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ABSTRACT 

 The United States maintains disproportionately high infant mortality 

rates compared to other developed countries globally (Arima et al., 2009). High 

barriers to accessing affordable reproductive health care are key drivers behind 

this phenomenon, with minority ethnic and racial populations in the Deep South 

region of the United States facing these barriers at much higher rates than their 

white counterparts (Davis et al., 2020). Factors such as low levels of education, 

low use of private health insurance, and low participation in prenatal care 

generally correlate with adverse birth outcomes. Both Hispanic and Black 

mothers experience these factors at similarly low levels, and while this correlates 

with high infant mortality rates within the Black population, Hispanic mothers 

in South Carolina achieve positive birth outcomes at rates equal to that of their 

white counterparts, mothers who have higher rates of private insurance use, 

participate in more prenatal care visits, and have higher education levels. This is 

a manifestation of the Hispanic Health Paradox, wherein limited access to 

quality resources is paired with positive health outcomes (Roy et al., 2020). 

Strong familial and community-based support systems that discourage 

unhealthy behaviors and lifestyles that exist within Hispanic cultures and 

supplement formal medicine can begin to explain this paradox (Scribner, 1996). 

However, the positive health outcomes of this paradox diminish over time as 
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Hispanic populations become assimilated to United States cultures and behaviors 

(Scribner, 1996). This creates a need within the country’s health care system to 

implement community-based health care programs that decrease social and 

cultural distance between doctors and their patients of color and are tailored to 

the circumstances of minority populations. This study provides evidence that 

supports the existence of the Hispanic Health Paradox in maternal and infant 

health, and overall aims to understand the relationships between education, 

payment method for deliveries, adequacy of prenatal care, tobacco use, and 

obesity during pregnancy and the discrepancies within these factors and birth 

outcomes that exist between racial and ethnic groups in South Carolina, with a 

specific focus on the Hispanic populations.  

 

 

 

 

 

 

 

 

 



4 

INTRODUCTION 

In 2018, 4 million infants died globally (WHO, 2018). Infant mortality is 

an issue that is being combatted globally, in the developing world where 

healthcare infrastructure and policy is underfunded and lacking in regulation, but 

also in areas of the developed world, where systematic oppression and social 

norms of a patriarchal society has pushed women, especially women of color’s, 

health under the rug. According to the World Health Organization (WHO), the 

risk of a child dying before their first birthday was highest in the WHO African 

Region (mainly inhabited by people of color) at 52 per 1000 live births, over seven 

times higher than that in the WHO European Region (mainly inhabited by white 

people) at 7 per 1000 live births.  

Although the developed world has significantly fewer infant deaths per 

1000 infants born than the total world average (4.3 deaths per 1000 in the 

developed world compared to 47.7 per 1000 globally), the United States stands out 

with one of the highest rates of infant mortality in the developed world (Arima 

et al., 2009) at 5.6 deaths per 1000 and ranking only 47th globally for the lowest 

rates of infant mortality (The World Bank, 2019). Countries like Iceland, Japan, 

and Singapore reported rates as low as 2 infant deaths per 1000 births (The World 

Bank, 2019). As a country that often ranks high in global competitions for things 

like economic size and high freedom indexes -- the United States economy ranks 
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1st with the highest GDP globally (The World Bank, 2019), and 6th for economic 

freedom (Vásquez & McMahon, 2020) -- it seems counterintuitive that health 

issues like high infant mortality persist in United States society. Despite the 

United States’ abundance of resources and projected attitude of equality and 

freedom, systematic issues of racial and gender discrimination still seem to 

outweigh this idealistic perspective and limit women, especially women of color, 

in their pursuit for access to reproductive healthcare services (Wallace et al., 

2017). This systematic oppression shows itself in many different forms all over 

the United States but is most prevalent in the Deep South (South Carolina, 

Georgia, Alabama, Mississippi, and Louisiana), where infant mortality is 

disproportionately high (Davis et al., 2020).  

Discrepancies in birth trends and outcomes in the United States compared 

to the rest of the developed world, and in the North compared to the Deep South 

of the United States, cannot be easily explained. Relationships of correlation can 

be speculated, but it is difficult to quantify and study them definitively as 

relationships of causation; it is a phenomenon deeply rooted in the South's 

history of slavery, discrimination, and traditional cultural norms (Wallace et al., 

2017).  

