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Abstract

Given the unexpected nature of the terrorist attacks of September 11, 2001, a specific cohort of
children were exogenously exposed to increased maternal psychological stress /n utero. Rich
administrative data and the precise timing of the event allow this study to uniquely provide
insights into the health effects of exposure to maternal psychological stress across gestation.
Results suggest that children exposed /in utero were born significantly smaller and earlier than
previous cohorts. The timing of the effect provides evidence that intrauterine growth is specifically
restricted by first trimester exposure to stress; reductions in gestational age and increases in the
likelihood of being born at low (<2,500 grams) or very low (<1,500 grams) birth weight are
induced by increased maternal psychological stress mid-pregnancy. This study also documents a
positively selected post-attack fertility response, which would bias an evaluation that includes
cohorts conceived after September 11, 2001, in the control group.
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Introduction

The September 11, 2001 (hereafter, 9/11) tragedies in New York City; Arlington, VA; and
Shanksville, PA, extinguished nearly 3,000 lives. The unanticipated nature of the attacks,
along with the devastating imagery of the event, produced high levels of psychological stress
throughout the nation (Knudsen et al. 2005; Schuster et al. 2001). This event generated
elevated levels of stress for several weeks after the attacks and weighed particularly heavily
on women (Silver et al. 2002; Stein et al. 2004). In addition, as hypothesized in Becker and
Rubinstein’s (2011) theory of responses to terrorism, the fear generated by the event was not
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limited to those in assaulted areas. In a nationally representative survey, Schuster et al.
(2001) found that more than 40% of adults reported stress-related symptoms after the 9/11
attacks. One particularly troubling aspect of this widespread “terror” shock is that it may
cause the impact of the 9/11 event to spread into the next generation.

Using theoretical models, animal experiments, and small-sample human research, the
current literature has biologically mechanized and repeatedly correlated maternal stress with,
among other birth outcomes, restricted intrauterine growth and shortened gestational length
(Aizer et al. 2016; de Catanzaro and Macniven 1992; Mulder et al. 2002; Wadhwa et al.
1993, 2001, 2004). Further, recent and consistent findings have connected birth outcomes to
later-life human capital accumulation (Behrman and Rosenzweig 2004; Black et al. 2007;
Case et al. 2005). These two lines of research have motivated social scientists to reassess the
full negative effect on society of psychologically distressing events, such as discrimination,
violence, natural disasters, death of a family member, and even unexpected results in major
sporting events by evaluating their impact on the birth outcomes of the exposed pregnant
women (Black et al. 2016; Brown 2018; Camacho 2008; Currie and Rossin-Slater 2013;
Duncan et al. 2017; El-Sayed et al. 2008, Lauderdale 2006; Mansour and Rees 2012; Novak
et al. 2017; Quintana-Domeque and Rodenas-Serrano 2017; Torche 2011). This study adds
to this emerging literature by using the 9/11 tragedy as an exogenous stress shock to
estimate the response in birth outcomes from the psychological fallout caused by terrorism.

Although this study is able to make use of an event that was completely unanticipated and
that for most of the population increased psychological stress as the primary negative
externality, the adverse effects for individuals living in areas directly affected by the attack—
New York City (NYC) and the Washington, DC primary metropolitan statistical area (DC)—
are not limited to psychological stress. Specifically, residents of NYC and DC also faced a
pollution-related adverse health shock and/or a negative resource shock due to loss of
economic activity (Bram et al. 2002; Currie and Schwandt 2016; Landrigan et al. 2004).
Individuals from these areas are thus excluded from this study’s analytical sample because
these regions are vulnerable to misallocation of stress as the central contributor to poor birth
outcomes.

In addition, an issue that must be carefully considered in any study of /in uterohealth is
selective fertility. When using the 9/11 attacks as the quasi-random shock of interest, it is
reasonable to assume that its unexpected nature makes selective fertility related to the
terrorist event unlikely. Cohorts conceived after 9/11, though, are not shielded from potential
nonrandom selection. For example, it is quite plausible that family planning decisions made
after the catastrophe could be endogenously related to parental characteristics correlated
with birth outcomes. Unique to the literature on environmental stressors and birth outcomes,
this study directly examines selective fertility after the focal event, finding that cohorts
conceived after the attacks have mothers who were significantly more educated and less
likely to be African American. This finding indicates that in this case, the post-event cohorts
are nonrandomly selected based on characteristics correlated with higher birth weight, and
thus their inclusion would severely hinder identification. This study attempts to mitigate
concerns over endogenous fertility by testing for differences in the maternal characteristics
of the exposed and unexposed cohorts and excluding all cohorts conceived after 9/11.
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| use the Vital Statistics Natality Birth Data, which include all U.S. live births that received a
birth certificate, to carry out this analysis. The power available from the data set’s large
sample sizes and its detailed pregnancy information provides this analysis with the
opportunity to make two additional contributions. First, aside from the recent exception of
Bruckner et al. (2019), all the studies that have examined the impact of crime/conflict/
terrorism on birth outcomes have solely used birth month to determine /in utero exposure
timing. The concern with this approach is that if, as predicted by the medical literature,
gestational age is affected by exposure to maternal psychological stress, then the exposure
timing assignment will be endogenously related to the level of psychological stress
experienced by that mother. This study uses gestational age information in order to break
this link between exposure intensity and assignment of exposure timing. Second, despite a
growing set of studies connecting stressful events to worsened birth outcomes, information
about the importance and differential impact of exposure timing during gestation is still
limited. In this study, because of the exact timing and short-lived nature of the exposure
paired with information about gestational age, the monthly temporal path of in utero
exposure to the event on the distinct outcomes of intrauterine growth and gestational age can
be examined.

The results of this analysis indicate that infants /n7 utero during the 9/11 attacks are
significantly smaller (on average, up to 15 grams smaller) and much more likely to be
defined as at high risk for future health problems (up to a 14% increased risk of being born
weighing less than 1,500 grams and a 9% increased risk of being born at <37 gestational
weeks). Further, intrauterine growth is most sensitive to exposure in the first trimester, but
gestational age is most reactive to exposure mid-pregnancy. A rich set of health behavior
responses are also investigated to rule out these reactions as the mechanism behind the
relationship between maternal exposure to 9/11 and fetal health.

