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ExecuƟve Summary 
Substance use during pregnancy remains a criƟcal driver of maternal and neonatal morbidity and mortality 
across the United States. The GRACE program is a care navigaƟon program that was developed to address 
these challenges through a coordinated, paƟent-centered model that integrates clinical care, behavioral 
health, and social support. Designed around a nurse (RN) case manager and social worker (SW) dyad, GRACE 
provides long-term care from pregnancy through the postpartum period up to one year. This paper presents a 
comprehensive overview of the GRACE model and offers a pracƟcal roadmap for hospitals seeking to 
replicate it. 
 

The Need for a New Model of Care 
Substance use disorder (SUD) during pregnancy has become an increasingly significant public health challenge 
in the United States. Between 2010 and 2017, opioid-related diagnoses at delivery hospitalizaƟon increased by 
more than 130%, reflecƟng a broader rise in substance use among reproducƟve-aged women (Centers for 
Disease Control and PrevenƟon [CDC], 2024). This trend has been accompanied by increases in pregnancy-
associated morbidity and mortality and adverse neonatal outcomes, including preterm birth, sƟllbirth, low 
birth weight, and neonatal absƟnence syndrome (NAS) (CDC, 2024; American College of Obstetricians and 
Gynecologists [ACOG], 2017). Substance use has also emerged as a major contribuƟng factor in pregnancy-
associated deaths, underscoring the need for earlier idenƟficaƟon and comprehensive intervenƟon (ACOG, 
2017). 
 
Pregnant individuals with SUD frequently experience co-occurring mental health disorders and face substanƟal 
social and structural challenges that directly influence health outcomes. Housing instability, food insecurity, 
transportaƟon barriers, inƟmate partner violence, involvement with child welfare or the legal system, and 
limited access to behavioral health services oŌen coexist with substance use, creaƟng complex care needs that 
extend beyond rouƟne obstetric management (ACOG, 2017; Weber et al., 2021). Consequently, successful 
treatment requires simultaneous aƩenƟon to medical, psychological, and social determinants of health. 
TradiƟonal prenatal care models are generally organized around episodic medical encounters and referrals to 
external services. Although appropriate for many obstetric condiƟons, this approach oŌen fragments care for 
paƟents with SUD by requiring them to independently navigate mulƟple healthcare, behavioral health, and 
community systems. These fragmented care pathways contribute to delays in treatment iniƟaƟon, poor 
conƟnuity of care, lower prenatal care uƟlizaƟon, and reduced retenƟon in addicƟon treatment. In addiƟon, 
sƟgma within healthcare seƫngs and fear of puniƟve consequences, including child welfare involvement, 
criminalizaƟon, or loss of custody, can discourage disclosure of substance use and delay engagement with 
prenatal care (Weber et al., 2021; ACOG, 2011). 
 
Recognizing these challenges, naƟonal organizaƟons including the American College of Obstetricians and 
Gynecologists (ACOG) and the Society for Maternal-Fetal Medicine (SMFM) recommend integrated, 
mulƟdisciplinary models of care that combine obstetric services with addicƟon medicine, behavioral health 
treatment, social work, paƟent navigaƟon, and community-based resources (ACOG, 2017; Ecker et al., 2019). 
Evidence demonstrates that coordinated care models incorporaƟng universal screening, Ɵmely referral to 
treatment, medicaƟon for opioid use disorder (MOUD), long-term care coordinaƟon, and recovery support 
improve treatment engagement, prenatal care uƟlizaƟon, and maternal and neonatal outcomes compared 
with fragmented systems of care (ACOG, 2017; Reddy et al., 2017; American Society for AddicƟon Medicine, 
2026). 
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The GRACE Program was developed in response to this evidence. Rather than funcƟoning as an addiƟonal 
referral service, GRACE serves as a centralized care coordinaƟon model that integrates obstetric care with 
addicƟon treatment, behavioral health services, and community partnerships. By addressing medical, 
behavioral, and social needs concurrently through a mulƟdisciplinary team, the program seeks to reduce 
barriers to care, improve paƟent engagement, and promote healthier outcomes for both mothers and infants. 
 

Program Overview 
GRACE is a mulƟdisciplinary care coordinaƟon program designed to support pregnant paƟents with substance 
use disorders throughout pregnancy and the up to one year postpartum. The program emphasizes early 
idenƟficaƟon, conƟnuous engagement, harm reducƟon, and coordinated transiƟons across healthcare and 
community seƫngs. PaƟents are enrolled from intake through 12 months postpartum, with a dual focus on 
improving maternal recovery and infant health outcomes. 
 
Upon enrollment, paƟents undergo a comprehensive assessment that includes evaluaƟon of substance use 
history, medical history, mental health needs, and social determinants of health. Findings from these 
assessments inform the development of individualized care plans tailored to each paƟent's unique 
circumstances and goals. Care coordinaƟon services may include linkage to medicaƟon-assisted treatment 
(MAT), prenatal care, behavioral health services, and community-based resources that address social and 
pracƟcal barriers to care. 
 
Central to the GRACE model is a commitment to building trust and fostering long-term engagement. 
Recognizing that sustained parƟcipaƟon is criƟcal to posiƟve outcomes, the program prioriƟzes paƟent-
centered, nonjudgmental support while providing conƟnuous guidance and advocacy throughout the perinatal 
period. 
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Core Model Design: The RN–SW Dyad 
At the center of the GRACE program is a nurse case manager and social worker (RN-SW) Dyad. This structure 
allows for simultaneous aƩenƟon to clinical and psychosocial needs, ensuring that paƟents receive 
comprehensive, integrated care. The social worker addresses behavioral health, social determinants of health, 
and resource navigaƟon while the nurse focuses on medical coordinaƟon, educaƟon, and treatment planning; 
however, constant collaboraƟon between both parƟes remains essenƟal. 

 
The Nurse 
The Registered Nurse (RN) serves as the clinical expert within the RN-SW Dyad and is responsible for 
addressing the medical and health educaƟon needs of paƟents. This role provides evidence-based educaƟon 
regarding substance use, pregnancy, treatment opƟons, and harm reducƟon strategies while serving as a 
trusted source for medical informaƟon throughout the paƟent's care journey. 
 
The RN conducts clinical assessments, answers paƟent quesƟons related to health and treatment, coordinates 
medical referrals, and collaborates with healthcare providers to facilitate Ɵmely access to care. The RN also 
provides educaƟon to clinical staff to promote consistent, sƟgma-free care pracƟces and distributes naloxone 
while providing overdose prevenƟon educaƟon. Through clinical advocacy and paƟent educaƟon, the RN 
supports informed decision-making and promotes safe engagement in treatment and prenatal care. 
 

