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ABSTRACT

Compa ri son orpuinatal Health Pri o.-To an d Arter tbe
Northern Cod Fish ery DOlure in Select ed Newfo u nd land Co mm u nit ies

This study was descriptive, retrospective, and co mparat ive in natur e and was an

adjunct to the healt h section of an interdisciplinary study funded by the Tri-Coencil Eco-

Research Pro gram. The study focu sed on the possi ble impaet on perina tal healt h ofthe

northern cod fishery closure that occu rred in select areas of Atlantic Canada in July 1992.

The purpo se ofthis stud y was to compare the pe rinatal health of women and their infants

in co mmunit ies in the Bonavista headland area ofNewfoundland during the period 1990-

1992 inclusive (pre-fishery closure, n - 396) and 1993-1995 inclusive (post -fishery

closure. n - 345) to detenn ine if there was any difference in indicators of perinatal heal th.

Data we re used from th e Live Birth Notificat ion Fonn s for the Bonavista headland

communities obtained from the Department of Healt h, the Government of Newfou ndland

and Labr ador . One of the primary objectives of this resear ch was to iden tifY if there was

an incr ease in the number oflow birtbweight infan ts « 2,500 g) . The data set contained all

th e birth s in the area for the selected period s and. ther efore. analysis was base d on a

po pulation. Descri ptive statistics were employed and results showed some differences

betw een the two gro ups . Specifically, the post fishery closu re gro up had a higher

percentage of mothers beginning prenatal care ear lier and experienci ng pregnan cy



complications. Furthermore, the mean birthw eight was 88.6 g lower for tills group and

ther e was a higher percentage of infants born under 2,500 g and below 31 weeks

gestati on. Although no causal co nclusions may be made overall, these results indicate that

positi ve and negative differences have occurred in perinatal health since the close of the

fishery . These resuits hold important implications for nursing on a population health level.
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CHAPTER!

Ir.TROD UCfIO='"

Downturns in the economy negatively affect the health of indi vid uals (Flemming

& Cheshi re, 1989; Graetz, 1993). Muc h of lhe research related to economic downturns

has dealt with the general health or mental health of workers who have been directly

affected by unemployment resultin g from economi c dcwnrums (Buss & Redburn, 1983;

Hean ey. Israel. & House, 1994 ; Viinamalci,.Koskela. Niskanen. Arnki ll, & Tikkan en.

199 3) and to a lesser exten t the health effects on the famil y (Fried emann & Webb, 1995;

Voydanoff & Donnelly, 1989). Milcs (1987) argues that too little research bas been

undertak en that deals with unemployment and speci fic groups. Women as a grou p have

been under rep resen ted in research on unemploym ent and its effects on health, altho ugh

this is chan ging. The Provincial Advisory Gro up on the Status of Women (1994)

identifi ed women as a group left out oEthe policy and research agend as when it came to

searc hing for infonnation on how the cod morat orium affects peopl e. This under

representation is espec ially true for women during pregnan cy, as well as for their infants.

The purpo se of this researc h is to addres s this lack of research by stud ying the perinatal

heal th of women and their infants in the afterma th of the northern cod fishery closure tn

New foundl and.



Back ground or th e Study

As a result of the colla pse ofthe northern cod stocks, the federal Government

implemented a moratorium on the conunercial fishing of northem cod on July 2, 1992

(Smith, 1994). For people living in Newfoundland this announcement was devastating as

40% of the landed fish in the provinc e was northern cod. Initially the cod moratorium

directly affected approximately 10,000 fishers and 12,400 plant workers in 400

communi ties across Newfoundland and Labra dor. This loss ofemployment was the

largest loss of jobs in the history of Canada (Sto rey & Smith, 1995). Many of those who

lost their jobs were women wbo in 1987 had 40% of the employment in the fishery

processing sector (Women's Policy Office, 1991). Many of these women would be 20 to

35 years of age, the prime child bearing years (Reeder, Martin, & Koruak-Gri ffin, 1997).

Income supplement in the fonn ofThe Atlantic Groundfish Strategy (TAGS)

becam e the main source of income for many fishers and fish plant workers. Eligibility

for this program was based on how dependent an individual was on the groundfish

fishery . This was called the "duration of eligibility" and determin ed the length of time

the person would receive financia l compensation (Will iams, 1996). Not all fishers and

plant workers qualified for TAGS income. Furth ermore, women had greater difficulty

becoming eligib le for TAGS and those who were eligible had a shorter duration in the

program compared with men . Criteria used to qualify for TAGS made it more difficult

for some women to be eligible for this program if they had less regular attachment to



fishery related jobs because of factors, such as, maternity and other family leave. It was

also a relatively short-lived program and came to an end in August 1998.

This environmental disaster caused economic hardship for many more families

thanjust those directly disp laced by the moratorium. The cod moratorium created a

ripp le effect of negative consequences. For example, almost one in four persons who

worked in the goods-producing sector in Newfo undland relied on the fishery for

employment (Fisheries & Oceans, 1993). Therefore, many ofthese individuals also had

their livelihood threatened based on the expectation that the retail trade would be directly

affected as people cut back on spending . This projection is well founded in that a survey

conducted by Gien and Solberg (1995) on the Bonavista Peninsula found that a large

percentage of the respondents reduced spending on goods (48.2%), clothing and personal

items (50.2%), entertainment (51.33%), and vacations (38 .9%). Thus individuals

employed in these sectors may also face unemployment.

The unemployed in an area are not the only ones whose health is affected. Those

who remain employed may also suffer negative health consequences. Added work stress,

possible worsening working conditions, and the fear that they may face unemployment

are factors that place the employed person at risk (Svensson, 1987). The health of

spouses and chi ldren is likewise affected (Kirby & Lucke r, 1986). Some women who

worked in the fishing industry not only have to deal with their own unemployment but

have to support their families through this difficult time (The Working Group on

Women's Health, 1994). Furthermore, women in the fishery worked mainly in the direct



processing sector whereas mea had varied employment in this area. As a result men

gained ski lls that mad e them more employable in other sectors and industries than was

the case for women (Wom en 's Policy Office, 1991 ).

A review of the 1996 Statistics Canada Cens us reveals the depress ed economic

sta le of some individuals living in Newfoundland. A compari son ofthe average income

in 1990 and 1995 shows thaI in that time period in Newfoundland males 15-44 years of

age bad a dro p in annu al income of 53086. Females in the same age group, wbo had a

lower income to start with, had a decrease in yearly income ofSI 500 . An analysis of

Bona vista, Newfoundland, a fishing community that was negatively affected by the

fishery clo sure and within the region of this study , revealed an unemp loymen t rate of

4 1.8% in 1995 co mpared wi th the provinc ial rate of 25.1%. Furth erm ore, the average

1995 total income of individuals in this community 15 years and older was 53000 less

than the pro vincial avera ge.

