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The Tennessee Commission on Children and Youth (TCCY) is an independent state agency advocating for improvement in the quality of life
of children and families. To fulfill thismission, TCCY collects and disseminates information on children and families for the planning and
coordination of policies, programs, and services; administers and distributes funding for improvementsin juvenile justice; and evaluates the
delivery of servicesto children in state custody.
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Executive Summary

KIDS COUNT: The State of the Child in Tennessee is published by the Tennessee Commission on Children and Youth with partial funding from the Annie E.
Casey Foundation.

TheAnnie E. Casey Foundation funds a national and state-by-state effort to track the status of children in the United States. By providing policy makers and
citizens with benchmarks of child well-being, KIDS COUNT seeksto enrich local, state, and national discussions concerning ways to secure better futures
for al children. At the national level, the principal activity of the initiative is the publication of the annual KIDS COUNT Data Book, which uses the best
available data to measure the educational, social, economic, and physical well-being of children and their families. The Foundation funds statewide KIDS
COUNT projectsin the 50 states, the Virgin Islands, and Puerto Rico.

The Tennessee Commission on Children and Y outh (TCCY) is an independent state agency created by the Tennessee General Assembly to advocate for
improvements in the quality of life for children and families, coordinate regiona councils on children and youth, administer state and federal juvenile justice
funds, evaluate servicesto children in state custody, and compile and disseminate information on Tennessee' s children.

Data used in this publication were collected from various state and federal agencies and represent the most current data available at the time of the
publication. Narratives on each of the child indicators were devel oped to provide a summary of the findings and implications regarding the status of children.
Indicators are grouped into five major categories, including Infant, Child, and Teen Health; Child and Teen Well-Being; Education; Economic Security; and
Demographics.

Major Findings

Infant/Child/Teen Health
v As of December 2001, 45.2 percent of al TennCare enrollees were children.
The percent of children now on TennCare who saw a physician rarely had dropped from 15 for those on Medicaid in 1993 to 9 percent.
Only 81.4 percent of pregnant mothers received prenatal care during their first trimester.
In 2000, Tennessee' s rate of 9.2 percent for low-birthweight babies exceeded the U.S. percent of 7.6 during the same time period.
In 2000, 30 countiesin Tennessee (31.6 percent of all Tennessee counties) had higher low-birthweight rates than the state average.
In 2002 African-American infants were three times more likely to die at birth than White babies during the same time period.
In 2001, Tennessee reached its highest immunization completion rate yet for 24-month-olds at 88.2 percent.
Theteen birth rate in Tennessee declined by 4.8 percent between 1999 and 2000.
From 1995 to 2001 Tennessee’'s STD cases for teens ages 15-17 declined by 20 percent.
hild/Teen Well-Being
The number of substantiated child abuse and neglect casesin Tennessee decreased by 9.8 percent between 1999 and 2001.
In 2001, 57 percent of Tennessee children in state custody reviewed during the CPORT process had parents with substance abuse issues.
The number of children remaining in state custody in Tennessee from 2000 to 2001 declined by 3.8 percent.

<O KKK KKK K
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v The number of teen violent deaths in Tennessee increased by more than one third between 1999 and 2000; motor vehicle deaths continue to represent
the largest portion of teen violent deaths.

v Between 1999 and 2001, referral to Tennessee juvenile courtsincreased by 16.9 percent, with more than half of the juvenile court referrals for non-
delinquent offenses.

v Nearly one third of the students participating in the Youth Risk Behavior Survey in Tennessee reported engaging in heavy drinking (five or more
drinks in arow) during the 30 days prior to the study (2001).

v During 2000, about one fifth of the Tennessee students surveyed reported seriously considering suicide during the year before the survey.

v During 2001 there were 63,802 cases of domestic violence in Tennessee.