Literature Review

Stress and Birth Outcomes: Biological Mechanisms

The biological evidence regarding a link between a pregnant mother’s experience of a
stressful event and their subsequent pregnancy outcome is suggestive but limited. Although
physiological-level responses to a stressful event vary across individuals, all humans use
certain biological feedbacks to regulate psychological stress. In particular, the body
generates cortisol, norepinephrine, and epinephrine in elevated levels in reaction to acute
stress as well as “worry, anxiety, and cognitive preparation for a threat” (McEwen
1998:175). These chemicals then stimulate the supply of corticotropin-releasing hormone
(CRH). Linking maternal stress to birth outcomes, various studies have indicated that the
level of CRH is strongly related to intrauterine growth and parturition timing (e.g., Mancuso
et al. 2004; Wadhwa et al. 1993, 2004). Additionally, Mulder et al. (2002) suggested that
arousal of the sympathetic nervous system—a symptom of increased stress—can cause
restricted blood flow to the fetus and thus result in decreased intrauterine growth. Moreover,
relationships may vary with the child’s gender (Torche and Kleinhaus 2012) and the
mother’s socioeconomic status (Brown 2018). Infection sensitivity is also increased by stress
exposure, and reaction to this inflammation could trigger earlier labor (Wadhwa et al. 2001).
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Multiple medical studies have shown that the release of the hormones associated with a
reaction to stress is attenuated during pregnancy, and this chemical insulation increases
throughout pregnancy (Schulte et al. 1990; de Weerth and Buitelaar 2005). Although this
suggests that the adverse effects of maternal psychological stress on birth outcomes should
be most prevalent in early gestation, not all studies have supported this claim, and some have
even come to the opposite conclusion (Hedegaard et al. 1993; Schneider et al. 1999). As it
stands, the medical literature advocates that the timing of /in utero stress exposure is
important to the biological path of birth outcome damage, but the specific pattern is still
without strong empirical support.

September 11, 2001, and Birth Outcomes: Prior Evidence

In the years following 9/11, many researchers have expressed concern over the possible
negative effects it may have had on infants exposed /n7 uteroto these events. Such studies
have focused on three areas: environmental fallout, discrimination, and stress.

Studies have suggested that the destruction of the World Trade Center (WTC) was the most
severe environmental catastrophe in the history of NYC (Landrigan 2001). After the events
of 9/11, a gigantic plume containing a mixture of numerous hazardous materials hovered
over and traveled across NYC (Landrigan et al. 2004). Although analysis of the impact of
this pollution exposure on birth outcomes had previously led to inconsistent and/or
imprecise conclusions, Currie and Schwandt (2016) showed that controlling for unobserved
differences in the mother’s exposed to the 9/11 dust cloud and their neighbors in lower
Manhattan is vital to proper identification. After this nonrandom heterogeneity is removed
through the use of within-mother comparisons, Currie and Schwandt showed that mothers
living in the pollution-affected parts of NYC were significantly more likely to give birth
earlier and to smaller babies. These findings indicate that focusing attention on births outside
NYC may be a more accurate way to assess avenues in which the attack effected the exposed
gestations beyond direct health shocks from pollution. One interesting line of research to
that end has looked at how differential treatment and psychological stress of Arab-named
women may have led to poorer birth outcomes.

Diane Lauderdale (2006) and El-Sayed et al. (2008) hypothesized that post 9/11, Arabic-
named women would suffer from significant increases in discrimination and that this would
negatively affect their birth outcomes. Although these natural experiment studies had very
similar data resources and methodologies, the results were quite different. In California,
Lauderdale found that children born to Arabic-named women who were pregnant during
9/11 had a significantly higher likelihood of being low birth weight (LBW, <2,500 grams)
and preterm (PTB, <37 weeks of gestation) than comparison children from the previous year
—a finding that did not hold for any other ethnicities. On the other hand, El-Sayed et al.
(2008) found in Michigan that women with Arab American ethnicity who were pregnant
during 9/11 were /ess likely to give birth to a LBW or PTB child.

It is difficult to reconcile these conflicting findings other than to speculate that each state
may have varying levels of discrimination, distinct patterns of geographic/social ethnic
clustering, and/or different magnitudes and selectivity of in-/out-migration, none of which is
captured by either analysis. Furthermore, although these studies asked a very intriguing
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question, they were not able to nail down the mechanism through which discrimination
affected birth outcomes. Increased stress is one channel, but another major pathway could be
financial. For instance, Kaushal et al. (2007) found that wages for Arab Americans declined
after the 9/11 attacks. Further, family incomes could be negatively impacted through reduced
transactions with Arab American businesses. Thus, although these studies represent an
innovative approach, the discrimination studies have not formed a consensus and are not
aimed at identifying the effects of psychological stress specifically.

A host of studies in the medical literature have attempted to make a more clear statement
about the effect of 9/11-induced maternal stress on birth outcomes. Several studies used
small selected samples of New Yorkers who lived close to the WTC (Berkowitz et al. 2003;
Eccleston 2011; Engel et al. 2005; Lederman et al. 2004; Perera et al. 2005). These analyses
supported a connection between maternal stress and poor birth outcomes, but geographic
proximity to the attack confounds the identification strategy with pollution effects. In
addition, by using residents from any part of NYC, the analysis faces the prospect of the
exposed cohorts experiencing not just aggravated maternal stress but also a negative resource
shock. Multiple studies have shown that NYC employees lost a significant number of labor
hours and wages over the next few months following the attacks (Bram et al. 2002; Dolfman
and Wasser 2004). Intuitively, loss of income for expecting families can lead to reduced
health inputs, causing poorer birth outcomes and thus creating an overstatement of the effect
of maternal stress. Moreover, in addition to the income shock faced by the NYC treatment
group, this cohort may also be contaminated by selective migration. Following a major
health-threatening event, there may be migration out of the affected area by pregnant women
trying to insulate themselves from further stressors or other health insults.

The work most in line with the approach found in this paper was conducted by Eskenazi et
al. (2007). They used birth certificate data for upstate New York residents in the 40 weeks
after the event and compared them with those born during the same period in the preceding
two years to shield their analysis from some of the concerns raised previously. The results
from this study indicated that very low birth weight births (VLBW, <1,500 grams) increased
in upstate New York around the New Year (second trimester exposure) and eight months
after 9/11 (first trimester exposure), but moderately low birth weight births (1,500 to <1,999
grams) decreased for those born in early December. Results for PTB were also mixed: the
authors found that late-December births were more likely to be moderate PTB (32 to <37
weeks), but those exposed late in pregnancy living in upstate New York were significantly
Jess likely to have a moderate PTB. Eskenazi et al. (2007) represented an important
improvement over examining births to residents of lower Manhattan. The analysis presented
here builds on Eskenazi et al. (2007) but differs most notably in the following ways: (1) the
sample is national, (2) births conceived after 9/11 are explored for evidence of selective
fertility and excluded, (3) conception date is used rather than birth date to assign exposure,

LEccleston (2011) provided evidence of this phenomenon for the specific case of NYC residents after 9/11. In Eccleston’s study, she
showed that NYC and NY state income tax filings indicate that from 2001 to 2002, NYC experienced more, and higher income,
emigration than the rest of NY state. In addition, she showed that the composition of exposed births in NYC had significantly more
nonwhite mothers different than previous cohorts.
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(4) birth weight is assessed based on its measurement in grams rather than by 500-gram
intervals, and (5) the mothers” health behaviors are examined as potential mechanisms.

