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Advocating for Change - System Level Framing
Regional Alignment in Action 
Scalable Infrastructure to Support Implementation

OVERVIEW 



With support from the CDC’s ERASE MM funds, the
Michigan Mortality and Morbidity Surveillance Program
offered a mini award opportunity to Michigan Perinatal

Quality Collaboratives that were working on new or
existing initiatives aligned to the MMRC priority

recommendations.

Region 1 Perinatal Quality Collaborative thanks MI PQC
and MMMS Committee for continued support.

BEHIND EVERY DATA SET IS A PERSON, FAMILY, AND A NEWBORN

WHOSE LIVES ARE SHAPED BY HOW OUR SYSTEMS RESPOND TO

SUBSTANCE USE IN PREGNANCY



04 Co-Occurring Conditions

Trauma &
Fear

PTSD PMAD SDOH

Up to 80% of women with
SUD have a lifetime history
of trauma. SAMSHA 2014
#1 Reason for not seeking
prenatal care in birthing
people using substances.

Schiff 2022

In perinatal SUD
populations, rates of PTSD

are significantly higher
than in the general

obstetric population.

Untreated perinatal mood
disorders increase risk of

substance recurrence,
disengagement from care,
and postpartum instability.

Trauma and SUD are
deeply intertwined with
social determinants —

housing instability, poverty,
interpersonal violence, and

lack of access to care



05 Clinical Foundations of Perinatal
Care 

Universal
Screening

NAS & 
NOWS

EVB 
Treatment

MOUD

Universal, validated
screening is essential for

early identification
ACOG Committee Opinion

No. 711

NAS & NOWS can occur
with in utero exposure and

is treatable - including
when a mother is

appropriately treated with
MOUD

Jones et al., NEJM, 2010

Evidence Based Treatment
is the standard of care - it

is the backbone of safe
perinatal care 

Medication for Opioid and
Substance Use Disorder is
recommended by ACOG,
SMFM, AAP, and addiction

medicine societies. 



PREGNANCY ASSOCIATED MORTALITY
is a broader category that includes any

death occurring during pregnancy or within
one year postpartum, regardless of

whether it was directly related to
pregnancy

PREGNANCY ASSOCIATED MORTALITY
OCCURENCE

1-42 days postpartum

43 or more days post partum

38.7%

34.0%

74.5%

PREVENTABILITY

PREGNANCY ASSOCIATED NOT RELATED
MORTALITY

Death of a person while pregnant or within
12mos. of the end of a pregnancy due to a

cause unrelated to pregnancy.

Leading Causes of Preg. Associated, Not 
Related Mortality, 2016-2020

SUD Medical Cond. Homicide

Motor Vehicle Accidents Other unknown injury

Suicides
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Date Sources: Michigan Department of Health and Human Services, Michigan Maternal Mortality Surveillance Program, 2016-2020; Michigan Department of Health and Human Services,
Division for Vital Records and Health Statistics, Resident Death Files and Live Birth Files, 2016-2020
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REGION 1

Data source: MI Resident Live Birth Files Linked with MI Hospital Discharge Data, DVRHS, MDHHS

ADVANCING HEALTHY BIRTHS FOR FAMILIES AFFECTED BY SUD 



REGION 1
ADVANCING HEALTHY BIRTHS FOR FAMILIES AFFECTED BY SUD 

•157 Eligible Between January 2025
and January 2023 (24 mos.)
•Dickinson: 52
•WUP: 32
•Chippewa: 18
•Marquette: 55



AIM Bundle Implementations

Clinical Focus
Manage an acute physiologic event
Standardize recognition & response

Where Implementation Lives
Within hospital workflows
Primarily clinical decision-making

Risk Framing
Immediate maternal or neonatal
instability
Clear escalation pathways

Success Depends On
Timely recognition
Protocol adherence
Team coordination during an event

AIM CPPPSUD Bundle Implementation

Clinical Focus
Manage a chronic condition affecting a dyad
Standardize screening, support, and discharge
planning

Where Implementation Lives
Spans prenatal, inpatient, and postpartum
settings
Intersects with clinical, legal, and social systems

Risk Framing
Ongoing risk, not time-limited
Includes CAPTA / Plan of Safe Care
requirements

Success Depends On
Clear discharge pathways
Reliable follow-up supports
Consistent decision-making across disciplines

SYSTEM LEVEL LESSONS LEARNED



03

04

GOALS OF THE PILOT - REGION 1

01

02

Reduced or eliminated NICU stay for  infants born
maternally exposed to substances in utero due to
severity of symptoms of NAS/NOWS related dx

Increased breastfeeding initiation and applied Eat,
Sleep, Console methods

Increased timeliness of prenatal and postnatal care and
continued therapies.

