Preterm birth is defined as a live birth that
occurs before the 37th week of pregnancy.
Preterm births can be further categorized as
very preterm (less than 32 weeks), moder-
ately preterm (32-33 weeks) and late preterm
(34-36 weeks). Nationally and in Utah, most
preterm births are in the late category with
over 77% of preterm births occurring between
34 and 36 weeks in 2008. The incidence of late
preterm birth has increased both in Utah and
nationally. The National Center for Health
Statistics reports that late preterm birth rates
rose significantly for all states from 1990-91
to 2005-06; Utah was no exception with a
29% increase.

In the same time that late preterm births
were increasing, research on the outcomes
for these infants was expanding. Studies have
found that the conventional thought that late

« The National Center for Health Sta-
tistics reports that late preterm birth
rates rose significantly for all states
from 1990-91 to 2005-06; Utah was
no exception with a 29% increase.

o It is now understood that late preterm
babies are at increased risk for respi-
ratory distress, intraventricular hem-
orrhage, sepsis, hyperbilirubinemia
requiring phototherapy, intubation,
and neonatal and infant mortality.

o The largest contributors to late
preterm birth were preterm prema-
ture rupture of membranes (PPROM)
and preterm labor.

 All women of reproductive age,
regardless of future pregnancy in-
tention should be counseled about
achieving optimum health across
their life spans.

 Adopting a life course perspective to
health where education and inter-
vention occur across all points in
life to assure optimal outcomes can
be one effective prevention tool in
reducing rates.

Preterm Births

Figure 1. Percentage of all live births that were preterm by gestation, Utah,
2000-2008
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preterm babies did just as well as term infants is unfounded. It is now
understood that late preterm babies are at increased risk for respira-
tory distress, intraventricular hemorrhage, sepsis, hyperbilirubinemia
requiring phototherapy, intubation, and neonatal and infant mortality.
The March of Dimes also reports that a baby’s brain at 34 weeks is only
65% of the size of a full term infants, putting preterm babies at increased
risk for learning and behavioral problems later in life.!

Among births that occurred in Utah between 2006 and 2008, significantly
higher rates of late preterm birth were noted among women who were
older than 35 years of age, of lower education levels, unmarried, of Black/
African American race, delivered a male infant, lived in rural communi-
ties, and who were pregnant with twins or higher order multiples. Among
late preterm births, 17.8% were multiple gestations.

Many pregnancy complications that lead to preterm birth are not pre-
ventable. In a study reviewing medical charts of late preterm births that
occurred between 2007 and 2008, Holland et al found that less than 10%
oflate preterm births would have been potentially preventable.” The larg-
est contributors to late preterm birth were preterm premature rupture
of membranes (PPROM) and preterm labor.

While Holland found few interventions are possible to prevent moder-
ately and early preterm births, there are potential practices that may be
effective in reducing the incidence of late preterm birth. For Utah births
between 2006-2008, significantly higher rates of preterm birth occurred
among women who smoked during pregnancy, had excessive weight gain
during pregnancy, had underweight or obese body mass indexes prior



to pregnancy, and who had an interpregnancy
intervals of six months or less.

The promotion of good maternal health prior
to pregnancy is one area where clinicians
and public health can make an impact. All
women of reproductive age, regardless of fu-
ture pregnancy intention should be counseled
about achieving optimum health across their
life spans.

« Women who are smoking should be
counseled on the effects of smoking on
fertility and potential offspring. There
are many tools available to assist women
with smoking cessation, as well as tools
for health care providers. Visit the Utah
Tobacco Prevention and Control Program’s
website at http://www.tobaccofreeutah.org
for resources.

« Women should be counseled regarding
healthy lifestyles, including appropriate
eating habits and exercise to achieve and
maintain a healthy weight.

« Pregnant women should be advised
regarding appropriate weight gain dur-
ing pregnancy. In 2009, the Institutes of
Medicine revised their recommenda-
tions regarding pregnancy weight gain.
Pregnancy weight gain recommenda-
tions and charts can be found at http://

www.babyyourbaby.org/pregnancy/
during-pregnancy/weight-gain.php.

« Postpartum women should be educated re-
garding the recommendations for spacing
of births. In 2010, Healthy People changed
the recommendation for optimal preg-
nancy spacing to eighteen months from
the birth of one child to the conception of
the next.