To avoid the difficulty of identifying maternal stress’s relation to birth outcomes using
residents from cities that were attacked, a few studies have looked elsewhere for
confirmation of the link but have provided contradictory conclusions. Smits et al. (2006)
looked at more than 3,000 Dutch infants /n7 utero during and one year after 9/11, finding that
those exposed while in their second and third trimester had significantly smaller birth
weight. Alternatively, a study by Endara et al. (2009), using a large data set of infants born
to active-duty military families, found no /in utero effect during the attacks. Both studies,
though, relied on the use of the post-9/11 conception cohort as the control group and thus
lost part of their identification given that fertility rates and parental characteristics have been
found to change after catastrophic events (Evans et al. 2010). Further, Rich-Edwards et al.
(2005), studying 1,184 Boston-area women, estimated that those pregnant during 9/11 were
Jess likely to have a PTB, but a failure to control for time trends may have driven this
counterintuitive result. The study presented here pairs the advantageous strategy used by
these analyses of examining birth outcomes of mothers from locations not explicitly attacked
during the events of 9/11 with a careful examination and accounting of selective fertility and
the inclusion of rich temporal controls.

A final important distinction between this study and prior analyses of this topic is the use of
conception date rather than birth date to assign exposure. This choice provides several
advantages. First, when relying solely on date of birth, the analysis may include individuals
who were born within nine months of the event but were conceived after the event took
place. To the extent that these post-event conceived births are potentially nonrandom, which
has been shown to be the case in other settings (Evans et al. 2010) and will be shown in the
subsequent analysis to be relevant to this context, they would lead to biased estimates. By
using conception date information, we can restrict the sample to only those births conceived
prior to the focal event. Second, even if there is no evidence of selective fertility, those births
that occurred within nine months of the event but were conceived after the event will be
misassigned to the treatment group and lead to an underestimate of the effect. This issue will
be most pronounced for those thought to be exposed early in gestation and is alleviated
when using conception date to assign exposure. Third, using date of birth makes it more
difficult to assess how exposure in different parts of the /n utero period may have varying
degrees of impact on the birth outcomes. Specifically, if length of gestation is impacted by
maternal psychological distress, then the calculated timing of exposure using birth date will
be endogenous and incorrect.2 Using date of conception combined with the date of the focal
event allows for a more precise description of the gestational age of the fetus when exposure
to the shock occurs.3

2For example, if exposure to an environmental stressor in the fourth month of pregnancy leads to an increase in births that occur at
least one month early, using only date of birth to determine exposure timing will erroneously assign these poor birth outcome births to
first trimester exposure and incorrectly suggest that first trimester exposure has a larger impact on birth outcomes.

One caveat to the advantage of using gestational age to assign exposure compared with birth month is that individuals conceived nine
months prior to the event may not all remain /n7 utero to experience exposure to the shock. Because the mechanism for the early timing
of these births would be unrelated to the event, given that it has not occurred yet, the composition of these births will be mirrored by
similar births in the control group and thus does not[present an issue of endogenous selection. These births do, though, lead to
measurement error for the cohort considered exposed in the last months of gestation because they are assigned to a treated group, but
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Data and Methodology

The data used for this study are the 35,809,694 birth certificates for children born between
January 1, 1995, and December 31, 2003, collected by the National Center for Health
Statistics available in the Vital Statistics Natality Birth Data (VSNB). In addition to
providing a large sample, the data contains several birth outcome variables as well as
demographic and medical data on the mother and the birth.4 For the reasons discussed
previously, births to NYC and DC residents are excluded from the analytical sample.5

To determine a birth’s prenatal exposure to the 9/11 attacks, | use the VSNB information on
gestational age.6 When gestational age (in weeks) is used along with birth month
information, a rough approximation for conception week can be estimated.” In this study,
conception week is calculated in the following way. First, to get an estimate of the number
of weeks before birth that conception occurred, | take the gestational age (measured in
weeks since the last menstrual period) and subtract 2 (conception usually occurs two weeks
after the last normal menstrual period). Second, | divide that estimate by four to convert
weeks since conception into months. Third, | subtract this estimate of months since
conception from the birth month. Last, if the resulting estimated conception week is less
than 1, I increase it by 12.8 Conception year is then calculated as either the birth year or the
birth year less 1 if the conception month is larger than the birth month.® Because weekly
data must be subtracted from monthly data to generate conception week, each estimated
conception week covers a range of potential conception weeks. For example, if an infant is
born in the first week of a month, the conception week generated in the data is correct. If an
infant is born in the last week of a month, though, the conception week generated in the data

in truth are not exposed to the focal event. If this issue is present it would lead to estimates for the earliest conception month cohorts in
the treatment group to be biased toward no effect. To assess the extent of this bias, all the main analyses in this article are also
provided using the alternative method of assigning exposure based on birth month. These results, presented in the tables of section B
in the online appendix, provide no evidence that the use of gestational age to assign exposure is leading to substantial underestimation
or incorrect inference regarding the impact of late gestation exposure to maternal psychological distress on birth outcomes.

Researchers have argued that some elements of the birth certificate data, especially parental characteristics and gestational age, are
incomplete and imprecise (Reichman and Hade 2001). In terms of measurement error resulting from imprecise gestational age
information, because there is no reason to think the inaccuracy would have a specific pattern or relationship to the timing of 9/11, the
only concern would be less precision in the estimated coefficients. The power gains from the large sample size do to an extent, though,
help to offset this concern. With regard to missing information, the primary dependent variable—birth weight—is missing for
only .1% of the sample, and there is no evidence that lack of birth weight information is related to 9/11 exposure. In addition, only
2.8% of the sample is missing any information used in the primary specification. In the main analysis, when a control variable has
missing information, it is assigned the mean value from the sample and for each variable an indicator that identifies observations with
missing information is added to the regression. Results are comparable when alternatively any individual with a missing value for an
independent variable is dropped.

Robustness checks that additionally exclude individuals from the entire New York City metropolitan area are also conducted and
included in section A of the online appendix.

One potential concern is that because gestational age is predominately calculated based on women’s self-reports, if error in this
measure is systematically related to 9/11 it could bias the results. The most plausible way this type of nonrandom misreporting could
occur is if pregnant women were less likely to obtain or delayed prenatal care following the terrorist attack, given that knowledge and
accuracy of gestational age is partly based on health care usage. As discussed in the section Parental Composition and Maternal
Behaviors, this is not the case.

Birth month is the finest level of birth date information available for each child.

For example, for a gestational age of 36 weeks and birth month of 12, the conception week would be calculated in the following way.
The gestational age minus 2 and divided by 4 is 8.5, suggesting that conception occurred 8.5 months before birth. Subtracting 8.5 from
the birth month, 12, suggests the estimated conception week was the third week of March. Alternatively, for a birth month of 3,
subtracting 8.5 from the birth month would give -5.5. Because this value is less than 1, 12 would be added back to give 6.5, or the
third week of the previous June.

