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Abstract
Objective—The first obstetric visit is an opportunity to provide counseling to women with
substance abuse risks, including smoking, drug use, and alcohol use. Little is known about how
obstetric care providers and patients discuss these issues. Our objective was to examine patient-
provider communication about substance use behaviors during these visits.

Methods—We audiotaped and transcribed verbatim first prenatal visits in an outpatient hospital
clinic, then qualitatively analyzed them for content and process of communication using modified
grounded theory methods.

Results—Twenty-nine providers (21 residents, 5 midwives, 3 nurse practitioners) and 51 patients
participated. Twenty-five patients were smokers, 4 used alcohol, and 11 used drugs. Provider
responses to smoking disclosures included discussions of risks, encouragement to quit-cut down,
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affirmation of attempts to quit-cut down, and referral to smoking cessation programs. Responses to
alcohol or drug disclosures included only a general statement regarding risks and referral to genetics.

Conclusion—Providers were less attentive to alcohol and drugs than smoking where they had pre-
established patterns of response.

Practice Implications—Providers should discuss behavioral change strategies and motivations
with pregnant patients who use drugs and/or alcohol as well as those who smoke.

Keywords
Prenatal care; Obstetrics; Substance-use; Practitioner-patient interaction; Risk communication;
Qualitative research

1. Introduction
The use of tobacco, alcohol, and illicit drugs during pregnancy is a significant problem in the
United States (U.S.). Approximately 21% of women in the reproductive ages of 18 to 44 smoke;
[1] another 12 to 29% continue to smoke during pregnancy.[2–4] Studies estimate that between
10–22% of such women report drinking some alcohol during pregnancy; another 2–3.5%
describe heavy or frequent alcohol use.[5,6] Several nationwide surveys of pregnant women
found that 2.8–7% admitted using illicit drugs during pregnancy.[5,7–9] Another study by the
U.S. General Accounting Office estimated that 100,000 to 375,000 women each year use some
illicit drug while pregnant.[10] The use of substances such as tobacco, alcohol, and illicit drugs
during pregnancy has been associated with significant health risks and poor outcomes for both
the mother and fetus.

The 2001 Surgeon General’s Report on Women and Smoking details adverse outcomes
associated with tobacco use including: increased risks of ectopic pregnancy, spontaneous
abortion, preterm premature rupture of membranes, placental abruption, placenta previa,
preterm delivery, stillbirth, and low birth weight.[11] Infants born to pregnant smokers have
increased risks for neonatal mortality and sudden infant death syndrome (SIDS).[11]

Fetal alcohol syndrome, one of the most severe effects of alcohol use during pregnancy, remains
the leading cause of preventable mental retardation in the U.S.[12,13] Use of alcohol during
pregnancy is also associated with other adverse effects for exposed children such as poor
coordination, hyperactive behavior, learning and developmental problems, and behavioral
problems.[12,14,15]

Illicit drug use during pregnancy is associated with spontaneous abortion, low birth weight,
preterm delivery, abruptio placentae, congenital abnormalities, fetal demise, hypertensive
episodes, and thromboembolic events.[16–23] Newborn infants are at higher risk of drug
withdrawal at birth, admissions to neonatal intensive care units, longer hospital stays, and
neonatal death.[16] Children with prenatal drug exposure can have developmental, learning,
and behavioral problems.[24,25]

Being pregnant can inspire women to stop using tobacco, alcohol, and illicit drugs. Studies
suggest that many patients experience additional motivation during pregnancy to consider and
initiate certain positive health behavioral changes.[26–29] The first obstetric visit is often
regarded as an opportunity for medical providers to counsel or intervene on a number of
behavioral health issues. The American College of Obstetricians and Gynecologists (ACOG)
recommends that obstetric care providers assess for substance use during pregnancy, counsel
patients who disclose substance use on its potential consequences, and refer to appropriate
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support services. Despite these ACOG guidelines, little is known regarding the content or
process of these discussions.

