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Abstract
There are well-documented and as yet unexplairsgghdties in birth outcomes by race in the
United States, even after controlling for socioenuit status. This paper examines the sources
of disparities in low birth weight between blackslavhites in the U.S., by focusing on
differences in disparities between two very didtgeographic areas, the Deep South and the rest
of the country. Two findings from prior researclivdrthe analyses: First, health overall is worse
in the Deep South states; Second, race dispaaiteesmaller in the Deep South than in the rest
of the nation. A number of potential explanatiooisthese findings are examined. Results
suggest that, first, almost all of the increasedién of low birth weight in the Deep South states
may be explained by differences in race compos#iath socioeconomic status between the
Deep South and rest of the nation. Second, therloaee disparities found between the two
regions are being driven by much worse outcomewffite mothers in the Deep South (vs. the
rest of the country), particularly for poor whites, opposed to better outcomes for black

mothers. Potential paths for future research aremenended.



Introduction

There are well-documented and as yet unexplairsgghdties in birth outcomes by race
in the United States, even after controlling fociseconomic status. Rates of low birth weight
are twice as high among African Americans as thieyaanong whites. The U.S. is not unique in
this respect. Similar disparities have been founithé U.K. — a country with a very different
health care system and history of immigration.

One question that has been insufficiently explasdtbw much health disparities vary
within the United States. Answering this questiaamyrbe more fruitful than cross-national
comparisons for understanding the causes of hdalarities since national policies and many
historical factors can be assumed to be constaossicegion within a country. South-non-South
comparisons within the U.S. are possibly of patéicualue since those areas are thought to
differ considerably in terms of race relations aesidential segregation, factors that may be
associated with health outcomes. The north-soutipenison is also of value because overall
health has been shown to be worse in the southinhthe north, yet there is some evidence that
race disparities may be lower in the South.

These two puzzles (worse health overall in the I5aat lower race disparities in the
South) suggest that one or a combination of theviiting are operating: (1) Socioeconomic
status (SES) is lower for all groups in the Soutinpared with the rest of the nation; (2) SES
inequality by race is lower in the South than ie thst of the nation; (3) Health returns to SES
(i.e. SES/health gradients) are higher for blackare lower for whites in the South than in the
rest of the nation; or (4) The health disadvantagseciated with living in the South are greater

for whites as compared with blacks.



In this paper, these potential explanations aréoeg@. First, | examine the extent to
which differences in socioeconomic status and caceposition explain the observed differences
in infant health outcomes between the south andetteof the country. Second, | explore the
relative sizes of race disparities in the Souththledest of the nation before and after
controlling for measures of SES and health behaviéinally, | test whether the health-
enhancing aspects of higher socioeconomic stagtisr(is to SES) differ within racial group by
region and across racial group by region.

Background

Non-Hispanic black children, who are also morellike be poor, have much higher
rates of infant mortality, preterm birth, and lowtlh weight than do white children (Martin et al.
2006; Matthews and MacDorman 2006). A number ofad@rocesses have been hypothesized
to contribute to these disparities, including poydow levels of education, exposure to toxic
environments, bad neighborhoods, poor working dans, lack of access to quality health care,
discrimination, and high levels of stress (Williaared Collins 1995). Numerous studies have
attempted to explain race disparities, by contnglfior some of these risk factors, though few
have been able to do so. However, no nationalstatece has information on birth outcomes and
all the components of socioeconomic status (incadecational attainment, quality of
education, wealth, neighborhood, occupation, pei@epf one’s status), as well as the changes
in each component across the life course (Bravezf@i). Without such data, it is impossible to
disentangle the independent effects of race and SES

An alternative approach to understanding the ssusteace disparities in health is to
examine geographic variations in disparities, tgkddvantage of the differing political,

economic, and social contexts across areas. Atrstaoly compared racial and ethnic disparities



in low birth weight in the U.S. and England, coiggrwith very different policy contexts
(provision of universal health care and guarantagdmum income in the U.K.), immigration
patterns (most immigration in U.K. is post-World KWB, and racial/ethnic groupings (blacks
are recent immigrants from Africa and the Caribbieathe U.K.) (Teitler et al. 2007). Despite
these differences, they found: (1) very similarralleates of low birth weight in the two
countries (7.6% in 2000); (2) strikingly similaisgarities between black and white children in
both places, and (3) that none of the disparity @gsained by adjusting for SES and a number
of risk factors in either country.

