
supports such reform makes their views known,
legislation creating a single payer national health
program is more likely to pass. O
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Ambulatory Care at MCCHD
Indigent Care Chinic—105 Adudt Visits [1987-88]

T

F nancial Coverage
No Coverage | 60%
Medicad | 1
Medicare

“General Assistance
Private Insurance

INASA (Native American Service Association)
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Ambulatory Care at MCCHD
Indigent Care Clinic o 105 Adult Visits [1987-85]
Age < W50 | 94%
. Diagnoses | |
L Acute Minor Illness 67%
Admin, ETOH, Misc. 13
Pregnancy 8
Health Maintenance 4
Chronic or Complex 3
Other S
L 100
- Care |
' Intensity (estimate) |
90040  brief 60%
90050 limited 36
90060 + , 4
‘ | 100
Quality (estmate) ‘
- RNAINPAlone | 76%
RN €NP + MD-On-Site 7
RN @NP + MD Referral 16
Indeterminate 1

100
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The Underinsured and Uninsured

33% of the uninsured are children
73% of the uninsured are under the age of 35
35% belong to families with incomes below the poverty level®*

64% belong to families who earn less than two times the
poverty level.

3 out of 4 uninsurcd are workers or their dependents.

Most uninsured live in families of the full-time, full
year worker.

Part-time employees are often not eligible for employee
health benefits.

Many uninsured work for small employees in luow wage jobs.

These employers don't have financial resources to contribute
to an employ=e health plan.

* Poverty level as of Feb. 16, 1989 for a family of:

1 - $5,980 § wedend ’M%Lﬁ

2 - $8,020 {’zo.‘u—t(n w6 e 1449

3 - $10,060 (0 - ( .

4 - $12,100 - - obwe 2l

5 - 214.140 f‘i’_‘* ghve cloglulibry
6 - $16,180 (mwé»(. y

7 - $18,220 : Apirinai dek edos

8 - $20,260 Ypinas siba {’“”ZS“"“J

Informatioun taken from: Claxtun,G.(1l986) Framework and Analysis.
Facilitating Health Care Coverage for the Working Uninsured. '
National Governors Assoc. Center for Policy Research.

/_ - .‘aumu..{,;\, Lg,‘mw..[j,,
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Ambulatory Care at MCCHD
- Indisent Care Clinic
1987 1988
) ViSitS (Exclude shots, etc.) 3991 4842

. Ade
. 0-18
: 19+
- Financial Coverage
. No Coverage

| [> 185% Poverty]
i - Pnvate Insurance
. - Medicad
- Medicare

General Assistance

530  45%
47 55

72% 82%

(18]  [34]
2 1
19 = 14
1 1
7 3

101 101
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Needs of the Medically Indigent
Current Trends in U.S.

I. Uninsured and Uncovered Up
| 1983 33, OOO 000
1987 97,000,000 (% of these unemployed)

I1.' Employed but Uninsured: Up
1982 14,000,000
1985 17,000,000 (34 of these wich iy income $10,000)

¢ I Percent of Poor Covered by Medicaid: Down
: 1977 65%
1985 35%

IV. Unsponsored Care by Hospitals: Up
- 1980 $2.9 billion
1984 $5.7 billion

V. Ability to Shift Costs of Unsponsored Care: Down
V1. Transfers of or Refusals to See Indigent Patients: Up
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Ambulatory Care at MCCHD
Indigent Care Chnic—105 Adudt Visits [1987-85]

R

Fmancial Coverage
" No Coverage | 60%
Medicad 18
Medicare
~General Assistance
Private Insurance

NASA (Native American Service Association)
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Ambulatory Care at MCCHD
| Indigent Care Clinic o 105 Adult Visits [1987-88]
LAge < w0 94%
Diagnoses |
= Acute Minor Illness 67%
Admin, ETOH, Misc. 13
Pregnancy 8
Health Maintenance 4
Chronic or Complex 3
Other S
, 100
- Care
Intensity (estimate)
90040 brief 60%
90050 himited 36
90060+ , _4
100
Quality (estimate) | | :
- RNAINPAlone 76%
RN &NP + MD-On-Site 7
RN @NP + MD Referral 16
Indeterminate 1
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How Bad Is It?

A billion seconds ago, Don Larsen was pitching a perfect game in the
World Series. A billion minutes ago, Hannibal was crossing the Alps with
his troops. A billion hours ago, the Earth was a cold, solid piece of rock.

*nd a billion dollars is what the United States spent on health care

since ® a.m. yesterday.
Sen. Alan K. Simpson, R-Wyo.

In the brain-numbing world of health-cost inflation,
that is how one senator says he helps peoplie relate to the
problem — and he’s low-balling it.
One need not be too dramatic to find scary statistics
about the state of health care in the United States. Con-
sider just the following:
o Inflation. Americans apent $604.1 billion on health
care in 1989, according to the Department of Health and
Human Services (HHS), up 11.1 percent from 1988.
Health-care costs have grown faster than overall inflation
in svery year since 1980 and faster than any other segment
of the economy every year since overtaking housing costs in 1981,
© The federal budget. At the same time, federal health programs con-
sumed 14.7 percent of federal expenditures in 1989, up from 14.1 percent in
1988 and 11.7 in 1980. After interest on the national debt, Medicare, the
federal program that provides health-care coverage for the elderly and
disabled, is the fastest growing portion of the federal budget and will coat
$123.8 billion in fiscal 1992. If unchecked, Medicare's portion will exceed
those of Social Security or defense, the two largest items in the federal
budget, soon after the turn of the century.
® The bill to business. Costs are skyrocketing for employers as well.
Acco. 'ing to a survey released Jan. 28 by Foster Higgins & Co., a New York
benefits consulting firm, companies paid 21.6 percent more to provide
workers with health insurance in 1990 than in 1989, and costs have risen by
almost half (46.3 percent) over the past two years.
® Americans without insurance. Yet while health-care costs are ex-
ploding, more and more Americans are going without needed care. An
estimated 31.5 million to 37 million Americans lack health insurance cover-
age, and a study published in January in the Journal of the American
Medical Association found that patients lacking insurance were up to three
times as likely to die in the hospital as those with insurance and were less
likely to undergo expensive medical procedures.
¢ Long-term care. Simultaneously, the “graying” of America is expand-
ing the need for expensive long-term care, either in the home or in an
institution. By the year 2030, the number of Americans over age 65 — those
most likely to need long-term care — is projected to double, while the
number of “old old" individuals, those over age 85, will balloon from 2.5
million to as many as 12 million. Assuming those estimates are correct and
that disability rates remain unchanged, the number of people requiring
long-term care will nearly double from 7 million to 13.8 million, and the
number requiring nursing home care will almost quadruple, from 1.5 mil-
lion to 5.3 million.
—Julle Rovner

says Sen. John D. Rockefeller IV, D-

ssDemocrats and Republicans on Capi-
tol Hill refer to as the “deafening si-
tence” from the Bush administration.
: Lawmakers and their aides say
guPresident Bush could totally change
the dynamic, much as he did on clean
air legislation when he introduced his
+ own comprehensive bill in 1989. When
authe president gets behind something,
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W.Va., who chairs one of two Finance
Committee health subcommittees, “it
sends all kinds of important signals.”

But while Bush gave health-system
reform some passing references in
both his 1990 and 1991 State of the
Union messages, his advisers have rec-
ommended that he not push for legis-

lation until a consensus forms.

“The candidate who made univer-
sal access to health care a central
theme of his campaign did not win the
1988 election,” wrote former White
House domestic policy adviser Dr.
William L. Roper in the Winter 1989
Health Affairs journal.

In that article, Roper, who has
since departed to take the helm of the
Centers for Disease Control, wrote
that health care was not yet mature as
an issue. “Everyone wants someone
else to pay for a solution. That is not a
realistic basis for policy,” he said.

Others say the White House is not
addressing the issue because the general
public is not yet demanding it. “Moat
Americans are satisfied with their
health coverage,” says a House Republi-
can health staffer. Until White House
officials “see a political utility to it,” the
staffer adds, “they’re not going to do it.”

In the meantime, Bush is talking
only in broad terms. In last year's
State of the Union address, Bush or-
dered Health and Human Services
(HHS) Secretary Louis W. Sullivan to
lead a review by the president’s Cabi-
net-level Domestic Policy Council of
various recommendations for improv-
ing “the quality, accessibility and cost
of our nation’s health-care system.”

That review has not yet occurred,
largely because those recommenda-
tions — from the Steelman commis-
sion as well as a task force within HHS
— have not yet been made.

Sullivan, asked about the progress
of the review at a Feb. 4 news confer-
ence, replied that “health-care reform
is proceeding apace,” and mentioned
that he is also waiting for the proposal
from the nation’s governors. :

Bush mentioned health again in this
year’s address to Congress on Jan. 29,
promising “new prevention initiatives.”
However, the accompanying fact sheets
put out by the White House revealed
that at least two of those “initiatives,” a
breast and cervical cancer screening
program for low-income women and
mammography coverage for Medicare
recipients, would put into effect laws
Congress passed in 1990. (Screening
legislation, 1990 Weekly Report, p.
2593; mammography, p. 3719)

The catastrophic-costs debacle
also taught Bush an important lesson:
Be careful what you recommend, be-
cause Congress may give it to you —
but in a radically altered form. Presi-
dent Ronald Reagan originally pro-
posed catastrophic health insurance in
his 1986 State of the Union. But when
Congress began working on it, as
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show willingness to move off
their own positions. The
reason is that, as with many | .
maladies, the diagnosis is of-
ten simpler than the cure.
No one has come up with a
prescription that is not too

Health Cost Boom
All Spending—

Government and Private

But given the conflicting
pressures on Congress, pros-
pects for a wide-ranging
overhaul of the health-care
system seem dim. “My
hunch is that 1991 and fed-
eral health-care legislation
will be all talk and virtually

bitter for someone else to
swallow.

“We just see a lack of re-
solve on the part of any to

sadala

ot

b (In billions of dollars)

no action,” says Gradison,

\e.

who is ranking Republican
on the Ways and Means
Subcommittee on Health.

make moves aside from ad-

The lack of consensus

vancing the interests of their
own individual constituen-

has created a chicken-and-

cies,” says Dr. James Todd,

sgg problem on Capitol Hill.

executive vice president of
the American Medical Asso-

If Congress made it clear
that it intended to move for-

ciation.

ward on health-system re-

Several esagerly awaited
proposals are overdue — in-
cluding ones from the na-
tion's governors, the Ameri-
can Hoepital Association,
organized labor, and a Social
Security advisory panel
headed by Deborah L. Steel-
man, who advised presiden-

form, some say, it could

force the players to the ta-
ble.

public healt,

activities

* Excludes urnua for prepayment, administration and government

Health-care reform s
“no different from clean air
— a very contentious issue
that had us deadlocked for
10 years,” says Henry A.
Waxman, D-Calif,, chair-

tial candidate George Bush | $3.000 T 1.1 1 man of the House Energy
on domestic policy. They Per Capita and Commerce Subcommit-
are hung up, sources say, as $2,354 tee on Health and the Envi-
much by the sheer magni- $2,124 ronment. The clean air con-
tude of the problem as by its | , 000 { sensus, he said, only
politics. ' $1.788 “started to jell once it was
“It's hard to get people MR B clear there was going to be a
to understand just how com- 81,194 $1,480 — bill.”
plex this all is,” says Calvin $1,072 s100 | Apf But even some lawmak-
P. Johnson, legislative rep- | | 1,208 e B ers who would support such
resentative for the AFL. " . action are loath to move for-
ClO. 8814 i 3 . ward without a consensus,
Efforts to revamp the \ “:.“2 i g especially after having been
system are further compli- 821 | 1. : of -1 S 1 burned so badly by the
cated by the constricted fed- L L I B e e i M B N B Tt S quick repeal of the 1988
eral budget, which thwarts w75 77 79 81 83 8 87 'ge | Medicare Catastrophic Cov-

major new spending initia-
tives.
And the plain truth is

SOURCE: Health Care Financing Administration

erage Act. After passing the
largest-ever expansion of
Medicare, Congress in 1989
backed off after a grass-

that, for the Bush adminis-
tration as for moet politi-
cians and their voters, making changes
in health care is not a priority. Poll
after poll shows that Americans are
highly dissatisfied with the health-
cure system, but few say they are will-
ing to pay more to make it well. And
until the voters demand it, experts
say, change remains unlikely.

“Nobody ever gets beat for not ad-
dressing health care,” says Arkansas
Gov. Bill Clinton, a Democrat.

Congrese’ Tentative Steps
That is not to say that some key
lawmakers aren’t going to try.
Senate Majority Leader George J.
Mitchell, D-Maine, fresh off last
year's victory in passing the first clean

air bill in a decade, has made health-
care reform his next policy goal.
(Story, p. 421)

And the nation’s governors, whose
last major effort on Capitol Hill culmi-
nated in passage of an overhaul of the
nation’s welfare system, hope to have
their proposal ready to bring to Con-
gress by August. (Story, p. 416)

There is a chance Congress will
take some significant, if less ambi-
tious, steps this year — most probably
on regulatory legislation aimed at re-
quiring healith insurers not to dis-
criminate against certain classes of
people. Such a bill could win enough
votes if only because it would not bite
the federal budget.

roots backlash over the pro-
gram's financing splintered the con-
sensus behind the plan. (1989
Almanac, p. 149)

That experience spooked members
of Congress, suggests Gradison, one of
the co-authors of the ill-fated pro-
gram. “I think it has had a major ef-
fect, especially on those closest to the
development of legislation,” he says.

Agrees Stark, another co-author:
“We're not about to go in and give
something to someone unless we're
damn sure they want it and are willing
to pay for it.”

No President

No small obstacle to achieving a
consensus on health issues is what

(8] FEBRUARY 1o, 1o — 415
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.. . From Burdensome Med1ca1d Mandates

“I'm sympathetic to - And lawmakers in-
the fact that governors 3 3 volved in the welfare ef-
b s i State Medicaid Mandates | [ovedin the welfareef
problems,” said Henry , y . licy. “W fo
A. Waxman, D-Calif, (Projected fiscal 1992 costs, in millions of dollars) ll:z lp?d fo:gu:e{:ti::?
chairman of the House $3,000 ships that will pay off
Energy and Commerce 0256 here,” Clinton says.
Subcommittee on 5851 But weifare reform
Health and the Envi- was relatively simple
ronment, gnd a prime compared with the
mover behind the man- | 2000 problems ailing. the
dates. Waxman said he health-care system.
was overruled by the For instance, state
Senate and the White $1,072.8 governments had
House when he pro- 1,000 launched programs that
posed that the federal 2828.1 served as models for
government pick up the N moving recipients off
full cost o{ new ex- $235.2 - $188.4 $230.1 g2047 welfare and into jobs.
panded Medicaid cover- o — i “We're five to eight
age for low-income el- T Ty v " years away from that”
d.rlsy._u N 4 e Welfare Nm gl::l:: in  health-system re-

till, he said, “I see Overhaul form, says NGA Execu-
no valid reason to deny Retorm m Expansions | (ive Director Raymond
children who would be Medicare Pregnant 90 - C. Scheppach.
covered by these man- Catastrophic Women and Chitd - And as with health
dates access to care long Coverage Intants to Inees ... reform at the federal
overdue already.” 133% of Preventiond. level, consensus is not

Said an aide to Sen- Poverty Lavel Treatment easily - achieved. As a
ate Finance Chairman starting point, Gardner
Lloyd Bentsen, D- SOURCE. Nationel Associstion of Siate Budget Officers is working on a two-
Texas: “Mandates prong plan he hopes to
wouldn’t be necessary if have ready for the
{states] were doing what they should have been doing in NGA'’s August meeting in Seattle.
the first place.” : The first prong would be what NGA officials describe

The governors also cannot expect aggressive support
from the White House. Although President Bush ex-
pressed sympathy for the governors’ position in a meet-
ing Feb. 4, Health and Human Services Secretary Louis
W. Sullivan later that day told reporters that the admin-
istration was unlikely to get involved.

‘““This is a proposal that must be taken by [the gover-
nors}] to the Congress,” Sullivan said. “I'm not in any
pooiti?.n to take their ball in their game and play it for

Weltare Reform Set Precedent

Now that the governors have been brought to the
heaith-policy table, they hope to use the same strategy
that helped them shape a major welfare overhaul in
1987-88.

Then, the governors reached a consensus, molded it
into a policy statement, consulted as that policy was
built into legislation and helped lobby it to fruition with
the 1988 Family Support Act. (1988 Almanac, p. 349)

This time, many of the players will be the same. NGA
Chairman Booth Gardner, D-Wash., head of a 15-mem-
ber task force, has tapped as task force vice chairs Govs.
Clinton and Castle, both of whom co-chaired the welfare .
rewrite effort.

as “a guidebook,” a collection of what individual states
can do to try to make health care more accessible and
affordable.

For example, several states are experimenting with
“all-payer” plans, in which purchasers of medical ser-
vices (employers, governments and insurance companies)
form a bargaining unit and negotiate prices with provid-
era of the services (hospitals and doctors).

Prong two would focus on dealing with Congress and
the White House about long-term changes in Medicaid.
Among the options are using Medicaid to cover all chil-
dren, regardless of income, or to cover all poor families,
regardless of whether they qualify for other welfare.

Governors say the long-term plan could boost their
credibility as they press their case to delay the mandates.

“I think we can go to the Hill forever, and if we say,
take these mandates off and give us flexibility and we'll
do it better, it won’t happen,” says Florida Democratic
Gov. Lawton Chiles, who as a senator voted in favor of
many of the mandates.

“The way to stop it is to make it clear to Congress
that we are serious about long-term structural reform,”
Clinton says. “We have to convince them that we're
willing to do our part through Medicaid.” .

—Julie Rovner

CO  FEBRUARY 16 1991 — w17
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Governors Ask Congress for Relief ...

or the vast majority of

L' policy-makers, the heaith-
care “crisis” is ill-defined and
lurks beyond the horizon. But
for the nation's governors, the

Medicaid’s Share of
State Budgets |

counted for 9 percent of state
budgets overall. By 1990 that
had risen to 14 percent. And
by 1995, state Medicaid
spending is projected to more
than double, rising from $31.4

crisis is immediate and can be | 20%
summed up in one word: Med-

I q|| Dillion in fiscal 1990 to $66
billion. '
14% Most of that increase is

Indeed, while governors | s
play a role in many aspects of

the nation’s health-care sys-
tem — from regulating insur- |49
ance to licsnsing health pro-
fessionals — it is the spiraling
costs of Medicaid, the joint 5
federai-state healith program
for the poor, that has brought
state executives to the health- 0
reform debats.

