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Abstract: In this study, the relation of white-collar
work on the outcomes of low-risk pregnancies was
investigated, The medical records of 300 primiparous
women whose pregnancy outcomes were known
were selected sequentially from prenatal care log
bocks over a 6-month petiod in three private, group
obstetric practices in a university community. The
majority of these women worked outside the home
and included 220 white-collar workers (73 percent)
and 28 blue-collar workers (9 percent). Thirty-four
women {11 percent) were homemakers, Within this
sample, 197 women {66 percent) met the selection
criteria for low-risk pregnancies based on known so-

Women's participation in the work force has
increased dramatically over the last 2 decades.
In 1960, 38 percent of women aged 15 years
and greater were gainfully employed.’ By 1980,
52 percent or more than 40 million American
women were working.? Increasing numbers of
worucn are working into as well as throughout
their pregnancies. The 1980 National Natality
Survey found that 63 percent of married mothers
surveyed were working at some time during the
12 months before delivery.! For women with no
previous children, the figure was 82 percent. De-
spite these large numbers, few studies have cxam-
ined the relations between work and pregnancy
cutcome while controlling adequately for socio-
demographic and concurrent medical risks of the
mothers.

Occupational Classification

To investigate such relations, it is helpful to define
occupational classes. The standard occupationat
classification system issued by the Office of Fed-
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ciodemographic, medical, and health risk factors. Al-
though the sample numbers were small, comparison
of low-risk white-collar workers (n = 141) with low-
risk homemakers (n = 24) showed significant differ-
ences for rates of Cesarean section for failure to prog-
ress {16 percent versus 0 percent, P <X 0.05) and a
summary index of poor delivery and/or infant out-
come (21 percent versus 4 percemt, P << (.05). No
other adverse outcomes were significantly associated
with occupation. This study suggests that increased
pregnancy risks may be associated with white-collar
work in otherwise low-trisk women. (I Am Bd Fam
Pract 1988; 1:167-74.)

eral Statistics, Policy, and Standards has defined 6
summary classes and 13 major groupings.? The
6 classes can be further categorized into white-
collar and blue-collar occupations, White-collar
occupations include: {1} Managerial and Profes-
sional Specialty Occupations; and {2} Technical,
Sales, and Administrative Supportive QOccupa-
tions. Blue-collar occupations include the re-
maining 4 classes: {1) Service Occupations; (2)
Farming, Forestry, and Fishing; (3} Precision, Pro-
duction, Craft, and Repair Occupations; and (4)
Operators, Fabricators, and Laborers. These defi-
nitions are in kecping with those of Makuc and
Lalich.’ While the effect of a few blue-collar job
categories and chemically hazardous occupations
on pregnancy has received some attention in the
jiterature, the majority of women in the United
States are white-collar warkers. The potential
health risks and stress factors characteristic of this
occupational class of women have not been pre-
viously identified in regard 1o pregnancy out-
come.}

Previous Research

Early studies of employment during pregnancy
showed a higher frequency of premature deliv-
ery* and low birth weight® among working
women. McDonald,® however, identified adverse
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outcomes only within a small sample of women
engaged in occupations requiring hecavy work.
While these studies examined many potential risk
factors, they did not control adequately for the
health risk factors generally considered to confer
"low risk.”

Because conflicting results continue to persist
among more recent studies, it may be useful to
look at the effect of work in those women thought
to be low risk. Four of seven large retrospective
studies published since 1980, including groups of
both white- and blue-coliar workers, found ad-
verse effects that included fetal death,” prematur-
ity,® and low birth weight®-'° for employed moth-
ers. The remaining three found either no effect of
employment;'! a positive effect of fewer pre-
mature deliveries for workers;!2 or an overall pos-
itive effect for employed women, with the exception
of premature deliveries clustered among workers
with physically demanding jobs (waork hours > 42
hours per week, primarily standing, travel time
> 30 minutes).'? While these studies controlled for
some health risk factors thought to have an inde-
pendent effect on pregnancy outcomes, no study
used a comprehensive definition of low risk. For
example, none of the studies described use of alco-
hol, trimester of first presertation for prenatal care,
or history of previous spontaneous abortion. Inad-
equate control for low medical risk and occupation-
al status were confounding factors that may under-
lie this series of conflicting results.

