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Identify substance-exposed newborns

Best Practice No. 5

Nursery/NICU and Screening, Assessment and Level of Care Determination

Overview

e Substance use disorder (SUD) during pregnancy—whether involving illicit, legal, or
prescription drugs—is an issue critical to the health of mothers and newborns, and the
incidence is increasing in all socioeconomic groups. The examples included below
demonstrate the multitude of exposures for mothers, fetuses, and newborns for which
appropriate screening (verbal, written), or biologic testing exist.

® The following are some of the substances and syndromes associated with maternal
use and/or in utero exposure: opioids (neonatal abstinence syndrome), nicotine,
alcohol (fetal alcohol syndrome), methamphetamine, cocaine, serotonin-synaptic
reuptake inhibitor (SSRI), serotonin-norepinephrine reuptake inhibitor (SNRI), and
marijuana.

Identifying substance exposure during pregnancy requires effective communication within
the multidisciplinary team caring for the mother/baby dyad, the best screening methods and
assessments to convey information on possible effects, and mobilization of available
inpatient, outpatient and community resources to promote good health and bonding.

Why we are recommending this best practice

e Newborn selective (i.e., risk-based) screening policies, including toxicology testing,
should be developed in conjunction with the policies of the maternal care team to
support a family-centered approach to identification and treatment. These policies
should be consistently applied to limit potential bias.

® The results of maternal substance use screening and biological toxicology testing with
confirmation provide important information to guide newborn health care providers
on appropriate management, specifically if the newborn is demonstrating symptoms
consistent with NAS.

Strategies for Implementation

e We recommend that all hospitals with maternity services maintain updated policies
and procedures for newborn selective (risk-based) screening policies, based on a
family-centered approach which includes the results of maternal screening for
substance use (refer to Best Practice #1 for more information on maternal
screening).
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e Risk-based screening may consist of items from a detailed prenatal history (including
inquiries into prescription and nonprescription drug use), validated maternal SUD
screening questionnaires, maternal symptoms, and newborn signs of withdrawal
(refer to the References and Resources in this Best Practice for more details).

e Maternal risk is based on the care team'’s interpretation of verbal screening and, when
appropriate, toxicology testing for each patient. If maternal toxicology testing or
treatment history has been confirmed, testing of the newborn may not be clinically
necessary; however, it is often requested by external agencies such as child protective
services (CPS). Education of CPS about the validity of other information can avoid
unnecessary and in appropriate use of screening resources.

® Universal biological toxicology testing for the newborn is not recommended, as the
specific maternal situation will guide the approach to the newborn.

e The policies for newborn biological toxicology testing (e.g., of urine, meconium, or
umbilical cord samples) should reflect a common understanding or written
collaborative agreement from each of the following groups: obstetric and newborn
medical and nursing staff, hospital-based social work and risk management, and the
local/county CPS office.

® Newborn biological toxicology testing may be warranted in certain instances including
but not limited to:
© Mother with limited or no prenatal care
© Maternal symptoms of drug intoxication or withdrawal that are otherwise
unexplained
o Newborn signs and symptoms of potential substance exposure (i.e., withdrawal)
that are otherwise unexplained

e Consent for inpatient neonatal drug testing, may not be required for the purposes of
guiding healthcare interventions and follow-up after discharge, and may depend on
state specific regulations. However, each healthcare facility should develop its own
policy given that most state regulations leave the decision about who should be tested
to the health-care provider. Local CPS can neither require testing nor dictate the
method of testing in the absence of specific state or federal reqgulatory requirements
(i.e., it may be covered under the facility’s general consent).

nastoolkit.org



MBSEI Toolkit 4

a Baby M

Kayla’s opioid use was identified during prenatal care and confirmed in Labor and
Delivery through urine testing. This information was communicated to Baby M's
providers and prompted them to communicate early with Kayla and to provide her
with information on his risk of developing NAS and the potential complications that
could arise with a small for gestational age newborn. Baby M’s providers knew the
importance of establishing a non-judgmental relationship with Kayla and by doing so
were able to discuss her prenatal screening results with her, precluding the need to
conduct further biological testing to screen Baby M for substance exposure. However,
in some medical systems, testing may still be required. If biological testing is
performed, urine will give the fastest result but reflects exposure in the prior few days.
Meconium and umbilical cord testing will reflect exposure up to several months prior.

Resources

1. State of Vermont Guidelines for Screening for Substance Abuse During Pregnancy.
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