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A COMPARISON OF PRENATAL CHARACTERISTICS BETWEEN
NATIVE AMERICAN AND WHITE WOMEN IN OKLAHOMA

IN OKLAHOMA:

The majority of Native American women
receive prenatal care services (62.9%)
and financing of care (70.7%) through
the Indian Health Service (IHS).

Mative American women are less likely
than white women to obtain medical
confirmation of pregnancy in the first
trimester.

Mative American women are less likely
than white women to enter prenatal care
in the first trimester (74.2% and 83.7%,
respectively).

Among women who did not receive
prenatal care as early as they wanted,
Mative American women are more likely
than white women 1lo report late
recognition of pregnancy, lack of
transportation, and lack of child care
as barriers to receiving care.

Native American women are more likely
to report that their pregnancy was
unintended (50.4% wvs. 41.5%) than
white women.

Native American women are less likely
to consume alcohol in the last three
months of pregnancy than white women.

Mative American women are 2.3 times
more likely than white women to
experience a violent event in the 12
months prior to delivery.

Early entry into prenatal care has been shown to
benefit perinatal oulcome and has been
recommended as an overall strategy to improve
birth outcome." Prenatal care may improve
perinatal cutcome by providing an opportunity for
intervention related to a woman's behaviors (e.g.
drinking) or other lifestyle factors that pose risks
during the prenatal period. The Healthy People
Year 2000 objective calls for S0 percent of
pregnant women to enter prenatal care in the first
trimester.*

Prenatal characteristics (e.g. prenatal care
utilization) may be influenced by race.' The racial
disparity in prenatal characleristics has been
examined primarily comparing black and white
women. There is relatively little known regarding
the prenatal characteristics of Native American or
Hispanic women. This information is critical to the
development of programs and policies to improve
the matemal and infant health of these
populations.

In this report, data from the Oklahoma
Pregnancy Risk Assessment Monitoring System
(PRAMS) are used to compare the prenatal
experiences of white and Native American women
in Oklahoma. Maternal, demographic,
socioeconomic, and behavioral characteristics are
examined.

PRAMS is a population-based survey of Oklahoma woman who
have recently defivered a live birth. A stratified sampling
approach s used o select approximatoly 200 new mothers
aach month from the stata's live birth regisiry. Up io three
mailad gueshonnaines are used lo salicf a response.
Telephona interviows are attermpled for non-respongents. Data
for this report reflect live birfhs occurring betweon Aprl 1588
and March 1993, The overall responsa rate was 70%
Analysis weights wera applied to adjusi lor selection probability
and non-responsa. All data represent stale estimales.




Prenatal care utilization and barriers are also
explored. Data-based recommendations related
to the provision of prenatal care to the MNative
Amaerican population in Oklahoma are highlighted.

Methods

For this study, women who indicated they were
Native American or white were included in the
analysis. Among 1,078 Native American and
8,644 white women sampled, 65.7% and 75.7%.,
respectively, responded to the survey. MNo data
are currently available regarding tribal affiliation or
the quantum of indian blood among the self-
reported Native American women.

Characteristics of Native American and
White Women

As shown in Table 1, one-half of Native
American women giving birth in Oklahoma
(50.1%) live at less than 100% of the Federal
Poverty Level (FPL) compared to 28.5% of white
women. Three-fourths (75.1%) of MNative
American women reside in rural areas with a
population of less than 10,000,

One-fourth of Native American women (24.4%)
have less than a high school education compared
to 16.7% of white women. In addition, they are
half as likely as white women to graduate from
college (10.1% vs. 20.4%).

Nearly one in five (19.8%) Native American
births are to women less than 20 years old. This
proportion is 1.5 times that of white women. In
addition, Mative Americans tend fto begin
childbearing at an earlier age. Nearly one fourth
(23.2%) of Native American women with previous
biths had their first child prior to age 18
compared to 15.2% of white women.

Native American women are less likely to be
married at the time of conception than white
women (56.8% vs. 72.8%).

