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Health Aspects of
Pregnancy and
Childbirth

by Elsie R. Pamuk, M.A. and William D.
Mosher, Ph.D., Division of Vital Statistics

Introduction

In 1900, the infant mortality ratc in the United States
was about 100 infant deaths per 1,000 live births (Shapiro,
Schlesinger, and Nesbitt, 1968). At that time, more than
half of infant deaths werc postneonatal (after the first 27
days of life) and were due primarily to the infant’s environ-
ment, especially infections causing diarrhea and respiratory
illnesscs (McCormick, 1985; NCHS, 1986a; Shapiro, Schle-
singer, and Nesbitt, 1968). Between 1900 and 1950, infant
mortality rates declined by about 70 percent, to 29 per
1,000 births. In 1950, about two-thirds of infant deaths
were neonatal (during the first 27 days of life) (NCHS,
1986a). Between 1950 and 1982, the infant mortality rate
fell from 29 to 11.5 per 1,000 live births, but neonatal
deaths still made up two-thirds of infant deaths. The major
causes of nconatal dcath stem from conditions that develop
during pregnancy (Brown, 1985; McCormick, 1985;
Shapiro, Schlesinger, and Nesbitt, 1968). Low birth weight
was a factor in two-thirds of neonatal deaths in 1982, just as
in 1950 (Brown, 1985; McCormick, 1985; Shapiro,
Schlesinger, and Nesbitt, 1968; Shapiro et al., 1980).

Infant mortality for births to white women has been
substantially lower than for births to women of other races
in the 20th century (NCHS, 1986a; Shapiro, Schlesinger,
and Nesbilt, 1968). Further, the 1982 rate was higher in the
United States than in a number of other industrialized
countries (Shapiro et al., 1980). Progress in reducing infant
mortality probably will depend on reducing neonatal mor-
tality and the conditions in pregnancy that cause it
(Behrman, 1985; Brown, 1985; Institute of Medicine, 1985;
McCormick, 1985; NCHS, 1981a; Shapiro et al, 1980).
Accordingly, this report presents the first comprchensive
analysis of the data from the National Survey of Family
Growth on health aspects of pregnancy and childbirth.
These measures of health may be useful in assessing the
risk of infant mortality among various groups in the United
States.

The National Survey of Family Growth (NSFG), a
periodic survey conducted by the National Center for
Hcalth Statistics, is designed to provide information on
fertility, family planning, and aspecets of maternal and infant
hcalth that are closcly related to childbearing. This report
presents a wide range of data from the survey on health
aspects of pregnancy and childbirth, including:

o The number of months women had been pregnant
when they began receiving prenatal care for that preg-
nancy (tables 1-6).

o Whether they received their prenatal care for that
pregnancy from a private doctor, a hospital clinic, or
another kind of clinic (tables 7-12).

® Whether women smoked during their most recent
pregnancy, and if so, how much they smoked (tables
13-18).

& Whether women drank alcoholic beverages during
their most recent pregnancy, and if so, how often
(tables 19-24).

® The proportion of babies weighing 5% pounds or less at
birth (tables 25 and 20).

e How dcliverics were paid for (sources of payment,
tables 27-32).

e Trends in sources of payment for delivery of live births
in 1973 and 1982 (table 33).

Note that the measures of health in this report are
arranged in temporal order—that is, the order in which
they usually occur: from first prenatal visit (tables 1-12) to
smoking and drinking during pregnancy (tables 13-24) to
birth weight (tubles 25 and 26) to sources of payment for
the birth (tables 27-33). These data arc shown separatcly
for pregnancices of women of all races, of white women, and
of black women, in relation to

¢ The mother’s age and marital status when the preg-
nancy ended.

e Birth order or pregnancy order.

®  Whether the pregnancy had been wanted by the mother
at the time of conception.

The data are also shown by selected characteristics of
thc woman at the date of interview, including geographic
region, education, most recent occupation, income (as a
percent of poverty level), whether she had received Medic-
aid, and residence (metropolitan or nonmetropolitan). The
sample size was not large enough to study pregnancics of
Hispanic women in the same amount of detail as for white
and for black women, but data arc shown for Hispanic
women in the text tables.



In tables 1-12 and 25-33 of this report, data are
presented on prenatal care, low birth weight, and how
delivery was paid for. In these tables, the unit of analysis is
the pregnancy or birth. Women who had more than one
pregnancy arc included once for each pregnancy, and
women who had never been pregnant are excluded entirely.
For ¢xample, a woman who had her first birth in 1979 at
agc 19 and her second birth in 1981 at age 21 would be
counted twice in tables 1-12 and 25-33. For convenience in
writing, the word “women” is somctimes used in the text
when discussing data in tables 1-12 and 25-33, but the
reader should note that these tables refer to pregnancies or
births,

The range and richness of the data shown here are not
matched in any other source of national information. For
example, this report contains data on miscarriages and

stillbirths as well' as live births, This report also contains
information on income, occupation, and receipt of Medic-
aid, which is not available in other published reports based
on national data sources.

The data shown here may be useful for measuring the
adequacy of medical care during pregnancy, the sources
women use to obtain and pay for prenatal and obstetric
services, certain health practices during pregnancy, and
birth weight, one important measure of pregnancy out-
come.

Certain other measures related to pregnancy outcome
were analyzed in a previous report (NCHS, 1987a); those
measures included infertility, surgical sterilization, pelvic
inflammatory disease, spontaneous pregnancy loss, and
cesarean section.



Summary of principal
findings

There are large differences by race and Hispanic origin
in many aspects of the health of women during pregnancy
and in the health of their infants. This is why data are
presented separately for pregnancies of white, black, and
Hispanic women. One major finding of this report is that
the large race differences observed in timing of the first
prenatal visit, in rates of low birth weight, and in sources of
payment for delivery were limited primarily to ever married
women.

Timing of the first prenatal visit—Black women were
less likely to receive early prenatal care than white women.
Nearly 70 percent of white women began prenatal care in
the first trimester of pregnancy, compared with only 53
percent of black women (figure 1). However, the percents
receiving early prenatal care were similar by race in the
highest categories of education, income, and occupational
status.

For both white and black births, prenatal care was less
likely to begin in the first trimester if the mother was a
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Figure 1. Percent of mothers receiving prenatal care in the first trimester,
by race and marital status: United Statesg, 1979-82
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teenager, had never married, had not finished high school,
had never worked, had a low income, was receiving Medic-
aid, or if her pregnancy was unwanted at conception
(figure 1).

Births to Hispanic women were more likely to have
received prenatal care only after the fifth month of preg-
nancy, or not at all, than were those to non-Hispanic white
women. About 7 percent of all pregnancies received no
prenatal care at all, but fewer than 2 percent of pregnancies
ending in live birth received no care at all.

First source of prenatal care—For about 80 percent of
pregnancies of white women, first prenatal care was by
private doctors, compared with only 48 percent of pregnan-
cies of black women (figure 2). Among both black and
white women, pregnancies to teenagers and never married
women were less likely to receive prenatal care from
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Figure 2. Percent of women who received prenatal care for a pregnancy
ending in 1979-82 whose first prenatal care was from a private physician,
by race and marital status of mother at outcome: United States, 1982



private physicians than pregnancies to older women and
ever married women.

For a given pregnancy, women who received early and
continuous prenatal care (that is, who began care in the
first trimester and had a visit at least once a month there-
after) were less likely to have attended a clinic for their first
visit than women who received later or discontinuous care.

Smoking during pregnancy—About 69 percent of
women did not smoke at all during their most recent
pregnancy. The proportion of women not smoking at all
was similar for white and black women. However, white
women were more likely to have smoked 15 or more
cigarettes per day than were black women (16 percent
versus 10 percent), especially younger, less-educated, and
never married women (figure 3).

White women with less than 12 years of cducation were
almost three times as likely to have smoked 15 or more
cigarettes per day during their most recent pregnancy than
were college-educated women (26 percent versus 9 percent,
figure 3). Heavy smoking declined as education increased
among black women, as well, although not as sharply.

For both white and black women, those whose preg-
nancies ended in spontaneous loss were more likely to have
smoked than were women whose pregnancies ended in live
birth.

Drinking during pregnancy—About 12 percent of
women drank alcoholic beverages at least once a week dur-
ing their most recent pregnancy, and the proportions were
similar for black and white women. For both races, alcohol
consumption increased with the age of the pregnant
woman.

Women whose most recent pregnancy ended in spon-
taneous loss were almost twice as likely to have consumed
alcohol once a week or more (19 percent) as were women
whose pregnancy ended in live birth (11 percent). This
difference was found for both white and black women.

In contrast to cigarette smoking, alcohol consumption
during pregnancy was more common among white women
with some college education than among those with less
education (figures 3 and 4). The proportion of white
women who drank alcohol once a week or more during
their most recent pregnancies was more than twice as large
for women with some college education (17 percent) as for
those having less than 12 years of schooling (8 percent), but
for black women the reverse was true (8 percent versus 17
percent, figure 4).

Hispanic women were more likely to have abstained
from smoking than non-Hispanic white women (83 percent
versus 67 percent), and more likely to have abstained {rom
drinking alcohol during their most recent pregnancy than
non-Hispanic white women (69 percent versus 50 percent).

Low birth weight—The proportion of babies who were
low birth weight was twice as high for black as white
mothers (12 percent versus 6 percent). For never married
mothers, however, there was no significant difference by
race in the percent of low birth weight (figure 5).

Babies born to mothers who had smoked 15 or more
cigarettcs a day during pregnancy had about three times the
incidence of low birth weight (13 percent) seen for babies
born to mothers who had not smoked at all (4 percent). An
increased risk of low birth weight was found for both white
and black women who smoked (figure 6).
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Figure 3. Percent of ever married women who smoked 15 or more cigarettes per day during their most recent pregnancy, by race and education:
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Sources of payment for delivery— About 68 percent of black women were paid for by Medicaid about four times as

deliveries to white women used private medical insurance often as were births to white women (30 percent versus 7
as a source of payment for delivery, compared with only 38 percent, figure 7). Black births were also nearly twice as
percent of deliveries to black women (figure 7). Births to likely as white births (15 percent versus 8 percent) to be
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Figure 7. Percent of live births in 1979-82 that were paid for, in whole or in part, from specified sources, by race of mother: United States, 1982
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paid for by other government sources. Race differences in
source of payment for delivery were not significant for
never married women.

Between 1973 and 1982, the proportion of live births
paid for entirely by private medical insurance increased.
The proportion paid for out of pocket, with or without

private medical insurance, declined (figure 8). The propor-
tion of births paid for by Medicaid or other government
sources did not change significantly overall, but the propor-
tion paid for using government funds other than Medicaid
increased for black women, women who had not finished
high school, and women with low incomes.



Source and limitations
of the data

Cycle III of the National Survey of Family Growth
(NSFG) was based on personal interviews with a multistage
area probability sample of 7,969 women 15-44 years of age
in the civilian noninstitutionalized population of the conter-
minous United States. For the first time, women were
eligible for interview regardless of their marital status.

Between August of 1982 and February of 1983, 4,577
white women, 3,201 black women, and 191 women of other
races were interviewed. Black women and women 15-19
years of age were sampled at higher rates than others, to
increase the reliability of statistics from these groups. Each
interview was conducted in person and focused on the
respondent’s marital and pregnancy history, her use of
contraception, whether each pregnancy had been planned
at the time of conception, her use of family planning and
infertility services, her physical ability to bear children, and
a wide range of social and economic characteristics. Ques-
tions were also asked about prenatal care, the weight of
each child at birth, smoking and drinking during the last
pregnancy, and sources of payment for delivery of live
births. Interviews were conducted by trained female inter-
viewers and lasted an average of 1 hour.

Characteristics such as race, origin, parity, education,
and geographic region refer to the woman who was
interviewed. For convenience in writing, in this report,
expressions such as “black births” refer to births to black
women, regardless of the race of the father. Similarly,
women living in families with incomes below 150 percent of
the poverty level are referred to as low-income women, and
women living in families with higher incomes are referred
to as high-income women.