A similar comparative approach can be applied withe U.S., where there is substantial
geographic variation in birth outcomes. In 2003y larth weight rates varied from 6% in
Washington state to 11.4% in Mississippi (Martiraet2005). A few studies have examined
larger geographic areas and have determined thia #re important regional differences in the
U.S. in many measures of health, which go hanchimdtwith differences in risk factors. Several
studies have found much higher rates of infant atityt low birth weight, and preterm birth
clustered among states in the South (Allen et371 Thompson et al. 2005), particularly in the
deep South (Goldhagen et al. 2005). These diffeiepersisted after controlling for race,
suggesting a higher burden of poor child healtrafbgroups in this area. A recent article in The
New York Times (Eckholm 2007) drew attention to sirarp increase in infant mortality in
Mississippi (and smaller increases in Alabama, €seee, North Carolina, Louisiana, and South
Carolina), and identified a number of potential teiuting factors, which are also much more
prevalent in these states, including: extreme ggyeraternal obesity, lack of accessible health
care, and cuts in welfare and Medicaid. A receporefrom the Commonwealth fund ranked all

the states on 32 separate indicators related tdygoathe health care system, access to health



care, and several health outcomes (Cantor et @r)20f the 13 states in the bottom quintile
(worst performing), 11 were states from the South.

The South also has a unique political and sodsabty, especially with regard to race
relations, which provides a useful context in whialexplore race disparities in birth outcomes
as compared with the rest of the nation. Only dndysto our knowledge has explored
disparities by region. Using data from 1980, theynd that black-white disparities in infant
mortality and low birth weight were actually smalie the South than in some other regions of
the U.S, though no adjustments were made for SE®YDther risk factors (Allen et al. 1987).
There have been many demographic, political, astkohanges in the nation in the past 20
years, which call for new and more comprehensiayaes of regional variation in race
disparities in infant health in the U.S.

Another approach to understanding the sourcescdlrdisparities is to explore the role
of socioeconomic status in improving child headthd how this varies across groups. Numerous
studies have documented a graded relationship batwarious measures of SES and child
health (Case, Lubotsky and Paxson 2002; Chen, Manil Matthews 2006; Currie and Stabile
2003; Finch 2003; Goodman 1999; Starfield, Robertsad Riley 2002). This graded
relationship indicates that improvements in heatthobserved at each higher level of SES, not
just at the extremes. A handful of studies havergémad the relationship between SES and birth
outcomes across different racial/ethnic groups,tee generally found the strongest graded
associations for whites, somewhat weaker oneslémkb (Acevedo-Garcia, Soobader and
Berkman 2005; David and Collins 1997; Kleinman &edsel 1987; Pallotto, Collins and David
2000; Parker, Schoendorf and Kiely 1994), and nwehker or non-existent ones for Hispanics

and Asians (Acevedo-Garcia et al. 2005; Goldmaal.€1006).



Because of the lack of broader measures in most aeaternal education is the most
commonly used measure of SES in research on ih&aith. Studies that used different
indicators of SES found that results were senstove indicator used (Braveman et al. 2001;
Parker et al. 1994). The variability in the asstores of infant health with SES across race and
ethnicity and by SES indicator is consistent wité idea of differential returns to human capital
by race and ethnicity (Braveman et al. 2005; Gaanem, Adams and Pamuk 1996; Kaufman,
Cooper and McGee 1997).

A recent study, based on data from a national btiort, found that socioeconomic
status operates very differently across racialletgroups to impact low birth weight
(Nepomnyaschy 2007). Higher levels of income angcation are strongly and monotonically
associated with reduced rates of low birth weightthites, but not for most other groups,
including non-Hispanic blacks. There was no coesispayoff in better health outcomes for
blacks at higher levels of SES. The consequent@pattern is that the largest black-white
disparities in low birth weight were found for tleoat higher levels of SES. Whether these
findings hold in the southern states, given thadggof institutional discrimination, on the one
hand, and worse infant health and higher leve|sookrty across all groups, on the other hand, is
an important question that has not been addressed.

This study extends previous cross-national workqalore regional differences in racial
disparities in birth outcomes within the U.S, aguaially more salient comparison. This study
also extends prior work examining associations betwSES and birth outcomes across groups,
by exploring regional variation in these associaioThis work contributes to prior research in

this area by using a new, nationally representatiudy of over 10,000 children, which contains



rich data on family socioeconomic status, paremalth, health behaviors and many other
individual and family characteristics.

