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SUMMARY Data from a survey conducted in 1981 on a national sample of 5508 births in France were
used to analyse the role of a history of previous adverse pregnancy outcome (spontaneous abortion,
perinatal death or adverse fetal condition) in the selection mechanisms of women with regard to
occupational activity, and the impact on the relation between work and preterm delivery. The study,
carried out separately in each parity group, showed that occupational activity was associated with a
more favourable outcome for women of parity one: the preterm delivery rate was significantly higher
among women who had never worked than among those who continued working during pregnancy.
However, the hypothesis of a “healthy worker effect” linked to a history of adverse obstetric outcome
was not confirmed in this study. A selection effect of women from a history of spontaneous abortions
was observed, but these were not linked to preterm delivery. Among multiparous women, a history of
perinatal death or adverse fetal condition did not seem to modify women’s behaviour towards their
work. Selection mechanisms of women towards occupational activity according to
sociodemographic factors were also analysed and showed that the higher percentage of younger
women among those who had never worked explained the higher rate of preterm delivery in that

group.

The impact of the occupational activity of pregnant
women on the outcome of their pregnancy has been
the object of a number of studies, as witnessed by
Saurel-Cubizolles and Kaminski’s review.! Opinions
have long been divided as to the existence or not of an
influence of occupational activity on stillbirth,
birthweight or length of gestation. Recent studies in
France as in other countries, however, have displayed
a certain homogeneity. If few authors have observed
a relation between employment during pregnancy
and birthweight or stillbirth,>3 some of them
have demonstrated a ‘‘favourable influence” of
occupational activity on the rate of preterm
deliveries,24 > while emphasising that particularly
difficult working conditions did represent a risk
factor.5®

However, some authors have raised the problem of
biases which might exist in this type of study in which
women without an occupation have been compared
with women who worked during their pregnancy.
These authors have discussed the relation between
social and medical factors and women’s occupational
activity, which could lead to an erroneous
interpretation of the relation observed between work
and pregnancy outcome.®~ '

In epidemiological studies on occupational health,
the effect of selection mechanisms, which often result
in a better state of health of the working population
than of the general population, has been called the
“healthy worker effect”.!3 14 As an analogy to the
“healthy worker effect”, Joffe, in a systematic analysis
of the possible confounding factors in the study of the
effect of women’s work on reproductive events, has
used the expression “insecure pregnancy effect”.® One
of his hypotheses is that women who have had a
problem during a prior pregnancy would tend to stop
working for fear of a repetition, whereas women
without such prior experiences would be more likely to
continue to work. In this case, pregnancies at high risk
would be over-represented in the group of women
without an occupation. The favourable effect of
working on the pregnancy outcome would be a
reflection of an autoselection of women regarding
occupational activity as a function of their obstetric
history.

The objective of this study was to analyse this
phenomenon using data from a national survey
carried out by INSERM (the French Institut National
de la Santé et de la Recherche Médicale) in 1981 on a
representative sample of 5508 births. Two questions
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were considered:

1 Is the behaviour of pregnant women relative to
their occupational activity different according to
whether or not they have had a history of
adverse obstetric outcome? In order better to
identify a possible selection mechanism among
those women without an occupation during
their current pregnancy, we distinguished those
who had never worked from those who had
worked but stopped at any time before the index

pregnancy.
2 Might such a selection mechanism explain the
favourable relation observed  between

occupational activity and preterm birth? To
answer this question, the relation between
working and preterm birth was studied in a
multivariate analysis, taking into account, in
addition to the obstetric history of the women,
the social and demographic characteristics
susceptible of intervening as ‘‘confounders”.

Population and methods

This study was carried out using data gathered in a
national survey performed by INSERM in 1981 on a
representative sample of births in France. The sample
was obtained by random selection of births at public
and private maternity units throughout France which
were also randomly selected. The sample thus
obtained included 5508 women.'?

The data were collected:

(a) by interviewing the mothers, while still in
hospital, within five days following the birth. The
questions concerned their obstetric history, social and
demographic characteristics, and occupational
activity before and/or during pregnancy.

(b) from the medical records for all data
concerning the delivery and the child’s condition at
birth.

The principal aim of the survey had been to evaluate
the perinatal health and health care during pregnancy,
delivery, and the neonatal period.'?