The source of traditional values held by many southerners can be traced 

back to the church (Srikanthan & Reid 2008). The south is home to all but one 
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(Utah)  top 12 most religious states (Chokshi, 2019). One of the biggest taboos in 

many religions, and certainly in Christianity, the dominant religion in the South, 

is sex; it isn’t discussed in open conversation and strong judgement can be placed 

on people who have sex before marriage (Srikanthan & Reid, 2008). Thus, many 

southerners live by and believe in the value that sex should not be discussed in 

public, which is likely a cause for the limited nature of sex education in the 

region. If most members of society are secretive about their sexual activity, it 

may seem on the surface as though young people are not having sex, that sex 

education is unnecessary and may only encourage teens to engage in sexual 

activity. Most southern states do not require public schools to provide sex 

education at all, and many of those that do teach abstinence only, leave out 

information about birth control, and prohibit discussion of LGBTQ identities 

and relationships (Planned Parenthood, 2021b). With limited knowledge at best 

regarding reproductive health, mothers in the Deep South are less aware of their 

resources, which behaviors they should be adopting or changing to ensure good 

reproductive health, and their options regarding family planning.  

Even if people living in the Deep South have a great understanding of their 

bodies and their choices regarding reproductive health, it is often very difficult 

to access reproductive health resources. People who were not educated in 

reproductive health will have an even harder time seeking out these resources. 
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The lack of sex education policy in the South parallels to its lack of reproductive 

healthcare and family planning clinics; both contradict the values held by the 

church regarding sex (Srikanthan & Reid, 2008). Planned Parenthood is the 

United States’ leading provider and advocate for high quality, affordable 

healthcare, and while 600 exist nationally, only 2 are in South Carolina, 4 in 

Georgia, 1 in Alabama, 4 in Louisiana, and 1 in Mississippi. That’s 10 clinics in 

the Deep South and 590 clinics located in the rest of the United States, where 

poor birth outcomes are less prevalent (Planned Parenthood, 2021a). Although 

Planned Parenthoods are not the only reproductive healthcare providers in the 

country, their location density is similar to that of other, smaller clinics (i.e., if 

there's not a lot of Planned Parenthoods in the area, there’s usually not a lot of 

other clinics either) (Planned Parenthood, 2021a). While higher income 

individuals have the capabilities to visit and pay for private healthcare providers 

and comprehensive, high quality maternal healthcare, lower income individuals 

are reliant on clinics like Planned Parenthood, and if they are few and far away, 

accessing reproductive health care can be incredibly difficult (Wallace et al., 

2017). Mothers who are already economically disadvantaged may have to take off 

work and find transportation in order to attend important appointments like 

prenatal visits.   
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Reproductive healthcare access is more limited in the Southern United 

States than in the North, but lower income individuals in the South are the most 

impacted by this discrepancy. White lives are still valued above those of people 

of color by many of the older generations of politicians and lawmakers, and the 

interests of men are often regarded as more important than those of women 

(Wallace et al., 2017). Even if such preferences aren’t explicitly stated or acted on, 

these values are deeply and systematically ingrained in southern culture. 

Although slavery and segregation are over, many counties and neighborhoods in 

the Deep South are still either predominantly white or predominantly of color, 

making it easy to allocate resources to one specific group or deprive resources 

from others (Mehra et al., 2017). Many people of color live in poorer 

neighborhoods with lacking education systems and as such have access to fewer 

opportunities (Ehrenthal et al., 2020). With less economic stability, many of these 

families are forced to rely on affordable clinics for their healthcare. And if this 

care is hours away, with clinics few and far between, it can be increasingly 

difficult for people to access the help they need (Varney, 2021).  

Racism exists within our policy making practices, but it is also present in 

interactions within the healthcare system itself. Even if a mother of color can pay 

for comprehensive care through a private healthcare provider, she is still at risk 

of receiving lower quality healthcare -- there are many accounts of white male 
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doctors refusing to give adequate care to mothers of color and taking advantage 

of language barriers in one-on-one patient meetings (Smedley et al., 2003). The 

social distance between doctors, especially white male doctors, and women of 

color limits low-income parents’ quality of affordable reproductive healthcare, 

and likely is a cause for Black and Hispanic mothers suffering high rates of poor 

birth outcomes. 

Low-income minorities experience high levels of systemic discrimination 

throughout the entire United States. This discrimination has manifested into 

limited access to birth-related education and services for minority populations. 

