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. ity and similar Projectsin 50 cities throughout the United States. . -

‘7'if enacted, will. assure continuation of these urgently needed health servi‘ges oT

o - 1970 this bad increased to 50%. In 1963, the incidence of prematurity am

!

" of 2495, However, the Mott Haven Health District of the Bronx, where MIC
" . during these six years! In the adjoining Morrisania Health District, also-with

i mont—without MIC services had an increase in infant mortality during the saie;

"  of the children' born to low-income families were

' wrpsrrmoNny BY Epwiy F, Daify, M.D., BEFORE THE COMMITTEE ON' WAYS AND

i

e PRV 1 - S R

" RS-,V B N e Ll
MRS v , s N .

. B 7

New York City alone, this would :iean 25,000 - unwanted children are horn: eac :
. year to low-income families. Univanted children often create serious.social and: '
" economic problems within the family, especially.if there'are other children: That' "~
“is why, at the same time we try to provide good maternity-care under MIC; wei
" make every.effort to minimize the .oceurrence of unwanted pregnancies in future . '
‘years.'I.am confident these efforts are related to/the declining birthrate in New "
"York City. Furthermore, the cost of raising these; children educating: them and
providing health and social services is often:a staggering cost to the community.
1f the' MIC and In-Hospital Family Planning prugram, described in the reprint
attached to my. testimony, prevents even 10;000" unwanted pregnancies in.a yedr: Lo
‘among 'the 60,000 women to whom we provide post-partum and pest-abortal’ -,
family planning service éach-year, it will result in a savings of atleast $10 mil-. P
- lipn in. tax funds: per year—which is three times as much as the annual MIC
. grants to New York City. ’ ; : : . o
. “Mayor John-Lindsay, in a recent communication to Secretary Elliott Richard-
son, stated that ‘It appears most unlikely that local funds could be made avail-
able to support these lifesaving/health programs if the Federal MIC funds arenot
available after June 30, 1972 - | o e B :
“The New York City Health and Hospitals Corporation announced in October -
- “that, because they have been unable to operate within the budget -approved for-
.. the Corporation, they plan to reduce through attrition, all staff: (except physi-
c¢ians and nurses) in the municipal hospitals by 129%..Inasmuch as the municipal
hospitals are already inadequately staffed, this can only have a highly deleteri-
ous effect on'patient care. : : ‘ ‘ . . N TR
.. “Toabandon the MIC program and return the MIC patients to the overcrowded
* clinics -of inadequately staffed 'and under-financed municipal hospitals ‘would
" scatter to the winds all of the advancément made in'the delivery of maternity
_care during the past seven years. Once again, these patients, many of whom: face
special health hazards, would be subjected to long hours of ‘waiting in-the over- . -
crowded clinics of most of ‘the municipal hospitals. There would be a4 means test
~and charges which would result in many patients receiving no care.. - R
‘ “The quality of maternity care now available through the MIC board-qualified - -
. obstetricians and nurse-midwives, soeial ‘workers, nutritionists and dentists, and ~
_other staff in the MIC clinics would not be available to this population without .
MIC. Gone. would be. the warm-patient-doctor and patient-nurse relationship : -
never before known to most of the patients before MIC, The MIC clinics conveni- .
ent to the homes of the patients, now serve one-fifth of all general service patients L
in the city: 309 of MIC patients are on welfare and 709, are from what have Dbeen
designated as ‘working poor’ families. Without MIC or other Federal funding, the ' = ¢
MIC maternity clinics in New: York Cify will have to close. Last week, I talked -
with' Dr. Byron Hawks, the MIC director in-Little Rock, Arkansas, who told
me that if MIC funds are not continued, the low-income women in that city = -

"~ MuANs, HOUSE OF REPRESENTATIVES.

7 %I am here today in my capacity as the Director of the Mater;iity; Infant Care-
Family Planning Projects of the New York ity Department ‘of_ Hea_l‘_ch to explain
the necessity of continued Federal support. of. the MIC Project in New : Yog}’;‘

.7 “H.R. 11484, introduced on October 28, 1971 by, Congressman- Edward Koch, -

for mothers and children. L . . . i
" «New York City has one of the greatest concentrations of low-income familie
in this country, with more than one-million people receiving: pmbl_m as51stanc_e in
'1971. As in 1963, they continue to strain the resources of this city, as I believe
-they do in many other large cities. Before the MIC grants to New York City,
there was serious overcrowding of the maternity services in the 15 adequately
staffed, tax-supported city hospitals. These hospitals were two-or three bl}s*fa-res
. away from many families who had no place else to go for maternity care in-1963
S0 many mothers often got littleor no prenatal care. T Lo
“Tn 1963, 409 of the city’s residents giving birth were medically indigent; i

general service patients was three times that of the private patients rec_ewing
' adequate prenatal-care and the infant mortality rate of these-low or mo-incom
patients was twice as high asthat-of private patients. - - . L
" «The New York City MIC program started in 1964 with two maternity (;‘lmgzs
in district health centers and has grown each year until now it is-operating in
11 Health Department centers in those ghetto areas of the City where the poor-:
est families live. (See may.) The large stars répresent ‘clinics - providing both
maternity -and family planning services; the smaller stars where family plan-
ning. service's alone are provided. : . ’ PR
. “In 1970, 13,000 maternity patients received care in these 11 centers. In.22
' Health Department .centers family planning services were provided to 35.000
patients. (The graphs attached to my testimony show the growth of the MIC
program since 1964.) Medical care is provided by skilled obstetricians or.certi-
fied nurse-midwives from the staffs of 10 voluntary and 3 municipal hospitals:
. afiliated with the MIC Project. The women are delivered in these hospitals. -
“The MIC patients receive total maternity care during pregnancy, at delivery;
" and postpartum. In addition to obstetricians and certified nurse-midwives, the:
. ¢linics are staffed with public health nurses, social workers, nutritionists, den+
Hsts and the ancillary personnel needed—all under the. direction of specialists -
in the field of maternal and child health. The clinics are operated on the appoint-
ment sysbem—broken' appoinbmen‘h\are\réimpﬂy followed up. Humane and dig-