A large inte rdisci plinary project entitled Swtainabi!ity in a Changing Cold Ocean

Coasta l Environ ment at Memorial University of Newfoundland was conducted in

response to the closure of the northern cod fishery . It had as the prim ary objective 10

identify factors needed to attain sustainability ofcommunities in cold ocean coastal areas

(Ouuner, 1998). In particular , the health section o f this stud y explored how the northern

cod fishery crisis affected the health of individual s and comm unities in the headland of

the Bona vista Peninsula and the Isthmus of the Avalon Peninsula (see Appendix A for the

map o Cthe study area) . Objectives oCthis section included assessing individuals'



perceptions of the meaning of the crisis and its effect on the ph ysical and psyc hological

health ofpeop le, identi fyin g what impact the crisi s bad on the rol es and interactions of

fami ly members, and finall y identifying coping strategi es, coping patterns, and factors

that aided in positive copin g. The present stud y is pan of that larg er stud y and wi ll

spec ificall y examine how the cris is may have affected women 's and their infants'

perin atal health .

Ration al e for th e St udy

Th e popul a tion hea lth appr oach presen ts a fram ework of interrel ated factors that

are viewed as determinants ofhealth . The population health approach focus es on "the

enti re ran ge ofindi vidual and collectiv e factors and conditions, and the inte ractions

among them , that determin e the we ll-being of Canadians" (Health Canada, 1996, p .4).

On e of the assumptions underlying this approach is that by targetin g interventions al the

entire population. or signi fican t sub-populations, rath er than indi viduals, it is possible to

achi eve important health gai ns . However, in order to design targeted interv entions u is

neces sary to understand the heal th status of the population or sub-groups and what may

be determining the ir health status.

With the changes in the health care system occurring within the co ntext of heal tb

care refo rm, it is recommended that heal th pro fess ionals focus on health pro motion,

increased community invo lvement, and the socia l determinants of healtb (Reuner & Ford,

199 8). As nurses interact with groups in various settings in the co mm uni ty th ey are able

10 iden tify som e of the effects of the social det erminants of health on the health status of



the population.. The identification ofthe determinants ofhcalth that put a population at

risk for adverse health effects enables nurses to shape policy and emphasize programs

that focus on having a positive impact on these determinants. Community health nurses

frequently work at the population level. designing and carrying out interventions to

improve health. Maternal and child health programs are among the targeted program s

that community health nurses carry out in a community. In order to design programs that

are relevant to that particular group, it is important that the community health nurse

knows the health status of tha! group and what may be affecting their health . Poli.::y and

programs that focus on population health will then act to empower and encourage citizens

to becom e responsible for their own health (Halbert et al., 1993).

Key detenn inants of health are income and social status , social support networks ,

education, cmploymentlworking conditions, social environm ents, physical environments,

personal health practices and coping skills, healthy child developm ent, biology and

genetic endowm ent, health services. gender, and culture (Health Canada, 1996, pp. IS·

16). The northern cod cris is has negatively affected several, if not all oftbese

determinants of health. A pregnan t woman living in the study area who experienc es these

negativ e effects may in tum affect another determinant ofbealth· healthy child

development .

Increasingly, research is demonstra ting that the effect cf'p renatal and early

childhood experiences is strong and can have a detrim ental influence on individuals

throughout their lives (Advisory Commi ttee on Popul ation Health , 1994). Furthenn ore,



low binhweight is regarded as the primary cause ofperinata.l mortali ty and contribut es to

more than 50% oflong terra neurological problems (Goldenberg. 1994). Th e prevention

oflow binh weight is one of the most importan t issues in perinatal care in Canada and

throughout the wor ld (Canad ian Institute of Child Health. 1992; Paneth, 1995) .

Accordin g to Schwartz (1990) defining risk fac tors and eval uating strategies for

preventin g low birth weight and other perinatal risks are vita.l. Th erefore, it would be

important to see if there is an increase in the num ber of infants with low birthw eight

During periods ofhigh unemp loyment and eco nomic uncertainty there is an

increase in the stress experie nced by many of the people affected. Stress durin g

pregnancy can increase the uncertainty of the outcome for the moth er and her infant and

may incre ase anx iety to the degree that family and interpersonal relationships are

infl uenced (Mercer, Ferketich, DeJoseph, May. & Sollid, 1988). If pregnant women in

Newfoundland and Labrador are experiencing great er stress and uncertainty and a lower

socioeconomic status, an increase in negative perinatal health outcomes including the rate

oftow binhweigbt infants may occur. Since low birthw eight infants are more likely to

have long term health problems. there would be a grea ter burden on families and society

to care for these chi ldren (Canadian Institute ofChi ld Health. 1994). The nurse 's role in

these circ wnstaDces would be to determine if health y child develo pment is at risk so

public policies and program s can be developed that address this negative effect and

support and emp ower individuals in maintaining and achieving health . Howev er, in order



to take these actions nurses need to know if there are any differences in the health status

ofmothers and their infants after an economic downturn occurs .

Purpose or the Study

The purpo se of this study is to compare the perin atal health ofwomen and their

infants during the period 1990 to 1992 inclusive (p re- fishery closure) with that of the

period 199J to 1995 incl usive (post-fishery closure) to determine if there are an y

differences in selected demographic variables, pregnancy characte ristics, labour and

delivery charact eristics, the number and type of co mplicatio ns. and infant charact eristics.

One of the primary objectives of lhis research is to identi fy if there is an increas e in the

number ofIow birthweight infants (infants weighin g less than 2,500 g at birth ) which is a

sensitive indicator of perinatal health (Canadian Insti tute of Child Heal th, 1992).

Researcb Q uestioDs

The main research question guidin g this stud y asks iftbere is any differenc e in the

perinatal health of mothers and infants immediately prior and after the fishery closure in

the Bonavi sta head land area of Newfoundland. Th e specific questions are:

1. Are there differences in selected sociodemographic charac teristics ofparents of live

b irths recorded prior 10 and after the fishery closure ?

2. Are there differences in the pregnancy characteristics of mothers of tive births

reco rded prior to and after the fishery closure?

3 . Are there di fferences in the type and nwnber o f pregnancy complications among live

births recorded prio r to and after the fishery closure?



4. Are there differences in labour and delivery characteristics of live births recorded prior

to and after the fishery closure?

S. Are there differences in the type and number oflabour and delivery complications

among live births recorded prior to and after the fishery closure?

6. Are there di fferences in the condition of the infant at birth (Apgar scores, birth weight,

gestation, neonatal injury, and congeni tal anomalies) in infants born prio r to and after the

fishery closure?

Definitio ns of Terms

There are a numb er of terms important to the present study. Thes e terms and their

definitio ns are as follows:

~: The period from 22 completed weeks of gestatio n to seven

completed days after birth (World Health Organization, 1993).

PregnanCYcba@ctqj$tjg : Thes e are data collec ted on the Live Birth Notification

Form (LBNF) and include the use of prenatal care. trimest er that prenatal care

began, whether or not the woman was followed by a spec ialist, and which

trimester of her pregnancy specialist consultation began .

