DOCUMENT RESUME

ED 275 480 RC 015 978

AUTHOR Couto, Richard A.

TITLE Fair Starts for Children. An Assessment of Rural
Poverty and Maternal and Infant Health.

INSTITUTION Vanderbilt Univ., Nashville, TN. Center for Health

Services.
Ford Foundation, New York, N.Y.:; Robert wood Johnson
Foundatior, New Brunswick, N.J.

SPONS AGENCY

PUB DATE Jun 85

NOTE 175p.; Research also sponsored by the James C. Penney
Foundation.

PUB TYPE Reports — Research/Technical (143)

EDRS PRICE MF01/PC07 Plus Postage.

DESCRIPTORS Breastfeeding; Child Development; Economically
Disadvantaged; Family Planning; Females; *Health
Education; *Health Needs; Health Programs; *Infants;
*Low Income Groups; *Mothers; Outreach Programs;
Poverty; Pregnancy; *Rural Areas

IDENTIFIERS Kentucky; Maternal Infant Health Outreach Worker

\ Program TN; Prenatal Care; Tennessee:; West

Virginia

ABSTRACT

The Maternal and Infant Health Outreach Worker

Program (MIHOW) of Vanderbilt University's Center for Health Services
gathered data on family planning, prenatal care, pregnancy outcomes,
breastfeeding, and preventive child health care from 60 women in 6
rural, low income communities in Tennessee, Kentucky, and West
Virginia. The resulting baseline was used to compare MIHOW program
effectiveness, and to examine characteristics of women in poverty and
how their poverty impacts maternal and infant health and health
practices. The survey related measures of health care, status, and
practices to resources, information, and access to care. Intermediate
measures included adequacy of income to provide food zt all times,
type of support, sources of knowledge, and availability of
transportation. Findings suggested resources for low income women and
children were too low and that community-based home visitor programs
were appropriate to provide additional resources. The survey found
birth weights, contraceptive use, prenatal care, and breastfeeding
all below national averages. Female-headed households, nonemployment
income sources, age, and race were significant determining factors.
Discussion of survey results contains 29 tables; survey data keyed to
?ach)table form the appendix. A map locates MIHOW survey communities.
LFL

ERRRKR KRR RA KRR RRRRR KRR R RAXK KRR RRRRR KRR KL KRR ARk KRRk kkkkkkhkhhhkhkkhkkkhkhhd

* Reproductions supplied by EDRS are the best that can be made
® from the original document.

%*
*

RERKERRRKKRKRRKR KRR KRFRRARRARRKR KR KRR KR KRR KAk R Rk Rhkhkhkkhkhkkhhkkhkhkhkkhkhkkhkkk




ED275480
e
d =3
1

“PERMISSION TO REPRODUCE THIS
MATERIAL HAS BEEN GRANTED BY

Richand. D.
(outo

TO THE EDUCATIONAL RESOURCES
INFORMATION CENTER (ERIC).”

AN ASSESSMENT
OF RURAL POVERTY AND MATERNAL AND INFANT HEALTH

A Report to the Ford Foundation,
the Robert Wood Johnson Foundation
and the James C. Penney Foundation

U.8. DEPARTMENT OF E
Ofics o cOErATTMENT OF EDUCATION

<DUCATIONAL RESOURCES INF: N
CENTER (ERIC) ORMATION

co
De
VA “(This doc Richard A. Couto, Director
M 3 37%?1."3?»2%;"""?.“’?::: o organiaton Center for Health Services
|
S

O Minor changes have been made to improve Vanderbillt [Iniver’sj.ty
reproduction quality. .

® Points of view o1 opinions staledinthis docy-

ment Co not necessarily represent official June ‘1985
OERI position or policy.

)




TABLE OF CONTENTS

Executive Summary

Preface and Acknowledgments

Section 1

Section 2

Section 3

Section 4

Section 5

-~ Introduction

Maternal and Infant Health - The Standard
of a Nation
A Comunity-Based Health Intervention

~ Research Methods

Questionnaire and Data Sources
Sample Selection
Methodologies

~ The Measures

Outcome Measures

Socio~Economic Measures
Intermediate Measures - Resources
Intermediate Measures - Information
Intermediate Measures - Access

-~ Community Measures

Communlty Context
Socio~Economic Measures
Outcome Measures
Intermediate Measures
Conclusion

~ Individual Measures

Outcome Measures

Socio~Economic Measures

Socio~Economic and Outcome Measures Compared
Intermediate Measures -~ Resources
Intermediate Measures - Information
Intermediate Measures -~ Access

Intermediate Measures Compared

' Page



TABLE OF CONTENTS (cont.)

Page
Section 6 ~ Discussion -T2
Socio-Eccnomic Measures 72
Socio-Ecenomic Correlates of Intermediate Measures 73
Outccme Correlates of Intermediate Measures T4
New Resources for Improved Outcomes 75
Early Evaluation 79
Conclusion 81
Social Provision for Maternal and Infant Needs 81
Options 82
Obstacles 83
New Attitudes for New Policies 83
Resources 85
Appendix 88
Tables of Outcome Measures 89
Tables of Socio-Economic Measures 92
Tables of Socio-Economic and Outcome Measures 97
Tables of Socio-Economic and Intermediate
Measures of Resources 107
Tables of Outcome and Intermediate
Measures of Resources 115
Tables of Socio-Economic and Intermediate
Measures of Information 131
Tables of Cutcome and Intermediate
Measures of Information 138
Tables of Socio-Economic and Intermediate
Measures of Access 142
Tables of Outcome and Intermediate
Measures of Access 148
Tables of Intermediate Measures of Resources 150
Tables of Intermediate Measures of Resources
and Information 154
Tables of Intermediate Measures of Resources
and Access 155
Tables of Intermediate Measures of Information 166
Tables of Intermediate Measures of Access 169




Table
Table
Table
Table
Table
Table
Table
Table
Table
Table

Table
Table

Table
Table

Table
Table
Table
Table
Table
Table
Table
Table
Table

Table
Table

List of Tables

1 Outcome Measures
2 Soclio-Economic Measures
3 Intermediate Measures of Resources
4 Intermediate Measures of Information
5 Intermediate Measures of Access
6 Socio-Economic Measures by Community
in Percentages
7 Problem Socio-Economic Measures by
Community in Rank
8 Outcome Measures by Community in
Percentages
9 Problem Outcome Measures by
Community and Rank
10 Intermediate Measures of Resources
by Community in Percentages
11 Intermediate Measures of Information
by Community in Percentages
12 Intermediate Measures of Information
by Comunity in Percentages
13 X2 Correlations of Qutcome Measures
14 X2 Correlations of Socio-Economic
Measures
15 X2 Correlations of Socio-Economic
and OQutcome Measures
16 X2 Correlations Socio-Economic and
Intermediate Measures of Resources
17 X2 Correlations of Outcome and Intermediate
Measures of Resources
18 X2 Correlaticns of Socio-Economic and
Intermediate Measures of Information
19 X2 Correlations of COutcome and Intermediate
Measures of Information
20 X2 Correlations of' Socio-Economic and
Intermediate Measures of Access
21 X2 Correlations of Outcaome and Intermediate
Measures of Access
22 X2 Correlations of Intermediate Measures of
Resources
23 X2 Correlations of Intermediate Measures of
Resources and Information
24 X2 Correlations of Intermediate Measures of
Resources and Access

25 X2 Correlations of Intermediate Measures of
Information

Page
19
22
23
24
25
30
32
34
37
39
41

43
46

43
50
53
55
59
61
64
65
66
68
69
70



List of Tables (cont.)

Table 26 X2 Correlations of Intermediate Measures of
Access :

Table 27 Prenatal Care and Pregnancy Outcomes
Comparison of MIHOW Participants and
Women of Basellne Survey

Table 28 Infant Feeding Practices ,
Comparison of MIHOW Participants and
Women of Baseline Survey

Table 29 Caldwell Home Inventory Scores of
MIHOW Clients and Control Group

List of Maps

Sites of MIHOW Communities

Page
71

78

79
79

28



FATR STARTS FOR CHILDREN

AN ASSESSMENT OF '
RURAL POVERTY AND MATERNAL AND INFANT HEALTH

EXECUTIVE SUMMARY

Recent government reports in the Spring of 1985 have indicated
the serious problems of very young Americans. The Congressional
Research Service has reported that 22.2 percent of all children in
America live in poverty. This 1s more children in poverty than any
time since we began measuring poverty. Relatedly, the Public Health
Service reported that we shall fail to meet the goals we set for
ourselves as a nation to reduce low weight births and to increase
prenatal care for all women by 1990. We may meet our goal of reducing
infant mortality rates for all infants, but not for black infants.
These reports suggest that a large portion of American children are
rnot only in poverty but are also at risk for death or developmental
delays. The largest portion of their risk is due to low birth weights
or other negative pregnancy outcomes which are often assoclated with
the poverty of thelr parents, especially their mothers. More than

half the children in poverty are In female headed, single parent
families.

The risk to the health and life of these children can be reduced
by improved prenatal care for mothers and preventive health care and
develommental activities for infants. One means to improve prenatal
and infant care is a hame visitor program that serves women who are at
high risk for problem pregnancy outcomes.

This report 1is part of such a home visitor program, thke Maternal
and Infant Health Outreach Worker (MIHOW) Program of the Vanderbilt
University Center for Health Services. The program is conducted by
local women with training and supervision by a staff member of the
Center for Health Services. Six MIHOW workers carry out the program
in six rural, low income cammunities in Tennessee, Kentucky and West
Virginia.

This report 1s based cn data from a survey conducted in the
summer of 1983 by che MIHOW workers with assistance from local women
and staff of the Center for Health Services . Sixty women in each of
the six communities were interviewed about family planning, prenatal

care, pregnancy outcomes, breast feeding and preventive chilld health
care,

The report has two purposes. First, it establishes a baseline
from which to compare the clients of the MNIHOW Program with similar

wamnen in the same communities and thus to evaluate the effectiveness
of our Intervention. Second, it allows us to examine characteristics
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of wamen in poverty to better understand how thelr poverty impacts on
maternal and infant health and health practices. The report does not
have as 1ts purpose to replicate what we know of the relation of
health status and income. Rather we assumed this relationship; took
measures of the health care, status and practices of a group of low
income women; and then sought to relate these measures to the
resources, information and access to health care of the women to
better understand how a hame visitor intervention may be effective.

We devised intermediate measures of resources, information and
access which we believed had bearing on both poverty and health,
Intermediate measures of resources, for example, go beyond income and
measure the adequacy of household income to provide for food at all.
times or to pay bills. We also used the form of income, that 1s
whether income cames from employment or not, as a measure. Other
measures of resources include the amount and type of support women
have during vregnancy and after. We also took into account whether or
not a wonir was in a female headed household. The Intermediate
measures of information we devised indicate the opinlons, knowledge
and sources of knowledge which women whom we interviewed have on
matters such as family planning, prenatal conditions and breast milk.
The intermediate measures of access Indicated the availablity of
transporation to health care sources and the forms of payment women
used for health care. '

We found several differences between the women of our sample and
women nationally. Women of our survey used birth control, planned
pregnancies, recelved prenatal care and breast fed at much lower
rates. They bad higher rates of low weight births and stillbirths
than women nationally.

The women of our sample differed significantly among themselves
in health status and practices. Generally, women with more income and
education practiced more birth control; had more planned pregnancies
and prenatal care; and reported more breast feeding and higher levels
of preventive child health care.

But income and education only begin to tell the story of the
factors influencing the health status and practices of low dincome
women and their children. The women we interviewed reported different
amounts and forms of resources, information and access to health care.
Not surprisingly we found that women with the lowest incomes most
frequently reported having inadequate funds for bills and food. These
same women were most often in female headed households and depended on
nonemployment income. The women with the lowest incomes, below $250 a
month for the household, had a characteristic in common with the women

reporting incomes above the poverty level -~ they reported less of a
support system than other women. However, the nature of the support

system was different and women with the lowest incomes tended to rely
exclusively on family members for support.

There were also significant differences among the women of our
survey in terms of the information they had. Age and race were the
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important determining factors. Young women and black wamen reported
less knowledge of prenatal conditions which 1indicate a problem with
the pregnancy. Black wamen reported a much lower opinion of breast
milk campared to formula. This coincides with the much lower rate of
breast feeding we found among the black women of our survey caompared
with the white wamen. Young wamen and wamen with the lowest 1ncomes
tended to depend more on family members for Information on familly
planning, pregnancy and child care.

Transportation and forms of third party payment for health care
were two measures of access to health care that differentiated the
women we interviewed. Younger wamen and women with less income or
education than others reported significantly less access to
transportation. However, these same women were more likely to have
some form of third party payment for prenatal care. Transporation was'
also less available for wamen reporting inadequate funds for food and
their bllls, dependence on their families for support, nonemployment
income sources and residence in a female headed household. Again,
however, women with nonemployment income sources and in female headed
households were more likely to have some form of third party payment
for prenatal care.

As 1n the case of support networks, women in the lowest income
categories and women wilth household 1ncomes above poverty levels
shared a similarity 1in terms of third party payment mechanisms for
other forms of health care. This time however they had more rather
than less than wamen in the middle two income categories. .There was a
difference in the mechanism of payment. Lowest income women reported
baving Medicald while wamen with above poverty income levels reported
having work-related insurance.

The differences among the women we interviewed on these
intermediate measures correlated significantly with some of our
measures of family planning, prenatal care, pregnancy outcome, breast
feeding and preventive child health care. As might be expected women
with knowledge of birth control used it and had more planned
pregnancies than women without that knowledge. Likewlise, women wlth
an opinion that breast milk is better than formula were much more
likely to breast feed. There was a significant and disturbing
correlation among wamen who reported little knowledge of signs of
serious pregnancy problems and women who reported no prenatal care,
Surprisingly, women who reported greater reliance on family members
for intformation reported less breast feeding and less preventive child
health care.

The 1lack of transportation was also linked very strongly and
significantly with less preventive child health care. There was 2
significantly similar pattern of prenatal care and preventive child
health care even though transportation seemed less of a problem for
wamen in acqulring prenatal care.

Wamen with more resources reported significantly more famlly
planning, prenatal care, positive pregnarcy outcomes, breast feeding
and preventive child health care. Women reporting inadequate funds



for food and bills reported significantly fewer prenatal care visits
than other wamen, nearly significant less preventive child health care
and nearly significant more negative pregnancy outcomes. Women
reporting higher levels of support also reported more prenatal care.
But the more that support came from within the famlily rather than from
diverse sources, the more 1likely a woman was to report an unplanned
pregnancy and not breast feeding her child.

Wamen in female headed households and with nonemployment income
sources reported far different outcomes than other women 1in our
survey. Women 1in both categories reported significantly more
unplanned pregnancies and significantly less preventive child health
care. Women with nonemployment income sources also reported
significantly lower rates of breast feeding.

Our findings suggest the following:
1. Resources for low incame women and chilldren are too low.

Women who reported 1lnadequate funds for food and bills most often
had incomes at the level of Ald for Dependent Children payments,
Although enrollment in this program permitted same of them Medicald
coverage and other benefits for health care costs, i1t 1left basic
necessities urmet. Among these 1s transportation, the lack of which
impinges on preventive child health care. The situation 1s even more
serlous for other woamen without Medicaid. Many of the women in our
survey, 32 out of 94, with incomes less than $250 a month did not have
Medicaid. A far greater proportion of women, 88 out of 192, with
household incomes between $251 and $750 a month had neither Medicaid
nor other health insurance. This may explain why income and fewer

prenatal care visits are directly related among the women we
interviewed,

This suggests the need to increase resources for the very poor,
In this regard, the recent legislative changes to make children in two
parent families eligible for Medicaid is appropriate. More needs to
be done to make more low income families eligible for cash transfer
payments and those payments need to be Iincreased to provide adequate
resources for food and other necessities. While much has been done
to increase free or reimbursed prenatal care for low income women much
premains to be done,

The survey also provides evidence that cutbacks in assistance to
families with poverty level incomes 1s antithethical to promoting
improved pregnancy outcomes and healthier children. Unfortunately,
budget cuts to meet recent deficits are easiest to gather from
programs of categorical assistance to those, such as women and
children in poverty, who have the least political organization and
influence to prevent them.

2. A community-based hane visitor program seems appropriate to
provide low income women an additional resource and, in particular, to
reduce’ the risk that some women and infants presently run and which

I
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recent government studies indicate are not declining at the rate we
set as a national goal,

Many women still face barriers to prenatal care. These include
a lack of transportation and the inability to pay for prenatal care.
A home visitor cannot solve all problems of access and resources. A
home visitor can work on behalf of all low income women of an area to
See that what resources are avallable are put to use and can work to
organize 1locally to make new resources such as support groups
available. A hame visitor can also meet the information needs of low

income women. According to the information of our survey low incone
wamen, and probably men, need more information on birth control and
breast feeding if their practice of family planning is to increase.

Likewise, knowledge of pregnancy and prenatal conditions needs to be’
Increased.

As an additional pesource to low income women, a home visitor
must understand the resources the women already have and work with

them. In the case of the women with the lowest income, the least
Support and the most need, those resources are family members. A home
visitor may intervene in family relations on matters of the most
private and confidentlal nature, l.e., family planning, pregnancy and
child care and development. This suggests hame visitors need
preparation and training for their role but they need familiarity with
the community and its members as well.

It is too early to assess our specific community~based home
visitor program but preliminary evaluations are encouraging. The
wamen in the MIHOW program report more prenatal care and fewer low
welght births than the women of our survey even though the women in
the MIHOW program were on the average at greater risk for more
problems because they were younger, had less education and were more
often unmarried. The children of the women in the MIHOW program also
report better scores on the Caldwell Home Inventory, a series of
scales of child-parent interaction with important implications for
development, than children of a ccanparable group of women in the same
communities.

These results are encouraging. Tray are part of one program to
intervene to provide children of low income families a fair start in
life. But what is needed is a national effort to reduce the risk of
death and poor development for children 1in poverty. The measures of
the health status of children, especlally poor children, are in fact
measures of society which express, in part, our recognition of the
relationships and responsibilitles which are our bonds as a society.
Certainly, any soclety that cares for its future must recognize the
relationships and responsibilites of all of its members towards its
very youngest members for they embody a society's future.
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FAIR STARTS FOR CHILDREN

AN ASSESSMENT :
OF RURAL POVERTY AND MATERNAL AND INFANT HEALTH

PREFACE AND ACKNOWLEDGMENTS

This report is part of an effort of foundations, a university and
several private, non-profit groups in six rural, low income
conmunities to fashion an effective intervention to improve pregnancy
outcomes and infant health among low-income groups in the United
States. These interventions form the Maternal and Infant Health
Outreach Worker Program (MIHOW) of the Center for Health Services at
Vanderbilt University. The Ford Foundation Fair Start/ Child
Survival Program and a grant from the Robert Wood Jomnson Foundation
support these interventions. The J.C. Penney Family Foundation
provided support for the survey which is the basis of this report.

This effort is in the American tradition of volunteer and private
efforts to provide for the needs of dependent populations. It 1is
necessary because there 1s a large gap between the indices of the
maternal and infant health of all Americans and those of the poor,
Moreover, these private efforts are necessary because the public
interventions and provisions for maternal and infant health are
inadequate or at best insufficient. These public interventions and
provisions have increased and lmproved over several decades as have
the health indices of mothers and infants. Yet profound differences
in health measures based on soclo-econamlic status still exist among
American women and infants. ‘The MIHOW intervention 1is important
because it may identify low cost and effective interventions which may
become a model for other private, local efforts and perhaps even a
part of the public repertroire of services to address the specific
needs of low income women and children,

This report serves the MIHOW program in the following ways.
First, it identifies a baseline measure of behavior, attitudes and
outcomes among women in the cammunities in which we are working with
which to compare women and infants who are part of the intervention
program. Second, 1t examines the relation of soclo-economic
characteristics with the desired outcomes of the intervention program
to better target an intervention of hame visits, advocacy and
community organizing. The emphasis of the report 1s not on broaa
soclo—-economic measures and their relation to pregnancy outcomes and
infant health. These associations are well documented already.
Instead, this report deals with intermediate measures of resources,

information and access which may help explain how poverty. impacts on
maternal and infant health. These measures also point to some
elements of the problem that are amenable to effective local
intervention.
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SECTTON 1 -~ INTRODUCTION

The quality of life of individuals who are dependent on others is
an important measure of a soclety. The social provision of goods and
services for the very young and old, the poor, the disabled, the
imprisoned or the unemployed offers important insight into a soclety's
view of the relationship and responsilities its members have to one
another.

The social provision of goods and services for dependent
populations in America 1s relatively urdeveloped in relation to its
resources and the provision which other countrlies, some with fewer
resources, make. One reason ior this 1s the radical American
preference to key the provision for a peron's needs such as income,
-health care, education, shelter, transportation and energy to the
individual person rather than to society. The social provision for
the needs of aependent groups is glven reluctantly and set at minimum
levels - "safety nets" -~ 1in order to preserve or to stimulate
individual initiative. This ndiimum provision stems from  and
reaffirms a camon belief that individual initiative is rewarded in a
socliety with sufficient opportunity and that individual initiative
benefits all members of souciety.

The Reagan administration has reaffirmed this bellef system and
the American aversion to the social provision of goods and services to
dependent groups. ‘Tie invisible hand which distributes social goods
through individual effort now is also entrusted to hold a soclally
provided "safety net." The safety net has been readjusted and set
more closely to the ground. The public forms of assistance for the
dependent, categorical assistance programs, are and have been the
clearest single target for deficit reduction and budget cuts.
Consequently, we, as a nation, are reducing the modest commitments we
have made for the dependent. These groups are far less organized or
politically powerful than other groups faced with reductions in
. federal programs and consequently objections to the reduction of aid
to them are less politically efficacious than protests about other
budget cutting. Obviously, the reaffirmation of a set of values and
belief's in the individual provision for basic needs 1s very bad news
for many dependent Americans and may have or has had severe
consequences for many of them,



Maternal and Infant Health - The Standard of a Nation

Infant mortality and health are problems which embrace the
deperident population of very young children and illustrate American
attitudes towards the dependent. Prenatal and infant health care,
though more available now than ever before, are still not universally
extended despite soclety's obvious stake in healthy children and the
clear relation of prenatal and infant health care to healthier
children. Instead, prenatal and irnfant health care are allocated c¢n
the basis of the abllity to pay or at no cost or reduced cost to those
who are unable to pay the full cost if they are certified poor and/or
have clearly defined impediments to pursuing opportunities to end
their poverty. We provide for the prenatal needs of same women and
the health care of same infants, as we provide for other needs of
other groups of dependent people, according to their income and their
merit or worthiness.

The provision of health services through Medicald and the
relation of Medicaid to Aid to Families with Dependent Children (AFDC)
is an obvious case in point. Not only are the income standards for
eligibility set very low, generally at a fraction of the federal
poverty guldeline, but additional regulations are applied pertaining
to the number of adults in the household and their ability to work.
Recent federal and state 1legislation has recognized the negative
impact which such a criterion has on the famlly. Families of the
working poor and families in which the father is unemployed but
remains in the home are generally ineligible under past standards.
Though this criterion was not intended to disrupt families, its
consequence was disruptive. Women and children found themselves
better off without males in the household if those males were able to
work but unemployed because their presence nade their wlves and
children ineligibile for public assistance of income or health care.
New standards wlill extend Medicaid coverage to children whose
families are eligible by income for the program whether or not there
are two parents in the home.

It is obvious that providing social guarantees for categories of
people who pass same test of worthiness has unintended consequences.
It is equally obvious that this form of soclal guarantee and the
minimal amounts of assistance we apply have their 1limits. Infant
mortality rates remain higher in the Unlited States than in countries
with smaller gross national products and lower per capita income
levels. Recent declines in infant mortality have not only slowed down
at the level of 11 infant deaths per 1000 1live births; but  glaring
inequalities in Infant mortality rates among groups of people with
different incomes persist or have increased. These differences are in
an inverse relation; poor people have higher infant mortality rates
and black infant mortality is generally at about-twice the rate of
whites. ‘ ‘

In early 1985, the Public Health Service reported that this
nation would not achieve goals for the reduction of infant mortality,

low birth weights and improved prenatal care (Mason). Some maintain
that our inablity to achieve the goals of health improvement we set -
for ourselves 1s related to cutbacks in federal programs especially
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those providing supplemental nutrition to pregnant women and new
mothers and thelr infants (Hearings). Although this is contested, it
is clear that the problems are related to poverty and that there are
great discrepancies in maternal and infant health among subpopulations
of the country and regions of the country based on wealth and poverty.
Ten of the eleven states with the highest infant mortality rates, for
example, are in the South (Children's Defense Fund; Southern Regional
Task Force). In face of the enduring problem of poor maternal and
infant health among some, the U.S. Public Health Service termed the
racent decline 1n improvement as "“disquieting" (Brandt). Whether
disquieting or "grim" as the Children's Defense PFund terms them
(Hearings 226), the prevailing figures or maternal and infant health
as well as the recent decline in improvement are measures of American
attitudes towards the dependent,

A Community Based Health Intervention

This report discusses maternal and infant health among two
dependent groups, the very young and the very poor. It explores the
relation of characteristics of women 1in six rural, low income
communities and pregnancy outcomes and infant health. The purpose of
the report is not to visit familiar terrain and to repeat what we
already know about the relation of poverty, 1illness and poor health
care, Rather it probes for some specific ways in which poverty
impacts on health practices and status. We ask not only how Iincome,
education, age and race are related to health practices and status but
also what resources, information and access do rural poor women have?
We ask how these items relate to their health practices and status?
And what these relationships suggest about effective interventions to
improve pregnancy outcomes and the health of young children?

