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This Clinical Business Rule (CBR) is developed to guide safe clinical practice at the Royal Hospital
for Women (RHW). Individual patient circumstances may mean that practice diverges from this
Clinical Business Rule. Using this document outside RHW or its reproduction in whole or part, is
subject to acknowledgement that it is the property of RHW and is valid and applicable for use at the
time of publication. RHW is not responsible for consequences that may develop from the use of this
document outside RHW.

Within this document we will use the term woman, this is not to exclude those who give birth and do
not identify as female. It is crucial to use the preferred language and terminology as described and
guided by each individual person when providing care.

1 BACKGROUND

The aim of this CBR is to provide guidance to manage neonates affected by exposure to prenatal
drugs and substances of dependency in the immediate postnatal period in partnership with carers.

The substances discussed include:

1. Opioids

2. Benzodiazepine and other depressants

3. Amphetamine type substances (ATS), cocaine and other stimulants
4. Hallucinogens, inhalants

5. Cannabis

6. Alcohol

7.

Selective Serotonin Reuptake Inhibitors (SSRIs)
2 RESPONSIBILITIES

2.1 Staff

2.1.1 Medical - identify, diagnose and treat neonate secondary to prenatal drug/substance
exposure, liaise with Substance Use in Pregnancy and Parenting Services (SUPPS) teams.

2.1.2 Nursing/midwifery — identify, monitor and treat neonate secondary to prenatal
drug/substance exposure, liaise with SUPPS team, provide education to carers.

2.1.3 SUPPS team - liaise with parents, nursing and medical team, provide specialist support,
case management and coordination.
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3 PROCEDURE

3.1 Equipment
¢ Modified Finnegan Neonatal Abstinence Scoring System (M-FNASS) (Appendix A and B)

3.2Clinical Practice

3.2.1 Document prenatal substance exposure of the fetus/neonate in parental
medical record by SUPPS team/Midwifery team

e Type and amount of substance used

e Timing of exposure

e Frequency of maternal use

e Respiratory Care at Birth
¢ Do not give naloxone (Narcan). This could precipitate acute withdrawal including seizures.
o Provide respiratory support as required

3.2.3 Commence Non- pharmacological Interventions (NPIs)
e Aim of NPIs: To reduce the need for medications for neonatal abstinence syndrome (NAS).
e Swaddling, cuddling and skin to skin contact.
e Small, frequent breast feeds, or feeding with breast milk if there are no contraindications.
o Check with medical or SUPPS team if further clarification is required.
¢ Rooming in — keep neonate and mother together if possible.
¢ Maintain a quiet environment.

3.2.4 Transfer of neonate with mother to postnatal wards
o Transfer term neonate with no child-at-risk issues to postnatal ward.
¢ Provide education for parents/carer about
o standard neonatal adaptation and behaviour
o signs and symptoms of withdrawal
o the importance of breast feeding (unless contraindicated)
o the use of M-FNASS

3..5 Withdrawal Scoring

¢ Use the Modified Finnegan Neonatal Abstinence Scoring System (M-FNASS).

¢ Commence scoring assessment after or prior to the first feed if the neonate exhibits clinical
signs of withdrawal.

e Scoring should be repeated AFTER each feed or minimum 4 hourly.

¢ Encourage involvement of the parent/carer in the scoring process.

e Continue to observe in hospital for 3-7 days in consultation with RHW SUPPS team.

3..6 Screening for neonatal withdrawal

Identify the substances involved.

Refer the carer to the SUPPS team.

Drug screening is not routinely required but may be advised by treating clinicians.
If clinically indicated, obtain informed consent for drug screening from carer, if able.
Collect urine and meconium samples for toxicity screens as requested by the treating
medical or RHW SUPPS team.
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o The most tested drugs to be specified in the request form are:

Opioids

Methadone - must be ordered separately

6 tetrahydrocannabidiol (cannabis)

Amphetamine type substances - note high frequencies of false positives
Cocaine

Benzodiazepines

Barbiturates

Table 1: Summary of timeframes for drug detection in newborn urine.

Substance Time limits of urine tests
Barbiturates 24 h (short acting) to 3 weeks (long acting)
Benzodiazepines 3-5 days
Methadone 3-5 days
Opioids including heroin 1-2 days
Amphetamines 1-2 days
Cannabinoids (Tetrahydrocannabinoid) ~5 days (may be several weeks)
3..7 Review and escalate care if the neonate exhibits signs of withdrawal

3.8

Follow Clinical Emergency Response System (CERS) processes based on standard
neonatal observation chart (SNOC).

