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The Joint State Government Commission was created in 1937 as the primary and central
non-partisan, bicameral research and policy development agency for the General Assembly of
Pennsylvania.

A fourteen-member Executive Committee comprised of the leadership of both the House
of Representatives and the Senate oversees the Commission. The seven Executive Committee
members from the House of Representatives are the Speaker, the Majority and Minority Leaders,
the Majority and Minority Whips, and the Majority and Minority Caucus Chairs. The seven
Executive Committee members from the Senate are the President Pro Tempore, the Majority and
Minority Leaders, the Majority and Minority Whips, and the Majority and Minority Caucus Chairs.
By statute, the Executive Committee selects a chairman of the Commission from among the
members of the General Assembly. Historically, the Executive Committee has also selected a Vice-
Chair or Treasurer, or both, for the Commission.

The studies conducted by the Commission are authorized by statute or by a simple or joint
resolution. In general, the Commission has the power to conduct investigations, study issues, and
gather information as directed by the General Assembly. The Commission provides in-depth
research on a variety of topics, crafts recommendations to improve public policy and statutory law,
and works closely with legislators and their staff.

A Commission study may involve the appointment of a legislative task force, composed of
a specified number of legislators from the House of Representatives or the Senate, or both, as set
forth in the enabling statute or resolution. In addition to following the progress of a particular
study, the principal role of a task force is to determine whether to authorize the publication of any
report resulting from the study and the introduction of any proposed legislation contained in the
report. However, task force authorization does not necessarily reflect endorsement of all the
findings and recommendations contained in a report.

Some studies involve an appointed advisory committee of professionals or interested
parties from across the Commonwealth with expertise in a particular topic; others are managed
exclusively by Commission staff with the informal involvement of representatives of those entities
that can provide insight and information regarding the particular topic. When a study involves an
advisory committee, the Commission seeks consensus among the members.? Although an advisory
committee member may represent a particular department, agency, association, or group, such
representation does not necessarily reflect the endorsement of the department, agency, association,
or group of all the findings and recommendations contained in a study report.

L Act of July 1, 1937 (P.L.2460, N0.459); 46 P.S. 88 65-69.

2 Consensus does not necessarily reflect unanimity among the advisory committee members on each
individual policy or legislative recommendation. Ata minimum, it reflects the views of a substantial majority
of the advisory committee, gained after lengthy review and discussion.
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Over the years, nearly one thousand individuals from across the Commonwealth have
served as members of the Commission’s numerous advisory committees or have assisted the
Commission with its studies. Members of advisory committees bring a wide range of knowledge
and experience to deliberations involving a particular study. Individuals from countless
backgrounds have contributed to the work of the Commission, such as attorneys, judges, professors
and other educators, state and local officials, physicians and other health care professionals,
business and community leaders, service providers, administrators and other professionals, law
enforcement personnel, and concerned citizens. In addition, members of advisory committees
donate their time to serve the public good; they are not compensated for their service as members.
Consequently, the Commonwealth receives the financial benefit of such volunteerism, along with
their shared expertise in developing statutory language and public policy recommendations to
improve the law in Pennsylvania.

The Commission periodically reports its findings and recommendations, along with any
proposed legislation, to the General Assembly. Certain studies have specific timelines for the
publication of a report, as in the case of a discrete or timely topic; other studies, given their complex
or considerable nature, are ongoing and involve the publication of periodic reports. Completion of
a study, or a particular aspect of an ongoing study, generally results in the publication of a report
setting forth background material, policy recommendations, and proposed legislation. However,
the release of a report by the Commission does not necessarily reflect the endorsement by the
members of the Executive Committee, or the Chair or Vice-Chair of the Commission, of all the
findings, recommendations, or conclusions contained in the report. A report containing proposed
legislation may also contain official comments, which may be used to construe or apply its
provisions.®

Since its inception, the Commission has published almost 450 reports on a sweeping range
of topics, including administrative law and procedure; agriculture; athletics and sports; banks and
banking; commerce and trade; the commercial code; crimes and offenses; decedents, estates, and
fiduciaries; detectives and private police; domestic relations; education; elections; eminent domain;
environmental resources; escheats; fish; forests, waters, and state parks; game; health and safety;
historical sites and museums; insolvency and assignments; insurance; the judiciary and judicial
procedure; labor; law and justice; the legislature; liquor; mechanics’ liens; mental health; military
affairs; mines and mining; municipalities; prisons and parole; procurement; state-licensed
professions and occupations; public utilities; public welfare; real and personal property; state
government; taxation and fiscal affairs; transportation; vehicles; and workers’ compensation.

Following the completion of a report, subsequent action on the part of the Commission
may be required, and, as necessary, the Commission will draft legislation and statutory
amendments, update research, track legislation through the legislative process, attend hearings, and
answer questions from legislators, legislative staff, interest groups, and constituents.

$1Pa.C.S. §1939.
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To members of the General Assembly:

We are pleased to release Report of the Opioid Abuse Child Impact
Task Force, as directed by Act 2 of 2022. The Task Force was composed
of the Secretaries of the Departments of Drug and Alcohol Programs, of
Health, and of Human Services, along with experts and stakeholders in
medicine, substance use disorder, and community services. The group’s
objectives were, in short, to identify strategies to mitigate the suffering of
infants and children caught in the opioid epidemic. After deliberations
based on expertise, experience, and evidence, the Task Force developed 13
actionable recommendations for consideration by the General Assembly
and Governor.

On behalf of the Joint State Government Commission, we extend
our thanks to the Task Force, staff, care providers, and families for their
vital contributions and tireless efforts to help the most helpless emerge from
the harm caused by opioid use disorder.

The full report is available at http://jsg.legis.state.pa.us.

Respectfully submitted,

Glenn J. Pasewicz
Executive Director
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INTRODUCTION

The opioid epidemic has had devastating consequences for tens of thousands of people in
Pennsylvania through loss of life, broken families, and economic turmoil. It may be no more
keenly painful than when it is felt by the infants and children who are swept into tragic
circumstances as helpless victims. Since the start of the epidemic, however, dozens of
organizations across the spectrum from the highest levels of federal and state governments to
regional healthcare consortiums to local community-based organizations have collaborated to pool
their resources to make children’s needs a priority.

Act 2 of 2022 established the Opioid Abuse Child Impact Task Force to “focus on
improving the safety, well-being and permanency of substance-exposed infants and other young
children affected by their parents' substance abuse disorders.” The Task Force was charged with:

1. Identifying strategies and making short-term and long-term recommendations to
prioritize the prevention of substance-exposed infants.

2. Improving outcomes for pregnant and parenting women who are striving to recover
from addiction.

3. Promoting the health, safety and permanency of substance-exposed infants and other
young children at risk of child abuse and neglect or placement in foster care due to
parental alcohol and drug use.

4. Ensuring that the Commonwealth is compliant with the Child Abuse Prevention and
Treatment Act (Public Law 93-247, 42 U.S.C. § 5101 et seq.) related to identifying
substance-exposed infants and is developing multidisciplinary plans of safe care for
these infants.

Task Force members included experts and stakeholders across the range of policy makers,
advocates, and providers. The Task Force met seven times to discuss information that had been
presented to it and to deliberate over remedies and recommendations to make to the General
Assembly and Governor’s Office. Presentations were made to the Task Force on several
occasions:

» Pennsylvania Perinatal Quality Collaborative - David Kelley, MD, OMAP (DHS
Office of Medical Assistance Programs) Chief Medical Officer

4 Article I-1 of the act of April 9, 1929 (P.L. 343, No. 176), known as the Fiscal Code, as added by the act of January
26,2022 (P.L. 5, No.2); 72 P.S. Ch.1, Art. I-I.