The Iintervention we are concerned with primarily 1is a home
visitor program that offers health education and cllent advocacy in
several forms. It i1s based in local community organizations, most
often a primary care clinic. Through this intervention we deal with
aspects of poverty and health which local people, with modest
resources and training, can change and thus improve health practices
and outcomes. This form of intervention is a middle approach. There
is little doubt that full employment, the eradication of poverty and
additional formal education would have profound and beneficial impact
on the health of mothers and infants. There is also little doubt that
high tech interventions have saved the lives of many infants and
contributed to the decline of infant mortality. However, local
residents of rural, low income communities do not have the power to
carry out the soclal and political revolution which the first strategy
requires., Nor do they have the means to replicate tertiary care
facilities locally. Either approach would involve an exorbltant
social and economic cost and only the first approach of improving

socio-econcmic measures would likely result in clear improvement for
infant and maternal health.

Evidence exists that technological interventions on behalf of
high risk Infants lead to other problems and costs. - Not only is the
intervention during the neonatal stage expensive (Boyle et al.) but
costs continue as the infant matures and requires additional therapy
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to deal with handicaps which are assoclated with low birth weights
(Ruiz; Walker et al.). In other words, it not only becomes more and
more expensive to reduce infant mortality by saving the lives of very
low birth weight Infants but that form of intervention ralses serious
questions about the quality of life that it provides. The decline 1in
the rate of decrease in infant mortality in the past year. suggests to
some that the effectiveness of technological interventions on behalf
of high risk infants may have peaked, This possible new limit to
technological intervention along with its already apparent limits and
problems suggest that it is now eminently reascnable, as it probably
always has been, to seek interventions that ieduce the number of women
and infants at risk rather than expand costly resources for their
treatment (McCormick et al.:804). We know that the single greatest
cause of neonatal mortality and developmental delays is 1low birth
weight., We also know there are social factors assoclated with low
birth weights that can be redressed to prevent and reduce the number
of low welght births (Dumn).

This report and the program it 1s part of is a middle ground then
because it assumes the relation of poverty and health and that we are
unlikely either to eradicate poverty or to change the health -care
system in a major way. It focuses then on what resources, information
and access local people, with modest support and some training, can
provide to reduce the health risks which face poor women and chlldren.
This middle approach is not adverse to larger, more systemic change in
either our support for the poor or the provision of health care. It
simply emphasizes what can be done here and now about a problem before
us. Moreover, by demonstrating what can be done now, perhaps this
program, if proven effective, can provide direction for other and
larger programs to deal with poverty and change in health care.



SECTION 2 -~ RESEARCH METHODS

Our data come from a household survey conducted in six rural,
low-income cammunities during the summer of 1983. Each cf the six
comunities is the site of a community-based intervention in maternal
and infant health. Two of the communities are in West Virginla, two
are in Kentucky, and two are 1in Tennessee. Four of the six
communities are in coalmining areas in the Appalachian region, and the
other two cammunities are in farming areas with some manufacturing
plants. The first purpose of the survey was tc establish baseline
measures of maternal and child health and prenatal and child care
practices with which to measure clients and outcomes of our
intervention program. '‘he second purpose was to ascertaln reasonable
paths of intervention based upcon what we learned about the relatlon of
the outcomes with which we are concerned and the resources,
information and access to health care which the wamen of our survey
had.

The survey 1itself had a community base in keeping with the
nature of the Intervention. Two teams of two students from the
Vanderbilt University Appalachian Student Health Coalition supervised
the conduct of the household survey Iin the six communities. The
Maternal and Infant Health Outreach Workers who staff the intervention
program, MIHOW,in each community assisted the students in the conduct
- of the survey. The MIHOW workers recruited 1local women to be
- household surveyors and selected the women to be surveyed. The
students trained these local residents 1In survey techniques ancd
supervised the conduct of the swrvey and the coding of information.

Several people and institutions developed the survey instrument.
Richard Couto, Director of the Center for Health JServices at
Vanderbilt Unlversity, was primarily responsible for assembling and.
developing the questionnaire. The High/Scope Foundation - provided
consultation and advice on the questionnaire in large part based on
their experience with a similar survey with another Ford
- Foundation-funded maternal and infant Iinterventlon among migrant
workers in Florida. Barbara Clinton, Assoclate Director of the
Center and the Director of the MIHOW project, also played a key role
in the development of the questiormnaire and supervised the field
testing of the instrument.

The MIHOW workers and other representatives from the six
communities reviewed preliminary drafts of the questionnaire and made
suggestions to better adapt the questions to the women of their
comunity. ‘The same survey instrument was used for all six sites.
The insights and questions derived from these initial dlscussions
proved to be invaluable in the conduct and analysls of the survey.
Particularly useful was the suggestion to conclude the survey with an
open question about the needs of young mothers, pregnant women and
infants in the community and the issues and services which respondents
felt local people would be willing to work on. Consistently, the
women we interviewed identified a lack of Jjobs and low incomes as the
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major problem they faced. In addition, they singled out the lack of
services including health care and transportation as a problem. ‘The
lack of precreation programs and group activities for children and
parents was less often mentioned among thelr problems but consistently
mentioned from one community to the next. Another suggestion coming
from the discussion of the survey with the MIHOW staff was the
importance of an early report back to them and the surveyors about the
survey results., Oral reports were made at the =nd of the summer of

1983 and other oral reports as well as much briefer written reports
have been provided to the MIHOW workers since then.

Questionnaire and Data Survey

The questionnaire contained approximately two hundred and fifty
questlions and required up to an hour to administer. Not all
respondents were asked all of the survey questions. Some sections of
the questionnaire pertained only to women who were pregnant at the
time of the interview, and other sections were specific to women who
had children under two years of age. The questliomnaire included items
from the Tennessee Psychosocial Risk Assessment instrument developed
at the Peabody College of Vanderbilt University; items from a similar
survey in Florida which the High/Scope Foundation had developed; and
items from the Denver Developmental Screening Test. All together
these questions approximated two-thirds of the instrument. The
remaining questions dealt with such matters as support networks and
the nature of local health care services. We formulated these latter
questions in light of our conduct of a home visitatica program and our
need to plan effective interventions as well as to evaluate their
effects. '

The only data gathered were the responses of the women surveyed,
Surveyors did not consult hospital and medical records to corroborate
the information of the women. Such a step would have involved an
expense and a coordination of lccal and distant health care providers
that was prohibitive. In addition, local women conducted the survey
and the problems of acquiring access to and maintaining
conf'identiality about the private medical records of other local women
were to0 great to attempt corroboration from medical. and hospital
records. The task was too large for MIHOW staff at each site to
perform alone. Conseguently, the data for our analysis is limited
exclusively to the responses of the women surveyed. '

This lack of record consultation is a serlous limitation on the
epldemiological aspects of the survey, but it 1s without consequence
for other aspects of the survey. Records would have been more
reliable on measures of birth welghts, the number of prenatal care
visits, health visits for the child and other such measures. On the
other hand, consulting records of diverse providers in six different
comunities would not bhave glven us ieasures on breast feeding
practices, 1income or other -characteristics important to an
intervention. Only a household survey could provide information on
the opinions and knowledge of the women on specific prenatal
condltions, their support networks, the nature of their support., thier

use of prenatal care and their beliefs and practices 1n regard to
pregnancy and child rearing. Consequently, while we lost some
epidemiological rigor by not consulting records and relying
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exclusively on the reports of the women, we galned important
information on the women themselves, their situations, beliefs and
practices.

Sample Selection

The sampling process we used provided us with a group of women
which is representative of women of childbearing age in the six
communities we serve. Women were selected from areas in each
community from which clients of the MIHOW program were llikely to ccme.
A MIHOW worker in each site selected a sample for the household
survey. The selection of the sample varied from site to silte. In one
instance, the MIHOW worker was part of the staff of a clinic and in
conjunction with the clinic staff identified an area in the community
with more obvious need and less utilization of the 2linic services
than other parts of the cammunity. In another community, the MIHOW
worker attempted a broader approach and the surveyors spent equal time
in several areas in the county where clients in the program were
common. These sampling procedures produced a group of sixty women in
each canmunity who were representative of the women from the areas
where we are conducting the MIHOW program. These sets of sixty women
_constitute a falrly accurate baseline with which to measure the
problems of maternal and infant health in each community. Due to
problems with same incomplete interviews and with the selection of
women who were neither pregnant at the time of the Interview nor
mothers of children under two some interviews had to be omitted from
the final analysis. Thus the total number of surveys included in the
analysis 1s 350.

The women in each of the six samples are representative of the
commnities in which MIHOW is working but they are not necessarily
eligible for the MIHOW program. These women represent a geographlc
portion of each community singled out for its economic need.
Consequently, we would expect thelr measures to be worse than a sample
of women drawn from the entire community. On the other hand, the
MIHOW program will serve only same of the women 1n each of the areas
we surveyed and in general only those women with the greatest need and
at highest risk for camplications during pregnancy. Consequently,
some of the women we surveyed are not eligible for the MIHOW program
and in general represent a slightly higher 1level of soclo~economic
status with corresponding characteristics of eduzation, employment,
and housing than the women who are clients of the MIHOW program.

Thus the women of our sample are probably worse off than the
average woman of childbearing age in the same community but or the
average better off than the women in the MIHOW program. In general,
the clients of the MIHOW program have less 1ncome and education and
are at higher risk for problem pregnancies than .the women of our
sample., The differences between the clients of the MIHOW program and
the women in this survey will, of course, become clearer as more women
enter the MIHOW program and data on them are recorded and compiled.
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Methodologies

The methodology of thls survey i1is a cambination of standard
survey techniques and participatory research. The methodology varied
from standard survey techniques by its reliance on local residents in
the conduct of the interviews. A great deal of discussion with local
MIHCYW staff people preceded the actual survey as well as the final
draft of the survey instrument, The MIHOW worker at each community
was responsible for recrulting local residents to assist in the
conduct of the survey. The Student Health Coalition provided two sets
of two students to Instruct the local residents in survey techniques
and make them familiar with the instrument both in filling it out and
coding. In each community between four and eight local women assisted
in the conduct of the survey. Our procedures differed from
participatory research as well because the subject of inquiry was
brought to tne cammunity rather than thelr own initiative and most of
the analysis and reporting was done apart Irom a brosd community base,

This hybrid methodology has its problems. The cambination of
metrods undoubtedly contributed to the many problems that we had in
the coding of the Information. Transfering information frrom survey
forms to computer tapes 1s a frequent bottleneck of survey research
and a particularly severe one in cases where many people are avallable
to conduct the survey but very few to enter the data into the
computer, At the same time, the large number of different people
involved in the survey and in the coding of the information requires
someone to check and double check the data for errors and standard
interpretations of responses. This of course was done in order to
bring our data in line with the canons of survey research. By doing
this however we lost some of the advantages of participatory research
which come with involving the community people, who produced the
survey information, in its interpretation. This involvement is the
most likely means to stimulate action from local residents on the
problems they documented. On the other hand, without such an effort
the validity and reliablity of the entire survey would have been

Jeopardized,

But this hybrid of survey research and participatory research
also has advantages. The first advantage is the low cost of this

hybrid. This survey would have had a prohibitive cost had we used
professional surveyors in the six communities which extend from West

Tennessee to West Virginia, approximately the length of Great Britain,
and over a six week period of time. Filnancial resources to conduct
such a survey are ordinarily not avallable to community groups and
they were not available to us. For a fraction of the cost of using
professionals we utilized students and community residents. There 1s
a clear and declided limitation related tc the management of the data
which 1s a consequence of this technique but this technlque makes it
possible to produce information which otherwise could not be produced
with limited resources.

In addition, by utilizing people within the community in the
production of this information we hoped to create greater awareress of
problems within the community and to identify local residents willing
and capable to address problems connected with maternal and child

health. In fact, one surveyor succeeded a local MIHOW worker when the
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latter resigned, and in other cammunitles, MIHOW staff are employing
. former surveyors as asslstants in hame visiting.

The limitations of this hybrid of research methodologies are
important but not insurmountable and its benefits make the effort to
deal with the problems of such a methodology worthwhile,” The survey
represents a form of cammunity and campus partnerships in research
which is dmportant. It represents an inexpensive method for community
groups to gather important information on their needs and on possible
methods to address them and a valuable use of university resources.
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SECTION 3 - THE MEASURES

The goals of the MIHOW program include improving prenatal care
utilization; reducing the number of negative pregnancy outcomes;
increasing the number of women who breast feed their children;
increasing practices of well-child care; improving child development
in the first twWo years; preventing illness; and, of course, increasing
the percent of children 1living past the first two years of 1life.
Family planning is inevitably entailed in this work although it is not
a stated objective of the program. :

Outcome Measures

Items from the survey provide us several measures for the
starting polnts of these MIHOW intervention goals. We asked all the
wamen we surveyed if they were using birth control and whether or not
their last pregnancy was planned. This gave us measures on family
Planning. We asked pregnant women when they began prenatal care and
wamen who had children the number of prenatal visits they had made.
We used three measures Of negative pregnancy outcomes: low birth
welght, below 2,500 grams or 5 1bs. 8 oz.; stillbirths; and birth
defects., These measures were combined in a single measure for our
analysis, Negative Pregnancy QOutcome. We calculated this measure
without counting the same birth twlce; for example wWe counted a
reported birth defect that was also a low weight birth only once, but
we did not welgh one outcome as more serious than another in devising
our measure of Negative Pregnancy Outcome. We were stringent in the
last two measures of Negative Pregnancy Outcomes. We counted a
pregnancy outcome as a stillbirth only if the gestation period was
reported as six months or more, not five months as other studies have
done. Likewlse, we counted only three of the six reported birth
defects. We eXxcluded same reported birth defects 1if the survey
response did not offer adequate identification of the defect. 'Thus,
we included births indlcating Down's Syndrome, & malformed foot bone
and hypospadia. We excluded cases reporting insufficient data
relating to respiratory problems. We discarded our measure of
brematurity because of the difficulty in calculating a gestation
period and - the possible unreliablity of reported gestation period
length. Consequently, this report runs the ' risk of underreporting
negative pregnancy outcomes among the women we surveyed, We preferred
this pisk to its alternative and the consequent problems of validity
and reliability.

Two other outcame measures were single items or a few combined
measures, We asked women with children under two years of age 1if
they breast fed their youngest child. We also asked these same women
if' that child had his or her shots and whether or not the child had
been taken for a physician visit within the first six weeks of life.
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Responses to these two questions were combined into a single measure,
Preventive Child Health Care, We also asked if' thelr most recent
child, born within the past two years, was alive or not, Anecdotal
evidence of the surveyors indicate a high number of infant deaths
among the 250 infants of our survey. We counted only one based on the
response to this question and other information provided by the
surveyor. The number was obviously too small to permlt ihcluding this
measue in our analysis. It is most probable that the actual rate of
infant mortality 1s between our conservative estimate and the
anecdotal evidence. This is all the more probable given the high rate
of low welght births.

We constructed an elaborate measure of child development which
unfortunately did not prove useful. We selected items on the Denver
Development Screening Test which we felt would be appropriate for
specific age cohorts of the children involved in our survey. In
general, we used Intervals of three months, and the number of scale
items varied from three to eight among the age intervals., We limited
ourselves to activities that the mother could report on since time and
other considerations did not permit our surveyors to conduct the test
itself. Items on cur scale came from three parts of the Denver test
personal-social, verbal and gross motor, We calculated z-scores for
all the children to establish a cammon score despite the diversity of
items and number of items. We then divided the children's scores into
three equal parts - high, medium and low - in order to have a sample
size large enough for analysis, We used several tests for the
scales and arrived at satisfactory levels of reliablity " to permit
comparisons among the children based on the responses of their
mothers. We also cambined the separate scale scores into a single
score of child development. Our analysis of these measures yielded
too few significant findings to include in this report. Our findings
may be due to the inadequacy of our measure or they may be accurate in
suggesting that there are few significant differences amnong the women

of our survey in terms of child development. We believe our measure
was Inadequate to measure differences,

We were unable to construct a measure of child illness as well.
Although many survey questions related to speicific ailments, the
number of cases reported per illness was 1. .ufficient to permit
statistical analysis. We were unable to combine responses to form
composite scores as we had done with negative pregnancy outcomes. It
should be noted that same of the ailments, such as fractures, burns,
and periods of unconsciousness, were intended to identify possible
chlld abuse, Three cases of broken bones among 250 children were
reported and all three cases reportedly were taken to a doctor for
care, Twenty~two burns with blisters were reported among 250
children. Only elght of these children were taken to a doctor for
care, reportedly. MIHOW staff members felt this large number of burns
was explicable by the presence of coal or wood burning stoves in the
homes of the children. Three reported cases of accidental poisoning
were recorded among the children in the survey all of whom received
attention reportedly. No cases of unconsciousness were reported. The
small number of reported cases did not permit us to conduct a
statistical test on these measures or a combination of them. On the
face of the reports however, indications of child abuse were low.
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Our Outcome Measures and the items used to neasure them are
presented in Table 1.

Table 1
OUTCOME MEASURES

Birth Control Use

This item was analyzed only for wamen who reported not being
pregnant at the time of the interview since pregnant women wculd not
be using birth control.

Yes No Total

144 70 214
% 67.2 32,8 100

National Rate 80% among married women
(Public Health Report,1983)

Pregnancy Planned . Yes No Total

117 230 347
% 33.7 66.3 100

National Rate 70 30 100
(Public Health Report, 1983)
Some Prenatal Care Yes No Total
‘During Pregnancy
238 19 257
% 92.2 7.8 100

National Rate 68.5 1.5 100

Number of Prenatal Care 11+ 6-10 0-5 Total

Visits
152 74 25 351
% 71.5 21.4 7.1 100

National Rate No Comparable Flgure
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Table 1 (cont.)
OUTCOME MEASURES

Trimester that Prenatal Mrst Second Third Total .

Care Began
59 4o 8 107
% 44.9 37.4 7.5 100
National Rate 76.1 18.5 3.9 100

Negative Pregnancy Outcome Negative Normal Total

28 222 250
% 11.2 88.8 100

National Rate No camparable measure
Low Birth Welght Yes No Total

21 226 2u7
% 8.5 91.5 100

National Rate 6.8 93.2 100
Stillbirth Yes No Total

7 o5 252
% 2.8 97.2 100

National Rate .9 99.1 100
(Statlstical Abstract of the U.S.)
Birth Defects Yes No Total

3 2hy 247
% 1.2 98.8 100

National Rate No camparable measure

Breast Feeding Mother Yes No Total

86 164 250
% 21.5 78.5 100

National Rate Figures range from 45% (Public Health
Reports) to 62% (Surgeon General's Workshop, 18)
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Table 1 (cont.)
OUTCOME MEASURES

Preventive Child 0 1 Most Total
Health Care

5 33 157 195
% 2.6 16.9 80.5 100

National Rate No Comparable Measure

Visit for Child in No Yes Total
Pirst Six Weeks

8 215 233
% 3.6 96.4 100

National Rate No Comparable Measure

Child Has Shots
We asked the general question, "Does (child's name) have

his/her shots?" We included children over three months of age in this
analysis and thus "shots" could mean any number of immunizations.

No Yes Total

37 159 196
% 18.9 81.1 100

National Rate No Comparable Measure

Ternessee Rate 43 57 100
1983

Socio~Eccnomic Measures

Our survey also assessed five soclo-economic characteristics of
the .omen we interviewed. These characteristics and their frequencies
are reported in Table 2.
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Table 2
SOCIO~ECONOMIC MEASURES

Monthly Housenold Income  $0-250 251-500 500-750 751+ Total

96 100 48 91 335
%z 28.7 29.9 14.3 27.2 100
Education in Grades 9 or less 10 or 11 12 and more Total
77 87 174 336
7z 22.8 25.7 51.5 100
Smoking Yes No Total

133 208 341
% 39.0 61.0 100

Age 14-19 20~-29 30+ Total
101 212 34 347
% 29.6 61.5 9.0 100
Racial Minority Black White Total
103 238 341

% 30.2 69.8 100

Intermediate Measures

As we have discussed already, we constructed a set of measures
which we suspected might be related to both our Outcome Measures and
our Socio-Economic Measures. These measures might offer use a better
understanding off how poverty impacts on prenatal care, pregnancy
outcome and child health practices. We organized these 1intermediate
measures Into three groups: Resources, Information, and Access.
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Table 3
INTERMEDIATE MEASURES OF RESQURCES

Economic Stress Least 1 2 3 4  Most Total

12 70 67 55 42 25 331
%21.8 21.1 20.2 16.6 12.7 7.6 100

Component of the Econamlic Stress Measure

Is there sufficlient funds to pay bills on time?

Always Usually Sometimes Never Total

83 83 75 92 333
% 24.9 24.9 22.5 27.6 100

Are there times when you have no food?

N¥o Yes, Sometimes Yes, Often Total

212 91 39 342
% 62.0 26.6 11.4 100

Support Network

Women Indicated whether they felt they could turn to other people for
help at five times of need such as during pregnancy or the 1llness of a
child.

Ieast 1 2 3 Most Total

2 16 54 92 6l 228
% 0.9 7.0 23.7 40.4 28.1 100

Nature of Support . .
Women indicated whetvner they would look to people within or outside

their family for help in time of need.

Most Family 2 3 Least Family Total
Oriented Oriented
67 33 6 2 108
% 62.0 30.8 5.4 1.8 100
29
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Table 3 (cont.)

INTERMEDIATE MEASURES OF RESOURCES

Nonemployment Income Source

We categorized the women we Interviewed by the number of their
nonemployment income sources.,

0 1 2 Total

158 146 31 335
% 47.2 43.6 9.3 100

Female Headed Household

We were not able to ascertain single, female headed households and so
we carbined households in which the respondent reported her mother, 28
cases, or herself, 53 cases, as the head,

Yes . No Total

81 269 350
% 23.1 T72.9 100

Table 4
INTERMEDIATE MEASURES OF INFORMATION

Knowledge of Birth Control Yes No Total

308 4o 348
% 88.5 11.5 100

Birth Control Methods Used Pill Other Sterilization Total

92 . 34 39 155
% 56.6  20.2 23.2 100

Source of Information

We determined if women relied on family members or people outside of
their family for information on prenatal conditions, child feeding, child
care and birth control and combined these responses.

Most Family 2 3 Least Family ‘Total
Oriented Oriented

11 35 Ly 7 a7
% 11.3 36.2 U5.2 7.1 100
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Table 4 (cont.)

INTERMEDIATE MEASURES OF INFORMATION

Opinion of Breast Milk Compared with Formula

Rreast Milk The Same Formula is | Total
Better Better

141 o4 35 240

% 58.8 27.2 14,0 100

Knowledge of Prenatal Conditions

We cambined responses to two sets of questions. The first set of ten
questions required the respondent to distinguish five serious prenatal
conditions from five normal prenatal conditions. The second scale was the
score of serious prenatal conditions which the women recognized.

O-4 5-6 7-8 9-10 Total

30 42 102 170 344
% 8.1 1i.4  30.4 50.0 100

Knowledge of Serious Prenatal Conditions 0-2 3-4 5 Total

83 150 116 349
% 22.8 43.9 33.2 100

The final set of intermediate measures were those of access and were
all single item measures.

Table 5
INTERMEDIATE MEASURES OF ACCESS

Transportation Yes No Sometimes Total

178 61 12 251
% T1.0 24,2 4.8

Driving Distance to the Hospital of Delivery

lhr or less 1 to 2 hrs 2 hrs or more Total

249 36 1 286
% 87.1 12.5 0.4 100
25
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Table 5 (cont.)

