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EPIDEMIOLOCICAL APPROACH TO PUBLIC HEALTH NEEDS

IN OBSTETRICS
CHAPTER I
INTRODUCTION

Childbearing is usuelly a normal physiological process. Accord-
ingly, the main emphasis in maternity care should be on the maintenance
of the normal. However, complications do occasionally occur, and can
result in graeve conscquence to the mother and/or the child. These can
often be prevented, or the severity reduced, by proper prenatal care.

The objectives of obstetrical care are: (1) to produce healthy
children and (2) to maintain the good health of the expectant mother so
that she is capable of teking care of her offspring. Those most inter-
ested in these objectives are the mother-to-be, the father-to-be, the
physician providing the obstetrical care, the pediatrician and the local
health department. The concern of the local health department is identi-
cal with that of the obstetrician and the pediatrician, except that it is
more involved with the problem as it affects the community, while the
physicians involved are more cognizant of the needs of the individual
patient.

Mankind is exceedingly adcpt at reproducing itself. This fundamental

drive, along with the struggle for individual and collective survival,
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accounts for perpetuation and progress in the human race. Possibly the
- greatest tragedy in this world is the loss of life at its very beginning.
Map's progress toward civilization has been closely intertwined with his
development of methods to protect life.

Throughout recorded history man has indicated interest and concern
in the reproductive women, although ancient concepts of reproduction and
birth were cloaked in mysticism. It was not until the 18th century that
fetal diseases were given serious consideration in the literature and
even then, the interrelafionship with maternal factors was not suggested
before at least another century. The importance of maternal care was
pointed out with remarkable clarity in 1803 when Dr. W. Buchan wrote a
treatise for maternity patients entitled "Advice to Mothers" in which he
stressed the need for examination by a physician during the pregnancy
instead of only at the time for delivery.

In 1873, the American Medical Association organized & section on
Obstetrics and Diseases of Women and Children. This was the first time
that the medical profession singled out and placed emphasis on the care
of mother and child.

Public health legisletion designed specifically for children was

first enacted in 1879 when the New York State Legislature passed a law
requiring New York City to appropriate funds for child health. Physicians
and nurses were employed to work with families in an effort to prevent
severe outbreaks of summer diarrhea among infants and children. This
meeger beginning was the stimulus for the origin end growth of meny child
welfare societies and orgenizations.

In 1901, the Imstructive Nursing Association of Boston initiated

antenatal care in America. It was not until 1902 that difficult lsbor,
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premature birth and asphyxla were suggested as important causative factors
in cerebral palsy and mental deficiencies. This reaelization of the possi-
ble role of maternel influences upon the fetus gave greater weight to the
value of antenatal and maternal care.

In 1958 the New York Comnission for the Improvement of the Poor, in
conjunction with the New York Outdoor Clinic, began to provide prenatal
care for expectant mothers in the lower income groups. Thus, public health
has meant a cooperative effort of obstetricians, general practitioners,
pediatricians and public health officials to improve child health.

Mortality rates for all ages have shown & steady decline in the
United States during the past half century, but the most striking reduction
has been in infant mortelity rates. The greatest reduction in mortality
rates has been among infants after the first month of life. In the first
month of life, the mortality rate has remained relatively high, having
shown only a slight decline. In 1915 the infant mortelity rate was 99.9
per 1000 live births. (The pumber of deaths of live-born infants during
the first year of life per 1000 births in a specific year.) By 1958 the
rete was down to 27.2. The nzonatal mdrtality rate (number of deaths of
live-born infants during the first 28 days of 1life per 1000 live births
in a specific year) for this same year was 19.5 per 1000 live births, hav-
ing declined from 60 per 1000 live births in 1915. Most of the reduction
of neonatal mortality occurred in the period from seven deys following
birth through the twenty-seventh dey. In 1958 three-fourths of all neo-
natal deaths occurred during the first three days of life and slightly
over one-half of these deaths occurred in the first day of life. These
facts indicate that the major share (up to 80 per cent) of neonatal &eaths

are closely related to obstetricel care and services. Furthermore
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significant reduction in these deaths will come. largely from improvement
in maternity care. |

Since 1900 the birth rate (number of live births per 1000 popula-
tion in a specific year) for the United States has varied from a high of
31.8 in 1910 to a low of 18.4 in 1933 and 1936 to another peak of 26.5 in
1943, to 23.%4 in_1961. In 1961 there were 4,329,000 babies born in the
United States and in 1962, 4,209,000. In 1915 the maternel mortality rate
for white mothers was 60 per 10,000 live births and in 1955 vas down to 3
per 10,000 live births. The non-vwhite rate in the same period dropped
from 100 per 10,000 live births to 15 per 10,000. (52) One of the major
factors for the decline in these rates has been the gradual improvement in
the quality of antepartﬁm care, some of which was stimulated by informetion
obtained from public health stetistics and analyszs of maternal and infant
mortelity rates.

Maternal and infant mortality rates are often used to determine the
status of public health in & community. Progress in the field of maternal
and child health, as far as death is concerned, has been most marked in
the reduction of maternsl deaths. Improved standards of obstetrical care
directéd primarily toward saving mothers' lives have ushered in an era of
reduced fetal and neonatal loss, but less remarkably so than maternal
mortality reduction.

Both the fetal and necnatal deaths had to be combined for clarity
and relisbility in determining & single index that could be used to com-
pare these death rates to maternal mortaiity rates. Fetal and neonatal
deaths may be influenced by the ;ame factors and thus they are not
mtually exclusive. It is not always apparenﬁ in a given instance whether

a fetus has been born alive or still. To take into account possible
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variations in judgement as to the state of the fetus at delivery, a single
figure is of most use. Perinatal death rate has been selected as the index
of choice because it will pick up these varietions as to actual conditions
of fetus at birth.

The Committee on Maternal and Child Care of the Council on Medical
Services, American Medical Association, has held meny conferences to
establish an exact definition of perinatal ﬁortality. This Committee has
set the following definitions: There is & Perinatal Group I and a Peri-
natal Group II.

Perinatal Group I begins with the death of & fetus weighing 1;001
grams (approximately 238 weeks gestation) and includes all deaths of new-
born infants, regardless of birthweight, occurring in the first 7 deys of
1ife.

Perinatael Group II includes all deaths of a fetus weighing 501 grams
or more (approximately 20 weeks of gestation) and all deaths of newborn
infents, regardless of birth weight, occurring in the first 28 days of
life--full neonatal period.

The perinatal mortality rate is to be calculated on the basis of
totel births in the perinatal group chosen for study. Perinatel Group II
is the one chosen for this study and is calculeted by the following for-
mula:

Fetal deaths 501 grams and over +
all neonatal deaths (under 28 days)

Fetal deaths 501 grams and over +
all live births

X 1000

Perinatal death is the fourth ranking cause of death in the United
States, outranked only by heart disease, cancer, and vascular diseases.

