Withdrawal/Redaction Sheet
Clinton Library

DOCUMENT NO. SUBJECT/TITLE

DATE RESTRICTION
AND TYPE
001. memo re: Managing Trustees Dinner (3 pages) 02/15/1995 Personal Misfile
002. list re: political (3 pages) 02/15/1995 Personal Misfile
COLLECTION:

Clinton Presidential Records
First Lady's Office

Melanne Verveer

OA/Box Number: 20041

FOLDER TITLE:
Melissa Ludtke {2]

2013-0534-S
rc1586

RESTRICTION CODES

Presidential Records Act - [44 U.S.C. 2204(a)|

Pl National Security Classified Information |(a)(I) of the PRA|

P2 Relating to the appointment to Federal office |(a)(2) of the PRA|

P3 Release would violate a Federal statute |(a)(3) of the PRA|

P4 Release would disclose trade secrets or confidential commercial or
financial information [(a)(4) of the PRA|

PS Release would disclose confidential advice between the President
and his advisors, or between such advisors [a)(5) of the PRA|

P6 Release would constitute a clearly unwarranted invasion of
personal privacy [(a)(0) of the PRA|

C. Closced in accordance with restrictions contained in donor's deed
of gift.
PRM. Personal record mislile defined in accordance with 44 U.S.C.
2201(3).
RR. Document will be reviewed upon request.

Freedom of Information Act - |5 ULS.C. 552(b)]

b(I) National security classified information |(b)(I) of the FOIA|

b(2) Release would disclose internal personnel rules and practices of
an agency [(b)(2) of the FOIA|

b(3) Release would violate a Federal statute J(b)(3) of the FOIA|

b(4) Release would disclose trade secrets or confidential or financial
information |(b)(4) of the FOIA|

b(6) Release would constitute a clearly unwarranted invasion of
personal privacy |(b)(6) of the FOIA|

b(7) Release would disclose information compiled for law enforcement
purposes |(b)(7) of the FOIA|

b(8) Release would disclose information concerning the regulation of
financial institutions |(b)(8) of the FOIA]

b(9) Release would disclose geological or geophysical information
concerning wells [(b)(9) of the FOIA|



II. SHAME AND HUMILIATION:
THE EMOTIONS OF INDIVIDUAL AND COLLECTIVE VIOLENCE

In Tuesday night's lecture, I reviewed a case of individual violence,
a murder that was shocking not only in that it pushed violence to the
extreme limit of what physical reality makes possible, but also because it
was so senseless and apparently unmotivated. in order to see if in
examining this extreme example we might come upon any clues as to
what could have caused not only this particular murder but violence in

general.

Tonight I want to describe in more detall a psychodynamic theory
that [ have developed over the years concerning the causes of violence: to
show how this psychological theory can both explain and be tested
against some soclological data concerning the distribution of violence
among different soclal groups; and flnally, to discuss briefly the

implications all this might have for the prevention of violence.

Up to now we just have not had a theory of violence adequate
enough to guide effective moves toward the prevention of violence and
the treatment of violent people. But to say that is not to say that we
have not had a theory. In fact, it is mxpossible not to have a theory on
this subject, because we cannot avoid having to deal with violence; and
whatever assumptions we make about ft constitute at least an implicit or
Inchoate theory of violence. So our only choice Is between having a
conscious theory, which we can then examine, question, criticize, and
improve; or having an unconscious one, which will remain untested,

neither provable nor disprovable, and therefore unimprovable.
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In fact. my main hesitation in advancing a new theory of violence is
based on the fact that from one point of view the last thing we need Is
another theory of violence -- for it would not be going too far to say that
everyone already has a theory of violence! We could construct another
Tower of Babel out of all the theories of violence that surround us, many

of which contradict all the others.

One of the most popular theories about violence is the biological
one, of which there are several varieties, almost all of which have been
disproven. The first that I might mention is the theory that tendencies
toward violent behavior are inherited -- which was summed up in the
tide of a Grade B Hollywood movie that dramatized that theory, called
"The Bad Seed.” However, the most rigorous tests of that hypothesis,
three Scandinavian studies of twins raised apart from their biological
families in adoptive homes, as summarized by Sarnoff Mednick, have
been unanimous in failing to find a correlation between heredity and

adult violence.

Another plece of evidence that violence is not hereditary is the fact
that both whites and blacks are more violent {n this country than they
are In their cultures of origin. European-Americans are far more violent
than native Europeans, even though they share the same genetic
heritage. European-Australians, by contrast, are not more violent tﬁan
native Europeans: they also, like us, share the same genetic heritage as
native Europeans -- In fact, {f anything, the ancestors of Australian
whites were selected disproportionately from the most violent European
criminals -- but thelir culture does not breed the same high level of

violence that ours does. African-Americans have much higher homicide
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rates than European-Americans do: yet native Africans, as long as they
are living in traditional cultures that have not been disrupted and
humiliated by colonialists, show lower rates of homicide than whites in

this country do.

So the evidence is overwhelming. from a variety of sources, that
violence is caused by the interaction of social and psychological forces,
and that biological variables do not contribute to the causation of violent
behavior in any demonstrable or measurable way. except for two that I
unfortunately won't have time to discuss tonight -- namely, sex and age.
In every culture, and every era of history, males are much more violent
than females, and the young, once they reach puberty, are more
homicidal than the old: and the evidence is compelling that those
differences are caused in part by biological factors such as exposure to
fetal androgens during gestation, the explosive increase in circulating
levels of androgens after puberty, and so on. But the differences in
violent behavior between men and women, and between the young and
the old, are clearly also influenced by social and psychological forces, to
an even greater degree than they are by blological ones. This means that
in order to discuss those differences at all one must integrate data from
a]lﬁ three of those disciplines, and I just will not have time to go into that

tonight, and still discuss everything else that I want to.

There has also been a lot of publicity recently suggesting that
violence may be caused by organic brain damage, epilepsy, and other
neurological lesions. However, the consensus among the neurological
socleties, congresses, task forces, research projects, and reviews of the

scientiflc literature that have studied this question is that no specific,
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identiflable, dlagnosable neurological lesion. abnormality or syndrome
has yet been demonstrated in man to cause the kind of organized. goal-
directed behavior that results in violent attacks on others. Epileptic
patients will thrash around with automaton-like movements, for
example; but they do not attack people. And it is still far from proven
that the neurological lesions that cause epilepsy make a signiflcant
contribution, on a socially significant scale. to the problem of violence in

our soclety.

The fact that violent people have higher rates of a miscellaneous
and rather random mixture of head injuries and seizure disorders is
more often a consequence than a cause of thelr violent life-styles -- that
Is. if you are always getting into bar-room brawls you are likely to get
your head injured. sooner or later -- and it is also a consequence of the
violent abuse they suffered as chlldren, which can cause adult violence
because of the psychological trauma it inflicts, independently of whether
or not it produces any specific neurological lesion. That damage to some
areas of the brain, when it is severe enough, can impair judgment and
impulse control is of course true; but that any given lesion specifically
stimulates violence, in the absence of pathogenic social and

psychological forces, has not yet been demonstrated.

Despite all the 1ncombatlblntles between the various assumptions
about violence that are held by different individuals and groups, there is
enough consistency in the way that we as a natfon, through our
governmental Institutions, have been dealing with violence, that I think it
Is possible to speak of an underlying theory of violence that has been

guiding our national response to it -- what I would call the "common
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sense/rational self-interest" theory. By that | mean the set of
assumptions that are embodied in and enacted by the institutions with
which we deal with violence -- our criminal justice system and our
military establishment -- which can best be summarized as the theory
that those who engage in violence (whether we call them criminals or
war-criminals) do so for reasons of rational self-interest and common
sense; that like anyone else with common sense, they do not want to go
to prison or to war. do not want to be subjected to physical violence
themselves, and do not want to die; and will do anything to avoid any of
those fates; and that therefore all we have to do to prevent violence and
avold murder and war is to threaten to punish those who would commit
such acts with greater violence of our own -~ such as imprisonment and
capital punishment, in the case of individuals, or "bombing the hell out

of them," In the case of nations.

Now, there is nothing wrong with this theory. except for four
things: it is totally incorrect, hopelessly naive, dangerously misleading,
and based on complete and utter ignorance of what violent people are
actually like, of what actually causes violence, and of what could
conceivably prevent it. As a result, this theory of violence has had two
disastrous and very expensive consequences: first, by leading us to shift
our attention and resources from prevention to punishment (on a
national scale, to police and prisons; on an international one, to military
solutions) this theory has distracted us from attempting to learn what
actually causes violence, and what conditions would be necessary in
order to reduce the need for violence -- both their violence, and ours;

and from applying that knowledge to eliminating or ameliorating those
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conditions so that we would actually succeed in preventing violence
rather than merely punishing it (by means of more violence of our own)
after i1t has occurred. which amounts to locking the barn door after the

horse is stolen.

Secondly, the policies we have adopted on the basis of this theory
have not led to a decrease in the amount of violence; on the contrary,
they have been followed by an enormous and still escalating increase in
it, to the point where there has been more violence in this century than
ever before in history. For example, the murder rate in this country has
repeatedly risen, to the point where it is now ten times as high as it was
at the turn of the century and is still climbing, so that last year we
registered the highest murder rate ever recorded iIn our history -~ despite
(or, In part, because of) the fact that we now imprison far more of our
population than any other country on earth, including even such police
states as South Africa and the Soviet Union; and despite the fact that we
are now imprisoning more people than we ourselves have ever done
before in our history, twice as many as we did ten years ago. Our -
murder rate is from flve to twenty times as high as that of any other
industrialized democracy, even though we imprison five to twenty times
as high a proportion of our population as any of them do; and despite (or,
in part, because of) the fact that we are the only Western democracy that
still practices capital punishment. In fact, the only other industrialized
nations in the Western hemisphere that still commit legalized murder are
the non-democratic police states who are also our closest partners in the

use of prisons as punishment, South Africa and the Soviet Union.

Clearly, the result of our Increasing use of punishment not only
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has not been a decrease in the amount of violence in society; it has been
associated with the greatest increase yet. But despite that overwhelming
reality there is no indication that anyone in a responsible position of
powér has felt the need even to question. let alone reject, the official

theory.

How can we explain the fact that on a world-wide scale this has
been the bloodiest century in all of human history, with the first world-
wide wars, the most concentrated genocides, and the invention and use
of weapons that for the first time threaten our very survival as a specles?
What else can we conclude, except that for all practical purposes what
we thought we knew may have been so misleading as to be worse than
an honest admission of ignorance would have been? The question [ want
to ask Is not whether we have even begun to understand this problem,

but rather, why haven't we?

The reason I ask is based on my experience that in sitting down
and talking with violent people and asking them why they have been
violent, to my amazement, many of them have told me. I don't mean they
all do; some, such as the man I discussed on Tuesday, do not tell me in
words, and many may not even understand themselves why they
committed the violence that sent them to prison. They speak in the
symbolic language of the act of violence itself, so that I proceed like a
cryptologist cracking a code, or an anthropologist trying to understand
the meaning of a bizarre and gruesome ritual. But others do tell me, so
simply and directly that I don't need an elaborate interpretation to

understand what they mean.
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slightly older inmate, a man in his mid-forties, came in to see me
because he also had been involved in a running battle with most of the
inmates and correction officers on his cell-block. He began his
explanation as to why he was doing this by saying that he didn't care If
he lived or died. because the screws and the other prisoners had treated
him so badly -- "worse than animals in zoos are treated” -- that they
had taken all his property away from him and he had nothing left to lose;
but what he couldn't afford to lose was his self-respect, because that
was all he had left, and "if you don't have your self-respect you don't
have nothing." One way they took his self-respect was that another
inmate threw water on him, and the offlcer who saw this happen did
nothing to intervene. So the only way he could regain his self-respect,
he felt, was to throw water on the officer and the other prisoner -- as a
result of which they sentenced him to solitary confinement. He said
"death is a positive In this situation, not a negative, because I'm so tired
of all this bullshit that death seems thrilling by comparison. I'm not
depressed. I don't have any feelings or wants, but I've got to have my

self-respect, and I've declared war on the whole world till I get {t!"

Some people think armed robbers comnmit thelr crimes in order to
get money. And of course that is the way they rationalize this behavior
sometimes. But {f you sit down and talk with people who repetitively
commit such crimes what you actually hear is "I never got so much
respect before in my life as I did when I first pointed a gun at somebody,"
and "You wouldn't belleve how much respect you get when you have a
gun pointed at some dude's face." For men who have lived for a lifetime

on a diet of contempt and disdain, the temptation to gain instant respect
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in this way can be worth far more than the cost of going to prison. or

even of dying.

Should we really be so surprised at all this? Doesn't the Bible, in
describing the first recorded murder in history, tell us that Cain killed
Abel because he was treated with disrespect! "The Lord had respect unto
Abel and to his offering: But unto Cain...he had not respect" (Gen. 4:4-
5). In other words, God "dis'ed" Cain! Or rather, Caln was "dis'ed"
because of Abel. And, as the anthropologist Julian Pitt-Rivers_
concluded,. it is true in all known cultures that "The withdrawal of

respect... iInspires the sentiment of shame."

I have yet to see a serious act of violence that was not provoked by
the experience of feeling shamed and humliliated, disrespected and
ridiculed. and that did not represent the attempt to prevent or undo this
"loss of face" -- no matter how severe the punishment, even f it includes
death. For we misunderstand these men at our peril if we do not realize
they mean it literally when they say they would rather be dead or
mutilated, or kill or mutilate others, than live without pride, dignity and

self-respect. They literally prefer death to dishonor.

For human beings the self, the psyche, is far more important than
the body, the soma; and when people feel that the self, and the self-
esteem on which it is dependent for its survival, iIs threatened with
destruction, people will quickly and gladly sacrifice bodies, their own or
other peoples', in the attempt to prevent or undo this most catastrophic

of all human experiences, the death of the self.

As Frantz Fanon put it, "hunger with dignity is preferable to bread
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eaten in slavery." Hannah Arendt, in her essay On Violence, criticizes

this remark as one of Fanon's "worst rhetorical excesses.”" and adds that

No history and no theory is needed to refute this statement; the
most superficial observer of the processes that go on in the human body
knows its untruth. But had he said that bread eaten with dignity is
preferable to cake eaten in slavery the rhetorical point would have been

lost._

Nevertheless, my own observations of the hunger strikes that prison
inmates go on when they feel their pride has been irredeemably
wounded. and they see refusing to eat as their only way of asserting their
dignity and autonomy and protesting the injustices of which they
perceive themselves to be the victims, suggests to me that Fanon was
expressing something that is a psychological truth for the most violent
men: namely, that those who engage in these desperate (and potentially
suicidal) manoeuvres do feel that "hunger with dignity" really is
"preferable” to "bread eaten In slavery" -- physiology be damned! Those
whose pride has not been so demolished would not find starvation
preferable, and therefore find it hard to understand this, because they
have other sources of pride; but what was true for them is simply not

true for the kinds of people Fanon and I are talking about.

Perhaps the lesson of all this for society is that when people feel

impotent and humiliated enough, the usual assumptions one makes
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about human behavior and motivation. such as the wish to eat when
starving, the wish to live or stay out of prison at all costs. no longer hold.
Einstein taught us that Newton's laws do not hold when objects
approach the speed of light; what we now need to learn about humans is
that the "instinct of (physiological) self-preservation” does not hold when
one approaches the point of being so overwhelmed by shame that one
can only preserve one's self (as a psychological entity) at the sacriflce of

one's own physiological survival (or of the survival of others).

In other words. we need to remember that for the most violent
people "self"-preservation is not synonymous with preservation of the
body. as is usually assumed, and as it in fact is for those who are non-
violent. But for the violent, "self" does not mean "body;" the two become
"dis-jointed," so to speak. so that the interests of the two may be
irreconcilably opposed, and the value and priority placed on each may be

antithetical.

Nevertheless. for those who do value physical survival, violence is
by many criteria the most important public health problem currently
confronting us. For example, violence is overwhelmingly the most
frequent cause of premature death; and since it primartily kills the young,
whereas heart disease and cancer mainly end the lives of those who are
approaching the end of the life span, violence causes far more years of
potential life lost in this country before the age of 65, than are lost
because of cancer and heart disease combined! And yet incomparably
more research dollars are spent on the study of patients who suffer from
those illnesses than are spent studying the individuals in our prisons

and prison hospitals who suffer from a far more deadly form of
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pathology.

The main thesis that I want to propose to you tonight is that the
different forms of violence, whether toward individuals or entire
populations, are motivated, or caused. by the feeling of shame. Violence
toward others, such as homicide, is an attempt to replace shame with
pride when non-violent means such as economic or cultural achievement

are not perceived as attainable.

Finally, the thesis I am proposing here concludes that the target
toward whom the violence is directed -- that is, toward oneself or toward
others -- is further influenced by the presence or absence of the capacity
to feel guilt, as it interacts with shame in a complex psychodynamic,
psychocultural and psychophysiological system. When gullt is present, it
motivates the individual to direct his violence toward himself, as in
suicide -~ though shame may also motivate suicide, if circumstances
such as imprisonment, or defeat in war, prevent a person from
discharging his violence onto others, and he sees no other way to put an
end to an intolerable humiliation. The suicides of Antony and Cleopatra,
defeated Japanese samurai committing hara-kiri, and many of those

who commit suicide in prison, are of this type.

Shame and gullt, as Franz Alexander was the flrst to recognize, are
dynamic opposites and antagonists, like the sympathetic and
parasympathetic nervous systems (with which they in fact interact
physiologically, as in blushing), so that whatever experiences increase
the one decrease the other. For example, punishment and suffering

relieve guilt but intensify shame. (As D. H. Lawrence said, "I don't want
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to suffer.... [ should be ashamed. I think it is degrading."1 The fact that
punishment decreases gutlt is why penance relieves gullt feelings. at
least temporarily. The fact that being the victim of violence or
punishment increases feelings of shame and decreases feelings of guilt
helps to breed criminals; this is why those who have been punished most
severely —-- whether by means of violent child abuse, or by means of the
most punitive penitentiaries, are unable to experience feelings of guilt no
matter how gulilty they are of hurting others. Shame is also increased by
exposure of one's weakness, incompetence. vulnerability or neediness. so

it motivates concealment (as in lying).