The Social Worker 
The Social Worker (SW) serves as the primary navigator for psychosocial, behavioral, and social determinants 
of health needs. This role focuses on idenƟfying and addressing barriers that may interfere with a paƟent's 
ability to engage in treatment, prenatal care, and recovery services. Through comprehensive psychosocial 
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assessment, the SW evaluates factors such as housing instability, food insecurity, inƟmate partner violence, 
legal involvement, transportaƟon challenges, and behavioral health needs. 
 
The SW connects paƟents with community-based resources and coordinates referrals to behavioral health and 
supporƟve service providers. This role also facilitates communicaƟon with external agencies, including parole 
officers, child welfare agencies, and other social service organizaƟons when appropriate with wriƩen consent 
from the paƟent. By addressing non-medical barriers to care, the SW helps create the condiƟons necessary for 
sustained engagement in treatment and improved maternal and neonatal outcomes. 
 

The Dyad 
While each team member maintains disƟnct areas of experƟse, the success of the model depends on close 
collaboraƟon between the Social Worker and Registered Nurse. Together, the RN-SW Dyad serves as a 
consistent point of contact for paƟents, providing conƟnuity of support throughout pregnancy and the 
postpartum period. 
 
Shared responsibiliƟes include building rapport and trust, enrolling paƟents into the program, maintaining 
ongoing communicaƟon and follow-up, coordinaƟng transportaƟon and prenatal care appointments, 
facilitaƟng iniƟaƟon of medicaƟon-assisted treatment (MAT), and advocaƟng for paƟents in healthcare and 
community seƫngs. The RN-SW Dyad also works collaboraƟvely to reduce sƟgma, foster paƟent engagement, 
develop community partnerships, and represent the program through outreach and educaƟonal acƟviƟes. 
 
By combining clinical experƟse with psychosocial support, the RN-SW Dyad model provides comprehensive, 
paƟent-centered care that addresses both medical and social needs. This integrated approach enhances care 
coordinaƟon, strengthens paƟent engagement, and improves access to treatment and supporƟve services. 
 

Care Across the ConƟnuum  
GRACE provides long-term care that spans prenatal, inpaƟent, and postpartum seƫngs. This secƟon covers a 
step-by-step walkthrough of what the program looks like for the parƟcipant. At any point within this process, a 
paƟent can be transferred to a treatment facility or to treatment services. 
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1. Every GRACE paƟent starts their journey with a referral. Referrals can be made by anyone at any Ɵme. 

Referrals can come directly from the paƟent, an external provider, or an external care facility via phone 
call. Referrals can also be made within the hospital via phone call or via referral forms (Appendix A) that 
are built into the EMR system or via paper fax that immediately alert the GRACE team to a paƟent in 
need. If the GRACE Team is not immediately available, calls get routed to the hospital’s 24-hour Social 
Worker line.  

2. First meeƟngs with paƟents are navigated and scheduled with urgency to meet the paƟent’s needs. If 
a referral comes from within the hospital, a social worker meets the paƟent in the office/room that the 
paƟent is in at the Ɵme to offer the Program. Intake can be completed as soon as the paƟent is 
medically stable. If a referral comes from outside the hospital, an appointment is made at the earliest 
opportunity that is feasible for the paƟent. TransportaƟon is arranged for those paƟents, if necessary, 
and intake appointments are held in the GRACE office.  

3. Intake and enrollment in the GRACE Program begins with consenƟng using the Enrollment Forms 
(Appendix B) and paƟent educaƟon via the RN-SW Dyad.  

 Program and its process are explained to the paƟent by the RN-
SW Dyad. 

 PaƟent educaƟon is always started by leƫng the paƟents ask 
whatever quesƟons they have. The RN-SW Dyad navigates 
concerns, regardless of their topic, before moving forward.  

 Once all paƟent concerns are addressed, the team member 
begins the screening and assessment process using the 
provided Screening/Assessment Forms (Appendix C), and 
Release of InformaƟon forms (ROI) are signed by the paƟent so 
other providers can be contacted, and 42 part 2 CFR for substance use disorder (part of consent 
form) is reviewed.  

 Program documents (Appendix B4 & B5) are completed and it is ensured that there are at least 2 
contact individual/people opƟons documented.  

 Immediate concerns are addressed before the paƟent leaves the office, including Narcan 
distribuƟon.  

4. PaƟents are contacted weekly by their RN-SW Dyad via at least a phone call, and an office visit is 
available per the paƟent’s request. During these visits, support, educaƟon, and delivery planning takes 
place (6 weeks out from delivery). Delivery planning is a key component, with coordinated strategies 
for pain management, medicaƟon conƟnuaƟon, and neonatal care. The paƟent and RN-SW Dyad create 
the plan together and discuss paƟent-specific needs related to childcare for delivery day, support 
person roles, treatment following discharge, and any other paƟent-specific needs. Delivery planning is 
guided by the Delivery Planning Checklist (Appendix D1). 

5. The GRACE Team is made aware of a delivery day in progress by either the paƟent or the paƟent’s 
team, but the delivery planning has already prepared the paƟent and hospital for her delivery. 
SBAR (SituaƟon – Background – Assessment – RecommendaƟon) is in the paƟent’s Labor & Delivery 
medical record, and the hospital’s Social Services ensures that L&D staff are aware of SBAR (Appendix 
D2). Opioid experienced order sets for the delivery day are premade and within the hospital system.  

6. Postpartum support begins aŌer the paƟent delivers. The GRACE team helps the paƟent navigate the 
early stages of the postpartum transiƟon. If their baby goes to the Neonatal Intensive Care Unit (NICU), 
the GRACE team assists with this transiƟon as well with a warm hand-off to the NICU social worker. 

7. Postpartum support while in the hospital and aŌer discharge addiƟonally includes relapse prevenƟon, 
infant care educaƟon, and transiƟon to community providers. If appropriate, contracepƟve counseling 

TRUST BUILDING TIP 

Introduce the SW as a “team 

member.” The term “social 

worker” oŌen comes with a 

negaƟve connotaƟon for this 

populaƟon. 
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is also provided. GRACE paƟents are typically contacted weekly, and the opƟon for them to reach out to 
the GRACE team is always available.  

