
Welcome!
Thank you for joining us today.

The Weaving Wellness Webinar Series (Part I)

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 
nbui@cffutures.org 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 
diagonal slash means it is off)

Click here to raise your hand if you’d like 
to speak.  You can also click the other 
icons to submit non-verbal feedback.

Click here to submit and view 
questions/comments.
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If you’d like to speak, send us a chat or 

raise your hand!  You will receive the 

notification once we’ve enabled you to 

speak (see screenshot below).

(Phone only) Press *9 to raise your 
hand. 



To change your display name after 

entering a Zoom meeting, click on 

the “Participants” button at the 

bottom of your Zoom screen.

Next, hover your mouse over your name in 

the “Participants” list on the right side of 

the Zoom window.  Click on “Rename.”

Enter the name you’d like to appear 

in the Zoom meeting and click 

on “OK.”

How to Change Your Display Name on Zoom



Weaving Wellness: A Webinar Series

Add your description here, add your description here. Add your 
description here.

Add your description here, add your description here. Add your 
description here.

Add your description here, add your description here. Add your 
description here.

Webinar 1:
Supporting pregnant 

women with substance 
use disorder

February 11, 2021

• Dr. Mishka Terplan: National perspective

• Dr.  Carrie Griffin: Local champion
• Alita Redner, MSW: Yurok leader

Webinar 2:
Effective supports for 

moms and newborns 
with prenatal 

substance exposure

February 25, 2021

• Dr. Matthew Grossman: National perspective (Eat, Sleep, Console)

• Susan Johnson, RN: Local champion

• Sandra Lowry: Local champion (cultural practices)

Webinar 3:
Weaving together 

wellness supports for 
families with substance 

use disorder

March 15, 2021

• Dr. Ira Chasnoff: National perspective

• Heidi O’Hanen: Local champion (Road to Resilience)

• Lori Nesbitt: Local champion (Healing to Wellness Court) 

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



Welcoming

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



National Quality Improvement Center for Collaborative 
Community Court Teams

A Program of

Administration on Children, Youth and Families

Children’s Bureau

7Preliminary Data – Do Not Cite

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

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)

IMPLEMENTATION

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

CAPACITY

Sustain the effective 
collaborative partnerships, 
processes, programs, and 

procedures implemented to 
achieve the goals of each 

demonstration site

SUSTAINABILITY

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

DISSEMINATION



QIC Demonstration Sites

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

Local Court

QIC-CCCT Demonstration Sites



Today’s Presenters

10Preliminary Data – Do Not Cite

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

• 1) Introduction to Addiction as a Chronic Condition 

• 2) Addiction in Pregnancy and Postpartum

• 3) Stigma and Discrimination 



United States Today
Most people have used drugs

Substance Lifetime 
Use

Lifetime 
Use

Illicit
Cannabis

131 mil
119 mil

49%
44%

Tobacco 169 mil 63%

Alcohol 216 mil 80%



Not everyone who uses drugs 
becomes addicted



What is the risk of opioid 
addiction among 

individuals prescribed 
opioids for pain?

Rates of misuse 12-29% (95%CI:13-38%)

Rates of addiction 8-12% (95% CI: 3-17%)



Development of Addiction Involves Multiple Factors



Addiction: Reward/Reinforcement Disturbance



Control Addicted

Cocaine

Alcohol

Heroin

Meth

Prolonged drug use changes the brain: Functionally…

Dopamine D2 Receptors are Decreased by Addiction



Volkow and Koop, Lancet Psychiatry, 2017



Addiction: From Reward 

Seeking to Relief Seeking



Treatment for Substance Use Disorder
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Chronic use Maintenance

People treated with medications for substance use 
disorder FEEL NORMAL



DSM-5 Opioid Use Disorders1

1. Tolerance2

2. Withdrawal2

Loss of Control

3. Larger amounts and/or 
longer periods

4. Inability to cut down on or 
control use

5. Increased time spent 
obtaining, using or 
recovering

6. Craving/Compulsion

Use Despite Negative Consequences

7. Role failure, work, home, school

8. Social, interpersonal problems

9. Reducing social, work, recreational 
activity

10. Physical hazards

11. Physical or psychological harm

1 Mild (2-3), moderate (4-5), severe (≥6)

2 Not 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

– 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 





Addiction as Chronic Disease



DAT Recovery

with prolonged

abstinence from

methamphetamine

Volkow et al., J. Neuroscience, 2001.