From a dynamic point of view, shame is a motive of defense against
wishes to be loved and taken care of by others, wishes that make one
vulnerable to the risk of rejection, that prototypically shame-inducing
experience. These wishes to be loved and taken care of remain strong,
and hence shame-provoking, to the degree that they have never been
satisfled by the community, or lack of one, into which the individual was

born.

To the degree that shame is operative, it motivates people to
frustrate those wishes and even to conceal thelr existence (especially
from themselves), often by going to the opposite extreme. When that
happens. the impulses shame motivates as defenses against those
wishes will be the opposite of those being defended against. Thus,
shame-provoking wishes to be loved and taken care of by others will be

concealed behind the defensive facade that replaces them, namely, active

lwomen in Love
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aggressive impulses of hate directed toward others. What is so
unfortunate is that there are few more effective means of disguising the
wish to be loved and taken care of; this defense -- the defense that
violent behavior constitutes -~ is all too successful in concealing, both
from himself and from others. the individual's need to be loved and cared

for.

Gulilt, by contrast, is a motive of defense against feelings, wishes
and impulses of hate toward others -- those wishes which are the very
"defenses" stimulated by shame. The defensive attitudes and behaviors
motivated by gullt are the opposite of those being defended against; in
general, they can be understood as going to the opposite extreme against
hostile and violent impulses, and may take the form of exaggeratedly
self-sacrificing altruism. obsessive self-criticisms. behaviors that are
self-defeating or whose purpose is to provoke others to punish oneself
(which Freud called "moral masochism"), and inhibitions even of non-
violent activity, aggressiveness, independence and ambition (such as-

prohibitions against success).

Shame motivates hostility toward others, which is usually limited
to hostile thoughts and feelings but can culminate in hostile behavior as
well, escalating to violence when nothing else Is percelved as being
capable of rescuing self-esteem or national honor. The purpose of
violence is to restore and maintain respect for oneself or the soclal group
with which one has identifled (family, class, race, ethnic group, religion,
nation) when the self or the group is perceived as having been shamed,
insulted or treated with disrespect. People need a certain minimal sense

of pride and dignity, since to be overwhelmed by feelings of personal or
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national shame and humiliation is experienced psychologically as
tantamount to the disintegration or death of the self or (what amounts to
the same thing) of the group one has identified oneself with: and it is
characteristically accompanied by the feeling, and the fear. of that
dissolution of the self termed (by people going through the experience)

“going crazy."

In fact, violence, including homicide, is for many people a
desperate attempt -- sometimes successful, sometimes not -- to ward
off that ultimate disintegration of the self called madness. Extremely
violent people, if one sits down and talks with them, can describe these
phenomena quite simply and clearly. For example, I spoke with an
inmate recently who was recuperating from multiple fractures of the jaw
that he had suffered when another inmate beat him up. When I asked
him what he was planning to do now, he said that he would “go after” the
man who had injured him -- break his jaw, or worse. When I asked
what was the worst thing that would happen If he did not get revenge, he
replied that he would "lose respect" from other inmates (and ultimately,
his self-respect). When I asked him what was the worst thing that would
lead to, he replied, "I can't take it; [ start going crazy:." and he went on to
describe the sense of chaos, disorganization and panic that he
experiences until he redresses an insult or revenges an injury.

Compared with that state of his psyche, a little injury to his (or the other
person's) soma, or even a lot of injury (up to and including the physical
death of himself or the other person) seems a small price to pay for the
rescuing of his self-esteem -- or, to put it more exactly, the rescuing of

himself. What appears to an outsider as the creation of chaos and the
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breakdown of "law and order” represents in terms of his inner
psychological functioning the attempt to ward off chaos and restore order

and homeostasis -- which he feels he can do only by means of violence.
[Cf. "Dead Birds": same there, but collective.]

Perhaps the simplest way to sum up the theory of violence I am
presenting here s to say that the most direct way to stop others from
laughing at oneself (which is what people who feel ashamed percelve is
happening, whether it is or not) is to make them weep Instead; and the
easlest and surest way to accomplish that {s by means of physical
violence. Shakespeare {llustrates this brilliantly and literally in the scene
in Henry V In which the French King ridicules Henry by sending him a
gift. not of royal treasure, but of tennis balls. Henry replies to this
ridicule, or mockery, with the ultimate violence, a declaration of war on

France. with which to replace French laughter with tears:

...tell the pleasant prince this mock[ery] of his
hath turn'd his balls to gun-stones ...
His jest will savor but of shallow wit,

- When thousands weep more than did laugh at it. (1.11.281-96)

It is true that creating, achieving or producing things that are
valued by other people can command respect and lead to honors,
prestige, status, wealth, and power, and that this can be an equally
effective and even more permanent means for warding off ridicule than
violent behavior can. As Gerhart Plers put it, the experience of
competing successfully, or achieving enough to attain one's level of

ambition or aspiration, can heal the wounds to self-esteem that shame
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consists of. Unfortunately. achievement and creativity require time,
patience. talent, education, and some minimal degree of social and
economic advantage, as well as sheer good luck: and many people, and
many peoples, have not had such fortunate combinations of both
internal and external resources -- whereas violence always lies ready to

hand (literally).
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THE SOCIOLOGY OF VIOLENCE

From the standpoint of public health a pressing question now |s:
what are the soclal conditions, on a soclally significant scale, that lead
people to feel so overwhelmed by shame or guilt as to resort to violence
against others or themselves? There are several problems with
attempting to identify which groups are subjected to disproportionate
degrees of shame or discrimination, or of being treated as inferior or of
lower caste, without tending to see that group only along the dimensions
of its victimization, rather than also acknowledging its successes, and
thus we add yet one more insult to those to which it has already been
subjected. And, for example, it is rather absurdly ironic, in one sense, to
discuss the African-American community as one that suffers from an
unusually high level of violent crime, when the most impressive and
influential advocate and exemplar of non-violence is our history was a
black man, Martin Luther King Jr. It is even more ironic when we reflect
that blacks are. and always have been subjected to far more violence
from whites than they have themselves ever committed against whites —-
from the centuries of the slave trade, in which literally milllons of
kidnapped Africans were subjected to lethal conditions of transportation
and labor, to their current decimation by the deadliest form of violence of
all, as Gandht correctly recognized, namely, poverty (or "structural
violence," as it is increasingly being called, since it is a product of the
socio-economic structure of society) -- which kills far more blacks in

this country than all the murders yet committed.

On the other hand, because the main victims of that kind of

violence that is called criminal are other blapks. leaders of the African-
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American community themselves have been among the most vocal in
calling attention to the importance and the dimensions of this problem,
so I will proceed. And I believe even a brief analysis of this problem will
illustrate the power of systematic shaming and humiliation as a cause of

violence.

The psychoanalyst Edith Jacobson observed that "people may feel
ashamed of low flnancial or social or racial status." The very fact that
the words "low" and "status" are used to describe these differences -~ as
in the term "lower class" -- tells us which population groups in our
soclety are more exposed to experiences of shaming. Who would not feel
ashamed and inferior {f described as "lower class" or of "lower status"?
The Latin word for "lower" is inferfor: of "upper.” superior. Likewise, the
Latin word for "lower class" is the root of our word "humiliation." For
example, as Sir Moses Finley has pointed out, "in the 2nd cent. A.D., ...a
formal distinction [appeared in Roman law] between honestiores and
humiliores, which can be roughly rendered as “upper classes™ and “lower
classes'._ The term honestiores, by which the upper classes were
denominated, is a derivative of the word honor, which in both Latin and
English is the condition conductve to feelings of pride. Simtilarly, the
words for "proud” and "pride," superbus and superbia, have the same
root as superior, or "upper;" thelr literal meaning is that to be proud, to
experience pride, iIs to "be above" others -- as in being upper class. In
other words, the very language we use reveals how much we give honor
and pride, prestige and status to the upper (superior) classes, just as our
language contains within itself the feelings of humiliation and inferiority

experienced by those whose social position is humble and inferior.
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That these are psychological as well as etymological truths ts borne
out by empirical investigations of the differential exposure to feelings of
shame and gulilt in the different social classes. For example, Langner
and Michaels in the Midtown Manhattan Study (1964) found excessive
shame and minimal guilt in the lower-status groups. and excessive guilt
and relative protection from shame and humiliation in the upper classes.
In the slums, they concluded, "social control is by shame. ridicule or
threat of punishment." Among the higher-status groups they found
"social control primarily by creation of gullt; less shaming or
disparagement.” Differences in child-rearing methods between the
different groups contribute to these different outcomes, but so do social
experiences throughout the rest of the life cycle. For example. "any
lower-class parental rejection will be reinforced by societal rejection in
adult life, while the compensations of status, power and other
gratifications may be accorded the wealthier individual, thereby
counteracting his earlier rejections.” They refer also to the damage the
lower-status father's inferior social position does to the child's self- |
esteem, and conclude that his occupation is "despised or causes shame
and embarrassment.” Among children from upper-status homes, in
contrast, "parents' occupation is respécted. leading to strong

. identification.”

Simpson (1960, p: 305) reported the same flnding, and quotes one

man as saylng:

When I was in the sixth grade a neighboring woman told me that
she considered my father's occupation rather scummy and that

she did not want her children contaminated by association with
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me. ...I came to feel a sense of shame and embarrassment about
my father's job, not because of the lack of money. but because of
the lack of status. I recall being very impressed with the status
of occupations of other parents and secretly wishing that my
father could achieve that status so that I could impress other

boys and girls.

It should be emphasized that it is not poverty or deprivation per se
that causes shame, but relative deprivation. Even the man who
denounced the exploitation of the poor more powerfully than anyone
since the prophet Amos, Karl Marx. saw that it was not living in a hovel
that humiliated people, but living in a hovel next to a palace. That is why
he described "shame" as "the emotion of revolution" (from the point of

view, which was always his point of view, of the poor).

Not surprisingly, if we compare blacks with whites in this country
or others in which blacks have been victimized by racial discrimination,
we find the same relative differences. Frantz Fanon, for example, the
revolutionary psychiatrist in North Africa, described his response to
being black in a world dominated by whites: “"Shame. Shame and self-
contempt." He quoted the poet Aime Cesare who wrote "What a disgrace
it is to be black in this world! ...I rise burdened with the shame of my
color," and another who wrote: "My Christian name: Humiliation!" The
situation is no different here. The psychiatrists Grier and Cobbs wrote in
their book Black Rage of "the endless circle of shame, humiliation and
the implied unacceptablility of one's own person” that many blacks in this
country experience. Kenneth Clark's classic studies investigated the

emotional situation black Americans are In as they emerge from
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childhood experiences of being treated as inferior. He concluded: "The
stigma remains; they have been forced to recognize themselves as
inferior. Few If any Negroes ever fully lose that sense of shame." The
U.S. Supreme Court drew on Clark's research to support the
desegregation decision, Brown v. Board of Education (1954). As the
Court put it, "To separate [black children]...solely because of their race
generates a feeling of inferiority as to their status in the community that

may affect their hearts and minds in a way unlikely ever to be undone."

Whites, by contrast, are differentially exposed to conditions that
create a greater likelthood of feeling both pride (because of born into
positions of superior power, wealth and status), and guilt (because of
using that power to treat blacks in a manner that it {s almost impossible
not to perceive as both unjust and injurious). One does not need to
assume any innate difference in the capacity for or sensitivity to either
shame or guilt on the part of the two races; rather, the objective
conditions_of life for the two races in this country would seem virtually to
guarantee that whites would be more exposed to feelings of guilt, and

blacks to more feelings of shame and humiliation.

For, as Henry and Short pointed out in their classic study of
Suicide and Homicide (1954), the greater the degree of advantages, power
and freedom a person has, the likelier he Is to perceive himself as having
only himself to blame whenever things go wrong (as they inevitably do for
everyone, at one point or another); whereas those who cannot help but
be aware how little control they have over many of the setbacks and
disadvantages they suffer would virtually have to be out of touch with

reality to blame themselves for most of their problems.
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Before I even begin to discuss the problem of violence in the
African-American community, I need to preface it with several
reminders. The first is that the amount of violence done to African-
Americans is, and always has been. incomparably greater than the

violence done by this group.

In the light of all this, it is hardly surprising that those groups with
a higher ratio of shame to guilt would have a higher ratio of homicide to
suicide. Henry and Short reported that for blacks in this country the
ratio of homicides to suicides (7 to 1) i1s 35 times higher than the
corresponding ratio among whites (where it is 1 to 5, in the opposite
directtion -- that is, one homicide for every 5 suicides). Or. comparing
the homicide rates alone, among blacks in this country it was 11 times
as high as the rate among whites (and even higher, in some studies;
Wolfgang's 1958 monograph, Patterns of Criminal Homicide, found the
black homicide rate in Philadelphia to be 14 times as high as the white

rate).

As I said earlier, studies of a number of native African populations
whose cultures were still Intact, as reported in the anthropologist Paul
Bohanﬁén's African Homicide and Suicide, have shown homicide rates
that were well below those among blacks in this country; in fact, many of
the cultt‘i'res had homicide rates lower than those found among whites in
this country. These data make it clear that homicide is not a function of
race, or blology, but of soclal circumstances; and they suggest that black
violence in this country is caused by white racism. (And, I would add, the

intervening variable iIs shame.)
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On the other hand. whites in the U.S. are roughly three times as
likely as blacks to commit suicide. as we would expect if gullt Is
statistically more likely to motivate the introjection of anger. and whites

are more likely to see themselves as being gullty (relative to blacks).

Comparing lower- with upper-class homicide/suicide ratios, we
find the same inversion, though not quite as extreme (for one thing,
definitions and measurements of soclal class, which is always a
continuum from lower-most to upper-most, are much more variable
than are those of race, which is easier to conceptualize as all-or-
nothing). Despite these difficulties, however, there {s a consensus that
the lower-class homicide/sulicide ratio is 10 to 20 times higher than the
upper-class ratio (depending on the study, and how "upper" or "lower"
the class is). The homicide rate in every study I have come across is from
four to nine times higher among the poor than among the rich. The
assoclation between suicide rates and social class Is more variable,
though even those that find the highest rates of lower class sulicides still
find that the ratio of homicldes to suicides is, as I sald, significantly

higher among the poor than among the rich.

In other words, there is a great deal of evidence that the social
conditions and influences that different groups are subjected to are just
as powerful in determlning the differences in rates and types of violence
between those groups, as psychological influences and conditions are in
determining the differential predisposition to violence between different

individuals within each of those groups.

What I will attempt here is to go beyond that conventional wisdom
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and show how the soclal causes of violence are linked to, and in fact are
identical with, the psychological causes. namely, increased exposure to
feelings of shame and decreased exposure to feelings of gullt. One
advantage of this approach is that it makes it possible not only to
integrate the clinical and psychological knowledge that we have about
individuals with the soclological data that we have about groups into one
inter-disciplinary theory of violence; also. this theory solves a puzzle that
has been a stumbling block in attempts to explain violence for many

years.

The puzzle I am referring to Is this: it has been known for millennia
that individual or inter-personal violence -- i.e., murder and other acts
of violence that have been defined as crimes by the ruling class of any
glven soclety -- are strongly associated with poverty, i.e., with the so-
called lower classes. Long before there were statistical demonstrations of
this association, both Plato and Aristotle said that poverty is the mother
of crime; and our language itself reveals this perceived association. For
example, our word "villain" originally meant simply a serf, that is, an
inhabitant of the village, or collection of farm houses, that surrounded
the villa, the country house or manor in which the lord of the manor
resided. Conversely, the terms used to refer to the upper classes have
always had a positive moral and legal connotation. The term for the
upper classes in anclent Roman law, honestiores, is the root of our word
"honest;" and the term "noble" likewise implies both aristocratic social

status and moral superiority.

But the problem with seeing poverty or raclal discrimination as

"causing” crime, and upper soclal status as providing immunity against
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it. 1s that even though there is a demonstrably higher incidence. or
probabillity, of the kinds of violence that are defined as criminal in those
groups that have lower soclal and economic status. it Is just as true that
most poor people and most African-Americans do not commit such
crimes; and that some, although fewer, members of upper status groups
do commit them. How can all this be, if poverty and discrimination

"cause" violence?

The theory I am proposing here suggests a solution to that puzzle,
namely, that it {s not poverty, nor even relative poverty, relative
deprivation, per se, that causes violence; rather, violence {s assoclated
with poverty statistically, or probabllistically, but only probabilistically,
because poverty itself {s assoclated probablilistically. but only
probabllistically, with the intervening variable which is much more
directly causative of violence, namely, shame and humiliation. In other
words, more poor people become violent, although most do not, because
being poor increases the probabllity, in a statistical sense, that one will
be exposed to higher frequencies and intensities of insult and contempt,
of being humiliated and treated as tnferfor (as the Latin terms for "lower"
class imply linguistically), as compared with those of upper social status,
and that therefore there will be a higher risk of being overwhelmed by
feelings of shame and not having avallable to oneself those other sources
of pride and self-esteem, such as money, power, and social prestige,
which can serve as alternatives to violence In satisfying the universal

need for self-respect and respect from others.

But it is also clear that most people, even those of lower social

status, do have other sources of self-esteem besides violence; and Just as
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true that even higher soclal status is no absolute protection against
being shamed. rejected or unloved. or of falling to achieve whatever level
of aspiration one needs in order to be able to feel self-respect and avoid

feelings of inferiority, fallure, or incompetence.

In other words, you don't have to be poor or discriminated agalinst
to be shamed and experience feelings of inferfority -- but it helps. And
social prestige and high social status do not guarantee you protection

from being treated as, and feeling,. inferior -- but they help.

So poverty and discrimination per se are neither sufficient nor
necessary causes of violence, and they are also neither sufficient nor
necessary causes of overwhelming shame; but being poor and
discriminated against do increase the probabillity of becoming violent,
and the reason they do so is because those social conditions increase the
probabllity of being shamed, or treated as inferior. and having fewer
alternatives to violence in the attempt to avoid the death of the self which

results from being overwhelmed by shame.

