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The Women’s Health Council 
 
 

The Women’s Health Council is a statutory body established in 1997 to advise 
the Minister for Health and Children on all aspects of women’s health. 
Following a recommendation in the Report of the Second Commission on the 
Status of Women (1993), the national Plan for Women’s Health 1997-1999 
was published in 1997. One of the recommendations in the Plan was that a 
Women’s Health Council be set up as ‘a centre of expertise on women’s 
health issues, to foster research into women’s health, evaluate the success of 
this Plan in improving women’s health and advise the Minister for Health on 
women’s issues generally.’ 
 
The mission of the Women’s Health Council is to inform and influence 
the development of health policy to ensure the maximum health and 
social gain for women in Ireland. Its membership is representative of a wide 
range of expertise and interest in women’s health.  
 
The Women’s Health Council has five functions detailed in its Statutory 
Instruments: 
1. Advising the Minister for Health and Children on all aspects of women’s 

health 
2. Assisting the development of national and regional policies and strategies 

designed to increase health gain and social gain for women. 
3. Developing expertise on women’s health within the health services. 
4. Liaising with other relevant international bodies which have similar 

functions as the Council. 
5. Advising other Government Ministers at their request. 
 
The work of the Women’s Health Council is guided by three principles: 
♦ Equity based on diversity – the need to develop flexible and accessible 

services which respond equitably to the diverse needs and situations of 
women 

♦ Quality in the provision and delivery of health services to all women 
throughout their lives 

♦ Relevance to women’s health needs 
 
In carrying out its statutory functions, the Women’s Health Council has 
adopted the WHO definition of health, a measure reiterated in the Department 
of Health’s ‘Quality and Fairness’ document (2001). This definition states that  
 

‘Health is a state of complete physical, mental and social well being’. 
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INTRODUCTION 
 

“Women’s health, itself a legacy of the past, casts shadows 
or light forward into the next generation and beyond”. 

(Law, 2002: 109) 
 
The fact that healthy mothers make healthy children, and healthy children tend to 

become healthy adults is now widely recognised.  While recent gender equality 

policies have tried to highlight and promote the positive contribution that fathers can 

make as carers within family settings, this paper will focus on mothers.  This choice 

stems from their physiological role during pregnancy and the neonatal period through 

breastfeeding, and also because of their continuing greater involvement in the 

general care of babies during their first years of life.   

 

The analysis is based on an ‘early life influences’ perspective within a life course 

approach to health.  This framework is gaining fast recognition, as there is growing 

international evidence that health risk factors either in “utero” or in “childhood” can 

strongly influence the development of certain adult chronic illnesses (Kuh and Hardy, 

2002).  Therefore, the health of mothers and children must be of paramount 

importance in the delivery of services and within health promotion strategies, as 

previously highlighted in Promoting Women’s Health: A population investment for 

Ireland’s future published in 2002 by the Women’s Health Council.  The reduction of 

unnecessary death, illness and disability associated with pregnancy, childbirth and 

early childhood is also a key programme priority of the 1997 WHO’s Safe 

Motherhood Initiative.  Making motherhood safer requires national policies to put 

maternal health into its broad socio-economic context, and invest resources in cost 

effective mother and child healthcare interventions (WHO, 2002).   
 

Motherhood and children hold a very important social and cultural position in Ireland.  

79 per cent of Irish women do become mothers (Kennedy, 2002), and while recent 

decades have witnessed women’s increased participation in the labour market and 

lower fertility rates, children still hold an important symbolic and emotional place in 

Irish society and “the majority of Irish people identify strongly with parenthood” 

(Heffernan, 2001: 362).  The pivotal role that motherhood in particular plays in 

women’s lives has been widely documented and discussed (for example: (Oakley, 

1981; Phoenix and Wollett, 1991; Kitzinger, 1995).  More specifically in Ireland, 

O’Connor states, “being female in Irish society is clearly tied up with bearing 

children”, and the conflation of Irish womanhood with motherhood is evident in the 
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Irish Constitution where the word ‘mother’ is used interchangeably with the word 

‘woman’ in Articles 41.2.1 and 41.2.2 (1998: 91).   

 

Many factors, including historical, economic and religious legacies have all 

contributed to Irish society still being characterised by a high degree of familism and 

traditional gender role formation, which, in turn, affect both the philosophy and 

practical delivery of pregnancy and neonatal care.  Health policy analysis and service 

provision that ignore the wider implications of the social context within which they 

take place are bound to be ineffectual.  “To look purely at the health needs of women 

is inadequate.  It is necessary to look also at women’s other needs as carer and as 

breadwinner be this through the labour market or the social welfare system” (Murphy 

Lawless and Kennedy, 2002: 12).  More specifically to the topic at hand, Enkin et al. 

emphasise that the outcomes of pregnancy and childbirth depend to a large extent 

on the social policies and health-care organisation of the country in which the woman 

lives and that national social policies have a direct and important effect on the well-

being of childbearing women (2002).  This perspective is substantiated by a Save the 

Children report which indicates that the Scandinavian countries of Sweden, Denmark 

and Finland are the top three countries in which to be a mother (2004).  These 

countries have a long-standing tradition of inclusive social policy models, which 

encourage gender equality in all aspects of life.  

 

The life course epidemiology approach fits well into this more inclusive social model 

of health research and service provision.  Life course epidemiology starts from the 

premise that various biological and social factors throughout life influence health and 

disease.  Particular attention is also given to the long-term effects of risk factors 

acting in early life.  Kuh and Hardy state that: “adverse physical and psychosocial 

environments in early life affect biological development processes with long term 

consequences for a number of diseases, disorders and damaging health behaviour 

common to older women” (2002: 398).  This pattern has implications for the 

strengthening of reproductive and perinatal health care policies that reflect the 

interrelationship between maternal risk factors and child health. 

 

Furthermore, there is growing evidence that childhood social and economic factors 

have long-term effects on adult health independently of the later socio-economic 

environment.  Najman (2004) found that children from socio-economically 

disadvantaged families begin their lives with a poorer platform of health and a 
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reduced capacity to benefit from the economic and social advances experienced by 

the rest of society.  In this context, the implementation of a comprehensive health 

care delivery package commencing from early life becomes even more important, 

alongside with the necessary health, social, and economic support mechanisms 

which would enable childbearing women to achieve a high level of physical and 

mental health.   

 

Finally a word of caution is necessary in relation to the potential for ‘mother-blaming’ 

that an early life influences approach could create.  By drawing closer attention to the 

health processes which take place during pregnancy and early childhood, it is not 

intended to create further strain or place culpability on the shoulders of mothers for 

their children’s future health.  On the contrary, the aim is to highlight the price of 

neglecting the health of women and their children, so that the necessary policies and 

services can be put in place to address them.  “The evidence gathered from 

epidemiology research should be used to positively promote the health of women 

and children, which is justified for its short-term as well as long-term benefits” (Law, 

2002: 109). 

 

This position paper is divided into three sections: the first provides a detailed review 

of the current gaps in Irish perinatal health care.  The second focuses on a number of 

social and health factors that have the potential of affecting the health of mothers and 

their children with long-term consequences.  The third and final section identifies the 

risk factors for key chronic diseases that threaten women’s health. It examines an 

early life influence approach to chronic disease prevention through a review of the 

determinants of women’s health during pregnancy and motherhood.  It is hoped that 

this paper will stimulate public health policy makers to apply an early life influences 

approach to maximising women’s health gain.  The key points raised and the gaps in 

current knowledge could offer new insights into future development of maternal and 

child health care in Ireland.  
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SECTION 1 PERINATAL CARE 
 

Health Statistics 
Over 99 per cent of Irish women give birth in hospital (Cuidiu - Irish Childbirth Trust., 

1999).  This high rate of hospital births has existed since the 1980s.  There are 24 

hospital maternity units in Ireland catering for almost 58,000 births in 2001 (Central 

Statistics Office, 2003b).  Ireland had a very high birth rate from 1950 until the early 

1980s.  There was a marked decline during the 1980s and early 1990s with the birth 

rate falling from 21.8 (per 1,000 population) in 1980 to 13.9 (per 1,000 population) in 

1993 (Central Statistics Office, 2003b).  There has been a reversal of this trend since 

1996 with the latest figures for 2003 showing the birth rate standing at 15.9 (per 

1,000 population) (Central Statistics Office, 2004).  This has been the highest 

recorded in the last ten years.  Less than 1per cent of current births in Ireland are 

homebirths compared to two-thirds of births in the mid 1950s (Cuidiu - Irish Childbirth 

Trust, 1999).  This compares to 35 per cent in the Netherlands (Murphy-Lawless, 

1998).  Although many maternity units now offer midwife-led clinics, the overall 

responsibility for care offered to pregnant women in Ireland usually lies solely with an 

obstetrician or with a GP (or hospital-based midwife in a small proportion of cases) in 

conjunction with an obstetrician.  The homebirth service catered for approximately 

289 (0.5%) births out a total of 57,882 births delivered within Ireland in 2001 

(Department of Health & Children, 2003).   

 

Neonatal mortality rates in Ireland fluctuated between 4 and 5 deaths/1,000 live 

births in the 1990-2004 period.  The infant mortality rate (defined as children under 

one year) in 2003 was 5.3 per cent / 1,000 live (85 deaths) (Central Statistics Office, 

2004).  This is above the EU-15 average of 4.6 per cent.  Infant deaths classified by 

sex in 2003 reveal 35 per cent (30) were girls and 65 per cent (55) were boys. 

 

The Maternity and Infant Care Scheme 

The Maternity and Infant Care Scheme refers to the State’s provision of maternity 

service to women in Ireland.  The provision of such services to poor families has 

been available in Ireland since pre 1953.  The service was extended under the 1953 

and 1970 Health Acts to all women free of charge irrespective of medical card status 

under the 1991 Health (Amendment) Act.  This differs from other health care services 

which are often only available to those who qualify under the terms of the medical 
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card scheme which is based on an income assessment.  This Scheme provides the 

following support services:  

• six examinations by a general practitioner (GP) during pregnancy; 

• care by a GP to the mother for six weeks after the birth; 

• care by a GP for the infant to the age of six weeks; 

• midwifery services, consisting of an initial antenatal visit, attendance at the 

birth and any other necessary care during the pregnancy, labour and lying-in 

period; 

• women may also avail of outpatient antenatal services at public maternity, 

regional and general hospitals. 

(Maternity and Infant Care Scheme Review Group, 1997).  

 

The changes to the scheme recommended by a Review Group in 1997 include that 

care should alternate between the general practitioner (GP) and a hospital 

obstetrician - 6-7 visits to the general practitioner and 5-6 visits to the hospital 

obstetrician during the pregnancy.  This system of combined care (between the 

hospital and the GP) is considered “the best and most convenient form of antenatal 

care for the majority of mothers” (Maternity and Infant Care Scheme Review Group, 

1997).  Research from both Ireland and the U.K indicates that women would prefer 

their GP to be involved in their antenatal care (Smith, 1996; Collins, 2002).  An Irish 

study showed that almost 74per cent of women in Dublin visited their GP for care in 

pregnancy although only 48per cent were officially registered for the scheme (Collins, 

2002).  This suggests that the official national figures (which show that 54per cent of 

women use the scheme (Maternity and Infant Care Scheme Review Group, 1997) 

only represent the proportion of women registered for the Maternity and Infant Care 

Scheme and not the proportion that access combined care.  The role of the GP in 

providing antenatal care therefore is greater than indicated on official scheme 

registration figures.  This discrepancy may be because some GPs are not registered 

for the scheme with the Health Board or because women are unaware that these 

services are free if they register for the scheme with an approved GP.  Collins (2002) 

showed that difficulties regarding registration for the scheme occur at both GP and 

hospital level.  The scheme appears not to be promoted fully by either the GP or the 

hospital.  There appears to be insufficient procedures to encourage women to 

register and that the enforcement of a shared visit schedule appears to get 

overlooked in the operation of the clinics.  An advertising campaign needs to be 

developed to inform the public of the availability and benefits of this scheme.  Service 
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providers also need clarification on what the scheme involves and the associated 

procedures.   

 

Before moving on to analyse the epidemiological data further, it is important to 

highlight the fact that antenatal care in Ireland is based on a medical model of care 

(Murphy Lawless and Kennedy, 2002: 66), and focuses on the clinical aspects of 

pregnancy instead of incorporating psychological and sociological aspects of 

childbearing as generally recommended by recent best practice models (Das, 1999).  

Moreover, reviews carried out by the Department of Health and Children portrayed 

Irish women’s perception of antenatal care as: long waiting hours, discontinuity of 

care, production line atmosphere and communication failures (Murphy-Lawless and 

Kennedy, 2002).  These reports seem to present a picture of antenatal care services 

which deal with pregnant women as ‘clinical cases’ rather than consider the ‘total 

well-being of the patient’ (Jackson, Lang and Ganiats, 1999). 

 

 
Care in Pregnancy 
 
Antenatal Care/Routine Screening 

A review of epidemiological trials and observational studies has shown that women 

who receive antenatal care have lower maternal and perinatal mortality and have 

better pregnancy outcomes (Villar and Khan-Neelofur, 1998).  The recommended 

minimum routine screening incorporates urine tests for bacteriuria and proteinuria, 

blood tests for syphilis or blood group typing, and haemoglobin tests for severe 

anaemia (WHO, 1996).  Physical assessments, identification of risk factors, and a 

discussion of mother’s feelings need to take place by the first antenatal visit in the 

first trimester (Dodd, Crowther and Robinson, 2002).  The standard schedule of visits 

is every four weeks until the foetus is at 28 weeks gestational age (GA), every two 

weeks until 36 weeks GA, and every week until 40 weeks GA or delivery (Dodd, 

Crowther and Robinson, 2002).  If problems are detected, the expectant mother 

requires specialized care. 

 

Much research has examined the health benefits to the infant resulting from 

antenatal visits.  Less than one third of a large sample of German mothers were 

completely risk-free during pregnancy while the remaining proportion had at least one 

risk according to criteria set forth by the Hessean Perinatal Study (Kirschbaum et al., 
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2002).  The outcomes of these pregnancies supported risk screening in pregnancy, 

but the authors cautions that certain complications, namely placental abruption, 

uterine rupture, amniotic infection and caesarean delivery, “cannot be influenced or 

predicted by antenatal care” (Kirschbaum et al., 2002).  Lack of antenatal care, 

however, has serious consequences.  In a large U.S. sample, the risk for neonatal 

death increased 1.4-fold for those who made no antenatal visits, regardless of infant 

gestational age (Vintzileos et al., 2002).  For infants delivered after 36 weeks without 

any antenatal care, the impact was greatest; there was a two-fold increase in 

neonatal death rate.  Neonatal death can be attributed to premature membrane 

rupture, foetal growth restriction and post-term pregnancy.  Engaging in antenatal 

care can influence these outcomes through foetal surveillance prior to labour and the 

promotion of timely interventions.  Deficiencies in antenatal care is often linked with 

neonatal death and stillbirths (Dasgupta et al., 1997).   

 

The neonatal death rate has been decreasing steadily in most parts of the developed 

world.  Holt et al. (2002) question if it is feasible to reduce neonatal death rates, if 

better antenatal care was possible.  Sixteen cases of sub-optimal care were detected 

in 26 neonatal deaths in a relatively advantaged area of Norway.  The researchers 

define sub-optimal care as “significant deviation from adequate practice…and/or an 

unnecessary delay of treatment” (Holt et al., 2002).  This kind of care was attributed 

to handling the infants immediately after birth and inadequate monitoring during the 

labour period.  The majority of infant deaths were caused by injuries associated with 

inadequate oxygen supply.  Although there are improvements that stand to be made 

in regard to antenatal care, their effect on the overall neonatal death rate in 

developed countries may be minimal (Holt et al., 2002). 

 

There is a concern around antenatal care in adolescent pregnancies.  Treffers et al. 

(2001) reason that adolescents do not require special care per se but that knowledge 

of their needs and empathy should be incorporated into their care.  Threats to 

adolescent mothers and infants seem to be strongly related to inadequate antenatal 

care and socio-economic situation.  Adolescents are likely to have less contact with a 

healthcare professional and to seek later entrance into antenatal care, compared to 

older women.  Even within group differences exist between older and younger 

adolescents, with the latter less likely to seek antenatal care (Walruff, 2000).  
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Who Provides Care 

Debates exist around who should provide antenatal care.  A critical review of the 

history of how maternity care has come under the control of obstetricians in high 

technology centres indicates that this shift has not been well-founded (Popps and 

Olssen, 1997; Murphy-Lawless, 1998; Tew, 1998).  The use of community midwives 

within antenatal care in Ireland (particularly as sole or main carer) is quite limited due 

to the trend towards hospital confinement.  A desire for more community-based 

antenatal care in Ireland has been expressed in conjunction with shared care 

between the GP and hospital.  Some women are seeking a choice in where they 

deliver and thus the desire for home birth schemes.  This expressed interest was 

shown to be as high as 30 per cent amongst women aged 20-35 years surveyed 

within the Eastern Health Board (EHB) region in 1998 (Hanahoe, 2003).  In the UK, 

community based maternity services are considered beneficial to enhancing the 

central role of midwives, to promote woman centred care and to improve continuity of 

care (House of Commons Select Committee on Health, 1992; Department of Health, 

1993; Scottish Office Home and Health Department, 1993; Maternity Study Unit 

Group, 1994; Department of Health & Children, 1995b).  Although, recognition of 

these issues have been identified in Irish policies (Second Commission on the Status 

of Women, 1993; Department of Health & Children, 1995b, a, 1997; Maternity and 

Infant Care Scheme Review Group, 1997), only limited developments have occurred 

within maternity systems in Ireland.   

 

Number of Visits 
Many believe that there are too many scheduled visits within the current Irish 

antenatal visit scheme.  This scheme dates back to the 1920s (Neilson, 1996).  

Routine antenatal care consists of a first visit early in pregnancy, followed by monthly 

visits in the early stages of pregnancy, fortnightly visits after 30 weeks gestation and 

weekly visits during the last six weeks (Neilson, 1996).  The frequency of antenatal 

care visits and the interval between the visits are ritualistic and have not been tested 

scientifically (Villar and Khan-Neelofur, 1998; Enkin et al., 2000).  The number of 

antenatal visits attended by women ranges from five in Switzerland to fourteen in the 

Netherlands (Chamberlain, 1997).   Irish women have approximately twelve visits 

(Maternity and Infant Care Scheme Review Group, 1997).  A review of the literature 

undertaken by the Cochrane group, shows that a reduction in the number of 

antenatal care visits for low risk women could be implemented without any increase 

in adverse biological maternal and perinatal outcomes (Villar and Khan-Neelofur, 

11

 



1998).  A review in Scotland suggests that “in a normal pregnancy as few as one or 

two visits to the specialist clinic will suffice” (Scottish Health Services, 1989).  It is 

generally, accepted that a minimum of four visits should be offered to low-risk 

pregnant women (Villar and Khan-Neelofur, 1998).  Ideally, it is argued that visits 

should be individually planned with women according to their needs and assessment 

risks (Chamberlain, 1997).  There is no association between the number of visits and 

outcomes for infants.  A moderate reduction in the number of scheduled visits to 

three or four visits has been shown to effectively occur without increasing demand for 

extra visits or the need for specialist consultation or emergencies (Berglund & 

Lindmark, 1998). A review of epidemiological trials and observational studies 

indicated that women who receive care early in pregnancy and have more visits tend 

to have lower maternal and perinatal mortality and better pregnancy outcomes (Enkin 

et al., 2000).  However, a confounding factor in this relationship is that low-risk 

women are inclined to attend early for care.  This review concluded that small 

numbers of antenatal visits are compatible with good perinatal outcomes.  In addition, 

effective diagnostic and preventive interventions were identified to be still effective 

with fewer visits than usually recommended (Enkin et al., 2000).  Studies have 

however, shown that lowered satisfaction occurs with a reduced number of visits 

(Hall, MacIntyre and Porter, 1985; Neilson, 1996; Villar and Khan-Neelofur, 1998).  

