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Foreword  
The following was written by Angalee Bertrand, a peer recovery coach at Odyssey House who 
participated in our community collaborative workgroup. She also has engaged in the Guy Thompson 
Parent Advisory Council and other workgroups. 

As a recovery coach working in a treatment center for women struggling with 
substance use disorders, I jumped at MPHI’s invitation to collaborate on this project. 
I’ve personally struggled with the same issues – I became pregnant while dealing with 
opioid dependence, and was grateful for this opportunity to help other women 
change their lives for the better, and give them hope. 

It can’t be understated: This work is crucial. It helps women understand how their 
disorder relates to their pregnancy and introduces them to effective available 
treatment. It also helps [service] providers better understand what these women go 
through. The goal is empathy, to encourage women that what they’re facing is OK. 
Like so many others, they fear judgment, or feel alone. Sometimes, they just need to 
understand that providers are on their side, helping them face difficult challenges and 
reach successful outcomes.  

I was battling my disorder when I found out I was pregnant. I was terrified that I 
couldn’t succeed on my own, so I began looking for help. At the time, I wasn’t sure 
what path I should take, but after speaking to providers, I began MAT (medication-
assisted treatment) services and entered a treatment center. Although I felt uncertain 
at the time, it ended up being the best decision I ever made. 

It’s important to acknowledge that these women seeking help are taking a leap of 
faith and showing substantial trust in others. In turn, the support they receive needs 
to be unconditional. Women and their families often feel the weight of judgment, 
which nurtures feelings of fear and defeat. I learned through my experiences that, 
with support, I was able to overcome those feelings. 

So many women tackling substance use disorders worry they won’t find the support 
and understanding they need. But together we can create positive change. 
Sometimes, it takes a village to change someone’s life. Sometimes, it only takes one 
person. What they need may be small, or it may be large. But with a passion to help 
people, we as providers together can make a difference. Every man, woman and child 
deserve a chance. Where you came from or what you have done doesn’t matter. 
What matters is where we all go from here.  
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Introduction 
Purpose 
A Collaborative Approach to the Treatment of Pregnant Women with Opioid Use Disordersi was 
produced by the U.S. Department of Health and Human Services (DHHS) Substance Abuse and Mental 
Health Services Administration (SAMHSA) Center for Substance Abuse Treatment; and the 
Administration for Children and Families (ACF) Administration on Children, Youth and Families Children’s 
Bureau. The goal is to support the efforts of states, tribes, and local communities in addressing the 
needs of pregnant women with opioid use disorders and their infants and families. 

We developed The Michigan Guide to Creating a Collaborative Approach to Supporting Families and 
Babies with Neonatal Opioid Withdrawal Syndrome (NOWS) to expand on the SAMHSA/ACF guidelines. 
This handbook offers step-by-step instructions and resources that demonstrate how a community can 
promote systems change in Michigan. While the Michigan Guide functions as a standalone document, 
not all material from the original SAMHSA/ACF guidelines is repeated.  

Note on naming conventions: NOWS used to fall under the term neonatal abstinence syndrome (NAS), 
which encompassed infants exposed to any substance. In 2019, the condition was renamed NOWS 
specifically to address opioid-related illnesses. While the focus of this project was opioid use disorder 
(OUD), many of the discussions and criteria included parents with substance use disorder (SUD). Items 
that are specifically referring to OUD will be noted as such, while SUD will reference broader conditions.  

The Need in Michigan 
It’s a difficult truth: Pregnant women share the perils of opioid use with their babies. Active illness poses 
a profound risk for the fetus, ranging from birth defects to poor growth and premature delivery. 
However, suddenly quitting opioid use poses serious risks to both mother and child; withdrawal 
symptoms may result in miscarriage or other significant complications. Without treatment, a newborn 
child also could suffer withdrawal symptoms, including seizures, tremors, vomiting, diarrhea, and 
sensory-related issues – a condition known as NOWS.ii 

Thankfully, help is available for mothers facing this critical problem. The evidence-based practice of 
medication-assisted treatment (MAT) has proven to be an effective method for doctors to treat NOWS. 
It allows for prescription of approved medications that help maintain a stable pregnancy and reduce the 
risks of sudden discontinuation of opioid use. MAT also incorporates counseling services, a critical 
component of treatment. 

Incidences of NOWS, unfortunately, are increasingly common. Diagnoses have risen sharply on a 
national level, and cases in Michigan increased 690% between 2004 and 2014.iii It’s become a pressing 
issue for both families and the healthcare system, as babies diagnosed with the syndrome face 
elongated post-natal hospital stays, costing an average of $63,000 more than that of a child without 
NOWS.iv Child welfare services also may intervene in the case of abuse or neglect. 

The surge in NOWS cases can be linked directly to the rise of opioid misuse in general, now considered a 
national epidemic. In Michigan, the rise of active illnesses prompted the MDHHS to create guidelines for 
individuals, healthcare providers, and public health departments to combat the rising rate of 
hospitalization due to opioid use. In 2017 alone, 2,033 Michiganders died of opioid overdoses, a number 

https://ncsacw.samhsa.gov/files/Collaborative_Approach_508.pdf
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that continues to climb annually despite providers’ successful efforts to reduce opioid prescriptions.iii 
Michigan’s Pregnancy Risk Assessment Monitoring System (PRAMS) shows 17.3% of parents use opioids 
after their pregnancy, compared to 4.4% of parents who use opioids in the 12 months prior.v  

In 2018, MDHHS used the Michigan Inpatient Database to analyze NOWS rates by race and ethnicity:  

• American Indian women had the highest incidence of NOWS with 4,691 per 100,000 live births. 
• Caucasian non-Hispanic women were next highest with 881 per 100,000 live births (2018).  
• Both of these rates were significantly higher than the state average (721.2 per 100,000 live 

births).  
• The rates for Black non-Hispanic women were significantly lower than the state average, at 298 

per 100,000 live births.  
• The U.P. has the highest rates of NOWS in the state with 2,588 per 100,000 live births in 2018. 
• The northeastern region of the Lower Peninsula came in second.  
• NOWS rates are also significantly higher for mothers with a high school diploma/GED or less 

education.vi 

Faced with this troubling data, MDHHS put forth meaningful efforts to combat the burgeoning 
prevalence of NOWS. From 2015-2019, the Children’s Services Agency developed a quality improvement 
plan encouraging a collaborative approach to providing continuous care.vii Additionally, nine Regional 
Perinatal Quality Collaboratives (RPQCs) committed to improving birth outcomes and reducing infant 
and maternal mortality and morbidity in their respective regions by implementing substance use 
screenings and establishing rooming-in policies and procedures in labor and delivery units. With positive 
system change being the goal, diverse, cross-sector partners are now working together to build strong 
relationships, tackle care coordination initiatives, and use quality improvement methodology. viii  

This Michigan Guide supplements efforts at the state level. The objective is to mobilize frontline 
community organizations and those affected by opioid use to work in concert with healthcare providers, 
and significantly improve NOWS prevention and services in Michigan. 

Overview of SAMHSA/ACF Guidelines 
Substance-Exposed Infants (SEI) Framework 
SAMHSA/ACF guidelines adopt the SEI framework, which identifies five major points in time when 
intervention can help reduce the harm of prenatal substance exposure: 

1. Pre-pregnancy 
2. Prenatal 
3. Birth 
4. Neonatal 
5. Childhood – adolescence 

The Michigan Guide focuses on intervention points 2 - 4 with some focus on point 5 as it touches on 
early childhood development and education.  
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The Steps of Collaborative Planning 
At each intervention point of the SEI framework, multiple providers and agencies are responsible for 
different actions related to prevention, intervention, and treatment. In other words, there are a lot of 
moving parts, and a lack of coordination causes individuals and families to “fall through the cracks.” 
Building a collaborative approach across these intervention points requires identifying and engaging key 
stakeholders. The SAMHSA/ACF guidelines break down the process into steps:  

• Getting Started: Build a Collaborative Team 
o The state, tribe, or local government brings together a collaborative team to support 

active plans and ensure specific goals – systems change, improved outcomes, and 
sustainability – are met. 

o Teams should consist of the following components: steering committee, facilitators, 
core team, and workgroups. 

• Step 1: Setting the Stage for Collaboration 
o Team members collect and share information.  
o Gather facts: policies, practices, mandates, priorities, terminology, resources, barriers, 

etc. 
• Step 2: Engage Key Stakeholders and Establish Work Groups 

o When choosing partners, think about who is already working on this issue, what each 
person or organization can contribute, and what voices need to be included. 

o Partners will be influenced by existing partnerships/groups.  
• Step 3: Define Shared Goals 

o Each team member needs to consider how their own system and individual values will 
lead practice and policy changes. 

o The team should work together to discuss how they are currently supporting families, 
their beliefs about SUD and MAT, markers of effective service delivery, their beliefs 
about MAT, and their definition of recovery. 

• Step 4: Identify Strategies and Jointly Monitor Outcomes 
o A coordinated response must have ongoing transfer of knowledge across staff, agencies, 

and organizations. 
o This step enables teams to establish and maintain a shared understanding of practices. 

 

Systems Change Framework of the Michigan Guide 
This handbook uses a “systems change” framework. We define systems change as “shifting the 
conditions that are holding the problem in place.” It demands alteration of specific conditions – policies, 

The SAMHSA/ACF guidelines describe these steps as a linear process, but you may learn 
it’s more cyclical or iterative. It’s OK if you engage with each step in a different manner 
than presented in the SAMHSA/ACF guidelines. Look for tools and tips throughout this 
guide demonstrating how steps can be reorganized.  

These Steps Aren’t Always Linear 
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practices, resource flows, relationships and connections, power dynamics, and mental models – that 
hold the problem of NOWS in place. Researchers further propose that sustainable change is likely when 
multiple conditions are addressed. ix   

Because so many factors and conditions comprise the architecture of systems, we need to think 
strategically about how to loosen their structure and integrate new ideas. Note that large-scale systems 
change rarely happens – it more frequently occurs incrementally, in continuous and evolving small-scale 
shifts. That’s why we recommend targeting multiple conditions of systems change. Step 4 of this guide 
addresses systems change in more detail. 

Pilot Testing 
We pilot-tested and evaluated the SAMHSA/ACF guidelines in combination with a systems change 
approach in two Michigan communities: one rural (the Upper Peninsula), and one urban (Saginaw 
County). We started by identifying and organizing collaborative bodies who agreed upon a shared vision 
and identified important strategies to improve outcomes for their communities’ families. Throughout 
the pilot, we followed the general steps of the SAMHSA/ACF guidelines and adapted and created 
additional resources and processes.  

This guide describes the approaches, sample activities, resources, and evaluation methods used at each 
step of the process. It also includes a combination of references and documents created by the pilot 
communities to aid in this work.  

  

You’ll see call-out boxes like this throughout the guide, giving an overview of 
communities’ actions and lessons learned from the pilot study.  

Tips from the Pilot Study 
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Step 1. Setting the Stage for Collaboration: Assessing Needs and 
Resources 

Systematic assessment of a community’s needs and assets is the first step of the planning process. This 
section covers: 

• Using an asset-based framework to identify community resources – specifically, actors 
you should engage as partners of the collaborative, and in-kind and financial resources 
that support the change process. 

• Finding quantitative data on need. 
• Gathering community perspective and input. 

 

Using an Asset-based Framework 
Understanding community assets and resources is imperative for several reasons: Building on them 
addresses identified needs and avoids duplication or the need to start from scratch. Outside resources 
(such as grants) may come with conditions or requirements and are generally not what sustains a 
program long-term. Directly harnessing local assets involves community members and organizations 
that will assist in obtaining local buy-in, support, and trust over the long run. Finally, it helps build the 
joy and hope necessary for the work ahead (and is more constructive than a deficit-based approach).  

Actor Mapping 
Understanding how multiple organizations and entities can be resources for systems change is often 
achieved by creating an actor map: a visual depiction of the key organizations and/or individuals that 
make up a system. It should include those directly affected by the system and those whose actions 
influence the system. Using the SEI framework to map actors also may indicate where transitions 
potentially could occur and therefore disrupt services. Figure 1 illustrates a sample actor map.  

  

 
The FSG consulting group offers this guide to actor mapping. 

 

 

 

 

 

 

 

Identify resources Find data Gather input 

https://www.fsg.org/tools-and-resources/guide-actor-mapping#download-area
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Figure 1.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key Partners 
Asset mapping aids in the process of selecting potential partners who will help work towards systems 
change. Table 1 below lists recommended partners in Michigan, including those that were part of the 
U.P. and Saginaw pilots. Note that perinatal collaboratives may have engaged many key partners 
already, saving you some time assembling an organizing body for the work.  

 

Hospital 

SUD treatment 

CMH 

CMH 

Jail 

CMH 

Home visiting program 

Courts 

Child welfare 

Sample Actor Map 

OB/GYN 

Pre-pregnancy 

Childhood/ 
Adolescence  

Neonatal Birth 

Prenatal 

There may be times throughout the project when individuals are tempted to 
perform tasks themselves because it’s easier or quicker. Remember, it’s 
essential to engage all partners in the beginning – it’ll build a strong relational 
foundation and justify any extra time or effort. 

“At times, the task might not be as important as the relationship that’s built as a 
result of the task.” – U.P. Partner 

Tips from the Pilot Study 
  

Pediatrician 

SUD treatment 

Mother’s primary care provider 
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People with lived experience are invaluable for workgroups. Not only do they offer first-hand 
experience, but their active participation also motivates the group to keep pushing through difficult 
conversations and planning processes. Peer recovery coaches are ideal for this role since they will have 
lived experience and be comfortable in a group setting. Please note that offering reimbursement for 
their time to attend meetings is essential.  

 

Table 1. Key Partners in Michigan 
Entity Description More Information U.P.  

Pilot 
Saginaw 

Pilot 
Parents with 
lived 
experience 

Parents with SUD, peer 
recovery coaches 

   

Regional 
Perinatal 
Quality  
Collaborative 

9 collaboratives 
determined by prosperity 
regions; aimed at 
improving birth 
outcomes in their 
respective region 

MDHHS Regional Perinatal 
Quality Collaboratives 

 * 

Community 
mental health 

County or regional-level 
community services 

MDHHS Community Mental 
Health Services Programs 

  

OB/GYNs Medical providers for 
pregnant parents 

 * * 

Pediatricians Medical providers for 
children 

 * * 

Neonatologist 

Medical provider who 
administers 
pharmacological 
treatment to newborns  

   

Neonatal 
intensive care 
unit (NICU) 

Team of medical 
providers for newborns 

   

Including parents with lived experience ended up being extremely important for 
the pilot communities. We made sure to invite group members who had 
previously established relationships with parents, because familiarity breeds 
comfort. During the meetings, we made sure to use inclusive language, and 
emphasized parents’ voices by giving them opportunities to share their 
experiences. Activities were specifically designed so parents could take 
ownership of tasks. Reimbursements for parents’ time was streamlined as well. 

“It needs to be peer-driven. We need to be informed by the maternal experience…It was very 
powerful and meaningful. It was also helpful for (the moms) because it was part of their 
recovery.” – Saginaw Partner 

Tips from the Pilot Study 

https://www.michigan.gov/mdhhs/0,5885,7-339-71550_96967_97028---,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-71550_96967_97028---,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_4868_4899---,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_4868_4899---,00.html
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Table 1. Key Partners in Michigan 
Entity Description More Information U.P.  

Pilot 
Saginaw 

Pilot 

Medical 
training 
programs 

Medical school residency 
programs, midwife 
training programs, 
nursing schools, etc. 

  * 

Health 
systems 

Hospital and healthcare 
providers 

   

SUD 
treatment 
providers 

Recovery services, 
counseling, MAT 
providers 

MDHHS Substance Abuse 
Prevention and Treatment  

  

Local public 
health 
departments 

County or regional-level 
health department 

MDHHS Local Health 
Department Map 

  

Home visiting 
programs 

Early Head Start, 
Maternal Infant Health 
Program, Nurse-Family 
Partnership, etc. 
 

Michigan Home Visiting 
Initiative  

 
Early Head Start Program 

(Note, availability depends on 
region/eligibility criteria.) 

  

Early On 

Provides support/ 
resources to assist family 
members to enhance 
children's learning and 
development; every child 
born with substance 
exposure automatically 
qualifies for an Early On 
assessment 

Michigan Department of 
Education (MDE) Early On 

Program 

  

Children 
service 
agency 

Child protective services 
(CPS), foster care, kinship 
programs 

MDHHS Children's Protective 
Services 

 
MDHHS Foster Care 

  

Family courts County courts that 
handle family cases 

 * * 

Early 
childhood 
education 

Pre-K school and 
programs (Great Head 
Start, Head Start, etc.) 

MDE Early Childhood 
Development Program 

 
MDE Early Learners & Care 

* * 

Local 
community 
groups 

Coalitions such as 
Families Against 
Narcotics, Child Abuse 
and Neglect Council, 
Opioid Task Force, faith-
based groups, etc. 

 * * 

 *Relational resource that was included for the initial assessments and used as needed later 

https://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_4871_4877---,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_4871_4877---,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-73970_5461_74040---,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-73970_5461_74040---,00.html
https://www.mihomevisiting.com/
https://www.mihomevisiting.com/
https://eclkc.ohs.acf.hhs.gov/programs/article/early-head-start-programs
https://www.michigan.gov/mde/0,4615,7-140-6530_6809-127141--,00.html
https://www.michigan.gov/mde/0,4615,7-140-6530_6809-127141--,00.html
https://www.michigan.gov/mde/0,4615,7-140-6530_6809-127141--,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-73971_7119_50648---,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-73971_7119_50648---,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-73971_7117---,00.html
https://www.michigan.gov/mde/0,4615,7-140-74638_67383_67389---,00.html
https://www.michigan.gov/mde/0,4615,7-140-74638_67383_67389---,00.html
https://www.michigan.gov/mde/0,4615,7-140-63533---,00.html
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Identifying Other Resources to Support the Work 
When identifying assets in the community, seek out those with the greatest potential to support 
systems change work. Systems change takes time, commitment, and funding. Some tasks can be 
supported through in-kind contributions or as part of the operational budgets of partners, such as: 
convening partners, data collection and analysis, collaborative planning, workflow redesign, training, 
data and information systems upgrades, etc. Remember that some community establishments may be 
open to donating meeting space or other resources.  

Additionally, you’ll need to secure funding in order to reimburse people with lived experience for their 
time and participation and pay for professional services such as facilitation and evaluation. Local 
foundations, businesses, and hospitals (note that not-for-profit hospitals must meet “community 
benefit” requirements) are potential sources for donations. 

 We created the Michigan Service Matrix to document when federal and state resources are 
mandated across the intervention timeframe (see Appendix 1). 
 
 

 

Data Sources for the Community Needs Assessment 
These sources provide statewide data. Additional data may be available for localities but are subject to 
limitations.  

• MDHHS Maternal Child Health Epidemiology – Provides data on birth defects, newborn 
screening, maternal mortality, PRAMS, NOWS, and other health measures.  

• Michigan Profile for Healthy Youth – Statewide online survey for students to collect data on 
health risk behavior. County data are publicly accessible, and school data are available but 
subject to district approvals. 

• Michigan Behavioral Risk Factor Surveillance System – Annual, state-level telephone surveys of 
Michigan adults. These are the only source of state-specific, population-based estimates of the 
prevalence of various behaviors, medical conditions, and preventive health care practices.  

• Youth Risk Behavior Surveillance System – The Center for Disease Control administers surveys 
measuring six categories of health-related behaviors that contribute to death among youth.  

• Michigan Opioid Block Grant Reports – This state government source may provide useful data.  

Statewide data can be helpful as a reference point. To better understand the needs within communities, 
the following collaborative partners could offer additional information: 

• Public health departments may have access to data or can direct you to another contact.  
• Local SUD treatment providers may be designated to treat pregnant parents in the region and 

may potentially share aggregate data on local trends. 
• Pre-paid inpatient health plans manage Medicaid services for behavioral health and 

developmental disabilities. They might have access to aggregate data on local trends. You can 
contact each region’s substance abuse disorder program coordinating agency.  

Identify resources Find data Gather input

http://www.michigan.gov/MCHEpi
https://www.michigan.gov/mde/0,4615,7-140-74638_74639_29233_44681---,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-71550_5104_5279_39424---,00.html
https://www.cdc.gov/healthyyouth/data/yrbs/index.htm
http://www.michigan.gov/bhrecovery
https://www.michigan.gov/documents/lara/BHCS_SUB_Abuse_PIHP__Map_482756_7.pdf
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• Regional community needs assessments may be found at local health departments. If not, they 
can refer you to another data source. 

• Local entities may already track various health measures, such as: 
o Michigan Health Improvement Alliance, Inc. has a health dashboard publicly available. 
o Community Health Innovation Regions created across the state also may be tracking 

health data. 

 

 

 

 

 

Please recognize that the data you’re requesting is sensitive, so it’s best to establish trust with partner 
organizations. An agreement may be necessary to ensure data are handled responsibly.  Below are some 
general tips when making a data request: 

• Clearly articulate reasons for your data request.  
• Specify data you want and understand any potential privacy concerns or risks to others. 
• Don’t ask for more data than you need. 
• Share your organization’s credentials and communicate via your work email so they know your 

affiliations. 
• Contact the first author of a paper or the first person listed on the contact page. 
• Be responsible with shared information. 
• Acknowledge those who shared data and/or other resources. 

Note that there may be limitations to available and shared data. NOWS is a very complex issue with 
different providers for parents, babies, and family units, and each of those providers tracks different 
measures. There are also legal and ethical limitations on what can be tracked and shared (i.e. HIPAA, 42 
CFR part 2 regulations, etc.). For tracking NOWS prevalence, there could be potential accuracy issues 
due to varying treatment options at different facilities (i.e. tracking babies with NOWS who are 
pharmacologically treated, those who stay in the NICU, or those who are non-pharmacologically 
treated).  

 

Gathering Community Perspectives 
Full participation from stakeholders – see the entities listed in Table 1, pp. 7-8 – is beneficial to the 
needs assessment process. Moreover, when weighing perspectives from service organizations, you will 
ideally gather several viewpoints, including those of “frontline” workers, the people receiving services, 
and leadership figures. Surveys, key informant interviews, and focus groups are excellent data-gathering 
methods that also facilitate conversations with the community. 

Identify resources Find data Gather input

“(It is) useful to have relationships with 
organizations who have access to richer 

data (i.e. health plan, NICU, etc.).” – 
U.P. Partner 

“We should have strategically included 
data seekers in the workgroup. We had 
more doers who weren’t data-driven.”                  

– Saginaw Partner 

https://mihia.org/dashboard-4-0/
https://www.michirlearning.org/
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 The Community Tool Box provides an overview of the process, as well as typical 
methodologies for collecting community perspectives and organizing focus groups. 

 

 The importance of engaging people with lived experience is addressed throughout this 
guide. The Design Kit provides several methodologies for engaging community members, 
including photojournalism, (group) interviews, card sort, and collage.  
 

 

 

 

  

You may find it beneficial to conduct focus groups while collecting background 
information about your community’s current needs. In the pilot communities, 
it took almost a year for partners to build relationships and administer 
assessment surveys. By the time the assessments were completed, partners 
were eager to begin working on identified activities, and focus groups had to 
be conducted during year two of the project. An overview of the focus groups 
is provided on the next page and details provided in Appendix 2. 

Tips from the Pilot Study 

https://ctb.ku.edu/en/table-of-contents/assessment/assessing-community-needs-and-resources/develop-a-plan/main
https://www.designkit.org/methods
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Pilot Site Experience: Focus Groups 
MPHI conducted focus groups with both pilot sites to support the initiative. 

Overview & Purpose: An internal review board made sure the questions were not too invasive and 
participants’ privacy was protected. MPHI held focus groups in each of the communities to better understand 
how pregnant parents with OUD experience services and challenges. Questions focused on services used 
during pregnancy to the first year after birth. We asked about stigma and how participants viewed 
themselves as parents and prompted participants for their recommendations. We intended to use a creative 
approach to inform service providers about experiences, instead of just presenting research data (see 
Appendix 2, Focus Group Guide). 