Data and M ethods

Data

This study is based on data from the Early Childhbongitudinal Survey—Birth Cohort
(ECLS-B), a nationally representative study of o000 children born in the U.S. in 2001.
Births were sampled from Vital Statistics recomr@sg the sample consists of children born in
2001 who were alive at the 9-month baseline ingvyhad not been given up for adoption, and
who were born to mothers 15 years old or older Bathel et al. 2005 for detailed study
description). The current study is based on ineavgi with mothers when the infant was 9
months old (baseline), to which birth certificatdawere appended. The sample was limited to
approximately 8700 singleton births for whom theldgical mother was the main respondent,
and who were non-missing on birth weight, racefettyy and state of residence at the birth.

Low birth weight is the primary outcome measuréhis study. The infant’s birth weight,
as reported on the birth certificate, is conventtd a dichotomous variable for whether the child
weighed less than 2500 g (approx. 5 %2 Ibs) at tth weight has been found to be a well-
measured, reliable and meaningful indicator ofcchegalth and is associated with a number of
poor subsequent health and developmental outcdReshiman 2005).

The mother’s state of residence is taken fronbitté certificate and is coded as a
dichotomous variable for whether the mother residdtie Deep South at the time of the child’s
birth. Based on the work of Goldhagen et al. (2006)his paper, the Deep South is defined as
an area made up of the following nine states: AtedpaArkansas, Florida, Georgia, Louisiana,

Mississippi, North Carolina, South Carolina, andhiiessee. Though this grouping of states does



not represent a universal definition of the DeeptBgothese states are a contiguous group of
states in the deep south of the U.S. and nearheak elevated rates of low birth weight as
compared with the national average. Based on 28@#fcom the National Center for Health
Statistics, the low birth weight for the entire Uvas 8.2%, while for each of the above states
(in alphabetical order) it was: 10.4%, 9.3%, 8.%%8% 10.9%, 11.6%, 9.0%, 10.2%, and 9.2%,
respectively (Martin et al. 2006). Nearly 23% of tinothers in the ECLS-B (N~2000) resided in
the Deep South at the time of the child’s birth.

Mothers’ race/ethnicity is taken from the birthitdecate and is broken down into the
following three groups: non-Hispanic white, non4tsic black, and all other race/ethnic group.
For analyses examining overall differences betwberDeep South/non-Deep South areas, all
three groups are included in the analyses. Fomtgerity of the paper, which focuses on
black/white disparities, the other race/ethnic graudropped from the analyses. The final
analyses are based on approximately 700 black9@maevhites in the Deep South states, and
800 blacks and 2900 whites in the rest of the state

The following demographic and socioeconomic statugbles are considered in these
analyses: mother’s age (<21, 21-30, >30), motrextigcation (<HS, HS, some college, BA+),
household income, family size, marital status ghtof child, whether family owns home,
whether family owns any financial assets, and esgid in an urban area. All of these measures
are taken from the baseline survey when the child 9Ymonths old, except for mother’s age and
marital status, which are from the birth certifecat

A number of health and health behavior measuesalao considered: whether the
mother smoked during pregnancy (coded as yes dirteg either in the birth certificate or in the

survey); if she had no prenatal care in first tsiee (from birth certificate); her pre-pregnancy



Body Mass Index (BMI — coded from pre-pregnancygheand weight on birth certificate, and
collapsed into overweight: BMI >25, or obese: BMB¥3and whether she had any one of a list
of medical risk factors noted on the birth certifie (anemia, cardiac disease, acute or chronic
lung disease, diabetes, genital herpes, oligohydi@nhemoglobinopathy, pre-existing or
gestational hypertension, eclampsia, incompetanbgerevious >=4000 gm infant, previous
preterm or small for gestational age infant, reliséase, RH sensitization, uterine bleeding, or
other risk factor).
Analyses

First, descriptive statistics for all variablesliuded in the analyses, stratified by
residence in the Deep South or in the rest of thety and then stratified by race (black and
white) within the two regions are presented. Neath of the potential explanations discussed
previously are examined. First, | will examine wietdifferences in income inequality (and
racial composition) are responsible for the poathtbutcomes in the Deep South states as
compared with the rest of the country. Raw diffeenbetween South/non-South states will be
adjusted by demographic, socioeconomic, and medgtafactors. Next, race disparities in birth
outcomes in each region will be examined. Raw diffees by race (within each region) will be
adjusted by these same factors (other than rasgllys to understand whether returns to SES
differ by race and by region, health/SES gradignlisbe examined. Gradients will be compared
for whites in the Deep South vs. non-South stated for blacks) and for whites vs. blacks in
each region. All analyses are performed using Sfat8E statistical software package, are based
on weighted data, and are adjusted for complexegutesign effects using the SVY set of
commands in Stata.