The research differed on whether anxiety levels changed when visit schedules are 

reduced (Neilson, 1996; Walker and Koniak-Griffin, 1997). Sikorski et al. (1995) 

recommended that the clinical and psychosocial outcomes must be evaluated, as an 

improvement in the standard of care and length of visit may not result from a 

reduction in the number of visits.  Concerns have been raised around the efficacy 

and cost-effectiveness of routine antenatal care.  In particular, the financial burden 

associated with women attending antenatal clinics (Hall and Pang, 1982).  When 

visits appear to be unproductive, arranged with poor continuity and hurried, they can 

be less than satisfactory to both the pregnant woman and the staff.  The productivity 

of routine consultations to asymptomatic women is recognized as extremely low until 

approximately 32 to 34 weeks of pregnancy.  Less frequent routine examinations 

might therefore, retain the benefits of antenatal care, while allowing more time for first 

visits and for women with special needs. 
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Domestic Violence Screening 

Almost one in five Irish women have experienced domestic violence by a current or 

former intimate partner or husband (Kelleher and O'Connor, 1995).  Domestic abuse 

often starts during pregnancy, and women may also experience an increase in the 

extent and nature of physical abuse at this time.  Research conducted by Women’s 

Aid found that 34 per cent of women who experienced violence or abuse were 

assaulted during pregnancy (Kelleher and O’Connor, 1995) and a study carried out in 

the Rotunda showed that one in eight women attending the hospital for antenatal 

care were subject to physical abuse (Rotunda Hospital, 2001).  Domestic violence is 

a key issue in maternal death, but women rarely voluntarily disclose their abusive 

experiences to health professionals.  Hence screening for partner violence has been 

recommended by a number of studies (Guo et al., 2003; Shadigan and Bauer, 2003).  

Most recently it has been suggested that more instances of domestic violence would 

be disclosed if midwives were trained to ask appropriate questions of pregnant 

women (Salmon, Price and Baird, 2004). 

 

Partner abuse, or domestic violence, can affect infants directly and indirectly by 

affecting maternal health and well-being.  In situations where the abuse of the mother 

had stopped between six and twelve months of the child’s first year of life, the infant 

was found to have gained considerable weight (McFarlane and Soeken, 1999). 

Cokkinides et al. (1999) failed to find a significant correlation between physical 

violence and low birth weight or pre-term birth.  A noted increased risk for pregnant 

victims was delivering by caesarean and having increased antenatal hospitalisations.  

However, a meta-analysis of studies conducted in the USA, Australia, and Norway 

does indicate that there is a link between reported physical, sexual, and/or emotional 

abuse of a pregnant woman and low birth weight in her newborn (Murphy et al., 

2001).  Severe abuse was also recognised to be inversely related to birth weight - on 

average, infants born to mothers that were abused weighed 133 grams less than 

those born to women who were not abused (McFarlane and Soeken, 1999).  The 

Pregnancy Risk Assessment Monitoring System (PRAMS) in the United States found 

partner violence to be one of the antenatal issues least likely to be sought after in 

counselling (Peterson et al., 2001).  Furthermore, screening for abuse in pregnant 

mothers is difficult because abused women are twice as likely as non-abused women 

to delay antenatal care to their third trimester (McFarlane and Soeken, 1999).  These 

findings suggest a need for screening and intervention both prior to and after birth.   
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Sexually Transmitted Infection (STI) Screening 

The National Disease Surveillance Centre (NDSC) has noted a steady rise in STIs in 

Ireland each year since 1994, with a big increase in recent years because of the 

economic boom, demographic spread and mixed attitudes toward sex education in 

schools (Condon, 2004).  This increase is very worrying, as “transmission of infection 

in utero, at time of delivery or via breast milk can affect the survival of newborns, and 

have consequences for later disease in adult life” (Gray, Waver, and Serwadda, 

2002: 329).  Hence, screening for sexually transmitted diseases improves the lives of 

infants born to infected mothers.  For instance, nearly half of infants born to mothers 

with syphilis will be premature or die in the neonatal period.  If the children survive, 

they may develop congenital abnormalities.  These could be avoided through 

treatment in the antenatal period.  The need for screening in the case of syphilis is 

heightened due to the severe risk to the child if he or she contracted the disease and 

the difficulty in detecting it without a medical test (Larkin et al., 1998). 

 

The rise in HIV especially has received particular attention as the number of cases 

rose by 22 per cent between 2001 and 2002 (Condon, 2004).  The rate of vertical 

transmission for HIV in Ireland has been found to be relatively low at around 15 per 

cent (Nourse et al., 1998), and medical studies have endorsed delivery by caesarean 

section to reduce transmission rates (Scarrow, 2001).  However, the risk doubles to 

30 per cent in the case of breastfeeding.   Hence the importance of screening of 

pregnant women is paramount, not only to prevent vertical transmission 

transplacentally, during labour, at delivery and breastfeeding, but also to promote the 

mother’s health in case of non-transmission.  There is currently a debate concerning 

the mandatory screening of all pregnant women for HIV/AIDS. A model of voluntary 

antenatal screening was tested out in the United States (Zairc et al., 2000).  The 

study implies that in addition to being cost-effective, antenatal HIV screening would 

identify an additional 527 afflicted women and avoid infections in 150 new-borns.  

The voluntary programme would result in an additional 1.1 million women being 

tested for the virus.  Mothers are often treated with prophylactic antiretroviral therapy 

(ARV) and encouraged to seek alternatives to breast-feeding (Luo, 2000).  However, 

as in most areas of care there are discrepancies between advantaged and 

disadvantaged areas and infant and early child mortality are high in resource-poor 

settings.  HIV screening may not be of benefit to those who do not have access to 

treatment.  In Dublin, pregnant mothers with HIV attend a designated mother and 

baby clinic in the adult infectious disease unit once a month during pregnancy and 
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until three months post-partum.  This is to allow for monitoring the HIV infection and 

treatment (Clarke et al., 2001).   Since the establishment of this programme, and 

routine antenatal screening, the vertical transmission rate in Ireland is now less than 

one per cent (Eastern Regional Health Authority, 2004).  

 

The reported increase of African women living in Ireland, especially from the Sub-

Saharan area, where the AIDS epidemic continues to rage, calls for the development 

of culturally appropriate screening, treatment and counselling services to be 

implemented (Cairde, 2003).  Also, it must be noted that 42 per cent of the HIV 

positive patients in Ireland in 2001 were intravenous drug users (Clarke et al., 2001), 

and strategies aimed at reducing transmission of HIV in this specific risk group would 

also limit the possibility of vertical transmission.  Finally, the importance of age 

considerations also need to be raised, as, based on the assumption that adolescents 

would have recently contracted the disease and have a correspondingly high viral 

load, the chances of transmitting HIV is increased and special treatment might be 

needed (Treffers et al., 2001).  

 

Management of Conditions in Pregnancy 
Pre-eclampsia and gestational diabetes are two medical conditions that are 

particularly noted in the literature on pregnancy management. 

 

Pre-eclampsia 

Pre-eclampsia is a form of high blood pressure in pregnant women.  If uncontrolled it 

can cause low birth weight in infants and health problems in the mother, such as 

anaemia.  If blood pressure rises to toxic levels, seizures can ensue and eclampsia 

develops.  Seizures deprive both the baby and the mother of oxygen, causes 

placental abruption (separation of foetus from uterine wall), and can result in the 

death of the foetus or the mother or both (Blackwell et al., 2001).  Given the severity 

of the disorder, it is imperative that the problem is managed appropriately.  The only 

true “cure” is induction of labour, however, it is difficult to determine how early this 

can be done without adding any additional risk.  In women surveyed with severe pre-

eclampsia, induced labour was found not to increase neonatal morbidity (Blackwell et 

al., 2001).  Although birth weights of infants born to pre-eclamptic mothers at less 

than 37 weeks gestation were significantly lower, there were no differences in birth 

weight among the two groups when pre-eclamptic mothers delivered after 37 weeks 

gestation (Xiong et al., 2001).  The implication of this is that gestational age, not rate 
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of foetal growth, determines the birth weight of babies born to women suffering from 

pre-eclampsia during pregnancy.  Infants born to mothers suffering from pre-

eclampsia delivered at full term can therefore have a normal birth weight.  Similarly, 

in women with severe pre-eclampsia, only gestational age at delivery played a role in 

infant morbidity (Blackwell et al., 2001). 

 

Gestational Diabetes  

Gestational diabetes mellitus (GDM) is carbohydrate intolerance and the most 

common metabolic disorder of pregnancy.  Xiong et al. (2001) found it to be strongly 

associated with maternal age (35 years and older at greatest risk), obesity, prior 

neonatal death, and prior caesarean delivery.  Premature birth of the membranes, 

caesarean delivery, pre-term delivery and abnormally large size-for-gestational-age, 

low blood sugar, jaundice, and respiratory distress are possible negative outcomes 

for infants (Xiong et al., 2001; Hawthorne and Modder, 2002).  The recommended 

management for GDM is generally a combination of a diabetic diet, exercise, insulin 

therapy, and glucose self-monitoring.  New oral hypoglycaemic drugs are currently 

being tested for their effectiveness in treating GDM (Reece and Homko, 1998). 

 

Much of the current research surrounding GDM concerns the universal screening of 

pregnant women.  The most acceptable test, oral glucose tolerance, is viewed as 

expensive, uncomfortable for the patient, does not have a high reproducibility rate, 

and does not reach optimal standards of sensitivity (Hanna and Peters, 2002).  In 

addition, universal screening may influence clinicians to adopt a “better safe than 

sorry” mentality, causing a disproportionate amount of infants to be delivered by 

caesarean section.  Some research however supports universal screening for GDM 

during pregnancy.  An apparent reduction in maternal and neonatal morbidity has 

been found in a group of the high-risk women that were screened (Di Cianni et al., 

2002).  Where screening occurred and the women’s blood sugar levels were carefully 

monitored and coupled with an early induction of labour, the incidence of birth trauma 

and caesarean deliveries, was reduced (Hod et al., 1998).  

 

Care During The Birth 

The WHO (1997) put forth a document outlining appropriate procedures for childbirth.  

This document highlighted the controversial tendency for countries such as the US 

and Britain to "medicalise" the birthing process, providing epidural analgesia as the 

standard and administering oxytocin for routine, normal births (WHO, 1997).  
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Bathing, touching/massaging, alternative positioning, acupuncture, and 

aromatherapy are some alternative methods to pharmacological methods of pain 

relief noted in the report.  Labour and delivery executed in large, high-resource 

hospitals were also questioned for their utilization of technical equipment, such as 

electronic monitoring of the foetus, during normal birth.  The evidence suggests that 

this method of monitoring foetal heart rate and distress is only beneficial in the cases 

of neonatal seizures.  Electronical foetal surveillance in the absence of other 

complications poses risk to the foetus, often resulting in caesarean or operative 

vaginal delivery.  The following is a condensed list of practices frequently used 

inappropriately in the birthing process: restriction of food and fluids during labour, 

pain control by epidural analgesia, electronic foetal monitoring, repeated or frequent 

vaginal examinations especially by more than one caregiver, rigid adherence to a 

stipulated duration of the second stage of labour if maternal and foetal conditions are 

good and if there is progress of labour, and operative delivery (WHO, 1997).  The 

WHO (1997) reports regular assessment of the mother’s condition and provision of 

empathetic support as of the utmost importance.  Support of the mother is stressed 

above all else.  A “doula” (female caregiver), midwife, or nurse is recommended for 

the procedure to provide supportive care through a variety of measures for the 

duration of labour and delivery.  Supportive care has been linked to lower rates of 

use of pharmacological drugs for pain, lower operative birth rates, shorter time spent 

in labour, improved infant Apgar scores, and increased maternal satisfaction with 

childbirth (Sauls, 2002).   
 
Home versus Hospital Birth 

A UK report however, does not support this (Department of Health, 1993).  The 

Cochrane Review conducted a meta analysis of observational studies to assess the 

effects of planned home birth compared to hospital birth on the rates of interventions, 

complications and morbidity as determined in randomised trials.  The reviewers 

concluded that there is no strong evidence to favour either planned hospital birth or 

planned home birth for low risk pregnant women (Olsen and Jewell, 2003).  The vast 

majority of women in a Dublin survey wanted to deliver in hospital, largely because 

they felt it was safer - attendance at hospital was to a high degree associated with 

the availability of pain relief, a factor that was of paramount importance to women 

(Collins, 2002).  A survey at the Rotunda Hospital in Dublin found that only 10 per 

cent of women (with a previous hospital delivery) would consider a home birth 

(O'Donovan et al., 2000).  There is however a growing interest amongst pregnant 
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women in Ireland for home birth services – 30 per cent of women aged 20-35 years 

surveyed in the EHB region in 1998 stated they would have another baby at home 

(Hanahoe, 2003).  A high degree of client satisfaction (97%) was also reported 

amongst women who participated in the evaluation of the National Maternity Hospital 

Domino/Hospital Outreach Home Birth pilot project (Brenner, 2001).  Continuity of 

care and good interpersonal relationships between clients and midwives were two 

noted measures of satisfaction of care. 

 

Although most of the research indicates a home birth attended by a trained midwife 

can be as safe as a hospital birth (Pang et al., 2002), certain perinatal complications 

and infant mortality have been linked to home birth delivery.  Slight differences in 

perinatal mortality rates, Apgar scores (at five minutes), meconium aspiration or 

newborn transferral to a specialized care unit have been noted between home births 

managed by midwives and births attended by a physician in a hospital (Janssen et 

al., 2002).  A UK study showed 16 per cent of women having home births had to be 

transferred to a hospital, either during labour or delivery (Chamberlain, 1997).  A 

survey of routine data in the Eastern Regional Health Authority (ERHA) from 1999-

2002 indicated an increased risk of death from hypoxia during labour of normally 

formed babies weighing greater than 2.5kg delivered in the home compared to the 

hospital (McKenna and Matthews, 2003).  

 

Women surveyed who had a home birth were less likely to use epidural analgesia, 

have an inducted labour or have an episiotomy.  Little effect on childbirth was noted 

when an unplanned transfer was made to the hospital from the home (Wiegers, van 

der Zee and Keirse, 1998).  The option of home birth care has been recommended 

even for high-risk conditions, such as pre-eclampsia and membrane rupture (Goulet 

et al., 2001).  Infants whose mothers were experiencing pre-term labour delivered in 

a home birth setting did not differ significantly in birth weight or gestational age when 

compared with infants born in a traditional hospital care to mothers experiencing pre-

term labour (Goulet et al., 2001). Mothers who chose a home care support 

programme tend to be seeking a more personal approach to childbirth. This trend is 

in line with the principles outlined in the Plan for Women’s Health (1997-99) “women 

want our health services to be more open to consultation, involvement, respect, 

empowerment and choice.” 
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Costs of homecare and other practical matters are fundamental considerations for 

women when they choose the environment to delivery their baby.  A National Expert 

Group on Domiciliary Births was reconvened in February 2003 to make 

recommendations for the development of national protocols on domiciliary births.  It 

is intended that the evaluation of four Pilot projects on domiciliary births operating in 

the South, South East, West and East of the country would inform the review groups 

proposal.  The final report from this evaluation is due to be published in 2005. 

 

Caesarean Delivery 

Caesarean delivery as opposed to a vaginal delivery is considered a high-risk 

procedure, but necessary in a number of different situations, such as maternal 

infection or in the case of an infant that is large for their gestational age.  The rate of 

caesarean deliveries has almost doubled in the last ten years in Ireland from 105 per 

1000 live births in 1989 to 204 in 1999 (OECD, 2003b).  The latest figures available 

show that 21.3 per cent of all births in 2000 in Ireland were delivered by caesarean 

section (HIPE & NPRS Unit, 2004).  The WHO recommends a rate of 15 per cent 

and even lower for industrialised and developed countries.  (In fact the rate in 

Norway and Sweden is now below 10 per cent, without any reported increase in 

mother or baby mortality or morbidity) (Donnellan, 2004).  The decision for a 

caesarean delivery is often a question of whether the risks to the foetus outweigh the 

risks to the mother.  Recent research has highlighted the negative repercussions of 

caesarean delivery for both mother and newborn.  Labour of any duration has been 

found to be beneficial to the immune system of the woman giving birth by priming it 

against infection after delivery (Molloy et al., 2004a).  Likewise, labour has been 

found to be beneficial to normal term babies, possibly due to a boost to their immune 

system during labour (Molloy et al., 2004b).  On the other hand, a caesarean delivery 

has little effect on mother-infant interactions or risk of sudden infant death syndrome, 

but does increase maternal morbidity, with heightened risk depending on 

circumstance (Durik, Hyde and Clark, 2000; Conway, 2002; Klonoff-Cohen, 

Srinivasan and Edelstein, 2002).  Often caesarean deliveries are elected for mothers 

infected with a sexually transmitted disease.  As previously stated, caesarean 

deliveries have been noted to greatly reduce mother-to-child HIV transmission in 

comparison to vaginal deliveries (Brocklehurst, 2002).  In the case of the hepatitis-C 

virus, however, no differences in transmission rates from mother to infant were found 

regardless of whether the delivery was caesarean or vaginal (Tajiri et al., 2001).  

Transmission rates for viruses are generally influenced by the viral concentration, 
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with a higher viral load increasing the risk of contraction by the infant.  The recently 

published Guidelines on caesarean sections by the National Institute for Clinical 

Excellence in the UK (2004) should provide a useful tool in providing information and 

guidance to medical professionals in the field.  They cover the information and 

support that should be offered to women making decisions about whether to have a 

caesarean section, including consent for caesarean sections, reasons for needing a 

caesarean section, and the care that should be offered during and after the 

operation. 

 

Induction of Labour 

Induced labour is recommended if a foetus’ gestational age has exceeded 41 weeks 

(WHO, 1996).  Prolonged pregnancy, which can cause stillbirth, asphyxia, and birth 

trauma, is the primary reason for labour induction (Duff and Sinclair, 2000).  The rate 

of labour induction in the United States has increased nearly 10 per cent between 

1990-1998.  Medically indicated inductions, such as premature rupture of 

membranes or pre-eclampsia / eclampsia, have not increased as rapidly as the 

overall rate (Rayburn and Zhang, 2002).  This indicates a steeper increase in elective 

inductions although results are inconclusive.  For example, the planning of a daytime 

delivery to ensure the presence of a full staff or prior caesarean delivery, are 

considered unjustified reasons for induced labour.  This is becoming a major public 

health care issue as practitioners and mothers alike develop more liberal attitudes 

toward labour induction.  Risks of this procedure include greater rate of a caesarean 

delivery, uterine rupture, use of epidural analgesia, and lower one-minute Apgar 

scores for the newborn (Rayburn & Zhang, 2002; Duff & Sinclair, 2000).  Careful 

judgement must be exercised to balance the risks and benefits of inducing labour. 

  

 
Postnatal Care  
The World Health Organization (1996) recommends the following as essential steps 

in newborn care: 

• Cleanliness (of delivery to avoid infection); 

• Thermal protection;  

• Early and exclusive breast-feeding, the first feed taking place one hour 

following birth; 

• Initiation of breathing and resuscitation if necessary in order to prevent birth 

asphyxia; 
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• Eye care, which involves cleaning baby’s eyes immediately and administering 

drops or ointment to prevent or manage ophthalmia; 

• Immunization for BCG, OPV-0 and Hepatitis B; 

• Recognition of newborn illness and referral for special care. 

 

Hospital Discharges 

For those mothers delivering normal births in hospitals, what is the appropriate length 

of time required to remain under medical surveillance once the baby is born?  A law 

passed in the USA granted mothers and physicians the right to decide.  The mean 

length of hospital stay for women was surveyed as 41.9 hours (Mandl et al., 1997).  

Hospitalisations of women and newborns of less than 30 hours were no different than 

those who stayed 40-48 hours in terms of health services use in the first three weeks, 

breastfeeding, depression, feelings of competency, and satisfaction with care.  

Shorter periods of hospitalisations, however, did relate to more emergency room 

visits.  Shorter discharges were viewed to be harmful due to the significant increase 

in the rate of neonatal readmissions among low-income women (Taniguchi, 1999).  

These readmissions, however, are more likely the results of socio-economic 

influences.  Figures show that the average length of stay for all mothers was 4.54 

days nationwide (HIPE & NPRS Unit, 2004).   

 

Breastfeeding 

“Breast milk is uniquely adapted to be ingested, absorbed and metabolised by the 

immature gastrointestinal, renal and metabolic systems of the infant” (Food Safety 

Authority of Ireland, 1999: 4).  Moreover, suggestions that nutrition during the neo- 

and post-natal period may impact on health during childhood and adult life made 

more than a decade ago (Barker et al., 1990), have now been substantiated by 

growing evidence in relation to both general morbidity statistics and specific 

diseases.  Breast-feeding has been found to have a positive effect on the child’s and 

mother’s health as well as on mother-child interaction (DeWitt et al., 1997; Heinig and 

Dewey, 1997; Food Safety Authority of Ireland, 1999).  Optimal effects occur when 

the mother breastfeeds for at least the first three months of the child’s life and 

preferably for at least six months (New South Wales Health Department, 1998).  

