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H igh rates of infant mortality and morbidity persist in North
Carolina despite efforts at the state and federal level to
improve women's physical health and access to prenatal care
in order to promote healthy birth outcomes. While infant
mortality and low birth weight rates have declined over the past
decade, more focused attention to women'’s behavioral health,
specifically mental illness and substance use disorders, is
needed to further close this gap. Women's mental health and
substance use are often overlooked as determinants of both
preconceptional health and pregnancy outcomes. This is
regrettably shortsighted: addiction and mental illness not only
pose risks to prenatal development
and birth outcomes but also impair
women's ability to be safe and
sober mothers. Promoting positive
birth outcomes requires that health
care providers, policymakers, and
communities in North Carolina
collaborate to create a system of
comprehensive care in order to
support women's recovery from
mental iliness and substance abuse.

Prevalence

Though overall rates of having
any mental disorder are similar for
men and women, the prevalence of
specific disorders vary greatly by
gender. According to the National
Household Survey on Drug Use and
Health, in 2007 the prevalence of
serious mental illness (defined as a
diagnosable mental, behavioral, or
emotional disorder with substantial
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functional impairment) was higher in women, particularly
those of reproductive age, than in men: 13.5% in women versus
10% in men for ages 18-25 and 10.1% versus 5.5% for ages
26-49.1 More women, 11.6% versus 7.7%, suffered mood
disorders." Substance use disorders are less common among
women, with overall prevalence of substance use disorders of
5.7% among women as compared to 12.3% among men.'
Mental illness and substance use disorders are associated
with significant morbidity, mortality, and disability. One in four
individuals visiting a health care provider has at least one mental
or behavioral disorder, yet these often go undiagnosed and
untreated.” In the United States, only
about one in four individuals who
need substance abuse treatment
receive it} Failure to diagnose
and treat has serious negative
consequences. Mental illnesses are
associated with increased risk of
cardiovascular disease and diabetes
and an increase of high-risk behaviors
associated with substance abuse or
HIV transmission.> Women who
abuse substances are at increased
risk for a variety of adverse health
outcomes, including breast cancer,
infertility, mental illness, unintentional
injuries, suicide, and intimate partner
violence.*® This relationship between
mental health, and substance use
disorders, and risk behaviors is
supported by data from the North
Carolina Treatment Outcomes and
Program  Performance  System
(NC-TOPPS), a state reporting
system that captures service and
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descriptive data for a subset of individuals admitted to mental
health and substance abuse treatment programs that receive
public funding.® Of the NC-TOPPS subset of 25,721 women ages
18 years and older who were admitted to treatment during state
fiscal year (SFY) 2008-2009, one-third (33%) reported one or
more visits to a hospital emergency department in the three
months prior to admission to treatment, and 17% reported
having used a needle to inject drugs at some point in their lives.
Women in this sample reported high rates of suicidal ideation
(33%) or suicide attempts (32%); both were more frequently
reported by women with concurrent mental health and
substance use disorders (45% and 46% respectively).’

Gender is an important factor in both mental illness and
substance use disorders and their related consequences.
Women may present with different symptoms or patterns, may
respond to psychotropic medications differently, and may have
different courses of illness as compared to men.”” Women
have differing risk factors for mental illnesses based on biology
or sociocultural experience, including pregnancy and
vulnerability to sexual assault or other traumatic experience.
Research suggests that 24% to 58% of women seeking
substance abuse treatment have post-traumatic stress
disorder (PTSD).”™ Histories of domestic violence and sexual
abuse are the most common predictors of PTSD for women,
and without targeted intervention, women with PTSD are at
high risk for relapse and are less likely to complete
treatment.”*"®? In North Carolina, over half of all women
receiving services through the North Carolina Perinatal and
Maternal Substance Abuse Initiative reported having
experienced domestic violence (55%) and sexual abuse (52%)
at some time in their lives.*