8. PaƟents graduate from the program aŌer 12 months of acƟve postpartum parƟcipaƟon in the 
program. PaƟents receive a cerƟficate (Appendix E) for their compleƟon. 

 

Community Partnerships 
Pregnant paƟents with SUD oŌen face mulƟple, overlapping barriers to care. Healthcare systems, social service 
agencies, criminal jusƟce organizaƟons, and community-based organizaƟons are all criƟcal gateways to 
treatment – no single organizaƟon can adequately address the complex medical, behavioral, social, and legal 
needs these paƟents experience (Choi et al., 2022).  
 
Pregnant individuals with substance use disorders (SUDs) achieve beƩer outcomes when care extends beyond 
medical treatment alone and incorporates coordinated partnerships that address behavioral health, housing, 
transportaƟon, legal concerns, and other social determinants of health (Wouk et al., 2024; Townsel et al., 
2023). Therefore, strong partnerships are essenƟal to the GRACE model and creaƟng a comprehensive care 
network for mothers enrolled in the program. 
 
The GRACE partnership network should not be viewed as a collecƟon of independent referral sources. Rather, 
it funcƟons as an interconnected system of care in which each partner addresses a specific determinant of 
health, collecƟvely reducing barriers to recovery and creaƟng a comprehensive support structure for women 
and families throughout pregnancy, delivery, and 12 months postpartum.  
 
It is important to note that uƟlizaƟon of these services is always voluntary on the paƟent’s part but highly 
encouraged by the RN-SW Dyad. 
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Treatment, Substance Use, and Behavioral Health FaciliƟes 
Why it maƩers: Access to medicaƟon-assisted treatment (MAT) or MOUD (MedicaƟons for Opioid Use 
Disorder), counseling, psychiatric services, and recovery support is one of the strongest predictors of improved 
outcomes among pregnant individuals with substance use disorder. Integrated care models that coordinate 
prenatal care with addicƟon treatment and behavioral health services demonstrate higher treatment 
retenƟon, improved engagement in care, and beƩer birth outcomes (Debbink et al., 2026; Townsel et al., 2023; 
Nader et al., 2024). The GRACE program's partnerships with inpaƟent and outpaƟent treatment faciliƟes 
ensure rapid referral pathways, facilitate conƟnuity of treatment, and reduce delays that can lead to relapse or 
disengagement from care.  
How it funcƟons: When a GRACE paƟent experiences a need, a member of the RN-SW Dyad contacts an 
appropriate care facility with paƟent informaƟon. The physician provides clearance. The Dyad will check in 
regularly on the paƟent or when appropriate.  
 

Shelters and Resource Centers 
Why it maƩers: Housing instability is a major barrier to treatment engagement and healthy pregnancy 
outcomes. Homelessness and unsafe living environments increase stress, reduce healthcare uƟlizaƟon, and 



8 
 

complicate recovery efforts. Studies have idenƟfied stable housing and access to social supports as criƟcal 
facilitators of treatment engagement and sustained recovery among pregnant women with SUD (Choi et al., 
2022; Dailey et al., 2024). Partnerships with shelters and women's resource centers allow GRACE to address 
immediate safety concerns while connecƟng paƟents to longer-term housing and supporƟve services.  
How it funcƟons: A member of the RN-SW Dyad will directly contact the shelter or center that appropriately 
meets the needs of the paƟent and ensure that those partners are able and willing to meet the needs of the 
paƟent. Those connecƟons are then shared with the paƟent to use as necessary.  
 

TransportaƟon Services 
Why it maƩers: TransportaƟon barriers are among the most commonly reported reasons paƟents miss 
prenatal visits, behavioral health appointments, and treatment sessions. In evaluaƟons of mulƟdisciplinary 
perinatal SUD programs, transportaƟon assistance is consistently idenƟfied as a high-priority need and an 
important component of successful care coordinaƟon (Townsel et al., 2023; Wouk et al., 2024). Reliable 
transportaƟon partnerships help ensure paƟents can access prenatal care, treatment services, and social 
support resources throughout pregnancy and the postpartum period. 
How it funcƟons: The RN-SW Dyad arranges for transportaƟon of the paƟent via coordinaƟon between the 
paƟent and available Medicaid-covered transportaƟon services. The RN-SW Dyad will assist and teach paƟents 
how to book transportaƟon using their Medicaid insurance coverage. If no coverage is available, the program 
will assist with ride-share opƟons for transportaƟon for GRACE- or treatment-associated care.  
 

Specialized AƩorneys and Family JusƟce Centers 
Why it maƩers: Fear of child welfare involvement, legal consequences, and custody concerns oŌen discourage 
pregnant individuals from seeking treatment. Research has shown that legal and social system involvement can 
significantly influence treatment engagement and retenƟon. Providing access to trusted legal resources helps 
paƟents navigate custody issues, protecƟve orders, family law concerns, and interacƟons with child welfare 
agencies (Choi et al., 2022; Jäderholm et al., 2025). By partnering with aƩorneys and family jusƟce centers, 
programs can reduce fear, improve trust, and help paƟents make informed decisions regarding their families 
and futures. 
How it funcƟons: The RN-SW Dyad locates aƩorneys and legal groups who provide pro-bono services that 
address paƟent needs. Based on those needs, the RN-SW Dyad will refer to/connect paƟents with appropriate 
professionals to aid in their case(s).  
 

AdopƟon Services 
Why it maƩers: For some paƟents, adopƟon may be considered as part of pregnancy planning.  
How it funcƟons: At the paƟent’s request, the RN-SW Dyad will provide the paƟent with a list of adopƟon 
agencies.  
 

Resource Banks 
Why it maƩers: Food insecurity, lack of infant supplies, and financial hardship are common among families 
affected by SUD. Access to diapers, clothing, formula, food, and other necessiƟes reduces immediate stressors 
that can interfere with treatment engagement and recovery (Choi et al., 2022; Dailey et al., 2024). Addressing 
these basic needs is consistent with evidence showing that social support and reducƟon of pracƟcal barriers 
improve treatment retenƟon and maternal well-being.  
How it funcƟons: The RN-SW Dyad will provide the paƟent with resource informaƟon based on the needs of 
that paƟent (i.e., if food insecurity and transportaƟon are major issues, the paƟent will be referred to a food 
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bank with delivery services or mobile units). The RN-SW Dyad will also assist with applicaƟon processes or 
connecƟng the paƟent to pro-bono applicaƟon assistance when needed.  
 

