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Objectives

1. Substance Use Disorder (SUD) and
Medication-Assisted Treatment
(MAT) and pregnancy

2. Symptoms of Neonatal Abstinence
Syndrome (NAS) and Neonatal Opioid
Withdrawal Syndrome (NOWS)

3. Plans of Safe Care and Family-
Centered Treatment

4. Care coordination basics and
community partner linkages




Pregnant and Postpartum Women

y  Florida Department of

Priority population for Florida! Children & Families

* SUD maternal deaths
* #1 cause of maternal death
* Child removals
* highest rate of removals involve SUDs

* Often touched by multiple systems



The Triple Wave of Overdose Deaths
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Drug Overdose Deaths in Florida
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Drug categories presented are not mutually exclusive, and deaths may have involved more than one substance. source: coc

WONDER, 2020. https://www.drugabuse.gov/drug-topics/opioids/opioid-summaries-by-state/florida-opioid-involved-deaths-related-harms



11 Signs of Substance Use Disorders

- Excessive amounts used
- Excessive time spent
using/obtaining

- Craving or urges to use
- Unsuccessful attempts to

cut down

- Hazardous use despite
physical danger
- Health problems

- Missed obligations
- Interference with
activities

- Tolerance
- Withdrawal

- Personal problems

Diagnostic and Statistical
Manual Mental Health
Disorders, 5t Edition (DSM-5)
released May 2013

“Substance Use Disorder”
terminology

11 diagnostic criteria over a
12-month period:

e Mild: 2-3 symptoms

* Moderate: 4-5 symptoms

* Severe: 6 or more
symptoms




Why “Addiction” Matters
Dopamine
e gy ©

nanograms/deciliter

40 Worst Day
50 Average Day
100 Great Day!

>< 500- 1,100 Drugs

Addiction Neuroscience 101 with Dr. R. Corey Waller
https://www.youtube.com/watch?app=desktop&v=bwZcPwIRRcc



Dopamine Matters!

Repeated Drug Use

nanograms/deciliter for drugs |
500- 1,100 10 nanograms/deciliter every day
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Addiction Neuroscience 101 with Dr. R. Corey Waller
https://www.youtube.com/watch?app=desktop&v=bwZcPwIRRcc



Opioid Medication Guidance: Perinatal Patients

CLINICAL GUIDANCE FOR * Medication-assisted withdrawal is not recommended

TREATING PREGNANT AND .
PARENTING WOMEN WITH duri Ng pregnancy.

OPIOID USE DISORDER AND

oLl Lt * Buprenorphine and methadone are the safest

medications for managing OUD during pregnancy.
. e Transitioning from methadone to buprenorphine or
from buprenorphine to methadone during pregnancy is

not recommended.

* Neonatal abstinence syndrome should not be treated
with diluted tincture of opium.

&

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

| The Clinical Guide consists of 16 factsheets that are organized into 3 sections: Prenatal Care (Factsheets #1-8); Infant Care
i (Factsheets #9—13); and Maternal Postnatal Care (Factsheets #14—16).



* Reduces opioid use

Medication * Protects against opioid-related
to Treat overdoses
Op|0|d Use * Prevents injection behaviors

Disorder

* Reduces criminal behavior

e.g., Connock M et al., Health Technol Assess. 2007 Mar;11(9):1-171, iii-iv.
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Advantages
Reduces/eliminates cravings for
opioid drugs
Prevents onset of withdrawal for
24 hours
Blocks the effects of other opioids

Promotes increased physical and
emotional health

Higher treatment retention than
other treatments

Lower risk of overdose

Fewer drug interactions
Office-based treatment delivery
Shorter NAS course
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 Methadone Disadvantages
= Achieving stable dose could take days to weeks
"= Increased risk of overdose
= Usually requires daily visits to federally certified
opioid treatment programs

= Longer neonatal abstinence syndrome (NAS)
duration than other treatments

* Buprenorphine Disadvantages
= Demonstrated clinical withdrawal symptoms

= Increased risk of diversion (sold or given to
others)



Care Must Be Responsive

e NOTMSTATISTICS

aé,uf‘w il w2 - * Pregnant people with OUD may present for care at medical
Vet system points like health departments, primary or prenatal
care, labor & delivery, and emergency rooms

They may present at system points such as WIC offices and
W " other community services

Maternity care providers are the front line

Providers need a plan to initiate OUD treatment promptly

Obstetric services should initiate buprenorphine

Coordinate treatment through collaboration with community-
based providers

Rizk AH et al., ) Midwifery yWomens Health 2019;64:532-544; Higgins T. Et al., Preventive Medicine 128 (2019) 105786

nnnnn



The most recent
guidelines from
the BC Ministry of
Health
recommended
that
buprenorphine +
naloxone is as safe
and effective as
buprenorphine
monotherapy
during pregnancy




