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IMR, defined as the number of infant deaths for every 1000 
live births, has fallen from 57 to 43 – almost a one-quarter 
drop.3 However, this progress has varied greatly between 
developed and underdeveloped countries. Even amongst the 
more highly-developed countries, disparities still appear to 

exist. While the U.S. has 
seen significant declines in 
its IMR, it still ranks below 
many other countries in the 
developed world. The suc-
cess in the U.S.’s IMR can 
be pinpointed to an expan-
sion of prenatal healthcare 
programs. However, there 
is still much work to be 
done in addressing IMR 

disparities seen when comparing various socioeconomic 
groups within the U.S.

TRENDS IN INFANT DEATH IN THE U.S.

By 2013, the IMR in the U.S. had dropped down to 5.96 
deaths per 1000 births, a notable drop from 6.87 in 2005.7 

Over the past century as a whole, we have seen an enormous 
93% drop in infant deaths, which 
sheds light on the country’s recent 
revolutionary advancements in 
prenatal and neonatal healthcare.5 
However, it is important to note 
that even amongst the country’s 50 
states, the IMR varies considerably, 
reaching as high as 9.6 in Missis-
sippi according to the CDC.13 2013 
saw 23,440 infant deaths in the U.S.4 
Furthermore, 69% of infant deaths 
in 2013 were caused by the 10 most 
frequent causes of infant death, 
the leading cause being congeni-
tal deformations, or fatal genetic 
defects.4 Other causes include 
various types of complications for 
both the mother and child, sud-
den infant death syndrome (SIDS), 
various diseases, and accidents.4 
From 2005 to 2011, all of these 
complications declined in rate of 
occurrence by approximately the 
same amount.6 This general set of 
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THE CENTERS FOR DISEASE CONTROL (CDC) 
defines infant mortality as the “death of a baby before 
his or her first birthday.”1 Around the world, infant 

health issues place heavy strain on communities and health 
care systems alike. In 2000, the World Health Organization 
(WHO) established the 
United Nations Millen-
nium Declaration which 
served as an international 
development roadmap, 
comprising eight goals to 
be achieved by the year 
2015. One of these goals 
was to reduce mortality 
rates (IMRs) of children 
under the age of five by 
two-thirds.2 By focusing on well-defined goals, assessing the 
particular situations of one country at a time, and imple-
menting appropriate public health interventions, the WHO 
aimed to tackle poverty at its root causes. Despite having 
fallen short of its original goal, the WHO has succesfully ini-
tiated a downward trend in infant mortality worldwide, just 
as it wraps up efforts made in the the last decade. The global 

“... There is still much work to be done 

in addressing IMR disparities seen 

when comparing various socioeconomic 

groups within the U.S.”
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complications is understood 
to be influenced by either 
lifestyle choice, which can be 
improved through health care 
intervention, or simply by 
mechanisms still unfamiliar 
to modern healthcare. 

CURRENT PRENATAL HEALTH-
CARE INTERVENTIONS

Much of the U.S.’s prog-
ress in decreasing IMR 

has taken place just in the 
past decade.6 One important 
reason is that hospitals have 
become more restrictive in 
their regulation of planned 
pregnancies, not allowing 
deliveries to take place before 
the 39th week of gestation 
without  reasonable medi-
cal justification.8 The overall 
drop in IMR has been cor-
related to the decrease in the 
rate of pre-mature births 
(before the 37th week of gesta-
tion), which peaked in 2006 and has been on the decline ever 
since.8  In fact, according to the CDC, two-thirds of all infant 
deaths are the result of premature births.6 Therefore, regulat-
ing planned pregnancies greatly decreases the incidence rate 
of the risks associated with these untimely births. 

The CDC is involved in a number of other interventions 
to improve prenatal care, and are currently funding Prenatal 
Quality Collaborative (PQC) programs, currently found in 
six states (California, New York, 
Ohio, Illinois, Massachusetts, 
and North Carolina).9 These pro-
grams work succesfully to prevent 
early deliveries, decrease postna-
tal infectious diseases in hospi-
tals, encourage breastfeeding, and 
run public education programs 
to raise awareness of the signif-
cance of lifestyle choices during pregnancy.9 Overall, these 
measures contribute to the general wellness of the mother, 
which translates to improved prenatal and postnatal care. 
Nearly every state has its own, self-funded form of a PQC, but 
about a dozen states remain without a distinguished PQC-
like program.6,9 Such states do not appear to have high IMRs, 
but also do not appear to have had any significant decline in 
their IMRs from 2005 to 2011.6,9 This suggests that  expand-
ing CDC-funded PQC programs to more states will also help 
to standardize high-quality prenatal care and improve the 
quality of data collected from such programs, which can then 
be used to make further improvements. 

