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Audience
Health care professionals (nurses, licensed nursing assistants, nurse practitioners, physicians, physician
assistants, lactation consultants, occupational and physical therapists, researchers, medical and nursing students)
who assess and care for newborns with Neonatal Abstinence Syndrome (NAS) due to in-utero opioid exposure.

Objectives
After completion of this training program, health care professionals will be able to:
1) Assess the ability of an opioid-exposed newborn to effectively eat, sleep, and console
2) Implement a step-wise approach to assessing infant consolability
3) Understand the purpose and indications of parent/care team huddles for NAS management
4) Achieve high reliability with use of the ESC Care Tool

Description of the Program and Website Link
In this program, you will: 1) Review this instructional manual, 2) Review the ESC Care Tool with Definitions
(Appendix A) and Newborn Care Diary (Appendix B), 3) Watch an instructional video on the ESC Care Tool,
and 4) review written and videotaped cases, performing assessments using the ESC Care Tool and then compare
your assessments with the final key ratings. We recommend that you complete the program in this order.

An internet-based copy of these ESC training materials and an instructional video are available at the following
link: https://www.neogicma.org/eat-sleep-console (password: “nas2018esc”). ESC Care Tool training
materials will be updated every 3-6 months, in an iterative manner, using feedback received from New
Hampshire, Massachusetts, Maine, and Vermont hospitals piloting and training in its implementation in a
Northern New England regional quality improvement (QI) collaborative.

Neonatal Abstinence Syndrome (NAS)

Neonatal Abstinence Syndrome (NAS) secondary to in-utero opioid exposure has increased 5-fold in the
United States between 2000 and 2012 and now affects 5 per 1000 live births nationally.*> NAS typically refers
to an opioid withdrawal syndrome characterized by behavioral dysregulation of the central, autonomic, and Gl
systems that occurs within 2-3 days of birth for infants exposed chronically to opioids in-utero.® Experts in the
field now recommend that NAS related to in-utero opioid exposure be referred to as Neonatal Opioid
Withdrawal Syndrome (or NOWS). Signs and symptoms include altered sleep, high muscle tone, tremors,
irritability, poor feeding, vomiting and diarrhea, sweating, tachypnea, fever, and other autonomic nervous
system disturbances.® All opioids can cause withdrawal symptoms, including long-acting agents methadone and
buprenorphine (Subutex, Suboxone), and short-acting agents such as oxycodone, heroin, and fentanyl, but the
severity of these symptoms vary greatly. All infants should receive non-pharmacologic (non-pharm) care as
first-line treatment.® Some infants may also require replacement opioids in addition. The American Academy of
Pediatrics recommends that all opioid-exposed infants be monitored in the hospital for 4-7 days for signs of
withdrawal that may require pharmacologic treatment.®> Without medication, symptoms typically resolve within
1-2 weeks. NAS can also occur after in-utero exposure to non-opioid agents such as benzodiazepines, selective
serotonin reuptake inhibitors (SSRIs), and nicotine. Prenatal exposure to cocaine can also cause infant
symptoms of neurologic dysregulation.* The ESC Care Tool was developed to assess and care for newborns
with in-utero opioid exposure to help monitor for and respond to symptoms specific to opioid withdrawal.
Infants with NAS due to other agents may be cared for using all of the Non-Pharm Care Interventions
recommended within this training manual but pharmacologic treatment with replacement opioids in the absence
of opioid exposure is not recommended.
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ESC Rationale and Development

The most commonly used NAS assessment tool in the U.S., often modified by individual institutions, is
called the Neonatal Abstinence Syndrome Score (NASS).>® This tool, more commonly referred to as the
Finnegan Scale, was developed in 1974. It contains a catalog of the most common neonatal opioid withdrawal
symptoms with points assigned for each item based on its perceived severity. The Finnegan scale, or various
modified versions of it, had an established inter-rater reliability coefficient of 0.82 when it was initially
developed.® Typically, Finnegan scores > 8 (or > 12) consecutively are used to initiate and titrate medication
treatment. However, the rationale for using this score-based approach for medication initiation and titration has
never been scientifically established or validated.

Recently, the validity of the NASS has been questioned due to concerns for its poor psychometric
properties.” Newer quality improvement studies suggest that decisions to initiate and titrate medication
treatment may be better based on function-based assessments of the newborn especially regarding how well the
infant is eating, sleeping, and consoling rather than on a numerical score-based approach.®*° Data suggests that
using a function-based assessment tool could result in reduced medication treatment rates and other improved
outcomes.”™ While we believe the infant should still continue to be assessed for significant signs of opioid
withdrawal, the ESC care method’s sole principles are to 1) optimize the newborn’s functioning as a neonate
through non-pharmacologic treatment provided by the parent (or other caregiver) and 2) reserving medication
treatment only for those newborns who are unable to eat, sleep, or console despite maximal non-pharmacologic
care (or if other significant concerns are present such as seizures or apnea). This method of assessing and
caring for infants with NAS/NOWS was developed by a collaborative effort between faculty at Yale-New
Haven Children’s Hospital, Children’s Hospital at Dartmouth-Hitchcock, and Boston Medical Center and is
currently being tested for inter-rater reliability and construct validity in a Northern New Enlgand regional QI /
learning collaborative.

