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PNQIN Perinatal Opioid Project 2020 Practice Survey Overview 

In February 2020, the PNQIN leadership team distributed a survey about clinical practices around the care of 

mothers and newborns impacted by perinatal opioid use. This survey is a revised version of a survey that we 

conducted in 2017. The survey went to the team leaders at approximately 44 birthing hospitals in 

Massachusetts, and was completed by 27. The questions were designed to be answered by multidisciplinary 

hospital teams in obstetrics and newborn care. This survey primarily focused on the in-hospital care and 

discharge planning of newborns at risk for Neonatal Abstinence Syndrome (NAS). Questions specifically 

focused on maternal care practices, including questions about care during pregnancy, were removed from this 

survey as these areas are being assessed through the PNQIN Alliance on Innovation in Maternal Health (AIM) 

opioid initiative.  

Key Findings 

 Most hospitals have written policies or guidelines around the care of  mothers and infants impacted by 

perinatal opioid use.  

 Many hospitals are shifting from the Finnegan scoring tool to the Eat, Sleep, Console (ESC) care method. 

 Many hospitals have robust cuddler programs with extended availability (nearly 24/7). 

 Almost all hospitals are able to keep the infant and mother together and offer rooming-in when the infant 

does not require pharmacologic treatment before and after maternal discharge. When infants require 

pharmacologic treatment, some hospitals shift to more intensive care settings while many are still able to 

keep the mother and infant together.  

 Rooming-in continues to be more challenging when the infant is being treated in the special care nursery 

(SCN) or neonatal intensive care unit (NICU).  

 Most hospitals notify the Department of Children and Families (DCF) and provide referrals to Early 

Intervention (EI) for all opioid-exposed newborns, regardless of NAS diagnosis. 

2017 Survey Comparison 

 32 hospitals completed the survey in 2017, compared to 27 in 2020.  

 In 2017, almost all hospitals used the Modified Finnegan or Finnegan scoring system to evaluate NAS signs 

and symptoms, while one hospital used ESC. In 2020, the majority of hospitals reported using ESC. 

 Location of care shifted for full-term infants requiring pharmacologic therapy. In 2017, most hospitals 

responded that they typically cared for those infants in the SCN or NICU, while most hospitals in 2020 said 

that they were able to keep those infants in the mother-baby unit in a room that allows parents to stay 

overnight.  

 Criteria used for notifying DCF varied greatly in 2017, with 11 hospitals reporting all infants born to 

mothers with documented perinatal opioid use, 9 reporting all infants born to mothers with documented 

illicit perinatal substance use, and 7 reporting infants with NAS. In 2020, the majority of hospitals said they 

notify DCF for all infants born to mothers with documented perinatal opioid use.  

 In 2017, some hospitals referred all opioid-exposed newborns to EI while others referred only infants 

diagnosed with NAS; in 2020, almost all hospitals referred all opioid-exposed newborns.  
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2020 Hospital Survey Participation  

 

 

Guidelines 

 Most hospitals reported having written policies or guidelines on four key practice areas  (figure 1). 
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Toxicology Testing 

 Most Hospitals utilize meconium and urine for toxicology testing, while 1 or 2 hospitals use serum or 

umbilical cord testing (figure 2).  

 

 

Neonatal Abstinence Syndrome Scoring  

 Most hospitals are using the ESC care tool to score symptoms of NAS, while the remaining hospitals are 

either using the Finnegan or a modified version of the Finnegan (figure 3.1). 

 Almost all hospitals include nursing and parental input in NAS scoring (figure 3.2).  
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Pharmacologic Therapy  

 Most hospitals use Morphine as the first line agent and Phenobarbital for the second line agent when 

pharmacologic therapy is needed for treatment of NAS (figures 4.1, 4.2). 