Findings



Differences between the Deep South and the Rebedfountry

Table 1 presents differences in birth outcomesfamily characteristics between
children born in the nine states defined as thepCBmuth in this paper and the rest of the nation.
Children born in the Deep South have less favoraiote outcomes than children born in the
other 41 states in the U.S. They weigh less ah f8291 vs. 3369 g), and are more likely to be
low birth weight (7% vs. 5%). These differences stegistically significant at (p=.001). Families
of children born in the Deep South have lower seoimomic status (SES) than do families in
the rest of the nation, based on a number of S#igators. These include maternal education,
marital status, family income, and ownership o&finial assets. Mothers of children born in the
Deep South are more likely than mothers in theaktite country to have smoked during
pregnancy (16% vs. 13%), to have had no prenatealinghe first trimester (17% vs. 16%), and
to be obese (16% vs. 14%); however, these diffe®ace not statistically significant. On the
other hand, mothers in the Deep South are ledy lizgdhave had any one of a list of medical risk
factors noted on the birth certificate than arehlmact in the rest of the country (26% vs. 32%),
though this may be related to differential repataf risk factors on birth certificates across
states.

Table 2 presents the unadjusted and adjustedaetiffes in rates of low birth weight
between children born in the Deep South and theofdke country. The unadjusted Deep South
OR for low birth weight is 1.3 and is highly sigednt. After adjusting for racial composition
(non-Hispanic white, non-Hispanic black, or anyastrace/ethnicity), the OR drops to 1.13 and
becomes only marginally significant (p = .066). Hwer, adjusting for several measures of SES,
(education, income, marital status, and finangakaownership), but not race/ethnicity, only

reduces the Deep South OR to 1.22 and it remagigyhsignificant. Although only marital



status at birth and income at the fourth quant#esggnificant in this model, all the SES
variables are jointly significant at p = .0001 the next model, both race/ethnicity and SES
measures are included, and the Deep South odddalsi to 1.08 and becomes not at all
significant. Adjusting for risk factors (smokingy early prenatal care, and maternal pre-
pregnancy BMI), does not reduce the Deep South @Huather, though both smoking during
pregnancy and mothers’ pre-pregnancy BMI are styoagsociated with low birth weight. In
sum, the observed difference in the rates of lahbweight between children born in the Deep
South and those in the rest of the nation are dlowapletely accounted for by differences in
racial composition and socioeconomic status.

Race Dispatrities in the Deep South and Non-DeephSstates

Table 3 presents mean differences in charactesibgtween non-Hispanic blacks and
whites in the Deep South and the 41 states inetteaf the country (those in the other
race/ethnicity category are not considered forémeainder of these analyses). Asterisks indicate
black/white disparities that are significantly éifént between the Deep South states and those in
the rest of the country. Black mothers in the notB states are two times more likely than
white mothers to have a low birth weight child (10%6 5%), while in the Deep South states, the
relative difference is slightly smaller (11% vs. %hough there is an absolute difference of 5
percentage points in both areas. This differendberblack/white disparities between the Deep
South and the rest of the country is not significan

The disparities between blacks and whites on mesisores of SES (income, education,
and asset ownership) are lower in the Deep Soathiththe rest of the states, though few of
these differences are statistically significante Dmly exception to this finding is for marital

births, the black/white disparity in the Deep Soigtharger than that in the rest of the nation (50



vs. 42 percentage point difference). These smditgrarities found in the Deep South are mostly
due to the fact that white mothers in the Deep I5etdtes are worse off on these measures than
are white mothers in the rest of the nation, a®epg to black mothers being better off. For
example, 50% of white mothers in the non-Soutlestate in the top income quantile compared
with only 37% in the Deep South (a 13 percentagetgisadvantage), while for black mothers
this Deep South disadvantage is only 3 percentagesy The only SES measure for which Deep
South black mothers are better off is homeownerstifh 27% of black mothers in the Deep
South owning their homes compared with only 21%érest of the nation.