In the previous example in which gestational age was 36 weeks and the birth month was 12, conception year would equal birth year.
Alternatively, in the example in which the birth month was instead 3, conception year would equal birth year minus 1.
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is early by three weeks. As such, to make sure to exclude all births conceived after the event,
I include only infants with a calculated conception date of August 14, 2001, or earlier.10

The model for this approach is estimated as follows:

bimjt =ag+ Treat’; f+X';,, 6 + Yyrproxy © Yweek + Yj+ Yyrproxy, j T Eimjt (1)

In Eq. (1), bimj¢is the birth information of interest for individual /conceived at date #to
mother m, who resides in state /. Treat’; is a matrix of eight indicators for each month of

conception from January 1, 2001, to August 14, 2001, representing the exposure period.
Additionally, the matrix X’;,,, contains controls suggested by the medical literature, including

mother characteristics (education, race, marital status, age, plurality, and an indicator for
diabetes) and birth information (plurality and sex of infant).11 Because the VSNB is a large
data set, many of these variables can be controlled for nonparametrically, rather than linearly
or quadratically, which is the general practice in the literature. Thus, indicator variables are
used for mother’s education (18 levels), mother’s age (36 levels, including a level for less
than 16 years of age, and a level for 50 and over), mother’s race (five levels: White, African
American, Hispanic, Asian, and other), and parity (eight levels, including a level for live
birth order of eight and above).12

Because the method of identification is temporal, controlling for time trends
nonparametrically is imperative to proper analysis of this event’s impact on birth outcomes.
This is made a bit more complicated by the fact that the coefficients of interest include
month-by-month indicators for all conceptions in 2001, and thus a conception year fixed
effect for 2001 would be perfectly collinear with these treatment variables. To include time
fixed effects without damaging interpretation of the treatment point estimates, | place the
data into six equal 16-month groups based on conception date. Thus, although true
conception year fixed effects are not included, these six 16-month interval fixed effects,

Y yrproxys Will serve as controls for time trends.13 In addition, it is critical in this type of
study to control for seasonality in birth outcomes, and thus indicators for week of
conception, y yeek are included. Fixed effects for mother’s state of residence, vy, are also
used in the model to account for unobserved heterogeneity that is time-invariant within the
mother’s residence state. Finally, heterogeneity specific to the state-conception year level is
controlled by including fixed effects for the 16-month conception interval-mother’s state of

residence pair, ¥ yrproxy, i -4

10As 1 discuss in the upcoming main analysis section, cohorts conceived after the event are from endogenously and positively selected
families, and thus their inclusion would jeopardize the randomness of the treatment/control designation.

In section B of the online appendix, the results are checked for robustness to additionally including controls for county-level

economic conditions.

When a characteristic of the mother has a missing value, it is replaced with the mean value from the sample, and an indicator
variable is created and included for each characteristic that equals 1 if the information for that factor is missing. Results do not
qualitatively or quantitatively differ if all observations missing a value for any independent variable are instead dropped. Results
available upon request.

Given the nonstandard form that must be used for the cohort fixed effects, alternative controls for temporal heterogeneity have also

been assessed. In Table Al of the online appendix, the six 16-month interval fixed effects are replaced by linear splines using 6
periods, linear splines using 10 periods, quadratic trends, or 10-month fixed effects. In each case, the magnitudes of the coefficients
are qualitatively and quantitatively equivalent, or larger, and the pattern is similar.
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All tables provided that use the individual-level VSNB data report robust standard errors,
with results that are statistically significant using the Schwarz criteria shown in bold. The
Schwarz criteria is a Bayesian approach to hypothesis testing and is included because it
provides a stricter interpretation of statistical significance. In particular, it requires the
significance level to be inversely related to sample size: critical Zis calculated as the square
root of the natural log of 7 (Schwarz 1978).

To evaluate the impact of maternal psychological stress on early-life health, the birth
outcomes tested include overall birth weight as well as indicators for LBW and VLBW
births. Although these outcomes are the standard in the literature, they may obfuscate the
pathway driving the poor birth outcome because birth weight can be caused by both
restricted intrauterine growth and shortened gestation. To more finely focus the analysis on
the biological process driving the birth outcome, I include two additional dependent
variables. First, to strip the birth weight measure of the impact of gestational length in order
to assess the impact solely on intrauterine growth, I create a birth weight-for-gestational age
zscore and use it as an outcome variable.1® Second, to look at the other part of the birth
outcome equation, | examine gestational age. In addition, because a medical literature
suggests that maternal stress may impact the sex ratio by reducing male births (for a review,
see Catalano et al. 2006), | evaluate an indicator for being a male infant.

After providing estimates for the overall impact of maternal exposure to 9/11 on the birth
outcomes, Eq. (1) is further utilized to investigate any change in the composition of mothers
during this period by substituting maternal characteristics such as race and education, as
well as delivery characteristics, such as the likelihood of producing a live birth, as the
dependent variable.1® In addition, behavioral responses related to prenatal care, maternal
weight gain, smoking, and alcohol use are also examined by using information on these
actions as the dependent variable in Eq. (1). Last, to explore the heterogeneity of the overall
effect, | stratify the sample by the child’s gender, the mother’s education, and the size of the
city of mother’s residence.

The other critical analysis | conduct is an analysis of potential selective fertility that may
occur after the events of 9/11. To take a closer look at this issue, | compare maternal

14Alternatively, an approach that estimates conception date as nine months prior to birth date—mirroring what is typically found in
the literature when using only birth timing information—is provided in Table B1 of the online appendix. This approach uses all infants
delivered before June 1, 2002, in an effort to limit the sample as much as possible, to children conceived prior to the event. Similarly,
for births in September 2001, it cannot be determined whether they were exposed or not. Thus, as an attempt to err on the side of a
nonresult, | considered them to be part of the control. Specifically, | estimate the following equation:

bimjr = ag + Treat’; f+X'jp 6 + Yyrproxy + Ymonth + ¥j + Yyrproxy, j + €imjt -

In this equation, the matrix Treat is eight indicators of being born in one of the eight months from October 2001 to May 2002,
representing the exposure period. Although true birth year fixed effects are not included, six 16-month interval fixed effects, v yrproxys
will serve as controls for time trends, and seasonality is controlled by birth fixed effects, -y monts. To account for unobserved
heterogeneity that is time-invariant within the mother’s residence state, | add dummy variables for mother’s state of residence to the
model, ;. Finally, the interaction of an observation’s 16-month birth interval and mother’s state of residence, v yrproxy,; are
incorporated into the specification.

Birth weight-for-gestational age zscore is calculated as an infant’s birth weight minus the mean birth weight from 1995 to 2000 for

that infant’s gestational age, all divided by the standard deviation of birth weight from 1995 to 2000 for that infant’s gestational age.