The governors ultimately
want to present to Congress a
proposal to overhaul Medic-

1970 1975 1980

SOURCE. National Association of State Budget Ofcers

due to health cost inflation in
general. But the governors say
federal mandates are a big
part of the problem and per-
haps the only element they
can change. Over five years,
requirements imposed by
Congreas since 1987 will coat
the states an estimated $2.6
billion and could go as high as
$17.4 billion through fiscal
1995.

Although the federal gov-

1985 1900 1966

sid to maks it provide needed
services at a reasonable cost and perhaps to make it part
of a systsmwide restructuring.

But in the short run, governors are up in arms about
the proliferation of “mandates” from Congress, require-
ments that Medicaid coverage be extended to certain
populations or offer specific services.

Since 1987, Congress has required states to give Med-
icaid coverage to more pregnant women, infants and
young children, as well as to certain elderly Medicare
beneficiaries with low incomes. In 1988, Congress en-
acted legislation that required states to extend Medicaid
coverage to families leaving welfare for jobs. And in the
1887 budget-reconciliation bill, Capitol Hill approved an

| overhaul of the way Medicaid regulates nursing homes.

Suggestions for some of the changes, particularly ex-
tena:ng coverage to more pregnant women and children
and ti. welfare extensions, came from the governors.
But now, rovernors say, they cannot keep up with the
added costa.

*“We need to get a handle on the Medicaid mandates
or slse some of us are going to go broke,” said Arkansas
Gov. Bill Clinton, D, at the winter meeting of the Na-
tional Governors’ Association (NGA) on Feb. 3 in Wash-
ington.

Two days later, the governors without dissent ap-
proved a policy statement asking Congress to grant them
8 two-year reprieve from putting into effect new Medic-
aid mandates for children and the elderly that were
included in the fiscal 1991 budget-reconciliation bill.
(Provisions, 1990 Weekly Report, p. 4018)

“States must have some immediate relief from the
real and pressing problems presented by the Medicaid
program if they are to move forward on long-term solu-
tions,” said the statement.

‘The statistics show why governors are so upset. In
1880, according to the NGA, Medicaid spending ac-

ernment pays a larger share of
Medicaid costs than do states (exact percentages vary by
state, but the overall average is 55 percent federal and 45
percent state), Madicaid coets are a much bigger portion
of state budgets. And most states, unlike the federal
government, must balance their budgets. New money for
Medicaid must be taken from other programs, or states
must raise taxes.

In Delaware, for example, said Republican Gov. Mi-
chael N. Castls, “in a year when my budget is going up
by 1 percent, Medicaid is going up by 25 percent.”

The situation is made even more desperate by the
recession, which is squeezing state budgets by lowering
revenues as more people are losing jobs and qualifying
for Medicaid and other income assistance. And Washing-
ton's mandates make it tougher for governors and state
legislators to set their own spending priorities.

“The lion's share of growth in my state is already
allocated by federal mandates,” said Republican Gov.
John Ashcroft of Missouri, vice-chairman of NGA. If the
states should operate as laboratories to experiment with
novel solutions to social problems, Ashcroft said, the
federal government “needs to stop pilfering our labora-
tory equipment.”

Pessimistic Cutiook

The resolution the governors approved Feb. 5 is not
the first missive in the spat between Congress and state
executives over Medicaid mandates. That came in 1989,
when 48 governors signed a letter calling for Congress to
refrain from enacting new mandates for two years. (1989
Almanac, p. 171)

Congress ignored that request, adding new coverage
requirementas for women, children and the elderly in both
the fiscal 1990 and 1991 budget-reconciliation bills.

Initial reaction from Capitol Hill lawmakers suggests
a similar fate for the most recent plea.

A6 — ) NUARY Lo i (O
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My name is Tim Harris. | am the Deputy Director of the Montana
Independent Living Project in Helena. | have been associated with the
Project for nearly six years. The Project provides a variety of services to
people who are disabled. Our services are intended to enhance the
independence of those we serve.

An issue we encounter frequently is one of unemployment.

Statistics show that two of three people with disabilities are not
employed. The reasons for that are numerous, but one that stands out is
the lack of adequate health care insurance for the disabled worker. While
receiving a monthly income subsidy, a disabled individual can qualify for
state supported medical insurance, either through Medicaid or the
Medically Needy program. If that individual has health related issues that
are costly, there is a disincentive to find employment as long as he/she
has good medical insurance from the state. Most private insurance
companies have pre-existing condition clauses which delay coverages for
up to one year which leaves the responsibility for medical costs for that
year with the individual. In many instances, those costs would be beyond
the reach of entry level salaried employees. Many ask, "Why should | go to
work and risk losing medical benefits for a salary and health insurance
package which will not meet my medical and other needs?"

I would like to tell you about my own situation. My wife, Judy, and |
have four children. Judy uses a wheelchair due to paralysis from the
waist down. Our son, John, who is fifteen, has diabetes and is insulin
dependent. | had polio as a child and use braces and, occasionally, a
wheelchair. Because of the potential for high health care costs in our
family, finding private insurance which provides adequate coverage at
reasonable costs is not unlike finding a solution to the tax problems in
Montana. Apparently impossible. | am currently covered by a group
conversion policy which costs $597 per month, has a $2500 per person
deductible, and a $5000 family deductible. This deductible, however, is a
two-person deductible, which means that two people must meet the
deductible before it applies to the whole family. It is not inconceivable
that | could pay out over $10,000 in medical expenses in one year and still
not qualify for insurance coverage. Ladies and gentlemen, | cannot afford
to pay out over $10,000 for medical expenses. | doubt that many of us
here could. The problem of adequate, reasonably priced health care
insurance is not isolated to families with disabilities, or to seniors, or to
people who are on low or fixed incomes. It is a problem that belongs to all
of us. And we are the ones who will have to find the solution.
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Mr. Douglas W. Campbell, Tucsday 22 January 1991
1618 Sherwood Strect,.
Missoula, MT 59802

Dear Doug:

You recently asked me a very timely question. Why do | support s system of national health care? After some
fifty years cxpericnce as a medical student, Navy physician, Veterans Administration expericnce, private
practitioner, numerous hospital affiliations, diagnostic and therapeutic radiologist, and mcmber of a large multi-
specialty clinic, I feel this extensive cxpericnce permits me to express myself on this subject with some value.
About half of those years my income was from "privatc” medicine and the other half by Federal pay, cither
military or VA. Eight years werc in a privatc solo gencral practice in rural Pennsylvania where the fecs werce
low but always paid, be it by cash, chickens, produce, or labor. Very littlc was ever paid by insurance since
the "Pennsylvania Dutch” were never cnthusiastic about that mode of payment.

I am happy to have retired from the litigious practice of medicinc today. It was a plcasurc to practice in the
Navy and the Veterans Administration where there is a perpetual protective umbrella for the physician who
follows good practices and lcads a morally dccent life. The rural Pennsylvania pcople were also a decent, hard
working group of pcople who did not try to supplement thcir income by frivolous litigation. This is not truc
in Montana or many other placcs today and medicine is no longer a plcasurablc way to carn a living.

But this is not my main reason to look favorably on a system of National Health Carc. The present system is
aimost out of control and becoming more chaotic every ycar with a patchwork of "Band-Aid” measurc designed
to correct other corrections. It is becoming top-hcavy with administrators, third party intcrests, greedy doctors,
lawyers, and insurcrs. Medicine has long become too expensive for the poor as well as most of the middlc class.
Much moncy is wastcd on hopcless and terminally ill paticnts, very immature births, and very clderly patients.
It ‘has become impcrative for a worker to keep his or her job if only to keep the health insurance that goes with

that job.

This brings up another point. We arc losing cmployment to forcign compctition because our employers canaot
make a product that is able to compete in price with overscas manufacture where the health costs are being
subsidized by forcign governments (rcally by the foreign workers through their government’s taxation). The
American manufacturer is operating under a severe financial handicap. Lcc lacocca has said the health
insurancc plan enjoycd by Chryslcr cmployees adds $800.00 to the cost of every car made by Chrysler. If this
is true, how can Chrysler possibly compete with Mazda, Volkswagon, Renault, Jaguar, or Volvo?

Physician’s fees are out of control. Office dverhead is excessively extravagant and over-employment is -

commonplace. There is far too much duplication of hospitals and expensive cquipment within cach community.
Pharmaceuticals are being priced beyond the ability of thc patient to pay for cven simple remedies. Drugs
manufactured within the United States are often being sold overseas for a fraction of the local price, and drugs
manufactured in Europe often scll for scveral times morc in the US than they do in Europe.

While § iational health plan would crcate new problems, 1 doubt if they would be worse than that which exists
today. At best, cveryone would be able to obtain medical care. At worst, the plan would be over-utilized by
both paticnts and avaricious doctors and hospitals. There is nothing to prevent correction of the problems as
they appear and some type of rationing of service may be called for. During my recent trip to Great Britain
and Scotland, I visited a clinic and hospital in Edinburgh. Although thc physicians thecre have numcrous
complaints, none would prefer our systcm although they might be willing to try the Canadian system.
Compared to the gencral population in Edinburgh, thcy werc amongst the upper income group and were
generally very well respected as physicians. I spoke with many pcople on the strcet in London and in scveral
hotels clsewhcre, There was general satisfaction with the systcm, no major complaints except for long waits
for routine or non threatening illness or problems. The Wait scems to be their way of preventing over-

utilization,



VYN ANC S ad v 2008 e ngae

“S37usiny
‘NI>s ‘SINoS
W\wz{:ue FAY L

IR e 3

. S ———— ——— . 4% 2.

/\..\I.c./\r\\“

"SNOLLIANOD -ONILINT-74)

JEL ANV Aan00 L NFTod & - i 2]

S .moZ(Q:mg HLIVIH . /vw -0 ..?s.&b\
; wn 5 2nok And 'AdFes W \\\ : &EZ&E ool
... 4 .<r - Js - .- W-v..m;:._..?_ z?:ﬂ

- e - e
et 0 el B A s+ b B0, gt L L e e - -



EHIBIT_2
DATE ‘é;"G’ ﬂ/

HB

- Page two -

Perhaps one of the disasters in American medicine is the Health Insurance Industry. It works hand in hand
with the legal profession. Higher claims lead to higher insurance rates. It is all a percentage game, When an
insurancc company charges a physician or hospital a fce based on actuarial cxpericnce and camns 5% for
‘handling claims, it is reasonable to assumc their profits are much greater when the claims are much greater since
the actuarial costs become much greater, Insurance companics hire many:lawycrs. Many of them get to
become the executives and management of their companies. When the doctor pays $2000. for $100,000 of
malpractice insurance in 1960, the insurance company earning 5% makes $100, but in 1990, with highcr awards,
that ssme doctor must buy $1,000,000 of insurance and the insurance company, still making 5% makes $50,000.
Of course they like the larger awards as long as the doctor pays the larger premium. Of course they warn him

"Never go bare”. Perhaps if every physician went "bare”, it would put an cnd to the frivolous litigation and
particularly the "contingency” lawsuits that lawyers accept.

- These arc many young mes and women in our country who are uncmployed or between jobs who have no
medical insurance. The cost of private insurance today is far morc than they can afford. Hence, they create
a burden on doctors and hospitals becausc they are unablie to pay their own way. The physician usually writes
this off at the end of a year or two. Howcver, the hospital must pass this cost along to some other source such
as goneral expenses paid by government or insurance companics making other paticnts or their employers pay
these unrecovered losses. This becomes an unfair but necessary operating expense.

. Oun prowcat system workod before the days of expeasive treatment, expensive technology, and overwhelming
costs of litigation and insurancc. It cannot work today. While government has ncver been known to be a modcl
of efficiency in running anything, it could hardly do worse than the way things arc now. I would likc to scc the
matter of health care removed from the control of the insurance industry. Takc them out completely. Extend
Medicare A and B in some form to everyonc, climinating Medicaid. Hirc the idled insurance workers under
some state system under Federal control and guidance, possibly similar to thc Canadian method. As problems
develop, let Congress and Dept. of Health & Human Scrvices make the corrections nccessary.

Sincerely,

/"\
W"/fém—-ﬂep
Andrew McKane, M.D.

5195 Elk Ridge Roed,
Missoula, MT 59802

 Tel: 406-543-8664

CA\WPSI \PRES\BURLETTR\CAMPELL OGS



This is the story of Ronald and Princess Taber, a
young Missoula couple caught up in our unfair and
inefficient health care system. The birth of their
second child in 1990 left them with $10,000 in hospital
and doctor bills that they though would be covered by
insurance through Ronald’s employer.

Unfortunately, before the birth of their baby Ron's
employer had changed insurance companies from Blue
Shield-Blue Cross to The Traveler’s. They had worried
about this change of insurance companies but the
company secretary assured them that she had checked
with Blue Shield-Blue Cross and they said she would be
covered.

When the baby came the doctor had to do a caesarean
section because it was a breach birth. Seven days in
the hospital at a room charge of $700 a day for
Princess and nearly 3300 a day nursery charge, even
though the baby spent nearly all of the time with this

mother, plus other charges resulted in the $10, 000

bill.

When thé bills were presented to Blue Shield-Blue
Cross, the insurance company refused to pay. Their new
policy with Travelers only pays for an illness and
pregnancy, of course, is not considered an {llness.

The result was that the hospital insisted they must
make $500 a month paymeﬁts on their bill. There is no

way they could make payments of that size and still
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have money to live on, especially as Ron’s job as a
welder is not always full time.

The hospital began to attach Ron’'s paychecks and
take half of his earnings each time. As this left them
with little money to live on they had no alternative
but to declare bankruptcy.

An additional irony to this case is that when their
other child was born the same thing happanéd. Ron’'s
employer was changing insuranca companies at that time
also and they were not covered for the birth of the
second baby. Fortunately it was a normal birth and
cost only $3000 so they were able to handle the cost

although it was a hardship.

What kind of country do we live in that allows
things like this to happen to our young pecople who are
struggling to make decent lives for themselves, while
we spend hundreds éf billions of dollars bailing out
failed banks and savings and loans which have been
plundered by greedy management?

This is not an isolated incident, these situations
are occurring every day in all part of this country.

The only answer is to have a national health insurance

plan that covers all of our citizens.
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Chairperson, Committee members, my name is George Hagerman, Executive
Director of Montana Council #9, of the American Federation of State,
County and Municipal Employees, AFL-CIO.

I rise today as a proponent of Senate Joint Bill #9 (Creation of National
Health Care).

As we all know many Montanans are being priced out of the basic right to
health care insurance even while they continue to work for a living. Many
people who are unemployed, disabled, aged, children and pregnant women
do not have the money or qualify for government sponsored health care
programs.

Premiums are going up coverage is being reduced, too many Montanans
have to choose between basic needs, housing food, school, etc. or paying
about 1/3rd of their income for inadequate health insurance.

This bill is a step in the right direction to help remedy these sad facts.

I strongly urge all of you to support this bill for all Montanans.

Thank You

EZ (B

International Secretary-Treasurer
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get sick"™ 1s the title of an article in the AMERICAN LEGION MAGAZINE
Por Dec. 1990.

An article in the WALL STREET JOURNAL for 1/29/91 states" U.S.
Companies are losing the war on health costs.

Desplte intense cost-containment efforts, corporate medical
bills soared 21.6% last year after a 20.4% jump in 1989, sags
A. Foster Higgins & Co. in its annual health-costs survey. Health
benefit costs amounted to a whopping 26% of corporate earnings, the
survey found."

Another paragraph states: "According to the survey, medical-plan
costs per employee rose to $3,161 last year from $2,600 in 1989 and
L46.3% abvove 1988levels of $2160. If costs continue rising at the
current rate, medical benefits woule rise to $22,000 per employee
by the year 2000."

"PUBLIC HOSPITALS ARE OVERLOADED SURVEY SHOWS, an article in the
" WALL STREET JOURNAL for 1/30/91 states: The National Association
of Public Hospltals which compiled the study, sald that hospitals
are so crowded and financlally pinched they are eliminating services
and turning away patients who aren't seriously 1i11l."

The article goes on to state: "Uninsured patients accounted for
more than half--52%--of outpatient visits and 30% of inpatient
days at public hospitals in 1988.

L42% of public hospitals fees weren't paid in 1988, up from
22% in 1982. State and local subsidies covered only half of those
unpaid charges."™ The unpald charges are simply passed on to those

who can pay in the form of higher charges.
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With public hospitals curtailing Services for lack of funds,

emérgency rooms closing down, and health care costs rising dramatically,

an increasing number of people are being left without any health care.

It is high time the United States joined the rest of the

industrial nations and established a National Health Care Programd/fbéz/

<>c/"ﬂﬂzcovering everybody. I hope this committee will pass 8JR 9.

I am leaving some back up material along with my testimony

for the committee.

Marion Hellstern
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Medical Costs Soar, Defying Firms

By RoN WINsLow 1/ Z?/ 91

Staff Reporter of THE WALL STREET JOURNAL

‘U.S. companies are losing the war-on
health costs.

Despite intense cost-containment ef-
forts, corporate medical bills soared 21,6%
last year after a 20.4% jump in 1989, says
A. Foster Higgins & Co. in its annual
health-costs survey. Health-benefit costs
amounted to a whopping 26% of corporate
earnings, the survey found.

Companies cite large catastrophic-ill-
ness claims, increased use of mental-
health and substance-abuse services and
overall medical-price inflation as factors
behind the rise. Other major causes are in-
creased use of medical services as well as
the practice of doctors and hospitals to in-
crease charges to private-sector bill
payers to offset underpayments from fed-
eral Medicare and Medicaid programs.

The continuing sharp rise is distressing
news to the legions of companies that have
invested time and money in a variety of
cost-containment strategies in recent
years, and the problem isn’t likely to get
better soon. Both the recession and the
Persian Guif war portend further troubles
for corporate health budgets.

The problem is “‘systemic,”” says John
Erb, managing director at the benefits
consultant and author of the study. ‘‘We've
thrown all the cost-management tech-
niques that we can invest, buy or create at
it, and we're not even touching it.”

According to the survey, medical-plan
costs per employee rose to $3,161 last year
from $2,600 in 1989 and 46.3% above 1988
levels of $2,160. If costs continue rising at
the current rate, medical benefits would

| rise to $22,000 per employee by the year

2000.

Car! Schramm, president of the Health
Insurance Association of America, an in-
dustry trade group, describes the Foster
Higgins numbers as high and says his or-
ganization's own survey puts the magni-
tude of the increase at 14% to 15%. “I'm
not arguing with the trend,”” Mr. Schramm
says. “The problem is serious, no matter
whose statistics you use.”

