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The Public Health Significance of Low Birth Weight
in the USA *

With Special Reference to Varying Practices in Providing Special Care to Infants
of Low Birth Weight

LEONA BAUMGARTNER, M.D.1

In this discussion of the significance oflow birth weight in the USA, the author presents
data relating birth weight, ethnic grouping and duration of gestation to infant mortality
rates, and concludes that measures designed to lower the infant mortality in one country or
area cannot always be applied without change in another area. She challenges the notion
that a birth weight of2500 g or less necessarily implies a premature birth; it would hardly
be valid, for instance, in areas where the median birth weights are below 3000 g. Moreover,
the state of physiological development and efficiency of the infant is more important in
determining its survival than its weight at birth.

In her conclusions, she also lists a number offactors that should be taken into considera-
tion for assessing the significance of low birth weight and for deciding on practical pro-
grammes to reduce the mortality associated with it.

The lengthening span of man's life, it is well
recognized, has been related almost entirely in well-
developed countries to the continuing reduction in
infant mortality rates. As these rates drop, attention
is focused sharply on the " premature "2 baby whose
mortality rates remain high. Almost two-thirds of
all infant deaths in the United States of America are
now found among infants weighing 2500 g or less
at birth.

In 1957, of 4254784 live-births in the USA,
323 364 (or 7.6%) were infants weighing 2500 g or
less. When these births are classified into two
ethnic groupings, white and non-white, a striking
difference in the frequency of prematurity is noted:
for the non-white, 12.5% of the births are of a weight
of 2500 g or under, and for the white only 6.8%
(Table 1). This higher proportion of non-white is
present in each weight-group under 2501 g. If the
length of gestation is used as a criterion for pre-

* Paper submitted to the WHO Expert Committee on
Maternal and Child Health, November 1960.

1 Commissioner of Health, Department of Health, City
of New York; Associate Professor of Clinical Pediatrics,
Cornell Medical College, New York, N.Y., USA.

' The term " premature " is used in this paper to indicate
an infant weighing 2500 g or less at birth.

TABLE I
PERCENTAGE DISTRIBUTION OF 4254784 LIVE-BIRTHS
t BY BIRTH WEIGHT AND ETHNIC GROUP, USA, 1957

Birt; weight (g) Total White Non-white

1 000 or less 0.5 0.4 0.9

1 001-1 500 0.6 0.5 1.1

1 501-2 000 1.4 1.3 2.4

2 001-2 500 5.1 4.5 8.1

2 501-3 000 18.5 17.5 24.5

3 001-3 500 38.2 38.4 37.2

3 501-4 000 26.8 28.0 19.6

4 001-4 500 7.3 7.8 4.8

4 501-5 000 1.3 1.3 1.3

5 001 or more 0.2 0.2 0.2

Total 100 100 100

Percentage under
2501 g 7.6 6.8 12.5

Median weight (g) 3 310 3 330 3 170

Number of live-
births 4 254 784 3 621 456 633 328
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TABLE 2
SINGLE LIVE-BIRTHS BY DURATION OF GESTATION
AND ETHNIC GROUP, NEW YORK CITY, 1958 AND 1959

Duration White Non-white
of gestation

(weeks) Number |_% Number |_%

36 or less 22 184 8.5 12 021 18.1

37 or more 235 013 89.7 52 285 78.7

Duration not
reported 4 861 1.8 2143 3.2

Total 262 058 100 66 449 100

mature birth, somewhat different figures result but
the higher incidence of low birth weight among
non-white babies is still striking (Table 2).
Though the non-white group does have a higher

frequency of " prematurity ", it does not by any

means follow that they are biologically less adapted
to the bearing of children. In the first place, the
non-white group is socio-economically at a disad-
vantage as compared with the white group; hence
they may be worse off as regards nutrition and other
factors related to socio-economic status which may
affect the outcome of pregnancy. Secondly, there
are data which suggest that when adequate medical
care is available to these groups at a disadvantage
the difference in mortality between non-white and
white is minimized. For example, studies in the same
geographical area (New York City) have shown
lower rates in groups having prepaid comprehensive
medical care available to them than in similar
groups without such care (Shapiro et al., 1958, 1960).
Also, those receiving care on the teaching services of
medical schools (Kohl, 1955) or in certain hospitals
with high standards had lower rates than those not
having such care (Baumgartner et al., 1950). Further
carefully controlled studies on the same population
groups still need to be done.