Maternal characteristic controls are excluded from these regressions.
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characteristics of non-NYC and DC infants conceived in the first seven months following the
terrorist attack with the composition of maternal attributes in the rest of the sample period.
The regression used in this analysis is as follows:

bimjr = ap+ f - POST + y1994 + .. + 12000 + Yweek + ¥ + Eimjrs @

where POST is an indicator for being conceived in the first seven months after 9/11, -y1994 +
...+ y2000 are seven indicators for being conceived in the years from 1994 to 2000, and

Y week @nd y jare the same as in Eq. (1). For this test, b;y;; will be three maternal
characteristics: an indicator for whether the mother is African American, an indicator of
whether the mother attended any college, and a measure of the number of years of school the
mother completed As such, B is the coefficient of interest and will indicate whether the
mothers of children conceived post-event are significantly different from mothers of children
conceived in the first eight months of 2001.

Results

Main Analysis

To provide context to the data, Table 1 displays the descriptive statistics for the variables
used in the main analyses.17 The 1995-2002 VSNB data contain 27,568,056 records of live
births calculated to have been conceived before August 14, 2001. The mean birth weight, a
characteristic available for 99.9% of the records, is 3,322.7 grams; 7.4% and 1.3% of the
children were born LBW (<2,500 grams) or VLBW (<1,500 grams), respectively.
Gestational age, another key indicator of the birth outcome available in the data, indicates
that 11.3% of the children were born preterm (gestational age < 37 weeks).18

Moving to the primary analysis, each row of Table 2 represents a separate regression and
provides the estimates of the B coefficients from Eq. (1). The estimates indicate that almost
the entire cohort of children /n utero during the attacks had significantly reduced birth
weight, by as much as 15 grams. Furthermore, there is a large increase in the risk of having a
child of LBW or VLBW. Children exposed mid-gestation to increased psychological stress
were at a 4% to 5% and 6% to 14% increased risk of being born LBW and VLBW,
respectively.1®

The estimates in Table 2 also show that once gestational age is controlled for using the z
score, intrauterine growth is significantly restricted by stress exposure only in early

17Equivalent summary statistics are provided by conception year in Tables C1-C7 in the online appendix.

Table 1 indicates that at times, maternal information is missing in the birth records. In terms of control variables, the issue of
missing information is minimal. Specifically, live birth order is missing for 0.5% of records, gestational diabetes status is missing for
1.2% of records, and mother’s years of education is missing for 1.3% of records. When a characteristic of the mother has a missing
value, it is replaced with the mean, and an indicator variable is created and included for each characteristic that equals 1 if the
information for that factor is missing. Results do not qualitatively or quantitatively differ if all observations missing a value for any
independent variable are instead dropped. Missing values for maternal pregnancy behaviors are more prevalent: 1.9% of records are
missing prenatal care information, 20.1% of records are missing maternal weight gain information, 17.7% of records are missing
gestational smoking behavior, and 14.8% of records are missing gestational alcohol use. With regard to the impact of potential
measurement error or sample selection bias in these variables, because there is no reason to think the missingness or inaccuracy in
these variables would have a specific pattern or relationship to the timing of 9/11, the only concern would be loss of external validity
and less precision in the estimated coefficients for regressions that use those behaviors as the dependent variable.

The risk factor estimates are calculated as the increased incidence divided by the mean incidence in the population.
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gestation. The timing of exposure also seems to matter for the relationship of maternal
psychological stress and preterm birth: it is apparent that parturition timing is most sensitive
to this exposure in the middle of pregnancy given that those cohorts were significantly more
likely to be born preterm (with as much as a 9% increased risk factor). One counterintuitive
result is the finding that those exposed in the first month of gestation were /ess likely to be
born preterm. Results reported in the upcoming Parental Composition and Maternal
Behaviors section provide some evidence that this finding may be driven by positive
behavioral changes of the mothers in this cohort. These results also make it clear that a
child’s risk of being born LBW or VLBW is much more closely related to maternal stress’s
impact on gestational age than through intrauterine growth restriction. The sex ratio appears
to be unaffected by acute maternal psychological stress.

The analyses in Table 2 use data restricted by two nontrivial sample selection choices. First,
the decision to exclude NYC and DC residents from the analysis was influenced by previous
studies indicating that along with being exposed to the stress of 9/11, these individuals also
have a higher likelihood of having been exposed to a pollution and/or resource shock, either
of which would be negatively related to birth outcomes and thus confound the estimation of
the effect of psychological stress (Bram et al. 2002; Currie and Schwandt 2016; Landrigan et
al. 2004; Perera et al. 2005).

Second, the decision to exclude individuals conceived after the events of 9/11 was made
given the concern that family planning choices may have been significantly altered in the
months following the tragic events of 9/11. Estimating Eq. (2) provides insight into whether
there was endogenous nonrandom fertility behavior after 9/11 as well as how including those
cohorts would potentially have biased the main estimates. The results of this analysis, shown
in Table 3, make a strong statement that the mothers who conceived children after the event
are significantly different than the mothers from the previous cohort. Specifically, the
mothers have a statistically significantly different racial composition (less likely to be
African American) and are statistically significantly more educated (both in overall years of
school as well as the likelihood of having attended college). Given the bias that would be
caused by including infants from mothers that are endogenously self-selected in a way that is
positively correlated with birth weight, the choice to cut the sample at those conceived
before the event helps preserve the randomness needed for identification.

Alternative Specifications

To assess the sensitivity of the main results from Table 2, | examine several alternative
speciﬁcations.20 For example, the estimates in Table A2 of the online appendix exclude
residents of not only NYC and DC but also the NYC primary metropolitan statistical area.
These estimates are statistically and economically indistinguishable from the baseline
results.

20} also conduct similar alternative specifications using only birth data information. The results from these regressions mirror those
presented in this section, providing evidence of the robustness of Table 2‘s findings. These estimates are shown in Tables B2-B5 in the

online appendix.
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In the next two sensitivity tests, many additional control variables are added to the original
specification. Given the large number of independent variables and massive sample size
being used, the computational burden for these alternative specifications can be quite
substantial. To reduce the computational burden for these two tests, | transform the data
from individual-level data to combined cell data. Specifically, I collapse the data such that
each cell contains all the individuals from the same county of residence, week of gestation,
year of conception, and sex. Each of the variables of interest are calculated as the mean
value for each cell group, and the regressions are weighted by the number of individuals that
make up each cell. Table A3 in the online appendix is a replication of Table 2 using these
new cell data. The coefficient estimates, standard errors, and inference generated in Table
A3 are not meaningfully different from those in Table 2.

Although studies have shown a loss in job hours and earnings in NYC after 9/11, it is also
quite possible that resource shocks from 9/11 may have differentially and significantly
impacted areas all over the country. To address this concern, | add 15 variables to Eq. (1);
these variables, calculated from the U.S. Bureau of Labor Statistics, Local Area
Unemployment Statistics, indicate the unemployment level in the child’s county of residence
during the 15 months following the estimated conception date. These added controls can
proxy for possible economic fluctuations faced by each child’s parents during and following
the gestation period.21 Results from this analysis can be found in Table A4 of the online
appendix. The estimates of this sensitivity test are qualitatively equivalent to those found in
the main results; if anything, the point estimates from this analysis are generally larger in
magnitude than those in Table 2, suggesting that differential economic fluctuations related to
the 9/11 tragedy are not driving the results.