Timing and Location of ESC Assessments

Staff should educate parents in use of the ESC Care Tool, its assessment items and their definitions, indications
for Formal Parent/Caregiver and Full Care Team Huddles, and ways to optimally implement Non-Pharm
Care Interventions. Staff should also educate parents in use of the Newborn Care Diary, involvement in
newborn assessments including how well their baby is eating, sleeping and consoling, best methods for
consoling their infant, and requesting infant assessments after feedings. Staff should perform ESC care
assessments every 3-4 hours after feedings, clustering other infant and maternal care (e.g., vital signs) at the
same time. Assessments should be initiated within 4-6 hours of birth and should continue for 4-7 days for
infants exposed to long-acting opioids® (e.g., buprenorphine, methadone) based on institutional guidelines and
infant symptoms, and for a minimum of 48 hours for shorter acting opioids (e.g., oxycodone, codeine).
Assessments should include all ESC behaviors that occurred since the infant’s last assessment as well as all
non-pharm care interventions implemented. Assessments should incorporate input from all infant caregivers
(e.g., mother/other parent, nurse, cuddler, infant provider) who interacted with the infant during this time
interval. Infants should be assessed in their own room and do not need to be removed from their mother (or
other caregiver) if being held. We recommend that parents use the Newborn Care Diary to keep track of their
infant’s behaviors and for staff to incorporate these observations into their ESC assessments. Staff should
document their ESC assessments and care recommendations on the ESC flowsheet, in the paper or electronic
medical record, and share these with the parent (other caregiver) each time. For pharmacologically treated
infants, ESC assessments should continue for at least 24 hours after stopping opioid replacement medication.
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Eating

The first component of the ESC Care Tool is infant feeding: “Does the infant have poor eating due to NAS -
Yes / No?”

Adequate eating depends on the gestational and postnatal age of the infant. “Eating well” is generally defined
as breastfeeding 8-12 times per day with an effective latch and milk transfer OR feeding an expected volume for
age with an alternative feeding method (e.g., bottle, syringe or cup feeding depending on parental preference
and institutional care practice). Staff should encourage parents to feed their baby whenever showing hunger
cues (e.g., desire to suck, hands to mouth, licking lips, rooting) and until content. If a pacifier is used, it should
be introduced only after a baby has fed well and is no longer showing hunger cues. Due to the potential to
interfere with a good latch, pacifiers should be withheld until babies are breastfeeding well unless difficulties
with NAS are present.

Poor eating due to NAS: Baby unable to coordinate feeding within 10 minutes of showing hunger OR
sustain feeding for at least 10 minutes at breast or with 10 mL by alternate feeding method (or other age-
appropriate duration / volume) due to opioid withdrawal symptoms (e.g., fussiness, tremors, uncoordinated
suck, excessive rooting).

Special Note: Do not indicate Yes if poor eating is clearly due to non-opioid related factors (e.g.,
prematurity, transitional sleepiness or spittiness in first 24 hours of life, inability to latch due to infant / maternal
anatomical factors). If it is not clear if the poor eating is due to NAS, indicate Yes on the ESC flowsheet and
continue to monitor the infant closely while optimizing all non-pharm care interventions.

OPTIMAL FEEDING:

e Baby feeding when showing early feeding cues and until content, on demand, without any limit placed
on duration or volume of feeding. Baby should be offered feedings whenever showing the desire to suck.

e Breastfeeding: Baby latching deeply with comfortable latch for mother, and sustained active suckling for
baby with only brief pauses noted. Staff assist directly with breastfeeding to achieve more optimal
latch/position. Express colostrum and have baby feed on an adult finger first to organize suck prior to
latching, as needed. Withhold pacifier use, as able. If infant is having difficulties coordinating feeding at
breast, finger feeding or supplementation at breast with a Supplemental Nurser System (SNS) should be
considered. If supplementation is felt to be indicated, the following priority should be given to type of milk:
mother’s own milk, donor human milk (if available), or formula (if other milk not available or mother
desires).

e Bottle feeding: Baby effectively coordinating suck and swallow without gagging or excessive spitting up.
Instruct parent to provide chin support, or modify position of bottle or flow of nipple if any concerns
present.
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e Consult lactation or feeding specialist if feeding difficulties continue despite above optimal feeding

measures.

Sleeping

The second component of the ESC Care Tool is infant sleep: “Did the infant sleep less than 1 hour after
feeding due to NAS — Yes / No?”

Normal sleep patterns for gestational and postnatal age should be taken into account. Sleep < 1 hour may be
normal in the first few days after birth, particularly in breastfed infants who are cluster feeding (i.e., feeding
frequently in a short period of time especially during the night-time).

Sleep < 1 hour due to NAS: Baby unable to sleep for at least one hour after feeding due to opioid
withdrawal symptoms (e.g., fussiness, restlessness, increased startle, tremors).

Special Note: Do not indicate Yes if sleep < 1 hour is clearly due to non-opioid related factors (e.g.,
symptoms in first day likely due to nicotine or SSRI withdrawal, physiologic cluster feeding in first few days of
life, interruptions in sleep for routine newborn testing). If it is not clear if sleep < 1 hour is due to NAS, indicate
Yes on the ESC flowsheet and continue to monitor the infant closely while optimizing all non-pharm care
interventions.
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Consoling

The final symptom component of the ESC Care Tool is infant consoling: “Is the infant unable to be consoled
within 10 minutes due to NAS - Yes/No?”

Unable to console within 10 minutes due to NAS: Baby unable to console within 10 minutes (due to opioid
withdrawal symptoms) despite infant caregiver/provider effectively providing any/all of the Consoling
Support Interventions below.

Special Note: Do not indicate Yes if infant’s inconsolability is clearly due to non-opioid related difficulties
(e.g., caregiver non-responsiveness to infant hunger cues, circumcision pain). If it is not clear if the inability to
console within 10 minutes is due to NAS, indicate Yes on the ESC flowsheet and continue to monitor the infant
closely while optimizing all non-pharm care interventions.

Consoling Support Interventions (CSIs)

Providers should consider performing the CSls below in the following order to assess the level of support
required for the infant to console. This approach was adapted from the Newborn Behavioral Observation (NBO)
scale.’* While performing the CSls in the recommended order, providers should demonstrate to parents how to
implement the interventions and discuss the infant’s response to them. Providers should also educate parents
(and other caregivers) that they should offer CSls in the manner that they feel is best at the time (e.g., feeding
infant if showing hunger cues and picking up if crying) and do not need to go through a specific order to
console their infant.