> Plans of Safe Care and Multidisciplinary Workgroup on Infants with Substance
Exposure (MDWISE) - Michele Walsh, PhD, LSW, Executive Assistant OCYF
(DHS Office of Children, Youth, and Families)

> Department of Health: Neonatal Abstinence Syndrome - Acting Secretary of Health
Denise Johnson, MD, FACOG, FACHE

» Dauphin County: Safe Plan of Care - Marisa McClellan, Administrator

Upon careful consideration of the materials presented to them, along with coalescing
around their own experiences and expertise, Task Force members reached consensus on many
recommendations. The Task Force made three overarching recommendations to guide future
efforts. First, every effort to connect families to necessary resources should focus on eliminating
the stigma commonly associated with substance use disorder. Second, the Department of Health,
the Department of Human Services, and the Department of Drug and Alcohol Programs should
form a Work Group to collaborate among themselves and partner with healthcare providers,
community-based organizations, schools, people with lived experience, and other entities to work
with birthing parents, infants, and families, in the Commonwealth’s diversity of communities.
Third, the Work Group should promote economic policies that support families, including tax
credits, childcare subsidies, paid parental leave, flexible and consistent work schedules, and
increased minimum wage. As with any deliberative body, not all ideas were met with enthusiasm,
and not all recommendations were agreed to by all Task Force members. Nonetheless, the
recommendations constitute a significant commitment by policymakers to expand on those
programs that are already working and to find new ways to help the opioid epidemic’s most
vulnerable victims. The recommendations are stated here briefly; a more detailed discussion of
the recommendations can be found on pages 88-91.

1. Providers should co-locate services to help ensure that pregnant people do not have to
travel to multiple locations for more than one service.

2. The Work Group should explore options to move the process of reporting incidents of
substance affected infants that lead to Plans of Safe Care from the child welfare system
to some other location. Shifting implementation of the Plans of Safe Care from the
child welfare system to community-based services should also be explored.

3. The Department of Human Services’ Office of Children, Youth, and Families should,
in partnership with the Department of Health and the Department of Drug and Alcohol
Programs, expand its current KinConnector program.

4. Existing resources and referral tools should be used at multiple touchpoints, such as
healthcare visits, daycares, and schools to identify and help infants, children, and
teenagers who have experienced substance exposure.

5. The Work Group should investigate opportunities for short term and longitudinal
studies that would help determine best practices and the effectiveness of Plans of Safe
Care.



10.

11.

12.

13.

The Work Group should explore options to move Plans of Safe Care from the child
welfare system to some other location.

The Work Group should explore ways to enhance the education, understanding, and
interpretation of the federal Child Abuse Prevention and Treatment Act of 1974,
(CAPTA), Pennsylvania’s Comprehensive Addiction and Recovery Act of 2016
(CARA), and Pennsylvania’s Act 54 of 2018, along with training around pregnancy
and opioid use disorder.

The Department of Drug and Alcohol Programs and the Department of Health should
work together to provide naloxone to at-risk families at discharge after a baby is born
and make it available at subsequent home visits and medical appointments.

The Work Group should, through interagency cooperation at state, county, and
municipal levels and through education of healthcare and community providers,
reinforce the importance of prescribing and providing medication for opioid use
disorder for pregnant people.

The Work Group can help provide medication lockboxes to families to prevent
accidental or unintentional poisonings.

The Work Group should study the increase of incidents of ingestion, both fatal and
non-fatal, and develop strategies to address it.

The Work Group should identify strategies of how to direct resources and collaborate
with Pennsylvania’s colleges and universities to expand the state’s human services

workforce overall.

The Work Group should continue work on the subject of universal screenings.






NEONATAL ABSTINENCE SYNDROME

Neonatal Abstinence Syndrome (NAS) is a medical condition that refers to a group of
problems that can occur when a baby suffers withdrawal after being exposed to certain drugs while
in the pregnant person’s womb and the exposure stops abruptly upon birth. Symptoms appear in
the baby’s central nervous system (CNS), gastrointestinal tract (Gl), and their autonomic
responses.® Substances a pregnant person takes can affect an infant because many substances pass
easily through the placenta to reach the fetus.® NAS is most often associated with opioids.’

Signs and Symptoms

Symptoms and severity vary from infant-to-infant and even within the same infant over
time.8 There is currently no way to accurately predict the severity of NAS expression in any given
infant.

CNS symptoms include hyperirritability, high-pitched cry, jitteriness, and tremors.
Hyperirritability leads to sleep disturbances and difficulty maintaining a calm state. Involuntary
twitching or muscle jerks or seizures, referred to as Myoclonic seizures, are also possible. Heart
problems such as tachycardia, tachypnea, and hyper or hypothermia can occur. Additionally,
increased muscle tone, mottling, sweating, frequent yawning, nasal stuffiness, excessive sneezing,
and nasal flaring are other symptoms. Some of these symptoms may last for months, especially
from buprenorphine withdrawal.

Gl symptoms include poor feeding, regurgitation, vomiting, and diarrhea. Heroin
withdrawal notably has severe GI symptoms. Withdrawal in infants can lead to weight loss and
failure to thrive.

It is believed that NAS symptoms arise from neurobehavioral dysregulation.® There are
four behavioral domains: autonomic control, motor and tone control, state control and attention,
and sensory processing, and any number of them might be affected. NAS signs and symptoms then
arise when there is an imbalance between the four domains. For example, extra energy put in the

® Lauren M. Jansson and Stephen W. Patrick, “Neonatal Abstinence Syndrome,” Pediatric Clinics of North America,
no. 66 (2019): 353.

6 “Substance Use While Pregnant and Breastfeeding,” NIDA (2022), https://nida.nih.gov/publications/research-
reports/substance-use-in-women/substance-use-while-pregnant-breastfeeding.

" Saminathan Anbalagan and Magda D. Mendez, “Neonatal Abstinence Syndrome,” StatPearls (2022),
https://www.ncbi.nlm.nih.gov/books/NBK551498/.

8 Jansson and Patrick, “Neonatal,” 354.

® Anbalagan and Mendez, “Neonatal.”



motor and control domain may lead to increased muscle tone, resulting in less energy for other
domains, like state control and attention, which may lead to attention problems.°

Factors Affecting NAS
Presentation and Severity

Substances

Most NAS cases are caused by opioids, including heroin and fentanyl, and some
medications like methadone and buprenorphine.!! Maternal usage of other drugs in addition to
opioids can increase the severity of NAS.'? Substances like barbiturates, benzodiazepines,
nicotine, alcohol, methamphetamine, and inhalants may lead to NAS. Other substances like
antidepressants and selective serotonin reuptake inhibitors (SSRI) have led to NAS-like signs in
infants, but the evidence is unclear that they truly cause drug withdrawal.'® Several studies have
evaluated the effects of marijuana and NAS and the evidence is unclear; however, there is evidence
that marijuana leads to subtle neurobehavioral disturbances in the infant.24The timing of the onset
of symptoms varies with substances: for heroin, signs begin at 12 to 24 hours of age and for
methadone and buprenorphine, signs begin at 48 to 72 hours of age.®

Infant Factors

Male infants have been reported to have more severe NAS expression than that suffered by
female infants. Preterm infants are also reported to have less severe NAS expression. However,
most NAS measurement tools were intended for full term infants, and thus they may not adequately
assess preterm infants.®

10 Jansson and Patrick, “Neonatal,” 355.

11 Jansson and Patrick, “Neonatal,” 353.

12 Jansson and Patrick, “Neonatal,” 354.

13 Mark L. Hudak, Rosemarie C. Tan, COMMITTEE ON FETUS AND NEWBORN, COMMITTEE ON DRUGS,
and American Academy of Pediatrics, “Neonatal Drug Withdrawal,” Pediatrics (Evanston) 129, no. 2 (2012): e541;
Anbalagan and Mendez, “Neonatal.”