Impact on Pregnancy and Parenting

Substance abuse and mental iliness, particularly depression,
have significant effects on pregnancy. Postpartum blues occur
in up to 85% of women, postpartum depression in 12% to 13%,
and postpartum psychosis in up to 0.1%." For women with a
mental health disorder, treatment with psychotropic
medication during pregnancy is complex and not without risk;
poor neonatal adaptability has been found when pregnant
women were given selective serotonin reuptake inhibitors
(SSRIs) or tricyclic antidepressants (TCAs). A recent study
shows a higher risk of preterm birth in both women with
untreated depression and women treated with SSRI
antidepressants.”? Medications for bipolar disorder carry risks

for serious birth defects, as may benzodiazepines and other
anxiolytics.”®® Thus, the care of women with a mental illness
requiring medication during pregnancy must balance risk to
the woman and fetus as a result of untreated symptomatology.
The negative impact of substance use during pregnancy is
widely known, yet rates of substance use during pregnancy still
continue to be high."”?® National rates of illicit drug use in
pregnant women in 2007 averaged over 5%, and an estimated
11.6% of pregnant women used alcohol." Prenatal alcohol and
drug exposure is strongly associated with infant mortality and
morbidity, including elevated risk of low birth weight and
preterm birth.”? Subsequent care for children exposed to
alcohol and drugs in utero has significant financial costs as a
result of hospitalizations and early intervention services.”*?®
Many women in North Carolina's publicly-supported mental
health and substance abuse services are mothers. In the
NC-TOPPS sample, 49% of women overall reported having
children under the age of 18, and 3.1% reported being pregnant.
A higher percentage of women admitted to substance abuse
treatment in the sample were mothers (61%), and over half of
all pregnant women admitted were in substance abuse
treatment.” Substance abuse treatment utilization is correlated
with improved birth outcomes for women in comparison with
those who do not attend treatment.”® Appropriate mental
health and substance abuse services for mothers can have
positive and long-reaching implications for their children and
support families in breaking intergenerational patterns.

Identification of Substance Abuse and Mental
Health Problems in Women of Reproductive Age

Women who abuse substances or struggle with mental
health disorders face significant social stigma. Fear of
hospitalization, legal reprisal, or child protective services
involvement often deter women from seeking treatment.***
Health care providers are uniquely positioned to address this
fear with patients by serving as compassionate links to mental
health and substance abuse treatment.

Because of their ability to assist women by addressing
issues of substance use and mental health disorders,
obstetrician-gynecologists have an ethical obligation to provide
screening for these problems.”* We believe the evidence
commands a similar obligation for other providers of women'’s
health services. Existing clinical guidelines for substance abuse
and mental health screening pertain chiefly to women who are
pregnant. However, women of reproductive age should also be

a The web-based NC-TOPPS system collects data for adults and children ages six years and above who have been formally admitted to a
Local Management Entity with a unique identifier and have begun receiving qualifying mental health and/or substance abuse services from
a publicly-funded source. Some populations who receive mental health treatment are not reflected in this data. For more information, see

http://www.ncdhhs.gov/mhddsas/nc-topps/index.htm.

b S. Green, unpublished data, 2009. Analysis of a subset of NC-TOPPS consumer data from state fiscal year 2007-2008 of women ages 18
and older admitted to substance abuse treatment in North Carolina. Conducted as part of an external evaluation of the North Carolina

Perinatal and Maternal Substance Abuse Initiative.

¢ Based on SFY 2007-2008 annual reports submitted to the NC Division of MH/DD/SAS from 21 providers in the North Carolina Perinatal

and Maternal Substance Abuse Initiative.
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screened for substance abuse and mood disorders as part of
pre- and interconceptional health care.®® According to data from
the Pregnancy Risk Assessment Monitoring System (PRAMS),
from 2004 through 2006 approximately 45% of live births in
North Carolina were the result of unintended pregnancies.*
Substance abuse and mental health screening in prenatal care
settings alone does not address the needs of women who may
not plan to become pregnant and inadvertently delay seeking
prenatal care. These women may not seek care from an
obstetrician-gynecologist but may utilize primary or other
health care services. Substance abuse and mental health
screening in primary care settings is therefore essential to
promote positive reproductive outcomes for all women.*

The American College of Obstetricians and Gynecologists
advocates universal screening during pregnancy for substance
abuse and mood disorders, ideally using a screening tool
validated for use during pregnancy.* Positive screening
results should be addressed individually by the health care
provider in a brief educational intervention and appropriate
referrals to treatment. Such interventions must respect women'’s
autonomy and be provided in non-punitive environments.” A
variety of studies document the efficacy of supportive brief
interventions and referrals in prenatal care. Women who
receive an assessment and brief intervention for alcohol and
drug use in health care or social services settings are more
likely to report abstinence or reduce their use during
pregnancy.®*

