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* Established in 2008

* TIPQC seeks to promote meaningful change, advance health, and

improve the quality of care through pregnancy, delivery, and beyond
for all Tennessee families

* Quality improvement projects, trainings/educational opportunities,

data management & analysis, networking, etc.

* Successfully completed 30 QI projects

* 3 Ongoing Projects: Cardiac Conditions of Obstetric Care, Necrotizing

Enterocolitis, and Best for ALL

* Other ongoing initiatives: SUD Grand Rounds, Summer Respectful Care

Simulations, Summer Doula Trainings, Community Resource Council,
and more!




TIPQC

Tennessee Initiative for
Perinatal Quality Care

TIPQC Summer 2025 Training Series:
Comprehensive Care for Pregnant Women with Substance Use Disorder and Their
Infants

9:00 AM-12 PM

7/24/25: Knoxville
7/25/25: Johnson City
8/5/25: Memphis
8/6/25: Nashville

TODAY'S AGENDA

Suggested Attendees: 3-4 educators, physicians, or nurses per hospital in TN

Objective: Support & educate hospital teams in caring for pregnant women with substance use
disorder and their infants

9:00-9:10AM Welcome & Intro Anastacia

9:10AM-10:00AM General OB Care for the PatientwithOUD/SUD___ Dr.Young

10:00- 10:50AM Infant Support for the OEN/NAS Infant Dr. Morad
Breastfeeding, Eat, Sleep, Console and Infant Mental Health

10:50-11:40 AM Mental Health Screening, Services,andReferrals____ Dr. Wood
Screening Tools and Safety Plans

11:40-12:00 PM Discussion and Q&A




Obstetric Care for

Patients with Substance
Use Disorder T|PQC
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Disclosures

* None

TI PQC
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* OUD/SUD in pregnancy

* Therapeutic Alliance

Key ldeas - Screening for SUD in pregnancy

* Pregnancy Management

* Intrapartum/Postpartum Management

* 4th trimester

July 2025



US maternal mortality rates have
been rising.

Overdose and
Maternal
Mortality

Overdose is a major cause of
maternal mortality.

Maternal mortality ratios from
overdose doubled from 2018-2021.%




MATERNAL MORTALITY %033
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PREGNANCY-RELATED DEATHS in 2021
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KEY FINDINGS | 3 Leading Causes of Pregnancy-Related Deaths

COVID-19
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WOMEN
WHO DIED FROM
COVID-19 WERE K

UNVACCINATED “ ¢

ABOUT

“ COVID-19

DEATHS
(81%) WERE

‘ ‘ PREGNANCY-
RELATED

RECOMMENDATIONS

The COVID-19 vaccine should
be offered to all pregnant
women per CDC guidelines.

Providers should be aware of
the improved outcomes with
the use of early ECMO, an
advanced form of life-support,
in young patients with
COVID-19 during pregnancy.

Cardiovascular

9 PREGNANCY-
RELATED DEATHS Y/¢
card‘l"c':sraescmar?
conditions such as
PREECLAMPSIA ¥
and ECLAMPSIA

HIGHEST RISK

group was

NON-HISPANIC

BLACK WOMEN between
30 and 39 YEARS

RECOMMENDATION

Facilities should ensure
training, education, and
implementation of protocols on
the management of pregnancy
and postpartum complications,
such as preeclampsia, and
eclampsia in all inpatient and
emergency department
settings.
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Substance
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RECOMMENDATION

Providers should offer referral for
substance use treatment to those
with substance use disorders
before discharge from the Emer-
gency Department/Hospital.

Eis®E  oview THE P
= FULL REPORT 8
e ONLINE ®
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Tennessee Data

Circumstances Contributing to Pregnancy-Related
Deaths, 2020-2022

Yes/Probably Unknown

Substance Use Disorder I
Mental Health Conditions .
Differential Treatment .

Obesity 29% I
0% 100%

OUD Overview

TIPQC
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In Tennessee, women who died from acute overdose within a year of pregnancy:

Over four in five women (83%) died between 43 days and 1 year postpartum

29-years-old was the average age of women who died from an acute overdose

Tennessee Maternal Mortality and Overdose*

10
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Percentage of Deaths in which Differential
Treatment Contributed Among Those With
and Without Co-Contributing Factors, 2020-

2022*

55%

Yes No Yes No No
Substance Mental Health Obesity
Use Disorder

*Yes and Probably determinations were grouped together
for all factors.

TIPQC
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Trauma Informed Therapeutic Motivational
Approach Alliance Interviewing

®

Harm Reduction

¥

Making Safe

Spaces

July 2025 12
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Motivational

Interviewing

TI PQC

July 2025

A counseling technique that facilitates behavior
change

Open Ended questions

Affirmations

Reflective Listening

Summaries

14
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Harm
Reduction

Listen

Solicit patient’s goals and understand that their goals
may be different from their health care providers

Educate on maternal and fetal risks of continued use
Make your office/hospital a safe space
Discuss treatment options

Offer resources for safer use
* Naloxone

* Fentanyl test strips
* Syringe Exchange Programs

15



Naloxone
Access

TIPQC

Tennessee Initiative for
Perinatal Quality Care
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* Pharmacies

« With a rx/insurance

« Without rx/insurance
S45-75

* Free naloxone

Regional Overdose
Prevention Specialists

Health Departments
* Online

,,,,,,
nnnnnnnnnnnnnnnnnnnnnnnnn

a LONONE
B AVAILABLE
HERE 3

Naloxone (Narcan)
is a safe and legal
medication

that reverses an
opioid overdose

ASK V[]UR UBRI\RIAN ABOUT NARCAN

call 1-833-2-FINDHELP
te"HEle" © 833234

Photo by Jessica Young

16



Why Screen for Substance Use in Pregnancy?
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Substance Screening-ACOG recommendations, CO

/11: SBIRT

* Early universal screening, brief intervention (such as engaging the patient in a
short conversation, providing feedback and advice), and referral for treatment of

pregnant women with opioid use and OUD improve maternal and infant outcomes.

* Screening for substance use should be part of comprehensive obstetric care and

should be done at the first prenatal visit in partnership with the pregnant woman.
Screening based only on factors, such as poor adherence to prenatal care or prior
adverse pregnancy outcome, can lead to missed cases, and may add to
stereotyping and stigma. Therefore, it is essential that screening be universal.

* Routine screening should rely on validated screening tools, such as questionnaires,

including 4Ps, NIDA Quick Screen, and CRAFFT (for women 26 years or younger).

18
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Barriers to Screening
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ALLIANCE FOR INNOVATION
ON MATERNAL HEALTH 23 I0@

* No SUD

* Screening only

* Prevent onset of
disease

* Education

Brief Intervention

(Secondary)

* Behavorial Health

* Brief Intervention

* Brief Treatment

* Prevent Disease
Progession

Opioid Screening Tools

Referral

(Tertiary)

* Mod/Serve SUD

* Refer to treatment

* Prevent Morbidity
& Mortality

Descrint

Specific to Drug Use in Pregnancy

Pros

Cons

NIDA OQuick Screen ® 3 questions ® Listed in ACOG bulletin| ® Not specific to Possible top )
* Approximately 3-5 « Existing online tool pregnancy recommendation
minutes developed by NIDA ® No training available
® Scripted tool to support | ® Free
provider standardization| e SMFM recommended
of substance use
screening
Integ! ated 5Ps Screen.mg . Peers’ Parens, Partner, Free
Tool Past and Pregnancy ® Designed specifically for
pregnant women

1 hetp://apps.who.int/iris/bitstream/handle/ 10665/ 107130/9759241548731 _eng pdfijsessionid=F026463023E46EC6TAC194C5099B28E4?sequence=1

Annex 3, page 193

TIPQC

Tennessee Initiative for 20
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5P’s Screening
Tool

TIPQC

Tennessee Initiative for
Perinatal Quality Care
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* 1. Did any of your Parents have problems with alcohol or drug use?
___No ___ Yes

2. Do any of your friends (Peers) have problems with alcohol or

drug use? No Yes

* 3. Does your Partner have a problem with alcohol or drug use?