Recovery Leads to Return of 
Normal Brain Structure and Function 



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



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









Dr Benjamin Rush:
Father of Addiction Medicine

Signatory of Declaration of Independence
Owner of Enslaved Peoples

• Morphinism: seen as medical 
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 
first described (and treated)

Turn of the Century Treatment: 
Addiction is a Disease



Substance Use and Addiction: Early 20th Century

Medical
and 

Public Health

Women
White

Upper SES

Criminal 
Justice

Men
Non-White
Lower SES

19th Century 20th Century



The 
Current 
Opioid 
Crisis:

Iatrogenic
MMWR 11/4/11



Opioids and 
Pregnancy



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



Thanks to Dan Cicarrone

The Opioid 
Crisis: 

A Triple 
Wave 

Epidemic





Substance Use and Addiction

Medical
and 

Public Health

Women
White

Upper SES

Criminal 
Justice

Men
Non-White
Lower SES

Medical
and 

Public Health

Universalizing 
Language -
Whiteness

19th Century 20th Century 21th Century



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?

Not Pregnant First Trimester Second Trimester Third Trimester

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



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

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

Continued use in pregnancy is pathognomonic for addiction



The Pregnancy Box



Individuals with the Disease of Addiction 
Need Treatment

Prenatal 
Care

Medication

Behavioral 
Counseling

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



LOW
BIRTH 

WEIGHT
PNC No PNC

No drug 
use

14% 19%

Drug 
Use

19% 48%

1978



No Addiction 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%

Treated vs. Untreated Addiction

Core Principle of PNC:
Optimize maternal 
health via chronic

disease management



SAMHSA Clinical Guide Recommendations

• Buprenorphine and methadone are the safest 
medications for managing OUD during 
pregnancy

• 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

• Reduces fluctuations in maternal 
opioid levels;  reducing fetal stress

• Decrease in intrauterine fetal demise

• Decrease in intrauterine growth 
restriction

• Decrease in preterm delivery



Pharmacokinetic Goals of MOUD

Target Methadone 
Dose

Buprenorphine 
Plasma Conc

MOR Binding

Withdrawal 30-40mg >1ng/ml >50%

Craving >60mg >2ng/ml >70%

Opioid Blockade >85 mg >3ng/dl >80%

Restoration of Reward 
Pathway

Time = 18+ months



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)



Most People with 
Addiction Receive no 

Treatment in Pregnancy



OBGYN Lacks Capacity to Treat OUD

N (%) X Waivered OBGYNs in US

2012 181 (0.4%)

2020 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 4th Trimester - Postpartum 
• Critical Period

• Newborn care, breastfeeding, 
maternal/infant attachment

• Mood changes, sleep disturbances, 
physiologic changes

• 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



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

The 4th Trimester:
Maternal Mortality







Medication 

discontinuation 

is common 

postpartum due, 

in part, to 

changes in 

insurance status





Point 3

• Addiction is a chronic condition

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

• Care drops off postpartum 





Stigma

Discrimination and Prejudice

Punishment



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

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 23+DC 

Substance Use Grounds for Civil Commitment 3

Mandatory Reporting 25+DC

Targeted Programs for Pregnant Women 19

Pregnant Women Given Priority Access 17+DC

Pregnant Women Protected from 
Discrimination

10

Guttmacher Institute January 1, 2020



Punitive State Policies: 
Worse Public Health Outcomes

• Mandatory Warning Signs and 
Child Abuse/Neglect designation:

– Increase odds of low birth weight 
and premature delivery

– Decrease odds of any prenatal care 
and APGAR 7+

• CPS Reporting Requirement:

– No effect of low birth weight, 
premature delivery, prenatal care or 
APGAR score



Punitive Policies and 
Increased NAS



Stigma Decreases Treatment Receipt

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



Addiction Stigma Common among Providers



Freedom from Discrimination is a Human Right



Discrimination is Rooted in Ignorance

• Ignorance of Addiction as a Disease

• Ignorance of Addiction Treatment

• Ignorance of Recovery

• Ignorance 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 
humanizing language

• Language: Evidence-based and Person-
centered 

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



The Power of Words to Hurt or Heal

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 

Stigmatizing Words Preferred Words

Addict, Abuser, Junkie
Person in active addiction, Person with a substance

use disorder, Person experiencing an alcohol/drug problem, Patient

User
Person who misuses alcohol/drugs

Person engaged in risky use of substances

Abuse
Misuse, Harmful use, Inappropriate use,

Hazardous use, Problem use, Risky use

Clean, Dirty Negative, positive, Substance-free

Habit or Drug Habit
Substance misuse, Substance use disorder, Alcohol and drug disease, 

Active addiction, Untreated addiction

Replacement or Substitution 

Therapy

Treatment, Medication for Opioid Use Disorder,

Medication



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



Evidence-Based

AND

Person-Centered

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



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 unique demands we place on pregnant and 

parenting people, their bodies and their minds



Thank You

• Mishka Terplan

• @do_less_harm

• Mishka.Terplan@ucsf.edu



Humboldt County 
Perinatal SUD Treatment

Carrie Griffin DO

United Indian Health 
Services/K’imaw/Open 
Door Community Health 
Centers

February 11, 2021



objectives

Local epidemiology of native populations & SUD

ASAM Continuum screening & levels of care

Humboldt’s perinatal substance use disorder 
services

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





Type to enter a caption.



