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Issue Summary

Pregnancy is a critical event in the life of a woman that
shapes her relationships with her partner and family, her role in
the workforce, and also affects her health. Close to four million
births occur annually in the United States, along with an esti-
mated 60 percent or more additional pregnancies to women
that end in spontaneous losses, stillbirths, or induced abor-
tions.! Over ninety percent of women aged 15-44 responding in
the 1995 National Survey of Family Growth reported expecting
to give birth at least once during their lifetime.?

Indicators of Maternal Morbidity and
Mortality

Increasingly, attention has been given to measuring morbid-
ity and mortality related to pregnancy and improving the
reporting of these incidents. Frequently reported maternal
medical complications during pregnancy are pregnancy-
induced hypertension (3.6 percent of women), diabetes (2.6
percent), anemia (2.0 percent), and chronic hypertension (0.7
percent).® The completeness of reporting of maternal medical
complications has improved since the introduction in 1989 of a
checklist of 16 complications of pregnancy on the standard rec-
ommended birth certificate. The prevalence, however, is still
underreported.*

Antenatal Hospitalization and Bed Rest. Antenatal hospital-
ization and bed rest are proxy measures of the morbidity of
women during pregnancy. Each year, between 12 and 27 percent
of all deliveries in the United States are preceded by an antena-
tal hospitalization.*® History of medical or obstetric problems
and lack of prenatal care are associated with antenatal hospital-
ization.** The most common immediate cause is preterm labor,
followed by hypertension, diabetes, bleeding/placenta previa,
and premature rupture of the membranes.®” Studies examining
a possible racial disparity in risk of antenatal hospitalization
show conflicting results.>¢#

Bed rest is prescribed in close to 20 percent of all U.S. preg-
nancies*® and is recommended prophylactically to reduce the
risk of several adverse conditions and pregnancy outcomes,
including spontaneous abortion, preterm labor, fetal growth
retardation, edema, chronic hypertension, and preeclampsia.™*
Although bed rest is widely recommended, it can have signifi-
cant detrimental effects on women, including lost wages, dis-
ruptions in daily living, and increased levels of stress.*

Maternal Mortality. Maternal mortality is considered a
benchmark of the health of a community.*® The magnitude of
maternal mortality is in question, however, based on the man-
ner in which data are compiled from vital statistics. It is esti-
mated that the number of pregnancy-related deaths is 1.3 to 3
times that reported in vital statistics data.’* The pregnancy-
related mortality ratio increased from 7.2 in 1987 to 10 in 1990,
and the rate of increase was greatest for Black women.*” Racial
disparities exist for every cause of maternal mortality, including
hemorrhage, embolism, hypertensive disorders, infection, car-
diomyopathy, and anesthesia.”® Risk of maternal mortality is
also higher for unmarried women, women with low levels of
education, women with inadequate prenatal care, and women
with higher order multiple pregnancies.*

Low Birthweight and Preterm Delivery. The health care
needs of the newborn also offer insight into maternal health
and the quality of care during pregnancy. Low birthweight
(LBW) infants account for over 7 percent of all U.S. births.® This
percentage has increased in recent years for White women, but
has dropped for Black women. The change in LBW among
White women is believed to be related to increases in the num-
ber of women with multiple pregnancies, which is more com-
mon among women who receive treatment for infertility or
who delay childbearing.?

LBW has a multi-factorial etiology, associated with:

 medical risk factors, such as nulliparity and parity greater
than 4, chronic diseases, previous LBW infant, genetic
factors, multiple pregnancy, poor weight gain, infection,
placental problems, premature rupture of membranes,
and fetal anomalies;

 demographic risk markers, such as age less than 17 and
over 34, African-American race, low socioeconomic sta-
tus,unmarried status, and low level of education; and

« behavioral risk factors, such as smoking, poor nutrition,
toxic exposures,unintended pregnancy, inadequate prena-
tal care,illicit substance use, and stress.*



The primary cause of LBW is preterm birth, which occurs in
11 percent of deliveries.* Because the etiology of preterm deliv-
ery is largely unknown,® progress in reducing the rate of early
births has been slow. Preterm infants are at increased risk for
infant mortality; nearly 70 percent of all neonatal deaths can be
attributed to preterm birth. Preterm infants (especially very
preterm infants) who survive are at increased risk for develop-
mental delays and a variety of chronic conditions.*# Research
on the etiology of preterm labor must address the social as well
as biological determinants of preterm birth, with special
emphasis on modifiable risk factors. Moreover, future research
needs to address the many potential reasons, both social and
medical, for continued racial differences in preterm births.

