Labor induction for the convenience of either the
pregnant woman or the health care professional,
otherwise known as elective induction, is a
practice that is increasing nationwide. Since
1990, the rate of induction has more than
doubled in the United States'. It is hypothesized
that elective inductions may be contributing
to the nationwide rise in preterm birth. In a
recent analysis of the literature on inductions,
the Agency for Healthcare Research and Quality
(AHRQ) notes that the overall rate of induction
oflabor is rising faster than the rate of pregnancy
complications that would lead to a medically
indicated induction'.

Of particular concern with elective inductions
are those that happen prior to 39 weeks of
pregnancy. Research supports that elective
induction prior to 39 weeks holds increased
risks for both mother and infant. The American
College of Obstetricians and Gynecologists has
recommended that no induction occur before
39 completed weeks without medical reason’.
In 2010 The Joint Commission issued new
Perinatal Core Measures for hospitals. Measure
PC-01 addresses elective delivery at 37-39 weeks
of completed gestation. Utah has been a leader
in hospitals that have policies to restrict elective

o Since 1990, the rate of induction
has more than doubled in the United
States!.

o Research supports that elective
induction prior to 39 weeks holds
increased risks for both mother and
infant.

o With the efforts of hospitals
statewide, Utah has been successful
in decreasing rates of elective
induction. However, data show that
some early elective inductions still
occur.

«  Women with elective inductions
were more likely to be married, of
White race, non-Hispanic ethnicity,
multiparous, and have private
insurance at the time of delivery.

Elective Induction by Gestational Age

Figure 1. Gestational age of infants born by elective inductions
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inductions prior to 39 weeks. However, even with these recommendations
and policies, elective inductions prior to 39 weeks still take place.

Until the recent revision of the U.S. certificate of live birth, identifying
elective induction was difficult. The 2003 birth certificate revision, adopted
by Utah in 2009, incorporated a new variable on elective induction.
However, a recent study by the Ohio Perinatal Quality Collaborative found
that birth certificates overestimated non-medically indicated inductions’.

In order to better understand induction practices in Utah, two questions
were added to the Utah Pregnancy Risk Assessment Monitoring System
(PRAMS) survey. PRAMS is a postpartum survey of women who have had
arecent live birth. Each month, PRAMS selects a sample of approximately
200 women and sends a survey questionnaire on experiences before, during
and after pregnancy. Survey responses are weighted to represent all live
births to Utah residents.

Beginning in 2009, women were asked “Did your doctor, nurse, or other
health care worker try to induce your labor (start your contractions using
medicine)”? Women who respond yes are then asked “Why did your
doctor, nurse, or other health care worker try to induce your labor”? For
the purposes of this analysis, women who responded that their labors were
induced because they wanted to schedule their delivery or they wanted to
give birth with a specific health care provider and no medical reason for the
induction was noted by mother or on the birth certificate were considered
to have had an elective induction.

In 2009, 46.6% of all Utah women reported that their labors were induced.
Reviewing reasons for the induction, combined with risk data from the
birth certificate, 13.9% of all women with a live birth had an induction



that was for elective purposes. Characteristics of
women who had elective inductions are shown
in Table 1. Women with elective inductions
were more likely to be married, of White race,
non-Hispanic ethnicity, multiparous, and have
private insurance at the time of delivery.

Figure one shows the gestational ages of infants
born by elective inductions. Eighty percent of
elective inductions were to women at 39 weeks.
Just over ten percent of elective inductions
(approximately 750 deliveries) were to women
who were less than 39 weeks of pregnancy. Due
to small numbers, we were unable to examine
data for these women as a separate group. With
additional years of data, this will become possible.

The March of Dimes and the California
Maternal Quality of Care Collaborative have
developed a toolkit for reducing non-medically
indicated deliveries before 39 weeks. The kit
provides implementation strategies for facilities
and providers. The Utah Department of Health
invites all delivering facilities that do not have
policies regarding elective inductions prior
to 39 weeks to review this toolkit. The kit is
available on-line at www.cdph.ca.gov/programs/
mcah/Documents/MCAH-EliminationOfNon-
MedicallyIndicatedDeliveries.pdf.

The toolkit also provides educational messages
that providers can use when discussing elective
induction with their patients. One of the
discussion points is educating women about
how the baby develops through 39 weeks,
particularly in regard to fetal brain development,
the risks to baby for early induction (increased
neonatal intensive care admissions), and the
increased risks for cesarean sections to mother.
The March of Dimes has developed patient
education materials “Healthy Babies are Worth
the Wait” that can be found on their website
(www.marchofdimes.com).

