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1. INTRODUCTION  

1.1 The purpose of this guideline is to provide clear guidance for healthcare professionals regarding their 

role and responsibilities in delivering safe and effective care. This policy applies to all trust employees, 

including locum, bank and agency staff working on behalf of the trust and involved in the direct care 

of patients. 

1.2 The Royal Devon University Healthcare NHS Foundation Trust attach the highest importance to 
ensuring a culture that values high standards of patient care exists within the organisations. This 
guideline is intended to safeguard the position of patients and staff throughout consultation, 
examination, treatment and care. 

2. BACKGROUND 

2.1 Substance use can have a profound effect on parenting ability. Many pregnant women either using 
drugs or on substitute prescribing may have safeguarding concerns, including domestic abuse and 
mental health issues. Their partners may also be in drug treatment or have their own complex needs.  
Both pregnant women and their partners may minimize or try to conceal their substance use in fear 
of the repercussions, particularly relating to Children’s Services involvement. However not all parents 
will have safeguarding issues and each case will need to be considered on an individual basis. 

2.2 Substance use makes a significant contribution to maternal mortality in general and to psychiatric 
causes of maternal death in particular. (MBRRACE UK 2019) 

2.3 Multi-agency working is essential in order to ascertain factual circumstances and complete 
assessment of and identify the support needed for these vulnerable families. 

3. ANTENATAL CARE – FIRST COMMUNITY MIDWIFERY BOOKING VISIT 

3.1  If current or historical use of substances is identified at pregnancy booking, or at any time during the 
pregnancy/postnatal period a referral to the public health midwife should be made using an order 
(midwifery complex needs)through MY CARE. 

3.2 Arrange first scan and refer to consultant care. 

Discuss smoking cessation and refer to Smoking Services. 

3.3 Current or previous intravenous drug users may have histories of thromboemboli. V.T.E assessment 
must be performed and pathway followed. 

3.4 In cases of previous or current intravenous drug use (IVDU) or snorting cocaine, the patient should 
be offered Hepatitis C screening (in addition to routine antenatal serology). In cases of IVDU, poor 
venous access is often an issue so these bloods may need to be taken by an anesthetist. 

3.5 Ascertain history of other children and follow local safeguarding procedures as appropriate. 
https://hub.exe.nhs.uk/easysiteweb/getresource.axd?assetid=4975&type=0&servicetype=1 

4.0 FIRST MEETING WITH PUBLIC HEALTH MIDWIFE 

4.1 The public health midwife will refer to drug services (Together) with parental consent and they will 

arrange a meeting with the pregnant women and a drugs worker  

4.2 A full drugs history to be taken jointly where possible by the Public Health Midwife and drugs worker 
and full information given about the impact of the substance that is being used to 
mother/unborn/neonate.  

4.3 It is probable a drugs worker will complete a brief assessment if the woman is not currently known to 
drug services prior to the joint meeting. 

4.4 Assess IV access and check referral to anesthetic department for a plan during labour if required. 
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4.5 If known to be Hepatitis B or C positive check that has been referred to Hepatology (refer to local Hep 
B/ Hep C guidance). 

4.6 Refer to Pediatricians by means of reflective letter. 

4.7 Inform mother that both her and her unborn baby will be discussed at a monthly Public Health Liaison 
meeting. 

4.8       Write a reflective letter to the mother capturing all of the above and copying to the wider multiagency 
team. (GP/CMW/PHN/CONSULTANT OBS/PAEDS).  

5.0 ON-GOING ANTENATAL CARE 

5.1 A multidisciplinary approach to care and information sharing is essential. The Public Health Midwife 
will chair a monthly public liaison meeting to discuss ongoing care and plans. 

5.2 Regular contact with the client to offer support and advice on any continuing illicit drug use or the 
effects of methadone/buprenorphine should be made by the Public Health midwife and drugs worker. 
This should include documentation of mother and partners physical and emotional wellbeing and 
presentation  

5.3 Routine antenatal care by the community midwife  

5.4 Serial growth scans to be arranged as clinically indicated.   

5.5 Documentation of non-attendance is crucial. Any non-engagement should prompt consideration of 
disengagement and non-compliance and trigger consideration of threshold of harm to Unborn Baby. 
Where parents are open to drug treatment services they should be informed of any non-attendance.  

