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800 Marshall Street, Little Rock, Arkansas, 722(2—3591

(501)320-1470 or 1-800-880-7.491 (Aﬁerms) or TDD ¢ 501)6"1.{}—1184

Jufy 7, 1995

First Lady Hillary Clinton
Orfice of the First Lady

The White House

1600 Pennsylvania Avenue
Washington, DC 20500

Dear Hillary:

This letter is :o(se:veasa»

address at oyr September 27

e

(17

Arkansas Children’s Hospital Founda’aon Inc.

-long function honoring major donors to

al invitation for you to deliver the keynote /\‘%;

20 of the U.S. and Canada’s largest and finest children’s hospitals.

“These individuals are o be honored that evening at a black tie gala on

~ the lawn of the White House. As a side note | want to express our
heartfelt appreciation to' Ann Stock and her staff for the magmﬁcent
assistance they have provided us in preparing for this day of celebration.

From 10:Q0 a.m. until approximately 2:00 p.m. on that date, we will be

presenting a leadership focumn to these donors. We anticipate

approximately 500-700 in attendance. We wouid be deeply honored to
have you deliver the opening address at approximately 10:15 a.m. Also
to appear on the program is Dr. David G. Nathan, Physician in Chief,
Boston Children’s Hospital, and Strahan Professor of Pediatrics at
Harvard Medical School. Dr. Nathan is also a natiocnal Medal of Science
winner. He wili ba addressing some of the more promising areas of

pediatric research.

We would like to leave your topic as broad as possible, thus providing
you with significant latitude in your remarks. The only parameter is that it
deal with issues of significance affecting the health and well-being of
children everywhere. Knowing full-weli of ycur very strong, personal
commitment to the children of the worid, we felt certain that this is a
subject area you could address with great enthusiasm.

# qu*o\J,\
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We hope to have the exact locafion of this function finalized within the
next week or two, and [ will notify Ann just as soon as a decision is
made. At this time we are working with the National Institutes of Health,
with the hope we will be able to host this portion of the day at that
location. It seemed tc be most appropnate for the occasion and the
audience.

[ know | speak for the others who are involved with me in the planning of
this day of recognition when | say that we are terribly excited about the
possibility of your presentation to this group of truly special donors.
Thank you for considering our request, and we're all looking forward to
being with you and the President on the 27th.

i

Larry Woodard, President
Arkansas Children’s Hospital f-oundation, Inc.

Sincerely,

Faxed to Ann Stock July 7, 1985. Original sent by U.S. Mail



You of all people know what these Medicaid cuts will mean
for children's hospitals. Children's hospitals represent only
one percent of all hospitals, but you provide vital health care
services to so many children =-- including the poorest, sickest
and most wvulnerable. You devote nearly half of your care to
children of low income families and more than three-quarters of
your care to children with chronic or congenital conditions.

You care for the premature baby who needs intensive care for
the first months of his life and extensive rehabilitation therapy
for years to come. | For the:small child who is severely injured
when she is hit by a‘'car and sent to a pediatric intensive care
unit at a nearby children's hospital. And for the eight year old
boy who contracts viral encephalitis, loses his health insurance,
and is covered by Medicaid because of his high medical costs and
severe disabilities.

The proposed cuts in Medicaid will be particularly
devastating for children's hospitals. Medicaid patients on
average account for 46 percent of the inpatient days in your
hospitals. 1In addition, Medicaid and uninsured patients together
account for more than 47 percent of all gross revenues.

Virtually all children's hospitals are designated by their states
as serving a disproportionate number of children insured by
Medicaid.

As you well know, it costs more to care for sick children
than adults. And children's hospitals are not able to shift
these higher costs to adult patients like other hospitals can.
Already Medicaid pays children's hospitals on average less than
80 cents for every dollar spent to care for a child. The impact
of a $182 billion in Medicaid is clear; your hospitals simply
will be unable to provide all of the crucial health services that
you do today.

We need to protect the safety net provided by our children's
hospitals. So that children continue to have access to
desperately needed specialized care. That children's hospitals
continue to train pediatricians and other care-givers for
children. And that you are able to continue to do research on
the prevention and treatment of childhood disease.
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sity’s failure to provide for what he con-
sidered to be the legiimate health-care
danands of nconates that he said, ‘I will
no longer admit them to this fadlity.” ™

Moreover, student doctors complained
that they were not bang trained in curtent
pediatric techniques. They told McGin-
ness they felt exploited—overworked and
undertrained

For McGinness it was a2 baptism of fire.
But he considered the doctors’ grievancss
legitimate, and he saw in them an

opportunity.

