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Overview
1. Recognize appropriate screening tools and techniques for 

identifying substance use in pregnancy and substance exposed 
infants

2. Understand the components of family centered care for 
substance exposed infants

3. Familiarize yourself with the newest evidence-based tools for 
treating neonatal withdrawal

4. Identify components of care that can decrease length-of-stay and 
exposure to morphine

5. Recognize and treat common postpartum issues



Identifying Substance Exposed Infants



CARA/CAPTA

“In 2016, the Comprehensive Addiction and Recovery Act modified 
child welfare legislation to expand plans of safe care to include all 
infants affected by substance… withdrawal symptoms or a fetal alcohol 
spectrum disorder.. ” - SAMHSA



Systems that are built to identify 
substance exposed infants in the 

hospital are screening way too late. 



Screening for Substance Use in 
Pregnancy:

Not a whiff of judgment.

How to Ask?



Open

Kind

Helpful

Engaging



Screening for Substance Use in Pregnancy
Urine Drug Screening:

American College of Obstetricians and Gynecologists (ACOG) 
recommends routine screening for substance use in pregnancy



Toxicology Screening & Testing:
Common Issues and Concerns

• Screening vs Confirmation Testing

• False positives/negatives

• Maternal consent required

• MUST BE UNIVERSAL



American College of Obstetrics and 
Gynecology:

“Routine urine drug screening is controversial. ACOG 
recommends testing be performed only with the patient’s consent 
and a positive test not be a deterrent to care, a disqualifier for 
coverage under publicly-funded programs, or the sole factor in 
determining family separation.”



Screening in the 
hospital:

• UNIVERSAL

• Verbal Screening

• Offer Services

• Focus on Safe Plans of 
Care, NOT referral for 
“child abuse”

• Non-punitive



Stigma: A mark of disgrace associated with a particular 
circumstance, quality, or person.

How do I feel when I see this person’s name?
What do I think about them when I see they screened positive for substance use?

Do I believe they deserve compassionate care for their substance use?
What are my thoughts about this person before I’ve even met them? 

Am I making if/than conditional statements?
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Stigma and Substance Use

Among populations who experience stigma, people with 
substance use, especially the use of IV drugs, are the most 
affected by this experience (Paquette et al., 2018). 

Stigma among health care providers towards people who use 
drugs is well-documented in the literature and can result in 
barriers to healthcare access and poor health outcomes (von 
Boekel et al, 2013).
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Refusal to treat

Deprioritizing

Unkindness

Unwillingness to learn 

Assumptions

Stigma results in prejudice and discrimination, both 
subtle and overt.  



How we 
perceive 
others 
influences 
how we 
engage with 
them

Language or word choice 

Tone, pitch and speed 

Eye contact 

Touch 

Space 

Facial expressions



Opioid  VS  Crack Epidemic
Public Health Crisis – Opioid Epidemic War on Drugs – Crack Epidemic

• People need treatment
• MAT  (now Bup – Does 

not appear on drug 
screening). 

• Strongest effort to 
destigmatize addiction. 

• Drug court 
• Children belong w/ 

parents

• Could only be cured 
through mass 
incarceration and 
subsequently mandatory 
minimums(1986)  

• No MAT or Methadone –
failed utox, no work

• Removal of children 
• Dr. Less willing to 

prescribe to black 
Americans 
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Using Universal Screening, Engagement, and 
Resource Access helps combat inherent bias 

and racism. 

It is our job to change history, starting today. 



The preconception that only certain socioeconomic or ethnic 
groups develop substance use disorders is invalid. 

A clinician’s suspicions have limited value: 

❑ selective screening based on clinical suspicion leads to a 
diagnosis in only 3% of patients

❑ screening of all patients leads to a diagnosis in 16%

Both Screening and Compassion should be UNIVERSAL





How can you improve screening for 
substance use disorders in 

pregnancy/substance exposed infants in 
your setting? 



Now we have 
identified families 

in need, how do we 
support treatment 

of their infants?



