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HIGHLIGHTS 

 

The Pregnancy Risk Assessment Monitoring System (PRAMS) report, covering the time 

period 2012 to 2019, provides a comprehensive assessment of the characteristics, 

experiences, and factors that influence the health of Delaware women of childbearing 

age 15 to 44 years.  

The Delaware PRAMS is a collaborative project between the Delaware Department of 

Health and Social Services, Division of Public Health (DPH) and the U.S. Centers for 

Disease Control and Prevention (CDC), Division of Reproductive Health.  PRAMS 

provides data on a representative sample of women who gave birth in Delaware.  The 

sample is drawn from the birth certificate data and some women are sampled at 

higher rate than others. The time period 2012 to 2019 in PRAMS comprises of two phases: 

1) Phase 7 (2012-2015); and 2) Phase 8 (2016-2019). While most of the questions did not 

undergo substantial changes, some questions were either reworded and/or edited for 

greater clarity. When trend data are presented where feasible and applicable, the 

changes have been noted. 

Using a Social Determinants of Health (SDOH) framework and a wellness perspective, 

the report is organized into three major conceptual domains of: 1) prepregnancy 

wellness (i.e., preconception health or health before pregnancy); 2) pregnancy 

wellness (health during pregnancy); and 3) post pregnancy wellness (i.e., health after 

pregnancy).  The wellness domains are further classified into eight sub-domains: 1) 

emotional wellness; 2) environmental wellness; 3) financial wellness; 4) intellectual 

wellness); 5) occupational wellness; 6) physical wellness; 7) social wellness; and 8) 

spiritual wellness.  These self-reported measures serve as heuristics to understand 

wellness and are not intended to capture the complex construct of wellness and its sub-

domains. 

WELLNESS PRIOR TO PREGNANCY 

Emotional wellness was defined using self-reported proxy measures from PRAMS data 

and is the absence of depression, health care visits relating to depression and/or 

anxiety, and an index measure for stressful life events called “adverse maternal 

experiences” (AMEs) prior to pregnancy.  Within this domain, we find that: 

▪ The percentage of women who indicated being exposed to AMEs during 

2012-2019 decreased from 13.4% in 2012 to 9.1% in 2019.  The percentage 

of women who indicated that they had depression increased from 9.3% in 

2012 to 16.8% in 2019.  The percentage of women who visited a doctor for 

depression decreased from 19.8% in 2012 to 13.9% in 2019.   

▪ During 2012-2019, women less than 25 years of age, those with less than or 

equal to 12 years of schooling, and those having an annual household 

income less than $40,000 had a higher prevalence of AMEs, depression, 

and visits for depression or anxiety.   
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▪ Race and ethnic disparities were also evident in the emotional wellness 

sub-domain. A higher percentage of Black (non-Hispanic) women 

indicated having AMEs, and a higher percentage of White (non-Hispanic) 

women indicated having depression. Higher percentages of White (non-

Hispanic) and Hispanic women indicated visiting a health care provider 

for depression, while a lower percentage of women of other races that 

include American Indian/Alaska Native, Asian (non-Hispanic), Native 

Hawaiian/Pacific Islander, and two or more races and Black (non-

Hispanic) indicated visiting a health care provider for depression before 

pregnancy.     

▪ There were non-significant differences in prepregnancy emotional 

wellness indicators by county of residence.   

Physical wellness is usually synonymous with overall wellness.  Analyses of 

prepregnancy physical wellness indicators (i.e., body mass index, exercise, chronic 

conditions, taking multivitamins, prenatal vitamins or folic acid before pregnancy; 

drinking before pregnancy, smoking before pregnancy, taking prescription 

medications, and visiting a dentist suggest that physical wellness varies with age, 

education, income, race and ethnicity, and county of residence.   

▪ During the 2012-2019 time period, the percentage of women who were 

overweight or obese based on prepregnancy BMI remained relatively 

stable except in 2018 and 2019. The prepregnancy BMI increased by six 

percentage points from 56.4% in 2017 to 62.9% in 2019. The percentage of 

women who were overweight/obese was highest in women 35 years and 

older; highest in women with less than or equal to 12 years of schooling; 

and highest in women with an annual household income less than 

$40,000.   Race and ethnic disparities were also evident. For instance, the 

prevalence of overweight/obesity before pregnancy was 66.7% among 

Black (non-Hispanic) women and 63.2% among Hispanic women, 

compared to 53.6% among White (non-Hispanic) and 40.2% among other 

races. The prevalence of overweight/obesity was also highest in Kent 

County.  

▪ The percentage of women who exercised three or more days per week 

before pregnancy declined by four percentage points from 43.6% in 2012 

to 39.2% in 2019.  The percentage of women who exercised three or more 

days weekly was higher among women 25 and older, those with more 

than 12 years of schooling, and those with an annual household income 

greater than $80,000. The percentage of women who exercised varied by 

race and ethnicity. A higher percentage (46.5%) of White (non-Hispanic) 

women indicated exercising three or more days per week before 

pregnancy, compared to 32.7% of Black (non-Hispanic) women. Although 

there were no significant differences by county of residence, a highest 
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percentage (43.7%) of women in New Castle County indicated exercising 

three or more days per week. 

▪ The percentage of women with two or more chronic conditions (i.e., 

having diabetes, or diagnosed with diabetes, high blood pressure, having 

asthma, anemia, and thyroid problems) before pregnancy remained 

relatively stable between 2012 and 2019.  For instance, in 2012, 12.1% of 

women had two or more chronic conditions, compared to 13.0% of 

women in 2019.   Contrary to the expectation that chronic conditions 

increase with age, one in five women less than 20 years of age (19.6%) 

indicated having two or more chronic conditions, followed by women 35 

years and older (14.3%).  The prevalence of having two or more chronic 

conditions/diseases was highest among women with low levels of 

education and income.  One in five Black (non-Hispanic) women 

indicated having two or more chronic conditions compared to one in 10 

White (non-Hispanic) women.  

▪ Daily intake of multivitamins among women increased from 29% in 2012 to 

37% in 2016 and then decreased to 32% in 2019.  Multivitamin intake was 

lowest among younger women, women with low levels of education and 

income, and Black (non-Hispanic) and Hispanic women.  The prevalence 

of multivitamin intake was lowest in Sussex County. 

▪ Drinking, smoking, and taking prescription medications before pregnancy 

are important prepregnancy wellness indicators as they have significant 

impact on both maternal and neonatal health. During 2012 to 2019, there 

was no change in the prevalence of drinking three months before 

pregnancy. The prevalence of drinking was 55% in Delaware in 2012 and 

remained the same in 2019.  The prevalence of drinking increased with 

age, higher levels of education, and higher annual household incomes, 

and was highest among White (non-Hispanic) women, followed by Black 

(non-Hispanic) women. The prevalence of drinking three months before 

pregnancy was also higher in New Castle and Kent counties. 

▪ Smoking three months before pregnancy declined in Delaware by  10 

percentage points, from 27.2% in 2012 to 17.5% in 2019 (~35% change).  

Prevalence of smoking was highest among women 20-24 years of age 

followed by women less than 20 years of age. Unlike drinking, the 

prevalence of smoking was highest among women with low levels of 

education and annual household income and among White (non-

Hispanic) and Black (non-Hispanic) women. The percentage of women 

who indicated smoking three months before pregnancy was also higher in 

Sussex (23.8%) and Kent (22.9%) counties as compared to New Castle 

County (19.7%). 

▪ During 2012 to 2019, slightly over one in five women were taking 

prescription medications regularly and the prevalence remained relatively 

stable. In 2012, 23.1% of women indicated taking prescription medications 
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and by the end of 2019, the percentage was 22.2%. The percentage of 

women who took prescription medications increased with age, 

education, and annual household income. Prevalence of prescription 

medication use was highest (28.5%) in White (non-Hispanic) women, 

followed by other races (22.9%) that include American Indian/Alaska 

Native, Asian (non-Hispanic), Native Hawaiian/Pacific Islander, and two or 

more races.  The prevalence of prescription medication use among Black 

(non-Hispanic) women was 18.1%; among Hispanic women it was 12.2%. 

Although there was no significant difference in the percentage of women 

who regularly took prescription medications by county of residence, New 

Castle County had a slightly higher prevalence than Kent and Sussex 

counties. 

▪ The percentage of women who visited a dentist before pregnancy 

increased 11 percentage points  from 49.3% in 2012 to 60.9% in 2019. The 

percentage of women who indicated visiting a dentist before pregnancy 

was highest among women 35 and older (63.2%) and among women less 

than 20 years of age (61.4%). The percentage of women who visited a 

dentist before pregnancy was highest in women with more than 12 years 

of schooling (64.1%), those with an annual household income greater 

than $80,000 (79.4%), among White (non-Hispanic) women (60.6%), and in 

New Castle County (56.6%).  

▪ Prepregnancy emotional wellness and physical wellness indicators were 

associated, suggesting the importance of integrating behavioral and 

physical health. For instance, women who had depression had greater 

odds of being overweight/obese, have one or more chronic conditions, 

drink alcohol, smoke cigarettes, and take prescription medications. 

Similarly, women who were exposed to AMEs had greater odds of being 

overweight/obese, have one or more chronic conditions, drink alcohol, 

smoke cigarettes, and take prescription medications.  

Prepregnancy wellness indicators or proxies for environmental, intellectual, financial, 

occupational, social, and spiritual wellness sub-domains were not available in PRAMS. 

WELLNESS DURING PREGNANCY 

Similar to prepregnancy wellness, wellness during pregnancy used available proxies 

from PRAMS data to describe the prevalence and characteristics of women. Emotional 

wellness indicators during pregnancy were defined using self-reported proxy measures 

from PRAMS data that included instances of actual physical abuse (i.e., intimate 

partner violence), discussion with health care providers about depression, and physical 

abuse during pregnancy.  

▪ The prevalence of intimate partner violence (IPV) remained unchanged 

during 2012 to 2019. In 2012, 3% of women indicated experiencing 

physical abuse during pregnancy and in 2019 the prevalence was 2.5%. 
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The prevalence of IPV was highest among women less than 20 years of 

age (6.5%), followed by women 20-24 years of age (5.0%). The prevalence 

was highest in women with less than 12 years of schooling (5.0%) and 

decreased as years of schooling increased. The percentage of women 

who indicated experiencing physical abuse was highest in women with 

annual household incomes less than $25,000 (5.6%), and among Black 

(non-Hispanic) women (4.1%), followed by Hispanic women (3.5%).  

Physical abuse was reported most often  in Sussex County (3.2%). 

▪ The percentage of women who indicated that their providers talked 

about abuse increased over 30 percentage points from 55.4% in 2012 to 

87.8% in 2019. This large difference in the prevalence estimate may be 

attributed partly to changes between Phase 7 and Phase 8 where 

physical abuse was expanded to include emotional abuse. The 

percentage of women who indicated that their provider talked about 

abuse was highest: among women less than 25 years of age (78.0%); 

among women with less than or equal to 12 years of schooling (75.8%); 

among women with an annual household income less than $40,000 

(71.7%); among Hispanic (82.0%) and Black (non-Hispanic) women 

(77.0%); and in New Castle County (73.7%).  

▪ The percentage of women who indicated that their health care provider 

discussed depression increased by 20 percentage points from 68.6% in 

2012 to 89.7% in 2019. The large difference in the prevalence estimate 

may be attributed partly to changes between Phase 7 and Phase 8 as the 

question phrase changed from “What to do if I feel depressed during my 

pregnancy or after my baby is born” to “If I was feeling down or 

depressed.”  The percentage of women who indicated that their provider 

talked about depression was highest:  among women less than 25 years of 

age (81.6%); among women with less than or equal to 12 years of 

schooling (81.9%); among those with an annual household income less 

than $40,000 (77.3%); among Hispanic (83.7%) and Black (non-Hispanic) 

women (83.3%); and in New Castle County (79.6%).  

▪ Regarding emotional wellness indicators during pregnancy despite no 

changes in IPV prevalence, the fact that more women reported that their 

health care providers discussed abuse and depression may be 

attributable to U.S. Preventive Services Task Force (USPTF) 

recommendations for routine screening for IPV and depression.  

Environmental wellness is complex and encompasses multiple dimensions.  It is 

generally agreed that it is important to focus on the built or physical environment 

and the natural environment, referring to how a geographic area or neighborhood 

is designed.  While there were no specific measures in PRAMS to assess 

environmental wellness prior to pregnancy, one proxy measure for environmental 

wellness during pregnancy was access to transportation during prenatal care.  
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▪ The percentage of women who indicated transportation was a barrier to 

accessing early prenatal care varied from a high of 17% in 2013 to a low 

of 7.5% in 2016.  In 2019, slightly over one in 10 women (11.6%) indicated 

that they did not have transportation to access prenatal care. The 

percentage of women who indicated that they did not have 

transportation was highest among women less than 25 years of age 

(13.8%), highest among women with less than 12 years of schooling 

(24.3%), and highest among women with an annual household income 

less than $25,000 (17.7%). The percentage of women who encountered 

transportation barriers was  highest among Hispanic (21.8%) and Black 

(non-Hispanic) women (13.1%) and highest in Sussex County (13.3%).  

Financial wellness is a critical component of overall wellness and is one of the most 

potent predictors of overall health.  It is perhaps most important during a major life 

event such as pregnancy.  Two proxy indicators were utilized to assess financial 

wellness during pregnancy:  cost as a barrier to accessing prenatal care and 

enrollment in the Supplemental Nutrition Assistance Program (SNAP) for Women, 

Infants, and Children (WIC).   

▪ The percentage of women who indicated cost as a barrier to accessing 

prenatal care decreased by nine percentage points from 22.8% in 2012 to 

13.1% in 2019.  The percentage of women who indicated having no 

insurance was highest among women 20-24 years of age (20.8%), 

followed by women less than 20 years of age (17.5%).  Women with low 

levels of education and annual household income indicated cost as a 

barrier.  Over one in four Hispanic (27.5%) women indicated cost as a 

barrier, followed by other races (15.4%), White (non-Hispanic) women 

(14.6%), and Black (non-Hispanic) women (13.8%).  The percentage of 

women who indicated cost as a barrier to accessing care was highest in 

Sussex County (18.5%) followed by New Castle County (17.1%). 

▪ During 2012-2019, there was a five-percentage point reduction in the 

percentage of women who indicated receiving food stamps or WIC 

services. In 2012, 52.7% of women indicated receiving food stamps or WIC 

services, compared to 47.7% in 2019. The percentage of women who 

indicated receiving food stamps or WIC services increased with decreases 

in age, educational levels, and annual household income. The 

percentage of women who indicated receiving food stamps was highest 

among Hispanic women (75.8%), followed by Black (non-Hispanic) 

women (74.1%). The percentage of women who indicated receiving food 

stamps or WIC services was highest in Sussex (59.2%) county. 

Occupational wellness captures an individual’s satisfaction and enrichment derived 

from his/her occupation and/or work.  One element of occupational wellness may 

include working conditions and whether or not there are provisions to take time off 

from work to care for oneself.  Two proxy measures were used to gauge 
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occupational wellness. One included a measure that asked women if they were too 

busy to seek prenatal care. The second measure was the ability of women to take 

time off from work or school to seek prenatal care when they needed it.   

▪ With the exception of 2015 and 2016, between 2012 and 2018 the 

percentage of women who indicated being too busy to seek prenatal 

care was over 15%, compared to about 13% in 2019.  Women who 

indicated being too busy to seek prenatal care were younger than 20 

years, had less than or equal to 12 years of schooling, had an annual 

household income less than $25,000, and were Black (non-Hispanic) and 

Hispanic.  That percentage was also highest among women who lived in 

New Castle County (14.5%) followed by women in Sussex County (13.2%).  

▪ During 2012-2019, the percentage of women who indicated being unable 

to take time off from work or school to get prenatal care increased by five 

percentage points, from 8.1% in 2012 to 13.0% in 2017 and then 

decreased by approximately five percentage points to 8.7% in 2019.  

Despite the wide variation in estimates, on average during 2012-2019, 

slightly over 8% (approximately 250 women) indicated being unable to 

take time off to seek prenatal care.  Women who indicated being unable 

to take time off work to seek prenatal care were younger than 25 years of 

age, with less than 12 years of schooling and having an annual household 

income less than $40,000. Hispanic and Black (non-Hispanic) women 

indicated being unable to take time off work to seek prenatal care.  The 

percentage of women who indicated being unable to take time off from 

work was highest in Sussex County (10.6%). 

Physical wellness during pregnancy comprises several indicators and includes 

conditions originating during pregnancy such as hypertension, oral health (i.e., having 

teeth cleaned during pregnancy), drinking, and smoking during the last three months of 

pregnancy.  In addition to these indicators, infections present during pregnancy such as 

genital warts, herpes, chlamydia, gonorrhea, pelvic inflammatory diseases, syphilis, 

group B strep, bacterial vaginosis, trichomoniasis, yeast infections, urinary tract 

infections, and other infections were combined into four distinct categories: 1) no 

infections; 2) one infection; 3) two infections; and 4) three or more infections. 

▪ The percentage of women who had high blood pressure during 

pregnancy increased by 9.5%, from 14.7% in 2012 to 16.1% in 2019. The 

percentage of women who indicated having high blood pressure was 

highest among women less than 20 years of age (18.1%), followed by 

women 35 and older (15.2%). The percentage of women who indicated 

having high blood pressure was also highest among women with 12 years 

of schooling (16.6%) followed by women with more than 12 years of 

schooling (15.0%). The prevalence of high blood pressure was highest 

among women with incomes between $25,001 and $40,000 (17.0%), 

followed by incomes between $40,001 and $65,000 (16.1%). The 
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prevalence of high blood pressure was highest among Black (non-

Hispanic) women (18.4%), followed by White (non-Hispanic) women 

(15.9%), and Hispanic women (8.9%).  Regarding county of residence, 

Kent County women had the highest prevalence (18.7%) of high blood 

pressure during pregnancy, followed by New Castle County (13.9%).  

▪ The percentage of women who had their teeth cleaned during 

pregnancy increased by one-percentage point from 40.8% in 2012 to 41.8 

in 2019. The percentage of women who had their teeth cleaned during 

pregnancy was highest among women 35 and older (51.6%), followed by 

women less than 20 years of age (45.8%) and women 25-34 years of age 

(42.5%). The prevalence increased with increases in educational level and 

income level.  The prevalence was highest among White (non-Hispanic) 

women (48.3%). Finally, the percentage of women who had their teeth 

cleaned during pregnancy was highest in New Castle County (45.3%). 

▪ The percentage of women who indicated drinking alcoholic beverages 

during the last three months of pregnancy during 2012-2019 remained 

relatively stable at 6%. For instance, the 2012 prevalence of 6.0% 

increased to 6.8% in 2019. The prevalence of drinking during the last three 

months of pregnancy was highest: among women 35 and older (9.1%); 

among women with more than 12 years of schooling (8.6%); among 

women with annual household incomes greater than $80,000 (10.5%); and 

among White (non-Hispanic) women (7.9%), followed by Black (non-

Hispanic) women (6.5%). The prevalence of drinking during the last three 

months of pregnancy was also highest in New Castle County (7.8%). 

▪ During 2012-2019, the percentage of women who indicated smoking 

during the last three months of pregnancy decreased by approximately 

5%, from 13.3% in 2012 to 8.6% in 2018 and then increased to 10.1% in 2019.  

Approximately, one in 10 women in 2019 who had a live birth smoked 

during the last three months of pregnancy. The prevalence of smoking 

during the last three months of pregnancy was highest among women 20-

24 years of age (13.9%), followed by women 25-34 years of age (10.1%). 

The prevalence of smoking was highest among women with low levels of 

education and annual household incomes. The prevalence of smoking 

during pregnancy was also highest among White (non-Hispanic) women 

(13.6%), followed by Black (non-Hispanic) women (10.7%) and Hispanic 

women (3.0%). The prevalence of smoking during the last three months of 

pregnancy was highest in Kent County (12.8%).  

▪ During 2012-2019, the prevalence of sexually transmitted infections (i.e., 

genital warts, herpes, chlamydia, gonorrhea, syphilis, bacterial vaginosis, 

trichomoniasis) during pregnancy remained relatively stable while the 

prevalence of group B strep and urinary tract infections decreased by 

three percentage points. The prevalence of group B strep was 16.3% in 

2012 and 13.7% in 2019. Similarly, the prevalence of urinary tract infections 
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during pregnancy was 17.7% in 2012 and 13.6% in 2019.  The prevalence of 

three or more infections was highest among women younger than 20 

years of age (8.7%), followed by women 20-24 years of age (6.4%). The 

prevalence of three or more infections during pregnancy was highest 

among women with 12 years of schooling (6.4%), followed by women with 

less than 12 years of schooling (5.5%).  Regarding income, the prevalence 

of women who had three or more infections during pregnancy was 

highest in households with an annual income less than $25,000 (7.7%), 

followed by women with incomes between $25,001-$40,000 (4.8%). A 

disproportionate percentage of Black (non-Hispanic) women reported 

having three or more infections during pregnancy with an estimated 

prevalence of 7.9%, compared to a 5.2% prevalence of other races that 

includes American Indian/Alaska Native, Asian (non-Hispanic), Native 

Hawaiian/Pacific Islander, and two or more races.  The lowest prevalence 

was among White (non-Hispanic) women (3.7%) and Hispanic women 

(2.5%). The percentage of women who reported three or more infections 

during pregnancy was similar in Sussex County (5.3%) and Kent County 

(5.1%), compared to New Castle County’s estimated prevalence of 4.2%. 

Social wellness encompasses several elements:  developing a sense of connection, 

belonging, and a well-developed support system; and contributing to the common 

welfare of a community.  One proxy measure for social wellness during pregnancy was 

having access to support, which includes access to cash ($50 from someone), 

someone to help if the mother was sick and needed to be in bed, someone to take 

them to a clinic or doctor’s office, and someone to talk to about any problems. These 

items were combined to create a scale with higher scores indicating higher social 

support and vice-versa. 

▪ During 2012-2019, on average, social support among Delaware women 

remained stable. Social support increased with levels of education and 

income, and was highest among White (non-Hispanics), followed by Black 

(non-Hispanic), Hispanic, and lowest among other races. Average social 

support scores were also higher among women who resided in Kent 

County than those living in New Castle and Sussex counties. 

 

WELLNESS AFTER PREGNANCY 

Postpartum depression is one of the core indicators of emotional wellness that impacts 

7% to 13% of women in the U.S. Women experiencing postpartum depressive symptoms 

(PDS) was one proxy measure apart from receiving counseling for depression or anxiety, 

having a postpartum checkup, and breastfeeding (i.e., ever or currently) which entails 

mother and child bonding. 

▪ During 2012-2019, the prevalence of PDS decreased from 13.4% in 2012 to 

10.4% in 2019. The prevalence of PDS was highest in women younger than 
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25 years of age, among women with 12 years of schooling or less, and 

highest among women with annual household incomes less than $40,000. 

PDS was highest among women representing other races that include 

American Indian/Alaska Native, Asian (non-Hispanic), Native 

Hawaiian/Pacific Islander, and two or more races (21.4%).  PDS 

prevalence was next highest among Black (non-Hispanic) women (15.5%), 

White (non-Hispanic) women (10.5%), and Hispanic women (9.5%).   

▪ The percentage of women who indicated receiving counseling services 

for depression or anxiety during 2012-2019 increased from 6.5% in 2012 to 

10.7% in 2019. Further, the prevalence of women who indicated having a 

postpartum checkup remained relatively stable at 90% during 2012-2019. 

The prevalence of postpartum checkup varied by age, education, 

income, race and ethnicity, and county of residence. The prevalence of 

having a postpartum checkup was lowest: among women less than 20 

years of age (82.3%); among women with less than 12 years of schooling 

(80.2%); among women with annual household incomes less than $25,000 

(82.8%); and among Hispanic (84.4%) and Black (non-Hispanic) women 

(87.7%).  It was lowest in Sussex County (85.5%). 

▪ Delaware’s “ever-breastfed” prevalence increased from 79.2% in 2012 to 

87.3% in 2019, an eight-point increase.  Similarly, the percentage of 

“currently breastfeeding” increased by 11 percentage points, from 48.8% 

in 2012 to 59.0% in 2019.  In general, the prevalence of breastfeeding was 

lowest among women younger than 25 years of age and those with less 

than or equal to 12 years of schooling and having an annual household 

income less than or equal to $40,000. With regards to race and ethnicity, 

the prevalence of breastfeeding was lowest among Black (non-Hispanic) 

women.  

Environmental wellness measures after pregnancy essentially relied on distal measures 

such as smoking in the house, infant sleep position (supine position i.e., placing infant on 

his or her back, as recommended by American Academy of Pediatrics (AAP)), and 

receiving home visiting services postpartum.  

▪ The percentage of women who indicated that smoking was allowed in 

the house during 2012-2019 remained relatively stable at around 5% 

except for 2013 (7.6%). The percentage of women who indicated that 

smoking was allowed in the house was highest in women younger than 25 

years of age, highest among women with less than or equal to 12 years of 

schooling, highest among women annual household income less than 

$25,000, and highest among Black (non-Hispanic) women (8.9%), followed 

by White (non-Hispanic) women (5.2%). The percentage of women who 

indicated smoking was allowed in the house was highest in Kent (6.0%) 

and Sussex (5.8%) counties, compared to New Castle County (5.2%). 
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▪ During 2012-2019, the percentage of women who indicated not placing 

the infant in supine position decreased from 22.8% in 2012 to 18.1% in 2017. 

However, this trend did not continue.  The prevalence of women 

indicating that they did not place the infant in supine position increased 

to 20.1% in 2019.  The percentage of women who indicated that the infant 

was not in supine position was highest among women less than 20 years of 

age (31.0%), followed by 20-24 years of age (27.0%). The prevalence was 

also highest among women with less than 12 years of schooling (25.0%) 

and among women with annual household income less than $25,000 

(25.2%). With regards to race and ethnicity, the prevalence was highest 

among Black (non-Hispanic) women (34.0%), followed by other races 

(21.8%), and Hispanic women (19.4%). The prevalence was highest in Kent 

(25.1%) followed by Sussex (22.2%) county.  

▪ Home visiting services are generally available to only eligible women who 

may be at high risk for an adverse pregnancy outcome.  During 2012-

2019, the percentage of women who indicated receiving home visiting 

services postpartum decreased from 20.3% in 2012 to 15.3% in 2019.  

Plausible reasons for the decline in home visiting services could be due to 

capacity (i.e., staff shortages, increased caseloads), reduction in referrals 

to home visiting programs, and/or reluctance among eligible women for 

home visiting services.   

Postpartum insurance status (i.e., having no insurance) served as a proxy measure for 

capturing financial wellness after pregnancy as it provides women with the ability to 

receive postpartum care.  The percentage of women who indicated having no 

insurance postpartum increased from 5.7% in 2012 to 8.6% in 2019.  The prevalence was 

highest among women with less than 12 years of schooling (16.9%), among women with 

annual household incomes less than $40,000, among Hispanic women (20.4%), and in 

Sussex County (8.0%). 

Physical wellness after pregnancy was measured using mode of delivery and 

postpartum contraception.  The mode of delivery is associated with severe maternal 

morbidities (SMM), especially obstetrical hemorrhage, a leading cause of maternal 

death. In addition to mode of delivery, postpartum contraceptive choice served as a 

proxy for physical wellness. Improper choice of contraception can lead to mistimed 

and/or unintended pregnancy during postpartum, resulting in short inter-pregnancy 

intervals (IPI).  Short IPIs are associated with poor birth outcomes such as low birth 

weight, preterm birth, growth restriction, and neonatal mortality, a major component of 

infant mortality. 

▪ The prevalence of cesarean deliveries (CDs) has generally remained 

stable around 30%, with one in three births that are cesarean births.  In 

2019, about one in five deliveries were a primary cesarean (19.9%) and 

about one in 10 was a repeat cesarean delivery (11.7%). The prevalence 

of cesarean deliveries (primary and repeat) increases with maternal age, 
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as it is one of the key risk factors. For instance, the percentage of 

cesareans among women younger than 20 years of age was 17.8%, 

followed by 23.3% among women 20-24 years of age, 31.3% among 

women 25-34 years of age, and 42.6% among women 35 and older. The 

prevalence was highest among women with 12 years of schooling (32.7%) 

and with an annual household income of $40,001 to $65,000 (34.0%).  The 

prevalence of having a cesarean delivery was also highest among Black 

(non-Hispanic) women (33.2%), followed by other races (32.5%), White 

(non-Hispanic) women (30.3%) and Hispanic women (27.8%). 

▪ The percentage of women who indicated smoking after pregnancy 

declined from 18.6% in 2012 to 12.4% in 2019. Smoking after pregnancy 

was highest among women 20-24 years of age (19.5%), women with 12 

years of schooling (24.4%), women with an annual household income less 

than $25,000 (26.4%), and  White (non-Hispanic) women (17.4%), followed 

by Black (non-Hispanic) women (16.6%).  Cesarean prevalence was 

highest in Kent County (17.0%).   

▪ There was a 10-percentage point increase in most effective 

contraception methods (i.e., sterilization, contraceptive implants, 

intrauterine devices or systems (IUD/IUS)),from 21.7% in 2012 to 31.9% in 

2018. However, the prevalence declined in 2019 to 28.8%. During 2012-

2019, both moderate (i.e., injectables, oral pills, patch, ring, or diaphragm) 

and least effective (condoms, rhythm, or withdrawal) methods of 

contraception declined. Moderately effective methods declined from 

34.0% in 2012 to 27.3% in 2019, while least effective methods declined from 

27.5% in 2012 to 21.9% in 2019. In contrast, women who used no method 

increased about six percentage points, from 16.8% in 2012 to 22.1% in 

2019. Use of most effective methods of contraception increased with 

maternal age. The prevalence of women who used the most effective 

methods of contraception was highest among women with low levels of 

education and among women with lower annual household incomes. 

With regard  to race and ethnicity, the prevalence of using the most 

effective contraceptive methods was highest among Hispanic women 

(34.1%), followed by Black (non-Hispanic) women (28.0%). Finally, the 

prevalence of most effective contraceptive methods was highest in 

Sussex County. 

INFANT HEALTH OUTCOMES 

 

Several domains are discussed in this report (i.e., prepregnancy wellness, pregnancy 

wellness, and post pregnancy wellness) and the social gradients that influence 

maternal and child health. Low birth weight (<2,500 grams) and preterm birth (< 37 

weeks of gestation) are two outcomes captured in PRAMS data. 
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• Prevalence of low birth weight and preterm birth varied by prepregnancy 

emotional and physical wellness indicators: depression before pregnancy, AMEs, 

chronic conditions, obesity, dental hygiene, drinking, smoking, and prescription 

medication use.  During 2012-2019, the prevalence of low birth weight was 

higher for women with depression (12.6%) as compared to women without 

depression (7.5%).  Similarly, the prevalence of preterm birth was higher for 

women with depression (13.5%) as compared to women without depression 

(8.4%).  The prevalence of low birth weight was higher among women exposed 

to adverse experiences before pregnancy (10.2%) as compared to women who 

were not exposed to adverse experiences (7.8%). Similarly, the prevalence of 

preterm birth was higher among women exposed to adverse experiences 

(12.0%) as compared to women without such exposures (8.7%).   

• Prepregnancy physical wellness indicators, chronic conditions, smoking three 

months before pregnancy, and use of prescription medications were also 

associated with poor birth outcomes. During 2012-2019, the prevalence of low 

birth weight was higher for women with two or more chronic conditions (12.0%), 

followed by one chronic condition (9.2%), compared to women without chronic 

conditions (6.7%). Similarly, the prevalence of preterm birth was higher for 

women with two or more chronic conditions (12.8%), followed by one chronic 

condition (10.5%), compared to women without chronic conditions (7.5%).  The 

prevalence of low birth weight was higher among women who smoked three 

months before pregnancy (11.5%), compared to women who did not smoke 

(7.1%). Similarly, the prevalence of preterm birth was higher among women who 

smoked three months before pregnancy (11.5%) as compared to women who 

did not smoke (8.3%). Finally, the prevalence of low birth weight was higher 

among women who took prescription medications (10.3%) as compared to 

women who did not (7.5%). Similarly, the prevalence of preterm birth was higher 

among women who took prescription medications (11.7%) as compared to who 

did not (8.3%). 