He was able O share thar vision with Dr.
Robert Fisar. Fiser, a native of Arlansas
and a graduate of the University of
California at Los Angclcs, was hired by
the UAMS 10 replace Merill At thirty-
t™wo, he was the youngest cbairman of a
pediatrics department in the counmry.
Fiser is now fairly wcll known around the
hospital for the agifity of his imagimation,
and back then it took him no time at all
to cmbrace McGinncss’s dream—that the
near-destitute Arkansas Children’s Hos-
pital could become a pediatnc medical
center of excellence.

Together, McGinness and Fiser pushed
the school’s chanccllor for inaaased sup-
port for Children’s Hospital. ‘“‘But he
thought our ideas were too grandiose,”
McGinness recalls. ““He patted our heads
like good little boys and sent us on our
way.”’

Mecanwhile, Fiser remembers, condi-
tions ramained “‘frustrating’’ at the hos-
pital. ““We couldn’t even tell people what
needed to be done for their children, be-
canse there was no place to do it anyway.
We just didn’t have the fadlities.””

Nonetheless; “another critical person
agreed to sign on to thedraam. Dr. Betty
Lowe of Texarkana acccpted the post as
medical director at Children’s Hospital.
She did, she says, largely bazuse of Mec-
Ginness and his strong belicf that the staff
““ought to try to have a ceal hospital or
quit.””

‘With Fiser heading the teaching depart-
meart and Lowe overseeing medical opera-
tioas, McGinness developed the strategy
that drives the hospital to this day. ““I said
to myself, ‘Any program that has any-
thing to do with children, ! will cmbrace
it.” If somebody was unhappy at thc med-
ical center because thar program was not
being funded or they weren't getting the
support they needed, I'd sy, ‘Come on
over. We love you.” And I'd make them
feel appredated.”’

His tactic was simple. ‘“With the sup-
port of our board, I told them, ‘You tdl
us what you nced, anad we’ll ger it.” It
might not be in six days or even iIn six

ACH FOUNDATION

months, but they’d know we werc work-
ing on it and evenrually they’d get what
they asked for.””

It was the beginning of an ardenr court-
ship. Lowe says, ‘“That was when the
medical school was suddenly taking in a
Jot more students. In &svence, Tom Bruce
{then dean of the college of medicne]
nceded more clmical beds and McGinaess
needed doctors. Tom Brucc said, °‘If
you’ll provide more beds, I'H ephance the
faculty.' ”»

Armed with little more than thar prom-
ise and a sales pitch stressing the advan-
tages of getring ig on the groand floor of
a fast-rismg young medical cemter, Mc-
Ginness and Fiser razuited nationwide,
seeking an array of pediatric sperialists.
McGinness remembers, *“We told them,
“If you bave auy pioneering spirit left, then
this is the last frontier.”

Protect by project, the strategy worked. In
the next few years, the hospital broughtin
pediatric surgeons, orthopedists, ophthal-
mologists, pulmonary sprrialists, nephrol-
ogists, radiologists, pathologists, and

doo7

a host of other talented young physi-
dans. McGinness calls them his ‘‘all-
Americans.””

*“It was a throw of the dice,"” says Mec-
Ginness. *“I was betting on the come. We
didn’t have much by way of buildings, and
we didn’t cven have private rooms for our
patients, but we did have these people
chomping at the bit to build a hospiral that
would be recognized by their peers at Bos-
ton and St. Louis and Houston.””

It was a start. But as the medical exper-
tise increased | the hospital’s physical lim-
itations baame incrcasingly intolerable.
McGingess remembars a child from Sear-
cy who was referred to the new kidney spe-
dalist at Children’s, only to have his
parents change their minds when they saw
thehospiml. They wanted a private room
for their son. and Children’s could offer
only a twenty-bed ward.