IR

- nified patiemt-doctor, patiént-nursé reltionships are maintained. Consultation
“or hospitalization for complications is readily available in the affiliated hospitals:
Specialized teenage clinic sessions are availakle to meet the many difficult-prob::
lems of the young unmarried mothers. L - RS
~“The MIC program has made great strides in keduecing infant mortality in'New
York City, as-evidenced by the following figures.\In 1964, when’ MIC started, the
infant mortality rate was 27 per 1000 live ‘birthﬁn 1970, it was 21.6—a decrease -

‘would-have to return to ‘granny midwives’ for maternity care. - : .
| “The United States is one of the wealthiest nations in the world, ‘There are’, - :
funds t6 support armies, to aid other nations, to subsidize the farmers and: Pes, - s
even to subsidize the railroads and aircraft industry. Surely funds caw'be found: .
to finance essential: health: services for the nation’s low-income women. I know
your- committee is giving consideration. to ‘various proposals for financing na-, .
tionwide health services. I hope that whatever legislation is enacted will assure” ~
.the " financing of specialized high quality. maternity.and infant care’ services 7 -
wherever needed. Since a new nationwide bealth program cannot be operative for.: '
several years, discontinuing MIC would leave ‘an’enormous void between 1972 - .
- .and untila' national health program is in full operation. - .- - o Sk TR
. ‘_‘I can assure you:that tens 6f thousands'of ‘women living in ghetto areas of ‘the: "
cities who,have or will benefit from MIC services, will be grateful and relieved if , =
the Congress approves continuation of these desperately needed health services:.
~for. mothers and.their children.” T ‘ S

placed two of its largest services; the infant mortality rate has dropped over 509

MIC services, the rate dropped 309! Another adjoining Health Distiict—Tre-

six year period. - . : :
"“The perinatal mortality rate (late fetal and early infant deaths) is lower::
for MIC delivered women than for all private and nonprivate births in New. York .
. City. Considering that the MIC patients live in the poorest areas of the city, .
‘many of whom are known to have had inadequate housing and food for most of:
their lives, this reduction in infant and prenatal mortality rates must be attrib
uted in no small part to the work of the MIC program. - - . - T
- “We talk with every prenatal patient about the importance of preventing un-
wanted pregnancies by using a birth control method after the baby is born.‘Be-" !
.~fore they leave the hospital, our peer-levél family planning counselors get them .
startéd on a birth control regime of their choosing. Studies have shown that 40%'
not wanted by the parents. In

“NEW YORK, CITY’S IN-HosPITAL FAMILY PLANNING' PR@‘GRAM
“(By BEdwin F. Daily, M.D, Ailéen‘ R. Sirey, and Luecille 8. Goodlét)

“.“In May 1970 over 2,800 medically indigent maternity or post-abortal patients
in' 23 New York City municipal and voluntary hospitals received family planning '
counseling—and. in seven out of 10 cases were initiated on a 'contraceptive’
.method——before hospital discharge. The counseling is provided on the maternity ;
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wards: by ‘51 family: planning counselors speéially trained and employéd by the:
Maternity - and- Infant.Oare-Family : Planning ‘Project: (MIC-FP) ‘of the New.

York City Department:of Health. The counselors are themselves: mothers; some:

had béen on:welfare; all live in.the vieinities ‘of’ the hospitals -they serve..
“The In-Hospital Family: Planning Program was begun: on’an experimental

. basis in -July 1969 -with- maternity .patients in three hospitals. The program .
iy expected: to:reach 4,000 low:income: women éach month by the: end. of 1970
© and. will be: extended from:the obstetriés and-gynecology departments: at least:

to the.out-patient ‘departments of the muniecipal hospitals. Two.more thunicipal,.
eight ‘voluntary ‘and four: state mental hospitals will be-added to the program,;:
with: ¢ounselors assigned-to-medical; surgical, psyehiatric and- other services..

¥t is hoped. that eventually in-hospital family planning counseling and services
can ‘e offered. to-all of the 140,000 general serviee patients-of' child-bearing -

age who are discharged each y
hospitals. - E SO o
- “Themajor objectives-of the new in-hospital program are: ‘ IR
T offer * family planning information and services to large’numbers.
women of child-bearing age at a time when they are most.receptive, P g
- %o ereate a community system.to provide such patient education and service.
* invelving the’ cooperation of the Department of Health and the OB/GYN depart-"
" ments’ (and eventually. other departments) of New York City’s municipal and
velintary hospitals, Con ’ . - . .
S4Mo. develop. an effective: method to select and train eommunity women sc'as:

ear from New York City muhicipal and voluntary.

of

to foster a maximum of commitment and initiative, and provide them with '
Sufficient skill and-knowledge so that they can work with a:minimum of -

supervision, - . . . ) :
4o operate this pregram-at a per patient cost far less than the cost of tradi-
tional outreach programs, and - . S : R
- “To augment searce manpower resources: by employing community ‘women-and:
preparing:them’ as family planning counselors, thus channeling much -of the
program’s funding back intoithe communitiesthat are served. . K o