Education

v The average cost of one year of child carein Tennesseeis one and a half times more than one year of tuition at a state university. Y et when it comes
to paying for child care, families are on their own.

v In 2000, 12.3 percent of Tennessee schools were identified as low performing and in jeopardy of being taken over by the State Department of
Education.

v In 2001, 12 percent of all students attending schools in Tennessee receive special education services.

v During 2001, 33 percent of all special education studentsin Tennessee are located in Shelby, Davidson, Knox, and Hamilton counties.

v In 2001, 13.9 percent of Tennessee students drop out of high school before the 12th grade.

v Tennessee experienced an 8.6 percent increase in the number of expulsions from Tennessee school s between 2000 and 2001.

v More than one third of the expulsions in Tennessee schools were due to drugs.

v During 2001, 38 percent of Tennessee' s 138 school systems have 50 percent or more of their students participating in the free or reduced price lunch

program.

Economic Security

€ K K K <

v

In 2001, nearly three fourths of all wage earnersin Tennessee made |ess than $20,000 per year.

The percentage of children younger than age five living in poverty in Tennessee grew by 7 percent between 1990 and 2000.

Youth unemployment rates rose by 13.3 percent between 2000 and 2001 in Tennessee.

During 2001, eight percent of Tennessee children under age 18 receive monthly support from TANF dollars.

The number of people receiving Food Stamps in Tennessee increased by 13.3 percent from June 2001 to June 2002.

During 2002, aworker would have to work more than 80 hours aweek at minimum wage ($5.15 per hour) to meet the housing cost (one third of total
monthly income) for an average fair market rental at $541 per month in Tennessee.

During 2000, nearly one fourth of all Tennessee households were headed by a single parent.

Demographics

v

v
v
v

Tennessee experienced a 3.6 percent increase in population between 2000 and 2001.

Tennessee' s minority youth population grew by more than 11 percent in 2001, one of the fastest growing segments of the population.

Between 1999 and 2002, 3,041 refugees were resettled in Tennessee.

The Tennessee Department of Education reports that in October of 2001 there were 12,422 limited English proficiency studentsin Tennessee schools.

A Tennessee KIDS COUNT Project The State of the Child in Tennessee vii
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How to Use this Book

KIDS COUNT 2002 State of the Child in Tennessee provides data about child well-being. It is designed for use by diverse groups of individuals.
The book includes selected indicators that impact children’ s health, social, educational, and economic status in the state. The indicators are
grouped into five categories: Infant, Child, And Teen Health; Child and Teen Well-Being; Education; Economic Security; and
Demographics, and include 33 indicators. Eleven indicators are Primary, and 22 are Secondary. Numerous state agencies, along with other
outside resources, served as data sources.

The Narrative discusses issues pertinent to each indicator per category. Following that are pages that show what’ s better and what’ s not for
selected State Indicators. County pages have been maintained, incorporating indicators from the 2001 book unless contraindicated, as described
in “Please Note.”

Data may be presented as a count or amount, or as arate. Rates can be percentages (per 100), or some multiple thereof. Indicators of |ower
incidence are typically displayed as rates that are multiples of 1,000. The denominator for most indicators is the population estimate for the age
group reflected by the indicator of interest. Small denominators can inflate rates, so use caution when interpreting rates for counties having
smaller populations for the indicator of interest.

Following the county pages are tables with maps that show the way Tennessee counties stack up on 11 Primary Indicators when the distribution
of rates is subdivided into fourths. Each fourth isa quartile, or 25 percent of the data. Counties with smaller rates reflect more positively on
indicators than counties with larger rates.

For example, counties with the lowest rates are in the top 25th percentile on the indicator; counties with the highest rates fall in the bottom 25th
percentile, on the other hand. Counties in the top 25th percentile are doing better than 75 percent of their counterparts on a given indicator; for
counties in the bottom 25th percentile, 75 percent of the counties are doing better than they are. (Adequate prenatal careisthe only indicator for
which higher rates are more positive, and it is a Secondary, versus a Primary, indicator.)