Eech year there are some 150,000 such deaths reported; in additiom, it is
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estimated that 15 per cent of all pregnancies (645,000) end in abortion
" each year. In 1958.the perinatal mortality rate per 1,000 live births was
35.2 and of this 16.2 per 1000 live births were due to fetal mortality.
Many of the same factors leading to a lethal outcome in some pregnencies
may lead to sub-lethal outcomes in others. (The surviving but demaged
group includes such conditions as cerebral palsy, epilepsy, mentel retar-
daﬁion, congenital malformations, or birth injuries. It has been estimated
that each year some 60,000 infants are delivered with these conditions.
(30) It has been further estimated that "in the United States today, there
are approximately some 315,000 children with cerebral palsy, 310,000 with
epilepsy, and 1,500,000 mentally retarded." In assessing the benefits from
any program designed to reduce perinatal mortaelity, efforts should be
directed to ascertain affects on the surviving but dameged group as well.

As reported By Wells from "North Carolina Fetal and Neonatal Death
Study,” the objective of obstetrical care is to secure healthy mothers and
healthy babies. (68) The achievement of this objective not only involves
careful medical supervision of the expectant mother throughout the preg-
nancy but also depends on her earlier health and education so that there
is a close linkag. -rith the wider field of hygiene and preventive medicine.

Present knowledge indicates that cause and effect in perinatel prob-
 lems is a éomplex of many factors. Many of these factors appear to be
"~ closely related; other factors seem to act independently and in some in-
stances interact with each other. The same phenomenon is true in most
biological and sociological problems. The following factors are important:

I. Genetic Factors
A. Blood Groups

Hemolytic diseases affect to some extent about one infant in
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200 deliveries. (15) Blood group differences between mother and
fetus are the basis for the development of the disease. Since
1940 much has been learned sbout the etiology of this group of
diseases. Much is known about the role of the Rh factor and as
a result, considerable prégress has been made in the prevention
of perinatal deaths due to erythroblastosis. Recently ABO hemo-
lytic disease has been diegnosed more frequently than formerly,
but the extent of this problem is unknown at present.
Congenital Malformation
Present knowledge does not allow us to distinguish with certainty
between the effect of defective chromosomes and genes and defec-
tive intrauterine environment, but it is relatively simple to
recognize the overall effect of abnormal germ plasma whatever its
etiology. (15) The inheritance of congenitel defects depends on
the matching of defecuive genes in the process of fertilization.
Mutation of genes and chromosomes in men probably can be affected
to some extent by environmental factors such as radiation.
Race or Nationalilty
The effect of race on the incidence of disease and death is not
clear. There is evidence that various socio-economic factors
which are correlated with race may be more important than race
per se. A definite decline in infant mortality rates is reported
in whites and non-whites with rising level of income, but there
are still differences between whites and non-whites in the same
economic group. (33) There is always the question whether the
present economic grouping of two different races or the socilo-

economic grouping of the mothers ten or twenty years previously
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is the more importent determinant of this effect.

D. Other Geﬁetic Factors
There are other possible genetic factors which may affect preg-
nancy wastage to some extent, such as the inheritance of defec-
tive reproductive organs, the tendency to diabetes or a hyper-
tensive disease and similar defects which might influence peri-
natal mortality.

Non-genetic Biological Factors in Pregnancy Wastage

A. Mother's Age
Perinatal mortality tends to increase with the ege of the mother.
(13)

B. Number of Previous Pregnencies
Parity and mother's ages are correlated about as highly as other
biological phenomena. (25)

C. Father's Age
It has been difficult to find the same relationship in regard
to the age of the father as with the age of the mother. (72)

D. Family History
Family history is importent in certein conditions which are
probably genetic or environmental in nature. Among these are
heart disease, disbetes and congenital deformities. (15)

E. Outcome of Previous Pregnancies
It has been recognized for many years that women with a history
of previous fétal loss had a higher fetal loss in subsequent
pregnancies then those who had no fetal loss previously.
Yerushaelmy observed a strong association between the outcome of

the immediately preceeding and the present pregnancy in regard
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to early fetal, late fetel, neonatel and late infent deaths. (68)

F. Birth Interval

A higher incidence of premature births has been recognized where

there is either a very close or & very wide spacing of births. (34)

G. Size of Family
Stillbirth and neonatal mortality birth rates decreased with the
size of the family, but infant Qeath rate increased with the size
of the family, indicating & possible environmentsl effect on in-
fant deaths and the beneficial effects of parity on perinatal
deaths. (68)

H. Season of the Year
A definite seasonal variation has been lkmown in the death rate
due to congenital malformations. (6) The rates were highest dur-
ing November end March and lowest during June to September. Ma-
ternal toxemia with associated risk of perinatal mortelity and
toxemia has been thought to be related to changes of the weather
or season.

Multiple Births

Multiple births result in an increased incidence of premature births

which are subjected to.higher mortality rates than mature infants.

In the United States multiple births account for about 2 per cent of

the live births but are associated with 6 per cent of the fetal

deaths of 26 weeks gestation. Ten per cent of the neonatal deaths

are associated with multiple births. (6h)

Birth Weight

Birth weight is probably the most crucial factor in perinatal death.

Birth weight varies considerably hy social class, age of mother,
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parity and nutrition status of the mother during pregnancy. (68)

V. Socio-economic

A.

Socio-economic Factors in Pregnéncy Wastage

Much evidence haes been accumulated on the effect of nutrition
on health of the mother and the fetus. There are still many
unasnswered questions regarding the role of nutrition in peri-
natai mortality. (67)

Social Class

Studies in Englend and Scotland have shown a definite increase
in mortality rates with decreasing social class. (3)

Work Outside the Home During Pregnancy

Por meny years work outside the home during the latter part of
pregnancy was thought to result in increased risk of fetal and
neonatal deaths. However, two recent studies found no signifi-

cant effect of work outside the home on incidence of prematurity.

(2) (32)

VI. Other Factors

A.

B.

Conditions occurring during pregnancy usuelly associated with
increased perinatal mortaelity rates are the following: toxemis,
pre-eclampsie and eclampsia, antepartum bleeding, placental bleed-
ing, placenta praevia, abruptio placentae, multiple pregnencies,
gbnormality of fetal membranes, placental end cord.

Diseases which probebly result in increased perinatal mortality
but which are not directly related to pregnancy are the following:
acute infections such as rubells, poliomyelitis, and others;
chronic diseases such as syphilis, heart disease, cardiovascular

disease and diabetes.
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Thus the value of careful supervision of the expectent mother from
the beginning of pregnancy is now well recognized since even healthy women
sometimes fall to adapt completely to the strain of pregnaency. As stated
previously, the object of obstetrical care is to secure healthy mothers
and healthy babies. The achievement of this goel not only involves care-
ful medical supervision of the expectant mother throughout the pregnancy
but also depends on her-general health, education and social enviromment;
thus, there should be a close liak with the hyglene of preventive medicine.

The basic principle upon which control measures for perinatel mortal-
ity are based is that the fetus is the product not only of its own internal
constitution but also of its maternsl and uterine environment and that, in
most instances, if this environment is altered favorably either before con-
ception or during pregnancy, improved perinatal salvage will be the inevit-
able dividend. Thus the solution of the problem of perinatal production is
much more complicated fhan the mere acquisition of new knowledge concerning
the classic art of obstetrics.