“BACKGROUND

esch. year in. 14 neighberhood eenters and hospitals, and family planning services.:

for.some 16,000 new patients:a year in-28 neighborhood:centers:s .. :. .o

~“Early in. 1968. the Department of Health, Education and Welfare invited-

- the,New: York City Department of Health to submit a plan and budget for an ex-
pgindéd family planning program. The MIC-FP.director met with chiefs of. obste-:
trics and gynecology in. 12 hospitals.then participating in the MIC-FP programito.
seek their advice.. These-physicians emphasi
planning hélp to patients as soon. as possible after-delivery, since this was:the pe~
riod when motivation to aceept contraception wasg highest. They pointed out that:
‘numbprs .of patients were becoming pregnant betw:
post partum visit, and thatat least 60 percent of pat
partum examination. They also-suggested that it
birth.control to postabortal, medical, surgical and
bearing age.. Despite the tremendous-need: for “introduction of .such: services,"
these physicians said, family planning was: a Tow riority - item for busy - hos:-:

ients never returned for a post:
vg;)uld ‘be useful to introduce:

* pital residents, nurses and social workers.; A new type of health worker was: -
s_peeially' :

needed, they said, recruited from the:patients” own/ communities; and
trained to educate their neighbors about family:planning. . : / )
“Initiation of contraceptive counseling and;services immediately: after partari-

tion had been. tried with: some success' at. Ceok County  Hospital:;in Chicago™

and Grady Memorial Hospital in: Atlanta. In neither case, -however, was the-
counseling performed by peér group women drawn from the'patients’ own: neigh-
borhoods. (In Chicago, volunteers—predominantly - white and middle class—
counseled a patient group which was poor and mostly black; in Atlanta nurses
provided the counseling.) The In-Hospital Family Planning Program was devel-

oped (and endorsed by the OB/GYN chiefs of the 12 hospitals.and other key. |

health and family planning leaders in the.city) so that family planning counselors
would be recruited from the hospital communities, trained by MIC-FP project

staff and-placed in hospitals which wished to initiate family' planning for-
their: patients. The plan and budget ($137,000 for the- first 12 months; it is. now’ ~

éhe’ MIC—FP project basically p’rovides ‘prenatal care for 12,000 new pa-tienﬁs" :

zed the importance of getting: family: -
n their hospital discharge-and: .

sychiatric patients: of ehild=" -
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up ‘to ‘$500,000'a year) was approved by the ‘ ‘of ] .. Bdueat ‘
D t g ‘ vas d' by the Department of E tducati :
and Welfare (DHEW) Children’s Bureau® in March 1969, By Ty, Bucation
B _‘co‘re»fs‘taff]of fe}mlly planping coordinators had been hired in‘M\'IC‘—FP’s
L ﬁ?iﬁ’ﬁe fﬁg?gfﬁuﬁtyf Erléiupaa%on to ‘organize: recruitment, ‘screening, training
2 uper 1 the Tamily planning counselors. The coordinators are college
) a_rj?guates-, s_op_ae with experience in teaching ot the behaviora:l"s‘cience;-eancll.leag]i
wi ‘,Siatlede;eigiﬁmrestin thg development of family planning gervices o )
“Nite visits ‘were made to, Grady and- Cook County . Hospit: K

thg;n s-ggsp‘ital 'lf{altnlly planning progranis developed theie . spltgls * qbserve
- ven-week ‘training course for family planning counselors w y

and an initial group of six women was recruited and tx?aining. e Geveloped, . .

‘“DEVELOPING THE PROGRAM IN NEW YORK CITY

- “In. October 1969 the program. was extend : ‘
C ; - Wa ed to the OB/GYN departments.
j(_)é ﬁfcmfnﬁ voll_mtary and six municipal hospitals then eurrently paxg:icipai?ntg'
proarar; Wefgoggﬁza Svg?ts,ﬁa_queglttwl, Ja%'r‘fgments to.participate in the in—hzospitai
- Program were s; W a total; o municipal and 10 voluntary hospitals.
w_1th two: more: municipal, eight more ‘voluntary and four. state. myentaslpl]g%l:
pli:‘?(l,_sp Expec;:led tot»J (1)11'1 the program by the end of 1970. ‘ )
{Lhein-hospital agreement is a formal document signed by th B/ ) i
of the hospital and —FP di JETN. dopastorant o et
BostaL gfees:‘ nd the MIC-FP d1re¢to?. The OB/GYN department of the:
“To take charge,of the family plannin m i1 i ‘
. { g program in the hospital. .
To offer all generally aceepted meth ily: planni i i \
pill% tubf%l Hention oo v £), ods..of family: planning ( meludmg 1UD,;
“To offer family planning services at: least to all’ m i : tHon
] i ] : & atern . i
pa}flrﬁnts, be_fore dlspharge ur_lless there is a medical contraihdicati%y;l. and abor‘tlon.
“TO prowdgfam;ly-planmng services and materials topatients without charge
\ ch'ldg‘ acquaint ail doctors; nurses and nurses’” aidés working with women of -
g 11thear1ng age m-’phe hospital with the importance of family planning to the
e‘fa}T 3 pf mother and of future gzh11dren and to the economy of the family
impogt;?i%m; fallf prg:?atal pa‘t%ents attending thé hospital’'s OPD s,ervié:‘e of the
ey am; ¥y planning. and pyowde appzjopr/%aﬁg family ‘planning .
“To appoint .a physician thoroughl T S
0 2] 2 ‘physician hly familiar with 'all ‘methods i
planning and the' indications and contraindications for varicis “m‘sétﬁf)d?magg