In order to study the factors likely to influence
women with regard to their work, three groups of
women were distinguished according to whether or
not they were working during the index pregnancy
and/or before it.

The first group, designated ‘“‘employed during
pregnancy” in the tables, worked before and during
this pregnancy.

The second group, “employed before pregnancy’ in
the tables, had previously exercised an occupation but
had ceased before the index pregnancy.

In the third group, designated “never employed”,
the women had never had an occupation.

The definitions of these groups led to the exclusion
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of 414 women; 356 were unemployed/seeking
employment (167 women), or students (58 women), or
the data concerning work were missing (131 women);
58 women said they had been working during this
pregnancy but had never worked prior to it.
The analysis was carried out separately for each
parity group in order to take into account the relations
between adverse obstetric history and number of
previous deliveries, on the one hand, and the number
of children and having a job, on the other.
Among the factors likely to influence the behaviour
of women relative to their occupational activity, we
have studied those known to be associated with a
perinatal risk.!¢1°
(1) The adverse obstetric outcomes analysed were:
(a) a history of at least one spontaneous abortion; and
(b) a history of at least one perinatal death or adverse
fetal condition. Three subgroups were constituted:
Group 1: women having had at least one perinatal
death (designated “‘perinatal death” in tables)

Group 2: women with infants all surviving the
perinatal period but at least one being
malformed, preterm or of birthweight less than
2500 g (designated “‘adverse fetal condition™)

Group 3: women with infants all surviving the
perinatal period with none of the adverse
conditions described for group 2 (designated
“normal infants” in the tables).

If the women did not mention any adverse history,
their previous pregnancies were considered to have
been normal. Only previous multiple births were
excluded (33 cases).

(2) The following sociodemographic factors were
studied: the age of the mother, her nationality (French
or foreign), and her level of education, divided into
four classes:

Class 1: lower educational level, up to 8 years of
primary education without diploma

Class 2: intermediate educational level, 9 to 11 years
of schooling

Class 3: upper educational level, 12 or more years of
schooling

Class 0: all those women for whom educational data
were lacking.

Finally, the occupation of the women who worked
prior to the index pregnancy, and the reasons why they
stopped, were analysed.

The indicators selected to describe the outcome of
the index pregnancy were the rate of preterm deliveries
as defined by a gestational age less than 37 weeks since
the date of the last menstrual period, and the
percentage of babies having a birth weight of less than
2500 g. The date of the last menstrual period was
unknown for 353 women, that is 7% of the sample,
and the baby’s birthweight was unknown for 24
women.
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The analysis was conducted in parallel for the first
three parity groups: women of parity 0 or nulliparae
(2018 women), women of parity 1 (1753 women), and
women of parity 2 (834 women). Women having had
three or more children before this pregnancy (468
women) were excluded from this study. The numbers
for each of the parity groups beyond parity 3 were too
small to permit analysis, and grouping them together
presented methodological problems in the analysis of
obstetric history. The occupational activity and index
pregnancy outcome for these women were, however,
described.

For each of the three parity groups, the obstetric
history and social factors were analysed in relation to
occupational activity, on the one hand, and the
outcome of the index pregnancy, on the other. All of
these factors have been taken into account in a
multivariate analysis using a logistic regression in
order to evaluate their influence on the relation
observed between working and preterm delivery, and
to calculate adjusted odds ratios of preterm delivery as
a function of working.?°

The statistical method used was Pearson’s %2 and
was carried out at INSERM’s Centre de Calcul using
the software Pastis. The logistic regression was done
using BMDP software.

Results

EMPLOYMENT OF WOMEN DURING PREGNANCY
ACCORDING TO PARITY AND HISTORY OF
ADVERSE OBSTETRIC OUTCOME
The rate of occupational activity of all women in the
sample was 57% but it varied considerably according
to parity (table 1). It was very high among nulliparae
and decreased as the number of children increased.
The percentage of women who had never worked
was highest for those women having had three or more
previous children. Among the other parity groups,
about 40% of the women not working during the
index pregnancy had worked previously.
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Table 1 Women'’s occupational activity by parity
Occupational activity
Employed ~ Employed
- during before Never
pregnancy  pregnancy  employed
Parity No. % % %
0 2018 73 12 15
1 1753 57 19 23
2 834 38 24 38
3 or more 468 19 18 63
Total 5073 57 17 26

The frequency of adverse history increased with
parity; 8%, 12%, and 14% respectively of the women
of parity 0, 1, and 2 had had at least one spontaneous
abortion; 2% of women of parity 1 and 7% of women
of parity 2 had had at least one perinatal death, while
8% and 12% respectively had had at least one child
with a congenital malformation, a birthweight less
than 2500 g, or born preterm.