After adjusting for age, education, income, and race and ethnicity, women with 

depression had greater odds of delivering a low birth weight and a premature infant. 

Similarly, women with chronic conditions, women who smoked before pregnancy, and 

women who regularly took prescription medications had greater odds of delivering  a 

premature infant at low birth weight.  

PRAMS data from 2012-2019 provides a detailed overview of the multiple factors that 

influence health with an underlying SDOH framework.  As a concept, wellness provides 

us with a method to understand how emotional, environmental, financial, intellectual, 

occupational, physical, social, and spiritual dimensions interact during the life course, 

vis-à-vis pregnancy, maternal health, and infant health.  Despite the lack of measures in 

every dimension, evidence from PRAMS data underscores the importance of 

prepregnancy wellness, pregnancy wellness, and post pregnancy wellness.  The strong 

socioeconomic gradient evident in these health indicators and outcomes further shows 
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the impacts of “upstream” social determinants of health on “downstream” health 

conditions and issues.  It is important to recognize the multi-dimensional nature of health 

problems and the inter-generational impact that social determinants have on wellness.  

Addressing women’s health requires multi-sectoral collaborative approaches and 

evidence-based population health strategies to target the most vulnerable Delaware 

women of childbearing age.    
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CHARACTERISTICS OF PREGNANT DELAWARE WOMEN 

 

The childbearing population, typically defined as 15-44 year-old women, is a critical 

component of fertility and population growth.  According to the 2020 U.S. Census, there 

are 506,481 women in Delaware (DE); of those, 35.7% (181,836) women are of 

childbearing age, compared to 38.5% (64,353,812) in the U.S. Figure 1 outlines the age-

distribution of U.S. and Delaware women. Although the age distribution of women of 

childbearing age mirrors the percentage of women in the U.S. per Census estimates, 

Delaware’s childbearing population, on a percentage basis, is lower when compared 

to the U.S. in all age groups (Figure 1).   

 

Figure 1. Age distribution of Women of Childbearing Age (15-44 years), U.S. and 

Delaware, 2020 

 

 
Source: U.S. Census Bureau, 2020. Available at: https://www.census.gov/programs-surveys/popest/technical-

documentation/research/evaluation-estimates/2020-evaluation-estimates/2010s-state-detail.html 

 

Figure 2 displays the percentages of women who gave birth in the U.S. and in Delaware 

during 2012 to 2019 based on the latest vital statistics data available.  During 2012-2019, 

the percentage of births in women less than 25 years of age generally declined in both 
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the U.S. and Delaware, while the percentage of births in women 30 and older 

increased.  The percentage of births in women 25-29 years of age remained relatively 

flat during 2012-2019.  Delaware teen births (15-19 years) declined by 2.7 percentage 

points from 7.0% in 2012 to 4.3% in 2019, as compared to the U.S. 3.2 percentage point 

decrease from 7.8% in 2012 to 4.6% in 2019.  

 

Figure 2. Percentage of Births by Mother's Age, U.S. and Delaware, 2012-2019

 
Source: Delaware Department of Health and Social Services, Division of Public Health, Delaware Health Statistics Center, 

2012-2019 

 

In Delaware, with regards to the size of the population, New Castle County had slightly 

over 58% (6,016/10,328) of all births in Delaware in 2019, followed by Sussex County with 

about 22% (2,268/10,328), and Kent County with about 20 % (2,044/10,328). Delaware 

resident births between 2012 (10,982) and 2019 (10,328) declined by 6%. The percent 

change in births between 2012 and 2019 was largest in Kent (7.3%) and New Castle 

(7.1%) counties, while Sussex County had the lowest percent change (1.2%). Figure 3 

displays the percentages of women who gave birth in Delaware by their county of 

residence and age.  While we observe a similar pattern of declines by age-group, the 
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proportion of teen births vary by county with Sussex and Kent counties having a higher 

proportion of teen births and births to women less than 30 years of age. In contrast, New 

Castle County had a larger proportion of births to women 30 and older. (Figure 3.) 

 

Figure 3. Percentage of Births by County of Residence and Mother's Age, Delaware, 

2012-2019 
 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, Delaware Health Statistics Center, 

2012-2019 

The Pregnancy Risk Assessment Monitoring System (PRAMS) data, which is the focus of 

our report is a collaborative project between the Delaware Department of Health and 

Social Services (DHSS), Division of Public Health (DPH) and the U.S. Centers for Disease 

Control and Prevention (CDC), Division of Reproductive Health.  PRAMS provides data 

on a representative sample of women who gave birth in Delaware.  The sample is 

drawn from the birth certificate data and some women are sampled at higher rate 

than others. It is a dual-mode survey that uses telephone and hard copy (via U.S. mail) 

and women complete the questionnaire between two to six months postpartum.  

Delaware PRAMS was established in 2006 and has continually collected data on a 

variety of topics of women’s experiences before, during, and after pregnancy. 
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1.1 Demographics 

The percentage of women who are less than 25 years of age responding to the PRAMS survey steadily declined during 

the 2012-2019 survey periods.  In contrast, the percentage of women age 25 and older steadily increased (Table 1).  

Table 1.  Pregnancy Risk Assessment Monitoring System respondent characteristics, Delaware, 2012 to 2019. 

  
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 
†Sample size is unweighted, percent and 95% confidence intervals (CI) are weighted population estimates. 
‡Other non-Hispanic races include American Indian/Alaska Native, Asian, Native Hawaiian/Pacific Islander, two or more races. 
¶Medicaid data indicates the payer of delivery.

2012

(n = 1,030)

Percent (95%CI)

2013

(n = 1,014)

Percent (95%CI)

2014

(n = 934)

Percent (95%CI)

2015

(n = 943)

Percent (95%CI)

2016

(n = 932)

Percent (95%CI)

2017

(n = 891)

Percent (95%CI)

2018

(n = 848)

Percent (95%CI)

2019

(n = 930)

Percent (95%CI)

2012-2019

(n = 7,522)

Percent (95%CI)

Age (in years)

<20 7.6 (5.8-9.4) 6.0 (4.3-7.7) 5.7 (4.0-7.4) 4.1 (2.7-5.5) 5.7 (3.9-7.5) 3.4 (2.1-4.7) 6.1 (4.1-8.0) 4.7 (2.9-6.4) 5.4 (4.8-6.0)

20-24 24.7 (21.9-27.6) 24.0 (21.1-26.9) 19.0 (16.3-21.8) 19.5 (16.7-22.4) 17.6 (14.8-20.4) 19.5 (16.6-22.5) 17.3 (14.5-20.2) 18.2 (15.3-21.2) 20.0 (19.0-21.0)

25-34 52.9 (49.6-56.2) 55.9 (52.5-59.2) 60.5 (57.1-63.9) 61.2 (57.9-64.6) 60.6 (57.1-64.0) 60.6 (57.1-64.2) 57.4 (53.8-61.1) 57.5 (54-61.1) 58.3 (57.1-59.6)

35 years and older 14.8 (12.4-17.1) 14.1 (11.9-16.4) 14.8 (12.4-17.3) 15.1 (12.8-17.5) 16.1 (13.7-18.5) 16.4 (13.8-19.0) 19.2 (16.4-22.0) 19.6 (16.9-22.2) 16.2 (15.4-17.1)

Education (years of schooling)

<12 19.1 (16.5-21.7) 18.4 (15.7-21.0) 16.3 (13.7-19.0) 16.2 (13.6-18.8) 19.5 (16.6-22.4) 13.7 (11.2-16.1) 14.4 (11.6-17.2) 14.2 (11.6-16.8) 16.5 (15.6-17.4)

12 24.2 (21.4-27.0) 25.7 (22.7-28.7) 23.7 (20.7-26.7) 24.8 (21.8-27.8) 24.9 (21.8-28.1) 28.1 (24.9-31.3) 26.3 (23.0-29.5) 25.7 (22.5-28.9) 25.4 (24.3-26.5)

>12 56.7 (53.4-60.0) 55.9 (52.5-59.3) 60.0 (56.5-63.4) 59.0 (55.6-62.5) 55.6 (52.1-59.1) 58.2 (54.7-61.7) 59.3 (55.7-63.0) 60.1 (56.6-63.6) 58.1 (56.9-59.3)

Race and ethnicity

White non-Hispanic 56.2 (52.9-59.5) 54 (50.6-57.4) 54.3 (50.8-57.7) 54.7 (51.3-58.1) 53.1 (49.5-56.6) 46.7 (43.2-50.3) 49 (45.3-52.7) 49.1 (45.6-52.7) 52.2 (51.0-53.4)

Black non-Hispanic 25.5 (22.5-28.5) 26.2 (23.1-29.3) 23.9 (20.8-26.9) 25.1 (22.1-28.2) 24.9 (21.7-28.1) 24.5 (21.4-27.5) 25.4 (22.2-28.7) 24.4 (21.1-27.7) 25.0 (23.9-26.1)

Hispanic 12.8 (10.6-15.0) 13.2 (10.9-15.5) 15.3 (12.8-17.9) 14.4 (12.0-16.9) 15.3 (12.8-17.9) 18.6 (15.8-21.4) 16.0 (13.3-18.8) 17.6 (15-20.3) 15.4 (14.5-16.3)

Other non-Hispanic‡ 5.5 (4.0-6.9) 6.6 (5.0-8.2) 6.5 (4.8-8.2) 5.7 (4.1-7.3) 6.7 (5.1-8.3) 10.2 (8.0-12.4) 9.5 (7.4-11.7) 8.9 (6.9-10.8) 7.4 (6.8-8.1)

County of residence

Kent County 21.7 (19.0-24.4) 20.3 (17.6-23) 21.0 (18.2-23.9) 22.9 (20.0-25.8) 20.5 (17.6-23.3) 20.0 (17.1-22.8) 22.7 (19.6-25.8) 20.0 (17.1-22.9) 21.1 (20.1-22.1)

New Castle County 57.9 (54.7-61.2) 59.6 (56.3-62.9) 59.1 (55.7-62.5) 57.4 (54.0-60.8) 56.6 (53.1-60.1) 59.3 (55.8-62.8) 55.5 (51.9-59.2) 59.1 (55.6-62.6) 58.1 (56.8-59.3)

Sussex County 20.4 (17.8-23.1) 20.1 (17.4-22.9) 19.9 (17.1-22.6) 19.7 (17.0-22.5) 23.0 (20.0-25.9) 20.8 (17.9-23.6) 21.8 (18.7-24.8) 20.9 (18.0-23.7) 20.8 (19.8-21.8)

Medicaid¶

Yes 48.1 (44.7-51.4) 51.6 (48.2-54.9) 45.5 (42.1-49.0) 42.1 (38.7-45.5) 45.9 (42.3-49.4) 47.8 (44.2-51.3) 47.8 (44.0-51.5) 47.0 (43.5-50.6) 46.9 (45.7-48.2)

No 51.9 (48.6-55.3) 48.4 (45.1-51.8) 54.5 (51.0-57.9) 57.9 (54.5-61.3) 54.1 (50.6-57.7) 52.2 (48.7-55.8) 52.2 (48.5-56.0) 53.0 (49.4-56.5) 53.1 (51.8-54.3)

Respondent characteristics

PRAMS Survey Year†
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The percentage of PRAMS survey respondents who self-identified as White non-Hispanic 

decreased during 2012 to 2019 from 56.2% to 49% in 2019, while Hispanic and other 

races increased during this time period. Other characteristics of PRAMS survey 

respondents such as county or residence, educational attainment, and payer of 

delivery remained relatively stable during this period.  The relative stability of the 

characteristics of the PRAMS survey respondents enables robust year-to-year 

comparisons on a variety of outcomes. 

1.2 Socioeconomic status and income distribution 

 

It is well established within the domain of social epidemiology to examine health 

inequalities in relation to material, behavioral, and psychosocial pathways.  

Increasingly, research has attempted to identify the biological plausibility of social 

gradients of health.1  In part, the emphasis is on the effects of early life (including in 

utero) on later health outcomes.  For instance, two meta-analyses suggest how low 

birth weight and preterm birth are differentially impacted by disadvantaged 

neighborhoods and racial composition.2,3 Other studies specifically examined impact of 

income inequality on pregnancy-related mortality4 and adolescent pregnancies.5  

Although PRAMS data are cross-sectional, examining the health status of the women 

within their relative socioeconomic status (SES) may help us to understand existing 

disparities and its impact on health. Figure 4 provides distribution of income 12 months 

prior to delivery during 2012-2019 by maternal race and ethnicity.  

There are large differences in household income distribution 12 months prior to 

pregnancy in women who had a live birth. For example, over 50% of Black (non-

Hispanic) and Hispanic women reported that their income was less than or equal to 

$25,000, as compared to White (non-Hispanic) and other races. In contrast, over 30% of 

White (non-Hispanic) and other races reported incomes greater than $80,000. (Figure 

4.) 

 
1 Cable, N. Life Course Approach in Social Epidemiology: An Overview, Application and Future 

Implications. J Epidemiol, 2014; 24(5): 347-352. 
2 Ncube CN, Enquobahrie DA, Albert SM, Herrick AL, Burke JG. Association of neighborhood 

context with offspring risk of preterm birth and low birthweight: A systematic review and meta-

analysis of population-based studies. Soc Sci Med. 2016;153:156-164. 

doi:10.1016/j.socscimed.2016.02.014 
3 Mehra R, Boyd LM, Ickovics JR. Racial residential segregation and adverse birth outcomes: A 

systematic review and meta-analysis. Soc Sci Med. 2017;191:237-250. 

doi:10.1016/j.socscimed.2017.09.018 
4 Vilda D, Wallace M, Dyer L, Harville E, Theall K. Income inequality and racial disparities in 
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Figure 4. Income distribution of women by race and ethnicity, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

Notes: Phase 7 and Phase 8 income categories overlap in PRAMS survey and are not mutually exclusive the estimates. 

For e.g., Phase 7 contains income values $<10,000, $10,001-$15,000, $15,001-$19,000, $19,001-$22,000, and $22,001-

$26,000 and Phase 8 contains income values $<10,000, $10,001-$16,000, $16,001-$20,000, $20,001-$24,000, and $24,001-

$28,000. Interpret with caution.  

Other non-Hispanic races includes American Indians/Alaska Natives, Asians, Native Hawaiian and Pacific Islanders, and 

two or more races. 

 

1.3 Access to health care 

Access to health care, when narrowly defined as availability of health insurance, 

affects how individuals utilize health care. Figure 5 displays the percentage of people 

without health insurance coverage by state.6  According to these estimates, in 2019, 

9.2% are currently uninsured in the U.S. as compared to Delaware’s uninsured rate of 

6.6%. Delaware was one among several states that expanded Medicaid eligibility in 

January of 2014 as part of the Affordable Care Act (ACA). 

 

 
6 Keisley-Starkey K, Bunch LN. Health insurance coverage in the United States:2019, U.S. Census 

Bureau, Report #P60-271. Available at: 

https://www.census.gov/library/publications/2020/demo/p60-271.html 
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Figure 5. Percentage of people without health insurance coverage by state: 2010, 2018, 2019 

 
Source: Adapted from Keisley-Starkey K, Bunch LN. Health insurance coverage in the United States:2019, U.S. Census 

Bureau, Report #P60-271. Available at: https://www.census.gov/library/publications/2020/demo/p60-271.html 

 

Despite low uninsured rates, there is some variation in the percentage of uninsured 

women by race and ethnicity and federal poverty ratios. For instance, 16.7 percent of 

Hispanics were uninsured, followed by Black (non-Hispanic) at 9.2 percent, followed by 
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6.2 percent Asians, and 5.2 percent White (non-Hispanic) in the U.S.  Uninsured rates 

were also higher among individuals who were below 100% of the Federal Poverty Level 

(FPL), between 200-299% FPL, and 300-399% FPL.  

Figure 6 displays percentage of Delaware women during 2012-2019 who indicated 

having no insurance before pregnancy. The percentage of women who indicated 

having no insurance declined from 10.9% (95%CI: 8.9-12.9) in 2012 to 8.8% (95%CI: 6.8-

10.9) in 2017. However, there was a slight uptick in the percentage of women indicating 

no insurance before pregnancy after 2017; the 2019 estimate was 11.2% (8.9-13.4). 

(Figure 6.) 

Figure 6. Percentage of women who indicated having no insurance before pregnancy, 

Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

Notes: “During the month before you got pregnant with your new baby, what kind of health insurance did you have?” 

Response “I did not have any health insurance during the month before I got pregnant.” 

 

Figure 7 displays percentage of Delaware women during 2012-2019 who indicated 

having no insurance before pregnancy by age, education, income, race and ethnicity 

and county of residence. The percentage of women indicating no insurance before 

pregnancy was highest among women:  20-24 years of age, 13.9% (95%CI: 12.0-15.9); 
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with less than 12 years of schooling, 25.2% (95%CI: 22.5-27.9; with household income 

between $25,001 and $40,000, 15.6% (95%CI: 13.2-18.0); who are Hispanic, 29.8% (95%CI: 

27.0-32.7); and who indicated their county of residence as Sussex County,14.8% (95%CI: 

12.9-16.7).  (Figure 7.) 

 

Figure 7. Percentage of women who indicated having no insurance before pregnancy 

by age, education, income, race and ethnicity, and county of residence, Delaware, 

2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

Notes: “During the month before you got pregnant with your new baby, what kind of health insurance did you have?” 

Response option: “I did not have any health insurance during the month before I got pregnant.” 
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PREPREGNANCY WELLNESS 

 

While the concept of ‘wellness’ is not new, the term is definitely more than just the 

absence of disease or illness.  Generally viewed from a holistic perspective, wellness 

represents the positive aspects of physical, mental, social, and spiritual health.7 The 

concept is consistent with the World Health Organization's (WHO) definition of health as 

“a state of complete physical, mental, and social wellbeing and not merely the 

absence of disease and infirmity” (WHO, 1948).  Measuring wellness is complex because 

it encompasses eight dimensions: 1) emotional; 2) environmental; 3) financial; 4) 

intellectual; 5) occupational; 6) physical; 7) social; and 8) spiritual.  This report defines 

prepregnancy wellness measures on the PRAMS questionnaire as wellness occurring 

“before pregnancy.” Pregnancy wellness is defined as wellness measures occurring 

“during pregnancy.” Post pregnancy wellness is defined as wellness “after pregnancy.”   

Each chapter provides data within these domains where applicable, although not all 

measures and questions may fit well within the eight dimensions.  Wellness measures are 

stratified by age, education, income, race and ethnicity, and place of residence 

where applicable. 

2.1 Emotional wellness 

Emotional wellness is defined using self-reported measures from PRAMS data, and is the 

absence of depression, health care visits relating to depression and/or anxiety, and an 

index measure for stressful life events called “adverse maternal experiences” (AMEs) 

prior to pregnancy.  These self-reported measures serve as heuristics to understand 

emotional wellness and are not intended to capture the complex construct of 

emotional wellness. Figure 9 displays the percentage of women who indicated being 

exposed to one or more AMEs before pregnancy, had depression before pregnancy, 

and visited a doctor for depression before pregnancy. The percentage of women who 

indicated being exposed to AMEs during 2012-2019 decreased from 13.4% (95%CI: 11.2-

15.7) in 2012 to 9.1% (95%CI: 7.0-11.3) in 2019.  In contrast, the percentage of women 

who indicated that they had depression during 2012-2019 increased from 9.3% (95%CI: 

7.4-11.2) in 2012 to 16.8% (95%CI: 14.1-19.4).  However, the percentage of women who 

visited a doctor for depression decreased from 19.8% (95%CI: 17.2-22.5) in 2012 to 13.9% 

(95%CI: 11.0-16.7). (Figure 9.) Figures 10 through Figure 14 displays percentage of 

women exposed to AMEs, had depression, and visited a health care provider for 

 
7In the U.S., the concept of wellness has been used by Substance Abuse and Mental Services 

Administration (SAMHSA), “who envision …as the presence of a positive purpose in life, satisfying 

work and play, joyful relationships, a healthy body and living environment, and happiness, in 

accordance with Halbert Dunn's seminal wellness concepts” (Dunn, 1961). According to 

SAMHSA, “the wellness approach recognizes that the mind and body are interconnected, and 

that behavioral health is inseparable from physical health.” Available at: 

https://mfpcc.samhsa.gov/ENewsArticles/Article12b_2017.aspx 
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depression stratified by age, education, income, race and ethnicity, and county of 

residence for 2012-2019. 

Figure 9. Percentage of women exposed to one or more adverse maternal experiences 

(AMEs)*, who had depression†, and visited a doctor for depression‡, Delaware, 2012-

2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Adverse Maternal Experiences (AMEs) “This question is about things that may have happened during the 12 months 

before your new baby was born. For each item, check No if it did not happen to you or Yes if it did. (It may help to look 

at the calendar when you answer these questions). Items:  1. A close family member was very sick and had to go into 

the hospital;  2. I got separated or divorced from my husband or partner; 3. I moved to a new address; 4. I was homeless 

or had to sleep outside, in a car, or in a shelter;  5. My husband or partner lost his job;  6. I lost my job even though I 

wanted to go on working; 7. My husband, partner, or I had a cut in work hours or pay;  8. I was apart from my husband or 

partner due to military deployment or extended work-related travel; 9. I argued with my husband or partner more than 

usual; 10. My husband or partner said he didn’t want me to be pregnant; 11. I had problems paying the rent, mortgage, 

or other bills; 12. My husband, partner, or I went to jail; 13. Someone very close to me had a problem with drinking or 

drugs; 14. Someone very close to me died; 15. During the 12 months before you got pregnant with your new baby, did 

your husband or partner push, hit, slap, kick, choke, or physically hurt you in any other way?.”  
†Had Depression “Before you got pregnant with your new baby, did a doctor, nurse, or other health care worker tell you 

that you had any of the following health conditions? ... depression” 
‡Visit for Depression “At any time during the 12 months before you got pregnant with your new baby, did you do any of 

the following things? I visited a health care worker and was checked for depression or anxiety”  
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Figure 10. Percentage of women exposed to one or more adverse maternal 

experiences (AMEs)*, who had depression†, and visited a doctor for depression‡, 

stratified by age, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Adverse Maternal Experiences (AMEs) “This question is about things that may have happened during the 12 months 

before your new baby was born. For each item, check No if it did not happen to you or Yes if it did. (It may help to look 

at the calendar when you answer these questions). Items:  1. A close family member was very sick and had to go into 

the hospital;  2. I got separated or divorced from my husband or partner; 3. I moved to a new address; 4. I was homeless 

or had to sleep outside, in a car, or in a shelter;  5. My husband or partner lost his job;  6. I lost my job even though I 

wanted to go on working; 7. My husband, partner, or I had a cut in work hours or pay;  8. I was apart from my husband or 

partner due to military deployment or extended work-related travel; 9. I argued with my husband or partner more than 

usual; 10. My husband or partner said he didn’t want me to be pregnant; 11. I had problems paying the rent, mortgage, 

or other bills; 12. My husband, partner, or I went to jail; 13. Someone very close to me had a problem with drinking or 

drugs; 14. Someone very close to me died; 15. During the 12 months before you got pregnant with your new baby, did 

your husband or partner push, hit, slap, kick, choke, or physically hurt you in any other way?.”  
†Had Depression “Before you got pregnant with your new baby, did a doctor, nurse, or other health care worker tell you 

that you had any of the following health conditions? ... depression” 
‡Visit for Depression “At any time during the 12 months before you got pregnant with your new baby, did you do any of 

the following things? I visited a health care worker and was checked for depression or anxiety” 
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Figure 11. Percentage of women exposed to one or more adverse maternal 

experiences (AMEs)*, who had depression†, and visited a doctor for depression‡, 

stratified by education, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Adverse Maternal Experiences (AMEs) “This question is about things that may have happened during the 12 months 

before your new baby was born. For each item, check No if it did not happen to you or Yes if it did. (It may help to look 

at the calendar when you answer these questions). Items:  1. A close family member was very sick and had to go into 

the hospital;  2. I got separated or divorced from my husband or partner; 3. I moved to a new address; 4. I was homeless 

or had to sleep outside, in a car, or in a shelter;  5. My husband or partner lost his job;  6. I lost my job even though I 

wanted to go on working; 7. My husband, partner, or I had a cut in work hours or pay;  8. I was apart from my husband or 

partner due to military deployment or extended work-related travel; 9. I argued with my husband or partner more than 

usual; 10. My husband or partner said he didn’t want me to be pregnant; 11. I had problems paying the rent, mortgage, 

or other bills; 12. My husband, partner, or I went to jail; 13. Someone very close to me had a problem with drinking or 

drugs; 14. Someone very close to me died; 15. During the 12 months before you got pregnant with your new baby, did 

your husband or partner push, hit, slap, kick, choke, or physically hurt you in any other way?.”  
†Had Depression “Before you got pregnant with your new baby, did a doctor, nurse, or other health care worker tell you 

that you had any of the following health conditions? ... depression” 
‡Visit for Depression “At any time during the 12 months before you got pregnant with your new baby, did you do any of 

the following things? I visited a health care worker and was checked for depression or anxiety” 
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Figure 12. Percentage of women exposed to one or more adverse maternal 

experiences (AMEs)*, who had depression†, and visited a doctor for depression‡, 

stratified by income, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Adverse Maternal Experiences (AMEs) “This question is about things that may have happened during the 12 months 

before your new baby was born. For each item, check No if it did not happen to you or Yes if it did. (It may help to look 

at the calendar when you answer these questions). Items:  1. A close family member was very sick and had to go into 

the hospital;  2. I got separated or divorced from my husband or partner; 3. I moved to a new address; 4. I was homeless 

or had to sleep outside, in a car, or in a shelter;  5. My husband or partner lost his job;  6. I lost my job even though I 

wanted to go on working; 7. My husband, partner, or I had a cut in work hours or pay;  8. I was apart from my husband or 

partner due to military deployment or extended work-related travel; 9. I argued with my husband or partner more than 

usual; 10. My husband or partner said he didn’t want me to be pregnant; 11. I had problems paying the rent, mortgage, 

or other bills; 12. My husband, partner, or I went to jail; 13. Someone very close to me had a problem with drinking or 

drugs; 14. Someone very close to me died; 15. During the 12 months before you got pregnant with your new baby, did 

your husband or partner push, hit, slap, kick, choke, or physically hurt you in any other way?.”  
†Had Depression “Before you got pregnant with your new baby, did a doctor, nurse, or other health care worker tell you 

that you had any of the following health conditions? ... depression” 
‡Visit for Depression “At any time during the 12 months before you got pregnant with your new baby, did you do any of 

the following things? I visited a health care worker and was checked for depression or anxiety” 
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Figure 13. Percentage of women exposed to one or more adverse maternal 

experiences (AMEs)*, who had depression†, and visited a doctor for depression‡, 

stratified by race and ethnicity, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Adverse Maternal Experiences (AMEs) “This question is about things that may have happened during the 12 months 

before your new baby was born. For each item, check No if it did not happen to you or Yes if it did. (It may help to look 

at the calendar when you answer these questions). Items:  1. A close family member was very sick and had to go into 

the hospital;  2. I got separated or divorced from my husband or partner; 3. I moved to a new address; 4. I was homeless 

or had to sleep outside, in a car, or in a shelter;  5. My husband or partner lost his job;  6. I lost my job even though I 

wanted to go on working; 7. My husband, partner, or I had a cut in work hours or pay;  8. I was apart from my husband or 

partner due to military deployment or extended work-related travel; 9. I argued with my husband or partner more than 

usual; 10. My husband or partner said he didn’t want me to be pregnant; 11. I had problems paying the rent, mortgage, 

or other bills; 12. My husband, partner, or I went to jail; 13. Someone very close to me had a problem with drinking or 

drugs; 14. Someone very close to me died; 15. During the 12 months before you got pregnant with your new baby, did 

your husband or partner push, hit, slap, kick, choke, or physically hurt you in any other way?.”  
†Had Depression “Before you got pregnant with your new baby, did a doctor, nurse, or other health care worker tell you 

that you had any of the following health conditions? ... depression” 
‡Visit for Depression “At any time during the 12 months before you got pregnant with your new baby, did you do any of 

the following things? I visited a health care worker and was checked for depression or anxiety” 
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Figure 14. Percentage of women exposed to one or more adverse maternal 

experiences (AMEs)*, who had depression†, and visited a doctor for depression‡, 

stratified by county of residence, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-

2019 

*Adverse Maternal Experiences (AMEs) “This question is about things that may have happened during the 12 months 

before your new baby was born. For each item, check No if it did not happen to you or Yes if it did. (It may help to look 

at the calendar when you answer these questions). Items:  1. A close family member was very sick and had to go into 

the hospital;  2. I got separated or divorced from my husband or partner; 3. I moved to a new address; 4. I was homeless 

or had to sleep outside, in a car, or in a shelter;  5. My husband or partner lost his job;  6. I lost my job even though I 

wanted to go on working; 7. My husband, partner, or I had a cut in work hours or pay;  8. I was apart from my husband or 

partner due to military deployment or extended work-related travel; 9. I argued with my husband or partner more than 

usual; 10. My husband or partner said he didn’t want me to be pregnant; 11. I had problems paying the rent, mortgage, 

or other bills; 12. My husband, partner, or I went to jail; 13. Someone very close to me had a problem with drinking or 

drugs; 14. Someone very close to me died; 15. During the 12 months before you got pregnant with your new baby, did 

your husband or partner push, hit, slap, kick, choke, or physically hurt you in any other way?.”  
†Had Depression “Before you got pregnant with your new baby, did a doctor, nurse, or other health care worker tell you 

that you had any of the following health conditions? ... depression” 
‡Visit for Depression “At any time during the 12 months before you got pregnant with your new baby, did you do any of 

the following things? I visited a health care worker and was checked for depression or anxiety” 

 

There was considerable variation with regards to prepregnancy emotional wellness 

indicators (i.e., exposed to AMEs, had depression, or visited a healthcare worker for 
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depression) when stratified by age, education, income, race and ethnicity (Figures 10 

through 13), however, these did not vary by place (i.e., county of residence).   

For instance, women who reported being exposed to one or more AMEs were younger 

(< 25 years of age), had lower levels of education (12 or less years of schooling), lower 

levels of income (<= $40,000), and Black (non-Hispanic).   

Similarly, the percentage of women who had depression was higher in women less than 

20 years of age, in women who had 12 years schooling, with lower levels of income (<= 

$40,000) and in White (non-Hispanic) women.  

Lastly, the percentage of women who visited a healthcare worker for depression were 

less than 20 years of age, had less than 12 years of schooling, had low incomes 

(<=$40,000) and White (non-Hispanic) women.  

2.2 Environmental wellness 

While measuring environmental wellness is complex and encompasses multiple 

dimensions, it is generally agreed that it is important to focus on the built, or physical, 

environment and the natural environment, where the built environment refers to how a 

geographic area or neighborhood is designed. This is particularly relevant because 

according to WHO, wellbeing is influenced by the circumstances in which people are 

born, grow up, live, work and age (the social determinants of health). The built 

environment also influences access to healthy foods and physical activity.  There were 

no specific proxy measures in the PRAMS for assessing environmental wellness.    

2.3 Financial wellness 

A critical component of overall wellness is financial wellness, a measure that 

incorporates personal disposable income and wealth that promotes economic mobility 

within families and generations. Financial wellness is one of the most potent predictors 

of overall health and perhaps related to many health-related behaviors.  There were no 

specific proxy measures in the PRAMS for assessing financial wellness. 

2.4 Intellectual wellness 

Intellectual wellness recognizes creative abilities and finds ways to expand knowledge 

and skills.8 There were no specific proxy measures available to gauge intellectual 

wellness. 

2.5 Occupational wellness 

Occupational wellness captures an individual’s satisfaction and enrichment derived 

from his/her occupation and/or work.  Working conditions, including workplace safety 

and stress levels, contribute to one's health and well-being.  Perceived racial 

discrimination in the workplace may perhaps be used as a proxy for workplace stress; 

 
8 The Eight Dimensions of Wellness. http://www.samhsa.gov/wellness-initiative/eight-dimensions-

wellness.  
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some evidence suggests that it affects overall health status.9 There were no specific 

proxy measures available to gauge occupational wellness. 

