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Table I Birth weight. race, and rnonalitv. I'nitcd States', singleton tue births, |y 'a _ |o ' 5’

Neonatal murrains rate Po>tneonatal mortalits rate
iper 1000 births i • per 1000 birthsi

Birth weight White Nonwhite White Nunwhite

Low birth weight" I0 : 8 9.1 5 i s : 19 4
Normal birth weight" 2.6 1 2 2 8 4 .’

■ Eight areas. accounting lor a te ji ft'r of L' S births 
"Source Adapted from Shapiro et at 1 381
• Low bmh wetghi. Less than or equal 10 2500 grams Normal bmh weight More than UOO grams

in fn n K r lv in ^  afrpr rhi» firer m n n ^  nfliff* i r t  r f  norm i1 hifTh n w n h u  "’ SlYl onm c 

or more at birth) compared with the 28% o f infants tlvtne within tho fircr month 
tat lift) whii tire Ol numnal htnh wpiohr t~>)

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 o f postneonatal monality require the linkage o f 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 o f the knowledge about 
the sociodemographic correlates o f 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 o f Asian descent) are at higher risk o f death, 
but the relationship betwt. ■» race and postneonatal mortality differs from that in 
the neonatal period. Table 2 indicates that black low-birth-weight infants are at 
lower risk o f 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 o f dying than their white counterparts. Black infants o f normal birth weight 
are also at higher risk o f 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 rate lb tm fiiie-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 o f 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 o f 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.
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Table 2 Piistneonatal mortalits rates'' by selected causes. United States |9 |S -|9 'v '

Cause 19(8-1925 |9J9-|94| 1949-1951 1964 19*5 I9 '8

Infections- 21 -15 v -s-s 0 '0 0 29 0 30 0 25
Neoplasms NAJ NA NA 0 06 0 04 0 03
Meningitis NA NA NA 0 18 0 10 0 II
Respiraiory 10 59 6 21 2 69 2 61 1 07 0 50
Gastro­

intestinal
0 82 3.81 1 45 0 61 0 09 0 08

Congenital
anomalies

1 70 1 46 1 42 1 22 0 90 0 74

Conditions 
of early 
infancy

4.10 1.17 0 65 0 31 0 08 0 |7

Symptoms NA 0.99 0 45 0 44 1 16 1 52
Accidents NA 0 86 0 82 0.74 0 49 0 34
Homicide NA NA 001 0.02 004 0 94
Percentage 

of deaths 
accounted 
for by all 
causes

82^ 91<c 9 lfi 94<> 89^ 8Srf

‘ Per 1000 live binhs.
"Source: NCHS. Vital Statistics f  the L'ntted States, lor scan I96J. 1973. 1971). Frankel 1111 nor sears 

1918-19251: Shapiro et al 1968 i3H»i ifor sears 1939-1941. |94 9 -I9 5 li 
• Includes diarrhea, except ol nessbom. except I9 3 9 -I9 J I. which includes diarrhea of nexsbom 
aN’A. 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 o f 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 o f 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 o f maternal age, parity, and social class. In univariate analyses, the 
relationship between maternal age and mortality is U-shaped, with higher 
mortality among infants o f 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 o f mothers under
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age 25. o f parity three or greater, and o f social class IV or V was 15 I in 1476 
compared with a mortalits rate o f 2 . 0  among infants o f mothers aged 25-29. 
without prior pregnancies, and within the highest two social classes •( 33 1 A 
follow-back survey o f legitimate births in the United States in 1964-1966 
showed both family income and maternal and paternal levels o f education to be 
related to postneonatal mortality, independent o f race. Among both black ana 
white infants, the inverse relationship between each o f the three factors and 
.ates o f postneonatal death was striking and increased as the age o f death 
increased. That is, the differentials across social classes were greatest for 
deaths at ages 6- 1 1 months, somewhat less so at ages I -5  months. and least for 
deaths under one day o f age < 3 1). Gonmaker's (13) multivariate analyses of 
these data showed the independent effect of poverty, maternal education, and 
paternal education, as well as an independent effect o f 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 o f the United States. These births comprised about 6% of all US 
births in 1974-1975. A ll o f the factors except birth order had a direct compo­
nent relating to postneonatal death. Infants bom small had progressively higher 
risks o f 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 o f death regardless 
o f race.

Crawford et al (7) also uscJ multivariate techniques to study the relationship 
among several social and environmental factors and the various components o f 
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% o f the 
variance in postneonatal mortality in 1950-1953 and 53% in 1958-1964. When 
the percentage o f mothers o f parity 3+ and the percentage o f births to mothers 
age 30+ were added, the percentage o f 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 o f 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 o f lead in water containing low concentrations o f 
calcium.
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The relative unavailability o f data makes it d ifficu lt to examine trends m the 
relationship o f these sociodemographic factors over time. In the absence o f 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 o f 
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 o f 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 c f 
the disparities or even a resurgence o f the large gaps between the postneonatal­
ity rates o f 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 o f education. Infants 
bom to mothers without a high school degree had much higher mortality than 
infants o f mothers with more than a high school education, among both normal 
and low-birth-weight infants; the rate among infants o f 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 o f 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 1 2  times as likely to die in the postneonatal 
period as normal-birth-weight offspring o f 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 o f 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 o f differences in 
causes o f death across the social classes. In 1964-1966, differences in the 
causes o f 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 d iffer­
ences by parental education were even more striking among white infants than 
among nonwhite infants, with differentials at least twofold in these categories 
o f conditions between the lowest and the highest educational groupings in 
white infants (31). Differences in rates o f death attributed to congenital anoma­
lies have been, at most, o f the order o f twofold across the social classes in a 
wide variety o f countries and areas o f the United States, but differences 
attributed to other causes in the postneonatal period are o f the order o f six- to



; 2 STARF IELD

ninefold 1 1 ). Unfortunately, the lack o f 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 o f lower death rates 
attributed to infectious diseases, are associated with narrower differentials 
across the social classes.

Although there are few studies o f 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 o f 
fathers in different social classes and occupations. There were notable d iffer­
ences in postneonatal mortality by occupation, even between occupations 
normally classified as within the same social class. For example, the rate for 
infants o f miners in Social Class (II was greater than that for infants o f 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 o f whether the fathers were skilled 
(Social Class III) or partly skilled (Social Class IV ). Although the authors 
speculated on the potential role o f selective mating between classes, they 
indicated that a general decline in monality within each o f the social classes 
suggests that such a mechanism w'ould provide only a panial explanation, at 
best, for the relationships found. More intensive exploration o f reasons for 
differences in monality among infants o f parents in different occupations could 
provide information about the relative impact o f environmental hazards as well 
as those related to "maternal capacity" (27).

The nature o f the relationship between low binh weight and monality and 
morbidity provides additional clues concerning the possible mechanisms o f 
action o f social status and poor health. Infants who are small but appropriately 
small for gestation age (AG A) are more at risk o f dying in the neonatal penod 
than infants who are small for their gestation age (SGA). However, the vast 
majority o f SGa infants, i.e those small for gestation age and weighing 
2000-2500 grams, are at greater risk both for postneonatal mortality and for 
illness in the first year o f life than are AG A infants o f similar weight (41 1.

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 o f a 

_pjeyailing_recfi.ssiotLduring that period. Continued pro^ss 'm Teducing  the 
social disparities, in a time o f 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 o f unemployment 
and income loss on monality. including postneonatal monality. has been
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demonstrated in a variety o f countries. For example. Brenner i 4 i showed th.ir 
economic down-swings have been associated with incre.»-«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 o f World War II. There is an apparent lag o f 
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 o f the impact o f 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 w ill be higher 
in those groups. When medical care is compromised, such as is likely during 
times o f economic hardship, infants in the lower social classes w ill be adversely 
affected to a greater degree. A ll o f these influences increase the inherent 
disadvantage that accrues from being bom into conditions long associated with 
increased monality: poor working conditions o f parents, the need o f 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 o f citations concerning postneonatal monality is not matched by a 
similar deanh in the case o f one particular "cause" o f 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" o f 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 o f 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 o f 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 o f
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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 o f differences in the coding o f cause o f 
death, because categories that are possible alternatives for sudden infant deaths 
also occur less frequently in these same countries.

The correlates o f SIDS are, in general, the same as the correlates o f pcst- 
neonatal mortality: prematurity, small-for-gestation age, greater incidence 
JmdmTtwins and among male infants^ an urban concentration (18). high p a r i ty
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 w inter 1 2 2 ). among the second o f twins, and among mothers 
under the ace ot 2(J. Ih 's predilection tor intants ot young mothers is even 
greater than for postneonatal mortality as a whole: the U-shaped relationship W
wherein monality rises again in older mothers is not found in the case o f SIDS 
i to i |Babson &  Clarke 1 2). however, found the same increased incidence '
among mothers under age 20 in postneonatal deaths due to infections.) An 
increased incidence o f SIDS is found in families with a history o f prior 
pregnancy loss, oven when cones ted for gravidity. W ithin the most recent few 
vcars. SIDS has been demonstrated to have a higher association in infants o f 
mothers addicted to methadone 1 32». Infant boialism (which has the same age 
and seasonality pattemsi is thought to account for 3 -5 ^  o f SIDS. By far the 
most sinking teature. however, is the concentration o f SIDS early in the 
postneonatal period, months 1 - 3  \  irtually all studies concur on these factors 
associated with increased risk, most o f the associations were noticed very early 
in the recognition of the existence of th- syndrome.

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

avd with an increased risk >42i No known method o f prevention exists 
ex. epi as i» noted in the section on Medical C are. holow i; apnea monitors used 

a! 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 
•nrants with recurrent apnea die. even when monitored l 2 l).

I .tile proercsc hac been nude in learning the causes o f SIDS, despite the 
arcc r c s e a r . 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 phc cologic hvpcrs.isceptihiluv when the response to hv poxemia is
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abnormal (21 1 . Further progress in its understanding and prevention w ill 
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 
d ifficult to study the impact o f various aspects o f 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 o f the mid 
1960s that provided access to medical care for those who previously had 
difficulty affording and obtaining appropriate services. This alone is evidence 
o f the benefits o f health services, although it is indirect evidence. Moreover, 
the narrowing o f the gap between postneonatal monality rates o f white and 
nonwhite infants, the narrowing o f the disparity in postneonatal monality rates 
between states characterized according to the percentage o f their populations 
living in poveny (8 ). and the narrowing o f the disparities across areas o f cities 
distinguished by their social status differences (23) during this period are 
funher evidence o f 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 o f 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 o f Medicare 
expenditures per Medicare enrolled and the presence o f more pediatricians per 
10 0 0  live binhs were associated with declines in postneonatal monality. which 
were even more sinking among nonwhites than among whites.

In England and Wales, 23% o f 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 o f the 
deaths in Glasgow in the early 1970s occuned at home and many o f the infants 
seen in the hospital were already fatally il l at the time o f arrival 135). In New 
Zealand, an even smaller proportion (20%) o f infants were in the hospital at the 
time o f death (33). Altho ugh these studies suggest that absence o f medical care 
made a critical difference, the evidence cannot be considered conclusive.
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More direct evidence of benefit derives from a case-conirol study o f 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 i f  any sociodemo­
graphic differences among the families in the two groups, and the findings were 
interpreted primarily as showing the importance o f receipt o f 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 o f 
the two groups make it impossible to be sure that it was receipt o f medical care 
that made the critical difference.

Data from a study o f 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 o f abortions following 
that decision. No other cause o f death (with the possible exception o f homicide) 
changed between the two periods. As non-vehicular accidental deaths are an 
important component o f causes o f death in the postneonatal period ( in contrast 
to causer o f death in neonatal period), it is possible that it was the availability o f 
abortions and consequent reductions in the birth o f unwanted children that 
accounted at least partially for the significant reductioi. in infant mortality.

The most striking evidence o f benefit was provided by a study conducted in 
Sheffield, England (6 ). From 1973-1979. the rate o f 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 o f subsequent 
death. Until 1975. health visitors saw half o f the high-risk infants every two 
weeks up to the age o f 20 weeks, and the children attended a special clin ic at 5 
weeks o f age. After 1975. care o f all o f the high-risk infants was the responsi­
b ility o f 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%) o f the decline in post- 
perinatal mortality (after one week but within the first year) was associated with 
a reduction in risk concerning maternal age and parity; 9% was associated with
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a drop in precipitate deliveries (which would mainly influence deaths early in 
this period o f life l. and 24rc o f the reduction in deaths was associated with an 
increase in breastfeeding. Although 36?c o f the decline was associated with 
factors other than those examined l including some that may have been associ­
ated with aspects o f the medical care intervention), almost one-fifth i IS'T) o f 
the drop in death rate could be attributed to the medical care program. The death 
rate o f infants who actually received the special intervention was lower than 
that o f 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 o f approximately 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 
o f medical care (40). the findings o f these diverse studies strongly suggest that 
access to and use o f medical care, particularly in the case o f 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 a result o f differences in the 
organization and financing o f health services (16).

THE ROLE OF PUBLIC HEALTH

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

Recognition o f the existence and importance o f sudden infant death syn­
drome was accomplished by astute medical examiners in local health depart­
ments; their activities in conjunction with those o f bereaved and concerned 
parents led to a rapid 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 o f the National 
Institutes o f Health and academic researchers (20).

With postneonatal monality now increasing in relative imponance. i t 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 o f infant death. There should be no 
obstacle to the routine linkage o f 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 o f high concentration o f post­
neonatal deaths can focus the attention o f researchers and academics on the 
study o f the problem, and can galvanize public attention on issues o f highest 
priority. The examination o f infant deaths by month o f age. with the routinely 
separate analysis o f deaths and cause o f deaths in the first month, in the early 
postneonatal period, and in the late postneonatal period, should shed light on 
the importance o f different factors in the three periods, even i f  the accumulation 
and combination o f several years o f 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 o f compromised intrauterine 
growth, international comparative studies should provide insight on possible 
determinants o f retarded growth, and on the possible beneficial impact of 
certain types o f public health and medical care interventions on both the 
proximate and underlying reasons for postneonatal deaths.
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C w i Lo w  E ir tli W r ig h t B e P reven ted?

A lo n g -te rm , su s ta in e d  pu b lic  inform ation 
p ro ;ram -> -sim ila r  to th a t  w aged on smolcing 
a n ( r c h ild h o o d  im m u n iza tio n — could make 
tin  im p o rta n t c o n tr ib u tio n  to the  p rev en tio n  
o f  low b ir th  w e ig h t. M u ltip le  m edia would 
n eed  to be  e m p lo y e d  to reach  a variety  of 
a u d ie n c e s— in c lu d in g  th e  genera l public, 
h e a lth  se rv ice  p ro v id e rs , low -incom e w om ­
e n ,  te en a g e rs  a n d  p re g n a n t sm okers. M es­
sages co u ld  be  ta ilo red  for m ed ia  se lec ted  to 
ge t th e  b e st po ssib le  cov erage  o f  special ta r­
g e t au d ien c es . F o r exam p le , radio m usic 
show s m ay b e  th e  b e s t  w ay to reach  te e n ­
ag e rs , w h ile  te lev isio n  soap operas m ay be 
m o re  a p p ro p r ia te  fo r housew ives. T he 
H e a lth y  M o th e rs -H e a lth y  Babies C oalition

(inc lud ing  b o th  th e  federa l office and its state 
affiliates) is a logical o rgan ization  to take the 
lead e rsh ip  in d e v e lo p m en t and coordination 
o f such a p rog ram . Both public  and private 
funds w ou ld  b e  necessary  for the  coalition to 
u n d e rtak e  th is task.

Conclusions
A lthough m u ch  rem ain s to b e ’learned  about 
th e  causes o f  low b irth  w eigh t and th e  means 
to p rev en t it, th e  In s titu te  o f M edicine com ­
m ittee  b e lieves firm ly th a t th e re  is enough 
know ledge a n d  ex p erien ce  a lready  in hand to 
reach  th e  S u rg eo n  G enera l's  1990 goal for 
red u c in g  low b ir th  w e ig h t if th e re  is suffi­
c ien t d e te rm in a tio n  on  th e  p a r t o f  th e  fed­

era l, s ta te  a n d  local g o v e rn m en ts , and  o f  the 
m ajo r h e a lth  o rgan iza tion s and  p rov iders , to 
pu t th a t kn ow ledge to w ork. A system atic , 
su s ta in e d  ap p ro ach , like th a t defined  h e re , 
will re q u ire  m o n ey  as w ell as the  political will 
to take  ac tio n . T h e  funds req u ired , how ever, 
for o n e  o f th e  m ost im p o rtan t in te rv e n ­
tions —a d e q u a te  p re n a ta l care— w ould be 
m o re  th an  m ad e  u p  by  th e  savings in m edical 
care  o f  lo w -b irth -w eig h t bab ies.
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The Need fo r Prenatal Care in the United States: 
Evidence from  the 1980 National Natality Survey

B y  S u s h c e l a  S i n g h ,  A  \ d a  T o r r e s  a n d  J a c q u e l i n e  D a r r o c h  F o r r e s t

Summary
d ftjven ty -e ig h t 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 su b stan tia l l i te ra tu re  suggests th a t p ren a ­
tal ca re  plays an  im p o rtan t role in p rev en t­
ing po or p reg n an cy  ou tcom es— especially 
am o ng  low -incom e, m in ority  and  ado lescen t 
w om en , w ho are  reg a rd ed  as high-risk 
g ro u p s .1 C om plications o f p regn an cy  are 
m ore  likely to  occu r am o ng  w om en w ho re ­
ce iv e  no p re n a ta l ca re  un til th e  th ird  trim es­
te r  o r  w ho  rece ive  no p ren a ta l care  a t all.2 
Black w om en , w ho a re  less likely than  w hite  
w o m en  to rece ive  p ren a ta l ca re , are  m ore 
th an  th re e  tim es as likely as w h ite  w om en to 
d ie  as a resu lt o f  ch ild b irth .3 Low b irth  
w eigh t is a m ajo r p re d ic to r  o f  poor infant 
hea lth  and  d ev e lo p m en t; bab ies b o m  to 
w om en w ho rece iv e  no p ren a ta l care a re  at 
least th re e  tim es as likely to b e  o f  low birth  
w eigh t as a re  bab ies b o m  tc  w om en w ho 
receive  early  care.'*

In  reco gnitio n  o f  th e se  rela tionsh ips, na­
tional ob jectiv es have b e e n  form ulated  that 
em p hasize  th e  im p o rtan ce  o f m aking good 
p ren a ta l care  available  to all w om en. T he 
U .S . Surgeon  G en era l has called  for an  in­
crease  to a t least 90 p e rc e n t by  1990 in the 
p ro p o rtio n  o f  w o m en  in each racial and  e th ­

nic g ro u p  w ho rece iv e  ca re  in the  first trim es­
te r  o f  p reg n an cy .3 T h e  s tan d a rd s  o f m a te rn ity  
c a re  ‘d ev e lo p ed  by  th e  A m erican  C ollege of 
O b s te tr ic ian s  an d  G ynecologists (ACOG), 
now  w id e ly  a ccep ted  in m edical p ractice , 
reco m m en d  th a t ev e ry  w om an have a com ­
p re h e n s iv e  p rogram  o f p ren a ta l c a re , b eg in ­
n in g  as early  in th e  first tr im e s te r  as possible; 
for u n co m p lica ted  p reg n an c ies , th e  s*an- 
d a rd s  say, th a t p rog ram  sh o u ld  gen era lly  in ­
c lu d e  r e tu rn  visits ev e ry  fou r w eeks for th e  
first 28 w eek s o f  p reg n an cy , on e  visit every  
tw o w eek s for th e  next e ig h t w eeks, and o n e  
e v e ry  w eek  th e rea f te r  u n til de liv ery .6

A vailable  d a ta  show  th a t use  o f  p rena ta l 
serv ices in th e  U n ited  S ta te s  is w idesp read ,
a.id  has in c reased  in re c e n t years (though  not 
to th e  level ta rg e ted  by  th e  Surgeon  C cn - 
e ra l) . T h re e -q u a r te rs  o f  th e  w om en w ho gave 
b ir th  in 19S0 rece ived  p ren a ta l ca re  du rin g  
th e  first tr im e s te r  o f  p reg n an cy , co m p arec  
w ith  tw o-th irds in 1970— and th e  increase 
w as o b se rv ed  in all age an d  racial su b g ro u p s .' 
A m ong m o th e rs  w ho rece iv ed  p rena ta l ca re , 
th e  m ed ian  n u m b er  o f  visits p e r  m o th e r  was
11.2 in 1980, up  from  10.4 in 1972.6 Som e of 
th e  im p o rta n t reasons for th e  increase  in p re ­
nata l c a re  in th e  1970s w e re  g re a te r  aw are ­
ness o f  th e  ben efits  o f  m ed ical assessm en t 
and  tre a tm e n t early  in p regn an cy ; a rise in 
p u b lic  fu n d in g  to p rov ide  m atern a l an d  in ­
fant h ea lth  serv ices (inc lud ing  p ren a ta l care) 
to low -incom e w om en; a n d , as n o ted , the



d e v e lo p m e n t o f national ta rg e ts  to im prove 
p re g n an c y  ou tcom es th ro u g h  early  care .

N ev e rth e le ss , o th e r  tre n d s  raise con cern  
a b o u t th e  p rospec ts  for ach iev in g  th e  n a tio n ­
al goals. A lthough  th e  increase  in early  p re - 

atal c a re  d u rin g  th e  1970s affected  all age 
an d  racial su b g ro u p s , th e  p rop ortion s o f n o n ­
w hites an d  teen ag ers  w ho rece iv ed  such care  
rem a in e d  a t lo « e r- th a n -a v e ra g e  levels. B e­
tw e en  19S0 an u  1982, m o reo ver, a decline  
o c c u rred  am o ng  w om en  aged  15- 29— and 
espec ia lly  those  aged 15- 19— in th e  p ro p o r­
tion s rece iv in g  firs t- trim este r  care ; th e  d e ­
c line  w as ob se rv ed  am o n g  all racial su b ­
g ro u p s .9 T ig h te n ed  e lig ib ility  for M edicaid  
cov erag e  an d  cu tbacks in fu n d in g  o f  m aternal 
h e a lth  serv ices for th e  p o o r  p rob ab ly  con­
tr ib u te d  to th e  c h a n g e .10

A ch iev em en t o f  a d e q u a te  p rena ta l ca re  for 
w o m en  in all age , incom e a n d  racial c a te ­
go ries is com plicated  b y  th e  lack o f  basic 
in form ation  on  th e  n u m b e r  o f  w om en  w ho 
rece iv e  insufficient care  o r  no care , an d  on  
th e ir  ch a rac te ris tic s . T h e re  exists no single o r 
o p tim a l m easu re  o f  th e  size o f  th e  popu lation  
th a t rece iv e s  ad eq u a te  o r  in ad eq u a te  care , 
b ecau se  th e re  a re  m any  aspec ts  o f  p ren a ta l 
c a re  to co n sid e r— for exam p le , d u ra tio n  o f  
th e  p reg n an cy  a t th e  tim e  ca re  is in itia ted ,, 
n u m b e r  o f  visits, an d  c o n te n t and  qu a lity  o f 
c a re . T h e  n u m b er  o f  v isits a n d  th e  c o n ten t o f  
care  th a t is necessary  for a p a rticu la r  w om an 

n f W p n r i  on  th e  w om an 's h ea lth  before and 
M pju rin g  th e  p regn an cy  and  on  h e r  exp osu re  to 

such  risk factors as p rev io  is cesarean  de liv ­
e r y , nsp o f alcohol| d ru g s o r tobacco, and 
g e n e t ic  d iso rders . Som e w om en m ay also 
n eed  serv ices besides m ed ica l care  (e .g ., 
n u tritio n  serv ices an d  p a re n t train ing). “ 
'T f i e  m o st fu n d am en ta l defin ition  o f  ad e ­
q u a te  p re n a ta l ca re  is based  on  tim ing o f  the  
first v is it, b u t ev en  w h en  tim ing  alone is 
co n s id e red , th e re  a re  d iffe ren t ways o f  de fin ­
ing ad equ acy . F o r  exam p le , o n e  m easu re  
th a t has b e e n  used , in m o n ito rin g  tren d s  and  
se ttin g  goals, is th e  p ro p o rtio n  o f  w om en 
w hose first visit is m ade in th e  first tr im este r. 
A n o th e r, narro w er d e fin itio n , w hich has 
w ide su p p o r t am ong h ea lth  professionals, 
classifies care  as in ad eq u a te  if th e re  a re  no 
p ren a ta l visits at all, o r  if th e  visits do  not 
beg in  u n til th e  th ird  tr im e s te r  o f  pregnancy . 
C are  h e ^lin sn l.-itp k  r'frncidp rjrl dpfjf ie n t 

b e c a u s e  it canno t include m eaningful sc ree n - 
m g, a nd  p rev en tab le  hea lth  p rob lem s may 
S Iready have d ev elo ped . S om e research ers 
use t f i lA C O C  stan d ard s, w h ich  specify bo th  
th e  n u m b e r  and  th e  tim in g  o f  p rena ta l visits, 
o classify ca re  as in a d eq u a te , in te rm ed ia te  

a d e q u a te . N one o f  th ese  d efinitions in ­
c o rp o ra te  quality  o r c o n ten t o f r a r e , 
search  on  th e  co m pon en ts  o f  p rena ta l care , 
for w hich  th e re  is certa in ly  a n eed , w ould

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.

a d d re ss  som e o f th e  qu estion s con cern in g  
q u a lity  o r  co n ten t o f  care; b u t  it is on  these  
aspec ts  o f  care  tha t da ta  a re  least available.

T h e  pu rp ose  o f this artic le  is to id e n t’fy 
those w om en w ho receive in ad eq u a te  p re ­
natal i a re , b ased  on  th e  narrow er defin ition  
m en tio  led  above (no p rena ta l visits a t all, or 
no v is it un til th e  th ird  trim ester), N ational 
d a ta  on  :m in g  o f  the  first visit a re  available 
from  b ir t  \ certificates and  from  two n a td n -  
ally re p n  sen ta tiv e  surveys. U sing these  
d a ta , w e  e am in e  the p roportions receiv ing  ■ 
in ad eq u a te  c are accord ing to age , race , m ari­
tal s ta tu s , res d en ce , edu ca tio n  arid po verty  
s ta tu s— variab ,?s ex p ec ted  to b e  re la ted  to 
th e  level o f  in ac .iq u a te  ca re .11 Since publicly  
fu n d ed  progTam.v a re  d irec ted  largely tow ard 
low -incom e worn ;n , w e also exam ine pov­
e r ty  sta tu s in com bina tio n  w ith  o th e r  factors. 
T h e  analysis is p re lim inary  an d  lim ited  to 
s im ple  cross-tabula tions and  d is trib u tion s. 
S u b se q u e n t m u ltivaria te  analyses will exam ­
ine factors re la te d  to inad eq uate  p rena ta l 
c a re  in  ^-reater d e p th . W e view  the  analysis 
p re se n te d  in th is artic le  as th e  first s te p  in 
de fin in g  m ore p rec isely  th e  size and  ch a rac ­
te ris tics  of th e  po pu latio n  in n eed  o f  su b s i­
d ized  p ren a ta l care .