The results are likely to accelerate the
trend of companies to adopt so-called man-
aged-care techniques to control costs, and
to ask employees to share more of the
health-care burden. Last year, employees
paid an average of $33 a month for single

,‘:Esg:alatlng Health costs

“Yotat health-bénefits* in mousands of donars :
- pet employee = .
;5

'8¢ - ‘00

88

udss medical, dental and vision plans, and
- costs for health maintenance organizations,
 ‘Sourcs: A: Foster Higgins & Co.
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-coverage, up $10 from 1989, and $89 for
family benefits, a $20 jump. Nearly every

company in the survey said it expects to
increase employee contributions over the
next three years.

But the survey also reflects a lack of re-
solve at many companies to effectively ad-
dress the problem, says Uwe E. Reinhardt,
a health economist at Princeton Univer-
sity. “They really haven’t bitten the bul-
let,” Prof. Reinhardt savs. ‘'At some point
this has to come to a head.”

A recent study by the Health Insurance
Association found that 77% of companies
with more than 100 employees continue to
offer among their coverage options tradi-
tional indemnity, or fee-for-service, health
plans, which have proved resistant to most
cost-control efforts.

About half of such companies offer pre-
paid health maintenance organizations, or
HMOs, and 24% have preferred provider
organizations, or PPOs (networks of doc-
tors and hospitals that provide care at dis-
count rates). While they vary widely in
performance, HMOs and PPOs are consid-
ered cost-effective approaches to medical
care, but about 70¢% of U.S. employees are
covered under traditional plans.

Budget cuts in federal Medicare and
Medicaid programs are a major cause of
rising corporate costs as doctors and hospi-
tals increase prices charged to private-sec-
tor payers. Yesterday, the American Hos-
pital Association said that in 1989, the
shortfall from the Medicaid program alone
amounted to $4.3 billion.

“‘With the war [in the Persian Gulf] go-
ing on and Congress in no mood to tax,

.

ur

Medicare and Medicaid are going to try to
shift more costs to the private sector,”
Prof. Reinhardt predicts. “‘Unless compa-
nies defend themselves against it through
PPOs or competitive bidding, they're going
to eat it.”

But even these solutions are becoming
part of the problem. As more companies
negotiate prices with providers, more costs
are shifted to payers who lack such ar-
rangements. “'You end up playing a little
bit of the government'’s game-shifting costs
to the next weakest player,” says Walter
Maher, director of federal relations at
Chrysler Corp. One result is that smaller
businesses increasingly bear the brunt of
spiraling costs.

“We’'re not going to control costs in this
country until we have all the payers—pub-
lic and private—working in concert,” Mr.
Maher says.

Meanwhile, the recession probably also
contributes to corporate cost increases.
“The slide toward recession generally
stimulates the use of medical services by
employees,” Mr. Erb says. “If you're un-
certain about having your job, any elective
stuff you need to get done, you're going to
get done before you lose your job.”

Layoffs can reduce absolute health
costs, of course, along with other employee
expenses, but companies generally let
younger—and healthier—people go first.
“That leaves the medical plan with an
older, sicker population, which drives
health costs up faster,” Mr. Erb says.

Foster Higgins says it surveyed 1,955
companies. and public-sector employers
whose health plans cover 11 million em-
ployees. The data were gathered in Sep-
tember, and the results are based both on
actual numbers and projections. The re-
port also found that:

— Total health-plan costs — including
dental, vision and HMO plans, as well as
medical benefits—rose 17.1% in 1990 to
$3,217 per employee from $2,748 in 1989.

—Use of so-called utilization-review pro-
grams to hold use of medical services in
check increased to 81° of participants
from 735 a year ago, even as half of the
companies surveyed said such programs
have little or no effect on cost-control ef-
forts.

~The mining and construction industry
had the highest rate of increase, at 37.6%,
while utilities had the highest per-em-
ployee cost, at $4,296. The best performers
were wholesale and retail employers,
whose costs rose just 8.2% in 1990 to §2,323
per emplovee.




E 'Survey Shows

e By HiLarYy StoUT
Staff Reporter of THE WaALL STREET JOURNAL
"WASHINGTON - The nation’s urban
_public hospitals are crumbling under the
. strain of treating AIDS, drug addictions,
gunshot wounds and a growing number of
uninsured patients, according 1o a survey
of public hospitals. .
“—THé National Association of Public Hos—~
pitals, which compiled the study, said that
ospitals are so crowded and financially
Jpinched they'are eliminating services and
turning away patients who aren't seriously
ill. The report said a declining proportion
of hospitals’ revenues come from Medi-
care, Medicaid and local governm-nt sui-
sidies, leaving niany hospitiis wh =pm !
ing losses. T
~~Public hospitals are important nee:
‘they serve as safety nets far mmaby ot "
‘nation’s poorest citizens and -“. s mulm.
Americans without heaith insuraace whe.
‘don’t have access to other nheuithi-car
services.
In g survey of its 100 member hospitass.,
to which 7 responded, the nonprefit assa-
naabion touad. e e s T,
',/—Slxtv three peru ut ot Ln‘ b ‘m‘a \‘.
“pitals nad oper g dosses in e, snd b
Caverage dif s S196 miition
-Uninsired patients  accounted o
more than hait—>52% —of outpatient visits
and 307 of inpatient days at public hospi-
tals in 1986,

—Forty-twe nercent of public hospitals
fees weren't paie i 198y, up from 22%
.1082, State and lnead subsidies covered oniy
half of thuse unpaid charges. . ———

“ZO¢eipancy” rates averaged 82%
1388, compared with 66 for other short-
term general nospitals. At some public
hospitals. nccupancy rates topped 100%

~Emergency-room visits at public hos
pitals averaged 71,026 in 1988, compared
Ot 14,384 ernergency-rooin visits at other
slwrt-trrm general hospitals.

“eair sately net hospitals are on the

cery front line of the war against pov-
¥ end Rernard Woingtain the ngenria-

oy,
non's chairman and former commissioner
of the Westchests County Medical Center
it New York. Bul as a resud, he said,
“they're disproportionatery affected by
drug addiction, AIDS. zang violence, and a
large number of uninsured patients.”

The number of AIUS, or scquired -
mune deficiency syndrome, ps ents at the
‘hospitals surveyed more thai ripwd be-
‘tween 1953 and 1988. The 67 men bvr hospi-
tals responding to the survey tresled 197
‘of the AIDS patients nationwide in i 28, the
sthdv said.

cmﬂngnadonm manyu

| Difals are woefully overcrowded,
10 the report. At Harbor-UCLA Medical
Center, obstetricsipatients are relegated to

beds in the hall, and the average maternity -

stay is less than a day, according to Larry

Gage, president of the public hospitals' as-
sociation.
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ngsumers Here Pay Twme
As Much as Canadians |
For Same Service Level

y By RoN WiNsLow
Staff Reporter of THE WALL STREET JOURNAL
U.S. consumers pay doctors more than
twice as much as their Canadian neighbors
do for the same amount of health services,
a new study says.

But researchers found that the higher .
fees for U.S. doctors don't translate to
¢omparably higher incomes because they
have higher overhead costs and a lighter
workload than Canadian physicians do.
" The study, in today's New England ©
- Journai of Medicine. adds th an emerging
body of research that questions whether
the U.S. gets its money's worth from the

world’s most expern ive boaltheiro aye
e Last spring, resedrcaers reporivi
* that death rates in '8 and Canadian hos-
pitals were similar for 4 variety of proce-
dures while expenditures tor hospitad care |

v _were 257 to 507 higher. :

“The new study, by Victor Fuchs. i Sian-
ford University heaith economist, doesn’t
directlv address quality of care. But it
does chiallenge sume standird assumptions
about differences between the two sys-
tems. Advocates for overhauling the {1.S.
health-care system consider Canada an im-
portant model.

“The study will be very influential in
the health policy debate.” says Uwe Rein-
hardt, an economist at Princeton Unjver-
sity. "And iwe! will have continued re-
search that tries to get at the question
_what are Canadians actually missing?”.

" Overall, UU.S. health expenditures are\

- 38% higher per capita than in Canada, |
based on 1985 government and insurance !

industry health-care data, the study says. '

The researchers focused only on money
spent for physician services—including
goctor visits, fees for tests and surgery,
nursing support, equipment and office sup-
plies—to make their comparisons.
i They found that the U.S. spent $347 per
'capita on physician services, while Canada
| spent $202. For medical tests and surgical
/ procedures, the U.S. spent $193 per capita,
/ 2.8 times higher than the Canadian figure
. of $69. The difference in expenditures for
. office and hospital visits was much
smaller: $154 in the U.S. and $133 in Can-
ada. Physician fees for all services were
2.4 times higher—and up to 4.5 times ;
- higher for some procedures—in the U.S. -
" A spokesman for the American Medical
Association said the doctors’ group hadn't
had time to evaluate the report. The AMA
has generally opposed adopting a Cana-

T i 5 64
45" -

services per capita that

1l

lower spending in Canada is Achieved. by
‘providing fewer services,” Mr. Fuchs, and

{ a colleague, James S. Hahn, say in their j
 study. —

Canadian physicians provide about 15
times more patient evaluation and man-
agement services—such as physicals and
other routine care—than U.S. doctors. This\
reflects the fact that Canada has a much
higher proportion of general practitioners
over specialists than the U.S., and that Ca-
nadians are fully insured. More than 31
miilion Americans lack health insurance
and millions of others lack coverage for
primury care. Canadian specialists have a |
heavier workload as well: The researchers
estinated there are about 0% more “‘pro-
cedure-oriented physicians™ in the U.S,, i

i bt that Canadians do about 20% more pro- ¢

- et capita.

e e

Sriiddn

Mr. Fuchs sald that after adjusting for
ditferences in specialties, net income of

2. doctors was 35% higher than their
colieagues in Canada, which he said ac-
counted for only a relatively “‘small por-
tion”" of higher physician fees. Overhead
for billing, a more cumbersome process in
the 1.8, with dozens of private and public
third-party pavers, as well as nursing
staff. malpractice insurance and other ad-
minstrative costs also help explain why
U.S. residents get fewer servwes per dotlar
than (inadians.

‘General practitioners and family physi- -
cians deliver two-thirds of routine care in
Canada, while internists, pediatricians,
psychiatrists and other specialists deliver
the rest. In the U.S. the proportions are
reversed,’” the authors say. Whether this
difference in “intensity of care’” means a
difference in quality isn’t clear.

The researchers analyzed data for both
| nations for 1985. A smaller sample, com-
! paring Iowa and Manitoba, as well as an

! update using 1987 data turned up some var-
: jations in statistics, but confirmed the
" broader trends. _ __

Lockheed Unit's EPA Job

CALABASAS, Calif. ~ Lockheed Corp.
said a unit received two contracts from the
Environmental Protection Agency with a
combined value of about $200 mxlllon over

' five years.

Lockheed said the contracts are for en-
vironmental monitoring and remote sens-

i ing services at the agency’s Environmen-

tal Monitoring Systems Laboratory in Las

Vegas. Lockheed said the work would be .
performed by its Houston-based Lockheed -
Engineering & Sclence unit. -
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AFFORD TO GET SICK‘>

Can you afford to get sick?
If, for example, you were suddenly hospital-
ized or disabled, could you afford to pay for
the hospital room, doctors, nurses, therapists,
surgery and medications —bills that could run
into the tens of thousands?

Come to think of it, can you afford to stay
well? Can you easily afford the cost of vita-
mins, health insurance, over-the-counter
drugs, and routine office visits?

[.et's face it. In America today, good health
is getting to be a luxury—like vachts and
limousines.

But not anymore! Because now vou can beat
the system and get high-quahty health care at
a fraction of what you're currently paying
for it.

How? With GETTING THE MOST FOR
YOUR MEDICAL DOLLAR.,

friends at the

new
book from vour People's

Medical Society.

And because vou are a loval member of
the People’s Medical Society, a copy ot this
book has been reserved inn vour name in
advance of publication. To clai 1, ali v
have to do is send in the coupon below and
vou'll save more than 10% off the ook
store price,

DO YOU BELONG TO ONE OF THESE

Did you know that the average \inerican
family now spends nearly 32,200 a veur on
health care? “Medflation” tf vou will, rises
more than three times faster than the overadl
cost-of-living., Drugs 2o up 12% ayear. Ottice
visits rise nearly . The dalv cost of o
teprcal hospital room is now $264!

Sentor citizens, of course, take the brunt of
these inereases. With Medicare preniums go-
\nz, up drasticully, semors now spend one-fifth
Srhedr oo o oot oes Buae vonsdon’t
fuve to be celderly o be vulnerabice to high
medical costs.

Did you know, for example, that wonmen ot
child-bearing age and therr children are the
single largest users of the health care system?
That 37 million A mericans have na health in-
surance at all and must pay out-of-pocket for
medical care? That many compunies now-
adays are increasing co-payments, reduc-
ing benefits, und even dropping health
__insurance altogelher-‘

START SAVING MONEY TODAY

But you don't have to be victimized by the
high cost of medicine. Whether you use the
system frequently or hardly at all, vou can
start saving money today with GETTING
THE MOST FOR YOUR MEDICAL
DOLLAR. 1n e, voul! find all the tricks,
tactics and technigues for paving less . .. and
getting more:

In CHAPTER ONE, tor example, youlll
learn the single most important questions to

I

e e

==
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sive doctor. And a simple way to verify your
doctor’s credentials.

CHAPTER TWO tells you how to save
money by choosing the proper health-care set-
ting. Will you spend less by going to a “Doc-
in-the-Box” instead of the Emergency Room?
Which is better, a community hospital or a
major medical center?

CHAPTER THREE will show you how to
“cover vour assets” with health insurance.
You'll learn how to avoid insurance you don't
really need . . . and how to choose intelligently
from the “cafeteria” of health benefits offered
by your employer.

Spending less on drugs is the subject of
CHAPTER FOUR, but that's small potatoes
compared to what vou'll lesrn in CHAPTER
FIVE —how to save moneyv in the doctor's of-
fice and hospital. The 200 most common
surgeries and some cheaper alternatives.
How to spot errors i a hosprtal il And how
to cut costs in the hospitad fronm adnission
to discharge.

O course, the best sway to save money on
heabth care v to 2ot it 1 That's why
¢ :5 LAPTER SEN talics ubosit vour mediend en-

dhements and how to goahis toethetn, winde

4 H TTER FESHEE snes 1wunphl;
Jitectory of weiepitone raunbicr s o call for tree
mcdiead advice and asaseed
SAVE MOMEY AND 37AY
HEALTHY TGO!
CO P UING PRI Mot FGR YO0 RV -
NG O G e vour heaith

1
too, Becaise comsdrner s woo enow how the
sastem works not gndy pay toso b they get
than those who passivedy aceept
medioad plate.
GEUTHING
MO
wth tips,
and gunde-
e, IS casy to use, fun to read, and loaded
with read-lie examples ... many of them sub-

nntted by PMS memibers fike s ourself,

hetter care
whatever deops on thar
Weitten i a bivels, apboat stvle,
tHE MOSE FoR YOU R
DOLE AR 6 jamepacked

Vieones=san g deas, aody chuae s,

bunits,

RS

In fact, you and your fellow PMS memberl L
helped us write this book with the: hundredi'? e
of phone calls and letters we y i
week from members who have been

off by the health care system . . . or wht
figured out ingenious ways to beat ity

SAVE $2 BY RESERYING YOUI'" o
COPY IN ADVANCE o

As a member of the People’s Medical Society, .
vou are entitled to receive an advanced
of GE'TTING THE MOST FOR YOUR.
MEDICAL DOLLAR for just $12.95. That's *
a savings of $2-or more than 10% —off
the bookstore price. But please hurry. To
guarantee that price, we must have your order
hefore the book goes to press.

Remember, a copy of GETTING THE
MOST FOR YOUR MEDICAL DOLLAR
has afreadv been reserved in your name. All
vou have to do to claim it is fill out the reserva-
tion certificate below and return it to us today:

GETTING
THE MOST -

MEDICAL
DOLLAR

HOW TO SLASH MOSPITAL BILLS
HOW TO CUT DBUG & MEDICATION COSTS |

HOW YO FIND THE BEST .
WWMMBESTPRICE , B

" HOW TOGET THE GOVERNMENT AID
-YOURE ENTITLED 0.

PMS
MEMBERS

SAVE
10%

————--——_——_——————-—-———_—————-————-——————*—

TMONEY-SAVING RESE

RVATION CERT!F!"AT"

I want to claim my copy of GETTING THE MO$T FOR YOUR MEDICAL DOLLAR before it
to press. | understand that as a member of the People’s Medical Society | will pay $2.00 les;

for this book than the general public—a savmgs of more than 10% off the bookstore

I want

copies of GETTING THE MOST
FOR YOUR MEDICAL DOLLAR @ $12.95 each.

Order total $

class shipping
& handling + $ 3.00

Z_ Check enclosed—payable to the
PEOPLE’'S MEDICAL SOCIETY

[ Money order enciosed

i Charge my C VISA 0 Ma

TOTAL DUE $

SHIP TO: Name

Signsture (required for sil charge orders)

Address

Clty

State Zip

i
!
I
|
|
I
] UPS or first
!
I
l
l
I
|
|

Detach this coupon and mail with payment to:




'Wlmmﬂc.hmﬂiyu'nhh

-~

D

D, v, < 29 - '
& TAlpfeXe ﬁwaéfw ;M A 722@;’ ,,V%ZQ/B&? -

\j (‘@' =T T-!’ l_I Trm beoz

m_\_ .
“Dus to your juck of modical , your condition bas boes

downgraded from Sorious 1o No One Really Cares.”

v,
EXPEPSVE@

CARE

ng “The werd & INTENSIVE. "

«‘u_.ﬂum Jeice s T4 S'f-

- _— . Nt ~ L C o~ ) . .
2y Tlndica b Sty Apealille - 2/ 7y

A



2

EXHIBIT !

oaTe. 3- 64U _

7

o\ MontanaCatholic Conferéidée >

March 6, 1991

MADAM CHAIRMAN RUSSELL AND MEMBERS OF THE COMMITTEE

I am John Ortwein, Director of the Montana Catholic Conference.
I represent the two Roman Catholic Bishops in the State of Montana
in matters of public policy.

The Catholic Health Association in its 1986 statement entitled:
No Room in the Marketplace: The Health Care of the Poor, makes

the following statement: The government has already demonstrated
that its programs can substantially improve the delivery of

health care services to the poor and the elderly. Both groups
achieved dramatic improvements in access to health care following
the 1965 introduction of Medicare and Medicaid....Despite these
impressive gains, more than 34 (now 37) million Americans remain
uninsured for all or part of the year...this requires the immediate
attention of various levels of government.