In 2010, the Utah Department of Health
launched a new campaign to encourage repro-
ductive aged women to improve their health
behaviors. Information on many aspects of
women’s health, including smoking, eating,
exercise, and pregnancy spacing can be found
at http://www.poweryourlife.org.

Another potential area of promise is the use of
17-a hydroxyprogesterone caproate, a weekly
injection that has been shown to reduce recur-
rent preterm birth in women with a history
of spontaneous preterm delivery. Since the
largest predictor of preterm birth is a history
of preterm birth, women with a singleton

Late Preterm Births and Risk Factors

Figure 2. Percentage of live born infants that were late preterm births by
selected characteristics, Utah, 2006-2008
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pregnancy should be screened for obstetric history and offered this
medication if they are an appropriate candidate.

Preterm birth is a complex issue with many overlapping pathways. Adopt-
ing a life course perspective to health where education and intervention
occur across all points in life to assure optimal outcomes can be one ef-
fective prevention tool in reducing rates. Health care providers can help
women reduce risk factors and improve health status as well as reduce
late preterm births.
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For additional information about this topic, contact Lois Bloebaum,
Maternal and Infant Health Program, Utah Department of Health,
Box 142001, Salt Lake City, UT 84114-2001, (801) 538-9970, email:
Ibloebaum@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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School Health Profiles

School Health Profiles (Profiles) assists state and local education and health agencies in monitoring and assessing character-
istics of school health education. Information about policies related to physical education, tobacco-use prevention, nutrition,
asthma management, and family and community involvement in school health programs is collected from school principals
and lead health education teachers. Questionnaires developed by the Division of Adolescent and School Health, National
Center for Chronic Disease Prevention and Health Promotion were mailed to 258 secondary public schools containing any
of grades 6 through 12 in Utah during spring 2010. Usable questionnaires were received from 71% of principals and from

73% of teachers. Selected School-level Impact Measures, Utah Profiles, 2010
Results from 2010 showed that 86.9% of schools have 100% -
a designated individual responsible for coordinating
school health programs. Most (79.9%) of the school’s

PE teachers are provided with goals, objectives, a :f |
written curriculum, and plans to assess student perfor-

mance. Just over half (57.4%) of the schools follow 80% 1
a policy that mandates a tobacco-free environment. 50% 1
Although Utah law allows middle and high school 40% 7
students to carry and administer asthma medications 30% -
in schools, less than half (45.3%) implement such a 20% -
policy. Few Utah schools (8.3%) prohibit the selling 10% |
of less nutritious foods and beverages, including 0% -

90% -
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Expedited Partner Therapy

In 2009, the Utah State Legislature passed House Bill 17 which amended the Pharmacy Practice Act in the Division of Oc-
cupational and Professional Licensing Act. The bill provides health providers exceptions for Expedited Partner Therapy
(EPT) for the treatment of chlamydia and gonorrhea. The Centers for Disease Control and Prevention defines EPT as “the
clinical practice of treating the sex partners of patients diagnosed with chlamydia or gonorrhea by providing prescriptions
or medications to the patient to take to his/her partner without the health care provider first examining the partner.” EPT has
been shown in several studies to reduce re-infection rates.

A provider should always discuss partner notification and testing options with a patient diagnosed with a sexually transmit-
ted disease. If the patient expresses concerns about a partner’s unwillingness or inability to get tested and treated, the option
to use EPT should be discussed. The most appropriate use of EPT should include those partners who are unable or unlikely
to seek timely treatment. Any provider in Utah may prescribe a single dose of an oral antibiotic to a sexual partner(s) of a
patient diagnosed with chlamydia or gonorrhea without examining the partner(s). The number of doses should be limited
to the number of known sex partners in the previous 60 days or to the most recent sex partner if none identified within the
previous 60 days. Proper educational materials about the contracted sexually transmitted disease should also be provided
for the patient and for each sexual partner. Recommendations for re-testing three months after treatment should be discussed
with the infected patient.

EPT Resources:

http://www.cdc.gov/std/ept/
http://www.region8ipp.com/epttoolkit/eptindex.htm
http://www.cdc.gov/std/treatment/2010
http://www.health.utah.gov/cdc
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Notes: Data for notifiable diseases are preliminary and subject to change upon the completion of ongoing disease
investigations. Active surveillance for West Nile virus has ended until the 2011 season.
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