give him responsibility for medical Supervision of the M Hoshi AN i
fa»r,‘n'li‘ly ‘plannri)ngﬂ progi‘_ya g; _x‘ngdmalu superw{s;w pf t};e 1?4“???#311 and out-patient
' “To.appoint -a- fiurse-midwife ‘or s nurse interested’ and fully infors
s It 8 nur 1 Jor a nurse Interested and fully informed about
coun;.\ém?;?nnu}gy to ass}}me day-by-day‘ supervision - of " the family ' planning
 “To instruet all nurses 6n daytime ‘duty ‘on H6ors eoversd b ‘family ’
nlpg .-prgram iabou__t-: dispe:hsing of pills when: this is 1:1(Ja(e1 kgezﬁgdfagégzr%l)%g
and to instruct: residents serving these floors about médical approval o disap.
proval of the methods selected and'about inSertion GETUDS. TP
. “That’ patients started on-a ‘family planning: resife;
ligation), will be given a written appointmient for their
Planning visit in a:Ho$pital or health departmen
© " the patient; a'eopy Of the appointinent §lip will ‘b
.. and a copy sent:tothe MIC-FP director; and = - -
- - :“That missed Teturn appointments ‘to
_followed: up: by* oné or two teleph
appointmeént be made.
- -::“,’%‘he MI?'—FP director agrees’: R L o
.. To employ and frain family planning counse B “pa
ticipating h_ospltals on a full-"or part-time basis’ (denendingggnﬂzﬁgﬂ at . pa:-' .
nl{f%}f)e%;l of (()iés/cg%rﬁes per day of patients); " B verase
- e ‘GYN department already has faniily planning ¢ ' rei ‘
birse the department for the number of hOUfS«yeglc%?ﬁgitiogniﬂf r§, t(t)hrglpl_ |
hospital family planning program, ' L RN RSt on therins

othier’ than' tubal
st post-discharge family
nie most convenjent for
Serit"to the clinic ‘seléeted,.

tments ‘to the family: pi'énﬁinig,cﬁni'e will be
‘teléphone ‘callsor letteérs réquésting that ariother

"*The Childrens Bureau initially directed DETWe Fomse mrmiged oo o

: - U ] y directed .DHEW’s famil lanning 3

|| program, now under the jurisdiction of th HORAT Contoam Y . Dabning . projects grant
. of the Health Services and Mental Health amionayoenter 0 F?:@ﬂytﬁlan-mng Services

7 2‘_5:73,_7‘2:_1)1;. 5——926 ’



‘edch inpatient initiated on 4 family planni

» $7.25 per patient who is initiated ona medically prescribed methed.

. ‘providing family planning
- required for reimbursement ar

' planning appointment is arranged
"ceptive method. -~ :

: _ tion and Training and one of the

.- program. objectives and their understanding
' ‘counselor, as well as to assist professionals

'do they have? ‘How muc
. sionally threatened.

" mosphere of cooperation, and . assurip;

- eommunity. At the same time some kind of criteria were needed to evaluate can-

“.plicants’ feelings about family planning. Through this-group screening process

.
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“To pay the OB/GYN department’ to help:

defray its added. costs: $4.00, for
ng -regime-.0f ‘pills- or.:diaphragm .

before discharge’; $6.00.for each patient with:an IUD. inserted before ‘divsch‘arg

$25.00 for each in-hospital tubal ligation before discharge.
““Dhe per capita reimbursement to the OB/GYN depar

: thg_lstame formal and didactic¢ way to the patients?
z{rt" lv;v;las decided that a laboratory training experienc
par 1%]3’9 ‘?iﬁ-s?:e?igir v(\)r_?stregu_lred to encourage individual initiative.
o sine ; 7 Of training be‘gms‘ under the-qiljec‘tion' of a,pSychblogist-,coﬁ-i
“Bot essi | trai : : is, in activities
'designe}ili %Eoie\i.seségngl staff and trqmees_engage, on a first-name basis, in activities
 qronett Ko break own the barriers to communication. On succeeding days the
g s es the role the counselor will play in the hospital. Out (’)E the ques-

tments averages. about:

slor is clearly defined: Her duties. consist -of solely. -

infofmation to patients, filling -out -statistical forms

t and seeing to -it that a post partum and family. -

for every patient who is initiated.on a contra-..
. \ }

“The role of the couns

fgmﬁl}g}gﬁnﬁ;ﬁ ;'eprqdu'ct';on, humaz_l sexuality and hospitals. In the atmosphére:
Ot L xe é; (fh engegndgred by this Iabpratory approachytoﬁtraining life ex-f
i reasons for hu nalgﬁ bé;v;%g}taszilif}%msmous-ness’ trainees giving “tell-it-like-it-
cdge trom  thereen behavior, and e coordinators contributing factual knowl-

1 .. s 3 .
ectures, panel discussions, role-playing and problem-solving sessions: On-the-job

he MIC_FP’s Director of Community Educa-
family planning coordinators begin a series. "

of informal meetings with key hospital staff to reinforce their awareness of

of the role of the family planning
in ‘working through complementary
hown that'in.

“Aftér the agreement is signed, t

role activities with. these new peer counselors. Experience has s
some hospitals the program ismet hesitantly-at first: . . \ O
“Typical questions raised are: “Who are these people? ‘What kind of training

h supervision will they need? And though never
they felt profes-

of the counselors’ seven-week training course. -

articulated,; soime staff members’ attitudes clearly showed that

ble at each hospital for establishing aﬁ af—- ’

 “MIC=FP’s coordinator is responsi ’ a
( g staff involved that the family planning

rescribes ini i
ggai;ﬁ:?)ese ;p Eﬁhg};leagtilj_exmnmg the patient. The counselor visits the patient
et “Xpialn the etaﬂs of the method chosen. She completes the statistical
for fomr elob Weeksen’ and makes_ a'pgst partum-family planning appointment
T dour oo tli eeks after the patient is discharged. .About one in five patients
‘ elr prenatal care at an MIC clinie. These patients are referred to

counselors will not add to their already heavy responsib_iliﬁes.’f ‘

i “RECRUITMENT OF FAMILY PLANNING ‘COUNSELORS

“Community women are recruited as trainees. for the. in-hopsital program. .
through discussions with such grass-roots agencies as community corporations,
Puerto Rican Manpower Development, Planned Parenthood’s Community Action
Department, the Puerto Rican Guidance Center and the New York State Employ-
ment Center. In some cases advertisements are placed in community newspapers:

“No. educational . qualifications  were established for the position- of family
planning counselor in order fully to utilize the untapped human resources in the.