2.6 Physical wellness 

Physical wellness is usually synonymous with overall wellness, perhaps due to the ease of 

measuring physical wellness, whether it is anthropometric measures (i.e., height and 

weight) and/or self-reported measures of physical activity, and nutrition (i.e., 

consumption of fruits, vegetables, and sugary drinks).  Despite the over-utilization of this 

concept, it is perhaps the most predictive, reliable, and valid measure of overall 

wellness.  Maintaining recommend body weight, engaging in regular physical activity, 

and consuming nutritional meals of proper portions are strongly related to good health.  

The Healthy People 2020 goals include:  

1. promoting health and reducing chronic disease risk through the consumption of 

healthy diets and the achievement and maintenance of healthy body weights, 

2. improving health, fitness, and quality of life through daily physical activity.10  

Body Mass Index (BMI) is a person's weight in kilograms divided by the square of height 

in meters.  While a high BMI can be an indicator of high body fat and can be used to 

screen for weight categories that may lead to health problems, it is not an indicator of 

the body fat or health of an individual as “increasingly measures of central adiposity, 

namely waist circumference (WC) and waist-to-hip ratio (WHR), have been adopted as 

more accurate predictors of obesity-related cardiovascular risk and have replaced BMI 

in several definitions for clinical diagnosis of metabolic syndrome”.11  A healthy BMI, 

exercise and physical activity, and a healthy diet (i.e., consumption of fruits and 

vegetables) may be used to gauge an individual’s physical wellness.  

During 2012-2017, the percentage of women who were overweight or obese based on 

prepregnancy BMI remained relatively stable except in 2018 and 2019. During 2018-

2019, the prepregnancy BMI increased by six percentage points.  In 2019, the 

percentage of Delaware women whose prepregnancy BMI was in the overweight or 

obese category was 62.9% (95%CI: 59.4-66.3),  compared to 56.3% (95%CI: 52.9-59.8) in 

2015. (Figure 15.) 

  

 
9 Zuckerman RB, Tinsley LJ, Hawk H, Cohen B. Perceived reactions to race and health status in 

the Massachusetts Behavioral Risk Factor Surveillance System Survey. Ethn Dis. 2012 

Autumn;22(4):492-6. 
10 U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, 

Healthy People 2020. Available at http://healthypeople.gov/2020. 
11 Lee CM, Huxley RR, Wildman RP, Woodward M. Indices of abdominal obesity are better 

discriminators of cardiovascular risk factors than BMI: a meta-analysis. J Clin Epidemiol. 

2008;61(7):646-653. doi:10.1016/j.jclinepi.2007.08.012  
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Figure 15. Percentage of women who were overweight/obese and underweight/normal 

weight based on prepregnancy body mass index (BMI)*,  Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

* BMI, or body mass index (kg/m2), is defined as the body mass divided by the square of the body height, expressed in 

mass in kilograms and height in meters. BMI is categorized as underweight (<18.5), normal weight (18.5 to <25.0), 

overweight (25.0 to <30.0), and obese (>=30.0).   

 

Figures 16 through 20 display prepregnancy BMI of Delaware women who gave birth 

during 2012-2019 stratified by age, education, income, race and ethnicity, and county 

of residence.   
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Figure 16. Percentage of women who were overweight/obese and underweight/normal 

weight based on prepregnancy body mass index (BMI)*, stratified by age, Delaware, 

2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

* BMI, or body mass index (kg/m2), is defined as the body mass divided by the square of the body height, expressed in 

mass in kilograms and height in meters. BMI is categorized as underweight (<18.5), normal weight (18.5 to <25.0), 

overweight (25.0 to <30.0), and obese (>=30.0).   

 

It is evident from Figure 16 that the prevalence of overweight/obesity rates increased 

with age. For instance, the prevalence of overweight/obesity was 65.2% (95%CI: 62.4-

68.0) in women 35 and older as compared to 48.2% (95%CI: 42.5-53.9) in women less 

than 20 years of age. Irrespective of age, in general one in two women who gave birth 

in Delaware were either overweight or obese prior to pregnancy.   
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Figure 17. Percentage of women who were overweight/obese and underweight/normal 

weight based on prepregnancy body mass index (BMI)*, stratified by education,  

Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

* BMI, or body mass index (kg/m2), is defined as the body mass divided by the square of the body height, expressed in 

mass in kilograms and height in meters. BMI is categorized as underweight (<18.5), normal weight (18.5 to <25.0), 

overweight (25.0 to <30.0), and obese (>=30.0).   

 

From Figure 17 it is evident that the percent of women who were overweight or obese 

based on pre-pregnancy BMI was highest with those having 12 years of schooling 61.8% 

(95%CI: 59.3-64.2), followed by those with less than 12 years of schooling 59.8% (95%CI: 

56.7-62.9), and those with more than 12 years of schooling 54.6% (95%CI: 53.0-56.2). In 

general, prevalence of obesity was lower in women with higher levels of education.   
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Figure 18. Percentage of women who were overweight/obese and underweight/normal 

weight based on prepregnancy body mass index (BMI)*, stratified by income,  

Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

* BMI, or body mass index (kg/m2), is defined as the body mass divided by the square of the body height, expressed in 

mass in kilograms and height in meters. BMI is categorized as underweight (<18.5), normal weight (18.5 to <25.0), 

overweight (25.0 to <30.0), and obese (>=30.0).   

 

Similar to education, a lower level of income was associated with higher prevalence of 

overweight/obesity rates. For instance, from Figure 18, it is evident that the prevalence 

of overweight/obesity was 63.7% (95%CI: 60.5-67.0) in women who indicated that their 

annual household income was $25,001 to $40,000, followed by those who indicated 

that their income was $40,001 to $65,000 (61.5%; 95%CI: 58.0-65.0), <$25,000 (61.3%; 

95%CI: 59.3-63.3), $65,001 to $80,000 (51.5%; 95%CI: 47.1-55.8), and those with household 

income greater than $80,000 (47.9%; 95%CI: 45.4-50.4).     
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Figure 19. Percentage of women who were overweight/obese and underweight/normal 

weight based on prepregnancy body mass index (BMI)*, stratified by race and 

ethnicity, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

* BMI, or body mass index (kg/m2), is defined as the body mass divided by the square of the body height, expressed in 

mass in kilograms and height in meters. BMI is categorized as underweight (<18.5), normal weight (18.5 to <25.0), 

overweight (25.0 to <30.0), and obese (>=30.0).   

 

Figure 19 displays overweight and obesity rates by race and ethnicity, and it is evident 

that there are significant disparities in the prevalence of overweight and obesity rates. 

For instance, overweight and obesity prevalence was highest in Black (non-Hispanic) 

women (66.7%; 95%CI: 64.2-69.1), followed by Hispanic women (63.2%; 95%CI: 60.2-66.3), 

White (non-Hispanic) women (53.6%; 95%CI: 51.9-55.2), and other races that include 

American Indian/Alaska Native, Asians (non-Hispanic), and two or more races (40.2%; 

95%CI: 35.9-44.6).  
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Figure 20. Percentage of women who were overweight/obese and underweight/normal 

weight based on prepregnancy body mass index (BMI)*, stratified by county of 

residence, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

* BMI, or body mass index (kg/m2), is defined as the body mass divided by the square of the body height, expressed in 

mass in kilograms and height in meters. BMI is categorized as underweight (<18.5), normal weight (18.5 to <25.0), 

overweight (25.0 to <30.0), and obese (>=30.0).   

 

Figure 20 displays prevalence of overweight/obesity rates by county of residence and 

although there were no significant differences, prevalence of overweight/obese 

women was slightly higher in Kent county (59.5%; 95%CI: 56.9-62.2) as compared with 

Sussex county (56.6%; 95%CI: 53.9-59.3), and New Castle county (56.7%; 95%CI: 55.1-

58.3).   
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Figure 21. Percentage of women who exercised* three or more days per week before 

pregnancy, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*At any time during the 12 months before you got pregnant with your new baby, did you do any of the following 

things?... I was exercising 3 or more days of the week” 

 

Figure 21 displays percent of women who reported exercising three or more days per 

week prior to pregnancy. It is evident that the prevalence of prepregnancy exercise 

declined by four percentage points during 2012-2019 from 43.6% (95%CI: 40.4-46.9) in 

2012 to 39.2% (95%CI: 35.7-42.6) in 2019.   

Figures 22 through 26 provide prevalence estimates of Delaware women who exercised 

before getting pregnant during 2012-2019.  These prevalence estimates are stratified by 

age, education, income, race and ethnicity, and county of residence.    
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Figure 22. Percentage of women who exercised* three or more days per week before 

pregnancy, stratified by age, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*At any time during the 12 months before you got pregnant with your new baby, did you do any of the following 

things?... I was exercising 3 or more days of the week” 

 

It is evident from Figure 22 that the prevalence of prepregnancy exercise was higher in 

older women as compared to younger women. For instance, the prevalence of  

exercise was 46.8% (95%CI: 43.9-49.7) in women 35 and older as compared to 44.5% 

(95%CI: 43.0-46.1) in women 25-34 years of age, followed by 31.9% (95%CI: 29.2-34.5) in 

women 20-24 years of age and 32.8% (95%CI: 27.5-38.2) in women less than 20 years of 

age. Irrespective of age, in general less than 50 percent of women who gave birth in 

Delaware exercised three or more days per week prior to pregnancy.   
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Figure 23. Percentage of women who exercised* three or more days per week before 

pregnancy, stratified by education, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*At any time during the 12 months before you got pregnant with your new baby, did you do any of the following 

things?... I was exercising 3 or more days of the week” 

 

From Figure 23 it is evident that the percent of women who exercised three or more 

days per week was highest among women with 12 or more years of schooling, 48.8% 

(95%CI: 47.2-50.4), followed by those with less than 12 years of schooling, 34.0% (95%CI: 

31.0-37.0), and those with 12 years of schooling, 30.9% (95%CI: 28.6-33.2). In general, 

prepregnancy exercise rates were lower in women with lower levels of education.   
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Figure 24. Percentage of women who exercised* three or more days per week before 

pregnancy, stratified by income, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*At any time during the 12 months before you got pregnant with your new baby, did you do any of the following 

things?... I was exercising 3 or more days of the week” 

 

Similar to education, a lower level of income was associated with lower prevalence of 

prepregnancy exercise. From Figure 24, it is evident that the prevalence of women who 

exercised three or more days per week was 31.9% (95%CI: 29.9-33.8) in women who 

indicated that their annual household income was < $25,000. The prevalence was 

37.3% (95%CI: 34.0-40.5) among women with incomes between $25,001 to $40,000, and 

46.8% (95%CI: 43.2-50.5) among women with incomes between $40,001 to $65,000. The 

prepregnancy exercising rates were slightly lower among women with incomes 

between $65,001- $80,000 at 44.5% (95%CI: 40.2-48.8), and highest in women who 

reported their household income was greater than $80,000 (58.0%; 95%CI: 55.5-60.5).    
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Figure 25. Percentage of women who exercised* three or more days per week before 

pregnancy, stratified by race and ethnicity, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*At any time during the 12 months before you got pregnant with your new baby, did you do any of the following 

things?... I was exercising 3 or more days of the week” 

 

Figure 25 displays women who indicated exercising three or more days prior to their 

pregnancy by race and ethnicity, and it is evident that are significant differences by 

race and ethnicity. For instance, the prevalence of prepregnancy exercise was lowest 

in Black (non-Hispanic) women (32.7%; 95%CI: 30.3-35.1), followed by other races that 

include American Indian/Alaska Native, Asians (non-Hispanic), and two or more races 

(38.2%; 95%CI: 33.9-42.5), followed by Hispanic women (42.1%; 95%CI: 39.0-45.3). The 

prevalence of prepregnancy exercise was highest in White (non-Hispanic) women at 

46.5% (; 95%CI: 44.8-48.1).  In general, prepregnancy exercise rates were lower in non-

White women.  
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Figure 26. Percentage of women who exercised* three or more days per week before 

pregnancy, stratified by county of residence, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*At any time during the 12 months before you got pregnant with your new baby, did you do any of the following 

things?... I was exercising 3 or more days of the week” 

 

Figure 26 displays prevalence of women who exercised three or more days per week by 

county of residence. While the prevalence of women who exercised three or more 

days was similar in Kent (38.4%; 95%CI: 35.8-41.0) and Sussex counties (39.7%; 95%CI: 

37.1-42.4), the prevalence was highest in New Castle county (43.7%; 95%CI: 42.1-45.3).  

Figure 27 displays the percentage of women with no, one, or two or more chronic 

conditions (i.e., being checked for diabetes or diagnosed with diabetes, high blood 

pressure, and having asthma, anemia, and thyroid problems) prior to pregnancy.   
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Figure 27. Percentage of women with no, one, or two or more chronic conditions* 

before pregnancy, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Includes questions being checked for diabetes or diagnosed with diabetes, high blood pressure, having asthma, 

anemia, and thyroid problems 3 months before getting pregnant. 

 

As evident from the figure above, the prevalence of two or more chronic conditions 

prior to pregnancy remained relatively stable during 2012-2019 except for 2018, where 

14.6% (95%CI: 40.4-46.9) of women indicated having two or more chronic conditions. 

During 2012-2015, the percentage of women who indicated having one chronic 

condition decreased by approximately four percentage points from 31.2% (95% CI: 

28.2-34.3) in 2012 to 27.4% (95%CI: 24.4-30.5) in 2015. However, the prevalence 

increased in 2016 to 33.1% (95%CI: 29.8-36.4) and then continued to decline in 2019 by 

approximately four percentage points at 28.8% (95%CI: 25.6-32.1).   

Figures 28 through 32 provides prevalence estimates of Delaware women who 

indicated having chronic conditions during 2012-2019 and are stratified by age, 

education, income, race and ethnicity, and county of residence.   
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Figure 28. Percentage of women with no, one, or two or more chronic conditions before 

pregnancy, stratified by age, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

* Includes questions being checked for diabetes or diagnosed with diabetes, high blood pressure, having asthma, 

anemia, and thyroid problems 3 months before getting pregnant. 

 

Contrary to the expectation that increases in maternal age may be associated with an 

increase in chronic conditions, in 2012-2019, one in five Delaware women younger than 

20 years of age indicated having two or more chronic conditions prior to pregnancy 

(19.6%; 95%CI: 15.0-24.2). Having two or more chronic conditions was also higher 

among women who were 35 and older (14.3%; 95%CI: 12.3-16.3), followed by those who 

were 20-24 years of age (13.6%; 95%CI: 11.6-15.6), and 25-34 years of age (11.2%; 95%CI: 

10.2-12.2). (Figure 28.)    
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Figure 29. Percentage of women with no, one, or two or more chronic conditions before 

pregnancy, stratified by education, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

* Includes questions being checked for diabetes or diagnosed with diabetes, high blood pressure, having asthma, 

anemia, and thyroid problems 3 months before getting pregnant. 

 

As per Figure 29, the percentage of women with two or chronic conditions was lowest in 

those with more than 12 years of schooling (10.5%; 95%CI: 9.5-11.5), as compared to 

women with 12 years of schooling (15.6%; 95%CI: 13.8-17.4) and women with less than 

12 years of schooling (15.4%; 95%CI: 13.1-17.6).  
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Figure 30. Percentage of women with no, one, or two or more chronic conditions before 

pregnancy, stratified by income, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

* Includes questions being checked for diabetes or diagnosed with diabetes, high blood pressure, having asthma, 

anemia, and thyroid problems 3 months before getting pregnant. 

 

Figure 30 displays women who indicated having chronic conditions stratified by 

income. It is evident that women with lower levels of income had higher prevalence of 

two or more chronic conditions. For example, the prevalence of two or more chronic 

conditions was 17.1% (95%CI: 15.5-18.6) in women who indicated that their annual 

household income was less than $25,000, followed by 13.5% (95%CI: 11.3-15.8) in women 

with incomes between $25,001 to $40,000, followed by 8.7% (95%CI: 6.7-10.7) in women 

with incomes between $40,001 to $65,000. The prevalence of two or more chronic 

conditions was lowest in women with more than $80,000 (7.0%; 95%CI: 5.7-8.2), except 

for women in the $65,001-$80,000 income category (10.5%; 95%CI: 7.9-13.2).  

  



 

49 

 
Delaware Department of Health and Social Services, Division of Public Health          August 2021 

Pregnancy Risk Assessment Monitoring System (PRAMS) Consolidated Report – 2012-2019 

 

Figure 31. Percentage of women with no, one, or two or more chronic conditions before 

pregnancy, stratified by race and ethnicity, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

* Includes questions being checked for diabetes or diagnosed with diabetes, high blood pressure, having asthma, 

anemia, and thyroid problems 3 months before getting pregnant. 

 

As evident from Figure 31, there were significant differences in women with chronic 

conditions when stratified by race and ethnicity. For instance, approximately one in five 

Black (non-Hispanic) women had two or more chronic conditions (21.4%; 95%CI: 19.3-

23.5) as compared to White (non-Hispanic) women (9.1%; 95%CI: 8.1-10.0), Hispanic 

women (10.8%; 95%CI: 8.9-12.8), and other races that include American Indian/Alaska 

Native, Asians (non-Hispanic), Native Hawaiian/Pacific Islander, and two or more races 

(12.1%; 95%CI: 9.2-14.9).  
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Figure 32. Percentage of women with no, one, or two or more chronic conditions before 

pregnancy, stratified by county of residence, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

* Includes questions being checked for diabetes or diagnosed with diabetes, high blood pressure, having asthma, 

anemia, and thyroid problems 3 months before getting pregnant. 

 

There were minimal differences with regards to the prevalence of two or more chronic 

conditions by county of residence. Of all three counties, the prevalence of two or more 

chronic conditions was 13.0% (95%CI: 11.9-14.1) in New Castle, followed by Kent (12.6%; 

95%CI: 10.8-14.4), and Sussex counties (11.7%; 95%CI: 10.0-13.4).  

 

Figure 33 displays the percentage of women who, prior to pregnancy, took no vitamins 

(e.g., multivitamins, prenatal vitamins, folic acid), took vitamins frequently, or took 

vitamins daily. 
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Figure 33. Percentage of women who took no vitamins, took vitamins frequently, or took 

vitamins daily* before pregnancy, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 
*During the month before you got pregnant with your new baby, how many times a week did you take a multivitamin, a prenatal vitamin, 

or a folic acid vitamin? Response options: A. I didn’t take a multivitamin, prenatal vitamin, or folic acid vitamin in the month before I got 

pregnant; B. 1 to 3 times a week; C. 4 to 6 times a week; D. Every day of the week. B and C combined to indicate frequently. 

As evident from the figure above, the prevalence of women who took vitamins 

frequently increased between 2012 to 2018 from 10.5% (95%CI: 8.5-12.5) in 2012 to 13.9% 

(95%CI: 11.4-15.5) in 2018, except for 2016 and 2019. Similarly, the percentage of 

women who indicated taking vitamins daily increased from 29.3% (95%CI: 26.4-32.3) in 

2012 to 37.2% (95%CI: 33.9-40.6) in 2016 – an increase of eight percentage points. After 

2016, the prevalence declined to pre-2016 levels and the percentage of women who 

indicated taking vitamins daily in 2019 was 32.1% (95%CI: 28.8-35.3).    

Figures 34 through 38 provide prevalence estimates of women who took no vitamins, 

took vitamins frequently, or took vitamins daily* before pregnancy in 2012-2019 and are 

stratified by age, education, income, race and ethnicity, and county of residence.    
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Figure 34. Percentage of women who took no vitamins, took vitamins frequently, or took 

vitamins daily* before pregnancy, stratified by age, Delaware, 2012-2019 

Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*During the month before you got pregnant with your new baby, how many times a week did you take a multivitamin, a 

prenatal vitamin, or a folic acid vitamin? Response options: A. I didn’t take a multivitamin, prenatal vitamin, or folic acid 

vitamin in the month before I got pregnant; B. 1 to 3 times a week; C. 4 to 6 times a week; D. Every day of the week. B 

and C combined to indicate frequently. 

 

It is evident from Figure 34 that consumption of vitamins increased with increased 

maternal age. For instance, 5.3% (95%CI: 2.8-7.8) of women less than 20 years of age 

indicated having taken vitamins frequently prior to pregnancy as compared to 15.8% 

(95%CI: 13.7-18.0) of women 35 and older. Similarly, 17.2% (95%CI: 12.9-21.5) of women 

less than 20 years of age indicated taking vitamins daily, followed by 17.8% (95%CI: 

15.6-20.0) of women 20-24 years of age, followed by 35.7% (95%CI: 34.2-37.3) of women 

25-34 years of age, and 40.8% (95%CI: 38.0-43.7) of women 35 and older.     
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Figure 35. Percentage of women who took no vitamins, took vitamins frequently, or took 

vitamins daily* before pregnancy, stratified by education, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*During the month before you got pregnant with your new baby, how many times a week did you take a multivitamin, a 

prenatal vitamin, or a folic acid vitamin? Response options: A. I didn’t take a multivitamin, prenatal vitamin, or folic acid 

vitamin in the month before I got pregnant; B. 1 to 3 times a week; C. 4 to 6 times a week; D. Every day of the week. B 

and C combined to indicate frequently. 

Figure 35 displays the percentage of women who indicated taking vitamins stratified by 

education. Vitamin intake increased with increased level of education. For instance, 

6.4% (95%CI: 4.9-8.0) of women with less than 12 years of schooling reported taking 

vitamins frequently as compared to 9.5% (95%CI: 8.0-11.0) of women with 12 years of 

schooling, and 14.7% (95%CI: 13.6-15.9) of women with more than 12 years of schooling. 

Among women who indicated taking vitamins daily, the percentage of women with 

more than 12 years of schooling had highest prevalence at 40.1% (95%CI: 38.6-41.7).   
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Figure 36. Percentage of women who took no vitamins, took vitamins frequently, or took 

vitamins daily* before pregnancy, stratified by income, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*During the month before you got pregnant with your new baby, how many times a week did you take a multivitamin, a 

prenatal vitamin, or a folic acid vitamin? Response options: A. I didn’t take a multivitamin, prenatal vitamin, or folic acid 

vitamin in the month before I got pregnant; B. 1 to 3 times a week; C. 4 to 6 times a week; D. Every day of the week. B 

and C combined to indicate frequently. 

It is evident from Figure 36 that vitamin intake increased with increases in annual 

household income. For instance, 19.3% (95%CI: 17.7-20.9) of women who reported their 

annual household income as less than $25,000 took vitamins daily as compare to 22.8% 

(95%CI: 20.0-25.6) of women with $25,001-$40,000, 33.7% (95%CI: 30.3-37.1) of women 

with $40,001-$65,000, 43.2% (95%CI: 38.9-47.5) of women with $65,001-$80,000, and 

55.5% (95%CI: 53.0-58.0) of women with greater than $80,000 annual household 

incomes.  
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Figure 37. Percentage of women who took no vitamins, took vitamins frequently, or took 

vitamins daily* before pregnancy, stratified by race and ethnicity, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*During the month before you got pregnant with your new baby, how many times a week did you take a multivitamin, a 

prenatal vitamin, or a folic acid vitamin? Response options: A. I didn’t take a multivitamin, prenatal vitamin, or folic acid 

vitamin in the month before I got pregnant; B. 1 to 3 times a week; C. 4 to 6 times a week; D. Every day of the week. B 

and C combined to indicate frequently. 

There were significant differences in vitamin intake before pregnancy by race and 

ethnicity. It is evident from Figure 37 that White (non-Hispanic) women had highest 

prevalence of daily vitamin intake (38.8%; 95%CI: 37.2-40.4), followed by other races 

that include American Indian/Alaska Native, Asians (non-Hispanic), Native 

Hawaiian/Pacific Islander, and two or more races (33.8%; 95%CI: 29.6-37.9), followed by 

Hispanic women (24.7%; 95%CI: 22.0-27.4), and Black (non-Hispanic women (21.7%; 

95%CI: 19.6-23.8).    
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Figure 38. Percentage of women who took no vitamins, took vitamins frequently, or took 

vitamins daily* before pregnancy, stratified by county of residence, Delaware, 2012-

2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*During the month before you got pregnant with your new baby, how many times a week did you take a multivitamin, a 

prenatal vitamin, or a folic acid vitamin? Response options: A. I didn’t take a multivitamin, prenatal vitamin, or folic acid 

vitamin in the month before I got pregnant; B. 1 to 3 times a week; C. 4 to 6 times a week; D. Every day of the week. B 

and C combined to indicate frequently. 

From Figure 38 it is evident that prevalence of daily vitamin intake was highest in New 

Castle county (33.9%; 95%CI: 32.4-35.5) followed by Kent county (29.9%; 05%CI: 27.5-

32.3), and Sussex county (28.6%; 95%CI: 26.1-31.1).   

Alcohol, smoking, and prescription medication use before pregnancy are critical 

physical wellness indicators, as they affect maternal and neonatal health.  Figure 39 

displays the percentage of women who indicated drinking and smoking three months 

before pregnancy and taking prescription drugs before pregnancy in Delaware.  

During 2012-2019, Delaware saw a significant decline of approximately 10 percentage 

points in the prevalence of women who reported smoking cigarettes three months 

before pregnancy.  The 2012 prevalence rate for smoking was 27.2% (95% CI: 24.3-30.2) 

and the 2019 rate was 17.5%  (95% CI: 14.8-20.3): a 35% change.  However, prevalence 



 

57 

 
Delaware Department of Health and Social Services, Division of Public Health          August 2021 

Pregnancy Risk Assessment Monitoring System (PRAMS) Consolidated Report – 2012-2019 

 

rates for drinking before pregnancy remained relatively stable during 2012-2019 with 

55.4% (95%CI: 51.8-59.0) of women in 2019 drinking three months before pregnancy.  

Similarly, the percentage of women who indicated taking prescription medicines other 

than birth control before pregnancy remained relatively stable during 2012-2019.  In 

2012, the percentage of women taking prescription medications decreased from 23.1% 

(95%CI: 20.3-25.8) in 2012 to 22.2% (95%CI: 19.3-25.0) in 2019.  (Figure 39.) 

Figure 39. Percentage of women who indicated drinking*, smoking†, and taking 

prescription drugs‡ before pregnancy, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Drinking three months before pregnancy – PRAMS calculated variable 
†Smoking three months before pregnancy – PRAMS calculated variable 

‡Taking prescription medications - I was regularly taking prescription medicines other than birth control 
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While the details of prescription medications are not available in the Delaware PRAMS 

dataset, national estimates suggest that 6.6% of pregnant women reported using 

prescription opioids during pregnancy, and 21.2% of those reported opioid misuse.12 

Figures 40 through 44 provides prevalence estimates of women who indicated drinking 

alcohol, smoking cigarettes, and taking prescription medication other than birth control 

before pregnancy during 2012-2019, as stratified by age, education, income, race and 

ethnicity, and county of residence.   

Figure 40. Percentage of women who indicated drinking*, smoking†, and taking 

prescription drugs‡ before pregnancy, stratified by age, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Drinking three months before pregnancy – PRAMS calculated variable 
†Smoking three months before pregnancy – PRAMS calculated variable 

‡Taking prescription medications - I was regularly taking prescription medicines other than birth control 

 

 
12 Ko JY, D’Angelo DV, Haight SC, et al. Vital Signs: Prescription Opioid Pain Reliever Use During 

Pregnancy — 34 U.S. Jurisdictions, 2019. MMWR Morb Mortal Wkly Rep 2020;69:897–903. DOI: 

http://dx.doi.org/10.15585/mmwr.mm6928a1external icon 
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Figure 40 displays percentage of women who indicated drinking, smoking, and taking 

prescription medications before pregnancy by age. It is evident that prevalence of 

drinking before pregnancy was higher in older women (i.e., 20-24, 25-34, and 35 and 

older), while smoking was highest among women 20-24 years of age (27.2%; 95%CI: 

24.7-29.7). Use of prescription medications before pregnancy also increased with 

increasing age. For instance, the prevalence of prescription medication use was 31.8% 

(95%CI: 29.1-34.5) among women 35 and older, followed by 24.0% (95%CI: 22.6-25.4) 

among women 25-34 years of age, followed by 15.3% (95%CI: 13.3-17.4) among women 

20-24 years of age.  

Figure 41. Percentage of women who indicated drinking*, smoking†, and taking 

prescription drugs‡ before pregnancy, stratified by education, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Drinking three months before pregnancy – PRAMS calculated variable 
†Smoking three months before pregnancy – PRAMS calculated variable 

‡Taking prescription medications - I was regularly taking prescription medicines other than birth control  
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Figure 41 displays percentage of women who indicated drinking, smoking, and taking 

prescription medications before pregnancy by education. The percentage of women 

who indicated drinking before pregnancy was highest among women with 12 or more 

years of schooling (67.5%; 95%CI: 66.0-69.0), while the percentage of women who 

reported smoking before pregnancy was highest among with 12 years of schooling 

(32.5%; 30.2-34.9). The percentage of women who took prescription medications before 

pregnancy was also highest in those 12 or more years of schooling (26.1%; 95%CI: 24.7-

27.5).  

Figure 42. Percentage of women who indicated drinking*, smoking†, and taking 

prescription drugs‡ before pregnancy, stratified by income, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Drinking three months before pregnancy – PRAMS calculated variable 
†Smoking three months before pregnancy – PRAMS calculated variable 

‡Taking prescription medications - I was regularly taking prescription medicines other than birth control  
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It is evident from Figure 42 that the prevalence of drinking increased with increases in 

income, while the prevalence of smoking decreased with increases in income. For 

instance, 75.4% (95%CI: 73.3-77.6) of women with annual household income greater 

than $80,000 indicated drinking before pregnancy, while 43.8% (95%CI: 41.7-45.8) of 

women with annual household income less than $25,000 indicated drinking. In contrast, 

33.4% (95%CI: 31.5-35.3) of women with annual household income less than $25,000 

indicated smoking, while 8.0% (95%CI: 6.7-9.4) of women with annual household income 

greater than $80,000 indicated smoking. With regards to prescription medications, 

percentage of women who indicated taking prescription medications before 

pregnancy was highest among women with annual household income of $65,001-

$80,000.  

Figure 43. Percentage of women who indicated drinking*, smoking†, and taking 

prescription drugs‡ before pregnancy, stratified by race and ethnicity, Delaware, 2012-

2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Drinking three months before pregnancy – PRAMS calculated variable 
†Smoking three months before pregnancy – PRAMS calculated variable 

‡Taking prescription medications - I was regularly taking prescription medicines other than birth control  
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There were large differences in the percentage of women who indicated drinking, 

smoking, and taking prescription medication before pregnancy by race and ethnicity 

as evident from Figure 43. Drinking before pregnancy (69.7%; 95%CI: 68.2-71.3), smoking 

before pregnancy (26.4%; 95%CI: 24.9-27.8), taking prescription medication before 

pregnancy (28.5%; 95%CI: 27.0-30.0) was higher among White (non-Hispanic) women. 

Prevalence of drinking before pregnancy (48.1%; 95%CI: 45.5-50.7), smoking before 

pregnancy (21.4%; 95%CI: 19.3-23.5) was also higher among Black (non-Hispanic) 

women, while prescription medication use was higher in other races that include 

American Indian/Alaska Native, Asians (non-Hispanic), two or more races (22.9%; 95%CI: 

19.2-26.6). 

Figure 44. Percentage of women who indicated drinking*, smoking†, and taking 

prescription drugs‡ before pregnancy, stratified by county of residence, Delaware, 

2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Drinking three months before pregnancy – PRAMS calculated variable 
†Smoking three months before pregnancy – PRAMS calculated variable 

‡Taking prescription medications - I was regularly taking prescription medicines other than birth control 
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Figure 44 displays percentage of women who indicated drinking, smoking, and taking 

prescription medications before pregnancy by county of residence.  New Castle 

county (58.7%; 95%CI: 57.1-60.3) and Kent county (56.0%; 95%CI: 53.3-58.7) had 

prevalence rates of women indicating drinking before pregnancy. While Sussex county 

(23.8%; 95%CI: 21.5-26.1) and Kent county (22.9%; 20.7-25.2) had higher percentage of 

women indicating smoking before pregnancy. There were no significant differences in 

prevalence rates for prescription medication use before pregnancy based on county 

of residence. 