5.6 At each subsequent contact with the public health midwife there should be a reflective letter to the 
women and copied to all key professionals. This letter should include; Current prescription, plan for 
mother and infant post-delivery and any referrals made. 

5.7 There should be an agreed contact between the woman/pregnant person and assigned drugs worker. 
This could be by telephone or email.  

5.8 Haemodilution in pregnancy results in a ‘watered down’ effect of methadone so it’s common for the 
patient to need an increase in amount of methadone prescribed, particularly after 28/40. The amount 
of increase (and when this is needed) varies between patients. Any dose adjustment will be by the 
drug service worker and prescriber in drug services. 

 Women should be encouraged to discuss any withdrawal symptoms occurring as pregnancy 
progresses. Increases in medication should be normalized and reassurance provided to the women 
and not for her to be stigmatized as struggling. 

5.9 The outcome of any MASH enquiry should be documented following trust safeguarding guidance and 
any safeguarding plans to be clearly documented. 

5.10 A 32-week birth planning meeting will be held jointly with mother and partner, public health midwife, 
and drugs worker (if available) to discuss analgesia in labour, give information on plan for mother and 
baby post-delivery and agree mode of feeding, neonatal withdrawal information. Discuss co sleeping 
and sudden infant death. This should be captured in a letter to the client and copied to all key 
professionals and captured on MY CARE. 

5.11 If the woman wishes she can be offered an appointment with a Paediatrician.  

5.12 MY CARE notes maintained by midwives should contain: 

I. Full drugs/alcohol history. 

II. Current prescription and/or illicit use. 

III. Name of prescriber and pharmacist for collection of opiate substitute treatment.  Dispensing 
arrangements for e.g. Methadone – daily supervised/liberalized collection. 

IV.  Investigation results (including Hepatitis C). 
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V. Outcome of antenatal appointments which should include at least 1 home visit (risk assessment 
needed prior to this). 

VI. Date referral to Paediatricians made. 

VII. Discussion of safe storage of methadone/other medications. 

VIII. Any referrals made (if applicable) to Drug Services, Anesthetist for venous access, Children’s 
Social Care, Learning Disabilities Team, Hepatology, etc. 

IX. Attendance or failure to attend appointments. 

5.13 Women will be seen in a consultant clinic at 20 weeks and with any planned scans.  Growth scans 
when clinically indicated. 

5.14 The current prescription should be updated at any contact 

5.15 Breastfeeding should be discussed and encouraged, providing there are no other risk factors. 
Cocaine/crack use or chaotic use of illicit drugs should be discussed antenatally and again at 32-
week birth planning.   

5.16 In cases of non-engagement with midwifery services, a referral to Children’s Social Care should be 
considered, if this has not already happened, followed up and the Safeguarding pathway initiated. 
The Follow up of non-attendees for antenatal maternity guidance should be followed 
https://hub.exe.nhs.uk/easysiteweb/getresource.axd?assetid=2963&type=0&servicetype=1  

6.0 PRESCRIBING METHADONE IN PREGNANCY 

6.1  If a mother is prescribed Methadone during pregnancy, the following needs to be considered: 

I. Regular liaison between the drug service, the prescriber and maternity services. 

II. Changes in prescription dose should be documented in maternal obstetric notes. 

III. Together and the Specialist Midwives will advise women not to bring any prescribed drugs they 
may have into the maternity setting. 

• On admission inform Together/Prescriber and hospital pharmacist. The pharmacist can be 
bleeped on #463 or #229. 

• Where possible the hospital pharmacist and Together will see the woman on the ward. If not 
possible the pharmacist will contact community pharmacist and Together for confirmation of 
prescribed medication. drugs. 

• At weekends, the ward should ascertain the name of the dispensing community pharmacist and 
inform them of admission and to check current prescribed dose and last collection date. This 
should be documented. Please check Midwifery Complex needs flag for this information 

• If a woman brings in their prescribed drugs against advice this is their property. It should be placed 
in the box in the locked control drug cupboard on the ward. It must be checked in to the ‘Patients 
controlled drug book’. 

• Ongoing prescribing in the hospital setting must be taken from the ward stock and not the patient’s 
own prescribed drugs. 