Another potential form of confounding in these
studies involved the use of homemakers as the
comparison group to examine adverse outcomes.
Homemakers, as a group, are more frequently at
the extremes of age, are likely 1o have poor obstet-
ric and medicatl histories, seek prenatal care less
often, and are more likely to be recipients of pub-
lic aid.'*-*? The present study has eliminated these
confounding factors by limiting analysis to white-
collar workers and full-time homemakers who
met a comprehensive set of criteria for low risk.

Methods
A retrospective chart review was used to identify
and describe the eccupational and medical char-
acteristics of a presurmed low-risk cbstetric popu-
lation. The study tested the hypothesis that white-
collar work was associated with poorer pregnancy
cutcomes for otherwise low-risk women.

. The medical records of 300 primiparous women
who dclivered between January 1, 1984, and Au-

gust 1, 1984, and whose pregnancy outcomes
were known were selected sequentially from pre-
natal care log books in three small, private, group
obstetric practices in Ann Arbor, Michigan, a uni-
versity community with a population of 110,000.
The physicians in-these practices were board cer-
tified, and infants were delivered at a large, pri-
vate, sccondary care center. These practices were
sclected because of their high proportion of low-
risk pregnancies. In addition, care was provided
at a single hospital with consequent uniformity
in labor and delivery records. The medical rec-
ords were reviewed for the following informa-
tion: {1} maternal characteristics, which included
sociodemographic information, medical histories,
and health habits; and {2) occupational informa-
tion, which covered job title and description, du-
ration of work during pregnancy, and suspected
teratogenic exposure.

Low-Risk Criteria

To investigate the potential effect of occupation on
pregnancy outcome, low-risk cases only were se-
lected from the study population for subsequent
outcome data analysis. A comprehensive, conser-
vative definition of low risk was used. Women
were considered low-risk primiparas if they met
the following criteria: (1) aged 21 to 35 years;
(2) Caucasian; {3) a maximum of two spontane-
ous or therapeutic abortions in the past; (4) pre-
sentation for prenatal care in the first or early sec-
ond trimester; (3} no scricus medical jllnesses
{i.e., diabetes, hypertension, cancer, thyroid dis-
ease, heart disease); {6) nonsmokers or smok-
ing < 1/2 pack per day; (7) no alcohol or alcohol
consumption listed as rare or occasional; {8) no
recreational drug use; (9) married; and {10)
healih insurance other than Medicaid.

Outcome information collected consisted of
the following data: (1) pregnancy information:
pregnancy complications, type of delivery, and
dclivery complications (Cesarcan sections were
recorded as either done for maternal reasons [fail-
ure to progress, cephalopelvic disproportion} or
for fetal reasons {fetal distress or malpresenta-
tion]}; and {2) infant gutcome: Apgar scorces, in-
fant condition, birth weight, and disposition.

Summary Index
To explore any differential effects of work status
between low-risk, white-collar workers and
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homemakers on infant outcome, an a priori sum-
mary index of poor delivery and infant outcome
was used. This outcome variable was created be-
cause of the expected small numbers in any single
outcome category, and it would afford greater
sensitivity in detecting negative pregnancy and in-
fant outcomes than any individual outcome
measure for this population. The index was scored
positive when any one of the following delivery or
infant outcomes occurred: spontaneous abortion,
gestational age < 35 weeks, stillbirth, neonatal
death, birth injury, Apgar 1 minute <5, birth
weight < 2,500 g.

