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Best and Promising Practices to Address Infant Mortality
	Brief Description of Practice
	Source or Supporting Research, including website reference, if available
	Impact of Intervention Based on Supporting Information
	Location(s) and Duration of Implementation 
	Typical Budget (if available) and Funding Sources 
	What is Needed to Implement in Kansas 

	
	
	
	
	
	Legislative Action/ Political Will?
	Funding?
	Other?

	Best Practices (strategies for which there is strong evidence of effectiveness in reducing infant mortality)

	#1.  “One Stop Shop” approach to maternal and child health (multiple services for mothers and children, across the life course, in a coordinated effort)
	Schlenker  & Ndiaye  (April, 2008)
dhs.wisconsin.gov/healthybirths/pdf/surprisingtrendtownhall.ppt
Apparent Disappearance of the Black-White Mortality Gap, Dane County, Wisconsin (MMMR, 2009) http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5820a2.htm
A Wonderful Mystery: Black infant mortality has plummeted in one Wisconsin county. Why? (http://www.newsweek.com/id/219147)
	N= 62,037 births (1990-2001); 
N=35,547 (2002-2007)

Black infant mortality rate dropped by 67% since 1990, from 73/1,000 live births between1991-2002 to 17/1,000 (2002-2007)
Strengths: Large sample size; multiple intervention approach

Weakness: Unclear what exactly is driving decrease in Dane County , or what component(s) account for reduction in IM
	Dane County, Wisconsin (2002-2007); Harlem (2000-2009)
	Private (Med College of Wis, United Way), federal grant (Head/Healthy Start), Madison Dept of Public Health), tax revenues (public library)

	X
	X
	X 
(Community impetus)

	#2. Smoking Cessation (aimed at reduction of maternal tobacco usage)
	Johansson, Dickman, Kramer, and Cnattingius (Epidemiology, July 2009)
* Supporting articles also found:  Salihu, Pierre-Louis & Alexander, (Maternal and Child Health Journal, 2003); Lumley, Chamberlain, Dowswell, Oliver, Oakley, & Watson (Cochrane Database Syst Rev, 2009).

	N= 555,046 live births
“Compared with infants born to never smokers, the Hazard Ratios (95% CI) of infant mortality in the second pregnancy was 2.0 (1.7-2.4) among infants born to persistently heavy smokers, whereas among women who stopped smoking in the second pregnancy, the HRs were 1.4 (1.0-2.0) among those who had been heavy smokers in the first pregnancy, and 1.0 (0.8-1.2) among those who had been light smokers.”
Strengths:  large data set; show effect of smoking cessation on infant death, since two pregnancies are studied in each woman, a “natural experiment” (i.e., reduction in confounding)
Weaknesses: self-report of smoking status during pregnancies (could be inaccurate), no data on smoking status post-delivery, during infant’s first year of life
	Sweden (Medical Birth Register) - live births (of at least 22 completed gestational weeks) were followed for infant death within 1 year (of women who had first and second singleton births between 1983-2002)
	N/A
	
	X
	

	#3. Birth of very low birthweight/high-risk infants at hospitals with subspecialty care (Level 4)
	Samuelson, Buehler, Norris and  Sadek (Padiatric and Perinatal Epidemiology, 2002)
NOTE:  A study by Cifuentes et al (Pediatrics, 2002), supports the finding that infants born in regional NICUs have lower mortality rates than those born in hospitals with no NICU, intermediate NICU, or small (community) NICU; level and volume of neonatal intensive care was also associated with IM in study by Phibbs et al (New England Journal of Medicine, 2007)
	N= 4770 infants

Neonatal death rate was 267/1,000 for those at Level 2 hospitals, 176/1,000 for  those infants delivered at Level 4 hospitals
Strengths: Variety of variables included in model (i.e., race, education, marital status, age, prenatal care level, type of insurance, proximity to level 3 or 4 hospital
Weaknesses: Self-report by hospitals on their perinatal care levels, inability to control for various maternal/infant/care characteristics
	VLBW infants in 1994-1996 GA linked birth-death cohort
	State (researchers employed with Georgia Dept of Public Health)
	
	X
	

	#4. Back to Sleep Campaign
	Adams, Chavez, Steen, Shah, Iyasu, & Krous (Pediatrics, 1998)
	N= 3,524,475 live births; 3508 SIDS deaths

“From 1990 through 1995, SIDS rates in California

declined 20% for black infants and 41% for infants

who were not black.”
Strengths: Large sample size; reduction in SIDS rates not due to new classification of SIDS deaths to other causes


Weaknesses:  Smoking cessation effort occurred around the same time period; unclear whether decrease in SIDS deaths due to reduction in tobacco use or Back to Sleep Campaign; possible race misclassification

	California birth-death cohort, 1990-1995
	Federal (CDC), State (CA Dept of Health Services)
	