The Montana Catholic Conference supports SJR 9.

cARE
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THO SYSTEUS IN PARALLEL

HEALTH CARE IN THE WEST

PANFF PARK LODGE
DANFF, ALBERTA
APRIL 10-12, 1991

ﬂ Alberta
Hospital
: Association
MANITDBA HEALTH

'~ Washington State ORGANIZATIONS INC.

ilaa

IDAHO HOSPITAL,ASSOCIATION

- Hospital Association

MA

- MONTANA HOSPITAL ASSOCIATION
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The Yellowstone Valley Retired Teachers Association met on
January 11, 1991, at the King's Téble in Billings, Montana.
President Jack Johnson presided. The following is an excerpt
From the Minutes of that meeting:

Leroy Keilman moved that the Yellowstone Valley Retired
Teachers' Asoociation back the following State Legislation--

1. Resoclution for a National Health Care Plan; and
2. Pass a low that all Montana doctors who accept

Medicare Assignment also accept Medicare Fee
Schedute for the full charge."
>

Seconded and passed.’’ 1
Voo (! T

'Ellen CL Ready, Secretary
Yellowstone Valley Retired
Teachers' Association

1013 Ann's Place
Laurel, MT 59044
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Exhibit 9 also contains 47 pages of signatures supporting
SJR 9. The originals are stored at the Montana Historical
Society, 225 North Roberts, Helena, MT 59601. (Phone 406-
444-4775)



DEPARTMENT OF FAMILY SERVICES 12950

STAN STEPHENS, GOVERNOR (406) 444-5800

| =——— SIATE OF MONTANA

P.O. BOX 80058
HELENA, MONTANA 59604

TESTIMONY IN SUPPORT OF MONTANA FAMILY POLICY ACT HBS50
MONTANA FAMILY POLICY ACT

Submitted by John Madsen
Child Protection Specialist of the Department of Family Services

As a state we value families. They have always been the
foundation of our society and they remain the key to its future.
The family is the single most powerful influence for ensuring
childrens healthy social development and mental and physical well
being but most families require support at some point when
raising their children. The family plays the critical role in
preparing the next generation to be a productive part of society.

As the child protection agency in this state we see the many ways
that families can hurt rather than nurture their children.
Quoting from The National Commission on Child Welfare and Family
Preservation A Committment to Change " we are witness to the
failure of a system that intends and seeks to help protect
children from abuse and neglect and prepare families to care
completely for their children."

Family needs often are multiple and interdependent. Failure to
meet the needs of a family in one area often exacerbates its
needs in another. Poor health can contribute to welfare
dependency; school failure can lead to teenage pregnancy;
substance abuse can contribute to child abuse; unemployment can
lead to a sense of hopelessness and suicide; homelessness can
exacerbate mental health disorders; poverty, and especially
persistent poverty, can contribute to many other social service
needs.

This interdependence and the need for interdependent solutions to
family concerns are coming into much greater public focus. State
lawmakers, aware of specific program expenditures in programs
such as AFDC, Medicaid, substance abuse treatment, juvenile
delinguency, foster care, and job training, are beginning to ask
what the costs are of helping individual families and to seek
ways to allocate funds better to meet those families' needs. A
major challenge for states is to coordinate and restructure
service delivery so that the appropriate needs of families can be
met.

“AN EQUAL OPPORTUNITY EMPLCYER"
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Current service systems almost exclusively serve families and
children in acute crisis: drugs, physical and sexual abuse,
serious physical and mental health difficulties, teen age
pregnancy, juvenile delinquency. Some crisis are exacerbated by
social and ecomonic ills such as poverty, homelessness, and
substance abuse; some are brought on by emotional, behavioral,
and developmental childhood conditions. Whatever the causes,
public children's services system see more children and families
in crisis than they did several years ago.

In DFS resource priorities have shifted dramatically. Between
1982 and 1990 the number of children involved in abuse and
neglect referrals has increased over 135%. During that same
period the number of children entering the foster care system has
increased dramatically and the average length of stay in care has
also increased. As a result DFS has moved from an agency that
provided services to families to an investigative and case
management agency. Prevention and intervention service provision
has become almost non-existent. Resource allocation by necessity
has shifted to the out-of-home care system at the expense of
prevention and intervention. We know DFS must change our
strategies to help families properly protect and nurture their
children. However, the challenges we face encompass more than
just our agency or the child welfare system.

All of our systems must begin to change to meet the needs of
children and families before they get to the acute crisis stage.
In most communities there are few if any prevention or early
intervention programs. There are exceptions and they are very
effective but there are not nearly enough. The various agencies
of state government as they effect families and children in
communities by providing services set up programs that are
designed to meet a specific problem ie child protection teen
pregnancy, juvenile delingquency, drug abuse. Current structures
do not encourage or support these community programs to begin
working together to help solve the problems of families before
crisis. Many of them are viewed as big brother intervention and
are viewed by the public intrusive. The new approcaches must be
voluntary and might need to be provided by private providers.

State government must begin to look across agency and program
lines to solve the problems. They must begin to help communities
help families.

Creative new intervention strategies must involve mental health,
education, health, juvenile services, law enforcement, social
services, economic services, civic and business groups and the
general public. The legislature is the one cross cutting system
to all of these other systems.
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The family policy act is the beginning of some of the steps
necessary. It articulates that families are important; that
prevention and early intervention is necessary rather than
walting for the crisis to emerge. It further says that the state
shall help communities build the capacity to help families and
further that state agencies shall work together to help families.

We strongly urge your support of the bill.

adsup\lbe\hb950\jm



[N L

pate_3-04

SUMMARY OF THE HAVAII HEALTHY START PROGRAM g 490

The 1984 Hawaii Legislature authorized the Healthy Start Pilot
Program for prevention of child abuse and promotion of optimal child
development. Hawaii 1s now in the process of expanding the program to
cover all areas of the state. The statewide system is a cooperative
effort of the Department of Health and Human Services and seven

private agencies.

Prevention of abuse is seen as a key componet in a comprehensive
system assuring every child's positive development in the critical
first five years. The Healthy Start Program is a family-focused
interdisciplinary approach to prevention of child abuse and the
promotion of positive child development in the families most as risk.

The stated purposes of the statewide system are to:

¥ Identify all at-risk families in hospitals at the time of
birth.

¥ Provide voluntary home-based support services to all at-risk
families with newborns.

¥ Coordinate early with Child Protective Services after detection
of danger to a child.

X Integrate with pediatric health services to assure well child
care and positive early child development.

¥ Address the urgent and long-term needs of the family through
links to community resources -- food banks, housing prograns,
child care, substance abuse and spouse abuse services, literacy
and job training.

The benefits of the program are:

X Prevention of child abuse for at least 95% of at-risk children
served by the program. 175 of the infants served during the
Hawaii pilot project were at least one yer of age by the end
of the three-year period; among this population there was no
abuse for 100% and no neglect for 987%.

X Systematic and early involvement of health, social and
education agencies in support of the at-risk family -- a
group often considered hard to serve.

¥ Reduction of costs of child abuse and related services, both
in this and later generations.

¥ Reduction of downstream social costs for problems associated
with child abuse: physical handicaps, school failure,
juvenile delinquency, substance abuse, mental illness, spouse
abuse, and imprisonment.

¥ Reduction in related social problems. Research findings on
families receiving intensive new parent services report fewer
subsequent pregnancies, more consistent use of health services
and job training, lower dependence on welfare, and greater
success in completing school and securing employment.
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Montana Council He—150
for Maternal and Child Health

MCMUH
The Voice of the Next Generation
in Montana’s State Capitol
2030 11th Ave., Suite 10 Helena, MT 59601 (406) 443-1674

TESTIMONY FOR THE HOUSE HUMAN SERVICES COMMITTEE
Supporting HB 950 with amendments
Wednesday, March 6, 1991

The Montana Council for Maternal ‘and Child Health. a non-
profit public policy research, education, and advocacy organiza-
tion, supports the Montana Family Policy Act as justified in the
preamble and as presented in Section 2 of HB 950. This policy
provides a philosophical framework, which can be utilized by
state agencies in establishing consistent internal policies and
programs.

The policy would guide family services agencies in shifting
from intervention to prevention, from later to earlier interven-
tion, from out-of-home care to in-home treatment of family
dysfunction, from punitive to curative measures for families in
crisis. These shifts would benefit not only the child but
society as a whole.

As a member of the Children’s Alliance and endorser of
the Children’s Agenda, the Montana Council for Maternal and Child
Health supports Sections 1 and 2 of HB 950.

Section 3, while it is not a part of the Children’s Agenda,
is a useful project which has been successful in reducing child
abuse and neglect in a number of other states. If it is to be
effective, however, it needs an appropriating.

The Council opposes sections 5 and 6 of HB 950, which would
charge a fee for recording the birth of a child by filing the
birth certificate. This will have a chilling effect on the
filing of birth certificates. Excusing children whose births are
funded by Medicaid will not eliminate the burden on other poor
families who are not Medicaid-eligible, and would amount to a
regressive "birth tax" disproportionately affecting the working
poor.

Birth certificates serve two purposes. First, of course, is
to provide the child with a record of the birth. But the second
purpose of the birth certificate is to provide detailed data
about the health of both mother and child, which are vital to
assessing and planning for the health of mothers and children in
Montana.

It is the job of the state to collect and maintain accurate
birth and death records. It is the obligation of the birth
attendant or parent to file the birth certificate with the state.
Nothing should interfere with this essential process.

aulette Kohman : f /L/E§%¢5¢{Lg?
raulette ot %MMZK70 27

Executive Director



First Love & is Forever

7 First Christian

To: Committee Members
Re: Support of HB 950

As Moderator of the Christian Church (Disciples of Christ)

in Montana I wish to express my strong support of the "Family
Kenneth W. Moore ?olicy Act". We have ad?pted as o?r.denominationgl p?iority
in Montana the strengthening of families. The family is the
basic institution of society through which our children's
sense of well-being and self-esteem are developed and nurtured.
It is in families that children best learn these qualities
which are essential to a healthy, productive and independent
life in adulthood.

Pastor

It is in the best interest of Montana, we believe, to continue
to develop public policies and programs to support and
strengthen family life.

Today children make up the most impoverished segment of
American society and are often subject to cruelty, abuse

and neglect. We believe that those social attitudes and
practices that tolerate and condone violence toward children
will only change if our society as a whole undertakes the
responsibility to establish and implement prevention policies,
programs and procedures. Those programs and servies

will have the greatest efficacy that support, respect,

empower and strengthen the parent and thus enhance the

whole family's ability to function in a healthy, productive way.

While we support the excellent language of this piece of
legislation, we have some concern about its provision to

tax birth certificates. It was not very many years ago

that the churches maintained all the the records of births

and deaths as well as baptisms. It would Be unfortunate to
add a tax for what was for so many centuries performed for
free. We need to fund a wide range of family support services
which should be part of General Fund allocations rather than
adding a series of special taxes.

On a positive note, this bidl's provision for home-based
rehabilitation services where appropriate would hot only
be very cost effective but would serve to strengthen and
perserve the family.

I urge your support of HB 950

Singerely,
Mwﬂém

Kenneth W. Moore
Moderator
Christian Church in Montana
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A Division of the National Mental Health Association

-, ™ State Headquarters » 555 Fuller Avenue » Helena, Montana 59601 « (406) 442-4276
Working for
Montana’s
Mental
Health March 6, 1991

Madam Chair and Members of the Committee,
For the record, I am Joan-Nell Macfadden, Chairperson of the Children's
Committee of the Mental Health Association of Montana.
We urge you to support House Bill 950. This bill is clearly about
prevention. U. S. Secretary of Health/Human Services, Dr. Lewis Sullivan states,
"I want to make it (prevention) a national obsession." HB-950 helps us to begin
to make prevention, as a part of our continuum of care, a priority in this state.
Let's talk about dads for a minute. This project provides an opportunity
for early intervention for young, high-risk dads who don't know how to handle
- babies and who often react with uncontrollable anger to situations they can't
control. This pilot project is a great opportunity for reaching the moms and
dads we read about in our newspapers. In the October 8, 1990, Time magazine ;
article, "Do We Care About Our Kids", it states: "To walk through death row in
any prison is to learn what child abuse can lead to. According to attorneys who
have represented them, four out of five death row inmates were abused as !
children."” It is encouraging to note that in the Hawaii Healthy Start Progranm,
95% of the parents voluntarily accepted home visits when they were suggested as
compared to the resistance these parents might have shown at a later date.
We are paying great amounts of money in Montana to take troubled children i
out of their homes when they are adolescents and almost beyond help. As a matter
of fact, in 1988 Montana had 59 children in out-of-state placements. 'On January i

29th we had 65 children out of state. One would assume that we have not made

any strides in this area.
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ONTANA POST ADOPTION CENTER

Testimony by Helen Costello, Service Coordinator,
Montana Post Adoption Center, in support of HB 950,
The Montana Family Policy Act.

Child welfare experts agree that the number one trauma for

children is to be separatzd from their hiological parents.

The number two trauma for a child is multiple temporary
care; 1i.e. "foster care drift".

With that in mind, it is evident that every effort must be
made to preserve families. Family in-home preservation
services should be as prevalent as are the out-of-home

placement services.

When out-of-home placement is necessary, family reunification
and permanent family services are essential. Permanent
family services must recognize the need for continuing a

connection with the biological family.

Children have little or no say in these matters. Their
future is in our hands. The Family Policy Act will provide

advocacy in their behalf.

P.O. BOX 634, HELENA, MT 59624 406-449-3266
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Testimony before the House Human Services and Aging Committee
HB 950
March 6, 1991

Madame Chairperson and Members of the Committee: I am Robert W.
Moon, President, Montana Public Health Association and member of
the Board of Directors for the Montana Council on Families. For
the record, I am registering support for HB 950.

Our children deserve the most enriching, supportive environment
available to promote a healthy, productive and satisfying life.
The core element to help assure children have the opportunity to
receive optimal care and nurturing is through the family. Families
who will take the responsibility to teach, provide, 1love and
care...who will build relationships that last a lifetime.

Montana can save money by preserving families! And HB 950 allows
the establishment of a state policy that defines government's role,
not as a payor for high cost residential care for children, but as
a partner with Montana communities in creating a system of
community-based prevention and support services. This bill
establishes services that could cut in half the cost of expensive
institutional care, and, more importantly, allows the majority of
troubled children to remain in their homes.

HB 950 also describes a system for identifying high-risk families

who need community-based support. The Montana Public Health
Association has a long tradition of supporting efforts that go
upstream to identify the cause of costly log jams in our health and |
human service system, rather than continually pouring our resources

into pulling the logs out of the water. Preserving families is a |
true act of prevention and will stem any future log jams made up |
of our very own children.
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Written testimony
of

Kenneth C. Taylor, MA

For HB 950; The Montana Family Policy Act

Since 1961, with brief interludes, Montana has been my home. I have come of age
and now approach middle age in our magnificent empire. During the past two years
I have been professionally involved in Drug and Alcohol Abuse prevention efforts
in Montana. I am writing this testimony as a concerned Montanan, the opinions
expressed here are mine alone.

There is much agreement both among academics and ordinary citizens that families
are central to healthy communities and healthy societies. Also emerging is the
realization that families are far more fragile than we once thought. Communities
which lack resources, neglect developing the resources they already have or which
deny the need to address problem behavior only contribute to familiy crises. It
is easy to blame a decline in the family for increased youthful abuse of alcohol
and other drugs. However, it is difficult to make a direct correlation between
the strength of a family and the abuse of alcohol and other drugs. Still, strong
families and strong communities are better able to deal with youthful
experimentation. For this reason, if no other, there is good reason to actively
support families.,

Within the Montana prevention community, I see an emerging consensus around
common core issues., There is a sense that whether you are talking about teen
sexuality, alcohol and other drug abuse, student achievement, youth in need of
supervision, or child abuse you are addressing a common set of problems which
involves the use of a common set of strategies. Part of that common set of
strategies involves identifying the stresses being put on Montana's families.
Another important aspect of prevention is development of a comprehensive,
coordinated and communitywide program of activities and attitudes. Central to
this emerging consensus is finding ways to strengthen families.

Actions are now being taken to develop regional and state networks tying together
the existing networks working on narrowly focused remedial issues. While we don't
see the end of activities directed at specific concerns around teen sexuality,
alcohol and other drug abuse, student achievement, youth in need of supervision,
or child abuse, we do see the development of more active sharing of resources
and eventual development of innovative new programs. An important part of this
process is recognition on the part of state govermment that state agencies and
state policy can contribute to the development of strong families and healthy
communities,
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MONTANA CHILDREN'S ALLIANCE

P.O. Box 876, Helena, Montana 59624 (406) 449-8611

HOUSE COMMITTEE ON HUMAN SERVICES AND AGING

SUPPORT FOR HB 950
March 6, 1991
The Montana Children’s Alliance is in support of Sections 1 and 2 of HB 950.

The Alliance met in June of 1990 to identify issues which would be placed in
the 1991 Children’s Agenda. The Montana Family Policy Act was selected as one
of these issues and was subsequently endorsed by the 47 organizations which
support the Agenda. Menbers of the Montana Children’s Alliance agreed that a
Family Policy Act was needed as a quide for framing policies/ programs which
would effectively respond to the needs of children and families in Montana.
The Alliance did not discuss the issues which appear in Sections 3 through 6
of HB 950 and will remain neutral on those sections.

The structure of the American family has changed significantly within the past
few decades. For example:

In 1950, 60% of American families had a working father, a homemaker
mother and at least 2 children who all lived together. Today, only 7%
of families fit that profile.

In 1960, one out of five preschoolers were in need of child care
because their single custodial parent or both parents were in the
workforce. Today, 50% of preschoolers are in need of child care and
that number is expected to grow to 70% or 80% by the year 2000.

Our nation’s workforce is shrinking at the same time the number of
retirees is growing. In the year 2000, there will be 4.1 million
fewer young adults (age 18-24) than there were in the 1980’'s -- a
decline of 14%. We expect that these fewer young people will be
adequately prepared to join a workforce which more and more demands
technical competence and critical thinking skills.

Neither public nor private agencies always respond effectively to these
changing profiles. Too often we remain rooted in philosophies of what
families *“should" be rather than what they are and, consequently fail to
develop the strengths and capabilities which are inherent in all families.

The Family Policy Act will provide an effective guide for framing policies.and
programs for Montana’s children and families. We urge you to support sections
1 and 2 of this bill.

Respectfully submitted,

Children's Agenda
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Montana Chapter He_9190
National Association of Social Workers

9440 Hodgman Canyon
Bozeman, MT 59715
(406) 586-8070

Testimony on HB 950
To Establish State Policy on Children and Families

March 6, 1991
Committee on Human Services & Aging

Madam Chair, members of the committee, I am Judith H. Carlson
representing both the MT Chapter, Natl Association of Social
Workers and the MT Federation of Big Brothers/Sisters. Both
organizations rise in strong support of HB 950.

