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Executive Summary
The Eat, Sleep, Console Playbook is designed as a framework for the non-pharmacological
care model and treatment of Neonatal Abstinence Syndrome (NAS) or Neonatal Opioid
Withdrawal Syndrome (NOWS). This playbook is designed to support the preparation of
maternity and pediatric caregivers to deliver safe, effective care for babies affected by NAS/
NOWS.
The overall purpose of this resource guide is to:
• Nationally align evidence-based and leading best practices across the organization.
• Support CommonSpirit Health Women’s and Infant’s Clinical Institute towards the adoption of
historical, current, and forthcoming healthcare models.
• Highlight the importance of patient safety and quality of service.
• Assist CommonSpirit Health facilities with implementation strategies to achieve gainful results
with focus on:

Expert panels from CommonSpirit Health Women’s and Infant’s Clinical Institute identified
Eat, Sleep, Console care delivery practices that formulate the constructs of this playbook.
The Eat, Sleep, Console Playbook is intended to assist all CommonSpirit Health facilities
with implementation of the program. Successful deployment of this playbook will promote
sustainable, high quality and coordinated patient-centered care in any market. The Eat,
Sleep, Console Playbook and its contents are endorsed by the Women’s and Infant’s Clinical
Institute.

Contributing Hospitals:
St. Joseph’s Hospital, Phoenix, Arizona		

CHI Franciscan, Tacoma, Washington

St. Rose Dominican Hospital, Las Vegas, Nevada

CHI CUMC Bergan Mercy, Omaha, Nebraska
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Introductions
The Women’s and Infant’s Clinical Institute of CommonSpirit Health has identified
management of Neonatal Abstinence Syndrome (NAS) or Neonatal Opioid Withdrawal
Syndrome (NOWS) utilizing the Eat, Sleep, Console model as an evidence-based and
validated approach to improve outcomes for newborns affected by NAS/NOWS and
their families.

From National Institute for Children’s Health Quality (NICHQ)
With rising opioid addiction rates, increasingly high numbers of babies are being born with
NAS/NOWS. These babies may suffer from multiple withdrawal symptoms including tremors,
trouble sleeping, irritability, fever, diarrhea, difficulty eating and gaining weight, and seizures.
Researchers at Yale-New Haven Children’s Hospital published findings (Hospital Pediatrics,
January, 2018) that suggest a mother-centered approach to caring for babies with NAS/
NOWS may reduce both the pharmacological treatment and length of hospital stay. The Eat,
Sleep, Console (ESC) model monitors how the baby is functioning, utilizing pharmacologic
treatment only as last resort, and critically, it keeps baby and mother together. Specifically, the
ESC model looks at:
• Eat: Is the baby feeding?
• Sleep: Is the baby able to sleep?
• Console: Can the baby be consoled within ten minutes of crying?
The ESC model supports an approach to NAS/NOWS that centers on the natural motherchild relationship, explains Matthew Grossman, MD, Assistant Professor of Pediatrics at the
Yale School of Medicine and Quality and Safety Officer at Yale-New Haven Children’s Hospital.
It actively involves and empowers the mother in her baby’s care so that both benefit from
the proven advantages of keeping mother and baby together. Findings from the study show
that babies treated following ESC guidelines were significantly less likely to receive a drug
treatment and reduced hospital stays by more than two weeks. Importantly, ESC has been
successfully implemented even for infants lacking family involvement.
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Guiding Principles
Included in this resource guide are the necessary tools, trainings, and work flow processes to
help your organization implement Eat, Sleep, Console. These guidelines, recommendations, care
approaches, and resources were vetted through a formal process and carefully identified to contain
foundational and critical program elements. They are believed to be instrumental in achieving
favorable outcomes. It is the desire for all CommonSpirit Health neonatal programs to methodically
integrate this care delivery pathway; however, there may be some degree of local customization.

Implementation Strategy
Success of Eat, Sleep, Console may require modifications to the manner in which current care
practices are delivered. Some areas may require higher degrees of transformation than others.
It will be important to complete a self-assessment and develop a strategic implementation
plan prior to launching unaccustomed care standard approaches. Strategic planning
considerations may include: existing workflows, institutional culture and engagement, hospital
resources, staffing requirements, technological needs, and governance monitoring structures.