Increased efficienices for care transitions for pregnant
women and birthing persons

05 Advocacy for systems change and respectful, 
equitable care.



IMPLEMENTATION
FRAMEWORK

3 DOMAINS OF CARE



Readiness Recognition &
Prevention

Reporting &
Systems Learning

Response

ALIGNING EVIDENCE BASED PROGRAMS
Hospital Led Change

Respectful,
Equitable,

Supportive Care

Family centered,
nonpharmacologic approach
to treat NAS/NOWS by
promoting maternal infant
dyad, breastfeeding,  funct ion
based assessments in the
hospital  sett ing immediately
postpartum. 

Rooming In - Eat
Sleep Console

Rural Health Care
Coordination Network Pi lot
Program ut i l iz ing CHWs for
integrated care del ivery
through home vis i t ing
models of care.  

U.P. M.O.M.

Reduce preventable mortal i ty and
morbidity with Naloxone and harm
reduction strategies and guided by
trauma informed protocols to
address biases and st igma related to
SUDs.

AIM CPPPSUD

Focused workgroups for care
coordination,  l ived experience,
PMAD response,  bui lding cl in ical
and non cl in ical  l inkages
Stigma reduction and advocacy
training bimonthly col laborative
meetings

Perinatal Quality
Collaborative



ROOMING IN
OUTCOMES

CARE COORDINATION TO IMPACT
ENGAGEMENT

Lower maternal and infant
morbidity associated with opioid use
disorder
Greater continuity of care across
the perinatal period
More equitable, family centered
systems of care in rural and frontier
settings. 
Responding to regional shifts 
Replication ready framework for
integrating AIM safety bundles and
Rooming In in other systems

IMPROVED CLINICAL MEASURES

Baseline: 
10/01/2023- 12/31/2023 1 baby transferred out
73 babies born for withdrawal symptoms prior to
go live of the rooming in project.  Patient stayed
3 days and eat sleep console model was
implemented.

FY 24 - 
Q1: 2 Hospitals actively participating in Rooming
In/ESC model
Q2: 0 transfers to NICU - OSF
Q3: 0 transfers to NICU - OSF
Q4: 3 Hospitals actively participating in Rooming
In/ESC model

1 of 2 infants transferred
Average number of nights spent in NICU >10



UP MOM MODEL
OUTCOMES

CARE COORDINATION TO IMPACT
ENGAGEMENT

Increase access to their health care team
Increased maintenance of Maternal Infant
dyad
Reduced stressors - mitigating ACEs
Reductions in aggregate risk scoring
Reduced health care costs
Increased compliance with court
appointments
Increased long term housing
Increased food security
Increased job security
Increased ability to navigate social and
community services
Increased sustainability

IMPROVED CLINICAL MEASURES

>85% of enrollees participated in local home-visiting programs
60% Breastfeeding initiation 
Breastfeeding maintenance (at least 4 months postnatally)
climbed from 8% to >35%
By year three, 100% of enrollees who were not already in long-
term recovery were engaged in SUD treatment.
Enrollee compliance with prenatal OB/GYN visit
recommendations 

>91% for those enrolled prenatally
>88% Enrollee compliance with postnatal OB/GYN visit
recommendations
41% of enrollees engaged in tobacco cessation interventions
85% of enrollees continuity of pharmacotherapy treatment at
delivery
The UPMOM rate of avoidable ED visits <  the comparison group
(all pregnant managed care members during the period).
Of the 51 infants that were born to enrollees who enrolled
prenatally, 11 were referred to a neonatal intensive care unit
(NICU) for a primary diagnosis of Neonatal Abstinence Syndrome
(NAS).



These materials were developed with support from the Health Resources and Services Administration (HRSA) of the U.S. Department of Health and Human Services (HHS) as part of a cooperative agreement with the American College of Obstetricians and Gynecologists under grant number UC4MC28042,
Alliance for Innovation on Maternal Health. The contents do not necessarily represent the official views of, nor an endorsement, by HRSA, HHS, or the U.S. Government. For more information, please visit HRSA.gov.

© 2022 American College of Obstetricians and Gynecologists. Permission is hereby granted for duplication and distribution of this document, in its entirety and without modification, for solely non-commercial activities that are for educational, quality improvement, and patient safety purposes. All other uses
require written permission from ACOG.

AIM CPPPSUD Bundle Pilot Implementation



FROM FRAMEWORK TO FUNCTION

Nursing Champion
Clinician Champion
SW or Case Champion
Data Champion
Continuity of Care Champion

Mult idiscipl inary workgroups
KeyMetrics Build
Resource Development
MOU, BAA, DUA, Consents

Pre/Postnatal Cl inical workflows
Resource mapping tool devel.
Shared decision making models
Learning/Training plans

Devel.  referral algorithms
EMR integrations
Hospital Pharmacy Director Al ignment
(Naloxone)



RESOURCE MAPPING TOOL

• Localized resource intelligence through dynamic mapping of
behavioral health and recovery services
• Standardized decision pathways to support consistent MOUD,
naloxone, and postpartum planning conversations
• Formalized cross-continuum referral architecture in collaboration
with PQC and UP MOM
• Real-time implementation oversight using an operational tracking
platform to support site leads
• Embedded workflow integration within the EMR to prevent parallel
processes
• Scalable governance model to support replication across facilities