“So they took him back to Searcy,”
McGinness razalls. “It was a great failure,
It was som<thing that naxdex to be poinred
out to us. Here we had the oaly pediatac
kidney speqalist in Arkansas, but becairse
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our fadlity didn’t meet the parents’ expec-
tations, the child was deprived of this ex-

chﬁsc"b

But increasingly therc were also suc-
eesses. As word of the sperialists’ coming
to Children’s Hospital spread, pediarri-
ciaps in Pulaski County and around the
statc began referring patients there. And
as rapidly as the hospital’s reputation
grew, so did its level of fund-raising. The
board of gustees beame so active it
earned areputation that persists todzy of

bdng perhaps the most powerful and pres-

tigious nonprofit board in the state_

““We were sending out thousands and
thousands and thousands of letters to the
people of the statc, asking them to con-
ribule moncey,” McGinness recalls, “‘and
they did. Meanwhile, the university was
Quite content to be unloading programs on
us becausc they were losing their shirt on
pediatrics. It wasn’t profitable for
than—not like, say, surgery is. Of course,
the board became a little nervous. They
said, “‘We’re not going to go bankrupt. are
we, if we take on all these losers?’ | said,
‘Idon’t think so.’ *’

B Y THE LATE Seventies, the bigger
question was how to house all the
professional newcomers and the snrge
in pafients they gencrated. Lowe re-
members recruiting doctors “‘kmowing full
well we dida’t have an office to put them
m

*“They’d arrive and someone would
say, ‘Oh, you can pnt your things over
there in the corner of my office.” Threc
weeks later, when they complained, we’d
say, ‘Oh, that’s nothing.’ And then
we’d tell them about whoever held the
record and how long he’d had to wait for
an office.”

The board considered moving, possibly _

to the UAMS campus. But in the end it
opted to hang onto its autonomy. ““The
board of trustees were cautious. anxious,

apprehensive about giving up what they |

had,”’ says McGinness. “‘cven though it
wasn’t all that much.”

Adjoining property on Wolfe Street
was purchased, and with thc help of
Senator John L. McClellan, who tacked
a spexial appropriation for two chil-
dren’s hospials—one in Little Rock, the
other in Washington, D. C.—onto an-
other piece of legislafion, 2 new south
wing was added to the hospital in 1978.
The hospital’s capadry reached onehua-
dred ninctern beds.

The addition had a strong emotional ef-
fect. ““Tt was sort of ourmpctus,’’ Lowe
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ANTI
STRESS
KIT.

Do you know someone with:
- Too Much Stress?

- Nexves On Edge?

Show them you care by giving
them the perfect remedy! The Anti-
Stress Kit™ is filled with the best
medicine — laughter. This well
packaged kit includes a Punching
Bag. a Giant Rubber Band and
other Tension-Release Products.
Complete with hilarious instruction
booklet. Guaranteed to make any-
one feel beter oryourmoney back.
All for just $4.95 (plus $1.00
shipping). Simply send check to:
PARODY PRODUCTS, 516 Fifth
Ave., Suite 507. New York, NY 10036.
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ckildren and pregnant women as well as a statement by thirteen national organizatiam of
pediatric bealth care providers. It is essential 10 maintain the guaranteed federal ﬂqor for
eligibility, coverage of prenatal and preventive care, and medically necessary services, and
access to appropriate care for childres and pregnant women. This is sound policy for maiernal
and chilc bealth, but it is also sound policy for fature national health, productivity and ecoﬁpmic
growth.

Previous Congresses have taken a bipartisan approach to shaping Medicaid policy with
an important priority on the health of children and pregnant women. That approach co:’|1tinnod
this year with the maternal and chud health Medicaid provision adopted Unanimously ;by the
Senate Budget Committee for inclusion m the budget resolution. This provision had bxﬁm&n
co-sponsorship, including the co-sponsorship of Senator Grassley. It emphasizes that the hcalth
- care needs of low-income pregnant women and children should be a top priority mz any
restructuring of Medicaid. We applaud Scnator Grasslcy, as wcll as the other co-sponsors, for
raking the lead in ensuring that maternal and child health remain a critical focus during M:édicaid
. reform. Our recommendations to preserve guarameed coverage and access toQ _. ically
'

" pecessary pediamric and obstetrical services weuld preserve those best Medicaid features th|ht have

[ &
developed out of this hiparhisan approach. :

b

ELIGIBILITY: Let mec first discuss eligibility. Medicaid has covered wellare mciiiicuw
I |
since its beginnings in 1965. But, because of eligibility expansions in the 1980s and 'early

1990s, developed in part because of high infant mortality rates and other negative child h!lealr.h

|
indicators, Medicaid has increasiagly become an essential source of health care coverage for

children and pregnant women in low-wage working families, loggy_._amgngmmmn,mf_au

i
i

|

' ! )
2 |

E

|

|



. Of the 1.4 million infan:s

(babies up (0 age one) covered bv Medica:d in 1993, 70 percent weare from working farnilies
l

anc did pot receive AFDC cash assistance. While this program is essential for families receiving

weifare, it also provides health care for a broad band of poor and near-poor working American

|
failies. |

|
i
In covering more children and pregnant women, Medicaid played a crucial role in

offcerring, in part, the long-term trend of declining employment-based coverage for dependents.
=

