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RECENT TRENDS IN INFANT MORTALITY IN OREGON

Health Division 1996 Vital Reduction in SIDS mortality may also ultrasound has led to elective abortion of

Statistics Annual Report containspe due, in part, to higher percentages offetuses that, if born, might have died in
among other things, good news about women who breastfeed their children, ainfancy. The March of Dimes and the
infant mortality, which has reached the health behavior known to reduce the rislOregon Health Division are working
lowest level ever: 5.6 infant deaths per of SIDSSBreast feeding increased in  together to increase awareness about the
1000 live births, a 32% reduction from Oregon from 1990 to 1996, including a benefit of folic acid supplements.

THE RECENTLY RELEASEDOregon  and led to sharp reductions in SIBS.  increasedn uterodiagnosis of NTDs by

1990 to 1996 (figure below)infant 26% increase among mothers on WIC SUBSTANCE USE BY PREGNANT
mortality rate (IMR) is a measure of the (Special Supplemental Nutrition Pro- WOMEN
health of a population. It is sensitive to gram for Women, Infants, and Chil- Pregnant womens’ use of tobaced’

the effects of poverty, education, nutri- dren)? Still, SIDS mortality both before alcohol® or cocainé; behaviors associated
tion, environmental exposures, stress, aadd after the “Back to Sleep” campaign Wwith increased infant mortality, have been
changes in the quality and accessibility &f twice as high in Oregon and other  steadily decreasing in Oregon since 1990.
medical care. The IMR in the United  Northwestern states as it is in the easterfEEN BIRTHS

States is 22nd among the 62 nations witdnited State$. Infant mortality is higher for the babies

complete vital statistics3 NEONATAL INTENSIVE CARE of mothers 10 to 17 years old than for
Infant mortality in the United States ~ Babies born with very low birth- babies of older mothers: *> **Unfortu-

has decreased steadily since the begin-weight (less than 1500 grams or 3 nately, the teen birth rate in Oregon in-

ning of the twentieth century. Reductionpounds and 3 ounces) are the babies creased 6% from 1990 to 1996. In contrast,
of infant mortality early in the century  most likely to die from complications of national teen birth rates declined 17% from
occurred with decreases in infectious  prematurity. Despite a modest increase 1991 to 19987 We hope that teen pregnan-
disease transmission. Reduction since thethe number of Oregon infants born  Cy prevention programs in Oregon will
1950s is related to improvements in the with very low birth weight from 1990 to reduce teen births in coming years, and so
medical care of premature infants. This 1996, there has been a 26% reduction ifurther reduce infant mortality.
CD Summaryliscusses some of the their death rates. Improvements in (peri-UNINTENDED PREGNANCIES
factors that contributed to the decline ofnatal) and neonatal medical care account Infant mortality for unintended pregnan-
infant mortality in Oregon from 1990 to for the dramatic improvement in the  cies ishigher than for intended pregnan-
1996, and some areas that need attentisurvival of these small babies. New cies!’® We expect to decrease unintended
SIDS therapies include surfactant for prema- pregnancies because of recent expansions
There was a 54% decrease in sudderture newborns and antenatal steroids foin eligibility for contraceptive services for
infant death syndrome mortality from  women in preterm labor. Oregon birth poor and working women, amgcause of
1990 to 1996; this was over half of the certificate data show that twenty years increased awareness and availability of
decrease in IMR. Reduction in SIDS  ago a baby with a birth weight of 1000 post-coital contraception (“morning-after
mortality is, in turn, mostly due to “Backgrams had about a 50% chance of sur- pills”). The advent of medical (nonsurgi-
to Sleep” — placing infants on their backiving the first year; that baby now has cal) abortion may have an effect on these

to sleep instead of on their stomachs. Thldout a 90% chance of survival. numbers?
“Back to Sleep” campaign began in 1998EURAL TUBE DEFECTS & FOLIC CONCLUSION
ACID Despite the overall reduction of infant
Oregon Infant Mortality Rates Some neural tube defects (NTDs), mortality, not all the news is good. Infant
especially anencephaly, cause infant  mortality is not evenly distributed in the
Rate per 1000 v bitths death® Publicity since the early 1990s population. Substance-using women and
1 about how well folic acid prevents teens, and women witlmintended preg-
8" 5 NTDs has prompted more women to  nancies have higher rates of infant mortal-
\"'—'\L take 400 micrograms of folic acid daily ity, as do women with low education, low

6 — - . .
(from supplements or fortified food¥). income, low social support and no prenatal

This simple nutritional behavior change care. Oregon does not provide universal
2 may have led to a decrease in NTD-  public medical insurance for pregnant
related infant deaths. Furthermore, women, leaving some of these women
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perinatal mortality: a multivariate approach to

than twice as high as white infant mortal- ihweignt standardization. Int J Epidemiol to ask vaccine manufactures to remove
ity, and the disparity is increasiffigThe 1992;21:1097-1105. ~ thimerosal from vaccine formulations.
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