No  Yes

- 4. Before you were pregnant did you have problems with alcohol or

drug use? (Past) No Yes

* 5. In the past month, did you drink alcohol or use other drugs?

(Present) No Yes

https://tipgc.org/wp-content/uploads/2024/05/2.-5Ps-Screening-Tool-and-Follow-Up-
Questions.pdf
21



N I DA Qu |Ck NIDA Quick Screen Question:

Screen In the past year, how often have you used the following? 3

Once or
Twice
Monthly
Weekly
Daily or
Almaost
Daily

Alcohel
o  Formen, 5 or more drinks a day

o  Forwomen, 4 or more drinks a day
Tobacco Products

Prescription Drugs for Non-Medical Reasons
Hllegal Drugs

TIPQC

Tennessee Initiative for
Perinatal Quality Care

July 2025
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* Screening

* Brief Intervention
* Get more history

* Provide education
* Assess goals and motivation for change

* Referral To Treatment

23



Referral to Treatment

Substance type

Severity

Underlying co-occurring psychiatric disorders
Medical co-morbidities

Outpatient

Intensive outpatient programs/Partial hospitalization
Inpatient

Residential and Sober Living

July 2025 24



Process Map for SBIRT at Initial OB Visit

Patient arrives for
initial prenatal visit

General orientation to
practice, includes
substance use policy

Referral to addiction
provider for further
evaluation and
treatment

Moderate to Severe
Substance Use
Disorder Suspected

-

" Substance .
< use - D s
\_\ severity "
Low to Moderate .
Substance Use
Suspected

Occasional use

only

Referralto

Prenatal visit with
provider begins, Bl
and RT are not
indicated

At one point during visit,
staff ensures patient is
seen privately for
confidential screening |

Substance use
screening
questionnaire

Bl by provider

Screen
negative
Warm handoff to mP:‘:.e:ttes .
provider o
screen

\\5&“’ f
Screen
positive

Follow up questions Warm handoff to

P provider

behavioral health
for counseling

encourage
abstinence

Routine prenatal
care; education;

Bl=Brief intervention
RT= Referral to treatment

TIPQC

Tennessee Initiative for 25
Perinatal Quality Care




e PARENTS
e PEERS — . Ezzecz:;%rnsfizek? of use
Seldslshilss o PARTNER

o PAST — Review substance use, risks of relapse,

and support systems

Brief

[REETE, e PRESENT 1. Place orders:
Referral to / — ¢ UDS (with consent)

Treatment * Hep C Antibody
Narcan
2. Refer to Treatment/case
management
3. Obtain ROl’s for current

treatment

July 2025
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Routine Urine Drug Testing

* Not a screening tool

* Not recommended to be used as screening

* Only perform with patient consent and in compliance with state laws.
- KNOW YOUR TEST

* Fentanyl, xylazine, synthetics, ketamine-not on most drug panels

27
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Routine Urine Drug Testing

* Implication of positive test should be reviewed.

* Risks of false positive and false negative tests. Confirmatory testing may take days

to weeks to return.

« Common OTC medications and prescription medications may cause false positives
e.g. ranitidine, Benadryl, sertraline, OTC cold meds

28



Referrals

TIPQC
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Perinatal Quality Care
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* Tenncare patients: MCO high risk obstetric case manager
* Blue Care

* United
* Wellpoint

* Find Help Now
« www.findhelpnow.org/tn

* Partnership w/ local Addiction Medicine
* Inpatient/Residential

* Outpatient
* Methadone
* Buprenorphine

29
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OubD
Treatment

Options

31
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OUD Treatment Options

* Medication Assisted Treatment (MAT)/ Medication for OUD (MOUD)
* Methadone
* Buprenorphine
* Naltrexone

* Medication Assisted Withdrawal

* Psychosocial Treatment/Support

32
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Methadone
Maintenance

* Gold standard with decades of experience
* Long-acting opioid agonist

* Harm Reduction

* Increases adherence to prenatal care

* Improves pregnancy outcomes

* Decreases severity of NAS

* Decreased foster home placement

* NAS/NOWS ~50%

33



Methadone

July 2025

tips

TIPQC

Tennessee Initiative for
Perinatal Quality Care

 Does not have to be in withdrawal to start

* Split dosing is often necessary in pregnancy

* Starting dose 10-30 mg

* Max dose of 40 mg in 24 hours for methadone naive patient
* Doses are titrated up based on symptoms and relapses

* Continue outpatient dose inpatient

* Confirm outpatient dosing with methadone clinic

* NAS/NOWS risk is not dose dependent

34



Buprenorphine

Maintenance

July 2025

e Less severe NAS with shorter hospitalization and less morphine
requirement

e Office-based treatment
e More accessible including telehealth
e Multiple formulations including XR

Disadvantages

e No rigorous studies on initiation during pregnancy
e Often not effective for women using high doses of IV opiates

e Higher drop-out rate than methadone in MOTHER trial (33% vs.

18%)
e Higher relapse rate
e Challenges to initiation in age of fentanyl
* NAS treatment rates (20-45%)

35



Must be in moderate withdrawal for traditional initiation

ey COWS score >10-12

e HOmMe

BuprenOrph|ne e Traditional

. e Micro/low dose
Induction

——eliilds

e Moderate withdrawal
e Observe for precipitated withdrawal
e Daily visits for 3-5 days for dose titration

TIPQC

e INnpatient (24+ weeks)

Tennessee Initiative for
Perinatal Quality Care

July 2025



Comfort meds

for withdrawal

July 2025

Antihistamines

Antinflammatories

Anti-emetics

Alpha 2 agonists

Muscle relaxer

Hydroxyzine

Acetaminophen

Promethazine
ondansetron

Clonidine

Cyclobenzaprine

37
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e No data on harm of Naloxone in pregnancy
e Less Diversion

e L ess Misuse

e Safe in breastfeeding

Mono

e More studies
e Convention
e Safe in breastfeeding




What about
medically assisted

withdrawal (MAW)?
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Benefits of MAWS

e Reduction in NAS if successful

e Theoretically reduces long-term effects of opioid exposure
e Decreases risk of child protective services and legal action
e May be more supported by family and community

"

sy Disadvantages of MAWS

ife = L . . .
- e Treatment of chronic disease with short term intervention

e Risk of relapse

e Risk of overdose

e Lack of evidence-based protocols
e Shortage of residential programs

T I PQQ e Risk of withdrawal symptoms without appropriate medical

Perinatal Quality Care supervision

July 2025



Naltrexone
Medication
Assisted
Treatment

TIPQC

Tennessee Initiative for
Perinatal Quality Care
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Opioid receptor blocker

Monthly injection or daily
oral pill

Requires period of abstinence
prior to initiation

Less risk of NAS
Very little data in pregnancy

Medication: Action on the Opioid Receptor

This schema is a simplistic modeling of how the various
classes of medications act on the mu-opioid receptors.