Preconception and Pregnancy Care
Services

Preconception care, which emphasizes the need to view
women’s health as a continuum, has been promoted as one
strategy to assure the health of the mother prior to becoming
pregnant.® It encompasses the identification and management
of both chronic (e.g., diabetes) and acute (e.g., reproductive
tract infections) medical conditions that may negatively affect
prenatal health and pregnancy outcomes; health education and
promotion; nutritional counseling; and identification of
women with unhealthy behaviors, such as smoking or substance
abuse problems, and referral to care. These services are focused
on mitigating or preventing insults to fetal development, in
some cases often before a woman realizes she is pregnant?
There are no reliable data on the extent to which women receive
preconception care, but it is believed to be infrequent and most
likely obtained by women with chronic diseases or by healthy,
health-conscious women.

Early use of prenatal care has increased in recent years
among U.S. women, rising from 76 percent in 1991 to 82 per-
cent in 1996.° Although African-American and Hispanic
women continue to start care later and get less care, the rise in
early use of care in 1996 was greatest for them.® There is consis-
tent evidence from a number of quasi-experimental studies that
provision of comprehensive prenatal care is associated with
reductions in LBW rates.** This care includes not only the
medical components of prenatal care, but also ancillary servic-
es, such as social and nutrition services, health education, and
outreach and home visiting, as needed. The effect of particular
components of prenatal care on pregnancy outcomes, however,
needs to be addressed in future research. Estimates of costs
associated with antenatal hospitalizations should be included in
studies of the cost-effectiveness of prenatal care.

Early Discharge of Mothers and
Newborns

The length of maternal postpartum hospitalization and the
nursery stay of the baby has declined over the past decade due,
in part, to changes in medical practice, reimbursement, and
patient preferences. Shortages of hospital beds and a trend
toward demedicalizing childbirth also have contributed to early
discharge practices.**

Although early discharge may benefit maternal-infant bond-
ing, it may negatively affect maternal well-being due to the
reduced period of rest and to possible lack of confidence about
infant care. The increased medical needs in the days after birth
(e.g., neonatal jaundice, maternal infection, breakdown of epi-
siotomy), completeness of newborn metabolic screening prac-
tices, and the reduction in time for in-hospital teaching and
support (particularly in relation to breastfeeding) also raise
concerns about the effects of early discharge.®* Despite these
concerns, no consensus on the maternal and newborn conse-
quences of early discharge exists.*2%%

Technological Advances

In the past few decades,medical advances have been made in
prenatal diagnosis, assisted reproductive technologies, predic-
tion of preterm delivery, and extension of newborn viability.
The effectiveness of prenatal diagnosis in identifying fetal chro-
mosomal and structural abnormalities has greatly improved.
Some of these technologies include: the Triple Marker Screen,
used to identify neural tube defects and Down Syndrome® and
chorionic villus sampling (CVS) and amniocentesis, both per-
formed to detect chromosomal abnormalities. Infertility treat-
ment includes Gamete Intra-fallopian Transfer (GIFT) to
address abnormalities in the number or motility of the male
sperm and Intracytoplasmic Sperm Injection (ISCI), laboratory
fertilization and subsequent placement of the embryo in the
uterine cavity. New tocolytic therapies have been used to pro-
long pregnancy complicated by preterm labor, but they have not
been demonstrated to significantly affect the absolute number
of preterm deliveries.”