Finally, because the computational burden is reduced when the cell-level data are used, an
analysis can be conducted in which the state-level () and state-time (v pr0xy,) fixed effects
are replaced with county-level and county-time fixed effects. By using this finer level of
geographic information, any unobserved heterogeneity at the county or county-year level can
be swept out of the coefficient estimates of interest. The results from this specification are
displayed in Table A5 in the online appendix; as in the rest of this section, the results are not
statistically or economically different from those in Table 2. In all, the alternative
specifications provide additional support for the main results in terms of magnitudes and the
temporal variation of the effect.

Parental Composition and Maternal Behaviors

An important assumption in the models that needs verification is that the composition of the
treatment and control groups are not leading to incorrect conclusions. To test for this issue, |
conduct an analysis of the maternal characteristics of the treatment group using Eq. (1) but
replacing the dependent variable with maternal characteristics.22 These results are provided
in Table 4.

21The economic activity from approximately six months after birth is included in case the parents are able to reasonably predict
coming economic hardship/prosperity and made earlier adjustments to their consumption that would affect the relevant pregnancy.

Maternal characteristic controls are excluded from these regressions.
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As shown in Table 4, there appears to be no racial composition difference between treatment
mothers and control mothers. Additionally, in terms of college attendance and years of
education, despite a few significant differences, the positive direction of the coefficients
makes it clear that this change is not driving the adverse relationship found in Table 2
between exposure and birth outcomes. The presence of more highly educated mothers in the
early gestation exposure groups may also contribute to the estimated negative relationship
between exposure in the first month of gestation and preterm births.

One potential cause of this positive selection in mother’s conceiving in June, July, and
August of 2001 is selective miscarriage or abortion for lower-educated women following the
9/11 attacks. To test this, | use the cell-level data to conduct a regression similar to Eq. (1),
with the total number of live births in each cell as the dependent variable. This analysis
explores whether the cohorts exposed /in uteroto the 9/11 attacks are smaller, the same, or
larger than surrounding cohorts. If they are smaller, this would indicate the presence of
increased miscarriage or abortion as a result of elevated maternal psychological distress. The
results of this analysis, shown in row 4 of Table 4, suggest that there is no statistically
significant relationship between exposure to the 9/11 attacks during pregnancy and the
likelihood of having a live birth.

In addition, to explore whether the poor birth outcomes found in Table 2 are related to the
biological mechanisms connecting stress to restricted intrauterine growth and gestational age
or stress-related behavioral responses of the mothers, it is important to examine whether the
events of 9/11 adversely impacted mothers’ health behaviors. To conduct this analysis, |
calculate Eq. (1) with maternal behaviors (maternal weight gain, as well as, indicators for
whether prenatal care started late or never was used, smoking during pregnancy, and alcohol
use during pregnancy) as the dependent variables.23 As shown in Table 5, there does not
seem to be any systematic negative behavioral reaction by mothers to being exposed to the
9/11 events. In fact, it appears that mothers who conceived just before the 9/11 attacks went
on to more actively and more quickly utilize prenatal care, which may help to explain the
counterintuitive negative relationship between exposure in the first month of gestation and
preterm births.

Heterogenous Effects

The main results suggest that increased psychological stress among pregnant women leads to
statistically significantly poorer birth outcomes for the children exposed to 9/11 in utero, but
this finding may be hiding larger impacts for important subpopulations. For example, a
recent study by Torche and Kleinhaus (2012) found that maternal exposure to psychological
stress /n uterohas a much stronger negative impact on female children, particularly early in
gestation. To explore this issue, | calculate estimates splitting the sample by gender. Table 6,
rows 1 and 2, contain the results on the impact of acute maternal psychological stress on
birth weight for the male and female infant population, respectively. These findings do not

23As shown in Table 1, there are a nontrivial number of observations missing alcohol (14.8%) and smoking (17.7%) behavior. In
addition, these variables have strong potential for being measured with error. However, because it is unlikely that the missingness or
possible inaccuracy is caused or related to the 9/11 attacks, these issues, at worst, lead to a decrease in external validity and precision,
but they do not generate bias.
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show any clear pattern of one gender being discernibly more sensitive to insults of maternal
psychological stress.24

One possible concern with the approach taken in Eq. (1) is that by excluding individuals
living in the attacked cities, the analysis may lose some of the most intensely distressed
mothers. Although qualitative research suggests that a nontrivial number of individuals
throughout the country felt increased psychological stress from the 9/11 attacks, the next few
estimates look into a few important subgroups in an attempt to find an upper bound on the
impact of psychological stress exposure.

A subpopulation that may have experienced higher levels of psychological stress after the
9/11terrorist attacks comprises those living in large cities. Individuals living in large cities
other than NYC and DC may have experienced a higher exposure to psychological stress
because they may have internalized the fact that the areas they lived in would be the most
likely targets for any potential future attacks. Thus, in an attempt to examine whether the
country-wide sample is obscuring some larger effect of psychological stress on birth
outcomes, | run the analysis on only those mothers living in cities (other than NYC and DC)
with a population more than 1,000,000 residents. Although an analysis focused solely on
residents of big cities loses some of the identification clarity of the baseline analysis because
it faces potential issues of selective migration, it should provide some evidence of whether
the country-wide analysis grossly underestimates the impact of psychological stress
exposure. The third row of Table 6 displays the estimates of the impact of the psychological
stress of 9/11 on the birth weight of children /n utero during the attacks among women living
in large cities. Most of the point estimates from this analysis are larger than when the entire
sample is used, but these results do not suggest that the findings in Table 2 substantially
underestimate the effects of individuals living in more intensely exposed areas.

Another set of hypotheses would suggest that education may be related to the level of
psychological burden a mother experiences as a result of the attacks or that the education of
the mother may influence her ability to insulate her pregnancy from the trauma of the event.
Table 6, rows 4 and 5, provide estimates when the sample is limited to mothers with a high
school diploma and those without, respectively. Neither of these two subgroups produce
results that are qualitatively different from those in Table 2; moreover, there is no clear
pattern to suggest that the mother’s education had any impact on the relationship between
exposure and birth outcomes.