Since 95 per cent of all deliveries in the United States take place
in the hospitals, many factors affecting perinatel mortality are related
to events and circumstances within the hospitel. On the other hand, some
of the solution for perinatel mortality will be found in identifying and
measuring other factors one might call exogenous factors. In other words,
those factors beyond the control of the hospital phase of the actual labor
and delivery, as contrasted with endogenous factors affected by the quality
of hospital care.

These exogenous factors have to do with prenatal care and special
attention being provided to that group of patients who are identified bf

epidemiological means as providing the highest incidence of premature births
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and perinatal mortality. An epidemiological investigation is a fundemental

public health method and can be used in studying this problem.



CHAPTER II
DESIGN OF PRESENT STUDY

This study is designed as an analytical survey; that is, factors
which are assoclated with the observed results are studied, as opposed to
an experimental study in which factors are varied "at will" and the results
studied for the effect of the factors. The data are not completely retro-
spective because considerable information was collected during the preg-
nancy and then transferred to the code sheet at the time of the labor and
delivery. The statistical methods used chiefly are chi square. Where
other methods are utilized, it is so stated.

In view of the pumber of indigent patients admitted to the obstet-
rical service at the University of Oklahoma Medical Center, it was consid-
ered worthwhile to analyze -he obstetrical care received by the patients.
The overall purpose of the study was to ascertain the need for improved
care as well as ways and mcans by which the necessary improvements might
be accomplished; the assumption being that these improvements would, in
turn, have beneficial effects on the perinatal mortality rate and & con-
comitant reduction in the number of demsged, but living, children.

The data were obtained on all deliveries occurring at the University
of Oklshoma Medical Center Hospitals from July 1, 1959 through June 30,
1961.

A special code sheet was designed (Figure 1) to record the data.

13
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At the present time, the Joint Commission on Accreditation of Hospitals
does not approve of code sheets or chéck-off sheets to replace other
records of lebor and delivery. This code sheet was used to accumulate
selected data on cases in such a fashion that the information could be
rcadily enalyzed by counter sorter eand/or electric digital computer. (It
was speculated that with the use of such code sheets the Joint Commission
mey in time be shown the velue of such records.)

The code sheet was prepared in triplicate of NCR (no carbon required)

' peper. The first page (white) became a part of the patients' permanent

| hospital record. The second page (pink) was taken to the newborn nursery
with the infant. Until the inception of this project, no record of the
mothers' prenatal course, labor or delivery accompanied the baby to the
nursery to be used by the pediatrician for further care of the infant.
The thirq sheet (blue) was used by the punch card operator after it had
been checked for clarity and accuracy by the project.worker.

The data were punched directly on IBM punch cards from the blue code

sheet. The tabulations were performed on an IBM 1620 electric computer.

The code sheet was divided into four sections:

1. The admission information obtained on the obstetrical labor
floor by the obstetrical admitting house officer or medical
student from the patient's prenatal history, if available, and
directly from the paﬁient, if no prenatal record, and from the
initial physical examinatién.

2. The labor summary, checked by the house officer immediately
following the delivery.

3. The actual delivery as to anesthetic, method of delivery and the
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newborn's immediate condition; this was checked by the anesthe-
tists throughout the proceedings or by a house officer immedi-
ately following delivery.

k. This area was for major or unusual complications concerning the
mother during prenatal course, labor and/or delivery as well as
complications concerning the baby.

The data on deliveries in the previous twenty-four hours were exem-
ined by the project worker each morning to check for omissions or discrep-
ancies in the information. If certain items had been overlooked, the
patient, her chart, nursing personnel and house staff were available to
provide the missing information.

At the onset of this projectAit was decided to test the effect ex-
erted on prematurity and periﬁatal mortality, both individually and col-
lectively, by race, merital status, parity and residence in association
with the time the patients began prenstal care. By an analysis of such
data, there would be a demonstration of the public health needs of obstet-
rical patients in 8 community by the use of epidemiological methods. In
addition, the data collected would be of such & nature that studies of
‘greatef depth and involving other obstetrical facts could be made and
then correlated with the results of this present project, if desirable.

The data pertaining to maternity care used in this study were those
in Colums 9-10, County or Residence; Column 11, Type of Hospitel Care;
Column 12, Race; Cclumns 13-14%, Age of Mother; Column 21, Parity; Column
22-2, Previous Perinatal Mortality; Column 31, Time Prenatal Care Began;
Column 59-62, Weight of Baby} Column 68, Birth Order; Column 74, Outcome

of Fetus; Column 78, Marital Status of Mother.
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This study has certain features of significance:

1. A1l except a very small number of patients would be service type
patients; thus, as a consequence most of the patients would be
in the same socio-economic class. Also, it is generally believed
that this group is in more need of better services and care.

2. All service patients receive the same type of care during labor
and delivery by the house staff. The following proposition we
assume to be true: By using the same procedures and supervision,
there would not be a great variation in actual labor, delivery
and obstetrical care. The differences which might be observed
would be those concerned with public health and preventive meas-
ures, rather than the actuel obstetrical procedures used in the
delivery room.

3. .There dare four cliniecs in Oklahoma County which provide prenatal
care for these indigent patients. They are St. Anthony Hospital
Clinic, Mercy Hospital Cliniec, Variety Club Health Center Clinie,
and University of Oklshoma Medical Center Clinic. Since the
Medical Center admits a great majority of these indigent patients,
this analysis would show if the needs of patients from these
clinics were being met. The University Hospital admits some,
but not all, of the patients from the one community type climic,
i.e., Variety Club Health Center, but none from the two other
hospital centered clinies, i.e., St. Anthony and Mercy Hospitals.

From the revelations of needs as a result of this anelysis, recommen-

dations could be made to improve the public health asuvects of obstetrical

practices.



CHAPTER III
ANALYSIS OF DATA

From 12:01 A.M., July 1, 1959, through 12:00 P.M., June 30, 1961,
there were 4,658 women delivered on the obstetrical ward at the University
of Oklshoma Medical Center Hospital. These 4,568 women delivered 4,708
babies because 50 women had twins. Thirty-eight women were delivered by
private physicians and are not included in this enalysis. Consequently,
the analysis is made on 4,620 women and 4,670 babies as no twins occurred
on the private service.

The patients were from 57 of the 77 counties of the State of Okla-
homa. The number from counties other than Oklahoma varied from 1 to 199
for the 24 month interval. In Oklahome County 3,628 women delivered 3,678
babies. (Ali patients delivering twins were from Oklahoma County.) Thus,
992 women were from the other 56 counties; for the rest of the analysis
they are grouped together as "other counties."

'Table 1 shows the distribution of women for both Oklahoma County and
"other counties" by race. Thus, in éklahoma County there were 1437 whites,
or 39.6 per cent, while from "other counties" there were 601 whites, or
60.6 per cent.’ In the totdl patient load there were 2,038 white births

‘or 4.1 per cent. '

The Negro race accounted for 2,365 births, or 51.2 per cent, of the

total patients. Two thousand eight, or 55.3 per cent, of these births were

18
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TABLE 1

BIRTHS-UNIVERSITY OF OKLAHOMA MEDICAL CENTER
DISTRIBUTION BY RACE AND COUNTY OF RESIDENCE
JULY 1, 1959 - JUNE 30, 1961

White Negro Indian Other Total

Oklahoma County 1437(39.6%) 2008(55.3%). 164(4.5%) 19(0.5%) 3,628
Other Counties 601(60.6%)  357(36.0%) 31(3.1%) 3(0.3%) 992
Total 2038( Mk, 1%) 2365(51.2%) 195(%.2%) 22(0.5%) 4,620
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from Oklehoma County. The other 357, or 36.0 per cent, were from "other
counties."