1) Caregiver/provider begins by softly and slowly talking to infant, using his/her voice to calm the baby.

© 2017 Boston Medical Center Corporation, Dr. Matthew Grossman and Children’s Hospital at Dartmouth-Hitchcock
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2) Caregiver/provider looks for hand to mouth movements and facilitates as needed by gently bringing
the baby's uncovered hand to his/her mouth, watching for signs of consoling (eye opening, calming,

slowed breathing).

3) Caregiver/provider continues talking to infant while placing hand firmly but gently on baby's
abdomen.

4) Caregiver/provider continues softly talking to baby while bringing baby’s arms and legs to the center of
body.

© 2017 Boston Medical Center Corporation, Dr. Matthew Grossman and Children’s Hospital at Dartmouth-Hitchcock
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5) Caregiver/provider picks up infant, holds skin-to-skin or swaddled in blanket, and gently rocks or
sways infant.

6) Caregiver/provider offers a finger or pacifier for infant to suck on, or a feeding if infant showing
hunger cues.

CONSOLING SUPPORT NEEDED

1. Able to console on own: Able to console on own without any caregiver support needed.
2. Able to console with caregiver support within 10 min: Able to console within 10 minutes with any
level of consoling support provided by infant caregiver/provider.

Unable to console with caregiver support within 10 min: Unable to console within 10 minutes despite
caregiver/provider effectively implementing all levels of consoling support.
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Parent/Caregiver and Full Care Team Huddles

A Formal Parent/Caregiver Huddle is recommended at any time if the infant has a Yes for any ESC item
OR 3 for Consoling Support Needed. During the huddle, the infant’s RN/provider and parent/caregiver should
discuss 1) ways to further optimize Non-Pharm Care Interventions further including presence of a
parent/caregiver, 2) infant’s response to and efficacy of CSls implemented, 3) efforts to improve feeding (when
needed), and 4) assessment of the infant’s environment. Staff should make all efforts to encourage the parent or
another caregiver to be present at all times to provide optimal non-pharm care for the infant. If the infant
continues to receive a Yes on any ESC item or a 3 for Consoling Support Needed (or other significant
concerns are present) despite maximal non-pharm care, a Full Care Team Huddle should be called
including the parent/ caregiver, bedside nurse, AND infant physician or associate provider. Hospitals may
individualize the manner in which the huddle is performed but at a minimum all those mentioned should be
involved in medical decision making. A social worker should be included as needed to facilitate parental
presence / engagement. If non-pharm care is maximized to its fullest and the infant continues to have poor
eating, sleeping, or consoling (or other significant concerns are present) and symptoms are felt due to
opioid withdrawal, then an opioid replacement medication should be considered. Staff / providers should
continue to follow the infant closely, maximizing all Non-Pharm Care Interventions regardless of
management decision.

DT ¥

Parental / Caregiver Presence

We recommend documentation on the ESC Care Tool flowsheet of the presence of a parent (biological or
foster) or other caregiver (e.g., family support person, cuddler) at the bedside when assessments are
performed.’* Documentation should reflect parental/caregiver presence with the infant (in their own room or in
Nursery for procedures) since the last ESC assessment. The ESC Care Tool includes a rating code from 0-4
with increasing code number indicating greater parental/caregiver presence. If the infant is having eating,
sleeping, or consoling difficulties and the parent’s (or other caregiver’s) presence is less than the time since last
assessment, staff should encourage ways to optimize presence further to help the infant through their
withdrawal more effectively.

11
© 2017 Boston Medical Center Corporation, Dr. Matthew Grossman and Children’s Hospital at Dartmouth-Hitchcock



NN EPQIN v ﬁ%ﬁgﬁ: Cm D Children’s Hospital at

YALE-NEw HAVEN DarUnouth—HjtchCOCk

PERINATAL QUALITY IMPROVEMENT NETWORK CHILDRENS HOSPITAL (plelolilalrlalilc]s]

Non-Pharmacologic Care

First-line treatment for infants with in-utero opioid exposure is non-pharmacologic care® which
significantly reduces an infant’s likelihood of needing pharmacologic treatment and its duration when
initiated.>*%*#™3 We encourage a consistent institutional approach of focusing on the parent as the primary
caregiver and means of prevention and treatment for NAS. Staff should review recommended Non-Pharm
Care Interventions with families prenatally, upon birth admission, and at time of newborn assessments. Staff
should regularly educate parents in these interventions including when and how to increase their use.
Additionally, staff should recognize parents and reinforce interventions when they are implemented effectively.
The infant’s care team should ensure that Non-Pharm Care Interventions are maximized to their fullest
prior to considering pharmacologic treatment when an infant demonstrates eating, sleeping, or consoling
difficulties due to NAS. Staff should also instruct parents in CSls as additional ways they can console their
infant.