Data Analysis

Maternal subgroups were compared on categori-
cal outcome measures using standard nonpara-
metric chi-square analysis. Continuous outcome
measures were analyzed through Student’s t-tests,

Results

Maternal Characteristics

The demographic characteristics of the total study
population are presented in Table 1. Significant
differences emerged between homemakers and
workers on several sociodemographic and health
history variables before selection for low-risk
pregnancy. There were significantly greater num-
bers of homemakers who were nonwhite and on
Medicaid insurance (maximum likelihood chi-
square, P << 0.05). More white-collar workers
than homemakers reported some alcohol use dur-
ing pregnancy (defined as rare or occasional use
and << 7 drinks per week, P < 0.02}. White-collar
workers also had a higher incidence of previous
spontaneous abortion (maximum likelihood chi-
square, P < 0.05),

Among the 300 women in our sample, 197 (66
percent) met all our selection criteria for low-risk
pregnancies. The demographic characteristics of
low-risk, white-collar workers and full-time
homemakers are presented in Table 2. Among
low-risk women, health habits and obstetrical his-
tory differences between white-collar workers
(WCW) and homemakers (H) were significant
only for smoking < 1/2 pack per day, which was
greater among WCW (maximum likelihood chi-
square, P = 0.05). A similar trend for ingestion
of alcohol during pregnancy was noted among
WCW, where a larger percentage of rare or occa-
sional alcohol usage was found (<X 7 drinks per

Table 1. Maternal Characteristics of the Total Sample.

White-Collar

Maternal Homemakers Workers
Characteristics {n = 34} (= 220)
Number Percent Number Percem
Age
< 21 4 12 10 4.5
21-35 30 88 208 94.5
>335 0 2 I
Race
White 31 91 217 99
Nonwhite 3 g 3 1
Married
Yes 33 97 217 99
No 1 3 3 1
Medicaid
Yes I I 0
Other private 33 97 220 100
insurance
Medical illness
Diabetes Q 1 0.5
Hypertension 0 3 1.4
Hean disease 0 4 2
Cancer 0 1 0.5
Renal disease 0 2 1
Thyroid 1 3 10 4.5
Scizures 0 5 2
Other significant 8 24 54 25
illness
> 30 percent 3 9 17 8
overweight
Health habits
Smoker 4 14 25 13
Smoker = 0 9 3
4 pack/day
Unknown smok- 5 22
ing history
Alcohol 10 345+ 113 54.5
Alcohol > 7 ] 6 3
drinks/week
Unknown alcohol b 27
history
Exercise 3x/week
Yes 1 17
No 1] 8
Information 33 195
missing
Obsteiric/gyn history
Infertility 4 12 29 I3
Past spontancous V] * 19
abortion
Past elective 4 12 14 6
abartion

*P < 0.05 by maximum likelihood chi-square,

%P < 0.02 by chi-square test.
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Table 2. Maternal Characteristics for the
Low-Risk Population.

White-Collar
Homemakers Workers
{n = 24*) {n = 141"

Maternal
Characteristics

Number Percent Number Percent

Heaith habits

Smokers {< V2 0 14 10.8%
pack/day)

Unknown smok- 5 22
ing history

Alcohol (< 7 7 35 70 55
drinks/week)

Unknown alco- 5 27
hol history

Obstetric/gyn history

Infertility 3 12.5 17 121

Past spontaneous 0 9 6.5
abortion

Past elective 0 10 7.2
abortion

*The n for homemakers ranges from 20-24 and for
WCW from 127-141 due to pregnancies ending in
spontanceus abortion and incomplete outcome data
available for some of the variables.

+P < 0.05 by maximum likelihood chi-square.

week), but it did not reach significance {chi-
square, P = 0.09),

Occupational categories werc divided into
white-collar workers and blue-collar workers
based on the criteria discussed in the previous sec-
tion. There were 220 white-collar workers from
the total sample of 300 women (72 percent), 28
blue-collar workers (9.3 percent) and 34 home-
makers (11.3 percert). The remaining 18 women
included 6 who were unemployed, 4 students, 7
workers with unspecified job titles, and 1 for
whom this information was missing. Blue-collar
occupations and selected white-collar occupa-
tional categories were climinated from the analy-
sis because of potential occupational exposure to
ergonomic conditions and teratogenic agents.
Specific job categories among WCW are shown in
Table 3.