Subsequent pages include tables with appropriate counts and/or rates for the 22 Secondary Indicators. These tables give a detailed picture across
counties and statewide on Secondary Indicators. The book closes with Data Definitions and Sources, and References.

Current data represent year 2000 or 2001. Data for the same year, however, may not reference the same point in time. The data may indicate
fiscal year, federal fiscal year, calendar year, or school year. Data Definitions and Sources provides information on the exact time period being
reported.

The State of the Child in Tennessee A Tennessee KIDS COUNT Project



Please Note!

Substantiated Child Abuse. “N/A” representstrend status.

This representation was used because current year and previous year for thisindicator were not adjacent years. Problems with new reporting
softwarein CY 2000 precluded the availability of datafor that calendar year. Therefore, previous year isindicated by CY 1999 data, with current
year displaying CY 2001 data.

Juvenile Court Referrals. CY 2000 represents previous year.

Both CY 2001 and CY 2000 data were available for inclusion in this book. Therefore, current year is reflected with CY 2001 data and previous
year isindicated by CY 2000. In the 2001 book, CY 1999 was the most current data available and would have been previous year for this book.
We presented the most recent data available.

SED, TennCare Enrollees Under Age 18. SED, TennCare Enrollees Under Age 18 Excluded.
The appropriate denominator for this group was 2002 population estimates, which were not yet available. As aresult, the indicator was excluded
from this year’s book.

Housing Cost Index. Year 2000 index isNOT comparableto indicesfor previousyears.
The 2000 Housing Cost Index presented in this year’s book isthe result of a different methodology employed by the Department of Economics,
Middle Tennessee State University. As aresult, comparisons to previous years would be inappropriate.

€ < K«

A Tennessee KIDS COUNT Project The State of the Child in Tennessee



KIDS COUNT 2002

- il .
] wily, .

L
- [}
B
i ! ~ A
L 4 E
% ' L - B
\ |
- [ d E 1

& I = i - ...
- u . . .- h 1. _ ml- F, | .I. \\ {;'II *I :

£

3/, Narrative %

A Tennessee KIDS COUNT Project The State of the Child in Tennessee






TennCare

TennCare, Tennessee’ s expanded Medicaid program, hasimproved hedlthcare  Tenncare Enrollees as of December 2001

and access to health care in Tennessee since it began in 1994. The 2002
National KIDSCOUNT Data Book reported that Tennessee's rate of uninsured

children in 1999, 8 percent, was the lowest in the nation (KIDS COUNT, 2002).

According to the TennCare Bureau, 6 percent of Tennesseanswere uninsured in
2001, down from 9 percent in 1993. According to a survey to evaluate
TennCare, only 3.9 percent of children were without health insurance in 2002
(Lyons & Fox, 2002).

TennCare has altered health care behavior, according to the survey. Inonly 5
percent of cases was a hospital theinitial point of entry into medical carefor
children seeking carein 2002. Prior to the introduction of TennCare, 13 percent
of al health care began at the hospital, amuch more expensive form of
treatment sought by low-income people who believed they would be more
likely to receive treatment at a hospital or who had delayed seeking treatment
until the health condition reached a crisislevel. The percentage of children now
on TennCare who see the doctor only rarely has dropped from 15 percent in
1993 to nine percent in 2002. Among heads of households receiving TennCare,

28 percent said their children received excellent care, and 48 percent said the care was good (Lyons & Fox, 2002).

Research on TennCare continues to show improved health care and outcomes for recipients, including recent studies finding more outpatient visits,
fewer emergency room visits, and fewer hospitalizations after TennCare than before (UT CHSR Research Briefs, Center for Health Services

Research at University of Tennessee, 2002).

An evaluation of state managed-care Medicaid programs found that through 1998 TennCare reduced the rate of uninsured significantly. Expanding
the program reduced barriersto medical services, increased the use of preventive services, and reduced unmet needs for services (Health Care
Financing Administration, 2002). Seventy-four percent of those without health insurance and 90 percent of those with incomes between $10,000-

$14,499 said they couldn’t afford insurance (Lyons & Fox, 2002).