14 Samarth Shukla and Harshit Doshi, “Marijuana and Maternal, Perinatal, and Neonatal Outcomes,” StatPearls
(2022), https://www.ncbi.nIm.nih.gov/books/NBK570616/; S. C. Jaques, A. Kingsburgy, P. Henshchke, C. Chomchai,
S. Clews, J. Falconer, M. E. Abdel-Latif, J. M. Feller, and J. L. Oei, “Cannabis, the Pregnant Woman and Her Child:
Weeding Out the Myths,” Journal of Perinatology 34, no. 6 (2014): 420.

15 Jansson and Patrick, “Neonatal,” 357.

16 Jansson and Patrick, “Neonatal,” 354.


https://www.ncbi.nlm.nih.gov/books/NBK570616/

NAS
Statistics and Surveillance

Screenings and Tests

Most NAS cases are detected by ascertaining the pregnant person’s drug use history, which
should be obtained in a non-judgmental, non-threatening, and caring manner.” However, there are
many testing options available when this drug history is not readily available, such as sampling
infant or maternal urine, meconium, umbilical cord blood, and maternal plasma.!® Usage of the
infant’s urine and meconium are the most common methods because of ease of collection and
timely results. However, the infant’s urine can only identify drug exposure a few days before
delivery; furthermore, any delays in the collection of urine can lead to false negatives. Meconium
testing can identify drug exposure as far back as 20 weeks of gestation. While most opioids can be
identified by these tests, synthetic and semi-synthetic opioids require a specialized test to identify.

Hair and umbilical cord testing are less sensitive, more impractical, and are performed less
often. As with any kind of test, false positives and false negatives can occur. Soap or alcohol, for
example, as well as urine contamination in meconium can lead false positives for amphetamine
exposure. False positives can also occur when the pregnant person uses analgesics during the
peripartum period. Improper storage of meconium and marijuana exposure can lead to false
negativegs. Using both maternal urine and infant meconium testing provides the most robust
results.!

Diagnosis should be carefully made as many NAS signs and symptoms overlap with other
conditions; additionally, infants with NAS are at risk for other conditions.?’ Other diagnoses that
should be considered include sepsis, birth trauma, gastrointestinal reflux, hyperthyroidism,
hypoglycemia, hypocalcemia, and hypoxic-ischemic encephalopathy.

Tools have been developed to assess the severity and the need to start, adjust, and wean
medications used to treat NAS. The most used scoring tool is the Finnegan Neonatal Abstinence
Scoring System (FNASS) and its modified versions.?! The original Finnegan score was developed
in the early 1970s by Dr. Loretta Finnegan.?? Despite the 1998 recommendation by the American
Academy of Pediatrics to use the simpler 11-item Lipitz scoring tool, use of the Finnegan scoring
tool remains widespread.?

The tool consists of 21 clinical signs and symptoms divided into three categories. The tool
was designed for opioid-exposed infants and full-term babies. Physicians would assess the infants
frequently; they usually start treatment after a cumulative score of at least 8. The tool is not without
its limitations: it is heavily subjective, requires disturbing the baby for accurate assessment, and

17 Anbalagan and Mendez, “Neonatal.”
18 Jansson and Patrick, “Neonatal,” 356.
1% Anbalagan and Mendez, “Neonatal.”
20 Jansson and Patrick, “Neonatal,” 357.
21 Anbalagan and Mendez, “Neonatal.”
2 Patrick et al., “Neonatal.”

23 Anbalagan and Mendez, “Neonatal.”



lacks generalizability to preterm infants and infants exposed to other substances besides opioids.
Additionally, some studies have associated usage of the FNASS with a longer length of hospital
stay and pharmacological treatment.

There is a modification of the FNASS called MOTHER NAS—it removed overlapping
items and included irritability and failure to thrive, tallying to 19 items. Other tools like the
Neonatal Withdrawal Inventory (NWI), Neonatal Narcotic Withdrawal Index, and Finnegan
Neonatal Abstinence Syndrome Tool — Short Form, have been studied; notably scores between
different raters are more consistent and correlate almost 100 percent with FNASS. They have not
been as widely adopted for reasons that remain unclear.

Scoring tools that utilize objective parameters such as muscle tone and tremors, pupillary
size, and skin conductance exist. However, preventing their widespread adoption is their practical
difficulties and limited data that validate these parameters’ significance.?*

While scoring tools present challenges, when there is uniformity in scoring processes
across hospitals and training of raters to improve the consistency of scores, clinical outcomes are
improved, including decreased length of hospital stay.?

The use of protocols for scoring is not as widespread as it should be: “In a recent survey of
accredited US neonatology fellowship programs, only 55 percent had implemented a written NAS
protocol, and only 69 percent used a published abstinence scoring system.”?5

Nationally

Nationally, NAS diagnoses grew 7-fold from 2000 to 2014. By 2014, 30,000 infants were
diagnosed with NAS and hospitalization costs ballooned to $500 million.?” According to
Healthcare Cost and Utilization Project (HCUP) data, the cost of a hospital stay for a newborn
with NAS was $8,200 in 2017, compared with $1,000 for other newborn hospital stays.?®
Additionally in 2017, the average length of stay to treat NAS was 11 days, much longer than the
2-day average for other newborn hospital stays.

From 2000 to 2016, the incidence of NAS diagnoses due to opioid exposure, referred to as
Neonatal Opioid Withdrawal Syndrome (NOWS), increased from 1.2 to 8.8 per 1,000 hospital
births.?®> NOWS diagnoses are more prevalent in rural and tribal areas and among infants enrolled
in the Medicaid program. Furthermore, there is significant state-to-state variation; West Virginia
is the hardest hit with a rate of 33.4 per 1,000 hospital births compared with Hawaii at 0.7 per
1,000 hospital births. Demographically, American Indian and Alaskan native and white infants

24 Anbalagan and Mendez, “Neonatal.”

2 Patrick et al., “Neonatal.”

% Hudak et al., “Neonatal,” e548.

27 Jansson and Patrick, “Neonatal,” 353—-354.

28 “Data and Statistics About Opioid Use During Pregnancy,” CDC (2021),
https://www.cdc.gov/pregnancy/opioids/data.html.

29 Stephen W. Patrick, Wanda D. Barfield, Brenda B. Poindexter, and COMMITTEE ON FETUS AND NEWBORN,
COMMITTEE ON SUBSTANCE USE AND PREVENTION, “Neonatal Opioid Withdrawal Syndrome,” Pediatrics
(Evanston) 146, no. 5 (2020): e2020029074.



have the highest incidence rates of NOWS (15.9 and 10.5 per 1,000 hospital births respectively)
compared to other races (3.4 per 1,000 and 2.5 per 1,000 hospital births for Black and Hispanic
infants respectively).

In October 2015, there was a transition from the 1ICD-9-CM to the ICD-10-CM, which
expanded opioid-related codes.*® Consequently, caution must be taken when assessing NAS trends
before and after the transition.