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



epidemiology

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

• 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





ASAM Continuum & Levels of Care

Screening tool that looks 
at six dimensions to offer 
a holistic assessment of a 
patient’s biopsychosocial 

circumstances

Determines well matched 
placement options for an 

individual with a 
substance use disorder



ASAM SIX DIMENSIONS

1. Acute Intoxication & Withdrawal

2. Biomedical Conditions & Complications

3. Emotional, Behavioral or Cognitive 
Complications

4. Readiness to Change

5. Relapse, Continued Use or 
Continued Problem Potential

6. Recovery/Living Environment





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



Humboldt County: 
2.1 Intensive 
Outpatient 
Programs (IOP)

• DHHS Healthy Moms & Dads’ Programs

• UIHS Substance Use 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 
COMMUNITY HOSPITAL

REDWOOD MEMORIAL 
HOSPITAL



Care 
Coordination 
Services

UIHS CHW ( Road to Resilience) 

K’imaw CHW

NFP & PHN

SJH Care Navigation 

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. I didn’t know I was pregnant until later on in 
pregnancy but the clinic was nice and didn’t judge me. When I got to the 
hospital it was really bad. The nurses, everybody, the only person that was 
nice was the anesthesiologist. 

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

I 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)



Embodied Ways to 
Combat Stigma

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

• Clean In Recovery

• 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



Embodied Ways to 
Combat Stigma

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

• Learn about protective factors

• Identify what is working well for a 
person both present & past

• Slow down and celebrate small 
successes 



Embodied Practices for Cultural, Historical & 
Intergenerational Trauma

APA Stress & Trauma Toolkit for Indigenous Peoples

Acknowledge

Acknowledge the history 
& complexity of trauma 
& practice curiosity 
about how this affects 
an individual’s life

Encourage

Encourage reconnection 
with culture & 
community

Use

Use cultural practices as 
primary treatments



in her own words – take two

“ We had talked about it [NAS] early in my prenatal care and were reassured 
that babies were adaptable. I 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. I got all the information I 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



• 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.

‘E ko nor (Keep Safe)



Yurok Tribe

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



Historical Context

• Assimilation

• 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



Stigma Reduction

Assessment:  

Immediate Needs

Health Care

Medical Assisted Treatment (MAT)

Recovery

Public Health

Financial Stability

TANF/Tribal TANF

Employment 

General Assistance

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.



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

ACES

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



• 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
What to 

Expect during 

youth birth  

hospital stay, 

a tour of the 

birth place, a 

review of 

your 

preference 

for your  

birth plan

Informatio

n about 

Safe Sleep

Child Birth

Class 

Options

The 

benefits 

of Breast 

Feeding 

Resources 

available to 

you and 

your family

Guides on 

Rooming In

Options 

available to 

help you 

manage 

pain 

Information 

about 

substance 

use and 

pregnancy 

a review of 

Neonatal 

Abstinence 

Syndrome: 

what it is, 

how it is 

diagnosed and 

treated and 

the 

important 

role moms 

have in 

caring for 

their babies

Mandatory 

Reporting 

and the role 

of Child 

Welfare



• Importance of Connection rather than bonding

• First 10 days

• Ceremony

• Accountability, responsibility, balance and 
shame

• Children are not owned by parents

• 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

• 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

113

• You are a valued person!
• Your children need you!
• Your family needs you!
• Your community needs you!
• You can feel better! 



• 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 II, 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

• Pregnant parent 
with SUD 

• Pregnant parent 
with Substantial 
risk of SUD during 
pregnancy 

• Parent with SUD 
and child under 
the age of 5

‘E ko nor   OFFERED TO 
PARTICIPANT

• 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

REFERRAL TO TRIBAL 
SOCIAL WORKER OR 

ADVOCATE

• 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)

PLAN OF SAFE CARE 
INITIATED

• 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

BUILDING *SAFETY

Identification tribal

Prenatal Period



Questions for our panelists?



Contact Information

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

Mishka.Terplan@ucsf.edu

Dr. Carrie Griffin, DO

Doctor of Osteopathic Medicine

United Indian Health 
Services/K’imaw/Open Door 
Community Health Centers

carrie.griffin@uihs.org

Heidi O’Hanen

Road to Resilience Project 
Coordinator

First 5 Humboldt

hohanen1@co.humboldt.ca.us

Alita Redner, MSW

Indian Child Welfare Manager

Yurok Health and Human 
Services

aredner@yuroktribe.nsn.us

Suzanne Garcia

Child Welfare Specialist

Tribal Law and Policy Institute

Suzanne@tlpi.org
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