Full agonist Antagonist Partial agonist
Methadone Naltrexone Buprenorphine

o 9

N €= Activation =3 (—Actlvatlon—;’
zone zone

Occupied, fully Octcu:zle: "°“d Occupied, partially
activated - wate Opior activated opioid
opioid receptor receptor receptor

41
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Naltrexone

- Still experimental in pregnancy
* Can likely be continued safely
 Helpful if someone is stable on Naltrexone

* Pain management can be challenging

42



MOUD Side

Effects

July 2025

* Nausea

* Vomiting

* Constipation
- Headache

* Restless legs

* Sweating

43



Pregnancy

Management

July 2025

First Trimester

e Routine prenatal labs

e Hep C, Hep B, HIV, RPR

e Screen for tobacco/vaping

e Screen for PMADS

e Refer to addiction medicine/treatment if needed
e Offer Naloxone

Second Trimester

e Detailed Anatomy US
e Monthly growth ultrasounds @24 weeks

e support with common concerns like nausea, constipation

44



Pregnancy
Management

TI PQC

July 2025

Third Trimester

e Serial growth scans

e Repeat Hep c/RPR/HIV

e Antenatal testing if using unprescribed substances
e Contraceptive plan

e Discuss pain management concerns

e Educate on breastfeeding
e Educate on pediatric protocols
e Screen for PMADS

45



Delivery Pain

Management

July 2025

ey Vaginal Delivery

e Continue buprenorphine or methadone
e Regional anesthesia

e Avoid Nalbuphine/butorphanol

e PP: Schedule NSAIDS

e (Cesarean Section

e Continue buprenorphine or methadone

e PP divide buprenorphine dose or methadone dose
e Regional anesthesia

e Local anesthetics

e PP: Multimodal analgesia including NSAIDS and short-acting opioids as
needed

e Consider hydromorphone

e New data on increasing buprenorphine dosing to avoid short-acting
opiates

46



Develop
Postpartum

Plan of Care

TIPQC

Tennessee Initiative for
Perinatal Quality Care

A% Bundle Framework

Inpatient

Pain control protocols

Social Work consult

Behavioral Health consult

Warm handoff

Plan of safe care for mom and baby
Overdose education

Link to services if not in
treatment/start MAT

Contraceptive access including IPP
LARC if desired

Discharge Planning

Ensure appointment with addiction
medicine specialist is scheduled
within 1- 2 weeks.

Warm handoff to outpatient
providers

Plan of safe care for mom and baby

Educate on Postpartum Mood and
Anxiety Disorders

Contraceptive plan
Referrals to home health agencies

Narcan prescription or kit

47



4 Trimester

TIPQC

Tennessee Initiative for
Perinatal Quality Care
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Visits
* 1-2 weeks postpartum
* 4-6 weeks postpartum
+ 8-12 weeks postpartum

Postpartum Mood and Anxiety Disorder screening
Contraception

Routine health screenings

Immunizations

Smoking cessation

Linkage to care for chronic health conditions
* Hep C treatment

* SUD treatment

48
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Naloxone

TIPQC

Tennessee Initiative for
Perinatal Quality Care

* Opioid Antagonist
- Rapidly kicks off other opioids

and binds to opioid receptors

* Reverses and blocks effects of

opioids

* Dosages 2-8 mg

* Formulations

* Injectable
* Nasal spray

 Rapidly restores breathing
- Effective for 30-90 minutes

* Risks include agitation,

precipitated withdrawal,
acute lung injury

NALOXONE NASAL SPRA

49



Naloxone

Education

https://www.verywellhealt

h.com/how-to-use-narcan-
nasal-spray-7373509

July 2025

What to do if you think someone is
overdosing

It may be hard to tell whether a person is high or
experiencing an overdose. If you aren't sure, treat it like
an overdose—you could save a life.

rﬂ Call 911 Immediately.*

@ Administer naloxone, if available.

@ Try to keep the person awake and breathing.
é} Lay the person on their side to prevent choking.

Stay with the person until emergency assistance
arrives.

*Most states have laws that may protect a person who
is overdosing or the person who called for help from
legal trouble.

50



Naloxone in

Obstetrics

July 2025

* Prenatal visits

 Offer and prescribe for all

patients with Substance Use
Disorder

* Family members/loved ones
with OUD

* During delivery admission

« Offer/prescribe for all
patients with SUD

- Offer to all patients being
discharged with opioid rx.

* Postpartum visits

« Offer/prescribe for all
patients with SUD

two addiction medicine clinics, and Rachael Duncan, a clinical pha
Heart of the Rockies Regional Medical Center, are co-chairs of th
by Don Stader)

51



OUD is a significant cause of maternal morbidity and
mortality.

Universal screening during pregnancy can improve
outcomes through education and linkage to treatment.

Summary

MOUD saves lives and improves outcomes for people
with OUD.

Obstetric providers are essential toimproving outcomes
for moms affected by substance use disorder and their
babies during pregnancy and longterm.

TIPQC

Tennessee Initiative for
Perinatal Quality Care

July 2025
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https://www.th.gov/content/dam/tn/mentalhealth/documents/Publ

ic Guidance DATA Waiver Removal 2.27.23.pdf

https://www.tn.gov/content/dam/tn/mentalhealth/documents/201
8 Buprenorphine_Treatment_Guidelines.PDF
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Thank you!

Presentation prepared with
materials from

Jessica Young, MD, MPH

Tipgc.org

July 2025
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Definitions
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MOM

* Opioid Use Disorder (OUD)- Pattern of
opioid use leading to clinically
significant impairment or distress

* Medication for Opioid Use Disorder
(MOUD) - Use of approved
medications along with therapy in
treatment of OUD
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Proposed
Standard
Definition

of NAS/NOWS

July 2025

Neonatal Abstinence Syndrome (NAS)
Neonatal Opioid Withdrawal Syndrome (NOWS)

* Exposure to opioids during pregnancy

* At least 2 of the most common clinical signs of
withdrawal including: Excessive crying,
fragmented sleep, tremors, hypertonia, and

gastrointestinal dysfunction
* Difference between NAS and NOWS?
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@ LATE1800S
Newborn withdrawal
described

1950-60S @
Heroin withdrawal

@ 19708
Neonatal Abstinence
Syndrome diagnosis,
Finnegan scoring system

LATE 1980-90S @
Increase in NAS due to
prescribed opioids
@ 2012
AAP protocol and
epidemic declared
2016 @
Increased restrictions on
opioid prescribing

Fentanyl
2019 @
Eat, Sleep, Console
° 7

TIPQC

Tennessee Initiative for 65
Perinatal Quality Care




Patterns in TN

TIPQC
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Perinatal Quality Care
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3.2 Individual Substances among SUDORS Decedents in Tennessee

3000 -

2,804

N
o
o
o
1

1000 A

Number of Fatal Drug Overdoses

433 419

Fentanyl Methamphetamine Marijuana Cocaine Morphine
Substance Name

Year ] 2019 | 2020 | 2021 [ 2022

Analysis by the Office of Informatics and Analytics, TDH (last updated November 7, 2023). Data Source: TN SUDORS, 2019-2022.
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NAS Case Rate by Year,

2013-2022
Cases w====Rate per 1,000 Live Births =w=U.S. National Rate per 1,000 Live Births
Number of Cases Rate per 1,000 Live
13.5 Births
TN NAS Trends t L, 7 e 32
11.7 11.7

9.8

Over time

7.3
6.5 6.6 7.0 6.8 e

H'

2013 2014 2015 2016 2017 2018 2019 2020 2021 2022
Year

Source: Neonatol Abstinence Syndrome Surveillance System, Tennessee Department of Health and Heolthcare Cost and Utilization Project (HCUP)

TIPQC

Tennessee Initiative for
Perinatal Quality Care

Figure 1: Number of Cases of Neonatal Abstinence Syndrome as a Percentage of Live Births in Tennessee
and U.S. Rates, 2013-2022.
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The Facts....
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*The 2022 rate of NAS in TN is 9.8 / 1000

live births

*The national rate is 6.3/1000 live births

*53% of women in the reported TN cohort

had inadequate prenatal care
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SULTIVAN]

NORTHEAST]
CUMBEREAND

MID-CUMBERLAND

Rate of NAS

SOUTHEAST,
’ HAMILTON Rate (per 1,000 live births)
: Data Suppressed
Cases by e
B 6.1-16.0

B 16.1-30.0

CO u nty’ 202 2 Figure 9: Rate of NAS Cases by County, 2022 I 30.1-50.0

Rate of NAS diagnosed per 1000 live births'
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Complications
of Opioid Use
During

Pregnhancy

TIPQC

Tennessee Initiative for
Perinatal Quality Care
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Maternal

Fetal/Newborn

Preterm labor

Intrauterine growth restriction

Preterm premature rupture of

membranes

Low Apgar scores

Placental abruption Stillbirth
Intraamniotic infection (Triple 1) Neonatal Abstinence  Syndrome
(NAS)

Preeclampsia

Higher risk for exposure to ETOH,
tobacco, other substances

Increased risk of Hepatitis C, HIV,

Sudden Unexpected Infant Death

and other infectious diseases (SUID)
Overdose Higher risk for neurocognitive
disorders

Untreated concomitant psychiatric
disorders

Bacteremia

Septic thrombophlebitis

Source: Center for Substance Abuse Treatment
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Withdrawal

TIPQC

Tennessee Initiative for
Perinatal Quality Care
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# Causes of Infant Withdrawal (By Substance Type)

Substance Class Examples Notes

Opioids Heroin, Methadone, Buprenorphine, Most common cause of NAS.