• On discharge, any controlled drugs brought in by the woman must be returned to her with full 
documentation in the ‘Patients controlled drug book’ or pharmacy can destroy if this is more 
appropriate following discussion with pharmacy and Together. 
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Admission of Women who are prescribed Methadone /Buprenorphine 
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Discharge of Women on a prescription of Methadone/Buprenorphine 
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Weekend Discharges 

• Where possible discharges should be planned in advance. This is to ensure that the Woman’s 
community prescription is available at their named pharmacy. The ward should inform 
Together/prescriber and pharmacy of any planned discharge as soon as possible. Check FYI flag 
for details of pharmacy. 

• Where a discharge is not pre-planned, the woman should leave hospital with her patient I.D band 
still insitu. She will then return to the ward as a returner and have her prescribed drug dispensed 
from the ward. 

• This should only happen in very rare circumstances. Generally speaking discharge should not be on 
a Sunday as not all community pharmacists work on this day. 

The prescriber working with Together will aim to see the woman in the community on the day or day 
after discharge or have telephone contact. 

7.0 LABOUR AND THE DRUG-DEPENDENT MOTHER 

7.1 Any women with complex substance use who attended with Spontaneous rupture of membranes 
should be admitted and induced when indicated. They should not be sent home to await events. 

7.2 Universal precautions should be followed at all times. 

7.3 If Hepatitis C positive, avoid ARM, FSE and FBS.  

7.4 If Hepatitis C positive ensure thorough cleaning of baby’s skin prior to any injections. 

7.5 Analgesia is often a problem and difficult to manage.  Advice may be sought from an anaesthetist, 
higher doses of opiates are often required and an epidural may provide the best form of pain relief. 

7.6 Analgesia should be given as necessary (her methadone should not be regarded as analgesia and 
needs to be given at the usual time). 

7.7 On admission, obtain a history of recent drug use.  

7.8 If Safeguarding plan indicates inform duty Social worker 01392 384591/ If out of hours EDT 0345 
600 0388 of admission and subsequently birth. 

7.9 At delivery if baby has respiratory depression, Naloxone must never be given to infants as 
withdrawal could be precipitated and seizures may occur. 

7.10 It is not necessary to have a neonatologist present for delivery unless other indications are present. 

7.11 Monitoring in labour as per guidance 

7.12 It may be worth noting that abdominal cramps from drug withdrawal can be misinterpreted as 
premature labour. 

7.13 Remember that opiate based pain relief with women who are using Buprenorphine will not work as this 
is an opiate blocker. 

7.14 Water birth can be considered 
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8.0 CLINICAL ADVICE WHEN CARING FOR BABIES BORN TO MOTHERS USING HEROIN OR ON 

SUBSTITUTE PRESCRIBING. 

8.1 Baby will need observation for withdrawal symptoms using a NAS score (appendix 4) for a minimum 
period of 5 days. The lengths of stay will be dependent on NAS scoring and if the baby requires 
medication for withdrawal. Generally speaking baby will be assessed for withdrawal when nursed 
alongside mother on the postnatal ward. 

8.2 If baby appears to be withdrawing a septic screen should also be undertaken 

8.3 When withdrawal requiring treatment occurs baby will be admitted to NNU.  

8.4 If discharged following five days of assessment with no treatable withdrawal babies should be 
weighed in the community on days 7 and 10 or until birthweight regained as weight loss can be 
indicative of withdrawal. There needs to be agreed discharge planning either through a 
safeguarding plan or a meeting with involved professionals and the parents. This could be a plan 
agreed antenatally.  

8.5 NAS (Neonatal Abstinence Syndrome) may occur immediately after birth or up to several weeks 
later. Methadone withdrawal typically occurs 48-72 hours following birth. 

8.6 If a baby withdraws in the community the consultant paediatrician on call should be contacted and 
agreement for place of readmission agreed. This is likely to be NNU or transitional care 

8.7 Check maternal Hepatitis B, C and HIV status, if positive ensure follow-up is arranged. 

8.8 Hepatitis B vaccination programme should be offered for the baby.    
https://hub.exe.nhs.uk/easysiteweb/getresource.axd?assetid=5705&type=0&servicetype=1 

8.9 Discuss with the parents all aspects of withdrawal symptoms in their baby, extra help may be 
required for parents of babies that withdraw.   