	X
	

	#5. New York’s Community Based Regionalization Model (involvement of community-based agencies in its regionalized perinatal hospital system)
	Koshel (MCHB TA Report, 2009)
	N= 42, 738 African-American  births (2007)
Among states with more than 10 percent of births to African American women in 2007,

 New York had the lowest African-American infant mortality rate (11.7/1,000) during 2003-2005;

New York had the lowest white infant mortality rate (4.65/1,000) during this same period; and  New York had the lowest neo-natal and post neo-natal infant mortality rates in 2007.”
Strengths:  Collaboration between community-based organizations and health professionals; organization of regional perinatal partnerships (beyond strictly medical model)
Weaknesses: Program areas for expansion include increase of first trimester prenatal care, smoking cessation programs
	Births in New York, 2003-2005
	Federal (MCHB/Medicaid); City (NYC Dept of Health); State (NY State Office of Children and Family Services); Infant mortality initiatives in NYC have raised over $84 million since 2001
	X
	X
	X (Coordination of efforts among hospitals and community health agencies)

	Promising Strategies (strategies for which there is some evidence of effectiveness in reducing infant mortality,  but for which evidence is limited in some way)

	#6. Preconception Care: The Magnolia Project (intensive holistic health program that targets high-risk non-pregnant women(provides outreach, case management,

risk reduction, support, well-woman prenatal care, health education,

and community development.)
	Livingood, Brady, Pierce, Atrash, Hou, Bryant (Maternal and Child Health Journal, 2009)

Biermann, Dunlop, Brady, Dubin, Brann (Maternal and Child Health Journal, 2006)
	Magnolia Project clients (N= 206); Similar risk factor group (N=412)
Infant mortality rate in Magnolia Project Clients decreased from 81.3 to 35.7 following case management, while the infant mortality rate increased from 27.2 to 37.5 in the comparison group

Strengths: Evaluation study included comparison group of matched clients
Weaknesses:  Small sample size; hard to directly connect preconception behavior changes to infant mortality (i.e., identify causal relationship)
	Targeted high-risk zip codes in Jacksonville, Florida (2000-2005) – both samples included those involved in case management for at least 90 days during 6 year period and cases subsequently closed
	Federal (Northeast Florida Healthy Start Coalition); Medicaid; third-party reimbursement; private community grants

Budget (2004-2005):  “just over $1 million”
	
	X
	X

	#7. Home visiting interventions
(community health workers identified pregnancies, provided education/nutritional supplements, provided 2 antenatal and 3 postnatal home visits, referred high-risk clients to hospitals)
	Baqui, El-Arifeen, Darmstadt, Ahmed, Williams, Seraji,  Mannan, et al (Lancet, 2008)

Note:  a reduction of neonatal mortality related to a postnatal home visiting program was also seen in study conducted in India by Baqui, Williams, Rosecrans et al (Bulletin of the World Health Organization, 2008);  Intensive home visiting was also associated in lower IM rates in Donovan et al (Pediatrics, 2007)
	N=36,059 in home care arm; N=37,598 in comparison arm

Neonatal mortality was reduced in home care arm by 34% during the last 6 months of the 30 month intervention.

Strengths: Large sample size; clusters randomized into 3 arms

Weaknesses: Project effectiveness may be unique to location; clusters, not individuals, were randomly assigned; possible recall bias of behavior changes 

	24 Clusters in Sylhet district, Bangladesh, 2003-2006 (30 month intervention)
	USAID and Save the Children
	
	X
	

	#8. REACH-Futures Project (home visiting program for mothers with infants that utilizes community workers led by a nurse supervisor)
	Boyd, Norr, Nacion (Public Health Nursing, 2001)
	N= 666 participants

2 infant deaths were recorded out of 666 participants (IMR 3/1,000); the IMR overall in Chicago was 15.4/1,000 in 1994 
Strengths: Comparison of outcomes/program characteristics between all nurse and nurse-led models

Weaknesses: Small sample size (allows for large fluctuations in IM rates); high attrition rates in comparison group

	Chicago (1990-1994)
	Federal (DHHS), Private (UIC Hospital, Irving B. Harris Foundation)
	
	X
	X (extensive training/supervision of community workers)

	#9. Residential, comprehensive culturally humble substance abuse treatment for pregnant/parenting women (evaluation of 24 sites)
	Clark (Child Welfare, 2001)
	N= 1,847 women

Women in the program showed an infant mortality rate of 3/1,000; compares with IMR of 15/1,000 of the target women as reported in their previous pregnancies, 7/1,000 in general population  
Strengths: Cross-site evaluation (pre/post test used) over 5 year period, client data collected at 3 time points

Weaknesses: No comparison group; only 42% of women pregnant at admission


	Women in 24 national sites, 1996-2001
	Federal (Center for Substance Abuse Treatment)
Budget=$113 million
	
	X
	X 
(existing facilities and/or infrastructure to build residential facility)