Pregnancy Complications

The rates of complication during pregnancy were
similar between full-time homemakers (H) and
full-time, white-collar workers (WCW) for low-
risk cases (n = 1653). These included 7 women

who developed pregnancy-induced hypertension
(2/24 H and 5/141 WCW), 3 who dcveloped pre-
eclampsia (1/24 H and 2/141 WCW), 17 with vag-
inal bleeding in the first trimester (3/24 H and
14/138 WCW), 14 with bleeding in the sccond
trimester (2/24 H and 12/138 WCW), and 10
women hospitalized during pregnancy (10/138
WCW). There were no cases in either low-risk
group of diagnosed gestational diabetes,

Delivery and Infant Qutcomes

White-collar workers were more likely to have
undergone a Cesarean scction delivery for mater-
nal reasons (failure to progress or cephalopelvic
disproportion} than were homemakers (16 per-
cent versus O percent, P << 0.05}. The overall Ce-
sarean section rate for these low-risk women was
18.5 percent of which 70 percent were performed
for maternal reasons, all among WCW, There
were no significant differences in the Cesarean
section rates across practice groups. A significant
difference between white-collar workers and
homemakers was found on the summary index.
There was 1 homemaker with peor outcome {4
percent) compared to 30 white-collar workers
with poor outcomes {21 percent, P < 0.05). There
were no significant differences between these
low-risk workers and homemakers for delivery
complications, which included placental abrup-
tion, placenta previa, and prolonged rupture of
membrancs.

Discussion
The 1980 Nationtal Natality Survey found that 82
percent of employed white pregnant women with
no previous children work full-time, the majority
in white-collar occupations.! The current sample
is consistent with these population estimates. Fur-
ther, the majority of working women in this sam-
ple were employed in occupations traditionally
held by women such as dlerical workers, nurses,
teachers, salespersons, and bank tellers. These oc-
cupations, with the exception of infectious discase
concerns among nurses and teachers, have not
been previously reported as associated with ad-
verse pregnancy outcomes. The lack of descriptive
information on job activities or exposures and the
small sample size limit our ability to intcrpret
these findings clearly.

Because a greater proportion of white-collar
working women reported the use of cigarettes and
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Table 3. Specific Job Categories of Working Women in the Study Population.

Total Gases (n = 300}

Low-Risk Cases {n = 197}

White-Collar Workers’ Nurmber of Number of

Job Description Patients Percent Patients Percent
Clerical 60 27 41 29
Nurses 39 18 28 20
Teachers 28 13 20 14
Salesperson/bank teller : 23 11 I5 11
Managers 13 6 10 7
General public service workers 10 4 8 6
Social workers 7 3 4 3
Physicians/dentists 7 3 5 3
Laboratory technologists* 6 3 — —
Dental hygienists* 6 3 e _—
Computer prograrmuners 4 2 3 2
Lawyers 3 1 1 0.7
X-ray technicians* 3 i —_— —
Other 11 5 6 4

Total 220 141

*These occupational groups weve removed from the low-tisk group because of potential occupational exposure to

teratogenic agents.

alcohol, these habits may contribute to the higher
rate of poor outcomes for this group, While the
hazards of smoking, including increased perinatal
mortality, spomaneous abortion, and shortened
length of gestation were attributed primary to > 1
pack per day smokers, a dose-response relation-
ship has been reported for many of these effects.!*
The trend towards some alcohol use in pregnancy
among workers in this study was identical to the
58 percent figure reported from the National Na-
tality Survey for white mothers.!” While adverse
effects including spontaneous abortion,’® low
birth weight,’” and fetal alcohol syndrome,'®
have been attributed 10 moderaie and heavy
drinking before and during pregnancy, there are
no known negative effects with consumption of
smaller amounts. It is therefore untikely that alco-
hol consumption alone was responsible for the
differences in outcome between these groups of
low-risk women. It is possible, however, that the
quantification of smoking and alcohol consump-
tion was underreported and that poor outcomes
among WCW may be attributed to these factors.
These differences may represent differences in
global health behavior, possibly representing a re-
sponse to the work environment or a difference in
prioritizing heaith concerns among these womern.
with the small numbers of women in this sample,
these data must be viewed cautiously.