While there is some published research on why birth characteristic variables 

differ between Black and white populations, there is little research on how these 

characteristics and discrepancies manifest within Hispanic communities in the 

South. In this paper I intend to determine the extent of the relationship between 

birth outcomes and race and ethnicity, education, socioeconomic status, access to 

prenatal care, tobacco use, and obesity trends with emphasis on the Hispanic 

community in South Carolina.  
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METHODOLOGY 

For this study, comparative data was collected from the South Carolina 

Community Assessment Network (SCAN), an interactive data retrieval system 

run by the South Carolina Department of Health and Environmental Control 

(SCDHEC). SCAN allows users to create tables from data sets including birth 

certificates, death certificates, infant mortality, demographics, and pregnancies. 

Tables were created to show discrepancies in birth outcomes and how they 

compare to differences in education level, payment option for the birth, adequacy 

of prenatal care, tobacco use, and obesity during pregnancy along racial and 

ethnic lines.  

To start, a data table was created detailing rates of live births for different 

racial and ethnic groups in South Carolina and their change over time (Table 1). 

A live birth, as defined by SCDHEC, requires complete extraction of the baby, 

and the baby must show some evidence of life, such as breathing or having a 

heartbeat (SCDHEC, 2021). Another data table was created to show infant 

mortality rates between different racial and ethnic groups in South Carolina and 

their change over time (Table 2). SCDHEC defines infant mortality as death of 

a live born infant before completion of their first year of life (SCDHEC, 2021). 

For these tables, birth certificate data from 2010-2019 was used. As of 1990, 

SCDHEC reports live births by race/ethnicity of mother rather than 
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race/ethnicity of the child, as this method of reporting is used by the National 

Center for Health Statistics as well as many other state and federal health 

departments (SCDHEC, 2021).   

Additional data tables were created to display discrepancies in birth 

characteristic variables among the white, Black, and Hispanic populations in 

South Carolina. Education level, method of payment for the delivery, adequacy 

of prenatal health, smoking habits, and obesity levels are all categorized as Birth 

Characteristic Variables by SCDHEC. All live births in the state have been 

documented with classifications for each of these variables. Each birth 

characteristic rate represents the selected birth characteristic frequency per 1,000 

annual live births (SCDHEC, 2021). One chart was made for each variable using 

data from 2019.  

For the education level variable, the total count and rates of live births for 

white, Black, and Hispanic mothers in South Carolina that did not graduate high 

school is shown in Table 3. For the methods of delivery payment variable, the 

total count and rates of live births for white, Black, and Hispanic parents using 

different methods of delivery payment are shown. Payment method variables 

include Principal source of payment for the delivery: Medicaid (Table 5), Principal 

source of payment for the delivery: Private (Table 4), and Principal source of payment 

for the delivery: Self-pay (Table 6). For adequacy of prenatal care, the total count 
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and rates of live births with inadequate Kotelchuck scores for white, Black, and 

Hispanic parents are shown in Table 7. The Kotelchuck adequacy level is based 

on when prenatal care began (initiation) and the number of prenatal visits from 

when prenatal care began until delivery (received services) and uses a scale of 

expected number of visits based on standards set by the American College of 

Obstetricians and Gynecologists. It is important to note that this measure of 

prenatal care does not measure quality of the visit. Table 8 shows the total count 

and rates of live births for the white, Black, and Hispanic populations to mothers 

using tobacco during pregnancy. Table 9 shows the total count and rates of live 

births for the white, Black, and Hispanic populations to mothers who were obese 

during pregnancy. These tables of Birth Characteristic Variables also show how 

rates of each variable change over time (2015-2019) and compare between 

populations.  

Through the creation of these tables, patterns in the rates of live births for 

each racial and ethnic group can be observed and analyzed under each birth 

characteristic. The first data set shows the discrepancies of infant mortality rates 

along racial and ethnic lines, proving that the white and Hispanic populations 

face much lower rates of infant mortality than does the Black population. 

Comparing these rates to the degree to which each Birth Characteristic Variable 

impacts the number of live births for each ethnic and racial group shows which 
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variables are most impactful to birth outcomes, and how each variable manifests 

differently for each ethnic group. Not only do these data sets show which ethnic 

and racial groups are at risk, but it also provides correlation insight. For example, 

a Black mother more frequently has lower education levels than a white mother, 

and that same Black mother is more likely to have adverse birth outcomes than 

her white counterpart, indicating that there may be a correlation between 

ethnicity, education level and birth outcome. Each birth characteristic variable 

was assessed in this way based solely on quantitative data.  