Mative American women are less likely than
white women to obtain medical confirmation of
pregnancy during the first timester. Although
over 40% for both groups, Native American
women repoted a higher prevalence of
unintended pregnancy than white women (50.4%
vs. 41.5%).
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Native American women are less likely to
consume alcohol both before and during
pregnancy than white women. Almost all (99%) of
white and Native American women who drink in
the last trimester consume less than seven drinks
per week (data not shown).

Mative American women are 2.3 times more
likely to be involved in a physical fight and/or be
physically hurt by a husband or partner in the 12

months prior to delivery than white women.

Table 1

Characteristics of Native American and White Women

Charncisnalic Matra Am (85% CIj Whisa (05% Ci)
Family ncoma'

<100% FPL 50.1 (42.5-56.7) 28.5 (26.5-30.5)

100-184% FPL 29.9 (23.9-35.9) 27.7 (25.8-29.5)

185+ %FPL 20,0 (14.9-35.1) 438 (41,7-459)
Rosidanon

Urban 24.9 (19.9-20.9) 57.4 [55.5-59.7)

Fiural TE (T0.1-B0.1) A28 [40.7-44.5)
Education’

<12 yrs 24.4 (18.7-30.3) 16.7 (14,8-18.5)

12 yr8 47.5 (41.2-53.8) 4009 (38, 7-43.1)

13-15 yrs 18.0 (13.4-22 6) 22.0 (20.2-23.8)

16+ yra 0.1 (63-139) 2004 (18.7-E2.3)
Aga

20 198 (14,3253} 129 (11,314.3)

20-24 3906 (331-46.1) 3002 (26,3323

2520 24.9 (10.3-30.5) 3.7 (20.7-33.7)

034 o1 [5.8-12.6) 193 (17.6-21.0

A5 B6 (33101} 59 (4969
Aga Al First Barth®

<18 232 (10.1-20.9) 182 (10.217.2)

18-19 27.3 (20.5-34.1) 20.3 (18.2-22 4)

204 49,5 (41.7-57.3) 645 (B2 1-67.0)
Marital Status'

Lirmarioed 43.2 (36.4-50.0) 27.2 (25.3-20.9)

Mairried 56.8 (50.0-63.8) 728 (T0.8-T4.8)
Confirmation of Preg."

Tl Trimoston 88.7 (84.3-92.9) §4.3 (93.3-95.3)

2nded Trimasbor 1.3 (7.1-15.5) 7 [4T-BT)
Irention of Prox.

Enfondad 45,6 (43.3-55.9) 548.5 (56.5-60.5)

Unionded 50.4 (44,1-58.T) 41.5 (39.5-43.5)
Dirinkdng

Priod 1o Prag." 357 (29.7-41.7) 44 5 (42 546 5)

During Preg.” 57 (2787 B4 (7.3-8.5)
Yiolence" 19.6 [14.6-24.6) 84 (7.2-9.8)

1504 Foderal Poverty Level (FPL) lor a lamily of 4:

100%=514 800, 185%=527.280
Wamin ds than 18 paars wors dxchudod
“Woman with 0 loast ono provious e birth

‘Wlariial sintus af

oonceplion
*Pregnancy confirmalion is positve medkcal test for prognancy
"During tha 3 monihs priod 1o prognancy
"Dawing tha 3 monihs prios 1o dolivry
"Irvotvamant in @ physical fight andior boing physically hur by hustard
of partnar in 12 months pror 1o delivary



Prenatal Care Utilization

The majority of Native American women receive
prenatal services (62.9%) and financing of care
(70.7%) through the Indian Health Service (IHS)
(Table 2).

Native American women are less likely to report
entry into prenatal care during the first trimester
than white women (74.2% and 83.7%,
raspectively).

