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Table | Birth weight. race, and monalitv. I'nitcd States', singleton tue births, |y'a_|0's

Neonatal murrains rate Po>tneonatal mortalits rate
iper 1000 birthsi eper 1000 birthsi
Birth weight White Nonwhite White Nunwhite
Low birth weight" 10: 8 915 is: 194
Normal birth weight" 2.6 12 28 4

mEight areas. accounting lor ateji ft'r of L' S births
"Source Adapted from Shapiro et at 138!
*Low bmh wetghi. Less than or equal 10 2500 grams Normal bmh weight More than UOO grams

infanKrlvin® afrpr rhi» firer mnn2 nfliff* irt rf normithiftfh nwnhu "SlYlonmec
or more at birth) compared with the 28% of infants tlvtne within tho fircr month
tat lift) whii tire O numnal htnh wpiohr )

It environmental factors have a profound effect on postneonatal monality.
then social factors that reflect environmental conditions also can be expected to
be highly related to postneonatal monality. Data on the sociodemographic
correlates of postneonatal monality require the linkage of birth and death
certificates, since there is little sociodemographic information on infant death
certificates, at least in the United States. As the United States, as yet. has no
national birth-death certificate linkage system, much of the knowledge about
the sociodemographic correlates of postneonatal deaths derive from state or
local studies or from from countries such as Great Britain [in which birth
and death certificates have been matched since 1975 (33>|. in the United States,
non-white infants (except for those of Asian descent) are at higher risk of death,
but the relationship betwt. mrace and postneonatal mortality differs from that in
the neonatal period. Table 2 indicates that black low-birth-weight infants are at
lower risk of dying in the neonatal period than white low-birth-weight infants,
but that in the postneonatal period black low-birth-weight infants are at higher
risk of dying than their white counterparts. Black infants of normal birth weight
are also at higher risk of death than white infants, to an even greater degree in
(fie postneonatal period than in the neonatal period (38). In 1978. the nost-
neonatal death ratelbtmfiiie-infants in the United Slates was 3.6. whereas for
6Tadcinfants it was 7.6. Two-thirds of the excess deaths among black infants
was accounted for by three causes of death: “symptoms" (42%). respiratory
infections (15%). and other infections (9%). Between 1965 and 1978. howev-
er, postneonatal mortality rates fell 50% among blacks as compared with 33%
among wnites (29. p. 112). This pattern is the reverse of that (or neonatal
mortality, where the decline among white infants (48%) was greater than for
black infants (42%).

In 1964, the excess death rate among black infants (as compared with white
infants) was 9.2 per 1000 births: in 1978 the excess was 4.0 per 1000 births.



POSrNfcONmi MORTALITY >

Table 2 Piistneonatal mortalits rates" by selected causes. United States |9]|S-|9'v'

Cause 19(8-1925  1939-|94| 1949-1951 1964 19*5 19'8
Infections- 21 15 v s 0'0 029 030 025
Neoplasms NAJ NA NA 0 06 004 003
Meningitis NA NA NA 018 0 10 01l
Respiraiory 10 59 621 269 261 107 050
Gastro- 0 82 381 145 061 0 09 008
intestinal
Congenital 170 146 142 122 090 074
anomalies
Conditions 4.10 117 065 031 0 08 0|7
of early
infancy
Symptoms NA 0.99 045 044 116 152
Accidents NA 0 86 0 82 0.74 049 034
Homicide NA NA 001 0.02 004 094
Percentage 82n 91<c 9 Ifi A< 89n 8srf
of deaths
accounted
for by all
causes

‘ Per 1000 live binhs.

"Source: NCHS. Vital Statistics f the L'ntted States, lor scan 196J. 1973. 1971). Frankel 1111 nor sears
1918-19251: Shapiro et al 1968 i3H»i ifor sears 1939-1941. |949-195li

« Includes diarrhea, except ol nessbom. except 1939-19J1. which includes diarrhea of nexsbom

aNA. Not available.

Although death rates associated with almost all major causes in the postneona-
tal period are still greater among black infants, the disparities among black and
white infants have narrowed markedly in the case of deaths due to gastrointes-
tinal causes (including gastroenteritis), conditions related to early infancy, and
causes associated with ill-defined symptoms. In all three instances, deith rates
associated with these causes were more than five times higher among black as
compared with white infants in 1964; by 1978. the rates among black infants
were double or slightly more than double those of white infants. The disparities
were also reduced, although to a lesser extent, for deaths due to respiratory
causes and meningitis (30).

Although the many sociodemographic factors associated with postneonatal
deaths are highly inter-correlated, it is possible to determine their relative
importance, at least to some extent. British studies shov< the independent
effects of maternal age, parity, and social class. In univariate analyses, the
relationship between maternal age and mortality is U-shaped, with higher
mortality among infants of very young and very old mothers. The higher the
parity, the greater the death rate; the higher the social class, the lower the
mortality. In Great Britain, the monality rate among infants of mothers under
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age 25. of parity three or greater, and of social class IV or V was 15 | in 1476
compared with a mortalits rate of 2.0 among infants of mothers aged 25-29.
without prior pregnancies, and within the highest two social classes«(331 A
follow-back survey of legitimate births in the United States in 1964-1966
showed both family income and maternal and paternal levels of education to be
related to postneonatal mortality, independent of race. Among both black ana
white infants, the inverse relationship between each of the three factors and
.ates of postneonatal death was striking and increased as the age of death
increased. That is, the differentials across social classes were greatest for
deaths at ages 6- 1 1 months, somewhat less so at ages |-5 months. and least for
deaths under one day of age <81). Gonmaker's (13) multivariate analyses of
these data showed the independent effect of poverty, maternal education, and
paternal education, aswell as an independent effect of hospitalization at birth la
probable proxy for her medical care variables).

Brass & Shapiro (5) used a log-linear model to investigate the relationship
between birthweight. maternal age. race, education, and poor obstetric experi-
ence and mortality (neonatal and postneonatal separately; among infants bom
in eight areas of the United States. These births comprised about 6% of all US
births in 1974-1975. All of the factors except birth order had a direct compo-
nent relating to postneonatal death. Infants bom small had progressively higher
risks of postneonatal death. Fducation showed a consistent trend, with a 62%
increase in risk for women with less than a high school diploma and a 34%
decrease in women with some college experience. Nonwhites were at high.r
risk except at ages under 18. when white infants were at higher risk. Increased
maternal age (over 34 years) was associated with lower risks of death regardless
of race.

Crawford et al (7) also uscJ multivariate techniques to study the relationship
among several social and environmental factors and the various components of
infant mortality in England and Wales. A social factor score was derived
from information on population density, overcrowding in housing, social
class, education, unemployment history, income, households per car.
percentage population under 15. and migration. Environmental factors in-
cluded water hardness and latitude. These factors explained 62% of the
variance in postneonatal mortality in 1950-1953 and 53% in 1958-1964. When
the percentage of mothers of parity 3+ and the percentage of births to mothers
age 30+ were added, the percentage of variance explained in 1958-1964 rose
to 62. Although the social factor score was highly related to postneonatal
mortality, even more so in the earlier period than in the later period, the
relationship was attenuated when parity and maternal age were considered. The
amount of calcium in the water supply was significantly related to lower
postneonatal mortality rates, and the authors hypothesized that this might be
due to the increased solubility of lead in water containing low concentrations of
calcium.
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The relative unavailability of data makes it difficult to examine trends m the
relationship of these sociodemographic factors over time. In the absence of data
in the United States, the experience in other countries is instructive. In Scotland
and England, social class differentials narrowed starring in 1974 (9); France
experienced a slight narrowing of differentials in the early 1970s (33). Social
class differences narrowed after 1970 in western Australia (34). The absence of
trend data on social class differentials in the United States makes it impossible
to determine whether social class differentials in postneonatal mortality nar-
rowed during the period of rapid decline in postneonatal mortality during the
late 1960s, but the narrowing of the disparities between racial groups and
indirect evidence cited below concerning the impact of medical care suggest
that this may have occurred, though perhaps only temporarily. Data from eight
large areas in the United States in 1974-1975 suggest either a continuation cf
the disparities or even aresurgence of the large gaps between the postneonatal-
ity rates of infants in various sociodemographic groupings during the 1970s.
Marked and statistically significant differences in postneonatal mortality rates
were found for births to mothers with different lengths of education. Infants
bom to mothers without a high school degree had much higher mortality than
infants of mothers with more than a high school education, among both normal
and low-birth-weight infants; the rate among infants of mothers with only a
high school degree was intermediate. Low-birth-weight infants bom to mothers
with some college education were twice as likely to die in the pos.neunatal
period as normal-birth-weight infants of mothers with less than a high school
education, but low-birth-weight infants bom to mothers with less than a high
school education were almost 12 times as likely to die in the postneonatal
period as normal-birth-weight offspring of mothers with more than a high
school diploma. Thus the disadvantage resulting from the presence of a pre-
sumably biologic risk factor is greatly compounded in the presence of an
important sociodemographic risk factor.

Clues as to the mechanisms by which social class exerts an adverse affect on
survival in the postneonatal period are provided by analyses of differences in
causes of death across the social classes. In 1964-1966, differences in the
causes of infant (not only postneonatal) deaths associated with either maternal
or paternal education were concentrated among :he infectious diseases, includ-
ing the International Classification categories "f infective and parasitic dis-
eases, respiratory tract infections, and digestive system diseases. The differ-
ences by parental education were even more striking among white infants than
among nonwhite infants, with differentials at least twofold in these categories
of conditions between the lowest and the highest educational groupings in
white infants (31). Differences in rates of death attributed to congenital anoma-
lies have been, at most, of the order of twofold across the social classes in a
wide variety of countries and areas of the United States, but differences
attributed to other causes in the postneonatal period are of the order of six- to
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ninefold 1 1). Unfortunately, the lack of information on social class gradients in
the Scandinavian countries makes it impossible to determine whether the low
postneonatal mortality rates there, which are a result of lower death rates
attributed to infectious diseases, are associated with narrower differentials
across the social classes.

Although there are few studies of the relationship between parental occupa-
tion and childhood mortality. Moms & Heady (27) published data from
1911-1950 for neonatal and postneonatal death rates among offspring of
fathers in different social classes and occupations. There were notable differ-
ences in postneonatal mortality by occupation, even between occupations
normally classified as within the same social class. For example, the rate for
infants of miners in Social Class (Il was greater than that for infants of clerks in
Social Class IU. and the rate for miners' infants was the same (and similar to the
rates for infants in Social Class V) regardless of whether the fathers were skilled
(Social Class Ill) or partly skilled (Social Class 1V). Although the authors
speculated on the potential role of selective mating between classes, they
indicated that a general decline in monality within each of the social classes
suggests that such a mechanism w'ould provide only a panial explanation, at
best, for the relationships found. More intensive exploration of reasons for
differences in monality among infants of parents in different occupations could
provide information about the relative impact of environmental hazards as well
as those related to "maternal capacity" (27).

The nature of the relationship between low binh weight and monality and
morbidity provides additional clues concerning the possible mechanisms of
action of social status and poor health. Infants who are small but appropriately
small for gestation age (AGA) are more at risk of dying in the neonatal penod
than infants who are small for their gestation age (SGA). However, the vast
majority of SGa infants, i.e those small for gestation age and weighing
2000-2500 grams, are at greater risk both for postneonatal mortality and for
iliness in the first year of life than are AGA infants of similar weight (411.

Further evidence comes from information from England and Wales. Here,
differentials in postneonatal mortality across the social classes narrowed in the
eTriyJ_970s."when they might have been hypothesized to rise because of a

_pjeyailing_recfi.ssiotLduring that period. Continued pro*ss'mTeducing the
social disparities, in a time of economic hardship is thought to bedu<Mo a
decrease in smoking and alcohol intake among pregnant w'omen in economical-
jy stressed families. (I am indebted to Dr. Harvey"Brenner for this suggestion!)
However, later in me recession (1975-1976). the differentials between families
categorized as in "other" social classes, which include the unemployed,
showed increases in postneonatal mortality, whereas mortality continued to
decline in social class groups I-V (9), The adverse impact of unemployment
and income loss on monality. including postneonatal monality. has been
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demonstrated in a variety of countries. For example. Brenner i4 i showed th.ir
economic down-swings have been associated with increx<es ip. oosineonatal
mortality since the 1920s, and significantly so since the 1940s. in contrast to the
relationship between ecu, umic down-swines and neonatal monalitv, which
has been found only since the end of World War Il. There is an apparent lag of
three to five years, and (he effect is greater among'Tvfiltes than among non-
whites. Brenner's hypothesis is that it takes time for the effect ofunemploy-
ment jo become manifest.

'These diverse observations provide a basis for at least tentative inferences
about the nature of the impact of sociodemographic factors on postneonatal
mortality. Intrauterine growth retardation is a major risk factor for postneonatal
monality. To the extent that factors associated with intrauterine growth retarda-
tion (such as suboptimal prepregnancy nutritional status) (17) are more com-
mon among the socially less advantaged, postneonatal monality will be higher
in those groups. When medical care is compromised, such as is likely during
times of economic hardship, infants in the lower social classes will be adversely
affected to a greater degree. All of these influences increase the inherent
disadvantage that accrues from being bom into conditions long associated with
increased monality: poor working conditions of parents, the need of mothers to
work and their decreased ability to choose employment that minimizes the
conflict between job and family, poor housing, and living in geographic areas
less conducive to good health.

SUDDEN INFANT DEATH SYNDROME

The paucity of citations concerning postneonatal monality is not matched by a
similar deanh in the case of one particular "cause" of postneonatal death, i.e.
sudden infant death syndrome (SIDS). From 1980 through 1983 there were 35
review articles alone in the English language literature. Interest in the subject
derives from the fact that SIDS is the largest single "cause" of death in the
postneonatal period in the United States, and because it generally comes
without warning to unprepared families and hence is dramatic and particularly
frightening.

SIDS, however, has been recognized since antiquity. Interpretation of secu-
lar trends is complicated by the fact that it is a diagnosis made by a process of
exclusion; criteria for excluding other conditions have never been well stan-
dardized. so that increased attention to the diagnosis undoubtedly artificially
increases the extent to which it is used. Just following the first international
conference devoted to the subject, held in Seattle. Washington in 1963. the
proportion of sudden death attributed to SIDS in the state of Washington rose
markedly: from 1% in 1962 and 24% in 1963 to 50% in 1964 (32). Rates of
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SIDS vary widely from one country to another, well over threefold in -ome
instances 1321

Countries with low overall postneonatal monalitv rates also have lou SIDS
ratev~SIDS rates m Scandinavia are lower than elsewhere i32. 18). These
dTtferences cannot be only a matter of differences in the coding of cause of
death, because categories that are possible alternatives for sudden infant deaths
also occur less frequently in these same countries.

The correlates of SIDS are, in general, the same as the correlates of pcst-
neonatal mortality: prematurity, small-for-gestation age, greater incidence
JmdmTtwins and among male infants™ an urban concentration (18). high parity
i.Wi. unwed status® short preenancv interval (42). maternal smoking and
alcohoTTntake. little prenatal care, and poverty. There are. however, several
correlates that appear to be unique. The incidence ot SIDS is generally highest
in the late fall and winter 122). among the second of twins, and among mothers
under the ace ot 2(J. lh's predilection tor intants ot young mothers is even
greater than for postneonatal mortality as a whole: the U-shaped relationship
wherein monality rises again in older mothers is not found in the case of SIDS
itoi |Babson & Clarke 12). however, found the same increased incidence
among mothers under age 20 in postneonatal deaths due to infections.) An
increased incidence of SIDS is found in families with a history of prior
pregnancy loss, oven when cones ted for gravidity. Within the most recent few
vcars. SIDS has been demonstrated to have a higher association in infants of
mothers addicted to methadone 132». Infant boialism (which has the same age
and seasonality pattemsi is thought to account for 3-5” of SIDS. By far the
most sinking teature. however, is the concentration of SIDS early in the
postneonatal period, months (-3 \ irtually all studies concur on these factors
associated with increased risk, most of the associations were noticed very early
in the recognition of the existence of th- syndrome.

I he large literature on physiological correlates of SIDS does not sh~d much
Itehi on its v.iuse>. ['here is widespread agreement that the evidence ofasphyxia
tound at auii'psv is an end-result ot an underlying process rather than its cause.
.mil there is aconsensus that this chronic hypoxia precedes labor and delivery
ol' 21 « Immunization such as lor diphtheria, pertussis, and tetanus is not

avd with an increased risk >42i No known method of prevention exists
ex. epi as i» noted in the section on Medical Care. holow i; apnea monitors used
al nomc. either tor unselected intants or tor intants thought to he at increased
f.sk arc ot unprovcn benefit, and their use is controversial. Ten percent of
enrants with recurrent apnea die. even when monitored 12 1).
| .tile proercsc hac been nude in learning the causes of SIDS, despite the
arcc rcsear.h eiton devoted in :ic biological correlates. It appears to have
r aoiplc .ausaiion, with impact in a period ot growth and development char-
a. rcn. cd hv phec cologic hvpcrs.isceptihiluv when the response to hv poxemia is
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abnormal (21!. Further progress in its understanding and prevention will
undoubtedly require more attention to examination ot' the same factors that
predispose to postneonatal deaths due to causes such as infection.

THE IMPACT OF MEDICAL CARE

Although postneonatal mortality is heavily influenced by sociodemographic
conditions, the extent to which medical care can overcome the disadvantages
associated with sociodemographic risk is poorly explored. It is much more
difficult to study the impact of various aspects of medical care on postnatal
monality because, in contrast to neonatal monality. the deaths are more likely
to occur in the community rather than the hospital and therefore not be noticed
by physicians and medical researchers.

Postneonatal monality declined abruptly after the legislation of the mid
1960s that provided access to medical care for those who previously had
difficulty affording and obtaining appropriate services. This alone is evidence
of the benefits of health services, although it is indirect evidence. Moreover,
the narrowing of the gap between postneonatal monality rates of white and
nonwhite infants, the narrowing of the disparity in postneonatal monality rates
between states characterized according to the percentage of their populations
living in poveny (8). and the narrowing of the disparities across areas of cities
distinguished by their social status differences (23) during this period are
funher evidence of benefit, ir. the sense that those who had been relatively more
depnved previously benefited more from the increased accessibility to health
care resources.

Other studies provide evidence of benefit. A multivariate regression analysis
using data from counties in the United States showed that the availability of
federally supponed community health centers was associated with decreasesTn
postneonatal mortality rates and reductions in the white-nonwhite disparities in
those areas (12). Another study 115) showed that higher federal expenditures
for health services (as measured by a proxy variable consisting of Medicare
expenditures per Medicare enrolled and the presence of more pediatricians per
1000 live binhs were associated with declines in postneonatal monality. which
were even more sinking among nonwhites than among whites.

In England and Wales, 23% of the factors associated with postneonatal
deaths that were considered to be avoidable were related to medical care (the
remainder were believed to be social or parental in ongin) (33). Half of the
deaths in Glasgow in the early 1970s occuned at home and many of the infants
seen in the hospital were already fatally ill at the time of arrival 135). In New
Zealand, an even smaller proportion (20%) of infants were in the hospital at the
time of death (33). Altho ugh these studies suggest that absence of medical care
made a critical difference, the evidence cannot be considered conclusive.
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More direct evidence of benefit derives from acase-conirol study of infants
over one week but less than one year of age in Sheffield. England in the early
1970s (26). Infants who died unexpectedly at home were paired with aee-
matched controls who were hospitalized with an acute illness but who had
survived. The infants who died were found to have received less medical care
during their illness than matched controls, even though the duration and nature
of their symptoms had been comparable. There were few if any sociodemo-
graphic differences among the families in the two groups, and the findings were
interpreted primarily as showing the importance of receipt of medical care. In
another case-control study, conducted in Copenhagen between 1956 and 1971.
each infant who died unexpectedly was matched with four living "control"
infants having the same sex ana birth date (3). This study showed that the
infi.nts who died were significantly less likely to have kept their previous
appointments with the health visitor. In contrast to the study in England,
however, liie numerous sociodemographic dissimilarities between infants of
the two groups make it impossible to be sure that it was receipt of medical care
that made the critical difference.

Data from astudy of infant deaths in 50 states in 1971-1972 and 1974-1975
(36) show significant decreases in mortality from non-vehicular accidental
causes between these two periods. The effect was most marked in states with
the fewest abortions before the 1973 Supreme Court decision concerning
abortion and that had the greatest increase in the number of abortions following
that decision. No other cause of death (with the possible exception of homicide)
changed between the two periods. As non-vehicular accidental deaths are an
important component of causes of death in the postneonatal period (in contrast
to causer of death in neonatal period), it is possible that it was the availability of
abortions and consequent reductions in the birth of unwanted children that
accounted at least partially for the significant reductioi. in infant mortality.