Evidence 
Based 
Treatment 
of Neonatal 
Withdrawal



Topics of major recent publications

Rooming-in and 
destigmatization of 
parents with OUD 

(2016-2017)

De-emphasis of 
Finnegan score & New 

Focus on Eat-Sleep-
Console 

Bundle including 
rooming-in, Eat-Sleep-

Console, PRN morphine 
(2018-current)



Grossman MR, Berkwitt AK, Osborn RR, et al. An Initiative to Improve the 
Quality of Care of Infants With Neonatal Abstinence Syndrome.
Pediatrics. 2017;139(6):e20163360



NAS QI project at Yale

Population: 287 methadone-exposed 
infants (including 55 from 2008-2010 
baseline compared to 44 in the post 

implementation period 2015-2016) at Yale 
New Haven Children’s Hospital

Interventions in their bundle:
Transfer of newborns directly from 
mother-infant unit to peds floor
Standardization of nonpharmacologic care
Empowering message to parents
Morphine given prn/ weaned rapidly 





RESULTS

Average length of 
stay (ALOS) 
decreased from 22.4 
to 5.9 days

1

Proportion of 
infants treated with 
morphine decreased 
98% to 14%

2

Cost of care 
decreased from 
$44,824 to $10,289

3



Conclusion: Focusing on nonpharmacologic care 
and simplified approach to assessment led to 

substantial and sustained decrease in LOS, 
proportions of infants treated with morphine, and 

hospital cost with no adverse events





Comparing Eat-Sleep-
Console to Finnegan 

Eat-Sleep-Console (ESC) = an assessment tool, 
not a score

• Eat: at least an oz

• Sleep: at least an hour

• Console: baby can be consoled within 10 
minutes



Comparing Eat-Sleep-Console to Finnegan 

Methods: 
Retrospectively compared treatment decisions for 50 
opioid-exposed infants (2/2014-8/2015), guided by 
ESC vs predicted treatment decisions for the same 
infants guided by FNASS







ESC resulted in 12% of infants treated with 
morphine compared to 62% predicted to be 
treated with morphine using FNASS 

ESC started or increased morphine on 8 days 
(2.7%) compared to 76 days (25.7%) predicted by 
using FNASS

CONSLUSION: ESC is an effective method for 
management of infants with neonatal withdrawal 
that limits pharmacologic treatment and may lead 
to substantial reductions in length of stay

RESULTS



Holmes AV, Atwood EC, Whalen B, et al.
Rooming-In to Treat Neonatal Abstinence Syndrome:
Improved Family-Centered Care at Lower Cost.
Pediatrics. 2016;137(6):e20152929



Population

2012

54 substance-exposed infants in pre-
intervention year

2013-2014

61 in intervention year 1

2014-2015

48 in intervention year 2 



Methods

Re-trained nurses in 
FNASS

Ensured scoring only 
after on-demand feeds 
during skin-to-skin care

Standardized physician 
score interpretation

Provided prenatal family 
education

Increased family 
involvement in sx 
monitoring and 

nonpharmacologic 
management

Treated infants on Peds 
floor instead of NICU





Results: 
46% were treated with morphine pre-intervention, 27% after 
intervention

Adjunctive phenobarb use decreased from 13% to 2%

Average LOS for morphine treated newborns decreased from 16.9 to 
12.3 days

Average costs decreased from $19,737 to $8,755 for babies with 
NAS and decreased from $11000 to $5300 among substance-
exposed infants

Cumulative morphine decreased from 13.7 to 6.6 mg per treated 
newborn



A coordinated, standardized 
program including rooming-in 
with family and decreased use 
of NICU beds safely reduced 
pharmacotherapy, LOS, and 

hospital costs. 

