funds are allocated to States using a formula determined by the Secretary of
HHS. This administrative formula currently uses the State’s proportion of
live births, but factors-in the proportion of rural births and relative per cap-
ita income. Again, given the 1990 goals and MCH’s objectives, we might
consider changes in the MCH formulae, particularly administratively deter-
mined formulae.

I can recommend three immediate actions that might be considered by the
working groups at this conference:
o Despite the availability of population, income and vital statistics for
States, counties and some subcounty areas, there apparently has been no
systematic effort to identify the “‘pockets’’ of poor health which represent
our highest national priorities. Measured changes in health status should
supplant simple input measures of ‘‘underservice’’ in allocating human and
fiscal resources. Where improvements in quantifiable health status indica-
tors are warranted, these should be developed.

o Current Federal programs, taken together, contain considerable flexibil-
ity to target funds by the methods and to the places where they can have the
greatest impact. There should be support for cross-program strategies to
guide operating decisions.

« Each of the five programs reviewed requires area need assessments in con-
nection with project applications for funds approval. Specifications for
these assessments are similar but their quality and usefulness vary widely
across programs. Arrangements for cross-program sharing of need assess-
ment data could improve current project grant awards and enhance admin-
istrative efficiency.
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Panel Presentation Summaries
and Excerpts

REVIEW AND ASSESSMENT OF THE CURRENT
STATUS OF KNOWLEDGE, SERVICES AND
DEFICIENCIES

Obstetrical Perspective
George Ryan, M.D.

Prenatal care for most patients begins in the first trimester of pregnancy,
but approximately one-fourth of all pregnant women in the United States
today receive less than adequate prenatal care.

The first physician visit is an opportunity, a time for identification of risk
factors for a poor obstetrical outcome—for classification of patients as low
risk, at risk or high risk and for planning the care of patients in a facility
capable of handling expected and unexpected problems. Screening for pre-
ventable risks is also possible. For example, patients may be found to have
bacteria in their urine. If undetected, serious kidney infections will be seen
in about 50 percent of these cases, whereas prompt antibiotic therapy can
virtually eliminate this risk.

Though not as yet possible, the prospect is that through screening a low
risk group may be identified which could be cared for in a less expensive
manner than the present classical care by obstetrical and gynecologic spe-
cialists and hospitalization in an expensive acute carc facility.

Amniocentesis may be offered to patients at risk for genetic abnormali-
ties and to women 35 years of age and older, due to the increased incidence
of Down’s syndrome (amniocentesis is highly recommended for those over
40). The risk of amniocentesis in prenatal diagnosis of genetic diseases is
low, with less than one percent complications.

Most obstetricians and gynecologists today offer patients an opportunity
to enroll in some sort of childbirth education program and to participate in
some non-critical decisions related to the way they wish to have their ba-
bies—natural childbirth, anesthesia choices, analgesia during labor, breast
feeding or bottle feeding, for example.

As the prenatal period enters its later phases, the physician is now able to
assess growth and development of the intra-uterine fetus to a degree that
was impossible even a decade ago. And, if there is some question of the rate
of fetal growth, intra-uterine growth retardation may be assessed by serial
ultrasound measurements of the biparietal and thoracic diameters of the
fetus. Whether the fetus is thriving or in danger may be assessed by a non-
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stress test which, when abnormal, can be followed by a stress test which has
greater specificity.

If premature labor occurs, newer additions to the armamentarium in-
clude beta sympathomimetics, such as ritodrine, which have the effect of
slowing or even stopping labor. Widespread use of these types of drugs will
mean that more infants will reach the 2,500 gram dividing line between pre-
maturity and maturity.

At the time of labor and delivery, family-centered maternity care has be-
come a reality in all parts of the country and today not to have the husband
or ‘‘significant other’’ present in labor and delivery is probably more the ex-
ception than the rule. Medication in labor has significantly decreased na-
tionally and anesthesia tends to be local or regional with both saddle blocks
and epideural anesthesia being very popular.

Delivery is still predominantly in hospitals—at 99 percent—but a growing
realization that the hospital setting frequently does not supply a satisfying
emotional experience for the mother and family has prompted the develop-
ment of ‘‘birthing rooms’’ within hospitals. This, combined with an aggres-
sive approach to family-centered maternity care, means the safety of the
hospital can be combined with the home-like atmosphere and satisfying
emotional experience promoted by advocates of alternative birth systems.
Although a few alternative birth centers have grown up as freestanding and
separate from hospitals, experience has not yet been broad enough with
these entities to assess their safety or their future role. A small group of pro-
ponents of home birth exists, but conventional wisdom supports the view
that the inevitable unexpected complications that occur at the time of labor
and delivery place patients choosing this option in a less safe status than
those delivered in the hospital. Nevertheless, no large scale study in this
country has been performed to answer the question of whether there is some
low risk group that can be delivered at home with reasonable assurance of
safety.

Electronic fetal monitoring has become available widely, a modality that
can be helpful in identifying fetal distress prior to serious damage to the
baby. The role of this technology in the low risk patient, however, has been
questioned and, at the present time, is not recommended for all patients,
only for those at risk.