Oxycodone, Fentanyl

Benzodiazepines Diazepam, Lorazepam, Alprazolam Often used with opioids, withdrawal can be

prolonged.

SSRIs/SNRIs Fluoxetine, Sertraline, Venlafaxine May cause “"neonatal adaptation syndrome”,

usually mild.

Barbiturates Phenobarbital, Secobarbital Less common, but can cause prolonged

symptoms.

Withdrawal can occur, but most concern is Fetal

Alcohol Spectrum Disorders.

Stimulants Cocaine, Methamphetamine Not classic withdrawal; more often causes

irritability, poor sleep.

Nicotine Cigarettes, Vapes May cause mild withdrawal symptoms;

associated with low birth weight.

Xylazine Often mixed with opioids Unclear profile in neonates; may cause atypical

(emerging) symptoms.



© Timing of Withdrawal Symptoms by Substance

Substance Class

Short-acting opioids (e.g., heroin)

Long-acting opioids (e.g., methadone,

buprenorphine)

Benzodiazepines

SSRIs/SNRIs

Barbiturates

Stimulants
Alcohol

Nicotine

July 2025

Typical Onset
After Birth
24-72 hours

48-96 hours

1-2 weeks

Within hours to 2

days

4-7 days

Variable
3-12 hours

<48 hours

Duration

Up to 10-14
days

Up to 4-6

weeks

Several weeks

<1 week

Weeks to

months
Days
Days

Days

Symptoms

High-pitched cry, tremors,

diarrhea, vomiting

Same symptoms but often

more prolonged

Irritability, sleep disturbances,

seizures

Crying, jitteriness, feeding

issues

Poor feeding, irritability,

seizures
Irritability, poor sleep, tremors
Tremors, seizures, poor feeding

Increased tone, tremors,

hyperactivity



Symptoms of NAS/ NOWS

Overstimulation
Altered Tone
Autonomic Dysfunction
Sleep Disturbance

July 2025
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Trauma
Informed
Approach

Principles

TIPQC

Tennessee Initiative for
Perinatal Quality Care
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Safety in physcial settings and interpersonal interactions

Trustworthiness and Operations are conducted and decisions are made with transparency,
Transparency consistency, respect, and fairness so as to build and maintain trust

Support from those with lived experiences of trauma or, in case of

Peer Support children with history of trauma, their family members

Partnering, leveling of power differences between and among staff
and clients

4 Collaboration and Mutuality

Empowerment Individuals' strengths and experiences are recognized and built upon

Source: Practical Guide for Implementing a Trauma-Informed Approach
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Say this...

Not that
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LANGUAGE
MATTERS

FOR PREGNANT
WOMEN & BABIES _
INSTEAD OF TRY SAYING
Newborn

t th sed
:.lbsﬁuno:'ousn::i‘sord.r | ::zosubstance
are often sti i Why?

igmatized,

preventing them from Newbormns are not defined by

seeking medical care,

engaging in services,
and being open about

substance use. Using

the right language
matters.

INSTEAD OF

INSTEAD OF TRY SAYING
Person with a
TRY SAYING substance use
disorder

Newborn with drug withdrawal
Why?
Person-first languoge suggests that

someone has a health condition, rather

substances despite negatie than defining them by that condition.

consequences Newbon nnot be
addicted, but they can

withdrowal after being expose
oploids and other substances.

' or scan tha QR coda B tha laft.
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When to
Consider
Drug Testing

for Infant

TI PQC

July 2025

When it may change clinical care for baby

* Maternal substance use disorder AND mom is
not compliant with treatment program

* Absent or scant prenatal care
* Infant displaying signs of withdrawal

* Must discuss with family!
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How are
Infants

Tested?

*Urine
*Cord sample (NOT cord blood)
* Meconium

Not all tests have the same detections —
know what your facility offers
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Observation
Protocol in

Hospital

July 2025

*Non-pharmacologic care begins at BIRTH!

* Observation with non-pharmacologic
management

- 3-5 days for short acting
-4-7 days for long acting

”\.
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Non-
Pharmacologic

Care

TI PoC
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*Most important treatment for OEN

-Rooming in with caregiver

- Quiet environment

-Swaddle (review safe sleep)

-Swings or rockers

- Skin to Skin

- Breastfeeding (unless contraindicated)
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NAME: MR#:

Signs and symptoms scored:

Initiation of morphine sulfate therapy:

. Nursing Instructions CATEGORIES _ SCORE Morphine= Morphine Sulfate oral solution
b EXC essive C ry 1. If infant scores >8, rescore in one hour :’ :;,:7 3 i 0.4 mg/ml
iR e % -12 04 mg
2. Nputy ph?'snc_mn if two scores, 1 hour apart, =8 I 1316 0.08 mg
3. Give medication as prescribed by physician every m 1720 0.12 mg

® Length Of Sleeping after feeds 3-4 hours. Do not exceed 4 hours in dosing. IVV 51272: l[l).lwf(v)mg‘
* Moro reflex
. SIGNS AND SYMFTOMS BCORE e e [ [l o [ e [ [ s [
* Tremors (disturbed;, | | [ B — g ——— S Y S O
undisturbed)

Sleeps < 1 hour after feeding 3
Sleeps < 2 hours after feeding 2
® e L] M u SC I e TO n e Sleeps < 3 hours after feeding 1
o I I e Hyperactive Moro Reflex T
4 H Markedly Hyperactive Moro Reflex 2
* Excoriation
Mild Tremors: Disturbed 1
. Moderate-Severe Tremors: Disturbed 2
[ ] ° Se I Z u re Mild Tremors: Undisturbed 1
Mod S Tremors: L di bed 2
F I n n e a n ° Increased Muscle Tone 1-2
F e Ve r Excoriation (specific area) 1-2
. - -
° Y Generalized Seizure 8
awnlng Fever>372C 1
. Frequent Yawning 1
° S t q 2
We a I n g Sweating 1
H Nasal Stuffiness 1
e Stuffiness
Sneezing 1
o e
° S e I Z I n g Tachypnea (Respiratory Rate> 60/min) 2
Poor Feeding 2
* Tachypnea .
Loose Stools 2

Failure to Thrive (weight gain > 10% below birth 2

* Poor feeding

b VO m it i n g Excessive Irritability 1753

Tl PQQ * Loose stools N

Tennessee Initiative for ° Fa I I ure to th rive Morphine sulfate solution (0.4 mg/ml) dosing schedule:

Perinatal Quality Care ) .
® |rl’ltabI|Ity Time morphine

Dose morphine (in mg.)