The statistics cited are estimates for the national pop-
ulation from which the sample was drawn. Because the
estimates are based on a sample, they are subject to
sampling variability. Further, nonsampling errors may have
been introduced during interviewing, data processing, and
analysis, although quality control measures were used at
each stage to minimize error. Further discussion of the
survey design, definition of terms, and sampling variability
can be found both in the appendixes and in a detailed
report (NCHS, 1985a) on the design of the survey.

In this report, the term “similar” means that any
observed difference between two estimates being compared
is not statistically significant; terms such as “greater,”
“less,” “larger,” and “smaller” indicate that the observed
differences are statistically significant at the 5-percent level
using a two-tailed ¢-test with 39 degrees of freedom. State-
ments about differences that are qualified in some way (for
example, “the data suggest™) indicate that the difference is
significant at the 10-percent but not at the 5-percent level.

The following sections include comparisons with other
data and detailed descriptions of survey findings on when
prenatal care began, the source of prenatal care, smoking
and alcohol use during pregnancy, birth weight, and sources
of payment for delivery of live births. Appendix I contains
technical notes on how the survey was designed and con-
ducted; appendix II, definitions of technical terms used in
the report; and appendix III, the survey questions on the
topics covered in this report.



Comparisons with
other data

The data in this report are from the 1982 National
Survey of Family Growth. The NSFG is the only source of
reliable national data on the source of prenatal care (pri-
vate doctor, hospital clinic, or other clinic—tables 7-12)
and on the sources of payment for delivery of live births
(insurance, Medicaid, and so forth-—tables 27-33).

Low birth weight—Data on birth weight are published
cach year from the birth registration system for the United
States and for each State, by such characteristics as race,
age and education of the mother, birth order, and month of
the pregnancy for which prenatal care began. It is impor-
tant to emphasize that the birth registration data are based
on complete counts of all births and refer only to births in a
particular calendar year, but the data in this report are
based on a sample of births and refer to births in several
calendar years up to 1982, In addition, the data on low birth
weight—35 pounds 8 ounces (2,500 grams) or less—in this
report refer only to single live births, not all births. The
following table shows a sample comparison—the percent of
single live births that were low birth weight by race, from
the 1982 NSFG and the 1981 data on registered births
(NCHS, 1985b):

NSFG Registered

Race (x2 slandard errors)  births, 1981
Allraces. . . .. cvvv e 66 (=1.0) 5.9
White. ............... 56 (x1.0) 4.8
Black. .. ............. 122 (£1.7) 11.3

The numbers in parentheses after the NSFG figures
show two standard errors around the NSFG estimate. In
each case, the NSFG data and the data from the registered
births are within two standard errors of cach other; that is,
the NSFG estimates do not differ significantly from the
birth registration data.

Another source of data on low birth weight is the 1980
National Natality Survey (NNS), which was based on a
sample of about 10,000 births in 1980. Questionnaires were
sent by mail to mothers and health care providers to obtain
additional information about the births (Placck, 1984).

Timing of the first prenatal visit—In the NSFG, the
mother was asked the following question for each birth that
occurred in 1979-82: “During this pregnancy, did you ever
visit a doctor or clinic for prenatal care?” If the mother
answered “yes,” she was asked: “How many months preg-
nant were you when you first visited a doctor or clinic for
prenatal care?”

On the birth registration certificate, the entry reads
“month of pregnancy prenatal care began™ (first, second,
etc.). This was obtained either from the mother herself or
from physician records.

Differences between the wording of these questions
and those asked on the certificate of live birth and the NNS,
as well as differences in methods of data collection, the
time reference of the questions, and sampling error, ac-
count for variation among the three data sources in the
observed percents of women who began care within a
specified period.

In general, a smaller proportion of respondents to the
1982 NSFG than of mothers in the NNS or of those in the
vital records reported beginning care in the first trimester;
76.3 percent of 1980 birth certificates reported care in the
first trimester of pregnancy (Forrest and Singh, 1987), but
NSFG data show 65.9 percent of live births occurring
between 1979 and the date of interview as receiving first-
trimester care (table 1). These differences are important,
because they give different estimates of the amount of
progress that has been made toward the goal of timely
prenatal care for all mothers and babies. It is not clear
which source—the birth certificates, the NNS, or the
NSFG—gives the most accurate estimate of the true level
of first trimester prenatal care, and further methodological
research is necessary to answer this question (Forrest and
Singh, 1987). However, all three sources—the NSFG, the
1980 NNS, and the vital statistics—show that black, unmar-
ried, teenage, and less educated women get first-trimester
prenatal care less often than do others (Forrest and Singh,
1987; Ingram, Makuc, and Kleinman, 1986; NCHS, 1978a).
This strengthens confidence in the NSFG findings for vari-
ables not contained in the NNS or vital statistics.

Smoking and alcohol consumption during pregnancy—
These data are not available from the birth registration
system. They are available for marricd mothers from the
1980 NNS (Prager ct al., 1984). Thus the NSFG data on
smoking and alcohol use during pregnancy for never mar-
ried and formerly married mothers are not available from
any other reliable national source.

Other differences—The NSFG contains a number of
variables that were not collected in the birth registration
statistics in the early 1980’s. These include the following:

® Income.
e Current receipt of Medicaid.
¢ Most recent occupation.



® Wantedness of the pregnancy. edness, and smoking and alcohol use. Therefore, the data
® Sources of payment for births. for unmarried mothers by income, occupation, and wanted-
e Smoking and alcohol use during pregnancy. ness and the data on smoking and drinking during preg-
® Type of provider of prenatal care. nancy for unmarried mothers are not available from any

Of these, the following were collected in the 1980 NNS, other national source.

but only from married mothers: income, occupation, want-

10



Findings

Timing of the first prenatal visit

In numerous studies, mothers receiving prenatal care
have becn shown to have better birth outcomes than have
mothers receiving no care. In these studies, prenatal care
has been associated with a lower incidence of low birth
weight, lower neonatal mortality, less need for nconatal
intensive care, and lower hospital costs (Moore et al., 1986;
Kotelcheck et al,, 1984; Heins et al., 1983; Leveno et al,,
1985). Further, most studies show that the impact of pre-
natal care is greatest for adolescent, unmarried, Hispanic,
black, and other high-risk women (Kotelcheck et al., 1984;
Greenberg, 1983; Peoples and Siegel, 1983).

Prenatal care is important because most interventions
to improve pregnancy outcome must occur in the context of
prenatal care (Institute of Medicine, 1985; NCHS, 1981a).
Prenatal care makes it possible to offer counseling on
nutrition, smoking, and alcohol and drug consumption
during pregnancy; to identify medical conditions such as
high blood pressure and diabetes; to assess the risk of
problems such as preterm delivery, premature rupture of
membranes, and low birth weight; and to manage these
problems appropriately (Brown, 1985; Institute of Medi-
cine, 1985; NCHS, 1981a; Bechrman, 1985; Moore et al,,
1986; Heins et al., 1983; Leveno et al., 1985).

The timing of the beginning of prenatal care is widely
used as a convenient, if imperfect, indicator of the adequacy
of care. Recognizing its importance, the Surgeon General
of the United States in 1980 sct a goal that by 1990, at least
90 percent of women in all countics and of every racial and
ethnic group would be obtaining prenatal care during the
first trimester (Koontz, 1984). The data in this section will
help to reveal the status of prenatal care in various social
groups in the United States ncar the beginning of the
1980's.

Data on the timing of the first prenatal visit are shown
for live births in tables 1-6 in order to compare pregnancies
of approximately cqual length. For example, most preg-
nancy losses occur carly (Leridon, 1977); thus when older
women (who have more pregnancy losses) are compared
with younger women (who have fewer losses), more older
than younger women would be expected to have received
no care, because more of their pregnancies did not last 9
months. In fact, as shown in table 7, women who had
pregnancy losses are much more likely than mothers of live
births to receive no prenatal care at all, apparently because

many women do not know they are pregnant until a miscar-
riage occurs or miscarry shortly after they find out. Thus, a
woman who has a miscarriage in the first trimester, before
beginning prenatal care, would be classified as receiving no
care, largely because the pregnancy ended before she had a
chance to seek prenatal care. To avoid this problem, mis-
carriages are excluded from tables 1-6. Stillbirths are ex-
cluded because there were too few in the survey to study
separately and because limiting the data to live births
makes the data more comparable to the other data on live
births in this report and to those in the tables based on the
birth registration system.

Characteristics of the pregnancy—Data from the NSFG
show that the timing—and by implication the adequacy—of
prenatal care varies considerably by age (table 1). Less than
half (46 percent) of births to tecnaged mothers received
early care, compared with three-quarters of births to
women aged 25-29 years. About 17 percent of births to
adolescent mothers received care only after the fifth full
month of pregnancy or not at all, three times the proportion
among births to mothers aged 25-29. Second births were
somewhat more likely to receive care in the first trimester
(73 percent) than were first births or third or higher-order
births (63 and 60 percent, respectively). These findings by
age and birth order are consistent with those reported by
Ingram et al. (1986) and by Taffcl (NCHS, 1978a), based
on vital statistics data.

Births to never married women were much less likely
to have received care early in the pregnancy than were
births to ever married women (table 1). Only 44 percent of
births to never marricd mothers had care initiated in the
first trimester, compared with 71 percent of births to cver
married women. Births to never marricd women were
much more likely to get late prenatal care or no care than
births to ever married women. These findings arc consistent
with those {rom other national data sources (Forrest and
Singh, 1987; Ingram, Makuc, and Kleinman, 1986; NCHS,
1978a). Similarly, only half (50 pcrcent) of all unwanted
births and only 56 percent of mistimed births received
first-trimester care, compared with 73 percent of births that
were wanted at the time they were conceived (“wanted
then” in table 1).

Comparing tables 2 and 3 reveals large differences in
the timing of prenatal care by race. White mothers reported
that prenatal care began in the first 3 months of pregnancy
for 69 percent of their births between 1979 and the date of
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interview; this compares with only 53 percent of those of
black women (figure 1). Much of this difference was made
up in the fourth or fifth month of pregnancy—37 percent of
black births had had prenatal care beginning in the fourth
or fifth month, compared with 24 percent of white births.
The percents in the last timing category are similar by race
(tables 2 and 3).

The pattern of variation in the timing of the first
prenatal visit by age, birth order, marital status, and want-
edness status for both white and black births is generally
consistent with the pattern just described for all races
combined. For example, the difference in the percent of
births receiving prenatal care in the first trimester between
those with mothers aged 25-29 and those with teenaged
mothers was approximatcly 26 percentage points for both
white and black women; and births to never married
women were much less likely to get early care in each racial
group (figure 1). The data suggest, however, that the
difference in the timing of prenatal care between unwanted
births and those that were appropriately timed was larger
for black (28 percentage points) than for white women (19
percentage points).

Hispanic origin—The timing of prenatal care for births
to Hispanic women is shown in table A according to age

and marital status. These data are compared with those for
non-Hispanic white and non-Hispanic black births scpa-
rately, because the differences between white and black
non-Hispanic births are so large that using an overall
“non-Hispanic™ category for comparison would be mislead-
ing (Ingram, Makuc, and Kleinman, 1986; Felice et al,,
1986; Chavez et al., 1986; Williams et al., 1986).

The data in table A suggest that age and marital status
differences in the timing of prenatal care for Hispanic
births are considerably different from the general pattern
(NCHS, 1978a). For example births to Hispanic teenagers
were more likely to have received first-trimester care than
births to non-Hispanic white teenagers (64 percent versus
45 percent). In contrast, births to Hispanic women aged 20
years and older were much Jess likely to receive first-
trimester care than births to non-Hispanic white women
(46 percent versus 66 percent at 20-24 years of age).