FROM FRAMEWORK TO FUNCTION

SHARED DECISION MAKING MODELS

UPMOM REFERRAL ALGORITHMS

OPERATIONAL TRACKING PLATFORM

EMR INTEGRATIONS

DATA GOVERNANCE - KEYMETRICS



STANDARDIZED DECISION PATHWAYS
The 5 Ps SHARED DECISION MAKING MODELS

EMR INTEGRATIONS



STANDARDIZED DECISION PATHWAYS

CPCQC ALCOHOL & SUBSTANCE USE SCREENING QUESTIONNAIRE
SHARED DECISION MAKING MODELS

EMR INTEGRATIONS



STANDARDIZED DECISION PATHWAYS
SUBSTANCE USE DATA COLLECTION SHEET

Complete the form for every patient at
birth admission who meets the following
criteria: 

Admitted for birth
ID as using Substances during
pregnancy including MOUD
Do not ocmplete for patients whose
only substance use is cannabis.

SHARED DECISION MAKING MODELS

EMR INTEGRATIONS

DATA GOVERNANCE - KEYMETRICS



1.Birthing Parent Toxicology Testing Indications (must obtain consent) Signs and
symptoms of intoxication, withdrawal, or altered mental status which could
include: 

a.Unexplained disorientation, psychosis, manic symptoms, ataxia,
hallucinations, internal preoccupation, severe psychomotor agitation,
confusion, and or somnolence where a toxicology test would dictate medical
management. 

b.There are many conditions that present in a similar fashion to
intoxication and/or withdrawal; differentials should be broad and include trauma
responses.

2. If desired by the birthing person (e.g., to demonstrate substance use disorder
recovery, identify unintended exposure to substances, and/or safety of
chest/breastfeeding). 

3.  If a birthing person desires to chest/breastfeed, toxicology would be indicated if
one or more of thefollowing conditions exist: 

a.Report of substance use or positive urine toxicology test during last
trimester of pregnancy.

b.Birthing person has an active substance use disorder and is not engaged in
treatment. Note:

If birthing person is involved in treatment, it is strongly recommended to consult with
providers who have an ongoing relationship with the birthing person to assess the
level of engagement with recovery (e.g. prenatal provider, SUD treatment providers,
etc).

STANDARDIZED DECISION PATHWAYS
Toxicology Testing Indications BY SuPPoRT Colorado 

Clarified distinction between universal
verbal screening and toxicology testing
Developed standardized clinical indications
for toxicology to reduce variability
Centered trauma-informed and bias-aware
principles in testing decisions
Consulted OPEN (Opioid Prescribing
Engagement Network), MC3 (Michigan
Clinical Consultation & Care), and Addiction
Medicine specialists
Aligned toxicology guidance with evidence-
based obstetric and addiction standards
Reduced subjective decision-making and
strengthened equity across sites

Region 1 Applications

SHARED DECISION MAKING MODELS



UPMOM Coordination team - SW, RN, CHW
Supplement to Home Visiting Program
No limit to number of visits
Continues up to 12 months post partum

UP MOM 
Care Coordination Team

LOCALIZED RESOURCE MAPPING AND
REFERRAL ALGORITHMS

UPMOM REFERRAL ALGORITHMS OPERATIONAL TRACKING PLATFORM



3 UP hospitals are implementing AIM
Safety Bundles with support from the
Regional PQC
Protocols tailored to fit hospital size, staffing,
and patient population
Shared learning sessions facilitate peer
exchange and collective problem-solving
PQC provides facilitation, data support, and
technical assistance
Collaboration across settings: CHWs, home
visiting teams, and outpatient providers
involved in planning and training
Focus on equitable implementation across
rural and low-volume sites
Integration into the PQC framework ensures
sustainability beyond initial adoption

AIM SAFETY BUNDLE
SUSTAINABILITY PLAN



Comprehensive Integrated Remote Care for Saving LivEs
CIRCLE UP

A. Project Goals
1 . Expand access to MOUD and mental health

care through a virtual recovery platform. 
2 . Train and support healthcare providers and

community health workers (CHWs) to del iver
trauma-informed, coordinated care.

3 . Develop and evaluate a sustainable model of
integrated perinatal  recovery care that can
be repl icated statewide.

4 . Engage individuals with l ived experience and
community stakeholders in program design
and improvement.

B. Core Activit ies
1 . Stakeholder Engagement & Program

Refinement
2. Pi lot Program Implementation
3. Provider and Partner Training
4. Evaluation & Dissemination

Funded by the Michigan Health Endowment Fund
In partnership with:  

University of Michigan Partnering for the Futures Cl in ic
OBGYN Associates of Marquette

UPMOM



“ALONE WE CAN DO SO LITTLE; TOGETHER WE CAN DO SO MUCH.”
 — HELEN KELLER 
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