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South Dakota Pregnancy Risk Assessment Monitoring System (PRAMS)

The Pregnancy Risk Assessment Monitoring System (PRAMS) was developed by the Centers for Disease
Control and Prevention (CDC) in 1987 and is done in collaboration with various state health departments.
PRAMS is a statewide survey that collects valuable information from new mothers to find out why some ba-
bies are born healthy and others are not.

The PRAMS provides state agencies and the CDC with data so they can monitor changes in maternal and
child health indicators such as the prevalence of unintended pregnancy, prenatal care, breastfeeding, and
smoking and drinking behaviors. PRAMS data can be used to identify groups of women and children who are
at high risk for health problems and to measure the progress of goals that are developed to improve the health
of women and children. PRAMS data also can be used by researchers to investigate emerging issues of mater-
nal and child health, by state and local governments to design or review maternal and child health programs
and policies, and by state agencies to help plan maternal and child health programs.

Currently forty states and New York City participate in the PRAMS, representing approximately 78% of
all U.S. live births. The Ethel Austin Martin Program at South Dakota State University, in partnership with the
South Dakota Department of Health, is conducting the state’s first-ever statewide PRAMS.

In 2007 a South Dakota Tribal PRAMS (SDT PRAMS) was conducted by the Great Plains Tribal Chair-
men’s Health Board and the Northern Plains Tribal Epidemiology Center. It was the first PRAMS run by a
tribe and focused on maternal and health data for the American Indian population. In comparison, the SD
PRAMS is collecting data statewide on all races with the ultimate goal of improving the health of future moth-
ers and children.

How is a PRAMS conducted?

The PRAMS survey is organized as a questionnaire in a booklet format. The questionnaire itself has gone
through many modifications since its original development by the CDC in 1987. It is composed of two parts,
the CDC’s core questions and pre-tested standard questions. The core portion contains questions about a
mother’s attitudes and feelings during her most recent pregnancy, the content of her prenatal care, maternal
alcohol and tobacco consumption, physical abuse before and during pregnancy, contraceptive use, and
knowledge of pregnancy-related health issues. In addition to the core questions, states can also choose from a
standard list of 185 pre-tested questions or develop their own state-specific questions as they see fit.

The standard questions provide additional information on topics that are already addressed in the core
questions but also address such topics such as social support, mental health and injury prevention. South Da-
kota PRAMS selected 83 standard and core questions and added 10 Adverse Childhood Experience questions
to better understand how a mother’s childhood experiences may affect pregnancy or birth outcomes. The en-
tire survey takes 15-20 minutes to complete.



The South Dakota PRAMS covers births occurring in 2014, randomly sampling mothers who deliver a ba-
by during the year and asking them to complete the survey when the baby is 2-4 months of age. The sample
is pulled from South Dakota’s birth certificate file and will include about 1,800 women. For confidentiality
purposes, at no time is a name associated with the individual survey results.

In order to obtain sufficient numbers within different race categories, American Indian mothers and moth-
ers of other races are being oversampled. It is important to have a high response rate to insure that the data
reflect South Dakota mothers and to get the best overall picture of maternal and child health in the state. The
random sample is representative of in-state births but some exclusions do apply. Births that occur to South
Dakota residents out-of-state and those that occur in-state to non-residents are excluded. Also excluded are
adopted and surrogate births and births for which the birth certificate is processed more than 6 months after
the birth. For multiple births, only one sibling is randomly chosen.

Per CDC protocol the randomly selected women are first contacted by mail. The first mailing introduces
the PRAMS study and notes that a questionnaire will follow in the near future. Three to seven days later, the
first questionnaire packet is mailed. It contains a cover letter that describes the PRAMS study, encourages
participation and explains how to fill out and return the survey. It also includes the PRAMS questionnaire
booklet, a self-addressed pre-paid return envelope, a brochure that provides additional information about the
PRAMS survey, and a cash incentive as a thank you for participation. If the mother does not respond, a re-
minder letter is mailed 7-10 days after the packet. If the reminder letter generates no response, a second pack-
et is mailed 7 to 14 days after the reminder. This packet also contains an informative cover letter, another
PRAMS questionnaire booklet, and a self-addressed pre-paid return envelope.

