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FINAL REPORT OF THE PRENATAL
SUBSTANCE ABUSE COMMISSION
EXECUTIVE SUMMARY
Scope of the Problem
According to a September 2006 needs assessment, an estimated 20% of women in Indiana used tobacco,
while 10% used alcohol and 5–6% used other drugs during pregnancy (Zollinger, 2006). This means
that nearly 18,000 Hoosier babies every year are born to a mother who smokes, 9,000 are affected by
alcohol and 4,500 are affected by drugs. Indiana has the 7th highest rate in the nation of women who
smoke during pregnancy. Unfortunately, recent studies also show that less than 10 percent of all
pregnant women are adequately screened and receive appropriate treatment for their substance abuse
issues.
The 2008 Indiana State Epidemiology and Outcomes Workgroup painted a very clear picture of the
pervasiveness of alcohol, tobacco and other drug (ATOD) use in Indiana’s communities in its 2009
report. Compared with national averages, Indiana’s rates of drug use were much higher in many
categories (2008 Indiana State Epidemiology and Outcomes Workgroup, 2009)
Consequences of the Problem
In Indiana, there are approximately 90,000 deliveries per year, of which 51% are Medicaid funded.
Thus, there are about 45,900 Medicaid funded births. Estimates of substance use range from 10% to
20%. For example, a 10% rate of substance use in Medicaid patients would result in 4,590 affected
pregnancies. There is reliable data to indicate the following important facts:
1. Over 90% of pregnant substance users in Indiana go undetected, and therefore untreated, because no
systematic verbal screening process is being used.
2. The preterm delivery rate in untreated substance use is at least 33%.
3. When substance use in pregnancy is detected by verbal screening and addressed with a brief
intervention, the preterm delivery rate falls to less than 20%.
Economic Cost of the Problem
In 2007 dollars, the average newborn nursery cost of a preterm baby, that is, one born before 37 weeks,
is $50,000 - $60,000. Using the above data, an accurate number of preterm births resulting from
untreated substance use can be calculated and compared to the number of preterm deliveries occurring
when patients are verbally screened. With a reduction in preterm deliveries, where the average
newborn nursery cost for one pre-term baby is $50,000, the savings in these expenditures alone
would be in the millions of dollars.
In the following tables, note that Medicaid-funded births in Indiana are approximately 45,900.
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Table 1. Percentage of Preterm Deliveries Among Medicaid Funded Substance Using Patients in Indiana (based
on 45,900 pregnancies)
% Substance Use (No. of Pregnancies)†
10%
(4,590)
15%
(6,885)
20%
(9,180)

90% Undetected††
4,131
6,196
8,262

Pre Term (33% rate) †††
1,363
2,044
2,726

†There are three different rates of substance use analyzed, 10%, 15% and 20%
††The number of pregnancies at risk for preterm delivery (90%) are calculated for each rate analyzed
†††With a pre term delivery rate of 33%, number of preterm deliveries is calculated for each of the rates of substance users

Table 2. Effects of Screening and Intervention in Substance Use in Pregnancy (based on 45,900 pregnancies)
This is a comparison of the number of preterm deliveries expected if universal verbal screening is employed for
all Medicaid patients who are pregnant.
% Substance Use (No. of
Pregnancies)
10%
(4,590)
15%
(6,885)
20%
(9,180)

50% Detected (20%
Preterm Births)†
2,295
(459)
3,442
(688)
4,590
(1,514)

50% Undetected (33%
Preterm Births)††
2,295
(757)
3,442
(1,136)
4,590
(918)

Total†††
1,216
1,824
2,432

†Assume 50% are undetected, the preterm rate will be 33%.
††By calculating the expected preterm deliveries in both undetected/untreated and detected/treated groups, the effect of a
verbal screening/intervention program can be accurately predicted for each of the rate groups.