There was a total of 195, or h.2‘per cent, Indisn births. Of this,
164, or 4.5 per cent, were from Oklshoma County and 31, or 3.1 per cent,
were from "other counties."

| Grouped in the fourth classification of races designated as others are
those of Mexican descent, a few Japanese and one or two Koreans. This group
constituted 22, or 0.5 per cent, of the total. In Oklahoma County there were
‘19, or 0.5 per cent, and 3, or 0.3 per cent, were from "other counties."

Table 2 shows the marital stetus of the white and Negro race groups
by counties.

Teble 3 ;hows by number and percentages the exact marital status
of the patients for races and counties, as listed on the admission history
obtained directly from the patient. There was no statistical difference,
using the chi square test, in the percentages of those from Oklahoma
County and those from "other counties" for either race. However, there
was a significant statistical difference when the classifications were com-
pared by race. There was a higher percentage of single Negroes, a lower
percentege of Negroes who were separated andldivorced, and no significant
percentage difference for widows.

The classification O, prenatal care unknown or not reported, was in-
cluded on the code sheet. There was a relatively high number of these
patients because many from Oklehoms County ceme into the hospital in
labor having received their prenatel care at the Variety Club Health Center.
These charts were not immediately available upon their admission to the

hospital. Some patients who had not previously received prenatal care were



TABLE 2

BIRTHS-UNIVERSITY OF OKLAHOMA MEDICAL CENTER, DISTRIBUTION BY

RACE, COUNTY OF RESIDENCE AND MARITAL STATUS
JULY 1, 1959 - JUNE 30, 1961

Married Unmarried Total

White
Oklahoma County 1244 (86.6%) 193(13.49) 1,437
Other Counties 499(83.0%) 102(17.0%) 601
Total 1743(85.5%) 295(1k. 5%) 2,038

Negro
Oklahoma County 1241(61.8%) 767(38.2%) 2,008
Other Counties 185(51.8%) 172(48.2%) 357
Totel 1426(60. 3%) 939(39.7%) 2,365

Total All Races

Oklahoma County 2638(72.7%) 990(27. 3%) 3,628
Other Countics T13(71.9%) 279(28.1%) 992
Grand Total 3351(72.5%) 1269(27.5%) 4,620
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TABLE 3

BIRTHS-UNIVERSITY OF OKLAHOMA MEDICAL CENTER, DISTRIBUTION OF UNMARRIED BY
RACE, COUNTY OF RESIDENCE AND MARITAL STATUS
JULY 1, 1959 - JUNE 30, 1961

Single Separated Widow Divorced Total

White -
Oklshoma County 52(26.9%) 86(4k.6%) 6(3.1%) 49(25.4%) 193
Other Counties - 41(%0.2%) 37(36.3%) 2(2.0%) 22(21.6%) 102
Total 93(31.5%) 123(k1.74) 8(2.7%) TL(2k.1%) 295
Negro ‘

Oklahoms County 436(56.8%) 184(24.0%) 29(3.8%) 118(15.4%) 767
Other Counties 114(66.3%) 36(21..0%) 5(2.9%) 17( 9.9%) 172
Total 550(58.6%) 220(23.4%) 34(3.6%) 135(15.4%) 939
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hesiteant to admit this fact because they were afraid that they might not be
accepted for treatment without previous care. Women from "other counties"
often did not or could not bring thelr prenatel care records so no record
was immediately available for any care which may have been received. Er-
ratic care 1s defined as one visit in the first six months, and at the most,
only one other visit before admission in labor.

Table 4 shows the stage of pregnancy at which prenatal care begen
for all races and all counties by marital status. There wae no statisti-
cal difference between patients first receiving care in the second
trimester and those in the third trimester. However, there was a statis-
tical difference between the married and unmarried groups as to the time
when they first received prenatal care. For the unmarried group, a statis-
tically significant difference appears between the percentage of patients
receiving care in the second trimester (13.1 per cent) and those in the
third trimester (34.1 per cent). A still greater number (40.6 per cent)
waited until the third trimester to present themselves for care.

Table % also shows that for the white race the marital status of the
patient did not significantly influence the time of gestation at which pre;
natel care was sought except that a slightly higher percentage of the mar-
ried women sought care in the first trimester.

Table 5 shows the rate of premature births per 100 births in relation
to the time of gestation that the patients begen their prenatel care. For
those patients who had received no prenatal care the premeturity rate was
significantly higher (15.5), but for all other categories the difference in
rate of prematurity was not significant. The prematurity rate for unmarried
patients, with no prenatal care or erratic prenatel care, was higher than

in the corresponding married patients.



TABLE 4

BIRTHS-UNIVERSITY OF OKLAHOMA MEDICAIL CENTER, DISTRIBUTION BY
PRENATAL CARE RECEIVED, MARITAI STATUS AND RACE
JULY 1, 1959 - JUNE 30, 1961

A1l . White- Negro
M Un M . Total M Un M Total M Un M Total
No Prenatal Care 6.0%  9.7% 7.0% L, 9% T-7% 5.3% 6.0% 8.7% 7.1%
First Trimester 17.7 13.1 6.4 20.3 12.5 19.2 13.6 13.3 k.7
Second Trimester 37.1 3h.1 36.3 36.7 38.0 36.0 38.6 35.2 37.3
Third Trimester 37.4 L0.6 38.3 36.0 39.7 36.6 38.5 L4o.5 39.3
Erratic Care 1.8 2.4 2.0 2.0 2.1 2.0 1.2 2.3 1.6

Total Number 3135 1196 L4331 1657 287 1okl 1356 885 2241

e



TABLE 5

BIRTHS-UNIVERSITY CF OMOLIA MEDICAL CENTER, PREMATURE RATE PER 100 BIRTHS BY

PRENATAL CARE RECEIVED, MARITAL STATUS AND RAGE
JULY 1, 1959 - JUNE 30, 1961

All White Negxro

M Un M Total M Un M Total M Un M Total
Prenatal Ceare Unknown 19.9 1k.9 18.4 22.1 No Cases 22.1 11.9 18.5 18.5
No Prensatal Care 24,2 30.2 25.5 17.3 18.2 17.5 35.4 40.2 37.7
First Trimester 11.0 10.2 11.0 8.3 2.8 7.8 16.1 ‘ 2.7 1k.9
Second Trimester 10.5 12,7 11.0 8.9 2.8 8.0 12.2 15.1 13.2
Third Trimester 8.5 10.1 8.9 T9 13.2 8.7 9.8 10.3 10.0
Erratic Care 8.6 17.2 11.4 5.9 33.3 10.0 11.8 10.0 10.8
Total 1.2 16.2 1k.9 9.4 8.5 9.3 13.5 15.1 1k.2

52
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As éhowg by Table 5, the prematurity rate for the white race was
significantly higher only for those patients who had received no pre-
natal care. There was no difference of prematurity rate within those
.categories of patients who did receive prenatal care, irrespective of
which trimester it was started. 1In addition, there was no significant
difference between the married and unmarried except & higher percentage
of married women started prenatal care in the first trimester of pregnancy.