Objectives

1. Substance Use Disorder and
Medication-Assisted Treatment and
pregnancy

2. Symptoms of Neonatal Abstinence
Syndrome (NAS) and NOWS

3. Plans of Safe Care and Family-
Centered Treatment
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4. Care coordination basics and
community partner linkages



Compassionate Post-Pregnancy Care: NAS Response

Neonatal Abstinence Syndrome (NAS) often results when a pregnant person uses opioids
(e.g., heroin, oxycodone) during pregnancy

NAS is defined by alterations in the: » NAS is not_Fetal Alcohol Syndrome (FAS)

%Central nervous system > NAS is treatable

&Autonomic nervous system > NAS and treatment are not known to
' . - have long-term effects; interactions

&Gastrointestinal distress between the caregiver and child can

. . _ impact resiliency/risk with potential long-
&Signs of respiratory distress term effects in some cases

Finnegan et al., Addict Dis, 1975; Desmon d & Wilson, Addict Dis, 1975; Jones & Fielder, Preventive Medicine, 2015.



What NAS is and is Not

* Newborns can’t be “born addicted”

* NAS is withdrawal — due to physical dependence
* Physical dependence is not addiction

» Addictions’ visible signs are behaviors

* Newborns do not have the life duration or experience to meet the
addiction definition

* Addiction is chronic disease — chronic illness can’t be present at birth

Jones & Fielder, Preventive Medicine, 2015; See https://tonic.vice.com/en_us/article/bj75n5/baby-opioid-
addicts-dont-exist



NAS Factors Providers Control

_ 100
Other factors that contribute to )’
NAS, need for medication, and il Morphine | .
length of stay in neonates exposed 2 . - L S
to opioid agonists in utero: L. I s B = methadone are the
az 504 o” Lo " recommended first-
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Tolia VN, Patrick SW, Bennett MM, et al. N Engl J Med. 2015 May 28;372(22):2118-26.

sSource: Kaltenbach et al., Addiction, 2012; Jansson and Velez, Curr Opin Pediatrics, 2012; Hall ES et al., Pediatrics,
2014; Patrick S et al., Pediatrics, 2016; Davis JM, et al. JAMA Pediatr, 2018; Kraft WK, et al. N Engl J Med, 2017



NAS Factors

Other factors that contribute to NAS need for medication and
length of stay in neonates exposed to opioid agonists in utero:
Factors providers can’t control:

"' Genetics

" Other Substances ~ Methadone or buprenorphine !
Tobacco use . dose is not consistently ’
_ _ . related to NAS severity g
Benzodlazeplnes PP

SSRIs

" Birth weight

Kaltenbach et al., Addiction, 2012 Jansson and Velez, Curr Opin Pediatrics, 2012
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1. Substance Use Disorder and
Medication-Assisted Treatment and
pregnancy

2. Symptoms of Neonatal Abstinence
Syndrome (NAS) and NOWS

3. Plans of Safe Care and Family-
Centered Treatment
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| Plans of Safe Care

* History
e Definition
* Elements

* Examples




How is Family Defined?

Traditional
families

Single parents [ BloOGrElatives For practical

purposes, family can
Grandparents be defined according

Adoptive Foster o e e .
famFi)Iies relationships raising to the individual’s
grandchildren .
closest emotional
connections.

Extended Elected
families families

Stepfamilies

Substance Abuse Treatment and Family Therapy. Treatment Improvement Protocol (TIP) Series, No. 39. Center for Substance Abuse Treatment. Rockville (MD): Substance Abuse and Mental Health Services
Administration (US); 2004



Treatment th 
Supports Familie

* Treatment that supports the
family as a unit has proved
to be effective for
maintaining maternal drug
abstinence and child well-
being.

e A woman must not be
unnecessarily separated
from her family in order to
receive appropriate

treatment.



Key Concepts

Family-Centered Treatment

e Substance use disorders are treatable.
e Women define their families.

* Families are dynamic with complex
needs; treatment must be dynamic.

* Conflict happens and can be resolved.

Safety first!