The costs of infertility technology bring new dilemmas about
(1) health insurance coverage requirements, (2) equal access to
this technology by all groups of women, regardless of race and
insurance status, and (3) the potential consequences for new-
borns who require high-cost, long-term outpatient care and
special education. For example, fertility treatments may lead to
increases in multiple births, which, in turn,increases the risk for
compromised birth outcomes. In 1996, 16 percent of neonatal
deaths nationally were to multiple births; they were 7 times
more likely to die in the first month of life than singleton
births.*



The development and availability of improved therapies in
neonatal intensive care, which primarily serves very low birth-
weight (VLBW) infants (less than 1500 grams) and normal
weight newborns with life-threatening complications, are
believed to be largely responsible for the dramatic decline in
infant mortality rates in the last 30 years. In particular, neonatal
mortality rates have declined markedly during this time period
for the very smallest newborns.

Quality of Care

Along with advances in medical technologies,there has been
increasing national debate about the quality of health care serv-
ices and guidelines for clinical care. A long history of established
clinical guidelines for prenatal care exists. The American College
of Obstetricians and Gynecologists (ACOG) Committee on
Obstetric Practice and the American Academy of Pediatrics
(AAP) Committee on Fetus and Newborn (1997) have collabo-
rated in publication of Guidelines for Perinatal Care. These
guidelines are comprehensive and represent the orientation of a
variety of disciplines within the perinatal health care system.
They also stress flexibility in their implementation to address
local population characteristics, resources and the environment
for providing care.®

Despite these AAP/ACOG guidelines, the provision of and
access to perinatal services has been found to vary by maternal
characteristics, with minority and low income women generally
receiving fewer services. The quality of ambulatory prenatal care
and the use of procedures such as amniocentesis and ultrasound
or therapies such as corticosteroids have been shown to differ
significantly by socioeconomic status and race/ethnicity.*
Lack of implementation of clinical guidelines may lead to
unnecessary hospitalizations and additional health care costs.®
Research is needed to assess providers’ implementation of clini-
cal guidelines for prenatal care, to determine the extent to which
patient preferences as well as provider non-compliance may
influence the content of care, and to identify areas of patient
management that are affected by provider uncertainty regarding
efficacy and long-term side effects.

Organization and Financing of
Pregnancy Care

Major changes have occurred over the past decade in the
organization and delivery of pregnancy care services,particular-
ly with regard to financing, with parallel efforts to expand insur-
ance coverage for pregnant women and to reduce costs within
the overall health care system through managed care strategies.

In the late 1980s, the Medicaid program was expanded for
pregnant women and their newborns largely in three areas:
broadening the eligible population; simplifying and shortening
the eligibility process; and enhancing services provided to pro-

gram beneficiaries (e.g., covering nutrition and case manage-
ment services). The percentage of women with no health insur-
ance at the start of pregnancy dropped from 26 percent in 1985,
before the Medicaid expansions, to 19 percent in 199424

Recent national legislative initiatives regarding health insur-
ance are likely to both positively and negatively affect the afford-
ability of and access to perinatal care by women. The Health
Insurance Portability and Accountability Act of 1996 provided
new insurance protection for individuals who move from one
job to another, who are self-employed, or who have pre-existing
conditions. The provisions, which prohibit denial of benefits to
pregnant women and application of pre-existing condition
exclusions or waiting periods for newborns or adopted children,
increase to some degree women’s flexibility in making decisions
about employment while pregnant.

The Personal Responsibility and Work Opportunity
Reconciliation Act of 1996 (PRWORA) eliminated most public
benefits for both legal and undocumented immigrants, includ-
ing Medicaid coverage of prenatal care and delivery services.
Concurrent changes in immigration policy compound this sit-
uation by creating disincentives for accessing prenatal care.
Inadequate prenatal care may lead to increased morbidity in the
infants of immigrant women. As a result, the cost savings result-
ing from the exclusion of immigrant women from Medicaid
may be offset by increased costs for neonatal care.” The delink-
ing of welfare/workforce status from Medicaid has raised seri-
ous concerns and stimulated policy initiatives encouraging out-
reach and collaboration. Title V Maternal and Child Health pro-
grams, Community and Migrant Health Centers, and other
local and state public health programs seeking to serve this pop-
ulation, however, are facing increased demand at a time when
resources and capacity for direct services provision are
diminishing. The PRWORA legislation illustrates the need to
vigilantly monitor population health status and to institute new
processes for system responses to overcome unintended conse-
quences of national policy changes.