Breastfeeding can promote brain growth and cognitive development in infants (Das 

and Meguid, 2002).  Also, it is considered to be the baby’s first immunisation giving 

protection against gastrointestinal and respiratory illness.   This positive effect is 

demonstrated by the fact that breastfed babies are shown to produce a better 
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response to vaccines such as BCG, Hib, and MMR (National Committee on 

Breastfeeding, 2003), and that breastfeeding has been found to reduce the risk of 

death for infants in their first year of life by 20 per cent, with longer breastfeeding 

being associated with lower risk (Chen and Rogan, 2004).  On the other hand, lack of 

breastfeeding has also been associated with higher level of respiratory illnesses, 

recurrent wheezing, otitis media, urinary tract infections, and atopic disease (National 

Committee on Breastfeeding, 2003: 33).  The effect of breastfeeding has also been 

highlighted in connection with a number of adult chronic illnesses, including; 

cardiovascular disease, obesity, breast cancer and osteoporosis.  Breastfeeding 

have been found to have a strong preventive effect against all of these health 

problems, and relevant further data will be illustrated in the third and final section of 

this report.  Based on the evidence, however, it can be claimed that there are 

“undisputed physiological, psychological, social, economic, immunological, and 

nutritional benefits associated with breastfeeding” (Arlotti et al., 1998).   

 

One of the few instances in which breastfeeding is not always recommended is in the 

case of HIV-infected mothers.  Most healthcare professionals agree that the risk of 

infant HIV contraction outweigh any advantages.  As previously seen, mother-to-

child-transmission of HIV can occur in the womb, during labour and delivery, and via 

breast milk (Miller et al., 2002).  However, the rate of vertical transmission doubles to 

30 per cent in the case of breastfeeding.  It is estimated that one-third to one-half of 

the 1.5 million HIV-infected children acquired the virus by breastfeeding. Bottle-

feeding, antiretroviral prophylaxis, and a caesarean delivery are measures currently 

in practice to prevent mother-to-child-transmission.  In the future, mothers and/or 

infants given supplements of erythropoietin, a hormone in human milk, may be able 

to breastfeed, given its contested ability to reduce viral loads in milk (Miller et al., 

2002).   

 

Because of the recognition of its positive effect, the promotion of breastfeeding has 

long been a policy of the Department of Health and Children in Ireland as the best 

method of infant feeding (Department of Health, 1997).  Despite these efforts, only 

38.4 per cent of Irish mothers breastfeed their infants (HIPE & NPRS Unit, 2004).  

Ireland has one of the lowest levels of breastfeeding rates compared to other 

European countries – 71 per cent in Britain, 89 per cent in Italy, 98 per cent in 

Denmark, Sweden and Norway (IRCCS Burlo Garofolo, Unpublished).  On a societal 

basis, baby-feeding methods are closely linked to cultural issues (Maher, 1992).  It 
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could be argued that formula feeding, which has been prevalent in Ireland since the 

1980s reflected newly adopted notions of modernity as well as having the 

contradictory effect of both liberating women from the maternal duties and at the 

same time of restricting their public performance of motherhood (Kennedy, 2002).  

Dislike of public breastfeeding and lack of facilities for it are still daily problems for 

Irish mothers, as highlighted by a recent settlement under the Equal Status Act in 

favour of a breastfeeding mother attending a Feis (Equality Authority, 2004).   

 

On an individual basis, breast-feeding raises issues in relation to bodily and maternal 

autonomy, access to and availability of economic resources and social supports, and 

negotiation of public and private spaces, as mentioned above (Dillon Hurney, 2004).  

It has been shown to be strongly related to factors such as age, marital status, 

employment, education and socio-economic status (Wiley and Merriman, 1996; 

Foster, Lader and Cheesbrough, 1997).  Breastfeeding rates, in fact, are even lower 

in disadvantaged socio-economic groups (National Committee on Breastfeeding, 

2003: 34), thus further exacerbating health inequalities in later life.  Barriers to 

breastfeeding include exhaustion, stress and poor diet, and material and social 

supports have been found to play a major role in the ability of mothers to continue 

breastfeeding for the recommended duration (Murphy Lawless and Kennedy, 2002: 

94).   

 

From a purely physiological standpoint, the main reasons for discontinuing breast-

feeding are nipple trauma, breast engorgement, mastitis and insufficient milk.  The 

majority of these difficulties however, can be prevented by unrestricted breast-

feeding by a baby who has been well positioned from the first feed on and by giving 

mothers practical and emotional support (Neeson, 1986; Galtry, 2003).   

 

Another impediment to the continuation of breastfeeding is the pressure experienced 

by working mothers.  While most guidelines recommend that breastfeeding be 

continued for at least six months, currently Irish mothers are only entitled to four and 

a half months (18 weeks) of maternal leave.  As at the moment very few workplaces 

provide mothers the facilities and time necessary for breastfeeding, most working 

mothers switch to formula feeding in the run up to their return to work.  New 

proposals under the Maternity Protection (Amendment) Act 2003 (Department of 

Justice Equality and Law Reform, 2003) call for the implementation of breastfeeding 

breaks, however, in practice, the possibility of being able to work and breastfeed will 
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still pose many challenges for mothers.  Hence, there is considerable potential for 

labour policy and practice, particularly maternity/parental leave provisions, to 

positively influence breastfeeding practice (Galtry, 2003). 

 

There appears to be considerable potential amongst labour market, health and early 

childhood policy to encourage breastfeeding practices amongst Irish women.  The 

National Breastfeeding Policy for Ireland (1994) provides a series of 

recommendations and targets that revolve around providing support and advice to 

pregnant women and new mothers as well as promoting the development of 

breastfeeding protocols in hospitals (Department of Health & Children, 1997).  The 

Irish National Committee on Breastfeeding was established in March 2002 to review 

the 1994 policy document.  The Committee’s Interim report (2003) examined the 

impact of the targets and recommendations in the 1994 policy.  It also identified 

areas for future actions, which will inform the preparation of a Strategy document.  

Most specifically it highlighted the fact that unless breastfeeding is promoted from a 

long-term societal point of view as an investment for the future, initiation rates are 

unlikely to increase in Ireland (National Committee on Breastfeeding, 2003: 32).  The 

Strategy document is due to be presented to the Minister within two years.  Finally, 

although increasing the rates of breastfeeding should a significant health objective in 

Ireland, it should be noted that breastfeeding might not be feasible for all new 

mothers. There are strong psychological and social reasons why mothers choose to 

bottle feed their children (Forste, Weiss and Lippincott, 2001).   

 

Sudden Infant Death Syndrome (SIDS) 

SIDS is defined as “the sudden death of an infant or young child which is unexpected 

by history and in which a thorough post mortem examination fails to demonstrate an 

adequate cause of death” (Irish Sudden Infant Death Register, 2001).  The rate of 

SIDS in Ireland has varied somewhat over the past two decades.  There seems to be 

a decline in recent years.  The rate reached a relatively low figure of 0.8 per 1,000 

births in 1998.  SIDS most often occurs between 2-4 months of age and rarely occurs 

after the first year of life (1-2%).  Although research has recognized certain risk 

factors that seem to occur more frequently in cases of SIDS, the exact cause is 

unknown.  Many of the risk factors of SIDS are associated with inadequate antenatal 

care and behaviours such as smoking behaviour and baby’s sleeping position 

(Aryayev, Kukushkin and Nepomyashcha, 2001; Klonoff-Cohen, Srinivasan and 

Edelstein, 2002).  Maternal and practitioner knowledge of predisposing factors must 
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translate to heightened awareness once the baby is born and behaviour should be 

modified accordingly.  Ireland’s information booklet recommends no smoking at all, or 

at least not in the presence of the child, as well as timely immunisation.  Perhaps the 

most important recommendation pertains to sleeping.  “Supine sleeping in a cot, with 

a firm mattress, beside the parents’ bed is the safest place for an infant.  An infant 

sleeping in the prone (on stomach) or side position is associated with a much greater 

risk of SIDS than laying the child on his or her back” (Irish Sudden Infant Death 

Register, 2001).  
 
 

Pregnancy and Post-natal Supports 
 
Health Promotion Information 

It is explicitly recognised within Irish health promotion policies (Department of Health 

& Children, 1995b, 2002b) that the availability of detailed and accurate information is 

an important factor in increasing the ‘consumer-orientation’ of the services and for 

the empowerment of those using the service.  As a result, leaflets on a range of 

health topics (including some relevant to pregnant women, for example, on folic acid 

and smoking) and a guide to the health services (including eligibility) have been 

produced.  Information support can help women feel more in control during 

pregnancy, particularly their psychological needs at this time.  Clement et al. (1995) 

outline possible psychological needs in pregnancy and stressed the importance of 

information, support and reassurance.  Access to health care information can also 

lead to improvements in women’s understanding and compliance with treatment.  

Information is considered important in helping women make an informed choice 

(Churchill, 1995), in influencing women’s perception of childbirth (Hallgren et al., 

1995) and in increasing satisfaction with care (Brown and Lumley, 1994; Churchill, 

1995). Medical experts consider advice and reassurance to be one of the 

fundamental aims of antenatal care (Foster 1995).  The Maternity and Infant Care 

Review Group (1997) stress that “good preventive care must include the provision of 

advice and information on these matters”.  
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Antenatal Support Programmes  

While the provision of information is a crucial part of antenatal care, social and 

psychological support should also be an integral part of all care provided to pregnant 

women.  During the antenatal period, it is in fact easy to forget the social, 

psychological and physical problems experienced by pregnant women, which are 

often substantial, while concentrating all efforts in ensuring the well-being of the 

foetus (Enkin et al., 2002: 19).  An American programme highlighted the benefits to 

be derived from group antenatal care.  The programme was designed to address 

clinical as well as psychological, social and behavioural factors and was found to 

promote healthy pregnancies.  Women enrolled in group antenatal care were more 

likely to give birth to larger babies, feel empowered about their pregnancies, and 

experience social support from their peers (Ickovics et al., 2003).   

 

The importance of social support networks during pregnancy should also not be 

underestimated.  Evidence of their positive role is given by an interesting case study 

of a community in New Mexico which found that the close proximity of extended 

family members, particularly grandparents (only one couple lived as far as a one hour 

drive from their parents) was an integral factor in the positive outcomes experienced 

by mothers and their infants (Domian, 2001).  This study found that in Mexican-

American populations there exists an “epidemiological enigma”, i.e. that Hispanics 

have equal or more favourable birth outcomes, in terms of infant birth weight and 

mortality, than non-Hispanics, despite having lower levels of antenatal care and lower 

socio-economic status.  The primary reason for this paradox seems to be the 

inherent capacity of their culture to promote social support systems that incorporate 

support for pregnant women living in their community.  Although Western medicine is 

incorporated into their antenatal care, it is reinforced by the belief that the health of 

the unborn child is best promoted by focusing the emotional well-being of the mother 

(Domian, 2001).  Other studies reported that regardless of stress levels in pregnant 

women, intimate social support from a partner or relative seems to improve foetal 

growth (Hoffman and Hatch, 1996).  Several types of support— baby’s father, family, 

and functional support—have been found to have a positive impact on infant birth 

weight, even after controlling for length of gestation (Felman et al., 2000).  In 

particular, social support and nurturing has been noted to exert an influence on foetal 

growth processes, a primary indicator of birth weight.  These findings further 

substantiate the need for a more ‘social’ approach to antenatal care. 
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The role of social supports and especially of family support is particularly relevant 

when dealing with adolescent pregnancies.  Pregnant adolescents with supportive 

families have earlier onset of antenatal care and are more likely to continue care 

(Walruff, 2000).  Significant contributing factors of family support include ease at 

which mother and daughter can discuss sex and pregnancy, a home environment 

fostering independence, and the family’s presence at first antenatal visit. Numerous 

studies have documented the positive maternal and infant outcomes that arise from 

adequate support during pregnancy.  Pregnant adolescents studied in Spain were 

found to receive greater family support than adult women (Rodriguez & Jimenez, 

2001).  Increased family support among adolescents was associated with the 

decision to continue the pregnancy, greater frequency of check-ups, fewer 

complications during pregnancy and an increased incidence of breastfeeding.  A 

correlation was found between the availability and satisfaction with support and a 

mother’s optimistic perceptions about the future (Priel and Besser, 2002).  This was 

particularly noted in producing improved Apgar scores and adjustment in new 

mothers.  This evidence suggests family support during pregnancy is particularly 

beneficial to adolescents, who may not have a helpful partner.   

 
Postnatal Support Programmes 

The danger of overlooking the needs and health of mothers by concentrating solely 

on those of the newborn is even more prevalent in the postnatal period.  It is 

important to point out that the Mother and Infant Care Scheme allows free medical 

care for mother and infant up to and including six weeks after the birth.  Hence, this 

provision ignores the vast amount of medical research that indicates that many 

women suffer from pregnancy-related health problems, including mental disorders, in 

excess of 6 weeks after delivery (Kennedy, 2002).   

 

In fact, the postnatal period has also been pinpointed as one of great psychological 

stress for the new mother, during which she needs both emotional support and 

practical help  (Enkin et al., 2002).  In Ireland the only assistance available to women 

after discharge from the hospital is the public health nurse who is required to call 

once during the 10 days after childbirth.  On the other hand, in the Netherlands, 

provision of ‘maternity aides’ is an integral part of the maternity system.  These 

specially trained women provide support for up to five days postpartum (Enkin et al., 

2002).  There, women also have the opportunity to avail of a live-in nursing assistant 

for up to a fortnight (Murphy Lawless and Kennedy, 2002).  In Britain, new mothers 
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are visited by a community midwife every day for 10 days after childbirth (Murphy 

Lawless and Kennedy, 2002).  Hence, more should be done to improve the situation 

in Ireland, so that both new mothers and babies are properly looked after and 

supported in the postpartum period.   

 

Social support networks have been identified as the most important and pervasive 

aspect of the external environment (McKeown, Pratschke and Haase, 2003).  Social 

Support programmes offered to new mothers and their newborns typically fall under 

one of three categories—home visiting, parent education programs, and early 

interventions (Best Health for Children, 2002).  Home visits intervention programmes 

involve offering support and knowledge by healthcare professionals and lay 

workers/volunteers to new mothers and commences in the antenatal period and 

continues for two years into the birth.  The following are some of the benefits of home 

visits: increased breastfeeding rates, increased immunisation rates, decreased rates 

of physical abuse and neglect, decreased emergency visits, benefits for subsequent 

children of parents who had participated previously, improved maternal-infant 

interactions, better nutrition, fewer unintentional injuries (New South Wales Health 

Department, 1998; Vimpani, 1998).  A British review of home visiting programmes 

also found them to be associated with improvements in parenting, reported 

improvements in some child behavioural problems, improved cognitive development, 

and improved detection and management of post-natal depression (Bull et al., 2004).   

 

The Community Mothers’ Scheme is based on the premise that if the mother is well 

and confident, her baby will benefit and it consists of home visiting by volunteers 

experienced mothers, among disadvantaged families in Dublin (O'Connor, 1999).  

This programme has been shown to be successful, with children of the intervention 

group were more likely to have been immunised, with both mother and child having 

improved nutritional intake.  Home visits to mothers with young children can also 

reduce substantially reports of child abuse and neglect.  American families that 

received home visits during pregnancy and infancy reported significantly fewer child 

abuse reports involving the mother as perpetrator (Eckenrode et al., 2000).   The 

presence of domestic violence in the home can, however, reduce the effectiveness of 

interventions to reduce incidence of child abuse and neglect.  A review of home visits 

intervention programmes targeted at child abuse and injury demonstrated their ability 

to substantially reduce incidence rates.  An inherent problem in home visiting 

programmes however, is a surveillance bias.  Surveillance bias can result in an 
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underestimation or may even reverse the effects of an intervention programmes.  

When evaluating the benefits of home visiting programmes, it should be emphasised 

that they mainly target low-income groups in an attempt to counterbalance the 

material and social disadvantage that their children experience.  In this context, it is 

important to consider that home visiting should not be treated as a panacea, but 

implemented as part of a strategy including wide ranging policies which support 

families in need.  “As a complement to such macro-social polity environment, well-

designed home visiting programmes appear to make a modest but significant 

contribution to the important policy priority of giving every child a good start in life” 

(Bull et al., 2004: 26). 

 

Programmes that create an environment that help young women discover their 

strengths and promote personal development can effectively help adolescents to 

achieve parenting goals (Riordan and Ryan, 2002; Klima, 2003). The “Teenage 

Parents Support Projects” is a pilot initiative that offers one-to-one support to 

pregnant and postnatal teenagers in Dublin, Limerick and Galway since 2000.  An 

evaluation of this service found a 76 per cent satisfaction rate amongst users and the 

following supports were identified as useful by parents: support with parenting, 

provision of information on a range of issues including income supports, health 

services, education and training; having ‘someone to talk to’; and access to support 

groups, as well as, individual, one to one supports (Riordan and Ryan, 2002: 15).  

Despite the success of this project, there is still only limited attention given to 

teenage mothers within national initiatives and strategies(Riordan and Ryan, 2002).   

 

Parent education programmes theoretically offer support, impart knowledge and 

teach parenting skills to new mothers, including areas such as communication 

issues, discipline, and child development.  Evidence has shown these services can 

have a positive influence on both mother and child health (Best Health for Children, 

2001).  Support services currently available for Irish teenage mothers have been 

deemed to be insufficiently detailed or comprehensive (Dempsey, Heslin and 

Bradley, 2001; Riordan and Ryan, 2002).  There is currently no specific policy and 

practices on teenage parenting with a particular emphasis on education opportunities 

and financial as well as childcare support in Ireland (Dempsey, Heslin and Bradley, 

2001).  Such deficits need to be addressed.  The development of innovative, low 

costing early intervention programmes in the United Kingdom have proven to be 

effective in increasing social support and problem-solving skills, compared with 
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routine antenatal care practices (Brugha et al., 2000).  In the USA, various federal 

and state statutes have mandated that community-based, coordinated, 

multidisciplinary, family-centred programmes be established, which are accessible to 

children and families with special needs (Committee on Children with Disabilities, 

2001).  The fears, lack of knowledge, and insufficient support structures identified in 

Dutch mothers (who had a history of being pregnant as adolescents) highlighted the 

need for a support group for young mothers.  A drop-in centre was also 

recommended (De Jonge, 2001). 

 

Although many of the services in existence target vulnerable mothers and their 

families, public health workers advocate for universal programmes based on the 

following criteria: 

• any family could benefit from some kind of support, especially with the first 

child. 

• universal access to services will increase the likelihood of reaching the most 

vulnerable sectors, who are typically the most difficult. 

• targeting certain “high-risk” families stigmatises them and as a result may 

deter them from participating. 

 

Some have proposed that the most effective method would be to offer universal 

programmes and then follow with a more intensified program for those in need.  

Programmes must also be grounded in family participation and operated by properly 

trained workers/volunteers (New South Wales Health Department, 1998; Vimpani, 

1998; Best Health for Children, 2002).  There are few universally available services in 

Ireland although the legislation provides that all children should have access to at 

least one health service.  The case for the provision of universal services in Ireland 

has been clearly discussed by Lyons et al. (2002).  Supporting the findings on home 

visiting already mentioned, the authors stress that: “family support services are not 

the panacea for all social problems, but are a vital component of a wider range of 

initiatives that are necessary to improve and promote the health and well being of 

Irish children now and in the future” (Lyons et al., 2002). 

 
 

30

 



Recommendations 
 

• A social model of pregnancy care which considers not only the physical 

health of foetus and mother but also her mental and social well being should 

be adopted by health care providers. 

 

• An awareness promotion campaign about the Mother and Infant Care 

Scheme is required.  The public needs to be informed of its availability and its 

benefits.  Health professionals require greater clarity around the procedures 

associated with utilising this scheme. 

 

• Fewer, more goal oriented antenatal visits as well as the extension of 

community based antenatal care services need to be considered for women 

for whom these are acceptable and desirable.  Advice needs to be made 

available on the benefits of adhering to combined antenatal care programmes 

i.e. shared care between the G.P and the hospital.  The Public Health Nurse 

service could be extended to promote visiting of women during the antenatal 

period. 