Young, N.K., Feinberg, F. Wisconsin Bureau of Prevention, Treatment and Recovery (BPTR) Teeleconference Series Thursday, August 26, 2010



SDUI—IQWV
Parenting skills/competencies
* Family connections/resources
* Parental mental health;
co-occurring
* Medication management
* Parental substance use
* Domestic violence

Y

]DPIO\

Basic necessities

* Employment

* Housing

e Childcare

* Transportation

* Family counseling

Well-being/behavior
Developmental/health
School readiness

Trauma

Mental health

Adolescent substance abuse
At-risk youth prevention



Family-Centered Treatment Continuum

Individual
services for Children
parent; no accompany
regard for tfzgi:ntetr?t Family
family Services

© O 0 6 O ©

Services for parent Parent’s and Family-
with family children’s Centered

involvement services Treatment

https://www.samhsa.gov/sites/default/files/family treatment paper508v.pdf




Child Well-being

Well-being/behavior
Developmental/health

Parent Recovery
Parenting skills and
competencies

Family connections an

[0 =

"Q

Family Recovery — Is not
4 Treatment Completion
IS not a Negative Drug Test

Family Centered Treatment for Women with Substance Use Disorders: History, Key
Elements and Challenges
» http://www.samhsa.gov/sites/default/files/family treatment paper508v.pdf




Family-Centered Treatment and Recovery Outcomes

Mothers who took part in Celebrating Families!
Program and received integrated case management
showed significant improvements in recovery, including
reduced mental health symptoms, reduction in risky
behaviors and longer program retention.

Women who participated in programs that included a
“high” level of family and children’s services were twice
as likely to reunify with their children as those who
participated in programs with a “low" level of these
services.

Retention and completion of comprehensives substance
use treatment have been found to be the strongest
predictors of reunification with children for parents
with substance use disorders.

Zweben JE, et al. Child Welfare. 2015;94(5):145-66; Grella CE, et al., ) Subst Abuse Treat. 2009 Apr;36(3):278-93.; Rockhill A, et

al _ls the adontion and safe families act influencing child welfare autcomes for families with sithstance ahuse issues? Child




The Dyad’s
N R Background

MO Quality Improvement Center
@2ciiyime

= ollaborative Community Court Teams




What is a Dyadic Relationship?

Social and Emotional Exchanges

* Reciprocal

* Can be “healthy” or “unhealthy”

* Quality Matters!

* Developmental perspective

e Attachment = history of a dyadic relationship

Attachment is where the child
uses the primary caregiver as a
secure base from which to explore
and when necessary, as a
haven of safety and a source of comfort



What is a Dyadic Relationship?

* Securely-attached infants would develop a
“secure base script” that explains how
attachment-related events happen....for example:

“When | am hurt, | go to my mother
and receive comfort”

*® Children with an insecure attachment and an
Internal Working Model that says that the
caregiver will be unavailable and/or rejecting
when the child needs him/her may develop a
chronic activation of the physiological stress-
response system



CIRCLE OF SECURITY®

PARENT BEING HELD WHILE HOLDING THE CHILD

Understanding

« Watch over me
e Delight in me

a Dyadic

Relationship

https://www.youtube.com/watch?v=cW2BfxsWguc&t=2s



Intersection: Trauma and Substance Use Disorder




What Makes Parents Feel Rejected?

A. Irritability
B. Hypertonia (tight muscles)
C. Avoidance of eye/face contact

D. Poor/uncoordinated suck

E. All of the above



What is Integrated Care?

The SOLUTION

The solution lies in integrated care - the
coordination of mental health, substance
abuse, and primary care services.

‘h\/r (:\.\‘—ﬁ«-\l']fgi;\w‘ ’ > Integrated care produces the best outcomes
A A -

\_U_l - \{ j‘_% e subSta nce and is the most effective approach to caring
1ealth Ab for people with complex healthcare needs.
TR \buse

For mother, child and/or dyad



What is Integrated Care?

+SC

Recovery Oriented System of Care

Recovery-oriented systems of care (ROSC)
are networks of formal and informal systems;
clinical and non-clinical services and supports

developed and mobilized to sustain
long-term community-based recovery
for individuals and families.




Characteristics of Children Entering UNC Horizons

Behavioral problems

* Frequent crying

* Difficult separations from caregivers that
last longer than typical separation issues.

e Difficult to soothe
 Developmental delays
* Difficulty following routines

e Attachment difficulties



Clinical Responses To Dyads Must Be...

* Trauma-informed
e Attachment-based

* Non-punitive

e Supportive....“l am on your side!”

* Hopeful...."You CAN do this!”

* Able to view substance abuse as a brain disease

“Healing the family begins with ensuring
timely, appropriate, and effective services
for both parents and children
to treat substance abuse and trauma.”

Otero & Archer 2013



What Can You Do To Help Children?