Primary Care Providers 
Why it maƩers: Although prenatal care is central during pregnancy, many paƟents have chronic medical 
condiƟons that require ongoing management before and aŌer delivery. Integrated models that include primary 
care improve conƟnuity, facilitate management of co-occurring medical condiƟons, and support long-term 
recovery and wellness beyond the postpartum period (Debbink et al., 2026).  
How it funcƟons: The RN-SW Dyad connect paƟents with primary care providers to address a range of 
condiƟons.  
 
 

Financial Model and Sustainability 
GRACE was iniƟally supported through grant funding and is transiƟoning to a sustainable model supported by 
billing and reimbursement. Relevant billing opportuniƟes may include care coordinaƟon codes, behavioral 
health integraƟon codes, and evaluaƟon and management services. Hospitals implemenƟng similar programs 
should work closely with finance and compliance teams to idenƟfy appropriate insurance billing opportuniƟes, 
opƟmize documentaƟon, and ensure sustainability. 
 

Geƫng Started 
The grant funding was $1.2 million distributed evenly across 3 years ($400,000/year). Below is a table of 
suggesƟons for how to plan for expenditures in the first 3 years, based on GRACE’s startup costs, which began 
in 2018.   
  

Year 1 Year 2 Year 3 Total 

Salaries & Benefits 59% 60% 62% 60% 

Consultant/Contract Services 

Psychiatrist-Addictionologist 11% 11% 11% 11% 

Supplies & Materials  

Marketing Materials/Printing Costs 4% 4% 3% 3% 

Office Supplies 1% 1% 1% 1% 

Patient Educational Materials 2% 2% 2% 2% 

Equipment 

Non-Capitalized (Minor) 4% 2% 1% 2% 

Training & Conferences 9% 4% 4% 6% 

Other Expenses 

Patient Vouchers for Travel 6% 9% 9% 8% 

Patient Vouchers for Childbirth/Parenting Classes 1% 3% 3% 2% 

Social Services Patient Fund (e.g., car seat, diapers, safe sleep) 1% 3% 3% 2% 

Legal Fees 3% 3% 3% 3% 

 

Sustained Funding 
Upon proof-of-concept, the funding model transiƟoned to a combinaƟon of Hospital and FoundaƟon funding 
assisted by Medicaid, where applicable. Medicaid coverage was possible through the introducƟon of an “In lieu 
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of” agreement. This agreement assisted with costs of intake, care coordinaƟon, and outreach, as outlined in 
the tables below through billable coding and services provided. This agreement was modeled for 20 months of 
care, including the 12 months of postpartum care and loss-to-follow-up cases, and it was addiƟonally based in 
anƟcipated units of service per paƟent. 
 

Code  Frequency of Use  Service Label  Service DescripƟon  

H0002  1x per enrollment  Intake  IniƟal program applicaƟon and descripƟon. Involves 
securing interest, obtaining consent, compiling 
medical, pregnancy, and psychosocial history, 
administering program assessments to find gaps in 
needed services to develop a care plan and referrals 

H0006  1 unit = 1 month 
Maximum 
20 units per enrollment  

Care 
CoordinaƟon  

Weekly check-ins to assess care plan progress, other 
risks, and support care needs, including polysubstance 
treatment, including MAT. Provides pathway to 
miƟgate risks for delivery and through 12 
months postpartum care needs for paƟent and infant.  

H0023  1 unit = 1 month;  
Max 4 per enrollment: 
2x prior to delivery, 2x 
postpartum; cannot be 
used in same month as 
H0006   

Outreach for 
potenƟally 
disengaged  

Targeted outreach to assess potenƟal risk for 
disengagement.  Includes monitoring call log, last 
contact, and missed appointments. Manages contact 
mapping document to outreach parƟcipant’s 
expanded social circle to make contact. IniƟates a 
“didn’t keep appointment” process by aƩempƟng 
contact through preferred method (text, phone, 
email), family and friends, other providers and 
emergency contacts.    

 

Services Provided per Service Label  
DescripƟon  Unit  Services Provided  
Intake, Assessment, Care Plan 
Development  
  
  
  
  
Minimum Time Spent per 
unit billed 2.5 hours Face to 
Face and indirect work  

1  IniƟal Intake consists of  

 Pregnancy confirmaƟon; referral to OB if needed  

 ExplanaƟon of services  

 Obtaining informed consent for treatment  

 Obtaining detailed medical and social history  

 IniƟate assessment of unmet care needs for physical (medical and 
nutriƟonal), behavioral and psychosocial needs.  At a minimum, these 
assessments are completed:    
o 5 P’s Screening tool  
o DSM-5 Opioid Use Disorder Screening  
o NIDA Substance Use Screen  
o PHQ9 Depression Screening  
o GAD-7 Generalized Anxiety Disorder Screening  
o HITS InƟmate Partner Violence Screening  

  
AddiƟonal screenings may be added, to include:  

o Columbia Suicide Severity RaƟng Scale  
o Perinatal PosƩraumaƟc Stress Disorder QuesƟonnaire  
o PCL-C PTSD Checklist – Civilian version  
o ACE Adverse Childhood Experience QuesƟonnaire  
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 Review assessments to idenƟfy care needs and discussing results with 
paƟent  

 Develop treatment plan of paƟent-centered goals, including referral to 
MAT or SUD treatment    

 Assessing urgency of idenƟfied goals, prioriƟzing referrals based on needs, 
including housing referrals  

 Assessing Care Plan Adherence through teach back and other counseling 
methods AdjusƟng plan and referrals as needed.  

 Providing warm handoff to referral sources.  

 Create a mapping tool of contacts  

 Chart documentaƟon of intake, program enrollment, assessment results, 
care plan development, contact mapping and referral acƟviƟes.  

