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Introduction & Background

 Disparities in maternal and infant health have been observed in different racial 

and ethnic populations and women of low socioeconomic status (CDC, 2004).  

Consistently, substantial differences in rates of poor birth outcomes according to 

socioeconomic status have been reported in the last twenty years (Kramer et al., 2001).  

The benefits of prenatal care show promising results in improving the birth outcomes of 

pregnant women (Livingood et al., 2010).  Yet, socioeconomically deprived women are 

not utilizing this imperative intervention which increases the risk factors for this group of 

women.  Currently there are several community based interventions being implemented 

and researched in hopes to increase the use of prenatal care, therefore decreasing the 

disparities in the birth outcomes of socioeconomically deprived women.  

 The United States Government program Healthy People 2010, calls for a decrease 

in infant mortality rates and an elimination of racial the disparity in the infant mortality 

rates of United States children (Collins, Wambach, David & Rankin, 2008).  According to 

Morales et al. (2005), an African American infant born today is twice as likely to die 

within the first year of life, than a Caucasian infant. Unfortunately there is a direct 

correlation between race, socioeconomic status, and poor birth outcomes.  The trifold 

connection between race, socioeconomic status, and poor birth outcomes, is also shown 

in the increase of low birth weight cases found in women from impoverished 

neighborhoods.  Women that grow up in low-income neighbor-hoods are at risk of having 

low birth weight babies (Collins et al., 2008).  Healthy People 2020 (2011) states, “Social 

determinants for maternal health include prepregnancy health behaviors and health 
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status” (Bryant, Worjoloh & Caughey, 2010, p. 335), which are influenced by a variety of 

environmental and social factors such as access to health care and chronic stress 

(Williams & Collins, 1995).  The social determinants that influence maternal health also 

affect pregnancy outcomes and infant health.  

Racial and ethnic disparities in infant mortality exist, particularly for African 

American infants.  There is an abundance of research regarding the lower birth weight 

rates of infants born to socioeconomically disadvantaged (SED) women compared to 

women of higher economic status.  SED women have been statistically proven to have a 

higher percentage of infants born with low birth weights (Astone, Misra & Lynch, 2007).  

Being an African-American woman, who is also low income, raises these statistics.  

African-American women have been shown to have three times the incidence of having 

infants with low birth weights as compared to Caucasian women (Collins et al., 2008).

Child health status varies by both race and ethnicity, as well as by family income 

(Larson & Halfon, 2010) and related factors, including educational attainment among 

household members and health insurance coverage (Larson et al., 2008).  Low maternal 

education is a major factor in SED women’s birth outcomes.  SED mothers who were 

children of mothers who were also SED women were at an even greater risk of having a 

low birth weight child.  This interaction between mothers and grandmothers both being 

socioeconomically deprived is consistent with the theories connecting the significant 

stressors that this population lives with has a connection with maternal socio-economic 

status and infant health (Astone, Misra & Lynch, 2007).  
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 The need for teaching regarding the benefits of the pre-conception health of low-

income women is apparent.  Low socioeconomic status and inadequate iron intake put 

SED women at risk for Iron deficiency anemia (Leblanc & Rioux, 2007).  Education on 

proper nutrition, adequate folic acid and iron intake throughout the childbearing years for 

SED is also needed.  Several recent studies have reported that neural tube defects (NTD) 

related to inadequate folic acid intake are more common in socioeconomically deprived 

women (Grewal, Carmichael, Song & Shaw, 2009).  

Tobacco and alcohol use prior to and during pregnancy are both risk factors for 

negative birth outcomes.  Smoking during pregnancy is a preventable cause of infant 

mortality, preterm delivery, and low birth weights (Tran, Rosenberg & Carlson, 2009).  

While alcohol use during pregnancy is the preventable cause of fetal alcohol syndrome, 

low birth weight, preterm delivery, placental abnormalities and infant mortality 

(Armstrong et al., 2009).  