I encourage you all to read closely the "whereas" paragraphs of
this bill. They provide strong testimony to the need for a family
policy for Montana. As a social worker, I have seen children
severely ravaged by their families, abused, neglected, beaten and
rejected. Still, the family is the basis for a child's emotional
and psychological being. The child's family leaves lasting marks,
for better or for worse. Foster care, provided by those modern day
saints, foster parents, can still only be a second-best to being
cared for and by one's own biological parents. Our state policy
must state that everything possible should be done to keep children
in their own homes first; only as a last resort should children be
removed from their own parents.

Big Brothers/Sisters programs around the state show one of the ways
to strengthen and improve a child's well-being while remaining in

their own homes. It is a very effective prevention program. It
provides single parents with help in their parenting
responsibilities. Big Brothers/Sisters help to shoulder some of
the work giving parents some relief and support. This is often

just what is needed to maintain the child in his or her own home.

What this bill is about is strengthening families so that children
can stay with their own parent or parents if at all possible.
There will, no doubt, always be some situations in which children
must live apart from their parents for a little while or a long
while. But in many cases, if parents get the help they need, they
are able to give to their children what they need.

I was interested to read lately about a four year study by David
Fanshel of children who had been in long term foster care provided
through the Casey Family program. This is a private child care
agency started in Seattle by Jim Casey who was also the founder of
United Parcel Service. This study was published in the Fall of
1990. The children in the study were abused or rejected by their
own parents and placed in Casey Family permanent foster homes. Mr.
Fanshel found a direct causal link between early physical abuse of
the boys in the study with delinquency and later adult criminality.
He was surprised at the strength of the correlation between early
abuse and later criminal activity. It seemed very clear.
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A child who is abused is very likely to become an adult who abuses,
a criminal.

So what has to happen is to prevent the early abuse. And that can
be done through those services enumerated in this bill. Services
such as these cost money and this bill will cost money.

We hear tell that the state has no more money to spend on new
programs. We say - spend it on prevention or spend it on treatment
or incarceration. It costs $547/year for a boy to have a Big
Brother/Sister. It costs about $27,000/ year to keep a boy in Pine
Hills. And it costs about $60,000/year in a treatment center or
later in prison. Let's save that money. Let's be sensible and
save our money while we save our children.

We urge your support of HB 950 both here in this committee and in
the appropriations process. Consider speaking with your colleagues
on the appropriations committee to urge them to maintain or
increase appropriations to the Department of Family Services for
early intervention, for family-based services, and for support
services to families and children at risk of breakup. There is
nothing you can do in your 90 days here that is more important than
to insure that our families are strengthened and that our children
are safe, healthy and happy.

Thank you.

Judith H. Carlson, ACSW
442-T7462
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Ul"llverSI Department of Social Work
Rankin Hall
On a University of Montana
Missoula, Montana 59812-1046

(406) 243-5543

March 5, 1991

Representative Angela Russell
House Human Services Committes
Monlana State Legislature
Hlelena, MT 59604

Dear Representative Russell:

I urge you and the committee to fully support HB 750, a resolution and act
calling for the creation of a comprehensive Montana Family Policy.

The nation and the state have never developed formal public policy on families.
As a result, many families are left vulnerable to serious problems and a maze
of uncoordinated services have sprung up over the years.

We currently spend over $21 million in out-of-home care of children in desparate
situations, yet I estimate that less than $200,000 is spent annually across the
state in prevention of child abuse.

We require that every family take care of its own members, but not every one is
given the opportunity to do so. Children are vulnerable in a society that does
not guarantee their most basic, minimal needs.

The faculty and students in the UM Social Work Department strongly support family
policy, the development of prevention programs, and the full coordination of
child and family services. We are currently collaborating with the Departiment
of Family Services and Social and Rehabilitation Services on several important
projects.

The Exchange Clubs of Montana and Idaho have as their primary service focus, the
prevention of child abuse. We join the Montana University System and the state
agencies in the formation of comprehensive policy for Montana's families.

Sinceyely, 7
Tt Moo —

Robert Deaton

District Chair, Child Abuse Progranms,
Exchange Clubs of Idaho and Montana

Professor, Department of Social Work
University of Moantana
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1B 950
THE MONTANA FAMILY POLICY ACT
MARCH 6, 1991

MADAM CHAIRMAN RUSSELL AND MEMBERS OF THE COMMITEE
I am John Ortwein, representing the Montana Catholic Conference.

The family is our primary national resource. Its strength is our
nation’s strength. History demonstrates that the family is the most effective
institution for nurturing children,and for developing within children all the
biological, psychological, intellectual, and spiritual capacities which produce a
mature, loving human being..

Today, the family is the victim of neglect. The f amily is not so much
under attack as it is taken for granted. Where there has been governmental
action which touched upon family life, it has usually been piecemeal,and ill-
thought-out. The time has come to adopt a better approach. We should be
bold about the central place of the family in our state's life.

HB 950, the Montana Family Policy Act, does just that.

The Montana Catholic Conference supports HB 950.

—0
el (406) 4425767 P.0. BOX 1708 530 N.EWING _ HELENA, MONTANA 59624 ;
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Barbara Ranf - U S WEST Communications

Madam Chair, my name is Barbara Ranf and I represent U S
WEST Communications. I was asked by the Montana Council for
Families if I would briefly review with this committee the
findings and conclusions that led the U S WEST Foundation to
initiate its early childhood initiative as you consider HB 950.

The U S WEST Foundation handles the charitable
contributions of all U S WEST companies. We provide grants in
our 14 state service region.

Several years ago, we announced an educational initiative
to support innovative, long-term solutions to the problems
facing our educational system.

Our efforts focussed on K-12 and higher education, but we
soon realized we had left out an important component.

We were finding that:

- many youngsters leave school unprepared because that’s

the way they went in.

And fueling that issue was:

- the rising number of working women who have preschool
children.

- the declining conditions of young children in this
country.

- and growing evidence that effective early childhood
interventions can make a positive difference.

That prompted us to expand our commitment to education by
establishing a new strategic focus on early childhood education.

We looked at policies and programs across the country aimed
at young children, particularly those at-risk of educational,
social and economic failure. We also conducted interviews with
early childhood educators, health and social services
providers, advocates and policy makers in five targeted states.

These five states, of which Montana was one, were selected
from the 14 states we serve as we looked at the "AT RISK"
indicators.

Young children in those five states are most at-risk of

- being born into poor faimiles.

- being born to mothers, who received no or late pre-natal
care, and thus, most likely to be low-birthweight or to
die before the age of one; and

- being born to teenage mothers, the vast majority of who
are not married and poor.



During our interviews in the five states, we heard'S
repeatedly of the need for parent resource and training
programs; programs for all parents, but particularly those who
are disadvantaged. For the most vulnerable families, where
there is indication of alcohol and/or drug abuse, or in rural
settings where centralized programs are infeasible, the need
for home-based services was stressed.

We also found that the two biggest road blocks to early
childhood education efforts were:

- a lack of funding for program innovation and expansion.

- and a lack of information, training and technical

assistance.

Over the next three years we - through the U S WEST

Foundation - will be working to establish and evaluate model
early childhood parent education programs -- increase
information, training and technical assistance services -- and

support dissemination of that information.
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TESTIMONY PRESENTED BEFORE THE HOUSE HUMAN SERVICES AND AGING COMMITTEE
March &, 1991

HB 9350 - ESTABLISHING STATE POLICY RELATING TO CHILDREN AND FAMILIES

The Department of Health and Envireonmental Sciences has several concerns about
paossible technical or mechanical defects of HB 930 as introduced.

I would like to refer the committee to the five items listed in Section VI af ths
fiscal note prepared by the department and to briefly summarize those items.

Current practices in the implementation of 50-13-201 MCA places the
responsibility for the actual filing of a birth certificate with the hospita. for
in-hospital births. For aut-of-hospital births, the person certifying the live
birth is responsible for the filing of the certificate. This is typically a
physician, a midwife or a parent. This bill is not clear regarding

responsibility for the filing fee.

This bill does not adequately address the current status of the local registrar
system in Montana as it relates to local registrar ability in determining ths
medicaid status of mothers of new-borns and the ability of local registrars =3
implement sound accounting procedures.

This bill could jeapardize the filing of a birth certificate in those instancas
where the respansible persan either cannot or will not pay the filing fee. In
these cases, the child, as well as his/her parents, would be subjected to
substantial inconvenience in future years.

In addition to these technical concerns, the department would like tao direct the
committee’s attention to one ather area of concern. This is in regard to a
clarification of the local registrar system in Montana.

The department utilizes 38 local registrars as agents of the department to conduz:
birth and death registration at the county level in Montana. Local registrars ars
private citizens providing a service to both the state and to the residents of trz2ir
respective counties. Many local registrars perform these services without
campensation and, in fact, may operate the "business" from their homes.
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It is true that same local registrars are employed by county government and some are
elected county officials, but these occurrences are coincidental and bear no
relationship to their duties as local registrars.

Local registration and local registrars make it possible for birth and death
certificates to be available to County Clerk and Recorders, and therefore to county
residents, in a timely manner. Local registrars praovide assistance to county
residents in processing delayed filings of birth certificates, assistance in having
corrections made to filed certificates, assistance in legitimatiaon and paternity
matters, and assistance in securing a birth certificate rapidly to facilitate the
pracedures regarding the adoption of a new-born. Any disrupticn of the local
registration process due to new duties imposed on the system with which it is net
prepared to cope might have negative impact on the availability of these services at
the local level.

Presented by:

Sam Sperry
Chief, Vital Records and Statistics Bureau
Department of Health and Environmental Sciences
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Members of the Committee:

My name is Dorothy Traxler, Missoula, Montana.

My interest is this bill is as a mother who has raised her
children, a former teacher, volunteer contributor to several
children's organizations and continued supporter of strong
families, which are the very fundamental cornerstone of a healthy
society and a strong America.

I've studied this bill and am appalled that it is even being
introduced. 1In political science classes, it is the dream that the
bourgeois family be replaced by the powers of the State; whereas:
many of the "whereas" in this bill may be correct, but the passing
and implementing of this bill would add yet another layer of
bureaucracy to an already over-loaded and under-funded State.

It would not be long before legislation was initiated that
would, in effect, eliminate the family.

Legislation is being worked on right now in Sweden to overturn
the problems of that welfare country. This bill, quote, "to guide
government actions in relations to children and families", is a
mock up of that welfare state.

The name "Healthy Start" is a misnomer. We lived in Hawaii
when this program was instituted. It is not a cradle to the grave
program; it is a "mother's womb to the tomb" program. To the
mothers in Hawaii, it is disturbingly evident the State has
exceeded its powers - interfered in the family institution and

controls the children. If this bill is patterned after Healthy
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Start from Hawaii, it will do the same here.

I respectfully ask the committee to carefully consider how
many times "the State" 1is in this bill, the section on
collaboration, and note the additional fee for registration is
exempt for those already on the State welfare list.

Thank you very much,

Dorothy Traxler



TESTIMONY IS SUPPORT OF HB 728 BY MINKIE MEDORA

[ ]
;HE MONTANA ACCESS TO FOOD AND NUTRITION ACT REQUESTS:

“« A STATE COUNCIL TO MONITOR ACCESS TO FOOD & NUTRITION
A STATE PUBLIC HEALTH NUTRITIONIST

START-UP FUNDS FOR WIC SERVICES IN ALL COUNTIES
START-UP FUNDS FOR SCHOOL FOOD PROGRAMS.

F. whk

THIS BILL DOES NOT REQUIRE STARTING NEW FOOD PROGRAMS.

“'HE BILL PROMOTES BETTER, MORE EFFICIENT USE OF EXISTING
FOOD ASSISTANCE PROGRAMS

-

THE BILL PROMOTES COORDINATION OF SEVERAL PUBLIC AND
PRIVATE PROGRAMS THAT WORK ON THEIR OWN AT PRESENT

FUNDING FOR INCREASED FOOD ASSISTANCE COMES FROM FEDERAL S$S$

A SMALL INVESTMENT OF STATE DOLLARS WILL BRING LARGE RETURNS
; OF FEDERAL MONEY

INCREASED USE OF FOOD PROGRAMS WILL REDUCE HUNGER
4 AND MALNUTRITION

TNCREASED USE OF FOOD PROGRAMS WILL ENHANCE LOCAL ECONOMY AND
- AND HELP CREATE NEW JOBS.

\ STUDY BY THE MONTANA HUNGER COALITION CLEARLY SHOWS THAT:

- — HUNGER IS A SERIOUS, UNRECOGNIZED PROBLEM IN MONTANA
— IF NOT CORRECTED, HUNGER AND MALNUTRITION WILL INCREASE
—~ CHILDREN ARE AT THE HIGHEST RISK FOR HUNGER IN THE STATE

«.,ACK OF ADEQUATE FOOD AND NUTRITION LEADS TO LONG-TERM, CHRONIC
DISEASE FOR WHICH THE STATE PAYS IN HEALTH CARE DOLLARS



MAJOR FINDINGS FROM A STUDY OF HUNGER IN MONTANA*

1) The incidence of hunger (lack of access to adequate food)
increased in all counties of Montana in recent years.

2) Households highest at-risk for hunger are those in the child-
rearing stage with below—-poverty level incomes.

3) Eighty-two percent of 64 food/nutrition providers from across
the State indicated hunger was a problem in their 1local
communities; 42 percent indicated hunger was a "major problem.'

4) Food/nutrition providers anticipate an increase in the
incidence in hunger in the near future, especially for larger
families, as a result of worsening local employment
opportunities.

S) Over one-half of 6,581 households in one study indicated they
had run out of food the previous year due to lack of money; 64
percent of households with children had run out of food due to
lack of money.

6) Only 41 percent of 11,790 below-poverty households in a second
study participated in the food stamp program.

7) Seventy percent of all households that did participate in the
food stamp program ran out of food stamps by the third week of a
month - a finding which explains the high pressure experienced by
food banks at the end of each month.

8) Forty percent of 11,790 below—-poverty households studied
participated in none of the following food/nutrition programs:
food stamps; Women, Infants, and Children (WIC); Aid to Families
with Dependent Children (AFDC); Medicaid; Supplemental Security
Income; or General Assistance.

9) Citizens of Montana during the 1980s were generous with their
financial and volunteer support in food bank, soup kitchen, and
congregate feeding programs.

10) Food/nutrition providers indicated that the 'stigma of
welfare'" inhibits many needy persons and families from utilizing
available food and nutrition programs.

.11) Food/nutrition providers indicated they have not been able to
adequately meet the hunger needs in their communities for several
reasons: complicated forms and stringent eligibility requirements
in federal programs; insufficient staff, space, and equipment;
and lack of knowledge of available services on the part of many
needy households.

*HUNGER IN MONTANA. A Report by the Montana Hunger Coalition.
October 1990.
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Hunger is in Montana too:
Support Your local Food Bank.

N ‘l_{_~

FOODBANK
NETWORK

Good Afternoon, R i

Chairwoman Russell and members of the Committee:
My name is Joan A. Duncan.

I stand before you today to speak in support of HB 728, as a
member of the board of directors of the Montana Food Bank Network,
and Executive Director of Helena Food Share, the local food bank and
" provider of emergency food help in the greater Helena Area.

Eight years ago the Montana Food Bank Network came before the
Montana Legislature reguesting funds to establish a technical resource
‘service for emergency food providers. At that time in 1983 the 16
operating Food Banks in Montana did not know of each others existence.
Today over 80 agencies including food banks, pantries, soup kitchens,
homeless shelters and non-profit daycares are linked by the Food Bank
Network. Coordination was essential to our growth of providing direct
service of food distribution to our agencies. The efforts of our
volunteer programs must also be coordinated with all public and private
food assistance programs as the number of Montahans we serve continues
to increase, cooperation of available services is critical to assist those in
need. Therefore the Montana Food Bank Network supports HB 728 and
recognizes the necessity of a hunger council, a public health nutritionist

and expansion of WIC to all Montana counties.

Thank you.
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On the Flathead Indian Reservation our Elderly population is reaching 90%
obesity with the rest of the population close behind.

In 1940 our Tribe had 4 cases of diabetes, now we have over 200 cases on the

registry and still increasing dramatically. Native American adults in Montana

have 3.6 times more diabetes than non-Indians. We have very high rates of
blindness, amputation, and kidney failure as a result of this disease. The
medical literature is very clear about the fact that the definitive treat-
ment for NIDDM is DIET and exercise. Even when pills and/or insulin are
used, diet is still considered the mainstay of treatment.

Nutritional factors contribute to at least A of the 10 leading causes of
American Indian deaths-heart disease, cancer, cirrhosis and diabetes.

Non-insuling diabetes is the second leading cause of out-patient visits in
the Indian Health Service, second only to the common cold.

In Montana Indians, 30% of people with non-insulin diabetes are diagnosed
under age 40 compared with less than 5% in the non-native population.

Traditional foods have been displaced by those rich in refined carbohydrates.

On the Flathead Reservation, Indian households participate in the Commodity
Program, Food Stamps and the Title VI and Title III Meals Program.

Indian diets and the intake of most nutrients are largely contributed by
Commodity Foods, Federal Food Programs.

Reservations have the Food Programs. Some Reservations don't have dollars
for a nutritionist or nutrition education. USDA disallows funding for
nutrition education. The Meal Programs are so under funded that their
main concern 1s to just get food on the table.

The food source, without the education or guidance has created health
problems on the Reservation. A State Nutritionist could work with the

USDA commodity Programs to provide product fact sheets,nutrition related
disease fact sheets, nutrition guideline and lobby for nutritional improve-
ments or legislative action, in conjunction with the Tribes.

If the State won't allow the Reservation dollars, then they should provide
the nutrition education and disseminate the information to us. They must
be responsible. If the State promotes or coordinates Food Programs to
fight hynger, they should be aware that nutrition needs are as important
as food needs. '

IHS dollars to not meet nutrition related needs. Access to food alone 1is
not going to be the answer. This is short-term solutions.

Just creating Food Programs isn't the answer. Health and nutrition education
with a food source is!!!
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March 6, 1991

Representative Angela Russell

Chair, Human Services and Aging Committee
Montana State Legislature

Helena, MT 59620

Madame Chair and Members of the Committee,

I am Mary Musil from Helena. I am representing the Montana League of Women
Voters. The League of Women Voters of Montana supports this bill.