Recommended Non-Pharm Care Interventions:

¢ Rooming-in together and Parent (or other caregiver) presence throughout baby’s entire hospital stay

e Skin-to-skin contact as much as possible with parent/caregiver fully awake to help calm baby and promote
neurobehavioral organization

e Holding/ gentle rocking / swaying

e Use of cuddler program, if available, for additional holding and support in the room

e Safe swaddling / flexed positioning

e Optimal feeding at early hunger cues; mothers are encouraged to breastfeed unless there is concern

related to continued substance use or other medical contraindication is present (e.g., HIV)

Quiet environment with low light stimulation in the room

Non-nutritive sucking with finger or pacifier, as needed, ensuring baby is well fed first

Additional help / support in room at all times with one caregiver napping while other caring for infant

Limiting visitors to 1-2 at a time (and to those that will be quiet and supportive)

Clustering infant’s care, allowing for uninterrupted periods of rest/sleep for infant and caregivers

Safe sleep/infant fall prevention: Ensuring that baby sleeps in their own bassinet, safely swaddled in a thin

blanket or a safe sleep outfit, on their back, without any additional items placed in the bassinet. When

holding the infant, the parent/caregiver should be fully awake. If sleepy, they should place the baby down in

the bassinet OR ask another caregiver, cuddler, or staff member to help with the baby. Staff should

encourage parent(s) to take a nap (even for just 20 min) whenever their baby is asleep, or being held by

another caregiver, to help “refresh” and decrease the likelihood of falling asleep with their baby

e Ensuring adequate parent/caregiver rest and self-care: Staff/providers should acknowledge that infant’s
symptoms and hospitalization may be stressful and challenging (e.g., baby needing to be held all of the time
to stay calm) and that it is ok to ask for help and/or take a break, when needed

12
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Prenatal / Parent Education

We recommend that hospitals partner with prenatal clinics and treatment programs/providers in their area to
provide in-person, written, and videotaped education (as available) regarding ways to best prepare for the
newborn’s NAS birth hospitalization. Recommended aspects of prenatal education include:

Timing of and most common symptoms of NAS based on maternal medication or substance

Ways to help manage withdrawal symptoms including skin-to-skin contact, breastfeeding, holding,
rooming-in, parental/caregiver presence, quiet/calm environment, limiting visitors

Importance of smoking cessation / cutting back to help decrease risk of / improve NAS and reduce risks
related to smoking in pregnancy and passive smoke exposure after delivery (e.g., SIDS, ear infections)

Plan to stay for baby’s entire birth hospitalization (4-5 days at minimum, up to ~ 2 weeks if baby needs
medicine) with help identified for in-hospital support and at-home help with other children/pets

How to follow for problems eating, sleeping, and consoling due to withdrawal, and ways to help infant if
symptoms are present

Reasons why baby may need medicine and what to expect if this happens (e.g., duration and location of
treatment)

Ways to know that baby is ready for discharge and plans for early and close follow-up after going home

Additionally, birth hospitals should also provide in-person, written, and video (as available) education regarding
the newborn’s birth hospitalization, including resources available and ways that the family can best help their
newborn through withdrawal. Examples of written prenatal / parent education are found in Appendix C.

Use of the ESC Care Tool in Preterm or Critically Il Infants

For premature infants, the sleep and consoling items of the ESC Care Tool can still be used without
modification. Given the feeding immaturity of premature infants, gestational and postnatal age-expected feeding
patterns should be used as a baseline. If infant feeding ability and tolerance is significantly worse than expected
for gestational age and felt (or possibly) due to NAS, indicate Yes for “Poor eating due to NAS”. If the infant is
intubated and sedated, or otherwise critically ill, assess infant in manner typically used in these clinical settings.

13
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Inter-rater Reliability (IRR)

We recommend that sites train “gold star raters” in use of the ESC Care Tool so that they can then perform
regular inter-rater reliability checks with bedside nursing staff (i.e., checking the reliability of ESC responses
between two providers). We recommend using the Eating, Sleeping, Consoling, Consoling Support Needed,
and Formal Parent/Caregiver and Full Care Team Huddle items for inter-rater reliability checks (total of
6 items). This means that one provider will perform the ESC assessment while a second provider
simultaneously performs an independent assessment while directly observing the patient encounter. Providers
then determine percent agreement between ESC items, with goal of a minimum of 80% agreement (5/6 items)
for bedside staff'® and 100% for “gold star raters”. The ESC IRR Tool in Appendix D can be used to
perform inter-rater reliability checks.

Pharmacologic Management

Opioid replacement medication should be considered for newborns that continue to have Yes responses to ESC
items (or 3 for Consoling Support Needed) due to NAS after a Full Care Team Huddle (including
parent/caregiver) and maximal Non-Pharm Care Interventions. In our institutions’ experience, less than 10-
40% of infants with prenatal long-acting opioid exposure require pharmacologic treatment using the ESC
assessment and non-pharm care method.®*° In contrast, most studies report initiating pharmacologic therapy for
NAS at a rate of 50-80% when using a numerical, score based-approach.'*® Most often opioid withdrawal
symptoms requiring pharmacologic treatment occur between day 3-4 of life.

The American Academy of Pediatrics recommends morphine or methadone as first-line pharmacologic
treatment for NAS.>** A recent clinical trial suggests that buprenorphine may also be acceptable.™ Currently, no
medications are FDA approved for the treatment of NAS and no universally accepted medication treatment
protocol exists. We recommend that institutions develop a standardized approach to the assessment and
treatment of NAS, and establish consistency between providers and care settings. Second-line pharmacologic
agents can include phenobarbital or clonidine but should be used infrequently.® Use of the ESC or a function-
based approach to NAS care has also been associated with decreased use of second-line pharm treatment.'® Two
sample medication treatment algorithms utilizing the ESC care approach are included in Appendix E.
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EATING, SLEEPING, CONSOLING (ESC) CARE TOOL

=  Review ESC behaviers with parents simce last asseszment 3-4 hour: age using Newborn Care Diary.

= If infant with Yes for apy ESC item or 2 for Consoling Support Meeded: Perform a Formal Parent/'Caregiver
Huddle 1o determine Non-FPharm Care Intervention: to be optimized further and continue to moniter clesely.

= Ifnorclear i gl s difffenines eaning, sleeping or conzoling are due to NAS, indicare Fes and continug to
moniter closely while epiimizing all Nen-Pharm Care Intervendons.

