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18 	 Consuming alcohol during pregnancy is the cause ot Fetal Alcohol Syndrome (FAS); a leading 
preventable cause of birth defects and mental retardation. 

• 	 FAS Is a serious, lifelong condition that is charactertzed by facial abnormalities, growth 
retardation, and central nervous system defielts Including learning and developmental disorders. 
Not all children affected by prenatal alcohol use are born with the full syndrome. but may have 
selected abnormalities. Estimates of the prevalence ot FAS vary from 0.2 to 1.0 per 1000 live 
births. 

A new study released by CDC finds that rates of frequent drinking (41 7 drinks per week or :O! 5 
drinks on any occasion in the past month) among pregnant women have increased substantially 
from 0.8% In 1991 to 3.5% in 1995. The rate of 3.5% in 1995 translates to at least 140.• 000 
pregnant women drinking afthese more harrnfullevels each year.. 

• 	 Health advisories urging women -pregnant or planning a preg,nsncy- 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 1995. 

• 	 Prenatal alcohol consumption is a leading. preventable cause of birth d~fects and mental 
retardation. . \ 

Health-care providers should advise pregnant women and those planning a pregnancy not to drink' 
alcohol. 

• . "Alcohol and Other Birth Defects Awareness Week" is May 11-17,1997. 

National Center for Environmental Health 



- A new study released by CDC finds that 
rates of frequent drinking (~7 drinks per 
week or ~ 5 drinks on any occasion In the, 
past month) among pregnant women have 
I~creased substantially from 1991 to 1995 
(Figure 2), The rate of 3.6% in 1995 
translates to at least 140,000 pregnant 
women drinking at these more harmful Figura 2. 
levels each year. 

Frequent Alcohol Use by Pregnant Women 

... Health advisories urging women who are 3.1; 

pregnant or planning a pregnancy not to 3 

drink alcohol were first Issued by the U.S. 
Surgeon General In 1981, and were 

2.5 

reiterated by the Secretary of Health and 
Human Services In 1990 and 1995, 
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Alcohol Use During Pregnancy 


Consuming alcohol during pregnancy Is ths cause of Fetal Alcohol Syndrome (FAS), a leading 
preventable cause of birth defects and mental retardation. 

fAa Is a serious, lifelong condition that is 
characterized by the facial features shown In 
Figure 1., growth retardation, and central 
nervous system deficits including leaming and 
developmental disorders. Not all children 
affected by pranatai alcohol use are born with __- 1IIiarc_ 

the full syndrome, but may have selected 
abnonnalltles. Estimates of the prevBlent:e of 
FAS vary from 0.2 to 1.0 per 1000 live births. 

- ,Findings from the above study are a signal 0.5 

'of the need for health care provldors and o 
others who work on behalf of healthy 
mothers and babies to reinforce the 
message of abstinence from alcohol use 
during pregnancy. \ 

May 11-171& Alcohol and Other Birth Defects Awareness Week. Take part In speadlng the word, 

"Alcohol and pregnancy do not mlxl" 

'DD1 1095 

Vea, 

, I 
Photo counesy of Streiasguth, A.P. & unls, A.E. (1994). Alcohol, Pregnancy, and FAS: 2nd Ed., Project Cor1< InstitUte Medical SChool 
Curriculum, Danmouth Medical School. 
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Alcohol and Other Drug-Related Birth Defects Awareness Week ­
May 11-17,1997 

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

From 1991 to 1995, rates-of alcohol use during pregnancy increased, especially for 
frequent drinking, under.scoring the need for renewed attention to advising pregnant 
women to abstain from alcohol use. Associati'ons betweeriadverse pregnancy out· 
comes and moderate to heavy al.cohol use during pregnancy continue to be re­
ported. Health-care providers should educate women about the recommendations of 
the Surgeon General f1) 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 alcohol 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 report in this issue of 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 sta~e-specific 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) 206-6770; World-Wide 
Web, http://www.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-relatedbirth defects·and developmental disabilities is available from CDC, 
telephone (770) 488-7268, http://www.cdc.gov/nceh/programs/programs.htm; and 
from the National Institute on Alcohol Abuse and Alcoholism. telephone (301' 443­
3860, http://www.ni8a8.nih.gov. 

References 
1. Anonymous. Surgeon General's advisory on alcohol and pregnancy. FDA Drug Bull 1981;11: 

9-10. 
2. Dietary Guidelines Advisory .Cbmmittee. ,A.griculture Research S8r~ice. US Departnient of 

Agriculture. Report of the Dietary Guidelines Advisory Committee on the dietary guidslines 
for Americans, 1995. Washington. DC: US Oepar1ment of Agriculture, Agriculturl'l Research 
Service, 1996. ' . . . 
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Alcohol Consu~ption Among Pregnant and Childbearing-Aged Women ­
I U~ited States, 1991 and 1995· 

Moderate to heavy alcohol use by women during pregnancy has been associated 
with many severe adverse effects in their children. including fetal alcohol syndrome 
(FAS}-with facial dysmorphology, growth retardation, and central nervous system 
deficits-and other Ineurodevelopmental effects (1,. Early·prenatal alcohol exposure 
can occur unintentionally (i.e., before a woman knows she is pregnant); in addition, 
women who drink ~t high levels before pregnancy are at increased, risk for drinking 
during pregnancy (2}. Ongoill'lg surveillance for alcohol consumption among preg­
nant and childbearihg-aged women is important for monitoring the impact of effortsI _ 

to prevent this risk behavior. This report analyzes and compares data from the 1995 
Behavioral Risk Fa~tor Surveillance System (BRFSS) and previously reported 1991 
BRFSS data for wort, en aged 18-44 years (3), and presents the prevalence of alcohol 
consumption among pregnant women and overall and state-speoific prevalence rates 
among women of 4hildbearing age_ The findings indicate a substantial Increase in 
alcohol use among pregnant women from 1991. to 1995. 

BRFSS is an ongoing, state-based, random-digit-dialea telephone survey of the 
U.S. civilian, nonin~itutionalized population aged ~18 years. In 1995; aU 50 states· 
participated in the BRFSS.T A total of 33,585 women agad 18-44 years were inter­
viewed about their ~mount and frequencY of alcohol consumption during the month 
preceding the survey. Based on th~ir responses; drinking patterns were categorized as 
"any drinking'" (consumptiQ.n of at least one drink of alcohol during the preceding 
month)§ and as "fr~quent 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 probability of selection and state-specific postcansus population esti­
mates by age, sex, ~nd race, and standard errors were calculated by using SUDAAN. 
The small numbers of pregnant women sampled In each state preclude·accurate state­
specific prevalence rlates for alcohol consumption among pregnant women.· 

'. I \ 

In 1995,4.7% of women aged 18-44 years reported being pregnant at the time of 
the .interview. Of thkse, 16.3% reported any drinking during the preceding month,

I 

compared with 12.40/0 in 1991 (p -0.07) (Table 1). The rate of frequent drinking among 
pregnant women w~s approximately four times higher in 1995 than in 1991 (3.5% in 

. I 

1995 and 0.8% in 1991, p <0.01). This difference persisted after controlling for selected 
sociodemographlc ~haracteristics (i.e., age, household income, marital status, em­
ployment status, ed~catlon level, smoking status, and race). Among all childbearing­
aged women in 1995, 50.6% reported any drinking, and 12.6% reported frequent 

, . . 

*For consistency ovor time, national analyses were restricted to the 47 states that participated 
in the BRFSS in both 11991 and 1995. Stute-specific analyses for 1995 included aliSO states. 

'In analyzing the BRFSS, CDC used two methods of calculating response rates. The wupper 
bound'" response rate;is the ratio of completed interviews to the sum of all completed. refused, 
and terminated interviews. The Council of American Survey Research Organizations 'CASRO) 
rate is more conservative, and follows a method developed by CASRO. This method factors 
in unanswered attempts .and thus provides a measure of both telephone sampling efficiency 
and willingness to participate. For 1995, me median participant "upper bound" response rate 
was 80%, and the me~i8rJ CASRO response rate was 68%. '. 

tin 1991, women werelasked, "Have you had any beer. wine. wine coolers, cocktails, or liquor 
in the past month?" In 1995, women were asked, MDuring the past month, have you had at 
least one drink of anvlaleOholic bever8ges such as beer, wine, wine coolers, or liquor?" Other 
alcohol consump·tion questions did not change from 1991 to 1995. 



V> 

~ 
~ 

TABLE 1. Prevalence ofreported alcohol consumption among pregnant and childbearing-aged women (18-44 years) - United 
:b. 
g ~ 


States, Behavioral Risk Factor Surveillance System, 1991 and 1995* :;:,- $
0 ...... 
Pregnant women All women 2g -

!)'::'lReported 1991 1995 	 1991 . 1995 II) .....c:: (II»consumption level Cr~1,053t (950/0 Cli) (n=1,313) (95~ tt) P value (n=26.105) 195% Cl) (n=30.,415.· (950/. 0) p value 3 
1:1 

Anydrinlcing' 	 12.4 '9.5-15.21 16.3 (13.1-19.4) 0.07 49.4 (48.4-50.3' 50.6 '49.1-61.6) 0.02 tt. 

'.__	c;1_Drin kspeLweek----12.2-.9.4-15;01--14;6 -(11;S=1-7~6)-O;21--43:9- .(43:0=44:9)-45:7 -'44~8~:5)--0;01·­
.. 

;:, 
0 

7-14 Drinks per week . -, 0.9 ( 0.0- 1.8) 3.4 (' 3.1- 3.91 . 3.0 ( 2.6- 3.3' 0.04 I 
>14 Drinks per week 0.1 (0.0- o.a. 0.3 ( 0.0- 0.7' 0.28 1.4 (1.2- 1.6) 1.1 ( 0.9- 1.3» 0.04 ex> ~ I 

. 2:5Drinksonoccasion·· 0.7 (0.2- 1.2) 2.9. , 1.5- 4.3) 0.003 to.5 {10.0-11.1t 10.5 ;19.9-11.1) 0.96 :::. ......g. '" I 

. Frequent drinking" 0.8 . - (0.3- 1.4) 3.5 ( 1.9- 5.1. 0.002 12.4 (H.8-13. H 12.6 (12.0-13.3) 0.67. c:: - <.0 
Q) -.. 
Q..

"Because weighted data are used in this analvsis, results for 1991 may be Slightly diHerent from those reported previously. for 
consistency. national analyses were restricted to the 47 states that participated in the BRFSS in bot" 1991 and 1995. 

t Confidenoe interval. . . . ,j:.. '" 
C..:>slevels of any drinking may not add to the total prevalence of any drinking because some VlIomen did not respond to questions about -0 
;s::consumption frequency and amount. One additional state was eliminated from the breakdown of any drinking because qU.9stions s: 


regarding consumption frequency and amount were not asked in that state in 1995. 

. 1Too few observations to calculate a reliable estimate.' . 

Q "Five or more drinks on at least one occasion during !he preceding month. . ~ ~ 
t1Consumption of an average of seven or more drinks per week or five or more drinks on at least one occasion during the preoeding ~ . month. < <: 

0 
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Alcohol Consumption - Continued 
, ' 

Dakota; R Indian, MS~ Ohio; N Hann, MPH, Oklahoma; J Grant-Worley, MS, Oregon; L Mann, 
Pennsylvania; J Hesser, PhD, Rhode Island: Y Gladmlin, South caroline; M Gildemaster, South 
DlJkota; D Ridings, Tennessee; ,f( Condon, Texas; R Giles, Utah," it Mcintyre, PhD, Vermont; 
L Redman, Virginia; K Wynkoop-Simmons, PhD, Washington; F King. West Virginia:E CtJuf/ey, 
MS, Wisconsin; M IFuts, MA, Wyoming. Fetal Alcohol Syndrome Prevention Section, 
DBvs/opmentlll Dissbi/lties 8", Dlv of Birth Defects and Developmental Di$tJbiJities, N8tionaJ 
Center, for Envlrr:mmehtB/ Health; Behavioral Risk Facror Survell/ence 8" Office of Surveillance 
and Analvsis, NarJon~1 Center for Chronic Diseastl Prevention and Health Promotion, CDC. 

Editorial Note: Official advisories warning against the use of alcohol by both pregnant 
women and womeA considering pregnancy were first r,eleased in 1981 (4) and again 
in 1990 (5) and HI95 (6). Although no safe level of alcohol consumption among 
pregnant women h:as been established, frequent consumption is associated with a 
greater risk for FAS and other neurodevelopmental effects (7,8). Despite the estab­
lished health risk, s~bstantial numbars of women continue to drink during pregnancY. 
and som a at frequeht levels. The BRFSS findings indicate that from 1991 to 1995, the 
prevalences of both any and frequent alcohol consumption by pregnant women 

, I 

increased substantially, evan though the prevalences of these behaviors rem ained 
I 

stable among ell women aged 18-44 years. Alcohol consumption patterns in child­
bearing-aged wom~n varied by geographic location; reasons for this variation may 
include age and sociocultural differences. . 

The findings in this report are subject to at least four limitations. First, the percent-
I ' 

age of women responding toBRFSS who reported they were pregnant was lower than 
other estimates (S)lbecause BRFSS rates are point prevalence estimates, reflecting 
the status at the tim~ of the interview rather than over an entire year. Second, 'SRFSS 
data were self-repor~ed and may be subjectto both recall and reporting biases. For ex­
ample, because of the social stigmatization associated with heavy alcohol consump­
tion, some women rhay underreport alcohol use. Third, because the question used to 
measure drinking st1tus was modified from 1991 to' 1995. the number of women with 
alcohol consumptio~ categorized as any drinking possibly decreased in 1995 (women 

I 

consum ing less than one drink would have answered "'yes n to the question in 1991 
[any alcohol] but notin 1995lat least one drink]). Finally; because the number of preg­
nant women in thisl sample who were drinkers was relatively small, the estimated 
prevalence rates arelSUbject to both systematic biases and random variability. Despite 
these limitations, B~FSS is the largest ongoing population-based data source in the 
United States to include a representative sample of adult women and information on 
both alcohol consu~ption and pregnancy status. " 

CDC wlll,eoiltinuJ to use 'BRFSS to track alcohol-use patterns in pregnant women 
to assess public he~lth efforts to reduce this risk behavior. Additional analyses of 
BRFSS data will Include examining data from multiple years to further characterize 
trends and geographic differences in the drinking patterns of pregnant women and to 
identify risk factors lassociated with frequent aloohol use. Health-cara professionals 
who provide care to ~omen of childbearing age should inform their patients about the 
advisory on alCOhol consumption, which recommends abstinenc~ for women who are 

• I \ ."pregnant or planning ,to become pregnant. Because approximately half of the preg­
nancies in the United States are unintended (10), inform ation about the effects of 
alcohol on the fetus Ishould be. provided to aU childbearing-aged women who report 
frequent drinking. " 
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. AlcOhol Consumption Continued-

drinking-prevalen'ces similar to those in 1991 '(49.4% reported any .drinking, and'. 
12.4% reported fre~uent drinking). . . . .• . . 

The estimated sltate-specific prevalence of alcohol consumption among women 
aged 18-44 years Jaried substantially bV state for both any drinking. (from 26.1% in 

. I . 

Utah to 68.2% in Wisconsin) and for frequent drinking (from 4.0% in Tennessee to 
19.4% in Wisconsih) (Figure 1L For any drinking, rates were. highest in Wisconsin. 
Massachusetts, Ver1mont, Rhode Island, and Connecticut. For frequent drinking, rates 
were highest in Wi~consin", lows, Pennsylvania, Minnesota, and Nevada. In general, in 

i \ ." .

1991 and 1995, prevalence rates of any and frequent drinking were highest in the 
northern regions. j • . . • . ..' '.' 
RlJpol'tDd by tho followmg SRFSS coordmlltors: J Durhllm, MPA, Alabama; P Owen, Alaska,' 

B Bender, Arizona; J Senner, PhD, Arkansas; B Davis, PhD, California,' M Lelf, MSPH, Colorado; 

M Adams, MPH, Co:"necticut; F Brsukelman, Delaware; C Mitchell, District of Columbia; . 

D McTague,MS, Flo~ida; E Pledger, MPA,Geofgia; J. Cooper, MA, HBwBii; C Johnson, MPH, 

Idaho; B Steiner, MS, Illinois; N Ccsrello, MPA, Indiana; P Busick, 10 waf M Perry, Kansas; K Asher, 

Kentucky; R Meriwether, MD, Louisians,' D Maines, Maine; A Weinstein, MA, Maryland; 

o Brooks, MPH, MassschusBtts; H McGee, MPH, Michig8fl: N Salem, PhD, Minnesota; P Amuth­
not, Mississippi; T MIJr8,(i, PhD, Missouri; PSmith~ Montana: S Huffman, Nsbraslca; E OIJJan,I . . . 
MPH, Nevads; K Z/lSO, MPH, New Hampshire: G 808sBlager, MS, NBW Jersey; W Honey, MPH, 

New Mexico; T Melnik, DrPH, New York; K PaSSlJro, PhD, North Caro/ins; J Kaske, MPH, North 


I ',.. . 

FIGURE 1. Pr,evalence of reported frequent alcohol consumption· among 
childbearing-aged women (18-44 years) - United Stat,s, Behavioral,Risk Factor 
Surveillance System, 1995-. ' . 