In 1988, we chose hunger as the topic for our two-year statewide study. Local
leagues across the state met to try to understand how it is that people in our
communities could experience hunger in the midst of presumably adequate food
resources and adequate means to deliver it. We are testifying today in favor of
this bill, because of what we have learned about hunger in this state. We have
examined the federal, state and local government roles in the problem, and the
private citizen roles, and we think this bill accurately describes a proper state
role in providing and protecting public health.

The U.S. League of Women Voters-Education Fund provided the seed money for the
'Hunger in Montana' research study that you have a copy of. One of the
responsibilities of the state in the area of public health, is to collect data,
and assemble it for public review and planning. This HB 728, provides a
mechanism to begin doing that.

Widespread hunger and food-related disease is evidence of a public failure.
Providing access to adequate food and promoting nutritional health of citizens,
are public responsibilities.

If we are going to use federal food programs as our mainline resource to provide
for the ongoing daily food needs of our low income people, and if we are also
going to use these programs to provide nutrition education to our children and
elderly, then we must be responsible for what these programs do and don't do.

Federal food programs are not the result of rational health planning. Instead,
they are the result of political, economic and social forces. We, as a State,
have to promote and deliver these programs in such a way as to reduce hunger
among our people.

We have observed that within state government, people administering one food
program are strangers to those administering another. The absence of
communication, coordination and planning is, we think, a major cause of

hunger in Montana.

In the judgement of the League of Women Voters, this bill provides the tools to
help ourselves improve access to existing food and nutrition resources for
Montana people.

Chajir, State Study on Hunger
and\-Member, Board of Directors
The League of Women Voters of Montana
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- %~ CENTRAL MONTANA MEDICAL CENTER

Lewistown, Montana 59457 « Phone (406) 538-7711

TO: Human Services and Aging Committee
House of Representatives
SUBJECT: HB 728

The Supplemental Food Program for Women, Infants, and Children, W.I.C.,
helps low income pregnant and breastfeeding women, women who recently
had a baby, and infants and children (up to age five).

W.I.C. benefits include: 1) nutrition assessment, education and coun-
seling; 2) supplemental, highly nutritious foods; 3) access to health
care programs and referral to private and public prenatal and pediatric
care providers.

Central Montana Medical Center began offering W.I.C. services in Fergus
County in 1988 - starting at a caseload of zero. Currently we are serv-
ing 222 clients/families. Some of these families, approximately 30, are
from outlying counties,

But, because of distances, expense of travel, access to transportation,
and other financial limitations, many more families/potential clients
are not being served.

The families that are not served are not receiving the assistance need-
ed to provide adequate nutrition for many mothers, infants and children.
These potential clients are not benefiting from services which could be
provided if funding is available. Benefits include the improvement of
pregnancy results, the decrease in infant mortality, and a healthy start
in 1life for many infants and children who have poor and/or insufficient
diets.

This is the reason that Central Montana Medical Center is supporting the
expansion of the W.I.C. program to include services provided within each
of the following counties. If funds are made available we would adminis-
ter services to these adjacent counties - Judith Basin County, Wheatland
County, Golden Valley County and Petroleum County.

Thank you for your time and consideration.

Sincerely,

Pete Brekhus
Acting Administrator
Central Montana Medical Center

c;%fu*&l&- rhillékg ?2i>vaafl.

Linda Melick, R.D.,L.N.
Director, Fergus W.I.C. Program




March 5, 1991

Angela Russell, Chairman

Human Services and Aging Committee
House of Representatives

Capital Station

Helena, MT 59620

RE: House Bill #728
Dear Ms. Russell:

Central Montana Medical Center has been involved with the WIC
Program (Supplemental Food Program for Women, Infants and Children)
for approximately three vyears. This program helps low income
pregnant and breast feeding women, women who recently had a baby
and infants and children (up to age five).

We have been furnishing these services to qualifying residents
of Fergus County. I am writing to express the support of the
CMMC Governing Board and Administration to expand this program to
include the counties of Judith Basin, Wheatland, Golden Valley and
Petroleum.

Benefits of this program includes the improvement of pregnancy
results, the decrease in infant mortality, and a healthy start in
life for infants and children who have poor, insufficient diets.
Since these counties contain a significant number of people who
could potentially benefit from this program and are not now being
serviced, we think we are in a good position to furnish these
services to these counties.

Again, we urge your support in expanding the WIC Program to
these counties.

Sincerely,
CENTRAL MONTANA MEDICAL CENTER

o /B el

ete Brekhus
Acting Administrator

7
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Monrtana Curoren's ALL%E—

P.O. Box 876, Helena, Montana 59624  (406) 449-8611

HOUSE COMMITTEE ON HUMAN SERVICES AND AGING
SUPPORT FOR HB 728
Date: March 6, 1991

The Montana Children’s Alliance, whose members include individuals and
organizations who have a primary interest in children and their unmet needs,
supports HB 728. This bill provides for accessibility to food programs and
nutritional services and funding for nutrition programs.

Many of Montana’s most vulnerable citizens, pregnant wamen and children are
going hungry and lack adequate nutrition.

1990 Hunger Coalition Survey states:

* 31% of house holds with children stated that their children were
hungry because of lack of food in the hame.

* Only 41% of "below Poverty" households were participating in the
food stamp program. ,

* Only 40% of eligible wamen, infants and children participate in the
WIC Program.

* WIC services are not currently available in all counties in the
state.

* 42% of service providers indicated that hunger was a major problem
in their communities.

Community forums were held in 16 communities in the last 3 months for the Baby
Your Baby Campaign. The campaign encourages communities to assist pregnant
women in having a healthy pregnancy. In each of these cammunities, pregnant
women going hungry and not having nutritional food were identified as barriers
to a healthy pregnancy outcome.

WE MUST BE ASSURED THAT MONTANA'S PREGNANT WOMEN AND CHILDREN HAVE ADEQUATE
FOOD AND NUTRITIONAL SERVICES!

The Montana Children’s Alliance strongly encourages you to support HB 728.

Respectfully svﬁ;i{ted},gy/-{
D. Elizabeth Roeth
Chair

Children's Agenda
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o -Montana Catholic Conference .

HOUSE B1LL 728
MARCH 6, 1991

I am John Ortwein representing the Montana Catholic Conference.
The Montana Catholic Conference supports HB 728.

In his testimony before the platform committees of the Republican and
Democratic parties in 1988, Frank Monahan of the United States Catholic
Conference offered the following testimony.

"Hunger is a growing national scandal that this nation should not
tolerate. Everyone has a right to a sufficient amount of food to live his or
her life in dignity. We call for a national policy aimed at securing this right
and making the elimination of hunger a national priority. We support the
necessary increases and program changes in the food stamp, child nutrition,
Women, Infants and Children Program, and the Temporary Food Assistance
Program to meet more effectively the nutritional needs of hungry
malnourished Americans.”

Mr. Monahan was speaking of the national scene. As a member of the
Montana Hunger Coalition for the past several years I have come to learn
that hunger is not just a national issue, but very much a "State of Montana”
issue as was reported to you prior to the start of this legislative session in
the extensive report of Paul Miller of the University of Montana Department
of Sociology.

We ask you to give your full support to HB 728. Help us to combat
hunger in Montana.

. cARE
O »
” <>Te/. (406) 442-5761 P.O. BOX 1708 530 N. EWING HELENA, MONTANA 59624 W

grom



FERGUS COUNTY D ;;,"
HUMAN SERVICES ]

Centennial Plaza « 300 First Ave. No. « Suite 201
Lewistown, Montana 59457 .
(406) 538-7468

March 4, 1991

John Ortwein, Executive Director
Montana Catholic Conference

P.0. Box 1708

Helena, MT 59624

Re: WIC
Dear Mr. Ortwein:

I have been in contact with the County Commissioners in Petroleum,
Wheatland, and Golden Valley Counties this past month regarding the potential
to expand the WIC program into those counties. They whole-heartedly support
such an event, and all feel strongly that the WIC program is a vital program in
our rural comunities. The Lewistown WIC program would be able to expand their
services to those additional counties, and we have office space which could be
used monthly to set up satellite WIC office.

There is a need for the program in the above counties, and recipients of
public assistance have been referred to ILivingston, Helena, Big Timber and
Lewistown with the absence of local availability.

Boni Braunbeck

County Director III _
Wheatland, Golden Valley, Petroleum
Musselshell, Fergus and Judith Basin
Counties



Montana Dietetic Association
P.O Box 1197
Helena, Montana 59624

Testimony In Support of House Bill 728
March 6, 1991

Madam Chairperson, members of the committee, my name is Deb
Bjorsness. Iam a licensed Nutritionist employed by The Montana Deaconess
Medical Center in Great Falls. Iappear here today as the President of the
Montana Dietetic Association and behalf of the 200 members of the Association.

The Montana Dietetic Association supports HB 728 because it would initiate
state leadership to improve health through better nutrition. While millions of
federal and private dollars are spent in our state to feed the needy, little is done to
promote improved diets and nutrition for the needy. Improved nutrition for low
income citizens will reduce the risk of chronic disease and ultimately reduce the
costs of health care. House Bill 728 would not only improve the access of the
needy to food programs but would begin state efforts to improve the diets of
those who use the food programs.

Montana is one of only three states that does not have an office or a person
responsible for promoting sound nutrition. The Montana Dietetic Association
believes that a program to address adequate nutrition to prevent chronic disease is
a fundamental public health service a state should provide it's citizens.
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TESTIMONY FOR HB 728

Hawving a wife who is a volunteer worker at the Ivlissoula Food
Bank, I am fairly familiar with the problem of hunger in Nissoula
Countvy.

The number of people served by the Iviissoula Food Bank has
grown from 5,100 in 1985 to 22,068 in 1990. The number of people
who were helped jurmped from 5,100 to 15,825 in the first three
vears of operation. This increase mavy be due to a growing
visibility in the community. There still continues to be a nearly
107 increase each vyear since.

A disturbing statistic is that over 45% of those receiving food
are under the age of 18. These are children in their growing years
vhen proper nutrition is vervy critical to their becoming healthy
adults and heing able to function norrhalls.r in the work place and
society as a whole. This is a problermn that needs to be addressed.

[ urge the passage of HE 728. Thank vou for your time.

Doug Lampbell

C@Lﬂuo/{\f 56/1 g M (,Q..// [)

%

Prezident of I¥viontana Senior Citizens Association
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MONTANA RELIGIOUS LEGISLATIVE COALITION « P.O. Box 745 ¢ Helena, MT 59624

PHONE: (406) 442-5761

Date Submitted: March 6, 1991

Bill Number: Hp3 728

Submitted by: Harley & Warner

Chair, members of Lhe committee, for the record [ am

Harley

E. Warner I represent. the  Montana Hssocialion

of Churches.

We express our  grave  C(oncern  over the tLoll that
economic condiltions have taken on those uwunable to work
and those living on a fixed or very limited income.
fwo groups of Montana citizens are the hardest hit by
these condilion, children and seniors

The study conducled by the Hunger Coalition indicates
even some rural Montanans have run short of food during
the last couple of years

We feel

Lhét the implementation of the ideas contained

in lHouse Bill 728 will help to overcome some of these
problems

The Montana NAssociation of Churches therefore rises in
support of llouse Bill 728
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Memo to: Human Services and Aging Committee

Re: HB 728 Montana Access to Food and Nutrition Act (Hunger Bill)
From: Sheryle Shandy (Executive Director, Billings Food Bank)‘€}¢fk§/

While it is given there are hungry people in Montana, there are also a
great many pecople working both professionally and individually on their

behalf. Access to food and programs which provide basic needs is a goal
being shared by many.

There is a very real need to provide hot breakfasts and lunches to our 2
children; we need to make the Women, Infant & Children Program, commodity :
programs, food stamp and general assistance programs, health care program
and all human service programs easily accessible and available for all .
those in need. The $10,000 earmarked for promoting hot meals in the school
would be well spent.

My personal concern is that the referenced bill does little to provide
services to the folks who need them. The requested appropriations amount :
to $242,957. Using the Children's Agenda figures presented by this group,
$66,000 was targeted for the WIC program to expand it to the six re-
maining counties presently not served, the balance would appear to fund
two state positions: Nutritionist and Advisory Council coordinator.

I don't feel we have the funds available to create more bureaucracy. If
this amount were available, it should be directed at direct services..
it could ke leveraged into over $500,000's worth of food, as an example.

I urge this committee to take time to examine the real needs in our
State. Ask low-income folks if they would feel this a prudent invest-
ment, o

| e

The Governor may want to have a committee of volunteers to act as
advisors to him on hunger issues. This should be an effort by folks
concerned enough to give their time freely to help create a hunger-
free Montana, and there should be voices from low-income folks being
heard. There is a need to amplify their voices, not speak for them.

% % -

Thank you for giving this issue your thoughtful consideration.
I would also urge a thorough examination of proponents to determine

if they have the power to commit their respective organizations to
this particular piece of legislation.

SR
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To: Health and.Human Sarvicea Subcommittes
Ra: Houaa Bill 728 "Montana Acceasa to food and Nutrition Act®
From! Terry Egan, M.8., C.H.E s

MSU Extenaion Agent- Expanded Food ‘and Nutrition Education

Program (EFNEP)’

Many profeamional and lay people working with limited inconae
families are concerned about hungry Montanana gaining accsas to

food and food prograna.

I am concarned that ¢this bill will do 1littla te halp
alleviate their plight. The bill haa a couplae of atrong pointa,
but overall the funding £or thia bill will go to create a
bureaucracy that will have little direct effact on hungry
Montanana., Inatead, this bill will creata a atate advisory
council with a large budgat and little or no powar or authority
to maka any changa. It alao haa no maechaniam to promote change.
Ona reason for thia lack of a mechaniasm or aystem to change ia
becausa the bill’s proponants did not J{nvolve many paople orx
organizations who directly aesrve hungry paople., Local food bank
.diractora, agaency directora and MNSU Extenaion Service perscnnel
were not involvad in the decision making procaesa to datsarmina
what are the needa of hungry Montansa and how cen thair needs bde

net.

: Tha bill does have aoma positive, direct service aspacta.
Promoting tha achcol food programa with non-participating achools
may get free or reduced lunches to children in neaed of food.
Expanding the WIC ( Women, Infants and Children) program to all
ecountiea will provide food to familias , who are at high
nutritional risk. The Children’a Aganda showed tha coat of thia
program to be spproximataly %33,000 a year. Tha dollara for food
are gupplied by the USDA and the 233,000 ia tha cost to gat
peraonnal and services offared.

Sinca the WIC progrem will only cost £33,000, that meana

that 282,075 will ba apent to fund ona (1) poaition and for a
saven (7) panel board to maat? This saams outragaeous when the

amount of food or aarvicea being offearad for hungry Montanans is

enly a total of 843,000, an va ford to and 882,90 far
igeysad =) hungry M anans wh W id u { £ that
) tg £ hungry Montanans?

I agk tha committee to get aeccurata costs of each part of
thia Bill in ordar to make an informed decision on tha coats of
@ach progran., I alms ask tha committea to encourage the
proponenta to raeach bayond their own circla of frienda and alliea
to underatand what thay can really deo to addresa thae problera
of the hungry and accaaa to food prograna. Include more focod
bank diractora in local arssa, directora of programa who give out
food boxeaa and tha HSY Extaensien Service, which offera frea food
and nutrition education programs in many countiesa , bafore making
decisions on how these agenciea can or will a=zaiat hungry
Mentanana. Finally, laet’s fund acceas not discusaion.
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A babvhood’s worth of diapers for your
baby: cotton vs. disposables.

You can see why people are wondering
where those mountains of trash are going to
go in our countryside.

You can also guess how the expense of
disposables mounts,

But our photo can’t show the difference 10
vour haby hetween solt, hreathable cotton

You also can’t sce how easy our service
makes it for you to give vour bahy the many
advantages of cotton. (When we deliver a
beautifully clean and [resh supply of our
cotton diapers every week, all you do is put
the used ones in the hamper we provide. We
do the rest. No rinsing. No fuss. No trash.
And a special freshener keeps your
houschold from smelling “diaperv.’)

For far less than the cost of disposables,

vou can know vou're doing the best both for

3-6—9|
SB/68

Compliments of:

BABY DIAPER SERVICE

400 N. 36th Street
Seattie, WA 98103

Seattle - 634-BABY
Tacoma - 383-BABY
WA Toll Free 1-800-562-BABY
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- We were a1 raised in cloth diapers. Early day cares, including WWII centers used cloth SB[(f)

1 pers by necessity.
~'Earlg 1980's states passed laws prohibiting the use of reusable diapers.
- Jr. Stephen Hadler, Epidemiologist, CDC, states "no scientific evidence to support the
wposable diaper decision, no consensus of opinion among COC professionals”
- CDC task force earlg 1880's prepared guidelines for control of communicable disease in day
» res. NO MENTION OF DISPOSABLE DIAPER PREFERENCE, only of hygiene requirements.
981 - St NO PUBLISHED SCIENTIFIC EVIDENCE TO SUPPORT THE PRESENT LAW.
TUVIRCNMENTAL IMPACT
-« § million disposable diapers thrown away annually.
- Disposables consume 75,000 metric tons of NON-RENEWABLE petroleum-based plastic and 1.3
r_ 1lion tons of wood pulp every year.
-i?.\isposables a) create 3 times the manufacturing waste of cotton diapers

b) require 6 times the energy to manufacture
w'15stic and pulp industry effluents contain numerous hazardous compounds such as dioxins.
- .f ALL children were again diapered in cloth, waste water load would be less than .5% of
7 Jnicipal waste water.
OTSFOSAL-SOLID WASTE
- Disposables result in 90 times the solid waste of reusable diapers (4-5 million tons/year)
-w!14 tons of soiled diapers discarded nationwide every hour.
- Solid waste generated by cloth diapers enters sewage waste stream. Disposable diapers and
¢ ntents either a) enter landfill or unnecessary risk to groundwater and to
= b} compound roadside and park litter  persons who frequent the area.
- More than 100 different enteric viruses are known to be excreted in human feces, including
fwli0 and hepatitis. These viruses can live for months after the stool has passed from the body.
- Montana has no uniform regulation for disposal of feces. Feces becomes "sewage”, and, thus
%‘bject to reguiation, only when waterborne, as when flushed. Disposal of adult feces in plastic
bags would be frowned upon as a health hazard.
- '#orld Health Organization recommended separation of urine and feces from other solid waste
jua 1970.
- Packages of disposables specifically instruct user to empty feces into toilet, or rinse diaper
[ ior to disposal. This is rarely done. !n fact, "immediate disposal” (i.e. not rinsing or
d¥herwise handling soiled diapers) is mandated by Montana laws. STATE LAW INSTRUCTS DAY
C “RE OPERATORS TO USE A PRODUCT INCORRECTLY.
wiST
- On average, even using diaper service, family saves $4.00/child/week using cloth digpers.
- Assuming 2 year disper lifetime, disposables cost $1716, diaper service $1170, home-washed
Btton $299.
- Zotton diapers save parents $546-$1417 for each child.
b DICAL ADVANTAGES
- Many physicians and nursing groups feel that babies diapered in cotton suffer less diaper rash.
T is includes the King County Nurses Association, Seattle, and Dr. William Weston, Professor of
Mrmatology and Pediatrics, University of Colorado.
- Superabscrbent disposables tend not to be changed often, may cause baby's skin temperature
we Neat up and so develop a rash or infection. Some worry about possibility of toxic shock.