There is evidence that suggests prenatal interventions, which target the negative 

health behaviors of tobacco and alcohol use improves the birth outcomes of SED women 

(Livingood et al., 2010).  While prenatal interventions that educate and encourage the 

consumption of adequate folic acid and iron through multivitamins and promote a healthy 

diet, prior to and during pregnancy are also successful in improving their birth outcomes.  

(Livingood et al., 2010).  Evidence also demonstrated that such pre-pregnancy 

interventions have significant impacts on early prenatal care utilization (Livingood et al., 

2010). 
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 SED women also need to be encouraged to breastfeed.  The current rate of 

breastfeeding SED women is well below the goals set by Healthy People 2010 goals.  

Healthy people calls for 75% of women to initiate breastfeeding.  The benefits of 

breastfeeding are increasingly important for this population of infants since they are 

already at risk for poor health outcomes (Racine, Frick, Guthrie & Strobino, 2008).  With 

the current infant mortality rates, an increase in women who continue to breastfeed 

throughout the first year of life is needed.  Interventions that include antenatal 

breastfeeding education and postnatal lactation support significantly improve exclusive 

breastfeeding rates (Su, Chong & Chan, 2007).

Significance

 As stated previously, Healthy People 2010 (2011) calls for a decrease in US infant 

mortality, and an elimination of the racial disparity in infant mortality rates (CDC, 2006).  

The most significant findings regarding perinatal epidemiological research are: the large 

socio-economic disparities in their birth outcomes such as perinatal and infant mortality, 

low birth weight, intrauterine growth restriction (IUGR), and preterm birth (Kramer et al., 

2001).  

 Nurses need to be aware of the severity of these disparities within this population 

group of women.  Nurses that are educated regarding this population will be able to 

assess the probability of SED women suffering from poor birth outcomes early.  With 

early assessment and early evidence based interventions, nurses will be more equipped to 

come up with plans of care that make positive changes in the birth outcomes of these 

women.  The information gained from this SRR could be used as interdisciplinary 

8



teaching for physicians and staff.  If these risk factors are identified early and 

interventions are put in place as a result, the healthcare provider team will accomplish an 

important step in possibly lowering minority infant mortality rates in addition to working 

toward the health standard goals set by Healthy People 2010 & 2020.

The US Department of Health and Human Services system, utilizing The 

Pregnancy Risk Assessment Monitoring System (PRAMS), further proves the 

significance of this subject.  PRAMS is an ongoing state and population based system put 

in place to monitor selected maternal behaviors and experiences that occur, before, during 

and after pregnancy in women who have successful live births (CDC, 2006).  This system 

was put in place to address the goals set by Healthy People 2010 (2011). 

Research Question

 It is well established that SED women have increased rates of poor birth outcomes 

and that prenatal care can improve the birth outcomes of all women.  Therefore this 

research seeks to answer the question, “In socioeconomically disadvantaged women, 

what interventions decrease the occurrence of poor birth outcomes?”  By determining the 

best practice interventions for SED women their birth outcomes can be improved.    

Purpose Statement

This SRR will attempt to identify evidence based practice nursing interventions 

for SED women.  The results of effective policies and services provided for SED women 

that have shown to improve their birth outcomes will be reviewed.  The researcher will 

explore healthcare provider, public health, and nursing evidence based practice 

interventions currently used to improve the birth outcomes of low income women.  The 
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researcher will also review and provide current recommendations to improve the nutrition 

and preconception health and care of SED women.  

Study Variable

 The research variable of this study is nursing interventions to decrease poor birth 

outcomes.  A nursing intervention is an action, treatment, or procedure done to achieve a 

positive outcome to a diagnosis (nursing or medical) (Saba, 2007).  Poor birth outcomes 

are any negative health outcomes for mother or baby related to pregnancy.  Maternal 

health indicators include, but are not limited to pre pregnancy weight status, maternal 

weight gain, anemia, diabetes, hypertension, smoking and drinking during pregnancy 

(CDC 2001).  Infant health indicators include but are not limited to birth weight, preterm 

birth, full term low birth weight and breastfeeding initiation (CDC 2011).  Poor birth 

outcomes can include low birth weight, neural tube defects, iron deficient anemia, infant 

mortality, premature rupture of membranes and preterm birth.  An infant born weighing 

less than 5 lbs 8 ounces (2500 grams) is considered to have a low birth weight (CDC 

