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Infant Mortality Goal

“Indiana will be the best state in 
the Midwest for infant mortality 

by 2024.” 

― Governor Eric Holcomb

Indiana State of the State address, January 2018



Preliminary Infant Mortality 

Rates Midwest, 2016
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Source: Indiana State Department of Health, Division of Maternal and Child Health [February 26, 2018]

Data Source: https://www.cdc.gov/nchs/pressroom/sosmap/infant_mortality_rates/infant_mortality.htm

Healthy People 2020 

Goal = 6.0



Through Title V funds, 

ISDH has hired a full-time 

MMR Coordinator who will:

• Review all maternal deaths 

in Indiana

• Examine data related to age, 

cause of death, geographical 

location, ethnicity

• Propose recommendations 

to prevent future maternal 

deaths

Maternal Mortality Review (MMR)

Case 
Identification & 

Selection

Data Collection 
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Actions



Indiana Infant Mortality Overview

Healthy People 2020 Goal = 6.0 deaths 

per 1,000 live births

• U.S. = 5.9 deaths per 1,000 live births

• IN = 7.5 deaths per 1,000 live births

• Black infants die 2 times more often than white 

infants in Indiana.

• Indiana’s rate of SUIDs deaths is typically worse

than the national rate.

(https://www.healthypeople.gov/2020/)



Infant Mortality Rates by Race 

& Ethnicity, Indiana, 2010 - 2016

Source: Indiana State Department of Health, Maternal & Child Health Epidemiology Division [January 5, 2018]

Indiana Original Source: Indiana State Department of Health, PHPC, ERC, Data Analysis Team
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Source: Indiana State Department of Health, Maternal & Child Health Epidemiology Division [January 5, 2018]

Indiana Original Source: Indiana State Department of Health, PHPC, ERC, Data Analysis Team
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Causes of Infant Mortality by Ethnicity 

Indiana 2016

Source: Indiana State Department of Health, Maternal & Child Health Epidemiology Division [January 5, 2018]

Indiana Original Source: Indiana State Department of Health, PHPC, ERC, Data Analysis Team
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The Opioid Epidemic’s Impact

on Infant Mortality in Indiana
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Opioid-involved Overdose Death 
Rates by Gender

Indiana Residents, 2012-2017p
Indiana Male Female
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Opioid-Involved Overdose Deaths 
for Women by Age Group, 
Indiana Residents, 2016

Count

44% female opioid 

overdose deaths were 

among women who were in 

prime child-bearing age. 



Perinatal Substance Use 

Disorder
Compulsory Screening



Public Health Response vs. Punitive 

Approach to SUD in Pregnancy

• Preventing unintended pregnancies

• Universal verbal screening for alcohol and drugs for 

all women of child bearing age

• Universal verbal / targeted lab screening for all 

pregnant women, and improved access to SUD 

treatment in pregnancy.

• Improved funding and support for social services and 

child welfare



History of Perinatal Substance 

Abuse Task Force



Neonatal Abstinence 

Syndrome Definition

• A drug withdrawal syndrome that presents in 

newborns after birth when the transfer of harmful 

substances from the mother to the fetus abruptly 

stops at the time of delivery.

• NAS most frequently is a result of opioid use in the 

mother but may also occur as a result of exposure to 

benzodiazepines and alcohol



NAS Revised Definition 

• Symptomatic; tremors/jitteriness, difficult to console, 

poor feeding, or abnormal sleep and 

• Have one of the following:

1) A positive toxicology test, or

2) A maternal history with a positive verbal 

screen or toxicology test.                                          



Perinatal Substance Use Study

• Launched in 2016

• 28 hospitals participating to date

• Over 7,000 umbilical cords tested

• Goal is to better understand prevalence of 

babies born drug-exposed



Neonatal Abstinence Syndrome and In-Utero Drug Exposure Algorithm

UNIVERSAL MATERNAL TESTING: verbal screening and toxicology 

testing for maternal  use of illicit drugs, opiates or alcohol at the first prenatal visit 

and again at presentation for delivery. 

Verbal screening 

and/or toxicologic 

tests are positive

Permission granted  

for toxicology test: 

Send original urine 

sample for toxicology 

testing

Permission refused  

for toxicology test and 

verbal screening 

negative

Verbal screening 

and toxicologic 

tests  are negativeVerbal screening is 

conducted and 

permission requested   

for toxicology test

Upon delivery, 

provide routine 

Newborn Care 

Upon delivery, send 

umbilical cord for 

testing

Refer for Behavioral 

Health Consult and/

or additional 

screening if 

appropriate

Observe infant for 

signs

If signs, send cord for 

testing and initiate 

Finnegan scoring

If signs, initiate 

Finnegan scoring

If no signs, continue 

observation and 

provide routine 

newborn care

Upon delivery, 

observe infant for 

signs for 48 hours

DISCHARGE

If no signs, 

continue 

observation and 

provide routine 

newborn care 

Infant has a 

confirmed 

NAS Diagnosis 

with or without 

pharmacologic 

treatment

Coordinate with primary 

care provider prior to 

discharge

Schedule appropriate 

follow-up and home 

visits through discharge 

planning 

Discharge

INFANT SCREENING AND TESTING: all newborns will have umbilical 

cord samples saved for two weeks

Discharge

Permission refused  

for toxicology test and 

verbal screening 

positive

Discharge
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OB/Pediatric Provider Protocol