Care CoordinaƟon2  
  
Minimum Ɵme spent per unit 
billed as Face-to-
Face, indirect and telephonic, 10 
hours  
  
  

20  Weekly check ins with enrollee to perform any of the following acƟviƟes:  
Prenatal 

 ConfirmaƟon of consent  

 Confirm and update birth plans  

 Confirm and update contact informaƟon   

 AssisƟng with benefit reinstatement, if indicated  
Care CoordinaƟon  

 CoordinaƟon of referrals idenƟfied from treatment plan  

 Review and revision of care plan, as needed  

 Visit preparaƟon, navigaƟon, and follow up for key OB services  

 MulƟdisciplinary long-term postpartum follow-up includes referrals for 
medical, developmental, and social support for mother and infant  

Risk Assessment  

 Reviewing paƟent history from referral source (if applicable) and medical 
charts  

 Reassess physical, mental and social needs; idenƟfying gaps  

 Providing assistance to close gaps for physical, mental and social needs  

 Reassess risks idenƟfied during assessment and addressing those risks  
Alcohol/Substance Use Disorder Treatment  

 Interdisciplinary case conference with hospital care team  

 ParƟcipaƟon at SUD Treatment Case Conference, if indicated  

 Providing referral and/or educaƟon for Naloxone   
Health EducaƟon and PromoƟon   

 OrientaƟon to labor and delivery process, including pain management plan 
and discussion of postpartum family planning  

 Provide individualized educaƟon on pregnancy, childbirth, parenƟng, 
physical well-being, lactaƟon support and informaƟon on Neonatal 
AbsƟnence Support, Eat Sleep Console, and other related topics  

Delivery Care  

 In-hospital, rooming in and assessment of NOWS  

 LactaƟon support and follow up educaƟon  

 Assessing baby safety needs   

 NavigaƟng and educaƟng mother for potenƟal NICU admission, as needed  

 Assessment of care transiƟon to home  
Postpartum Care 

Care CoordinaƟon  

 IdenƟfying support system 

 Provide referrals for medical, developmental and social support  

 Visit preparaƟon and follow up for pediatric visits  

 IdenƟfying NOWS support by care partners  
Health EducaƟon and PromoƟon  
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 Discussion of postpartum needs, including red flag warnings for 
postpartum hygiene, signs and symptoms of illness, sleep and nutriƟonal 
needs.  

Risk Assessment  

 Reassessment for depression and anxiety screening with on-site treatment 
or referral as indicated  

 Health Chart documentaƟon of acƟviƟes and progress across all categories 
of care coordinaƟon acƟviƟes  

Outreach for Disengaged3  
(Prevalence is 60% of paƟent 
populaƟon)  
  
  
Minimum Ɵme spent per unit 
billed: Telephonic and indirect 
work, 8 hours  

4   Maintaining and reviewing call log for potenƟal disengagement   

 Checking for missed physician or diagnosƟc appointments 

 Checking with SUD or MAT provider for missed appointments  

 Contact aƩempts made (x3) using preferred contact number when 
applicable 

 EscalaƟng to listed emergency contact or treatment facility when 
applicable 

 Chart documentaƟon of efforts made for outreach aƩempts  

 
 

ImplementaƟon Roadmap 
Successful implementaƟon requires leadership support, interdisciplinary collaboraƟon, and strong community 
partnerships. Hospitals should begin by defining their target populaƟon, establishing a Task Force, establishing 
vital partnerships, developing workflows, and integraƟng care across seƫngs. Training and outcome tracking 
are essenƟal to long-term success. 
 

Defining the Target PopulaƟon and Eligibility  
The GRACE program serves women who are currently diagnosed with or have a history of substance use 
disorder (SUD). Women who are eligible include those who are in any gestaƟon of pregnancy or within 1 year 
postpartum, regardless of where they delivered.  
 
Having processes in place for idenƟfying women in need is a necessity for ensuring that these women receive 
care. ImplemenƟng hospital-wide policies for use of validated screening tools for idenƟfying these paƟents was 
a key component of seƫng up the hospital for GRACE. EMR automaƟon with alerts and built-in referral 
processes addiƟonally aids in ensuring that these women receive their needed care.    
 

Establishing a Task Force Team 
In order to develop an effecƟve program with hospital-wide buy-in, creaƟng an appropriate Task Force Team is 
necessary. The Team will ideally involve members of hospital leadership, care/subject maƩer experts, people 
responsible for funding the program (Financials), and other key project personnel.   
 
Individuals included in the Woman’s GRACE Task Force Included the following: 

Hospital Leadership Care Experts Financials Key Project Personnel 

 Chief Medical Officer (CMO) 

 Chief Nursing Officer (CNO) 

 NICU Director 

 Mother-Baby Director 

 OB Services Director 

 Case Management Director 

 CMO  

 CNO 

 Psychiatrist 

 Neonatologist 

 Grant Writers 

 FoundaƟon Members 

 MarkeƟng Team 

 Project Management 
Team 
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Establishing & Maintaining Partnerships  
Strong internal and external partnerships are essenƟal to the GRACE model. Key external collaborators include 
treatment centers, behavioral health providers, and social service organizaƟons. Key internal collaborators are 
all porƟons of the hospital who potenƟally interact directly or indirectly with the paƟent and/or their care. 
Establishing these relaƟonships and maintaining them are key to the success of the GRACE Program and the 
success of the paƟents who enroll. 
 

Community/External Partnerships 
Community partnerships include treatment, substance use, and behavioral health care faciliƟes; primary care 
physicians; various shelters and resource centers, transportaƟon services; aƩorneys and family jusƟce centers; 
resource banks. These ensure a comprehensive care network for paƟents enrolled in GRACE.  
 
Establishing partnerships with external partners begins a few different ways. Some community partners are 
contacted directly by the GRACE team. These partners are typically idenƟfied by the program as insƟtuƟons 
within the community who could aid in care for the paƟents in need. Some partners are gained through 
aƩending local funcƟons. These can include conferences, fairs, fesƟvals, or local speaking engagements. These 
provide an opportunity for GRACE to adverƟse and educate as well as an opportunity for community partners 
to idenƟfy GRACE as a resource for them. The RN-SW Dyad typically serves as the “face” of the program in 
these events because they can speak directly to the needs of their paƟents.   
 
To maintain a meaningful connecƟon, community partners are contacted monthly to assess funding and/or 
programmaƟc changes. FaciliƟes are also visited quarterly – this is parƟcularly the case for shelters and 
resource centers where mothers are relying on those faciliƟes for necessiƟes. The quarterly visits offer 
opportuniƟes for facility workers to meet the RN-SW Dyad and for the RN-SW Dyad to make sure their paƟents 
are geƫng what they need.   
 

Internal Partnerships 
GRACE was born within a hospital that specializes in women and infant care (Woman’s Hospital, Baton Rouge, 
Louisiana). The hospital includes a retail pharmacy, hospital pharmacy, obstetrics and gynecology clinic, 
emergency department, labor and delivery unit, mother baby unit, perinatal mental health unit, operaƟng 
rooms, NICU, and high-risk unit. Having a posiƟve presence within the hospital allows for successful care of 
mom and baby throughout pregnancy, birth, and postpartum. This is because 1) the hospital staff know to 
refer moms in need to the GRACE program, and 2) when the GRACE program has a paƟent in care, the hospital 
staff respond well to measures put in place by the GRACE team – knowing that opƟmized care and good health 
outcomes are everyone’s mutually shared goals.  
 
