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TIPQC OUD/OEN Project
• First TIPQC combined maternal/neonatal project
• First AIM and TIPQC project including outpatient aims and measures
• Targets many areas and settings of care and requires multidisciplinary
approach
• Massive in scope
• Potential to bridge silos and build collaborative partnerships!
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TN OUD Project
• 2 separate, yet aligned initiatives for OB and Neonatal teams
• Newborn Teams will have their own specific:
•
•
•
•

Neonatal Aims
Neonatal Measures
Neonatal Data Elements
Neonatal Monthly Webinars

Maternal

Newborn

• Multiple other states initiating similar projects, OH, IL, NC, MA
• Collaboration, idea sharing, that can be used at multiple center levels
• Level 1 vs 4
• Rural and urban
• Resource challenged and resource “rich”

• This concept has worked well in all TIPQC projects, everyone can share and
learn
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Wait, Haven’t We Already Done This?
• Initial TIPQC project, 2014-2016
• Team Leaders: Karen D’Apolito, Terry King, Carla Saunders, Sheri
Smits, Mark Anderson, Barbara Engelhardt, Peter Grubb
• Aim: improve the health of infants admitted to the NICU for
management of NAS
• Target areas:
• High reliability screening
• NAS pharmacologic treatment initiation and weaning
• Post NICU discharge preparation
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New and Improved 2019 Version

TIPQC Toolkit

• Both maternal and infant care models are integrated into a single
project.
• Major newborn difference: goal is to develop a toolkit, that when
implemented, can identify and treat newborns at risk for neonatal
abstinence based on exposure to maternal opioid use, not just for
those symptomatic patients, and
• Develop a toolkit that can be implemented at level 1 centers which
may decrease the need for a transfer to a higher level of care through
potentially better practices.

Non-pharma
LOS/ LOT
Rooming In
Breastfeeding
Home to Bio
Mother

Tennessee OEN Project Timeline
December
2018

January 2019

READINESS

READINESS

• TN OEN
• Determine
Project
pilot teams
• Introduction • Review TN
Webinar
data
• OEN Team
• Pilot Teams
Recruitment
begin work
• IRB
& data
Submission
collection
• Collect TN
data

February 2019

• Pilot Teams
begin work
& data
collection

March
2019
• Kick Off
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Who should be on your team?
• Physician champion
• Hospital administration
• Nursing leadership / team members
• Allied health professionals (pharmacy, developmental care/child life,
PT, OT, speech therapy, cuddlers, lactation consultants)
• Social service / Department of Children’s Services
• Outpatient follow-up resources

• PARENTS!

Planned Measures: Infants
Measures provided by TN Hospital Association (THA):
• State surveillance
• Percent (%) of
– (1) Newborns diagnosed as affected by maternal use of opiates
– (2) Newborns diagnosed with NAS
• Determined annually; based on ICD-10 codes
• THA to calculate appropriate numerators and denominators for each
hospital; TIPQC to submit each hospital’s data via AIM’s Data Portal

Planned Measures: Infants, cont’d
Measures captured by each participating team:
• Population: Every Opioid Exposed Newborn (OEN) admitted to your
newborn nursery or NICU, who was at least 35 weeks gestation.
• Outcome measures:
– Length of stay
– Whether OEN required pharmacological treatment
• Process measures:
– Whether OEN roomed in with mom during hospitalization
– Whether OEN was receiving mother’s milk at discharge
– Whether OEN was discharged home to biological mother
• Balancing measures:
– Re-admission (within 14 days of discharge)
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INFANT AIM: Optimize the care and improve outcomes of opioid exposed newborns by improving
recognition, pharmacologic and non-pharmacologic treatment, and the referral to follow-up services by
December of 2019.
INFANT PROCESS MEASURES:
1. Increase the number of OEN receiving mother’s milk at newborn discharge by 10%
2. Increase by 10% the number of OEN who room in with their mother
3. Increase the use of appropriate developmental care by ancillary staff by 10%
4. Decrease the number of OEN requiring pharmacologic management by 10%
5. Decrease the number of OEN being transferred to a higher level of care for management by 10%
6. Reduce the LOS for pharmacologically treated NAS babies by 10%
7. Increase the number of OEN who go home in the care of their biological mother by 10%
8. Achieve the American Academy of Pediatrics’ recommendation of 80% (4 out of 5 visits) compliance with
scheduled primary care visits in the first 6 months post-hospital discharge.
INFANT BALANCING MEASURES:
1. ER visits related to signs of withdrawal
2. Readmissions for withdrawal treatment
3. Need for pharmacologic treatment to be restarted after it had been previously discontinued