The increasing rate of cesarean sections has been a cause of concern for
both the profession and the public. Analysis of indications for cesarean sec-
tions indicates that failure to progress in labor has increased rapidly and ac-
counts for approximately one-third of all cesarean sections, and repeat ce-
sarean sections account for another 20 percent. Avoidance of traumatic
delivery with difficult mid-forceps, and avoidance of breech deliveries, are
other evidences of changing practices which increases the cesarean section
rate. But, at the same time, they have contributed to the fact that newborn
and maternal mortality have fallen to all-time lows in the United States.

The current explosion in technology related to communications and data
processing offers an opportunity to improve regional systems of perinatal
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care far beyond what we might have imagined a decade ago. The dream of a
widespread common data base (a sophisticated system to allow for multi-
variant correlational analysis) and the ability to more readily identify prob-
lems, are successful modes of therapy today.

Maternity care, which for years had almost a «tradeschool’’ aspect, has
become a much more scientifically based discipline. In recent years, it has
tempered the scientific trend with a move toward the humanism demanded
by the women of this nation.

Pediatric Perspective
Mary Ellen Avery, M.D.

Of the more than three million infants to be born next year in the United
States, some 2 to 3 percent will be born before 32 weeks of gestation and
weigh less than 1,500 grams. About 30,000 infants will be born before 28
weeks and weigh between 500 and 1,000 grams—and about half of them
ought to live.

Our society has charged pediatricians to provide optimal care for these
very low birthweight infants, but what is optimal care? It must be based on
understanding of the needs of the infants and, since experience with very
small infants is relatively recent, continuated observation and study of post-
natal adaptations and careful evaluation of all interventions is a major re-
sponsibility. The challenge is to reduce morbidity as well as mortality. A
continuing problem is hyaline membrane disease and its complications. It
can sometimes be prevented, but it requires more attention to improved
ventilatory assistance and other kinds of supportive care.

The nutrition of small infants also deserves continued study. Our knowl-
edge of precise protein, fatty acid, vitamin and mineral requirements is min-
imal.

Behaviorists remind us that infants should not be overloaded by stimuli
which can be a problem in our well-lighted, noisy nurseries where physicians
and nurses feel the need to perform many tests and where parents are intent
on touching to establish a relationship with the infant.

Although I have focused on low birthweight infants, which comprise
most neonatal deaths and account for a major share of the costs of intensive
care, we should carefully note the occasional tragic loss of term or near-
term infants.

Although neonatal mortality nationwide was down to 8.7 per 1,000 live
births in 1979, in the best of circumstances, it would have been under 5.
Thus, increasing availability of present knowledge must be a major priority.
The long-term goal of prevention of premature onset of labor and under-
standing of the special needs of the newborn depend on continued major
support of basic research in perinatal medicine and prenatal diagnosis.

I think the scientific community is poised to make major advances in un-
derstanding the biology of human reproduction, perhaps greater than at

any time in history.
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Psychosocial Perspective
Kathryn Barnard, R.N., Ph.D

In spite of attempts to collect scientific evidence identifying factors asso-
ciated with a poor or good outcome of pregnancy, the resulting body of
knowledge does not allow one to outline assured sets of variables that will
enable us to identify which factors to attend to or change. It is important to
identify which aspects of the individual and the individual-environment in-
teraction are significant if we are to continue to reduce the rate of infant
mortality and thereby improve the outcome of pregnancies and later health
of children.

The interrelatedness of living systems must be recognized and it should be
remembered that in providing health care we are dealing primarily with or-
ganization-family/group-person/organs-cell interplay which represents a
complexity that has not been part of our scientific models of causation.

Since 1954, there has been a growing body of evidence that relates mater-
nal anxiety and psychological conflict with complications of pregnancy and
dysfunctional and prolonged labor. In spite of a 25-year span of recorded
awareness of psychological states influencing the course of labor, it is only
recently that our understanding has gone beyond the known association of
anxiety and poor labor outcomes. One study has found that a woman’s de-
gree of conflict regarding her acceptance of pregnancy was positively corre-
lated with her measured state of anxiety and serum level of epinephrine dur-
ing phase 2 of labor, for example.

Several studies have related a general trait anxiety with complications of
pregnancy, but few health care providers have reported specific means of
assessing anxiety in relation to pregnancy or studies seeking to deal with
anxiety reduction.

The emotional state of mothers has been associated with children’s
health. One study of children under 3 years of age with weights below the
third percentile (in 23/40 cases where there was no organic cause for the
growth retardation) found that the mother perceived herself as being de-
pressed.

Another study concerned the effects of seven behavioral variables on fe-
tal growth which seem to coincide with motivation for health. The behav-
ioral variables included cigarette smoking, indulging in certain drugs, low
weight gain during pregnancy, failure to obtain sufficient prenatal care, un-
dertaking pregnancy when too young or too old, and being underweight for
height at conception. There was an interelationship among variables—
mothers who had one tended to have another; some had as many as 4/7. In
mothers with multiple behavioral variables, there was an associated high in-
cidence of premature birth and low birthweight, irrespective of socio-eco-
nomic status.