Black mothers in the Deep South are almost unifpimetter off than black mothers in
the rest of the nation on risk factors. They ass likely to be overweight, less likely to have
smoked during pregnancy, and less likely to havkargy medical risk factor at delivery than are
black mothers in the rest of the natiowhite mothers in the Deep South are very simitar o
these characteristics to their non-South countespar

Table 4 presents unadjusted and adjusted odds &tiow birth weight for black
mothers (as opposed to white mothers). Odds ratmgresented separately for the Deep South
and for the rest of the country and are taken fseparate regressions for both areas. As
described previously, the unadjusted excess rdtaolirth weight for blacks in the non-Deep
South states is 5.5 percentage points, while iDéwp South states it is 4.9 percentage points
(ORs of 2.35 and 1.92, respectively). These disiparare not significantly different from each
other. After adjusting for a number of SES chandsties (mother’s education, age, marital
status, own family background, family income, fansize, homeownership, financial asset

ownership, and urban residence), the black odasirathe Deep South falls to 1.27. These

! But, as mentioned previously, there may be incoteplecording on the birth certificates for thesams by state
and by localities within states.



adjustments reduce the difference in low birth elgetween blacks and whites to 2 percentage
points, a reduction of more than half of the raffedence. In the rest of the country, adjusting
for SES measures reduces the OR to 1.73, repregentt percentage point difference between
blacks and whites (a reduction of less than ond)hiln the last model, the associations are
further adjusted by maternal risk factors (smoldagng pregnancy, prenatal care in the first
trimester, mother’s first birth, pre-pregnancy atyesnd any medical risk factor from birth
certificate). The black/white differentials in batheas go back up and are highly significant.
Therefore, adjusting for risk factors does notllatealuce the disparity in low birth weight
between blacks and whites in either the Deep Sstaties or in the rest of the country. To sum
up, it appears that a much greater proportion @biack/white disparity in low birth weight in

the Deep South states can be explained by diffeseimcsocioeconomic status than in the rest of
the country (59% vs. 27%, respectively).

The role of SES in explaining (or not explainitdgck/white disparities in low birth
weight can be broken down into two components. fireecomponent is the differential in the
amount of SES by group membership. As discussadqu#y, white families are more
advantaged than blacks on every measure of SE&leoed here. The second component is the
difference in the association between SES and iaWw Wweight across groups. Evidence from
prior research points to the fact that the relatom between SES and low birth weight is much
weaker for black than for white mothers (Nepomnigs2007). In other words, black children in
the U.S. may not reap the same benefits (in biglgkt) from higher levels of income as do
white children. This may be one reason why mostistuare not able to explain black/white

disparities in low birth weight by adjusting forcome.



In the results discussed above, the black/whiteadity was reduced to a greater extent in
the Deep South than in the non-Deep South states atijusting for SES. One reason is because
the disadvantages in SES between blacks and wiiessmaller in the Deep South states than
in the rest of the country. It is also possible the association between SES and low birth
weight differs between the groups by region ofdestce, which would also contribute to the
difference in the amount of disparity explainedFlgure 1, the associations between quantiles
of household income (<15K, 15-30K, 30-50K, >50Kygumoportion low birth weight for blacks
and whites in the Deep South and in the rest otthmtry are presented.

As found in prior research, there is a strong@edr gradient between income and low
birth weight for whites. At each higher quantileimtome the proportion low birth weight is
reduced in both the Deep South and the other statieites in the bottom quantile in the non-
Deep South states are two times more likely to lzalesv birth weight child than whites in the
top quantile; while in the Deep South states, difference is almost three-fold. For Blacks, the
story is less clear. In the non-Deep South statasks in the bottom and top quantiles are not at
all different in their rates of low birth weighthe there does not appear to be a clear gradient. In
the Deep South states, blacks do benefit from higiweme. Black mothers in the bottom
income quantile are almost one third more likelyréwe a low birth weight child than mothers in
the top quantile. This evidence suggests thatifferehce in the amount of black/white disparity
explained between the Deep South and non-Deep Stat#s is not only due to smaller gaps in
the amount of income (and other measures of SBE®eka blacks and whites, but also due to
the differential effects of SES for blacks and whitn the two regions.

Figure 2 examines these same associations ifiesedif way to explore the last potential

explanation discussed earlier: that the healthddesatages in the South are borne primarily by



whites as opposed to blacks. In Figure 2, the sssseciations between income and low birth
weight as seen in Figure 1 are presented withi@ aacoss regions. The first panel compares
gradients for whites in the South and non-Souttestavhile the second panel looks at gradients
for blacks in the two regions. The most strikingding here is the difference between low-
income whites in the South and non-South areas. Wioites in the South are nearly 60% more
likely to have a low birth weight child than poohites in the non-South states (11% vs. 7%).
Whites in the South at all income levels appedretslightly worse off than those in the rest of
the country, but these differences are small aadat statistically significant. Blacks in the
South do not appear to be worse off than blackisamrest of the country, though there is clearly
some noise in the non-South figures.

