Welcome!

Thank you for joining us today.

The Weaving Wellness Webinar Series (Part 1)
Learning with the Expert: A Dialogue with Dr. Mishka Terplan will begin shortly.

You can join either through computer audio or phone audio. If you can’t/do not want to use
computer audio, please dial in by phone:

o 888 475 4499 or 877 853 5257 (both US Toll-free).
o When prompted, enter Meeting ID: 992 4521 7313, followed by #.

Please note that all participants will have video and speaker phone automatically turned off
upon entering the Zoom meeting.

You are highly encouraged to turn on your video if you feel comfortable. There will also be an
opportunity for attendees to share during the Q&A portions. (More instructions on next slide).

If you are experiencing technical problems, please contact Naomi Bui by emailing
or dialing 1-866-493-2758 ext. 8970.


mailto:nbui@cffutures.org

Participate in the discussion!

(Find your toolbar at the bottom of your screen)

Click here to turn on/off your video (red Click here to submit and view
diagonal slash means it is off) / guestions/comments.
& K w - O)
Start Video Partiipants Share Screen Record
If you'd like to speak, send us a chat or Click here to raise your hand if you'd like
raise your hand! You will receive the to speak. You can also click the other
notification once we’ve enabled you to icons to submit non-verbal feedback.
speak (see screenshot below).
T 4 9920
The host would like you to unmute your Q O O © ©
microphone yes no go slower go faster more
Staymuted  Unmute myself (Phone only) Press *9 to raise your

hand.



How to Change Your Display Name on Zoom

To change your display name after Next, hover your mouse over your name in Enter the name you’d like to appear
entering a Zoom meeting, click on the “Participants™ list on the right side of in the Zoom meeting and click
the “Participants” button at the the Zoom window. Click on “Rename.” on “OK.”

bottom of your Zoom screen.

n v Participants (1) ) Rename X
After launching the @ Ryan B.. (Host, me) m Rename SRR
Zoom meeting, click on Byan B,
the "Participants" icon
at the bottom of the
window. '“I S
In the "Participants" list on the
right side of the Zoom window,

hover over your name and click Type in the display name

" " you'd like to appear in the
on the "Rename" button. meeting and click on "OK".

2o -

Invite Participants Share Screen




Weaving Wellness: A Webinar Series

February 11, 2021
Webinar 1:  Dr. Mishka Terplan: National perspective

Supporting pregnant e Dr. Carrie Griffin: Local champion

women Wlt.h substance e Alita Redner, MSW: Yurok leader
use disorder

_ February 25, 2021
Webinar 2: , _
* Dr. Matthew Grossman: National perspective (Eat, Sleep, Console)
T e e Susan Johnson, RN: Local champion
with prenatal * Sandra Lowry: Local champion (cultural practices)

substance exposure

March 15, 2021

Webinar 3: , ,
* Dr. Ira Chasnoff: National perspective

Weaving together o . .
wellness supports for * Heidi O’'Hanen: Local champion (Road to Resilience)

CIWUERTUEIEEREES  « | orj Nesbitt: Local champion (Healing to Wellness Court)

use disorder

* Jessica Osborne-Stafsnes: Local champion (resource mapping)



Laura White Woods
Yurok Elder and Community Outreach Specialist
Yurok Tribal Court




Weaving Wellness Webinar Series (Part I)

Learning with the Expert: A Dialogue with Dr. Mishka Terplan

Heidi O’Hanen, First 5 Humboldt

Dr. Mishka Terplan, Friends Research Institute;
Clinical Consultation Center; Department of
Behavioral Health DC

Dr. Carrie Griffin, United Indian Health
Services/K'imaw/Open Door Community Health
Centers

Alita Redner, Yurok Health and Human Services

Thursday, February 11th, 2021
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Strengthening Partnerships, Improving Family Outcomes
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An Office of the Administration for Children & Families Collaborative Cornmunity Court Teams




National Quality Improvement Center for Collaborative

Community Court Teams

E

Children’s Children’s Bureau
Bureau

A Program of

Administration on Children, Youth and Families

@QUG“TU Improvement Center Center for Children and Family Futures

Collaborative Community Court Teams Strengthening Partnerships, Improving Family Outcomes

This webinar was prepared by the National Quality Improvement Center for Collaborative Community Court Teams (QIC-CCCT) through cooperative agreement #90CA1854 with the Administration on Children, Youth and
Families (ACYF), Children’s Bureau. The QIC-CCCT is operated by the Center for Children and Family Futures and its partners. Points of view or opinions expressed in this webinar are those of the presenters and do not necessarily
represent the position, opinions, or policies of ACYF or the Children’s Bureau.



QIC-CCCT Goals

IMPLEMENTATION

Enhance the capacity of CCCTs
to appropriately implement
the provisions of the
Comprehensive Addiction and

Recovery Act (CARA)
amendments to the Child
Abuse and Prevention
Treatment Act (CAPTA)

CAPACITY

Enhance and expand CCCTs’
capacity to effectively
collaborate to address the
needs of infants, young
children, and their
families/caregivers affected by
substance use disorders
(SUDs) and prenatal substance
exposure

SUSTAINABILITY

Sustain the effective
collaborative partnerships,
processes, programs, and
procedures implemented to
achieve the goals of each
demonstration site

DISSEMINATION

Provide the field with lessons
they can apply about effective
practices for implementing
the requirements of CARA and
meeting the needs of children
and families affected by
substance use disorders



QIC-CCCT Demonstration Sites
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Local Court

Alabama Administrative Office of Courts

Oklahoma Department of Mental
Health and Substance Abuse Services

Supreme Court of Georgia, Committee
on Justice for Children

Supreme Court of Ohio

Yurok Tribe for Northern California
Tribal Court Coalition



Today’s Presenters

Heidi O’Hanen, Road to Resilience Project Coordinator, First 5 Humboldt

Dr. Mishka Terplan, MD MPH FACOG DFASAM
Associate Medical Director, Friends Research Institute
Adjunct Faculty, UCSF, Clinical Consultation Center

Deputy Chief Clinical Officer, Department of Behavioral Health DC

Dr. Carrie Griffin, DO, Doctor of Osteopathic Medicine, United Indian Health
Services/K'imaw/Open Door Community Health Centers

Alita Redner, MSW, Clinical Coordinator, Yurok Health and Human Services



Improving Care Improves Outcomes for Pregnant
and Postpartum Women with Opioid Use Disorder

Mishka Terplan MD MPH FACOG DFASAM
Associate Medical Director, Friends Research Institute
Adjunct Faculty, UCSF, Clinical Consultation Center

Deputy Chief Clinical Officer, Department of Behavioral Health DC
¥ @ Do _Less Harm



Outline

e 1) Introduction to Addiction as a Chronic Condition
e 2) Addiction in Pregnancy and Postpartum
e 3) Stigma and Discrimination



United States Today
Most people have used drugs

Figure 27. Numbers of Past Year Initiates of Substances among
People Aged 12 or Older: 2017

Marijuana 3.0 Million
Substance | Lifetime | Lifetime i -
Use Use iy 12—

Cocaine 1.0 Million
Inhalants
Rx Sedatives 271,000
Methamphetamine 195,000
Heroin I 81,000 4.9 Million
Alcohol
Cigarettes 1.9 Million

Ilicit 131 mil
Cannabis 119 mil

Tobacco 169 mil
Alcohol 216 mil

Past Year Initiates

Rx = prescription.
Note: Estimates for prescription pain relievers, prescription tranquilizers, prescription stimulants,
and prescription sedatives are for the initiation of misuse.




Experimental and Clini hopha rac f f
IU‘?J.[\'UI.HI.“N‘:;. 4 2;215;1{:53-:: ophia rmacology Ir the public domain

Comparative Epidemiology of Dependence on Tobacco, N Ot eve ryO ne w h O uses d ru gS

Alcohol, Controlled Substances, and Inhalants:

Basic Findings From the National Comorbidity Survey b ecomes d d d | Cte d

James C. Anthony, Lynn A. Warner, and Ronald C. Kessler

Tobacco (32%)

Heroin (23%)

Inhalants (4%)

Percentage of Substance Users Who
caiirn Become Addicted

Estimated
proportion of
alcohol, tobacco,
and other drug
users who

have become

I drug dependent
Anxiolytics,

sedatives, and
hypnotic drugs (9%)

Psychedelic drugs (5%)

Analgesics (9%)
Alcohol (15%)

Stimulants other than
cocaine (11%)

Cannabis (9%)

Figure 2 Estimated proportion of alcohol, tobacco, and other drug users who have
developed clinical syndromes of drug dependence as defined according to
the American Psychiatric Association’'s Diagnostic and Statistical Manual
of Mental Disorders, Third Edition, Revised. The data were obtained from
the National Comorbidity Survey, 1990-1992.

SOURCE: Adapted from Anthony et al. 1984,




Rates of opioid misuse, abuse, and addiction in

What is the risk of opioid
. . chronic pain: a systematic review and
addiction among data synthesis
Kevin E. Vowles®*, Mindy L. McEntee?, Peter Siyahhan Julnes?, Tessa Frohe?, John P. Ney®, David N. van der Goes®

individuals prescribed e e 1 s
opioids for pain?

Opioid addiction—unweighted and weighted means, SD, and
95% confidence interval (Cl).