Compljcat ions o(pregnaucY: These are data collected on the LBNF and includ e,

but are not limited. to the following conditions that occur durin g pregnanc y:

pregnancy induced hype rtensio n, antepartum hemorrhage, gestati onal diabetes,

anemia, and intrau terine growth retardation (fUGR).
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Labo ur I nd d!;!jvm characteristics: Th ese are data collected on th e LB NF and

include type ofbirth (single; twin, or triplet), delivery presentation, mod e o f

delivery, and induction o flabour.

Labo ur and de ljvm 'grnpHcatioQS:Th ese are data collected on the LB NF and

include bu t are Dot limited to the foll owin g conditions that occur during labo ur

and deli very : obstruction, prema ture rup ture ofmembranes (PROM), pro longed

labo ur, malposition/malp resenta tion., hypert ensi ve conditions, and hem orrha ge

durin g deli very .

Lo w b jn hwe jgbt: Less than 2,500 g regardless of gestational age (Wo rld Health

Organization. 1993).

~: Number ofweeks gestation. Full term gestation is 38-40 weeks

(Wo rld Health Organization., 1993 ).

Premam~ [ofanI' An infant bom before completing 37 weeks gestation (Wo rld

Health Organization, (993) .

~: A system that employs a numerical rating (ran ge 0 to IO) to

determine the condition of the infant at one and five minutes afterbirth based on

heart rate , respiratory effort, muscle tone, reflex irri tab ility, and co lour (Reeder et

al ., 1997) .
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CODceptual Fram ework

Th e conceptual framework: for the study is based on possible interrelationships of

selected detenninants of health that may be affected by the current eco nomi c crisis

brought on by the mora toriwn of the northern cod fishery and that may result in ad verse

ou tcomes in perinatal health of women and their infants (Sec Figure 1). A review of the

litera ture on perinatal health during adverse situations.. such as an economic crisis, risk

factors associated with low birthw eight, and fisheries crises suppo rts these relationships

and are exp lored in greater detai l in the review cf tbe literature. The framework.

constructed by the author provid es an understandi ng of the possible effects oran

economic cri sis on perinatal health. It is no t a model to test re lationships as the study is

limited to data on peri natal health outcomes.

The north ern cod fisheri es closur e is view ed as the stimu lus that caused the

econom ic cris is and negatively affec ted som e o f the social determinan ts o f health

resulti ng in possi ble adverse perina tal health outcomes . This crisis bas ca used individuals

to lose their jo bs (Storey & Smi th, 1995) and for othen it has caused red uced job security

(Fisheries & Oceans.1993). As a result of the crisis. individuals are experiencing

increased stress and lower socioeconomic conditions (Gic:n & Solberg, 1995) . Thc

variables of stress and socioeco nomic cond itions are interre lated; as a person' s

soc ioeco nomic status decreases their stress level may increase. The vari ables of

economic crisis, incr eased stress, and lower soci oeconomic conditions can result in
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FISH ERY CLOS URE

1
In crea sed st res s

EC ON OMIC CRISI S

-: ~SOciO-ECODomic
Con di tions

-a increased unemployment
o red uced job security
o more financial concerns
o increased smoking and drinking
o increased family violence
o increased risk of phy sical &

mental disor ders
o loss of support netwo rks
o increased responsibility in relation

to ho usehold rol e
o negative maternal health behaviours

o poor nutri tion
o more: adol escent pr egnancies
o cutbacks in

household expenses
c1othing,&
personal expenses

/
Adve rse Perin atal Healtb Outcomes

o complications of pregnanc y
o increased congeni tal anomalies
o less prenatal care
o low er birthw eights
o mo re prem ature binhs
o lower Apgar sco res

~. Conceptual framew ork explaining the effect of an eco nomic crisis on perinatal
health.
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adverse perinatal heal th outcomes (Gould & LeRoy . 1988).

Increased stress from unemployment resu lts in greater financi al concerns (Gien &:.

Solberg. 199 5). increased smoking and drinking (Canadian Public Health Association.

1996) , increased fami ly violence (Brinkl ey, 1995; Jentoft. 1993). and an increased risk of

physical and men ta l disorders (Canadi an Pub lic Heal th Association).

Fo r women.jhe lit erature shows that indi vid uals ha ve a loss of their suppo rt

network (Ex tension Community Development Coop era tive (E CDC), 1993; Willi am s,

1996) and incr ease d respon sibi lity in relation to their hou sehold role as a result o f

unemployment (Jentoft, 1993). As well, pregnant women ma y. because of the str ess of

une m ploymen t, exhi bit negative maternal health beha viours such as smoking and not

seeking antena tal care (Go lding, Thomas , & Peters, 1986) .

Several outcomes oflawer socioeconomic cond itions for individuals and families

were identified from the literature that have a direct effect on perinatal health. These

include poor nutrition (Brzezinski & Szamotulska, 1994) and more adolescent

pregnancies (Gould & LeRoy, 1988). Economic crises and the resulting increased stress

and lower socioeconomic conditions have been shown in the literature to be related to

poo r perinatal health . Specifically, the following outcomes have been identified;

co mplications ofpregnancy (Gudmundsson, Bjorgvind onir , Molin, Gunnarsson, &

Marsal, 1997; Norbec k & Tilden, 1983), lower birth welgh ts (Manitoba Cen tre for Health

Po licy & Evaluation, 1991 ), more premature birth s (W ilkin s, Sherm an , & Bes t, 199 1),

low er Apgar scores (Gudmundsson et a1.) and less prenatal care (Gould & LeRoy).
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CHAPTER 2

LIT ERA TURE REVIEW

The goal of this revi ew of the literature is to provide an overview of the possib le

effects of chan ges in the soci al det erminants of heal th on the perinatal. health outcomes of

women and their infants and to relate these where possible to economic crises . The main

res earc h covered is th at related to selec ted soc ial detenninants of bea1th, such as poverty

or low income, employment status, stress and coping skills, social support. and their

effe cts on perinatal health . These are the determinants that might be most affected by an

econo mic crisis . The review wi ll also contain research that has exam ined risk factors

assoc iated with low birthweight s and effects of fishery cri ses on the health of individ uals

in the community and what effects it may have on women . there is a large amoun t of

literature on infan t mortal ity, however, since morbidity, not mo rtality is the focus a fthis

study. literature re lated to infant mortality is not included in this revie w.

Soci a l Det erminants of Hea ltb a nd Effn:ts on Perin atal Hea ltb

Maternal and infant health have long been the concern of gov ernments and soc ial

reform ers alik e. We meas ure our progress as a society and the standard of our health care

system, among other heal th ind ica tors, on how low our infant and maternal mortality and

morbi dity rates are (York & Broo ten, 1992). As a consequence. a great deal of research

has been conduc ted on factors associ ated wi th poor perinat al health . In parti cular. much

of what we know on perinatal health outcomes is from work on wom en experiencing
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pregnancy in adverse socioeconomic circumstances; women with low income and lower

socioeconomic status.