Admit neonate to NCC (at the discretion of the neonatology team) if neonate experiences
any of the following:

o 3 consecutive M-FNASS scores = 8 OR

o M-FNASS score 210 on one occasion, OR

o Clinical deterioration e.g. seizures, vomiting, inability to tolerate oral feeds.

Management of neonatal withdrawal

Criteria for starting pharmacological management of neonatal withdrawal:

o 3 consecutive M-FNASS scores averaging >8 OR

o 1- 2 consecutive scores >12 OR

o Clinical deterioration, such as seizures, extreme irritability, inability to tolerate feeds.

Suggested management pathway for neonates is in Appendix E.

3.2.9 Pharmacological management — OPIOID exposure (Table 2)

Use opioids as first line treatment if opioids are the primary drug of exposure.
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o Do not use opioids for non-opioid withdrawal as this could precipitate respiratory
depression
¢ Use phenobarbitone and/or clonidine as adjunct agents if required.

Table 2: Suggested regimen to treat opioid-related withdrawal

Medication

Administering
morphine

Supportive
additional
pharmacological
treatment

(if required)

Regimen

Start morphine at 0.5 mg/kg/day in 4 equal divided doses.

Administer morphine orally unless neonate is unable to tolerate oral
feeds (The ratio of IV:oral morphine is 1:2)

Increase morphine by 0.1-0.2 mg/kg/day every 1-2 days or at clinician’s
discretion until symptoms are under control (usually when M-FNASS is
persistently less than or equal to 6).

If more than 0.8 mg/kg/day of morphine is required for symptom control,
consider adjunct treatment with a sedative (e.g. phenobarbitone or
clonidine).

Start phenobarbitone at 2.5 mg/kg/dose twice a day. There is usually no
need for a loading dose. Administer medications orally unless otherwise
contraindicated.

Increase phenobarbitone by 0.5-1.0 mg/kg/dose, every 1-2 days until
symptoms are under control.

If using clonidine (inpatient only):

Start clonidine orally at 0.5-1.0 microg/kg/dose every 6 hours. Increase
daily by 25-50% over 1 to 2 days to a maintenance dose of 5-10
(maximum 12) microg/kg/day.

Monitoring

Trough drug level is not required, continue M-FNASS scoring and
regular vital signs to ensure treatment is appropriate.

Encourage carer to learn how to assess the neonate and administer the
medication.

Weaning

Wean medications slowly to prevent precipitous withdrawal.

Prioritise safety and stability on discharge.

Ensure all social circumstances and any imminent foster placement are
considered prior to discharge.

Weaning strategies should be based on clinical judgement and
neonates' response to treatment (e.g. feeding, sleeping, not excessively
irritable).

If treating with morphine alone:

Morphine may be decreased by 0.1 mg/kg/day every 3-4 days.
Outpatient weaning usually takes place at weekly intervals if symptoms
and signs allow.

If treating with multiple agents:

Aim to wean phenobarbitone first as it may impair feeding. Decrease
phenobarbitone by 25% every 5-6 days as inpatient; weekly weaning as
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outpatient. After ceasing other agents, morphine may be decreased by
0.1 mg/kg/day every 3-4 days as inpatient; weekly reductions as
outpatient.

Alternatively, alternate morphine and phenobarbitone reductions.
Reduce clonidine dose by 25-50% every 2-3 days before ceasing
(inpatient only) and monitor for tachycardia, hypertension, sweating and
agitation. If a neonate has received clonidine for more than 5 days,
rebound hypertension and worsening of withdrawal may occur.

3.2.8 Pharmacological management — NON-OPIOID or unknown exposure (Table 3)

¢ No validated tool is available for assessing non-opioid withdrawal.
e The M-FNASS may provide guidance for decision making in the treatment of such

withdrawal.

Phenobarbitone may be used as a first line medication.
o Avoid opioid treatment as it may lead to respiratory depression.