Emotional state, whether it be anxiety, depression, conflict or motiva-
tion, cannot be considered apart from the environment. It is probable that
emotional status of the mother both interacts with broader social and eco-
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nomic factors and is greatly influenced by these variables. In turn, these so-
cial forces, given a particular emotional state, can either increase or de-
crease her susceptibility to pregnancy complications. However, few studies
of emotional status have been done, other than on Anglo, middle-class
samples.

There are several variables that most recent research into psychosocial as-
pects of pregnancy suggests as profitable when attempting to develop strate-
gies for reducing infant mortality and in general improving pregnancy out-
comes and infant health. Many authors point out that the outcomes of fetal
death, immediate neonatal and death before the first year, may be related to
different factors. In general, the longer the child lives, the more the general
environment influences outcome, whereas during fetal and early neonatal
periods, the greatest share of the influence comes from the status of the
mother.

Evidence suggests that emotional state is associated with biological func-
tion and, furthermore, there is evidence that links the general and more spe-
cific qualities of the environment to the emotional status of the mother.
None of these factors is considered adequately in prenatal or postnatal care.
Additional research is needed to replicate the findings regarding conflict
about acceptance of pregnancy, anxiety, life change, father involvement,
motivation for self-care and prenatal care with pre-pregnant health state
controlled.

Even with the need for more research, it seems justified to redesign pre-
natal care to meet the varied needs of different cultural groups; that the
teaching and counseling role of the nurse be strengthened; and that these
services be considered a routine of pregnancy care, rather than nice if avail-
able. In spite of frequent reference in the literature to the positive benefit of
nursing services, the economic support of nurses to provide maternal-child
care in communities has declined. Likewise, the increasing gap between in-
fant mortality rates in black and poor populations demand that we reassess
the services provided and, either through additional research or a reassess-
ment of what we have done, change ineffective strategies. There is no escap-
ing the fact that social equality must be considered. The opportunity for
employment, food housing, day care and health services must be improved
if we are to improve pregnancy and infant health outcomes.

DIMENSIONS OF THE PROBLEM

Who Are The Underserved?
Karen Davis, Ph.D.

The poor today are most often likely to be children, female or minorities.
Slightly more than one-fifth of all children living in families are in low-in-
come households. Women represent 2 disproportionate 60 percent of all
persons at or below the poverty level and about one-third of them are be-
tween the ages of 16 and 44.
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Mortality rates provide a basic means by which to assess health care serv-
ices for poor children and pregnant women and the fact that infant mortal-
ity rates for blacks and other minorities are 80 percent higher than for
whites speaks for itself. Further, in 1977, 12.3 of every 1,000 white infants
born alive died before reaching the age of one, while the rate for non-whites
was 21.7 per 1,000. Minority preschool children have a 50 percent higher
death rate than their white counterparts.

Among indicators of healthful and preventive prenatal maternal and
child health behaviors are disparities in utilization of health services. In this
connection: children in fair or poor health in the the highest income groups
made nearly 2.5 times more physician visits than children in the lowest in-
come groups who reported similar health conditions. Data from 1976 show
that: low income women were half as likely to receive early prenatal care as
high income women and women from high income families were 40 percent
more likely to receive a breast examination or Pap test than women from
low income families.

The Multi-Risk Family: Clinical Perspectives
Stanley 1. Greenspan, M.D.

Infant morbidity, including social, psychological and cognitive function-
ing, is now a major national concern. This concern has perhaps necessarily
been of secondary importance to those related to reducing risk factors asso-
ciated with infant mortality.

But, as we become increasingly successful in reducing mortality rates
through improved technology and delivery of services, we shall find that
more babies are potentially capable of optimal development in social, psy-
chological and cognitive dimensions. However, as the families we have
studied taught us, the risks for morbidity are grave.

These risks encompass a broad range of human needs: the fundamental
need to survive, associated with physical protection and care; the need to
form a human attachment; the need to read and respond to the signals of
the baby correctly; and the need to foster the youngster’s own capacity for
basic skills, such as reality testing, impulse modulation, mood organization,
initiative and mastery. The risks of morbidity will remain great until pro-
grams are organized which integrate a prenatal and postnatal focus for at
least three to five years.

These programs should take into account the needs of the infant and the
family and plan their approaches by building on the potentially solid consti-
tutional status of the infant as well as the specific vulnerabilities in the in-
fants and their families. These approaches will offer promise to reverse the
trends we see in multi-risk factor families, where one generation of a multi-
problem family leads to another. Many of the families already represent the
third or fourth generation and, on a case by case basis, have shown a capac-
ity to reverse the trend of deteriorating cognitive, social and emotional
functioning with appropriate preventively oriented services. Such services
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must, in addition to the integrated prenatal and postnatal developmental
focus, offer: (a) help with concrete supports, including food, housing and
medical care; (b) an ongoing, consistent human relationship characterized
by trust and positive expectations; and (c) specific expertise and services
geared to help the infants and their families with their individual different
needs at each phase of development.

While the costs of offering such programs are great, the costs of not of-
fering them are even greater. The six percent who it has been estimated use
the 50-70 percent of all services present an economic and social cost com-
pound by the additional loss to society in potential contributors to the labor
force and to creative endeavors.