 Most hospitals report using standing dosing with eventual taper when first initiating medication (18 

hospitals), while a few hospitals (8 hospitals) are using PRN dosing to initiate pharmacologic treatment 

(figure 4.3). 
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Cardiac Monitoring 

 Most hospitals routinely use cardiac monitoring and oximetry for infants receiving pharmacologic therapy 

for NAS, while some do not use cardiac monitoring or oximetry (figure 5). 

 

 

Multidisciplinary Care 

 There is a variety of staff routinely involved in the care of infants with NAS. Almost all hospitals (24 

hospitals) reported the involvement of Lactation Consultants, while many hospitals included Volunteer 

Cuddlers, Physical Therapists, and Occupational Therapists (18, 13 and 10 hospitals). Other responses 

included Nutrition, Social Work, Speech and Language Pathologists, and Music Therapy staff. (figure 6). 
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Location of Care 

Pharmacologic Treatment Not Required  

 Almost all hospitals (26 hospitals) keep full-term infants not requiring pharmacologic treatment in the 

mother’s room in the mother-baby unit when the mother is still hospitalized (figure 7.1).  

 Most hospitals (18 hospitals) keep full-term infants not requiring pharmacologic treatment in a parent room 

that allows the mother to stay overnight in the mother-baby unit after the mother is discharged (figure 7.2). 

Pharmacologic Treatment Required 

 While location of care varied for full-term infants requiring pharmacologic treatment who had not yet begun 

weaning, the majority of hospitals were able to keep these infants in the mother-baby unit or in the pediat-

ric ward, where rooming-in is often available (figure 7.3).  

 Similar results were seen for full-term infants requiring pharmacologic treatment who had begun weaning 

(figure 7.4).  
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Rooming-In 

 When an infant is in the newborn nursery, rooming-in is typically always available.  

 When an infant is in the special care nursery or NICU, rooming-in is always or sometimes available.  

 When an infant is on the pediatric ward, rooming-in is typically always available.  

 When asked about barriers to offering rooming-in to parents when desired, respondents largely reported 

lack of availability and high census levels as the major barriers. Several hospitals indicated that DCF 

involvement often impacts the ability to offer rooming-in to mothers post-discharge.  
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Cuddler Programs 

 Most hospitals reported having a cuddler program (figure 9.1). 

 Among hospitals that have a cuddler program, cuddlers are typically available for extended hours, but not 

24/7 (figure 9.2). 
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Breastfeeding 

 Hospitals report several different factors in considering infants eligible to receive their mother’s own 

breastmilk. The most common factors identified were maternal HIV status, and maternal toxicology results 

during pregnancy and at labor and delivery (figure 10.1).  

 Most hospitals require that the mother’s toxicology test be negative on admission to be determined eligible 

for breastfeeding (figure 10.2).  

 Similac 19 or Enfamil 20 or similar was the most commonly used default formula when breastfeeding was 

not available (figure 10.3).  
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Marijuana Use 

 Most hospitals (19 hospitals) routinely screen pregnant women verbally for marijuana use (figure 11.1), and 

include marijuana in toxicology testing panels (22 hospitals) (figure 11.2).  

 Almost all hospitals consider marijuana use to be either a relative or absolute contraindication for 

breastfeeding. Most hospitals reported that marijuana use is a relative contraindication (21 hospitals) and 

that mothers are counseled to quit and breastfeeding is recommended or encouraged if they are in 

agreement with quitting (figure 11.3).  
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Notification to Department of Children and Families 

 About half of participating hospitals reported using a standardized tool to determine the need for notifying 

DCF (figure 12.1).  

 Nearly all hospitals notify DCF for all infants born to mothers with documented perinatal opioid use (figure 

12.2).  

 Answers around eligibility for mothers and infants to room-in when DCF is involved varied, with most 

indicating yes, always or yes, in certain circumstances (figure 12.3).  

 Most hospitals (19 hospitals) reported that in certain circumstances, mom and infant were eligible for 

unsupervised visits in the hospital when custody has been given to DCF, while some hospitals said that they 

were ineligible (figure 12.4).  