INTERMEDIATE MEASURES OF ACCESS

Average Waiting Time to See Child's Health Care Provider

1/2 hr or less 1/2 to 1 hr 1-2 hrs 2+ hrs Total
114 79 41 11 245
% L46.5 32.2 16.7 4,5 100
Satisfaction with Child's Health Care Yes No Total
223 . 19 242
% 92,1 7.9 100

Form of Payment for Prenatal Care

This was asked only of women pregnant at the time of the interview.

Free Medicaid Private Work

Payment  Insurance
18 39 30 31
%2 16,2 32.1 25.4 26.3
Medicaid or other Health Care Insurance Yes No
209 135
% 60.8 39.2
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SECTION 4 — COMMUNITY MEASURES

We designed our questionnailre to provide information about the
health and development of infants in each of our six communlties and
about the prenatal and child care practices of women of childbearing
age. This section will discuss our findings on a community basis.
The next section will examine our findings at the individual level.

Community Context

There are several differences among the six communities of our
survey which are important background of the measures which our survey
provides., These differences include varieties of economy, different
proportions of racial minorities 1in the population and available
health services. Moving from west to east, Community 1 is in West
Tennessee and 1its population 1is predominately black. There 1is a
comunlty~operated clinic there from which the MIHOW staff person
operates., The econamy of Community 1 is predominately agricultural,
large row crop farming, e.g. soybean and cotton, with some employment
in manufacturing plants in the surrounding area. Community 2 is in
Western Kentucky and has an economy similar to Ccmmunity 1 although
the farms are not as large and there 1s employment in manufacturing
plants much closer by. Community 2 has a large black population
although not a majority of black residents. Leaders in Comunity 2
are trying to establish health services locally. They have secured
facilities through the 1loan of a traller from the Tennessee Valley
Authority but have had only 1limited success in securing the services
of a physician. One physiclan came and established practice for a
brief time before leaving. Nursing services are avallable through the
clinic and are coordinated with the MIHOW work.

Communities 3 and 4 share many similarities. They adjoin each
other although one is in Kentucky and the other is in Tennessee. Both
are coalmining coammunities in the Appalachian portion of thelr states.
Their local economies revolve about coal and they have been depressed
for many years. Unemployment is very high, and rates of 10 and 15
percent are perennial, These rates understate the level of real
unemployment because many people have given up looking for work and
others never enter the labor force because of the lack of employment
in the first place. These people are not couwited as unemployed.
Poverty is extensive and well-established in these two communities.
Health care services are available to residents of Comunity 3
through local, private providers in the nearby county seat. A
cammunity clinic operated with 1limited hours and staffed by @ nurse

practitioner serves the MIHOW clients and other residents of
Cammunity 4.
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Communities 5 and 6 are also coalmining communities and both of
them are In West Virginia. The coal economy in these communities
has suffered severe and recent decline. Community 5 reported
unemployment of 95 percent at the time of our survey. Coamunity 6 is
less dependent on mines of the same campany but had high unemployment
also as a result of the decline of the coal industry. In contrast to
Communities 3 and 4, these cammunities have a large number of people
described in the media as new poor. That is, they are blue collar
workers whose income and fringe benefits, 1including health care
insurance, dropped rapidly and significantly because of unemployment.
Both cammunities have a large number of black residents and both have
comunity operated health cliniecs from which MIHOW staff members

operate.
The following map provides the location of each of the-
communities.
Sites of MIHOW Communities
/ ! / N
- Louisville Charleston
. Eunitz 2 X 2
%amunitx
. 4 .
‘ ‘ Hashville Knoxville
‘:ﬂunitz )

Memphis
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Socio-Economic Measures

The socilo-economic measures taken from our survey indicate the
very low incomes of the women MIHOW 1is intended to serve.
Seventy-three percent of the women interviewed reported monthly
household incomes of $750 or 1less and 58 percent of them reported
incomes at or below $500. It is difficult to match these figures with
the federal guldelines for poverty or state guldelines for Ald for
Dependent Children because the number of people in the household is a
factor in these guldelines. We will use the state and federal Iinccme
guldelines for a family of four which was about $12,000 or $1,000 a
month at the time of our survey. Ninety-two of the women we
interviewed, or 27 percent reported household incomes at or above
$750 a month. In our anaiysis we will use the household income of
$750 as a rough demarcation of families living in poverty according to.
the federal guldelines. That measure sets off about 73 percent of our
respondents as having lower 1Incomes than the federal poverty
guldeline.

It is much more difficult to compare our respondents' income with
state standards for AFDC because the standards vary from state to
state. The income standard of AFDC eligibility in Ternessee is $406 a
month, up from $217 a month which was the standard when our survey was
taken and which had not been adjusted since 1969. The income standard
in West Virginia was $332 a month; and in Kentucky it was $235 a
month., Approximately 59 percent of the women in our survey reported
household incomes of $500 a month or less and about 29 percent of all
the women reported household incomes at or below $250 a month. This
last category has an income celllng which exceeds the payment standard
to a family of four in each of the three states involved in our study.
AFDC monthly payments at the time of our survey for a famlly of four
in West Virginia were $249; in Kentucky, $235; and in Tennessee, $154
(Children's Defense Fund). Legislation 1in Tennessee was proposed to
raise the standard to $203 but failed to pass in the legislature in
1985. A compromise of $171 monthly payment for a family of four was
passed.

Desplte the various standards of the states and the 1nexact
dollar amount from our survey same conclusions seem obvious. Our
respondents, on the whole, have very low Iincomes, and government

measures of relief are stringent in their criteria and exceedingly
modest in amount. ’

In addition to these measures on income, our survey includes
other measures of education, age, smoking and race that may have an
impact on family planning, prenatal care, the outcome of pregnancies,
child health and child care. These measures are reported for each
community by percentages in Table 6.
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Table 6
SOCIO-ECONOMIC MEASURES BY COMMUNITY IN PERCENTAGES

COMMUNITIES
% of 1 2 3 4 5 6 p-value
Total ) of x2
Monthly House-~ .000
hold income
(N=335)
251-500 29.9 11,1 23.2 37.9 39.3 23.6 42.9
501~750 14.3 25.9 12.5 10.3 8.9 16.4 12.5
51+ 27.2 40.8 53.6 6.8 7.2 30.9 25.1
Education .000
in grades
(N=338)
9 or less 22.8 13.5 16,1 29.3 33.9 18,5 24,1
10 or 11 25.7 17.3 10.7 44,8 30.4 24,1 27.6
12 or more 51.5 69.2 73.2 25.9 35.7 57.4 48.3
Average 10,9 11.1 11,5 11.3 10.6 11.1 10.9
Smok ' .001
(N=341)
Smoker 39.0 15,5 30.5 47.5 51.8 36.5 36.8
Non~smoker 61.0 84,5 69.5 52,5 U48.2 63.5 63.2
Age —
(N=341)
14~19 29.6 30.4 18.6 23.3 39.3 37.3 37.9
20~29 61.5 62.5 67.8 65.0 53.6 61.8 55.2
30+ 9.0 7.1 13, 11.7 7.1 10.9 6.9
Average 23.9 24.1 25,1 24,4 22,6 24,4 23.1
Racial .000
Minority
(N=341)
Black 30.2 70.7 ~ 33.9 0.0 3.5 U46.4 26.9
White 69.8 29,3 66,1 100,0 96.5 53.6 73.1

In addition to the differences of income among these communities,
we have pointed out that Communities 3, 4, 5 and 6 are coalmining
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comunities. Communities 5 and 6 experienced very severe econamic
slumps beginning in about 1980, and unemployment in both communities
reached very high levels. Consequently, the layoffs in the mines
meant less income and, after a year's time, no Jjob related health
insurance. Communities 5 and 6 differ from Communities 3 and 4 by the
union membership of its work force. Miners in Communities 5 and 6 are
members of the United Mineworkers of America while ‘miners of
Communites 3 and 4 are not.

Comunities 3 and 4 are coal mining communities which witnessed
drastic economic decline much earlier. The poverty in these areas is
well known and well established. Consequently, Communities 5 and
represent more "new poor" than "old poor." There are more blue
collar workers unemployed and faced with drastic reductions of 1ncome
and benefits such as medical insurance in Communities 5 and 6 than 1n
Commmities 3 and 4. These latter cammnities represent the almost
stepeotypical hardship of Appalachian poverty well dramatized and
written in print media.

There are differances among our communities in terms of
educational attainment which also distinguish between the chronically
depressed Appalachian coammunities, 3 and 4; the coalmining communities
which witnessed recent economic decline, 5 and 6; and the more rural
comunities with a cambination of é&gricultural and small scale
manufacturing, Communities 1 and 2. Comunities 3 and 4 have the
largest percentages of respondents who had not obtained 12 grades of
education or more, 74 and 64 percent respectively. In Communities 5
and 6 these percentages drop to 43 and 52 respectively. In
Communities 1 and 2, 31 percent and 27 percent of our respondents
indicated 12 grades of education or more.

Almost 23 percent of our respondents indicated an education of
nine grades or less. On the other hand, 52 percent indicated a
complete high school education or more. The average eduvcational
attainment of our respondents was slightly less than J1lth gr=¢

Thirty-nine percent of our respondents indicated that ii.v moked
either daily or weekly. The pattern of smoking varies signil.icantly
among our comunities, Once again, the chronlcally depressed
Appalachlan communities, 3 and 4; the other Appalachian communities, 5
and 6; and the rural, non-mining areas varied in a pattern similar to
variations on other measures. About half of the women in Communities
3 and 4 reported smoking; about one-third of the women in Communities .
5 and 6; and smaller proportions in Communities 1 and 2, When we rank
the comunities on these measures from worst (1) to best (6), we find
they rank very much the same on all three measures - income, education
and smcking.
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Table 7
PROBLEM SOCIO-~ECONOMIC MEASURES BY COMMUNITY IN RANK
COMMUNITY

1 2 3 4 5 6 p-value
of x2

Lowest Monthly Household Income 5 6 2 1 y -3 .001

Lowest Percent of High School 5 6 1 2 4 3
Graduates

Highest Percentage of Smokers 6 5 2 1 3 4 .001

Our communlties are raclally very different and the composition
of our respondents reflects that. In Community 1, 71% of our
respondents are black. Community 3 is an entirely white community and
Community 4 is almost entirely white. In Community 5, almost half of
our respondents are black and in Communities 2 and 6 the percentage of
black respondents more approximates the average of our total sample
which is 30%.

It 1s important to note that all the communities where MIHOW is
working are areas of severe poverty and need. The measures of
poverty among the women of even our "best well-off" community sample
far exceed national figures as we demonstrated.

Outcome Measures

The survey data also permit us to measure several of the
variables in which we hope to promote improvement. These are the
outcome measures of prenatal care, negative pregnancy outcomes, breast
feeding and preventive child health care. Table 8 reports on these
Outcome Measures and family planning.

A minority of the women we interviewed practice family planning
effectively and breast feeding is also a distinct minority practice.
Respondents in our communities indicated that approximately 34 percent
of their last pregnancies were planned. This was less than half of
the national figure. The number of reported unplanned pregnancies
ranged from a high of 44 percent in Community 3 to a low of 26 percent
in Community 4. 'This measure is far lower than the percentage of
women who report using birth control. The contrast of these measures
suggests that birth control 1s not used regularly or effectively.
These two measures also indicate the possibility of increasing birth

control use and substantial room for Increasing the percentage of
planned pregnancies.
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The pattern of' prenatal care varied among the comnunities with
some communities exceeding the national average and others falling far
below. In general, the women reported higher 1levels of no prenatal
care and beginning prenatal care late. Ninety~three percent of the
respondents to our survey reported having some prenatal care. This
ranged from a low of 83 percent in Camunity 3 to a high of 100
percent in Communities 2 mid 4. The differences among our communities
on these response:s wiw stul! . icully significant. . Likewlse, the
number of prenatal care visits varled among the communities in a
statistically significant fashion. Three of four Appalachian
communities had respondents who reported having five or less prenatal
care visits in excess of ti+: 10 rorecent of our total sample. There
was wide variation on reports of the trimester of the first prenatal
care visit, Coammnities 1 and 5 had about 90 percent of the
respondents reporting a first prenatal visit in the first trimester.
On the other hand, Communities 2 and 4 had the highest percentage -of
respondents reporting their first prmenatal care visit 1in the third
trimester, 12,5 percent and 9.5 percent respectively. These
variations are not related to the presence of a primary care clinic 1in
the comunity. Community 2 with the best measures had no care or
irregular care at the time of our survey. Communities 1, 5 and 6
with far worse measures of prenatal care all had primary care clinics
in the community.

The rates of breast feeding are low. Only thirty~four percent of
the women with children reported breast feeding the most recently born
child. Nationally, figures on breast feeding vary from 62 percent of
women reporting breast feeding at least in the hospital to 45 percent
reporting breast feeding their infants. The differences among women
in the six communities who reported breast feeding their youngest
child was statistically significant. It ranged from highs of 50% or
more in Camunities 2 and 6 toa low of 10% in Comunity 5.
Especially significant was the low percentage of women reporting
breast feeding their children in the communities with large black
populations.
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Table 8

OUTCOME MEASURES BY COMMUNITY IN PERCENTAGES

COMMUNITY
% of 1 2 3 4 5 6 p-value
Total of x2
Birth Control —
Used 67.8 75.6 56.1 75.0 68.8 67.9 63.9
(N=214)
National Rate 80% among married women (Public Health Report,1983)
Latest Preg- —
nancy Planned 33.7 30.9 35.0 44,1 26.3 31.6 33.9
(N=341)
‘National Rate 70 percent (Public Health Report, 1983)

Had Prenatal Care
(N=257)
National Rate

Number of Prenatal
Care Visits
(N=251)
11+
6-10
5 or less
National Rate

Trimester of
First Visit
(N=107)

Flrst

Second

Third

National Rate

Negative Preg-
nancy Outcomes
(N=245)

National Rate

Low Welght Births
(N=238) ~
National Rate

92.6 90.2 100.0 83.3 100.0
98.5

60.6  62.7 76.1 61.5 36.8
29.5 29.4 19.6 20.5 52.6
10.0 7.8 4.3 17.9 10.5

No Comparable Figure

55.1
37.4
7.5
76.1, 18.5 and 3.9 percent.

Data Not Avallable

10.6 18.8 15.2 4.9 5.9
No comparable measure
7.9 10.9 10.9 4,9 5.9
6.8 '
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Table 8 (cont.)

CUTCOME MEASURES BY COMMUNITY IN PERCENTAGES

COMMUNITY
% of 1 2 3 4 5 6 p~value
Total of x2
St111b1515:r)1 2.8 8.2 2.2 0.0 0.0 2.7 2.6 —
National Rate .9 (Statistical Abstract of the U.S.)
Birth Defects 1.2 0.0 6.7 0.0 0.0 0.0 0.0 .02
(N=245)
Breast Feading 34.4 21.3 55.3 30.2 38.2 10.3 50.0 . 001
Mothers
(N=250)

National Rate Figures range from 45 percent (Public Health Reports)
to 62 percent (Surgeon General's Workshop, 18).

Preventive Child 80.5 0.2 97.6 65.8 81.5 76.7 52.9 .000
Health Care 16.9 9.8 2.4 28.9 18.5 13.3 47.1
(N=184) _ 2.6 0.0 0.0 5.3 0.0 10.0 0.0

Child Has No 18.9 9.5 2.4 31.6 18.5 23.3 47.1 .000
Shots
(N=185)

National Rz%e No  .comparable measure.
1983 figure for Tennessee was 37 percent.

No Exam in First

Six Weeks 3.6 0.0 0.0 7.9 0.0 12.1 3.1 .05

(N=250)

The birth defects reported among the women we interviewed all
occurred in Community 2 and lnclude Down's Syndrome, hypospadla and a
deformed foot bone. This finding i1s surprising because the other
problem ocutcome measures for Community 2 generally falls at or below
the average of our survey. The women who conducted the © rvey din
Community 2 recalled a rash of negative pregnancy out..s:, three
Down's Syndrome children, in a short span of time and among women who
lived iIn a specific geographic area. They suspected some
environmental factor caused those birth defects and conseguently
Camunity 2's much higher brith defect rate. In general, surveyors in
each camunity offered anecdotal evidence of far more birth defects,
12, than we accepted for purposes of thils analysis.
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The rates of negative pregnancy outcomes among the women of our
survey were higher than national rates provided by the March of Dimes.
This suggests a greater risk for problem pregnancies among the woinen
MIHOW is intended to serve, Whlle the women in our survey _ reported
birth weights of less that 2500 grams or about 5 lbs, 8.0z. in 7.9
percent of their births, the national figure was 6.8 percent. Also,
while the national rate of birth defects, including low birth weights,
was 7 percent in 1982, the women in our sample reported birth defects
and low birth welghts at a rate of 9.5 percent,

The distinct ecoriomlc pattern of the cammunities coincides with
the statistically significant differences among the conmunities on
Preventive Child Health Care. Communities 5 and 6 reported higher
percentages of children without shots and no exams in the first six
weeks, These are also the coamunities that had recent economlc
declines in income and unemployment. They are indicative of the new
poor. Communities 3 and 4, where poverty is too familiar, had better
scores on Preventive Child Health Care. This may 1indicate that
programs for 1low income populations are better established, kiown
and/or utilized among low income groups like those in Commnities 3
and 4 than among the new poor as in Communities 5 and 6.

When we rank the communities by these measures of outcomes and
arrange them in a problem orientation, there are far fewer patterns
than we found when we examined the Socio-Economic Measures. Table 9
reports the ranks of the cammunities on each of our Outcome Measures.
There 1s, of course, sane consistency among measures used to
constitute a composite measure such as Preventive Child Health Care.
But there 1s no striking consistency of rank among the measures such
as we found among income, education and smoking for example.
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Table 9
PROBLEM OUTCOME MEASURES BY COMMUNITY AND RANK

COMMUNITY
1 2 3 4 5 6 p-value
of x2
Birth Control Not Used 6 4 5 1 2 2 —
Latest Pregnancy Not Planned 2 5 6 1 3 4 —_—
No Prenatal Care 3 5 1 5 2 5 .05
Few Prenatal Care Visits 4 6 1 2 2 5 .05
Iate Prenatal Care
Negative Pregnancy Outcome 1 2 4 5 6 2 .099
Low Weight Births 1 5 2 3 6 5 —_—
Stillbirth 3 6 5 1 4 2 —
Birth Defects 2 1 2 2 2 2 .02
Non-Breast Feeding Mothers 2 6 3 4 1 5 .001
Preventive Child Health Care 5 6 3 4 2 1 001
Child Does Not Have Shots 5 6 3 4 2 1 .001

‘No Exam in First Six Weeks 4 6 3 5 2 1 .05

Intermediate Measures

In addition to our Socio-Econamic Measures we have several
related or Intermediary Measures to relate to the soclo-economic
characteristics of the women we surveyed and to our Outcome Measures.
There are important variations among our camunities on the

Intermediate Measures of Resources. If we take the three most
economically stressful categories as a cutoff point, we find 36
percent of our sample in those categories. These are the women who
reported insufficient funds to pay their bills or to provide food at
least sametimes. Communities 1 and 2 have far smaller percentages in

those categories while the remaining categorles have many more
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respondents in those categories. Once again Communities 3 and 4
report the largest percentage in these combined categories, 44 percent
and 62 percent respectively., Communities 5 and 6, communities of the
new poor, report 44 and 36 percent of their respondents in these
categories, The two questions which were combined to form the

Econamic Stress measure show statistically signiflcant variation among
the communities.

The measure of Nonemployment Income Sources provides a less clear
differentiation among the camunities. Agaln, this 1s in part due to
the high unemployment in Communities 5 and 6 related to the closing
of mines which occurred about the time of the survey. Comunities 5
and 6 report lower percentages of households with only employment
sources of 1ncome than the other communities. By the same token,
their responses indicate that at the time of the survey they had the
highest percentages of households dependent on nonemployment sources
of income. These sources would include unemployment compensation
which 1s the primary explanation for the response pattern on this
item,

Communities 2 and 3 report the smallest proportion of female
headed households., The total percent in our sample is 22.7 percent
with a low in Community 3 of 10 percent and a high in Comunity 5 of
32.7 percent,

The Intermediate Measures of Resources vary in patterns that are
clear and relate to other patterns, Comunities 1 and 2, for example,
report the largest percent of respondents with the highest income
category and the lowest percent of respondents reporting high Econamic
Stress, All four Appalachian communities have higher rates of
reported Support Networks. That network is also much more exclusively
family in the Appalachian communities. Communities 5 and 6 have the
highest .rates of reported Nonemployment Income Sources as we might
expect because of the high rates of recent unemployment there. On the
other hand Communities 1 and 2 have the highest rates of solely
employment income sources. Female Headed Households are reported in
much lower rates in Commnities 2 and 3 which shared no pattern on
previous measures., The rates of cammunlty responses on Intermediate
Measures of Resources are given in Table 10,



Table 10

INTERMEDIATE MEASURES OF RESOURCES BY COMMUNITY IN PERCENTAGES

COMMUNITY
% of 1 2 3 4 5 6 p-value
Total of x2
Zconomic Stress ~.000
(N=331)
Least 21.8 23.1 19.5 13.6 10.9 16.7 23.6
2l.1 26.9 46.3 22.0 12.7 20.8 18.2
20.2 32.7 26.8 20.3 14,5 18.8 21.8
16.6 9.6 7.3 25.4 12.7 16.7 18.2
12.7 1.9 0.0 13.6 36.4 12.5 9.1
Most 7.6 5.8 0.0 5.1 12.7 14.6 9.1
Insufficient
funds to pay 27.6 7.7 6.8 34.5 48.2 40.4 28.6 .001
bills ‘
(N=338)
Insufficient
food 11.4 17.9 0.0 6.8 19.3 17.0 8.9 .001
(N=342)
Support Network .125
(N=228)
Least 0.9 2.2 0.0 0.0 0.0 3.0 0.0
7.0 0.0 7.3 13.9 12,5 3.0 8.1
23.7 24.4 26.8 36.1 15.6 21.2 18.9
40,4 57.8 46.3 19.4 37.5 33.3 35.1
Most 28.1 15.6 19.5 30.6 34.4 39.4 37.8
Family as ' —
Support Network
(N=108)
Family Only 62.0  46.7 38.1 71.6 84.6 T2.2 65.0
Other 38.0 . 53.7 61.9 29.4 15.4 27.8 35.0
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Table 10 (cont.)
INTERMEDIATE MEASURES OF RESOUBCES BY COMMUNITY IN PERCENTAGES

COMMUNITY
% of 1 2 3 4 5 6 p-value
Total : of x2
Nonemployment .000
Income Sources
(N=335)
None 47,2 68.1 81.0 48.3 26.8 27.8 13;6.2
43,6 27.7 15.5 U46.6 64.3 57.4 146.6
Most 9.3 4,3 3.4 5.2 8.9 14.9 17.2
Female Headed
Households 23.1 25.9 13.6 10.0 30.4 32.7 29.3 .02
(N=326)

The women of our six commnities had a statistically significant
varlation con reported knowledge of birth control and other Intermediate
Measures of Information. Community 3 reported the lowest proportion 80
percent, while Cammunities 1 and 4 both reported 95 percent of the women
had knowledge of birth control, The percentage of all respondents
reporting knowledge of birth control was 88.5 percent. The women of the
different communities varied in a statistically significant manner on their
opinion that breast feeding 1s better than formula. Communities 1 and 5,
which have the largest proportion of black residents of the six
communities, reported the opinion that formula was more healthy than breast
milk, 31 percent and 44 percent respectively, Approximately 59 percent of
the total sample reported the opinion that breast milk is Dbetter than
formula. The women of Community 1 had the largest percentage of
respondents with- the least knowledge about prenatal conditions and the
least ability to distinguish serious prenatal condicions from normal
conditions. Commnities 5 and 6 also had large percentages reporting in
the lower categories of knowledge about prenatal conditions. Fifty percent
of our sample was able to correctly establish eight or more prenatal
conditions as being serious or normal. Only 33 percent of our sample was
able to identify all five serious prenatal conditions as  serilous.
Comunities 1 and 6 had the smallest percentage of respondents with this
ability while Community 4 had 55 percent of its respondents capable of
making this distinction.