Women of parity 0 and 2 who had had spontaneous
abortions were more likely to have left their job than
women without such a history, while among women of
parity 1 no such relation was observed (table 2).

The behaviour of the multiparae (ie, women of
parity 1 or more) towards employment was not
statistically different according to whether or not they
had had a history of adverse obstetric outcome (table
3). In particular, those having a history of perinatal
death did not work more frequently than the others,
and those with a history of adverse fetal condition did
not more often leave their work.

In addition, no behavioural differences concerning
work were observed for women having had a history
of more than one adverse obstetric outcome
(spontaneous abortion and/or perinatal death or
adverse fetal condition) as compared to those who had
had none or only one such adverse outcome.

Table 2 Women’s occupational activity by history of spontaneous abortion and parity

Occupational activity

Previous Employed Employed

spontaneous during before Never
Parity abortion pregnancy pregnancy employed

No. % Y% % P

0 Yes 154 68 21 12

No 1852 74 11 15 i
1 Yes 203 61 21 18

No 1546 57 19 24 ns
2 Yes 114 34 37 29

No 720 38 22 40 ha
ns p>0-05

** p<001
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EMPLOYMENT OF WOMEN DURING PREGNANCY
ACCORDING TO SOCIAL AND DEMOGRAPHIC
CHARACTERISTICS AND TO PARITY

Having an occupation was significantly linked to the
age of the women and to their level of education (tables
4 and 5). In each of the parity groups, the proportion
who worked was lower and the percentage of women
never having worked was greater as the women were
younger and their level of education lower.

- Similarly, the proportion of working women among
the French was twice as high as among foreign women,
for each parity; these latter were more likely never to
have been employed. B

Furthermore, whether a woman continued to work
or not was highly linked to the nature of her previous
occupation. Among the women of parity 2, 75% of
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professionals worked during their pregnancy, while
only 60% of clerical workers and 53% of manual
workers did so.

Lastly, the analysis of the reasons that led women
to abandon their occupation showed that half of
the multiparae stopped due to the birth of a child
while those of parity 0 most often mentioned
unemployment; however, 15% of the latter claimed to
have stopped working in anticipation of this
pregnancy. Among all the parity groups, only 6% of
the women claimed to have stopped working for
health reasons.

EMPLOYMENT AND PREGNANCY OUTCOME
ACCORDING TO PARITY
The rate of preterm delivery for the whole sample

Table 3 Women's occupational activity by history of perinatal death or adverse fetal condition and parity

Occupational activity

) Employed Employed
) Previous during before Never
Parity outcome pregnancy pregnancy employed
No. % % % r
0 None 2018 73 12 15
1 “Normal” infant* 1565 58 19 23
Perinatal death 31 45 19 35 ns
Adverse fetal condition 141 53 23 24
2 “Normal” infant* 673 38 24 39
Perinatal death 54 4 17 39 ns
Adverse fetal condition 100 33 30 37
* see text; ns p>0-05
Table 4 Women's occupational activity by level of education and parity
Occupational activity
Employed Employed
] Level qf during before Never
Parity education pregnancy pregnancy employed
No. % % % P
Unknown 93 53 10 38
0 Lower 512 59 15 25 i
Intermediate 877 77 12 12
Upper 536 84 9 7
Unknown 76 34 12 54
1 Lower 513 43 23 34 Al
Intermediate 739 62 20 18
Upper 425 Ut 16 14
Unknown 67 19 10 ' 70
2 Lower 335 27 24 49 wee
Intermediate 271 41 29 30
Upper 161 63 20 17

*** p<0:001
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(including women of parity 3 or more) was 5% and
varied significantly according to occupational activity
but not according to parity (table 6). However, the
relation between work and preterm delivery varied
according to the number of children.

Among women of parity 0, this relation was
globally significant, although with no evidence of a
significant relative risk in either of the two groups of
women not working during the index pregnancy as
compared to the reference group of women who were
working.