Table 3: Suggested re

imen to treat non-opioid related withdrawal

Medication Regimen
Administering e Start phenobarbitone (first line) at 2.5mg/kg/dose twice a day.
Sedatives e No loading dose is needed.
e Administer medications orally unless otherwise contraindicated.
¢ Increase phenobarbitone by 0.5-1.0 mg/kg/dose, every 1-2 days until
symptoms are under control.
If using clonidine (second line/alternative)
e Start clonidine orally at 0.5-1.0 microg/kg/dose every 6 hours
(maximum 6 microg/kg/day)
¢ Increase daily by 25-50% over 1-2 days to a maintenance dose of 5—
10 (maximum 12) microg/kg/day
Monitoring o Encourage the carer to learn how to assess the neonate and
administer the medication.
Weaning o Wean medications slowly to prevent precipitous withdrawal.

Prioritise safety and stability on discharge.

Ensure all social circumstances and any imminent foster placement
are considered prior to discharge.

Weaning strategies should be based on clinical judgement and
neonates' response to treatment (e.g. feeding, sleeping, not
excessively irritable).

Decrease phenobarbitone by 25% every 5-6 days (weekly as
outpatient).

Reduce clonidine dose by 25-50% every 2-3 days before ceasing
(inpatient only) monitor for tachycardia, hypertension, sweating and
agitation. If a neonate has received clonidine for more than 5 days,
rebound hypertension and worsening of withdrawal symptoms may
occur.
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3.2.9 Discharge from hospital with and without withdrawal medications

A neonate may be discharged from hospital on withdrawal medications if:

o clinically stable

o ho additional social risks such as child protection concerns

o the carer can safely administer prescribed medications

o CPR training has been provided

o Emergency contact numbers and supports provided

Prescribe sufficient medication including enough for 4 extra days in case of spillage to last

until the neonate is seen in next available clinic.

o For example, the 3kg neonate requires 0.2 mg/kg/dose or 0.6mL QID of 1mg/ml
morphine. They are discharged on Tuesday afternoon. Neonate weighs 3kg. The next
clinic appointment is on Monday (7 days). The neonate will need 7 days x 2.4 mLs + (4
days x 2.4 mLs) = total 26.4 mLs ~27mL
o If discharged from NCC use the S8 and the common script pad (yellow)

o S8 prescribing rules apply (including words and numerals)
o If discharged from Postnatal ward order via eMR Powerchart, print, sign and fax to
pharmacy

Medications are dispensed from RHW Pharmacy (Level 2, ext 26716). Fax a copy of the

prescription to pharmacy on 9382 6239 and present hard copy upon collection.

Discharge planning meeting attended by parents with the SUPPS team

The family must be educated in

o medication administration

o withdrawal assessment

o provided with cardiopulmonary resuscitation training

o provided with details of follow-up and contingency phone numbers

Follow-up for neonates with or without medication and with a history of prenatal drug
exposure is coordinated by SUPPS team:

Advise SUPPS Team via SESLHD-SUPPS-CFH@health.nsw.gov.au or SUPPS Team
Leader 0429 824 012 prior to neonate’s discharge and document in the medical record.
SUPPS Team to document receipt of referral and follow up plans in eMR.

If discharged home on medication, organise a weekly appointment at the Outpatient
Newborn Clinic until the medication is ceased, and follow-up the infant for further 2-4
weeks after cessation to monitor for any recurrence of symptoms. For any urgent
neonatology consultation during this follow up period, contact the RHW NICU team on-call
(phone RHW switch board 93826111 and ask to page NICU fellow).

Other high-risk infants not on medication should also attend the Outpatient Newborn Clinic
for early medical review at 1-2 weeks after discharge (Preterm <37 weeks GA, low birth
weight <2.5kg, other medical or psychosocial risk factors as per NICU team)
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Formal hand over of care/referral from neonatologist to SUPPS community paediatrician

once infant discharged from Outpatient Newborn Clinic. Community SUPPS

paediatrician/team can be contacted on 0429824012.

Note: A high proportion of infants are from out of area and will need referral to local SUPPS

clinicians and paediatricians for ongoing care from NCC team/Outpatient Newborn Clinic.

NCC outpatient clinic follow-up schedule until outpatient review by SUPPS paediatrician

o Weekly if discharged on medication and for further 2-4 weeks after cessation

o Consider weekly or fortnightly for other high risk infants until community SUPPS
paediatrician review.

o NICU team to handover to SUPPS paediatrician via email SESLHD-SUPPS-
CFH@health.nsw.gov.au or telephone 0429824012 if urgent.