Pennsylvania

The Pennsylvania Department of Health (DOH) published a report on NAS in
Pennsylvania in 2019. NAS surveillance in the Commonwealth usually involves the retrospective
review of hospital discharge data. Interstate comparison of data is limited due to varied reporting
methods and case definitions.

According to Pennsylvania’s Department of Human Services (DHS), the overall number
of Medical Assistance (MA) beneficiaries who had been diagnosed with opioid use disorder
(OUD) (or opioid poisoning) in 2021was almost 126,000 individuals, a slight decrease from a five-
year high of 130,000 in 2019. See Table 1.

Table 1

Medical Assistance Beneficiaries Diagnosed with Opioid Use Disorder
Pennsylvania

2015 - 2021
County 2015 2016 2017 2018 2019 2020 2021 Total
Adams 384 557 502 499 489 463 501 3,395
Allegheny 10,187 12,355 11,888 12,579 13,121 12,476 12,824 85,430
Armstrong 831 1,083 1,017 1,008 991 941 902 6,773
Beaver 1,432 1,805 1,820 1,875 1,896 1,853 1,902 12,583
Bedford 336 451 396 391 443 439 430 2,886
Berks 2,127 2,665 2,638 2,835 2,958 2,805 3,014 19,042
Blair 1,866 2,386 2,270 2,394 2,485 2,336 2,422 16,159
Bradford 267 434 398 447 446 462 480 2,934
Bucks 4,204 5,157 4,767 5,147 5,077 4,428 4335 33,115
Butler 1,480 1,723 1,726 1,731 1,728 1,671 1,711 11,770
Cambria 1,603 2,150 2,162 2,329 2,313 2,231 2,220 15,008
Cameron 47 81 71 67 71 63 67 467
Carbon 469 570 613 656 710 629 646 4,293
Centre 542 644 600 631 675 648 666 4,406
Chester 1,455 1,924 1,833 1,904 1,944 1,654 1,801 12,515
Clarion 240 299 285 318 350 353 352 2,197
Clearfield 801 1,057 1,079 1,162 1,160 1,082 1,128 7,469

30 Ashley H. Hirai, Jean Y. Ko, Pamela L. Owens, Carol Stocks, and Stephen W. Patrick, “Neonatal Abstinence
Syndrome and Maternal Opioid-Related Diagnoses in the US, 2010-2017,” JAMA 325, no. 2 (2021): 147.

-9-



Table 1

Medical Assistance Beneficiaries Diagnosed with Opioid Use Disorder
Pennsylvania

2015 - 2021
County 2015 2016 2017 2018 2019 2020 2021 Total
Clinton 289 441 452 621 646 572 624 3,645
Columbia 313 429 402 407 482 495 476 3,004
Crawford 699 830 813 896 912 927 985 6,062
Cumberland 823 1,051 1,010 1,037 1,072 1,066 1,157 7,216
Dauphin 1,376 1,836 1,861 2,124 2,218 2,199 2,380 13,994
Delaware 3,741 4,654 4,314 4,485 4,597 4,158 4571 30,520
Elk 274 356 352 376 427 439 471 2,695
Erie 2,168 2,637 2,652 2,561 2,665 2,574 2,686 17,843
Fayette 2,307 2,689 3,024 3,146 3,496 3,758 3,678 22,098
Forest 22 31 31 35 35 33 36 223
Franklin 833 1,196 1,071 952 950 906 1,034 6,942
Fulton 85 110 119 91 109 102 115 731
Greene 549 579 593 660 673 630 691 4,375
Huntingdon 308 400 424 396 398 366 385 2,677
Indiana 662 919 989 990 898 816 843 6,117
Jefferson 309 402 425 445 429 388 406 2,804
Juniata 108 137 131 148 176 167 170 1,037
Lackawanna 2,154 2,714 2,552 3,066 3,388 3,456 3,609 20,939
Lancaster 2,660 3,229 3,260 3,186 3,283 3,110 3,310 22,038
Lawrence 1,407 1,660 1,736 1,640 1,694 1,586 1,637 11,360
Lebanon 678 856 908 915 978 966 984 6,285
Lehigh 1,961 2,416 2,309 2,534 2,764 2,536 2,489 17,009
Luzerne 2,839 3,523 3,748 3,868 4,103 4,227 4,351 26,659
Lycoming 973 1,288 1,316 1,443 1,527 1,503 1,584 9,634
McKean 272 380 403 424 481 487 501 2,948
Mercer 1,198 1,385 1,433 1,423 1,518 1,456 1,502 9,915
Mifflin 525 649 666 651 688 626 670 4,475
Monroe 981 1,282 1,326 1,356 1,423 1,220 1,236 8,824
Montgomery 3,603 4,433 4,090 3,818 3,949 3,469 3,611 26,973
Montour 79 112 97 99 99 88 87 661
Northampton 1,303 1,562 1,618 1,655 1,825 1,721 1,758 11,442
Northumberland 667 820 831 953 1,012 957 1,032 6,272
Perry 215 293 323 288 285 267 306 1,977
Philadelphia 18,214 21,878 22,600 23,866 25,874 22,964 23,536 158,932
Pike 296 360 350 374 375 338 342 2,435
Potter 93 99 93 87 89 80 76 617
Schuylkill 1,121 1,423 1,482 1,573 1,623 1,498 1,543 10,263
Snyder 151 187 169 177 207 191 247 1,329
Somerset 584 757 808 829 836 810 841 5,465
Sullivan 10 19 21 28 31 23 28 160
Susquehanna 172 257 258 303 402 390 395 2,177
Tioga 269 339 317 324 345 339 354 2,287
Union 129 145 134 169 150 150 170 1,047
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Table 1

Medical Assistance Beneficiaries Diagnosed with Opioid Use Disorder
Pennsylvania

2015 - 2021

County 2015 2016 2017 2018 2019 2020 2021 Total
Venango 618 650 695 729 682 639 660 4,673
Warren 263 335 339 381 401 352 369 2,440
Washington 2,204 2,791 2,974 2,844 2,944 3,018 3,076 19,851
Wayne 309 362 406 420 501 444 430 2,872
Westmoreland 3,602 4,428 4,689 4,286 4,312 4,191 4139 29,647
Wyoming 183 265 306 256 299 316 321 1,946
York 2,302 3,230 3,461 3,627 3,617 3,412 3,651 23,200
UNKNOWN 912 1,953 193 1,345 1,578 1,216 910 8,107

Total 96,084 120,118 118,539 124,180 130,323 122,176 125,864 837,284

Source: Commonwealth of Pennsylvania, "opendata PA" website, https://data.pa.gov/Opioid-Related/Individuals-
Under-Medical-Assistance-Diagnosed-wit/3gj5-t7ah. Updated August 18, 2022.

For the period 2015 through 2021, the number of MA beneficiaries receiving MAT peaked
at 79,800 in 2019 and is at its lowest point, 50,000, since 2015’s count of 48,700 individuals. See
Table 2.