The most striking evidence of benefit was provided by a study conducted in
Sheffield, England (6). From 1973-1979. the rate of deaths considered to be
"possibly preventable" dropped from 5.2 to 1.9 per 1000 births. During that
period, all infants were scored, at birth, according to their risk of subsequent
death. Until 1975. health visitors saw half of the high-risk infants every two
weeks up to the age of 20 weeks, and the children attended a special clinic at 5
weeks of age. After 1975. care of all of the high-risk infants was the responsi-
bility of the primary care team. Health visitors were to see the high risk infants
more often than they saw other infants: every two weeks up to three months and
thereafter every month up to six months, with additional visits as necessary. In
1976, case conferences were instituted for each death, and starting in 1978
these were held in the doctors’ offices. Part (12%) of the decline in post-
perinatal mortality (after one week but within the first year) was associated with
areduction in risk concerning maternal age and parity; 9% was associated with
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adrop in precipitate deliveries (which would mainly influence deaths early in
this period of life I. and 24rc of the reduction in deaths was associated with an
increase in breastfeeding. Although 36?c of the decline was associated with
factors other than those examined lincluding some that may have been associ-
ated with aspects of the medical care intervention), almost one-fifth i IS'T) of
the drop in death rate could be attributed to the medical care program. The death
rate of infants who actually received the special intervention was lower than
that of infants who did not receive the intervention, even when the analyses
were controlled for initial risk score. Of particular interest was that the reduc-
tion in deaths was due primarily to reduction in possibly preventable deaths la
reduction ofapproximately 3.3 per thousand), both those occurring in the home
and in the hospital, and not to reductions in deaths associated with congenital
malformations or those that were birth-related.

Despite the methodologic difficulties in demonstrating the beneficial impact
of medical care (40). the findings of these diverse studies strongly suggest that
access to and use of medical care, particularly in the case of families at
increased social and biological risk. i.. associated with reductions in post-
neonatal mortality. Although not yet studied, the differences in mortality across
countries might well be considered at least partially aresult of differences in the
organization and financing of health services (16).

THE ROLE OF PUBLIC HEALTH

Public Health has always been the leading edge at the frontier of knowledge
concerning infant mortality, The greatest strides in understanding the determi-
nants of high monality in the first year of life and dealing with them effectively
came about as aresult of the activities of agencies such as the Division of Child
Hygiene of the New York City Department of Health. These activities were
rapidly taken up by other state and municipal departments of health and by the
extension of public health nursing. The success of the efforts, which developed
their momentum in the first two decades of this century, depended on the
control of the distribution of infant feedings, i.e. the milk supply, by efforts to
understand and improve sanitation, and by encouragement of the research and
teaching of pediatrics (11). Frankel's address in 1927 to the American Public
Health Association (from which the quotation at the beginning of this paper was
taken) reviewed the progress that had been made up to that date in improving
postneonatal survival.

Recognition of the existence and importance of sudden infant death syn-
drome was accomplished by astute medical examiners in local health depart-
ments; their activities in conjunction with those of bereaved and concerned
parents led to arapid response from the Children's Bureau and. much later, to
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recognition ot the problem ot' sudden infant death on the pan of the National
Institutes of Health and academic researchers (20).

With postneonatal monality now increasing in relative imponance. it is
again appropriate to consider the role to be played by public health profession-
als in its understanding and control. New capacities and capabilities in data
management now make it possible greatly to expand and improve knowledge
about the distnbution and correlates of infant death. There should be no
obstacle to the routine linkage of birth and death certificates to provide informa-
tion about the risk factors in particular population groups and in different
geographic areas. Local efforts to map areas of high concentration of post-
neonatal deaths can focus the attention of researchers and academics on the
study of the problem, and can galvanize public attention on issues of highest
priority. The examination of infant deaths by month of age. with the routinely
separate analysis of deaths and cause of deaths in the first month, in the early
postneonatal period, and in the late postneonatal period, should shed light on
the importance of different factors in the three periods, even if the accumulation
and combination of several years of data are required to obtain sufficient
numbers for analysis at the local level.

The wide disparities in postneonatal mortality rates among different coun-
tries cries for explanation and provides ample hypotheses for investigation. If
postneonatal mortality is, even partly, a result of compromised intrauterine
growth, international comparative studies should provide insight on possible
determinants of retarded growth, and on the possible beneficial impact of
certain types of public health and medical care interventions on both the
proximate and underlying reasons for postneonatal deaths.

Literature Cited

1 Antonovsky. A.. Bernstein. J. 1977. So- M.. Taylor. E. M.. Salvin, A., et a
cial class and infant mortality. Soc. Sci. 1983. Prevention of unexpected infant
Med. 11:453-70 death. Lancet 1:723-27

2. Babson, S. G.. Clarice. N. 1983. Rela- 7. Crawford. M. D . Gardner. M. J.. Sedg-
nonship between infant death and mater- wick. P. A. 1972 Infant monality and
nal age. J. Pediatr. 103:391-93 hardness of local water supplies. Lancet

3. Biering-Sorensen. F.. Jorgensen. T.. 1.988-92
Hilden. i. 1979 Sudden infant death tn 8. Davis. K.. Schoen. C. 1978 Heahhand
Copenhagen 1956—197i. Il. Social fac- the War on Poverty: A Ten Year Apprais-
tors and morbidity. Acta Paediair. Scan. al. pp. 34. 35. Washington DC. Brook-
68:1-9 ings Inst.

4. Brenner. M. H. 1973. Fetal, infant, and 9. DHSS (Department of Health and Social
maternal mortality during periods of eco- Services). 1930. Inequalities in Health.
nomic instability. Iru. J. Health Sent. Report of a Research Working Group.
3:145-59 London: Her Majesty's Printing Office

5. Brass, D.. Shapiro, S. 1982. Direct and 10. Erickson. J.. Bjerkedal, T. 1982. Fetal
indirect associations of five factors with and infant monality in Norway and the
infant mortality. Am. J. Epidemiol. Untied Stales. J. Am. Med. Assoc.
125:78-91 247:987-91

6. Carpenter. R. G., Gardner. A.. Jepson. 11. Frankel. L. K. 1927. The Present Status



12.,/Goldman. F . Grossman. Sl

13

|4

18.

19.

20.

21.

22.

23.

24.

25.

26.

ot Matenuil and Imam H\ mene ir the
Lmted States New York. Metropolitan
Lite Insurance Co Press

19*3 The
ImpactofPiihlu Health Potics The Cate
ot Communm Health Centers Cam-
bridge. Mass Nall Bur Economic Res
Working paper No 1020. Nos
Gortmaker. S 1979 Poseny and infant

monalilv in ihe I'niled Stales Am
Sociol Res 44 280-97
Hack. M . Merkatz. P . Jones. A..

Fanarolf. A. 1980 Changing trends in
neonatal and postneonatal deaths tn very-
low birthweight infants. Am J Obstet
Gsnecol [t*:797-800

Hadley.J 1982. More medical care, bel-
ter health.” Washington DC. L'rban Inst.
Press

. Hem. H. 1982. Secrets from Swed"i. J

Am Med. Assoc. 247:986-87
Hemminki. E.. Siartleld. B. 1978. Pre-
vention of low birth weight and preterm
birth: A literature review and suggestions
for research policy. Mtlbank Mem. Fund
Q. 56:339-61

Hoppenbrouwers. T . Hodgman. J. 1982.
Seuripediatrics 13:36-51 tSuppl.|

Islam. M.. RUiaman. M . Aziz. K .Rah-
man. M.. Munshi, M.. Patwari. Y. 1982.
Infant mortality in rural Bengladesh: An
analysts of causes during neonatal and
postneonatal periods. J. Trop Pediatr.
28:294-97

Johnson. M. P.. Hufbauer. K. 1982.
Sudden infant death syndrome as a
medical research problem since 1945.
Soc. Prob. 30:65-81

Kelly. D.H.. Shannon. D C. 1982. Sud-
den Infant death syndrome and near sud-
den infant death syndrome: A review of
the literature. 1964-1982. Pediatr. Clin.
\orth Am. 29:1241-61

Kraus. J. F.. Borham. N O. 1972. Post-
neonatal sudden unexplained death in
California: A cohort study. Am. J.
Epidemiol. 95:497-510

Lemer. M.. Stutz. R., Lapan. S. 1978.
Differential monality in Maryland by
county and in Baltimore City by socio-
economic stratum 1960-61. 1969—71.
and 1972-74. Proc. Soc. Stat. Sect. Am.
Stat. Assoc, pp. 453-60. Washington
DC: Am. Stat. Assoc.

MacFarlane, A. 1984. A time to die? Int.
J. Epidemiol. 13:38—44

McCormick. M.. Shapiro. S.. Siarfield.
B. 1984. High-risk young mothers: In-
fant monality and morbidity in four areas
in the United Slates. 1973-1978. Am. J.
Public Health 74:18-23

McWeeny. P.. Emery. J. 1975. Unex-

POSTNEON \ 1\L MORIAUH

28

29

31

32.

33.

35.

36.

37.

38.

39.

40.

pected postneonatal deaths icoi Jeaihsi
due to recognizable disease \rch Dts
Child 50 191-96

Morris. J N Heads. J 4 1955 Mor-
talus in relauon io the father's occupa-
tion. 1911-1950 Lamet | 554-59
Murphs. J F . Daunces. M.. Maclar-
lane. A . Skone.J F.Gras.O P 1985
A studs of the possible inlluence of
neonaial care on ihe postneonaial mor-
tality rate J Epidemiol Commun
Health In press

NCHS i National Center for Health Statis-
ticsi. 1981 Health L'nued States 1911
Hyattsville. Md US Dept Health and
Human Sers . DHHS Publ No iPHSI
82-1232

NCHS (National Center for Health Statis-
tics!. Vanoussears Vital Statistics o/ the
L'nued Slates. Vol 2. Monaluy. Pt A
NCHS i National Center for Health Stans-
tiesi, 1972. Vital and Health Statistics.
Set 22. No, 14 DHEW Publ No
iHSMi 72-1045. Librarv of Coneress
Catalog Card No. 74-169290

Peterson. D 1980 Evolution of the
epidemiology of sudden infam death syn-
drome. Epidemiol. Res 2.97-112
Pharoah. P. O.. Moms. J. 1979 Post-
neonatal mortality Epidemiol. Rev. I:
170-83

. Read. A .. Stanley. F. 1983. Postneonatal

mortality in Western Australia 1970-78
Ausl. Paediatr J. 19:18-22
Richards, | D.. McIntosh. H. T. 1972.
Confidential inquiry in 226 consecutive
infant deaths. Arch. Dis. Child. 47.697-
706
Robertson. L. S 1981. Abortion and in-
fant monality before and after the 1973
U.S. Supreme Court decision on abor-
tion. J. Biosoc Sci. 13:275-80
Shapiro. S. 1976. A perspective of infant
and fetal mortality in the developed coun-
tries. 1950-70 World Health Stat. Rep.
29:96-116
Shapiro. S.. McCormick. M. Siartleld.
B.. Knscher. J . Brass. D 1980. Rele-
vance of correlates of infant deaths for
significant morbidity at one year of age.
Am. J. Obstet. Gynecol. 136:365-73
Shapiro. S.. Schlesmger. E.. N'e;bit.
R.. 1968. Infant, perinatal, maternal and
childhood monality in the United S.ates.
Cambridge. Mass.: Harvard Univ. Press
Standfast. S.. Jereb. S.. Janench, D.
1980. The epidemiology of sudden infant
death in upstate New York: II: Birth char-
acteristics. Am. J. Public Health 70:
1061-67
Starfield. B. 1985. Effectiveness of
Medical Care: Validating Clinical Wis-



40

4

42.

43.

STARFIELD

Jam Baltimore Johns Hopkins Imv
Press In press
Siatiield. B . Shapiro. S . McCormick.

M.. Bross. D 1982. Mortality and mor-

bidity in intants with intrautermegrowth
retardation J Pediatr 101978-83

Valdes-Dapena. M 1980 Sudden ntant
death syndrome A review of the medical
flsiﬁrature 1974-79 Pediatrics 06 597-

Waitzkin.H 1983. The Second Sadness

44

45

Contradictions ot Capitalist Health
Care New York Free Press

Wallace. H M .Goldstein. H . Ericson.
A 1982 Comparison of mlant mortality
in ihe United States and Sweden Clin
Pediair 21 150-62

Zdeb. M 1983 Dilferences in trends ot
postneonatal mortalitil by birthweight in
upstate New York. 1968-1979 Am J
Public health 73.734-36



Cwi Low Eirtli Wright Be Prevented?

A long-term, sustained public information
pro;ram->-similar to that waged on smolcing
an(r childhood immunization—could make
tin important contribution to the prevention
of low birth weight. Multiple media would
need to be employed to reach a variety of
audiences—including the general public,
health service providers, low-income wom-
en, teenagers and pregnant smokers. Mes-
sages could be tailored for media selected to
get the best possible coverage of special tar-
get audiences. For example, radio music
shows may be the best way to reach teen-
agers, while television soap operas may be
more appropriate for housewives. The
Healthy Mothers-Healthy Babies Coalition

(including both the federal office and its state
affiliates) is a logical organization to take the
leadership in development and coordination
of such a program. Both public and private
funds would be necessary for the coalition to
undertake this task.

Conclusions

Although much remains to be’learned about
the causes of low birth weight and the means
to prevent it, the Institute of Medicine com-
mittee believes firmly that there is enough
knowledge and experience already in hand to
reach the Surgeon General's 1990 goal for
reducing low birth weight if there is suffi-
cient determination on the part of the fed-

eral, state and local governments, and of the
major health organizations and providers, to
put that knowledge to work. A systematic,
sustained approach, like that defined here,
will require money as well as the political will
to take action. The funds required, however,
for one of the most important interven-
tions —adequate prenatal care—would be
more than made up by the savings in medical
care of low-birth-weight babies.

References
1 U.S. Bureau nfthe Cvtum. Statistical Alntracl ofthe
United Slates, 1985. ItJilhed.. Wushinplon. U.C..

2. M. T. Orr. "Fhviicun Provision of Malerru) rteallh
Services," unpublished manuscript. The Alsn Cuttmach-
er Institute. New Vorlc, 1985.

The Need for Prenatal Care in the United States:
Evidence from the 1980 National Natality Survey

By Sushcela Singh, A\da TorresandJacqueline Darroch Forrest

Summary
dftjiventy-eight percent of U.S. mothers be-
prenatal care during the first three
months of pregnancy; 18 percent v/ait until
the second three months; and five percent
wait until the third trimester or receive no
care at%ail. Patterns of prenatal care vary
widely among population subgroups: Moth-
ers younger than 18 and unmarried moth-
ers are the least likely to obtain first-tnmes-
ter care (49 percent and 56 percent, re-
spectively), and the most likely to obtain
care only in the third trimester or none at all
(about 12 percent of each group). Women
aged 18-19, blacks, Hispanics, poor wom-
en and women with little education also
have disproportionately high levels of very
late or no care (7-9 percent).

Married, white, nonpoor women, in con-
trast, obtain the most timely prenatal care:
In 1980, only two percent initiated care in
the third trimester or received no care.
Compared with this subgroup of women,
the population as a whole has two times the
risk of obtaining inadequate care. Unmar-
ried women run the highest relative risk
(five times the risk for married, white, non-
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poor women), followed by teenagers, His-
panic women, women with little education,
poor women and blacks (who have from
three to more than four times the risk of the
comparison group).

Introduction
A substantial literature suggests that prena-
tal care plays an important role in prevent-
ing poor pregnancy outcomes—especially
among low-income, minority and adolescent
women, who are regarded as high-risk
groups.l Complications of pregnancy are
more likely to occur among women who re-
ceive no prenatal care until the third trimes-
ter or who receive no prenatal care at all.2
Black women, who are less likely than white
women to receive prenatal care, are more
than three times as likely as white women to
die as a result of childbirth.3 Low birth
weight is a major predictor of poor infant
health and development; babies bom to
women who receive no prenatal care are at
least three times as likely to be of low birth
weight as are babies bom tc women who
receive early care.”™

In recognition of these relationships, na-
tional objectives have been formulated that
emphasize the importance of making good
prenatal care available to all women. The
U.S. Surgeon General has called for an in-
crease to at least 90 percent by 1990 in the
proportion ofwomen in each racial and eth-

nic group who receive care in the first trimes-
terofpregnancy.3The standards ofmaternity
care developed by the American College of
Obstetricians and Gynecologists (ACOG),
now widely accepted in medical practice,
recommend that every woman have a com-
prehensive program of prenatal care, begin-
ning as early in the first trimester as possible;
for uncomplicated pregnancies, the s*an-
dards say, that program should generally in-
clude return visits every four weeks for the
first 28 weeks of pregnancy, one visit every
two weeks for the next eight weeks, and one
every week thereafter until delivery.6
Available data show that use of prenatal
services in the United States is widespread,
a.id has increased inrecent years (though not
to the level targeted by the Surgeon Ccn-
eral). Three-quarters ofthe women who gave
birth in 19S0 received prenatal care during
the first trimester of pregnancy, comparec
with two-thirds in 1970—and the increase
was observed inall age and racial subgroups.'
Among mothers who received prenatal care,
the median number of visits per mother was
11.2 in 1980, up from 10.4 in 1972.6 Some of
the important reasons for the increase in pre-
natal care in the 1970s were greater aware-
ness of the benefits of medical assessment
and treatment early in pregnancy; a rise in
public funding to provide maternal and in-
fant health services (including prenatal care)
to low-income women; and, as noted, the



development of national targets to improve
pregnancy outcomes through early care.

Nevertheless, other trends raise concern
about the prospects for achieving the nation-
al goals. Although the increase in early pre-
atal care during the 1970s affected all age
and racial subgroups, the proportions ofnon-
whites and teenagers who received such care
remained at lo«er-than-average levels. Be-
tween 19S50 anu 1982, moreover, a decline
occurred among women aged 15-29—and
especially those aged 15- 19— in the propor-
tions receiving first-trimester care; the de-
cline was observed among all racial sub-
groups.9 Tightened eligibility for Medicaid
coverage and cutbacks in funding ofmaternal
health services for the poor probably con-
tributed to the change.10

Achievement ofadequate prenatal care for
women in all age, income and racial cate-
gories is complicated by the lack of basic
information on the number of women who
receive insufficient care or no care, and on
their characteristics. There exists no single or
optimal measure of the size ofthe population
that receives adequate or inadequate care,
because there are many aspects of prenatal
care to consider—for example, duration of
the pregnancy at the time care is initiated,,
number of visits, and content and quality of
care. The number ofvisits and the content of
care that is necessary for a particular woman
nfWpnri on the woman's health before and
Mpjuring the pregnancy and on her exposure to
such risk factors as previo is cesarean deliv-
ery, nsp of alcohol| drugs or tobacco, and
genetic disorders. Some women may also
need services besides medical care (e.g.,
nutrition services and parent training).
'Tfie most fundamental definition of ade-
quate prenatal care is based on timing of the
first visit, but even when timing alone is
considered, there are different ways ofdefin-
ing adequacy. For example, one measure
that has been used, in monitoring trends and
setting goals, is the proportion of women
whose first visit is made in the first trimester.
Another, narrower definition, which has
wide support among health professionals,
classifies care as inadequate if there are no
prenatal visits at all, or if the visits do not
begin until the third trimester of pregnancy.
Care he™in sn I-itp k rfrncidprjrl dpfjfient
because itcannot include meaningful screen-
mg, and preventable health problems may
Slready have developed. Some researchers
use tfilACOC standards, which specify both
the number and the timing of prenatal visits,
o classify care as inadequate, intermediate

adequate. None of these definitions in-
corporate quality or content of rare,
search on the components of prenatal care,
for which there is certainly a need, would
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Two main types of need exist: the need to educate women, to
improve their knowledge of the importance of adequate pre-
natal care; and the need to publicly fund programs to help poor
and other disadvantaged women obtain adequate care.

address some of the questions concerning
quality or content of care; butit is on these
aspects ofcare that data are least available.

The purpose of this article is to ident’fy
those women who receive inadequate pre-
natal i are, based on the narrower definition
mentio led above (no prenatal visits at all, or
no visit until the third trimester), National
data on ming of the first visit are available
from birt \ certificates and from two natdn-
ally repn sentative surveys. Using these
data, we e amine the proportions receiving
inadequate care according to age, race, mari-
tal status, res dence, education arid poverty
status—variab,?s expected to be related to
the level ofinac.iquate care.11 Since publicly
funded progTam.vare directed largely toward
low-income worn ;n, we also examine pov-
erty status in combination with other factors.
The analysis is preliminary and limited to
simple cross-tabulations and distributions.
Subsequent multivariate analyses will exam-
ine factors related to inadequate prenatal
care in M-reater depth. We view the analysis
presented in this article as the first step in
defining more precisely the size and charac-
teristics of the population in need of subsi-
dized prenatal care.

Data and Methodology

The analysis draws upon data from three
sources;

+ published tables of vital statistics for 1980,
based on information from birth certifi-
cates;12 ]

+ the National Natality Survey (NNS), which
collected data from a representative sample
0f 9,941 birth certificates for 1980, from de-
tailed interviews with most of the married
mothers represented by those hirths, and

from hospital/physician questionnaires;13
and
»the 1982 National Survey of Family

Growth (NSFG), which provides data from a
nationally representative sample of 7,969
women aged 15-44 on births occurring be-
tween January 1979 and the date of inter-
view . 1*

The main source for this article isthe NNS,
supplemented by the NSFG. The data on
prenatal care available from the published
vital statistics tables are very limited; we
have used the tables as a check on the NNS
mestimated distributions of births by age, race
and trimester in which prenatal care hegan.
The table below compares the distribution of

births by trimester bas-d on each source,
plus the percentage of women in each racial
and ethnic category receiving third-trimes-
ter care or no care;

Measure Vital NNS

stats.