Another contrast between Hispanic and other births is
shown in the data by marital status in table A. Births to
never married non-Hispanic white women were much less
likely to receive early prenatal care than births to ever
married non-Hispanic white women (39 percent versus 74
percent). The same was true for non-Hispanic black women
(43 percent versus 63 percent). However, among Hispanic

Table A. Number of pregnancies ending in a live birth in January 1979 or later to women 15-44 years of age and percent distribution by
months pregnhant when prenatal care began, according to race, origin, and age and marital status at birth: United States, 1982

{Statistics are based on a sample of the household population of the conterminous United States. See appendixes [ and Il for discussion of the sample design,

sampling variability, and definitions of terms}

Months pregnant when prenalal care began

Number in Less than 3or4 & months or
Characlerislic thousands Total 3 months months more or no care
Percent distribution

Hispanic . . .. ... . i e 14,704 100.0 58.1 25.8 16.1
Mother’s age at time of birth:

Under20years .. ... .. ..o et mnennnnnnns 380 100.0 64.0 *20.0 *16.0

20~24YRAIS . . v i e 527 100.0 46.2 35.9 *17.9

2544 VYRAIS . . ...t e e 796 100.0 63.1 *21.9 *15.0
Mother’s marital status at time of birth;

Nevermarried . . .. ... ...ttt 480 100.0 58.5 *19.8 *21.7

Evermarried. . .. ... ... i e 1,222 100.0 58.0 28.0 *14.0
Non-Hispanicwhite . . . .......... ... ..., 110,248 100.0 70.4 23.2 6.4
Mother's age at time of birth:

UNder20Years ... ... ovieim e ineneeenen 1,016 100.0 45.0 40.0 *15.0

20-24YEAMS . . ... e e e e e 3,389 100.0 66.1 267 *7.3

2544YQAIrS . . .. . e e 5,842 100.0 77.4 18.2 *4.4
Mother's marital status at time of birth:

Nevermarried . . . . . ... ..ttt 913 100.0 39.1 43.8 *17.1

Evermarried . . ... ... .. ... 9,311 100.0 73.6 21.1 5.4
Non-Hispanicblack . . . .. ...... ... ... ... ... .. 12,020 100.0 52.7 36.9 10.4
Mother’s age at time of birth:

Under20years ........... .00 ienenennn. 512 100.0 37.9 43.8 18.3

2024 9RAIS . . ... e e 755 100.0 53.7 38.3 *8.0

O54AYRATS . . . i v e e e e 752 100.0 62.0 30.7 *7.2
Mother's marital status at ime of birth:

Nevermarried . . .. ... .ottt it 1,021 100.0 43.2 41.6 16.2

Evermarried . . ... ... ... e 995 100.0 62.5 32.1 *5.3

Yincludes births for which mother's marital status at birth was unknown and other races, not shown separately.
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births there was almost no difference by marital status in
the proportion receiving early prenatal care (59 percent
versus 58 percent, table A).

Showing Hispanic births separately appears to affect
white-black comparisons of the timing of prenatal care. For
example, comparison of data for white and black women in
tables 2 and 3 and in table A shows that excluding Hispanic
births from the comparisons for tecnage births cuts the race
difference in half, making it nonsignificant:

Percent receiving care
in first 3 months

Tables
Teenage mothers 2and 3 Table A
White. .. ..... ... 0. 50.9 45.0
Black. ... ......c... .. 37.0 37.9
Difference. . ........... 13.9 741

The slightly greater proportion of births to never mar-
ried non-Hispanic black mothers receiving care in the first
trimester (43 percent) compared with the proportion for
never married non-Hispanic white mothers (39 percent,
table A) is not statistically significant, but it is consistent
with findings from vital statistics and the 1980 NNS
(Forrest and Singh, 1987; NCHS, 1978a).

These differences suggest that the pattern of the time
of first prenatal care by age and marital status differs by
Hispanic origin, with teenage and never married Hispanic
women resembling non-Hispanic white women, and older
and ever married Hispanic women resembling
non-Hispanic black women. An overall Hispanic versus
non-Hispanic comparison would obscure these two distinct
patterns of prenatal care. Further, differences by Hispanic
origin sometimes affect comparisons of white and black
women as shown above. The sample sizes for Hispanic
pregnancies are too small to investigate these hypotheses in
greater detail in this report, but these findings suggest that
it will be most useful to show Hispanic pregnancies by age
and marital status and contrast them with pregnancies of
non-Hispanic white and non-Hispanic black women sepa-
rately.

Characteristics of the mother—The timing of first pre-
natal care for all live births since January 1979 by sclected
characteristics of the mother at the date of the NSFG
interview is shown in table 4.

The timing of prenatal care differed sharply with the
socioeconomic characteristics of the mother. Fewer than
half of births to mothers with less than 12 years of schooling
received prenatal care in the first trimester (48 percent),
compared with more than three-fourths of infants born to
mothers with some college (77 percent). About 18 percent
of births to the least educated women received carc only
after the fifth month of pregnancy or not at all, compared
with only 3 percent of births to college-educated women.

The largest differences in the timing of prenatal care
are in the mother’s most recent occupation. Prenatal care
began in the first trimester for 82 percent of births to
professionals or managers; this proportion declined to less
than 50 percent for births to women working in craft,

operative, or farm occupations, and for women who never
worked. Similarly, the proportion who began care at the
sixth month or later or who never received care ranged
from 3 percent for births to professionals and managers to
21 percent for births to women who had never worked.

Only half of births to low-income women (149 percent
of poverty level or less) began to receive prenatal care in
the first trimester, compared with three of four births to
higher-income women. Similarly, only 46 percent of births
to women receiving Medicaid at the time of the interview
had prenatal carc beginning in the first trimester, compared
with 69 percent for those not receiving Medicaid. This does
not necessarily mean that these mothers were Medicaid
recipients at the time they became pregnant; it is possible
that being pregnant, needing care, and having no other
source of care was the reason they became Medicaid
recipients.

The distribution of births by mother’s region, educa-
tion, occupation, income, and Medicaid status varies by
race; thus the timing of prenatal care for these characteris-
tics is given separately for white and black women in tables
5 and 6. Births to white women living in the Northeast were
more likely to reccive first-trimester care than births to
women in the South (78 percent versus 63 percent, table 5).
This was also true for black women (63 percent versus 49
percent, table 6). The proportion of births to black women
who received early care differcd more sharply by mother’s
educational level than did births to white women. For white
mothers, the proportions beginning prenatal care in the
first trimester werc 52 percent in the lowest education
group and 79 percent in the highest, a range of 27 percent-
age points, but for black mothers this proportion ranged
from 35 percent in the lowest education group to 71
percent in the highest, a range of 36 percentage points.
Thus, births to white mothers with less than a high school
education were more likely to reccive care in the first
trimester (52 percent) than were births to black mothers
with this amount of schooling (35 percent), but among
births to mothers with at least some college, the propor-
tions receiving early care were similar.

There were large race differences in the timing of
prenatal care for sales and clerical and for service workers.
However, the proportions of births receiving first-trimester
care did not differ significantly by race among professionals
and managers or among craft workers, operatives, or farm
workers. In addition, the data also suggest that infants born
to white mothers were more likely to have reccived first-
trimester care than infants born to black mothers regard-
less of whether income at survey date was less than 150
percent of the poverty level or more. However, for infants
born to mothers with incomes of 300 percent of the poverty
level or more, the percents receiving early care were similar
by race—79 percent for white and 78 percent for black
women. There also was no significant race difference in the
timing of prenatal care among births to mothers receiving
Medicaid at the interview date.

In summary, there was no significant difference by race
in the proportion receiving first-trimester prenatal care
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among relatively homogeneous groups: those with incomes
of 300 percent of poverty level or more; craft workers,
operatives, and farm workers; or women receiving Medic-
aid. Race differences are largest within relatively large and
diverse groups, such as women not receiving Medicaid and
high school graduates. In other words, the very large race
difference in receipt of first trimester prenatal care is not
significant when socioeconomic status differences between
white and black women are well controlled for. This suggests
that socioeconomic status, not race itself, is the most
important determinant of early prenatal care.

Receipt of any prenatal care—About 93 percent of all
women who had pregnancies ending in a live birth or
spontaneous fetal loss in 1979-82 received some prenatal
care (table 7). This percent varied from approximately 90
percent among pregnancies of never marricd and teenage
mothers to 96 percent of pregnancies of women aged 25 to
29 years. The proportion receiving prenatal care was even

higher for pregnancies ending in a live birth—98 percent—
with very little variation by age, marilal status, or wanted-
ness status at conception. The proportions receiving prena-
tal care were similar for white and black women and
virtually identical when limited to live births (tables 8
and 9).

The percent of women receiving prenatal care and the
source of care at first visit are shown by race and Hispanic
origin in table B. The data suggest that both overall and at
the older ages, pregnancies to Hispanic women were Jess
likely to receive any prematal care (87 percent overall)
compared with pregnancies to non-Hispanic white women
(95 percent overall). However, the data also suggest that
Hispanic teenagers were somewhat more likely than non-
Hispanic white teenagers to receive any care at all (98
percent versus 87 percent).

Table 10 also shows that pregnancies to women who
had not graduated from high school were less likely to

Table B. Number of pregnancies ending in live births or spontaneous loss in January 1979 or later to women 15-44 years of age,
percent receiving prenatal care, and percent distribution of pregnancies receiving care by source of care at first visit, according to race,
origin, and age and marital status at pregnancy outcome: United States, 1982

[Statistics are based on a sample of the household population of the conterminous United States. See appendixes | and |l for discussion of the sample design,

sampling variability, and definition of termsj

Source of prenalal care
al first visit

Number in Percent recelving Privale Hospital Oiher
Characteristic thousands prenalal care Total doctor clinic clinic
All pregnancies Percent distribution
Hispanic . . . ... .o e 11,993 86.6 100.0 61.8 16.0 222
Mother’s age at pregnancy outcome:
UNder20Years . . ..o v v e it inee i 406 98.3 100.0 66.6 *15.5 *17.9
20-24YQAMS . . . v . e s 570 80.3 100.0 45.8 *24.9 *29.3
25-44YRArS . . .. .. e e 1,018 85.4 100.0 67.9 *11.6 *20.5
Mother's marital status at pregnancy outcome:
Nevermarried . . ... ... ..ot 522 86.6 100.0 52.5 *29.0 *18.5
Evermarried . . .. .. ... e 1,470 86.6 100.0 65.2 *11.4 23.4
Non-Hispanicwhite . . . ... ..... ... ... 112,340 94.6 100.0 82.9 6.1 111
Mother’s age at pregnancy outcome:
Under20years .. ........ ... 1,355 87.1 100.0 66.0 *16.5 *17.5
2024 YQATS . . .. e e e 3,882 95.2 100.0 75.0 7.5 17.5
25-44YEAIS . . .. e e e 7,104 95.7 100.0 90.2 *3.4 6.4
Mother’s marital status at pregnancy outcome:
Nevermarried . . ... .......... e e e 1,230 91.4 100.0 52.2 *18.5 29.3
Evermarred . . ... . ... .. .. 11,086 94.9 100.0 86.1 4.7 9.2
Non-Hispanic black . . . .. . ... .o 12,489 90.8 100.0 47.6 17.8 34.7
Mother's age at pregnancy outcome:
Under20years ......... ..t innn 631 90.8 100.0 31.9 18.2 49.9
2024 YRAIS . . ..t e e 884 92.0 100.0 42,6 19.4 37.9
2544YRAIS . . ... e 975 89.7 100.0 62.8 15.9 21.2
Mother’s marital status at pregnancy outcome:
Nevermarried . .. .. ... ot 1,269 90.2 100.0 37.2 18.7 44.0
Evermarried . . . . .. .. . . e 1,213 91.4 100.0 58.6 16.5 249
Live births
HISpanic . . . .. . oo e e e 1,704 93.2 100.0 61.5 16.6 21.9
Non-Hispanicwhite . . . ... .................... 10,248 99.2 100.0 82.6 6.1 11.3
Non-Hispanicblack . . . . ........ ... ... . ....... 2,020 98.3 100.0 47.7 17.8 34.5

Yinckides pregnancies for which mother's marital status at outcome was unknown and other races, not shown separately.
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receive prenatal care at all (88 percent) than were pregnan-
cies to women with more education (95 percent). This was
true for pregnancies ending in live birth as well, although
the differcnce was not as large.