BIRTH WEIGHT AND MORTALITY RATES

Though the over-all relationship between low
birth weight and high mortality is clear, all the
factors responsible for this relationship are still not
well understood. Why, weight for weight, does the
non-white infant under 2500 g exhibit a higher
survival rate than the white ofequal weight (Table 3) ?
The same is true in relation to gestational age

TABLE 3

INFANT MORTALITY RATES BY BIRTH WEIGHT
AND ETHNIC GROUP, NEW YORK CITY, 1959

Deaths under one year
Birth weight per 1 000 live-births

(g)
Total White Non-white

1 000 or less 951.7 973.3 926.2

1 001-1 500 480.8 510.5 437.1

1 501-200 188.6 200.7 167.5

2 001-2 500 44.6 44.7 44.2

2 501-3 000 15.7 15.0 17.9

3 001-3 500 9.7 8.7 13.8

3 5014 000 8.5 7.6 13.6

4 0014 500 9.9 9.0 16.0

4 501-5 000 12.5 8.9 38.0

5001 or more 73.6 58.8 148.1

Total 26.5 22.1 43.5

Number of live-
births 168138 133 368 34 770

(Table 4), except that after 36 weeks the relationship
changes: the non-white mortality rate then becomes
higher than that of the white.
Then, again, why does the male have a higher

mortality rate than the female, both in similar

TABLE 4
INFANT MORTALITY RATES BY DURATION
OF GESTATION AND ETHNIC GROUP, USA,

JANUARY-MARCH 1950 a

Deaths under one year
Duration of gestation per 1 000 live-births

(weeks)
White Non-white

Less than 28 793.5 718.3

28-31 374.3 332.4

32M35b119.7 108.9

37 or more 7.9 13.1

Number of live-births 717 133 120 653

a Data from Shapiro (1954).
b Omission of data at 33 weeks is explained by Shapiro

(1954).
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weight-groups (Table 5) and in similar gestational
periods, even at this early stage of life ? The fact that
this sex difference in mortality exists throughout the
total span of life in most highly developed and
economically privileged countries indicates that this
may be a phenomenon of biological significance.

CIzarly much more information is needed.
Though it may be possible to clarify the dimensions
of the problem by further tabulations on such
factors as age, family and nutritional status, socio-
economic status, etc., the dividends are likely to be
far greater when this type of statistical, epidemiolo-
gical research is linked with a greatly expanded
programme of basic biological, physiological and
clinical research in the hospital and laboratory. The
recent observations on the outcome of pregnancy
among women with inapparent bacterial infections
and among women with small heart sizes illustrate
the point. (Raiha et al., 1956; Unnerus, 1959; Kass,
1960, 1961).1

It is interesting that the loss of life in the first
month after birth is comparatively lower for the
non-white infants than for the white under 2500 g,
but that after the first month, the infant death-rates
are higher for the non-white (excepting those infants
under 1000 g) (Table 6). This is true for the data of
the United States of America as a whole as well as
for the city of New York, to which the figures in
Table 6 apply. This observation strongly suggests
that inadequate medical care, inadequate maternal
supervision, inadequate housing and associated
socio-conomic deprivations are exerting unfavour-
able influences on the later survival of those non-
white babies who initially appear the more favoured.
It is apparent that socio-economic factors not only
influence the incidence of low birth weight in all
ethnic groups, but greatly influence survival after the
neonatal period. Over and over again, we are made
to realize that real progress in public health can be
made only when the community embraces an im-
proved way of life with decent housing, sanitation
and nutrition. Good medical care is only part of the
whole picture.
Of particular interest is the significant difference

in the ethnic groups in mortality rates due to con-
genital malformations (Table 7). For the white
infants of 2500 g and under, the rate is 13.6 deaths
per 1000 live-births, and for the non-white the rate
is 6.3 per 1000 live-births.

1 See also the note by C.-E. RtiihS on page 296 of this
issue.

TABLE 5
NEONATAL MORTALITY RATES BY SEX, BIRTH WEIGHT
AND ETHNIC,GROUP, USA, JANUARY-MARCH 19S0a

Deaths under 28 days
per 1 000 live-births

Birth weight
(g) White Non-white

Male Female Male Female

1 001-1 250 731.7 589.3 648.6 603.4

1 251-1 500 579.4 412.3 464.6 412.0

1 501-1 750 583.0 246.0 252.9 228.0

1 751-2 000 246.0 147.7 206.2 131.5

2 001-2 250 117.1 59.5 104.6 62.0

2 251-2 500 55.8 30.2 50.8 35.1

2 501-2 750 23.8 13.2 25.6 13.4

2751-3000 11.6 6 6.8 15.7 9.7

Number of live-
births 368 378 348 755 61 128 59525

a Data from Shapiro (1954).