. I 

• 15.3%-19.4% 

~ 12.6%-' 5.2% 

I2l 8.1%-:-12.5% 

lJ 4.0%:- 8.0% 

·Consumption of an average of seven or more drinks per week or· five or more drinks on at 
least ona occasion during the pr\eceding month.. \ 
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Alcohol Consumpdo~ - Continued' 
I 
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. 1 

R~bella and Congenital Rubella Syndrome ­
. United States;' 1994-1997 

Indigenous rubella and con'genital rubella syndrome (CRS) have be.en ta'rgetedfor . 
elimination in the United States by the year 2000 (1). Progress toward reaching this 
goal is monitored ~rough the National Notifiable Diseases Surveillance System and 
the National Cong~nital Rubella, Syndrome Registry. From 1969 through 1989, the 
numbers of annual reported cases decreased 99.6% for rubella and 97.4% for CRS 
IFigure 1); Followirlg a slight resurgence during 1990-1991, the number of reported 
rubella cases reacHed record lows during 1992-1996 (annual average: 183 reported 
cases). This report Isummarizes the characteristics o'f rubella and CRS cases and out-

I . . 
breaks reported in ,he United States from 1994through 1996* and provisional data as 
of April 18, 1.997. The findings indicate sustained low incidence of rubella and CRS 
sinCe 1992 and pos~ibte interruption oftransmission of rube.lla virus in late 1996. '. 

Rubella .. I . . . .' 

During 1994-1996, a total.of 32 states, the District of Columbia, and New York City 
reported 567 rubell~ cases; 22 sites reponed one to five cases, seven reported six to 
19 cases, and five r~ported ~20 cases; these five sites accounted for 75% of all rub!3l1a 
cases (Figure 2).S~mptom onset for reported confirmed cases peaked during Febru­
ary 1994; June 1995, and April 19~6, reflecting large outbreaks in Massach usetts, Con­
necticut, and North Carolina (range: 36-J28 casesl. Based on· provisional data as ~f 

"Reports for 1996 are provisionsl l 

http:total.of
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Pr~vention of Fetal Alcohol,Syndrome: 

Program Development and Evaluation 


Developmental Disabili~it:s Branch, Fetal Alcohol Syndrome Prevention Section, DBDDD. NCEH 

I
Goal 	 To design, implement, and evaluate prevention scraLegies for specific high·risk groups 

(0 prevent the occurrencc of F AS and other alcohol·related hinh defects. ' 

Collaborators 	 !16srate h~~th departments; 3 CDC funded university projecls; Indian Health Service; 
~IAAA funded research projects; Binh Defects and Genetics Diseases Branch, 

, DBDDD, NCEH; Disabilities Prevention Program, NeEH. 

Background 	 llthOUgh the prevention of f AS, in theory • .is simple • prevent alcohol use in pregnant 
romen or promote contraception 3ll1Qllg alcoholic women . there are many , 
complicated issues in designing and implementing interventions in different population 
~ubgroups. Most prevention and intervention activiries have focused OIl mass public., 
education, scteening for alcohol use in prenatal clinics, professional training for health 
fare providers, and identifying high risk women and providing them with a variety of 
,int.etvention services. These. widespread strategies. though laudable, are resource 
~nten.sive and may not me an impact on the population which is at highest risk for 
giving birth [0 children with FAS. The PAS Prevention Section is wor~ with 
Collaborators to develop dala-driven and innovative "approaches to F AS prevention. 
hccurate and complete case ascertainment is a critical aspect· of this work because it 
~ill improve OUf understanding of mothers who give birthro children with FA;S, 
enable US'Lo better identify high risk women and to better define the spectrUm of 
'outcomes and needs of children exposed to alcohol in·urero.
I 	 ' , ' , 

M~or Accomplishments 
, I

! 	 . . 

f) J:lunded the Unlversity of Cincinnati and Slate of Oklahoma to implement interventions in different 
settings for wom~ who drink during pregnllDt.")' 

• 	 Developed scrceriing instruments and manuals for enhancing casefinding 
• 	 Developed inven~ry of public and profe.~sional training materials on FAS 
• , 	 Collaborated in t~e development of a national F AS prevention program dircctoIY 
• 	 Funded the development of a teachers manual for educating students with F AS 


Coordinated nar.i~nal FAS p'reventionconfcrenc:es in 1991 and 1993
Q ,I ' , 

Future Plans/Issue~ I \ , 
• 	 Develop data base on PAS prevention activities ' ' > 

• 	 Develop intcrvenfion models based on the result!; of descriptive epidemiology of characteristics of 

mothers with children with FAS, using Native American data , , 


• 	 Assist states and ~niversities in identifying their target populations for intervention by helping them 

identify screening instruments and providing epide'!1iulogical data· , 


• 	 Continue to fundjand provide scienrific consultation to state and university programs to develop 
methodS for loca~ing. interviewing, and tracking high risk mothers to evaluare their utilization of health 
care and substanCe usc treatment services 

tJ 	 Collaborate with Istates [0 develop interagency FAS coalitiollS/task forces, 
• 	 Assist with develppment of FAS prevention research and dissemination of results 
CI Foster die development of better ease definitions and data on exposure and outcome 

AAf.~1 11, 1991 
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Surveillance of Fetal Alcohol Syndrome (FAS) 

I . 	 . 
Oeve]opmental Disabi1i,ties Branch. Fetal Alcohol Syndrome Prevention. Sect jon. DBDDD. NCEH, 

Goals 	 I1)TO in.."ig.le _hodoJogi" 'or improving FAS case del,Clion 'a~ for using .xi,ting 
~ata colleclion systems for estimating the incidence of FAS and performing dc~criptive 
tpidemiology; 2) To improve surveillance by promoling uniform case definition and da[a 
~quisition among researchers and health care professionals as a precondition for 
bstablishing more representative national data sets. 
! 

I
Collaborators 	 Indian Health Service; CDC funded state and university 'FAS Projects; NIAAA funded 

I 

FAS research projects; FAS Study Group of the Research Society on Alcoholism: DPP,
I 

NCEH; Birth Defects and Genetics Diseases Branch. DBDDD, NCEH; 

Background Established.surveillance syslems provide dara to help: I} evaluate; the extent of a 
.~articular disease in human popuiations; 2) set priorilicli for public health agencies; 3) 
develop policies and implement programs designed to reduce the burden of that disease; 
~) moniLor and evaluate prevention mategies. However. surveillance f~r FAS is in its 
infancy. There is currently no Slate or national sLlrveillance system. that is appropriately 
tailored 10 the unique problems presented by FAS.FAS is a difficult and subjeclive 
~iagnosis; many profeslIinnals do not feel adequately prepared to make tho diagnosis. 
Moreover, there is controversy about how a related conditio'n. Fetal Alcohol Effccts/. fits 
I \ 	 . '" • 

into FAS surveillance: CDC condUCls PAS surveillance through BDMP and MACDJ\ 
I 

. ~hic:h ascertain cases in the first year of life. However, it appears difficult [0 diagnose 
FAS accurately in the newborn period. In short. there: is no currently available 
,comprehensive model of FAS surveillance. The FAS Prevention Section is taking steps 
to help establish PAS surveillance models by assisting states to develop innovative 
~urveillance strategies at the state level and by facilitating discussion, research and 
bonsensw build1n& among expens at the national level. 

M • A' I· bm l 	 .4\Jor cromp IS ents
I . 	 . 

• 	 Prepared a descriptive analysis of Lhe characteristics of Native American children diagnosed WiLh FAS; 
presented at the ~nual meeting of the Research Society on Alcoholism 

• 	 Cross-linked dataifrom multiple programs serving children with FAS in Alaska and estimated prevalence 
and published resllirs for Al¥ka in an MMWR article (4/30/93). . 
Funded a slalewide community based program to find FAS case~ inNM 
Developed and iniplemented a three-tiered method for screening an first graders for 'FAS in two counties 

. in Washington StJre 	 . . . 
• I.. Published an MMWR article (517/93).on FAS surveillance using data from BDMP 

• 	 Enlisted (he coop6ration of FAS Study Gruup of the Research Society on A1coholism and NIAAA in 

collaborative effoh~ [0 refine the FAS case definition 


Future Plans 	 I ., \ ­
• Organizing a coUlborative meeting between CDCIRSA/NIAAA for January 18 or 19. 

m Developing recorrlmerutations for unifonn data collection in FAS surveillance and research 

• 	 Designing an alcohol exposure study using the 1988 NMIHS and the 1991 Follow.Up Study 
• 	 Preparing anicles iwhich address a variety of Issues in FAS surveillance, KABB in selected populations. 

idcnli rying and assisting high risk drinkers. and clinical features of FAS. . 

"1I1~'1 21. 1M 

http:Follow.Up
http:517/93).on
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Centers for Disease Control and Prevention 

FAS Cooperative Agreements 


4/18/96 

Colorado 

Colorado is building upon the currently existing Colorado Registry for Children with 
Special !\leeds to pravide improved FAS surveillance among children from birth to age 
seven. Another major program effort involves increasing ascertainment of problem 
drinking and providing counseling services to women of childbearing age, in both 
educational settings (high schools) and public health programs (prenatal, WIC. family· 
planning). Other Iactivities include FAS educational campaigns directed at both. 
service providers and the public, following and interviewing mothers of children 

I . 

diagnosed with FAS, and working with high risk teen in the Department of Children . 
and Youth Service~. . " . 

. I 

Georgia 

A major p~ogram gJal in Georgia is to increase collaboration an<~ networking among 
institutions, agtmcie~ ~nd community-based- programs which address alcohol use ana 
abuse by women iof 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 p1riority activities are conducting a training program for health care 
professionals, develbping a statewide resource guide for professionals, and exploring 
the use of existirlg data collection systems to conduct surveillance' of F AS. 
Responsibility for t~e program is shared between the Women's Health Unit and the 
Office of Perinatal Epidemiology of the Division of Public Health. 

Oklahoma 
I 

Oklahoma is implem~nting a comprehensive FAS Prevention Program. It includes: 11 
identifying pregnant woms':1 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 childbearing age with problem drinking for treatment and reproductive 
health services; and 4) improving FAS surveillance. The interagency offorts 
incorporate a variefY of strategies~ incorporating pregnancy testing and prenatal 
referral into alcohol treatment center protocols; implementing a preconceptual project 
in a university setting; investigating a passive surveillance system\for monitoring FAS 

. in newborns; and Cte.veloping a re,source directory for prenatal care. providers of 
services to women Iwith alcohol abuse problems. 

l 
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I 

Missouri 	 I 
I ' . 

Missouri has establi,shed an interagency FAS coalition which coordinates FAS activities 
in the state. Over time, this project has evolved into one that is educational in nature, 
and focuses on traiMing WIG.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 dev~loping FAS prevention projects in Kingq County and ,among tw~o 
Native American tribes. In addition, it is involved in a descriptive study of the mothers 
of children diagnos~d with FAS at the University of Washington School of Medicine's 
FAS Clinic. In KingiCounty, an assessment of resources needed for the treatment of 
children with FAS is being conducted. Using information from both projects, a model 
program for early id~ntification, referral, tracking and prevention will be developed and 
piloted. The state project also plans to conduct a needs assessment of activities in 
the rest of t,he state: and to encourage the development of local FAS Prevention Task 
Forces. Preventionlapproaches which work in the pilot projects will be disseminated 
to the rest of the state. . 

I 

University of CinCiLati 
. I 

I " 
The University of Cincinnati has been funded to design and test an antenatal 
intervention program aimed at identifying women who are using alcohol prenatally 
and and providing ~ broad array of informational and support services. Elements of 
the intervention in~lude educational sessions, in-depth case management, parenting 
classes, support during labor and the immediate postpartum period, and gift 
incentives for participation~ The ultimate goal Qf the study is to bring about 

. abstinence during the'pregnancy. The'study design isa randomized controlled trial' 
testing the intervention against usual care. Participants will be drawn from a 
variety of clinical facilities in the greater Cincinnati area. Another major objective 
of the study is to tr:ain health care providers in the participating clinics to better 
ascertain alcohol use among clients and understand the impact of prenatal alcohol 

. I 

use on fetal development, and infant outcomes. . 

'· . f 	 MI. .Unlvarslty 0 New aXlco 
, \ 

The University of N~w Mexico proposes to make the state of New Mexico a model 
state in applied research, awareness, surveillance and prevention of Fetal Alcohol 
Syndrome through blose coordination of the research p'roject activities with other 

. on-going programs, Iincluding the Disabilities Prevention Program. Research 
activities focus on ~hree areas; 1) evaluation of techniques for population-based 
epidemiology and ascertainment of affected'individuals; 2) definition of key 
indicators in high-ri~k women, stratified by ethnic group; and 

I 	 . 



2024565557:#14/158-21-97 2:47PM ;COC:DEV DISAB BRANCH....SENT BY: 

3) determination Of the efficacy of populalion:Wlde prevention efforts. 

University of Washington ..I 
I \ , 

The University of Wei'shingten, Department of Pediatrics conducts an FAS Clinic 
which serves as a ~tatewide. resource for the diagnosis of children suspected of 
having alcohol.related birth defects. Using this clinic as the point of contact, this 
project will locate ~nd interview the mothers of children diagnosed with FAS in 
order to identify fa~tors that have enhanced or hindered sobriety and contraceptive 
use. The project will provide the mothers with referrals to alcohol treatment and 
family planning ser~ices. Ultimately the project will be able to assess, from the 
mothers' point of view, the availability of alcohol treatment and health care/family, 
planning resourcesi as well as barriers to access. Information from this 
investigation will be used to design a primary prevention program for FAS. 

\ 

Ii '. 

CDCIIHS Mamoranaum of Agreement (MOA) Projects . 
, I .' 

South Dakota 

\ 

The current CDC/IHS Areement specifi.es research projects in 'South Dakota only. I" , . , \ 
SAQ Validation StuidY 

A validation study ~f a self~admjnistered questionnaire (SAO) aimed at ascertaining 
substance abuse among prenatal clients was funded by IHS and lAB approval· 
granted to the PI, Lbretta Badheart Bull during the time of the last MOA. CDC was 
asked to assist in d~signing 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 abreement, CDC is to continue to provide contract support for 
data gathering, .data entry, and some analyses. A CDC epidemiologist is to provide 
oversight in assurin~ data q'uality, methodologic soundness, and completion of 
analyses necessar,y Ito the study. 

!:ase-control Study iOf Chndren with FAS '. . 

A case·control study of children determined to have FAS through ICD-9 Codas and, 
verificatio.n of case definition by medical records is being conducted in the . \ 
Aberdeen IHS Area.1 IRB approval from IHS is attached. CDC's role in this is 
similar that for the SAO Validation Study. 

http:specifi.es
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Alaska 

I ' . 
The current CDC/IHS MOA, includes no projects in Alaska. The Division has plans 
to fund a cooperative agree'ment for continued surveillance and prevention 
activities, One rem'aining activity from last year is the review of charts of children 
identified in a case Iseries compiled by Dr, Grace Egeland, 
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.·FAX 
s H E E T , .. 

. HI . I:fo: 	 Sara el'\Vltz, ntem. 
Domes~c Policy Council 
The White House 

I 
Fax 	 202-456-5557 

I 
Subject: 	 Back to Sleep campaign 

Ipate: 	 August· 21, 1997 
I . 

rages: 	 19. including this cover sheet 

Here islsom~ material on the Back to Sleep campaign .. I hope it is helpful: 
There are active l3ack to Sleep or SIDS risk reduction campaigns in 
I· . 	 . 

approx~ately 20 states. 

I will b~ out of the office on Friday. Ifyou have an)~ questions please call my 
co-worker Daisy Whittemore at 301-435-3459. 

From the desk of••.. 

Ruth Dubois 
Coordinator. Back to Sleep Campaign 

National Institute of Child Hea~h and Human 
Development 

\31 Center Drive. Room 2A32 
Bethe~a. MD 20a92-2A25 •. 

301-43S,34S7 
Fax:301-4~7101 
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HHS ~rnw~ 

I 

i 
u.s~ DEPART14ENT OF' H£...i.LTH ANO HUMAN SE~V'CES 

, . . I " 

EMBARGOED FOR. RELEASE AT 11:00 a.m. Contact: NICHD Press Office 
Thursday, March 20, 1997 (301) 496-5133 or 

(301) 435-3457 
: ' I . 

CLINTON ADMINISTRATION ANNOUNCES EXPANDED BACK TO SLEEP CAMPAIGN 
TIPPER GORE TO LEAD NEW EFFORT 

", The Clinton Administration announced today that Tipper Gore 
will lead an expahded public education effort designed to help 
prevent Sudden In~ant Death· Syndrome (SIDS) ~ The national Back to 
Sleep campaign, w~ich has already reached many parents and health 
professionals witp the message that placing babies on their backs to 
sleep can reduce 1:he 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 will help to spread the word that babies ,should be 
placed on their bkcks to sleep by placing the Back to Sleep message 
on its cereal box~s, in mailings to new parents, and on, its toll-
free information number. ' 

, Largely as a.result'of a 1992 American Academy of Pediatrics 
(AAP) recommendation 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 caregivers 
still place babies on their stomachs to sleep. In announcing her 
new role, Mrs. Go~e emphasized the need to reach Americans who mav 
not have heard abbut this new recommendation in order\ to ensure that , ,
the message, reaching parents and ,other' caregivers on infant ,. sleep . 
position is,Clearland consistent. . 

: "Placing'bab~es on their backs to sleep is one of the'most 
important steps that caregivers can take to reduce the risk of 
Sudden Infant Dea~h Syndrome, bue too many people still don't know 
this important, simple message,~ said Mrs. Gore. "Together, we need 
to continue to sp~ead the word that placing infants on their backs 
to; sleep can savel infant lives.~. . 

I

"'Gerber ',s help will all'ow the Back to Sleep campaign to reach . 
more families who I haven't yet heard that babies should be pl~ced on 
their backs'to sleepf~ said Secretary Shalala. WWe must be vigilant 
in continuing to spread this important: message, and Gerber's 
involvement will ~llow us to do just that." 

I . 