First source of prenatal care

Although many studies of prenatal care have been
published, statistics like those in tables 7-12 do not appear
to be available from any other national source. First
sources of prenatal care are categorized in tables 7-12 as
“private doctor,” “hospital clinic,” and “other (nonhospital)
clinic.”

Women interviewed in the 1982 NSFG were asked to
specify the type of prenatal care provider they used on their
first visit for each pregnancy ending on or after January 1,
1979. These are listed in tables 7-12 for all pregnancics
except those ending in induced abortion; pregnancies end-
ing in live birth are shown separately. If a woman reported
that her first prenatal care for a particular pregnancy was
by a private doctor, private group practice, co-op, or private
clinic, the care was classified in tables 7-12 as by a private
doctor. Care at a hospital clinic is shown separatcly in
tables 7-12. Care at a community health center clinic,
public health department clinic, family planning or abortion
clinic, student health service, or military health service
clinic is classificd as “other clinics” in tables 7-12 and
sometimes referred to as “nonhospital” clinics in the text.

Characteristics of the pregnancy~In 75 percent of all
pregnancics, the first prenatal visit was to a private doctor;
in 9 percent, to a clinic in a hospital; and in 16 percent, to
some other type of clinic. These same percents character-
ized all pregnancies ending in a live birth. There were,
however, large differences in the first source of prenatal
care, depending on the age of the pregnant woman, her
marital status, and the wantedness status of the pregnancy.

The proportion of women receiving care from clinics
decrcased as the age of the pregnant woman increased.
Tecenagers were four times as likely to use a hospital clinic
or other clinic for the first prenatal visit as women 30-44
years of age (44 percent, compared with only 11 percent).

A majority of pregnancics to never marricd women (55
percent) received prenatal care services from hospital clin-
ics or other clinics. This compares with only 18 percent for
pregnancies to ever marricd women. Furthermore, planned
pregnancies were associated with privately financed care,
but differences in source of care between mistimed and
unwanted pregnancics were not significant, All of these
general observations held for live births as well.

Data are shown separately for pregnancies of white and
of black women in tables 8 and 9. First sources of care
differed substantially by race; four of five pregnancies of
white women received care from a private doctor, com-
pared with fewer than half of pregnancies to black women
(figure 2). Black women were more than twice as likely as
whitc women to have made their first prenatal visit to a
hospital clinic (18 percent versus 7 percent) or other clinic
(34 percent versus 13 percent).

For both races, the proportion receiving first prenatal
care from a nonhospital clinic declined as age of the woman
increased, but the decline was much steeper for black
women. (The only increase, for white women aged 20-24
years, was not significant.) For about 50 percent of preg-
nancies to black teenagers receiving care, the first visit was
to a nonhospital clinic, This proportion decreased sharply
as age increased, to 17 percent of pregnancies to black
women 30-44 years of age. Among white women, 17
percent of pregnancies to teenagers first received care from
nonhospital clinics, declining to 6 percent at age 30-44.
Thus, the proportion of pregnancies receiving care at non-
hospital clinics was higher for black than for white women
in each age group, but the difference was greatest at the
youngest ages.

In contrast, the proportion of tcenage pregnancies
receiving prenatal services from hospital clinics was similar
for white and black women (16 percent versus 18 percent).
But among pregnancies to white women, the percent re-
ceiving their first prenatal care from a hospital clinic de-
clined sharply with age, from 16 percent to 3 percent, while
among pregnancies to black women, the observed decline
from 18 percent to 14 percent was not large and not
statistically significant.

There was no significant variation in the first source of
carc by pregnancy order for white women, but first preg-
nancics of black women were more likely to receive prena-
tal services from nonhospital clinics (41 percent versus 14
percent, tables 8 and 9), perhaps because of the higher
proportion of first pregnancies at younger ages for black
women.

For both races, pregnancies of never married women
were less likely to reccive care from private doctors and
more likely to obtain scrvices from nonhospital clinics than
pregnancies to ever married women (figure 2). Pregnancics
to never married white women were almost four times as
likely to receive their first prenatal care from hospital
clinics (22 percent) than were pregnancies occurring Lo ever
marricd whitc women (6 percent). In contrast, the percent
of black pregnancics first receiving prenatal services from a
hospital clinic did not vary significantly by marital status.
Thus, similar proportions of pregnancics to white and black
never married women received prenatal care at a hospital
clinic (22 and 19 percent), but a larger proportion of
pregnancies to never married black women received their
first prenatal care at a nonhospital clinic (44 and 26 per-
cent).

These patterns of variation in source of prenatal care
according to race, age, and marital status apply equally to
the subset of pregnancies ending in live birth. Thus, it is not
surprising that births recciving late or noncontinuous pre-
natal care were more likely to have received their first
services {rom a clinic—younger, never married women and
women whose pregnancy was unwanted at conception were
both more likely to initiate care after the first trimester and
to have attended a clinic for their first prenatal visit. As
secen in the last line of table 7, 39 percent of women
receiving late or discontinuous prenatal care received their

15



first services from a clinic, but the proportion varied from
33 percent for white births to 63 percent for black births
(tables 8 and 9).

Among pregnancies receiving care, those to Hispanic
women were less likely than those to non-Hispanic white
women to obtain it from private physicians (62 percent
versus 83 percent, table B). However, this difference was
limited to pregnancies of women aged 20 years or older and
married women. Pregnancies of Hispanic teenagers were
very similar to those of non-Hispanic whife teenagers in
source of prenatal services, but pregnancies of Hispanic
women 20 and older were more similar to those of non-
Hispanic black women 20 and older. Vital statistics data
suggest that Hispanic teenage mothers were most often
US.-born and older Hispanic women forcign-born;
foreign-born women are probably more likely than U.S.-
born women to use clinics (Ventura and Talffel, 1985).

Characteristics of the woman —The percent of pregnan-
cies receiving any prenatal care and the source of care at
first visit are shown in table 10 and separately for white and
black women in tables 11 and 12 by selected characteristics
of the woman on the date she was interviewed.

Overall, pregnancies to women living in the Midwest
were more likely to have received their first prenatal ser-
vices from private physicians than were those to women in
the Northcast or South (83 percent versus 71 percent).
Pregnancies to women in the Northeast were more than
twice as likely to have obtained prenatal care at a hospital
clinic than were those in any other region (17 percent
versus 7 to 8 percent). A larger proportion of pregnancics
to women living in the South received care from “other”
clinics (23 percent), compared with those in the Northeast
or Midwest (9 to 12 percent).

The proportion of pregnant women receiving care from
private physicians differed sharply with the level of educa-
tion—from 56 percent for pregnancies to women with less
than 12 years of schooling to 86 percent for women who
had attended college. Pregnancies to women with less than
a high school education were four times as likely to have
received scrvice from a hospital clinic (16 percent versus 4
percent) and over two and a half times as likely to have
received services from other clinics (28 percent versus 10
percent) as pregnancies to college-educated women.

Differences by education in the proportion of pregnan-
cies receiving care from clinics were larger for white than
for black women. Pregnancies to white women with less
than 12 ycars of schooling were at least twice as likely to
have first rcceived services at either a hospital clinic or
other clinic than were those to high school graduates (39
percent versus 17 percent). Among pregnancies to black
women, this difference by education was smaller (64 per-
cent versus 56 percent) and not significant. The racial
difference in the proportion of pregnancies to women with
less than a high school education that received care at
hospital clinics was not significant (16 percent versus 19
percent).

Differences according to most recent occupation were
marked. The proportion of pregnancies receiving care {rom
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private sources differed sharply, from 88 percent of profes-
sionals and managers to 53 percent of women who had
never worked (table 10). The decline was steeper for black
women, from 78 percent to 30 percent (table 12).

Pregnancies to white women were more likely than
pregnancics to black women to receive their first prenatal
care from private doctors in every occupational group
except professionals and managers, for whom the differ-
ence was not significant (tables 11 and 12). Similarly, with
the exception of professionals and managers, the percent
receiving care at nonhospital clinics was two or three times
as large for black as for white women in each occupational
category.

Overall, pregnancies to low-income women were more
than twice as likely to have received care from a hospital
clinic (14 percent versus 6 percent) and almost three times
as likely to have received care at a nonhospital clinic (28
percent versus 10 percent) than pregancies to women with
higher incomes (table 10).

In each income category, pregnancies to black women
were less likely than pregnancies to white women to receive
care from private physicians and substantially more likely to
get it from nonhospital clinics. Indeed, most of these differ-
ences were significant at the 0.001 level. The propertion of
black women receiving services at hospital clinics did not
differ significantly by income, but the proportion obtaining
care at nonhospital clinics was sharply higher for low-
income black women (43 percent) than for high-income
black women (24 percent).

Fewer than half (42 percent) of women receiving Med-
icaid at the survey date had obtained prenatal care from a
private doctor. About 20 percent received care at a clinic in
a hospital, and 38 percent received care at a community-
based clinic. There was no observed difference between
white and black Medicaid recipients in the proportion
receiving hospital clinic services, and the observed differ-
ences in the proportions receiving private physician services
and care at “nonhospital” clinics were not large enough to
be significant, given the relatively smail number of women
in the sample who were receiving Medicaid.

These generalizations regarding the source of prenatal
care are also true when only pregnancies ending in live
birth are examined.

Cigarette smoking during most
recent pregnancy

Smoking during pregnancy has been shown to increase
the risk of adverse pregnancy outcomes, including low birth
weight, preterm birth, miscarriage, premature rupture of
membranes, infant death, low Apgar scores, and illness
during childhood (Harlap, 1987; Keppel and Talffel, 1987;
Hogue and Sappenfield, 1987; Moss et al., 1987; Sachs,
1987; Stein and Kline, 1983; Anderson et al., 1984; Doug-
herty and Jones, 1982; Rantakallio, 1983). These effects
worsen when smoking is heavier (Moss et al., 1987 Sachs,
1987; Anderson et al., 1984; Dougherty and Jones, 1982).
Recent studies attribute 21-39 percent of cases of low birth



weight, 11-14 percent of cases of preterm births, and about
4,600 infant decaths in the United States each year to
maternal smoking (Behrman, 1985; Hogue and Sappen-
field, 1987; Sachs, 1987).

Most well-controlled studies show that, independently
of other factors, smoking reduces birth weight by 150-300
grams, and doublcs the risk of low birth weight (Hogue and
Sappenficld, 1987; Stein and Kline, 1983; Anderson et al.,
1984).

The cffects of maternal smoking on postnatal child
health are more difficult to study, but two recent reports
suggest that maternal smoking during pregnancy has long-
lasting adverse effects. Moss et al. (1987) found that chil-
dren under the age of 3 years whose mothers smoked
during pregnancy were more likely to be in poor health, to
have a chronic condition, to be hospitalized at least once,
and to have more days of bed rest because of illness than
was true for children of mothers who did not smoke during
pregnancy. These relationships were stronger for children
of mothers who smoked more, and they held when control-
ling for the mother’s age, parity, and education and the
child’s birth weight. Investigators in Finland who followed
children to the age of 14 (Rantakailio, 1983) found that
children of mothers who smoked during pregnancy had
more respiratory diseases, were shorter, and had lower
average achievement in school than other study children,
after controlling for other variables.

Characteristics of the pregnancy—The National Survey
of Family Growth data in tables 13-18 show patterns of
smoking during pregnancy for both married and unmarried
women and include other characteristics not found in any
other national source, Women who had ever been pregnant
were asked, “On the average, during your last pregnancy,
how many cigarettes per day did you usually smoke, if
any?”