TABLE 6
POST-NEONATAL INFANT MORTALITY RATES BY BIRTH
WEIGHT AND ETHNIC GROUP, NEW YORK CITY, 1959

Deaths from 28 days to first birthday
Birth weight per 1 000 live-births a

(g )-

Total White Non-white

1 000 or less 325.8 538.5 160.0

1 001-1 500 67.5 54.2 83.9

1 501-2 000 32.0 29.6 35.9

2001-2 500 14.1 11.1 20.8

2501-3 000 7.0 5.7 11.0

3 001-3 500 5.1 4.4 8.2

3 501-4 000 4.2 3.6 7.6

4 001-4 500 4.1 3.9 6.0

4501-5 000 5.5 3.6 19.4

5 001 or more 19.5 15.4 -

Total 6.7 5.4 11.8

Number of live-
births 164 787 131 133 33 654

a Deaths under 28 days were subtracted from total live-
births before rates were computed.
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TABLE 7

INFANT MORTALITY RATE DUE TO CONGENITAL
MALFORMATIONS BY BIRTH WEIGHT

AND ETHNIC GROUP, NEW YORK CITY, 1958 AND 1959 a

Deaths under one year
Birth weight per 1 000 live-births

(g) - _ _ _ _ _ _ _ _ _ _ _

Total White Non-white

2500 or less 11.1 13.6 6.3

2 501-3 500 2.8 2.8 2.5

3 501-4 000 1.8 1.8 1.8

4 001 or more 2.6 2.6 2.9

Total 3.3 3.3 3.0

Number of live-
births 324 000 b 220 070 62 500

a Based on a 10 % sample.
b Includes 41 430 Puerto Rican births.

Not only does the mortality from congenital mal-
formations appear higher in the premature white
infant than in the non-white, but so does the fre-
quency of occurrence as reflected in birth certificate
data. For example, for infants under 2500 g the
reported incidence in New York City (with over
160 000 births annually), is 2.1 % for the non-white
and 2.7% for the white (Table 8).

TABLE 8

REPORTED INCIDENCE OF CONGENITAL
MALFORMATIONS AMONG SINGLE LIVE-BIRThS

BY BIRTH WEIGHT AND ETHNIC GROUP,
NEW YORK CITY, 1958 AND 1959 a

Congenital malformations
Birth weight per 100 live-births

(g)
Total [ White Non-white

2 500 or less 2.5 2.7 2.1

2 501-3 500 1.1 1.0 1.3

3 501-4 000 1.0 1.0 1.4
4 000 or more 1.4 1.3 1.8

Number of live-
births 3240oo b 220 070 62 500

a Based on a 10 % sample.
b Includes 41 430 Puerto Rican births.

It is, of course, possible that some of the dif-
ferences in both the frequency of and the mortality
from congenital malformations in the white and non-
white are due to better reporting in the white group,
but there are suggestions in the literature that the
difference may not be entirely a matter of reporting.
For example, Taylor & Walker (1959) have shown
that premature births associated with maternal
illness or complications carry a higher risk than those
associated with no illness or complications. When
this is put together with the work of Stevenson et
al. (1957), which showed a higher incidence of vaginal
bleeding and placenta accidents among white
mothers of prematurely born infants as compared
with non-white, it carries the suggestion that the
causes of the higher survival rate in the non-white
premature baby and the lower frequency of con-
genital malformations may be found in the varying
reasons for the premature birth and not only in
reporting differences.