Finally, to explore the disadvantage of poor whitethe South further, | examine
whether differences in health behaviors for whitethe South vs. non-South states differ by
SES. Recall that the difference in likelihood ofakimg during pregnancy between the South
and non-South states was not statistically sigmificHowever, there may be differences at
different points in the income distribution tha¢ amasked when averaging across the whole
group. Figure 3 presents the association betweekiagnduring pregnancy and income for
whites in the South and non-South states. Pooewisitnoke during pregnancy at the same
alarmingly high rates (42%) in the South and nontBatates, indicating that the poor Southern
white health disadvantage (as compared with poofrSmuth whites) is not related to prenatal
smoking. A similar pattern holds for other risktfars, including early prenatal care, mother’s

age at birth, and obesity (results not shown).

Conclusion



This paper set out to examine the sources of disgsain low birth weight between
blacks and whites in the U.S., by focusing on d#fees in disparities between two very distinct
geographic areas, the Deep South (9 states) anddhef the country (41 states). Two findings
from prior research drove the analyses: healthatMsrworse in the Deep South states, and race
disparities are smaller in the Deep South thahérrést of the nation. Potential explanations for
these findings were tested.

Mothers in the Deep South states were 2 perceipaiges more likely to have a low
birth weight child than mothers in the rest of doeintry. Potential explanations included
differences in race composition, differences in@@monomic status, and differences in
behaviors and risk factors between the two regibfmaind that controlling for race and various
measures of SES almost completely eliminated tisjgadity between the Deep South and the
rest of the country, while differences in healthaors or other risks were not important factors
in explaining the gap. These findings confirm thlmost all of the health disadvantage in the
Deep South can be explained by racial compositimhlewer levels of SES in these states.

Confirming prior research, disparities between blacd white mothers were slightly
smaller in the Deep South states than in the fasieanation, though this difference was not
significant. Potential explanations included lowequality in SES by race in the Deep South,
higher returns to SES for blacks (or lower retdorswvhites) in the Deep South, and that the
Southern health disadvantage is borne more by sithiEn blacks. | found that differences in
SES between blacks and whites were smaller in #epBouth, and controlling for these factors
explained a much larger portion of the black/wiiigparity in the Deep South than in the rest of
the country (59% vs. 27%); however, a substaniggdatity remained. There was some evidence

that blacks in the Deep South states have a higham to SES (steeper gradient) than blacks in



the non-South states, though these results areonotusive. Finally, analyses revealed that the
worst health outcomes are borne by poor whitekerteep South, who have a 60% greater
chance of having a low birth weight child than patiite mothers in the rest of the country. It
appears that this difference is responsible foisthaller black/white disparity in low birth
weight in the Deep South as compared with theafkitte nation.

Why do poor white mothers in the Deep South hauemhigher rates of low birth
weight than their counterparts in the rest of thentry? The findings here ruled out differences
in risk factors: those mothers were no more likelgmoke during the pregnancy, not have
prenatal care, be younger, or be obese.

Another possibility is differences in the compmsitof poor whites in each region.
Though whites in the lowest income quartiles inheggion have similar mean incomes, these
white women in the Deep South have lower levelsdofcation than those in the rest of the
country (54% vs. 43% have less than high schoefults not shown). Prior research shows that
selection into motherhood differs by economic ctinds and by race/ethnicity across economic
conditions (Dehejia and Lleras-Muney 2004), withiteimothers being negatively selected and
black mothers being positively selected during eooic downturns. If economic conditions in
the Deep South states are generally worse thae thdke rest of the country, perhaps white
mothers there are negatively selected. The rekatesare consistent with this potential
explanation. Another possible explanation may hawio with selective migration into and out
of the Deep South states. These potential exptarmafor the negative health outcomes of poor
whites in the Deep South should be explored inrbutasearch.

Future research should also examine differencesttcomes and disparities between

other regions of the country. Disaggregating theepareas of the country may prove to be more



useful, since there are important differences log rathnicity, and SES between other regions.
For these analyses, Vital statistics data mustsled in order to get large enough samples of
different groups within each region. The analyser® lfresults not shown) suggest that using
education and marital status at birth (which aralalble in vital statistics data) as proxies for
SES produce similar results to those using theeriateasures of SES included in this study.
The results from this study indicating that lowesparities in birth weight between
blacks and whites in the Deep South states dueapitinto worse outcomes for whites as
opposed to improved outcomes for blacks suggestthibasources of black/white disparities in

birth outcomes are very complicated and much rebestill needs to be done.
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Table 1. Sample Description by Region of Residdbmep South vs. Rest of the Country)