Table 3. Benefit of Screening and Intervention in Savings of Newborn Nursery Costs at $50,000/ Pretermindicates the savings produced by a universal verbal screening program for Medicaid funded pregnancies in
Indiana with respect to various rates of substance use.
% Subs. Use (No. of Pregnancies)
10%
(4,590)
15%
(6,885)
20%
(9,180)

Current Preterm
1,363
2,044
2,726

Treatment
1,216
1,824
2,432

Change
-147
-220
-294

Savings
$7.35 Million
$11 Million
$14.7 Million

A training DVD for health care providers has been produced and is being distributed throughout the
state. The most critical element to assess the effectiveness of the screening and intervention process is
the ability to collect data and monitor outcomes, specifically the newborn meconium testing for drug
use. The cost of this surveillance program over the next five years will not only be completely offset by
the savings, many times over, it will lead to even greater effectiveness in detecting and treating
substance abuse in pregnancy.
In a continued effort to improve the outcomes of pregnancy in Indiana, the Indiana Legislature, through
HEA 1457 (effective July 2007), established the Prenatal Substance Abuse Commission (PSAC). The
PSAC was charged with developing and recommending a multi-faceted plan targeting early intervention
and treatment for women who use alcohol, tobacco or other drugs (ATOD) while pregnant. The Indiana
Legislative Session of 2005 directed the Indiana State Department of Health (ISDH) to conduct a needs
assessment of alcohol, tobacco, and drug use by pregnant women in Indiana. The resulting report
completed by the Indiana University Bowen Research Center in September 2006 provided guidance for
the development of these recommendations.
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PSAC Recommendations for Legislative Consideration
1. Implementing universal ATOD verbal screening, intervention and continuous monitoring for
pregnant women who screen positive, and appropriate referral for treatment.
2. Establishing a routine in-depth surveillance study to estimate prevalence of ATOD use among
pregnant women.
3. Establishing an ongoing cross-agency committee to monitor existing resources, improve
collaboration, and carry forward the work of the Commission.
4. The following funding support and legislative assistance is requested:
a. Designate funding to support ongoing training of prenatal providers on universal screening
for ATOD in clients as well as brief interventions and monitoring for clients who screen positive.
Funding should include short and long-term evaluation of the training.
Estimated cost: $80,000 per year
b. Authorize funding for surveillance studies to monitor the prevalence of ATOD use among
pregnant women in Indiana using fetal meconium and existing datasets. It is proposed that the
fetal meconium study will be conducted once every five years and secondary data from existing
data sources will be analyzed in years two, three and four.
Estimated cost: $410,000 for the prevalence study during year 1, $80,000 for each of years 2
through 4 to gather, analyze and report (self-reported) annual substance use data from surveys
c. Authorize funding support for ISDH staffing to implement the PSAC Recommendations.
Additionally, PSAC recommends the establishing of a cross-agency committee within state
government to minimize duplication of services, update resource and service information,
improve coordination and collaboration in seeking grant funding and otherwise oversee the
continuation of efforts to address this problem in Indiana.
• 1.0 FTE professional or public health administrator to facilitate program
• .5 FTE administrative assistant with computer skills to establish and maintain a user-friendly
provider database to be posted on the internet for health care providers and citizens.
Estimated cost: $87,000 per year
Conclusion
The Campaign for Tobacco-Free Kids issued a report in November 2008 called “A Decade of Broken
Promises; The 1998 State Tobacco Settlement Ten Years Later (Campaign for Tobacco-Free Kids,
2008). This report compared the amount a state spent on tobacco prevention programs to the estimated
amount tobacco companies spent on advertising in each state for FY 2008, giving a ratio of ‘tobacco
company marketing’ to ‘total spending on tobacco prevention’. The ratio for Indiana was 26.6 to one,
meaning for every dollar Indiana spent on tobacco prevention, $26.60 was spent by tobacco
companies to market their products in our state. Indiana ranked 28th, based on our spending of only
20.3%, or $16 million, of the $78.8 million recommended by the CDC for tobacco prevention programs.
Indiana spent only 2.4 percent of the $660 million in revenue the state collected from settlement
payments and tobacco taxes for FY 2009 on prevention efforts stating, “Several states that once were
national leaders in funding tobacco prevention and cessation programs have yet to restore full funding
for their programs after substantial budget cuts.” Indiana was one of the five states listed. Clearly, the
problem of ATOD use in Indiana, which is mirrored in the sub-population of pregnant women, needs to
be addressed using a more comprehensive approach. This effort will require a greater financial
commitment on the part of the State as well as local and community organizations, but is one which will
pay off many times over, both fiscally and in terms of a healthier population.
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PRENATAL SUBSTANCE ABUSE COMMISSION FINAL REPORT
I.