= If infant confinuwes with Yes for any ESC item or A for Consoling Support Needed (or other signiffcant concarns
are presgntl despite maximal non-pharm care: Perform & Full Care Team Huddle to determine if medication
treatment is needed. Continue to follow infant clozely, maximizing all Non-Fharm Care Interventions.

*Ree back of sheer for definidon af items prior ro performing assessment™® ESC Care Tool 2.25.18
TIME I I I N
EATING

Foor eating due to NAS? Yes / HNo | | | | | | |
SLEEPING

Sleep = 1 br due to NAS? Yes /No | | | | | | |
CONSOLING

TUnable to console within 10 min doe to NASY Yes /MNo

Consoling Support Needed

1: Able to console on own

1: Able to console with caregiver support within 10 min

3: Unable to console with caregiver support within 10 min
FLAN OF CARE
Recommend Formal Parent'C aregiver Huddle? Yes / No
Eecommend Full Care Team Huddle? Yes /Mo
Management Decizion

1: Contimme/'Optimize Mon-phanm Care

1: Initiate Medication Treatment

3: Confirme Meadication Treatment

4: Drher (please describe)
PARENTAL /| CAREGIVER FRESENCE

0: Mo parent present

1: <1 hour

2: 1-2 hours

3: 2-3 hours

4: = 3 hours
NON-PHARMAI CARE INTERVENTIONS
Eooming-in: Increase / Bsinforce
Parent'caregiver presence: Incresse / Beinforce
Skin-to-:lam contact: Increase /| Reinforce
Haolding by caregiver / cnddler: Increase / Feinforce
Safe swaddling: Increase | Beinforce
Optimal feeding at early hunger cues: Increaze  Beinforce
Cruiet, low light environment: Increase / Beinforce
Non-nwiritive sucking / pacifier: Increass / Reinforce | Kot MNeeded
Additional help / support in room: Increaze | Beinforce
Limiting # of visitors: Increase / Eeinforce
Clustering care: Increase | Feinforce
Safe sleep / fall prevention: Increase / Beinforce
FParent/caregiver self-care & rest: Increase | Feinforce
Optional Comments:

16
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DEFINITIONS
EATING

= Poor eating due to NAS: Baby unablz to coordinate feeding wirkin 10 minwtes of showing huager OR snstain feading
for af legsr 10 mimetes at breast or with 10 mL by alternate feeding method (or sther age-appropriafe dwratisn )/
volume) due to opivid withdrawal symptoms (e ., fasiness, fremors, uncoordinated suck, excessive rooting).

= Epecial Neve: Do oot indicate ¥gs if poor esting is clearly duoe to non-opioid related factors (e.z., prematurity,
transitional slespiness or 3pitiness m first 24 hours, mability to lacch doe to infamt | matemal anatomical factors).

SLEEFING

= Sleep <2 1 hoor due to NAS: Eaby unable to sleep for af leasy one hour after feeding due to opicid withdrawal
symptoms (.., fussiness, restlesmmes:, increased startle, tremors).

» Eperiol Wote: Do mot indicate Yes, if =leep < | bour is clearly due to non-opioid related factors (e.z., sympioms in first
day likely due to micotine or S5FI withdrawal, ployziologic cluster feeding in first fzw days of life, imtermuptions m zleep
for routing newhorn testing).

CONSOLING

+ Unable to console within 10 minotes doe to NAS: Baby oneble to console within 10 misofes [due to opicid
withdrawal sympioms) despite infant caregiver'provider effectively providing any'all of the Consoling Support
Interventions below.

= Epecial Note: Do not indicate ¥py if infant's inconzalability is clearly duoe to son-opicid related factors (e.z., caregiver
noR-Tezponsivensss to infamt bunger cwes, ciroamcizicn pamy).

Consoling Support Interventions (C5I5)

Carepiver bagms sofily and :lowly talkinz fo infant, using voics to calm infamt,

Carepiver looks for hamd-to-mouth movements and facilitates by gently bringing infast’s hand to moath,

Careeiver contitues talking to infant and places careziver’s hand frmly but sently on infant’s abdaren.

Carepiver contimues sofily falking to infaet bringing baby's amms and lees to the center of body.

Carepiver pick: up infant, kolds skin-to-skin or swaddled m blamket, and genthy rocks or sways infamt.

Carepiver offer: a finger or pacifier for infant to swck, or a feeding if infant showing harger cues,

o Parenticaregtver showld gffer O3 to mfoet i smaveer thar they feel = best af the thne (2.8, freding if mfle

showing humger cues, picking bady wp ifcrping). Providers should consider nfroducing C5I, In the arder
above, fo assess the ievel of support needed te consale the o orier e

e T b

= n

CONSOLING SUPPORT NEEDED

1. Able to console on own: Albls to console on own withouwt any caregiver support peeded.

1. Able to console with caregiver support within 10 min: Abls to conzale within 10 mimetes with amy Level of consoling
support provided by infant carepiver provider.

3. Unsble to console with caregiver sapport within 10 min: Unable to consale within 10 mirmtes despite caregiver or
provider's effective implemestation of all levels of consoling suppert

PLAN OF CARE
+ Formal Parent'Caresiver Huddle: 1Y bedsids kuddle with parsntcarsgiver fo determine Won-Pharm Cars

[pferveniion: to optimize " Increase’) furthes
= Full Care Team Huddle: Bedside huddle with parest ' caregiver, infant B2 and phrysician or associzte provider.

PARENTAL | CAREGIVEE FEESENCE
» Time zimce last azseszment that parent, or other caragiver, spent with mfaat in own room (o m Murzery for procedures).