While the percentage of pregnant women enrolled in man-
aged care plans is unknown, enrollment of all Medicaid recipi-
ents rose nationally from 9.5 percent in 1991 to 47.8 percent in
1997.% The growth of managed care may have both positive and
negative impacts on pregnancy care. While managed care
organizations (MCOs) are traditionally oriented towards pro-
viding comprehensive, cost-effective care and coordination of
services,” there is also concern about limited choice of
providers, limited physician-patient interaction, limited access
to specialist care, and discontinuities in providers due to MCO
contracting practices.” The development of public-private part-
nerships in communities may be an important strategy for
ensuring quality care for women enrolled in managed care
plans, while maintaining the presence of population-based serv-
ices for which public health plays such an important role.



Regionalization of Systems for Perinatal
Care

Regionalization of perinatal care was successful in the 1970s
and early 1980s in concentrating VLBW births in tertiary cen-
ters, reducing neonatal mortality rates for these infants, and
improving overall neonatal mortality rates for the entire popu-
lation.® A rise in Level Il (specialty), and to a lesser extent self-
designated Level 1l (subspecialty) hospitals, is thought, in part,
to be a result of competition for perinatal patients. Moreover,
the number of neonatologists has increased considerably in
recent years, yielding more specialists to staff the newly desig-
nated Level 11 and Ill facilities.* These changes have occurred
without a concomitant improvement in survival rates for VLBW
infants in Level 11 facilities.® There also is concern about differ-
ential access to high-risk perinatal care dependent upon socioe-
conomic status. Methods of monitoring and measuring the
impact of regional systems of care must be developed and
implemented to assure the equitable and cost-effective distribu-
tion of resources for pregnant women and newborns.

The health services delivery and financing changes in the
1990s highlight the importance of a locus of accountability for
the total population, which can be illustrated in perinatal
regionalization by the establishment of community boards.
These boards are instituted to assure access to care in the com-
munity by coordinating services for all pregnant women and
newborns residing within a defined geographic area, regardless
of income or insurance status, and to assure access to risk-
appropriate care by instituting procedures for monitoring and
surveillance. Studies are needed to evaluate various approaches
to establishing a locus of accountability and their effect on
access of women to risk-appropriate care and other needed serv-
ices.

Issues for Policy, Practice, and Research*

In order to assure the health of pregnant women and their
children, steps must be taken to use the information provided
herein to determine and implement what works best in the areas
of policy, practice, and research.

Well-woman care and the provision of family planning serv-
ices represent opportunities for providers to promote health
education and interventions that can affect the health of future
pregnancies. A focus on pre-pregnancy health status and access
to and utilization of high-quality care for high-risk women may
alleviate to some degree the racial disparity in rates of maternal
mortality.“'42

Efforts should be taken to review and implement suggested
guidelines for early infant follow-up after discharge, and to
develop guidelines related to maternal health status and follow-
up protocols upon discharge.

Methods for surveillance of maternal mortality and morbid-
ity must improve in order to develop effective interventions,
identify high-risk groups, and monitor trends. Efforts to
improve the quality of the data must be coupled with a com-
mitment to educate obstetricians, nurse-midwives and family
practice doctors about the need to improve the reporting of
complications on vital records. Limited understanding of the
etiology of preterm labor has hindered attempts to determine
what proportion of preterm births may be prevented by obstet-
ric technology, identifying patients likely to experience preterm
labor, and actually preventing preterm labor. Further research
also is warranted to test adherence of providers to clinical guide-
lines for prenatal care, to determine the extent to which patient
preferences as well as provider non-compliance may influence
the content of care, and to identify areas of patient management
that are affected by provider uncertainty regarding efficacy and
long-term side effects.
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