INTRODUCTION

According to a September 2006 needs assessment, an estimated 20 percent of women in Indiana used tobacco,
while 10 percent used alcohol and 5-6 percent used other drugs during pregnancy. (Zollinger, 2006) The 2009
President’s National Drug Control Strategy states that the verbal screening of all patients for substance use and
brief interventions is an effective means of addressing the current crisis. (White House Office of National Drug
Control Policy, 2009) This Agency also indicates an estimated savings from verbal screenings and brief
interventions of $2.50 per $1 spent. The estimated cost, over a lifetime associated with caring for a baby
prenatally exposed to ATOD, ranges from $750,000 to $1.4 million. (Kalotra, 2002)
The first meeting of the PSAC took place October 9, 2007 at the Indiana State Department of Health (ISDH) with
fifteen members, whose professions were specified by the Legislature to serve on the Commission, as well as
agency support staff. Table 1 represents the titles and designees of the fifteen commission members. A
comprehensive list of all other participants has been presented later in the report (See Appendix A). Dr. James J.
Nocon was selected Chairman of the PSAC during the first meeting, and Gina Eckart was selected as CoChairman. Additionally, the Mission and Vision statements were reviewed and approved, and three committees
were formed to address three of the six issues found in the needs assessment report. Three assumptions were also
adopted by the Commission. (See Section II, Commission Operation) The PSAC met bi-monthly and the
committees met as needed, to review the scope of the problem of prenatal substance abuse in Indiana, to find
available resources, both in Indiana and in other states, and to make recommendations. This final report
represents the Commission’s Findings and Recommendations.
TABLE 1: PRENATAL SUBSTANCE ABUSE COMMISSION
APPOINTEES/
DESIGNEES

LEGISLATIVE TITLES
Judy Monroe, M.D., State Health Commissioner
Indiana State Department of Health
Caroline Carney Doebbeling, M.D., Director of Medicaid
Family and Social Services Administration
James W. Payne, Director
Department of Child Services
Division of Mental Health & Addiction
Family and Social Services Administration
Physician specializing in addiction treatment of pregnant women
Physician specializing in the care of pregnant women
Social worker certified in the treatment of ATOD

Judith Ganser, M.D., MPH
Glenna Asmus
Phyllis Kikendall
Gina Eckart, Director
James J. Nocon, M.D., J.D.
Randall Stevens, M.D.
Brenda E. Comer, MSW,
LCSW
Mary Alexander

Indiana March of Dimes
Michael Dvorak
Prosecuting attorney (practices in a drug court under IC 12-23-14.5)
Judge of a drug court (established under IC 12-23-14.5)

Judge Barbara Brugnaux

Member of the House of Representatives-Democrat Party

Rep. Carolene Mays

Member of the House of Representatives-Republican Party

Rep. Cindy Noe

Member of the Senate-Democrat Party

Senator Sue Errington

Member of the Senate-Republican Party

Senator Dennis Kruse

Advanced practice nurse (works with a physician specializing in addiction
treatment for pregnant women or care of pregnant women)

Veronica Philbin, RN, MA,
CNS
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Julie Sellers

II. COMMISSION OPERATION
Following are the Mission and Vision, as well as three evidence-based assumptions, under which the PSAC has
functioned.
Mission:
Develop and recommend a coordinated plan to improve early intervention and treatment for women who abuse
alcohol, tobacco or other drugs (ATOD) during pregnancy.
Vision:
Healthy women and infants in Indiana
Assumptions:
•

Any use of alcohol, tobacco, and other drugs (especially illicit) can compromise the health of the fetus
and/or the mother. According to the U.S. Surgeon General's most recent advisory, no level of alcohol
consumption by pregnant women can be considered safe. A woman who drinks alcohol at any time
during her pregnancy increases the risk of her fetus developing alcohol-related birth defects.