- L. A I £ B Y. N I 3 e oot b o e
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suiaces, and toys. Fregquent hand-washing, and isolation of convalescing tmLuren 34

- Expert opinion that diaper type is not the issue - hygiene is. Those sharing hﬁoplmon include:

a) Arnold Smith, M.D., Pediatric Infectious Diseases, Children's Drthopedlf'ﬁtrspual oeattle
~ b) David Addis, M.D., Parasitology, CDC
¢) Janice Boase, R.N. Epidemiologist, King County Health Dept.
d) Anna Helm, Environmental Health, Multhomah County Health Dept.
e) Susan Schoenfeld, R.N., M.S.P.H, Epidemiologist, Vermont Department of Health.
- Most recent publications by CDC relating to infectious disease prevention in day cares mention
hygiene, but not diaper type.
- SB 168 IS SUPPORTED BY EVERY PHYSICIAN IN MISSOULA WHO CARES FOR INFANTS AND
CHILDREN.
RECENT LEGISLATION
- 1980 - 24 states and numerous municipalities submitted legisiation, regulation, or consumer
education measures aimed at reducing the use of disposable diapers.
- Maine successfully reversed its laws to allow the use of cloth diapers in day care centers. NO
EPIDEMIOLOGIC INCIDENTS have ensued. (Rep. Mary Cathcart, sponsor)
- 1891 - Amongst other proposed legislation:
Washington state introduced SB 5687, to ban the sale and disposal of disposable diapers.
Nevy York proposed legislation to distribute information to new mothers about solid
waste and environmental ramifications of disposable diapers.

MONTANAMS HAYE AN OBLIGATION TO PROTECT NATURAL RESOURCES FOR FUTURE GENERATIONS.
MANY PARENTS ARE OPTING TO USE CLOTH DIAPERS - TO CLEAN UP THEIR WORLD ONE DIAPER AT
ATIME. SB 168 WILL ALLOW THAT TO HAPPEN.

REFERENCES:

“Diapers in the Waste Stream: A Review of Waste Management and Public Policy Issues”

Carl Lehrburger, 1988

"Diapers: Environmental Impacts and Lifecycle Analysis,” Carl Lehrburger, Jocelyn Mulien,

C.V. Jones, January 1991,

¥orld Health Organization, "Solid Waste Disposal and Control” WHO Chronicle, vol. 26 no. 4

wWeston, W. (1983). Practical Pediatric Dermatology, 2nd Ed.

Memos by King County Nurses Association. "Hazards Posed by the Improper Disposal of

Disposal Diapers,” "Diaper Rash”, "Figuring the Cost of Diapering” 1989

Black, R.E., et al. "Handwashing to prevent diarrhea in day care centers.” American Journal

of Epidemiology. 113:445, 1961

7. Ware, S. (August 1980) "A Survey of Pathogen Survival During Municipal Solid Waste and

Manure Treatment Processes.” Environmental Protection Agency. 600/8-80-034

8. Pickering, LK. "Giardia Lamblia”, Peds. Clinics of North Am. Vol 35, No. 3, June '88

9. Pickering, L.K. "Diarrhea in day care centers” Pediatric Infectious Disease. Vol. 1, No. 1 p.47

10.Pickering, L.K. "Occurrence of Gisrdia Lamblia in children in day care centers.” J. Peds.Vol.
104, No. 4, p. 522

11.Pickering, LK. et al. "Diarrhea caused by Shigella, rotavirus, and Giardia in day-care centers:
Prospective study.” J. Peds. Vol 99, No. 1, pp. 51-56.

12. Chorba T L Contrnl of a Non- foodborne Dutbreak of Salmonellosis: Day Care in Isolation”
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. The chairman and members of the Human Services and Aging Committee

-

B 168 - allowing the use of cloth diapers in day care centers.

C
(D
w

e, the undersigned ch'-.'sicians support Senate Bill 168, which would allow the use of cioth
ers in licensed day care enters we find the sanitation guidelines for their use more than
uate to protect the good health of the children and the day care workers. Further, the

i8]

- , A - L .
sveerience of Micsouia area day care centers (notably Loving Care and Community Hospital Day
_irerhas proven that cloth diapers can be used safely and without incident in a day care

- mg. T'"i 1S a positive step towards reducing Montana's solid waste and de-emphasizing

t
'sposable 1lems in general.
e w:)um, parents today choose 1o use non-disposabie diapers. Some make this choice out of
=nvironmental concern, and the wish to create a better world for their children; some simply
- 3nnot afford the expense of disposable diapers. SB 168 will allow these parents the freedom
wo return foowork, vet continue to use cloth diapers. [t also will allow day care operators the

'\-Lv

u.,t ion of running their centers in accordance with their environmental beliefs.

f\ ald, R. Nevin, M.D. Greg Moore, M.D. Tim Carte, MD.

%-de McDonald, MD. Bruce Hardy, M.D. Kathleen Rogers, M.D.
_ic Kress, MD, Daniel Combo, M.D. Charles Bell, MD.
“erence Calderwood, MD. Robert Shields, M.D. Ted Laine, M.D.

iii ncan Hubbard, M.D. Daniel Harper, M.D. Lance Hinther, M.D.
if U Marks, MD. David westpnal, M.D.

P
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COMMENTS ¢

We support Senate Bill 168 as an important step to begin the change
in thinking required by managers of day care centers and the parsnts who
bring their children to them. To have discouraged the use of ncn-
disposable diapers has contributed to the national landfill problem. The

ited States now spends about 300 million dollars per year to discard
dispcsables.

One baby will use about 6000 disposable diapers, comparad to 36
th diagers during the two and a half years he or she ‘wears *hen* These

ables may tzake as long as SO0 years to decompose. This infermation
sm u..e Undate on Diapers, publlshed by the Center For Pohc,
n Washingten D.C.. We must begin now to reduce input to our

landfills thxc bill takes down one barrier to that goal. Please vote a
do pass” on Senate Bill 168. Thank vyou.
HR:1991
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“w: Members of the Public Health Committee.

i,;om: Kay Frey, RN, PNP
Health Consultant

‘ Child Care Resources
]
Re: Senate Bill 168
* | am pleased to support prospective legislation that would allow use of cloth diapers in child
rare centers. As a health consultant for an agency which provides training and support services
wncluding health care guidance) to Missoula Child care providers, | have been concerned for
some time with the environmental impact of the current regulation requiring centers to use
. sposable diapers for children. With approximately S000 children in day care sites in Missoula
Cbunty alone the generation of non-biodegradable waste from disposable diapers is tremendous.

| am confident that allowing day care centers the CHOICE of cloth or disposable diapers will
we 0f health benefit rather than health consequence to this community.

If this legisiation passes, | would be pleased to assist in the disbursement of the necessary
- lidelines to the local dey care provider community.

e
Sincerely,
. Koy Fres RN VP
3 Kay Frey, RN, PNP
- Health Consultant
Child Care Resources
-
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children and the

;m~ ines 70 ore than adequate to protect the good heaith of th

Jay Care wiorners 22l that the toilet training guidelines gescri b din the bh. are realistic
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Community Medical Center
2827 Fort Missoula Road
Missoula, MT 59801

(406) 728-4100

January 31,1991

Dr. Brinkley
400 McLeod
Missoula, Mt. 59801

Dear Dr. Brinkley,

I am writing a statement of support for the issue that is
now in the legislature; namely that the waiver that is now
required by the health department for facilities who use cloth
diapers be eliminated. Child care homes and centers should
have free choice as to whether they prefer to use cloth or
disposable diapers.

Sincerely,
-
QLQ\}QJai\‘QXE§SéK
Corrine Hilde
Child Care Services Coordinator
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February 26, 1991g- 14((8

Honorable Representative Angela Russell
Human Servicas and Aging Committee
Montana House of Representatives
Capitol

Helena, MT 59620

Dear Representative Russell,

I am writing regarding SB 168 which proposes a direct change
to the Adnministrative Rules to allow daycare centers to use non-
disposable diapers.

I am in support of allowing daycare centers to use non-
disposable diapers as long as the soiled diapers are handled in a
manner that does not compromise public health. I am not in support
of a legislative change to an administrative rule as any future
changes would necessarily encumber the legislature. Therefore, I
propose one of two options be adopted, either of which could allow
for safe use of non-disposable diapers in daycare settings:

1. Amend SB 168 into a resolution dictating that departments

allow the use of non-disposable diapers in daycares and amend the
administrative rules accordingly, OR;

2. Amend SB 168 to include language about safe handling of
soiled non-disposable diapers including the need to immediately
deposit the diaper in a non=-permeakle, covered container and follow
with commercial laundering. Daycare operators should not rinse,
self-launder, or return soiled diapers to parents as these
activities can promote the spread of disease.

Thank you for your consideration of these points, ‘ \//

Sincerely,

T o

C‘- \ PR '\_r

o

Ellen Leahyf: .
Health Officer ‘
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MONTANA MEDICAL GENETICS PROGRAM

AT SHODAIR HOSPITAL

840 Helena Avenue
Helena, Montana 59601
1-800-447-6614 (40(? )444-7530

What is genetic counseling?

Gienetic counseling gives information about
birth defects or genetic disorders. The de-
fector disorder may be present in an individ-
ual, child, or other relatives. Our staff ana-
lyzes the family history and does diagnostic
testing if needed. We then explain details of
the disorder including inheritance, options,
and treatment. Counseling is available during
or before pregnancy. We also provide
emotional support.

Who should have genetic
counseling?

- A woman who will be age 35 or older at
the time of delivery;

- Anyone with questions about medications,
cigarettes, alcohol, or other exposures
during pregnancy;

- Anyone who has a child with a birth
defect, learning or growth problems, or
genetic disorder;

- Individuals with a birth defect, genetic
condition, or a relative with one;

- A woman who has had two or more
miscarriages or a stillborn baby;

- Individuals with cancer or a cancer-prone
family.

Nt
9

How can I get genetic services?

For an appointment or information, simply
call 1-800-447-6614 and ask to speak with a
genetic counselor.  Genetic services are
available statewide.

How much will it cost?

This depends on which services are neces-
sary. No one is denied services because of

“ financial circumstances. We bill insurance,

Medicaid, Handicapped Children's Services,
and private payors.

Other services available:

- Our laboratory tests the mother's blood to
screen for an open spine defect, Down
syndrome, and other problems in the fetus;

- In the unfortunate event that a baby is
miscarried or stillborn, we can examine
the baby to find out why it was lost. We
do grief counseling and give information
for future pregnancies;

- Other genetic tests are available as neces-
sary;

- Our library has information in everyday
language about many genetic conditions.

E

——

—
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Montana Medical Genetics Program

Genetic Services are Vital for Montana

The Montana Medical Gene-
tics Program (MMGP) is admini-
stered by the Department of Medi-
cal Genetics at Shodair Hospital
through a contract with the De-
partment of Health and Environ-
mental Sciences (DHES). In
addition to this funding, the pro-
gram receives support from fees
collected for clinical services, from
third-party payment for the serv-
ices, and from Montana Chil-
dren’'s Home and Hospital Foun-
dation. The MMGP provided
genetic services to approximately
3300 Montanans at Shodair Hos-
pital and through a statewide net-
work of outreach clinics in 1989,

Current Need

In industrialized countries, over
one-half of all human morbidity
and mortality is due to genetic
disorders, imposing an enormous
economic cost on the population.

Congenital malformations are
the number one cause of infant
mortality and survivors face a life-
long risk of handicap, suffering,
and maladjustment as well as trans-
mission of their condition to off-
spring.

One-third of pediatric admis-
sions to hospitals are due to condi-
tions with a genetic cause.

Fifteen to twenty percent of the
population, approximately 112,000
to 150,000 Montanans, are affected

REUNION-The Magazine of Shodair

by or at risk of transmitting a
genetic condition.

There are an estimated 40,000
carriers for cystic fibrosis in
Montana alone.

A substantial proportion of
chronic disorders of adult onset
such as diabetes, hypertension,
heart disease and cancer are
genetically predisposed.

The aver
teenager with Down syndrome at
home is $24,213 and in an institu-
tion is $42,728.

Using 1987 dollar figures, the
U.S. expends $8 billion per year
for individuals with chromosome
abnormalities. With an incidence
of 5.6/1000, there were approxi-
mately 67 infants born in Mon-
tana with untreatable chromosome
conditions at an estimated life-
time cost of $25 million.

On the average, an individual
with cystic fibrosis requires hos-
pitalization numerous times per
yearatacostof $7,262 per admis-
sion. Average cost for non-cystic
fibrosis individuals is $2,912 with
similar pulmonary problems.

Lifetime costs for a person with
typical severe spina bifida (in 1985
dollars) are $250,000.

Parents of handicapped chil-
dren are more than twice as likely
to divorce and abuse occurs more

often when there isaretarded child
in the family.

services requires four to five hours
of time; 60-90 minutes is actually
spent with the patient; the remain-
der is spent in complex prepara-
tions and follow-up for which no
billing mechanism exists. Collec-
tion for fees covers only 38%

of personnel costs.

. “Solutions

Comprehensive genetic coun-
seling will prevent unnccessary
abortion of normal babies perceived
to be at high risk by ill-informed
parents and will allow confident
reproduction by those previously
fearful of having further affected
children. '

Early diagnosis of a genetic
condition will facilitate appropri-
ate management. For example,
early diagnosis of familial hyper-
cholesterolemia leads to eftective
treatment and prevents costly by-
pass surgery and early death of the
affected individuals.

Continued funding for genetic
services will ensure statewide
access for Montanans to timely
diagnosis, genetic counseling, and
patient care.

(Please see more Medical Genetics

information on page 10).}
3
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The Montana Medical Genetics Program (MMGP) is administered by the Department of
Medical Genetics at Shodair Hospital through a contract with the Department of
Health and Environmental Sciences (DHES). In addition to this funding, the
program receives fiscal support from fees collected for clinical services and
from the Montana Children's Home and Hospital Foundation. The MMGP provided
genetic services to approximately 3300 Montanans at Shodair Hospital and through

a statewide network of outreach clinics in 1989.

Problem 1. Current Need

In industrialized countries, over 1/2 of all human morbidity and mortality is
due to genetic disorders, imposing an enormous economic cost on the population.

Congenital malformations are the number one cause of infant mortality and
survivors face a life-long risk of handicap, suffering, and maladjustment
as well as transmission of their condition to offspring.

One third of pediatric admissions to hospitals are due to conditions with
a genetic cause.

Fifteen to 20% of the population, approximately 112,000 to 150,000 Montanans,
are affected by or at risk of transmitting a genetic condition.

There are an estimated 40,000 carriers for cystic fibrosis, an inherited
genetic disorder, in Montana.

- A substantial proportion of chronic disorders of adult onset such as
diabetes, hypertension, heart disease and cancer are genetically

predisposed.

Problem 2. Expense of Genetic Conditions

The average yearly cost for a teenager with Down syndrome at home is $24,213
and in an institution is $42,728.

Using 1987 dollar figures, the U.S. expends $8 billion per year for indivi-
duals with chromosome abnormalities. With an incidence of 5.6/1000, there
were approximately 67 infants born in Montana with untreatable chromoaome
conditions at an estimated lifetime cost of $25 million. .

= On average, an individual with cystic fibrosis requires hospitalization
numerous times per year at a cost of $7,262 per admission. Average cost
for non cystic fibrosis individuals is 2,912 with similar pulmonary prob-

blems.

- Life time costs for a person with typical severe spina bifida (in 1985 $)
are $250,000.

- Parents of handicapped children are more than twice as likely to divorce
and abuse occurs more often when there is a retarded child in the family.

Problem 3. Reimbursement for Clinical Services

- The average patient receiving services requires 4-5 hours of time; 60-90
minutes is actually spent with the patient; the remainder is spent in
complex preparations and follow-up for which no billing mechanism exists.
Collection for fees covers only 38% of personnel costs.
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Solutions:

1. cComprehensive genetic counseling will prevent unnecessary abortion of
normal babies perceived to be at high risk by ill-informed parents
and will allow confident reproduction by those previously fearful of

having further affected children.

2. Early diagnosis of a genetic condition will facilitate appropriate
management. For example, early diagnosis of familial
hypercholesterolemia leads to effective treatment and prevents
costly heart surgery and early death for affected individuals.

3. Continued funding for genetic services will ensure statewide access
for Montanans to timely diagnosis, genetic counseling, and patient

care,

Summary: Genetic services are vital for Montana

Accurate, readily accessible genetic services are a sensible choice for the
State. The loss of services would require Montanans to travel large distances
out of gtate for care at an exorbitant cost. Available services serve to
educate individuals about their risk of handicap and alternative methods for
reproduction (e.g. artificial insemination, adoption) can be explored.
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HB696: AN ACT TO CONTINUE FUNDING FOR THE MONTANA MEDICAL GENETICS
PROGRAM

Testimony by Dr. John M. Opitz, M.D., M.D. (hc), D. Sci. (hc)
Chairman, Department of Medical Genetics, Shodair
Hospital Clinical Professor of Pediatrics and Medicine
(Medical Genetics), University of Washington;
Adjunct Professor of Medical Genetics and
Pediatrics, University of Wisconsin-Madison; and
Adjunct Professor of Biology (Genetics), History,
Medicine (WAMI) and Veterinary Science, MSU, Bozeman.

Date: 6 March, 1991, House Human Services and Aging Cammittee

History:

Genetic services have been provided in Montana since Dr. Pallister
established a Genetics unit at Boulder in 1961 under the Department of
Institutions; when Dr. Pallister retired from Boulder in 1976 that unit
closed and the Board of Trustees of Shodair Children's Hospital asked him
to establish a Genetics and Birth Defects unit at Shodair. This was and
still is the only Medical Genetics unit in Montana. In 198- this became
the Department of Medical Genetics of Shodair Hospital.