Finally, in this theory shame itself is conceived as a necessary, but
not a sufficient, cause of violence. That is, everyone who becomes violent
does so because he or she is attempting to ward off or undo feelings of
shame and humiliation, of insult, disrespect or loss of face. But
experiences of shame and embarrassment are everyday experiences for
everyone, though the frequency and intensity of them vary enormously
from one individual or group to another, as does an individual's or
culture's sensitivity and vulnerability to such feelings. Nevertheless, the

vast majority of such experiences are not followed by, or in other words
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do not cause, violent behavior. For shame to cause violence, the person
(or group) must be both exposed to and vulnerable to extreme
frequencies and intensities of shame. and must have insufllcient

personal or social resources available to serve as alternatives to violence.

Why do some individuals from lower class backgrounds become
violent, whereas others do not? These individual exceptions to the
sociological, statistical rules can be explained in terms of what we know
about how their individual psychological experiences have differed from
those of the non-violent members of the same groups. And those
differences invariably consist of increased exposure to shame and
humiliation. For example, one study of 31 multiple and mass-murderers
by Shervert Frazier and his colleagues reported that the individuals who
grew up to commit these murders differed from their non-violent siblings
by virtue of the fact that they were singled out in their families for
exposure to shame and humiliation almost like scapegoats, as the
"whipping boys." so to speak, on whom the families' needs to taunt and
tease and ridicule was discharged. As they put it, "The recurrence of a
pattern of verbal shaming and humiliation by parents before [the]
children's friends and other family members was recounted frequently
and corroborated by family members. ...the high incidence of significant
and repeated personal humiliation and sense of powerlessness and
personal inadequacy cannot be overlooked. The usual pattern is a series
of repeated and memorable humiliations accompanied by severe feelings
of shame at the seeming personal inadequacy to extricate oneself from a

powerless position.”

Stuart Palmer's Study of Murder also found that those family
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members who grew up to commit murder differed statistically from their
non-violent brothers -- that is, siblings of the same sex living in the
same family -- by virtue of having a significantly higher incidence of
congenital or acquired facial or other physical deformities of the type that
lead to feelings of shame and embarrassment (what Erving Goffman
refers to when he speaks of "stigma"). They also were significantly more
likely to have been subjected to another source of feelings of humiliation,

weakness, disrespect and rejection, namely, severe physical beatings.

Conversely, individuals who belong to groups of higher socio-
economic status are also capable of being overwhelmed by feelings of
shame and feeling so lacking in other alternative means of bolstering
their self-esteem that they then become violent -~ though that particular
combination of circumstances is less likely, in a statistical sense, to
happen in such groups. One example of this from my experience was a
20-year old man who was admitted to the prison hospital at Bridgewater
when I directed it in the late 1970's, who was certainly of upper social
status -- his father had been a clergyman in the most socially
prestigious denomination in one of the most socially prestigious WASP
resort communities on the East Coast, until he disgraced the family by
running off with one of his married parishioners, as a result of v@hﬁéh he
was defrocked as a minister. The son, even before that happened, had a
long history of being the family fallure, a disappointment to his parents
and clearly inferior to his better-adjusted siblings. He did poorly in
school, was rejected by his peers, and finally, after attempting suicide by
driving his car over a cliff, he was admitted to one of the Harvard

teaching hospitals. Psychological testing was done, and the report stated
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"he feels as if he had not lived up to parental expectations. His shame
over falling is overwhelming to him." Although according to the thesis I
am presenting here that last sentence should have been a red flag
warning of danger, the examiner stated that in her opinion "this patient's
potential for violence is not significant." Less than a year later he
murdered his father, after being slighted and rejected by him: and a few
years later, the boy followed that by killing himself as well.

There are many more [ ] painful and important lessons to be
learned from this series of human tragedies than I will have time to
explore here tonight. The only point [ will attempt to make now is simply
that even being a member of an upper social status group does not
guarantee that one will not experience the utter depletion of self-esteem
that this young man did. if one's own individual humiliation goes too
deep to be compensated for. or cushioned, by the social prestige of the
group to which one belongs. Nevertheless, the likellhood that any glven
individual will undergo these experiences is strikingly smaller in such a

group than it is in those in which the group itself is treated as inferior.

In other words, all the individual members of upper status groups
tend to be treated as superior until proved inferior; and all the individual
members of lower status groups tend to be treated as inferior until
proved adequate, or competent -~ and they are less likely, statistically, to

be treated as actually superior, even with high levels of achlevement.

I am attempting to understand not only why violence s more
frequent in lower status groups, but also why it is neither universal in

nor limited to those groups. And I am trying to explain why violence,
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when it occurs, iIs invariably caused by shame. but also why feelings of
shame per se only rarely result in violence -- that is, only under those
(fortunately, rare) circumstances in which the intensity and frequency of
the experiences of shame threaten to overwhelm the individual's ability
to tolerate those feelings without sufifering the death of the self, and in
which the individual does not have adequate alternatives to violence,
either internal sources of self-esteem and self-respect, or such social
resources as power, wealth or soclal prestige, with which to avoid- this

most catastrophic of all human experiences.

Finally, what are some practical implications of all this? What
social policies do these considerations suggest would be most effective in

preventing violence?

First, to reduce the amount of violence in the world means to
reduce the amount of shame; to reduce the amount of shame means to
reduce the intensity of the wishes that stimulate shame; and to reduée
the intensity of those wishes means to gratify those wishes, by actually
taking better care of each other, and especially the neediest amohg us,
than we have been -- particularly beginning in childhood, when those
needs are most Intense and peremptory, and the effects of frustrating
them can be most permanent and ineradicable. As W. H. Auden put it -
- and the literal truth of his words cannot be exaggerated in this era of
nuclear weapons in which violence threatens the survival of all of us --
"We must love one another or die." Or, to quote the phrase that

Dostoevsky put in the mouth of Father Zossima, we must recognize that
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"all are responsible for all.”

We have a horror of dependency as a nation. We act as though the
wish to be taken care of and to be loved is shameful. No wonder we have
so much violence. For the horror of dependency is what causes violence.
The emotion that causes the horror of dependency is shame. Shame
motivates the use of violence, or In other words, active aggressive
independent behavior, as the means by which to disguise one's wish to
be taken care of by others, and of one's wish for others' love. And the
horror of dependency, which shame causes, motivates the repression of

those wishes.

One form our horror of dependency takes is a horror of what is
somewhat misleadingly called "welfare dependency.” Because we are so
horrified by "welfare dependency," we as a nation do less for our own
citizens than does any other democracy on earth; less to provide the
various kinds of care that we all in fact need -- health care, child cére.
housing, support to families, and soon. It is not surprising that we also
have more violence than does any other democracy on earth, as well as

more imprisonment.

For while shame motivates the repression of the wish to be loved
and taken care of, by concealing it behind exaggeratedly active and
aggressive "macho” behavior, what is repressed always returns, in one
form or another -- whether it is the government or the indlvidual that
represses those needs. One of the discoveries I was most surprised to
make about violent people is that chronic institutionalization, i{n the form

of imprisonment, Is a means by which shame-driven personalities
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arrange to get themselves taken care of, but in a form disguised enough
to enable the individual to save face. In other words. the tough,
threatening. belligerent behavior that gets people committed to prisons or
prison mental hospitals is a face-saving way (sometimes conscious and
sometimes not) of arranging to have others meet their needs to be taken
care of in ways, and to a degree, that they are too ashamed to

acknowledge openly.

For example, the first violent criminal [ ever saw in therapy told me
after almost a year of regular meetings that when he was "on the street”
(meaning out of prison), he would get so tired of being cold and hungry
and homeless, sleeping in parked cars or hallways. that he would start
missing prison, where he at least got three hot meals, a warm bed to
sleep in, and someone who cared enough about him to make sure he was
there at night! All he had to do to get those needs met was to commit an
armed robbery, along with a mugging that was brutal enough that the
judge gave him a reasonably lengthy sentence. On the other hand, to
anyone who is aware of what brutal and depriving places prisons are,
there is no more severe indictment of the lack of any real "community” {n
our soclety, than that some people living in this so-called community
would actually find prison preferable. We say "Community, Community,"

but there is no community.

One of the main purposes of violence, then, is to disguise these
basic human wishes so that they can arrange to have them satisfled in a
face-saving way -- by being sentenced to a prison or hospital for an act
of violence. That way, one can be cared for, can have one's dally needs

met, without having to acknowledge publicly, or to oneself, that that is
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why one arranged to have oneself institutionalized. One can pretend
instead that one iIs in an institution only because one is so tough and
dangerous and scary, so active and aggressive, and so independent of the
community's standards, that the courts insisted on locking one up
against one's own wishes-~ rather than that one has become
Institutionalized because one is really a person who primarily wants to be

taken care of and loved.

Those are among the reasons why the most effective way to
increase the amount of violence and crime is to do exactly what we have
been doing increasingly over the past decade and more -- namely, to
permit -- or rather, to force -- more and more of our children and
adults to be poor, neglected, hungry., homeless, uneducated and sick.
What is particularly effective in increasing the amount of violence in the
world is to permit the increasing gap between the rich and the poor to
continue to widen; we have not restricted that strategy to this country
alone, but are practicing it on a world-wide scale, and we can well expect
it to culminate in increasing levels of violence, also on a world-wide
scale, throughout the indefinite future, even if we were to reverse our
current policles overnlghf. That is, even then we could expect the
violence to continue until enough generations have passed that the
effects of this phenomenon on the current generation of children
throughout the world is no longer being felt by their children, and their
children's children, and so on ("to the seventh generation” is, I belleve,

the Bible's estimate of the time scale involved).

Relative poverty -- poverty for some groups coexisting with wealth

for others -- s much more effective in stimulating shame, and hence
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violence, than is a level of poverty that is higher in absolute terms but is
universally shared. That {s. shame exists in the eye of the beholder --
though it is more likely to exist there {f the beholder is percelved as
richer and more powerful than oneself. In that archalc, pre-scientlfic
language called morality. this gap Is called injustice; but most people
throughout the world still think in moral terms, and the perception that
one is a victim of injustice is what causes shame, which In turn causes

violence.

From the standpoint of public health, then, the social psychology
of shame, gulilt, discrimination and violence becomes central to any
preventive psychiatry. I hope that my analysis of the psychological
consequences of the feelings of shame and gullt has shown how such
seemingly trivial events as personal experiences of slights and slurs,
chagrin or embarrassment, can explode into epidemics of violence. just
as the physical consequences of organisms as insignificant as microbes
can have the gravest implications for public health. The task before us
now, as [ see it, is to integrate the psychodynamic understanding of
shame and gullt with the broader social and economic factors that
intensify those feelings to murderous and suicidal extremes on a mass
scale. If cleaning up sewer systems can prevent more deaths than all the
physicians {n the world. then perhaps reforming the institutions that
systematjcally humiliate people can do more to prevent violence than all
the preaching and punishing that have been the main methods used
heretofore by the criminal justice system, and more than all the therapy
that all the psychiatrists in the world could possibly provide. I hope that

some of the thoughts I have presented here can help to clarify the issues
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involved, and that we can joln with each other in the effort to attain that

goal .




From . M. LUDTKE

PHONE No. : 617 354 1728 Mar.27 1995 S:31PM P@2

To: First Lady’s staff

From: Melissa Ludtke
Public Policy Fellow
Radcliffe College

ke: Follow-up memo to convercations with the First Lady
aboul children/family iesues

Merch 28, 1995

This memo is a compilation of idcas discussed during sev-
eral meetings [’ve had with the First lady, and a suggest-
jon about a strategy 1 am propoeing for her continuing in-
volvementi in insucc impacting the lives of U.S. children
and their families.

During our meetiny in February, Hillary and I talked
for quite a while about the media’s increacing intersst in
the coverage of children’s ieswes. I shared with her a re-
port done by the Casey Journalism Cenier for Children and
Familico; it shows that during the past five ycars some 35
or so newspapers and news services havc added children and
/or tamily beats tv Lheir coverage. We talked ahout how a
Jot of these rcporters now covering children/family iscues
are eager, because of wanting to develop their beats, to
find "serious" news stories to justify and enhance their
newspaper ‘s commitment to such coverage.

My point in mentloning this to Hillary was to estab-
lish the presence of a growing contingent of reporters and
writers, and editors who are all recent converts to the
coverage of children. 'these reporters are not part of the
inside-the-beltway press corp but are scattered around the
country, trying in varlous ways Lo bring news coverage of
children and families to readers and viewers. In many in-
stances, given the newness and scope of their assignment,
these reporters are not yet knowledgeable about the full
range of issues involved in children’s lives. Nor do many
ot them have the kind of opportunity they should to bc ex-
posed to the valuable information being unearthed by phys
icians, social scientists, educators, and neurobiologists
about children’s needs for healthy development. Instead,
many news stories about children arise only out of rancor-
ous political argument aboul legislation such as welfare
reform, in which children becoume used more as rhectorical
devices than as the people whuse well-being ought to be
the driving force in shaping the debate.
















From !

M. LUDTKE PHONE No. @ 817 354 1723 Fekb.@4 1995 1:24PM

Liz: I am sending a copy of this memo to you, and asking
if yowu wonld forward it to ''he Firet Lady.

I very nwnch enjoyed the opportunity we had tu méat
and talk abou!l. these concerns. I hope that you wiil keep
me in mind as discussion of thepe issuees - and of how Lo
best approach the djamsemiration of information  contin-
ues.

Dear Hillary!

Ac alwaye, my conversation with you left my mind
restless with thouught. On Friday, ns T dached about from
meeting Lo mceting and Lhen flew home, your quectione and
vur evachange of ideas kepl bounocing around inside of ma.
Now, it is Salurday morning and I’'m home, and as soon ag I
got up [ to a bliccard of cnow ], I felt ao though I was
on automallc pilot: a voice insidc of me kept saying ‘go
get yovur Zigler notes’, and so I did.

Back in 1990 - when I was rcporting a cover story
for Time - "Do We Care About Our Kids: Thc scorry plighi of
America’s most disadvantaged minority: its ehildren" - [ I
will send by maill a copy uf Lhis story )}, I spenl several
hours with kEd 2igler talking aboul children. His insighils
were extraordinary, and he gave me a cupy ol what was then
in manuscript rorm - a chapter from a bouvk ouvn Lbe Amcili-
can Family: “The Family Agenda for the 1990s".

Let me simply give you a few quotes which I pul in
my notes from that manuscript - thoughts which I believe
form a present-day basis for a vigorous campaign of public
education about the healthy development of children suth
as we spoke about on Thursday. 'he observations in this
chapter explain the dangers inherent in ignoring in our
formation of social policy what we have learned - and are
continuing to learn - in our sclientific exploration.

"“SHOULD WE CHOOSE TO IGNORE THE CLEAR FINDINGS OF
OUR SCIENTISTS AND THE UNDISPUTED FACTS OF FAMILY
CHANGE AND RESULTANT FAMILY NEEDS, THE HUMAN CA-
SAULTIES WILL NOT BE SO EASILY IGNORED; THEY WlLL
SEEK US OUT IN CRIME AND DELINQUENCY, IN DRUG USE,

IN UNEMPLOYABILITY, IN SOCIAL WASTE AND PERSONAL
DESOLATION. “

"WE BAVE FAILED REPERATEDNIV T0 UTTI.IZE THE COLLECTIVE

WISDOM OF OUR DEVELOPMENTAL EXPERTS TN FORMUTATING
ENLIGHTENED SOCIAL POLICY."

202
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The aul.hors quote Urie Bronfenbrenner AR saying:

"THE MORE Wk T.FARN ABOUT THE CONDITIONS THAT FOSTER
7THE DEVELOPMENT OF HUMAN COMPETENCE AND CHARACTER

| hcalth, family, sechmanl, child care ] THE MORE WE

SFE THOSE CONDITIONS ERONDED IN OUR SOCIAL ENVIRON-
MENT. "

The theme of thic writing is obvious:

"4t IS NOT A QUESTION OF KNOWLEDCF; IT IS A QUES-
TION OF COMMITMCUNT AND WILL.*

And, Julius Richmond - Director of Haalth Policy
icy Kesearch aud Education at Harvard s guoted
as saying:

"IN 'I'H LAST THIRTY YEARS OF MONITORINC THE INDICR-
TORS OF CHILD wiELL-BEING, NEVER HAVE THE INDICA-
TORS LOOKED SO NEGATIVE ACROSS ALL FOUR SYSTEMS
ESSEN'Y'LAL TO GROWLH OF THE CHILD."

Health
Family
Schools
Child care

The role which is missing today is a visible, pub-
lic voice connecting these two arenas: WHAT WE XNOW! and
WHAT WE DO

That's the voice I am urging you to be - not in a
way which is immediately construed as partisan and thus
open to attack, but one which can be vfewed as serviang the
important function ot connecting these now-looge threads.
And if you set out to do this - as the quotes above demon-
strate - you would find yourself surrounded by a chorus of
voices who have been trying to deliver this message to po-
l1itical 1maders for quite some time.

This atrategy of education/policy shaping - using
the child‘s develeopment. from 0 to 18 as the ladder of con-
cerns - is more of a long-term approach, but is one which
I think could yield short-term gains along the way. T be-
lieve, for example, that a conference - moderated by you
and broadcact on C-Span - in which expertc are assembled
to tcll the public what the coste are in human ( and in
monctary tcrmo ) ot not paying attention to how social en-
vironments impact on brain development, etc. would be an
attention-grabbing-way to have an immediate and concrete
impact on thc currcnt political debate.
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: M. LUDTKE= PHONZ No. @ 517 354 1728 “eb. @4 1395
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In terms of addressing your concern about trying
to have & constructive and morc immediale impact on the
debate/policies now being sghapod on the Hill - and how to
get. that informatior through te thosc who uare not already
inalined to reccive it - I would propose a roundtable dis-
cugRion among Scnators who are in posilions of inflnence
on this topic. You noted your frusiration during Lhe push
for health care on thc hurdles to getting information to
those who are diocinclined to want to Leke it in - perhaps
a frank discussion of this - with ehildren’s issues &8 the
primary focus - would illuminate some of the institutional
hurdlas and come up with ways to gatl. over them.