•

In accordance with the U.S. Surgeon General's advisory, both the American Academy of Pediatrics and
the American College of Obstetricians and Gynecologists recommend that pregnant and preconception
women are abstinent. (Office of the Surgeon General, 2005) Thus, it is important to be able to identify
and modify a woman's prenatal alcohol use early in her pregnancy. Pre-pregnancy drinking habits may be
indicative of drinking levels during pregnancy because of permanent damage to the fetus exposed
prenatally to alcohol. (Russell, Martier, & Sokol, 1994)

•

Alcohol, tobacco and other drug (ATOD) use is a chronic disease and providers should routinely screen
for ATOD use.

•

This disease is similar to other chronic diseases such as type II diabetes, cancer, and cardiovascular
disease. (Russell, Martier, & Sokol, 1994) (Morse, 1992) Universal screening of all pregnant women in
Indiana is an ethical responsibility of prenatal care providers. The American College of Obstetricians and
Gynecologists (ACOG) Committee Opinion 294 addresses the ethical rationale for universal screening for
at-risk drinking and illicit drug use. (American College of Obstetricians and Gynecologists, 2004)

•

Physicians routinely screen patients for diabetes, which affects five percent of the population, as a
standard of care. Similarly, they should also screen for ATOD use in women who are pregnant.
(American College of Obstetricians and Gynecologists, 2004)

•

Pregnancy provides a teachable moment.

•

Interventions delivered at times in which people are motivated to seek and accept advice/education on
behavioral changes, including in the context of programs targeting multi-ethnic populations attending
public health clinics, have been found to be effective in improving cessation rates. Even minimal
interventions, involving general and relatively inexpensive self-help materials tailored to pregnant women
in a single brief session, have been successful. (Maheu, 2009)

III. FOCUS OF COMMISSION
Six issues were identified in the needs assessment report completed by the Indiana University Bowen Research
Center:
1. Indiana lacks valid and timely data on alcohol, tobacco, and drug-use during pregnancy;
2. Presence of social stigma, fear of the system, and lack of positive messaging discourages utilization of
prenatal care and ATOD treatment services;
3. Challenges exist in the screening, brief intervention, and treatment referral for women using ATOD;
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4. There is a lack of knowledge and understanding on the part of the public, employers, and pregnant
women about the health effects and economic impact of ATOD use and the availability of treatment
resources in the community;
5. Barriers exist hampering access to ATOD treatment for pregnant women;
6. There is a lack of available resources and funding for ATOD treatment of pregnant women in Indiana.
PSAC identified the following three committees to focus on these issues. (See Appendix B for committee
membership)
Screening –To establish evidence-based protocols for screening, brief intervention, and treatment for
women using ATOD, and develop a plan for implementing the protocols among providers.
Funding & Capacity –To review the availability of funding for ATOD treatment services which
currently exist throughout Indiana and evaluate capacity.
Data –To establish a consistent method of valid and timely data collection about ATOD use during
pregnancy for planning and evaluation.
During the second year of the Commission, the committees attempted to identify sources of funding for instituting
the recommendations of the Interim Report. The committees collaborated on several issues and the
recommendations that were deemed most critical were addressed first. The economy played a significant role in
the outcomes achieved by the Commission during Year Two.
IV. ECONOMIC IMPACT OF PRENATAL SUBSTANCE USE

In Indiana, there are approximately 90,000 deliveries per year of which 51% are Medicaid funded.
Currently, 13.7% of the total are preterm with a higher rate of preterm deliveries in the Medicaid group.
About one of every three preterm deliveries is due to substance use. When substance use in pregnancy
is detected by verbal screening and addressed with a brief intervention, the preterm delivery rate falls to
less than 20%. The following will illustrate the net savings in millions of dollars if an easy to master
screening and intervention process was implemented into routine prenatal care.
Table 1 Percentage of Preterm Deliveries among Medicaid Funded Substance Using Patients in Indiana
(based on 45,900 pregnancies)
% Substance Use (No. of Pregnancies)†
10%
(4,590)
15%
(6,885)
20%
(9,180)