In 1985 the 49th legislature passed HB430 which established and funded
50-19-211 MCA -~ the voluntary genetics program (Montana Medical Genetics
Program) . This "program includes, but is not limited to, the following
services:

1l.) Follow-up programs for newborn testing, with emphasis on the
counseling and education of wamen at risk for maternal
phenylketonuria;

2.) camprehensive genetic services to all areas of the state and all
segments of the population;

3.) development of counseling and testing programs for the diagnosis
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and management of genetic conditions and metabolic disorders; and
4.) development and expansion of educational programs for physicians,

allied health professionals, and the public with respect to:

a.) the nature of genetic processes;

b.) the inheritance patterns of genetic conditions; and

c.) the means, methods, and facilities available to diagnose,

counsel, and treat genetic conditions and metabolic disorders."
Thus, I need to stress that the Montana Medical Genetics Program is a
service, not a research program. We are serious about the teaching
provisions of the law so long as they don't interfere too extensively with
our service cbligations. The scholarly or scientific work we do is done on
our own time. The time I spend editing the American Journal of Medical
Genetics is reimbursed by the publisher.

In 1987, the 50th legislature re-appropriated funds for the program
under HB716 with the same insurance premium-tax funding mechanism by a 3:1
vote. In 1989 Blue Cross/Blue Shield supported HB402 for the continuation
of the Montana Medical Genetics Program under the same funding mechanism.
We are asking for your favorable consideration of HB696 under this same
funding mechanism to continue the Montana Medical Genetics Program for

another 2 years on the basis of the need for and the merits of the program.

Need for the Program:

The weekend of March 3,4 this year I worked with the Finance and
Legislative Cammittee of the Mountain States Regional Genetic Services
Network to define our goals, objectives and working agenda for the caming

year. Our goal is: "To work toward assuring accessible, available and

affordable genetic services as an integral part of health care in this
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region." In the history of American medicine this is a late development;
in most Western European countries genetic services have been an integral
part of the health care plan for the greater part of the century. By
avoiding this commitment in America and concentrating rather on basic
science and applied agricultural genetics, America escaped most of the
consequences of eugenics; the concept of "genetic counseling" was not
introduced into America until 1948, and modern clinical genetics (as a
merger of medicine, biochemistry, cytogenetics and human genetics) did not
begin till 1959. I have been an enthusiastic part of American clinical
genetics since its beginnings in 1959, and at the invitation of my friend
Dr. Philip D. Pallister have practiced clinical genetics in Montana,
part-time since 1963, full time since June of 1979. During that time we
have witnessed three historical developments of greatest importance to
Montana Medical Genetics.

First - the enactment of the "Javits bill" - the National Genetic
Disease Act, which supported the development of the Montana Medical
Genetics Program at $100,000.~/year for 4 years (1981-1984).

Second - the distancing of the Reagan and Bush administrations fram
the Javits bill provisions so that as of 1984 federal funding of the
National Genetic Disease Research, Educatiocnal and Service Program ceased;
a small amount in indirect funding is available through the so-called
SPRANS grants of the Bureau of Maternal and Child Health. One of these
grants supports the activity of the Mountain States Genetic Services
Network, ancther the genetic services of Dr. Susan Lewin of The Montana
Medical Genetics Program to Disadvantaged Minorities at Lodge Grass and at
Browning; this is a Maternal Child Health Grant which pays for 30% of her

salary for another 1 1/2 years.



Third - the rise of molecular biology as an integral part of modern
medicine and as one of the most important determinants that is beginning to
and in the near future will drive the demand for services fram the Montana
Medical Genetics Program.

No one questions in the slightest the continuing great need of Montana
for funds to support the Montana Wheat and Barley Program. May I remind
you that in 1990-1991 $1,450,000.- was appropriated for the Wheat and
Barley Cammittee, $200,000.- more than the previous year, 38% going for
research (mostly to MSU) and funded by an assessment of 1.5 cents per
bushel where the grain is first sold. After adding the budgets of the
Montana Wheat and Barley and Poultry and Livestock programs, the comparison
with the Montana Medical Genetics Program is quite impressive, especially
since none of the funds for the Medical Genetics Program are used for
research, only service (or "Extension", if you will).

In Montana, no less than in the rest of the nation, same 15-20% of the
people are in need of a genetic service, whether that is diagnosis,
counseling, prenatal diagnosis, chramosame studies or fetal pathology; this
means 123,000 to 164,000 persons in Montana, including 40,000 alone who are
carriers of cystic fibrosis. Because of limited staffing we can serve only
a small fraction of this need per year.

The econamic cost to Montanans of the genetic disease in our
population is staggering; at a conservative estimate of 54% of the health
budget, this comes to approximately $1000.-/person/year, compared to that

75 cents per health-insured person is a trivial sum indeed!



Cost of the Program

No clinical genetics program anywhere pays for itself through fees and
third party payments. That is because clinical genetics is an extremely
labor-intensive activity with heavy requirements for library and
information services which generate virtually no incame, and because of the
need to see many patients and families unable to pay a part or any portion
of their bill. We receive no support fram the universities with wham we
are affiliated, and Shodair Hospital is no longer able to offset ocur annual

budget deficit.

Staffing:
The success of the Program is due not only to the support by Shodair

but due to the extraordinary quality, qualifications and stability of our
staff. In "hard" budgetary terms we have 2.2 physicians, 2 genetic
counselors, 2/3 FTE medical technologist, 2 support staff and 5
cytogenetics staff persons including our newly appointed Cytogenetics Lab
Director, Dr. Jean Priest, formerly Professor of Pediatric Genetics at

Emory University, and author of a standard textbook on the subject.

In camparison with neighboring states we are understaffed rather than

overstaffed, e.qg.

Montana Utah
Population 820,000 1,600,000 ( 2x)
Area (sqg. m.) 147,046 84,899 ( 60%)
Geneticists 2.2 4.4
Counselors 2.0 2.6 (in Genetics)

In 1991, we have scheduled 44 field clinics in Billing, Great Falls,

Browning, Missoula, Lodge Grass, Bozeman, Butte, Kalispell, Sidney and



Miles City; that means our staff will spend 91 days and 24,818 miles on the
road this year - a fraction of the effort expended by the staff in Utah
where most population is concentrated in one area.
Progress

Our Progress and Financial Reports are filed anmually with and
available from the DHES and document dramatic increases over recent years
in demand for services at a stable staff and funding level. These reports
do not tell the whole story - namely, that in many respects our Program is
unique in the nation in virtually all respects - whether that is in
prenatal diagnosis, cytogenetics, library services, fetal pathology, cancer
genetics, computerization, or linkage with regional programs. We are able
to capitalize on the many strengths of this program by e.g. enlisting the
collaboration of Dr. Enid Gilbert's Pediatric Pathology Program at the
University of Wisconsin which provides over $150,000.- of free services to
us per year, the ability to consult, for free, hundreds of experts in the
field throughout the world, and to have access to the latest advances in

the field through the American Journal of Medical Genetics.

Alliances:

Out of our work has came a very strong alliance between the Montana
Medical Genetics Program and the health care providers in Montana, and
state, county, municipal, university and numerous voluntary agencies to
provide the best possible medical genetic care for the people of Montana so
that in as few cases as possible no child is conceived in vain or has to

live in pain because of a birth defect or hereditory disease.
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Program Support
The Montana Medical Genetics Program has or is anticipating support

° The Department of Health and Envirormental Sciences who award the
contract for the Montana Medical Genetics Program.
° The Montana Chapters of:
-~ The American College of Obstetrics and Gynecology:;:
-~ The American Academy of Pediatrics;
- The American Hospital Association;
- The American Public Health Association;
~ The American Nurses Association.
° The Montana Perinatal Association
° Child and Family Services of Montana
° The March of Dimes - Birth Defects Foundation
° The Montana Center for Handicapped Children
° The Developmental Disabilities Council of Montana
° The Montana Children's Alliance
° The Maternal-~Child Health Council
° The Montana Medical Association

and many other organizations and individuals who are writing and appearing

in support of this legislation and Program.

Cost-Benefit Considerations:

No price can be set on a human life. Our strong preference is to
think of the benefits bestowed by the Program on Montana in terms of the
conceptions, pregnancies and births of normal individuals that we have
encouraged over the years through our activities. Nevertheless,

benefit-to-cost ratio studies of genetic services have been published, and



show that clinical genetics is by far the most cost-effective form of
preventive medicine, in some cases, leading to ultimate savings of
thousands of dollars in cost for every dollar invested; a lesson, I am
sure, that is not lost on the health insurance industry. The calculations
of such cost-benefit ratios are samewhat abstract exercises. However, more
concretely I should like to tell you about a 17-year-old boy fram Northern
Montana who was referred to us recently for genetic counseling with Wilson
disease. Wilson disease is a recessive disorder which is lethal without
treatment. The boy was being treated with penicillamine pending a liver
transplant at the Mayo Clinic. Before our evaluation, his 21-year-old
brother and 13-year-old sister had been evaluated clinically and by a lab
test, and on the basis of these results their parents were told that these
sibs were unaffected. After our evaluation it was found that the lab test
was inadequate to rule out the diagnosis and we recammended additional
tests which showed that both are also affected with Wilson disease. Even
though clinically asymptamatic, both are now being treated with
penicillamine which may prevent deterioration and need for a liver
transplant (with estimated cost of $1.2 million for both) and will allow

them to live a normal and productive life.

Quality Assurance:

Our program camplies with all Quality Assurance requirements of the
Joint Cammission on Hospital Accreditation. We have had peer reviews in
clinical genetics and our labs are fully licensed, certified and

accredited.



Pro-Life Assurance:

Genetic services encourage the conception and birth of normmal
individuals and, in 96% of the time, reassure pregnant woamen after prenatal
diagnosis that they are carrying a normal child, avoiding termination if
genetic services had not been available.

Finally, I must stress that this is primarily the Montana, not the
Shodair Medical Genetics Program, since the contract to provide the
services is awarded competitively after submission of a grant application.

We should like to request your favorable consideration of HB696.

Respectfully submitted,

‘ A~

J
John M. Opitz, M.D.

Director, Montana Medical Genetics Program
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AFP Laboratory
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Exhibit 50 contains 13 clippings about Shodair’s genetic
clinics. The originals are stored at the Montana Historical
Society, 225 North Roberts, Helena, MT 59601. (Phone 406-
444-4775)
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March 1, 1991

TO: Montana State Legislature

FROM: Jeanette McCormick
Choteau, Montana

I am writing this letter in support of Shodair Hospital and it's
genetics testing program.

My first contact with Shodair came in 1987 following my amniocen~-
tesis. The results of the amnio showed that my child would be born with
Down Syndrome. The options were presented to me and my husband, and
we chose to continue the pregnancy. We feel very.fortunate to have had
this knowledge five months in advance of our son's birth, It gave us
the chance to deal with our emotions so that when Meade was born it was
a "joyful" occasion. It also gave me the time I needed to find out all
I could about Down Syndrome so that I could plan a course of early inter-
vention for him and antficipate any medical problems that he might have.

Recently ! underwent a chorionfc villi sampling (CVS) to determine
the genetic health of my unborn child. The CVS, a relatively new pro-
cedure that can be done early in the pregnancy, is yet another diagnostic
tool for older pregnant women such as myself to gain advance awareness
of any genetic conditions that might exist in their unborn children., 1
am pleased to report that my child 1s chromosomally normal, so I now can
relax and enjoy the last months of my pregnancy.

The people [ have dealt with at Shodair have been both knowledgeable
and compassionate. The reputation of the genetic's staff {s respected
not only statewide, but internationally. Montana should be proud to
have such & fine facility and staff located in the{r state. The services
Shodair provided for me were invaluable, and I hope that the Legislature
will make it possible for them to continue to offer thefr excellent and
necessary services to others,

Sincerely,

Qrancte 90 b

AR REND#w«
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P.O. Box 876, Helena, Montana 59624 (406) 449-8611

HOUSE COMMITTEE ON HUMAN SERVICES AND AGING
SUPPORT FOR HB 696
Date: March 6, 1991

The Montana Children’s Alliance, whose members include individuals and
organizations who have a primary interest in children and their unmet needs,
supports funding the Montana Medical Genetics Program.

The Montana Medical Genetics Program provides an excellent program for
Montana’s mothers, children and families. The program provides services
Montana citizens would have to travel long distances to obtain out of state.
The Montana Medical Genetics Program conducts visiting clinics in a number of

communities in the state providing Montana citizens with access to quality
genetic services.

The genetic counseling and care of genetic problems are services essential
in planning a pregnancy and reducing birth defects.

The Montana Children’s Alliance wholeheartedly asks your support for
HB 696.

Respectfully tted \ ,
D. Elizabeth Roeth
Chair

Children's Agenda
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Testimony Before the House Human Services and Aging Committee
HB 696
An Act to Continue Funding for the Statewide Genetics Program
March 6, 1991

Madame Chairperson and Members of the Committee: I am Robert W.
Moon, President of the Montana Public Health Association. For the
record, the Montana Public Health Association (MPHA) is in support
of HB 696.

Advances in genetic knowledge and technology along with changes in
family size and social values have greatly affected prenatal care
in this state. Diagnostic methods in the preconception and
pregnancy phase play an important role in providing families, who
choose to have such information, with a more informed basis with
which to make reproductive decisions. With increased utilization
of technologies, such as ultrasonography and amniocentesis, the
downward spiral of infant deaths can continue.

With the rapid advances now occurring in genetic screening and
diagnosis, genetic disorders are important in all phases of the
life cycle. The role of genetic components of common human
diseases such as coronary heart disease, hypertension, certain
cancers, and mental illness is widely appreciated. The need for
genetic services in Montana, including clinical evaluation,
diagnosis, counseling, specialized laboratory testing, treatment
and referral, and public and professional education will continue
to grow. We are truly fortunate to have the high quality expertise
available in such a rural environment.

The MPHA supports the public health implications of genetic
services by:
1. improving the accessibility and availability of quality
genetic services.
2. increasing the role of consumers in policy making regarding
the provision and utilization of genetic services.
3. coordinating professional education to ensure widespread
quality service delivery.
4. increasing the role of public health agencies in referral
and appropriate long-term follow-up services.
5. increasing awareness of the knowledge of genetic disorders
and ways to treat and prevent them.
6. and, raising the issues of public policy which require
debate and consensus for integration into public health
services.

If Shodair Hospital's Department of Medical Genetics can assure
these services, MPHA is in full support of HB 696.

@é'(”'wf
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Montana Council klls

for Maternal and Child Health

The Voice of the Next Generation
in Montana's State Capitol

q/

2030 11th Ave., Suite 10 Helena, MT 59601 (406) 443-1674

TESTIMONY FOR THE HOUSE HUMAN SERVICES COMMITTEE
In Support of HB 696, Statewide Genetics Program
Date: March 6, 1991

The Montana Council for Maternal and Child Health. a mnon-
profit public policy research, education, and advocacy organiza-
tion, supports HB 696, permanently funding the Montana Medical
Genetics Program. )

The Montana Medical Genetics Program has clearly prqved its
effectiveness. It has brought genetic services to the widely
scattered communities of rural Montana, and has enabled state-of-
the-art diagnostic testing, which was previously available only
out-of-state, to be within reach of every Montana citizen,
regardless of ability to pay.

The benefits for Montana go far beyond the benefit to the
individual mother, father, or child who is spared some of.the )
suffering caused by genetic abnormalities through early diagnosis
and treatment. By working to identify and prevent genetic
problems, and to facilitate early intervention for children born
with genetic abnormalities, this program contributes to the
ability of Montana's next generation to grow into a strong and
capable work force for the future.

It is time for this program to be incorporated permanently
into the Department of Health and Environmental Sciences budget,
with a permanent revenue source.

 Thank you for your attention.

Paulette Kohman
Executive Director
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Andrea “Andy” Bennett
STATE AUDITOR

COMMISSIONER OF INSURANCE
COMMISSIONER OF SECURITIES

March 5, 1991

Mr. Jack Casey, Administrator
Shodair Children's Hospital
840 Felena Avenue

Helena, MT 59604

Dear Mr. Casey:

We are able to provide you with the following information in
answer to your recent inguiry concerning Genetics Progranm
Charge collections.

This charge is imposed on private health insurers, health
service corporations, and the state group health self-insurance
plan. 1In fiscal year 1989, the charge was assessed at the rate
of 35 cents per Montana resident insured under any individual
or group policy as of February 1, 1989. As a result of a
change enacted by the 1989 legislature, the rate was 45 cents
per Montana resident covered as of February 1, 1990, in fiscal
year 1990. Our office collected $267,629 in fiscal year 1989
and $343,704 in fiscal year 1990 under this law. This means
that a total of 764,654 Montana residents were covered under
the policies of the reporting insurance organizations as of
February 1, 1989, and 763,785 were covered as of February 1,
1990. Because some Montana residents are covered under the

policies of more than one insurer, these figures do not
indicate the number of Montanans with health insurance.

If we can provide additional assistance, please contact me.

Sincerely,

Ve
//Ec-tr;mu?—é// f

Russell Ehman
Insurance ExXaminer

I NAY AN

RE/flo(5092)

Sam W. Mitchell Building/P.Q. Box 4009/Helena, Montana 59604/ Telephone: (406) 444-2040/Tol! Free 1-800-332.6148




MONTANA WOMEN'3 LOBBY

P.0. Box 1099 Helena, MT 55624 406/442-7217

Kate Cholewa v«-«\452é3f21;“_;:
Montana Women’s Lobby HiE - e
Re: HB 937

Child care is increasingly becoming one of the foundational
services of our society. To care for our children, we need
money. To get money, we must work. To work, we need child care.
The question as to whether one should have children one can’t
afford becomes mute once the child is there, The reality is that
there are single parent households and households wherein both
parents must work to pay the costs of tending for a family.
Affordable, safe child care provides a nurturing environment for
the child and allows a parent to live with less stress which, in
turn, leads to better parenting. Down in the Appropriations
Subcommittee for Human Services, I heard a lot of money going to
help children victims of child abuse as well children
perpetrators of crimes. Many references were made to helping
families so that these problems might never arise. Child care
helps families live with self-esteem, nourishment, and
prosperity.

I feel the need to include the foresaid because, having sat down
in Appropriations for Human Services the first half of the
session, I realize how tight money is and how numerous are the
needs, But child care effects women, children, men, and all
races., Poor child care resources fattens the budget with the
costs of alcohol programs, crime rehabilitation programs, etc.
Without quality child care, which is a family support program,
the house of cards collapses.

I will leave the explaining of most of this bill to others. I
would like to make just one point:

The Resource and Referral Program you see listed as #2 in section
3 needs the $100,000 to continue its services to the community,
The Appropriations Subcommittee on Human Services intended to
fund this program. It was discovered only later that the funding
provided only funded DFS and SRS’s contracted services with the R
& Rs, The R & Rs as a community services program has no funding
source from July 1 until sometime in November.
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