Included in that list might be:

Senators Kennedy, Dodd, Dacchlc
Kassebaum, Jeffords, Hatch

Thexe are obvious advantages to appearing bi-part-
isan in thir outreach effort [ though there are also dis-
advantages in terms of Lhe level of frankness with which
the conversation can be conducted ]. If you wart to con-
centrate on strategizing with Democrats - then you night
substitute Senalors vuch as Patty Murray, Tom Ha:kin, and
Barbara Mikulski and Jeff Bingaman for the Republicans oa
the list above.

Before closing, lelL me just relterate what 1 said
on Thursday -- Chlldren’s isesues are in the news!! Editors
at newspepers are creating "news holes"” for articles about
what'’s happening to children. Local TV stations are hiring
reporters Lu du storles about children. Reporters are be-
ing asked to concentrate on this as a "beat". This means
there is a natural constituency of journaliets eager to
report on these issues, and most journalists ( simply be-
cause they are human beings with egos ) would like to be-
lieve that what they write or broadcast has an impact on
informing people but also in shaping what happens to
¢hildren in this country.

I tend to get to Washington sometime during each
month - so I hope we can continue to meet and talk about
these issues. I will let ram know when my next trip is
scheduled and, 1f you think it would be helpful for us to

meet at that time, I be delighted to set aside time +o0 da
Bo.
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To: Liz Bowyer
From: Melissa Ludtke
Re: Follow-up from Feb. 2nd meeting and earlier memo

February 6, 1995

Liz:

I am enclosing with this memo a copy of a Report of
the Casey Journalism Center for Children and Families on
"Children and Family Journalism: Out from the Shadows,
Media Coverage of Children and Family Issues."

Please make sure that The First Lady has an oppor-
tunity to thumb through it before you pass it along to
Lisa Caputo. [ In fact, you might want to contact Cathy
Trost at the Casey Center and get another copy. Her phone
number is 301-405-2482. ] I think it is a valuable docu-
ment to underscore how engaged some journalists and their
publications are in the coverage of these issues. [ This
would not have been the case even three years ago! ]

I am also sending a copy of a Time cover story that
I reported on in 1990 - it was in the reporting for this
story that I spent time with Ed Zigler at Yale and he gave
me a copy of the chapter from which I quoted in my earlier
memo. I think this piece - although nearly five years old
- is, sadly, just as relevant today. The fundamental is-
sues and questions have not changed, even if the circum-
stances of kids - particularly the hundreds of thousands
more who are living in poverty - have arquably gotten only
worse.

That’s it for reading material, this time. But I
would appreciate if you would also pass on to Hillary the
following information: In a phone call this morning with
Dr. Howard Hiatt - the man who is in charge of the Ameri-
can Academy of Arts and Science’s Initiatives for Child-
ren ( a memo about which I left with Hillary ) - he men-
tioned that if there is any way in which she can envision
the Initiatives Project ( and its academic members ) be-
ing of service to her efforts to educate legislators and
the public about the consequences of social policy deci-
sions on children, he would be delighted to convene such a
meeting to discuss such assistance.

[ As a guide to some of the other social policy aca-
demics who are involved in the Initiatives Project, I am
enclosing a list of those who met several weeks ago to
draft a White Paper for Congressional legislators on the
impact of welfare reform measures on children. Please try
to ignore the scribbled notes. ]






April 7, 1995

Ms. Hillary Rodham Clinton
Office of the First Lady
West Wing, Second Floor
The White House
Washington, D.C. 20500

Dear Hillary:

Bravo! I hope you and Chelsea are as delighted by the
terrific response to your trip as you seemed to be energ-
ized and inspired by what you saw and heard. That poem you
read from the schoolgirl - about women’s roles, circum-
stances, and the perceptions of them - captured so much of
what we all try to articulate about our lives today. It is
hard to imagine how you can possibly process all that you
were able to experience but I'm certain the trip changes
forever the ways both you and Chelsea will see our world
through your women’s eyes.

During your time in Southeast Asia [and in the days
before it], I visited with Liz Bowyer on my trip to Wash-
ington. After our meeting [and on her suggestion], I put
together a memo for Maggie Williams to give her some idea
of what we’ve been talking about and some of the idea we
have been tossing around. I hope she will share this memo
([ a copy of which I am enclosing for you] with Melanne.
Maggie and I have not had a chance to speak about it,
though I do have a phone call into her.

Essentially, I make the same point in this memo that
I keep emphasizing to you - about how PERFECT the time 1is
for you to take on an educative role about children and
families in this country!!!! There is thirst for knowledge
about what is happening to kids and families, and knowled-
ge can be transformed into political power if people have
a sense of the direct consequences of their inaction and
of the ways in which action can be constructive ard not
solely punitive. What I’ve suggested to Maggie is that a
small working group be convened - first to decide if this
is an approach you &re interested in taking and how your
role in it should be conceived. If you want to move ahead,
trhen the working group - and others - would work to draw
up a five-month plan in which you would play an intermit-
tent but crucial role in the strategy.
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I am also enclosing some more articles and a short
videotape from ABC News which again highlight many of the
issues we’ve been discussing. I hope you have a moment to
take a look at them. They enclosures include:

1L

2.

The memo I sent to Maggie on our meetings and
my follow-up suggestions

Articles from the Journal of Public Health on
the relationship between a mother’s education
and her child’s propensity for mild retarda-
tion

ABC News segment [ two minutes long ] on the
study on mild retardation and the decision by
CDC to monitor developmental daycare for poor
children

Section for Carnegie report, "“Starting Points"
on early brain development + more

A section for my manuscript [I don’'t yet dare
call it a book] in which I incorporate material
about healthy early development into stories
which illustrate how or why it doesn’t happen
in some children’s lives

I hope we can get together again, soon, to talk more
about whether the strategy I’ve proposed, or another one
addressing the similar issues, might be something you’d
want to get involved with.

All the best,

M&t VSA

I just received a letter accepting me as a Casey
Fellow for the week-long program in June on the
coverage of children and the news. I hope you de-
cided to give the keynote. Not only does it offer
a great opportunity but now I have a more selfish
reason. It would be great to have you there!!!!



To: First Lady’s staff
From: Melissa Ludtke
Public Policy Fellow
Radcliffe College
Re: Follow-up memo to conversations with the First Lady
about children/family issues

March 28, 1995

This memo is a compilation of ideas discussed during sev-
eral meetings I’'ve had with the First Lady, and a suggest-
ion about a strategy I am proposing for her continuing in-
volvement in issues impacting the lives of U.S. children
and their families.

During our meeting in February, Hillary and I talked
for quite a while about the media’s increasing interest in
the coverage of children’s issues. I shared with her a re-
port done by the Casey Journalism Center for Children and
Families; it shows that during the past five years some 35
or so newspapers and news services have added children and
/or family beats to their coverage. We talked about how a
lot of these reporters now covering children/family issues
are eager, because of wanting to develop their beats, to
find "serious" news stories to justify and enhance their
newspaper’s commitment to such coverage.

My point in mentioning this to Hillary was to estab-
lish the presence of a growing contingent of reporters and
writers, and editors who are all recent converts to the
coverage of children. These reporters are not part of the
inside-the-beltway press corp but are scattered around the
country, trying in various ways to bring news coverage of
children and families to readers and viewers. In many in-
stances, given the newness and scope of their assignment,
these reporters are not yet knowledgeable about the full
range of issues involved in children’s lives. Nor do many
of them have the kind of opportunity they should to be ex-
posed to the valuable information being unearthed by phys-
icians, social scientists, educators, and neurobiologists
about children’s needs for healthy development. Instead,
many news stories about children arise only out of rancor-
ous political argument about legislation such as welfare
reform, in which children become used more as rhetorical
devices than as the people whose well-being ought to be
the driving force in shaping the debate.
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What I proposed to the First Lady - and am now put-
ting on paper for your consideration - is the development
of a well-thought-out strategy by which Hillary'’s vast
knowledge about and experience with children’s issues, as
well as her extraordinary ability to focus public atten-
tion and inform public opinion, is utilized in a national
effort to educate Americans [and this new crop of report-
ers and editors] about the immediate, vital need to find
common ground in a campaign to improve the lives of all
children.

Let me begin by saying what this strategy is NOT.

It is NOT an attempt to have her assume a new and
visible policy making role in the adminis-
tration

It is NOT an attempt to have her spend time up on
Capitol Hill visibly appearing to impact
legislation

It is NOT an attempt to have her delineate a large
governmental solution to problems of child-
ren’s poverty, etc.

In this strategy, the First Lady’s role would be as:

A CONVENER for experts about what is happening in
children’s lives, to focus a spotlight on
the key developmental ingredients which too
many children don’t have in their lives

A LISTENER to what experts are able to tell us about
what each and every child needs to develop
into a healthy and productive adult

A GUIDE to take the American people on a voyage of
discovery about how some communities have
responded well to the needs of children

What I propose 1is to create a strategy by which the
First Lady appears AT THE HUB of an multi-faceted outreach
effort to inform and educate the American people about the
key developmental issues in children’s lives.

How to do this: When we envision a child’s life, we
think of it as beginning at birth [or before birth] and
moving through various developmental stages on its way to
adulthood. These developmental stages can be roughtly di-
vided into four parts [for the sake of this discussion]:

Zero to Three: Infant to Toddler

Four to Eight: Preschool to Elementary

Eight to Twelve: Elementary to Pre-Adolescent
Twelve to Seventeen: Adolescence



My suggestion is that intermittently, during a per-
iod of four to five months [maybe from July until December
1995), the First Lady would take the American people on a
well-coordinated journey of discovery about what consti-
tutes healthy development for a child in each of these
stages. And there is no lack of medical and education ex-
perts, such as T. Berry Brazelton [to name an obvious one)
who would be delighted to work alongside the First Lady to
bring what they know about this to the American people.

For example, in the initial section, when we focus
on the 2ero to Three years, Hillary - AT THE HUB of this
effort could highlight a wealth of fascinating and import-
ant new findings about what happens in an infant/toddler’s
brain. Now that scientists can, for the first time, actu-
ally peer inside of a child’'s developing brain and see the
formation of synapses which determine his/her future in-
tellectual growth, they are also finding strong links be-
tween what happens [or fails to happen]) inside the brain
with the environmental stimulation and nourishment a baby
receives.

The Carnegie Corporation’s report "Starting Points"
drew attention to the importance of these new findings in
1994 but neither that report nor this information has been
widely disseminated or stressed to legislators who are,
for the most part, ignorant about such findings. Also, I
gave Hillary (and Liz Bowyer] a five-part, Pulitzer-award
winning Chicago Tribune series from 1993 which was about
brain development. In these articles the author noted that
during the past decade scientists have learned more about
the human brain than in all previous history. Pioneering
studies, the reporter tells us, show the IQs of children
born into poverty can be significantly raised by exposure
to toys, words, proper parenting and other stimuli. It is
important that what these scientists are learning be also
learned by the American people who must make decisions
about how we, as a society, invest our resources.

By bringing together a group of articulate scien-
tists whose work is on the cutting edge of this research,
the First Lady would inject into this on-going partisan
debate the kind of solid information [and persuasive and
powerful visual images of brain development]) which is woe-
fully lacking. Present also could be early childhood dev-
elopment experts from the worlds of psychology and educa-
tion to address from their perspectives what can happen to
divert healthy development in a child during these years.

I have discussed with Hillary the idea of convening
such a group - not unlike the President’s pre-inaugural
economic summit in Little Rock - getting C-Span to tele-
vise it, and issuing findings from it as a public service
to the American people. Dr. Barry Zuckerman, a member of



the National Commission on Children, a pediatrician and
researcher and head of Boston City Hospital’s division of
Developmental and Behavioral Pediatrics, told me that this
information about early brain development and the visual
evidence he’s able to show people are the most powerful
and persuasive tools he’s ever found in convincing people
of the need to pay attention.

Each of these four developmental stages offers fer-
tile ground for gathering new and important findings re-
garding children and families, and highlighting them for
both reporters and the public who are astonishingly ill-
informed. [I won’t detail each one of them now, but suf-
fice it to say there is more than enough material for the
First Lady to spotlight - such as, in the pre-adolescent
and adolescent stages, her concern about drawing atten-
tion to the impact of violence in the lives of children.]
And while this strategy keeps the First Lady away from ex-
plicitly entering the fray of public policy debate, her
ability to place a frame of public policy around this in-
formation and inform basic principles which should gquide
Americans in instructing their legislators how to invest
their resources!!!

At each stage, a "big" event with Hillary (which
would be different each time to capture anew the media’s
attention) would signal the change-over from one stage to
the next. However, after this event takes place, both
Hillary and surrogates [within the administration as well
as outside of it] would travel around the country to il-
lustrate the primary messages applicable to this develop-
mental time. These visits to successful programs or com-
munity-wide efforts would be a way to emphasize and sus-
tain the dispersal of this information.

I urge you to act on this suggestion. I believe it
is well suited to the abilities and interests of the First
Lady, fits well into a role she is comfortable in assum-
ing, and could be of ENORMOUS benefit to the children and
families of this nation. It also emphasizes her own per-
sonal role as a mother to Chelsea and a concerned parent!

DESIGNING A STRATEGY:

I suggest putting together a small working group to
discuss this strategic approach - or others - regarding
Hillary’s involvement in children and family issues. Aside
from staff of the First Lady, I’'d suggest inviting people
such as:



Peter Edelman

Dr. Barry Zuckerman

Dr. T. Berry Brazelton

Lisbeth B. Schorr [author of "“Within Our Reach"]
Dr. Ed Zigler

I would also like to be included in such a discus-
sion. I feel I bring to the table a high level of under-
standing about the media‘s role in this kind of an enter-
prise, after having covered children and families for Time
magazine for nearly a decade.

And, I'd suggest inviting someone such as

Ms. Ann Finucane, an expert in marketing who
worked (pro-bono) with Marian Wright Edel-
man in devising some successful outreach
strategies regarding children’s issues. She
is located in Boston. Her expertise would be
in helping us to strategize about how to
position Hillary in such a campaign and how
to creatively package this idea....

Of one thing I am convinced: By creating this kind
of logical, easy-for-the-American-people-to-follow strat-
egy of linking Hillary’s educative role to the stages of a
child’s development, she can be positioned as someone to
whom Americans will want to listen when it comes to figur-
ing out what to do to help children. It provides her with
a visible stage by which she can respond, as she is often
asked to do, in the midst of public policy debates such as
the one we are now engaged in about welfare reform.
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Liz: I am sending a copy of this memo to youn, and asking
if you wonld forward it ta the First Lady.

I very mich enjoyed the ovpportunity wa had tu meat
and talk aboul. these cuncerns., I hope that you will keep
me in mind as discumssion of theoe issues - and of how Lo
best approach the djaasecmiration of information  contin-
ues.

Dear Hillary:

Ac alwaye, my conversation with you left my mind
reatlcee with tlhuught. On Friday, ns T dached about. from
meeting Lo mccting and Lhen flow home, your quectione and
vur eachange of ideas hepl bounoing around inside nf ma.
Now, it lis Salurday morning and I’m home, and as coon as I
got up [ to a bliczard of cnow ], I felt ao though I wan
on autumalic pilot: & voice insidc of me kept saying ‘go
get your zZligler notes’, and so 1 did.

Back in 1990 - when 1 was roporting a cover story
for Time - "Do We Care About ®ur Kids: Thc sorry plight of
America’s most disadvantaged minority: its children" - [
will send by mail a copy uf Lhls story ), I spent eeveral
hours with Bd zigler talking about children. His insighis
were extraordinary, and he gave me & coupy ol what was then
in manuscript rorm - a chapter from a bouok oun Lhe Awesi-~
can Family: "The Family Agenda for the 1990s". ‘

Let me simply give you a few quotes which I pul in
my notes from that manuscript - thoughts which I bellieve
form a present-day basis for a vigorous campaign of public
education about the healthy development of children sucth
as we spoke about on Thursday. ‘'he observations in this
chapter explain the dangers inherent in ignoring in our
formation of social policy what we have learned - and are
continuing to learn - in our scientific exploration.

"SHOULD WE CHOOSE TO IGNORE THE CLEAR FINDINGS OF
OUR SCIENTISTS AND THE UNDISPUTED FACTS OF FAMILY
CHANGE AND RESULTANT FAMILY NEEDS, THE HUMAN CA-
SAULTIES WILL NOT BE SO EASILY IGNORED; THEY WLLL
SEEK US OUT IN CRIME AND DELINQUENCY, IN DRUG USE,

IN UNEMPLOYABILITY, IN SOCIAL WASTE AND PERSONAL
DESOLATION. "

"WE RAVE FAILED REPRATEDI.Y ™0 UTTI.JZE THE COLLECTIVE

WISDOM QOF OUR DEVELOPMENTAL EXPERTS TN FORMUT.ATTING
EMLIGHTENED SOCIAL POLICY."

a2
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The authors quote Uriec Bronfenbrenner As saying:

“THE MORE wk T.FARN ABOUT THE CONDITIONS THAT FOSTER
THr DEVELOPMENT Ok HUMAN COMPETENCE AND CHARACTER

| hcalth, family, eechnnl, child care ] THE MORE WF

SRk THOSE CONDLITIONS ER(ONKI IN OUR SOCIAL ENVIRON-
MENT."

The thome of thic writing is obvious:

"1y IS NOT A QUESTION OfF KNOWLEDCR; IT IS A QUES-
TION OF COMMITMENT AND WILL.*®

And, Julldws Richmond Director of Health Poliry
1Cy Research aud Eduvalien at llarvard  3ju guoted
as saying:

"IN HE LAST THIRTY YEARS OP MONITORINC THE INDICR-
TORS OF CHILD WELL-BEING, NEVER HAVE THE INDICA-
TORS LOOKED SO N&GATIVE ACROSS ALL FOUR SYSTEMS
ESSENTLAL TO GROWIH OF THE CHILD."