Several possible sources of bias exist in the indi-
vidual components of the summary index. First,

spontaneous abortions in an indeterminate num-
ber of women may occur before presentation for
prenatal care. While there was no evidence for a
selective effect between homemakers and work-
ers, this remains a potential source of bias. Axels-
son noted that there is a bias in overestimating the
prevalence of previous spontaneous abortions
among women employed at the time of a study.
This is due to continued employment for women
experiencing miscarriages compared to women
whose pregnancies end in live births.!® This effect
may have been responsible for the significant dif-
ference in past history of spontaneous abortion for
this population. Finally, the gestational age at de-
livery was based on maternal dating, with or with-
out ultrasound confirmation, and not newborn ma-
turity rating. While this may decrease the validity of
this ouicome measure, there was no reason to sus-
pect a differential effect between groups.

Patential adverse effects of occupation can be
viewed as originating from physical and/or psy-
chological stress factors. Physical conditions such
as prolonged standing,?'° physically hard work,!?
and hazardous exposures?®2?* have been associated
with adverse pregnancy outcomes. Although
most white-collar jobs are primarily sedentary,
two occupations, nursing and sales, often require
prolonged standing. Additional analysis of the
data with these occupational groups excluded
from the white-collar group did not significantly
alter the results presented.

Work and Pregnancy

171

ybuAdod Aq paloaloid 1senb Aq 20z [udy Gz uo /Bio wygel mmm//:dny wouy papeojumoq 886T AINC T U0 £L9T'S T wygel/zzTe 0T Se pausiignd 1siy :1oeid we- pleog wy


http://www.jabfm.org/

172

Table 4, Delivery and Infant Outcome for Low-Risk Cases.

White-Collar
Outcome Homemakers* _ . Workers*
Percent Number Percent Number

Delivery ocutcome

Spontanegus abortion 0 6

Prolonged 1st stage of labor (> 24 hrs) 0 3

Prolonged 2nd stage of labor (> 2 hrs) 12 3
Type of delivery

Spontaneous vaginal delivery 75 18 63 87

Forceps 17 4 16 23

C-section fetal reasons 8 2 5 7

C-section maternal reasons 0 0t 16 21
Delivery complications

Abruption 0 1

Placernta previa 0 0

Prolonged rupture of membranes o 2
Infant complications

Fetal distress 4 4

Meconium 21 19
Infant outcome

Stillbirth 0 0

Neonatal death 0 0

Malformation 4 2

Birth injury 0 2

Apgar I minute € 5 4 12

Apgar 5 minutes = 5 0 3

Birth weight << 2500 g 0 3

Birth weight > 4090 g 15 8

Admission 1o special care 4 3

Summary index of poor delivery and/ 4 24+ 21 141

or infant outcomet

*The n for hememakers ranges from 20-24 and for WCW from 119-141 due to pregnancies ending in spontancous
abortion and incomplete outcome data available for some of the variables.

P < 0.05 by chi-square test.

fAny enc of the following: Spontaneous abortion, Gestational age < 35 weeks, Neonatal death, Birth injury, Apgar

1 minute = 5, Stillbirth, Birth weight < 2500 g.

The finding of few spontaneous vaginal deliv-
eries among low-risk working women was unex-
pected, panicularly in light of the fact that the
mean birth weight among low-risk workers
{3,397 g} was slightly less than the mean birth
weight for infants of homemakers (3,592 g}. Pre-
vious investigations focusing on the physical as-
pects of occupational stress have not reported sim-
ilar findings. Maternal anxicty has been associated
with adverse pregnancy outcome, including peor
progress in labor, in several studies.**?3 Leder-
man, et al.?® studied 32 married, normal primi-
gravid women and found self-reported anxiety