Preventive programs are not as costly as may be imagined. When services
are offered to an entire high-risk community, only a small percentage of
families actually need the most intensive help. For example, a Michigan
program found that the average cost per family was $850. In terms of
screening and backup for an entire community, the cost per family for such
services would average out into a significantly lesser amount.

Such approaches are necessary lest more children enter the ranks of those
who are too late for prevention and too many for treatment.

The Promise of Regional Perinatal Care

Kenneth G. Johnson, M.D.

Within the past six years, much attention has been given to the strategy of
regional planning for perinatal care. In the history of the delivery system for
perinatal care, the attempt to broadcast the benefits of modern perinatal
medicine to entire regions is a startling development. The concept of a re-
gionalized system of perinatal care took off in the early 1970s. At that time,
a great deal of optimism was generated among leaders in perinatal medicine
about the potential benefits of regional planning for perinatal care. It was
postulated that a regional plan would ensure access to the appropriate level
of care for all women and their newborn within an entire region. In the past
20 years, we have moved along a continuum of increasing expectations,
from life-or-death to the quality of the survivor—and to the social environ-
ment that will provide every child with a fair chance for optimal growth and
development.

There is a danger in citing regional perinatal care as the modal strategy of
the delivery system for such care. How well the system functions is deter-
mined by a complex interaction of natural and social supports, the physical
environment and the medical support system. Within the highly complex
delivery system for perinatal care, it is difficult and unwise to choose one
determinant as the most important. The effects of poverty, unplanned preg-
nancies, poor nutrition and other social factors contribute enormously to

the poor outcome of pregnancy.
Even with the virtual elimination of social and economic gaps in our soci-
ety, there would still remain high-risk mothers and infants in need of effec-
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tive medical intervention. To develop an effective delivery system, we
cannot afford significant omissions. Uneven access to effective perinatal
medical care has been and remains a problem and I believe all segments of
providers of maternal and infant care should welcome the new strategy of
regional perinatal care.

A regional plan is a network, within a defined region, of all providers of
care at all levels of care and the target population includes all pregnant
women. The functional elements include risk assessment, the use of a uni-
form information system and services provided by the regional perinatal
center—consultative services, laboratory services, continuing education and
training and transport services. The only reliable identifier of a participat-
ing hospital in this model is its inclusion in the regional information system.

Within the past five years, regional perinatal plans have become ubiqui-
tous, one cannot cite a single State without some regional plan within its
borders. Despite many variations, the concept of regional planning has been
widely implemented.

As to benefits, in a 1979 survey by the American College of Obstetricians
and Gynecologogists of obstetricians practicing in five regions where peri-
natal care had been regionalized, physicians reported improved access 10
consultation and care for their high-risk patients; and for themselves, im-
proved educational programs. The physicians reported substantial improve-
ments in facilities and equipment in community hospitals, in the level of ob-
stetrical nursing, and in coordination of regional perinatal services.

Feasibility in 1980 is not an issue. For example, in the Cleveland region,
64 percent of all hospitals participate fully in the regional network, and 76
percent of all annual pregnancies and births are in the system.

How well the regional plan is working to anticipate poor outcome is re-
flected in changes in the number and proportion of high-risk mothers who
are referred to perinatal centers before delivery (such patients usually being
described as maternal transports or transfers). In the first two years of re-
gionalizing perinatal care, sharp increases in the number of maternal trans-
fers have occurred. In Arizona, for example, the number of mothers trans-
ported before delivery to perinatal centers in Tucson and Phoenix was 300
in 1975, the first year of the program, and exceeded 600 in 1979.

As to the cost of regionalizing perinatal care, a regional information sys-
tem and a staff to provide consultative services to a region has been esti-
mated in one study to be about $20 per mother-infant pair, or $200,000 per
10,000 deliveries per year. This is an incremental cost offset to some extent
by the current cost to hospitals of maintaining obstetrical and neonatal re-
cords. Obviously, the cost is a tiny fraction of the cost of providing direct
perinatal services in a region.

I am unable to cite any studies relating to the evaluation of the efficiency
of regional perinatal care. But I believe that the case for regional perinatal
care presently rests on its presentation as a prudent investment in organizing
a system to improve standards of perinatal care and to assure access of the
pregnant woman and newborn to the level of care they require. Considering
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the alternative, at best an informal centralized network, regional perinatal
care is a prudent investment.

It seems to me that the good news is that for the first time in an otherwise
dismal history of efforts to regionalize personal health services, there has
emerged from the medical professional sector vigorous support for regional
perinatal care. Another good feature of regional perinatal care, largely un-
appreciated, is its melding of the private and public sectors in a common
mission. I believe that the level of interest generated by regional perinatal
care in coordinating and integrating the resources and actions of both the
public and private sectors is unprecedented in our society.

When we consider the deep pockets of rural and urban failures of the na-
tion’s perinatal delivery system, we should welcome their inclusion in an or-
derly network of perinatal care. Bringing the ghetto hospital and the iso-
lated rural hospital into the mainstream is clearly different from neglect.

Regional perinatal care is not a panacea, but it is a strategy that holds
much promise. Despite is apparent ubiquity, regional perinatal care is still
in its infancy and has far to grow before it will impact substantially on im-
proving the outcome of pregnancy. Unless joined closely with the social
support system, its benefits will be limited.