Although the state covers alarger percentage of itslow-income citizens than any other state, in the last analysis done, Tennessee spent less per
recipient than any other state in the nation (Martin, A; Whittle, L.; Levit, K; Won, G; Hinman, L, 2002). Only 12 states, and only two Southeastern
states, had average yearly Medicaid growth rates lower than Tennessee' s 2.9 percent. From 2000 to 2001 TennCare' s costs per recipient increased
by almost exactly the same as the increase in employer-provided health care insurance premiums, or nearly 11 percent (Tennessee Comptroller of

the Treasury, 2001).

In June 2002, the Federal Centersfor Medicare and Medicaid Services, formerly the Health Care Financing Administration, approved changesin the
TennCare program dividing TennCare into two groups. TennCare Medicaid and TennCare Standard.

A Tennessee KIDS COUNT Project

By Age Group Total Number Enrolled
1,536,324

Ages 6-12
16.2%

Ages 13-18
10.4%

Ages 2-5
Ages 19-20 10.1%

3.6%

Ages 0-1
4.4%

Age 65 and Over
10.4%
Ages 21-40
24.0%

Ages 41-64
21.0%

Source: Bureau of TennCare.

el v | puE Py ) duEjy|

The State of the Child in Tennessee 3



TennCare Medicaid serves everyone who is determined eligible for Medicaid in Total TennCare Enrollees. 2001
the following groups: !

v Children receiving Families First cash assistance through the Tennessee By Age Group
Temporary Assistance to Needy Families (TANF) program; 0-20
v Children who qualify under the “ Poverty Level Income Standard”; 45.2%
Income standards vary according to the age of the child: For childrenin
familieswith low to very low income or high medical bills:
v Infants to age 1, 185 percent of poverty ($2,256 for afamily of 694,220
three);

v Children ages 1 to 6, 133 percent of poverty ($1,622 for a
family of three);

v Children ages 6 to 17, 100 percent of poverty ($1,220 for a
family of three);

v Children under age 21, Medicaid Spend-Down, with unpaid
medical billsor big medical bills paid during the month of
application and with very low savings and assets.

842,104

v Children receiving Special Supplemental Security Income, the Social 21-Over 65
Security Administration program providing income support for low- 54.8%
income disabled p80p|e Source: Bureau of TennCare.

When can children apply?

v TennCare Medicaid: children can apply any time
v TennCare Standard Uninsured: must wait for open enrollment period
v TennCare Standard Medically Eligible: if under 100 percent of poverty level can apply anytime; if at or over 100 percent they will have to wait for

open enrollment period.

Between July 1 and December 31, 2002, eligibility under the new rules was redetermined for all children receiving TennCare in non-Medicaid categories.
Children who may retain their coverage are:

v Children through age 18 who are below 185 percent of poverty without accessto other insurance;

v Children below 185 percent of poverty who have access to other insurance and were enrolled before January 1, 2002;
v Uninsurable children (and adults) regardless of income; and

v Childreninfamilies of dislocated workerswho enrolled before January 1, 2002.

People removed from the program for failure to comply with the redetermination process must reapply under new, more limited eigibility requirements,
including income limits for uninsurable people.

The state also transferred initial application for those seeking health insurance from the Department of Health to the Department of Human Services. In order to
qualify for TennCare Standard, applicants must first be rejected for TennCare Medicaid.

Deadlines for redetermination of eligibility depend on the month of initial enrollment to the TennCare program. By January of 2003 all individualsfrom the
original TennCare Program should have completed the redetermination process. Initial analysis of data on those who have lost dligibility through the
redetermination process indicates that more than one third are children. A full analysis of those individuals who will lose or havelost TennCare coverage
cannot be determined until after the final group has completed the redetermination process in January 2003.