Watliout thiese Medicaid expansions, there would certzinly have been millions more uainsured
|

cizldren. Berween 1977 and 1987, the percentage of children with employer-based inswrance

declined from 72.8 percent to 62.9 percent. (This pace of private disinsurance comi.nu:e;d at

!
roaghly the same pace in the late 1980s and early 1990s.) Between 1977 and 19874 the

proportion of children wha lacked insurance for all or part of the year increased from ‘h7.5
pexuend o 23 pereeldl. 1
The 1989 Congressional enactment of Medicaid eligibility expansions for childr'enz and
pregnant women (requiring coverage of pregnant women and children under age six with ifa;rlﬂy
in>ome up to 133 percent of poverty and certain older children-those born after Septcm&e,f; 30,

1983.-up to 100 percent of poverty, and allowing coverage to higher income levels if E:Iares

: !
choose) has led to Madicald coverage for 3 million additional children and pregnamt women in

. i
low-wage working families. 4

Medicaid now covers nearly one-third of the births in this country and covers mo;elman

17 million children overall -- one in four children. Even while private insurance coverage was

_ dropping, the proportion of pregnant women whn were nninsured fell from 11 percc"ﬁ!m 7

]



percent berween 1988 and 1994 because of expanded Medicaid coverage. Given the long-term

trend of steadily eroding private health insurance. it is imperaiive to preserve the n'aﬁonal
Meccicaid safery net for pregnant womcn and children, including the ongoing phasc-ia of clder

!

chikiren from working poor families. Doing otherwise could edd significanily tc the nnnlabers

of uninsured children and pregnant women.

The need 1o preserve the safety net of continued guarameed eligibility for childgen and
!
pregnant women deserves heightened artention in light of The Kaiser Commission on the Future

of Medicaid’s recewt report "The Iimpact of the House and Senate Budget Comauittees’ Pré)piosals

|

on Medicaid Expenditures.” That study projects that the Congressional badget resolution'ta'rgets
!
for Medicaid spending would require eliminating coverage for as many as 5.8 million adults and

children in families. This Kaiser Commission projection assumes that controls on spending
through managed care, redncsions in covered cervices, and cuts in provider payments would be

‘il
iuplenented prior W culling beneliciaries from tie programn.

MEDICALLY NECESSARY CARE: Second, it is essenfial to maintain Medicaid’s

exising coverage of the benefits pregnant wemen and children peed, including prenalq;l care,
preventive care, and medically necessary care -- the scope of coverage which is of part.ii:ular
importance to children with chronic conditions or disabilities, but is xmpomm to all chiltiimn.
The Early and Perlodic Screening, Diagnosis and Treatment services -- me benefits compciincm
- of the Medicaid program for children -- must bs preserved. "EPSDT" ensures that screéxfings.
" prevention, and the full range of medically necessary services are available. This niational
ccmmitment to children makes complete medical sense and is eminently affordable. TFrc is
- no concept of state flexibility that would make rational the coverage of speech the:lhﬁy or

4 T



essential prescription drugs or hearing aids for school children in South Dakota, New Jer.:se:,' or
I raaisiana, but not in North Dakota. New York or Florida. | |
Covering this full range of necessary services is remarkably inerlpcnsive. Children
reoresent more than half of all Medicaid beneficiaries. However, even with many of America’s
" most disabled children in the program. on average children’s care is gpuch less expensive .than
that for adults. Payments for maternity and infart care through the first year of life reglyrescm
lesc than 7 percent of total Medicaid expenditures. Children account for onlv onc-quam:f Sf all
Mecdicaid payments for services. Paymcots on behalf of children and pregnat women acc;ouinted
for only 11 percent of the growth in Medicaid spencing between 198% and}1991 In 19$3, the
average Medicaid expenditure for a covered child under age 21 was $1,i065. The Medicaid

expenditure per elderly adult that year was $7,590.  Attached as Appendix B are facti sheets

F ) #:
with coverage, expenditure, uncompensated hospital delivery costs. aad infant monality

sTristics.