The answer categories were:

About one a day or less.

Just a few (2-4).

About half a pack.(5-14).

About a pack (15-24).

About 1% packs (25-34).

About 2 packs (35—44).

More than 2 packs (45+).

Didn’t smoke during last pregnancy.

Women who reported smoking about half a pack (5-14
cigarettes) or less per day are shown in tables 13-15 as
having smoked fewer than 15 per day. These women are
somctimes referred to as light smokers in the text. Those
who reported smoking about a pack (15-24) or more per
day are shown in tables 13-15 as having smoked 15 or more
per day and are called heavy smokers in the text.

Overall, nearly 7 out of 10 women did not smoke at all
during their most recent pregnancy (69 percent, table 13).
Those who did smoke were divided almost equally between
those smoking fewer than 15 cigareltes per day (16 percent)
and those smoking 15 or more per day (15 percent). The

proportion who did not smoke at all was similar for white
and black women (69 and 71 percent), but black women
were less likely to have smoked 15 or more cigarettes per
day (10 percent versus 16 percent, tables 14 and 15).

For white women, the proportion of nonsmokers in-
creased with age at pregnancy outcome from 58 percent of
teenagers to 73 percent of women aged 25-44 years (table
14). This pattern was not observed for black women (table
15). The highest proportion of black women who did not
smoke at all was at ages 20-24 (75 percent) and the lowest
(66 percent) at ages 30—44 years. The proportion of black
women smoking 15 or more cigareties per day increased
from G percent of teenagers to 16 percent of the oldest age
group, but for white women there was a nonsignificant
decline with age in the proportion who smoked heavily.

White ever married women were more likely not to
have smoked during their most recent pregnancies than
white never married women (70 percent versus 54 percent,
table 14). However, this diffcrence by marital status was
smaller and not significant for black women. About 25
percent of never married white women smoked 15 or more
cigarettes per day, compared with 15 percent of ever mar-
ricd white women; for black women, the proportions who
smoked heavily were similar by marital status.

Refraining from smoking was more common among
women whose last pregnancy had been wanted at the time
of conception, but for black women, these percents did not
differ significantly.

Of the women whose most recent pregnancy ended in a
live birth, 71 percent did not smoke at all while they were
pregnant, compared with only 59 percent of women whose
most recent pregnancy ended in a miscarriage or stillbirth.
The difference between the proportions of nonsmokers
according 1o pregnancy outcome was somewhat larger for
black (17 percentage points) than for white women (12
percentage points). The data suggest, however, that for
both races, the proportion of women smoking 15 or more
cigarettes per day was about 8 percentage points higher for
those whose most recent pregnancy ended in miscarriage or
stillbirth than for those whose pregnancy ended in a live
birth.

For women whose most recent pregnancy ended in
January 1979 or later, 77 percent who received adequate
prenatal care did not smoke at all, compared with only 65
percent of women who did not receive adequate care. The
data suggest that the proportions of women who smoked
were higher for women receiving late or discontinuous care
than for others. These findings suggest either that adequate
care discourages some women from smoking during preg-
nancy or that women with good health habits (such as not
smoking) use prenatal health services more than do women
with worse health habits,

In general, the largest race differences were observed
in the proportion of women smoking 15 or more cigarettes
per day during their last pregnancy, with a higher percent of
white than of black women smoking heavily. Race differ-
ences in the percent smoking heavily were greatest for
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Table C. Percent of women 15-44 years of age whose most recent pregnancy ended in live birth or spontaneous loss not smoking
cigarettes and not consuming any alcoholic beverages during the most recent pregnancy, by race, origin, and selected characteristics:

United States, 1982

[Statistics are based on a sample of the household population of the conterminous United States. See appendixes | and i for discussion of the sample design,

sampling variability, and definition of terms]

Percent not smoking Percent nolt drinking
clgarelles at all alcohol at all
Non-Hispanic Non-Hispanic Non-Hispanic Non-Hispanic
Characleristic Hispanic white black Hispanic white black
Tolal! L e 82.8 67.2 70.8 69.3 49.8 67.0
Age at pregnancy outcome
Under20years. . ... ... oottt i i, 777 54.8 72.5 77.0 66.6 77.0
20-24YEAIS. . . o vt e e e e 81.7 62.0 75.0 76.3 53.6 70.4
25-44YearS. . . . ... e 84.8 71.5 66.7 62.2 45.5 60.0
Marital status at pregnancy outcome
Nevermarried. . . .. ... vttt 77.8 45.5 67.1 71.5 47.9 68.5
Bvermarried ... ... .. ... e e 85.1 68.4 72.7 68.0 49.9 65.7
Pregnancy outcome
Livebith. . . .. oot e 83.1 68.4 73.2 70.9 50.0 68.8
Spontaneous pregnancy 1oss. . . ... ... . .. 80.4 55.6 54.7 54,5 471 54.9

1Data for all races and origins are shown in tables 13 and 16. Races other than white or black are not shown separately.

women who had never married or were in their teens at the
outcome of their most recent pregnancy. The race differ-
ence in heavy smoking diminished as age increased.

The percents of women not smoking during their most
recent pregnancies are given in table C by race and His-
panic origin. The proportion who did not smoke at all was
83 percent for Hispanic women—higher than for non-
Hispanic white (67 percent) and black (71 percent) women.
The percent who did not smoke at all increased significantly
with age for non-Hispanic white women (from 55 to 72
percent), but this increase was smaller and not significant
for Hispanic women (from 78 to 85 percent).

Ever married non-Hispanic while women were one and
a half times as likely to have abstained from smoking during

their most recent pregnancy (68 percent) than were never
married women (46 percent). In contrast, abstention from
smoking did not differ significantly by marital status among
Hispanic or non-Hispanic black women. Thus, the propor-
tion abstaining from smoking was lowest for never married
non-Hispanic white women: Only 46 percent abstained
during their most recent pregnancy, compared with 78
percent of never married Hispanic women and 67 percent
of never married non-Hispanic black women.

To account for differences in time between a woman’s
most recent pregnancy and the date of interview, table D
details smoking behavior by year of outcome. Perhaps
because of increasing awareness of the dangers of smoking
during pregnancy, the proportion smoking heavily (15 or

Table D. Number of women 15-44 years of age whose most recent pregnancy ended in live birth or spontaneous loss and percent
distribution by average number of cigarettes smoked per day during the pregnancy, according to race of woman and year of outcome:

United States, 1982

[Statistics are based on a sample of the household population of the conterminous United States. See appendixes | and Il for discussion of the sample design,

sampiing variability, and definition of terms]

Average number of cigaretles smoked
per day during pregnancy

Number

Race of woman of women Fewer 150r

and year of outcorne in thousands Tolal None than 15 more

Percent distribution

Allwomen' ... ... e e 29,345 100.0 69.4 15.7 14.9
198082 . . . . o e e 9,830 100.0 72.2 16.1 11.8
197579 . . e e e e 7.974 100.0 69.1 15.2 15.8
Before 1975. . . . .. .. .. e e 11,481 100.0 67.3 187 17.0
Whitewomen. . ... ............. ..., 24,174 100.0 68.7 15.2 16.1
1980-82 . . . .. e e e e 8,109 100.0 71.8 15.4 12.9
197579 . . o . e 6,299 100.0 68.7 14.7 16.6
Before1975. .. . ... ... ... e 9,765 100.0 66.2 15.4 18.4
BIaCKWOMEN . . . . . . . o e it e et e e 4,222 100.0 70.9 19.6 9.5
198082 . . . . e e 1,412 100.0 70.6 22.6 6.8
1975~79 . . . o e e 1,398 100.0 71.8 17.3 10.9
Before1975. . . . .. . . ... 1,412 100.0 70.4 18.9 10.7

Yincludes white, black, and other races.
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more cigarettes per day) was smaller for women whose last
pregnancy ended in 1980-82 than for those whose preg-
nancy ended before 1975 (12 percent versus 17 percent).
For black women, the observed percent decrease between
1975-79 and 1980-82 was smaller than for white women
and not significant. In short, in 1980-82 white women were
still more likely to smoke 15 or more cigarcttes per day
during pregnancy than were black women, but the differ-
ence was a little less than before 1975.

Characteristics of the woman—Smoking behavior dur-
ing the most recent pregnancy is shown according to se-
lected characteristics of the woman at the time of the
interview in tables 16-18.

Proportions of women not smoking at all were similar
for all four geographic regions (table 16). White women in
the Midwest and South were more likely to have smoked
“heavily” during their most recent pregnancy than were
black women living in the same regions (tables 17 and 18).

The percent of women who refrained from smoking
during their most recent pregnancy rose substantially with
their years of schooling: 79 percent of women with some
college education did not smoke at all, compared with only
56 percent of women with less than a high school educa-
tion—a difference of 23 percentage points. Overall, differ-
ences by education made a larger difference in the
proportion smoking heavily than in the proportion smoking
lightly: women with less than a high school education were
more than twice as likely as college-educated women to
have smoked at least a pack a day during their most recent
pregnancy (24 percent versus 9 percent). It is worth noting,
however, that this difference by education was much larger
for white women (26 percent versus 9 percent) than for
black women (13 percent versus 6 percent, figure 3).

Given their observed differences by education, it is not
surprising that a larger percent of women employed as
professionals or managers (78 percent) than of women
working in service occupations (62 percent) or in craft or
farm occupations or as operatives (63 percent) did not
smoke at all during their most recent pregnancy.

Low-income white women were more likely to have
smoked during their last pregnancy than were higher-
income white women, but this difference was smaller for
black women and not significant. Similarly, white women
recciving Medicaid were much less likely to abstain from
smoking (50 percent, table 17) than werc women not
receiving Medicaid (70 percent). Further, for white women,
almost twice as many of those receiving Medicaid as of
those not receiving Medicaid smoked 15 or more cigarcttes
per day (29 percent versus 15 percent). In contrast, there
was no significant diffcrence by Medicaid status for black
women, cither in the proportion who had abstained or in
the proportion who had smoked heavily.

Thus, white women with less than a high school educa-
tion, those most recently employed as cralt or farm workers
or as operatives, and those receiving Medicaid at the date
of interview were more likely than their black counterparts
to have smoked heavily during their most recent pregnancy
(tables 17 and 18 and figure 3).

Alcohol consumption during most
recent pregnancy

Mothers who drink heavily during pregnancy have
increased risks of spontancous pregnancy loss, and their
babies have increased risks of low birth weight, pre- and
postnatal growth retardation, mental retardation, learning
disorders, hyperactivity, and perinatal mortality (American
Medical Association, 1983; Kruse, 1984; Mills et al., 1984;
Abel, 1982). Babies of alcoholic mothers are often born
with several of these symptoms, called fetal alcohol syn-
drome (Abel, 1982; AMA, 1983; Kruse, 1984; Mills et al,,
1984).

After reviewing a number of epidemiologic studics, the
American Medical Association (1983) concluded that an
alcohol intake of 1 ounce (one drink) per day or more
reduces birth weight, and that the risk of spontancous
pregnancy loss is increased when the intake is 1 ounce per
week or more. One ounce or more per weck corresponds to
the “more frequent” drinking category in tables 19-24. The
effects of the amounts in the “less frequent™ category in
tables 19-24 are not known (AMA, 1983; Mills et al,,
1984).

In a large recent study, alcohol consumption was asso-
ciated with reduced birth weight after controlling for smok-
ing and other variables (Mills et al., 1984). The study
showed that increased risks of low birth weight occurred
among newborns of women who consumed one drink a day
or more (Mills et al,, 1984). However, that is more alcohol
consumption than in the “more frequent” drinking category
in tables 19-24. Several issues need to be resolved by
further research, including the health effects of binge drink-
ing and other drinking patterns; the month of pregnancy in
which drinking occurs; and whether the health effects of
beer, wine, and liquor differ (AMA, 1983; Kruse, 1984;
Stein and Kline, 1983).