Community SUPPS clinic follow-up: SUPPS paediatricians and SUPPS team in the

community follow up these infants and families until up to 5 years as follows:
e Every 3 months during first year
e Every 6 months from 1-2 years
e Every 12 months from 2 to 5 years.

o Case Management for infants attending Outpatient Newborn Clinic is with the
community SUPPS team.

o Case Management for infants attending Community Paediatricians is with community
SUPPS Team Leader/Social Worker.

o Non-urgent medical advice for babies attending Outpatient Newborn Clinic via Level 2
Neonatologist/Fellow on call.

o Non-urgent medical advice for babies attending Community SUPPS via email to
treating paediatrician/via SUPPS Team Leader.

o Urgent medical care advised via calling OOO or ED attendance.

o Immunisation via Immunisation Clinic at SCH OPD/GP/ECHC if available.

3.3 Documentation

Electronic patient record

1.2 Education Notes

Opioid treatment during pregnancy is shifting towards an increased use of buprenorphine,
which when compared to methadone, gy cause less severe withdrawal in the neonate.

Many substance using pregnant women at RHW are known antenatally to the SUPPS team
and may use multiple substances.

More than 50% of pregnant substance-using women also have co-existing psychiatric
morbidity, most commonly depression, so the effects of psychotropic agents on the
neonate will also need to be considered.

Onset of withdrawal symptoms varies and is dependent on drug, dose, half-life and timing of
last drug dose prior to birth.

Stimulants such as amphetamine-like substances may cause a “crash” instead of
withdrawal. Neonates may be very sleepy and feed poorly rather than exhibit the symptoms
typical of opiate withdrawal.

SSRI/SNRI withdrawal causes different symptomatology.
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e Other drugs and substances such as SSRIs may cause an intoxication.

¢ Neonatal Abstinence Syndrome refers specifically to a withdrawal syndrome typically seen
in neonates of opioid-dependent women. It may also occur in neonates exposed to non-
opioid substances such as alcohol, cannabis, caffeine and benzodiazepines.

o The most used tool to monitor drug withdrawal is the M- FNASS.

e An emerging tool is the Eat, Sleep and Console (ESC) model of care, which emphasises
carer involvement and NPI; this has not yet been implemented at RHW.

e M-FNASS and ESC tools are validated only for term/near term neonates with opiate
exposure. However, due to lack of any other methods, the M-FNASS is used to monitor both
preterm and non-opiate exposed neonates. Be aware that amphetamine affected neonates
and preterm neonates may have falsely low M-FNASS.

o M-FNASS is not validated for
o nhon-opioid exposure
o pre-term neonates
o postnatal exposure resulting withdrawal

¢ Neonatal stools are not suitable for drug testing after meconium has transitioned to stools.
For guidance on consent, see the NSW Health Consent to Medical and Healthcare
Treatment Manual.

o Use opioids as first line treatment if opioids are the primary drug of exposure.

e Opioids are more effective than other medications e.g. phenobarbitone in preventing
withdrawal-related seizures.

¢ Do not use opioids for non-opioid withdrawal as this could precipitate respiratory
depression.

e Sedatives, like phenobarbitone and clonidine can be used as first line treatment for:

o Non-opioid withdrawal

o As an adjunctive agent in treating polypharmacy withdrawal, in conjunction with
opioids.

o Clonidine may reduce the need and the duration of morphine treatment for opioid
withdrawal in an inpatient setting

¢ Clonidine stimulates sympathetic inhibitory neurones, leading to a decrease in
norepinephrine release, which is hyperactive in the locus coeruleus during opioid
withdrawal.

e Types of substances and effects on neonate

o Selective Serotonin Reuptake Inhibitors (SSRIs)

SSRIs are the most used anti-depressants.

Symptoms typically begin within 24 hours of life and abate by 1 to 2 weeks

Neonatal characteristics may include:

lower Apgar scores

May require admission to a neonatal unit

jitteriness, muscle tightness

seizures

may be complicated by pulmonary hypertension

prolonged feeding difficulties, uncoordinated suck/swallow that may last for 1-2 weeks

respiratory support requirement at birth
o M-FNASS are usually low (less than 7)

o Peak effects of toxicity 24—48 hours

¢ Pharmacological treatment (if required): Phenobarbitone

o
o
o
o

O O O O O O
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Recommended minimum duration of hospital stay is 3 days, discharge is at the discretion
of treating clinicians

Monitor and treat for:

o Seizures -the risk of seizures peaks in the 48 hours after birth

o Respiratory distress

o Feeding - may have poor suck and swallow coordination

o Hypoglycaemia

Amphetamine type substances (ATS)

Neonatal characteristics

o Very quiet and sleepy

o Poor quality of movement

o Difficulty feeding, may have suck-swallow discoordination

o M-FNASS are usually low

Peak effects of withdrawal from birth to 2-3 weeks.