Data and Methodology
T h e  analysis draw s up on  da ta  from th ree  
sources;
•  p u b lish ed  tables o f vital statistics for 1980, 
based  on  inform ation from b ir th  ce rtifi­
c a te s ;12 j
•  th e  N ational N atality  Survey (NN S), w hich 
co llec ted  da ta  from  a rep resen ta tiv e  sam ple 
o f  9,941 b ir th  certificates for 1980, from d e ­
ta iled  in terv iew s w ith  m ost o f  th e  m arried  
m o thers rep re se n te d  by those b ir th s , and 
from  hosp ital/physic ian  qu estio n n a ires;13 
and
» th e  1982 N ational Survey o f  Fam ily  
G ro w th  (N S FG ), w hich provides d a ta  from  a 
nationally  rep re sen ta tiv e  sam ple o f  7,969 
w o m en  aged 15-44 on  b irths occu rrin g  b e ­
tw een  January  1979 an d  the  d a te  o f  in te r ­
v iew .1'*

T h e  m ain so u rce  for th is artic le  is th e  N N S, 
su p p lem en te d  by  th e  N S F G . T he  d a ta  on 
p ren a ta l care available from th e  p u b lished  
vital sta tistics tables a re  very lim ited; we 
have used  the  tables as a check on  th e  NNS 

■estimated d is trib u tion s o f b irths by  age, race 
and  tr im es te r  in w hich prena ta l ca re  began . 
T h e  tab le  below  com pares the d is trib u tio n  of

b ir th s  by  tr im e s te r  b a s -d  on each  source, 
plus th e  p e rcen tag e  o f w o m en  in each  racial 
an d  e th n ic  ca teg ory  rece iv in g  th ird - tr im e s­
te r  care  o r no care;

Measure Vital
stats.

NNS

Trimester 100.0 100.0
1st 76.3 77.8
2nd 18.6 17.5
3rd 3.8 3.6
No care 1.3 1.0

Race 5.1 4.6
Black (non-His.) 8.8 7.1
White (non-His.) 4.3 4.2
Hispanic 12.0 9.1

T h e  N N S  e s tim a tes  show  a slightly  low er 
lev e l o f  in ad eq u a te  p ren a ta l care  th an  do  th e  
p u b lish ed  vital sta tistics— 1.6 p e rc e n t (about
169,000. w om en), co m p ared  w ith  5.1 p e rc en t 
(ab o u t 1S5.000). T h e  N N S also ind icates a 
g re a te r  d e g re e  o f  u n d e rre p o rtin g  o f  in ad e­
q u a te  care  am ong blacks and  H ispanics th an  
am o n g  w h ite s. T he  re la tiv e  conservatism  o f 
th e  N N S in d e sc rib in g  th e  level o f  in ad e­
q u a te  care  sh ou ld  b e  b o rn e  in m ind .

W e have used  w e ig h ted  an d  im p u ted  dais 
from  th e  N N S b irth  certifica tes ra th e r  than  
from  th e  su rv ey  o f  m o th e rs , because  th e  
b ir th  ce rtif ica te  resu lts a re  c loser to th e  n a­
tion al vital sta tistics d is trib u tio n s , and  b e ­
cau se  it w as d e e m e d  p re fe rab le  to use  the  
sam e source  for b o th  u n m a rrie d  a n d  m a rrie d -  
m o th e rs  (th e  fo rm er w ere  no t in te rv iew ed  in 
th e  N N S). D ata  from th e  hosp ital/physic ian  
q u e s tio n n a ire s  have no t b e e n  used  for th i; 
analysis, s in ce  an  ev a lua tion  o f  the  1972 N N S 
in d ica ted  th a t those  q u es tio n n a ire s  te n d ed  
to o m it care  a d m in is te red  by  o th e r  physi­
cians before  th e  w om an b ecam e a p a tien t o f  
th e  re sp o n d in g  physician o r  h o sp ita l.15

T h e  N N S fu rn ishes inform ation  on  socio­
d em o g rap h ic  ch a rac te ris tics  associated  w ith  
each  m o th e r  (m arital s ta tu s , m etrop o litan  
re s id en tia l s ta tu s , H ispan ic  background 
ed u ca tio n a l a tta in m e n t an d  p o v erty  s ta ir  
F o r  m arried  w om en , d a ta  o n  edu ca tio na l a t­
ta in m en t a n d  H ispan ic  e th n ic ity  a re  su p ­
p lied  by  th e  m o th e rs ' q u estio n n a ires ; for u n ­
m a rrie d  w om en , th e  d a ta  com e from th e  
b ir th  certifica tes (only 22  sta tes reco rd ed  
H isp an ic  origin on  b ir th  certifica tes, b u t 
th e se  sta tes co v ered  app ro x im ate ly  90 p e r ­
c e n t o f  all H ispan ic  b ir th s15). W e have es­
tim a ted  po verty  sta tus for m arried  w om en  by 
using  1980 official p o v e rty  th resh o ld s1, in
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N e e d  f a r  P renata l C a r e  i n  th e  U n i t e d  S t a t e s

Table 1. Number and percent; ]e  d is tribu tion  of U.S. births by selected demographic and 
soc ioeconom ic subgroups; and fo r each subgroup, percentage distribution of b irths by 
trim ester in which prenatal care was begun; 1980

^upgroup Births Tnmester m wrucn earn was Oegun

No. (in 
COOs)

% 1st 2nd 3rd No
care

Total

Total 3,612 100.0 77.8 17.5 3.6 1.0 100.0

A ge-aroup
< 18 208 5.7 4e.5 38.9 10.3 2.4 too.o
18-19 355 9.8 64.1 27.8 6.2 1.9 100.0
20-24 t.225 33.9 76.6 18.5 3.9 1.0 100.0
25-29 1.107 30.6 85.6 11.7 2.1 0.6 100.0
30-34 561 15.5 84.7 12.2 2 2 1.0 100.0
5:35 156 4.3 78.1 18.3 2.8 0.8 100.0

R ace /e thn lc lty .
BlacK (non-Hispanic) 553 15.3 64.9 27.9 5 2 1.3 100.0
White (non-Hispanic)' 2.778 76.9 81.4 14.9 3.0 0.7 . 100.0
H ispanicf 282 7.8 6 8 3 22.6 6.8 2.3 100.0

Marital s ta tu s
M amed 2,945 81.5 62.8 14.2 2.5 0.5 . 100.0
Unmarried 66a 18.5 £6.0 32.2 8.5 3.3 100.0

R esiden ce
Metropolitan 2,406 66.6 79.0 . 16.5 3.4 12 100.0
Nonmetropolitan 1,206 33.4 75.4 19.5 4.2 0.8 100.0

E ducation  (yrs.)
< 12 839 23.2 61.6 29.1 7.0 2.3 100.0
12 1,617 44.8 80.1 15.9 3.2 0.9 100.0
a 1 3 1,156 32.0 86.5 11.2 1.9 0.4 100.0

P o v e rty  s ta tu s
1,158 32.1 65.6 25.8 6.5 2.1 100.0

150-249% 902 25.0 80.8 16.8 1.7 0.8 100.0
2250% 1.5S2 43.0 85.3 11.7 2.6 0.4 100.0

'In this and following ladles, category induces Native Americans and women of A sian /Paafc  ongm.
•fThe proportion ol Hispanic births from the NNS is an underestimate of the national total, which is expected to bo 
about 8.5 percent (the 22 sla tes with information on ethnic ongin 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.

co m b in a tio n  w ith  th e  fam ily incom e and  
h o u seh o ld  size {the n u m b e ro fc h ild re n  living 
in th e  h o u seh o ld , plus th e  paren ts) rep o rted  
in th e  m arried  m o th e rs ' q u estio n n a ires . Pov­
e r ty  s ta tu s  inform ation for u n m arried  w om en 
has b e e n  d e r iv e d  from th e  1982 N S F G , since 
th e  N N S  lacks such da ta .

T h e  1982 N S F G , w hich  included all w om ­
en  reg a rd le ss  o f  m arital s ta tu s , con tains p re ­
nata l c a re  d a ta  for all b ir th s  th a t occuiTed 
b e tw e e n  1979 and  1981. W e have used  only 
th e  last b ir th  o f each  re sp o n d e n t (if th e re  was 
m o re  th a n  o n e  b irth  d u rin g  the  period ) in 
o rd e r  to  avoid a po ten tia l source o f  bias—  
n am ely , if w om en  w ho had  had m ore th an  
o n e  b ir th  had  a h ig h e r  p rob ab ility  o f  ea rlie r  

r a s l l a t e r  p ren a ta l ca re  th an  th e  average, inc lu ­
sion  o f  all o f  th e ir  b irth s w ould  bias estim ates 
o f  p re n a ta l c a re  for a g iven year. S ince  th e  
th re e -y e a r  ob serv a tion  p e rio d  does c e n te r  on  
1980, th e  X 'SFC  shou ld  p rov ide  reasonab le

e stim a te s  for w om en no t m arried  in tha t 
y ea r. T o estim a te  the  d is trib u tion  o f  b irth s 
am o n g  u n m arried  w om en according to pov­
e r ty  sta tus, we have app lied  the p o v erty  sta ­
tu s d is trib u tio n  o f un m arried  m o thers in 
each  p ren a ta l ca re  ca tegory  from the  N S F G  
to th e  n u m b er o f  b irth s to u n m arried  w om en 
in th a t ca tegory  from th e  N N S. Because o f  
th e  sm all n u m b er of b ir th s  on  w hich th ey  a re  
b ased , the  resu ltan t estim ates for u n m arried  
w o m en  a re  reliab le  on ly  w ith in  larg er su b ­
g ro u p s . R esults for m arried  w om en are  m uch 
m o re  stab le .

C o m p ared  w ith  the  N N S, the  N S F C  
show s a slightly  h ig h e r p rop ortion  o f  m arried  
w o m en  w ho are  poor (25.6 p e rc en t, as 
against 24.0 p e rc en t in the  NNS). T he d iffer­
e n c e  m ay be  d u e  partly  to a real increase in 
p o v e rty  b e tw een  1979 and  1981, and  partly  
to o th e r , unknow n factors. If  the  sligh t o v e r­
es tim a te  for m arried  w om en in the N S F G

ap p lies  eq u a lly  to u n m a rrie d  w om en , th en  
th e  ov era ll p ro p o rtio n  o fb ir th s  to poor w o m ­
e n  used  in th is analysis m ay be m arginally  
o v e re s tim a te d .

T h e  defin itio n  o f  m arital sta tus em p loyed  
h e re  is th e  sam e as t h i t  used  in vital sta tistics 
re p o r tin g — m arried  w om en  are those  w ho 
a re  c u r re n tly  m a rrie d , ev en  if separa ted ; u n ­
m a rr ie d  w o m en  are  tho se  w ho, at th e  tim e o f  
th e  b ir th ,  had  n ev er b e e n  m arried , had  b e e n  
w id o w ed  o r  w ere  d iv o rced .*

Need fo r Prenatal Care 
In  th is  analysis, w e  d e fine  the  n u m b er o f  
w o m en  n e e d in g  p ren a ta l c a re  to b e  eq u a l to 
th e  n u m b e r  w ho give  b ir th  in a given y e a r .f  
A lth o u g h  th e  analysis is c a rried  o u t for 1980 
b ir th s ,  th e  resu lts  do  p ro v id e  a  rough p ic tu re  
o f  th e  ov era ll situ atio n  d u rin g  th e  early  
1980s: T h e  to ta l an n u a l n u m b er  o f b ir th s  re  ­
m a in ed  re la tiv e ly  stab le  a fte r  1980, rising 
e a ch  y e a r  b y  o n e  p e rc en t o r  less b e tw een  
1980 an d  1982 (from 3 ,612,000 to 3 ,681,000); 
b u t  th e  p ro p o rtio n  o f  w om en  receiv ing  p r e ­
na ta l c a re  in th e  first tr im e s te r  dec lin ed  
so m e w h a t d u rin g  1981- 1982. T herefo re , w e 
b e lie v e  th a t  th e  19S0  resu lts  p rov ide  m in i­
m u m  es tim a te s  o f  in ad eq u a te  p rena ta l ca re  
for th e  first y e a n  o f  th e  d ecad e .

T ab le  1 show s, for each  o f  19 po pu latio n  
s u b g ro u p s , th e  p e rcen tag e  d is trib u tio n  o f  
1980 b ir th s  by  the  tr im e s te r  in w hich  p re -  
n a ta l 'c a re  was b eg u n . Also p re se n te d  a re  th e  
n u m b e r  an d  p ro p o rtio n  o f  to ta l b ir th s  th a t 
e a c h  su b g ro u p  c o n trib u te d , since th e se  d a ta  
a re  n e e d e d  to p u t any  evaluation  o f th e  a d e ­
q u acy  o f  p re n a ta l care  into p e n p e c tiv e . S u b ­
g ro u p s  th a t m ig h t b e  ex p ec ted  to show  h ig h ­
e r  ra te s  o f  in ad eq u a te  care  account for su b ­
s tan tia ]  p ro p o rtio n s o f  b ir th s— very  poor 
w o m en , for exam p le , co n trib u te d  32 p e rc e n t 
o f  all b ir th s  in 1980; th e  leas t-edu cated  
w o m en , 23 p e rcen t; u n m a rrie d  w om en , 19 
p e rc e n t;  te en ag e rs , 16 p e rcen t; and  black 
w o m en , 15 p e rc en t. E lev ated  rates o f  in ad e ­
q u a te  ca re  am ong th ese  su bg ro ups w ou ld , 
th e re fo re , have an im p o rtan t effect o n  th e  
na tio na l ra te .

•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 o f  the United States, I9S0: Vol. I —S'alchty, 19bI 
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 as well 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 c u e  for women whose pregnancies 
ended in stillbirths, hut stillbirths constitute a very small 
proport ion of all involuntary fetal losses (about 0.5 percent 
of all live births).
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O v e ra ll, four p e rc e n t o f  m o thers in 19S0 

d id  no t visit th e ir  d o c to r  un til th e  th ird  tr i­
m e s te r  o f  p reg n an cy  (abou t 131,000 w om en),

•
 a n d  o n e  p e rc en t d id  no t visit th e  do c to r at all 

b e fo re  giving b ir th  (abou t 33,000 w om en). In 
a d d itio n , IS p e rc e n t o f  m o thers m ade th e ir  
firs t v isit on ly  d u rin g  th e  second tr im este r  
(632,000 w om en). S even ty -e ig h t p e rcen t o f 

! m o th e rs  rece iv ed  c a re  in th e  first tr im es te r—
a p r o p o r io n  12 po in ts  sh ort o f  th e  national 

I o b je c tiv e , b u t still rep re sen ta tiv e  o f the large
m ajo rity  o f  w om en . P a tte rn s  o f  care , how ­
e v e r ,  vary  w idely  am o n g  su bg ro ups. O nly  49 
p e r c e n t  o f  m o th e rs  y o u n g e r than  18 received 
c a re  in th e  first tr im e s te r , as d id  only 56 
p e r c e n t  o f  u n m arried  m o th e rs , 62 p e rcen t o f 
th e  le as t-ed u ca ted  w o m en , and 64-63 p e r ­
c e n t  o f  o ld e r  te en ag e rs , blacks, very poor 
w o m en  an d  H ispan ic  w om en . A m ong th ese  
w o m en , levels o f  in ad eq u a te  care  (third  tr i­
m e s te r  only, o r  no ne  a t all) ran g ed  from sev ­
e n  p e rc e n t to 13 p e rc e n t. O th e r  subgroups 
in c o n tra s t, had  above-average ra tes o f care  
in  th e  first tr im e s te r— for exam ple , w om en 
ag ed  25-34 (ab ou t 85 p e rcen t), m arried  
w o m e n  (83 p e rcen t), h igh ly  ed u ca ted  w om en 
(87 p e rc en t), th e  m ost a fllu e r t (So percen t) 
a n d  w h ite s  (81 p e rcen t).

T h e  d isad van tag e  o f  ado lescen ts w ith r e ­
sp e c t to  p ren a ta l ca re  app ears w ith in  racial, 
re s id e n tia l a n d  ed u ca tio n a l subgroups (see

•
 T a b le  2). T h e  p ro p o rtio n  o b ta in in g  very late 

c a re  o r  no care  is o ften  tw ice as h igh  am ong 
te e n a g e rs  as it is am o ng  20- 24-year-olds, and  
th r e e  tim es as h igh  as am o ng  those  aged 25 
and, o ld e r. Tw o in te res tin g  exceptions occur, 
h o w ev e r: A m ong H ispan ic  m o th e rs  and the  
le as t-e d u c a te d  m o th e rs , th e  incidence o f  in- 

, a d e q u a te  care  is nearly  as high am ong 20- 24-
yea r-o ld s  (11 p e rc e n t and  nine p e rcen t, re ­
sp ec tiv e ly ) as it is am o ng  teen agers (12 p e r­
c e n t  a n d  11 p e rcen t); and even  am ong those 
25 a n d  o ld e r, th e  p rop ortion s w ith  inad e­
q u a te  care  a re  g re a te r  than  average (6-7 p e r ­
c e n t ,  co m p ared  w ith  2-4  p e rc en t for o ld er 
w o m en  in o th e r  su bgroups). Practically all of 
th e  d ifferences across ages w ith in  subgroups, 
a n d  severa l o f  th e  d ifferences across su b ­
g ro u p s  w ith in  age categ ories , are  highly sta- 

j tis tica lly  significant.
As w as seen  in T ab le  1, u n m arried  m others 

h a d  th e  secon d-w o rst p ren a ta l care  reco rd  in 
1980— on ly  56 p e rc en t h ad  first-trim este r 
c a re , a n d  12 p e rc en t h ad  very  late o r  no care. 
T a b le  3 show s, in g re a te r  de ta il, th e  associa­
tio n  o f  m arital s ta tu s w ith  th e  likelihood of 
rec e iv in g  in ad eq u a te  care . T h e  "to ta l” col-

•
 u m n s  ind icate  th e  very  large differences th a t 

ex ist b e tw e e n  m arried  and  un m arried  w om ­
e n  in each  racial, res iden tia l and educational 
su b g ro u p . U n m arried  w om en typically have 
a lm o st four tim es th e  level o f  inad eq uate  care  
fo u n d  in th e  co rresp on d ing  su bg ro up  o f m ar-

Table 2. Percentage o( mothers receiving in­
adequate prenatal care (third trim ester only, 
o r no care), by age-group, according to race/ 
ethn ic ity , residence and education

Subgroup Age-group

<20 20-24 225

Total 9.8 4.9 2.9

R ace/ethn lcity
Slack (non-His.) 12.8 6.4 3.6
White (non-His.) 8.3 3.9 2.5
Hispanic 11.9 11.4 6.4

R esidence
Metropolitan 10.3 4.8 2.7
Nonmetropolitan 8.9 5.3 3.4

E ducation (yrs.) 
<12 11.4 8.7 6.6
12 7.1 4.0 3.2
£13 (9-9)* 3.5 1.7

*ln this and following tables, unstable estim ates (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 o<0.05 using the two-tailed 
t-test (exceptions—20/20-24 com parison: Hispanic 
women, women with <12 years of education and wom­
en with a  13 years of education; 20-24/& 25 com pari­
so n : women with < 12  years of education and women 
with 12 years of education). Most ot the differences 
betw een subgroups within each age-group are not sig­
nificant (exceptions—<20: blacks vs. whites, and <12 
vs. 12 years of education; 20-24: whites vs. Hispanics 
and < 12  vs. 12 years of education; 2 25 : wmtes vs. 
Hispanics. < 12  vs. 12 years of education, and 12 vs. 
a  13 y e a 's  of education).

r ied  w om en . H ow ever, for tw o subgroups, 
b lack  m o th e rs  and  th e  least-educated  m o th­
e rs , th e re  is a sm alle r relative difference b e ­
tw een  m arried  and  u n m arried  m em bers— 
th e  ra tio  is c loser to 2 :1. T he  differences b e ­
tw e en  all m a rried  an d  all u n m arried  w om en 
w ith in  each  su b g ro u p  are statistically  signifi­
can t.

S ign ifican t d ifferences a rc  also found b e ­
tw e en  m arried  and  u n m arried  w om en w ith in  
each  o f  th e  th re e  age-g roup s, especially  the 
y o u n g e r  g ro u p s . U nexp ected ly , in the  20-24 
ag e -g ro u p , th e  d ifferen ce  b e tw een  th e  m ar­
r ied  a n d  th e  u n m a rrie d  is ab o u t as large as it 
is in th e  te en ag e  g ro u p — even  though  20- 24- 
y ea r-o ld s  as a g rou p  a re  h a lf  as likely as te e n ­
ag ers  to  rece iv e  in ad eq u a te  care . E ven 
a m o n g  m o th e rs  25 and  o ld e r, th e  p rop ortion  
rec e iv in g  in ad eq u a te  care  is significantly 
h ig h e r  a m o n g  th e  u n m arried  than  am ong the 
m a rrie d . C learly , a lth o u g h  increasing  age 
b r in g s  so m e  im p ro v em en t in th e  adequ acy  of 
c a re  rece iv ed  by  each  maritaL sta tus g rou p , 
u n m a rr ie d  w om en  are  m u ch  m ore likely to 
o b ta in  in a d eq u a te  care , at all ages.

T h is  p a tte rn  o f  age a n d  m arital s ta tus d if­
fe re n c e s  ch a rac te rizes  all o f  th e  su bg ro ups 
sh o w n  in th e  tab le  ex cep t blacks 25 an d  o ld ­
e r .  N e a rly  all o f  th e  d ifferentials a re  s ta tis ti­
cally  significan t; an d  th e  few th a t are  no t are  
in th e  e x p ec te d  d ire c tio n . A m ong teen ag ers , 
o n ly  b lacks fail to show  significantly d ifferen t 
levels o f  in ad eq u a te  ca re  am ong th e  m arried  
and , th e  u n m a rrie d  (e ig h t and  14 p e rcen t, 
respec tiv e ly ); th e  sm all n u m b er  o f m arried  
b lack  te en a g e rs , an d  th e  k r g e  p ro p o rtio n  of 
th e ir  b ir th s  th a t a re  conceived  p rem arita lly , 
m ay a c co u n t for th e  lack o f significance. 
H o w ev e r , am o ng  20- 24-year-olds, the  m ari­
tal s ta tu s  differentia ls a re  significant in a!! 
su b g ro u p s , w ith  th e  u n m arried  typically hav­
ing  2—1 tim es as high a  p rob ab ility  o f o b ta in ­
ing  in a d eq u a te  care  as th e  m arried . E v en  at 
ages 25 a n d  o ld e r, all b u t th re e  su bg ro ups 
(b lacks, and  w om en w ith  th e  least an d  the  
m o st ed u ca tio n ) show  significant d ifferences 
b e tw e e n  th e ir  m arried  an d  u n m arried  ir,em ­
b e rs ; am o n g  H ispan ics an d  no nm etropolitan

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

Subgroup Married Unmamed

Total <20 20-24 2:25 Total <20 20-24 £ 2 5

Total 3.1 5.0 3.4 2.S 11.8 14.8 11.4 7.0

R ace/ethn lclty
Black (non-His.) 3.8 7.8 3.0 3.6 9,6 13.6 8.8 3.7
White (non-His.) 2.8 4.6- 3.0 2.3 12.5 15.3 12.6
Hispanic 5.9 6.5 6.8 3.9 18.5 20.3 17.9

R esidence
Metropolitan 2.8 5.1 3.1 2.4 11.1 14.6 10.8 5.9
Nonmelropolitan 3.5 5.0 4.0 2.8 13.7 1S.5 13.0 10.B

Education (yrs.)
<12 6.5 6.7 6.9 6.0 13.8 15.4 12.5 9.4
12 2.7 3.0 Z 7 2.7 10.4 13.0 10.4 7.5
£ 13 1.8 3.4 2.3 1.6 8.8 (23.7) 11.6 3.8

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 mam ed and unmamed women in each age-group are 
significant except among the following subgroups: <20: blacks; 2 25 : blacks, women with <12 years ol education 
and women with 2 13 years.
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S e e d  f o r  P renata l d a r e  in th e  U n ited  S ta tes

Table 4. Percentage o f m others receiving In­
adequate prenatal care, by poverty and mari­
tal status,* according to age-group, race/eth-

SkJilclty, r e s id e n c e  a n d  e d u c a t io n

Subgroup Poor
(<150% )

Nonpoor
(£150% )

Mar-
ned

Unmar­
ried

Mar
ned

U no w ­
ned

Total 5.4 13.6 2.3 7.9

A ge-group
<20
20-24
£25

5.7
5,94.9

16.4

11.3

4.6
2.5
2.0

11.4 

} 6 4

R ace/ethn lclty  
Black (non-His.) 
While (non-His. 
Hispanic

4.9
S.1
8.3

12.3
(12.0)
(25.4)

2.9
2.2
4.5

3.8
(12.8)

(3.4)

R esidence
Metropolitan
Nonmetropolitan

5.5
5.3

1ZS
(16.7)

2.1
2.8

8.4
(6.4)

E ducation  (yrs.) 
<12 
12 
£ 1 3

8.6 

4 9  0.8 1

16.5

(9.9)

4.9 
2.0
1.9

3.9 

} (9-6)

‘Data lor married women are tnom the NNS. For unmar­
ried women, estim a'es have been  computed by apply­
ing poverty status distributions trom the NSFG (among 
woman grouped by trimester ot care) to the numbers o( 
unm am ed women in the NNS receiving adequate and 
inadequate care. Because the NSFG sam ple ol births to 
unm am ed women ts small, and the num bers ol unmar­
ried women tn the NNS within subgroups is often ex­
tremely small, the resulting estim ates tor poor unmar- 

ed wom en are sometimes unstable. Som e subgroups 
' ve b een  combined bocausr ol the very small num- 

rs of ca se s .
Note: Differences betw een poor and nonpoor woman 
are statistically significant at p<0.0S  using the two-tailed 
t-test except among the following subgroups: m arried 
w om en: teenagers, blacks, Hispanics and women with 
£ 1 3  years ol education: unm arried  w om en: whites 
and wom en with £  12 years ol education.

w o m en , th e  d ifferen tia ls a re  large. T he p e r­
s is ten ce  o f  th e  d iffe ren ce  b e tw e en  m a n ie d  
an d  u n m a rrie d  m o th e rs  su gg ests  th a t certa in  
basic ch a rac te ris tic s  o f  u n m a rrie d  w om en, 
c u ttin g  across all o th e r  ch a rac te ris tic s , affect 
th e ir  ch a n c e  o f o b ta in in g  p ren a ta l care  early  
in p reg n an cy . U n m arried  w o m en , for exam ­
p le , m ay b e  m o re  likely to  have u n in te n d e d  
p reg n an c ies , to b e  po or (since  th ey  have one 
incom e only) and  to  rece iv e  lim ited  su p p o rt 
from  th e ir  fam ilies.