Recruitment: SUD recovery service providers and home visitors recruited focus group participants. MPHI 
provided an informational flyer to share with potential participants. Recruiters carefully ensured participants 
were at a place in their recovery allowing them to discuss their birthing experiences without posing a large 
risk or burden. We found that email was an easy and confidential way to conduct recruitment 
communications. Participation was voluntary. We offered a $130 gift card to compensate for costs incurred 
(see Appendix 2, Focus Group Recruitment). 

Facilitation: The focus groups were held in neutral, easily accessible and private locations (no direct access to 
public, no windows that others could see into, etc.). Questions were developed with input from people with 
lived experience who participated in community workgroups. The first half of the focus group discussed 
experiences with community services. The second half consisted of a facilitated conversation to elicit 
emotions experienced as a parent with OUD of a newborn with opioid exposure. To ensure confidentiality, 
participants and facilitators used nicknames. Participants also completed a background survey (see Appendix 
2, Background Survey). Guidelines for focus group engagement were established to promote the safety and 
comfort of participants (see Appendix 2, Focus Group Guide).  

Findings: Stigma was a significant concern and operated at multiple levels. Women internalized this stigma, 
further challenging the treatment process. At an interpersonal level, women faced judgment from other 
parents with SUD for engaging in MAT while pregnant. At an organizational/structural level, medical or social 
services workers who stigmatized behaviors prompted hesitation and fear in patients, potentially dissuading 
them from seeking medical care. Participants recommended combating stigma by 1) building accessible, 
responsive community supports (e.g., an empowerment parent group); 2) improving conduct and guidance 
regarding service providers; and 3) building awareness of mental illness. 

Many participants struggled to access and comprehend information from medical providers. Some didn’t 
want to ask questions or were referred to others for answers. Google, family, and friends were common 
information sources. Participants suggested all doctors provide complete information on SUD treatment, 
pregnancy, delivery, and post-birth. Participants bemoaned a lack of access to information about CPS 
regulations, and suggested providers work more collaboratively to educate more effectively. 

Participants described how they viewed or defined themselves negatively during times of active illness, using 
terms such as “embarrassment,” “shame,” “guilt,” “hatred,” and “loneliness.” They explained how they 
internalized the judgment they experienced, e.g., how they used to harshly judge other pregnant parents 
taking opioids until they were in a similar situation. Participants also identified themselves as “loyal,” 
“strong,” and “good moms,” and proudly shared their parenting and recovery accomplishments.  
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Step 2. Engage Key Stakeholders & Establish Work Groups 
Planning for Work Groups and Committees 
Previous sections of this guide suggest which types of key stakeholders you should recruit, and ways to 
gather initial information. The SAMHSA/ACF guidelines describe the need to keep these stakeholders 
engaged in the planning, piloting, and scaling of change.  

Potential types of workgroups to consider: 

• Core team: Responsible for achieving goals, using best practices, and providing guidance for the 
workgroup(s) 

• Steering committee: Prioritizes goals to provide strategic direction and guidance for the 
workgroup(s) 

• Advisory group: Consists of state-level content experts who ensure activities align with state 
efforts and provide connections to resources, people, and updated best practices 

• Work group: Consists of members pushing the work forward to achieve goals and provide 
feedback to other groups; these groups can be created or dismantled as needed 

Role of Perinatal Collaboratives  
in Michigan 

There are 9 RPQCs in Michigan, each 
focused on improving birth outcomes for 
moms, babies, and families. They manage 
data-driven quality improvement projects 
tailored to the strengths and challenges of 
each region. They also use community and 
clinical approaches by bringing together 
health care professionals, community 
partners, families, faith-based organizations, 
Great Start Collaboratives, home visiting 
agencies, and others in a unified, 
collaborative effort. 

From the beginning, the U.P. used its 
perinatal collaborative to drive NOWS work. 
Ad hoc workgroups were created for 
specific activities as needed to plan training 
and care coordination. The Saginaw pilot 
group did not have a pre-existing workgroup 
initially, so it focused on developing 
relationships among providers. Towards the 
end of the grant period, the Saginaw 
workgroup engaged the Region 5 Perinatal 
Collaborative. 

Context to Consider While 
Creating Workgroups 

• Type of goals, objectives, and 
activities prioritized by the group 

• Current and future partners’ 
preference for workgroup structure 

• Other existing groups in the 
community, regionally, and 
statewide  

• Size of community 
• Time commitment needed and 

capacity of partners 
• Timeline of activities 
• Level of formality (e.g., charter, 

rules of order, responsibilities, etc.) 
• Preferred methods of 

communication and meeting 
• Preferred methods of documenting 

meetings, activities, 
accomplishments, etc. 

• Level of trust among workgroup 
members 

• Best ways to promote transparency 

https://www.uphcs.org/initiatives/perinatal/
https://mihia.org/programs/perinatal/
https://mihia.org/programs/perinatal/
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 As mentioned above, an interagency agreement of some kind may benefit the work of the 
collaborative group. See Appendix 3 for a sample agreement. 

 

Sustaining Momentum 
Over time, members and workgroups naturally will shift. Some members will step away and new 
members will join in order to maintain participation in the collaborative’s new activities and meet its 
goals. It’s a good idea to establish clear expectations and documentation so you can seamlessly 
introduce new members. 

Sustaining engagement over time is often challenging. Here are some suggestions to maintain members’ 
involvement: 

• Provide time investment for participants. 
• Offer educational opportunities for members and their organizations to attend. 
• Support collaborative partners to pursue other funding opportunities. 
• Tackle a less challenging objective first so the group can experience success and build 

momentum. 
• Consider organizational needs and desired outcomes to ensure alignment. 

 The previously mentioned Community Tool Box has additional resources on how to engage 
with different stakeholders. 
 
 

 
 

The Collective Impact Forum offers a toolkit with nuts-and-bolts guidance on keeping 
stakeholders engaged and applying systems thinking.  

 

 The ReThink Health Regional Transformation Guide provides framework on how to work 
collaboratively, and resources on how to recruit stakeholders and develop shared goals.  

 

 Free online education resources were documented throughout the project that may be 
helpful to educate partners or providers (see Appendix 4). 

 

Inclusion of People with Lived Experience  
Involving community members with lived experience is essential to understanding how systemic 
inequality occurs. They have valuable firsthand knowledge that leads to concrete solutions and acts as a 
catalyst for systems change. There are numerous ways to engage people with lived experience, whether 
they’re knowledge experts or leaders of organizations; best practice is to address all of them.x  
 
Improving equity is key to developing lasting, sustainable change. Parents who experience bias or 
discrimination on a regular basis can directly share their needs with the group, allowing it to build 
activities based on firsthand information. That way, activities accurately reflect the community rather 
than the potentially imprecise perceptions of some providers or leaders.  
 

https://ctb.ku.edu/en/toolkits
https://www.collectiveimpactforum.org/sites/default/files/How%20to%20Lead%20Collective%20Impact%20Working%20Groups.pdf
https://www.rethinkhealth.org/wp-content/uploads/2015/11/Stewardship_Guide_Final-11-19-15.pdf
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Parents with lived experience also can offer real-time feedback on how activities may be perceived, and 
how information can be disseminated in the community. Having three or more parents actively involved 
is best so parents can have a “buddy” at the meeting who has a similar background. Involving these 
community members enables the group to make personal connections with families and creates a 
heightened sense of urgency. Figure 2 below shows how community members can be involved in 
various roles: consultation, engagement, and leadership. 
 

Figure 2.   

Authenticity and accessibility are key when engaging people with lived experience. Here are some tips to 
assure community members feel included, comfortable, and motivated to participate:   

• Offer a reimbursement for participating, such as cash or a gift card. 
• Schedule meeting times and locations that are convenient for participants. 
• Offer on-site child care or reimbursement for child care costs. 
• Use plain language; avoid exclusionary “in-group” acronyms and jargon.  
• Pair new members with someone who can introduce them and debrief them after the meeting. 

 

 Engaging Community Residents with Lived Experience, SCALE 1.0 Synthesis Report (July 
2017) offers some details on communicating with community champions. 

 

 The ReThink Health Resident Engagement Toolkit describes how to engage with community 
members at various levels. (Appendix 1 and 2 of that document are especially helpful.)  

 

 Lived Experience: The Practice of Engagement in Policy, Nemours (April 2020) outlines 
engagement strategies. 

- Community 
member-led
- Leadership 
academy to teach 
people with lived 
experience how to 
serve
- Equal 
representation in 
policy decisions and 
resource allocation

Leadership

- Shared decision-
making
- Community 
advisory board
- Community 
organizing

Engagement

- Solicit input
- Surveys
- Focus groups

Consultation

https://app.ihi.org/Marketing/program_documents/P2PH/Engaging-Community-Residents-with-Lived-Experience_7.10.17.pdf
https://app.ihi.org/Marketing/program_documents/P2PH/Engaging-Community-Residents-with-Lived-Experience_7.10.17.pdf
https://www.rethinkhealth.org/wp-content/uploads/2019/08/RTH-ResEngageToolkit_12172018-1.pdf
http://www.movinghealthcareupstream.org/wp-content/uploads/2020/04/Nemours-Lived-Experience-Brief-Final.pdf
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Step 3. Articulate Goals & Define Shared Objectives 
Goals are general statements that describe the desired change. We developed the Michigan Guide to 
advocate for collaborative systems change, and therefore improve outcomes for families and babies 
impacted by NOWS. 

Objectives are the specific elements that comprise the greater goal. To be effective, objectives should 
be SMART:  

• Specific 

• Measurable 

• Achievable 

• Relevant 

• Time-Based 

Holding a Consensus Workshop to Establish Objectives 
Using an outside, experienced facilitator can be very helpful while engaging collaborators. It often 
creates dialogue that leads to a shared understanding of collaborative goals and objectives. Below is a 
sample agenda for a half-day consensus-building workshop (see Appendix 5 for a detailed agenda and 
facilitation tips). A champion, or key representative, from each system helped us with data presentation 
and analysis. 

Setting the Stage for Dialogue 
Holding a consensus workshop takes planning in order to use people’s time effectively and achieve the 
outcome you want. Appendix 5 provides documents covering the following topics: 

• Room set-up and supplies. 
• Identifying partner roles, especially as champions and speakers. 
• Information to frame the discussion, such as: 

o Results from the needs and resources assessment. 
o Reviewing the concepts: defining systems change and the role of structural, relational, 

and transformative change conditions. 
• Incorporating multiple presentation methods (video, oral presentation, visual representation of 

data, or gallery walk to see all data figures), and facilitated discussion of framing information 
and concepts. 

Sample Agenda for 4-hour Consensus Workshop 
• Data presentations (60 minutes) 

o The champion from each system reviews assessment data to determine which key 
results to share with the larger stakeholder group.  

o Each champion presents findings to the larger group and answers any questions. 
• Ideas to improve systems of care (30 minutes) 

o Small groups brainstorm opportunities to improve systems of care related to NOWS. 
o Each small group selects its top 3-5 ideas. 
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o Describe each idea in 5-7 words written on a sticky note. 
o Small groups report their ideas and add sticky notes to a wall, where they’re grouped 

accordingly. 
• Identify objectives (45 minutes) 

o The facilitator works with the group to name each selection of ideas. These will become 
the objectives; ideally there should be 3-5 of them. If there are more, ask the group to 
prioritize so there is a manageable amount of work. 

• Resources available (30 minutes) 
o Small groups brainstorm which resources and staff are available in the community to 

achieve the objectives. 
• Commitments and next steps (30 minutes) 

o Individuals and/or their agencies commit to providing resources or participating in 
activities in each goal area.  

o Determine the next steps – this might require reconvening in small workgroups to 
determine specific strategies within each goal. 

Facilitator Tip 
During the table dialogue, remind participants that the ideas they’re generating will ultimately need to 
be converted to SMART objectives. They should ask themselves: 

• Is this idea achievable? 
• Is this idea measurable? 
• During what timeframe can I expect this idea to be achieved? 
• What is the relevance of this idea to the goal? 

As with all collaborative projects, specifying the objectives can be an iterative process. Specific activities 
in each goal area may be further refined as participants learn more about a community’s possibilities 
and necessities.  

Step 4 in this guide describes the next meaningful action – the process of converting areas of need to 
SMART objectives and developing strategies to address them. 

 Reminder: a consensus workshop sample agenda, a facilitation guide, and sample results 
can be found in Appendix 5. 
 

 

 Community gap and asset planning tools could be helpful to understand resources available 
at each organization/provider (see Appendix 6, Pre-Birth Through Post-Birth Gaps and 
Assets). 
 

Addressing Differences across Organizations and Individuals 
Be aware that each system has various legal requirements on the services they provide and information 
that can be shared, which may limit the discussion or create roadblocks. An open conversation about 
each of these requirements is necessary early on, so all stakeholders are adequately educated, and the 
group can plan accordingly.  
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Something to keep in mind throughout the collaborative process is attending to the “pain points” of 
certain partners. While all organizations may be participating out of a desire to improve the population’s 
well-being, their input could depend on their point-of-view. For instance, court systems may be 
overwhelmed and focused on reducing the volume of family court cases, or child welfare agencies may 
be dealing with a large number of family separation cases that could overwhelm the system, driving staff 
burnout. If there are partners who have already identified quality improvement initiatives that align 
with the overarching goals of the collaborative, it could be a way to leverage their involvement.  

The SAMHSA/ACF guidelines recommend asking the following questions to better understand how 
individual and organizational beliefs vary: 

• What is each represented agency’s role in achieving shared priorities and outcomes? E.g., how 
does child welfare services support parent recovery? How do parents’ treatment providers 
support child safety and permanency, and overall family well-being?  

• What does each team member believe about the nature of substance use and SUD? Do team 
members agree on the markers of effective practice and service delivery? What are those 
markers?  

• How is “best interest” defined for infants? For mothers? For families? Do mothers have 
sufficient input in determining this?  

• What do team members or policy leaders believe about the use of MAT for women who are 
pregnant or breastfeeding?  

 

 Our recommendations for provider activities can be used to role-play and understand how 
systems interact and support families (see Appendix 7). 
 

 

Creating broader goals for the pilot community allowed them to address 
differences in organizational interests. The pilot communities were also open to 
shifting their specific activities to meet different organizational goals and 
emerging needs (e.g., COVID-19, new legislation, etc.). 

 

Tips from the Pilot Study 
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Step 4. Identify Strategies & Jointly Monitor Outcomes 
Moving from objectives to strategies and an action plan isn’t easy. Ongoing collaboration is a must. 
Change proponents suggest the following method to achieve this step: 

• Articulate a theory of change. 
• Plan to measure progress by establishing key indicators. 
• Design and test the intervention: 

o Using human centered design components.  
o Implementing at a small scale by testing and improving in rapid cycles. 

This section reviews each component in turn. 

 

Theory of Change 
A theory of change is a logical illustration detailing how activities, strategies, and objectives lead to 
desired goals. In this section, we review how a systems change approach and logic model help specify 
the needed strategies and clarify necessary intermediate achievements. Of course, theories of change 
are simplifications of a complex reality that may involve feedback loops and unintended consequences, 
which should be made explicit when possible. 

Conditions for Systems Change 
There are six conditions that reinforce systems and are therefore potential leverage points for change; 
note that these different conditions may interact and reinforce each otheriv. It may be necessary for you 
to focus on multiple areas. It’s particularly important to address conditions related to relational and 
transformative change – for instance, without attending to relationships, power, and deeply held beliefs, 
it may be difficult to sustain changes in policies and practices. Figure 3 below provides sample strategies 
corresponding to each condition.  

  

Articulate a theory of 
change Plan to measure progress Design and test the interventions
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Table 2. Potential Strategies for NOWS Systems Change 
1. Policies: Government, institutional, and organizational rules and regulations that guide entities’ 

actions 
• Support more state and organizational policies to facilitate data sharing. 
• Improve prescription drug monitoring programs. 
• Address barriers to continuity of services when the mother’s Medicaid coverage changes post-

pregnancy. 
• Support more payment policies to reinforce case management across systems. 

2. Practices: Activities, procedures, guidelines, or shared habits comprising the work of entities (e.g., 
institutions, coalitions, networks)  
• Change prescribing practices for pain. 
• Improve pre-birth planning and care transitions across providers. 
• Implement universal referrals to SUD treatment and/or home visiting services. 
• Define intake and referral pathways for parents with SUD. 
• Begin universal screening and referrals for social needs. 
• Deploy community health workers and/or peer recovery coaches. 
• Enable tracking of developmental milestones of babies and young children. 
• Implement community care coordination, such as a hub or Community Health Innovation Region 

(CHIR) model. 
3. Resource flows: How money, people, knowledge, information, and other assets are allocated and 

distributed 
• Improve efficiency by tracking available resources at each stage for families and providers. 
• Increase access to support services for parents and infants. 
• Identify and educate providers about available community resources. 
• Leverage Medicaid to cover needed services. 

Figure 1. 
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Table 2. Potential Strategies for NOWS Systems Change 
4. Relationships & Connections: Quality of communication among actors in the system 

• Enhance collaboration and communication among providers by developing a shared vision, and 
encouraging trust, motivation, and cohesion. 

• Close referral loops so hospitals and other providers know if referrals are effective. 
5. Power Dynamics: The distribution of decision-making power, authority, and influence (formal and 

informal) 
• Identify and engage powerful entities who influence parents with SUD: 

o OB/GYNs 
o Hospital systems 
o NICUs 
o Child welfare workers 
o Social media 
o Faith-based organizations 
o Courts 

• Engage Medicaid health plans and policy makers. 
• Emphasize care processes (such as person-centered planning) that maximize choice and highlight 

client/patient voices. 
• Provide integrated, whole person care to destigmatize OUD and behavioral health treatment.  
• Elevate the voices of people with lived experience in order to competently and collaboratively 

address needs of the population and power imbalance between providers and clients. 
6. Mental Models: Habits of thought are deeply held beliefs, assumptions, and tacit ways of thinking 

that influence what we do and how we think and speak 
• Promote empathy and reduce stigma perpetuated by service providers. 
• Address how parents’ feelings of stigma prevent identification and treatment of SUD. 
• Enhance cultural competency of clinical care providers through continuing education. 

 

Logic Models  
Once you select your strategies, using logic models can help groups lay out changes necessary to achieve 
desired outcomes, and examine activities and resources they’ll employ. Describing each step of the 
process allows the group to determine assumptions, internal/external contextual factors, and resources 
needed to complete each step. Figure 4 is an example based on the pilot sites’ experience.  

 

 The University of Wisconsin-Madison Extension has many worthwhile resources for 
designing logic models, including templates. 
 
 

 

  

https://fyi.extension.wisc.edu/programdevelopment/logic-models/
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Figure 2. 

Sample Logic Model 
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Performance Measures 
By tracking key metrics, the group can determine which changes are leading to the desired 
improvement, and to what extent. Measures for improvement efforts fall into three general categories: 

1. Outcome measures: How is the work affected by the system, stakeholders, and families? 
2. Process measures: Are the activities happening as planned? Choose measures that reflect key 

drivers or important strategies in the theory of change. Monitoring process measures is crucial, 
as they are early indicators of effectiveness. 

3. Balancing measures: These gauge potential unintended (negative) consequences. 

The logic model articulates select measures to match core steps. It also encourages one to consider how 
much time it takes for an intervention to have a measurable effect. Metrics for quality improvement 
should be tracked over time – and therefore be timely. While it’s important to specify long-term 
outcomes, tracking short-term outcomes and process measures will result in more actionable 
information.  

 

 The Institute for Healthcare Improvement (IHI) has tips for establishing measures, including 
guidance on graphical depiction of trends and the importance of collecting and regularly 
reviewing data. It also offers a reminder that measures may not be perfect in order to be 
useful, and an overview on different types of indicators and data sources. 
 

 The Annie E. Casey Foundation released a publication offering practical tips on selecting 
asset-based measures that inspire continued improvement. It emphasizes keeping the 
focus on processes and systems to avoid victim-blaming. 
 

 We also created partner meeting materials to help document qualitative progress on each 
objective (see Appendix 8). 

 

Articulate a theory of change
Plan to measure 
progress Design and test the interventions

Both pilot communities identified a need to track progress and metrics related 
to NOWS in their community. However, with multiple systems interacting, this 
was a difficult process to evaluate. One community opted to use a universal 
referral form allowing a home visitor to empower the pregnant parent to 
contact different providers and access resources. Using the form allows the 
program to track referrals and connections with resources. Partners also 
struggled to figure out who would own and store data, along with several 
different relevant data points. Privacy also was a major concern due to the 
potential to identify low population numbers. 

Tips from the Pilot Study 
 

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementEstablishingMeasures.aspx
https://www.aecf.org/resources/more-race-matters-occasional-updates-3/
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Design and Scale 
Rapid Cycle Testing and Improvement Through Plan-Do-Study-Act (PDSA)  
Quality improvement experts recommend starting with small-scale tests of change, then assessing the 
results, using them to refine your model, and so on until you can confidently scale up. This process may 
be referred to as:  

• Plan (prepare to test strategy – who/what/when/where/how) 
• Do (implement the test on small scale) 
• Study (analyze learnings from test) 
• Act (modifications needed for future implementation) 

 

 

We recommend using PDSA cycles as small “tests” of system changes so the group can easily manage 
collection efforts, tracking, and analysis. The small test also could be a pilot study with one or a few 
organizations to better understand how the strategy functions in the “real world.” After collecting and 
analyzing data, changes can be made before implementing the model with the rest of the community. 

As part of the planning process for systems change, you may need to gather additional information. This 
section reviews the methods of conducting a systems assessment and process mapping for NOWS. It 
also outlines how to get early and frequent user feedback and details the iterative process of rapid cycle 
testing and improvement. 

Articulate a theory of change Plan to measure progress
Design and test the 
interventions

Figure 3. 

Plan-Do-Study-Act 
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 The IHI offers useful resources on PDSA cycles.  

 

Conducting a Systems Assessment 
The SAMHSA/ACF guidelines feature system assessment tools that are helpful for gathering data on 
what and how best practices are implemented within and across systems. These tools are described 
below, and modified versions are included in Appendices 9 and 10.  

 Cross-System Assessment System-Specific Assessment 
Purpose Understand community strengths and 

ways to improve practices, policies, and 
procedures across systems. 

Understand how each system is following 
best practices while working with 
pregnant parents with OUD. 

Providers Organizations include: medical providers for mothers and infants, SUD providers, 
child welfare, early childhood education, and courts. 

Methodology Facilitate dialogue with representatives 
from across the system; this also is a 
learning opportunity. 

System champions disseminate an online 
survey.   

Analysis Summarize findings from facilitated 
dialogue to give a baseline “inventory” 
across systems. 

Download survey results to Excel, provide 
frequency data to system champion, and 
select key findings to give baseline 
“inventory” within each system. 

Tips for 
success 

Remember: Responses are sensitive to 
the specific participants in the session, 
and it can be difficult to work around 
many schedules. 

Determine if responses represent one 
system or if individual staff answered the 
survey prior to data collection. Responses 
are sensitive. 

 

 

 

 

 
These assessments were the first task given to the collaboratives, allowing them 
to build strong working relationships as the project kicked off. 

 

Tips from the Pilot Study 
 

              
        

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementTestingChanges.aspx
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Process Mapping 
Process mapping is a procedure for understanding current systems of care. It creates a visual depiction 
of a process’ essential details, highlighting inputs and the series of steps leading to outputs. Figure 6 on 
p. 27 depicts an example from a pilot community who mapped the flow of referrals and relationships 
among system providers, in relation to serving families impacted by NOWS. 

 

 See an annotated agenda, facilitation, and output table from process mapping for care 
coordination in Appendix 11. 
 
 

 A sample home visiting form can be found in Appendix 13 that could be helpful for care 
coordination in other communities. 