Regional networks of perinatal care can provide a substructure to which
multiple programs that provide an array of services to mothers and infants
can be affixed.

Perhaps the best feature of regional perinatal care is its unitary focus on
the individual patient, assessing her needs and bringing interventions into
place to reduce the risk of pregnancy to mother and infant. The success of
regional perinatal care is totally dependent on the strength of the partner-
ship that has created the network.

I believe that regional perinatal care offers the best opportunity to begin
to structure an organization of maternal and infant care that will begin to
deal with the complex interplay of social, medical and environmental fac-
tors that determine the outcome of pregnancy and early life; that it will start
to close the gap in outcome between the haves and the have-nots in the
society.

SOCIAL STRATEGY INFLUENCES

The Epidemiology of Adverse Outcomes
Godfrey Oakley, M.D.

There have been substantial reductions in the infant mortality rate in the
United States over the past 30 years, including continued improvement over
the last decade. Less attention, however, has been paid to trends in the ma-
jor childhood morbidities—birth defects, mental retardation and cerebral
palsy.

The best-studied trends are birth defects. Infant mortality due to con-
genital malformations has increased from 7 percent in 1916 to 18 percent in
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1977. Present birth defects and prematurity account for 40 percent, or
16,000, infant deaths each year.

Up-to-date trend data for birth defects are collected through the Birth
Defects Monitoring Program of Center for Disease Control. Each quarter,
the incidence of some 150 birth defects is monitored for approximately one-
third of all births. The majority of the categories have been stable since
1970, indicating that we are not making a great deal of progress in reducing
these problems. The lack of progress is mainly due to lack of effective in-
tervention strategies. Some large decreases are expected for several tube
defects as soon as maternal serum alphafetoprotein screening becomes
available.

Dramatic decreases were seen in the early 1970s for rhesus hemolytic
disease. The decrease has plateaued in the last few years and it is not known
how much lower the rate can go. Several cardiac defects have had an in-
creasing evidence reported since 1970 (patent ductus arteriosis and ven-
tricular septal defect).

The trends of major mental retardation have not been actively monitored
in the United States. It is likely that there has been little overall improve-
ment in this country as the rates reported from western countries over the
last 40 years have been consistently in the 3-5/1,000 range. The largest and
most recent study from the United States—the Collaborative Perinatal
Study—had rates at the upper end of this range.

The prevalence of severe mental retardation has changed little, primarily
because concomitant with decreased infant mortality in general has come a
substantial improvement in survival of Down’s syndrome babies—the most
prevalent known cause of major mental retardation. Another 20-25 percent
is due to single gene diseases.

Effective mental retardation prevention strategies have been implemented
over the last decade for congenital rubella syndrome, PKU, hypothy-
roidism, lead poisoning and rhesus hemolytic disease. These diseases ac-
count for less than 5 percent of mental retardation. Similarly, the preven-
tion of mental retardation from better prenatal and intrapartum care is
directed at the 10 percent of mental retardation due to these factors. Prog-
ress can be expected as our health care improves and particularly as prenatal
diagnosis for Down’s syndrome and neonatal services for metabolic
diseases becomes available to an increasing proportion of pregnant women
and children.

There has been a great deal of concern about whether cerebral palsy
would increase with decreasing rates of infant mortality. The most recent
data for the United States is the Collaborative Perinatal Study which
showed no trend. Population studies of cerebral palsy in Sweden and
Australia have shown decreases in cerebral palsy parallel with decreases in
infant mortality in the 1950s and 1960s. There is some concern over data in
the early 1970s indicating that the rate could be increasing slightly.

The Collaborative Perinatal Study also pointed out that only nine percent
of the cerebral palsy is among those at highest risk—infants weighing 1,500
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grams Or less. The Study showed that more than half of children with
cerebral palsy were full-term infants. Prenatal factors can predict infant
mortality. The Collaborative Perinatal Study data showed, in contrast, that
some 60 prenatal factors could not distinguish among 50 children with
severe mental or physical handicaps and normal controls.

With data presently available, it is reasonable to conclude that the
dramatic decrease in infant mortality has not been accompanied by 2 similar
reduction in prevalence of birth defects and mental retardation. Cerebral
palsy, on the other hand, has decreased although there is concern about a
possible recent rise.

Demographic changes that focused our attention on teenage pregnancies
during the 1970s will lead to an increasing proportion and number of births
to women 35 and older in the next decade. We must be prepared to deal with
the expected near doubling in the number of babies born to women 35 and
older other the next decade.

We need to continue to monitor the trends in birth defects. We must
establish in the United States population-based studies to measure the
prevalence of major childhood disabilities——especially severe mental retar-
dation and cerebral palsy. Such studies would not only permit us to measure
the impact of various interventions, such as prenatal diagnosis, neonatal
screening and neonatal intensive care units, they would also permit the base
from which to conduct epidemiologic studies of the causes of these diseases.
We must remember that some of the predictors of, risk factors for, infant
mortality are not the same for major pediatric morbidities. Attention is
needed specially to defining the predictors of, and risk factors for, mor-
bidities.

Statewide Strategies for Developing Effective Perinatal Care
Systems

Stanley Graven, M.D.