 

• Women should be provided with the opportunity to influence programme 

development and evaluation, especially in the area of maternity services.  The 

National Expert Group on Domiciliary Births recommendations for the 

development for a national policy on the issue of home birth thus needs to 

consider the principles outlined in the Plan for Women’s Health (1997-1999) 

“women want our health services to be more open to consultation, 

involvement, respect, empowerment and choice”. 

 

• A good standard of health information is required for women of childbearing 

age on the impact of healthy lifestyles on child health.  Efforts need to be 

made to emphasise to women the dangers associated with high risk lifestyle 

behaviours and pregnancy outcomes in accordance with existing health 

promotion developments such as the National Health Promotion Strategy 

2000-2005.  Such efforts should be provided by specific professionals in 

contact with women of childbearing age e.g. public health nurses, teachers, 

health promotion officers and community workers.  Moreover, any text-based 
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information should be to ensure clarity of message for women with literacy 

problems. 

 

• A routine screening programme for pregnant women and new mothers needs 

to be developed which is comprehensive in the following areas: domestic 

violence, nutrition, mental health, social supports, STIs and medical 

complications of pregnancy.  This should involve the collaboration of the 

relevant agencies and disciplines. 

 

• Efforts should be focused on increasing breastfeeding rates in Ireland.  This 

should be achieved without isolating or discriminating against mothers who 

for whatever reason choose not to breastfeed.  The fundamental targets and 

recommendations set out in the National Breastfeeding Policy (1994) need to 

be implemented.   This can be achieved by advocating the future proposals 

put forward by the National Committee on Breastfeeding are implemented to 

ensure Irish women have the greater opportunity to benefit from interventions 

such as baby-friendly hospital initiatives, maternity units with a breastfeeding 

policy, clinical specialists in breastfeeding and breastfeeding support groups. 

 

• Efforts to support families in their parenting role are important as the evidence 

shows that early development impacts on future outcome.  Universal services 

and parent education programmes may improve the health and well being of 

mothers and children. 
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SECTION 2:  MULTI-DETERMINANTS OF MATERNAL HEALTH    
 
Women’s health during pregnancy has primarily been studied in terms of occurrence 

of obstetrical complications and worsening of chronic disease.  Little is known, 

however, about the various aspects of women’s lives, including both social factors 

such as age, ethnicity and level of education, and health factors, such as the 

presence of mental illness or disability, and how they affect women’s experiences of 

pregnancy as well as pregnancy outcomes.   In particular, there is limited research 

that closely examines the relationship of physical symptoms linked to socioeconomic 

status during pregnancy and motherhood.  However, a ‘life span’ approach to 

improve perinatal results claims that pregnancy care cannot be limited to the 

antenatal, partum and postpartum period, but needs to focus on the early 

determinants of health and highlight their effect on maternal and baby’s health.  

Indeed, a ‘life span’ approach to pregnancy may need to adopt a ‘multiple 

determinants’ model that integrates the social, psychological, behavioural, 

environmental, and biological forces that shape pregnancy” (Misra, Guver and 

Allston, 2003: 66).  In reviewing the available evidence from the literature, this 

section aims to examine a number of social and health determinants that can 

account for certain variations on women’s health during pregnancy and motherhood.  

Again, it is worth reiterating that the aim is not to blame women who fall into one or 

more of the categories analysed below, but to raise awareness of the costs of 

neglecting their health and that of their children. 

 
 
Social Factors 

 
Poverty 
In relation to social factors, special attention needs to be dedicated to the issue of 

disadvantage, as this has been shown to be a major factor influencing maternal 

physical, mental and social well-being, and consequently having long term effects on 

children’s health from the neonatal stage onwards.  The link between poverty and ill 

health have been extensively documented (Bartley, Sacker and Schoon, 2002; 

Combat Poverty Agency, 2002; Kuh and Hardy, 2002; Women's Health Council, 

2003; Combat Poverty Agency, 2004; Najman, 2004), and “it is now widely accepted 

that socio economic factors, including poverty, are key in determining health status” 

(Combat Poverty Agency, 2004).  Women in Ireland have been consistently found to 
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be more at risk of falling into poverty than men (23% vs. 19%), while the gap 

between the genders has been widening in recent years (Combat Poverty Agency, 

2002).   

   

Deprivation and Health 

Inadequate income during pregnancy and motherhood has been studied in terms of 

material deprivation - physical (e.g. a nutritional diet), developmental (e.g. books and 

toys), and social (e.g. access to social or health facilities) (Combat Poverty Agency, 

2000; Department of Health & Children, 2000a; Doorley, 2002).  Problems have been 

particularly noted in terms of premature births, low birth weight, SIDS, poor uptake of 

childhood immunizations, inadequate nutrition, small for gestational age, special 

educational needs, impaired mental health in adolescences and injury by either 

accidental or non-accidental causes (Deal and Holt, 1998; New South Wales Health 

Department, 1998; Spencer, 2000; Ahluwalia et al., 2001; Conley and Bennett, 2001; 

Goosby, 2002) .   

 

Causes of Poverty linked to ill health   

Much of the research on income deprivation has been conducted in North America, 

where welfare support is quite limited to women during pregnancy and motherhood.  

A significant factor emerged from an analysis of this research on maternal income.  A 

mother’s income does not always cause child poverty.  A high prevalence of barriers 

(e.g. lack of childcare, transportation problems and a dependency on welfare 

benefits) can have a negative impact on a child’s health.  Dependency on welfare 

rather than maternal income was found to have a stronger negative effect on the 

behavioural and cognitive development of children aged four to five years in Canada 

(Lefebvre and Merrigan, 1998). Similarly, a prevalence of low birth weight, 

developmental delays and the presence of a disability were found amongst children 

whose mother was on welfare support in America (Hogan and Park, 2000; Sunhwa, 

2002).   Likewise, a EU report declared that mothers living in poverty are the ‘worst 

off’ and that current social security benefits often provide inadequate income for 

mothers and babies (Social Health and Family Affairs Committee, 2002).  Hence, 

there is a clear need for a regular health assessments of children whose mother is on 

welfare support.  It is also critical to accurately assess the difficult environmental 

conditions experienced by mothers on government assistance.  This has major 

implications for Irish policy and research.  Non-financial provisions found to be 

particularly inadequate for Irish mothers were: education, accommodation, childcare, 
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assistance with unanticipated expenses or emergency costs (Riordan and Ryan, 

2002).  This is due to inadequate information provisions on Irish social welfare 

benefits and entitlements combined with mothers expressed anxiety when dealing 

with social welfare officials.   

 

Finally, the interaction of gender, class and membership of ethnic minority groups 

has been found to define the dynamics of poverty (Coakley, 2004).   In the next 

section, the effects of age, ethnicity, and lone parenthood in relation to pregnancy 

and early childhood health will be analysed giving special attention to the implications 

of disadvantage.   The influence of other relevant and associated social factors such 

as education and employment conditions will also be considered. 

 

 

Age  

 

Adolescent Mothers 

Research in many countries has consistently shown that teenage mothers and their 

families are often at disadvantage compared with those whose children are born in 

their twenties and thirties (Marks and Ashleman, 2002; Social Health and Family 

Affairs Committee, 2002; Richardson, 2004).  A study of 13 European countries 

showed that former teenage mothers suffered a variety of disadvantages in 

comparison with other mothers, including:  lower educational qualifications, greater 

possibility of being a one-parent family, being less likely to have a job and being at 

higher risk of poverty (Berthoud and Robson, 2001).  This study highlighted the fact 

that up to 40 per cent of teenage mothers across Western Europe are estimated to 

have been in poverty compared to only 11 per cent of older mothers.  Thus, it 

concluded, teenage motherhood can be seen as conducive to poverty.  One of the 

reasons given for this fact is that early parenthood reduced the likelihood of gaining 

employment due to higher levels of early school-leaving and higher likelihood of living 

in a work-poor household.  This study also found Ireland and the Netherlands to be 

the worst places to have babies while a teenager.  Research in the UK and USA 

mirrors the findings of the European study and has shown that adolescent childbirth 

is associated to indicators of disadvantage such as low socio-economic status, low 

educational attainment, and lack of employment opportunities, all of which contribute 

to the likelihood of early pregnancy as well as to the consequences of it (Richardson, 

2004: 242). 
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Teenage pregnancy in Ireland is the second highest in the EU after the UK, with 

three times the rate of the Netherlands and twice the rate of Sweden (United Nations 

Population Fund Agency, 2003).  The majority of teenage pregnancies occur in 

women aged 18 and 19.  Of the 650 teenagers that had babies in Ireland in the third 

quarter of 2003, 524 occurred to women aged 18 and 16 years old (Central Statistics 

Office, 2004).  Irish research has also shown consistent findings of an increased risk 

of poverty and welfare dependency among adolescent parents (Richardson, 2004).  

 

TABLE: Birth registered, classified by age of mother at maternity  

 
Source: Central Statistics Office's Vital Statistics, Third Quarter 2003 report 

 

Adolescent mothers (15-19 years) in Ireland are faced with the challenges of 

parenting alone, living within their own parents' house, being unemployed, leaving 

education early and being unable to access affordable childcare services (Dempsey, 

Heslin and Bradley, 2001; Riordan and Ryan, 2002).  Looking at the statistics and the 

health outcomes of children of adolescent mothers, it could be concluded that 

teenage pregnancy is bound to have negative social, economic and health 

repercussions on childhood health.  However, teenage parenthood per se is not the 

root cause for this state of affairs.  What teenage parents lack are the necessary 

social and economic support programmes to enable them to continue their education, 

access training and job opportunities.  In fact, longitudinal studies have demonstrated 

that successful trajectories can result from women who bear children as teens if 

family and social support, opportunities to continue in school, solid employment, or 

some combination of these factors are available (Marks and Ashleman, 2002).  The 

Teen Parents Support Project has already been mentioned as one positive example 

of a support programme for adolescent mothers in Ireland.  More of these kinds of 

programmes are needed, as well as a willingness to put in place social and economic 
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policies that will enable young mothers to escape the poverty trap that welfare 

dependency frequently entails.  Finally, attention to the social dynamics of 

disadvantage is also needed in the development of intervention and prevention 

strategies for teenagers who are pregnant and mothers in Ireland if they are to be 

successful. 

 

Older Women  

Attention has recently focused on the increased preference for delayed childbearing 

witnessed across the Western world, including Ireland.  The Irish trends in maternal 

age have risen from 25-29 years in 1990 to 31 years in 2003 (Cullen, 2002; O'Herlihy 

and Mahony, 2003).  Several factors have contributed to this demographic change in 

childbirth patterns, such as access to more reliable birth control or infertility 

treatments, improvement in Irish living standards and higher employment prospects. 

Although a great deal has been written about teenage motherhood, there is little 

research on the impact of mothering in older women.  The association between infant 

morbidity and delayed childbearing has, however, been found to be statistically 

significant in three key areas: low birth weight, premature births and genetic 

illnesses. Tough et al. (2002) found that delayed childbearing (maternal age greater 

than 35 years) accounted for 78 per cent of the changes in low birth weight (<2500 g) 

rate in the population and 36 per cent of the change in preterm (<37 weeks), delivery 

rate in Alberta, Canada between 1990 and 1996. There is further evidence from 

Australia that preterm births are increasing, especially births before 28 weeks 

gestation among women older than 34 years of age (Lumley, 2003).  Advanced 

maternal age can also have a strong impact on the risk of genetic illnesses such as 

Down Syndrome (Khoshnood et al., 2000).  Moreover, later age of first pregnancy 

has also negative repercussions for the health of mother, being associated with an 

increased risk of breast cancer (Rich-Edwards, 2002). 

 

On the positive side older mothers have a number of psychosocial attributes that help 

them to deal effectively with the challenges associated with caring for a child.  Older 

mothers normally have achieved a number of developmental milestones – 

completing education, achieving career goals, establishing relationships, developing 

self-confidence and knowing how to access appropriate healthcare services 

(Dobrzykowski and Stern, 2003).  Such attributes are significant in enhancing an 

older woman’s health and mothering skills.  Health problems in older women derived 

from delayed childbearing can therefore be viewed as more of a biological problem 
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rather than a psychosocial risk.  These women need to be informed about the high 

risks of infant morbidity associated with delayed childbearing as well the potential 

repercussions on their health.  Health service providers also need to be aware of the 

importance of utilising antenatal diagnostic technologies when screening pregnant 

women in advanced years.  This is necessary to promote early detection of biological 

problems. 

 

Finally, when considering the increased propensity for delaying pregnancy by Irish 

women, it is important to emphasise the associated increased risk of fertility 

problems.  The literature does suggest that infertility is a common problem, and it is 

estimated that one in six couples need specialist help in relation to their fertility at 

some time in their lives and this figure would appear to apply to Ireland (Madden, 

2002).   Many of these couples may elect to attempt to conceive through assisted 

human reproduction methods, especially in vitro fertilisation.   In considering the area 

of assisted human reproduction and the reproductive technologies now available, it is 

essential to take account of the health and social implications for women, and to 

recognise women’s needs and experiences. Consideration should be given to the 

physical, psychosocial and emotional dimensions of the experience of infertility and 

the health and psychological effects of using assisted human reproduction as a 

solution.   

 

 

Ethnicity  
 

Social and Cultural Issues 

American research has shown that ethnic minority women who are pregnant or who 

are mothers have significantly poorer health status than their Caucasian 

counterparts.  Ethnic minority mothers were found to be twice as likely to have a low 

birth weight infant, and a preterm birth than their Caucasian counterparts (DuPlessis, 

Bell and Richards, 1997; Lu and Halfon, 2003).  The cause of these persistent racial 

disparities remains unclear. Most of the literature highlights an association with a 

range of socio-economic factors (DuPlessis, Bell and Richards, 1997; Zayas et al., 

2002; Lu and Halfon, 2003). Low income, poor education opportunities, substandard 

accommodation, fewer friends from their own ethnic group, drug use during 

pregnancy and inadequate access to health care are significant issues in many 

ethnic minority communities (Koniak-Griffin D et al., 1999; Koniak-Griffin et al., 2000; 
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Zayas et al., 2002). These risk factors, however, do not adequately account for all 

health disparities during pregnancy and motherhood.  Poor childbirth outcomes are 

also the consequence of differential maternal cultural experiences, not only during 

pregnancy but also over their life courses.  This report will now focus on two ethnic 

minority groups in Ireland who have been suffering worse perinatal and general 

health outcomes than the general population, in attempt to draw attention to 

measures which might rectify this situation. 

 

Traveller Women 

“Travellers are one of the most disadvantaged groups within Irish society with regard 

to socio-economic status and health inequalities”  (Women’s Health Council, 2003: 

26) and Traveller women live on average 12 years less than settled women (Fay, 

2002).  Traveller women have a higher fertility rate, with Traveller families having 3.5 

children in comparison to 1.8 children in the general population.  On the other hand, 

infant mortality among Travellers is 2.5 times higher than the national average 

(Combat Poverty Agency, 2004), and the occurrence of Sudden Infant Death 

Syndrome in 1999 was twelve times the national figure (8.8 per 1000 live births 

compared to 0.7) (Department of Health & Children, 2002b).  If infant mortality rates 

are to be improved, particular attention needs to be given to the health of Traveller 

women, especially in relation to perinatal care.   

 

Traveller women have been shown to have a very low uptake of preventive and after-

care services in relation to pregnancy, including antenatal care and post-natal 

services, paediatric service and immunisation, as well as low rate of breastfeeding.  

In an unpublished study by Pavee Point it was reported that while 69.1 per cent of 

childbearing women believed antenatal classes were a good idea, less than one per 

cent had actually attended.  Moreover, 51.5 per cent of the women who had children 

did not attend post-natal check ups for themselves after the birth of their last child, 

and 73.4 per cent did not bring the baby for a six-week check up (Kennedy, 2004).  

To remedy this situation, encourage Traveller women to utilise the available 

maternity services and ensure that these are sensitive to their practical and cultural 

needs, the Department of Health and Children published a national strategy for 

Traveller Health in 2002.  Highlighting the need for improvement in maternal and 

infant health outcomes, the strategy set out a number of proposed actions including: 
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• Health education programmes for Travellers to highlight the relevance of 

proper antenatal and post-natal care to be delivered in a culturally appropriate 

manner.  Where possible, consideration will be given to providing 

decentralised antenatal clinics throughout the country. 

• The Maternity and Infant Care Scheme to be promoted to encourage earlier 

antenatal registration. 

• Mothers to be supported and encouraged to stay for an appropriate period of 

time in the hospital following birth so that the full range of post-natal services 

are availed of (Department of Health and Children, 2002). 

While these measures, if implemented, would surely go some way in improving the 

health of pregnant Traveller women and their babies, more extensive social policies 

will be needed in order to bring about a substantial amelioration to their health.  In 

fact, tackling poverty and disadvantage, especially through the provision of adequate 

accommodation would represent the most important step in the attempt to safeguard 

the health of the Travelling population in general. 

 
Asylum Seekers and Refugees 

While some recent claims of the threat to maternity services due to the ‘flood’ of 

ethnic minority pregnant women are unjustified after close inspections of the 

statistical evidence, it is undeniable that Ireland has witnessed an increased intake of 

asylum seekers and refugees during the last decade.  Hence, health provision 

services in general, and maternity services in particular, need to be aware of the 

specific needs of this disadvantaged and often traumatised group, in order to 

optimise their short and long term health. 

 

Women who come into contact with the maternity services in Ireland as refugees or 

asylum seekers have often experienced profound loss, which can include loss of 

family, community or country.  They might also have been brutalised, tortured or 

raped, and in some cases the rape might be the reason for conception.  These 

events, which may be called the ‘pre-migration stressors of deprivation’ will inevitably 

have an adverse effect on their psychological and physical health, and create special 

complexities for pregnant women in relation to their physiological, psychological and 

social needs (Kennedy, 2004).  The experience of settling in Ireland may further add 

to this distress and trauma, as women usually take on the role of cultural mediators, 

and carry the burden of upholding cultural traditions, and looking after their children 

without the support of their extended family or community, and often even without 
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their partner (Neufeld et al., 2002).  These factors all need to be properly addressed 

and counteracted in order to ensure a positive health outcome for the mother and the 

newborn.   

 

For instance, pregnant asylum seeking and refugee women interviewed during an 

extensive Irish study on their maternity needs reported a number of difficulties in 

trying to attend ante-natal care including: difficulties in travelling there, including the 

cost of transport; difficulties in arranging childcare; being unaccompanied by partner 

or friend; poor health and being too exhausted or stressed; and lack of language 

support (Murphy Lawless and Kennedy, 2002: 70).  Therefore, if attendance to 

antenatal care is to be increased, these issues need to be addressed and financial 

and practical support systems need to be put in place in order to help women 

maximise their health during pregnancy. 

 

Childbirth and delivery are also events that might be wrought with difficulties for this 

group of women.  Their emotional and physical state might be more precarious due 

to their experiences and they might feel keenly the absence of their close female kin, 

who would have normally assisted them.  They might also suffer further physical 

complications due to specific cultural practices, such as genital mutilation and 

infibulation, which are common in Eastern African countries like Eritrea, Ethiopia and 

Somalia. While language and cultural barriers might make communication difficult 

during labour and delivery, empathy from staff has been found to be the most 

important aspect of their experiences of childbirth (Kennedy, 2002: 201).   

 

While the issues of cultural sensitivity and the negative repercussion of traumatic 

experiences in their home countries during pregnancy and childbirth affect both 

asylum seeking and refugee pregnant women, in the case of asylum seekers they 

are further exacerbated by the extreme levels of deprivation caused by the ‘direct 

provision’ system in Ireland.  A study carried out by the Irish Refugee Council (2003) 

found malnutrition amongst expectant mothers, ill health related to diet among 

babies, and weight loss among children.  An examination of nutritional status 

amongst ethnic minority groups from war torn countries revealed a higher level of 

chronic malnutrition (Agadjanian and Prata, 2002).  However, the financial and 

practical limitations inherent in direct provision do not ameliorate this situation and 

have been found, on the contrary, to worsen it.  Furthermore, while most asylum 

seeking women come from countries where breastfeeding is predominant, the diet 
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required to ensure a good supply of milk was found not to be easily sustained 

through direct provision (Murphy Lawless and Kennedy, 2004: 95), and poor diet as 

well as exhaustion and stress often caused new mothers to switch to formula feeding 

(Kennedy, 2004: 200).  Overcrowding, the lack of cots, dormitory style rooming, lack 

of privacy and lack of adequate bathing facilities were other problems experienced by 

new asylum seeking mothers in direct provision (Kennedy, 2004: 198). 