Route

Initials

July 2025



Scoring Tips
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*Huddle with care team AND FAMILY to discuss
scoring — especially if scores elevated

* Do not wake a sleeping baby — cluster care

* Excoriation should be new or worsening to be
scored

e Breastfed stools are not diarrhea — look for
water rings in diaper or large volume watery
stools |
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Eat

* Can coordinate feeds with good latch or will
take at least 10 mL easily by mouth (or age
appropriate)

Sleep

* Will sleep for 1 hour or longer after feeds

Console

* Consoles within 10 minutes with
appropriate consoling methods
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Huddle time
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TIPQC

Tennessee Initiative for
Perinatal Quality Care

ESC non-pharmacologic

interventions

Rooming In

Parental Preference

Skin-to-skin contact

intervention

Holding by caregiver/cuddler

Swaddling

Optimal feeding

Non-nutritive sucking

Quiet environment
Limit visitors
Clustering Care

Dim environment

Bouncer

Sound machine

Implement
Implement
Implement
Implement
Implement
Implement
Implement
Implement
Implement
Implement
Implement
Implement

Implement

Increase
Increase
Increase
Increase
Increase
Increase
Increase
Increase
Increase
Increase
Increase
Increase

Increase

Reinforce
Reinforce
Reinforce
Reinforce
Reinforce
Reinforce
Reinforce
Reinforce
Reinforce
Reinforce
Reinforce
Reinforce

Reinforce
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Let’s

Compare

Category |ESC Model Finnegan NAS Scoring
Functionality: Eating, Withdrawal symptoms scored
Focus Sleeping, Consoling numerically
Yes/No criteria for care Numeric score-based pharmacologic
Assessment decisions treatment
Non-pharmacologic first
Treatment (rooming-in, skin-to-skin, [Early pharmacologic treatment
Approach breastfeeding) (opioids, morphine)
Shorter hospital stay (~5-7
Length of Stay |days) Longer hospital stay (~14-21 days)
Parental Highly encouraged (family-
Involvement centered care) Less emphasized
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Breastfeeding

Key Ideas
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When to
Encourage

Breastfeeding...

TI PQC

July 2025

Academy of Breastfeeding Medicine Clinical Protocol #21

* MOUD with Buprenorphine or
Methadone

*Discontinuation of non-prescribed by
delivery

* Address with a team based, trauma
informed approach
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Practical Tips
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*Very low volume of
colostrum gives more
time to make informed
decision

*No data related to
testing breastmilk for
drugs

89



Informed
Decision
Making

TIPQC
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Perinatal Quality Care
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TABLE 1. PRESCRIBED OPIOIDS, BENZODIAZEPINES, STIMULANTS, NON-PRESCRIBED STIMULANTS, ALCOHOL, NICOTINE,

AND CANNABIS PHARMACOKINETIC CONSIDERATIONS TO INFORM BREASTFEEDING

Opioids Peak effect* Half-life* RID (%)
Morphine 0.5-1 hour®’ 2-4 hours™’ 9.09-35’
Codeine 1-1.5 hours>?’ 3 hours® 0.6-8.1°
Oxycodone 0.5-2 hours>*’ 3—4 hours*’ 1.04.6°
Tramadol 2-3 hours>’ 6-7.5 hours>*’ 2.9°
Benzodiazepines Peak effect Half-life RID (%)
Diazepam 0.3-2.5 hours™’ 44-48 hours™’ 0.9-7.1°
Alprazolam IR: 1-2 hoq)r357 IR: 11 hours - R.57
ER: 9 hours” ER: 10-16 hours”
Lorazepam IR: 2 hours7 IR: 12 hours 2.6-2.9°
Clonazepam EII{—4] ‘l‘lc?lﬁ";g;” ]?1;—62(? ;1:;1'5522;77 2.8°
Chlordiazepoxide 0.5-2 hours™’ 24-48 hours®"’ N/A
Stimulants Peak effect Half-life RID (%)
Cocaine 0.5 hour®’ 1.5 hours>*® N/A
Methamphetamine 25 hourszf;’7 4-5 hoursfz; N/A
MDMA 24 hours™~ 4-6 hours™ N/A
Cathinone 2.3 hours>* 1.5 hours? N/A
Amphetamine IR: 34 hours IR: 10-12 hours, 1.9-2.1'%2
ER:5-7 hours™ ER: 11-12 hours
Dexamphetamine IR: 3 hours IR: 3-4 hours 4.0-10.6"
ER: 8 hours™’ ER: 5-7 hours*’
Substance Peak effect Half-life RID (%)
Alcohol 0.5-1.5 hours™’ 4-5 hours™’ 16°
Nicotine 0.25 hours>*’ 1-2 hours’ N/A
Cannabis (THC) 0.25-0.5 hours™’ 25-36 hours™"’ 0.4-8.7°

“Peak and half-life values reference adult pharmacokinetic data for a potential breastfeeding individual. The above prescribed opioid,
benzodiazepine, and stimulant data are derived from oral route of administration. IV route of administration for equivalent IV medications
have shorter peak effects, in the order of minutes. In intravenous route of administration, the half-lives for opioids may be shorter. For
nicotine and cannabis, peak effect sand half-lives are for inhalation route of administration.

ER, extended release; IR, immediate release; IV, intravenous; MDMA, 3,4-methyl enedioxy methamphetamine; N/A, data not available;

RID, relative infant dose; THC, delta-9-tetrahydrocannabinol.
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Non-
Prescribed

TIPQC
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* Breastfeeding is not recommended during use of non-
prescribed opioids, stimulants, or sedatives

* Also not advised during benzo use or misuse but may be
appropriate to allow during benzo taper for treatment
or with monitored prn prescribed dosing

* Alcohol is likely safe with occasional and “modest” use

91



Breastfeeding
and Fentanyl

Tennessee Initiative for
Perinatal Quality Care
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* Estimates that synthetic Fentanyl is in up to 90% of the

illicit opioids

* Drug accumulation is a concern

* Evidence for Fentanyl in fat stores after long term use
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Breastfeeding
and Stimulants

Tennessee Initiative for
Perinatal Quality Care
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* Cocaine, Methamphetamine, and Amphetamines are

thought to contribute a higher relative infant dose (RID)

* Prescribed Amphetamine accumulates (may be true for

other stimulants)

* Can cause lower milk volume

* Concern for infant death with meth exposure
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Breastfeeding
and THC

Tennessee Initiative for
Perinatal Quality Care
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* 7.2% of pregnant women have cannabis use in past

month

* THC is lipophilic and may accumulate in breastmilk

* Conflicting findings on long term impact but

neurodevelopmental concerns have been described

* Prenatal exposure is a consistent limitation
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Breastfeeding
While on

MOUD
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*Baby receives small percent of breastmilk

* Decreases withdrawal symptoms but will
NOT treat withdrawal

*Wean when ready
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Post Hospital

Support

&
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TIPQC

Tennessee Initiative for

Perinatal Quality Care

*Check in on mom’s plan
*Encourage support groups

*Know & share the resources in your
area with mom

*Use the TN Breastfeeding Hotline

\é'\
e Infant Risk Center 155 4383?\7.‘28.‘222’
e1-806-352-2519 y /7 days a week

Linea de ayuda de N

Tennessee para la \!\\\kt

lactancia matern:e 1/ =2

855-423-6667
855 4BF MOMS




*HIV infection is NOT a
Other . contraindication

Breastfeeding

SCUHEEICUEUEEE . Henatitis B and C are NOT
contraindications to breastfeeding




Hepatitis C




Figure 27: Rates of Perinatal HCV Exposures (per 1,000 Live Births) by County,
Tennessee, 2022

Prevalence of
Hepatitis C
Among

0o0.0
022-76
@7.7-15.0
m15.1-26.3
m>25.3

Pregnant

In 2022, perinatal HCV exposures were reported in 84 counties in TN. Among these counties, 51 counties (54%) had perinatal HCV exposure rates
o m e n higher than the statewide perinatal HCV exposure rate. The counties with the highest perinatal HCV exposure rates were largely found in East,
Northeast, and Upper Cumberland Public Health Regions. Some counties demonstrated that 4% to 7% of all live births in 2022 were perinatally

exposed to HCV.

