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Consuming alcohol during pregnancy is the cause of Fetal Alcohol Syndrome (FAS), a leading
preventable cause of birth defects and mantal retardation.

FAS s a serlous, lifelong condition that is characterized by facial abnormalities, growth
retardation, and central nervous system deficits Including learning and developmental disorders.
Not all children affected by prenatal alcohol uss are born with the full syndrome, but may have
selected abnormalities. Estlmates of the prevalence of FAS vary from 0.2 to 1.0 per 1000 live
births. . « , :

A new study released by COC finds that rates of frequent drinking (27 drinks per weekor= 5
drinks on any occasion in the past month) among pregnant women have increased substantially
from 0.8% in 1981 to 3.5% in 1995. The rate of 3.5% in 1995 translates to at least 140,000
pregnant women drinking at these more harmful levels each year.

Health advisories urging women —pregnant or planning a pregnancy— not to drink alcohol were
first issued by the U.S. Surgeon General in 1981, and were reiterated by the Secretary of Health
and Human Services in 1990 and 1895.

_ Prenatal alcohol consumption is a leading, preventable cause of blrth defects and mental

retardation. v . : e : :

i
’ 4
Health-care prowders should advise pregnant women and those planning a pregnancy not to drink
alcohol.

. “Alcohol and Other Birth Defects Awareness Week” is May 11-17, 1897.

National Center for Environmental Health
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National Center for Environmental Health
Alcohol Use During Pregnancy

Consuming alcohol during pregnanCy Is the cause of Fetal Alcohol Syndrome ( FAS), a leadung
preventable cause of birth defects and mental retardation

FAS is a serious, lifelong condition that is
characterized by the faclal features shown in
Figure 1., growth retardation, and central
nervous system deficits including leaming and
developmental disorders. Not all childron
affacted by prenatal alcohol use are bom with
the full syndrome, but may have selected
abnomalities. Estimates of the prevalence of
FAS vary from 0.2 to 1.0 per 1000 live births.

= A new study released by CDC finds that
rates of frequent drinking (27 drinks per.
week or > 5 drinks on any occaslon in the.
past month) among pregnant women have
Increased substantlally from 19391 to 1995
(Figurs 2). The rate of 3.8% in 1995
translates to at least 140,000 pregnant
women drinking at these more harmful
levels each year.

= Health advisorles urging women who are
pregnant or planning a pregnancy not to
drink alcohol were first Issued by the U.S.
Surgeon General In 1981, and were
relterated by the Secretary of Health and
Human Services in 1990 and 1895,

-» Findings from the above study are a signal
‘of the need for health care providers and
others who work on behalf of healthy
mothers and babies 10 reinforce the
message of abstinencse from alcohol use
during pregnancy. . o
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Figure 2.

Frequent Alcohol Use dy Pregnant Woman
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May 11-17 Is Alcohol and Other Birth Defects Awareness Week. Take part in speading the word,
“Alcohol and pregnancy do not mixi”

Photo courtesy of Streiasguth, A.P. & U‘nls R.E. (1994) Alcohol, Pregnancy and FAS: an Ed Project Cork Instllute Madical Schoal

Curricutum, Darmmouth Medlcal School .
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Adult Blood Lead Epidemiology
MORBIDITY AND MORTALITY WEEKLY REPORT and Surveiflance — United States,

Fourth Quarter, 1996

- Alcohol and Other Drug-Related Birth Defects Awareness Waek —_
May 11-17, 1997 = :

The National Councnl on Alcoholism and Orug Dependence {(NCADD) has desig-
nated May 11-17, 1997, as Alcohol and Other Drug-Related Birth Defects Awareness
Waeek. During this week, CDC, in collaboration with NCADD, will highlight the harm-
ful effacts of prenatal alcohol exposure on a fetus.

From 1991 to 1985, rates of alcohol use during pregnancy increased, especially for
frequent drinking, underscoring the need for renewed attention to advising pregnant
women to abstain from alcohol use. Associations bétween adverse pregnancy out-
comes and moderate to heavy alcohol use during pregnancy continue to be re-
ported. Health-care providers should educate women about the recommendations of
the Surgeon General (7) and the Secretary of Health and Human Services (2) re-
garding the need for women: who are pregnant or are planning a pregnancy to ab- \
stain from alcoho! use. ~ "

State health departments can use state»based rates of reported frequent alcohol
use by women of childbearing age to develop messages aimed at preventing alco-
hol use among pregnant women. In conjunction with a reportin this issue ot MMWR
about alcohol use among childbearing-aged and pregnant women, the Council of
State and Territorial Epidemiologists is providing state health departments and Be-
havioral Risk Factor Surveillance System coordinators with information focusing on
fetal alcohol syndrome (FAS) and state-spacific rates of self-reported alcohol use
among women of childbearing age. ‘

Additional information about Alcohol and Other Drug-Related Birth Defects
Awareness Week is available from NCADD, telephone (212} 208-6770; World-Wide
Web, http:/iwww.ncadd.org; and from the National March of Dimes, telephone (888}
663-4637, http://www.modimes.org. Additional information about FAS and other al-
cohol-related birth defacts-and developmental disabilities is available from CDC,
telephone {770} 488-7268, http://www.cdc.govinceh/programs/programs.htm; and
from the National Institute on Alcohol Abuse and Alcoholism, telephona (301) 443-
3860, hitp://www.nigaa.nih.gov. .
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Alcohol Consumptlon Among Pregnant and Chlﬁdbearung-Aged Women — |
United States, 1997 and 1995

Moderate to heavy aIcohol use by women during pregnancy has been associated
with many severe a:dverse effects in their children, including fetal alcohol syndrome
(FAS)}—with facial dysmorphology, growth retardation, and central nervous system
deficits—and other neurodevelopmental effects (7). Early-prenatal alcohol exposure
can occur unintentionally (i.e., before a woman knows she is pregnant); in addition,
women who drink at high levels before pregnancy are at increased risk for drinking
during pregnancy {2). Ongoing surveillance for alcohol consumptnon among preg-
nant and childbearing-aged women is important for monitoring the impact of efforts
to prevent this risk behawor This report analyzes and compares data from the 1995
Behavioral Risk Factor Surveillance System (BRFSS) and previously reported 1991
BRFSS data for women aged 18-44 years (3), and presents the prevalence of alcohol
consumption among pregnant women and overall and state-specific prevalence rates
among women of childbearing age. The findings indicate a substantial increase in
alcohol use among ‘pregnant women from 1991 to 1995.

BRFSS is an ongomg, state-based, random-digit-dialed telephone survav of the
U.S. civilian, nomnstttuhonalnzed population aged >18 years. In 1995, all 50 states®
participated in the I'3RFSS T A total of 33,585 women aged 18-44 years were inter-
viewed about their amount and frequency of alcohol consumption during the ronth
preceding the survey. Based on their responses, drinking patterns were categorized as

“any drinking” (con'sumption of at least one drink of alcoho! during the preceding
month)® and as “frequent drinking” {consumption of an average of seven or more
drinks per week or five or more drinks on at least one occasion). Data were weighted
to reflect the probabllltv of selection and state-specific postcensus population esti-
mates by age, sex, and race, and standard errors were calculated by using SUDAAN.
The smsll numbers ?f pregnant women sampled in each state preclude accurate state-
specmc prevalence rates for alcohol consumption among pregnant women.

(n 1995, 4.7% of woman aged 18-44 years reported being pregnant at the time of
the interview, Of these 16.3% reported any drinking during the preceding month,
compared with 12. 4?/0 in 1991 (p 0.07) {Table 1). The rate of frequent drinking among
pregnant women was approximately four times higher in 1995 than in 1991 (3.5% in
1995 and 0.8%in 1991 p <0.01). This difference persisted after controlling for selectsed -
sociodemographic charactenstlcs {i.., age, household income, marital status, em-
ployment status, educatlon level, smoking status, and race). Among sall childbearing-
aged women in 1995 50.6% reported any drinking, and 12.6% reported frequent

*For consistency over tlme. national analyses were restricted to the 47 gwates that participated
in the BRFSS in both|1991 and 1995. State-specific analyses for 1995 included all 50 states.
'In snalyzing the BRFSS, CDC used two methods of calculating response rates. The “upper
bound” response ratelis tha ratic of completad interviews to the sum of all completed, refussd,
and terminated mterwews The Council of Amarican Survey Research Organizations (CASRO)
rate is more conservatwa, and foliows a method daveloped by CASRO. This method factors
in unanswered attempts and thus provides 8 measure of both telephona sampling efficiency
and willingness to partu:npate For 1995, the median participent “ uppar bound” response rate
was B0%, and the median CASRO response rate was 68%.

$in 1891, women were|asked, “Have you had any beer, wine, wine coolers, cotktatle or liquor
in the past month?” In 1995 women were asked, “During the past month, have you had at
least onsg drink of any alcoholic beverages such as beer, wine, wine coolars, or liquor?” Other
aleohol consumption quastions did not change from 1991 to 1895,

\
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TABLE 1. Prevalence of reported aicohol consumption among pregnant and childbearing-aged women (1844 years) — United g -2
States, Behavioral Risk Factor Surveillance System, 1991 and 1995+ 3 &
-~ .
: Pregnent women ' " All women 9 g
Reported - 1991 1995 1991 - 1995 3
consumption level {n=1,053] (95%ClI') (n=1,313} (95%C1) pvalue (n=26,105) (95% Cl) (n=30,415) (95%Cl) p value § *®
. 2 b
Any drinking? 124 (9.5-16.2) 16.3 (13.1-19.4) 0.07 49.4 (48.4-50.3) 506 (49.7-61.6) 002 =
A <7 Drinks per.week o 12:2— (9:4-15:0)—-14:6——(11:5=17:6)—0:27—43.9(43.:0=44:9)45.7 (44.846.5) 0.01 3
7-14 Drinks per week -1 - . 09 (0018 — 34 (3i1-38 . 3.0 {26-33 004 |
>14 Drinks per week 0.1 {0.0- 0.3} 03 {(00-07) 028 1.4 {'1.2- 1.6 i1 {09 1.3) 004 o ™
25 Dsinks on occasion®® 0.7 {02- 1.2 29. (1.5~ 43 0.003 105 (10.0-11.1} 105 A 9.9-11.1) 0.96 g. '.-'-\’
Frequent drinking™ 08 -{0.3- 1.4} 35 {(19-51 0.002 12.4 {11.8-13.1} 126 (12.0-13.3} 0.67. § ]
*“Because weighted data are used in this analysis, results for 1991 may be shghuy different from those reported previously. For <
consistency, national analyses were restricted to the 47 states that participated in the BRFSS in both 1991 and 1995. h
'Confidence interval. P
SLevels of any drinking may not add to the total prevalence of any drinking because some women did not tespond to questions about - &5
. consumption frequency and amount. One additional state was eliminated from the breakdown of any drinking because questions = =
regarding consumption frequency and amount were not asked in that state in 1995, = .
- TToo few observations to calculate a reliable estimate. g %
“*Five or more drinks on at least one occasion during the preceding month. ) )
A '?Cons;‘mptlon of an average of seven or more drinks per week or five or more dnnks on at least one occasion during the preaedlng . =4
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Alecohol Consumption — Continued

Dakots; R Indian, MS Ohio; N Hann, MPH, Okishoma; J Grant-Worioy, MS, Oregon; L Mann
Pennsylvsnla; J Hesser, PhD, Rhode Isisnd; Y Gladman, South Carolina; M Gildemaster, South ,
Dzkota: D Ridings. %nnessee, K Condon, Texas; R Giles, Utah; R Meintyre, PhD, Vermont;
L Redman, Virginis; K Wynkoop-Simmons, PhD, Washington; F King, West Virginis; € Cautley,
MS, Wisconsin; M |Futa, MA, Wyoming. Fetal Alcohol Syndrome Prevention Section,
Developmental! Dtsablllt:es Br, Div of Birth Defects and Developments] Disabilities, National
Center for Environm em‘al Health; Behavioral Risk Factor Surveillence Br, Office of Surveillence
and Analysis, Naﬂona! Center for Chronic Disease Prevention and Health Promotion, cocC.

Editorial Note: Ofﬂcilal advisories warning against the use of alcohol by both pregnant
women and women considering pregnancy wers first released in 1881 (4) and again
in 1990 (§) and 1995 {6). Although no safe leve! of alcohol consumption among
pregnant women has been sstablished, frequent consumption is associatad with a
greater risk for FAS and other neurodevelopmental effects {(7,8). Despite the sstab-

lished health risk, substantial numbers of women continue to drink during pregnancy,
and some at frequent levels. The BRFSS findings indicate that from 1891 to 1935, the
prevalences of both any and frequent alcohol consumpt:on by pregnant women
increased substantlally, sven though the prevalencss of these behaviors remained
stable among all women aged 18-44 years. Alcohol consumption patterns in chitd-
bearing-aged women varied by geographic.location; reasons for this vanat:on may
include age and socuocuftural differences.