 

Figure 45. Percentage of women who visited a dentist* to have their teeth cleaned 

before pregnancy, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Women who responded “Yes” to “I had my teeth cleaned by a dentist or dental hygienist” 

 

A thorough oral examination can act as a mirror the numerous health problems that not 

only include nutritional deficiencies and systemic diseases but also microbial infections, 
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immune disorders, injuries, and some cancers.13  For instance, periodontal disease has 

been associated with adverse pregnancy outcomes especially preterm and low birth 

weight,14  respiratory disease, cardiovascular disease and to some extent affects 

glycemic control in patients with diabetes.13  Figure 45 displays percent of women in 

Delaware, that visited a dentist or a dental hygenist before pregnancy to have their 

teeth cleaned. It is evident that during 2012-2019, that percent of women who visited 

dentist increased from 49.3% (95%CI:46.0-52.6) in 2012 to 60.9% (95%CI: 56.7-65.1) in 

2019. This 11 percentage point increase in prepregnancy dental visits among women 

who had a live birth has been due to several statewide efforts.  

Figure 46. Percentage of women who visited a dentist* to have their teeth cleaned 

before pregnancy, stratified by age, education, income, race and ethnicity, and 

county of residence, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Women who responded “Yes” to “I had my teeth cleaned by a dentist or a dental hygienist” 

 
13 Committee on an Oral Health Initiative, Medicine Io, Institute of Medicine (U.S.), et al. 

Advancing Oral Health in America. Washington, D.C: National Academies Press; 2011;2012. 
14 Polyzos NP, MD, Polyzos IP, DDS, Mauri D, MD, et al. Effect of periodontal disease treatment 

during pregnancy on preterm birth incidence: a metaanalysis of randomized trials. American 

Journal of Obstetrics and Gynecology. 2009;200:225-232. 
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Figure 46 displays percent of women who visited a dentist before pregnancy stratified 

by age, education, income, race and ethnicity, and county of residence.  It is evident 

that the percentage of women who visited a dentist before pregnancy was lowest 

among women 20-24 years of age (44.7%; 95%CI: 41.6-47.9) and highest among women 

35 and older (63.2%; 955CI: 60.2-66.2). Prevalence of dental visits was highest among 

women with more than 12 years of schooling (64.1%; 95%CI: 62.5-65.7). Higher annual 

household income was associated higher prevalence of dental visits. For instance, the 

prevalence of dental visits among women who reported their annual household 

income as less than $25,000 was 36.9% (95%CI: 34.6-39.1). The prevalence of dental visits 

was 43.3% (95%CI: 39.6-46.9), 57.6% (95%CI: 53.8-61.4), 68.4% (95%CI: 64.1-72.7), and 

79.4% (95%CI: 77.3-81.5) among women with annual household incomes $25,0001-

$40,000, $40,001-$65,000, $65,001-$80,000, and more than $80,000 respectively. There 

were significant differences in dental visits by race and ethnicity. White (non-Hispanic) 

women had the highest prevalence of dental visits at 60.6% (95%CI: 58.9-62.3) followed 

by Black (non-Hisapnic) women at 47.2% (95%CI: 44.3-50.0), followed by other races 

that include American Indian/Alaska Native, Asian (non-Hispanic), and two or more 

races at 46.9% (95%CI: 41.9-51.9), and Hispanic women who had the lowest prevalence 

at 42.4% (95%CI: 38.7-46.1).  Sussex county had the lowest prevalence with regards to 

dental visits at 47.9% (95%CI: 44.9-50.9), while New Castle county had the highest 

prevalence at 56.6% (95%CI: 54.9-58.3).  

Analyses of prepregnancy physical wellness indicators (i.e., overweight/obese, exercise, 

chronic conditions, taking multivitamins, prenatal vitamins, or folic acid before 

pregnancy, drinking alcohol, smoking, cigarettes, taking prescription medications, and 

visits to a dentist/dental hygeneist) suggest that physical wellness varies with age, 

education, income, race and ethnicity, and county of residence.  Data also suggest 

that in particular, low-levels of education, low-levels of income, and those who 

reported their race/ethnicity as non-White (i.e., Black, Hispanic, other races) and in 

some cases county of residence were associated with poor prepregnancy physical 

wellness indicators. To see if prepregnancy emotional wellness indicators (i.e., had 

depression or exposed to one or more adverse maternal experiences) were associated 

with physical wellness indicators, crude odds ratios were estimated. The following 

physical wellness indicators were dichotomized as: overweight/obese vs. other, chronic 

conditions vs. none, drank alcohol vs. not drinking, smoking cigarettes vs. not smoking, 

and taking prescription medications vs. not taking prescription medications.  

Figure 47 displays the crude odds ratios (COR) with 95% confidence intervals for adverse 

maternal experiences (AMEs) before pregnancy measured using 15 items:  1. A close 

family member was very sick and had to go into the hospital;  2. I got separated or 

divorced from my husband or partner; 3. I moved to a new address; 4. I was homeless 

or had to sleep outside, in a car, or in a shelter;  5. My husband or partner lost his job;  6. 

I lost my job even though I wanted to go on working; 7. My husband, partner, or I had a 

cut in work hours or pay;  8. I was apart from my husband or partner due to military 

deployment or extended work-related travel; 9. I argued with my husband or partner 
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more than usual; 10. My husband or partner said he didn’t want me to be pregnant; 11. 

I had problems paying the rent, mortgage, or other bills; 12. My husband, partner, or I 

went to jail; 13. Someone very close to me had a problem with drinking or drugs; 14. 

Someone very close to me died; 15. During the 12 months before you got pregnant with 

your new baby, did your husband or partner push, hit, slap, kick, choke, or physically 

hurt you in any other way? and women who indicated having depression before 

pregnancy and physical wellness indicators. 

Figure 47. Crude odds ratios for women who were exposed to one or more adverse 

experiences before pregnancy and indicated having depression before pregnancy 

and physical wellness indicators*, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Prepregnancy physical wellness indicators include overweight/obese (i.e., based on BMI, or body mass index (kg/m2), 

defined as the body mass divided by the square of the body height, expressed in mass in kilograms and height in meters. 

BMI is categorized as underweight (<18.5), normal weight (18.5 to <25.0), overweight (25.0 to <30.0), and obese (>=30.0)), 

chronic conditions (i.e., includes questions visiting health care worker and/or being checked for diabetes, high blood 

pressure, being diagnosed with diabetes, high blood pressure, having asthma, anemia, and/or thyroid problems 3 

months before getting pregnant), drinking three months before pregnancy, smoking three months before pregnancy, 

taking prescription medications - I was regularly taking prescription medicines other than birth control 

 

It is evident from Figure 47 that women were exposed to one or more AMEs had greater 

odds of being overweight/obese (COR = 1.3; 95%CI: 1.1-1.5), having one or more 
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chronic conditions (COR = 1.9; 95%CI: 1.6-2.2), drinking alcohol (COR=1.3; 95%CI: 1.1-

1.5), smoking cigarettes (COR=4.3; 95%CI: 3.6-5.0), taking prescription medications 

(COR=1.6; 95%CI: 1.3-1.9). Similarly, women who indicated having depression had 

greater odds of being overweight/obese (COR=1.5; 95%CI: 1.3-1.8), having one or more 

chronic conditions (COR=2.1; 95%CI: 1.8-2.5), drinking alcohol (COR=1.2; 95%CI: 1.0-1.4), 

smoking cigarettes (COR=3.6; 95%CI: 1.6-2.2), and taking prescription medications 

(COR=4.3; 95%CI:3.7-5.1). The association between emotional wellness and physical 

wellness indicators provides an insight into the importance of integrating behavioral 

and physical health.  

 

2.7 Social wellness 

 

Social wellness encompasses several elements:  developing a sense of connection, 

belonging, and a well-developed support system;15 and contributing to a community’s 

common welfare.16  Thinking about one’s race and/or ethnicity may be a proxy for 

sense of social adjustment, connection, and/or belonging. Other proxy measures such 

as participation in civil society (i.e., social capital) and trust in the neighborhood help 

gauge social wellness; however, questions for these indicators are not available in 

PRAMS data.  

2.8 Spiritual wellness 

Spiritual wellness is generally linked to lower mortality, reduced stressed levels, lower 

anxiety, and faster recovery.17  PRAMS does not contain specific measures for spiritual 

wellness. 

 

  

 
15 The Eight Dimensions of Wellness. http://www.samhsa.gov/wellness-initiative/eight-dimensions-

wellness. Accessed August 11, 2016. 
16 Miller JW. Wellness: the history and development of a concept. Spektrum Freizeit 2005 Sept.; 

27(1):85-106. 
17Puchalski CM. The role of spirituality in health care. Proceedings (Baylor University Medical 

Center). 2001;14(4):352-357.  
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PREGNANCY WELLNESS 

 

This section reviews data on measures captured in the PRAMS questionnaire “during 

pregnancy.”  Not all measures and questions may fit within the eight dimensions 

described previously.  All pregnancy wellness measures are stratified by age, 

education, income, race and ethnicity, and county of residence.  

3.1 Emotional wellness  

Emotional wellness during pregnancy was defined using self-reported measures from 

PRAMS data.  The first two questions relate to the health care provider’s discussion about 

depression during pregnancy and emotional or physical abuse by their husband or 

partner. The survey asks women, “During any of your prenatal care visits, did a doctor, 

nurse, or other health care worker ask you any of the things listed below? For each item, 

check No if they did not ask you about it or Yes if they did…” The  response option “What 

to do if I feel depressed during my pregnancy or after my baby is born” in Phase 7 (2012-

2015) changed to “If I was feeling down or depressed” in  Phase 8 (2016-2019) Despite 

the changes in the wording, the question is intended to gauge emotional wellness.   

Similarly, in Phase 7, the response item for abuse is worded as “Physical abuse to women 

by their husbands or partners” while in Phase 8, the response item is worded as “If 

someone was hurting me emotionally or physically.”  The third question on emotional 

wellness is related to actual physical abuse during the most recent pregnancy. In Phase 

7, respondents are asked:  “During your most recent pregnancy, did your husband or 

partner push, hit, slap, kick, choke, or physically hurt you in any other way?” with response 

options restricted to their husband or a partner.  In Phase 8, the response options to that 

question were expanded to: a) husband or partner; b) ex-husband or ex-partner; and c) 

someone else. In this analysis, the variable was coded as “experienced physical abuse 

during pregnancy” versus “did not”. 

Figure 48 displays the percentage of women who indicated being physically abused 

during pregnancy and who indicated that their health care discussed emotional or 

physical abuse and depression. The percentage of women who reported being 

physically abused during pregnancy remained relatively stable with a decline of eight-

tenths of one percentage point in 2019 to 2.5% (95%CI: 1.4-3.5), as compared to the 2018 

estimate of 3.3% (95%CI: 2.0-4.7). In contrast, the percentage of women who indicated 

that their healthcare providers discussed abuse (emotional or physical) significantly 

increased during 2012 to 2019 by 20 percentage points during 2015 (Phase 7) from 

59.8% (95%CI: 56.5-63.2) to 82.3% (95%CI: 79.6-84.9) in 2016 (Phase 8). Similarly, the 

percentage of women who indicated that their healthcare providers discussed 

depression significantly increased during 2012-2019 by more than 10 percentage points 

during 2015 (Phase 7) from 68.3% (95%CI: 65.1-71.5) to 81.8% (95%CI: 79.2-84.5) in 2016 

(Phase 8).   
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Figure 48. Percentage of women who experienced physical abuse* during pregnancy, 

women who indicated that health care providers discussed emotional or physical 

abuse† and discussed about depression‡, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*During your most recent pregnancy, did any of the following people push, hit, slap, kick, choke, or physically hurt you in 

any other way? For each person, check No if they did not hurt you during this time or Yes if they did. Phase 7 question 

(2012-2015) does not provide options other than husband/partner. 
†During any of your prenatal care visits, did a doctor, nurse, or other health care worker ask you any of the things listed 

below? For each item, check No if they did not ask you about it or Yes if they did…” with the response option “Physical 

abuse to women by their husbands or partners” in Phase 7 (2012-2015), and Phase 8 (2016-2019) “If someone was hurting 

me emotionally or physically.”   

‡During any of your prenatal care visits, did a doctor, nurse, or other health care worker ask you any of the things listed 

below? For each item, check No if they did not ask you about it or Yes if they did…” with the response option “What to 

do if I feel depressed during my pregnancy or after my baby is born” in Phase 7 (2012-2015), and Phase 8 (2016-2019) “If I 

was feeling down or depressed.” 

 

While some of the increase in the estimates may be attributable to changes in the 

wording of the questions in Phase 7 and Phase 8, for depression and inclusion of 

emotional abuse, the fact that healthcare providers discussed abuse in general may 
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be due to increased emphasis on screening for depression18 and intimate partner 

violence (IPV) based on 2013 U.S. Preventive Services Task Force (USPSTF) 

recommendations for routine screening for IPV in all female patients of childbearing 

age19 and later modified in 2018.20  

Figures 49 through 53 show the prevalence estimates of women who experienced 

physical abuse during pregnancy, women who indicated that healthcare providers 

discussed emotional or physical abuse and discussed depression during 2012-2019 

stratified by age, education, income, race and ethnicity, and county of residence.   

In Figure 49, the prevalence of women who experienced physical abuse was highest in 

women less than 20 years of age (6.5%; 95%CI: 3.7-9.2), followed by women 20-24 years 

of age (5.0%; 95%CI: 3.7-6.3), women 25-34 years of age (2.0%; 95%CI: 1.6-2.5) and 

women 35 and older (1.7%; 95%CI: 1.0-2.5). The percentage of women who indicated 

that their healthcare provider discussed emotional or physical abuse was higher in 

younger women and decreased with age. For instance, the percentage of women 

who indicated that their healthcare provider discussed emotional or physical abuse 

was 78.0% (95%CI: 73.3-82.6) for women less than 20 years of age while it was 69% 

(95%CI: 66.4-71.8) in women 35 and older. A similar pattern was observed for women 

who indicated that their healthcare provider discussed depression.  

In figure 50, the prevalence of women who experienced physical abuse was highest in 

women with less than 12 years of schooling (5.0%; 95%CI: 3.5-6.4) and decreased with 

increases in years of schooling. Similarly, the percentage of women who indicated that 

their healthcare provider discussed emotional or physical abuse was higher in women 

with 12 years of schooling (75.8%; 95%CI: 73.7-77.9) followed by women with less than 12 

years of schooling (75.6%; 95%CI: 72.9-78.3) and was lowest in women with more than 12 

years of schooling (68.6%; 95%CI: 67.2-70.1). A similar pattern was observed for women 

who indicated that their healthcare provider discussed depression. For instance, the 

percentage was highest in women with 12 years of schooling (81.9$; 95%CI: 80.0-83.8), 

followed by women with less than 12 years of schooling (79.2%; 95%CI: 76.7-81.8), and 

women with more than 12 years of schooling (74.8%; 95%CI: 73.5-76.2).  

When stratified by income (see Figure 51), it was evident that the percentage of 

women who indicated experiencing physical abuse was highest in women with annual 

 
18 U.S. Preventive Services Task Force. Perinatal Depression: Preventive Interventions. February 

2019 

https://www.uspreventiveservicestaskforce.org/uspstf/document/RecommendationStatementFi

nal/perinatal-depression-preventive-interventions 
19 U.S. Preventive Services Task Force. Intimate partner violence and abuse of elderly and 

vulnerable adults: screening. January 2013. 

http://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/intimate-

partner-violence-and-abuse-of-elderly-and-vulnerable-adults-screening. 
20 US Preventive Services Task Force. Screening for Intimate Partner Violence, Elder Abuse, and 

Abuse of Vulnerable Adults: US Preventive Services Task Force Final Recommendation 

Statement. JAMA. 2018;320(16):1678–1687. doi:10.1001/jama.2018.14741 
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household income less than $25,000 (5.6%; 95%CI: 4.6-6.6). Although the prevalence 

decreased with increases in income, the estimates from other income categories were 

unreliable due to large relative standard errors. The percentage of women who 

indicated that their healthcare provider discussed emotional or physical abuse was 

highest in women who indicated that their annual household income was less than 

$25,000 (74.8%; 95%CI: 73.0-76.6) followed by women who indicated that their annual 

household income was between $65,001-$80,000 (72.0%; 95%CI: 68.1-75.9), followed by 

women whose annual household income was between $25,001-$40,000 (71.7%; 95%CI: 

68.7-74.7). Similarly, the percentage of women who indicated that their healthcare 

provider discussed depression was highest in women with annual household income 

less than $25,000 (80.7%; 95%CI: 79.1-82.3), followed by women with annual household 

incomes between $25,001-$40,000 (77.3%-; 95%CI: 74.5-80.0).  

Figure 52 displays women who indicated that they were physically abused during 

pregnancy and who indicated that their healthcare provider discussed emotional or 

physical abuse, and depression stratified by race and ethnicity. It is evident that a 

disproportionate percentage of Black (non-Hispanic) women indicated that they were 

physically abused during pregnancy (4.1%; 95%CI:3.1-5.1) followed by Hispanic women 

(3.5%; 95%CI: 2.3-4.7), and other races that include American Indians/Alaska Natives, 

Asians (non-Hispanic), Native Hawaiian/Pacific Islander, and two or more races (2.4%; 

95%CI: 1.0-3.8). The relative standard error for this group was close to 30% which 

suggests that the prevalence estimate may be not be reliable. The prevalence was 

lowest in White (non-Hispanic) at 2.0% (95%CI: 1.6-2.5). There were significant 

differences in the percentage of women who indicated that their healthcare provider 

discussed emotional or physical abuse by race and ethnicity. For instance, the 

percentage was highest in Hispanic women (82.0%; 95%CI: 79.6-84.4) followed by Black 

(non-Hispanic) women (77.0%; 74.8-79.2), other races (71.1%; 95%CI: 67.0-75.1), and 

White (non-Hispanic) women (65.7%; 95%CI: 64.2-67.3). A similar pattern was observed 

among women who indicated that their healthcare provider discussed depression 

during prenatal care visits. 

Figure 53 stratifies the above emotional wellness indicators by county of residence.  It is 

evident that the prevalence of physical abuse during pregnancy was similar in each 

county. For instance, women who indicated that they were physically abused during 

pregnancy was slightly higher in Sussex county (3.2%; 95%CI: 2.3-4.2), followed by Kent 

county (2.8%; 95%CI: 1.9-3.7), and New Castle county (2.7%; 2.1-3.2). However, the 

percentage of women who indicated that their healthcare provider discussed 

emotional or physical abuse was lowest in Sussex county (65.3%; 95%CI: 62.8-67.8), 

followed by Kent county (71.3%; 68.9-73.7), and New Castle county (73.7%; 72.3-75.1). A 

similar pattern was observed with regards to women who indicated whether their 

healthcare provider discussed depression during prenatal visits with lowest prevalence 

in Sussex (73.0%; 70.7-75.4) followed by Kent and New Castle county.Figure 49. 

Percentage of women who experienced physical abuse* during pregnancy, women who 

indicated that health care providers discussed emotional or physical abuse† and 

discussed depression‡, stratified by age, Delaware, 2012-2019 
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Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*During your most recent pregnancy, did any of the following people push, hit, slap, kick, choke, or physically hurt you in 

any other way? For each person, check No if they did not hurt you during this time or Yes if they did. Phase 7 question 

(2012-2015) does not provide options other than husband/partner. 
†During any of your prenatal care visits, did a doctor, nurse, or other health care worker ask you any of the things listed 

below? For each item, check No if they did not ask you about it or Yes if they did…” with the response option “Physical 

abuse to women by their husbands or partners” in Phase 7 (2012-2015), and Phase 8 (2016-2019) “If someone was hurting 

me emotionally or physically.”   

‡During any of your prenatal care visits, did a doctor, nurse, or other health care worker ask you any of the things listed 

below? For each item, check No if they did not ask you about it or Yes if they did…” with the response option “What to 

do if I feel depressed during my pregnancy or after my baby is born” in Phase 7 (2012-2015), and Phase 8 (2016-2019) “If I 

was feeling down or depressed.” 
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Figure 50. Percentage of women who experienced physical abuse* during pregnancy, 

women who indicated that health care providers discussed emotional or physical abuse† 

and discussed depression‡, stratified by education, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*During your most recent pregnancy, did any of the following people push, hit, slap, kick, choke, or physically hurt you in 

any other way? For each person, check No if they did not hurt you during this time or Yes if they did. Phase 7 question 

(2012-2015) does not provide options other than husband/partner. 
†During any of your prenatal care visits, did a doctor, nurse, or other health care worker ask you any of the things listed 

below? For each item, check No if they did not ask you about it or Yes if they did…” with the response option “Physical 

abuse to women by their husbands or partners” in Phase 7 (2012-2015), and Phase 8 (2016-2019) “If someone was hurting 

me emotionally or physically.”   

‡During any of your prenatal care visits, did a doctor, nurse, or other health care worker ask you any of the things listed 

below? For each item, check No if they did not ask you about it or Yes if they did…” with the response option “What to 

do if I feel depressed during my pregnancy or after my baby is born” in Phase 7 (2012-2015), and Phase 8 (2016-2019) “If I 

was feeling down or depressed.” 
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Figure 51. Percentage of women who experienced physical abuse* during pregnancy, 

women who indicated that health care providers discussed emotional or physical abuse† 

and discussed depression‡, stratified by income, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*During your most recent pregnancy, did any of the following people push, hit, slap, kick, choke, or physically hurt you in 

any other way? For each person, check No if they did not hurt you during this time or Yes if they did. Phase 7 question 

(2012-2015) does not provide options other than husband/partner. 
†During any of your prenatal care visits, did a doctor, nurse, or other health care worker ask you any of the things listed 

below? For each item, check No if they did not ask you about it or Yes if they did…” with the response option “Physical 

abuse to women by their husbands or partners” in Phase 7 (2012-2015), and Phase 8 (2016-2019) “If someone was hurting 

me emotionally or physically.”   

‡During any of your prenatal care visits, did a doctor, nurse, or other health care worker ask you any of the things listed 

below? For each item, check No if they did not ask you about it or Yes if they did…” with the response option “What to 

do if I feel depressed during my pregnancy or after my baby is born” in Phase 7 (2012-2015), and Phase 8 (2016-2019) “If I 

was feeling down or depressed.” 
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Figure 52. Percentage of women who experienced physical abuse* during pregnancy, 

women who indicated that health care providers discussed emotional or physical abuse† 

and discussed depression‡, stratified by race and ethnicity, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*During your most recent pregnancy, did any of the following people push, hit, slap, kick, choke, or physically hurt you in 

any other way? For each person, check No if they did not hurt you during this time or Yes if they did. Phase 7 question 

(2012-2015) does not provide options other than husband/partner. 
†During any of your prenatal care visits, did a doctor, nurse, or other health care worker ask you any of the things listed 

below? For each item, check No if they did not ask you about it or Yes if they did…” with the response option “Physical 

abuse to women by their husbands or partners” in Phase 7 (2012-2015), and Phase 8 (2016-2019) “If someone was hurting 

me emotionally or physically.”   

‡During any of your prenatal care visits, did a doctor, nurse, or other health care worker ask you any of the things listed 

below? For each item, check No if they did not ask you about it or Yes if they did…” with the response option “What to 

do if I feel depressed during my pregnancy or after my baby is born” in Phase 7 (2012-2015), and Phase 8 (2016-2019) “If I 

was feeling down or depressed.” 
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Figure 53. Percentage of women who experienced physical abuse* during pregnancy, 

women who indicated that health care providers discussed emotional or physical abuse† 

and discussed depression‡, stratified by county of residence, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*During your most recent pregnancy, did any of the following people push, hit, slap, kick, choke, or physically hurt you in 

any other way? For each person, check No if they did not hurt you during this time or Yes if they did. Phase 7 question 

(2012-2015) does not provide options other than husband/partner. 
†During any of your prenatal care visits, did a doctor, nurse, or other health care worker ask you any of the things listed 

below? For each item, check No if they did not ask you about it or Yes if they did…” with the response option “Physical 

abuse to women by their husbands or partners” in Phase 7 (2012-2015), and Phase 8 (2016-2019) “If someone was hurting 

me emotionally or physically.”   

‡During any of your prenatal care visits, did a doctor, nurse, or other health care worker ask you any of the things listed 

below? For each item, check No if they did not ask you about it or Yes if they did…” with the response option “What to 

do if I feel depressed during my pregnancy or after my baby is born” in Phase 7 (2012-2015), and Phase 8 (2016-2019) “If I 

was feeling down or depressed.” 
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3.2 Environmental wellness 

While there were no specific measures in the PRAMS for assessing environmental 

wellness prior to pregnancy, one proxy measure for environmental wellness during 

pregnancy was access to transportation during prenatal care.  Figure 54 displays the 

percent of women who indicated transportation was a barrier to accessing early 

prenatal care.  It is evident that the percentage of women reporting lack of 

transportation varied during 2012-2019 with 2013 prevalence being the highest (16.9%; 

95% CI: 11.8-22.0) and lowest in 2018 (7.5%; 95%CI: 4.0-11.1). From 2018, there was a four 

percentage points increase in 2019 with one in ten women (11.6%; 95%CI: 7.2-16.1) 

indicating having no transportation to access prenatal care. 

Figure 54. Percentage of women who indicated that they did not have transportation* to 

access prenatal care, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Did any of these things keep you from getting prenatal care when you wanted it?... I didn’t have any transportation to 

get to the clinic or doctor’s office. 
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Table 2 displays the percentage of women who indicated that they did not have 

transportation to access prenatal care stratified by age, education, income, race and 

ethnicity, and county of residence. It is evident from the table that younger women, 

with low levels of education, and low levels of income had higher prevalence of lack of 

transportation to access prenatal care. Estimates with relative standard error (RSE i.e., 

standard error/estimate) of 30 percent or more suggests that the prevalence estimate 

may be not be reliable. 

Table 2. Characteristics of women who indicated that they did not have transportation 

to access prenatal care, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019  

*Did any of these things keep you from getting prenatal care when you wanted it?... I didn’t have any transportation to 

get to the clinic or doctor’s office. 
†Unweighted sample size (N) with standard errors (SE). 
§Weighted percent with 95% confidence intervals (CI). 
¶Other races include American Indians/Alaska Natives, Asians (non-Hispanic), Native Hawaiian/Pacific Islander, and two 

or more races. 

N (SE)† Percent (95%CI)§ N (SE)† Percent (95%CI)§

Age (in years)

<20 23 (3.3) 15.9 (9.4-22.5) 119 (3.3) 84.1 (77.5-90.6)

20-24 58 (1.9) 13.8 (10.2-17.5) 373 (1.9) 86.2 (82.5-89.8)

25-34 129 (1.0) 10.9 (8.9-12.9) 999 (1.0) 89.1 (87.1-91.1)

35 years and older 26 (1.6) 8.1 (4.9-11.3) 313 (1.6) 91.9 (88.7-95.1)

Education (years of schooling)

<12 101 (2.4) 24.3 (19.6-28.9) 290 (2.4) 75.7 (71.1-80.4)

12 86 (1.6) 14.3 (11.1-17.4) 533 (1.6) 85.7 (82.6-88.9)

>12 44 (0.7) 4.5 (3.1-5.9) 974 (0.7) 95.5 (94.1-96.9)

Annual household income

<$25,000 177 (1.4) 17.7 (15.0-20.3) 825 (1.4) 82.3 (79.7-85.0)

$25,001-$40,000 18 (1.8) 6.7 (3.2-10.2) 231 (1.8) 93.3 (89.8-96.8)

$40,001-$65,000 6 (1.3) 2.8 (0.3-5.3) 204 (1.3) 97.2 (94.7-99.7)

$65,001-$80,000 4 (1.9) 3.9 (0.1-7.6) 128 (1.9) 96.1 (92.4-99.9)

>$80,000 4 (0.7) 1.4 (0.0-2.9) 322 (0.7) 98.6 (97.1-100)

Race and ethnicity

White non-Hispanic 80 (0.9) 7.5 (5.7-9.3) 895 (0.9) 92.5 (90.7-94.3)

Black non-Hispanic 69 (1.6) 13.1 (9.9-16.2) 511 (1.6) 86.9 (83.8-90.1)

Hispanic 71 (2.5) 21.8 (16.9-26.6) 243 (2.5) 78.2 (73.4-83.1)

Other non-Hispanic¶ 16 (2.4) 9.1 (4.3-13.8) 151 (2.4) 90.9 (86.2-95.7)

County of residence

Kent County 45 (1.8) 11.5 (8.0-15.0) 351 (1.8) 88.5 (85.0-92.0)

New Castle County 126 (1.0) 10.8 (8.9-12.8) 1042 (1.0) 89.2 (87.2-91.1)

Sussex County 65 (1.7) 13.3 (9.9-16.7) 411 (1.7) 86.7 (83.3-90.1)

Respondent characteristics

2012-2019

Did not have transportation* Had transportation 
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For instance, 15.9% (95%CI: 9.4-22.5) of women who were less than 20 years of age 

indicated having no transportation as compared to 8.1% (95%CI: 4.9-11.3) of women 35 

years and older.  Similarly, 24.3% percent of women with less than 12 years of schooling 

indicated having no transportation as compared to 4.5% (95%CI: 3.1-5.9) of women 

more than 12 years of schooling. Further, 17.7% (95%CI: 15.0-21.3) women with annual 

household income less than $25,000 indicated having no transportation. There were 

significant differences in women who indicated lack of transportation to access 

prenatal care when stratified by race and ethnicity. One in five Hispanic women 21.8% 

(95%CI: 16.9-26.6) indicated having no transportation to access prenatal care, followed 

by one in ten Black (non-Hispanic) women 13.1% (95%CI: 9.9-16.2) indicated having no 

transportation to access prenatal care. Although the estimate for women who 

indicated not having transportation to access prenatal care among other races that 

include American Indians/Alaska Natives, Asians (non-Hispanic), two or more races was 

wide (9.1%; 95%CI: 4.3-13.8). Data suggests that, in general, a higher percentage of 

non-White women indicated not having access to transportation compared to 7.5% 

(95%CI: 5.7-9.3) of White (non-Hispanic) women who indicated not having access to 

transportation. With regards to county of residence, 13.3% (95%CI: 9.9-16.7) of women 

residing Sussex county indicated not having transportation to access prenatal care.  

3.3 Financial wellness 

While financial wellness is one of the most potent predictors of overall health, it is 

perhaps most important during a major life event such as pregnancy.  Two proxy 

indicators were utilized to assess financial wellness during pregnancy.  The first, and 

perhaps most critical indicator, was cost as a barrier to access prenatal care.  

Delaware women were asked, “Did you get prenatal care as early in your pregnancy 

as you wanted?” with responses choices of “Yes” or “No” and a “No” answer 

prompting a follow-up question.  “Did any of these things keep you from getting 

prenatal care when you wanted it? For each item, check No if it did not keep you from 

getting prenatal care or Yes if it did… I didn’t have enough money or insurance to pay 

for my visits.”  The second indicator was specific to receiving food stamps, money, or 

WIC services. The PRAMS questions ask respondents During your most recent 

pregnancy, did you receive any of the following services? For each one, check No if 

you did not receive the service or Yes if you received the service…Food stamps or 

money to buy food…WIC (the Special Supplemental Nutrition Program for Women, 

Infants, and Children). It is to be noted that in Phase 7 (2012-2015) this was one single 

question, however, in Phase 8 (2016-2019) these are listed as separate options. To 

maintain consistency Phase 8 options were combined.  

Figure 54 provides the overall trends for these two indicators during 2012-2019.  It is 

evident that the percentage of women who indicated not getting access to prenatal 

care because of money or insurance significantly decreased by nine percentage 

points from 22.1% (95%CI: 16.5-27.6) in 2012 to 13.1% (95%CI: 8.6-17.5) in 2019.  A 

plausible explanation for this positive impact is the Medicaid expansion that was 

implemented by Delaware in 2014 under the Affordable Care Act.  During 2012-2019, 



 

80 

 
Delaware Department of Health and Social Services, Division of Public Health          August 2021 

Pregnancy Risk Assessment Monitoring System (PRAMS) Consolidated Report – 2012-2019 

 

Delaware also saw a significant reduction of five percentage points in the percentage 

of women who indicated receiving food stamps or WIC services, from 52.7% (95%CI: 

49.4-56.1) in 2012 to 47.7% (95%CI: 44.1-51.3) in 2019.    