One quantitative analysis was complete, background research was done to 

further explain these correlations. Using secondary source readings and studies, 

additional information was collected regarding the relationships between 

socioeconomic status, education levels, prenatal care participation, healthy habits 

and lifestyles, and birth outcomes for mothers in South Carolina and the rest of 

the United States. Findings were consolidated, and connections between 

quantitative and qualitative data were analyzed. Research on possible solutions 

to decreasing discrepancies in infant mortality rates along racial and ethnic lines 

in South Carolina and the United States was also done, and these solutions were 

compared and analyzed with the perspective of the quantitative data.  
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FINDINGS  

Live Births and Infant Mortality Rates (Tables 1 & 2) 

From 2010-2019, the number of white infants born in South Carolina are on 

average about double the number of Black infants born in South Carolina, and 

about seven times higher than the number of Hispanic infants born in South 

Carolina. This reflects the racial and ethnic distribution of the state, which has a 

majority white population, a smaller Black population, and a much smaller 

Hispanic population. Birth rates for the Hispanic population are the highest; 

there were 18.2 births per 1000 Hispanic births in 2019 compared to 10.5 births per 

1000 white births and 12.4 births per 1000 Black births. Birth rates have been 

decreasing over the past decade for all populations.  

Infant mortality rates are highest within the Black population in South 

Carolina. Infant mortality rates for white and Hispanic mothers are very similar, 

averaging around 5 deaths per 1000 births from 2010-2019. Infant mortality rates 

for the Black population in South Carolina are on average over double the rates 

for white and Hispanic mothers, with Black mothers having experienced on 

average about 12.2 infant deaths per 1000 births from 2010-2019.  
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Education Level (Table 3) 

The Hispanic population has the highest rate of mothers with education 

levels less than high school, at rates more than double those for the Black and 

white populations in South Carolina from 2015-2019. While only 130.6 of 1000 

white mothers and 121.9 of 1000 Black mothers did not receive education past high 

school in 2019, there were 372.8 of 1000 Hispanic mothers with education levels 

less than high school in 2019. However, the rates of mothers with  education levels 

below high school have decreased from 2015-2019 for all populations in South 

Carolina.  

 

Delivery Payment Methods (Tables 4, 5, & 6) 

The white population in South Carolina paid for their births using 

Medicaid at rates much lower than the Black or Hispanic populations. About 375 

of 1000 white mothers paid for their births with Medicaid in 2019, while nearly 

700 of 1000 Black mothers and about 625 of 1000 Hispanic mothers paid for their 

births using Medicaid. Rates of Medicaid use for birth expenses has been 

decreasing from 2015-2019 for white and Black mothers but has increased on 

average for the Hispanic population over the same time frame. 

Hispanic mothers have the lowest rates of using private insurance to pay 

for their deliveries at 207.4 of 1000 mothers compared to 263.9 of 1000 Black 
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mothers and 510.0 white mothers in 2019. Rates of private payment have on 

average increased from 2015-2019 for white mothers, Black mothers, and Hispanic 

mothers.  

Hispanic mothers have the highest rate of self-payment for their deliveries 

compared to Black and white mothers. In 2019, 115.7 of 1000 Hispanic mothers 

self-paid for their deliveries, while only 13.6 of 1000 Black mothers and 39.1 of 1000 

white mothers self-paid for their deliveries in 2019. 

 

Prenatal Care (Table 7) 

The Kotelchuck Index is a measurement of the adequacy level of prenatal 

care received by the mother during pregnancy. An inadequate Kotelchuck score 

indicates inadequate prenatal care for the mother. Rates of inadequate Kotelchuck 

scores were highest among the Hispanic population and lowest for the white 

population in South Carolina for the years 2015-2019. In 2019, 147.3 of 1000 white 

mothers, 196 of 1000 Black mothers, and 273.9 of Hispanic mothers did not receive 

adequate prenatal care during their pregnancy. The size of the population of 

Hispanic mothers who did not have access to adequate prenatal care was almost 

double that of the white population. Rates for poor prenatal care have decreased 

for all populations from 2015-2019.  
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Healthy Habits and Lifestyles (Tables 8 & 9) 

The population of white mothers has the highest rates of tobacco use 

compared to Black mothers and Hispanic mothers in South Carolina during 2015-

2019. During this period, rates for Hispanic mothers were about ¼ of the rates 

for white mothers, and rates for Black mothers were a little over ½ of the rates 

for white mothers. In 2019, 87.2 of 1000 white mothers used tobacco during 

pregnancy compared to 50.4 of 1000 Black mothers and 16.3 of 1000 Hispanic 

mothers. Rates of tobacco use in pregnant mothers generally decreased for all 

populations during the years 2015-2019.  