The findings in this report are subject to at least four limitations. First, the percént-
age of women respo)nding to BRFSS who reported they were pregnant was lower than
other estimates {Sﬂbecause BRFSS rates are point prevalence estimates, reflecting ,
the status at the time of the interview rather than over an entire year. Second, BRFSS
data were self-reported and may be subject to both recall and reporting biases. For ex-
ample, because of t‘he social stigmatization associated with heavy alcohol consump-
tion, some women may underreport alcohol use. Third, because the question used to
measure drinking status was modified from 1991 to 1995, the number of women with
alcohol consumpt:o}\ categorized as any drinking possﬂ:ly decreased in 1895 (women
consuming less thap one drink would have answered “yes” to the question in 1991
[any alcohol] but notin 1995 |at least one drink]). Flnaily, because the number of preg-
nant women in this sample who were drinkers was relatively small, the astimated
prevalenca rates are subject to both systematic biases and random variability. Despite
these limitations, BRFSS is the largest ongoing population-based data source in the
United States to mciude a rgpresentative sample of adult women and information on
both alcohol consumptlor\ and pregnancy status. :

CDC will- cc:ntmuta1 to use BRFSS to track alcohol-use patterns in pregnant women
to assess public health efforts to reduce this risk behavior. Additional analyses of
BRFSS data will include examining data from muiltiple years to further characterize
trends and geographlc differencas in the drinking patterns of pregnant women and 1o
identify risk factors associated with frequent alcohol use. Health-care professionals
who provide care to women of childbearing age should inform their patients about the
advisory on alcohol consumption, which recommends abstinence for women who are
pregnant or plannin§ 10 become pregnant, Because approximately half of the preg- .
nancies in the United States are unintended (70), information about the effects of
alcohol on the fetus should be provided to all childbearing-aged women who report
frequent drinking. ‘ :
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drinking— prevalences similar to those in 1991 (49. 4% reported any. dnnkmg, and%

12.4% reported fraquent drlnkmg)

The estimated state-specific prevalence of alcohol consumptlcm among women.

aged 18-44 years \olar:ed substantially by state for both any drinking. (from 26.1% in

. Utah to 68.2% in Wtsconsm) and for frequant drlnkmg {from 4.0% in Tennessee to

19.4% in Wisconsin) (Figure 1). For any drinking, rates were highest in Wisconsin,
Massachusetts, Ver{rnont Rhode Island, and Connecticut. For frequent drinking, rates
were highest in Wisconsin, lowa, Pennsylvama Minnesota, and Nevada. In general,in

1991 and 1995, prevalence tates of any and frequent drmkmg were hlghest in the

northern regions.

_ Raportod by the following 'BRESS coordinators: J Durham, MPA Alabama; P Owen, Alaska,
B Bender, Arizona, J Senner, PhD, Arkansas; B Davis, PhD, Cslifornia; M Leff, MSPH, Colorado,

M Adsms, MPH, Connecticut; F Breukelman, Delewsre: C Mitchell, District of Columbis;
£ McTague, MS, Florida; E Pledger, MPA, Georgia; J Caoper, MA, Hawsii; C Johnson, MPH,
idaho; B Steiner, MS, Illmo:s, N Costello, MPA, Indiana; P Busick, lowa; M Perry, Kanses,; K Ashes,
Kentucky;, R Meﬂwether MD, Louisiana; D Maines, Maine; A Weinstein, MA, Maryland.
D Brooks, MPH, Massachusstts.HMcGee, MPH, Michigan: N Salem, PhD, Minnesorta,; P Arbuth-

not, Mississippi; T Mursy:, PhD, Missouri; P Smith, Mantena; S Huffman, Nebraska; € DeJan,
. MPH, Nevada K Zasa, MPH, New Hampshire; G Boeselager, MS. New Jersey; W Honey, MPH,

New Mexico; T Melm{( DrPH, New York: K Passero, PhD, North Ceroline; J Kaske, MPH, North
FIGURE 1. Prevaiance of reported frequent alcohol consumption® among
chlldbeanng-aged women (1844 years) — Umted States, Behavnora! Risk Factor

. Surveillance Systsm, 1996 -

B 15.3%-19.4% 7
126%-152%  -.*7
8.1%-12.6%
[J so%-8.0%

*Consumption of an average of seven or mors drinks per week or flve or more drmks on at
laast one occasion cunng the precedmg month,

8-21-97 ; 2:44PM :CDC:DEV DISAB BRANCH- 2024565557 : #
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‘Rubelia and Congenitai Rubella Syndrome —_
' United States, 1994-1997 -

~ Indigenous rubella and con\genital rubella syndrome {CRS) have been targeted for .
elimination in the United States by the year 2000 (7). Progress toward reaching this
goal is monitored through the National Notifiable Diseases Surveillance System and
the National Congamtal Rubella: Syndrome Registry. From 1968 through 1989, the
numbars of annual reported cases decreased 99.6% for rubella and 97.4% for CRS
{(Figure 1): Followmg a slight resurgence during 1880-1991, the number of reported -
rubella cases reached record lows during 1982-1996 {annual average: 183 reported
cases}. This report isummarizes the characteristics of rubella and CRS cases and out-
breaks reported in the United States from 1994 through 1996* and provisional da1a as
of April 18, 1897. The findings indicate sustained low incidence of rubelia and CRS
since 1992 and possible interruption of transmission of rube.lla virus in late 1996

Rubslla

‘ During 1994—-19%6 a total of 32 states, the District of Colum bxa and New York City
raported 567 rubella cases; 22 sites reported one to five cases, seven reported six to
19 cases, and five reported 220 cases; these five sites accounted for 75% of all rubella
cases (Figure 2). Symptom onset for reported confirmed cases peaked during Febru-
ary 1994, June 1995 and April 1996, reflecting large outbreaks in Massachusetts, Con-
nectucut and North Carolina {range 36-128 cases|. Based on.provisional data as of

4

°Raports for 1996are prows;onal o o : S o ' ‘
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Prevention of Fetal Alcohol Syndrome:
Program Development and Evaluation

Developmental Disabilities Branch, Fetal Alcohol Syndrome Prevention Section, DBDDD, NCEH

Goal To design, implement, and evaluate prevention stralegies for specific high-risk groups
m prevent the occurrence of FAS and other alcoho]-related bmh defects ~
Collaborators - | 16 state health departments; 3 CDC funded university prajects; Indian Health Service;
‘ : NIAAA funded research projects; Birth Defects and Genetics Discases Branch,
'DBDDD, NCEH; Disabilities Prevention Program, NCEH,
Background Although the prevention of FAS, in theory, .is simple - prevent alcohol use in pregnant

women or promote contraception among alccholic women - there are many
complicated issues in designing and implementing interventions in different population
subgroups. Most prevention and intervention activities have focused on mass public,
cducauon screenmg for alcohol use in prenatal clinics, professional training for health

© care providers, and identifying high risk women and providing them with a variety of
mtervemxon scrvices. These widespread strategies, though laudable, are resource
Iimensive and may not make an impact on the population which is at highest risk for

. giving birth to children with FAS. The FAS Prevention Section is working with
collaborators to develop data-driven and innovative approaches 10 FAS prevention.
Accuraie and complete case ascertainment is a critical aspect-of this work because it
will improve our understanding of mothers who give birth-to children with FAS,

‘ enable us to better identify high risk women’ and to better define the spectrum of
outcomes and needs of children exposed to alcohol in-utero.

Major Acmmplishments

o e & & O

Future Plans!Issues : V . Lo

Funded the Umversuy of Cincinnati and State of Oklahoma to implement interventions in d:fferent
setlings for women who drink during pregnuncy

Developed ecrmn{mg instruments and manuals for enhancing casefindmg

Developed mvenmry of public and professional training materials on FAS

Collaborated in the development of a national FAS prevention program dircctory

Funded the devclopmem of a teachers manual for educaung students with FAS

Coordinated nan?nal FAS prevention conferences in 1991 and 1993

\
Develop data base on FAS prevention activitics
Develop mlcwenuon models based on the results of descnpnve epidemiology of characmnsncs of
mothers with chﬂdren with FAS, using Native American data :
Assist states and umversmes in identifying their target populations for intervention by helping them
identify scrccning instruments and providing epidemivlogical data
Continue to fund {and pravide scientific consultation to state and university programs to develop
methods for locating, interviewing, and tracking high risk mothers to evaluate their utilization of health
carc and substance usc treatment services
Collaborate with states to devclop interagency FAS coalitions/task forces.
Assist with development of FAS prevention research and dissemination of results
Foster the development of berter case definitions and data on exposure and outcome

August 21, 1997
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Surveillance of Fetal Alcohol Syndrdme (FAS)

Develupmental D1sab11mes Branch, Fetal Alcohol Syndrome Prevention Section, DBDDD, NCEH

Goals

Collaborators

Background

Y

1)To investigate methodologies for improving FAS case detection and for using cxisting
data collection systems for estimating the incidence of FAS and performing descriptive
lepndermology, 2) To improve surveillance by promoting uniform case dcfinition and data
xac:n:;uxsmcm among researchers and health care professionals as a precondition for
establishing more representalive national data sets.

|

Indian Health Service; CDC funded state and university FAS Pro;ects NIAAA funded
FAS rescarch projects; FAS Study Group of the Research Sociery on Alcoholism; DPP
NCEH Birth Defects and Genetics Diseases Branch, DBDDD 'NCEH; :

Estabhshed suwcﬂlance systerns provide data 10 hclp 1) evaluate the extent of a

'pamcular disease in human populations; 2) set prioritics for public health agencies; 3)

develop policies and implement programs designed to reduce the burden of that disease;
4) monitor and evaluaic prevention strategies. Howeéver, surveillance for FAS is in its
?nfam.y There is currently no state or national surveillance system that is appropriately
t:ulored 1o the unique problems presented by FAS. FAS is a difficult and subjective
dl&gnosn many profemonals do not feel adequately prepared to make tho diagnosis.
Moreover theg‘c is controversy about how a related condition, Fetal Alcohol Effccts. fits
xnto FAS surveillance: CDC conducts FAS surveillance through BDMP and MACDR

: whlch ascertain cases in the first year of lifc. However, it appears difficult to diagnose

FAS accurately in the newborn period. [In short, there is no currently available

Acomprchensxve model of FAS surveillance. The FAS Prevention Section is taking steps

to help establish FAS surveillance models by assisting states to develop innovative
survexllance strategies at the state level and by facilitating discussion, research and
consensus building among experts at the national level.

Major Accomplishmelnts ‘

o Prepared a descriptive analysis of the characteristics of Native American children diagnosed with FAS;
presented at the annual meeting of the Research Society on Alcoholism

° Cross-linked data{from multiple programs serving children with FAS in Alaska and estimated prevalence
and published results for Alaska in an MMWR article (4/30/93) -

° Funded a statewide commumty based program 1o find FAS cases in NM

® Developed and lmplcmented a three-tiered method for screening alt first graders for FAS in two counties

~'in Washington State

. Published an MM!WR article (5/7/93) on FAS surveillance using data from BDMP

. Enlisted the cooperation of FAS Stdy Group of the Rescarch Society on Alcoholism and NIAAA in
collshorative efforts to refine the FAS case definition

Future Plans

e & 2 e

1
i

Organizing a collaborative meeting between CDC/RSA/NIAAA for January 18 or 19.

Developing recommendations for uniform data collection in FAS survecillance and research

Designing an alcohol ¢xposure study using the 1988 NMIHS and the 1991 Follow-Up Sudy

Preparing articles which address a variety of issues in FAS surveillance, KABB in scluted populations,
- identilying and assisting high risk drinkers, and clinical features of FAS.

Angust 21, W7
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Centers for Disease Control and Proevention -
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Colorado

Colorado is buﬂdmg upon the currently existing Colorado Registry for Children with

Special Needs to prowde improved FAS surveillance among children from birth to age

seven. Another major program effort involves increasing ascertainment of problem

drinking and pmvidmg counseling services to women of childbearing age, in both

educational settings (high schools) and public health programs (prenatal, WIC, family -
planning) . Other activities include FAS educational campaigns directed at both.
service providers and the public, following and interviewing mothers of children

diagnosed with FAS and workmg with high nsk teen in the Department of Children .
and Youth Serwces

Georgia

A major program goal in Georgia is to increase collaboration and networking among
institutions, agencnes and community-based programs which address alcohol use and
abuse by women Im‘ childbearing age. This activity will help identify available
resources as well a‘s involve many institutions in the design of an approach to FAS
prevention. Other priority activities are conducting a training program for health care
professionals, developmg a statewide resource guide for professionals, and exploring
the use of ex1$tmg data collection systems to conduct surveillance of FAS.
Responsibility for the program is shared between the Women’s Health Unit and the
Office of Perinatal Epldem:ology of the Division of Public Health.

Oklahoma
!
Oklahoma is lmplementmg a comprehensive FAS Prevention Program. It includes: 1)
identifying pregnant women who are problem drinkers and referring them for care;
~ 2) coordining the efforts of various agencies to ensure for their care; 3) targeting
women of chlldbeanng age with problem drinking for treatment and reproductive
* health services; and 4) improving FAS surveillance. The interagency efforts
incorporate a varlety of strategies' incorporating pregnancy testing and prenatal
referral into alcohol treatment center protocols; implementing a preconceptual project
in a university semng, investigating a passive surveillance system for monitoring FAS
in newborns; and developing a resource" directory for prenatal care providers of
services to women with alcohol abuse problems.
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Missouri

Missouri has established an interagency FAS coalition which coordinates FAS activities
in the state. Over t;ime, this project has evolved into one that is educational in nature,
and focuses on traunmg WIC providers to increase their ability to ascertain women who
are heavy alcohol users (or if pregnant using alcohol at all), and instutute proper
follow-up. |

Washington |
Washington is devieloping FAS prevention projects in King County and among two
Native American tnbes In addition, it is involved in a descriptive study of the mothers -
of children dnagnosed with FAS at the University of Washington School of Medicine's
FAS Clinic. In King County, an assessment of resources needed for the treatment of
children with FAS i is being conducted. Using information from both projects, a model
program for early :dentmcatton referral, tracking and prevention will be developed and
piloted. The stats pmJect also plans to conduct a needs assessment of activitiss in
the rest of the state and to encourage the development of local FAS Prevention Task
Forces. Prevention gapproaches which work in the pilot projects wall be disseminated
to the rest of the s%ate v

University of Cincir?n'ati

The University of C;incinnati has been funded to design and test an antenatal
intervention program aimed at identifying women who are using alcohol prenatally
and and providing a broad array of informational and support services. Elements of
the intervention include educational sessions, in-depth case management, parenting
classes, support durmg labor and the immediate postpartum period, and gift
incentives for partlcapatlon The ultimate goal of the study is to bring about .
_abstinence during the pregnancy The study design is a randomized controlled trial’
testing the mtewenﬂon against usual care. Participants will be drawn from a
variety of clinical fthtles in the greater Cincinnati area. Another major objsctive

~ of the study is t0 tram health care providers in the participating clinics to better
ascertain alcohol use among clients and understand the impact of prenatal alcohol
use on fetal development and mfant outcomes.

