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Project Title: Improving NTSV Cesarean Delivery Rates in Medi-Cal Patients at UC San Diego Health

Background:

UC San Diego Health is a designated public hospital system and participates in the Quality Incentive Pool
(QIP) Program [1], a pay-for-performance program implemented by the California Department of Health
Care Services. UC San Diego Health conducts over 5,000 deliveries annually across Hillcrest Medical
Center (HC), the county’s safety-net hospital with high Medi-Cal use, and Jacobs Medical Center (JMC),
serving a mixed payer population. Elevated primary cesarean rates among nulliparous, term, singleton,
vertex (NTSV) pregnancies are linked to increased maternal morbidity, including severe acute maternal
morbidity (SAMM), postpartum infections, thromboembolic events, and rehospitalization, as well as
higher healthcare utilization [2-3]. Racial and ethnic disparities persist, with non-Hispanic Black and
Hispanic individuals experiencing higher adjusted risks [4-6]. The overall cesarean rate at UC San Diego
Health was 21.7% in 2024 and 21.8% in 2025, higher at HC (27.3%, 27.0%) and lower at JIMC (21.0%,
21.1%) versus UC systemwide averages. In 2024, the Medi-Cal QIP population cesarean rate was
24.29%, above the state target of 22.95%, resulting in $1.4 million in unrealized revenue. This project
aims to reduce NTSV cesarean rates while improving maternal and neonatal outcomes.

Methods:

A retrospective chart review was performed on all NTSV cesareans within the QIP program from
January—June 2025 (n=56) at HC and JMC, including only Medi-Cal patients. Data collected included
patient demographics (age, race/ethnicity, language, zip code, BMI), prenatal care (number of visits),
labor characteristics (spontaneous labor vs induction, indication for induction, and indication for cesarean
delivery), intrapartum factors (doula involvement, oxytocin use and dosage, spontaneous vs artificial
rupture of membranes, and labor duration), and system-level variables (hospital site, day of the week, and
time of cesarean delivery). Analysis focused on modifiable drivers of cesarean delivery and care
variation. Ongoing analysis of the July—December 2025 cohort at HC expands sample size and assesses
consistency of findings.

Results:

Among the cohort, 71% of NTSV cesareans followed labor induction, most often for hypertensive
disorders of pregnancy (35%). Non-reassuring fetal heart tracings (NRFHT) accounted for 36%. Doula
utilization was low (14%), varying between HC (6.3%) and JMC (17.5%). Most cesareans occurred at
IMC (71.4%) versus HC (28.6%). At HC, 25.0% of cesareans were in patients with fewer than five
prenatal visits, compared to 2.5% at JMC. Cesareans averaged 6.0 per weekend day and 9.8 per weekday,
with 62.5% during daytime hours.

Conclusions:

NTSV cesareans among Medi-Cal patients are influenced by induction practices, NRFHT management,
low doula utilization, and variation in prenatal care access. Targeted interventions include reducing
elective inductions, expanding doula access, optimizing NRFHT management, and patient/provider
education. Iterative quality improvement efforts, particularly at HC, aim to reduce cesarean rates without
compromising maternal or neonatal outcomes. This project supports improved outcomes, addresses
disparities, and provides a model for broader obstetric quality initiatives.
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Figure 1: % CS rate by indications
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Figure 2: % of Inductions by Indications
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