Trimester MO 00
&t 76.3 77.8
Z2nd 18.6 175
3rd 3.8 3.6
No care 13 10

Race 51 4.6

Black (non-His.) 88 71

White (non-His.) 4.3 4.2

Hispanic 120 91

The NNS estimates show a slightly lower
level of inadequate prenatal care than do the
published vital statistics— 1.6 percent (about
169,000. women), compared with 5.1 percent
(about 155.000). The NNS also indicates a
greater degree of underreporting of inade-
guate care among blacks and Hispanics than
among whites. The relative conservatism of
the NNS in describing the level of inade-
quate care should be borne in mind.

We have used weighted and imputed dais
from the NNS birth certificates rather than
from the survey of mothers, because the
birth certificate results are closer to the na-
tional vital statistics distributions, and be-
cause it was deemed preferable to use the
same source forboth unmarried and married-
mothers (the former were not interviewed in
the NNS). Data from the hospital/physician
questionnaires have not been used for thi;
analysis, since an evaluation ofthe 1972NNS
indicated that those questionnaires tended
to omit care administered by other physi-
cians before the woman became a patient of
the responding physician or hospital.15

The NNS furnishes information on socio-
demographic characteristics associated with
each mother (marital status, metropolitan
residential status, Hispanic background
educational attainment and poverty stair
For married women, data on educational at-
tainment and Hispanic ethnicity are sup-
plied by the mothers' questionnaires; forun-
married women, the data come from the
birth certificates (only 22 states recorded
Hispanic origin on birth certificates, but
these states covered approximately 90 per-
cent of all Hispanic births15). We have es-
timated poverty status for married women by
using 1980 official poverty thresholds1, in
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Needfar Prenatal care in the united States

Table 1. Number and percent; ]e distribution of U.S. births by selected demographic and
socioeconomic subgroups; and for each subgroup, percentage distribution of births by
trimester in which prenatal care was begun; 1980

Aupgroup Births

No. (in %

CO0s)
Total 3,612 100.0
Age-aroup
<18 208 5.7
18-19 355 9.8
20-24 t.225 33.9
25-29 1.107 30.6
30-34 561 155
5:35 156 4.3
Race/ethnlclty
BlacK (non-Hispanic) 553 15.3
White (non-Hispanic)' 2.778 76.9
Hispanicf 282 78
Marital status
Mamed 2,945 815
Unmarried 66a 185
Residence
Metropolitan 2,406 66.6
Nonmetropolitan 1,206 33.4
Education (yrs.)
<12 839 232
12 1,617 44.8
al3 1,156 32.0
Poverty status

1,158 32.1
150-249% 902 25.0
2250% 1,582 43.0

Tnmester mwrucn earn was Oegun

1st 2nd 3rd No Total
care

71.8 175 3.6 1.0 100.0
4e5 38.9 10.3 24 t00.0
64.1 271.8 6.2 19 100.0
76.6 185 39 1.0 100.0
85.6 11.7 2.1 0.6 100.0
84.7 122 22 1.0 100.0
78.1 18.3 2.8 0.8 100.0
64.9 27.9 52 13 100.0
81.4 14.9 3.0 0.7 100.0
683 22.6 6.8 2.3 100.0
62.8 14.2 2.5 0.5 . 100.0
£6.0 32.2 8.5 3.3 100.0
79.0 16,5 34 12 100.0
75.4 19.5 4.2 0.8 100.0
61.6 29.1 7.0 2.3 100.0
80.1 15.9 3.2 0.9 100.0
86.5 11.2 19 0.4 100.0
65.6 25.8 6.5 2.1 100.0
80.8 16.8 17 0.8 100.0
85.3 117 2.6 0.4 100.0

'In this and following ladles, category induces Native Americans and women of Asian/Paafc ongm.

«fThe proportion ol Hispanic births from the NNS is an underestimate of the national total, which is expected to ho
about 8.5 percent (the 22 slates with information on ethnic on?ln from birth certificates reported 307,163 mothers of

Hispanic ongin (see reference 16]). This higher estimate falls

ust outside the 95 percent confidence interval around

the NNS figure of 7.8 percent—a result probably due to the fact that Hispanic ongin was omitted from the lectors (age.
race, mamat status, birth oroer and birth weight) on which the NNS weights tor reproducing national fotals were

based.

combination with the family income and
household size {the numberofchildren living
in the household, plus the parents) reported
in the married mothers' questionnaires. Pov-
erty status information for unmarried women
has been derived from the 1982 NSFG, since
the NNS lacks such data.

The 1982 NSFG, which included all wom-
en regardless of marital status, contains pre-
natal care data for all births that occuiTed
between 1979 and 1981. We have used only
the last birth ofeach respondent (ifthere was
more than one birth during the period) in
order to avoid a potential source of bias—
namely, ifwomen who had had more than
one bhirth had a higher probability of earlier

rasllater prenatal care than the average, inclu-

sion ofall of their births would bias estimates
of prenatal care for a given year. Since the
three-yearobservation period does centeron
1980, the X'SFC should provide reasonable
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estimates for women not married in that
year. To estimate the distribution of births
among unmarried women according to pov-
erty status, we have applied the poverty sta-
tus distribution of unmarried mothers in
each prenatal care category from the NSFG
to the number ofbirths to unmarried women
in that category from the NNS. Because of
the small number ofbirths on which they are
hased, the resultant estimates for unmarried
women are reliable only within larger sub-
groups. Results formarried women are much
more stable.

Compared with the NNS, the NSFC
shows a slightly higher proportion of married
women who are poor (25.6 percent, as
against 24.0 percent in the NNS). The differ-
ence may be due partly to a real increase in
poverty between 1979 and 1981, and partly
to other, unknown factors. If the slight over-
estimate for married women in the NSFG

applies equally to unmarried women, then
the overall proportion ofbirths to poorwom-
en used in this analysis may be marginally
overestimated.

The definition of marital status employed
here is the same as thit used in vital statistics
reporting— married women are those who
are currently married, even ifseparated; un-
married women are those who, at the time of
the birth, had never been married, had been
widowed or were divorced.*

Need for Prenatal Care

In this analysis, we define the number of
women needing prenatal care to be equal to
the number who give birth in a given year.f
Although the analysis is carried out for 1980
births, the results do provide a rough picture
of the overall situation during the early
1980s: The total annual number of births re -
mained relatively stable after 1980, rising
each year by one percent or less between
1980 and 1982 (from 3,612,000 to 3,681,000);
but the proportion of women receiving pre-
natal care in the first trimester declined
somewhat during 1981- 1982. Therefore, we
believe that the 1950 results provide mini-
mum estimates of inadequate prenatal care
for the first yean of the decade.

Table 1shows, for each of 19 population
subgroups, the percentage distribution of
1980 births by the trimester in which pre-
natal'care was begun. Also presented are the
number and proportion of total births that
each subgroup contributed, since these data
are needed to put any evaluation of the ade-
guacy ofprenatal care into penpective. Sub-
groups that might be expected to show high-
er rates of inadequate care account for sub-
stantia] proportions of births—very poor
women, forexample, contributed 32 percent
of all births in 1980; the least-educated
women, 23 percent; unmarried women, 19
percent; teenagers, 16 percent; and black
women, 15percent. Elevated rates of inade-
quate care among these subgroups would,
therefore, have an important effect on the
national rate.

*Eleven stales did not record marital status on the birth
certificate: for (hose states, the National Center for Health
Statistics followed its standard practice of imputing niaas-
tal status hv matching surnames (sec: NCHS, Vital Statis-
tics of the United States, 1950: Vol. 1—S'alchty, 19bl
addendum to technical appendix (mimeo)).

(More comprehensive estimates of the total number of
women needing prenatal care di'nnga given year could be
computed by including pregnancies that result in miscar-
riages and stillbirths aswell as pregnancies that end in live
births during the following year. The National Fetal Mor-
tality Survey, carried out in conjunction with the NNS,
has data on prenatal cue for women whose pregnancies
ended in stillbirths, hut stillbirths constitute a very small
proportionofall involuntary fetal losses (about 0.5 percent
ofall live births).

Fami ly Planning Perspectives
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Overall, four percent of mothers in 1950
did not visit their doctor until the third tri-
mester of pregnancy (about 131,000women),
and one percent did not visit the doctor at all
before giving birth (about 33,000 women). In
addition, IS percent of mothers made their
first visit only during the second trimester
(632,000 women). Seventy-eight percent of
mothers received care in the first trimester—
a proporion 12 points short of the national
objective, but still representative of the large
majority of women. Patterns of care, how-
ever, vary widely among subgroups. Only 49
percent of mothers younger than 18 received
care in the first trimester, as did only 56
percent of unmarried mothers, 62 percent of
the least-educated women, and 64-63 per-
cent of older teenagers, blacks, very poor
women and Hispanic women. Among these
women, levels of inadequate care (third tri-
mester only, or none at all) ranged from sev-
en percent to 13 percent. Other subgroups
in contrast, had above-average rates of care
in the first trimester—for example, women
aged 25-34 (about 85 percent), married
women (83 percent), highly educated women
(87 percent), the most aflluert (So percent)
and whites (81 percent).

The disadvantage of adolescents with re-
spect to prenatal care appears within racial,
residential and educational subgroups (see
Table 2). The proportion obtaining very late
care or no care is often twice as high among
teenagers as it isamong 20- 24-year-olds, and
three times as high as among those aged 25
and, older. Two interesting exceptions occur,
however: Among Hispanic mothers and the
least-educated mothers, the incidence of in-
adequate care is nearly as high among 20- 24-
year-olds (11 percent and nine percent, re-
spectively) as it is among teenagers (12 per-
centand 11 percent); and even among those
25 and older, the proportions with inade-
quate care are greater than average (6-7 per-
cent, compared with 2-4 percent for older
women inother subgroups). Practically all of
the differences across ages within subgroups,
and several of the differences across sub-
groups within age categories, are highly sta-
tistically significant.

Aswas seen inTable 1, unmarried mothers
had the second-worst prenatal care record in
1980—only 56 percent had first-trimester
care, and 12 percent had very late or no care.
Table 3 shows, in greater detail, the associa-
tion of marital status with the likelihood of
receiving inadequate care. The "total” col-
umns indicate the very large differences that
exist between married and unmarried wom-
en in each racial, residential and educational
subgroup. Unmarried women typically have
almost four times the level of inadequate care
found in the corresponding subgroup of mar-
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Table 2. Percentage o( mothers receiving in-
adequate prenatal care (third trimester only,
or no care), by age-group, according to race/
ethnicity, residence and education

Subgroup Age-group

<20 20-24 225
Total 9.8 49 29
Race/ethnlcity
Slack (non-His.) 12.8 6.4 36
White (non-His.) 8.3 3.9 25
Hispanic 11.9 114 6.4
Residence
Metropolitan 10.3 48 2.7
Nonmetropolitan 8.9 53 34
Education (yrs.)
<12 114 8.7 6.6
12 7.1 4.0 3.2
£13 (9-9)* 3.5 17

*In this and following tables, unstable estimates (based
on fewer than eight women in the cell, using unweighted
numbers) are indicated by patentneses.

Note: Most ol the differences between age-groups are
statistically significant al 0<0.05 using, the two-tailed
t-test (exceptions—20/20-24 comparison: Hispanic
women, women with <12 years of education and wom-
en with a 13 years of education; 20-24/&25 compari-
son: women with <12 years of education and women
with 12 years of education). Most ot the differences
between ‘subgroups within each age-group are not sg—
nificant (exceptions—<20: blacks vs. whites, and <1
vs. 12 i/ears of education; 20-24: whites vs. Hispanics
and <12 vs. 12 years of education; 225: wmies vs.
Hispanics. <12 vs. 12 years of education, and 12 vs.
a 13yea’s of education).

ried women. However, for two subgroups,
black mothers and the least-educated moth-
ers, there is a smaller relative difference be-
tween married and unmarried members—
the ratio is closer to 2:1. The differences be-
tween all married and all unmarried women
within each subgroup are statistically signifi-
cant.

Significant differences arc also found be-
tween married and unmarried women within
each of the three age-groups, especially the
younger groups. Unexpectedly, in the 20-24
age-group, the difference between the mar-
ried and the unmarried isabout as large as it
is in the teenage group—even though 20- 24-
year-olds as a group are halfas likely as teen-
agers to receive inadequate care. Even
among mothers 25 and older, the proportion
receiving inadequate care is significantly
higheramong the unmarried than among the
married. Clearly, although increasing age
brings some improvement in the adequacy of
care received by each marital status group,
unmarried women are much more likely to
obtain inadequate care, at all ages.

This pattern of age and marital status dif-
ferences characterizes all of the subgroups
shown in the table except blacks 25 and old-
er. Nearly all of the differentials are statisti-
cally significant; and the few that are not are
in the expected direction. Among teenagers,
only blacks fail to show significantly different
levels of inadequate care among the married
and, the unmarried (eight and 14 percent,
respectively); the small number of married
black teenagers, and the krge proportion of
their births that are conceived premaritally,
may account for the lack of significance.
However, among 20-24-year-olds, the mari-
tal status differentials are significant in all
subgroups, with the unmarried typically hav-
ing 2—1 times as high a probability ofobtain-
ing inadequate care as the married. Even at
ages 25 and older, all but three subgroups
(blacks, and women with the least and the
most education) show significant differences
between their married and unmarried ir,em-
bers; among Hispanics and nonmetropolitan

Table 3. Percentage of mothers receiving Inadequate prenatal care, by marital status and
age-group, according to race/ethnlcity, residence and education

Subgroup Married

Total <20 20-24
Total 31 5.0 34
Race/ethnlclty
Black (non-His.) 38 78 3.0
White (non-His.) 2.8 4.6- 3.0
Hispanic 59 6.5 6.8
Residence
Metropolitan 2.8 5.1 31
Nonmelropolitan 35 5.0 4.0
Education (yrs.)
<12 6.5 6.7 6.9
12 2.7 3.0 Z7
£13 18 34 2.3

Unmamed

2:25 Total <20 20-24 £25
2.8 118 14.8 114 7.0
36 9,6 13.6 8.8 37
2.3 12.5 15.3 12.6

3.9 18.5 20.3 17.9

24 111 14.6 10.8 5.9
2.8 13.7 1S5 13.0 10.B
6.0 13.8 154 12.5 9.4
2.1 10.4 13.0 10.4 75
16 8.8 (23.7) 116 38

Nole: The differences between all mamed and all unmamed women within each subgroup are statistically significant
at p<0.05 using It a two-tailed t-test. Differences between mamed and unmamed women in each agé-group are
significant except among the following subgroups: <20: blacks; 225: blacks, women with <12 years ol éducation

and women with 2 13 years.
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Table 4. Percenta?e of mothers receiving In-

adequatePrenata care, by poverty and mari-
tal status,* according to age-group, race/eth-
Sklilclty, residence and education
Subgroup Poor Nonpoor
(<150%) (£150%)
Mar-  Unmar- Mar  Unow-
ned  ried ned  ned
Total 54 136 2.3 7.9
Age-group
<20 5.7 164 4.6 114
20-24 2.5
£25 U350y e
Race/ethnlclty
Black (non-His.) 4.9 12.3 2.9 38
While (non-His.  S.1 (12.0) 2.2 (12.8)
Hispanic 8.3 (25.4) 45 (34)
Residence
Metropolitan 55 1ZS 2.1 8.4
Nonmetropolitan 5.3 (16.7) 28 (6.4)
Education (yrs.)
<12 8.6 16,5 4.9 3.9
12 2.0
£13 8 1 O o ¥ 69

‘Data lormarried women are tnom the NNS. For unmar-
ried women, estima'es have heen computed by apply-
ing poverty status distributions trom the NSFG (among
woman grouped by trimester ot care) to the numbers o
unmaméd women'in the NNS receiving adequate an
inadequate care. Because the NSFG sample ol births to
unmamed women ts small, and the numbers ol unmar-
ried women tn the NNS within subgroups is often ex-
tremely small, the resulting estimates tor poor unmar-
ed women are sometimes unstable. Some sub?roups
' ve been combined bocausr ol the very small num-
rs of cases.

Note: Differences hetween poor and nonpoor woman
are statistically significant atlp<(_).08 using the two-tailed
t-test except among the following subgroups: married
women: teenagers, blacks, Hispanics and women with
£13 years ol education: unmarried women: whites
and women with £ 12 years ol education.

women, the differentials are large. The per-
sistence of the difference between manied
and unmarried mothers suggests that certain
basic characteristics of unmarried women,
cutting across all other characteristics, affect
their chance of obtaining prenatal care early
in pregnancy. Unmarried women, for exam-
ple, may be more likely to have unintended
pregnancies, to be poor (since they have one
income only) and to receive limited support
from their families.

One unexpected finding in Table 3 is the
higher level of inadequate care among un-
married whites than among unmarried
blacks. The difference between these groups
asawhole isstatistically significant; while it is
not significant for the three age-groups, the
difference in each case is in the same direc-
tion. The unmarried constitute amuch small-

proportion ofall white mothers than ofall
alack mothers (11 percent vs. 57 percent—
not shown). As a "minority" group, unmar-
ried white mothers may well be selected for
particular characteristics, and this greater

selectivity could partly account for the disad-
vantaged position of unmarried whites. The
"minority" status of unmamed white moth-
ers may also imply that less social and familial
support is given to them, since being an un-
married mother represents relatively more
deviant, and therefore less accepted, behav-
ioramong whites.

The women with the poorest pattern of
care are unmarried Hispanic mothers, who
are twice as likely as unmarried blacks and
1.5 times as likely as comparable whites to
receive only third-trimester care or no care.
(Both differences are statistically significant.)
The differentials are smaller among teenag-
ers, but larger among mothers 25 and older
(only the results for the older women are
significant, however). Among married wom-
en, Hispanics are once again more likely to
obtain inadequate care than are either blacks
or whites (although only the latter compari-
son is significant). The greater disadvantage
of Hispanic women relative to other sub-
groups may stem from high levels of poverty,
relatively low levels ofeducation and, possi-
bly, problems in'adapting to the medical care
system of a country with a different culture
and language.

As Table Lillustrated, low income is also
associated with a greater likelihood ofreceiv-
ing inadequate prenatal care. Poor women
(those with family incomes below 150 per-
centofthe federal poverty level) contributed
one-third of all births in 1980; only 66 per-
cent of those women received prenatal care
during the first trimester of pregnancy, while
nine percent received very late care or no
care at all. Among nonpoor women, in con-
trast, the proportions were 84 percent and
three percent, respectively. (Because of the
extremely low level of income represented
by the poverty line itself—58,385 in 1980—
i™ percentof poverty has been used in this
analysis as the cutoff point to distinguish the
poor from the nonpoor.18) Within each pov-
erty status category, the patterns of prenatal
care differaccording to marital status:

Poverty Trimester Inwhich
and.t | care was begun
marita

Ist  2nd  3rd  No
status care
<150% poverty
Married [VEX! 5 1
Unmamed 5% 31 10 4
a 150% poverty
Married 86 1 2 |
Unmamed 57 3 7 1

Poor mothers are more likely than the non-
poor to receive inadequate care whethei
they are married or unmarried—among the
married, six percent compared with three

Table 5. Number and percentage distribution
cf mothers recelvmg Inadequate prenatal

nare, according to subgroup

Subgroup Caro in 3rd Caro in2rxjtn-
Inmestoronly,  mosterorlal-
ornocare Or. 0r no care
No. (in % No.(in %
000s) 000s)

Tolal 169 100.0 601 100.0

Age-group

<20 55 325 234 . 292

20-24 61 36.1 287 35.8

£25 S3 314 280 35.0

Race/ethnlclty

Black (non-Hts.) 39 231 1% 24.2

While (non-His.) 104 615 518 64.7

Hispanic 26 154 89 111

Marital status

Married 90 533 507 63.3

Unmarried 79 46.7 294 36.7

Residence

Metropolitan 108 63.9 504 62.9

Nonmetropolitan 61 36.1 296 37.0

Education (yrs.)

<12 77 456 322 40.2

12 65 385 322 « 402

£13 27 160 157 19.6

Poverty status

<150% 100 59.2 399 49.8

150-249% 22 130 173 21.6

£250% 47 218 229 28.6

percent, and among the unmarried, 14 per-
cent compared with eight percent. These
results suggest that being poor and being an
unmarried mother are both strong determi-
nants of inadequate care.