Univaersity of New Maexico

The University of New Mexico proposes to make the state of New Mexico a model
state in applied research awareness, surveillance and prevention of Fetal Alcohol
Syndrome through close coordination of the research project activities with other

- on-going programs, |including the Disabilities Prevention Program. Research
activities focus on three areas: 1) evaluation of techniques for population-based
epudemiology and ascertamment of affected-individuals; 2) definition of key
indicators in high- -risk women, stratiflad by ethnlc group; and
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3) determination of the efficacy of population-wide prevention efforts.

Umvarsuty of Washmgton )
The Umversﬁy of Washlngton, Department of Pediatrics conducts an FAS Clinic
which serves as a statew:de resource for the diagnosis of children suspected of
having alcohol- rela!ted birth defects. Using this clinic as the point of contact, this
project will locate and interview the mothers of children diagnosed with FAS in
order to identify factors that have enhanced or hindered sobriety and contraceptive
use. The project will provide the mothers with referrals to alcohol treatment and
family planning services. Ultimately the project will be able to assess, from the
mothers’ point of view, the availability of alcohol treatment and health care/family.
planning resources as well as barriers to access. Information from this
investigation will be used to design a primary prevention program for FAS.

CDC/iHS Memorandum of Agreement (MOA) Projects

South Dakota

. R 1 ‘
The current CDC/IHS Areement specifies research projects in South Dakota only.

'SAQ Validation Study

A validation study c%)f a self-administered questionnaire (SAQ) aimed at ascertaining
substance abuse among prenatal clients was funded by IHS and IRB approval
granted to the PI, Lpretta Badheart Bull during the time of the last MOA. CDC was
asked to assist in designing the validation study. Epidemiologic assistance only
was provided. CDC did pay for contractors to assist in data collection, data entry,
and creation of the *data base.

Under the current agreement CDC is to continue to provide contract support for
data gathering, data entry, and some analyses. A CDC epidemiologist is to provide
oversight in assunn'g data quality, methodologic somdness and completion of
analyses necessary [to the study.

Case-control Study of Children with FAS

A case-control study of children determined to have FAS through ICD-8 Codes and,
verification of case definition by medical records is being conducted in thes '\
Aberdeen IHS Area. 1 IRB approval from IHS is attached. CDC’s role in thisiis ~
similar that for the SAQ Validation Study. :
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Alaska

The current CDC/lHS MOA includes no projects in Alaska. The Division has plans
to fund a cooperatwe agresment for continued surveillance and prevention
activities. One remalnmg activity from last year is the review of charts of children
identified in a case series compiled by Dr, Grace Egeland.
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To: Sara Hemtz Intern
Domesnc Policy Council
, The W}‘ute House
Fax 202-45l6—5557
Subject: Back to Sleep campaign
Date: . Auoust 21,1997
Pages: 19, 1ncludm° this cover shect
Here is some material on the Back to Sleep campaign. I hope it is helpful.

There are active Back to Sleep or SIDS nsk reduction campaigns in
approxxmately 20 states.

Twill be out of the office on Friday. If you have any questxons please call my

co-worker Dausy Wluttcmorc at 301-435-3459,

From the desk of....

' » Ruth Dubois

Coordinator, Back to Sleep Campaign

National Institute of Child Health and Human

: Development

. 31 Center Drive. Room 2A32

A . : Bethesda. MD 20892-2425,

301-435.3457 :
Fax: 3014967101

, 1718
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IEWS

.
U.S. DEPARTMENT OF HEAiLTH AND HUMAN SERVICES
~ EMBARGOED FOR. RELEASE AT 11:00 a.m. Contact: NICHD Press Office
Thursday, March 20, 198%7 _ _ . {301) 496-5133 or
: - (301) 435-3457

CLINTON ADMINISTRATION ANNDUNCES EXPANDED RACK TO SLEEP CAMPAIGN
TIPPER GORE TO LEAD NEW EFFORT
i . - . ' . *
. The Clinton Admlnlstratlon announcéd today that Tlpper Gore
'w111 lead an expanded public education effort designed to help
prevent Sudden Infant Death Syndrome (SIDS). The national Back to
Sleep campaign, wthh has already reached many parents and health
professionals w1th the message that placing babies on their backs - to
sleep can reduce the risk of SIDS, will now be expanded to target
grandparents, babysitters, and day care workers as well.

HHS Secretary Donna E. Shalala also announced that the Gerber
Products Company Wlll help to spread the word that babies should be
plaCed on their backs to sleep by placing the Back to Sleep message.
on its cereal boxeS; in mailings to new parents, and on, its toll-
free 1nformatlon number

Largely as a result of a 1992 Amerlcan Academy of Pediatrics
(AAP) recommendatlon and the increase in awareness produced by the
Back to Sleep campaign, SIDS deaths in the United States declined by
about 30 percent between 1992 and 1995. However, many careglvers
still place. babies on their stomachs to sleep. In announcing her
new role, Mrs. Gore emphasized the need to reach Americans who may
not have heard about this new recommendation in order to ensure that
the message. reaching parents and .other’ careglvers on lnfant sleep
position is’' clear and consistent. . '

Placzng ‘babies on their backs to sleep is one of the most
important steps that caregivers can take to reduce the risk of
Sudden Infant Death Syndrome, but too many people still don’t know
this 1mportant, S}mple message,” said Mrs. Gore. “Together, we need
to continue to spread the word that placing 1nfants on their backs

to; sleep can save|infant lives.

“Gerber’s help will allow the Back to Sleep campaign to reach
more families who haven’t yet heard that babies should be placed on
their backs to sleep, said Secretary Shalala. “We must be vigilant
in continuing to spread this important message, and Gerber’s
1nvolvement will allow us to do just that.

.| Mrs. Gore aléo called on public and private groups to redouble
their efforts to reach populations with the highest incidence of
SIDS. Mrs. Gore noted that African-American babies are 2.4 times -
more likely than Caucas;an babies to die of SIDS, and Native
American babies are 2.8 tlmes more Susceptlble. '

- Mor}en - . . 4
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“June-1997, ‘the Back to Sleep message will appear
,milllon Gerber cereal boxes. The Gerber Products
"Ccmpany wild alse include the message in mailings to 2.7 million
mothers of newborns. In addition, a message recorded by Mrs. Gore
will play on the Gerber toll-free information number, urging parents
to ‘place their babies on their backs to sleep and to talk to their
doctors for more 1nformatlon on infant sleep position. The message,
which will play on the Gerber toll-free information number 7 days a
week, 24 hours a day,»ls expected to be heard by about 650,000
callers.

Tea11 told, Gerber’swefforts will send the Back to Sleep message
" into the homes of about 80 percent of all parents with infants in
the United States‘” said Dr. Daniel Vasella, President and Head of
the Executive Commzttee for the Novartis Corporatlon Gerber
‘ Droducts Company’s parent’ cexporatlon. “We are pleased to be able
to help spread this crltlcal message.

i

SIDS is the sudden and unexplained death of an infant under one
year of age. SIDS ‘sometimes known as crib death, strikes. nearly .
4,000 babies in the United States every vear. The causes of SIDS
are still unclearl and it is currently impossible to predict which
infants might fall victim to SIDS. Recent studies have identified
almost undetectable defects in SIDS infants in a region of the brain
that may control sensing of carbon dioxide, breathlng, and arcusal
durzng sleep.

“Gradually, scientists are identifying the underlying problems
that can signal alrisk of SIDS,” said Secretary Shalala. “But until
SIDS is better understood and can be treated, research shows that
the simple scrategy of placing babies on their backs to sleep can
help to reduce the risk of SIDS.”

In 1992, after reviewing the available evidence, the American
- Academy of Pedlatrlcs (AAP) recommended that, to reduce the chance
of dying from SIDS, healthy babies should be placed on their backs
or sides to sleep[ In 13%6, the AAP revised its recommendation
clarifying that placing bables to sleep on thelr backs has the

lowest risk and is preferred.

~ The Natlonal Institute of Child Health and Human\Development
(NICHD), part of the National Institutes of Health, launched the :
Back to Sleep campalgn in 1994 to amplify the message that back
sleeplng ‘can reduce the risk of SIDS and save lives. Major partners
in: the campaign, besides the NICHD, include HHS’s Health Resources
and Services Administration and the Centers for Disease Control and
- Prevention, the AAP the SIDS Alliance, and the Association of SIDS
and Infant Mortallty Programs.

3

The recent decline in SIDS deaths reflects a 12 percent drop in
the rate between 1993 and 1994, and an 18.5 percent drop between
1994 and 1995, the largest annual declines and the largest

i

- More -~
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consecutive declines ever observed in the U.$. PFurther, SIDS
dropped in 1994 from the 2™ to the 3™ leading cause of infant
mortality, behind‘congenital anomalies and low birth

weight /prematurity. '

“The Back to Sleep-campaign has made a real inroads into
' reducing infant deaths from SIDS and in reducing the infant
mortality rate ovérall, but we must continue. to spread the message,”’
said Dr. Duane Alexander, Director of the NICHD. '

Since_its,inqeption, the Back to Sleep campaign has worked to
heighten awareness among parents and health care providers by
producing and distributing brochures, posters, print public service,
announcements, and informational videos urging that babies be placed,
on their backs'to‘sleep. The campaign has also spurred the
development of state SIDS campaigns, developed a Back to Sleep
internet web site (http://www.nih.gov/nichd), and established a
toll-free phone number -- 1-800-505-CRIB -- that people can call to
order Back to Sleep campaign materials.

Besides spreqding the word that placing infants to sleep on
their backs can save lives, the Back to Sleep campaign emphasizes
‘several other steﬁs that parents can take to help reduce the risk of
SIDS. These include: making sure expectant mothers receive early
and regular prenaﬂal care; that they not smoke, drink alcoheol, or

~use drugs (unless prescribed by a doctor) during pregnancy; making
sure babiesAsleep}on firm surfaces free of fluffy bedding and soft
toys or pillows; keeping babies’ surroundings smoke-free; ensuring
- that babies don't‘get too warm when sleeping; contacting a baby’s
doctor or clinic ﬂight away when a baby seems sick; ensuring that
babies receive their shots on schedule; and breastfeeding.

T o

' #xxNOTE: Radio public service announcements and actualities from
Mrs. Gore on SIDS hnd the Back to Sleep campaign will be available
on the HHS Radio News Hotline from March 20 through April 4, 1997.
Radio feeds can be reached by calling (202) 690-8317 or (800) =
621-2984. . . '

Note: HHS press releases -are availablé'on the World Wide Web at:
http://www.dhhs.gov. ' :
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‘The Back to Sleep Campaign

< 1
The “Back to Sleep” campaign is aptly named as its main recommendation is to place
healthy mfams on their backs. Following this recommendation has been shownto
reduce the nsk of Sudden Infant Death Syndrome (SIDS). Although it is difficult to
change a national pattern of tummy sleeping, this campaign has been successful in
reaching many parents of new babies and back sleeping is being increasingly adopted. -
The success of this recommendation is bome out in the recent reduction in infant

- mortality rates. This trend has continued with a 6 percent drop in infant mortality this

year. This rcducnon is largely due to the 30% reduction in SIDS deaths rate between
1992 and 1995 (U.S. Vital Statistics). The saving of approximately 1,600 infants'a
vear is largelly attributed to the Back to Sleep campaign..

!

_ Sudden Infant Death Syndrome . - o h - :

A

Prior to the c':ampalon there were nearly 5,000 unexplained SIDS deaths a year in the

" United States A SIDS death is heartbreaking as an apparently healthy baby dies

suddenly and without warning. Studies in other countries showed that placing babies
on their backs helped to reduce such deaths. Recent NICHD-supported research has
identified a]most undetectable defects in SIDS infants in a region of the brain that
controls sensm“ of carbon dioxide, breathing, and arousal during sleep. Gradually,

 scientists are identifying the underlying problems that signal a risk of SIDS. But until

this physioloigy is well understood and can be treated, this simple strategy of back

" sleeping saves many lives.

Surveys shm[v that Back to Sleep is succes;ful, but that much more needs to be done.
The goal is to have all healthy babies sleeping on their backs. All caretakers need to be
reached, including fathers, grandparents and babysitters. Minority groups need to
hear the-meslsage in culturally sensitive ways. The message needs to be repeated and
reinforced in newborn nurseries. This effective message is a low-tech, low-cost way

to save lives|and prevent tragedies.

_ Hlstory of the Back to Sleep Campaign

The Back to ?S}eep campaign is a publi¢/private initiative. N'ICHD 1eads the campaign
along with the Maternal and Child Health Bureau, and other Federal agencies such as
the Centers for Disease Control and the Census Bureau. The American Academy of

. Pediatrics (AAP) is the major private partner, along with the SIDS Alliance, 2 group of

parents, and t‘ne Association of SIDS and Infant Mortality Programs. After weighing
the ewdence for the safety, the AAP made its recommendation in 1992. In 1994,
NICHD begalm the campaign with an effort to reach every newborn nursery in the
country. A toll-free telephone number was established for ordering Back to Sleep
pampbhlets, posters, and videos. Over 8 million pamphlets have been distributed.
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1991

1988:

1991:

. Dec. 1991:

Feb. 199;

Mar. 1992:

, Apr. 1992:

Apr./May
1992:

June 1992:-

»
sy

o ——

R

Medical societies in the Netherlands adopt non-prone sleeping to
protect against "cot death.”

Publication of population-based, case-control studies conducted in
Tasmania, New Zealand, and Avon, England demonstrating a large
association between being placed to sleep prone and SIDS.

Despite the U.S. having a2 much higher prevalence of prone sleeping
than these countries, the U.S. SIDS rate is much lower and
contributes less to infant mortality rates.

