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 Final Report and Evaluation 
Pilot Universal Prenatal Screening  

Use the following format to provide a summary of your project. Please include: 

A. Amount of pilot funds used. Were additional funds used from other sources? If so, how much? 
Entire amount of funds were used, $61,188.00 

 

B. Final Measures and a brief narrative/summary of Goals, Activities, Measures, and Results.  

Goals Activities Outcome 
Measure(s) 

Final Results 

Establish and 
formalize referral 
process for A&D, 
Mental Health, 
Tobacco and DV/ 
IPV 

Meet with A & D 
and mental health 
from all 3 counties 

Work with 
Tobacco 
Prevention 
Coalition 

Connect with 
CARDV and My 
Sister’s Place 
(DV/IPV) 

One Navigator for 
each county for A 
&D and mental 
health 

Simplify referral 
process to Quit 
Line 

 

Formalize warm 
handoffs with DV/ 
IPV centers 

# of warm handoffs 
for A&D and 
Mental Health. 

One Navigator for each county was identified for 
warm handoffs for A&D referral and mental 
health connections  

 

Quit Line information provided to all OB clinics, 
template in Epic for electronic fax referral 

 

Face to face introduction to clinic staff with 
representatives from CARDV and My Sister’s 
Place 

There were approximately 8 warm handoffs 
each month from all OB offices 

Train nurses, 
MAs, midwives, 
PAs, ARNPs, 
MCCs, lactation 
consultants and 
Physicians on 
topics in the 5Ps 
screening, SBIRT 
and brief MI 

Develop a training 
program and 
training manual 

Provide training 
(1-3 hours) 

Identify ongoing 
training needs 

 

Training program 

Number of staff 
trained 

Over 120 nurses, medical assistants, maternal 
care coordinators and office staff have received 
a two hour training on the stated topics by a 
SBIRT/ MI trainer. Some non-SHS or TCC 
midwives also attended the training. 
Approximately 20 obstetrical providers have 
received a 1 hour training. Over 60 nurses/ 
lactation consultant have been trained in talking 
to women about substance use and how to 
facilitate a warm handoff. The 2 hours training 
was videotaped and is available on the SHS 
website. The substance use and breastfeeding 
training was also filmed and will be available 
online soon. Staff identified several situations in 
which there are difficulties screening. These 
scenarios were acted out and filmed and will be 
used during the additional training that is part of 
the Maternal Health Connections Pilot project. 

Implement 
standardized, 
universal 
screening using 

Integrate the 5Ps 
into Epic 

Begin screening of 
all women 

Number of women 
screened at least 
once  

5Ps in Documentation Flowsheet, BPA alert 

 

Of the 1700 initial prenatal visits from March 1- 
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the 5Ps at 2 
prenatal visits 
and at time of 
delivery, 
integrate into 
Epic 

regardless of 
pregnancy stage 

Dec 31, 1638 women were screened at least 
once (96%). 

 

Implement urine 
drug testing/ 
screening by 
consent  

Verbal consent 
protocol for UDS 

Protocol for 
testing at first 
prenatal visit, 
mid-term and at 
time of delivery 

Number of women 
with positive 
screens 

We were unable to pull this information from 
Epic, linked to the results of the verbal 
screening.  

Provide clinics 
with public 
health literature 
on Marijuana Use 
during 
pregnancy, 
breastfeeding 
and when caring 
for children; 
literature on 
substance use 
and 
breastfeeding, 
and a booklet for 
mothers on 
opiates regarding 
neonatal 
abstinence 
syndrome 

Develop 
messaging around 
these topics, 

Develop literacy 
level appropriate 
literature,  

Translate into 
Spanish 

Marijuana and your 
baby brochure 

 

Safe and Health 
breastfeeding flyer 

 

Drugs, medications 
and your baby 
booklet 

These three pieces were develop with the help if 
IHN-CCO marketing. They are available in English 
and Spanish.  An initial stock has been provided 
to the clinics. Ongoing need for these material 
will be funded by the clinics. 

 

Results Narrative: 

 
The purpose of the project was to develop and implement a universal prenatal drug, alcohol, intimate partner violence 
(IPV) and mental health screening protocol throughout the IHN-CCO service areas of Benton, Lincoln and Linn counties. 
This project developed many branches along the way. As part of having a conversation about these difficult topics, it 
also became evident that we needed to changes some healthcare professionals’ attitudes toward women who use drugs 
during pregnancy. We need to shift away from blaming and shaming to understanding and empathy.  A key element of 
the training we provided was to promote understanding of substance use and addictions, understanding of reasons 
women stay in violent relationships and understanding of the impact mental health can have on a pregnancy and we 
encouraged trainees to be empathetic to these issues. 
 