ning care, Others may come badk to the hospi

g care. ¢ me 1 _the hospital or are refer o1
‘ ;gztxileeﬂs ;}ilt’glll?bgrhopd ‘famhiiy._'Appo;ntment and counseling Il:teeédof'gsaf?)nl(l);%c&?,
B omts parﬁeiozlgtql to _cl}mc where ‘a referral has been made. (Clinics havg
s oaart pb > in a Jomt,rec_ord system whereby each patient is identified
bisth) “The commbetons pars Solerived from her maiden naine, date and place of
 Dirth) ! y almost all patients eager .to discuss i
blanning (most have mever discussed- family planning abgeforg gvlisi:%usg ﬁgllg

- didates so that the program would not be faced with continual turnover of staff otk \most never i
er) and to have their questions answered in their own language.* All the

~ into whose training a great deal of money, time and-effort has been expended.:A.
' sereening process. was devised whereby groups of seven to 10 applicants are seem
by  a. staff interviewer and -observer. The interviewer describes the program,
briefly. outlines the responsibilities of the family -planning counselor and stimu-
lates group diseussion on such subjects cal community problems or the-ap-:-

instrueti i few 5
) eh;r;ét——l]g:csht?:oﬁgglnevy all post partum and all post-abortal patients before dis-
present time there al?: %?L %Ewl;ng%lﬁacp a2b out five to 10 patients each day. At the
- Interviewed more than 2,800 patient: : in 23 ‘hO,SPltals ; in the month of May they
candidates are sought who can discuss ‘,‘semsiﬂ:ive’\topics on g mature level, show: y ) :
tolerance of the opinions of others and can articulate their-own thoughts and. '
feelings. Candidates are expected to show an interest in hospital work and need:
to be able to read and write sufficiently well to handle the statistieal forms. ' -
. “The-interviewer and observer meet after-each screening session to discuss.each . .
applicant’s: responses and to select candidates fothra-im'ng.. Applicants about
‘whom there is some guestion are asked back for an dividual-interview with a
different staff member. About one out of five applicants are accepted for training.
- ““Successful candidates are started in the fraining program immediately. The
kalary .during the seven weeks of training is. $2.50 per hour, $3.00 an-hour when
. assigned to a hospital and $3.50 an hour after six months. The salary is supple-
- mhented with full health insurance (a benefit available for the first time to many:
. of these women and their families). o . =

h C . y s Y - 3 N
mediato post partime mag o oo Throe ihing to pressripiocted to the fm-
atients wishine the foo O s Te ing-to prescrib. ' 3
p nts wishing the pill in the three hospitals were given a sgp?)tll;eg? Ifi)tﬁl.-lr(;.disi(;

" started on the pill th!'ee to foul' weeks latell In a few hOSplbalS at the beglnlllng
. ) s i 5 - i At i i
. residents balked at cooperatlng with the program; they saw fal;ﬂil? planniﬂo aS 3’.
- (R

- the counselors would - overk )
fhe e lors would- ap some of their functions or “be i v is
; was quickly allayed as the nurses observed how well inforﬁx%%ﬁet%ﬁhsggg '

“TRATNING - ) ]

hospit: i

oo rf)s ta; é):::r‘(:l%n;l began to come and listen-in on the patient-counselor di
sions £o becoma m Ii)ilt'::l c;osel_y .aé(ég:;::ted vgiith patient problems related to fai?illsy-
- plannt dminis questioned whether it was Sr'a he

K partment ‘er;_lployee to work in the hospital. (He was reassuredlglglg}: f?;b?l?t;a%g;”

' “The training program was "developed to provide factual knowledge about:-
family planning, reliable techniques to impart knowledge to patients and ap un-
derstanding of hospitals and hospital procedures. ’ : L

“A number of questions about the training program soon became salient: . -
. “What did the trainees already know? o : . ) i
" “What would happen to the counselors’ ability. to relate on a ‘peer level” after -

- intensive training?

- “*0f the ﬁz"st 3,500 'af‘ ts ¢ . | Ll [
:only 200 were mainlan patients counseled -in' the program, half w. Ri g
and Spanis‘ih. inland white. Well over half of the counselors ar%r%ifi’ggltaol ﬁlcﬁﬁgﬁrslg

‘If the counselors’ education was formal and di\liaiétic, wouidn’t they relate in -

¢ tailored to each group’s

tions trainees raise about: the job, topies for. investigation are formulated about

experience. Methods and media include

raining experiences at a municipal and voluntary hospital are provided: as part

about contracepti'on with the i W r )
7 A . el Qaments and where possible ith their hu bands. -
When the patient is interested in a method, the cou.nSelor iI’lfOﬂZ:'mS a rlesideit thO B
: s

Thosbi e
ospitals participating started the counselors on the OB/GYN service with in- -

“Ph i 1 ‘ S . :
¢ problems  that have arisen are as interesting and as. varied as the 93

use until their post partum appointment, and were informed that they would be -

low-priceite i . C00DE
priority -item in their busy schedules and feared that the.counselors would- -

- were, and how much the patients liked and trusted them. Soon murses and other - .