Focusing so intently on the baby weighing less
than 2500 g it is easy to overlook the great public
health significance of the mortality in weight-groups
over 2500 g. The significance of this group is greater
perhaps than is often realized. It seems important,
therefore, to digress for a moment and point out
once again certain less well recognized facts (Table 3).
First is the great risk to the baby at the upper
edge of the weight scale. In the United States of
America this is the baby over 4500 g. Fortunately
there are few of them. The optimal survival rate in
the New York City data is now in the 3501-4000-g
weight-group. The optimal weight for males is
about 120 g higher than for females, consistent with
their higher average weight (Baumgartner et al.,
1950). Among infants weighing 2501-3500 g the
mortality rates are distinctly higher than for infants
at the optimal weight level. This is all the more
significant when we realize that infants weighing
between 2500 g and 3500 g constituted 63.3%/ of all
live-births, for example, in New York City (Table 9)
and that only 21.5% were in the optimal weight-
group (3501-4000 g). Only 23.6% of the white and
16% of the non-white births fell in this optimal
group. Promoters of public health bent on lowering
infant mortality rates would do well to set a goal of
increasing the proportion of infants born in the more
favourable weight-groups and improving the care
they receive. This point of view has not been stressed
and goes beyond the concept of the established
"premature programmes ". In New York City
alone, were the infant mortality rate for infants born
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TABLE 9
PERCENTAGE DISTRIBUTION OF LIVE-BIRTHS BY BIRTH
WEIGHT AND ETHNIC GROUP, NEW YORK CITY, 1958

Birth weight Total White Non-white

1 000 or less 0.6 0.4 1.5

1 001-1 500 0.7 0.4 1.3

1 501-2 000 1.6 1.2 2.9

2 001-2 500 6.3 5.2 9.4

2 501-3 000 23.4 21.5 28.2

3 001-3 500 39.9 40.8 36.9

3 501-4 000 21.5 23.6 16.0

4 001-4 500 4.9 5.7 2.8

4 501-5 000 0.7 0.8 0.4

5 001 or more 0.1 0.1 0.1

Weight not reported 0.4 0.3 0.5

Total 100 100 100

Number of live-
births 167 775 134 373 33 402

weighing 2500-3500 g as low as that for infants
weighing 3500-4000 g, an additional 314 infants
would have survived in 1959. The same point of
view should be considered in looking at the often-
forgotten babies in most so-called premature pro-
grammes, i.e., those from 2000 g to 2500 g.

LOW BIRTH WEIGHT AND MORBIDITY

Still another significant fact to be considered in
reviewing the public health problems associated with
low birth weight is the higher morbidity in such
infants. In more recent years, in addition to investi-
gations of the problem of infection, careful follow-up
studies (Levine & Dann, 1957; Harper et al., 1959)
have also indicated that malformation and handicap-
ping disorders (neurological, mental and sensory) are

more likely to be found among the " prematurely "

born than those born at term. Thus the premature
infant not only has a poorer chance of surviving than
the infant born at term, but if he does survive he has
a higher risk of having a handicapping condition.
Among the most challenging problems in this area
is mental retardation occurring in many whose lives
can now be spared by expert physical care.

Programmes to save the lives of low-weight babies
inevitably lead to an increased need for services to
the physically and mentally handicapped who sur-
vive. Primary prevention of prematurity is thus
essential to combating mortality and morbidity.
Research must be increased in these areas (13aum-
gartner & Pakter, 1958).

PUBLIC HEALTH PROGRAMMES IN THE USA FOR
REDUCTION OF MORTALITY ASSOCIATED WITH

LOW BIRTH WEIGHT

In the United States of America there are many
kinds of programmes designed to combat the higher
mortality and morbidity found among babies of low
birth weight. This is to be expected when the causes
of premature labour and of death among these
infants are so ill defined. These programmes can be
divided into those directed towards prevention of
premature labour or prolongation of gestation and
those designed to stimulate or provide better care for
the low-weight baby. Except for the widespread
efforts to improve prenatal care and care at delivery,
programmes related to primary prevention are less
commonly found. The following activities are pre-
sumed to help lower the frequency of premature
labour, though scientific evidence to support all of
them is difficult to find:

1. Preconceptual clinics-complete study before
gestation and careful management during subse-
quent pregnancies.

2. Attempts of all kinds to improve prenatal care,
including:

(a) persuading a larger proportion of women to
seek prenatal care earlier;
(b) promotion of accepted standards and manuals;
(c) professional education (including post-gradu-
ate instruction of nurses, physicians, midwives);
(d) education of the public and of pregnant
women themselves through classes and indivi-
dual instruction, mass media (magazines, news-
papers, radio and television), health education
efforts in schools, community groups, etc.;
(e) provision of nutritional supplements during
pregnancy;
(f) organized programmes to reduce the incidence
of eclampsia;
(g) special attention to women with recurring
abortions or other complications of pregnancy;
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(h) studies of quality of care in local hospitals or
areas; mortality and morbidity studies of many
kinds carried on by medical societies, hospitals,
governmental and private health agencies, etc.;
(i) promotion of multidisciplinary staff con-
ferences to aid in post-graduate education and
better hospital practice.