Rates of obesity prior to pregnancy in mothers were highest for the Black 

population in South Carolina for 2015-2019 compared to rates in white and 

Hispanic mothers. In 2019, the rate of obesity prior to pregnancy for Black 

mothers was 459.3 out of 1000, while the rate for white mothers was 285.6 of 1000 

and the rate for Hispanic mothers was 304.0 of 1000. Obesity rates for white and 

Hispanic mothers prior to pregnancy during this period were very similar, 

although rates for Hispanic mothers were slightly higher than those of white 

mothers. Rates of obesity in mothers prior to pregnancy has been generally 

increasing for all populations in South Carolina from 2015-2019.  
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DISCUSSION 

Infant Mortality and Birth Rates 

 Overall, the Hispanic population consistently has the highest birth rates 

compared to Black and white populations in South Carolina despite having the 

lowest total number of live births in South Carolina compared to white and Black 

mothers. This is because the Hispanic population in South Carolina is incredibly 

small, making up only 6% of the entire South Carolina population (U.S. Census 

Bureau, 2021), but as their birth rate is so high, the small size of their population 

does not discredit the importance of understanding the relationships between 

birth characteristic factors that contribute to infant mortality within this 

population.  

Despite having such a high birth rate, infant mortality rates are just as low 

for Hispanic mothers as they are for white mothers, at about 5% compared to 

about 12.2% for the Black population. This reflects what has been termed the 

Hispanic Health Paradox in literature, where despite poor education, high rates 

of individuals working dangerous jobs, and low-income levels, the Hispanic 

populations of the United States tend to be in just as good of health, if not better, 

than any other racial/ethnic groups in the country (Roy et al., 2020). One possible 

explanation for this assumes that Hispanic cultures encourage strong familial 

support systems and healthy behaviors (Scribner, 1996). Hispanic people often 
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have large families with strong ties that provide help and care to one another. 

Reproductive related information and support is likely shared through family 

networks, making this population less dependent on effective sex education in 

schools and clinic availability when birth complications arise.   

 

Education Levels 

 As shown in Table 3, the Hispanic population in South Carolina has by far 

the highest rates of mothers who have not completed high school, at over double 

the rates for white and Black mothers. On average over the 2015–2019-time frame, 

about 41 of 1000 Hispanic mothers did not graduate high school, compared to 

about 137 of 1000 white mothers and 140 of 1000 Black mothers. Rates for mothers 

with education levels less than high school have been consistently decreasing for 

all populations. Education levels are improving fastest for the Black population 

and slowest for the white population, putting the Hispanic population’s rate of 

improved education in the middle, at an improvement rate close to that of the 

Black population. Despite this growth, the Hispanic population still has the 

highest rates of mothers who have not graduated high school, and this standing 

is likely to persist.  

 Despite having the highest rates of education less than high school, the 

Hispanic population has been able to avoid high rates of infant mortality. For the 
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Black population, low education levels correlate with rates of infant mortality 

over double that of the Hispanic and white populations. It seems intuitive that 

lacking higher education would decrease an individual’s awareness on proper 

reproductive health practices and resources (Wallace et al., 2017).  Low education 

levels also correlate with low socioeconomic status and income levels, all of 

which are factors that make it difficult for populations to understand and have 

access to proper health resources, including prenatal healthcare (Wallace et al., 

2017). This is reflected in birth trends for Black mothers, but the Hispanic 

population is able to avoid adverse birth outcomes despite lacking formal 

schooling compared to their white counterparts. This indicates that they may be 

receiving information regarding pregnancy, maternal health, and proper birthing 

practices from sources other than public and higher university education in the 

United States, sources that most other people in the United States rely on 

(Hoefer & Hoefer, 2017). These other sources could be family or community 

members within the shared cultural social networks of the Hispanic populations 

in South Carolina who share advice and support when someone within the 

community becomes pregnant (Scribner, 1996). Regardless of where information 

on proper pregnancy practices comes from, the Hispanic population likely 

understands and uses this knowledge to effectively lower their chances of infant 
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mortality; it’s not just luck or genetics that enables positive birth outcomes, but 

strong support from social networks (Roy et al., 2020).   