8.10 Strongly advise mother against co-sleeping with baby Due to potential sedatory effects of    
            medication 

8.11 Concerns regarding maternal sedation should be communicated urgently to the Methadone 
prescriber who will arrange review. 

8.12 Liaise with social worker (if allocated). Ensure Children’s Social Care is aware of any concerns 
regarding parenting ability. 

8.13 Maintain confidentiality - do not openly discuss drug use, methadone prescription or social care 
involvement in the presence of other patients. 

8.14 Do not assume family/friends are aware of the situation.  Always give medication in privacy 

8.15 The hospital has a zero tolerance to illicit drug use. 

8.16 Maintain chronology at all times – positive and negative. 

9.0 CLINICAL ADVICE FOR MOTHERS USING OTHER SUBSTANCES. 

I. For mothers using crack, cocaine, amphetamines, benzodiazepines there will be a plan of care 
documented in the FYI flag on MyCare. If there are any concerns please discuss with Public 
health Midwife or paediatrician. 
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10.0 CLINICAL ADVICE FOR MOTHERS WITH OPIATE DEPENDENCY WITHOUT SUBSTITUTE 
PRESCRIBING. 

10.1. On admission take a substance use History (appendix 4) 

10.2. Ensure Senior Obstetrician review 

10.3. Contact TOGETHER Drug and Alcohol services for advice and referral to inpatient liaison worker. 

10.4. Refer to Management of Adult Inpatients with Established Opioid Dependence and Known  

Substance use guidance - https://hub.exe.nhs.uk/ resources/assets/attachment/full/0/77036.pdf 

11.0 POSTNATAL STAY AND DISCHARGE OF MOTHER AND BABY 

11.1 Where a safeguarding plan is in place, ensure social worker informed of the birth and document.  

11.2 Ensure Methadone is administered in a timely manner.  

11.3 Prescription dose should be recorded in maternal notes. 

11.4 Consider postnatal pain management and seek support from anesthetic team if required. 

11.5 Remember that opiate based pain relief for women who are using Buprenorphine will not work as this 
is an opiate blocker. 

11. 6 On weekdays – contact Together/Prescriber to re-start community prescription (at weekends contact 
Pharmacy directly – the mother can advise where it is dispensed). 

11.7  A smaller dose may be required postnatally as there will be reversed Haemodilution which results in 
higher concentration levels of methadone. 

11.8 Breastfeeding should be supported and encouraged if advised in birth plan. 

11. 9 Ascertain whether a multi-disciplinary pre-discharge meeting is needed. 

11.10 Ensure mother’s Drug Service is aware of planned discharge date so community prescription can be 
recommenced. 

11.11 Neonatology review may be arranged, e.g. if mother Hepatitis C positive. (how) 

11.12 If community staff are concerned that the baby is exhibiting increased symptoms of withdrawal after 
discharge the consultant paediatricain must be called and agreement for readmission made. 

11.13 Ensure that handover between Midwifery, Health Visiting Team and Social Care is comprehensive. 

 11.14 Ensure enhanced discharge discussion highlighting any identified risks of Sudden Infant Death 
Syndrome. 

12.0 MONITORING COMPLIANCE WITH THIS GUIDELINE 

12.1 The design and process of review and revision of this policy will comply with The Development and 
Management of Formal Documents. 

12.2 The review period for this document is set as default of five years from the date it was last ratified, or 
earlier if developments within or external to the Trust indicate the need for a significant revision to the 
procedures described.   

12.3 This document will be reviewed by the group or committee and ratified by the Director. 

12.4 Non-significant amendments to this document may be made, under delegated authority from the 
Director, by the nominated owner.  These must be ratified by the Director. 

12.5 Significant reviews and revisions to this document will include a consultation with named groups, or 
grades across the Trust.  For non-significant amendments, informal consultation will be restricted to 
named groups, or grades who are directly affected by the proposed changes. 
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APPENDIX 1 - EFFECTS AND RISKS OF SOME ILLICIT/PRESCRIBED DRUGS AND ALCOHOL 

DURING PREGNANCY 

 

Opiates (Heroin, Methadone), Codeine, Co-Codamol and any other opiate used illicitly).  Does not have a 
teratogenic effect but in pregnancy increased risk of: 

 

• Miscarriage 

• Placental insufficiency, SGA 

• Placental abruption, Intrauterine death 

• Pre-term labour 

• Withdrawal symptoms if dependency present 
 
Stimulants (Amphetamines, ecstasy, mephedrone) used illicitly to give the user more energy/mind 

altering sensations. In pregnancy increased risk of: 
 

• Miscarriage 

• SGA 

• Placental Abruption 

• Pre-term labour 

• High levels of amphetamine misuse can slightly increase the risk of fetal abnormality. 
 