RN
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‘ k med by the health p.ep,artm_ent.}_;nv several DOSpITE;
,thetqounsg}}(:; v’c‘;ﬁéaissuat a piemidm; ‘and tubal ligations, thoug%tggglégi“ggt %Z)
ering oo [0 wtansana apmroved B3 U8 B0 S il
‘ ‘ diséharge. Such patients are 2 ) , bos]
fse ﬁfe%;n%i%vsgggrgné are %rovided with an interim method oﬁ co%ltrac§pt1on
o E wgrgsTIoS L -
xae 3 s ot e s 2, 250008 Yo el el A
Rty e o 17?706 pisézggltsinl‘gicated ’that'fﬁéjf"'v"vi‘sheg to '%ggicrép%g:;
: e this eroup- received  contra
1t O fore discharge; 68 percent Of ‘this group. recelved CORUA :
tr%?fptltgﬁ i?xeigfeehg:slpital.' gOf those initiated on cont;gqggmox} }1% ho,s%n;,)aé, I&)’);rgeegt
p 1te o eived pills, 19 percent I’s;-‘IO'percent»‘ tqbalv 1rgat;?n§ 'anmgitte 1 and
Soa 23 d other m’ethods. Some: of the hospitals a\rqf'much.mo_r‘e :cq o : prpoms
e staff 4 to implement patient choices‘about »}‘x}—fhopsltaiﬂ initiation ’

better staffe ) ‘ In-ho it .
tr%{‘ﬁﬁ??ﬁ %a];logpifzﬁss. where there is strong éndorsement 'bgothgrggé %}pNag;;eté
d a resident assigned full-time to the progran, more t-han” 0P reent o hospital,f
it ted were provided with contraception pefore discharge. D O R amily
1n1;eres7e tients interviewed, 1,226'indicated that-they’ ‘want_ved‘. to s arh e
4 1’2'4 T <11 1,212 were initiated on a method. of ,co_r__xt_racept;on_ beforﬁ Oc;gtine
p}annmg an s t’he program becomes 1HOTE ‘_smdothly,mtegrqtgr,_i_m_tq t‘P 1?' T utEn.
. dlscharg% itals, it is expected that the number of qontraceptlve jnitia 1'(31'1'21‘016' ,
o oee ’SE%OO piarcent of the patients jnterested, This fcrend.gap be _segp_ ir L Tave
11)? ‘%Oﬁg;eas 87 perceht of patients couns.eled- in th’e‘ﬁ;‘rst. Anggil%\)s’? geéilf rod o
t 2 tion in-hospital, 76 percent of panenqu counsgleq}n” p;% t;' ) e T O e
ggggg The number is not likely actually to reach "109 pe_;cqnt o fpa(m3 elft aiﬂ methodél
:1- e the policy of the variouds hospitals about - tiation of. c¢ talnl e el
: gine ely orals and 1UDs) jmmediately, after ;H?Wt‘l,ﬂ ion vane_sii_x 2o e
(mmi)'lyt to pérfdrm certain proc‘edures eg., qbal.,l_lg?‘glpns) ) whi et'hodpbf sont
capa tlhl %ospitai “Fifty-seven percent of the patients initiated on 2 m; hod 68 ccr.
trac tf 1 declared they wanted no IOre childxeg.,,,‘S;)z_&t:yz.’pergeqt of the women
E’L?'(;%%inqg s method had two or, fewer children. Fifty-six percent, were: m ;
.‘cfo;ty—four percent were single, separated or divorced. L B ‘
ShITAL FAMILY PLANNING COUN-
¢ 'HOSPITALS+ JULY 1; 1963, 70

FABLE NEW' / WOMEN WHO HAVE RECEIVED W-HO
<TABLE 1—NUMBER OF NEW YORK CITY WOMER T % - D 1
SELING, REQUESTED AND RECEIVED CONTRACEPTION IN PARTICIPATIN

" MAY-1; 1970

i :
Number

: v | . S ‘irltitiatec}(_onv‘ Number
‘ mber: ‘Nufber ‘contraception - Numberor:
' : Nu;rar;??ern?s' cregquesting _ before padlllClpa'tt‘:li .
h counseied €0 raception: .. ; discharge ospi
Month - . | 0 ischa »
Lty 1089, - oommmmm e S
August 1969
September 1969

. Jjanuary 1979. .
February 19%0
March:1970:.
April 1970,

" {g70 total for 18 hospitals 2o --ocxommmme
. 18701otal for 3 hospitals3_.l---2- _

1970 (4 month) total

N

x Lebanon, Brookiyn Jewish, Broqklyn-_c
?oe:&r?;?rln, Lincoln, Long Isiand College, Methodis
lem, Jacoh

4 participati i H Is
1 arhmpa’unghospltalsarg.Be\l_e\lue,Beth
: Flowgr-.‘Fif.th Avenue, Greenpoint, Kings County, dnam:
sania,.Roosevelt; St. Lgkﬁ"s, _Sty(liegham, Coney-_!slan ,
M8y and Delrfisld Hospitals.) - ) . ) .
\'V(Z:;;lnosspiatnals i:l-w‘;]r:lch all methods are pres_crlbe_d prior {0 ‘d,x;:,charge. y
+3 Hospitals in which the pillis not\prescnbed in-hospital.

ymberland, chq‘dkalgy
t, Metropolitan, Morriz ~
i. (Cn June 1 the program was exte‘qded 0 Brooklyn v
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“FQLLOW-UP

“Patients’ visit behavior after’hospital discharge is mqnitdred through a simple -
visit information form. Clinics to which the patients are referred receive five visit
forms numbered. for the fifst”and each’ subsequent patient visit, and are' asked
_to return the forms each time an appointment is kept. These visit forms are filled
‘out almost entirely by the family planning 'cou'nselp’r,~and__stamped—self—addzesséd ‘
envelopes are included to minimize demands on’ busy ‘clinics. Since complianeeis ~ -
voluntary, however, response from the clinics is-uneven (though it has shown con-
‘siderable improvement in recent months ag clinic clerks have ‘become more used
‘to the procedure). To check out thé rate of return for the post partum clinie
visit, the statistical form was matched with clini¢ medical records foran MIC-FP
‘clinic and itg affiliated hospital forone month. The study showed that the kept ap-
‘poinrtment rate for the hospital clinic was 71 percént and for the MIC-FP pa-
tients ‘89 percent. This compares 'to a Kept appointment rate of 40 percent for
‘hospitals and about 80 percent for MIC-FP clinics prior to initiation of the In-
Hospital Family Planning Program. =~ * = - N S