Health
Family
Schools
Child care

The role which is missing today is a visible, pub-
lic voice connecting these two arenas: WHAT WE KNOW! and
WHAT WE DO!

That’s the voice I am urging you to be - not in a
way which is immediately construed as partisan and thus
open to attack, but one which can be vliewed as serviag the
important function ot connecting these now-loose threads.
And if you set out to do this - as the quotes above demon-
strate - you would find yourself surrounded by a chorus of
voices who have been trying to deliver this message to po-
1itical laaders for quite some time.

This atrateqy of education/policy shaping - using
the child‘s daevelapment from 0 to 18 as the ladder of con-
cerns - is more ot a long-term approach, but is one which
I think could yield short-term gains along tha way. T be-
lieve, for example, that a conference - moderated by you
and broadcact on C-Span - in which experts are assembled
to tcll thc public what the coste are in human ( and in
monotary tormo ) ot not paying attention to how social en-
vironmente impact on brain development, etc. would be an
attention-grabbing-way to have an immediate and concrete
impact on thc current political debate.

1:24Pm P@3
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In termrR of addressing your concern about trying
to have & constructive and morc immediate impact on the
debate/policies now being shapoed on the Hill - and how to
get. that information through to thosc who are not already
inelined to recccive it - I would propose a roundtable dis-
cuRRion among Scnators who are in posilions of influence
on this topic. You noted your frusiration during the push
for health care on thc hurdles to getting information to
Lhose who are diocinclined to want to Lake it in - perhaps
a frank discugsion of this. - with children’s issuos a8 the
primary focus - would illuminate some of Lhe institutional
liurdlen and come up with ways to gat. over them.

Included in that liat might he:

Senatars Kennedy, Dodd, Dacchlc
Kassebaum, Jeffords, Hatch

There are obvious advantages to appearing bi-part-
isan in thir outreach effort [ though there are also dis-
advantages in terms of Lke level of frankness with which
the convergation can be conducted ). If you want to con-
centrate on strategizing with Democrats - then you might
substitute Senalours vuch as Patty Murray, Tom Ha:kiu, and
Barbara Mikulski and Jeff Bingaman for the Republicans on
the list above.

Before closing, lelL me just relterate what 1 said
on Thursday -~ Children’s issues are in the news!! Editors
at newspapers are creatinyg "news holes" for articies about
what's happening to children. Local TV stations are hiring
reporters Lu do storles about children. Reporters are be-
ing asked to concentrate on this as a "beat”. This means
there iz a natural constituency of journalists eager to
report on these issues, and most journalists ( simply be-
cause they are human beings with egos ) would like to be-
lieve that what they write or broadcast has an impact on
informing people but also in shaping what happens to
¢hildren in this country.

I tend to get to Washinqton sometime during each
monLh - s0 I hope we can continue to meet and talk about
these issues. I will let ram know when my next trip is
scheduled and, if you think it would be helpful for us to
meet at that time, I be delighted to set aside time ton dn

W‘w
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Casey Journalism Center
for Children and Families Cathy Trost, Director

Lisa Caputo January 17, 1995
Press Secretary

Office of the First Lady

The White House

1600 Pennsylvania Avenue NW

Washington, D.C. 20500

Dear Ms. Caputo:

I am writing in the hopes of arranging an interview with Hillary Rodham Clinton at the White
House with 30 print and broadcast journalists who cover child welfare issues. These journalists
will be attending the Casey Journalism Center’s week-long conference on "Protecting the Welfare
of Children" at the University of Maryland, June 11-16, 1995.

The joumalists, who compete for fellowships to attend the conference, have substantial
backgrounds in covering childrens’ issues and their work has wide impact. Past conferences have
included journalists from the Washington Post, Congressional Quarterly, ABC World News
Tonight "American Agenda." USA Today, U.S. News & World Report, Education Week, Chicago
Tribune, Boston Globe, San Francisco Examiner, Philadelphia Inquirer and Baltimore Sun.

Mrs. Clinton’s remarks would receive even wider exposure through a summary of the conference
which is published in the national monthly magazine American Journalism Review.

Journalists attending these intensive conferences participate with a range of experts to better
understand the complex forces which shape children’s lives today. Past spcakers have included
Attomey General Janet Reno, Children's Defense Fund president Marian Wright Edelman and
Baltimore Mayor Kurt Schmoke. We are a journalism center funded by the Annie E, Casey
Foundation and based at the University of Maryland, aimed at enhancing the quality of reporting
about the issues and institutions affecting disadvantaged children-and their families.

Key themes which we will explore in the conference are the connecting problems which challenge
children and families today, and the roles that government, communities and families play in
protecting and supporting children and families. The core focus of the conference will be
exploring the causes of increasing poverty among the young, and the debate over how we as a
country can create more economic and cultural stability for vulnerable children and their families.
The journalists will be spending the week engaged in discussions about the competing proposals
for welfare reform, teen pregnancy. the role of fathers and the changing economic structure and
ways to strengthen families,

Would it be possible to arrange such a session at any time during the weekday portion of our
conference, Monday through Friday, June 12-16? I will call your office next week to follow up.

Sincerely,

g?ﬁ S/
Cathy Tﬁ irector

College of Journalism, University of Maryland, College Park, MD 20742-7111
Phone (301) 405-2482 ® FAX (301) 314-1516
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Casey Journalism Center
for Children and Families Cathy Trost, Director

February 20, 1995

Dear Melissa:

Here’s the letter which was sent to Lisa Caputo in Mrs. Clinton’s press office in mid-January. As
I mentioned on the phone, I spoke to Karen Finniak, a deputy press secretary on Feb. 7, who said
she was handling the request and had no answer yet.

[ can’t think of a better person to keynote this conference than the First Lady. I did not extend an
invitation to be keynote speaker because I thought that would be a more difficult proposition than
just bringing the reporters to the White House. If you think Mrs. Clinton might be interested,
please extend the invitation personally on behalf of the Casey Center. The keynote kicks off the
opening night of the conference, which is Sunday, June 11. We usually open with a 6 p.m.
reception and 7 p.m. dinner, followed by thc keynote address and Q and A with the journalists.
These are on-the-record sessions which are transcribed for summary and publication. When
Attorney General Janet Reno was the keynote speaker in 1993, we had the 30 joumalists and
about 60 members of the university community attending the dinner, including the president and
provost of the University of Maryland.

If her office thinks it would be more workable to bring the journalists to the White House,
however, we will certainly do that. I had left the dates wide open, offering to bring them any time
during the course of the conference, Monday through Friday, June 12-16. I'm starting to schedule
panels during those days, assuming that if we get the go-ahead we'll just rearrange our schedule.
At this point, Wednesday afternoon, June 14 would be the best fit on our schedule, if that gives
any assistance. We were going to try to spend Wednesday moming on the Hill, getting briefings
from Congressional members and staff. But nothing is locked in yet.

Thank you so much for helping with this. I do believe Mrs. Clinton is a voice that should be
heard by serious journalists covering child welfare issues, and this would be a very good forum.
I'l] wait eagerly to hear from you.

Best ds,
st regar s/\,

~fai s
athy Pyost

College of Journalism, University of Maryland, College Park, MD 20742-7111
Phone (301) 405-2482 = FAX (301) 314-1516
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DRAFT AGENDA
"CHILDREN'’S POVERTY AND CHILDREN’S LEARNING"
MARCH 22 AND 23, 1995

Wednesday, March 22, 1995, 7 p.m.

Dinner and Conference Opening
Introduction by Marian Wright Edelman and Howard Hiatt

Comments by Robert Solow

Remarks by Luther Williams, Assistant Director, Directorate of Education and Human

Resources, National Science Foundation
Response by Adminustration Representatives

Response by Alex Kotlowitz

Thursday, March 23, 1995

8:30 a.m. to 10:45 a.m. Pathways from Income to Learning

Overview by Lawrence Aber

"Stress, Depression, Family Process” -- Vonnie McLoyd

"Health and Nutrition Paths from Poverty to Learning” -- Lorraine Klerman

Panel Response by Christopher Jencks and others

In-Room Break
11 a.m. to 1 p.m. The Size of Child Poverty Effects on Learning
"Poverty and Educational Attainment” -- Robert Haveman and Barbara Wolfe

"Long-Term Poverty as Predictor of Achievement Test Scores" -- Sanders Korenman
and Jane Miller

"Impact of Income on School Dropout Rates" -- Susan Mayer

Panel Response
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tremely low birthweight children. Utilities
were used to estimate a single value
between 0.0 and 1.0 (0 = dead; 1 = per-
fect health) to reflect the global health-
related quality of life for individual chil-
dren. .

Utility scores may be used in astess-
ing the proportion of children whose
health-related quality of life is considered
worse than death from the perspective of

" -~ the parents or that of society in general.'¢

Saigal is now assessing quality of lifc in
this cohort from the perspective of the
children themselves as teenagers.
oA comprchcnsxvc economic evalua-
tion of neonatal intensive care was done
by Boyle and colleagues!™'® in Canada.
This study, reported 12 years ago, needs
to be repeated. The feasibility of such a
study in the United States is enhanced by
ongoing changes in health care reimburse-
ment that provide incentives to health
care institutions to determine the true
cosis of expensive methods of care. My
colleagues and I have quantified the
resource costs in terms of the number of
additional days of intensive care required
per survivor (or the number required per
survivor without major neonatal morbid-
ity) in different risk groups among infants
with birthweights of 501 through 800 g.
(Tyson J, Younes N, Verter J, Wright L.
y anbllny, major morbldlty, and resource
©requirements among newborns 501-800 g
- birth weight. Submmed for publmUon )

\..
L F Although lmpalrmcnt rates of 30%

to 40% have been reported in some recent
- studies of extremely, -small or preterm
infants,* only a “small propomon of
- school-age survivors'*!$ have the kind of
;' devastating problems that most _parents
- are likely to consider worse than death.

i ' Moreover, the costs of neonatal intensive

" care—if expressed per life-year gained or
per quality-adjusted life-year gained—are

likely to be less than those for intensive
care of many older children and adults
(Tyson et al., submitted manuscript).'?18
Although these findings seem encourag-
ing, the benefits and hazards as well as the
cost-effectiveness of perinatal intensive
care relative to other expensive methods
of treatment ‘need much more study.
Whether or not to administer perinatal
intensive care at the margins of viability
continues to be an extremely difficult
decision that should be based on the best
information possible. High priority should
be given to developing and implementing

improved methods to address the loag- -

term effects of decisions to use perinatal
intensivecare. O -, -

afTien a

Depamnznl of Pediarics
University of Texas
Southwestern Medical Center
at Dallas
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Editorial: Can We “Cure” Mild Mental Retardatlon .among Indmduals in -

the Lower Socnoeconomlc Stratum"

VRIS .I.:(.:.r' - e

In 1962, the Prcsndcnts Pancl on
Mental Retardation suggested that the
use of existing knowledge could “elimi-
nate perhaps half or more of all new cases
of mental retardation.”!® M The possibil-
ity of increasing intelligence quotients
gained popularity in the ensuing decade,
fueled by a naive belief in the unlimited
power of the environment to shape hu-
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man traits. By 1972 the pancl now called
the President’s Committee’ on  Mental
Retardation, reiteratedits suggcétion with
the strength of a declaration: “Using
present knowledge ... it is possible to
reduce the occurrence of mental retarda-
tion by 50 percent before the end of this
century."%p) President Richard Nixon

proclaimed this to be a major national

S A ]

S e 14

(OIS -‘.':"
[}

7 QS o

goal, sparking interest in research and
intervention activities. As the millennium
draws near, it seems appropriate to assess ~
the progress that has been made toward

Editor’s Note. See related articles by Kramer et
al. (p 312), Murphy et al. (p 319), Yeargio-
Allsopp et al. (p 324), and Drews cl al. (p 329)
in this issue.
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\wsciences and cfforts to improve the envi- .

halving the occurrence of mental retarda-
tion and to speculate whether the goal will
be attained—or is in fact attainable.

;. The presidential advisors did not
specify which forms of intellectual retarda-

' tion might be reduced so dramatically.
However, their hopes to lower the preva-
lence rate rested on both the biological

_ronments that seemed to prevent some
children from dcvelopmg their full intellec-
tual potential. This approach presupposes
two basic types of retardation, each of
which has been further differentiated into
a number of subgroups.** Retardation
due to organic causes encompasses ge-
netic disorders, brain damage, and other

. neurological and metabolic defects that
.affect the development of formal cogni-
tive structures. Familial retardation (also
called cultural familial, retardation owing
to psychosocial disadvantage, intergenera-
tional) is a larger diagnostic grouping.
Individuals -in this category have no
identifiable organic disturbance and at
least one first-rank relative with the same
type of retardation. Organically retarded
persons generally (but not always) exhibit
severe retardation, whereas those in the
fanulial group are invariably mildly re-
tarded. Organic retardation occurs with
equal frequency throughout the socioeco-
nomic strata, but familial retardation is
typlcally found in the lower strata.

"'k The two-group approach to mental
rctardanon is part of a heated controversy
over the sng:mﬁwncc of etiology to behav-
‘ior and prognosis.3 On one side of the
_ debate are difference theorists,>® who
arguc that the only feature relevant to the
Study of retardation is low IQ, indicative

_ - of cognitive development and functioning

.- «that are qualitatively different from those
“‘of the nonretarded population. On the

-L . other'~side ‘are developmental theo-

‘rists, 11! who believe that how one came
to have a low I Q is of primary importance.
‘Those in the organic groups have dam-
aged cognitive apparatus, which affects
their intellectual growth and processes.
Familial retarded individuals have intact

g -cognitive systems; their low IQs represent

"'the lower portion of the normal distribu-
tion of intelligence. In other words, they
have the same cognitive structure that
develops in the same manner as higher IQ
individuals, differing only in the rate at
which they traverse the cognitive stages

- and in the final asymptote they attain.
<+ - Resolution of the developmental-

. difference controversy has profound impli-
cations for educational methods and,
especially, prevention strategies. If low

March 1995, Vol. 85, No. 3

intelligence reflects abnormal function-
ing, biomedical research holds the only
hope of discovering a cure. But if some
nonorganic retardation is to be expected
to occur in the population, the hope is not
to find a cure but to find ways to enable
affected individuals to lead full and
productive lives. This long-standing con-

. troversy is not about to be resolved in the
near future, but my reading of the

progress that has been made in reducing
mental retardation over the past 3 de-
cades shows that most of the success has
been in the organic categories. Familial
retardation remains the same mystery
today as it has been for most of this

century.® Medical research continues to

hold great promise, but after all the time

‘and effort that have been expended, it
‘seems clear that solutions to alleviate mild

retardation willrequireother approaches.

Intelligence in all individuals is a
product of nature and nurture. The
nature portion is the most difficult to
change, butsuch changc is not impossible.
Organic causes of retardation can be
alleviated through preventive techniques

“such as genetic testing and counseling, the

elimination of lead and other toxins, and
protection from diseases that damage the
brain. Familial retardation occurs in im-
poverished environments that may pose
more subtle risks to brain development
and functioning. For example, poor nutri-
tion or inadequate shelter may deter the
propergrowth of the brain. The success of
vitamin therapy with some mildly re-
tarded children!21 definitely’ suggests a

“physical deprivation underlying their poor

functioning. In fact, improved health care
and nutrition in the general population,
purerwater and food supplies, and regula-
tion of environmental contaminants are
changes that have coincided with - an
upward trend in standardized intelligence
test scores.! Healthier environments have

been slower to reach the lower socioeco-'

nomic strata, where familial retardation
most often occurs.

While further improvements in living
conditions may eliminate some cases of
mild retardation, the phenomenon will
never be eradicated if it is part of the
normal expression of the population gene
pool. The law of human variability dic-
tates that for every continuously distrib-
uted human trait, there will always be
cases that fall at the lower end of the
distribution. However, having limited intel-
lect does not mean that there is no room
for improvement. The actual expression,
or phenoftype, for the genotype for intelli-
gence that one inherits depends on the

Editorials, Annotations, and Topics

environment (both physical' and social) ‘
encountered. The range of environments
that the genotype can potentially encoun-

SR I S

ter represents a reaction range. The
better the environment, the higher the
actual expression of intelligence as re- :
- flected in the 1Q score. For many mildly i
retarded persons,‘enooumcring a.very 2;

good environment ‘can- place "themwell
within the range of normal functlomng
'n:crcforc, optnmxzmg ‘the ‘énviroRments
in which children in poverty are raised
might reduce the prcvalcnce ‘of mild
retardation to some extent. L

Efforts to enhance the functlomng of
1mpovcnshcd children and those at risk of
mental retardation” through environmen:" ¥
tal “intervention / have met with ' some
success. For example, comprehensive early
intervention with low-birthweight infants ¥
and their families: shows - promise - for ‘
enhancing cognitive, development.' Al- ¥
though, with very few ‘exceptions,!sV f
attempts to raise intelligence permanently
have failed,*!® preschool intervention pro-
grams have been quite successful in pre-
paring children for school and in boosting
their measured intelligence. In fact, the
most common outcome of these programs
has been an immediate 10-point increase
in IQ. These gains have been found to be
related to better motivation, familiarity
with the test content, and comfort in the
test setting”—factors that help children
make better use of the intelligence they
possess. This advantage, however, often
fades as they progress through clementary .._
school, perhaps because oompanson clr"‘"
dren catch up during their experiences in
school and/or because educational prac-
tices fail to build upon the gains made in
preschool. An extremely important but
often overlooked point is that the loss of
higher IQ scores ‘does not necessarily
mean that all has been lost.  Various
studies suggest that longer-lived benefits
of preschool involve better achievement,
reduced special class placement, im-
proved family functioning, and lessened
delinquency and welfare dependency.®

Most children who attend preschool
intervention programs are not retarded,
of course. But they are poor and at risk of
failing in school and later in life—the
same factors that threaten mildly retarded
children. Preschool appears to help poor
children behave more competently over
time.even though their IQs remain the
same. The same reshlt can reasonably be
expected for children whose IQs are
below the normal range.