Figure 55. Percentage of women who indicated that they did not have money or 

insurance* to access prenatal care and who received food stamps or WIC services†,  

Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Did any of these things keep you from getting prenatal care when you wanted it?... I didn’t have enough money or 

insurance to pay for my visits. 
†During your most recent pregnancy, did you receive any of the following services? For each one, check No if you did 

not receive the service or Yes if you received the service…Food stamps or money to buy food…WIC (the Special 

Supplemental Nutrition Program for Women, Infants, and Children) 

 

Table 3 stratifies these indicators by age, education, income, race and ethnicity, and 

county of residence. Estimates with relative standard error (RSE i.e., standard 

error/estimate) of 30% or more suggests that the prevalence estimate may  not be 

reliable. 
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Table 3. Characteristics of women who indicated that they did not have money or 

insurance* to access prenatal care and who received food stamps or WIC services†,  

Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Did any of these things keep you from getting prenatal care when you wanted it?... I didn’t have enough money or 

insurance to pay for my visits. 
†During your most recent pregnancy, did you receive any of the following services? For each one, check No if you did 

not receive the service or Yes if you received the service…Food stamps or money to buy food…WIC (the Special 

Supplemental Nutrition Program for Women, Infants, and Children) 
§Unweighted sample size (N) with standard errors (SE). 
¶Weighted percent with 95% confidence intervals (CI). 

**Other races include American Indians/Alaska Natives, Asians (non-Hispanic), Native Hawaiian/Pacific Islander, and two 

or more races. 

 

Estimates from Table 3 suggest that younger women, with low levels of education, and 

annual household incomes had a higher prevalence of not having insurance and/or 

money to access prenatal care. For instance, the percentage of women who 

N (SE)§ Percent (95%CI)¶ N (SE)§ Percent (95%CI)¶

Age (in years)

<20 25 (3.5) 17.5 (10.6-24.4) 295 (2.1) 84.8 (80.8-88.8)

20-24 85 (2.2) 20.8 (16.5-25) 1,046 (1.2) 76.3 (73.8-78.7)

25-34 169 (1.1) 14.7 (12.4-16.9) 1,877 (0.8) 43.0 (41.4-44.6)

35 years and older 58 (2.2) 16.5 (12.2-20.7) 448 (1.4) 33.7 (30.9-36.5)

Education (years of schooling)

<12 86 (2.2) 20.6 (16.2-25) 947 (1.2) 82.9 (80.6-85.3)

12 109 (1.7) 17.5 (14.2-20.8) 1,404 (1.1) 75.7 (73.6-77.8)

>12 140 (1.2) 14.3 (12.0-16.6) 1,295 (0.8) 30.1 (28.6-31.6)

Annual household income

<$25,000 182 (1.4) 18.2 (15.5-20.8) 2,432 (0.7) 87.9 (86.5-89.2)

$25,001-$40,000 60 (2.9) 24.1 (18.4-29.7) 623 (1.7) 62.6 (59.3-65.8)

$40,001-$65,000 36 (2.7) 16.2 (10.9-21.5) 220 (1.6) 26.1 (22.9-29.3)

$65,001-$80,000 12 (2.6) 9.3 (4.1-14.5) 49 (1.3) 8.7 (6.2-11.3)

>$80,000 8 (1.0) 2.7 (0.7-4.6) 43 (0.4) 2.5 (1.7-3.3)

Race and ethnicity

White non-Hispanic 144 (1.2) 14.6 (12.2-17.0) 1,335 (0.8) 33.5 (31.9-35.1)

Black non-Hispanic 77 (1.6) 13.8 (10.7-17.0) 1,307 (1.2) 74.1 (71.8-76.3)

Hispanic 91 (2.6) 27.3 (22.1-32.5) 808 (1.4) 75.8 (73.1-78.5)

Other non-Hispanic** 25 (3) 15.4 (9.5-21.3) 207 (2.2) 37.2 (32.8-41.5)

County of residence

Kent County 48 (1.8) 12.3 (8.7-15.9) 815 (1.4) 52.8 (50.1-55.5)

New Castle County 200 (1.2) 17.1 (14.7-19.4) 1,957 (0.8) 46.3 (44.7-47.9)

Sussex County 89 (1.9) 18.5 (14.7-22.3) 894 (1.4) 59.2 (56.5-61.8)

Respondent characteristics

2012-2019

No money or insurance to 

access prenatal care*

Received food stamps or WIC 

services†



 

82 

 
Delaware Department of Health and Social Services, Division of Public Health          August 2021 

Pregnancy Risk Assessment Monitoring System (PRAMS) Consolidated Report – 2012-2019 

 

indicated having no money or insurance was highest in women 20-24 years of age, 

(20.8%; 95%CI:16.5-25.0) followed by women less than 20 years of age (17.5%; 

95%CI:10.6-24.4). Similarly, the percentage of women who indicated having no money 

or insurance was highest in women with less than 12 years of schooling (20.6%; 

95%CI:16.2-25.0) followed by women with 12 years of schooling (17.5%; 95%CI:14.2-20.8). 

Further, the percentage of women who indicated having no money was also highest in 

women with annual household income $25,001-$40,000 (24.1%; 18.4-29.7) followed by 

women with less than $25,000 (18.2%; 15.5-20.8). With regards to race and ethnicity the 

percentage of women who indicated having no money or insurance was highest 

among Hispanic women (27.3%; 22.1-32.5) followed by other races that include 

American Indian/Alaska Natives, Asian (non-Hispanic), Native Hawaiian/Pacific 

Islander, and two or more races (15.4%; 95%CI: 9.5-25.3), White (non-Hispanic) women 

(14.6%; 95%CI: 14.6; 95%CI: 12.2-17.0), and Black (non-Hispanic) women (13.8%; 95CI: 

10.7-17.0).  Finally, the percentage of women who indicated having no money or 

insurance was highest in Sussex County (18.5%; 95%CI: 14.7-22.3), followed by New 

Castle County (17.1%; 95%CI: 14.7-19.4). 

The percentage of women who indicated they received food stamps or WIC services 

was highest among those younger than 20 years of age (84.8%; 95%CI: 80.8-88.8), 

followed by 20-24 years of age (76.3%l 95%CI: 73.8-78.7), 25-34 years of age (43.0%; 

95%CI: 41.4-44.6), and 35 and older (33.7%; 95%CI: 30.9-36.5).  A similar pattern was also 

evident for education as the percentage was higher in women less than 12 years of 

schooling (82.9%; 95%CI: 80.6-85.3) followed by those with 12 years of schooling (75.7%; 

95%CI: 73.6-77.8), and more than 12 years of schooling (30.1%; 28.6-31.6). Further, those 

with annual household incomes less than $25,000 had higher prevalence of receipt of 

food stamps or WIC services (87.9%; 95%CI: 86.5-89.2), followed by women whose 

annual household income was in $25,001-$40,000 range (62.6%; 95CI: 59.3-65.8), 

followed by $40,001-$65,000 (26.1%; 95%CI: -22.9-29.3). With regards to race and 

ethnicity, 75.8% (95%CI:73.1-78.5) of Hispanic women indicated receiving food stamps 

or WIC, followed by 74.1% (95%CI: 71.8-76.3) Black (non-Hispanic) women, 37.2% (95%CI: 

32.8-41.5) other races that include American Indian/Alaska Native, Asian (non-

Hispanic), Native Hawaiian/Pacific Islander, and two or more races, and 33.5% (95%CI: 

31.9-35.1) White (non-Hispanic) women.    

3.4 Intellectual wellness  

An important element of intellectual wellness is to recognize creative abilities and find 

ways to expand knowledge and skills.21 There were no specific proxy measures 

available to gauge intellectual wellness during pregnancy. 

  

 
21 The Eight Dimensions of Wellness. http://www.samhsa.gov/wellness-initiative/eight-dimensions-

wellness. Accessed July 11, 2021.  
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3.5 Occupational wellness 

One element of occupational wellness may include barriers posed by working 

conditions that may not allow individuals to take time off from work to seek prenatal 

care or the inability to seek prenatal care as they are busy.  Delaware women were 

asked, “Did you get prenatal care as early in your pregnancy as you wanted?” with 

responses choices of “Yes” or “No” and a “No” answer prompted a follow-up question.  

“Did any of these things keep you from getting prenatal care when you wanted it? For 

each item, check No if it did not keep you from getting prenatal care or Yes if it did…” 

with response options “I had too many other things going on,” “I couldn’t take time off 

from work or school.”  These two response items were used as proxies to gauge the 

construct.  Figures 55 displays the percentage of women who were too busy or could 

not take time off work for seeking prenatal care.  

Figure 55. Percentage of women who indicated that they who were too busy or could 

not take time off work for seeking prenatal care* in Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Did any of these things keep you from getting prenatal care when you wanted it?... I had too many other things going 

on,” “I couldn’t take time off from work or school.”  
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Table 4 stratifies these indicators by age, education, income, race and ethnicity, and 

county of residence. Estimates with relative standard error (RSE i.e., standard 

error/estimate) of 30% or more suggests that the prevalence estimate may not be 

reliable. 

Table 4. Characteristics of women who indicated that they who were too busy or could 

not take time off to access prenatal care services in Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Did any of these things keep you from getting prenatal care when you wanted it?... “I had too many other things going 

on”  
†Did any of these things keep you from getting prenatal care when you wanted it?... “I couldn’t take time off from work 

or school.”  
§Unweighted sample size (N) with standard errors (SE). 
¶Weighted percent with 95% confidence intervals (CI). 

**Other races include American Indians/Alaska Natives, Asians (non-Hispanic), Native Hawaiian/Pacific Islander, and two 

or more races. 

 

As evident from the Table 3 younger women, women with low levels education, and 

lower annual household income had higher prevalence of indicating being too busy to 

N (SE)§ Percent (95%CI)¶ N (SE)§ Percent (95%CI)¶

Age (in years)

<20 38 (4.2) 27.5 (19.3-35.7) 21 (3.3) 15.1 (8.6-21.6)

20-24 67 (1.8) 14.4 (10.8-18.0) 41 (1.6) 9.4 (6.3-12.4)

25-34 146 (1.1) 12.5 (10.4-14.6) 92 (0.9) 8.2 (6.5-10.0)

35 years and older 36 (1.9) 11.0 (7.2-14.8) 22 (1.4) 6.0 (3.2-8.8)

Education (years of schooling)

<12 78 (2.4) 21.4 (16.7-26.0) 44 (1.9) 12.3 (8.5-16.0)

12 107 (1.7) 17.1 (13.8-20.4) 54 (1.3) 8.7 (6.2-11.2)

>12 98 (1.0) 8.9 (7.1-10.8) 74 (0.9) 7.0 (5.3-8.7)

Annual household income

<$25,000 198 (1.4) 19.3 (16.5-22.0) 103 (1.1) 10.2 (8.1-12.3)

$25,001-$40,000 27 (2.0) 9.9 (5.9-13.9) 23 (2.0) 8.9 (5.0-12.9)

$40,001-$65,000 17 (2.0) 8.2 (4.2-12.2) 9 (1.7) 4.9 (1.6-8.1)

$65,001-$80,000 10 (2.8) 8.9 (3.3-14.4) 13 (2.8) 10.1 (4.6-15.7)

>$80,000 15 (1.3) 5.0 (2.5-7.5) 15 (1.2) 4.7 (2.3-7.1)

Race and ethnicity

White non-Hispanic 118 (1.1) 11.7 (9.5-13.9) 75 (0.9) 7.7 (5.9-9.5)

Black non-Hispanic 103 (1.8) 17.8 (14.3-21.3) 46 (1.3) 8.2 (5.7-10.8)

Hispanic 44 (2.1) 13.9 (9.7-18.1) 47 (2.3) 15.3 (10.9-19.7)

Other non-Hispanic** 22 (2.7) 12.5 (7.1-17.9) 8 (1.6) 3.8 (0.7-6.9)

County of residence

Kent County 55 (1.9) 12.9 (9.1-16.6) 33 (1.4) 7.3 (4.5-10.1)

New Castle County 167 (1.1) 14.5 (12.2-16.7) 99 (0.9) 8.4 (6.7-10.2)

Sussex County 65 (1.7) 13.2 (9.9-16.6) 44 (1.6) 10.6 (7.4-13.8)

Respondent characteristics

2012-2019

Too busy to access prenatal 

care*

Could not leave work or school 

to access prenatal care†
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access prenatal care. For instance, 27.5% (95%CI: 19.3-35.7) of women who were less 

than 20 years of age indicated being too busy to access prenatal care, followed by 

women 20-24 years of age (14.4%; 95%CI: 10.8-18.0).  Similarly, the percentage of 

women who indicated being too busy to access prenatal care was higher in women 

with less than 12 years of schooling (21.4%; 95%CI: 16.7-26.0), followed by women with 

12 years of schooling (17.1%; 95%CI: 13.8-20.4). Further, the percentage of women who 

indicated being too busy to access prenatal care was higher in women with annual 

household income less than $25,000 (19.3%; 95%CI: 16.5-22.0), followed by women with 

annual household income between $25,001-$40,000 (9.9%; 95%CI: 5.9-13.9).  With 

regards to race and ethnicity, the percentage of women who indicated being too 

busy to access prenatal care was higher among Black (non-Hispanic) women 17.8% 

(95%CI: 14.3-21.8) followed by Hispanic women (13.9%; 95%CI: 9.9-16.6), followed by 

other races that include American Indian/Alaska Native, Asians (non-Hispanic), Native 

Hawaiian/Pacific Islander, two or more races (12.5%; 7.1-19.9), and White (non-Hispanic) 

women (11.7%; 95%CI: 9.5-13.9). Although there was no substantial variation by county 

of residence, percentage of women who indicated being too busy to access prenatal 

care was high in New Castle county (14.5%; 95%CI: 12.2-16.7). 

Further from Table 3, we find a similar pattern with regards to the prevalence of women 

who indicated being unable to leave work or school to access prenatal care. For 

instance, 15.1% (95%CI: 8.6-21.6) of women who were less than 20 years of age 

indicated being unable to leave work or school to access prenatal care, followed by 

women 20-24 years of age (9.4%; 95%CI: 6.3-12.4), women 25-34 years of age (8.2%; 

95%CI: 6.5-10.0).  Similarly, the percentage of women who indicated being unable to 

leave work or school to access prenatal care was higher in women with less than 12 

years of schooling (12.3%; 95%CI: 8.5-16.0), followed by women with 12 years of 

schooling (8.7%; 95%CI: 6.2-11.2). Further, the percentage of women who indicated 

being unable to leave work or school to access prenatal care was higher in women 

with annual household income less than $25,000 (10.2%; 95%CI: 8.1-12.3), followed by 

women with annual household income between $25,001-$40,000 (8.9%; 95%CI: 5.0-

12.0). However, the percentage of women who indicated being unable to leave work 

or school to access prenatal care was similar among women with annual household 

incomes $40,001-$65,000 (4.9%; 95%CI: 1.6-8.1) and those with greater than $80,000 

(4.7%; 2.3-7.1) although these estimates had high RSE. With regards to race and 

ethnicity, the percentage of women who indicated being unable to leave work or 

school to access prenatal care was highest among Hispanic women 15.3% (95%CI: 

10.9-19.7) followed by Black (non-Hispanic) women (8.2%; 95%CI: 5.7-10.8), followed by 

White (non-Hispanic) women (7.7%; 95%CI: 5.9-9.5). Although there was no substantial 

variation by county of residence, percentage of women who indicated unable to 

leave work or school to access prenatal care was high in Sussex county (10.6%; 95%CI: 

7.4-13.8). 
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3.6 Physical wellness 

While good health prior to pregnancy improves the overall health of the women vis-à-

vis the health of the infant, improving physical wellness during pregnancy can mitigate 

some risks of poor maternal and infant outcomes.  Several physical wellness indicators 

were utilized in the PRAMS survey.  The first question pertained to high blood pressure 

and respondents were asked… “Did you have any of the following problems during 

your most recent pregnancy? High blood pressure, hypertension (including pregnancy-

induced hypertension [PIH]), preeclampsia, or toxemia.” This question from Phase 7 

(2012-2015) was modified slightly with response option “High blood pressure (that 

started during this pregnancy), pre-eclampsia or eclampsia” in Phase 8 (2016-2019).  

The second question related to dental hygiene and respondents were asked… “This 

question is about the care of your teeth during your most recent pregnancy...I had my 

teeth cleaned by a dentist or dental hygienist with a “Yes” or “No” option. Dental 

hygiene, as noted previously, among pregnant women is critical. For instance, 

periodontal disease has been associated with adverse pregnancy outcomes especially 

preterm and low birth weight, respiratory disease, cardiovascular disease and to some 

extent affects glycemic control in patients with diabetes. The last two questions 

pertained to drinking and smoking during the last three months of pregnancy and uses 

a variable from the PRAMS dataset with a “Yes” or “No” response.  

During 2012-2019, the percentage of women who indicated having hypertension during 

pregnancy remained relatively stable with 14.7% (95%CI: 12.4-17.0) in 2012, and 16.1% 

(95%CI: 13.5-18.6) in 2019. Similarly, in 2012, 40.8% (95%CI: 37.6-44.1) of women who 

indicated having their teeth cleaned during pregnancy and in 2019, 41.8% (95%CI: 38.3-

45.3) of women who indicated having their teeth cleaned during pregnancy.  

With regards to drinking alcohol during last three months of pregnancy the percentage 

of women who had alcohol in 2012 was 6.0% (95%CI: 4.5-7.6) and 6.8% (95%CI: 5.0-8.6) 

in 2019.  Similarly, the percentage of women who smoked cigarettes during the last 

three months of pregnancy in 2012 was 13.3% (95%CI: 11.1-15.6) and 10.1% (95%CI: 8.0-

12.2) in 2019.  In Delaware, over 1 in 15 women drank alcohol during pregnancy even 

though alcohol is a known teratogen and impacts the fetus with Fetal Alcohol 

Syndrome (FAS).22  Similarly, 1 in 10 women smoked cigarettes during pregnancy even 

though smoking increases the risk of pregnancy complications and the infants are more 

likely to be premature (<37 weeks of gestation) and are at increased risk of death due 

to Sudden Infant Death Syndrome (SIDS).23 

These physical wellness indicators were stratified by age, education, income, race and 

ethnicity, and county of residence and are displayed in Table 5.   

 
22 Centers for Disease Control and Prevention. Alcohol use in pregnancy. Available at 

https://www.cdc.gov/ncbddd/fasd/alcohol-use.html 
23 Centers for Disease Control and Prevention. Smoking during pregnancy. Available at 

https://www.cdc.gov/tobacco/basic_information/health_effects/pregnancy/index.htm 
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Figure 56. Percentage of women who indicated that they were diagnosed with high 

blood pressure* during pregnancy, had their teeth cleaned during pregnancy†, drank 

alcohol during the last three months of pregnancy, and smoked cigarettes during the 

last three months of pregnancy in Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*During your most recent pregnancy, did you have any of the following health conditions?... 
†During your most recent pregnancy, did you have your teeth cleaned by a dentist or dental hygienist? 
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Table 5. Characteristics of women with high blood pressure during pregnancy, who had their teeth cleaned, who drank 

alcohol, and smoked cigarettes during pregnancy, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*During your most recent pregnancy, did you have any of the following health conditions?... 

†During your most recent pregnancy, did you have your teeth cleaned by a dentist or dental hygienist? 

§Unweighted sample size (N) with standard errors (SE). 

¶Weighted percent with 95% confidence intervals (CI). 

**Other races include American Indians/Alaska Natives, Asians (non-Hispanic), Native Hawaiian/Pacific Islander, and two or more races. 

N (SE)§ Percent (95%CI)¶ N (SE)§ Percent (95%CI)¶ N (SE)§ Percent (95%CI)¶ N (SE)§ Percent (95%CI)¶

Age (in years)

<20 67 (2.2) 18.1 (13.7-22.5) 163 (2.9) 45.8 (40.1-51.6) 8 (0.9) 2.5 (0.7-4.2) 40 (1.6) 9.3 (6.1-12.5)

20-24 242 (1.0) 14.8 (12.8-16.7) 424 (1.4) 30.7 (28.0-33.4) 63 (0.6) 4.3 (3.1-5.5) 221 (1.0) 13.9 (12.0-15.8)

25-34 742 (0.6) 14.4 (13.3-15.5) 1833 (0.8) 42.5 (40.9-44.1) 313 (0.4) 7.3 (6.5-8.2) 505 (0.5) 10.1 (9.1-11.0)

35 years and older 260 (1.0) 15.2 (13.2-17.3) 659 (1.5) 51.6 (48.7-54.5) 113 (0.9) 9.1 (7.4-10.8) 130 (0.8) 8.8 (7.1-10.4)

Education (years of schooling)

<12 152 (1.0) 11.6 (9.6-13.6) 319 (1.5) 28.8 (25.9-31.6) 42 (0.5) 3.0 (2.0-4.0) 231 (1.2) 17.4 (15.1-19.8)

12 377 (0.9) 16.6 (14.8-18.4) 515 (1.2) 28.5 (26.3-30.8) 95 (0.6) 5.0 (3.9-6.1) 397 (1.0) 18.2 (16.3-20.1)

>12 777 (0.6) 15.0 (13.8-16.1) 2238 (0.8) 51.4 (49.8-53.0) 359 (0.5) 8.6 (7.7-9.5) 265 (0.4) 5.4 (4.7-6.1)

Annual household income

<$25,000 521 (0.7) 15.9 (14.4-17.4) 745 (0.9) 27.7 (25.8-29.6) 136 (0.4) 4.8 (3.9-5.7) 638 (0.8) 20.0 (18.4-21.6)

$25,001-$40,000 198 (1.3) 17.0 (14.5-19.5) 308 (1.6) 31.3 (28.2-34.5) 58 (0.8) 5.5 (4.0-7.1) 124 (1.0) 10.7 (8.7-12.7)

$40,001-$65,000 157 (1.3) 16.1 (13.4-18.7) 352 (1.8) 41.6 (38.0-45.1) 60 (1.0) 7.2 (5.4-9.1) 53 (0.9) 6.1 (4.3-7.8)

$65,001-$80,000 108 (1.6) 15.5 (12.5-18.6) 295 (2.2) 51.2 (46.9-55.5) 55 (1.3) 9.9 (7.3-12.5) 19 (0.7) 2.6 (1.3-3.9)

>$80,000 267 (0.8) 12.2 (10.7-13.8) 1214 (1.2) 70.6 (68.4-72.9) 171 (0.8) 10.5 (9.0-12.0) 29 (0.3) 1.5 (0.9-2.2)

Race and ethnicity

White non-Hispanic 723 (0.6) 15.9 (14.7-17.1) 1886 (0.9) 48.3 (46.6-50.0) 305 (0.5) 7.9 (7.0-8.7) 611 (0.6) 13.6 (12.5-14.7)

Black non-Hispanic 408 (1.0) 18.4 (16.5-20.4) 603 (1.3) 34.1 (31.7-36.6) 114 (0.7) 6.5 (5.2-7.8) 216 (0.8) 10.7 (9.1-12.3)

Hispanic 122 (0.9) 8.9 (7.2-10.7) 384 (1.6) 35.7 (32.6-38.7) 53 (0.7) 4.6 (3.3-5.9) 41 (0.5) 3.0 (2.0-4.0)

Other non-Hispanic** 56 (1.1) 6.9 (4.8-9.0) 202 (2.2) 34.8 (30.5-39.0) 25 (0.9) 4.4 (2.5-6.2) 26 (1.0) 4.8 (2.9-6.8)

County of residence

Kent County 339 (1.1) 18.7 (16.6-20.8) 614 (1.3) 39.4 (36.8-42.1) 92 (0.6) 5.7 (4.5-7.0) 219 (0.9) 12.8 (11.0-14.5)

New Castle County 725 (0.6) 13.9 (12.8-15.0) 1949 (0.8) 45.3 (43.7-46.9) 329 (0.4) 7.8 (6.9-8.6) 460 (0.5) 9.4 (8.4-10.3)

Sussex County 247 (0.9) 13.3 (11.5-15.1) 516 (1.3) 34.6 (32.0-37.1) 76 (0.6) 4.9 (3.7-6.0) 217 (0.9) 11.9 (10.2-13.6)

Respondent characteristics Drank alcohol Smoked cigarettesHigh blood pressure* Had teeth cleaned†

2012-2019
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From table 5, the percentage of women who had high blood pressure during 

pregnancy did not vary by age although the prevalence was slightly higher in women 

younger than 20 years of age (18.2%; 95%CI: 13.7-22.5). However, the percentage of 

women who had high blood pressure during pregnancy varied by socio-economic 

status (i.e., education and income). For instance, the percentage was lowest in women 

with less than 12 years of schooling (11.6%; 95%CI: 9.6-13.6) and highest in women with 12 

years of schooling (16.6%; 95%CI: 14.8-18.4). Similarly, the percentage of women who 

had high blood pressure during pregnancy was lowest in women with annual household 

incomes greater than $80,000 (12.2%; 95%CI: 10.7-13.8), followed by women with an 

annual household income between $65,001 and $80,000 (15.5%; 95%CI: 12.5-18.6). Those 

with an annual household income between $25,001 and $40,000 had the highest 

prevalence of high blood pressure during pregnancy at 17.0% (95%CI: 14.5-19.6). The 

percentage of women with high blood pressure during pregnancy was highest among 

Black (non-Hispanic) at 18.4% (95%CI: 16.5-20.4), followed by White (non-Hispanic) 

women at 15.9% (95%CI: 14.7-17.1), and Hispanic women at 8.9% (95%CI: 7.2-10.7).  By 

county of residence, the percentage of women who indicated having high blood 

pressure during pregnancy was highest in Kent County (18.7%; 95%CI: 16.6-20.8).  

The percentage of women who indicated that they had their teeth cleaned during 

pregnancy was higher in women 35 and older (51.6%; 95%CI: 48.7-54.5), followed by 

women who were than 20 years of age (45.8%; 95%CI: 40.1-51.6). Increasing levels of 

education and household income was associated with a higher prevalence of dental 

hygiene. For instance, the percentage was 28.8% (95%CI: 25.9-31.6) among women with 

less than 12 years of schooling and 51.4% (95%CI: 49.8-53.0) among women with more 

than 12 years of schooling. The prevalence of women having their teeth cleaned during 

pregnancy was  27.7% (95%CI: 25.8-29.6) for those with an annual household income of 

less than $25,000.  The prevalence was 31.3% (95%CI: 28.2-34.5) among women with an 

annual household income between $25,001 and $40,000 and 41.6% (95%CI: 38.0-45.1) 

among women with an annual household income between $40,001 and $65,000.  For 

the same indicator, the prevalence was 51.2% (95%CI: 46.9-55.5) among women with an 

annual household income between $65,001 and $80,000; it was highest among women 

with an annual household income greater than $80,000 (70.6%; 95%CI: 68.4-72.9). The 

percentage of women who had their teeth cleaned during pregnancy was highest 

among White (non-Hispanic) women at 48.3% (95%CI: 46.6-50.0), followed by Hispanic 

women at 35.7% (95%CI: 32.6-38.7). The percentage of women who indicated having 

their teeth cleaned was highest in New Castle County (45.3%; 95%CI: 43.7-46.9), followed 

by Kent County (39.4%; 95%CI: 36.8-42.1).  

The prevalence of drinking alcohol during the last three months of pregnancy varied by 

age, education, income, race and ethnicity, and county of residence. The prevalence 

of drinking increased with age, education, and income. For instance, the percentage of 

women who indicated drinking alcohol was 4.3% (95%CI: 3.1-5.5) among women 20-24 

years of age, 7.3% (95%CI: 6.5-8.2) among women 25-34 years of age, and 9.1% (95%CI: 

7.4-10.8) among women 35 and older. Similarly, the percentage of women who 
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indicated drinking alcohol was 3.0% (95%CI: 2.0-4.0) among women with less than 12 

years of schooling, 5.0% (95%CI: 3.9-6.1) among women with 12 years of schooling, 8.6% 

(95%CI: 7.7-9.5) among women more than 12 years of schooling. Further, with regards to 

income the percentage of women who drank alcohol was 4.8% (95%CI: 3.9-5.7) among 

women with annual household income less than $25,000, 5.5% (95%CI: 4.0-7.1) among 

women with income between $25,001-$40,000, 7.2% (5.4-9.1) among women with 

income between $40,001-$65,000, 9.9% (95%CI: 7.3-12.5) among women with income 

between $65,001-$80,000, and highest in women with annual household incomes 

greater than $80,000 (10.5%; 95%CI: 9.0-12.0). With regards to race and ethnicity, White 

(non-Hispanic) women had higher prevalence (7.9%; 95%CI: 7.0-8.7) of drinking alcohol 

during pregnancy as compared to 6.5% (95%CI: 5.2-7.8) Black (non-Hispanic) women, 

4.6% (95%CI: 3.3-5.9) Hispanic women, and 4.4% (95%CI: 2.6-6.2) other races that include 

American Indian/Alaska Native, Asians (non-Hispanic), Native Hawaiian/Pacific Islander, 

and two or more races. The percentage of women who indicated drinking alcohol 

during the last three months of pregnancy was highest in New Castle county (7.8%; 

95%CI: 6.9-8.6) followed by Kent county (5.7%; 95%CI: 4.5-7.0), and Sussex county (4.9%; 

95%CI: 3.7-6.0).   

The prevalence of smoking cigarettes during the last three months of pregnancy also 

varied by age, education, income, race and ethnicity, and county of residence.  The 

percentage of women who indicated smoking cigarettes during pregnancy was highest 

among women 20-24 years of age (13.9%; 95%CI: 12.0-15.8), followed by women 25-34 

years of age (10.1%; 95%CI: 9.1-11.0), younger than 20 years of age (9.3%; 6.1-12.5), and 

35 years and older (8.8%; 95%CI: 7.1-10.4). The percentage of women who smoked 

during pregnancy was highest among women with 12 years of schooling (18.2%; 95%CI: 

16.3-20.1), followed by those with less than 12 years of schooling (17.4%; 95%CI: 15.1-

19.8).  Prevalence was lowest in women with more than 12 years of schooling (5.4%; 

95%CI: 4.7-6.1). The prevalence of smoking was inversely related to income. As annual 

household income increased, the prevalence of smoking decreased. The percentage of 

women who indicated that they smoked during the last three months of pregnancy was 

highest among women with an annual household income less than $25,000 (20.1%; 

95%CI: 18.4-21.6), followed by those with an annual household  income between $25,001 

and $40,000 (10.7%; 95%CI: 8.7-12.7).  The smoking prevalence in households with an 

annual income between $40,001 and $65,000 was 6.1% (95%CI: 4.3-7.8); for annual 

household incomes between $65,001-$80,000, 2.6% (95%CI: 1.3-3.9); and for those with 

income greater than $80,000, 1.5% (95%CI: 0.9-2.2). The percentage of women who 

indicated smoking during the last three months of pregnancy was highest among White 

(non-Hispanic) women with an estimated prevalence of 13.6% (95%CI: 12.5-14.7), 

followed by Black (non-Hispanic) women with an estimated prevalence of 10.7% (95%CI: 

8.7-12.7).  The smoking prevalence was lowest in Hispanic women (3.0%; 95%CI: 2.0-4.0). 

The prevalence of smoking during pregnancy was highest in Kent County (12.8%; 95%CI: 

11.0-14.5), followed by Sussex County (11.9%; 95%CI: 10.2-13.6), and New Castle County 

(9.4%; 95%CI: 8.4-10.3). Physical wellness also encompasses healthy lifestyles that may 

include consumption of fruits and vegetables. The PRAMS survey in Phase 7 included a 
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question on fruits and vegetables “During the last 3 months of your most recent 

pregnancy, about how many servings of fruit and/or vegetables did you have in a 

day?” Phase 8 which did not contain the question so there was no trend data available.  

Infections present during pregnancy are associated with maternal and infant health 

outcomes. The PRAMS survey contains questions about infections during pregnancy. 