Depressants (Diazepam, Temazepam) used for sedative/anti-anxiety purposes, either prescribed or taken 

illicitly. In pregnancy increase risk of: 
 

• cleft lip and palate malformations 

• Miscarriages 

• If ceasing use, withdrawals symptoms will occur (including risk of seizures) 
 

Cannabis (marijuana) smoked illegally. In pregnancy may result in: 
 

• Maternal psychiatric disturbances 

• An inherent risk of smoking associated SGA 
 

 
New Psycho-active substances (NSP) previously known as ‘legal highs’, designed to replicate effects of 
illegal drugs which falls into categories of stimulants or a depressant.  

 

• Currently not enough evidence to confirm risks to unborn baby 
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APPENDIX 2 - TREATMENT AND INFORMATION FOR OPIATE USERS 

Since 1990 the treatment choice for the opiate-dependent pregnant woman has been methadone. 
Buprenorphine (Subutex) is an alternative but is not usually started in pregnancy due to licensing 
regulations, however if the mother is already on an existing prescription and becomes pregnant, this 
can continue. 

Pregnant IV drug users will have risk of blood borne viruses, DVTs, endocarditis. Further associated 
risks include anemia, premature labor and placental abruption. The pregnant drug user may also suffer 
from psychological and social problems of low self-esteem, depression, anxiety, poverty, 
homelessness, legal problems and domestic violence.  Poor diet, little rest and lack of antenatal care 
will also increase the risk to mother and fetus. 

Many women present late in pregnancy. Some may have had amenorrhea for many years (due to a 
low Body Mass Index) so do not recognize signs of pregnancy. Some mistake signs and symptoms of 
pregnancy (nausea fatigue etc.) as withdrawal symptoms or “dirty drugs”. Others may have had 
previous contact with Children’s Services and be afraid to disclose the pregnancy. 

APPENDIX 3 - ADVANTAGES FOR METHADONE 

➢ It replaces illicit opiates with a stable/safe alternative (reduces the risks associated with 

injecting/inhaling drugs, e.g. blood-borne viruses, DVTs, injection site abscesses, septicemia, lung 

damage, risk of placental abruption). 

➢ It relieves the fetus of the peaks/troughs associated with heroin use. 

➢ There is no longer a need for the woman to fund her drug habit (reduced criminal activity/sex-

work).and be able to provide and prepare for her baby financially. 

➢ Methadone does not affect appetite whilst Heroin is an appetite suppressant and so associated with 

malnutrition and also carries risks of SGA for the baby.  

➢ Use of methadone in combination with good antenatal care improves the outcome of the pregnancy. 
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APPENDIX 4: Guidance for taking a drug history for substance misusers 

Are they with any local Drug Service? If yes, who is their prescriber and supplying community pharmacy? 

Main substance use – opiates (heroin, dihydrocodeine, etc.) or amphetamine usually. 

How often they are using – daily use indicates dependent use; less frequent use would make dependence 

unlikely. 

How they are using – smoking is less harmful then injecting, arm injecting is less harmful then groin injecting. 

How much they are using – most with a dependent habit will be using ¼ gram heroin equivalent or above per 

day. If smoking, take away a 1/3 of the amount for heroin equivalence. 

How long have they been using opiates? 

What other substances they are using – over-the-counter medicines, benzodiazepines and alcohol will 

increase markedly the risk of overdose with opiates. 

Whether they share needles, syringes, water, spoons or filters – increases the risk of contracting blood borne 

viruses. 

Whether they know the Hepatitis C status – injectors should be advised to have this checked. 

Whether they have been vaccinated against Hepatitis B – injectors should be encouraged to do so. 

Reports that they are on regular prescriptions for dihydrocodeine, diazepam etc. should be corroborated with 

their GP. 