Table 6 shows the perinatel mortality rate per 1,000 hirths for
these same categories of prenatal care. The overall perinatal mortality
rate was 38.1 and it varied by category of prenatal care from 81.7 without
prenatal care to 24.4 with those starting care in the third trimester.
There was a significant difference in perinatai mortality rates by pre-
natel care from the first to the third trimester. The highest rate occur-
.ring in the first trimester. The overall white perinatal mortality rate
was 32.4 and there was no difference, statistically, in this rate by vre-
natal care, except that those in the third trimester had the lowest rate.

The prenatal care by marital status for Negroes from all counties
is also shown by Table 4. There was a significant difference between the
married and uhmarried in that more unmarried Negroes received no prenatal
caie and more began their prenatel care in the third trimester.

The prematurity rates for Negroes in all counties (Table 5) reveals
a high of 37.7 per cent in the no prenatal care group and a stLtistically
significant difference between married (35.4 per cent) and unmarried (140.2
per cent). There was a similar significant difference between married and
unmérried by all categories of prenatal care by trimester, but no statis-
tical difference within the trimester categories within the marital status

groups themselves for the overall total.
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TABLE 6

BIRTHS-UNIVERSITY OF OKLAHOMA MELTCAL CENTER
PERINATAL MORTALITY RATE PER 1,000 BIRTHS BY
PRENATAL CARE RECEIVED AND RACE

JULY 1, 1959 - JUNE 30, 1961

All White Negro
Prenatal Care Unknown 60.1 85.1 56445
llo Prenatal Care 81.7 48,5 132.1
?irst Trimester W, 4 k2.9 45.6
Second Trimester 37.1 39,0 33.5
Third Trimester 2k, 4 12.7 33.0
Erratic Care 57.5 No Cases 54,0
Total 38.1 3.4 43,1
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Table 6 shows the perinatal mortality rate for Negroes from all
counties. The perinatal mortality rate for no prenatal care was 132.1
which was significently higher than for those with prenatsl care. However,
no statistically significant differences appeared between rates for pa-
tients who had reéeived at least some care regardless of when it begen.
The overall Negro rate of h3.l per 1,000 was significantly different than
the white rate of 32.4 per 1,000.

Table 7 is an analysis of prenatel care by marital status of all
races. for Oklahoma County. The married group had a higher percentage of
pétients who received their first prenatal care in the first and second
trimester and a lower percentage receiving no care at all or care in the
third trimester.

For the white race from Oklahoma County, there appears for the
first time a significant statistical difference between second and third
trimester care, with more obtaining care in the second trimester. Fewer
white married patients received no prenatal care than unmerried patients;
‘this held true also in the first trimester but not in the other trimesters.
Thus, white married patients sought prenatal care eerlier than did the un-
married.

For the Negroes from Oklshome County who were delivered at the Uni-
versity Medicel Center, a statisticel difference occurs between patients
receiving care in the first (16.3 per cent) and second (39.1 per cent)
trimester, but little difference occurs in the other trimesters. A higher
percentage of unmarried Negroes received no prenatal care and a lower per-
centage sought care in the first trimester; otherwise, no statistical
difference occurred between categories by marital status.

In comparing white Oklahoma County patients with Negro Oklahoma



THBLE 7

BIRTHS-UNIVERSITY OF OKLAHOMA MEDICAL CENTER, DISTRIBUTION OF PRENATAL CARE RECEIVED
BY MARITAL STATUS AND RACE - OKLAHOMA COUNTY
JULY 1, 1959 - JUNE 30, 1961

A1l White Negro

M Un M Total M Un M Total M Un M Total
No Prenatal Care 6.0% 10.6% 7.2% 4.84 8.6% 5.3% 5.9% 9.1% 7.2%
First Trimester 18.7 1Lk.5 17.6 22.2 13.9 21.1 16.3 4.7 15.7
Second Trimester 38.6 35.4 37.7 39.0 39.6 39.0 39.1 37.2 38.4
Third Trimester 35.1 37.3 35.7 32.1 36.4 32.7 37.k 37.1 37.3
Erratic Care 1.7 2.1 1.8 1.9 1.6 1.8 1.3 1.9 1.0

Total 2503 938 kL3 1183 187 1370 1177 723 1900

62
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County patients, the white group as & whole hed fewer without prenatal
care and more receiving care in the first trimester, but no statistical
difference in thé other categories. Fewer merried white patients received
no care at all and more sought earlier care as a whole than the Negro mar-
ried patients; no statistical difference occurred in the unmarried groups.

Table 8 shows the premature rate per 100 births in relationship to
marital status, race, and time of gestatibn that patients began prenatal
care for Oklahoma County alone. For all races there was no statistical
difference in premature rates between the married and the unmarried groups.
The prematurity rate for those patients with no prenatal care was higher
than those with any care whatsoever; no difference appeared if any care had
been received.

In analyzing the prematurity rate for the white race only, the "no
prenatal care” group was the only group to show a statistical difference;
the prematﬁrity rate for this groﬁp was considerably higher. There was no
_significanﬁ difference within the categories of prenatal care or between
the married and ummarried classifications.

For the Negroes of Oklahoma County,.higher prematurity rates appeared
in the "no prenatal care" groups than in all of the other categories; no
statisticel difference occurred between the married and the unmerried
groups.

The prematurity rate for Negroes in Oklahoma County was significantly
higher than for the whites, both in the married and unmarried categories.
For Negroes it'was 14.9 per 100 births overall while for whites it was 9.4
per 100 births. In the ummarried category the overall rate for Negroes

(16.2 per 100 births) was nearly twice the overall white rate (8.3 per 100

births).



TABLE 38

BIRTHS-UNIVERSITY OF OKLAHOMA MEDICAL CENTER, PREMATURE RATE PER 100 BIRTHS

BY PRENATAL CARE RECEIVED, MARITAIL STATUS AND RACE - OKLAHOMA COUNTY

JULY 1, 1959 - JUNE 30, 1961

ALl White Negro

M " Un M Total M Un M Totel M Un M Total

Prenatel Care Unknown 21.5 13.5 19.3 26.2 WNo Cases 23.9 18.8 15.9 1L.8
No Prenatal Care 26.2 29.3 27.4 19.3 12.5 17.8 35.7 b2, 4y 39.0
First Trimester 9.8 11.9 10.4 6.8 3.9 6.6 14.6 1k.2 1k L
Second Trimester 11.4 13.0 11.8 9.3 2.7 8.4 13.3 1k.5 13.7
Third Trimester 2.3 12.1 10.1 8.2 13.2 é.9 10.9 12.7 11.6
Erratic Care 7.0 15.0 9.5 No Cases 6.6 8.0 13.3 7.1 10.3
Total 11.7 b1 12.4 9.6 8.3 9.4 1L4.2 16.2 1ik.9

1€t
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Table 9 shows the perihatal mortality rate per 1,000 births by
prenatél care received and by race for Oklahoma County. For all races
the rates varied from a high of 88.7 per 1,000 for "no prenatal care" to
a low of 26.9 per 1,000 for those who began their care in the third
trimester. There were no significant statistical differences shown
between the categories of those who received any prenatal care.