 Among hospitals who reported that mom and infant were not eligible for unsupervised visits when DCF has 

taken custody, most said that DCF was responsible for this supervision, while some said that nursing staff 

or social work staff was often responsible (data not shown).  
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Discharge and Plans of Safe Care 

 Most hospitals never or rarely discharge infants home on pharmacology therapy (figure 13.1). 

 There was a variety of responses for how often infants are transferred to another facility prior to discharge 

home, with most hospitals answering rarely or never (13 and 7), while some answered occasionally or 

frequently (4 and 2 hospitals) (figure 13.2).  

 Most hospitals (17 hospitals) have a Plan of Safe Care (POSC) process in place, while some hospitals do not 

(3) or are unsure (5) (figure 13.3).  
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Early Intervention 

 The majority of hospitals routinely refer all opioid-exposed newborns to Early Intervention (EI) (20 

hospitals) while some only refer infants who receive an NAS diagnosis (5 hospitals), and two hospitals 

reported that they do not have a standard protocol around EI referral in place (figure 14.1).  

 There is a wide variety among staff members responsible for making EI referrals. According to this survey, 

most EI referrals are made by social workers, occupational therapists and physical therapists. Other staff 

that make EI referrals include nurses, physicians, and unit coordinators. Other responses included 

pediatrics providers (figure 14.2).  
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Conclusions and Next Steps 

The results of this survey provide valuable insight into the variation in clinical practices around the care for 

pregnant woman with OUD and infants with NAS among birthing hospitals in Massachusetts.   

Several areas of practice are generally consistent across hospitals, including:  

 practices around the use of pharmacologic therapy for NAS, such as agents used and dosing methods; and  

 availability of cuddler programs and rooming-in when an infant does not require care in the NICU or SCN.  

There are also areas where hospitals appear to be more consistent when compared to results from the 2017 

survey, such as criteria around notifying DCF and policies around marijuana use and breastfeeding eligibility. 

These shifts towards more consistent practices across the state are an important step in ensuring that all 

mother-infant dyads impacted by opioid use receive the same quality of care, regardless of where they seek it.  

There is evidence of  some variation in practices among hospitals that should be acknowledged, most notably:  

 NAS scoring tool used by hospitals, which has changed significantly since the 2017 survey, with the 

majority of hospitals now using the ESC care method rather than the Finnegan or a Modified Finnegan, 

likely due to NeoQIC’s ongoing ESC collaborative training and technical assistance efforts; 

 location of care for infants who require pharmacologic therapy;  

 rooming-in availability across intensive care units;  

 utilization of a standardized tool to determine the need for notification to DCF, and the policies around 

rooming-in and unsupervised visits when DCF has taken custody of the infant.  

The growing focus on ESC may impact the variability in some of the aforementioned practice areas. Many 

hospitals still have varying degrees of capacity for rooming-in, especially in the NICU or SCN, and different 

practices around separating dyads when pharmacologic therapy is required. With increasing uptake in the ESC 

care method, we may see a shift in practices in more hospitals around these areas as a significant component of 

ESC is keeping the dyad together and often results in keeping the infant out of intensive care settings 

whenever possible.  

The variation in practices regarding DCF speaks to the need for a continued partnership between PNQIN and 

DCF, and the need to find ways as a collaborative to improve the relationship between hospitals and DCF. In 

the open-ended questions, respondents expressed concern around communication by hospitals with families 

about the involvement of DCF and the notification of DCF for marijuana use, both issues that should be further 

clarified through this partnership.  

Finally, the following are potential areas of focus in applying the lessons learned from these survey results:  

1. continued work with hospital teams on ESC implementation in their organizations, with the expectation 

that over time, variability in practice will decrease as more hospitals adopt this method of care;  

2. renewed efforts to work with DCF and other state agencies, such as EI, to identify areas of variation among 

hospitals and regional offices and to look for opportunities to standardize practices and policies; and  

3. distribution of this report to participating hospitals and more broadly to help hospital teams and state 

organizations identify opportunities for improvement and standardization.  