O n e  u n e x p ec te d  find in g  in T ab le  3 is the  
h ig h e r  level o f  in a d eq u a te  care  am ong u n ­
m a rrie d  w h ites th an  am o n g  un m arried  
blacks. T h e  d ifference  b e tw e e n  th e se  groups 
as a w ho le  is sta tistica lly  significan t; w hile it is 
n o t sign ifican t for th e  th re e  age-groups, the  
d iffe ren ce  in each  case  is in th e  sam e d ire c ­
tio n . T h e  u n m a rrie d  co n s titu te  a m u ch  small- 

p ro p o rtio n  o f  all w h ite  m o th e rs  than  of all 
alack m o th e rs  (11 p e rc e n t vs. 57 p e rc en t—  
no t show n). As a  "m in o rity "  g ro u p , u n m ar­
ried  w h ite  m o th e rs  m ay w ell be  se lec ted  for 
p a r ticu la r  ch a rac te ris tic s , an d  th is  g rea te r

se lec tiv ity  cou ld  p artly  account for th e  d isad­
van tag ed  po sition  o f un m arried  w hites. T he 
"m in o rity "  s ta tus o f  u n m a m e d  w hite  m o th ­
e rs  m ay also im ply tha t less social and  familial 
su p p o r t is given to th em , since being  an u n ­
m a rried  m o th e r  rep re sen ts  relatively more 
d ev ian t, and  th e refo re  less accepted , behav­
ior am o n g  w hites.

T he  w o m en  w ith  th e  poorest p a tte rn  o f 
c a re  a re  u n m a rrie d  H ispanic m others, who 
a re  tw ice as likely as un m arried  blacks and 
1.5 tim es as likely as com parable w hites to 
rece ive  on ly  th ird - tr im e s te r  care o r no care. 
(B oth d ifferences a re  statistically significant.) 
T h e  d ifferen tia ls a re  sm aller am ong teen ag ­
e rs , b u t la rg er am o ng  m others 25 and  o ld er 
(only th e  resu lts  for the  o ld e r w om en  are 
significan t, how ever). A m ong m arried  w om ­
e n , H ispan ics a re  on ce  again m ore likely to 
o b ta in  in ad eq u a te  care  than  are e ith e r  blacks 
o r  w h ites (although  only the  la tter com pari­
so n  is significant). T h e  g re a te r  disadvantage 
o f  H ispan ic  w o m en  relative to o th e r  sub­
g ro u p s m ay s tem  from  high levels o f  poverty , 
re la tive ly  low levels o f  education  and , possi­
b ly , p ro b lem s in' ad ap tin g  to th e  m edical care 
sy stem  o f  a c o u n try  w ith  a  different cu ltu re  
an d  language.

As T ab le  1 illu s tra ted , low incom e is also 
associa ted  w ith  a g re a te r  likelihood o f  receiv­
ing  in ad eq u a te  p ren a ta l care. Poor w om en 
(those  w ith  fam ily incom es below 150 p e r­
c e n t o f  th e  federa l po verty  level) con trib u ted  
o n e -th ird  o f all b ir th s  in 1980; only 66 p e r­
c e n t o f  those  w om en received prena ta l care 
d u rin g  th e  first tr im e s te r  of pregnancy, w hile 
n in e  p e rc e n t rece iv ed  very late care o r no 
c a re  a t all. A m ong nonpoor w om en, in con­
tras t, th e  p ro p o rtio n s  w ere  84 p e rcen t and 
th re e  p e rc en t, respectiv ely . (Because o f  the 
e x trem ely  low level o f  incom e rep re sen ted  
by  th e  p o v erty  line itself— 58,385 in 1980— 
i  ̂  p e rc e n t o f  p o v erty  has b een  used in this 
analysis as th e  cu to ff po in t to distingu ish  the 
po or from  th e  n o n p o o r.18) W ith in  each pov­
e r ty  sta tus ca teg ory , th e  p a tte rn s o f p renata l 
c a re  d iffer acco rd ing  to m arital status:

Poverty  T rim ester In which
a n d  c a re  w as begun

Table 5. Number and percentage distribution 
cf m others receiving Inadequate prenatal 
nare, according to subgroup

marital
status 1st 2nd 3rd No

care
< 150%  poverty 
Married 72 23 5 1
Unmamed 56 31 10 4
a  150%  poverty 
Married 86 11 2 1
Unmamed 57 36 7 1

Subgroup Caro in 3rd 
Inmestoronly, 
or no care

Caro in2rxjtn- 
m osterorlal- 
or. or no care

No. (in 
000s)

% No. (in 
000s)

%

Tolal 169 100.0 601 100.0

A ge-group
<20 55 32.5 234 . 29.2
20-24 61 36.1 287 35.8
£25 S3 31.4 280 35.0

R ace/e thn lc lty
Black (non-Hts.) 39 23.1 194 24.2
While (non-His.) 104 61.5 518 64.7
Hispanic 26 15.4 89 11.1

Marital s ta tu s
Married 90 53.3 507 63.3
Unmarried 79 46.7 294 36.7

R esiden ce
Metropolitan 108 63.9 504 62.9
Nonmetropolitan 61 36.1 296 37.0

E ducation (yrs.)
< 12 77 45.6 322 40.2
12 65 38.5 322 • 40.2
£ 13 27 16.0 157 19.6

P overty  s ta tu s
<150% 100 59.2 399 49.8
150-249% 22 13.0 173 21.6
£250% 47 27.8 229 28.6

P o or m o th e rs  a re  m o re  likely than  th e  non­
po or to rece iv e  inad eq uate  care w hethe i 
th e y  a re  m arried  o r u n m arried — am ong the 
m a rrie d , six p e rc en t com pared  w ith th ree

p e rc e n t, a n d  am ong th e  u n m arried , 14 p e r ­
c e n t  co m p a re d  w ith  e ig h t p e rcen t. T h ese  
resu lts  su g g es t th a t b e in g  poor and  being  an 
u n m a rrie d  m o th e r  are  b o th  s tron g  d e te rm i­
nan ts o f  in ad eq u a te  care .

A m ong su bg ro ups th a t have h ig her overall 
levels o f  in ad eq u a te  care— blacks, H ispan­
ics, n o n m etro p o litan  w o m en  and  the  least- 
e d u c a te d  w om en  (b u t no t adolescents)—  
p o v e rty  m akes a g re a te r  d ifference for u n ­
m arried  w o m en  than  for m arried  w om en (see 
T ab le  4). In  th e  black su b g ro u p , for exam ple, 
th e  level o f  inad eq uate  ca re  is nearly tw ice as 
h igh  am o n g  th e  m an  ied  po or as am ong th e  
m arried  nonpoor; b u t amor._, un m arried  
m o th e rs , th e  poor a re  m o re  than  th ree  tim es 
as likely as th e  nonpoor to receive deficien t 
p ren a ta l ca re . Incom e m akes m uch less o f  r. 
d ifference  for u n m arried  w om en in ii 
w h ite , m e tro p o litan  and  b e tte r-ed u ca ted  
su b g ro u p s . A lthough th ese  conclusions a re  
b ased  on  sm all sam ples, th e  p a tte rn  o f results 
suggests th a t am ong u n m arried  w om en, the  
effect o f  p o v erty  on  p ren a ta l care varies 
across su b g ro u p s— bein g  g rea te r  in th e  
g ro u p s w ith  p o o re r levels o f  care , and  sm aller 
in those w ith  b e tte r  care— w hereas am ong 
m arried  w o m en , po verty  has a sm all b u t con­
s is ten t effect on  adequ acy  o f  care  in all su b ­
g rou ps.
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Unmet Need fo r Prenatal Care
As th e  p reced in g  tab les have show n, the  
w o m en  w ho are  m ost likely to o b ta in  inad e­
q u a te  p ren a ta l c a re  a re  no t d is tr ib u te d  e v e n ­
ly across po pu la tio n  su b g ro u p s . Tw o sources 
o f  u n ev en n ess  ex ist— th e  ab so lu te  size o f 
th e se  su bg ro ups (and th u s  th e  n u m b er of 
b ir th s  they  have) and  th e ir  re la tive  risk of 
rece iv in g  in ad eq u a te  care ; b o th  d e se rv e  a t­
te n tio n . T ab le 5 show s th e  n u m b e r  and pe"- 
c e n ta g e  d is trib u tio n  o f m o th e rs  in 1980 w ho 
o b ta in e d  in ad eq u a te  ca re , acco rd ing  to s u b ­
g ro u p . Tw o sets o f  da ta  a re  p re se n te d , w hich 
re p re s e n t m in im u m  a n d  m ax im um  estim ates 
d e r iv e d  from th e  u se  o f  tw o defin itions of 
in ad eq u a te  care: th e  n a rro w er m easu re  used  
th u s  far (care b e g u n  in th ird  tr im e s te r , o r  no 
care) and  a b ro a d e r  m e a su re  (care beg bn  in 
seco n d  tr im e s te r  o r  la ter, o r  no care). U n­
d e r  th e se  defin itio n s, th e  n u m b e r  o f  m o thers 
rece iv in g  in ad eq u a te  ca re  in 19S0 ranged 
from  169,000 (five p e rc e n t o f  all m o thers) to 
801,000 (22 p e rc en t). R egard less o f  th e  m ea­
su re  u sed , the  d a ta  show  th a t in sh e e r  n u m ­
b e rs , ih e  w om en w ho  m ake u p  th e  m ajority  
o f  th o se  receiv ing  in a d eq u a te  p ren a ta l ca re  
a re  y o u n g er th an  25 , w h ite , m a rried , located 
in m e tro p o litan  a reas , less ed u ca te d  and  
po or. A lthough th e  w h ite , m arried  and m e t­
rop o litan  su b g ro u p s a re  less likely th an  o th e r  
g ro u p s  to receive  in a d eq u a te  care , th e  larger 
ab so lu te  size o fe a ch  o u tw eig hs its low er risk, 
and  th u s  results in its acco u n tin g  for a su b ­
stan tia l p ro p o rtio n  o f  all m o th e rs  w ho ob ta in  
in ad eq u a te  p ren a ta l c a re  (53-64 p e rc en t u n ­
d e r  th e  n arro w er m easu re , and  63-65 p e r ­
cent’ u n d e r  th e  b ro a d e r  one).

T h e  d is trib u tio n s  in T ab le  5 d o  no t accu­
ra te ly  rep re se n t th e  re la tive  risks o f  inade­
q u a te  care  am ong su b g ro u p s , how ever. O ne  
w ay o f  m easu rin g  re la tiv e  risk is to com pare 
each  su bg ro up 's  sh a re  o f  total b ir th s  (see 
T ab le  1) w ith  its sh a re  o f  b ir th s  p reced ed  by 
in a d eq u a te  p ren a ta l c a re  (see T ab le 5). T he  
follow ing su bg ro ups a re  foun d  in this m an n er 
to have d isp ro p o rtio n a te ly  high risks of in ­
a d e q u a te  care (th ird  tr im e s te r  only, o r  none):

S u b g ro u p % of all 
b irth s

% with 
Inade­
qu a te  
care

Aged <20 16 33
Unmarried . 19 47
Black (non-His.) 15 23
Hispanic 8 15
< 1 2  years ed. 23 46
< 150% poverty 32 59

■ hese groups m ake ab o u t tw ice as large a
c o n trib u tio n  to b ir th s  w ith  poor p rena ta l care
;is th ey  do  to total b ir th s . (A sim ilar b u t sligh t­
ly w eak er d isp ro p o rtio n a te  re la tionsh ip  is
o b se rv ed  w hen  th e  b ro a d e r  defin ition  o f in-

a d eq u a te  care  is u sed — not show n.) T h e  logi­
cal corollary' to this conclusion  is tha t co r­
resp o n d in g  su bg ro ups (o lder, m arried , 
w h ite , b e tte r-e d u ca te d , nonpoor) have low- 
e r-th an -ex p ec ted  levels o f in ad eq u a te  care.

A m ore stra igh tforw ard  way o f expressing  
d ifferences in rela tive  risk is to co m p are  all 
o th e r  su bg ro ups w ith  th e  g ro u p  th a t is co n ­
s id e red  to have th e  b e s t level o f  care  at th e  
c u r re n t tim e. M arried , w h ite , n o n p o o rw o m - 
e n  have one if the  iow est levels o f  in ad eq u a te  
cu re , a ltho ugh  th e  p a tte rn  th ey  exh ib it is by 
no m eans ideal: In  1980, two p e rc e n t o f  this 
g ro u p  in itia ted  p ren a ta l care  in th e  th ird  tr i­
m e s te r  or rece iv ed  no care ; 13 p e rc en t s ta r t­
ed  ca re  in th e  secon d  tr im e s te r  o r  la ter, o r  
rece iv ed  no care . T he  risks, o f  inad eq uate  
ca re  for al! o th e r  su bg ro ups re la tive  to this 
“s tan d a rd "  g rou p  a re  show n in T ab le  6. As in 
T ab le  5 , m in im um  an d  m axim um  risks are  
p re se n te d . T he  po pu latio n  as a  w ho le  has 
1.7- 2.0 tim es th e  risk  o f  o b ta in in g  deficien t 
p ren a ta l care  as m arried , w h ite , nonpoor 
w om en . H ow ever, th e  d isad van tag e  o f  c e r­
tain  su bg ro ups is m u ch  m o re  ex trem e . U n­
m arried  w om en ru n  th e  h ig h est rela tive  risk; 
th ey  have a level o f  la te  o r no ca re  th a t is 5.1 
and  3.3 tim es th e  s tan d a rd  g ro u p ’s, d e p e n d ­
ing  on  the  defin ition  used  for " in ad e q u a te ."  
C o m p ared  w ith  th e  re fe ren ce  g ro u p , te en ag ­
e rs , blacks, H ispan ic  w om en , tho se  w ith  lit­
tle ed u ca tio n , and  p o o r w om en exh ib it re la ­
tive risks ranging from  3.1 to 4.3 (narrow er 
defin ition) and  from 2.4 to 3.1 (b ro ad e r defi­
nition). T he  su bg ro ups c losest to th e  s tan ­
d a rd , best-ofF g rou p  a re  h igh ly  ed u ca ted  
w om en , th e  m ost affluent w om en , w om en 25 
and  o ld e r  and  m arried  w om en .

Im plications
T his b rie f  rev iew  o f  c u rre n t levels o f  and  
d ifferentia ls in p ren a ta l ca re  has im plications 
for policy. I t shou ld  b e  em p h asized  th a t al­
tho ug h  the  da ta  in th is artic le  a re  for 1980, 
th e  conclusions d raw n  from th em  app ly  as 
well to su b seq u en t years, since th e  m ost r e ­
ce n t national estim ates o f  p rena ta l care  show  
a d ec lin e  in early  care  in m ost su bero uo s 
b e tw e en  1980 and  1982. T he  d a ta  p re sen ted  
h e re  reveal th a t in 1980, 18 n e rc en t o f  all 
m o thers did not in itia te  p rena ta l care  un til 
th e  second tr im es te r  ol p regn an cy , and  an-

T able 6. R isk o t Inadequ ate  p rena ta l c a re  tor 
th e  to ta l po pu latio n  an d  (or e a c h  su b g ro u p , 
re la tiv e  to the  risk for m arried , white, n o n ­
p o o r  w om en

otH er five p e rc en t e ith e r  w aited  un til the  
th ird  tr im e s te r  o r  rece iv ed  no care  at a ll. This 
find ing  suggests th a t un less so m e  d irec t ac ­
tion is taken to u p grade  th e  c u rre n t p a tte rn  of 
ca re , th e  nation will p ro b ab ly  no t ach ieve th e  
ob jectiv e  o f  en su rin g  th a t by 1990, a t least 
90 p e rc en t o f  m o thers in every  popu lation  
su bg ro up  visit the  d o c to r  w ith in  th e  first tr i­
m este r  o f  pregnancy . T h a t s tan d ard , e n u n ­
c ia ted  by  th e  S u rg eo n  G en e ra l, reflects 
w idesp read  accep tance  of the  a rg u me n t th a t

Subgroup Caro in 3rd 
inmester. 
or no care

Care in 2nd 
Inmestor 
or later, 
or no care

Married, while, non­
poor (2150%  pov.) 1.0' 1.0'

Total population 2.0 1.7

A ge-group
< 20 4.3 3.1
20-24 2.0 1.8
S 25 1.3 1.2

R ace /e thn ic ity
Black (non-His.) 3.1 2.6
White (non-His.) 1.6 t.4
Hispanic 4.0 2 4

Marital s ta tu s
Married 1.4 1.3
Unm amed 5.1 3.3

R esid en ce
Metropolitan 2.0 1.6
Nonmelropolitan 2 2  . 1.9

E ducation  (yrs.)
< 12 4.0 2.9
12 1.7 1.5
2 1 3 1.0 1.0

P overty  s ta tu s
<150% 3.7 2.6
150-249% 1.1 1.5
2250% 1.3 1.1

•Risk ot 1.0 (or standard group represents a level ol 
inadequate care ot two percent (narrower m easure) and 
13 percent (broader measure). For each other suP- 
group, risk is compMed by dividing p-oportion in that 
suogroup receiving inadequate care by proportion in 
standard group receiving comparable care.

ea rly  p re n a ta l care  is associated  w ith b e t te r  
h e a lth  o u tco m es for m o th e r  and child . / 1- 

'T hbugh s tu d ie s  ca rried  o u t so far have n o t 
co n c lu siv e ly  p rov ed  th e  association to be  a 
causal o n e  (because  o f  p rob lem s w ith  the  d a ta  
a v a ilab le ),19 th e  a rg u m en t is in tu itively  rea ­
so n ab le .

B eyond th is basic im plication , th e  d a ta  
su g g es t th a t tw o m ain types o f  n e e d  exist:
•  T h e  n e ed  in pdim-un nv-imnn jn o rd e r  to 
im p ro v e  th e ir  know ledge o f  the  pu rp ose  and  
im p o rtan ce  o f  a d eq u a te  care  d u rin g  pi '  
nan cy . T h is need  is especially  sa lien t in the  
case  o f  w o m en  w ho presum ab ly  can  afford 
a d e q u a te  ca re  b u t nev erth e less do  no t o b ta in  
it. S u ch  w o m en , in fact, co n s titu te  a su b s ta n ­
tial p ro p o rtio n  o f  those w ho rece ive  in ad e­
q u a te  ca re . O f  th e  169,(XX) w om en w ho o b ­
ta in e d  on ly  th ird - tr im e s te r  care  o r  no ca re  in 
1980, a b o u t 40 p e rcen t had family incom es at 
o r  above 150 p e rc en t o f  th e  po verty  level; of 
th e  801,000 w om en  w ho in itia ted  care  in th e  
seco n d  tr im e s te r  o r  la ter o r  w ho had no care , 
a b o u t 50 p e rc e n t w ere  above 150 p e rc en t o f
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p o v erty . its l tn ii ld  also b e  no ted  th a t nonpoor 
m o th e rs  a re  m ore likely to  h e  m arried , 25 
o r  o ld e r , w h ite  an d  b e t te r  ed u ca ted  (not 
show n). T h e  n eed  for e d u ca tio n  is relevan t to 
p o o r w o m en  .is w ell as to th e  nor,poor. A l­
th o u g h  p o v e rty  m ay b e  a b a rrie r  to th e  re ­
c e ip t o f  e a rly  p ren a ta l c a re , poor w om en  m ay 
also be insufficiently  aw are  o f the  benefits of 
u tiliz ing  su ch  care , sh o u ld  it b e  m ad e  avail­
ab le .
•  T h e  n e e d  to pu b lic ly  fund  program s to help  
po or w o m en  and  o th e r  d isad van tag ed  groups 
o b ta in  a d e q u a te  ca re  d u rin g  p regn an cy . T h e  
s tro n g e s t case m ay b e  a rg u e d  for w om en  w ho 
have fam ily incom es b e lo w  ISO p e rc en t of the 
p o v e rty  leve l— in 1980, n ine p e rc en t o f  
m o th e rs  in this g ro u p  (ab o u t 100,000 w om en) 
rece iv ed  no ca re  u n til th e  th ird  tr im e s te r  or 
no ca re  a t a ll, and  35 p e rc e n t (ab ou t 400,000 
w om en) rece iv ed  no ca re  un til th e  se.xm d 
tr im e s te r  o r  la ter. P o o r m o th e rs  a re  m ore 
likely to b e  u n m a rrie d , y o u n g er than  25, 
black o r  H ispan ic , a n d  less ed u ca te d  (not 
show n). In d e e d , th is a rtic le  has show n tha t o f  
all su b g ro u p s , te en ag e  m o th e rs  an d  u n m ar­
ried  m o th e rs  have th e  h ig h e s t levels o f  inad e­
q u a te  p re n a ta l care— h ig h e r  ev en  th an  the  
level am o n g  po or w o m en  as a w ho le. For 
exam p le , 44 p e rc e n t each  o f  teen ag e  m o thers 
and  o f  u n m a rr ie d  m o th e rs  d id  no t visit the 
d o c to r  u n til th e  seco n d  tr im e s te r  o r  la ter, 
co m p ared  w ith  35 p e r c e n t  o f  poor m others. 
AThe ner.d  am ong te en a p e  im m am 'pi4 

nothe rs  for p u b lic  a ss is tan ce , in th e  form o f 
e d u ca tio n  an d  serv ice  prov ision  is evidentlv- 
as s tro n g  as th e  n p er) n m n n f  p n n r  m n f h n M —  

T h e  b en efits  accru in g  to socie ty  as a w hole 
from  good p re n a ta l c a re  can n o t b e  d en ied . 
T he  fac t th a t on l v a few  sta te s  will ach ieve the  
' nationaT goal for 1990 d e se rv es  serious con-, 
s id era tio n  and  ac tio n  by  policy-m akers.-0 
H ow ever, th e  com plex ity  ot th e  issue o f need  
m u st b e  ackn o w led g ed . I t  is possib le , for 
in s tan ce , th a t w o m en  w ho  in itia te  early  p re - 
n a ta lc a re a ls o  take o th e r  s te p s , in d e p e n d en t­
ly o f  a p h y s ic ian ’s ad v ice , th a t  im prove th e ir  
p reg n an cy  o u tco m es. T h e  rev e rse  m ay also 
b e  true— w om en  w ho  d e lay  ob ta in in g  p re ­
natal c a re  u n til late in th e ir  p regn an cy  may 
m ake o th e r  h ea lth  a n d  behav iora l decisions 
tha t a re  d e tr im e n ta l to p reg n an cy  ou tcom es. 
I t w ou ld  seem  th a t th e  tw in  ob jectives o f  
im p ro v ing th e  use  o f p r e nntn l  r a » -  n m n n g  

"d isadvantaged grou ps an d  exp an d in g  o u r un-_ 
d e rs ta n d in g  o l th e  causes and mnspqupn res  

'o l  in ad eq u a te  care  sh o u ld  b e p u r s u e d  sim ul­
taneously .
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C O U N C I L  O N  M A T E R N A L  A N D  C H I L D  H E A L T H ,  

N A T I O N A L  A S S O C I A T I O N  F O R  

P U B L I C  H E A L T H  P O L I C Y

P R E F A C E

T  lias b e e n  k n o w n  For y e a rs  th a t  c o m p r e h e n s iv e  p r e n a ta l  
c a re  c a n  y ie ld  h e a l th ie r  b a b ie s , p r e v e n t  h u m a n  s u ffe r in g , 
a n d  sa v e  m o n e y  b y  g r e a t ly  r e d u c in g  th e  n e e d  f o r  c o s t ly  
h o s p i ta l iz a t io n  f o r  s ic k  b a b ie s . T h e  1985 I n s t i tu te  o f  
M e d ic in e  r e p o r t ,  P r e v e n t i n g  L o w  B i r t h w e i g h t ,  s ta te s ,  “  . . .  
th e  o v e r w h e lm in g  w e ig h t  o f  e v id e n c e  is t h a t  p r e n a ta l  

c a re  r e d u c e s  lo w  b i r t h w e ig h t .  T h is  f in d in g  is s t r o n g  e n o u g h  to  s u p p o r t  a  
b r o a d ,  n a t io n a l  c o m m i tm e n t  to  e n s u r in g  t h a t  all p r e g n a n t  w o m e n  in  th e  
U n i te d  S ta te s , e s p e c ia lly  th o s e  a t  m e d ic a l  o r  s o c io e c o n o m ic  r is k ,  r e c e iv e  
h ig h  q u a l i ty  p r e n a ta l  c a re ”  (1 ).

T i m e l y  access to  p r e n a ta l  c a rc  h as d e te r io r a te d  in  th is  c o u n t r y  f o r  tw o  
c o n s e c u t iv e  y e a rs  (2 ) . A c c o r d in g  to  th e  I n s t i tu te  o f  M e d ic in e ,  th e  u n d e r ly ­
in g  c a u s e  o f  th e  p r o b le m  o f  in a d e q u a te  access to  p r e n a ta l  c a rc  is “ th e  
n a t i o n ’s p a tc h w o r k ,  n o n s y s tc m a t ic  a p p r o a c h  to  m a k in g  p r e n a ta l  s e rv ic e s  
a v a i la b le  . . . W i t h o u t  a s t r u c tu r e  o f  a c c o u n ta b i l i ty ,  g a p s  in  c a re  w i l l  r e ­
m a in  a n d  e f fo r ts  to  e x p a n d  p r e n a ta l  se rv ic e s  w ill  c o n t in u e  t o  fa c e  r r .a jo r  
o r g a n iz a t io n a l  a n d  a d m in is t r a t iv e  d if f ic u lt ie s "  (3).