Development of statewide strategies to improve the delivery of perinatal
health care is a complex and intricate task. Each state and area has its own
unique set of problems and resources. While there are many different
strategies, there appear to be several principles or premises operative in
locations where strategies have proved highly successful. The following
operating principles or premises, which form a common thread, are pro-
posed as important to the process of developing a strategy to improve health
care for mothers and infants in an area as large as an entire state.

« People and institutions must be cultivated and encouraged to do things,
not ordered or directed. Very little is accomplished by executive orders or
centralized administrative directives.

. Areas or regions should be of manageable size and fall into logical
areas which provide some common basis for addressing problems and
developing solutions. Relatively little is accomplished through approaching
the State as a whole.
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« Constituencies and coalitions must be developed within each area and
problems must be divided into manageable-sized component parts.

« Efforts should be focused on achieving small but long-term Or perma-
nent gains. Major thrusts usually die for lack of broad support and most
long-term gains involve changes in peoples’ attitudes and care practices.

« Sequence and timing are usually crucial for success—some issues and
problems need to be left alone for periods of time while others need to be
addressed promptly while the opportunity exists.

« Finding and involving the right people is essential. Plans and activities
should focus on what people and institutions can do. Far too many plans
and programs focus on legislating what individuals and institutions cannot
or should not do. Most have the potential to do much more than they are
presently doing, given support and encouragement.

» Solutions to care problems must involve a chemistry of resources, a
partnership between private and public resources, perinatal centers and
community hospitals and professional disciplines and the recipients of care.

« Professionals and patients do care, none wants adverse outcomes. Most
health professionals, however, are working hard to keep up with often very
unrealistic workloads and are doing a very reasonable job. What is often in-
terpreted as opposition or indifference is fatigue, stress or inability to take
on one more problem or issue.

« Health care for mothers and infants is closely tied to family, culture,
and religion and should be delivered as close to home and support systems
as is possible.

Among the components that should be included in the development of a
statewide strategy: regional or area resource perinatal centers; health care
institutions of varying capabilities; health professionals; community institu-
tions and organizations; agencies that administer funds and programs and,
of course, recipients of care. Any strategy must incorporate these six com-
ponents and how they are involved, linked, motivated and supported will
determine the shape of the strategy as well as its likelihood of success.

Data Systems and Information as Tools for Making the System
Operate more Effectively

Alfred Brann, M.D.

Perinatal surveillance is a dynamic process through which data on the oc-
currence and distribution of perinatal events in a defined population are
collected, tabulated, analyzed and disseminated. Because of improved
knowledge and techniques today, epidemiologic data of this kind is more
important than ever before in the effort to improve maternal and child
health systems.
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As long ago as 1862, Dr. Little pointed out a causal link between sub-op-
timal perinatal care and negative outcomes in a report entitled “On the In-
fluence of Abnormal Parturition, Difficult Labors, Premature Births and
Asphyxia Neonatorum, on the Mental and Physicial condition of the Child,
especially in Relation to Deformities.”

Since that time, there has been a continuing need, variably met, for the
collection of adequate data to delineate factors in sub-optimal perinatal
care that lead to poor outcomes. Today there is a need for an on-going peri-
natal care survillance system. Surveillance has evolved from monitoring the
individual with a specific disease to the present monitoring of the health
status of the population or populations and factors which influence it. Data
collection has, in the past, shed light on maternal and infant health.

For example, it has been pointed out that low birthweight rates from the
Renaissance to the early 1900s were approaching the rates of today’s middle
and upper-middle income groups in the United States. Although the data
are relatively crude, they do suggest that birthweights in early times were
improving, long before the availability of modern technology and tech-
niques in perinatal care.

Surveillance has also shown us that the United States has the lowest birth-
weight-specific neonatal mortality rate in the world, but not the lowest
general neonatal mortality rate. Sweden has the lowest general neonatal
mortality rate in the world. When one examines these two statements, it is
important to differentiate between birthweight-specific neonatal mortality
rate and neonatal mortality rate. In Sweden, for example, we find the
lowest neonatal morality rate and a very low low-birthweight rate. This tells
us that an American baby of any weight has a better chance to survive than
one in Sweden. This also suggests that our ability to care for neonates has
progressed to great heights but that our ability to help mothers reach full
term has not improved in the past 20 years, as it has in Sweden. Through
this bit of information, we now see clearly that if we are going to reduce in-
fant mortality we must now concentrate on reducing low birthweight rates
rather than placing emphasis on keeping smaller and smaller babies alive.

The progress in reducing infant mortality to 9 per 1,000 by 1990 is going
to be very difficult in that there now exists a unique problem - pockets of
high infant mortality. This fact alone makes it mandatory to have a peri-
natal surveillance system which: can provide an accurate and detailed defi-
nition of perinatal problems; can reflect changes in the epidemiology of
perinatal problems; can provide data for evaluation of infant morbidity, ef-
fectiveness of programs and services, and allocation of resources; and can
indicate priorities for research that will lead to prevention of future prob-
lems.