Mrs. G~re al~o call~d on public and private groups to redouble 
their ~fforts to teach popUlations with the highest incidence of 
SIDS. Mrs. Gore noted that African-American babies are 2.4 times 
more likelv'than Caucasian babies to die of SIDS, and Native 
American babies are 2 8 times . more susceptible.., 

More 
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, , ',::1;J~:~9:~.;i,i!*:g.~';i~'n:SJ:u,ne':+;99~ ,,:f:the Back to Sleep message will appear 

,ts?'~i;~," ,,' :\~.:.l?f1~~~~:~i!!f.:;::3 'i;m}l),:'ton 'Gerber cer.ea~ box~s,: The Gerber. prc:>ducts 
'Coy:wa:i"l 'also Iinclude the message l.n mal.ll.ngs t:o 2.7 ml.lll.on 
mothers of newborns. In addition, a message recorded by Mrs. Gore 
wiil play on the Gerber toll-free information number, urging parents 
to place their bali>ies on their ba'cks to sleep and to talk to their 
doctors for more information on infant sleep position. The message, 
which will play o~ the Gerber toll-free information number 7 days a 
week~ 24 hours a 9ay, is expected to be heard by about 650,000 
callers_. I' .' , 

" "'"All told, Gerber' s'.efforts will sepd the Back to Sleep message 
. into the homes of labout so percent of all parents with infants in 
the United States," said Dr. Daniel Vasella, President and Head of 
th~ Executive Co~ittee for the Novartis Corporation, Gerber 
Products Company'~ parent'corporation. "We are pleased to be able 
to'help spread this critical message." 

SIDS is the ~udden and unexplained death of an infant under on~ 
year of age. SIDS, "someti~es knoWn as crib death, strike$, nearly , \ 
4,900 babies ,in the United States every year. The causes of srDS 
are st:ill unclearl and it is currently impossible to predict which 
infants might fali victim to SIDS. Recent studies have identified 
almost undetectable defects in SIOS infants in a region of the brain 
.tha.,t. may control Isensing of carbon dioxide, breathing, and arousal 
during sleep. , ',' 

" "Gradually, iCientists are identifying the underlyin~ problems 
th~t can signal alrisk of SIOS,~ said Secretary Shalala.~But until 
SIOS is better understood and can be treated,researchshows that 
th~ simple strategy of placing babies on their backs to sleep can 
help to reduce the risk of SIDS.~ 

.' In 1992, aftlr revi~wing the available evidence, the American 
. Academy of pediatfics (AAP) recommended that, to reduce the Ghance 

of, dying from SIDS, healthy babies should be placed on their backs 
or sides to sleep!. In 1996, the AAPrevised its recommendation 
clarifying that placing babies to sleep on their backs has the 
lowest risk and ik preferred~ . 

The National! Institute of Child Health and Human, Development: 
(NICHO), part of the National Institutes of Health, launched the 
Back to Sleep campaign in 1994 to amplify the message that back 
sleeping can redu~e the risk of SIDS and save lives. Major partners 
in the campaign, besides the NICHO, include ~HS'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 Mortality Programs. 

The recent dkcline in SIOS deaths reflects a 12 percent drop in 
the rate between [.993 and 1994, and an 18.5 percent drop between 
1994 and 1995, the largest annual declines and the largest 

- More ­

http:ml.lll.on


I 
AUG-21-97 15,52 FROM,NICHD ORR ID,301.4967101 PAGE 4/19

I 

- 3 ­

consecutive' declines ever observed in the u.s. Further, SIDS 

dropped in 1994 from ~he 2~ to the 3M leading cause of infant 

mortality, behind Icongenital anomalies and low b,irth 

weight/prematuriti" . . , 

"The Back to Sleep··campaign ,has made a real inroads into 

reducing infant deaths from SIDS and in reducing the infant 

mortality rate ov~rall, but we must continue to spread the message," 

said Dr. Duane Alexander, Director of the NICHD. ' 


Since.itsindeption, the Back to Sleep campaign has worked to 
heighten awarenes~ among parents and health care providers by 
producing and dis~ributing\ brochures., posters ~ print public .service ~ 
announcements, and informational videos urging that babies be' placed, 
on their backs 'to Isleep. The campaign has also spurred the 
development of state srDS campaigns, developed a Back to Sleep 
internet web site I(http://www.nih.gov/nichd), and established a 
toll-free phone number -- 1-800-50.S-CRIB -- that 'people can call to 
order Back to Sle~p campaign materials. 

Besides spreJding the word that placing infants to sleep on 

their backs can sa!ve lives, the Back to Sleep campaign emphasizes 


'several other ste~s that parents can take to help reduce the risk of 

SIDS. These inclJde: making sure expectant mothers receive early 

.and regular prenatial care; that they not smoke, drink alcohol, or 

use drugs (unless :prescribed by a doctor) during pregnancy; making 

sure babies sleep ~n firm surfaces free of fluffy bedding ~nd 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 r1ight away when a baby seems sick; ensuring that 

babies receive their shots on schedulei and breastfeeding. 

###. 

I .. 

'***NOTE: Radio pjlic service announcements'ahd actualities from 
Mrs. Gore on SIDS land the Back to Sleep campaign will be available 
on the HHS Radio ~ews Hotline from March 20 through April 4, 1997. 
Radio feeds can be rea,ched by calling (202) 690-8317 or (800) . 
621-2984. 

Note: 'HHS press releases are available on the World Wide Web at: 
I . 

http://www.dhhs.go~. 
I 

http:http://www.dhhs.go
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Nariol'lalll'lstitilte 
Of Child Healrh. 
and Human 
Development 

National 
Institufes of 

·,Hcalrh 

March 199i 

·The Ba~k Ito Sleep Campai~~_'__ 

. . 
The "Back to Sleep" campaign is aptly named as its main recommendation is to place 
healthy infants on their backs. Following this recommendation has been sho"\>ffi to 
reduce the ri~k ofSudden Infant Death Syndrome (SIDS). Although it is difficult to 
change a national pattern oftununy sleeping. this campaign has been successful in 
reaching mahy parents ofnew babies and back sleeping is being increasingly adopted. 
The success ;of this recommendation is borne out in the recent reduction in infant 

· mortality rates. This trend has continued with a 6 percent drop in infant mortality this 
year. This reduction is largely due to the 30% reduction in SIDS deaths rate between 

I . 

1992 and 1995 (U.S. Vital Statistics). The saving ofapproximately l,600infants'a 
year is largely attributed to the Back to Sleep campaign.. .,I . . 
Sudden Inf~nt.Death Syndrotne . ' '.. I.. .. 

Prior to the dampaign there were nearly 5,000 unexpiainedSIDS deaths ayear in the 
· United State~. A SIJ:?S death is heartbreaking as an apparently healthy Qaby 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 aHnost undetectable defects in SIDS infants in a region of the brain that 
controls senJing ofcarbon dioxide, breathing, and arousal during sleep. Gradually, 
scientists ar~ identifying the underlying problems that signal a risk of SIDS. But until 
this physioldgy is well understood and can be treated, this simple strategy of back . 

· I. s 1eepmg saves many I'lves. 
. . I 
Surveys show that Back to Sleep is successful, but that much more needs to be done. 
The goal is tp have all. healthy babies sleeping on their backs. All caretakers need to be 
reached, including fathers. grandparents and babysitters. Minority groups need to 
hear theme~sage in culturally sensitive 'Ways. The message needs to be repeated and 
reinforced irl newborn nurseries. This effective message is a low.tech, low-cost way 
to save lives and preve~t tragedies. 

History of the Back to Sleep Campaign . I'· 

The Back to jSleep campaign is a public/private initiative; NICHD leads. the campaign·~. 
along with tlle Maternal and Child Health Bureau, and other Federal agencies such as 

I . . 

the Centers for Disease Control and the Census Bureau. The American Academy of 
Pediatrics (AAP) is the major private partner, along v.ith the SIDS Alliance, a group of 

I 
parents. and 'the Association ofSIDS and Infant Mortality Programs, After weighing 
the evidence! for the safety. the AAP made its recommendation in 1992. In 1994, 
NICHD began the campaign v..ith an effort to reach every newborn nursery in the 
country. A ~I1.free telephone number was established for ordering Back to Sleep 
pamphlets, ~osters, and videos. Over 8 million pamphlets have been distributed .. 
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"BACK TO SLEEP" CHRONOLOGY 

NICHD 
NarionaIlnsriCllte: 
ojChild Healrh 
and Human, , 
Dt'<'elol'menc 

Nadonal 
Inslir~,[e$ of 

, l1t:alth 

1988: 

I ' 

1991: 

1991: 

Dec. 1991: 

Feb. 1992: 

I 
Apr. 1992: 

AprMay 
1992: ' 

June 1992:" 

I 

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

Publication ofpopulation-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 a much higher prevalence ofprone 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 (A.t\.P) Task Force on Infant 
Sleep Position and SIDS is fonned and begins to evaluate the studies 

, 'I 

on the role ofprone sleep position as a riSk: factor. , ' ~ 

NICHD staffmeet with scientists and health professionals from 
Australia, Britain. the Netherlands, and New Zealand for advice on 
research and public education 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 ofa campaign. Experts divided on whether a 
recommendation should be made at this time. 

Th~ AAP Task.Force announces the recommendation that "healthy 
ne\Yboms be placed to sleep on their side or back to reduce the risk 
ofSIDS." 

U.S. national household survey of infant sleep position and related 
sleep practices initiated under NICHD sponsorship. These surveys 
are repeated annually. ' 

, \ 

The-AA,p Task Force position statement is published in "Pediatrics." 
This was followed by the publication ofeditorials expressing . - \ 
c<:mcerns regarding.the recommendation. 
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June/JuI;r 
1992: 

Apr. 1993: 

I 

Oct. 1993: 

Jan. 1994: 

Jan. 1994: 

I.Mar. 1994. 

Mar. 1994: 

May 1994:" 

,May 1994: 

2 


Surveys ofthe membership ofAAP~ AAFP. and NACHC initiated 
under NICHD sponsorship to track practice ofhealth professionals. 
Surveys ofnewbom 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 ofside sleeping position for 
newborns, a concern ofU.S. practitioners. This study also provides 
the data to show a direct link between the success ofthe Australian 
CaI:Q.paign to increase side sleep position, and a 50% decline hi the 
SIDS rate. 

NICIID :funds analyses of the Avon Longitudinal Study of 
Pregnancy and Childhood. a prospective study of 14,000 that spans 
pre- and post-i;ampaign periods in Avon, England, to obtain health 
outcome data on the safety ofside 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 ofmedical and scientific experts to review 
research data. and 9utcomes from public health campaigns. The 
overwhelming opinion was that the evid<?nce justified an increased 
effort to reach alarger audience with the AAP recommendation. 

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

A "Back to Sleep" coalition was fonned between the U.S. PHS, the 
AAP,the Association ofSIDS Program Professionals, and the SIDS 
Alliance for the planning, development, and implementation ofthe 

'''Back to Sleep" natiorial public education campaign. 

\ ,- ' 

Publication in "Pediatrics" of the proceedings of the Jan. meeting 
and ofthe joint commentary from the AAP and selected federal , 
agencies endorsing the AAP recommendation and the CPSC alert 

A meeting ofmatemal 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 199,4:· The Surgeon GeneraI issues a policy statement that "healthy infants 
. be placed in the~r back or side to sleep to reduce the risk ofsIns." 

June 1994: 	 The national public health education campaign is launched. 
I 	 • \. 

. . i 

. Oct. 1996: 	 .A.i\P makes change in its recormnendationtegarding sleep position, \ 
to the back position being the best or preferred. position and the side 
position as analtemative .. 

Mar. 19~7: 	 Gerber Baby Products joins NICHD as a partner and includes Back 
to Sleep message on rice cereal boxes and 1~800' infor:m:ation line. 

Tipper Gore becomes spokesperson for the "Back to Sleep" 
campaign. 

" 

'. 

\ . 
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IMPACT OF "BACK TO SLEEP" 
NICHD 

-----i-----:------...-.. "....- ..-- ....,........,......._.-........ ,.........----.--. 

Nacicm.allns[iuJ.l~ 

ofChild Health 

and Human Timeline: 

Devt:lopmi!11l. 


Publication ofAAP sleep position recommendation June 1992: 
. National May 1994: Publica.tion of Joint Commentary endorsing recommendation . InStitutfS of 

Hecd[h 'June 1994: "Back to Sleep" Campaign launched 
Oct. 1996: AAP makes change in recommendation for sleep position. 

VITAL STATISTICS: 
. I . 

Between 1992 and 1995, the SIDS rate declined 30%, from) .2/1000 live births to 
. 0.84. Most 1of this decline took place between 1993 and 1995; adecline:of12% 

hetv."een 1993 and 1994. and 18.5% between 1994 and 1995. . 

These are tLlargest annual declines observed since reliable data collection began in 
1985, arid the only large declines observed in two consecutive years. For the first . 
time, SIDS bnks as the third leading cause ofinfant mortality instead of second. 

The declinel in the number' of SIDS deaths accounts for one-third ofthe declines in 
infant deailis in 1994 and 1995. 

95% OfSIJS are post-neonatal (after one month ofage). About 60% ofthe decline in 
post-neonatkl deaths in 1994, and 85% in 1995 are accounted for by the decline in the 

. . I 

number of SIDS deaths. 

I . . . 
Between 1 ~93 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%. Alth6ugh the black/white ratio for infant mortality has remained constant at 2.4, 
it has incrJsed for SIDS since 1991 from 2.1 to 2.4 in 1995. . .. 

The evident regardi'ng tlte contribution ofchanges in slee~ posi~on to declines in 
. I • 

SIDS rates is circumstantial but quite powerful. Prone prevalence declined from 70 to 
29% during the time period that the rates declined 30%. The' declines parallel those 
seen in oth~ countries in the early phases oftheir campaigns but fall short ofthe 50­
70% reductions in SIDS mortality when they achieved greater than 90% side or hack 
sleeping. I' '. 

The other ffiajor risk factors for SIDS are smoking during pregnancy, late or no 
prenatal cafe, low birthweight, preterm birth. teen pregnancy. and use of soft bedding. 
Based on Alnnual Natality reports from NCHS, and the Household Survey (see below), 
most oftheke characteristics changed minimally or not allover this time period. The 
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tate of smoking among pregnant women declined about 15% which could not account 
for the declines in SIDS. 

Cautionary,l Notes: The 1995 vital statistics are preliminary; Although a concomitant 
decline in phst-neonatal mortality confirms the decline in SInS deaths, the magnitude· 
of the decliite should be vieWed \Vith some caution until a closer look at deaths to 
related caus'es determines the contribution ofdia2nostic shift. I' 	 -
EVALUAlilON: 

I 

Annual National Household Surveys: Telephone interviews ofnighttirne caretakers 
. (> 80% mo~ers) of infants less than 8 months of age were initiated by NICHD prior to 

the pubHcat;ion of the AAP recommendation and repeated annually. 

The preva1+ce ofinfanl. placed to sleep pro~e declined ~ ~ steady ~te·beiween 1992', 
and 1995 from 70% to 29%. The rate ofdeclIned slowed In 1996 \Vltb 24% placed 

~M. ,.'. . 

Annual Surveys of Pediatric Health Practitioners: AAP. AAFP. NACHC. hospital 
nurseries whe initiated by NICHD in 199i, and repeated annually through 1995. 

Prior to the IAAP recommendation in 1992, between 80 and 90% of AAP. AAFP and 
NACHC mbmbership swveyed recommended prone, about 40% side and less than 
10% back. I 

In 1995, 10% of the AAP membership. and about 20% ofthe AAFP and NACHC 
membership surveyed. recommended prone; 70·85 % of the membership recommended 

side and 66181 % recommended back.,.. 	 . 

In 1994. 28(10 ofhead nurses in the newborn nurseries recommended prone, 99%.side. 
and 32% bick. In 1995. 4% recommended prone, 99% side, and 62% back. 

In 1992, le~s than halfof the surveyed membership ofAAP. AA.FP. and NACHC 
usually made a'recommendation about sleep position. In 1995 about 70% 1,lsually . \ 
made a recommendation about sleep position. 

In 1995, 50l60% ofpractitioners had heard about "Back to Sleep," About half of these 
replied that it resulted in a change in practice. 

OTHER STUDIES IN PROGRESS 
• 	 Lo~gitudina1 study infant care practices (co-sponsored NICHD, NIOCO): 

proipective study ofsleep position, other SIOS risk factors from birth through 
onelyear in Boston, MA and Toledo. OH. Analyses to date confinn data 
obtained fonn the national cross-sectional surveys described above. 
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Avon Longitudinal Study ofPregnancy and Childhood (co-sponsored NICHD. 
NID~D). This population-based study of 14,000 pregnancies in Avon, 
Eng~and> spanned the pre-and post-campaign periods in Britain. Analyses of 

I . 

health outcomes in this data set show that there is no incr~ased probability of 
visitS to.. the doctor or adverse respiratory events in iDfants placed on their side '. \ 
or b~ck compared to stomach. There is an increased probability of cough and 
fevet in the prone position. . , 

HOS~italizations and deaths are still being monitored. 

Anolher study of a prospective cohort in Tasmania confinns no increased risk 
ofd6ctors visits or respiratory events in side sleeping infants. 

Chiclgo Infant Mortality St~dy (co-sponsored NICHD. CDC. NIDCD). This 
casefcontrol study ofsudden infant deaths in Chicago is in the final analysis 
phase. .I·. '. . . . . 
Aberdeen Area IRS Infant Mortality Study (co-sponsored NICHD. IHS, CDC, 
Abetdeen Area Tribal Chainnen). This case-control study of sudden infant 
dea~s among Native Americans in the Aberdeen Area of the IHS is in final 
phases ofenrollment. . . . . 


c...lrontrol study ofSIDS in California (co-sponsored NICHD. NIDCD). 