With the efforts of hospitals statewide, Utah has
been successful in decreasing rates of elective
induction. However, data show that some early
elective inductions still occur. The Maternal and
Infant Health Program will continue to track
rates and educate Utah women and providers
on the risks of induction before 39 weeks.
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Percentage of Women who Reported Elective
Labor Induction, Utah, 2009

95% Confidence
Percentage Interval

Maternal Age

19 and younger ** *

20 to 24 12.6% (9.0-16.2)

25t0 29 15.0% (11.6-18.4)

30 to 34 17.8% (13.6-22.0)

35 and older 9.7% (3.7-14.5)
Education Level

Less than high school 8.2% (5.3-11.1)

Completed high school 14.6% (10.4-18.8)

Some college 14.0% (10.6-17.4)

College graduate 16.1% (12.0-20.2)
Marital Status

Married 15.8% (13.5-18.1)

Unmarried 6.0% (3.2-8.8)
Race

White 15.4% (13.2-17.6)

Some race other than white 5.6% (2.2-9.0)
Ethnicity

Hispanic 7.8% (4.5-11.1)

Non-Hispanic 15.5% (13.2-17.8)
Payer for Delivery

Medicaid 10.9% (8.1-13.7)

Private/Group insurance 16.0% (13.3-18.7)

No Insurance e b

Parity

Primiparous 6.9% (4.5-9.3)

Multiparous 17.3% (14.7-19.9)
Urban/Rural Residence

Urban 13.2% (11.0-15.4)

Rural 16.1% (12.0-20.2)

** The estimate has been suppressed because the relative standard error is greater than 50% or the observed
number of events is very small and not appropirate for publication.
Source: Pregnancy Risk Assessment Monitoring System (PRAMS), 2009
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For additional information about this topic, contact Laurie Baksh,
Maternal and Infant Health Program, Utah Department of Health,
Box 142001, Salt Lake City, UT 84114-2001, (801) 538-9970, email:
Ibaksh@utah.gov, or the Office of Public Health Assessment, Utah
Department of Health, Box 142101, Salt Lake City, UT 84114-2101,
(801) 538-9191, email: chdata@utah.gov
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Breaking News, November 2011

Trends in Autism Spectrum Disorders (ASD)

Autism Spectrum Disorders (ASD) have become relatively common childhood neurodevelopmental disorders. Individuals
with ASDs have varying levels of pervasive impairment in thinking, feeling, language, and the ability to relate to others.
These disorders are usually first diagnosed in early childhood. The Utah Department of Health (UDOH) Children with Spe-
cial Health Care Needs (CSHCN) Bureau has focused its efforts on the importance of the needed collaborations to develop
a comprehensive system of care for those with an ASD and their families.

CSHCN efforts to address ASD include:

1. The Utah Autism Initiative (UAI), a multi-agency committee tasked to identify and improve gaps in the services provided
to those with ASDs.

2. The Utah ASD State Plan committee develops ongoing recommendations for statewide efforts to address the needs and
concerns related to identification, diagnosis and treatment of ASDs.

3. The Utah Autism Treatment Fund. Donations made to this fund would go toward increasing access to early intensive
behavioral therapy for children with ASDs.

4. Multidisciplinary, diagnostic clinics in 8 locations throughout Utah. These clinics offer evaluations for children who
have developmental delays.

5. The Utah Registry for Autism and Developmental Disabilities (URADD) which provides data about ASDs in Utah.

In 2006, the Centers for Disease Control and Prevention (CDC) estimated that one in 110 U.S. 8 year olds had an ASD. This
year, URADD reported a prevalence of 1 in 77 Utah 8-year-olds utilizing 2008 data. URADD reported a 2002 prevalence of
1 in 154. There are many reasons for this increase and include changes in ASDs diagnostic criteria and tools and increases
in both public and professional awareness of ASD. Researchers are looking at other possible contributing factors such as
genetics and environmental factors.
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Obesity among Utah Pacific Islanders Self-Perceived Weight and Actual BMI among Utah Pacific
The UDOH, Office of Health Disparities Reduction  Islanders, 2011
recently surveyed 605 Utah adult Pacific [slanders and

found that 63.6% (58.9-68.0) were obese, which is 21.3%

. Obese (Very o

defined as a body mass index (BMI) over 30. The state- Overweight) m
wide obesity rate was 23.1% (21.9-24.3; 2010 BRFSS). 63.6%
However, some studies have suggested that Pacific
Islanders can be healthy at a larger BMI than can be Overweight (A Little 54.0%
tolerated by people of European descent!. Researchers Overweight) m '
in New Zealand have developed a BMI scale spe-
cifically for people of Pacific Island descent®. Using

this scale, about half of Utah Pacific Islander adults )
Healthy/ Underweight . 15.1%
1

45.6%

33.1%

(50.9%, 46.2-55.6) are still identified as obese. 5%

Many overweight Pacific Islanders were not aware
that they were overweight. Although only 15.1%
of PIs were at healthy weight or low weight BMIs
according to the Pl-specific scale, 33.1% perceived
their weight as healthy or underweight.
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Self-Described Weight = PI-Specific BMI Scale u Usual BMI Scale

Data Source: Utah Pacific Islander Survey, 2011

1. See http://apjcn.nhri.org.tw/server/apjcn/volume18/vol18.3/finished/13 1503 404-411.pdf and https://researchspace.auckland.ac.nz/
bitstream/handle/2292/4675/15608799.pdf?sequence=1

2. According to the New Zealand Pacific Islander scale, overweight is a BMI higher than 26, instead of 25, and obese is a BMI higher
than 32, instead of 30. See http://www.everybody.co.nz/tool-06fb03{0-0ebf-4c02-8551-c1db35f6fb7b.aspx
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