Conclusion

Using an unfortunate and unanticipated national tragedy and a robust source of data, this
study estimates the impact that elevated maternal stress has on birth outcomes. The strength
of the analysis as compared with the previous literature is the ability to develop a clean
identification strategy by excluding residents of the attacked areas, who were exposed to
other important health and resource shocks in addition to psychological stress, and limiting

2"'Similarly, there is no evidence of gender heterogeneity in the impact of maternal psychological stress /n utero on gestational age.
Results are available upon request.
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the sample to those who had made their fertility decision before the event. The findings of
this study suggest that infants exposed /n uteroto increased maternal stress were born
significantly smaller and earlier than previous cohorts. In addition, the adverse relationship
between maternal stress exposure and important birth weight cutoffs used by clinicians, such
as LBW and VLBW, are driven by reductions in the length of gestation rather than fetal
development. These relationships are found despite the fact that the estimates are limited to
leveraging the possible maternal psychological distress of the 9/11 attacks rather than
anthropometric measures of maternal stress levels. Last, a novel feature of this study is that
it provides a month-by-month analysis indicating that the timing of the stress insult does
lead to important differences in the health outcome of the child: intrauterine growth is most
sensitive to stress shocks in the first trimester, and gestational age is most susceptible mid-
pregnancy.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Table 1
Summary statistics using natality data on births conceived before August 14, 2001, excluding residents of New

York City and the Washington, DC, metropolitan area”

Number of Observations Mean SD

Birth Outcomes

Birth weight 27,552,002 3,322.7 602.7
Birth weight for gestational age zscore 27,552,002 0.00 1.00
LBW (<2,500 grams) (%) 27,552,002 7.4 26.1
VLBW (<1,500 grams) (%) 27,552,002 13 115
Preterm (<37 weeks) (%) 27,568,056 11.3 31.7
Birth Characteristics

Male (%) 27,568,056 51.2 50.0
Plural (%) 27,568,056 2.9 16.8
Live birth order 27,443,511 2.0 1.2

Maternal Characteristics

Mother is non-Hispanic White (%) 27,568,056 61.0 48.8
Mother is African American (%) 27,568,056 14.2 34.9
Mother is Hispanic (%) 27,568,056 19.7 39.8
Mother had gestational diabetes (%) 27,229,795 2.7 16.3
Mother is married (%) 27,568,056 67.7 46.8
Mother’s age 27,568,056 27.0 6.2

Mother’s years of education 27,196,339 12.8 2.8

Mother’s Pregnancy Behavior

Late/no prenatal careb(%) 27,083,176 87 190
Maternal weight gain 22,013,433 30.8 13.4
Smoking while pregnant (%) 22,691,092 133 34.0
Alcohol use while pregnant (%) 23,483,669 11 10.7

Source: Data obtained from National Center of Health Statistics 1995-2002 birth certificates.
aThe Washington, DC, metropolitan area is defined as the Washington, DC-MD-VA-WYV primary metropolitan statistical area (PMSA).

Latelno prenatal care is defined as either starting prenatal care in the third trimester or never receiving prenatal care.
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Table 3
Change in maternal characteristics for infants conceived after 9/11 attack, excluding residents of New York

City and the Washington, DC, metropolitan area”

Maternal Characteristic Number of Observations Mean  Post-Event Cohortb
Mother Is African American (%) 29,821,033 142 _0.19™(0.03)
Mother’s Years of Education 29,417,747 128 0,019™(0.003)
Mother, Some College (%) 29,417,747 45.6  0.377(0.05)

Notes: Includes all births from January 1, 1995, to December 31, 2003, conceived before March 14, 2002. Robust standard errors are shown in
parentheses. Values in bold are significant using the Schwarz criteria. Each regression controls for conception year fixed effects, conception week
fixed effects, and mother’s state of residence fixed effects.

Source: Data obtained from National Center of Health Statistics 1995-2002 birth certificates.
aThe Washington, DC, metropolitan area is defined as the Washington, DC-MD-VA-WV PMSA.
b . . . . .

Considered conceived after event if conception week is after August 14, 2001.

*

p<.05;

Hok
p<.01

Demography. Author manuscript; available in PMC 2021 August 01.



Page 21

Brown

10 >d

KK
‘g0 >d
*
"U0I199S SUOITRII4198dS aAITRUIS)Y SU) Ul PaqLIdSap Blep [9A3]-]]89 8y} sasn sisAjeue m_s._.Q

1002 ‘YT ISNBNY pue ‘T00Z ‘T ISNBNY UsaMIag pantaouod,

VSN AM-VA-QIN-OQ ‘U0IBUIYSEA B} Se PaULISP SI 2a/e ueljodonsw Oa ‘UobuIysem L,
'S91eI1JILIBY YUIQ Z00Z-G66T SO1SILIS Yi[eaH JO Jsiua) [euolieN Woiy pauleiqo eyeq . 82./nos

'S108148 PaXI) 80UBPISaI JO B1EIS S, J8UIoW PUB LI0Y0D U0NdsoU0d 8y} JO LONJRIBIUI UB PUR ‘S108418 PaXI) 30USPISaI JO S1eIS S, JaUloW ‘S108448 PaxIy Yasm uondsouod
'$109449 PaxIy L0Y0D U0NdsoU0D YIUOW-9T 0} S|0JIUOD UOISSaIBal yoeT "eLIsid Ziemyds ay) Buisn ueayiubis Ajjeonsiiels ale pjog ul sanjeA ‘sesayjualed Ul UMOUYS 8Je S10119 pJepuels 1Snqoy .SajoN

€T DTt GIDIT  GTDveo  @@Ten  GTDYTT  (IDeeT  (I1)1z0  €Se 06182 oSHIE SATT 0 JoqUINN
@ro),,190 (10,90 (1T0),,290 %10 (110) %200 (IT0)%z10 (1100500 (11000  SSp 6eE'96T'L  (9%) 9B910D BLIOS SeH JAYIOA
(100),,700 (100),,800 (100),,500 (1g0)100 (T00)TO0  (T00)T00  (10°0)000 (100)TO0 8T 6EE'96T L2 UOBINP3 JO SIEBA S, JBLIOIN
©Orovoo- (00900~ (00,910~ (o0)yo0 (00)¥00-  (L00)2T0  (L00)400- (2000200 Y 950'895'22 (%) UBDLIBWY UBDLIYY S| JALION
002Gy To0ZAINC  T00zaun  T00ZABW  T00ZIudv  TOOZUONEN  T00Z'GRd  TOOZ'UBC UESN  SUOEAISSTO O JOGUINN SonsLIEIORIRYD [RUIGIRN

uondaouo) 40 YIuoN

,£oJe uenjodonaw ‘@ ‘uolbulysean sy pue AD SOA MBN JO SJUBpISal
Buipn|oxa ‘T00Z ‘7T 1SNBNY 810J30 PIAISIUOD SYLIQ UO Blep Aljereu Buisn yoene TT/6 BuLINp 0971 ur UaIP[IYd 40 SINQLIIIe [eulsiew Jo ainuedag

¥ alqeL

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Demography. Author manuscript; available in PMC 2021 August 01.