Bronze

Silver

Gold

• Development of tools,
systems, processes for
implementation and
evaluation
• Participation- 75% (9 of 12) of
activities (huddles or learning
sessions; monthly leadership
report)
• 70% participation in data
collection
• Participation in coaching calls

• Bronze level accomplishments
• Participation- 83% (10 of 12)
of activities (huddles or
learning sessions; monthly
leadership report, use of
REDCap data on leadership
reports)
• 80% participation in data
collection
• Successful completion of 25%
of the process measures
• Participation in coaching calls

• Silver level accomplishments
• Participation- 92% (11 of 12)
of activities (huddles or
learning sessions; monthly
leadership report; REDcap
data on leadership reports)
• 90% participation in data
collection
• Successful completion of 50%
of the process measures
• Participation in coaching calls

Recognition Awards: OEN
Project

TIPQC

Travis W. Crook, MD
18
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What is Team Hope?
Team Hope is an interdisciplinary team from the Vanderbilt University Medical
Center and the Monroe Carrell Jr. Children’s Hospital that seeks to provide evidencebased care for opioid-exposed infants.
The team is comprised of:
physicians, nurses, social workers, DCS workers, child life specialists,
lactation consultants, administration, and care providers
MISSION
Team HOPE strives to improve the care of the opioid exposed mother-baby dyad through a
multifaceted, family-centered approach. The team seeks to keep moms and babies together
after birth, and move the dyad out of an intensive care setting when possible.
19

Team Hope Care Model

Vs
Traditional care models send babies with
neonatal abstinence syndrome (NAS) to
the NICU after birth, separating mom and
baby.

The Team Hope model keeps mom and
baby together and out of intensive care
settings after birth and provides support
services .

20

Team Hope Numbers

21

7

3/8/19

DATA DISCUSSION

PROPOSED METRICS
• Defined by AIM
• Cover many levels of data:
• State,
• Hospital, &
• Patient (mother and newborn).

STATE LEVEL DATA
• The Tennessee Hospital Association (THA) will be
partnering with TIPQC to provide specific metrics for each
participating hospital.
• * Hospitals do not have to do anything *
• Proposed frequency (at this time) = annually.

• TIPQC will then submit each hospital’s data via the AIM
Data Center on their behalf.
• Submitting data to AIM will allow each hospital to track and
benchmark their progress at a national level.
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STATE LEVEL DATA
• OUTCOME MEASURES:
Severe Maternal Morbidity (SMM)
Denominator: All mothers during their birth admission, excluding ectopics and miscarriages
Numerator: Among the denominator, all cases with any SMM code
Data source: UB-04 Claims data (ICD-10 codes)
Severe Maternal Morbidity (excluding transfusion codes)
Denominator: All mothers during their birth admission, excluding ectopics and miscarriages
Numerator: Among the denominator, all cases with any non-transfusion SMM code
Data source: UB-04 Claims data (ICD-10 codes)
Pregnancy Associated Opioid Deaths
Denominator: Number of women delivering in that year
Numerator: Among the denominator, those with opioid related death within 1 year of delivery
Data source: State Maternal Mortality Review Process
Average length of stay for newborns with Neonatal Abstinence Syndrome (NAS)
Denominator: Number of newborns ≥35 weeks gestation diagnosed with NAS
Numerator: Among the denominator, total number of hospital days
Data source: UB-04 Claims data (ICD-10 codes)