In com e .ud soda! stltu s

It has been shown that as a person's incom e decreases, their health status also

dec reas es (Walters, Lenton, & McKeary . 1995). It is not surprising then that income and

socia l status are determinants of health. Consequently, a pregnant woman 's health status

may be negative ly affected by a decrease in her socioeconomic level. In the West ern

world during the past hundred years. there have been considerable improvements in fetal

and infant mortality which are mainly a result ofan increasein socioeconomic level

(Cnaningius & Hag lund., 1992) . Poor hinh outcome and increased mortality in the first

year oflife were found to be some of the resu lts of'poverty or very low incom e (West.

Bavi ngtcn , Jam es, Ryan, & Longerich, 1996). Sp ecificall y, perinatal morbidi ty and

mo rtal ity was twice as high in low incom e group s as co mpared to high income groups

(Angus & Turbayne, 1995). Many studies hav e shown tha t poverty negatively infl uenced

perinatal heal th and birth outco me (Bakk cteig. Cnattingius. & Knudsen. 1993 ; Berk owi tz.

1981; Elboume, Pritchard. & Dauncey, 1986; Fedrick & Adelst ein, 1978; Lieberman,

Ryan., Monso n, & Schoeabaum, 1987; WIlkins et aL, 199 1). As well. these findin gs have

held across a variety ofcountries , that have found a link between low income and b irth

Earl y research by Berk owi tz (198 1) that dem onstrated the effect oflow er

socioeconomic status on peri nata l health was fro m a case contro l stud y of preterm
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deliveries in Connecticut . The sample included 175 mothers of singleton preterm births

and 313 mothers of single ton term births. Socioeconomic status was classified using

Hollingshead's two-factor index ofsociaI position. The researcher found that one of the

significant risk (acton for preterm birth was low socioeconomic status. The results

showed that women who delivered a preterm infant were more likely to be young, sing le.

and aflow soc ioeco nomic status.

A large -scale study by Elboum e er aI. (1986) compared three perinatal data bases

in England (n - 16,841). The purpose of th e stud y was to examine geo graphic al area and

social class differences in perinatal outcome and any associated factors. The social class

of the women was based on the occupation of their husbands. Women who were not

married were pl aced in a separate category. Results showed that women who were in a

lower socioeconomic class were more likely to have premature de liveries and lower

binhwcight bab ies.

Gould and leRoy (1988 ) conducted a study tha t examined the relations hip

betw een socioeconomic sta tus, low birthweigh t, and inadequate pren atal care in Los

Ang eles County. They had two groups in the stud y: black infants and their mothers and

white infants and their mothers. The researchers found that for both gro ups the

deterioration of socioeconomic status (mean income ) was associated with an increase in

the percentage ofteenagc mothers, of mothers with no or only third trim ester or unknown

prenatal care, and in the rate o flow birthw eight infan ts. Th e research only co nsidered

two risk factors - adolescence and lack of prenatal care. Other factors such as marit al
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status, education, and parity wen: DOt taken into consideration.

A study cond ucted in Boston by Lieberman ct at. (1987) focused on the risk

factors that accounted for differences in the rate:ofpremature births between black and

whit e women. The sample consisted 0£8,903 women. Medical and socioeconomic risk

factors were studied to determine the increase of premature births amo ng bl ack women.

Economic, demograp hic. and behavioural risk factors for prematurity were in vesti gated

(ag e less than 20 years, single marital status, welfare recip ient. and not having completed

high school). Results showed that the presence of one of these risk factors increased the

chance of having a premature infant from 4.7 % to 7% . If twe of these risk facto rs were

present the risk incre ased to 11.2%.

Collins and David (1990) studied the effect of traditional risk factors on infanr

birthweight among blacks and whit es in Chicago. Reco rds from 103,072 births that

occ urred in 1982 and 1983 were analyzed alon g with census data of median family

income. The assoc iation between residential environment and pregnancy outcome: was

explored. Resul ts sho wed that among all mothers. low inco me was associated with a

higher risk ofIow birthw eight,

Several Canadian studies discussed be low supponed that low income is assoc iated

with higher rates ofIow birthweight. Computerized hospital records were the source of

data for a study con ducted in Manitoba by the Manitoba Ce nter for Health Policy and

Eval uatio n in 1991. Records were studi ed for six alternate years betwee n 197 9 and 1989.

Thi s data included discharge diagn oses , sur gic al proc edur es, length of stay, mat ernal
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parity , Dumber of previ ous pregnanci es. durati on of ges tation. risk assessment scores

established durin g prenatal care, the number of epi sodes ofprenataI care, and whether a

referral was made to a regionalized high risk fetal assessmen t unit. Newborn birth

records were also empl oyed. Data OD the average househol d income were obtained from

the 1986 cen sus . Th e results showed that urban women from the lowest income

neighbourhoods had a low binhweight rate of 57.811,000 births compared to women from

wealthier areas who had a low birthweight rate of 39.5/1,000 births . As the level of

income increased so did the birthweight . Thi s tren d was nol seen in women who lived in

rural areas.

The findings in Manitoba were congruent with other areas of Canada. Wilkins et

a1. ( 1991) studied 2 19,470 live births in Canada in 1986 . ln fonn ation included 00 the

birth regi s tration was used 10determine the census tract where the moth er lived. Data

were also obtained for 1,650 infan t deaths in 1986. Thi s infonna tion was then used to

calcula te rat es of infan t mortal ity, low birthweigh t, very low birthw eight, prem aturi ty,

small for gestational age, and total fertility . The percen tage c f lcw-iacome women was

strongly related to these birth outcomes; as the rates o flow income increasedso did the

unfavourable outcome. Another Canadian study based in London. Ontario by Crosse,

Alder, Ostbye, and Campbell (1997) found that income was a good indicator of low

birthwc:ight. Using multiple regression and comparing census tracts of close to 20,000

births from 1984-1989 these researchers found that low incom e exp lained 54% of the

inter-area variation in birthw eight.
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A popu lation-based study ofthe Central West Region of Ontario looked at trends

and variation in perinatal mortality and low bisthweight of live births and the assoc iation

of socioeconomic variables (Luginaah. Lee; Abernathy. Sheehan, & Webster, 1999) .

Births from 1988- 199 5 (approximatcly 28,OOO births per year) were analyzed.. Results

showed that while there was no significant ch2nge in perin atal mortali ty, the low

birthweight rat e increased from 49.7 to 54.8 per 1.000 births and the pr ematuri ty rate

increased from 56 .1 to 75 .8 per 1,000 births. The res earc hers contend that these results

ma y be indicat ive of lhe health and social welfare enviro nment of Ontario where there is

a decreas e in socia l assistance , a need for more heal th cue professional s that would

deliver prenatal care, and a need for more comp reh ens ive prenatal programming.

Furthermore, the researchers argue that the decrease in economic prosperity may also be

playing a role in the increased rate aflow birth-weight and prematurity.