Our Intermedilate Measures of Information do not appear to have a

relation to each other. Communities with high rates of Reported Knowledge
of Birth Control rank lower than other communities on Knowledge of Prenatal
Conditions. Community 4, with the lowest income of the communities and the
second highest percent of women without high school education, reported the
highest percentage of respondents with the most knowledge on prenatal
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conditions. Table 11 reports the rates of response to Intermediate
Measures of Information. :

Table 11
INTERMEDIATE MEASURES OF INFORMATION BY COMMUNITY IN PERCENTAGES
COVMUNITY

% of 1 2 3 4 5 6 p-value
Total of x2

Ieported

Knowledge of  88.5  94.7 93.3 79.7 94.6 80.7 88.1 .01
Birth Control

(N=348)

3irth Control
Method .07
(N=155)
Pill 59.4 67.6 36.4 6
Other 17.4 11.8 31.8
Sterilization2i. 2 20.6 31.8 3
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Family as Source
of Information 075

(N=97)
Family Only 47.4  40.0 19.1 60.0 60.0 78.5 47.4

on Birth Control .158
(N=260)
Family 24.¢ 37.8 20.0 22.2 30.0 20.7 12.8

on Child Care : -_—
(N=164)
Family 93.3 92.6 93.1 92.0 100.0 92.3 90.0

on Child Feeding .08

(N=185) .
Family 34.8 38,2 14,7 27.3 40.0 50.0 38.7
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Table 11 (cont.)
INTERMEDIATE MEASURES OF INFORMATION BY COMMUNITY IN PERCENTAGES

COMMUNITY o
of 1 2 3 4 5 6 p-value
Total of x2
Opinion that Breast .001

Milk is Better
than Formula 58.8 31.3 76.7 83.8 61.8 44,1 56.4
(N=251)

Knowledge of Pre-

Natal Conditions .002
(N=341)
Least 8.1 2l.1 5.2 1.7 5.4 9.4 10.7
11.4 21.1 6.9 13.3 3.6 17.0 12.5
30. 4 24.6 36.2 30.0 19.6 30.2 39.3
Most 50.0 33.3 51.7 55.5 Ti.4 43.4 37.5
Knowledge of
Serious Prenatal
Conditions .000
(N=345) ‘
Least 22.8 39.7 20.3 23.3 8.9 21.8 29.8
43.9 46.6 39.0 46.7 35.7 40.0 52.6
Most 33.2 13.8 40.7 30.0 55.4 38.2 17.5

Our Intermediate Measures of Access show significant differences from
camunity to cammunity but once again there is no clear pattern to the
variations. This is understandable given the diversity of measures. Some
measures are Iindictative of important problems at present 1in some
communities and emerging in others such as access to obstetric care.
Community 5 reported 38 percent of its respondents had to travel one or
more hours to a hospital for delivery. People in this community have to
drive past other hospitals which no longer offer obstetric services. This
is Indicative of a growling decline of obstetric services at rural
hospitals. Far fewer respondents in any of the other communities reported
this. Since our survey Community 5 has acquired obstetric services but
women in Community 4 have lost the services they had and have to travel
further to acquire them. Obviously, access to obstetric services in rural

areas 1s a changing pattern.

A key factor in access is the ability to pay for health care. The two
items related to payment for health care show parallel patterns of
. response. Communities 5 and 6 have the highest response of work-related
health insurance while Communities 3 and 4 have the lowest. 'This is
related to the economy of the communities. Communities 5 and 6 are union,
coalmining communities and 3 and 4 have fewer miners with fewer benefits.

42
48



Paradoxically, Community 4 has the largest number of people reporting the
lowest income and the largest percent of respondents reporting paying for
prenatal care out of pocket and the least amount of Medicaid and insurance

coverage for other health care, Table 12 relates cammunity responses on
Intermediate Measures of Access.

Table 12
INTERMEDIATE MEASURES OF ACCESS BY COMMUNITY IN PERCENTAGES
COVMMUNITY
% of 1 2 3 4 5 6 p~value
Total of x2

Transportation 70.9 77.6 78.7 T72.1 58.8 63.2 70.6 .0l
Available '
(N=251)

Driving Distance
of More than One
Hour to Hospi-~ 12.9 3.7 8.3 12.0 16.3 37.8 2.2 .001
tal of Delivery
(N=286)

Use of Prenatal .001
Vitamins 82.4  85.7 88.9 70.2 83.6 87.7 T78.4
(N=330)

Average Wait to See .000
Child's Health
Provider
(N=246)
1/2 Hour 46.5 4
1/2 to 1 Hour 32.2 2
1 to 2 Hours 16.7 2
2 or More Hours 4.5

Dissatisfaction .07
with Child's 7.9 4,1 2.2 18.6 8.8 9.1 5.4

Health Care
(N=242)
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Table 12 (cont.)
INTERMEDIATE MEASURES OF ACCESS BY COMMUNITY IN PERCENTAGES

COMMUNITY
% of 1 2 3 4 5 6 p-value
Total of x2
Prenatal Care .02
Payment
(N=118)
Free/Medicaid 48,3 50.0 44.4 70,0 54,2 39.0 41.7
Out of Pocket 25,4 16,7 27.8 20.0 41.7 30.0 12.5
Work Insurance 26,3 33.3 27.8 10.0 4,2 40,0 45.8
Medicaid or .01
Other Insvrance 60,8 66.7 67.8 53.4 41,8 61.4 T2.4

(N=244)

Conclusion

The differences which we found among the communities on our
several measures are instructive for an intervention. They underscore
that an intervention must take into account already available
services; patterns of utilization of those services; community
attitudes, practices and opinions; and the local economy. However,
these measures are much more effective as guidelines for an
intervention if they are applied to the individual. We have
extrapolated from cammunity figures to establish some relationships
among our measures. -We willl now move to examining correlations among
individual responses and measures. By this we hope to acquire more
information about the problems we are addressing and a clearer sense
of how to intervene.
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SECTION 5 - INDIVIDUAL MEASURES

The discussion of our survey findings thus far has established
a baseline measure of maternal and infant health and béhavior and
identified same interrelationships of the measures we are using based
upon a comparison of the cammunities in which we are working. These
interrelationships of camunlty measures can only suggest the

Interrelationships of measures which we may find at the individual
level. '

The purpose of this section 1s to relate our findings of
individual responses and measures. We have combined all the women of
our sample, regardless of commmnity, to treat them as a group of women -
from low Income households. We are interested in the
.interrelationship of family planning, prenatal care, pregnancy
outcomes, breast feeding, and child health care with each other and
with the other measures and information the women of our sample
provided us.

This 4information is dimportant in designing an effective
intervention which local residents, with some preparation, can provide
for local women ard children. Consequently, we are Interested
primarily in the intermediary measures with which our intervention is
most likely to deal. We will relate our Intermediate Measures of
Resources, Access and Information to both our set of Socio-Economic
Measures &nd- our QOutcome Measures. The first set of
interrelaticnships may offer us i .3lght into the I1mpact of income,
education and age on other characte*"sties of the households with
which we are dealing. The second s+ ° -%errelations, those of our
Intermediate Measures and our Cutcome ‘<asures, may offer us 1insight
into how the intermediate consequences of Income, education and age
impact <n the measures of maternal and infant health which we hope to
improve. We are, of course, also interested in the interrelationship
of our Soclo-Economic Measures and Outcome Measures and we Wwill
examine them.

Outcome Measures

Our Outcome Measures seem unrelated. There are of course
correlations among similar measures and component measures such as
Negative Pregnancy Outcome and 1ts constituent measures ILow Birth
Welght and Stillbirths, However, measures of family planning,
pregnancy outcomes, breast feeding and preventive child health care
show no pattern or relationship among the responses we acquired.

The important exception among the relations of our Outcome
Measures is the relation between our measures of prenatal care and
preventive child health care, Women who reported receiving prenatal
care also peported more Preventive Child Health Care. Likewise, women
who reported more prenatal care visits also reported significantly
higher levels of Preventive Child Health Care, These assoclations are
related In Table 13. The component tables relating individual
significant associations reported in Table 13 are appended. In this
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table as in all the tables of this section a measure is included only
if it has at least one significant correlation with another measure.
If a measure 1s not listed, it had no significant assoclatlion with any
other measure.

Table 13

X2 CORRELATIONS OF OUTCOME MEASURES

Preventive Child Visit in
Child Health Has First 6
Care Shots Weeks
(N=184) (N=185) (N=250)
Prenatal Care Sy y (ns)
(N=257)
# of Prenatal XX —ns XXX
Care Visits
(N=251)

xxx=p-value ,001 xx=p-value .01 x=p-value .05 y=p about ,10 or less
ns=no significance —=negative variance (  )=indeterminate variance

Socio~Economic Measures

When we campare our Socio-Economic Measures with each other, we
find some frequent and significant correlations. - Monthly Household
Income and Education, for example, are directly and significantly
related., One-third of the women in the households with $250 or less
of monthly income reported educational attainment of high school or
more while twice as many or two-thirds of the women in households with
$1,000 or more monthly income reported high school education or more.
Likewise, Smoking and Monthly Household Income are clearly and
directly related as women in the lower household incoine categories
reported a higher degree of smoking, almost 50 percent in the lowest
category, compared to 25 percent in the highest category. On another
measure, Age younger women reported less income although the relation
of Age and Monthly Household Income did not reach statistical
significance. Black respondents reported household incomes that were
not significantly different from white respondents,  Blacks were

slightly underrepresented in the bottom two categories of income and
slightly over-represented in the two top income categories.

Education 1s related very strongly not only to income but to
every other measure. Fifty-elght percent of the women with 9 grades
of education or less reported smoking compared with only 27 percent of
the women who had completed high school education. The significant
relationship between Education and Age 1s a consequence of younger
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women reporting less educational attainment. This 1s merely because
many of them are still in the process of completing thelr education
and does not indicate a decrease in educational attainment among
younger women as the numbers would indicate. Our black respondents
reported educational attalnment of high school or more in much larger
proportlion than our white respondents., While blacks make up only 30
percent of our sample, they constitute 44 percent of the women
reporting high school education or more,

Reported smoking behavior is clearly related to both Monthly
Household Income and Education as we have already indicated. Smoking
is also related to Age among the women of our survey. Younger women
and older wamen reported smoking in larger percentages than women in
thelir 20s. Smoking 1s slgnificantly related to race among our
respondents. Only one out of four black respondents smoked while two
out of five white respondents smoked.

The examination of these Socio-Economic Measures indicate a
problematic relationship among them., Specifically, low educational
attainment correlates significantly with higher percentages on Smoking
and low Monthly Household Income. Race is not significantly related
to income or education 1n a negative manner in our sample but on the
other hand it relates significantly with 1less smoking and more
education among blacks. The cross tabulation results of these
measures are given in Table 14 and same component tables are appended.



Table 14

X2 CORRELATIONS OF SOCIO-ECONOMIC MEASURES o
Monthly Education Smoking Age Racial
Household Minority
Income
(N=335) (N=338) (N=341) (N=345) (N=341)
Monthly
Household ¥ XXX —y y . ns
Income
(N=335)
Education XXX ¥ —XXX XXX XXX
(N=338)
Smoking ~—y —XXX * (¥) —xxx
(N=341)
Age y XXX (y) # (ns)
(N=345)
Racial ns XXX —XXX (ns) *
Minority _
(N=341)

xxx=p-value ,001 xx=p-value .0l x=p~value .05 y=p about .10 or less
ns=no significance —=negative variance ( )=indeterminate variance

Soclio-Economic and Outcome Measures Compared

When we compare our Soclo-Economic Measures and Outcome Measures,
we find that race 1s most consistent.y assoclated with proolem
pregnancy outcomes in a Ui z2ct and signilicant mamner. More than half
of the Negative Pregnancy wutcomes, 13 < 24, occurred to the third of
our sample which is black. One half ¢/ it~ Tow Birth Welghts and 5 of
6 of our Stillbirths occurred among tr-: : i-°& women of our sample., In
spite of no difference in their reported income compared with the
white women of our sample.

The differences in our sample on breast feeding seem clearly
related to class as well as race. Only 2l percent of the black women
of our sample reported breast feeding compared with 38 percent of the
white women. But breast feeding among our black respondents appears
to be samething which a woman does when she does not have financial

resources to do otherwise., Breast feeding increases among the women
in the total sample as their income and education increases, Although

the Dblack women who report higher educational attainment and no
difference from whites in terms of income still report significantly
lower rates of breast feeding. This suggests that white women seem to
have overcome a lower class blas agalnst breast feeding as a practice
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of poverty sooner or in larger numbers than the black women of our
survey.

In addition to this class-related explanation there are othor
reasons which the women, blacks and whites, gave for not breast
feeding. They included the inconvenience of going to work or goinz
to school and breast feeding. Same reported not breast feeding on the
advice of a doctor or relatives. Many more doubted the adequacy of
the supply of their milk or its quality. A few reported husbands or
relatives preferring that they not breast feed and severzl indicted
they thought breast feeding was inconvenlent, messy or embarassing
compared with bottle feeding.

Younger wamen reported more unplanned pregnancies, 78 percent of
the 14-19 year old portion of our sample compared to 50 percent of
wamen over 30, Younger mothers and women did not score significantiy
lower than older wamen on our other Qutcome Measures.

There 1s a clear relationship between Smoking and Low Riruh
Weight. Thirteen of 20 reported Low Birth Weights occurred among ‘e
two-fifths of the sample who reported smoking. Likewise 14, more the:.
half, of the 27 reported Negative Pregnancy Qutcomes occurred among
the 40 percent of the women who reported smoking.

Educational attainment is related to same of our Outcome Measures
as well, Breast Feeding, for example, clearly increases with
Education. Forty~five percent of our respondents reporting high
school or more education breast fed their most recent child compared
to 32 percent in the next category and 20 percent in the category with
ninth grade or 1less educational attainment. Similarly, those
reporting high school education or above reported higher percentages
of children with shots, 81 percent compared with 66 and 69 percent in
the other two categories. In addition, 81 percent of women reporting
high school education also had the highest combined score on the
measure of Preventive Child Hsalth Care compared to 67 percent and 72
percent of the other two categories. - On the other hand, the
relationshlp of Education to other Outcome Measures such as Negative
Pregnancy Qutcomes 1is unclear.

In general, our measure of Monthly Household Income relates +©o
our Outcome Measures most consistently and in 3 manner comparable to
Educatlion. That 1s, women with more income reported significantly
more Prenatal Care, more DBreast Feeding and more Preventive Child
Health Care, And, as with Education, we found no statistical
difference among reports of Negative Pregnancy Outcomes among <¢hese
low-liricome women reporting different incomes.

Table 15 reports the cross tablulations of our measures of
Socio-Economic and Outcome Measures. The appendlix contains component
tables of Table 15.
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Table 15
X2 CORRELATIONS OF SOCIO-ECONOMIC MEASURES AND OUTCOME MEASURES

Monthly [Education Smoking Age Racial
Household Minority

Income
(N=335) - (N=338) (N=341) (N=345) (N=341)

Latest Pregnency y ~—ns ¥ XX ns
Planned
(N=347)

# of Prenatal X y —ns -—1S (ns)
Care Visits
(N=251)

Negative

Pregnancy (ns) (ns) —ns ns X
Outcome

(N=245)

Low Weight —ns (ns) X —ns y
(N=238)

Stillbirth - —1S ns (ns) (ns) X
(N=245)

Breast

Feeding X XX -5 ns —X
(N=240)

Preventive

Child Health X XX —_X (ns) ns
Care

(N=184)

Child
Has

Shots
(N=185)

n
!
1
S




Table 15 (Cont,)

X2 CORRELATIONS OF SOCIO~ECONOMIC MEASURES AND QUTCOME MEASURFS

Monthly Education Smoking Age Racial
Household Minority

Income
(N=335) (N=338) (N=341) (N=345) (N=341)

Exam in
First —ns y ~—XX (ns) ns
6 Weeks
(N=250)

xxx=p-value .001 xx=p-value .0l x=p~value .05 y=p about .10 or less
ns=no significance —=negative variance ( )=indeterminate variance

These correlatlons imply some goals for an intervention such as
MIHOW. Clearly, this information suggests trying to reduce smoking
among women 1n order to I1increase normal birth welght deliverles;
working with younger women to 1increase family planning; working with
women with low educatiornsl attainment and low household incomes to
increase utlilization of prenatal care for themselves and preventive
health care for their infants; and encouraging these same women to
breast feed their chiildren. Black women in particular, within the
communities we are serving, are obviously reluctant to breast feed.

As helpful as the knowledge of these associations is in planning
interventions, we can plan better interventions if we understand more
specifically the manner in which these measures may impact on the
outcomes for which MIHOW is working. Thus, we extracted from our
survey items conceptually related to those Socio-Economic Measures
and our Outcome Measures but which provided more room for intervention
and change. : These latter measures we called Intermediate Measures.
We created three subsets of Intermediate MNeasures - Resources,
Information, and Access.

Intermediate Measures ~ Resources

The prelationships of our Socio-Economic Measures of Monthly
Household Income, Education and Smoking with our Intermediate Measure
of Resources are strong. We devised a measure of Economic Stress by
combining responses to two questions dealing with insufficiency of
funds to pay billls and the insufficiency of funds to provide for food
at all times. 'This measure of Economic Siress correlates in a direct
way and at a significant level with Monthly Household Income,
Education and Smoking. That 1s to say, women reporting lowest Monthly
Household Income and the lowest educational attainment report higher
Economic Stress than other wamen. Likewise, increases in Econamic
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Stress are assoclated with increases in Smoking although at 1less
significant levels.

We also constructed a measure of Nonemployment Income Sources.
Our respondents 1ndicated the various sources of income coming to the
households. We coded these and cambined them. The measure Indicates
the number of sources of income, both employment and nonemployment.
We found that women with the lowest household incomes reported the
greatest dependence on nonemployment sources.

Women who reported themselves or thelr mothers as the head of
household constitute respondents in the Female Headed Household
category. One~half of them are black, although only 30 percent of our
sample 1is black. There are many more female headed households in the
lower household i7xcomes. This is consistent with findings from
national census data and is symptamatic of the feminization of poverty
and the increasing feminization of the low end of the wage spectrum,
Age was also related to the measure of dependence on nonemployment
income with older wamen reporting less such dependence., This offers
some hope that the econamic position of women, including those who are
heads of households, Iimproves with age. However, it does leave a
combination of problems of inadequate funds and dependence on
nonemployment income In the early years of childbearing. The
significant relation of Education and Female Headed Household 1s due
to the much larger percentage of women reporting 10 and 11 grades of
education also reporting being 1in a Female Headed Household.
Thirty-three percent of tiise ..~.<1 reported being in Female Headed
Households compared with 18 -~ .~ of the women in each of the other
two educational categories. Ja gatae does not permit us to separate
wamen living alone and women living in households headed by their
mothers. The direct anu significant relationship between Education
and Female Headed Household, then, may be spurious and due to more
young women who live with thelr mothers and who reported lower levels
of educational attainment because they have not finished school

We were also interested to know the amount of personal support
women had within the community. We cambined responses to Qquestions
dealing wich help that they have in specific matters to construct a
measute of the strength of their support network. We were also
interested to know whether this support came from family members or
from people outside the family. These measures, while not
statistically significant, indicate that women In the lower Monthly
Houszhold Income categories report lower amounts of support, and the
amount of support steadily increases until the highest Monthly
Household Income category where people report having a decline in the
occasions in which they turn to other people for heip.

There 1s a clear pattern to the nature of support. All our
respondents indicated a heavy rellance on family members for help and
support., But 86 percent of the women in our lowest Month:ly Household

Income categery reported exclusive reliance on family members
compared to 50 to 61 percent of the women in the other Monthly

Household Income categories.
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The pattern of these associations indicates that our Intermediate
Measures of Resources are related to Monthly Household Income and/or
Education in an important way. Our Intermediate Measures of Resources
seem to be proxies for a combilnation of Monthly Household Income and
Education. The relationships of our Intermediate Measures of Resources
and our Soclo-Econamic Measures suggest factors related to poverty,
exclusive of age and race, with which to comgare maternal Lehavior,
pregnancy outcomes and child care. Table 16 indiczies the set of
relations among - the Socio~Economic Measures and our Intermediate
Measures of Resources.,

Table 16

X2 CORRELATIONS OF SOCIO-ECONOMIC MEASURES AND INTERMEDIATE
MEASURES - RESOURCES

Monthly Education Smoking Racial
Household Minority
Income
(N=335) (N=338) (N=341) (N=341)
Econaomic —XXX —XX —X (ns)
Stress
(N=331)
Insufficient
Funds to Pay —xxx —y - (ns)
Bills
(N=338)
Insufficient
Food —XXX —XX —X ns
(N=342)
Support Network (y) (ns) —ns ns
(N=228)
Family as
Support Network —y ~nS —ns ns
(N=108)
Nonemployment '
Income Sources  —XXX —Y XXX (ns)
(N=335)
Female Headed
Household —XXX (xx) ns XXX
(N=330) '
xxx=p-value ,001 xx=p-value ,01 zx=p-value .05 y=p about .10 or less
ns=nc significance —=negative variance ( )=indeterminate variance
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The question of importance is: Are our Intermediate Measures of
Resources and our other Intermediate Measures associated with the
Outcome Measures of our survey? If they are and if it is clear how
they are related, this information would suggest appropriate means and
targets of Intervention. Table 17, which relates the results of the
cross tabulations of the Intermediate Measures of Resources, indicates
that Economle Stress, which was strongly assoclated wlth both
Education and Monthly Household Income, is more strongly assoclated
with Low Birth Welght than either Monthly Household Income or
Education were. Likewlse, Econamic Stress is more strongly associated
with Prenatal Care and Nunber of Prenatal Care Visits than were either
income or education. These measures of prenatal care were also
directly associated with Support Network in a significant manner.

Economic Stress 1is not as strongly associated with Preventive-
Child Health Care as was Monthly Household Income and Education
although another Intermediate Measure of Resources is consistently and
strongly related to Preventive Child Health. Care. Szaventy-eight
percent of the children in our survey reported not to have had shots
were 1in households with one or more Nonemployment Income Sources which
comprise 48 percent of our sample. All elght children without a visit
to the physiclan in the first six weeks of life were reported In the
same two categories of 1ncome sources. When combined, these measures
indicated that 91 percent of the children in households with only
employment sources of income scored the highest on the Preventive
Child Health Care item. Sixty-eight percent of the children 1in
households with one source of nonemployment income scored highest on
the Préventive Child Health Care item and 69 percent of the children
in households with two nonemployment sources of income scored highest
on that measure.

This clear assoclation of a decline in Preventive Child Health
Care with iIncreased Nonemployment Income Sources corroborates our
findings at the commmnity level. Communities 5 and 6 had consistently

high scores on both measures. This strongly suggests that the
decline in household income and medical benefits brought about by
unemployment has a consequence of less well child care.

Preventive Child Health Care and its camponent measures are also
related to owr measure of Female Headed Households. Sixty-eight
percent of the children in Female Headed Households had the highest
score of Preventive Child Health Care compared to 84 percent of the
children in other households.

. Other Outcome Measures are less strongly related to the
Intermediate Measures of Resources but are of some lmportance. Birth
Control Use, for example, was reported in smaller percentages by
wanen who reported one or two on Nonemployment Income Sources and
residing in Female Headed Households. Likewlse, the percentage of
wanen who reported using birth control increased from 53 percent in
the least amount of Support Network to 79 percent in the category of
highest Support Network. Likewise, women who reported that their
last pregnancy was not plamned reported more reliance on family
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members for support, more Nonemployment Income Sources and greater
frequency of living in a household with a female head. Age, that 1s
the youth of a woman, may be the factor underlying these associations.

Breast Feeding was associated in a statistically significant
manner with responses related to Insufficient Food, Nonemployment
Sources of Income and Female Headed Households., Breast Feeding
reports declined among women responding that there 1s Insufficient
food for the household at times as well as among women indicating one
or more scurnes of nonemployment income. Women who responded that
they or others were the heads of households also breast fed 1in
a statisuvis... .. significant smaller percentage than other women.

The reports on Support Networks are related to reports on
Prenatal Care and Number of Prenatal Care Visits in a similar manner.

As the degree of Support Network Iincreases so does the rate of
response of having prenatal care or larger numbers of visits until

the category of highest Support Network 1n which the reported
percentages on these other measures decline.,

Table 17
X2 CORRELATIONS OF QUTCOME MEASURES AND INTERMEDIATE MEASURES -~ RESOURCES

Birth Latest . Prenatal # of Prenatal Negative
Control Pregnancy Care Care Visits Pregnancy

Use Planned Qutcome
(N=214)  (N=347) (N=257) (N=251) (N=245)
Economic
Stress —ns ~~NS e -—XX y
(N=331)
Insufficlent
funds tc pay —ns -y —ns —ns ns
bills
(N=338)
Insufficient
food —y -—ns XX —XXX ns
(N=342)
Support
Network y ns XX X (ns)
(N=228)
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Table 17 (cont.)
X2 CORRELATIONS OF OUTCOME MEASURES AND INTERMEDIATE MEASURES - RESOURCES

Birth Latest Prenatal # of Prenatal Negative
Control Pregnancy Care Care Visits Pregnancy

Use Planned Outcome
(N=214)  (N=347) (N=257) (N=251) (N=245)
Family as
Support Network —ns —=x ~nS —~1S ns
(N=108)
Nonemployment
Income —y —X ns —y ns
Sources
(N=335)
Female
Headed ~y —XXX ns —y ns
Household
(N=350)

xxx=p~value .00l zx=p~value .01 x=p-value .05 y=p about .10 or less
ns=no significance ~=negative variance ( )=indeterminate variance

" Table 17 (cont.)