significantly associated with higher epinephrine
levels and lower uterine contractile activity. It is
possible that the Cesarean section rate in this
study was related to higher anxiety levels among
this set of women workers. It is also possible that
physician bias in performing Cesarean sections
was in part responsible for these differences. Pre-
vious studies have shown a higher Cesarean sec-
tion rate in private versus government hospitals??
and for reasons of dystocia, the lecading indication
for primary Cesarean sections, among private ver-
sus ward patients.?® The debate continues as to
the impact and potential contributicn of factors
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such as patient demand and economic, legal, or
organizational concerns on the increased Cesar-
can section rate. While there was a significant dif-
ference in this study on Cesarean section rates
between homemakers and WCW, caution in in-
terpretation of these findings is necessary due to
the small sample size.

Physical fitness differences between homemak-
ers and white-collar workers, whose jobs are often
sedentary, could be another factor contributing to
dysfunctional labor, although few data were
available to allow comparison of fitness levels be-
tween these groups. A study by Pomerance?® on
physical fitness and pregnancy outcome identified
an inverse relationship between physical fitness
scores and length of labor in multiparas. Insuffi-
cient data were available from this retrospective
sample to address this isfue.

Summary

The results of this study suggest an increased risk
of operative delivery and poor outcome associated
with white-collar employment among low-risk
women. Previous research has not looked exclu-
sively at a low-risk group and has not compared
homemakers with white-collar workers, The
medical records reviewed for the 300 obstetrical
patients include little information on many specific
aspects of occupation {including teratogenic ex-
posures) or exercise participation and no informa-
tion on stress or satisfaction with occupational
and personal lives. To infer a direct association of
adverse pregnancy outcomes with paid employ-
ment, it is necessary to obtain prospective infor-
mation on stress, psychosocial resources, physical
filness, and changes over the course of the preg-
nancy. Thus, while provocative, this preliminary
investigation points to the need for further study.
This study does suggest that the safety of white-
collar workers should not be assumed but de-
serves the same careful investigation that women
in more hazardous occupations have received in
relation to effect on pregnancy outcome,

We wish to thank Larry Roi, Ph.D., for his assistance in data
management and analysis.

References
1. Makuc D, Lalich N. Employment characteristics of
mothers during pregnancy. In: National Center of
Health Statistics: Health, United States, 1983. The
DHHS Pub. No. “PHS” 84-1332. Public Health
Service, Washington, D.C.: Government Printing
Office, 1983:25-31.

10.

1L,

I2.

13.

I4.

15.

16.

17,

18,

19.

20.

21.

22,

U.S, Bureau of the Census. Women in the Ameri-
can economy. Current Population Repons, Series
P-23, No. 146. Washington, D.C.: Government
Printing Office, 1986.

U.S. Bureau of the Census. Classified Index of In-
dustries and Occupations {PHC 80-R4). Washing-
ton, D.C.: Government Printing Office, 1982.
Stewart AM. Note on obstetric effects of work dur-
ing pregnancy. Brit J Prev & Social Med 1955;
9:159-61.

Balfour MI. The effect of occupation on pregnancy
and neonatal monality. Pub Health 1938; Janu-
ary:106-11.

McDonald AD. Maternal health and congenital
defect. N Engl J Med 1958, 258:767-73.
Vaughn TL, Daling JR, Starzyk PM. Fetal death
and maternal occupation. J Occup Med 1984;
26:676-8.

Mamelle N. Travail et grossesse. Prevenir 1980;
69:724-7.

Alegre A, Rodriguez-Escudero FI, Cruz E, Prada
M. Influence of work during pregnancy on fetal
weight. J Reprod Med 1984; 29:334-6.

Naeye RL, Peters EC. Working during pregnancy:
effects on the fetus. Pediatr 1982; 69:724-7.
Marbury MC, Linn §, Monson RR, et al. Work and
pregnancy. J Occup Med 1984; 26:415-21,
Murphy JF, Dauncey M, Newcombe R, et al. Em-
ployment in pregnancy: prevalence, maternal
characteristics, perinatal outcome. Lancet 1984;
8387:1163-6.