Minimum, % Maximum, %
Mean (SD) 95% Cl Mean (SD)
Umweightad 10.9 (9.8) ha-165 11.7 (8.9
Rates of misuse 12-29% (95%Cl:13-38%) IRikEkiGE o .
Sample size 4.3 (6.2) 0.8-7.8 4.7 (6.9}
Log sample size 10.1 (9.5) 1.7-15. 10.8 (9.6)
. Winsorized 7.8 (B.2) 3.2-12.4 B.6 (B.3)
Rates of addiction 8-12% (95% Cl: 3-17%) Quality rating 105 (8.8 - 10.4 (8.9)

sample size = 9.9 (8.7 2.0-148 107 (B.9)
guality*
Luality
High-guality studies 8.8 (73 A, - 9.8 (7.8) h.0-14.6
Lowi-quality studies 23.1 (12.9) 310129 34-392

“Inieraction erm e product of standardzed scores for the log transformed sample =




Development of Addiction Involves Multiple Factors

| Biology/Genes ﬁ Environment

e

\A A

Addiction

NIDA



Addiction: Reward/Reinforcement Disturbance

Caudate
Nucleus

(Head) COVPUS

Callosum

DRUGS OF ABUSE TARGET THE BRAIN'S PLEASURE CENTER : ~ Caudate

Brain reward (dopamine) pathways Drugs of abuse increase dopamine

Ventral
Tegmental Area

l’rlffr()nldl Nucleus \\\ \
Cortex Accumbens \

Substantia
Nigra

WHILE EATING FOOD WHILE USING COCAINE

These brain circuifs are importont for natural Typically, dopamine increases in response fo natural rewards such os food.

rewards such os food, music, ond sex. en cocaine is taken, dopomine increases are exaggerated, and communication is olfered. Fourth —gg

Ventricle
/’/,

Cerebellum -
Temporal

Lobe /
Pons ~




Prolonged drug use changes the brain: Functionally...

Dopamine D2 Receptors are Decreased by Addiction

% 7\
Y 7Yy




‘ Binge
Binge Intoxication \ntoxication

Reward Modulators

* Dopamine Binge
* Oploid \ntoxication
* Receptor channels

Preoccupation
Anticipation

Molecular Cellular
* Transcription factors
* Translation factors

Volkow and Koop, Lancet Psychiatry, 2017



Heroin Addiction—A Metabolic Disease

Vincent P. Dole, MD, and Marie E. Nvswander, MD, New York

THE METHADONE Maintenance Re-
search Program'? began three years ago
with pharmacological studies conducted on
the metabolic ward of the Rockefeller Uni-
versity Hospital. Only six addict patients
were treated during the first vear, but the
results of this work were sufficiently impres-
give to justify a trial of maintenance treat-
ment of heroin addicts admitted to open
medical wards of general hospitals in the
city,

Methadone therapy was started in low
dosage (10 to 20 mg/day in divided por-
tions) and increased slowly over a period of
four to six weeks to avoid narcotic effects.
After the patients had reached the stabiliza-
tion level (80 to 120 mg/day) it was possi-
ble to maintain them with a single, daily,
oral ration, without further increase in dose.
At the end of the six weeks of hospitaliza-
tion the patients were discharged to outpa-
tient clinics where they received their daily

Functional stole

PR S ———

Cays

Fig l—Diagrammatic summary of functional
state of typreal "mainline” heroin user. Arrotes show
the repetitive injection of heroin in uncertain dose,
usually 10 to 30 mg but sometimes much more.
Note that adedict is hardly ever in a state of normal

function ("“straigit™).

Addiction: From Reward
Seeking to Relief Seeking

"Straigm’

Functional sicte

-
W
”~
-

-

M
ol oM
Cays

Fig 2—Stabilization of patient in state of nor-
mal function by blockade treatment. A single, daily,
oral dose of methadone prevents him from fecling
symptoms  of abstinence  (“sick”) or cuphoria
(“high™), even if Le takes 2 shot of heroin, /ot-
ted fime ivbicates course if methadone is omitted.




Treatment for Substance Use Disorder

Euphoria

People treated with medications for substance use
disorder FEEL NORMAL

Withdrawal| Normal

\

Chronic use Maintenance




DSM-5 Opioid Use Disorders

1. Tolerance? 6. Craving/Compulsion

2. With 2 ; '
ithdrawa Use Despite Negative Consequences

Loss of Control 7- Role failure, work, home, school

3. Larger amounts and/or 8. Social, interpersonal problems
longer periods 9. Reducing social, work, recreational

4. Inability to cut down on or activity

control use 10. Physical hazards

5. Increased time spent 11. Physical or psychological harm
obtaining, using or
recovering 1 Mild (2-3), moderate (4-5), severe (26)

2Not valid if opioid taken as prescribed

APA. (2013). Diagnostic and statistical manual of mental disorders (5th ed.)



Addiction vs Dependence/Tolerance

* Physical dependence/tolerance is not addiction
— Addiction is a brain disease that affects behaviour

— Dependence is an expected adaptation of the body to a specific
substrate so that in the absence of that substrate a withdrawal
syndrome develops

addiction

— Tolerance is pharmacologic principle where reaction to specific
concentration of drug is reduced with repeated use

— Affect different parts of the brain

* Many medications cause either tolerance or dependence or
both (SSRIs, HTN medication)

— Everyone taking enough opioid continuously for longer than a
week




N OF Ao
< o,o

9
9

2 .G sz;, A S AM American Society of
% |€3 Addiction Medicine

o
0
5 ~

AsAw

Definition of Addiction

Addiction is a treatable, chronic medical disease involving complex interactions among brain
circuits, genetics, the environment, and an individual’s life experiences. People with

addiction use substances or engage in behaviors that become compulsive and often continue
despite harmful consequences.

Prevention efforts and treatment approaches for addiction are generally as successful as those
for other chronic diseases.

Adopted by the ASAM Board of Directors September 15, 2019



Addiction as Chronic Disease

Drug Dependence, a Chronic Medical lliness
Implications for Treatment, Insurance,
and Outcomes Evaluation

\. Thomas McLellan, PhD
David C. Lewis, MD

Charles P. O'Brien, MD, PhD
Herbert D. Kleber, MD

ANY EXPENSIVE AND DIS-
turbing social problems
can be traced directly 10
drug dependence. Re-
cent studies*™ estimated that drug de-
pendence costs the United States ap-
proximately $67 billion annually in
crime, lost work productivity, foster
care, and other social problems.* These
expensive effects of drugs on all social
systems have been important in shap-
ing the public view that drug depen-
dence is primarily a social problem that
requires interdiction and law enforce-
ment rather than a health problem that
requires Pll’\l‘nlh‘l\ Jnd treatment
This view is apparently shared by
many physicians. Few medical schools
or residency programs have an ad-
equate required course in addiction.
Most physicians fail 1o screen for alco-
hol or drug dependence during rou-
tine examinations.” Many health pro-
fessionals view such screening efforts
as awaste of ume. A survey* of general
practice physicians and nurses indi-
cated that most believed no available
medical or health care interventions
would be “appropriate or effective in
treating addiction.”™ In fact, 40% to 60%
of patients treated for alcohol or other
drug dependence return to active sub-
stance use within a year following treat-

©2000 American Medical Assoctation. All rights reserved

The effects of drug dependence on social systems has helped shape the gen-
erally held view that drug dependence is primarily a social problem, not a
health problem. In turn, medical approaches to prevention and treatment are
lacking. We examined evidence that drug (including alcohol) dependence is
a chronic medical illness. A literature review compared the diagnoses, heri-
tability, etiology (genetic and environmental factors), pathophysiology, and
response to treatments (adherence and relapse) of drug dependence vs type
2 diabetes mellitus, hypertension, and asthma. Genetic heritability, per-
sonal choice, and environmental factors are comparably involved in the eti-
ology and course of all of these disorders. Drug dependence produces sig-
nificant and lasting changes in brain chemistry and function. Effective
medications are available for treating nicotine, alcohol, and opiate depen-
dence but not stimulant or marijuana dependence. Medication adherence
and relapse rates are similar across these ilinesses. Drug dependence gen-
erally has been treated as if it were an acute iliness. Review results suggest
that long-term care strategies of medication management and continued moni-
toring produce lasting benefits. Drug dependence should be insured, treated,
and evaluated like other chronic illnesses.

JAAA. 2000, 284:7689+1695

WWw Jama com

ment discharge.™ One implication is
that these disappointing results con-
firm the suspicion that drug depen-
dence is not a medical illness and thus
is not significantly affected by health
care interventions. Another possibil-
ity s that current treatment strategies
and outcome expectations view drug
dependence as a curable, acute condi-
von. If drug dependence is more like a
chronic illness, the appropriate stan-
dards for treatment and outcome ex-
pectations would be found among other
chronic tlinesses.

To explore this possibility, we un-
dertook a literature review comparing
drug dependence with 3 chronic ill-
nesses: type 2 diabetes mellitus, hyper-
tension, and asthma. These examples

were selected because they have been
well studied and are widely believed 1o
have effective treatments, although they
are not yet curable. Our review searched
all English-language medical and health
journals in MEDLINE from 1980 to the
present using the following key words:
heritability, pathophysiology, diagno-
sis, course, treatment, compliance, ad-

Author Affilations: The Treatment Research ivtle
tute, Philadeiphia, Pa (D McLefland; The Penn/VA Cens
ter for Studies of Addction at the Veterans AMars
Medical Center and the University of Perrsybvania,
Philadelphia (Drs McLellan and O'Bren); The Brown
Uriveruty Center for Akohol and Addction Studes,
Providence, RI (Dr Lewss); and The National Center
on Addiction and Substance Abuse at Calumbla Unie
versty, New York, NY (Dr Keber).

Corresponding Author and Reprints: A Thomas
Mctellan, PRD, The Treatment Research Institute, 150
S Indepondence Mall W, Sutte 600, Phladeiphia, PA
191063475 (eemail tmclefan@tresearch org)

(Repented) JAMA, October 4, 2000Val 284, No. 13 1689

Percentage of Patients Who Relapse

D 70%
50 to 70%

M Type | Diabetes

Drug Addiction
M Hypertension
M Asthma




Recovery Leads to Return of
Normal Brain Structure and Function

DAT Recovery
with prolonged
abstinence from

methamphetamine

Volkow et al., J. Neuroscience, 2001.