My overriding recommendation would be for the establishment of a State
and/or subarea perinatal surveillance system along with the training of peri-
natal epidemiologists who could collect, analyze and distribute on a timely
basis, perinatal information and data on infant morbidity.
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THE NEEDED RESOURCES

Public/Private Financing of Maternal and Child Health Care
Stanley B. Jones

Although insurance and financing systems for health care are extremely
diverse, it is possible to distinguish five basic methods of financing health
care for pregnant women and children: private payment, federal grants,
Medicaid, public provider and voluntary giving. One can consider several
kinds of changes that might lead to more desirable health care for children
and pregnant women: (1) modification in the present private insurance
system; (2) improving Medicaid as an insurer of health services for poor
women and children; and (3) giving State governments substantial new roles
in using public providers, grantees and others in the planning and start-up
of community resources for care, in providing selective preventive and
related services and in ensuring and coordinating appropriate utilization of
care.

The objective is the establishment of an expanded government financing
role only when private insurers and providers are unable or unlikely to meet
the need. Although many changes might be made to improve the system, the
following are just a few that could be considered in connection with more
comprehensive revisions. ‘

In the private system, all heaith insurance plans might be required to of-
fer as an option or to actually include a standard set of services for children
and pregnant women established by law, and changes made based on con-
tinuing review by the Secretary of Health and Human Services and recom-
mendations of an Advisory Council on Health Insurance for Children and
Pregnant Women. The standard set of services would include specified high
priority preventive, prenatal and postnatal services and specified well-child
care as mandatory minimums in every insurance policy sold.

The Medicaid program might be amended to require States to cover both
mandatory and voluntary standard benefits without deductibles or coinsur-
ance (similar to the CHAP proposal) and to reimburse providers at rates
comparable to those used by private insurers without limits on amount, du-
ration and scope, except as set by the Advisory Council. Medicaid eligibility
requirements might be changed to require States to include all children
(through age 18, for example) and all pregnant women who meet a uniform
income standard.

Recipients of federal and federal-state grants for health services and pub-
lic providers who receive federal funds might be required to negotiate
“enrollment agreements’’ and ‘‘participating provider agreements’” with
Medicaid and private insurers, HMOs and self-insurers who insure a signifi-
cant number of children and pregnant women in their area. They might also
offer such services as they are qualified to offer to all pregnant women and
children who seek services and collect for all covered services from
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Medicaid and private insurers as broadened by this proposal in accordance
with the rule for enrolling and/or participating providers.

Highlights from the Report of Select Panel for the Promotion
of Child Health: Needed Maternal and Child Health Services

Lisbeth B. Schorr

The analysis, findings and recommendations of the Select Panel cover an
extremely wide range of issues, including risks in the physical environment,
health behavior, nutrition and health research, as well as the organization,
financing and delivery of health services.

This presentation focuses on that aspect of our work which dealt with the
personal health services needed by pregnant women, infants, children and
adolescents.

The ‘“‘needed services’ identified by the Panel include not only tradi-
tional medical services, but a broad array of services to repond to health
problems with major social and behavioral components. The Report
focuses mainly on services that are preventive and typically delivered
through primary care systems. This orientation stems from the Panel’s
mandate and from a belief that many of the strategies most likely to
decrease overall mortality and morbidity in mothers and children lie in the
domain of preventive services and primary care.

The process of defining needed services led the Panel to three major find-
ings. First, and most important, the Panel identified three broad classes—of
services—prenatal, delivery and postnatal care; comprehensive health care
for children from birth through age five; and family planning services/that
are so clearly effective, and so essential to good health, that no one needing
these services should be without them. The Panel concluded that access to
these basic minimal services be systematically and universally assured. Na-
tional health policy must move from attempts to make these services more
available to a much more active posture of assuring access. Needed action
includes:

« Removal of all financial barriers to basic essential services, most im-
mediately by improvements in Medicaid, private insurance and grant pro-
grams;

« Strengthening provider arrangements to provide or mobilize a broad
range of services and to reach out into the community;

« Clear designation of ultimate responsibility among public agencies for
assuring availability and access to the basic essential services.

A second category of services which merits special attention includes
mental health and related psychosocial services, dental services, genetic
services and, especially, services that promote access to care. Although each
of these has unique attributes, they have in common an importance to
health and also the fact that they are not now adequately available, par-
ticularly to some of the groups most in need of these services.
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Third, a new mechanism must be created or mobilized to serve a variety
of functions aimed at improving the content, quality and availability of
health services for mothers and children—a Board on Health Services
Standards or similar body. One reason many needed services are unavail-
able or underutilized is that public and private third-party payers tend not
to finance them, and purchasers of third party payment programs are reluc-
tant to purchase coverage for these services, in part because of the nature of
the services. They are difficult to define precisely and their effectiveness ap-
pears closely related to circumstances under which they are provided, by
whom and in relation to what other services. To help provide information
on such issues, the Panel recommended that a Board on Health Services
Standards be created, or that existing institutions be strengthened and con-
solidated, to perform the following functions:

« Review and define health services that should be available to mothers
and children in light of new knowledge and changing health problems;

« Provide guidance to third-party payers and purchasers of health in-
surance regarding the effectiveness and appropriate use of a given service or
sets of services, and the circumstances under which such services should be
provided and financed.