This does not mean that there should not be greater state flexibility in Operating the
program, nor that considerable federal savings in the cost of the program C&ﬂd not be adhxvcd
over the next several vears. State flexibility for the delivery of care thmugh managed &a!e if
carefully structured and monitored, could move toward these goals. This o[c)mmmec sh(l.le act

{
' 1O ensure, however, that children and pregnant wowen realize improved access to and lquahty
- of care, not a deterioration. We believe that Senatcr Chafee's S. 839, for example,,makcs
important strides to strike a balance between protecting children’s and pregnant women's h'ealth
ander the Medicaid program while granting siatss considerable flexibility and pmi![e'cting
|4

i providers from burdensome regulation. | |
: | |
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We want to emphasize that "outcome measures” can not substitue for basic eligibility
anxi services criteria or for standards for managed care. First, there are very few measures for
pediattic health care in thc managed care context. Theyv consist of rates of childhood
uemunization at age two, hospitalization for asthma and rate of low birthweight births. V\ifhnc
these measures are fine for certain narrow purposes, they tell very litde about the rang: of
childhood disorders. Moreover, the immunization measure commonly used is for children
emrolled in a plan from birth to age two -- few Medicaid children go from birth to age :pwio n
one plan with conticnous cligibility. Outcomcs mcasurcs for early prenatai care typically look
at the initiation of prenatal care within the first trimester for women enrolled in plans for the
rwelve month period prior to delivery. Pregnant women covered by the Medicaid prcg",ram,
particularly those women who become eligible based in part on their pregnancy, will ndf i]nect
the rwelve month enrollment criteria for heing included in the outcomes sample. i |

BLOCK GRANTS: Scwme governors have testificd before this committee seeking %total
state flexibility, through a Medicaid block grant, to determine eligibility and benetits, \if'hﬂe
projectng that they would continue to cover children and pregnant women at current clifgil!)ility
levels. Maternal and child health advocates appreciate their commitments. | However, w‘e have
two concerns. First, the major strategy for achieving Medicaid savings is managed ¢are
i However, managed care has been Jargely untried [or the services rcquimd by the cldct;ly!; and
disabled, who account for 70 percent of Medicaid spending. States will be forced t?o {seek
additional ways to save, including changes in eligibility and coverage, which disproporri(l)niatcly
affect children. Second, we know historically that many states have moved to cover chil;dren

and pregnant women only when minimal national standards were put in place. For exfmpplc,



when the federal minimum eligibility level for young children and pregnant women went to its
current Jevel, ronghly two-thirds of the staies had to act to meet that lzvel, despite havir;;g had
the option to do so prior to thc cnacuncat of that federal floor. Recent comments by the
Director of the Missouri Department of Sociei Services serve to undersccr2 our point. i He
predicted that low-income children and pregnznt women would bear the bruat of cuts, inchuding
cuzs of prenatal and preventive care, since it would be politically impossible in his state to cut
eligihility or services for the disabled and elderly. Children and pregs:nt women would be the
Lirgels for cuts becausc "...compared to the political clout of the elderly and disabled, that's
whaere we'd have to go...."

CO-PAYMENTS: Finally, we want to emphasize the need 1 waive co-paymems on
children’s services or keep such co-payments nominal. In a 1993 report titlgd "Benefit Qe‘éign:
Pament Cost-Sharing,* the Office of Technology Assessment (OTA) rc\';riewed cost-éﬁar'mg
smadies and noved that, when theie is no cost-sharing, there is mscd usc of pqdihuic
prevemtive services. OTA said this finding justifies having no cost-sharing when pn:v:nribn is
2 policy goal. We urge the Committee to specifically exclude preventive services from any cost-
staring requirements. OTA also noted that research demonstrated the disparate impact that cost-
sharing bad on utilization of necessary services for children in low-mcome families q:d that
special protection relating to cost-sharing for childres iu families with ini:omc less thlme 200
percent of poverty may be necessary to ensure access to care.

CONCLUSION: The maternal and child health community looks forward to ferther
discussions with the Committee as you develop proposals to reform the Medicaid program. As

yOu seek 10 sacure savings from the program and allow greater state flexibility. it will be critical



tha: vou also continue te provide the ensured coverage, benefits and access essential for low-

income children and pregnant women.


















Ambulatory Pediatric Association
American Academy of Pediatnes
American Board of Pediatrics
American Pediamc Society
American Pediamric Surgical Association
Association for the Care of Children's Health
Association of Medical School Pediatric Deparmment Chairmen
Association of Pediamric Program Directors
Nationai Associadon of Children's Hospitals and Related Insunuticns
Nadonal Association of Pediatric Nurse Associates and Practitioners
Society for Adolescent Medicine
Society for Pediamic Research
Society of Pediatric Nurses

As Congress debates proposals to restructure Medicaid, it is essendal to consider the
enormous imporance of the program to the heaith of our nation's children and adolescents.