90% Undetected††
4,131
6,196
8,262

Pre Term (33% rate) †††
1,363
2,044
2,726

†There are three different rates of substance use analyzed, 10%, 15% and 20%
††The number of pregnancies at risk for preterm delivery (90%) are calculated for each rate analyzed
†††With a pre term delivery rate of 33%, number of preterm deliveries is calculated for each of the rates of
substance users

Table 2 Effects of Screening and Intervention in Substance Use in Pregnancy
This is a comparison of the number of preterm deliveries expected if universal verbal screening is employed for
all Medicaid patients who are pregnant (based on 45,900 pregnancies).
50% Detected (20%
50% Undetected (33%
% Substance Use (No. of
Total†††
Pregnancies)
Preterm Births)†
Preterm Births)††
10%
(4,590)
2295
(459)
2295
(757)
1,216
15%
(6,885)
3442
(688)
3442
(1,136)
1,824
20%
(9,180)
4590
(1,514)
4590
(918)
2,432
†Assume 50% are undetected, the preterm rate will be 33%.
††By calculating the expected preterm deliveries in both undetected/untreated and detected/treated groups, the
effect of a verbal screening/intervention program can be accurately predicted for each of the rate groups.
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Table 3 Benefit of Screening and Intervention in Savings of Newborn Nursery Costs at $50,000/ Preterm‐
Indicates the savings produced by a universal verbal screening program for Medicaid funded pregnancies in
Indiana with respect to various rates of substance use.
% Subs. Use (No. of Pregnancies)
Current Preterm
Treatment
Change
Savings
10%
(4,590)
1,363
1,216
-147
$7.35 Million
15%
(6,885)
2,044
1,824
-220
$11 Million
20%
(9,180)
2,726
2,432
-294
$14.7 Million
The universal screening and intervention process has been developed and is currently being implemented in
hospitals throughout Indiana. The most critical element in the screening and intervention process is the ability to
collect data and monitor outcomes, most specifically, newborn meconium testing for drug use. The cost of this
surveillance program over the next five years will not only be completely offset by the savings, many times over,
it will lead to even greater effectiveness in detecting and treating substance abuse in pregnancy.
V. COMMITTEE REPORTS
A. Screening Committee
Year One: In the first year of the Commission, the Screening Committee determined that no formalized prenatal
ATOD screening and referral program existed in Indiana despite the fact that two of the most abused substances
during pregnancy, tobacco and alcohol, are legal and are strongly linked to the use of illicit drugs. (Brown, 1997)
Year Two: During Year Two, the Commission made significant progress toward their goals. They worked
actively to create a training program for health care providers, which would teach screening and brief
intervention. This involved collaborating with Indiana Perinatal Network to produce the Training DVD and
accompanying materials with help from Dr. James Nocon.
Year Two Accomplishments
1. The committee worked successfully with the Family & Social Services Administration (FSSA) and the
Office of Medicaid Policy and Planning (OMPP) to activate CPT codes for prenatal substance use screening
and brief intervention services. These codes will apply to all pregnant women in Medicaid Packages A and B.
2. The Training DVD was completed and efforts are underway to roll out the training to prenatal care
providers. Indiana chapter of American College of Obstetricians and Gynecologists and the Indiana chapter
of the American Academy of Pediatrics have endorsed the Training DVD created by Indiana Perinatal
Network and Dr. Nocon, Chair of the Commission.
3. The OMPP Notification of Pregnancy (NOP) form will provide data on the use of substances by pregnant
women at their first prenatal visit, allowing the capture of these data for the first time. In the first two weeks
of NOP use, 11% of pregnant women on Medicaid were identified as using alcohol, 14% as using marijuana,
and 29% were identified as smoking. This in contrast to the 2006 vital records data showing that 17.3% of
pregnant women smoked and 0.1% of pregnant women used alcohol.
4. The Commission partnered with the ISDH Fetal Alcohol Spectrum Disorders (FASD) Prevention Task
Force, in collaboration with the Great Lakes FASD Regional Training Center in Madison, Wisconsin to
provide training in FASD for healthcare and allied healthcare professionals.
B. Funding and Capacity