STATE LEVEL DATA
• STATE SURVEILLANCE MEASURES :
Percent of newborns diagnosed as affected by maternal use of opiates
Denominator: Number of newborns
Numerator: Among the denominator, those diagnosed as affected by maternal use of opiates.
Data source: UB-04 Claims data (ICD-10 codes)
Percent of newborns diagnosed with NAS
Denominator: Number of newborns
Numerator: Among the denominator, those diagnosed with NAS
Data source: UB-04 Claims data (ICD-10 codes)

MATERNAL TEAMS - ALSO
• H OSPITAL & P RENATAL C ARE S ITE (PNC) L EVEL DATA TOPICS :
• Universal screening for OUD
• Post-delivery and discharge pain management prescribing practices
focused on limiting opioid prescriptions
• Specific pain management and opioid prescribing guidelines for OUD
patients
• Local OUD Treatment Resources Document of local community
resources mapped (MAT /addiction treatment services / behavioral
health support) for pregnant and postpartum women with OUD
• Comprehensive contraceptive counseling prior to hospital discharge
• Long Acting Reversible Contraception (LARC)
• OUD training
• Standardized education materials
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MATERNAL TEAMS - ALSO
• PATIENT L EVEL DATA TOPICS :
→Target Population = Women diagnosed with OUD during Pregnancy
• Adequate prenatal care?
• OUD (when & how screened / identified)
• Treatment History (MAT & Behavioral)
• Screening (mental health & STI)
• Education (NAS, importance of breastfeeding, etc)
• Counseling (Narcan & Contraception)
• Consults (Behavioral Health, Social Work, Pediatric)
• Discharge
• Balancing measures
• Percent of women with OUD who deliver and did not receive
adequate prenatal care
• Number of hospital visits or admissions for OUD complications prior
to birth admission
• Percent of infants not discharged to biological mother

NEWBORN TEAMS
• TARGET POPULATION:
• Infants, without significant medical issues, born at a gestational age of >35 weeks
admitted to the newborn nursery or NICU for management of opioid exposure.
• PRIMARY METRICS
• Percent of OEN receiving mother’s milk at newborn discharge
• Percent of OEN who room in with their mother
• Use of appropriate developmental care by ancillary staff
• Percent of OEN requiring pharmacologic management & length of treatment
• Percent of OEN being transferred to a higher level of care for management
• LOS for pharmacologically treated Neonatal Abstinence Syndrome (NAS) babies
• Percent of OEN who go home in the care of their biological mother
• Percent with appropriate follow up at discharge
• BALANCING MEASURES:
• Number of ER visits related to signs of withdrawal
• Number of readmissions for withdrawal treatment
• Percent of OENs needing pharmacologic treatment to be restarted after
it had been previously discontinued

! DATA NEXT STEPS !
• Newborn Data Collection Instrument
• Review
• Target population feasible?
• Potential data flow?
• Any changes?

• Come prepared to provide input/feedback on upcoming Huddles
• Data capture via REDCap
• Specify REDCap users & desired rights on Project Application
• Sign and return forms for TDH
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OEN Needs Assessment Tool
• Will give baseline information
• Information should be readily available, or may guide data
development
• More details on non-pharm measures in data sets, but consider
review of existing non-pharmacologic resources at your center, such
as:
•
•
•
•
•

Developmental care teams
Physical/Occupational/Speech therapy
Social Services
Rooming in availability, barriers
Breastfeeding resources

Specific Needs Assessment Questions
• Number of newborns with
clinical NAS reported in 2018
• Number receiving replacement
therapy
• Avg LOS
• Avg Length of Treatment

• Number of newborns with
opioid exposure
• % of newborns referred to DCS

• % of newborns discharged to
mother vs other caretakers
• # of patients transferred to a
higher level of care
• Overall breast feeding rates
• For all newborns
• For diagnosed NAS infants