Saurel-Cubizolles MJ, Kaminiski M, Rumeau-
Rouquette C. Activite profession nelle des femmes
encientes, surveillance prenatale et issue de la
grossesse. J Gyn Obst Biol Repr 1982; 11:959-67.
Johnstan C. Cigarette smoking and the outcome of
human pregnancies: a status report on the conse-
quences. Clin Toxicel 1981; 18:189-209.

Prager K, Malin H, Graves C, et al. Maternal smok-
ing and drinking behavior before and during preg-
nancy. In: National Center of Health Statistics;
Health, United States, 1983, The DHHS Pub. No
“PHS” 84-1332. Public Health Services. Washing-
ton, D.C.: Goverrunent Prnting Office 1983:33.
45,

Stein Z, Kline J. Smoking, alcohol and reproduc-
tion. Am J Public Health 1983; 73:1154-6,

Mills YL, Graubard BI, Harley EE, et al. Maternal
alcohol consumption and birth weight. How much
drinking during pregnancy is safe? JAMA 1984;
252:1875-9.

Clarren SK, Smith DW, The fetal alcohol syn-
drome. N Engl J Med 1978; 298:1063-7,
Axelsson G. Selection bias in studies of spontane-
ous abortion among occupational groups. J Occup
Med 1984; 26:525-8.

Capric ML. The pregnant x-ray technologist—
providing adequate radiation safety for the fetus.
Rad Tech 1980; 52:161-3.

Blomqvist U, Ericson A, Kallen B, et al. Delivery
cutcomne for women working in the pulp and pa-
per industry. Scand J Work Environ Health 1981;
7:114-8.

Hamrington JM, Shannon HS. Monality study of

Work and Pregnancy

173

‘wbuAdoa Aq pajosroid 1sanb Aq vz0oz |udy Gz uo /Biowigel mmmy//:diy woly papeojumoq '886T AINC T U0 29T S T wigel/zzTe 0T Se paysiignd 1siy :1oeld we- pjeog wy



http://www.jabfm.org/

174

23

24.

25,

26.

pathologists and medical laboratory technicians.
Brit Med J 1975; 4:329-32.

Vessey MP, Epidemiological studies of the occupa-
tional hazards of anaesthesia—a review. Anaesth-
esia 1978; 33:430-8.

Reck NC, Siegel LI, Dandson NP, The prediction of
pregnancy outcome: maternal preparation, anxi-
ety and attirudinal sets. J Psychosomatic Res 1980;
24:343-51.

Crandon AJ. Maternal anxiety and obstetric com-
plications. J Psychosomatic Res 1979; 23:109-11.
Lederman RP, Lederman E, Work BA, ct al. The

27

28,

29.

relationship of maternal anxiety, plasma catechol-
amines, and plasma cortisol to progress in labor.
Am J Obstet Gynecol 1978; 132:495-500.
Placck PK, Taffel SM. Trends in Cesarean section
rates for the United States, 1970—78. Public Health
Rep 1980; 95:540-8.

Minkoff HL, Schwartz RH. The rising Cesarcan
section rate: can it safely be reversed? Qbstet Gyn-
ecel 1980; 56:135-43.

Pomerance JJ, Gluck L, Lynch VA. Physical fithess
in pregnancy: its effect on pregnancy outcome.
Am J Qbstet Gynecol 1974; 119:867-76.

ANNOUNCEMENT '

ALL DIPLOMATES OF THE AMERICAN BOARD OF FAMILY PRACTICE
Certified or Recertified in 1982 or 1983

Recertification Examination Date — July 14, 1989

Pre-application materials for the 1989 Recertification Examination of the American Board of Family
Practice are scheduled to be mailed by September 1, 1988.

The pre-application materials must be completed and returned to the American Board of Family
Practice by September 30, 1988, in order for formal application materials to be produced and mailed to
the Diplomate. Deadline for the return of the formal application is November 30, 1988.

Diplomates who were last certified or recertified in 1982 are reminded that they must be recertified in
1989 lest they lose their Diplomate status.

The Journal of the American Board of Family Practice—Vol. I No. 3
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