Table 2

Prenatal Care Utilization
Among MNative American and White Women

Charscinristc Mative Am (B5% 'I:'lj Whito (95% CI)
Location of PNC
Hospita 11.5 ([7.4-15.6) 14.4 {13.0-16.0)
Health Dagt 38 (1363 8.3 (8.1-10.5)
Private MOMMO 21.8 (16.7-269)  73.7 (T1.9-75.5)
HS 62,0 [56.9-68.9) 286 [20-3.3)
Paymant for PNC
Parsonal Incomo 22 {ﬂ.nl-nl.ﬂ]- 11.4 Hﬂ.E—tzﬁﬁ
Insuranca’ 1.7 (8.0-15.4) 55.3 (53.4-57.4)
IHS 70.7 (65.2-76.2) 29 (2296)
Madicaid 15.4 (11.0-20.0) 3.4 [28.5-32.3)
PNC Entry
181 Trirmasbar T4.2 (6A.T7-TA.5) B3.7 [B2.2-85.3)
2ndrd TrimMdo Care 258 (20.5-31.3) 1683 (14.8-17.8)
'Insurance may be Group of prvats,

Barriers To Prenatal Care

Mative American women are 1.3 times more
likely than white women to report that they didn't
begin prenatal care as early as they wanted (25%
vs. 19.9% - data not shown).

Figure 1

Barriers to Entering PNC as Early as Wanted
Among White and Native American Women*
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The top five barriers to early prenatal care entry
reported by Native American women are 1)
inability to get an appointment; 2) late recognition
of pregnancy; 3) lack of transportation; 4) lack of
child care; and 5) not knowing where to go for
care (Fig. 1). Of these barriers, late pregnancy
recognition, lack of transportation, and lack of
child care were reported more frequently by
MNative American than white women.

Other factors potentially influencing early entry
into prenatal care include intention of pregnancy
and women's attitudes or beliefs about care. As
previously shown in this report, one half (50.4%)
of Native American women and 41.5% of white
women reported that their pregnancy was
unintended.

Further, as shown in Figure 2, approximately
one-half (46.4%) of Native American women who
enter prenatal care after the first trimester report
that they began care as early as they wanted.

Figure Two

Attitude Regarding Prenatal Care Entry
Among Native American Women Entering
Prenatal Care After the First Trimester
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Summary

The prenatal characteristics of Native American
women in Oklahoma are unique and important in
the development of both program and policy
initiatives targeted for this population. These data
suggest that prenatal utilization, access,
behaviors, and lifestyle indicators among this
population are somewhat different from those of
white women.

Native American women are more likely to enter
prenatal care after the first trimester than white
women. This delayed entry into care may be



influenced by several factors including late
confirmation of pregnancy, unintended pregnancy,
and beliefs about obtaining prenatal care. Both
family planning and matemity services provide
opportunities for interventions aimed at reducing
factors of particular risk for Mative American
women.  Additional or enhanced stralegies
designed to decrease the rate of uninlended
pregnancy and to educate women on both the
early signs of pregnancy and the importance of
early prenatal care are needed.

Additional barriers to early prenatal care entry
reported more frequently by Native Amaerican
women include lack of transportation and lack of
child care. Lack ol transportation may be
influenced by both residence (i.e. urban or rural)
and location of prenatal care. Native American
women receiving care through IHS, for example,
may reside in counties without an available IHS
facility. Although a percentage of the population
in each of Oklahoma's 77 counties is Native
American, only 33 counties have an IHS clinic or
hospital. These system-related barriers may be
addressed through altemative methods of
delivering care, improved or enhanced modes of
transportation, and provision of chid care
sarvices.

In addition to the above mentioned barriers, the
comparatively high prevalence of viclence during
the 12 months prior 1o delivery among Native
American women strongly suggests the need for
both prevention and intervention effors.

Finally, socioeconomic factors may also impact
prenatal care utilization, access, behaviors, and
lifestyle factors." The exact nature of the
relationship among system-related, attitudinal, and
socioeconomic barriers to prenatal care among
MNative American women in Oklahoma warrants
further examination.

RECOMMENDATIONS

= ldentify and evaluale opportunities in current
health services provided to Native American
women to impact the rale of unintended
pregnancy.

= Explore alternative systems of care delivery and

enhanced transportation services to prenatal
care for Native Amencan women.
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= Develop culturally sensitive educational
programs on the importance of early signs of
pregnancy and the need for obtaining early and
continuous prenatal care for Native American
women.

* Provide child care at prenatal clinics thal serve
Mative American women.

= Educate prenatal care providers about
appropriate assessment and intervention with
women who have experienced violeance or are
currently experiencing violence.
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