Public education campaigns begin in Australia, New Zealand, and
the United Kingdoms advocating that infants be placed on their sides
or back to reduce the risk for SIDS.

The American Academy of Pediatrics (AAP) Task Force on Infant
Sleep Position and SIDS is formed and begins to evaluate the studies
on the role of prone sleep posxtlon asarisk factor. . - g
NICHD staff meet with scientists and hcalth professionals from
Australia, Britain, the Netherlands, and New Zealand for adwce on
research and public educanon issues.

Meeting at NICHD of AAP Task Force and national and
international experts to plan a research agenda to provide the basis
for, and evaluation of a campaign. Experts divided on whether a
recommendation should be made at this time.

The AAP Task Force announces the recommendation that "healthy

~ newboms be placed to sleep on their side or back to reduce the risk -

of SIDS."

U.S. national household survey of infant sleep position and related
sleep practices initiated under NICHD sponsorshxp These surveys

are repeated annually. -~

The AAP Task Force position statement is pubhshcd in "Pediatrics. !
This was followed by the publication of editorials expressing
concerns regarding the recommendation.
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June/July

1992:

Apr. 1993:

Oct. 1993:

Jan. 1994:

Jan. 1994:

Mar. 1994:

Mar. 199

May 199

- May 1994:

NS

2 . . 2

Surveys of the membership of AAP, AAFP, and NACHC initiated
under NICHD sponsorship to track practice of health professionals.
Surveys of newborn nursery nurses added in 1993. These surveys
have been repeated in 1994 and 1995. - '

NICHD funds the prospective Tasmanian SIDS cohort study to
obtain health outcome data on the safety of side sleeping position for
newborns, a concern of U.S. practitioners. This study also provides
the data to show a direct link between the success of the Australian
campaign to increase side sleep position, and a 50% decline in the
SIDS rate.

NICHD funds analyses of the Avon Longitudinal Study of

Pregnancy and Childhood, a prospective study of 14,000 that spans
pre- and post-campaign periods in Avon, England, to obtain health
outcome data on the safety of side or back sleeping for newborns.

CPSC issues a safety alert warning parents not to place soft bedding \
under the baby and re-enforcing the AAP recommendation.

NICHD with co-sponsorship from NIDCD and NCHS convenes
international meeting of medical and scientific experts to review

. research data and outcomes from public health campaigns. The

overwhelming opinion was that the evidence justified an increased
effort to reach a larger audience with the AAP recommendation.

The ad-hoc DHHS Interagency Panel on SIDS recommended to the
Assistant Secretary of Health that DHHS adopt and promote the
AAP recommendation.

A "Back to Sleep” coélition was formed benveéﬁ the U.S. PHS, the

' AAP, the Association of SIDS Program Professionals, and the SIDS

Alliance for the planning, development, and implementation of the

- “Back to Sleep” nationial public education campaign.

i
‘

Publication in "Pediatrics" of the proceedings of the Jan. meeting .

. and of the joint commentary from the AAP and selected federal

agencies endorsing the AAP recommendation and the CPSC alert.

A meeting of maternal and child health organizations is convened by
the U.S. PHS to enlist their active participation in the "Back to
Sleep” coalition. -
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June 1994:

- June 1954:

Oct. 1996:

Mar. 1997:

The Surgeoh‘ General issues a policy statement that "heaithy infants

be placed in their back or side to sleep to reduce the risk of SIDS."

The néﬁonal public health édu(:atiqn campaign is launched.

AAP makes éhanéé in its recommendation regarding sleep position, *

to the back position being the best or preferred posmon and the side

posmon asan alternative. -

Gerber Baby Products joins NICHD as a partner and includes Back

to Sleep message on rice cereal boxes and 1-800 information line.

‘ ‘Txpper Gore becomes spokesperson for the “Back to Sleep”

campaign.

8/19
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Timeline:

June 1992: | Publication of AAP sleep position recommendation

May 1994: | Publication of Joint Commentary endorsing recommendation
June 1994: | "Back to Sleep” Campaign launched

Oct. 1996: | . AAP makes change in recommendation for sleep position.

VITAL STATISTICS:

~Between 1992 and 1995, the SIDS rate declined 30%, from 1.2/1000 live births to

0.84. Most of this decline took place between 1993 and 1995; 2 decline of 12% ” .
between 199: and 1994, and 18.5% between 1994 and 1995.

* These are the la.rgcst annual declines observed since reliable data collection bccan in

1985, and the only large declines observed in two consecutive years. For the first
time, SIDS ranks as the third Ieadxng cause of infant mortality instead of second.

The dechncs in the number of SIDS deaths accounts for one-third of the declines in
infant deaths in 1994 and 1995.

95% of SIDS are post-neonatal (after one month of age). About 60% of the decline in
post-neonatal deaths in 1994, and 85% in 1995 are accounted for by the decline in the
number of SIDS deaths.

Between 1993 and 1994, both the white and black SIDS rates declined 12%. However

between 1994 and 1995, the white rate declined 30% and the black rate declined only

14%. AIthc'mgh the black/white ratio for infant mortality has remained constant at 2 4

" it has increased for SIDS since 1991 from 2.1 to 2.4 in 1995.

o
4

The evidence regarding the coritribution of changes in sleep position to declines in .
SIDS rates 15 circumstantial but quite powerful. Prone prevalence declined from 70 to
29% durmg the time period that the rates declined 30%. The declines parallel those
seen in other countries in the early phases of their campaigns but fall short of the 50-
70% reducuons in SIDS mortality when they achieved greater than 90% s1de or back

sleeping. |

The other rfxajor risk factors for SIDS are smoking dunng pregnancy, late or no

. prenatal car{e low birthweight, preterm birth, teen pregnancy, and use of soft bedding.

Based on A:nnua.l Natality reports from NCHS, and the Household Survey (see below),
most of these characteristics changed minimally or not all over this time period. The
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- rate of smoking among pregnant women declined about 15% which could not account
for the declines in SIDS. '

Caunonar) Notes: The 1995 vital statistics are preliminary; Although a concomitant
decline in p?st-neonatal mortality confirms the decline in SIDS deaths, the magnitude-
of the decline should be viewed with some caution until a closer look at deaths to
related causes determines the contribution of diagnostic shift.

EVALUAYION:
Annual Natzonal Household Surveys: Telephone interviews of nighttime caretakers

- (> 80% motlhers) of infants less than 8 months of age were initiated by NICHD prior to
the publication of the AAP recommendation and repeated annually :
The prevalence of infants placed t6 sleep prone declined ata steady rate between 1992
and 1995 from 70% to 29%. The rate of declmed slowed in 1996 with 24% placed

prone.
Annual Survevs of Pediatric Health Practitioners: AAP, AAFP, NACHC, hospnal

nurseries were initiated by NICHD in 1992, and repeated annually through 1995.

Prior to the ]AAP recommendation in 1992, between 80 and 90% of AAP, AAFP and
NACHC membership surveyed recommended prone, about 40% side and less than
10% back.

In 1995, 10% of the AAP membership, and about 20% of the AAFP and NACHC
membership surveyed.recommended prone; 70-85 % of the membership recommended
side and 66-81% recornmended back.

In 1994, 28?’0 of head nurses in the newborﬁ nurseries recommended prone, 99%. side,
and 32% back. In 1995, 4% recommended prone, 99% side, and 62% back.

In 1992, less than half of the surveyed membershxp of AAP, AAFP, and NACHC _
usually made a recommmendation about sleep position. In 1995 about 70% usually A
- madea recommendation about sleep position.

In 1995, 50-60% of practitioners had heard about "Back to Sleep.” About half of theSe
replied that it resulted in a change in practice.

OTHERS l‘ UDIES IN PROGRESS
® Long1mdmal study infant care practices (co-sponsored NICHD, NIDCD)
prospective study of sleep position, other SIDS risk factors from birth through
one|year in Boston, MA and Toledo, OH. Analyses to date confirm data
obtained form the national cross-sectional surveys described above.
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®  Avon Longitudinal Study of Pregnancy and Chxldhood (co-5ponsored NICHD,
,NIDCD) This population-based study of 14,000 pregnancies in Avon,
Encland spanned the pre-and post-campaign periods in Britain. Analyses of
health outcomes in this data set show that there is no increased probability of
v1s1tls to. the doctor or adverse respiratory events in infants placed on their side ’ ‘
or back compared to stomach. There is an increased probability of cough and
fever in the prone position. .

)

Hospltahzauons and deaths are still being monitored.

- Another study of a prospective cohort in Tasmania confirms no increased risk
of doctors visits or respiratory events in side sleeping infants.

®  Chicago Infant Mortality Study (co-sponsored NICHD, CDC, NIDCD). This
case-control study of sudden infant deaths in Chicago is in the final analysis
phase. ‘

® Abexdeen Area THS Infant Mortality Study (co-sponsored NICHD, IHS, CDC,
Aberdeen Area Tribal Chazrmen) This case-control study of sudden infant
deaths among Native Americans in the Aberdeen Area of the IHS is in final
phases of enrollment.

e Case-control study of SIDS in California (co-sponsored NICHD, NIDCD).
This|study is in the process of OMB clearance and will examine a variety of ',
risk fl‘actors and exposure to the sleep position recommendation in a large - '
diversity of populations during this critical campaign period.

® Collaborative Home Infant Monitoring Evaluation (CHIME) Study (NICHD).
This|study investigates life-threatening events and the maturation of
cardiorespiratory control in high risk infants on home apnea monitors. The
state of the art event recording monitor developed by CHIME in collaboration
with industry; records infant sleep position and critical physiologic varnables.
It will provide data on the role of sleep position in cardzorespuatory function in -
infancy. :




-
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The campaign goal is to have all U.S. babies sleepihg on their backs.

|

Back to Sleep Outreach Activities '
GOAL: To rcach all parents (mothers and fathers) and caretakers of infants (mcludmo

grandparents) with a special effort to reach minority populations. '

[

i

® I- 800 toll-free line for ordenng pubhcatzons (over 30,000 calls have been logged
with over 8 million parent brochures in Enghsh and Spanish distributed) -

® Backlto Sleep carmnpaigns are in progress in the following 20 states: Georgia,
New hmcy, California, Massachusetts, New Hampshire, North Carolina,
Louisiana, Oklahoma, Utah, New Mexico, Oregon, South Carolina, Alabama,

: Indla{na, Michigan, Iowa, Minnesota, Montana, Washington, and - élaska

® Back to Sleep home page on the World Wide Web

° Pubhc Service Announcements and Print Ads

® Mailing of Back to Sleep publications to 4,000 newborn nurseries in the U.S.

® Ma111ng of Professional and Parent brochure to members of the American
Acadtemy of Pediatrics and the Amencan College of Obstetricians and

- Gynecologists

Maalmg to Nursing Orgamzatlons

® Radxo and TV public service campaigns

K Back to Sleep table top exhibit

MINORITY OUTREACH |

L Poster with white bab} and baby that is part American Indlan and part \
Columbian . : :

® Spa.r ish parent training video

® Postgr with African American babies

L Print ads based on new African American baby poster

. Table top exhibit with African American babies

PUBLIC AND PRIVATE AGENCIES

®

. 80

| The Back to Sleep campangn is co-sponsored b}.

Nauonal Institute of Child Health and Human Development NIH
Matemal and Child Health Bureau, HRSA

‘Amencan Academy of Pediatrics

SIDS Alliance

" Association of SIDS and Infant Mortality Programs
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National Heart, Lung, and Blood Institute, NTH

Other Agencies Supporting the Campaign:

® Centers for Disease Control and Prevention

e Consmixmcr Product Safety Commission

L Nanonal Institute of Nursing Research, NIH

] Nauonal Institute of Deafness and Commumcanons Disorders, NIH

. WIC Regxonal Offices

® Healthy Mothers Healthy Babies Coalition .

® The Gfﬁce of Minority Health Resource Center, DHHS

® sn)s‘| International

® National Center for Health Statistics

NEW INITIATIVES
Malhng Back to Sleep material to the 4,000 newbomn nurseries (including
military hospitals) contacted at the beginning of the campaign in 1994.

e  New lcollaboratuon with Healthy Mothers Healthy Babies Coali mon to reach

' mmoptles and special populations. - . ; _ o

] Emphasxs on fathers and grandparents as caregivers. S "

. Natmnal alert for high-risk cold winter months.

® Emphasxs on other risk factors such as smoking and soft beddmg

WORLD WDE WEB

® Visit the Back to Sleep Campa.lgn on the Nauona] Institute of Child Health and

Hum[.an Development Home Pace: -- http://www.nih.gov/nichd/

13718
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u.s. DEPARTHEN? QF HEiLTK AND HUMAN SERV!CE§

| | | o
‘FOR IMMEDIATE RELEASE - Contact : NICHD Presns Office
April 16, (1897 S (301 .49‘«3-&13.4 o

' AFRICAN |AMERICAN BABIES AT EIGHER RISK FOR SUDDEN INFANT
L DEATH SYNDROME (SIDS).
BUT SIMPLE STEPS CAN SAVE LIVES, HEALTH‘EXPERTS SAY

‘Afri?an American babies are neurly two and a-half times
more likely than Caucasian babics tov-die from Sudden Tnfanr
Death Syndrome (SIDS), but thére are some simple steps all
parents and other caregivers can take to reduce the risk of
SIDS. : »

SIDS| is the sudden and unexplained dearh of an infant
‘under one| year of - age. It atrikes nearly 4,000 babiea in
the United States every year. The causes of Si03 are »LE11

~ unclear, Fnd it is currently impossible to predict whach
infants might fall vietim to sins.

The American Academy of Pediatrics says the most
1mportanb way to reduce the incidence of SIDS, sometimes
known as [*crib death,* is to place habies on their backs to |
sleep. While health experts are uncortain ahout the link
between the stomach sleeping possilion and SINS, Lhere is
some evzdence that air can become Lrapped undeeneath a ‘

~ sleeping infant, causing the child 1.0 rebreaths exhaled air.
The Academy has stated that sle~ping on the back is
preferre§ however, the side position is conaidered an
acceptable alternative.