Similar findings were also seen in Scan-dinavia where there was a large decrease

in infant mortality in the twentieth century (BaU:eteig et aI., 1993). This was attributed

to an improvement in health care and the standard of living. Pregnant women in

Scandinavia. regardless of sccioeconcmic differences, utilized health care to similar

degrees. 1bis led to the conclwion that socioeconomic differences only had a small

effec t on birth outcome. Medical birth records and census data in Denm ark. Norway , an d

Sweden were used and these researchers exam is iedove r 100,000 births in each country.

Th e num ber of yean of educ ation was used as a basis for socioeconomic level. Resu lts

showed that negative pregnancy outco mes such. as low birthweight and perinatal death
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were closely related to socioeconomic status and parental education. When birthweigbt

was consid ered as an outcome, infants born to parents who had lower levels of education

weigh ed 122 g less then the average birthweigbt 0[3,575 g. Th ese autho rs proposed that

more research was needed in the area of social variables and heal th.

Ano ther Swedish stud y con ducted by Gudrnun dsso n et al. ( 1997) had simi lar

findings . Da ta for this study were obtai ned from a perinatal and delivery databas e for the

region for 7,056 deliveries . The outcome of the pregnancy was related to socioeconomic

characteristics . Resu lts showed that for lower income gro ups the m aternal ag e was lower,

parity and number of abortions was higher, and perinatal complications were highe r such

as low birthw eight, smal l for ges tatio nal age, maternal anemi a, infections and low Apgar

scor es at one and five minutes, and PR OM . The authors argu ed that these findings

showed that although prenatal care was free for all socioeconomic levels in Swede n, if

birth outcome was to improve in the lower income group "antenatal surveillance should

be intensified" (p. 3 18).

Roberts (1997) studied community level indicators such as economic hardship,

socio economic statu s, and median ren t in Chicago to determin e if there was an

association with these and low b irthweighr. Data were obtained from vital records and

included information regarding birthw eight, maternal characteristics, and characteristics

of the community where the mother lived. The total sample was 131,457 births to

res idents in 1990. Economic hardship was define d as the percentage of unemployed

adults and the percentage of famili es living in poverty . Results showed that economic
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hardship was assoc iated with low birthweight and was the high est risk factor after race .

In summary, lower socioecono mic status has been shown to be a risk facto r for

adverse perinat al health condi tions . In particu lar a num ber of stu dies hav e linked poor

socioeconomic condi tions with lower birth weigh t, premature deliveries, and less pren atal

care. An Increase in births to teenag e mothers bas also been link ed to lower

soci oeco nomic status.

[ m p lQymegt slltus

A seco nd determinan t of health is employment status. A number of researchers

have linked emp loym ent statu s, specifically unemp loyment, with adverse perinatal health

outcomes (Cornu eral., 1995 ; Golding et al, 1986; Stein, Campbell, Day, McPh erso n, &

Cooper, 1987). How ever , some studies were locat ed that d id not demonstrate thi s

assoc iation.

A stud y cond ucted in Britain by Gold ing et a1. (1986) considered how the father's

em ployment status affec ted the health of the fetus . Birth surv ey reco rds obtained in 1970

were used and 15,037 deliveries were studied. Of this total number, in 3.5% of the

households the father was unem ployed at the time of delivery. No signi ficant difference

was found in the outcomes of pre term delivery, low birthweight, or perinatal death.

However, a signi fican t difference was found regardingmatemal behaviour. For example,

wives of unem ployed husb ands were less likely to know the date of their last menstrual

period , to see k antenatal care in the first two trim esters or enroll in pren atal classes , and

more likel y to sm oke during their pregnancy. Thi s study als o m ade a comparison betw een
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those whose husbands were emp loyed at the time of delivery and were able to remain

employed for five years after the birth and those whose husbands became unemployed

after the birth. Findings showed that the unemployed grou p at the time ofdelivery and

the grou p that became unemployed after delivery were similar in that both groups showed

a low complication rate but demonstrated similar negative health behavio urs. The

researc hers argued tha t the findings im plied that maternal heal th behaviour may be linked

to her husband ' s "a bility or determination" to remain employed (p .708).

Simil arly, a study by Catalano, Hansen, and Hanig (1999) focused on how a

quarterly rise in the unemployment rate among males affected the low birthw eight rate in

Norway and Sweden. Studying quarterly births from 1973· 1995 (sample size of

approximately 13,OOO) these researchers found tha t increases in unemployment among

males were associated with an increased risk of very low birthweight infan ts.

Another study supported the finding that unemploymcot and low income resu lted

in an unfavourable birth outcome. Stein et al . (1987) used a prospective study of 483

women and examined whether or not any association existed between social and

psychiatric factors and low birthweight and preterm delivery. Fourteen of these women

had infants who were less than 2,500 g. They found that low income was an independent

predictor of birthweight when birthweight was a continuous and dichotomous variable.

As well, unemployment was associated with absolute low birthweight. None of the

factors were associated with length of gestation. The small number of low birthw eight

infants limited the interpretation of these findings. Although this research did not support
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studies that found an associatio n between soc ial class, social adversity, psychiatric

morbi di ty , and low birth weigh t, the authors argued thar low income may be an important

factor that connec ted social adversi ty and low birthweight.

An economic cri sis provided the main cont ext for a study by Whiteford (199 3) to

explore the relationship betwe en employm ent and perinatal health. This researc her, a

medical anthropo logist. studied perin atal heal th in the Dominican Republic in the midst

of an econom ic crisis that began there in the early 19805. Ibis cri sis caused

unemployment. underemployment. maln utrition, and maldistribution orrescurees. In

1986, 56% ofthe total labour force was unemp loyed.. Data for this study were obtained

from first hand observations over several years, key informants, and analys is of economic

and hea lth indicators. Resu lts sho wed that both direct and indirect effects on heal th were

seen . Indi rec t effects were described as chan ges in nutritio nal pa tterns, increased

nutritional risk, and increased rate of infectious diseases. The autho r argued. tha t thes e

effects wou ld eventually cause an increas e in morta lity among women and children .

Direc t effects on heal th were seen in higher unemployment, decreased wages, increased

pri ces, and decreased government suppo n for pub lic health.

A retrospective study conducted by Brzezins ki and Szamotulska (1994) focused

on the widening gap in low birthweight rat es between social grou ps in Poland betw een

1985 and 1990. In this time frame there was an increase in the low binhweigb t rat e from

8.1% in 1985 to 8.4% in 1990 . Results show ed that the highest increas e in low

birth weigh t occurre d in moth ers who had a low education and thi s was espec ia lly tru e of
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mothers w ho lived in urban areas. Anal ysis of urban mothers who only had a primary

level education showed an increased incidence of lew birthweight from 14.7% in 1985 to

16.2% in 1990 . Analysi s of mothers who had the same level ofed ucation but resid ed

outside urban areas showed an increased rate of low birthweight from 10.6% in 1985 to

12.5% in 1990 . When the mo thers ' age, pari ty, edu ca tion, and place ofresid ence were

controll ed there was no change in the significance of the increase in low birthweight: The

authors suggested the increased rate a fl ow birthwcight may have resulted from a

decrease in nutri tion among lower income groups.