While CDC data collection protocol calls for mailing a third packet 7 to 14 days after the second packet,
South Dakota PRAMS has chosen to eliminate that step and follow-up by telephone 7 days after mailing the
second packet. Calls are made at various times of day and different days of the week.

South Dakota is also using other resources to promote participation in the PRAMS survey. This includes
reaching out to the mother’s local Women’s, Infants and Children Program (WIC) office as well as to many
community hospitals, clinics, medical associations, newspapers and radio stations throughout the state. Final-
ly, South Dakota offers mothers the option to complete their PRAMS questionnaire online at
www.sdprams.me.

The Goal of South Dakota PRAMS
The South Dakota PRAMS has several goals. One is to supplement existing birth certificate information.

Another is to increase awareness of the disparities that exist in the state and determine why they exist and
what can be done to eliminate them. Another goal is to provide accurate estimates on what is occurring in the
state in terms of maternal and child health. Specifically, the South Dakota PRAMS hopes to learn about unin-
tended pregnancies, barriers to accessing prenatal care, and trends in mother’s behaviors and attitudes. Other
states have used PRAMS results to:

o understand how maternal behaviors and experiences correlate with infant health at birth

e develop new maternal and child health programs and modify existing programs

o influence public health policy

o help health professionals incorporate the latest research into current standards of practice

e monitor the progress of local, state and national health objectives

The PRAMS survey will provide the state of South Dakota with important information on maternal atti-
tudes and experiences before, during, and shortly after pregnancy. For more information about the South
PRAMS please call 1-844-SD-PRAMS.

Author: Bonny Specker, Ph.D., EA Martin Program, South Dakota State University
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South Dakota Antibiogram of Selected Pathogens, 2013:
Tracking the use and success of antibiotics

South Dakota is making a concerted effort to track antimicrobial resistance patterns throughout the state by
collecting microbial data and aggregating it into a state antibiogram. Several antibiotics and organisms have
been added this year. Specific areas have been highlighted to contrast large differences in data compared to
last year’s antibiogram.

Forty- two CLIA certified microbiology laboratories were asked to voluntarily provide aggregate bacterial
sensitivity data from January 1, 2013 through December 31, 2013. Twenty-nine of the 42 laboratories provid-
ed microbial sensitivity data on one or more of the following organisms that were requested:

e Staphylococcus aureus

e Salmonella spp.

e Streptococcus pyogenes (Group A)
e Streptococcus agalactiae (Group B)
e Streptococcus pneumoniae

e Kilebsiella pneumonia

o Enterococcus faecalis

o Enterococcus faecium

e Pseudomonas aeruginosa

e Escherichia coli

Data was compiled to create a statewide antibiogram using the methodology described by the Clinical and
Laboratory Standards Institute. Sensitivities were collected from laboratories that serve over 2500 beds across
South Dakota, representing 88% of all beds from surveyed facilities. Results for intermediate susceptibilities
were excluded due to the lack of consistent reporting.

A number of laboratories reported separate categories for methicillin-susceptible and methicillin—resistant
Staphylococcus auerus. For the sake of accuracy, methicillin-susceptible and methicillin—resistant staphylo-
coccus auerus were combined into one category because of contaminated data presented by several labs.
Changing susceptibility rates from 2012 to 2013 show decreased penicillin susceptibility for Staphylococcus
aureus, clindamycin for Group A Streptococcus, erythromycin for Group B Streptococcus, and Ofloxacin for
Streptococcus pneumoniae.

The cumulative state antibiogram is presented annually to give clinicians, pharmacists, and public health
officials the data to track antimicrobial susceptibility patterns, raise awareness of antimicrobial resistance and

to help aid proper selection of proper antimicrobial selection. These data are for surveillance purposes only
and should not be used as the primary basis for determining antimicrobial therapy for individual patients.

Author: Chance Wachholtz, School of Pharmacy, South Dakota State University
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Antibiogram of Selected Pathogens, South Dakota 2013

sesarment or HEALTH

SDSU.