 

 

 

Part of the value of process mapping is the dialogue and insight it provides. As 
part of the pilot test, dialogue was conducted in stages that started with a small 
group, followed by a larger committee’s review and feedback. A representative 
from each organization shared their perspectives on the quality and volume of 
referrals going to and coming from other entities. A large-group discussion 
determined the accuracy of the quality and volume of referrals until a 
consensus was reached. The pilot community used this discussion and map to 
disseminate and market their universal home visiting referral process.  

Tips from the Pilot Study 
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Figure 4.  

Sample Systems Map Based on U.P. Experience 

 

Key  

 Typical referral pathway, moderate relationships 
 Occasional referrals, few relationships 
 High volume of referrals, strong provider relationships 
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Incorporating Human Centered Design 
Human centered design situates the people you serve at the center of the design process. It requires 
thinking broadly about your target audience and their needs, contexts, and histories. As we emphasized 
in Step 2, involving people with lived experience is key, as empathy is one of human centered design’s 
core concepts. Empathy is defined as the capacity to step into other people’s shoes, to understand their 
lives, and begin solving problems from their perspectives.xi  

Human centered design also focuses on rapid prototyping – developing a tangible depiction of the 
change to be implemented so feedback can be gathered from the beneficiaries of the change. A 
prototype may take the form of a storyboard, role play, model, or mock-up. 

 The Design Kit contains core concepts, step-by-step guidance, and engaging examples of 
human centered design. 

 

Systems Change Evaluation 
To assess their impact on systems, the pilot communities used a most significant change (MSC) activity 
(see callout box on page 29 for more details). This was a facilitated conversation that prompted 
members to think about accomplishments. We recommend implementing these activities on a regular 
basis early in the project to track systems change efforts and to keep members motivated. 

 

 

  

https://www.designkit.org/methods
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Pilot Experience: Evaluating Most Significant Change (MSC) 
To most effectively evaluate systems change, we used an MSC technique to collect data. 
 
Overview & Purpose  
We facilitated MSC activities in each community about 1.5 years after strategic actions began, allowing 
us to: 

• Obtain information on expected and unexpected outcomes – which is particularly useful when 
coupled with a systems change framework.xii xiii  

• Engage participants as storytellers, allowing them to contemplate perspectives and share their 
stories.  

• Bolster momentum – sharing and celebrating “small wins” is important to member engagement 
and continued success.xiv  

• Collect and analyze storiesxv that helped with internal strategic planning and external evaluation 
of the initiative. 

Facilitation Process 
This step is outlined as follows: 

• We presented the MSC activity and reviewed the framework.  
• Individuals brainstormed independently and completed a worksheet, thinking through changes 

that occurred due to NOWS-related activities.  
• Depending on the workgroup size, small groups of 3-5 people discussed and selected 

accomplishments to share.  
• We facilitated conversation among the workgroup to categorize accomplishments. This 

informed action-planning for the coming months, positioning communities to continue tasks 
after grants ended.  

• Throughout the project, several opportunities for intervention arose, which encouraged the 
group to focus on tasks requiring immediate attention (see Appendix 12 for materials). 

Abbreviated Findings 
Stories validated changes in each goal domain – mindsets, motivation, education, and resources. We 
documented the following changes: 

• Empowerment of the voices of people with lived experience, emphasizing support for mothers 
and families. 

• Improved cohesion among members, enhanced outreach to and support for providers, greater 
coordination of care, and quality connection among key stakeholders. 

• Stigma reduction, as well as the installation and growth of a health equity lens among key 
stakeholders. 

• Increased strategic planning, implementation fidelity, resource development, and momentum 
for change. 

• Enhanced knowledge and knowledge sharing, awareness of community needs, and data-
informed decision-making. 

Lessons Learned 
When asked for feedback, both communities said the activity was beneficial because it:  

• Allowed for reflection on accomplishments and prioritized actions for the near future. 
• Built strong teams. 
• Provided a structure to use at regular meetings. 
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Appendix 1. Michigan Service Matrix 
The purpose of this matrix is to educate local community groups on which services may be available to help address Neonatal Opioid Withdrawal 
Syndrome (NOWS) at each intervention point of the Substance Exposed Infant Intervention framework as both service providers and potential 
planning partners.  It is not intended to be a comprehensive list of all Michigan services for infants and families. Created 2018-2019. 

KEY: *Services available in all regions; $ Income eligibility requirements; Medicaid: must be on Medicaid;   in-home services; Italics: 
program rules around NOWS 

 
Child Welfare 

Substance Use Disorder 
(SUD) Treatment 

Providers 
Medical Providers Early Childhood Intervention 

Programs Other 

Pre-
pregnancy 

No involvement unless 
there are minor children 
in the care of the adult 

 • Gynecologists and 
general practitioners:  
Family planning as 
funded through ACA 
requirements 

• MI Family Planning 
Program – Title X: Free 
or low cost for women 
who otherwise don’t 
have medical coverage 
for this service 

• First Responders 

 • 211*:  Resource 
Info 

• Families Against 
Narcotics 

• Persons with lived 
experience 

• Pharmacists 
• News media 
• Michigan Model - 

health education in 
public schools 
 

Prenatal 
 
 
 
 
 
 
 
 
 
 
 

No involvement unless 
there are minor children 
in the care of the adult 

• Women’s Specialty 
Services*: SUD 
Treatment and 
prevention services at 
all levels of care:  
residential, intensive 
outpatient, outpatient, 
and recovery supports  
(federal statute 
identifies priority 
populations for SUD 

• OB/GYNs 
• Hospital birthing 

centers: Prenatal 
consults with the mother 
at the hospital and 
methadone clinic 

• First responders 

• Michigan Home Visiting 
Database: Lists home visiting 
programs by county  

• Early Head Start*: Provides 
intensive comprehensive child 
development and family 
support services $,  

• Family Spirit:  Culturally 
tailored intervention for 
American Indian Families, 
behaviorally focused  

• 211*: Resource 
Info 

• Persons with lived 
experience 

• Families Against 
Narcotics 

• Pharmacists 
• News media 
 
 
 

http://www.michigan.gov/familyplanning
http://www.michigan.gov/familyplanning
http://www.mi211.org/
https://www.familiesagainstnarcotics.org/
https://www.familiesagainstnarcotics.org/
http://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_4871_4877_48561-148754--,00.html
http://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_4871_4877_48561-148754--,00.html
https://www.mihomevisiting.com/
https://www.mihomevisiting.com/
https://eclkc.ohs.acf.hhs.gov/programs/article/early-head-start-programs
http://caih.jhu.edu/programs/family-spirit/


 

31 | P a g e  
 

 
Child Welfare 

Substance Use Disorder 
(SUD) Treatment 

Providers 
Medical Providers Early Childhood Intervention 

Programs Other 

 
Prenatal 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

treatment and gives 
preference to pregnant 
women. Also requires 
referrals to prenatal 
care) 
 
 

• Medication Assisted 
Treatment Providers 

• Healthy Moms for 
Healthy Babies:  
provides case 
management/ 
wraparound type 
services for mothers to 
help them become 
oriented to the 
hospital, NICU, CPS, 
and processes that will 
be initiated upon birth 

• Healthy Start: Case 
management and health care 
services to achieve better 
health for the family.  

• Healthy Families America: 
Supports overburdened 
families at risk for adverse 
childhood experiences  

• Infant Mental Health – 
Prevention CMHSP: 
Community Mental Health 
Services Program in-home 
intervention to improve 
parent infant attachment $, 

, Medicaid 
• Maternal Infant Health 

Program*: Care coordination 
and case management. Infant 
beneficiaries enrolled in the 
MIHP can receive up to 27 
additional home visits when 
substance exposure in utero 
and/or the home environment 
have been identified , 
Medicaid 

• Nurse Family Partnership: 
Nurses provide care and 
support first time moms and 
their babies $,  

• Parents as Teachers:  Partners 
with parents to promote 
optimal early development 
and learning  

 
 
 
 
 
 
 
 
 
 
  

http://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_4871_79584_79597_79599_79634-409918--,00.html
http://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_4871_79584_79597_79599_79634-409918--,00.html
https://mchb.hrsa.gov/maternal-child-health-initiatives/healthy-start
http://www.healthyfamiliesamerica.org/
http://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_4868_7145-14659--,00.html
http://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_4868_7145-14659--,00.html
http://www.michigan.gov/mihp/
http://www.michigan.gov/mihp/
http://www.nursefamilypartnership.org/
https://parentsasteachers.org/
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Child Welfare 

Substance Use Disorder 
(SUD) Treatment 

Providers 
Medical Providers Early Childhood Intervention 

Programs Other 

Prenatal 
(continued) 
 

• Breastfeeding Support:  Lists 
breastfeeding support 
programs by zip code 

• Women Infant and Children 
(WIC)*- Special supplemental 
nutrition program $ 

Birth 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Children’s Protective 
Services 
Investigation:* “If the 
metabolite of a 
controlled substance 
in the child’s body is 
present in the infant’s 
body, it shall be 
reported to the 
department. A report 
is not required if the 
metabolite is a result 
of medical treatment 
administered.” 
Allegations of the 
presence of metabolite 
and/ or indication of 
negative impact on 
child or parenting 
triggers an 
investigation. If 
evidence is found, it 
could trigger an open 
case. A formal referral 
to Early On is likely 
with an open case. If a 
case isn’t open, service 
information will likely 

• Women’s Specialty 
Services*:  Several 
residential programs 
have the ability to 
safely house mothers 
and infants to continue 
mother’s treatment 
and allow a safe, 
nurturing environment 
for both  

• Michigan Collaborative 
Quality Initiative 
(MICQI): Consortium of 
NICUs shared goal of 
standardizing care – NAS 
is a focus 

• First Responders 

• Breastfeeding Support 
• Early Head Start* 
• Family Spirit 
• Healthy Families America 
• Infant Mental Health – 

Prevention CMHSP 
• Michigan Home Visiting 

Database* 
• Nurse-Family Partnership 
• Parents as Teachers (MDE) 
• WIC* 

 

• 211*: Resource 
Info 

• Persons with lived 
experience 

• Families Against 
Narcotics 

• Parent leadership 
training 

• Pharmacists 
• News media 

http://coffective.com/resources
http://www.michigan.gov/mdhhs/0,5885,7-339-71547_4910---,00.html
http://www.michigan.gov/mdhhs/0,5885,7-339-71547_4910---,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-73971_7119-21208--,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-73971_7119-21208--,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-73971_7119-21208--,00.html
https://michneo.org/micqi
https://michneo.org/micqi
https://michneo.org/micqi
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Child Welfare 

Substance Use Disorder 
(SUD) Treatment 

Providers 
Medical Providers Early Childhood Intervention 

Programs Other 

 
 
Birth 
(continued) 

be provided based on 
family’s needs. 

• CPS Open Case*:  
Services are based on 
individual family 
needs. Families may 
be referred to family 
preservation 
programs 

• Safe Care Plan*: In an 
investigation involving 
an infant identified as 
being affected by 
substance use, 
withdrawal symptoms, 
or Fetal Alcohol 
Spectrum Disorder 
(FASD), the worker 
must develop a safe 
care plan that will 
address: 

o The health and safety 
needs of the infant 

o The substance use 
treatment needs of 
the mother 

o The needs of other 
household family 
members 

Postpartum  
 
 
 
 
 

• Children’s Protective 
Services* 

• Safe Care Plan* 
• Family Preservation & 

Reunification 

• Women’s Specialty 
Services* 

• Pediatricians 
• First responders 

• Child-Parent Psychotherapy –
CMHSPs:  An intervention 
model to strengthen the 
parent child relationship for 
children who have 

• 211: Resource Info 
• Persons with lived 

experience 
• Families Against 

Narcotics 

http://childtrauma.ucsf.edu/resources-0
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Child Welfare 

Substance Use Disorder 
(SUD) Treatment 

Providers 
Medical Providers Early Childhood Intervention 

Programs Other 

Postpartum 
(continued) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Services*: With an 
open case, these are 
services that may be 
provided based on a 
family’s needs 

• Families Together/ 
Building Solutions 

• Families First 
• Family Reunification 

Program 

experienced trauma and/or 
mental health/attachment 
issues 

• Early On*:  Early intervention 
services for infants and 
toddlers with developmental 
delay(s) and/ or disabilities 
and their family (toxic 
exposure is automatic 
eligibility with documentation) 

 
• Infant Mental 

Health/Homebased Services – 
0 to 3 CMHSP*: In-home 
intervention to improve 
parent infant attachment. 
Eligibility criteria includes 
parents who have a diagnosis 
within the current version of 
the DSM or ICD that results in 
a care-giving environment 
that places the child at-risk for 
serious emotional 
disturbance. $, , Medicaid 

• Mental Health Consultation 
in Early Care and 
Consultation:  MDHHS is 
partnering with local CMHSPs 
to deploy mental health 
consultants to support home-
based child care providers in 
meeting the social-emotional 
needs of young children in 
their care 

• Parent leadership 
training 

• Pharmacists 
• News media 

https://www.michigan.gov/mdhhs/0,5885,7-339-73971_7119_50648_7210-15376--,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-73971_7119_50648_7210-15376--,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-73971_7119_50648_7210_7860_84211---,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-73971_7119_50648_7210_7860_85125---,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-73971_7119_50648_7210_7860_85125---,00.html
https://www.1800earlyon.org/
http://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_4868_7145-14659--,00.html
http://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_4868_7145-14659--,00.html
http://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_4868_7145-14659--,00.html
http://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_4868_7145_81755_81782---,00.html
http://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_4868_7145_81755_81782---,00.html
http://www.michigan.gov/mdhhs/0,5885,7-339-71550_2941_4868_7145_81755_81782---,00.html
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Child Welfare 

Substance Use Disorder 
(SUD) Treatment 

Providers 
Medical Providers Early Childhood Intervention 

Programs Other 

Postpartum 
(continued) 

• Breastfeeding Support 
• Early Head Start* 
• Family Spirit 
• Healthy Families America 
• Maternal Infant Health 

Program* 
• Michigan Home Visiting 

Database* 
• Nurse Family Partnership 
• Parents as Teachers (MDE) 
• WIC* 

Infancy  • Children’s Protective 
Services* 

• Safe Care Plan* 
• Family Preservation & 

Reunification 
Services* 

• Families First 
• Family Reunification 

Program 

• Women’s Specialty 
Services* 

• Pediatricians 
• Community health 

centers 
• Tribal health centers 
• Family practitioners 
• First responders 

• Breastfeeding Support 
• Child-Parent Psychotherapy 
• Early On* 
• Infant Mental 

Health/Homebased Services – 
0 to 3 CMHSP* 

• Family Spirit 
• Early Head Start* 
• Healthy Families America 
• Maternal Infant Health 

Program* 
• Mental Health Consultation in 

Early Care and Consultation 
• Michigan Home Visiting 

Database* 
• Nurse Family Partnership 
• Parents as Teachers (MDE) 
• WIC* 

• 211*: Resource 
Info 

• Persons with lived 
experience 

• Families Against 
Narcotics 

• Parent leadership 
training 

• Pharmacists 
• News media 

 

Local Collaborative Initiatives which may already target NOWS: Community Collaboratives – MDHHS, Regional Perinatal Quality Collaboratives, 
Great Start Collaboratives and Great Start Parent Coalitions, Fetal-Infant Mortality Review, Strong Families/Safe Children 
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Appendix 2. Focus Group Materials 
Focus Group Recruitment – Partner Letter 

Voices Needed 
[Insert group] is conducting a focus group of women with lived experience as part of a [insert county] 
project to improve services and supports for families with babies with NOWS (formerly known as 
neonatal abstinence syndrome, or NAS)*.   
The results will be used to: 

• EDUCATE service providers about what it is like to walk in these women’s shoes. 
• INFORM service providers in designing a collaborative support system for pregnant women 

struggling with opioids. 
We need your help to recruit women who meet the following description: 

• They are currently 18 years and older; 
• They had a baby within the last 3 years; 
• They lived in Saginaw County while they were pregnant, delivered their baby in Saginaw County 

and lived there until the baby was at least 3 months old; 
• They used opioids or were on medication-assisted treatment (MAT) while pregnant; 
• They know what NOWS is; and 
• Most importantly are comfortable sharing their experiences in a focus group setting.   

To improve services in the community, we will ask the women to share their experiences: 
• As a pregnant woman struggling with opioid use in Saginaw County; 
• About the birth of their baby as it relates to a woman struggling with opioids; 
• Around having a baby with NAS and how prepared they felt to parent their baby; and 
• What services were and were not helpful in Saginaw County. 

We will NOT ask the women to share: 
• Their recovery story; 
• Any trauma or abuse they have suffered; or 
• Anything they are not comfortable sharing. 

Women will be compensated for their expenses and time with a $130 gift card.  
We are asking you to:  

• Identify women you think would be good candidates for our focus group (a woman who is in 
recovery and comfortable sharing her experiences with other women); 

• Talk to the woman to see if she would like to participate; 
• Ask the woman to fill out the attached release of information so that you can share the 

woman’s name and phone number with [insert organization name] staff; and 
• Fax (for confidentiality purposes) the completed release [insert contact person name and 

information].  
 

*Neonatal Abstinence Syndrome (NAS) is a postnatal drug withdrawal syndrome primarily caused by maternal opiate use. 
[Patrick SW, et al. Neonatal Abstinence Syndrome and Associated Health Care Expenditures: United States, 2000-
2009. JAMA. 2012;307(18):1934–1940. doi:10.1001/jama.2012.3951] 
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Focus Group Recruitment – Sample Flyer 
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Focus Group Guide – Sample Language 
I’d like to start off by thanking everyone for coming today. My name is [insert name and position/role]. 
[Introduce other facilitators and note takers in the room.] We’re tape recording the session because we 
don’t want to miss any of your comments, so please speak up – only one person should talk at a time. 
 
We want today to be fun and as relaxing as possible. We will take a break about 10:30 this morning but 
please feel free to get up to go to the bathroom or get more food when you need to. Let’s talk about our 
schedule for today. We started with you filling out a brief anonymous survey. Thank you for doing that. 
We will spend the rest of our time together talking as a group. We will finish up by noon. Does anyone 
have any questions before we move on? Okay. Please feel free to ask us questions at any time today.   
 
MPHI is working with a group of service providers in [location] who want to help make services better 
for pregnant women and new moms who struggle with opioid use. Our goal this morning is to find out 
about your experiences with services. The information you share today will be used in [insert description 
of plans to use information and who you will share it with]. All the information will be anonymous, from 
the survey to everything you say today.  We won’t use any names. That’s why we didn’t want your name 
on the survey you filled out. We also want you to know that nothing you say or write today will be 
shared with any workers in your county, not even the worker who gave us your name. They won’t even 
know that you are part of the group unless you tell them. Being a part of this group also won’t affect any 
services you get.  
 
As [insert organization name] employees, we may have to break confidentiality if one of you talks about 
hurting yourself or harming others. If I need to break confidentiality, I will talk with you privately after 
the focus group. I do not need to report if you share that you used substances while you were pregnant. 
Does anyone have any questions about anything we’ve talked about so far?   
 
My role today is to ask questions, listen, and keep the group focused on our topic. As we’re talking 
please feel free to respond to issues brought up by other members of the group. We’ll be on a first-
name basis. You get to choose the name you would like to be called today. We won’t use any of your 
names in our reports. We may use some of your quotes, but we won’t use your names. 
 
Has anyone ever participated in a focus group before? [Ask how the process went for them, address any 
concerns raised.] 
 
Now let’s work together to set some guidelines for our time together to make everyone feel safe and 
welcome to share. It takes courage to come to a focus group like this and share your experiences. We 
also want to make sure we hear from all of you. What are some for guidelines we can set for ourselves? 
[Write what the group suggests on flip chart.] 
 
Ensure these are covered at a minimum: 

• Only share what you are comfortable sharing. No one will be forced to answer questions.   
• It is okay for people to have very different experiences and answers. There are no wrong answers 

to these questions   
• “Ouch” rule: If someone says something that offended you, you can say “ouch” and we will talk 

about it.   
• “Shrink and stretch” rule: We may ask some of you to speak a little more and stretch; we may 

ask some of you to shrink a little so there’s space for everyone. 
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• We ask that you respect the privacy of others in the group by not sharing what anyone has said 
today outside of this group. 

• Take care of yourself. Leave the room if you need to, stretch, etc. 
 

What questions do you have for us before we begin? [Respond to questions and concerns before 
beginning.] 
 
Now let’s begin! 
 

Introduction 
• Personal Identity Wheel Activity 

Painting Picture of Experience of Services 
Now we would like to ask you about supports in your community as pregnant women and new moms. 

• What was your first thought after finding out you were pregnant? 
• How ready were you to parent your baby? Everyone write down a number on a scale of 10 to 

10, 1 being not at all prepared and 10 being extremely prepared on how ready you were to 
parent your baby.  

o What would have helped you feel more prepared and supported to parent your baby? 
o Were there any supports and services that were helpful or could have been more 

helpful? 
• When you need help, who did you turn to when you were pregnant and shortly after you gave 

birth? 
o What other organizations or service providers would you rely on? 

Now we’re going to talk about the medical services in your community. 

• When did you first go to the doctor after finding out you were pregnant? 
o Tell us more about that. 

• Did the medical providers you saw know you were using opioids/MAT? 
o What would have been an ideal way to have that conversation? 

• Who has talked to you about NOWS? 
o What did they tell you? 
o When did they tell you? [Probe specifically about doctors.] 
o Do you feel you were given enough information to prepare you to parent a baby who 

might have NOWS symptoms? 

Now we’re going to talk specifically about recovery services in your community. 

• When you were ready to get into recovery, what services and supports in your community 
helped you? 

• What may have stopped you from accessing recovery supports and services? These could be 
things agencies did that made it harder to access services. 

• If you had a magic wand, what is one thing you would change about the supports for pregnant 
parents who struggle with opioids? 
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Visualizing Voices to Paint Picture of How Supported They Felt 
Now we will be working as a group to create a combined story that will be shared with your community 
and statewide. Your name will not be attached to this story. We want to share with the community how 
you felt as you went through your pregnancy and into the first year of birth. We know your experiences 
will be very different from each other.  

We are going to ask you to answer some questions. We would like you to answer in a word or phrase 
when possible. It’s okay to have a phrase about a good experience and a different phrase about a bad 
experience. This should be the first thing that comes to mind. [INTERVIEW: Prompt for good and bad 
experiences with each question.] 

1. In one word describe your love for your baby. 
2. When I say “neonatal opioid withdrawal syndrome,” what’s the first word that comes to mind? 
3. What words define how you see yourself? How would you describe yourself to others? 
4. How would the service provider community define you? (See you, label you, describe you. You 

might have more than one answer.) 
5. Think about a time when someone believed in you and treated you as a capable parent. How did 

you feel? 
6. Think about a time when someone questioned your parenting skills. How did you feel? 
7. What kinds of feelings did you have when you first took your baby home from the hospital? 
8. What is the one thing you hope for your baby? 
9. What is one accomplishment you are most proud of? 
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Background Survey 

Please do not write your name on this survey. Please write your responses to each question, including as 
much detail as possible. We want to learn more about you and your experiences during pregnancy, up 

to one year after giving birth. 

1. Please indicate whether each of the following statements applied to you during pregnancy. 
 During pregnancy…  Yes  No  Don’t Know 

Did poor physical or mental health keep you from doing your usual 
activities, like work, school, or a hobby? 

      

Did you ever eat less than you feel you should because there was not 
enough food? 

    

Was there a time when you needed to see a doctor but could not 
because it cost too much? 

   

Did you have a job or other steady source of income?    
Were you worried you may not have safe housing?    
Did you have a dependable way to get to medical appointments?    
Did you have a dependable way to get to work, school, or other errands?    
Did you have dependable friends/family/others who supported your 
recovery? 

   

Did you have dependable friends/family/others who helped with daily 
tasks or provided emotional support? 

   

 

2.   Please indicate whether each of the following statements applied to you during the first year following 
giving birth.  

During the first year after giving birth… Yes No Don’t Know 
Did poor physical or mental health keep you from doing your usual 
activities, like work, school, or a hobby? 

   

Did you ever eat less than you feel you should because there was not 
enough food? 