Thislstudy is in tlie process ofOMB clearance and will examine a variety of 

risk factors and exposure to the sleep position recommendation in a.large 

dive~sity ofpopulations during this critical campaign period. 


Coll~borative Home Infant Monitoring Evaluation (CHIME) Study (NICHD). 

This Istudy investigates life-threatening events and the maturation of 

cardiorespiratory control in high risk infants on home apnea monitors. The 

state! ofthe art event recording monitor developed by CHIME in collaboration 

'Withiindustry; records infant sleep position and critical physiologic variables. 

It \vill provide data on the role of sleep position in cardiorespiratory function in . 

• +. IlnJ..ancy. . ' . 
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iBACK TO SLEEP CAMPAIGN ACTIVITIES 
NICHD 	 j 
0 __.. ,,-----•• , "---i--	 -----_..._--­
'National Institute 
ofChild Healch 
and Human 
Developmmt 

Nacional 
11'l5fiudCS of 
HCClld! 

I 

The campai~ goal is to have all U.S. babies sleeping on their backs. 


I 

Back to Sleep Outreach Activities , 

GOAL: To reach all parents (mothers and fathers) and caretakers of infants (including 

I, 	 \ 

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

• 	 1·800 toll-free line for ordering publicatio~(over 30,000 calls have been logged 
with bver 8 :mjIlion parent brochures in English and Spanish distributed) , 

• 	 Backlto Sleep campaigns are in progress in the following 20 states: Georgia, 

New lrersey. California. Massachusetts. New Hampshire, North Carolina, 

Louisiana, Oklahom~ Utah, New Mexico, Oregon, South Carolina, Alabama, 

Indiaha, Michigan, Iowa, Minnesota, Montana, Washington, and Alaska. 


• 	 Back:to Sleep home page on the World Wide Web ' 
I 

• 	 Public Service Announcements and Print Ads 
• 	 Mai1tng of Back to Sleep publications to 4,000 newborn nurseries in the U.S. 
• 	 Mailing ofProfessional and Parent brochure to members of the American 


Academy ofPe.q.iatrics and the American College ofObstetricians and 

I • 	 .. 

Gyni1Cologlsts .. 
. I'll . Mailmg to Nursing Organizations 
• 	 Radip and nr public service campaigns 
• 	 Back to Sleep table top exhibit 

,j . 

MINORITY OUTREACH 	 \ 
• 	 PosIkr with white \baby and baby that is part American Indian "and part 


ColUmbian 

• 	 Sparlish parent training video 
• 	 Postbr \\ith African American babies 
• 	 Print ads based on new: African American baby poster 
• 	 Table top exhibit with African American babies 

, I 	 ' , 
PUBLIC AND PRIVATE AGENCIES 

I 

The Back to Sleep campaign is co-sponsored by: . 
I 

• 	 National Institute ofChild Health and Hmnan Development. NIH 
• 	 Matbmal and Child Health Bureau. HRSA 
• 	 .Amfican Academy ofPediatrics .. 
• 	 SIDS Alliance 
• . Assbciation of SIDS and Infant Mortality Programs 
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• 	 Natiobal Heart, Lung. and Blood Institute, NIH 

I 
Other AgeD~ies Supporting the Campaign: 
• 	 Centeb for Disease Control and Prevention 
• 	 Consker Product Safety Commission 
• 	 National ~nstitute ofNursing Research, NIH ' 
• 	 Natioha! Institute ofDeaihess and Cormnunications Disorders, NIH 
• 	 WIC Regional Offices 
• ' 	 Healthy Mothers Healthy Babies Coalition 

I 

• 	 The 0ffice ofMinorlty Health Resource Center, nHHS 
• 	 SInS: International ' 
• 	 National CenterJor Health Statistics 

I ' 	 ' , 
NE\V INITIATIVES 

I 

• 	 Mail~ng Back to Sleep material to the 4,000 newborn nurseries (including 
milit~ hospitals) contacted at the beginning ofthe campaign in 1994. 

• ' 	 New lcollaboration with Healthy Mothers Healthy Babies Coalition to reach 
I 

minopties and slX;cial population,s. ' 	 " 
• 	 Emphasis on fathers and grandparents as caregivers. 
• 	 Nati9nal alert for higharisk cold winter months. 
• 	 Emphasis on other risk factors such as smoking and soft bedding. 

, I 	 ' , 
WORLD "riDE WEB , '. ' 
• 	 Visit the Back to Sleep Campaign on the National Institute of Child Health and 

Hu:rrkn Development Home Page -- bttp:I/'WWW.nih.gov/nichdi !, ' , 
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U.S. DEPAJtTMENT Qf' HEAI.,TH AND HUMAN SERVICE$ 

I
FOR IMMED1ATE RELEASE 

April 1', 1997 


. AFRICAN' AMBRJ:CAN BABIES AT HIGHER RISE FOR SUDDi!N nTFANT 
DEA'l"B SYNDROMB (SIDS), 

BUT S!HPLE STEPS CAN SAVE LIVES, HEALTH EXPERTS SAY
I . 	 . . .. ' 

Africtan American babies an: nCi.lrly two and ..i-haLE r.:imcB 
more likely than Caucasian babi(!s tt' ,dietrnm ~1H3den Tnfnnt 

I 	 . 

Death Syndrome (SIDS), but. th~rt.: a.t'osome simpl~ steps all 
parents arid other caregivers call t.ak:t.~ to r~,ilh 'e t he risk of 

SIPS./ 

sros is tile sudden anct \lOexpla ined deat:h of an infant 
under one ye<ii.r of· age. It Atri kes nearly .. 41 000' babi~s in 
tho United States every yea~. 'Tht=: C.1U$¢05 of .s tOS GlLI:.l ~I..,i.ll 

unclear, knd it is currently jrnpossiol.e t.o (J1.',~d.i.,~t which 
infants might. fall victim r.n s jn~.

) 	 ." 

The American Academy of Pediat'cj.CB saw:: I he mosr,
I 

importanti way t.o r'rduce t~e incidence o~ S[DS, \~C)metif!les 
known as l~cr1b death, It i.s to pl~.lce babies on I he i.L· hacks t.o 
sleep. Wt>;ile health experts ,~!'e uncqr·l:.ain ahnllr: t, he link 
between the sl:omach sleeping po.;iLion and SIm;, I.hel't! is 

I . 

some evidence t~ha.t ~ir CelU l'ttt:()m~ I, n·,pped und·~"nt'!'at,h a 
sleeping Iinfant, causing the (:hild I.C) !'ebr,eathi': t~xhaled ~ir­
"('he Ac;tnemy has 9t:ated that s 1 ~.~pincJ on the b.a ~k i s 

I 	 ' . 

preferred; however, the side p< I::;il ion .is con:} i rlt'~red all 
I 

acceptable alternative. 

, I 
, Ot.h~r st.eps that. par~nt S .<lnd c:.u-eqi ve nl mUl t akf'! ,t: 0 

reduce the risk of SIOS include: 
') 

fluffy• 	 Babies shoQld sleep on t· i. rm ~urface!:
I • 

bedding and soft toys or pillow!.:.I 	 . 
.. 	 Expectant m.ot.hers receivc ~ar.l y and ct-yu 1ar prenat dol 

eo.rl:. Mothere should nC)t. ~mo.kft, dr';I"!)...II,I.:c..llol. ('.It.' u~.:~ 
drJgs (unless prescribed by ~ .h,1I.:l0r-) tiUI'LllCJ pn~gnal\(,Y. 

http:Pediat'cj.CB
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• 	 Creat:.e a smoke-free enVll':()nlnenl' around your baby. 
J 

• Keep the cemperature i.n the baby' 5 ,-oom so l:hat. i.T'. 
o feels comfonable to adlJ I t·!,:. n.!bles HholJ Jd. n()t: get too 
warm ~hen sleeping. 

I 
• 	 Caregivers should ensure t.hac b.1bi.es ree(~ivc~ 

im~llllllizationa on schedult=!; .ind i,E the b.lby seems sick. 
conta:cc che baby's doct:or' or eli n lc ri~Jht". away.

I ' 
., 	 If pOSS1ble,donsider' brea~t tp.E~d1.ng YC)lH' baby _'. 

I 
I 	 .. 

"We are very pr91,lc1 of th~ K~l:k To :51~t:p c:Clmpaign .... said 
Dr. Y'vonnJ Maddox, Deputy Direcr-.of.' oftheNal ion."l Instit:ULe 

• I
of Ch~ld Health and Human Pev~}opment. (NICH))). ,., p.':1rt of the 

I 
National Institutes of Health. '''rh i H eampa i '.III hus import:ant

I 

messages for all babies, eepeci ~ 1.1 Y f~")r thC"):~~ at lligh~r 
risk. Ev~ryone who takes care ofinral'lt.s ne~d~ LO know how 
to 	reduce the risk of SIns for J\fric(ul Amerh:.~rl babiefL If 

Or. Maddox added that public and pTivato groups must. 
I 

enh4nc:e Lheir efforts:! 'Co reach r.hesf'I pnpulat lOriS. "rr. is 
essentiall that tb:e simple messiligeof p1lt::ti.ny yOUl' baby on 
his o:r: her· back to pleep reac:h~:t ~v":)"y,")ne." 

The "Bac]t; To Sleep- camp<.li~ln, wi tll the H. ~. ()Hl»lrt-ment 
of Health! and Human Services .md thf: Clinton Ac1rnir\Lstt:'ation. 
is expanding
I, 

to reach not only parents and hedlth 
• 

professidnals but grandparent:). b.iby sit terE-!. .'Hlt't day ca.re 
workers ~s well. 

I . 	 . f . r::A convenl.ent new source ()t ~-aps ,HI. .ormaL lOU I.c,r parenls' 
and ot::he~8 'is t:he Ge.rbe. J?rodu<.:l.~1 CClIII~Mmy. whi dl p'Lana 'to 
print helpfu.l tips on the backs ('If r hr.::e m.i).l.i on Gc-:.rber. r lc.:e , 
cereal b6xe~ bf'!:ginning in Jun.'l 1")')7. The C<,rh•.;::!r. l"lr.oductc 

Company "ill also include the mf!5:3aql~. i.n maj Ii nqH t.o 2.1 
million ,parents of newborns. rn addi l im~. a l'n'!t')l'd~d messaSlA 

about SIOS is currentlyplayin~ on Llt!~ Cerbet' I t)l t -fCt.!:!:! 
I • 	 ' 

informatfon number (1"800-4-Geror-:r), '~Tgi.n9 p.,r'i,Wt.H t:o pld.(.·e 
t.heir babies on their backs t..o 'slt!ep and to ta I!( t.e) their 

I

doctors for more information on infant fJleep PC..lsj t ion. The 
I 	 ' 

mes::!Iage: is pluylng on the Gerher' r:oll frp..e j fll ormation 
number '7 days a. week, 24 hO'llrH .• day. '. 

- MOI'e ­

http:p1lt::ti.ny
http:Direcr-.of
http:tp.E~d1.ng
http:b.1bi.es
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I \ 
. I. 

I . in the Cio\O"tpaign lau.ncheClThe N'ICHD cUId l.ts partners 
I • I

-Back to Sleepw 1n 1994~ 
###i 

*'*IJO'!'E, JspresJ releases aN Ava; l~bl" on t.hp World Wide
I I ....

web at: http=//www.dhhs.gov.A ..Ha~k.fOSlec.pHinternet web 
sice is lobated at http://www.liih . gov inichd. ~.tnci campaign 
materials ?an be 6btained by c.'llli nq ..t toll f rr-:i': phone 
number 1-800-505-CRIS.

i 
I 
'i­

. I 

I 
! • 

http://www.liih
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U.fI. DDaIlTI1IoI£NT 0'" HIltALTN AlItO HUIotlAN SEAV,C;\t$', ' 

FOR IMME:OI~'!'E REd~ASn ' C()UI:.i:l.ct:; N'IClII) I:>n'!!::.~ office' , I' 	 , 

April ~6, :19.97	 (:-Jol) 496-'":>1n 
1 

r < • 

AMERICAN INDIAN iBABIKS AT GREATEST ·RISK FOR SDDDENl:NPANT 
I 


. . i DEATH SYNDROME (S1:DS), 

BuT SIMPLE STEPS CAN SAVE LIVBS, HEALTH EXPERTS SAY 

, ~ I 	 ' 

AmerJca~ Indian bahies tire at greatest risk to die from 
sudden In~ant oeaith, Syndrome (SIDS) ~ - almo:.f: t hn:!e r:.imes, 
more like~y than :c<:iucasian bAbl.es .,ut: th,":I'tt are 5H')me-& 

simple steps all :parents and other car.egivers t"::J1l1 take to 
reduce thJ risk df SIDS. , ' 

, 
• I srns 19 the ,sudden and lJne)."Plained deal.h of aninfRnt 

'unde:::;:-one year of age. 'It stdkesne.l.rly 4,000 babiFrs in 
the United State~" every year. 'fhe causes of. SLU!'; are still 
unclear. J..nd it is currently impossihl~ 1:.0 pr(~di(~t which 

, I I 

infants might fa~l victim to srns. 

I ,I 


The ~erican Academy of Pediatrics say:: t h(~ mo::;t. 
import:ant: Iw~y to' reduce: ehe - inc:::idemce of SlDS , :~()n~C::l..i.llI~::I 

known as rcrib death," is to place babies on Lt~l! i 1:- backs to 
sleep. While" health 

, 
expp.rt-:R il4rt:> llnC"prrain aholll:t be- link

I 

between the stom~C!h sleeping PClS it lon and S 10:-;, I herf~ is 
same evid~nce t.hat air can bet.,:,ome trapped uo.d(~['nt1;ar:.h a 
sleeping infant,! causing the (:hild to rebr~<l.the Qxhaled air. 
The Aca4e1nY has ~tated that ~leeping on the b.4Ck is 
preferred,;' howe~er, the side 'pc,:;;i.[',ion. is c(>n:.id.<:red an 
acceptable alt.ernative. 

I ' 

Other stepsr that parents and caL"egiverH call t;;tke to"" I
reduce tHe risk of gInS inelurle: 

Bab~es Sholld' "l ....p 	 ~urf"~"" r ,'_­• on f ira> or fluffy 
bedding a.nd' soft toys or 1) i llc)wrL
,I 	 ~I" 

• 	 Experctant ~others reeei ve earl y una re<.p' Ln" prenatal 
, care. Mothers should not: f:mokti':, drink ell cohol. or use 
dru~s (unle'sspre'scribed by a dc"),":r.nd dUI-inq prp.gnanc.:y. 

- More ­

http:dc"),":r.nd
http:C()UI:.i:l.ct
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• 	 Create
I 

a smoke-free envi ronmenr around your.'baby. 

,. 	 Keep the t.emperature in the b..~by· s room BO that. it 
feels comfortable to adu.1t~. BabiQs should not get: too 
warm when sleeping. 

I 
• 	 Caregivers should ensure that. bnbies rect"li.ve 

, immun~zations. on schedule; and if ,the bdby saecfls sick. 
Icon.tact the baby's dOCLul: UJ: ~l.i.Ilh.: 'J:'l~ht ~W(:1y. 

• 	 If pol..ible ; co...iOler bre".L f cedlo\! yuu, '",by. 

I 
"We want to make sure thio 3dvice i~ hO.;ll"'d throughout 

the Arneric~n Indian \ community.,." ElaidOr. l<er.mi t, \ Smith. " 
Acting Chi'ef 'Medical Officer of the Indian H~<11 t.h Sp.l-;'IT'i ~p.,"

I 	 ' 
"Everyone who takes care of inf.:mts needs to know how to 
reduce the! risk for American Ind.i an babies. It 

I
Dr. Smith added that. public and private group$! must. 

redoUble ~heir efforts t.o reach popu!ations wir.h the highast 
incidence 10f SIOS - such as the American Indian community. 

Dr. Smith's comments are part. of the "Bac:k ']'0 51 eep" 
campaign ~h .. t. t:he tT.S. Depart.mant ot: Hc.:!alth and Human 
Services ~nd the Clinton Administration are now expanding 
beyond pa.tent.B to include grandparents.'baby-eir.ters, and 

I 	 ' 
day care workers ... 

A colvenient new source of SIDS information for pareIlts 
and other~ is the Gerber Product.s COlnpany, wh i c:h plans [,0 
pX'int hel~ful l...ip. orl t.he ba.cks of thre~ m111 ion Gerber rice 
cereal bofes beginning in June 199'1, The Gerbel' Products 
Company will aleo include the mC::Ja...s~ in mailin::;s to 2.7 
millionp~rent:.s of. 'newborns, Tn add:it.i.on,a rc::corded message 
about SIOS is currently playing on the Gerber I~(')ll ·free 
informatibn number (1-eOO-4-Gerber}f urgingpClrents t.o place 
~heir babies on tbeir backs to sleep and to tnlk to their 
doct:ors fbr more information on infa.nt sleep pl)~;i t ion. The 
message i~ playing on the Gerber t.oll-:frc::e inf.o,t"mation 
number 7 aays a week" 24 hours a day: 

The INIctIDand its partmll."S i.n the cam,':Ia i.qn launch~(j 
\~Back to Sleep'" in 1994 ft 

### 

'. .. More .. 

http:rect"li.ve
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*1rirNOTE~ HaS press releases arp. ava.ilable OIl the world Wide 
web at: htt.P: Ilwww.dhhs. gov. A "Back 'I~O SleepH internet web 
ait;e i9 lodat.ed at.bttp.://www.nih..gov/nichd,· and campaign 
materials Jan be obtained by calling a toll- L:fee phone

I . 

number -- 1-S00-505-CRIB • 

.. 