Pharmacological treatment is usually not required.

Recommended minimum duration of hospital stay 5 days, discharge is at the discretion of
treating clinicians.

ATS crosses into breastmilk

o No breastfeeding recommended for at least 48 hours after use

o Express and discard, encourage mother to continue expressing

o Have supplementary feeding plan

Monitor feeding and growth

Cocaine and other stimulants

Neonatal characteristics

o Mild jitteriness

o M-FNASS are usually low

Pharmacological treatment is usually not needed, if required, use phenobarbitone.
Recommended minimum duration of hospital stay is 5 days, discharge is at the discretion
of treating clinicians.

Cocaine crosses into breastmilk

o No breastfeeding recommended for at least 48 hours after use

o Express and discard, encourage mother to continue expressing

o Have supplementary feeding plan

Monitor feeding and growth

Cannabis

Tetrahydrocannabinol (THC) is the principal psychoactive chemical in cannabis.
Cannabis products vary in their strength, ratios and routes of intake, hence can have very
different pharmacological profiles, therefore withdrawing effects.

Neonatal characteristics

o Increased tremors and startles

o Poorer habituation for visual stimuli

o Usually mild symptoms

Peak effect of withdrawal 2-3 days to 4-6 weeks after birth.

Recommended minimum duration of hospital stay is 3 days, discharge is at the discretion
of treating clinicians.

Pharmacological treatment is usually not needed, if required, use phenobarbitone.
Advise the mother to either stop or decrease cannabis use during breastfeeding.
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e Cannabis is highly fat soluble and the impact of cannabis on neonatal outcomes is
uncertain.
e Opioids
¢ Neonates exposed to prenatal opioids including opioid treatment (methadone,
buprenorphine) are likely to require treatment in hospital for their withdrawal.
¢ Neonatal characteristics:
Excitability, irritability, jitteriness, sleeping problems, gastrointestinal dysfunction,
difficulty feeding, hypertonia, vomiting, dehydration and poor weight gain.

O

o
o
o

seizures
May require admission to a neonatal unit
M-FNASS are usually higher

e Peak effects of withdrawal:

o
o
O

Heroin - Hours to 2-3 days
Methadone - 2—-3 days
Buprenorphine - 3—4 days

¢ Pharmacological treatment - Morphine +/— phenobarbitone +/— clonidine

¢ Recommended minimum duration of hospital stay is 5 days, discharge is at the discretion
of treating clinicians.

e Encourage breastfeeding

¢ Monitor and treat for:

O
o
O

Seizures

Feeding - may have poor suck and swallow coordination

Hypoglycaemia

e Breastfeeding
It is important to weigh the benefits of breastfeeding against the risk of substance
exposure in breastmilk and risk may depend on the types of substances involved,
patterns of use, dose and age and health of the neonate.

O

o Breastfeeding or any breast milk feeds reduce severity of neonate withdrawal, but
breast milk feeds are contraindicated with active stimulant use.

o Cultural considerations must be taken into account. For some women from cultures
where breastfeeding is normal, they may not consider a situation where they do not

breastfeed. In this instance refer to SUPPS team for further guidance.

3.5Abbreviations

SSRIs Selective Serotonin Reuptake | ATS Amphetamine type substances
Inhibitors

SUPPS Substance Use in Pregnancy | M-FNASS | Modified Finnegan Neonatal
and Parenting Services Abstinence Scoring System

CERS Clinical Emergency SNOC Standard neonatal observation chart
Response System

NPIs Non-pharmacological v Intravenous
interventions

THC Tetrahydrocannabinol NAS Neonatal Abstinence Syndrome
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FNASS Finnegan Neonatal ESC Eat, Sleep and Console

Abstinence Scoring System

3.6 Related Policies/procedures

4
5
6
7

8
9

RHW NCC — Admission of a Neonate to Newborn Crea Centre (NCC)

RHW CBR- Admission of a Neonate to Postnatal Ward

RHW Maternity Services - Antidepressants In Pregnancy — Neonatal Observations and
interventions

RHW Maternity Services — Recognition and Management of Neonate who is Clinically
Deteriorating Outside of Newborn Care Centre (NCC)

RHW Maternity Services — Breastfeeding — Protection, Promotion and Support

MoH- Clinical Guidance For the Management of Substance Use in Pregnancy, Birth and the
Postnatal Period.