   

Was there a time when you needed to see a doctor but could not 
because it cost too much? 

   

Did you have a job or other steady source of income?    
Were you worried you may not have safe housing?    
Did you have a dependable way to get to medical appointments?    
Did you have a dependable way to get to work or school?    
Did problems getting child care make it difficult for you to work or study?    
Did you have dependable friends/family/others who supported your 
recovery? 

   

Did you have dependable friends/family/others who helped with daily 
tasks or provided emotional support? 

   

 

3.  At which hospital did you give birth? ______________________________________________ 
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4. Was your baby diagnosed with neonatal opioid withdrawal syndrome (NOWS)?   ☐  Yes     ☐  No 

5. Did your baby stay in the neonatal intensive care unit (NICU) after being born?   ☐  Yes      ☐  No 

6. Did you have health insurance when you were pregnant and gave birth?  ☐  Yes     ☐  No 

a. If no, what prevented you from having health insurance? ________________________________ 

b. If yes, then circle what insurance(s) you had: Medicaid  Private Insurance 

7. Did you have health insurance for the first year after you gave birth?  ☐  Yes     ☐  No 

a. If no, what prevented you from having health insurance? ________________________________ 

b. If yes, then circle what insurance(s) you had: Medicaid  Private Insurance 

8. Have you ever been in counseling, group therapy or a recovery group?    ☐  Yes     ☐  No 

9. Have you ever been on medication-assisted treatment (MAT) for opioid use?   ☐  Yes      ☐  No 

a. If yes, did you receive MAT for opioid use while you were pregnant?  

   ☐  Yes      ☐  No 

10. Would you consider yourself in recovery right now?   ☐  Yes     ☐  No 

11. Please put an “X” during the times you received services from the agencies below. Leave the space blank 
if you did not receive services from that agency during that time. 

Agency      During Pregnancy     During Birth    After Birth 
Early childhood home-visiting  
       (i.e. Healthy Families of America, 
        Early Head Start, MIHP, etc.) 

   

Child Protective Services (CPS)    
Substance use disorder (SUD) 
treatment 

   

Peer recovery coaching    
Narcotics Anonymous (NA)    
Alcoholics Anonymous (AA)    
Women Infant and Children (WIC)    
Mental health treatment/therapy    
Other (please write-in)    

 
13. How many children do you have?  ___________ How old are they? ______________________ 

14. How do you identify the following: 

a. Race/Ethnicity/Culture ______________________________________ 

b. Sexual Orientation  ______________________________________ 

c. Gender  ______________________________________ 
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15. How long have you lived in [insert city]? _______ years 

16. How old are you? _______ years old 

17. What’s the highest level of school that you finished? 

__________________________________________________ 
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Focus Group Results – Overview Table 
 

Barrier Number of 
References 

Definition Quote Ecological Level 
Examples 

Recommendations 

Safety 7 Issues of 
harmful or 

abusive 
relationships 

“It was bad and I wasn’t in a healthy 
relationship…I didn’t want to be any 
more attached or have anything —
another thing tying me to him because 
he was controlling and abusive…I 
remember crying. Like talking to my 
belly, apologizing.” 

• Interpersonal: 
domestic violence, 
children’s safety 

 

Employment 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

3 Job that covers 
needs and 
expenses 

“…a big thing for me is working when I 
get out of a treatment center. I try to 
start working too much and then by 
working, after a while, it’s like I’m trying 
to go to school, I’m trying work, and take 
on all of these tasks, and then that’s a 
trigger for me to use again.” 
 
“Even like even with MichiganWorks!, I 
go there all the time and, “Well, are you 
a felon?” “Yep.” “Then you can’t. Don’t 
even apply.” …(A) lot of places that you 
can apply, you have to travel. I do not 
have a vehicle of my own. And I have 
never had a license, (and) like insurance 
would be really high for me.” 

• Individual: 
overwhelmed by 
financial stress of 
caring for child 

• Organizational: 
restrictions on 
employment 
services 

• Community 
resources: lack of 
resources in area 

• Structural: felony 
record 

• Program that 
provides financial 
help while in 
recovery 

• Resources to help 
find jobs for those 
with felony record 

Environmental 
 

 
 

18 Personal 
relationships 

and 

“…I live in a small town. I didn’t want to 
leave my house because I felt like 
everybody knew. And everyone 
(inaudible word) judgment. And which 

• Interpersonal: 
judgment from 
small town and on 
social media, family 

• Widespread 
recovery 
resources 
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Barrier Number of 
References 

Definition Quote Ecological Level 
Examples 

Recommendations 

 
Environmental 

continued 
 

 
 

 

geographical 
location 

does — it feeds into your addiction 
because you don’t want to have to deal 
with the hurt, and the shame, and the 
guilt.” 
 
“I have dealt with CPS through [county 1] 
and [county 2] and [county 2] I feel like 
(pauses) they actually want to give your 
kid back… It was more like, ‘Oh, you’re a 
drug addict. Your kids are better off 
without you.’ Like I feel like every 
county’s different.” 
 
“I moved closer to family. I had a lot of 
family support. I joined NA meetings.  I 
started going to those while I was 
pregnant with my last one. And I 
changed my whole friends; I changed my 
group of people I was around.” 

members passing 
away, not 
communicating 
with family, 
develop new 
support system 

• Organizational: 
geographical 
differences in CPS, 
NA, AA  

• Structural: 
awareness of other 
pregnant parents 
with SUD to use as 
a resource 

• More continuity 
within CPS (same 
regulations/ 
policies for child 
removal and 
terminating 
parental rights) 

• More needle 
exchange 
programs 
geographically 
distributed 

Generational 
 
 
 
 
 
 
 
 
 

 

8 Parents, 
siblings, and 
other family 

members also 
have SUD 

“…my sister is incarcerated and she gave 
birth to her child since she’s been 
incarcerated. And she had three other 
pregnancies before that that she lost, 
some to IV drug use. She got a blood 
infection. She almost lost her life as well. 
And it was because it was a dirty 
needle.” 

• Interpersonal: 
easier to relate to 
families who have 
experiences with 
SUD 

• Structural: 
generational 
linkages with SUD 

• More awareness 
about link 
between mental 
illness and 
addiction 

• Resources for 
people with SUD 
to build a 
recovery support 
system 
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Barrier Number of 
References 

Definition Quote Ecological Level 
Examples 

Recommendations 

 
Generational 
(continued) 

“I grew up in a household that was very 
unstable and stuff, which caused me to 
have a mental illness and I didn’t know 
that I was self-medicating or that my 
addiction tied to my mental illness.” 
 
“My mom used the whole time she was 
pregnant with me and she actually went 
into labor for doing too much one night 
and that’s why I was born early and I 
never knew that… But now because I do 
have like disabilities and stuff like that… 
I’m kind of connecting it now. So now I 
know what it’s like to look for in [my 
child]. Like, ‘This could be because or not 
[related to in utero substance exposure].’  
But like you just have to keep an eye on 
it more… Because I can tell in my sister’s 
kids…one she used with really bad and 
one she didn’t and you can just tell.” 

• Family members 
also struggling 
with addiction or 
familiar with 
addiction know 
what behaviors 
are enabling 

 
 
Health literacy 

 
 
 
 
 
 

36 Access to 
knowledge and 
comprehension 

of health 
information 

“I was told that the womb is the safest 
place for the baby to detox. I feel like I 
read that somewhere.” 
 
“I remember like Googling it and like 
looking to see if there was birth defects 
caused from opioid use during 
pregnancy, which when I Googled it 
there was not really anything as long as it 

• Individual: 
researching topics 
themselves, unsure 
and scared of doctor 
or CPS involvement, 
challenges caring for 
newborn 
experiencing NOWS 
symptoms 

• Doctors provide 
all information 
related to SUD 
treatment, 
pregnancy, 
delivery, and 
post-birth 

• Information on 
CPS involvement 
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Barrier Number of 
References 

Definition Quote Ecological Level 
Examples 

Recommendations 

 
Health literacy 

(continued) 

was like not over a certain amount each 
day. Because they would prescribe 
opiates to people when they’re 
pregnant, and I knew that. And that 
would just justify my using. And I didn’t 
use every day. I didn’t really — I mean I 
didn’t quit.” 
 
“[Methadone treatment] put a burden 
on my kids, myself, it’s having to drag 
them there with me and sit in there with 
me inpatient… It’s not fair to them. And 
every time I try to get it lowered or I 
want to come off of it, they push me to 
stay on it. And it’s like, ‘Why don’t you 
understand, I want to start going down?’  
And the last time… he upped it by 5 
milligrams and I’m like, ‘Jesus. This isn’t 
what I want.’ But it’s like I know it’s a job, 
just like everybody else has a job and… 
you have clients for your job. So the drug 
addicts are their clients and they’ve got 
to keep us up on that methadone… 
they’re doing a damned good job… you 
can’t be a parent and be dope sick.” 

• Interpersonal: 
learning from 
friends/family 

• Organizational: 
differences in what 
providers discuss 
with patients in 
terms of SUD 
treatment, 
pregnancy, delivery, 
and post-birth 

• Provide links that 
pop up while 
Googling for 
information 
about SUD while 
pregnant 

• All providers 
work together to 
inform family on 
what to expect 

• Information on 
potential long-
term effects 

Housing 
 
 
 
 
 
 

8 Access to safe, 
stable housing 

for family 

“I think housing was a big issue for me 
because obviously when I was using, I 
didn’t have a place to stay. I was very, I 
guess you could say couch surfing. And 
just the stress alone of not knowing 
where I’m going to live or having to live 
with a parent… it was almost a barrier to 

• Individual: stressful 
for pregnant parent 
worrying about safe 
housing for family 

• Interpersonal: unable 
to live with family 

• More housing for 
those in recovery, 
families allowed, 
and those with 
felony record in all 
geographic areas 
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Barrier Number of 
References 

Definition Quote Ecological Level 
Examples 

Recommendations 

 
Housing 

(continued) 

my recovery because when you feel like 
you don’t have anything, it’s just another 
reason or excuse I guess you could say to 
use. It’s a lot of stress.” 
 
“[Home visitor] helped me get like into 
an apartment on my own and 
everything… just stemming from coming 
there like once a week to teach me about 
like parenting a little bit. Like it actually 
went like really far and now I’m in my 
own place and with my kid and like a 
year ago, that’s not what I would have 
thought.” 

members also in 
active addiction 

• Organizational: 
limited resources in 
the community to 
help find recovery 
housing for family 

 

• More women’s 
shelters 

Medical 
insurance 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

10 Medical 
insurance 
coverage 

during 
pregnancy and 

postpartum 

“..if I could change it, I would definitely 
have it covered still because that is like 
my biggest barrier. I am terrified every 
month. ‘Am I going to find the money to 
get my medication?’ … It’s $225 a month.  
That’s a lot of money that I don’t make 
that I have to return cans or I have to 
baby-sit for — it’s horrible… I’m terrified 
that like I’m on medication to help me 
but then like they’re not paying for it 
anymore.” 
 
“…if I was aware of the rules or whatever 
it is that Medicaid has with this 
medication, it would have been a lot 
easier for me to deal and I fell right back 
into my addiction because I did not know 
these things. Nobody told me. My doctor 

• Interpersonal: family 
paying for medical 
expenses (including 
MAT) 

• Structural: Medicaid 
coverage changes 
between pregnancy 
and postpartum 

• Providers 
communicate to 
patients about 
changes in 
coverage and 
plan ahead of 
time to avoid 
return to active 
illness (change in 
MAT, recovery 
services, etc.) 
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Barrier Number of 
References 

Definition Quote Ecological Level 
Examples 

Recommendations 

Medical 
insurance 

(continued) 

didn’t even tell me and I’m surprised he 
didn’t. Maybe he didn’t know because he 
doesn’t work for the insurance company; 
he’s just a doctor.” 

Self-Image 
 
 
 
 
 

21 View of 
themselves 

“…guilt and shame are like huge triggers 
for people. They really are. And so it’s 
like a vicious cycle. Like when you’re 
pregnant. Because you feel guilt because 
you’re using, but the guilt, you don’t 
want to feel it, so then you use.” 
 
“I also remember thinking that maybe 
having the baby would save my life. It 
would make me not an addict no more. 
But it obviously it didn’t do that.” 

• Individual: used to 
judge other 
pregnant people 
using substances 
while pregnant and 
now judging 
themselves, bad 
self-image related 
to active illness, 
feelings of 
embarrassment/ 
shame/guilt/hatred/ 
disappointment/ 
loneliness toward 
themselves 

• Support group 
with other parents 
with SUD would 
empower parents 

 

Stigma 
 
 
 
 
 
 
 
 
 
 
 
 

41 Stigma, 
judgment, bias 

experienced 

“…that’s the only support I would 
probably would have wanted earlier on 
in my pregnancy. Maybe someone to 
(say) like, ‘Hey, listen, there’s a lot of girls 
that are pregnant that are feeling the 
same way.’ Because for a minute I just 
thought like, ‘Okay, this is bad… I’m the 
only one who’s doing this?’”  

“…first of all, there’s still stigma attached 
to mental illness and I know a lot of us 
have co-occurring health [multiple health 

• Individual: 
participants judged 
themselves 

• Interpersonal: 
judgment of other 
pregnant parents 
using substances or 
on MAT while 
pregnant, stigma 
from friends/family/ 
community/ staff 

• Organizational: 
home visitors/CPS 

• Options to get into 
recovery and 
prenatal care 
without judgment 

• More community 
support so people 
are more apt to 
get help 

• Providers and 
workers who treat 
and talk to parents 
with empathy, 
optimism, 
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Barrier Number of 
References 

Definition Quote Ecological Level 
Examples 

Recommendations 

 
Stigma 

(continued) 

conditions]. We have mental health 
issues and then we have substance 
abuse…it’s double.  It’s hard enough to 
admit the mental illness, let alone the 
drug addiction on top.” 

 
“…I didn’t quit. And I should have, but in 
order to get help, I would have had to 
admit that I was using. And I didn’t want 
the judgment, or (pauses) I didn’t know if 
that would mean that I would have CPS 
involved once my baby was born. I didn’t 
want my baby to get taken. And so I 
honestly thought about having an 
abortion a lot.” 
 
“I’m on methadone and some of the 
nurses at my doctor’s office, they’ll be 
cool with me and then all of a sudden, 
they’ll be like, ‘Oh, you’re on 
methadone? How’s that working?’ Like 
you can just tell in their voice that it’s 
changed.” 

continuing to judge 
parents for past 
actions 

• Structural: fear of 
going out in 
community, seeking 
medical care 
(prenatal and 
recovery) due to 
stigma, CPS 
involvement 

acceptance, and 
support like a 
friend 

• People don’t hold 
parents’ past 
against them   

• More awareness 
about mental 
illness 

Legal 
 
 
 
 
 
 
 
 

16 Incarceration 
and felony 

arrests 

“I was in jail when I found out I was 
pregnant. And I was four months 
pregnant before they would even give 
me the test. I kept telling ’em, ‘Please 
give me a pregnancy test.  I know I’m 
pregnant.’ And they wouldn’t. They just 
said, ‘Oh, you’re detoxing. You’re coming 
off drugs. You’re not pregnant.’ And I 
feel like it’s because they didn’t want to 

• Interpersonal: 
personal 
experiences with 
police officers, 
judges, and 
incarceration 

• Organizational: local 
sheriff department 
provided car seat 

• More consistency 
around charges 
and consequences 
across counties 

• Probation officers 
who help people 
with SUD get into 
recovery 
treatment 



 

51 | P a g e  
 

Barrier Number of 
References 

Definition Quote Ecological Level 
Examples 

Recommendations 

 
Legal 

(continued) 

pay for my medical services. I had a 
Nurse … in jail and then they gave me a 
pregnancy test about a week after 
getting out of jail. So I got no prenatal 
care. I didn’t see a doctor until after I got 
out of jail. I was already four months 
pregnant… I knew I was pregnant but the 
lady in jail just refused to give me a 
pregnancy test and that was wrong, I feel 
like. Because I paid for it anyway. She 
should have gave it to me when I wanted 
it. And I would have been having all the 
care I needed before I got out of jail. 
Maybe even like some help with 
treatment in jail because I was pregnant.  
But they didn’t do (explicative).” 
 
“I don’t understand why people that are 
addicts or mothers who are pregnant 
that are addicts, like throwing them in 
jail or prison isn’t going to help them. 
They’re just going to end up being repeat 
offenders because they didn’t get any 
type of help.” 

• Structural: court 
system in general, 
drug court, mental 
health court, and 
CPS cases; 
participants who 
have spent time 
incarcerated and in 
residential 
treatment become 
“institutionalized’  
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Focus Group Results - Narrative 
Participants 
MPHI worked with partners in the Upper Peninsula and Saginaw to recruit participants from their local SUD 
recovery providers. Participants met the following eligibility criteria: 

• They are currently 18 years and older; 
• They speak English as their first language; 
• They had a baby within the last 3 years; and 
• They used opioids or were on MAT while pregnant. 

There were 11 participants in total, with 5 participants from Saginaw and 6 participants from the Upper 
Peninsula. The average age of participants was 30.2 years (SD=2.48 years). The ages of participants’ children 
ranged from 11 months to 16 years old. All participants identified as white/Caucasian. More than half had 
graduated from high school or received their GED and identified as straight.  

Survey Results 
Participants were asked 10 questions related to social determinants of health. Over half of the participants 
experienced poor physical or mental health that kept them from doing their usual activities during their 
pregnancy as well as during the first year after birth. Participants with a job or steady source of income 
increased from pregnancy to the first year after birth (55% to 73%). Concerns about safe housing also increased 
from pregnancy to the first year after birth (36% to 55%). Figure 1 below show their responses during pregnancy 
and during the first year after birth. 
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Figure 1. Social Determinants of Health 

 

 

Participants were asked a few questions about their insurance, experience with MAT, and if their child(ren) was 
diagnosed with NOWS. All participants had health insurance while pregnant and the first year after giving birth. 
Almost all participants had been on MAT (91%) and on MAT while pregnant (90%). Most of the participants’ 
babies had to stay in the NICU (82%). The results are shown in Table 2 below. 
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Did problems getting child care make it difficult for you to
work or study?

Yes - During Pregnancy Yes - During First Year After Birth



 

54 | P a g e  
 

Table 2. Medical History 
    Yes 

n (%) 
No  

n (%) 
Health Insurance  
  Health insurance when pregnant and gave birth 11 (100%)  0 
  Health insurance for first year after giving birth 11 (100%)  0 
Medical Assisted Treatment (MAT) 
  Ever been on MAT  10 (91%) 1 (9%) 
  MAT while pregnant ** 9 (90%) 1 (9%)  
Baby's Medical Status 
  Baby diagnosed with NAS** 7 (70%) 3 (30%)  
  Baby stayed in NICU after birth 9 (82%)  2 (18%) 

**data only reported for 10 participants 

Participants were also asked which providers/agencies they accessed at different points from their pregnancy, 
birth, and after giving birth. The most common services participants were involved with during pregnancy were 
SUD treatment and WIC. The most common services participants were involved with after birth were home 
visiting, CPS, SUD treatment, and WIC. Table 4 and Figure 2 below show the results. 

Figure 2. Services Accessed 
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Individual Level 
The participants’ self-image was a very common theme throughout the focus groups. Participants described 
their shame, guilt, self-consciousness, hopelessness, embarrassment, loneliness, self-hatred, and unworthiness 
because of their SUD. Some participants talked about how these emotions and views of themselves fed into 
their disease. One participant referred to herself as a “drug addict” and then explained how her drug use 
occurred at parties to have fun. 

A few participants talked about how the pressure to go back to work too quickly (after recovery from illness or 
after giving birth) was stressful and could trigger a relapse into active illness. 

Participants shared some of their personal history which included traumatic experiences that triggered a return 
to active illness (such as a family member passing away, children being removed from their home, incarceration, 
abusive relationships, etc.). Participants also discussed how stressful situations in their current life could be 
potential barriers to staying in recovery. 

Participants learned about the health aspects of substance exposure while pregnant through a variety of places. 
One participant read somewhere that the safest place for the baby to detox is in the womb. Other participants 
relied on Google searches to learn about possible birth defects from opioid exposure. Some participants were 
not comfortable with taking any kind of opioid while pregnant, even if it was prescribed, while other participants 
explained how it was better to take the prescribed medication rather than using an opioid drug that could be 
mixed with other harmful substances. One participant thought that if she stopped all drug use 2-3 months 
before birth, the baby wouldn’t have any drugs in their system.  

A couple participants talked about the stresses of having to monitor their newborn’s health at home, such as 
checking their baby’s heart rate, as well as the stresses of their newborn staying in the NICU. These participants 
would have liked to be better prepared about what to expect after the baby was born.  

One participant talked about taking more of their prescribed opioid medication toward the end of their 
pregnancy to deal with the pain experienced from being pregnant. 

Some participants assumed they were unable to get pregnant (i.e. hadn’t become pregnant yet or doctor told 
them they were unable to) and were therefore surprised when they became pregnant. 

Interpersonal Level 
Participants said their relationships with partners, family, and friends impacted how they viewed themselves, 
their SUD, and their recovery.  

Some participants were involved in abusive relationships with the father of their child. They also described how 
they processed these relationships later in recovery, which for some, added to the guilt participants felt for 
putting themselves and child(ren) at risk. Some participants also had unplanned pregnancies with the abusive 
partner. 

One participant hid their SUD from their families which meant they did not have their family support when 
giving birth at the hospital. Another participant felt they had to tell their family about their SUD before giving 
birth because hospital staff would say something related to SUD in front of family members. This is also related 
to the organizational level of hospitals and confidentiality.  

One participant explained how they felt pressure from their mother to parent the same way as she had. The 
participant felt this added pressure was also a trigger that made her return to active illness. Another participant 
talked about differing parenting philosophies being troublesome to navigate with other family members. 
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Another participant described how moving closer to family and changing their group of friends made them feel 
more supported and able to parent their children. 

Several participants described a sense of loneliness while being pregnant and struggling with SUD. One 
participant described this loneliness as stemming from not being able to socialize with the same group of friends 
since they were actively using drugs. This participant also experienced judgment and shaming through social 
media outlets. The combination of the emotional toll and judgment left this participant feeling “frozen with 
fear” at the idea of recovery because it meant finding a new group of friends. Other participants discussed how 
they let friends who were bad influences into their lives which led to their arrest and children being removed 
from their home. Some participants described having a very supportive partner in their life who helped them in 
their recovery and preparing for the birth of their baby. Another participant had a recovery group reach out to 
them through social media which encouraged her to attend the meetings, so the parent and child both had a 
large support group. 

Along with participants describing their group of friends as actively using drugs, participants also had family 
members who struggled with drug use. Participants discussed siblings and parents who also struggled with drug 
use. One participant felt her family was able to be supportive in her recovery and caring for her children, rather 
than enabling her disease. 

Participants learned from acquaintances and friends about the health aspects of substance exposure while 
pregnant. One participant heard there was a risk of miscarriage if they quit actively using drugs. One participant 
had worked in the health field and felt that empowered her to know which questions to ask her doctor, so she 
knew what to expect. 

Participants also talked about counselors and social workers who helped them in various ways postpartum. One 
counselor was very understanding and supportive of the participant, made sure children were safe in a foster 
home, and helped them get their children back in her care. Another counselor earned the trust of the 
participant by ensuring confidentiality of their session (this was in relation to being in a small community). A 
social worker at the hospital provided information to the participant about housing options after leaving the 
hospital.  

Organizational Level 
Participants described their interactions with different types of recovery, home visiting, medical providers, and 
health as being a combination of positive and negative experiences. 

A few participants recalled the judgment experienced when they attended NA meetings because they were 
prescribed methadone as part of their MAT. Some NA members felt that being on MAT was not “sober” and 
therefore not following the NA guidelines. Other participants felt having more availability of NA meetings would 
be beneficial and allow others struggling with opioids to get help. The recommendation to raise awareness 
about resources out there may help address some of the stigma experienced at NA to help members understand 
the process and benefits of MAT. 