[C-11]d-threo-methylphenidate

N

Normal Control

Methamphetamine Abuser <0
(1 month detoxification) mi/gm

3

Methamphetamine Abuser
(24 months detoxification)



Recovery is the Goal of Treatment

Recovery is more than
abstinence

Building a life of integrity,
Connection to others,
Purpose and

Serenity

Recovery is fully compatible with
the use of medications

SAMHSA's

I.h. WORKING DEFINITION OF Holistic

RECOVERY

= v



Point 1

* Most people who use drugs don’t become addicted to them

* Addiction is a behavioral condition
* The goal of treatment is recovery — there are as many paths to
recovery as there are people in recovery
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Number of children born addicted
to drugs skyrockets in the Tampa
Bay area

BY: Michael Paluska
POSTED: 11:24 PM, Jan 26, 2017
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Within a few years many authorities have pointed
out the danger of morphinism in women who come
under treatment for gynecologic disorders. The

MORPHINISM

NARCOMANIAS FROM OTHER
DRUGS

THEIR

T

ETIOLOGY, TREATMENT, AND MEDICOLEGAL
RELATIONS

A
TVDéROTHERS, M.D.
Superintendent of Walnut Lodge Hospital, Hartford, Conn.; Editor of the

Journal of Inebriety ; Professor of Mental and Nervous Diseases,
Hew York School of Clinical Medicine, etc.

PHILADELPHIA AND LONDON
W. B. SAUNDERS & COMPANY

1902







Turn of the Century Treatment: o
Addiction is a Disease s

Effects of Ardent Spirits

UrPON THR

* Morphinism: seen as medical - S ey
condition and treated like one \

— Short acting opioids used for
detox and “maintenance”

— Specialty (morphine) clinics —
run by both public health and
police departments

— Neonatal Abstinence Syndrome ; B
first described (and treated) Dr Benjamin Rush:

Father of Addiction Medicine
Signatory of Declaration of Independence
Owner of Enslaved Peoples

Account of the Means cf preventing,

AND OF THD

REMEDIES FOR CURING THEM.
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BY BENJAMIN RUSH, M. D.
Professor of Modisin in the University of Peutuylvigio-
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Substance Use and Addiction: Early 20t Century

th
20 Century PUBLIC ACTS OF THE SIXTY-THIRD CONGRESS
UNITED STATES
Passed at the third session, which was begun and held at the city of Washington, in

the District of Columbia, on Monday, the seventh day of December, 1914, and was
adjourned without day on Thursday, the fourth day of March, 1915,

Wooprow Wirsox, President; Tuosas R. Marsuary, Vice President; Jawss P
CrarkE, President of the Senate pro tempore; CLAUDE A. Swanson, Acting Presi-
dent of the Senate pro tempore, December 21 to 23, 20 to 31, 1914, and January 2,
1915; Nataax P. Brrawn, Acting President of the Senate pro tempore, January 22,
1915; Cuaxp CLaRx, Speaker o; the House of Representatives,

19th Century

Criminal

Medical
Justice

and

Public Health
Men

Non-White
Lower SES

Women
White
Upper SES
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- Opioid deaths/100,000
T h e — Opioid treatment admissions/10,000

Current
Opioid
Crisis:

latrogenic
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Centers for Disease Control and Prevention

MMWR Morbidity and Mortality Weekly Report

Weekly / Vol. 67 / No. 31 August 10, 2018

Opioid Use Disorder Documented at Delivery Hospitalization —
United States, 1999-2014

Sarah C. Haight, MPH'%; Jean Y. Ko, PhD!3; Van T. Tong, MPH'; Michele K. Bohm, MPH#; William M. Callaghan, MD!

FIGURE 1. National prevalence of opioid use disorder per 1,000 delivery hospitalizations* — National Inpatient Sample (NIS),T Healthcare Cost
and Utilization Project (HCUP), United States, 1999-2014

7

[ 8] L N wn =3
1 1 1 1 1

Cases per 1,000 delivery hospitalizations

[}

| | | | 1 1 1 1 | | 1 1 1 1 | |
1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 20m 2032 2013 2014
Year

Opioids and
Pregnancy

FIGURE 2. Prevalence of opioid use disorder per 1,000 delivery

hospitalizations® — State Inpatient Database, Healthcare Cost and
Utilization Project, 28 states, 2013-2014t
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Vital Signs: Changes in Opioid Prescribing in the United States, 2006-2015

Gery P Guy Jr., PhAD"; Kun Zhang, PhD'; Michele K. Bohm, MPH'; Jan Losby, PhD'; Brian Lewis?; Randall Young, MAZ; MMWR / July 7, 2017 / Vol.66 / No.26
Louise B. Murphy, PhD3; Deborah Dowell, MD!

Peak Opioid MME in US 782 (2010); 2015 = 640

FIGURE 2. (Continued) Morphine milligram equivalents (MMEs) of opioids prescribed per capita in 2015 and change in MMEs per capita during

2010-2015, by county — United States, 2010-2015 UpiOid prescriptions drop

CRE0e N I PERCIDS T AP N0 S Opioid prescriptions declined 12 percent from 2016 to 2017, the biggest
single-year drop in 25 years.

MMEs" dispensed (billions] o o
300 Opioid prescriptions
peaked in 2011

250 b

200 \
150

100
50

" Bl e 0

- ‘92 '94 '95 '98 '00 '02 '04 '06 '08 '10 '12 '14 '16

O insufficient data

“Opioid doses are measured in morphine milligram equivalents. A
standard Vicodin pill has the equivalent of 5 milligrams of morphine.

SOURCE: IQVIA's Institute for Human Data Science AP




3 Waves of the Rise in Opioid Overdose Deaths

12

Other Synthetic Opioids

e.g., Tramadol and Fentanyl,
prescribed or illictly manufactured

; The Opioid
Crisis:

10

Heroin

A Triple
sl Muthions \Wave
Epidemic

Commonly Prescribed Opioids
Natural & Semi-Synthetic Opioids

Deaths per 100,000 population
(o)}

1999
2000
2001
2002
2003
2004
2005
2006
2007
2008
2009
2010
2011
2012
2013
2014
2015
2016
2017
2018

Wave 1:Rise in Weive 2: Rise in Heroin: Wave 3 : Rlsg In
: ' ; Synthetic Opioid

Overdose Deaths

Prescription Opioid : EE
Overdose Deaths OvEraaseDaating

Thanks to Dan Cicarrone
SOURCE: National Vital Statistics System Mortality File.




Rising morbidity and mortality in midlife among white

non-Hispanic Americans in the 21st century ]
Anne Case' and Angus Deaton' Ehc .'Ntw ﬂork @illll‘s

In Heroin Crisis, White Families Seek
Gentler War on Drugs
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2000 Amanda Jordan with her son Brett Honor outside a meeting for people with addictions and their families
in Plaistow, N.H. Her son Christopher died of an overdose. Katherine Taylor for The ? York

year

By Katharine Q. Seelye
Fig. 1. All-cause mortality, ages 45-54 for US White non-Hispanics (USW),

US Hispanics (USH), and six comparison countries: France (FRA), Germany Oct. 30, 2015
(GER), the United Kingdom (UK), Canada (CAN), Australia (AUS), and Swe-

den BWE). 1507815083 | PNAS | December 8, 2015 | vol. 112 | no.49
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Point 2

 Addiction was a medical condition — before it wasn’t

— We are (re)discovering medicine and public health in substance use
and addiction

* There is a relationship between what we consider addiction to
be, and how we treat people with the disorder

— Compassion and empathy predate judgment and discrimination
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What happens when people who use drugs
get pregnant?

L= | | -

Alcohol Cigarettes Illicit

Not Pregnant First Trimester M Second Trimester Third Trimester

National Survey Drug Use and Health 2015/2016 Past Month Use Data




All pregnant women are motivated to maximize
their health and that of their baby-to-be

Those who can’t quit or cut back —
likely have a substance use disorder

Continued use in pregnancy is pathognomonic for addiction






Individuals with the Disease of Addiction
Need Treatment

“Gold Standard” is Integration: Comprehensive co-located service delivery



MANAGEMENT OF PREGNANT DRUG-DEPENDENT WOMEN

Loretta P. Finnegan

Department of Pediatrics
Thomas Jefferson University LOW
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OBSTETRICAL COMPLICATIONS IN 367 DRUG-DEPENDENT WOMEN
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Matern Child Health J (2017) 21:893-902
DOI 10.1007/s10995-016-2190-y

Core Principle of PNC:

The Prevalence and Impact of Substance Use Disorder O pti m i Ze m a te r n a I

and Treatment on Maternal Obstetric Experiences and Birth

Outcomes Among Singleton Deliveries in Massachusetts h e a It h Vi a C h ro N i C

Milton Kotelchuck' - Erika R. Cheng2 - Candice Belanoff® - Howard J. Cabral® -
Hermik Babakhanlou-Chase® - Taletha M. Derrington® - Hafsatou Diop® -

Stephen R. Evans® - Judith Bernstein® d i S e a S e m a n a ge m e n t

Treated vs. Untreated Addiction
| NoAddiction | Treated Addiction | Untreated Addiction _

Preterm Birth 8.7% 10.1% 19.0%
Low Birthweight 5.5% 7.8% 18.0
Fetal Death 0.4% 0.5% 0.8%
Neonatal Mortality 0.4% 0.4% 1.2%
Post Neonatal Mortality 0.05% 0.03% 0.1%




SAMHSA Clinical Guide Recommendations

* Buprenorphine and methadone are the safest
medications for managing OUD during

CLINICAL GUIDANCE FOR
TREATING PREGNANT AND

pregnancy PARENTING WOMEN WITH

OPIOID USE DISORDER AND
THEIR INFANTS

* Transitioning from methadone to buprenorphine
or from buprenorphine to methadone during
pregnancy is not recommended