The project began with gathering input from providers as to what their perceptions were and what challenges they were 

facing. Providers believed that there was a significant substance use in all communities with marijuana being used most 

frequently. Some providers believe that fifty percent of their pregnant population are using marijuana.  There was also a 

concern from the providers that referring to treatment was often difficult and time consuming. 
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We reviewed the data found in Epic for July 2014. We did not have detailed information but approximately 10% of 

pregnant women and or their babies tested positive for substances at the time of delivery. It is important to note that 

not every woman was tested nor is the test always accurate (does, time from last use, testing limitations). This testing 

did not include alcohol, which is the most commonly used substance used in pregnancy. Child affected by alcohol (Fetal 

Alcohol Spectrum Disorders) present a huge financial burden in all communities. There was not data available in Epic 

that could be retrieved regarding mental health during pregnancy or domestic violence at that time. 

To address the providers concerns of difficulties with referrals, we gathered all Drug and Alcohol providers/ treatment 

centers from all three counties to develop an easy method for doing referrals. This was accomplished by identifying a 

“Navigator” for each county.  This “Navigator” is available to come to the office or hospital to meet with the woman and 

determine the most appropriate course of action for her (peer support, inpatient treatment, residential treatment, etc.). 

With input from various committee members, we developed a training manual for the project that included information 

on addictions, effects of substance use on the developing fetus, domestic violence, tobacco use, SBIRT and motivational 

interviewing as well as documentation and billing.  Each participant received a training manual.  This training (video and 

manual) is available on the SHS website, http://shsinsider/sites/media/Pages/Universal-Prenatal-Screening.aspx. This 

video and online manual is available for new hires to view.  Over the course of a few months, we trained over 120 staff, 

including nurses, medical assistance, nurse practitioners, midwives, physicians and maternal care coordinators.  Later in 

the project, we realized that some women may not desire to make a change until after the baby is born. We then 

developed a training for lactation consultants and nurses, health department home visiting services and WIC staff. This 

training gave guidance to these providers on how to talk to breastfeeding women about substance use and how to 

connect women with resources. Due to overwhelming interest at the first session, we added two more in-depth 

sessions, one for the valley providers and one for the coast providers. Over 65 health care professionals received the 

training. This training video is also available on the SHS intranet.  

After a few months of screening, we were approached by staff stating that there were some situations where they found 

the screening to be difficult, marijuana use, screening when the partner will not leave the room, domestic violence/ 

crisis situations, and opiate use. We have developed 4 short training videos demonstrating how to manage the 4 most 

commonly stated concerns. This is available for viewing on the SHS website, 

http://shsinsider/sites/media/Pages/universal-prenatal.aspx .  These videos will be use during the additional training as 

part of the Maternal Health Connections pilot project.  

We worked with OHSU to develop a pocket card for staff to use while doing the 5Ps screening. This is similar to that uses 

for CRAFFT, AUDIT and DAST screening. This is available for statewide use through the Oregon SBIRT website, 

http://www.sbirtoregon.org/  All clinics and hospitals were provided with these cards.  

 

As part of the screening, we encouraged providers to ask patients to participate in urine drug testing as part of prenatal 

care.  It was recommended to request urine drug testing twice prenatally (first prenatal visit and then at 24-28 weeks) 

and then at time of delivery. We worked with Risk Management at SHS to develop a verbal consent process that could 

be used in lieu of a signed consent. We didn’t want to just add the drug testing to a long line of signed consents, but 

rather make it part of a dialogue with the patient regarding substance use. This consent is available in all clinics and OB 

wards and in translated into Arabic, Mandarin and Spanish. We did have difficulties with some insurance companies not 

covering the urine drug testing at the 28 week visit. This has resulted in some clinics not ordering the 28 week test.  

There is no standard for testing for substance during pregnancy. If the risk is low, it is acceptable to not due the testing. 