 

Based on their in-depth research, Murphy Lawless and Kennedy (2002) propose a 

number of actions to improve the maternity services of asylum seeking and refugee 

women, including: 

• The training as advocates for pregnant women of women who have gone 

through the Irish maternity system as asylum seekers or refugees.  They 

could also provide practical support in the absence of the extended family.   

• The provision of independent translators so that language barriers are 

improved and pregnant women are given the voice to express themselves. 

• The need of cultural awareness training to reduce institutional racism within 

the hospital and medical care setting. 

Finally, while they stress the need for ‘cultural sensitivity’ in the provision of maternity 

and birth services, they also emphasise that what is needed is not a specific cultural 

approach, but one based on individual need.  This group of women, who have 

experienced high levels of physical and emotional stress, have very specific health 

needs, but they can only be met if the whole range of social and medical services 

they encounter are set up in a way not to put them under further social and physical 

duress.  Moreover, their children will only thrive if they can access an appropriate diet 

and live in adequate conditions.   

 

 
Lone Parent Status 
 
There is a substantial growth in the prevalence of lone mothers in Ireland since the 

1980s due to an increase in both births outside marriage and marital separations.  

Single mothers accounted for 31 per cent of all women within Ireland who gave birth 

in 2000 (Fahy and Russell, 2001; Department of Health and Children, 2003), and 

lone parent households with children, most of which are headed by a female, rose by 

20  per cent between 1996 and 2002, from 125,500 to 150,600 respectively (Central 

Statistics Office, 2003a).  Research on the impact of single motherhood in Ireland is 
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quite limited due to the varied classification defining lone mother status in this 

country.  Lone mother status in Ireland primarily relates to unmarried mothers, 

separated or widowed mothers with dependent children (Department of Social 

Community & Family Affairs, 2000).  While parenting alone has been consistently 

found to cause greater levels of distress on the parent than co-parenting (Marks and 

Ashleman, 2002: 264), this varied classification makes it difficult to analyse the 

impact of single mother status on a child’s health.  For instances, in some unmarried 

or separated arrangements a certain degree of childcare support can exist from the 

father (Fahy and Russell, 2001).  Evidence exists to suggest a mother’s relationship 

status with a partner rather than their marital status can have a greater impact on 

child health.  An American survey identified a link between an infant’s low birth 

weight status and the duration of a mother relationship with a partner rather than 

marital status (Bird et al., 2000).   This study found Caucasian women in 

relationships between five to 10 years had a higher risk of low birth weight babies 

compared to women in relationships longer than 10 years.  This evidence suggests 

that relationship type and duration can impact child health outcomes. It does not 

however indicate that unmarried women are at any greater risk of low birth weight 

infants than their married counterparts.  Moreover, it is important to consider that 

while the number of extramarital births has continued to increase, many of these are 

occurring within long-term partnerships that resemble a marriage in practice.  These 

findings highlights relationship duration and type are significant factors that need to 

be considered when examining the impact of lone mother status on child health 

outcomes.   

 

Several studies have examined the impact of single motherhood on child’s 

educational achievement, behaviour, psychological adjustment, social development 

and health (Featherstone, 1997; McCashin, 1997; Lefebvre and Merrigan, 1998; 

Hogan and Park, 2000; NESF, 2001; Heck and Parker, 2002; Lipman, 2002).   The 

findings from these studies linked to child health have been highly controversial.  

Findings generally suggest children of single mothers can experience severe 

emotional and psychological difficulties in terms of behaviour and special educational 

needs.  Middleton (2002) survey found children of single mothers living in England 

are more likely to be excluded from mainstream education programmes because of 

special educational needs, bullying, being bullied and suspension from school.  In 

particular, children of single mothers were 5 times more likely to be suspended from 

school than children from two parent families (Middleton, 2002).  Featherstone (1997) 
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further suggests the increased prevalence of juvenile crime in both the UK and 

America can be linked to a high rate of divorce and the growth of lone mothers in 

these countries.  A particular concern is the lack of a male influence associated with 

lone mother arrangements (Featherstone, 1997; McCashin, 1997). 

 

Few studies have investigated the health outcome of children living with single 

mothers compared with two-parent family.  A Canadian national longitudinal survey 

of children of single mothers and two parent families examined the strength of the 

association between single mother status and child outcomes controlling for other 

socio-demographic and personal (maternal/family) variable (Lipman, 2002).  

Although this study found single mother status on its own is a significant predictor of 

child outcomes, the effect decreased when other socio-demographic variables such 

as household income were present.  A population study examined the mortality, 

severe morbidity and injury of nearly a million Swedish children over nine years 

(Ringback Weitoft et al., 2003).  This study found Swedish children of lone parents 

have more than double the risk of psychiatric illnesses, suicide or attempted suicide, 

and alcohol related diseases, and more than three times the risk of drug related 

disease compared with two parent families. These factors were found after 

controlling for confounding factors such as socio-economic status, parental addiction 

or mental disease.  The lack of household resources as measured by receipt of 

social welfare and renting rather than owning a home were found to have a major 

role in accounting for these increased risks.  Evidence of such psychosocial 

predictors has also been found in relation to single mothers in the UK (Middleton, 

2002).   

 

These findings point to the fact that the socio-economic conditions associated with 

single motherhood rather than their marital status per se are the underlying factors 

affecting children’s physical and mental health outcomes.  This conclusion is mirrored 

in the results of an Irish study looking at family well being.  McKeown et al. (2003) 

found that once socio-economic environment, personality characteristics and family 

processes are controlled for, the particular type of family in which one is raised has 

little or no impact on well being.  The only exception they highlight is the effect of 

one-parent single families on mothers, who tend to have lower levels of psychological 

well being than other parents.  Furthermore, the authors point out that family types in 

Ireland have a strong social class dimensions in the sense that one-parent families 

are more concentrated in lower socio-economic positions.  Hence, “social class 
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drives…family structure” (McKeown et al., 2004: 25).  This finding mirrors the 

situation in relation to adolescent mothers already explored.  In both cases, social 

circumstances are the most influential factor in relation to pregnancy outcomes and 

maternal and child health and not the age or marital status of the mother.  

 

Looking at the situation in Ireland, this interpretation can easily be supported by 

statistical evidence on the extent of deprivation suffered by single parents families, 

which are predominantly headed by women.  By 2001, one parent families had the 

highest risk of all households of being below the lowest income poverty line (50% 

cent median); households headed by a person engaged in home duties are the 

largest grouping in the income poor populations at all three poverty lines (50%, 60% 

and 70%); one-parent families have the highest risk of experiencing enforced 

deprivation of basic necessities; and one-parent households experiencing consistent 

poverty increased from one in 20 (4.4%) in 1994 to one in five (19.8%) in 2001 

(OPEN, 2004).  In summary, being a single parent family in Ireland increases 

significantly the risk of material deprivation as well as social exclusion.  This situation 

has obvious consequences for the physical and emotional health of mother as well 

as that of their children.   

 

It is now widely accepted that the best way out of poverty is through education and 

employment.  However, single mothers face a number of obstacles in this regard.  

First of all, almost half of lone parents have been found to have only primary level 

education, and they make up less than two per cent of those in mainstream training, 

education and work programmes (NESF, 2001: vii).  Furthermore, their reliance on 

welfare benefits and the way in which these are structured gives rise to a ‘poverty 

trap’, from which it is very difficult to escape.  The cost of childcare is also a major 

factor in their inability to access training and the labour market.  This is a particularly 

burning issue in Ireland, where parents pay on average 20 per cent of their average 

earnings on childcare compared to 8 per cent of their EU counterparts (Women's 

Rights Alliance, 2004).   

 

The  “Lone Parents” report published by the NESF in 2001 indicates that persistent 

barriers remain for lone parents in accessing education, training and employment.  

This report indicated a greater flexibility with regard to provisions for lone parents are 

needed if the risk of experiencing poverty is to be reduced to any significant effect in 

Ireland (NESF, 2001).  The report makes a series of recommendations on enhancing 
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public services to lone parents and improving their access to education, training and 

employment. These included the appointment of “family service workers” within the 

Department of Social and Family Affairs; developing peer support networks, 

introduction of more family-friendly arrangements and childcare facilitates; and 

greater integration between income tax and social welfare system to assist lone 

parents participate in the labour force.  These recommendations are supported by 

international health research, which claims that “potential risks to single-parent 

children could be greatly reduced or eliminated with increased parental access to 

adequate economic, social, educational, and parenting supports” (Ricciuti, 2004).  It 

is only with these support mechanisms are put in place that the grim reality of the 

physical and emotional deprivation experienced by single mothers and their children, 

as illustrated in the studies presented above, will be rectified. 

 

 

Education and Employment 
 
Having presented a brief review of the social factors affecting pregnancy and 

motherhood especially in relation to disadvantaged groups of women, two final areas 

will now be considered, education and employment, due to the role they play in 

remedying disadvantage.  In fact, it is widely accepted that increased levels of 

education and access to the labour market would bring about a substantial 

improvement in the lives and health of mothers and children living poverty. 

 

Education  

Maternal education can have substantial positive effects in promoting a child’s health 

status.  Mothers who possess a better standard of education tend to have children 

with a higher level of emotional development.  An American study illustrated that 

mothers with higher levels of education are more likely to have the resources and 

time to devote to the emotional nurturing of their children because of a correlation 

between education and income (Goosby, 2002).  More flexible arrangements are 

needed to enable mothers to spend time nurturing their children and to promote the 

up take of educational initiatives by mothers.  The amount of education a mother 

receives can influence a child’s access to preventive care services.  Mothers who 

have less than college education have been found to be less likely to meet the 

recommended standards for preventive child health care.  In America a substantial 

proportion of children were found not to have received the recommended standards 
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of preventive health care according to professional standards, particularly dental care 

(Yu et al., 2002).  This risk factor was particularly prevalent among adolescents and 

children in poor general health. 

  

On the other hand, women with a low level of education have a significantly higher 

risk of SGA (small for gestational age) newborns compared to women with a higher 

education level.  Despite adjustments for factors known to influence intrauterine 

growth, mothers in West and East Germany with a low level of education were noted 

to be at a greater risk of having a SGA birth (Raum et al., 2001).  These significant 

findings highlight that health inequalities in children can be linked to a mother’s level 

of education.  Research exists to indicate a correlation between maternal education 

and infant mortality as well as immunisation status.  Education and social welfare 

policies which encourage mothers to continue their education are clearly needed to 

reduce material and social disadvantage and their negative repercussions on 

maternal and children’s health, particularly amongst adolescents and lone mothers. 

 

Employment 

There is a marked rise in women with children participating in the Irish labour market. 

Over 50 per cent of Irish women living with children and a husband/partner were in 

employment in 2002 (Central Statistics Office, 2003b).   Irish women workers’ pay 

and work conditions are recognized as one of the lowest levels amongst OECD 

countries according to a recent report (OECD, 2003a).  Irish women workers are also 

less likely than men to benefit from a range of non-pay related employment benefits 

such as pensions, subsidized health schemes, housing benefits or leisure facilities 

(Nolan, James and O'Neill, 2002).  Specific employment initiatives aimed at helping 

working mothers with their parental role include the European Union Working Time 

Directives, the implementation of the Parental Leave Act 1998 and Protection of 

Employees (Part-Time Work) Act 2001, as well as amendments to the Maternity 

Protection Act 1994.  The Equality Authority also recommended the development of 

family-friendly working arrangements beyond the statutory minimum (Equality 

Authority, 2002), however developments in this field have been slow. 

 

The terms of the Maternity Protection Act (1994) were revised by a statutory 

instrument in 20011 to entitle expectant mothers to 18 consecutive weeks 
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employment leave (including social welfare payments) around the time of childbirth, 

plus the option to avail of eight weeks additional unpaid maternity leave2.  The 

legislation does not however, enforce employers to pay women during maternity 

leave.  Maternity benefits can be accessed from the Department of Social and Family 

Affairs if a pregnant woman has paid sufficient PRSI contributions.  The amount paid 

depends on a woman’s earnings.  If a woman is already on certain social welfare 

payments, she will only receive half the maternity benefit rate (Department Social & 

Family Affairs, 2003).  On the other hand, the provision of attendance at one set of 

antenatal classes without loss of pay, breast-feeding breaks and additional maternity 

leave in the event of illness are among some of the proposals recently enacted 

through the Maternity Protection (Amendment) Act 2004, are very welcome 

developments for working mothers. 

 

It is the provision of affordable childcare, however, that still remains the most burning 

issue in relation to working mothers and the care of their children.  As already 

highlighted, the percentage of income that Irish parents have to pay on childcare is 

significantly higher than in any other EU country.  Traditionally, the childcare needs of 

working mothers have been addressed informally through friends or family (Best 

Health for Children, 2001).   The increased financial as well as social pressures on 

women to seek employment have caused a decline in the availability of such 

childcare support.   This has created greater demands on fathers and especially 

grandparents to take on more childcare responsibilities.  While adequate salaries and 

appropriate conditions, such as childcare facilities, flexible working hours, and part-

time arrangements, need to be implemented in order to facilitate access to work for 

all mothers, the lack of these working arrangements are felt even more acutely by 

disadvantaged mothers, who are thus further limited in their employment 

opportunities (OPEN, 2004).   
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Health factors 

 
Nutrition  
 

Vitamin and Mineral Requirements  

Insufficient amounts of certain minerals during pregnancy can create adverse 

outcomes for infants.  Iron and folate deficiency have been shown to affect perinatal 

mortality, pre-term delivery, low birth weight, delivery complications and increase the 

risk for sudden infant death syndrome (Ladipo, 2000; Klonoff-Cohen, Srinivasan and 

Edelstein, 2002).  Regular intake of iron supplements is promoted by most antenatal 

programmes because of an increased risk of anaemia among women of childbearing 

age.  Research has however, shown that weekly and daily doses of iron creates no 

significant effects in terms of anaemia and haemoglobin concentration (Ekstrom, 

2002).   

 

Folic acid supplements (the synthetic source of folate) have also been recommended 

to be ingested prior to pregnancy and continued until 12 weeks gestation as a 

defence against neural tube defects, the most serious of congenital abnormalities in 

infants (Coutt, 2000; Goldberg, 2003).  The importance of folic acid in the diet of Irish 

women has been highlighted by a recent study which found that half of Irish babies 

carry a gene that increases the risk of these birth defects (Health Research Board, 

2004).  As about half of all pregnancies in Ireland are not planned, women are 

unlikely to be taking such minerals before conception.  A 2000 study found that while 

92 per cent of respondents had heard of folic acid, only 67 per cent were aware that 

it could prevent neural tube defects, and only 18 per cent of women had taken it 

before conception (McDonnell, Johnson and O'Leary, 2001).  A more recent in Dublin 

showed that only 42.2 per cent of pregnancies were planned and of these almost one 

half (48.2%) had not taken folic acid prior to conception (Collins, 2002).  A significant 

difference in the proportion of women who took folic acid before conception was 

based on whether or not they had a medical card.  One of the major factors in low 

uptake prior to conception was the lack of ‘visibility’ of folic acid (O'Leary and 

Donnell, 2002).  In addition to birth defects, folic acid also protects against heart 

attack, stroke and colon cancer.  As the vitamin is poorly absorbed, it can be difficult 

to obtain enough folic acid unless consuming synthetic folic as a supplement or 

obtaining it from fortified foods.  While some writers argue that only supplements 

work, others suggests that the folic acid food fortification is cheap, safe, sustainable 
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and has been shown to have worked in countries such as the US, Canada and Chile 

(HRB, 2004).  

 

Nutritional Requirements 

Research findings have emerged in opposition of the debate regarding “eating for 

two.”  Despite the necessary care which is needed to develop a nutritional diet plan 

for pregnant women, the body makes many internal adjustments of its own.  

Hormones redirect nutrients to the mother’s care organs (such as the mammary 

gland) as well as the developing foetus (Ladipo, 2000).  In well-nourished women, 

the basal metabolic rate (BMR) increases throughout pregnancy, thus only requiring 

a rather small increase in energy.  This can be compared to eating a banana or a 

piece of bread (Coutts, 2000).  An increased intake of polyunsaturated fatty acids (n-

3 PUFAs) can also increase foetal growth and protect against autoimmune disorders, 

such as insulin-dependent diabetes.  In addition, pregnant women must eat at regular 

intervals to counteract effects of “morning sickness” and maintain their blood sugar 

levels (Coutts, 2000).  Although there are large individual differences, Goldberg 

(2003) advises a modest weight gain of approximately 12.5kg to reduce 

complications during labour and delivery that could occur when the mother is either 

over or underweight.   In fact, insufficient nutrition before and during pregnancy 

increases the risk of infertility, spontaneous abortion and retarded growth in infants, 

and an increased risk of infant mortality and morbidity has been found to be high 

amongst women living in poverty (Fuch, 2001).  Hence, these dietary 

recommendations might be an unattainable goal for some vulnerable groups of 

women as Irish research has found ongoing food and dietary deficiencies among 

low-income households (Friel and Conlon, 2004).  In conclusion, while the promotion 

of healthy eating habits and the intake of vitamin and mineral supplements is 

paramount prior and during pregnancy, the most effective way to ensure an optimal 

dietary intake for childbearing women is to take a population approach with a lifespan 

focus (Misra, Guyer and Allston, 2003).  This strategy should also be accompanied 

by social policies aimed at reducing food poverty in the most disadvantaged groups 

in society. 
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Mental Health   
 

Antenatal care 

Gender differences in the prevalence of mental illness have been widely 

documented, and it is now well established that women have a higher prevalence of 

depression, anxiety disorders and other mental health problems (Kohen, 2000).  The 

prevalence of depression is of particular concern, and twice as many women as men 

worldwide have been found to be affected by it (Prior, 1999; Kohen, 2000; WHO, 

2001).  Infants born to mothers affected by depression have experienced lower birth 

weights, premature births and delivery complications (DeWitt et al., 1997; Das and 

Meguid, 2002; Marcus et al., 2003).  These effects are in part due to the hormonal 

imbalance and reduced blood flow that these foetuses are exposed to in the womb 

(Marcus et al., 2003).  Postnatally, Field (1998) demonstrated the ill psycho-

physiological effects experienced by the infant whose mother was chronically 

depressed.  Infants demonstrated irregular EEG changes in the right frontal lobe of 

the brain.  Such symptoms are found in chronically depressed adults (Field, 1998).  

Infants also recorded poor mental and motor scores and disturbed sleep and waking 

behaviour.   

 

In relation to prescribed drugs for mental health problems, Nonacs et al. (2002) point 

out that while attention has been focused on the risk of foetal exposure to them, the 

potential negative consequences of untreated mental illness in the mother represent 

a significant, and often overlooked risk.  They recommend that careful consideration 

be given between the risk of harm to the foetus and the risk of prolonged illness and 

treatment resistance in patients who experience relapse.  In fact, the mental health 

status of women who are pregnant and mothers is of crucial importance in later 

physical and mental health outcomes for their children, as women are generally the 

primary carer in the early years of childhood (Women's Health Council, 2002).   

 

Behavioural Problems   

Cognitive development was found to be impaired in children of mothers affected by 

depression at five years, and their average externalising behaviour was significantly 

problematic with an average of norm (Dubowitz et al, 2002).  Behavioural and 

learning difficulties can improve in children of depressed mothers following these 

women receiving treatment for their depression (Barbin et al., 2002). Health 

professionals therefore need to be alert to maternal depression being a possible 
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cause of behaviour problems in children.  However, despite the availability of 

effective treatment, the majority of mothers experiencing depression remain 

untreated (Weissman and Jensen, 2002).  Moreover, there is evidence to suggest 

that mothers with a positive mental health attitude can reduce the impact of low self-

worth and depressive symptoms in their adolescences children (10 to 14 years) 

associated with growing up in poverty (Goosby, 2002).  This illustrates the 

importance of promoting a positive maternal mental health in women who are 

pregnant or mothers, particularly when developing mother and child social support 

programmes.   

 

Postnatal mental health 

Sometimes, however, it is pregnancy and motherhood themselves that bring about 

the onset of depression.  Postpartum blues is the most common and least severe 

postpartum illness, affecting between 50 per cent and 80 per cent new mothers 

(Arnold et al., 2002).  The blues are not typically considered a ‘disorder’ necessitating 

professional intervention, as they are usually shorted lived, with acute onset typically 

before two weeks postpartum and persisting from a few hours to a few days.  