Establishing partnerships with internal groups generally begins with administraƟon support from various 
hospital departments and support for educaƟon of staff. Program development involved leaders from all 
impacted parts of the hospital (i.e. Chief Nursing and Medical Officers; directors of NICU, Mother-Baby Unit, 
and OB Services; Neonatologists; and markeƟng personnel) as well as project management. Involving the 
hospital in the establishment of the program allowed for buy-in as well as disseminaƟon of informaƟon to 
necessary parƟes.  
 
Maintaining connecƟon is a somewhat naturally occurring process, given the presence of the program within 
the hospital. However, conƟnuing educaƟon is a huge component of the program’s success as well. New staff 
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are informed of the program and how to use the program during the onboarding process. The GRACE program 
is presented at every new employee orientaƟon. The RN-SW Dyad aƩends “TransiƟon to PracƟce” orientaƟon 
for nurses, onboarding meeƟngs for new physicians and residents, and various other staff meeƟngs so that key 
personnel can get to know the team. These interacƟons ensure that all employees at the hospital are aware of 
the program’s presence and their work in the hospital. 
 

Hospital OperaƟonal Changes  
Several hospital operaƟonal changes were instrumental in the success of the GRACE program. These changes 
were brought about via a myriad of catalysts but ulƟmately culminated into an ideal set of systems for making 
GRACE work.  
 

EMR automaƟon 
IdenƟfying paƟents in need of addiƟonal assistance in a Ɵmely and unbiased manner is criƟcal to 
comprehensive care. Per hospital policy, all pregnant paƟents undergo the 5Ps SUD screening at all visits, 
regardless of visit type, reason for visit, addiƟonal diagnoses, and/or gestaƟonal age.  
 
The EMR has an Our PracƟce Advisory (OPA) for SUD idenƟficaƟon and treatment, which Ɵes into this 
screening process in the ED, OutpaƟent, and InpaƟent seƫngs. Also, within the EMR is a built-in referral for 
paƟents who tell their doctor or nurse that they wish to receive GRACE services. This automaƟon ensures that 
paƟents are not missing opportuniƟes to receive care, and it makes the referral process for physicians easy and 
quick.  
 
Built-in order sets for paƟents in the GRACE program are also incorporated into the EMR. These order sets 
reduce prescripƟon errors and ensure that paƟents are receiving safe and adequate care. For opioid-
experienced paƟents, there are specific order sets for epidural, labor and delivery admission, post anesthesia 
care, and postpartum for vaginal or c-secƟon deliveries – alerƟng prescribing physicians to contraindicated 
medicaƟons and appropriate alternaƟves.   
 

Pharmacy 
Timely access to medicaƟon is a criƟcal component of effecƟve substance use disorder (SUD) treatment. 
Woman's Hospital supports this need through having both an inpaƟent pharmacy and an on-site retail 
pharmacy. Together, these pharmacies maintain a reliable inventory of commonly prescribed medicaƟons for 
opioid use disorder (MOUD), including methadone, buprenorphine, and naltrexone, as well as naloxone 
(NARCAN®). Consistent medicaƟon availability enables clinicians to prescribe evidence-based treatment with 
confidence that paƟents can iniƟate therapy without unnecessary delays. 
 
Pharmacy personnel also play an important educaƟonal role by providing immediate instrucƟon on naloxone 
administraƟon prior to discharge. This point-of-care educaƟon reinforces overdose prevenƟon strategies and 
helps ensure paƟents and their support persons understand how to appropriately administer the medicaƟon in 
an emergency. 
 
To further reduce barriers to treatment, Woman's Hospital uƟlizes a Meds-to-Beds program, through which 
discharge medicaƟons are delivered directly to paƟents before they leave the hospital. This service eliminates 
the need for paƟents to make a separate trip to a community pharmacy, reducing delays in treatment iniƟaƟon 
and improving medicaƟon adherence. AddiƟonally, bedside medicaƟon delivery offers greater privacy by 
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allowing medicaƟon counseling to occur in the paƟent's room, minimizing potenƟal sƟgma and creaƟng a 
more supporƟve, paƟent-centered experience. 
 

Program Oversight 
Strong leadership and a clearly defined chain of command are essenƟal to successful implementaƟon and 
sustainability of a mulƟdisciplinary care coordinaƟon program. The GRACE program was designed, 
implemented, and opƟmized under the execuƟve leadership of Woman’s Chief Nursing Officer. Now, fully 
integrated into clinical care, the GRACE Program is administraƟvely housed within the hospital and overseen by 
the Chief Financial Officer (CFO), with the Director of Care Management being a direct report to the CFO, and 
the RN-SW Dyad being direct reports to the Director. 
 
The CFO provides executive sponsorship, strategic direction, and organizational support. Depending on the 
hospital's funding structure, another executive leader may serve in this role. The Director of Case 
Management oversees the day-to-day operations of the GRACE program, acting as the primary link between 
hospital leadership, the clinical team, and community partners. The Director ensures clinical workflows, 
quality improvement efforts, and program goals remain aligned while providing the operational framework 
needed for the program's long-term success. While the RN-SW Dyad manages direct patient care, the Director 
of Case Management supports the infrastructure and resources that allow the program to function effectively 
and sustainably. 
 
Primary ResponsibiliƟes of Director of Case Management 

 Provide administraƟve oversight of the GRACE program.  
 Supervise and support the RN-SW Dyad.  
 Monitor program performance, quality metrics, and paƟent outcomes.  
 Develop and maintain program policies, procedures, and clinical workflows.  
 Oversee regulatory compliance and documentaƟon standards.  
 Coordinate program evaluaƟon, reporƟng, and conƟnuous quality improvement iniƟaƟves.  
 Manage relaƟonships with hospital leadership and external stakeholders.  
 Facilitate development and maintenance of community partnerships.  
 IdenƟfy opportuniƟes for program growth, funding, and sustainability.  
 Lead staff educaƟon and implementaƟon of evidence-based pracƟces.  

 
 

Program Scale and OperaƟons 
The GRACE model is built around a RN-SW Dyad that provides coordinated care for pregnant paƟents with 
substance use disorders (SUDs). The program emphasizes rapid referral-to-intake, comprehensive assessment, 
medicaƟon for opioid use disorder (MOUD) facilitaƟon when appropriate, long-term engagement, and 
connecƟon to community resources. 
 