Table 2

Medical Assistance Beneficiaries Receiving Medication Assisted Treatment
Pennsylvania

2015 - 2021
County 2015 2016 2017 2018 2019 2020 2021 Total
Adams 159 245 325 343 404 221 228 1,925
Allegheny 5,763 6,756 7,813 8,357 9,328 5,029 5,274 48,320
Armstrong 498 595 622 634 722 283 228 3,582
Beaver 857 997 1,175 1,263 1,401 703 792 7,188
Bedford 151 203 232 272 322 131 132 1,443
Berks 886 1,088 1,392 1,416 1,618 1,159 1,174 8,733
Blair 1,225 1,405 1,606 1,626 1,740 918 894 9,414
Bradford 91 177 237 268 276 175 180 1,404
Bucks 2,203 2,633 3,115 2,988 3,253 2,092 2,122 18,406
Butler 888 1,017 1,128 1,217 1,289 636 724 6,899
Cambria 941 1,213 1,423 1,473 1,630 756 788 8,224
Cameron 18 26 43 36 27 12 11 173
Carbon 194 240 299 294 326 245 232 1,830
Centre 303 316 354 392 449 317 348 2,479
Chester 624 729 853 833 996 642 761 5,438
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Table 2

Medical Assistance Beneficiaries Receiving Medication Assisted Treatment
Pennsylvania

2015 - 2021
County 2015 2016 2017 2018 2019 2020 2021 Total
Clarion 106 133 161 180 230 105 95 1,010
Clearfield 457 477 539 538 588 381 447 3,427
Clinton 162 231 308 371 454 339 372 2,237
Columbia 157 200 273 266 301 226 216 1,639
Crawford 379 459 524 550 574 318 370 3,174
Cumberland 326 480 613 586 735 452 560 3,752
Dauphin 512 716 972 1,025 1,250 756 942 6,173
Delaware 1,759 2,024 2,276 2,383 2,652 1,738 1,756 14,588
Elk 127 165 197 221 250 155 145 1,260
Erie 1,129 1,380 1,570 1,772 1,885 1,042 1,063 9,841
Fayette 1,497 1,646 1,731 1,895 2,110 1,183 1,254 11,316
Forest - -- - -- -- - -- 24
Franklin 260 365 426 445 501 328 382 2,707
Fulton 31 39 45 53 55 38 46 307
Greene 281 320 341 328 390 262 332 2,254
Huntingdon 132 154 185 207 220 119 115 1,132
Indiana 340 397 460 482 509 209 259 2,656
Jefferson 143 163 188 187 204 107 134 1,126
Juniata 62 67 89 94 107 89 98 606
Lackawanna 1,117 1,385 1,710 1,847 2,138 1,495 1,726 11,418
Lancaster 1,172 1,436 1,627 1,575 1,796 1,110 1,377 10,093
Lawrence 957 1,025 1,145 1,223 1,321 797 876 7,344
Lebanon 276 402 474 460 571 360 472 3,015
Lehigh 717 853 1,107 1,130 1,309 919 991 7,026
Luzerne 1,645 2,083 2,584 2,689 2,936 1,987 2,212 16,136
Lycoming 500 670 824 837 990 685 739 5,245
McKean 113 126 148 186 226 120 137 1,056
Mercer 807 900 993 979 1,059 593 631 5,962
Mifflin 277 342 385 447 564 440 471 2,926
Monroe 544 649 733 685 720 561 563 4,455
Montgomery 1,630 1,882 2,083 2,132 2,381 1,538 1,636 13,282
Montour 43 66 60 61 75 49 57 411
Northampton 534 625 732 704 816 584 668 4,663
Northumberland 305 384 495 537 621 451 616 3,409
Perry 87 146 197 176 195 121 127 1,049
Philadelphia 9,125 10,455 12,125 12501 14,828 8,220 7,442 74,696
Pike 132 183 215 211 199 117 150 1,207
Potter 23 26 29 32 28 18 27 183
Schuylkill 397 549 656 701 692 418 410 3,823
Snyder 49 70 98 107 153 107 156 740
Somerset 346 437 520 535 597 288 339 3,062
Sullivan - -- - -- -- - 15 29
Susquehanna 78 109 155 184 165 117 144 952
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Table 2

Medical Assistance Beneficiaries Receiving Medication Assisted Treatment
Pennsylvania

2015 - 2021

County 2015 2016 2017 2018 2019 2020 2021 Total
Tioga 70 84 135 148 198 128 173 936
Union 56 79 85 92 109 75 100 596
Venango 324 316 367 414 461 292 323 2,497
Warren 88 101 124 180 215 127 152 987
Washington 1,163 1,419 1,689 1,747 2,021 1,048 1,199 10,286
Wayne 139 169 222 232 257 163 159 1,341
Westmoreland 2,148 2,475 2,690 2,714 3,016 1,636 1,788 16,467
Wyoming 80 118 150 172 202 154 162 1,038
York 963 1,422 1,774 1,776 2,124 1,256 1,585 10,900
UNKNOWN 118 14 -- 3,802 -- 7,017 -- 10,951

Total 48,684 58,056 67,846 74,211 79,793 54,157 50,097 432,868

Source: Commonwealth of Pennsylvania, "opendata PA," https://data.pa.gov/Opioid-Related/Individuals-with-
Medical-Assistance-MA-receiving-M/unzz-dvz6. Updated August 18, 2022.

Data were reported for the years 2016 through 2020 for the annual rates of women (per
1,000) who were receiving Medical Assistance and were diagnosed with OUD during pregnancy.
For privacy reasons, counties do not report data in instances where there were fewer than 11
women in the cohort (i.e., deliveries associated with OUD). Therefore, it is difficult to determine
trends for the Commonwealth overall and for several the counties individually because 29 of the
67 did not have a full report for the period. It is possible to see trends for the counties, however,
that reported data for each of the years 2016 through 2020. Some counties saw dramatic increases
over the period. See Table 3.

Table 3

Annual Rate of Women on Medical Assistance (MA) with Opioid Use Disorder Diagnoses
During Pregnancy per 1,000 Deliveries
Pennsylvania

2016 - 2020
County 2016 2017 2018 2019 2020
Dauphin County 17.37 26.58 24.47 24.59 138.61
Lehigh County 15.58 15.86 23.67 24.97 89.62
Berks County 21.15 19.84 26.21 23.71 93.64
Lancaster County 40.39 35.97 37.91 29.84 159.51
Chester County 34.29 35.78 45.28 35.06 105.74
Crawford County 55.37 78.13 67.09 107.59 119.05
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Table 3

Annual Rate of Women on Medical Assistance (MA) with Opioid Use Disorder Diagnoses
During Pregnancy per 1,000 Deliveries
Pennsylvania

2016 - 2020
County 2016 2017 2018 2019 2020
Beaver County 61.48 73.39 49.38 97.9 121.55
Centre County 74.22 65.5 50.39 92.74 115.18
Bedford County 60.19 86.29 86.49 92.31 91.4
Lackawanna County 61.1 50.05 55.88 66.31 88.65
Delaware County 42.94 45.76 34.97 50.77 61.39
Northumberland County 59.55 63.78 70.97 57.97 83.94
Luzerne County 45.43 43.62 60.97 54.54 60.61
Franklin County 46.22 43.01 61.84 50.65 56.28
Blair County 65.84 86.4 81.46 89.32 76.38
Clearfield County 90.91 163.2 126.07 99.46 104.65
Venango County 108.33 145.73 137.44 138.61 101.85
Butler County 77.86 88.83 100 102.9 71.21
Indiana County 92.86 79.14 70.37 66.18 84.03
Lebanon County 37.28 29.22 25.36 41.6 33.63
Washington County 90.63 106.06 107.87 98.2 81.52
Columbia County 49.06 53.57 54.85 -- 43.39
Cumberland County 46.45 44.3 41.15 51.89 39.43
Mercer County 76.27 89.17 119.47 95.67 62.26
Clarion County 72.29 -- 119.72 111.11 52.66
Erie County 38.44 42.06 47.3 36.85 26.79
Bucks County 87.02 96.8 108.82 84.07 55.56
Cambria County 86.71 113.97 118.34 119.22 54.39
Fayette County 146.67 120.22 136.36 121.99 89.66
Lycoming County 55.89 58.44 86.96 90.91 31.98
Allegheny County 58.75 51.04 54.55 53.06 27.98
Lawrence County 89.62 112.87 114.88 104.27 38.53
Greene County 186.34 156.76 140.13 132.91 74.4
Elk County 131.15 207.21 174.31 185.71 46.98
Armstrong County 108.49 90.5 82.95 96.33 30.25
Bradford County -- 51.28 42.86 57.55 27.81
Cameron County -- - - - 75.44
Carbon County - 85.6 59.52 49.79 34.01
Clinton County - 98.48 - 120 99.08
Forest County -- -- -- -- 58.33
Fulton County -- - - - 101.96
Huntingdon County -- 76.09 76.09 - 59.86
Jefferson County -- 53.4 - 80.57 140.9
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Table 3