“{Jsing thé established reporting system, non-MIC patients from three hospitals
‘complying with the follow-up protocol were studied. The results add to the im-
pression that pre-discharge initiation on a ‘method helps to inerease post partum
return. An overall post partum return rate was calculated ‘for each hospital. The
samples were. then dichotomized into- “initiated’ and ‘nop-initiated’ subsamples.
The overall return rates for the' three hospitals were: 40 percent, 50 percent and
63 percent respectively.’ Corresponding return rates for the ‘initiated’ subsamples -
wwere : 63 percent, 83 percent and 81 percent. For each hospital, the sample con-,

stitvted patients counseled during one fuil month. Return was defined as a kept

post partum. appointment reported within three months of discharge. Of these
initiated patients who réturned for the post partum appoeintment, 97 ipercent, 87
percent and 84 percent, réspectively, reported that they were active contraceptors
in the interira period between hospital digcharge and post partum return. :

“«pgtient. rétention, however, is a general family planning 'in‘ big cities; an

average Of 50 percent of family plahning patients have dropped out of New York
'City ¢linie programs in the course of esch year, mostly, it is believed, because. of
‘frequent chahges of ‘address. It is expected that increased in-hospital contracep-
tion and the resultant improved post partum returns should improve overall,
vetention. "Traditional follow-up and outreach programs, involving Thome-visits to
patients does not appear to be practical in-New York City because of the high
degree of mobility and the practice, on the part of some maternity patients, of '
falsifying address to gain admittance to a particular desired hospital. One New .
York City study found that the eost of locating each-delinquent patient, utilizing
. trained community women as home visitors, averaged $361.00 per patient who re-
turned to the -clinic.' Home visits, therefore, are-only made where there is a2
specifiec medical indication, such as a positive Pap smear. . I
“Because of the known difficulties of following very mobile low-income families,

- 3 three-month pilot study.of-a new.follow-up method. was-begun June 1 of this -

N

year in.one voluntary and one municipal: hospital chosen.to provide a: patient
population representative of the city as a whole in terms of ethnicity,-age, parity,
economic status and contraceptive method chosen. Women who have ‘begun . a
method of family planning in the hospital are being advised by the family plan-

. ning counselors that a routine part.of the service is a monitoring of her satisfac-

tion with her chosen method after hospital discharge. Padtients are told that
other counselors will be available by telephone from 9 a.m. to 8 p.m. eyvery day.
(except Saturday and Sunday) to answer questions. Patients are asked to tele-
phone MIC-FP ou dates suggested in advance for the first three months after
hospital discharge.® = . o . : : ‘
, “Bach woman is asked to make the first call immediately after discharge to

introduce. herself to her ‘woman’s health counselor.’ (The.patient is given the

‘“1R. K. Westheimer, “Maternal Care; Family Planning, and the Paraprofessional Com-

munity Heéalth Worker,” paper delivered at the Ninth Annual Meeting of the American
. Public Health Association, Philadelphia, November 1969. ’

«xTt was considered that follow-up would prove successful only if patients were invited

to 'participate-in a personally meaningful service available from the moment they left

thé hospital. It was decided, therefore, that counseling would be provided by a rotating staff

of the very counselors the patients-had come. to know as informed peers; counseling would

be immediately available, all day and through the evening hours,.in 2 single, central .. -

Jocation where there is supporting professioral personnel.

N
N -
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© . ‘name “of the health counselor by the family plannmo' counselor ) All patients are

year. The medical, hospital and related costs alone for these unwanted births are

t h :
e e frequency ol ls yaried systematlcally by patrent groups (weekly, approximately $60 million per: year. The subsequent ‘increased welfare costs,

biweekly and monthly) to study which is most effective.

. ““Patients are invited to call'any time they have. a questlon or problem, and are
- urged .particularly to contact the counselor before. discontinuing a method for - . “ereate a far greater fiscal burden for the communrty each year.
- any reason, or if they plan to move. ) o : . ! :

MU AN 'groups are prov1ded with'd calendar ‘that dlsplays the telephone call sched-
yle, the name of the woman’s health ‘counselor assigned to.the pat1ent and the
MIG——FP direct line télephone number she is'to call. The calls are without costto
the patient. A special teleplione installation immediately processes all incoming: -

3 patient. ca]ls toll-free. For example, a patient calhng from a pubhc telephone
R “has her d1me returned by the operator before the call is actually placed. And the ..

., .Datient is' spared the potential embarrassment of telling the operator: she wants' -

' to-'place’a collect call; the special létter.and digit combindtion of the telephone '
- number itself advises the operator of the’ fact that the cost of the call-will be
borne by MIC-FP.

“v“At least 50 percent of all patrents ‘counseled .in the hosp1tals report havrnv a

v phone in their own homes. The toll -free call system should -encourage the use of =
pubhc telephones among the balance of the women, The calls, whether placed-

from a home Or a public phone, are’a ‘simple means to provide contmu1ty .
" “The telephone calls are received at the MIC-FP central office by. nerghborhood

Jwomen who have received the same tra1n1ng as the in-hospital family planning -

< counselors-as well as additional trammg in understanding telephone interaction.

" ‘A eomplete record for every patrent is kept adjacent to the télephone for im-

‘mediate reference each time a call is received. With each new contact the record

is updated. Calls from patients with problems or questions that require expert

. -response are referred to appropriate MIC-FP professional staff. .