10 SESLHD- Expression and Safe Management of Expressed Breastmilk
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4 ABORIGINAL HEALTH IMPACT STATEMENT DOCUMENTATION

11 Considerations for culturally safe and appropriate care provision have been made in the
development of this Business Rule and will be accounted for in its implementation.

12 When clinical risks are identified for an Aboriginal and/or Torres Strait Islander woman or
family, they may require additional supports. This may include Aboriginal health
professionals such as Aboriginal Liaison Officers, health workers or other culturally
specific services

5 CULTURAL SUPPORT

13 For a Culturally and Linguistically Diverse CALD woman, notify the nominated cross-cultural
health worker during Monday to Friday business hours

14 If the woman is from a non-English speaking background, call the interpreter service: NSW
Ministry of Health Policy Directive PD2017 044-Interpreters Standard Procedures for
Working with Health Care Interpreters.
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Standard 4 Medication Safety
Standard 5 Comprehensive Care
Standard 6 Communicating for Safety
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Appendix A. Modified Finnegan Neonatal Abstinence Scoring

System

BINDING MARGIN - NO WRITING

Record Number

SMR 110400

MHBMESEE  E1213

|%‘

Health

Facility:

NEONATAL ABSTINENCE SCORE

FAMILY MAME

GIVEN NAME

MREN

Omae O FEMME

DOE

!

KO

ADOCRESE

LOGATION { VesRD

I:O_M'PLETEALL DETAILS OR AFF|X PATIENT LABEL HERE

Frequency:

Date and time in 24 hour clock

SYSTEM

SIGNS E SYMPTOMS

SCORE

CENTRAL NERVOUS
SYSTEM DISTURBANCES

MI:“I'ABDLICNASdHUTDR
RESPIRATORY
DISTURBANCES

High pitched cry
Continuous high pitched cry

Sleaps < 1hr between feeds
Sleaps < 2 hrs between feeds
Sleeps < 3 hrs between feeds

M Lo |G

Mild tremors disturbed
Moderate-Severe tremors
disturbed

Mild tremors undisturbed
Moderate-Severe tremors
undisturbed

[0 ]

Increased muscle tone |

| Excoriation (specify area)

| Myoclonic jerks

|Generalised convulsions

Faver (37.3 - 39.3°0)
Fever {39.4°C & higher)

Frequent yawning
| (>3-4 times in ¥hr)

=

Nasal stuffiness

Sneezing (3-4 times in Xhr)

Masal Flaring

Respiratory rate = 60/min

- g =|=

Resp. rate
> B0/min with retractions

ma

GASTROINTESTINAL
DISTURBANCES

SCORER'S SIGNATURE:

Excessive sucking

Poor feeding

3H0IS IININILSEY TVIVNOIN

Regurgitation
Projectile vomiting

Loose stools
Watery stools

TOTAL SCORE:

L) R (D PR Pha =

—SGORER'S INIMIALS:

00F'0LLHINS

WO WRITING
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Appendix B. Guide to the Modified Finnegan Neonatal Abstinence
Scoring System

FAMILY HAME MEH

NSW

AT NT

GWVEN NUME [ FEMALE

O mae

Health
Facility:

[eel: ) ! i

ADDRESS

LOCATION £ WARD
COMFLETE ALL DETAILS OR AFFIX PATIENT LAL ~\. HERE _ 9

NEONATAL ABSTINENCE SCORE

Neonatal Abstinence Scoring

| Many premature babies require tube feeding. Babies should not be scored for poor feeding if tube feeding
s customary for their period of gestation,

