
and ethnic diversity of our sample is that
we are able to create more detailed racial
and ethnic categories than is normally
possible. While most research classifies
women as white, black or Hispanic, we
created five categories: non-Hispanic
white, non-Hispanic black, non-Hispan-
ic women of other races, Hispanic white
and Hispanic women who specify anoth-
er race or no race at all.

Variables and Sample Characteristics
We classified a woman as having initiat-
ed prenatal care in the first trimester
(early) if she obtained care from any
provider—not just a HealthStart pro-
vider—within the first 12 weeks of preg-
nancy. We divided our predictor variables
into two main categories (along with some
control variables): socioeconomic and de-
mographic risk factors, and psychosocial
risk factors. The MSSD coding manual in-
structed case coordinators to check off any
risk factor that “was present or existed for
the client just prior to” or during the cur-
rent pregnancy.
•Socioeconomic and demographic factors. By
definition, all program participants were
Medicaid-eligible. While such economi-
cally vulnerable women are usually
grouped together as a single unit, there are
social and economic variations even
among them. The socioeconomic and de-
mographic variables in our analyses are
designed to capture as completely as pos-
sible a woman’s socioeconomic status, her
possible access to social and emotional re-
sources, and her immigration and lan-
guage status, all of which may be related
to prenatal care initiation.

Previous research has revealed large
racial and ethnic differences in the timing
of prenatal care: Non-Hispanic white
women are the most likely and non-His-
panic black women are the least likely to
obtain early care.18 Hispanic women’s pat-
terns of prenatal care use tend to most
closely resemble those of blacks, but their
birth outcomes tend to be most similar to
white women’s, a situation labeled the
“Hispanic paradox.”19 These differences
may reflect variations in the distributions
of socioeconomic risk factors and, possi-
bly, psychosocial risk factors and cultur-
al practices. Table 1 shows that the sam-
ple was predominantly non-Hispanic
(36% black, 27% white and 4% women of
other races). Hispanic white women made
up 21% of the sample; Hispanic women
of other races, 12%.

We also include immigration status and
English-language use. Some groups of im-
migrant women (particularly Mexicans)

nic variation in the effects of risk factors
on birth outcomes within a given race. For
example, in an analysis that controlled for
immigrant status, Hispanic black women
were significantly less likely than non-His-
panic black women to have low-birth-
weight infants; additionally, being on
Medicaid was associated with lower rates
of low birth weight for Hispanic blacks
but not for blacks overall.17 The effects of
psychosocial risk factors also may vary by
ethnicity within broad racial groups.

One benefit of the size and the racial

use prenatal care and other health services
less than their U.S.-born counterparts, be-
cause of a complex web of legal, language,
socioeconomic and cultural barriers.20 At
the same time, however, immigrant
women do not have worse birth outcomes
than their U.S.-born counterparts.21 Thus,
it is noteworthy that while immigrant sta-
tus presents numerous barriers to prena-
tal care, it is also associated with offsetting
nutritional, social and lifestyle advantages
that result in favorable birth outcomes.
Program participants were predominantly
U.S.-born women, and most spoke En-
glish as their dominant language.

Working during the first trimester may
have several positive or negative effects
on the early initiation of care. Women who
work may have a higher income and more
stable lifestyle than those who do not; they
also may have insurance, better prepreg-
nancy health and greater access to infor-
mation on the importance of prenatal care.
On the other hand, women who work
may be doing so because of financial hard-
ship and may experience more stress than
others. One-fifth of the sample reported
some employment during the first
trimester of pregnancy.

Similarly, marital status has important
effects on prenatal care use and infant
health outcomes: Married women tend to
initiate prenatal care earlier than those
who are unmarried, and their infants have
lower rates of low birth weight and mor-
tality than babies born to single women.22

Only one-quarter of women in HealthStart
were married during their pregnancy.

Contrary to popular beliefs about the
age distribution of poor women who be-
come pregnant, the majority of program
participants were not teenagers, but
women in their 20s. As shown by previ-
ous research, the relationship between ma-
ternal age and birth outcomes is compli-
cated and differs by race,23 but generally
younger women are less likely to get early
care than their older counterparts.

The size of the city in which a woman
resides is likely to be an indicator of ser-
vice availability and accessibility to care.
Although large cities tend to have high
rates of poor birth outcomes, access may
be easiest there, because programs gen-
erally are targeted to these areas and pub-
lic transportation generally is readily
available. A slight majority of participants
(52%) resided in cities with populations
of at least 75,000; most of the rest lived in
cities with fewer than 50,000 people. 

We expect participants’ likelihood of
getting early care to have increased
throughout the years of the program, as
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Table 1. Percentage of women with selected
socioeconomic/demographic and psychoso-
cial characteristics, New Jersey HealthStart
program, 1988–1996 (N=91,585)

Characteristic %

Socioeconomic/demographic
Race/ethnicity

Non-Hispanic white 27.2
Non-Hispanic black 36.3
Non-Hispanic other 3.5
Hispanic white 21.1
Hispanic other 11.8

U.S.-born 70.1
Dominant language not English 23.1
Worked during first trimester 19.6
Married at any time during pregnancy 24.2
Age

<15 0.4
15–17 7.3
18–19 13.1
20–24 36.8
25–29 23.8
30–34 12.9
35–39 4.7
≥40 1.0

City size
<50,000 39.3
50,000–74,999 8.7
≥75,000 52.0

Year
1988 1.6
1989 11.0
1990 15.5
1991 20.6
1992 24.6
1993 18.1
1994 6.0
1995 2.2
1996 0.5

Psychosocial 
Housing situation

Threatened with eviction/homelessness 2.7
Poor housing conditions 1.8

Inadequate financial resources 34.2
Caregiver 1.0
Involvement with criminal justice system 1.9
Emotional strain

Violence/abuse in the household 2.9
Depression/other mental health problems 4.9

Pregnancy unwanted 3.9
Behavioral

Smoked cigarettes 24.9
Drank alcohol 7.7
Used marijuana only 2.4
Used marijuana and hard drugs 1.4
Used hard drugs only 4.4
Used no drugs 91.7

Other† 6.1

†“Other” psychosocial characteristics were not specified, but pre-
sumably these include such factors as having a poor relationship
with the baby’s father, not understanding the importance of pre-
natal care and living in a disruptive family situation.