“Ultimately, a baby is less likely 

to die if it is born and raised in

Europe rather than in the U.S.”12

RACIAL AND SOCIOECONOMIC DISPARITIES

Several racial disparities in infant mortality and its reduc-
tions persist in the U.S.10 Firstly, the children of non-His-

panic Black women are at the greatest risk of infant mortality, 
passing away at birth twice as often as do children of White, 
Hispanic, and Asian women.6 Paradoxically, chilrden of  His-
panic women have IMRs similar to those seen in children 
of White women, despite significant differences in the aver-

age levels of education and eco-
nomic status.6 Nevertheless, the 
CDC has reported that mortality 
gaps between ethnic groups have 
grown significantly smaller from 
2005 to 2011. Children of non-
Hispanic Black women saw the 
greatest decrease in infant mortal-
ity from 2005 to 2011 with a 16% 

drop, compared to the children of White women with a 12% 
drop and those of Hispanic women with a 9% drop.6 

One theory behind the racial disparities is founded      
upon the significant socioeconomic disparities which lead 
to differences in the quality of postnatal care. One study 
showed that even when Black women received timely, high-
quality prenatal care, their infants were still at higher risk of 
death than those of White women, strongly suggesting that 
although high-quality postnatal care plays a significant role in 
IMR, it needs to be made more widely accessible to mothers 
of all races.14

Image Source: https://flic.kr/p/9dK18c
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In addition, it has been 
suggested that there is a certain 
degree of subjectivity in the 
causes of the IMR, such that it 
cannot be correlated with just 
genetic factors and diseases. 
Rather, it may be the cultural 
perception imposed on non-
Hispanic Black women as a 
result of racial discrimination 
which leads to disparities in 
infant mortality. For exam-
ple, studies have shown that 
the children of Black women 
without college degrees had a 
significantly higher IMR than 
those of White women who 
also lacked college degrees.11 
It was hypothesized that the 
psychosocial effects of racial 
discrimination, which led to 
social isolation, were strongly 
associated with issues during 
pregnancy.11 This idea may 
also help explain why infants 
of Hispanic women have experienced the lowest drop in IMR 
of any racial group over the past decade. This subjectivity will 
be an important area of research in the years to come if we 
want to further close the racial gap in infant mortality and 
improve equality in healthcare. 

THE GLOBAL GAP AND OVERCOMING STAGNATION

Relative to the past, the U.S. IMR has been significantly 
reduced as a result of successful public health measures. 

However, the U.S. is still ranked 28th in the world in terms of 
IMR.12 These top 28 countries 
consist of  the world’s wealth-
iest and most highly-devel-
oped countries.12 Ultimately, 
a baby is less likely to die if it 
is born and raised in Europe 
rather than in the U.S.12 It is 
important to note that many 
other countries incorporate 
stillbirths into their metrics of calculating infant mortality 
(while the U.S. does not), thus slightly warping comparisons 
between the U.S. and European countries. Nevertheless, the 
U.S. still has a higher IMR than many other countries, even 
when accounting for this discrepancy in calculation proce-
dures.12 In fact, the closer a infant gets to his/her first birth-
day, the wider the IMR gap becomes between the U.S. and 

other wealthy countries ranked above the U.S.15 This growing 
gap will only be exacerbated in years to come by the growing 
income gap between disadvantaged and privileged women.15 

It has been suggested that the decline rate of the global 
IMR will stagnate over time if socioeconomic disparities, neg-
atively affecting postnatal care and the subjective experiences 
arising from racial discrimination, are not addressed.17 The 
IMR reflects the quality of our current economy, health care 
system, and health policies. A high IMR also detracts from 
the potential for future social, economic, and political devel-

opment in any nation. But as 
shown in the past, expand-
ing the use of research-based 
clinical and health education 
practices to improve health-
care as a whole can positively 
impact IMRs. Furthermore, 
the IMR is generally seen as a 
reliable indicator of the overall 

health of the country, and the decrease IMR has been accom-
panied by an increase in overall life expectancy and standard 
of health in the U.S.4 Ultimately, although the U.S. has made 
improvements in its IMR and health care in recent years, a 
number of underlying issues must be addressed and care 
must be further improved to keep up with global standards 
set by other nations.
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“The IMR reflects the quality of our 

current economy, health care

system, and health policies.”