Funding
Identifying sources of funding for the recommendations made in the Interim Report proved to be the single
greatest barrier to the Commission’s efforts due to the current economic situation. Nonetheless, the importance of
funding programs to help women stop their substance use during pregnancy cannot be overstated. The Campaign
for Tobacco-Free Kids issued a report in November 2008 called “A Decade of Broken Promises: The 1998 State
Tobacco Settlement Ten Years Later”. (See Appendix C) (Campaign for Tobacco-Free Kids, 2008) This report
addresses “whether the states are living up to their promise to use their tobacco settlement money to address the
tobacco problem”. The amount a state spent on tobacco prevention programs was compared to the estimated
amount tobacco companies spent on advertising in that state for FY 2009, giving a ratio of ‘tobacco company
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marketing’ to ‘total spending on tobacco prevention’. The ratio for Indiana was 26.6 to 1, meaning for every
dollar Indiana spent on tobacco prevention, $26.60 is spent by tobacco companies to market their products in the
state. States were also ranked based on the percentage of Centers for Disease Control (CDC)-recommended
th
spending for tobacco prevention efforts each state actually spent. Indiana ranked 28 , based on our spending of
only 20.3%, or $16 million, of the $78.8 million recommended by the CDC for tobacco prevention programs.
The report also noted that Indiana spent only 2.4 percent of the $660 million in revenue the state collected from
settlement payments and tobacco taxes for FY 2009 on prevention efforts stating, “Several states that once were
national leaders in funding tobacco prevention and cessation programs have yet to restore full funding for their
programs after substantial budget cuts.” Indiana was among the five states listed. (See Attachment D)
The following details the funding estimated by the Commission to be needed to implement all of its
recommendations. These are minimum funding amounts since more funding will certainly be required for
additional resources that will become necessary once universal screening is implemented, based on current
estimates of prenatal substance use in Indiana. However, the cost of expanding resources will be shared by many
privately, state, and federally funded organizations and agencies.

THE COMMISSION RECOMMENDS:
1. Designate funding to train prenatal providers on universal screening for ATOD in clients as well as brief
interventions and monitoring for clients who screen positive. Funding should include short and long term
evaluation of the training.
Estimated cost: $80,000 per year
2. Authorize funding for a baseline prevalence study followed by a routine surveillance study every five
years to screen infant meconium and provide statistically valid baseline and evaluation data representative
of the population of pregnant women in Indiana. During years between the meconium studies, the PSAC
proposes existing data sets be used to estimate the prevalence of substance use among pregnant women
even though they utilize self-reported data and are not as reliable as the meconium study.
Estimated cost: $410,000 for the prevalence study during year 1, $80,000 for each of years 2
through 4 to gather, analyze and report (self-reported) annual substance use data from surveys
3. Authorize funding support for ISDH staffing to facilitate implementation of Prenatal Substance Abuse
Commission (PSAC) Recommendations. Additionally, PSAC recommends the establishment of a crossagency committee within state government to minimize duplication of services, update resource and
service information, improve coordination and collaboration in seeking grant funding and otherwise
oversee the continuation of efforts to address this problem in Indiana.
• 1.0 FTE -professional or public health administrator to facilitate program
• .5 FTE -administrative assistant with computer skills to establish and maintain a user-friendly
Provider database which can be accessed by health care providers and citizens via the internet
Estimated cost: $87,000 per year
C. Capacity

Year One: During Year One, information was gathered from state agencies, through online databases, and a
review of obtainable resource lists compiled by local communities and agencies. Through the Funding and
Capacity Committee’s efforts to gather this information, it became evident that accessing current, comprehensive
statewide information on prevention and treatment programs and resources in Indiana is challenging, at best.
State funding through certain state agencies is funneled through the 92 counties or at a regional level. No
accurate, comprehensive, current listing of providers and programs for the target population is available or readily
accessible to those who need it. Instead, there are lists offered by Division of Mental Health and Addiction
(DMHA), by individual counties, by local agencies in the counties, as well as by the federal government
(SAMHSA). Though a provider may be listed on more than one resource list, there was not one single list that
contained every provider.
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Year Two: During the second year, sources were identified, and then incorporated into one, searchable database.
This database will be posted to the ISDH website and made available to the public by October 2009.