The AMA concluded that the amount of alcohol a
pregnant woman can consume without adversely affecting
her baby is still unknown, and that, until a safec amount is
dctermined, pregnant women should not use alcohol at all
(AMA, 1983). Similarly, in July 1981, the Surgcon General
of the United States advised physicians that “cach patient
should be told about the risk of alcohol consumption during
pregnancy and advised not to drink alcoholic beverages”
(Surgeon General of the United States, 1981).

Characteristics of the pregnancy—In the 1982 National
Survey of Family Growth, ever pregnant women were
asked, “During your last pregnancy, how often did you
usually drink alcoholic beverages, that is, beer, wine, or
liquor?”

Women who reported drinking less than once a week
arc sometimes referred to as “infrequent drinkers” in this
report, and women who reported drinking at least once a
week are sometimes referred to as “regular” or “frequent™
drinkers. The frequency with which women drank alcoholic
beverages during their most recent pregnancy ending in live
birth, miscarriage, or stillbirth is given in tables 19-21.
Overall, about 55 percent reported not drinking at all; 34
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percent, less than once a week; and 12 percent, once a week
or more (table 19). Black women were more likely to have
refrained from drinking altogether than were white women
(67 percent versus 52 percent, tables 21 and 20 respec-
tively), but this difference was due almost entirely to the
differing proportions of women drinking less than once a
week; the percents drinking once a week or more were
similar by race (11-12 percent).

The percent who reported consuming no alcohol at all
during their most recent pregnancy decreased from 71
percent for teenagers to 48 percent for those aged 25-29
years. Women aged 25-44 were at least twice as likely as
teenagers to have consumed alcohol at least once a week
during their most recent pregnancy. Unlike smoking behav-
ior, the same general age-related pattern of alcohol con-
sumption was observed for both white and black women
(tables 20 and 21).

Considering all races combined, never married women
were more likely to have abstained from drinking alcohol
during pregnancy than were ever married women (62 per-
cent versus 54 percent, table 19). However, this difference
was due to the fact that never married women were dispro-
portionately black, and that black women were more likely
to abstain from drinking than white women (tables 20 and
21), because differences in the frequency of alcohol con-
sumption by marital status within the two race groups were
not significant. This similarity by marital status is in sharp
contrast to the pattern for smoking behavior, for which
large differences by marital status were observed, both
overall and for white women in particular (tables 13 and
14). Differences in drinking behavior during pregnancy by
wantedness status at conception were relatively small and
not significant.

Women whose most recent pregnancy ended in miscar-
riage or stillbirth were almost twice as likely to have been
frequent drinkers {once a week or more) than were those
whose most recent pregnancy resulted in a live birth; 19
percent of women whose pregnancy ended in a pregnancy
loss drank once a week or more, compared with 11 percent
of women whose pregnancy ended in a live birth.

This finding was also observed for white and black
women separately. Black women who last had a live birth
were more likely than black women who last had a preg-
nancy loss to have abstained from alcohol use (69 percent
versus 55 percent), but the proportions abstaining were
similar by pregnancy outcome for white women. Unlike
smoking, however, frequency of alcohol consumption did
not differ significantly between women who had received
frequent prenatal care and those who had not.

Overall, differences in frequency of alcohol consump-
tion between black and white women are apparent only in
the percents of those who did not drink at all and of those
who drank less often than once a week. Proportions of
those who drank once a weck or more were similar for
black and white women in all categories of the characteris-
tics examined. This is in sharp contrast to smoking bchav-
ior, for which the largest race differences were observed in
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the proportions of those smoking 15 or more cigarettes per
day.

As seen in table C, 69 percent of Hispanic women did
not drink alcoholic beverages at all during their most recent
pregnancy, compared with 67 percent of non-Hispanic
black women and only 50 percent of non-Hispanic white
women. In general, for the categories of age, marital status,
and pregnancy outcome given in table C, the proportions
not drinking at all among Hispanic women did not differ
significantly from those for non-Hispanic black women and
were higher than those for non-Hispanic white women.

The pattern of alcohol consumption during the most
recent pregnancy by the year in which the pregnancy ended
is outlined in table E. White women whose most recent
pregnancy ended in 1980-82 were less likely to have con-
sumed alcohol once a week or more than women whose last
pregnancy ended before 1975 (9 percent versus 15 per-
cent). For black women, there was no significant trend.

Characteristics of the woman— Alcohol consumption
during the most recent pregnancy is shown by selected
characteristics of the woman at the time of interview in
tables 22-24. Both white and black women living in the
South were more likely to have abstained from alcohol than
were women living in any other region. This regional
differential was particularly large among white women (66
percent in the South, versus 44-47 percent in the other
regions).

For white women, alcohol consumption during preg-
nancy increased with education level (table 23). Only about
33 percent of white women with less than a high school
education drank during pregnancy, compared with 59 per-
cent of college-educated women. Similarly, about 8 percent
of white women with less than a high school education
drank once a week or more, compared with 17 percent of
college-educated women (figure 4). For black women, less
frequent drinking increased with education level, and more
frequent drinking decreased as education increased (figure
4).

Differences in alcohol consumption by occupation were
largely limited to white women. The proportion of white
women not drinking at all during their most recent preg-
nancy ranged from 37 percent of women employed as
profcssionals or managers to 74 percent of white women
who had never been employed. White professionals and
managers were more likely to drink once a week or more
than any other occupational group. In contrast, there were
few significant variations in level of drinking by occupation
among black women.

Abstinence from alcohol was more common among
low-income white women than among higher-income white
women (66 percent versus 48 percent) and more common
among white women receiving Medicaid at the date of
interview than among white women not receiving Medicaid
(73 percent versus 51 percent). For black women, on the
other hand, the proportions not drinking at all were similar
by income and Medicaid status. For both races, the propor-
tion not drinking at all was highest for women residing in



Table E. Number of women 15-44 years of age whose most recent pregnancy ended in live birth or spontaneous loss and percent
distribution by average frequency of alcoholic beverage consumption during the pregnhancy, according to race of woman and year of

outcome: United States, 1982

[Statistics are based on a sample of the household population of the conterminous United States. See appendixes | and il for discussion of the sample design,

sampling variabiiity, and definition of terms}

Average frequency of alcoholic
beverage consumplion during pregnancy

Number Less than Once a
Race of woman of women once a week
and year of outcome in thousands Total Never week or more
Percent distnibution
ALWOMENY . .. e e e, 29,345 100.0 545 337 11.8
198082 . . . i i e e i et e e e 9,890 100.0 55.4 35.6 9.0
197570 & i i e e e e i et e e 7,974 100.0 56.4 32.2 11.4
Before 1975, .. . .. i i i e et e e, 11,481 100.0 52.5 33.1 14.4
While WOmMeN . . . ... it i e i it it ettt aaansaana 24,174 100.0 51.8 36.3 11.9
TOB0-B2 . . . . e e e e 8,109 100.0 §3.2 38.2 8.6
187570 L o i e e e e e e 6,299 100.0 53.3 35.5 11.2
Before 1975. . . . .o i e e e e e 9,765 100.0 49.6 35.2 15.1
Blackwomen . . ... ..... ittt 4,222 100.0 67.1 22.1 10.8
198082 . . . it e i e e e e 1,412 100.0 67.4 23.5 9.1
B L2 £ T 1,398 100.0 67.6 20.2 12.2
Before 1975, . . .. i i i e e e 1,412 100.0 66.3 225 1.2

Yincludes white, black, and other races.

nonmetropolitan areas, but this difference was smaller for
black women.

For white women, more {requent drinking (once a
week or more) during pregnancy was more common among
those who were college educated (17 percent), who were
employed as professionals or managers (19 percent), or
who had incomes at least three times the poverty level (16
percent) than among others. In contrast, more frequent
drinking was more prevalent among black women who had
not finished high school (17 percent) and those receiving
Medicaid at the survey date (16 percent).

Low birth weight

A baby weighing 5% pounds (2,500 grams) or less at
birth is classified as low birth weight (Institute of Medicine,
1985). In the first 28 days after birth, low-birth-weight
babies have nearly 40 times the mortality of other babies,
and they account for two-thirds of neonatal deaths in the
United States (McCormick, 1985; Brown, 1985; Shapiro ct
al,, 1980; Institute of Medicine, 1985). Low-birth-weight
babies are also five times more likely to die between 28
days and 1 year after birth and are more likely to develop
neurodevelopmental handicaps, including cercbral palsy
and seizure disorders, congenital anomalies, significant ill-
nesses, learning disorders, and behavioral problems (Mc-
Cormick, 1985; Brown, 1985; Shapiro et al., 1980; Institute
of Medicine, 1985; NCHS, 1981a; Behrman, 1985; Sicgel,
1985). In addition, neonatal intensive care of low-birth-
weight babies is expensive—in 1981, $1.5 billion was spent
on neonatal intensive care in the United States, most of it
on low-birth-weight babies (American Public Health Asso-
ciation, 1986; Phibbs, Williams, and Phibbs, 1981).

The biological causes of low birth weight are not well
understood. There is, however, a large litcrature on risk

factors—that is, characteristics that make low birth weight
more likely. The list of these characteristics is long; they
include age (under 18 and over 34 years), black race, low
education, having had a previous low-birth-weight baby,
lack of prenatal care, previous multiple pregnancy losses,
smoking, drinking, short interval since the most recent
pregnancy, low socioeconomic status, and being unmarried
(McCormick, 1985; Brown, 1985; Institute of Medicine,
1985; Behrman, 1985). These characteristics are important
in screening and risk assessment, because they can be
identified before delivery (McCormick, 1985; Brown, 1985;
Institute of Medicine, 1985; Behrman, 1985). Of these,
smoking may be the most important preventable risk factor,
because 21-39 percent of low-birth-weight infants in the
United States have been attributed to maternal smoking
(Behrman, 1985; Hogue and Sappenfield, 1987; Sachs,
1987). Another very important risk factor for low birth
weight is being of black race: after controlling for maternal
age, cducation, parity, smoking, hcight, weight, weight gain
during pregnancy, previous low-birth weight deliveries, and
the timing of prenatal care, the percent of black babies who
were low birth weight is still higher than that for white
babics (Brown, 1985).

Characteristics of the pregnancy—Table 25 shows the
proportion of single live births that were low birth weight by
race of the mother and selected characteristics of the
pregnancy. Variation in the percent low birth weight is
small relative to variations observed in the health-related
behavior during pregnancy reported in the preceding tables.
But because low birth weight often results in long-term
illness or infant death (Institute of Medicine, 1985), even
small variations have important consequences for the pop-
ulations involved.

Data from Cycle III of the National Survey of Family
Growth reveal that 6.6 percent of all babies born to women
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15-44 years of age in 1982 weighed 2,500 grams (5 1/2
pounds) or less at birth. The most striking finding in table
25 is that 5.6 percent of babies born to white mothers (in
this report, white babies) were low in birth weight, com-
pared with 12.2 percent of black babies. This proportion
was higher for black than for white babies in every sub-
group in table 25, although not every difference was signif-
icant and the size of the differences varies. The percents of
low birth weight for white and black never married women
were not significantly different (12 percent versus 13 per-
cent, figure 5).

Twelve percent of babies of never married white
women were low birth weight, compared with only 5 per-
cent of babies born to ever married white women (figure 5).
However, for black women the proportions of low birth
weight were similar by marital status (13 percent and 12
percent, figure 5). Babies born to teenage mothers were
morc likely to be low birth weight than babies born to
mothers aged 25 and older, but some of this difference was
due to a larger share of black births among births to
teenagers.