. Other steps that parents and cqzeglvecs CrAlt Ldkr o
reduce che risk of SIDS include:
. IBab;es should asleep on firm surfaces !rec of fluffy
beddlng and soft toys or pillows. . ,

o Expectant mothers receive carly and reyular prenatal
carc. Mothers should not smoke, drink aloohol, or use
drugs (unless prescribed by a dacior) during pregnancy.

| . .
v . Lo h . S

. ‘ ' , . More -

14718
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& CreatF a smoke-free enviroament around your baby.

¢ Keep |the temperature in the baby’'s room so that it
feels| comfortable to adults. Rubied should not get too
warm when sléeping. ‘
|
® Careg;vers should ensure that babies rccalve
lmmuglzatzona on schedula; and i€ che baby seems sick,
contact the baby’s doctor or clinic right away.

. §
* If possible, consider breast teeding your baby..

“We are very proud of Lhe Kavk To Sleep campaign,~ said
Dr. Yvonne Maddox, Deputy Director of Lhe Nutlionul Instituie
of Child Health and Human Devalopment. (NICHD), a part of the
National Institutes of Health. “Thia campaiyn hus important
messages for all babies, especially for thouse at higher

. { ‘ .

risk. Everyone who takes care of infants needs Lo know how
to reduce|the risk of SIDS for African American babiea_*

Dr. Maddox added that pub]ic antd private groups must
enhance their efforts to reach rhese populat ions.  “It is
esgential that the simple message of putting your baby on
his oz her back td slecp reaches averyone.®

The "Back To Sleep” campaiqn, with the .8, Department
of Healtﬁ and Human Servieces and the (linton Administration,
is expandlng to reach not only parents and health
profe391onals but grandparent baby sittera, aond day care

l

workers as well. L o o :

A cqnvaniant new gource ot SIDS informatl ion for parents
and others is the Gerber Produclts Compsany, which plans to
print helpful tips on the backa of rhree wiliion Gerber rice
cereal boxes beginning in June 1997. The Carber Producte
Company will alsc include the message in mailings to 2.7
million parents of newborna. n addiliocn, a recorded message
-~ about SIDS is currently playing on the Cerber toll-free
1nformac;cn number (1-800-4-Gerbar), nrging parants to place
their bables on their backs Lo sleep and to talk to their
doctors for more informatiom on infant gleep position. The
message is playing on the Gerber toll free jnlormation
number 7 days a week, 24 hours a day.. ’

- More -
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The NICHD and its partners in the campaign launched
~Back to Sleep” in 1994. . '
L i

|
|
1
' i
x & *¥NOTE : Hgs_pres% releases aru.available on the World Wide
.. Web at: ht%p://wwg.dhhs.gov. A “Back To Slecp” internet web
site is lo?ated at http://www.nih.gov/nichd. and campaign
materials can be obtained by calling u toll free phone

~ number -- 1-800—5?5~CRIB.
B ' f
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US. DEPARTMENY OF KEALTH Mm MUMAN SERVICES

FOR IMMEDIATE RELBA..:B ‘ Contact ; NICHD I‘re::siofficc
Aprzl 16, 1997 f ' a (;nz) 496-51373
i
]

\

AMERICAN| INDIAN | ‘amxxs AT s:rzs:xrzsr m:sx FOR SUDDEN INFANT .

DEATH SYNDROME (SIDS),
BUT SI’IPLE STEPS CAN S&\V’B LIVBS, HEALTH EXPERTS SAY

American Indxan babies are at greatest risk to die from
Sudden Infant Death Syndrome (SIDS) -- almost three Limes.
more llkeiy than Cduca51an bables -- bul thare are some
simple steps all parents and other caregzvers can take to
reduce the risk c[f SIpS.

)

SIDs is the,sudden and unexplained dealh of an infaat

‘under one |year of age. It strikes nearly 4,000 babie&s in

the Unlted States every year. The causes of SlLS are still
unclear, and it 13 currently impossible to predict which
infants ngh: fall victim to STDS. ' :

l

The americaﬁ Academy of Pediatrics may: the most

A J.mportant:]tﬂay to reduce the-incidence of SIDS, somelimes

known as Prerib death “ is to place babies on Lheir backs to
sleep. thle health expertr are uncerrain ahout the lLink
between the stomach sleeping position and S1DS, there is
gsome evidence that air can become trapped underneath a
sleeping infant, causing the c¢hild to rebreathe exhaled air.
The Academy has stated that sleeping on the back is '
preferred; hcwever, the szde position is considered an
acceptable alternatlve.‘
l )
Other s teps]that parents and ca:eg;vcrq can take to
reduce the riak of SIDS include:
| ,
. Bables Bhou]d sleep on. firm surtaces frae of fluffy
beddlng and soft toya ar plllOWu. '
I
. Efxpectam: mothers receive early and reqular prenatal
~care. Mothers should not smoke, drink alcohol, or use
drugs (unless préscribed by a doaror) during pregnancy.

H
I )
. ' !

Fo . . . . s

- More -
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¢ (reate a smoke-free environment around your ‘baby.

. Keep the temperature in the baby’s room- éo that it
feels|comfortable to adult ~ Babies should not get too
warm when sleeping. e

s Caregivera should ensure that babies receive
-immunizations on schedule; and if the baby seems sick,
contact the baby’s doctor or vliuie right away.

e If possible, comsider breasl feeding your baby.

*We want to make sure this advice is heard throughout
the Amerzcgn Indian community,” said Dr. Kermit Smith, .
Acting Chi Pf Medlcal Officer of the Indian Health Service.
*Everyone who takes care of infants needs to know how to
reduce the risk for American Indian babieas."

Dr. %mith added that public and priva:e groups must
redouble their efforts TO reach populations with the highest

incidence [of SIDS - such as the American Indian community.

Dr. szth's comments are part of the “Back To Sleep”
campaign ?har the U.S. Department of Health and Human
Services and the Clinton Administration are now expanding
beyond parents to include grandparents baby»cxrrers and

1
day care workers.

A convenient new source of SIDS information for parents
and others is the Gerber Products Company, which plans to
print helpful Lips on the backs of three million Gerber rice
cereal boxea beginning in June 1997. The Gerber Products
Company w?ll algo include the mecasage in mailinga to 2.7
million parents of newborns. Tn addition, a reccorded message °*
about SIDS is currently playing on the Gerber toll -free
1nformat15n number (1-800-4-Gerber}, urging parents to place
their babies on their backs to sleep and to talk to their
doctors for more information on infant sleep position. The
message is playing on the Gerber Loll-[free information
number 7 days a week, 24 hours a day. ‘

The NICIID and its partne;s in the campalyn launcbhed
*Back to Sleep in 199% .

48

" - More -



http:rect"li.ve

AUG-21-97 15:88 FEON:N[{CHD ORR ID:3B1486718@ PAGE 19719
ue lu 21 Lu-3ULE v wabva e e war mr eesmesmmsecw ) .

Te
-

** «NOTE * Hi-is press releases are available on the World Wide

Web at: htt!p://ww‘dhhs.gov. A “Back 'To Sleep” internet web
gite is locared at http: //www.nih.gov/nichd,” an cgmp_aign :
materials cE:an be obtained by calling a toll-{ree phone V '
number -- 1-800-505-CRIB.
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PRENATAL ‘CARE

Racial Dlscrcpancws :

Women with no prenatal care are often metropolitan residents, unmarned women,
foreign-born women, women with less than nine years of education, and women with less than
one year between births. Risks for no prenatal care is also higher for women who are teenagers,
unmarried, black, or of other racial/ethnic groups, have less than 12 years of educatlon, were
bomn outside of the US and have given birth to more than two children.

Among black women, the adjusted risk of no care more than doubled from 1980 to 1989.
* Figures from 1992 indicate that African American women are nearly 4 times more likely to
~ receive no prenatal care (4.2% receive none) than white women (only 1.2%.receive no prenatal
care). About one-third of African~Ameircan, Hispanic and Native. AMerican women receive no
prenatal care or don't obtain care until the final trimester of pregnancy while the national average
of all women failing to get prenatal care in their first trimester is only 20%.

Annual percentages of no prenatal care were highest for women younger than 15 years
- (5.5-6.5%) and for black women (2.7-4.7%). In 1995, only 70.3% of black mothers and 70.4%
of Hispanic women recelvcd prcnatal care bcgmnmg in the first trimester comparcd with 83 5%
‘of white mothers.

Compared with women who initiated care in the third trimester, those who recclved no
care were more likely to be older, black and unmarried.

Among women who began prenatal care late (in the third tnmcster), had no.care or
whose care status is unknown, 12.2% are black, 5.7% are white and 11.5% are Hispanic.

In 1993, 80.3% of white mothers, 63.7% of black mothers, 61.9% of American Indian
mothers, and 64.6% of Hispanic mothers began prenatal care for live births in their first
trimester.

Babies born to women who receive no prenatal care are three times more likely to be
bom with low birthweight and five times more likely to die than those whose mothers receive
care in their first timester. Yet 20 pcrccnt of pregnant women don't seek health care in their first
trimester. -

Howcver even when babies to receive care in the first trimester, 5.6%.of whxte bables
are low birthweight compared to 12.3% of black babies born in 1993. '

Infant mortality among Natlve AMericans is nearly one-third higher than for all
Americans.

In 1992, there were 16.8 deaths per 1 000 blrths for black women and 6.9 dcaths per
1,000 births for white women. .

The death rate for black infants is more th_an twice that of whites.

‘ Administrative Actxon

CDC administers the Pregnancy Risk Assessment Monxtonng Systems (PRAMS) whxch
provides techmcal assistance to state Maternal and Child Health Directors to evaluate, bartiers to
prenatal care. PRAMS is a populatlon-based surveillance system of maternal behaviors and
experiences before and during a woman's pregnancy and during her child's early infancy. A
PRAMS surveys 35% of all US births for the purpose of reducing infant mortality and low blrth
weight. States often use PRAMS data to create and evaluate programs and policies desi gned to
improve prenatal care. For example, PRAMS data from West_‘ Virginia which indicated that



Medicaid eligible women didn't obtain prenatal care because they lacked transportation was used
to change West Virginia's Medicaid policy to supply transport vouchers for women attending
prenatal care clinics.

CDC also supports three community based intervention research projects examining
- approaches to improving prenatal care outreach and the quality of services. In Chicago,
community health centers worked with the Prevention Research Center of the University of
Illinois to study the effect 6f a woman's relations with others upon her attainment of prenatal
care. Inlos Angeles, CDC has a partnership with Charles Drew University and a community
coalition to compile a thorough ethnography of pregnancy and health among African American
women. In Harlem, CDC is working with the New York Urban League and academicians from
Columbia University and the City University of New York to study the anthropology of
- pregnancy in women living in central Harlem. A community advisory board comprised of
representatives from several community based agencies will work with CDC and the academics
. to design health and social interventions to promote better care for pregnant women.

The results have been impressive: For 1994, 80% of mothers began care in the first
trimester of pregnancy compared with 79% for 1993 and 78% for 1992. The proportion of
mothers beginning prenatal care in the first trimester rose in 1995 to 81.2% compared with 80.2
% in 1994. The proportion of white women receiving care jumped from 82.8% to 83.5% from

11994 to 1995; the proportions of black women receiving care jumped from68.3% in 1994 to
70.3% in 1995; and the proportions of Hispanic women receiving care jumped from 68.9% in
1994 to 70.4% in 1995. From 1992 to 1993, proportions of black women receiving care jumped
from 63.9% to 66.0%, Hispanic women jumped from 62.1% to 63.4%; and American
Indian/Alaska Native women jumped from 62.1% to 63.4%.’ CDC's goals is increase thcse ’
proportions to 90% across the board.

Through HHS, the Maternal and Child Health Bureau (MCBH) admlmsters four major
programs whihc, in FY 1997, had a total budget of $825 million: the Maternal and Child Health -
SErvices Block Grant (FY 97 $681 million), the Healthy Start Initiative (FY 97 $96 million), the
Emergency Medical Services for Children Program (FY 97 budget $12.5 million), ‘Grants for -
HIV Coordinated Services and Access to Research for Women, Infants, Chlldren and Youth (FY
97 budget $36 million). ‘ : ‘

The Health Start initiative relies on commun1ty~based collaborative efforts to provide
thorough health and social support services in order to make services more accessible, develop -
thorough services, make available a variety of self-help programs, supply case management
. services for follow ups, employ outreach workers (often from the neighborhood) and provide

many other services. Healthy Start communitites include cities in MD, AL, MA, IL, OH, MI, IN,
LA, NY, CA, PA, SC, Washington DC and Northern Plains Indican communities. Through
Healthy Start, clinics, schools, churches, media, neighborhood organizations, and committed
indiviuals work together to help protect the health of mothers and babies through such efforts as
providing health and social services *housmg) domg nelghborhood outreach, and offcnng
“education and childbirtha nd infant care.
The Community and Mlgrant Health Centers pr(mde numerous services to reduce
_ negative birth outcomes. Strangely enough, from 1992 to 1995 while funding stayed at a stcady
35 million dollars and number of programs stayed at 291, the ‘number of clients served dropped
from 187,757 in FY 1992 to 112,163 in FY 1995. Statistics on HHS' comprehensive perinatal
care program indicate that a total of 1,127,654 female users take advantage of the programs
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Response to Ms urviitz

What type of utneach program does CDC have for prenatal care"

CDC provrdes te mcal assistance to state Maternal and Child Health Dn ectors to evalJuate
barriers to prenatal care through the Pnjegnancy Risk Assessment Momtormg Systems (PPTAMS).'
PRAMS is a pop lauon—based surveillance system of maternal behavrors and experiences before
and during a woman’ s pregnancy and during the early infa cy of her chlld It was developed in
1987 as part of CDC’s initiative to reduce infant mortality and low! birth weight. Findiags |from .
.PRAMS can be g nerahzed to an entirk state’s populatron f womén hav ng live births|
Information can also be compared among states. PRAMS urvelllance C\%rrently covers about
35% of all US births. .

pohcles desrgnéd to
ise:

ight beipre’gn nt
weeks or months pregnant when you were sure you|were pﬂqegrian o
attitudes t war%d pregnancy (wantedness) o
weeks or months pregnant when you had your first
care received as early as you |anted

barriers to gettmg care as early( as you wanted

received as many visits as you wanted

~ weeks or onths pregnant wheF first thought you

prenatal care visit

barriers to|receiving as many vjsits as wanted

satisfaction with the care based on issues including
with heal care providers, type of advice, hours of
from the staff
discussion abput positive health behaviors (smokin

[

waltmg tlme
operatlon unc

VIC usei o

g, alcohol USe,

hutrition)

amount of time spent
lerstanding and respect

information ab’out source of payment for care and V

PRAMS data fron West Vrrglma for anmple indicated that Medicaxd gligible women d

id not
obtain prenatal care because they did not have transportatian to clinics; This mformatron ]{

prompted changeg in West Vrrgnma s Medlcard policy to sUpp ansport vouchers for, wgmen
attending prenata care clnmcs | o
CDC is supportrn three commumty based mterventlon resgarch pnojects that are exan’r%inihg '

approaches to im rovlng prenatal careloutieach and the qu hty of Servrce .