TIPQC

Tennessee Initiative for
Perinatal Quality Care
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Testing algorithm for a child aged 22 months who was born to a mother with confirmed (maternal HCV IgG+, RNA+),
probable (maternal HCV IgG+, RNA unknown), or possible (sibling with same birth parent who has HCV, adopted child
with risk factors, etc). Children <2 months old should not be tested because of false-negative results (RNA quant) and
passive transfer of maternal antibody (HCV IgG).

Patient age
[
[ |
2-17 months old >18 months old
Obtain 1 HCV RNA quant Obtain HCV IgG
[ |
[ l [ ]
Positive Negative Positive/ Reactive Neeatiel
Nonreactive
: No HCV
REFER to Hepatitis No fgrtber Leshing Order HCV RNA infection; No
S indicated -
Clinic (Hepatology) (566 Box A} quant fur_the.r testing
indicated
I [ I (see Box B)
HCV RNA HCV RNA not
detected detected
REFER to No current HCV infection; no
Hepatitis Clinic further follow-up needed
(Hepatology) (see Box C)
Box A. Parents of perinatally exposed children Box B. Parents of Box C. Parents of perinatally
with undetectable HCV RNA aged >2 mo can be perinatally exposed exposed children aged 218
reassured that the child does not have perinatal children aged 218 mo with | months with reactive HCV Ab
HCV infection and does not require further nonreactive anti-HCV test tests and undetectable HCV RNA
follow-up. However, some clinicians obtain a results can be reassured can be reassured that although
second HCV PCR to confirm a negative result. If that the child does not there was likely perinatal HCV
clinical symptoms, signs, or lab findings have perinatal HCV transmission, the child does not
consistent with HCV appear later in childhood, infection and does not have current HCV infection and
retesting is reasonable because rare false- require further follow-up. does not require further follow-
negative tests and postnatal acquisition of up. T I P g
July 2025 infection are possible. Tennessee Initiative fol 00
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TN
Congenital
Syphilis

State Case and Rate by Year
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https://www.tn.gov/content/tn/health/cedep/reportable-diseases/syphilis-
congenital.html
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Syphilis

ACOG guideline: Test on entry to care, third trimester, and
delivery

New TN Law: requires these screening points as well!

Goal is documented treatment > 30 days prior to delivery

July 2025



Discharge TIPQC

Tennessee Initiative for
Perinatal Quality Care

July 2025



: *Referral to Early Intervention Services
Hospital (TEIS)

Discharge * Hepatitis C follow-up if PCR positive
Checklist .

* Referral to home visiting
TI PQC

July 2025 104

Developmental follow-up




= Neonatal Abstinence Syndrome / NOWS: automatic eligibility for TEIS

= Codes that will require secondary MD review for eligibility:
= P04.14: Newborn affected by maternal use of opiates

Referral for

Ea rly " P04.16: Newborn affected by maternal use of amphetamines

Intervention

= P04.3: Newborn affected by maternal use of alcohol
= PO4.4: Newborn affected by maternal use of drugs of addiction
Services = P04.8: Newborn affected by other maternal noxious substances

**Must have source of exposure and approximate duration documented

T I PQQ in the medical record along with the appropriate ICD10 code for the

Tennessee Initiative for re fe rra I
Perinatal Quality Care
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S R it

SHINE

Follow up
clinics

Baby Steps

EAST TENNESSEE

Childrens
 \4 ¥ Hospital
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Early Relational Health
(Infant Mental Health)

Key Ideas

zzzzzzzz



Framework that explores the role of early
Definition of relationships and experiences in healthy
Infant Mental development across a child’s lifetime.

Health Relationships, especially in the early years,
are biological necessities to build a
foundation for lifelong growth and
development.
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Relationships

TIPQC

Tennessee Initiative for
Perinatal Quality Care

July 2025

* Safe: The relationship is free of physical or psychological
harm. Children believe their caregivers will protect them.

 Stable: The adult is dependably there for the child. Children believe
their caregivers will meet their needs.

* Nurturing: The child’s physical, emotional, and developmental
needs are sensitively and consistently met. Children believe their
caregivers will use warmth and clear expectations to foster their
development.

109



Make Childhood a Positive Experience

Positive childhood experiences, or PCEs, are vital for all children, especially
infants and toddlers. They let a child know that their caregiver is a safe, reliable
person who will tend to their needs — someone they can turn to in times of stress.

PCEs are warm and affirming, bringing joy to
both parent and child, like when a parent:

Soothes a Shares a Sings while Engages in
crying infant developmentally changing a child-directed play
approriate book baby's diaper

“¢ Pediatric providers can help build PCEs by
focusing our discussions in well-child visits on
family successes and how families are thriving.”

- Pediatrician | Clackamas, Oregon

PCEs build trust, attachment, and security.

When children regularly feel safe and supported,
they are free to explore, imagine, flourish, and thrive!

of Pediatrics

'DEDICATED TO THE NEALTH OF ALL CHILDREN"

gTARCENTER American Academy  {




TN IECMH
Resources WARMLINE

1-866-424-1001
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45,979
Suicide deaths (includes adults and youth)

1,748,000
Reported suicide attempts* (18+)

3,525,000
Made any suicide plans in past year* (18+)

12,303,000
Had serious thoughts of suicide in past year* (18+)

*Self-report

Source: CDC, 2021; SAMHSA, 2021




1. Suicide: Scope of the Problem

2. Screening

3. Disposition and Treatment
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1. Suicide: Scope of the Problem




Over Many adults think about

49 000 suicide or attempt suicide
(2 300007 Tammiion

people died by ;128 Imhllllgnb »
suicide in 2023 eriously thought about suicide

3.7 million

Made a plan for suicide

1 death every
1. .. 1.5 million

Attempted suicide

Over 49,000 people died by suicide in 2023. That is one death every 11 minutes.
Source: CDC 2023
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e Rates have INCREASED over the past ten years

e In TN, suicide is the 11th leading cause of death (2022 data); 1200
Statistics lives per year.

e Males are more likely than females to die of suicide (22.8 per 100k in
males, 5.7 per 100k in females)

® Females are more likely to make a suicide attempt than males

e Firearms are the most common method of suicide

Tennessee Initiative for
Perinatal Quality Care
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Age Groups

Ten Leading Causes of Death by Age (U.S., 2020

5-9 10-14 15-24 25-34 35-44 45-54 55-64 65+ All Ages
B!
Mali; it Mali it
1 N:OI:I:::‘S N;:ﬁ::;s Heart Disease Heart Disease
34,589 110243 556,665 696,962
Mali, t Mali Mali
2 Neo:)gl;\: :V‘IS Heart Disease Heart Disease Heart Disease N;lpgl:::\ls N;'pgl::::s
382 12,177 34,169 88,551 753 602,350
3 e —— — Covid-19 Covid-19 Covid-19
171 410 10730 42,090 282,836 350,831
Mali;
4 avenant Heart Disease Covid-19 [Cerebrovascular
Neoplasms
1 3.984 16,964 137,392
(@] - . Chronic Low. .
C tal Mali t Alzh T
E 5 Heart Disease A:‘(‘)gnfanlli; Heart Disease N;.gl:: :'s Covid-19 Liver Disease Respiratory éi:;:‘:e N [Cerebrovascular
= 56 870 e 6,079 9,503 Disease 160,264
c 150 3,573 132,741
ol 18,816
o
= Influenza & R . ) . ) Diabetes Diabetes Chrortm Low. Chror{nc Low.
o ~ Heart Disease Covid-19 Covid-19 Liver Disease - - Respiratory Respiratory
o 6 Pneumonia Mellitus Mellitus N =
- 55 111 501 2,254 4,938 7 18.002 Disease Disease
8 250 . 128,712 152,657
-
— - -
Q Chronic Low. Chronic Low. c B . . . Diabetes Alzheimer's
Y Y ~ Liver Disease Liver Disease ~ .
o 7 e e — Anomalies e Ay Mellitus Disease
()] sa 93 384 B . 72,194 134,242
—
©
o
sla i D|ab.eles Dmbges D|a!{e(es Cerebrovasculaf [Cerebrovascular Dnab{:les
Diabetes Mell Mell
=] 8 32 p 5,686 14,153 Melitus
(:_) Mellitus 312 1,168 2,904 ’ . 102,188
Influenza &
. FrztuEis Chronic Low. Chronic Low. e —
Neo, L'igsms i Y Cereb ulat |Cereb ulai i Y Nephritis Pneumonia
9 = 50 Disease 600 2,008 Disease 42,675
28 220 3538 53,544
Complicated Complicated Influenza & Influenza & Influenza & .
ula N N N Nephritis
a4 Pregnancy Pregnancy Pneumonia Pneumonia Pneumonia 52.547
10 191 594 1148 6295 42,511 ’
17