Critical Elements for Success
An essential component of this care delivery process is the identification and prioritization
of elements for success. Critical elements of ESC were identified by a multidisciplinary team
and are supported by evidence. They have proven effective for improving the quality and
efficiency of care. Critical elements that are described throughout the playbook will be
necessary for an optimized care delivery model and may be used as a gap analysis tool.

Operations Critical Elements of Success
Element

1.

2.

Completed

❏ Organization and governance structure established (Identify and
empower an executive sponsor, NAS/NOWS team and oversight
committee with defined accountabilities; formal process to regularly
and consistently report progress)
❏ Analyze data and trends (Assessment of operational efficiencies and
quality; prioritize opportunities and develop strategic plan)

3.

❏ Process for on-going data and performance analysis

4.

❏ Development and implementation of performance improvement and
risk stratification plans

5.

❏ Plan in place for education of providers, clinicians, and key stakeholders

6.

❏ Define partnerships with community resources and others, as needed

7.

❏ Engagement of facility, division and system leadership for on-going support
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Background - Strength of Changed
Practice
The traditional approach to management of NAS/NOWS included use of the Finnegan Scale,
developed in the 1970s. Management with this tool focuses on decreasing the baby’s score,
rather than how the baby functions during withdrawal, and typically requires administration
and slow weaning of pharmaceuticals including opioids.
Research on long-term neurodevelopmental outcomes in infants with NAS/NOWS is lacking
for all methods of treatment, therefore it is not known whether Eat, Sleep, Console is better
or worse than current medical management practices. Pregnancy is considered a window of
opportunity to identify and support women with Opioid Use Disorder in seeking treatment for
themselves and engaging in planning for optimal care for their infants.
“Telling mothers, ‘You can be the treatment for your baby, you are the one who is going to
make this better, and you have everything your baby needs,’ can help build her confidence
because it shows that she has a unique capability to help her baby thrive,” says Grossman. “A
critical part of setting families up for success when they leave is not only helping them get
the medical support they need, but also building trust in their abilities while at the hospital.
Judgmental attitudes do the opposite.”
(Grossman MR, et al. Pediatrics 2017)
An analysis of available data for CommonSpirit Health cases of NAS (7.2/1000 births) between
January and November 2019, revealed an average length of stay of 17.1 days. It is projected
that implementation of Eat, Sleep, Console could result in a system-wide average 5.5 day
reduction in length of stay, at a median decrease in cost of $38,000 per infant. This analysis
does not include the added savings to be realized due to the reduction in the administration
of morphine. It is estimated that the implementation of Eat, Sleep, Console across
CommonSpirit Health could result in an annual savings of more than $8 million.

Length of Stay Reduction
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Eat, Sleep, Console Definitions
Neonatal Abstinence Syndrome (NAS) is a clinical diagnosis and a consequence of
the abrupt discontinuation of chronic fetal exposure to substances that were used or
abused by the mother during pregnancy. NAS is a generalized multisystem disorder,
which predominately involves the central and autonomic nervous system, as well as the
gastrointestinal tract. (Prabhakar Kocherlakota, Pediatrics August 2014, 134 (2) e547-3561; DOI:
https://doi.org/10.1542/peds.2013-3524)
Neonatal Opiate Withdrawal Syndrome (NOWS) is a group of problems that occur in a
newborn who was exposed to addictive illegal or prescription opiates while in the mother’s
womb. NOWS is a result of the sudden discontinuation of fetal exposure to opioids that were
used by the mother during pregnancy. NOWS is the new terminology better distinguishing
the management and treatment of “opioid withdrawal” and is characterized by the same
neurobehavioral dysregulation symptoms as NAS, but excludes non-opioid addictive
substances.

Care Pathway
Successful management of infant’s withdrawal symptoms:
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Eat, Sleep, Console Approach
Eat – Is the baby feeding?
• 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 effective latch and milk transfer, or
bottle feeding expected volume for age when showing hunger cues.
• Poor eating due to NAS: Baby is unable to coordinate feeding within 10 minutes of showing
hunger cues and/or is unable to sustain feeding for 10 minutes at breast or with 10 cc of finger
or bottle feeding due to NAS/NOWS symptoms (e.g., fussiness, tremors, uncoordinated or
excessive suck).
• DO NOT indicate “Yes” for poor eating if it is clearly due to non-NAS/NOWS related factors
(e.g., prematurity, transitional sleepiness or spottiness in the first 24 hours of life, or inability to
latch due to infant/maternal anatomical factors). If it is not clear if the poor eating is due to
NAS/NOWS, indicate “yes” on the flowsheet and continue to monitor the infant closely while
optimizing all non-pharmacological interventions. (Grossman, p. 6)