Studies suggest that these conversations are indeed occurring. In the past, clinician attitudes
toward patients who use substances, particularly alcohol and/or illicit drugs, were largely
negative and pessimistic and few routinely screened their patients about substance use.[30–
35] More recent studies indicate that the majority of obstetric care providers now recognize
the importance of this issue and ask their pregnant patients about tobacco, alcohol and illicit
drug use.[36–40] Nonetheless, there remains some variation in provider training and
counseling practices for patients that disclose substance use. For example, one study surveying
practicing obstetricians/gynecologists in the state of Ohio reported 66% advised smoking
cessation to their pregnant patients who used tobacco.[40] In contrast, a survey of North
Carolina obstetrics care providers which included obstetricians, family medicine physicians,
nurse midwives, nurse practitioners and physician assistants noted that 100% reported advising
their pregnant smokers to quit. However, 48% of these study participants described having
received no formal training in smoking cessation counseling.[38] Another study among
certified nurse midwives in the state of New Jersey reported that while 99% advised smoking
cessation to their pregnant smokers and 95% explained the dangers of smoking, only 41%
reported having had smoking cessation training and 80% expressed a need for additional
training.[39] For alcohol and drug use, between 80 to 95% of obstetric care providers advised
abstinence pregnant patients who reported use.[36,37] However, little is known regarding the
actual communication regarding content, approach and style; all of these studies were based
on self-report data reported in written questionnaires. At present, there is no existing direct
observational data regarding how obstetric care providers ask and counsel patients about
tobacco, alcohol and illicit drug use during pregnancy. Better understanding how health
providers and patients discuss health risks like substance use during pregnancy is a necessary
first step to identifying effective communication on this topic. To address this gap, we designed
a study to examine patient-provider communication about substance use behaviors during first
obstetric visits.

2. Methods
The current analysis was part of a larger study of screening and discussion of behavioral health
issues during the first obstetric visit. Here, we analyzed discussions between providers and
pregnant patients who reported using substances. The project was approved by The University
of Pittsburgh Institutional Review Board (IRB). All participants provided written informed
consent for audio taping, transcription and analysis of their visits.

2.1 Settings and Participants
This study took place in a hospital-based obstetrics and gynecology clinic in an urban academic
medical center in Pittsburgh, Pennsylvania serving mainly young, lower income women, 55%
of whom are African-American. English-speaking pregnant women presenting for their first
obstetric visit in this clinic were eligible to participate in the study if their obstetric care provider
had consented to study participation as well. Provider participants included obstetrics and
gynecology resident physicians, nurse practitioners, and nurse midwives who provided first
obstetric visits to patients in this clinic. We collected socio-demographic and information–
including age, parity, race/ethnicity, and marital status—from the patients prior to audio taping
the clinic visit. From provider participants, we collected information on gender, race, training
level for resident physician participants and years of practice for nurse midwives and nurse
practitioners.
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2.2. Data analysis
Two investigators (JC and DD) reviewed all transcripts and audiotapes to identify visits during
which the patient participants disclosed use of a substance such as tobacco, alcohol, and/or
illicit drugs. Using an analytic techniques derived from grounded theory, the investigators
separately coded each of the transcripts for content and then met to reconcile coding.[41] From
the coded segments we identified patterns of communication related to substance use.

The individual obstetric care provider was the unit of analysis. We clustered our analyses of
transcripts from the same provider to establish whether that provider had a pattern of
communication. Similar patterns for a provider were considered as a single unit of analysis to
minimize the impact of a provider who might have seen more substance-using patients. For
this analysis, only three providers had visits with more than one patient participant.