.. 


http:lodat.ed
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'jThe 22 Healthy Start Comnuinities 

IOriginal I)n)jecls:

10 Boston, MA 

e New York, NY 

ie Philadelphia, PA 

iO Pittsburgh, PA 

4:} Baltimore, MD 

o Washington, DC 
t) Pee Dee Region, SC 
o Birmingham, AL 
o Cleveland, OH 

/special Pnljccts: 
I 
10) Dallas, TX 

Ill> Essex County, NJ 

,0) Florida Panhandle 

@ Milwaukee, WI 

! 

I
II. C>" 

(!!) Detroit, MI 
Q) Northwest IN 
(9 Chicago, IL 
(I) New Orleans, LA 
(II Northern Plains Indian 

reservation communities 
'(SO, NO, lA, NE) 

m Oakland, CA 

~ Mississippi Delta 
® Richmond, VA 
([) Savannah, GA 
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PRENATALCARE 

Racial Discrepancies: 
:\' Women with no prenatal care are often metropolitan residents, unmarried 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 raciaVethnic groups, have less than 12 years of education, were 
born 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 received prenatal care beginning in the first trimester compared with 83.5%', 
of white mothers. 

Compared with women who initiated care in the third trimester, those w.ho received no 
care were more likely to be older, black and immarried. 

Among women who began prenatal care late (in the third trimester), 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 towomen who receiye no prenatal care are three times more likely to be 
born with low birthweight and five times more likely to die than those whose mothers receive 
care in their first timester., Yet 20 percent of pregnant women don'fseek health care in their first 
trimester. 

However, even when babies to receive care in the first trimester, 5.6%of white babies 
are low birthweight compared to 12.3% of black babies born in 1993. 

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

In 1992, there were 16.8 deaths per 1,000 births for black women and 6,9 deaths per 
1,000 births for white women.' .' ' 

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

Admi~istrative Action: 
CDC administers the Pregnancy Risk AsSessment Monitoring Systems (PRAMS) which " .' , 

provides techniCal' assistance to stateM~ternal and Child Health Directors to 'evaluate, barriers to 
prenatal care. ' PRAMS is a population-based surveillance system of maternal behaviors and 
experiences before and during a woman's pregnancy and during her child's early infancy: 
PRAMS surveys 35% of all US births for the purpose of reducing infant mortality and low birth ' 
weight. States often use PRAMS data to create and evaluate programs and policies designed to 
improve prenatal care. For example, PRAMS data from West Virginia whi~h indicated that 



I 
I 

Medicaid eligible wO.men didn't O.btain prenatal care because they lacked transPO.rtatiO.n was used 
/. to' change West Virginia's ¥edicaid PO.~icy to' supply transPO.rt vO.uchers fO.r WO.men attending 

prenatal caredinics. 
CDC also. SUPPO.rts three cO.mmunity based interventiO.n research projects examining 

. approaches to' imprO.ving prenatal care O.utreach and the quality O.f services. In Chicago., 
cO.mnlUnity health centers wO.rked with the PreventiO.n Resea:rch Center O.f the University O.f 
IllinO.is to' study the effect Of a wO.man's re.1atiO.ns with O.thers uPO.n her attainment O.f prenatal 
care. In lO.S Angeles, CDC has a partnership with Charles Drew University and a cO.mmunity 
cO.alitiO.n to' compile a thO.rough ethnO.graphy of pregnancy and health amO.ng African American 
WO.men. In Harlem, CDC is wO.rking with the New YO.rk Urban League and academicians frO.m 
Columbia University and the City University O.f New YO.rk to' study the anthrO.PO.IO.gy O.f 

. pregnancy in WO.men living in central Harlem. A cO.mmunity advisO.ry bO.ard cO.mprised O.f 
representatives frO.m several cO.mmunity based agencies will wO.rk with CDC and the academics 
to' design health and sO.cial interventiO.ns to' promO.te better care fO.r pregnant wO.men. 

The results have been impressive: FO.r 1994, 80% O.f mO.thers began care in the first 
trimester O.f pregnancy cO.mpared with 79% fO.r 1993 and 78% fO.r 1992. The prO.PO.rtiO.n O.f 
mO.thers beginning prenatal care in the first trimester rose in 1995 to' 81.2% cO.mpared with 80.2 
% in 1994. The prO.PO.rtiO.n O.f white WO.men receiving care jumped frO.m 82.8% to' 83.5% frO.m 
1994 to' 1995; the proportiO.ns O.f black wO.men receiving care jumped frO.ni68.3% in 1994 to' 
70.3% in 1995; and theprO.PO.rtiO.ns O.f Hispanic wO.men receiving care jumped frO.m 68.9% in 
1994 to' 70A% in 1995. FrO.m 1992 to' 1993, proPO.rtiO.ns O.fblack women receiving care jumped 
frO.m 63.9% to' 66.0%, Hispanic WO.men jumped frO.m 62.1 % to' 63A%; and American 
Indian/Alaska Native wO.men jumped frO.m 62.1 % to' 63A%. CDC's gO.als is increase these 
prO.PO.rtiO.ns to' 90% ac!O.ss the bO.ard. 

ThrO.ugh HHS, the Maternal and Child Health Bureau (MCBH) administers fO.ur majO.r 
prO.grams whihc, in FY 1997, had a tO.tal budget O.f $825 milliO.n: the Maternal and Child Health -
SErvices BIO.ck Grant (FY 97 $681 milliO.n), the Healthy Start Initiative (FY 97 $96 milliO.n), the 
Emergency Medical Services fO.r Children PrO.gram (FY 97 budget $12.5 milliO.n);Grants fO.r . 
HIVCoO.rdinated Services and ACcess to' Research fO.r WO.men, Infants, Children and YO.uth (FY 
97 budget $36 milliO.n). J 

The Health Start initiative relies on commimity=based cO.llabO.rative effO.rts to provide 
thO.rough health and sO.cial SUPPO.rt services in O.rder to' make services mO.re accessible~ develO.P _. ~ .. _ 
thO.~O.ugh services, make available a variety O.f self-help prO.grams, supply case management 
services fO.r fO.llO.W ups, emplO.y O.utreach wO.rkers (O.ften frO.m the neighbO.rhO.O.d) and prO.vide 
many O.ther services. Healthy Start communitites include cities in MD, AL,MA, IL, OH, MI, IN, 
LA, NY, CA, PA, SC, WashingtO.n DC and NO.rthern Plains Indican communities. ThrO.ugh 
Healthy Start, clinics, schO.O.ls, churches, media, neighborhO.O.dO.rganizatiO.ns, and cO.mmitted 
indiviuals wO.rk tO.gether to' help prO.tect the health O.f mO.thers and babiesthrO.ugh such effO.rts as 
prO.vidin'g-health and sO.cial services -*hO.using), dO.ing neighbO.rhO.od O.utreach, and O.ffering - , 
educatiO.n and childbirtha nd infant care. . ' 

The Community and Migrant Health Centers provide numerO.us services to' reduce 
negative birth O.utcomes. Strangely enO.ugh, frO.m 1992 to' 1995 while funding stayed at a steady 
35 milliO.n dO.llars and numberO.f prO.grams stayed at 291, the number O.f clients served drO.Pped 
frO.m 187,757 in FY 1992 to' 112,163 in IT 1995~ Statistics O.n HHS' cO.mprehensive perinata" 
care program indicate that a tO.tal O.f 1,127,654 female users take advantage O.fthe prO.grams 

http:numerO.us
http:neighbO.rhO.od
http:neighborhO.O.dO.rganizatiO.ns
http:schO.O.ls
http:SUPPO.rt
http:prO.PO.rtiO.ns
http:proPO.rtiO.ns
http:theprO.PO.rtiO.ns
http:proportiO.ns
http:promO.te
http:interventiO.ns
http:advisO.ry
http:anthrO.PO.IO.gy
http:re.1atiO.ns
http:IllinO.is
http:transPO.rt
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Response to Ms 

What type of ut~each progra4 does CDC hav for p~enj,t I care? • 

CDC provides te nidal assistance to s~ate Maternal and C ild He~1th Di ectors to evaljuat 
barriers to prenat I care' through the P~egnancy Risk Asses ment Monito mg Systems ~P S). 
PRAMS is a pop lati9n-based survei1l~ce system of mate al beh;avi6rs and experien~es 
and during a wo an'$ pregnancy and ~uring the early infa cyofh;er chi d. It was develo ed in 
1987 as part of C I C's initiative to red ce infant mortality d lo~ birth eight.. Findi$gs from . 

. PRAMS can be g ner~lized to an entir state's population f WOni~n 'hav ng live births). 
Information can so ~e compared am ng states. PRAMS urveilll\.nc~ c rrendy cover~ a 
35% of all US b' hs.' !! 

Data from P Sare used by states develop and asses progratns an policies design d to 
,I 	 :,. , 

improve prenatal are~ Women are as~ed the following qu stions ~elate to prenatal c4re 
• weeks or ont.:hs pregnant Whet first thought you ight bel, pregn n~ ! 
• . weeks or onths pregnant whe you were sure you were p~egnan 
• attitudes t waid pregnancy (w ntedness) i'" 

• weeks or. onlhs pregnant wheh you had your first renata~ cafe isit 
• care recel ed ¥ early as you JFted 	 . 
• barr~ers to ge~ing c.a:e as~arlYI as you wanted . 
• receIved a m~y VISitS as you ranted 
• .barriers to rec~ivingas many v~sits as wanted i ' 

ount of tUrie sent 
WIth .heal clife proVIders, tYP1 of adVIce, hours of operatl(;m, un erstanding add r spect ' 

• sa:isfactio with the :are basedj on issu.es including aitin?!tim:e, 

, 

from the s afL . ~ 	 :. : 
• ?iscussio.n abO.,ut positive heal behaviors (smoki g, alco~ol ~s , nutrition) 
• lOformatl n aqout source ofpa ment for c~re and IC usei .: ' 

: 	 ,: 
, 	 I I 

PRAMS data froW~st Virgi~a, ~or fxample, indicated. at Me~~~a* ligible womert d' d not 
obtain prenatal c ~ b~cause ~e~ ?ld ~ot h~v~tran~ ortatl n to clli;llCS~. is informatidn 
prompted change In West Vlrglrua's¥edlcald polIcy to s p, ~nspo vouchers foriw men 
attending prenata car~ clinics. '1 : ' , 

CDC is supp0r:t~ th~.ee community b~sed intervention res ~ch p~je~ts that are exarJ.:·n· g 
approaches to 1.01 rOving prenatal careloutreach and the qu hty of $ervlc s. '. .i !

'I i : ..' : 

.• . 	 In Chicag , cdmmunhY health~1enters worked with the Pretentio Research CJn:te of 
the Uni~e sity!of Il1i~ois ~ id,'e tify ways in which r~gnan~ w~ en's personal \re~ renee 

. groups ~ ue~te theIr, deSIre D prenatal care and . elr pr~~ata~ c e ~ealth be~~vI rs. 
The proJe t h~ conducted focus group research WI low 1I1coWe Afncan-Amehc , 
Puerto Ri an, Mexican-Ameridan and white wotne who h4d r~c ntly given birjth talk 

!. .": I. : • 

http:urveilll\.nc


women. ' 
; 
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I 
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about the. tti~des and beliefs ~b~ut pregnancy. T e projept n~ plans to refcle fnataJ 
care servl es to speak to the sPfcmc cultures of wo en anc~ their amilies, frierlds d 

communitY lltmbers who suprrt them throughout pregn1cy" , i 

• 	 In Los Angeles, CDC is partneting with Charles Dr w uni~ers~ty and a comnll.~nit 
coalition ~ complete a detailed ethnography of pre nancy ~d ~e th among Afric 
American romen. A substanti~l commitment of th partners is use the ethn6gr phy to 

design outreaCh programs. I 	 : ' 

• 	 In Harle~, C~C h~s partnered rith ~e N~w York rban l!eagpe and academi~ia from 
Columbia I~ruyerslty ~d the OIty Uruverslty ofNe . YorkF stuy the anthrop;olo yof 
pregnanCY, ill Women to central Harlem. A commu Ity adv~sory Board compos¢d qf , 
repres~ntative~ from a n~m?er f co~munity b~sed agenci~s will work with th~ P, ners 

, I ' 	 ; !',I 	 . I, •; 	 1 
; 1 • ; 	 : 

An ~derlying obiectiiveof all three p.rl jects is to develop. e capafity;o acad~mic ce~ter , 
publ~c health pr~f~~' and comT?uru boards to engage ,researph p nershlps that:co duct 
pubbc health actIln-Oflented studies. 

What types of vo~en are and re not receiving p~e~tau:are? . . 

A recent CDC puohc~tlOn (Obstet Gy ecol1996~87:575-8 ) mdlc~ted:tr nds m the pe~ce tage 
ofwo~en whon:feiv~.d no prenatal carr.,e in the Unite~ Stat shave jChapg, d over time-ifr~ 
1.3% m 1980 to 4.2%m 1989. The percentages declmed t 1:7% In 199 . Thechang~s these 
trends in the earl~ 1980s were due to 1increase in the ris s of no prena 1 care in all ~o ,en. 
Thus, all wom~n r:er~ at increasing ri . s of no prenatal c. . Ho~ever, uring the 199~S, most 
of the chan~es in psk~ of n? p~enatal are were due t~ an ~rease In ili,e ercent~ge of ~l. s to 

women, at high, deF, o~"r~p,hlc nsk of ndprenatal car~, mclu mg n:erO,p:01 tan residen.ts,! 
unmarned wome~, foreIgn-born worn n, women WIth less an nine year of educatlOq, a d 
women wi~ less ,han!one ~ea: betwee bi~s. This in~re se in thr perc ~ta~e ofbirt~s t1women at high d o~raphic nsk sho IS no SIgn of abatmg. The mfmusc Ipt IS attacheq fo 
furth~r descriptio of dle research. . 

I 
I 
I 
I 
I 

: ,I 

, 
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N0 Pren~tal Carei . thf·. nited ~tites,Receive 
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0ti1e~he PercJntage of 

he pe1980-19 2:!,ContriHrutions of 
I " 

,and Risk Effects I 
, ,I ;

LAURIE D. EL -EVANS, PhD, M'f;LISSA M. ADAM, PhD,! PAU 

JOHN L. KIEL y, iPhD, AND JAMES,S. MARKS, MD . : . 

Objective: To detennije if the increase in the ptcentage of 
women who received no prenatal care in the Uhited States 
relative to 1980 (from ~3% '1,n 1980 to 2.2% in 19~9 ,and 1.7% 
in 1992) was due to'in Teasing risks of no care i~ subgroups 
of women or increasi g pe;rcentages of births tp women at 

high demographic ris of ~o care. ~ 
Methods: We analyz d U.~. birth certificates f r the period 

1980-1992. The annu I adJusted odds of no p enatal care 
, relative to 1980 were c mpu;ted by logistic regres ion models 

that included year, rna emil characteristics, and ,'nteractions 
o'f these characteristic I wit~ year. We also ~xamiped changes 
in the annual distribu~ions! of births by maternfl charader­

istics. ~I , ; • 

Results: The risk 0 no prenatal care in mos subgroups 
increase~ during the arly!1980s, peaked, in th late 19805, 
and declined thereafty: For example, among bl ck women, 
the adjusted risk of n~carej more than doubled rom 1980 to 
1989. Throughout the 980s and into the 1990s, he percent-, 
age of births to wome at ijigh demographicris of no care 
increased. This inere' se in the percentage f births to" 
women at high demo raphk risk shows no sig of abating. 

Conclusions: Durin the! 1980s~ increasing r~ks in sub· 
groups of women dro e tM increase in the crude rate of no 


, pren, atal care. Despite ecre,:ases in the risks of n~ care in .the 

early ~990s, increasin perc'entages of births to omen with 

high demographic ris fori no care prevented a decrease in 
the crude rate to the 1 '80 le'vel. (Obstet Gynuol 996;87:575':" 
SID ;, 

, J
1 

, 

. . , . ~; . 
Lack of prenatal car can be viewed as a fa~lure of our 
health care system t 	.protide an essential.se'vice. fn the 

, ,i' . . 
I 

From· the Division of ReprQdw;/i1.'f! Ht'ulth. Nl.lliol /' Om!.:r for 
Cnrollic Disease Prevenlio l11nd:Heallll Promo/i,m. mid Di,';sionof 
Health and Utilization A Jllysi~. Office Of Allaly~is. E Iliology and . , 
Health Promotion, Natia al Ce}lter lor HI!I!ItII Statistic~, eelite)", for 
Disease COIl/rol arId Prcv lltiOIl,: Atlanta, G<'Clrgill. I' 

, ,', I ' 

United tates, arpong 
use was known, ;the c 
received! no pren~tal Fa 

Who; 1 

ographjlc 
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M. GARGIULfO, PhD,' 
, i 
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I 
iI, 

omen for whorr ptenatai care 
de percentage of \J,omen whO. 

increased frort' 1. 9c in 19801
, 

to 2.2% n 1989,2 then'de lined to 1.7% 1Ft 19 23 Despite 
this rec t improlVem:en and small overr,lI ercentages; 
68,6~7 f the 3,9f6's09 v~men w~o deHvered in 1992 
recelV no pren~tal ca e: ' 

The c use of t~e incre se in the percef!tag of wometl 
. • l . I ", 

who re eived np pr:en tal, care during t e 19805 i~ 
unkno n. Investigator have demon5~rat d that the 
risk for 0 pren~tal ~ar is higher for V;'o n who ar~ 
teenage s, unmatried, lack, or of other r cial/ethnic 
grou;P5; ave less; thar 1 years ~f edu~a:tio~; were borll 
outside f the U.~.; and have given blr~h t more than 
two chi dren:'-bi Th~ urposeof this; st dy was 10. 

e if the jnation I increase in th~p rcentage o( 
ho rec~ivedn prenatal care rela ive to 1980 
to incrIeasihg risks for no pren tal care i~ 

subgro s of w9meh risk effect) o~ to increasini 
percent ges of bfrtM t women at high d mographiS, 
risk of prenat*lcare a demographicieffe t), We als~ 
conside ed whether :an increase in thie r te of ver~ 
pretenn delivery!couid ave contributed to he nation;i 
increase in no p(enatal are. We want~d t determin~ 
whethe women Iwhq, ight have obtai~ed care in the 
third Iri ester m~sseQ t e opportunity tp d so becaus~, 
of prete m deliv~ry. 'Th's information ,5 u ful inad~ 
dressin ' the need fpr health services! an ~ directin~ 
futu~e e orts to ~rovid 

Materi Is and jMeth ds . 
. " I: ;; 

Data w re deriv~d from birth certificates!:o 
1980-19 2 for live birth to U.S. residents. 
receive no pren~tal tar ' ! 