Respondents are asked… “During your most recent pregnancy, did a doctor, nurse, or 

other health care worker tell you that you had: 1) genital warts (HPV); 2) herpes; 3) 

chlamydia; 4) gonorrhea; 5) pelvic inflammatory disease; 6) syphilis; 7) group B strep; 8) 

bacterial vaginosis; 9) trichomoniasis; 10) yeast infections; 11) urinary tract infection (UTI); 

12) other.” Figure 57 displays the prevalence estimates of infections reported during 

pregnancy during 2012-2019. It is evident from the figure that sexually transmitted 

infections (i.e., genital warts, herpes, chlamydia, gonorrhea, syphilis, bacterial vaginosis, 

trichomoniasis) remained relatively stable while the prevalence of group B strep and UTI 

decreased by three percentage points. For instance, the prevalence of group B strep in 

2012 was 16.3% (95C%CI: 13.8-18.8) and in 2019 it was 13.7% (95%CI: 11.2-16.2). Similarly, 

the prevalence of UTI during pregnancy in 2012 was 17.7% (95%CI: 15.1-20.3) and in 2019 

it was 13.6% (95%CI: 11.2-16.1).  As individual infection sample sizes were small, the 12 

self-reported sexually transmitted infections were combined into four categories: 1) no 

infections; 2) one infection; 3) two infections; and 4) three or more infections. Prevalence 

estimates of categorized infections was stratified by age, education, income, race and 

ethnicity, and county of residence (Table 6). From Table 6, it was evident that the 

prevalence of three or more infections during pregnancy was higher in younger women, 

with low levels of education and income. For instance, the prevalence of three or more 

infections among women less than 20 years of age was 8.7% (95%CI: 5.5-12.0), followed 

by 6.4% (95%CI: 5.1-7.8) among women 20-24 years of age, 4.0% (95%CI: 3.4-4.7) among 

women 25-34 years of age, and 3.3% (95%CI: 2.3-4.4) among women 35 and older.  

Similarly, the prevalence of three of more infections during pregnancy was 6.4% (95%CI: 

5.2-7.6) among women with 12 years of schooling, followed by 5.5% (95%CI: 4.1-7.0) 

among women with less than 12 years of schooling and 3.7% (95%CI: 3.1-4.3) among 

women with more than 12 years of schooling. With regards to income, the prevalence of 

three or more infections was 7.7% (95%CI: 6.6-8.8) among women with annual household 

income less than $25,000, followed by 4.8% (95%CI: 3.3-6.2) among women with incomes 

between $25,001-$40,000, 3.4% (95%CI: 2.1-4.7) among women with incomes between 

$40,001-$65,000, 1.8% (95%CI: 1.8-1.1-2.5) among women with income greater than 

$80,000. A disproportionate percentage of Black (non-Hispanic) women reported having 

three or more infections during pregnancy with an estimated prevalence of 7.9% (95%CI: 

6.5-9.3) as compared with other races that include American Indian/Alaska Native, 

Asian (non-Hispanic), Native Hawaiian/Pacific Islander, and two or more races 5.2% 

(95%CI: 3.2-7.2), White (non-Hispanic) women 3.7% (95%CI: 3.0-4.3), and Hispanic women 

who had the lowest prevalence of 2.5% (95%CI: 1.5-3.5). The percentage of women who 

reported three or more infections during pregnancy was similar in Sussex county (5.3%; 

95%CI: 4.1-6.5) and Kent county (5.1%; 95%CI: 3.9-6.3) as compared with New Castle 

county with an estimated prevalence of 4.2% (95%CI: 3.6-4.9). 
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Figure 57. Percentage of women who indicated that they had infections during pregnancy, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019
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Table 6. Characteristics of women with one or more infections during pregnancy, in Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Unweighted sample size (N) with standard errors (SE). 
†Weighted percent with 95% confidence intervals (CI). 
§Other races include American Indians/Alaska Natives, Asians (non-Hispanic), Native Hawaiian/Pacific Islander, and two or more races.

N (SE)* Percent (95%CI)† N (SE)* Percent (95%CI)† N (SE)* Percent (95%CI)† N (SE)* Percent (95%CI)†

Age (in years)

<20 184 (2.9) 52.0 (46.4-57.7) 102 (2.5) 27.1 (22.2-32.1) 42 (1.9) 12.1 (8.4-15.8) 30 (1.7) 8.7 (5.5-12.0)

20-24 751 (1.5) 53.0 (50.1-55.8) 398 (1.3) 27.7 (25.1-30.2) 177 (1.0) 12.9 (11.0-14.9) 98 (0.7) 6.4 (5.1-7.8)

25-34 2710 (0.8) 61.1 (59.5-62.6) 1153 (0.7) 26.5 (25.1-27.9) 361 (0.5) 8.4 (7.5-9.3) 179 (0.3) 4.0 (3.4-4.7)

35 years and older 874 (1.4) 64.2 (61.4-67.0) 322 (1.3) 24.6 (22.1-27.2) 97 (0.8) 7.9 (6.3-9.5) 44 (0.5) 3.3 (2.3-4.4)

Education (years of schooling)

<12 717 (1.6) 62.3 (59.2-65.3) 284 (1.4) 23.7 (21.1-26.4) 102 (0.9) 8.5 (6.7-10.2) 70 (0.7) 5.5 (4.1-7.0)

12 1048 (1.3) 53.6 (51.1-56.1) 524 (1.2) 28.0 (25.8-30.3) 218 (0.8) 12.0 (10.4-13.7) 116 (0.6) 6.4 (5.2-7.6)

>12 2730 (0.8) 61.2 (59.7-62.8) 1160 (0.7) 26.6 (25.2-28.0) 353 (0.5) 8.5 (7.6-9.4) 164 (0.3) 3.7 (3.1-4.3)

Annual household income

<$25,000 1515 (1.0) 53.4 (51.3-55.4) 740 (0.9) 26.5 (24.7-28.4) 340 (0.7) 12.3 (11.0-13.7) 212 (0.6) 7.7 (6.6-8.8)

$25,001-$40,000 575 (1.7) 56.2 (52.9-59.5) 299 (1.6) 28.9 (25.8-31.9) 97 (1.0) 10.2 (8.1-12.2) 46 (0.7) 4.8 (3.3-6.2)

$40,001-$65,000 514 (1.8) 60.2 (56.6-63.7) 223 (1.6) 27.0 (23.8-30.2) 72 (1.1) 9.4 (7.2-11.6) 32 (0.7) 3.4 (2.1-4.7)

$65,001-$80,000 374 (2.1) 63.8 (59.6-68.0) 156 (2.0) 26.7 (22.8-30.5) 41 (1.2) 7.7 (5.3-10.0) 12 (0.6) 1.9 (0.8-3.0)

>$80,000 1189 (1.2) 66.4 (64.1-68.8) 436 (1.1) 25.8 (23.6-28.0) 98 (0.6) 5.9 (4.7-7.1) 32 (0.3) 1.8 (1.1-2.5)

Race and ethnicity

White non-Hispanic 2453 (0.8) 60.9 (59.3-62.5) 1038 (0.8) 26.4 (24.9-27.8) 352 (0.5) 9.1 (8.1-10.1) 146 (0.3) 3.7 (3.0-4.3)

Black non-Hispanic 918 (1.3) 49.3 (46.7-51.9) 548 (1.2) 30.4 (28.0-32.8) 212 (0.9) 12.4 (10.7-14.1) 146 (0.7) 7.9 (6.5-9.3)

Hispanic 762 (1.5) 68.7 (65.8-71.6) 241 (1.3) 21.6 (19.0-24.2) 76 (0.8) 7.2 (5.5-8.8) 28 (0.5) 2.5 (1.5-3.5)

Other non-Hispanic§ 377 (2.2) 64.5 (60.3-68.8) 144 (1.9) 24.0 (20.2-27.8) 35 (1.1) 6.3 (4.1-8.5) 31 (1.0) 5.2 (3.2-7.2)

County of residence

Kent County 928 (1.4) 56.9 (54.2-59.5) 427 (1.2) 27.2 (24.8-29.6) 163 (0.9) 10.8 (9.1-12.5) 77 (0.6) 5.1 (3.9-6.3)

New Castle County 2663 (0.8) 60.2 (58.6-61.8) 1156 (0.7) 26.6 (25.2-28.0) 369 (0.5) 9.0 (8.0-9.9) 187 (0.3) 4.2 (3.6-4.9)

Sussex County 928 (1.3) 60.1 (57.5-62.7) 392 (1.2) 25.3 (23.0-27.7) 145 (0.8) 9.3 (7.7-10.8) 87 (0.6) 5.3 (4.1-6.5)

Respondent characteristics No infection One infection

2012-2019

Two infections Three or more infections
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3.7 Social wellness 

One proxy measure for social wellness could be a well-developed support system.  

Having access to support is critical during pregnancy and some proxy variables that 

capture this domain in PRAMS are… “During your most recent pregnancy, would you 

have had the kinds of help listed below if you needed them? For each one, check No if 

you would have not had it or Yes if you would have had it… a) someone to loan me $50; 

b) someone to help me if I were sick and needed to be in bed; c) someone to take me 

to the clinic or doctor’s office if I needed a ride; d) someone to talk with about my 

problems.” These binary items were combined to create a scale that was internally 

consistent (Cronbach alpha = 0.87) with higher scores indicating higher social support 

and vice-versa. The average social support scores for women in Delaware during 2012-

2019 remained relatively stable during 2012-2019 (Figure 58) and the overall mean was 

3.21 (95%CI: 3.19-3.24).  

Figure 58. Social support* among women during pregnancy in Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Social support measuring using four items: … “1) someone to loan me $50; 2) someone to help me if I were sick and 

needed to be in bed; 3) someone to take me to the clinic or doctor’s office if I needed a ride; 4) someone to talk with 

about my problems.” 
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Figure 59 displays the differences in social support scores by age, education, income, 

race and ethnicity, and county of residence.  A post hoc analysis adjusting for multiple 

comparisons was performed using one-way ANOVA with Bonferroni correction to test 

differences in average social support scores by education, income, and race and 

ethnicity.  Social support scores increased with increasing levels of education and 

income. For instance, the mean social support score among women with less than 12 

years of schooling was (M = 2.8; 95%CI: 2.7-2.9), followed by women with 12 years of 

schooling (M = 3.1; 95%CI: 3.0-3.2) and women with more than 12 years of schooling (M = 

3.4; 95%CI: 3.3-3.4). With regards to education, all pairwise comparisons were significant. 

Figure 59. Social support* among women during pregnancy stratified by age, education, 

income, race and ethnicity, and county of residence, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Social support measuring using four items: … “1) someone to loan me $50; 2) someone to help me if I were sick and 

needed to be in bed; 3) someone to take me to the clinic or doctor’s office if I needed a ride; 4) someone to talk with 

about my problems.” 

 

Similarly, with regards to income, the mean social support score among women with an 

annual household income less than $25,000 was (M = 3.0; 95%CI: 2.9-3.0), followed by 



 

96 
 
 Delaware Department of Health and Social Services, Division of Public Health          August 2021 

Pregnancy Risk Assessment Monitoring System (PRAMS) Consolidated Report – 2012-2019 

women with incomes between $25,001-$40,000 (M = 3.2; 95%CI: 3.1-3.3), women with 

incomes between $40,001-$65,000 (M = 3.4; 95%CI: 3.3-3.5), $65,001-$80,000 (M = 3.5; 

95%CI: 3.4-3.6), and incomes greater than $80,000 (M = 3.6; 95%CI: 3.5-3.6).  Pairwise 

comparisons revealed that average support scores were statistically significant for 

income categories: <$25,000 vs. $25,001-$40,000; <$25,000 vs. $40,001-$65,000; <$25,000 

vs.  $65,001-$80,000; <$25,000 vs. >$80,000; $25,001-$40,000 vs. $65,001-$80,000; $25,001-

$40,000 vs. >$80,000; and $40,001-$65,000 vs. >$80,000. Average social support was not 

statistically significant for income categories: $25,001-$40,000 vs. $40,001-$65,000 (p = 

0.644); $40,001-$65,000 vs. $65,001-$80,000 (p = 0.658); and $65,001-$80,000 vs. >$80,000 

(p = 1.00). 

With regards to race and ethnicity it is evident from Figure 59 that White (non-Hispanic) 

women on average had higher social support scores (M = 3.5; 95%CI: 3.5-3.5) as 

compared with Black (non-Hispanic) women (M = 3.1; 95%CI: 3.0-3.2), Hispanic women 

(M = 2.8; 95%CI: 2.7-2.9) and other races that include American Indian/Alaska Native, 

Asian (non-Hispanic), two or more races (M = 2.6; 95%CI: 2.4-2.7). Pairwise comparisons 

revealed that except for other races vs. Hispanic women average support scores were 

significantly different.  

Finally, with regards to county of residence it is evident that average social support 

scores for Kent county was statistically significant (M = 3.3; 95%CI: 3.2-3.4) as compared 

to Sussex county (M = 3.1; 95%CI: 3.0-3.2).  

3.8 Spiritual wellness 

The importance of spiritual wellness was described earlier.  No specific proxy variables 

were available in PRAMS data to gauge spiritual wellness. 

3.9 Other experiences during pregnancy 

Other experiences that do not fall under the pregnancy wellness domain are captured 

here.  These experiences relate to discussions regarding fetal kick counts during prenatal 

care visits, receipt of information and/or services received (i.e., counseling, smoking 

cessation, reducing violence at home).   

A critical maternal experience during pregnancy is fetal movement, which is an 

indicator of fetal health.  Kick counts or (fetal movement counting) is one way a woman 

can monitor the movements of an unborn and typically most women are able to feel 

the infant’s movements between 16 to 20 weeks of gestation. Delaware initiated an 

awareness campaign on Kick Counts in 2012. The data are captured in the answers to 

the PRAMS survey question:  “During any of your prenatal care visits, did a doctor, nurse, 

or other health care worker talk with you about fetal (baby) kick counts and how to do 

them?” with a response option of “Yes” or “No.”  Figure 60 displays the percentage of 

women who indicated that their provider discussed how to count fetal kicks.  
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Figure 60. Percentage of women who indicated that their provider discussed fetal kick 

counts* during prenatal visits, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*During any of your prenatal care visits, did a doctor, nurse, or other health care worker talk with you about fetal (baby) 

kick counts and how to do them? 

 

As evident from Figure 60, the percentage of women indicating that they received 

information on fetal kick counts remained relatively stable during 2012-2019. There was a 

three-percentage point increase from 88.2% (95%CI: 86.0-90.3) in 2012 to 91.8% (95%CI: 

91.8-93.8) in 2019.  The percentage of women who indicated “Yes” to fetal kick counts 

did not vary by age, race and ethnicity, and county of residence (Table 7).  However, 

there were differences by education and income. For instance, the percentage of 

women who indicated “yes” to their provider discussing fetal kicks among women with 

less than 12 years of schooling was 86.1% (95%CI: 83.9-90.4), while the percentage was 

88.5% (95%CI: 86.9-90.1) among women with 12 years of schooling, and 90.7% (95%CI: 

89.8-91.7) among women with more than 12 years of schooling. Similarly, the 

percentage of women who indicated “yes” to their provider discussing fetal kicks was 

86.8% (95%CI: 84.4-89.1) among women with annual household income $25,001-$40,000, 

89.2% (95%CI: 86.9-91.4) among women with incomes between $45,001 and $65,000; 
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and 93.3% (95%CI: 91.1-95.5) among women with an annual household income 

between $65,001 and $80,000. Although there were no significant differences in the 

percentage of women who indicated “yes” to their provider discussing fetal kicks by 

race and ethnicity, the percentage was lowest among Hispanic women (87.5%; 95%CI: 

85.4-89.7) as compared to White (non-Hispanic) women (90.2%; 95%CI; 89.2-91.2), Black 

(non-Hispanic) women (88.8%; 95%CI: 87.1-90.5), and other races that include American 

Indian/Alaska Native, Asian (non-Hispanic), Native Hawaiian/Pacific Islander, two or 

more races (89.3%; 95%CI: 86.6-92.1). 

Table 7. Characteristics of women who indicated that their provider discussed fetal kick 

counts* during prenatal visits, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*During any of your prenatal care visits, did a doctor, nurse, or other health care worker talk with you about fetal (baby) 

kick counts and how to do them? “Yes” = Discussed fetal kicks; “No” = Did not discuss fetal kicks. 
†Unweighted sample size (N) with standard errors (SE). 
§Weighted percent with 95% confidence intervals (CI). 
¶Other races include American Indians/Alaska Natives, Asians (non-Hispanic), Native Hawaiian/Pacific Islander, and two 

or more races. 

  

N (SE)† Percent (95%CI)§ N (SE)† Percent (95%CI)§

Age (in years)

<20 307 (1.7) 92.1 (88.8-95.3) 26 (1.7) 7.9 (4.7-11.2)

20-24 1198 (1.0) 87.8 (85.9-89.7) 168 (1.0) 12.2 (10.3-14.1)

25-34 3780 (0.5) 89.6 (88.6-90.6) 466 (0.5) 10.4 (9.4-11.4)

35 years and older 1143 (0.9) 89.7 (87.8-91.5) 136 (0.9) 10.3 (8.5-12.2)

Education (years of schooling)

<12 939 (1.2) 86.1 (83.9-88.4) 153 (1.2) 13.9 (11.6-16.1)

12 1586 (0.8) 88.5 (86.9-90.1) 222 (0.8) 11.5 (9.9-13.1)

>12 3877 (0.5) 90.7 (89.8-91.7) 415 (0.5) 9.3 (8.3-10.2)

Annual household income

<$25,000 2385 (0.7) 89.1 (87.8-90.4) 297 (0.7) 10.9 (9.6-12.2)

$25,001-$40,000 843 (1.2) 86.8 (84.4-89.1) 140 (1.2) 13.2 (10.9-15.6)

$40,001-$65,000 731 (1.1) 89.2 (86.9-91.4) 91 (1.1) 10.8 (8.6-13.1)

$65,001-$80,000 531 (1.1) 93.3 (91.1-95.5) 37 (1.1) 6.7 (4.5-8.9)

>$80,000 1564 (0.7) 91.1 (89.7-92.5) 166 (0.7) 8.9 (7.5-10.3)

Race and ethnicity

White non-Hispanic 3478 (0.5) 90.2 (89.2-91.2) 402 (0.5) 9.8 (8.8-10.8)

Black non-Hispanic 1534 (0.9) 88.8 (87.1-90.5) 194 (0.9) 11.2 (9.5-12.9)

Hispanic 916 (1.1) 87.5 (85.4-89.7) 136 (1.1) 12.5 (10.3-14.6)

Other non-Hispanic¶ 490 (1.4) 89.3 (86.6-92.1) 59 (1.4) 10.7 (7.9-13.4)

County of residence

Kent County 1369 (0.9) 89.3 (87.6-91.0) 174 (0.9) 10.7 (9-12.4)

New Castle County 3752 (0.5) 89.8 (88.9-90.8) 449 (0.5) 10.2 (9.2-11.1)

Sussex County 1307 (0.9) 88.1 (86.2-89.9) 173 (0.9) 11.9 (10.1-13.8)

Respondent characteristics

2012-2019

Discussed fetal kicks* Did not discuss fetal kicks
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Figure 61displays the percentage of women who indicated receiving information on 

counseling for family and personal problems, help to quit smoking, and help to reduce 

violence at home. Except for 2016, the percentage of women who indicated receiving 

information for counseling for family or personal problems, help to quit smoking, and 

help to reduce violence at home remained relatively stable.  

Figure 61. Percentage of women who indicated receiving information on counseling for 

family and personal problems*, help to quit smoking†, and help to reduce violence at 

home during pregnancy§, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*During your most recent pregnancy, did you receive any of the following services? For each one, check No if you did not 

receive the service or Yes if you received the service… Counseling for family and personal problems 
†During your most recent pregnancy, did you receive any of the following services? For each one, check No if you did not 

receive the service or Yes if you received the service… Help to quit smoking 
§During your most recent pregnancy, did you receive any of the following services? For each one, check No if you did not 

receive the service or Yes if you received the service…Help to reduce violence in my home 

 

Although smoking during pregnancy is a known risk factor for poor maternal and 

neonatal outcomes, the percentage of women who received help to quit smoking 
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decreased from 5.1% (95%CI: 3.6-6.5) in 2012 to 3.6% (95%CI; 2.1-5.0) in 2019. This 

prevalence estimate was for all pregnant women irrespective of their smoking status. 

However, when stratified by those who smoked versus those who did not smoke before 

pregnancy; and those who smoked during pregnancy versus Those who did not smoke 

during pregnancy, the percentage of women receiving help to quit smoking was higher. 

For instance, in 2019 14.9% (95%CI: 8.7-21.1) of women who smoked before pregnancy 

received help to quit smoking, and 22% (95%CI: 12.8-31.3) of women who smoked during 

pregnancy received help to quit smoking.  (Figure 62) 

Figure 62. Percentage of women who smoked before pregnancy and during pregnancy 

who indicated receiving help to quit smoking*, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*During your most recent pregnancy, did you receive any of the following services? For each one, check No if you did not 

receive the service or Yes if you received the service… Help to quit smoking 
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POST-PREGNANCY WELLNESS 

Post-pregnancy wellness is conceptualized as wellness after the pregnancy and is one 

of the most crucial stages as it enables a woman’s body and mind to heal so she can 

care for the newborn. Typically, postpartum care occurs during the six weeks after 

childbirth; however, the process is contingent upon the mother’s health prior to 

childbirth, during childbirth, and the associated morbidities that may be part of 

childbearing.  The American College of Obstetrics and Gynecologists (ACOG) in their 

committee opinion indicate that “postpartum care should become an ongoing 

process, rather than a single encounter”24 so far as to refer this period as the “fourth 

trimester” (i.e., encompassing 12 weeks after delivery) — a critical time in the life of a 

mother and her infant.25 For instance, postpartum depression is one of the most 

common complications of childbearing; a meta-analytic review found that 

approximately 13 percent of women experience a major depressive episode during the 

first postpartum year.26 In addition, the mode of delivery (i.e., vaginal or cesarean) may 

add and/or exacerbate existing morbidities (i.e., postpartum hemorrhage, venous 

thromboembolic disease etc.), substantially impacting the quality of life.  Like pre-

pregnancy and pregnancy wellness, post-pregnancy wellness focuses on the eight 

dimensions of emotional, environmental, financial, intellectual, occupational, physical, 

social, and spiritual wellness.  While wellness is a multidimensional concept and 

measuring it is complex, the term serves as a heuristic to understand how these eight 

dimensions may impact well-being. 

4.1 Emotional wellness 

Postpartum depression is perhaps one of the core indicators of emotional wellness as 

postpartum depression (PPD) is an important mental health issue that impacts between 

7% and 13% of women26,27 and if untreated, may impact infant development and the 

family.  The PRAMS questionnaire contains two specific questions on postpartum 

depression.  The first question asks a mother, “Since your new baby was born, how often 

have you felt down, depressed, or hopeless?” with response options as: a) always; b) 

often; c) sometimes; d) rarely; and never.  The second question asks the mother, “Since 

your new baby was born, how often have you had little interest or little pleasure in 

doing things?” with the same response options.  Women responding “always” or “often” 

to either question were classified as experiencing postpartum depressive symptoms 

(PDS).  

Figure 63 displays the percentage of women who indicated having PDS during 2012-

2019 and the percentage who indicated received services for depression or anxiety. 

 
24ACOG Committee Opinion No. 736 Summary: Optimizing Postpartum Care. Obstet Gynecol. 

2018 May;131(5) 949-951. doi:10.1097/aog.0000000000002628. PMID: 29683906.  
25 Savage JS. A Fourth Trimester Action Plan for Wellness. J Perinat Educ. 2020;29(2):103-112. 

doi:10.1891/J-PE-D-18-00034  
26 O'hara MW, Swain AM. Rates and risk of postpartum depression-a meta-analysis. International 

Review of Psychiatry. 1996;8:37-54.  
27 Davis K, Pearlstein T, Stuart S, O’Hara M, Zlotnick C. Analysis of brief screening tools for the 

detection of postpartum depression: Comparisons of the PRAMS 6-item instrument, PHQ-9, and 

structured interviews. Archives of Women's Mental Health. 2013;16:271-277. 
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Delaware saw a three-percentage point decline in the prevalence of PDS between 

2012 (13.6%; 95%CI: 11.3-15.9) and 2019 (10.4%; 95%CI: 8.2-12.5). During 2012-2019, the 

prevalence was relatively stable, with the Delaware 2019 rate for PDS being lower than 

the 2018 U.S. rate of 13.2 (95%CI: 12.6-13.8).28 In contrast, the percentage of women 

who sought counseling services for depression or anxiety increased by four-percentage 

points, from 6.5% (95%CI: 4.9-8.1) in 2012 to 10.7% (95%CI: 8.5-13.0) in 2019. 

Figure 63. Percentage of women who indicated having postpartum depressive 

symptoms* and those who indicated receiving counseling services for depression or 

anxiety† after pregnancy, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Since your new baby was born, how often have you felt down, depressed, or hopeless? Since your new baby was born, 

how often have you had little interest or little pleasure in doing things? Response options: 1) Always; 2) Often; 3) 

Sometimes; 4) Rarely; 5) Never. Women who responded to "always" or "often" to either question were classified as 

experiencing postpartum depression 
†Since your new baby was born, have you used any of these services? For each one, check No if you did not use the 

service or Yes if you did… Counseling for depression or anxiety 

 

 
28 Bauman BL, Ko JY, Cox S, et al. Vital Signs: Postpartum Depressive Symptoms and Provider 

Discussions About Perinatal Depression — United States, 2018. MMWR Morb Mortal Wkly Rep 

2020;69:575–581. DOI: http://dx.doi.org/10.15585/mmwr.mm6919a2 
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The percentage of women who indicated having PDS varied significantly by age, race 

and ethnicity, and county of residence as evident from Figure 64.  It is evident that PDS 

was higher in women less than 20 years of age (20.0%; 95%CI: 15.5-24.5), followed by 

women 20-24 years of age (15.4%; 95%CI: 13.3-17.4), followed by women 25-34 years of 

age (11.2%; 955CI: 10.1-12.2), and among women 35 and older (10.9%; 955CI: 9.0-12.7).  

 

With regards to education, the percentage of women with PDS was higher in women 

with 12 years of schooling (15.8%; 95%CI: 13.9-17.6), followed by women with less than 

12 years of schooling (14.2%; 95%CI: 12.0-16.5), and lowest among women with more 

than 12 years of schooling (10.4%; 95%CI: 9.4-11.4).  

 

Similarly, the percentage of women with PDS decreased with increases in income. For 

example, women with annual household income of more than $80,000 had the lowest 

prevalence of PDS (7.4%; 95%CI: 6.1-8.7), it increased for women with incomes between 

$65,001-$80,000 (8.5%; 95%CI: 6.0-11.0), followed by women with incomes between 

$40,001-$65,000 (11.1%; 95%CI: 8.8-13.4) and so forth.  

 

With regards to race and ethnicity, PDS was highest (21.4%; 95%CI: 17.7-25.0) among 

other races that include Native American/Alaska Native, Asian (non-Hispanic), Native 

Hawaiian/Pacific Islander, and two or more races, followed by Black (non-Hispanic) 

women (15.5%; 95%CI: 13.6-17.4), followed by White (non-Hispanic) women at 10.6% 

(95%CI: 9.5-11.6), and Hispanic women at 9.5% (95%CI: 7.6-11.3).  

 

There was no difference in the prevalence of PDS by county of residence, although 

both Kent county (12.8%; 95%CI: 11.0-14.6) and Sussex county (12.7%; 95%CI: 10.9-14.5) 

had slightly higher prevalence as compared to New Castle county (12.2%; 95%CI: 11.1-

13.3).  

Another measure for emotional wellness was breastfeeding, which entails mother and 

child bonding.  One longitudinal study on breastfeeding suggests that “women who 

breastfeed their children longer exhibit more maternal sensitivity well past the infant 

and toddler years” where maternal sensitivity was defined the “synchronous timing of a 

mother’s responsiveness to her child, her emotional tone, her flexibility in her behavior, 

and her ability to read her child’s cues.”29 Two questions are captured in PRAMS that 

relate to breastfeeding: “Did you ever breastfeed or pump breast milk to feed your new 

baby, even for a short period of time?” and “Are you currently breastfeeding or feeding 

pumped milk to your new baby?” with response options of “Yes” or “No.” Figure 66 

displays the percentage of women who “ever breastfed” and were “currently 

breastfeeding” during 2012-2019 and “currently” can be anywhere from two to four 

months after birth. 

 

 
29 Weaver J, Schofield T, Papp L. Breastfeeding Duration Predicts Greater Maternal Sensitivity 

Over the Next Decade. Developmental Psychology. 2018;54:220-227. 
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Figure 64. Percentage of women who indicated having postpartum depressive 

symptoms* after pregnancy stratified by age, education, income, race and ethnicity, 

and county of residence, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Since your new baby was born, how often have you felt down, depressed, or hopeless? Since your new baby was born, 

how often have you had little interest or little pleasure in doing things? Response options: 1) Always; 2) Often; 3) 

Sometimes; 4) Rarely; 5) Never. Women who responded to "always" or "often" to either question were classified as 

experiencing postpartum depression 

 

Figure 65 displays the percentage of women who had a postpartum checkup during 

2012-2019. PRAMS respondents are asked, “Since your new baby was born, have you 

had a postpartum checkup for yourself? A postpartum checkup is the regular checkup 

a woman has about 4-6 weeks after she gives birth…” with response options “Yes” and 

“No.” Although percentage of women who had a postpartum checkup remained 

relatively stable during 2012-2019, about one in 10 women in 2019 did not have a 

postpartum check-up. For instance, the percentage of women in who did not have a 

postpartum checkup in 2012 was 10.9% (95%CI: 8.9-13.0) and it decreased by one 

percentage point in 2019 and was 9.8% (95%CI: 7.6-12.0).  
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Figure 65. Percentage of women who had a postpartum checkup* after pregnancy,  

Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

* Since your new baby was born, have you had a postpartum checkup for yourself? A postpartum checkup is the regular 

checkup a woman has about 4-6 weeks after she gives birth  

 

Table 8 provides an overview of women who had a postpartum checkup during 2012-

2019 stratified by age, education, income, race and ethnicity, and county of residence.  

It is evident that the prevalence of postpartum checkup increased with age, 

education, and income. For instance, the percentage of women who had a 

postpartum checkup was 82.3% (95%CI: 77.8-86.7) among women less than 20 years of 

age, 85.6% (95%CI: 83.5-87.6) among women 20-24 years of age, 90.2% (95%CI: 89.2-

91.1) among women 25-29 years of age, and 90.6% (95%CI: 88.9-92.3) in women 35 and 

older. Similarly, the percentage of women who had a postpartum checkup was 80.2% 

95%CI: 77.7-82.7) among women with less than 12 years of schooling, 83.6% (95%CI: 

81.7-85.5) among women with 12 years of schooling, and 93.7% (95%CI: 92.9-94.5) 

among women with 12 or more years of schooling.  Prevalence of postpartum checkup 

was lowest among women with less than $25,000 (82.8%; 95%CI: 81.3-84.4); 89.0% 

(95%CI: 86.9-91.1) among women with incomes between $25,001-$40,000; 90.7% (95%CI: 

88.5-92.8) among women with incomes between $40,001-$65,000; 96.1% (95%CI: 94.3-



 

106 
 
 Delaware Department of Health and Social Services, Division of Public Health          August 2021 

Pregnancy Risk Assessment Monitoring System (PRAMS) Consolidated Report – 2012-2019 

97.8) among women with incomes between $65,001-$80,000; and 96.6% (95%CI: 95.7-

97.5) among women with annual household income greater than $80,000. With regards 

to race and ethnicity, prevalence of postpartum checkup was lowest among Hispanic 

women (84.4%; 95%CI: 82.0-86.7), followed by Black (non-Hispanic) women at 87.7% 

(95%CI: 86.0-89.4). Sussex county also had lower percentage of women who had a 

postpartum checkup (85.4%; 95%CI: 83.5-87.4) of all three counties. 