Sleep – Is the baby able to sleep?
• 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).
• Sleeping < 1 hour due to NAS/NOWS: Baby unable to sleep for more than one hour in
between feedings due to NAS/NOWS symptoms. All scoring occurs after baby is fed and
satiated.
• DO NOT indicate “Yes” if sleep < 1 hour is clearly due to non-NAS/NOWS related factors (e.g.,
physiologic cluster feedings, interruptions in sleep for routine newborn testing, symptoms
in first day likely due to nicotine or SSRI withdrawal). If it is not clear if sleep <1 hour is due to
NAS/NOWS, indicate “Yes” on the flowsheet and continue to monitor the infant closely while
optimizing all non-pharmacological interventions.

Console – Can the baby be consoled within 10 minutes of
crying?
• Unable to console within 10 minutes due to NAS/NOWS: Baby unable to be consoled within
10 minutes by infant’s caregiver while effectively providing recommended consoling support
interventions.
• DO NOT indicate “Yes” if infant’s inconsolability is due to infant hunger, difficulty feeding
or other non-NAS/NOWS source of discomfort (e. g., circumcision pain) or non-opioid
withdrawal. If it is not clear if the inability to console within 10 minutes is due to NAS/NOWS,
please indicate “yes” and continue to monitor the infant closely while optimizing all nonpharmacological interventions.
• Providers should perform these consoling interventions in the following order to assess
the level of support required for the infant to console. Parents and other caregivers are not
expected to follow a specific order when consoling their infant. Interventions include:
– Begin by softly/slowly talking to the infant, using voice to calm the baby
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– Look for hand to mouth movement and facilitate as needed by gently bringing baby’s
uncovered hand to his/her mouth. Watch for signs of consoling (eye opening, stilling,
calming, slowed breathing)
– Continue talking to infant while placing hand firmly but gently on baby’s abdomen
– Continue softly talking to baby while bringing baby’s arms and legs to the center of the
body
– Pick up infant, hold skin-to-skin or swaddled in blanket, and gently rock or sway infant
– Offer a finger or pacifier for infant to suck, or a feeding if infant showing hunger cues

Eat, Sleep, Console EHR Flow Sheet
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Operationalizing Eat, Sleep, Console
Screening for NAS/NOWS prior to delivery
Mothers who are in a known medication assisted treatment program, or for whom narcotics
have been prescribed for co-existing co-morbidities, should be referred to neonatology or a
nurse educator for a consultation prior to delivery. Ideally, consultation should occur between
32-36 weeks gestation. The ESC treatment program should be discussed as part of this
consult.
A history of maternal opioid use during pregnancy is an expected prerequisite to initiating
ESC. However, when neonatal opiate withdrawal is suspected, it may be appropriate to begin
screening using the ESC scoring tool even without a history of maternal narcotic use. Reasons
for initiating the ESC scoring system should be well documented by the providers. Supportive
evidence for maternal narcotic use can include medical record documentation, verbal
reports by the mother or obstetrical care providers, and/or documented toxicology screens
on the mother and/or neonate.
Neonates whose mothers deny narcotic use and/or have negative toxicology screens (mother
and/or neonate) should not be treated with opioids unless delaying treatment could result in
immediate life-threatening or neurological harm to the neonate. Other potential etiologies
that mimic withdrawal symptoms should be considered and actively explored, if indicated.
Neonatal toxicology screening should be performed per policy on neonate whose maternal
toxicology screening was refused or unknown.

Screening NAS/NOWS after neonate is born
1. Begin ESC scoring system when there is evidence supporting maternal narcotic use during
pregnancy and/or the neonate is experiencing symptoms consistent with opiate withdrawal.
2. Initiate scoring within 4-6 hours after birth or when symptoms first appear.
3. Continue to score the neonate at 3 to 4 hour intervals with routine care.
a. It is not necessary to wake the neonate to score.
b.	It’s important to note that some neonates that appear to be asleep may not actually
be in a sleep state, but rather a hypersensitive state with closed eyes and minimal body
movement in order to avoid external stimuli. This should be suspected if neonates are
difficult to arouse with care and/or lack the ability to achieve a quiet alert state during
caregiver interactions.