Annual Rate of Women on Medical Assistance (MA) with Opioid Use Disorder Diagnoses

Pennsylvania

During Pregnancy per 1,000 Deliveries

2016 - 2020

County 2016 2017 2018 2019 2020
Juniata County -- - - - 32.64
McKean County -- -- -- -- 42.73
Mifflin County 95.24 68.81 79.68 106.3 --
Monroe County 42.99 50.3 44.41 43.14 --
Montgomery County 56.89 44.04 46.98 50.38 --
Montour County -- - - - 48.69
Northampton County 27.94 33.62 27.19 31.81 --
Perry County 77.46 101.27 -- 93.33
Philadelphia County 26.75 28.31 29.87 27.18 -
Pike County -- - - - --
Potter County -- - - - --
Schuylkill County 56.73 68.69 70.72 43.41 --
Snyder County -- - - - 126.44
Somerset County 104.42 121.77 113.79 88.61 --
Sullivan County -- - - - --
Susquehanna County -- - 114.65 62.5 80.75
Tioga County -- - 62.86 - 74.07
Union County -- - - - --
Warren County -- - - 86.33 --
Wayne County -- -- 76.39 82.84 83.33
Westmoreland County 98.15 96.43 96.91 106.58 -
Wyoming County -- - - 97.4 --
York County 40.25 147.51 46.01 49.57 --

Commonwealth 67.7614 75.9355 75.1584 76.7288 74.3543

Source: Commonwealth of Pennsylvania, "opendata PA" website, https://data.pa.gov/Opioid-Related/Rate-of-
Women-on-Medical-Assistance-MA-Diagnosed-w/mmps-kc6p. Updated August 23, 2022.
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Map 1 gives a visual depiction of how the 2020 rates of women suffering OUD during
pregnancy were worse in the southwest and rural counties, with the problem being most acute in
the southwest corner of the Commonwealth.

Map 1

Rate of Opioid Use Disorder Pregnancies
Per 1,000 Deliveries
2020
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The six counties with the greatest overall increases, Dauphin, Lehigh, Berks, Lancaster,
Chester, Crawford, and Beaver Counties had rate increases from nearly 100 percent (Crawford) to
700 percent (Dauphin) greater than the seventh ranked county, Centre. Overall, 16 counties
showed increases in the rate per 1,000 deliveries by women on Medical Assistance diagnosed with
OUD during pregnancy. See Table 4.

Table 4

Annual Rate of Women on Medical Assistance (MA) with Opioid Use Disorder Diagnoses
During Pregnancy per 1,000 Deliveries
Counties with Highest Rates of Increase
Pennsylvania

2016 - 2020

Percent
County 2016 2017 2018 2019 2020 Increase
Dauphin 17.37 26.58 24.47 24.59 138.61 698%
Lehigh 15.58 15.86 23.67 24.97 89.62 475%
Berks 21.15 19.84 26.21 23.71 93.64 343%
Lancaster 40.39 35.97 37.91 29.84 159.51 295%
Chester 34.29 35.78 45.28 35.06 105.74 208%
Crawford 55.37 78.13 67.09 107.59 119.05 115%
Beaver 61.48 73.39 49.38 97.90 121.55 98%
Centre 74.22 65.5 50.39 92.74 115.18 55%
Bedford 60.19 86.29 86.49 92.31 91.40 52%
Lackawanna 61.10 50.05 55.88 66.31 88.65 45%
Delaware 42.94 45.76 34.97 50.77 61.39 43%
Northumberland 59.55 63.78 70.97 57.97 83.94 41%
Luzerne 45.43 43.62 60.97 54.54 60.61 33%
Franklin 46.22 43.01 61.84 50.65 56.28 22%
Blair 65.84 86.4 81.46 89.32 76.38 16%
Clearfield 90.91 163.2 126.07 99.46 104.65 15%

Source: Commonwealth of Pennsylvania, "opendata PA" website, https://data.pa.gov/Opioid-Related/Rate-of-
Women-on-Medical-Assistance-MA-Diagnosed-w/mmps-kc6p. Updated August 23, 2022.

The annual rate of women on medical assistance receiving MAT for OUD per 1,000
Women with OUD diagnoses indicated that just under 50 percent of women in the Commonwealth
with OUD diagnoses on medical assistance were receiving MAT in 2020. Separated by county,
these percentages ranged from around 27 percent at the lowest in York County and around 84
percent at the highest in Lycoming County. See Table 5.
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Annual Rate of Women on Medical Assistance

Table 5

Receiving MAT for OUD per 1,000 Women with OUD Diagnoses and Deliveries

2016-2020
County 2016 2017 2018 2019 2020
Adams -- 700 -- -- --
Allegheny 646.81 734.69 663.51 604.65 552.17
Armstrong 652.17 650 - 571.43 --
Beaver 441.18 575 607.14 553.57 470.59
Bedford -- 705.88 687.5 -- --
Berks -- -- 351.85 -- --
Blair 756.76 659.57 765.96 764.71 509.43
Bradford -- -- -- 750 --
Bucks 557.38 578.95 601.31 495,93 566.67
Butler 718.75 542.86 500 615.38 454.55
Cambria 377.78 548.39 816.67 761.19 703.7
Cameron -- -- -- -- --
Carbon -- -- -- -- --
Centre 578.95 -- -- 695.65 --
Chester 297.3 -- 270.83 368.42 --
Clarion -- -- 764.71 -
Clearfield 633.33 672.73 545.45 540.54 500
Clinton -- 923.08 -- 833.33 --
Columbia -- -- -- -- --
Crawford -- -- 619.05 500 --
Cumberland 583.33 666.67 696.97 568.18 547.62
Dauphin 538.46 700 743.59 564.1 660
Delaware 590.48 546.3 576.47 584 45455
Elk 812.5 -- 789.47 653.85 --
Erie 426.23 462.69 676.06 711.86 462.69
Fayette 654.55 613.64 747.47 523.26 543.69
Forest -- -- -- -- -
Franklin 400 666.67 685.71 451.61 --
Fulton -- -- -- -- --
Greene 633.33 586.21 -- 619.05 --
Huntingdon - - - - --
Indiana 423.08 -- -- 611.11 --
Jefferson -- -- -- -- --
Juniata -- -- -- -- --
Lackawanna 411.76 566.04 631.58 472.97 525.64
Lancaster 586.67 710.14 680.56 633.33 584.62
Lawrence 394.74 420 636.36 590.91 358.97
Lebanon 652.17 722.22 687.5 555.56 560
Lehigh 518.52 533.33 444.44 425.53 500
Luzerne 564.71 626.51 614.75 594.83 490.91
Lycoming 535.71 592.59 847.83 791.67 837.21
McKean -- -- -- -- -
Mercer -- 404.76 425.93 500 352.94
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Table 5