WHAT ARE OTHER STATES DOING?
Several treatment programs that have been tried in other states were reviewed for Best Practice ideas and
the possibility of implementing something similar in Indiana. The Interim Report contains a more detailed
description of the programs reviewed during the first year of the Commission. These included SHIELDS in
California; Special Connections in Colorado; two programs in Maryland; Comprehensive Substance
Treatment and Rehabilitation in Missouri; the Lund Family Center in Vermont; and several programs,
including Safe Babies Safe Moms, in Washington; and Meta House in Wisconsin. (See Attachment C)
The results of a project by a medical student, in conjunction with the ISDH, were presented to the Indiana
State Perinatal Advisory Board in October 2008 and included a program not considered by the Commission
previously. The Early Start program at Kaiser Permanente in California, showed “a significant
reduction in neonatalassisted ventilation, low birth weight and preterm delivery by mothers who
had abused opiate drugs…and a decrease in placental abruption to the exact same level as the
control population” as a result of the program. The program model is based on the “principal of
coordinated care” and includes three prongs: an Early Start specialist added to the OB/GYN department for
the purpose of doing assessments and treatment in conjunction with the normal prenatal care
appointments; universal screening, performed on all pregnant women and including both a questionnaire
and a urine drug screen; and patient and provider education. This program should be included in those
investigated for replication in Indiana. More information about the program may be found at
http://xnet.kp.org/earlystart/index.html.
Summary
The state of Indiana currently funds multiple programs specifically targeted to pregnant women in need of
substance abuse and addiction services. However, there is evidence through program enrollment data and underutilized residential beds that the process to access these resources needs to be improved. A review of existing
programs also points to geographical gaps in availability of residential programs as well as other barriers for
pregnant woman in need of care.
Supplemental information garnered through a review of other states provides examples of programs that have
produced positive outcomes for women and their babies. Those programs with a residential component and
comprehensive service delivery reported the best outcomes and should be considered for replication in Indiana.
The current state of the economy became the major obstacle in obtaining funding. The members of the
Committee who were also members of the Indiana General Assembly worked on legislation that might provide
funding for, or otherwise advance, the Commission’s recommendations. These included the following failures
and successes:
Year Two Accomplishments and Barriers
•

•

•
•

Barrier: An attempt to fund the recommendations of the Interim Report through the Legislative budget
session was unsuccessful due to, both the failure to include it on a timely basis in the ISDH’s budget to
the Governor, and the unfavorable reception to new programs by the legislature as a result of the current
economic climate.
Barrier: A tax increase on non-smoking tobacco, which was exempted from the last tax increase did not
pass. Due to the economy, any tax increase was not received favorably by the legislature; thus the bill
never made it out of committee.
Barrier: A bill to ban smoking in the workplace did not pass.
Success: A Tobacco Stamp was proposed and a House Resolution put forward by Representative Peggy
Welch to look into the feasibility and benefits of such a stamp, which would improve the collection of
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•
•

•

taxes already placed on tobacco. However, no monetary benefit would be seen for at least a year, if such
a stamp were enacted.
Barrier: An attempt to add funding for a meconium screen prevalence study to the State budget was not
successful.
Success: One recommendation in the Interim Report was successfully achieved when the line item in the
State budget, which provided funding for the meconium drug testing program for newborns, was
reworded for less specific, but related, use. This was due to the discontinuation of the Meconium Screen
program it originally funded at the ISDH.
Barrier: To find another means of doing a prevalence study, using meconium screens to determine the
prevalence of substance abuse in the pregnant population as an important first measure of the scope of the
problem in Indiana and the effectiveness of any interventions that might be pursued. Alternative funding
efforts were hampered by staff changes and budget cuts due to the current state of the economy. A
meeting was sought with outside agencies that, it was hoped, might be able to help in the effort, such as
the Indiana Hospital and Health Association; however, as of this report, no meeting has yet occurred.