2011).  Neural tube defects are defects of the spinal cord and brain, the two most 

common are spina bifida and anencephaly (Grewal et al., 2009).  According to the 

A.D.A.M. Medical Encyclopedia iron deficiency anemia is defined as a condition in 

which the body does not have enough iron so it either makes fewer red blood cells or red 

blood cells that are too small (PubMed, 2011).  Infant mortality is defined as the number 

of infant deaths (one year of age or younger) per one thousand (U.S. DHHS, 2006).  

Premature rupture of membranes occurs when the amniotic sac ruptures after 37 weeks 

and prior to the onset of labor.  The scholarly research articles used in this study examine 
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the disparities in the birth outcomes of SED women and address the need for more 

community based nursing interventions in SED women’s healthcare.  

Methodology: Sources of Evidence

 Evidence based practice literature was sought that identified nursing intervention 

to decrease poor birth outcomes.  The inclusion criteria included those with populations 

of socioeconomically disadvantaged women.  It included pregnant women at or below the 

poverty level.  It also included articles regarding maternal and infant health interventions.  

Articles that did not mention SED women specifically were excluded.  Snowballing was 

used by recovering references from broad topic articles to get to specific answers related 

to the research question.  There were no age restrictions and no journals were used less 

than level 4 evidence.  Clinical guideline used is included as an Appendix A.

 The key search words used for this systematic research review included: poverty, 

pregnancy, low income, birth outcomes, and prenatal interventions.  All of the sources 

used were through EBSCO Host, CINAHL Plus with Full Text.  It provides indexing for 

4,500+ nursing & allied health journals and the full text of 770+ journals and 275 books 

and monographs.  Google and other search engines were used to find government 

sponsored sites including Healthy People (http://www.healthypeople.gov) and Centers for 

Disease Control (http://www.cdc.gov).  Clinical guidelines were found by way of a 

Google search for clinical guidelines resulting in the National Guideline Clearinghouse 

(http://www.guideline.gov).  

 CINAHL Plus was chosen because it offered current nursing and allied health 

journals that contained relevant scholarly information in full text and PDF format.  
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EBSCO host was my chosen database because it allows you to create an account at no 

cost where you can save searches in a folder that you can come back to at your 

convenience.

Clinical Guidelines

 The findings of each article used for this systematic research review indicated a 

correlation between being a SED woman and poor birth outcomes.  After extensive 

searching of several web-based sources, one clinical guideline was found specific to 

improving the birth outcomes of SED women.  National Clearing House provided the 

guideline, Improving the Nutrition of Pregnant and Breastfeeding Mothers and Children 

in Low-Income Households (2008).  This clinical guideline deals specifically with the 

nutrition needs of SED women and those who may be eligible for Healthy Start benefit.  

The evidence based practice interventions found within the articles used for this research 

stayed true to the standards set by the guideline.  They addressed nutrition, 

supplementation, weight, and breastfeeding.  The research done for this systematic 

research review supports the need for more clinical guidelines that incorporate the 

socioeconomic status of women and interventions that will decrease the occurrence of 

poor birth outcomes in their lives.   

Findings 

 Eight articles were used for this SRR and all literature was obtained from 

scholarly peer reviewed journal articles.  Journals levels of evidence were no lower than 

level IV.  Three articles had qualitative aspects; each was used in conjunction with 

another type of analysis.  Two articles used secondary data along with quasi-experimental 
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and qualitative research effort.  The third article with a qualitative component was used to 

analyze women in a cohort study.  Four randomized controlled studies were used and one 

systematic research review.  The qualitative portions provided audit trails to assure the 

credibility of their findings.  The level of evidence for the articles used did not go below a 

level four.  The objectives of each article were stated clearly.  Data retrieved from reliable 

government sources was used consistently throughout the articles used.  