2

Suicide Prevention Resource Center | sprc.org

Source: CDC, 2021



Suicide Prevention Resource Center | sprc.org

Past-Year Suicidal Thoughts and Suicide Attempts
Among Adults (U.S., 2020)

American Indian or Alaska 9%
Native
Native Hawaiian or other 7%
Pacific Islander
%
Hispanic F 5

%
White >

Black or African American 2%

0.9%

Asian F 3% m Serious Thoughts of Suicide
m Suicide Attempts

123

Source: SAMHSA, 2023



Suicidal Thoughts
Suicide Plans

Suicide Attempts

5%

3%
I | ’4%
[—

Ages 18-25 Ages 26-49 Ages 50+

Source: SAMHSA, 2023
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Suicide rates are increasing
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Suicide
prediction

IS poor

Tennessee Initiative for

Perinatal Quality Care

e Sensitivity: True positives
® Specificity: True negatives

e Positive Predictive Value:
True positives/ (True positives + False positives)

PPV will be low if you have a rare event - you’ll have more false
positives
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RISk Fa ctors e Risk factors ARE NOT WARNING SIGNS

e Mood disorder

Tennessee Initiative for
Perinatal Quality Care
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Suicide Prevention Resource Center | sprc.org

Suicidal Behavior and Past-Year Major Depressive

Episode (U.S., 2021)
m Past-Year Major Depressive Episode
m No Past-Year Major Depressive Episode
32%
11%
5%
2%
I v o
Seriolis Thotiahts of Siicide Made a Stiicide Plan Attenmppted Stiicide

Source: SAMHSA, 2023



R|Sk Fa ctors ® Risk factors ARE NOT WARNING SIGNS

e Mood disorder

® Drug or alcohol misuse

Tennessee Initiative for
Perinatal Quality Care
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Suicide Prevention Resource Center | sprc.org

Suicidal Behavior and Past-Year
Substance Use Disorder (U.S., 2021)

13%

m Past Year Substance Use Disorder
m No Past Year Substance Use Disorder

4%
3%
2%
1%
0%
.
Qariniie Thniinhte nf Qiiride Madea a Quiirida Plan Attamntad Quirida
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* Risk factors ARE NOT WARNING SIGNS
* Mood disorder

Risk Factors

* Drug or alcohol misuse

* Access to lethal means

TIPQC

Tennessee Initiative for
Perinatal Quality Care
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e O Firearm

Firearm [
. Suffocation
12.09% Percent: 55.36 ®
Percent: 55.33% @ Poisoning
() Other
55.33%

Method Matters
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* Risk factors ARE NOT WARNING SIGNS
Risk Factors - Mood disorder

* Drug or alcohol misuse

* Access to lethal means

* Prior suicide attempts

TIPQC

Tennessee Initiative for
Perinatal Quality Care
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Effective mental health care

, Connectedness
Protective

Factors

Problem-solving skills

TIPQC

ssee Initiative for
Perinatal Quality Care

Contacts with caregivers




Suicide Prevention Resource Center | sprc.org

Current Mental Health Status for Suicide Decedents

in 46 States by Gender (U.S., 2020)

63%

I |

Current Mental Health Problem

44%
32%  32%

: I

Current Depressed Mood

m Males mFemales m Both

36%

24%

21%

Current Treatment for Mental lliness
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45,979
Suicide deaths (includes adults a

1,748,000
Reported suicide attempts*

Who Are
We

3,525,000
Made any suicide p

ldentifying?

12,303,0
Had seric

*Self-report

July 2025 137



Opportunities for Prevention

The Maternal Mortality Review Committee identified several common contributing
factors of maternal deaths occurring in 2022, highlighting key opportunities for
prevention. The most frequently cited factors included:

Lack of Referrals and Coordination of Care
Insufficient communication and collaboration among healthcare providers hindered
timely and effective care for pregnant and postpartum individuals.

Lack of Screenings

Inadequate screening for risk factors such as substance use, domestic violence,
mental health, family medical history, and other health conditions during pregnancy
limited the ability to identify and address potential complications early.

Inadequate Quality of Care
Variability in the quality of maternal healthcare services contributed to adverse
outcomes, highlighting the need for continued quality improvement.

Delay in Treatment

Inadequate access to timely medical care, miscommunication among healthcare
providers, and failure to recognize early warning signs of complications hindered
effective treatment and increased the risk of adverse outcomes.

Lack of Resources

Limited access to healthcare resources, including financial support, educational
materials, and medications including long-acting reversible contraception and
naloxone, affected the ability of individuals to receive necessary care throughout
pregnancy and postpartum.




2. Screening
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Edinburgh Postnatal Depression Scale' (EPDS)

Address:

Name:
Your Date of Birth:

Baby's Date of Birth:

As you are pregnant or have recently had a baby, we would like to know how you are feeling. Please check
the answer that comes closest to how you have felt IN THE PAST 7 DAYS, not just how you feel today.

Here is an example, already completed.

| have felt happy:

U Yes, all the time

® Yes, most of the time
U No, not very often

o No, not at all

In the past 7 days:

1. | have been able to laugh and see the funny side of things

o As much as | always could
5 Not quite so much now

© Definitely not so much now
o Notatall

. | have looked forward with enjoyment to things
o As much as | ever did
Rather less than | used to

s}
o Definitely less than | used to
o Hardly at all

| have blamed myself unnecessarily when things
went wrong

Yes, most of the time

Yes, some of the time

Not very often

No, never

oooo

| have been anxious or worried for no good reason
o No, notatall

o Hardly ever

o Yes, sometimes

o Yes, very often

| have felt scared or panicky for no very good reason
o Yes, quite a lot
o Yes, sometimes
o No, not much
No, not at all

Administered/Reviewed by

This would mean: “I have felt happy most of the time” during the past week.
Please complete the other questions in the same way.

. Things have been getting on top of me
5

Date

Yes, most of the time | haven't been able
to cope at all
Yes, sometimes | haven't been coping as well
as usual
No, most of the time | have coped quite well
o No, | have been coping as well as ever

| have been so unhappy that | have had difficulty sleeping
o Yes, most of the time
o Yes, sometimes
Not very often
o No, not at all

| have felt sad or miserable
o Yes, mostof the time
o Yes, quite often

o Not very often

o No, not at all

| have been so unhappy that | have been crying
o Yes, most of the time

o Yes, quite often

o Only occasionally

o No, never

The thought of harming myself has occurred to me
o Yes, quite often

o Sometimes

o Hardly ever

o  Never

'Source: Cox, J.L, Holden, J.M., and Sagovsky, R. 1987. Detection of postnatal depression: Development of the 10-item

Edinburgh Postnatal Depression Scale.

British Journal of Psychiatry 150:782-786 .