All of these efforts have led to a better trained
cadre of professionals and, perhaps equally impor-
tant, a better educated public which demands better
prenatal services. But there is a crying need for more
scientific knowledge as to the basic causes for pre-
mature labour in the human being. More has been
spent in studying the reproductive processes in
animals, through support for the improvement of
animal husbandry, than in man. There is as yet little
or no satisfactory evidence, for example, that good
prenatal care per se cuts down on the occurrence of
low-weight babies in a given population.
Those programmes directed towards saving the

lives of the prematurely born also vary widely. Some
of this is inevitable, for the personnel and facilities
available and the importance of other public health
problems help to determine programmes in local
areas. But even in areas with similar mortality and
morbidity figures and equivalent manpower and
physical facilities the efforts have varied. They
would seem often to be related largely to the interest
of individual health officials, paediatricians, obstetri-
cians, or health groups. Interest has been greatly
stimulated and supported by the Children's Bureau
of the Federal Department of Health, Education,
and Welfare and the American Academy of Pedia-
trics, a professional association privately supported.
The former has supplied expert consultants whose
influence throughout the country is immeasurable.
The latter has maintained the interest of the practis-
ing paediatrician in the problem.
The specific programmes found in different areas

include:

(1) maintaining specific hospital-based " premature
centres" providing expert care; they usually serve

surrounding areas as a resource for highly specialized
care and as a teaching centre for physicians and
nurses;

(2) transport services from home or hospital to the
premature centre for selected low-weight babies;

(3) supplying human milk through " milk banks ",

etc., in a very few areas-though there is no agree-

ment that human milk per se is important;

(4) home nursing care after delivery or hospital
discharge;

(5) improvement of hospital care of the newborn
of all weight-groups, with the recognition that every
hospital needs to make special provisions for the
care of the premature infants;

(6) post-graduate professional education, including
special institutes and provision of consultation ser-
vice both to staffand on a case basis, and widespread
activities of paediatric, nursing and other groups in
developing manuals, promulgating standards, etc.;

(7) financial aid (largely governmental) to the
premature centre, through direct payment on a case
basis in the approved centre, or through provision of
equipment, personnel or construction funds;

(8) legal standards for premature and newborn
nurseries, enforceable by local boards of health;

(9) programmes for instruction of mothers in care
of their prematurely born infants;

(10) special clinics and services for follow-up of
the prematurely-born.
The criteria used to select which infants will

receive special care are, in general, not fixed-except
in so far as limits are fixed as to which babies shall be
included in tax-supported hospital care programmes.
In general, the physician responsible for the baby
makes the decision. Factors influencing his decision
include:

(1) weight-with preference given to those under
2000 g;

(2) physical condition of the baby-with preference
often given to the heavier baby in poor condition;

(3) the place of birth, i.e., home or hospital-if the
former, the home conditions and competency of the
person who will care for the baby are of prime
importance;

(4) illness or complications of pregnancy in the
mother, and history of previous foetal or infant loss;

(5) the adequacy of the professional service
(nursing in particular) and physical facilities in the
hospital of birth;

(6) the availability of highly specialized service-
space in the premature centre, etc.
From the public health point of view one can

question for some areas the value of the highly
specialized and expensive service often given to a
relatively small number of infants of very low birth
weight. More lives might well be saved by con-
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centrating on the larger ones-or even on those in
the more optimal weight-groups. The load of caring
for defective and handicapped children in later years
would certainly be lessened. But where there is an

economic base to support the services and where
infant mortality rates are already low, special pro-
grammes for low-weight babies are of greater
importance.

Experience in the United States of America also
indicates that there is great public and professional
interest in the smaller baby-an interest which will
support the special programmes. These pro-
grammes, in turn, pay dividends in better care for
all newborns. In New York City, for example, there
is abundant evidence of this trend. The programme
there began with the formation of a small profes-
sional advisory committee to the Commissioner of
Health in 1937 (Baumgartner & Pakter, 1958;
Baumgartner et al., 1959). The Committee surveyed
existing facilities, promoted better infant autopsies
and weight-recording on the birth certificate, and
recommended an expert consulting service to
hospitals and provision of a home follow-up nursing
service for the prematurely born. Later came a

transport service, building of many premature
centres, a post-graduate teaching centre, etc. Each
step centred interest on the baby under 2000 g-
largely because the paediatrician felt these babies
were most in need of care.