Full Sampls Deep Sout Rest of Countr
Birth weight (gms * 335( 3291 336¢
Low birth weight’ 0.0¢ 0.07 0.0t
Mother's Race/Ethnicity
Black 0.1t 0.2¢ 0.11
White 0.6(¢ 0.5¢ 0.6(C
Othel 0.2t 0.1: 0.2¢
Mother's Educatior
Less than H 0.2¢ 0.3z 0.2¢
High schoc 0.2Z 0.2¢ 0.21
Some colleg 0.2¢ 0.2¢ 0.2%
College degre 0.2¢ 0.z 0.2¢
Married at birtl 0.67 0.62 0.6¢
Household income ($) 50,15¢ 42,12: 52,71(
Quantiles of Income
Bottom income quanti 0.1¢ 0.21 0.17
2nc 0.2t 0.2¢ 0.2¢
3rd 0.21 0.21 0.21
Top income quanti 0.3t 0.2¢ 0.37
Own hom 0.47 0.4¢ 0.47
Have any financial asset 0.4C 0.3¢ 0.4z
Urban residence 0.7¢ 0.6: 0.7%
Mother's Age at Birth
Less than 2 0.1¢ 0.21 0.1t
21-30 0.5: 0.5¢€ 0.5Z
More than 3 0.31 0.2¢ 0.3¢
First birtk 0.41 0.4 0.41
Boy chilc 0.51 0.5C 0.52
Child's age (month 10 11 10
Number of biological childre
One chilc 0.4z 0.41 0.4z
Two childrer 0.3¢ 0.37 0.3:
Three or more childre 0.2¢ 0.2z 0.2%
Mother lived w/bio parents until 1¢ 0.5¢ 0.t 0.61
Smoked during pre 0.1¢ 0.1¢ 0.1
No prenatal care in 1st trimes 0.1¢ 0.1¢ 0.1¢
Pre-preg BMI (index 24.¢ 24.¢ 24.¢
Obes 0.1t 0.1¢ 0.1«
Overweigh 0.3¢ 0.3¢ 0.3¢
Medical risk fator 0.3C 0.2¢ 0.32
Observations (rounded to nearest 870( 200( 670(

* differences between Deep South and rest of thetcy are significant at p < .05



Table 2: Accounting for Differences in Low Birth Wbt between the Deep South and the Rest of the
Nation, N = 8650

Adjusting Models for the Followin

Unadjustec Race SES Race/Eth+  + Risk

Odds Ratios  Ethnicity SES Factors
Deep Sout 1.3¢+ 1.13 1.27* 1.0¢ 1.1C
(3.55 (1.86 (2.54 (1.09 1.17
Non-Hispanic blac 2.1¢ 1.6 1.9¢*
(11.70 (6.03 (7.63
All other race/ethnicit 1.11 0.91 1.1C
(1.45 (1.23 (2.02
HS/GEL 1.12 1.0¢ 1.1C
(1.22 (0.58 (.01
Some colleg 0.9¢ 0.92 1.0z
(0.14 (0.82 (0.32
College degree or bet 0.8t 0.81 0.92
(1.12 (1.49 (0.62
Married at birtl 0.6€* 0.7 0.7¢
(5.34 (3.75 (2.90
2nd income quanti 0.9C 0.9¢ 1.0C
(1.16 (0.27 (0.03
3rd income quanti 0.82 0.8¢ 0.9:
(1.87 (1.03 (0.69
4th income quanti 0.6¢&* 0.74* 0.7¢
(2.93 (2.21 (1.75
Any financial asse 0.91 0.92 0.9t
(0.93 (0.85 (0.44
Mother smoked during pregnar 1.9¢*
(6.58
Prenatal care in 1st trimes 1.0C
(0.01
Pre-pregnancy BM 0.9¢
(3.48