Among subgroups that have higher overall
levels of inadequate care— blacks, Hispan-
ics, nonmetropolitan women and the least-
educated women (but not adolescents)—
poverty makes a greater difference for un-
married women than for married women (see
Table 4). In the black subgroup, forexample,
the level of inadequate care is nearly twice as
high among the man ied poor as among the
married nonpoor; but amor._, unmarried
mothers, the poorare more than three times
as likely as the nonpoor to receive deficient
prenatal care. Income makes much less of r.
difference for unmarried women in i
white, metropolitan and better-educated
subgroups. Although these conclusions are
based on small samples, the pattern of results
suggests that among unmarried women, the
effect of poverty on prenatal care varies
across subgroups—being greater in the
groups with poorer levels ofcare, and smaller
in those with better care— whereas among
married women, poverty has a small but con-
sistent effect on adequacy of care in all sub-
groups.
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As the preceding tables have shown, the
women who are most likely to obtain inade-
quate prenatal care are not distributed even-
ly across population subgroups. Two sources
of unevenness exist—the absolute size of
these subgroups (and thus the number of
births they have) and their relative risk of
receiving inadequate care; both deserve at-
tention. Table 5 shows the number and pe"-
centage distribution of mothers in 1980 who
obtained inadequate care, according to sub-
group. Two sets ofdata are presented, which
represent minimum and maximum estimates
derived from the use of two definitions of
inadequate care: the narrower measure used
thus far (care begun in third trimester, or no
care) and a broader measure (care beghn in
second trimester or later, or no care). Un-
der these definitions, the number of mothers
receiving inadequate care in 1950 ranged
from 169,000 (five percent of all mothers) to
801,000 (22 percent). Regardless of the mea-
sure used, the data show that in sheer num-
bers, ihe women who make up the majority
of those receiving inadequate prenatal care
are younger than 25, white, married, located
in metropolitan areas, less educated and
poor. Although the white, married and met-
ropolitan subgroups are less likely than other
groups to receive inadequate care, the larger
ahsolute size ofeach outweighs its lower risk,
and thus results in its accounting for a sub-
stantial proportion of all mothers who obtain
inadequate prenatal care (53-64 percent un-
der the narrower measure, and 63-65 per-
cent’under the broader one).

The distributions in Table 5 do not accu-
rately represent the relative risks of inade-
quate care among subgroups, however. One
way of measuring relative risk is to compare
each subgroup's share of total births (see
Table 1) with its share of births preceded by
inadequate prenatal care (see Table 5). The
following subgroups are found in this manner
to have disproportionately high risks of in-
adequate care (third trimester only, or none):

Subgroup % of all % with
births Inade-
quate
care
Aged <20 16 33
Unmarried .19 47
Black (non-His.) 15 23
Hispanic 8 15
<12 years ed. 23 46
< 150% poverty 32 59

mhese groups make about twice as large a
contribution to births with poor prenatal care
jisthey do to total births. (A similar but slight-
ly weaker disproportionate relationship is
observed when the broader definition of in-
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adequate care is used—not shown.) The logi-
cal corollary' to this conclusion is that cor-

responding subgroups (older, married,
white, better-educated, nonpoor) have low-
er-than-expected levels of inadequate care.
A more straightforward way of expressing
differences in relative risk is to compare all

other subgroups with the group that is con-

sidered to have the best level of care at the
current time. Married, white, nonpoorwom-
en have one ifthe iowest levels ofinadequate
cure, although the pattern they exhibit is by
no means ideal: In 1980, two percent of this
group initiated prenatal care in the third tri-
mester or received no care; 13 percent start-
ed care in the second trimester or later, or
received no care. The risks, of inadequate
care for al! other subgroups relative to this
“standard" group are shown in Table 6. As in
Table 5 minimum and maximum risks are
presented. The population as a whole has
1.7- 2.0 times the risk of obtaining deficient
prenatal care as married, white, nonpoor
women. However, the disadvantage of cer-
tain subgroups is much more extreme. Un-
married women run the highest relative risk;
they have a level of late or no care that is 5.1
and 3.3 times the standard group’, depend-
ing on the definition used for "inadequate."
Compared with the reference group, teenag-
ers, blacks, Hispanic women, those with lit-
tle education, and poor women exhibit rela-
tive risks ranging from 3.1 to 4.3 (narrower
definition) and from 2.4 to 3.1 (broader defi-
nition). The subgroups closest to the stan-
dard, best-ofF group are highly educated
women, the most affluentwomen, women 25
and olderand married women.

Implications

This brief review of current levels of and
differentials in prenatal care has implications
for policy. It should be emphasized that al-
though the data in this article are for 1980,
the conclusions drawn from them apply as
well to subsequent years, since the most re-
cent national estimates of prenatal care show
a decline in early care in most suberouos
between 1980 and 1982. The data presented
here reveal that in 1980, 18 nercent of all
mothers did not initiate prenatal care until
the second trimester ol pregnancy, and an-
otHer five percent either waited until the
third trimester or received no care at all. This
finding suggests that unless some direct ac-
tion is taken to upgrade the current pattern of
care, the nation will probably notachieve the
objective of ensuring that by 1990, at least
90 percent of mothers in every population
subgroup visit the doctor within the first tri-
mester of pregnancy. That standard, enun-
ciated by the Surgeon General, reflects
widespread acceptance of the argument that

Table 6. Risk ot Inadequate prenatal care tor
the total population and (or each subgroup,
relative to the risk for married, white, non-
poor women

Subgroup Caro in3rd Care in 2nd
inmester. Inmestor
orno care or later,

orno care

Married, while, non-

poor (2150% pov.) 1.0 1.0

Total population 2.0 17

Age-group

<20 43 31

20-24 2.0 18

S25 13 12

Race/ethnicity

Black (non-His.) 31 2.6

White (non-His.) 16 t.4

Hispanic 4.0 24

Marital status

Married 14 13

Unmamed 51 3.3

Residence

Metropolitan 2.0 16

Nonmelropolitan 22 19

Education (yrs.)

<12 4.0 2.9

12 17 15

213 1.0 1.0

Poverty status

<150% 3.7 2.6

150-249% 11 15

2250% 13 11

*Risk ot 1.0 (or standard group represents a level ol
inadequate care ot two percent g]arrowermeasure and
13 percent (broader measure), For each other suP
group, risk is compMed by d|V|d|ng p-oportion in that
suogroup receiving_inadequate care by proportion in
standard group receiving comparable care.

early prenatal care is associated with better
health outcomes for mother and child. / %

‘Thbugh studies carried out so far have not

conclusively proved the association to be a
causal one (because of problems with the data
available),19 the argument is intuitively rea-
sonable.

Beyond this basic implication, the data
suggest that two main types ofneed exist:
« The need in pdim-un nv-imnn jn order to
improve their knowledge of the purpose and
importance of adequate care during pi'
nancy. This need is especially salient in the
case of women who presumably can afford
adequate care but nevertheless do notobtain
it. Such women, in fact, constitute a substan-
tial proportion of those who receive inade-
quate care. Ofthe 169,(XX) women who ob-
tained only third-trimester care or no care in
1980, about 40 percent had family incomes at
or above 150 percent of the poverty level; of
the 801,000 women who initiated care in the
second trimester or later or who had no care,
about 50 percent were above 150 percent of
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poverty. itsltniild also be noted that nonpoor
mothers are more likely to he married, 25
or older, white and better educated (not
shown). The need for education isrelevant to
poor women .is well as to the nor,poor. Al-
though poverty may be a barrier to the re-
ceipt ofearly prenatal care, poorwomen may
also be insufficiently aware of the benefits of
utilizing such care, should it be made avail-
able.
« The need to publicly fund programs to help
poorwomen and other disadvantaged groups
obtain adequate care during pregnancy. The
strongest case may be argued forwomen who
have family incomes below 1SO percent ofthe
poverty level—in 1980, nine percent of
mothers in this group (about 100,000 women)
received no care until the third trimester or
no care at all, and 35 percent (about 400,000
women) received no care until the se.xmd
trimester or later. Poor mothers are more
likely to be unmarried, younger than 25,
black or Hispanic, and less educated (not
shown). Indeed, this article has shown that of
all subgroups, teenage mothers and unmar-
ried mothers have the highest levelsofinade-
quate prenatal care—higher even than the
level among poor women as a whole. For
example, 44 percent each ofteenage mothers
and of unmarried mothers did not visit the
doctor until the second trimester or later,
compared with 35 percent of poor mothers.
AThe ner.d among teenape immam'pid
nothers for public assistance, in the form of
education and service provision isevidentlv-
as strong as the nper) nmnnf pnnr mnfhnM —
The benefits accruing to society as a whole
from good prenatal care cannot be denied.
The fact that onlva few states will achieve the
'nationaTgoal for 1990 deserves serious con-,
sideration and action by policy-makers.-0
However, the complexity ot the issue of need
must be acknowledged. It is possible, for
instance, that women who initiate early pre-
natalcarealso take other steps, independent-
ly ofa physician’s advice, that improve their
pregnancy outcomes. The reverse may also
be true—women who delay obtaining pre-
natal care until late in their pregnancy may
make other health and behavioral decisions
that are detrimental to pregnancy outcomes.
It would seem that the twin objectives of
improving the use of prenntnl ra»- nmnng

"disadvantaged groups and expanding our un-_

derstanding ol the causes and mnspqupnres
‘ol inadequate care should bepursued simul-
taneously.
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Background Paper on Universal Maternity Care

COUNCIL ON MATERNAL AND CHILD HEALTH,
NATIONAL ASSOCIATION FOR
PUBLIC HEALTH POLICY

PREFACE

T lias been known For years that comprehensive prenatal

care can yield healthier babies, prevent human suffering,

and save money by greatly reducing the need for costly

hospitalization for sick babies. The 1985 Institute of

Medicine report, Preventing Low Birthweight, states, * ...

the overwhelming weight of evidence is that prenatal
care reduces low birthweight. This finding is strong enough to support a
broad, national commitment to ensuring that all pregnant women in the
United States, especially those at medical or socioeconomic risk, receive
high quality prenatal care” (1).

Timely access to prenatal carc has deteriorated in this country for two
consecutive years (2). According to the Institute of Medicine, the underly-
ing cause of the problem of inadequate access to prenatal carc is “the
nation’s patchwork, nonsystcmatic approach to making prenatal services
available ... Without a structure of accountability, gaps in care will re-
main and efforts to expand prenatal services will continue to face rr.ajor
organizational and adm inistrative difficulties" (3).

Yet, according to the University of Pennsylvania’s Dr. Marie McCor-
mick, if this country is to experience further improvement in infant mor-
tality, it must do so through reducing the low birthweight rate (4).
Acknowledging 1) that America’sinfant mortality rate remains unaccept-
ably high compared to other developed countries (5), 2) that to further
reduce infant mortality we must first reduce low birthweight, and that 3)
this may be accomplished, in part, through improving access to high
quality prenatal carc, it follows that a national program of universal
maternity care has gr  potential for improving both infant health and
infant survival. In adc numerous reports fro-?, states and die Institute
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of Medicine report have documented that investment in high quality
health carc for pregnant women will also save wasted expenditures in the
first year of a sick newborn’s life and later on (6). Such care should be
comprehensive in scope, from early pregnancy testing through the post-
partum and newborn infant visits. This care should be accessible to all
pregnant women, without regard to personal or financial considerations.

The Institute 0£M cdicine’s Committee on Low Birthweight recom-
mends that Federal and state governments take specific actions to assume
responsibility for making such services available (7). Taking the Institute
of Medicine’s recommendations a step further, the National Association
for Public Health Policy’sCouncil 011 M aternal and Child Health has con-
cluded that universal maternity care, mandated by the Federal government,
and administered by state health departments, would be the most effective
and efficient way to improve the health of our mothers and babies® The
following background paper discusses the need for such a program and
suggests a number of recommendations for making universal maternity

care a reality.
THE goal: comprehensive maternity care for all
What is Comprehensive M aternity Care?

Comprehensive maternity carc includes care from the time pregnane/ is
first diagnosed through the postpartum visit. Comprehensive maternity
care encompassesabroad spectrum ofservices that should be readily avail-
able so that a unique prescription for care can be developed to meet the
individual needs of each expectant mother. Providers of comprehensive
maternity care services should be prepared to offer:

- pregnancy testing
- early registration with labor and delivery services
- clinical assessment

- laboratory testing
-identification of high risk patients and referral for appropriate care

- nutritional assessment, counseling, and referral to appropriate feeding
programs such as the Special Supplemental Feeding Program for
Women, Infants, and Children (WIC) and Food Stamps

- health education and counseling

- social services
- labor and delivery services
- postpartum care, including family planning services
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Health in pregnancy depends on the mother’s general prepregnancy
health, personal health habits (e.g., tobacco and/or alcohol use), nutrition,
stress, and other considerations in addition to the quantity and quality of
prenatal carc. Therefore, this broad approach to services isneeded to max-
imize the potential ofeach pregnancy.

the potential: healthier babies
Can Comprehensive Maternity Care M ake a Difference?

Research and experience have shown that comprehensive prenatal care can
make a critical difference in the health of mothers and the survival of in-
fants. Comprehensive prenatal care can climinat  r reduce the effects of
specific diseases or disorders in the pregnant we  n—for example, dia-
betes, anemia, hypertension in pregnancy, blood incompatabilitics, vene-
real disease, and urinary tract infections—all of which can lead to grave
consequences for the infant unless properly treated (9).

Comprehensive prenatal care can also decrease the likelihood ofa baby
being bom too small—Iless than five pounds, eight ounces—a problem
called "low birthweight" (LBW). Low birthweight is the single most
important factor associated with infant mortality. In the U.S., low birth-
weightinfantsaccount fortwo-thirdsofnconatal deaths (under 28 days) (to)
and 50% ofdeathsin the first year of life (it). Low bhirthweight infantsarc
also far more likely to suffer from permanent handicapping conditions
such as mental retardation, birth defects, growth and development prob-
lems, blindness, autism, cerebral palsy, epilepsy, and respiratory distress
syndrome (12). Babies born atlow birthweight, including one out ofcvcry
three weighing less than 1500 grams at birth (about three and a third
pounds), continue to experience significant illness requiring hospitalization
or extended carc throughout the first year of life (13).

The low birthweight rate among infants born to women who received
no prenatal carc was almost three times that of the general population.
The National Center for Health Statistics reports that in 1982 the low
birthweight rate was 19.6% among infants bom to women with no pre-
natal carc. In contrast, the overall incidence of low birdiwcight births in
the U.S. was 6.8% (14).

The March of Dimes Birth Defects Foundation has documented nation-
ally that ifawoman has 13 to 14 prenatal visits, she would have only a 2%
chance of having a low birthweight baby. If she has no prenatal visits,
however, her risk of having a small baby would be over 9% (15).
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Evaluations of maternity carc programs mroughout the country have
consistently shown that comprehensive prenatal carc can bring dramatic
improvements in pregnancy outcome.

- In the late 1970s, women who received comprehensive maternity care
from the Cleveland, Ohio, Maternity and Infant Carc (MIC) I'rojcct
experienced 60% less perinatal mortality and 25% fewer preterm de-
liveries than comparable women not enrolled in the project (16).

- Within a two-year period, the Providence, Rhode Island, M IC I'rojcct
experienced a 25% decrease in infant mortality rates in the areas it
served (17).

- The Obstetrical Access Project in California provided comprehensive
prenatal, delivery, and postpartum carc to women in 13 undcrscrved
counties. Participants in the program had a 33% lower incidence of low
birthweight compared to a matched group of nonparticipating Mcdi-
Cal patients. The incidence of very low birthweight babies (less than
about three and a third pounds) was 61% lower (t8).

- Su Clinica Familiar, amigrant primary health carc clinic, was established
in 1972 in the Texas Rio Grande Valley. The clinic offers culturally-
sensitive,comprehensive maternity scrviccsto itsprcdominantly Mcxican-
American clientele. The incidence of low birthweight among clinic
deliveries was only 4.4%. The rate of premature births was 3.5%. At die
same time, the prematurity rate for all births was 7.6% in Texas, and

7.4% for the U.S. (19).

W hile the largest difference in newborn health is between those infants
born to mothers who received any prenatal care versus those born to
women who have had no prenatal care, the number of prenatal visits also
makes a difference, with the risk of poor health decreasing with more and

earlier visits during the pregnancy (20).

-In the California OB Access Project, LBW rates were substantially
lower (2.8%) for women who began prenatal care in the first trimester,
as well as for those who received the full package of comprehensive
services, as compared to those who only had a partial package (7.2% )
(21).

-In Oakland, California, an evaluation of the Oakland Perinatal Health
Project (OPHP)—a comprehensive carc project providing clinical, out-
reach, and support services for low income pregnant women and their
infants—showed that between 1978 and 1981, for OPHP patients who
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had ten or more prenatal visits, the LBW rate was 3% ; for those with 5-9
visits, 10%; and for less than 5 visits, the LBW rate was 12.4%. Each
prenatal visit was associated with a 13.6 gram increase in birthweight (22).

- Inan Oregon prepaid health carc program in 1983, “with maternal risk
held constant, low birthweight, neonatal mortality, and infant mortality
were 1.5 to 5times greater with late, less frequent prenatal carc than with
early, more frequent prenatal care” (23).

Only Federal leadership can reduce inequities that exist in the utilization
ofmaternity carc and in the health status ofdifFcrcnt groups ofwomen and
infants in the U.S. Recent evidence suggests that while the association
between receipt of prenatal care and improved pregnancy outcome holds
for all sociodemographic groups, the relative impact of this association
varies. The greatest improvement in maternal and infant health can be
expected if programs are designed to meet the needs of the most socially
disadvantaged groups, namely, the low income, the poorly educated, and
minority women (24,25,26).

Recommendations

In order tofurther reduce infant mortality, public and private efforts mustfocus on
reducing low birthweight tlro.igh making available appropriate comprehensive
maternity services to all pregnant women.

The successful strategies ofstate and Federal demonstration projects should be

disseminated to all populations in need ofsuch services.
the potential. cost savings
Can Comprehensive Maternity Care Save Money?

Comprehensive prenatal carc is not only effective in reducing death and
illness among newbhorns; it can also help contain costs by preventing
perinatal conditions which require expensive treatment.

According to the United States Office of Technology Assessment, the
annual cost of neonatal intensive care in the U.S. exceeds St.5 billion (27).
Since most o fthese hospitalizations arc for premature and low birthweight
babies, prevention of prematurity and low birthweight would eliminate
the need for much ofthe neonatal intensive carc being utilized in the U.S.
today.

Thecostofneonatal intensive carc isstaggering. Estimates o fthe average
cost to "graduate” ? v birthweight, sick, and/or disabled infant from a
neonatal intensive unit range from $13,61.6 for all low birthweidn
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habies (28) to nearly $100,000 per infant weighing 1000 grams (about 2
pounds, 3 ounces) or less (29), compared with only $400 for prenatal carc
(excluding labor and delivery services) (jo). For the low birthweight in-
fant who survives with severe physical or mental handicaps, the costof
lifetime carc (20 years) is estimated to be $359,000 (31).

Providing comprehensive, prevention-oriented perinatal care isapprox-
imately five times more cost-effective than providing treatment-oriented
medical services (32). Put another way, the American Academy ofPediat-
ries reported in 1984 that cost benefit estimates range from 2 to 10 dollars
saved for every dollar spent on prenatal care (33).

The following estimates indicate the savings that states might have en-
joyed had they implemented comprehensive prenatal carc:

- Michigan state officials found that over six dollars could have been saved
for every dollar spent by the state to provide prenatal care to 14,000
uninsured women. W ithout prenatal carc, 6000 of the babies born to
these women would need neonatal intensive care hospitalization. W ith
prenatal carc, at least 1500 of these babies would not need this costly
hospital carc, saving over $30 million (34).

-The Virginia State Perinatal Services Advisory Council concluded diat
the state could save $49.8 million in state expenditures for long-term
institutional care for the mentally retarded through die provision of
better prenatal care (35).

-The California Department of Hcaldi Services estimates that $6-7 mil-
lion in neonatal intensive carc costs for 3700 low birthweight infants
could have been saved if their modiers had received prenatal care. Costs
ofprenatal care for those women would have been only $2.8 million (36).

- Oregon officials studying wornm receiving inadequate prenatal care in
the state estimate that for the cost ofcaring for five high-risk premature
infants, 149women could have received comprehensive prenatal care (37).

What About the Uncompensated Cost of

M aternity Carefor the Uninsured?

Universal maternity carewould notrequire theinvestmentofhugc amounts
ofnew dollars. The public is already paying indirccdy for the cost ofcare
for sick mothers and babies without health insurance coverage through
cost-shifting—higher hospital bills and insurance premiums for all—and
through tax-suoportcd health services for the indigent.

Uncompensated care, which includes both bad debts and charity carg, is
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hecoming an increasingly significant part ofthe rising health care costs that
public programs, private employers, and individuals must face. According
to an American Ilospital Association study, uncompensated care increased
from S4.5 billion to S6.2 billion between 1978 and 1982 (38). Maternity
and maternity-related cost is the sir.glc most important contributor to the
burden of unpaid hospital bills in die U.S. today.

- Normal delivery, cesarean sections and newborn discharges combined
account for 61% of all self-pay/no charge discharges (39).

-In 1981, 40% of all self-pay discharges were maternity patients, and
hospitals received only 72% ofcharges billed to self-pay patients. Nor-
mal delivery was thcsinglecmostcommon self-pay discharge diagnosis (40).

- According to the 1980 National Hospital Discharge Survey, 12.8% of
discharges for deliveries were "self-pay” (41).