Few will deny that the efforts on behalf of these
infants improved the care for all the newborn; and
this approach may have been more successful than
one directed to all newborns. Certainly the success

of the New York and Chicago city-wide programmes
begun in 1934 seems to have been reflected in lower
infant mortality rates, both among the premature
and among the full-term babies.

CONCLUSIONS

In assaying the public health significance of low
birth weight and deciding on the value of practical
programmes to cope with the increased mortality
associated therewith, consideration of the following
factors will be helpful:

1. The cultural attitudes towards the problem,
including the interest of professional and non-

professional groups.

2. The relative social importance of saving the life
of the low-weight baby, and other health problems.

3. Statistical information available on birth-rates,
on percentage of total infant deaths in low-weight

groups, on comparative mortality rates in different
weight groups, and on the ethnic composition of
populations concerned.

4. Available personnel and facilities and the extent
to which it is feasible to deploy them to cope with
the problem.

5. Possibilities of modifying existing professional
educational programmes for midwives, nurses,
physicians and other auxiliary personnel to the end
that enough trained persons are available to support
a programme.

6. Careful study of how to get the most for the
dollar spent. Providing hand-washing facilities in all
newborn service areas in hospitals or providing better
food for the pregnant woman or nursing service at
home may save more lives than buying incubators or
maintaining a small, highly specialized premature
centre. The value of simple methods of supplying
heat and avoiding infections should be stressed in any
programmes for the care of the low-weight baby.

7. Potentialities of educating prospective parents
and public.

8. In selecting those who should get special care
the weight of the baby should not be the only cri-
terion used. The physical condition of the baby and
mother, maternal competency, and home and
hospital conditions must also be considered-and
are considered in the highly organized programmes
in the United States of America.

9. The ability to provide continuing service as
needed to those prematures who survive the first
month or year of life.

10. Use of legal sanctions to secure better practice.
11. The existing geographical and social problems

such as poor housing, sanitation, family stability,
ease of transportation, degree of urbanization, etc.

Caution should be exercised in transferring
directly practices from one country or locale to
another. Certainly a birth weight of 2500 g should
not be considered as indicating a " premature "

birth in areas where the median birth weights are,
for example, under 3000 g. " Prematurity ", as com-
monly used, is, after all, a concept based only on
weight. The state of physiological development and
efficiency is more important in determining survival
and far more needs to be known about this. What
should be done to lower infant mortality in any area
should depend on a variety of factors of which low
birth weight is only one.
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RtSUMt

Aux Etats-Unis, pres des deux tiers de tous les deces
de nouveau-nes se produisent parmi les enfants de moins
de 2500 g qui representaient, en 1957, 7,6% des nais-
sances vivantes. Les statistiques etablies a New York
montrent que la prematurite se voit chez 6,8% des Blancs
contre 12,5 % des Noirs. Selon les tableaux de mortalite,
ces derniers ont au d6part, et a poids 6gal, un avantage
biologique. En outre, les malformations congenitales
entrainent une mortalite qui est de 13,6 pour mille chez
les prematures blancs contre 6,3 pour mille chez les
prematur6s noirs; leur frequence est egalement plus
grande chez les Blancs: 2,7% contre 2,1 %.

Au-del& du premier mois, les facteurs sociaux et
economiques modifient la situation en faveur des Blancs.
C'est pourquoi l'auteur, apres avoir rappel6 la valeur
relative de l'insuffisance ponderale comme critere de
prematurit6, souligne que le seul perfectionnement des

soins m6dicaux est une mesure insuffisante pour r6duire
la mortalit6 chez les pr6matur6s. Une enquete appro-
fondie devrait prendre en consideration tous les facteurs
qui jouent un role determinant.
Par ailleurs, les statistiques montrent que le taux de

survie est optimum pour la tranche de poids 3500-4000 g
qui, a New York, ne groupe que 21,5% des naissances
vivantes: 63,3% appartiennent a la tranche 2500-3500 g
qui est plus expos6e.
En conclusion, ces deux series de faits mettent en

evidence la necessit6 de reviser la notion de prfmaturit6
bas6e sur le seul critere ponderal et de mieux connaitre
les facteurs biologiques et socio-economiques en cause
afin de mettre en ceuvre des programmes de sant6 publique
rationnels et bien appropries qui tiennent compte de
tous les facteurs susceptibles de reduire la mortalite
infantile.
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