* Medically supervised withdrawal is not
recommended during pregnancy



Medications for opioid use disorder in pregnancy

Maternal

70% reduction in overdose related
deaths

Decrease in risk of HIV, HBV, HCV
acquisition/transmission

Increased engagement in prenatal care
and recovery treatment

Treatment is platform for delivery of
other services

Fetal

e Reduces fluctuations in maternal
opioid levels; reducing fetal stress

e Decrease in intrauterine fetal demise

 Decrease in intrauterine growth
restriction

 Decrease in preterm delivery



Pharmacokinetic Goals of MOUD

Target Methadone Buprenorphine MOR Binding
Dose Plasma Conc

Withdrawal >1ng/ml

Craving >2ng/ml
Opioid Blockade >3ng/dl

Restoration of Reward Time = 18+ months
Pathway




Pregnant People: A Priority Population

 “Because it is crucial that pregnant women engage in treatment for
their addictions, OTPs should give priority to admitting pregnant
patients at any point during pregnancy and providing them with all
necessary care, including adequate dosing strategies as well as referrals

for prenatal and follow-up postpartum services.” (Federal Guidelines for
Opioid Treatment Programs, 2015)

* Pregnant people —don’t need to meet DSM criteria for use disorder to
receive medication for OUD (TIP 43)



Drug and Alcohol Dependence 206 (2020) 107679

Most People with

Contents lists available at ScienceDirect

Drug and Alcohol Dependence

journal homepage: www.elsevier.com/locate/drugalcdep

Addiction Receive no
Tre at m e n t i n P re g n a n Cy ::::; Martin™*, Anna Scialli’, Mishka Terplan”*

Richmond, VA, 23298, USA

“Friends Research Institute, 1040 Park Ave Suite 103, Baltimore, MD, 21202, USA

Unmet substance use disorder treatment need among reproductive age

“ Department of Obstetrics and Gynecology & Institute for Drug and Alcohol Studies, Virginia Commonwealth University School of Medicine, 1250 E. Marshall St,

b Department of Obstetrics and Gynecology, Virginia Commonwealth University School of Medicine, 1250 E. Marshall St, Richmond, VA, 23298, USA

Table 3
Past year substance use disorder treatment receipt among reproductive age women in need of treatment.

Substance use disorder diagnosis Total® Not pregnant nor Pregnant' Parenting P values’
parenting
Ist trimester 2nd trimester 3rd trimester
Any past year substance use disorder  9.3% (8.4-10.2) 8.8% (7.7-9.8) 12.8% (8.7-16.9) 9.9% (8.5-11.4) 0.063
treatment need” 12.5% (7.3-17.7) 9.4% (4.7-14.0) 18.7% 0.246
(5.5-32.0)
Alcohol use disorder 7.4% (6.6-8.3) 6.8% (5.9-7.7) 11.8% (7.2-16.5) 8.2% (6.6-9.9) 0.021
11.7% (5.8-17.6)  9.0% (3.3-14.7) 16.2% 0.505
(2.6-29.9)
Mlicit drug use disorder 17.1% (15.5-18.7) 17.0% (14.8-19.2) 21.8% (13.9-29.6) 16.5% (13.7-19.3) 0.439
26.0% (15.1-36.8) 13.2% 29.2% 0.187
Opioid use disorder” 23.6% (18.9-28.2) 31.1% (27.0-35.1) 34.7% (20.7-48.7) 23.6% (18.9-28.2) 0.033
54.2% (30.2-78.1) 20.0% 31.1% 0.152

(3.5-36.5) (0.0-63.7)




OBGYN Lacks Capacity to Treat OUD

Original Investigation | Substance Use and Addiction
Prevalence and Geographic Distribution of Obstetrician-Gynecologists
Who Treat Medicaid Enrollees and Are Trained to Prescribe Buprenorphine

Max Jordan Mguemeni Tiaka, MS; Jennifer Culhane, PhO, MPH; Eugeniz South, MD, MS; Sindhu K. Srinivas, MO, MSCE; Zachary F. Meisel, MD, MPH, MSHP

Figure | Datnbution of Obatetnoan Gynecolopnts Who Can Prescribe Bugr encrphune by US Countaes With at Least | Medhcand Qarmant Obstetnoan Gyrecolopnt

N (%) X Waivered OBGYNs in US
181 (0.4%)

560 (1.8%)

Nguemeni_Tiako MJ et al, JAMA Network Open, 2020
Rosenblatt RA et al, AFM, 2015




Pregnancy is Part of a Life Course




The 4™ Trimester - Postpartum

* Critical Period

 Newborn care, breastfeeding,
maternal/infant attachment

* Mood changes, sleep disturbances,
physiologic changes

e Cultural norms, “the ideal mother” in
conflict with actuality of newborn care

* Insurance and welfare realignment

* Neglected Period
* Care shifts from frequent to infrequent
* From Mom-focused (PNC provider) to
Baby-focused (Pediatrician)
* From “medical” to “social” (WIC)
* Continuity of Care: Addiction Provider




The 4t Trimester: Mol donparer 00O et T
Maternal Mortality It
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Maternal mortality in the past and its relevance to developing countries today
Am J Clin Nutr. 2000;72(1):241S-246S. doi:10.1093/ajcn/72.1.241S

Source: Institute for Health Metrics and Evaluation

sraphic by Tiffany Farrant-Gonzalez, for SCIENTIFIC AMERICAN




PERIOPERATIVE MEDICINE Research Article
Maternal Opioid Drug Use during Pregnancy and
Its Impact on Perinatal Morbidity, Mortality, and the Costs of

Medical Care in the United States

Opioid Abuse and Dependence during Preghancy

Temporal Trends and Obstetrical Outcomes

Valerie E. Whiteman,' Jason L. Salemi,” Mulubrhan F. Mogos,3

Ayumi Maeda, M.D., Brian T. Bateman, M.D., M.Sc., Caitlin R. Clancy, B.A., Mary Ashley Cain,' Muktar H. Aliyu,* and Hamisu M. Salihu'?

Andreea A. Creanga, M.D., Ph.D., Lisa R. Leffert, M.D.

TasLE 2: Rates® of selected clinical outcomes by opioid use status and odds ratios and 95% confidence intervals for the association between
opioid use and each outcome among pregnancy-related discharges, NIS, 1998-2009.

Table 2. Associations between Opioid Abuse or Dependence during Pregnancy and Obstetrical Outcomes: United States, 2007-2011

Delivery Hospitalizations with
Opioid Abuse or Dependence

Delivery Hospitalizations without
Opioid Abuse or Dependence

n (%)

n (%)

Multivariable Odds

Ratio® (95% Cl)

Outcomes

Opioid u

Rate® of outcome

sers Nonopioid users

Model 1P

OR (95% CI)
Model 2°

Model 3¢

60,994

20,456,485

20 (0.03)

1,311 (0.006)

0

Cardiac arrest

Intrauterine growth restriction
Placental abruption

Length of stay >7 days

Preterm

Oligohydramnios

Transfusion

Stillbirth

Premature rupture of membranes
Cesarean delivery

Severe preeclampsia or eclampsia
Anesthesia complications
Cerebrovascular complications
Sepsis

Postpartum hemorrhage

24 (0.04)
4,157 (6.8)
2,315 (3.8)
1,837 (3.0)

10,538 (17.3)
2,736 (4.5)
1,205 (2.0)

727 (1.2)
3,499 (5.7)

22,130 (36.3)
722 (1.2)

20 (0.03)

37 (0.06)
273 (0.4)
1,866 (3.1)

1,873 (0.01)
431,032 (2.1)
215,057 (1.1)
235,738 (1.2)
1,506,941 (7.4)
564,410 (2.8)
208,073 (1.0)
124,607 (0.6)
778,157 (3.8)
6,768,679 (33.1)
289,668 (1.4)
3,123 (0.02)
5,079 (0.02)
79,169 (0.4)
589,811 (2.9)

3.6 (1.4-9.1)
2.7 (2.4-29)
2.4 (2.1-26)
2.2 (2.0-25)
21 (2.0-2.3)
1.7 (1.6-1.9)
1.7 (1.5-1.9)
15(1.3-1.8)
1.4 (1.3-1.6)
12 (1.1-1.3)
0.8 (0.7-0.9)
2.1(0.8-5.3)
2.0 (0.9-4.4)
1.3 (1.0-1.7)
1.1(0.9-1.2)

Maternal
Threatened preterm labor
Early onset delivery
PROM
Wound infection
Acute renal failure

Postpartum depression'
Haspital stav < ¢ dave®

30.1
124.0
385
70
21
247
1334

2

1.36 (1.24-1.49)
2.03 (1.88-2.20)
1.10 (1.00-1.20)
1.41 (1.18-1.68)
4.10 (3.11-5.41)
12.04 (10.83-13.40)
200 (41e_¢€02)

1.34 (1.22-1.47)
1.92 (1.77-2.07)
112 (1.03-1.23)
1.19 (1.00-1.42)
2.78 (2.09-3.72)
2.09 (1.79-2.44)
483 (410_C5 £0)

1.32 (1.19-1.45)
1.72 (1.59-1.85)
1.06 (0.98-1.16)
1.17 (0.98-1.40)
2.84(2.11-3.84)
1.75 (1.49-2.05)
402(341_474)

In-hospital maternal mortality

0.8

5.89 (3.74-9.28)

3.63 (2.32-5.68)

3.69 (2.32-5.87)

Fetal
Poor fetal growth
Stillbirth

2.31(2.10-2.55)

1.60 (1.39-1.83)

2.21(2.00-2.44)
1.41 (1.23-1.62)