South Dakota State University
College of Pharmacy

Antibiotic
Ertapenem
Imipenem
Meropenem
Amoxicillin-Clavulanic Acid
Ampicillin/Sulbactam
Cefazolin
Cefdinir
Cefepime
Cefotaxime
Ceftazidime
Ceftriaxone
Ampicillin
Oxacillin
Penicillin
Piperacillin/Tazobactam
Ciprofloxacin
Levofloxacin
Ofloxacin
Chloramphenicol
Clindamycin
Daptomycin
Erythromycin
Tobramycin
Gentamicin
Linezolid
Nitrofurantoin*
Rifampin

Trimethoprim/
Sulfamethoxazole

Tetracycline
Vancomycin

*Urine isolates only

Klebsiella pneumoniae

Enterococcus faecalis

Enterococcus faecium

% Susceptible and (n) number of isolates tested
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>5% increase in susceptibility from last year
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99%(122)

18%(250)
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Pseudomonas aeruginosa

79%(634)

88%(1388)

91%(1970)
16%(103)
91%(1765)

12%(661)

96%(1742)
80%(1989)

76%{1903)

97%(1645)

90%(2034)

Escherichia coli

100%(4580)
100%(5094)

100%(4545)

90%(829)

67%(13210)

90%(17361)

95%(17759)
97%(1735)
94%(15873)
96%(18023)

60%(18290)

95%(15015)
82%(18098)

83%(16955)

94%(14674)

94%(17836)

95%(15946)

77%(16484)

81%(1814)

>5% decrease in susceptibility from last year
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Blood Lead in South Dakota Children, 2013

Lead poisoning can cause numerous health problems, particularly in young children, and testing blood
lead levels can indicate if an individual has been exposed to lead. High levels of blood lead can cause sei-
zures, unconsciousness and even death. Even low levels can cause serious long-term harm to children such as
learning disabilities, attention deficit disorder, decreased intelligence, and speech and behavioral problems.
Lead exposure in children can also cause nervous system and kidney damage, hearing damage, poor muscle
coordination and impaired muscle and bone growth. In pregnant women, lead can harm the developing child.
In adults, lead exposure may cause infertility, high blood pressure, digestive problems, nerve disorders,
memory problems and muscle and joint pain. The effects of lead poisoning are irreversible.

The Centers for Disease Control and Prevention (CDC) cautions that no safe blood lead level has been
identified for children. The current reference level is 5 micrograms per deciliter (ug/dL), and is used to identi-
fy children who have higher exposure to lead so that parents, healthcare workers, public health officials,
property owners and communities can take action to reduce future lead exposure. Blood tests measure blood
lead levels and are recommended for children ages five and under, as they are at the greatest risk for health
problems.

This report looks at blood lead levels of 1,118 South Dakota children under the age of six. Since blood
lead levels are not mandatory reportable events in South Dakota, all test results were submitted voluntarily.
Therefore, this sample does not constitute a random or full cohort sample and likely has reporting bias. Of the
1,118 blood lead results reported, 68 (6.1%) were at or above the reference level 5 pg/dL (see table). None of
these blood lead level results were at or above 45 ng/dL, which is the CDC’s guidance threshold for medical
treatment using chelation therapy. Children with blood lead levels between 5 and 45 pg/dL should be moni-
tored, eat foods rich in calcium and iron, and have their environment and exposure risks evaluated.

Blood lead levels, children 0-5 years of age, South Dakota, 2013.
(Convenience sample of 1118 voluntary reports.)

Blood Lead Level Test Results in pg/dL
Age in Months <5 5t09.9 10to 14.9 15to0 19.9 20to 24.9 Total
<12 57 3 0 0 0 60
12to 23 274 7 2 0 1 284
241035 80 7 3 1 0 91
36 to 47 306 22 1 2 0 331
48 to 59 269 12 2 1 2 286
60 to <72 64 0 1 1 0 66
Total 1050 (93.9%) 51 (4.6%) 9 (0.8%) 3 (0.3%) 5(0.4%) | 1118 (100%)