Among women of parity 1, the relation between
occupational activity and preterm delivery was
statistically significant, and the risk was greater among
women who had never worked as compared to those
of the reference group.

In the higher parity groups, no relation between
work and preterm delivery was observed.

In addition, no relation was found between work
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and the birth of a baby weighing less than 2500 g for
the whole of the sample or for any one of the parity
groups.

RATE OF PRETERM DELIVERY ACCORDING TO

OBSTETRIC HISTORY, SOCIAL AND
DEMOGRAPHIC CHARACTERISTICS, AND
PARITY

The rate of preterm delivery among women who had
had at least one spontaneous abortion was not
significantly greater than for women with no such
history (table 7). On the other hand, multiparae who
had had a history of stillbirth or other adverse fetal
outcome had a preterm delivery rate two to three times
higher than that of women with no adverse obstetric
history.

The youth of the mother, a low educational level,
and a foreign nationality were significantly associated
with a high level of preterm delivery among

Table 5 Women’s occupational activity by age at delivery and parity

Occupational activity

Employed Employed
Age at during before Never
delivery pregnancy pregnancy employed
Parity (yr) No. % % % ’ P
<20 221 33 14 53
0 20-24 947 72 15 13 b
25-29 633 86 8 6
=30 205 81 10 9
<20 39 0 10 90
1 20-24 495 41 24 35 b
25-29 760 64 19 17 .
>30 449 69 16 14
<20 3 0 33 67
2 20-24 151 10 25 66 hiad
25-29 322 37 22 41
>30 354 51 25 24
*** p<0-001
Table 6 Preterm delivery rate by women’s occupational activity and parity
Occupational activity
Employed Employed
during before Never
Parity pregnancy pregnancy employed P Total
0 % 5 2 7 * 5
No 1414 225 273 1912
1 % 4 4 9 - 6
No 948 323 kY 1642
2 % 3 6 6 ns 5
No 296 189 292 777
3+ % 4 9 6 ns 6
No 81 76 237 394
Total % 5 5 7 ** 5
N 2746 814 1181 4741

ns p>0-05 * p<0-05 ** p<0-00!
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multiparae. Among women of parity 0, only a
tendency was observed.

INFLUENCE OF OBSTETRIC HISTORY AND
SOCIAL FACTORS ON RELATION BETWEEN
WORK AND PRETERM DELIVERY: RESULTS OF
MULTIVARIATE ANALYSIS

Among women of parity 1, after adjustment for all the
risk factors, the relation observed between
occupational activity and preterm delivery was no
longer significant, and the higher risk of preterm
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delivery among women who had never worked
disappeared (table 8). The stepwise analysis also
showed that taking age into account could by itself
explain the relation observed between work and
preterm delivery in this parity group.

However, for those of parity 0, taking these factors
into account did not modify the overall association
between work and preterm delivery, but the rate of
preterm delivery became significantly lower among
women who had ceased working as compared to those
who continued during this pregnancy.

Table 7  Preterm delivery rate by women'’s obstetric history and social characteristics, and by parity

Parity

Women's 0 1 2
characteristics
No. % No. % No. %

Previous spontaneous abortion

No 1757 5 1443 6 669 5

Yes 143 8 ns 195 6 ns 108 4 ns
Previous outcome

“Normal™ infant?® 1468 H 630 4

Perinatal death 28 14 * 50 8 **

Adverse fetal condition 132 10 9% 11
Age at delivery (yr)

<20 191 8 34 26 3 0

20-24 901 6 nsd 452 8 wer 132 9 nst

25-29 609 4 713 4 303 5

>30 200 4 434 5 335 3
Level of education

Unknown 88 8 69 12 54 6

Lower 463 6 ns 470 8 * 307 6 ns

Intermediate 843 5 696 5 259 4

Upper 518 3 407 4 157 4
Nationality

French 1790 5 1511 5 686 4

Other 120 6 ns 129 10 * 89 |3 B
ns p>005 *p<0-05 **p<0-01 *** p<0001
2 see text p=006 € p=007

Table8 Relative risk of preterm delivery of women never emplo yed and women who have stopped working compared with women

employed during pregnancy, by parity

Occupational

Parity activity Crude OR 95% CI Adjusled‘ OR 95% CI
Employed during
pregnancy 1-00 1-:00