1.61 (1.46-1.77)
1.32 (1.15-1.51)




Original Research OBSTETRICS & GYNECOLOGY

Maternal Deaths From Suicide and Overdose
in Colorado, 2004-2012

Torri D. Metz, Mp, ms, Polina Rovner, Mp, M. Camille Hoffman, MD, MSc, Amanda A. Allshouse, Ms,
Krista M. Beckwith, mspH, and Ingrid A. Binswanger, MD, MPH, MS

VOL. 128, NO. 6, DECEMBER 2016

Suicide or accidental overdose
Motor vehicle crash Opioids
Non-cardiovascular conditions Alcohols
Cardiovascular conditions Benzodiazepines
Cocaine/metabaolites
Sedatives/hypnotics
Antidepressants
Amphetamines
Muscle relaxants
Cannabinoids

Other traumain=2 Acetaminophen
I T T T T T T 1 Other tDIiC"y ﬂ=3
T

0 5 10 15 20 25 30 35 SR

o 5 10 1I5 2I|.'l 2'5 3'0 3'5 4|U 4'5 510
Percentage of all maternal deaths Percentage of maternal death cases

Fig. 1. Maternal deaths in Colorado from 2004 to 2012 Fig. 2. Frequency of drugs and pharmaceuticals detected
(N=211) classified by cause. The x-axis delineates the on toxicology testing during autopsy (n=50, toxicology
percentage of matemal deaths in each category stated on testing not performed in n=9). Toxicology testing did not Fig. 3. Temporal distribution of maternal deaths from self-
the v-axic with the f v in each cateo ded at find any positive results for anesthetics, antipsychotics, harm by trimester of pregnancy and number of months

€ Y-dXis Wi € r&‘qUEII'III_‘y ”.-i edch calegory provi E. d barbiturates, or phencyclidine. Opioids include heroin and postpartum. Relatively few cases occurred during the
the end of each bar. Classifications are mutually exclusive. pharmaceutical opioids (including methadone). Frequen- pregnancy.
Metz. Matemal Deaths From Self-Harm in Colorado. Obstet Gynecol cies in figure are not mutually exclusive. Metz. Maternal Deaths From Self-Harm in Colorado. Obstet Gynecol
2016 Metz. Maternal Deaths From Self-Ham in Colorado. Obstet Gynecol 2016.

‘ 2016.

Mumber of maternal deaths

Time antepartum and postpartum
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Medication assisted treatment discontinuation in pregnant and
postpartum women with opioid use disorder

Christine Wilder®"*, Daniel Lewis?, Theresa Winhusen?

* Addiction Sciences Division, Department of Psychiatry and Behavioral Neuroscience, University of Cincinnati College of Medicine, 3131 Harvey Avenue,
Cincinnati, OH 45229, USA
b Department of Veterans Affairs Medical Center, 3200 Vine Street, Cincinnati, OH 45220, USA
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Fig. 1. Kaplan-Meier estimates for remaining in methadone treatment after preg-
nancy.

Medication
discontinuation
IS common
postpartum due,
In part, to
changes In
Insurance status



Opioids: Original Research

Fatal and Nonfatal Overdose Among
Pregnant and Postpartum Women

[
n

B All overdose events

]
(=}

-
n

in Massachusetts OBSTETRICS & GYNECOLOGY

Davida M. Schiff, Mp, msc, Timothy Nielsen, mMpH, Mishka Terplan, mp, MPH, Malena Hood, MPH, 3
Dana Bernson, mMPH, Hafsatou Diop, MD, MPH, Monica Bharel, Mp, MPH, Timothy E. Wilens, mp,
Marc LaRochelle, Mp, MPH, Alexander Y. Walley, Mp, MSe, and Thomas Land, PhD i i

Owverall  Year First Second  Third 0=3 7=9 10=12
prior io trimester frimester frimesier months rn-:}nths moanths  months
delivery

Overdose rate per
—
(=]

100,000 person-days

o

Table 2. Opioid Overdose Rates Among Pregnant and Parenting Women With Fvidence of Opioid Use
Disorder in the Year Before Delivery (n=4,154)

>

Period Relative to OD Events While Receiving OD Events Mot Receiving
Delivery All OD Events Pharmacotherapy Pharmacotherapy | Cverdose events on pharmacotherapy

]
o

Overall 7.99 (7.01-9.0A) 4.43 (3.28-5 86) 10.04 (8.67-11.56)* Overdose events not on phamacotherapy

Year before delivery- 9.72 (6.91-13.29 3.74 (1.02-9.57) 11.89 (8.28-16.54)
conception
Trimester (weeks of
gestation)
1st i0-12) 5.88 (6.04-12.61) 4.79 (1.56-11.18) 10.63 (6.94-15.58)
2nd (13-28) 3.2301.81-5.32) 1.20 (0.15-4.35) 4.35 (2.32-7.44)
3rd (29 or greater) 3.32 (1.59-6.10)° 4.08 (1.32-9.51) 2.80(0.91-6.53)
Postpartum (mo)

0-3 7471 {4.92-10.71) 3.17 (1.03-7.47) 10.44 (b.62-15.67)
4—6 6.89 (4.50-10.10) 1.31 (016474 10.67 (h.84-15.58)*
7-9 12.2 (8.93-16.28)" 6.74 (3.23-12.40) 15.75 (11.03-21.80) 1
10-12 12.35 (9.07-16.42)" 10.84 (6.20-17.60) 13.3 (9.04-18.88)

0D, opioid averdose. ] Overall Year First Second  Third 0- - 10-12
= P L L I
Pam are rate/100,000 person-days (95% CI), . . prior to trimester trimester trimester months manths months manths
Denates statistically significant difference between overdose rates among women receiving pharmacotherapy vs women not receiving .
pharmacatherapy. delivery
" Denates statistically significant difference between overall overdose rates during third timester and 7-12 months postpartum.

[
(o= ]

-
on

-4
=

Overdose rate per
100,000 person-days

tn




Point 3

e Addiction is a chronic condition

e Birth outcomes of people with treated addiction are similar to
those of a general population

e Care drops off postpartum
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3 Sorry lady..

James
Opinion OC
Sure, the parents love the child but do they love him more than

r the other.

Jude Parker Smith

Lindsey Jarratt is Bow sober and on solid ground i HHCAZ0, 1L Jarfl

remains in foster care.

Some DEGDEE should not be allowed to have children, n | have no sympathy for her. You
)y not care about the child. Period.

By Jeneen Interlandi

Ms. Interiandi is a member of the editorial board There

Jan. 13, 2019 f v AR B J ere
There are consequences of being a junkie. You just don't return to
life expecting all you had before.

Lindsey Jarratt’s son, Brayden, was a year old when the Child
Protective Services of Dinwiddie, Va., took him to live with strangers.
There are things about the months surrounding that moment that Ms.

Jarratt can’t remember — heroin has a way of erasing time. But this The state needs to let the children from junkna parents as heroin is

much is still etched in her mind: how he screamed and sobbed, the o , _
way his baby fists clutched at the nape of her shirt, the feel of his tiny 2 tough addiction and one that she’ll pmbab]y fail to beat based on

body pressed so desperately against hers that the two had to be pried statistics.
apart.




Stigma

Discrimination and Prejudice

Punishment



State Policies related to drug use during pregnancy
have become increasingly punitive

Overview of policy combinations: 2000 Overview of policy combinations: 2015

Presentation Dr Faherty, Academy Health Annual Research Conference, June 3 2019



State Policies on Substance Use during Pregnancy

Policy Number of States
Substance Use Considered Child Abuse

Substance Use Grounds for Civil Commitment

Mandatory Reporting

Targeted Programs for Pregnant Women

Pregnant Women Given Priority Access

Pregnant Women Protected from
Discrimination

Guttmacher Institute January 1, 2020



Punitive State Policies:
Worse Public Health Outcomes

Arcosousse Cinacat axn BExrmusestal REsancy

* Mandatory Warning Signs and
Associations Between State-Level Policies Regarding . . .
Alcohol Use Among Pregnant Women, Adverse Birth Child Abuse/ N egIECt dESlgnathn :

Outcomes, and Prenatal Care Utilization: Results from . .
1972 to 2013 Vital Statistics — Increase odds of low birth weight

Meenakshi S. Subbaraman (), Sue Thomas, Ryan Treffers, Kevin Delucchi, William C. Kerr, a n d p re m at u re d e I ive ry

Priscilla Martinez, and Sarah C.M. Roberts

i i oo ot Senei i i — Decrease odds of any prenatal care

the United States. However, no study to date has examined whether these poliaes are related to birth
outcomes—the outcomes they ultimatdy aim to improve. Here, we assessed whether state-level policies
targeting akohol use durmg pregnancy are related to birth outcomes, which has not been done compre- a n d A P G A R 7 +
hensively before
Methods: The study involved secondary analyses of birth certificate data from 148,048 208 U S. sin-
gleton births between 1972 and 2013. Exposures were indicators of whether the following 8 policies
were in effect dunn staton: Mandatory Waming Signs (MWS), Prionty Treatment for Pregnant Y b b °
Women, Prionty Treatment for Pregnant Women/'Women with Children, Reporting Requirements for e p O rt I n g e q u I re I I I e nt A
Data and Treatment Purposes, Prohibitions Against Criminal Prosecution, Civil Commitment, Report-
ing Requiraments for Child Protective Services Purposes, and Child Abuse/Child Neglect. Outcomes
were low birthweight (<2,500 g), premature birth (<37 weeks), any prenatal care utibzation (PCU), late - -
PCU, inadequate PCU, and normal (27) APGAR score. Multivarmble fixed-effect logistic regressions —_— N O effe Ct Of | OW b I rt h We I ht
controlling for both maternal- and state-level covanates were used for statistical analyses. g )
Resuts: Of the 8 policies, 6 were significanty related to worse outcomes and 2 were not significantly
related to any outcomes. The policy requinng MWS was related to the most outcomes: speafically, liv-

tng 1o & e whth WS was schaiek 16 7% Mg ol of o Meamelght (b < 907 4% MghGF odde prem ature delive ry, pren atal care or

of premature birth (p < 0.004); 18% lower odds ofany PCU (p < 0.001); 12% higher odds of lake PCU