The list of codes was further developed through an iterative process, and a final coding scheme
was developed from the list. After applying the final coding scheme to all transcripts, we
summarized our analyses of clinic visit discussions to identify (1) common content (i.e. what
was said) and (2) variations in processes (i.e,. the means by which providers obtain required
information and discuss management options with patients). We used the ATLAS.ti 5.2.9
qualitative data analysis software to assist in the documenting, recording, organizing, and
summarizing our final codes and resulting themes.[42,43]

3. Results
3.1. Patient and Provider Participants

A total of 29 obstetric care providers and 51 patients participated in the larger study. Subject
recruitment and data collection for this study occurred between May 2005 and May 2006.
Characteristics for both provider and patient participants are given in Table 1. There were 21
obstetrics and gynecology resident physicians, 5 nurse midwives and 3 nurse practitioners. All
training levels of the obstetrics and gynecology residency were represented. All obstetric care
providers in our study were female. Patients were predominately single and had given birth to
other babies prior to this pregnancy. Patients’ mean age ranged from 18–36 years (mean= 24
years); 59% were African-American. While we did not collect information on each patient
participant’s gestational age at the time of their audio-taped visit, existing hospital data notes
that between 95–97% of the pregnant patients from the clinical study site present for their first
prenatal visit before their 13th week. Visit length was 13 to 54 minutes (one audiotape stopped
recording before the end of the visit due to battery failure). Twenty-seven of the total 51 (53%)
audio-taped discussions included a patient disclosure of at least one type of substance use (i.e.
tobacco, alcohol, and/or illicit drugs). Twelve obstetric care providers conducted these 27
visits. Characteristics of the participants in this sub-study analysis are provided in Table 2.
Most obstetric care providers saw only one or two patients of the 27 patients. One provider
saw 13 of these 27 patients; two other providers saw two patients each.

3.2. Themes
3.2.1 Screening and disclosures—The topics of smoking, alcohol use and illicit drug use
were discussed in all 51 visits. Half (25/51) of the patients disclosed tobacco use; almost all of
the patients (25/27) in the analyzed conversations were smokers. Five patients also disclosed
alcohol use, and 10 reported illicit drug use. Of the two non-smokers in the analyzed
conversations, one reported only alcohol use and the other reported only marijuana use. The
types of drugs patients reported using ranged from marijuana to polysubstance use, including
heroin. Of the 5 women who disclosed alcohol use during pregnancy, 4 also reported illicit
drug use.
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3.2.2 Screening for smoking elicited disclosures—In 48 of the 51 visits, the provider
asked a screening question regarding smoking; in 2 visits patients self-disclosed smoking.
Another patient disclosed smoking on the written pre-visit questionnaire which was confirmed
during the visit. Six patients described quitting smoking 3 days to 3 months prior to their first
obstetric visit. However, most reported having quit 1–2 weeks after a positive pregnancy test.
Of those who continued to smoke, 12 described a desire to quit or cut down and 9 described
having already cut down since discovering they were pregnant.

3.2.3 Providers responded to smoking disclosures with advice, support and
resources—All provider responses to disclosure of continued smoking during pregnancy
included an assessment of the amount of smoking; 11 of 12 providers advised their patients to
quit or cut down smoking. Providers often used supportive statements in response to patient
attempts to cut down; provided referrals to smoking cessation programs, and occasionally
empathically acknowledged the difficulty of quitting smoking. The following excerpt between
a second-year obstetrics and gynecology resident and her patient is illustrative:

Provider: Do you smoke cigarettes?

Patient: Yeah.

Provider: How much do you smoke?

Patient: Now I’m at like four or five cigarettes a day.

Provider: Have you been cutting down?

Patient: Yeah. I cut down majorly.

Provider: Good. I would certainly encourage you to cut down. We have something called the
STOP program—

Patient: Right.

Provider: --that helps pregnant women stop smoking. Because it’s not easy. If you would like
to, I could refer you to that.

Patient: Okay.

Provider: Um, lots of women find that it’s very helpful.

Some providers expanded to include information on the effects of smoking during pregnancy.
These efforts tended to be brief such as this statement from a nurse practitioner, “You know
you’re at risk for a smaller baby.” Only one provider in our study, a nurse midwife, described
more extensive effects: “…Any amount of smoking that you can cut down is helpful, um, and
improves the baby’s birth weight. And if you can quit by the time the baby comes out would
be best because we know babies whose moms smoke have increased risks of asthma and SIDS.”