Participants receiving home visiting services spoke highly of them overall. They felt connected to their home 
visitor worker(s), got supplies for their child(ren), and learned a lot about parenting techniques as well as 
support services available (i.e. play groups).  

Participants had varying experiences when it came to seeking prenatal care. Some participants went to the 
doctor right away after discovering they were pregnant, while others waited to get prenatal care. The delay was 
due to their desire to avoid judgment from doctors and medical staff, fear of legal/CPS involvement, and a need 
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to focus on their own recovery. One participant was drug tested during a prenatal visit which then allowed her 
to discuss her SUD throughout pregnancy. The participant’s OB doctor then prescribed her on a low dose of 
Vicodin to avoid withdrawal symptoms.  

During prenatal care, some participants learned about the risks of miscarriage from their doctor. Almost all 
participants talked about how it would be ideal to get all information related to their pregnancy and postpartum 
symptoms, and what to expect during delivery. It was also suggested that information should be provided 
regardless if the doctor knew the pregnant parent was actively using substances while pregnant. Some 
participants recommended that doctors be more accepting of parents who are in recovery and working to 
improve their families’ life. One participant felt like the medical staff treated her SUD as a “hush-hush topic” and 
kept telling her they weren’t that kind of specialist so they weren’t able to answer her questions. Another 
participant felt pressured by her doctor into taking a prescribed opioid while pregnant. One participant never 
told anyone about their drug use while pregnant and their OB never tested them. It was recommended that 
every patient at the doctor’s office be drug tested, regardless of what patients verbally told medical staff.  

Another suggestion was to have the same staff member or social worker attend all prenatal appointments with 
the pregnant parent if they are meeting with different doctors. There was a mixture of suggestions around OBs’ 
knowledge about the parent’s SUD. Some participants felt their OB should be knowledgeable about addiction 
and how to treat pregnant parents with SUD, and be able to share information about host meetings for support 
groups. It was suggested that an OB and peer recovery coach attend the meetings to share videos or 
presentations, and then answer any questions from the parents; it could also be an online support group that’s 
advertised online. Other participants preferred confidentiality about being on MAT while pregnant so their OB 
wouldn’t be aware, to circumvent any potential judgment from the OB. Overall, participants would like their OB 
and other medical staff to not be so judgmental, focus on the positives, treat the parent as a whole (address 
mental health and addiction appropriately), and be more supportive (i.e. continue treating patient even if they 
return to active illness).  

MAT providers that the participants visited while pregnant informed participants about the possible symptoms 
their baby might experience as well as NOWS, while other participants did not learn about the possibility of 
NOWS symptoms until after the baby was born, or even until the focus group. Some participants recalled that 
their MAT provider was more concerned about using other substances (i.e. prescribed depression medications) 
and tobacco while pregnant. Overall, limited information was retained by participants. Participants shared some 
miscommunication on whether substances were passed through breastmilk and if medical professionals tested 
their breastmilk for substances. One participant talked about the challenges of receiving methadone, e.g., 
difficulties getting to appointments, bringing children to the appointments, pressure to stay on/increase dosage, 
and experiencing side effects of (feeling “dope sick”). This participant felt like providers were pressuring her to 
stay on methadone so they could make a profit. It was referenced as a “lose-lose situation”. 

Participants in general viewed local health departments as a confidential, safe way to access services like 
counseling and STD testing. It was recommended that health departments market their services more so people 
can get the help they need. Another recommendation was to offer needle exchange programs. In the U.P., 
participants mentioned how communicable diseases are being spread through intravenous drug use, and how 
areas in the community are littered with needles. 

Structural Level 
Participants described experiences with the judicial system, child welfare system, general community, 
generational SUD, insurance coverage, and stigma. Stigma was widely discussed and often intertwined 
throughout multiple systems and levels. 
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Several participants had been convicted of felony offenses which required them to successfully complete parole 
without a violation. A felony record also makes it difficult to find a job. The usual resources, such as 
MichiganWorks!, won’t let convicted felons apply. Another topic focus group participants brought up was jobs 
requiring employees to travel and have their own vehicle. Participants talked about the difficulties in qualifying 
for car insurance since some had never had insurance before, as well as the funds to afford a vehicle on top of 
other expenses. Participants asserted that widespread resources to support previously convicted felons were 
necessary to help them find employment, car insurance, and a vehicle. It was specifically mentioned in the U.P. 
how limited these resources are and not all programs are available in all counties. 

Several participants talked about the differences in Child Protective Services (CPS) across counties. Participants 
felt like some areas were harsher and terminated parental rights quicker in comparison to other counties that 
were more understanding about addiction. A few participants appreciated their CPS workers’ involvement when 
they treated the parent like a friend. The CPS worker would ask how they could help, focused on the positives, 
and praised the parent for doing well. When CPS workers explained how the parents with SUD are “more than 
their addiction,” they are also good parents, it gave them a boost in self-esteem and motivated them to keep 
going. One participant recalled their CPS worker was very understanding when she returned to active illness. 
Participants recommended that information about CPS regulations be readily available, asserted CPS workers 
should be educated about addiction, and said consistency across the state on child removals would be 
beneficial.  

A few participants talked about how living in small, tight-knit communities made them feel even more isolated 
because of the judgment they felt. They felt like they couldn’t leave their homes during their pregnancy which 
prompted feelings of loneliness and shame, which were also discussed as triggers that kept them in the cycle of 
addiction. The cycle of addiction is what participants described as: using drugs to cope, feeling ashamed and 
guilty for taking drugs, and then using drugs to cope with those feelings. They also discussed opportunities for 
the community to address this stigma and judgment by holding parent support groups, advertising support 
resources, and raising awareness on addiction and its links to mental health. It was also suggested that 
communities provide more information on resources to get baby supplies. 

The majority of participants talked about generational struggles with addiction. This was highlighted when 
participants discussed selling prescribed opioids to a parent; the participant’s parent was also a “party person” 
when they were younger; the participant’s parent also used substances while pregnant with the participant; the 
participant’s home while growing up contributed to their mental illness and other disabilities that as adults; and 
they were self-medicating with drug use. Another participant discussed how they were legally unable to have 
contact with a parent who was in active illness and also had a history of incarceration. 

Several participants talked about issues with changes in insurance coverage changes between pregnancy and 
postpartum. This usually referred to Medicaid coverage for MAT medications. One participant was paying $225 
each month for their prescription, which was a financial burden. One participant was delayed in getting prenatal 
care due to insurance processing issues. Another participant didn’t know Medicaid wouldn’t pay for MAT 
medication, so when Medicaid coverage changed, this participant fell back into active illness which ultimately 
lead to her child being removed. 

Stigma was a very common theme among all topics discussed during the focus group. Participants talked about 
judgment they experienced because people didn’t understand how MAT doesn’t have a “high” side effect when 
used properly; it was difficult to dispel the misinformation when there are individuals who misuse opioid 
medications. Several participants talked about hiding their SUD, sometimes to avoid stigma from others or 
because they couldn’t accept it themselves. There’s often a co-occurrence of SUD and mental illness which leads 
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to compounded feelings of stigmatization; pregnant women are also faced with more judgment from society, 
which is another layer of stigma.  

Many participants talked about how they used to judge other pregnant people for using drugs and couldn’t 
understand how someone could treat their baby that way until they were in a similar situation. Several 
participants felt their SUD stemmed from self-medicating to cope with their mental illness and stigma associated 
with it. Many participants said, “Addiction is one of the hardest things I have ever had to deal with in my life.” It 
was recommended that there be more awareness about mental illness and addiction, an abundance of support 
services, and more collaborative services to be all-encompassing around parents with SUD. Participants said the 
U.P.’s limited support groups and services was a barrier. Another suggested there was need for more peer 
recovery coaches. 

 

Focus Group Results – Socioeconomic Model 
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Appendix 3. Sample Interagency Agreement 
Title:   

Mission/vision 

Basic objectives: 

What is in scope: 

What is out of scope: 

Who are members: 

Roles of individual members: 

Parties:  List the parties that are included in the agreement and have authority over implementation of the 
components. 

• Organization A 
• Organization B 
• Organization C 

 
Vision: 

Mission: 

Objectives: 

Frequency of meetings: 

Data collection: A statement of guiding principles reflecting the common beliefs held by both/all agencies.   

___________________________________________________________________________________________
___________________________________________________________________________________________
_________________________________________________________________________ 

Target population: Pregnant individuals with substance use disorders, in particular opioid use disorders; and 
families with newborns who have neonatal opioid withdrawal syndrome (NOWS). 

___________________________________________________________________________________________
___________________________________________________________________________________________
_________________________________________________________________________ 

Definition of terms: The parties may want to include terminology used by both agencies, such as 
“substantiated,” service coordinator, infants/toddlers with special needs.  

___________________________________________________________________________________________
___________________________________________________________________________________________
_________________________________________________________________________ 
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Goals and objectives: The agreement reflects the collaborative purpose of working together and the goals that 
are expected to be achieved. 

___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
_______________________________________________________ 

Agreement content: In this section the parties describe the resources and procedures they agree to undertake to 
provide services to the target populations. Components may include:   

• Outreach (who, when, tools utilized, creation and distribution of family information packets) 
___________________________________________________________________________________________
___________________________________________________________________________________________
_________________________________________________________________________ 

• Screening (who, when, tools utilized, sharing results, follow along, criteria for referral to SUD treatment 
services and early intervention, distribution of family information packets) 

________________________________________________________________________________________
________________________________________________________________________________________
______________________________________________________________________ 

• Referral procedures (referral form, confirmation of receipt of referral, referral information) 
________________________________________________________________________________________
________________________________________________________________________________________
______________________________________________________________________ 

• Pre-birth/post-discharge planning process (planning checklist) 
________________________________________________________________________________________
________________________________________________________________________________________
______________________________________________________________________ 

• Sharing information (common release of information form, information to be shared [e.g., medical or 
developmental reports, IFSP documents], status of parent’s educational rights) 

________________________________________________________________________________________
________________________________________________________________________________________
______________________________________________________________________ 

Staff responsibilities:  List various staff members’ responsibilities for implementing the agreement, such as 
individual agency contacts, central points for referrals, service coordination procedures, and service provision 
duties.   

___________________________________________________________________________________________
___________________________________________________________________________________________
_________________________________________________________________________ 
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Training: Include training/orientation activities, training content, and who will be required to attend.    

___________________________________________________________________________________________
___________________________________________________________________________________________
_________________________________________________________________________ 

Interagency meetings: This section includes a statement of purpose, frequency of interagency meetings, and 
who will attend from participating agencies.   

___________________________________________________________________________________________
___________________________________________________________________________________________
_________________________________________________________________________ 

Data collection and analysis: The parties discuss how they plan to collect data, either by each agency alone or in 
collaboration to evaluate the effectiveness of their interagency efforts.  

___________________________________________________________________________________________
___________________________________________________________________________________________
_________________________________________________________________________ 

Dispute resolution: General dispute-resolution procedures are outlined in this section. It is suggested that each 
agency have their legal department review and approve the procedures.   

___________________________________________________________________________________________
___________________________________________________________________________________________
_________________________________________________________________________ 

Terms of agreement: This will determine the period of time during which the agreement will be in effect. The 
agreement will be reviewed annually to determine how it will be revised and terminated. 

___________________________________________________________________________________________
___________________________________________________________________________________________
_________________________________________________________________________ 

Authority: A statement above the signatures that specifies the authority of the directors for agreeing to comply 
with the provisions contained in the agreement. 

___________________________________________________________________________________________
___________________________________________________________________________________________
_________________________________________________________________________ 

Signatures of agency directors: Spaces are provided, together with datelines, for the signatures of agency 
representatives authorized to implement the agreement for their respective agencies.  

___________________________________________________________________________________________
___________________________________________________________________________________________
_________________________________________________________________________ 
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Appendix 4. Supporting Change: Resources & Education 
Resources have been shared throughout this handbook in each relevant section.  

You may also discuss different trainings and education materials each stakeholder can access. For example, an 
SUD provider may provide training on SUD for medical professionals. It may be helpful to take inventory of 
training and education available in your community to see if additional training is necessary or if more providers 
need to attend the training. 
 

 We offered training through the Vermont Oxford Network (VON) to providers so they could 
learn more about NOWS and treatment options. Note, purchasing the VON training is 
necessary to access the modules: https://public.vtoxford.org/neonatal-abstinence-
syndrome-universal-training/ 

 

Below are free online training and education resources. 

Free Online Resources 
Topic Area Name Website 

General 
learning 

Tools for Treatment: Family-Centered 
Behavioral Health Support for Pregnant 
and Postpartum Women 

http://attcppwtools.org/Home.aspx 

HealtheKnowledge https://healtheknowledge.org 
Improving Michigan Practices https://www.improvingmipractices.org/on

line/ 
SAMHSA Tribal and Technical Assistance 
Center 

https://www.samhsa.gov/tribal-ttac 

Institute for the Advancement of Family 
Support Professionals: Online Training 
Modules 

https://institutefsp.org/modules 

SUD 
treatment 

SAMHSA: Substance Use Disorder 
Treatment 

https://findtreatment.samhsa.gov/locator 

NOWS National Institute on Drug Abuse: 
Women and Drugs  

https://www.drugabuse.gov/related-
topics/women-drugs 

Soothing 
techniques 

Stronger Together: NAS Soothing 
Techniques for Mommies and Babies  

https://www.youtube.com/watch?v=7IFLr
d8zudo&t=2s  

 

Stigma 

Journeys of Hope: Mommies and Babies 
Overcoming NAS 

https://www.youtube.com/watch?v=__EV
g05zCDM 

Opioid Addiction and Pregnancy: 
Everything Can Still Be Okay 

https://www.thefix.com/opioid-addiction-
and-pregnancy-everything-can-still-be-
okay 

“My Addiction is Not Their Legacy: 
Mothers Share Their Stories” 

https://www.mphi.org/our-teams/center-
for-data-management-and-translational-
research/cdmtr-highlights/ 

Addiction Addiction is Not a Moral Failure: It’s a 
Brain Disorder  

https://www.kvc.org/blog/addiction-is-
not-a-moral-failure-its-a-brain-disorder/ 

https://public.vtoxford.org/neonatal-abstinence-syndrome-universal-training/
https://public.vtoxford.org/neonatal-abstinence-syndrome-universal-training/
http://attcppwtools.org/Home.aspx
https://healtheknowledge.org/
https://www.improvingmipractices.org/online/
https://www.improvingmipractices.org/online/
https://www.samhsa.gov/tribal-ttac
https://institutefsp.org/modules
https://findtreatment.samhsa.gov/locator
https://www.drugabuse.gov/related-topics/women-drugs
https://www.drugabuse.gov/related-topics/women-drugs
https://www.youtube.com/watch?v=7IFLrd8zudo&t=2s
https://www.youtube.com/watch?v=7IFLrd8zudo&t=2s
https://www.youtube.com/watch?v=__EVg05zCDM
https://www.youtube.com/watch?v=__EVg05zCDM
https://www.thefix.com/opioid-addiction-and-pregnancy-everything-can-still-be-okay
https://www.thefix.com/opioid-addiction-and-pregnancy-everything-can-still-be-okay
https://www.thefix.com/opioid-addiction-and-pregnancy-everything-can-still-be-okay
https://www.mphi.org/our-teams/center-for-data-management-and-translational-research/cdmtr-highlights/
https://www.mphi.org/our-teams/center-for-data-management-and-translational-research/cdmtr-highlights/
https://www.mphi.org/our-teams/center-for-data-management-and-translational-research/cdmtr-highlights/
https://www.kvc.org/blog/addiction-is-not-a-moral-failure-its-a-brain-disorder/
https://www.kvc.org/blog/addiction-is-not-a-moral-failure-its-a-brain-disorder/
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Everything You Think You Know About 
Addiction is Wrong  

https://www.youtube.com/watch?v=PY9D
cIMGxMs 

Addiction Neuroscience 101  https://www.youtube.com/watch?v=bwZc
PwlRRcc 

MAT 

National Council on Behavioral Health: 
Going to the MAT with Dr. Williams: An 
Overview of Medication Assisted 
Treatment for Opioid Use Disorders  

https://www.youtube.com/watch?v=0Cw
6qDfgZIY 

Breastfeeding Michigan Breastfeeding Network: Great 
Lakes Breastfeeding Webinars 

https://www.mibreastfeeding.org/webina
rs/ 

 

https://www.youtube.com/watch?v=PY9DcIMGxMs
https://www.youtube.com/watch?v=PY9DcIMGxMs
https://www.youtube.com/watch?v=bwZcPwlRRcc
https://www.youtube.com/watch?v=bwZcPwlRRcc
https://www.youtube.com/watch?v=0Cw6qDfgZIY
https://www.youtube.com/watch?v=0Cw6qDfgZIY
https://www.mibreastfeeding.org/webinars/
https://www.mibreastfeeding.org/webinars/
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Appendix 5. Consensus Workshop Materials 
Sample Agenda & Facilitation Guide 
 

Agenda Item Time Materials Facilitation Purpose/Results 
Introduction 15 minutes • PowerPoint 

presentation 
• Handouts 
• Note sheet 

Key partner and 
facilitator greeting. 

Welcome and greet 
everyone at the meeting 
and clarify the purpose. 

Data 
presentations 

75 minutes • PowerPoint 
presentation 

• Handouts 
• Note sheet 

Data champion presents 
their system’s data 
findings with Q&A at the 
end of each system 
presentation. 

Inform the larger 
stakeholder group about 
the findings, ask 
questions, and use 
information to inform 
objectives. 

Break 10 minutes    
System 
strengths 

20 minutes • Note sheet 
• Sticky notes 

Reflecting on the data 
presentations, what are 
strengths in each system 
or overall in the 
community? You can 
start your top 2 on your 
note sheet or write them 
on sticky notes. Meeting 
members go round-robin 
to share strengths. 

Reflection and 
discussion allow the 
group to identify what is 
currently “working” and 
take inventory of all the 
assets available. This will 
help the group 
understand how they 
will achieve the 
objectives defined later 
and avoid being 
overwhelmed. 

Brainstorm 
group 
discussion 

30 minutes • Large sticky 
notes 

• Markers 
• Sticky notes 
• Easel 

Individually brainstorm 1 
opportunity for growth or 
most critical issue. Then, 
in small groups everyone 
shares their idea. As a 
small group, they decide 
on 4 strategic actions 
they feel are most 
important. Share ideas 
with whole group and 
start theming.  

Each small group writes 
one idea per large sticky 
note using 5-7 words. 
There will be a lot of 
sticky notes on the wall 
as groups share their 
ideas. Facilitator can 
start doing some general 
theming, but know ideas 
may get moved. 

Break 30 minutes  LUNCH Provide food and ample 
break time. 

Naming 
objectives 

30 minutes • Wall to 
display 

• Markers 
• Large sticky 

notes 

Facilitator leads theming 
issues into groups, 
ensuring there is 
agreement on the 
groupings. Once there 
are 3 items in a group, 
give them a quick one-
word title. After all ideas 
are put into groups, 
name each grouping. 
These names will then be 

It will take some time to 
get agreement and 
consensus on ideas, and 
you may need more 
than 30 minutes for this 
piece. Take time to 
ensure everyone fully 
understands the idea 
and can live with the 
placement and name. 
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your objectives. Names of 
objectives should be 3-7 
words with directional/ 
verb included in the 
name. 

Commitments 
and next steps 

25 minutes • Markers 
• Small sticky 

notes 

All participants should 
complete a commitment 
worksheet to think about 
how they can/will be 
involved, as well as other 
resources to move work 
along. Everyone should 
write their name on a 
small sticky note and 
place it by the objective 
they are qualified for 
and/or interested in 
working on.  

This compels everyone 
to think about where 
they have the capacity 
and desire to work. If 
there aren’t volunteers 
for one objective, 
perhaps that is 
temporarily put on hold 
until there is interest or 
capacity to focus on it. 
This will start dividing up 
the work. Another 
workshop may be 
needed to detail the 
specific activities and 
timeline for each 
objective, or a 
core/steering group may 
work on that. 

 

Commitment Worksheet 
1. What commitments do you need from your partners? 

• ________________________________________________________________________ 

• ________________________________________________________________________ 

• ________________________________________________________________________ 

 

2. What resources and staff will you commit to this effort? 

Resources: 
• _________________________________ 

• _________________________________ 

• _________________________________ 

Staff: 
• _________________________________ 

• _________________________________ 

• _________________________________
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3. Are there existing groups who can commit to implementing one of these goals or should you 
create a new group? 

• Existing group(s):_________________________________________________________ 

• Create new group, potential members:_______________________________________ 

a. __________________________________________________________________ 

b. __________________________________________________________________ 

c. __________________________________________________________________ 

d. __________________________________________________________________ 

4. Will you commit to chairing one of the goals? 

• Yes! 

• No, but I can ask ____________________________ to see if they would be able to chair. 

Strengths & Actions Note Sheet 
Strengths we already have 

• ______________________________________________________________________________ 

• ______________________________________________________________________________ 

• ______________________________________________________________________________ 

• ______________________________________________________________________________ 

• ______________________________________________________________________________ 

Strategic actions that need to be taken 

• ______________________________________________________________________________ 

• ______________________________________________________________________________ 

• ______________________________________________________________________________ 

• ______________________________________________________________________________ 

• ______________________________________________________________________________ 
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Sample Notes with Named Objectives and Ideas to Improve Systems of Care 
 

Provider Education on 
SUD 

Education/Tracking on 
Resources 

Collaboration of 
Services 

As illustrated by: As illustrated by: As illustrated by: 
• Stigma reduction 
• Education on MAT 
• Education provided to 

professionals to reduce 
stigma of OUD 

• Community education 
offered on regular basis 

• OBGYNs: what to do for 
education/preparations 
(brochures, therapy, NICU 
consults, one resource) 

• Promote universal OUD 
screenings (all providers – 
doctors, treatment, MH, 
schools, etc.) 