_As shown in Table 7, only 5.3 per cent of the white patients re-
ceived no prenatal care; this is not a valid statistical percentage so
the perinatal ﬁortality rate based on this figure is not valid. There
was a difference in rate between those in the other two trimesters but
with only four deaths out 6f 448 births this is not significant. Peri-
natal mortality rates for Negroes in Oklahama County varied from 147.0
per 1,000 births for those with no prenatal care to 34.3 per 1,000 for
those first receiving care in the second trimester,

In comparing the perinatal mortality rates for the white and Negro
races in Oklahoma County, a significant difference was seen in the over-
all rates; the overall rate for whites was 30.6 per 1,000 births and for
Negroes 46.3 per 1,000 births. The whites with *no prenatal care® and
those reéeiving care first in the third trimester had a significantly
lower perinatal mortality rate than did the Negroes in these categories,

Parity is defined as "having borne previous children.* Table 10
shows by percentage distribution the parity by marital status for all
races and all counties, In the overall group there were 21.3 per cent
who had not borne previous children; they were classified as primiparas,
Of the 4,620 women studied, 986 were primiparas and 86 women were having
their tenth (or more) child. The highest percentage was in those women

having their second child.
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TABLE 9

BIRTHS-UNIVERSITY OF OKLAHOMA MEDICAL CENTER, PERINATAL
MORTALITY RATE PER 1000 BIRTHS BY PRENATAL CARE
RECEIVED AND RACE - OKLAHOMA COUNTY
JULY 1, 1959 - JUNE 30, 1961

Ml White Negro

Prenatal Care Unknown 6.2 89;6 54,7
No Prenatal Care 88.7 27.h 147.0
First Trimester b1.h 34.6 b7.0
Second Trimester 38.6 39.2 34.3
Third Trimester 26.9 8.9 35.3
Erratic Care 79.4 40.0 69.0

Total 40.5 30.6 46.3




TABLE 10

BIRTHS-UNIVERSITY OF OKLAHOMA MEDICAI. CENTER, DISTRIBUTION
BY PARITY AND MARITAL STATUS, BY COUNTIES

JULY 1, 1959 - JUNE 30, 1961

Parity

9+

Total

34

Unmarried
Total

All Counties
Married

-0

AN

Unmarried

Total

Maxrried

OCkKlehoma County

1k.2
37.6
20.8

Unmmarried
Total

Other Counties
Married
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There was a statistically significant difference in percentage of

primiparas in the married and unmarriéd groups. The former had 595 primip-
~ aras out of 3,351 births and the latter had 391 out of 1,269 births.

There was a statistically significant higher percentage of unmarried

women for para 0, 1, and 2, For parities 3, 4, 5, and 6 they were the
same, but above this the higher percentages were in the married group.

The same percentage distribution of parity was seen in Oklahoma
County and other counties as well as in the married and unmarried cate-
gories as was seen for all counties,

Table 11 is the same breakdown for white births as Table 10 was for
all births. There was no statistical difference in the percentages of
parity for total deliveries between Oklahoma County and the other counties,
A significant statistical difference was seen in the percentage of parity
in the married and unmarried groups between the two groups of counties,

Table 12 shows the parity percentages for Negroes by marital status
and by county groups. For all counties there is a significant statistical
difference in primiparas in the married and wmnarried groups; 29.8 per cent
of unmarried were primiparas, while only 16.4 per cent of married were in
this class.

In comparing Tables 11 and 12, the unmarried whites had a higher per-
centage of primipar#s than did the unmarried Negroes, This held true until
para 4 was reached; From there on the Negro unmarried percentages were
higher than the white urmarried. There was no difference in ummarried
primiparas for either race from "other counties® but both were higher than
from Oklahoma County.

In assessing when prenatal care began by parity there were too few

cases from §ara It on to be statistically valid. Consequently, all cases



TABLE 11

BIRTHS-UNIVERSITY OF OKLAHOMA MEDICAL CENTER, DISTRIBUTION BY
PARITY AND MARITAL STATUS, BY COUNIIES - WHITE RACE
JULY 1, 1959 - JUNE 30, 1961

. Parity
0 1 2 3 L 5 6 7 8 Total
All Counties .
Merried 19.2 21.8 18.1 14%.8 10.2 T.2 3.3 2.5 2.0 0.9 1743
Unmarried 34,0 21.1 16.7 1h4.6 5.1 3.4 3.1 0.7 1.4 0.0 294
Total 21.3 21.7 17.9 14.8. 9.5 6.6 3.2 2.2 1.9 0.8 2037
Oklehoma County
Married 21.5 22.3 18.2 15.1 9.7 6.2 2.9 2.2 1.5 0.4 124k
Unmarried 30.2 21.3 19.8 15.6 5.2 L.2 1.0 0.5 2.1 0.0 192
Total - 22,6 22.2 18.4 15.2 9.1 5.9 2.6 1.9 1.6 0.3 1436
Other Counties '
Mearried 13.4 20.6 17.8 1k.2 211.4 9.6 4.2 3.4 3.0 2.2 Log
Unmarried k1.2 20.6 10.8 12.7 h,9 2.0 6.9 1.0 0.0 0.0 102
Total 18.1 20.6 16.6 14.0 10.3 8.3 L.6 3.0 2.5 1.8 601

9€



TABLE 12

BIRTHS-UNIVERSITY OF OKLAHOMA MEDICAL CENTER, DISTRIBUTION BY
PARITY AND MARITAL STATUS, BY COUNTIES - NEGRO RACE
JULY 1, 1959 - JUNE 30, 1961

Parity
o) 1 2 3 L 5 6 T 8 Total

All Counties

Married 16.4 19.6 17.0 1k.1 10.5 6.5 5.2 k4.5 2.4 3.0 1426

Ummarried 29.86 16.7 13.7 11.8 9.5 6.6 L.5 3.0 1.7 1.6 939

Total 21.7 18.5 15.7 13.2 10.1 6.6 k.9 3.9 2.1 2.4 2365
Oklaehome County

Married 16.+ 21.0 17.6 13.9 10.4+ 5.9 5.3 k.3 2.2 3.1 1241

Ummarried 28.4 15.0 1k.7 13.2 9.9 7.7 4.4 3.2 2.0 1.4 T67

Total 21.0 18.7 16.5 13.5 10.2 6.6 5.0 3.9 2.1 2.5 2008
Other Counties

Married i6.2 10.8 13.5 15.1 1l.% 10.8 4.3 5.9 3.8 8.1 185

Umnarried 36.0 2h.h4 9.3 5.8 7.6 T.6 k.6 1.7 0.6 2.3 172

Total 25.8 17.» 1.5 10.6 9.5 9.2 4,5 3.9 2.2 5.3 357

LE
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are grouped together as one class and called "para 5 plus.® The group
"prenatal care unknown" was subtracted from the total figure and per-
centages were based on this new figure, The percentage by time prenatal
‘care was started for each parity group for all races is shown in Table 13.
Parity did not seem to statistically affect the time ihat prenatal care
began,

For the white racé, Table 13 shows that a low of 2,9 per cent of
primiparas did not have prenatal care; the highest percentage occurred in
the second trimester. The "para 5 plus® group had the highest percentage
of no prenatal care (8.8 per cent) with 44.6 per cent of this group re-
ceiving no care until the third trimester, Otherwise, there was no sig-
nificant statistical difference between parities as to time prenatal care
began.