; • l 

the period! 
'omen whd 
m the ite~ 
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Table 1 .. Pe centages lof W,on en Who Receive~ No Prenatal 
on the birth certificate indicating the month f preg­ ere, by Ma,~ern.il (haracteristics, Uruted States, 
nancy in v,Ihich prena al care was initiated. Women 19~O-1992: . 
were classified as havi g nQ prenatal care if "n prena­ Year of infant'~ bir h 
tal care" was indicated on the certificate. Wo en with 

198 1985 1990missing data on prena I ca:re initiation were lassified 
in a separate category s "~issing." Prenatal ~are data Crude perc\!n age of ~ 
were available from t e 50 states and the District of women wtjo received' 

no prena ta careColumbia. A total of 4 ,899(230 live births occ~1rred in 
Characteristic

the U.s. during 1980- 992.!We .excluded 58,0 0 births Age (yl 
<0.1 %) to foreign resi ents (which includes, for this <15 

analysis, women in th U.~. territories and ot~er pos­ 15-17 
18-19sessions, such as Pu rto Rico and the U.S, Virgin 
20-24 

Islands) and 1,121,257 irth~ (2.27c) because ofi missing 25-29 
data on prenatal care i itiatlon. We examined t~ends for 	 30-34 

35-39subgroups of women efin~d by maternal chfacteris­
40-44 

tics. of age, race, resi ense. (metropoli~an ~f oth.er), 
mantal status, countr of birth, education, lr.terblrth Race 

2:45 

Whiteinterval,' and parity. xcept for education, Idata on 
Black

variables used in our a alYS:ls were available frtm all 51 . Other· 
reporting areas for the entire study period. T~e collec­ Residence 
tion of data on educat' on iIilcreased from 47 sates and Metropo itan 

Other"the District of Columb a in J980 to all 50 state and the . 
Marital sta us 

District of Columbia i 1.992. In women age 20 years Married 
and older, we conside ed fjve categories of e ,ucation: Other· 

Country 0 birthtless than 9 years, 9-1) ears, 12 years, 13-15 y'ars, and 
United ( tates

16 years or more. We a so e~amined no prenatan care for Other· 
women whose educati n was not stated .(mis+ng) and Education y)t 

<9states in which educa ion [was not reported~1 Because 
teenagers have not ad the opportunity to acquire 	 9-11 

t 12 
advanced education, a I teenagers (under age ~O years) 13-15 

2:16were analyzed as a se arat~ category~ 
Age <2To determine wheth r t~ere were increasin risks of 
Not stat d 

no prenatal care in su grOl.lps of women (a ri k effect), Not rep rted" . 
we initially computed nm1a1 risks of no pren tal care. 'Interbirth nterval ~mbl 
To control for confou di~g, we computed a jseries ~f <12 

12-23logistic regression mo els.: Each model comFluted the 
24-35 

adjusted odds for no prenatal care in a giten year 36~47 

relative to 1980. Each model included a \'a~iable for 	 48-71 

year, age, r~ce, reside ce (tnetropolitan or at er), mar­
Not stat dital status, country of irth} education, interbi th inter­
First pr gnancy


val, parity; and interac ionsiof these variables 'ith year. 
 Parity 
All variables were ca egorjica\. To determine whether '1 

there were increasing erc$tages of births to omen at 2 
3

high demographic ris ofi no prenatal care 4 
;graphiC effect),'We co put~ the ann~al distri 5 j. 

live births by mate 1 c~aracteristics. To etermine 

Not sta 
 dwhether the rate ofve y pr~terffi'delivery incr ased, we 

Birth .wei~ ht (gl
examined the distribu ion bf women deliveri g infants <1500 
with birth weights Ie th4n 1500 g. Birth wiight was 	 1500-2'~9 

-=2;;00used as a proxy for ver .pr~term deliveribec}se of the 
Not 5ta dlarge percentage of m ssin~ values for gestat onal age 
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7. 
3. 
1. 
5. 

1.7 2.0 1.7r 

t 5.66.3 6.5 
3.9 4.0 .7 3.3 
3.1 3.4 .1 2.8 

}2.0 2.5 .4 2.1 

1.1 1.5 1.5 1.4 

1.0 1.2 t .2 1.1 

1.4, 1.4 j.4 1.3 
2.4 1.9 1'9 
4.6 2.8 f'2 
1.3 1.4 .4 

3.4 4.7 .6 
1.8 1.6 6 

\ 

1.8 2.1 ·1 
1.4 1.3 : .3 

0.9 0.9 .9 

4.3 4.7 : .41, 
.7 1.51.4 1.7 

; 

3.5 3.4 13.1 2.7 

4.3 5.3 : . p.O 4.3 
3.5 45 : ~.4 3.9 

'1.2 !1.7 .6 1.5 
0.6 . 0.8 i 0.8 0.7 

.3 0.30.2 0.3 
3.0 3.7 i p.5 3.0 
4.6 6.6 : ~.O 6.3 
2.3 .1.0 ; p.9 0.0 

I
4.74.3 ~:~ 3.22.6 

, 1.6 1.51.3 
1.2 1.10.9 
1.2 1.11.0 
1.3 1.2,1.0 
5.7 5.34.6 
1.3 1.21.3 

1.3 1.21.3 1.4 

1.4 1.5 1.5 1.3 
1.9 2.3 2.2 2.0 
3.1 3.7, 3.7 3.3 
4.5 5.6! 5.7 5.2 

6.4 8.2! 8.2 82 
1.8 5.7! 5.3 5.6 

8.6 10.6 i 0.5 9.1 

4.0 5.0: 5.0 4.5 

1.5 1.7: 1.6 1.5 
8.1 10.8:' 1~5 9.5 

• Other in tudes not ~tated, 	 ;and our concerns abo t the inaccuracy of this measure. 
Materna education!tabul;ate for women aged 2P ye rs or older. 

The adjustment met od pf Das Gupta i 
,8 ws used to 

T 

• The fall wingstat~s di9 n t request informa\ion pn maternal 
compute the relative contributions of the sk effect education 'cr birth certific~tes: California (1980-]988) New York 

(]988 -1991) Texas (19~O-March 1989), ~nd Washington 1980-1991).(increasing risks of n prenatal care in subgroups of 
; 	 I 
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Table 2. P""nt'g' Di, 'ibUL. of Ch,,,,,,,,,J 01 
Women Who elivJ.,red Live-Barn'Infanjl , United 
States, \980-1<;;92 i . 

: Year of infant's·birth I 

1980 i 985 1990 19911' 1992 

0 3'975,429 ",068,~09 4.022.,5 3,'i76.509 

" Other includes not stat d. ' 1 

t Maternal education tab lated for women aged 20 ye~rs or older. 
'The follOWing states did not request Information ~n maternal 

educatIon on birth certifi ates 'California 0980-19B8l) New York 
(1988-19911. Texas 0980-/1. arch}989l. and Washington fI980-1991l. 

.' I 
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women) nd the ~eIT1og aphic effect (jAcre ~ing per­
centages f births ito \oVO en at high de~og aphic risk 
of rio pre atal care~ in ~he overall increas~ in rude rates 
of no pre atal care;. First, e computed n,e d' erence in 

. the crude rate of nr pr~na al care betweer) ou 
year (198 ) and e~ch 5u sequent year. ,*,e 
tioned th s differe~ce int a component due 
effect an a comp+nerit ue to the demdgra 
The risk nd denlogr~p ic effects were ieo 

reference 
hen parti­
0 the risk 
hic effect. 
puted by 

N 
Characteristics 

Age (yl 
<IS 
15-17 
18-19 
20-24 
25-29 
30-34 
35-39 
40-44 
~45 

Race' 

White 

Black 

Other" 


Residenc'e 
Metropolitan 
Other" 

Marital status 
Married 
Other' 

. Country of birth 
United States 
Other' 

Education (yl' 
<9 
9-11 
12 
13-15 
2:16 . 

Age <20 

Not stated 

Not reported' 


Interbirth 
interval (mo) 
<12 :. 
12-23 
24-35 
36-47 
48-71 

Not stated 
'First pregnancy 

Parity 
1 

2 

4 
5 
~6 

Not sta'ted 
Birth \:"'eight (g) 

<1500 
1500-2499 
22500 
Not stated 

3,512.6 

0.3 
5.4 
9.7 

33.9 

. 30.8 


15.3 
3.9 
0.6 

0.0 

80.5 
16.2 
3.4 

74.5 
25.5 

81.7 
18.3 

89.8 
10.2 

2.3 
8.6 

30.7 
13.8 
11.1 
12.3 
0.7 

20. 

1.5 
12.2 
11. 
7.6 
7.9 
7. 
8.S 

43.C 

43.C 
3Ls 
14.9 

5.6 
2. 
2.( 
0.' 

1.1 
5.~ 

93.1 
0.• 

• 0.3 

: 4.4 


. i7.9. 

SO.3 
32.0 
18.6 
'; 5.7 
: 0.8 
; 0.0 

79.8. 
~6.0

i 4.2 

76.6 

t;'82 

; 
'88.2 
'11.8 

; 1.8 
; 7.8 
:29.2 
:15.1 . 
:12.9 
: 9.8 
i 0.8 
;22.6 

! 1.6 
:12.4 
'12.2 
; 8.2 

i 8.6 
: 7.8' 
i 7.8 
~41.3 

i41.5 
133.1 
'15.6 

. ! 5.7 
i 2.1 
i 1.7 
! 0.4 

'1.2 
i 5.5 
;93.3 
: 0.1 

0.3 
.4.4 
8.1 

26.3 
30.8 
21.4 
7.6 
1.2 

QO 

7,9 A 
16.3 
. 4.4 

80.0 

20.0 

72.3 
27.7 

84.5 
15.5 

4.5 
9.7 

3];9 

16,4 
12.2 

1..0 
5.8 

14.2 
13.0 
8.5 
9.1 
9.2 
3.j 

40.7 

40.7 
32.2 
16.4 
6.3 . 

2.3 
1.8 
0.4 

1.2 
5.6 

931 
0.1 

0.31 
4.6 
8.0 1 

2651 
29.71 
21.6 

8.11 
D 

I
Q, 

79.1' 
16.414., 

80.(\ 

201 

70.71 
29.~ 

I 
837 

1 

16.31 

4.6 
99: 

31.~ 
18.~ 
16j 
12.~ 

O.~ 

:J 

14.~
13.q 
8.~
9.g.
9·S 
3.~ 

:.6
32. j 
16·1 


. 6.~ 


2·1 
1.:\ 

0'1 
1. 
5.'1 

92.~ 
0.1' 

0.3 
4.6 
7.8 

26.3 
29.1 
22.1 
8.5 
1.4 

QJ 

79.1 
16.3 
4.6 

80.1 

19.9 

70.2 
29.8 

83.0 
17.0 

4.8 
10.1 
32.4 
20.2 
18.7 
12.7 

1.1 
0.0 

2.1 
14.3 . 
135 
8.6 
8.9 
9.0 
3.4 

40.2 

40.2 
32.4 

16.4 
6.4 
2.4 
1.9 

0.3 

1.2 
5.7 

93.0 
0.1 

producin two set~ of~dj sted rates. ForJthe risk effect, 
we creat d a sta~da~d population anq. a plied the 
observed annual'tisk for each subgroup: of omen to 
the stan~ rd P9Pu~ati9n. he ri~k effect ias djusted to 
reduce bl ses froIl} de~o raphlc change~ be "een sub­
groups fr m year io y~ar. The standard ppp ation was 
a demog aphic di~tribi.Jti n across all m~ter al charac­
teristics, veraged! ambn all possible pair of years. 

I . I I' 

Similarly for the iJemp aphic effect, w¢ cr ated stan­
.. dard ris for subgroups' f women and appli d them to 

the obse ved annpal dis ibutions of liye irths. The 
demogra· hic effec~ w~s a,l::ijusted to redufe b'ases from 
changes nrisk ~ithin subgroups fromi ye r to year. 
This sta dard se~ of.'ris s for rio pren~tal care is a 
distributi n acros~ all aternal charac~er~-J 'cs, aver-­
aged am ng all fossibl pairs of year~. ulse of this 
standard populatipn ard standard set ofi ris s allowed 
the "risk ffect" arid "qe ographic effect'i' to urn to the 

'! . I 
change i crude tate! of no prenatal c'lre etween a 
given ye r and 19~0. "thi internal consis,ten yallowed 
us to aS5 55 the relatiye mportance of dha ging risks 

. I., I 

versus c nging d~mdgr phics without f~ar hat one of 
these effe ts had cbnfQu 

! 

Results 

We inel ded 48,*19,953 
Overall, 57,732 <1.8%~ 0 

who rece ved no wrenata 
tation, re ults in tables 

: ; 

ed the other's'!esti ates_
•. 

live births in ithi analysis. 
these births \~ere to women 
care. To simpl#y.~ e presen­
, 2, and 3 were r -tricted to 

I 

selected ears (19$0, 1~8 , 1990,1991, anfj 1 92). 
Annua percenthesiof no prenatal car~ w re highest 

for worn n younger ~h IS years (5.~-6. %), black 
women ( .7-4.7%~, m~tr politan reside~ts 1.4-2.1%), 
unmarri womel} (3.~- .7%), foreign-b~rn omen (ie; 
women orn outs~de 9f t e SO states andi the DistriCt of 
Columbi ) (2.7-3_~%), iW men with less ~han 9 years of 
educatio (3.7-5.~%),: w men with les~ th n 1 year 
between irths(3.~-5.1l%, and women \fho had given 
birth to ix or mqre (jhil ren (4.6-8.2%i (T ble 1). Of 
note is t nearly ~biquit us increase.in ~he isks of no 
prenatal are in s~bgr6u 5 of women durin the 19805, 
followed by th~ dFcli~es in the early 199,.PS' tXCeptions' 
to these. ends m9lud~w men who wer~ 01 er than 34 
years, of races otlier tha 

, • 
black or white~ co lege.grad­
. i I 
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Table 3, Increase in Crude R~te of No Prenatal Care Relative to 1980; Unite '5f"~'1980J 
19921980 1985 J990 ; 1991 ; 

I' 76,864 , 68.65746211 MA67 89;406'No. of women with nc pren~tal d~e 
Crude rate of no prenatal c<re" (~) 1.38 . 1.72 I i2,03 i' 1.73 

: , 0.35 (] OO'}) . 
1.97 

0,661000<;( ) 0.60 (100<;(,) 0.35 (l009d 

Increase 'due to increasing ifks o~ no prenatal care 
Absolute' increase in no pr~niltal ;.,a.re, relative te, 1%0 

0.29 (82.6<;,) 0,38:(583'10) I 0.26144.3%) 0.D3 (8,2%) 

in subgroups: risk effect (r' of 4bsolute increase) : 

. 0.06 (17,4'7,.) . 0.33 (557<;;·) 0.32 (918%) Increase due to increasing ~rcentages of births to 
: iwomen at high demogra hic rifk of no 'prenatal 


care: demogr"phIc effect (,1< of ~bsolute Increase) 


• Crude rates may dIffer bl:5O 06'1 from rates computed using raw counts from butr. c rtlflCates (Table 1) 

excluded birth certlficates " th missing maternal characterst!cs cata needed for adjust en!. : 


• Risk and demographic e "cts ,may not sum to absoluf mcrease because of roundi . 
I . 

uates, and wom~n W 0 ha,d given bkth to 5il or rno,. , 1992), un arried fomen ,(from 18.3% in ~98 to 29$% 

chlldren. I: I' in 1992), oreign-bOrn w men (from 10.1% n 1980 to 


In general. the ann~al a~;usted odds (or risk) of.no 17.0% in 1·199nwom,en with less tha~ 9 vears of 

prenatal care increase . from 1980 through the 'ate 1980s - . education (from ~.3'7c. in 1980 to 4.8% ~n 992), and 


,in most subgroups f w6tnen:For example, .amQng .. women wHh less t6an i y ar beh','een bir~hs ( rom 1.5.% 

n~arrjed women, .whewe adjusted for other Imaternal in 1980 t • 2.1 % in; 1992) Table 2). The perc ntages of 

characteristics'~md in eractionso( these char~cteristics 'Vomen Who, w re metr6polita~ r idents or 

with year, the adjuste oqds of no prenatal Care were had sDort intervalsbety-, n births in~rea~ed uring the' 

1.5 times. higher ih' 1 87 than,in 1980 (Figure 1) and 19805 an stabiiifedth' reafter. The Ftrc ntages of 

a:nong ~lack wome.n, the adjusted odds were, 2.2 times nmarri~dor f reign-born wOl}1en increased 


. hlgher' In 1989 (Fig re .4.). For most sub9roups of steadily uring the SGud 1 .period. The ~er entage of 

women, the 'annual a ;ust~d odas of no prepatal care births to 'omen t~it~ 1 5 Ulan 9 year~ of education 

peaked. in the late 1. 80s ,and declined the~eafter. In decrease from 19~~ (2.3 ) to 1985 0.8%)jan increased 

19:'2, most subgroup o(.:"pmen continu€9 to have in the ear y .1990s (4.5-'4, o/c). Thepercentag of births 

ad Justed odds of no ren~tal care that were rbove the to citDer . oups at !high d mographic ris~ for no prena­

. 1980 rderence value 0 1.0 indicating an incre1sein risk. . tal ,care younger! than,S years, black: w men, and . 