Y e t ,  a c c o r d in g  to  th e  U n iv e r s i ty  o f  P e n n s y lv a n ia ’s D r .  M a r ie  M c C o r ­
m ic k ,  i f  th is  c o u n t r y  is to  e x p e r ie n c e  f u r th e r  im p r o v e m e n t  in  in f a n t  m o r ­
ta l i ty ,  i t  m u s t  d o  so  t h r o u g h  r e d u c in g  th e  lo w  b i r t h w e ig h t  r a t e  (4 ) . 
A c k n o w le d g in g  1) th a t  A m e r ic a ’s in f a n t  m o r ta l i ty  r a te  r e m a in s  u n a c c e p t -  
a b ly  h ig h  c o m p a r e d  to  o th e r  d e v e lo p e d  c o u n tr ie s  (5 ), 2 )  t h a t  t o  f u r th e r  
r e d u c e  in f a n t  m o r ta l i ty  w e  m u s t  f i r s t  r e d u c e  lo w  b i r t h w e ig h t ,  a n d  t h a t  3) 
th is  m a y  b e  a c c o m p lis h e d ,  in  p a r t ,  t h r o u g h  im p r o v in g  access  t o  h ig h  
q u a l i ty  p r e n a ta l  c a rc , i t  f o l lo w s  th a t  a n a t io n a l  p r o g r a m  o f  u n iv e r s a l  
m a te r n i ty  c a re  h as g r  p o te n t ia l  f o r  im p r o v in g  b o th  in f a n t  h e a l th  a n d  
in f a n t  s u rv iv a l .  In  a d c  n u m e r o u s  r e p o r t s  fro -? , s ta te s  a n d  d ie  I n s t i tu te
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o f  M e d ic in e  r e p o r t  h a v e  d o c u m e n te d  th a t  in v e s tm e n t  in  h ig h  q u a lity  
h e a l th  c a rc  f o r  p r e g n a n t  w o m e n  w il l  a lso  s a v e  w a s te d  e x p e n d itu re s  in  the 
f i r s t  y e a r  o f  a s ick  n e w b o r n ’s life  a n d  la te r  o n  (6 ). S u c h  c a re  s h o u ld  be 
c o m p r e h e n s iv e  in  s c o p e , f r o m  e a r ly  p r e g n a n c y  te s t in g  t h r o u g h  th e  p o s t­
p a r t u m  a n d  n e w b o r n  in f a n t  v is its . T h i s  c a re  s h o u ld  b e  access ib le  to  all 
p r e g n a n t  w o m e n ,  w i t h o u t  r e g a r d  to  p e r s o n a l  o r  f in a n c ia l c o n s id e ra tio n s .

T h e  I n s t i tu te  o £ M c d i c i n e ’s C o m m i t t e e  o n  L o w  B i r th w e ig h t  re c o m ­
m e n d s  th a t  F e d e ra l a n d  s ta te  g o v e r n m e n t s  ta k e  sp ec if ic  a c tio n s  to  assum e 
r e s p o n s ib i l i ty  fo r  m a k in g  s u c h  se rv ic e s  a v a i la b le  (7 ) . T a k in g  th e  In s titu te  
o f  M e d ic in e ’s r e c o m m e n d a t io n s  a s te p  f u r th e r ,  th e  N a t io n a l  A sso c ia tio n  
f o r  P u b lic  H e a lth  P o l ic y ’s C o u n c i l  011 M a te r n a l  a n d  C h i ld  H e a l th  has co n - 
c lu d e d  th a t  u n iv e rsa l m a te r n i t y  c a re ,  m a n d a te d  b y  th e  F e d e ra l  g o v e rn m e n t ,  
a n d  a d m in is te r e d  b y  s ta te  h e a l th  d e p a r tm e n ts ,  w o u ld  b e  th e  m o s t  effective 
a n d  e ff ic ien t w a y  to  im p r o v e  th e  h e a l th  o f  o u r  m o th e r s  a n d  bab ies^  T h e  
f o l lo w in g  b a c k g r o u n d  p a p e r  d iscu sse s  th e  n e e d  f o r  s u c h  a p r o g r a m  and  
s u g g e s ts  a  n u m b e r  o f  r e c o m m e n d a t io n s  f o r  m a k in g  u n iv e r s a l  m a te rn ity  

c a re  a r e a l i ty .

T H E  g o a l : c o m p r e h e n s i v e  m a t e r n i t y  c a r e  f o r  a l l

W h a t  i s  C o m p r e h e n s i v e  M a t e r n i t y  C a r e ?

C o m p r e h e n s iv e  m a te r n i ty  c a rc  in c lu d e s  c a re  f r o m  th e  t im e  p r e g n a n e /  is 
f i r s t  d ia g n o s e d  th r o u g h  th e  p o s tp a r tu m  v is it .  C o m p r e h e n s iv e  m a te rn i ty  
c a re  e n c o m p a s s e s  a b r o a d  s p e c t r u m  o f  s e rv ic e s  th a t  s h o u ld  b e  r e a d ily  av a il­
a b le  so  th a t  a u n iq u e  p r e s c r ip t io n  fo r  c a re  c a n  b e  d e v e lo p e d  to  m e e t  the  
in d iv id u a l  n e e d s  o f  e a c h  e x p e c ta n t  m o th e r .  P r o v id e r s  o f  c o m p re h e n s iv e  
m a te r n i t y  c a re  se rv ic e s  s h o u ld  b e  p r e p a r e d  t o  o f fe r :

-  p r e g n a n c y  te s tin g
-  e a r ly  r e g is t r a t io n  w i t h  la b o r  a n d  d e l iv e r y  s e rv ic e s
-  c lin ic a l  a sse ssm e n t
-  la b o r a to r y  te s tin g
- i d e n t i f i c a t i o n  o f  h ig h  r is k  p a t ie n ts  a n d  re fe r ra l  f o r  a p p r o p r i a t e  c a re
-  n u t r i t io n a l  a sse ssm en t, c o u n s e l in g ,  a n d  r e f e r r a l  t o  a p p r o p r ia te  fee d in g  

p r o g r a m s  s u c h  as th e  S p e c ia l  S u p p le m e n ta l  F e e d in g  P r o g r a m  fo r 
W o m e n ,  In fa n ts , a n d  C h i ld r e n  ( W I C )  a n d  F o o d  S ta m p s

-  h e a l th  e d u c a t io n  a n d  c o u n s e l in g
-  so c ia l se rv ices
-  la b o r  a n d  d e l iv e r y  se rv ic e s
-  p o s tp a r tu m  c a re , in c lu d in g  f a m ily  p la n n in g  se rv ic e s

106 J O U R N A L  OF PUBLI C HEALTH POLICY • SPRING 1 9 8 6



N A P H P  • U N I V E R S A L  M A T E R N I T Y  C A R E 107

H e a l th  in  p r e g n a n c y  d e p e n d s  o n  th e  m o t h e r ’s g e n e ra l  p r e p r e g n a n c y  
h e a l th ,  p e rs o n a l h e a l th  h a b i ts  (e .g .,  to b a c c o  a n d / o r  a lc o h o l  u se ) , n u t r i t io n ,  
s tre ss , a n d  o th e r  c o n s id e r a t io n s  in  a d d i t io n  to  th e  q u a n t i ty  a n d  q u a l i ty  o f  
p r e n a ta l  c a rc . T h e r e f o r e ,  th is  b r o a d  a p p r o a c h  to  s e rv ic e s  is n e e d e d  to  m a x ­
im iz e  th e  p o te n t ia l  o f  e a c h  p r e g n a n c y .

t h e  p o t e n t i a l : h e a l t h i e r  b a b i e s

C a n  C o m p r e h e n s i v e  M a t e r n i t y  C a r e  M a k e  a  D i f f e r e n c e ?

R e se a rc h  a n d  e x p e r ie n c e  h a v e  s h o w n  th a t  c o m p r e h e n s iv e  p r e n a ta l  c a re  c a n  
m a k e  a c ri t ic a l  d if f e re n c e  in  th e  h e a l th  o f  m o th e r s  a n d  th e  s u rv iv a l  o f  in ­
fa n ts . C o m p r e h e n s iv e  p r e n a ta l  c a re  c a n  c l im in a t  r  r e d u c e  th e  e ffec ts  o f  
sp e c if ic  d iseases o r  d is o r d e r s  in  th e  p r e g n a n t  w e  n — f o r  e x a m p le ,  d ia ­
b e te s , a n e m ia , h y p e r te n s io n  in  p r e g n a n c y ,  b lo o d  in c o m p a ta b i l i t ic s ,  v e n e ­
re a l d isease , a n d  u r in a r y  t r a c t  in f e c t io n s — all o f  w h ic h  c a n  le a d  to  g r a v e  
c o n s e q u e n c e s  fo r  th e  in f a n t  u n le ss  p r o p e r ly  t r e a te d  (9 ) .

C o m p r e h e n s iv e  p r e n a ta l  c a re  c a n  a lso  d e c re a se  th e  l ik e l ih o o d  o f  a b a b y  
b e in g  b o m  to o  s m a l l— less th a n  f iv e  p o u n d s ,  e ig h t  o u n c e s — a p r o b le m  
c a lle d  " l o w  b i r t h w e ig h t "  ( L B W ) .  L o w  b i r t h w e ig h t  is th e  s in g le  m o s t  
i m p o r t a n t  f a c to r  a sso c ia te d  w i th  in f a n t  m o r ta l i ty .  In  th e  U .S .,  lo w  b i r t h ­
w e ig h t  in fa n ts  a c c o u n t  f o r  tw o - th i r d s  o f n c o n a ta l  d e a th s  ( u n d e r  28  d a y s )  ( t o )  
a n d  5 0 %  o f  d e a th s  in  th e  f i r s t  y e a r  o f  life  ( i t ) .  L o w  b i r t h w e ig h t  in f a n ts  a rc  
a lso  fa r  m o r e  l ik e ly  to  su ffe r  f r o m  p e r m a n e n t  h a n d ic a p p in g  c o n d i t io n s  
s u c h  as m e n ta l  r e ta r d a t io n ,  b i r th  d e fe c ts , g r o w t h  a n d  d e v e lo p m e n t  p r o b ­
le m s , b lin d n e s s , a u t is m ,  c e re b ra l  p a lsy , e p ile p s y , a n d  r e s p i r a to r y  d is tre ss  
s y n d r o m e  (1 2 ) . B a b ie s  b o r n  a t  lo w  b i r th w e ig h t ,  in c lu d in g  o n e  o u t  o f c v c r y  
th r e e  w e ig h in g  less th a n  1500 g r a m s  a t b i r th  ( a b o u t  th r e e  a n d  a th i r d  
p o u n d s ) ,  c o n t in u e  to  e x p e r ie n c e  s ig n if ic a n t  illness r e q u i r in g  h o s p i ta l iz a t io n  
o r  e x te n d e d  c a rc  t h r o u g h o u t  th e  f irs t  y e a r  o f  life  (1 3 ) .

T h e  lo w  b i r t h w e ig h t  r a te  a m o n g  in fa n ts  b o r n  t o  w o m e n  w h o  re c e iv e d  
n o  p r e n a ta l  c a rc  w a s  a lm o s t  th r e e  t im e s  th a t  o f  th e  g e n e ra l  p o p u la t io n .  
T h e  N a t io n a l  C e n te r  f o r  H e a l th  S ta tis t ic s  r e p o r t s  th a t  in  19 82  th e  lo w  
b i r t h w e ig h t  r a te  w a s  1 9 .6 %  a m o n g  in fa n ts  b o m  to  w o m e n  w i th  n o  p r e ­
n a ta l  c a rc . In  c o n t r a s t ,  th e  o v e ra l l  in c id e n c e  o f  lo w  b i r d iw c ig h t  b i r th s  in  
th e  U .S .  w a s  6 .8 %  (1 4 ) .

T h e  M a rc h  o f  D im e s  B i r th  D e fe c ts  F o u n d a t io n  h a s  d o c u m e n te d  n a t io n ­
a lly  th a t  i f  a w o m a n  h as  13 to  14 p r e n a ta l  v is its , s h e  w o u ld  h a v e  o n ly  a 2 %  
c h a n c e  o f  h a v in g  a lo w  b i r th w e ig h t  b a b y .  I f  sh e  h a s  n o  p r e n a ta l  v is its , 
h o w e v e r ,  h e r  r isk  o f  h a v in g  a sm a ll  b a b y  w o u ld  b e  o v e r  9 %  (1 5 ).

E v a lu a t io n s  o f  m a te r n i ty  c a rc  p r o g r a m s  m r o u g h o u t  th e  c o u n t r y  h a v e  
c o n s is te n t ly  s h o w n  th a t  c o m p r e h e n s iv e  p r e n a ta l  c a rc  c a n  b r in g  d r a m a t ic  
im p r o v e m e n ts  in  p r e g n a n c y  o u tc o m e .

-  In  th e  la te  1970s, w o m e n  w h o  re c e iv e d  c o m p r e h e n s iv e  m a te r n i ty  ca re  
f r o m  th e  C le v e la n d ,  O h io ,  M a te r n i ty  a n d  In fa n t  C a r c  ( M I C )  I’ro jc c t  
e x p e r ie n c e d  6 0 %  less p e r in a ta l  m o r ta l i ty  a n d  2 5 %  f e w e r  p r e te r m  d e ­
liv e r ie s  th a n  c o m p a r a b le  w o m e n  n o t  e n r o l le d  in  th e  p r o je c t  (1 6 ) .

-  W i th in  a tw o - y e a r  p e r io d ,  th e  P r o v id e n c e ,  R h o d e  Is la n d , M I C  I’ro jc c t  
e x p e r ie n c e d  a  2 5 %  d e c re a se  in  in fa n t  m o r ta l i ty  ra te s  in th e  a rea s  it 
s e r v e d  (1 7 ) .

-  T h e  O b s te t r ic a l  A ccess P r o je c t  in  C a lifo rn ia  p r o v id e d  c o m p r e h e n s iv e  
p r e n a ta l ,  d e l iv e r y ,  a n d  p o s tp a r tu m  c a rc  to  w o m e n  in  13 u n d c r s c rv c d  
c o u n t ie s .  P a r t ic ip a n ts  in  th e  p r o g r a m  h a d  a 3 3 %  lo w e r  in c id e n c e  o f  lo w  
b i r t h w e i g h t  c o m p a r e d  to  a m a tc h e d  g r o u p  o f  n o n p a r t i c ip a t in g  M c d i-  
C a l  p a t ie n ts .  T h e  in c id e n c e  o f  v e r y  lo w  b i r th w e ig h t  b a b ie s  (less th a n  
a b o u t  th r e e  a n d  a th i r d  p o u n d s )  w a s  6 1 %  lo w e r  ( t 8).

-  S u  C l in ic a  F a m il ia r ,  a m ig r a n t  p r im a r y  h e a l th  c a rc  c lin ic ,  w a s  e s ta b lish e d  
in  1 9 7 2  in  th e  T e x a s  R io  G r a n d e  V a lle y . T h e  c lin ic  o f fe rs  c u l tu r a l ly -
s e n s i t iv e ,c o m p r e h e n s iv e  m a te r n i ty  s c r v ic c s to  i t s p r c d o m in a n t ly  M c x ic a n -
A m e r ic a n  c l ie n te le .  T h e  in c id e n c e  o f  lo w  b i r t h w e ig h t  a m o n g  c lin ic  
d e l iv e r ie s  w a s  o n ly  4 .4 % . T h e  r a te  o f  p r e m a tu r e  b i r th s  w a s  3 .5 % . A t  d ie  
s a m e  t im e ,  th e  p r e m a tu r i t y  r a te  fo r  a ll b i r th s  w a s  7 . 6 %  in  T ex as , a n d  
7 .4 %  f o r  th e  U .S .  (1 9 ).

W h i le  th e  la rg e s t  d if fe re n c e  in  n e w b o r n  h e a l th  is b e tw e e n  th o s e  in fa n ts  
b o r n  to  m o th e r s  w h o  re c e iv e d  a n y  p r e n a ta l  c a re  v e rsu s  th o s e  b o r n  to  
w o m e n  w h o  h a v e  h a d  n o  p re n a ta l  c a re , th e  n u m b e r  o f  p r e n a ta l  v is its  a lso  
m a k e s  a d if f e re n c e , w i th  th e  r isk  o f  p o o r  h e a l th  d e c re a s in g  w i th  m o r e  a n d  
e a r l ie r  v is its  d u r in g  th e  p r e g n a n c y  (2 0 ).

- I n  th e  C a l i f o r n ia  O B  A ccess P r o je c t ,  L B W  ra te s  w e r e  su b s ta n tia lly  
lo w e r  ( 2 .8 % )  f o r  w o m e n  w h o  b e g a n  p r e n a ta l  c a re  in th e  f irs t t r im e s te r ,  
as w e ll  as f o r  th o s e  w h o  re c e iv e d  th e  fu ll p a c k a g e  o f  c o m p r e h e n s iv e  
se rv ic e s , as c o m p a r e d  to  th o se  w h o  o n ly  h a d  a p a r tia l  p a c k a g e  ( 7 . 2 % )  

( 2 1 ) .

- I n  O a k la n d ,  C a l i fo rn ia ,  a n  e v a lu a t io n  o f  th e  O a k la n d  P e r in a ta l  H e a lth  
P r o je c t  ( O P H P ) — a c o m p r e h e n s iv e  c a rc  p r o je c t  p r o v id in g  c l in ic a l ,  o u t ­
r e a c h ,  a n d  s u p p o r t  se rv ic e s  f o r  lo w  in c o m e  p r e g n a n t  w o m e n  a n d  th e ir  
in f a n ts — s h o w e d  th a t  b e tw e e n  1978 a n d  19 81 , fo r  O P H P  p a t ie n ts  w h o
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h a d  te n  o r  m o r e  p r e n a ta l  v is its , th e  L B W  r a te  w a s  3 % ;  fo r  th o s e  w i th  5 - 9  
v is its , 1 0 % ; a n d  f o r  less th a n  5 v is its , th e  L B W  r a te  w a s  1 2 .4 % . E a c h  
p r e n a ta l  v is it  w a s  a sso c ia te d  w ith  a 13 .6  g r a m  in c re a se  in  b i r t h w e ig h t  (2 2 ) . 

-  In  a n  O r e g o n  p r e p a id  h e a l th  c a rc  p r o g r a m  in  19 83 , “ w i th  m a te r n a l  r isk  
h e ld  c o n s ta n t ,  lo w  b i r th w e ig h t ,  n e o n a ta l  m o r ta l i ty ,  a n d  in f a n t  m o r ta l i ty  
w e re  1.5 to  5 t im e s  g r e a te r  w i th  la te , less f r e q u e n t  p r e n a ta l  c a rc  th a n  w i th  
e a r ly ,  m o r e  f r e q u e n t  p r e n a ta l  c a re "  (23 ).

O n ly  F e d e ra l le a d e rs h ip  c a n  r e d u c e  in e q u it ie s  th a t  e x is t  in  th e  u t i l iz a t io n  
o f  m a te r n i t y  c a rc  a n d  in  th e  h e a l th  s ta tu s  o f d if F c rc n t  g r o u p s  o f w o m e n  a n d  
in fa n ts  in  th e  U .S . R e c e n t  e v id e n c e  su g g e s ts  th a t  w h i le  th e  a s s o c ia tio n  
b e tw e e n  r e c e ip t  o f  p r e n a ta l  c a re  a n d  im p r o v e d  p r e g n a n c y  o u t c o m e  h o ld s  
fo r  all s o c io d e m o g r a p h ic  g r o u p s ,  th e  r e la t iv e  im p a c t  o f  th is  a s s o c ia t io n  
v a r ie s .  T h e  g r e a te s t  im p r o v e m e n t  in  m a te rn a l  a n d  in f a n t  h e a l th  c a n  b e  
e x p e c te d  i f  p r o g r a m s  a re  d e s ig n e d  to  m e e t  th e  n e e d s  o f  th e  m o s t  s o c ia lly  
d is a d v a n ta g e d  g r o u p s ,  n a m e ly ,  th e  lo w  in c o m e ,  th e  p o o r ly  e d u c a te d ,  a n d  
m in o r i t y  w o m e n  (2 4 ,2 5 ,2 6 ) .

R e c o m m e n d a t i o n s

I n  o r d e r  t o  f u r t h e r  r e d u c e  i n f a n t  m o r t a l i t y ,  p u b l i c  a n d  p r i v a t e  e f f o r t s  m u s t  f o c u s  o n  

r e d u c i n g  l o w  b i r t h w e i g h t  t l r o . i g h  m a k i n g  a v a i l a b l e  a p p r o p r i a t e  c o m p r e h e n s i v e  

m a t e r n i t y  s e r v i c e s  t o  a l l  p r e g n a n t  w o m e n .

T h e  s u c c e s s f u l  s t r a t e g i e s  o f  s t a t e  a n d  F e d e r a l  d e m o n s t r a t i o n  p r o j e c t s  s h o u l d  b e  

d i s s e m i n a t e d  t o  a l l  p o p u l a t i o n s  i n  n e e d  o f  s u c h  s e r v i c e s .

t h e  p o t e n t i a l : c o s t  s a v i n g s

C a n  C o m p r e h e n s i v e  M a t e r n i t y  C a r e  S a v e  M o n e y ?

C o m p r e h e n s iv e  p r e n a ta l  c a rc  is n o t  o n ly  e f fe c tiv e  in  r e d u c in g  d e a th  a n d  
illn e ss  a m o n g  n e w b o r n s ;  i t  c a n  a lso  h e lp  c o n ta in  c o s ts  b y  p r e v e n t in g  
p e r in a ta l  c o n d i t io n s  w h ic h  r e q u ir e  e x p e n s iv e  t r e a tm e n t .

A c c o r d in g  to  th e  U n i te d  S ta te s  O ff ic e  o f  T e c h n o lo g y  A sse s s m e n t,  th e  
a n n u a l  c o s t  o f  n e o n a ta l  in te n s iv e  c a re  in  th e  U .S .  e x c e e d s  S t . 5 b i l l io n  (2 7 ) . 
S in c e  m o s t  o f  th e se  h o s p ita l iz a t io n s  a rc  fo r  p r e m a tu r e  a n d  lo w  b i r t h w e ig h t  
b a b ie s , p r e v e n t io n  o f  p r e m a tu r i ty  a n d  lo w  b i r t h w e ig h t  w o u ld  e l im in a te  
th e  n e e d  f o r  m u c h  o f  th e  n e o n a ta l  in te n s iv e  c a rc  b e in g  u t i l iz e d  in  th e  U .S .  
to d a y .

T h e  c o s t  o f  n e o n a ta l  in te n s iv e  c a rc  is s ta g g e r in g .  E s t im a te s  o f  th e  a v e r a g e  
c o s t  to  " g r a d u a t e ”  ? v b i r th w e ig h t ,  s ic k , a n d / o r  d is a b le d  in f a n t  f r o m  a 
n e o n a ta l  in te n s iv e  u n i t  r a n g e  f r o m  $1 3 ,61 .6  f o r  a ll  l o w  b i r t h w e i d n
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b a b ie s  (2 8 ) t o  n e a r ly  $ 1 0 0 ,0 0 0  p e r  in f a n t  w e ig h in g  1 0 0 0  g r a m s  ( a b o u t  2 
p o u n d s ,  3 o u n c e s )  o r  less (2 9 ) , c o m p a r e d  w i th  o n ly  $ 4 0 0  f o r  p r e n a ta l  c a rc  
( e x c lu d in g  la b o r  a n d  d e l iv e r y  se rv ic e s )  ( j o ) .  F o r  th e  lo w  b i r t h w e ig h t  in ­
f a n t  w h o  s u rv iv e s  w i th  s e v e re  p h y s ic a l  o r  m e n ta l  h a n d ic a p s , th e  c o s t  o f  
l i f e t im e  c a rc  (2 0  y e a rs )  is e s t im a te d  to  b e  $ 3 5 9 ,0 0 0  (3 1 ) .

P r o v id in g  c o m p r e h e n s iv e ,  p r e v e n t io n - o r ie n te d  p e r in a ta l  c a re  is a p p r o x ­
im a te ly  f iv e  t im e s  m o r e  c o s t- e f fe c t iv e  th a n  p r o v id in g  t r e a tm e n t - o r i e n te d  
m e d ic a l  s e rv ic e s  (3 2 ) . P u t  a n o th e r  w a y ,  th e  A m e r ic a n  A c a d e m y  o f  P e d ia t ­
r ie s  r e p o r t e d  in  1984 th a t  c o s t  b e n e f i t  e s t im a te s  r a n g e  f r o m  2 to  10  d o lla r s  
s a v e d  f o r  e v e r y  d o l la r  s p e n t  o n  p r e n a ta l  c a re  (3 3 ) .

T h e  f o l lo w in g  e s t im a te s  in d ic a te  th e  s a v in g s  t h a t  s ta te s  m ig h t  h a v e  e n ­
j o y e d  h a d  th e y  im p le m e n te d  c o m p r e h e n s iv e  p r e n a ta l  c a rc :

-  M ic h ig a n  s ta te  o ffic ia ls  f o u n d  th a t  o v e r  s ix  d o l la r s  c o u ld  h a v e  b e e n  sa v e d  
f o r  e v e r y  d o l la r  s p e n t  b y  th e  s ta te  to  p r o v id e  p r e n a ta l  c a re  to  1 4 ,0 0 0  
u n in s u r e d  w o m e n .  W i t h o u t  p r e n a ta l  c a rc , 6 0 0 0  o f  th e  b a b ie s  b o r n  to  
th e se  w o m e n  w o u ld  n e e d  n e o n a ta l  in te n s iv e  c a re  h o s p i ta l iz a t io n .  W i t h  
p r e n a ta l  c a rc , a t  leas t 1 5 0 0  o f  th e se  b a b ie s  w o u ld  n o t  n e e d  th is  c o s tly  
h o s p i ta l  c a rc , s a v in g  o v e r  $ 3 0  m il l io n  (3 4 ) .