The Centers for Disease Control and Prevention conducted several studies that 

collected information from clinics and hospitals throughout the US, which was used 

throughout the articles.  They also set up a study called surveillance for Disparities in 

Maternal Health - Related Behaviors-- Selected States, Pregnancy Risk Assessment 

Monitoring System (PRAMS), which was also used several times within the articles.  The 

concerns of Healthy People 2010 and 2020 were also referenced throughout the articles.  

Healthy People is government run and provides science-based, 10 year national 

objectives for improving the health of the US population (US Dept. of Health & Human 

Services, 2011).  The qualitative articles also provided examples of scholarly rigor, 

member checks, confirmability, and dependability.   

 Studies found that despite current prenatal interventions there continues to be 

major disparities in this population.  Six of the eight articles focus on interventions 

tailored for SED women.  While the other two articles which discuss breastfeeding and 

weight loss both make mention of the need for more research on specific interventions for 

SED women in addition to their current studies.  The articles provide a picture of the 

connection between race, ethnicity, socioeconomic status, income, and poor birth 
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outcomes (neural tube defects, infant mortality, low-birth weight, breastfeeding cessation, 

placental problems and preterm birth).    

Nutrition 

 The overall health of SED women was addressed in the clinical guideline and also 

within the articles.  In relation to physical health, women with lower income and 

education had less use of prenatal vitamins.  The research found focused on the use of 

prenatal supplements that included iron and folic acid.  SED women were shown to have 

a higher incidence of iron deficiency anemia and neural tube defects.  Deficits in folic 

acid put them at an increased risk for spina bifida and anencephaly (Grewal, 2009).  Iron 

deficiencies in mothers led to iron deficiencies in their children.  The intervention of 

providing prenatal supplements containing 60 mg of iron to the mothers used in the study 

had no statistically significant effects (Lebalnc & Rioux, 2007).  However, the 

researchers still made recommendations encouraging an increased dietary intake of 

bioavailable iron and supplements including iron during prenatal interventions since 

many women have low iron stores before pregnancy (Leblanc & Rioux, 2007).  

 In improving the overall health of SED women the research also addressed 

maternal weight.  Weight gain as a result of pregnancy is a concern for childbearing 

women (Walker, 2007).  Interventions including restricting diet and increasing exercise 

showed positive results.  The women who participated in the different weight loss 

management programs all had a decrease in their mean weight.  Although Walker did not 

focus her research on SED women she mentioned the need for continued research to 
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develop interventions for managing weight during pregnancy and postpartum, especially 

for SED and minority women (Walker, 2007).  

Breastfeeding 

Mentioned in many of the articles regarding various prenatal interventions, 

breastfeeding continued to be addressed.  Postnatal home visits with SED women used to 

support longer duration of breastfeeding were suggested by Leblanc and Rioux.  

Unfortunately, infants born to SED women who desperately need to be breast fed because 

of their already proven rates of poorer health status are breast fed at lower rates (Racine, 

Frick, Guthrie & Strobino, 2008).  SED women have significantly lower rates in initiating 

breastfeeding and even lower rates in continuing to breast feed through the first six 

months to one year of their infants’ lives (Racine et al., 2008).  By breastfeeding SED 

women would improve the health status of their infants, therefore, possibly improving 

their mortality.  

Interventions from a randomized clinical trial that provided antenatal education 

and postnatal support regarding breastfeeding had positive results.  Women who received 

pre and postnatal education had higher rates of continuing to breastfeed exclusively 

through the first 6 months postpartum than those who only received routine obstetrical 

care.

Teaching 

   Studies showed education regarding the negative effects of smoking and alcohol 

use during pregnancy, along with counseling regarding smoking and alcohol use 

cessation to be beneficial.  Having a low birth weight infant has been connected to 
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alcohol use and smoking.  SED women have shown to have higher rates of smoking and 

alcohol use during pregnancy.  The Illinois Family Case Management Program found that 

women who smoked, were over 35 year of age, who had pre-term delivery or who were 

black non-Hispanic race were at significant risk for delivering low birth weight infants 