Catalano and Serxne r (1992) studied the effec ts of j ob insecurity on (ow

birth weight in two diffe rent areas of Califomia. Th e firs t area was Sacramento where a

threa tened reduction in government employees was occurring in 1978. Using time series

me thods, birth weight was studied for a 59-month period . Th e second area was Los

Ang e les where the association between un expec ted high periods ofunemptoyment and

birthweight for a 159·month period was studied, Results from both sites showed that

whit e males without Spanish surnames and Spanish-surnam e males were at an increased

risk of low birthweight during periods o f economic insecurity . The researchers suggest

that these findings indicate that the maternal anxiety caused by unexpec ted

unemp loym ent can increase low birthweight among this gro up .

Comu er a1. (1995) studied how an economic crisis in the Cong o in 1986 affected

nutriti on and the subsequent birth outcomes. They studied an urban communitybetween

the time period 1986 and 1991. The primary objectiv e was to identify groups that have
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suffered decreased nutrit ional status as a result cr the crisis, however, they also examined

perinatal health. Two cross sectio nal surveys were conduc ted on a repr esen tative samp le.

Da ta analysi s showed a dramatic increase in the percentage aflaw birthweight infants.

from 10.2% in 1985 to 18.?O.4 in 1990 .

Two studies found no associ ation between unemploym en t and low birthweight.

Res earch co nduc ted by Joyce (1989) did not support an hypo thesis that unemploym ent

had a negati ve impact on birth outco me. Data for this study incl uded monthly vital

statistics for New York City through January 1970 to Decembe r 1986. There was an

ave rage of 100,000 births a year for each of the study years . The employmen t-population

ratio for New York City was wed as the source of empl oymen t data. Overall, the results

showed tha t changes in the unempl oymen t rate did not have a neg ative effect on birth

ou tcome. However amon g blacks, as the unemp loyment rate increas ed. the low

birthweight rate decreased . This last findingmay be related to the kind of jobs they had as

emp loyment that is physica l and requires long houn ofstanding can contribute to low

birthweigh t. Ifthcy were no longer empl oyed in these positions their risk for low

birthweight would decrease.

Najman, Morrison., Williams, Keeping. and Anderso n (1989) also found no direct

assoc iation between unemployment and low birthweight . These researc hers used a

longitu dinal study dcsign and studied 8, 168 pregnant women in Au stralia who were

divid ed into groups based on their own and their partner 's emp loymcn t status. The four

gro ups includ ed mother unemployed , partner employed; mother employed and partn er
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unemplo yed; mother and p~er unem ployed; and both mother and partner employed .

Results sho wed that the three:gro ups that had one or both partners unemployed did DOt

have high er rates of preterm delivery. The mean unadjusted birthweight of the

unem ployed groups was SO· 100 g lower than the grou p that had both partn ers emp loyed.

When both the wom an and her partner were unemp loyed there was a great er risk of

having a low birthw eigb t or smal l for gestational age infant . This ma y have indicated

that unemp loymen t can influ ence lifesty le choi ces such as smoking tha t wou ld, in tum,

influenc e birth outcome. These rese archers cont ended that know ledge oflhe employment

status of bo th parents was impo rtan t in "understanding the outcome ofa pregnancy"

(p .311) .

The relationships betwe en unemployment and perinatal health outcomes are less

de finitive. So me researc hers hav e found no direc t effects between the mother 's

unempl oymen t status and unfavo urab le health outcomes for the newborn. Others have

found an indirect relationship; women of unem ployed men sought prena tal care later.

One oClhe effects of unem ployment is tha t the woman may have bad poo rer null'ition

than those with higher incomes.

S tr ru a n d coping ,kill,

A third determinant of beal th is coping ski lls . Signi fican t life crisis and stress in

the absenc e of adequat e cop ing skills has been linked to low binhweight (Canadian

Institute ofChi ld Health . 1992). For stress to have an adverse effect on birthweight

suggests so me wom en do not have adequat e coping skill s or their stress exceeds the limit



27

oftheir coping . The beliefthac emotional facto rs contributed to obstetric pro blems had

its beginning in folk wisdom and western cultural traditions. However. few studies have

been conducted in the last twenty-five years on the top ic ofstress, anxiety, and birth

outco me (Istvan. 1986). Sttess has been described as an "evolving risk" (Yawn, 1990, p.

8). Matern al stress bas been postulated to brin g about catecholamine stimulation and in

the prererm pregnancy can be accompanied by alpha adrenergic stimu lation, increased

muscl e ton e, vasoconstriction, and uterine contractions .

Several studies found tha t anx iety can hav e an impact on birth outcome.

Nuckolls, Cass el, and Kaplan ( 1972) studi ed life crisis. psychosocial assets, and

pregnanc y. The sam ple in this study cons isted 0£ 172 white primigravidas marri ed to

enlis ted men. The Ada ptive Potential for Pregnancy Questicrmaire (T APP S) was used to

measure psychosoci al assets and included the catego ries of self, marriage. extended

family , social resources, and definition of pregnancy. They found that wo men who

experienced increased life change and had high psychosocial assets bad only one third the

pregnancy complication rate of women who scored low on psychosocial assets . When

life change was removed from the equation there was no significant relationship between

psychosocial assets and com plications. Since life change for women affected by the

fishery cri sis may have came from strain at home or for those who were still working

from strain in the wo rkplace, studies that addre ssed anxiety and perinatal health outcomes

were revi ewed.

Coo per et al., (1996) used a prospective research design to study wh ether poo r
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psychosoc ial status in pregnancy was as socia ted wi th prematuri ty and low birthweigbt.

Various measures of psychosocial status (anxi ety . s tress, self-esteem, mastery. and

dep ression) were assessed between 2S to 29 weeks gestatio n in 2943 pregnant women .

Results showed that stress was significan tly assoc iated with preterm birth and low

birthweight .

Two studies were identified that considered the relationship between anxie ty in

the home and in theworlcplace and birth ou tcome . Pritchard and Mfphm (1994) studi ed

preterm birth, low birthweigh t, and the stressfulnes.s a fthe household role for pregnant

women. The resu lts of this stud y sho wed that the rates oflo w birth weight and preterm

birth increased with increased levels of strain at 20 and 30 weeks . Strain at 20 weeks was

signi ficantly associated wi th both preterm birth (p < 0.05) and low birthweight .

Henriks en. Hedegaard , and Seeber (1994) studied the relationship between

psychosocial job strain and jo b contro l and pret erm delivery and low birthwei ght for

gestational age. The sample included 3,503 Danish women wi th singleton pregnancies

between 1989 and 199 1 who worked at least 30 hours a week durin g the first trim ester .