OPTIMAL FEEDING:

+ Baby feeding when showing early bunzer cues and until comtent, oo demand, without amy limit placed on duration oz
wolurae of feeding. Baby should be offered feedings whenever showing the desirs to suck

= Breastfeeding: Eaby latching deeply with comfortable latch for mother, and sustaimed active suckling for baby with cnby
brief panzes noted. Staff aszist directly with braaztfeeding to achisve mare optimal latch/position. Express colostnom and
ke bakry feed on an adult finger fivst to arsamize suck prior te latching, as peeded. Withhald pacifier use, 22 abla.

» Brile feeding: Baby effectively coordinating suwck and swallow without gageing or exce:sive spitting up. Instract parent
to provide chin suppert, or modify postton of botle or flow of nipple if any feeding dificultes present

» Comsult lactation or feeding specialist if fesding difficultiz: contmuoe despite above optimal feeding measures.
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MNewborn Care Diary

- Children’s Hospital at
Dartmouth-Hitchcock

Baby's Name: ___ Samantha Rose Baby’'s Med Record §:__ 1234567-2 Date: _ 21418
Time of Breast Bottle Time Time Did baby Did baly sleep Did baby Check Check Extra Comments /
baby’'s feeding | feeding when when feed well? for an hour or console in box box Care Provided
feeding (total # (total balyy baby {If no, please more? 10 min? for for poop
(startto | minutes) #mL) fell woke describe) (If no, please (If no, please pee (please
finish) asleep up describe) describe) describe)
example Yes but needed Yes Yes - Was very Last feed was 4 hr ago - will
1215 pm- | L—15 min Eam 12:00 to suck on fussy when woke ¥ vy do skin-to-skin time and offer
1240 pm | R—10min pm finger for 2 min up but calmed breastfeed sooner next time
before abile to down after 5 min loose
latch on ok of holding and
sucking on finger
example | L-15 min 1:00 2:05 Yes but baby Yes No — took 15 min Vv Vv Startling easily and having
2:30 pm- pm pm kept rooting to calm down maore tremors
2:45 pm around and had while holding watery
problems him skin-to-skin Nurse helped me express my
Iatching. Finally and sucking on miilk and get him latched on
abie to latch my finger after changing my position
after 15 min of
trying. Will put him on my chest

skin-to-skin earlier next time
and call for help prior to BF

L-
R -
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What happens if my baby does
need medicine to treat NAS?

Right now, moat babies who need medicine to treat
NASwill b in the hospital and on medicine
for 10 to 14 days. Some bables may veed even
longer. It is very important that you are able to stay
with your baby this whole time as you are still
the most impaortant treatment for your
hahby. It is verr important to plan abead in case
this happens!
% Plan o have at least one family member ar
friend here with you to help care for your
Baby in your room,
*  Bringenoagh clathes and personal items
with you to last for 2 weeks or more.
Plan tn have somenne wateh your ather
children and/or pats while you are away.
Sometines it is hard w talk o your family
about why your baby might need to stay in
the hospital. If this is true for you, ask your
OB or Padiatric provider tn help.

-y

Congratulations on your
pregnancy and/or the birth
of your new baby!

Our team is committed to providing you and your
baby wwith the best care possible. The information in
this pamphlet unll help you learn hows ta best care
Jor your baby after birth,

What is NAS?

*  Neonatal Abstinence Syndrome, or NAS, ooeurs

when & baby withdraws from opioids after birth.

It is also sometimes called Neonatal Opioid

Withdrawal Syndrome (NOWS).

Most babies show signs of withdrawal 2 to 3 days

after birth, but some may not show signs until

day 4 or 5.

*  Your baby should stay in the hospite] until most
of the symptoms of NAS are over.

*

What are the most common
signs of NAS?

Tremors, jitteriness, or shaking of arms and legs
Tight muscles in arms and legs

Fussiness

Problams eating or sleeping

Hard to console or calm down

Need forsucking when not hungry

Frequent spit ups or vomiting

Loose or watery stools (poops)

Tronble losing too much or net gaining enough
weight (after day 4)

L

Serious symploms like stopping breathing or seimires
are possible but very rare.

Appendix C

When can [ take
my baby home?

Your baby’s care team will help decide when it is
eafe for your baby te go home, We will need to
watch your hahy for at least 4 to 5 days in the
hospital to make sure all of the medicine or drug is
out of vour baby's body.

Your baby is ready to go home when he or she is:
Feading and sleeping well.

Easy to consele (calm down ),

Has not lost too much or is gaining weight,
Able to maintain o healthy temperature,
heart rate, and hreathing,

Has recaived the hepatitis B vaceine and all
newborn screening is done and normal.

No longer needs medicing, if it was started.
Has an appointment made with a home
visiting nurse and primary care provider
(PCP) for the first few days after discharge.

* k%

* ¥

We ook forward to working with
you ta help you and your baby have
the best care possible. If you have
any questions about any of the

tion in this pamphl
please ask your pediatrician, a
social worker or a nurse in the

infor

Birthing Pavilion.
NORTHERN NEW ENGLAND

PERINATAL QUALITY IMPROVEMENT NETWORK

NAS Scoring /Assessments

We will watch your baby closely for signs of
withdrawal every few hours. Let your nurse know
when vour baby is done feeding as this is a good
time to check your baby. You can also help us
watch your baby by keeping track of:

How well your haby eats

Hov well your baby sleeps

How well your baby consoles (calms)
‘What kinds of things help vour baby calm
(holding, skin to skin contact, swaddling,
sucking, a ealm room)

*  Very lovse or watery stocls (poops)

* % % %

We will give you a Newborn Care Diary to keep
track of all of these things!

What will my care team do to
make sure my baby is healthy?

% During your baby’s ime in the hospital, you
will be your baby's primary caregiver. We
will be here to help you, but your baby
will do best if you are the one
providing all of his/her care.

We will monitor yotur baby in the hospital
for at least 4 to 5 days.

If your baby has problems with eating,
sleeping, or consoling we will teach you
ways to help your baby,

If there are still problems after all that you
and we have done to help vour hahy,
medicine may be needed.