- T h e  V irg in ia  S ta te  P e r in a ta l  S e rv ic e s  A d v is o r y  C o u n c i l  c o n c lu d e d  d ia t  
th e  s ta te  c o u ld  sa v e  $ 4 9 .8  m il l io n  in  s ta te  e x p e n d i tu r e s  f o r  l o n g - t e r m  
in s t i tu t io n a l  c a re  f o r  th e  m e n ta l ly  r e ta r d e d  t h r o u g h  d ie  p r o v is io n  o f  
b e t t e r  p r e n a ta l  c a re  (3 5 ) .

- T h e  C a l i fo rn ia  D e p a r tm e n t  o f  H c a ld i  S e rv ic e s  e s tim a te s  t h a t  $ 6 -7  m i l ­
l io n  in  n e o n a ta l  in te n s iv e  c a rc  c o s ts  f o r  3 7 0 0  lo w  b i r t h w e ig h t  in fa n ts  
c o u ld  h a v e  b e e n  s a v e d  i f  th e i r  m o d ie r s  h a d  r e c e iv e d  p r e n a ta l  c a re .  C o s ts  
o f  p r e n a ta l  c a re  f o r  th o s e  w o m e n  w o u ld  h a v e  b e e n  o n ly  $ 2 .8  m il l io n  (3 6 ).

-  O r e g o n  o fficia ls s tu d y in g  w o r n m  r e c e iv in g  in a d e q u a te  p r e n a ta l  c a re  in  
th e  s ta te  e s t im a te  th a t  f o r  th e  c o s t  o f  c a r in g  f o r  f iv e  h ig h - r is k  p r e m a tu r e  
in fa n ts ,  1 4 9  w o m e n  c o u ld  h a v e  r e c e iv e d  c o m p r e h e n s iv e  p r e n a ta l  c a re  (3 7 ).

W h a t  A b o u t  t h e  U n c o m p e n s a t e d  C o s t  o f  

M a t e r n i t y  C a r e  f o r  t h e  U n i n s u r e d ?

U n iv e r s a l  m a te r n i ty  c a re  w o u ld  n o t  r e q u i r e  th e  in v e s tm e n t  o f h u g c  a m o u n ts  
o f  n e w  d o lla r s .  T h e  p u b l ic  is a lr e a d y  p a y in g  in d i r c c d y  f o r  th e  c o s t  o f  c a re  
f o r  s ic k  m o th e r s  a n d  b a b ie s  w i t h o u t  h e a l th  in s u r a n c e  c o v e r a g e  th r o u g h  
c o s t - s h i f t in g — h ig h e r  h o s p ita l  b ills  a n d  in s u ra n c e  p r e m iu m s  f o r  a ll— a n d  
th r o u g h  ta x - s u o p o r tc d  h e a l th  s e rv ic e s  f o r  th e  in d ig e n t .

U n c o m p e n s a te d  c a re , w h ic h  in c lu d e s  b o th  b a d  d e b ts  a n d  c h a r i ty  c a rq , is
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b e c o m in g  an in c re a s in g ly  s ig n if ic a n t  p a r t  o f  th e  r is in g  h e a lth  c a re  c o s ts  th a t  
p u b l ic  p r o g r a m s ,  p r iv a te  e m p lo y e r s ,  a n d  in d iv id u a ls  m u s t  face . A c c o rd in g  
to  an  A m e r ic a n  I Io sp ita l  A s s o c ia tio n  s tu d y ,  u n c o m p e n s a te d  c a re  in c rea se d  
f r o m  S 4 .5  b i l l io n  to  S 6 .2  b i l l io n  b e tw e e n  1978 a n d  1982 (3 8 ). M a te r n i ty  
a n d  m a te r n i ty - r e la te d  c o s t  is th e  s ir .g lc  m o s t  im p o r ta n t  c o n t r ib u to r  to  th e  
b u r d e n  o f  u n p a id  h o s p ita l  b ills  in  d ie  U .S .  to d a y .

-  N o r m a l  d e l iv e r y ,  c e sa re a n  s e c tio n s  a n d  n e w b o r n  d is c h a rg e s  c o m b in e d  
a c c o u n t  f o r  6 1 %  o f  all s e l f - p a y /n o  c h a r g e  d is c h a rg e s  (39 ).

- I n  1 9 8 1 , 4 0 %  o f  a ll s e lf -p a y  d is c h a rg e s  w e re  m a te r n i ty  p a tie n ts ,  a n d  
h o s p ita ls  r e c e iv e d  o n ly  7 2 %  o f  c h a rg e s  b i l le d  to  se lf -p a y  p a tie n ts .  N o r ­
m a l d e li v e r y  w a s  th c s in g lc m o s t  c o m m o n  se lf -p a y  d is c h a rg e  d ia g n o s is  (40 ).

-  A c c o r d in g  to  th e  19 80  N a t io n a l  H o s p ita l  D is c h a r g e  S u rv e y ,  1 2 .8 %  o f  
d is c h a rg e s  f o r  d e l iv e r ie s  w e r e  " s e l f - p a y ”  (4 1 ).

-  A l th o u g h  o n ly  5 %  o f  a ll d is c h a rg e s  w i th  c o s ts  c o n s id e r e d  " c a ta s t r o p h ic "  
w e r e  s e lf -p a y , 1 6 .5 %  o f  a ll c a ta s t r o p h ic  n e w b o r n  d is c h a rg e s  ( o f  w h ic h  
8 5 %  w e re  f o r  p r e m a tu r i ty )  w e r e  s e lf -p a y  (4 2 ) .

A  n u m b e r  o f  s ta te s  h a v e  s tu d ie d  th e  p r o b le m  o f  u n c o m p e n s a te d  c a rc . 
T h e s e  a rc  s o m e  o f  th e i r  f in d in g s :
-  A  S o u th  C a r o l in a  s tu d y  f o u n d  th a t ,  in  1983 , h o s p ita ls  s h if te d  $ 6 9  m il l io n  

f r o m  th o s e  w h o  c o u ld  n o t  a f fo rd  to  p a y  f o r  c a rc  to  th e  c o s ts  p a id  b y  p a y ­
in g  p a t ie n ts .  F o r ty  th r e e  p e r c e n t  o f  in d ig e n t  a d m is s io n s  a t  th e  h o sp ita l 
w e r e  o b s te t r i c /g y n e c o lo g y ,  p c d ia i r ic ,  o r  n e w b o r n  p a t ie n ts  (4 3 ).

-  In  M a y  19 83 , th e  V irg in ia  P e r in a ta l  S e rv ic e s  A d v is o r y  C o u n c i l  fo u n d  
th a t  in  th a t  s ta te  a n  e s t im a te d  2 3 %  o f  to ta l  h o s p ita l  c o s ts  f o r  n e o n a ta l  
in te n s iv e  c a re  is n o t  r e im b u rs e d ,  a n d  th a t  to ta l  w ritc -o fT s  f o r  n e o n a ta l  
in te n s iv e  c a re  w e r e  e s t im a te d  to  b e  $ 1 2  m il l io n  a y e a r  (4 4 ) .

-  A  s tu d y  o f  30  h o s p ita ls  in  M a s sa c h u se tts  f o u n d  th a t  th rc c - f if t l is  o f  b a d  
d e b ts  w e r e  a t t r ib u ta b le  t o  th o s e  w i t h o u t  t h i r d  p a r t y  p a y m e n t .  T h e  
la rg e s t  c a te g o r y  o f  u n c o l le c te d  c o s ts  w e r e  f o r  m a te r n i ty  a n d  m a te r n i ty -  
r e la te d  c a re  (4 5 ) .

-  A  1 9 8 2 -8 3  s tu d y  o f  u n c o m p e n s a te d  c a re  a t  V a n d e r b i l t  H o s p i ta l  in  T e n ­
n e s s e e  f o u n d  th a t  r e c ip ie n ts  o f  u n c o m p e n s a te d  c a rc  o f te n  h a d  e n te r e d  th e  
h e a l th  c a rc  sy s te m  la te  ( i .e . ,  w i th  la te  o r  110 p r e n a ta l  c a re ) ,  a n d  th a t  a l ­
m o s t  h a l f  o f  th e  h ig h - c o s t  u n c o m p e n s a te d  c a rc  p a t ie n ts  w e r e  n e w ­

b o r n s  (4 6 ) .

W h i le  th e r e  is a s ig n if ic a n t  n e e d  to  d e c re a s e  h e a l th  c a rc  c o s ts  f o r  n e w ­
b o r n  in fa n ts ,  p r e s e n t  m e th o d s  d e a l o n ly  w i t h  th e  c o n s e q u e n c e s  a n d  n o t  th e
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ca u se s  o f  th e  p r o b le m .  U n iv e r s a l  m a te r n i ty  c a rc  w o u ld  c u t  h e a l th  c a rc  
c o s ts  b y  p r e v e n t in g  m a n y  p r e g n a n c ie s  f r o m  r e s u l t in g  in  lo w  b i r t h w e ig h t  
b a b ie s  a n d  b y  e l im in a t in g  th e  r e la te d  h id d e n  c o s ts  o f  u n c o m p e n s a te d  c a rc . 
W e  a rc  a lr e a d y  p a y in g  f o r  th e  m o s t  e x p e n s iv e  s id e  o f  th e  h e a l th  c o s t  e q u a ­
t i o n — h o s p i ta l  c o s ts  f o r  th e  s ic k . In  th e  lo n g  r u n ,  p u t t i n g  r e s o u rc e s  in s tea d  
i n to  th e  p r e v e n t io n  s id e  w ill  r e s u l t  in  s ig n if ic a n t  s a v in g s  in  b o th  d o lla rs  
a n d  in  h u m a n  p o te n t ia l .

R e c o m m e n d a t i o n s

A d e q u a t e  F e d e r a l  f i n a n c i a l  s u p p o r t  m u s t  b e  a v a i l a b l e  t o  m a k e  a c c e s s  t o  p r e n a t a l  

a n d  l a b o r  a n d  d e l i v e r y  s e r v i c e s  a  r e a l i t y  f o r  a l l  m h o  n e e d  t h e m .

A  u n i f i e d  f i n a n c i n g  m e c h a n i s m  s h o u l d  b e  d e v e l o p e d  i n  e a c h  s t a t e  t o  m e e t  b o t h  

p r e n a t a l  a n d  l a b o r  a n d  d e l i v e r y  c o s t s  f o r  a l l .

T H E  n e e d : r e d u c i n g  b a r r i e r s  t o  m a t e r n i t y  c a r e

H a s  t h e  U t i l i z a t i o n  o f  P r e n a t a l  C a r e  

C h a n g e d  i n  t h e  L a s t  F e i v  Y e a r s ?

R e c e n t ly ,  s o m e  p r e l im in a r y  r e p o r t s  in d ic a te  t h a t  im p r o v e m e n ts  in  access 
to  p r e n a ta l  c a rc  h a v e  h a l te d  o r  e v e n  re v e rs e d . D r .  E d w a r d  N .  B r a n d t ,  J r . ,  
f o r m e r  A ss is ta n t S e c re ta ry  fo r  H e a l th  o f  th e  U .S .  D e p a r tm e n t  o f  H e a l th  
a n d  H u m a n  S e rv ic e s , r e c e n t ly  e x p la in e d  th a t  p r o v is io n a l  1983 a n d  1984 
d a ta  re v e a l  t h a t  th e  r a te  o f  d e c l in e  in  in f a n t  m o r t a l i t y  h a s  b e e n  r e la t iv e ly  
s m a l l  in  c o m p a r is o n  w i t h  p r e v io u s  y e a rs . T h i s  g e n e r a l  s lo w d o w n  in  th e  
d e c l in e  in  th e  in f a n t  m o r ta l i ty  r a te  is th e  f i r s t  in  2 0  y e a rs . B r a n d t  a lso  
e x p re s s e d  c o n c e r n  o v e r  th e  " a p p a r e n t  r e d u c t io n  in  th e  t im e ly  p r o v is io n  o f  
p r e n a ta l  c a r e "  (4 7 ) .

-  A  s u r v e y  in  L e x in g to n /F a y e t t e  C o u n t ) ',  K e n tu c k y ,  f o u n d  th a t  th e  n u m ­
b e r  o f  p r e g n a n t  w o m e n  w h o  d id  n o t  re c e iv e  p r e n a ta l  c a rc  in  1982 w as 
n e a r ly  7 5 %  g r e a te r  th a n  th e  n u m b e r  in  1980 (4 8 ).

-  A  s tu d y  o f  p r e n a ta l  c a re  in  O r e g o n  b y  th e  S ta te  H e a l th  D e p a r tm e n t  
f o u n d  th a t  in  d ie  18 - m o n th  p e r io d  a f te r  19 80  th e  p e r c e n t  o f  m o th e r s  w i th  
in a d e q u a te  c a rc  in c re a s e d  b y  o n e  s :x th  to  a to ta l  o f  7 .0 %  o f  all b i r th s .  F o r  
d ie  f i r s t  h a l f  o f  19 82 , 1 .0 %  w e r e  w i t h o u t  a n y  c a rc , a n d  .-n a d d i t io n a l  
1 .9 %  h a d  f o u r  o r  f e w e r  v is its  (4 9 ) .

-  F o r  f o u r  c o n s e c u t iv e  y e a rs  b e g in n in g  in  1979 , p a r t ic ip a t io n  in  e a r ly  p r e ­
n a ta l  c a r e  b y  a ll p r e g n a n t  w o m e n  in  :'.ic U .S .  has r e m a in e d  v i r tu a l ly  u n ­
c h a n g e d  a f te r  a  d e c a d e  o f s t e a d y  im p r o v e m e n t .  B e tw e e n  1981 a n d  1.982, 
h o w e v e r ,  d ie  p a r t ic ip a t io n  r a te  in  e a r ly  p r e n a ta l  c a re  a c tu a l ly  d e c lin e d
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f o r  b la c k  w o m e n  a n d  fo r  w o m e n  o f  all ag e s  u p  to  a g e  2 9  .w h i le  th e  p r o ­
p o r t i o n  o f  b o th  b la c k  a n d  w h i te  w o m e n  r e c e iv in g  la te  o r  n o  p r e n a ta l  
c a re  a c tu a l ly  in c re a s e d  (5 0 ).

G r e a t  d is p a r i t ie s  e x is t  b e tw e e n  w h o  g e ts  c a re  a n d  w h o  d o c s  n o t ,  a n d  
b e tw e e n  w h o  g e ts  c a re  e a r ly  in  p r e g n a n c y  a n d  w h o  s ta r ts  la te .

-  N a t io n a l ly ,  in  1982 o n e  o u t  o f  e v e r y  25 p r e g n a n t  w o m e n  r e c e iv e d  n o  
p r e n a ta l  c a rc  u n t i l  th e  la s t t r im e s te r ,  a n d  o n e  in  6 7  r e c e iv e d  n o n e  a t  a ll. 
O n e  o u t  o f  17 b la c k  p r e g n a n t  w o m e n  r e c e iv e d  n o  p r e n a ta l  c a rc  u n t i l  tilic 
la s t t r im e s te r  a n d  o n e  in  30  re c e iv e d  n o n e  a t  a ll, a s ta tis t ic  in d ic a t in g  a 
c o n t in u in g  g a p  in  access to  c a re  s in c e  19 81 . T h e  f a c t  th a t  p a r t ic ip a t io n  in 
e a r ly  p r e n a ta l  c a re  h as  r e m a in e d  c o n s ta n t  f o r  w h i te  w o m e n  w h i le  it h as  
d e c l in e d  f o r  b la c k  w o m e n  in d ic a te s  th a t ,  a c c o r d in g  to  th is  m e a s u re ,  th e  
d i f f e re n c e  in  access to  p r e n a ta l  c a re  b e tw e e n  w h i te  a n d  b la c k  w o m e n  h as 
g o t t e n  w o r s e  (5 1 ).

-  In  th e  th r e e  la rg e s t  m e t r o p o l i t a n  c o u n t r ie s  in  W a s h in g to n  S ta te ,  b o th  th e  
p r o p o r t i o n  o f  w o m e n  r e c e iv in g  la te  o r  n o  p r e n a ta l  c a rc  a n d  th e  p r o p o r ­
t io n  o f  l o w  b i r t h w e ig h t  in fa n ts  in c re a se d  in  l o w - in c o m e  c e n su s  tra c ts  
b e tw e e n  1 9 8 0  a n d  1 9 82 , a p e r io d  c h a r a c te r iz e d  b y  in c re a s in g  u n e m p lo y ­
m e n t  a n d  d e c re a s in g  M e d ic a id  e l ig ib i l i ty  (5 2 ) .

S ta te  r e p o r t s  h ig h l ig h t  th e  g r o u p s  m o s t  a t  r isk  o f  in a d e q u a te  p r e n a ta l
c a re :

-  In  O r e g o n  in  1 9 8 2 , n e a r ly  h a l f  o f  p r e g n a n t  te e n s  w e r e  c o n s id e r e d  t o  h a v e  
h a d  less th a n  a d e q u a te  c a rc  a n d  3 %  h a d  110 p r e n a ta l  c a re  a t  a ll (5 3 ) .

- I n  O h i o  in  19 81 , n o n w h i t e  p r e g n a n e  w o m e n  w e re  tw ic e  as l ik e ly  as 
w h i te  p r e g n a n t  w o m e n  to  h a v e  r e c e iv e d  110 p r e n a ta l  c a re  o r  to  h a v e  
r e c e iv e d  i t  o n ly  in  th e  la s t t r im e s te r  o f  p r e g n a n c y  (5 4 ) .

-  In  F lo r id a  in  1 9 8 2 , th e r e  w e r e  a n  e s t im a te d  6 5 ,0 0 0  lo w  in c o m e  p r e g n a n t  
w o m e n  b u t  o n ly  2 5 ,0 0 0  w e re  r e c e iv in g  c o m p r e h e n s iv e  c a rc  (5 5 ) .

W h y  D o n ’ t  P r e g n a n t  W o m e n  G e t  E a r l y ,

C o m p r e h e n s i v e  P r e n a t a l  C a r e ?

T o o  o f te n ,  c o m p r e h e n s iv e  p r e n a ta l  c a re  is c i th e r  n o t  a v a i la b le  o r  n o t  
a c c e ss ib le . T h e  I n s t i tu te  o f  M e d ic in e ’s r e p o r t  c o n c lu d e d  th a t  th e  m a jo r  
b a r r ie r s  to  e a r ly  r e c r - o t  o f  p r e n a ta l  c a re  fall i n to  th e  f o l lo w in g  s ix  c a te ­
g o r ie s :

1. f in a n c ia l  c o n s t : .  :

in itc d  a v a i la b : ' o f  m a te r n i ty  c a re  p r o v id e r s
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3. in s u f f ic ie n t p r e n a ta l  s e rv ic e s  in  s o m e  s ite s  r o u t in e ly  u s e d  b y  h ig h - r i s k  

p o p u la t io n s
4 . e x p e r ie n c e s ,  a t t i tu d e s ,  a n d  b e lie fs  a m o n g  w o m e n  th a t  m a k e  th e m  d is ­

in c l in e d  to  seek  p r e n a ta l  c a re
5. p o o r  o r  a b s e n t  t r a n s p o r ta t io n  a n d  c h i ld  c a re  s e rv ic e s
6 . in a d e q u a te  s y s te m s  to  r e c r u i t  h a r d - to - r e a c h  w o m e n  in to  c a rc  (5 6 ).

T h e  f in a n c ia l  b u r d e n  o f  m e d ic a l  c a rc  d u r in g  p r e g n a n c y  is e s p e c ia lly  
d if f ic u lt  f o r  th e  u n in s u r e d ,  th r e e  q u a r te r s  o f  w h o m  a re  w o r k e r s  a n d  th e i r  
d e p e n d e n ts .  D e s p i te  th e i r  n e e d  f o r  c a rc , la c k  o f  in s u r a n c e  is a sso c ia te d  b o th  
w i th  lo w e r  u t i l i z a t io n  o f  h e a l th  se rv ic e s  a n d  h ig h e r  o u t - o f - p o c k e t  c o s ts  (5 7 ).

- T h e  1 9 7 7  N a t io n a l  H c a ld i  C a r c  E x p e n d i tu r e  S tu d y  s h o w e d  th a t  1 6 .6 %  
o f  th e  n o n - in s t i tu t io n a J iz e d  c iv i l ia n  p o p u la t io n  o f  th e  U n i te d  S ta te s  h as 
n o  h e a l th  in s u r a n c e  c o v e r a g e ,  c i th e r  p u b l i c  o r  p r iv a te ,  f o r  m a te r n i ty  
c a re . A lm o s t  3 0 %  o f  th e  p r iv a te ly  in s u r e d  p o p u la t io n  u n d e r  a g e  65  h as 
n o  m a te r n i ty  c a re  c o v e r a g e ,  a n d  th e  c o v e r a g e  f o r  th o s e  w i th  n o n - g r o u p  
p r iv a te  p o l ic ie s  is e v e n  w o r s e ,  l e a v in g  3 5 %  u n c o v e r e d  f o r  a n y  m e d ic a l  
e x p e n s e s  c o n n e c te d  w i t h  p r e g n a n c y  (5 8 ) .

-  E v e n  w o m e n  w i t h  p r iv a te  in s u r a n c e  c o v e r a g e  h a v e  to  p a y  f o r  p a r t  o r  a ll 
o f  th e i r  p r e n a ta l  a n d  p o s tp a r tu m  c a rc . K o v a r  a n d  K J e rm a n  h a v e  d o c u ­
m e n te d  th a t  4 1 .5 %  o f  w o m e n  w i th  in s u r a n c e  c o v e r a g e  h a d  to  p a y  o u t -  
o f - p o c k e t  f o r  p r e n a ta l  a n d  f  o s tp a r tu m  c a re . T h e  p e r c e n ta g e  o f  p r e n a ta l  
a n d  p o s tp a r tu m  c a rc  c h a r g e s  t h a t  w o m e n  h a v e  to  p a y  th e m s e lv e s  in ­
c re a se s  as th e i r  a b i l i ty  to  p a y ,  as d e te r m in e d  b y  in c o m e ,  d e c re a se s  (5 9 ) .

M a n y  p u b l ic ly  f u n d e d  p r e n a ta l  c a re  p r o g r a m s  a re  f ille d  b e y o n d  c a p a c i ty  
a n d  m u s t  t u r n  a w a y  p r e g n a n t  w o m e n  s e e k in g  p r e n a ta l  c a rc . T h e r e  a re  
m a n y  c o u n t ie s ,  e sp e c ia lly  in  r u r a l  a re a s , w h e r e  th e r e  a re  n o  o b s te t r ic ia n s  
w il l in g  t o  a c c e p t  lo w  in c o m e  p a t ie n ts ,  e v e n  th o s^  w i th  M e d ic a id  c o v e r ­
a g e  (6 0 ) . A d d i t io n a l ly ,  h ig h  r isk  m o th e r s  a re  r e fu s e d  c a rc  b e c a u s e  th e y  m a y  
b e  seen  as m a lp r a c t ic e  in s u r a n c e  r isk s  ( 6 t ) .

-  U n iv e r s i ty  o f  N e w  M e x ic o  r e s e a rc h e rs  f o u n d  th a t  8 7 %  o f  w o m e n  w i t h ­
o u t  p r e n a ta l  c a r c  s ta te d  th e y  d id  n o t  g e t  c a re  b e c a u se  th e y  c o u ld  n o t  
a f f o r d  i t  (6 2 ) .

-  In  1 9 8 2  th e  U n iv e r s i ty  o f  K e n tu c k y  M e d ic a l  C e n te r  r e fu s e d  c a re  to  38 7  
in d ig e n t  w o m e n  (6 3 ).

-  A  19 78  s tu d y  in  N e w  Y o r k  C i t y  f o u n d  th a t  f in a n c in g  m a te r n i t y  c a re  w a s  
a  m a jo r  i m p e d im e n t  t o  o b ta in in g  a d e q u a te  m a te r n i t y  c a re  a m o n g  n o n -  
r c g is te r c d  p a t ie n ts .  N e a r ly  o n e - f o u r th  o f  a ll n o n - r c g is tc r c d  p a t ie n ts  h a d
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a c tu a l ly  g o n e  t o  a n  in s t i tu t io n  to  r e g is te r  f o r  p r e n a ta l  c a rc  a n d  w e r e  
tu r n e d  a w a y  d u e  to  f a i lu re  to  m e e t  f in a n c ia l  r e q u i r e m e n ts  o f  th e  h o s p i ta l .  
O v e r  5 0 %  o f  th e s e  w o m e n  g a v e  la c k  o f  m o n e y  o r  m e d ic a l  in s u r a n c e  as 
th e  r e a s o n  f o r  n o n - r e g i s t r a t i o n  (6 4 ).

R e c o m m e n d a t i o n s

C o m p r e h e n s i v e ,  c u l t u r a l l y  s e n s i t i v e  p r e n a t a l  c a r e ,  s u p p o r t e d  b y  p u b l i c  f u n d s ,  m n s (  

b e  r e a d i l y  a v a i l a b l e  i n  e v e r y  c o u n t y  a n d  m e t r o p o l i t a n  a r e a  i n  t h e  c o u n t r y .

F e d e r a l  l e a d e r s h i p  i s  n e c e s s a r y  t o  r e v e r s e  t h e  b a r r i e r s  w h i c h  p r e v e n t  r e i m b u r s e ­

m e n t  o f  r e c o g n i z e d  a l t e r n a t i v e  m a t e r n i t y  c a r e  p r o v i d e r s .

F e d e r a l ,  s t a t e  a n d  l o c a l  o f f i c i a l s  m u s t  w o r k  w i t h  p r i v a t e  p r o v i d e r s  t o  a s s u r e  

a d e q u a t e  M e d i c a i d  r e i m b u r s e m e n t  f o r  m a t e r n i t y  c a r c .

T U B  F I R S T  R E S P O N S E :  C U R R E N T  A C T I V I T I E S

I s  A n y t h i n g  B e i n g  D o n e  t o  R e v e r s e  t h e  

D e c l i n e  i n  U t i l i z a t i o n  o f  P r e n a t a l  C a r e ?