The National Health and Nutrition Examination Survey' indicates that about 2.6% of children between the
ages of one and five years in the United States have a blood lead level of 5 pg/dL or higher. One reason the
percentage appears higher in our South Dakota sample of children could be that values above the reference
level may be more likely to be voluntarily reported and are over represented. The results could also be at-
tributed to the difference in age groups that were studied, since this study included children under the age of
one, while the national survey did not. Even so, preventative measures for protecting individuals from the ef-
fects of lead exposure are still important. Parents, healthcare workers, and others should take measures to
keep children from being exposed, particularly since childhood lead exposure can result in lifelong conse-
quences.
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A common source of lead exposure is lead-based paint, which was used in many homes built prior to 1978.
Pre-1978 paint is not usually a hazard if it is well maintained and in good condition, but where it is deteriorat-
ing, for example peeling, chipping or cracking, it can create small pieces that children may eat. The paint can
also form lead dust where it is scrapped or sanded, or where painted surfaces rub against each other. Other ar-
eas to monitor for damage are surfaces that get a lot of wear and tear or that can be chewed on by children,
such as windows and window sills, doors and door frames, stairs, railings, banisters, and porches. The best
methods for preventing lead dust and chips is regular cleaning of surfaces and toys and good hand-washing for
both adults and children. It is also recommended that children and pregnant women avoid exposure when pre-
1978 housing is going through renovations. As children with healthy diets absorb less lead, the EPA also rec-
ommends children eat a healthy diet that avoids fatty foods and instead focuses on nutritious foods high in
iron and calcium.

Other methods to reduce lead exposure from sources other than paint include:
e Avoid traditional folk medicine and cosmetics that may contain lead;
e Avoid using containers, cookware, or tableware that are not shown to be lead free;
e Remove recalled toys and toy jewelry that contain lead from children; and
e Use cold tap water for drinking, cooking, and preparing baby formula.

For more information, go to CDC’s pages on blood lead at www.cdc.gov/nceh/lead/ or the EPA’s
pages on lead at www2.epa.gov/lead

'CDC. Blood Lead Levels in Children 1-5 years — United States, 1999-2010. MMWR 2013; 62:245-8.

Author: Danielle Anderberg, Augustana College
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South Dakota Department of Health — Infectious Disease Surveillance

Selected Morbidity Report, 1 January — 31 July 2014

(provisional numbers) see http://doh.sd.gov/statistics/disease-surveillance/

Disease

2014 year-to-
date

5-year median

Percent change

Vaccine-Preventable

Diseases

Diphtheria

0

0

n/a

Tetanus

0

0

n/a

Pertussis

76

19

+300%

Poliomyelitis

n/a

Measles

n/a

Mumps

n/a

Rubella

n/a

Haemophilus influenza type b

n/a

Sexually Transmitted
Infections
and
Blood-borne Diseases

HIV infection

-10%

Hepatitis B, acute

0%

Chlamydia

+23%

Gonorrhea

+44%

Syphilis, early

_+>1000%

Tuberculosis

Tuberculosis

-44%

Invasive Bacterial Diseases

Meningococcal, invasive

0%

Invasive Group A Streptococcus

n/a

Enteric

Diseases

E. coli, Shiga toxin-producing

-32%

Campylobacteriosis

-18%

Salmonellosis

-18%

Shigellosis

+>1000%

Giardiasis

+18%

Cryptosporidiosis

-18%

Hepatitis A

0%

Vector-borne

Diseases

Animal Rabies

-48%

Tularemia

-20%

Rocky Mountain Spotted Fever

0%

Malaria (imported)

-50%

Hantavirus Pulmonary Syndrome

0%

Lyme disease

0%

West Nile Virus disease

12

+33%

Other Diseases

Legionellosis

4

0%

Streptococcus pneumoniae, invasive

57

60

-50%

Additionally, the following were reported: Chicken Pox (14); CRE (1); Chikungunya (1); Hep B,
chronic (28); Hep C (338); HUS (1); MRSA, invasive (70); Q Fever (4)

Communicable diseases are obligatorily reportable by physicians, hospitals, laboratories, and institutions. The Reportable Diseases List is found at
http://doh.sd.gov/diseases/infectious/reporting-communicable-diseases.aspx or upon request. Diseases are reportable by telephone, fax, mail, website, or

courier.

Secure website: www.state.sd.us/doh/diseasereport

Telephones: 24 hour answering device 1-800-592-1804; for a live person at any time call 1-800-592-1861; after hours emergency 605-280-4810.

Fax 605-773-5509.

Mail in a sealed envelope addressed to the DOH, Office of Disease Prevention, 615 E. 4th Street, Pierre, SD 57501, marked "Confidential Medical

Report".
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