- Although only s% ofall discharges with costs considered "catastrophic”
were self-pay, 16.5% of all catastrophic newborn discharges (of which
85% were for prematurity) were self-pay (42).

A number of states have studied the problem of uncompensated carc.

These arc some of their findings:

- A South Carolina study found that, in 1983, hospitals shifted $69 million
from those who could not afford to pay for carc to the costs paid by pay-
ing patients. Forty three percent of indigent admissions at the hospital
were obstetric/gynecology, pcdiairic, or newborn patients (43).

- In May 1983, the Virginia Perinatal Services Advisory Council found
that in that state an estimated 23% of total hospital costs for neonatal
intensive care is not reimbursed, and that total writc-ofTs for neonatal
intensive care were estimated to be $12 million a year (44).

- A study of 30 hospitals in Massachusetts found that thrcc-fiftlis of bad
debts were attributable to those without third party payment. The
largest category of uncollected costs were for maternity and maternity-
related care (45).

- A 1982-83 study of uncompensated care at Vanderbilt Hospital in Ten-
nessee found that recipients of uncompensated carc often had entered the
health carc system late (i.e., with late or 110 prenatal care), and that al-
most half of the high-cost uncompensated carc patients were new-

borns (46).

W hile there is a significant need to decrease health carc costs for new-
born infants, present methods deal only with the consequences and not the
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causes of the problem. Universal maternity carc would cut health carc
costs by preventing many pregnancies from resulting in low birthweight
babies and by eliminating the related hidden costs of uncompensated carc.
W e arc already paying for the most expensive side of the health cost equa-
tion—hospital costs for the sick. In the long run, putting resources instead
into the prevention side will result in significant savings in both dollars
and in human potential.

Recommendations

Adequate Federalfinancial support must be available to make access to prenatal
and labor and delivery services a realityfor all mho need them.
A unifiedfinancing mechanism should be developed in each state to meet both

prenatal and labor and delivery costsfor all.

THE need: reducing barriers to maternity care

Has the Utilization ofPrenatal Care

Changed in the Last Feiv Years?

Recently, some preliminary reports indicate that improvements in access
to prenatal carc have halted or even reversed. Dr. Edward N. Brandt, Jr.,
former Assistant Secretary for Health of the U.S. Department of Health
and Human Services, recently explained that provisional 1983 and 1984
data reveal that the rate of decline in infant mortality has been relatively
small in comparison with previous years. This general slowdown in the
decline in the infant mortality rate is the first in 20 years. Brandt also
expressed concern over the "apparentreduction in the timely provision of
prenatal care" (47).

- A survey in Lexington/Fayette Count)', Kentucky, found that the num -

ber of pregnant women who did not receive prenatal carc in 1982 was
nearly 75% greater than the number in 1980 (48).

- A study of prenatal care in Oregon by the State Health Department

found thatin die 18-month period after 1980 the percent of mothers with
inadequate carc increased by one s:xth to a total 0f7.0% ofall births. For
die first halfof 1982, 1.0% were without any carc, and .-n additional
1.9% had four or fewer visits (49).

- For four consecutive years beginning in 1979, participation in early pre-

natal care by all pregnant women in :ic U.S. has remained virtually un-
changed after a decade ofsteady improvement. Between 1981 and 1.982,
however, die participation rate in early prenatal care actually declined
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for black women and for women ofall ages up to age 29 .while the pro-
portion of both black and white women receiving late or no prenatal
care actually increased (50).

Great disparities exist between who gets care and who docs not, and
between who gets care early in pregnancy and who starts late.

- Nationally, in 1982 one out of every 25 pregnant women received no
prenatal carc until the last trimester, and one in 67 received none at all.
One out of 17 black pregnantwomen received no prenatal carc until tilic
last trimester and one in 30 received none at all, a statistic indicating a
continuing gap in access to care since 1981. The fact that participation in
early prenatal care has remained constant for white women while it has
declined for black women indicates that, according to this measure, the
difference in access to prenatal care between white and black women has
gotten worse (51).

- In the three largest metropolitan countries in W ashington State, hoth the
proportion of women receiving late or no prenatal carc and the propor-
tion of low birthweight infants increased in low-income census tracts
between 1980 and 1982, a period characterized by increasing unemploy-
ment and decreasing Medicaid eligibility (52).

State reports highlight the groups most at risk of inadequate prenatal
care:

- In Oregon in 1982, nearly halfofpregnant teens were considered to have
had less than adequate carc and 3% had 110 prenatal care at all (53).
-In Ohio in 1981, nonwhite pregnane women were twice as likely as
white pregnant women to have received 110 prenatal care or to have

received it only in the last trimester of pregnancy (54).
- In Florida in 1982, there were an estimated 65,000 low income pregnant
women but only 25,000 were receiving comprehensive carc (55).

W hy Don’t Pregnant Women Get Early,

Comprehensive Prenatal Care?

Too often, comprehensive prenatal care is cither not available or not
accessible. The Institute of Medicine’s report concluded that the major
barriers to early recr-ot of prenatal care fall into the following six cate-
gories:

1. financial const:.
initcd availab:" of maternity care providers
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3. insufficient prenatal services in some sites routinely used by high-risk
populations

4. experiences, attitudes, and beliefs among women that make them dis-
inclined to seek prenatal care

5. poor or absent transportation and child care services

6. inadequate systems to recruit hard-to-reach women into carc (56).

The financial burden of medical carc during pregnancy is especially
difficult for the uninsured, three quarters of whom are workers and their
dependents. Despite their need for carc, lack ofinsurance is associated both
with lower utilization ofhealth servicesand higherout-of-pocketcosts (57).

-The 1977 National Hcaldi Carc Expenditure Study showed that 16.6%
of the non-institutionalized civilian population of the United States has
no health insurance coverage, cither public or private, for maternity
care. Almost 30% of the privately insured population under age 65 has
no maternity care coverage, and the coverage for those with non-group
private policies is even worse, leaving 35% uncovered for any medical
expenses connected with pregnancy (58).

- Even women with private insurance coverage have to pay for partor all
of their prenatal and postpartum carc. Kovar and KJerman have docu-
mented that 41.5% ofwomen with insurance coverage had to pay out-
of-pocket for prenatal and fostpartum care. The percentage of prenatal
and postpartum carc charges that women have to pay themselves in-
creases as their ability to pay, as determined by income, decreases (59).

Many publicly funded prenatal care programs are filled beyond capacity
and must turn away pregnant women seeking prenatal carc. There are
many counties, especially in rural areas, where there are no obstetricians
willing to accept low income patients, even thos® with Medicaid cover-
age (60). Additionally, high risk mothers are refused carc because they may
he seen as malpractice insurance risks (6t).

- University of New Mexico researchers found that 87% ofwomen with-
out prenatal carc stated they did not get care because they could not
afford it (62).

- In 1982 the University of Kentucky Medical Center refused care to 387
indigent women (63).

- A 1978 study in New York City found that financing maternity care was

amajor impediment to obtaining adequate maternity care among non-
rcgistercd patients. Nearly one-fourth ofall non-rcgistcrcd patients had
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actually gone to an institution to register for prenatal carc and were
turned away due to failure to meet financial requirements of the hospital.
Over 50% of these women gave lack of money or medical insurance as
the reason for non-registration (64).

Recommendations

Comprehensive, culturally sensitive prenatalcare,supported by publicfunds, mns(
be readily available in every county and metropolitan area in the country.
Federal leadership is necessary to reverse the barriers which prevent reimburse-
ment ofrecognized alternative maternity care providers.
Federal, state and local officials must work with private providers to assure

adequate Medicaid reimbursementfor maternity carc.

TUB FIRST RESPONSE: CURRENT ACTIVITIES

Is Anything Being Done to Reverse the

Decline in Utilization ofPrenatal Care?

At the national level, the Child Health Assurance Program (CHAP),
passed last year by the 98th Congress, extended Medicaid benefits to first-
time pregnant women who would be eligible when the child isbom and
to pregnant women in intact families where the principal wagc-camecr is
unemployed, and gave states the option of extending these benefits to
families meeting income eligibility criteria even ifthe husband isemployed.
However, the income eligibility criteria remain at the discretion of states,
meaning that women eligible in one state would not be eligible in others,
and that in many states women need to be far below the poverty line to
qualify for Medicaid. For example, the average income eligibility level in
the Southeast, $4,137 for a family of four, is less than half of the federal
poverty level (65).

Many states have undertaken specific actions in the area of improving
access to prenatal carc.

- According to a survey conducted by the Massachusetts Department of
Public Health, 10 states out of 25 responding indicated that improving
availability and accessibility of prenatal carc, including outreach services,
health promotion, nutrition care, casc-coordination and follow-up, was
a strategy to improve pregnancy outcome or more specifically to reduce
low birthweight (66).

- Michigan has begun atwo-year phase-in of its program making prenatal
care a basiclicalth service lor all citizens. Eligibility isexpected to extend

M
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to 9,500 previously unscrvcd prcgnan: women in families with incomes
below 185% of the poverty level (67).

- Florida and Texas have included as Medicaid eligibles those optional

categories of pregnant women permitted by Federal statute (68).

- Georgia, South Carolina, and Virginia have enacted legislation provid-

ing Medicaid benefits to medically needy pregnant women rcgardicss of
marital status (69).

- Virginia, Tennessee, and Mississippi have adopted optional categorically

needy programs extending Medicaid benefits to pregnant women who
would be financially eligible once their child is born rcgardicss o f marital
status (70).

- The State of Texas has appropriated S22.75 million for the current bien-
nium to fill in the gaps in maternal and infant health care, including mak-
ing prenatal carc more accessible (71).

A few states have also implemented new programs to deal with health
carc for the indigent. The experience with these systems may inform future
efforts to fund universal maternity carc.

- Oklahoma and South Dakota have created revenue pools from state and
county funds to reimburse providers of indigent carc (72).

- Florida has created a Public Medical Trust Fund from a 1% tax on hos-

pital revenue to pay for expanding Medicaid eligibility, establishing
primary carc management programs for indigcnts, and eventually com-
pensating hospitals providing an inordinate share of charity care (73).

- Maryland and New Jersey have all-payer hospital rate setting systems
which include an allowance for charity carc in each payment made to
hospitals (74).

- Arkansas and West Virginia have recently passed legislation to fund in-
digent carc, financed in Arkansas by the Medicaid rebate received under
the 1981 Federal Budget Act, and in W est Virginia by state appropriation
and a hospital assessment (75).

the future: signs 0Or- hope

W hat's Being Done Now to Make

Universal M aternity Care a Reality?

Anumberofinitiatives and activities arc currently under way to both study
and improve access to prenatal carc:

- Congressmen W axinan and Hyde have introduced legislation (HR 3101)
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in the 95 h Congress to require states to provide Medicaid to all preg-
Innt women meeting financial eligibility criteria rcgardicss of the pre-
sence or employment status of the spouse.

-1 lie Southern Regional Task Force 011 Infant Mortality, formed by the
Southern Governors’ Association inJuly, 1984, with the support of the
Southern Legislative Conference 0.1 Children and Youth, is the first
policymaking body to address the issue of infant mortality and low
birthweight 011 a regional level, providing a focus for activities in that
part of the country where 10 o fthe 11 states with the worst infant mor-
tality rates can be found (76).

- The Alan Guttmacher Institute, which has, for a number of years, re-
ported 011 access to family planning services 011 a county by county
basis, has obtained initial foundation funding to develop procedures for
reporting 011 access to prenatal carc as well.

- The Center for Population and Family Health, School of Public Health,
Columbia University, and the Child Health Outcomes Project of the
University of North Carolina at Chapel Hill, in conjunction with the
Council on Maternal and Child Health of the Niiiena! Association for
Public Health Policy, arc completing a national survey of innovative
state models to improve access to maternity carc.

-The Prenatal Care Impact Group of the Rush Foundation Centers for
Child and Family Policy will sponsor a scries of papers and a national
meeting to consider policy alternatives to improve access to prenatal care.

-The Children’s Defense Fund has launched a five-year Prenatal Care
Campaign aimed at improving the availability and accessibility of pre-
natal carc for poor and minority women,

These efforts, while important, arc not sufficient. Medicaid still only
reaches the poorest of the poor. Most of the medically uninsured (almost
75%, according to National Center for Health Services Research data) arc
workers and their dependents, nearly halfofwhom arc poor, near-poor,
or low-income (77). Most of the self-pay and charity deliveries arc to
neither teenagers nor other typically disadvantaged groups. In fact, only
18% arcunderage 19,0only 24% arcunmarried, and only 14% arc black (78).

'File piecemeal approach to expanding access to maternity carc has, un-
til recently, improved early entry into prenatal carc and utilization of
hospital labor and delivery services. However, the trends of the last two
years suggest that dr: r.rategy has approached die point of diminishing
returns. New entitle ;s for special populatic.s create their own bv-
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reaucratic and financial barriers. Medicaid solutions continue to ignore the
working poor, the more than 40% of the privately insured who have to
pay for prenatal carc out-of-pocket, and the 16.6% who do not have any
coverage for any maternity carc.

There is practically 110 pregnantwoman or newborn infantwho would
not realize some benefit were prenatal andjaborand dejivery care made
more accessible, more systematic, and more comprehensive. We have the,
knowledge and the skill to make significant improvements in low birdi
weight and to reduce other causes of infant mortality and morbidity.

MUniversal maternity care would benefit all_of us. »

Recommendation

The Federalgovernment must assume ultimate responsibilityforguaranteeing that
high quality maternity care be available and accessible to all pregnant women in

the United States.

GLOSSARY OP TERMS

Comprehensive carc-'a Droad range and scope ofservices... which may include
both direct, personal health r." cservicesand indirector supportive services."*

infant moita/ify-dcath of an infant before one year of age.
Infant mortality ratc-fl 0f infant deaths x 1000
ft of live birtlis

Low birthweight (LBW) - weight at birth of 2500 grams (j pounds, 8 ounces) or
less. LBW is associated with a 40-fold increased risk of death in first month
of life.**

Morbidity - physical or mental illness or disability

Perinatal period - die period between 20 weeks of gestation and 28 days of age.

Pregnancy outcome - result of a pregnancy (i.e., healthy baby, low birthweight
baby, fetal or infant death, etc.)

Prenatal - occurring before the birth of the baby

Postpartum - occurring after the birth of the baby

very low birthweight (VLBW) - weight at birth of [joo grains (] pounds, |
ounces) or less. VLBW s associated with a 200-fold increased risk of death
before one month ofage.**

|
* Coc, R., and Pepper, M. Community Medicine. New York: McGraw-Hill, 1978.
°* McCormick, M. C, "The Contribution of Low1Birth Weight to Infant Mortality “nd
CLLY.hood I*c-rcity," New Eng.J. Med. 312 (1985): 82-92.
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Cuts can mean high-risk babes

WASHINGTON (AP) -
T.imiting government aid for
low-income pregnant women
is bad economics as well as
bad medicine, a federal ad-
visory panel said Monday in
the ftace of hold-theline
Reagan  administration
budget plans.

Infact, for a target popula-

tion of L4 million women con-

sidered at risk of giving birth
to seriously underweight
babies, each new dollar spent
on prenatal care could save
as much as $3.38 in sprxhaliz-
ed treatment later on, the
panel said. o
The Institute of Medicine's
Committee to Study the
Prevention of Low Bir-
thweight said that many in
that high-risk group — ten-
ding to be poor, black, young
and unmarried —are unable
to get proper care early in
their pregnancies and give

birth prematurely toserious-
ly underweight infants.

Then, after the babies are
born, said panel chairman
Richard E. Behrman, "the
high cost of caring for low-
birthweight infants Is paid not
just by parents but also by
taxpayers trcough increased
Medicaid e.venditures and
by everyone who buys private
health insurance through in-
creased premiums.”

The institute committee,
part of the National Academ-
ny of Sciences, presented its
report to the House Energy
and Commerce Committee in
a hearing at Washington’s
Children’s Hospital.

Dramatizing the issue,
hospital personnel wheeled in
an incubator bearing a
premature 3%-pound infant
at the start of the hearing as
Dr. Gordon Avery, chairman
of the hospital’s Department

I E I J - H

of Neonatology, estimated the
child’s care would come to
more than $60,000. Such huge
bills are frequently paid by
the government, hy private
insurance companies or end
up heing absorbed by the
hospital and perhaps eln%

assed on in the form o
higher bills for other patients,
mggtute committee members
said.

Their study said thatin 1982
— the latest year for which
national data are available —
about 248000 U.S. infants
were born weighing less than
five and one-half pounds.

Babies below that mark are
nearly 40 times more likely to
die in their first month and
also are much more likely to
suffer from serious diseases.

What's needed, the authors
said, are greater efforts to
make sure fewer infants are
born prematurely or other-

wise underweight and in need
of expensive care.

One barrier, they said, is

that man)é?loung women are
not eligible for Medicaid
money to pay for prenatal
visits to doctors — although
the program might well have
to pay for their babies’ treat-
mentlateron.
_ The Reagan administration
is asking Conﬁzess_to cap total
spending for Medicaid —the
nation’s health-care program
for the poor — at about $2
billion in fiscal 1986, increas-
ing that amount in future
years only to adjust for
Inflation. _

The report estimated that
providing sufficient prenatal
care for high-risk  women
could cost as much as $12.1
billion in a single year but
that the eventual savings
could be as much as $0.9
billion in foregone medical
treatment.



Newborn Intensive Care Unit...Providence Hospital

HISTORICAL BACKGROUND

The Newborn Intensive Care Unit was opened in 1972 as a 6 bed "Newborn
Special Care Nursery" and was designated as Alaska®s referral center for
critically i1ll newborns. The nursery was organized, opened, and funded
through cooperative efforts and monies from Federal and State agencies;
Emergency Medical Systems; Alaska Native Health Services; Private
Pediatricians; and Providence Hospital. Throughout the 1970s Providence
assumed increasing financial responsibility for the Newborn Intensive Care
Nursery and today Providence accepts fTull financial liability for the
operation of this complex 38 bed NICU.

CURRENT EFFORTS

Cooperation and work with other systems continues demonstrating the
ongoing spirit of the venture begun in 1972. A par-ial list of Providence
Perinatal programs follows:

Providence provides intensive care for newborns in the Military &
Alaska Native Health systems as well as those in the private
sector

LifeGuard, Providence®s medical transport team provides transport
for critical mothers and babies from any place or facility in the
state to their health care facility of choice assisting families
and physicians in the provision of needed care

When the parents and physicians so desire, iInfants originating at
other facilities are transferred back to that facility when their
condition improves and they are able to receive the needed level
of care at that fTacility.

Extensive training for health workers throughout the state 1is

provided in Providence sponsored programs. These programs take
place both in Providence (vith classroom and ™"hands-on™ teaching)
and in other health care facilities. The goals of the educational

programs include

**"PREVENTION of high risk pregnancies

***pPREVENTIOI!M of low birthweight babies

*#*PREVENTION of complications of pregnancy and delivery

***EARLY assessment for, recognition of, and appropriate
intervention & referral for high risk/physically distressed
patients

The Newborn ICU and the Maternity Center Nursing Units provide

24 hour a day formal and informal consultative services to health
care workers from other facilities and maintain telephone
"HOTLINES" for physicians to consult with specialists in
maternal and infant care. There is no charge for these services.



The Newborn Intensive Care Nursery has been expanded 4 times since
1972. In July, 1985 this entirely new 38 bed unit was dedicated as part
of the High Risk Maternity Center. This facility is expected to provide
adequate space for Newborn Intensive Care needs of Alaska®s population
through the mid-1990s.

TODAY, OCTOBER 23, 1987...

***\We have 28 patients. Our lowest census iIn 1987 was 14 babies...our
highest was 42. Our ™"average"™ daily census iIn 1987 to date is 26.

20 of our current patients were born Bt Providence
8 of our currentpatients were born elsewhereand transferred
here for special services and care.

***18 infants are from the Anchorage Bowl area
**p*9 jinfants are from other parts of Alaska

24 of our infants are here because they require care for
problems relatedto being born prematurely.

4 of our 1infantswere not born prematurely but were

distressed at or shortly after birth for a variety of
reasons. We generally have a larger proportion of infants in
this group <10-40%).

***7 of our infants are from Military service personnel. This 1s a
bigger proportion of our total than 1is usual.

***5 of our infants are from the Alaska Native Health System. This 1is a
bit less than our ™usual™ mix. Most of the time 25-35% of our

infants are ANMC patients.

***4 of our iInfants are recipients of Medicaid (this includes 3 of our 5
ANMC patients.

*xx9 oFf our infants are covered in some degree by private insurance.

***8 of our infants have no insurance coverage, have been denied public
assistance, and/or are awaiting determination of eligibility for
specific program funds.

***7 of our infants are covered through Military health care contracts.

TODAY we are staffed with 15 Registered Nurses, 1 Neonatal Nurse
Practitioner, 1 Clinical Nurse Specialist, 1 Unit Clerk, 1 Equipment
Technician, 2 Respiratory Care Therapists, 1 Perinatal Social Worker, 1
Manager, and receive numerous services from other departments such as
Laboratory, Radiology, Special Diagnostic Services, Administration, etc.
We also have 5 RNs in classroom orientation. Staffing 1s adjusted up. or
down every 4-8 hours depending on the number of infants in the unit AND
the level of care they require.