@

r of
srence
DFS.

In Chicago, commumty health enters worked with|the Preventmn Research Cente
the University of Illinois to identify ways in which regnant w@mte;r’s personal |ref
- groups influence their desire for prenatal care and their prenatal e health behavi
" The projeqt has conducted focus group research with low i income African-Americ

Puerto Rican, Mexrcan American and whrte wome who had recently given birth ¢ talk
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about the 4 clttltudeS and beliefs about pregnancy. The prOJect noxx plans to reﬁﬁe prenatal
care services to speak to the sprmﬁc cultures of women and thelr families, fnends and
community mg;mbers who support them throughout pregnaxhcy

. In Los Anweies CDCis partne ing with Charles Drew Umversxty and a commumtv
coalition to complete a detailed ethnography of pregnancy and he alth among Afrlcan
American women. A substantih! commltment of th° partnexs 1s tq use the ethnography to
 design outreach programs. : i ‘
. In Harlem| CDC has partnered w1th the New York Urban League and academigiank from
Columbia Umver31ty and the City University of New York: ’to study the anthropology of
pregnancy|in women in central{Harlem. A community ad\qsory board composed af :
representatives from a number pf community based agenc1es w:ll work with the, parrtners
to design health and social intefventions that will promote xmprov ed care for pregrant x
women. b : L ‘ -

1

An underlying ob; ectwe of all three pr, Jects is to develop the capacxty of academic cexiter;,
public health prog,rams and community boards to engage in researg:h par'nérships that ‘conduct
public health,actwn—ogented studies. L i '

What types of wo:fnen are and are not receiving prenaiali:are?

A recent CDC publiceitjon (Obstet Gynecol 1996;87:575- 81) mdlcated trends in the percemage
of women who re ,e1ved no prenatal czlre in the United States have |chang d over tnme—4from
1.3%in 1980 to 2, 2% in 1989. The percentages declined tb 1.7% | in 199 The: changes th these
trends in the early 19803 were due to an increase in the risks of no prena | care in all women.
Thus, all women Were at increasing risks of no prenatal care. HOWever uring the 1990s, most
of the changes in fisks of no prenatal care were due to an increase in the percentage of fbmhs to
women at high demographic risk of nd prenatal care, inclujéng me{ropohtan residents,;

unmarried wome forelgn-born women, women with less than mnle years of education, and RS
. women with less ﬁhan ione year between births. This increase in thge perce'ntage of birth’s td

women at high demographic risk shows no sign of abatmg The manuscript is attjacheci for

further descnptxomf the research. ) IR I B o

i
|
i
i
.

i
i
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of women or mcreasu‘g percentages of births tb women at
high demographic risk of qo care.

Methods: We analyzed U.5. birth certificates for the period .

1980-1992. The annual adjusted odds of no prenatal care

" relative to 1380 were ¢ mputed by logistic regression models

that included year, maternal characteristics, and interactions -
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on the birth certificate indicating the month pf preg-
nancy in which prenatal care was initiated. (Women
were classified as havirlg no prenatal care if “'np prena-
tal care” was indicated|on the certificate. Women with
missing data on prenatal care initiation were dlassified
in a separate category as “missing.” Prenatal care data
were available from the 50 states and the District of
Columbia. A total of 49,899,230 live births occurred in
the U.S. during 1980- 992.’§We excluded 58,020 births
(0.1%) to foreign residents (which inc]udesj for this
analysis, women in th U.S. territories and other pos-
sessions, such as Puerto Rico and the US. Virgin
Islands) and 1,121,257 births (2.2%) because of missing
data on prenatal carei itiation. We exarnined trends for
subgroups of women efined by maternal characteris-
tics of age, race, resi ence (metropolitan or other),
marital status, country of birth, education, interbirth

interval, and parity.
variables used in our a
reporting areas for the

xcebt for education, data on
alysis were available fr

entire study period. The collec-

mall 51

tion of data on education increased from 47 states and
the District of Columbia in 1980 to all 50 states and the .
District of Columbia in 1992. In women age 20 years
and older, we consideted five categories of education:
less than 9 years, 9-11 years, 12 years, 13-15 years, and
16 years or more. We also examined no prenatah care for
women whose educatipn was not stated-(missing) and
states in which educafion iwas not reported.7 Because
teenagers have not had the opportunity to acquire
advanced education, a]l teenagers (under age &0 years)
were analyzed as a separatje category. .
To determine whether there were increasing risks of -
no prenatal care in su groups of women (a rigk effect),
we initially computed nnual risks of no prenptal care.
To control for confounding, we computed a jseries of
logistic regression mo els'.é Each model computed the
adjusted odds for no| prenatal care in a gi'ren year

relative to 1980. Each| model included a variable for
year, age, race, residerjce (metropolitan or other), mar-
ital status, country of pirth, education, interbirth inter-
val, parity, and interactions of these variables rith year.
All variables were categorical. To determine whether
there were increasing percentages of births to women at
high demographic risk of no prenatal care {a demo-
* graphic effect), we computed the annual distributions of-
live births by maternal characteristics. To determine
whether the rate of very preterm delivery incr ased, we
examined the distribution of women deliverirjg infants
" with birth weights le thén 1500 g. Birth w?‘ight was
used as a proxy for very preterm delivery becapse of the
large percentage of missing values for gestat onal age
and our concerns aboyt the inaccuracy of thismeasure.
The adjustment method of Das Gupta”® was used to
compute the relative contributions of the risk effect
" (increasing risks of n prenatal care in subgroups of

576 Elam-Evans et al |No Ii’remz!a! Care
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Table 1. Pefcentages of Women Who Received No Prenatal
Cdre, by Maternal Characteristics, United [States,
1980-1992 | | :
; Year of infant‘;s birth
i 198! 1985 1990 | 1991 1992
Crude percentage of 13 17 200 19 1.7
women wh received
no prenatal care f :
Characteristics : . :
Age (¥) P : oo
<13 © 85 63 65 §2 56
15-17 .32 39 40 . 37 33
18-19 ©.23 31 341 31 28
20-24 S 20 25 0 14 21
25-29 0.8 1.1 15 15 1.4
30-34 0.8 1.0 12 ¢ 2 11
35-39 14 14, 141 14 13
40-44 P24 24 19° {s 17
245 140 4.6 28 0 2 27
Race ' .
. White 1.0 13 14 4 1,
"Black 127 34 47 16 1.2
Other* 18 18 . 16 6 T.
Residence | ' ’ :
Metropolitan 14 18 2.1 p.1 19
Other 11 14 13 ] 3 1.2
Marital stafus . :
Married 0.7 09 09 p9 08
Other* 49 43 47 #4 39
Country of birth L
United States S . 14 170 7 15
Other” F 35 34 Bl 27
Education ()’ P !
<9 [ ¥ 43 53] ko 43
9-11 P26 35 457 p4. 39
12 .08 12 170 e 15
13-15 04 06 08i P8 0.7
216 102 02 03; pP3 03
Age <2 L 24 3.0 371 PS5 3.0
Not stated - " 34 4.6 66 B.0 63 |
Not reported®  + 1.6 23 10: pS 00 |
JInterbirth jnterval (mo) Lo '
<12 3 43 56, BS5 47
12-23 c2 26 37. P36 32
24-35 1. 3 170 e 15
36-47 0. 0.9 1.3 12 1.1
48-71 0] 10 12) p2 11
=72 B - 08 1.0 13 p3 12
Not statpd - £ 4.6 59! 7 53 |
First pregnancy . 1. 13 14t |13 12
Parity ‘ P : :
1 R ¢ 13 14 D3 12
2 S 14 150 15 13
3. Loo1p 19 23] 22 20
4 P2 31 37) [37 33
5 [ 13p a5 56, 57 52
=6 © 148 - 64 82! [82 82
Not stated C1f - 18 57; |53 56 !
Birth weight (g) ’ :
<1500 : .74 8.6 106: 105 91
1500-2499 .3 4.0 501 15.0 45
22300 S 135 17; |16 15
Not stated P05 81 108 115 . 95

* Other intludes not 'étatedi. i

* Materna] educationtablilated for women aged 20 yegrs or older.

* The follpwing states did npt request. im’ormaz:ion Ln maternal !
education ‘on birth ce‘i'tificaftes: California (1980-1988)] New York :
(1988-1991) ) Texas (19810—Ma;rch 1989), and Washington [1980-1991). !

Obstetrics & Gynecology
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Table 2. Percentage sttnbutlon of Charactensnc of
Women Who l'.)ehvered Live-Born'Infants, United
States, 1980-1992 '
Year of infant's-birth
1980 1985 . 1990 . 1991 1992
N 3,512,680 3,675.429 +,068,409 4,022,935 3,976,509
Characteristics !
Age (y) : .
<15 0.3 103 0.3 0.3 03
15-17. 5.4 4.4 44 4.6 4.6
18-19 97 .i79. - 81 8.0 7.8
20-24 339 503 . - 263 265 263
25-29 308 320 308 29.7 29.1
30-34 153 186 24 . 216 221
35-39 39 :5.7 76 8.1 85
40-44 06l . 108 12 13 14
=45 00| 00 0.0 0.0 0.1
Race '
White 80:5 798 794 79.1 79.1
Black 162 160 163. 164 163
Other* - 34 (42 4.4 4.5 4.6
‘Residence ‘ :
Metropolitan 745 76.6 80.0 §0.0 80.1
Other® o253 234 200 200 199
Marital status L . : ‘
Married 81.7 78.2 723 70.7 70.2
Other* 18.3 218 27.7 29.3 298
- Country of birth . : |
United States 89.8 88.2 845 837 - 830
Other* 10.2 ns8 155 163 17.0
Education (y)" ; ‘
<9 2.3 (18 45 46 48
9-11 8.6 178 97 99 10.1
12 307 292 319 312 . 34
13-15 138 151" 186 18.7 20.2
=16 . 1 . 929 16.4 16% 187
Age <20 123 - 98 1222 124 12.7
Not stated 0.7 {08 10 0. 11
Not reported® 207 226 58 58 0.0
Interbirth i ’
interval (mo)
<12 15 i 1.6 20° 2.0 21
12-2 22 124 M2 14g 143
24-35 114 12277 130 139 135
36-47 7.6 P82 85 85 8.6
48-71 7.9 | 86 9.1 9. 89
272 7.7 178 9.2 9.2 9.0
Not stated 8.8 ;78 - 33 3.1 34
First pregnancy  43.0 '41 5 40.7 40.6 40.2
Parity '
1 430 ;41.; 407 10.6 402 -
2 318 331 . 322 32.1 324
.3 149 156 164 164 16.4
1 54 .57 63 - 64 6.4
3 22 21 23 2. 24
26 24 i 17 18 : 1; 19
Not stated 0.5 I04 04 0. 0.3
Birth weight (g) ' ,
© <1500 11 g 1.2 1.2 1. 1.2
1500-2499 54 153 5.6 57 5.7
22500 93.1 933 93.1 92.9I 93.0
~ Not stated 0.2 (01 01 0.1 01.
* Other includes not statdd. |
' Maternal education tabulated§ for women aged 20 years or older:
*The following states did not request information bn maternal
. education on birth certifi¢ates: jCalifornia (1980-1988)] New York
(1980 -1991).