However, it is important to note that they do represent a risk factor for later 

depression, as up to 20 per cent of women with the blues will experience major 

depression in the first postnatal year. 

 

Postpartum depression constitutes a major depressive episode with clinical 

symptoms that may include irritability, anhedonia, sleep disturbance, fatigue and 

anxiety (Arnold et al., 2002: 93).  The majority of cases have an onset within 6 weeks 

postpartum and demonstrate variability in symptom severity and duration.  Rate of 

postnatal depression have been reported to be between 6.8 per cent and 16.5 per 

cent in adult women, and up to 26 per cent in adolescent mothers during the first 

postpartum year.  While evidence exists that a personal or family history of ‘mood 

disorder’, depression or anxiety during pregnancy, and the maternity blues are all risk 

factors for the development of postnatal depression, psychosocial issues, including 

unwanted or unplanned pregnancies, coping difficulties, marital/couple discord, infant 

medical problems, lack of social support, and stressful life events during pregnancy, 

have all been found to increase the risk of postnatal depression.  The chronic 

stressors of poverty have also been found to constitute a further risk factor for 

women in low socio-economic status (Arnold et al., 2002: 94).  These findings mirror 

established opinions on the causes for depression in general, as research would 
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indicate that while there is a medical basis to some types of depression it can in fact 

be very strongly related to social circumstances and in particular to lack of social 

support (Enkin et al., 2002). 

 

Routine screening 

Despite the high prevalence of women being affected annually from postnatal mental 

health difficulties, there is a lack of routine screening for women who suffer from 

mental health symptoms in Ireland.  This is even more disconcerting considering that 

the majority of the psychological and social factors that predispose women to the 

development of postpartum mental ill-health are present prior to delivery.  Evaluation 

during the first two weeks following childbirth could aid the identification of women 

experiencing postpartum blues, further establishing risk for later depression.  The 

lack of contact with clinicians focused on women’s well-being after the six week 

postnatal check up underscores the importance of identification prior to the postnatal 

appointment (Arnold et al., 2002: 97).  In Britain needs assessment guidelines and 

health care provision have been developed for women with postpartum mental health 

problems (Kumpf-Tontsch et al., 2001).  In particular, the Edinburgh Post Natal 

Depression Scale, is a short questionnaire used offered to all midwives within the 

U.K to assess risks of PND in new mothers.  

 

Postnatal depression in Ireland 

Postnatal depression is the most common form of mental illness that affects Irish 

mothers.  Estimates of its incidence vary between 10 per cent (McCarthy, 1998) and 

15 per cent (Eastern Health Board, 1998). There were 24 admissions to Irish 

psychiatric hospitals and units in 2001 for postnatal depression3.   Ireland’s maternity 

services are inadequately resourced to deal with postnatal depression (PND). 

Although there are consultant psychiatric attachments to the three main Dublin 

maternity hospitals, and the first Mental Health Support Midwife in Ireland was 

appointed in the Rotunda in 2001, there are very few such attachments outside of the 

Dublin region, no specialist teams, no publicly funded Mother & Baby Units4, and little 

or no training offered in this area (McCarthy, 1998). Without a clear commitment to 

mental health parity and the promotion of effective intervention services, the rates of 

women affected by untreated postnatal depression will continue to rise in Ireland.  

Guidelines such as those introduced in Britain could assist Irish service providers and 
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policy makers to develop similar fundamental frameworks for need assessments, 

diagnosis, and treatment of women experiencing postpartum mental health 

symptoms in this country.   It is also important to educate Irish women themselves 

about the signs of depression, and encourage them to seek the support of self-help 

groups when they are feeling depressed during pregnancy and after delivery (Marcus 

et al., 2003).  This is especially relevant in relation to the lack of maternity services 

provision in Ireland after the six week check up.  This situation, as mentioned above, 

leaves undiagnosed mothers suffering alone and feeling guilty because of their 

inability to fulfill the social stereotype of the ‘ecstatic new mum’. Hence, awareness 

needs to be raised among both health professionals and women of the incidence of 

postnatal depression.  Information on this disorder could be delivered at antenatal 

classes, and sensitive and appropriate clinical screening should be introduced during 

the antenatal period and postnatal period. 

 
 
Disability  

 

Although women with a disability face particular challenges, there is relatively little 

research on the impact of a disability on maternal and child health.  Women with a 

disability are often viewed to be asexual (Morris and Sohn, 2001), and thus their 

reproductive health needs are almost invariably neglected.  Moreover, mothers with 

significant physical disabilities are seen as not been capable of parenting a child 

(Horgan, 2004), and encounter hostile attitudes from many people, particularly 

medical professionals, when they express the desire to have children (Morris in 

Horgan, 2004: 194).  Many disabled women, in fact, still struggle for the right to 

experience sexuality and motherhood at all (Gill, Kirschner and Panko Reis, 1994).  

However, due to the growing trend of reintegration of previously institutionalised 

people with a disability into the community, and thanks to medical advances, more 

women with disabilities are exercising their right to become a parent (Glaun and 

Brown, 1999; Peters and Lawson, 2003; Symon, 2003).  

 

Disability and Pregnancy 

French (1994) indicates that the ways in which people experience their disability 

depend on many interacting factors including social status, personality, personal 

history and environment.  Other important variables include: the point in life at which 

the impairment is acquired; the visibility of the impairment; the comprehensiveness of 
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the impairment to others and the presence or absence of illness (French, 1994).  All 

of these salient points need to be addressed in relation to maternity.  However, one 

qualitative in depth interview study which explored the difficulties encountered by 

fifteen disabled women found hospital policy to be rigid in areas such as child 

delivery and breastfeeding with no scope to address the individual experiences of 

women with a disability adjusting to motherhood (Thomas, 2004).   In order to 

remedy this state of affairs, Rogers and Matsumura make four recommendations to 

disabled women and health professionals in relation to pregnancy: take a positive 

approach; view the disabled mother as a pregnant woman first and foremost; use a 

team approach to pregnancy and birth; and use sensitivity, education and careful 

planning as the means to achieve the best possible outcome (1991).   

 

Disability and Parenthood 

There are few studies that document the experiences of parenting with a disability.  

Poverty, unemployment, poor parenting skills, lack of normal life experiences, 

isolation from extended family and lack of social support that accompany a disability 

can create health problems for children whose mother have a disability (Maternity 

Alliance, 1993; Social Services Inspectorate, 2000).  Children of mothers with a 

disability were also found to be at a higher risk of developing preventable childhood 

illness.  However, Kennedy emphasises that it is the lack of physical and material 

resources, as well as the predominance of negative attitudes, that prevents disabled 

mothers from achieving the best health outcomes for their children and not their 

disability per se (Kennedy, 2002: 195).  In fact, a mother with a disability can have 

significant challenges in accessing basic health care services for her child. Poor 

attendance for routine health checks and poor up take of immunisation programmes 

were linked to inaccessible buildings, transport and services for mothers with a 

disability (Bhagwanji et al., 1998).  A survey of health professionals that work with 

mothers with emotional disabilities indicated making referrals, adapting information, 

and providing social support are the most effective strategies to supporting parents 

with a disability (Bhagwanji et al., 1998).   

 

A greater understanding is required of the needs of children whose mother has a 

disability.  Particularly since some disabled mothers can hesitate to seek additional 

support because of fears that their parenting abilities will be questioned and the child 

removed from their care (Social Services Inspectorate, 2000).  Nevertheless, the 

Social Services Inspectorate (2000) in the United Kingdom recommends that the 
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child of a mother with a disability should enjoy the same quality of health as other 

children living in the same area.  A positive self-concept, a good relationship with a 

partner and support for decision making from a personal assistant can have a 

positive impact on the health of a child of a mother with a disability (Social Services 

Inspectorate, 2000; Weiner, 2002).  There is also anecdotal evidence to indicate the 

exposure to a mother’s disability lifestyle at a young age can have a positive impact a 

children’s social development, especially in the development of a more accepting 

attitude towards people who are different (Wong, 2003).   

 

Disability and Motherhood in Ireland 

Little is published about the experiences of disabled women, and mothers in Ireland.  

Nevertheless the lack of resources is an issue of particular relevance for this group, 

as recent data shows that for a household headed by a person with a disability the 

risk of falling below the 60 per cent poverty is significant and increased from 30 per 

cent in 1994 to 54 per cent in 2000 (Combat Poverty Agency, 2002).  This situation 

may be explained by the additional costs of living with a disability, including transport, 

housing modifications, and medical care, as well as the dearth of employment 

opportunities.  In relation specifically to health services, a report by the Department of 

Health and Children published in 1997 acknowledged that maternity services do not 

always take account of the particular needs of women with a disability, and one 

issued by the Department of Justice, Equality and Law Reform states that ante-natal 

and post-natal care offered through the public health service is often inaccessible 

and inappropriate for disabled women (1999).  However, little improvement has taken 

place since then.  Even in best practice guidelines on the provision of health services 

recently published by the National Disability Authority, no special attention was 

dedicated to maternity and child health services (2004).  Until these are improved 

and adapted to cater for the health needs of disabled women, they will continue to be 

neglected.  Furthermore, wider social, labour and equality measures need to be 

implemented in order to ensure that the mothers with a disability and their children do 

not suffer from the social and physical deprivation they currently experience. 
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Substance Misuse  
 
Popular and professional discourse on drug use by women is still characterised by 

condemnatory and stigmatising judgments, as this behaviour goes against societal 

expectations (Hedrich, 2000; Klee, 2002d).  This situation is especially true in the 

case of pregnancy.  “A stressful and possibly hostile environment awaits a drug-using 

woman when she becomes pregnant” (Klee, 2002b: 3).  Drug misusing pregnant 

women have been found to feel marginalized and often opt not to avail themselves of 

health services for fear of hostility (Ruben and Fitzgerald, 2002).     

 

Substance Misuse and Perinatal Health 

This perception is not ill founded as drug misuse has severe negative effects on the 

health of the foetus and newborn.  In general, women drug users suffer from 

increased risk of sexually transmitted diseases, hepatitis, anaemia, high blood 

pressure, urinary tract infections, gynaecological and dental problems (Bourke, 1997; 

Farrell, 2001).  All of these factors can directly affect pregnancy outcomes.  In fact, 

maternal drug use during pregnancy has been shown to cause medical, neurological, 

cardiovascular and respiratory complications, in addition to an increased incidence of 

infectious diseases.  Moreover, higher rates of mortality, and morbidity among babies 

have also been documented, as have abortion, prematurity, IUGR (intra uterine 

growth retardation), stillbirth, congenital abnormalities, abruptio placenta and foetal 

distress.  There is also some evidence of a link with SIDS.  The neonatal symptoms 

of withdrawal from opiates include hypertonicity, irritability, convulsions, disrupted 

sleep patterns and poor feeding (Sloan and O'Connor, 1998; Ferguson, Horwood 

and Northstone, 2002; Klee, Jackson and Lewis, 2002).   

 

Care Options 

In order to improve the negative perinatal health outcomes highlighted in the previous 

section, a number of strategies are advocated by health and social services providers 

in relation to drug misuse and motherhood.  The optimal option would, of course, be 

abstinence.  “The idea that childbirth is an opportunity for women to stop using illicit 

drugs is widespread among both users and carers” (Klee and Lewis, 2002: 54).  

Even with high motivation, though, abstinence is difficult to achieve and the 

behaviour of a drug-using partner is a key success factor.  Studies carried out in 

Canada and in Scotland have found that a drug-using partner can undermine a 

woman’s attempt at giving up drugs, as they are unlikely to be supportive and try to 
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cut down their own consumption (Klee, 2002c).  On the other hand, the absence of 

partner can also hinder a woman’s ability to remain abstinent, and make her 

vulnerable to relapse for different reasons.    

 

However, in the case of opiate addiction, abstinence has been found to be very even 

more difficult to achieve, and methadone maintenance is usually recommended for 

pregnant drug users.  Bourke lists the most important issue for them, i.e. that it is 

safer for the baby if the mother is not using street drugs.  Moreover, if she on 

methadone maintenance she has more opportunity for better antenatal care and 

shorter hospital stays are noted for the baby (1997: 30).  The benefits of being on a 

methadone programme for pregnant women include: the reduction of the potential for 

infection via adulterants, contaminants or shared needle; improvement of maternal 

nutrition; reduction of criminal activity; and increased ability to attend antenatal care 

and access psychosocial services (Bourke, 1997).  Keenan et al. in a six-year study 

of 45 pregnant opiate addicts conclude that mothers in methadone treatment 

programmes have been shown to have longer gestational periods, larger babies, and 

fewer obstetric complications, and recommend that low dose methadone therapy 

should be promoted throughout pregnancy (1993).  Enhanced methadone 

programmes, with rewards for clean urine and group therapy, are also advocated 

(Canterbury, 2002).   

 

In relation to access to antenatal care in general, Syney argues that “the only way to 

encourage both registered and non-registered drug users to…attend antenatal care 

is to develop an attractive, low-key, woman-centred service that guarantees 

confidentiality and care” (1997: 144).  Ruben and Fitzgerald (2002) point out that 

drug misusing pregnant women have complex and differing needs and problems and 

advocate for a multi-agency and multi-disciplinary approach.  The benefits of multi-

agency care are also extolled by Klee, who explains that the assessment of the 

woman’s needs and planning for her return home (after childbirth) can be a standard 

feature of her care, and decisions are informed by issues associated with child 

welfare as well as the woman’s health (2002b).  An example of this kind of service is 

the Glasgow women’s reproductive health service.  This is a citywide community-

based multi-disciplinary care for women with social problems.  Following this 

approach, drug using pregnant women here are regarded as pregnant women who 

have social problems including drug use.  This service adopts a social model of 
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health with close collaboration between all agencies both medical and non-medical 

(Hepburn, 2002). 

 

Drug Misuse and Parenthood 

A high incidence of behaviour problems is evident in children whose mother misuse 

drugs while pregnant (Klee et al., 2002).  Children exposed in the womb to cocaine 

have demonstrated decreased visual attention and those exposed to cannabis use 

the womb have resulted in impaired cognitive functioning (Mick, 2002).  On the other 

hand, there is no empirical evidence that provides a link between child neglect or 

abuse and maternal substance misuse.  Evidence from the UK, however, indicates 

parenting problems have been mainly associated with accidental deaths of children 

through the consumption of the mother’s prescribed methadone or cases of child 

neglect (Reder and Lucey, 1995; Klee, Jackson and Lewis, 2002).  Hence, poor 

childhood development may not just be due to the maternal drug addiction but due to 

the socio-economic deprivation associated with a drug misuse lifestyle (Murphy-

Lawless, 2002).  Moreover, “many drug using women have a history of childhood 

deprivation and abuse.  The legacy of this may be a dysfunctional adulthood and an 

effect on their children that perpetuates that dysfunction” (Klee, 2002a).  A study that 

looked at the relationship between maternal addiction, child maladjustment and the 

socio-economic factors in determining parenting behaviours concluded that socio-

demographic factors such as poverty, education and unemployment contributed as 

much, if not more than maternal addiction (Schumann and Luther, 2000).  

Furthermore, concerns of being seen as an unfit mother and the possible removal of 

a child into care are powerful fears for many drug-using mothers (Farrell, 2001; 

Kennedy, 2002; Lewis, 2002).  This can often prevent a mother misusing drugs, 

admitting that they are having difficulties coping and thus rejecting help from 

professional helping agencies.  It is therefore critical that health and social services 

are sensitive to these women problems and can offer appropriate support in a non-

judgemental manner (Klee, Jackson and Lewis, 2002). 

 

Care services for drug using mothers 

Care of drug using women should start by trying to attract more women into 

treatment (Klee, 2002a).  Once in contact with health professionals, health issues 

can be addressed.  A ‘one-stop shop’ strategy for the care of drug using women 

including mental health treatment, prenatal and gynaecological care, contraceptive 

counselling, job training and paediatric services is recommended by Canterbury 
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(2002), mirroring the multi-agency approach advocated for ante-natal care.  Any 

service offered to women needs to provide childcare in order to be successful in 

attracting and retaining them.  Farrell identified the lack of childcare services as one 

of the main barriers for women accessing services (2001).  A study by Moran (1999b) 

found that providing childcare facilities in drug treatment services not only made it 

easier for women to attend, but also communicated that the agency was sympathetic 

to and accepting of women drug users with children, hence assuaging their fears of 

losing their children to care. 

 

Finally, it is also important to raise the issue of prevention.  Research has shown that 

many women presenting for drug treatment report histories of childhood abuse and 

domestic violence (Hedrich, 2000; Klee, 2002d).  Hence, fighting violence against 

women at any age will also help to decrease their drug abuse.  Furthermore, an 

increase in the use of illicit drugs by women is partly accounted for by a tendency to 

self-medicate their anxiety, depression and fatigue with drugs.  The universal role of 

women as carers and protectors puts them under great physical and emotional strain 

which might lead to drug use.  Hence, policies should be promoted that encourage 

gender equality in all facets of life, including caring responsibilities.  However, in the 

meantime, all women should be helped to develop coping skills and self-esteem, so 

that they might be better equipped to negotiate stressful life events and transitions 

without the use of drugs or alcohol.  School-based counselling; individual and group 

supports for single parents, working mothers, and caretakers of elderly and 

chronically ill individuals; and other similar sources of help for women who find 

themselves in stressful situations have the potential to prevent addiction (Canterbury, 

2002: 236).  Also, as the majority of people treated for drug misuse are unemployed 

and how educational attainment, social policies aimed at increasing the educational 

achievement and labour opportunities of disadvantaged groups will also help in 

preventing drug misuse in the general population. 

 

Drug Misuse, Maternity and Care Services in Ireland 

A study carried out in 1997 found that the prevalence of chemical substance abuse in 

Ireland to be 2.8 per cent among the antenatal sample, and six per cent among the 

postnatal one (Bosio et al., 1997).  However, there is has been a marked increase of 

infants being born to heroin-addicted mothers in Ireland.  43 cases of neonatal drug 

withdrawal were identified in the Coombe hospital, Dublin between July 1996 and 

June 1997 (Byrne et al., 2003).  In 2002 102 babies were born in the Coombe 
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Women’s Hospital to mothers who had used drugs, of which 40 per cent required 

treatment for withdrawals (ERHA: 2004).  There is evidence to suggest that there is a 

growing interest in the misuse of drugs by women during pregnancy among health 

professionals and policy makers in Ireland.  In particular, the increase prevalence of 

neonatal complications and morbidity has resulted in the development of specific 

medical services to meet the needs of pregnant drug users.  A twelve-bed facility unit 

for pregnant drug addicts has been constructed in the Cherry Orchard Hospital in 

Dublin.  The purpose of this service is to provide intensive medical care to stabilize 

pregnant drug misusers.  The effects of drug misuse during pregnancy on a child’s 

health can be minimised through such stabilisation programmes during pregnancy 

and early motherhood.  Moreover, there are now three Drug Liaison Midwives 

attached to the three Dublin maternity hospitals (Kennedy, 2002).  Their role is to 

mediate between the main service providers, including health care, drug agencies 

and social services.   

 
Irish mothers who misuse drugs tend to be young, single, involved in a relationship 

with a drug user, poorly educated, unemployed, live in a socially and economically 

disadvantaged area, have poor family support, exposed to criminal activity and suffer 

from drug relating mental health problems (O'Brien and Dillon, 2001).  A review of the 

literature on drug issues in Ireland revealed that concerns about the social conditions 

of infants born to drug addicted mothers has resulted in longer hospitalisation and 

separation of infants from their mother (Moran et al., 2001).  Irish mothers who 

misused drugs also appear to be reluctant to avail of health and social care services 

both antenatally and postnatally  even to attend for the normal developmental checks 

and vaccinations.  As mentioned above, this is probably caused by fear of 

stigmatisation as well as lack of appropriately designed services in relation to 

pregnancy as well as drug treatment in general.  The provision of adequate services 

for drug using pregnant women and mothers should be a priority for both health and 

social care providers, and, has previously illustrated, a multi-agency approach should 

be adopted.  The National Drug Strategy published does not have a gender focus 

and no mention is made of pregnant drug users.  However, it does promote a 

‘continuum of care’ model as well the provision of childcare facilities in treatment and 

rehabilitation centres (Department of Tourism Sport and Recreation, 2001).  As seen, 

this is especially important in relation to women drug users.  In 1999 only nine of the 

45 drug treatment centres in Dublin provided crèche facilities (Moran, 1999a).  