• # of NAS infants readmitted for
NAS related causes within 6 mos
of discharge

Definitions
•
•

•
•
•
•
•
•

Clinical Neonatal Abstinence Syndrome (NAS): an infant with clinical signs which are consistent with NAS in the context of a
maternal history of exposure in the absence of laboratory confirmation.
Clinical Opiate Withdrawal Scale (COWS): a tool utilized in both outpatient and inpatient settings to assess for common signs
and symptoms of opiate withdrawal and to monitor these symptoms over time. It contains an 11-item assessment that is
scaled and scored.
Drug exposure screening test: a screening test that requires a confirmatory laboratory test to ensure validity of the result.
Drug exposure confirmation test: the definitive test confirming in-utero exposure to a substance.
Laboratory confirmed NAS: infant with clinical signs consistent with NAS with a positive drug exposure confirmation test.
Long-acting reversible contraception (LARC): Long-acting reversible contraceptives are methods of birth control that provide
effective contraception for an extended period without requiring user action.
Medication Assisted Treatment (MAT): the use of FDA- approved medications, in combination with counseling and behavioral
therapies, to provide a ‘whole-patient’ approach to the treatment of substance use disorders. (SAMHSA, 2018)
Neonatal Abstinence Syndrome (NAS): a drug withdrawal syndrome that most commonly occurs in infants after in utero
exposure to opioids, although other substances have also been associated with the syndrome. Associated symptoms may
include neurologic, gastrointestinal, and musculoskeletal disturbances. Symptoms of NAS generally include:
o Irritability
o Inconsolable, high-pitched cry
o Fever
o Feeding difficulties
o Poor weight gain
o Vomiting and diarrhea
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Definitions
Neonatal Abstinence Syndrome (NAS) Rx: NAS treatment plan, to include nonpharmacologic and pharmacological components
Neonatal Abstinence Syndrome (NAS) Score: formal, validated score for NAS severity (e.g.
Finnegan, modified Finnegan, or other validated score)
Neonatal Opioid Withdrawal Syndrome (NOWS): New term used to describe the clinical
features and treatment of withdrawal from opioids. This is a specific form of NAS.
Opioid Exposed Newborn (OEN): All infants of mothers with opioid use disorder if mother
has:
o positive self-report screen or positive opioid toxicology screen during pregnancy and
assessed to have OUD, or
o patient endorses or reports misuse of opioids / opioid use disorder, or
o using non-prescribed opioids during pregnancy, or
o using prescribed opioids chronically for longer than a month in the third trimester, or
o if newborn has an unanticipated positive neonatal cord, urine, or meconium screen for
opioids, or
o if newborn affected by maternal use of opioids including NAS

•

•

•

•

Definitions
•

•

•

•
•

•

Opioid Use Disorder: a problematic pattern of opioid use leading to clinically significant
impairment or distress.
Polysubstance NAS: infant with clinical signs consistent with NAS due to positive drug
exposure to two or more substances, regardless of substance class.
Screening, Brief Intervention and Referral to Treatment (SBIRT): an evidence-based practice
used to identify, reduce, and prevent problematic use, abuse, and dependence on alcohol and
illicit drugs. Interventions may include engaging the woman in short conversations, providing
feedback, and advice.
Screening tool: verbal or written questions regarding substance use.
Severe Maternal Morbidity: unintended outcomes of the process of labor and delivery that
result in significant short-term or long-term consequences to a woman’s health.
Substance Use Disorder (SUD): patterns of symptoms resulting from the use of a substance
that continues to be taken, despite experiencing problems as a result.
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Detection
• Step 1: Detection
• Detection of OEN requires both attention to maternal history and risk
factors as well as vigilance for the emergence of signs in infants where
maternal history is non-informative.
• Review infant care (NICU, newborn nursery, pediatric unit, ED)
screening paradigm with careful attention to communication gaps
between infant and maternal healthcare teams.
• Devise and implement a unified screening approach that consistently
identifies neonatal abstinence syndrome across the perinatal care
spectrum in your facility. This should include urine, meconium,
and/or umbilical cord testing.