If concerns arise later, the testing of the baby can be done, which can detect substance use dating back to approximately 

12-14 weeks gestation. We also had some challenges with women having a screening test at time of delivery that was 

positive for opiates due to poppy seed consumption according to the patients. As a positive test in the mother will 

trigger testing for the baby, there were a few instances where DHS was notified regarding mother’s positive test and 

http://shsinsider/sites/media/Pages/Universal-Prenatal-Screening.aspx
http://shsinsider/sites/media/Pages/universal-prenatal.aspx
http://www.sbirtoregon.org/


4 
 

DHS requesting the baby be held for discharge pending the confirmatory test. Now, if women have a urine drug test at 

time of delivery that is positive for opiates, a detailed history of recently eaten foods is obtained.  

As mentioned previously, when there is concerns for maternal drug use, it is standard to hold the baby for discharge 

until the confirmatory testing is done which can take up to 5 days. We are currently looking at alternative testing 

methods (umbilical cord testing) that would result in faster turnaround time and more accurate results that could result 

in shorter stays for mom and baby as well as allowing DHS to make plans as soon as possible.   

The SHS protocol for testing mothers and babies for substance use was outdated and did not reflect the verbal screening 

being done with the 5PS and how those responses affect further testing. The Drug Testing: Maternal/ Neonate Protocol 

has been rewritten and is awaiting final approval. This revised protocol will provide health professional on appropriate 

testing of mother and babies for substances. If the health care providers do not understand and order the appropriate 

testing of the baby, that baby may go home to a dangerous situation and possibly go through withdrawal without 

appropriate medical care.  There is ongoing education for those who care of newborns regarding appropriate testing and 

treatment of babies exposed to substances in utero.  

One of the concerns brought up by providers during the trainings was that there are many women on chronic opioid 

treatment who become pregnant.  This concern was presented to the medical directors and the SHS Chronic Pain 

Management Policy was revised to include the following:  1. Use of chronic opiates during pregnancy is not acceptable.  

Providers should wean pregnant mothers off opiates.  If unable, pain consultation should be obtained for help with the 

weaning process before the 3rd trimester.  Discussion regarding this must be documented in the medical record.  And 2. 

The use of chronic opiates are strongly discouraged for women of child bearing age.  Informed consent discussion must 

be held.  If chronic opiates are needed, a discussion regarding contraception must occur and be documented in the 

medical record. 

When this project started, the health care providers were having difficulty having discussions about substance use and 

pregnancy and breastfeeding due to the lack of printed materials.  We have developed three pieces of literature to help 

facilitate these conversations. The first is a flyer on Substance Free for Safe Breastfeeding. This can be used prenatally as 

well baby by post-natal providers (see below). The second is a booklet on Drugs Medications and Your Baby.  This 

booklet is designed to be used primarily with women using opiates. It discusses the problems the baby may have at birth 

and what the mother can do to help. Often women using opiate or methadone/ suboxone have feeling of guilt and 

shame about their substance use. This booklet is designed to include the mother in the baby’s care and keep her part of 

the “team.” We are grateful to the State of Maine Department of Human Services who allowed us to use the framework 

of their booklet on this topic. The last piece is on Marijuana and Your Baby. There is a widespread misperception that 

marijuana is safe during pregnancy and breastfeeding.  The key points in the brochure coincide with the Oregon Health 

Authority points approved by the Retail Marijuana Scientific Advisory Committee. We have worked and are still working 

with at statewide group regarding messaging on marijuana use.  All of these pieces have been translated into Spanish 

and an initial amount has distributed to the clinics and hospitals. Ongoing printing costs will be the responsibility of the 

clinics/ hospitals.   

 

There were 1888 deliveries during data collection period (March 1 –December 31, 2015). During that time, 1638 unique 

patients were screened at least once using the 5Ps. Eighteen percent smoked tobacco, nine percent drank alcohol, 

fifteen percent had depression/anxiety symptoms, and twelve percent were experiencing domestic/intimate partner 

violence.  

There have been approximately 8 warm handoffs per month for all SHS sites. Most of these are for drug and alcohol 

referrals and mental health referrals. Feedback from the Navigators indicates that many pregnant women with 

substance use disorders are still in precontemplative stage. There have been some referrals for basic resources such as 

assistance with housing and clothing. Providers express that having the navigators was a benefit. 
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It is hoped that by beginning universal screening, that we open the conversation on mental health, substance use and 

domestic violence with the health care team and the pregnant women in the community. We need to approach patients 

with these issues with empathy and stop stigmatizing pregnant women with substance use and mental health issues. 