• Improved knowledge of 
available resources 

• Educating providers 
(including OB/GYNs) about 
services available in our 
community 

• Education and trainings for 
providers to improve 
collaboration of care 

• Asset map of providers 
• List of resources for 

pregnant women with SUD 
(integrate behavioral health 
specialist, peer recovery, 
psychiatrists, medical 
providers, therapists, MIHP, 
WIC) 

• Aggressive reproductive 
health 

• Expanded use of HUB 
• Improved coordination of 

care (flow chart) 
• Improved collaboration 

with community partners 
• Shared info across 

providers – about 
mom/baby and if services 
are available 

• Collaboration between 
different facilities 

• Ongoing care coordination 
between health, social, 
behavioral health; 
communication workgroup 
at GLBHC (email, regular 
check in) that includes 
MIHP, BH, OB, pediatrics  

• Aggressive reproductive 
health 

Workgroup Members: Workgroup Members: Workgroup Members: 
• List of volunteers to work on 

this objective 
• List of volunteers to work 

on this objective  
• List of volunteers to work 

on this objective 
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Sample Action Planning Meeting Notes 
Goal: [County] Will Implement a Collaborative Systems Level Approach to Neonatal Opioid Withdrawal 

Syndrome 
Impact 

Opportunity 
Action Steps Strategic Actions Next Steps Contacts 

Data • Longitudinal data 
• Celebrate win 
• Agreement on measured outcomes 
• Using data to understand NAS impact 

over time 
• Using data to proactively anticipate 

needs 
• Control group (5-year-olds who were 

diagnosed with NOWS) for baseline 
data 

1. Agree on outcomes to guide 
implementation (short-term 
goal) 

2. Measure outcomes (long-term 
goal) 

1. [Organizations] 
2. Whole collaborative actively 

involved 
3. Schedule meeting with 

collaborative 

Champion: 
 

 
Host Group:   

Resources, access, 
follow-up 

• Funding obtained to give core group 
time/resources to facilitate continued 
coordination 

• ‘Trauma’ team (SW, counselors, 
home nursing) 

• Gathered family input on resources 
that are available and effective 

• Care coordination resource across a 
continuum 

• Engage the affected population to 
participate in the community 
(empower) 

• Continue supporting once the 
investment is made 

• U.P. service map to identify NOWS 
resources 

• U.P. process guide “Field Guide” for 
NOWS 

1. Short-term goals: 
• State OROSC and government 

office involvement 
• Create service map of NOWS 

resources  
• Service field guide (short-term 

goal) 
 

2. Long-term goal: “trauma” team  

1. Perinatal Quality 
Collaborative 

2. [person] will reach out to 
OROSC 

3. [person] working on service 
maps 

Champion: 
 
 
 
Host Group:  
Regional 
Perinatal 
Quality 
Collaborative 
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• State OROSC and government office 
at the table to integrate 

• Secure resources for long-term 
effects for NOWS/support 

• Continuous daily support throughout 
continuum 

Education/training • Multiple trainings and evidence-
based trainings (Finnegan, stigma, 
disease process, NOWS and 
community resources, prescribing 
opioid practices for providers, 
recognizing and understanding MAT 
program in detail and patient 
experience, trauma training, 
mother/family perspective on 
recovery resources) 

• Development of information 
repository for strategy, innovation, 
information connectivity for provider, 
family portal 

• Effective family planning, LARC 
training/billing, effective 
conversations, identify best practices 

• Researching “healthy community” 
best practices, choose intervention 
accordingly 

• Clearing house for availability 
trainings (combating turnover) 

• Education algorithm to ancillary 
providers package and funding (one 
source, agreed upon curriculum, 
“core competencies” EDs, EMS) 

1. Standardized, ongoing training 
for NOWS protocol (during and 
after care, tools to bring it back 
for standardized on-boarding) 

2. Prescriber education 

1. Perinatal Quality 
Collaborative sub-
workgroup to include: 
EMS, OB, NICU, PEDS, DHS, 
HDs, BHS, addiction 
medical, social work, 
hospitals, family care, 
home health, support 
services, care services 

Champion: 
 
 
Host Group:   
Regional 
Perinatal 
Quality 
Collaborative 

Pre- & post-natal 
care 

• Safe discharge plan that includes 
single referral for coordinate services 
at single appointment (ex. follow-up 
clinic), in-home within the first weeks 
after birth 

 1. Coordination of service 
compliance MAT 
program/OB services 

2. [MAT provider], OB 
physician services, peer 

Champion: 
 
Host Group:   



 

71 | P a g e  
 

• Pre-birth planning 
• Screening, identify at-risk women 

prior to pregnancy and pre-natal, 
intervention 

• Coordinated services throughout 
pregnancy with multi-disciplinary 
(hospitals, MIHP, providers) 

• In-home coordinator/peer recovery 
coach from pregnancy to age 5 

• Enhance women services (goes to 
home) 

• 1 care coordination across continuum 
• Include family input (barriers, what 

works) 

recovery coach, WIC, MIHP, 
pediatrician services 

3. Memorandum of 
compliance 

4. Coordinate with integrative 
care grant 

Protocol/policy • Shared protocols with each other 
• Policy/protocol repository aligned 

across agencies 
• Protocol for warm-handoff for 

referrals 
• Protocol for communication when 

multiple agencies are serving one 
person, encouraging people to be 
involved with services 

1. Agencies gather 
policies/procedures and send to 
1 person  

2. Find similarities/differences/ID 
Gaps 

1. Agencies submit policies 
and procedures within 2 
weeks to collaborative 

Champion:  
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Appendix 6. Pre-Birth & Post-Birth Planning Materials 
Pre-Birth Through Post-Birth Planning Checklist for Families 
Saginaw County Service Providers want to make sure that pregnant women with SUDs have all the supports they need to parent their babies. 
This planning checklist provides a list of topics that you might want to talk about with your worker(s) (i.e. home visitor, peer recovery coach, care 
coordinator, etc.) to help you get ready to have your baby. We recommend you (the parent) fill out this planning checklist before discussing it 
with your worker(s). You (parents) can go through this checklist with your worker to help figure out how to plan pre-birth and post-birth.  
 

 

Planning checklist Service provider(s) Next steps Referral 
agency 

Documentation 
Needed 

Other 
Notes 

Completed 

Sample entry – basic needs: 
apply for Women Infant 
Children (WIC) 

Saginaw County 
Health Department; 

Great Lakes Bay 

Call to Saginaw County 
Health Department WIC to 

schedule appointment 

N/A Driver’s license or 
identification; 

proof of income 

  
 

Family’s support system – family 
and friends (as identified by 
pregnant parent)  

      

• Pre-birth       

• Post-birth       

Transportation to prenatal 
appointments (*call Medicaid 
health plan, if applicable) 

      

Transportation to pediatric 
appointments (*call Medicaid 
health plan, if applicable) 

      

Transportation to parent’s 
postnatal appointments (*call 
Medicaid health plan, if 
applicable) 
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Planning Checklist Service 
Provider(s) 

Next steps Referral Agency Documentation 
Needed 

Other 
Notes 

Completed 

Transportation to substance use 
disorder (SUD) treatment  

      

• Pre- birth       

• Post-birth       

Information and access to medication-
assisted treatment (MAT) and other SUD 
services 

      

• Pre-birth       

• Post-birth       

Pregnant parent (peer) recovery 
supports 

      

• Pre-birth       

• Post-birth       

Basic needs for family (food, housing, 
baby care items, child care, family 
income source, material goods, car seat, 
baby clothing, diapers, crib, etc.) 

      

• Pre-birth       

• Post-birth       
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Planning Checklist Service 
Provider(s) 

Next steps Referral Agency Documentation 
Needed 

Other 
Notes 

Completed 

Hospital birth plan: including use of pain 
medication, non-pharmacological pain 
techniques, support people, transportation 
to the hospital, “go bag,” supportive items 
such as music, favorite clothing, a blanket, 
supports for trauma triggers 

      

Coordinate neonatal intensive care unit 
(NICU) tour and meet staff 

      

Feeding the baby: breastfeeding information 
and support, access to formula 

      

Information on infant soothing techniques, 
especially as related to neonatal opioid 
withdrawal syndrome (NOWS) (i.e. 
Kangaroo contact skin-to-skin; Eat, Sleep, 
and Console) 

      

Information on parent-baby bonding         

Safe sleep practices       

Information on NOWS symptoms       

Support plan if baby is in the NICU:   
• Transportation to NICU for family 

      

• Housing for parent(s)       
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Planning Checklist Service 
Provider(s) 

Next steps Referral Agency Documentation 
Needed 

Other 
Notes 

Completed 

• Food for parent(s)       

• Friends and family for parent(s)       

• Friends and family to be with baby, 
childcare for other children if 
needed 

      

Early On assessment (if the baby had 
prenatal substance exposure) to help with 
sensory/development 

      

Babysitting/caregiver arrangements:  
• Regular errands (i.e., grocery store, 

appointments, etc.) 

      

• In case of return to active illness       

Child care while parent participates in SUD 
treatment 

• Short-term* (child care available at 
women’s specialty providers) 

      

• Long-term* (Department of Health 
and Human Services application 
takes 45 days to review/approve) 

      

Mental health services for parent if needed       

Information on postpartum depression and 
recovery supports 

      

Safety issues related to other people living 
in home (i.e., domestic violence, substance 
abuse) 
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Planning Checklist Service 
Provider(s) 

Next steps Referral Agency Documentation 
Needed 

Other 
Notes 

Completed 

Information on Child Protective Services 
(CPS) support 

      

Choose pediatrician        
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Pre-Birth Through Post-Birth Planning Checklist for Providers 
This instruction document is intended to provide more details on each of the planning elements. This planning checklist provides a list of topics 
that should be discussed with pregnant parents to help prepare them to have their baby.  Then as you go through the planning checklist with 
pregnant parents, they (parents) can fill out the information so they have all the information to plan pre-birth and post-birth. 

Planning Checklist Item Description Service Providers Other Information 

Support system – family and 
friends (as identified by pregnant 
parent)  

Pregnant parent identifies friends 
and family members who will be 
their general support system 

  

• Pre-birth There might be different people to 
support them during the pregnancy 
and after birth 

  

• Post-birth    
Transportation to prenatal 
appointments 

Identify how they will get to prenatal 
appointments 

  

Transportation to pediatric 
appointments 

Identify how they will get to pediatric 
appointments for the baby (note – 
there may be more appointments for 
the newborn) 

  

Transportation to parent’s 
postnatal appointments 

Identify how they will get to 
postnatal medical appointments 

  

Transportation to substance use 
disorder (SUD) treatment  

Identify how they will get to 
treatment services (group meetings, 
counseling, etc.) 

  

• Pre- birth Qualifications for transportation 
might change from when they are 
pregnant to after the baby is born 

  

• Post-birth    
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Planning Checklist Item Description Service Providers Other Information 

Information and access to 
medication-assisted treatment 
(MAT) and other SUD services 

Use links for more information on 
MAT. MAT is evidence-based best 
practice to treat pregnant parents 
using opioids. Refer to MAT providers 
in community 

  

• Pre-birth Discuss MAT during pregnancy  YouTube - Medication Assisted 
Treatment for Opioid Use 
Disorders 

• Post-birth Discuss MAT after baby is born   

Pregnant parent (peer) recovery 
supports 

Peer recovery supports include 
someone with lived experience 
‘coaching’ their client. Other 
recovery supports include in-
patient/out-patient treatments, 
group counseling, personal 
counseling, etc. 

  

• Pre-birth Discuss recovery plans while 
pregnant 

  

• Post-birth Discuss recovery plans after the baby 
is born (balancing recovery while 
caring for newborn) 

  

Basic needs for family Discuss basic need items such as 
food, housing, baby care items, child 
care, family income source, material 
goods, car seat, baby clothing, 
diapers, crib, etc. 

 Community baby shower events, 
faith-based organizations 

• Pre-birth Discuss how to obtain these needs 
while pregnant 

  

• Post-birth Discuss how to obtain these needs 
after the baby is born 

  

Hospital birth plan 
 

Discuss preparations, including use of 
pain medication, non-
pharmacological pain techniques, 
support people, transportation to the 

  

https://www.youtube.com/watch?v=0Cw6qDfgZIY
https://www.youtube.com/watch?v=0Cw6qDfgZIY
https://www.youtube.com/watch?v=0Cw6qDfgZIY
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Planning Checklist Item Description Service Providers Other Information 

hospital, “go bag,” supportive items 
such as music, favorite clothing, a 
blanket, supports for trauma triggers 

Coordinate neonatal intensive 
care unit (NICU) tour and meet 
staff 

Discuss possibility of NICU stay, 
meeting with staff before to be 
prepared and share birth plan 

  

Feeding the baby:  breastfeeding 
information and support, access 
to formula 

Discuss breastfeeding techniques and 
accessing formula. Breastfeeding is 
highly encouraged for babies born 
with opioid exposure 

  
Michigan Breastfeeding Network 
Webinars 

Information on infant soothing 
techniques, especially as related 
to neonatal opioid withdrawal 
syndrome (NOWS) 

Discuss soothing techniques such as 
Kangaroo contact skin-to-skin; Eat, 
Sleep, and Console. 

  
YouTube - Stronger Together: NAS 
Soothing Techniques for Mommies 
and Babies 

Information on parent-baby 
bonding   

Discuss the importance of parent-
baby bonding, possible difficulties 
that might arise, and techniques to 
improve bonding 

  

Safe sleep practices Discuss the importance of safe 
sleeping, specifics of safe sleeping, 
and ensuring home is equipped 

 MDHHS Safe Sleep for Infants 

Information on NOWS symptoms Discuss possible symptoms their 
baby may experience such as: 
tremors, excessive/high-pitched 
crying, sleep problems, tight muscles, 
seizures, poor feeding/suck, 
vomiting, diarrhea, sweating, etc. 

 Stanford Children's Health 
Neonatal Abstinence Syndrome 

Support plan if baby is in the 
NICU:   

• Transportation to NICU 
for family 

If their baby has to stay in the NICU: 
Discuss transportation to and from 
hospital and transportation to MAT 
treatment 

  

https://www.mibreastfeeding.org/webinars/
https://www.mibreastfeeding.org/webinars/
https://www.youtube.com/watch?v=7IFLrd8zudo&t=2s
https://www.youtube.com/watch?v=7IFLrd8zudo&t=2s
https://www.youtube.com/watch?v=7IFLrd8zudo&t=2s
https://www.michigan.gov/mdhhs/0,5885,7-339-71548_57836---,00.html
https://www.stanfordchildrens.org/en/topic/default?id=neonatal-abstinence-syndrome-90-P02387
https://www.stanfordchildrens.org/en/topic/default?id=neonatal-abstinence-syndrome-90-P02387


 

80 | P a g e  
 

Planning Checklist Item Description Service Providers Other Information 

• Housing for parent(s) If parent(s)’ home is far away, discuss 
housing near NICU 

  

• Food for parent(s) Discuss how/where parent(s) will eat 
while the baby is in the NICU 

  

• Friends and family for 
parent(s)  

Discuss who can support parents 
emotionally while baby is in NICU 

  

• Friends and family to be 
with baby, childcare for 
other children if needed 

Discuss who would babysit for other 
children while parent(s) are in the 
NICU 

  

Early On1 assessment (if the baby 
had prenatal substance exposure) 
to help with sensory/ 
development 

Every baby born with substance 
exposure automatically qualifies for 
Early On assessment to determine 
what sensory/development 
treatments would be beneficial 

  

Babysitting/caregiver 
arrangements:  

• Regular errands (i.e. 
grocery store, 
appointments, etc.) 

Discuss who will baby-sit their 
newborn while parent(s) are running 
errands 

  

• In case of return to active 
illness 

Discuss who will care for their 
newborn if parent(s) return to active 
illness (this is a critical component for 
plans of safe care for CPS) 

  

 
1 Early On Michigan offers early intervention services for infants and toddlers (birth to 3 years of age) with developmental delay(s) and/or disabilities, and their families. 
Research has shown that by addressing delays early on -- especially between birth and age 3 -- we can more effectively impact a child's development, even into adulthood. Early 
On enrolls children who have been drug-exposed, as they automatically qualify under an established health condition until age 3.  
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Planning Checklist Item Description Service Providers Other Information 

Child care while parent 
participates in SUD treatment 

• Short-term* (child care 
available at women’s 
specialty providers) 

If the parent is participating in 
SUD/MAT treatment for a short 
period of time, discuss who will 
provide child care while they are at 
treatment 

  

• Long-term* (Department 
of Health & Human 
Services application) 

If the parent is participating in SUD 
treatment for a long period of time, 
discuss who will provide child care 
while they are at treatment. DHHS 
can pay/provide child care services, 
but you need to apply 45 days in 
advance 

 MDHHS Children's Protective 
Services Policy Manuals 

Mental health services for parent 
if needed 
 

Discuss if there are any services 
parent(s) would like to 
access/continue during pregnancy 
and post-birth 

  

Information on postpartum 
depression and recovery supports 
 

Discuss or provide information on 
what to expect regarding postpartum 
depression symptoms and 
supports/services they can use for 
support 

  

Safety issues related to other 
people living in home  

Discuss domestic violence, substance 
abuse, or other forms of abuse 

  

Information on Child Protective 
Services (CPS) support 

Discuss CPS policies, how CPS can 
support them, and make referrals to 
services needed 

  

https://dhhs.michigan.gov/OLMWEB/ex/PS/Mobile/PSM/PSM%20Mobile.pdf
https://dhhs.michigan.gov/OLMWEB/ex/PS/Mobile/PSM/PSM%20Mobile.pdf
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Planning Checklist Item Description Service Providers Other Information 

Choose pediatrician  Discuss different topics they want to 
discuss with pediatrician, create 
questionnaire to “interview” 
pediatricians, and how to coordinate 
care across providers. 
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Pre-Birth Through Post-Birth Gaps & Assets 
This form provides a list of elements that should be addressed in a pre-birth post-discharge planning process with pregnant women with opioid 
use disorder (OUD).  It is a planning tool that will highlight service assets and gaps in the Saginaw County areas once it is completed by the 
primary agencies involved in this workgroup.   

The form is designed to capture which elements are standardly addressed through services at your agency for pregnant women with OUD either 
directly or through referral.  Please put an X if you directly provide this service.  Please put an R if you refer out. Please put a ? if you don’t 
provide this service and don’t have a regular referral source.  

  

Planning Element Agency 
A 

Agency 
B 

Agency 
C 

Agency 
D 

Agency 
E 

Agency 
F 

Agency 
G 

Agency 
H 

Agency 
I 

Agency 
J 

Agency 
K 

Family’s support system – 
family and friends (as 
identified by pregnant parent)  

           

• Pre-birth            
• Post-birth            

Transportation to prenatal 
appointments (*call Medicaid 
health plan, if applicable) 

           

Transportation to pediatric 
appointments (*call Medicaid 
health plan, if applicable) 

           

Transportation to parent’s 
postnatal appointments (*call 
Medicaid health plan, if 
applicable) 

           

Transportation to substance 
use disorder (SUD) treatment  

           

• Pre-birth            
• Post-birth            
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Planning Element Agency 
A 

Agency 
B 

Agency 
C 

Agency 
D 

Agency 
E 

Agency 
F 

Agency 
G 

Agency 
H 

Agency 
I 

Agency 
J 

Agency 
K 

Information and access to 
medication-assisted 
treatment (MAT) and other 
SUD services 

           

• Pre-birth            
• Post-birth            

Pregnant parent (peer) 
recovery supports 

           

• Pre-birth            
• Post-birth            

Basic needs for family (food, 
housing, baby care items, 
child care, family income 
source, material goods, car 
seat, baby clothing, diapers, 
crib, etc.) 

           

• Pre-birth            
• Post-birth            

Hospital birth plan: including 
use of pain medication, non-
pharmacological pain 
techniques, support people, 
transportation to the hospital, 
“go bag,” supportive items 
such as music, favorite 
clothing, a blanket, supports 
for trauma triggers 
*link to hospital birth plan 
worksheet 
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Planning Element Agency 
A 

Agency 
B 

Agency 
C 

Agency 
D 

Agency 
E 

Agency 
F 

Agency 
G 

Agency 
H 

Agency 
I 

Agency 
J 

Agency 
K 

Coordinate neonatal intensive 
care unit (NICU) tour and 
meet staff 

           

Feeding the baby:  
breastfeeding information and 
support, access to formula 

           

Information on infant 
soothing techniques, 
especially as related to 
neonatal opioid withdrawal 
syndrome (NOWS) (i.e., 
Kangaroo contact skin-to-skin; 
Eat, Sleep, and Console) 

           

Information on parent-baby 
bonding   

           

Safe sleep practices            
Information on NOWS 
symptoms 

           

Support plan if baby is in the 
NICU:   
Transportation to NICU for 
family 

           

Housing for parent(s)            
Food for parent(s),            
Friends and family for 
parent(s), 
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Planning Element Agency 
A 

Agency 
B 

Agency 
C 

Agency 
D 

Agency 
E 

Agency 
F 

Agency 
G 

Agency 
H 

Agency 
I 

Agency 
J 

Agency 
K 

Friends and family to be with 
baby, childcare for other 
children if needed 

           

Friends and family to be with 
baby, childcare for other 
children if needed 

           

Early On assessment (if the 
baby had prenatal substance 
exposure) to help with 
sensory/development 

           

Babysitting/caregiver 
arrangements:  
Regular errands (i.e., grocery 
store, appointments, etc.) 

           

In case of return to active 
illness 

           

Child care while parent 
participates in SUD 
treatment* (child care 
available at women’s specialty 
providers) 

           

Mental health services for 
parent if needed 

           

Information on postpartum 
depression and recovery 
supports 

           

Safety issues related to other 
people living in home (i.e., 
domestic violence, substance 
abuse) 
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Planning Element Agency 
A 

Agency 
B 

Agency 
C 

Agency 
D 

Agency 
E 

Agency 
F 

Agency 
G 

Agency 
H 

Agency 
I 

Agency 
J 

Agency 
K 

Information on Child 
Protective Services (CPS) 
support 

           

Information on Child 
Protective Services (CPS) 
support 

           

Choose pediatrician            
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Appendix 7. Provider Role-Play Activity 
Background Information 
Taylor is a 23-year-old woman who is 38 weeks pregnant. She is in recovery for OUD and has been for 
the last two years. Taylor is currently receiving methadone maintenance services and has been 
throughout her pregnancy. This was not a planned pregnancy, and the father of the baby is not involved. 
Taylor ended things with the baby’s father when she found out that she was pregnant. She reports that 
he was physically abusive to her. She has a child from a previous relationship. However, when Taylor 
was 21 she had her parental rights terminated for issues related to her OUD. She has a history of heroin 
and OxyContin use since the age of 18 when she incurred a back injury during a car accident where she 
nearly lost her life. She works at a minimum wage job that does not provide health insurance. Taylor 
currently shares a one-bedroom apartment with a friend. Her friend said that she will have to move out 
after the baby is born.   

Small Group Discussion & Answer 
Get in small groups with peers in your assigned professional groups. As a group discuss and answer the 
following questions:  

1. Who is your identified client? 
2. Read through the list of SAMHSA recommended best practices on the opposite side and select 

one best practice for your professional group that has the potential for positive impact on this 
family. 

3. For the best practice that you selected, identify all professionals that might affect your 
treatment decisions. 

 

Mother’s medical providers: obstetrician/gynecologist (OB/GYN), nurses who work with the OB/GYN 
throughout the prenatal period, anesthesiologists, and others who comprise the labor and delivery team 
at the birth hospital 

Substance use treatment and medication-assisted treatment (MAT) providers: (1) treatment facilities 
that do or do not provide medication-assisted treatment, (2) opioid treatment providers, and (3) 
independent physicians who provide MAT 

Infant’s medical providers: professionals responsible for the care of the infant, pediatrician assigned by 
the birth hospital (or the “on-call” pediatrician), the neonatologist, the pediatrician selected by the 
mother prior to delivery, and the nurses or other specialists who work in the neonatal intensive care 
unit (NICU) 

Child welfare professionals: emergency response (investigation) social workers; case-carrying social 
workers; and those in supervisory, management, and administrative positions who work on cases 
involving pregnant women with opioid use disorders (OUDs) and their infants 

Court professionals: judges, children’s attorneys, parents’ attorneys, and attorneys representing child 
welfare.  
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Public health professionals: home visitors, public health nurses, outreach and education specialist and 
other staff in programs such as: Early Head Start, Early On, Infant Mental Health, Home-Based Services, 
0-3, Healthy Families America, Nurse Family Partnership, Families First of Michigan, Maternal Infant 
Health Program, Family Planning Programs, WIC, Family Reunification Program, Parents as Teachers, 
Tribal Home Visiting etc. 

System-Specific Best Practices from the SAMHSA/ACF Guidelines 
Mother’s Medical Providers 
The mother’s medical care providers include the obstetrician/gynecologist (OB/GYN) and others involved in her care. 
Other professionals include nurses who work with the OB/GYN throughout the prenatal period, anesthesiologists, 
and those who comprise the labor and delivery team at the birth hospital. 
 