The greatest percentage of Negro primiparas sought prenatal care in
the second trimester (Table 13). With later pregnancies the highest per-
cehtage did not seek care until the third trimester except for para 4
group.

In comparing the whites and Negroes as to the time prenatal care-began
in relation to parity, there was a significantly lower percentage of white
primiparas with no prenatal care; more of all white parities reported earlier
in their pregnancies for prenatal care, except for the para 4's and the
"para 5 plus" groups,

The premature rate per 100 births for all deliveries (Table 14)
shows that there was a statistically significant lower premature rate in
the para 2 group, the primiparas and the para 1 group had somewhat higher
rates than the others, but not significantly so. There was no significant

difference in premature rate for married or ummarried by parity for this
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TABLE 13

BIRTHS-UNIVERSITY OF OKLAHOMA MEDICAL CENTER, DISTRIBUTION
OF PRENATAL CARE RECEIVED, BY PARITY AND RACE
JULY 1, 1959 - JUNE 30, 1961

Al
Parity 0 1 2 3 b 54
No Prenatal Care 5.1%  T.6% k.64 8.4% T.9%9 8.3
First Trimester 20.3 15.% 16,3 13.9 1h.h4 1Lk
Second Trimester 41.6 37.7 36.0 36.8 33.7 3.5
Third Trimester 3.5 39.7 L40.6 38.8 ho.2 11,8
Erratic Care 1.9 1.3 1.9 1.8 3.7 21l
White
Parity 0 1 2 3 4 o+
No Prenatal Care 2.9 6.29 6.3% 6.0% 5.4% 8.8%
First Trimester 23.1 19.0 2.6 15.6 18.8 11.9
Second Trimester 4.0 39.2 36.5 39.0 29.0 31.9
Third Trimester 3.3 347 36.8 36.9 L40.9 L4.6
Erratic Care 1.h 0 9.5 1.7 2.4 5.9 2.5
Negro
Parity 0 1 2 3 4 5+
o Prenatal Care 5.3% 8.8% L.6% 9.4% 7.3% T7.6%
First Trimester 18.1 11.6 148 13.5 1l.h 15.7
Second Trimester k2,9 36,1 37.3 351 39.7 32.0
Third Trimester 3.3 43.0 4.3 %0.2 k0.6 42.8
Erratic Care 2.+ 48 2.0 1.7 0.9 1.9
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TABLE 1k

BIRTHS-UNIVERSITY OF OKLAHOMA MEDICAL CENTER, PREMATURE RATE
PER 100 BIRTHS, BY PARITY, MARITAL STATUS, AND RACE
JULY 1, 1959 - JUNE 30, 1961

Al
Parity 0 1 2 3 L 5+
Married 13.4. 13.1 8.6 12.9 12.2 8.5
Unmarried 12.8 16.9 0.4 10.8 15.1 12.9
Total 13.2 140 9.0 12.4 12.7 9.6
White
Parity 0 1 2 3 I 54
Married 9.6 9.8 5.7 12.7 1.8 1T1.6
Unmerried 8.0 6.4 6.5 11.6 20.0 7.7
Total 9.2 9.2 5.8 12.6 12.4 7.6
Negro
Parity 0 1 2 3 L 5+
Married 17.9 15.0 12.8 13.9 12.0 10.4
Ummarried 5.4 21.0 13.2 9.9 146 15.3
Total 16.5 17.2 12.9 12.5 13.0 12.1
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small group of patients,

Table 14 also shows the premature rate by parity and marital status
for whites and Negroes. The white primipara had a 9.2 per cent rate and
the Negro primipara a 16,5 per cent which is statistically significant.
There is no difference between the white unmarried rate of £,0 per cent
and the married rate of 9.6 per cent; nor is there a statistical differ-
ence between the Negro unmarried rate of 15.4 per cent and the married
rate of 17.6 per cent. The overall premature rates for whites were lower
for primiparas, para 1's, para 2's, and para 3's in comparison to the
Negroes in the same parity class., However, the rates were no different
for para 4's and above. Again, there was no significant difference with
either the white groups or Negro groups as to married and ummarried as
pertaining to'parity.

The perinatal mortality rates by parity for all races in all countles
is shown in Table 15. There was no statistically significant difference in
perinatal mortality rates between parity groups. The number of perinatal
deaths was too small to be statistically valid when broken down into white

and Negro groups by parity classes.
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TABLE 15

BIRTHS-UNIVERSITY OF OKLAHOMA MEDICAL CENTER, PERINATAL
MORTALITY RATE PER 1000 BIRTHS BY PARITY
JUIY 1, 1959 - JUNE 30, 1961

Parity
0 1 2 3 L 5+

Perinatal Rate 38.5 345 39.9 4.9 28,4 46,0




CHAPTER IV
SUMMARY

The ratio of married to unmarried was the same for the group of
patients from Oklshoma County and the group from "other counties.” There
was a significant difference for marital status in that 85.5 per cent of
the whites were married while only 60.3 per cent of the Negroes were mar-
ried.

The white married group from Oklahoma County started prenatel care
earlier in their pregnency then did the unmarried. The same held true
for the Negroes of Oklahoma County. In addition, there was & greater per-
centege of both unmarried whites and Negroes without prenatsel care.

A smaller percentage of white patients hed no prenatal care, a higher
percentage began their prenatael care in'the first trimester and conse-
quently a lower percentage of this group begen prenetel care in the third
trimester of gestation then did the Negro petients. There was no signifi-
cant difference between unmarried vhites and unmarried Negroes as to the
time prenatal care began.

The white patients from Oklahoma County hed a smaller percentage
without prenatal care with a larger percentage beginning their prenatal
care in the first trimester than did the Negroes from the same county.

This same conclusion held for marrigd whites and married Negroes, but there

was no difference between the unmarried whites and unmarried Negroes.
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The percentage of unmarried Negroes by parity remained at the same
level thfong}.xont from para 0 to 9 plus; the percentage of white ummarried
had a significant decrease after para 3 was reached.

There was no statistically significant difference by parity as-to
wheh the patients began their prenatal care, The white primiparas had
the lowest percentage in the *no prenatal care® group. This was sig-
nificantly less than it was for the Negro primiparas. All parities of
white patients began their prenatal care significantly earlier than did
the same parity of Negro patients until the para 3 was passed, Para 4
and the higher parities had the same prenatal time for both the whites
and Negroes,

The premature rate was highest for those patients who did not have
prenatal care. There was no difference in the premature rate between the
married and unmarried groups. The premature rate was not statistically
different whether the patients had prenatal care beginning in the first,
second or third trimester of pregnancy.

Among the white patients there was no difference between married
and ummarried as to premature rates.