(1988-1991), Texas (1980-M
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Table ‘3. Increase in C;‘ude Rété of No Prenatal Care Relative to 1980; United‘{S_tates,-];980-—?199 2 ;
Eo T 1980 1985 | - 1990 _tem
No. of wormen with nc péenazal care ‘ 211 eldey o abaos’ | 76864 68,657
Crude rate of no preriatal calre* f%) - 7138 ' 172 a2 03 ) 197 1.73
_ Absol ute’ increase in no prenatal care, relative to 1980 : L0.35 (100%) “0.66] (100 0.60 {100%) 0.35 (100%:)
‘Increase due to increasing risks of no prenatal care - 0.29 (82.6%) 038 (38 3%) 0.26 (44.3%) | 0.03 (8.2%)

in subgroups risk effect 5 of a{béolute increase) ) ‘ :
Increase due o increasing percentages of births to ) 0.06 (17.4%) (-‘»! 3:) o 033(857%) 0.32(91.8%) |
women at high demograpthic ritk-of no prenatal ‘ L : ’ : ‘
care: demographic effect (% of absolute increase)

*Crude rates may differ by =0.06% from rates computed|using raw counts from birth cprtificates (Table 1) becausé the Das Gupta™ thethodology
" excluded birth certificates with missing maternal characteristics data needed for adjustment. ; o : . :
* Risk and demographic eE‘ectsj’nay not sum to absolute increase because of‘reundirlg ’ :

uates, aﬁdv-women who,ha?d given birth to six or more 1992) unmamed womfzn (from 183% in §198&) to 29:8%
children. ‘ Y in 1992), orexgn~b0m ‘wamen {from 10.2% |n 1980 to |
In general, the annual ad)usted odds (or risk) of no  17.0% in | 1992), women| with less than 9| vears of !
prenatal care increased from 1980 through the Jate 1980s ~  education (from 2,’3‘72 in| 1980 to 4.8% in 1992), and

. -in most subgroups of women: -For exampl_, Lamong . women with less t}gan 1 year between blrths (From 1.5%
- married women, when we adjusted for othermaternal  in 1980 tq 2.1% ini1992) {Table 2). The percentages of |
characteristics and inferactions of these characteristics births to women 1xivho‘were metropolitan repidents or !
with year, the ad;usted odds of no prenatal care were  had short mtervals betiween births increased during the "

- 1.5 times higher in 1987 t:han,m 1980 (Figure 1) and . 1980s angl stabilized jthereafter. The plercentages“of
among black women, the adjusted odds were 2.2 times - births to mmamed ‘or foreign-born women|increased
_higher" in 1989 (Figure 2). For most subgroups of  steadily during the study pperiod. The pergentage of :
women, the -annual adjus't‘ed odds of no prenatal care birth‘s to women }vnth less than 9 years;; of jeducation
peaked in the late '1980s and declined thereafter. In  decreased from 1980 (2.3%) to 1985 (1. 8%)aand increased !
1992, most subgroups of  women continued to have  in the early 1990s {4.5-4.8%). The percentages of births |
adjusted odds of no }:rena’tal care that were above the - to other groups at high demographic rsz for|no prena-
1980 reference value of 1.0 indicating an increase.in risk. * ~ tal care (younger than 15 years, blaek wdmen, and |
"Subgroups with odds of nio prenatal care that were - women who had given b lLlrth to six or ‘thorg children) !

below the 1.0 referende vaiue in 1992 includéd unmar-  remained| fairly stable ‘during the- study perl bd. :
' ried ' womnen, women living in rural areas, an%ﬂ foreign- - . The percentage jof women with very pretprm births |
born women. - L ‘ " - ({defined here as birth:weight under 150 g) increased |

| |
.. The percentage of live; births increased i!n several "from 1.1% in 1980/to 1'2% in 1985 and rqmame‘d stable
- demographic groups pt high risk for no prenatal care: . - thereafter (Table 2. o

metropolitan residents (from 74.5% in.1980 to 80.1% in In 1985, the absolute iricrease in the crude|rate of no -
A I S ' [ . oo, s ‘ :
2.2 [ R S B 231
20{ - : o | T
St I N f
518 CE e ; ;
814 814 : .
-3 3 :..-..,. . ,
Q12 © 912 / : i
7 1.01% 10 g
o 0'6 ‘v’ ‘ M | - 'a“ u“ tr ) "‘ 4 T . ¥ 3 v Y ’ ‘s 3 30"5 N : N " y ;f ' T .'» y | : 3 )' '
80 81 82 83 84 85 66 B7 88 89..90 91. 62 80 Pp1 82 & 8 If5 e &7 8o ‘89 $0 81 8z
- C Yeer A ’ : S L Yest : :
(= Werried - Otmer | ‘ ;| gliack ----wmwo:h}ej :
Figure 1. Trends in adjusted odds ratios of no prenatal cJ;e by marital Figure 2. Trends in adjusted olids ratios of no pre;na'ta care by race, |
status. United States, 1980.—1992.?(Reférem for odds ran’oir, 1280.) ©, United Statgs, 3930%9?92“ (Réfe‘ent fqr adds ratic_sj 1989.) :
578 Elam-Evans et al | No Prenatal Care o . o | Obstebiics & Gynecology '
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a «13~year penod Second ‘the large ampunt of déta
allowed us to ad;ust for the effects of ) nu erous mater-
nal charactenstzcs Third, we used a sbph sticated tec,h-
nique jto permit partigioning of the overall increase iin
crude rates of fo prenata] care into the percentage dire
to increasing ntsks of no prenatal care in subgroups jof
womeh-and the percentage due to incregsing percem—
.ages of births t@ women at high demogra hic risk of no
prenatal care. In addition, this methodology allowed us
to adjust samultaneoudy for multiple | factors (ie, matér-
nal-characteristics mentioned prevxously} '
The |analysis has at Jeast three 11m1t¢t10 s. First, bzrth
certificate data may: not be accurate. Ini fact, no standard
methol exists ifor measuring prenatal care mmatxon
Data. from bzrqh certificates -and quesno naires com-
pleted by the mother 6-30 months po,stpa tum :dentn‘y
simila percentages of women who rekeive no prenatal
‘care, akthouoh they ‘do|not necessarily Jde tify the same
“women. For example in a national sam;le of women
who ghve birthi in 1988, among those whc were identi-
fied by eatherI the birth certificate lor the maternal
questionnaire as having received no pS'enc tal care, only
33% were- 1denﬁ1ﬁed by both sources.'® Se¢ond, approfx-» ‘
imately 2% of the blrths were éxcludec? befause data 6n
prenatal care mltlahon were ‘missing. These missifmg

prenatal care relative to 1980 was 0.35% (Table 3).
Approximately 83% of this increase was dye to increas-
ing risks of no prenatal care in subgroups of women
(the risk effect) and 17% was due to increasing percent-
ages of births to wgmer at high demographic risk of no
prenatal care (the| demographic effect). In 1990 and
subsequent years, smaller percentages of|the increase
relative. to 1980 were idue to increasing| risks of no
prenatal care in suibgrdnps of womer; and larger per-
centages were due fo increasing percentages of births to
women at high demographic risk of no prepatal care. In
fact, by 1992, 92%|of the absolute increase relative to
1980 was due to anlincrease in the percentage of women
giving birth who were at high demographic risk for no
" prenatal care. : ( : ’

Discussion
In the early 1980s, mcreasmg risks of no prenatal care in’
" subgroups of womgn (the risk effect) drove the national
increase in the crude rate of no prenatal|care. By the
-early 1990s, however, increasing percentages of births .
‘to women at high demographxc risk of no prenatal care
(the demographic gffect) were responsible for most of
the increase in the Jrude{ rate of no prenatal care relative

to 1980.. This incre

ase .in’ the .percentage|of births to

women at high damoéraphic risk shows no sign .of

abating. In fact, in

the early 1990s, the intrease in the

data could have caused us to overestimatp or underes—

- prenat

timate

the ;:*exg:entagD of women who
Al care. Fmally because we 1acked :

received no
reliable xv§y

 — p— 1y

to assess changes in the rate of preterm delivery, we
cannof rule ou& that aismall part of tHe ifjcrease in tf\e
crude frate of no prenatal care could|be felated to an
increase in preterm,bx ths. However, the sfability of the
birth weight distribution suggests that ahy change m
the rate of pretérm deljvery was likely:to e very small.

pércentage of births to women at high dempgraphic risk
~nearly offset the de_reages if the risk of no prenatal care
in subgroups of women. The birth weight distribution
was stable, suggesting: that the rate of vVery preterm
delivery did not iricrease substantially. THus, a dimin-
ished opportunity for women to obtain third-trimeéster

prenatal care becayse of very preterm bartlixs is unlikely ~ No prenatal care should be regarded fas a sentinel
to have accounted |for t,he increase in the rude rate of . health|event. Such:an event is defined 3s a negative
no prenatal care. : : ' health| state that is deemed to be .avo1dable givén

current medical.and public health knowlefige and tech-
nology."** Th¢ importance of prenatal cpre is w1dely ‘
accepted, and fe*deral nd state efforts are Heing made to
- provide such care to all women. Local!invpstigations of
a sample of these: eﬁlsodes of no prenptal care are
essential in de‘fmmg and xmplementmg appropriate |
interventions. ' .
. The hoteworthy éec rease in the crude ndtional rate of
no prepatal carp that gecurred during the period 1991~
19923 fouowéd the |implementation of| federal arld
state Hrograms| in -the|late 1980s to réduge barriers fo
- prenatal care. ‘85" Howgver, it is too soon t tell whethér
this decrease szgnals a Jong-term trend; of fewer women .
not receiving dare. The current pattern pf increasing
percentages of births to women at high Hemographic
risk fof no prenatal care could reverse the decrease in
the cride rate.! Healtl agencies should use results of
P i

This study spedifically analyzed women who re-
ceived no prenatal care. Other- researchers’’* have
combined women who initiate care in the third trimes- -
ter with those who receive no care ‘at all. We looked
specifically at women with no prenatal carg because our
previous. analyses jhad shown that they differed from
“women who obta:Jned care in the third tri mester.'* For
example, compared with women who mliated care in

the third trimester]’ those who received o care were
more likély to be older, =black and unmarried; have less
than 2 years betwegn blrths and have gwen! birth to four
or more children; have! been born outsxd% of the US,;
live in urban areas] and have achieved less than a high
school- education. [Thisi differentiation is important in
developing and conducting targeted intergentions.

" This analysis has several strengths. First,jwe analyzed
data from all 50 states and the District of Columbia for

i
i
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use of prendtal care, 1&{70-»1983. Am | Public Health 1986,76:415~

neity between women| who received prenatal'car‘é"in the third
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""eA key factor in preventing 12 b‘ﬁhweight and related cause’s of infant mortalityis ..
“early and continuous health =272 for all pregnant women. Babies born 10 women: who,‘.;f :
receive no prenatal care ars ‘ree times more likely to be born wnth low b:rthwexghti AR
and five timgs more likely ic <ie than those whose mothers receive. care in: their f:rsz'ijf;_;
trimester. (Yet 20 percent =7 pregnant women don’t seek health | care :n thexr f,rst%
trimester. o A
— National Center for Health Statistics. June 24, 71936. W
of Final Naraii:y: Sratistics, U.S. 1894 final data. Hyattsw/!e MD: PHS R
CDC. Monthiy el Statistics Report, vol: 44(11), p. 14. "For 1994, 80.
percent of rmuoiiars began care in the first trimester of Pfegnancy;
compared witi: 7' Z percent for 1893, and 78 percenr for 7992 " :

-

— National Cenis: “or Health Statistics. [exact statement was "five tfr}éé‘s FA
more fikely to <’z than those whose mothers receive care in their firs] - X B
irimester.”] : IR R ot

_ U.S. Departmis: of Health and Human Services, Public Health Service.\ .\'- &
July 1995, He:i:hy People 2000 Review 1994, Washington, D.C.: U.S. _
Government Frinting Office, p. 81. “An expectant mother with no. 8¢
prenatal care ‘s ‘Ahree times as //kefy ro have a low-birth wezght baby. “ ]

*Minority women receive l¢:s prenatal care than white women. About 0ne-thzrd of R S

African-American, H:span z ,.d Native American women receive nq/prenatal care at”

all, or don’t obtain prenatz! care until their last trimester of pregnancy, compared 10 \

a national average of 20 perzznt of all women who fail to receive prenztal.car ‘

first trimester. Asian Amsrinzns are the exception among the mmonfy"

with 20 percent not obtainig early prenatal care.
— National Cen:zr ‘or Health Statistic.
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Oé]edkves—-'['a.ts report prcsan}:s m«:um 1995 data on births and deaths in
the Umtcd States froma pew statistical seriss from the National Center for Health

. Statstics.’ . S. data on’ bxxths are showp bs‘ :3ge, race, and Hispanic origin of mother.
- Nationil- and'State data on marital stz:ts;pteaatal -¢ere, cesarean delivery, and low

bznhwcxght "m: also presented Moriz
Icadmg,a.zses of death, and infant merta,
Meﬂwa*s—-Data in this report are. 2z

ealﬁs, ams ‘Qizl deaths registered in '
ata for-1995 may differ from the pzcmsf;y estirpates,
Resulrs—Prchmmzxy data show thatirths and buzh and fcmw rates gcncm]ly
declined ip 1995, especially for teenagers ( '
1.000 womei' zged 15-19 years. The : ;.mbc:,zata, and ratio of births to unmarried
mothers-all declined, tlie first ime alk u:cs.n:cs bave dropped simultaneously s.mc:

for prcnaml (2:«: uukzauon xmprcved., The
at 73 pcroant., L

The latgcst deczmcs in age-adjnsscd c:-’ :

decreassd” R fream infuries, - dmg—x..,zm 'dwbs and alcohol—mducnd deaths. The
335-34}&:& d¢aih ratc: for dzabete: _x:»e.ca. }.'-‘or the ﬁrst ume, the age-adjusted

Barths a;gd.Deaths United States, 1995

" by Harry M. F{osa'merg R‘t D Stephanie J. Ventura, AM,; Jeffrey D. Maurer, M.S.;’
aad Mxy Anne Freedman M.A. Dmsxon of Vil Stahstxcs

: !ntroductzon

- This issue introduces a pew statisy-
cal series, based oo a new approach to
collect and process -vital statistics data
and 2 new publication plan for the
National Vital Statistics System. The new
approach for vital statistics expedites the
flow of dara from the States o the

. National Center for Health Statistics

(NCHS) and makes it possible to pubhsh
more detailed findings on 2 faster
schedule.