A t  th e  n a t io n a l  le v e l ,  th e  C h i ld  H e a l th  A s s u ra n c e  P r o g r a m  ( C H A P ) ,  
p a s s e d  la s t y e a r  b y  th e  9 8 th  C o n g re s s ,  e x te n d e d  M e d ic a id  b e n e f i ts  to  f i r s t -  
t im e  p r e g n a n t  w o m e n  w h o  w o u ld  b e  e l ig ib le  w h e n  th e  c h i ld  is b o m  a n d  
to  p r e g n a n t  w o m e n  in  in ta c t  fa m ilie s  w h e r e  th e  p r in c ip a l  w a g c - c a m c r  is 
u n e m p lo y e d ,  a n d  g a v e  s ta te s  th e  o p t io n  o f  e x te n d in g  th e se  b e n e f i ts  to  
fa m ilie s  m e e t in g  in c o m e  e l ig ib i l i ty  c r i te r ia  e v e n  i f  th e  h u s b a n d  is e m p lo y e d .  
H o w e v e r ,  th e  i n c o m e  e l ig ib i l i ty  c r i te r ia  r e m a in  a t  th e  d is c r e t io n  o f  s ta te s , 
m e a n in g  th a t  w o m e n  e l ig ib le  in  o n e  s ta te  w o u ld  n o t  b e  e l ig ib le  in  o th e r s ,  
a n d  th a t  in  m a n y  s ta te s  w o m e n  n e e d  to  b e  fa r  b e lo w  th e  p o v e r ty  l in e  to  
q u a l i fy  f o r  M e d ic a id .  F o r  e x a m p le ,  th e  a v e r a g e  in c o m e  e l ig ib i l i ty  le v e l in  
th e  S o u th e a s t ,  $ 4 ,1 3 7  f o r  a f a m ily  o f  f o u r ,  is less th a n  h a l f  o f  th e  fe d e ra l  
p o v e r ty  le v e l (6 5 ) .

M a n y  s ta te s  h a v e  u n d e r ta k e n  sp e c if ic  a c tio n s  in  th e  a re a  o f  im p r o v in g  
access to  p r e n a ta l  c a rc .

-  A c c o r d in g  to  a s u r v e y  c o n d u c te d  b y  th e  M a s s a c h u s e tts  D e p a r tm e n t  o f  
P u b l ic  H e a l th ,  10  s ta te s  o u t  o f  25 r e s p o n d in g  in d ic a te d  th a t  im p r o v in g  
a v a i la b i l i ty  a n d  a c c e s s ib il i ty  o f  p r e n a ta l  c a rc , in c lu d in g  o u t r e a c h  se rv ic e s , 
h e a l th  p r o m o t io n ,  n u t r i t i o n  c a re , c a s c - c o o r d in a t io n  a n d  f o l lo w - u p ,  w a s  
a s t r a te g y  to  i m p r o v e  p r e g n a n c y  o u tc o m e  o r  m o r e  sp e c if ic a lly  to  r e d u c e  
l o w  b i r t h w e ig h t  (6 6 ) .

-  M ic h ig an  h a s  b e g u n  a tw o - y e a r  p h a se - in  o f  its  p r o g r a m  m a k in g  p r e n a ta l  
c a re  a b a s ic l i c a l th  s e rv ic e  lo r  a ll c itiz e n s . E l ig ib i l i ty  is e x p e c te d  to  e x te n d

m

to  9 ,5 0 0  p r e v io u s ly  u n s c rv c d  p r c g n a n :  w o m e n  in  fam ilie s  w i th  in c o m e s  
b e lo w  1 8 5 %  o f  th e  p o v e r ty  le v e l (6 7 ) .

-  F lo r id a  a n d  T e x a s  h a v e  in c lu d e d  as M e d ic a id  e l ig ib le s  th o s e  o p t io n a l  
c a te g o r ie s  o f  p r e g n a n t  w o m e n  p e r m i t t e d  b y  F e d e ra l  s ta tu te  (6 8 ).

-  G e o r g ia ,  S o u th  C a r o l in a ,  a n d  V irg in ia  h a v e  e n a c te d  le g is la t io n  p r o v id ­
in g  M e d ic a id  b e n e f i ts  to  m e d ic a l ly  n e e d y  p r e g n a n t  w o m e n  rc g a rd ic s s  o f  
m a r i ta l  s ta tu s  (6 9 ) .

-  V irg in ia ,  T e n n e s s e e , a n d  M iss is s ip p i h a v e  a d o p te d  o p t io n a l  c a te g o r ic a l ly  
n e e d y  p r o g r a m s  e x te n d in g  M e d ic a id  b e n e f i ts  to  p r e g n a n t  w o m e n  w h o  
w o u ld  b e  f in a n c ia l ly  e l ig ib le  o n c e  th e i r  c h i ld  is b o r n  r c g a rd ic s s  o f  m a r i ta l  
s ta tu s  (7 0 ) .

-  T h e  S ta te  o f  T e x a s  h a s  a p p r o p r i a t e d  S 2 2 .7 5  m i l l io n  fo r  th e  c u r r e n t  b ie n ­
n iu m  to  fill in  th e  g a p s  in  m a te r n a l  a n d  in f a n t  h e a l th  c a re , in c lu d in g  m a k ­
in g  p r e n a ta l  c a rc  m o r e  a c ce ss ib le  (7 1 ) .

A  fe w  s ta te s  h a v e  a lso  im p le m e n te d  n e w  p r o g r a m s  to  d e a l w i th  h e a l th  
c a rc  f o r  th e  in d ig e n t .  T h e  e x p e r ie n c e  w i th  th e s e  s y s te m s  m a y  in f o r m  f u tu r e  
e f fo r ts  to  f u n d  u n iv e r s a l  m a te r n i t y  c a rc .

-  O k la h o m a  a n d  S o u th  D a k o ta  h a v e  c re a te d  r e v e n u e  p o o ls  f r o m  s ta te  a n d  
c o u n ty  fu n d s  t o  r e im b u r s e  p r o v id e r s  o f  i n d ig e n t  c a rc  (7 2 ) .

-  F lo r id a  h a s  c re a te d  a P u b l ic  M e d ic a l  T r u s t  F u n d  f r o m  a 1 %  ta x  o n  h o s ­
p ita l  r e v e n u e  to  p a y  f o r  e x p a n d in g  M e d ic a id  e l ig ib i l i ty ,  e s ta b l is h in g  
p r im a r y  c a rc  m a n a g e m e n t  p r o g r a m s  f o r  in d ig c n ts ,  a n d  e v e n tu a l ly  c o m ­
p e n s a t in g  h o s p ita ls  p r o v id in g  an  in o r d in a te  s h a re  o f  c h a r i ty  c a re  (7 3 ).

-  M a r y la n d  a n d  N e w  J e r s e y  h a v e  a l l - p a y e r  h o s p i ta l  r a te  s e t t in g  sy s te m s  
w h ic h  in c lu d e  a n  a l lo w a n c e  f o r  c h a r i ty  c a rc  in  e a c h  p a y m e n t  m a d e  to  
h o s p ita ls  (7 4 ) .

-  A rk a n s a s  a n d  W e s t  V irg in ia  h a v e  r e c e n t ly  p a ssed  le g is la t io n  to  f u n d  in ­
d ig e n t  c a rc , f in a n c e d  in  A rk a n s a s  b y  th e  M e d ic a id  r e b a te  r e c e iv e d  u n d e r  
th e  1981 F e d e ra l  B u d g e t  A c t ,  a n d  in  W e s t  V i rg in ia  b y  s ta te  a p p r o p r ia t io n  
a n d  a h o s p i ta l  a s se s s m e n t (7 5 ) .

t h e  f u t u r e : s i g n s  or- h o p e

W h a t ' s  B e i n g  D o n e  N o w  t o  M a k e  

U n i v e r s a l  M a t e r n i t y  C a r e  a  R e a l i t y ?

A  n u m b e r  o f  in i t ia t iv e s  a n d  a c tiv i t ie s  a rc  c u r r e n t ly  u n d e r  w a y  to  b o th  s tu d y  
a n d  im p r o v e  access  to  p r e n a ta l  c a rc :

-  C o n g re s s m e n  W a x in a n  a n d  H y d e  h a v e  in t r o d u c e d  le g is la t io n  (HR 3101)
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in  th e  95 h  C o n g re s s  to  r e q u i r e  s ta te s  to  p r o v id e  M e d ic a id  to  a ll p r e g -  
l n n t  w o m e n  m e e t in g  f in a n c ia l  e l ig ib i l i ty  c r i te r ia  rc g a rd ic s s  o f  th e  p r e ­
sen ce  o r  e m p lo y m e n t  s ta tu s  o f  th e  sp o u se .

- 1  lie  S o u th e r n  R e g io n a l  T a s k  F o rc e  011 In f a n t  M o r ta l i ty ,  f o r m e d  b y  th e  
S o u th e r n  G o v e r n o r s ’ A sso c ia tio n  in  J u ly ,  1984 , w i th  th e  s u p p o r t  o f  th e  
S o u th e r n  L e g is la tiv e  C o n f e r e n c e  0.1 C h i ld r e n  a n d  Y o u th ,  is th e  f irs t 
p o l ic y m a k in g  b o d y  to  a d d re s s  th e  issu e  o f  in f a n t  m o r t a l i t y  a n d  lo w  
b i r t h w e ig h t  011 a r e g io n a l  le v e l, p r o v id in g  a fo c u s  f o r  a c tiv i t ie s  in  th a t  
p a r t  o f  th e  c o u n t r y  w h e r e  10 o f  th e  11 s ta te s  w i th  th e  w o r s t  in f a n t  m o r ­
ta l i ty  ra te s  c a n  b e  f o u n d  (7 6 ).

-  T h e  A la n  G u t tm a c h e r  I n s t i tu te ,  w h ic h  h as, fo r  a n u m b e r  o f  y e a rs , r e ­
p o r te d  011 access to  f a m ily  p la n n in g  se rv ic e s  011 a c o u n ty  b y  c o u n t y  
basis , h a s  o b ta in e d  in it ia l  f o u n d a t io n  f u n d in g  to  d e v e lo p  p r o c e d u r e s  f o r  
r e p o r t i n g  011 access to  p r e n a ta l  c a rc  as w e ll.

-  T h e  C e n te r  fo r  P o p u la t io n  a n d  F a m ily  H e a l th ,  S c h o o l  o f  P u b l ic  H e a l th ,  
C o lu m b ia  U n iv e r s i ty ,  a n d  th e  C h i ld  H e a l th  O u tc o m e s  P r o je c t  o f  th e  
U n iv e r s i ty  o f  N o r t h  C a r o l in a  a t  C h a p e l  H ill ,  in  c o n ju n c t io n  w i th  th e  
C o u n c i l  o n  M a te r n a l  a n d  C h i ld  H e a l th  o f  th e  N i i i e n a !  A s s o c ia tio n  f o r  
P u b lic  H e a lth  P o lic y , a rc  c o m p le t in g  a n a t io n a l  s u rv e y  o f  in n o v a t iv e  
s ta te  m o d e ls  to  im p r o v e  access to  m a te r n i ty  c a rc .

- T h e  P re n a ta l  C a r e  I m p a c t  G r o u p  o f  th e  R u sh  F o u n d a t io n  C e n te r s  f o r  
C h i ld  a n d  F a m ily  P o lic y  w ill  s p o n s o r  a sc ries o f  p a p e r s  a n d  a n a t io n a l  
m e e t in g  to  c o n s id e r  p o l ic y  a l te r n a t iv e s  to  im p r o v e  access to  p r e n a ta l  c a re . 

- T h e  C h i ld r e n ’s D e fe n s e  F u n d  h as la u n c h e d  a f iv e -y e a r  P re n a ta l  C a r e  
C a m p a ig n  a im e d  a t  im p r o v in g  th e  a v a i la b i l i ty  a n d  a c c e s s ib il i ty  o f  p r e ­
n a ta l  c a rc  f o r  p o o r  a n d  m in o r i t y  w o m e n .

T h e s e  e f fo r ts ,  w h i le  i m p o r t a n t ,  a rc  n o t  su ff ic ien t. M e d ic a id  s till o n ly  
re a c h e s  th e  p o o r e s t  o f  th e  p o o r .  M o s t  o f  th e  m e d ic a l ly  u n in s u r e d  ( a lm o s t  
7 5 % , a c c o r d in g  to  N a t io n a l  C e n te r  f o r  H e a l th  S e rv ic e s  R e s e a rc h  d a ta )  a rc  
w o r k e r s  a n d  th e i r  d e p e n d e n ts ,  n e a r ly  h a l f  o f  w h o m  a rc  p o o r ,  n e a r - p o o r ,  
o r  l o w - in c o m e  (7 7 ) . M o s t  o f  th e  se lf -p a y  a n d  c h a r i ty  d e l iv e r ie s  a rc  to  
n e i th e r  te e n a g e rs  n o r  o th e r  ty p ic a l ly  d is a d v a n ta g e d  g r o u p s .  In  fa c t ,  o n ly  
18 %  a rc  u n d e r  a g e  19, o n ly  2 4 %  a rc  u n m a r r ie d ,  a n d  o n ly  1 4 %  a rc  b la c k  (7 8 ) .

'F ile  p ie c e m e a l a p p r o a c h  to  e x p a n d in g  access to  m a te r n i ty  c a rc  h a s , u n ­
til r e c e n tly ,  im p r o v e d  e a r ly  e n t r y  in to  p r e n a ta l  c a rc  a n d  u t i l iz a t io n  o f  
h o s p ita l  l a b o r  a n d  d e l iv e r y  se rv ic e s . H o w e v e r ,  th e  t r e n d s  o f  th e  la s t tw o  
y e a rs  s u g g e s t  th a t  d r :  r . r a t e g y  h a s  a p p ro a c h e d  d ie  p o in t  o f  d im in is h in g  
r e tu rn s .  N e w  e n t i t l e  ;s f o r  sp ec ia l p o p u l a t i c . s  c re a te  th e i r  o w n  bv-
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r e a u c r a t ic  a n d  f in a n c ia l  b a r r ie r s .  M e d ic a id  s o lu t io n s  c o n t in u e  to  ig n o r e  th e  
w o r k in g  p o o r ,  th e  m o r e  th a n  4 0 %  o f  th e  p r iv a te ly  in s u r e d  w h o  h a v e  to  
p a y  f o r  p r e n a ta l  c a rc  o u t - o f - p o c k e t ,  a n d  th e  1 6 .6 %  w h o  d o  n o t  h a v e  a n y  
c o v e r a g e  f o r  a n y  m a te r n i ty  c a rc .

T h e r e  is p r a c tic a l ly  110 p r e g n a n t  w o m a n  o r  n e w b o r n  in f a n t  w h o  w o u ld  
n o t  re a liz e  s o m e  b e n e f i t  w e r e  p r e n a ta l a n d j a b o r a n d  d e j iv e r y  c a re  m a d e  
m o r e  access ib le , m o r e  s y s te m a tic ,  a n d  m o r e  c o m p r e h e n s iv e .  W e  h a v e  th e, 
k n o w le d g e  a n d  th e  sk ill  to  m a k e  s ig n if ic a n t  im p r o v e m e n ts  in  lo w  b i r d i  
w e ig h t  a n d  to  r e d u c e  o t h e r  c au se s  o f  in f a n t  m o r t a l i t y  a n d  m o r b id i ty .

.̂ U n i v e r s a l  m a te r n i ty  c a re  w o u ld  b e n e f i t  a l l_ o f  u s . ^

R e c o m m e n d a t i o n

T h e  F e d e r a l  g o v e r n m e n t  m u s t  a s s u m e  u l t i m a t e  r e s p o n s i b i l i t y  f o r  g u a r a n t e e i n g  t h a t  

h i g h  q u a l i t y  m a t e r n i t y  c a r e  b e  a v a i l a b l e  a n d  a c c e s s i b l e  t o  a l l  p r e g n a n t  w o m e n  i n  

t h e  U n i t e d  S t a t e s .

G L O S S A R Y  O P  T E R MS

C o m p r e h e n s i v e  c a r c - ' a  b ro a d  ran g e  and  scop e  o f  s e rv ic e s . . .  w h ic h  m ay  inc lu de  
b o th  d irec t, personal hea lth  r ."  c services an d  in d ire c t o r  su p p o r tiv e  serv ices."*

I n f a n t  m o ita /ify -dca th  o f  an  in fan t be fo re  o n e  year o f  age .
I n f a n t  m o r t a l i t y  r a t c - f l  o f  in fan t d ea ths x  1000 

f t  o f  live b irtlis
L o w  b i r t h w e i g h t  (L B W ) -  w e ig h t a t b ir th  o f  2500 g ram s ( j  p o u n d s, 8 ounces) o r  

less. L B W  is associated  w ith  a 4 0 -fo ld  increased  risk o f  d ea th  in  first m o n th  
o f  life.**

M o r b i d i t y  -  physical o r  m en ta l illness o r  d isab ility
P e r i n a t a l  p e r i o d  -  d ie  p e r io d  b e tw e e n  20 w eek s o f  g e s ta tio n  a n d  28 d ay s o f  age.
P r e g n a n c y  o u t c o m e  -  resu lt o f  a p re g n a n c y  (i.e., h e a lth y  b a b y , lo w  b ir th w e ig h t 

b a b y , fetal o r  in fa n t d ea th , e tc .)
P r e n a t a l  -  o c c u rr in g  b e fo re  th e  b ir th  o f  th e  b a b y
P o s t p a r t u m  -  o c c u r r in g  a fte r  th e  b ir th  o f  th e  b ab y
V e r y  l o w  b i r t h w e i g h t  (V L B W ) -  w e ig h t a t b ir th  o f  l j o o  g ra in s  (] p o u n d s, j  

ou nces) o r  less. V L B W  is associated w ith  a 200-fo ld  increased risk o f  d ea th  
b e fo re  o n e  m o n th  o f  ag e .* *

I*  C o c , R ., and Pepper, M . Community Medicine. N ew  Y o rk : M cG raw -H ill, 1978.
° *  M cC o rm ick , M . C , "T h e  C on tribu tion  o f  L ow 1 B irth  W e igh t to  Infant M o rta lity  ^nd 

CLLY.hood I ^ c - r c i t y , "  New E ng .J . Med. 312 (1985): 82 -9 2 .
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A c k n o w l e d g m e n t s :  T h e  C o u n c il o n  M ate rn a l and  C h ild  H ea lth  g ra te fu lly  a c k n o w l­
edg es the  co llab o ra tio n  o f  the  fo llo w in g  in d iv id u a ls  in  the  p re p a ra tio n  o f  this 
re p o r t:  S h aro n  A d a rn s-T ay lo r, R o sem ary  B a rb c r-M a d d e n , Sarah  D ro w n , A in y  
F ine, R ae G rad , K ay  Jo h n so n , J ill K agan , L o rra in e  K lc rm an , C a ro l K o re n b ro t, 

J o n a th a n  K o tch , D o n n a  O 'H a re ,  Jean  P .ik te r, M a ry b c th  P c tschek , L inda R an ­
d o lp h , Sarah  R o sen b au m , A llan  R oscnfield , N a n c y  R u d n e r .J c f f T a y lo ra n d J u d y  
W e itz .

In ad d itio n , th e  C o u n c il o n  M ate rn a l a n d  C h ild  H ea lth  th an k s th e  fo llo w in g  
o rg a n iza tio n s  an d  in s titu tio n s  fo r th e ir  assistance: C h ild  H e a lth  O u tc o m e s  P r o j­
ec t, U n iv e rs ity  o f  N o r th  C a ro lin a  a t C h ap e l H ill; C h ild re n 's  D efense F u n d ; 
F o rd  F o u n d a tio n ; M ate rn a l and  C h ild  H ea lth  P ro g ra m , C e n te r  fo r  P o p u la tio n  
an d  F am ily  H ealth , C o lu m b ia  U n iv e rs ity ; an d  th e  P ren a ta l C a re  Im p a c t G ro u p  
o f  the  B u sh  F o u n d a tio n 's  N e tw o rk  o f  P ro g ra m s  in  C h ild  D e v e lo p m e n t an d  
Social P o licy .
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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 face of hold-theline 
Reagan administration 
budget plans.

In fact, for a target popula­
tion of 1.4 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.

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 to serious­
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 tr cough 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

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 being absorbed by the 
hospital and perhaps being 
passed on in the form of 
higher bills for other patients, 
institute committee members 
said.

Their study said that in 1982 
— the latest year for which 
national data are available — 
about 248,000 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 many young 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
ment later on.

The Reagan administration 
is asking Congress to cap total 
spending for Medicaid — the 
nation’s health-care program 
for the poor — at about $22 
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 $40.9 
billion in foregone medical 
treatment.
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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 ill 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 full 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, infants 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 facility.

 Extensive training for health workers throughout the state is
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 
***PREVENTIO!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 in 1987 was 14 babies...our 
highest was 42. Our "average" daily census in 1987 to date is 26.

 20 of our current patients were born Bt Providence
 8 of our current patients were born elsewhere and transferred

here for special services and care.

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

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

 4 of our infants were 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 is a 
bigger proportion of our total than is usual.

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

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

* * * 9  of 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 is 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 b s  the infant improves and
requires less care and support.



The majority of the families of our patients are hard working Alaskans.
We serve families 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 deal with their feelings and anxieties in a more
constructive manner than others. We individualize our health care
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 if 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.O. Box V 
Juneau, AK 99811

Dear Ms. McClaren:

Enclosed is a copy of H. J. Resolution 192, nearly identicial 
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 eligible women, infants
and children. Five million people qualify for WIC assistance but 
are unable to receive benefits because of inadequate government 
funding. This resolution is important to expand the impact of 
the federal program in Alaska.

Another source for statistical information on WIC is 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 A v e .
N.E., Suite 305, Washington,D. C . 20002.

Again, I 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, H H S , Education and 
Related Agencies appropriations bill.

Thank you for assistance and support for this important program. 

Very truly yours,

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

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

EN T i n s  H O U S E  O F  R E P R E S E N T A T I V E S

March 18, 1987

Mr. M illf .b  ot California (tor himscK, Mr. Hawkins, Mr. Je ffo rd s , Mr. S la t ­
te ry ,  Mr. L e l a n d , Mr. P anetta , Mr, Wolpe, Mr. MacKat, Mr. 
M nlluo ii, Mr. T ra x le r ,  Mr. H a l l  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
T o  e x p re s s  th e  sen se  of th e  C o n g re s s  th a t  th e  S pecia l S u p p le ­

m e n ta l F o o d  P ro g ra m  fo r W o m e n , In fa n ts , and  C h ild ren  

sh o u ld  rec e iv e  in c rea s in g  a m o u n ts  of ap p ro p ria tio n s  in  fiscal 

y e a r  1988 and  su cceed in g  fiscal y e a rs .

W h e re a s  th e  100th  C o n g re ss  w ish es  to  a ssu re  a  h e a lth y , p ro ­

d u c tiv e  c itizen ry ;

W h c rc n s  c h ild re n  a rc  e sp ec ia lly  v u ln e ra b le  to  th e  effects of m a l­

n u tr i t io n ;

W h e re a s  13 m illion c h ild ren  liv e  in p o v e rty ;

W h e re a s  c h ild re n  h a v e  b een  th e  f a s te s t  g ro w in g  jo m p o n e n t of 

th e  p o v e r ty  p o p u la tio n ;

W h e re a s  th e  n u m b e r  o f  y o u n g  c h ild ren  living in p o v e r ty  h a s  in ­

c re a se d  <11.2 p e r c e n t  b e tw e e n  1979 an d  1985 ;

W h crc n s  n l  no  t im e  in life  is th e  n eed  for go od  n u tr i t io n  nnd 

a d e q u a te  h e a l th  e n re  n s  c ritic a l n s  d u rin g  p rc g n n n ey  w h e n  

th e  fe tu s  is d e v e lo p in g  nnd d u rin g  th e  in itia l y e a r s  of th e  life 

of a  child ;

W h e re a s  m a ln u tr i tio n  c a u s e s  a  bo dy  to  be  m o re  p ro n e  to  illn ess  

an d  a  m ind to  b e  le ss  a b le  to  d ev e lo p  to  its  c a p a c ity ;

W h c rc n s  m a ln u tr i tio n  in  c n rly  ch ild hoo d  m ay  le ad  in  th e  e x ­

tre m e  to  d e a th  o r  m e n ta l  an d  p h y s ica l r e ta rd a tio n ;

W h e re a s  th e  in fa n t  m o r ta l i ty  r a te  o f th e  U n ited  S ta te s  is u n a c -  

ccp tn b ly  h ig h ;

W h e re a s  1G o th e r  in d u s tr ia liz e d  co u n tr ie s  h a v e  a  lo w e r  in fa n t 

m o rta lity  r a le  th a n  t h a t  o f th e  U n ited  S ta te s ;

W h e re a s  th e  S p e c ia l  S u p p le m e n ta l  F o o d  P ro g ra m  fo r W o m e n , 

In fa n ts ,  a n d  C h ild re n  (W IC )  h a s  been  p ro v e n  to  h a v e  a  

m a jo r im p a c t in  re d u c in g  th e  in c id en ce  of lo w -w c ig h t b ir th s  

an d  la te  fe ta l d e a th s ;

W h e r e a s  th e  W T C  p ro g ra m  d e c re a se s  th e  r a te  of p re m a tu re  

b ir th s , in c re a s e s  th e  p ro p o r tio n  o f p o o r  p r e g n a n t  w o m en  

se e k in g  p r e n a ta l  c a rc ,  in c re a se s  h e a d  c irc u m fe re n c e  o f in ­

fan ts  b o m  to  w o m e n  w h o  rec e iv e  b en efits  u n d e r  th e  W I C  

p ro g ra m  d u r in g  th e i r  p re g n a n c ie s , im p ro v e s  d ie ts  fo r 

w o m en , in fa n ts ,  a n d  c h ild re n , a n d  red u c e s  th e  in c id en ce  of 

a n e m ia  a m o n g  w o m e n , in fa n ts , a n d  ch ild ren  w h o  a re  n u tr i ­

tio n a lly  a t  .risk  b e c a u s e  o f p o v e rty ;

W h e re a s  th e  W I C  p ro g ra m  w a s  p ro v en  to  be c o s t-e ffe c tiv e  by  a  

H a rv a r d  U n iv e r s i ty  S c h o o l o f P u b lic  H e a lth  s tu d y  w h ic h  in ­

d ica ted  t h a t  e v e r y  o n e  d o lla r  s p e n t  on th e  p re n a ta l  co m p o ­

n e n t  of th e  W I C  p ro g ra m  p o te n tia lly  sa v e s  th re e  d o lla rs  in 

la te r  h e a lth  c a r c  co s ts ;
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Whcrcns benefits afforded to participants under the WIC pro­
gram result in significantly reduced health care costs und 
rclnlcd costs incurred at the Federal, State, nnd local levels; 
and

Whereas over half of the women, infnnts, nnd children eligible

3

for benefits u n d e r  th o  W I C  p ro g ra m  ennno! n o w  be  se rv e d  

b e c a u se  of in su ffic ien t fu n d s : N o w , th e re fo re , be  it

1 Resolved by the Senate and House of Representatives

2 of the United Slates o f America in Congress assembled,

3 SECTION 1. SHORT T IT LE .

4 T h is  re so lu tio n  m a y  b e  c ite d  a s  th e  " W I C  F o o d  F o r

5 L ife R e so lu tio n " .

G S E C  2. SENSE O F CO N G RESS W ITH RESPEC T TO WIC A PPRO-

7 PRIATIONS.

8 I t  is th e  se n se  of C o n g re s s  t h a t—

9 ( I )  th e  W I C  p ro g ra m  sh o u ld  rec e iv e  a p p ro p r ia -

10 lio n s —

11 (A) fo r  f isca l y e a r  1988  in an  am o u n t suffi-

12 c ie n t to  e n a b le  n o t  le ss  th a n  300,000  m ore  e lig i-

13 b le  w o m en , in fa n ts ,  a n d  c h ild ren  to be se rv e d

14 e a ch  m o n th  th a n  w e re  se rv e d  in fiscal y e a r  1987 ;

15 (B ) fo r f isca l y e a r  1989 in  a n  am o u n t suffi-

16 c ie n t to  e n a b le  n o t  le ss  th a n  55 p e rc e n t of e lig ib le

17 w o m en , in fa n ts ,  a n d  c h ild re n  to  b e  se rv ed ;

18 (C ) fo r f isc a l y e a r  1990  in  an  a m o u n t su ffi-

19 c ie n t to  e n a b le  n o t  le ss  th a n  GO p e rc e n t of e lig ib le

2 0  w o m en , in fa n ts ,  a n d  c h ild re n  to  b e  se rv ed ;

• iu  m  m

1 (D ) fo r fiscal y e a r  1991 in  a n  a m o u n t  su ffi-

2 c ien t to  cn n b lc  n o t less th n n  G5  p e r c e n t  of e lig ib le

3 w o m en , in fan ts , nnd c h ild ren  to  bo se rv e d ; an d

4 (2) th a t  a p p ro p ria tio n s  fo r tho  W I C  p ro g ra m

5  shou ld  c o n tin u e  to  be in c rea sed  fo r e a c h  su cc e e d in g

G fiscal y e a r  u n til a ll cligibto p e rso n s  a re  b e in g  se rv e d ;

7 (3) th a t  tho  b u d g e t reso lu tio n  fo r fisca l y e a r  1988

8  Bhould O3.sumo th e  a p p ro p ria tio n  of th o  a m o u n ts  n e c c s -

9 so ry  to m e e t th e  g o a ls  desc rib ed  in p a ra g ra p h  ( 1); a n d

10 (4) th a t  an  e ffectiv e  o u tre a c h  p ro g ra m  sh o u ld  bo

11 con du cted  to  iden tify  w om en , in fa n ts , a n d  c h ild re n  th a t  

• 12 a rc  elig ib le  for b e n e fits  u n d e r  th e  W I C  p ro g ra m .