• Destigmatization of SUD in pregnancy

• Validated verbal screen

• Urine toxicology screening ( opt out )

• Obstetrical team able to provide MAT

• Wrap around services in the same clinic with:

o Mental health professional

o Patient care coordinator/OB navigator

• Inpatient Care / like Fresh start of Fayette regional

• Transition to recovery housing

• Standardize definition of NAS/treatment

• Discharge planning and follow-up for babies/families

• Maternal LARC



Hospital Study Findings

• Drug of choice varies depending on location

• Comorbidities can affect the outcomes

• Lack of treatment programs for mothers

• Interruption in care when a referral is made

• Support services are needed during and after 

pregnancy

• Need to change the culture of providers and 

pregnant women



Indiana Using 10 Panel 

Screen of Umbilical Cord

• Amphetamine

• Cocaine

• Cannabinoids

• Barbiturates

• Methadone

Alcohol blood spot test

• Benzodiazepine

• Oxycodone

• Buprenorphine

• Opiates

• Fentanyl



Treatment Data 

from One Pilot Site

• Entire hospital network

• 5 hospitals

• Year to date 2018

• Initial visit Screen Positive 
in 21.3% of 2,602

• Not all hospitals were 
testing at start 2018 at first 
visit

• At delivery 7.11% positive 
of 5,115 deliveries



Opioid Dependence 

during Pregnancy

• Intrauterine fetal demise

• Low birth weight ( 31% versus 5-8 % )

• Preterm labor and birth ( 25% versus 9.6% ) 

• Contributes to infant mortality via fetal and infant loss

• ( women who use substances in pregnancy are 3-4 

• times more likely to experience fetal or infant 

• death ) 



Fiscal Impact

Basic Urine Drug 
Screen is 

approximately 29$

• Submitted to Medicaid and private insurance as billable lab and eligible for 
reimbursement

• Testing all women on admission for delivery or at the first prenatal visit, 2.4 million per 
year, ( 29$ x 83,000 deliveries)

• Impact to Medicaid, 53% of births apprx. 1.25 million

Cord Blood Testing 
of at risk Infants 

USDTL 137$

• Testing for ten drugs and blood alcohol spot test 

• 17% of births ( 14,110 x 137$ = 1.9 million )

• This number would be expected to go up as we test every woman and find a higher 
prevalence.

Mandatory referral 
to First Steps

• Mandatory referral to First Steps for all babies with positive tests.

• Mandatory referral to First Steps for all babies whose Mom’s have positive tests.

• Price tag difficult to estimate



Consequences to Child 

Development
• Opioids - studies have too many confounding factors like: poly drug 

exposure, low birth weight, postnatal environment. To date no evidence 
for long term consequences 10-15 years out for NAS babies.

• Marijuana – studies support associated cognitive deficits in visuospatial 
function and attention, and impulsive behavior and hyperactivity, 
deficits in problem solving skills and learning and memory.

• Concentrates in breast milk associated with sedation, low tone, poor 
sucking and delayed motor function at one year

• Alcohol – leading cause of preventable birth defects, well documented 
abnormal brain development and neuro behavioral effects



WHY
• SUD is associated with our infant mortality according to national 

statistics and our fetal infant mortality review teams across the state.

• SUD has been the major contributing factor to DCS referrals and 
removal of children from their parents home.

• SUD has a major impact on our work force across the state.

• Women are more likely to address SUD during pregnancy and newborn 
period.

• Short term consequences economically with prolonged hospitalizations 
for NAS, and preterm birth.

• Long-term economic consequences associated with poor cognitive, 
behavioral and social emotional development of drug exposed children.



Pregnancy Mobile Application

• The ISDH contracted with Indianapolis-based technology 

solutions company  to create and implement a 

pregnancy mobile application.

• The application provides valuable health resources to 

parents, caregivers and to women of child bearing age 

that are pregnant, parenting or planning to be pregnant.

• The main goal is to reduce infant mortality by improving 

the health of Indiana women and children. 

• Launched in November 2017

• Further development and marketing continues



• Mobile app designed to reduce infant mortality

• Provides evidence-based information and local 

resources to women of child bearing age who are 

pregnant, parenting or planning to be pregnant.

• Partnered with                , a local software 

development company

• Content areas include:

• Breastfeeding

• Car Seat Safety

• Insurance Enrollment

• Safe Sleep Education

• Perinatal Health

Labor of Love

Pregnancy Mobile App







Together, we can celebrate 
more 1st birthdays in Indiana!