Conclusions: 



Emily C. Atwood, Grace Sollender, Erica Hsu, Christine Arsnow, Victoria 
Flanagan, Joanna Celenza, Bonny Whalen and Alison V. Holmes.
A Qualitative Study of Family Experience With Hospitalization for Neonatal 
Abstinence Syndrome. Hospital Pediatrics 2016; 6 (10)



METHODS

Multidisciplinary team from 3 
hospital units developed 

questionnaire used in semi-
structured interviews with 20 

families of newborns with NAS 
(8/13-1/14)

Transcripts were independently 
analyzed by 2 investigators who 

identified themes via an 
inductive qualitative approach, 
then sorted themes into broad 

domains





Results: 6 domains were identified:

Parents’ desire for 
education about 

course and 
treatment of NAS

Parents valuing their 
role in the care team

Quality of 
interactions with 

staff (supportive vs 
judgmental)

Communication 
regarding clinical 

course

Transfers between 
units and 

inconsistencies 
among providers

External factors such 
as addiction recovery 

and economic 
limitations



Conclusion:
Hospital experience for families 
with substance-exposed infants 
could be improved by addressing 
parental needs through:

1. improved perinatal 
education

2. increased involvement in the 
care team 

3. consistent care and 
communication 

4. minimized transitions in care 



How can you improve 
family experience in 
your setting? 

A. Training staff on nonjudgmental 
language

B. Allowing parents to be primary 
caregivers in the hospital   and 
participate in assessment

C. Improving perinatal parental education 
about neonatal withdrawal

D. Other- please specify



Addressing 
Common 
Postpartum 
Concerns



• Fatigue or Behavior 
Change

• Return to Substance Use
• Mental Health
• Breastfeeding & Bonding
• Collaborating with Child 

Protective Services





Fatigue/Somnolence 
or Behavior Change

SLEEPINESS MAY 
OR MAY NOT BE 
ATTRIBUTED TO 
RETURN TO USE-

HAVE A 
DIFFERNTIAL 
DIAGNOSIS

RETURN TO USE IS 
COMMON IN 

STRESSFUL 
SITUATIONS

SUPPORT MOM 
JUST AS YOU 

WOULD IF 
ANOTHER ILLNESS 
WAS AFFECTING 

HER POST-PARTUM



Fatigue/Somnolence or Behavior Change
• Be open and kind when talking about the 

differential diagnosis

• Leave room for the mother/parent to 
NOT tell you what is going on (there is a 
lot of fear & it is high risk situation)

• Use diagnostic testing to confirm 
(confirmatory level utox)

• Partner with a substance use treatment 
provider when available



Return to Substance Use

• Support mother in achieving her goals

• Communication with her is ESSENTIAL

• She can still safely bond with her baby- make 
adjustments necessary to ensure baby’s safety 
and mom’s safety with mother involved





Mental Health



Perinatal Mood and Anxiety Disorders 
• Some of the most common complications of pregnancy

• Routinely underdiagnosed and undertreated.

• Women with SUD are at INCREASED risk for mood and 
anxiety disorders.

• Other risk factors: 
• Trauma 
• Limited primary & secondary supports 
• Previous child loss 
• Financial/housing instability 



Special 
Considerations 
for Parents 
with 
Substance Use 
Disorders

Screen/monitor for anxiety/depression & 
discuss in non-judgmental way

Parents have fear that this will influence 
the decision to allow her to parent!

People with SUD often have misdiagnosed 
mental illness. Mental health history in 
someone with SUD needs to be confirmed. 



Breastfeeding & Bonding 
• RECOMMENDED for mothers stable on 

buprenorphine or methadone. 

• Can reduce symptoms of neonatal withdrawal. 

• Counseling based on current substances in 
maternal system & risks/benefits.

• Mothers can pump and dump if actively using 
but desire breastfeeding long term. Breastfeeding 

Rocks!



Breastfeeding & Bonding 
WHO Recommendations 



Confidentiality Considerations
Recognize that family visiting mom may not 
know about substance use

• Don’t decide for patient that family should 
know 

• Do ask others to leave the room before you 
share sensitive information

• Don’t disclose information to third parties 
without permission, including child welfare

Confidential 
Information



Collaborating 
with Child 
Welfare

Involve the mother in 
conversations. 

This moment is crucial. 