3.2.4 Women often self-disclosed alcohol and/or illicit drug use—Of the 5 women
who acknowledged alcohol use during their clinical visit, 3 self-disclosed; 4 also disclosed
illicit drug use. Of the 10 women who disclosed illicit drug use, 7 self-disclosed. The illicit
drugs the women admitted to using included marijuana, cocaine, heroin, methadone/suboxone,
and sedatives.
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3.2.5 Provider responses to alcohol or drug use disclosures focused more on
information gathering than behavior-change counseling—When patients disclosed
alcohol or drug use during their visit, providers generally sought to assess the amount and/or
timing of last use and whether it occurred while the patient was already pregnant. All patients
stated that they were currently abstinent especially since discovering they were pregnant.
Abstinence ranged from 4 days to two years (for a woman who was on methadone replacement
for heroin addiction reported being clean for two years). One provider, a first-year obstetrics
and gynecology resident, made an explicit statement about further drug use (e.g. “I would
certainly encourage you to continue to quit [marijuana use.]”), and 4 providers (3 nurse
midwives and one nurse practitioner) made affirming statements regarding patients’ intent to
abstain from further use such as “Oh, congratulations” and “I think you are so on the right track
with what you are doing for yourself.”

Of the women who disclosed alcohol and/or drug use 3 expressed concern for potential harm
to the baby. In discussions with women who disclosed alcohol use, 2 providers mentioned
potential risks for fetal development, but in a very general, nonspecific manner. For example,
one provider, a fourth-year obstetrics-gynecology resident, stated that alcohol use “can have
really long-term implications on the development of the fetus.” Another, a first-year resident,
mentioned, “We find that alcohol is very bad for babies.”

Detailed responses to patient disclosures of illicit drug use occurred in a single visit in which
a patient expressed concern the harm her cocaine use may have caused the baby. The provider
in this visit, a fourth-year obstetrics-gynecology resident, first described potential effects of
cocaine, focusing primarily on the drug’s association with placental abruption and growth
restriction and followed up with words of reassurance, “While all of those are very bad, the
overwhelming likelihood is that early first trimester exposure will hopefully have no long-term
effects” and describes her intention to refer the patient to the genetics department for further
discussion of the risks.

3.2.6 Use of referrals in providers’ response to alcohol or drug use disclosures
—For women who acknowledged drug or alcohol use, almost half (4/10, 40%) the discussions
included a referral to genetics for further counseling and reassurance that the fetus has not been
harmed. Each was with a different provider including a first-year resident, a fourth-year
resident, a nurse-midwife and a nurse practitioner; in 3 cases the referrals immediately followed
patients’ expressions of concern about illicit drug use. The following dialogue is an example
of how the obstetric care providers explain this referral:

Provider: Have you had any alcohol since you got pregnant?

Patient: Yeah.

Provider: You have. Okay. How much do you think you’ve been drinking?

Patient: Um, right before I found out, I was kind of really drinking a lot.

Provider: Okay. So you were like getting drunk.

Patient: Every night almost because I work [in a bar] every night.

Provider: Okay. Okay. Um, how much have you been drinking recently?

Patient: Mm, I haven’t drank nothing since I found out.
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Provider: Okay. Um, we do find that alcohol is very bad for babies. Um, and if you would
like, we can refer you to Genetics, um, so that they can kind of take a look at you, take a look
at the baby, and talk about some of the possible consequences.

Provider: Okay.

Two providers, both midwives, made referrals to social work—one primarily because the
patient was acutely depressed. Aside from these two social work referrals, there were no
discussions about support services, such as behavioral health or addiction medicine
involvement to assist the patient with her drug use. Only one discussion with a midwife
contained an assessment of the patient’s intention, ability, and confidence in avoiding further
alcohol or drug use.