Subgroups vvith odd of .no prenatal care that were' wom~n \lh~ had ~iven *irth to six OTri'tO~ children) 

below the 1.0 referen e value in 1992 includt:!d unmar- . remamed fairly st~ble :dubng the study pen d . 


. ried women, women i"ing in rural areas. anr foreign-' . ,T~e pe cen.tage lof'ro~en with' very ~ret :m births 

born w-omen. . . i· . "i . (defmed ere as i;,lrthw 19htunder lS0P g mcreased 


The percentage of 
live, births iI1creased in several "from 1.1% in ]980!to r,2 in 1985 and rama' ed stable 

demographicgroups 
 t high risk for no pre~ataIcare: . th~reafte~ (Table 2jl' 

metropolitan resident 
 (from 74.5% in.1980 tj80.1'7c in In 1981 the al,.~lute i cr~aSe in the ''fde "te of no' 

. i 
2.4 ~--,-...,..;--..,.--t--'---:-'-----+I-'----i 

2.2 

2.0 

o o ._ 

i 1.8 .,a:: 
:;,1.4 

'0 ~ 01.2 I1.0 

0,81 
'. 0.6 ,............,..........,..--..,.-.'o-'t ............. ~.,............-r......."T"'"......,.......+ro~,.....~ 


eo 81 82 83 
 8$ 86 87 88 89 .. 90 91 102.,.
Veer 

M4rrled •••• Otller 

Figure 1. Trends in adjust (ld~s ratio> of no preMlill C ,fe r.y maritill figu.r~ 2. rend~ in aJjusted O~d5 ratios of no pren: atajcare by race,..... •. 

status.Unilt'<i States. 198() 1992. [<Referent for odds ranT' 198Q.) . Unit~~ Stat $,]980-19.92 (Referent for odd~ratios! 198.J. .; 
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prenatal care rela ive ito 1980 \-vas. 0.35~ (Table 3), 
Approximately 83 of this increase was d~e to increas­
ing risks of no pr nata,l care in subgroup,s of women 
(the risk effect) an "17% was due to increa ing percent­
ages of births to w ,meri at high demograp ic risk of no 
prenatal care (the dert\Ographic effect): n 1990 and 
subsequent years, ma~ler perceI}tagesbfthe increase 
relative to 1980 ere idtie to increasing risks of. no 
prenatal care in s gro;Ups of womeni an larger per~ 
centages were due.? ini:reasing percentag s of births to 
women at high de " ographic risk of no pr atal care. In 
fact, by 1992, 92% of t~e absolute increa~e rela,bve to 
1980 was due to an increase in the percenta~e of women 
giving birth who ere?t high demograph~c risk for no 
prenatal care. I '. 

,I 
Discussion 

In the early 19805, i creasing risks of no pr 'natal care in 

, subgroups of worn n (tpe risk effect) drov the national 

increase in the C de rate of no prenatal care. By the 

early 1990s,howe er, I,'r,'creasing per,centa es of births· 
to women at high emographie risk ofno renatal care,1
(the demographic ffed) were responsibl for most of ' 

the increase in the rUd~,' rate Of, no prena, tat,·care .relative 
to 1980. This lncpase ,In' the percentage of births to 
women at high d mographic risk sho~ no sign of 
abating. In fact, in the :early 1990s, the in rease in the 
percentage of birth to women at high dem~graPhic risk 

, nearly offset' the de, reas,es in therisk of. no renatal care 
in subgroups of w meJ1. The birth weigh distribution 
was stable,' sugge ting: that the rate of ~ery preterm 
delivery did not i creai;e substantially. T~:us, a dimin­
ished opportur:ity or ~omen to obtain tliird-trimester 
prenatal'care beca se of very preterm birt~.s is unlikely 
to have accounted for the increase in the trude rate of 

1 • I 

no prenatal care. :: , 'i' . 
This study spe ifically analyzed' wo~en who re­

ceived no prenat lear-e. Other researc ers9 
-

12 
, have 

combined women ho !initiate care in the hird trimes­
ter with those wh reqeive no care at al , We looked 
specifically at wo n w,ith no prenatal car because our 
previous analyses had ishownthat they iffered from 

, women who obtai ed dare in the third tri ester. IS For 
I example, compare wiih women who ini '"ted care in 

the third trimeste 'thqse who received '0 care were I more likely to be oder, lblack, ,and unmarr' d;have less 
than 2 years betwe nbitths and have giverl birth to four 
or more children; a~e! been born outSid1 of the U,S.; 
live in urban areas and; have achieved lesT than a high 
school education. his! differentiation is important in 
developing and co duc!ting targeted inter~entions. 

This analysis has sev~ral streng,ths: First, we analyzed 
data from all 50 st tes and the Dlstnct of olumbl3 for 
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a 13· '" P"i~d. s.lnd, the largei a unt of d~ta 
allow d us to a:djust if the effects of 1m erous mater­
nal ch racteristks. Thi d, we used a s~ph sticated te~h­
niqueto permi!t parti ioning of the o~rer II increase iin 
crude ates of ~o pre tal care into th;e p rcentage djle 
to inc easing ri~ks of 0 prenatal carf in subgroups 10f 
wome ,and tht perce tage due to lnFre sing percent­
ages 0 births tci> WOIn n at high demogra hie risk of no 
prena 1 care, Ih ad~it on, this methodolo y allowed ks 
to adj st simulfanepu ly for multiple fact rs (ie, matJr~ 
naJch racteris$cs rpe tioned previously) , ' 
T~~ analysis ~as at east three limitftio s, First, bi~th 

certlfi ate data P,ay,: n*be accu,rate. In; fac , no standa,rd 
meth exists lfor In suring prenat~! <: re initiati'1n. 
Data, rom bir~h certi kates and qu~stio naires com­
pleted by the rrtother 6-30 months po~tpa tum identi~fy 
similaf percent~ges' Ofi'womenWhO re~ei\ no prena~aI 
care, *hough~hey ;do not nece,ssarily ,~de tiiy the sa~,'e 
wom~'. For example, in a national sam Ie of wom~n 
who g ve birth! in 198 , among those ~h were identi­
fied b eithe;i the' b rth certificate lor he matenial 
questi nn~ire a~ ~a;vi g received no p~en taf care, 0r¥Y 
33% ere-Iden~lfied b, both sources. 11 Se ond, appro,x­

imate!12O/C Of, t, h"e b, irt .,5 were exclude1 be ause data 0.;, n 
prena I care i!niti<;tio were missing, ese missi~g 
data c uld haye cause~ us to overesti~at or under~s­
timate the pe~centag of \-\T0men ..tho received rio 
prenat 1 care, F:ihaqy, ecause we lackied reliable \"lay 
to ass ss changes in he rate of pre term delivery, ~e 
canno rule ou~ that a small part of tJ\e i crease in the 
crude rate of~o .pre tal care could! be elated to ~n 
increa e iri pret~rmjbi ths. However, tre s abilitv of the 
birth ~ eight dtstri~ut on suggests that a y ch~nge in 

the ral'" oiPrete,' rmd,:,el very was likelyl to e very sma',~L 
No renatallcar~ S ould be regarqed as a sentin;eJ' 

health event. Such: a event is defined s a negative 
health state t~at i:s 'eemed to be !a~ 'dable givJn 
curren, medical,and p blic health kno~l ge and tech­
nolog~.15.J6Th~ impo ~ance of prenat~1 c re is widely 
accept d, and f~der<ll nd state efforts 4re eing made ~o 
provi e such c4reto a I women. Locallinv stigations bf 
a sam Ie of tmese: e isodes of no p,ren tal care are 

. dJ,fini~g and implemen~in appropriate' 
interV ntions. J ,i ,; . 
. The oteworqhy dec ease in the crude n tional rate bf 
no pr atal car~ thJt curredd~ringlthe period 1991­
1992.3,1 fol1ow~ the implementatioh of federal' a~d 
state rogramsl in~he late 19805 to rtdu e biuriers to 
prenat I care.18.p9 Ho ver, it is too so<i>n t tell whethh 
thisd' rease signal~ a ong-term trend! 0'[ ewer wom~n . 
not re eiving 9are, , T e current patt~rn f increasi~g 
perce tages of [births 0 women at h~gh emograph~c 
risk fo no pre*ata( c re could revers? th decrease in 
the ,cr de rate.; He~lt agencies should se results hf 

! ! 

vans et .11 No Prell till Care 579Ehlm­ ,
I 

http:care.18.p9
http:sources.11


, 	 ' 

local studies of women w 0 r~ceived no prenatalfare to 
target groups of women t hig.h risk of no p~enat I care. 
Interventions for high- ·sk women can mclu e the 
provi:ion ~f care that is cceP:.tablel culturall~' se~Sitive, 
and financIally assessabl as well as the. sOCIal s prort

I 

needed to use that care. imply stated, no prena I care· 
should serve as an aud t of ;the quality of the Ipublic 

health ·system. : 

, I 
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: .' '·A key factor in preventing I,),N birthweight and related ca~ses of. 'ipfant 'mort'aJity: is' .,,: ,:' ~'~:. ',', 
early and continuous health ('Sio? for all pregnant women. 8abies born to women: wnoJ'~+ 
receive n~ prenatal c~re ar0 :''',ree times more likely to be born ~i1:h:'IO,": '6irt:~w.tiigpt', 'J:> (/ ' 
and five tlm!s more likely to '~Ie than those whose mothers receive car~ in'their ~inn "'; ~.x: ~ 
tr~mester. ~et 20 percent ,:' pregnant women don't seek health care.,i~ t~eir. fi,rs* . ~, 

tnmester.)" ' . . ' " ,:" \ ,
Nattonal Cen[,.~.· ;,:,r Health StatistIcS. June 24, 1996. Advanr;,e RePort,' ~' 
of Final N?ra/f;' ~ _,Siar/sties, U.S. 1994 final data. Hyattsvi"e~ MO: PHS;' , 
CDC. Monthl:,' ";:al Statistics Report, vol. 44(11), p. 14. "For 1994, 8(;', f 

percent of m~: .. 2fS began care in the first trimester of pregnancy, '1 : 
compared wit:', :9 percent for 1993, and 78 percent for 1992." r 

National Cem,,:," ,-)T Health Stariscfcs. [exact statement was "five ti~es' '~~~':, 
mc:re likel":, to (:;: [han those whose mothers receive care in thei~ fi,~"S." :"":.,"f<,?;:;",, 
tnmester. j ,",~, ;" ,'"=:' 

, , ' , ~.,>, 

U.S. Departm0nt of Health and Human Services, Public H~alth Servi~e.',: , ~,' >t',', 
July 1995, !i~L:;~j'y People 2000 Review 1994~ Washington, D.C.: U.S~ 
Gavernmem ,','7ting Office, p. 81. "An expectant mother with no: 'X.': :",' 
prenaral care:'/vee times as likely to have a low-birthweight baby~'~'" 94];:t " 

,,' . ,'i":" ,\S'~'Jx 

ItMinority women receive 1(::;:3 prenatal care than white women. Ab~~t'Qne-:"third'of ':: ~~~:~ 
African-American, Hispanic:: :'d Native American women receive nQl'~[e'natal;c~rec.a~~~ ,'~'9 , 
all, or don't obtain prenat2! C:2re until their last trime.ster of p.regna~c,Y"t.:q"o,,rn,}?~~~".'d::,,~~:t; ;" .~~\)' 
a national average of 20 pe:'c::i1t of all women who fall to receive prenatal"caE~ ICl ti'lelr·. .' ~ 
fir~t trimester. Asian ,t..m,0:.;::::.:ns are the exception among the minorif~)~~~.~!~~}?,?s'~~ ':1,', ~ 
With 20 percent .not obtaln: I 

':(:, early prenatal. c~re. " ·':...~:'::\:>')',I:' '\ 
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Prelhi1i~ry>Data Frotrt the CENTER~ FOR~SEA$E 'o:.>NTROLAND PREVENTIONlNationaJ Center for Health Statistics 

..'.:~. '.- . "':<t~~'tjt;::~.. ' 
-:'~~;:;~<" . Birth7$J'Cf::,~ath$: United States, 1995 

,'~. t.;.;~c':; . by Harry M. ROSeflc.erg;?h·.O.; Stephanie J. Ventura. AM.; Jeffrey D. Maurer, M.S.;' 
···~~·::O:.;.;;;h." Robe.rt L Heuser, M.A.; a·.1d M:~ Anne Freedman, MA.Division of VrtaJ Statistics 

.. A~S.{s:.cift;~:r~· ,:"': :·~.~::~1t·.t} ~~', '.' '." 

Objec:t:ive,s.,-"fbjs report prcscllLS pl~"limillar:/'l99S data 011 births and deaths in 

the Uaited'States fro$ new statistical $:.ri~ ·from the' National Center for Health 
'. Statistia-'·i;J.~. ~ta on}>irtbs are sho"''1:"by,:~Se._~ and Hispanic origin of mother: 

. ' N;J(ionill jO&~t.ate da~ on marital' stat'is;tpi'Qatat :~~ cesarean delivezy. aDd low 
birui~eii?tr.~ also presented. M~:l;lj~-a::':;prescated include life expec::taney, 
kadi.ng~Q~ of death. and infant m6·~rtJ.;';~;:'~~l(.· : . 

M~":"'Da.ta in this retx:rt are.~~:".;~~~90-perc:eqI samples of.1995?irths 
and dei~: .The records are weighted w~lDqep;bde!lt colltrol counts of births. illfant 

"'r'~ ·~;!lbS.'~titii!q~ deaths rciistered in s~~"'!.~·stati5tics offio:s during 1995. Final 
':~. ~ ~ ,ata .f,,!·l99Sin.ay difrer from the P(cJir;:i~~'Y estimates.. 
;v~er Rq~-Preli:a:!.i.rwy data show tbt{t:5r$s and birth and fertility rates g~erally 

, decline(fun.995. especially for teetl2ge<'S @'{r<;tce.at); the teen rate'M1S 56.9 births per 
1.000 w(iai.eti:· Xged 15:--19 yc:ars: The !l~ late;, and ratio of births to. unmarried 
mothers·.all Oeclined, t~e first time ill, u:ig#:4~ have dropped simultaneouSly since 
1940. Fo~iF~ ~"rth coD:secutive year, p~ f#1u~ deUvery rate declined aDd thecate 
for pre.aat¥c:ue :utilization improved. The .~Cr3.U,lpvibirthwclghtrate was Ullchanged 
at 7;3 per2ent~::A: <:' ,,' , --:' .\~:r:r~i;~;. 

. Tb.e:l~'S,;p're!.i.toiDiry infa.oc lllo~":l:r;ii:C'reached a record low of 1.5 infant 
deaths per",I~OC<i'.:Uve births,v.-ith ~cd0~d'~~ :!Icllleved for the white aJ;1d black 
popu1atiQiis:J'W:fe::e~ey m.atciied.ilicr~jd high of 75.8 yeazs atl:a.iDc.d in 199Z. 
The ~"d~c:s ill age-adjuste:d d-2!:::::J:l:l~,.amoug the leading causes of death 

, ""ere, for::tl\-)~~:~c Iivcr·d,ise.:;:S.~ ~~di:inil.osis. and acc:idents. Mortality also 
decreascif:f9r 'f~ inpmes. ,driJg:illdt.~~hs, ~d alcohol-i.nOuced deaths. The 
age-adj~ ~¢.alli"!'3te for diabete2.~~~ R>r the fiIst rime, the ago-adjusted 
death ~,b.·a~:!fuunUllodeficl~~;~~"":'~-illf(".dioll did not increase. 
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hitroduction 
This issue introduces a new statisti­

cal series, based OQ a new approach to 
collect aDd pli:x::essvital statistics data 
aDd a' new publication plan. for the 
National Vi'tal StatiStics System. The new' 
approach fot Vital statistics ~tes the 
flow of data from the States to the 

,National Center fPr Health Statistics 
(NCHS) and makes it possible to publish 
more detailed findings on a faster 
Schedule.· 

WIth this pubIieatioll, NCHS begfus 
'a ,1Jt:W sta.tistical series: ~imiDary vital. . 
statistics data based on a substantial 
sample of records, incl~ detaik.dtabu­
lations from the natality -as wcll as mar· 
tality files. Initially. NCHS will publish 
tbcse prclim.illa:ry data semiannUally; how­

'ever. its goal is to' pUblish the data quar· 
terly. This issue shows pre1im.in.ary birth 
aod death data: for caleadar year 1995 as 
well as previously pubHshed final data for 
1994(1,.2). The ne."ttMDnih,ij. Vu.:zl Statis~ 
tics'Report (MVSR) supplement in this 
series v.il.1 show preUminary data for July 

.!..,.:-~ .:..::~_ U.S;DE?ARTMENT OF HEAUH AND HUMAN SERVICES 
PubUc He:olth Service ,~ Jr'L~' . CenterS for ~isease Control and Prevention 

A CDC\l.....~ Notional CenTer tor Heolth'Statis1ics ...."",(: 
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of all births occurring to . The preliminary number (If DOll" births (6.2 to 63 perceo!), while the rate' 
under 20. years of age ino:ea..<;cd . marital births decl.iaed 3 percent to . .for black births fell from 132 to 13.0 per­
to 13.2 percent (table A). This is' '1)48,028. The proportion of' all births cent (table A). Percents of low birth­

reflection of the recent iucreases in the to~~ed mothers declined 2 per. weight birthS by State for 1994 and 1995 . 
,::-,".'.':.',":':::';';jII teenage population (3). The proportions ~t"ii:t~..Opcrcetlt (from 32.6 percent in are shoWn in table 6. . 