(Silva, Thomas, Caetano & Aragaki, 2006).  The Early Start Plus group which consisted 

of majority SED and minority women showed positive results with counseling by 

decreasing the occurrence of drinking in their population.  Decreasing the amount of 

alcohol use by their participants they were able to decrease the occurrence of low birth 

weight infants, preterm labor, and preterm birth (Armstrong, 2009).  The Early Start Plus 

program uses counseling similar to the counseling put in place be the Oregon Pregnancy 

Risk Monitoring System (PRAMS).  Their intervention included monitoring the rate at 

which SED women were counseled regarding smoking cessation.  Smoking during 

pregnancy also has negative effects on birth outcomes (Tran, Rosenberg, Carlson, 2010, 

p. 901).  Women who receive the five 5 A’s (Ask, Advise, Assess, Assist, Arrange) 

regarding smoking cessation have higher rates of success than those who do not.  

Case Management

 Case management interventions have shown to have the best results with SED 

women according to the research found within this research.  Early Start Plus, Magnolia 

Project, Illinois Family Case Management and the women in the Oregon PRAMS group 

were all different forms of case management interventions.  The Magnolia Project looked 

at the incidence of poor birth outcomes and low birth weight and developed interventions 

to improve the birth outcomes of SED women.  Their interventions included providing 
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outreach, education, and support for well women care, prenatal care, and other services 

for SED women.  They also increased the availability of case management for at-risk 

SED women.  With case management, SED women showed a decrease in repeat sexually 

transmitted diseases.  Using case management, they were able to not only see a decrease 

in the incidence of low birth weight infants, but they also showed a decrease in infant 

mortality rates (Livingood, 2009).  The Family Case Management Program was also 

successful in lowering the rates of lower birth weight infants born to women in their 

program.  Although nursing interventions decrease poor birth outcomes.  More research 

like this is needed to gather further evidence based interventions that actually improve 

this specific population of women’s birth outcomes.

 The U.S. Department of Health and Human Services (HHS)’s Health Resources 

and Services Administration (HRSA) funds another community intervention that 

combines case management with other aspects is called Healthy Start.  Culturally 

appropriate services, case management, and health education are currently being used to 

determine their effects on positive birth outcomes.  The patients receive home visits, 

prenatal, postpartum care from their case managers and remain in the program for two 

years, to ensure positive birth outcomes and improved women’s health.  Some projects 

have seen a decrease in infant mortality rates and an increase in the amount of mothers 

who receive prenatal care.  There has also been a decline in the percentage of low birth 

weight infants (Minority Nurse 2010).  Although these results are also encouraging there 

are still significant disparities in this population of women.   
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Implications for Nursing Practice

 The research found in this SRR clearly identifies the need for more evidence 

based practice nursing interventions related to SED women.  Nurses play an intricate part 

in their patient’s lives.  Nurses need to be educated on the needs of SED women in order 

to make early assessments of risk factors.  It’s important for nurses to recognize the stress 

that SED women face in their lives and how it can lead to poor birth outcomes.  

Throughout these women’s lives many of them have dealt or are dealing with racism, 

poverty, unemployment, poor housing, and violence (Minority Nurse, 2010).  Nurses 

need a greater variety of current evidence based practice interventions developed.  A 

more prevalent supply of interventions will improve the occurrence of early assessments 

relevant to SED women’s specific needs and their risk factors.  Being able to recognize 

not only the medical, but also the social factors affecting these women during the nursing 

assessment process should be implemented (Minority Nurse, 2010).  

Nurses need to promote prenatal classes.  Using the current evidence based 

practice interventions regarding smoking and alcohol use cessation, maintaining a healthy  

weight and proper nutrition with diet and supplements, nurses can determine the best plan 

of care specific for this population of women.  

Nurses should pursue continuing breastfeeding education with the International 

Board of Certified Lactation Consultants or Le Leche League International.  Nurses also 

need to educate expectant mothers on breastfeeding throughout pregnancy and after birth.