In patients treated for opiate dependency the history should include: 

▪ Formulation of prescribed agent – methadone or buprenorphine 

▪ How long on prescribed agent 

▪ Current dose 

▪ Dispensing instructions – supervised consumption, daily dispensing 

▪ Community Pharmacy name, address and telephone number 

▪ When the last prescription was issued 

▪ When the last dose was taken 
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APPENDIX 5 – Neonatal Abstinence Syndrome (NAS) 

From the neonatal point of view, the ideal is to counsel mothers prior to delivery and to clarify the expected 
neonatal management, such as:  

• risks of withdrawal  

• need to observe the baby in hospital for at least 5 days  

• problems of breast feeding  

• need for immunisation  

Postnatal management  

1. Labour and delivery in hospital. Management determined on obstetric grounds.  

2. No Naloxone for resuscitation if opiates may have been used by mother.  

3. Neonatal ST 2-3 notified of pending delivery and present for usual obstetric indications.  

4. Babies cared for on postnatal wards/transitional care ward in quiet, warm surroundings and securely 
swaddled. Signs of withdrawal noted and recorded on the scoring chart and managed according to 
guidelines below. Four (4) hourly observations initially but could be increased if withdrawal symptoms 
occur.   

5. Routine investigations – none unless clinically indicated.  

6. Duration of admission: If no signs of withdrawal after 72 hours (5 days for methadone/buprenorphine) plan 
for discharge after 5 days. If signs of withdrawal occur then duration of admission will be determined by 
symptoms.  

7. BREAST FEEDING: Breast feeding should be encouraged if mum is stable on methadone/buprenorphine 
and may be considered with other substances See Appendix 6 

IMMUNISATION: Immunise babies with Hep B, follow up doses to be given by GP (use standard discharge 
letter).  

FOLLOW UP: Should take place in community by health visitor. Contact appropriate community 
paediatrician (for information only) – send discharge summary 

PHARMACOLOGICAL TREATMENTS  

OPIATE WITHDRAWAL  

1. Babies with significant withdrawal symptoms (total score =6) who are known to have been exposed to 
opiates (methadone, heroin etc) should receive oral Morphine as follows:  

• Nurse with apnoea alarm.  

• Morphine 40 micrograms/kg orally 4hrly.  

• Reassess every 12-24 hours  

• Increase dose by 20 micrograms/kg/dose until symptoms score is < 6.  

• If 120 micrograms/kg/dose does not reduce the score satisfactorily then consider adding 
Chlorpromazine as below.  

• Continue treatment for 24 - 48 hours before reducing the dose by approximately 20% every 24 
hours if total score < 6 until 40 micrograms/kg 4 hourly is reached then reduce frequency.  

• Reduce frequency 24-48 hourly to 40 micrograms/kg 6 hourly, 8 hourly, 12 hourly and stop.  

2. Babies must not be discharged on morphine.  

NON-OPIATE WITHDRAWAL SYMPTOMS  

If withdrawal symptoms occur following non-opiate exposure (e.g. cocaine, amphetamine etc), 
Chlorpromazine 1-3 milligrams/kg/day in 4 divided doses may be helpful.  
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BENZODIAZEPINES  

This might present late (up to 28 days). Observation period in hospital should be 3-5 days (depending on 
maternal dosage). Phenobarbitone 5 milligrams/kg once per day can be useful.  

Selective serotonin reuptake inhibitors (SSRIs)  

Around 30% of infants born to mothers on SSRIs will have some evidence of withdrawal, however it is 
unlikely to require treatment. The mother and baby should remain in hospital for 24 hrs for observation. 

CONVULSIONS  

• Continue with morphine dose  

• Consider a bolus of morphine 100 micrograms/kg IV  

• Treat along the neonatal seizure guideline (phenobarbitone 20 milligrams/kg to start)  

Treatment Schedule for NAS (Opiate withdrawal): OPIATE WITHDRAWAL SCORING CHART 
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APPENDIX 6 - CARE OF THE NEONATE 
 

Care to the neonate that may help reduce Neonatal Abstinence Syndrome symptoms.  

Difficulty sleeping / maintaining sleep state 

➢ Keep room quiet and dimly lit. 

➢ Swaddle using a soft or cotton sheet – if pyrexia dress baby in nappy only. 

➢ Try “nesting” by placing rolled up sheet or blanket each side and round head in cot – ensure padding 
is in contact with extremities. 