* When | come to the appointment with my mom, | need you to:
" Greet me by name
" Greet me on my level
" Watch over me
" Enjoy the play with me

" Help me if | get frustrated or need to learn how to interact with
others

* When I’'m upset, | need you to help my mom know how to:
" Comfort me
" Help me understand my feelings
" Work things out



“Teachable Moment”

* The birth of a child is a considered the greatest change in the
family life cycle.
(Nystrom & Ohrling, 2004)

* North American women receive a great deal of medical
attention and advice during pregnancy, but much less in the
postpartum.

(Ayoola et al., 2010)

* The perinatal period is generally a time of reduced substance K \\
use; however, approximately 8-18% of childbearing women
continue use of illicit and licit drugs.

(Connelly et al., 2014)




Supporting Mothers

* Encourage mom’s attempts to bond
with infant

* Encourage family involvement
* Support mom’s recovery efforts

* Therapeutic communication
techniques

* Empathy - Supportive attitudes and
compassionate care

* Positive maternal/family
reinforcement can balance
maternal guilt & low self-esteem



Mother-Infant Co-regulation Supports Healing

e Skin-to-skin

* Mutual eye gaze

* Breast feeding

 What would the baby say?

 Safe co-sleeping

e Similar routines for
mother and child




Supporting a Healthy Dyadic

Attachment Relationship

* Work with caregiver and infant together.
* Point out signs the infant is orienting to the caregiver.

* Provide specific infant development information that supports
attachment.

» Ask caregiver what positive memories they want the infant to
have as he/she grows up.

* Discuss co-regulation.



Involving Fathers in the Newborn Period

Invite

Invite their involvement

Seek

Encourage

Seek father’s opinions to explore cultural
traditions, beliefs about child rearing

Encourage participation in prenatal visits
and delivery

Screen

Screen for perinatal depression

Educate

Educate father about importance of his role
in child development and child outcomes

Discuss

Discuss the stresses of parenting



Addressing Trauma in the Dyadic Relationship

1. Provide psychoeducation around attachment, infant and
child development, and brain changes in substance use
disorders.

2. Provide a “safe haven” to discuss “ghosts” (aka, voices)
from the past.

3. Provide in-the-moment support to social and emotional
cues from both mother and infant/child.




Supporting Dyads During Infancy

= Empower and normalize breastfeeding for all patients including those
who are incarcerated.

= Teach strategies to help console the newborn and promote sleep and
bonding.

= Discuss hormonal changes that may lead to postpartum anxiety and
depression and interfere with bonding.

" |ntegrate community-centered and family-centered approaches.

= Refer dyads to infant mental health providers trained in evidence-based
interventions.



All Babies Have a “Fussy” Phase

PEAKOF UNEXPECTED
CRYING

Your babymay  Crying can come
cry more each and go and you
week, themost  don't know why
in month 2,

then less in

months 3-5

RESISTS
SOOTHING

Your baby may
not stop crying
no matter what
you try

PAIN-LIKE
FACE

A crying baby
may look like
they are in
pain, even
when they
are not

PURPLE

LONG
LASTING

Crying can
last as much
as 5 hours a
day, or more

EVENING

Your baby
may cry more
in the late
afternoon
and evening



How Can We Support Dyads

During Tough Times?

Empower and support mothers when calls to CPS
need to be made.

* When appropriate, help advocate for additional -
support rather than child separation. =

* When child separation occurs, encourage phone
calls, letter writing to offer a connection, provide
updates.

 When separation occurs, allow fictive kin,
communal supports, and other cultural
influences/wishes of the parent to be embedded in
the treatment plan.



How you would promote maternal-
child bonding in response to the case?

* Mara delivered Oliver three days ago.

* You walk into the hospital room and
she is crying.

* She says “My baby does not love me.”
and “He is greedy just like his father.”




Objectives

1. Substance Use Disorder and
Medication-Assisted Treatment and
pregnancy

2. Symptoms of Neonatal Abstinence
Syndrome (NAS) and NOWS

3. Plans of Safe Care and Family-
Centered Treatment
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4. Care coordination basics and
community partner linkages
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Improving Engagement and Retention

Develop relationships early.

Use motivational strategies.

Understand and address individual barriers.

Provide feedback to collaborators.

Ensure a positive environment — physically and
emotionally.

Address co-occurring disorders.

Engage women in improving services.

Ensure services are a good fit.

Research to Practice Brief. National Infants Assistance Resource Center. UC Berkeley.



Supporting Postpartum Patients with Opioid Use

° Breast/chest feeding is recommended for
birthing parents prescribed buprenorphine
and methadone.

* Extended skin-to-skin contact with birthing
parent is recommended.

* Mothers and infants rooming together at
hospital is associated with reduced need for
medication and shorter hospital stays.