0 Employed before
pregnancy 042 017-1-02 0-34 0-13-0-87
Never employed 1-45 0-87-2-42 1-12 0-60-2-07
Employed during
pregnancy 1-00 1-00

1 Employed before
pregnancy 131 0-74-2-30 1-04 0-57-1-90
Never employed 2:32 1-47-3-60 1-33 0:75-2:32

-
see text
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Discussion

OCCUPATIONAL ACTIVITY AND NUMBER OF
CHILDREN

Over the past 30 years, the number of women who are
employed has increased considerably in France as well
as elsewhere.?! In particular, the rate of occupational
activity for women aged 25 to 40 has shown a steep
rise, reflecting the current trend for women to continue
working after the birth of a first or second child instead
of awaiting the completion of the family to start or
resume an occupation, as had formerly been the
custom.?2 23 However, the influence of a birth on a
woman’s occupational activity remains decisive and
led us to analyse the behaviour of women relative to
work, separately for each parity.

OCCUPATIONAL ACTIVITY AND OUTCOME OF
PREGNANCY

In the most recent surveys, the pregnancy outcome for
working women often appeared more favourable than
for those who were not employed, whether in terms of
preterm delivery 2 4 5 or birth of children weighing less
than 2500 g .23 Some authors, however, found no
relation between work and pregnancy outcome.” 24

This study did not show any relation between
occupational activity and low birthweight. On the
other hand, a relation did exist between occupational
activity and preterm delivery, but this relation varied
according to parity. Among women of parity 1, only
those who had never worked had a rate of preterm
delivery significantly higher than that for those who
were working. Among women of parity 0, the situation
was more complex: while the rate of preterm delivery
was linked overall to occupational activity, it was not
significantly different in either of the non-working
groups compared to the reference group of women
who continued to work during this pregnancy.

The definition of preterm delivery in this study was
based on the length of gestation calculated from the
date of the last menstrual period. This information
was missing for 6% of the women. However, in the
survey the length of gestation could also be measured
from the expected date of delivery estimated by the
clinician during pregnancy.!> Among the multiparae,
even if a difference between the two estimations of
gestation length did exist for some women, it did not
modify the relation observed between working and
preterm delivery. Among women of parity 0, the
differences were such that a relation between working
and preterm delivery estimated from the expected date
of delivery was no longer observed. Although there
was no argument which could affirm that estimation
by the second method was more reliable than dating
from the last menstrual period, the instability of the
relation according to the indicator of gestation length
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used made it difficult to draw any conclusions
concerning women of parity 0.

SELECTION MECHANISMS OF WOMEN RELATIVE
TO OCCUPATION ACTIVITY: ROLE OF
SOCIODEMOGRAPHIC FACTORS

Sociodemographic studies on women’s occupational
activity have shown that, apart from the size of the
family, other factors had a determinant influence over
whether or not the women continued their jobs. These
are their educational level, the nature of their
occupation, and the socioprofessional category of
their spouse.?? 2> These factors act as a selection
process which results in very different
sociodemographic profiles between women according
to whether or not they have an occupation. In our
study, as in others,? > 2% in all parity groups the social
and demographic profile of the women who had never
worked was the least favourable: least educated,

_youngest, and foreign. The characteristics of the

women who had ceased working were in between these
and those of the women who continued working
during the index pregnancy. These characteristics are
associated with a higher risk of preterm
delivery,® 6 25-27 ag confirmed by this study at least for
multiparae, while among women of parity 0, this
tendency was not statistically significant.

In epidemiological studies, the social category of
women is often defined by the occupational category
of their spouse.? 3 !® The indicator used in this study
was the level of education of the mother, this
information permitting the characterisation of all the
women by data pertaining to them alone. In addition,
the women for whom the level of education was
unknown, very different from the other women in
terms of occupational activity and preterm delivery
rates, were included in this study. However, neither
their educational level nor their nationality explained
the higher rate of preterm delivery among the women
never having worked although educational level had
partly explained it in another study.’

On the other hand, the age of the mother appeared
here as a confounding factor in the relation between
work and preterm delivery, in particular among the
women of parity 1. Indeed, among this group, a
very high rate of preterm delivery was observed in
women under the age of 20, as has previously been
noted, '¥26-2%8 pyt also in women aged 20-24,
who are numerous in this parity group.