OUTCOME MFASURES AND INTERMEDIATE MEASURES - RESOURCES

Breast Preventive Child Exam in
Feeding  Child Health  Has First 6
Care Shots Weeks
(N=240) (21=184) (N=185) (N=250)
Economic
Stress -1S _—y —X —X
(N=331)
Insufficient
funds to pay ~ns —_y ~=X —y
bills
(N=338)
Inisufficient
food —XX ~ns —nSs (ns)
(N=342)
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Table 17 (cont.)
QUTCOME MEASURES AND INTERMEDIATE MEASURES - RESOURCES

Breast Preventive Child Exam 1ir,
Feeding Child Health  Has First 6
Care Shots Weeks
(N=240) (N=184) (N=185) (N=250)
Support
Network (ns) —y (ns) (ns)
(N=228)
Family as .
Support Network ~—X —ns —ns —qS
(N=108)
Nonemployment
Income —y —XXX —XXX —XX
Sources
(N=335)
Female
Headed —X —X —X —nS
Household
(N=350)

xxx=p-value .001 xx=p-value .01 x=p-value .05 y=p about .10 or less
ns=no significance —=negative variance ( )=indeterminate variance

Intermediate Measures - Information

The associations between our Socio~Economic Measures and our
Intermediate Measures of Information differ from the assoclatlons
between Socio-Economic Measures and Intermediate Measures of Income.
Whereas Monthly Household Income, Educaticn and Smoking had strong and
consistent associations with our Intermediate Measures of Income, Age
and Race have the strongest and most consistent assoclations with our
Intermediate Measures of Information.

Race 1is strongly related to three Intermediate Measures of
Information. White respondents indicated a better opinion of breast
milk, more Knowledge of Prenatal Conditions and more Knowledge of
Serious Prenatal Conditions than black women.

Age 1is another Socio-Economic Measure consistently related to our
Intermediate Measures of Information. Older wamen in our survey
indicated knowledge of birth control with far greater frequency than
younger women. The older wamen in our survey also differed from the
younger women in terms of birth control methods used. Older women
indicated higher frequencies of sterilization while the pill was
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reported as the birth control method used far more frequently by
younger women. Age was also associated with Knowledge of Prenatal
Conditions and Serious Prenatal Conditions in a significant manner.

Women 1n the older Age categories had more knowledge of both sets of
conditions,

Monthly Household Income 1s related to Sources of Information
which, 1ike our Nature of Support Network measure, indicates whether
information on birth control, child care, and child feeding comes
primarily from within the famlly or outside the family. The lower the
Monthly Household Income category the more the women depended upon
information from within the family. This pattern of dependence on the
family for information 1s similar to the pattern of dependence on the
family for support. The assoclation of low Monthly Household Income
and a low opinion of breast milk is not statistically significant but
is clearly in the direction of women in low income households holding
a lower opinion of breast milk. Likewlse, women in households with
low monthly incomes reported less knowledge of serious prenatal
conditions than women in households with more income.

Education was similarly related toonly a few of the
Intermediate Measures of Information. Women with lower educational
attainment indicated less Knowledge of Birth Control than women with
higher educational attalmment. Likewlse, women with lower educational
attainment indicated less Knowledge of Prenatal Conditions than wcmen
with more education in a statistically significant manner. The
relationship between Education and the Knowledge of Serious Prenatal
Conditlons was moderate in the direction of more education and more
knowledge although 1t did not achleve statistical significance.

Women with higher educational attainment held a better opinion of
breast milk than formula but not in a statistically significant
manner. This 1is probably because black women who have high school
education and above reported low opinions of breast milk 1n
statistically significant proportions.

Table 18 reports the cross tabulation cresults of our
Socio-Economic Measures and Intermedlate: Measures of Information.
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Table 18

X2 CORRELATIONS OF SOCIO~ECONOMIC MEASURES AND INTERMEDIATE
MEASURES — INFORMATION

Monthly Education Age Racial

Household Minority
Income

(N=335) (N=338) (N=345) (N=341)

Birth

Control ns X : y ns
Knowledge

(N=348)

Birth _

Control . ns (ns) (xx) (ns)
Method

(N=155)

Family as Source .
Of Information —X ~-—nNS —-—X ns

(N=97)

Good Opinion
of Breast Milk y ns -~-NS —XXX
(N=251)

Knowledge of -

Prenatal ns B < XX —XXX
Conditions

(N=34Y4)

Knowledge of

Serlous y ns XX —XX
Prenatal

Conditions

(N=349)

xxx=p-value .001 xx=p-value .01 x=p-value .05 y=p about .10 or less
ns=no slgnificance —=negative varlance (  )=indeterminate variance

The associations among the Outcome Measures and our Intermediaté

Measures of Information are not consistent as we would expect. Many
of the measures are not conceptually related., For example, we would
not expect Birth Control Knowledge to be directly linked to pregnancy
outcomes or Preventive Child Health Care. However, even those
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measures which have conceptual 1links such as Negative Pregnancy
Outcome and Knowledge of Prenatal Conditions or Knowledge of Serious
Prenatal Conditions submeasures do not appear to be rpelated as we
might expect,

Birth Control Use was significantly related to both Birth Control
Knowledge and Birth Control Methods. ‘The pattern of responses to
these questions indicates problems of interpretation in administering
the questionnaire and perhaps an incomplete level of family planning
among same of the wamen surveyed and the lack of rigor in birth
control practice in same instances. Two women, for example, reported
no knowledge of birth control but reported using 1it. Recall, also,
that we found no correlation between Birth Control Use and Latest
Pregnancy Planned. In other words, women responding that they
practice birth control may not always do so in such a fashion to
prevent an unwanted pregnancy. Likewlse, some women may have reported
knowledge of birth control who have none or inadequate knowledge to
permit effective birth control practice, On the other hand, anecdotal
information indicates that males object to same forms of birth control
devices or to brith control. We did not ask questions about the
attltudes or male sex partners which may have a great bearing on a
waman's practice of birth control regardless of her knowledge.

Preventive Child Health Care and its camponent measures are
related to both Knowledge of Prenatal Conditions and Knowledge of
Serious Prenatal Conditions. However, there i1s no implication of
causality in this association which most likely indicates a more
general level of education and information, Our measure of Education
is directly and significantly related to Knowledge of Prenatal
Conditions and Preventive Child Health Care.

i~ '~t Feeding is related to several Intermediate Measures of
Informa~  on., Women who reported greater reliance on family members
for iLiiformation 1in general and information on child feeding in
particular reported smaller percentages of women breast feeding their
youngest child than women who reported more diversity in information
sources. The opinion that breast milk is better than formula was
strongly assoclated with women who reported breast feeding.

In general, wonien who reported greater rellance on family members
for information reported lower scores on desired outcomes including
not only Breast Feeding but Birth Control Use and Iatest Pregnancy
Planned.

Table 19 reports the cross tabulations of Outcome Measures and
Intermediate Measures of Information.
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Table 19

X2 CORRELATIONS OF OUTCOME MEASURES AND INTERMEDIATE MEASURES — INFORMATION

Birth Latest Prenatal Breast Preventive Child Visit in
Control Pregn- Care Feeding Child Health Has First 6
Use ancy Care Shots Weeks

Planned
(N=214) (N=347) (N=257) (N=240) (N=184) (N=185) (N=250)

Birth )
Control XX X ns ns ns ns (ns)
Knowledge

(N=348)

Family as

Information —nS —nS ~~1S - ~—X —X (ns)
Source

(N=97)

Good Opinion .

of Breast na na ns XXX (ns) ns (ns)
Milk

(N=251)

Knowledge of ns ns XXX ns ns ns ns
Prenatal Conditions
(N=344)

Kniowledge of ns ns XX ns ns ns ns
Serious

Prenatal Conditions

(N=349)

xxx=p-value .,001 xx=p-value .0l x=p-value .05 y=p about .10 or less
ns=no significance —=negative variance ( )=indeterminate variance

Intermediate Measures -~ Access

A third subset of Ilntermediate measures deals wlth access to
health care. These measures, like our Intermediate Measures of
Resources, show direct and strong relationships with the
Socio-Economic Measures of Monthly Household Income and Education.
The avallability of transportation was significantly related to
Monthly Household Income and Education in a direct manner, for
example, Income and Education were also related to the average wait
to see the chlld's health provider with women with low Monthly
Household Income and less Education reporting longer wailts.

Monthly Household Income and Education were also both related to
the Form of Payment for Prenatal Health Care reported by the women In
our surveye. The pattern of DMonthly Household Income and form of
payment is as expected with women with higher Monthly Household
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Incomes reporting more rellance on private payment and/or insurance
and women with less Monthly Household Income relying more on Medicaid
or free care, However, it 18 important to note that 27 of the 114
pregnant women in our swrvey who were at or below our proxy for the
federal poverty income level, $750 a month, reported paying privately
or not paying at all for their prenatal health care. -

These responses are consistent wlith the Medicald gap. That is,
women in the very lowest Monthly Household Income categories reported
Medicald coverage for prenatal health care and/or free care, and women
in categorles closer but still below the federal guldelines of
poverty lndicated more private payment or the inabllity to pay for
prenatal care, This pattern is caused by the financial guidelines for
eligibility for Medicald programs which are established at the state
level., In general, these financlal guldelines are far lower than
federal poverty income levels as noted earlier. Tennessee's
eligibility criterion was $300 a month at the time of the survey, West
Virgnina's $332 and Kentucky's $235. Women in households with
incames atove these levels have difficulty 1n acquiring Medlcaild
coverage. Even wamen in the low Monthly Household Income categories
have problems in acquiring Medicaid coverage if thelr husbands are
present in the hane. Only 17 of the 27 pregnant women in our very
lowest Monthly Household Income category of $250 per month reported
using Medicald to pay for prenatal care.

This Medicald gap extends to other forms of health care in
addition to prenatal care. This gap 1s evident when we compare
Monthly Household Income with Medicaid or Other Insurance. One
hundred and twenty of the 329 respondents to these questions indicated
that their households are at or below $750 a month income but they
also report neither Medicaid nor other health insurance. Similarly,
examining the respondents who indicated that they have Medicaid or
insurance we find that the percentage of respondents with Medicaid or
insurance 1s higher in the lowest and highest Monthly Household Income
categories than in the middle two. This once again indicates that
people below the federal poverty guldeline butv above the stringent
state financial criteria for eligibility for Medicaid fall Into a gap
in health care coverages. In addition, this gap extends to the very
poor., Thirty-two of the 94 women in the very lowest Monthly Household
Income category, $250 or less per month, reported no Medicaid or Other
Insurance.

The association of the measures of Education and Form of Payment
for Prenatal Health Care follows a similar pattern to the Monthly
Househcld Income measure. Women with lower reported educational
attainment reported relying more on free prenatal care or Medicaild.
On the other hand, 9 of the 18 women reporting free prenatal care had
high school education or above. A combination of responses on these
two tables suggests that women in lower income households with higher
educational attainment are better able to avall themselves of programs

for the reilmbursement or provision for prenatal care than womén with
less education,
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The assoclations between Age and Intermediate Measures of Access
are probably explalned by the associations between Age and both
Monthly Household Income and Education which we have already
discussed, younger women report lower Monthly Household Incomes. The
relationships are in the same direction, that is, younger women have
less transportation available as do low income women. Younger women
alsc report a pattern of payment for prenatal health care similiar to
triee in low income households and with lower educational attainment.
Age 1s also assoclated with driving distance to the hospital delivery.
The only apparent explanatory significance of this is the anecdotal
evidence that we have of the lack of mobility of low income women.
As financial resources Increase, obviously with age, women move to
houses which are better in terms of access in general and proximity to
family members in particular.

Race is statistically significant with only one measure of access
and that is Medicald or Other Insurance. Blacks report more Medicaid
eligibility and/or insurance coverage than whites. This was true for
the reports on the payment for prenatal care among blacks and whites
as well. Part of the explanation of this association is the higher
percentage of Female Headed Household among the black wamen. That is
to say, low income, female headed households are more likely to be

eligibile for Medicaid than other houiseholds.

Table 20 reports the cross tabulation findings of our
Socio-Economic Measures and our Intermediate Measures of Access.
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Table 20

X2 CORRELATIONS OF SOCIO-ECONOMIC MEASURES AND

LATE = ACCESS '
Monthly Education Age Racial
Household Minority

Incame
(N=335) (N=338) (N=345) (N=341)

Transportation XXX XX X ~—nNS
(N=251)

Driving
Distance (ns) —X —X (ns)

Average Wait
To See Child's —~—x —XX —nS L)
Health Provider
(N=246)

Satisfaction
With Child's y ns (ns) (ns)
Health Care
(N=242)

Form of Payment

for Prenatal = —xxx ~—XXX —XX (y)

Health Care .

(N=1183
Medicaid or

Other Insurance (xx) ns (ns) X

(N=244)
xxx=p~value .00l xx=p~value .01 x=p-value .05 y=p about .10 or less
ns=no significance ~—=negative variance ( )=indeterminate variance

Despite the strong and consistent relationships among the
Socio-Economic Measures and the Intermediate Measures of Access, only
one Outcome Measure, Preventive Child Health Care, 1s related to any
of the Tntermediate Measures of Access. There 1s a clear
relaviol.snin between Transportation and Preventive Child Health Care.
The availal.llty of transportation is strongly and directly associated
with higher scores on the Preventive Child Health Care item. This in
turn is Influenced by the strength of the rsiation between avallable
transportation and reports that children have had thelr shots.
Eighty-seven percent of the children of women reporting available
transportation reported their children nad shots, while only 60
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percent of women reporting no available transportation reported their
children had shots.

It is notable that several Intermediate Measures of Access did
not correlate with Cutcome Measures. For example, women with Medlcaid
or other forms of reimbursement for health care costs did not differ
slgnificantly from those without them on measures of Negative

. Pregnancy Outcomes and Preventive Child Health Care. Likewlse, women
reported no significant difference 1in Preventive Child Health Care
despite differences among them in thelr average walt to see the
child's health prcvider and their level of satisfaction with the care
their child recelved.

Table 21 reports on the cross tablulations of our Outcome
Measures and the Intermediate Measure of Access.

Table 21

X2 CORRELATIONS OF QUTCOME MEASURES AND INTERMEDIATE MEASURES -
ACCESS

Preventive Child Visit in
Child Health Has First 6
Care Shots Weeks
(N=184) (N=185) (N=250)
ACCESS

Transportation XXX XXX (ns)
(N=251)

xxx=p-value .001 xx=p-value .01 X=p~value .05 y=p about .10 or less
ns=no significance —=negative variance ( )=indeterminate varilance

Our Intermediate Measures of Resources, Information and Access
offer us pathways to examine how Socio-Econcmic Measures, especially
Monthly Household Income, Education and Age, impact on family
plamning, prenatal care, pregnancy outcomes, breast feeding and the
provision of health care for children. We have examined these
pathways by analyzing the relationship of ocur Intermediate Measures
with both our Socio-Economic Measures and our Outcome Measures.
However, our Int:crmediate Measures themselves may be Interrelated in
a manner which may offer additional insights Into means with which to
improve our Outcome Measures.

Intermediate Mmasures Compared

OQur Intermediate Measures of Reciouwsces have  several
interielationships. For example, the associlations we found between
Female Headed Households and problem Outcome Measures are explained,
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at least in part, by the strong assoclation between Female Headed
Households and our measures of Economic Stress and Nonemployment
Income Sources all of which are also related to problem Outcome
Measures., Economic Stress and Nonemployment Income Sources are
significently and directly assoclated with each other and with other
Intermec’atie M2asures of Rescurces. These associations suggest that
Econamic Stress 1s related not only to dependence on nonemployment
income sources but support networks limited primarily to famlly
members., The interrelationships of Intermediate Measures of Resources
are given in Table 22,

Table 22

X2 CORRELATIONS OF INTERMEDIATE MEASURES ~ RFSOURCES

Economic Support Family as Nonemployment Female
Stress Network  Support Income Headed

Network Sources Household
(N=331) (N=228) (N=108) (N=335) (N=5.0)

Econaomic ¥ (ns) y XX XX
Stress
(N=331)

Insufficient =xx ns y XXX XX
funds to pay

bills

(N=338)

Insufficient
funds for

food XXX ns ns ns ns
(N=342)

Support

Network y * (ns) ns ns
(N=228)

Family as
Support y (ns) ¥ XX ns

Network
(N=108)
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Table 22 (cont.)

X2 CORRELATIONS OF INTERMEDIATE MEASURES - RESOURCES

Economic Support Family as Nonemployment Female

Stress Network  Support Income Headed
Network Sources Household
(N=331) (N=228) (N=108) (N=335) (N=350)
Nonemployment
Income XX y XX ¥ XXX
Sources
(N=335)
Female
Headed XX ns ns XXX ¥
Household
{N=350)

xxx=p~value .001 zx=p~value .01 x=p-value .05 y=p about .10 or less
ns=no significance --=negative variance ( )=indeterminate variance

An examlnation of the relationships of our Intermedlate Measures
of Resources and Informatlon indicates that Nonemployment Income
Sources 1s most consistently associated with the Intermedlate Measures
of Information. It 15 clear that women reporting one or more sources
of nonemployment income report higher reliance on family members for
information than other women and have lower scores on Knowledge of
Prenatal Conditions and Knowledge of Serious Prenatal Conditions. As
might be expected, women who indicated dependence on family membters
for information also reported dependence on family vwembers for a
support network in a statistically significant mamner. Other
relations of these measures are equally clear. Women in Female Headed
Households reported a lower opinion of breast milk compared to formula
than women 1in other households. Women reporting higher levels of
Economic Stress also reported larger percentages of no Knowledge of
Birth Control and greater dependence on family members for this
information. This increased reliance on family members at higher
levels of Econamic Stress 1s consistent with our other findings but it
is obviously not an unambiguous relation. Women reporting the least
Economic Stress also reported the highest dependence on famlly members
for information on birth control, for example.

Tre measures of the cross tabulations of the Intermediate
Measures of Resources and Information are given in Table 23, and
component tables are appended.
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Table 23
CORRELATIONS OF INTERMEDIATE MEASURES -~ RESOURCES AND INFORMATION

Economic Support Family as Nonemployment Female

Stress Netviork  Support Income Headed
Network Sources Household

(N=331) (N=228) (N=108) (N=335) (N=350)

INFORMATION

Birth
Contr

Knowl
(N=34

Famil

ol —X XX ns —X (ns)

g?ge

y as

Information (ns) (ns) XXX X ns

Sourc
(N=97

Good
of Br
Milk

e

)

Opinion
east —~nSs (ns) (ns) —ns —XX

(N=251)
Knowledge of

Prena
Condi
(N=34

Knowl

tal —ns (ns) ~—ns XX ~—DNS
tions :
)

edge of

Serious —ns (ns) ~—ns y ~1NS

Prena
Condi

(N=34

tal
tions

9)

xxx=p~value .001 xx=p-value .01 x=p-value .05 y=p about .10 or less
na=uo significance ~—=negative variance ( )=indeterminate variance

Economic Stress 1s related to a number of Intermediate Measures
of Access. For example, the lack of avallable transportation and high
degrees of reported Economic Stress are related. Higher degrees of
Economlic Stress were also related positively to Walting Periods to See
the Child's Health Provider and negatively to Medicald or Otner
Insurance. The reports on Support Networks are related directly to
reports on Medicald or Other Insurance. As the degree of Support
Network increases so does the rate of response of having reimbursement
or Medicald until the category of highest Support Network in which the
reported percentages decline.

Women who reported the greatest reliance on the family had higher
percentages of lack of transportation except for two women who
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reported the least rellance oen family for support and no available
transportation. On the other hand, those women who reported sources
of nonemployment income also reported higher rates of no avallable
transportation and higher rates of Medicai.! c¢overage and free prenatal
care, .

Table 24 d1ndicates the measurez of the cross tabulations of
Intermediate Measures of Resources and Access,

Table 24

X2 CORRELATIONS OF INTERMEDIATE MEASURES - RESOURCES AND ACCESS

Economic Support Famlly as Nonemployment Female
Stress Networks Support Income Headed
Network Sources Household
(N=331) (N=228) (N=108) (N=335) (N=350)
ANCESS

Transpurtation ——xxx ~=1S —XXX ~—XXX —XXX
(N=251)

Average Walt

To See Child's —~xxx (ns) ns ns y
Health Provider

(N=246)

Satisfaction —ns ns XX (ns) (ns)
With Child's '

Health Care

(N=242)

Form of

Payment for —0S (ns) (x) X XX
Prenatal

Health Care

(N=118)

Medicaid or

Other Insur- ~—x (y) —ns ns XXX
ance

(N=24l)

xxx=p-value ,001 xx=p-value .0l x=p-value .05 y=p about .10 or less
ns=no significance —~—=negative variance ( )=indeterminate variance

The relationships among the Intermediate Measures of Information
are largely due to some measures bein% components of other measures.
There are some statlistically significant relations such as those
between women reporting no Birth Control Knowledge and low scores on
Knowledge of Prenatal Conditions and Knowledge of Serious Prenatal
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Conditlons, Age ard Education are likely intervening factors in these
associations., The responses on Opinion of Breast Milk corresponded
wlth Source of Information. Women with a low opinion of breast
feeding compared with formula derived their information, and their
information on child feeding specifically, from within the family.
Wamen with a low opinion of breast milk also scored low on Knowledge
of Prenatal Conditions.

Table 25 relates the cross tabulations measures of the
Intermediate Measures of Information,

Table 25

Family as Good Opinion Knowledge Knowledge
Infcrmation of Breast of -enatal of Serious
Source Milk Col.uitions Prenatal

' Conditions

(N=97) (N=251) (N=34%) (N=349)

INFORMATION

Birth

Control ~NS ~—NS XX XX
Knowledge :

(N=348)

Family as

Information ¥ -_—X ~—ns ~nS
Source

(N=97)

Good

Opinion

of Breast ~—X # XXX ns

Milk

(N=251)

Knowledge of

Prenatal ~—nNS XXX ¥ XXX
Conditions

(N=344)
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Table 25 (cont.)

X2 CORRELATIONS OF INTERMEDIATE MEASURES ~ INFORMATION

Family as Good Opinion Knowledge Knowledge
Information of Breast of Prenatal of Serious

Source Milk Conditions Prenatal
Conditions
(N=97) (N=251) (N=344) (N=349)
INFORMATICN
Knowledge of
Serious ~—ns ns XXX *
Prenatal
Conditions
(N=349)

xxx=p-value ,001 xx=p-value ,01 =x=p~value .05 y=p about .10 or less
ns=no signifilcance —=negatlve variance (  )=indeterminate varilance

None of the Intermediate Measures of Information and Access have
a significant correlation,

The last set of measures we examined was the interrelationship
of the Intermediate Measures of Access, Few of the
interrelationships were significant, and many are not conceptually
linked. The avallablity of transportation was related to higher
satisfaction with the child's health care provider and shorter waits
to see the provider,

Table 26
X2 COBRELATIONS OF INTERMEDIATE MEASURES -~ ACCESS

Wait to Satisfaction
See Child's With

Health Child's

Provider Health Care

ACCESS

Transportation -y y

Xxx=p--value .001 xx=p-value .0l x=p-value .05 =p about .10 or less

ns=no significance —=negative varlance ( )=indeterminate variance
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SECTION 6 ~ DISCUSSION

The women we surveyed are very poor._  Seventy-three percent
reporte¢ monthly household incomes’ of less than $750 = which
approximates the federal poverty income level. Roughly half of the
wamen qualify by their incame for state programs of Aid to Families

with Dependent Children and 29 percent of them have incomes of $250 a
month or less. This 1s an amount equal to levels of AFDC support.

Their poverty places them at higher risk for problem pregnancies and
negative pregnancy outcomes.

The wamen whom we interviewed were chosen because they live in
areas which the Maternal and Infant Health Outreach Worker Program
serves and they represent, in part, the women whom the MIHOW Program
will serve in hopes of promoting improved pregnancy outcomes. The
wen nocame from six rural areas in Tennessee, West Virginia and
Kentucky. Two of the communities are in rural, farming areas of the
mid-South and four of them are rural, nonfarming, coalmining areas in
the Appalachian region.