Case Load RecommendaƟon  
At the pilot site, the program receives approximately 50-60 referrals annually and is staffed by one nurse case 
manager and one social worker, who collecƟvely manage a 20-25 paƟent acƟve caseload at any given Ɵme. 
Intake visits average 1.5-2 hours, while follow-up interacƟons typically require 5-30 minutes depending on 
paƟent needs. 
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Staffing RecommendaƟon 
Below is a table of staffing raƟo recommendaƟons based on current GRACE workflow and RN-SW Dyad 
feedback on feasibility. Programs should reserve capacity for high-acuity paƟents who may require more 
frequent contact as well as consider Ɵme reserved for the RN-SW Dyad’s addiƟonal duƟes beyond direct 
paƟent interacƟons.  

Recommended Staffing RaƟos 

Annual Referrals Recommended Staffing 

25-50 0.5 RN + 0.5 SW 

50-80 1 RN + 1 SW 

80-120 2 RN + 2 SW 

200-250+ 4-5 RN + 4-5 SW + Program Coordinator 

 
 

EducaƟon and Workforce Development 
GRACE incorporates structured training for staff, including substance use educaƟon, trauma-informed care, and 
bias reducƟon. Ongoing educaƟon ensures that providers are equipped to deliver compassionate, evidence-
based care. 
 
The GRACE Team directly provided two informaƟonal/training sessions for conƟnuing educaƟon at the start of 
the program. The first was the “Program PresentaƟon to Medical Staff,” which covered performance metrics of 
the program. It demonstrated to clinical staff the importance of uƟlizing the program for their paƟents when 
the need arises. The second was the “Overdose PrevenƟon and EducaƟon Training in Hospital,” which covered 
the pharmacology of naloxone, how to idenƟfy paƟents who are indicated for naloxone opioid overdose, how 
to recognize and respond to opioid overdose, and how to make physician referrals in opioid use disorder.  
 
The GRACE Team addiƟonally facilitates conƟnuing educaƟon opportuniƟes by locaƟng trainings and 
disseminaƟng informaƟon to medical staff. On an annual to biannual basis, the Team makes sure to distribute 
appropriate Webinars and In-Person trainings available across the country.  
 
The GRACE Team also locates educaƟonal teams and programs that come to the hospital or are already within 
the hospital, when available. These typically focus on harm reducƟon strategies, updated informaƟon on 
treaƟng opioid use in pregnancy, and sƟgma-reducƟon acƟviƟes, such as poverty simulaƟons.  
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Outcomes and EvaluaƟon 
The program tracks outcomes related to maternal engagement, substance use, birth outcomes, and neonatal 
health. A forthcoming peer-reviewed publicaƟon will provide detailed results and further validate the model. 
 
As of June 2026, the Woman’s GRACE Program has received 602 referrals, 378 paƟents have been enrolled, 
and 112 paƟents have graduated the program.  
 

 
 

PaƟent Success Story 
PosiƟve paƟent impact is always a goal for the GRACE team. Success stories demonstrate the ways in which the 
GRACE Program has been successful and impacƞul at each stage of the program, not only for moms, but for 
clinical staff as well. 
 
Naviga ng Ini a on of MAT 
A pregnant paƟent contacted the GRACE program seeking outpaƟent treatment aŌer experiencing opioid 
withdrawal symptoms. Although her obstetric provider instructed her to seek evaluaƟon in the emergency 
department, she was reluctant due to fear of hospital admission. 
 
The GRACE social worker (SW) iniƟally connected the paƟent with an outpaƟent provider who could prescribe 
medicaƟon for opioid use disorder (MOUD). The GRACE SW later encouraged the paƟent to present to the 
emergency department, reassuring her that evaluaƟon did not necessarily mean admission and emphasizing 
the importance of assessing both maternal and fetal well-being. Upon the paƟent's arrival, the GRACE SW met 
her in the Woman’s emergency department and collaborated with the ED nurse to successfully advocate for 
iniƟaƟon of buprenorphine based on current clinical guidelines. 
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Working alongside the emergency department nurse, the GRACE registered nurse provided just-in-Ɵme 
educaƟon on buprenorphine iniƟaƟon, available electronic order sets, adjuncƟve medicaƟons, and outpaƟent 
follow-up procedures to the ER provider. The team also coordinated confirmaƟon of the paƟent's prior 
buprenorphine dose, addressed a lapse in treatment caused by insurance barriers, arranged a bridge 
prescripƟon through the Meds-to-Beds program, and ensured the paƟent was discharged with naloxone and a 
scheduled follow-up plan. 
 
Within 48 hours of discharge, the GRACE registered nurse contacted the paƟent to confirm successful linkage 
to outpaƟent MOUD services. This case demonstrates how proacƟve care coordinaƟon, provider educaƟon, 
and mulƟdisciplinary collaboraƟon can overcome barriers to treatment, facilitate evidence-based management 
of opioid withdrawal during pregnancy, and ensure a seamless transiƟon from acute care to ongoing recovery 
services. 
 

Challenges and Lessons Learned 
ImplementaƟon of the GRACE program has yielded several important lessons that may assist other insƟtuƟons 
seeking to establish a mulƟdisciplinary care coordinaƟon program for pregnant paƟents with substance use 
disorders. Several overarching principles have emerged from our experience of GRACE. First, relaƟonship-
building is as important as clinical experƟse; trust between the paƟent with both the RN-SW Dyad and 
community partners is foundaƟonal to successful engagement. Second, standardized workflows and EMR 
integraƟon improve efficiency while reducing variability in care. Third, implementaƟon should be viewed as an 
organizaƟonal culture change rather than simply the addiƟon of a new service line. Finally, flexibility is 
essenƟal. Successful care coordinaƟon programs conƟnually adapt to evolving paƟent needs, healthcare 
systems, and community resources while maintaining a paƟent-centered, non-judgmental approach. 
 
Addressing S gma Through Inten onal Communica on 
The Challenge: One of the earliest challenges encountered in the GRACE Program was the sƟgma associated 
with Social Workers. PaƟents were generally recepƟve to working with the registered nurse but were oŌen 
hesitant when introduced to a "Social Worker," a Ɵtle that some associated with child protecƟve services or 
puniƟve intervenƟons. 
The SoluƟon: The SW member of the RN-SW Dyad was iniƟally introduced to paƟents by describing his/her 
role rather than emphasizing the professional Ɵtle – oŌen opƟng for “My Colleague” or “My Teammate” when 
introduced by the RN or other personnel. Once rapport was established, paƟents were typically much more 
recepƟve to ongoing engagement. This experience reinforced the importance of trauma-informed, person-
centered communicaƟon from the first paƟent interacƟon. 
 