The largest difference in the percent of low birth
weight was between babies of mothers who did not smoke
during their most recent pregnancy and those who did.
Overall, babies born to women who smoked heavily were
threc times as likely to be low birth weight than babies born
to women who did not smoke at all (13 perccnt versus 4
percent). The observed difference in the proportion of low
birth weight between babies born to mothers who did not
smoke and those born to mothers who smoked heavily was
more than 9 percentage points for both white women (3
percent versus 13 percent) and black women (9 percent
versus 19 percent, figure 6). The difference was not statis-
tically significant for births to black women, because of the
smaller number of black women in the NSFG sample who
smoked 15 or more cigareties a day. Effects of alcohol on
birth weight have becn found only in women who drank at
least daily. The NSFG was too small to have enough such
women in the sample to draw reliable conclusions about the
relationship between alcohol consumption and birth weight.

The difference between white and black babies in the
percent having low birth weight was significant for women
who did not smoke and for women who did not drink
alcohol during their most recent pregnancy. The differences
between black women and while women who smoked were
not significant because of small sample sizes for black
babies. But despite this, the observed difference in the
percents of low birth weight between babies born to black
women and those born to white women who drank once a
week or more during pregnancy was large enough (18
percent versus 5 percent) to attain statistical significance at
the 5-percent level.

Of babies born to Hispanic women, 5.5 percent
weighed 2,500 grams or less at birth (table F). Differences
in the percents low birth weight by marital status of the
mother for Hispanic births (14 percent versus 4 percent)
were at least as large as for non-Hispanic births (11 percent
versus 5 percent).
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Table F. Percent of single live births that were low birth weight,
by race, origin, and marital status of mother at time of birth:
United States, 1982

[Statistics are based on a sample of the household population of the

conterminous United States. See appendixes | and [l for discussion of the
sample design, sampling variability, and definition of terms}

Mother's marital stalus at time of birth

All marital Never Ever
Race and origin staluses married Married
Percent
Total' .................... 6.6 12.2 5.8
Hispanic. . .. ............... 55 *13.9 *3.5
Non-Hispanicwhite. . . .. ....... 5.7 11.4 53
Non-Hispanic black. . . ......... 12.3 12.8 12.1

includes races other than white or black, not shown separately.

Characteristics of the mother—Table 26 shows the per-
cent low birth weight according to selected characteristics
of the mother at the date of interview.

Overall, nearly 9 percent of babies born to mothers
with less than a high school education were low birth
weight, compared with 5 percent of those born to mothers
with some college education. These differences by level of
education are similar to those for babies born to women
employcd as professional, managerial, sales, or clerical
workers (5.6 percent) compared with those born to service,
craft, and farm workers and operatives (8.2 percent).

Across the income categories in table 26, the propor-
tions of low-birth-weight infants were similar, but 10 per-
cent of infants born to mothers receiving Medicaid at the
survey date weighed 2,500 grams or less at birth, compared
with only 6 percent of those born to mothers not receiving
Medicaid. However, for black women there was no signifi-
cant difference in this proportion by Medicaid status.

Source of payment for delivery

A report based on the NCHS 1984 Health Interview
Survey showed that white persons 18-44 years of age were
more likely to have private medical insurance than black
persons; black persons 18-44 years of age were much more
likely to have no coverage than white persons were (NCHS,
1987b). The report also showed that the percent of persons
18-44 years of age covered by private insurance increased
as education and income increased. Conversely, the propor-
tion who had no health care coverage decreased as educa-
tion and family income increased (NCHS, 1987b).

Characteristics of the birth—The number of live births
since 1979 and the pcreent paid for from specified sources
are shown in table 27 and for white and black women
separately in tables 28 and 29. Note that the percents add to
morc than 100 because many women reported more than
one source of payment for delivery. The most common
combination was private medical insurance plus “self, fam-
ily, or friends.”

Overall, 63 percent of deliveries were paid for, entirely
or in part, by private medical insurance; 41 percent, by the
woman, her family, or friends; 10 percent, by Medicaid; 9



percent, by State and/or local government; and 6 percent, in
other ways. The difference in source of payment by race
was very large: 68 percent of white births were covered by
private medical insurance (table 28), compared with only
38 percent of black births (table 29 and figure 7). Because
private medical insurance often covers most but not all of
medical expenses, and because white women were more
likely to use insurance than black women, white women
would be cxpected to use their own income more often than
black women—and this was the case: 44 percent of deliver-
ies to white women were at least partly paid for using
out-of-pocket funds, compared with 24 percent for births to
black women (figure 7).

Even more strikingly, although only 7 percent of all
whitec women used Medicaid as a source of payment for live
birth, 30 percent of black women did so. About 8 percent of
deliveries to while women were paid for by other govern-
ment sources, compared with 15 percent of deliveries to
black women. The figure for all other sources was small
and similar for both races (figure 7).

The percent of deliverics paid for through private
medical insurance increased dramatically with age of the
mother, from 27 percent for teenage mothers to 80 percent
for women 30-44 years old. This increase with age was
similar for both black and white women—an increase of
approximately 50 percentage points over the entire age
range, with the largest difference for adjacent age groups
seen between teenage women and women aged 20-24.
Thus, a larger percent of white births than of black births
were paid for from private medical insurance in every age
group.

On the other hand, ncarly half—47 percent—of births
to black teenagers were paid for by Medicaid, compared
with only 20 percent of births to white teenagers. For
women aged 30-44 at delivery, the proportion paid for by
Medicaid was 2 percent for white and 18 percent for black
women.

Overall, a higher proportion of births to teenagers were
paid for through non-Federal governmental sources (24
percent) than was true for other age groups (4-9 percent).
The proportions of births paid for through these sources
were similar for white and black tecnagers and for white
and black women aged 30-44, but a higher proportion of
black than of white births were paid for by State and/or
local government sources for women 20-29 years of age.

Method of payment differed dramatically by marital
status of the mother at birth. For all races combined, 72
percent of births to ever married mothers were paid for
with private medical insurance, compared with only 18
percent of births to never married mothers. The proportion
paid for out of pocket (“self, family, or friends™) was almost
twice as great for dcliveries to ever marricd women (45
percent) as for those to never married women (23 percent).
Only 4 percent of births to ever married women were paid
for by Mcdicaid, compared with 40 percent of births to
never marricd women.

Diffcrences by race in the source of payment for births
to never marriecd women were not significant. Significant

race differences were found, however, for births to ever
married women (and, therefore, for all births).

For both black and white births, those that were
wanted at the time of conception were much more likely to
be paid for from private medical insurance than were births
that were either mistimed or unwanted, and less likely to be
paid for from Medicaid.

Sources of payment for birth differed substantially
between women receiving early and continuous prenatal
care and those receiving later or discontinuous care. Births
with early and continuous care were more likely to be paid
for with private medical insurance (73 percent versus 45
percent) and less likely to be paid for by Medicaid (6
percent versus 18 percent) and non-Federal government
sources (5 percent versus 16 percent) than were births
receiving late or discontinuous care (table 27). About 12
percent of white deliverics and 41 percent of black deliver-
ies following late or discontinuous prenatal care were paid
for through Medicaid.

In assessing these figures, it should be noted that poor
women may not have been receiving Medicaid when they
became pregnant or sought prenatal care. Some may have
becn determined eligible for Medicaid only affer they be-
came pregnant. Births to white mothers receiving early and
continuous prenatal care were less likely to be paid for
from non-Federal government sources than were those
receiving late or discontinuous care, but for black women
the proportions paid for from these sources did not differ
significantly by timing and continuity of prenatal care.
Diffcrences in the proportions paid for out of pocket and
from all other sources were not significant, cither overall or
for either race group (tables 27-29),

As expected, sources of payment for delivery differed
sharply by whether prenatal care was received at a clinic or
from a private doctor. Births to those recciving care at a
clinic were much less likely than births receiving care at a
private doctor to be paid for out of pocket (28 percent
versus 45 percent) or by private medical insurance (27
percent versus 76 percent). Births receiving prenatal care
from clinics were also much more likely than those cared
for by private doctors to be paid for by Mecdicaid (27
percent versus 5 percent), by State and/or local government
(18 percent versus 6 percent), and by other sources (15
pereent versus 3 percent). About 1 in 7 births to women
receiving care from clinics was paid for from “all other”
sources. The largest part of the “all other” category is the
military. It is likely that many of these births reccived
prenatal care at clinics in military hospitals.

The pattern of source of payment for delivery accord-
ing to prenatal care provider for white births closely resem-
bled the pattern for all races, but for black births the
percents of deliveries paid for out of pocket and from other
government sources did not differ significantly by type of
prenatal care provider.

Sources of payment for delivery by origin and race are
scen in table G. About 40 percent of births to Hispanic
women were paid for (entirely or in part) out of pocket
(“self, family, or friends”); 42 percent were paid with private
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Table G. Number of live births in January 1979 or later to women 15~-44 years of age and percent paid for from specified sources, by

race, origin, and selected characteristics: United States, 1982

[Statistics are based on a sample of the household population of the conterminous United States. See appendixes | and Il for discussion of the sampie design,

sampling variability, and definition of terms)

Source of payment

Number Self, Private
of births in family, or medical Other All
Characteristic thousands friends insurance Medicaid government other
Percent!
HiSpanic . . . .. e e e e 21,704 40.1 41.9 19.6 14.5 *4.5
Mother's age at time of birth:
Under20years . .. ... .o it a80 *35.3 *23.6 *28.0 *25.3 *0.5
R0-24YBAIS . . . . v i e e 527 39.2 *28.7 *26.8 *13.1 *8.2
25-44VYQArS . . . ... e 796 43.0 59.4 *10.8 *10.3 *4.1
Mother's marital status at time of birth:
Nevermarried . .. ..., ... ... 480 *28.0 *17.3 44.8 *15.3 *2.7
Evermarried . . ... . ... .. e 1,222 44.9 51.5 *9.7 *14.2 *5.3
Non-Hispanicwhite . . . ....................... 210,248 44.4 71.6 5.0 6.8 6.0
Mother's age at time of birth:
Under20years .. ....... ...t vnevunnnn 1,016 37.6 34.7 *17.9 23.9 *5.0
20-24 YAIS . . .. . . i e e 3,389 39.7 65.0 *7.0 *7.2 8.6
25-44years ... ... e 5,842 48.4 82.1 *1.5 *3.5 *4.7
Mother's marital status at time of birth;
Nevermarried . . ... ... .. ... . . ... 913 25.5 *18.6 32.2 30.5 *3.9
Evermarried. . ... ... e 9,311 46.2 76.7 *24 4.5 6.2
Non-Hispanicblack. . . ... ................. ... 2,020 24.0 37.3 30.5 15.2 6.6
Mather's age at time of birth:
Under20years . ... ..... ..ot inuvenan. 512 21.4 *13.5 46.0 20.6 *8.7
20-24YEAIS . . .. it e e e 755 25.0 34.1 30.6 157 *7.7
2544 YEAIS . . . .. i e e e e 752 24.6 56.8 20.0 11.0 *5.4
Mother's marital status at time of birth:
Nevermarrled . . ... ... ... ... . ... ..., 1,021 17.6 16.4 46.5 22.9 *4.3
Evermarrled. . ... ... e e e 995 30.5 58.6 14.3 *7.2 8.9

1The sum of the percents exceeds 100.0 because some women reported more than one source of payment.

ZIncludes births for which mother's marital staus at time of birth was unknown.

medical insurance; 20 percent, with Medicaid; 14 percent
from other government sources; and 5 percent, from other
sources. Thus, births to Hispanic women were much less
likely than births to non-Hispanic white women to be paid
for by private medical insurance (42 percent versus 72
percent), and more likely to be paid for by Medicaid (20
percent versus 5 percent) and other government sources
(15 percent versus 7 percent). Comparing births to His-
panic women with births to non-Hispanic black women
(table G), births to Hispanic women were more likely to be
paid for out of pocket (40 percent versus 24 percent) and
less likely to be paid for by Medicaid (20 percent versus 31
percent) than births to non-Hispanic black women. As
observed for both white and black non-Hispanic births,
deliveries to never marricd Hispanic women were much
more likely to be paid for through Medicaid (45 percent
versus 10 percent) and less likely to be paid for through
insurance (17 percent versus 52 percent) than was true for
deliveries to ever married Hispanic women.