The purpose of our survey was to establish the level of problems
and practices and to permit us a measure by which we could tell if our
intervention was effective, We developed measures on family planning,
prenatal care, negative pregnancy outcomes, breast feeding and
preventive child health care. When compared with women nationally,
the women of our survey reported less family plamning, less prenatal
care, more negative pregnancy outcames and less breast feeding.

In addition to establishing measures on the extent of problems
and practices, we were Interested in establishing and assessing other
measures which might indicate how low incomes Lnpact on mateyrnal and
chlld health and practices. Such measures would provide direction for
effective Interventions to Improve maternal and child health and
practices. - Late prenatal care was the only problem outcome for which
we found no significant assoclation with other measures we used.

Socio-~Economic Measures

Education 1s the foeci around which other socio-economic
characteristics cluster more so than income. Income increased and
smoking decreased significantly with higher levels of educational
attainment. Education was also significantly related to Age as one

would expect because very young women are still completing thelr
education and thus reported lower educationzl attainment.

We did find that lower incomes, even among low income women,
were related to less plarmned pregnancies, less prenatal care, less
breast feeding and less preventive child health care. We did not find
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that lower incomes were related to more Negative Pregnancy Outcomes

which suggests a threshold of poverty's influence on these outcomes
below which other factors become increasingly important,

The only Socio-Economic Measure that we used that.did have a
slgnificant and direct assoclatlon with Negative Pregnancy Outcomes
was Racial Minority. Despite the fact that the black women of our
survey had higher levels of education, lower rates of smoking and no
difference in thelr income levels when compared with the white women
of our survey, they had significantly more negative pregnancy
outcomes, especlally stillbirths and low weight births, This
contradicts the expected direction of the assoclation of our
Socio~Economic Measures and Negative Pregnancy Outcomes. Of course,
this may be due to sampling error or a lack of other appropriate or
more sensitive measures of soclo-economlic characteristics. The -
significant finding that black wamen report less breast feeding 1s
more certainly due to class and culture than physiology and hence more
susceptible to an intervention of information and education.

Age and Education were related to some Outcome Measures. In some
cases these correlations were stronger than the comparable
correlations with incaome. For example, the age of a woman more than
her income correlated with more planned pregnancies. Educatlon more
than income correlated with Preventive Child Health Care. More
education and more age correlated with more plamned pregnancies, more
breast feeding and more preventive child health care. This suggests
that among the low income women we surveyed youth and less education
promote greater vulnerablity for negative outcomes.

Soclo-Economic Correlates of Intermediate Measures

We examined other information which the women we surveyed
provided us to acquire a more complete plcture of the resources,
information and forms of access to health care which might
differentiate low income women. We hoped that thls more complete
plcutre might suggest specific impacts of poverty o maternal and
infant health and behavior.

Our Intermediate Measures of Resources and Access differentiate
among low income women primarily because of their direct relation to
measures of income and education. Our Intermedlate Measures of
Information were less assoclated with income and education than with
the age and race of the waren we interviered. The younger women in
our survey reported less knculedge about birth control and along with
the black women of our survey reported less knowledge about prenatal
conditions than the older or white wamen in our survey. Younger
women, like those with less income, reported more reliance on family
members for information.

Thls reliance on the family for information 1s similar o the
reliance on the family for support among the same women., This pattern
1s dmportant given the emphasls same place on support networks for
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health and breast feeding practice (Cobb; Alden). Women with high and
low incomes reported less support than women in the two middle income
categories. But the nature of the support differed. Women with the
least Income relled more exclusively on family members for support and
for information than women with more income. This cluster of income,
support and the nature of support explains the direct association we
reported between Economlc Stress and higher 1levels of Family as
Support Network. In other words, although the family is the primary
support of the very poor 1t does not function to provide additional
and needed resources. Women with the lowest incomes among the poor,
at least 1n our sample, either have lower levels of support or support
from within a relatively material resourceless family.

Other Intermediate Measures which we used also dirferentiated
among low incame women. For example, we found that the lowest income
vwcmen and the highest income women reported more Medicaid or other
forms of reimbursement and third party payment for prenatal care and
child health care. The middle two categories had significantly 1less
coverage for these expenses. The women with lowest .incomes also
reported more Nonemployment Income Sources and Economic Stress., The
latter two measures were strongly and dlrectly related to each other.
This suggests that whlle there is categorical assistance in health for
the very poor, forms of income assistance are 1nadequate, in the
experience of the women who recelve them. This is very apparent in
the experience of wamen in Female Headed Household who report mope

Nonemployment Income Sources, more Medicald and other forms of third
party payment for health care but more Economic Stress.

Transportation also differentiates among poor women and children.,
Women without Transportation reported significantly higher levels of
dependence on family members for support and higher levels of Economic
Stress. Women in female headed households and with nonamployment
income sources reported a greater lack of transportation than other
wamesl.

These latter two measures, Female Headed Households and
Nonemployment Income Sources, were strongly and directly assoclated
with each other and both were associated with Economic Stress as we
have seen. These associations probably reflect our preference to
provide public assistance only in extentuating circumstances, a female
headed household, and, even in those circumstances, to provide as
little as possible and too 1little to assure transportation for rural
women.

Outcome Correlates of Intermediate Measures

Not only do these measures diffzrentiate among low imcaome women,
they also suggest how poverty impacts on the outcomes of our program.
Economic Stress, for example, the report of insufficient funds to pay
bills or rrovide food at al1 times, is directly and significantly
related to our measure, Negative Pregnancy Outcome. Economic Stress
correiated strongly with Monthly Household Income, Education,
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Smoking, Nonemployment Income Sources, Female Headed Houssholds,
Transportation and a lack of Medicald coverage. These relacions

suggest the gordian knot which impacts on negative pregnancy outcomes
among the poor. .

In addition to our Economic Stress measure there are other
income~related measures more strougzly umoclated with Outcome Measurss
than income itself'. For example, tirt s.urpe of income, as indiczted
by Nonemployment Income Sources had -a strong:r auscelation with
Preventive Child Health Care than income. Women reporting household
incomes from employment had higher rates of Preventive Child Health
Care than those who did not. Oy another example, women in Female
Headed Households reported a far greater proportion of uriplanned
pregnanclies than women who were not and this association was much
stronger than that of income and unplanned pregnancy.

One inference of the association of these income-related
measures, our Intermediate Measures of Resources, 1is that the
resources a woman can call upon are important to the outcomes we
measured. This brings us to consider the support networks of the
wamen we surveyed. Wamen reporting more support and diverse sources
of support reported more prenatal care and slightly more Birth Control
Use, Breast Feeding ard Preventive Child Health Care.

Transportation had a significant and direct association with
Preventive Child Health Care. Transportation seemed less of a problem
in acquiring prenatal care or in terms of the number of prenatal care
visits even those these latter measures were associated with later
child health care practices. Transportation was strongly linked to
other Intermediate Measures of Resources and again offers a perception
of the interrelationship of characterics of the low income women of
our survey which impacts on maternal and infant health.

New Resources for Improved QOutcomes

These pattern of all these associations suggests that low income
wanen could use additional resources. This of course is the
conclusion which the women surveyed offered us when we asked them to
name the problems facing the cammunity. Time and again more more
income and employment were the answers. Information they provided us
on the survey suggests that AFDC payments might be Iincreased and
eligibilty requirements changed to incorporate children in two parent
families with incomes which are higher though still below poverty
levels In order to provide would additional resources., Likewise,
liberallzed Medicaid eligibilty criteria permitting children in very
low income, two parent families to be enrolled seems to be a needed
additional resource for the poor. These changes would mitigate the

scandalously high rates of children in poverty incorie families without
income or Medicaid assistance., ‘They are more needed now in light of
the reported increases of children in poverty income families and the
Increased nrumber of children in female headed, one parent families.
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A hame visitor program is best designed in light of the need of
low income women for additional resources., The most important
function of such a program would be to increase the support system of
low income woman and extend thelr support beyond the family with
direct implications for some of our Outcome Measures such as family
planning, prenatal care and breast feeding and indirect implications
for other Outcome Measures. The specific function of the hame visitor
as resource would be to provide information and to advocate for new
servi.:08 or to create more access to existing services with and for
low irw:pme weimen.

A hiome visitor interventlon is between a rock and a hard place in
several Instances. It offers assistance to women with too few
resources without increasing the number of resources and only: at best
increasing access to exlsting resources. It provides newWw and needed"
support which may conflict with existing forms of support within the
family, especially in terms of information on birth control and child
care. A hame visitor intervention nust be mindfuv. of its limits and
of existing support networks and especially the role of the family in
providing information and support to women.

A home wvisltor program 1s a serious intervention in the
traditional patterns of support and information regarding some of the
most private and personal decisions in a woman's life including birth
control use, breast feeding, and child care. The family plays an
increased role in providing support to women who reported Economic
Stress and Nonemployment Income Sources, these are the very wamen who
reported the highest rates of negative outcomes. Consequently, an
intervention to promote breast feeding, for example, must relate to
the fact that women who do not breast feed are more likely to depend
on their family for thelr information than other resources. This 1is
probably the strongest argument for training 1local women who as
neighbors, even 1f not family, can provide the intervention and
provide a bridge between the family as a support network and
additional information and resources to help young women manage
resources and acquire resources to petter cope with economlc stress
and other consequences of depandency on nonemployment income.

As Idmportant as who dintervenes and how they do so 1s the
question, what is the most effective intervention? There are some
clear assoclations among our findings that offer explicit direction
for a hame visitor intervention 1n maternal and infant health.
Certainly smoking should be discouraged. In terms of access it 1s
clear that transportation ls a formidable problem for women who need
prenatal care and child health care. The provision of transportation
is too timely a task for MIHOW workers themselves but assistants or
volunteers might prwvide 1it. 2lso, same time spent to organize
carpools or providing --men of i< conmunity driving instructions
might have a bearing o. :mproved maternal and child heaith. Besides
transportation there at.. other problems of access with which a hame
visitor program needs to contend. Specifically, many low income women
within intact families and their children are without reimbursement
mechanisms for health care. Cuixssequently and paradoxically, many of
the poorest women and children are private pay patients. But these
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specific interventions suggest the more general conclusion of this
survey which is the need to supplement low income women, children and
thelr families with additional resources.

Our findings also indicate the interplay of an individual woman's
income, age and education in determining the resources she has, her
level of information and its sources, and problems of acless she may
have., Among these any intervention must distinguish between factors
it cannot hope to change from factors which it may change. Smoking
would be an appropriate target for individual change because it 1S
related to reported problem pregnancy outcomes and 1s more clearly an

individual choice. But an intervention cammot hope to change the age,
race, income or educational attainment of the participating women, on
the other hand. We can work to prevent second unplanned pregnancies
among young wamen. We can work to counteract the low opinion of breast
milk among black wamen. We can work to provide all available
resources to low income families. Likewlse, we can provide specific
information to women with few information resources regardless of
educational attalmment. Our survey provides us Information about
Intermediate Measures to guide our interventions related to these
Socio~Economic Measures.

. While our intervention cannot change income or education of the
wamen particlpating in MIHOW it can address problerns related to these
characteristics and which are themselves related to problem outcomes
and practices. An intervention based on our findings would aim at
reducing stress in low income »useholds. It could do this by adding
to the support netwerk of pregnant women and young mothers in
providing an additlon resource of support, information and access to
related health care needs. Those women with special needs for
additional support, according to our analysis, are young women whose
education is incomplete or was ended before finishing high school and
who reside in female headed households and/or in households with one
or several nonemployment Income sournes. These latter two measures

are s:rongly related to themselves and with Economic Stress among the
wamnen we surveyed.

This intervention might provide an additional, specific resource
such as transportation but it would also need to be general in nature
SO as to assist women to manage better resources that are available to
them. This 1s not to suggest that there are ilequate resources. In
many cases ther'e are not adequate resources ixd the Economic Stress
measure indlcates that many low income women have too few resources to
provide for themselves and for their calldren. Sometimes the lack of
resources 1s cbvious and other times 1t is less visible. For example,
the women reporting high Econamic Stress also reported less Medicald
coverage and health insurance. These women also repcrted more
dependsr 2 on family members with few resources themselves for

suppor
4 hame visitor intervention needs to insure that available
resources are utilized and that people who have fallen upon

nonemplcyment Income sources recently or for the first time are made
aware of resources avallable to them especially for infant care. Thus
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an intrervention such as MIHOW may either introduce women to resources
whicl. they do not have or have no knowledge of or assist women to

manage resources which they have or which might be made available to
them.

Early Evaluations

Early assessment of our program indicates that our interventions
are making a positive difference for the clients of our program. Data
on the first sixty wamen in our program indicate a lower rate of
negative outcomes than among women in the baseline survey despite the
fact that the MIHOW participants have less education, fewer planned
pregnancies and are more frequently unmarried than the woinen in our
survey. In other words, MIHOW participants would seem to be at higher
risk than the women of our survey but have better outcomes. Table 27
indicates this camparison.,

Table 27

PRENATAL_CARE AND PREGNANCY OUTCOMES
COMPARTSON OF MIHOH PARTICIPANTS
WOMEN OF BASELINE SURVEY

MIHOW Baseline p—valus
Parcicipants Survey - of
N=60 N=350 X2
Pregnancy Planned 10.0 33.7 .001
More than
High School Education 3.3 18.6 .01
Single Women 40.7 28.0 .05
No Prenatal Care 0.0 7.8 .05
Birth Defects 2.8 1.2 -
Low Birth Weights 7.9 8.5 -
Negative Pregnancy
Outcomes 9.7 11.2 .10

Qur intervention program also offers some evidence of improving
child nutrition and parental-child relations. A comparison of MIHOW
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clients and wamen of our baseline survey indicates significantly more .
breast feeding, 50 percent compared with 34 percent, and less solid
food in the diet of very young infants. Table 28 relates these

measures.
Table 28
INFANT FEEDING PRAUTICES
) COMPARISON OI;‘I\IIBD}IOW CLIENTS
WOMEN OF THE BASELINE SURVEY
% of MIHOW % of Baseline p-value
Participants Survey
(N=60) (N=250)
Did Breast Feed 50.0 34.3 .02
No Solid Focds Before 97.1 73.4 .002
One Month
No Solid Foods Before 54,2 34.5 —
Four Months

Our baseline survey did not permit us a measure of child
development, but subsequent work established a group with which to
compare MIHOW participants on the Caldwell Home Inventory. Fifty-five
wamen ancd children in the six cammunities of our work were tested, A
comparison of their scores with women of the MIHCW program indicates
the latter had significantly higher total scores. Table 29 coupares
the scores of the two groups.

Table 29

CALDWELL HOME %rl\‘r‘vmmm SCORES
MIHOW CLIENTS AND CONTROL GROUP

Scale MIHOW Control Group p-value
Mean Score Mean Score
(N=27) (N=55)
Emotional and Verbal 10.04 8.96 .02
Responsiveness
Acceptance oi' Child's 6.30 5.82 .11
Behavior
79
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Table 29 (ccnt.)

CALDWELL HOME g%pnawnmmz SCORES
MIHOW CLIENTS AR CONTROL GROUP

Scale MIHCGW Control Group p~value
Mean Score Mean Score
(N=27) (N=55)

Organization of 4,67 4,70 —
Environment

Provision of Play 6.48 6.42 —
Materials

Parental Involvement 4,74 3.05 .0001
With Child

Opportunity for Variety 3.37 2,91 .13

Total 35.59 31.88 01

These results are encouraging but trey are preliminary. As the
pregnancy outcomes and practices of more women in our program are
recorded we will have additional evidence to judge the effectiveness
of our Iintervention,
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CONCLUSION .

The American preference for the individual provision of basic
needs has serious and harmful conseguences for those people who depend
on othei:3 to meet their basic needs, In many cases, this is of course
Justified. But higher levels of Infant mortality, birth defects and
negative pregnancy outcomes cannot be Justified as a socially~chosen
consequence 0f beinz poor. Yet recent evidence indicates that the -
children of wom=.1 who are poor or who are black have higher risks of
unfair starts in 1ife because of their mothers' conditior in 1life.
This situation is all the more grave because children in poor families
and in female single parent families are Increasing in number and
percent according to a study of the Congressional Research Service in
May 1985, Children in Poverty. '

Social Provision for Maternal and Infant Needs

We can deal with the risk these children run to the degree that
it is not the poverty of the mother but the social provision for her
needs which puts her and her child at risk. Eligibilitly for publiec
assistance begins at incomes as low as $217 a month for a family of
four in Tennessee and entails Jjudgments about the merit or worth of
the individual applying i or assistance. Levels of assistance, among
the women we surveyed, were not higher than $250 a month for a family
of four at the time we conducted our survey. “te inadequacy of this
assistance is campunded by 1linking it to healul care coverage, thus
creatinz a gap in Medicald coverage Letween the very poor and worthy
who ¢ ~ ify fcr Aid for Dependent Children and those whose employment
or ir .. permits them - to participaca in other forms of health care
insurance. In bstween are many people, including 1/3 of the women
whom we interviewed, who are living in poverty and must use their few
resources to purchase health care or refrain from using health care
services. Thls left between 57 and 67 percent of the children in
families with pelow poverty incomes without Medinaid assistance in the
states of our survey at the time of our survey. Federal legislation
is now prompting the states to enroll mnre poor children whose
families fall under the stringent AFLC income eliglbility standards
but most poor children will continue to go without publicly funded
health care services or publicly supported relmbursement.

This situation is a negative externality in economic terms, an
unintended and unwanted consequsnce, of our economy and our social
policles towards dependent populations. Simultaneous high
unemployment vates and increased rates of poverty have accompanied
the recent and radical reassertion of our preference for the
individual provision of basic needs. This has meant that women who
are not in the labor market are at higher risk of being poor. Even
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the "wamen who do enter the labor market are likely vo rind low wage
Jobs which, Af they are the head of a household are likely to increase
thelr income above the thresholds of public assistance, but not above
the poverty level.

Options

Accompanying these consequences for women are other negatlve
consequences of higher risks for problem pregnancy outcomes and a

decline in preventive health care measures for yo children. It 1is
not too much to say that our econom?c aﬁg soci.ai 1Ignoicies are matters

. of 1life ard death for those who depend on the social provision of

their needs. However unwanted and unintended these consequences are,
they are real for the women we interviewed and women like them,

An important question at this point is what is to be done. There
1s always the option to do nothing: to recognize the problem and to
accept it as preferable to the consequences attached to its solutions.
This would be tantamount to making the increased risks to the health
of the children of the poor an unintended, unwanted but preferred
consequence of our economic arrangements and social policies., Adam
Smith, who described the workings of the invisible hand, listed infant
mortality among the "inferior ranks of people" as part of the market
regulation of labor. "The demand for men, like that for any other
commodity, necessarily regulates the production of men." Thus we may
choose to do nothing on behalf of women in poverty and their children
because their situation is a consequence of labor surplus and should
be left to market mechanisms of supply and demand. This 1s a radical
free market approach and an application of the invisible hand to
soci~? -eglations,

Another option 1z to take some action consistent wic¢h cur bellef
in the individual provision for basic needs but ine- siafert with a
belief in the free markat. We could make a public C..giilns... o full
employment and guarantee every per=ch ahle to work a .v =0 that each
person would have wage income ‘. s#wzt hls or her needs. Our
commitment to market forces, esp:..:.i. g9t present, is llkely to make
‘the option of' doing rothing more 7. » -five than pursuing a policy -of
full employment despite its obviv e “udequence for enabling people a
better chance to provide for thel:y - .:l¢ needs.

We are much more likely to contlnue what we have been dolng and
w.ii 18 to Ancrease incrementally public assistance for dependent
populations such as women and children. Congress last year extended
Medicaid to all five year old children of low income families whose
income 1s within AFDC eligibility regardless of the number of parents,
Many state legislatures have followea sui” The Conference of
Governors in March 1985 spoke on behalf ot the supplementary food
program for Women, Infants and Children (Wiil) to defend them from
proposed cuts in their federal funding. These are examples of efforts
to maintain the levels of the social provision of assistance to young
waneh, mothers and infants or to increase them modestly.
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Among these proposals of incremental increases we should consider
community-based hame intervention precgrams of the kind tiat prompted
this report. There are numerous benefits which are part of the
program. It provides assistance at the local level on a person to
person basis. It provides employment, training and work experience
for saome women. It has the potential for stimulating community action
and activity on behalf of local residents. It is effective, according
to our preliminary assessments, and it 1s inexpensive. As a
preventive health measure it is cost—effective if only one critically
low birth welght is prevented each year in each cammunity.

Obstacles

Calls for dIncremente]. Increases must be mindful of some-
fundamental obstacles 1n achieving them. First, there 1s sexism.
Gloria Steinhem observed that if men bore children, aborticii woula be
a sacrament of the Catholic Church. While this is obvious hyperbole,
it does suggest that men make declisions about the priorities of
institutions and the allocation of resources. This certainly bas
bearing on the resources devoted to heart surgery, Dby-passes,
transplants and mechanical heart I1mplants, at the same time that we
have no safe and fully effective contraception and infant mortality
;'nates higher than nations with fewer medical resources and per capita

comes.

Iikewise, class relations determine the allocation of resources
among peope. The needs of "inferior ranks of people" are too often
interpreted as 2 normal state of affalirs. The human dimensions of
their problem seem different and smaller than the problems of peoplz
who are not "inferior". Another and related obstacle is race, Blacks
are at higher risk for poverty, negative pregnancy outcenes and infant
mortality. Race campounds the obstacle of class relations.

New Attltudes for New Policics

Part of the answer to new forms of social prnvision for the needs
of others 1s new attitudes toward the relatio:: of individuals and
society. Paradoxically, additional provisions for women in poverty
and their children will come from actitudes and values we assoclate
with mother and child relations. In a phrase, we will need to
feminize politics. This process of feminizaticn is different lrom the
process within poverty and low wage labor which has merely chiwngec the
gender of the same phenomenon. In other words, the feminizatici of
politics is not merely having more women who are politicians. That
would change politics no more than having more women who are poor has

- changed poverty. In fact, Margaret Thatcher 1s evidence that wamen

may defend a radical position on the individual provision for basic
needs as adamantly as men.

The feminization of politics needs to proceed in a way similar to
the manner with which the women's movement hes changed language. That
is, we have become more aware of the hldden assumptions and 1injuries
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of language and of gender-specific terms. In fact, Carol Gilligan
offers us a path fram the feminlzation of language to the feminization
of politics in her book, In A Different Voice. Gilligan recounts the
bold assertion of Elizabeth Cady Staiiton that "SELF-DEVELOPMENT IS A
HIGHER DUTY THAN SELF-SACRIFICE." This is and was. true when
self-sacrifice was invoked on behalf of a duty lmputed by someone else
anc goals which were assumed as an immutable glven. But the
development which i1is called for 1s not self-aggrandizement nor
individual growth in some atomized sense. Gllligan offers Jean Baker
Miller's view that women begin with a sense of development different
from men. Women "develop iIn a context of attachment and affiliation
with others" and "women's sense of self becomes very much organized
around being able to make, and then tc maintain, affiliations and
relationships."

In a set of feminized politics the members of soclety mare related
and the relations among us form a continuum beginning with family and
continuing through neighborhood, church and work to society. In such
a continuum government is not a strange and allen creature whose
primary characteristic is its attempt to thwart individual efforts to
acquire material goods but another organization we use to mediate the
relations among members of soclety who recognize bcinds of responsibity
for each other. ‘There 1s the possibility of excess and abuse in
government Just as there is in the family, the neighborhood, the work
place and in any other set of social relations. The most effective
safeguard against abuse 1n government is the same safeguard against

abuse In other soclal relations: mutual respect and a concern for the
full development of each person.