~Accerding to the annual American Academy of Pediatrics’ analysis of HCFA's 2082 data sat,
in federa! fisca) year 1993, Medicaid financed medical care for nearly one-fourth of all US
children under the age of 21, more than one-third of children under age 6, and half of all '
infants. Medicaid eligibility expansions have helped offset the accelerating erosion of | |
employer-based health insurance coverage of children which has ocanred since the early |
1980's. Absent Medicaid, nearly 40% of all US children would be uninsurad.

Accurding 10 the Census Bureau's 1994 Current Population Survey data set, nearly |8 million
childsen were Medicaid eligible in 1993. In a very real sense, Medicaid is a children's |
program since 54% of all beneficiaries are under age 21. However, becanse children's health
care costs are so modest in companson to adults, the clderly, and eligible nursing home
beneLciaries, children's costs represent just 23% of total Medicaid spending.

As health care providers who specialize in children's care we know from first hand experience
the critical difference Medicaid has made in the health and access 1o care of children who.
otherwisc would have been uninsured. We also are cognizant of Medicaid's weaknesses. For
over 15 years we have conducted research to improve the efficacy of the program and have
advocated on behalf of progressive reforms. We remain committed to the goal of Medicaid's
improvement. '

This ycar Congress is expected to act on proposals to restructure Medicaid in order to conrrol
federal spending and increase state flexibility in the use of federal fimds. We believe these
goals can be accomplished without sacrificing the quality of the Medicaid program for :
childrzn and adolescents if the following core principles are honored: (1) low-income
children and adotescents must maintain guaranteed Medicaid coverage; (2) the medically |
necessary care assured by Medicaid through its EPSDT component must not be compromised;
and (3) children and adolescents must retain access to appropriately trained and certified
providers of pediatn¢ care.



NATIONAL

MEDICAID PROTECTS MATERNAL AND CHILD HEALTH

BETWEEN 1984 AND 1990, THE CONGRELSS, TIIL REAGAN AND BUSH
ADMINISTRATIONS, AND STATES ENACTED A SERIES OF{MEDICAID
REFORMS TO COVER MORE CHILDREN AND PREGNANT WOMEN

MILLIONS OF CHILDREN AND PREGNANT WOMEN, INCLUDING THOSE IN
WORKING FAMILIES NOW DEPEND ON MEDICAID FOR HEALIH LUVERA[:E

Federal law requires states to cover pregnant women and childrer under age six with family
incomes up to 133% of poverty and to cover certain older childrer (those born after Septernber
30. 1983) up to 100% of poverty (812,590 per year for a family of three) Recent Mcdicaid
expansions for these groups provided coverage for 2 million low-income cluldren Addétipnal
childieu are covered because they are disabled and receive Supplemental Securnly income (§SI)

0 In the United States, 21.1% of children under 18 were coverad by Medicaid during
1900-92.

) Among children covered by Medicaid, more than halt live 10 working familjes.

By 1994, at their opticn, 34 states had gone beyond federal mandates to cover more preonant
worden and infants in low-income, working families. Most (22) states sct cligibility at 185%
of poverty (about $23,000 per year for a family of three), and several go beyond that level.

0 Nationally, Medjcaid finances care for one out of threz babies -- 1.4 miilion in 1993.

CHILDREN AND PREGNANT WOMEN ARE NOT THE MAJOR CONTRIBUTORS TO
INCREASED MEDICAID COSTS. The cost of Medicaid tor children and pregnant women

is relatively low and represents only a small ‘raction of Medicaid payments. While chxldren
anC pregnant women accounted for half of tae new Medicaid enrollees between 1988 and 1991,
payments made on behalf of these groups were only 11% of the growth in Medicaid spending.

0 Children are half of Medicaid recipients, but use less than one-quarter of the dol]ars
spent in Medicaid for the entire United States. This low figure includes payments for
care of children who are very sick or have disabilities.

o In 1993, Medicaid expenditures for ail covered children under age 21 were S1,065 per
clild, compared 10 §7,590 per elderly adult.

0 Medicaid payments for maternicy and infant care through the first year of lifc are
estimated at less than 7% of total U.S. Medicaid expenditures.
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