Characteristics of the mother—Tables 30, 31, and 32
show the percents of births paid for from various sources
according to characteristics of the mother at the date of
interview (not necessarily at the date of the birth).

For both white and black births, the proportion paid for
by private insurance increased with the rising cducation of
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the mother—from 40 to 84 percent for births to white
women and from 16 to 58 percent for births to black
women. The proportions paid by Medicaid declined sharply
as the mother’s education increased, for both white and
black births, and the race difference in the use of Medicaid
was very large for all three categories of education. For
example, at the lowest educational level, 49 percent of black
births and only 20 percent of white births were paid for
using Medicaid.

Source of payment for delivery differed considerably
according to the most recent occupation of the mother. For
all races combined, 84 percent of births to women em-
ployed as professionals or managers used private medical
insurance and 54 percent used income from self, family, or
friends, but only 2 percent used funds from Medicaid or
other government sources. In contrast, only 27 percent of
births to women who had never worked used private med-
ical insurance to pay for delivery, 38 percent used out-of-
pocket resources, but 32 percent used Medicaid and 14
percent used State or local government sources. The pro-
portion of births to professionals and managers who used
their own income as a source of payment was higher for
white than for black women (56 percent versus 23 percent).
However, the other four sources of payment for births to
professional and managerial women were similar by race.



On the other hand, there were large race differences in
payment for births to women in the other occupational
groups. More than half of births to never employed black
women were paid for using Medicaid, compared with 26
percent for never employed white women.

Births to low-income women were more likely to have
been paid for using Medicaid (24 percent versus 2 percent)
or by other government sources (19 percent versus 2—4
percent) than were births to higher-income women, but
there were significant differences by race within this income
category. Births to low-income black women were more
likely to have been paid for by Medicaid than were births to
low-income white women (41 percent versus 18 percent).

Fewer than half (47 percent) of current Medicaid
recipicnts reported Medicaid as a source of payment for
delivery. In addition, 30 percent of births to current Med-
icaid recipicnts were paid for through other government
sources. Taken together, these findings suggest that in
many cases cither the woman was eligible for Medicaid
during her pregnancy but unable to complete the applica-
tion process before delivery; or, after delivery (or as a result
of the birth), she lost support from her parents or the
baby’s father, or her income decreased, and she thus be-
came cligible for Medicaid.

Trends in source of payment for
delivery: 1973-82

The percent distributions of source of payment for
delivery for the most recent birth to women interviewed in
1973 and for the most recent birth since January 1979 to
women interviewed in 1982 are given in table 33 and figure
8. Over this 9-year period, the percent of women who paid

for their most recent delivery entirely from their own or
their family’s own income declined from 22 percent to 10
percent (figure 8). The decline was apparent at all ages, at
all levels of education and income examined, in every
region, and for both white and black women. However, the
decline was largest among births to teenagers (from 38
percent to 9 percent). The declines were generally similar
across categories of all variables except age.

The percent of women who paid for their most recent
birth entirely through private medical insurance increased
by approximately 10 percentage points, from 28 percent in
1973 to 38 percent in 1982 (figure 8). In conirast to the
trend in sclf-payment, however, this increase was smaller
and not significant among teenagers, black and Hispanic
women, women with a high school education or less, low-
income women, and those living in the Midwest. The
proportion of women who used a combination of private
medical insurance and their own income to pay for their
most recent delivery declined from 32 to 25 percent (figure
8).

These data suggest that there has been a slight increase
in the proportion of women paying for delivery from Med-
icaid between the two survey dates, but the rise from 7 to 10
percent was not large enough to be significant at the 5
percent level. Overall, a similar three-point increase was
suggested in the proportion of most recent deliveries paid
for from other government sources (from 6 to 9 percent),
but larger, significant increases were found among births to
teenagers, black women, women with less than 12 years of
education, and low-income women. The data also suggest
that a larger proportion of Hispanic women interviewed in
1982 than of those interviewed in 1973 used other govern-
ment sources to pay for their most recent deliveries.
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Table 1. Number of pregnancies ending in a live birth in January 1979 or later to women 15-44 years of age and percent distribution by

months pregnant when prenatal care began, according to selected characteristics of the birth: United States, 1982

[Statistics are based on a sample of the household population of the conterminous United States. See appendixes | and Ii for discussion of the sample design,
sampling variability, and definition of terms]

Months pregnant when prenatal care began

Number in Less than 3or4 5 months or
Characleristic thousands Total 3 months months more or no care
Percent distribution
All pregnancies endinginalivebirth .. ... .......... 114,372 100.0 65.9 25.6 85
Mother's age at ime of birth:
Under20years . ... ......c.c v ivaninnnennn 1,972 100.0 45,7 37.5 16.8
2024 ¥EAIS . . .. . e 4,764 100.0 61.4 30.1 8.5
25-20¥€AIS . . .. .. e e e 4,863 100.0 75.1 19.5 *5.4
B044Years . . .. .. e 2,773 100.0 721 19.9 *38.0
Birth order:
£ 6,001 100.0 63.4 28.1 8.4
SecoNd . . ... e e 4,900 100.0 72.9 20.7 6.3
Thirdorhigher. . . ... ... .. ... .. . . e 3,471 100.0 60.2 28.2 11.7
Mother's marital status at time of birth:
Nevermarried . . ... ... .. it it 2,471 100.0 43.8 39.1 17.2
Evermarried . . ... ... ... .. 11,872 100.0 70.6 22.7 6.7
Wantedness status at conception:
Wantedthen . ... .. ... ... 0., 9,127 100.0 72.6 20.9 6.6
Mistimed . ......... .. i 3,823 100.0 56.0 335 105
Unwanted. .. . ... i i in it i e 1,422 100.0 49.6 34.9 *15.5

includes births for which mother's marital status at birth or wantedness status at conception was unknown.

Table 2. Number of pregnancies ending in a live birth in January 1979 or later to white women 15-44 years of age and percent
distribution by months pregnant when prenatal care began, according to selected characteristics of the birth: United States, 1982

[Statistics are based on a sample of the household population of the conterminous United States. See appendixes | and Il for discussion of the sample design,
sampling variability, and definition of terms}

Months pregnant when prenatal care began

Number in Less than Jord & months or
Characteristic thousands Total 3 months months more or no care
Percent distribution
All pregnancies ending inalivebirth . ... ........... 111,836 100.0 68.7 23.6 7.7
Mother’s age at time of birth:
Under20years ... ............ ... 1,364 100.0 50.9 34.7 *14.3
2024 yearS . . ... e 3,890 100.0 63.3 28.0 8.7
D529 YBAIS . . . . v i it e e 4,200 100.0 77.0 18.8 *4.2
BO4AYEAIS . . o o i it e e e e e 2,381 100.0 73.3 18.2 *8.5
Birth order:
L 4,902 100.0 66.0 26.3 7.7
SeCOnd . . . e e s 4,142 100.0 76.2 18.7 *5.1
Thirdorhigher. .. .. ... ... ... ... ... ... . ... 2,792 100.0 62.3 26.1 1.7
Mother's marital status at time of birth:
Nevermarried . . . . ... ... .. e 1,350 100.0 46.6 35.7 17.7
Evermarried . . .. . . ... e e 10,460 100.0 71.6 21.9 6.4
Wantedness status at conception:
Wantedthen . . .. ... ... . . . ..., 7.912 100.0 74.1 19.3 6.5
Mistimed . ........... .. . . .. 2,880 100.0 58.5 33.0 *8.5
Unwamed. . . . ... ... e e 944 100.0 55.1 29.8 *15.1

lincludes births for which mother's marital status at birth or wantedness stalus at conception was unknown.

30



Table 3. Number of pregnancies ending in a live birth in January 1979 or later to black women 15-44 years of age and percent
distribution by months pregnant when prenatal care began, according to selected characteristics of the birth: United States, 1982

[Statistics are based on a sample of the household population of the conterminous United States. See appendixes | and I for discussion of the sample design,

sampling variability, and definition of terms]

Months pregnant when prenalal care began

Number in Less than 3or4 & months or
Characleristic thousands Total 3 monihs months more or no care
Percent distribution
All pregnancles ending inaltivebith . .............. 12,095 100.0 53.0 36.6 10.4
Mother’s age at time of birth:
UNder20years ... ... ..ouoienneennnnensnnn 528 100.0 37.0 44.3 18.7
2024 YRAIS . . .t i i it e e 774 100.0 53.9 37.9 *8.2
25-29YRAIS . . v v v ittt e e 505 100.0 64.3 26.1 *9.7
B044YEArS . . .ot ittt i n i 288 100.0 60.9 37.2 *2.0
Birth order: .
L 857 100.0 49.2 38.4 12.4
SECONA + v vttt vttt et e e 603 100.0 61.1 31.5 7.5
Thirdorhigher, . . .. .. o .ottt ii e 635 100.0 50.4 39.2 *10.5
Mother's marital status at time of birth:
Nevermarried . .. .. ..ot it i 1,049 100.0 427 417 15.7
Evermarried . . .. .. .. o i e e e e 1,042 100.0 63.4 31.5 *5.1
Wantedness stalus at conception:
Wantedthen . . .. .. ... ot ittt 935 100.0 63.4 32.0 *4.5
Mistimed . ........co0 i 709 100.0 50.2 35.6 14.3
Unwanled. .. ...ttt ittt i 450 100.0 35.9 479 16.2

inckudes births for which mother's marital status at birth or wantedness status at conception was unknown.

Table 4. Number of pregnancies ending in a live birth in January 1979 or later to women 15-44 years of age and percent distribution by

months pregnant when prenatal care began, according to selected characteristics of the mother: United States, 1982

[Statistics are based on a sample of the household population of the conterminous United States. See appendixes | and Ii for discussion of the sample design,

sampling variability, and definition of terms]

Months pregnant when prenatal care began

Number in Less than 3or4 5 months or
Characteristic thousands Total 3 months months more or no care
Percent distribution

All pregnancies endinginalivebith ............... 114,372 100.0 659 25.6 8.5
Region:

Northeast . . . ... ... it it e i 2,653 100.0 75.0 19.3 *5.8

Midwest. . .. .. e e 3,839 100.0 65.7 29.0 *5.3

SOUth . . e e e e 4,719 100.0 60.6 28.8 10.5

WESE . . o e e e e e 3,161 100.0 66.4 221 115
Education:

lLessthan 12years . . .. v v vt et te e n e e 3,516 100.0 48.2 334 18.4

2= 5,669 100.0 66.7 259 7.4

TBYEArSOrMOMe « & . vt v e it i te et e e en e 5,187 100.0 771 20.0 *29
Most recent occupation:

Professionalormanagerial . . .. ... i 2,222 100.0 81.9 155 *2.6

Salesorclerical . . .. ... i e e e 5,502 100.0 72.8 220 52

SaIVICE . L e e e 2,575 100.0 65.7 254 *8.9

Craft or farm worker oroperative .. ... ........... 1,851 100.0 46.8 42,9 *10.3

Neverworked . ... ... ...t 2,142 100.0 48.3 309 207
Poverty level income:

149 percentorless. . .. ... .. i i 5,113 100.0 50.1 341 158

150 percentormore . ... ... . ... e, 9,260 100.0 74.7 209 4.4

300 percentormore. . . .......vuveiinan.n., 4,663 100.0 78.7 18.4 *3.0

Medicaid status:

ReceivesMedicaid . . ........... ... ... vu.. 2,059 100.0 45.9 37.5 16.6

Does notreceive Medicaid .. .................. 12,269 100.0 69.2 23.6 7.1

lIncludes births for which last occupation or Medicaid status was unknown.
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Table 5. Number of preghancies ending in a live birth in January 1979 or l