In'a set of feminized politics, economic policies tcwards
employment and the conditions and wages of employment and government
programs of assistance to dependent populations assume a soclal
responsibility to assure the best chance of some satisfactory level of
development of all people. The development of children is especially
important because a set of feminlzed politics assumes that development
is a higher duty and responsibility than the sacrifice of some
children. It also assumes that all life is equally valuable and that
our responsibllity for the development of one another does not ablde
assertions of same people being "inferior" to others. Finally, the
feminization of politics and its assumptions about development provide
grounds for us all to grieve at the loss of young life and to remove
impediments to the fullest development of all individuals including,
if not especially, those who are the most Vvulnerable and dependent
upon soclety.
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Components of Table 13

Outcome Measures

Table

#°.3.1 Prenatal Care and Preventive Child Health Care
Al3.2 Prenatal Care and Child Has Shots

Al3.3 . Number of Prenatal Care Visits and Preventive Child
Health Care

Al13.4 Number of Prenatal Care Visits and Health Care and
Visits for Child in First Six Weeks
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Table Al13.1
Prenatal Care and Preventive Child Health Care

Preventive Child Health Care

Prenatal Care 0 1 Most Total
No 1 h 7 12
Yes 4 30 150 184
Total ' 5 34 157 L
X2=4,31 p=.1156

Table Al3.2

Prenatal Care and Child Has Shots
Child Has Shots

Prenatal Care No Yes Total
No 5 7 12
Yes 33 152 185
Total 38 159 197
X2=2,72 : p=.0990
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Table Al3.3

Number of Prenatal Health Care Visits and
Preventive Child Health Care

Preventive Child Health Care

Prenatal Health

Care Visits 0 1 Most Total
11+ 1 19 100 120
6-10 1 10 4y 55
0-5 3 3 12 18
Total 5 32 156 193
X2=15.99 p=.0030
Table A13.4

Number of Prenatal Health Care Visits and
Health Care Visit for Child in First Six Weeks

Health Care Visit for Child in
first Six Weeks

Number of Prenatal

Health Care Visits No Yes Total
11+ 2 132 134
6-10 2 66 68
0~ 5 4 15 19
Total 38 213 221
X2=18.38 p=.0001
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Components of Table 14

Socio-Economic Measures

Al4.1 Monthly Household Income and Education
All,2  Monthly Household Income and Smoking
Al4.3  Monthly Household Income and Age

Al4.4  Monthly Household Income and Racial Minority
Al4.5 Education and Smoking

Al4.6 Education and Racial Minority

Al4.7 Smoking and Age

Al4.8 Smoking and Racial Minority

92

38




Table Al4.1
Monthly Household Income and Education

Education

Monthly House- 9 or Less 10-11 12 or More Total
hold Income

$ 0-250 26 3% 31 92
$251~500 26 27 47 100
$501-~750 18 16 59 93
$750 or More 5 8 28 41
Total - 85 86 165 236
X2= 23.59 p=.0006

Table Al4.2

Monthly Household Income and Smoking

Smoking
Monthly Household Nonsmoker Smoker Total
$ 0-250 49 47 96
$250-500 56 Ly 100
$501~750 60 35 95
$751 or More 33 11 Ly
Total 198 135 333
=9.18 p=.1635
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Table Al4.3

Monthly Household Income and Age

Age
Monthly Household 14-19 20-29 30 or older Total
$ 0-250 29 58 9 96
$251-500 36 59 5 100
$501-750 26 61 8 95
$751 or More 8 28 8 Ly
Total 99 206 30 335
X2=9. T4 p=.1359
Table Al4. U4

Monthly Household Incame and Racial Minority

Racial Minority

Monthly Household Income Black White Total
$ 0-250 29 64 93
$251-500 21 77 98
$501-750 34 59 93
$751 or More 129 43
Total 98 229 327
X2=5.53 p=.1367
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Education

9 or less
10-11

12 or More
Total
X2=26,32

Education

9 or Less

10-11

12 or More

Total

X2=35.69

Table Al4.5

Education and Smoking
Smoking
NonSmoker Smoker Total

32 45 7
43 m 87
126 48 174
201 135 336
p=.0000
Table Al4.6

Fducation and Racial Minority
Racial Minority
Black White Total

5 69 T4
20 67 87
73 95 168
98 231 329
p=.0000
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Smoking
Nonsmoker
Smoker
Total
X2=6,87

Smoking
Nonsmoker
Smoker
Total.
X2=12,38

Table Al4.7

Smoking and Age
Age

14-19 20-29 30 or Older Total

54 133 19
45 80 15
99 213 34
p=.1430

Table Al14.8
Smoking and Racilal Minoritcy
Raclal Minority

Black White
78 126
26 108
104 235
p=.0004
96
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140
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Total
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Table

Al5.1
Al5.2

Al5.3
A15.4
Al5.5

Al5.6
Al15.7
A15-8
Al5.9

Al5.10
Al5.11

Al5.12

Al5.13
A15.14
Al5.15

Al5.16

Components of Table 15

Soclio~Economic Measures
and

Outcome Measures

Monthly Household Income and Iast Pregnancy Planned

Monthly Household Income and Number of Prenatal Health
Care Visits

Monthly Household Income and Negative Pregnancy Outcome

Monthly Household Income and Breast Feeding

Monthly Household Income and Preventive Child Health Care

Education and Number of Prenatal Health Care Visits
Education and Breast Feeding

Education and Preventive Child Health Care
Education and Child Has Shots

Smoking and Low Birth Weight
Smoking and Preventive Child Health Care

Age and Iatest Pregnancy Planned
Racial Minority and Negative Pregnancy Outcome
Racial Minority and Low Birth Weight

Racial Minority and Breast Feeding
Racial Minority and Stillbirths
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Table A15.1

Monthly Household Income and Iatest Pregnancy Planned

Latest Pregnancy Planned
Monthly Household

Income No Yes Total
$ 0-250 70 25 95
$250-500 67 33 100
$501-750 64 31 95
$750 or More ' 2l 20 m
Total 225 109 334
X2=5,02 p=.1703
Table 15,2

Monthly Household Income and
Number of Prenatal Health Care Visits

Number of Prenatal Health Care Visits
Monthly Househola

Tncome 11 or More 6 to 10 5 or Less Total
$ 0-250 4o 19 12 71

$251-500 35 22 8 65

$501-750 46 23 3 72

$751 or More 25 6 0 31

Total 146 70 23 239

X2=14,29 p=.0265
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Table A15.3
Monthly Household Income and Negative Pregnancy Outcome

Negative Pregnancy Outcome
Monthly Household

Income Best Qutcome Worst Outcome Tctal
$ 0-250 64 6 70
$251~500 58 - 8 66
$501~750 63 5 68
$750 or More 28 5 33
‘Ibtal. 213 24 237
X2=1.96 p=.5797

Table Al15.4

Morithly Household Income and Breast Feeding
Breast Feeding

Monthly Household Income No Yes Total
$ 0-~250 56 14 70

$251~500 40 26 66

$501~750 41 29 70

$751 or More 19 14 33

Total 156 83 239

X2=9.58 p=.0225
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Table Al5.5
Monthly Household Income and Preventive Child Health Care

Preventive Child Health Care

Monthly Household Incame None 1 Most Total
$ 0-250 2 15 41 58
$251-500 2 12 4o 54
$501~750 1 3 52 56
$750 or More 0 1 22 23
Total 5 31 147 191
X2=14.39 p=.0255

‘Table Al5.6

Education and Breast Feeding
Breast Feeding

Education No Yes Total
9 or less 4 11 55
10 - 11 43 19 60
12 or More 68 55 123
Total 153 85 238
X2=10.68 p=.0048
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Education
9 or Less
10~-11

12 or More
Total
X2=8.82

Table 15.7

Education and
Number of Prenatal Health Care Visits

Number of Prenatal Health Care Visits
11 or More 6 to 10 5 or ILess Total

26 24 4 54
36 18 8 62
83 29 12 124
145 71 24 240
p=.0658
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Table Al5.8

Education and Preventive Child Health Care

Preventive Child Health Care

Education 0 1 Nost Total
9 or Less 2 10 33 H5
10~11 3 15 34 52
12 or More c 9 86 95
Total 5 34 153 192
X2=15,82 p=.0033
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Table Al5.9
Education and Child Has Shots

Child Has Shots

Education No Yes Total
9 or less 12 33 45

10-11 17 35 52

12 or More 9 87 96

Total 38 155 193

X2=13.04 p=.0012

Table Al15.10
Smoking and Low Birth Weight
Low Birth Weight

Smoking Over 5 1/2 1bs 5 1/21bs or Under Total

Nonsmoker 137 7 144

Smoker 89 13 102

Total 226 20 246

X2=7.89 p=.0050 |
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Table A15.11
Smoking and Preventive Child Health Care
Preventive Child Health Care

Smoking 0 1 NMost Total
Nonsmoker 1 17 102 120
Smoker 4 17 57 78
Total 5 34 159 198
X2=5.89 p=.0526

Table Al5.12

Age and Iatest Pregnancy Planned

Latest Pregnan:'y Planned

Age No Yes Total
14-19 79 22 101
20-29 134 78 212
30 or Older 17 17 34
Total 230 117 347
X2=11.37 p=.0034

104

1i0




Table A15.13
Racial Minority and Negative Pregnancy Outcome
Negative Pregnancy Outcome

Racial Minority No Yes Total

Black 64 13 17

White 155 11 166

Total 219 2l 243
X2=5,12 p=.0237

Table A15.14
Racial Minority and Low Birth Weight
Low Birth Weight
Racial Minority Over 5 1/21bs 5 1/21bs or less Total

Black 66 9 75
White 157 9 166
Total 223 18 241
X2=2.35 p=.1251
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Racial Minority
Black
White
Total

X2=5.32

Race
Black
White
Total
Xe=h,22

Table Al5.15

Racial Minority and Stillbirths

Stillbirths
No Yes Total
73 5 78
167 1 168
2ko 6 246

P=.0210

Table Al5.16
Racial Minority and Breast Feeding
Breast Feeding

No Yes Total

57 18 (F)

104 65 169

161 83 2hy
p=.0400
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Table

A16.1
Al16.2
A16.3
A16.4
A16.5
A16.6
A16. 7

A16.8
A16.9
A16.10

A16.11
A16.12
A16.13
A16.14

A16.15

Components of Table 16

Socio-Economic Measures
and
Intermediate Measures — Resources

Monthly Household Income and Economic Stress

Monthly Household Incame and Insufficient Funds to Pay Bills
Monthly Household Income and Insufficient Funds for Food
Monthly Household Income and Support Network

Monthly Household Income and Family as Support Network
Monthly Household Income and Nonemployment Income Sources
Monthly Household Income and Female Headed Household

Education and Economic Stress

Education and Insufficient Funds for Food
Education and Nonemployment Income Sources
Smoking and Economlc Stress

Smoking and Insufficient Funds for Bills

Smoking and Insufficient Funds for Food
Smoking and Nonemployment Income Sources

Racial Minority and Female Headed Household
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Table Al16.1

NMonthly Household Income and Zconomic Stress
Economic Stress
Monthly Household Ieast 1 2 3 4  Most Total

Income

$ 0-250 8 13 14 20 23 14 92
$251-~500 15 23 20 19 14 6 93
$501-750 21 24 25 14 4 4y 92
$750 or More 25 8 6 1 1 0 Mn
Total 69 68 65 54 42 24 322
X2=84.08 p=.0000

TABLE Al16.2
Monthly Household Income and Insufficient Funds for Bills
Insufficiant Funds for Bills

Monthly Household Income Never Sometimes Usually Always Total

$ 0 - 250 12 15 18 47 92
$250 - 500 17 26 27 28 98
$501 - 750 22 33 25 13 93
$750 or More 28 7 4 - 2 41
Total 79 81, T4 9 324
X2=84,53 p=.0000
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Table A16.3
Monthly Household Income and Insufficient Funds for Food

Insufficient Funds for Food
Monthly Household

Income Never Sometimes Often Total
$ 0 - 250 38 38 18 oY
$251 - 500 63 27 9 99
$501 - 750 66 21 6 93
$751 or More 36 5 3 4y
Total 203 91 36 330
X2=30.35 p=.0000
Table A16.4

Monthly Household Income and Support Network

Support Network

Monthly Household Least 2 3 4 DMost Total
Income

$ 0-250 0 6 16 22 18 62
$250-500 1 7 9 25 17 59
$501-750 0 1 14 33 17 65
$751 or More o 1 13 7 11 32
Total 1 15 52 87 63 218
X2=20.15 p=. 0642
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Table A16.5
Monthly Household Income and Family as Support Network
Family as Support Network

Monthly Household Most- 1 2 Least Total
Incame Family Family -
$ 0-250 25 4 o0 0 29
$251-500 13 10 1 2 26
$501~750 22 12 2 0 36
$751 or More 7 6 0 0 13
Total : 67 32 3 2 104
X2=15.74 p=.0725

Table A16.6

Monthly Housenold Income and Nonemployment Income Sources

Nonemployment Income Sources

Monthly Household 0 1 2 3 Total
Income
$ 0-250 _ 14 70 7 0 91
$251-500 45 4 9 0 98
$501-750 55 25 10 0 90
$751 or More 3 4 4 1 i
Total 149 143 30 1 323
X2=80.35 p=.0000
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Table A16.7
Monthly Household Income and Female Headed Household

Female Headed Household

%gggiiy Household Yes No Total
$ 0-250 41 55 96
$251~500 23 77 100
$501~750 8 87 95
$751~ or More 4 4o by
Total 76 259 335
X2=367.61 p=. 0000
Table A16.8

Education and Economic Stress

Economic Stress

Education least 1 2 3 4 Most Total
9 or Less 10 14 12 10 17 11 T4
10-11 17 16 21 16 8 5 83
12 or More 43 38 31 27 17 8 164
Total 70 68 64 53 42 24 331
X2=21,41 p=,0184
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Table A16.9
Education and Insufficient Funds for Food
Insufficlent Funds for Food

Education Never Sometimes Usually Total
9 or less 34 27 14 75
10 - 11 54 25 6 85
12 or More . 117 38 15 170
Total 205 90 35 330
X2=14,52 p=.0058

Table A16.10
Education and Nonemployment Income Sources

Nonemployment Income Sources

Education 0 1 2 Total
9 or less 31 37 7 75
10 - 11 31 45 8 84
12 or More 91 59 15 165
Total 153 141 30 324
X2=10.51 p=.1049
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Smoking

Nonsmoker

Smoker
Total

X2=12,21

Sroking
Nonsmoker
Smoker
Total

X2=9.73

Table A16.11
Smoking and Economic Stress
Economic Stress

Least 1 2 3 4 Most Total
46 by mn 311 21 8 194
26 2 26 23 21 17 135
72 69 67 54 142 25 329

p=.0320

Table Al16.12

Smoking and Insufficient Funds for Bills
Insufficient Funds for Bills

Never Sometimes Usually Always Total

52 58 4o 45 195
31 2l 34 47 136
83 82 Th 92 331
p=.0210
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Table A16.13

Smoking and Insufficient Funds for Food

Insufficient Funds for Food

Smoking Never Sometimes Often Total
Nonsmoker 135 Rl 17 203
Smoker 76 39 22 137
Total 211 90 39 340
X2=6,16 p=.0460
Table A16.14
Smoking and Nonemployment Income Sources
Nonemployment Income Sources
Smoking 0 1 2 3 Total
Nonsmoker 107 70 18 o0 195
Smoker 50 75 12 1 138
Total 157 15 30 1 333
X2=13,71 p=.0003
Table A16.15
Racial Minority and Female Headed Household
Female Heaced Household
Racial Minority No Yes Total
Black 40 65 105
White 37 199 236
Total 17 264 34
X2=19.63 p=.0000
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Table

Al7.1
Al7.2

Al7.3

Al7.4
Al17.5
Al17.6
Al7.7
Al17.8

Al7.9
Al7.10

Al7.11
Al7.12
A17.13

Al7.14
Al17.15

Al7.16
Al17.17
A17.18
Al7.19

Al7.20
Al7.21
Al7.22
Al7.23

Al7.24
Al7.25
Al7.26
Al7.27
Al7.28

Al17.29

A17.30.

Components of Table 17

Outcome Measures and Intermediate Measures - Resources

Birth Control Use and Support Network
Birth Control Use and Nonemployment Income Sources
Blrth Control Use and Female Headed Household

Iatest Pregnancy Planned and Economic Stress

Latest Pregnancy Planned and Insufficient Funds for Bills
Latest Pregnancy Planned and Family as Support Network
Iatest Pregnancy Plamned and Nonemployment Income Sources
ILotest Pregnancy Planned and Female Headed Household

Prenatal Health Care and Economic Stress
Prenatal Health Care and Support Network

Number of Prenatal Health (Care Visits and Economic Stress

Number of Prenatal Health Care Visits and Support Network

Number of Prenatal Health Care Visits and Nonemployment
Income Sources

Negative Pregnancy Outcome and Economic Stress
Stillbirth and Eeconomic Stress

Bbreast Fed Youngest Child and Insufficierit Funds for Food
Breast Fed Youngest Child and Family as Support Network
Breast Fed Youngest Child and Nonemployment Income Source
Breast Fed Youngest Child and Female Headed Household

Preventive Child Health Care and Economlc Stress

Preventive Child Care and Insufficient Funds to Pay Bills
Preventive Child Health Care and Nonemployment Income Source
Preventive Child Health Care and Female Headed Household

Child has Shots and Economic Stress

Child has Shots and Insufficient Funds for Bills
Child has Shots and Family as Support Network
Child has Shots and Nonemployment Income Sources
Child has Shots ard Female Headed Households

Health Care Visit for Child in First fix Weeks
and Insufficient Funds for Bills

Health Care Visit for Child in First Six Weeks
and Nonemployment Income Sources

115



Table Al7.1
Birth Control Use and Support Network

Birth Control Use

Support Network No Yes Total
Least T 8 15

1 18 26 4y

2 26 55 81
Most 11 42 53
Total 62 131 193
X2=6,15 p=.1043

Table Al7, 2

Birth Control Use and Nonemployment Income Sources

Birth Control Use

g, e e
0 35 64 99
1 24 68 92
2 9 9 18
Total 68 1 209
X2=4,60 p=.1001
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Table A17.3

Birth Control Use and Female Headed Household
Female Headed Household

Birth Control Use Yes No Total
No 23 30 53
Yes y7 117 164
Total 70 147 217
X2=3.34 ~ p=.0678

Table Al7.4

Iast Pregnancy Planned and Economic Stress

Economic Stress

Last Pregnancy Ieast 1 2 DMost Total
Planned
No 85 46 42 46 215
Yes 57 21 13 20 111
Total 7 67 55 66 330
X2=5,64 p=.1304
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Table Al7.5

Latest Pregnancy Planned and Insufficient Funds for Bills
Insufficienc Funds for Bills
Latest Pregnancy Never Sometimes Usually Always Total

Planned
No 51 48 56 65 220
Yes | 32 35 19 26 112
Total 83 83 % 91 332
X2=6.96 p=.0733

Table A17.6

Iatest Pregnancy Planned and Family as Support Network
Famlly as Support Network

Latest Pregnancy Most 1 2 3 Least Total
Planned Family Family
. Oriented Oriented
No 28 28 19 1 1 77
Yes 4 13 9 3 1 30
Total 32 iyl 28 Yy 2 107
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Table Al7.7
ILatest Pregnancy Planned and Nonemployment Income Sources

Nonemployment Income Sources

Latest Pregnancy 0 1 2 3 Total
Planned
No 96 105 23 0 224
Yes 62 4o 7 1 1110
Total 158 145 30 1 334
X2= 8.01 p=.0458

Table A17.8

Latest Pregnancy Planned and Female Headed Household
Female Headed Household

Latest Pregnancy Yes No Total
Planned
Yes 66 164 230
No 14 103 117
Total 80 267 347
X2=11,31 p=.0008
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Econamic Stress

Least
1

2

3

4

Most
Total
X2=7.35

Support Network
Least

2

3

n

Most

Total

X=15,52

Table A17.9
Prenatal Health Care and Economic Stress

Prenatal Care

No Yes Total
2 54 56
0 47 47
4 49 53
5 38 43
3 24 27
1 18 19
15 230 245
p=.1960

Table A17.10

Prenatal Health Care and Support Network

Prenatal Health Care

No Yes Total
1 0 1

1 15 16
5 49 54

4 88 92
4 60 64
15 212 227

p=.0037
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Table A17.11
Number of Prenatal Health Care Visits and Economic Stress

Number af Prenatal Health Care Visits

Economic Stress 11 or more 6 to 10 5 or Less Total
Least 43 11 2 56

1 29 13 4 L6

2 27 20 4 51

3 24 12 6 42

4 15 5 [ 27

Most 10 : 9 0 19

Total 148 70 23 2l

X2=22,72 p=.0118

Table Al7.12

Number of Prenatal Health Care Visits
and Support Network

Number of Visits

Support Network 11 or More 6 to 10 5 or less Total
Least 0 2 0 2

2 9 7 0 16
3 35 13 3 51
4 60 19 12 91
Most 36 22 3 61
Total 140 63 18 221
X2=15,43 p=.0512
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Table Al17.13

Number of Prenatal Health Care Visits
and Nonemployment Income Sources

Number of Prenatal Health

Care Vislts
Nonemployment
Income Sources 11 ormore 6-10 5 or less  Total
0 76 31 6 113
1 60 33 17 110
2 11 7 1 19
Total 147 71 P2 242
X2=8,27 p=.0823
Table Al7.14
Negative Pregnancy Outcome and Economic Stress
Negative Pregnancy Outcome
Ecoriomic Stress Best Outcomes Worst Outcomes Total
Least 49 7 56
1 Ly 1 45
2 43 8 51
3 39 4 43
Y 18 b 22
Most . 20 0 20
Total 13 . 24 237
X2=9.02 p=.1082



Table A17.15
St1llbirth and Economic Stress
Stillbirth
Economlc Stress Live Birth Stillbirth Total

Least 54 2 56
1 46 0 46
2 48 4 52
3 43 0 43
4 22 1 23
Most | 20 0 20
Total 233 7 240
X2=7,71 p=.1727

Table Al7.16

Breast Fed Youngest Child and Insufficient Funds for Food

Breast Fed Youngest Child

Insufficient Funds No Yes Total
for Food .
Never 94 62 156
Sometimes a1 62
Often e 3 29
Total 161 86 274
X2=9.35 p=.0093
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Table A17.17

Breast Fed Youngest Child and Family as Support Network
Breast Fed Youngest Child

Family as Support Network No Yes Total
Most Family Oriented 48 19 67
1 16 17 33
2 2 4 6
Least Family Oriented 2 0 2
Total 48 4o 108
X2=8,57 p=.0357

Table A17.18
Breast Fed Youngest Child and Nonemployment Income Source
Breast Fed Youngest Child

Nonemployment Income No Yes Total
Source

0 ‘ 67 47 114
1 75 31 106
2 16 6 22
Total 158 84 242

=4.07 p=.1306
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Table Al7.19
Breast Fed Youngest Child and Female Headed Household
Breast Fed Youngest Child

ggggéﬁoggaded No Yes Total
Yes 45 13 58
No 119 73 192
Total 164 86 250
Xo=4,.81 p=.0418

Table Al7.20
Preventive Child Health Care and Economic Stress
Preventive Child Health Care

Economic Stress 0 1 Most Total
Least 0 6 5 4
1 0 3 U 37
2 2 4 3 4o
3 2 12 2 36
4 0 4 16 20
Most 1l 3 11 15
Total 5 32 152 189
X2=16.97 p=.0749
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Table Al7.21

Preventive Child Health care and
Insufficient Funds for Bills

Insufficient Funds for Bills

Preventive Child

Health Care Never Sometimes Usually Always Total
o 0 0 2 3 5
1 7 -4 6 15 32
Most 41 4o 37 36 154
Total 48 4y 45 54 191
X2=11.04 p=.0870

Table Al7.22

Preventive Child Health Care
and Nonemployment Income Sources

Preventive Child Health Care

Nonemployment‘Income 0 1 Most Total
Source
0 0 9 91 100
1 4 22 55 81
2 1 3 9 13
Total 5 34 155 194
X2=17.50 p=.0015 .
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Table Al7.23

Preventive Child Health Care and Female Headed Household
Preventive Child Health Care

i 'male Headed 0 1 Most Total

sousehold

Yes 1 13 30 Ly

No y 21 129 154
- Total : 5 34 159 198

X2=6.09 p=.0475

Table Al7.24
Child has Shots and Economic Stress

Child has Shots

Economic Stress No Yes Total
Least 6 35 n
1 3 35 38
2 6 34 4o
3 13 23 36

4 16 20
Most 4 11 15
Total 36 154 190

X2=11.43 p=.0435
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Sufficient Funds

for Bills
Never
Sometimes
Usually
Always
Total
=9,.19
v

Child Has Shots
No
Yes
Total
X2=3.09

Table Al7.25
Child has Shots and Insufficient Funds for Bills

Child has Shots

No Yes Total
T 41 48
4 41 45
8 37 45

7 37 54

36 156 192

p=.0268

Table Al17.26
Child has Shots and ¥amily as Support Network

Family as Support Network

Most 1 Least Total
13 2 0 15
41 26 5 72
53 29 5 87

p=.2132
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Table Al7.°7
Child has Shots and Noheuipinuent “ucceme Sources

Child Has Shots

Nonemployment No Yes  Total
Income Sources

0 9 91 100
1 26 56 82
2 3 10 13
Total 38 157 195
X2=14,92 - p=.0006

Table Al17.28

Child has Shots and Female Headed Household
Child Has Shots

Female Headed Household No Yes Total
Yes 14 30 4y
No 24 131 155
Total 38 161 199
X2=4,90 p=.0267
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Table A17.29