(p <0.002); and 10% lower odds of a normal APGAR score (p < 0.001) compared to living in a state

without MWS
Caonclusions: Most policies targeting alcohol use dunng pregnancy do not have their intended effects S CO re

and are related to worse birth outcomes and less PCU
Key Wardss Alcohol, Pregnancy, Policy, Birth Outcomes, Vital Statistics
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Association of Punitive and Reporting State Policies
Related to Substance Use in Pregnancy With Rates

of Neonatal Abstinence Syndrome

Laura ) Faherty, MD, MPH, MS: Ashiey M. Kranz, PhD; Joshua Russell-Fritch, MS; Stephen W Patrick, MD. MPH, MS: Jonathan Cantor, PhD; Bradiey D. Stein, MD, PhD

Abstract

IMPORTANCE Despite the rapidly changing policy environment regarding substance use during
pregnancy. information is lacking on the association of state policies with neonatal abstinence
syndrome (NAS)

OBJECTIVE To determine if punitive or reporting state policies related to substance use dunng
pregnancy are associated with NAS rates

DESIGN, SETTING, AND PARTICIPANTS This repeated cross-sectional study used retrospective.
difference-in-difference analysis of live births in the State inpatient Databases from 8 US states in
varying years between January 1, 2003, and December 31, 2014, States without punitive or reporting
policies were compared with states with policies before and after policy enactment using logistic
regression models adjusted for individual and county-level factors and state and year fixed effects
Analyses were conducted from Apnil 10, 2019, to July 30, 2019

EXPOSURES Time since enactment of state policies related to substance use in pregnancy. county
level rurality and unemployment, and presence of specialized treatment programs for pregnant and
postpartum women in a county.

MAIN OUTCOME AND MEASURES Rates of NAS

RESULTS Among 4 567 963 live births, 23 377 neonates (0.5%) received a diagnosis of NAS. Among
neonates with NAS, 3394 (14.5%) lived in counties without any treatment programs specifically for
pregnant and postpartum women, 20 323 (86.9%) lived in metropolitan counties, and 8135 (34 8%)
lived in counties in the highest unemployment quartile. In adjusted analyses among neonates in
states with punitive policies, odds of NAS were significantly greater during the first full calendar year
after enactment (adjusted odds ratio, 1.25; 95% Cl, 1.06-1.46; P = 007) and more than | full year
after enactment (adjusted odds ratio, 1.33; 95% CL, 117-1.51; P < .001). After regression adjustment,
the annual NAS rate was 46 (95% Cl, 43-48) neonates with NAS per 10 000 live births in states
without punitive policies; 57 (95% Cl, 48-65) neonates with NAS per 10 000 live births in states with
punitive policies during the first full year after enactment; and 60 (95% Cl, 56-65) neonates with
NAS per 10 000 live births in states with punitive policies in effect for more than 1 full year. There was
no association between reporting policies and odds of NAS

CONCLUSIONS AND RELEVANCE In this repeated cross-sectional analysis of 8 states, states with
punitive policies were associated with greater odds of NAS immediately and in the longer term, but

there was no association between NAS and states with reporting policies

JAMA Network Open 2019.2(11) 91984078, dot

Key Points

Question Are state punitive o
reporting policies related to substance
use during pregnancy associated with
rates of neonatal abstinence
syndrome (NAS)?

Finding In this repeated cross-sectional
study of nearly 4.6 milion births in 8
states, policies that criminalized
substance use during pregnancy,
considered it grounds for civil
commitment. or considered it child
abuse or neglect were associated with
significantly greater rates of NAS in the
first full year after enactment and more
than 1 full year after enactment. Policles
requiring reporting of suspected
prenatal substance use were not
associated with rates of NAS.

Meaning Policy makers seeking to
reduce NAS rates may wish to consides
approaches favored by public health
experts that focus on primary
prevention

+ Invited Commentary
+ Suppiemental content

Author affilations and article information are
ksted at the end of thes article

Punitive Policies an
Increased NAS

Figure. Annual Rates of Neonatal Abstinence Syndrome (NAS)
per 10 000 Live Births StratiNed by State Punitive Policles
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Time Since Policy EaaCtment

The adiusted rate of NAS per 10 000 ve barths for neonates was estimated
from the regression model conditional on residing in states without punitive
polcies, during the first Al calendar year after puntive policies went into effect
and with punitive policies In effect for more than | full calendar year, while
keeping all other covariates at their ongnal values. Error bars indicate 95% C)




Stigma Decreases Treatment Receipt

Amencan Joumnd of Epidemology Vol. 172, No. 12
© The Author 2010. Published by Oxford Universty Press on behalf of he Johns Hopiins Bioomberg School of DOI: 101093 e kwg304
Public Heath. All nghts reserved. For permissions, please e-mal: joumnais permiss ions @ axdordoumass. org Advance Access publication:

November 2, 2010

“Dose-dependent” relationship between
Stigma and Odds of lifetime AUD services

Original Contribution

Stigma and Treatment for Alcohol Disorders in the United States

K. M. Keyes*, M. L. Hatzenbuehler, K. A. McLaughlin, B. Link, M. Olfson, B. F. Grant, and D. Hasin

* Comespondence to Dr. Katherine M. Keyes, Department of Epidemiology, Mailman School of Public Health, Columbia University,
722 West 168th Street, New York, NY 10032 (e-mail: kmk2104 @columbia.edu).

Table 3. Assocation Between Alcohol Stigma and Any Lifetime Treatment Utilization Among

Individuals With a Lifetime Alcohol Disorder, United States, 20042005 (n = 6,309)
Initially submitted June 3, 2010; accepted for publication August 12, 2010.

Utilized Alcohol Services, Lifetime (n = 1,401)
Adjusted
OR*

% (SE) U""g&'“’" 95% Cl

Among a nationally representative sample of adults with an alcohol use disorder, the authors tested whether
perceived stigmatization of alcoholism was associated with a lower likelihood of receiving alcohol-related services.
Data were drawn from a face-to-face epidemiologic survey of 34,653 adults interviewed in 2004-2005 who were
aged 20 years or older and residing in households and group quarters in the United States. Alcohol abuse/
dependence was diagnosed by using the Alcohol Use Disorder and Associated Disabilities Interview Schedule—
Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, version (AUDADIS-IV). The stigma measure
used was the Perceived Devaluation-Discrimination Scale. The main outcome was lifetime intervention including
professional services and 12-step groups for alcohol disorders. Individuals with a lifetime diagnosis of an alcohol
use disorder were less likely to utilize alcohol services if they perceived higher stigma toward individuals with
alcohol disorders (odds ratio = 0.37, 95% confidence interval: 0.18, 0.76). Higher perceived stigma was associated
with male gender (B = —0.75; P < 0.01), nonwhite compared with non-Hispanic white race/ethnicity, lower income
(B =1.0; P < 0.01), education (§ = 1.48; P < 0.01), and being previously married (f = 0.47; P = 0.02). Individuals
reporting close contact with an alcohol-disordered individual (e.g., relative with an alcohol problem) reported lower
perceived stigma (f = —1.70; P < 0.01). A link between highly stigmatized views of alcoholism and lack of services
suggests that stigma reduction should be integrated into public health efforts to promote alcohol treatment.

95% Cl

High stigma (n = 1,911) 21.25 (1.32) 088 0.71,1.08 0.37 0.18, 0.76
Middle high (n = 1,692) 17.69 (1.06) 070 0.58, 0.84 0.47 0.23, 0.95
Middle low (n = 1,533) 17.17 (1.05) 067 0.57, 0.81 0.61 0.32, 1.16
Low stigma (n = 1,173) 23.51 (1.06) 100 1.00
Abbreviations: Cl, confidence interval; OR, odds ratio; SE, standard emor.

* Adjusted forsex, age, race/ethnicity, income, education, marital status, and number of lifetime
alcohol de pendence critena met.




Addiction Stigma Common among Providers

Donna Dowling, PhD, RN, and Shelley Thibeau, PhD, RNC-NIC O Section Editors

Orlglnal ResearCh 3;??::&:%; 414421 ‘ @ Taylor & Francis

hetps://dolorg/10.1080/08897 aylor & Francis Croup

ORIGINAL RESEARCH ) Civwch for upcuton

Trainees’ knowledge, attitudes, and practices towards caring

Neonatal Abstinence Syndrome

Exploring Nurses’ Attitudes, Knowledge, and Practice
Rachael Romisher, BSN; Deanna Hill, BSN, RNC-NIC; Xiaomei Cong, PhD, RN

for the substance-exposed mother-infant dyad

Davida M. Schiff, MD*®, Barry Zuckerman, MD*®, Elisha M. Wachman, MD**<, and Megan Bair-Merritt, MD, MSCE™®

*Department of Pediatrics, Boston Medica Center, Boston, Massachusetts, USA; "Boston University School of Medicine, Boston, Massachusetts, USA;
“Division of Neonatology, Boston Medical Center, Boston, Massachusetts, USA

TABLE 2. Participants’ Attitudes Regarding Care of Infants With NAS (N = 54)

Strongly Strongly
Disagree Disagree Neither Agree Agree
n (%) n (%) n (%) n (%)

23 (42.6) 16 (29.6)

Question Overall Medical Interns Residents
Students

| frequently blame the mother of an infant with NAS for 13 (24.1) 18(33.3) 8(14.8) 14(25.9)

| feel angry towards women who use drugs while

the infant’s health problems.
they are pregnant

| find dealing with mothers of infants with NAS to be 8(148) 16(296) 9(16.7) 20(37.0)

stressful or upsetting. Mothers who use drugs during pregnancy should

not be allowed to retain custody of their kids

consider the tential circumstances surrounding h‘er
drug use.

| feel that the rewards of caring for an infant with NAS 0(0) 6(11.1) 11(204) 23(42.6) 14(25.9)
outweigh the challenges of caring for an infant with
NAS.

| find it frustrating when the mother of an infant with 2(3.7) 3 (5.6) 7(13.0) 27(50.0) 15(27.8)
NAS is infrequently present to provide care for her
infant.

| believe that | am responsible for caring for the mother 4(7.4) 4(7.4) 8(14.8) 27(50.0) 11(20.4)
of an infant with NAS as well as the infant.