19

Neonatal Abstinence
Syndrome (NAS):

Caring for your newborn

This informational pamphiet was developed by Dr.
Bonmy Whilen and staff at the Children's Hospatal af
Dartmouth-Hitcheodk (CHal)).

How can I best help my baby?

*  ROOM IN TOGETHER: One of the best
things you can do for your haby iz 1o keep
Bimy/her with you at all times in your own
room. Being close to your baby helps you
respond quickly to his/her needs. Your haby
will feel safest and most comfortable when
eloge to yo,

& SKIN TOSKIN: Spend as much time “skin to
skin” with your baby when you are awake. This
helps your baby eat and skeep better, and will
help calm your haby. It can also help decrease
other symptoms of withdrawal, It also helps
your milk supply when breasifeeding.

*  SWADDLE/CUDDLE: Hold your baby ar
swaddle your baby ina light blanket. Just being
elose to someone, or “tucked” in a swaddle,
helps your haby fael safe and comfortable,
Take advantuge of owr "Cuddler Program”™ il
you nead it

* A CALM ROOM: Keep your room calm and
quict with the lights down low. Loud noises
aned hright lights may upsat vour haby.

*  FEEDAT EARLY HUNGER CUES: Feed
yourbaby whenever s/he is hungry and antil
content, atleast every 3 hours. Breastieed your
baby, unless you are unable to do so for
medical reasons.

*  SUCKING: Ifyour baby still wants lo suck
after a good feeding, offer a finger or pacifier to
suck on. This can be very comforting for your
baby. Always make sure your baby is not
hungry first!

%  LIMIT VISITORS: Try lo have unly one or
twa visitars in your reom at a time as more
may make your baby fussy or not sleep as well,

© 2017 Boston Medical Center Corporation, Dr. Matthew Grossman and Children’s Hospital at Dartmouth-Hitchcock
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SUPPORTIVE
BUNDLE OF CARE

Be with yo‘ur baby:
You are part of your
infants treatment!

20

1I

3I

4I

¢

Dartmouth-Hitchcock

Skin-to-skin: Hold your baby skin-to-skin as
much as possible. The whole family can join in
the fun. Be careful though - if you are feeling
sleepy, place your baby in the bassinette.
Feed on Demand: If you can, feed your baby
breast milk and feed on demand. This means
don't watch the clock; watch the baby for
feeding cues.
Calming Techniques:

Swaddle: Tightly wrap your baby to help

soothe them. Ask your nurses to show you!

Pacifiers: non-nutritive sucking

Shooshing

Slow, rhythmic up & down movements
Quiet room: keep the noise level as low as
possible by limiting visitors, asking your adults
friends and hospital staff to speak softly.
keeping the TV volume low, talking on the
phone quietly
Dim the lighting in your room.
Cluster care - ask your providers to group
things together that need to be done to limit
the interruptions to your baby.
Medications — Half of babies require
medication to help with their withdrawal, to
allow them to sleep, eat, and be comfortable.

© 2017 Boston Medical Center Corporation, Dr. Matthew Grossman and Children’s Hospital at Dartmouth-Hitchcock
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Appendix D

EATING, SLEEPING, CONSOLING (ESC) IRR TOOL

= Review ESC behaviors with parents since last assessment 3-4 hours ago using Newborn Care Diary.

= |f infant with Yes for any ESC item or 3 for Consoling Support Needed: Perform a Formal Parent/Caregiver
Huddle to determine Non-Pharm Care Interventions to be optimized further and continue to monitor closely.

o If not clear if infant’s difficulties eating, sleeping or consoling are due to NAS, indicate Yes and continue to
monitor closely while optimizing all Non-Pharm Care Interventions.

= If infant continues with Yes for any ESC item or 3 for Consoling Support Needed (or other significant concerns
are present) despite maximal non-pharm care: Perform a Full Care Team Huddle to determine if medication
treatment is needed. Continue to follow infant closely, maximizing all Non-Pharm Care Interventions.

DATE/TIME: RN “Gold Star” Rater

EATING

Poor eating due to NAS? Yes / No | |

SLEEPING

Sleep < 1 hr due to NAS? Yes/ No | |

CONSOLING

Unable to console within 10 min due to NAS? Yes/ No

Consoling Support Needed:
1: Able to console on own
2: Able to console with caregiver support within 10 min
3: Unable to console with caregiver support within 10 min

PLAN OF CARE

Recommend Formal Parent/Caregiver Huddle? Yes/No

Recommend Full Care Team Huddle? Yes/ No

INTER-RATER RELIABILITY PERCENTAGE %

Determining Inter-rater Reliability Percentage: Calculate the percent agreement between the RN and the Gold Star
rater on the 6 areas highlighted in yellow above. For example, if 6 out of 6 items are in agreement = 100% reliability, and
if 5 out of 6 items are in agreement = 83% reliability.

Hospitals may also use additional items from the full ESC Care Tool (Appendix A) to determine IRR, if desired.

21
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Sample ESC-based Pharmacologic Treatment Regimens
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Appendix E

ﬁ[ﬁmﬁ_‘- Boston Medical Center NAS
VEDIC A

Pharmacologic Treatment Algorithm

Begin ESC assessments within 4 hours of birth. Infants may be assessed on the mother skin-to-skin.

>

# Infants should be assessed every 3-4 hours with routine feeds [ cares.

# NAS Bundle of Care: Encourage breastfeading (if eligible), skin-to-skin with parents, parental
presence at the bedside, feeding on demand, swaddling, decreased noise and light stimulation

:

Consider initiation of Level 1 Neonatal Methadone 1mg/ml oral solution after a team huddle if:
= Infant with any 1 “Yes™ responses to ESC: 1) E = Poor feeding due to NAS, 2) § = Sleep < 1
hour due to NAS, OR 3) C = Console (Unable to Console within 10 minutes) AND:
+ Mon-pharmacologic care has been optimized first
« Evaluated for non-NAS causes of symptoms

!