Nurses need to stay abreast of current evidence based practice interventions, as 

they arise, to assist in improving the birth outcomes of SED women.  To help with this 
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process nurses should be involved in community programs like Healthy Start and the 

Magnolia project and can demonstrate positive birth outcomes through their patients.  As 

nursing continues to grow and prosper as a profession, nurses can use their influence to 

contribute to the development of evidence-based practice interventions.  By 

demonstrating positive birth outcomes nurses can show how nursing interventions have a 

direct influence on patients lives (Minority Nurse 2010).     

Conclusions

 The U.S. and world healthcare authorities are realizing and addressing the 

disparities in socioeconomically deprived women’s maternal and infant health.   

Maternal health, infant health, and positive birth outcomes are influenced by 

sociodemographic factors such as family income, access to healthcare, and pre-pregnancy 

health behaviors (U.S. Dept. of Health and Human Services, 2011).  Interventions to 

reduce infant mortality rates in socioeconomically deprived women should include 

prenatal care and improvements in women’s health (Livingood, et al., 2009).  

More nursing interventions that include prenatal care, breastfeeding education, 

healthy weight and diet counseling, and smoking and alcohol cessation, specific to SED 

women are needed.  The findings showing a decrease in the occurrence of poor birth 

outcomes included in this systematic research review are encouraging in several ways.  

While socioeconomic status has shown to play a part in these women’s birth outcomes.  

Getting out into the community and teaching women about the importance of improving 

their health and prenatal care have shown to be an important step in intervening in their 

birth outcomes.  
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The need for a woman’s socio-economic status to be addressed in their healthcare 

plan is evident.  Community health nurses provide an integral part of any government-

funded or social health care program because they spend the majority of their time in the 

community with the population that they serve.  By building therapeutic relationships 

with SED women community health nurses are in a great position to influence the 

decisions and behaviors of SED pregnant women and their families (Minority Nurse, 

2010).  Healthcare providers should provide encouragement and education regarding 

proper pre pregnancy, maternal, and postpartum health.  The sparse amount of clinical 

guidelines specific to improving the birth outcomes of these women is unacceptable.  

As discussed in this SSR, there are generous amounts of research completed 

demonstrating the disparities in SED women’s birth outcomes.  Infant mortality, low birth 

weight, poor maternal health and many others continue to be problem in the U.S. 

(USDHHS, 2011).  A larger variety of clinical guidelines are needed in order for nurses, 

along with the healthcare team, to be able to continue supplying women with relevant, 

evidence based education and health care services.

Nurses can help end disparities in SED women with quality education and 

therapeutic support.  Birth is a blessing for all women, no matter their socioeconomic 

status.  “Behold, Children are a heritage from the Lord, the fruit of the womb a 

reward” (Psalm 127:3)
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Appendix A

Clinical Guideline

Guideline Title

Improving the nutrition of pregnant and breastfeeding mother and children in low-income 

households.

Gudeline Objectives

To evaluate the effectiveness and cost-effectiveness of public health interventions to 

improve nutrition of pregnant women, breastfeeding mothers, and infants and children in 

low-income households.   

Target Population

• Women who are pregnant or may become pregnant

• Breastfeeding mothers

• Parents of infants and children under age 5 years, including children under age 4 

years who may be eligible for Healthy Start benefit

• Health professionals and support workers who care for infants and children under 

age 5 years

• Infants and children up to 5 years of age

Note: This guideline focuses particularly on pregnant women, mothers and children from low-income or 

other disadvantaged backgrounds.

Interventions and Practices Considered

1.  Training of professionals for providing nutrition advice and support to women 

who are pregnant or who may become pregnant, breastfeeding mothers, and 

parents and others who care for infants and children under age 5 years
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2. Nutrition during pregnancy

• Balanced diet

• Dietary supplementation

• Folic acid

• Vitamin D

• Overweight and obesity

3. Maternal nutrition after pregnancy

• Healthy diet

• Prescription drugs

• History of allergies

4. Infant and child nutrition

• Nutritional needs

• Promotion of and support for breastfeeding 

• Use of infant formula

• Health Start program

• Child health promotion

• Weighing regularly

• Breastfeeding in public places

• Support at home

• Preschool settings 

• Universal services

• Healthy family nutrition
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Major Outcomes Considered