4. Discussion and Conclusion
4.1. Discussion

Our analysis of taped discussions revealed that obstetric care providers generally questioned
their pregnant patients regarding use of tobacco, alcohol and illicit drugs and did so more
thoroughly when patients disclosed use of these substances. Discussions about tobacco and
smoking included information, advice, support and referrals, whereas discussions regarding
alcohol and/or drug use were limited to assessing details of last use and referral to the genetics
department. While most discussions of smoking included information about fetal health risks,
most discussions about illicit drug use did not. Neither type of discussion contained any direct
exploration of the patient’s motivations, readiness, or barriers to change. Additionally, there
were few discussions of strategies to initiate and/or maintain behavior change for women using
substances during pregnancy.

That most of our provider participants provided some form of smoking cessation counseling
is reassuring. In the past, many surveys of physicians had reported low rates of smoking
counseling. The National Ambulatory Medical Care Survey (NAMCS) reported that 81% of
physicians caring for pregnant patients identified their smoking status but offered smoking
cessation counseling in only 23% of the time.[30] Our results are more consistent with recent
reports that the majority of obstetric providers are screening for tobacco use and providing
some smoking cessation counseling.[44–46] Our study confirms this behavior through direct
observation rather than self-report.

It is likely that provider comfort with smoking cessation counseling has improved since the
1991–1996 NAMCS study. Surveys indicate that more medical schools are including more
hours of smoking cessation training throughout the curriculum.[47–49] Additionally, ACOG
provides its members with multiple resources to assist in counseling patients who smoke.[50]
For pre-natal care ACOG offers the 5 A’s: Ask, Advise, Assess, Assist and Arrange.[51] Our
study providers generally included 4 of the 5 A’s in their discussions but were less likely to
Assess patients’ confidence, abilities and potential challenges in quitting smoking.

Provider counseling for alcohol and illicit drug use during pregnancy was more limited. While
usually inquiring about alcohol and illicit drug use, they did not directly advise patients to quit.
Since many patients said they had “quit” or has used “nothing” since confirming their
pregnancy, providers may have assumed counseling was unnecessary. Such an assumption is
flawed because these substances are associated with addiction and physical and/or
psychological dependence. We note that only one of the providers inquired about the patient’s
confidence in and barriers to avoiding further illicit drug use. In contrast, many of the patients
who disclosed alcohol or drug use did so spontaneously without requiring/waiting for the
provider to specifically ask. This suggests that the patients were motivated and/or comfortable
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with sharing this information. This finding parallels existing literature indicating that many
pregnant women using alcohol and illicit drugs are highly motivated to stop using. For example,
Ebrahim and Gfroerer’s analysis of data from the National Household Survey on Drug abuse
indicated that as pregnancies progressed, more women abstained from illicit drug use with up
to 93% reporting no drug use during the third trimester.[8] When three patient participants in
our study expressed concern about potential harm to the fetus due to their drug use, their
providers did not take the opportunity to provide specific information regarding potential
associated harms or discuss strategies for avoiding further use. This finding suggests that
providers may be uncomfortable or reluctant to discuss these issues, perhaps assuming that
discussing the potential risks of these substances would either threaten rapport or generate
distress or anxiety in their patients. In one discussion that did include more details regarding
the negative effects of cocaine on a pregnancy, the provider felt compelled to provide the patient
with reassurance by minimizing the possibility of harm.