The Negro patients from Oklahoma County had a higher premature
incidence than did the whites from Oklahoma County. The unmarried Negro
patiénts had twice the premature incidence of the urmarried whites from
" Oklahama County. The increased incidence held true irrespective of the
time of gestation that the patients started their prenatal care,

Para 2's had the lowest premature rate of all the parities while
primiparas and para 1's had the highest premature rates. The number of
cases was too small to ascértain a statistically significant difference

in premature rates between married and ummarried by parity.
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The overell perinatal mortality rate was the highest in the "no
prenatal care" group followed by those who started their prenatel in the
first trimester and next by those in the second trimester group. The
lowest perinatal rate was in the third trimester group of patients.

The perinatal mortality rate was higher for the Negro patients then
it was for the white patients irrespective of the time prenatel care was
begun.

The white patients'had a significantly lower perinatal mortelity
rate than did the Negro patients due to the smaller percentage of patients
who did not receive any prenatal care and the smaller percentege who had
not started their prenatel care until the third trimester of pregnancy.

There was no difference in the perinatal mortality rates for white
married end unmarried.

There was no_significant difference demonstrated in the perinatal
mortality rates by parity. With the total number of birthe being fairly
large, the resulting perinatel mortality was too small to even reveal a

trend.



CHAPTER V
DISCUSSION

This project has been a test for u£ilizing an epidemiological
approach to preventive medicine factors which are importent to obstetri-
cal care, with the ultimate goal of reducing prematurity and perinatal
mortelity elong with the concomitant reduction in the number of demaged,
bgt living, children, i.e., mental retardation,

An effort has been made to assess the relative importance of the
time prenatal care began in velation to rece, marital status and parity.
'These factors are not ne%, but in view of the fact that all patients were
- from essentially the same socio-economic class and hypothetically received
the same type and quality of care throughout labor and delivery, it was re-
vealing that the time prenatal care began gave the results it did.

There was a higher incidence of prematurity and perinatal mortality
if the patient did not receive prenatal care. However, ther¢ was no sta-
tistically significant difference in the prematurity rate between those
patients who had prenatal care beginning in any of the three trimesters.
Thus, even a small smount of prenatal care reduces these incidences, but
it makes no difference when this care begins. These results could signify
that the prenatal care which is received is ”adequateﬁ rather than "good"
care.

Another explanation could be that patients who have trouble report
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early; others who did not experience complications report later in order
to make fewer visits and yet be eligible for admission to the labor suite,
Further investigation is needed to clarify as much as possible the rela-
tionship between kind and amount of care in relation to prematurity and
perinatal mortality.

Parity per se is apparently not a causal factor in incidence of pre-
maturity and perinatal mortality, Further analysis should include inter-
action effects of age and parity.

The Negro race did have a higher incidence of prematurity, but this
could be explained by generally lower birth weights of their offspring.
However, with the higher perinatal mortality rate, this explanation on
weight alone is not necessarily valid. This, too, needs further study.

The marital status of all races had an effect on both premature and
perinatal mortality rates but could be due partially to the fact that
there were more unmarried women who had no prenatal care., The ummarried
Negro had twice the premature rate as the unmarried white irrespective as
to when in pregnancy prenatal care began,

There were fewer white primiparas than Negro without prenatal care
and the whites reported earlier for any care received. Racial differences
in incidence of prematurity and perinatal mortality are evident., However,
race per se apparently is not a causative factor, These studies do show
groups of patients in which an educational program from a preventive medi-
cine viewpoint could help to reduce prematurity and perinatal mortality.

As a result of good prenatal care early in the first pregnancy, pro-
ducing good final results for both the mother and the newborn bables, there
could be more of a tendency to repeat the pattern with subsequent pregnan-

cies, On the other hand, if the patients think prenatal care, at whatever
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- stage of pregnency, is a waste of time, energy, and/or money in one preg-
nancy, they woﬁld be hesitant to make an effort to report earlier during
the following pregnencies.

‘ Compilation of these rates, both premeture and perinatel mortality,
for even ‘these h,600 cases, gives an indication of care received but the
various factors could not be placed into too meny sub-groupings without

. obtaining too few cases for statisticai validity. However, it was re-
vealed that generally perinatal mortality followed somewhat the same pat-
tern as did prematurity. In an epidemiological approach in a small com-
munity of obstetricel patients, the premature rate alone can be utilized
as an indicator of possible need rather than having to obtain a larger
'number of cases in order to calculate the perinatal mortality.

Further studies of this type should include "plece of residence” in
relatioﬁ to distance from and accessibility to the prenatal clinics. This
is one factor that could well be the main deterrent to the patients obtain-
ing adequate prenatal care. With this added informetion, such an analysis
could reveal where supplemental clinics are needed.

Prevention of obstetrical complications which result in lower pre-
meturity and perinatal mortelity rates is obviously a more efficient way
to attack the overall obstetrical problem than improvement of delivery
techniques. An evaluation to strengthen such a program is the earnest
desire of those interested in maternel and child health.

One of the primary responsibilities of a public health department is
in the maternal and child health area, irrespective of whether it is a
local or state department. There is no better wey to carry out this re-
sponsibility than to conduct surveys as to exactly what is happening.

This can be performed in conjunction with another primary responsibility
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of & health department--the registration of births and deaths. All of
the information used in this project (including prematurity by weight) is
available from the birth and death certificates required to be filed in
Oklehoma. With the use of high speed and messive data equipment, & run-
ning epidemiological survey can be made at regular intervels. An eval-
uation of any change of causative factors reaches true significance when
transmitted into ection to overcome the discrepancies.

Such an epidemiologicel approach with evailable data can determine
whether needed services are available, whether they are adequate, and
what, if any, are the barriers to their use. The health departments can
detect the deficiencies of prenatal care in thelr communities and obtain
an indication as to why certain mothers do not obtain adequaﬁe care.

These facts can then be translated into plans for appropriate improvement
of locel prenatal care,

Pregnancy in the adolescent girl has apparently occurred with in-
creasing frequency during recent years. With the fact of higher premature
rates as well as perinatal mortality rates associated with unmarried women,
especially those without prenatel care and those of the Negro group as a
whole, an intensive progrem of education can be adapted to their needs and
is required for this special group; such an educational program would start
early in their maturing years and stress the importance of prenatel care,
This, also, is a function to be carried out under public health department

auspices.



CHAPTER VI
CONCLUSIONS

Such an epidemiologicel study as this project can ascertain eveh
for a relatively small number of patients, the changing needé of mothers.
Such studies are a necessity for locel interpretation of service required
to insure comprehensive maternity and newborn care for a2ll mothers and
infants.

The indications from such data are necessary to keep pace with
needed services, especially with a large proportion of mothers in need
of public health services. 1In addition, it can be used for all patients
as a means of planning for future obstetrical care by physicians, hos-
pitals and public health nurses.

One main program to be instituted from similar surveys 1s the educa-
tional approach under stimulation of public health departments. The groups
who are moét in need of this special attention can thus be identified.

The major problems of maternal and child health services of health
departments can be approached in the same way and with the same methods
that are used in the epidemiological approach to other mass health prob-

lems.
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