• Prescription rates for vitamin D and folic acid supplements

• Rate of exclusive breastfeeding

• Rate of mixed feeding

• Rate of Health Start enrollment

• Incidence of low birth weight

• Incidence of neural tube defects

• Incidence of rickets
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Appendix B

Table 1

Research Evidence and Scope of Evidence
Author(s) Title Journal/Source   Year       Level of Evidence
Livingood, 
Brady, Pierce, 
Atrash, Hou, 
Bryant

Impact of Pre- 
Conception 
Health Care: 
Evaluation of a 
Social 
Determinants 
Focused 
Intervention

Maternal Child 
Health Journal

2009 Secondary data 
analysis & Quasi-
experimental with 
Qualitative research 
efforts (Level III)    

Racine, Frick, 
Guthrie, 
Strobino

Individual Net-
Benefit 

Maximization: 
A Model for 
Understanding 
Breastfeeding 
Cessation 
among Low-
Income Women

Maternal Child 
Health Journal

2008 Qualitative analysis 
of women in a cohort 
study  (Level IV) 

Leblanc, Rioux Iron Deficiency 
Anemia: 
Following 
Prenatal 
Nutrition 
Interventions

Canadian 
Journal of 
Dietetic Practice

2007 Randomized 
controlled  study

(Level IV)
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Table 1 (cont.)
Author(s) Title Journal/Source   Year       Level of Evidence
Tran, 
Rosenberg, 
Carlson

Racial/Ethnic 
Disparities in the 
Receipt of 
Smoking 
Cessation 
Interventions 
During Prenatal 
Care

Maternal Child 
Health Journal

2009 Secondary data 
analysis & Quasi-
experimental with 
Qualitative research 
efforts (Level III)    

Walker Managing 
Excessive 
Weight Gain 
During 
Pregnancy and 
the Postpartum 
Period

JOGNN: Journal 
Of Obstetric, 
Gynecologic & 

Neonatal 
Nursing

2007 Systematic Research 
Review (Level I)

Armstrong, 
Kaskutas, 
Witbrodt, 
Taillac, Hung, 
Osejo, Escobar

Using Drink Size 
to Talk About 
Drinking During 
Pregnancy: A 
Randomized 
Clinical Trial of 
Early Start Plus

Social Work in 
Health Care

2009 Randomized Clinical 
Trial (Level IV)

Su, L., Chong, 
Y., Chan, Y., 
Chan, Y., Fok, 
D., Tun, K., & 
Rauff, M.

Antenatal 
education and 
postnatal support 
strategies for 
improving rates 
of exclusive 
breast feeding: 
randomized 
controlled trial

British Medical 
Journal 
(International 
Version)

2007 Randomized 
controlled study 
(Level IV)
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Table 1 (cont.)
Author(s) Title Journal/Source   Year       Level of Evidence
Silva, Thomas, 
Caetano, 
Aragaki

Preventing Low 
Birth Weight in 
Illinois:  
Outcomes of the 
Family Case 
Management 
Program

Maternal Child 
Health Journal

2006 Randomized 
controlled study 
(Level IV)
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Appendix C

Table 2

Summarized Findings
Author(s) Title Findings
Livingood, 
Brady, Pierce, 
Atrash, Hou, 
Bryant

Impact of pre-
conception 
health care: 
evaluation of a 
social 
determinants 
focused 
intervention

• Magnolia case management clients were 
predominantly single and black

• Clients predominantly less than high school 
education

• Magnolia case management clients had a 
low birth weight percentage of 27.6%

• Clients has an 11%decrease in low birth 
weights after case management

• Infant mortality rated dropped from 81.3 to 
35.7 after case management

• Clients had lower repeat sexually 
transmitted disease rates after case 
management
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Walker Managing 
Excessive 
Weight Gain 
During 
Pregnancy and 
the Postpartum 
Period

• weight gain as a result of pregnancy is a 
concern for childbearing women

• interventions to control excessive weight 
gain during pregnancy are being developed

• reduced-calorie diet with behavioral content 
for 10 weeks resulted in mean weight loss of 
4.8 kg

• reduced calorie diet, behavioral content, and 
increased physical activity over 6 months 
resulted in a mean weight loss of 7.8 kg

• reduced-calorie diet and increased physical 
activity started 4 weeks postpartum for 10 –
weeks resulted in a mean weight loss of 4.8 
kg

• individualized reduced-calorie diet and 
increased physical activity started 1.5-02 
months postpartum with weekly sessions for 
12 weeks, twice weekly for 2 months then 
once a month for 1 year postpartum resulted 
in a mean weight loss of 7.3 kg

Armstrong et 
al.