Alcohol and illicit drug use in pregnancy may generate unique complexities and challenges as
such as the tension between advocating for the woman versus advocating for the fetus, worries
about stigma and judgment, concerns about consequences of disclosure/discovery of substance
use such as imprisonment, prosecution, or losing custody of the child/ren.[52–55] Additionally,
providers may be struggling with their own conflicting feelings toward patients who disclose
alcohol and/or illicit drug use. The American College of Obstetricians and Gynecologists
(ACOG) and the American College of Nurse Midwives have issued statements opposing state
legislation that involve punishing pregnant women who use substances.[56,57] At the same
time, a survey of practicing physicians found that most obstetricians supported compulsory
substance abuse treatment programs and 45% favored statutes that defined substance use during
pregnancy as “child abuse” that could result in removing that child from maternal custody.
[58]

The observation that providers offered referrals to the genetics department raises some
curiosity. One potential explanation for this behavior is that providers may be avoiding what
they perceived as difficult and lengthy conversations by shifting this responsibility to other
clinical providers. In our institution genetic counselors do not provide behavioral change
counseling, they simply give information regarding potential teratogens. In this regard,
providers may be delegating the sobering and uncomfortable discussion of the risks and
negative effects of alcohol/drug use to those perceived as more expert on the topic. Another
possible explanation is that providers may perceive that patients are distressed and worried
about alcohol and/or drug exposure to the fetus. Referral in this circumstance may be a method
of offering reassurance. Indeed, 3 of 4 referrals occurred immediately after the patient explicitly
described her worry that she had “hurt the baby.” Unfortunately, no genetics evaluation would
determine potential detrimental effects on the fetus—particularly as many are associated with
neurological, cognitive and behavioral development of the child.[59–61]

This study has several limitations. First, the small sample size (12 providers and 26 patients)
limits the generalizability of our findings. Generalizability is further limited by non-probability
sampling, use of a single clinic site, and lack of male obstetric care provider participation. The
size of our study also limited comparison of communication styles between provider types or
based on other provider characteristics. We are currently conducting a larger study that will
allow us to explore potential differences in communication patterns. Additionally, it is possible
that more detailed or focused discussions regarding behavioral risks may have occurred with
other clinic staff (e.g., nurses, social work) but these were not captured. One strength of this
study is the use of direct observation rather than surveys or self-report to analyze conversations
between obstetrics providers and pregnant patients.
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4.2. Conclusion
The obstetric care providers in our study routinely provided assessment and counseling to
pregnant patients who smoked. By contrast, counseling for alcohol and illicit drug use was
limited focused primarily on referral which may be a proxy for avoiding difficult and time
consuming conversations. Providers were less attentive to the dangers of alcohol and drugs
than they were smoking where they had pre-established patterns of response.

4.3 Practice Implications
The findings from this study suggest that while obstetric care providers may be adequately
addressing tobacco use with pregnant patients who smoke, counseling regarding alcohol and
illicit drug use needs to be expanded to include discussions of motivational and behavioral
change strategies. Additional provider training is needed in better understanding substance use
and addiction as well as improvements in communication skills. For the clinical site used in
our study, we intend to design an educational intervention to review the adverse consequences
of drug and alcohol use in pregnancy, provide understanding regarding the challenges and
process of behavior change, explore motivational strategies for dealing with alcohol and/or
drug use, inform our clinicians of local resources and referral options, and create a
communication workshop to practice communication skills on this topic.

The addiction medicine and counseling fields have developed and explored various methods
that may be useful when counseling pregnant patients who use these substances to change their
behaviors. One method, motivational interviewing, is a patient-centered counseling style
directed toward enhancing motivation to change a behavior by having the patient clarify and
resolve ambivalence.[62] Various brief motivational interventions modeled after this style have
been successful in primary care settings[63,64] but have had mixed results in pregnancy.[65–
69] ACOG has also offered additional support for its members in addressing alcohol use with
pregnant patients through the release of the Drinking and Reproductive Health: A Fetal Alcohol
Spectrum Disorders Tool Kit [70] and a slide lecture presentation addressing the identification
and treatment of drug use.[71]

Lack of time is most likely a central barrier to integrating more motivational behavioral change
strategies during the first obstetric visit. Other studies have suggested that health care
professionals perceive caring for patients with problematic alcohol and/or drug use will
consume much of their time and limit their availability to other patients.[72] One method of
addressing this barrier would be collaborations with specialized referral services. Obstetric
care providers would benefit from improved access and communication with addiction
medicine and behavioral health resources and expertise. In one survey of obstetricians, 63%
indicated that they lacked information regarding any referral resources for their patients who
used alcohol or illicit drugs.[36] Establishing relationships with local counseling centers that
address potential addiction to alcohol and/or illicit drugs would be essential to ensuring that
patients who use substances receive complete and appropriate care.