Annual Rate of Women on Medical Assistance
Receiving MAT for OUD per 1,000 Women with OUD Diagnoses and Deliveries

2016-2020
County 2016 2017 2018 2019 2020
Mifflin 700 -- 750 740.74 772,73
Monroe -- 470.59 689.66 642.86 552.63
Montgomery 577.98 588.24 597.7 560 439.02
Montour - - - - --
Northampton 586.21 628.57 580.65 558.82 513,51
Northumberland 625 - 484.85 678.57 419.35
Perry -- -- -- -- --
Philadelphia 546.51 579.67 567.93 505.88 386.29
Pike -- -- -- -- -
Potter -- -- -- -- --
Schuylkill 371.43 395.35 581.4 500 384.62
Snyder -- -- -- -- -
Somerset 538.46 696.97 696.97 666.67 692.31
Sullivan -- -- -- -- -
Susquehanna - - - - --
Tioga - - - - -
Union -- -- -- -- --
Venango 576.92 620.69 -- 642.86 680
Warren - - - - --
Washington 482.76 528.57 486.49 521.13 471.43
Wayne -- -- -- -- --
Westmoreland 643.56 540 538.46 582.61 382.02
Wyoming -- -- -- -- -
York 414.29 485.29 481.93 500 271.19
Commonwealth 538.46 569.9 600.87 563.48 477.28

Source: Commonwealth of Pennsylvania, “opendata PA” website, https://data.pa.gov/Opioid-Related/Quarterly-
Percent-of-Women-on-Medical-Assistance-M/fe4dk-3m6g. Updated August 23, 2022.

Fifteen counties reported data for each of the years 2016 through 2020 that showed overall
decreases in the rate per 1,000 deliveries by women on Medical Assistance diagnosed with OUD
during pregnancy. Armstrong County had a decrease of 72 percent over this period, followed by
Elk at 64 percent, Greene at 60, Lawrence at 57, and Allegheny at 52 percent. See Table 6.
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Table 6

Annual Rate of Women on Medical Assistance (MA) with Opioid Use Disorder Diagnoses
During Pregnancy per 1,000 Deliveries
Counties with Rate Decreases
Pennsylvania

2016 - 2020

Percent
County 2016 2017 2018 2019 2020 Decrease
Armstrong 108.49 90.50 82.95 96.33 30.25 -72.1
Elk 131.15 207.21 174.31 185.71 46.98 -64.2
Greene 186.34 156.76 140.13 132.91 74.40 -60.1
Lawrence 89.62 112.87 114.88 104.27 38.53 -57.0
Allegheny 58.75 51.04 54.55 53.06 27.98 -52.4
Lycoming 55.89 58.44 86.96 90.91 31.98 -42.8
Fayette 146.67 120.22 136.36 121.99 89.66 -38.9
Cambria 86.71 113.97 118.34 119.22 54.39 -37.3
Bucks 87.02 96.8 108.82 84.07 55.56 -36.2
Erie 38.44 42.06 47.30 36.85 26.79 -30.3
Mercer 76.27 89.17 119.47 95.67 62.26 -18.4
Cumberland 46.45 44.30 41.15 51.89 39.43 -15.1
Washington 90.63 106.06 107.87 98.20 81.52 -10.1
Lebanon 37.28 29.22 25.36 41.6 33.63 -9.8
Indiana 92.86 79.14 70.37 66.18 84.03 -9.5
Venango 108.33 145.73 137.44 138.61 101.85 -6.0

Source: Commonwealth of Pennsylvania, "opendata PA" website, https://data.pa.gov/Opioid-Related/Rate-of-
Women-on-Medical-Assistance-MA-Diagnosed-w/mmps-kc6p. Updated August 23, 2022.

The remaining 29 counties did not report data for all the years 2016 to 2020. All but
Montgomery, Philadelphia, Westmoreland, and York are rural.®

The case definition for NAS used in Pennsylvania has been established as:

e A newborn with a clinical diagnosis in the neonatal period (birth up to 28 days of life) who
has symptoms of withdrawal because of parental exposure to opiate drugs, either via
prescription, medical therapy (MAT), or illegal use (ICD-10 codes P96.1 and P04.49 only,
if available);

e A resident of Pennsylvania (only infants born to mothers who resided in Pennsylvania
before the baby’s birth); and

e An infant born on or after January 10, 2018.%

31 «“Rural-Urban Definitions,” Center for Rural Pennsylvania, accessed October 19, 2022,
https://www.rural.pa.gov/data/rural-urban-definitions, .
32 “Neonatal,” 4.
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The state’s overall rate of newborns with withdrawal symptoms or otherwise affected by
maternal addictive drug use over the years 2016 to 2020 is shown in Table 5. The data show the
extreme impact that OUD has on birthing people and infants. The problem reaches all counties in
Pennsylvania, whether rural or urban, although it is worse in rural counties, as it is with all OUD.
In 2017, more than 1 in 4 infants under the Medical Assistance program who were born in Elk
County were somehow affected by the pregnant person’s addictive drug use, showing either
symptoms of withdrawal or other related problems. In Greene County in 2018, 23 percent of
infants were affected. Over the years specified, the county with the lowest rate was York County
in 2020, yet it still had close to 3 percent of infants born under these conditions.

Rates were slowly climbing over the years from 68.19 in 2016 to 70.79 in 2017, to 71.09
in 2018. There appears in the data to be a large drop in 2019 and 2020, to 51.98 and 52.56,
respectively. See Table 7.

Table 7

Newborns Covered by Medical Assistance
with Withdrawal Symptoms or Affected by Maternal Addictive Drug Use
Rate per 1,000 Live Births
Pennsylvania

2016 - 2020
County 2016 2017 2018 2019 2020
Adams 50.96 56.85 43.89 34.92 33.54
Allegheny 77.95 67.29 73.17 50.27 48.91
Armstrong 180.56 144.68 120.00 70.59 63.83
Beaver 79.65 75.68 83.19 81.43 65.29
Bedford 70.48 90.00 98.36 92.78 68.18
Berks 43.31 47.06 38.90 26.71 33.22
Blair 65.69 98.90 91.54 82.46 79.37
Bradford -- 54.19 48.08 35.95 --
Bucks 91.19 102.26 109.38 70.39 71.33
Butler 109.79 109.79 122.73 76.74 117.49
Cambria 123.24 147.89 145.25 101.29 85.81
Cameron -- - - - -
Carbon 129.63 93.96 83.33 58.82 85.17
Centre 56.03 72.34 -- 59.93 47.21
Chester 60.11 68.62 91.60 41.67 41.67
Clarion 83.92 -- 112.68 95.81 81.63
Clearfield 110.77 168.75 138.36 76.70 100.65
Clinton -- 98.48 -- 104.29 --
Columbia 62.26 57.14 50.23 -- --
Crawford 103.24 72.25 85.64 79.02 60.06
Cumberland 59.13 58.28 61.89 35.96 29.61
Dauphin 43.22 43.10 42.43 23.84 40.36
Delaware 102.12 144.82 136.13 87.45 81.46
Elk -- 259.26 207.55 146.79 153.85
Erie 61.08 56.48 86.16 35.74 41.92
Fayette 166.00 140.08 186.99 119.34 87.52
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Table 7