of births to teenagers uuder 20 years of 1~4)-(~le A). The proportions for white The rate of cesarean delivery 
age by State are shown in table 4. :; ::'{~S pe~nt) and. black births (69.5 per- declined in 199.5, from 21.2 to ZO. g per-

Birth rates declined 1 percell! ~'. : cent) wcte about 1 percent' lower than cent. Rates.' fell for w):iite (20.8 percent) 
1994 and 1995 tor womell jll their. tw~ '·.ili~f6r~:l994; while the proportion for and Hispanic (20.1) women; the rare for 
ties. The rates for.... ·omen aged 2O-24..::~.'WotIJt:tl, 4O.S petcent, was S per- black women was unchanged (21.8 pec­
years (110.0 binhs per 1,000 women) and ,,~&~~£~ for 1994. The birth rate cent) (table A). This is the sixth CODSeCU­

25-29 yeBl'S (112.4 births per 1,Ql;....) .:J~.:~~ed WOGlell dropped 4 per- ti.....e y~ of decline; the 1995 rate was 
wome.o) were each 6 pen:en[ lower th:.~ ,:.~ ~~.'ftP.tf1 '46.9 to 44.9 per 1.OOO.Ullmar- 9 percent below the 1989 rate (22.8 per­
their recent high point in 1990.··· .:;:;;r;6d}#.ilf:$<7l;l aged 1.5-44 years, the first cent). Cesarean delivery races by St:aIe for 

. Birth rates for women aged';;~34 " '~~~'(i~:~e rate in nearly two. ciecades. 1994 and 1995 are sho\V'Q in table 7. 
years and 35-39 years rose 1 petcel::t.$.": 'If~the decline is due to changes The proportion of mothers begin­
each from 1994 to 1995 to 82.5 a.ril:l?4'.l· ·~'l!i·;t.procedures in California; the Ding Pre.rI.3,taJ care ill the first trimester 
per 1,000 women; reSpectively. 1b~":~(c"~ ~~ , of Hispanic mothers was contiaued to rise in ].995 to 81..2 perc:c:nt 
for women 35-39 years has risen ~y ·ri;l~,:.~.ISely determined in 1995 than compared 'I1iith 802 percent in 1994. This 
and substantially sinCe '1978; the ~te for .~)~:{See "Technical notes..") NOlle>- measure has shO\II'D. imprgvemenl: for 6 
women aged· SO-34 years has U:;cieaseG ·/t'Eel~~:en if data for California are coosecutive yeats. rising from 75.5 per­
too bur at..a slower pace i}p'e~.h'"ears.:::;:· t:':r:~1~d¢, Ilonmarital childbearing cent in 1989. The proportiollS of white 

The total fertility rate-an e;stirruile',d~rm 1995. This is the first time (83.5 percent). black (103 percc:nt), and 
of lifetime ch.ildbearing-dropped. :i"~~~ ~iil:~easurcs bzve dropped since 1940, Hispanic (70.4) mothers receiving early 

. cent from 1994 (2,036.0 births pertcOO"\::?:::h~4tional data were fust compiled. care were 1 to 3 per~nt higher in 1995 
~ell) to 1995 (2,020.0). This hypOtheti7<Du~: the S-ye:ar period 1989-94, the than the comparable proportiOllS in 1994 

( ,~ea.sure shows the potential impaci¢'"'~ inereasein measures of nonmarital (table A). The percentS of mothers rece:iv­
~";li:ent fertI1ity levels on complet«l fum- .~l1,dbea.ri.ng bad slowed considerably ing prenatal care in the first trimester by 
fiy size. The rate for white worn:~n was 'ci)~ared with trends in the early to . State for 1994 and 1995 are shown in 
essentially unchanged at 1,992.5:' births rrll:Qi1980's. The percents of births to table 8. 
per 1,000 womell.while the rate for black;Urlm.amed mothers by State are shown in 
women dropped 6 percent to· '2;158..5. <:I,i:':l:Ie 5 f()r 1994 and 1995. 

Mortality patterns
Rates for American IJ:dian (2.061.5 blft:hs '. i·~~,r· The iaddenee octow birthweight . 
per 1.000 women). Asia,n Qr Pacific .!;'(oi.rtnweipt o£Iess than 2,.500 grams or 5 III 1995 an estimated 2,312,180 
Islander (1,904.5). and HispanIc wdmeri:;:'~ilDds 8 01l.1lO:S) ~ was unch..mged for deaths occum::d in the Ullited States • 

. (2.983.5) each dropped by 1 to 2 perceot. ,1995, at 73 pen;ent. The percent low 33,186 morc than the previous high 
The Iirst birth tate, a measure:.;oj bIrthwcight had risen from 6.8 pcrceotin recorded in 1994. The crude death r.1te . 

family formation, was i13 birt.!.is p;r 19'86. to 1.3 percent in 1994. Levels of of 880.0 per 100,000 popuiatioa ~ 
1.000 women aged 15-44 years in 199$, 'k)';;.' birthwcight increased for white births slighdy higher than the j;!te of 875.4 for 
about 1 percent below the 1994 rate·(Z7S). (from 6.1 to 6.2 percent) and for Hispanic the previous year. The age-adjusted death 

'/ :"·~·i·:(' 
Table A. Total births and percent of bffttls w!:h s..:.-!ected demographIc and health eha~rlstIcs. by race and Htspanlc ortgln of mother: 
United States, final 1994 and prelimirtar)' 1995 . ' 

.,'. 

....• :., 1"""'" 
• ~'.,~.;;J 1995 1995 1994 .. 

":". 

~; ,~:/~~, Numt;.ef 
.; :'" 


. /3lI1hs.. •• , •••••••.••••• " •• :,'.::;900,0$9 3..%2.767 3,1OS.315 3..12'1.CI04 S98,SSS 671,349 


Peroent 

. Bit!ns 10 matfleI's U:ider 
~ye='.. ................. 132 13.1 11.5 11.3 . 23.2 2l.2. 113-0 17.8 -=-'"Is to unmasrie<l 1'I'lQU'Ie:'S. • • • • • • 32.0 32.6 2S..3 25.4 SS.5 70A 4Q.$ 43.1 
!)i~•••. "......... 7.3 7.3 6.2 6.1 13.0 132 G.3 6.2 

" . :~ del~0CI by cesarean ...••• 21.2. 2O.S 21.2. 21.S 21.8 20.5 
'.1..:"'08!:ll ~e beginning 

.tditS'l: tI'\!'\'leS.er. • • • • . • • • • • • • • SO..: .83..5 . e:z.s 68.3 68.9G Q 
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14.11 Increase to at least 90 percent the proportion of all pregnant women who receive prenatal care 
IS! 
M In the first trimestet9f.preg!lJ!!lc~ . 
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~ Pr.opO!1lonQiJ?r.egrulOlWQr:rurn . Baseline' 2000 , B.ekeMog.E.arlY-E~relli\Jal~(p.eroenLolli~bk1b.sJ Year e.arnn~ 1988' .m6~ 1990 1991 ::19.92 19~3 TaJ'gel 
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Percent of live births 1987 76.0% 75.9% .·75.5% 75.8% 76.2% 77,7% 78.9% 90% 

Special Population Targets 

1lUI n Bl;;\1;{( worn8n 10iJ7 60JWo 60,7~~J 60.0''/c. 01.9(:;', G3.9%,· [i6.0~'<:, !)O% 
1tl., 1 I b Af))eriG<dl111<liHnfAla$k~ Native '19a7 . 57.G% 50,1';;'. 57.iJ% 5-1.9%, 59. Wi., "G2. I % G:3.'i % gO"/., 
14,11c Hispanic women (Selecled Siales) 1987 61.0% 61.3(>/.,59:5"/0 60.2% 61.0% 64.2% 66.6% . 90"1" 

.~"::"":""'=.="'-::::'='~'..o-.:__.:.....-. 

Data Source:National Vilal Stalislics System, CDC, NCHS. 
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Late or NoP~~natal Care for Live:Birtbs,by Race and Hisl)anicOrigin 
- -" 	 • - • • • '..' .".: < 

'Perceilt began 3rdTrimester, none, or unknown (l) 	 '_ - .'. '. i.' _ ., 

fD 
..: 

(Sf 
.J . ­1bceIHispanic Origin 1987 1988 1989 ·1990 . J991,. : 1992 1993 

'\1" 
fJ) 	 "": ... 
Ul 	 '. ... 	 All Mothers .·.8.1 S.3 . '8.4 8.1 7.8; . 7.2- , G}l)

'lSI . 	 .. 
. M .. 	 ,White 6.8 6.9 . 6.9 6.7 .. 6.4 5.9·" 5:7 


:Black .' . 13.9 14.1 .' , 14.8 14.3 13.8 t3.1.
o 	
C1IB ,,''American Indian .15.7 15.7 15.9 . 15J- 14.4 13:4 .12.3 . .loh, . '!: 

. Asi;norPacific Islander 9.6 9.5 9.4 '. :9.6 9.1 8.2 8.0 ~ t1. .-,\' . 

Chinese 	 . -7.8 6.1 5.9 6.0 . 6.4 5.6 5.5, r4/1 .~ . .... 
~. 	 Jap3I)ese 5.0 .. 6.5 5.4 5.6 5.7 5.5 . .6.5 .~. S~ , 
({ 

"I'< Hawaiinri 12;9 . 	 . 14-.8
:(1) 	 . 

14.5 16.4 15.1 14.2 14.8 .. , -f(' --k~' 
,.. 	 Filipino 

- , 

".6.7. 7.3 6.8 ·6.5 . 7.3 6.6 6.6 ~ .'~ 
[--<:, 
:r;. 	

OllieI' Asian lIS I 1.J 11 J ' '.. 11-.6 10,<1 ' 9,5 90 ;k. ('" ~ . 
.••1 

«( . 'h .\0 
I 

r 

III 	

II ' . •... 15'1', IS' '154 1\'" IJ 'l2'Cl l .t;, A 
Ii. . - Ispa~IC anglO . .J . ,,1 . :, .LI. J ' ..:> .. I.) ... r;::-- of: '. 


. 0 MeXIcan American . 15.3 16.2 ·.16.2 14.9 . 13.B J2,2 11.6.. .. ct~ ~. 

::> '. Puerto Rican 21.0 17.7 18.0 17.8 15;6 14.S !4.0 . ..,... .;;s

0 

:r: Cuban' , 4.7. ,5.0 '. S.l 3.8 .3.7 3.3' '.. 2.8 ~c....t? ~<... 
0 
~ CentraUSouthAmerican' 15,7 13.6 14.8 )4.1 13.1 11.6 . n.s ",'l \ X' ~ ~ 
II. 


lSI 
. Other' . f2.6 11.411.9 II J 10;9 10.3 1O.I{OO ~~ 0, ~ /' 


Ul .,'~ 	 ~~~ 

....(l) 
Source: 'National Vita)'Statistics Systems, NataHtY&i\1ortality Piles 	 . ~., -;:. .. 
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First Trimester Prenatal Care for Live Births, by Race and Hisl)anic Ot'igirl 

to : Percent began 1st trimester 
00 

lSI 


Il' RacelHisl)anic OrigiR ' )987 1988 1989 1990 1991 1992 1993 

(J) 
Ul 

lSI' All Mothers 74.4 74.2 73.9. 74.2 74.6 76.1 77.1 

C') 

White 77.8 77.7 77.S 77.7 78.1 79.4 

Q 

Black 59.0 58.6 58.0 58.6 -59.7 61.6 .cE3 .. 
AOlerican Indian - ' - ,,55.8 56.5 56.2 56.4 58.4 60A 
Asian or Pacific Islander 72A.~ " 72.7 - 72.1 72.1 72.5_ 74.0' 74.9. 

I-< Chinese 78.5 80.0, 79.6 - 79.2 79.8 81.5 82.3 
~ Japanese' 84.7 83.5 83.8 84·6 ' 84.8 85.3 83.9ot: 
I-< 
III Hawaiian- 64.6 60.6 61.1 61.2 62.7 64 ..5 64.4 
)< 
:r Filipino' 76.6 76.4 75.9 ' 75.6 75.2 76.8 . 77.2 

.r-< GR,)_-I Olhe,: A::ian oR.} 68,8 68.3 69.1 70.1 7' ,5 
1'[ 
III 
:.r: 

I!. Hispanic origin 59.2 59.2 5'/.9 585 59.4 ·62.4 @ 

o 
 , Mexican American 58.4 56.8 55'.6 56.7 57.6 60.9 63.4 
:> 
Q Puerto Racan 54.8 58.0 57.9 58.3 60.4 63.0 64.8 

l: Cuban 82.4 82.2 82.3 84.0 84.3 - 85.7 87.9 
o 
~ Central/South American 57.5 -60.1 58.8 59.3 60.9 64.1 65.6 
I!. 

IS) Other 63.1 65.S 64.1 64.3 63.7 66.0 67.7 
Ul 

to 
Source: National Vital Statistics Systems, NataHty& Mortality Piles 
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Percentage of Live Births with First Trimester Prenatal Care by Educational Attainment 

Ul 
(D Year Mothcrt,s Race Years ofRducation COUl)lJctcd 
G 0-.11 yrs 12.yrs 13-15 yrs 16+ yrs 
<;I' 
(J) 1985 While 59.4 79.8 86.4 91.7· 
LJ) 

Black 48.1 60.2 70.3 81.6 
G 
M 1986 ..White 58.9 79.5 86.3 92.0 
Q Black 47.9 59.7 70.1 81.9 

1987, White 58.7 79.3 86.3 92,) 
Black 47.2 58.9 69.6 81.9 

1988 White 58.0 79.0 86.2 92.1 
1-1 
~ Dlack 46.6 58.4 69.4 81.5 
q: 

1-1 1989 White 56.0 78.1 86.1 92.6 

LJ) 

. Black 46.2 58.3 69.4 82.1r 
:r: 
1-' 1990 White 56.4 71f2 R6.2 93.0 -. ~. 

.-1 

.( ,) (;.5 587 70.2 ~no 
III 
:c 1991 White 57/1 "IfL5 g().:!. <J30 
u. 
o Black. 48.0 $9.9 71.0 83.S 
:> 1992 While 60.4 79.5 87.0 93.2 
Q Black 49.9 6L9 72.4 84.0 
1: 
o 1993 White 62.3 80.2 87 ;2 93.3 
~. 
II. Black 52.2 63.8 73.9 84.7 ... 
LJ) 

Ul Source.: National Vital Statistics System, 'Natality & Mortality Files ... 
"­
(J) 
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LJ) 
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Percentage of Live Births with Late.Prenatal Care by E(hlcational'AttainmcnC 

Year Mother's Race 	 Years of Education Completed
t:D 
(J) O-H yrs 12 yr's 13-15 yrs 16+ yrs 
I'SI 

~ 
(J') 
1Il 

1985 White 12.7 5.1 3.2 2.2 
Black 17.6 12.3 8.1 5.1 

I'SI 
1986 White .,.. 13.0 5.2 3.3 2.2M 

~'"' , 

o 	 Black 18.3 12.6 8.7 5.3 
1987 . White . 13.4 5,4 3.5 2.2 

'Black 19.0 13.3 8.7 5.3 
1988 White 13.7 5.7 3.6 2.3 

1-<' 
n: 	 Black 19.2 . 13.4 8.8 5.5. 
I({ 

I-< ..:'., 

IJl 1'989 White 14.7 5.9 . 3.5 2.0' 
)< Black 20.1 13.9 8.7· . 5.2 
)-
:r.. 1990 White 	 I t\. 2 5.7 J .'1 19
•_1 
It. 	 I (' I) 

1,1 	 Biac:k ;J. (\ IJA 8.5 5 . .1 

I. 	 r ('1991 White 	 13.2 J.J JA 2.0 
o 
LL. 

Black 18.8 12.9 8.2 . 5.0 
:> ... 	 1992 While 11.8 5.2 3.2 2.0 
o 	 Black 17.9 12.2 7.9 . S.O 
I: 

n: 
o 1993 White 11.5 5.1 3.1 2.0 
14 Black '6.6 11.5 7.4 4.8 
1Il 

t:D 	 SIHlrccf: National Vilal Statistics System, Natality & MOitality Piles 
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Low Birthweight Trends by Prenatal C~H'C<;I' 
()) 
tJ) 

ISl Percent LDW 1985 1986 .1987 1988 1989 1990' 1991 1992 1993 
M 

o 
White 

. 1 st Trimester 5.2 5.2. 5.2 5.2 5.3 '5.3 5.4 5.5 5.6 
2nd Trimester . 6.3 6.3 6.4 6.3 6.2 6.2 6.3 6.2 6.5 

I-t 3rd Trimester 6.3 6.0 6.1. 6.1 6.1 5.8 5.7 5.8 5.8 
D! 
(( None/Ullknown 12.9 13.3 13.3 13.1 13.3 12.9 13.4 · 12.9 13.0 
I-t 
Ul 

r 
1: HInch 
f'<. 

.( 
,.1 I ~;t rne:)ter, 11.8 11.9 11.8 ! 1.9 12.1 12.0 2..1 12.3 2.3 
It) me:;ler' t 12'1 i2.6 12.9 13.0 I ') '; :'1.1 I 12.9I 

u. 3rd Trimesler 1104 11.2' ll.J 11.6 lL4 11.2 I 1.4 11.2 ~J:~~ .. 
:> NonelUnknown 23.1 23.6 25.3 26.6 26.7 25.8 26.2 25.4 
.... 

a 

11'3~ 
o 
I: .Source: National Vital Statistics Systems, Natality & Mortalily File~ ~CtLt·~ 
a 
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