Daily charges vary from depending on the level of care required and the
amount of technological support needed. The daily charges are higher for
more severely ill babies and are lowered bs the infant improves and
requires less care and support.



The majority of the families of our patients are hard working Alaskans.
We serve fTamilies of the very affluent and influential, white and blue
collar workers, and the poor. Without exception, they all love their
infants, experience guilt feelings about their babies problems, and worry
about how to provide the nurturing necessary for their newborn. Some
parents express and dealwith their feelings and anxieties iIn a more
constructive manner than others. We individualize our healthcare
interventions to each family®s need and strive to empower them to do for
themselves rather than fostering dependency.

While the costs of providing this care are very high the ™"outcome™ of the
financial expenditure is very positive. The majority of infants cared for
in NICUs are functioning at age appropriate developmental levels at or
shortly after discharge. A number of NICU '"graduates'™ experience
relatively minor deviations from developmental norms as do many children
who did not require NICU care at birth. The number of NICU graduates with
major developmental and/or functional deficits is very small. National
follow up studies have demonstrated that although the absolute number of
severly impaired children has increased over the years, the percentage of
children with severe impairment HAS NOT INCREASED SINCE THE ADVENT OF
NEWBORN INTENSIVE CARE.

Decreased funding of Newborn Intensive Care in this state threatens the
safety and welfare of our future population. Premature birth, birth
defects (major and minor), and complications of delivery will not go away
if funding does. If care becomes less accessible, the problems resulting
from these conditions will be intensified. Some infants will die. Some
will live but have residual problems which are worse than or may not have
occured at all i1f treated promptly in an NICU setting. This can lead to
higher costs in human suffering and grief AND in health care expenditures
in the future. The goal of Newborn Intensive Care is to literally put
ourselves out of business. This goal will be a long time in coming and
requires the continues commitment and support of public and private
entities.



June 10, 1987

Ms. Lisa McClaren

c/o Representative Nilo Koponen
P.0. Box V

Juneau, AK 99811

Dear Ms. McClaren:

Enclosed is a copy of H. J. Resolution 192, nearly 1identicial
to the Senate Joint Resolution 99. In my telephone conversation
I may have incorrectly stated that Senator Murkowski had not co—
sponsored the resolution; he has.

On the national level, WIC serves only 42% of those who are
eligible. In fiscal year 1987 the WIC program is funded at $1,663
billion, and serves 3.4 of the 8 million eligiblewomen, infants
and children. Five million people qualify for WIC assistance but
are unable to receive benefits because of i1nadequate government
funding. This resolution is important to expand the 1impact of
the federal program in Alaska.

Another source for statistical information onWIC 1is the Center
on Budget and Policy Priorities. The Center analyzes the federal
budget and policies and assesses their impact on domestic food
programs in clear language. Stefan Harvey at (202) 544-0591 can
answer questions, or write the Center at 236 Massachusetts Ave.
N.E., Suite 305, Washington,D.C. 20002.

Again, 1 urge Represntative Koponen to contact Ted Stevens
as a member of the Senate Appropriations Committee in mid summer

when they will be marking up the FY <88 Labor, HHS, Education and
Related Agencies appropriations bill.

Thank you for assistance and support for this important program.

Very truly yours,

Earbara L. Franklin
P.0. Box 2765
Fairbanks, AK 99707

Enclosure
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To express llie seine ot the CoiigTess that the Special Supplemental Food
I'ropram tor Women, Intants, and Children should receive increasing
amounts ot appropriations in fiscal rear W8R and succeeding fiscal jean.

EN Tins HOUSE OF REPRESENTATIVES

March 18, 1987

Mr. Millf.b ot California (tor himscK, Mr. Hawkins, Mr. Jeffords, Mr. Slat-
tery, Mr. Leland, Mr. Panetta, Mr, Wolpe, Mr. MacKat, Mr.
Mnlluoii, Mr. Traxler, Mr. H all ot Ohio, Mr. Gilman, and Mr. Conte)
introduced the folloning joint resolution; which was referred to the Commit-
tee on Education and Labor

JOINT RESOLUTION

To express the sense of the Congress that the Special Supple-
mental Food Program for Women, Infants, and Children
should receive increasing amounts of appropriations in fiscal
year 1988 and succeeding fiscal years.

Whereas the 100th Congress wishes to assure a healthy, pro-
ductive citizenry;

Whcrens children arc especially vulnerable to the effects of mal-
nutrition;

W hereas 13 million children live in poverty;

Whereas children have been the fastest growing jomponent of
the poverty population;

Whereas the number of young children living in poverty has in-
creased 41.2 percent between 1979 and 1985;

Whecrens nl no time in life is the need for good nutrition nnd
adequate health enre ns critical ns during prcgnnney when
the fetus is developing nnd during the initial years of the life
of a child;

W hereas malnutrition causes a body to be more prone to illness
and a mind to be less able to develop to its capacity;

Whcrens malnutrition in cnrly childhood may lead in the ex-
treme to death or mental and physical retardation;

Whereas the infant mortality rate of the United States is unac-
ceptnbly high;

Whereas 1G other industrialized countries have a lower infant
mortality rale than that of the United States;

Whereas the Special Supplemental Food Program for Women,
Infants, and Children (WIC) has been proven to have a
major impact in reducing the incidence of low-wcight births
and late fetal deaths;

Whereas the WTC program decreases the rate of premature
births, increases the proportion of poor pregnant women
seeking prenatal carc, increases head circumference of in-
fants bom to women who receive benefits under the WIC
program during their pregnancies, improves diets for
women, infants, and children, and reduces the incidence of
anemia among women, infants, and children who are nutri-
tionally at.risk because of poverty;

Whereas the WIC program was proven to be cost-effective by a
Harvard University School of Public Health study which in-
dicated that every one dollar spent on the prenatal compo-
nent of the WIC program potentially saves three dollars in
later health carc costs;

=U I0] m
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Wherens benefits afforded to participants under the WIC pro-
gram result in significantly reduced health care costs und

Whereas over half of the women, infnts, nndl children eligible

11
12
13
14
15
16
17
18
19
20

relnlcd costs incurred at the Federal, State, nd local levels;

and

for benefits under tho WIC program ennno! now be served
because of insufficient funds: Now, therefore, be it

Resolved by the Senate and House of Representatives
of the United Slates of America in Congress assembled,
SECTION L SHORTTITLE.

This resolution may be cited as the "WIC Food For

Life Resolution™.

SEC 2. SENSE OF CONGRESS WITH RESPECT TO WIC APPRO-

PRIATIONS.

It is the sense of Congress that—

(I) the WIC program should receive appropria-

lions—

(A) for fiscalyear 1988 inan amount suffi-
cient to enable not less than 300,000 more eligi-
ble women, infants, and children to bhe served

each month than were served in fiscal year 1987;

(B) for fiscalyear 1989 inan amount suffi-

cient to enable not less than 55 percent of eligible

women, infants, and children to be served;

(C) for fiscalyear 1990 inan amount suffi-

cient to enable not less than GO percent of eligible

women, infants, and children to be served;
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(D) for fiscal year 1991 in an amount suffi-
cient to cnnblc not less thnn G5 percent of eligible
women, infants, nnd children to bo served; and

(2) that appropriations for tho WIC program

should continue to be increased for each succeeding

fiscal year until all cligibto persons are being served;

(3) that tho budget resolution for fiscal year 1988

Bhould O3.sumo the appropriation of tho amounts neccs-

sory to meet the goals described in paragraph (1); and

(4) that an effective outreach program should ho

conducted to identify women, infants, and children that

arc eligible for benefits under the WIC program.

0
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%KA? TATEL I LATURE
REPRE ATIVE
EARCH AGENCY

P.0. Box Y, Slitt Ciplio)
Jutmu, AlAikft W 1110100

Mill Stop 3100
(907) UJ-IMI
October 21, 1987
MEMORANDUM

TO: Representatives N11loKoponen  andJohnny Ellis
ATTN: Llsa McLaren

FROM: Mary Jennings
Legislative Analyst

RE: Location ofPrenatal CareProviders in Alaska (Supplemental
Information)
Research Request 88.032

You requested that we provide a table showing the ratio of women of child*
bearing age to the number of prenatal care providers for each census area
of the state.

Table 1 provides the Alaska Department of Labor 1985 estimates of the num—
ber of women of childbearing age (l.e., women between the ages 15 and 44)

In each census area of the state.l1 The number of prenatal care provi—
ders by type (e.g., private practice, public health nurse) 1s also given by

census area. Dividing the number of women of child bearing age within a
census area by the total number of providers with a census area gives the

ratio of women to providers. The table Indicates that the statewide ratio

1s 482 women to one provider, with a range from 43 (Bristol Bay) to over

1,400 (Dillingham) women per provider. The following section of this

memorandum discusses problems with using a ratio method as an indication of

the level of prenatal care service received throughout the state.

Population Discussions with various health officials indicated that
population was not a factor preventing pregnant women from receiving
prenatal care in relatively populous/rural communities without a provider
based in the community, Most officials agreed that the frequency of

AEstimates of the number of women of childbearing age by community
were not available. The Alaska Department of Labor plans to provide these
data in the near future.



XT 21 '87 10:26 LEGISLATIVE IHFO OFC,JUHEnU

Representatives Koponen and Ellis
October 20, 1987
Page 2

visits of providers was the most important determinant of the quality of
prenatal care in rural communities. Therefore, a relatively high ratio of
women to providers--as in the Dillingham (1,461 to 1) and Matanuska-Susitna
Borough (1,420 to 1) census areas--does not necessarily Indicate a lesser
degree or service,

Itinerant Providers. The ratios do not account for women who are served
by providers basrd outside census area boundaries. For example, the
Skagway-Yakatat-Angoon census area receives service from providers based iIn
the Uuneau Borough and Haines Borough census areas, but this 1s not indi—
cated by the ratio. Additionally, the ratios do not reflect areas that
have many communities served by relatively few Itinerant providers. For
example, the table Indicates that the the ratio for the Prince of Wales-
Outer Ketchikan census area 1s 296 women to one provlder--relatlvely low.
This ratio 1is misleading because several non-Native communltles--which have
been Identified “Jy the Alaska Department of Health and Social Services as
receiving minimal servlce--are served by only one itinerant nurse. (The
other providers iIn the area are twc U.S. Public Health employees working in
Metlakatla and a public health nurse serving the City of Craig).

Military Providers. The Aleutian Island, Anchorage Borough, Fairbanks
Northstar Borough and South East Fairbanks ratios Include military pro—
viders, Although these providers serve the significant military popula—
tion, their services are not available to the general population of the
census areas. Because we are not able to separate female members of the
military population, the military providers are significant to the ratio.

I hope you find this Information useful. Please call 1f you have any
questions.

Attachment



TABLE 1

PRENATAL CARE PROVIDERS BY CENSUS AREA

CEMJS AREA

Aleutian Island
Anchorage Borough
Bclhel

Bristol Boy
Diltinghan
Fairbanks U.S. Bor.
Koines Borough
Juneau Borough
Kenai Pen. Borough

Ketchikan Gntcurry Bor.

Kodiak Island Bor.
Kot-Su Borough
None
North Slope Bor.
Northwest Artie Bor.
Prince of Uoles-
Outer Ketchikan
Sitka Borough
Skgny-Yokutnt «Arvgoon
S.E. Fairbanks
Valdez-Cordova
Wode Harpton
Wrangel [-Petershcrg
Ylkon-Koyiic

STATE TOTAL

WOVEN OF
CHILDBEARING
AGE

2,104
68,555
3,152
256
1461
19.465
506
7.453
10,234
3.034
3.285
9,938
1801
1.209
1,300

1182
2,034

876
1,656
2.217
1,266
1634
1.946

146.564

RATIO OF WOMEN

TOTAL OF CHILDBEARING -—
PRENATAL CASE AGE TO PRENATAL
PROVIDERS  CARE PROVIDERS

3 701
A 729
24 131

6 43

1 1461
38 512

1 506
18 414
23 445
16 10

9 365

7 1,420
10 180

7 173

6 217

4 296
15 136

0 :

2 828
10 222

0 :

6 272

4 487

304 482

Prepared by the House Research Agency, October T987 (88.052C; 080387-03).
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1ABLE 1
PRENATAL CARE PROVICERS BY CENSUS AREA

RATIO Of UOHEM
UOHEM OF TOTAL OF CHILDBEARING -—
CHILDBEARING ~ PRENATAL CARE AGE TO PRENATAL PRIVATE  PUBLIC HEALTH
CEMJS AREA AGE PROVIDERS  CARE PROVIDERS PRACTICE NURSE
Aleution Islond 2,104 3 701 1
Anchorage Borough 68,555 7} 729 64 2
Oetbel 3,152 24 131 10
Bristol Boy 256 6 43 1
Qit tinghan 1461 1 1461 1
Fairbanks M.S. Bor. 19,465 3B 512 13 10
Haines Borough 506 1 506 1
Juneau Borough 7.453 18 414 8 5
Kenai Pen. Borough 10,234 23 445 18 5
Ketchikan Gateway Bor. 3,034 16 190 6 5
Kodiak Island Bor. 3,285 9 365 6 2
Kat-Su Borough 9,938 7 1420 3 4
None 1,801 10 180 6 4
North Slope Bor. 1,209 7 173 3
iJorthwest Artie Bor. 1,300 6 217 2
Prince of Uales-

Outer Ketchikan 1,182 4 2% 2
Sitka Borough 2,034 15 136 3 2
Skgwy-Yakutot-Angoon 876 0 :

S.E. Fairbanks 1,656 2 828

Valdez-Cordova 2.217 10 222 8 2

Wade Karpton 1,266 0 -

Urangell-Petcrsberg 1634 6 272 4 2

Yukon-Koyuk 1,946 4 487 4
STATE TOTAL 146.564 304 482 139 88

Prepared by the House Research Agency, October 1987 (88.032C; 080387-03).
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POSTNEONATAL MURTALITY, ALASKA, 1979-1 985
RATES CALCULATED AS DEATHS/BIRTHS * 1000

RACE

WHITE NATIVE i BLACK 1 OTHER

RATE |BIRTHS|DEATHS RATE MR lIIS4|DEATHS4| RATE |BIRTHS|DEATHS| RATE |BIRTHS|DEATHS

REGION 1 1 1 1 1 1 1 1
} 1 | i 1 1
ANCHORAGE/MATAUUSKA- 1 1 1 1 1
SUSITNA 9.00| 29505]| 113 6.99 32621 211 9.921 2991 121 3.51 | 19231 5
GULF COAST 9.951 6966 | 31 5.79 12009]| 71 25.001 90 | 11 . 1 310]|
INTERIOR 5.901 103681 56 9.06 22031 20 | 7.19] 89 0| 61 . 1 299
NORTHERN 2.68] 373 1 12.79 32181 911 . 1 211 o1 . 1 95]
SOUTHEAST 3.56]| 6069 | 29J 11.56 29 23| 28| 19.991 69| 11 . 1 333]|
SOUTHIJEST 1 6.02] 11621 71 9.98 9607 96 | . 1 98 | o1 . 1 103]

TOTAL 1 9.35|] 599331 2371 9.631 16927| 1631 5.78] 3959 20 | 1.991 2513]| 5
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TABLE 3.29A x*xxxxxk1985 PROVISIONAL PATAXXXXXXXXX
PO51NEONATAL DEATH3 AND MORTALITY RATES BY REGION AND

RATES ARE 3 YEAR MOVING AVERAGES

1981 1982
POST-1 [ | PO5T-I !
NEO |TOTAL ! | NEO ITOTAL |
DEATHS|BIRTHS| RATE |IDEATHS|BIRTHS
SUM | SUM | SUM | SUM | SumM |
REGION
ANCIIORAGE/MATA-
NUSKA-SUSITNA 21 9699 3.9 17 5268
GULF COAST 5| 11771 5.11 7] 12661
INTERIOR 3; 1837 5.1 111 20771
NORTHERN 31 .86 12.1 | 81 522
SOUTHEAST 5% 12221 5.0] 61 1330
SOUTHWEST 61 735 6.6 | 6] 892]
o end e
| TOTAL 98] 10206f 5.0 53| 113551

YEAR, ALASKA,
| POST-
| NEO
RATE  IDEATHS
SUM | SUM
3.8] 22
+. — (.
9.0] 3]
6: 7| 21
10.61 6]
9.3] 3
8.3 101
=4
5.11 70|

1981-1985
YEAR
1983
TOTAL | [
DIRTHSI RATE
L] * —_— —
SUM | SUN |
+ +
577 3.9
+ -t
1393 9.6
2037 7.11
5971 9.8]
13s7| 9.2]
959| 10.11
120931 5.3

POST-i
NEO
DEATHS |
—A

SUM |
il

28|

13|
3
-1
51
12 |

4

691

1989 | 1985
| POST- | [
ITOTAL 1 NEO| IDIAL [
BIRTHS . RATE iDEAIHSIt; INI IIS| RATE
SUM | SUM | SUM | SUM | SUM
+ 1
6117 9.5 32, 6362 9.8
1299 9.7 81 13951 6.0
22091 6.9 111, 22351, 5.9
617| 9.9 8| 537| 9.1
+-
13731 5.6 | 10| 13371 5.5
+ .
923 10.11 7k 980]| 10.0
125331 5.7 | 76| 123961 5.7



iLASKA RESIDENT

INFANT DEATHS,

1979-1985

Y BIRTHWEIGHT AND RACE OF CHILD

vLL
INFANT
BIRTHS DEATHS
N IPCTN N IPCTN
BWT |
<1000 316 0.91 208 23.161
1000-1999 | 3351 0.93] 80| 8.91]|
[ R — L R + -
1500-1999 | 751 0.96] 55| 6.12]
D R B R +-
2000-2999 | 29781 3.181 83| 9.29]
[ Y —— B — +-
2500-3999 162137]|79.79]| 907]|95.32]
............ +-
9000 + ]11315]19.53] 38| 9.231
L — R —— +- u .
UNK | 595| 0.70] 27| 3.011
B B +-
ALL | 77877 100 | 898]| 100|

rani

TYPE
i I PN (6
NEONATAL POSTNEONAT- IPN (28 DAYS| MONTHS-1
DEATHS AL DEATHS | 5 MONTHS) |  YEAR)
N IPCTN N IPCTN | N IPCTN | N IPCTN
| [
|
191]38.28 17 9.26] 15] 9.72 2] 2.97
R — e — +-
67]113.93] 131 3.26] 111 3.961 2| 2.97
B —— +- f S —— + +-
351 7.01] 20| 5.011 16] 5.03] 9] 9.99
[ — +- R + +.

991 8.821 39] 9.771 33 110.381 6] 7.91
+ +- [ +- i +-
129]29.85] 283L70.93L 221169.50 1  62[76.59

-------------- +- F o +.
13| 2.611 25| 6.271 211 6.60] 9] 9.9s
+ e - [ +- F e + -
25| 5.01] 21 0.50] 1] 0.31] 1] 1.23
B - [ *o + mmmmmmm———— + +-
9991 100| 399] 100] 318] 100] 81| 100



LASKA RESIDENT

INFANT DEATHS,

1979

1Y BIRTHWEIGHT AND RACE OF CHILD

'ACE WHITE

1

BWT

<1000
1000-1999
1500-1999
2000-2999

2500-3999 |

9000 + !