Newborns Covered by Medical Assistance
with Withdrawal Symptoms or Affected by Maternal Addictive Drug Use
Rate per 1,000 Live Births
Pennsylvania

2016 - 2020
County 2016 2017 2018 2019 2020
Forest -- -- -- -- --
Franklin 79.58 84.03 82.91 37.33 37.64
Fulton - - - - -
Greene 209.04 197.86 226.99 134.97 167.70
Huntingdon - 86.42 59.46 -- 60.77
Indiana 94.41 132.35 133.80 73.17 93.86
Jefferson - 72.92 59.14 64.04 --
Juniata - -- -- -- --
Lackawanna 84.42 63.81 58.03 56.35 72.85
Lancaster 48.54 58.30 56.55 33.99 40.98
Lawrence 116.22 113.16 102.90 99.06 94.91
Lebanon 57.60 70.49 52.10 36.14 33.44
Lehigh 43.21 34.73 47.00 27.51 41.17
Luzerne 67.65 68.42 75.67 58.59 61.49
Lycoming 46.55 64.72 64.86 54.87 69.61
McKean 88.76 -- -- -- 71.82
Mercer 116.67 129.10 125.54 81.86 84.39
Mifflin 72.82 - 83.72 97.78 107.53
Monroe 48.85 55.96 59.17 37.50 50.78
Montgomery 64.20 65.37 53.88 47.22 54.12
Montour -- -- -- -- --
Northampton 53.96 40.18 36.61 31.02 38.49
Northumberland 63.83 47.98 67.31 81.50 67.42
Perry - 77.92 98.04 86.96 108.43
Philadelphia 47.32 54.59 51.06 39.20 37.41
Pike - - 63.83 - 96.15
Potter -- - - - -
Schuylkill 108.86 90.15 70.74 57.02 52.86
Snyder - -- -- -- --
Somerset 102.19 116.47 106.62 75.00 88.46
Sullivan - - - - -
Susquehanna 96.77 -- 100.00 -- 71.90
Tioga - -- -- 68.75 60.44
Union - - - - -
Venango 107.88 172.25 157.66 94.06 88.79
Warren -- -- -- -- --
Washington 101.61 119.69 103.70 90.42 90.24
Wayne 72.73 77.84 - - -
Westmoreland 135.45 117.28 122.28 99.30 78.85
Wyoming - 100.00 -- -- --
York 55.37 44,58 46.65 38.44 27.73
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Table 7

Newborns Covered by Medical Assistance
with Withdrawal Symptoms or Affected by Maternal Addictive Drug Use
Rate per 1,000 Live Births
Pennsylvania

2016 - 2020
County 2016 2017 2018 2019 2020
Commonwealth 68.18 70.78 71.06 51.56 52.56

Source: https://data.pa.gov/Opioid-Related/Rate-of-Newborns-on-Medical-Assistance-MA-with-Neo/jw44-tcq8.

Map 2 shows the counties’ 2020 rates of withdrawal among newborns. Not surprisingly,
the counties where the pregnant person’s OUD are at high rates is where the rates of infants born
with withdrawal symptoms are also high. The maps are not identical, which might indicate that
some women may travel to counties with more appropriate medical facilities.

Map 2

Rate of Neonate Withdrawal
Per 1,000 Live Births
2020
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Forty-two of the 67 counties reported data for each of the years 2016 to 2020. Counties do
not report data if there are fewer than 11 births in the category. Of the 42, five reported increases,
from Monroe’s 4 percent to Lycoming’s nearly 50 percent. See Table 8.

Table 8

Newborns Covered by Medical Assistance
with Withdrawal Symptoms or Affected by Maternal Addictive Drug Use
Counties With Rate Increases per 1,000 Births
Pennsylvania

2016 - 2020
County 2016 2017 2018 2019 2020
Lycoming 46.6 64.7 64.9 - 69.6
Blair 65.7 98.9 91.5 -- 79.4
Butler 109.8 109.8 122.7 -- 117.5
Northumberland 63.8 48.0 67.3 -- 67.4
Monroe 48.9 56.0 59.2 -- 50.8

Source: https://data.pa.gov/Opioid-Related/Rate-of-Newborns-on-Medical-Assistance-MA-with-Neo/jw44-tcq8.

The remaining 37 counties reported decreases. The five counties with the largest decreases
were Armstrong, Franklin, Schuylkill, and Cumberland. Armstrong had the largest with over 64
percent decrease while the other four counties’ decreases were closer to 50 percent. See Table 9.

Table 9

Newborns Covered by Medical Assistance
with Withdrawal Symptoms or Affected by Maternal Addictive Drug Use
Counties With Rate Decreases per 1,000 Births
Pennsylvania

2016 - 2020
County 2016 2017 2018 2019 2020
Armstrong 180.56 144.68 120 -- 63.83
Franklin 79.58 84.03 82.91 -- 37.64
Schuylkill 108.86 90.15 70.74 -- 52.86
Cumberland 59.13 58.28 61.89 -- 29.61

Source: https://data.pa.gov/Opioid-Related/Rate-of-Newborns-on-Medical-Assistance-MA-with-Neo/jw44-tcq8.
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Sometimes, infants and children are found in circumstances where the youngsters must live
with caregivers other than their parents. These arrangements often find children in kinship care,
that is, living in the care of relatives other than their parents. Sometimes infants and children are
removed to the foster care system. Whether the children are in out-of-home care because of
parents’ substance use or for other factors can be difficult to discern because there may be
variations in how caseworkers record the circumstances. Further, according to Task Force
members, substance use is not often reported as a direct cause for the removal although it might
be an indirect cause. For example, a parent’s SUD might prevent him or her from adequately
feeding, clothing, or providing appropriate living conditions for children in the home. While the
SUD may have led to the problems, it is the consequences of the SUD that are listed as causes for
removal. The Commonwealth tracks data of infants and children who are not living in the care of
their parents. See Table 10 and Table 11.

Table 10

Rate of Children in Kinship Care Where Parental Drug Use
was a Factor - by County
Pennsylvania

2017 - 2019
County 2017 2018 2019
Adams -- 0.77 --
Allegheny 1.27 0.96 0.91
Armstrong - -- 0.87
Beaver 0.42 -- -
Bedford -- -- --
Berks 0.52 0.56 0.24
Blair -- -- 0.84
Bradford -- -- 0.82
Bucks 0.88 0.57 0.87
Butler 0.93 0.68 0.98
Cambria 0.49 -- --
Cameron -- - -
Carbon -- -- --
Centre - -- --
Chester -- -- --
Clarion -- -- 3.56
Clearfield 2.2 1.42 --
Clinton -- -- --
Columbia 1.35 2.15
Crawford 1.46 1.26 1.78
Cumberland 0.78 1.22 0.45
Dauphin 0.49 0.71 0.31
Delaware 0.09 0.23 --
Elk -- -- 7.64
Erie 0.88 0.48 0.64
Fayette 3.74 2.5 --
Forest -- -- --
Franklin -- -- 1.18
Fulton -- -- --



Table 10

Rate of Children in Kinship Care Where Parental Drug Use
was a Factor - by County

Pennsylvania

2017 - 2019
County 2017 2018 2019
Greene 1.81 4.32 3.38
Huntingdon 2.08 -- 1.57
Indiana -- -- --
Jefferson -- -- --
Juniata -- -- 4.13
Lackawanna 0.49 0.51 0.26
Lancaster 0.2 0.17
Lawrence -- 0.74 1.79
Lebanon -- -- 2.15
Lehigh - 0.55 --
Luzerne 1.68 1.25 -
Lycoming