““A: control group has been drawn from a similar patient population. Efforts will. .
. . be made to contact this group three months after the counseling experience.;In -
.=, ; + theinterim thesé patients will not have had any deliberate reinforcement of their -
+ initial counselmg other than that which would have occurred at the post-di schar«e )

“clinic  visits ;. opportunity for reinforcement of method wuse. in the clinics -is

equally available to all groups. Substantive information secured from the study

-groups will be asked of the control patients at the tlme of delayed contact Reten—

t10n in the two groups will be compared.. .. i

-

: “concnus:ons

N

e Wlthmg 11 months the in-hospital program encompasses 23 hosp1ta1s and has

from the hospitdl. The program is being expanded this year to the OPD-depart-
ment of all mun1c1pa1 hosprtals and into the medicine; surgery and psychiatry
departments.in ‘one voluntary hospltal to determine whether our first ‘priority

ANE

into OB/GYN departments of’ additional hosp1tals
“Hospital OB/GYN departments and the Department of Health have demon-

program ean be duplicated by other MIC-¥T procram.s and by health departments
working with hospital OB/GYN departments in many other cities. The end
results, as measured by prevention of unwanted births, will not be known for

families are productive.
“The selection and education of peer. level counselors is considered by the

Their proven usefulness in this program is evidence that peer level counseling

- where the cohmunity and teachers W1sh to 1n1t1ate Tamily planmng d1scuss1ons
‘with ‘teen-age boys and girls?’ .

THE HOUSE OF REPEESENTATIVES, COMMITTEE ON WAYS AND MEANS- .
! e . : NN '

_ “COST OF THE PROGRAM “INTRODUCTION -
“Umt cost for the first 11 months of the in- hosp1tal TOZram was calculated
on the basis of the costs of professional, paraprofessional and clerical personnel, o
" educational materials, operatlonal supphes and reimbur; ements to hospital’ OB/ p . individually, and the United States collectively—“The Childern and Youth Proj-
: -GYN departments. :
“Phé cost for each patient initiated on a family planning method before hosprtal
: discharge was $15.28, of which $7.25 (approximately, 50 percent) repreésents.a
S ', fixed per ‘capita return to the pamc1pat1ng OB/GYN departments. The cost
: ) of the family planning counseling service currently i§ $6.23.%

“The cost to the Department of Health and’
N contm.umg family planning visits for these-patients must also be considered.
¢ This is about $40-50 per year per-3 Temaining on family planning. Thus,.

the total cost of- 1mt1at1ng and maintaining a new patient on famlly planning 1s
about $55-65 the first year. = .
- . “In-hospital initiation  thus appears to be 2 comparatively efficient and low
cost means of bringing family planning to a post-delivery patient.
“It is expected that the in-hospital program may double in 1971 the number
K of new patients ecoming to tax-supported clinics in New York City as compared
;i 16" the number of mew patients admitted in 1969. The eventual additional cost
K of initiating and mamtammg our. target of 50,000 patients .on-family planning
C each.year, will be in the nelghborhood of $3 million. Thrs should be compared
to current costs for care of unwanted chlldren

.Services, State of Arkansas I am also professor of Pediatrics at the University
'of Arkansas Medical Center, Fellow of the American Academy of Pediatrics and

© Department of Hospitals for ’

658 was funded 1 July 1968, initisiting services 1 October 1968 T‘h.rouahoeut its
tenure, the Little Rock C&Y Pro;ect’s primary thrust has been devoted to organiz-
ing and structuring a health care delivery system ‘which would reflect the objec-
tive§ envisioned by the 89th Congress in the,K 1965 Amendments to. the Social
Security Act.. The prime objective has been to develop a. swstem which would
.- provide easily accessible, continuous comprehensive health care services for chil-
dren of: low-income fam,rhes through promotion of health including, “early case
finding, preventive health services,’ diagnosis, treatment correction of defedts,
and follow-up utilizing-a multidisciplinary approach.” One index relative to the
‘effectiveness of these efforts iy manifested by the $267 944 expended during Fiscal
',Year 1971 to support out-paJttent and 1n-pat1ent services for our C&Y populatron

-7 GéaTha proportron of the cost that represents re1mb11rsement to hospitals.is unaﬁfected
by _cost-effectiveness considerations hecause it is fixed. The unit cost per patient interview,:

_‘Indevendent of initiation outcome, is the only aspect of cost, that 1s sen51t1ve to eﬂ‘iclency
in the delivery of ser vices.

B PR Bumpass and C. Westoff ‘The ¢ Perfect Contraceptive’” Populatlon Extent and”
Imphcatlons of Unwanted Fertility in the U.8., Science (in press).

infant care costs, care of mentally retarded, ete. for these unwanted . chrldren

counseled 18,000 patients. Currently, over 2,800 women. a month are receiving -
counseling and more than seven out .of 10 receive contraception before discharge

should be to expand the program in paDthlpatlll“’ hosp1ta1s or to extend services.

several years, and then only if new methods of follow-up of highly mobile urbanf

authors as the. most 1mportant elerient in assuring success of such a program. -

‘can 'be used far more widely in famlly planning. For example, could not such fam-
ily planning workers be valuable in such settings as junior and senior high schools ..

“STATEMENT OF DR. RoGEE B. BOST ON THE CHILDREN AND YOUTH PROJECT BEFORE

R Welcome and appreciate this\oppo‘rtunity to ‘t‘a_lk ‘with the Committee about’
-4 health care program, the continuance of which is vital:to the State of Arkansas,.

former D1rector of the Chﬂdren and. . Youth Pro_]ect 1n Little Rock ArLansas
‘ “GENERAL - ' A

k “The ‘Little Rock Chlldren and Youth (C&Y) Comprehensive Health Pr03ect ;

; “Applym,, the recent ‘findings of ‘Bumpass: and Westoff Y on? unwanted: preanan- N B
. asked to-call every week until one week after the post-partum visit. From that -/ ' -cies‘to New York City, there are at least 40,000 unwanted births oceurring each

strated that they can cooperatively devélop an effective and efficient program for .
1n1tralt1ng a family planning regime béfore women are discharged. We believe this.

weet”. T am Roger B. Bost, Director, Department of Social and Rebabilitative )