UNK |

ALL |

-1985

TYPE
INFANT NEONATAL  POSTNEONAT-
DEATHS DEATHS AL DEATHS
IPCTN | N IPCTN | N IPCTN |
136]26.00 129 90.39 12| 5.56
99| 8.911 35111 .90 l 9 81Ty
b et + T -
30] 5.79], 181“§“§E|_ 121 5.561
95| 8.60] 27| 8.79] 18] 8.331
239]199.79| 82126.71 | 152[70.37]
23] 9.90] 10| 3.26] 13| 6.021
1112.10] 111 3.581 1 ]
523] 100| 307| 1001 2161 1001

PN (28 DAYS
5 MONTHS)

N |PCTN |

111 6.55
+ +
81 9.761
+

91 5.36|
+ +

15| 8.93|
113167.26]|
12| 7.19]
1 1

1681 100]|

PN (6
MONTHS-1

3] 6.
39|81,
1 2.
.1

981 100



iLASKA RESIDENT INFANT DEATHS,

1979-1985

IY BIRTHWEIGHT AND RACE OF CHILD

IACE NATIVE

TYPE
INFANT NEONATAL POSTNEONAT- PN (28 DAYSﬁ
DEATHS DEATHS AL DEATHS 5 MONTHS) |
N IPCTN N IPCTN N IPCTN N IPCTN |
BWT
<1000 . 41113.95 37127.01 4 2.55 3] 2.36
1000-1499 30110.20 | 27119.71] 3] 1.911 2] 1.571
1500-1999 1 23] 7.82] 16]11.68] 7| 4.461 6] 4.721
2000-2499 1 33]11.22] 14]10.22] 19112 .10 16112.60]
2500-3999 1 146 149.66] 34124.82] 112|71.34] 91|71.65
4000 + 1 12] 4.08] 21 1.46] 10| 6.37| 8] 6.301
UNK 1 91 3.061 11 5.111 2| 1.27] 11 0.79]
ALL I 294) 1001 137} 100" 157 100] 127] 100

PN (6

MONTHS-1

N

YEAR)
IPCTN
1] 3.33
1] 3.33
1 3.33
3110.00
21170.00
6.67
3.33

100

2
1]

30



UASKA RESIDENI DATA, 1979-1
rABLE OF APGARS BY TYPE
1PGARS5 TYPE
REQUPHCY
PERCENT
ROM PCT
COL PCT BIRTHS |
I
iniER c 7857-’ C 637-
9.81 0.61
88.11 5.16
1p.0% (56.23/
1-10 (700201 (" 617 >-
87.65 0.51
98.10 0.38
-89 .91. 65.7 7'1
e o2 ™0~ -
TOTAL 77877 898
97 .26 1.12

985

7 i

0.12

9.-L6
,19.66 j

699
0.62

c86 >

0.11
.0.96

(~21.557

C 313
0.39
0.16

78.65",

399
0.50

................. y =N
v (. 17/
0.09 0.02
0-15
~21.70 , ,-20.99°
C 269
0.31 0.08
<uU3s5,, 0.09
(78720,) £?0~1
318 81
0.60 0.10

TOTAL

71155
88. 86

oo
o
oN

1-7 r?5i io.ol

* %10 -jooW H*'

al

4*1



ALASKA RESIDENT BIRTHS AND INFANT DEATHS, 1984-1985
BY AGE OF MOTHER

TYPE
PN (28 PN (6
INFANT NEONATAL POSTNEONA- DAYS-5 MONTHS-1
BIRTHS DEATHS DEATHS TAL DEATHS MONTHS) YEAR)
N IPCTN | N IPCTN N IPCTN N IPCTN N IPCTN N IPCTN
MOMAGE |
UNK 0.03 0.37 Il 0.76
<15 I 21| 0.081 1 1 1 1 .1 1 1 1 o1
15-17 | 632| 2.49]| 91 3.37| 8| 6.11]| 1| 0.74] 1] 0.93] 1
18-19 116721 6.58| 28]10.491 14110.691 14110.29] 9| 8.41] 5117.24
20-24 18072 |31.74| 102|38.20] 41|31.30] 61 |44.85]| 51|47.66] 10 | 34 .48
25-29 [8198|32. 24| 67]|25.09| 39[29.77|] 28]20.59| 20118.691 8127.59
30-34 |5105|20.08| 46 117.23| 22]|16.79] 24 |17 .651 21]19.63]| 3110.34
35-39 |1540| 6.061 131 4.87] 51 3.82] 81 5.88]| 5| 4.67? 3110.34
40 + | 1811 0.71] 1| 0.37] 1] 0.761 1 1 1 1 1

ALL I25E3| 100 | 267| 100] 131 1001 136] 100| 107|] 100| 29| 100

Moth&r'S

TcUotcs



ALASKA RESIDENT DATA. 1984-1985

TABLE OF MOMAGE BY TYPE

MOMAGE TYPE

FREQUENCY

PERCENT

ROW PCT

COL PCT BIRTHS INFANT D NEONATAL POSTNEON PN (28 D PN (6 MO

EATHS DEATHS ATAL DEA AYS-5 MO NTHS-1 Y TOTAL
........... T i —_— -

OTHER 23104 <f23v (Sto i c 121 (2-0 o 23685
88.52 0.88 742 0.46 0.37 0.09 90. 75
87'55' 0.97 *AJ. 0 -51 0, 41 0.10
08> (86141 ~83r20i (5897 90 65y (B2.76

TEEN k2325 e ft/ c12P v'15n (10 ] ) 2414
§.91 0.14 0 0.06 0.04 0.02 9.25
96.31 1:53 052. ,,0.41. 021
(9.1¢ ¢13.86.- cI1-03 Vv 9.35 x17.24

TOTAL 25429 267 131 136 107 29 26099
07.43 1.02 0.50 0.52 0.41 0.11 100.00

"0 i-i\x < 2

fijitL - fi7 Cp,

‘fauvu

m

iiL tv *

2

0

< yi
cl-tce-J



ALASKA RESIDEDi, DATA, 1979-1985

TABLE OF MOMMS BY TYPE

MOMMS TYPE
FREQUENCY
PERCENT
ROM PCT
COL PCT BIRTHS
EATNS DEATHS
OTHER §il§§' .6 98 (379 m
Z 0.81 0.97
97—65 0.-97 0.57
83.63" C72.16> 7§.95)
SINGLE -12798 (250 ; (‘120
15.92 0.31 0.15
95.29 1.87 jua
- . NT7.89 /29.0 53
EreET N
TOTAL 77877 898 999
97.26 1.12 0.62

INEANT D NEONATAL|POSTNEON|PN
| ATAL UFA|AYS-5 MO|NTHS-I

269 |
0.39
0.90 1

. 67 .92 U
— f

0 30 Ji
0.16 |
JL.i7 |
A32.5i" |

399
0.50

1&12"

0.26

,"33.33

318
0.90

(28 D|PN

(6 MO
Y TOTAL
<M 66699
0.07 <"83.29
JL.09
70.37;
13378
0.03 (16.71
Ju1ls
(29.63m
81 80072
0.10 1C0.00
Al c/nryvs -

AVoHIIC4 fY\&n\-cd 5iaJul



ALASKA RESI|IDEMI DATA, 1979-1985

TABLE OP RACE BY TYPE

PACE TYPE
FREOUENCY
PERCENT
cow PCT
COL TCT BIRTHS INFANT D NEONATALIPOSTNEONIPN (28 D PN (6 MO
EATIIS DEATHS |ATAL DEA|AYS-5 MO NTIIS-1 Y TOTAL
OTHER 02598 & ( 601° (368 Cc233 clg3 - C~50J 66033
78.18 0.75 0.66 0.29 0.23 0.06 (79.97;
97.76 0.36 0.57 0.36 0.-29 .0-08
(.80.38"  ~66. 93 (75.7%, ('58.60 C$7.55' ('Si .73-
NATIVE 15279 f 297 - Cl31s (166 - 135 (fiy 16039
19.08 | 0.37 0.16 %.6% 0.17 0.06 (20.0 3"
95.26 | 1.85 0-82 . JLS6 0.19
19.62'| (33.07- ,26.25 /61.60 (62.65 j -C38.27
TOTAL 77377 898 699 399 318 81 80072
97.26 1.12 0.62 0.50 0.60 0.10 100.00
ToOMTtid"™ :

(Lru.UL At Xckjf Ul

5¢ ¢ E NGB



ALASKA RESIDENT DATA, 1979-1985 ]_f
ianlr or census by type
CBNSUS TYPE

FERERT

run
OL PCT sirris  INFANT Di NEONATAL | POSTNEONIPN (28 DIPN. (6 MO
CATIS | DEATHS |ATAL DEAIAYSS MOINTHSA Y  TOTAL

BUSH 11095 | 195 (91- ,106 (82 (22 1 11589
13.86 | 0.26 0.11 0.13 0.10 0.03 "16.67";
95.76 1  1~-68 0.79 0. ao. NO-ZI Q--L9 —*
16.25 j| 21.71 18.26 (C6.07 m £25.79: (27 .16 »
OTHER 66782 | "703 1 (608 ("295 236" 68688
83.60 | 0.8S 0.51 0.37 0.29 0.07 ( 85.53
97.52 | 1.03 0.60 0--6-3-. Q_36 Q.0.9
85.75 | ,78.29 v 81.76 (73.93 (76.21 (~72.86
-t
TOTAL 77877 898 699 399 318 81 80072
97.26 1.12 0.62 0.50 0.60 0.10 100.00
c-Mcl f1 (- d Veh *x
* S ich -C 1 Lj ity .L.a *c\d n .J < C iua >
IX'?2)U L. Latdrcix.- "H iLom ffttk,
Ti. U .cp * (VL tE]V I'c L tfku lu

IT}a ) Q jxjitjLCj (iscU'™-1J1) s

Jb

jLCi

P i [/ [e<- L'yy*



LASKA RESIDENI BIRTHS AMD INFANT DEATHS. 1979-1985

Y LEVEL OF PRENATAL CARE ||
PRENATAL

ADEQUATE | INADEQUATE | NOT STATED ALL

N IPCTN | N IPCTN 1 N IPCTN N IPCTN
TYPE i | I 1

1 1 1 1

BIRTHS 65906180.68| 10981 1.921 10033 13.00 778771 100
INFANT DEATHS 1 562[62.50 | 331 3.071 303133.76| 8901 100
NEONATAL DEATHS | 266|53.311 15| 3.01] 21S163.6 9| 099] 100
POSTNEONATAL 1 1 1 1 1
DEATHS 296|70.19] xal o0.51 1 85(21.30] 399 100
PN (28 DAYS-5 1 1 1 1
IMONTHS) 238170.801 15| 0.72] 65]20.00] 318] 100
1PN (6 MONTHS-1 1 1 1 1 1

1YEAR) 58|71.60]| 5| 3.701 20[20.69] 811 100



NEONATAL AND POSTNEONATAL DEATHS DEATHS FROM SELECTED CAUSES BY

CAUSE OF
DEATH

INFANTS'S

CAUSE

CERTAIN
GASTROINTESTINAL
DISEASES
PNEUMONIA AND
CONGENITAL ANOMALIES

DISORDERS RELATING TO
SHORT GESTATION

BIRTH TRAUMA

INTRAUTERINE HYPOXIA
AML BIRTH ASPHYXIA

RESPIRATORY DISTRESS
SYNDROME

OTHER CONDITIONS OF
PERINATAL ORIGIN

SUDDEN INFANT DEATH
SYNDROME

UNINTENTIONAL INJURY
ALL OTHER CAUSES

TOTAL

INFLUENZA |

Ulll rE

N IPCTN

31

1 9A[29.

1 1
1 2AlI

0.9A

A7

7.52

2.82

5.96

50115.67

1 2]
1 18]

1319]

.09

1.25

0.63

5.6A

100

NEONATAL

RACE OF CHILD

1 NATIVE 1 BLACK | OTHER
I N IPCTN | N IPCTN 1 N |PCTN

3 2.03] 1 1 o1 1

33 22.30| 7| 17.501 2122.22]

1 1 1 1 1

18 12.161 3] 7.501 2122.22]|

9 6.0SI 1 1 1 1

1 1 1 1

1 0.68] 11 2.50]| 1 1

1 1 I 1 1

2A 16 .22| 6]15.00] 2122.221

1 1 1 1 1

A6 31.031 17|A2.50| 3133.331

1 1 1 1 1

A 2.701 1] 2.50] 1 1

- 1 1 1 1

10 6.76 | 5]12.50] 1 1

1A3 100 | A0| 100]| 9] 100 |

N

RACE

OF INFANT, ALASKA, 1979-85

AGE AT DEATH
POSTNEONATAL
RACE OF CHILD
UNK1IN WHITE NATIVE | BLACK | OTHER
IPCTN N IPCTN N IPCTN | N IPCTN | N IPCIII
21 0.8A

1 3] 1.26 18[11.04 1 1116.67
2122.22 32| 13.A5 13| 7.98 1 1116.67
1 1 1 1 1
2122.22 1 1 -1 -1
1111 .11 1 1 1 1
1 1 1 1 1
o1 3] 1.26 o1 1 1
1 1 1 1 1
2122.22 3] 1.26 2] 1.23 1 1
1 1 1 1 1
2122.22 Al 1.68 2] 1.23 .1 -
1 1 1 1 1
- 129|5A.20 72 |AA.17 13161.90 2133.33
1 20| 8. A0 121 7.36 11 A. 76 o1
1 42117.65 AA|26.99 7133.33 2133.33
9] 100 238| 100 1631 100 21| 100 61 100

UNSUJIl

I'CTN

1

1133.33

q

2166.67

31

100



OPTIONS FOR INCREASING PRENATAL SERVICES
|. Increase the number of women and children who qualify for medicaid

Il. Provide a prenatal care program that would pay a portion of the cost of the medical prenatal
care of the eligible women. Each woman would have a participation amount that would be

* dependent on her income and family size.
Eligibility
- low income, but not eligible for medicaid

-- high risk pregnancy due to a medical condition or lack of access to prenatal
care because of geographic location,

[1l. Enhancement of Services

- case management

~ nutritional services
-presumptive eligibility
- no resource limit

- one time eligibility

Solutions can be limited to one of these three choices or be combination of the three - see
schematic.



POSTNEONATAL MORTALITY INALASKA

Definitions:

Infant Mortality (IM) - death of an infant during its first year of life
Neonatal Mortality (NM) - death of an infant during its first 28 days of life

Postneonatal Mortality (PNM) - death of an infant between 28 days and one year of
age

Facts: (based on Alaska data for 1979-85)

1. Alaska’s PNM rate is the highest of any state in the union.
« AK’s 1984 PNM rate: 5.5
« U.S. 1984 PNM rate: 3.8

2. In Alaska, the PNM rate for Natives is twice as high as that for Whites..
e Natives - 9.2 =S nest
« Whites -4.5
1979-85
* Natives - 9.6
« Whites -4.3

3. The Native’s PNM rate is higher than the rate for Whites in each of the 6
geographical regions in the state.

4. The PNM rate (for all races) is highest in these 2 regions:
J985-Kaic
« Southwest AK 10.0
 Northern AK 9.1



5. Low Birth Weight (LBW) is more common among Neonatal deaths than among

Postneonatal deaths.
2/3 of neonatal deaths arc LBW

1/4 of postneonatal deaths are LBW
-This is true for both Whites and Natives.

6. 3/4 of all Postneonatal deaths are Normal Birth Weight (NBW).

7.Teens account for;

(1984 - 85 data )
9% of births

17% of Neonatal deaths
17% of PN deaths (between 6 mos. and 3year)
8. Single mothers account for:
16% of births
24% of Neonatal deaths
33% of all PN deaths
9. Natives account for:
20% of births
26% of Neonatal deaths
42% of all PN deaths
10. The hush accounts for:
14% of births
18% of Neonatal deaths
26% of all PN deaths
11. Inadequate. Prenatal Care was chi. eristic of 3-4% of infant deaths compared

to <2 % of all births,
Higher percentage of Inadequate Prenatal Care was found among teens and

among Natives.

(Adequacy of Care could no! be determined for 1/3 oftill infant deaths)



12. Causes of Death
* Neonatal: (of Whiles and Natives respectively)
Congenital Anomalies (29% and 22%)
Respirator)' Distress Syndrome  (16% and 16%)
Other Conditions of Perinatal Origin (30% and 31%)
* Postneonatal: (of Whites and Natives respectively)
Sudden Infant Death Syndrome (SIDS) - (54% and 44%)
(90% of PN SIDS occurred before the age of 6 months).
For Whites, Congenital Anomalies (13%)
For Natives, Pneumonia and Influenza (11%)
All other causes (18% and 27%). More detailed information is needed here.

Further Detail:
(1) Low Birth Weight (LBW) - less than 2500 grams (5.5 |hs)
Normal Birth Weight (NBW) - 2500 grams (5.5 Ibs.) or more
(2) PNM rate = # postneonatal deaths in ayear/# live births inayear X 1,000

(3) The 6 geographical regions of the state (with census areas included in each):

« Anchorage/Matanuska - Susitna Region
Anchorage Borough
Matanuska-Susitna Borough

* Gulf Coast Region
Kenai Peninsula Borough
Kodiak Island Borough
Valdez-Cordova Census Area

« Interior Region
Fairbanks North Star Borough
Southeast Fairbanks Census Area
Yukon-Koyukuk Census Area



* Northern Region
Nome Census Area
North Slope Borough
Northwest Arctic Borough (Kobuk C.A)

« Southeast Region

Haines Borough

Juneau Borough

Ketchikan Gateway Borough

Prince of Wales-Outer Ketchikan C.A

Sitka Borough

Skagway-Y akutat-Angoon Census Area

Wrangell-Petersburg Census Area
« Southwest Region

Aleutian Islands Census Area

Bethel Cepsus Arqp

Dillingham Census Area

"Wade Hampton Census Area

(4) 'The bush: Census Areas
Nome, North Slope, Northwest Arctic (Kobuk), Aleutian Islands, Bethel,

Bristol Bay, Dillingham, Wade Hampton, Yukon-Koyukuk

(5) Inadequate Prenatal Care: Initial visit was in the third trimester of pregnancy

fewer than five prenatal visits.



NUMBER OF WOMEN OF CHILD BEARING AGE IN ALASKA

BY AGE AND RACE
1984 Alaska Vital Statistics Annual Report

Age White Native Other Total
15-19 13,605 4,051 1,684 19,340
20%24 14,455 3,980 2,139 20,574
25-29 23,497 3,338 3,902 30,737
30*34 24,205 2,939 1,785 21,248
35-39 17.192 2.271 1.083 14.459
104,604 18,305 13,873 136,782



1984 LIVE BIRTHS BY AGE AND RACE OF MOTHER

W hits Hative Black Other Unknown Total

< 15 4 4, 0 0 0 8
15-17 158 136 17 3 0 314
18-19 531 294 41 11 6 883
20-24 2,929 848 160 82 30 4,049
25-29 3,163 628 126 119 25 4,061
30-34 1,911 328 51 77 23 2,390
35-39' 567 117 5 39 0 733
40-44 55 22 0 4 0 81
45 + 1 1 0 1 0 3
Unknown 1 2 0 0 0 3

9,320 2,380 400 336 89 12,525
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Infant mortality consists of
neonatal and postneonatal
mortality, In southern states,
where infant mortality rates
are among the highest in the
count\% Infant mort lity in
as most heavily
affected bg/h Igh neonatal mor-
ta |t rate estern states
rank e amon%the highest for
postneonatal mortality.
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TABLE 2.1A
Infant Mortality Rate, Total, 1984

Rank State Name

OOADOUTECON

North Dakota
Maine
Vermont
lowa
Montana
Minnesota
Massachusetts
Utah
California
Arizona
New Mexico
Nebraska
Idaho

Rho%e Island
Hawaii
Wisconsin
South Dakota
Kansas
Colorado

New Hampshire
Washln%ton
Connecticut
Missouri
Pennsylvania
Ohio

Texas

Nevada
Delaware
Florida
Arkansas

New Jersey
Oklahoma
West Virginia
New York
Wyoming
Indiana
Alaska
Kentucky
Michigan
Maryland
Tennessee
Louisiana
[llinois
Virginia

North Carollra
Georgia
Alabama
Mississippi
South Carolina

District of Columbia

United States

Rate

oo
[EEN

— I—‘OOOOOOOOOOOOOQ
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Source: National Cencerjor Health Statistics. Calculations by Children's Defense Fund.
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TABLE 2.I1B TABLE 2.1C

Neonatal Mortality Rate, Total, 1984 Postneonatal Mortality Rate, Total, 1984
Rank State Name Rate Rank State Name Rate

Montana 4.5 1 Massachusetts 2.9
2 North Dakota 45 2 Connecticut 2.9
3 Oregon 4.8 3 Rhode Island 2.9
4 Idaho 5.0 4 lowa _ 2.9
5 Maine 51 5 New Hampshire 31
6 Washington 54 6 Pennsylvania 3.2
7 South Dakota 55 7 Delaware 3.2
8 Vermont 9.5 8 Maine_ 3.3
9 Minnesota 5.5 9 Hawaii 3.4
10 Utah 5.6 10 Minnesota 3.4
11 Arizona 5.7 11 New Jersey 3.4
12 Alaska 5.7 12 California 35
13 Colorado 5.8 13 Nebraska 3.5
14 lowa 5.9 14 Virginia 35
15 California 6.0 15 New York 3.5
3 New Mexico 6.0 16 Utah 3.6
17 Nevada 6.0 17 Kansas 3.6
18 Massachusetts 6.1 18 New Mexico 3.6
19 Nebraska 6.2 19 North Dakota 3.6
20 Wisconsin 6.3 20 Wisconsin 3.6
21 Missouri 6.4 21 Michigan 3.7
22 Kansas 6.5 22 Ohio 3.7
23 Hawaii 6.5 23 Maryland 3.7
24 Texas 6.6 24 Oklahoma 3.9
25 Ohio 6.8 25 West Virginia 3.9
26 Arkansas 6.9 26 Arizona 3.9
27 Florida 6.9 27 Tennessee 3.9
28 Rhode Island 7.0 28 Texas 3.9
29 Oklahoma 7.0 29 Florida 3.9
30 Wyoming 71 30 [llinois 4.0
31 New Hampshire 7.1 31 Indiana 4.0
32 West Virginia 71 32 Missouri 4.0
33 Indiana = 7.1 33 Wyoming 4.0
34 Pennsylvania 1.2 34 Louisiana 4.0
35 Kentucky 74 35 Arkansas 4.0
36 Connecticut 75 36 Kentucky 4.2
37 New York 75 37 Alabama 4.2
38 New Jersey 7.5 38 Georgia 4.2
39 Delaware 7.6 39 North Carolina 43
40 Tennessee 8.0 40 Colorado 4.3
Al Louisiana 8.0 41 Montana 4.4
42 linois 8.1 42 South Dakota 45
43 Michigan 8.1 43 Nevada 4.5
44 North Carolina 8.1 44 Idaho_ 47
45 Maryland 8.1 45 Washington_ 48
46 Virginia 8.7 46 South Carolina 49
47 Georgia 8.7 47 District of Columbia 5.0
°G  Alabama 8.7 48 . Oregon 5.1
é)% Mississippi 9.0 49 Mississippi 5.4
31 South Carolina 9.8 50 Alaska 55

Dls_trlct of Columbia 16.0 United States 38

United States 7.0

©

IUTt" "all°nal Centerfor Health Statistics. Calculations by Children's Defense Fund.
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Low birthweight is the single
largest_cause 0f neonatal
dedth. Ten of fourteen states
with the highest incidence of
low birthwelght also had the
hlghe_st neonatal mortality
rates in 1984

As might be expected, the
states In which higher propor-
tions of pregnant women fail to
recelve early prenatal care are
the same sfates in which
greater proportions of preg-
nant women receive ng p -ena-
tal care or none until the last
three months_ of pregnangy.
For example, in New Mexico,
two In every five infants bom
in 1984 were bom to women
who had no prenatal care in
the first three months of preg-
nangy, One in ejght New Mex-
Ico Infants was bom to a
mother who had received late
0r no care.