Mothers who use drugs over utilize health care
resources

Abbreviations: NAS, neonatal abstinence syndrome; NICU, neonatal intensive care unit.




Freedom from Discrimination is a Human Right




Discrimination is Rooted in Ignorance

gnorance of Addiction as a Disease
gnorance of Addiction Treatment
gnorance of Recovery

gnorance regarding Risks to Newborn of Substance Exposure

Discrimination is Rooted in Intention

Intentional Punishment of People Deemed Unworthy



Do Less Harm:
1. Language is Important

* Counter de-humanizing discourse with

HELLO, humanizing language
I AM

* Language: Evidence-based and Person-

\/\OJ( W\(g Qdd(d(()\/\ centered

e The words we use influence how others
conceptualize addiction and public health



The Power of Words to Hurt or Heal

Person in active addiction, Person with a substance

AU, Al JUTGE use disorder, Person experiencing an alcohol/drug problem, Patient

Person who misuses alcohol/drugs

User Person engaged in risky use of substances

Misuse, Harmful use, Inappropriate use,

Abuse Hazardous use, Problem use, Risky use

Clean, Dirty Negative, positive, Substance-free

Substance misuse, Substance use disorder, Alcohol and drug disease,

Habit or Drug Habit Active addiction, Untreated addiction

Replacement or Substitution  Treatment, Medication for Opioid Use Disorder,
Therapy Medication

The Rhetoric of Recovery Advocacy: An Essay On the Power of Language W.L. White; E.A Salsitz, MD., Addiction Medicine vocabulary;
Substance Use Disorders: A Guide to the Use of Language Prepared by TASC, Inc. Center for Substance Abuse Treatment (CSAT), Substance
Abuse and Mental Health Services Administration (SAMHSA), part of the U.S. Department of Health and Human Services (DHHS), rev. 4.12.04



Do Less Harm:
2. Center on the Dyad

“There is no such thing as a baby ... If you
set out to describe a baby, you will find you
are describing a baby and someone. A baby
can not exist alone, but is essentially part of
a relationship”

(D.W. Winnicott 1966)




If it is not a Dyad, It is a Disaster

Don’t let a pregnancy

Expecting mothers who drink, use ruin vour drua habit 0 .
drugs may be jailed under Big Horn x 9 : K I I I I “ u l h e

County attorney's plan

Judge Orders Drug-Addicted Mother of 4 to Not
Get Pregnant Again

by The Associated Press | 6:02 pm, February 14th, 2017

True Crime We can’t stop you from doing drugs, but we can help you
prevent any future drug-addicted pregnancies.

- - - N e » M
Judge suggests drug-addicted gmmm e e
LA.C.K. now & L quaity for a MONETARY
'E when you in long torm b trol

woman gel sterilized before

sentencing, and she does Pyegnangyé aOmRE —

S dencxmix 172128

e - Race, Reproduction, and the Meaning of Liberty

. |
HAS HER DADDY'S £VES, 'l

By Tom Jackman A

UPDATE, 6:05 p.m. Thursday: The judge issued findings
at the sentencing hearing, noted below, and sentenced v -

Creel to 12 months in prison.

In her 34 years, Summer Thyme Creel has passed a lot of " ‘ i . &_.RDOTIS'Z:;‘L?I?#CY): n 0 ”] I Il y R " n e rts

bad checks, taken a lot of drugs and borne a lot of children !
L 93

(seven). After her sentencing today in federal court in A I 'r
Oklahoma, her involvement with checks and drugs will . : ' | TANES
stop at least temporarily, but she will never have another = /| H&DMWMfmﬁmﬁmm R £\

baby. That's because the judge in her case suggested, in Vist wvavprojectprevention 019 and make your taxd
¢ ). ai Together, we can prevent a human

writing, that Creel consider getting herself sterilized before

the sentencing. and Creel proceeded to do just that.



Do Less Harm:
3. Focus on Medicine/Public Health as Practice

Evidence-Based

AND

Person-Centered



Do Less Harm

* Evidence-Based: Grounded in Science
— Harms of illicit substances exaggerated; Effects of licit substances
minimized
— Overstate the importance of intrauterine exposure; Neglect the role of the
care-giving environment

* Person-Centered: Ethical and Grounded in Human Rights

— Reproductive Health as a Human Right - Right to determine whether and
when to become pregnant, and

— Support autonomy and maternal subjectivity in decision making
surrounding pregnancy

— Remain attuned to the unigue demands we place on preghant and
parenting people, their bodies and their minds



Thank You

* Mishka Terplan
. . @do _less harm
* Mishka.Terplan@ucsf.edu




Carrie Griffin DO

United Indian Health
Services/K'imaw/Open HumbOIdt COUﬂty

Door Community Health Perinatal SUD Treatment

February 11, 2021




objectives

Combating stigma as a barrier to care




"Addiction is pretty simple.

It's what happens when people don't get what they need and end up
soothing themselves.”

Gabor Mate MD



Overall Humboldt Co. drug poisoning
maortality rate (2005-20118): 32.0
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Fiqure 4:

To.0

0.0

Rate per 100,000

10.0

0.0

White, Non-Hispanic

Sourca: County of Humboll Wital Stalisles

Average drug poisoning mortality rate by race/ethnicity, Humboldt County 2005-2018

2005-2018 Humboddt County drg-
poisoning deaths by racelethnicity:

=While, Non-Hispanic: 505
American lrnd Alazka Mative: 51

=All Other Race/Ethnicity: T1

23.1

American Indian/Alaska Native

All other racelethnicity



epidemiology

- Pregnant persons in Humboldt are

3.7 times more like to be diagnosed
with a SUD than the rest of CA (CA
Child Welfare Project 2018)

« Children in Humboldt are 2 times

more likely to be placed in foster
care



- In 2015, 35.7 % of all children placed
in foster care were Native American
despite comprising only 7% of the
county population

epidemiology

- 30.5 % of all child abuse & neglect
cases in 2015 were Native children

California Child Welfare Project 2015



Indian Child Welfare Act

“ to protect the best interest of Indian Children & to promote
the stability & security of Indian tribes & families by the
establishment of minimum Federal standards for the removal of
Indian children & placement of such children in homes which will
reflect the unique values of Indian culture”

California a Public Law 280 state - state has concurrent
jurisdiction for native children both on/off reservations -
framework for how Family Wellness Court came to be



Humboldt Significant Healthy
From the 2017 California County Health Profiles County Difference from  California FEL‘-F-IE ZIDZEI
CA? (Y/N) Objective
Infant Mortality (2012-14) (per 1,000) 6.6* N 4.6 b
% Low Birth Weight Births (2013-15) 5.60% N 6.80% 7.80%

% pregnancies beginning prenatal care during first
trimester (2013-15)

Births to Mothers age 15-19 (per 1,000) (2013-15) 20.2 21 42.5
Births to Repeat Teen Mothers (2012-15) 10% (2015) 17% (2013)

Initiation of Breastfeeding (2013-15) 93.00% 93.50% 81.90%

Mood disorder hospitalizations per 100,000 female
population age 15-44 (2011-2013)

76.50% Y 83.30% 17.90%

1413.5 1074.8 N/A

17.3 N/A

Substance use diagnosis per 1,000 hospitalizations of
pregnant females age 15-44 (2011-2013) 63.7 <




Screening tool that looks .

S . Determines well matched

at six dimensions to offer .
placement options for an

a holistic assessment of a individual with a

atient’s biopsychosocial .
P . P>Y substance use disorder
circumstances

ASAM Continuum & Levels of Care



ASAM SIX DIMENSIONS

Acute Intoxication & Withdrawal 4. Readiness to Change

Biomedical Conditions & Complications 5. Relapse, Continued Use or

Continued Problem Potential

Emotional, Behavioral or Cognitive

Complications
6. Recovery/Living Environment



REFLECTING A CONTINUUM OF CARE

Intensive Outpatient/ Medically Managed

Outpatient Partial Hospitalization Residential/ Intensive Inpatient

Services Services Inpatient Services Services

Early Intervention Partial Clinically Medically

i ! : ‘ . . A
HospDiItahization "'1*—”"4'-4"-“3 vionitoreg

@ (}P‘l VICesS LOW- ntens T'y' lfln’_?‘:‘[:‘.f‘.‘_-‘
£
Residential Inpatient

o~

Intensive Outpatient Services Services
Services 33

Clinically Managed
Population-Specific

Note: | e
High-intensity

Within the five broad levels of care (0.5, 1, 2, 3, 4), decimal num:- Residential Services @
bers are used to further express gradations of intensity of services. il
The decimals listed here represent benchmarks along a continuum, Managed

: High-Intensity
meaning patients can move up or down in terms of intensity with-
out necessarily being placed in a new benchmark level of care.