‘‘HEALTHY WORKER EFFECT’’ AND
PREGNANCY: ROLE OF ADVERSE OBSTETRIC
HISTORY

The hypothesis of an “insecure pregnancy effect” (by
analogy with the “healthy worker effect”) linked to an
adverse obstetric history raised by Joffe? as a possible
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explanation for the apparently favourable effect of
working on pregnancy outcome, was not verified in
this study. In fact, in this national sample of women,
the frequency of a history of adverse obstetric outcome
was low (less than 15%) in all the parity groups. In
addition, if the women who had had a history of
spontaneous abortions were more likely to have left
their jobs as compared to women without such
histories, no significant relation was observed between
such histories and preterm delivery. Conversely, the
existence of a history of adverse obstetric outcome,
such as perinatal death or adverse fetal condition,
highly linked to preterm delivery among the
multiparae did not seem to modify the behaviour of
women towards employment.

However, certain facts should be noted:

(a) The validity of the information concerning
obstetric history collected retrospectively has been
widely discussed in the literature.!? '! 2°-3! In this
study, the fact that the women who had not declared
adverse outcomes were considered as having had
normal pregnancies might have led to an overall
underestimation of these histories and to a lack of
power in the analysis of its relation to work.

(b) No relation was observed between the
existence of a history of perinatal death or adverse
fetal condition and occupational activity. However,
one may not assume absence of influence of the birth
of an unhealthy baby on women’s behaviour towards
work. Indeed, in this type of study (cross-sectional),
the succession in which the occupational and
reproductive events have happened in the life of the
woman is unknown, and only a longitudinal study
would permit the verification of this hypothesis.

(c) Several authors have suggested the possibility
of observing a higher percentage of previous
spontaneous abortions among women who worked in
comparison with those who did not, as a result of the
hypothesis that women who had spontaneous
abortions were more likely to continue to work than
those for whom the pregnancy ended with the birth of
a child.® '° 32 Qur study, on the contrary, showed a
higher percentage of history of spontaneous abortions
among women who had stopped working relative to
those who worked during their pregnancy and to those
who had never worked. Even if for the same reason as
previously cited (cross-sectional study) a causal
relation may not be concluded between a history of
spontaneous abortion and the fact of stopping work,
one may wonder if there is not a selection mechanism,
as observed by Hemminki et al.'?

(d) In this study, a history of spontaneous
abortion was not associated with a higher risk of
preterm delivery, even after considering the total
number of previous abortions. However, several
authors consider a history of spontaneous abortion as
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a risk factor for preterm delivery '¢ '8 1% although
some specify that it was so only in the case of repeated
spontaneous abortions or those occurring in the
second trimester.333* Furthermore, a history of
spontaneous abortion, as for perinatal death or
adverse fetal outcome, may be associated with other
types of adverse pregnancy outcome.!? 1935 36

Altogether, despite not having demonstrated a
“healthy worker effect” linked to a history of adverse
obstetric outcome in this study, the existence of such a
phenomenon may not be excluded in other studies on
the effect of women’s work on reproductive events.

In addition, the “healthy worker effect” generally
refers to a selection mechanism according to the state
of health.' 14 To our knowledge, only Murphy et al,2
have taken the women’s state of health into account in
the analysis of the relation between work and
pregnancy outcome. They have shown that, after the
exclusion of sick women or those having histories of
spontaneous abortions, the apparently favourable
effect of work on perinatal death and birth of low-
weight infants disappeared but not that on preterm
delivery. In our study, data concerning the women’s
state of health were not available but only 6% of the
women had said that they had left their jobs for health
reasons.

These results emphasise the major selective effect
towards occupational activity of parity and women’s
social characteristics such that it appeared impossible
to isolate the effect of work, by itself, on pregnancy
outcome. This was somewhat confirmed by the
observation of results differing according to parity.
The fact that the social characteristics of working
women have evolved over time and vary according to
country may explain certain contradictory results in
studies on pregnancy and work. It also suggests that
the confounding factors to consider in these studies
may vary according to the local situation regarding
both employment and health. Likewise, similar
selection mechanisms may be suspected in studies
comparing, among working women, pregnancy
outcome according to occupation or working
conditions.

In addition, it would be interesting to confirm the
role of spontaneous abortion in the selection towards
occupational activity, as observed in this study, by a
longitudinal analysis of the relation between
reproductive events and a change in women’s
occupational activity.
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