Why is it that one person with an IQ
of, say, 65 manages to progress through
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school, maintain employment, and func-
tion as a contributing member of society
while another with the same IQ fails in
school and requires supervised living and
social support? Motivational- and emo-
tional variables certainly contribute to

_these differences in lifestyle. Traits such

as poor sclf-esteem, low expectancy of
success, overdependence on external cues,
and an “I can’t do it” attitude are
common in retarded individuals as a
result of frequent encounters with failure
and personal rejection. Experiences that
increase their exposure to success can
bolster self-confidence and determina-
tion, leading to better performance. In
these cases, the “treatment” for mild
retardation involves education and train-
ing regimens that encourage full use of
individual potential by removing psycho-
logical barriers.

The question, then, is not howwe can
“cure” mild mental retardation but how
we can encourage those in this category to
use fully the intelligence they possess.
Comprehensive early childhood interven-
tion for children and families in poverty is
one promising strategy. Head Start, for
example, has been highly successful in
improving the physical well-being and
school readiness of poor children by
provndmg health, - educational, mental
health, and family support services and
‘opportunities for parental involvement.
One year of prcschool however, cannot
be expected to inoculate children against
the ravages of poverty for the rest of their
~lives. Because children reared in poverty
,can_experience so many developmental
th:cats before they reach age 4, interven-
uon must begin carhcr. preferably dunng
the prcnatal penod To continue the
momcntum toward success made during
preschool, comprchenstvc services for
.children and families should continue

“emeze i

during the critical time of transition to
elementary school. Other means of pre-
vention and enrichment include universal
access to health care, improved nutrition,
a cleaner environment, quality schooling,
safe neighborhoods, good child care, and
services that support families in their
roles. Such changes will benefit the entire
society, not just those at risk of mild
retardation. While these improvements
cannot be expected toslice the prevalence
of mental retardation in half, they might
very well slice the proportion of those who
do poorly in school and in life regardless
of theirintelligence level. O
: Edward Zigler
Department of Psychology
" Yale University

New Haven, Conn
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: In a series of thrcc amcles in this
issue of the Journal,'-? investigators at the
Centers for Disease Control and Preven-
tion (CDC), the Georgia Division of
Public Health, and Emory University
provide new data on an old question:
namely, the link between mental retarda-
tion in children and various sociodemo-
graphic characteristics of the children’s
families. These reports, together with a
related article from CDC's National Cen-
ter for Health Statistics in this same

: Annotatlon' The Socxodemographlc Correlates of Mental Retardatlon :';'_f:l'ﬁ

,.;
ol

issue,* are |mponant in dcﬁmng thc scope
of the problem and in identifying children
(and their families) who might benefit
from early health and educational inter-
vention programs.>¢ .

‘\ Recent publications, including The
Bell Cuwve,” have heightened sensitivity
and concern regarding the relationship
between sociodemographic factors (espe-
cially race) and cognitive ability (or
intelligence). Therefore, it is important
that we make every effort to put into

. L-

,\.i\

' proper pcrspccuvc (hc nmporlam amclcs

dealing with this problem that are in-" ~
cluded in this issue of the Journal.
Because .there is some disagreement
among professionals about the meaning
of the terms mental retardation and IQ, as
well as about the measurement of cogni-

Editor’s Note. See related articles by Kramer et
al. (p 312), Murphy et al. (p 319), Yeargin-
Allsopp ct al. (p 324), and Drews et al. (p 329)
in this issue.
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tive ability in general, the authors of the
first three articles are cautious in the
interpretation of their findings. For ex-
ample, Murphy and colleagues state, “We
recognize that an IQ test is a measure not
of innate intelligence but of performance
on a set of skills defined by a specific test
instrument and considered relevant to
intelligence by the prevailing culture.™

Although the method of case ascer-
tainment for mental retardation used in
the Georgia study is not synonymous with
the prevalence derived from conducting
cognitive testing on all children in a given
population, the relative prevalence of
mental retardation among the various
sociodemographic subgroups of children
is similar to that found in studies where
investigators tested all subjects.®® Thus,
these results can be viewed as valid
estimates of the relative prevalence of
mental retardation within the racial and
educational subgroups studied.

The investigators began with a de-
scriptve epidemiologic sunvey.! In this
component of their studies. they cbserved
higher prevalence rates of both mild
(1Q = 50-70) and severe (IQ < 50) men-
tal retardation among Black 10-year-old
children compared with White children of
the same age. Because Black and White
populations in the United States generally
differ with regard to social, economic,
cultural, and behavioral factors that affect
health, the authors analyzed data from
the case-control component of the study
to attempt to uncover factors that might
explain the Black-White difference.? They
were able to demonstrate that about one
half of the excess of mild mental tetarda-
tion among Black children was related to
a disproportionately high burden of ad-
verse socioeconomic risk factors among
the Black mothers, such as low education
and residence in neighbochoods with low
median family incomes.

The investigators also considered a
number of possible explanations for the
residual difference in mild mental retarda-
tion between Black and White children.
These included lack of information on
other possible confounding variables; the
higher prevalence of certain adverse medi-
cal and environmental factors in the Black
Population (e.g.. anemia, lead); intergen-
erational social, educational. and eco-
nomic deprivation among Blacks: and
differential access to the skills and knowl-
edge assessed in cognitive tests. Although
genetic factors have been shown to ac-
count for a fair share of the individual
variability in 1Q scores,'%!! group differ-
ences raisc ecological questions not ame-

Mourch 1995. Vol. 88, No. 3

nable to the same analysis, and the
authors did not speculate on whether
genotypic variation may have contributed
to those they observed.

In pursuing the search for other
sociodemographic risk factors for both
mild and severe mental retardation, the
authors identified low maternal education
(defined as less than 12 years) as the
strongest risk factor in their data, indepen-
dent of the six other factors (including
race) that they examined. Mothers with
less than 12 years of schooling at the time
their children were bom were four times
more likely to have their children diag-
nosed as mildly retarded by age 10 years
than were mothers with 13 or more years
of education.’ Although the data are not
shown in that article, children of both
Black and White mothers with less than
12 vears of schooling were at almost
equallv high risk (Picrre Decoufdé, ScD.
Develupmental Disabuiities Branch. Na-
tional Center fer Environmental Health,
personal communication).

Overall. $4% of children with mild
mental retardation in the Georgia study
were born to mothers with less than a high
schoal education.® Together with the
observed elevated risk in this group, the
results point to a large portion of mild
mental retardation that is potentially
preventable. The specific correlates of a
low maternal education that directly af-
fect children’s cognitive ability could not
be identified in this study, but the work of
other investigators in the child develop-
ment field suggests a number of possibili-
ties.'>8 These include the physical and
socioemotional characteristicsof the home
environment and the quantity and qualiry
of parent=child interactions.

The investigators also clanified the
source of the Black~White differential in
cases of severe mental retardation. They
found that the dispanty was confined to
the isolated form of the condition in which
no other severe neurologic impairment is
present.’ This isolated form of mental
retardation is strongly linked with mater-
nal education level. Thus, as is the case
with mild mental retardation, the Black-
White difference in the severe form may
be at least partly an effect of sociodemo-
graphic factors other than race.

From a national perspective. three
interesting facts emerge about low mater-
nal education. First. of all births in the
United States in 1990, about 22% were to
women with less than 12 years of educa-
tion. Second, low matemal education
crosses racial and ethnic boundaries. In
1990, White women had 367 196 such
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births; Hispanic women, 309 054; and
Black women, 190 10S. Third, low mater-
nal education is not confined to teenage
mothers. Of women who gave birth in the
United States in 1990 without finishing
high school, about 657% were 20 years old
or older at delivery.

In another article in this issue of the
Journal,* data from the third National
Health and Nutrition Examination Survey
(NHANES [11) show that children aged 6
through 16 years from both Black and
Mexican-American families and from
families with lower incomes or lower
education levels had lower mean scores
on each of four tests of cognitive function-
ing. The sociodemographic differences in
cognitive ability uncovered in these stud-
ies suggest that in certain groups environ-
mental factors raise barriers against opti-
mal intellectual development. Indeed. a
recent report from the Carnegie Corpora-
tion goes beyond questions of intellectual
function and underscores the importance
of early (birth to 3 years) expenential and
social factors in brain development.** The
report emphasizes long-lasting effects of
early environmental experiences on both
brain structure and cognitive function.

[ believe that this nation can make a
difference in the lives of children ty
helping to facilitate their early health and
learning environments. Thus, in addition
to the fine work done by other organiza-
tions, CDC is mobilizing resources for a
demonstration program aimed at promot-
ing the cognitive, communicative, and
behavioral development, as well as 1k
health, of children bom to women with
fewer than 12 years of education. This
effort (Project BEGIN) seeks to deter-
mine whether an expanded version of a
previously proven early-intervention
model® can be successfully implemented
in diverse community settings and be of
decided benefit to participating children
and their families.

This early-intervention model is a
comprehensive and particularly intensive
program, consisting of home visits with
the families from birth to age 3 years:
enrollment of the child in a full-day,
ycar-round child development center dur-
ing the second and third years: and parent
group meetings throughout the 3-year
program. CDC's commitment to the con-
duct of rigorous, high-quality research
together with a neutral stance regarding
the effectiveness of early-intervention pro-
grams are critical to the success of this
new endeavor. Due to the generosity of
the Robert Wood Johnson Foundation.
CDC has been assisted by a number of
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localities in developing the plan for this

community intervention project. Because

our children are one of the nation’s most

important resources, we have made this
project a priority at CDC. O

David Satcher

Centers for Disease Control

and Prevention

Allanta, Ga
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Annotation: Physicians’ Attitudes and Decision Making Regarding the
Withdrawal of Life Support

During the past few decades, there
have been dramatic changes in both the
treatment of critically ill patients and in
attitudes about how decisions about care
should be made. The development of
sophisticated technologies has increased
the ability to prolong life, which is usually
of clear benefit. However, there is growing
acceptance of the notion that in some
cases treatment may merely prolong the
dying process or lead to survival with a
very poor quality of life. Indeed, it is now
aearly 20 years since Karen Ann Quinlan
ceased breathing on the night of April 15,
1975,! and the ensuing court case thrust
decision making about withdrawal of life
support into the public arena.

Formerly, choices about life-sustain-
ing treatment were seen primarily as
medical decisions for physicians to make.
The debates about criteria for withdraw-
ing life support led to clearer recognition
that such decisions cannot be based only
on objective facts but must always reflect
value judgments about issues such as the
meaning of life and death, the quality of
life, and the proper use of technology.
Therefore, in parallel over the past 20
years, the principle of patient autonomy
has steadily gained ground. Court deci-
sions. statutes, and professional standards
have supported the night of competent
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patients to make decisions to forgo treat-
ments, either directly or through tke use
of advance directives (living wil's and
health care proxies).?

Despite the clear guidelines, empiri-
cal research has shown that many factors
prevent adherence to patients’ prefer-
ences about care at the end of life.? This
situation affects public health oot only
because care thought to be inappropriate
can cause suffering for patients and
families but also because the inappropni-
ate prolongation of treatment uses health
care resources for unwanted care. Little is
known, however, about the extent to
which actual treatment decisions vary
from patient preferences. For many rea-
sons, this topic is very difficult to study.
One problem is that research would need
to uncover patient preferences that may
never have been explored; another prob-
lem is that these decisions are made when
patients and their families are in cnisis.
One way to address the issue is to ook at
physician responses to hypothetizl situa-
tions and ask them about how they would
treat terminally ill patients. The research
conducted by Christakis and Asch,* re-
ported in this issue of the Joumnal. is
important because it demonstrates that
physicians’ characteristics affect both atti-
tudes and practices related to the with-

drawal of life support. Although the
response rate to their survey was lower
than that usually reported in this Journal,
the article is an important contribution
because it is one of the first to provide
data on the relationship of attitudes to
practice.

Christakis and Asch presented hypo-
thetical vignettes and asked physicians to
indicate treatment choices in order to
study responses to the most clearut type
of case: a terminally ill, comatose patient
who had previously stated. and whose
family currently indicated. that under the
circumstances presented they would want
life supports withdrawn. Nevertheless,
responses varied; many physicians chose
to give life-sustaining treatments, In addi-
tion, unlike many previous studies that
examined only attitudes, this study asked
physicians to report on their actual prac-
tices. Professional characteristics such as
specialty and work setting, personal char-
acteristics such as age and religion, and
the attitudes manifested in the responses
to the vignettes were associated with the
number of times the respondents said
they had withdrawn life support during
the last year.

Editor’s Note. Sce related article by Christakis
and Asch (p 367) in this issue.

March 1995. Vol. 85, No. 3




-—

~

N

| ABSTRACTH

Objectives. The purpose of this
study was to examine the associations
between cognitive functioningin chil-
dren and sociodemographic, family,
and health characteristics.

Methods. Data from phase 1 of
the third National Health and Nutri-
tion Examination Survey were used
to evaluate performance on standard-
ized cognitive tests in a representa-
tive sample of 2531 children 6 to 16
years of age. Multivariate analyses
were used to assess independent
associations between covariates and
test performance.

Results. Lower income, minority
status, and lower education of an
adult reference person (one of the
persons in the household who owned
or rented the home) were indepen-

“atly associated with poorer perfor-

_mance on all cognitive subtests. Toa
lesser degree, general health status, -
history of birth complications, and
sex also were independent predictors
of performance for some of the
subtests.

Conclusions. These findings illus-
trate dispanities in cognitive function-
ing across sociodemographic and
health characteristics of chikdren in
the US population. They suggest the
need for public health policies to
take a multifaceted approach to
optimizing childhood environments
in order to overcome the effects of
socioeconomic and minority status.
(Am J Public Health. 1995;85:312-
318)
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Health and Social Characteristics
and Children’s Cognitive Functioning:
Results from a National Cohort

Rache[ A. Kramer, ScD, LaRue Allen, PhD, and Peter J. Gergen, MD, MPH

Introduction

Improving the health and well-being
of each child is paramount among the
national goals for the field of public
health.! Over the past 4 decades, the
health profile of chiidren has changed its
focus from largely infectious diseascs to
troubles affecting overall health, including
emotional, psychological, and learning
problems. The intellectual development
and academic performance of children
have become public health concerns be-
cause of their implications for the future
performance and quality of life of individu-
als and society as a whole.

Intellectual development results from
a complex interaction of environmental,
social, and hereditary factors.? Investiga-
tion of the relative contribution of these
elements has revealed variability in func-
tioning with regard to a number of
sociodemographic and environmental
characteristics. Lower intellectual func-
tioning and academic achievement have
proved to be associated with minority
status and socioeconomic position (e.g.,
income, education, and household compo-
sition).>?-1¢ Disparities have also been
observed across geographic regions and
various health and nutritional indica-
tors.>1%-2 Other developmental risk fac-
tors associated with the “host” environ-
ment, such as complications during birth,
age of mother at the time of birth (both
older and younger mothers present poten-
tial risk), and maternal smoking during
pregnancy have also been linked to subse-
quent deficiencies.5-3-%

Disentangling the relative impact of
these individual characteristics is complex
because of the high correlations among
them. In particular, children in lower
income households tend to be dispropor-
tionally Black, live in a single-parent
household, and have parents with lower

educational levels.3! Poverty is also assodi-
ated with compromised general health as
a result of less than adequate access to
health care, poor environments, and inad-
equate nutrition.’!2

The third National Health and Nutri-
tion Examination Survey (NHANES 111)
offercd an opportunity to evaluate the
collective and independent contributions
of sociodemographic factors, family char-
acteristics, and health indicators to intel-
lectual development and academic perfor-
mance within a national sample. The
objective of this paper is to present an
overall picture of the association of
children’s cognitive functioning with these
factors and thereby help guide public
health policy focused on creating optimal
environments for children.

Methods

NHANES III was a 6-year (1988 to
1994) survey conducted by the National
Center for Health Statistics (NCHS) of
the Centers for Disease Control and Pre-
vention. A stratified multistage clustered
probability design involving two 3-year
phases was used to select a sample of the
civilian noninstitutionalized US popula-
tion 2 months of age and older.®® Each
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This paper was accepted July 11, 1994.

Editor’s Note. Sce related editorial by
Zigler (p 302) and annotation by Satcher (p
304) in this issue.
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phase produced a representative national
sample, the first of which was used for this
analysis. Data were collected through a
household interview and a physical exami-
nation conducted in a specially equipped
mobile examination center.*

Dependent Variables

The dependent variables were scaled
scores from two subtests (Block Design
and Digit Span) of the Wechsler Intelli-
gence Scale for Children-Revised
(WISC-R) and two subtests (Readingand
Arithmetic) of the Wide Range Achieve-
ment Test-Revised (WRAT-R).353% These
inventories are widely used psychometric
tools designed to assess general intelli-
gence and simple academic coding skills,
respectively.2*53]n its entirety, the Wech-
sler Intelligence Scale for Children-
Revised can be used to estimate an
individual's 1Q; NHANES III included
only two subtests of the scale to serve as
indicators of cognitive functioning rather
than to provide an actual 1Q score. The
subtests were selected, in part, because
they are among the least likely of Wech-
sler’s Verbal and Performance subtests to
be culturally loaded.’” The scaled scores
for all four subtests were on a common
scale and derived for each child relative to
his or her age group, based on test-specific
standardization samples created by the
test developers, 3536

The tests were administered in a
standardized environment during the
physical examination to all children 6 to
16 years of age by trained interviewers
according to standardized procedures.353¢
Ninety-five percent of the children were
tested in English, and the remainder were
tested in Spanish. Adherence to the
protocol, accurate timing of the tasks, and
data collection were enhanced by an
automated data recording system. Quality
control activities were conducted through-
out the survey and indicated consistent
adherence to the protocol.

Independent Variables

Data collected during the houschold
interview, as reported by the examined
child or a knowledgeable informant, were
used for the independent variables.