	#10. Genesee County REACH2010 Infant Mortality initiative (includes Healthy Start/other enhancements of baby care system, Undoing Racism workshops, mobilization of community
	Genesee County REACH 2010 info: http://www.co.genesee.mi.us/genccard/services/reach2010.htm
Pestronk & Franks (Public Health Reports, 2003) (http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1497564/pdf/12815079.pdf
Genesee County Health Department (March 2007)

http://www.naccho.org/topics/HPDP/mch/resources/emch/callseries/07-08/upload/3-07-MCMCH-NACCHO.ppt

	Overall infant  mortality rate dropped from 12.4/1,000 in 1999 to 8.9 in 2005 (Black IM rate dropped from 23.5 to 15.2 during the same time period).
Strengths: Multiple approaches; attempt to tackle social determinants of health (i.e., effects of racism on health)

Weaknesses: Research needs to determine impact of specific components of REACH 2010 funding


	Genesee County (2000-2004)
	Federal grant (REACH 2010; Healthy Start); Private (Mott Foundation)
	
	X
	X 
(“bench” and “trench” collaboration between academia, community based organizations)

	#11. Minnesota’s Eliminating Health Disparities Initiative (10 programs focused on reduction of infant mortality) – includes doulas, home visiting, group education classes, and media campaigns
	Disparities in Infant Mortality (January 2009)

http://www.health.state.mn.us/divs/chs/infantmortality/infantmortality09.pdf
	N=1,705 infant deaths, 2001-2005

Infant deaths have shown a 30% reduction (1995-1999 baseline; current data reported 2001-2005) in African Americans, 24% in American Indians
Strengths: Comprehensive approach;  long-term investment by state
Weaknesses: Unclear what is driving reduction in IM
	Minnesota, 2001-2011 (10 year initiative)
	State (MN Dept of Health)
	X
	X
	

	#12. Black Infant Health Program  (comprehensive program including referrals to prenatal care, home visiting program, social services) 
	Black Infant Health Program http://www.sdcounty.ca.gov/hhsa/programs/phs/black_infant_health_program/index.html
	Infant mortality for African- American children dropped from 14 deaths per every 1,000 live births in 2002 to an all-time low of 8.7 deaths in 2006.

Strengths: Comprehensive approach
Weaknesses: Unclear what is driving reduction in IM

	Pregnant women in select zip codes in San Diego County
	State( State of California Department of Health Services MCH Branch); County (County of San Diego Health and Human Service Agency)
	
	X
	

	#13. “Community Voice: Taking it to the People” Lay Health Advisor (Peer education) model to provide risk reduction strategies to community residents
	Scott and Wesley (2007); http://cdc.confex.com/cdc/pcs2007/techprogram/P13615.HTM
	In Lynchburg, VA, Infant mortality for African-Americans dropped from 29.4 (1999, before program began) to 5.5 (2003, at end of program) 

Strengths:  Community-based program; increase capacity of community residents; cost-effective way to increase awareness of risk reduction strategies for IM

Weaknesses:  No strict, evidence-based curriculum provided to lay health advisors; no way to concretely link program to decrease in IM


	300 Lay Health Advisors were trained, with a total of 3,455 community contacts completed from 2000-2003


	Private (supported by March of Dimes)
	
	X
	

	#14. Family Health Program (state funded, main government effort to increase primary health care in Brazil):  “provides a broad range of primary health care services

delivered by a team composed of one physician, one nurse,

a nurse assistant, and (usually) four or more community

health workers. In some places, the team also includes dental

and social work professionals.”

	Macinko, Guanais, Marinho de Souza (Journal of Epidemiology and Community Health, 2005)

NOTE:  Similar findings relating FHP coverage to IM reduction were noted in a study by Zanini, Bragança de Moraes, Giugliani, Riboldi (Cad. Saúde Pública, 2009)
	N= 27 states in Brazil

During the 13 year time period, IM rate decreased from 49.7 to 28.9 per 1,000 live births (in the same time period, Family Health Program coverage increased from 0 to 36% 

Strengths: Study controlled for a variety of ecological factors, including access to clean water, average income, access to health care professionals and hospitals, etc. 
Weakness: Unit of analysis is state, not individuals (ecological measures used)
	27 Brazilian states, from 1990-2002
	Brazilian unified health system (universal health care)
	X
	X
	

	Not tested/No Information about Evidence Base Found (strategies for which no evidence regarding their effectiveness was found)

	#15. Minority Infant Mortality Reduction Public Awareness Campaign (both individual health ed/community education)
	http://www.nchealthystart.org/firststep/mimr.htm
	N/A (Recognized in 1997 by the National Healthy Mothers, Healthy Babies Coalition as the best public information campaign)
	North Carolina, 1995-2004
	Federal (Healthy Start), Private (RWJF)
	
	X
	X 
(Community input)

	#16. Family Planning
	Strobino, O’Campo, Schoendorf, et al(Milbank Quarterly, 1995)
	Proposed reduction in infant mortality due to unwanted births (2.3%) and short birth intervals (2.3%)
	1980 Natality Survey
	N/A
	X
	X
	