All women of childbearing age are routinely screened for substance use, including opioid use and abuse at 
routine visits (e.g., primary care, well-woman, and family planning visits). 
Women identified to be using opioids are educated about the risk of use during pregnancy and offered 
contraceptives. 
Women identified to be misusing or dependent on opioids are linked to treatment services. 
All pregnant women are screened for substance use (e.g., universal screening vs. selective screening). 
Staff are nonjudgmental and supportive of pregnant women with opioid use disorders (OUD). 
Staff understand and are supportive of medication-assisted treatment (MAT) as an evidence-based 
treatment for OUD during pregnancy 
Protocols and screening tools are in place to determine how substance use during pregnancy is identified 
(e.g., Screening, Brief Intervention and Referral to Treatment). 
Women are informed about our screening and testing policies at the first prenatal visit and on how the 
information will be used (e.g., mandated reporting under criminal and civil child welfare laws). 
Protocols are in place to ensure that women are referred to medication-assisted and other substance use 
treatment services.  
Specialized prenatal care is available (e.g., OB/GYNs who are knowledgeable in working with pregnant 
women with OUDs). 
Protocols are in place to coordinate services and share information with the mother’s MAT and other 
substance use treatment services (e.g., information on medication doses is shared). 
Programs and services are in place to help reduce the fetus’s exposure to HIV and other communicable 
diseases. 
The mother’s birth plan includes considerations specific to OUDs. Those considerations include preparing 
the mother for the potential impact of prenatal exposure on the newborn and supporting and preparing 
the mother to cope with safely taking any needed medication for pain management during the labor and 
postpartum phases. 
Decisions are made with the woman’s input. 
Protocols are in place to make a child welfare referral if a pregnant woman has other children and safety 
concerns exist. 
The labor and delivery hospital’s protocol on screening for opioid use (e.g., drug testing) includes asking 
the mother for permission. 
The labor and delivery hospital staff know how to address the needs of women with OUDs (e.g., pain 
management, caring for a newborn who has been prenatally exposed, and breastfeeding guidelines). 
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The labor and delivery hospital staff support mother–infant bonding for cases involving prenatal opioid 
exposure (e.g., rooming together, breastfeeding). 
A referral* is made to child welfare in situations involving newborns who are prenatally exposed. 
Mothers are notified and provided support when a referral to child welfare is made. 
A representative from the birth hospital is involved in the development of a plan of safe care* (e.g., 
safe discharge to the parents’ home after the infant’s inpatient treatment is complete). 
Systems are in place to monitor and track cases involving prenatal exposure (e.g., birth and well-
being outcomes that are associated with OUDs). 
Mothers receive contraceptive services, if appropriate. 
Ongoing care is coordinated across health and social service systems (e.g., women are referred to 
MAT and other substance use treatment services, or services are coordinated if the woman is 
already receiving treatment). 

 

Substance Use Treatment & Medication-Assisted Treatment (MAT) Providers 
Substance use treatment and MAT providers include (1) treatment facilities that do or do not provide MAT, (2) opioid 
treatment providers, and (3) independent physicians who provide MAT. The majority of statements are applicable 
across the three general groups of substance use treatment and MAT providers. 
 

We coordinate care with the mother’s OB/GYN, other medical providers, and child welfare (e.g., sharing 
information on the mother’s progress in substance use treatment and in developing the mother’s birth 
plan, including pain management considerations). 
We use validated and evidence-based assessments to determine the optimal treatment plan for pregnant 
women with OUDs. 
For OTPs and independent physicians: We ensure access to psychosocial services. 
For substance use treatment providers who do not provide MAT: We ensure access to MAT. 
We provide priority and preferred access for pregnant women*. 
*As required by the Substance Abuse Prevention and Treatment Block Grant and OTP certification 
standards. 
We support mothers to prepare for the birth process (e.g., pain management considerations for labor and 
delivery, the potential impact of prenatal opioid exposure, breastfeeding guidelines). 
We have safe harbor laws, which can facilitate access to treatment by protecting against liability or 
penalty, as long as set conditions have been met. 
Our residential and other treatment programs have slots for mothers with OUDs and their babies who 
may have NOWS. 
Staff are nonjudgmental and supportive of pregnant women with OUDs. 

 

Infant’s Medical Providers 
The infant’s medical care providers includes the range of professionals responsible for the care of the infant, such as 
the pediatrician assigned by the birth hospital (or the “on-call” pediatrician), the neonatologist, the pediatrician 
selected by the mother prior to delivery, and the nurses or other specialists who work in the neonatal intensive care 
unit (NICU). 
 

We are supportive of and understand MAT as an evidence-based treatment approach for the treatment of 
OUDs during pregnancy. 
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We have a protocol on identifying and treating infants with neonatal opioid withdrawal syndrome 
(NOWS). 
The labor and delivery hospital has a pediatrician available who is experienced in working with infants 
with NOWS and women with substance use disorders (SUDs). 
Parents are educated about what to expect after delivery and how to support the prenatally exposed 
infant in the hospital and at home. 
We support breastfeeding (when appropriate) and other practices that support mother–infant bonding 
for situations involving prenatal opioid exposure. 
A referral is made to child welfare* in situations involving newborns who are prenatally exposed. 
*As mandated by the Child Abuse Prevention and Treatment Act (CAPTA). 
Mothers are notified and provided support when a referral to child welfare has been made. 
We ensure that a follow-up plan is in place to ensure the infant’s safe discharge (e.g., CAPTA plan of safe 
care). 
Access to specialized pediatric care (e.g., ongoing NOWS treatment) and early intervention services are 
available and facilitated. 
Ongoing care is coordinated across health and social services. 
Staff are nonjudgmental and supportive of pregnant women with OUDs. 
 
 

Child Welfare 
The range of child welfare professionals includes emergency response (investigation) social workers; case-carrying 
social workers; and those in supervisory, management, and administrative positions who work on cases involving 
pregnant women with OUDs and their infants. 

Our agency supports and understands MAT as an evidence-based approach for the treatment of OUDs 
during pregnancy. 
Our agency’s policy on MAT is clear to the other systems. 
Staff receive training on evidence-based treatment for SUDs, including MAT. 
Staff understand that best outcomes for pregnant women on MAT occur when they are also engaged in 
psychosocial services. 
Staff understand that pregnant women should receive priority or preferred access* to publicly funded, 
medication-assisted and other treatment services. 
*As required by the Substance Abuse Prevention and Treatment Block Grant and OTP certification 
standards. 
We can provide supportive intervention and safety assessments for women during pregnancy who are 
receiving MAT and other treatment services. 
Our goal is to maintain the safety of the infant, while supporting the ability of mothers and infants 
to remain together. 
We have a protocol that provides clear guidance on child removal and opening cases in situations 
involving prenatal exposure to opioids (e.g., referrals from hospitals as required by the Child Abuse 
Prevention and Treatment Act [CAPTA]).  
Our protocol on responding to cases involving prenatal exposure includes guidance on developing the 
CAPTA plan of safe care. 
Our protocol on responding to cases involving prenatal exposure includes a referral* for a development 
screening and early intervention services for children ages 0–3. 
* As required by CAPTA 
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We track the total number of cases involving prenatal exposure and their outcomes. 
We support attachment opportunities for infants and mothers with OUDs, such as rooming 
together and breastfeeding, when these opportunities are not contraindicated. 
We ensure that our assessments address the full range of medical, clinical, and social support needs 
experienced by our families (e.g., during the investigation, to develop the case plan, to prepare the family 
for reunification). 
We understand and are equipped to facilitate access to the supports families need for long-term stability 
(e.g., ongoing MAT and other substance use treatment services, early intervention services for infants, 
home visiting services). 
We use a consistent protocol for making decisions on reunification and case closure. 
For agencies that use a differential response program: Our agency has a system to ensure that families 
referred to community agencies to address OUDs receive medication-assisted and other needed 
treatment services. 
Staff are nonjudgmental and supportive of pregnant women with OUDs. 

 

Court 
Dependency court professionals include judges, children’s attorneys, parents’ attorneys, and attorneys representing 
child welfare.  

 

We understand and are supportive of medication- assisted treatment as an evidence-based approach for 
pregnant women with OUDs. 
We help facilitate access to MAT for pregnant women with OUDs. 
We accept the clinical decisions that medical and substance use treatment professionals recommend on 
the treatment of OUDs. 
We understand what information is needed from each service provider (i.e., substance use treatment, 
MAT, child welfare, and medical providers) to make decisions regarding child safety, placement, and 
permanency. 
We help ensure that care for infants is provided and coordinated. 
We have a role in shaping the plan of safe care, mandated by the Child Abuse Treatment and Prevention 
Act (CAPTA), for cases involving prenatal substance exposure. 
We are familiar with best practices for mother–infant attachment (e.g., breastfeeding) for women 
receiving medication- assisted treatment. 
For communities with a family treatment drug court (FTDC): The FTDC allows new mothers to receive 
MAT and remain eligible to participate in the program. 
Staff are nonjudgmental and supportive of pregnant women with OUDs. 

 

Public Health 
The range of public health professionals include home visitors, public health nurses, outreach and education 
specialists, and other staff in programs such as Early Head Start, Early On, Infant Mental Health, Home-Based 
Services, 0-3, Healthy Families America, Nurse Family Partnership, Families First of Michigan, Maternal Infant Health 
Program, Family Planning Programs, WIC, Family Reunification Program, Parents as Teachers, Tribal Home Visiting, 
etc. 
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All women of childbearing age are routinely screened for substance use, including opioid use and abuse at 
routine visits (e.g., primary care, well-woman, and family planning visits). 
Women identified to be using opioids are educated about the risk of use during pregnancy and offered 
contraceptives. 
All pregnant women are screened for substance use (e.g., universal screening vs. selective screening). 
Staff are nonjudgmental and supportive of pregnant women with OUDs. 
Staff understand and are supportive of MAT as an evidence-based treatment for OUDs during pregnancy. 
Staff receive training on evidence-based treatment for SUDs, including MAT. 
Protocols are in place to ensure that women are referred to medication-assisted and other substance use 
treatment services. 
Protocols are in place to coordinate services and share information with the mother’s service providers 
(OB/GYN, mother’s MAT, other medical providers, and child welfare) in developing the mother’s birth 
plan, including pain management considerations.  
We support mothers to prepare for the birth process (e.g., pain management considerations for labor and 
delivery, the potential impact of prenatal opioid exposure, breastfeeding guidelines. 
We have a role in developing a plan of safe care for the infant that addresses the full range of medical, 
clinical, and social support needs experienced by our families. 
Decisions are made with the woman’s input. 
Protocols are in place to make a child welfare referral if a pregnant woman has other children and safety 
concerns exist. 
A referral* is made to child welfare in situations involving newborns who are prenatally exposed 
and that exposure is not the result of medical treatment prescribed and/or administered to the 
mother or newborn. 
*To align with DHHS CPS policy PSM 716-7 
Mothers are notified and provided support when a referral to child welfare is made. 
Systems are in place to monitor and track cases involving prenatal exposure (e.g., birth and well-
being outcomes that are associated with OUDs). 
We have a protocol on identifying and treating infants with NOWS. 
Parents are educated about what to expect after delivery and how to support the prenatally exposed 
infant in the hospital and at home. 
We support breastfeeding (when appropriate) and other practices that support mother–infant bonding 
for situations involving prenatal opioid exposure. 
Access to specialized pediatric care (e.g., ongoing NOWS treatment) and early intervention services are 
available and facilitated. 
Ongoing care is coordinated across health and social services. 
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Appendix 8. Partner Meeting Materials 
 

Goals Objectives September 
2019 

October 
2019 

November 
2019 

December 
2019 

1. Improved 
cross-agency 
collaboration 

a. Meet with other 
partners/organizations 

    

b. Pilot pre-birth 
planning process 

    

c. Improved 
communication across 
agencies/people 

    

d. Formalization of 
collaboration 
workgroup 

    

2. Collect 
and track 

data 

a. Determine 
measures to track 

    

b. Identify data 
sources 

    

c. Tracking of data     

3. Increase 
provider and 
community 
education 

a. Provide training for 
medical providers 

    

b. Provide training for 
home visitors 

    

c. Provide training for 
community 
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Appendix 9. Cross-System Assessment from SAMHSA/ACF 
Guidelines 

The statements in this guide help establish a baseline understanding of the practices and policies used 
across systems while working with pregnant women with OUD. This baseline understanding of practices 
and policies will help teams evaluate the strengths and challenges they face, which in turn will help them 
prioritize and develop goals for the collaborative.  
 
Who should complete this guide? Members in the five primary systems: the mother’s medical care 
providers, the infant’s providers, substance-use and medication-assisted treatment (MAT) providers, child 
welfare, and the dependency court. Ideally, gathering responses from the five primary systems will result 
in a broader understanding. However, guides completed by representatives of only some of the systems 
are still helpful. The analysis will need to acknowledge the distribution of responses from each system. 
 

Cross-System Guide 
Demographics 
Primary system: 

 
o Mother’s medical provider 
o Substance use treatment and medication-assisted 

treatment 
o Infant’s medical provider 
o Child welfare 

 
o Family dependency court 
o Public health (e.g., early intervention, maternal 

health) 
o Other (describe) 

If you represent the mother’s medical provider, select which best represents your role: 
 

o OB/GYN 
o OB/GYN with board specialty in addiction medicine 
o Nurse (prenatal care) 
o Nurse (labor and delivery) 

 

o Anesthesiologist 
o Lactation consultant 
o Other (describe; e.g., hospital social worker) 

If you represent substance use treatment and medication-assisted treatment -- select all that apply: 
 

o Detox 
o Outpatient 
o Intensive outpatient 

 

o Residential treatment 
o Medication-assisted treatment 
o Other (describe) 

If you represent infant’s medical provider, select which best represents your role: 
 

o Pediatrician 
o Neonatologist 

 

o NICU Nurse 
o Other (describe) 

If you represent child welfare, select which best represents your role: 
 

o Child protection (emergency response) 
o Family reunification/maintenance (case carrying) 
o Adoption/legal guardianship (permanency planning) 

 

o Tribal 
o Other (describe) 

If you represent dependency/family court, select which best represents your role: 
 

o Judge 
o Child attorney 
o Parent attorney 

 

o Child welfare attorney 
o Child advocate (e.g. CASA, GAL) 
o Other (describe) 

If you represent public health (e.g., early intervention, maternal health), select which best represents 
   

o Home visitor 
o Public health nurse 

 

o Outreach and education 
o Other (describe) 
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Cross-System Guide 
(    
Level of agreement Priority    

for action 
Comments 

 
Perspective 

 
 
1.  Medication-assisted treatment is 

understood and accepted as an 
evidence-based treatment for 
pregnant women who have an 
opioid use disorder. 

 

 
 
 
 

No 

 
 
 
 

To Some 
Extent 

 

 
 
 
 

Yes 

 
 
 
 

Not 
Sure 

 
 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 

 

 

Approach 
 
 
2. Policy and protocols that facilitate 

access to medication-assisted 
treatment for pregnant women 
with opioid use disorders are in 
place. 

In the space provided for 
recommendations/comments, 
describe protocols, practices, 
etc. that facilitate or discourage 
pregnant women from accessing 
medication-assisted treatment 
(e.g., priority access; policies that 
state that pregnant women should 
not receive medication-assisted 
treatment; mutual aid groups that 
do not support medication-assisted 
treatment) 

 
 
 
 
 
 
 
 
 
 
 
 

No 

 
 
 
 
 
 
 
 
 
 
 

To Some 
Extent 

 
 
 
 
 
 
 
 
 
 
 
 

Yes 

 
 
 
 
 
 
 
 
 
 
 

Not 
Sure 

 
 
 
 
 
 
 
 
 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 

 

 
 
3. Our approach is guided by 

principles that are evidence-
based and trauma-informed. 

 
 
 
 

No 

 
 
 

To Some 
Extent 

 
 
 
 

Yes 

 
 
 

Not 
Sure 

 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 

 

 
 
 
4. Our approach is culturally 

responsive. 

 

 
 
 

No 

 
 
 

To Some 
Extent 

 

 
 
 

Yes 

 
 
 

Not 
Sure 

 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 
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Cross-System Guide (continued) 
  

Level of agreement Priority for 
action 

 
Comments 

 
Coordination 

 
 
5. Our agency has a good 

working relationship with 
the other key agencies. 

In the space provided for 
recommendations/comments, 
describe areas of strength and 
opportunities for improvement. 

 
 
 
 
 
 

No 

 
 
 
 
 
 

To Some 
Extent 

 
 
 
 
 
 

Yes 

 
 
 
 
 
 

Not 
Sure 

 
 
 
 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 

 

 
 
 
6.  A formalized system of care 

coordination between systems 
is in place (e.g., information 
sharing agreements, MOUs). 

 
 
 
 
 

No 

 
 
 
 

To Some 
Extent 

 
 
 
 
 

Yes 

 
 
 
 

Not 
Sure 

 
 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 

 

 

Service gaps and daily practice 
 
 
 
7.  Pregnant women with substance 

use disorders are identified. 

 
 
 

No 

 
 
 

To Some 
Extent 

 
 
 

Yes 

 
 
 

Not 
Sure 

 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 

 

 
 
 
8.  Medication-assisted treatment for 

pregnant women is available. 

 
 
 
 

No 

 
 
 

To Some 
Extent 

 
 
 
 

Yes 

 
 
 

Not 
Sure 

 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 

 

 
 
9.  Specialized prenatal care 

(e.g., obstetricians who are 
knowledgeable in addiction 
medicine) is available for 
pregnant women with opioid use 
disorders. 

 
 
 
 
 

No 

 
 
 
 

To Some 
Extent 

 
 
 
 
 

Yes 

 
 
 
 

Not 
Sure 

 
 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 

 



 

98 | P a g e  
 

 
 

Cross-System Guide (continued) 
  

Level of agreement Priority for 
action 

 
Comments 

 
Service gaps and daily practice (continued) 

 
 
 
10.  The appropriate levels of care (e.g., 

residential substance use 
treatment programs) for pregnant 
women are available. 

In the space provided under 
recommendations/comments, 
describe whether residential 
treatment programs are available 
for mothers and their 
infants/children. 

 
 
 
 
 
 
 
 

No 

 
 
 
 
 
 
 
 

To Some 
Extent 

 
 
 
 
 
 
 
 

Yes 

 
 
 
 
 
 
 
 

Not 
Sure 

 
 
 
 
 
 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 

 

 
 
 
11.  The full range of services (e.g., 

individual and group counseling, 
residential, etc.) is provided in 
conjunction with medication-
assisted treatment. 

 
 
 
 
 
 

No 

 
 
 
 
 

To Some 
Extent 

 
 
 
 
 
 

Yes 

 
 
 
 
 

Not 
Sure 

 
 
 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 

 

 
 
 
 
12.  Newborns and infants who have 

been prenatally exposed to 
opioids are identified. 

 
 
 
 
 

No 

 
 
 
 
 

To Some 
Extent 

 
 
 
 
 

Yes 

 
 
 
 
 

Not 
Sure 

 

 
 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 

 

 
 
 
 
13.  Ongoing care and monitoring is 

available for infants who have 
been prenatally exposed to 
opioids. 

 
 
 
 
 

No 

 
 
 
 
 

To Some 
Extent 

 
 
 
 
 

Yes 

 
 
 
 
 

Not 
Sure 

 
 
 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 
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Cross-System Guide (continued) 
  

Level of agreement Priority for 
action 

 
Comments 

 
Reimbursement and access 

 
14.  Policies are in place to assist 

pregnant women who have 
financial obstacles when trying 
to access and maintain services 
for the treatment of opioid 
use disorders (e.g., medication- 
assisted treatment; outpatient or 
residential treatment; individual 
and group counseling; other 
services). 

In the space provided under 
recommendations/comments: 

 

•  Describe whether the point in 
time (e.g., pregnancy, following 
birth, postpartum) or case 
specifics (e.g., infant removed 
from parental care) affect access. 

•  Describe how medication- 
assisted treatment and other 
substance use treatment 
services are made available 
(Medicaid, insurance exchanges, 
other publicly funded programs, 
etc.). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

No 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

To Some 
Extent 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Yes 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Not 
Sure 

 
 
 
 
 
 
 
 
 
 
 
 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 

 

15.  Priority and preferred access* 
to substance use treatment and 
medication-assisted treatment for 
pregnant women is enforced. 

*As required by the Substance 
Abuse Prevention and 
Treatment Block Grant and 
opioid treatment program 
certification standards. 

 

 
 
 
 
 

No 

 
 
 
 
 

To Some 
Extent 

 

 
 
 
 
 

Yes 

 
 
 
 
 

Not 
Sure 

 
 
 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 

 

 
16. There are policies in place to 

address funding obstacles in 
providing ongoing care (e.g., 
following hospital discharge) to 
infants who are prenatally 
exposed. Describe the policies, 
practices, etc. under the comments 
section. 

 
 
 
 
 

No 

 
 
 
 
 

To Some 
Extent 

 
 
 
 
 

Yes 

 
 
 
 
 

Not 
Sure 

 
 
 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 
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Cross-System Guide (continued) 
  

Level of agreement Priority for 
action 

 
Comments 

 
Training and staff development 

 
17.  The core service providers (e.g., 

mother’s medical providers, 
infant’s medical providers, 
substance use and medication-
assisted treatment, child 
welfare, and dependency court) 
are 
knowledgeable on the treatment 
of opioid use disorder in pregnancy 
and on the care 
and treatment of prenatally 
exposed infants. 

 
 
 
 
 
 
 
 

No 

 
 
 
 
 
 
 
 

To Some 
Extent 

 
 
 
 
 
 
 
 

Yes 

 
 
 
 
 
 
 
 

Not 
Sure 

 
 
 
 
 
 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 

 

 

Quality and outcome monitoring 
 
18.  Partners have a shared 

understanding of 
outcomes that includes 
both the mother and the 
infant (e.g., the overall 
goal includes mother, 
infant, and family well-
being). 

 
 
 
 
 
 

No 

 
 
 
 
 

To Some 
Extent 

 
 
 
 
 
 

Yes 

 
 
 
 
 

Not 
Sure 

 
 
 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 

 

 

19.  Data is tracked and shared 
between systems to 
monitor outcomes. 

 

In the space provided under 
recommendations/comments, 
describe how data is shared (e.g., 
prescription drug monitoring 
programs). 

 
 
 
 
 
 

No 

 
 
 
 
 

To Some 
Extent 

 
 
 
 
 
 

Yes 

 
 
 
 
 

Not 
Sure 

 
 
 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 

 

 
20.  Programs and service 

providers have implemented 
quality assurance methods. 

 
 
 

No 

 
 
 

To Some 
Extent 

 
 
 

Yes 

 
 
 

Not 
Sure 

 
 
1 (Immediate) 

 

2 (2 Years) 
 

3 (3–5 Years) 
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Appendix 10. Systems-Specific Assessment (Additions to the 
SAMHSA/ACF Guidelines) 

We used the systems-specific assessment from the SAMSHA/ACF guidelines, plus a section for Public 
Health and trainings of interest. 

 

Public Health 
 

    

1. All women of childbearing age are routinely 
screened for substance use, including opioid use and 
abuse at routine visits (e.g., primary care, well-
woman, and family planning visits). 

    1 
 

No 
 

        2 
 

To Some 
Extent 
 

     3 
 

Yes 
 

        0 
 

Not 
Sure 
 

2. Women identified to be using opioids are educated 
about the risk of use during pregnancy and offered 
contraceptives. 

 
No 

 

To Some 
Extent 

 
Yes 

 

Not 
Sure 

3. All pregnant women are screened for substance 
use (e.g., universal screening vs. selective screening). 

 
No 

 

To Some 
Extent 

 
Yes 

 

Not 
Sure 

4. Staff are nonjudgmental and supportive of 
pregnant women with opioid use disorders. 

 
No 

 

To Some 
Extent 

 
Yes 

 

Not 
Sure 

5. Staff understand and are supportive of medication- 
assisted treatment as an evidence-based treatment 
for opioid use disorders during pregnancy. 

 
No 

 

To Some 
Extent 

 
Yes 

 

Not 
Sure 

6. Staff receive training on evidence-based 
treatment for substance use disorders, 
including medication-assisted treatment. 

 
No 

 

To Some 
Extent 

 
Yes 

 

Not 
Sure 

7. Protocols are in place to ensure that women are 
referred to medication-assisted and other substance 
use treatment services (e.g., SBIRT ). 

 
No 

 

To Some 
Extent 

 
Yes 

 

Not 
Sure 

8. Protocols are in place to coordinate services and 
share information with the mother’s service 
providers (OB/GYN, mother’s medication-assisted 
treatment, other medical providers, and child 
welfare) in developing the mother’s birth plan, 
including pain management considerations.  

 
No 

 

To Some 
Extent 

 
Yes 

 

Not 
Sure 

9. We support mothers to prepare for the birth 
process (e.g., pain management considerations for 
labor and delivery, the potential impact of prenatal 
opioid exposure, breastfeeding guidelines). 