➢ Organize care to reduce handling. 

➢ Pacify by use of dummy. 

➢ Soft talk to baby. 
 
Generally irritable 

➢ Avoid positioning baby’s cot directly under fluorescent lights which will be highly irritating and cause 
visual discomfort to the baby. 

➢ Try sitting baby up facing you and if able, swaddle baby. 

➢ Hold closely and try to keep arms and legs flexed. 

➢ If baby makes eye contact – talk softly whilst baby is looking 
 
Limb tremor or stiffness or hyper-tonicity 

➢ Handle slowly and gently 

➢ Reduce tonicity by encouraging side lying, bringing knees and hips forward to bring baby out of hyper-
tonicity. 

➢ Place a soft towel under knees to abduct legs and help reduce muscle tone. 

➢ Help to control trembling by holding the hands across chest.  Shoulders forward. 

➢ Reduce environment stimuli. 
 

Panicked awakening when disturbed 

➢ Approach calmly and quietly. 

➢ Gently stroke baby and talk softly. 

➢ Slowly unwrap, initially holding limbs and then slowly releasing to help prevent agitation. 
 
When baby is alert  

➢ Encourage parents to take advantage of these periods and interact with baby. 

➢ Adopt face to face position, eye to eye contact with soft talking. 

➢ Be aware not to over stimulate – baby may only tolerate one stimulus at a time. 
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APPENDIX 7 - BREASTFEEDING AND THE DRUG/ALCOHOL-DEPENDENT MOTHER 

BREASTFEEDING AND DRUG AND ALCOHOL MISUSE (NHS EVIDENCE, 2015) 

➢ Most women who use heroin or other opioid drugs or substitution therapy (methadone) should be 

encouraged to breastfeed, but not if they use cocaine/crack or high-dose benzodiazepines. 

➢ Mothers should breastfeed immediately before an opioid dose is taken (to avoid peak 

concentrations of the drug in breast milk). Breastfeeding may reduce the intensity and length of 

NAS and has been shown to improve outcome. 

➢ Some methadone passes into breast milk, and where a mother continues to use methadone after 

birth, her fully breastfed baby is likely to develop fewer withdrawal symptoms. 

➢ Seek specialist advice if the woman is HIV positive or hepatitis C positive 

APPENDIX 8 - EXAMPLES OF SOME DRUGS WHICH WHEN USED BY THE MOTHER CAN RESULT 

IN NEONATAL ABSTINENCE SYNDROME (NAS) 

 

Opioids CNS stimulants CNS depressants Hallucinogens 

Morphine 
Heroin 

Methadone 
Codeine 

Buprenorphine 
Fentanyl 

Amphetamines 
Cocaine 

Crack cocaine 
 

Alcohol 
Barbiturates 

Benzodiazepines 
Cannabinoids 

Hypnotics 
Pregabalin 

Lysergic (acid) 
diethylamide (LSD) 
MDMA (ecstasy) 

Inhalants 
 

APPENDIX 9 - TYPICAL SYMPTOMS, TIMING OF ON-SET AND PHARMACOLOGICAL MANAGEMENT 

 

CNS GIT Autonomic Other 

Wakefulness 
Irritability 
Tremors 

High pitched cry 
Increased tone 
Brisk reflexes 

Seizures 

Poor feeding 
Vomiting 
Diarrhoea 

Poor weight gain 

Yawning 
Sneezing 

Fever 
Hiccoughs 
Sweating 

 

Tachypnoea 
Apnoea 

Skin excoriation 

Clinical features may vary with the type of drug, amount taken and timing of last antenatal use. Maternal 
and infant metabolism and excretion will also vary. 

IMPORTANT – consider other diagnoses, e.g. infection, hypoxic-ischaemic encephalopathy, electrolyte 
imbalance, hypoglycemia, intracranial bleed. 

Timing of onset of symptoms 

 

 
 

Pharmacological Management 

Initial drug treatment is oral morphine. Infants of polydrug users may require additional medication which 
will be decided by Neonatal team. Staff should refer to guidance in the management of NAS policy/local 
ward guidance.         

  

Early (3 – 72 hrs) Late (1-21days) 

Alcohol 
Heroin 

Morphine 

Methadone 
Benzodiazepines 

Barbiturates 






