
care: Nearly half (47%) of women who
worked began care early, compared with
one-third (34%) of those who were not em-
ployed. Women who were born in the
United States and those whose primary
language is English do not seem to be at
an advantage. Marital status shows the 
expected relationship.

Turning to the psychosocial risk factors,
we see that having stable and better hous-
ing is associated with early care. This
analysis does not suggest an effect of hav-
ing financial difficulties or of caring for a
sick household member. Having a con-
nection with the criminal justice system
leads to a slightly lower likelihood of early
care. Women who have witnessed, expe-
rienced or initiated domestic violence or
abuse are more likely than those who have
not to get first-trimester care, while there
is little difference between women with
depression and those without. By far the
largest difference in the timing of entry
into prenatal care has to do with whether
the pregnancy was wanted: Some 18% of
women who did not want their pregnan-
cies initiated care in the first trimester,
compared with 38% of those whose preg-
nancies were wanted. Women who
smoked marijuana were slightly more
likely to get early care than were women
who reported no drug use.

Because the number of women in the
program was so large, significance testing
of the bivariate relationships would not
yield meaningful results. None of these
factors, however, operates in isolation
from the others. Thus, to see whether these
relationships hold up when we look at all
the variables simultaneously, we turn now
to the multivariate analysis.

Multivariate Analysis
If racial and ethnic differences were due
completely to differential representation
in the other risk categories, then we would
expect the race and ethnicity variables to
be nonsignificant in the multivariate
analysis. Instead, we see that the rela-
tionships shown in the bivariate relation-
ships hold (Table 3). Non-Hispanic
women who are black or of “other races”
were roughly 30–40% less likely than non-
Hispanic white women to initiate care
early (odds ratios, 0.7 and 0.6, respective-
ly). Interestingly, results are the same for
Hispanic white women and Hispanic
women of “other races”: Both groups were
16% less likely than non-Hispanic white
women to get early care.

Working during the first trimester ex-
erts a positive impact on early entry into
care, as does being married. In contrast to

ly (32%). Age shows the expected pattern:
Younger women were less likely than older
women to get care in the first trimester. City
size appears to have little relationship to
timing of prenatal care. Early care became
more common over time: More than half
of program participants in 1996 got care in
the first trimester, compared with about
one-third from 1988 to 1991. 

Employment status during the first
trimester of pregnancy appears to have a
strong impact on the timing of prenatal

the bivariate results, having been born in
the United States significantly increases
the likelihood of early care after other vari-
ables are controlled for (odds ratio, 1.1),
and women whose dominant language is
not English were significantly less likely
to get early care than were English speak-
ers. Age has a significant impact only for
young women: Those younger than 25
were 15–50% less likely than women aged
25–29 to get care early.

Living in a large city proves advanta-
geous, raising the likelihood of early pre-
natal care by 14%. By contrast, living in a
medium-sized city appears to be a hand-
icap, reducing the odds by 7%. 

The effect of year is positive and signif-
icant for each year after 1991. The impact
increases over time, which suggests that
as the program became more widely im-
plemented and advertised, it may have
had an independent effect on getting
women into care earlier. There may be an-
other explanation, however: The inclusion
of higher income women in Medicaid after
eligibility was expanded in 1991 likely in-
creased the proportion obtaining care early.

Turning to the psychosocial risk factors,
we find that only one of the housing vari-
ables has a significant effect: Living in
poor housing conditions reduced the like-
lihood of early care by 12%. Being threat-
ened with eviction or homelessness, hav-
ing the burden of caring for a seriously ill
person in the household and involvement
with the criminal justice system have no
impact on the timing of initiation of care.
Inadequate financial resources also have
no effect, perhaps reflecting that financial
stresses may not be as much of an obsta-
cle for a Medicaid-eligible population
overall as for women just above the eligi-
bility levels. In fact, previous research has
shown that women without any insurance
are the least likely to get early care, not
those on Medicaid.27

Both measures of emotional strain are
statistically significant and have positive
effects (odds ratios, 1.1–1.2). These results
suggest that a connection with “the sys-
tem” may encourage women to get early
care or at least to make sure they are pro-
vided with information.

Again, the psychosocial risk factor with
the largest impact is the wantedness of the
pregnancy. Woman with an unwanted
pregnancy were 63% less likely than those
whose pregnancy was wanted to get early
prenatal care. These results underscore the
importance of making family planning
services available prior to conception and
suggest that preventing unwanted preg-
nancies may be an effective means by
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Table 3. Odds ratios from logistic regression
indicating the likelihood that a woman will ob-
tain prenatal care in the first trimester, by 
socioeconomic/demographic and psychoso-
cial characteristics

Characteristic Odds ratio

Socioeconomic/demographic
Race

Non-Hispanic white (ref) 1.00
Non-Hispanic black 0.65***
Non-Hispanic other 0.63***
Hispanic white 0.84***
Hispanic other 0.84***

U.S.-born 1.07**
Dominant language not English 0.81***
Worked during first trimester 1.57***
Married at any time during pregnancy 1.23***
Age

<15 0.50***
15–17 0.70***
18–19 0.79***
20–24 0.87***
25–29 (ref) 1.00
30–34 0.99
35–39 1.03
≥40 1.00

City size
<50,000 (ref) 1.00
50,000–74,999 0.93*
≥75,000 1.14***

Year
1988 (ref) 1.00
1989 1.05
1990 1.08
1991 1.05
1992 1.20**
1993 1.46***
1994 1.93***
1995 2.20***
1996 2.87***

Psychosocial
Threatened with eviction/homelessness 0.86
Poor housing conditions 0.88*
Caregiver 1.01
Inadequate financial resources 1.00
Involvement with criminal justice system 0.97
Violence/abuse in the household 1.12**
Depression/other mental health problems 1.16***
Pregnancy unwanted 0.37***
Behavioral

Smoked cigarettes 0.93***
Drank alcohol 0.90***
Used marijuana only 1.11*
Used hard drugs only 0.82***
Used marijuana and hard drugs 0.94
Used no drugs (ref) 1.00

Other 0.94*

χ2 4,598.9***
df 59

*p<.05. **p<.01. ***p<.001. Notes: Analysis includes controls for
county of residence. For categorical variables, ref=reference group.
For dichotomous variables, reference group is women without the
characteristic listed in the table.