 
No 

 

To Some 
Extent 

 
Yes 

 

Not 
Sure 

10. We have a role in developing a plan of safe care 
for the infant that addresses the full range of 
medical, clinical, and social support needs 
experienced by our families. 
 

 
No 

 

To Some 
Extent 

 
Yes 

 

Not 
Sure 

11. Decisions are made with the woman’s input.  
No 

 

To Some 
Extent 

 
Yes 

 

Not 
Sure 
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12. Protocols are in place to make a child welfare 
referral if a pregnant woman has other children and 
safety concerns exist. 

 
No 

 

To Some 
Extent 

 
Yes 

 

Not 
Sure 

13. A referral* is made to child welfare in 
situations involving newborns who are 
prenatally exposed, and that exposure is not 
the result of medical treatment prescribed 
and/or administered to the mother or 
newborn.  
*To align with DHHS CPS policy PSM 716-7 

 
No 

 

To Some 
Extent 

 
Yes 

 

Not 
Sure 

14. Mothers are notified and provided support when 
a referral to child welfare is made. 

 
No 

 

To Some 
Extent 

 
Yes 

 

Not 
Sure 

15. Systems are in place to monitor and 
track cases involving prenatal exposure 
(e.g., birth and well-being outcomes that 
are associated with opioid use disorders). 

 
No 

 

To Some 
Extent 

 
Yes 

 

Not 
Sure 

16. We have a protocol on identifying and treating 
infants with neonatal opioid withdrawal syndrome 
(NOWS). 

 
No 

 

To Some 
Extent 

 
Yes 

 

Not 
Sure 

17. Parents are educated about what to expect after 
delivery and how to support the prenatally exposed 
infant in the hospital and at home. 

 
No 

 

To Some 
Extent 

 
Yes 

 

Not 
Sure 

18. We support breastfeeding (when appropriate) 
and other practices that support mother–infant 
bonding for situations involving prenatal opioid 
exposure 

 
No 

 

To Some 
Extent 

 
Yes 

 

Not 
Sure 

19. Access to specialized pediatric care (e.g., ongoing 
NOWS treatment) and early intervention services are 
available and facilitated. 

 
No 

 

To Some 
Extent 

 
Yes 

 

Not 
Sure 

20. Ongoing care is coordinated across health and 
social services 

 
No 

 

To Some 
Extent 

 
Yes 

 

Not 
Sure 

21. Which program do you represent? 
• Adolescent Pregnancy & Parenting Program 
• Early Head Start 
• Early On 
• Infant Mental Health 
• Home-Based Services, 0 to 3   
• Healthy Families America 
• Nurse Family Partnership 
• Families First of Michigan 
• Maternal Infant Health Program 
• Family Planning Programs 
• Women Infants and Children (WIC) 
• Family Reunification Program  
• Parents as Teachers 
• Breastfeeding 
• Healthy Start 
• Healthy Start/Family Spirit 
• Tribal Home Visiting Project 
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• Other 
22. Below is a list of training topics. Please indicate 
how likely you would attend a training on each of 
these topics 

Yes, 
definitely 
attend 

Attend if 
CEU were 
available 

Attend if 
convenient 

Not likely 
to attend 

• Breastfeeding/ Lactation issues relevant to 
NOWS 

• Techniques for supporting babies with 
NOWS and their families 

• Basic information on medication-assisted 
treatment, the evidence-based practice. 
What is it, when is it appropriate, how long 
should someone be on it, etc. 

• Medication-assisted treatment during 
pregnancy, birth, and postpartum  

• State and federal child welfare statutes and 
policies surrounding substance exposed 
infants 

• Cross training on federal and state statutes 
and funding guidelines for community 
services  

• General information on the opioid epidemic 
and NOWS 

• General information about babies with 
NOWS including signs and symptoms, typical 
developmental outcomes 

• Screening pregnant women for substance 
use 

• Prenatal care, treatment, and resources for 
pregnant women with substance use 

• Long acting reversible contraceptives 
• Other 

    

 
 
  



 

104 | P a g e  
 

Appendix 11: Care Coordination Process Mapping 
Annotated Agenda 
Overview of Project 

• [Provide history of the project, highlighting key points of how process mapping can be beneficial] 

Purpose – to get a better understanding of organizations that: 
1. Currently refer to services (home visiting, SUD treatment, prenatal care, etc.) 
2. Relationship between referring entities 
3. Utilize evidence-based practices when treating parents with SUD and families with babies with 

NOWS 

Activity 
1. List all organizations who have contact with pregnant population 

a. I started a list of organizations, but I would like you to think of the remaining 
organizations. 

i. Individual self-referrals? 
ii. Faith-based organizations? 

iii. Primary care providers? 
iv. OBs? 
v. Pediatricians? 

vi. Other hospitals? 
vii. Tribal? 

b. Group by type of provider first, then splice out 
c. Draw initial arrows of relationships 

2. Label relationship/flow of referrals between organizations for: 
a. Efficiency – time and ease of referral from intake to intake 

i. +/- along arrow 
ii. Everyone votes with pink sticky notes by putting +/- 

b. Quality – accurate information provided for referral, warm hand-off 
i. Red – needs improvement, black – middle, green – good 

ii. Everyone votes with orange sticky notes by putting ���� if good, nothing if it’s 
middle, and ��� if it needs improvement 

iii. I color code with markers 
c. Volume – number of individuals currently using organization 

i. Thicker line = more referrals 
ii. I ask about the volume and denote thickness of arrow 

d. Systemic – organizational policy or individual staff making referral 
i. Check mark if institutionalized 

ii. I ask if it’s institutionalized and add check mark 
3. Discuss how this referral process has changed over the past two years 

a. How did this referral process look different when we started this project about two 
years ago? 
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i. Use yellow sticky notes to add notes if needed 
b. What has been your involvement in this change? 

4. Discuss opportunities for improvement to access more pregnant parents and improve quality of 
referrals 

a. Where are organizations that have a high volume of pregnant clients? Clients with SUD? 
b. How can we increase/improve the referral from those high-volume organizations? 

i. Use green sticky notes to add notes if needed 

 

Sample Care Coordination Referral Map (Table Format) 
Provider Refers To Referrals From Areas to 

Improve 
SUD recovery 

services 
• Health plan 
• OB/GYNs 
• Primary care providers 
• Health dept. 
• Home visiting 
• MAT providers 
• Tribal health 
• Community mental health 

• Health plan 
• OB/GYNs 
• Primary care providers 
• Health dept. 
• Home visiting 
• MAT providers 
• Tribal health 
• Community mental health 
• NICU/birthing unit 

SUD 
recovery 
services 
referring 
to home 
visiting 

Health plan • OB/GYNs 
• Primary care providers 
• Health dept. 
• Home visiting (MIHP,  volume) 
• MAT providers 
• Community mental health 
• SUD recovery services 
• Pediatricians 

• OB/GYNs 
• Primary care providers 
• Health dept. 
• Home visiting (MIHP) 
• SUD recovery services 
• Pediatricians 

 

OB/GYNs • Health plan 
• Primary care providers 
• Health dept. 
• Home visiting (MIHP) 
• MAT providers? 
• Community mental health 
• NICU/birthing unit 
• SUD recovery services? 

• Health plan 
• Primary care providers 
• Health dept. 
• Home visiting (MIHP) 
• MAT providers? 
• Community mental health 
• Tribal health 
• SUD recovery services 

OB/GYNs 
referring 
to home 
visiting 

Primary Care 
Providers 

• HEALTH PLAN 
• OB/GYNs 
• Health dept. ( volume) 
• Home visiting 
• MAT providers 
• Community mental health 
• SUD recovery services 
• Pediatricians 

• Health plan 
• OB/GYNs 
• Health dept. ( volume) 
• Home visiting 
• Community mental health 
• SUD recovery services 
• Emergency dept. 

Primary 
care 
providers 
referring 
to home 
visiting 
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Health dept. • Health plan 
• OB/GYNs 
• Primary care providers ( 

volume) 
• Home visiting ( volume) 
• Tribal health 
• SUD recovery services 
• MDHHS – CPS 
• MDHHS - assistance 

• Health plan 
• OB/GYNs 
• Primary care providers ( 

volume) 
• Home visiting ( volume) 
• Tribal health 
• SUD recovery services 
• NICU/birthing unit (parents) 
• MDHHS – CPS 
• MDHHS – assistance 

 

Clinicians 
referring 
to health 
dept. 

Home 
Visiting 

• Health plan 
• OB/GYNs (MIHP) 
• Primary care providers 
• Health dept. ( volume) 
• Tribal health 
• SUD recovery services 
• MDHHS – CPS 
• MDHHS – assistance 
• Community mental health 

• Health plan (MIHP,  volume) 
• OB/GYNs (MIHP) 
• Primary care providers 
• Health dept. ( volume) 
• Tribal health 
• SUD recovery services 
• MDHHS – CPS 
• MDHHS – assistance 
• Community mental health 
• MAT providers ( volume) 
• Pediatricians ( volume) 
• Foster care/kinship ( volume) 
• NICU/birthing unit 

Home 
visiting add 
more 
parent 
peers 

Pediatricians • Home visiting ( volume) 
• MDHHS – CPS 
• Community mental health 
• NICU/birthing unit 

• OB/GYNs 
• Primary care providers 
• Community mental health 
• NICU/birthing unit 

 

MDHHS – 
CPS  

• Health dept. 
• Home visiting 
• Community mental health 
• MDHHS – assistance  

• Health dept. 
• Home visiting 
• MDHHS – assistance 
• Pediatricians 
• *All providers are mandated 

reporters 

CPS 
referring 
to home 
visiting 

MDHHS – 
assistance  

• Health dept. 
• Home visiting 
• MDHHS – CPS 

• Health dept. 
• Home visiting 
• MDHHS – CPS 

 

Community 
mental 
health 

• MAT providers 
• SUD recovery services 
• Home visiting 
• Pediatricians 

• MAT providers 
• SUD recovery services 
• Home visiting 
• Pediatricians 
• OB/GYNs 
• Primary care providers 
• MDHHS – CPS 

 

MAT 
providers 

• SUD recovery services 
• OB/GYNs ( volume) 
• Home visiting ( volume) 
• Community mental health 

• SUD recovery services 
• OB/GYNs ( volume) 
• Community mental health 
• Health plan 
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• Primary Care Providers 
NICU / 

birthing unit 
• SUD recovery services 
• OB/GYNs 
• Health dept. 
• Home visiting 
• Pediatricians 

• OB/GYNs 
• Pediatricians 
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Appendix 12. Most Significant Change Materials 
Most Significant Change Framework 

• Mindset – individual awareness of implicit bias, stigma (individual, public, and 
institutional), awareness, and belief in collaborative approach 

• Motivation – individuals and agencies are willing to change mindsets and policies to 
address issues around NOWS to better serve families with babies with NOWS 

• Education – formal and informal trainings that have occurred to enhance workforce 
development 

• Resources – developing and sharing of resources available to support families with 
babies with NOWS within and across agencies 

Most Significant Change Sample Annotated Agenda 
1. Framework (15 min) 

a. Mindset – individual awareness of implicit bias, stigma (individual, public, and 
institutional), awareness, and belief in collaborative approach 

b. Motivation – individuals and agencies are willing to change mindsets and policies to 
address issues around NOWS to better serve families with babies with NOWS 

c. Education – formal and informal trainings that have occurred to enhance workforce 
development 

d. Resources – developing and sharing of resources available to support families with 
babies with NOWS within and across agencies 

i. We wanted to take some time today to pause and celebrate all of our 
accomplishments so far. You all have accomplished so much and we want to 
honor all of your hard work. 

ii. We started planning and did a couple of surveys to determine what service 
providers were already doing to support families with babies with NOWS, and 
what areas could be improved. We used that survey data to create goals the 
collaborative wanted to work on, which included these three main areas: 

1. Data (sources, collection, tracking, baseline) 
2. Care coordination (service providers making referrals pre-birth to have 

early planning and coordination of supports that carry through post-
birth) 

3. Education/training of service providers 
iii. From those three main goal areas, we are thinking of your successes in these 

four buckets as the framework for today’s discussion. 
iv. Any questions on the definitions? 

2. Stories of change – individual writing time (15 min) 
a. What significant change has occurred as a result of the NOWS work? 
b. Why is this change significant? 
c. How did the Perinatal Collaborative work contribute to this change? 
d. What else happened as a result of this change? 
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i. Because this is such a large topic and there’s a lot to do within the three goal 
areas, we want to you to think about and write down what all has been 
accomplished so far.  

ii. We are referring to this as the most significant change in order to capture all of 
your stories. 

iii. By yourself, please complete the worksheet. As you start to write down the most 
significant change, it may spark other changes that have also happened so feel 
free to add those to the worksheet and star which is the most significant. 

iv. We will be collecting these worksheets, so please write your name and 
organization at the top, and try to write as legible as possible. Spelling doesn’t 
matter! 

v. I will give you about 15 minutes to write your response.  
vi. Those of you calling in, please email your responses to me and Andy. 

3. Stories of change – small group conversation (15 min) 
a. Small groups discuss their stories of change 
b. Write down most significant change to share 

i. Now we will break into small groups of about 5-6 people. I will let you pick your 
own groups. 

ii. You will each talk about the MSCs you wrote on your own sheet. Then as a 
group, complete the small group worksheet being passed out now. 

iii. As a group, you might decide on someone’s MSC change they wrote down, or 
you might have a combination of the MSCs discussed. 

iv. Designate one person to report to the larger group. 
v. You have 15 minutes for the small group discussion. 

vi. We will also be collecting these worksheets so be sure to write down everyone’s 
name, organization, and write as legible as possible! 

4. Most significant change – large group (30 min) 
a. Each small group reports the most significant change they discussed 

i. Now we will go around the room and to the phone to report out what your 
group decided was the most significant change. 

ii. Halli, write down main ideas on large sticky notes and note which framework 
section it falls under. 

iii. Krista, write down notes on who is reporting out, so we can track back to small 
group. 

5. Action steps for next 8 months (30 min) 
a. What changes made so far could easily be formalized for sustainability? 

i. Looking at the MSCs each small group just shared: (focused conversation) 
1. What stands out? 
2. What is most exciting? What seems the most critical? 
3. What kinds of changes will we need to formalize? What decisions do we 

need to make as a group? 
4. What are we really committed to? What does this mean for the future? 

b. Action steps to accomplish overarching goals (confirm with Janey & Andy) 
i. Data sources and collection 
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ii. Care coordination (pre-birth through post-birth referral process) 
iii. Education and training 

6. Wrap-up (15 min) 
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Small Group Report Out of Most Significant Change 
 

Names of Small Group Members: Organizations of Small Group Members: 
_________________________________ _________________________________ 
_________________________________ _________________________________ 
_________________________________ _________________________________ 
_________________________________ _________________________________ 
_________________________________ _________________________________ 
_________________________________ _________________________________ 

 
After your small group has shared their stories of change since beginning this project, decide which 
change and/or combination of changes have been most significant. Then fill out the responses below 
and send to [insert staff name] by email [insert email address] or hand it in at the meeting. Designate 
one person to report to the larger group on what your small group decided was the most significant 
change. 

1. What is the most significant change that has occurred as a result of the NOWS work? 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

2. Why is this the most significant change? 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

3. How did the Perinatal Collaborative’s work around NOWS contribute to this most significant 

change? 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

4. What else happened as a result of this most significant change? 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 



 

112 | P a g e  
 

Stories of Change – Individual Writing 
 

Name: __________________________________ 

Organization:  ____________________________ 

By yourself, think about what has changed since this workgroup has been working on different issues 
around NOWS. Use the questions below to guide your responses. After you’ve written down all the 
changes you can think of, you will discuss in as a group. MPHI will be collecting your written responses, 
so please be sure to email to [insert staff name] at [insert email address] if you’ve typed your responses 
or write legibly and hand it in at the meeting. 

1. What significant change has there been in your community as a result of the NOWS work? 

2. Why is this change significant? 

3. How did the Collaborative’s work around NOWS contribute to this change? 

4. What else happened as a result of this change? 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 
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Most Significant Change Sample Results 
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Appendix 13. Home Visiting Referral Form 
Prenatal-5 years Referral for Home Visiting Services 

(All services are FREE and VOLUNTARY) 
To learn more about the programs and services available, please fill out the following information and contact will be made within 3 business days. 

Parent(s) Name(s): Parent Date of Birth: 

Child’s Name: Due Date/Child’s Date of Birth: 

Address City: 

Primary Phone: Alt. Phone: 
 

Email: 

State: Zip Code: 
 

County: 

Are you currently enrolled in a home visiting program? 
If so what program(s)? 

 
 

Are you tribal? Yes   or No 

Health Care Coverage: 

o Medicaid 
o Private 
o Other 

1st Time Parent? Y or N 

Best time to call/text: 

I understand that this information may be shared with agencies who provide home visiting services, as well as the UP Home Visiting Network 
Coordinator, so they can contact me with more information to connect me with services and follow-up for services provided. 

Signing this form does not guarantee services. 

Parent(s) Signature: Date: 
 

Referring Agency Signature: Date: 

Comments/Notes/Instructions: 

For Program Use ONLY 
 

Referral Source: 
Date Referred: Contact Date: 
Date Enrolled: Date Declined: 
Program referred to: 

Referring Agency Instructions: 
Fax or email form to: 
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What is home visiting? 
A voluntary service provided to parents free of charge in the comfort of their home. Home visiting 
programs provide parents with support to enhance the child-parent relationship. Studies prove 
that from pregnancy through the early childhood years, the environment in which a child lives and 
learns and the quality of their relationship with the adults who care for them have a significant 
impact on their cognitive, emotional and social development. Providing a family with supportive 
home-based services have proven to be extremely effective and less costly than attempting to 
later address the consequences of early adversity. 

Programs available across the U.P.: 
Maternal Infant Health Program (MIHP) – A strengths-based, evidence-proven program for pregnant 
women and infants up to 1 year with Medicaid insurance. 
Healthy Families U.P. (HFA U.P.) – A strengths-based, evidence-proven program for pregnant 
women and children supported through the local health departments. Family must be enrolled 
prior to child turning 3 months old. Once enrolled families are serviced until child turns 5 years. 
Early Head Start (EHS) – A federally funded evidence and strengths-based program for low-income 
families with pregnant women, infants and toddlers up to age 3. 
Parents as Teachers (PAT) – Evidence- and strengths-based program available to families from 
pregnancy to age 4. PAT programs are not available in every area. 
Family Spirit – Evidence-based program designed specifically for Native American families serving 
pregnant women and families through age 3. Must be Native American to participate. 

 
Your Home Visitor can help connect you with the following programs/services: 

• WIC/family planning • Great Start parent coalitions 
• Food assistance • Financial supports 
• Housing • Health care/insurance 
• Childcare • Early On services 
• Substance use recovery • Preschool/school resources 
• Parenting classes • Dental services 
• GED services • Transportation 
• Mental health services • Legal services 
• Playgroups • Smoking cessation 
• Parent support groups • Personal resources (Diapers, wipes, formula etc.) 

 
**Some services may not be available in all areas. Your home visitor will help you navigate in your 
area. ** 

Coordinating Agency Partners: 

 
Home Visiting Partners:  
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Appendix 14. Supplementary Resources 
Below is a list of supplementary resources that were not previously mentioned in the guide but may be 
useful. 

• Community Voice for Health Guide provides framework on how to improve community 
engagement, and therefore improve health care for the people they serve. It may be a helpful 
source of ideas on how to engage community members, collect data from the public, and use 
the information.  

• The National Academies publication Measuring Success in Substance Use Grant Programs offers 
a variety of outcomes and metrics for improvement related to OUD in general. Although they 
are not NOWS-specific, it still features ideas for data collection that may be useful for your 
community.  

• MDHHS Surveillance Systems in Michigan has MiCelerity resources and fact sheets that can be 
helpful. MiCelerity is an automated, real-time surveillance system designed to collect 
information regarding accidental drug overdose.  

• MDHHS Health Equity, Implicit Bias, Stigma & Antiracism has recently been added to the state’s 
website with several resources, trainings, and videos addressing health equity, including 
materials specific to pregnant parents with OUD. 
 

Below are some helpful articles and presentations to learn more about this topic. 
 

American College of Obstetricians and Gynecologists. (2017). Opioid Use and Opioid Use Disorder in 
Pregnancy. Committee Opinion, 711. https://www.acog.org/clinical/clinical-guidance/committee-
opinion/articles/2017/08/opioid-use-and-opioid-use-disorder-in-pregnancy 

Bipartisan Policy Center. (2019). Tracking Federal Funding to Combat the Opioid Crisis. Bipartisan Policy 
Center. https://bipartisanpolicy.org/wp-content/uploads/2019/03/Tracking-Federal-Funding-to-
Combat-the-Opioid-Crisis.pdf 

Heil, S. H., Jones, H. E., Arria, A., Kaltenbach, K., Coyle, M., Fischer, G., Stine, S., Selby, P., & Martin, P. R. 
(2011). Unintended Pregnancy in Opioid-abusing Women. Journal of Substance Abuse Treatment, 
40(2), 199–202. https://doi.org/10.1016/j.jsat.2010.08.011 

Jones, H. (2016). Current Science and Clinical Practice: Medication Assisted Treatment for Opioid Use 
Disorders. 43rd Annual 2016 KY School of Alcohol and Other Drug Studies, Louisville, KY. 
http://dbhdid.ky.gov/dbh/documents/ksaods/2016/Current%20Science.pdf?t=15040105222020 

National Academies of Sciences, E. (2019). Medications for Opioid Use Disorder Save Lives. 
https://doi.org/10.17226/25310 

Newman, A., Davies, G. A., Dow, K., Holmes, B., Macdonald, J., McKnight, S., & Newton, L. (2015). 
Rooming-in care for infants of opioid-dependent mothers. Canadian Family Physician, 61(12), e555–
e561. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4677958/ 

Substance Abuse and Mental Health Services Administration. (2018). Clinical Guidance for Treating 
Pregnant and Parenting Women with Opioid Use Disorder and Their Infants (HHS Publication No. 
(SMA) 18-5054). Substance Abuse and Mental Health Services Administration. 
https://store.samhsa.gov/product/Clinical-Guidance-for-Treating-Pregnant-and-Parenting-Women-
With-Opioid-Use-Disorder-and-Their-Infants/SMA18-5054 

https://www.communityvoicesforhealth.org/community-voices-for-health-guide
https://www.nap.edu/catalog/25745/measuring-success-in-substance-use-grant-programs-outcomes-and-metrics
https://www.michigan.gov/mdhhs/0,5885,7-339-71550_5104_31274---,00.html
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2017/08/opioid-use-and-opioid-use-disorder-in-pregnancy
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2017/08/opioid-use-and-opioid-use-disorder-in-pregnancy
https://bipartisanpolicy.org/wp-content/uploads/2019/03/Tracking-Federal-Funding-to-Combat-the-Opioid-Crisis.pdf
https://bipartisanpolicy.org/wp-content/uploads/2019/03/Tracking-Federal-Funding-to-Combat-the-Opioid-Crisis.pdf
https://doi.org/10.1016/j.jsat.2010.08.011
http://dbhdid.ky.gov/dbh/documents/ksaods/2016/Current%20Science.pdf?t=15040105222020
https://doi.org/10.17226/25310
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4677958/
https://store.samhsa.gov/product/Clinical-Guidance-for-Treating-Pregnant-and-Parenting-Women-With-Opioid-Use-Disorder-and-Their-Infants/SMA18-5054
https://store.samhsa.gov/product/Clinical-Guidance-for-Treating-Pregnant-and-Parenting-Women-With-Opioid-Use-Disorder-and-Their-Infants/SMA18-5054
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Young, N. K. (n.d.). Developing a Plan of Safe Care Approach: What Your Family Treatment Court Needs 
to Know about Serving Pregnant and Parenting Women with Opioid Use Disorders. 
https://nadcpconference.org/wp-content/uploads/2018/05/CG-28.pdf 

 

https://nadcpconference.org/wp-content/uploads/2018/05/CG-28.pdf
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