A. What were the most important outcomes of your Pilot? 

We raised the subject of substance use and mental health concerns that occur during pregnancy. We took away the 

“fear of asking because we can’t do anything” belief and provided clinics with one key contact for warm handoffs.  

We now have data to emphasize the scope of these issues (see below). The data for some communities is staggering and 

warrants the medical/ health community addressing these issues. There are exceptionally high levels of risk for our 

coastal community (approximately 30% pregnant women admitted tobacco use, 35% with drug and/or alcohol use, 20% 

experiencing IPV/ DV and 28% with depression or anxiety) and there are opportunities for providing additional services  

(such as CHWs and behavioral health) which could improve the quality of health. 

An additional comment from many of the OB providers was the need for services in the clinics, including help connecting 

women to services and behavioral health. The Maternal Health Connection Pilot will address these issues for the Albany 

community, but as the data above demonstrated, other communities have that need as well.  

B. How has your Pilot contributed to Triple Aim of improving health; increasing quality, reliability, and 

availability of care; and lowering or containing the cost of care?  

We have increased the quality of care by asking pregnant women questions about sensitive issues in a nonjudgmental, 

empathetic manner and have provided links to services. By connecting pregnant women with resources and potentially 

improving their health, we then improve the health of the baby, thereby reducing health care costs. We are not able to 

determine if we prevented any babies from suffering from neonatal abstinence syndrome. However, if we prevented 

just one, that would represent a significant health cost savings (average cost of a hospital stay for a baby with NAS is 

$65,000 vs $3,000 for a nondrug affected baby). 

We improved the access to care (substance use treatment), but the availability to mental health care is limited. It is 

difficult for pregnant women to get mental health care, especially in the coastal communities that IHN-CCO serves. The 

challenge is that we are asking about depression and anxiety, yet women have a long wait to get that care, sometimes it 

may be post-partum. Women who have depression, anxiety and other mental health concerns tend to have babies 

prematurity and with low weight. The psychological stress that a pregnant women is under, affect the developing fetus. 

Addressing these mental health concerns post-partum is too late.  

C. What has been most successful?  

The most successful part of the project has been opening the dialogue about this topic. All OB clinics and some health 

departments are now using this tool. Implementing this screening was a system wide change in both procedure and 

approach. Within the pilot project time period, we were able to screen 87% of the women who delivered during the 

data collection period.  

We identified women with substance use disorders and mental health concerns who may not have been identified 

previously. 

This pilot has identified, in a quantifiable manner, the issues within our community. This should open the door for more 

interventions by healthcare organization to continue to improve the quality of life for member in the community.  

D. Were there barriers to success? How were they addressed? 

Initially there was some resistance from some OB providers due to their concerns of the time it would take to screen, 

that it would alienate the patients and there was a lack of referral resources. The American College of Obstetrics and 

Gynecology recommendations to screen all pregnant women for substance use, mental health concerns and domestic 
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violence.  The 5Ps tools allows a fairly rapid screening that covers all of these topics. We worked with the clinics to 

develop their individual workflow to make the process efficient yet productive.  

We have also noted that when we screen for substance use, many women do not consider marijuana a “substance” as it 

is now legal. We will be working with the clinics and hospitals on ways to question pregnant women on their marijuana 

use.  

E. How readily would the pilot be scalable or replicable? Describe cautions and considerations when considering 

scaling, or replicating the Pilot. (i.e. Success dependent on personality/skills set, or activities appropriate 

under certain conditions like size, target population, etc.)  

This project is easily replicable and we have had interest from health systems in Eugene and Portland on how this 

project was implemented. We hope other can learn from our challenges and successes.  A key to making this successful 

is changing the health care communities’ attitude and approach to mental health concerns and substance use. Having a 

strong behavioral health and social work system linked to such a program is vital.  

 

F. Will the activities and their impact continue? If not, why?   

These activities will continue following the project. We have interest from nurse managers, OB providers, family practice 

providers and pediatricians to continue the dialogue on substance use during pregnancy and work toward interventions. 

We are still learning and growing from this project. Knowing the harm that can come to children from being exposed to 

domestic violence, untreated mental health conditions and substance use provides impetus to continue working to 

provide the mothers and babies in our community the best opportunity for a healthy start.  
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DATA FROM 5Ps PULLED FROM EPIC (TCC and Health Departments not included) 
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OREGON SBIRT WEBSITE MATERIAL-PROVIDER CARD 

 

 

  



9 
 

MARIJUANA PAMPHLET 
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