Non Pharmacologic Care
• Step 2: Provide non-pharmacologic care to infants suspected or proven to be
opioid exposed
• There are several non-pharmacologic treatments that can be used to support
infants who are opioid exposed. These treatments are considered first-line care to
these newborns and should be implemented whether the infant requires
pharmacologic management or not. Non-pharmacological therapy is easily
accessible, less expensive, and less controversial. In cases of mild withdrawal,
this may be the care needed (Kocherlokata, 2014).
• Assess for signs of withdrawal using an objective and standardized tool. One example would
be the Finnegan Scoring Tool. The scoring tool should be used in conjunction with the clinical
exam and staff/family input to aid in the decision to escalate or initiate pharmacologic care.
• Provide an environment that limits stimulation – dim lights, low noise, swaddling, kangaroo
care, pacifiers, continuous minimal stimulation, gentle handling, and on-demand feeding.
The use of “rooming in” the mother and infant may facilitate these modifications and has
been shown to improve outcomes.

Non Pharmacologic Care
• Ample evidence demonstrates the many benefits of breastmilk feedings for infants
exposed to opioids. According to the Academy of Breastfeeding Medicine (2015),
women, without other contraindications to breastfeeding such as positive HIV status,
engaged in and continuing to participate in substance abuse treatment should be
encouraged to breastfeed. Other criteria include a negative maternal drug screen at
the time of delivery, abstinence from drug use for 90 days prior to delivery, and
engaged in perinatal care.
• In mothers who are not in treatment or not compliant with their treatment regimen,
formula feedings are recommended. Some of these newborns may benefit from a
higher calorie formula if their weight gain is not adequate.
• Safe sleep practices should be followed during the infant’s hospitalization.
Demonstration by nursing staff also reinforces these practices to parents and
caretakers.
• Active maternal participation is an important component of non-pharmacological
care. Rooming-in has been shown to decrease the severity of withdrawal.
• Utilize trained cuddlers and volunteers to assist in calming these infants when
parents are not available.
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Pharmacologic Care
• Step 3: Identify infants who require pharmacological care
• Continue to provide the non-pharmacologic care mentioned above.
• Providers and facilities should review the literature to identify a
pharmacologic treatment regimen to utilize with infants requiring this
care. Consistency with scoring and treatment is crucial to the care of
these patients.
• Examples of pharmacologic treatment plans include, but are not
limited to:
• Child Health Network, (2002). Management of Perinatal Substance Use and
Abuse: Practice Guidelines. Toronto, Canada.
• Multiple other care plans, be consistent

Discharge
• Step 4: Facilitate discharge with biological mother and ensure
availability of discharge resources
• Discharge is indicated when the infant shows no major signs of
withdrawal, is feeding well and gaining weight, and is sleeping well.
• Infants should be discharged to the mother’s care when the home
environment was been found to be safe and stable. In the small
number of cases where the home environment is not suitable, social
services and the Department of Children’s Services will identify an
appropriate alternative.
• Educate parents in the importance of routine newborn follow-up care
with the infant’s follow-up primary care provider.

Potentially Better Practices
• Potentially Better Practice #1: Provide Education to Reduce Stigma and
Knowledge Deficit Related to Care of the Pregnant Woman with SUD and
OUD and the Opioid Exposed Newborn
• Rationale: Stigma surrounding SUD in general and OUD in particular creates several
barriers for patients. Patients may fear disclosing SUD due to concerns about
judgement or how such a disclosure could impact their care. Stigma around SUD
within the clinical setting may result in a patient feeling isolated, judged, and
devalued. Creating an environment where all women are treated with dignity and
respect is essential to building the therapeutic relationship necessary for women and
families with SUD to engage and remain in treatment. A positive environment for
the mother and family will translate into a therapeutic environment for the newborn
as well.
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PBP 1, Education
• Implementation Strategies:
•
•
•
•
•
•
•
•
•
•