O

4

• iu  in  ill
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P.O . Box Y, S l i t t  Ciplio) 
J u tm u , AlA ikft W I1 IOIOO 

M ill Stop 3100 
(907) U J-JM l

ALASKA STATE LEGISLATURE 
HOUSE OF REPRESENTATIVES 

RESEARCH AGENCY

October 21, 1987

MEMORANDUM

TO: Representatives N111o Koponen and Johnny Ellis

ATTN: L1sa McLaren

FROM: Mary Jennings
Legislative Analyst

RE: Location of Prenatal Care Providers 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 (I.e., women between the ages 15 and 44) 
1n each census area of the state.1 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

^Estimates 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.
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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 in 
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 prov1der--relat1vely low. 
This ratio is misleading because several non-Native commun1t1es--which have 
been Identified 'jy the Alaska Department of Health and Social Services as 
receiving minimal serv1ce--are served by only one itinerant nurse. (The 
other providers in 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 if you have any 
questions.

Attachment



TABLE 1
PRENATAL CARE PROVIDERS BY CENSUS AREA

RATIO OF WOMEN
WOMEN OF TOTAL OF CHILDBEARING - —

CHILDBEARING PRENATAL CASE AGE TO PRENATAL PRIVATE
CEMJS AREA AGE PROVIDERS CARE PROVIDERS PRATTICE

A leu tian  Is la nd 2,104 3 701
Anchorage Borough 68,555 94 729 64
Bclhe l 3,152 24 131
B r is to l Boy 256 6 43
D ilt in g h a n 1.461 1 1,461
Fairbanks U.S. Bor. 19.465 38 512 13
Koines Borough 506 1 506
Juneau Borough 7.453 18 414 8
Kenai Pen. Borough 10,234 23 445 18
Ketchikan Gntcurry Bor. 3.034 16 190 6
Kodiak Is la n d  Bor. 3.28S 9 365 6
Kot-Su Borough 9,938 7 1,420 3
None 1.801 10 180 6
North Slope Bor. 1.209 7 173
Northwest A rt ie  Bor. 
P rince  of Uoles-

1,300 6 217

Out er K e t c h i k a n 1.182 4 296
S itka Borough 2,034 15 136 3
Skgny-Yokutnt • Arvgoon 876 0 -

S .E . Fairbanks 1,656 2 828
Valdez-Cordova 2.217 10 222 8
Wode Harpton 1,266 0 -

Wrangel l-Petersbcrg 1.634 6 272 4
Ylkon-Koyiic 1.946 4 487

STATE TOTAL 146.564 304 482 139

Prepared by the House Research Agency, October T987 (88.052C; 080387-03).

PROVIDER TTPE

PUBLIC HEALTH U.S. PUBLIC LAT
RURSE REALIH SERVICE MILITARY MIDWIFE

1 2
2 1J 8 7

10 14
1 5
1

10 5 8 2
1
5 4 1
5
5 5
2 1 
4
4
3 4
2 4

2 2
2 10

2
2

2
4

68 66 20 11
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1ABLE 1
PRENATAL CARE PROVJOERS BY CENSUS AREA

RATIO Of UOHEM
UOHEM OF TOTAL OF CHILDBEARING ---

CHILDBEARING PRENATAL CARE AGE TO PRENATAL PRIVATE
CEMJS AREA AGE PROVIDERS CARE PROVIDERS PRACTICE

A leution Is lond 2,104 3 701
Anchorage Borough 68,555 94 729 64
Oetbel 3,152 24 131
B ris to l Boy 256 6 43
Oit tinghan 1,461 1 1,461
Fairbanks M.S. Bor. 19,465 38 512 13
Haines Borough 506 1 506
Juneau Borough 7.453 18 414 8
Kenai Pen. Borough 10,234 23 445 18
Ketchikan Gateway Bor. 3,034 16 190 6
Kodiak Is land  Bor. 3,285 9 365 6
Kat-Su Borough 9,938 7 1,420 3
None 1,801 10 180 6
North Slope Bor. 1,209 7 173
iJorthwcst A rt ie  Bor. 
Prince of Uales-

1,300 6 217

Outer Ketchikan 1,182 4 296
Sitka Borough 2,034 15 136 3
Skgwy-Yakutot-Angoon 876 0 .
S .E. Fairbanks 1,656 2 828
Valdez-Cordova 2.217 10 222 8
Wade Karpton 1,266 0 -
UrangelI-Petcrsberg 1.634 6 272 4
Yukon-Koyuk 1,946 4 487

STATE TOTAL 146.564 304 482 139

Prepared by the House Research Agency, October 1987 (88.032C; 080387-03).

PROVIDER TYPE

PUBLIC HEALTH U.S. PUBLIC LAY
NURSE IEALIH SERVICE MILITARY HIMJIFE

1 2
2 13 8 7

10 14
1 5 
1

10 5 8 2
1
5 4 1
5
5 5
2 1 
4
4
3 4
2 4

2 2
2 10

2
2

2
4

88 66 20 11
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POSTNEONATAL M U R T A L I T Y ,  AL A SK A ,  1 9 7 9 - 1  9 8 5  
RATES CALCULATED AS D E A T H S / B I R T H S  *  1 0 0 0

RACE

WHI TE N A T I V E i BLACK 1 OTHER

RATE | B I R T H S | D E A T H S RATE M R  1 I IS | DEATHS |
--------------4.-------------- 4 -

RATE | B I R T H S | D E A T H S | RATE | B I R T H S | D E A T H S

REGI ON 1
1

1
1

1
I

1
i

1
1

1 1
1

1

ANCHORAGE/ MATAUUSKA-  
SUSI TNA

1

9 . 0 0 |
1

2 9 5 0 5 | 1 1 3 6 . 9 9
1

3 2 6 2 1 211
1

9 . 9 2 1 2 9 9 1
1

121 3 . 5 1  |
1

1 9 2 3 1  5

GULF COAST 9 . 9 5 1 6 9 6 6  | 31 5 . 7 9 1 2 0 9 | 71 2 5 . 0 0 1 90  | 11 . 1 3 1 0 |

I N T E R I O R 5 . 9 0 1 1 0 3 6 8 1 56 9 . 0 6 2 2 0 3 1 20 | 7 . 1 9 | 8 9  0 | 61 • 1 2 9 9 |

NORTHERN 2 . 6 8 | 3 7 3 | 1 1 2 . 7 9 3 2 1 8 1 911 . 1 2 1 1 • 1 . 1 9 5 |

SOUTHEAST 3 . 5 6 | 6 0 6 9  | 29  J 1 1 . 5 6 29 2 3 | 2 8 | 1 9 . 9 9 1 6 9 | 11 • 1 3 3 3 |

SOUTHIJEST 1 6 . 0 2 | 1 1 62 1 71 9 . 9 8 9 6 0 7 | 96 | • 1 9 8  | • 1 . 1 1 0 3 |

TOTAL 1 9 . 3 5 | 5 9 9 3 3 1 2371 9 . 6 3 1 1 6 9 2 7 | 1631 5 . 7 8 | 3 9 5 9 20  | 1 . 9 9 1 2 5 1 3 |  5



MERC 15 DA7A=BI  l lALL 
. PA
TABLE 3 . 2 9 A  x * x x x x x k 1 9 8 5  P RO V I S I O N A L  P A T A x x x x x x x x x
P051NEONATAL DEATH3 AND MORT AL I T Y  RATES BY REGI ON AND YEAR,  ALASKA,  1 9 8 1 - 1 9 8 5  
RATES ARE 3 YEAR MOVI NG AVERAGES

1 9 8 1 1 9 8 2

YEAR

1 9 8 3 1 9 8 9 I 1 9 8 5

P OST- 1  I
NEO | TOTAL ! 

D E A T H S | B I R T H S |

SUM | SUM |

RATE

SUM

I P 0 5 T - I  !
I NEO I TOTAL | 
I D E A T H S | B I R T H S |

I P OS T -  
I NEO 

RATE I DEATHS

| SUM | SUM | SUM |

TOTAL I 
D I R T H S l

SUM | SUM I
----------- 4-------------- +

I P O S T - i  
I NEO | TOTAL  

RATE | DEATHS I B I RT HS
• *“ —  — —  4 — — — — — — 4 —------—  -f

SUN | SUM | SUM | 
 +  +  +

I POST -  I I
1 NEO | I D I A L  I

RATE i D E A l H S l t ;  I N I  I IS | RATE

SUM | SUM | SUM | SUM
 f -------------- 1 ------------- 1-------------

REGI ON

ANCI IORAGE/ MATA-
NUSKA- SUSI T NA 21 9 6 9 9

5 |  1 1 77 1

3 . 9

5 . 1 1

17 5 2 6 8

7 |  1 2 66 1

3 . 8 |  
 + .
9 . 0 |

22 57 7
—  ( .  +

3 |  1 3 9 3 |

3 . 9
------- +
9 . 6 |

I

2 8 |  6 1 1 7 9 . 5 32  6 3 6 2
—  4-------------- +

8 1 1 3 9 5 1

9 . 8

6 . 0GULF COAST 8 | 1 2 9 9 |
—  4 -------------4 .
1 3 |  2 2 0 9 1

9 . 7 |

I N T E R I O R 3 1 1 8 3 7 |
• 4 -

5 . 1 |  

1 2 . 1  |

111 2 0 7 7 1

8 1 5 2 2 |

6 : 7 |

1 0 . 6 1

2 1 | 2 0 3 7 | 7 . 1 1 6 . 9 | 111 2 2 3 5 1
 4 -------------- 4.

8 |  5 3 7 |

5 . 9

9 . 1NORTHERN 31 .86 | 6 |  5971 9 . 8  | 3! 6 1 7 |
- 1  + -
51 1 3 7 3 1

9 .  9 |

SOUTHEAST 1222151
 4 .

61
- —  + ---------------------4
9 8 | 1 0 2 0 6 1

5 . 0 | 

6 .6 | 

5 . 0 |

1 3 3 0  |
-----------4 .

8 9 2 |
-----------4 .

5 3 | 1 1 3 5 5 1

61

6 |

9 . 3 |

8 . 3 |

5 . 1 1

3 | 1 3 S 7 |
 4 ---------------4 .

101 9 5 9 |
- —  4 --------------- 4-
7 0 |  1 2 0 9 3 1

9 . 2 |
----------- 4 .

1 0 . 1 1
-----------------4 .

5 . 3 |

5 . 6  | 
 + .
1 0 . 1 1

 4 -
5 . 7  |

1 0 |  1 3 3 7 1 5 . 5 

10.0 

5 . 7

I SOUTHWEST| --------------------------
I TOTAL

7 3 5 | 12 | 9 2 3 |
 4 ---------------4 .

691 1 2 5 3 3 1

7 |  9 8 0 |
 4 --------------- 4 .

7 6 |  1 2 3 9 6 1



iLASKA RES I DEN T  I NF ANT  DEATHS,  1 9 7 9 - 1 9 8 5  
IY B I RTHWEI GHT AND RACE OF CHI L D

vLL

TYPE

i I PN (6

I NFANT NEONATAL POSTNEONAT­ I PN ( 2 8  DAYS| M O N T H S - 1
B I RT HS DEATHS DEATHS AL DEATHS I 5 MONTHS)  | YEAR)

N I PCTN N I PCTN N I PCTN N I PCTN I N I PCTN | N I PCTN

BWT 

< 1 0 0 0  

1 0 0 0 - 1 9 9 9  

1 5 0 0 - 1 9 9 9  

2 0 0 0 - 2 9 9 9  

2 5 0 0 - 3 9 9 9  

9 0 0 0  +

UNK

ALL

31 6  0 . 9 1 2 0 8

I

2 3 . 1 6 1  

8 0 | 8 . 9 1 |  

5 5 | 6 . 1 2 |  

8 3 | 9 . 2 9 |  

9 0 7 | 9 5 . 3 2 |

I

1 9 1 | 3 8 . 2 8  

6 7 | 1 3 . 9 3 |  

3 5 1 7 . 0 1 |

17 9 . 2 6 |
 + ------------+ -

131  3 . 2 6 |
 + ------------+ -

2 0 | 5 . 0 1 1
 + ------------+ -

3 9 |  9 . 7 7 1
 + ----------- + -
2 8 3 | 7 0 . 9 3 | -

 + --------------+ -
2 5  | 6 . 2 7 1  

 + ------------+ -
2 1 0 . 5 0 |

 + ------------ * -
3 9 9 |  10  0 |

15 | 9 . 7 2
 + ----------- +

111 3 . 9 6 1
 + ------------+

16| 5 . 0 3 |
 + ------------+

33 | 1 0 . 3 8 1
— — -  — — -f

2 2 1 1 6 9 . 5 0  I
 + ----------- +

211 6 . 6 0 |
 + ------------+

1 | 0 . 3 1 |
 + ----------- +
3 18| 10 0 |

I 
I

2 | 2 . 9 7  
 + -

2 |  2 . 9 7  
 + -

9 | 9 . 9 9  
 + .

6 | 7 . 9 1
 +-

6 2 | 7 6 . 5 9  
 + .

9 |  9 . 9 s  
 + -

1 |  1 . 2 3
 + -
8 1 |  100

I 3 3 51  0 . 9 3 |
+ ------------+ ------------+ -
I 7 5 1 |  0 . 9 6 |
+ ------------+ ------------ + -
I 2 9 7 8 1  3 . 1 8 1
+ ------------+ ------------+ -
| 6 2 1 3 7 | 7 9 . 7 9 |
+ ------------ H + -
| 1 1 3 1 5 | 1 9 . 5 3 |
+ ------------+ ------------+ -
I 5 9 5 |  0 . 7 0 |
+ ------------+ ------------ + -
| 7 7 8 7 7 |  10 0 |

9 9 1 8 . 8 2 1
 +  + -
1 2 9 | 2 9 . 8 5 |

3 8 |  9 . 2 3 1  
■ •
2 7 |  3 . 0 1 1

1 3 |  2 . 6 1 1
 + ----------- + -

2 5 |  5 . 0 1 |
 + ------------+ -
9 9 9 1  10 0 |8 9 8 |  10 0 |

ra n i



LASKA R E S I D E N T  I NF A N T  DEATHS,  1 9 7 9 - 1 9 8 5  
1Y B I RT HWE I GHT  AND RACE OF C H I L D

!ACE WHI TE

TYPE

1
I NFANT NEONATAL POSTNEONAT­ PN ( 2 8  DAYS

PN ( 6  
MONTHS- 1

DEATHS DEATHS AL DEATHS 5 MONTHS) YEAR)
 +  +  + -------------------------

I PCTN
- + ---------

I N I PCTN I N I PCTN | N | PCTN | N | PCTN

BWT

<1000

1 0 0 0 - 1 9 9 9

1 5 0 0 - 1 9 9 9

2 0 0 0 - 2 9 9 9

1 3 6 | 2 6 . 0  0

9 9 |  8 . 9 1 1
 + -------------+

3 0 | 5 . 7 9 |
 + ----------- +

9 5 | 8 . 6 0 |

129  9 0 . 3 9 1 2 |  5 . 5 6
 + ----------- +

9 |  9 . 1 7 1
------- + ------------ 4-

121 5 . 5 6 1  

1 8 |  8 . 3 3 1

111 6. 55
 +  +

8 | 9. 761
 +  +

9 1 5 . 36 |
 +  +

15 | 8 . 9 3 |

11 2 . 0 8  
 + .

1 |  2 . 0 8
 + -----------

3 |  6 . 2 5  
—  + - 

3 | 6 . 2 5

3 5 111  . 9 0  |
 + ----------- + -

1 8 | 5 . 8 6 |
 + ----------- +-

2 7 |  8 . 7 9 |
2 5 0 0 - 3 9 9 9 I 2 3 9 | 9 9 . 7 9 | 8 2 1 2 6 . 7 1  | 1 5 2 | 7 0 . 3 7 | 1 1 3 1 6 7 . 2 6 | 3 9 | 8 1 . 2 5

9 0 0 0  + ! 2 3 |  9 . 9 0 | 1 0 | 3 . 2 6 | 13 | 6 . 0 2 1 1 2 |  7 . 1 9 | 11 2 . 0 8

UNK I 1 1 | 2 . 1 0 | 111 3 . 5 8 1 . 1  J . 1  . 1 • 1

ALL I 5 2 3 |  10 0 | 3 0 7 |  10 0 1 2 1 6 1 10 0 1 1 6 8 1 1 0 0 |  9 8 1 100

/



iLASKA R E S I DE N T  I NFANT DEATHS,  1 9 7 9 - 1 9 8 5  
IY BI RTHWEI GHT AND RACE OF C H I L D

!ACE NA T I V E

TYPE

I NFANT
DEATHS

NEONATAL
DEATHS

POSTNEONAT­
AL DEATHS

1
PN ( 2 8  DAYS|  

5 MONTHS)  |

PN ( 6  
MONTHS- 1  

YEAR)

N I PCTN N I PCTN N I PCTN N I PCTN | N I PCTN

BWT 

<1000 

1 0 0 0 - 1 4 9 9
 + —

4 1 1 1 3 . 9 5
 +  +

3 0 | 1 0 . 2 0  |

3 7 1 2 7 . 0 1
 +  +

2 7 | 1 9 . 7 1 |

4 |  2 . 5 5
 +  +

3 |  1 . 9 1 1

3 | 2 . 3 6
 +  +

2 |  1 . 5 7 1

1 |  3 . 3 3  

1 |  3 . 3 3

1 5 0 0 - 1 9 9 9 1 2 3  | 7 . 8 2 | 1 6 | 1 1 . 6 8 | 7 | 4 . 4 6 1 6 | 4 . 7 2 1 1 |  3 . 3 3
2 0 0 0 - 2 4 9 9 1 3 3 | 1 1 . 2 2 | 1 4 | 1 0 . 2 2 | 1 9  | 1 2  . 1 0  | 16  | 1 2 . 6 0 | 3 | 1 0 . 0 0

2 5 0 0 - 3 9 9 9 1 1 4 6  1 4 9 . 6 6 | 3 4 | 2 4 . 8 2 | 1 1 2 | 7 1 . 3 4 | 9 1 | 7 1 . 6 5 | 2 1  1 7 0 . 0 0
4 0 0 0  + 1 1 2  | 4 . 0 8 | 2 1 1 . 4 6 | 10  | 6 . 3 7 | 8 | 6 . 3 0 1 2 |  6 . 6 7
UNK 1 9 1 3 . 0 6 1 71 5 . 1 1 1 2 | 1 . 2 7 | 1|  0 . 7 9 | 1 |  3 . 3 3

ALL I 2 9 4 | 10 0 1 1 3 7 | 1 0  0 '  1 5 7 | 10 0 | 1 2 7 | 10 0 | 3 0 | 100



U A S K A  R E S I D E N I  DATA,  1 9 7 9 - 1 9 8 5  

rABLE OF APGARS BY TYPE  

1PGAR5 TYPE

REQUPHCY 
PERCENT  
ROM PCT 
COL PCT BI R T H S  I

I

i n i E R c. 7 8 5 7 - ’
------------------

C  6 3 7 - '
------- ^ - c _ .

^ 6 Q 1  ' C 86  >
----------

(T v
------- y  = ̂

(. 1 7 /
9 . 8 1 0 . 6 1 0 . 5 0 0 . 1 1 0 . 0 9 0 . 0 2

8 8 . 1 1 5 . 1 6 6 .5.0 . 0 . 9 6 0 - 1 5
1 0 . 0 9. _  I_____  ̂_  . ( 5 6 . 2 3 / ( 8 0 . 3 6  , ( ^ 2 1 . 5 5 ^ ^ 2 1 . 7 0  , , - 2 0 . 9 9 '

----
1 - 1 0 ( 7 0 0 2 0 1 (' 6 1 7  > -  7 ! f ; C 3 1 3 C  2 6 9

8 7 . 6 5 0 . 5 1 0 . 1 2 0 . 3 9 0 . 3 1 0 . 0 8
9 8 . 1 0 0 . 3 8 9 .-L 6 0 .1 6 <U35„ 0 . 0 9

(- 8 9 . 9 1 .
h - - --------- - -

(6 5 . 7  7'1
---- o -  --------

, 1 9 . 6 6  j , 7 8 . 6 5 " ,
------ I .

( 7 8 ^ 0 , ) £ ? 0 ~ I

TOTAL 7 7 8 7 7 8 9 8 6 9 9 3 9 9 3 1 8 81
97 . 2 6 1 . 1 2 0 . 6 2 0 . 5 0 0 . 6 0 0 . 1 0

TOTAL

.8-912. 
( I l . 1 0 .

7 1 1 5 5
88 . 86'

8 0 0 7 2
1 0 0 . 0 0

j  .  i  d  A— —/

a J

1 - 7  r ? 5 i  i o . o I  4 * 1

*  %'IO  -jooW H * '  * "



M o th& r’-S T cUotcs

< 1 5 I 2 1 |  0 . 0 8 1 .1 .1 .1 .1 • 1 .1 .1  .1 . 1

1 5 - 1 7 I 6 3 2 |  2 . 4 9 | 91 3 . 3 7 | 8 | 6 . 1 1 | 1 |  0 . 7 4 | 1 |  0 . 9 3 | .1

1 8 - 1 9 1 1 6 7 2 1  6 . 5 8 | 2 8 | 1 0 . 4 9 1 1 4 1 1 0 . 6 9 1 1 4 | 1 0 . 2 9 | 9 | 8 . 4 1 | 5 1 1 7 . 2 4

2 0 - 2 4 I 8 0 7 2  | 3 1 . 7 4 | 1 0 2 | 3 8 . 2 0 | 4 1 | 3 1 . 3 0 | 61 | 4 4 . 8 5 | 5 1 | 4 7 . 6 6 | 10 | 34 . 4 8

2 5 - 2 9 | 8 1 9 8 | 3 2 .  2 4 | 6 7 | 2 5 . 0 9 | 3 9 | 2 9 . 7 7 | 2 8  | 2 0 . 5 9 | 20 I 1 8 . 6 9 1 8 1 2 7 . 5 9

3 0 - 3 4 | 5 1 0 5 | 2 0 . 0 8 | 46  11 7 . 2 3 | 2 2 | 1 6 . 7 9 | 24 | 17 . 6 5 1 2 1 | 1 9 . 6 3 | 3 1 1 0 . 3 4

3 5 - 3 9 | 1 5 4 0 |  6 . 0 6 1 131 4 . 8 7 | 5 1 3 . 8 2 | 81 5 . 8 8 | 5 |  4 . 6 7 ? 3 1 1 0 . 3 4

40 + I 1811  0 . 7 1 | 1 |  0 . 3 7 | 1 |  0 . 7 6 1 .1 . 1 .1 -1 .1

ALL I 2 5 E 3 |  100  | 2 6 7 |  10 0 | 1 3 1 |  100  I 1 3 6 |  10 0 | 1 0 7 |  10 0 | 2 9 |  10 0

ALASKA R E S I DE N T  BI RT HS AND I NF ANT  DEATHS,  1 9 8 4 - 1 9 8 5  
BY AGE OF MOTHER

TYPE

BI RT HS
I NFANT
DEATHS

NEONATAL
DEATHS

POSTNEONA­
TAL DEATHS

PN ( 2 8  
D A Y S - 5  

MONTHS)

PN ( 6  
MONTHS- 1  

YEAR)

N I PCTN I N I PCTN N I PCTN N I PCTN N I PCTN N I PCTN

MOMAGE

UNK 0 . 0 3 0 . 3 7

I

I I  0 . 7 6



ALASKA R E S I DE N T  DATA.  1 9 8 4 - 1 9 8 5 7

TABLE OF MOMAGE BY TYPE

MOMAGE TYPE

FREQUENCY 
PERCENT 
ROW PCT 
COL PCT B I R T H S I NF ANT  D 

EATHS
NEONATAL

DEATHS
POSTNEON 
ATAL DEA

PN ( 2 8  D
AYS- 5  MO 
—--- — — -

PN ( 6  MO 
N T HS - 1  Y

■" g ;
0 . 0 9
0 . 1 0

(.8 2 . 7 6

OTHER
------------ T i

2 3 1 0 4 '
8 8 . 5 2
9 7 . 55 .
9 0 . 8

<f23V  
0 . 8 8  
0 . 9 7  

(8 6 . 14. J

( t o  i )
0 742
o * A i .