Finally, while reiterating the importance of effective drug prevention strategies, the 
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Strategy does acknowledge that tackling poverty, better housing, access to 

educational opportunities, supportive environments for parents and employment 

prospects, “have all a role to play in prevention and management of drug misuse and 

drug-related harm” (2001: 98). 

 
 
Alcohol Misuse 
 
Many issues related to alcohol abuse mirror those highlighted and illustrated in the 

previous section both in relation to prevention and treatment during and after 

pregnancy.  This section, therefore, will focus on alcohol consumption and misuse 

rather than addiction.  The Danish National Board of Health in relation to alcohol in 

pregnancy recommends: "avoid alcohol in pregnancy if possible. If you drink, drink 

no more than 1 drink per day; do not drink every day" (Kesmodel et al., 2003).  

Studies in both America and Denmark reveal pregnant women are inclined to reduce 

their alcohol intake when they become pregnant.  The maximum amount of drink 

consumed amongst pregnant women surveyed tended to be three drinks per week.  

A high percentage of the women surveyed who reported drinking during pregnancy 

stated their health care provider had talked with them about drinking while pregnant 

(Flynn, 2003; Kesmodel et al., 2003).  

 

Poor Development Outcomes 

Raising awareness of the effect of maternal alcohol consumption during pregnancy is 

paramount as it can create a number of negative effects on foetal and child 

development.  Low cognitive development, minor neurological symptoms, preterm 

delivery, reduction in birth weight and increase risk of infant leukaemia can occur due 

to very high levels of maternal alcohol consumption – three drinks per day during 

pregnancy (Shu et al., 1996; Kesmodel et al., 2002; Flynn, 2003).  Spontaneous 

abortion, foetal alcohol syndrome, abnormal changes in the development of an 

foetus’s vital organs (e.g. the heart) are difficulties that develop due to alcohol 

exposure during early pregnancy – first eight weeks (Dominguez, Lopez and Molina, 

1998; Mennella, 2001; Little, Northstone and Golding, 2002).  Poor motor activity and 

head movement can occur in infants where mothers have drank high levels of alcohol 

during the last few days of pregnancy (Dominguez, Lopez and Molina, 1998).  The 

presence of alcohol in breast milk can adversely affect an infant’s sleep and motor 

development (Mennella, 2001).  It is therefore counterproductive for a mother to drink 
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during pregnancy and shortly before breastfeeding her infant.  In contrast, maternal 

alcohol consumption following pregnancy was not found to significantly influence 

maternal interaction or infant attachment behaviour.  

 

Health Promotion Measures 

Routine screening can improve detection of drinking during pregnancy and prompt 

timely interventions by health professionals (Flynn, 2003).  Health professionals need 

to pay particular attention to binge drinking when inquiring about alcohol consumption 

and the lack of knowledge amongst women to excess during pregnancy of the 

consequences for their unborn child.  Even brief advice could significantly reduce 

high-risk drinking behaviour in childbearing age women.   

 

Alcohol Misuse in Ireland 

The increase in alcohol consumption across the general population is a reason for 

concern.  The Strategic Task Force on Alcohol Consumption reported that between 

1989 and 1999 alcohol consumption per capita in Ireland increased by 41 per cent 

(Department of Health & Children, 2002a), and 22 per cent of Irish women consume 

more than the recommended weekly alcohol limits (Kelleher et al., 2003).  In relation 

to pregnancy specifically, a recent study found that 85 per cent of Irish women drink 

alcohol during pregnancy, however only 7.2 per cent of women who were consuming 

alcohol drank 15 units of alcohol or more per week (Shaarani et al., forthcoming).  

Pregnant women in Ireland are to be screened for excessive alcohol misuse under a 

new ERHA plan to introduce a screening programme for excessive drinking in one 

maternity hospital (Eastern Regional Health Authority, 2003).  Due to the high levels 

of alcohol consumption both in the general population, a wide range of strategies 

underpins the health promotion agenda in Ireland – the Health Promotion Strategy 

2000-2005 (2000b), the Cardiovascular Strategy (1999), the National Health Strategy 

(2001a) and the Primary Care Strategy (2001b).  These strategies identify alcohol 

assessment, education, and counselling for women of childbearing age with 

recognized alcohol problems and appropriate referral systems for problematic 

drinkers as necessary health promotion measures to reduce the potentially harmful 

exposures of alcohol during pregnancy.  
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Smoking 
 
Smoking during pregnancy is an important cause of ill health for both mother and 

foetus.  Smoking is associated with an increased risk of ectopic pregnancy.  One 

study found that among women smoking one to five cigarettes a day, this risk was 60 

per cent higher than in non-smokers.  There is also substantial evidence linking 

smoking to miscarriage, with an estimated increase in risk of 25 per cent.  Women 

who smoke are also exposed to complications that affect the placenta, such as 

placental abruption and placenta previa, that cause morbidity and mortality in mother 

and baby (British Medical Association, 2004).   

 

Besides increasing the mother’s risk for potentially serious complications, smoking 

during pregnancy is the largest preventable cause of foetal and infant ill health and 

death (British Medical Association, 2004).  Smoking has been linked with negative 

outcomes such as increased risk for spontaneous abortions, low birth weight, and 

perinatal and neonatal mortality (Saks et al., 2001).  In the UK, it is estimated that 

about one third of all perinatal deaths are caused by smoking (British Medical 

Association, 2004).  Moreover, smoking has also been associated with increased 

gastric reflux symptoms (Martin et al., 2002); respiratory illnesses; negative effects 

on infant’s brain development (Lindley et al., 2000); and SIDS (Alm et al., 1998; 

Hakansson, Lendahls and Petersson, 1999; Haustein, 1999; Poole et al., 2000).  The 

passage of nicotine into human milk has also been confirmed in breast-feeding 

smokers, and smoking has been found to reduce milk output and quality (British 

Medical Association, 2004).  These findings are of major significance for the 

provision of information on the dangers of smoking on maternal and baby’s health 

during through antenatal care.  In fact, while most women are aware that smoking 

during pregnancy is harmful, they might not necessarily realise what the specific 

dangers are.  Hence, increase and proactive dissemination of information to smokers 

is required (Abery et al., 2002).  

 

Smoking Cessation Programmes 

While increased awareness may go some way towards a decrease in the number of 

pregnant women smoking, cessation programme have undoubtedly a crucial role to 

play in this regard.  Studies have shown that an increase of between 30 per cent and 

70 per cent in smoking cessation rates can be achieved with formal cessation 

programmes (Enkin et al. 2000).  Programmes for encouraging smoking cessation 
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during pregnancy can promote immediate buy-in by most participants in the 

programme.  A Trilateral Partnership between three leading health care systems in 

San Diego developed an integrated programme to promote tobacco control for 

pregnant women and their families, including: intervention by the antenatal care 

provider, initiation of a referral process to telephone counselling for pregnant women, 

and intervention for women reporting spontaneously quitting smoking.   

 

On an individual level, the chance of success rests on many factors, including 

psychological state, social and economic circumstances, and support systems.  

However, the smoker’s partner seems to play a crucial role.  Surveys carried out in 

the UK show that just one in four (24%) of men whose partner are pregnant make 

any change to their own smoking behaviour, and just one in 20 (5%) gives up 

smoking (British Medical Association, 2004).  Wakefield et al. found that although 

some men recognised their smoking exacerbated the difficulties of their partner’s 

attempt at quitting, only few said that they would be willing to quit as well (1998).  

Hence, it is vital to actively involve the partners of pregnant women, as well as other 

important persons, in any intervention programme. 

 

Another factor influencing smoking cessation success rates during pregnancy is 

socio economic status, with women with lower education, income and employment 

status being far more likely to continue smoking than women from higher groups 

(Bull, Mulvihill and Quigley, 2003).  Dolan-Mullen explains this fact by pointing out 

that women in lower socio economic groups report more stressful life events and 

lower levels of social support (1999), and they often smoke as a coping mechanism 

to reduce stress as well as suppressing negative emotions (Abery and Laffoy, 2000).  

Hence pregnant women from groups need more intensive interventions with 

additional social support components (Dolan-Mullen, 1999).  Moreover, it is only by 

tackling the underlying causes of their anxiety, such as the challenge of living in 

poverty, and the lack of social supports that real improvements will be seen in their 

smocking cessation rates.   

 

Gender dynamics also need to be considered when designing programme for all 

women, as women have been found to be more likely than men to smoke to relieve 

stress, as already mentioned, as well as anger, boredom or depression; women are 

also more likely to cite smoking as a strategy for weight loss and more often cite 

weight gain as a reason for relapsing after giving up smoking (Bedinghaus, 2001).   
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Cessation related weight concerns might have particular relevance during pregnancy.  

Therefore, smoking cessation programmes need to be both class and gender and 

tailored approaches need to be developed for pregnant women.  The provision of 

adequate social supports is especially relevant even in the case of successful 

cessation in order to prevent relapse.  Finally, because of the link between 

disadvantage and smoking, reducing socio economic inequalities in the population 

will also reduce the number of women smoking in lower socio economic groups, and 

hence improve their health and that of their children. 

 
Smoking in Ireland 

A recent national survey found a female smoking prevalence of 29 per cent (Office of 

Tobacco Control, 2003).  Young girls however, especially those in lower socio-

economic groups in Ireland, have been recognized to have a high prevalence (42%) 

of smoking (Kelleher et al., 2003).  This is of major significance when considering the 

risks of smoking during pregnancy and the value of quitting smoking strategies 

adopted in health services practices.  In relation to smoking during pregnancy, the 

reported rate is very high, ranging from 27 per cent to 61 per cent (Abery and Laffoy, 

2000).  A study of 163 patients attending their first booking antenatal clinic at the 

Rotunda Maternity Hospital found that 44 per cent smoked during the pregnancy, 59 

per cent smoked before the pregnancy (Shaarani et al., forthcoming).  Of those 

smoking prior to pregnancy 16 per cent stated that they intended to stop, 22 per cent 

had already reduced, and six per cent were going to continue on same amount, 

finally 14 per cent stopped once they found out they were pregnant.  The authors 

concluded that the use of cigarette in pregnancy is greater than expected and than 

national smoking data might suggest.  

 

The recently introduced Smoke-Free Work initiative5 will hopefully help in reducing 

smoking rates in the general population.  Ten smokers an hour have been reported 

to be contacting the National Smokers Quitline since its establishment in October 

2003 (Department of Health & Children, 2004), proving its popularity among them.  

However, as mentioned earlier, targeted programmes need to be implemented to 

ensure that Irish women are fully aware of the negative repercussion of smoking for 

both maternal and child health.  The Department of Public Health in the Eastern 

Regional Health Authority called for development of a specific smoking cessation 

strategy for women of child bearing age and pregnant women in conjunction with 
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anti-smoking initiatives targeted at the general population (2000).  Their report also 

stresses the importance of providing support for women who smoke during 

pregnancy and in order to avoid victim blaming and inducing guilt. 

 

 

 

 

 

 

Recommendations 
. 

• Tackling disadvantage would be the single most effective way to reduce 

health inequalities for mothers and children.  Reform in the social welfare 

system, improved educational opportunities at secondary and post-secondary 

level, increased access to the labour market, the establishment of ongoing 

social support systems and provision of adequate living conditions would 

improve maternal and children’s health in all disadvantaged groups.  This is 

also relevant to all the health factors analysed: nutrition, mental health, 

disability, drug and alcohol use and abuse, and smoking. 

 

• Specific steps need to be taken to promote better employment related 

benefits for all pregnant women and mothers to ease the task of balancing 

work and family life.   Work-life balances initiatives such as those advocated 

by the Equality Authority, National Children’s Strategy (2000), European 

Union Working Time Directives and the Maternity Protection (Amendment) Bill 

2003 need greater recognition in addressing the gaps that current exist. 

 

• Partnership initiatives between schools, public health services and 

independent community agencies are necessary to promote a more holistic 

approach to mother and child health care.  Such multi-sectoral practices will 

ensure the health needs of more vulnerable pregnant women and mothers 

living in Ireland are addressed. 
 

• Multiple channels of communication are required to address the diverse 

information needs of pregnant women and mothers living in Ireland.  The 

current Crisis Pregnancy Agency information strategy can be acknowledged 
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for taking steps in this direction.  They use information leaflets, targeted 

promotions within particular settings, a specific crisis pregnancy web page, 

media placement and a text messaging service. 

 

• Targeted interventions for women of childbearing years are clearly needed to 

address the current prevalence of perinatal risks on foetal and child health in 

Ireland.  One of the significant areas of concern is the poor intake of folic acid 

prior to conception, amongst women living in poverty and on weight reducing 

diets.   

 

• Regular health assessments and targeted early intervention initiatives are 

required for children with a particular focus on maternal socio-environmental 

condition, alcohol misuse and depression.  This is necessary to promote early 

detection and timely treatment of problems. 

 

• High quality maternity services are required for women with special needs.  

Irish maternity services need to reflect the wide range of different cultural and 

socio-economic circumstances as well as specific health care needs these 

pregnant women and mothers require.  Health professionals working in the 

field of community care, primary care, public health and health promotion 

should actively advocate for such services. 

 

• Policies are needed to promote the development of an integrated approach to 

mother and child health.  A stronger emphasises on community rather 

hospital based policies are required to provided more accessible mother and 

child services at local level such as the initiatives outlined in the Primary Care 

Strategy (2001).   
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SECTION 3: IMPACT OF EARLY LIFE INFLUENCES FRAMEWORK ON 
WOMEN’S HEALTH  
 
Many women’s health problems including obesity, heart disease, cancer, 

psychological stress, musculoskeletal diseases and reproductive illnesses can be 

linked to early life disruption or dysfunction (Kuh and Hardy, 2002).  The objective of 

this section is to provide an overview of the current research on early life influences 

that are pertinent to women’s health problems in adult life.  This review focuses on 

research findings on five key areas, cardiovascular vascular disease (CVD), obesity, 

cancer, osteoporosis, and reproductive health as focal points to examine the impact 

of early influences.  It also highlights the implications this research can have primary 

and secondary health care services.  As stated at the beginning of the report, the 

evidence presented below is not aimed at placing the burden of responsibility on 

maternal shoulders, but to promote social and health policies that will bring about an 

improvement to maternal and child health by highlighting how they might be linked. 

 
 
Cardiovascular Disease 
 

Incidence 

Cardiovascular disease (CVD) is one the main causes of morbidity and mortality 

amongst women in Ireland, and in 1998 it accounted for 42.7 per cent of all female 

deaths (Codd, 2001).  Compared with other European countries, Ireland has the 

second highest rate of heart disease amongst women (Eurostat, 2002).  “A life 

course perspective seems especially relevant to the study of CVD in women, 

because women influence the health of their children through intergenerational, 

environmental and genetic factors” (Law, 2002: 109).  The link between early life 

influences and CVD is well documented and small birth size and low birth weight 

have been associated with both CVD and stroke (Lawlor, Ebrahim and Davey Smith, 

2002).  Three theories have been put forward for the association between early life 

growth and later life CVD and stroke (Lawlor et al., 2002: 91).  They are not mutually 

exclusive and a number of pathways may act in association.   
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Causes 

Firstly, it is thought that poor intrauterine nutrition leads not only to small birth size, 

which has been consistently linked to CVD, but also it ‘programmes’ selective 

changes in body composition, cell size and number, hormonal axes and metabolism 

leading to increased adult disease risk.  A longitudinal study in Finland highlighted 

that the incidence of girls developing CVD increased by 10 per cent for each 

decreased measurement in length at birth (Forsen et al., 1999).  However, the 

evidence on the effects of maternal weight and diet before and during pregnancy are 

contradictory and inconsistent.   

 

Secondly, the influence of genetic factors is also suggested as an explanation for the 

incidence of CVD (Lawlor, Ebrahim and Davey Smith, 2002; Roeters van Lennep et 

al., 2002).  Finally, birth weight may be determined by a number of factors including 

maternal socio-economic position and nutrition across the life span (Lawlor et al., 

2002).  The effect of socio-economic disadvantage, however, does not end at 

childbirth, but rather continues throughout the lifespan, and its effects during 

childhood especially have been found to greatly influence health in later life (Kelleher 

et al., 2003; Ebrahim, 2004).  A Stockholm Female Coronary Risk Study on 292 

women with CVD aged less than 65 years showed that various socio-economic 

factors, including large family size, and low level of education - increased the risk of 

CVD, compared to women that were not exposed to such early life conditions 

(Wamala, Lynch and Kaplan., 2001).  A cross sectoral survey between from 1985 to 

1988 of men and women employed in the civil service in London, England found a 

strong comparison between childhood and adult socio-economic circumstances with 

CVD risk factors (Brummer et al., 1999).  These findings suggest that the link 

between a woman’s social circumstances and CVD risk begins in early life and the 

impact of this contributory factor continues during adulthood in accordance to socio-

economic circumstances.   

 

Prevention 

Considering the factors that might help prevent the occurrence of CVD, breastfeeding 

has been found to have a very positive effect, as previously highlighted (Lawlor, 

Ebrahim and Davey Smith, 2002; National Committee on Breastfeeding, 2003; 

Singhal et al., 2004).  Adults who were breastfed as babies appear to have lower 

cholesterol levels that those who were fed formula (Owen et al., 2002).  More 

recently, a British study, showed that teenagers given breast milk as babies enjoyed 
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as 14 per lower level of cholesterol than those who consumed formula (Singhal et al., 

2004).  These findings suggest that breastfeeding may programme fat metabolism 

and thus reduce the risk of heart disease in later life.  Breastfeeding in infancy has 

been associated with favourable lipid profiles, lower levels of glucose, and lower 

blood pressure in later childhood and adulthood.   

 

Nutrition in childhood as also been proven to represent a major factor in the 

prevention of later CVD.  The Irish Heart Foundation has produced nutritional 

guidelines aimed at the objective of establishing life-long healthy dietary habits in 

early life.  The key recommendations are: 

• Children under two years require a relatively high fat diet.   

• Milk was recommended as the primary nutritional source for this age group. 

• Breastfeeding was encouraged for infants. 

• Children from 2-5 years and older are recommended to take a gradual fat 

reduction diet reducing fat intake by approximately 35 per cent. 

• Children should avoid foods that are highly salted – chocolate, crisps and 

chips. 

• Promote regular physical activity and limit TV viewing. 

The achievement of such goals requires a health strategy for children that promotes 

good nutritional habits as an overall picture of improving children’s health.  As 

previously seen, socio-economic circumstances greatly affect a mother’s ability to 

breastfeed and to provide her children with a nutritious diet.  Hence, early preventive 

measures aimed at improving mother, infant and child socio-economic circumstances 

should be viewed as significant in laying the foundations in reducing the incidences 

of CVD amongst women in adulthood.   
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Obesity  

 

Incidence 

The incidence of obesity is becoming increasingly evident in Ireland and other 

developed countries amongst adults and children.  The SLÁN survey, published in 

2003, indicated that 47 per cent of the Irish population was overweight or obese in 

2002 (Kelleher et al., 2003).  Obesity rates amongst Irish women has increased by 

three per cent from nine per cent in 1998 to 12 per cent in 2002 (Kelleher et al., 

2003).  The greatest prevalence of obesity is in women over the age of 50, where it is 

at almost 30 per cent.  The health and social repercussions associated with obesity 

extend across the life span.  There is an unfavourable biological profile associated 

with obesity in childhood, which, later in life, predicts disease especially in relation to 

cardiovascular problems (Power and Parsons, 2002).  Overweight is regarded as a 

fundamental avoidable cause of female cancers, with an estimated six per cent of all 

cancers in the EU potentially preventable if there were no women with a BMI greater 

than 25kg/m2 (Ibid.).  Similar statistics have been reported in another study, which 

found that excess body mass accounted for 5.9 per cent of all female cancers in 

Canada (Pan et al., 2004).  This study also provided further evidence that obesity 

increases the risk of overall cancer, non-Hodgkin’s lymphoma, leukaemia, multiple 

myeloma, and cancers of the kidney, colon, rectum, breast, pancreas, and ovary.  

Moreover, obesity also has a negative psychological effect on women, instigating 

poorer self-esteem and cognitive outcomes during adolescence (Power and Parsons, 

2002).  There is considerable stigma attached to being overweight/obese and this, 

together with the discrimination which obese women can face, can lead to a sense of 

social isolation and attendant psychological difficulties.  Women with obesity have 

also been found to have lower levels of employment and they can face barriers in 

establishing and maintaining social relationships in a society that emphasises 

thinness as physical attractiveness (American Obesity Association, 2002; Berkow, 

Beers and Fletcher, 2002). 