Ensure budgetary funding for education.
Determine who will provide education.
Create and provide evidence-based education with the following considerations:
Professionalism
Medical ethical principles
Chronic medical disease pathophysiology of SUD/OUD
Pathophysiology of OEN/NAS
Trauma informed care
Patient/family confidentiality
Emphasize that stigma bia and discrimination negatively impact pregnant women
with OUD and their ability to receive high quality care

PBP 2
• Potentially Better Practice #2: OUD and OEN/NAS Resource
Mapping
• Rationale: Ending the opioid epidemic requires a coordinated
community response. Hospitals and health systems are actively
partnering with organizations and people in their communities to
address the epidemic together. It is important to connect with
community opioid treatment programs, buprenorphine and naloxone
providers, and explicitly encourage communitywide conversations
and coordination of care.

PBP 9
• Potentially Better Practice #9: Provide NAS Screening
• Rationale: The AAP Committee on Drugs recommends that all newborns
of women with SUD be screened for signs and symptoms of withdrawal.
Symptoms of opioid withdrawal in the newborn vary depending on the
type of maternal opioid used during pregnancy, dose and timing of last
exposure, gestational age, maternal metabolism, and exposure to other
substances. Following birth, diagnosis and management of NAS may be
facilitated by the use of a reliable assessment tool. The majority of
newborns (50-75%) born to mothers diagnosed with OUD will experience
withdrawal symptoms (Casper & Chisamore, 2014). Scoring may also
assist in determining the effectiveness of interventions. Consistently use a
scoring system that works for you
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PBP 10
• Potentially Better Practice #10: Promotion of Breastfeeding
• Rationale: Breastfeeding is the optimal source of infant nutrition
with numerous and well documented infant and maternal benefits.
Breastfeeding is generally recommended, unless an associated risk
outweighs the benefits, with true contraindications to breastfeeding
being rare. Generally accepted contraindications to breastfeeding in
the US include human immunodeficiency virus (HIV) infection, herpes
lesion on the breast, active tuberculosis, human T-cell lymphocytic
virus infection, exposure to radioactive isotopes or antimetabolites,
galactosemia (in the infant), and illicit drug use.

PBP 11
• Potentially Better Practice #11: Non-Pharmacologic Care of the OEN
and/or NAS Newborn
• Rationale: The American Academy of Pediatrics Report on NAS
recommends a 2-tiered approach in the management of OEN and NAS.
The first tier focuses on non-pharmacologic interventions such as
swaddling, skin-to-skin care, on-demand feeding, rocking, and care in a
low-stimulation environment. These interventions may be facilitated with
newborns rooming-in with the mother and a support system for the
mother and newborn. Data suggest decreased pharmacologic treatment
with implementation of non-pharmacologic interventions. In addition,
when medications are initiated, the newborn’s length of stay and cost of
care increase.

Examples of non-pharmacologic practice
• Encourage rooming in, barriers
• Reduce ambient light exposure
• Minimize excessive noise
• Swaddling
• ? Rocking beds may be detrimental
• Kangaroo Care
• Massage therapy
• Increased use of post discharge
services, TEIS, HUGS, CHAD, etc

• Breastfeeding, for mothers on a
stable MAT
• Feeding modification for
symptomatic newborns
• Pacifier use
• “bundle” care and assessment
• Skin care considerations
• Reinforce safe sleep practices
• Early involvement of Social service,
DCS
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PBP 12
• Potentially Better Practice #12: Prepare the infant for discharge,
and when required engage Department of Children’s Services in
developing safe care protocols tailored to the patient and family’s
OUD treatment and resource needs
• Rationale: Discharge of the infant is indicated when the infant shows
no major signs of withdrawal, is feeding well and gaining weight, and
is sleeping well. Ideally, these infants should be discharged to the
mother/family’s care when the home environment is safe and stable.

OEN Needs Assessment Tool
• Will give baseline information
• Information should be readily available, or may guide data
development
• More details on non-pharm measures in data sets, but consider
review of existing non-pharmacologic resources at your center, such
as:
•
•
•
•
•

Developmental care teams
Physical/Occupational/Speech therapy
Social Services
Rooming in availability, barriers
Breastfeeding resources
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