^ 8 3 ^ 21^

C 1 2 1  
0 . 4 6  

, 0  - 51  
( > 8 . 9 7

( 2 - 0  
0 . 3 7  
O , 41 .̂ 

9 0 . 65y

TEEN K 2 3 2 5 , .  
8 . 9 1  

9 6 . 3 1  
(' 9 . l €

e f t /
0 . 1 4
1 : 5 3

c 1 3 . 8 6 . -

C 1 2 P  
0 . 0 8

v '15^  
0 . 0 6  
0 , 5 2 .  

C l l - 03

( l O j  
0 . 0 4  

, , 0 . 41 . 
V 9 . 3 5

O )  
0 . 0 2  

' 0 . 2  L 
*. 1 7 . 2 4

TOTAL 25429
9 7 . 4 3

267
1 . 0 2

131
0 . 5 0

136
0 . 5 2

107
0 . 4 1

29
0 . 1 1

TOTAL

2 3 6 8 5  
9 0 . 75

2414
9 . 2 5

2 6 0 9 9
1 0 0 . 0 0

'f ijitL - ' f i 7 Cp ,

" O i - i \ x < 2  ' f a u v u  m i i L t v *  2 0  < y i;

c J - t c e - J



ALASKA R E S I D E D i ,  DATA,  1 9 7 9 - 1 9 8 5  

TABLE OF MOMMS BY TYPE

MOMMS TYPE

FREQUENCY 
PERCENT  
ROM PCT 
COL PCT BI RT HS I NF A N T  D 

EATNS
NE ONATAL| P OS T NEON| P N ( 2 8  D | P N  ( 6  MO 

DEATHS | ATAL U F A | A Y S - 5  M O | N T H S - l  Y TOTAL
•

OTHER

___________
6 5 1 2 9 '8 1 :3 9
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ALASKA RES I  DEM I DATA,  1 9 7 9 - 1 9 8 5  
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ALASKA RESIDENT DATA, 1979-1985
i anlr or census by type
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LASKA R E S I D E N I  B I RT HS AMD IN F A N T  DEATHS.  1 9 7 9 - 1 9 8 5
Y LEVEL OF PRENATAL CARE
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NEONATAL AND POSTNEONATAL DEATHS DEATHS FROM SELECTED CAUSES BY RACE OF I N F A N T ,  ALASKA,  1 9 7 9 - 8 5

CAUSE OF I N F A N T S ' S  
DEATH

AGE AT DEATH

NEONATAL POSTNEONATAL
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OPTIONS FOR INCREASING PRENATAL SERVICES

I. Increase the number of women and children who qualify for medicaid

II. 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,

III. Enhancement of Services

-  case management

~  nutritional services 

-presum ptive 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 IN ALASKA

Definitions:

Infant M ortality (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 fo r 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..

■ Y - S  H  .<7
e Natives - 9.2
•  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.T eens  account for:

(1984 - 85 data )
9%  of births
17% of Neonatal deaths
17% of PN deaths (between 6 mos. and 3 year)

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 of till 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 D eath Syndrome (SIDS) - (54% and 44%)

(90% of PN SIDS occurred before the age of 6 m onths).
For Whites, Congenital Anomalies (13%)
For Natives, Pneumonia and Influenza (11%)

All other causes (18% and 27%). More detailed information is needed here.

F urther D eta il:

(1) Low Birth Weight (LBW) - less than 2500 grams (5.5 lbs)

Normal Birth Weight (NBW) - 2500 grams (5.5 lbs.) or more

(2) PNM rate =  #  postneonatal deaths in a year/# live births in a year 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-Yakutat-Angoon Census Area 
Wrangell-Petersburg Census Area

•  Southw est 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 h its Hative B la c k O th e r Unknown .T o ta l

< 15 4 4 . 0 0 0 8

1 5-1 7 158 136 17 3 0 314

18 -1 9 531 294 41 11 6 883

2 0 -2 4 2 ,9 2 9 848 160 82 30 4 ,0 4 9

2 5 -2 9 3 ,1 6 3 628 126 119 25 4 ,0 6 1
3 0 -3 4 1 ,9 1 1 328 51 77 23 2 ,3 9 0
3 5 - 3 9 ' 567 117 5 39 0 733

4 0 -4 4 55 22 0 4 0 81
45 + 1 1 0 1 0 3
Unknown 1 2 0 0 0 3

9 ,3 2 0 2 ,3 8 0 400 336 89 1 2 ,5 2 5
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TABLE 2 .1A
Infant Mortality Rate, Total, 1984

Infant mortality consists of 
neonatal and postneonatal 
mortality. In southern states, 
where infant mortality rates 
are among the highest in the 
countiy, infant mortality in 
1984 was most heavily 
affected by high neonatal mor­
tality rates. Western states 
ranked among the highest for 
postneonatal mortality.

R a n k S ta te  N am e Rate
1 North Dakota 8.1
2 Maine 8.4
3 Vermont 8.7
4 Iowa 8.8
5 Montana 8.8
6 Minnesota 3.9
7 Massachusetts 9.0
8 Utah 9.1
9 California 9.4
10 Arizona 9.5
11 New Mexico 9.6
12 Nebraska 9.6
13 Idaho 9.8
14 Oregon 9.9
15 Rhode Island 9.9
16 Hawaii 9.9
17 Wisconsin 9.9
18 South Dakota i O.O
19 Kansas 10.1
20 Colorado 10.2
21 New Hampshire 10.2
22 Washington 10.2
23 Connecticut 10.4
24 Missouri 10.4
25 Pennsylvania 10.4
26 Ohio 10.4
27 Texas 10.5
28 Nevada 10.5
29 Delaware 10.8
30 Florida 10.8
31 Arkansas 10.9
32 New Jersey 10.9
33 Oklahoma 11.0
34 West Virginia 11.0
35 New York 11.0
36 Wyoming 11.1
37 Indiana 11.1
38 Alaska 11.2
39 Kentucky 11.5
40 Michigan 11.7
41 Maryland 11.8
42 Tennessee 11.8
43 Louisiana 12.1
44 Illinois 12.1
45 Virginia 12.1
46 North Carollra 12.4
47 Georgia 12,9.
48 Alabama 12.9
49 Mississippi * 14.4
50 South Carolina 14.7
51 District of Columbia 21.0

United States 10.8

Source: National Cencerjor Health Statistics. Calculations by Children's Defense Fund.
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TABLE 2 .IB
Neonatal Mortality Rate, Total, 1984

R ank S ta te  Name Rate

1 Montana 4.5
2 North Dakota 4 5
3 Oregon 4.8
4 Idaho 5.0
5 Maine 5.1
6 Washington 5.4
7 South Dakota 5.5
8 Vermont 5.5
9 Minnesota 5.5
10 Utah 5.6
11 Arizona 5.7
12 Alaska 5.7
13 Colorado 5.8
14 Iowa 5.9
15 California 6.0
1*3 New Mexico 6.0
17 Nevada 6.0
18 Massachusetts 6.1
19 Nebraska 6.2
20 Wisconsin 6.3
21 Missouri 6.4
22 Kansas 6.5
23 Hawaii 6.5
24 Texas 6.6
25 Ohio 6.8
26 Arkansas 6.9
27 Florida 6.9
28 Rhode Island 7.0
29 Oklahoma 7.0
30 Wyoming 7.1
31 New Hampshire 7.1
32 West Virginia 7.1
33 Indiana 7.1
34 Pennsylvania 7.2
35 Kentucky 7.4
36 Connecticut 7.5
37 New York 7.5
38 New Jersey 7.5
39 Delaware 7.6
40 Tennessee 8.0
41 Louisiana 8.0
42 Illinois 8.1
43 Michigan 8.1
44 North Carolina 8.1
45 Maryland 8.1
46 Virginia 8.7
47 Georgia 8.7
•»G Alabama 8.7
49Pn Mississippi 9.050 South Carolina 9.851 District of Columbia 16.0

United States 7.0

. i ,  '

TABLE 2.1C

Postneonatal Mortality Rate, Total, 1984

Rank S ta te  N am e Rate

1 Massachusetts 2.9
2 Connecticut 2.9
3 Rhode Island 2.9
4 Iowa 2.9
5 New Hampshire 3.1
6 Pennsylvania 3.2
7 Delaware 3.2
8 Maine 3.3
9 Hawaii 3.4
10 Minnesota 3.4
11 New Jersey 3.4
12 California 3.5
13 Nebraska 3.5
14 Virginia 3.5
15 New York 3.5
16 Utah 3.6
17 Kansas 3.6
18 New Mexico 3.6
19 North Dakota 3.6
20 Wisconsin 3.6
21 Michigan 3.7
22 Ohio 3.7
23 Maryland 3.7
24 Oklahoma 3.9
25 West Virginia 3.9
26 Arizona 3.9
27 Tennessee 3.9
28 Texas 3.9
29 Florida 3.9
30 Illinois 4.0
31 Indiana 4.0
32 Missouri 4.0
33 Wyoming 4.0
34 Louisiana 4.0
35 Arkansas 4.0
36 Kentucky 4.2
37 Alabama 4.2
38 Georgia 4.2
39 North Carolina 4.3
40 Colorado 4.3
41 Montana 4.4
42 South Dakota 4.5
43 Nevada 4.5
44 Idaho 4.7
45 Washington 4.8
46 South Carolina 4.9
47 District of Columbia 5.0
48 . Oregon 5.1
49 Mississippi 5.4
50 Alaska 5.5

United States 3.8

©

IUTt' ''all°nal Center for Health Statistics. Calculations by Children's Defense Fund.
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Low birthweight is the single 
largest cause of neonatal 
death. Ten of fourteen states 
with the highest incidence of 
low birthweight also had the 
highest neonatal mortality 
rates in 1984.

.As might be expected, the 
states in which higher propor­
tions of pregnant women fail to 
receive early prenatal care are 
the same states in which 
greater proportions of preg­
nant women receive no p -ena- 
tal care or none until the last 
three months of pregnancy.
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
nancy. One in eight New Mex­
ico infants was bom to a 
mother who had received late 
or no care.

TABLE 2.5A
Percent of Births that Were 

Low Birthweight Total, 1984
H ank S ta le  N am e Rate
1 North Dakota 4.8
2 Alaska 4.8
3 Iowa 4.9
4 Minnesota 4.9
5 New Hampshire 5.0
6 South Dakota 5.1
7 Washington 5.1
8 Idaho 5.1
9 Wisconsin 5.1
10 Oregon 5.2
11 Nebraska 5.4
12 Maine 5.5
13 Utah 5.6
14 Montana 5.8
15 California 5.9
16 Massachusetts 5.9
17 Rhode Island 6.0
18 Kansas 6.1
19 Vermont 6.1
20 Arizona 6.1
21 Indiana 6.3
22 Oklahoma 6.3
23 Ohio 6.4
24 Connecticut 6.6
25 Pennsylvania 6.6
26 Missouri 6.7
27 Nevada 6.7
28 Texas 6.8
29 West Virginia 6.9
30 Kentucky 6.9
31 Michigan 7.0
32 New Jersey 7.0
33 New York 7.0
34 Wyoming 7.1
35 Illinois 7.1
36 Virginia 7.2
37 Hawaii 7.2
38 Delaware 7.4
39 Florida 7.4
40 Maryland 7.4
41 Arkansas 7.5
42 New Mexico 7.6
43 Colorado 7.6
44 North Carolina 7.8
45 Alabama 7.9
46 Tennessee 7.9
47 Georgia 8.3
48 Louisiana 8.5
49 Mississippi 8.7
50 South Carolina 8.8
51 District of Columbia 125

United States 6.7

Source: National Center for 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.

R ank

International Infant Mortality Rates 
1980-1985

Country Rate
1 Finland 6
1 Iceland 6
1 Japan 6
4 Sweden 7
5 Denmark 8
o Netherlands 8
5 Norway 8
5 Switzerland 8
9 Canada 9
9 France 9
9 Luxembourg 9
12 Australia 10
12 Hong Kong 10
12 Ireland 10
12 Spain 10
12 United Kingdom 10
17 Belgium 11
17 German Dem. Republic 11
17 Germany, Fed. Republic 11
17 United States 11

9 Luxembourg 9
12 Australia 10
12 Hong Kong 10
12 Ireland 10
12 Spain 10
12 United Kingdom 10
17 Belgium 11
17 German Dem. Republic 11
17 Germany, Fed. Republic 11
17 United States 11

among cities located In the same state. The nonwhite infant mortality 
rate in the District of Columbia was nearly three times greater than the 
nonwhite rate in San Francisco. A black Infant 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 the Jlfth consecutive year, there w as no progress in 
reducing the percentage of Infants bom to women who received late or 
no prenatal care. The ten worst states for women receiving late or no 
prenatal care were: New Mexico. Texas. District of Columbia. New York. 
Florida Oklahoma. Arizona. Arkansas. South Carolina, and South Dakota. 
A black 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 o f progress, the nation and the states will fa ll to 
meet nearly all o f the Surgeon General's 1990 Objectives fo r reducing 
Infant mortality, the number o f 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. As a ...suit of the nation’s slow progress in providing access to 
early prenatal care and in reducing the Incidence of low birthweight. 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 life.



PRENATAL CARE COSTS
.Adequate Prenatal Care * for uncomplicated pregnancies must begin in the first trim ester

-v isits  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

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

Delivery Fees

A laska W om en’s Health Sendee - Prenatal Care

fist Prenatal Visit S 200

Each Subsequent Visit @ £45 x 13 visits S 585

1 Vaginal delivery S 700

Cesarean Section S 1.40Q

Cost of Vaginal Delivery 
Prenatal Care $
Delivery-Physician Chg. 
Total Fees

; 785

$1,485

Cnslof.a C-SectionD.eljy.ery, 
Prenatal Care $ 785

C-Section D e l.. S .1.400 
Total Fees $ 2,185

Providence Fees S 5.000 
Grand Total $ 7,185

Providence Hospital Fees 1,950
G rand Total $3,435

N eighborhood Health Center

Fee includes all prenatal visits plus delivery charges

0 Fee 25% PflB 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 c . 78% of poverty are not eligible for medicaid; these women must pay cash out
of pocket for prenatal .:are unless insured.

-  uncomplicated pregnancy = 25%  o f  her income must go toward prenatal 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 1.1

UNITED STATES TOTAL
Fact Sheet, 1984

White__________ Nonwhite_______ Total
Eirths Black Total

To all women
To all women age 19 and under 
To women under age 15

2.923.502
324,912

3.959

592,745
140,112

5.720

745.639
154.735

6.006

3.669.141
479.647

9.965

Teen Births
(As percentage o f all births)

To women age 19 and under 
To women under age 15

11.1%
0.1

23.6%
1.0

20.8%
0.8

13.1%
013

Low-Birthweight Births
Percentage o f btrths tha t are low birthw eight

To all women
To women age 19 and under

5.6%
7.7

12.4%
13.6

11.1%
13.1

6.7%
9.4

Percentage o f all low-blrthwelght births:

To women age 19 and under 15.3% 26.0% 24.4% 18.4%

Prenatal Care
Percentage o f babies bom  to w om en who began  
prenatal care In the firs t trim ester

To all women
To women age 19 and under

79.6%
56.7

62.2%
47.0

64.1%
47.3

76.5%
53.7

Percentage o f babies bom  to w om en who began  
prenatal care In the third trimester or not a t a l t

To all women
To women age 19 and under

4.7%
10.9

9.6%
14.0

9.3%
14.1

5.6%
11.9

Infant Mortality
In fant dea ths per 1.000 Hue births

Total Infant deaths 9.4 18.4 16.1 10.8
Neonatal deaths 6.2 11.8 10.2 7.0
Postneonatal deaths 3.3 6 5 5.8 3.8

The nation will meet the Surgeon General's 1990 goals for Infant mortality for all races, whites, and nonwhites 
tf Its current rate of progress conllnues. 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 
postneonatal mortality the nation will have to nearly triple Its rate of progress. To meet the goals for low- 
blrthwelght 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 Center for Health Statistics. Calculations by Children's Defense Fund.
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The Health of America’s Children: Overview 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 of children without private 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 a t low 
birthweight (which Is exacerbated by high rates of teenage childbearing): 
failure to Increase the proportion of pregnant women who have access to 
early and continuous prenatal care; the ongoing erosion of major public 
health programs in the face of high poverty rates: 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 1.5).

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 Is a  modest Improvement over the 3 percent 
annual rate of decline of the previous two years (Figure 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 rates of 
18.4 and 16.1, respectively. The infant mortality rate among whites 
declined by 3 percent, from 9.7 to 9.4.

■ Despite their declining Infant mortality, black children remained 
nearly twice (1.96 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).

■ While modest gains were made In 1984, experts anticipate no 
similar Improvements for 1985. According to the National Center for 
Health Statistics (NCHS). an examination of preliminary data Indicates 
that "there was no statistically significant difference 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 
decline In Infant mortality since 1981, following two decades of sustained 
decline."1

■ 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 (a 4.5 
percent change).

•Provisional estimates of annual Infant mortality rates are calculated by NCHS prior to Its 
receipt of all states' final statistics. For consistency, NCHS compares provisional rates to 
provisional rates.
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FIGURE 1.1

Infant Mortality, by Race, 1950-1984

Neonatal mortality: The 1984 national neonatal mortality rate 
(deaths from birth to twenty-eight days of life) was 7.0 deaths per 1,000 
live births. This was 4.10 percent lower than the 1983 rate of 7.3.

Postneonatal mortality: The 1984 national postneonatal mortality 
rate (deaths between twenty-eight days and one year of life) was 3.8 
deaths per 1.000 live births. This represented only a 2.56 percent decline 
from the 1983 rate. This decline simply returned the nation’s 
postneonatal mortality rate to Its 1982 level, since In 1983 there was a 
nationwide Increase In postneonatal mortality (Table 3.3). Thus, the 
nation made no progresss In reducing the rate of postneonatal mortality 
between 1982 and 1984.

■ Postneonatal mortality In the United States has remained 
persistently high, even during the great Infant mortality decline that 
occurred between 1966 and 1979 (Figure 1.2). Postneonatal mortality Is 
particularly disturbing In a country as weallhy as the United States. While 
the neonatal mortality rate Is largely a function of maternal health status 
and access to medical and supportive services during pregnancy and 
labor, postneonatal moitallty is a more sensitive indicator of the basic 
environment In which an Infant lives. During the postneonatal period. 
Infants need decent housing, food, sanitation, and primary medical care, 
yet poor children frequently lack these supports. Experts estimate 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 unchanged from earlier years. Contributing to the national low 
birthweight problem Is the high rate of teenage 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 all Infants to be bom at low 
birthweight. Even when births to only older women are considered, 
however. America has a serious low birthweight problem.
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FIGURE 1.2

Neonatal and Postneonatal Mortality, 1950-1984

■ Between 1983 and 1984 the percentage of low-blrthweight babies 
(weighing less than 5.5 pounds at birth) declined only .1 percentage point, 
from 6.8 percent to 6.7 percent. The wide disparity In low birthweight 
among racial groups also persisted. While 5.6 percent of white Infants 
were bom at low birthweight In 1984, the figures for black and nonwhite 
Infants were 12.4 percent and 11.1 percent, respectively. Black infants In 
1984 thus were 2.21 times more likely than white Infants to be bom at 
low birthweight. 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 studies have examined the persistent problem of low 
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, In 1986 critical publf health programs such as 
Community and Migrant Health Centers, the Title 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 Gramm-Rudman-Holllngs provision of the Balanced Budget Act of’ 
1985. Finally, contributing to the one-third increase In the number of 
uninsured Americans between 1978 and 1984. the Medicaid program In 
1984 served 3.5 percent fewer children than were served In 1978 (Figure 
1.6 ).

Prematurity: In 1984, 9.4 percent of all births were premature 
(occurring prior to the thirty-seventh week of pregnancy). Infants bom 
prematurely are more than three times more likely tc be bom at low 
birthweight than those bom at full term.4 Prematurity can occur for
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many reasons. Including 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 
trlmestei) increased only .3 percentage point, from 76.2 percent to 76.5 
percent (Tables i .l  and 3.6). The percentage of women who received 
either no prenatal care or none until the seventh month or later did not 
decline at all 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 received late or no care worsened or failed to Improve. By 
comparison, between 1969 and 1979 the percentage of pregnant women 
receiving late or no care in pregnancy Improved by 37.03 percent (Tables 
i .l  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 syphilis resulted from, among other 
things, the lack of adequate prenatal care experienced by pregnant 
women, which could have detected and treated the disease. 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' In te rnationa l ranking on In fant m orta lity has deteriorated 
substantially during the past thirty years.

■ Infant mortality in the United States has declined steadily since 
the turn of the century, as It has in other countries. Several factors 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 
prenatal care and primary pediatric health care), and reduction In the 
Incidence of low-blrthweight births.7

■ In 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. F irst 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.

■ During the 1950-1955 period, the United States ranked sixth best 
among twenty lndustralized countries. By the 1980-1985 period, the 
nation had fallen 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.

■ 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). Even countries with 1950-1955 Infant 
mortality rates substantially 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 
the United States. Many of the nations that experienced more rapid 
Improvements and have reached lower rates were substantially poorer 
than the United States.

■ Experts point to numerous factors that account for the United

•While Australia experienced a slightly lower rate o f improvement than the United States 
during this period, its actual Infant mortality rates were In fact lower than those o f the 
United States.

During the 1950- 
1955 period, the 
United States 
ranked sixth best 
on Infant mortality 
among twenty 
Industrialized 
countries. By the 
1980-1985 period, 
the nation had 
fallen to a tie for 
last place among the 
same countries.
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TABLE 1.2

Infant Mortality Rates 
1950-1985 

Selected Countries

Country 1950-1955 1955-1960 1960-1965 1965-1970 1970-1975 1975-1980 1980-1985 % Changei ncn cc • „
Rate Rank Rate R ank Rate R ank Rate Rank Rate Rank Rate R ank Rate Rank

1950-55 to 
1980-85

Australia 24 (4) 21 (5) 20 (6) 18 (9) 17 (14) 12 (10) 10 (12) -58
Belgium 45 (14) 35 (14) 27 (14) 23 (16) 19 (18) 13 (12) 11 (17) -76
Canada 36 (11) 30 (11) 26 (13) 21 (11) 16 (9) 12 (10) 9 (9) -75
Denmark 28 (8) 23 (6) 20 (6) 16 (6) 12 (2) 9 (2) 8 (5) -71
Finland 34 (10) 25 (9) 19 (5) 15 (5) 12 (2) 9 (2) 6 (1) -82
France 45 (14) 33 (12) 25 (11) 21 (11) 16 (9) 11 (9) 9 (9) -80
German Dem. Rep. 58 (18) 44 (18) 31 (18) 21 (11) 17 (12) 13 (12) 11 (17) -81
Germany. Fed. Rep. 48 (16) 37 (15) 28 (16) 23 (11) 22 (20) 15 (8) 11 (17) -77
Hong Kong 79 (20) 54 (20) 33 (19) 23 (16) 17 (12) 13 (12) 10 (12) -87
Iceland 21 (2) 17 (1) 17 (3) 13 (1) 12 (2) 9 (2) 6 (1) -71
Ireland 41 (12) 34 (13) 28 (15) 23 (16) 18 (16) 15 (18) 10 (12) -76
Japan 51 (17) 37 (15) 24 (101 16 (6) 12 (2) 9 (2) 6 (1) -88
Luxembourg 43 (13) 37 (15) 29 (17) 21 (11) 16 (9) 13 (12) 9 (9) -79
Netherlands 24 (4) 19 (3) 16 (2) 14 (3) 12 (2) 10 (7) 8 (5) -67
Norway 23 (3) 20 (4) 17 (3) 14 (3) 12 (2) 9 (2) 8 (5) -65
Spain 62 (19) 51 (19) 42 (20) 33 (20) 21 (19) 16 (20) 10 (12) -84
Sweden 20 (1) 17 (1) 15 (1) 13 (1) 10 (1) 8 (1) 7 (4) -65
Switzerland 29 (9) 23 (6) 20 (6) 17 (8) 13 (8) 10 (7) 8 (5) -72
United Kingdom 28 (6) 24 (8) 22 (9) 19 (10) 17 (14) 14 (16) 10 (12) -64
United States 28 (6) 26 (10) 25 (11) 22 (16) 18 (16) 14 (16) 11 (17) -61

(Rates are rounded to the nearest whole num ber) 
Source: United Nation's Children's Fund
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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 solely) by our high rate of teenage 
childbearing. Other countries have managed to reduce both low 
birthweight and infant mortality. They have done so both by promoting 
much lower rates of teenage childbearing and by ensuring access by 
pregnant women and infants to maternity care and family supports.

The percentage of babies bom at low birthweight in the United States 
nas declined only slightly since 1950 (Tabie 3.4). Indeed, the U. S. 
Department of Health and Human Services recently reported that declines 
in low birthweight in the United States have been so slight that such 
redu'.tiors are responsible for only 10 percent of the decrease in infant 
mortality that has occurred since I960.8 As a result, the incidence of low 
birthweight in the United States is substantially higher than In other 
industrialized countries.

A key major factor that distinguishes the United States from 
countries that have reduced Infant mortality rates more rapidly is the 
provision of maternity services. Of all industrialized countries, the United 
States stands alone in its failure to assure pregnant women access to 
prenatal care and  delivery services through either a public health service 
or universal health Insurance.9 While 23.5 percent of 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 inadequate care 
that year.10 In France, ensuring early and continuous prenatal care is 
regarded as so Important that pregnant women are provided with cash 
payments as part of their prenatal care program in order to encourage 
their 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