4 The State of the Child in Tennessee A Tennessee KIDS COUNT Project



State and federal budget changes, TennCare changes and the declining
funding schedule for the federal State Children’ s Health Insurance
Program raise the possibility of reduced health care coverage for children,
and an increase the number of uninsured children in Tennessee. Compared
to insured children, uninsured children are:

v Six times more likely to lack ausual source of health care;

v Nearly four times more likely to have an unmet health care need;

v Seen by the doctor fewer than half as frequently (long-term
uninsured);

v Likely to get only 42 percent of the number of inpatient hospital
days (FamiliesUSA, 2002).

The United States spends more per capita on health care than any other
nation (Human Development Report, 2001), despite not providing
universal coverage. A recent study reported that taxpayers paid nearly 60
percent of U.S. health care costs, including health financing programs,
public employee health benefits, and tax reductions resulting from
exemptions on income used to purchase private health care (Woolhandler
& Himmelstein, 2002).

Percent of Births Receiving Early

Prenatal Care
By Race, Year 2000
B Caucasian [JAfrican American CJOther Race CJAII

100

89.3 871 87.8 88.9 87.7

80.5 81.5 ] 80
755 5 76.9 75.576.6

725
s — 69.1 69

63.2]

47.3 148.6|

10-14 15-17 18-19 20-24 25-34 35-44 45+

Age of Mother
Source: TCCY, using data obtained from the Tennessee Department of Health, Bureau of Health Informatics, Health Statistics and
Research
*Note: Numbers for Other Race in 10-14 and 45+ were very small.

Prenatal Care

Maximum opportunity for children to reach their full potential begins with adequate prenatal care. In 2000, only 81.4 percent of pregnant mothersin Tennessee
received prenatal care during their first trimester. The pattern of care by race, however, tendsto mirror that of national data. In general, seeking and receiving
early prenatal careincreaseswith age of the maother. The youngest mothers (i.e., those in the 10-14-year-old age group) demonstrate extremely poor use of

prenatal care services.

Adequacy of prenatal carein Tennesseeis defined through the Kessner Index. Included in the equation are timing of care and number of prenatal visits,
adjusted for gestation length. In addition to a specific number of visits, the interval to thefirst prenatal visit has to be 13 weeks or less (first trimester) for a
rating of adequate prenatal care (Institute of Medicine, National Academy of Sciences, 1973). For 2000, 73.1 percent of expectant mothersin the state received
adequate prenatal care, down from 74.4 percent in 1999. Counties with ratesin the top 10 percent comprise: Williamson (91.2), Weakley (90.4). Unicoi (89.2),
Sumner (88.0), Humphreys (86.3), Wilson (86.2) Blount (85.7), Trousdale (84.9), and Washington (84.7).

Prenatal care for nine months (excluding delivery) averages $600. Normal deliveries range from $1,700-$2,300, with hospital costs for the baby between $650-
$750. More intensive delivery costs range from $4,600-$5,300, with daily hospital costs for babies with problems starting around $1,700. In general, the U.S.
Office of Technology Assessment estimated that prenatal care saves the health care system $14,000-$30,000 per baby (Opion 5 Prenatal Care, 2002).

Although the United States failed to meets its Healthy People 2000 goal of 90 percent of pregnant women receiving prenatal care during their first trimester
(Knudsen, 2002; NCHS, 2001), the percentage of mothers receiving early care has continued to increase since 1970 (DHHS, 2002). In 2000, 83.1 percent of

A Tennessee KIDS COUNT Project
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expectant mothers nationwide met this criterion (NCHS, 2002b). The
percentage was higher for non-Hispanic, White women than for non-Hispanic,

African-American, American Indian, or Alaskan Native women (DHHS, 2002).

For teen mothers ages 15-19, the percentage rate dropsto 69.1 percent (NCHS,
20024). The goal for Healthy People 2010 remains at 90 percent (NCHS,
2001).

