
Wealth and health in relation to birth defects mortality

Infant mortality is associated with poverty. Countries with
higher per capita income have lower infant mortality rates.1

The most obvious reason for this is the burden of infant
deaths attributable to potentially avoidable diseases, such
as infectious diseases for which vaccines and drugs are
available, but are not aVordable for all. In rich countries,
besides gross national product per head, income inequality
is an important determinant of infant mortality rates.2

Countries with less income inequality have a lower infant
mortality. This suggests that poverty remains an important
determinant of infant mortality, even in relatively rich
countries.

In Western countries infant mortality and morbidity are
no longer dominated by infectious diseases and nutritional
problems, unlike in many developing countries. The
relative contribution of birth defects has therefore
increased. While mortality attributable to communicable
diseases, maternal and perinatal conditions and nutritional
deficiencies is more than five times as frequent in low and
middle income countries, as compared with high income
countries, for congenital abnormalities these mortality fig-
ures diVer only by a factor 2.1

So far, birth defects remained a group of disorders for
which little evidence was available to show that increased
wealth was associated with decreased mortality and
morbidity. Neural tube defects were reported to show an
association with socioeconomic class, especially in Great
Britain.3 Furthermore, the periconceptional use of folic
acid to prevent neural tube defects is associated with
socioeconomic class.4 Therefore, there were some indica-
tions that, also in the field of birth defects, preventable
mortality, associated with poverty, exists.

In this issue of the Journal of Epidemiology and
Community Health, in an impressive paper Rosano et al
present data on infant mortality attributable to congenital
anomalies in 36 countries. The paper is based on data from
vital statistics reported to the World Health Organisation.
Several questions to policy makers in the field of birth
defects prevention can be raised after reading the paper
and comparing the figures of one nation to the others. The
most obvious example is infant mortality attributable to
spina bifida, as preventive strategies are available. Should

the contribution of spina bifida to infant mortality in a cer-
tain area be considerable, then clearly the policy concern-
ing periconceptional use of folic acid or fortification of
foods needs attention.5 Poverty should not necessarily be a
threshold for such a preventive strategy, as folic acid is very
cheap. Existing supplementation programmes for women
of reproductive age, including iron for instance, could be
expanded to folic acid.

Another issue concerning birth defects prevention is
mentioned by Rosano et al in the discussion section of their
paper. Some wealthier countries have extensive antenatal
screening programmes for birth defects. Substantial num-
bers of selective abortions could reduce the number of
aVected infants born, and, if common enough, would result
in a decline in infant mortality attributable to congenital
anomalies. The parents concerned, however, have experi-
enced the loss of an (often wanted) pregnancy. Low infant
mortality attributable to congenital anomalies may reflect
eVective antenatal screening programmes, and thus may
not always represent actual prevention.

A final question is whether low infant mortality rates are
always good rates. With increasing wealth, increasing pos-
sibilities for treatment of infants with birth defects have
become available. If the birth prevalence is stable, higher
survival rates might lead to an increasing morbidity. The
ultimate targets of birth defects prevention are both lower
morbidity and lower mortality figures.
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