The implementation of standardized mental health and
substance abuse screening in health care settings remains far
from universal. A variety of barriers prevent health care
professionals from conducting universal screening and
interventions, including time constraints, lack of training,
misinformation, and limited community referrals.>*****° Prenatal
care screening rates are high in North Carolina, but there is
room for improvement. NC PRAMS 2007 data revealed that
nearly 80% of women reported that a doctor, nurse, or other
health care worker talked with them during a prenatal care visit
about how using alcohol (75.3%) or illegal drugs (67.7%) could
affect their infants, and over 75% of women received education
on postpartum depression as part of prenatal care. It remains
unclear whether providers use appropriate instruments for
screening, and little is known about screening practices in
primary care or hospital settings.”

Services for Women in North Carolina

Women of childbearing age who struggle with substance
use and mental health disorders require a comprehensive
service-delivery system that enhances and sustains recovery.
These women generally experience clinical challenges related
to parenting, intimate partner violence, social stigma, and lack
of familial and community supports, and many have endured

lifetimes of trauma and social ills that may predispose them to
substance use and mental health disorders. Women require a
comprehensive system of care that exemplifies collaborative
partnerships and meets women's unique needs. Such a system
should emphasize gender-specific and holistic substance abuse
and mental health treatment, with social and medical ancillary
services including childcare and transportation to increase
women's access to treatment.* Cultural barriers to access and
utilization of services should also be emphasized to reduce
health disparities. Receiving gender-specific substance abuse
treatment positively impacts women's length of stay in
treatment and the likelihood of remaining abstinent after
treatment.”"**"*

Several divisions within the North Carolina Department of
Health and Human Services have program initiatives to meet
the needs of substance dependent women. The Division of
Social Services has recognized the linkages between child
welfare and substance abuse with programs such as the Work
First/Child Protective Services Substance Abuse Initiative. The
Women's Health Branch in the Division of Public Health
emphasizes prevention, preconceptual health, and infant
mortality reduction initiatives. The majority of the services are
provided by the North Carolina Division of Mental Health,
Developmental Disabilities, and Substance Abuse Services (NC
MHDDSAS). Block grant requirements made effective March
31, 1993, required states to expend not less than 5% of their
1993 Substance Abuse Prevention and Treatment Block Grants
to “increase availability of treatment services designed for
pregnant women and women with dependent children."*
Women in North Carolina who are pregnant and using
substances can access gender-specific treatment through the
NC MHDDSAS Perinatal and Maternal Substance Abuse
Initiative. The Initiative is composed of 21 specialized programs
for substance abusing pregnant and parenting women and their
children that provide comprehensive gender-specific substance
abuse treatment including outpatient and residential services.

Although NC MHDDSAS estimates that there is greater
unmet need for treatment among individuals with substance
use disorders than individuals with mental illness in the state,’
gender-specific mental health services in the state have not
received similar attention. However, the growing emphasis in
North Carolina on dual diagnosis treatment and trauma-
informed care, in addition to the development of new programs
such as the Perinatal Mood Disorders Inpatient Program at the
University of North Carolina Chapel Hill Center for Women's
Mood Disorders, offers hope that outcomes will improve for
the most vulnerable of women with mental health and
substance use disorders and their families.

Supporting healthy families in North Carolina requires state
and community recognition that a woman’s physical and
mental health and the health of her children are inextricably
linked. It is our hope that North Carolina will continue to

d S. Clark, operations manager, North Carolina Division of Health and Human Services. Oral communication, August 2009.
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promote women'’s health and strive toward reducing infant
mortality and morbidity by supporting women's recovery from
mental health and substance use disorders. Such support
should include enhanced universal screening for mental health

and substance use disorders among women of reproductive
age in public and private health care settings and an integrated
system of care utilizing evidence-based gender-specific
treatment for women who require it. NCM]J
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Got Internet?

Find the right health and human services assistance with access to statewide
information available through NCcareLINK, your connection to up-to-date
information about programs and services offered across North Carolina.

careL I N K

Search your virtual directory

of community resources:

Need Services?

North Carolina’s web-based information and referral service
is ready to serve you.

www.NCcareLINK.gov

For assistance or more information,
call the N.C. CARE-LINE,

1-800-662-7030 (English/Spanish)
1-877-452-2514 (rTv).

NCcarelINK is a partnership involving agencies within state government,
and local and community-based information and referral services.
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