« Provide information to third-party payers regarding the likely effects
of their payment policies and practices on the availability of needed serv-
ices, professional personnel, facilities and other health resources.

Targeting of services and funds, is emerging as an important theme of
this Workshop: it is essential to distinguish among various kinds of target-
ing. The implications of targeting resources on underserved geographic
areas, or on all children and pregnant women are very different from target-
ing programs to serve only those individuals and families which meet nar-
row definitions of medical, social or economic need. The pressures to allo-
cate scarce resources are very real, but must not glibly be translated into
ever more restrictive eligibility requirements that ultimately become barriers
to the receipt of prompt and appropriate services.

The costs of certain forms of targeting must be considered along with the
savings. Costs of targeting include the increased probability of a given in-
dividual falling through the cracks between programs, the lack of public
support for programs limited to the poor, and the expense of sorting and
resorting large numbers of families that move in and out of poverty and risk
status.

Thus it is possible to advocate, as the Panel did, targeting resources on as-
suring that a range of particularly effective services is available to all who
need them, and on programs to assure that resources are made available in
underserved areas. We concluded, on the other hand, that with regard to
long-term financing of personal health services, a program of universal enti-
tlement is decisively preferable to one directed solely at the poor. When
eligibility for a health financing program is tied to poverty status, the results
are so detrimental in terms of quality, continuity and appropriate use of
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care, incentives toward economic independence, public support and admin-
istrative efficiency that the price of targeting, in this instance, is too high.

Human Resources for Delivering Needed Maternal
and Child Health Services
Morris Green, M.D.

Of some 3.3 million infants born alive annually in the United States, ap-
proximately _5 million (1:7) are considered to be at high risk and, of this
number, approximately 50,000 infants die before the age of one year. In ad-
dition, 33,000 fetal deaths occur before or at birth and some 250,000 infants
are born annually with congenital anomalies. The incidence of prematurity
and low birth weight babies is twice as high for black as for white infants.

Of the projected 3.67 million women expected to become pregnant in
1980, 980,000 live in poverty: 560,000 of these women are o1 Medicaid and
420,000 women are below the poverty line but are not on Medicaid. The
patterns of prenatal care vary widely among mothers of different social,
racial, educational and demographic backgrounds. Black mothers con-
sistently receive less prenatal care than white mothers; 58 percent of women
with less than a high school education received prenatal care in 1977, com-
pared to 82 percent of those with more than a high school education; preg-
nant adolescents are at the highest risk of receiving no or only third
trimester prenatal care and unmarried mothers have one-fourth the prenatal
care received by married mothers.

By increasing access of mothers and children to comprehensive services,
current and past Federal and foundation initiatives in maternal and child
health have made major contributions to the reduction of infant mortality.
But inequities in services remain. Many mothers and infants, especially
those of low income, are unserved either because services are unavailable or
not properly utilized. Deficiencies include: limitation in personnel; uneven
geographic distribution of personnel; low Medicaid reimbursement; patient
disinterest or attitudinal barriers due to life experiences; lack of community
understanding and support; fragmentation of programs and lack of coor-
dination among community health and human service agencies; lack of edu-
cation, outreach and followup activities; and inadequate adolescent health
services.

In considering possible solutions to the situation, certain assumptions
should be made, such as: improved access to and utilization of needed
health services would lead to better health of mothers and infants; adequate
prenatal care is associated with a reduction in birth of premature and other
low birthweight infants; and while the ultimate goal of accessibility to ap-
propriate health services for all is a valid one, population groups with the
greatest needs should receive priority.

The system of health care services should be a cooperative one, integrat-
ing at administrative, service and educational levels the public and volun-
tary agencies, private and voluntary sectors and both the providers and

43



recipients of services. 1 would propose the term ‘‘District Health
Cooperative for Mothers and Infants’’ (HCMI). The precise way in which
HCMISs would be formed would depend on local settings and whether urban
or rural.

Services would include treatment, prevention and health promotion for
pregnant women and infants during the first year of life and services would
be organized by districts. In the development of individual cooperatives,
planning would attend not only to the problems and vulnerabilities in the in-
dividual patients, families and the community, but also to their strengths
and potential resources. The package of services to be delivered would be
determined in each district within national guidelines.

Among program elements to be included in cooperatives would be: pre-
natal care, including risk assessment and management; access to secondary
and tertiary consultation, ambulatory or inpatient, for assessment and
treatment; linkages to hospitals for labor, delivery and newborn care; out-
reach to ensure that mothers and infants receive the care they need;
followup; adolescent health and family planning services; nutritional pro-
grams; mental health and psychologic support services; health education;
education for parenting and home visits in early infancy.

Incentives would be offered for participation—patients receiving increas-
ed food stamps or other allowances; professionals, tax incentives or salary
supplement; and individual citizens or corporations would receive tax incen-
tives. Funding for cooperatives would be a blend of federal grants, local
governmental funds, United Way, individual and corporate gifts, fund-
raising events and grants from voluntary health agencies.

Staffing of cooperatives would depend on availability of professionals,
but use of nurse practitioners, public health nurses and nurse-midwives
linked to physician backup would be explored. In areas without obstetri-
cians or pediatricians, family practitioners would be utilized.
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