Intervi ews were conducted at 16 weeks gesta tion to determine medical and obs tetric

history, psych osoc ial and lifesty le factors . and occupational exposures. From this, four

exposure categories were determin ed: re laxed jobs (lo w demand and high contro l),

pass ive jobs (low demand and low control), active jobs (high demand and high contro l),

and high -strain jo bs (high demand and low contro l). Results showe d that women who

had the leas t chanc e of having a low birth weight infant were wo men with passiv e jobs .
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However, none of'rhe findings were statistically significant. The researchers contended

tha t this result mi ght have been attnb uted to the stro ng support system in this co un try and

the presen ce of few other occupational hazards.

The findings of Stein et al., (1987) conflicts with other research. These

researchers found that socia l class, adverse life events, long-tenn social difficulti es, and

psychiatri c stales were not associa ted with birth outcome. Likewise, Doucet,

Baumgart en, and Infante-Rivard (1992) found simi lar results. They studied the ri sk of

low birthweight and prematuri ty among forei gn-born mothers . They hypoth esized thai

em otional distress experienced by immigrants wo uld place these women at risk for poor

pregnancy outcomes . Immigran t women were divid ed into three groups based on th e

amount oftime they had lived in Canad a (less -than a year , 1-3 years , and mo re than 3

years ). Comparisons were also made with Canadian-born mothers . Findings showed that

immi grant wom en were not at higher risk for laaving low birthw eight or premature

infants.

Stress has been demonstrated to be associated with complications of pregnancy ,

pre term birth. and lowbirthweight infants in some research but not in others. On e of the

mediating factors thought to influence the rela tionship between stress and ad verse

perinatal health is coping skills. Women with g ood coping skills have better perinatal

hea lth outcomes than those with poorer skills .
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Some stu dies were located on the relationship of soci al suppo rt and stress and the

effec t on birth ou tcom e. Norbeck and Tild en (1983) used Sams on ' s model ofstress and a

multivariate approach to determine the effects of select ed psychosocial variables on

pregnancy complications. The sample consisted of 117 medically normal wo men without

preexisting medi cal risk factors . This study hypo thes ized th at high life stress , low social

suppo rt. and high emo tional disequilibrium were pos itively related to com plications of

pregnancy. Complications of pregnancy were defined as difficulties during gestation,

problem s oflabour and delivery , and complicat ions in the infan t. Emotional

dise quilibrium included variables of anxie ty, depression. and low self-esteem. Pregnanc y

com plications were obtained from a chart review . Using discriminant analysis, they

found that only pari ty and life stress were significantly related 10 complicati ons of

pregnancy. The interaction oCHCestress during pregn ancy wi th tan gible support factors

was significant for eac h lypc of complication. Th e interaction explained 7.4% of the

variance in gestation comp lications. 5.7% in labo ur and delivery complications., and 9.1%

in infant condition complications. Furthennore. infan ts in the high stress/ low support

quadrant had the highest rate of comp lications. A limi tati on of thi s study was tha t the

sample included predominantly middle class white women (61 %).

No rbeck and Andenon (1989) attemp ted to extend the findings of Norbeck and

Tilden ( 1983) to a popu lation of lower soc ioecono mic women from three ethnic groups.
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Thi s study hypothesized tha t as life stress increased, complicatio ns o ( prcgn ancy would

increas e and gestational age, birthw eight, and Apgar scores would decrease. It was also

hypoth esized that a low degre e of social support would be related to a decrease in

gesta tional age, birthw eight, and Apgar scores. Findings indi cated that for the black and

Hispanic groups, life stress was not a significant indicator ofpregnancy complica tions .

However, it was found that white women who had high stress and high support had

longer labours, greater rate of cesare an sections, and were more lik ely to be smokers .

Factors Associ ated 'Moitb Low Blrt bwelgb t

Most of the research in relatio n to perinatal health and birth outcome bas focused

on risk facto rs assoc iated with low birthw eight as low birthw eight infan ts are at grea test

risk for long-tenn health prob lems such as cerebral palsy. As a res ult oCthe large amount

o f researcb in this area.this section of this literature review is limited to studies that have

focused on risk factors for low birthweight in the last ten years .

Individual risk factors for low binhwei ght included demographic, medical,

behavioural, env ironm enta l, and health care risks (york & Brooten , 1992) . The se factors

are closely linked with the key determinan ts of health in that possession of any one of

these risk facto rs indica tes that one or several determinan ts of heal th are negatively

im pacted. The Canadian Institute of Child Health (199 2) bas identi fied some of these

risks as being modifiable. They incl ude smoking, nutri tion, use o f alcoh ol and other

drugs, poverty, stress and lack of soc ial support, teen age pregnancy, typ e of occupation,

and amoun t of prenatal care . An interaction of multip le factors occurs to cause low
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birthweight. For example, a pregnant woman from a low socioeconomic class may have

both poor nutrition and less prenatal care. Thus. alilbree cfthese factors could

contribute to low birtaweight.

D em og rapbic ri sks

Demographic factors have been associated with increased risk in pregnancy. Age

ofmother less than 14 and greater than 45 years. race (b lack), low soc ioeco nomic status,

mari tal status (umnanied), low leve l of educat ion, and geogra phic location were all

demographic risks assoc iated with low birthw eight (Gou ld & LeRo y, 1988; Moo re, et ai,

1994; Ste in et al., 1987; York & Broo ten, 1992). O 'C al laghan , Harv ey, Tudehope, and

Gray (1997) studied 84 sma ll-for-gestational-age infants and 81 co ntro ls and foun d that

low parental education and unem ployment were higher in the study group. DuPlessi s,

Bell, and Richards (1997) studied the imp act cfage and race on pregnanc y outcomes and

found that females between the ages o f 10 and 13 years were 2..5 times more likely to

have a low birthweight infant and 3.4 times more likely to have a preterm birth,

Reba viQun ! ri sk s

Behavioural risk factors that predisposed a woman to having a low birthweight

baby include smoking, poor nutrition, and substance abuse (Yawn. 1990 ). Smoking has

been establi shed as the most preventab le factor assoc iated with low birthweight and was

independent of othe r factors such as socioeconomic status and materna] age (Canadian

Inst itute of Child Health , 1993). Nand i and Nelson (1992 ) repo rted tha i wom en older

than 30 years who smo ked and were und erwe ight were at high risk for havin g low
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birthweight babies. O 'Cal laghan et aI. (1997) also found that maternal smoking was

signi ficantl y associated with small fOT gestati onal age infants. As wel], it was reported

that the effect ofstress on intnwtcrine growth was small compared to the effect of

smoking (Brooke. Anderson, Bland, Peacoc k.,& Stewart, 1989) . Other"studi es that have

identified smoking as a risk factor for low binhweigbt include Faden, Gra ubard, and

Dufour (1997) and Meis et at. (1997). Furth ermore, Faden et a1. found that women who

drank more also smoked more, were less educated, and younger than wom en who drank

less .

Poor nutrition is also a behavioural risk fac tor for low birthweigh t. James,

Nelson, Ralph , and Leather (1997) studied nutriti on as a socioeconomic detenninant o f

health . They argued thot the diet of lower socioeconomic group s tended to include a high

intake of food s such as mea t products, full cream. fats , sugars. preserves. potatoes , and

cereals and a low intake ofvegetables. fruits, and wholewheat bread. As a result oflhis

type of d iet there was a low intak e of calcium, iron, magn esium,. folate. and vitamin C.