The National Committee of Quality Assurance (NCQA), anonprofit
organization dedicated to improving health care everywhere, defines early or
timely prenatal care as care that begins during the first trimester of pregnancy
(NCQA, 2001). Thislevel of care, if continued throughout pregnancy, reduces
the risk of maternal morbidity and poor birth outcomes (Pastor, Makuc,
Reuben, & Zia, 2002). Expectant mothers begin with monthly visitsto a health
professional —either an obstetrician, family practitioner, nurse-practitioner, or
nurse-midwife — that increase to at |east once per week closer to the due date.
The health professional performs a series of examinations and teststo
determine the health of the mother and baby during visits. Among the exams
are measuring the growth of the uterus; listening to the baby’ s heartbeat; and
checking the mother’ s blood pressure, weight, and urine. Pregnant mothers

Percent Low-Birthweight Babies
Less Than 2,500 Grams (5.5 Pounds)

Twelve Year Comparison Between Tennessee and U.S.
HETennessee CJU.S.

7.9%
8.2%
8.2%

8.8%
7.1%
8.5%
7.1%
8.8%
7.2%
8.8%
7.3%
8.7%
7.3%
8.8%
7.4%
8.8%
7.5%
9.1%
7.6%
9.2%
7.6%

6.9%
7%
7%

1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999

Source: The Annie E. Casey Foundation. Kids Count Data Book (2002), State Profiles of Child
Well-Being. Baltimore: The Annie E. Casey Foundation.

should aert the professional to any concerns or problemswith blurred vision, leg cramps, abdominal cramps, or unusual headaches (Williams, 1999).

Many expectant mothers still fail to see a health practitioner early in their pregnancy. Those at high risk for delaying prenatal care (i.e., expectant women who

delay getting proper medical care until after the first trimester) include African-Americans, Hispanics, those under 20, those with less than a high school

education, and those with more than one child (Knudsen, 2002). Attitudes toward pregnancy, lifestyle factors, and cultural beliefs have been offered asreasons
for the delay in care (Pastor, Makuc, Reuben, & Zia, 2002). Reasons most often cited by high-risk mothers include not knowing they were pregnant, lack of

money or insurance coverage, and not being able to get an appointment (Knudsen, 2002). A recent study of prenatal phone counseling in North Carolina

promotes its benefits for African-Americans and other at-risk expectant women (Schiff, 2000). Using a sample of more than 1,500 African-American women

ages 19 and ol der, nurses called once or twice weekly starting in the 24 week of pregnancy. The results showed these women had fewer preterm and low

birthweight babies, and hospital costs were lower, too.

Ideally, prenatal care should begin before conception, but seeing a health care professional as early as possible during the first three months of pregnancy is

highly recommended (K nudsen, 2002). Other precautions that women should take during pregnancy include:

v Have urinary tract infections and any STDstreated immediately;

v Avoid cat litter and raw meat, as either may contain the parasite Toxoplasma gondii, which can put the baby at risk for seriousillness or death. (If the

mother can’t get someone else to change the kitty litter, she should at |east wear aface mask and rubber glovesfor protection);

v Avoid alcohol and tobacco products altogether;

v Minimize X-rays, hot tubs, and saunas. X-rays can expose the fetus to radiation that can result in birth defects. Hot tubs and saunas can raise the core

temperature of the mother’ s body and potentially harm the fetus (Williams, 1999).
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Low Birthweight Babies

Babies of low birthweight are more likely to have problems as they move i i _Ri i
through the growth stages than babies of normal birthweight (Annie E. Casey Counties with Low-Birthwei g ht Rates

Foundation, 2002). In fact, health problems for these children may bemanifet ~~ ADOVe the Statewide Percentage, 2000
throughout the lifespan (March of Dimes, 2002). Among the problems Less Than 5 |bs., B ounces - (Rate per 100)

encountered by low birthweight babiesisinfant mortality. Per the Annie E. S/EES?%S —92121 149
. . . . . . auderdale | 10