Using Drink Size 
to Talk About 
Drinking During 
Pregnancy: A 
Randomized 
Clinical Trial of 
Early Start Plus

• Early Start Plus group had lower rates of 
preterm labor than the control group

• Early start Plus group had lower rates of 
preterm delivery that the control group

• Early Start Plus group had significantly 
lower of low birth weight infants than the 
control group

• Early Start Plus computerized assessment of 
drink sizes as an intervention was found to 
be a useful tool in assessments of drinking 
during pregnancy
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Tran, 
Rosenberg, 
Carlson

Racial/Ethnic 
Disparities in the 
Receipt of 
Smoking 
Cessation 
Interventions 
During Prenatal 
Care

• Using the Oregon Pregnancy Risk 
Assessment Monitoring System (PRAMS) 
they researched the proportion of women 
who smoked during pregnancy who received 
smoking cessation counseling from their 
clinician 

• The intervention was called the 5 A’s (Ask, 
Advise, Assess, Assist, Arrange)

• The researchers inquired about 3 of the 5 A’s 
(Ask, Advise, Assist)

• A substantial proportion of these women did 
not receive assistants to quit

• 42.2% received all three steps

• Native American women had the lowest 
rates of receiving all 3 steps

Leblanc, 
Rioux

Iron Deficiency 
Anemia: 
Following 
Prenatal 
Nutrition 
Interventions

• Low income women were given prenatal 
supplements with containing 60 mg iron in 
the first, second and third trimesters 

• They also received nutritional counseling 
throughout their pregnancies

• Despite this Iron Deficiency was still 
prevalent with this group of women

• The reason for the high rates of IDA in this 
group of women is unknown, the researcher 
possible non compliance since the 
consumption of the prenatal supplements 
was self reported by the women 
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Su, L.L. et al. Antenatal 
education and 
postnatal support 
strategies for 
improving rates 
of exclusive 
breast feeding: 
randomized 
controlled trial

• Women who received pre and postnatal 
education had higher rates of continuing to 
breastfeed exclusively through 6 months 
than those who only received routine 
obstetrical care

• At 6 weeks 17% of women receiving routine 
care compared to 29% of women in the 
prenatal intervention group were exclusively  
breastfeeding

• At 3 months 13% routine care, 24% prenatal 
intervention group 

• At 6 months 9% and 19% respectively

Silva, 
Thomas, 
Caetano, 
Aragaki

Preventing Low 
Birth Weight in 
Illinois: 
Outcomes of the 
Family Case 
Management 
Program

• Women who smoked, were over 35 years of 
age, who had pre-term delivery or who were 
Black non-Hispanic race were at high and 
significant risk for low birth weight infants

• Family Case Management Program 
participants had lower rates of low birth 
weight infants

• Increasing the time with a family case 
manager did not show statistically 
significant additional protection against 
delivering a low birth weight infant

• Increasing the number of visits did not show 
statistically significant additional protection 
against delivering a low birth weight infant
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Racine, Frick, 
Guthrie, 
Strobino 
(2008)

Individual Net-
Benefit 

Maximization: A 
Model for 
Understanding 
Breastfeeding 
Cessation among 
Low-Income 
Women

• 1,322 women breastfed in study

• 38.9% stopped 1 month postpartum

• 82.6% stopped 6 months postpartum

• 91.2% stopped at 12 months postpartum

• 67.7% low-income women initiated 
breastfeeding

• 17.4%  low-income women continued for 6 
months

• 2.8%  low-income women continued for 12 
months or more
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