 

Table 8. Characteristics of women who had a postpartum checkup after pregnancy,  

Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

* Since your new baby was born, have you had a postpartum checkup for yourself? A postpartum checkup is the regular 

checkup a woman has about 4-6 weeks after she gives birth  
†Unweighted sample size (N) with standard errors (SE). 
§Weighted percent with 95% confidence intervals (CI). 
¶Other races include American Indians/Alaska Natives, Asians (non-Hispanic), Native Hawaiian/Pacific Islander, and two 

or more races. 

 

It is evident from Figure 66 that the percentage of women who ever breastfed 

increased by eight-percentage points from 79.2% (95%CI: 76.4-81.9) in 2012 to 87.3% 

N (SE)† Percent (95%CI)§ N (SE)† Percent (95%CI)§

Age (in years)

<20 292 (2.3) 82.3 (77.8-86.7) 60 (2.3) 17.7 (13.3-22.2)

20-24 1192 (1.0) 85.6 (83.5-87.6) 208 (1.0) 14.4 (12.4-16.5)

25-34 3894 (0.5) 90.2 (89.2-91.1) 439 (0.5) 9.8 (8.9-10.8)

35 years and older 1186 (0.9) 90.6 (88.9-92.3) 131 (0.9) 9.4 (7.7-11.1)

Education (years of schooling)

<12 907 (1.3) 80.2 (77.7-82.7) 239 (1.3) 19.8 (17.3-22.3)

12 1553 (1.0) 83.6 (81.7-85.5) 319 (1.0) 16.4 (14.5-18.3)

>12 4075 (0.4) 93.7 (92.9-94.5) 274 (0.4) 6.3 (5.5-7.1)

Annual household income

<$25,000 2286 (0.8) 82.8 (81.3-84.4) 495 (0.8) 17.2 (15.6-18.7)

$25,001-$40,000 894 (1.1) 89.0 (86.9-91.1) 117 (1.1) 11.0 (8.9-13.1)

$40,001-$65,000 753 (1.1) 90.7 (88.5-92.8) 79 (1.1) 9.3 (7.2-11.5)

$65,001-$80,000 556 (0.9) 96.1 (94.3-97.8) 21 (0.9) 3.9 (2.2-5.7)

>$80,000 1690 (0.5) 96.6 (95.7-97.5) 55 (0.5) 3.4 (2.5-4.3)

Race and ethnicity

White non-Hispanic 3570 (0.5) 90.8 (89.8-91.8) 380 (0.5) 9.2 (8.2-10.2)

Black non-Hispanic 1552 (0.9) 87.7 (86.0-89.4) 230 (0.9) 12.3 (10.6-14)

Hispanic 914 (1.2) 84.4 (82.0-86.7) 166 (1.2) 15.6 (13.3-18)

Other non-Hispanic¶ 516 (1.5) 88.9 (86.0-91.7) 59 (1.5) 11.1 (8.3-14.0)

County of residence

Kent County 1404 (0.8) 89.7 (88.0-91.3) 170 (0.8) 10.3 (8.7-12.0)

New Castle County 3865 (0.5) 89.8 (88.8-90.8) 446 (0.5) 10.2 (9.2-11.2)

Sussex County 1295 (1.0) 85.4 (83.5-87.4) 222 (1.0) 14.6 (12.6-16.5)

Respondent characteristics

2012-2019

Had a postpartum checkup* Did not have have a 

postpartum checkup
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(95%CI: 84.9-89.7) in 2019. Similarly, the percentage of women who indicated currently 

breastfeeding increased by 10 percentage points from 48.8% (95%CI: 45.2-52.5) in 2012 

to 59.0% (95%CI: 55.3-62.8).  

Figure 66. Percentage of women who indicated having ever breastfed* and currently 

breastfeeding†, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Did you ever breastfeed or pump breast milk to feed your new baby, even for a short period of time? 
†Are you currently breastfeeding or feeding pumped milk to your new baby? 

 

Table 9 provides an overview of women who ever breastfed and were currently 

breastfeeding stratified by age, education, income, race and ethnicity, and county of 

residence.  Breastfeeding prevalence was lower among younger women and those 

with 12 years of schooling and increased with higher annual household income.  

Breastfeeding prevalence was highest among other races that include American 

Indian/Alaska Native, Asian (non-Hispanic), Native Hawaiian/Pacific Islander, and two 

or more races.  Although there were small differences in the prevalence of current 

breastfeeding by county of residence, in general New Castle County had higher rates 

of breastfeeding.   

 

 



 

108 
 
 Delaware Department of Health and Social Services, Division of Public Health          August 2021 

Pregnancy Risk Assessment Monitoring System (PRAMS) Consolidated Report – 2012-2019 

Table 9. Characteristics of women who indicated having ever breastfed and currently 

breastfeeding, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Did you ever breastfeed or pump breast milk to feed your new baby, even for a short period of time? 
†Are you currently breastfeeding or feeding pumped milk to your new baby? 
§Unweighted sample size (N) with standard errors (SE). 
¶Weighted percent with 95% confidence intervals (CI). 

**Other races include American Indians/Alaska Natives, Asians (non-Hispanic), Native Hawaiian/Pacific Islander, and two 

or more races. 

 

4.2 Environmental wellness 

Every year, approximately 3,500 infants die from sleep-related infant mortality which 

includes sudden infant death syndrome (SIDS), ill-defined deaths, and accidental 

suffocation.30  The American Academy of Pediatrics recommends these safe sleep 

practices: 

 
30 Moon RY and AAP TASK FORCE ON SUDDEN INFANT DEATH SYNDROME. SIDS and Other Sleep-

Related Infant Deaths: Evidence Base for 2016 Updated Recommendations for a Safe Infant 

Sleeping Environment. Pediatrics. 2016;138(5): e20162940 

N (SE)§ Percent (95%CI)¶ N (SE)§ Percent (95%CI)¶

Age (in years)

<20 269 (2.5) 77.5 (72.7-82.4) 74 (2.8) 25.2 (19.8-30.6)

20-24 1116 (1.1) 81.8 (79.6-84.0) 448 (1.5) 38.8 (35.8-41.9)

25-34 3683 (0.6) 86.5 (85.4-87.6) 2304 (0.8) 61.1 (59.4-62.7)

35 years and older 1080 (1.1) 84.2 (82.0-86.3) 715 (1.5) 66.4 (63.4-69.4)

Education (years of schooling)

<12 833 (1.4) 76.1 (73.4-78.8) 393 (1.8) 42.4 (38.9-45.8)

12 1394 (1.1) 76.7 (74.6-78.8) 541 (1.4) 36.8 (34.1-39.5)

>12 3892 (0.5) 90.5 (89.6-91.4) 2589 (0.8) 66.4 (64.8-68.0)

Annual household income

<$25,000 2048 (0.9) 76.2 (74.4-77.9) 787 (1.1) 35.2 (33.0-37.3)

$25,001-$40,000 840 (1.2) 85.6 (83.2-87.9) 469 (1.8) 55.7 (52.1-59.3)

$40,001-$65,000 727 (1.1) 89.4 (87.2-91.6) 455 (1.9) 61.1 (57.4-64.8)

$65,001-$80,000 538 (1.1) 93.8 (91.7-95.9) 388 (2.0) 72.8 (68.8-76.8)

>$80,000 1605 (0.7) 92.6 (91.3-93.9) 1236 (1.1) 78.1 (75.9-80.2)

Race and ethnicity

White non-Hispanic 3237 (0.6) 84.0 (82.7-85.2) 1983 (0.9) 59.9 (58.1-61.7)

Black non-Hispanic 1403 (1.1) 80.5 (78.4-82.6) 613 (1.4) 41.4 (38.6-44.2)

Hispanic 965 (1.0) 89.8 (87.9-91.8) 562 (1.7) 57.0 (53.7-60.3)

Other non-Hispanic** 530 (1.2) 93.0 (90.7-95.3) 373 (2.2) 69.3 (65.0-73.5)

County of residence

Kent County 1293 (1.0) 83.5 (81.5-85.5) 719 (1.5) 53.2 (50.3-56.1)

New Castle County 3610 (0.6) 85.5 (84.3-86.7) 2112 (0.9) 56.9 (55.2-58.7)

Sussex County 1245 (1.0) 83.6 (81.6-85.6) 710 (1.5) 55.0 (52.1-57.9)

Respondent characteristics

2012-2019

Ever breastfed* Currently breastfeeding†
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1) Place the infant in the supine sleep position (placing the infant on his or her 

back) on a firm sleep surface such as a mattress in a safety-approved crib or 

bassinet. 

2) Have infant and caregivers share a room, but not the same sleeping surface. 

3) Avoid the use of soft bedding (e.g., blankets, pillows, and soft objects) in the 

infant sleep environment.31   

In addition, to sleep position, second-hand smoking is also associated with SIDS and the 

CDC recommends that besides not smoking during pregnancy, parents and caregivers 

can also protect infants from SIDS by not allowing smoking in the home or around the 

infant.32  

Some proxy measures for environmental wellness after pregnancy such as smoking 

inside the home, infant sleep position, and receipt of home visiting services were used 

from PRAMS data to assess the overall home environment.  PRAMS respondents are 

asked, “Which of the following statements best describes the rules about smoking inside 

your home now, even if no one who lives in your home is a smoker?” with response 

options: 1) No one is allowed to smoke anywhere inside my home; 2) Smoking is allowed 

in some rooms or at sometimes; and 3) Smoking is permitted anywhere inside my home.  

Response options 2 and 3 were combined to indicate smoking was allowed in the 

house. Infant sleep position is captured in PRAMS using, “In which one position do you 

most often lay your baby down to sleep now?” with response options: 1) On his or her 

side; 2) On his or her back; and 3) On his or her stomach. Response options 2 and 3 

indicate other than back only. PRAMS also asks respondents, “Since your new baby was 

born, has a home visitor come to your home to help you learn how to take care of 

yourself or your new baby? A home visitor is a nurse, a health care worker, a social 

worker, or other person who works for a program that helps women of newborns” with 

response options “Yes” or “No.” Figure 67 displays the percentage of women who 

indicated smoking was allowed in the home, infant sleep position, and home visiting 

services during 2012-2019.  The prevalence of smoking in the house was relatively stable 

with 5.6% (95%CI: 4.1-7.1) in 2012 to 4.8% (95%CI: 3.2-6.4) in 2019.  Although not 

statistically significant, during 2012-2019, there was about three percentage point 

decrease in the percent of women who reported that their infant sleep position was 

other than in supine position. For instance, in 2012, 22.8% (95%CI: 19.9-25.7) of women 

indicated that their infant was not in supine position and in 2019, 20.1% (95%CI: 17.0-

23.1) indicated that their infant was not in supine position. One in five women who had 

a recent live birth indicated that the infant’s sleep position was not “back only” as 

recommended by AAP.  Finally, there was a significant decline (about five-percentage 

 
31 Bombard JM, Kortsmit K, Warner L, et al. Vital Signs: Trends and Disparities in Infant Safe Sleep 

Practices — United States, 2009–2015. MMWR Morb Mortal Wkly Rep 2018;67:39-46. DOI: 

http://dx.doi.org/10.15585/mmwr.mm6701e1 
32 Centers for Disease Control and Prevention. Health Effects of Secondhand Smoke. Available 

at: 

https://www.cdc.gov/tobacco/data_statistics/fact_sheets/secondhand_smoke/health_effects/i

ndex.htm. Retrieved on 

https://www.cdc.gov/tobacco/data_statistics/fact_sheets/secondhand_smoke/health_effects/index.htm
https://www.cdc.gov/tobacco/data_statistics/fact_sheets/secondhand_smoke/health_effects/index.htm
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points) in the percentage of women who indicated receiving home visiting services 

postpartum, from 20.4% (95%CI: 17.9-23.0) in 2012 to 15.3% (95%CI: 12.8-17.9) in 2019. 

Figure 67. Percentage of women who indicated that smoking was allowed in the 

house*, that the infant’s sleep position was either side or on stomach†, and who 

indicated receiving home visiting services after pregnancy§, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Which of the following statements best describes the rules about smoking inside your home now, even if no one who 

lives in your home is a smoker? 
†In which one position do you most often lay your baby down to sleep now? 
§Since your new baby was born, has a home visitor come to your home to help you learn how to take care of yourself or 

your new baby? A home visitor is a nurse, a health care worker, a social worker, or other person who works for a program 

that helps women of newborns. 

 

Table 10 stratifies the post pregnancy environmental wellness indicators by age, 

education, income, race and ethnicity, and county of residence. The percentage of 

women who indicated that smoking was allowed in the house, that infant sleep position 

was not supine, and those who received home visiting services decreased with age, 

decreased with additional years of schooling, and decreased with increases in annual 

household income.  
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Table 10. Characteristics of women who indicated that smoking was allowed in the 

house, that the infant’s sleep position was either side or on stomach, and who indicated 

receiving home visiting services after pregnancy, Delaware, 2012-2019 

  
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Which of the following statements best describes the rules about smoking inside your home now, even if no one who 

lives in your home is a smoker? 
†In which one position do you most often lay your baby down to sleep now? 
§Since your new baby was born, has a home visitor come to your home to help you learn how to take care of yourself or 

your new baby? A home visitor is a nurse, a health care worker, a social worker, or other person who works for a program 

that helps women of newborns. 
¶Unweighted sample size (N) with standard errors (SE). 

**Weighted percent with 95% confidence intervals (CI). 
††Other races include American Indians/Alaska Natives, Asians (non-Hispanic), Native Hawaiian/Pacific Islander, and two 

or more races. 

 

The percentage of women who indicated smoking was allowed in the house was 8.9% 

(95%CI: 7.4-10.4) among Black (non-Hispanic) women, followed by White (non-Hispanic) 

women (5.2%; 95%CI: 4.4-5.9). During 2012-2019, one in three Black (non-Hispanic) 

women indicated that their infant was not in supine position (34%; 95%CI: 31.4-36.5), 

followed by one in five women of other races that include American Indian/Alaska 

Native, Asian (non-Hispanic), Native Hawaiian/Pacific Islander, and two or more races 

(21.8%; 95%CI: 18.0-25.5). Similarly, during 2012-2019, one in five Black (non-Hispanic) 

women who had a live birth indicated receiving home visiting services postpartum 

(20.7%; 95%CI: 18.7-22.8), followed by other races (16.8%; 95%CI: 13.7-20.0) and White 

(non-Hispanic) women (15.8%; 95%CI: 14.6-17.0).  

 

N (SE)¶ Percent (95%CI)** N (SE)¶ Percent (95%CI)** N (SE)¶ Percent (95%CI)**

Age (in years)

<20 46 (1.9) 11.7 (8.0-15.3) 101 (2.8) 31.0 (25.5-36.5) 121 (2.6) 29.1 (24.0-34.2)

20-24 130 (0.8) 8.6 (7.0-10.2) 346 (1.4) 27.0 (24.3-29.6) 374 (1.2) 21.3 (19.0-23.6)

25-34 217 (0.4) 4.7 (4.0-5.4) 691 (0.6) 17.3 (16.0-18.5) 859 (0.6) 15.2 (14.1-16.3)

35 years and older 34 (0.5) 2.4 (1.5-3.3) 212 (1.2) 17.8 (15.5-20.2) 250 (1.0) 13.9 (12.0-15.8)

Education (years of schooling)

<12 104 (0.9) 8.1 (6.4-9.9) 272 (1.4) 25.1 (22.2-27.9) 297 (1.3) 21.9 (19.3-24.4)

12 178 (0.7) 9.2 (7.7-10.6) 366 (1.1) 22.7 (20.5-25.0) 487 (1.0) 19.5 (17.6-21.4)

>12 142 (0.3) 3.1 (2.6-3.7) 703 (0.6) 17.5 (16.2-18.7) 814 (0.6) 14.5 (13.5-15.6)

Annual household income

<$25,000 306 (0.6) 10.6 (9.3-11.9) 624 (1) 25.2 (23.3-27.1) 789 (0.8) 22.6 (20.9-24.3)

$25,001-$40,000 55 (0.7) 4.7 (3.3-6.1) 194 (1.5) 21.8 (18.9-24.6) 228 (1.2) 17.2 (14.8-19.6)

$40,001-$65,000 25 (0.7) 3.1 (1.8-4.4) 140 (1.5) 18.0 (15.2-20.9) 175 (1.4) 17.6 (14.9-20.3)

$65,001-$80,000 13 (0.7) 2.2 (0.9-3.6) 83 (1.6) 14.8 (11.6-17.9) 76 (1.2) 9.6 (7.2-12.1)

>$80,000 8 (0.2) 0.5 (0.1-0.9) 188 (0.8) 11.2 (9.6-12.9) 244 (0.7) 9.9 (8.5-11.3)

Race and ethnicity

White non-Hispanic 210 (0.4) 5.2 (4.4-5.9) 486 (0.6) 13.4 (12.2-14.5) 776 (0.6) 15.8 (14.6-17.0)

Black non-Hispanic 172 (0.8) 8.9 (7.4-10.4) 539 (1.3) 34 .0 (31.4-36.5) 489 (1.0) 20.7 (18.7-22.8)

Hispanic 29 (0.5) 2.6 (1.6-3.6) 199 (1.3) 19.4 (16.8-22.0) 209 (1.1) 15.2 (13.0-17.4)

Other non-Hispanic†† 15 (0.7) 2.5 (1.1-3.8) 120 (1.9) 21.8 (18.0-25.5) 129 (1.6) 16.8 (13.7-20.0)

County of residence

Kent County 96 (0.7) 6.0 (4.7-7.3) 373 (1.2) 25.1 (22.7-27.5) 302 (0.9) 14.8 (12.9-16.6)

New Castle County 237 (0.4) 5.2 (4.5-5.9) 666 (0.7) 17.4 (16.1-18.7) 1030 (0.6) 18.7 (17.4-19.9)

Sussex County 94 (0.7) 5.8 (4.6-7.1) 311 (1.2) 22.2 (19.9-24.5) 272 (1.0) 14.5 (12.7-16.4)

Received home visiting 

services postpartum§

2012-2019

Respondent characteristics
Smoking allowed in the house* Infant sleep position (other than 

back)†
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One in four women who resided in Kent county indicated that their infant was not in 

supine position as recommended by AAP (25.1%; 95%CI: 22.7-27.5), followed by women 

who resided in Sussex county (22.2%; 95%CI: 19.9-24.5). In contrast, the percentage of 

women who indicated receiving home visiting services was highest in New Castle 

county (18.7%; 95%CI: 17.4-19.9).  

 

4.3 Financial wellness 

Financial wellness in the postpartum period was measured using insurance status by 

asking respondents were asked, “What kind of health insurance do you have now?” 

with response options: 1) Private health insurance from my job or the job of my husband 

or partner; 2) Private health insurance from my parents; 3) Private health insurance from 

the Delaware Health Insurance Marketplace (choosehealthde.com) or 

HealthCare.gov; 4) Medicaid (Diamond State Health Plan, Highmark Health Options, 

United Healthcare); 5) Delaware Healthy Children Program (DHCP/SCHIP); 6) CHAP – 

Community Healthcare Access Program; 6) TRICARE or other military health care; 7) 

Other health insurance (“write-in” option); and 8) I do not have health insurance now. 

Having insurance provides some access to seeking care after pregnancy and having 

no insurance may limit the ability to seek care when needed and may exacerbate 

financial burden and debt on families.  

Figure 68 displays the percentage of women who indicated having no insurance 

postpartum.  The percentage of women who indicated having no insurance was 

relatively stable during 2012-2019 and increased by about three percentage points 

from 5.7% (95%CI: 4.2-7.2) in 2012 to 8.6% (95%CI: 6.6-10.6) in 2019. In one report,33 

McMorrow, Dubay, Kenney, Johnston, & Caraveo, note that one in five “uninsured new 

moms reported at least one unmet need for medical care because of cost in the past 

year, and over half were very worried about paying their medical bills…” and given the 

prevalence of chronic conditions including obesity as evident from PRAMS data, being 

uninsured after pregnancy increases the risk of morbidity and mortality especially for 

conditions that require ongoing care.   

  

 
33 McMorrow S, Dubay L, Kenney GM, Johnston EM, Caraveo CA. Uninsured New Women’ 

Health and Health Care Challenges Highlight the Benefits of Increasing Postpartum Medicaid 

Coverage. Urban Institute. 2020. Available at: 

https://www.urban.org/sites/default/files/publication/102296/uninsured-new-women-health-

and-health-care-challenges-highlight-the-benefits-of-increasing-postpartum-medicaid-

coverage_0.pdf 
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Figure 68. Percentage of women who indicated who did not have any insurance after 

pregnancy*, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*What kind of health insurance do you have now? 

 

Figure 69 stratifies the percent of women who indicated having no insurance 

postpartum by age, education, income, race and ethnicity, and county of residence. 

There were no statistically significant differences in uninsured rates by age. However, 

uninsured rates decreased with increases in years of schooling and annual household 

incomes. For instance, the percentage of uninsured was 16.9% (14.6-19.2) among 

women with less than 12 years of schooling as compared to 2.6% (95%CI: 2.1-3.1) 

among women with more than 12 years of schooling. Similarly, the percentage of 
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women who were uninsured was 7.3% (95%CI: 6.3-8.4) among women with an annual 

household income less than $25,000 as compared to 1.0% (95%CI: 0.1-2.2) among 

women with household incomes greater than $80,000. One in five Hispanic women 

were uninsured after pregnancy (20.4%; 95%CI: 17.8-22.9) as compared to other races 

that include American Indian/Alaska Native, Asian (non-Hispanic), Native 

Hawaiian/Pacific Islander, two or more races (4.5%; 95%CI: 2.7-6.4).  The prevalence of 

women uninsured after pregnancy for Black (non-Hispanic) women was 3.4% (95%CI: 

2.4-4.3) and for White (non-Hispanic) women was 3.1% (95%CI: 2.6-3.7). By county of 

residence, the percentage of women who were uninsured was highest in Sussex County 

(8.0%; 95%CI: 6.5-9.5), followed by Kent County (5.9%; 95%CI: 4.6-7.2), and New Castle 

County (5.2%; 95%CI: 4.5-6.0).  

Figure 69. Percentage of women who indicated having no insurance* after pregnancy 

stratified by age, education, income, race and ethnicity, and county of residence,  

Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*What kind of health insurance do you have now?  
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4.4 Intellectual wellness 

There were no proxy measures for intellectual wellness for post pregnancy in the PRAMS 

dataset. 

4.5 Occupational wellness 

One of the most critical indicators during post pregnancy wellness is the availability of 

paid leave or the ability to take time off under the Family Medical Leave Act.  

Occupational wellness proxy measures such as parental leave policies provide 

economic support for those with young children.  Research on the health impact of 

parental leave policies unequivocally suggests that such policies benefit maternal and 

child health as they contribute to fewer low birthweight babies, fewer infant deaths, 

higher rates of breastfeeding, longer parental lifespan, improved mental health, and 

long-term positive impacts on children.34  In addition, parental leave policies promote 

gender equity in the labor market and at home and increased parental involvement 

that promotes critical growth and development in early childhood, resulting in 

significant long-term impacts.35  Despite the demonstrated impact of parental leave, 

according to Organization for Economic Cooperation and Development (OECD):  

“The United States is the only country in the OECD that does not offer paid 

maternity leave at the national level, and one of nine OECD countries that does 

not have a paid leave entitlement reserved for fathers. Furthermore, only about 

60% of American workers are eligible for twelve weeks of unpaid employment 

protection around childbirth (see: Adema, Clarke, & Frey, 2015, p. 3).” 

There were no proxy measures for occupational wellness for post pregnancy in the 

PRAMS dataset. 

4.6 Physical wellness 

Part of physical wellness during postpartum is being able to recover and heal from 

childbirth.  The mode of delivery (i.e., vaginal or cesarean) can differentially affect 

recovery and the associated morbidities can also affect physical wellness.  Since 

PRAMS data are linked with vital statistics data that contain information on the mode of 

delivery, these measures were used to gauge one element of physical wellness.   

Figure 70 displays the prevalence of vaginal, primary, and repeat cesareans in 

Delaware during 2012-2019. In Delaware during 2012-2019, the prevalence of vaginal 

deliveries remained relatively stable and increased by two percentage points from 

64.0% (95%CI: 60.9-67.2) in 2012 to 66.8% (95%CI: 63.5-70.1) in 2019.  Except for 2017 and 

2019, the prevalence of primary cesarean rates was also relatively stable. One in five 

 
34Burtle A, Bezruchka S. Population health and paid parental leave: What the United States can 

learn from two decades of research. Healthcare (Basel, Switzerland), 2016; 4(2), 30. 

doi:10.3390/healthcare4020030 
35Kamerman SB, Moss P, 1945, ProQuest (Firm). The Politics of Parental Leave Policies: Children, 

Parenting, Gender and the Labour Market. Bristol: Policy Press; 2009; 2010. 
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deliveries in 2019 (19.9%; 95%CI: 17.2-22.7) were primary cesareans, similarly, over one in 

ten deliveries in 2019 (11.7%; 95%CI: 9.5-14.0) were repeat cesareans. 

Figure 70. Percentage of women with vaginal, primary, and repeat cesareans,  

Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

 

Table 11 provides an overview of vaginal (including vaginal deliveries after cesarean) 

and cesarean deliveries (primary and repeat combined) by age, education, income, 

race and ethnicity, and county of residence. Based on PRAMS data, cesarean rates 

have generally fluctuated around 30%  between 2012 and 2019 and approximately 

one in every three births are typically cesarean births. The prevalence of cesarean 

deliveries increased with maternal age, as it is one of the key risk factors. For instance, 

the percentage of cesareans among women less than 20 years of age was 17.8% 

(95%CI: 13.6-22.1), followed by 23.3% (95%CI: 20.9-25.7) among women 20-24 years of 

age, 31.3% (95%CI: 29.8-32.8) among women 25-34 years of age, and 42.6% (95%CI: 

39.7-45.4) among women 35 and older. A similar pattern was evident with level of 

education as the percentage of women with 12 or more years of schooling had higher 

prevalence of cesarean deliveries (32.7%; 95%CI: 31.2-34.7) while those with less than 12 

years of schooling had the lowest prevalence (26.0%; 95%CI: 23.3-28.7).  With regards to 
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income, the percentage of women who had a cesarean delivery was highest among 

women with annual household incomes $40,001-$65,000 (34.0%; 95%CI: 30.5-37.4). 

Percentage of cesarean deliveries was lowest among Hispanic women (27.8%; 95%CI: 

25.1-30.6). There were no significant differences by county of residence. 

Table 11.  Characteristics of women with vaginal and cesarean mode of delivery,  

Delaware, 2012-2019 

  
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Vaginal deliveries include vaginal deliveries after a cesarean 
†Cesarean deliveries include primary and repeat caesareans. 
§Unweighted sample size (N) with standard errors (SE). 
¶Weighted percent with 95% confidence intervals (CI). 

**Other races include American Indians/Alaska Natives, Asians (non-Hispanic), Native Hawaiian/Pacific Islander, and two 

or more races. 

 

In addition to mode of delivery, PRAMS also asks respondents on their current smoking 

status as “Yes” or “No”, which is prepopulated and based on the question “How many 

cigarettes do you smoke on an average day now?...A pack has 20 cigarettes” with 

response options: 1) 41 cigarettes or more; 2) 21 to 40 cigarettes; 3) 11 to 20 cigarettes; 

4) 6 to 10 cigarettes; 5) 1 to 5 cigarettes; 6) Less than 1 cigarette; and 7) I don’t smoke 

N (SE)§ Percent (95%CI)¶ N (SE)§ Percent (95%CI)¶

Age (in years)

<20 283 (2.2) 82.2 (77.9-86.4) 75 (2.2) 17.8 (13.6-22.1)

20-24 1047 (1.2) 76.7 (74.3-79.1) 377 (1.2) 23.3 (20.9-25.7)

25-34 2906 (0.7) 68.7 (67.2-70.2) 1497 (0.7) 31.3 (29.8-32.8)

35 years and older 735 (1.5) 57.4 (54.6-60.3) 602 (1.5) 42.6 (39.7-45.4)

Education (years of schooling)

<12 832 (1.4) 74.0 (71.3-76.7) 341 (1.4) 26.0 (23.3-28.7)

12 1264 (1.1) 70.3 (68.0-72.5) 642 (1.1) 29.7 (27.5-32.0)

>12 2849 (0.8) 67.3 (65.9-68.8) 1558 (0.8) 32.7 (31.2-34.1)

Annual household income

<$25,000 1876 (0.9) 70.9 (69.1-72.8) 931 (0.9) 29.1 (27.2-30.9)

$25,001-$40,000 679 (1.6) 70.0 (67.0-73.1) 338 (1.6) 30.0 (26.9-33.0)

$40,001-$65,000 534 (1.7) 66.0 (62.6-69.5) 307 (1.7) 34.0 (30.5-37.4)

$65,001-$80,000 371 (2.1) 66.5 (62.4-70.5) 212 (2.1) 33.5 (29.5-37.6)

>$80,000 1140 (1.2) 67.3 (65.0-69.6) 615 (1.2) 32.7 (30.4-35.0)

Race and ethnicity

White non-Hispanic 2659 (0.8) 69.7 (68.2-71.2) 1330 (0.8) 30.3 (28.8-31.8)

Black non-Hispanic 1147 (1.2) 66.8 (64.4-69.2) 677 (1.2) 33.2 (30.8-35.6)

Hispanic 767 (1.4) 72.2 (69.4-74.9) 340 (1.4) 27.8 (25.1-30.6)

Other non-Hispanic** 386 (2.1) 67.5 (63.4-71.6) 201 (2.1) 32.5 (28.4-36.6)

County of residence

Kent County 1043 (1.2) 69.1 (66.7-71.6) 552 (1.2) 30.9 (28.4-33.3)

New Castle County 2913 (0.7) 69.4 (68.0-70.9) 1462 (0.7) 30.6 (29.1-32.0)

Sussex County 1015 (1.3) 68.6 (66.1-71.1) 537 (1.3) 31.4 (28.9-33.9)

Respondent characteristics

2012-2019

Vaginal delivery* Cesarean delivery†
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now.  Figure 71 displays the percent of women who were smoking after pregnancy at 

the time of the survey. It is evident from Figure 71 that the prevalence of smoking after 

pregnancy declined during 2012-2019. The percentage of women who indicated 

smoking after pregnancy declined six percentage points from 18.6% (95%CI: 16.0-21.1) 

in 2012 to 12.4% (95%CI: 10.1-14.7) in 2019.  

Figure 71. Percentage of women who were smoking after pregnancy*, Delaware, 2012-

2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Prepopulated PRAMS smoking now “Yes” and “No”  
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Table 12 provides the characteristics of smokers by age, education, income, race and 

ethnicity, and county of residence. In Delaware in 2012-2019, the prevalence of 

smoking was higher in younger women, women with low levels of educations, and 

lower annual household incomes. The percentage of women who smoked after 

pregnancy was 19.5% (95%CI: 17.3-21.7) among women 20-24 years of age, 16.4% 

(95%CI: 12.4-20.5) among women less than 20 years of age, 13.7% (95%CI: 12.6-14.8) 

among women 25-34 years of age and 10.0% (95%CI: 8.2-11.7) among women 35 and 

older.  

Table 12.  Characteristics of women who indicated smoking after pregnancy,  

Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Prepopulated PRAMS smoking now “Yes” and “No” 
†Unweighted sample size (N) with standard errors (SE). 
§Weighted percent with 95% confidence intervals (CI). 
¶Other races include American Indian/Alaska Native, Asian (non-Hispanic), Native Hawaiian/Pacific Islander, and two or 

more races. 