 

Delivery Payment Methods 

 In general, private health insurance enables individuals to access to better 

healthcare than do government health insurance programs. Privately insured 

mothers have higher rates of adequate prenatal care (Green, 2018), face less 

discrimination during birth hospitalization, and report more personalized and 

intimate relationships with their doctors (Gadson et al., 2017). It follows logic 

that mothers with private insurance should have better birth outcomes than 

mothers with public insurance or no insurance at all. However, white mothers, 

who used private health insurance at over double the rate of Hispanic mothers, 

had similar rates of infant mortality as Hispanic mothers in South Carolina from 

2015-2019 (Table 4). Even though Hispanic mothers are more likely to use public 

health insurance plans like Medicaid or self-pay out of pocket for birth expenses, 

their birth outcomes are not adversely affected. Black mothers, however, had 

similarly low rates of using private health insurance to pay for their deliveries as 

Hispanic mothers, but their rates of infant mortality were over double those of 

the Hispanic population, indicating that using public healthcare programs and 
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paying for deliveries out of pocket may not be directly correlated to higher rates 

of adverse birth outcomes.  

 From observations drawn from the data collected in this study, it is clear 

that people within the Hispanic community do not need the services offered by 

the United States healthcare system to have a healthy baby. Using lower quality 

healthcare (i.e., public healthcare programs) or simply self-paying out of pocket 

using no health insurance whatsoever should logically lead to adverse birth 

outcomes; the high rates of infant mortality paired with low rates of private 

health insurance use within the Black population is a perfect example of this 

pattern, especially when compared to the positive birth outcomes and high rates 

of private health insurance use within the white population. Most Americans 

depend on prenatal care services offered through health insurance programs for 

their pregnancies, but it is possible that Hispanic cultural norms and social 

networks discourage unhealthy behaviors and provide support to one another, 

and that this kind of support is an effective substitute for formal western 

medicine.  

 Based on trend analysis performed on data collected from SCDHEC, the 

use of private health insurance is increasing for all populations, and the use of 

self-payments for deliveries is decreasing across the board. Medicaid use is 

decreasing for Black and white mothers, but it is increasing for Hispanic mothers, 
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indicating that insurance support from Medicaid will likely become a more 

important resource for pregnant Hispanic mothers. In coming years, to gain a 

better understanding of the Hispanic health paradox, it will be important to track 

exactly how these individuals are using their healthcare -- the demands of 

pregnant Hispanic mothers for birth-related healthcare, which resources they use 

and which are unnecessary, the quality of services is executed, and overall, the 

importance of publicly funded prenatal care programs to the Hispanic 

population.  

 

Prenatal Care 

Based on the Kotelchuck Index and data in Table 7, Hispanic mothers in 

South Carolina had the highest rates of inadequate prenatal care compared to 

white and Black mothers from 2015-2019. The Kotelchuck index uses a formula 

based on two main factors to assess adequacy of prenatal care: first, when prenatal 

care began (initiation) and second, the number of prenatal visits from when 

prenatal care began until delivery (received services) (SCDHEC, 2021). It is 

important to note that this index does not assess the quality of the visits 

(SCDHEC, 2021). An Inadequate Kotelchuck score indicates that prenatal visits 

started too late and/or happened too infrequently.  
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Administering prenatal care to a pregnant mother is associated with many 

benefits for the mother and the child, including lower rates of preterm and low-

birthweight infants, lower rates of cesarean section, (Dubay et al., 2020) and 

decline in maternal and infant mortality rates (Gadson et al., 2017). 

Administering prenatal care is also essential to managing pregnancy 

complications in higher-risk mothers (Green, 2018). Rates for inadequate prenatal 

care are highest for the Hispanic population, indicating that many babies born to 

Hispanic mothers may be more at risk for mortality. White mothers had the 

lowest rates of inadequate scores, indicating that most of their babies received 

enough care to make them healthier prior to birth.  

 Here the Hispanic health paradox manifests again; despite discrepancies 

in adequacy of prenatal care, Hispanic birth outcomes have consistently been 

similar to white birth outcomes in South Carolina over the past 10 years. 

Additionally, although rates of inadequate prenatal care are decreasing for all 

populations, they are not moving swiftly for the Hispanic population. It is 

possible that pregnant Hispanic mothers and their babies were being cared for in 

a different manner and outside of the structure of a standard “prenatal visit” with 

a doctor working in the United States healthcare system (Byrd et al., 1996). 