?Source: K. L. Wisner, B. L. Parry, C. M. Piontek, Postpartum Depression N Engl J Med vol. 347, No 3, July 18, 2002,

194-199

Users may reproduce the scale without further permission providing they respect copyright by quoting th

authors, the title and the source of the paper in all reproduced copies.

ames of the




The thought of harming myself has occurred to me
0 Yes, quite often
Sometimes

Hardly ever
Never

What Next?



COLUMBIA-SUICIDE SEVERITY RATING SCALE
Screen Version - Recent

Past
month
Ask questions that are bolded and underlined. Em
Ask Questions 1 and 2

2) H. iy b, n, hts of killin /2 ..

If YES to 2, ask questions 3, 4, 5, and 6. If NO to 2, go directly to question 6.

3) Have you been thinking about how you might do this?
E.q. “7 thought about taking an overdose but I never made a specific plan as to when
where or how I would actually do it....and I would never go through with it."

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note,
took out pills but didn't swallow any, held a gun but changed your mind or it was grabbed from
your hand, went to the roof but didn't jump; or actually took pills, tried to shoot yourself, cut
yourself, tried to hang yourself, etc.

If YES, ask: Was this within nths?

O Low Risk
O Moderate Risk
B High Risk




SUICIDE & CRISIS
LIFELINE



3. Disposition and Treatment
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Risk Stratification

COLUMBIA-SUICIDE SEVERITY RATING SCALE
Screen Version - Recent

Past
month
Ask questions that are bolded and underlined. Em
Ask Questions 1 and 2

2) H. ily had an, hts of killin: [i4 ..

If YES to 2, ask questions 3, 4, 5, and 6. If NO to 2, go directly to question 6.
3) Have you been thinking about how you might do this?

E.g. “I thought about taking an overdose but I never made a specific plan as to when
where or how I would actually do it....and I would never go through with it."

g LNeSE LIougiits g 1iaa some Intention o

"I have the thoughts but I definitely will not do anything about them.”

Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note,
took out pills but didnt swallow any, held a gun but changed your mind or it was grabbed from
your hand, went to the roof but didnt jump; or actually took pills, tried to shoot yourself, cut
yourself, tried to hang yourself, etc.

If YES, ask: Was this within the past three months?

O Low Risk
O Moderate Risk
B High Risk

If YES to 2 or 3, seek behavioral
healthcare for further evaluation.
If the answer to 4, 5 or 6 is YES, get
immediate help: Call or text 988, call 911
or go to the emergency room.

Y WITH THEM until they can be evaluated.




Safety Plan: What would you do if you felt more

suicidal?

* Share the number for the Suicide & Crisis Lifeline: 988
* Pick TWO family members or friends to call if feeling worse

* What hospital could she go to? Local walk in services (crisis stabilization units, local
hospitals, PSI hotline)

* Follow up with higher risk patients

* Address means reduction whenever possible
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Risk level

Protective factors

Document

Means reduction

Treatment plan
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If possible: Start treatment
Diagnosis is KEY



1in5

Wisner KL, Sit DKY, McShea MC, et al. JAMA Psychiatry 2013
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* Depression

* Obsessive Compulsive Disorder
* Post-traumatic Stress Disorder
* Bipolar Disorder

* Postpartum Psychosis

July 2025 150



Admissions per month
3
1

childbirth
pregnancy ¥

Kendall et al. Br J Psychiatry May 1987

-20

=15

-10 -5 0 5 10 15 20
Time (months)
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FIGURE 1. Kaplan-Meier Survival Functions for Pregnant
Patients With Bipolar Disorder Who Maintained or Discon-
tinued Treatment?

1.00
Maintained treatment (N=27)
------ Discontinued treatment (N=62)
g E
g 0.75 =
7] ;
= H
=] i
o H
2 :
= b=
3 L,
e 2 050 :
= 1
ipolar :
< :
L T
[ E '-:_l"
[oX L
epression
m I-.---

Viguera et al. AJP Dec
2007 0.00

0 10 20 30 40

Time Following Conception (weeks)

a Median time to first recurrence from the estimated date of concep-
tion was >41 weeks (95% Cl=indeterminate) when mood stabilizer
treatment was maintained (N=27) and only 9.0 weeks (95% CI=8.0-
13.0) when treatment was discontinued (N=62; x?>17.9, df=1, 152
p<0.0001), a 4.6-fold difference.

July 2025



THE MOOD DISORDER QUESTIONNAIRE

Instructions: Please answer each question to the best of your ability.

Bipolar Disorder

YES

2
=]

1. Has there ever been a period of time when you were not your usual self and...

..you felt so good or so hyper that other people thought you were not your
normal self or you were so hyper that you got into trouble?

..you were so irritable that you shouted at people or started fights or arguments?

...you felt much more self-confident than usual?

..you got much less sleep than usual and found you didn’t really miss it?

...you were much more talkative or spoke much faster than usual?

13 questions
Positive screen is YES to 7+

...thoughts raced through your head or you couldn’t slow your mind down?

..you were so easily distracted by things around you that you had trouble
concentrating or staying on track?

...you had much more energy than usual?

...you were much more active or did many more things than usual?

..you were much more social or outgoing than usual, for example, you
telephoned friends in the middle of the night?

..you were much more interested in sex than usual?

t .
. S . . . O 5 8
el SItIVIty -
| ] |
work; having family, money or legal troubles; getting into arguments or fights? .
Please circle one response only. e C I I C I
No Problem Minor Problem Moderate Problem Serious Problem u

..you did things that were unusual for you or that other people might have
thought were excessive, foolish, or risky?

..spending money got you or your family into trouble?

00| 0|0] 0|0|Q| 0O]0Q|Q|Q|QIQ| O
00| O|0] 0|O|Q| 0]Q|Q|0Q|Q0Q| O

B

If you checked YES to more than one of the above, have several of these
ever happened during the same period of time?

b

How much of a problem did any of these cause you - like being unable to

~

. Have any of your blood relatives (i.e. children, siblings, parents, grandparents, o o
aunts, uncles) had manic-depressive illness or bipolar disorder?

5. Has a health professional ever told you that you have manic-depressive illness o o
or bipolar disorder?
£ 2000 by The University of Teecss Medical Branch. Repeinted with permission. Th s designed for purpases only and is not to be used as a diagnastic wol.
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Prescribe Four to six hours
Sleep

uninterrupted

« Involve support

200
- system
Tennessee Initiative for
Perinatal Quality Care
Ross LE, Murray BJ, Steiner M. Sleep and perinatal mood disorders: A critical Review. J Psychiatry Neurosci. 2005 Jul; 30(4): 247-256. 154
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REFER

Inpatient hospitalization

Partial Hospital Program

Intensive Outpatient Program
Outpatient medication management
Outpatient therapy

Support groups
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Peer Support

postpartum.net



“Never worry alone.”



—

. "’l

Perinatal Psychiatric Consult Line
1-800-944-4773, ext 4

Tennessee

¥ Caring for perinatal

Fpatients can call the
Pna al

~ Psychic r|Cn§i|lt
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& C E N T E R for Q
\ - J/ Women’s Mental Health
Reproductive Psychiatry Resource & Information Center

MASSACHUSETTS
% MGH w GENERAL HOSPITAL ‘ v HARVARD

About  Specialty Areas  Blog  Clinical Program Research Program Resources  Educational Programs  Contact Q

Psychiatric Disorders
During Pregnancy

Weighing the risks & benefits of
pharmacologic treatment during pregnancy

LEARN MORE
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JOIN THE MGH CENTER
FOR WOMEN'S MENTAL
HEALTH

VIRTUAL
ROUNDS

Wednesdays, 2-3pm EST
One-time registration required

Link to Zoom Registration:
bit.ly/2M4xQCz
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Training
opportunities
at postpartum.net
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Thank you!

Presentation prepared with
materials from

Julia Wood, MD

Tipgc.org

July 2025


mailto:wood@knoxvillepsych.com
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