Health Care Visit for Child in First Six Weeks
and Insufficient Funds for Bills

Health Care Visit for Child
in First Six Weeks

Sufficient Funds No Yes Total
for Bills

Never 1 56 57
Sometimes 0 52 52
Usually 2 50 52
Always 5 54 59
Total ' 8 212 220
X2=6.48 p=.0902

Table Al7.30

Health Care Visit for Child in First Six Weeks
and Nonemployment Income Sources

Health Care Visit for Child
in First Six Weeks

Nonemployment No Yes Total
Income Sources
0 0 107 107
1 6 92 98
2 2 14 16
Total 8 213 221
X2=G.39 p=.0091
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Table

A18.1
A18.2

Al18.3

A18.4
A18.5

A18.6
A18.7
A18.8
A18.9
Al8.10

A18.11
A18.12
A18.13

Components of Table 18

Socio~Economic Measures
and
Intermediate Measures -~ Information

Monthly Household Income and Family as Information Source
Monthly Household Incame and Good Opinion of Breast Milk

Monthly Household Incame and Knowledge of Serious Prenatal
Conditions

Education and Birth Control Knowledge
Education and Knowledge of Prenatal Conditic:is

Age and Birth Control Knowledge
re and Birth Control Method
se and Family as Source of 'Information
Agze and Knowledge of' Prenatal Conditions
Age and knowledge of Serious Prenatal Conditions

Racial Minority and Good Opinion of Breast Milk
Racial Minority and Knowledge of Prenatal Conditions

Racial Minority and Knowledge of Serious Prenatal Conditions
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Table Al8.1
Monthly Household Income and Family as Information Source
Family as Information Source

Monthly fi-:s.vmola Most 1 2 Least Total
Incame Family - Family

Oriented Oriented
$ 0-250 5 13 6 0 24
$251-500 2 10 13 2 27
$501-750 4 g 17 1 31
$751 or More 0 2 7 3 12
Htal 11 34 43 6 94
X2=19, 28 p=.0229

Table A18.2

Monthly Household Income anu Good Opinion of Breast Milk
Good Opinion of Breast Milk

Monthly Household Best Same as Formula Total
Income Formula Better
$ 0-250 12 4 7 2
$251 - 500 14 10 1 25
$501 - 750 21 6 3 30
$751 or More - 10 2 0 12
Total . 57 22 11 90
X2= 11.50 p=.0741
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Table A18.3

Monthly Household Income and
Knowledge of Serious Prenatal Conditions

Knowledge of Serious Prenatal Condltions

Monthly Household 0-2 3-4 5 Total
Incaome

$ 0- 25 31 34 31 96
$251 - 500 14 48 37 99
$501 - 750 24 38 33 95
$751 or More 11 23 10 44
Total 80 - 143 112 344
Xe=11.98 p=.0624

Table A18.4

Education and Birth Control Knowledge
Birth Control Knowledge

Education No Yes Total
9 or Less 13 64 77
10-11 13 T4 87
12 or More 13 159 172
Total | 39 297 336
X2=5,78 p=-0556
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Education
9 or Iess
10~11

12 or More
Total
X2=12,76

Age

14~19

20~-29

30 or Older
Total
X2=5,94

Table Al18.5
Educaticn and Knowledge of Prenatal Conditions
Knowledge of Prenatal Conditions

Otol4 5andb6 7 and8 9 and 10 Total

5 15 27 30 77
11 8 24 41 84
11 15 50 95 171
27 38 101 166 332

p=.0470
Table A18.6

Age and Birth Control Knowledge
Birth Control Knowledge

No Yes Total
.17 84 - 101
18 194 212
5 29 34
4o 307 347
p=.0805
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Age

14-19

20-29

30 or Older
Total
X2=16.56

Age

14-19

20-29

30 or older
Total

X2=13.39

Table Al18.7
Age and Birth Control Method
Birth Control Method
Pill Other Sterilization Total

33 8 2 Ly
55 17 25 97
4 2 8 14
92 27 36 155
p=.0023
Table A8.8

Age and Family as Source of Information

Family as Source of Information

Most 1 2 Least Total
5 7 12 1 25
6 27 30 3 66
0 1 é 2 5

11 35 Ly 6 96

p=.0372
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Age

14-19

20~29

30 or Older
Total
X2=17,14

Age

14~19
20~29

30 or More
Total

X2=13.40

Table A18.9
Age and Knowledge of Prenatal Conditions
Knowledge of Prenatal Conditions
O~4 5and 6 7and8 9 and 10 Total

13 15 38 34 100

17 23 53 115 208

0 3 10 21 34

30 4 101 170 342
p=.0088

Table A18.10

Aze and Knowledge of Serious Prenatal Conditions

Knowledge of Serious Prenatal Conditions
0 to 2 3tol 5 Total

28 50 2 101
51 88 . T3 212
4 11 19 34
83 149 115 347
p=.0n95
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Table Al18.11

Racial Minority and Good Opinion of Breast Milk
Good Opinion of Breast Milk

Racial Best Same as Formula Formula Better Tutal
Minority

Black 27 28 16 71

White 112 33 13 163

Total 139 61 34 234

X2=19,32 p=.0001

Table Al18.12
Racial Minority and Knowledge of Prenatal Conditions
Knowledge of Prenatal Conditions

Racial Otold4 5and6 7and8 9 and 10 Total
Minority

Black 17 17 27 4o 101
White 12 24 71 127 234
Total 29 41 g& 167 335
X2=17.15 p=.0007

Table A18.13
Racial Minority and Knowledge of Serious Prenatal Conditicns

Knowledge of Serious Prenatal Conditions

Racial Minority 0 to 2 3 to 4 5 Total
Black 35 41 28 104
White Ly 105 87 236
Total 79 146 115 340
X2=9,5U p=.0085
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Table

Al19.1
Al9.2

Al9.3
£19.4

Al9.8

A19.6

Components of Table 19
Outcome Measures

and
Intermediate Measures - Information

Birth Control Use and Birth Control Knowledge

Latest Pregnancy Planned and Birth Control Knowledge
Conditions

Ereast Fed Youngest Child and Family as Information Source
Breast Fed Youngest Child and Good Opinion of Breast Milk

Preventive Child Health Care and Family as Information
Source

Child has Shots and Family as Information Source
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Table Al9.1

Birth Control Use and Birth Control Knowledge
Birth Control Use

Birth Control Khoﬁledge No Yes Total
No 8 2 10
Yes 62 145 207
Total 70 17 217
X2=8.76 p=.003

Table A19.2

Latest Pregnancy Planned and Birth Control Knowledge
Birth Control Knowledge

Latest Pregnancy No Yes Total
Planned
No 32 197 229
Yes 7 110 117
Total ' 39 307 346
X2=4,18 p=.0410
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Table A19.3

Breast Fed Youngest Child and
Family as Information Source

Breast Fed Youngest Child

Source of Information No Yes Total
Family 10 1 11

1 19 16 35

2 20 24 Ly

Other 6 1 7

Total 55 42 97-
X2=10.0 p=.0186

Table 19.4

Breast Fed Youngest Child and Good Opinion of Breast Milk

Breast Fed Youngest Child

Opinion on No Yes Total -
Breast Feeding
Best 67 7 141
Same as Formula 55 8 63
Formula Better 31 3 34
Total 153 85 238
X2=42,51 p=.0000
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Table A19.5
Preventive Child Health Care and Source of Information
Pr'eventi\}e Child Health Care

%gggg;ag{on 0 1 Most Total
Most Family Oriented 0 b 6 10

1 2 4y 21 27
2 0 2 34 36
LeaSt Family Oriented 0 0 6 6
Total 4 2 10 67 79
X2=13.49 p=.0359

Table A19.6
Child Has Shots and Family as Informztion Sc.ice
Child Has Shots

Family as Information No Yes Total
Source
Most b 6 10 -
1 6 22 28
2 2 34 36
Least 0 6 6
Total 12 68 80
X2=9.39 p=.02l46
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Table

A20,1
A20,2
A20.3
A20.4
A20.5
A20,6

A20.7
A20,8

A20.9
A20.10

Components of Table 20

Soclo-Economic Measures
and

Intermediate Measures - Access

Monthly Household Income and Transportation

Monthly Household Income and Satisfaction with Child's
Health Care

Monthly Household Income and Average Wait to see Child's
Health Care Provider v

Monthly Household Income and Form of Payment for Prenatal
Health Care

Monthly Household Income and Medicaid or Other Insurance

Education and Transportation

Education and Form of Payment for Prenatal Health
Care .

Age and Form of Payment for Prenatal Health Care

Racial Minority and Third Party Payment for Prenatal Care
Racial Minority and Medicaid or Other Insurance
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Table A20.1

Monthly Household Income and Transportation

Transportation
Monthly Household Income No Yes Total
$ 0-~250 ‘ 27 38 65
$251 ~ 500 18 43 61
$501 ~ 750 10 58 68
$750 or More 3 30 33
Total 58 169 227
X2=18,14 p=.0004
Table A20,2

Monthly Household Income and Satisfaction with Child's Health Carx

Satisfaction with Child's Health Care

Monthly Household No Yes Total
Income
$ 0-250 5 63 68
$251-500 9 55 64
$501-750 4 | 65 69
$751 or More 0 | 30 30
Total 18 ‘ 213 231
X2=6, 44 p=.0921
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Table A20.3

Monthly Household Income and
Average Walt to See Child's Health Care Provider

Average Walt to See Child's
Health Care Provider

Monthly

Household 1/2hr 1/2 to 1 hr 1-2hrs 2+hrs Total
Incame

$ 0 - 250 25 27 11 6 69
$251 - 500 24 21 19 2 66
$501 - 750 37 20 9 3 60
$750 or More 20 9 2 0 31
Total 106 77 41 1 235
X2=19.42 p=.0218

Table A20.4
Monthly Household Income and Form of Payment for Prenatal Health Ca

Form of Payment for Prenatal Health Care

Monthly Free Medlcaid Private Work r:='t Pay Total
Household Payment Ins.
Ipcome
$ 0-250 7 17 3 0 1 27
$251~500 6 17 11 1. 2 -37
$501~750 5 5 9 13 1 33
$751 or More O 0 7 8 1 16
Total 18 39 30 22 5 114
X2=50.67 p=.0000
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Table A20.5

Monthly Househoid Income and Medicaid or Other Insurance
Medicaid or Other Insurance

Monthly Household ‘ No Yes Total
Income

$ 0-250 32 62 94
$251~500 45 54 99
$501~-750 43 50 93
$751 or Mor-e 9 34 43
Total ‘ 129 200 329

~ X2=10.63 p=.0139
Table A20.6

Education and Transportation

Transportation
Education No Yes Total
9 or less 20 34 54
10 ard 11 22 37 59
12 or More 19 96 115
Total 61 167 228

X2=12,40 p=.0020
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Table A20.7
Education and Form of Payment for Prenatal Health Care

Form of Payment for Prenatal Health Care
Education Free Medlcaid Private Work Can't Pay Total

Payment Ins.
9 or Less 3 14 5 2 3 27
10-11 6 17 4 5 0 32
12 or More 9 7 21 17 4 58
Total 18 38 30 2l 7 117

X2=28. 54 p=. 0004

Table A20.8

Age and Form of Payment for Preratal Health Care
Form of Payment for Prenatal Health Care

Age Free Medlcald 11:%2;;1% ‘Jf:}ongk Can't Pay Total
14-19 7 24 6 3 2 42
20-29 10 13 22 18 4 67
30 or Older 1 2 2 3 1 9
Total 18 39 30 24 7 118
X2=21.42 p=.0061
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Table A20.9 :
Racial Minority and Third Party Payment for Prenatal Care

Third Party Payment for Prenatal Care

Racial Free Medicaid Private Ins Can't Pay Total
Minority
Black 4 12 4 12 2 34
White 13 27 26 12 4 82
Total 17 39 30 34 6 116
X2=9,02 p=.0607
Table A20.10
Racial Minority and Medicaid or Other Insurance

Medicaid or Other Insurance
Racial Minority No Yes Total
Black 31 73 104
White 102 130 232
Total 133 203 336
X2=5,44 p=.0197

147



Components of Table 21

Outcome Measures
and
Intermediate Measures -~ Access

Table

A21.1 Preventive Child Health Care and Transportation
A21.2 - Child Has Shots and Transporation
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Table A21,1
Preventive Child Health Care and Transportation

Preventive Child Health Care

Transportation 0 1 Most Total
No 3 17 30 50
Yes 2 17 119 138
Total 5 34 149 188

X=15,.58 p=.0004

Table A21,2

Child Has Shots and Prenatal Care
Child Has Shots

Prenatal Care No Yes Total
No 5 7 12
Yes 33 152 185
Total 38 159 197
X=2.72 p=.0990
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Table

A22,1
A22,2
A22.3

A22.4

A22.5

Components of Table 22

Intermediate Measures - Resources

Economic Stress and Famlly as Support Network
Economic Stress and Nonemployment Income Sources
Economic Stress and Female Headed Household

Family as Support Network and Nonemployment
Income Sources

Nonemployment Income Sources and Female Headed
Household '
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Table A22.1
Economic Stress and Family as Support Network

Jo~ 3 Support Network

Economic Stress Most Z 3 Least Total

Family Family

Oriented Orlented
Least 13 8 3 1 25
1 9 10 1 0 20
2 12 7 0 0 19
3 15 | 4 2 0 21
4 11 2 0 0 13
Most 6 0 0 1 7
Total 66 31 6 2 105
X2=22,36 p=.0986

Table A22.2

Economic Stress and Nonemploment Income Sources

Nonemployment Income Sources

Economic Stress 0 1 e Total
Least hy 21 4 69

1 35 27 5 67

2 30 25 8 63

3 a2 25 8 54

4 12 29 1 42
Most 8 13 3 24
‘Total 150 140 28 319
X2=30,01 p=.0119
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Table A22.3
Economic Stress and Female Headed Household
Female Headed Household

Economic Stress Yes No Total
Least 11 61 72
1 9 61 70
2 23 Ly 67
3 9 L6 55
4 14 28 42
Most 6 19 25
Total 72 259 331
X2=15,58 p=.0082
Table A22.4

Family as Support Network and Nonemployment Income Source:

Nonemployment Income Sources

Family as Support Network 1 2 3 Total
Most Family Oriented 20 35 9 64

1 22 9 1 32

2 3 1 1 5

Least Family Oriented 2 0 0 2

Total 47 45 11 103
X2=16.25 p=.0125
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Table 22.5
Nonemployment Income Sources and Female Headed Householc¢

Female Headed Household

Nonemployment Incame Yes No Total
Sources

0 16 142 158
1 57 89 146
2 4 26 30
3 0 1 1
Total 77 258 335
X2=37.90 - p=.0000

153

159




Components of Table 23

Intermediate Measures -~ Resources
and

Intermediate Measures - Information
Table

A23.1 Economic Stress and Birth Control Knowledge
A23.2 Support Network and Birth Control Knowledge

A23.3 Famlily as Support Network and Family as
Information Source

A23.4 Nonemployment Income Sources and Birth Control
Knowledge

A23.5 Nonemployment Income Income Sources and Famlly as
Information Source

A23.6 Nonemployment Income Sources and Knowledge of Prenatal
Conditions :

A23.7 Nonemployment Income Sources and Knowledge of Serious
Prenatal Conditions

A23.8 Female Headed Household and Good Opinion of Breast Milk
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Economlic Stress and Birth Control Knowledge
Birth Control Knowledge

Economic Stress No - Yes Total
Least 6 66 72
1 5 65 70
2 61 67
3 10 45 55
4 2 4o 42
Most 6 18 2l
Total 35 295 330
X2=11.56 §=.0414
Table 23.2

Support Network and Birth Control Knowledge
3irth Control Knowledge

Support Neﬁwork No Yes Total
Least 1 0 1

2 3 13 16

3 7 47 54

it 5 87 92
Most 6 58 64
Total 22 205 227
X2=13.39 p=.0095
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Table A23.5

Nonemployment Income Sources and
Family as Information Source

Family as Information Source

Most Least
Nonemployment Income Family 1 2 Family Total
Sources Orlented Orliented
0 4 8 25 5 42
1 6 21 13 1 b3
2 0 4 4 1 9
Total 10 33 42 7 92
X2=13,90 p=.0308

Table A23.6

Nornr. 7oyment Income Sources and
hevy 5@ of Prenatal Conditions

Knowl et:ze of Prenatal Conditions

Nonemployment Income

Sources 0~4 5-6 78  9~10 Total
0 9 15 56 76 156
1 12 22 34 75 143
2 9 3 6 12 30
Total 30 40 96 163 329
X2=26.04 p=.0020
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Table A23.7

- Nonemployment Income Source and
Knowledge of Serious Prenatal Conditions

Knowledge of Serious Prenatal Conditions

Tocoms Ssuroe 0-2 34 5  Total
0 33 T 48 158
1 - 36 52 57 145
2 12 12 , T 31
Total 31 143 112 334
X2=11,23 p=.0814

Table 23.8

Female Headed Household and
Good Opinion of Breast Milk

Female Headed Household

Good COpli:u - ™

Breast Milk Yes No Total
Best 25 116 141
Same as Formula 15 49 64
Formula Better 14 21 35
Total 54 186 240
=8, 02 : p= .0181
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Components of Table 24

Intermediate Measures -~ Resources

and
Intermediate Measures ~ Access

Table

A24,1  Economlc Stress and Transportation

A24.2 Economlc Stress and Average Wait to See Child's Health Care
Provider

A24.3 Economic Stress and Medicald or Other Insurance

A24.4  Support Network and Medicald or Other Insurance

A24.5 TFamily as Support Network and Transportation

A24.6 Family as Support Network and Satisfication with Child's
Health Care

A24.7 Nonemployment Inccme Sources and Transportation
A24.8 Nonemployment Income Sources and Form of Payment for
Prenatal Health Care

" A24.,9 Female Headed Household and Transportation
A24,10 Female Headed Household and Average Wait to See Child's

Health Care Provider

A24.11 Female Headed Household and Form of Payment for Prenatal
Health Care
A24.12 Female Headed Household and Medicaid or Other Insurance
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Table A24,.1

Economic Stress and Transportation

Trausportation
Economie Stress No Yes Total
Least 9 L6 55
1 2 43 45
2 ‘ 16 35 51
3 10 29 39
b ' 8 12 20
Most _ 11 6 17
Tctal 56 171 227
X2=30.39 p=. 0090

Table A24,2

Economic Stress and Average Wait to See Child's
Health Care Provider

Average Walt to See Child's
Health Care Provider

Economic Stress 1/2 hr 1/2=-lhr 1 1/2 hrs 2 1/2+ Total

or less hrs

Least 35 12 3 2 52
1 29 16 2 1 48
2 19 48 10 h 51
3 27 28 25 3 83
4 ? ? ? ? ?
Most 2 o " " "
Toval 110 T4 Lo 10 234
X2= 41,31 P=.0003
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Table A24.3
Econoimde Stress and Medicald or Other Insurance

Medicaid or Other Insurance

Economic Stress No Yes Total
Least 19 53 72

1 25 42 67

2 _ a4 42 66

3 28 27 55

4 17 25 42
Most 14 11 25
Total 127 200 327
X2=11.45 p=.0431

Table A24.4

Support Network and Mediecaid or Other Insurance

Medicald or Other Insurance

Support Network No Yes Total
Least 2 0 2
2 9 7 16
3 17 36 53
4 30 62 92
Most a8 35 63
Total 86 140 226
X2=8.56 p=.0732
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Table A24,5
Famlly as Support Network and Transportation

Transportation

Family as Support No Yes Total
Network
Most Family Oriented 21 Ly 65
1 2 28 30
2 0 6 6
Least Family Oriented 2 0 2
Total 25 78 103
X2=15,51 P=,0014

Table A24,6

Family as Support Network and Satisfaction with
Child's Health Care
Satisfaction with Child's
Health Care
Family as Support Network No Yes Total
Most Family Oriented 1 62 63
1 4 29 33
2 0o 5 5
Least Family Orienton 1 1 2
Thtal ' 6 97 103
X2=11.87 p=.0078
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Table A24.7
Nonemployment Income Sources and Transpuirtation

Transportation
Noriemployment Income Sources No Yes Total
0 16 93 109
1 38 63 101
2 6 14 20
Total 60 170 230
X2=14,49 p=.0007
Table A24.8

Nonemployment Income Sources and Form of Payment for Prenatal Heal

Torm of Payment for Prenatal Health Care

Nonemployment
Income
Sources Free Medlcaid Private Work Can't Pay Total

Payment Insurance
0 8 10 19 17 2 56
1 9 22 7 4 3 45
2 1 5 2 1 2 11
Most 0 0 1 0 0 1
Total 18 37 20 22 7 113
X2=25,02 p=.0147
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Table A24.9
Temale Headed Household and Transportation

Transportation
Female Headed Household No Yes Total
Yes 27 28 55
No 34 150 184
Total 61 178 239
12=19.30 p=.0000

Female Headed
Household

Yes
No
Total

X2=6. 44

Table A24.10

Female Headed Household and Average Walt to
See Chlld's Health Care Provider

Average Walt to See Child's
Health Care Provider

1/2 hr 1/2-1lhr 1-2 hrs 2+ Total
or less hrs

18 22 12 4 56

96 57 29 7 189
114 79 41 11 2U5

p=.0921
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Table A24,11

Female Headed Household and
Form of Payment for Prenatal Health Care

Form of Payment for Prenatal Health Care

Female Free Medicaid Private Work Can't Pay Total

Headed Payment Ins.

Household .

Yes 4 16 L 2 O 26

No 14 23 26 22 7 92

Total 18 39 30 24 7 118
“xo=14.11 p=. 0069

Table A24,12
Female Headed Household and Medicald or Other Insurance
Medicald or Other Insurance

Female Headed No Yes Total
Household
Yes 16 65 81
No 119 144 263
Total 135 209 344
X2=15, 83 p=.0001
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Table

A5.1
A25,.2

A25.3

A5.4

Components of Table 25

Intermediate Measures -~ Information

ripth Control Knowledge and Knowledge of Prenatal
Conditions

Birth Control Knowledge and Knowledge of Serlous Prenatal
Conditlons

ﬁbﬂi%i as Infcrmation Source and Good Opinion of Breast

Good Opinion of Breast Milk and Knowledge of Prenatal
Conditions
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Table A25.1

Birth Control Knowledge and Knowledge of
Prenatal Conditions

Knowledge of Prenatal Conditlons

Birth Control 0-4 5-6 6-8 9-10 Total
Knowledge
No 5 10 14 11 49
Yes 25 32 87 158 302
Total 30 42 101 169 342
X2=11.55 p=.0091

Table A25.2

Birth Control Knowledge and Knowledge of Serious Prenatal Conditions
Knowledge of Serious Prenatal Conditions
Birth Control

Knoweldge 0~2 3-4 5 Total
No 1y 21 5 10
Yes ' 69 128 110 307
Total 83 19 115 347
X2=9.10 p=.0106
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Family as Information

Source

'+ Most

Total
X2=14.16

Opinion of
Breast Feeding

Best

Same as Formula
Formula Better
Total

X2=24.66

Table A25.3

Family as Information Source and
Good Opinion of Breast Milk

Good Opinion of Breast Milk

Breast Same Formula
milk best better Total

5 3 3 11
18 7 7 32
32 10 1 43
3 4 0 7
58 2l 11 93

p=.0279

Table A25.4

Good Opinion of Breast Milk and
Knowledge of Prenatal Conditions

Knowledge of Prenatal Conditions

Otold 5and 6 7 and 8 9 and 10 Total

8 18 37 7 140

6 9 17 30 62
11 4 10 8 33
25 31 64 115 235
p=.0004
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Components of Table 26

Intermediate Measures ~ Access
Table
A26.1 ‘Transportation and Average Walt to See Child's Health

Care Provider
A26,2 Transportation and Satisfaction with Child's Health Care
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Transportation

No

Yes
Total
X2=7.39

Transportation

No

Yes
Total
X2=2,63

Table A26.1

Transportation and Average Wailt
To See Child's Health Care Provider

Average Walt to See Child's
° Health Care Provider

1/2 1/2 to lto2 2hrs Total

hr, 1hr hours or More
21 21 14 4y 60
89 57 21 6 173
110 78 35 10 233
p=.0605
Table A26.2

Transportation and Satisfaction with
Child's Health Care

Satisfaction With Child's Health Care

No Yes Total
8 51 59
10 161 171
18 212 230
p=.1051
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