Figures are odds ratios and (t-statistics)
*p<.05



Table 3: Sample Description by Race and Regionesidence, N = 5350

Deep Sout Rest of Countr
Black White Black White
Birth weight (gms’ 310« 336¢ 3181 342¢
Low birth weight * 0.11 0.0¢ 0.1¢ 0.0t
Mother's Educatic
Less than high schc 0.37 0.2¢ 0.31 0.1¢
High schoc 0.3C 0.2¢ 0.2¢ 0.21
Some colleg 0.2% 0.2¢ 0.3C 0.3C
College degre 0.0¢ 0.2t 0.11 0.3¢
Married at birth 0.2¢ 0.7¢ 0.3¢ 0.7¢
Household income ($) 27,16 50,24: 31,52 64,46(
Quantiles of Incormr
Bottom income quanti 0.4z 0.11 0.3¢ 0.11
2nc 0.3C 0.2¢ 0.2¢ 0.1¢
3rd 0.1t 0.2¢ 0.z 0.22
Top income quanti 0.1¢ 0.37 0.17 0.5(C
Own hom 0.27 0.61 0.21 0.6¢
Haveany fin asse 0.17 0.4¢ 0.2C 0.5¢
Urban residence 0.7C 0.5t 0.9t 0.6¢
Mother's Age at Birt
Less than 2 0.31 0.1¢ 0.2< 0.11
21-3C 0.51 0.5¢ 0.5¢ 0.5C
More than 3 0.1¢ 0.2¢ 0.2¢ 0.3¢
First birtt 0.37 0.41 0.4C 0.41
Boy child * 0.47 0.52 0.5¢ 0.51
Child's age (month 10 11 10 10
Number of biological childre
One chilc 0.3¢ 0.41 0.4C 0.4z
Two childrer 0.3z 0.4C 0.3C 0.3¢
Three or more childre 0.2¢ 0.1¢ 0.3C 0.2¢
Mother lived w/bio parents until . 0.3¢ 0.5t 0.3¢ 0.6¢
Smoked during preg 0.0¢ 0.2Z 0.12 0.17
No prenatal care in 1st trimes 0.2¢ 0.11 0.2¢ 0.11
Pre-preg BMI (index 26.C 24.¢ 25.¢ 24.t
Obes 0.22 0.1¢ 0.2¢ 0.1<
Overweigh 0.4: 0.37 0.47 0.3¢
Medical risk facta 0.2¢ 0.2¢ 0.4C 0.23
Observations (rounded to nearest 70C 90cC 80C 295(

* black/white differences are significantly differtebetween the Deep South and rest of the coubhfrya
.05



Table 4: Accounting for Black/White Differencesliow Birth Weight between the Deep South and the
Rest of the Nation, N = 8650

Deep Sout Rest of Countr

Unadjuster Adjusting Adjusting Unadjuste Adjusting Adjusting

for SES  for Risks for SES  for Risks
Non-Hispanic blac 1.92* 1.27* 1.59* 2.35* 1.73* 1.94*
(7.12 (2.99) (3.15 (9.10 (4.36 (4.80
High school/GEI 1.1¢ 1.2¢ 0.97 1.0z
(0.86 (1.10 (0.23 (0.14
More than high schoc 1.2% 1.3¢ 0.8¢ 0.9C
(1.10 (1.63 (1.63 (0.89
Mother 22-30 at birtt 0.8¢€ 0.9¢ 0.8¢ 0.94
(0.99 (0.16 (1.13 (0.36
Mother > 30 at birt 1.69* 1.97* 1.0t 1.2¢
(2.16 (2.97 (0.27 (0.98
Married at birtl 0.70* 0.8t 0.73* 0.8t
(2.35 (0.89 (2.19 (1.12
Lived w/bio parents till 1 0.8(C 0.81 1.0¢ 1.0c
.71 (1.80 (0.26 (0.24
Family size 0.9¢ 1.01 0.89* 0.94
(0.86 (0.26 (2.93 (1.54
2nd income quanti 0.81 0.7 1.2¢ 1.2%
.17 (1.81 (1.47 (1.46
3rd income quanti 0.8( 0.72 1.1¢ 1.2¢
(1.26 1.75 (1.08 (1.47
4th income quanti 0.52* 0.53* 0.9¢ 1.0¢€
(2.89) (2.83 (0.22 (0.31
Own hom 1.02 0.9z 0.72* 0.75*
(0.16 (0.55 (2.93 (2.81
Any financial asse 0.7¢ 0.8¢ 0.77* 0.81
(1.11 (0.74 (2.20 .77
Urban residenc 1.1¢ 1.17 0.9¢ 1.0t
(0.75 (0.91 (0.13 (0.38
Mother smoked uring pret 2.15* 1.87*
(3.79 (4.29
Prenatal care in 1st 1.17 0.7¢
(0.75 (1.53
First birtt 1.79* 1.63*
(3.96 (3.86
Obese prior to pregnar 0.8t 0.9t
(1.11 (0.40
Any medical risk 2.20* 2.10*

(4.42 (5.75



Observations (rounded to ! 220( 445(

Figures are odds ratios and (t-statistics)
*p<.05



Proportion

Figure 1: LBW/Income Gradients by Race and Region
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Figure 2: LBW/Income Gradients by Race and Region
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Figure 3: Smoking Across Income for Whites by Region
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