Casey Foundation (2002), the risk of dying during the first year of life for low Hamilton - E—————— .9

birthweight babiesis 24 times higher (60.5 deaths per 1,000 births) than for o e 2
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babies of normal birthweight (2.5 deaths per 1,000 births). Figures from the ey
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March of Dimes (2002) place the infant mortality likelihood for babies born at Johnson 105
low birthweight 22 times that of their normal birthweight counterparts. The risk e e
of mothers having alow birthweight baby at birth is further increased if the i ki
mother lacks health insurance or failsto obtain adequate prenatal care early LCannon 10
during pregnancy (Annie E. Casey Foundation, 2000). Ha}ggg =8'9§8
Grundy I O .6
Tennessee’s 2000 percentage of 9.2 of all live births exceeds the U.S. percentage Jﬁéﬁzﬂﬁ E §§
of 7.6 for the same time period (NCHS, 2002). Nationally and in Tennessee the O
rate of low birthweight-babies has inched up over adecade. Incidences of low e E 3
birthweight in babies are generally higher in the western and mid-eastern

Source: Tennessee Department of Health, Bureau of Health Informatics, Health Statistics and Research;

reg| ons | n Tennme. Rate is based on live births.

Low birthweight babiesweigh less than 2,500 grams (about 5.5 pounds or 5

pounds, 8 ounces) at birth (Annie E. Casey Foundation, 2002). There are two categories of low birthweight babies. Preterm births, also known as premature
births, occur before the end of the 371" week of pregnancy. The data show that more than 60 percent of low birthweight babies are preterm. Certainly, the earlier
the baby is born, the less developed are its organs. Then there are the small-for-date babies, also referred to as small for gestational age or growth-restricted
babies. Babiesin this category may be full term yet underweight. Their low birthweight isafunction, at least in part, of the slowing or temporary halting of
growth in the womb. Some babiesfit both categories, which places them at extremely high risk for problemsin later life (March of Dimes, 2002).

All causes of low birthweight in babies are not yet known. Sometimes low birthweight can be the result of asingle factor, but it ismost likely associated with a
combination of factors. Fetal defects may limit normal development and cause low birthweight, as can an improperly functioning placenta or multiple births
(twins, triplets, or higher). The mother’s medical problems can affect birthweight, especially if she has high blood pressure; certain infections; or heart, kidney
or lung problems. An abnormal uterus or cervix can increase the mother’ srisk of having a preterm baby of low birthweight as well. Socioeconomic factors,
such aslow income and lack of education, are linked with increased risk of having a baby of low birthweight. Other risk factorsinclude pregnancy in women
under the age of 17 or over the age of 35, being unmarried, and having a prior history of preterm birth. Excessive stress or being a victim of domestic violence
or other abuse tends to increase the risk of having alow birthweight baby (March of Dimes, 2002).

The March of Dimes (2002) acknowledges low birthweight as one of the major health problems of babiesin Americaand has set the following goal : to reduce

low birthweight to no more than 5 percent of all live births. This goal isthe same as that used by Healthy People 2000 and now Healthy People 2010 (NCHS,
2001). In our state, only Weakley County met the criterion for 2000, with arate of 4.5.
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The actions of the mother before and during pregnancy may also contribute to Immunization Com p letion Rates

low birthweight. The March of Dimes (2002) recommends that women for Tennessee 24-Month-Old Children
planning pregnancy should: 1995 to 2001
v Have apre-pregnancy checkup;
v Consume a multivitamin containing 400 mg. of the B vitamin folic acid 1995

every day before and in the early months of pregnancy;
v Stop smoking; 1996 _
v Stop drinking alcohol and/or usingillicit drugs or prescription or over-the-

counter drugs not prescribed by a doctor aware of the pregnancy. 1997 _ 84.3
Once pregnant, the March of Dimes (2002) further recommends that the 1998 86.7
mother:
v Get early, regular prenatal care; 1999 81.7
v Eat abalanced diet with enough calories, usually about 300 more per day

than the female normally eats; 2000 81.7
v Gain enough weight. Between 25 and 35 pounds is recommended for 2001 88.2

women of normal weight. ‘

Source: Tennessee Department of Health, Immunization Program. Note: Completion rates are
based on four doses of DTaP/DT, three doses of polio, and one dose of MMR.