“Nothing about you 
without you”



Collaborating 
with Child 
Welfare

Discuss mother’s goals and help refer her to 
resources to meet those goals

Think outside the box- supervision planning, 
mommy and me residential treatment, 
sober maternal housing options; sober 
supervised shelters, friends or distant family 
could help, etc. 



Difficult 
Conversations

ALWAYS WRAPPED IN 
KINDNESS

ALWAYS PATIENT 
CENTERED

“What does support 
look like for you?”

Co-sleeping 

Smoking Cessation 

Dosing & Travel 

Hotline Reporting

Current Substance Use  



Thinking Outside 
the Box

What are some ways you 
work within your system 
in creative ways to keep 
families unified?



Take-home points: Identifying Substance Exposed Infants

Screening should be:

UNIVERSAL
NON-JUDGMENTAL

NON-PUNITIVE



Take-home points: Neonatal Withdrawal Treatment

Family experience can be improved with:
• improved perinatal education
• increased involvement in the care team
• consistent care and communication  
• minimized transitions in care

New treatment methods focusing on non-pharmacologic 
interventions and family bonding can lead to shorter hospital LOS, 
decreased cost, and improved outcomes.

• Keep infants and families together on pediatric floor (NOT NICU)
• Standardize nonpharmacologic care
• Eat-Sleep-Console Approach
• Empowering message to parents 
• Use medicine (morphine) as needed only



Take-Home Points Common Postpartum Issues

• Not all sleepiness is substance use. Leave room for the 
parent to tell you later. 

• Have Direct and Kind Conversations. Don’t shy away from 
the “hard stuff” 

• Promote family unification and breastfeeding- think outside 
the box to keep families together for the best outcomes



Access and Barriers 
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Treatment provider who accepts insurance

Board of 
Social 
Services

Insurance/HMO

Transportation

Support
Capacity to maintain benefits

Safe, Stable, Sober Living 
Arrangement

Child CareEvidence based treatment 
(MAT)

Empathetic providers

Support

Estimated 1 in 10 receive treatment 

Safe place to 
store meds
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Municipal Court fines
Other fines

License suspension
Department of Children & Families 

Stigma 
Criminal Record 

Destroyed relationships
Lack of support system  

Lack/negative 
Employment history 

Poor credit history 

Evictions 
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• https://www.youtube.com/watch?v=8NDXFla_4Ks (Matt 
Grossman talk)

• https://pediatrics.aappublications.org/content/139/6/e201
63360 (Grossman et al. QI bundle)

• https://hosppeds.aappublications.org/content/8/1/1
(Grossman et al. ESC)

• https://pediatrics.aappublications.org/content/137/6/e201
52929 (Holmes et al. Rooming In)

• https://hosppeds.aappublications.org/content/6/10/626
(Atwood, Holmes et al.  Family experience

• https://www.nejm.org/doi/full/10.1056/NEJMoa1614835
(Kraft et al.buprenorphine vs morphine)
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• https://www.who.int/substance_abuse/publications/pregnancy_guidelines/en/

WHO Guidelines for the Identification and Management of Substance Use and 
Substance Use Disorders in Pregnancy This WHO guideline reviews the use of numerous 
illicit substances in pregnant women and details specific guidelines for the care and 
treatment of pregnant women and their infants. 

• https://store.samhsa.gov/system/files/sma18-5054.pdf

Substance Abuse and Mental Health Services Administration. Clinical Guidance for 
Treating Pregnant and Parenting Women With Opioid Use Disorder and Their Infants. 
HHS Publication No. (SMA) 18-5054. Rockville, MD: Substance Abuse and Mental Health 
Services Administration, 2018. 

• https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4378642/

ABM Protocol #21: Guidelines for Breastfeeding and Substance Use or Substance Use 
Disorder, Revised 2015 This ABM protocol provides evidence-based guidelines for the 
evaluation and management of women with SUDs who are considering breastfeeding. 
It includes information on methadone and buprenorphine. 

https://www.who.int/substance_abuse/publications/pregnancy_guidelines/en/
https://store.samhsa.gov/system/files/sma18-5054.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4378642/


Thank you!
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