Embedding the Program Within the Electronic Medical Record 
The Challenge: Early program evaluaƟon relied on manual tracking systems that required duplicate 
documentaƟon. These systems were tedious, Ɵme consuming, and increased the potenƟal for data entry 
errors. 
The SoluƟon: Having paƟent screenings and evaluaƟon, referrals, and order sets built into the EMR have 
streamlined the program. The program is also transiƟoning into using the EMR’s data tracking features to 
opƟmize outcome tracking for the program. IntegraƟng program workflows, paƟent tracking, and outcome 
measures directly into the electronic medical record (EMR) is anƟcipated to substanƟally improve efficiency, 
enhance data quality, and simplify reporƟng of program metrics. Hospitals implemenƟng similar programs 
should prioriƟze development of EMR infrastructure early in implementaƟon. 
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Crea ng a Culture Shi  Within the Health System 
The Challenge: SƟgma surrounding substance use in pregnancy oŌen impedes paƟents from seeking help for 
fear of being judged in a negaƟve light. This sƟgma exists within the paƟents’ social circles and can also exist 
with physicians, nurses, and ancillary staff.  
The SoluƟon: Reducing sƟgma surrounding substance use in pregnancy required consistent educaƟon for 
physicians, nurses, and ancillary staff regarding SUD as treatable chronic medical condiƟons. Sharing paƟent 
success stories, reviewing challenging cases, and incorporaƟng standardized communicaƟon tools such as 
SBAR during labor and delivery handoffs helped increase staff confidence, improve interdisciplinary 
communicaƟon, and reinforce consistent, evidence-based care pracƟces. 
 
Standardizing Iden fica on Through Universal Screening 
The Challenge: Reliance on individual provider judgment to idenƟfy paƟents in need of services may 
unintenƟonally introduce bias and contribute to missed opportuniƟes for intervenƟon.  
The SoluƟon: IntegraƟng universal screening and automated EMR alerts into rouƟne prenatal care normalized 
the referral process, reduced sƟgma, and increased consistency in idenƟfying paƟents who could benefit from 
the GRACE program. System-level idenƟficaƟon strategies also reduced the percepƟon that paƟents were 
being singled out because of personal characterisƟcs or provider assumpƟons. 
 
Using Pa ent-Centered Messaging 
The Challenge: The language used to describe the program significantly influenced paƟent engagement 
because the language being used signals the safety of the program. 
The SoluƟon: MarkeƟng materials (Appendix F) and paƟent educaƟon resources intenƟonally avoided 
sƟgmaƟzing terminology and instead emphasized support, health, and connecƟon to resources. Neutral, 
welcoming messaging—for example, focusing on "geƫng help" rather than "substance abuse treatment"—
encouraged self-referral and reinforced the program's role as a supporƟve partner rather than a puniƟve 
service. 
Maintaining a Dynamic Community Resource Network 
The Challenge: Community partnerships require ongoing maintenance. Behavioral health providers, treatment 
faciliƟes, shelters, and other community organizaƟons frequently experience changes in services, staffing, 
funding, or operaƟonal status.  
The SoluƟon: GRACE team rouƟnely verifies community resources through direct communicaƟon, in-person 
visits, virtual tours, and review of educaƟonal materials. Maintaining an up-to-date resource directory and 
conƟnuously idenƟfying new community partners has proven essenƟal to sustaining seamless paƟent 
navigaƟon. 
 
 

Conclusion 
Substance use disorder (SUD) during pregnancy comes with complex clinical, behavioral, and social challenges. 
TradiƟonal models of care alone struggle to address the various concerns and needs of paƟents with SUD 
diagnoses. As rates of substance use and associated maternal and neonatal complicaƟons conƟnue to rise, 
healthcare systems must adopt innovaƟve approaches that prioriƟze coordinaƟon, accessibility, and paƟent-
centered support. 
 
The GRACE program demonstrates how a mulƟdisciplinary care coordinaƟon model can bridge gaps between 
obstetric care, addicƟon treatment, behavioral health services, and community resources. Through the 
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collaboraƟve efforts of a Registered Nurse-Social Worker Dyad, strong community partnerships, and a 
commitment to reducing sƟgma amongst hospital staff, the program provides comprehensive support that 
addresses the full spectrum of paƟent needs throughout pregnancy and the postpartum period. 
 
GRACE was designed as a scalable and sustainable model. Its success illustrates that meaningful improvements 
in care are possible through intenƟonal collaboraƟon, standardized workflows, and a commitment to meeƟng 
paƟents where they are. By integraƟng medical care with behavioral health services and community-based 
resources, healthcare organizaƟons can promote healthier outcomes for both mothers and infants. 
 
As healthcare systems seek soluƟons to the growing impact of substance use disorders in pregnancy, the 
GRACE model offers a pracƟcal framework for replicaƟon. Through conƟnued investment in comprehensive 
care, hospitals can create supporƟve environments that foster recovery, improve maternal and neonatal 
outcomes, and strengthen the health of families and communiƟes. 
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Appendices 
 
All Appendix items are available within this document. If you would like to download Appendix items, please 
visit this link: hƩps://redcap.link/grace-program.  
 
Disclaimer 
The forms provided are sample forms only and are intended to be adapted to conform to your organizaƟon's 
specific policies and pracƟces. Woman's makes no representaƟons or warranƟes as to the accuracy or fitness 
for use of the sample forms provided. 
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A. Referrals 
A1. Referral to GRACE Form 
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A2. Referral Feedback Form 
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B. Enrollment Forms 

B1. Consent for Treatment  
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B2. New Pa ent Informa on Form 
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B3. Final No ce of Privacy Prac ces  
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B4. Program Agreement Contract, Pa ent 
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B5. No ce Regarding Re-Disclosure 
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C. Screening/Assessment Forms 

C1. RN Intake Ques onnaire 
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C2. Social Worker Assessment Form 
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D. Delivery Planning Checklist 

D1. Delivery Planning Checklist 
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D2. SBAR Example 
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E. GraduaƟon CerƟficate 

E1. Woman’s GRACE Gradua on Cer ficate 
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F. MarkeƟng 

F1. GRACE Marke ng 1-Pager 
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F2. Handout/Poster 

  