. lity | { Cent
@%\%ﬁiﬁe e e B T SAMHSA 2018, HHS Publication No. (SMA) 18-5054



Care Coordinators Can Support Postpartum Patients

* Highlight what is going well.

* Listen to what is being said and what is not said.
* Help support medication choices.

* Support family planning choices.

* Screen and provide compassionate responses to
psychological/mental health challenges.

* Support obtaining survival needs.

All mothers needs support with babies!




Care Coordination Assessment Checklist

Background and current status:
1) Family situation and relationships
2) Medical issues (including dental and head-to-toe)
3) Trauma history
4) Legal involvement
5) Financial and work status/Education
6) Housing status
7) Substance use patterns, treatment, recovery supports, and family history
8) Emotional/behavioral/cognitive status (including suicidal thoughts and behaviors)
9) General ability to function
10) Food/clothing
11) Transportation
12) Strengths and resources



ldentify and Assess Community Supports

e Care coordination is focused on acquiring resources that are external
to the patient, such as obtaining housing, medical services, or income
assistance.

* It is critical that care coordinators identify community supports in their
local area.

* A care coordinator should cultivate knowledge of services, assess the
values and accessibility to their patients, and when possible,
relationships with providers of these services.

 Care coordinators need to develop a referral database or community
resource guide.



Florida Supports

* Department of Children and * Managing Entity
Families Office of Substance « Network Service Provider - 1
Abuse and Mental Health

* Housing Coordinator
* Substance exposed newborn . Peer Specialist

care coordinator _
e Care Coordinator

* Program Office - 1

* Regional - 6



Practical Considerations for Care Coordination

Level of concrete Collaborationiwith
Transportation issues expectations and Child Protective
explanations SERVICes

Partnerships (HUD, |dentifying and Financial debt,
Public Health)- addressing needs of criminal records
releases of other family prevent safe housing
information members and employment

Never underestimate the
power of stigma and
discrimination!




More Practical Considerations for Care Coordination

Shared decision Concrete language

making and specific actions Confldentality

Ensuring information Care Coordination among infant and
Cultural needed is received in maternal health care providers, hospitals,
responsivity a way that is substance use treatment provider and
accessible child welfare (when needed)




Recovery Management:

Values and Guiding Principles Snapshot

Person- Holistic Family and Individualized
Centered Approaches other Ally and
‘ PP Involvement Comprehensive
|
Anchored inthe  Continuity of Partnership.
C : Consultant Strengths-based
ommunity Care Relati h
‘ | elationships

Commitment to Inclusion of

Culturally Peer Recovery those with lived
Responsive Support experience and
Services their families

“Recovery Management” (RM) is a philosophical framework for organizing behavioral health treatment and
recovery support services across the stages of pre-recovery identification and engagement, recovery
initiation and stabilization, long-term recovery maintenance, and quality of life enhancement for
individuals and families affected by behavioral health conditions.



Outpatient Family-Centered Care Coordination

Patient Example: Mother is 25 years old Trauma and

SuD
. Treatment

Childcare and
* Prescription opioid use disorder and smokes cannabis Transportation
* Pregnant, first child k
* Unemployed

* Living with mother and step-father

* Screened over the phone
* Assessed and intake completed the ~,

next day o General parenting/prenatal groups e

* Outpatient induction onto o Tour L&D and Newborn areas

medlcatlon.a55|.sted tr.eatment . Plan of Safe Care developed « Outpatient completion
* Care Coordination at first prenatal

visit o Individual Counseling- Motivational Interviewing basefj Oh goals b.elng met
c , Cvisit with " g and Cognitive Behavioral Therapy * Continuing care includes
* Every 2 week visit with provider an . . iali
STy 2 weekvis provider a o Car seat, materials for baby, transportation plan  Peer support specialist
care coordinator + therapist

o Postnatal Horizons care coordination protocol anddp?jrentlng support as
neede

Based on assessment




State and National Connections

* Healthy Families
* Healthy Start

* Prevent Child Abuse Florida

* Ounce of Prevention

* Birth Parent National Network
 Community Cafes and Parent Leaders
* NAMI




Summary

Integrated care a must!

* Clinical responses to families impacted by the substance abuse must be:
* Trauma-informed
= Attachment-based
= Able to look at the whole family
= Able to hold the hope for and with the family
= Non-punitive
= Non-stigmatizing
= Supportive....“l am on your side!”
= Hopeful....”You CAN do this!”

“Healing the family begins with ensuring timely, appropriate, and effective
services for both parents and children to treat substance abuse and trauma.”
Otero & Archer 2013
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