Information Sheet
SIGNS & SYMPTOMS
| High pitched cry: Score 2 if a cry is high pitck.ain . 3 pean
Score 3 if a cry is high pitche " th sughout.
Sleap: Consider total ame .t of time bav_ was asleep between feeds.
Section on Tremors: This is a scale . 1. =asing severity and babies should only get
ane score from the fo. ~ategories. Undisturbed means when a
baby is < .eep . at restin sot. w@
=
Increased Muscle Tone: Score  has gener. ‘sed muscle tone greater than the upper =
Ii ~it of . rmal. &
2 2
Excoriations: Seor. anly when excoriations first appear, increase J:E--:
. Y Or appear in a new area. z
Yawning and Sneezing: & e if occurs more than 3 to 4 times in 30 minutes. E
Nasal flaring - Respirs wry . “e:  Score if present without other evidence of airways 5
disease. z
| Excessive sucking: Score if more than that of the average hungry bahy. | “
Poor feeding: Score if baby is very slow 1o feed or takes inadequate amounts. :
Regurgitation: Scare only if occurs more frequently than usual in newbomn. '
MODIFICATIONS FOR PREMATURITY
Mainly necessary in the sections on sleeping, eg; a baby who needs 3 hourly feeds can only sleep
at most 2 hours between them. Scoring should be:
1) if baby sleeps less than 2 hours ( —
=
2) i baby sleeps less than one hour, and ==
3) it does not sleep between feads, EE
[=F——

The content of this form is based on the modified Finnegan's score
Papge 2of 2 MO WRITING )
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Appendix C. Supportive Care Aligned with Modified Finnegan
Neonatal Abstinence Scoring System

System

Sign

Suggested supportive measure

Central nervous system

disturbances

Excessive or high pitched crying

Soothe baby with swaddling, talk quietly/sing/um, hold baby
firmly to body, rock gently use an infant sling. Reduce
environmental stimuli (slow movements, reduce lighting and
noiselevel).

Sleeplessness

Reduce environmental stimuli, swaddle baby, minimise handling,
rock genfly and encourage skin to skin cuddles with parentis).

Excoriation (chin, knees, elbow, toes, nose)

Apply protective skin bamiers to affected areas to protect skin
and prevent damage.

Myoclonic jerks, tremars, jitteriness, irritability

Prepare everything prior to disturbing the infant to minimise
handling. Slow movements, reduced lighting, reduced noise
levels, soft music, massage, relaxing baths.

Gastrointestinal disturbances

Excessive sucking

Agitation may result in scraiching of the skin. Use of mittens will
minimise sucking of the fists, keep hands clean and consult with
parents about the use of a pacifier.

Poor feeding (infreguent/uncoordinated suck)

Feed on demand. Reduce environmental stimuli during feeding.
Fregquent small feeds with rest between sucking. Assess
coordination of suck/swallow reflex — support cheeks and jaw if
necessary. Refer to Lactation Consultant as required. Menitor
weight loss closely during withdrawal as feeding disturbances are
common. Assess hydration. If caloric intake appears insufficient
with breastfeeding alone use supplemental expressed breast
milk or formula until adequate caloric intake is achieved. If
insufficient fluid intake refer to medical staff.

Regurgitationfvomiting

Wind or burp baby regularly when helshe stops sucking and at
end of feed. Do not over feed.

Peri — anal exconation due to loose
stools/diarrhoea

Change baby’s nappy with every feed, use barrier creams.
It may be necessary to expose baby's buttocks to air to dry.

Pain

Provide pain relief for procedures based on need as for any
baby.

Res piratory/vasomotor

disturbances

Sweating

Clean skin regularly, dry clean clothing and bedding to prevent
skin infection.

Fewver — temperature greater than 37.2°C

Ensure adequate hydration and reduce environmental
temperature. Dress in light clothing and use lightweight, soft
cotton fabric to swaddle or nurse skin to skin with mother. Nurse
in an open cot with adequate ventilation.

Nasal stuffiness/excessive nasal secretions

Use gentle suction if nasal secretions cause obstruction fo
ensure adequale respiratory function.

Masal flaring/tachypnoea

Refer to medical staff if cyanosis or mottling observed. Avoid
swaddling so that respiratory rate can be closely observed.
Murse supine unless receiving cardiorespiratory monitoring in the
nursery.
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Appendix D. Summary of neonatal withdrawal characteristics,

treatment and recommended minimum hospitalisation period by
substance type

of movement and
difficulty feeding.
This may result in
the failure to thrive,
especially when
compounded by

Substance Neonatal Peak effects of Pharmacological | Recommended
withdrawal/toxicity | withdrawal/toxicity | treatment (if minimum days
characteristics required) in hospital*

Opioids Excitability, Heroin: Hours to 2- | Morphine +/- 5
irritability, 3 days phenobarbitone

(including jitteriness, sleeping +/- clonidine

methadone and problems, Methadone: 2-3

buprenorphine) gastrointestinal days
dysffunctlon, . Buprenorphine: 3-4
difficulty feeding, days
hypertonia vomiting,
dehydration, and
poor weight gain. If
severe cases are
not treated, it can
lead to seizures
and death.

