Relationship Type and Duration and the Risk of Low Birth Weight
Table 4. Adjusted odds ratios (and 95% confidence intervals) from logistic regression analysis of low birth weight in a woman’s most recent singleton live birth, by characteristic, according
to race and ethnicity
Characteristic

(N=2,356)

Non-Hispanic
white
(N=1,297)

Non-Hispanic
black
(N=505)

(N=475)

1.0
0.9 (0.5–1.7)
0.6 (0.3–1.2)

1.0
0.8 (0.3–2.1)
0.1* (0.0–0.6)

1.0
1.4 (0.5–3.8)
1.5 (0.5–4.4)

1.0
1.0 (0.2–4.7)
5.7** (2.1–15.1)

Relationship duration at conception (in mos.)
≤12
1.6 (0.6–4.7)
13–60
1.4 (0.6–3.2)
61–120
1.9 (0.9–3.8)
≥121 (ref)
1.0

4.8 (0.9–26.4)
2.4 (0.7–8.4)
3.1* (1.0–9.7)
1.0

0.9 (0.2–5.0)
1.1 (0.3–4.5)
1.4 (0.3–5.6)
1.0

0.1* (0.0–0.7)
0.2 (0.0–1.9)
0.4 (0.1–2.6)
1.0

Age at conception
<20
20–34 (ref)
35–44

0.7 (0.4–1.3)
1.0
1.9 (0.9–4.0)

0.7 (0.2–2.4)
1.0
1.1 (0.3–4.1)

0.8 (0.3–2.3)
1.0
6.9** (2.1–22.4)

0.6 (0.2–2.0)
1.0
0.7 (0.1–7.1)

Race/ethnicity
Hispanic
Non-Hispanic black
Non-Hispanic white/other (ref)

1.3 (0.7–2.5)
3.3*** (2.2–5.0)
1.0

na
na
na

na
na
na

na
na
na

Education at interview
<high school graduate (ref)
≥ high school graduate

1.0
1.1 (0.5–2.1)

1.0
1.0 (0.4–2.8)

1.0
1.4 (0.6–3.7)

1.0
1.1 (0.3–4.1)

Pregnancy intendedness
Intended (ref)
Mistimed
Unwanted

1.0
1.7* (1.0–2.8)
0.7 (0.3–1.5)

1.0
1.6 (0.8–3.5)
1.2 (0.3–4.0)

1.0
2.1 (0.9–5.1)
0.6 (0.2–1.8)

1.0
1.3 (0.5–3.8)
0.0*** (0.0–0.0)

Smoking during pregnancy
Yes
No (ref)

2.0** (1.3–3.3)
1.0

2.9** (1.6–5.3)
1.0

0.6 (0.2–2.0)
1.0

†
†

Site of most prenatal care visits
Private MD/HMO (ref)
Clinic
Other

1.0
1.3 (0.8–2.2)
2.8* (1.3–5.9)

1.0
1.2 (0.5–3.2)
4.3* (1.3–14.4)

1.0
0.9 (0.5–1.8)
1.9 (0.5–6.5)

1.0
3.2 (0.8–12.0)
2.5 (0.3–22.6)

Payment for delivery
Private insurance (ref)
Medicaid/govt. assistance
All other

1.0
1.6 (0.9–2.8)
0.9 (0.4–2.4)

1.0
2.1 (0.9–5.0)
1.3 (0.4–4.2)

1.0
1.6 (0.8–3.1)
0.4 (0.0–4.3)

1.0
1.0 (0.3–4.0)
0.5 (0.0–7.0)

Infant’s birth order
1
2–3 (ref)
≥4

1.8* (1.1–2.9)
1.0
2.3* (1.2–4.4)

2.3* (1.1–4.6)
1.0
3.4* (1.3–8.7)

1.1 (0.4–2.6)
1.0
2.5 (0.8–7.6)

1.3 (0.4–4.6)
1.0
0.4 (0.1–2.6)

Relationship type at conception
Married (ref)
Cohabiting
Other

All

Hispanic

*Statistically significant at p<.05. ** Statistically significant at p<.005. *** Statistically significant at p<.0005. †Although included in the
model, maternal smoking was too rare among Hispanic women to produce statistically reliable estimates for this group. Notes: ref=reference group. na=not applicable. Age of father at conception and timing of first prenatal care visit were not included in the final logistic
regression models because their unadjusted odds ratios were not statistically significant at p<.10. Ns are unweighted; all data are weighted. Odds ratio of 0.0 means that the odds ratio was less than 0.05.

proved with a larger sample size. In other
words, if our sample had been larger, we
could have found a similarly strong association but with tighter conﬁdence bands. The
ability to examine relationship variables and
several potential covariates is, however, an
important advantage of the NSFG over
other sources of birth-weight data. We recommend that the relationships among variables that we considered here be examined
in future research with larger samples.
The measures of relationship variables
we used also have limitations. For example, using the amount of time between ﬁrst
sex with a partner and conception to deﬁne the duration of a relationship may not
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be the most accurate measure for this variable, because ﬁrst sex with a partner does
not always reﬂect the beginning of a relationship. For some women, the emotional ties of a relationship may occur long before sexual intimacy; for others, sex may
occur much earlier. Events other than ﬁrst
sex may therefore produce better measures of relationship duration.
Moreover, in the 1995 NSFG, women
were not speciﬁcally asked to identify the
father of each child or to describe their relationships with partners. Women’s direct
reports of relationship types and duration
might differ from the measures of those
variables that we developed based on event

histories. In general, research would beneﬁt from new and better data on women’s
sexual partners and their relationships, as
well as from data on fertility and sexual history collected directly from both women
and men. In this regard, we look forward
to the next round of the NSFG, which will
collect data from samples of women and
men and will ask women about the fathers
of pregnancies so that the characteristics of
fathers will not need to be inferred. With
that round of data, we will be able to address the questions we tried to answer here
more thoroughly.
Another potential limitation of the
NSFG is that the data are retrospective
self-reports. Women’s recall may be poor,
particularly when the events took place
more than four years before the interview.
In addition, women’s recall may be inﬂuenced by current feelings; for example, a
woman’s report of sexual partners and relationship characteristics may be influenced by her feelings toward a current
partner. Women may also underreport
what they perceive as socially undesirable
or negative attitudes or behaviors, such
as smoking during pregnancy.
In our research, we were limited to relationship variables that could be created
from data collected in the 1995 NSFG. We
found that the characteristics of women
and of pregnancy and delivery differed
signiﬁcantly by relationship type and duration at conception. Grouping all unmarried women together masks important differences between women who are
cohabiting with their partners and those
in some other type of nonmarital relationship. Differences in reports of pregnancy intendedness and maternal smoking are particularly striking. In addition,
women in relationships in duration of one
year or less differ from women in longer
relationships. It is important to emphasize,
however, that relationship type and relationship duration do not capture the diversity or quality of relationships experienced by men and women. Future
research should examine aspects of relationships such as commitment, intimacy
and involvement, which may have implications for maternal and child health.
Despite the limitations of our research,
the ﬁndings reinforce the need to consider relationship characteristics when examining the association of mother’s
“union status” and birth outcomes. The
quality of relationships and the level of social support provided by partners or other
individuals may be more important than
formal marital status. Although unmarried women in the United States have
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