 

N (SE)† Percent (95%CI)§ N (SE)† Percent (95%CI)§

Age (in years)

<20 68 (2.1) 16.4 (12.4-20.5) 284 (2.1) 83.6 (79.5-87.6)

20-24 303 (1.1) 19.5 (17.3-21.7) 1103 (1.1) 80.5 (78.3-82.7)

25-34 652 (0.6) 13.7 (12.6-14.8) 3703 (0.6) 86.3 (85.2-87.4)

35 years and older 149 (0.9) 10.0 (8.2-11.7) 1172 (0.9) 90.0 (88.3-91.8)

Education (years of schooling)

<12 286 (1.3) 22.6 (20-25.3) 866 (1.3) 77.4 (74.7-80.0)

12 506 (1.1) 24.4 (22.3-26.6) 1371 (1.1) 75.6 (73.4-77.7)

>12 377 (0.4) 7.8 (6.9-8.6) 3993 (0.4) 92.2 (91.4-93.1)

Annual household income

<$25,000 808 (0.9) 26.4 (24.6-28.1) 1973 (0.9) 73.6 (71.9-75.4)

$25,001-$40,000 160 (1.2) 14.2 (11.9-16.5) 850 (1.2) 85.8 (83.5-88.1)

$40,001-$65,000 79 (1.1) 9.3 (7.2-11.5) 754 (1.1) 90.7 (88.5-92.8)

$65,001-$80,000 34 (1.0) 5.3 (3.4-7.2) 545 (1.0) 94.7 (92.8-96.6)

>$80,000 46 (0.4) 2.5 (1.7-3.2) 1702 (0.4) 97.5 (96.8-98.3)

Race and ethnicity

White non-Hispanic 756 (0.6) 17.4 (16.1-18.6) 3201 (0.6) 82.6 (81.4-83.9)

Black non-Hispanic 320 (1.0) 16.6 (14.7-18.6) 1476 (1.0) 83.4 (81.4-85.3)

Hispanic 65 (0.7) 5.2 (3.9-6.6) 1022 (0.7) 94.8 (93.4-96.1)

Other non-Hispanic¶ 29 (1.0) 4.8 (2.9-6.8) 550 (1.0) 95.2 (93.2-97.1)

County of residence

Kent County 283 (1.0) 17.0 (15.0-19.0) 1298 (1.0) 83.0 (81.0-85.0)

New Castle County 616 (0.6) 13.1 (12.0-14.2) 3705 (0.6) 86.9 (85.8-88.0)

Sussex County 273 (1.0) 15.3 (13.4-17.2) 1259 (1.0) 84.7 (82.8-86.6)

Respondent characteristics

2012-2019

Smoking after pregnancy* Not smoking
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Slightly over one in five women with 12 or less years of schooling indicated smoking after 

pregnancy. For instance, 24.4% (95%CI: 22.3-26.6) of women with 12 years of schooling 

indicated smoking after pregnancy as compared to 7.8% (95%CI: 6.9-8.6) of women 

with more than 12 years of schooling. Similarly, one in four women with annual 

household incomes less than $25,000 indicated smoking after pregnancy (26.4%; 95%CI: 

24.6-28.1) and only 9.3% (95%CI: 7.2-11.5) of women with incomes between $40,001-

$65,000 indicated smoking after pregnancy.  

With regards to race and ethnicity, the percentage of women who indicated smoking 

was 17.4% (95%CI: 16.1-19.0) among White (non-Hispanic) women, followed by 16.6% 

(95%CI: 14.7-18.6) among Black (non-Hispanic women. In contrast, 5.2% (95%CI: 3.9-6.6) 

of Hispanic women and 4.8% (95%CI: 2.9-6.8) women of other races that include 

American Indian/Alaska Native, Asian (non-Hispanic), Native Hawaiian/Pacific Islander, 

and two or more races.  

New Castle County had the lowest prevalence of women who indicated smoking after 

pregnancy (13.1%; 95%CI: 12.0-14.2) while Kent County had the highest prevalence of 

women who indicated smoking (17.0%; 95%CI: 15.0-19.0).  

In addition to mode of delivery and smoking after pregnancy, decisions surrounding 

postpartum contraception are most critical to a woman’s health.  This is because 

improper choice of contraception can lead to mistimed and/or unintended pregnancy 

during postpartum, resulting in short inter-pregnancy intervals (IPI).  Short IPIs are 

associated with poor birth outcomes such as low birth weight, preterm birth, growth 

restriction, and neonatal mortality, a major component of infant mortality.36,37,38  PRAMS 

contains information on postpartum reproductive behavior and choice of 

contraception through three questions: 1) Are you or your husband or partner doing 

anything now to keep from getting pregnant? Some things people do to keep from 

getting pregnant include using birth control pills, condoms, withdrawal, or natural family 

planning.  2) What are your reasons or your husband’s or partner’s reasons for not doing 

anything to keep from getting pregnant now? 3) What kind of birth control are you or 

your husband or partner using now to keep from getting pregnant?   

Figure 72 provides prevalence estimates of the most effective contraceptive methods 

(i.e., sterilization, contraceptive implants, intrauterine devices or systems (IUD/IUS)), 

moderately effective methods (i.e., injectables, oral pills, patch, ring, or diaphragm), 

least effective (condoms, rhythm, or withdrawal) and no method of contraception.   

 

 
36Zhu BP, Rolfs RT, Nangle BE, Horan JM. Effect of the interval between pregnancies on perinatal 

outcomes. N Engl J Med. 1999; 340:589. 
37Conde-Agudelo A, Rosas-Bermudez A, Kafury-Goeta, AC. Birth spacing and risk of adverse 

perinatal outcomes: A meta-analysis. JAMA, 2006; 295(15), 1809–1823. 

doi:10.1001/jama.295.15.1809. 
38Hussaini, K.S., Ritenour, D. & Coonrod, D.V. Interpregnancy Intervals and the Risk for Infant 

Mortality: A Case Control Study of Arizona Infants 2003–2007. Matern Child Health J 2013;17: 646. 

doi:10.1007/s10995-012-1041-8 
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Figure 72. Percentage of women with different methods of contraception*, after 

pregnancy, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

* What kind of birth control are you or your husband or partner using now to keep from getting pregnant?   

 

There was a 10-percentage point increase in most effective methods of contraception 

from 21.7% (95%CI: 19.0-24.5) in 2012 to 31.9% (95%CI: 28.4-35.3) in 2018 and the 2019 

prevalence declined by three percentage points (28.8%; 95%CI: 25.6-32.0). During 2012-

2019, both moderate and least effective methods of contraception declined. 

Moderately effective methods declined from 34.0% (95%CI: 30.8-37.1) in 2012 to 27.3% 

(95%CI: 24.0-30.5) in 2019, while least effective methods declined from 27.5% (95%CI: 

24.6-30.4) in 2012 to 21.9% (95%CI: 19.0-24.8) in 2019. In contrast, no method increased 

about six percentage points from 16.8% (95%CI: 14.3-19.3) in 2012 to 22.1% (95%CI: 19.1-

25.0) in 2019. Table 13 displays the postpartum contraceptive choices of women 

stratified by age, education, income, race and ethnicity, and county of residence.
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Table 13.  Characteristics of women with different methods of contraception, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Most effective (i.e., sterilization, contraceptive implants, intrauterine devices or systems (IUD/IUS)),  
†Moderately effective (i.e., injectables, oral pills, patch, ring, or diaphragm),  
§Least effective (condoms, rhythm, or withdrawal)  
¶No method of contraception 
**Unweighted sample size (N) with standard errors (SE). 
††Weighted percent with 95% confidence intervals (CI). 
§§Other races include American Indian/Alaska Native, Asian (non-Hispanic), Native Hawaiian/Pacific Islander, and two or more races. 

N (SE)** Percent (95%CI)†† N (SE)** Percent (95%CI)†† N (SE)** Percent (95%CI)†† N (SE)** Percent (95%CI)††

Age (in years)

<20 69 (2.4) 21.0 (16.3-25.7) 174 (2.9) 48.7 (43.0-54.4) 43 (1.8) 11.6 (8.0-15.2) 66 (2.3) 18.7 (14.2-23.1)

20-24 333 (1.3) 25.0 (22.5-27.5) 510 (1.4) 35.1 (32.4-37.9) 267 (1.1) 18.7 (16.5-20.9) 289 (1.2) 21.2 (18.9-23.6)

25-34 1133 (0.7) 26.2 (24.8-27.7) 1267 (0.8) 29.2 (27.8-30.7) 1070 (0.7) 24.7 (23.3-26.1) 863 (0.7) 19.8 (18.5-21.1)

35 years and older 434 (1.4) 32.6 (29.9-35.4) 246 (1.2) 18.7 (16.4-21.0) 323 (1.3) 25.5 (22.9-28.1) 309 (1.3) 23.1 (20.7-25.6)

Education (years of schooling)

<12 325 (1.5) 28.5 (25.6-31.3) 335 (1.5) 29.9 (27.0-32.8) 242 (1.3) 21.3 (18.8-23.9) 242 (1.3) 20.3 (17.8-22.8)

12 538 (1.1) 28.2 (25.9-30.4) 619 (1.2) 33.7 (31.3-36.1) 350 (1.0) 17.8 (15.9-19.7) 365 (1.0) 20.3 (18.3-22.4)

>12 1098 (0.7) 25.6 (24.2-27.0) 1230 (0.7) 28.0 (26.5-29.4) 1105 (0.7) 25.7 (24.3-27.0) 912 (0.7) 20.8 (19.5-22.0)

Annual household income

<$25,000 778 (0.9) 27.7 (25.9-29.5) 960 (1.0) 34.8 (32.8-36.7) 473 (0.8) 16.7 (15.2-18.2) 571 (0.9) 20.8 (19.2-22.5)

$25,001-$40,000 286 (1.6) 28.3 (25.2-31.3) 292 (1.6) 29.0 (25.9-32.1) 228 (1.4) 22.1 (19.4-24.9) 206 (1.4) 20.6 (17.9-23.3)

$40,001-$65,000 224 (1.7) 27.2 (24.0-30.5) 217 (1.6) 25.6 (22.4-28.8) 235 (1.7) 27.8 (24.5-31.0) 157 (1.5) 19.4 (16.5-22.3)

$65,001-$80,000 145 (1.9) 25.4 (21.6-29.2) 163 (2.0) 28.1 (24.2-32.0) 146 (1.9) 25.0 (21.3-28.8) 122 (1.8) 21.5 (17.9-25.1)

>$80,000 409 (1.1) 23.7 (21.6-25.9) 434 (1.1) 24.8 (22.6-26.9) 512 (1.2) 30.2 (27.9-32.5) 385 (1.0) 21.3 (19.2-23.3)

Race and ethnicity

White non-Hispanic 996 (0.7) 25.0 (23.6-26.5) 1195 (0.8) 30.5 (28.9-32.0) 980 (0.7) 24.8 (23.4-26.3) 766 (0.7) 19.7 (18.4-21.0)

Black non-Hispanic 492 (1.2) 28.0 (25.6-30.3) 624 (1.3) 34.9 (32.4-37.4) 277 (1.0) 15.4 (13.5-17.3) 394 (1.1) 21.7 (19.6-23.9)

Hispanic 368 (1.5) 34.1 (31.1-37.2) 284 (1.4) 26.1 (23.3-28.9) 257 (1.4) 23.9 (21.2-26.6) 175 (1.2) 15.9 (13.6-18.3)

Other non-Hispanic§§ 107 (1.8) 19.1 (15.6-22.7) 92 (1.7) 16.0 (12.7-19.4) 183 (2.1) 32.0 (27.8-36.1) 191 (2.1) 32.9 (28.7-37.1)

County of residence

Kent County 427 (1.2) 26.7 (24.3-29.1) 471 (1.3) 30.5 (28.0-33.0) 340 (1.1) 20.5 (18.4-22.7) 335 (1.2) 22.3 (20.0-24.5)

New Castle County 1113 (0.7) 25.9 (24.5-27.3) 1286 (0.8) 30.3 (28.8-31.8) 1015 (0.7) 23.7 (22.4-25.1) 893 (0.7) 20.1 (18.8-21.4)

Sussex County 429 (1.3) 29.1 (26.6-31.5) 440 (1.2) 27.6 (25.1-30.0) 348 (1.2) 23.1 (20.8-25.4) 299 (1.1) 20.3 (18.1-22.5)

Respondent characteristics

2012-2019

Most effective* Moderately effective† Least effective§ No method¶
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Methods of contraception following birth varied by maternal age, education, income, 

race and ethnicity, and county of residence. Use of most effective methods of 

contraception increased with maternal age. The percentage of women using the most 

effective methods of contraception was 35.6% (95%CI: 29.9-35.4) among women 35 

and older as compared to 25.0% (95%CI: 22.5-27.5) among women 20-25 years of age. 

The prevalence of most effective methods of contraception was 25.6% (95%CI: 24.2-

27.0) among women with more than 12 years of schooling as compared to 28.5% 

(95%CI: 25.6-31.3) among women with less than 12 years of schooling. Similarly, the 

prevalence of most effective methods of contraception was 23.7% (95%CI: 21.6-25.9) 

among women with an annual household income greater than $80,000 as compared 

to 28.3% (95%CI: 25.2-31.3) among women with household incomes between $25,001 

and $40,000. Slightly over one in three Hispanic women indicated using effective 

methods of contraception (34.1%; 95%CI: 31.1-37.2), followed by Black (non-Hispanic) 

women (28.0%; 95%CI: 25.6-30.3), White (non-Hispanic) women (25.0%; 95%CI: 23.6-26.5), 

and other races that include American Indian/Alaska Native, Asian (non-Hispanic), 

Native Hawaiian/Pacific Islander, and two or more races (19.1%; 95%CI: 15.6-22.7).   

4.7 Social wellness 

Social wellness during postpartum is an important aspect as it assists the mother with 

recovery and healing after childbirth.  Evidence suggests that social support provides a 

major buffer against postpartum depression as it also facilitates physical and emotional 

well-being.39 While PRAMS data contain some proxy measures for social wellness during 

pregnancy, there were no measures available during postpartum.  

4.8 Spiritual wellness 

Similar to social wellness, spiritual wellness during postpartum enhances the mother’s 

well-being.  One study found an association between religious attendance and less 

risky behaviors among a nationwide sample of pregnant and postpartum women.40 

Another study found that in conjunction with social support, religiosity/spirituality was 

inversely associated with postpartum depression.41 In another study of low-income Black 

women, religiosity and/or spirituality predicted lower levels of depressive symptoms.42 

PRAMS data contain no measures for the postpartum period. 

 

 
39 Negron R, Martin A, Almog M, Balbierz A, Howell EA. Social Support During the Postpartum 

Period: Women’ Views on Needs, Expectations, and Mobilization of Support. Maternal and Child 

Health Journal. 2013;17:616-623. 
40 Page RL, Ellison CG, Lee J. Does religiosity affect health risk behaviors in pregnant and 

postpartum women? Maternal and Child Health Journal. 2009;13:621-632. 
41 Clements AD, Fletcher TR, Childress LD, Montgomery RA, Bailey BA. Social support, religious 

commitment, and depressive symptoms in pregnant and postpartum women. Journal of 

Reproductive and Infant Psychology. 2016;34:247-259. 
42 Cheadle ACD, Dunkel Schetter C, Gaines Lanzi R, et al. Spiritual and Religious Resources in 

African American Women: Protection From Depressive Symptoms After Childbirth. Clinical 

Psychological Science. 2015;3:283-291. 
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INFANT HEALTH OUTCOMES 

As PRAMS data are derived from the birth certificate data, it contains several measures 

on infant health outcomes.  Two such outcomes that are associated with morbidity and 

mortality are infants with low birth weight (<2,500 grams) and preterm birth (<37 weeks 

gestation). Figure 73 provides PRAMS prevalence estimates for low birth weight and 

preterm births as well as the population estimates from birth certificate (BC) data. 

Figure 72. Percentage low birth weight and premature infants, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 
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While there was not much variation in PRAMS and birth certificate data with regard to 

low birth weight, there were noticeable differences (i.e., about two percentage points) 

in preterm births during 2012-2019.  The prevalence of low birth weight in 2019 was 8.6% 

(95%CI: 8.3-8.9) as per PRAMS data, while the percent of low birth weight was 9.4% in 

2019 as per birth certificate data. Similarly, the prevalence of preterm births in 2019 was 

9.8% (95%CI: 8.3-11.4) as per PRAMS data, while the percent of preterm births was 10.7% 

in 2019 as per birth certificate data. Irrespective of the source of data, approximately 

one in 10 infants in Delaware were either low birth weight or premature. 

Table 14. Prevalence Estimates of Infant Health Outcomes in Delaware PRAMS, 2012-2015 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Low birth weight is <2,500 grams. 
†Preterm birth is <37 weeks of gestation. 
§Unweighted sample size (N) with standard errors (SE). 
¶Weighted percent with 95% confidence intervals (CI). 

**Other races include American Indians/Alaska Natives, Asians (non-Hispanic), Native Hawaiian/Pacific Islander, and two 

or more races. 

 

N (SE)§ Percent (95%CI)¶ N (SE)§ Percent (95%CI)¶

Age (in years)

<20 92 (0.9) 8.6 (6.8-10.5) 70 (1.4) 9.2 (6.5-11.9)

20-24 391 (0.5) 9.1 (8.2-10.0) 295 (0.6) 9.4 (8.1-10.6)

25-34 1027 (0.2) 7.5 (7.1-7.8) 833 (0.4) 8.7 (8.0-9.4)

35 years and older 361 (0.5) 8.9 (8.0-9.8) 296 (0.7) 9.9 (8.5-11.2)

Education (years of schooling)

<12 305 (0.5) 9.0 (8.0-10.0) 220 (0.7) 9.0 (7.6-10.5)

12 594 (0.4) 11.0 (10.1-11.8) 468 (0.6) 11.3 (10.1-12.4)

>12 957 (0.2) 6.5 (6.2-6.8) 793 (0.3) 8.0 (7.4-8.7)

Annual household income

<$25,000 872 (0.3) 10.7 (10.2-11.3) 671 (0.5) 11.3 (10.3-12.3)

$25,001-$40,000 267 (0.5) 8.6 (7.5-9.6) 220 (0.9) 10.5 (8.8-12.2)

$40,001-$65,000 176 (0.5) 6.6 (5.6-7.5) 143 (0.7) 7.3 (5.9-8.7)

$65,001-$80,000 111 (0.5) 5.6 (4.5-6.6) 94 (0.9) 7.0 (5.3-8.8)

>$80,000 332 (0.3) 5.5 (4.9-6.1) 289 (0.5) 7.0 (6.0-8.0)

Race and ethnicity

White non-Hispanic 838 (0.2) 6.5 (6.1-6.8) 708 (0.4) 8.0 (7.3-8.7)

Black non-Hispanic 655 (0.5) 12.6 (11.6-13.5) 474 (0.6) 11.3 (10.1-12.5)

Hispanic 217 (0.4) 6.2 (5.4-7.0) 190 (0.7) 8.5 (7.0-9.9)

Other non-Hispanic** 156 (0.7) 8.4 (7.0-9.7) 117 (1.1) 9.6 (7.5-11.8)

County of residence

Kent County 420 (0.4) 8.5 (7.7-9.3) 339 (0.7) 9.9 (8.6-11.2)

New Castle County 1082 (0.2) 8.0 (7.7-8.4) 863 (0.3) 8.8 (8.1-9.5)

Sussex County 369 (0.4) 7.9 (7.2-8.7) 292 (0.6) 8.8 (7.6-10.0)

Respondent characteristics

2012-2019

Low birth weight* Preterm birth†
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Age, education, income, race and ethnicity were associated with low birth weight. 

Prevalence of low birth weight was highest among women who were 20-24 years of 

age 9.1% (95%CI: 8.2-10.0) followed by women 35 and older 8.9% (95%CI: 8.0-9.8). 

Prevalence of low birth weight was also higher among women with lower levels of 

education and income.  The prevalence was 11.0% (95%CI: 10.1-11.8) among women 

with 12 years of schooling as compared to 6.5% (95%CI: 6.2-6.8) among women with 

more than 12 years of schooling.  Similarly, the prevalence of low birth weight was 10.7% 

(95%CI: 10.2-11.3) among women with an annual household income less than $25,000, 

followed by 8.6% (95%cI: 7.5-9.6) among women with an annual household income 

between $25,001 and $40,000, 6.6% (95%CI: 5.6-7.5) among women with household 

incomes between $40,001 and $65,000, 5.6% (95%CI: 4.5-6.6) among women with 

household incomes between $65,001 and $80,000 and 5.5% (95%CI: 4.9-6.1) among 

women with incomes greater than $80,000.  With regards to race and ethnicity, Black 

(non-Hispanic) women had the highest prevalence of low birth weight at 12.6% (95%CI: 

11.-13.5), followed by other races that include American Indian/Alaska Native, Asian 

(non-Hispanic), Native Hawaiian/Pacific Islander, and two or more races at 8.4% (7.0-

9.7).  

Education, income, race, and ethnicity were associated with preterm birth. The 

prevalence of preterm birth was higher among women with low levels of education, 

and annual household incomes, and who were either Black (non-Hispanic), or in the 

“other races” category. For instance, the prevalence of preterm birth was 11.3% (95%CI: 

10.1-12.4) among women with 12 years of schooling, followed by 9.0% (95%CI: 7.6-10.5) 

among women with less than 12 years of schooling. Similarly, the prevalence of preterm 

birth was 11.3% (95%CI: 10.3-12.3) among women with an annual household income less 

than $25,000, followed by 10.5% (95%CI: 8.8-12.2) among women with household 

incomes between $25,001 and $40,000.  The prevalence of preterm birth was 7.0% 

(95%CI: 6.0-8.0) among women with household incomes greater than $80,000. The 

prevalence of preterm births was 11.3% (95%CI: 10.1-12.5) among Black (non-Hispanic) 

women, followed by 9.6% (95%CI: 7.5-11.8) among other races.  

Figure 73 displays birth outcomes by prepregnancy emotional wellness indicators (i.e., 

had depression, exposed to AMEs), and prepregnancy physical wellness indicators (i.e., 

chronic conditions, prepregnancy BMI, dental hygiene alcohol use, cigarette use, and 

prescription medications).   

Prevalence of low birth weight was higher among women with depression before 

pregnancy (12.6%; 95%CI: 11.2-13.9) as compared to those without depression (7.5%; 

95%CI: 7.3-7.7). Similarly, prevalence of preterm birth was higher among women with 

depression (13.5%; 95%CI: 11.6-15.4) as compared to those without depression (8.4%; 

95%CI: 7.9-8.9). Prevalence of low birth weight was higher among women exposed to 

AMEs before pregnancy (10.2%; 95%CI: 9.0-11.5) as compared to women who were not 

exposed to AMEs (7.8%; 95%CI: 7.7-8.0). Similarly, the prevalence of preterm birth was 

higher among women exposed to AMEs (12.0%; 95%CI: 10.14.1) as compared to 

women who were not exposed (8.7%; 95%CI: 8.1-9.2).  
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Figure 73. Percentage of infants who were low birth weight or premature, stratified by 

prepregnancy wellness indicators*, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Prepregnancy wellness indicators include emotional wellness indicators and physical wellness indicators. Emotional 

wellness indicators include: Had Depression “Before you got pregnant with your new baby, did a doctor, nurse, or other 

health care worker tell you that you had any of the following health conditions? ... depression” and Adverse maternal 

Experiences (AMEs) such as… 1. A close family member was very sick and had to go into the hospital;  2. I got separated 

or divorced from my husband or partner; 3. I moved to a new address; 4. I was homeless or had to sleep outside, in a 

car, or in a shelter;  5. My husband or partner lost his job;  6. I lost my job even though I wanted to go on working; 7. My 

husband, partner, or I had a cut in work hours or pay;  8. I was apart from my husband or partner due to military 

deployment or extended work-related travel; 9. I argued with my husband or partner more than usual; 10. My husband 

or partner said he didn’t want me to be pregnant; 11. I had problems paying the rent, mortgage, or other bills; 12. My 

husband, partner, or I went to jail; 13. Someone very close to me had a problem with drinking or drugs; 14. Someone very 

close to me died; 15. During the 12 months before you got pregnant with your new baby, did your husband or partner 

push, hit, slap, kick, choke, or physically hurt you in any other way?.”  Physical wellness indicators include: chronic 

conditions (visiting health care worker and/or being checked for diabetes, high blood pressure, being diagnosed with 

diabetes, high blood pressure, having asthma, anemia, and/or thyroid problems 3 months before getting pregnant), 

prepregnancy body mass index (kg/m2), visiting a dentist before pregnancy for having their teeth cleaned, drinking 

three months before pregnancy, smoking three months before pregnancy, regularly taking prescription medications 

other than birth control before pregnancy. 

 



 

128 
 
 Delaware Department of Health and Social Services, Division of Public Health          August 2021 

Pregnancy Risk Assessment Monitoring System (PRAMS) Consolidated Report – 2012-2019 

The prevalence of low birth weight was higher among women with two or more chronic 

conditions (12.0%; 95%CI: 10.7-13.4) as compared to those with one chronic condition 

(9.2%; 95%CI: 8.5-9.8) and without chronic conditions (6.7%; 95%CI: 6.3-7.0). Similarly, 

prevalence of preterm birth was higher among women with two or more chronic 

conditions (12.8%; 95%CI: 11.0-14.6) as compared to those with one chronic condition 

(10.5%; 95%CI: 9.4-11.6) and without chronic conditions (7.5%; 95%CI: 6.8-8.1). 

Prevalence of low birth weight and preterm birth were similar among women who were 

overweight/obese as compared to those who were underweight/normal weight. With 

regards to dental hygiene, the prevalence of low birth weight and preterm birth were 

also higher among women without dental hygiene as compared to those with dental 

hygiene. For instance, the prevalence of low birth weight among women without 

dental hygiene was (9.1%; 95%CI: 8.7-9.5) as compared to women with dental hygiene 

(6.8%; 95%CI: 6.4-7.2). Similarly, the prevalence of preterm birth among women without 

dental hygiene was (10.0%; 95%CI: 9.1-11.0) as compared to women with dental 

hygiene (7.9%; 7.1-8.6). A recent systematic review and meta-analysis indicated that 

periodontal treatment during pregnancy reduces the risk of perinatal mortality and 

preterm birth and improved preterm birth.43  

Prevalence of low birth weight and preterm birth among women who drank before 

pregnancy as compared to those who did not drink varied but was not statistically 

significant. However, prevalence of low birth weight was higher among women who 

smoked before pregnancy (11.5%; 95%CI: 10.6-12.4) as compared to who did not 

smoke (7.1%; 95%CI: 6.9-7.4). The same pattern was observed for preterm birth as the 

prevalence of preterm birth was higher among women who smoked (11.5%; 95%CI: 

10.2-12.8) as compared to who did not smoke (8.3%; 95%CI: 7.8-8.9). Finally, the 

prevalence of low birth weight was higher among women who regularly took 

prescription medications (10.3%; 95%CI: 9.5-11.1) as compared to those who did not 

(7.5%; 95%CI: 7.2-7.7) and this pattern was observed for preterm birth as well. For 

instance, the prevalence was (11.7%; 95%CI: 10.4-12.9) among women who took 

prescription medications as compared to women who did not take prescription 

medications (8.3%; 95%CI: 7.7-8.9).  

In summary, the prevalence estimates for low birth weight and preterm birth varied by 

prepregnancy emotional and physical wellness indicators. To further assess, which 

prepregnancy wellness indicators were associated with infant outcomes, odds ratios for 

depression, exposure to AMEs, chronic conditions, dental hygiene, smoking, and 

prescription medications were estimated adjusting for sociodemographic 

characteristics. Figure 74 displays the adjusted odds ratios (AOR) for prepregnancy 

wellness indicators. It is evident that women who had depression, those with chronic 

conditions, who smoked cigarettes, and who regularly took prescription medications 

had greater odds of low birth weight and preterm birth. 

 
43 Bi WG, Emami E, Luo ZC, Santamaria C, Wei SQ. Effect of periodontal treatment in pregnancy 

on perinatal outcomes: a systematic review and meta-analysis. J Matern Fetal Neonatal Med. 

2021;34(19):3259-3268. doi:10.1080/14767058.2019.1678142 
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Figure 74. Adjusted odds ratios* for low birth weight and prematurity by prepregnancy 

wellness indicators†, Delaware, 2012-2019 

 
Source: Delaware Department of Health and Social Services, Division of Public Health, PRAMS data, 2012-2019 

*Adjusted for age, education, race and ethnicity, and annual household income. 
†Prepregnancy wellness indicators include emotional wellness indicators and physical wellness indicators. Emotional 

wellness indicators include: Had Depression “Before you got pregnant with your new baby, did a doctor, nurse, or other 

health care worker tell you that you had any of the following health conditions? ... depression” and Adverse maternal 

Experiences (AMEs) such as… 1. A close family member was very sick and had to go into the hospital;  2. I got separated 

or divorced from my husband or partner; 3. I moved to a new address; 4. I was homeless or had to sleep outside, in a 

car, or in a shelter;  5. My husband or partner lost his job;  6. I lost my job even though I wanted to go on working; 7. My 

husband, partner, or I had a cut in work hours or pay;  8. I was apart from my husband or partner due to military 

deployment or extended work-related travel; 9. I argued with my husband or partner more than usual; 10. My husband 

or partner said he didn’t want me to be pregnant; 11. I had problems paying the rent, mortgage, or other bills; 12. My 

husband, partner, or I went to jail; 13. Someone very close to me had a problem with drinking or drugs; 14. Someone very 

close to me died; 15. During the 12 months before you got pregnant with your new baby, did your husband or partner 

push, hit, slap, kick, choke, or physically hurt you in any other way?.”  Physical wellness indicators include: chronic 

conditions (visiting health care worker and/or being checked for diabetes, high blood pressure, being diagnosed with 

diabetes, high blood pressure, having asthma, anemia, and/or thyroid problems 3 months before getting pregnant), 

smoking three months before pregnancy, regularly taking prescription medications other than birth control before 

pregnancy. 
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CONCLUSION 

PRAMS data from 2012-2019 provides a detailed overview of the multiple factors that 

influence health with an underlying SDOH framework.  Wellness as a concept provides 

us with a tool to understand how various dimensions such as emotional, environmental, 

financial, intellectual, occupational, physical, social, and spiritual characteristics 

interact during the life-course vis-à-vis pregnancy and infant health.  Despite the lack of 

measures in every dimension, evidence from PRAMS data underscores the importance 

of pre-pregnancy wellness (before pregnancy), pregnancy wellness (during 

pregnancy) post pregnancy wellness (after pregnancy).  There was some evidence of 

the interplay of prepregnancy and pregnancy wellness dimensions, such as emotional 

and physical wellness, on birth outcomes.  These data can help identify and prioritize 

population-based interventions to maximize gains on reducing maternal and infant 

morbidity and mortality.  
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APPENDIX 

A. DATA SOURCES 

 

The primary data source for this report is the Pregnancy Risk Assessment Monitoring 

System (PRAMS). PRAMS was established in 1987 as part of an Infant Health Initiative 

through Congressional funding to CDC to establish state-based programs. Every month, 

in each participating state, a stratified sample of 100 to 300 women who have recently 

given birth to a live infant is selected from birth certificates. From two to six months after 

delivery, each woman in the sample is sent an explanatory letter that introduces the 

survey.  Data collection lasts for up to 95-days, with most respondents answering the 

survey at 3-4 months postpartum. PRAMS is administered by the Division of Reproductive 

Health, National Center for Chronic Disease Prevention and Health Promotion, CDC. 

PRAMS operates through cooperative agreements between CDC and states that have 

been awarded competitive grants. PRAMS surveillance currently covers about 78% of 

all U.S. births. Delaware PRAMS was established in 2006 and has continually collected 

data  on a variety of topics using a standard protocol. It is a dual-mode survey 

(telephone and hard copy), which utilizes a stratified sample of women who have had 

a recent live birth from the birth certificate records.  The latest available Delaware 

PRAMS is 2019 data. 

 

Census data and population estimates, where applicable, were also used using 

American Fact Finder 

http://factfinder.census.gov/faces/nav/jsf/pages/searchresults.xhtml?refresh=t  

 

B.  METHODS 

Since PRAMS has a complex survey sampling design with a random probability sample, 

it requires specific analysis techniques to make proper inferences. All analyses were 

conducted utilizing appropriate weight variables as available in the PRAMS codebook. 

When multiple years of data were combined for specific analyses, a new weight 

variable was calculated as recommended by Korn et al.44   

 
44 Korn EL, Graubard BI. Analysis of Health Surveys, John Wiley and Sons; 1999. 

http://factfinder.census.gov/faces/nav/jsf/pages/searchresults.xhtml?refresh=t