Furthermore, lhe nutri tional requirement fOT women is different than children and men

because of the demands placed on their bodies by menstruation, childbearing. and

menop ause . These high demands placed on women comb ined with poor nutrition causes

them to be at risk for peer health outcomes (The Working Group on Women 's Heal th.

1994). The health survey co nducted as part of the sustainabifiry projec t in the Bonavi sta

area showed that people had decreas ed spendin g on food and groce ries (Gien & So lberg,
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1995). Thi s may. in fUm, have affected the nutritional intake of pregnan t women in this

area and thus. have a neg ativ e impact on the outcome of their pregnan cies.

~

Medi cal risks that predisposed women to having low birthweigh t infan ts included

primi para or grand multipara. bein g underw eight, genitouri nary abnonnality. chronic

diseases, nonimm une status for rubel la, poor obstetric history, and ma ternal genetic

factors (Canadi an Institute o f Chi ld Health. 1993; Yawn, 1990). Of these risk factors,

multipl e birth s account ed for 16% ofall low birthweight babies in Can ada (Canadian

Institut e of Chi ld Heal th). Many of these risks, such as rubella, status and con trol of

chronic illnesses such as diabetes, can be modified.

Medi cal co nditions during pregnan cy that place the woman at risk incl ude

multip le gestation, poor wc igbt gain. short inter-pregnan cy interv al. pregnancy-induced

hypertension, bleedin g, co mplicati ons of pregnancy and anemia, incompetent cervix, fetal

ano malies, and spontaneous rupture ofmcmbranes (Canadian Institute of Chi ld Health,

1993; Yawn, 1990 ). O 'Cal laghan et at. (1997) found that women who bad poor weight

gain durin g pregnanc y, were smaI l prior to the pregnancy, had previous low birth weight

infants. or demonstrated a high er degree of hypertens ive and depressive symptoms were

at risk for ha ving a small for gesta tional age infant . Many of th ese risks can onl y be

deal! wi th using supportive medica l interventions (Ya wn).

Lan g, Leiberm an, and Co hen (199 6) compared risk fact ors for preterm infants

who were the proper s ize for their gesta tional age en- 9,490 ) and term infan ts small for
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gestatio nal age (n '" 10,889). They found risk factors fcr preterm birth included young

mat ernal age. null ipariry, previous preterm birth.histories of two or more induced

abortio ns, spontaneous abortions , or sti ll births , exposure 10 diethylsti lbestro l.

incom peten t cervix, uterine anomaly, and pyelonephritis. Smal l for gestatio nal age was

associ ated with being black, yOUDg age of mother. short sta ture of mother. prep regnancy

weight below norm al, small weekly weight gain durin g pregnancy, smoking. nul lipari ty,

previous preterm birth, three or more abortions, uterine anomaly, and

exposure to di ethylstilbestrol. This study showed thacthere were similar factors that

co uld plac e a woman at high risk to have a preterm or small for gestational age infant .

Erreds of Fishe ry C r ises on Healtb

The fishery is a large source ofemploymen t for many parts of the world. The

over fishing of stocks by vario us co untries has caused an economic crisis for those who

depend on the fishery for their livelihood. However, there were only a few studies

located that focused on the effect of fisheries crises on health . This literature related to the

collapse of the fishery in Newfoundland, Norway. and Nova Scotia will be included in

this section.

A survey of 681 residents conducted by Gien and Solberg (1995) on the Bonavista

head land in Newfoun dland found that the fishery crisis affected stress levels. On a scale

of 1-7, 64.1% of the respondents rated stress, anxiety and uncertain ty as a problem in

their community (rated greater than 5 out of7). When respondent s were asked to

compare their own stress level at present and three years ago, 16.7% felt their lives were
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much more stressfu l and 29.1% felt their lives were som ewhat more stressful. When

asked what their main source of stress was 27.3% stated finances and money and 25.3%

stated unemployment. A surve y of40 community leaders in the study area confirm ed

thes e result s. Mental health, depression. and str ess were viewed by 4 5.5% of the key

informants as serious health issues that faced their communities (Gien & Solberg, 1996).

The health professio nals and community leaders felt tha t prenatal care was affect ed by the

fishery crisis; 15% ofrespo ndents felt that moth ers were receiving less prenatal care.

Jentoft (1993) examined a similar cris is in the fishery that occurred in the late

1980's in Norway. He noted a number of stress-related health problems such as sleep

disorders and depression . A Newfo undland stud y that added suppo rt to these findings

was a 1993 needs assessm ent conduct ed by the ECDC (199 3) in conjunction with the

Cana dian Mental Health Associ ation. Using a participa tory action research model in two

areas ofNewfound land that were affect ed by the fisheries crisis. 48 famil y interview s

were completed. Thirty out of 48 families felt that they experi enced som e health

prob lems associa ted with the mora torium. Stres s. worry, and anxiety wer e the most

corrunonl y reported conditions , accounting for 76.6% of the responses (ECDC) .

Family life is likely to be negativ ely affected if the inco me provider(s) is

unemployed. Jentoft (1993) stated that there was a correlation noted between the fishing

moratorium in Norway and family violence. Similarly, a qualitative stud y that focused

on how the northern cod fisheries crisis affec ted families of offshor e fishennen in Nova

Scotia found that in some instances the frustration related to this cris is led to violence
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(Brinkl ey, 1995). The survey oCkcy informan ts conducted by the Eco- Research Project

in the Bonavista area found the majori ty of tbem felt that family stress was a significant

or serio us problem (Gien & Solberg, 1996) .

The EeOC (1993) also found evidence of increased conflict in the home. In the

study 14 out of 48 famil ies stated that they quarreled mo re with their spous e or partner,

10 ofthese stated that the arguing was only minor . Some of the arguing appeared to be

the resu lt o f having the husband or partner around the bou se more. However, 76% o f

families stated that they had drawn closer together as a result oCthe fisheries crisis.

A study conducted by the Women's Policy Office, Gov enunent of Newfoundland

and Labrador (1991) used a case study approach to research the effect of the crisis in the

fishery on women. Interviews were cond ucted with plant workers, plant managers,

wom en' s organizations, chairs of signi ficant groups, local governm ent, and the labour

union . Many informants reported that loss of emp loyment and uncertainty about jo bs and

income levels caused stress in the home. lnfonnants who were involved in organizati ons

for women stated either that funily violence increased or that they expect ed this to occ ur.

Another study in Newfound land inadvertently found prob lems ofabuse . The

Women 's Committee of the Fishermen. Food and Allied Workers Union (1994) had

cons ultatio n with 1000 women in more than 20 communities across Newfound land and

Labrad or. Many of these women stated mat they were worried about the future for

them selves, families, and communities. Several wom en spoke privately regarding

probl ems of phys ical andlor verbal abuse in the home. The researc hers staled that this
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