 

Causes 

Three periods have been identified as potentially important: the prenatal period, the 

adiposity rebound around six years of age, and puberty (Power and Parsons, 2002).  

Theories pertaining to the prenatal stage effect on obesity propensity are based on 

growing research to indicate that maternal malnourishment during pregnancy can 

lead to children developing metabolic and endocrine impaired functioning in adult life. 
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Research from New Zealand indicates that obesity, altered eating behaviour and 

inactive lifestyles is linked to a mother’s under nourishment in pregnancy.  Foetuses 

can adapt to the lack of nutrition during the womb by programming themselves to 

store fat to aid future survival, which can result in overeating and inactivity in later life 

(Vickers et al., 2003).  Effective pregnancy care policy and interventions in relation to 

appropriate maternal nutrition are therefore an important aspect of obesity 

prevention.   

 

Childhood has also been pinpointed as a crucial period for the development of 

obesity, as eating, exercising, and other lifestyle habits established during this period 

may track to adult life, as also mentioned in relation to cardiovascular health.  

Moreover, adult obesity is found to be related to earlier patterns of growth, most 

obviously to childhood fatness (Power and Parsons, 2002).  Finally, genetic factors 

may also play a part in the onset of obesity.  Parental fatness is known to increase 

the risk of obesity among their children, although the magnitude of the genetic, as 

compared with environmental contribution is subject to debate.  Children under three 

years whose parents were not obese have been found to have a lower risk of being 

obese as adults (Whitaker et al., 1997).  Older children with obesity have an increase 

risk of adulthood obesity regardless of whether their parents are obese (Whitaker et 

al., 1997).  There are however, very few longitudinal studies that have investigated 

the link of obesity from childhood to adulthood.  The relative contribution of inherited 

obesity from parent to child therefore appears to be relatively unknown, and there is 

a need for further research in this area.  In conclusion, “children may inherit 

susceptibility to fatness through genes shared with their parents, but they also inherit 

lifestyle factors, such as dietary, physical activity and/or socio-economic patterns that 

may promote obesity” (Power and Parsons, 2002: 312).   

 

The importance of socio-economic factors should not be underestimated.  In fact, 

longitudinal studies show that a lower socio-economic position in childhood increases 

the risk of fatness in adulthood.  Socio-economic status is a particularly important 

influence on obesity for women.  In the United States, for all racial and ethnic groups 

combined, women of lower socio-economic status are around 50 per cent more likely 

to be obese than those with higher socio-economic status (US Department of Health 

and Human Services, 2001).  While, being born into a particular social class cannot 

in itself ‘cause’ obesity, characteristics of socio-economic groups related to material 

circumstances, lifestyle factors and knowledge may ultimately influence the 
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occurrence of both childhood and adult obesity.  Because women appear 

disproportionately affected by obesity, identification of the major periods of risk for 

the development of obesity and the factors that mediate these periods must become 

a high priority if effective strategies to prevent and treat obesity are to be developed 

(Dietz, 2002).   

 

Prevention 

Large studies in Germany, the USA, Scotland, and the Czech Republic of the 

relationship between early nutrition and later obesity agree that there is a reduced 

risk of obesity with increased duration of breastfeeding (National Committee on 

Breastfeeding, 2003).  Between 15 to 20 per cent of the risk of overweight can be 

attributed to formula feeding.  Moreover, it is also important to point out that 

breastfeeding also helps new mothers to shed the extra weight accumulated during 

pregnancy, as mothers who do not breastfeed are more likely to remain above their 

pre-pregnancy weight.  Thus breastfeeding has a long-term positive effect on 

maternal health (Heinig and Dewey, 1997).  Hence, promoting breastfeeding and 

enabling mothers to continue breastfeeding as long as possible would make a major 

contribution towards the reduction of later obesity.  The promotion of healthy eating 

habits should also emphasised from early childhood.  In this context, a positive 

parental role model has been found to be a better method of improving children’s diet 

than attempts at dietary control (Brown and Ogden, 2004).  The role of the media in 

the promotion of healthy eating for children also needs to be highlighted.  The recent 

publication of the Children’s Advertising Code recently published by the Broadcasting 

Commission of Ireland (2004) is a positive example of the role the media can take in 

relation to health promotion matters.  Finally, the reduction of socio-economic 

inequalities will also produce a reduction in obesity rates.  This is particularly 

important given women’s increased risk of poverty and disadvantage (Women's 

Health Council, 2003). 
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Breast Cancer 
 

Incidence 

Breast cancer is the second most frequent type of cancer in Irish women, after skin 

cancer (Department of Health and Children, 2003).  One in 13 women will develop 

the disease during the course of their life and around 600 women die from this 

disease each year (Condon, 2002b).  The effectiveness of prevention programmes 

for breast cancer varies depending on a woman’s height, weight, environment and 

dietary exposure as a child.   

 

Causes 

In recent years epidemiological research has raised the possibility that factors 

operating in utero and in early life may be as important in the onset of this tumour as 

those acting in later life (Dos Santos Silva and De Stavola, 2002; Potischmann, 

2002).  Exposure to high levels of oestrogen in the womb particularly has been 

suggested as increasing the risk of breast cancer.  As it is currently impossible to 

compare biological data on oestrogen levels in women while in utero many decades 

ago due to lack of data, epidemiological research has had to rely on indirect markers 

of exposure to high or low levels of pregnancy oestrogen, such as birth weight, 

maternal preeclampsia or eclampsia (low exposure) and having been born a twin 

(high exposure).  A review of the role of in utero exposures concluded that overall the 

data supported the hypothesis of increased risk of breast cancer associated with high 

levels of exposure.   

 

Childhood and adult diet has also been regarded as a possible cause of this cancer, 

as international variability of its incidence is substantial.  One comparative study 

found that childhood dietary intake could have long-term physiological effects in the 

breast glands of adult women.  This study found variations in breast cancer rates 

amongst Chinese women born in Asia compared to Chinese women born in the 

United States (Petrakis et al., 1998).  Such findings highlight possible dietary and 

environmental factors can influence early detection of the incidences of breast cancer 

in women.  Analysis of a Norwegian Women and Cancer cohort study pre-

menopausal women (n=48,844) milk consumption as a child and breast cancer 

survey resulted in conflicting findings.  A clear negative trend in breast cancer 

incidences with increased milk consumption was found in women aged 34-39 years, 

but not in older women aged 40-40 years (Hjartaker, Laake and Lund, 2001).   

75

 



Women who drank more than three glasses of milk per day had a higher incidence 

ratio of breast cancer of 0.56 (95% confidence interval 0.31-1.01) compared with 

women who did not drink milk.   The type and fat content of the milk did not reveal 

any variation in the findings.  In contrast a Finnish study of the linkages between birth 

and school records against the National Hospital Discharge and Death Registries 

found obesity during childhood (from 7 to 15 years) reduced risk of breast cancer in 

adult life (Hilakivi-Clarke et al., 2001).  The researchers suggest the increased 

adipose tissue-derived oestrogen levels in obese girls could induce early breast 

changes and thus eradicate some targets for malignant transformation (Hilakivi-

Clarke et al, 2001).   Although this research suggests a direct link between childhood 

diet and breast cancer risk, the reliability of this research is limited.  Epidemiological 

studies implicitly assume that people's diets remain constant, but that's not true. 

Studies based on self reporting of dietary intake are difficult to assess because self 

recording measures of dietary intake are unlike to be sufficiently valid (Kuh et al., 

2002).  

 

As an alternative approach to assess the role of early diet on breast cancer risks, 

many studies have used anthropometric indicators as markers of early nutrition.  In 

particular, adult height has been used as a proxy measure for childhood energy 

intake (dos Santos Silva and De Stavola, 2002).  Adult height is correlated positively 

with international breast cancer rates, thus suggesting that childhood and adolescent 

energy intake may influence breast cancer risk decades later (Ibid.).  Adult height 

may not be a factor per se, but may reflect exposure to risk factors in early life.  In 

fact, the relationship between childhood growth and age of menarche is well 

documented.  And a younger age of menarche is associated with an increased risk of 

breast cancer (Dos Santos Silva and De Stavola, 2002; De Stavola et al., 2004).  

Therefore, the evidence points to a strong association between reproductive and 

menstrual factors and breast cancer providing indirect evidence for the importance of 

the female sex hormones in the aetiology of the disease. 

 

Prevention 

Avoiding late age at first pregnancy and prolonged breastfeeding has been found to 

have a protective effect on women against the occurrence of breast cancer (dos 

Santos Silva and De Stavola, 2002; Rich-Edwards, 2002; National Committee on 

Breastfeeding, 2003).  A large study of breastfeeding on the risk of breast cancer in 

30 countries found that the relative risk of breast cancer decreased by 4.3 per cent 
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for every month of (cumulative) breastfeeding in addition to a decrease of seven per 

cent for each birth (Collaborative Group on Hormonal Factors in Breast Cancer, 

2002).  Hence, the development of appropriate health, social and labour policies that 

will enable women to balance their private and public life as well as support systems 

during the early months of motherhood will help in reducing the risk of breast cancer. 

 
 
 
 
Osteoporosis  

 

Incidence 

It has been estimated that one in four Irish women will suffer from a fracture due to 

osteoporosis by the age of 60, compared to a male risk of one in 20 (Condon, 

2002a).  Women are at greater risk because of their smaller skeletons and their 

dependence on the protective effect of oestrogen which is lost during the menopause 

(Bassey, Sayer and Cooper, 2002). 

 

Causes 

The risk of osteoporosis may be influenced by environmental factors during early life.  

Both bone mineral content (BMC) and bone mineral density (BMD) in babies and 

during early childhood have been found to be related to birth weight, undernutrition in 

utero, and to parental characteristics including the mother’s build before pregnancy, 

poor maternal fat stores in mid pregnancy, excessive levels of vigorous physical 

exercise, and maternal smoking in pregnancy.   

 

Patterns of childhood growth have also been found to have a significant impact in 

predicting bone trauma such osteoporosis in later life.  A longitudinal study of 

maternal height, childhood growth and risk of hip fracture in later life was carried out 

in Finland from 1924 to 1971 (Cooper et al., 2001).  This study found girls who 

portrayed developmental delays in weight and height gain sustained fractures in later 

life.  Similar studies in the USA, Scandinavia and the UK, found that small newborn 

babies, tend to be small at one year old, have low bone mass at the age of 25, and 

have a high risk of having bone fractures at the age of 70 and hip fracture at the age 

of 80 years.  The evidence suggests that low growth rate in childhood can increase 

the risk of hip fractures and osteoporosis amongst women in adult life.   
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Childhood nutrition, which is closely linked to growth, also plays an important role in 

the aetiology of this disease.  Chronic malnutrition stunts growth and prevents the 

achievement of potential adult height.   Low calcium and vitamin-D intake also reduce 

bone mineral density (Bassey et al., 2002).  The effects of disadvantage on dietary 

intake and quality have already been illustrated and remain relevant for the case of 

osteoporosis.   Finally, physical activity during childhood and adolescence is crucial 

for the development of a strong skeletal structure.  Hence, the low physical activity 

becoming prevalent among young girls (Kelleher et al, 2003) may result in increased 

rates of osteoporosis and bone fractures in the decades to come. 

 

Prevention 
This evidence highlights the clear need for preventive measures for women during 

their childhood and adolescent life to enhance childhood nutrition, and exercise and 

thus reduce osteoporosis related fractures in late adulthood.  Breastfeeding, once 

more, has also been found to have a beneficial association with children’s bone 

mass, especially in the case of breastfeeding for at least three months (National 

Breastfeeding Committee, 2003).  An Australian study demonstrated a beneficial 

association between breastfeeding in early life and bone mass in 8-year old children 

born at term, particularly those breastfed for three months or longer (Jones, Riley and 

Dwyer, 2000).  Furthermore, breastfeeding has also been associated with a positive 

effect on maternal bone mineral density.  Finally, it is recommended that preventive 

strategies against osteoporosis may be aimed at either increasing the peak bone 

mass attained, as well as reducing the rate of age-related bone loss. 
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Reproductive Health 
 

A woman’s reproductive life from menarche to menopause is shaped by her early life 

experiences (Morton, 2002).  Hence, a reproductive health strategy for women needs 

to focus on early childhood and adolescence periods.   This can have a particular 

impact in addressing the growing contributory factors to reproductive ill health in 

women – unsafe motherhood, reproductive tract infections, STI, unwanted pregnancy 

and unsafe adolescent/teenage sexuality (Sai and Nassim, 1989; Southern Health 

Board, 2001).   

 

Causes 

Studies have shown in particular factors such as nutrition, environment 

circumstances, low birth weight and childhood growth can contribute to reproductive 

ill health (Mbizvo, 1996).  Moreover, stressful childhood psychological and physical 

circumstances can have a direct impact on reproductive health and behaviour.  

Studies reported a relationship between violent abuse in childhood and the levels of 

ovarian hormones (follicle stimulating hormone and estradiol) during late reproductive 

years.  This has can lead to an early onset of menopause in late reproductive years.  

Other studies have demonstrated that early childhood stress and conflict can lead to 

early puberty and reproductive behaviour (Kim and Smith, 1998).  Thus, childhood 

psychosocial stresses can have a significant impact on women’s reproductive health 

and behaviour.   

 

Prevention 

Systematic research is required to ensure the development of adequate preventative 

interventions to address the growing trends in reproductive diseases.  Studies have 

also identified the need to assess reproductive health services against the incidence 

of reproductive morbidity, such as STI prevalence and abortion complications 

(Mbizvo, 1996).  These issues pose significant challenges to reproductive health 

education systems, employees and policy makers in the development of adequate 

health services that are shaped around the specific needs of women (from childhood 

to late adulthood).  In relation to psychosocial factors, it is advisable that that they are 

taken into account in the necessary medical treatment and screening programmes.  

Also where incidences of childhood abuse have been reported there is need for 

appropriate follow-up in regard to the above specific reproductive health measures.  
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Recommendations  
  

• Longitudinal studies are the most effective mechanism both conceptually and 

empirically in understanding the nature, course and treatment of women 

health problems in later life rather than focusing on one period in life e.g. 

childhood.  These types of studies should be initiated in Ireland in relation to 

women’s most common causes of morbidity and mortality. 

 

• Systematic review of the growing trends in gender related disease and health 

trends is required to ensure the identification of the most effective 

interventions and the age at which these might be effectively applied in the 

area of women’s health 

 

• Policy makers need to promote health services that are shaped around the 

specific needs of women.  Particular efforts need to the development of 

preventive strategies against CVD, cancer, osteoporosis and obesity target 

women during their childhood and adolescent life.  

 

• More focused and integrated approaches to addressing women’s physical 

and emotional development within community or school-based personal 

development programmes.   A particular focus is required in promoting 

positive self-image and mental health. 

 

• A reproductive health strategy for women needs to promote health measures 

for women that commence at infancy and extends beyond the reproductive 

years. It should particularly focus on factors such as nutrition, environment 

circumstances, low birth weight and childhood growth. 
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CONCLUSION 
 
This paper highlights the importance of adopting an ‘early life influences’ perspective 

within a life course approach in order to improve and maximise maternal and child 

health in Ireland.  This approach integrates the medical model of health and illness 

with consideration for the social determinants of health, which have been found to 

play a significant role in the resulting wellbeing of both mothers and their children.   

This study analysed three separate but interlinked areas of interest in relation to early 

life influences: (1) strategies for pregnancy management and care, (2) the multi-

determinants of maternal health that can impact on mother and child health and (3) 

and the long term effects of early life on illnesses that develop in adult life.    It is 

evident from the studies presented that physical and social conditions during critical 

periods of growth and development in a woman’s early life such as in utero, infancy, 

childhood, and adolescence may result in long-term health repercussions in general 

and on the onset of particular diseases.  Although some risk factors cannot be 

modified, public health policy preventive measures can be targeted at modifying 

maternal physical and social conditions during pregnancy and ensuring appropriate 

management of the same. The research emphasizes the need not only to address 

the social and structural barriers to mother and child health services, but also to 

adopt approaches that are strategically tailored to meet the specific health needs of 

women who access Irish maternal and child health care services.  Finally, broader 

social and health policy changes, linked areas such as education, and employment, 

will be required in order to promote the health of all women and children, and 

especially those from a disadvantaged background. 
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Summary of Recommendations 
 
PERINATAL CARE 
 

• A social model of pregnancy care which considers not only the physical health of 

foetus and mother but also her mental and social well being should be adopted 

by health care providers. 

 

• An awareness promotion campaign about the Mother and Infant Care Scheme is 

required.  The public needs to be informed of its availability and its benefits. 

Health professionals require greater clarity around the procedures associated 

with utilising this scheme. 

 

• Fewer, more goal oriented antenatal visits as well as the extension of community 

based antenatal care services need to be considered for women for whom these 

are acceptable and desirable. The Public Health Nurse service could be 

extended to promote visiting of women during the antenatal period. 

 

• Women should be provided with the opportunity to influence programme 

development and evaluation, especially in the area of maternity services.  

 

• A good standard of health information is required for women of childbearing age 

on the impact of healthy lifestyles on maternal and child health.  

 

• A routine screening programme for pregnant women and new mothers needs to 

be developed which is comprehensive in the following areas: domestic violence, 

nutrition, mental health, social supports, STIs and medical complications of 

pregnancy.  This should involve the collaboration of the relevant agencies and 

disciplines. 

 

• Efforts should be focused on increasing breastfeeding rates in Ireland. The 

fundamental targets and recommendations set out in the National Breastfeeding 

Policy (1994) need to be implemented.   This can be achieved by advocating the 

future proposals put forward by the National Committee on Breastfeeding are 

implemented to ensure Irish women have the greater opportunity to benefit from 
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interventions such as baby-friendly hospital initiatives, maternity units with a 

breastfeeding policy, clinical specialists in breastfeeding and breastfeeding 

support groups. 

 

• Efforts to support families in their parenting role are important as the evidence 

shows that early development impacts on future outcome. Universal services and 

parent education programmes may improve the health and well being of mothers 

and children. 

 
 

 

DETERMINANTS OF HEALTH 
 

• Tackling disadvantage would be the single most effective way to reduce health 

inequalities for mothers and children.  Reform in the social welfare system, 

improved educational opportunities at secondary and post-secondary level, 

increased access to the labour market, the establishment of ongoing social 

support systems and provision of adequate living conditions would improve 

maternal and children’s health in all disadvantaged groups.  This is also relevant 

to all the health factors analysed: nutrition, mental health, disability, drug and 

alcohol use and abuse, and smoking. 

 

• Specific steps need to be taken to promote better employment related benefits for 

all pregnant women and mothers to ease the task of balancing work and family 

life.    

 

• Partnership initiatives between schools, public health services and independent 

community agencies are necessary to promote a more holistic approach to 

mother and child health care.  Such multi-sectoral practices will ensure the health 

needs of more vulnerable pregnant women and mothers living in Ireland are 

addressed. 
 

• Multiple channels of communication are required to address the diverse 

information needs of pregnant women and mothers living in Ireland.  
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• High quality maternity services are required for women with special needs.  Irish 

maternity services need to reflect the wide range of different cultural and socio-

economic circumstances as well as specific health care needs these pregnant 

women and mothers require.   

 

 

ADULT ILLNESSES 
 

• Longitudinal studies are the most effective mechanism both conceptually and 

empirically in understanding the nature, course and treatment of women health 

problems in later life rather than focusing on one period in life e.g. childhood.  

Longitudinal studies should be initiated in Ireland in relation to women’s most 

common causes of morbidity and mortality. 

 

• Systematic review of the growing trends in gender related disease and health 

trends is required to ensure the identification of the most effective interventions 

and the age at which these might be effectively applied in the area of women’s 

health 

 

• Policy makers need to promote health services that are shaped around the 

specific needs of women.  Particular efforts need to the development of 

preventive strategies against CVD, cancer, osteoporosis and obesity target 

women during their childhood and adolescent life.  

 

• More focused and integrated approaches to addressing women’s physical and 

emotional development within community or school-based personal development 

programmes.   A particular focus is required in promoting positive self-image and 

mental health. 

 

• A reproductive health strategy for women needs to promote health measures for 

women that commence at infancy and extends beyond the reproductive years. It 

should particularly focus on factors such as nutrition, environment circumstances, 

low birth weight and childhood growth. 
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