With this publication, NCHS begins

-2 .pew statistical serfes: Preliminary vital’

statistics data based on a substantial
sample of records, including detailed tabu-
Iations from the patality as well a5 mor-
tality files. Initally, NCHS will publish
these preliminary data semiannually; how-

‘evex, its goal is to publish the daw quar-

terly. This issue shows preliminary birth
and death data for calepdar year 1995 as

- well as previously published final data for

1594 (1,2). The next Monthly Vital Statis-
tics Report (MVSR} supplemeunt in this
series will show preliminary data for July

officcs W tnc collecticn of dacz. Vo ‘L7
stadsical methos3ivey. Saff of the Divisiaz of
by Panica K.e:& '

,mmmkomoubeomofxm and Meabodology provided information on the
<t Processiag were responsible for receipt and processing of the basic dat files. This report was edited

Public Heglth Service

- Nationot Ceater for Heolth Statistics

. U.S; DEPARTMENT OF HEALTH AND HUMAN SERVICES

Centers for Disegse Controt and P:eveanoa
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en under 20 years of age increascd
PEhtly to 13.2 percent (table A). This is’
34 reflection of the recent fncreases in the
¥ teenage population (3). The proportions

age by State are shown in wbled. :

Birth rates declined 1 percent between -
1994 and 1995 for women jr their fwen-
ties. The mtes for women aged 26——2‘-.:

e years (110.0 births per 1,000 women) and " <
“for unma.med women dropped 4 per-

25-29 years (112.4 births per 1,000
women) were each 6 percent Iowez thaa
' their recent high point in 1990. -

' Birth rates for women aged 30-34
years and 35-33 years rose 1 perces
cach from 1994 to 1995 to 82.5 arnd 34.
per 1,000 women,” r&pecnvcly The Tat
for women 35-39 years bas risen swadﬂ
" and substantially since 1978; the rate for .
women aged 30-34 years has & LXTeased
t00 but ata slower pace in recen? years:;

Monthly via! St

2 :
ortion of all birks occurring to.

of births to teenagers under 20 years of -
Aes3 pergent) and black births (69.5 per-

Cgan

THY START D:301

- The pn:hxmnary number of noo-

marital births declined 3 percent to -
'1,248,028. The proportion of all births .

:o;.‘u,nma:ned mothers declined 2 per-
ceat: 06320 perceat (from 32.6 perceat in
1 934) (:zblc A). The propordons for white

ceat) were about 1 percent lower than

uxosc fat 1994, while the proportion for

Jspanm women, 40.8 percent, was 5 per-
Gt {oirthan for 1994. The birth rate
t}‘ﬁnm%ﬁ‘ to 44.9 per 1,000 unmar-
wdmcn aged 1544 years, the first
£ip the rate in nearly two decades.
+half’gf the decline is due to changes
32hL procedum in Californiz; the
of HJSpamc mothcrs was

i 19935 (Scc “Technical notes ) None-
zwlm\men if da:z for Cah.foxma are

The total fextility mte——an éstmate’: |

of lifetime childbearing—dropped ‘1’ s
cent from 1994 (2,036.0 births per 1,606
zmen) to 1995 (2,020.0). This hypothet

E‘nneut fm'h:y levels on completed fam-
ily size. The rate for white women was
essentially unchanged at 1,992.5- births
per 1,000 women, while the rate for black’
women dropped 6 percent to 2,158
Rates for American Indian (2,061.5 births
per 1,000 women), Asian or Pacific
Islander (1,904.5), and Hispanic womez™"s
(2,983.5) each dropped by 1 10 2 pc:cem
The first birth rate, 2 measure’0f
fam:ly formation, was 27.3 births pcr
1.000 women aged 15-44 years in 1995,
about 1 percent below the 1554 rat; (2’.7.5)

- /" ineasure shows the potential impaciof - ‘,

»ax,:dbcanng had slowed considerably
‘ompared with trends in the early to
mid:1980°s. The percents of births to

mcd mothers by State are shown in

e 5 for 1994 and 1995.

birthweight had risen from 68 percent in
1985 to 73 percent in 1994. Levels of
tow bmhwcxg;hx increased for white births

{from 6.1 10 6. 2 percent) and for Hispanic -

5894 8186

;> The incidence of low birthweight
: f‘om:hwezght of less than 2,500 grams or 5
“pounds 8 oumces), was uochanged for
- 1995, at 73 percent The percent low

PAGE 4/11

atistics Repon‘ @ Vol. 45, No. 3(S)2 » October 4, 1996, S ——

births (6.2 to 63 perocnz} wh.!.le the rate
for black births fell from 132 to0 13.0 per-
ceqt (table A). Percepts of Iow birth-
weight births by State for 1994 and 1995 ‘
are showa in table 6.

The rate of cesarean delivery
declined in 1995, from 21.2 to 20. 8 per-
cent. Rates fell for white (20.8 percent)
and Hispanic (20.1) women; the rate for
black women was unchanged (21.8 per-
ceat) (table A). This is the sixth consecu-
tve year of decline; the 1995 rate was
9 percent below the 1989 rate (22.8 per-
cent). Cesarean delivery rates by State for
1994 and 1995 are shown in table 7.

The proportion of mothers begin-
ping prenatal care in the first trimester
continued to rise in 1995 to 81.2 percent
compared with 80.2 percent in 1994. This
measure has shown improvement for 6
copsecutive years, rising from 755 per-
cent in 1989. The proportions of white
(835 percent), black {70.3 percent), and
Hispanic (70.4) mothers receiving early
care were 1 to 3 percent higher in 1995
than the comparable proportions in 19%4
(table A). The percents of mothers receiv-
ing prenatal care in the first trimester by

"State for 1994 and 1995 are shown in
table 8.

Mortality patterns

In 1995 an estimated 2,312,180
deaths occurred in the United States,
33,186 morc than the previous high
recorded in 1994. The crude death rate
of 880.0 per 100,000 population was
slighdy higher thaa the mtc of 875.4 for
the prmous year. The age-adjusted death

Table A Tc:a.l births and percemt of bl’dﬂs with selected demogrzphic and health chacactedstics, by race end Hispanic origla of momer

United States, final 1984 and preumm.ary 1885

AS rzees’ " white Beck .. Hispanic®

Chgracterisuic L 1885 ' 1938 1325 1894 1695 1994

' . M Y . : .

CBES. L L, L AES2.767 3,108,315 312,008 598,558 835.&91. 671348 665,026

Percant
Bt 10 mathers wnder . Co o o

2YRES . . i i e 132 13.1 1.8 B & fhc I 232 w2 18.0 178
-3 10 unmaried methers. .. ... . 32.0 ®»6 253 254 £35S : 704 08 L8]
. Dirweight. ... ....... .. 73 C 73 82 &1 - 138 . 132 63 62
., . 3 deliversd by cesgrean ..., .. i 212 8 . 212 218 - . 218 o 205
“\‘unsmlcarebegmng - N, ) . .
nfestyimester. .. ... 81.2/‘ 50.2 <1 - E28 ’ 683 - 70.4 . 68%

Tinghugas fa0ez owr tum white and Dlack,
2Porsons of Hispanic origin may be of wiy tece.
demnmvmﬁmams]
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- Services and Protection Objective: Pranatal Care

PHS Agency 'As_*‘signmenl; Health Resources and Sarvices Adminlstration

J— o e : s i S - it o iR g s ek e+ it

§94 @186

14.11 lncrease to at least 90 percent the proportlon of all pregnant women who receive prenatal care
in the first trimester of pregnancy.

e P St 5 TURUQERESE S

Proportion of Pregnant Women = - ~ © Baseline: : : _ R 2000
) ‘Beceiving Eatly Prenatal Care (percen of live biths] ~ Year = = Baselipe . 1988 1989 1990 1991 - 1992 1993 Targel
Percent of live birlhs o . 1987 . 76.0% 759% .755% 75.8% 76.2% 77.7% 78.9%  90%

Speclal Population Targets

4. 11a Black women ) : 1087 C80.8%  H507%  60.0% BO.6%  61.9% 63.9% G66.0%  90%

14.11b American Indian/Ataska Native BT D67.6% 50.1% 57.9% 57.9% S9.9% 62.1% 63.4%  90%

14.11¢ Hispanic women (Selecled Slates) 1087 C61.0%. 61.3% -59.5% 60.2“/? 61.0% 642% 666%  90%

" Data Source:National Vilal Statislics System, CDC, NCHS.
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~“Perceint began 3rd Trimester, none, or unknown

SERINES Late or No-;l’renat‘avl Care for Liv@fBirths;})y Race and Hispanic’(})ri:gfin‘

T 1987 . 1988

1989 1990 1991

1992 1993

"Race/Hispyani'c Ofigin

) All‘-.i\/‘idthers\ T 81 T

‘;Whitg?; o - e

“Black . - . 139
_American Indian . < 157

* " Asian or Pacific Islander 96 -
~ Chinese -~~~ 78
- Japanese 500
- < Hawaiian - - . :fgf 129
. Filipino . - 67"
 Other Asjliu‘[ . I f'v 1.5

©Hispanicorigin o 153
© . Mekican American 153

- Puerto Rican 21

| ~ Cuban 7~ o A 4.7 .

"'CentraUSbuth American” . 157

95

sy
69
!41

15.7

6.1

C6S
T 4.5
13
Sy

s
16.2-
17.7

5.0

13.6

1.4

164
68

8.4
6»9
148
159 -
94
s

54

- 154
ez
18.0
S50
148
19

8.1
6.7 -
143 -
150

9.6

6.0
5.6
15.1
.65

ARG ‘

14,5

149

17.8

38

14.1

13

78
64

13.8

144

9.1

64

5.7

148
73
104 .

135
138
o156
37
130

'1,4.2  148

9500 R G

\r‘.
( o D - o
6. LS A,\,\f/\x‘?/»; P

S 89T s
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34 123 Y00
.82 . 80 L%
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122 116
145 w#o
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Firs't’-’l‘rimesmtef Pi‘?natal Care for Live Births, by Race and Hisimn‘ic Ql‘igin

- Percent began 1st trimester

1993

EALTHY START -

Source: National Vital Statistics Systems, Natality & Mortality Files

* Race/Hispanic Origin S 1987- 1988 1989 1990 199( 1992
Al Mothers S 744 742 . 739 742 746 761 771
White S M8 MT TS 11T 78.1 794 - A
Black e 590 586 580 58.6 597 616 é}}
" American Indian -~ -~ . 558 565 562 564 584 . 604 - ®NY
Asian or Pacific Islander -~ - 724° . 727 721 - 721 725 740 749
Chinese ~ . . 78.5 80.0 796 792 . 798 815 823
~ Japanese R 84.7 83.5 838.- 846 848 85.3 839
Hawaiian ' S 646 60.6 . 6Ll 61.2 627 645 - 644
Filipino - o ' 766 764 759 756 752 768 772
Other Asian o T 683 688 682 68.3 69.1 70.1 71.5
Hispanic origin e 592 592 S19 58S 9.4 624 (61
‘Mexican American 58.4 568 556 56.7 5.6 609 63.4
Pueito Rican 54.8 580 - 579 58.3 60.4 63.0 64.8
Cuban 82.4 822 - 823 84.0 843 857 . 879
Central/South American .~ 57.5 60.1 - 58.8 59.3 60.9 64.] 65.6
Other - 63 65.5 64.1 643 637 66.0 67.7
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Percentage of Live Births with First Trimester Prenatal Care by Educational Attainment

Year Mother's Race Years of Education Completed ‘ ‘
‘ : : 0-11 yrs 12.yrs 13-15 yrs 16+ yrs
1985 ~ White 59.4 79.8 - 86.4 91.7 -
N Black 48.1 60.2 703 81.6
1986 " White 58.9 79.5 86.3 92.0
, Black 479 59.7 70.1 81.9
1987 . White 58.7 79.3 86.3 92.1
Black - 47.2 58.9 69.6 81.9
1988 White 580 79.0 86.2 92.1
. Black 46.6 58.4 69.4 81.5
1989 ~ White 56,0 78.1 86.1 92.6
" " Black 46.2 58.3 69.4 82.1 .
1990 White 56.4 782 86.2 03.0 .
, Black 46,5 387 02 80
1991 White 57.4 8.5 86.2 930
- - Black . 48.0 59.9 71.0 83.5
1992 - White 60.4 79.5 87.0 93.2.
Black 49.9 61.9 724 84.0
1993 White 623 0.2 872 933
Black 52.2 63.8 73.9 847

Source: National Vital Statistics Systemn, Natality & Mortality Files -
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Percentage of Live Birﬂis with Late Prenatal Care by Educational’ Attainment

“Year  Mother's Race ‘ Years of Education Completed

ID:301 594 @186

JUL~-285-97 16:51 FROM:DIV OF HE&LTHYYSTAET

© 0-Hl yrs 12 yrs 13-15yes 16+ yrs
1985 ° White 12.7 5.0 32 22
- Black 176 123 A 5.1
1986  White =130 5.2 33 22
Black 183 12.6 8.7 5.3
1987  White 134 5.4 35 22
- Black 19.0 13.3 87 53
1988 White - 13.7 57 36 - 23
o Black 192 .. 134 88 ., 55
1980  White 47 . 59 3.5 20
~ Black 20.1 13.9 87 5.2
1990 White 140 57 3.4 o
 Biack 198 134 8.5 5.1
1991 White 13.2 5.5 14 2.0
Black 18.8 12.9 8.2 . 5.0
1992 White 11.8 5.2 J2 - 2.0
, Black 17.9 12.2 7.9 5.0
1993  White 1.5 s 3.1 20
" Black 16.6 LS 7.4 48
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s “ 'Low Bi;‘th\éeight Trends by Prenatal Care |

25.8

Percent LBW 1985 1986 1987 1988 1989 1990 1991 1992 1993
White , C ' :

_ 1st Trimester 52 52 52 52 .53 53 54 S5 56
2nd Trimester 63 63 64 63 62 627 63 62 65
3rd Trimester - - 63 60 63 61 61 58 57 58 58
None/Unknown -~ 129 133 133 131 133 129 134 <129 130
Black - ‘ _

Lst Trimester MRS 119 1P 1Y 420 1200 123 123

2nd Trimester L1227 124 2.6 129 4300 127 131 126

3rd Trimester , B S 5 VA O T I Y CONE O O EN 1 N I T B O O
None/Unknown * =~ 23.1 23.6 253 266 267 262 - 25.4

‘Source: National Vital Statistics Systems, Natality & Moriality Files
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