Another approach to addressing the lack of time barrier, and potentially the lack of resources,
is to use the first obstetric visit as a time of assessment and introduction to a plan to continue
the discussion on substance use throughout subsequent visits. This notion of “chipping away
at risk behaviors” was a strategy suggested by obstetric care participants in a focus group study
conducted by Herzig and colleagues.[73] Rather than transforming the first obstetric visit into
an extensive counseling session, these providers described a mindset of addressing behavioral
risks such as substance use over several visits with repeated assessments, repeated brief
interventions and constant support.

Chang et al. Page 9

Patient Educ Couns. Author manuscript; available in PMC 2009 September 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Our study suggests that better understanding of the various beliefs, concerns and perceptions
held by both obstetric care providers and pregnant patients will be helpful in addressing these
issues. Research on how obstetric care providers’ feelings about substance use during
pregnancy affect the direction and/or style of counseling as well as explorations of additional
gaps in knowledge and skills will be helpful in designing successful provider training
interventions. Likewise studies exploring how discussions about substance use with obstetric
care providers affect pregnant women using substances such as tobacco, alcohol and drugs will
be necessary. Understanding how these discussions affect patients’ attitudes and feelings about
their provider, their understanding of risks of alcohol and/or drugs on their health and the health
of their fetus, and their intentions to decrease their risks will inform the development of future
counseling interventions.
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Table 1
Sociodemographic Characteristics of Study Participants (Full study)

Characteristic Mean (range/median) or number

Provider Participants (N=29)

  Provider type

    Obstetrics-gynecology resident physician 21

    Nurse midwife 5

    Nurse practitioner 3

  Provider race

    Caucasian 25

    African-American 1

    Asian-American 3

  Provider gender

    Female 29

  Resident training year

    Post-graduate year 1 4

    Post-graduate year 2 3

    Post-graduate year 3 9

    Post-graduate year 4 5

  Nurse-midwife mean years of experience 9.2 (1–20; median 10)

  Nurse practitioner mean years of experience 10.3 (5–18; median 8)

Patient Participants (N=51)

  Age (years) 24 (18–36)

  Race

    Caucasian 30

    African-American 20

    Asian 1

  Marital Status

    Single 43

    Married 6

    Divorced/separated 2

  Pregnancy history

    Nulliparous 20

    Prior births 31

  Substance use disclosures

    Smoking 25

    Alcohol 5

    Illicit Drugs 10
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Table 2
Sociodemographic Characteristics of Study Participants (Discussions in which patients disclosed substances use)

Characteristic Mean (range/median) or number

Provider Participants (N=12)

  Provider type

    Obstetrics-gynecology resident physician 7

    Nurse midwife 4

    Nurse practitioner 1

  Provider race

    Caucasian 11

    Asian-American 1

  Provider gender

    Female 12

  Resident training year

    Post-graduate year 1 1

    Post-graduate year 2 0

    Post-graduate year 3 2

    Post-graduate year 4 4

  Nurse-midwife mean years of experience 9.2(1–20; median 10)

  Nurse practitioner years of experience 8

Patient Participants (N=27)

  Age (years) 25(18–34)

  Race

    Caucasian 13

    African-American 14

  Marital Status

    Single 26

    Married 1

  Pregnancy history

    Nulliparous 9

    Prior births 18

  Substance use disclosures

    Smoking only 16

    Alcohol only 1

    Illicit drugs only 1

    Smoking and illicit drugs 5

    Smoking, illicit drugs and alcohol 4

Patient Educ Couns. Author manuscript; available in PMC 2009 September 1.