Advice and care from familial support systems could be sufficient input to know 

how to prepare the fetus and mother for birth and deliver a healthy baby.  
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It is also possible that Hispanic mothers face fewer complications during 

pregnancy that would make prenatal care essential to their baby’s survival. This 

could be because Hispanic mothers smoke far less than any other ethnic/racial 

group in South Carolina (Table 8), or because rates of obesity are low for the 

Hispanic population compared to rates in the Black population of South Carolina 

(Table 9). It could also be because other community-based factors and 

expectations within Hispanic social networks improve the general health of 

Hispanic people in the United States and South Carolina (Scribner, 1996). 

Regardless of why, Hispanic mothers do not need adequate prenatal care to have 

birth outcomes equivalent to their white counterparts.  

 

Healthy Habits and Lifestyles 

 Administering adequate prenatal care is especially important if the mother 

has unhealthy habits and lifestyles that could lead to complications during 

pregnancy, such as smoking during pregnancy and being obese during pregnancy. 

Unhealthy mothers are much more likely to give birth to unhealthy babies, 

especially if their babies are not closely monitored during pregnancy through 

things like prenatal care visits (Green, 2018).   

It is likely that strong cultural support within the Hispanic communities 

in South Carolina discourages individuals within these social networks from 
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adopting unhealthy behaviors common within United States citizens such as 

smoking, drinking, and poor dietary practices during pregnancy (Bleakney, 2010). 

With fewer individuals participating in unhealthy behaviors (Tables 8 & 9), 

there are likely fewer instances of complications during pregnancy, making 

prenatal care intervention unnecessary.  

 Thus, it is unsurprising that Hispanic mothers, who have by far the lowest 

rate of mothers who smoke (at about 16/1000 compared to about 87/1000 white 

mothers and 50/1000 Black mothers, Table 8), and low rates of obesity (304/1000, 

Table 9) compared to Black mothers (459.3/1000, Table 9), also have very low 

rates of infant mortality compared to Black mothers under similar socioeconomic 

and education statuses. This indicates that mothers who practice healthy habits 

and have healthy lifestyles may not need prenatal care to achieve successful birth 

outcomes. Despite high levels of smoking, the white population of mothers can 

achieve low rates of infant mortality like their Hispanic counterparts, likely 

because of their adequate participation in prenatal care. Black mothers, who had 

high rates of obesity, high rates of smoking during pregnancy, and high rates of 

inadequate levels of prenatal care experience the highest rates of infant mortality 

in South Carolina. Hispanic mothers had low rates of obesity, smoking, and 

infant mortality. This correlation indicates that prenatal care is more necessary 
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for positive birth outcomes when pregnant mothers participate in unhealthy 

habits that increase likelihood of complications. 

 

CONCLUSIONS & RECOMMENDATIONS 

 All people living in the Deep South experience barriers to accessing formal 

reproductive health care through the US healthcare system due to their histories 

of discrimination. Such is especially true for the economically disadvantaged 

racial and ethnic minorities in the region, but Hispanic mothers have seemed to 

find a way to maintain high birth rates and low infant mortality rates despite 

their limited access to high quality reproductive health care services. Hispanic 

mothers have the highest rates of education levels below high school, lowest rates 

of paying for their births with private health care insurance, and highest rates of 

inadequate prenatal care, all of which are factors that in theory limit successful 

birth outcomes. However, Hispanic mothers also have the lowest rates of 

smoking during pregnancy by far compared to their Black and white 

counterparts, and relatively low obesity rates as well, and participating in healthy 

behavioral choices such as these improve birth outcomes.  

Literature based research indicates that this Hispanic Health Paradox of 

low access to quality resources paired with positive health outcomes is likely a 

result of the strong support systems present in Hispanic communities worldwide 
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(Roy et al., 2020). The care and assistance from family members and others 

within the community likely take the place of formal medicine, as these networks 

encourage healthy behaviors like avoiding smoking and obesity during 

pregnancy. Mothers of other racial and ethnic groups in South Carolina 

participate in these unhealthy behaviors at a much higher rate, and while white 

mothers are able to maintain a low infant mortality rate through their 

participation in frequent and high-quality prenatal visits with private health 

insurance and high education levels, Black mothers face high levels of adverse 

birth outcomes due to their lack of access to these resources. Hispanic mothers 

are facing similar levels of economic and social hardship and discrimination as 

Black mothers in South Carolina, but they are able to avoid high levels of infant 

mortality. While this study provides evidence that the Hispanic Heath Paradox 

is very prevalent in maternal health, these explanations behind the paradox are 

still largely assumptions, and could be further explored in additional research.  