C. Data Committee
Year One: The state of Indiana does not have a scientifically valid system for collecting data on substance use
during pregnancy. This type of system is the key to correctly understanding the magnitude of the substance use
problem among pregnant women and tracking the impact of efforts to reduce prenatal ATOD use. Current limited
surveillance relies on the use of self-reported data which is known to be biased and unreliable.
Year Two: Determining a plan that would provide the best data to enable the most accurate estimate of the
prevalence of alcohol, tobacco, and other drug use among pregnant women and considering other possible sources
of collecting usable data due to limited funding.
Accomplishments: Detailed the recommended plan put forth by Dr. Zollinger, with input from the rest of the Data
Committee; determined that plan to be the best plan to accomplish the PSA Commission’s needs; and noting that
if funding were not available, a scaled back plan would rely on a minimal amount of stipends for participating
hospitals and using existing meconium screening test results. The major short-coming to this is that the scaled
back plan will yield estimates of limited use since they may be biased.
Barriers: Loss of Committee members; minimal plans available to compare from other States and the inability to
secure funding for the recommended surveillance study due to the economy and diminishing budgets and
resources. At this time, the Screening Committee began dialogue with the Data Committee to develop an
evaluation plan for the training and to create a prenatal substance use prevalence study to measure the success of
the universal provider screening and intervention initiative. The following models of evaluation of outcomes
were investigated but, without funding, were found not to be feasible at this time.

1. Full surveillance through a representative sample of hospitals; findings could be generalized to the entire
population.
2. Assessing the Medicaid population -OMPP was approached to provide assistance to study the Medicaid
population but there is no indication OMPP will be able to provide administrative funding to collect data on
meconium screening.
Recommendations: The Commission recommends a full surveillance study through a representative sample of
hospitals; findings from which could be generalized to the entire population, as outlined in the Interim Report. If
funding cannot be found, the recommended alternative, though not an adequate substitute but rather an interim
measure, is to conduct a pilot study using a prospective sample of six to eight hospitals who would be willing to
participate and share costs, to give an example of the prevalence of substance use for women delivering at a nonrepresentative group of hospitals. If results from that pilot were sufficiently convincing, they could be used to
request state funding to conduct a full baseline surveillance study that would provide valid and reliable statewide
estimates of substance use among pregnant women. These estimates would help target resources to the areas and
women at highest risk of having poor birth outcomes due to alcohol, tobacco and other drug use. They would also
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provide data for evaluation of the success of interventions such as the Provider Training DVD, and monitoring of
ongoing prenatal substance use issues.
Without the full study, and without the ability to project statistically valid results statewide, the State will only be
able to demonstrate the existence of a problem in defined terms across a small sample. It is hoped that the pilot
study will provide sufficient evidence that the full scale study is required to obtain the crucial data needed for
planning interventions that will result in the most efficient use of prevention and treatment resources.
VI. CONCLUSION
The report by the Campaign for Tobacco Free Kids underscores the importance of the work of the Commission,
given that 27 Hoosiers die every day due to tobacco exposure, according to Indiana Tobacco Prevention and
Cessation (ITPC). Additionally, a state epidemiological profile for 2008 prepared by The Center for Health
Policy, Indiana University School of Public and Environmental Affairs (2008 Indiana State Epidemiology and
Outcomes Workgroup, 2009) painted a very clear picture of the pervasiveness of alcohol, tobacco and other drugs
in Indiana’s communities in comparison to the national average. In many categories, Indiana’s rates were much
higher than the national average. (See full report at www.policyinstitute.iu.edu/health/2008epiprofile). Clearly,
the problem of ATOD use in Indiana, which is mirrored in the sub-population of pregnant women, must be
addressed in a more comprehensive, cohesive way. This effort will require a greater financial commitment on the
part of the State as well as local and community organizations, but is one which will pay off many times over both
fiscally and in terms of a healthier population.
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