Alcohol - Birth to ~3 days Phenobarbitone 3

Cannabis Increased tremors 2-3 days to 4-6 Phenobarbitone 3
and startles, as well | weeks
as poorer
habituation to visual
stimuli.

Benzodiazepines - 1 -2 weeks Phenobarbitone 5

or clonidine

Methamphetamines | Very quiet and Birth to 2-3 weeks Usually not 5

sleepy, poor quality needed

Record Number

SESLHD Internal Use Only

Page |190f21




Royal Hospital for Women (RHW) AW | Health

NEONATAL BUSINESS RULE NS | Do ot
Management of Neonatal Withdrawal and RHW CLIN204
Toxicity

suck/swallow
discoordination.

Cocaine - - Phenobarbitone 5

Inhalants A characteristic - Phenobarbitone 5
odour, excessive
and high-pitched
crying,
sleeplessness,
hyperactive Moro
reflex, tremor,
decreased muscle
tone and poor
feeding.

SSRIs Jitteriness, muscle | 24-48 hours Phenobarbitone 3
tightness, seizures.
May be complicated
by pulmonary
hypertension and
prolonged feeding
difficulties.

GHB - - Phenobarbitone 5

Gabapentinoids - - Phenobarbitone 3
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Appendix E. Suggested management pathway for neonates at risk
of drug withdrawal.

( Neonate at risk of withdrawal )

v

Prior to delivery

SUPPS Team to document parental substance use in parental EMR:
- Type and amount of substance

- Timing of exposure

- Frequency of use

At birth
DO NOT GIVE NALOXONE
Provide respiratory support as required

After birth/in delivery room

Commence non-pharmacological interventions:
- Rooming in, aim to keep neonate with carers

- Swaddling, cuddling, skin-to-skin

- Encourage breastfeeding/maternal breast milk
- Minimize noise

Escalate concerns to RHW SUPPS Team:

Sara (0414 193 101) or Molly (0411 123 990).

]

Transfer to postnatal ward

- Continue non-pharmacological interventions

- Provide education about withdrawal symptoms and M-FNASS to carers.
- Drug screening is not routinely required

- Notify Community SUPPS Team via phone (0429 824 012)

or email: SESLHD-SUPPS-CFH@health.nsw.gov.au

!

C formal

- Start M-FNASS after first feed OR before feed if clinical signs of
withdrawal are noted.

Ongoing monitoring:

- Repeat M-FNASS after each feed, or minimum four hourly
- Encourage carer involvement
- Continue in-hospital observation for 3-7 days as per CBR.

!

Discharge planning:

Discharge criteria
- Clinically stable
- No additional social risks/child protection concerns

Criteria for No )
pharmacological treatment  ————————— Carer education
e - Monitoring for signs of withdrawal
- CPR training
- Emergency contact numbers
- Safety plan (e.g. when to call an ambulance)
Yes
l Notify Community SUPPS TL of discharge via email
or phone
Admit to NCC:
Follow-up for patients di WITHOUT
- Commence pharmacotherapy medications
- Titrate to control signs of NAS - Consider NCC followup for any high risk patient
- Continue non-pharmacological interventions - Community SUPPS Team to coordinate community
- Continue to observe in hospital for 3-7 days in consultation paediatric follow-up
with RHW SUPPS Team.
‘ Foll p for patients di: WITH
- Carers educated on administering and storing
medication
- Scripts and sufficient supply of medication
dispensed
Are withdrawal Yes - Carers attend discharge planning meeting
symptoms improving? with RHW SUPPS Team
- NCC Outpatient review weekly until medication
ceased, then for 2-4 weeks to screen for symptom
recurrance
No - Handover to SUPPS paediatrician on 0429 824 012
l before discharge from NCC clinic

- Follow-up continued in community by SUPPS

Exclude other medical conditions (e.g. Sepsis) Pacdiatrician and Community SUPPS Team.

Consider discussing with RHW SUPPS Team for advice.
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