3

4 L) b o=

Starting dose of Neonatal Methadone 1mg/ml oral solution
0.2 mg/kg'day PO divided g8 hours = 0.067 mg/kg/dose
0.4 mg/kg/day PO divided g8 hours = 0.133 mgkg/dose
0.6 mg/kg'day PO divided g8 hours = 0.200 mgkg/dose
0.8 mog'kg/day PO divided g8 hours = 0267 mg/kg/dose

« Continues to have “Yes™ to ESC due-to MAS despite
optimal non-pharmacologic care
« Methadone can be increased 1 time per day (g16 hours)

if:

Consider weaning if: ESC scores primarily “No” while being
maintained on the same dose for 24 hours.

:

Methadone Weaning:

= 'Wean by 10% of maximum
dose in mg'kg/day once
daily as tolerated.

= Discontinue methadone
when dose is 20% of
maximum dose.

= [For Level 4, consider
weaning down to 10% of
maximum dose.

= Infants should be

monitored for 48 hours off

methadone before

discharge home.

+ 'Wean methadone before

weaning secondary agents

If after a wean, persistent ESC
“¥es" due to NAS, then:
Option 1: Consider
increasing methadone dose
by 10%.
Option 2: Attempt fo hold
current dose for up to 24 hrs,
particularty towards the end of
the weaning process.
Option 3: If on “off dose™ of
20%, consider weaning down
to 10% of max dose.
Option 4: Consider adding
secondary agent if =50%
through wean.

. id \di |
agent if-

* Level 4 methadone and
persistent ESC “Yes" due fo
NAS, OR

» Stalled weaning for 2-3 days
particularty with
polypharmacy, after first
attempting methadone re-
stabilization.

L J

= Use Phenobarbital if
polypharmacy,
benzodiazepine, or illicit drug
exposed:
* 20ma/kg initial load, followed
by 5ma/kg/day maintenance
*Wean by 20% weekly

» UJse Clonidine if SSRI andfor
opioid only exposed:
* 1 mcgfkg PO g4 hours
*Wean by extending the
dosing interval from gdhr to
qahr to q12hr, then off

22
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Children’s Hospital at Dartmouth-Hitchecock
NAS Management Algorithm

# Accoss miant after feedings prefarably while skan-to-skin or held swaddled by mother/caragivar,

# Baviaw ESC bahaviors, which have ocourred sinee last assessment, using Newborn Care Diary with parents.

# Dptimal non-pharm care: Breastfeeding (1f no medical contramdiczhion), rooming-in, parental presence,
skin-to-skin, holding, swaddling, ad lib feeding (at least evary 3 hours), quiet environment, limiting visitors.

I Y™ to any ESC fem or “3s™ for “Soothing Support Used to Console Infant™ (1.2, difficulty respondmg to
all caragivar soothimg efforts OF does not soothe within 10 mumtes), parform team huddle with mother parant &
EM to determane non-pharm interventions that can be optimized.

# If continuees with “Yes™ for any ESC 1tem or “3s™ for “Soothing Support™ despite optimal non-pharm care,
perform full team huddle with motherparant. BN and Infant Provader.

!

Morphine Initiation: Consider mrtiating oral Morphine after full team huddle {7

# Contmues with “Yes™ to any E3C ftem or “3s™ for “Soothing Support™ AN

# Non-pharm care optimized to greatest extent 4N

# Non-NAS causes excloded (2.2, cluster feading, S2RI or nicotine wathdrawal in first 24 hours)
Starting dose of Neonatal Morphine oral solution:

# .04 mgle'dose PO every 3 hours (uze hirthweight for dosmgs).

!

MMorphine Fscalation: Consider increasze in morphme after full team huddle i - -
+ Continues with “Yes™ to any ESC item o “3s” for “Soothing Support” AND C"“—lg‘-" adding
# Mon-pharm care optimized to greatest extent 4N EE] uFi-u-"' algen]t:llieig_., I
* Non-NAS causes excloded Y ag™ ;E,]:-c-n_nes to
To increase oral morphine dose: ™ FSC due to NAS AND
# (3rve bohie dosa of 0,02 mg'ke once and merease baselina doga b 0.02 non-pharm ::;re
meks/doze (2. g, baseline dpse= 0.4 meks'dose; new dose =006 me'kg optimized 4ND:
/dose). Becommended maxirmim doze = 0,12 mz'ke'doss every 3 hours, » morphine dose
7 maxirmzad OF
. v e
MMorphine Weaning: Consider weaning if primarily “No™ rezponses for ESC ?j&?ﬁgﬁ day
whils on same dose for 24 hoors and nop-pharm care optimized. . for
¢ Wazn morphme mamtenamee dose by 10%49 of maromnm dose. polysubstance
* If mitial wean tolerated, wean up to 20% of mamtenance dose daihy. — withdrawal
¢ Discontmue morphine when dose 15 lazz than or equal to: {particularly if
a) 0.02 mg'ke/dose OR ben=odiazepme co-
b) dose no longer possibls to measure for mfant less than 2.5 kg axposure)
¢ MMonitor for at lazst 24 hours off morphme before dizcharze homa.
Failed Weaning: If after weamng or dizcontinuation of morphine, infant has perzistant “Yes™
responses fo ESC doe to NAS znd non-pharm care optimized to greatest extent:
a) Restart 1ast effactive (or dizcontinuation) doss of morphine and maintain dose for mmumum
of 24 hours OR
.wﬂm dﬂc:?men_t dm_e for up to 24 hours, partienlarly towerds end of weanmng process or
ontinuaticn.
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