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Why Me 

• I care for sick and healthy term and preterm 
infants in Jacksonville 

• I chair a performance improvement project 
which began in late 2010 in Jacksonville to 
help shorten treatment time for NAS infants 
and help improve our safety 

• I also Chair the Florida Society of Neonatology  

 



Our Review of NAS  



Narcotic Abstinence Syndrome  
NAS 

• A constellation of signs and symptoms exhibited by 
newborns exposed to narcotics in utero 

• ONLY well described and treatable neonatal 
withdrawal syndrome 

• Infants exposed to cocaine, phenobarbital, nicotine, 
anxiolytics and antidepressants may display some 
abnormal signs and symptoms after birth 
inconsistently* 

*: AAP Policy statement 2011 



The treatment of NAS infants 
includes? 

• Non-pharmacologic measures 

• Narcotic administration 

• Non-narcotic administration 

• NO best pharmacologic regimen has been 
described* 

 

* Hudak, Mark. Narcotic Abstinence Syndrome. Committee of Fetus and Newborn, Am 
American Academy of Pediatrics 2012 



Non-Pharmacologic Management of 
NAS 

• EXTREMELY IMPORTANT 

• Should be instituted soon after birth 

• Started before pharmacologic treatment 

• Treatment should continue after discharge 

 





 NAS 
• It is estimated that 52-94% of infants exposed to 

methadone in utero may experience NAS that requires 
treatment 

• Not related to dose 

• Genetic answers may soon be forthcoming to help explain 
why fetuses exposed to similar amounts of opioids in 
utero may experience different withdrawal symptoms 

• CDC has recently reported that narcotic use during 
pregnancy is associated with increased risk of birth 
defects 

• FDA summit in 2010 raised concern about anesthetic use 
in young infants 



S & S of NAS (1) 

Early 
– Increased VS 

– Increased muscle tone 

– Inconsolable crying 

– Increased yawning 

– Increased sneezing 

– Increased moro reflex 

– Increased stooling 

– Increased sucking but discoordinated 



Finnegan Scoring 



Baseline Findings 

• Average maternal methadone dose is 102 
mg+/-35 mg (range: 10-210mg) 

• 74 infants were exposed to methadone alone 

• 29 infants exposed to other narcotics 

• 64% of the mothers smoked 

• 20% of mothers were on antidepressants 

• Only 68 mothers could we verify Rx 



Preliminary Findings: Old Protocol 

• Average length of RX 26 +/- 10 days (range 4-
51) 

• Average length of stay 31+/-10days (range 
14-56 days) 

• Average GA: 38.5 weeks and BW: 3069g 

• First dose of morphine given at 66 +/-39 
hours (range 4-251 hours) 

• 25% of patients also received phenobarbital 

 



OLD Treatment Protocol 



2nd PROTOCOL  

• Same total daily morphine dose but divided 
every three hours 

• If scores still high we use clonidine as second 
line drug rather than phenobarbital 

• At 2 of our facilities all RNs completed an 
educational update  on NAS 



2nd Protocol results 
(n=46) 

• Decreased treatment time to mean of 20.3 
days 

• Clonidine: is an excellent rescue medication: 
used in 20% of patients 

• Only 3 infants have required phenobarbital: 
all had birth defects 

 



3rd protocol 

• Just started: use ½ the starting dose of the 
other two protocols 

• Clonidine is rescue medication 



Other protocols 

• Children’s Miracle Network Grant to study 
Acupuncture as a primary or adjunctive 
therapy for NAS infants 



FSN Meeting in 2012 
• Collaboration with 3 major NICUs in Tampa area, 

Sarasota area 

• Work with UF statisticians to design appropriate 
protocols at each center 

• Goal is to reduce in-hospital treatment time to 
under 3 weeks 

• Work with FL Perinatal Quality collaborative and 
other stakeholders to reduce the Narcotic use in 
pregnancy women 

• Collaborate with FPQC & potentially MOD to 
develop an information pamphlet to give to 
expectant mothers about NAS 