One concern regarding the Hispanic Health Paradox is that its benefits 

decrease over generations as Hispanic families living in the US assimilate to local 

American cultures, adopting unhealthy habits and losing their large familial and 

community-based support systems (Scribner, 1996). With this in mind, it is 

likely that mothers of later generations of Hispanic immigrants will face a gap in 

their pregnancy support systems as they continue to face economic and social 
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barriers in accessing quality care US health care system while losing support 

from community networks.  

Losing the benefits of the Hispanic Health Paradox will create a need 

within the community for accessible, affordable, high quality health care. Trends 

from this study show that Hispanic mothers are using public programs like 

Medicaid to pay for their pregnancies at an increasing rate. Medicaid providers 

should keep this trend in mind when developing their programs, and tailor 

services to the needs faced by the population of Hispanic mothers. Removing 

barriers like language differences, lack of cultural understanding by medical 

professionals and ethnic discrimination by providing support to migrant and 

Spanish speaking communities through culturally sensitive services provided by 

bilingual staff will be key to maintaining low infant mortality rates within the 

Hispanic populations in South Carolina as well as those all around the United 

States (Fryer et al., 2021).   

Community based support systems have been shown to aid in creating 

favorable birth outcomes for participating mothers. Such has been indicated by 

the Hispanic Health Paradox, but other successful programs such as First Steps, 

Washington State’s expanded Medicaid prenatal and post-partum care program, 

observed more favorable birth outcomes due to the increased psychosocial 

support offered through the program (Arima et al., 2009). Creating spaces where 
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groups of pregnant women can meet, be educated on healthy behaviors, learn how 

to access prenatal services, and be emotionally and financially supported during 

their pregnancy can be very beneficial to fetus, infant, and maternal health. These 

support systems can also help to make mothers more comfortable with their 

doctors and decrease the social distance between doctor and patient. Community 

support systems, combined with quality health care tailored to the needs of the 

Hispanic and other minority populations should improve infant mortality rates 

for the United States as a whole.  

While Hispanic mothers experience high levels of economic and social 

hardships in the United States, they are still able to give birth to healthy babies 

at high rates nearly equal to that of their economically and socially privileged 

white counterparts. In order to maintain these successful health outcomes, it is 

essential that public healthcare providers tailor their services to minority 

populations and create systems of community support as the benefits of the 

Hispanic Health Paradox diminish over generations. While this study focuses 

mainly on South Carolina, doing so in all states throughout the Deep South and 

the whole United States will likely decrease the country’s high rates of maternal 

and infant mortality, and advance the US in its global standing of infant and 

maternal health. Decreasing the social distance and biases that exist between 
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health care providers and minority populations is an essential step towards 

improving infant and maternal health throughout the United States.  

APPENDIX 

 

Rates calculated per 1,000 births. 

 

 

Rates calculated per 1,000 births.  
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Rates per 1,000 live births from mothers with education level less than high 

school. 

372.8 of each 1000 babies born to Hispanic mothers had mothers with an education level 

less than high school.  

 

Rates per 1,000 live births paid for using private health insurance.  

207.4 of each 1000 live births for Hispanic mothers were paid for using private 

insurance. 
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Rates per 1,000 live births paid for using Medicaid.  

623.5 of each 1000 live births for Hispanic mothers were paid for using Medicaid. 

 

Rates per 1,000 live births paid for using self-pay.  

115.7 of each 1000 live births for Hispanic mothers were self-paid for. 

 

Rates per 1,000 live births from mothers with inadequate prenatal care based on 

the Kotelchuck Index.  
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273.9 of each 1000 babies born to Hispanic mothers had inadequate prenatal care based 

on the Kotelchuck Index.  

 

Rates per 1,000 live births from mothers using tobacco during pregnancy.  

16.3 of each 1000 babies born to Hispanic mothers had mothers that used tobacco during 

pregnancy. 

 

 

Rates per 1,000 live births from mothers who were obese prior to their 

pregnancy. 

304.0 of each 1000 babies born to Hispanic mothers have obese mothers. 
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