Immunizations

Most childrenin Tennessee today survive childhood. That is not remarkable, but in medieval times, an estimated one third to one half of children failed to live
past the early years. Immunizations against deadly and debilitating diseases are significant factorsin increasing life expectancy by 30 years during the 20"
Century and are considered one of the top 10 health advances of the century.

Immunization is a cost-effective public health expense. The Centers for Disease Control estimated that every $1 invested in polio vaccine saved $3.40 in direct
medical costs and $2.74 in indirect societal costs; every $1 invested in measles vaccine saved $10.30 in direct medical costs and $3.20 in indirect societal costs
(1999). An average of more than 16,000 people were paralyzed and nearly 2,000 people died due to polio during each of the four years prior to the introduction
of the polio vaccinein 1955. Only seven years later, fewer than 100 cases were reported.

Although Tennessee has made great strides inimmunization, work is still needed. Nearly 80,000 babies were born in Tennessee in 2000. Under current stan-
dards they should each be given 15-19 doses of vaccine by the age of 18 months to be protected against 11 childhood diseases (CDC, 1999).

In 2001, Tennessee reached its highest rate of completion for 24-month-old for DtaP/Td (diphtheria, tetanus, and pertussis, or whooping cough), polio, and
MMR (measles, mumps, and rubella) at 88.2 percent. However, the state has still failed to achieve its goal of 90 percent completion.

Although vaccinations are available at local heath department offices, only 16 percent children received their shotsthere. TennCare families had completion

rates lower than privately insured children; however, the difference (86.3 percent compared to 90.4 percent) islessthan half the 20 percent disparity that
existed in the Medicaid program that preceded TennCare (DOH, 2002). The DOH has successfully used the Women, Infants, and Children (WIC) program to
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encourage immunization. It has now targeted families with two or more ol der Tennessee Participants in WIC Program,
children for intensive follow up. FY 2001

Children attending child care and enrolled in school are required to have an Total Enrollment = 148,328
age-appropriate level of immunization. Surveys of programs providing Head

*Women
26.5%

Start and day care and of schools found that during the 1997-98 year: Infants 0-1yr
v Estimated coverage of children enrolled in licensed day care facilities

in Tennessee exceeded 95 percent for polio, DTP/DT/Td, and MMR

vaccinations;

v Estimated coverage of children enrolled in Healthy Start programs
exceeded 99 percent for these diseases.

v Estimated coverage of children enrolled in kindergarten and first grade
exceeded 96 percent for these vaccinations (Jiles, Fuchs, & Klevens,

2000).
Children 1-5yrs
College students born after 1957 are required to have two doses of MMR Souree ) o
. . . . . . . ource: Tennessee Department of Health,*Represents women who are pregnant,
before enrolling in Tennessee institutions of higher education. breastfeeding, or postpartum.

Women, Infants, and Children Nutrition Program

The Specia Supplemental Nutrition Program for Women, Infants, and Children (WIC) isasupplemental food program that provides nutrient dense foods, such
as cheese, milk, and cereals, for pregnant, postpartum, and breastfeeding women, as well asinfants and children ages 1 through 5 years old who are at risk of

poor growth and who meet certain income guidelines (TDH, 2002).

WIC participantsreceive:
v Monthly vouchersto buy WIC foods, such as cereals, eggs, fruit juices, milk, cheese, and iron fortified formulas and ceredls,

v Information on nutrition;
v Suggestions on h