Demographic characteristics. Age at
examination was defined in years and
months. A composite race/ethnicity vari-
able divided the sample into four groups:
non-Hispanic White, non-Hispanic Black,
Mexican American, and other. The terms
Black and White are used here to refer to
the non-Hispanic Black and non-Hispanic
White populations.
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TABLE 1—Welghted Mean Scaled WISC-R and WRAT-R Subtest Scores [n
Children 6 to 16 Years of Age, by Covarlates: United States,
1988 to 1991
WISC-R Subtest WRAT-R Subtest
Score, Mean (SD) Score. Mean (SD)
Covariate No.* Block Design Digit Span  Reading Arithmetic
Sex
Male 1242 9.70 (0.19) 8.66(0.16) 8.12 (0.19) 8.47 (0.15)
Female 1289 9.28 (0.18) 8.98 (0.16) 8.73(0.17) 8.93(0.12)
Race/ ethnicity
Non-Hispanic Black 711 7.18 (0.19) 8.01(0.14) 6.77 (0.21) 7.05 (0.15)
Mexican American 1044 8.59 (0.11) 7.42(0.20) 6.86(0.40) 7.23(0.12)
Non-Hispanic White 776 10.11 (0.22) 9.14(0.19) 8.95(0.19) 9.22 (017)
Income levef®
Low 1084 8.04 (0.21) 8.02(0.19) 6.71(0.18) 7.02 (0.20) _
Moderate 831 9.62 (0.20) 8.80(0.22) 8.54(0.16) 8.85(0.21)
High 381 10.84(0.14) 9.81(0.19) 10.20 (0.25) 10.30 (0.21)
Education®
Less than high school 1093 8.02 (0.20) 7.78(0.17) 6.67(0.16) 6.92 (0.23)
High school 781 9.28(0.21) 858 (0.22) 8.13(0.16) 8.37(0.17)
More than high school 636 10.65 (0.14) 9.71 (0.17) 9.85 (0.25) 10.16 (0.16)
Size of househo!d
14 persons 1091 9.76 (0.19) 9.02(0.12) 8.91(0.13) 8.95 (0.13)
S5+ persens 1440 9.16 (0.21) 855(019) 7.79 (0.21) 837(0.16)
Region 1
Midwest 483 992 (0.32) 920(022) 8.73(0.30) 9.14{0.13)
South 882 9.04 (0.33) 862(0.16) 8.29(0.20) 829 (0.24)
West 929 9.74(0.22) 8.53(0.19) 7.85(0.32) 8.73(0.27)
Northeast 237 9.56 (0.22) 892 (0.57) 8.79(0.37) 8.82(0.17)
General heaith status
Fair/poor 224 7.96 (0.49) 6.96 (0.31) 6.27 (0.46) 7.15 (0.44)
Very good/good 1425 9.01 (0.25) 8.42(0.12) 7.86(0.17) 8.09(0.18)
Excellent 882 10.12 (0.14) 9.37(0.18) 9.17 (0.19) 9.44 (0.14)
Marital status?
Married 1766 9.76 (0.18) 8.94 (0.15) 8.72 (0.15) ,9.04 (0.15)
Not married 755 8.63 (0.24) 8.40(0.20) 7.43 (0.25) 7.55 (0.25)
Mother's age at birth,® y
Less than 18 151 8.10 (0.59) 8.21 (0.28) 6.61(0.62) 8.02 (0.32)
18-35 1451 9.57 (0.20) 8.89 (0.15) 8.02 (0.18) 8.79 (0.18) -1
Greaterthan 35 68 10.58 (0.64) 9.31(0.71) 9.06 (0.69) 8.72(0.56)
Birth complications®
Yes 184 9.52(0.40) 8.45(0.35) 7.31(0.40) 8.31(0.47)
No 1386 9.51(0.18) 8.95(0.15) 8.11(0.13) 8.82(0.15)
Prenatal smoke
exposure*
Yes 344 9.05(0.26) 8.63(0.18) 7.40(0.32) 8.19(0.28)
No 1324 9.68 (0.20) 8.97 (0.16) 8.24 (0.15) 8.95(0.17)
Nole. WISC.R = Wechsler Intelligence Scale for Children-Revised; WRAT-R = Wide Range
Achigvement Test-Revised.
sUrweighted sample size.
*Defined by poverty income ratio (PIR) of low (0.00 < PIR < 1.30), moderate (1.30 s PIR < 3.00),
or high (PIR 2 3.00).
“Years of education completed by the adult reterence person.
9Mantal status of the adult reference person (yes indicates married or living as married. no indicates
all other responses).
*Collected only for 6—11-year-olds.

Annual family income was used to
calculate a poverty income ratio, defined
as the ratio of the total family income to a
poverty threshold for the year of inter-
view, adjusted for family size3*30 A
poverty income ratio of 1.00 or higher
represents those at or above the US

poverty level. In analyses, this ratio was
used as both a continuous and a categori-
cal variable (a low poverty income ratio
was defined as one of Iess than 1.30; a
moderate ratio, as one between 1.30 and
2.99; and a high ratio, as one of 3.00 or
greater). The categorization was selected
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FIGURE 1—Mean scaled WISC-R and WRAT-R scores for children 6 to 16 years
of age, by Income level and race/ethnicity: United States, 1988 to

to be consistent with criteria used by the
US Department of Agriculture for food
stamp eligibility.*!

Information was also collected on an
adult reference person, defined as one of

-the persons in the household who owned
o' rented the home (most often the
parent). The highest grade of education
attained for the adult reference person
was categorized into three groups (<12
years, 12 years, and >12 years). The
marital status of the reference person was
dichotomized into married or living as
married vs allothers.

Number of persons per household
was dichotomized into an indicator of
household size (1 through’4 and 5+) that
divided the sample close to the median for
size and was consistent with the variable
used to create the sample weights. The
regional divisions were defined by the US
census: Midwest, South, West, and North-
east.

Health status and host characteristics.
General hcalth status was based on
responses to the following question:
“Would you say the child’s health in
gencral is excellent, very good, good, fair,
or poor?” Three catcgorics were derived:
excellent health, very good or good health,
and fair or poor health.

314 American Journal of Public Health

Information on host characteristics
(age of mother at birth, birth complica-
tions, and prenatal smoking) were col-
lected only for children 6 to 11 years of
age. The age in years of thc biological
mother at the time of birth was divided
into three categories ( < 18, 18 through 35,
and >35). A history of birth complica-
tions was based on a report of birthweight
less than 2500 g and/or the response to
the following question: “Did the child
receive any newborn care in an intensive
care unit, premature nursery, or any other
type of special care facility?” A history of
prenatal smoking cxposure was based on
the response to the question “Did the
child’s mother smoke at any time while
she was pregnant with the child?”

Analytic Sample and Response Rates

Of the 3261 children 6 to 16 years of
age who were selected to participate in
the survey, 2965 were intcrviewed and
eligible for examination. Of those chil-
dren, 2778 werc examined, and 2624 had a
score for at lcast one of the cognitive
subtests (an overall response rate of 80%
(2624/3261]).

The final analytic samplc was limited
to those children who were non-Hispanic
White, non-Hispanic Black. and Mcxican

Amcrican (n = 2531). Children idcnufied
as belonging to other races/cthnicitics
werc cxcluded from the sample because
of the small size (n = 93) and heteroge-
ncous nature of the subgroup.

The potential cffect of nonresponse
on the estimates for cognitive functioning
was cvaluated by comparing observed and
expected scores according to previously
used methods.*># Missing valucs for the
test scores were more common among the
youngest children, yet no apparent bias
duc to differential nonresponse was de-
tected.

Statistical Analysis

All analyses, unless spccifically noted,
incorporated the sampling wcights and
survey design of NHANES [11.945
SUDAAN.,* a statistical software pack-
age compatible with SAS*7 was used to
determine standard crrors for the esti-
mates, taking into account both the
weights and the complex survey design.

Weighted mcan scaled scores and
accompanying standard errors we re calcu-
lated for the four subtests, with stratifica-
tion by the covariates. For cach subtest,
multiple linear regression models were
then scparately constructed for two age
groups (6 to 11 ycars [n = 1686] and 12 to
16 years [n = 849]), with the scaled score
serving as the dependent variable. Ini-
tially, models were run with the full set of
covariates; they were then reduced by
removing variables that failed to reach
significance (P < .05) in all models so as
to arrive at a common set of covariates.
The reduced models included sex, race/
ethnicity, income, education of the adult
reference person, general health status,
and a history of birth complications (6- to
11-year-olds only). The direction and
magnitude of the associations of these
covariates with the test scores were
comparable in both the full and reduced
modcls. Interaction tenns were also intro-
duced but not included in the reduced
models because they added little to the fit
or failed to reach statistical significance. A
small proportion of children were missing
information on income level (9%), cduca-
tion of the reference person (1%), and
history of birth complications (7%) and
thus could not be included in the final
modecls.

Additional analyses were conducted
to evaluate the sensitivity of the findings
and potential sources of bias. Models
were run with modified samples of (1)
only thosc administered the test in En-
glish (n = 2401) to examine the influence
of Spanish administration and (2) only
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“one child per family (n = 1125 for the 6-

to 11-year group and n = 596 for the 12-
to 16-year group) 1o remove the potential
effect of the shared environment and
genetic background of clusters of siblings.
A single child was chosen from families
with more than one child (707 families)
through a random selection process within
each age category. Models run on both
modified data sets demonstrated results
comparable in direction and significance
to those from the full sample.

Results
Univariate Analyses
The unweighted sample sizes,

weighted mean scaled scores, and accom-
panying standard errors for the four
subtests, stratified by the covariates, are
presented in Table 1. As expected, lower
scores tended to be associated with a
lower socioeconomic status. Children with
lower family income and level of educa-
tion of the reference person, an unmar-
ried reference person, and a larger house-
hold had uniformly lower test scores.

Lower scores were also associated
with minority status. Mean scores were
generally highest among White children,
intermediate among Mexican Americans,
and lowest in Black children.

Test scores also varied according to
health-related factors. Children with
poorer general health and prenatal expo-
sure to smoke scored lower on all four
subtests. Those with a history of birth
complications scored lower on all but
Block Design. In addition, children bom
to young mothers demonstrated consis-
tently lower test scores.

The differences in test scores accord-
ing to sex and region were small and less
consistent. Girls performed better than
boys, on average, on the Digit Span,
Reading, and Arithmetic subtests, while
boys performed better on Block Design.
Children from the Midwest performed
better, on average, than those in the other
regions on all of the subtests except
Reading, on which children in the North-
east had the highest mean score.

Stratified Analyses

After the data had been further
stratified, disparities among race/ethnic-
ity groups were observed in all income
levels, mean scores were higher among
White children than among minority
(Black and Mexican American) children,
regardless of income level (Figure 1).
Mean test scores were also consistently
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TABLE 2—Coefficients from Linear Regression Analysis of Age-Standardized
WISC-R Scores, by Age Group: United States, 1988 to 1991
Block Design, Digit Span,
Coefficient = SE Coefficient = SE
6-11-Year 12-16-Year 6-11-Year 12-16-Year
Covariate Group Group Group Group
Sex
Male 0.43 = 0.19° 0.29 £ 035 -045=+0.21* -0.16=0.30
Female 0.00 0.00 0.00 0.00
Race/ethnicity
Non-Hispanic —-1.64 = 0.29** -3.05 = 0.38** -0.15=0.26 ~1.24 = 0.34**
Black
Mexican ~-0.20+0.29 -031=*035 -057=0.26* -0.88 = 0.31**
American
Non-Hispanic 0.00 0.00 0.00 — -~ 000 —---
White .
Income level* 0.56 = 0.16** 0.31 =0.10** 0.25+0.11* 0.37 = 0.12**
Education®
Less than -1.37 = 0.42** -196 = 0.37** -1.11 £ 0.32** -1.03 = 0.33**
high school
High schoo!l  -0.97 = 0.40* -0.52+=0.28 -064 =024* -0.89 =0.36*
More than 0.00 0.00 0.00 0.00
high schoot!
General hez'th
status
Fair/poor -096 =066 -058=069 ~-1.60=0.50"" -1.19 =0.29"*
Verygood/ -0.15=028 -062=033 -034=0.18 -065=027"
good
Excellent 0.00 0.00 0.00 0.00
Birth complica-
tions®
Yes -0.15=0.25 -053 =035
No 0.00 0.00
R? 0.17 0.27 0.09 0.18
Note. WISC-R = Wechsler Intelligence Scale for Children—Revised. The last category serves as the
reference category for categoncal variables.
*Defined as a continuous value for the paverty income ratio.
®Years of education completed by the adult reference person.
<Collected only for 6~11-yearoids. 1
*P < .05;*°P < 0O1.

higher among children in higher poverty
income ratio categories, regardless of
race/ethnicity. In a similar fashion, the
race/ ethnicity differences persisted when
they were examined in the context of
education of the reference person, gen-
eral health status, and presence of birth
complications (data not shown).

Multivariate Analyses

After all of the covariates had been
controlled, income level, race/ethnicity,
and educational level demonstrated signifi-
cant independent associations with each
of the subtests. Greater family income
was significantly associated with higher
test scores in all models. Similarly, White
children performed significantly better
than Black children on all tests, with the
exception of Digit Span and Reading in
younger children. The difference between

Whites and Mexican Americans was sig-
nificant only on Digit Span (for both age
groups) and Arithmetic (for older chil-
dren). Greater education of the reference
person was associated with higher test
scores in all models.

The remaining covariates, including
sex, general healthsstatus, and presence of
birth complications, were less consistently
associated with the test scores. Sex was
significantly associated with performance
only among 6- to 11-year-olds; boys scored
higher on Block Design, and girls scored
higher on the other three subtests. Gen-
eral health status and the presence of
birth complications were generally consis-
tent in the direction of their association
with the test scores, but they were not
consistently significant. Children 6 to 11
ycars old with poorer health scored
significantly lower only on Digit Span and
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TABLE 3—Coefficients from Linear Regresslion Analysis of Age-Standardized
WRAT-R Scores, by Age Group: United States, 1988 to 1991
Reading, Arithmetic,
Coefficient = SE Coefficient = SE
6-11-Year 12-16-Year 6-11-Year 12~-16-Year
Covariate Group Group Group Group
Sex
Male -1.00 = 0.24** -0.16 £ 0.23 -0.64 = 0.21** -0.32=0.23
Female 0.00 0.00 0.00
Race/ethnicity
Non-Hispanic -0.57 +0.29 -2.18 = 0.42** -0.68 = 0.24* -2.14 = 0.21**
Black
Mexican -0.34+047 -053+046 -0.21 =027 -0.93 =027
American
Non-Hispanic 0.00 0.00 0.00
White
Income level® 0.56 = 0.14** 066 =0.18** 0.59 = 0.14** 055 =0.14*"
Education®
Less than -1.55 £ 0.34** ~2.41 +0.35** -1.57 =0.29** -266 = 045"*
high school
Highschool -0.88 = 027** -1.17 £ 0.39** -1.10 = 0.37** -1.12*=0.48°
More than 0.00 0.00 0.00
high school
General health
status
Fair/poor -165=060* -064 =061 -042=075 -080=0.56
Verygood/ -0.17 =025 -0.97 £0.27** -032=022 -099=029""
good
Excellent 0.00 0.00 0.00
Birth complica-
tions®
Yes -0.85 = 034" -0.79 = 0.39
No 0.00 0.00
R? 0.15 0.17 0.32
Note. WRAT-R = Wide Range Achigvement Test-Revised. The last category serves as the reference
category lor categorical variables.
*Defined as a continuous value for the poverty income ratio.
vYears of education completed by the adult reference person.
[ <Collected only for 6-11-year-oids.
*P < .05; **P < .01.

Reading; older children with poorer health
scored lower on Digit Span, Reading, and
Arithmetic. Among the 6- to 11-year-olds,
those with birth complications scored
significantly lower only on the Reading
subtest. ;

The percentage variations in the test
scores explained by the sct of variables
included in these models are represented
by the R* valucs provided in Tables 2 and
3. These variations ranged from 9% on
the Digit Span subtest to 34% on the
Rcading subtest.

Discussion

The data from phase 1 of NHANES
III demonstrate that poorer performance
on standardized measurements of cogni-
tive functioning was independently associ-
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ated with minority status, lower income,
and less education of an adult reference
person in a national sample of children.
Although less consistent as independent
predictors of test performance, general
health status, history of birth complica-
tions, and sex also demonstrated indepen-
dent effects on the mcasurcments of
intcllectual functioning and academic
achievement.

These findings help refine an under-
standing of thc factors associated with
cognitive functioning for the US popula-
tion of children. They emphasize the
importance of using a multifaceted ap-
proach when advocating for environments
that allow children to reach their full
potential. Although physical health status
and host characteristics are important
arcas for intervention, the cffects of

poverty. lack of adequate education, and
being a member of a minority arc most
consistent in their independent associa-
tions with poorer performance. As a
result, effective public health initiatives
designed to enhance a child's chances for
developing skills and knowledge must
include multiple levels of intervention.

The NHANES I1I results are unique
in that they arc a product of the latest
national survey providing estimates using
highly standardized methods and a large
representative, unbiased sample of US
children. NHANES III was the first
survey to include a large national sample
of Mexican Americans, the fastest grow-
ing minority group in the United States. It
was alsodesigned toinclude large samples
of Blacks and children so that estimates
could be produced with acceptable preci-
sion. Because of its magnitude, it provides
sufficient power to simultaneously exam-
inc the associations be:w ecn cognitive test
scores and socioderr ~zraphic, gencral
health. and family charzcteristics.

Despite the strenzths of the data
collected in NHANES {11, there are also
some limitations. As with most survey
data, potential biases associated with
nonresponse, either through refusal to
participate in the survey or due to item
nonresponse, may exist. Although the
overall response rate was relatively high
(80%) and evaluation of the effect of
nonresponse on test scores failed to
detect an apparent bias associated with
nonparticipation, there is still room for
additional biases not measured in these
analyses. Item nonresponse for the in-
come variable, in particular, presents a
potential source of bias since 9% of the
sample could not be included in the
multivariate analyses as aresult of missing
data.

