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Public Housing Subsidies
May Improve Poor
Children's Nutrition

Poor families are increasingly unable
to afford basic necessities. Even with
maximal participation, food assistance
programs cover only 34 to 66% of food
costs for families in Boston, Mass.1 Hous-
ing costs may limit the food budget of
these families: in Boston, 63% of Aid to
Families with Dependent Children recip-
ients spend over 75% of their grant on
rent.1 However, tenantswho receive pub-
lic rent subsidies spend only 25 to 30% of
theirincomeon rent.We performed a pilot
study to test the hypothesis that nutri-
tional status is better among low income
children whose families receive public
housing subsidies compared with similar
children whose families do not, presum-
ably reflecting a reduced pressure on fam-
ily food budgets.

We reviewed height, weight, and he-
matologic data from all children between
the ages of 6 months and 6 years attending
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the Pediatric Primary Care Clinic, Boston
City Hospital, for health maintenance vis-
its from October 1989 through April 1990.
This clinic serves a predominantly low-
income minority population. Demo-
graphic data (age, sex, race, parent's
name, address, method of payment) were
collected from the hospital's registration
system. Based on the parent's name and
address, the Boston Housing Authority
and the Metropolitan Housing Authority
classified the families as either receiving
public housing subsidies or not and sup-
plied these data in an anonymous fashion.

Datawere collected from 580 consec-
utive children. Ninety-six percent were
minority, and 79% were either insured by
Medicaid or were without insurance.
There were no significant differences in z
scores for height-for-age, weight-for-
height, or weight-for-age between chil-
dren in subsidized and nonsubsidized
housing. Hematologic data were available
for 503 children; 142 (28%) were iron de-
ficient as defined by hemoglobin or hemat-
ocrit levels-below Centers for Disease
Control cutoff values2 or an erythrocyte
protoporphyrin level 35 mcg/dl or greater
with a lead level less than 25 mcg/dl.3
Nineteen percent of children whose fam-
ilies were classified as receiving housing
subsidies were iron deficient, compared
with 30%o of children whose families were
not so classified (P = 0.055). Logistic re-
gression analysis showed that a lack of
housing subsidy contributed to a risk of
anemia at a marginal level of significance
(odds ratio = 1.8; 95% confidence interval
= 0.95, 3.39; P = 0.0695).

While this was a retrospective pilot
study in which a limited number of vari-
ables were examined and housing status
could not be verified, these findings sug-
gest that subsidized housing may protect
low income children against iron defi-
ciency. Providers of health care for poor

US children should be aware of the ongo-
ing high prevalence of iron deficiency in
some populations, especially for those
with excessive housing costs. Future pop-
ulation-based nutritional surveys should
include questions regarding housing sub-
sidies. []
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The Effect of Previous
Cesarean Sections on
Current Cesarean Rates

In their article in the February 1992
Journal, Bertollini et al.' examined the ef-
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fects of hospital payment mode on cesar-
ean section rates in the Lazio region of
Italy. Although Scottish cesarean section
rates appear high compared with those of
other European countries,2 they remain
much lower than those suggested for
Lazio or the United States. However, the
combination of Scotland's cesarean sec-
tions and other operative deliveries pro-
duces rates comparable to Lazio's (1987
figures: 24.3% in Scotland,3 27.1% in
Lazio). One noted consequence of a high
cesarean section rate is an increased pro-
portion of women presenting who have
had a cesarean previously and hence have
a high rate of repeat cesarean sections.4

My analysis of514 193 routinely col-
lected Scottish births, taken from the ma-
ternal and neonatal forms of the system
of Scottish morbidity records (forms
SMR2 and SMR115), indicate the predic-
tive value of a previous cesarean section
in determining the mode of delivery in a
woman's current pregnancy. Over the
period 1980 to 1987, the odds ratio of ce-
sarean section associated with a previous
cesarean was 12.26 (95% confidence in-
terval [CI] = 9.64, 15.59) among women
aged 20 to 35 with a breech presentation
and 37.81 (95% CI = 36.33, 39.35) among
women of the same ages with a presen-
tation other than breech. For women
with a previous cesarean section when
the current presentation was not breech,
Figure 1 illustrates the general decline
from 1980 to 1987 in the log odds of ce-
sarean sections in three age groups, but
even the (relatively) low point at 1986
represents an odds ratio of 19.59 among
women aged 20 to 35 years. Given such
figures, it must be plausible that private
hospitals in Lazio, with a higher-than-
average cesarean section rate, are likely
to have a high proportion ofwomen pre-
senting with a previous cesarean. The
magnitude of risk involved means that
small differences in case mix could con-
ceivably explain a substantial part of the
difference in crude section rates (even as-
suming that this risk is constant across
payment mode).

Even if there is no difference, be-
tween the three modes ofpayment, in the
proportion ofwomen with a previous ce-
sarean section delivery, it is possible that
differing policies on repeat cesareans
could lead to substantial differences. In a
recent analysis of 96 Scottish maternity
hospitals,6we demonstrated how the per-
formance of a hospital that undertook
48% fewer cesareans than expected was
largely attributable to a significantly
lower risk attached to the 14% of the
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women presenting who had had a previ-
ous cesarean. O

Aaair Leykmd, MSc
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Beitollini and Coleagues
Respond

We would like to thank Dr. Leyland
for the interesting comments on our pa-
per.1 He correctly underlines that re-
peated cesarean sections are one of the
major determinants of the increase of the
cesarean section rate over the previous
years in many countries.23 Unfortu-
nately, previous cesarean section is not
available on the Italian birth certificate;
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