Page 22

Brown

10 >d
*¥

‘g0 >d

*
*aled |ereuald BulAladal JaAau 10 J3)SaLILI] PAIY) 8y Ul ased [ereuald Builieis Jaylia se paulap s a/eo fejeusid qE&mqu

"T00Z ‘v'T 3snBny pue ‘T00Z ‘T 1snBny usamiaq UmZmU:OOQ

"WSINd AM-YA-QIN-OQA ‘U0IBUIYSEAA 8} SB pauLap SI 2ase uelijodonaw ‘oa ‘uoibulysgy 8y I

'Saje:

199 YIG 2002-S66T SONSIEIS YIeaH O J91usD [euolieN WOy paurelqo eyeq . a2/nos

'S109)J9 Pax1y dOUBPISAI JO 81IS S, Jaylow pue 1oyod uondsouod syl Jo uondeIsul Ue pue ‘Japuab s,piyd ‘(Jayro pue ‘OluedsiH ‘UBILIBLY UBJLLY ‘BIYAA) 93RS, Jay1ow ‘sajaqelp s Jayiow ‘Afeinid ‘(s|ans)
8T) |9N3] UOITBINPS S, 13YI0W IO} S1I818 PaxIy ‘(S|ans] 9g) abe s, JaL10W 10} 1084 PaxIy ‘(S|aAs] 8) 18P0 UHIQ 3AI]| 10} S108)8 Paxly ‘S109)J8 PaxIy S0USPISSL JO S1BIS S, JaUI0W ‘S109)40 PaxIy }aam uondaouod
'S108J3 paxIy 1oyod uondaduod Yuow-gT o} S|0J3U02 UoIssaiBal yoe "elallid ziemyas ayy Buisn Jueoiiubis Ajeansiyels ale pjog ul sanje/ "sasayiuased Ul UMOYS aJe SI04I3 pJepuels 1snqoy SajoN

(€0'0) 200 (z0'0) T0'0 (20°0) z0'0- (zoo)eoo  (c00)200  (c00)TO0  (2000) 200 (20°0) 000 1T 699'€87'€Z (%) Jueubald ajIuM 3s 0401
(oro)sro- (L00),9T0- (200),,6T0- (o0 zro- (00)€00- (00500 (L00)T00- (L00)900-  €€T 260'169'22 (%) weubaid aj1ym Bunows
(so0)T00  (€00),,0T0  (€00),,4T0 (€00),,ST0 (€00),800  (epp)o00  (e00)€00  (€00)200  80E EEP'ET0'ZT ure 1BIS [eusziep
(00,570~ (00),000-  (400) 200- (400 ¥00- (OO)€00- (100)900-  (400)200 (00 200~ L€ 9.T'€€0'L2 (%) 52120 [EREUld ON/aIeT
o100e By 100z AINC 1002 aung 700z KB TOOZ IMdY  TOOZ UoJBIN  T00Z 'ded  TOOZ ‘Uer  Ues wcw%wmwmm_ Joixeyag [eutarelN

uondaouod Jo YIuow

,£oJe uenjodonaw ‘0@ ‘uolbulysean sy pue AD SIOA MBN JO SJUBpISa)
Buipn|oxa ‘TO0Z ‘7T 1SNBNY 810430 PAAISIUOD SYLIQ UO Blep Alifereu Buisn 3oeye TT/6 BULINp 0497 U1 USIP[IYD 4O SI0IARYSQ [eUISYeW JO ainuedag

G 9|qeL

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Demography. Author manuscript; available in PMC 2021 August 01.



Page 23

Brown

10 >d

x*

‘g0 >d
*

"T00Z ‘T 3SNBNY pue “T00Z ‘T 1SNBNY UsaMIag PaAIau0D

q

'VSIN AM-VA-QIN-OQ ‘UOIBUIYSEM 3U} SE PaUN3Pp SI ease LepljodoAaLL ‘0q “UojBUIySgM SUL,,

"S91eIYIIBD YUIq 2002-S66T SONSHEIS Ul[esH JO Jojua) [euolieN Wolj paulelqo ereq.8a/1os

'S109448 PaXI) 80UBPISSI JO B1ES S, J8UI0W PUB 1I0Y0D UONdsU0d 8y} JO UONJRIBIUI UB pue “4apush s, p1yd ‘(Jay1o pue ‘oluedsiH ‘UBdLIBWY UBDLIYY ‘8HYAA) 80BJ S J8U10W ‘saleqelp s, Jaylow ‘Afend ‘(sjens]
8T) [9A9] UOIBINPS S, J3LI0W 10} SII3443 PaxIy ‘(S|9As] 9€) abe S, J8LI0W 10} 103443 PaxIy ‘(S|9A3] 8) 48PJ0 YUIQ SAI| 10y S108)J0 Pax1y ‘S108443 PaxIy 30USPISaI JO S1eIS S, JaUIoW ‘103443 PaxIy Yoam uondaouod
'S109449 PaxIy LOY09 Uondaduod YIUOW-9T o} S|0AU0D UoIssaIfal yoeT "eLiaild ziemyas ay) Buisn Jueayiubis Ajjeonsiels ale pjog ul sanjeA 'sasayiualed Ul UMOUYS aJe S10119 pJepuels 1Snqoy -SajoN

(v8¢),,8521- (597,226~ (o) 96p-  (¥92),, 616 (592),,969- (190),,.66- (852) . ¥2S-  (192)50z ove's 866'756'S [0040S m%pamm
(€61, LrvT-  (e€T), 26'L~ (e€T),,8.9- (9€T),, .T0T- (8eTD), v~  (9€T),,006- (LE€T),,8.S (;e7)gez- opes ¥00'£65'TZ _ooﬂmzmm“m
(v gee- (009),,20€T- (00°9),50TT-  (009),, V61~ (s67)zg6- (67,1991~ (vov)eee- (867%) 552~ 69Z°E LT soni0 obre]
(evo),, 6081~  (s97T),, v08- (997),,9T2- (89T),, 2007~ (T27T) Oz~ (897T),,T56- (897T),,059- (g97)9gz— S9z'c 026'8SY'€T sajews4
(v2),, 9921~ (17,698~ (127),,€09- (e27),,600T- (907T), v62- (€LT),,686- (V.T),,69%- (y7)e90- 8u€'E 280'€60'%T SoleN
qrooz fnv 100z AIne T00Z dung 100z AR 100z IMdy T00Z U2IBIN 7002024 TOOZ 'Uel  UBSN SUONEAIISIO dnoufigng

uondaouod Jo YIuow

10 JaquinN

LEote uenjodonaw ‘0@ ‘uolbulysea sy pue AND SHOA MBN

40 syuapisal Buipn|oxa ‘7100z ‘¥ 1SNBNy 810120 PaAIBU0D SUYLIQ UO elep Aljeleu Buisn yoene TT/6 Bulinp osa71 ur uaip|iyd 1o Jybiam yuig Jo ainyedsq

Author Manuscript

9 9|qeL

Author Manuscript

Author Manuscript

Author Manuscript

Demography. Author manuscript; available in PMC 2021 August 01.



	Abstract
	Introduction
	Literature Review
	Stress and Birth Outcomes: Biological Mechanisms
	September 11, 2001, and Birth Outcomes: Prior Evidence

	Data and Methodology
	Results
	Main Analysis
	Alternative Specifications
	Parental Composition and Maternal Behaviors
	Heterogenous Effects

	Conclusion
	References
	Table 1
	Table 2
	Table 3
	Table 4
	Table 5
	Table 6