Humboldt County
Level 1: Outpatient
Services

Prenatal care with MAT/Buprenorphine
Providers

United Indian Health Services
K'imaw
- Open Door Pregnancy Services

MAT (Medication Assisted Treatment)

- Aegis Treatment Center (methadone)
- All clinics listed above + Humboldt
IPA Priority Care Center



- DHHS Healthy Moms & Dads’ Programs
Humboldt County: y °

2.1 | |
ntensive . UIHS Substance Use IOP

Outpatient
Programs (IOP)

- County Mental Health IOP




Humboldt County
Level 3: Residential
Treatment Centers

Level 3.1

» Humboldt Recovery
Center
« Crossroads

Level 3.7

- Waterfront Recovery
Services (medical
detox)




Humboldt County Level 4: Inpatient Services

ST JOSEPH'S HOSPITAL MAD RIVER REDWOOD MEMORIAL
COMMUNITY HOSPITAL HOSPITAL



Care

: : UIHS CHW ( Road to Resilience)
Coordination
Services

Humboldt RISE online directory of SUD services




Why not seek out care?

For pre-contemplative patients
harm reduction services available

HACHR

County SEP




in her own words

"My prenatal care was great. | didnt know | was pregnant until later on in
pregnancy but the clinic was nice and didn't judge me. When | got to the

hospital it was really bad. The nurses, everybody, the only person that was
nice was the anesthesiologist.

| went into the bathroom because | had been constipated for a week. Before
they even knew that | used drugs, my mom could hear them outside the door
talking about how | was using drugs in the bathroom. All of it was depressing.

| try not to think about it too much because it's too much to think about and it
makes me depressed.”



Embodied Ways to
Combat Stigma

Self Inquiry: What beliefs, feelings,
judgements do you hold about substance
use in general? About substance use in
pregnancy?

Journaling

Spiritual Practice (prayer, tonglen,
mindfulness, metta)

Community of Support (compassion
fatigue support groups)

Counseling (consider trauma therapy
for secondary trauma)



Word Choice: What language & vocabulary do you use
to describe people with substance use disorders?

Embodied Ways to . Clean In Recovery

Combat Stigma

. Addict, Junkie Patient with a SUD

- Drug Baby Substance Exposed NB




Embodied Ways to Combat Stigma

Education: what do you know
about the science of substance
use, of trauma? What about how
substance use affects native
communities?

™

How can you share what you learn
with others




Resiliency: how can you focus on the
positive, stabilizing, health-affirming
choices a person makes?

Embodied Ways to . Learn about protective factors

. ldentify what is working well for a
person both present & past

Combat Stigma

. Slow down and celebrate small
successes




Embodied Practices for Cultural, Historical &
Intergenerational Trauma

Acknowledge Encourage Use

Acknowledge the history Encourage reconnection
& complexity of trauma with culture &
& practice curiosity community

Use cultural practices as
primary treatments

about how this affects
an individual’s life

APA Stress & Trauma Toolkit for Indigenous Peoples



in her own words — take two

" We had talked about it [NAS] early in my prenatal care and were reassured
that babies were adaptable. | wasn’t nervous going to the hospital.

The nurses were helpful, they checked on us. They also seemed to have
experience from past people being more dramatic and things.

My experience was great. | got all the information | needed, all my questions
answered.”



Yurok Health and Human Services

Alita Redner, MSW
Indian Child Welfare Manager
Yurok Health and Human Services

February 11, 2021




‘E ko nor (Keep Safe)

* Address substance use disorders among pregnant women

« Understand the number of infants born with prenatal substance exposure continues to
rise.

* Education on the Child Abuse Prevention and Treatment Act (CAPTA) requires that states
develop Plans of Safe Care

- Implementation of policies and procedures to address the needs of this population.

* Review best practices and evidence based practices

Capturing the experience of engaging across jurisdictions in a multi-disciplinary process to
implement Empowerment Plans (Plans of Safe Care) and the role of their Joint Jurisdiction
Family Wellness Courts.



Yu ro k Tri be i’urok Reservation and Surrounding Area
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Largest Tribe in California & 95% grant funded

Federally recognized in 1993- fairly young as a
government, well developed Tribal court

Signed State Title IV-E Agreement in 2010

Title IV-B
32%-35% in state system

Yurok Ancestral Territory
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Historical Context

* Assimilation

e Slavery
 Boarding School
* Relocation Act

Indian Adoption Project

Social workers assessed the Native American
family without cultural knowledge and
imposed their own cultural values and system
values and behavioral standards.

This practice and values behind it are
contrastingly different of Tribes.

How is this practice different today?



Opportunities to rethink our interventions and
supports through looking at our outcomes

- “z_m..',.u;
At )




Stigma Reduction

At ‘E ko nor (Keep Safe) , awareness that families heal within
communities. What we believe is that everyone has the

power to do what is right — for yourself, your baby, your
family, and your community.

Assessment:
Immediate Needs
Health Care
Medical Assisted Treatment (MAT)
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Financial Stability
TANF/Tribal TANF
Employment

General Assistance



To access service tailored to your needs and that of your family’s, we ask
Assessments:  your permission to conduct applicable assessments with you

ASAM level for client (.5 — 4)
Ask Revise Refer

Cultural Connections

Four 4 Ps Plus

Mental Health:

Edinburgh

PHQ9
NCFAS
SDOH
TANF (At-Risk)
Eat, Sleep, Console



‘E ko nor (Keep Safe)
* Empowerment Plan

My Family, Friends, Tribe, and Community
Resources are here to support me attain
Pyuech we-son-o-wok (a state of being when
everything is just as it should be—
balanced/wellness)




Prenatal Period

Prenatal Plan
Assessing Engagement
Access to Education/Resources

Mandated Reporting/Role of Child Welfare

Wwhat to

Expect during

youth birth

4 tour of the
birth place, a
review of
Your
preference
for your
birth plan

ospital stay,

Tuformatio
n about
Safe Sleep

The
benefits
of Breast
Feedivg

Resources

Options

a review of
Neonatal
Abstinence

what it is,
how it is
diagnosed and
treated and
the
important
AU
have i
caring for
their babies

Wandatory

TReporting

and the role
of Child
Wwelfare




‘E ko nor (Keep Safe)

* Importance of Connection rather than bonding
* First 10 days
* Ceremony

* Accountability, responsibility, balance and
shame

e Children are not owned by parents

e Children are everyone’s responsibility

* Help and roles

 Ceremony to heal and out of balance
 Payment and true justice system

* Asking for support and help is ok

* Based on village and Yurok values
 Harm reduction and engagement

* Minimizing harm to fetus, infant, and child
* Utilize EBP along with cultural assessment




Yurok Program Design

Use of braided funding- TANF, BIA self governance, grants
TANF staff

Benefits

Services and supports tailored to the needs of your children

Healing mind, body, and spirit through culturally sensitive
approaches and activities

You are a valued person!
Your children need you!
Your family needs you!

Your community needs you!
You can feel better!

Family advocate who will be a member of your Tribe (“auntie/

uncle”) who will help advocate for you and access services

Family wellness team who will walk with you through your
recovery

Help navigating all the care providers working with your
family




Partners, families, and community building trust
and engaging mothers- connection in community,
validate journey and experience, power to history,
etc.

Role of elders, peer support, and cultural mentors

Partnership with road of resiliency — First 5 and
other partners

Next steps- accessing data, phase I, cultural
assessment and planning for program services.

Utilizing format for all ages of youth universal

screening.



‘E ko nor (Keep Safe) Program Flow Chart

EARLY IDENTIFICATION

OF PARTICIPANT

‘E ko nor OFFERED TO
PARTICIPANT

REFERRAL TO TRIBAL
SOCIAL WORKER OR
ADVOCATE

PLAN OF SAFE CARE
INITIATED

Pregnant parent
with SUD

Pregnant parent
with Substantial
risk of SUD during
pregnancy

Parent with SUD
and child under
the age of 5

Tribal clinic, social
services, TANF, or
other Tribal
provider (Tribe)
describes ‘E ko nor
and provides
brochure

Tribe offers ‘E ko nor

Tribe completes
Intake Form with
participant (as much
as possible)

Tribe completes its
own assessments

Tribe obtains signed
Release of
Information

Tribe makes warm
hand-off to Yurok
or Hupa Family
Advocate/Navigator
and provides any
assessments to
them (TANF or
court)

Family Advocate
completes Intake
Form with
participant

Family Advocate with
participant

Develops plan of safe
care

Explains Release of
Information

Obtains releases so
that the family
wellness team
members can share
information to
support the participant
and family

Family Advocate meets
with participant at
least weekly (and is
available 24/7 on-call)

Family Advocate with
participant

* Identifies family,
friends, and
community
service providers

* Convenes
healthy circle bi-
monthly
meetings

* Updates Plan of
Safe Care at
family wellness
team and bi-
monthly team
meetings

* Advises
expecting
mother to share
her Plan of Safe
Care with
hospital

[ Premamlperod >




Questions for our panelists? . - —
L
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Contact Information

Dr. Mishka Terplan, MD MPH Dr. Carrie Griffin, DO Heidi O’Hanen
FACOG DFASAM Doctor of Osteopathic Medicine Road to Resilience Project
: . Coordinator
Associate Medical Director, Friends L}mtedﬁlndmn Health .
. Services/K’imaw/Open Door First 5 Humboldt
Research Institute ,
Community Health Centers hohanenl@co.humboldt.ca.us
Adjunct Faculty, UCSF, Clinical carrie.griffin@uihs.org
Consultation Center
) DiputthhfiZ iﬁni‘wl ?Il_‘lfiCt‘-;fh . Alita Redner, MSW Suzanne Garcia
epartment of Behavioral Hea : .
P Indian Child Welfare Manager Child Welfare Specialist
Mishka.Terplan@ucsf.edu Yurok Health and Human Tribal Law and Policy Institute
Services Suzanne@tlpi.org

aredner@yuroktribe.nsn.us
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