Inaddition, a potential bias may have
resulted from the influence of bilingual-
ism and acculturation on performance
among Mexican American children.4849
Other dimensions of the testing context
may have also produced bias in perfor-
mance among sclected subgroups. The
volley of requests from medically garbed
(prcdominantly non-Black) examiners in
the mobile examination center was poten-
tially distracting and perhaps anxiety
provoking for young children and Blacks.
Black children, in particular, may have
been accustomed to different cultural
norms for interacting with adults and may
have found it difficult to adjust to an
unfamiliar environment.®

Finally, the small proportion of vari-
ability (9% to 34%) explained by the
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modcls represents a limitation to the
findings and may have been duc to factors
not available from the NHANES 11l data
set. Considering the complexity of intellec-
tual functioning and the range of variabil-
ity explained by other investigators (20%
to 60%), it is not surprising that we were
unable to account for a larger percent-
age.M0.75152

Keeping these limitations in mind,
the findings from this study can be
distinguished for their gencral agreement
with the existing literature on cognitive
functioninginchildren. Similar predictors
of performance on cognitive tests have
been demonstrated in reviews of the
literature and prior prevalence studies.*
In particular, an earlicr version of
NHANES III (cycles 2 and 3 of the
Health Examination Survey, 1963 to 1970)
also presented associations among sub-
tests of the Wechsler Intelligence Test for
Children-Revised and Wide Range
Achievement Test-Revised and race, sex,
fanuly income, parental education, and
geographic region.!’-1950

\Whercas other investigators have
presented evidence supportive of associa-
tions between cognitive abilities of chil-
dren and marital status of parents, house-
hold size, age of biological mother at
birth, and a history of prenatal smoking,
our results did not replicate these find-
ings.’2*3 Inconsistencies between our
findings and those of other investigators
may be due to the inability of other
studies to adequately control for confound-
ing factors such as income, parental
cducation, or racc/cthnicity.

The demonstrated patterns of race/
cthnicity differences have been proposed
by some to result primarily from inherent
cultural biases associated with standard-
ized tests. Some rescarchers have even
proposed a race/ethnicity-specific differ-
cntial in the predictive ability of IQ tests
for achievement, such that tests of intelli-
gence predict achicvement most success-
fully in White children.s The litcrature
docs not consistently support such conten-
tions, %59 however, and often maintains
that tests of intelligence and ability are
cqually good predictors for Black, White,
and Mcxican American children.># Nonc-
theless, it is important to kecp in mind
that subtle cflects of culture may still in-
fluence performance and should be taken
inte: account when interpreting test results.

Whecther the variability observed in
this analysis is real or the result of
limitations in the cognitive tests cannot be

*References 2035, 70 10, 11, 15, 48, 49, 53-55.
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adcquately discerned from the available
data. Assuming that the differences are
rcal, the implication is that remcdies
focused on income alone cannot over-
come the inequities introduced by a
history of limited opportunitics for Blacks
and Hispanics. Critical contrasts in experi-
ence and life-style specific to race/
ethnicity groups remain even after the
effects of socialclass and economic status
have been removed.?

Possible mechanisms of action for
both race/ethnicity and income may work
through similar channcls by reducing
access to resources that increase the
chances for development of skills and
knowledge. Children of minority status
and those living in poverty face difficult
challenges related to physical and emo-
tional health, housing, educational and
social opportunitics, nutrition, and gen-
eral discrimination and racism in US
socicty. 4596162 These factors, in conjunc-
tion with characteristics specific to minor-
ity cultures (e.g.. culture-specific atti-
tudes, values, and motivations and native
language), have been postuiated to con-
tribute to a child’s performance on stan-
dardized cognitive tests, 24958396162

Independent of race/ethnicity and
income, the educational level of the adult
reference person also proved to be an
important predictor of performance. The
education of the reference person, who
may be a parent or adult living in the
household, could represent both environ-
mental and hereditary contributions to a
child. Some studies have found that intel-
lectual functioning and academic achieve-
ment of parents are by far the strongest
predictors of achild’s intellectual function-
ing.>® The educational level of adults
living in a child’s household, regardless of
whether they are parents, may also be
viewed as an indicator of the household’s
“human capital.”® This capital provides a
resource for a child and would naturally
be augmented with greater education of
the reference person. The investment of a
houschold’s human capital in the develop-
ment of a child would surely contributc to
that child's cognitive functioning.

The difficrential effects of the remain-
ing variubles included in the modcls
suggest indcpendent  associations  be-
tween test performance and sex, health
status, and a history of birth complica-
tions. The general implications of these
findings arc that being male, having
compromiscd health, and having a history
of birth complications arc all associated
with poorer cognitive performance on
sclected subtests.

cnaaren s cognilive funciioning

To meet the goals of providing opti-
mal cnvironments for children, it is clearly
important to diminish the adversc cffects
of race/ethnicity, poverty, and compro-
mised physical health on cognitive func-
tioning. Current population estimates sug-
gest that the US population has exhibited
an increase in the percentage of minority
children and an increase in the number of
impoverished children across all race/
ethnicity groups.®® Such changes in the
configuration of the population make the
apparent associations among poverty, mi-
nority status, and the cognitive function-
ing of children even more important as a
focus for the implementation of programs
to improve the health of US children. __.

Furttter investigation is warranted to
account for the unexplained variability in
test performance and to identify modifi-
ablc factors that may improve functioning.
Research focused on causal mechanisms
for cognitive functioning will also aid in
the development of appropriate remedics.
These results indicate that. as Amcrica be-
comes more diverse, greater etforts need
to be directed toward improving access to
economic and educational opportunities
and removing obstaclessuch as poor health
and the possible effects of discrimination
and racism. Such efforts are essential if
we are to prepare for a healthy and pro-
ductive population in the next century. O
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ABSTRACT
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As one element of Baltimore’s
effort to combat its high rate of
teenage pregnancy, the Baltimore
City Health Department added the
implantable contraceptive Norplant
to the array of services offered at onc
of its school-based health centers in
carly 1993. The initial findings with
the adolcscents who received this
contraceptive at the school were
favorable, particularly regarding con-
dom use, parental involvement, and
patient acceptance of the contracep-
tive. This new policy gamered a
significant amount of attention, both
nationally and locally. It attempts to
address problems that have compli-
cated etiologies as well as diverse
clinical, social, and ethical ramifica-
tions, all complicated by political
realities. The Norplant experience
offers useful lessons regarding contro-
versial health initiatives that address
problems facing public health practi-
tioners today. (Am J Public Healih.
1995,85:309-311)
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Commentary

Politics and Practice: Introducing
Norplant into a School-Based Health

Center in Baltimore

Peter L. Beilenson, MD, MPH, Elizabeth S. Miola, PNP, MSN,

and Mychelle Farmer, MD

Introduction

The city of Baltimore has long had
one of the nation's highest adolescent
birth rates. The emotional, social, and
economic costs of this problem are signifi-
cant. In 1990, 10% of all 1S- to 17-ycar-
olds living in Baltimore gave birth, with
direct costs of tccnage births to the
government (through Aid to Families
with Dependent Children [AFDC}; the
special supplemental food program for
Women, Infants, and Children [WIC];
food stamps; and Medicaid) of $222
million.! Health risks to adolescent moth-
ers and their children are well docu-
mented, ranging from pregnancy compli-
cations such as preeclampsia to low-
birthweight babies.2 In addition, there are
the long-term conscquences of lower
levels of educational and job attainment
for the mothers and higher rates of living
in poverty for their offspring.34

Over the past decade, many different
approaches have been attempted to com-
bat the problem of adolescent pregnancy
and birth in Baltimore. These approaches
include (1) the development of an inner-
city, mall-based comprehensive health
clinic that provides a host of services,
including family planning, to over 5000
adolescents each year; (2) a citywide
media campaign promoting abstinence;
(3) school-based eforts, including peer-
taught and teacher-taught abstinence cur-
ricula in middle schools, male outrcach
activities, and sex education; and (4) the
development of family planning services
in two middle and six high school-based
comprchensive primary care centers.
These activities have resulted in some
success. After scveral years of increasing
rates, Baltimore’s adolescent birth rate
has stabilized (Baltimore City Health
Dcpartment, unpublished natality statis-

tics, 1992). However, it remains among
the highest in the country, and further
approaches are being considered.

Onc widely discussed approach is
making the implantable contraceptive
Norplant more readily accessible to ado-
lescents. Norplant has been available to
adolescents in Baltimore City Health
Department family planning clinics since
the summer of 1992. However, clinicians
workingin the health department’s school-
based hcalth centers, after hearing re-
quests for Norplant from students and
parents, felt that these centers would be
the best setting for adolescent Norplant
insertions and would provide the best
access to this contraceptive.

The Baltimore City Health Depart-
ment operates school-based health cen-
ters that provide comprehensive primarv,
and preventive health care to enrolled
students at eight secondary schools.’
These schools are all in locations where
there is a particular need for accessible
adolescent health care.

Family planning counseling and ex-
ams have been available on site at the
school-based health centers since their
inception in 1985. Youchers for contracep-
tives, to be redeemed at off-site locations,
were given to students who desired them.
However, this voucher system did not
work well because students rarely fol-
lowed up to obtain contraceptives. To
alleviate this problem, the health depart-
ment decided to make oral contracep-
tives, foam, and condoms available in the
hcalth centers at the start of the 1990/91
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school year. The decision became policy
only after an cxtensivc survey of parents
of students enrolled in the clinics demon-
strated strong support (75% in favor) for
offering contraceptives on site.® The con-
traceptive availability policy has been very
well accepted by students, staff, and
parents. A follow-up survcy in the second
year of this policy revealed no parental
complaints about the availability of contra-
ceptives on site (P. Bcilenson, unpub-
lished data, 1991).

The Decision and the Reaction

As Norplant began to be discussed in
the general media, health care profession-
als in the school-based health centers
were asked by students and parents about
its availability in these sites. These re-
quests. combined with the fact that the
current contraceptive policy was so well
accepted by parents. led the commis-
sioncr of hcalth to decide to make
Norplant available or a pilot basis at one
of the health department’s school-based
health centers in the 1992/93 school year.

The schooal chosen as the pilot site, a
combined middle and high school for
pregnant and parenting teens, was se-
lected for two reasons. First, adolescents
who have already given birth are at even
higher risk of pregnancy than other
adolcscents.” Second, the principal of this
school was very supportive of the program.

In December 1992, as the health de-
. partment’s Bureau of School Health be-

*g2n to develop the structure for this pilot
program, the media learned that Balti-
more would be the first city in the nation
offering Norplant at a school-based health
center. The media coverage—local, na-
tional, and intemational—was almost uni-
versally favorable and plans for imple-
menting the pilot program were finalized.

However, in late January 1993, shortly
after the first Norplant was inserted at the
school, a small but vocal group of citizens
spoke out in opposition to the program.
This group contended that the Norplant
policy targeted inner-city African-Ameri-
can teenagers (some argued that this
amounted to *‘genocide™); that Norplant
had not been tested in this population;
that Norplant users would be less likely to
practice safer sex and therefore would be
at higher risk for human immunodefi-
ciency virus (HIV) and other sexually
transmitted infections: that the health
department was promoting the usc of this
contraceptive over abstinence; that Nor-
plant had dangerous side effects: and that
the program cxcluded families from the
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decision-making process of their adolcs-
cents.??

The strategics used by the opposition
were similar to those used nationally
against other school health programs
instituting reproductive care. These strat-
egies included misinformation, manipula-
tion of public meetings, preying on fears
of parents, intimidation and pressure
tactics, and accusations of racism.'

To ensure that these concerns got a
public airing, a city councilman intro-
duced legislation calling for a hearing on
the health department’s policy of offering
Norplant in the schools. The hearing, held
in early February 1993, was contentious.
The opponents’ claims were refuted (Ap-
pendix) and their public opposition to the
program subsided as it became obvious
that the general public was in favor of
making Norplant available as long as it
was not promoted and no coercion was
involved. The Norplant program continued
during the hearing process and Norplant
continues to be available to students in
the school-based health center.

Outcornes

In the first semester after the new
policy was implemented, 11 of the approxi-
mately 100 nonpregnant students in the
school received Norplant from the school-
based health center. Before receiving
Norplant, each of these 11 students
attended a counseling session at the
school, accompanied by a parent or
guardian; in most instances, a relative was
also present during the insertion proce-
dure. All of the students have tolerated
Norplant well; there have been no re-
quests for removal and no students have
exhibited any but minor side effects. All of
these students reported using condoms at
least as frequently as they did before
receiving Norplant (with follow-up of 5 to
12 months), and most reported using
condoms significantly more frequently
since getting the implant. As support for
these students’ self-reports on condom
use, we know of only a single case of a
sexually transmitted disease among these
Norplant recipients. One possible explana-
tion for this increased use of condoms is
the intensive counseling on condom use
all students receive before getting the
implant, combined with extensive fol-
low-up counseling.

Plans for the Future

With the successful implementation
of this policy. the health department has

expanded the availability of Norplant to
three more high schools, with plans to
expand to the remaining two high schools
that have school-based health centers
over the next year. (The implant will not
be available in the two middle school
health centers.) In light of the controversy
the initial proposal generated, however,
the health department educated various
segments of the community about Nor-
plant before this expansion. The health
department (1) discussed the issue with
religious groups and a city-wide commu-
nity health advisory group; (2) discussed
the issue with interested parents in each
school; (3) educated the teaching and
administrative staffs of the schools; and
(4) made presentations to student groups
about postponing parenting, including a
discussion of abstinence, Norplant, and
other contraceptive methods.

Discussion

If community acceptarnce can be
obtained. school-based health centers are
ideal places to offer contraceptive ser-
vices. They are readily accessible to
students, a well-recognized advantage in
delivering any kind of health care to
adolescents. This accessibility is also im-
portant for the health care staff, who can
locate the students ecasily when follow-up
and compliance are important. In addi-
tion, the close, trusting relationship that
typically develops between school-based
health center staff and individual adoles-
cents is critical to the success of efforts to
provide effective health care to teens.

One important lesson our experience
teaches is that the community may not
immediately accept measures that make
good public health sense. Extensive educa-
tion of all involved, including community
members, elected officials, and religious
groups as well as all pertinent staff (who
might not be knowledgeable about the
proposed intervention), is essential to the
successful and smooth implementation of
controversial policies. The lead time nec-
essary for doing this important ground-
work is rarely appreciated by funders or
program managers as a sound investment.

There is a real nced for affected
communities to be in on the development
of public health policies from the begin-
ning, playing a major role in identifying
the community’s important health prob-
lems, suggesting intervention strategies,
and working with health experts to imple-
ment them. However, any progressive
public health initiative, from family plan-
ning to violence and substance abuse
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prevention, is likely to arouse opposition;
fear and anger may make rational dis-
course difticult. If progress is ever to be
made against the major public health and
social problems affecting us, public health
leaders must be willing to stand up to
confrontation and to point out ignorance
and misconceptions.

Although somec public health ad-
vancesin the past were controversial (e.g.,
fluoridation of public water supplies),
many were less so, in part because they
primarily dealt strictly with health issues.
For example, many of the epidemic
diseases of the past were curtailed or
eradicated either by simple changes in
hygiene or by the introduction of cffective
antibiotics. In contrast, many of today’s
public health initiatives are controversial
because they attempt to address issues
that arc bothsocialand medical in nature.
As anexample, the Norplantissue touches
on adolescent sexuality and the social and
cthical questions of coercion vs choice.

In addition, Norplant raises concerns
in some about genocide or selective use.
Because some minority communities dis-
trust the health care system, they view
Norplant as a means of controlling certain
populations. The negative consequences
of the infamous Tuskcegee syphilis study
on the practice of public health cannotbe
overestimated; the study’s strong repercus-

sions in the Black community continue
today.

Consequently, with any public health
initiative that might be perceived as
having a disproportionate impact on mi-
noritics (another example would be needle
exchange programs for intravenous drug
uscrs), public health practitioners must
educatethe affected community about the
scope of the problem and about the
specific initiative as a potential solution.
How this is done depends on the specific
locale. First, local public health practitio-
ners need to know their community and
which community leaders must be in-
volved. In Baltimore, for example, reli-
gious leaders and their organizations are
very influential forces in the city. With the
Norplant issue, the opinions of teachers
and principals of the affected schools
must be considered. Obviously, parents of
adolescents in the schools must also be
involved. In addition, formal and informal
leaders should be sought out and in-
volved: recreation center directors, school
volunteers, neighborhood librarians—all
those who have grassroots knowledge of
the needs and perceptions of the commu-
nity. It is with the involvement of all these
members of a community that the likeli-
hood of successful implementation of
progressive, controversial public health
policies will be the greatest. OO
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APPENDIX—Opposition Clalms and Baltimore City Health Department Responses about the Health Department's
School-Based Norplant Pollcy

Opposition Claim

Health Department Response

American adolescents.

and will thus neglect to use condoms.

promiscuity over abstinence.

Norplant has dangerous side effects.

about contraception.

Targeting inner-city African-American teens is genocide.

Insufficient testing of Norplant has been done on African-

The new policy will lead to higher rates of sexually trans-
mitted diseases and HIV infections in teenaged Norplant
users because they will feel protected against pregnancy

The healthdepartment is promoting Norplant and sexual

The program excludes families from adolescenis’ decisions

able to get them.

of this counseling.

side effects.

The policy is simply one of equity: making all contraceptives available
in school-based health centers to those who would not otherwise be

(1) Food and Drug Administration trials of Norplant did include similar
populations in Newark and San Francisco. (2) Norgestrel (the hor-
mone found in Norplant) has been used in oral contraceptives by
hundreds of thousands of African-American adolescents over the
past 25 years, with no known differences in efficacy or side eflects
from those experienced by the rest of the population.

(1) The students will receive extensive counseling on the importance of
condom use in conjunction with Norpiant. (2) Norplant recipients in
the first school-based site will be evaluated to ascentain the efficacy

Abstinence is the only method of contraception that the heaith depan-
ment promotes; the school system also has an abstinence cur-
riculum. Norplant is simply another contraceptive option available to
sexually active teenagers in the school-based health centers.

Norplant’s side effects are primarily “nuisance” side effects; a stringent
follow-up protocol will be observed to identify patients who need to
have the implant removed or who need further counseling about

Families are strongly encouraged to be present both for counseling
sessions and for the actual insertion procedure.
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