Hank Stale Name

OOONDUTRWN
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TABLE 2.5A

Percent of Births_that Were
Low Birthweight Total, 1984

Ee)
= B
oo o

North Dakota
Alaska

lowa
Minnesota
New Hampshire
South Dakota
Washington
Idaho
Wisconsin
Oregon
Nebraska
Maine

Utah
Montana
California
Massachusetts
Rhode Island
Kansas
Vermont
Arizona
Indiana
Oklahoma
Ohio
Connecticut
Pennsylvania
Missouri
Nevada
Texas
West Virginia
Kentucky
Michigan
New Jersey
New York
Wyoming
[linois
Virginia
Hawali
Delaware
Florida
Maryland
Arkansas
New Mexico
Colorado
North Carolina
Alabama
Tennessee
Georgia
Louisiana
Mississippl
South Carolina
District of Columbia

United States

N

Source: National Centerfor Health Statistics. Calculations by Children's Defense Fund.
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In._ 1986, families in
thirty-two states
received AFDC pay-
ments that were less
than 50 percent of
the federal poverty
level.
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International Infant Mortality Rates

1980-1985

Rank Country Rate
1 Finland 6
1 Iceland 6
1 Japan 6
4 Sweden {
5 Denmark 8
0 Netherlands 8
5 Norway 8
5 Switzerland 8
9 Canada 0
9 France

9 LLLivesmyimaLrgy

1 i i
5 Ve i
12 Smm |
12 Whn ttebl Kingpebtom 10
17 Edyum . 11
7 Ermommag ;

. FReud
17 Uit St il

among cities located In the same state. The nonwhite infant mortahty
rate inl the District of Columbia was nearly three times greater than the
nonwhite rate in San Francisco. A black Ihfant bom in Cleveland. Ohio,
was 1.7 times more likely to die in the first year of life than one bom in
Columbus. Ohio.

7. In 1984, Jor thelJlfth consecutive year, there was no progress in
reducing the percenta(t;e of Infants bom to women who received late or
no prenatal care. The Ten worst states for women receiving late or no

renatal care were: New Mexico. Texas. District of Columbia. New York.

lorida Oklahoma. Arizona. Arkansas. South Carolina, and South Dakota.
Ablack infant bom to a woman in New York was three times more likely
than a black MISSISSIpPI infant and four times more likely than a black’
Massachusetts Infant to have a mother who received late or no prenatal
care during pregnancy.

8. At the current rate of progress, the nation and the states willfall to
meet nearI%/ all of the Surgeon General's 1990 Objectivesfor reducing
Infant mortality, the number of low-blrthwelght births, and the number
of women who receive late or no prenatal care. Babies whose mothers
receive no prenatal care are three times more likely to suffer low
birthweight. with commensurately greater risks of birth defects and
death. ASa ...suit of the nation’ Slow progress in providing access to
early grenatal care and in reducing the InCidence of low blrthwelght. more
than 300,000 excess low-birthweight births will occur between 1978 and
1990. These babies will cost the nation more than S2 billion during this
period Just for the medical care required during their first year of [ife.



PRENATAL CARE COSTS
Adequate Prenatal Care *for uncomplicated pregnancies must begin in the first trimester

-visits should be every 4 weeks for first 2S weeks

—one visit every' 2 weeks for next 8 weeks

—one visit every week thereafter until delivery

- total number of prenatal visits = 14 to 15 visits

- prenatal care provider - obstetrician/gynecologist, certified nurse midwife,

or advanced nurse practitioner
Alaska Women’s Health Sendee - Prenatal Care

fist Prenatal Visit S 200
Each Subsequent Visit @ £45 x 13 visits S 585

Since the recommended prenatal visit schedule for prenatal carc totals 14 visits for a low risk full
term gestation, | multiplied the S45 per visit rate by 13 visits.

Delivery Fees

1 Vaginal delivery S 700

Cesarean Section S 1.40Q
Cost of Vaginal Delivery Cnslof.a C-SectionD.eljy.ery,
Prenatal Care § 78 Prenatal Care  § 785
Delivery-Physician Chg. C-Section Del.. S.1.400
Total Fees $1,485 Total Fees $2,185
Providence Hospital Fees 1,950 Providence Fees s5.000
Grand Total $3,435 Grand Total $7,185

Neighborhood Health Center

Fee includes all prenatal visits plus delivery charges

0 Fee 25% PflIB 50% Fee 75% Fee Full Fee

Medicaid 125% Poverty 150% Poverty  175% Poverty 200% Poverty

$0.00 $300 $600 $900 $1,200



EXAMPLES OF GAPS IN PRENATAL CARE

Women earning ¢.  78% of poverty are not eligible for medicaid; these women must pay cash out
of pocket for prenatal ..are unless insured.

- uncomplicatedpregnancy = 25% ofherincome mustgo towardprenatal care

The 1984 Vital Statistics Report states that 25% (605) of Native women had inadequate prenatal
care and 13% of White Alaskan women received inadequate prenatal care.

Four to five deliveries occur monthly in Anchorage emergency rooms because these women have
had no prenatal care.

Alaska Women’s Health Clinic in Anchorage reports 27% of their patients are not eligible for any
third party reimbursement.

Providence Hospital reported that in 1986, 667 of the 2,480 births there occurred to women who
had no third party reimbursement for their birth; 555 of these women have established some sort
of payment plan for their birth, but 112 of these have not been able to establish a payment plan.

The state demographer estimates that 11% of the Alaska population has incomes above the Alaska
poverty line, but below $18,000.



PROBLEMS TO BE DISCUSSED

Access to Care
Teen Pregnancies
Nutrition for Pregnant Women
Sudden Infant Death Syndrome

Data Related to Infant Births and Deaths
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TABLE 11

UNITED STATES TOTAL
Fact Sheet, 1984

. White Nonwhite Total
Eirths Black Total
To all women 2.923.502 592,745 745639  3.669.141
To all women age 19 and under 324,912 140,112 154.735 479.647
To women under age 15 3.959 5.720 6.006 9.965
Teen Births
(As percentage of all births)
To women age 19 and under 11.1% 23.6% 20.8% 131%
To women under age 15 0.1 10 0.8 013
Low-Birthweight Births
Percentage of btrths that are low birthweight
To all women 5.6% 12.4% 111% 6.7%
To women age 19 and under 7.7 13.6 131 9.4
Percentage of all low-blrthwelght births:
To women age 19 and under 15.3% 26.0% 24.4% 184%
Prenatal Care
Percentage of babies bom to women who began
prenatal care In thefirst trimester
To all women 79.6% 62.2% 64.1% 76.5%
To women age 19 and under 56.7 47.0 473 53.7
Percentage of babies bom to women who began
prenatal care In the third trimester or not at alt
To all women 47% 9.6% 9.3% 5.6%
To women age 19 and under 10.9 14.0 141 119
Infant Mortality
Infant deaths per 1.000 Hue births
Total Infant deaths 9.4 18.4 16.1 108
Neonatal deaths 6.2 118 10.2 7.0
Postneonatal deaths 3.3 65 5.8 3.8

The nation will meet the Surgeon General's 1990 %oals for Infant mortality for all races, whites, and nonwhites
tf Its current rate of progress conlinues. However, the nation will have to Increase progress to meet the infant
mortality goal for blacks. The U.S. will meet the goal for neonatal mortality, but to meet the goal for
ostneonatal mortality the nation will have to nearly triple Its rate of progress. To meet the goals for low-
Irthwelght births, the nation will have to Improve at 4 times the rate of progress for all races, 2 times the rate
for whites. 2.5 times the rate for nonwhites, and 7 times the rate for blacks. To meet the goal for prenatal care,
the country' will have to Improve at 8 times the rate of progress of the past six years.

Source: National Centerfor Health Statistics. Calculations by Children's Defense Fund.



CHILDREN S DEFENSE FUND

e Health of America’s

v'elr(%/rl%\r/]v of FIndings

National and International Findings

National Findings

A virtual stagnation In key maternal and_ Infant health Indicators In
1984 accompanied deeply entrenched childhood poverty and a major
Increase In the number o7 children wlthouti)rlvate health insurance.
Stagnation In the U. S. hifant mortality rate In the 1980s Is the result of
numerous factors, Including: persistently high postneonatal mortality', the
lack of an appreciable decline In the proportion of Infants bom at low
birthweight (which Is exacerbated by high rates of teenage chﬂdbearmg?:
failure to' Increase the proportion ofpregnant women who have access 10
early and continuous prenatal care; the ongoing erosion of major public
health programs in the face of high poverty ratés: and the more than one-
third Increase since 1978 In the number of Americans without health
Insurance, one-third of whom are children younger than 18 (Figure 15).

Irrfant mortality: Nearly 40,000 of the 3,669,141 children who were
bom In the United States In 1984 died before their first birthday, a rate
of 10.8 Infant deaths per 1,000 live births (Table 1.1). This Infant
mortality rate represents a 4 percent decline compared to the 11.2 rate
that prevailed In 1983. This Isa modest Improvement over the 3 percent
annual rate of decline of the previous two years gFlgure 1.1, Table 3.1).
Mortality rates among black and nonwhite’ Infants also declined by 4
percent between 1983 and 1984 from rates of 19.2 and 16.8 to rafes of
18.4 and 16.1, respectively. The infant mortality rate among whites
declined by 3 percent, frgm 9.7 tg 9.4. _ _ _

m Despite their declining Infant mortality, black children remained
nearly twice g1.96 times) as likely as white Infants to die In the first year
of life. Only three times since 1940 has the disparity In black and white
Infant mortality been as wide (Table 3.1). o

. m\While modest gains were made 1n 1984, exRIert_s anticipate no
similar Im?_royements for 1985. According to the National Center for
Health Statistics (NCHS). an examination”of preliminary data Indicates
that "there was no statistically significant ditference between the
estimated infant mortality rate for 1985 of 10.6 deaths per 1,000 live
births and the 1984 revised provisional estimate of 10.7. * The absence of
a statistically significant change In the provisional Infant mortality rate
between 1984 and 1985, is consistent with the slowing In the rate’of
geclgne .'.ri Infant mortality since 1981, following two decades of sustained

ecline.

m The slowing rate of decline can be seen by comparing the annual
rate of decline during the 1981-1984 period (a 3.7 percent Change) to the
average annual rate of decline during the preceding ten years (a74.5
percent change).

-Pro.visioP Ilestimqtigs of annual Infant mortality rates are calculated by NCHS prior to Its
B?%?}B}o% az?rg%gées Inal statistics. For consistency, NCHS compares provisional rates to
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FIGURE 11

Infant Mortality, by Race, 1950-1984

Neonatal mortality: The 1984 national neonatal mortality rate
Fdeaths from hirth to twenty-eight days of Irfez was 7.0 deaths per 1,000
Ive births. This was 4.10 percent lower than the 1983 rate of 7.3.

Postneonatal mortality: The 1984 natronal postneonatal mortalrty
rate (deaths between twenty-eight days and one year of life) was 3.8
deaths per 1.000 live brrths Thrs rep resented on ya 2.56, percent decline
from the 1983 rate. This decline mmgzy returned the nation’s
postneonatal mortality rate to Its 1932 level, since In 1983 there was a
nationwide Increase In postneonatal mortalrt%/ (Table 3.3). Thus, the
nation made no prorqgresss In reducing the rafe ofpostneonatal mortality
between 1982 and

m Postneonatal mortality In the United States has remained
persistently high, even durin the reat Infant mortality decline that
occurred between 1966 and 1979 (Figure 12). Postneonatal mortality Is
Partrcularly drsturbrn Ina countrY as weallhy as, the United States."While
he neonatal mortal ItY rate Is largely a functron of maternal health status
and access to med |ca and supportrve services during pregnancy and
labor, postneonatal moitallty is a more sensitive indicator of the basic
environment In which an_[nfant lives. During the postneonatal period.
Infants need decent housing, food, sanitation, and primary medical care
yet poor children frequently Iack these supports. Experts éstimate that 80
percent of all Infants who die during the postneonatal period were bom at
normal birthweight.2

Low birthweight: The Incidence of low birthweight In 1984 remained
virtually unchanq ed from earlier years. Contrrbutln? 0 the national low
brrthwerght problem Is the high rate of tegnage childbearing In the
United States. In 1984, 13 percent of all births were to teens and these
infants were 1.4 times more likely than al| Infants to be bom at low
birthweight. Even when births tg only older women are considered,
however.”America has a serious low birthweight problem.
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FIGURE 12

Neonatal and Postneonatal Mortality, 1950-1984

‘m Between 1983 and 1984 the percenta?_e of low-blrthweight babies
#Welghmg less than 5.5 pounds at birth) declined only .1 percentage point,

rom 6.8 percent to 6.7 percent. The wide disparity I low birthweight
among racial groups also_persisted, While 5,6 percent of white Infants
were bhom at fow birthweight In 1984, the figures for black and_nonwhite
Infants were 12.4 Berc_ent and 11.1 percent, Tespectively. Black infants In
1984 thus were 2.21 times more likely than white Infants to be bom at
low b|r_thwelght. Only twice since 1970—In 1982 and 1983—has the
disparity In black and white low birthweight percentages been as great
(Tables 1.1 and 3.4). _ _

. Numerous stydies have examined the persistent problem of Jow
birthweight_In this country. Several of these demonstrate a_link between
low birthweight and access to medical and nutritional services as well as
environmental factors such as exposure to critical levels of lead during
pregnancy” Yet In 1986, the Supplemental Food Program for Women.
Infants, and Childien (WIC) served only 40 percent of all financially
eligible women, Infants, and children nationally (Table 2.21D).

Similarly, fn 1986 critical publf health pro_(I;rams such as _
Community and Migrant Health Centers, the Tifle \V Maternal and Child
Health BloCk Grant, and the Federal Immunization Program suffered
funding reductions as a result of the across-the-board Cuts required by
the Gra_mm-Rudman-HoIIIn?sProvmon of the Balanced Budget Act of
1985. Finally, contributing o the one-third increase In the number of
uninsured Americans between 1978 and 1984. the Medicaid Brogram In
1984 served 3.5 percent fewer children than were served In 1978 (Figure
16).

Prematurity: In 1984, 9.4 percent of all births were premature
(occurring prior to the thlrt)(-sever_lth week of pregnancy). Infants bom
g_rematu_rel are more than three times more likely tc be'bom at low

irthweight than those bom at full term.4 Prematurity can occur for



CHILDREN S DEFENSE FUND

many reasons. Includin? poor maternal nutrition, inadequate prenatal
care, and untreated maternal Infections.

Prenatal care: Between 1983 and 1984, the percentage of pregnant
women receiving prenatal care early in pregnancy (during the first
trimestei)_increased only .3 percentage point, from 76.2 percent to 76.5
percent (Tables 1.I and 3.6). The percentage of women who received
either no prenatal care or none until the seventh month or later did not
decline atall from the 1983 figure of 5.6 percent. Indeed. 1984 was the
fifth consecutive year during which the percentage of babies bom to
mothers who recéived late or no care worsened or failed to Improve. By
comparison, between 1969 and 1979 the percentage ofgregnant women
[ei:elvg] I7a)fe or no care in pregnancy Improved by 37.03 pércent (Tables
Il and 3.7).

Inadequate prenatal care can have serious Implications for Infant
health. For example, between 1978 and 1985 .he number of Infants
Infected from birth by their mothers' syphilis rose by 150 percent _
nationally.5 According to the U. S. Centers for Disease Control (CDC). this
Increase’In the rate of congenital Syi)hllls resulted from, among other
things, the lack of adequate prenatal care experienced by pre%nant
wonien, which could have detected and treated the disedse. CDC
estimates that, had adequate prenatal care been received, at least 60
percent of the cases could have been prevented.6

International Findings

As a result of stagnating maternal and Infant health Indicators, the united
States' International ranking on Infant mortality has deteriorated
substantially during the past thirty years. . .

m [nfan mortaﬁty In the United States has declined steadily since
the turn of the century, as It has in other countries. Several facfors have
contributed to the decline both here and In other Industrialized nations.
Including the Introduction of public health sanitation measures,
Immunizations. Improved access to basic health services (such as
Pre_natal care and i)rlmar,yﬁ)ed!atrlc health care), and reduction In the
ncidence of low-blrthweight births.7 _

m [n this book we compare the rate of decline In U. S, Infant
mortality to that of nineteen other nations. \We selected these other
nations for three reasons. First they have reliable vital statistics, reporting
systems. Second, they have comparable economic structures. Third, their
standards of living are comparable to that of the United States.

m During the 1950-1955 period, the United States ranked sixth best
among twenty Industralized countries. By the 1980-1985 period, the
nation had fdllen to a tie for last place among the same countries (Table
1.2). The U. S. position has deteriorated not because Infant mortality rates
In this country have worsened, but because the nation has failed to
reduce Infant ‘mortality as rapidly as have these other countries.

m Between the 1950-1955 and 1980-1985 time periods, the U S.
Infant mortality rate declined by 61 percent. The other nineteen countries
had greater rates of Improvement during this period, with the sole
exception of Australia* (Table 1.2). Evencountries with 1950-1955 Infant
mortality rates substantlallg lower than ours (such as Iceland. Norway.
Sweden, and the Netherlands), as well as countries with comparable rates
such as Denmark and the United Kingdom). Improved more rapidly than
he United States. Many of the nations that experienced more rapi
Improvements and have reached lower rates were substantially poorer
than the United States. _

m Experts point to numerous factors that account for the United

*While Australia experienceda?lightrw lower rate of improvement than the United States
%l#]rlltg %ftlgegerlod, Its actual Infant mortality rates were In fact lower than those of the

During the 1950-
(e
nited States
ranked sixth best
on Infart1t mct)rtallty
among twen
IndUS?[IE\IIiIIZG(Y
countries. By the
1980-1985 period,
the nation had
fallen to a tie for
|ast place among the
same countries.
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TABLE 1.2
Infant Mortality Rates

1950-1985
Selected Countries

e
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{860 4"
1980-85

1950-1955 1955-1960 1960-1965 1965-1970 1970-1975 1975-1980 1980-1985
Rate Rank Rate Rank Rate Rank Rate Rank Rate Rank Rate Rank Rate Rank
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States' failure to reduce infant mortality as rapidly as other countries.
The first Is a relatively high incidence of low birthweight. which is
exacerbated (but by no means caused solelyg by our high rate of teenage
chlldbearln?. Other countries have managéd to reduceboth low .
birthweight'and infant mortality. They have done so both by promoting
much lower rates of teenage chlldbearln_? and by ensuring access by
pregnant women and infants to maternity care and family supports.

he percentage of babies bom at lowbirthweight in the United States
nas declined onll_Ysh%htIysmce 1950 (Tabie 3.4). Indeed, the U, S,
Department of Health arid Human Services recently reported that declines
in fow birthweight in the United States have been 5o slight that such
redu'.tiors are fesponsible for only 10 percent of the decrease in infant
mortality that has occurred since "1960.8 As a result, the incidence of low
blrthwe_lgi_ht In the United States is substantially higher than In other
Industrialized countries, L _

Akey majlor factor that distinquishes the United States from
countries that have reduced Infan mortallt%/_rat_es more rapidly is the.
grovwlon of maternity services. Of all industrialized countries, the United

tates stands alone i its failure to assure pre%nant Women access to |
prenatal care and delivery services through either a public health service
or universal health Insurance.9 While 235 percent ot all mothers, more
than 20 percent of white mothers, and nearly 40 percent of all black
mothers In the United States did not receive early prenatal care In 1980.
fewer than 1 percent of all mothers in Sweden received made(iuate care
that year.D In France, ensyring early and continuous prenatal care is
regarded as so Important that pregriant women are provided with cash
E)ay_ments as part of their prenatal™care program in order to encourage
heir_use of services and to ensure them an adequate standard of living.

The United States also has other social policies that affect infant

FIGURE 1.3

Infant Mortality Rates, Selected Countries, 1950-1985