©2020 CommonSpirit Health. All rights reserved.

Women’s and Infant’s Clinical Institute | 8

Providing Non-Pharmacological Interventions for NAS/NOWS
First line treatment for infants with NAS/NOWS is non-pharmacological care which
significantly reduces the likelihood of needing pharmacological treatment and reduces
the duration of pharmacological treatment when initiated. A consistent approach to nonpharmacological care focusing on the parent as the primary care giver is important. It is
recommended that these interventions first be optimized and documented in the medical
record, prior to considering pharmacological treatment.
Non-pharmacological interventions should be optimized. If the newborn continues to
be unable to eat, sleep, or be consoled, a team huddle with the mother/parent and the
RN should occur to determine if any of the non-pharmacological interventions can be
optimized. If the non-pharmacological interventions have been increased and reinforced,
and the newborn continues to be unable to eat, sleep or be consoled despite optimal nonpharmacological care, the determination should be made if medication treatment is needed.
Examples of Non-Pharmacological Interventions:
• Rooming In
– Rooming in with parent throughout the entire hospital stay
– Families who have a baby with NAS/NOWS need to receive education on what to expect
– Rooming in has been associated with decrease in NAS/NOWS treatment and fewer days in
the hospital
• Parental Presence
– Ensuring parental presence at the bedside as often as possible
– Involving parents/caregivers in the assessment of NAS/NOWS symptoms and optimizing
non-pharmacological interventions
– Parents need to have the expectation set that they are the primary caregiver for their baby.
Parents need to be providing care for their baby
• Skin to Skin Contact
– Encouraging skin to skin contact
– Skin to skin contact helps infants with NAS/NOWS achieve state organization. They are able
to make smooth transitions from one state to another (sleeping to awake)
– Skin to skin contact has been shown to reduce agitation and enhance comfort
– Skin to skin contact is associated with decreased hormonal signs of stress (lower cortisol
levels)
– Skin to skin contact helps to buffer the environmental stimuli
• Holding by a caregiver or cuddler
– Encouraging holding, gentle rocking or swaying by a caregiver or cuddler
– If parents are not present, a caregiver or a cuddler should be scheduled to be with the baby
• Swaddling
– Swaddling or flexed positioning
– Swaddling provides support in helping the newborn to control their bodies and allows
them to focus on breathing and feeding with greater comfort
©2020 CommonSpirit Health. All rights reserved.
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• Optimal Feeding
– Optimal feeding including encouraging breastfeeding for mothers without concerns for
continued substance use or other medical contraindications
– Withdrawal may adversely affect sucking; therefore, babies may suck frantically or have
disorganized suck making it difficult for them to take in enough formula or to breastfeed
– Keep baby swaddled during feeding
– Breastfeeding should be encouraged
– Small and frequent feedings with high calorie formula/breastmilk helps to compensate for
excessive caloric expenditure
– May require frequent burping
– AAP states it is okay for women who are in drug treatment program to breastfeed if there
are no contraindications, regardless of the dose
– Small amounts of the drug is transferred, this may help decrease signs of withdrawal
– Breastfed infants are less likely to require pharmacological interventions
• Non-nutritive sucking
– Non-nutritive sucking on a finger or pacifier, ensuring baby is well-fed first
– Pacifiers are very useful because rhythmic, non-nutritive sucking behavior has a soothing
and state-organizing effect
– Non-nutritive sucking helps to modulate and decrease the infant’s uncoordinated
movements and distress
– Infants with NAS/NOWS may display head thrashing or excessive rooting when the pacifier
is close to mouth; therefore, helping the infant stabilize their head and facilitate ability to
latch on to pacifier may be needed
• Quiet environment
– Ensuring a quiet environment with low light and stimulation in room
– Keep lights low
– Offer calm surroundings
– Infants with NAS/NOWS have a low tolerance to stimuli and need protection from overstimulation but should not be stimulus-deprived
– Minimize any loud noise, voices should be low volume
• Limiting Visitors
– Limiting visitors to one at a time and only to those that will be quiet and supportive
– Routine is beneficial
– Caregivers should have a calm presence
• Clustering care
– Providing uninterrupted periods of sleep, clustering infant’s care
– Follow the infant’s cues; the baby may need to be fed before changing the diaper
• Other Interventions
– Other interventions have been shown to be beneficial
– Current studies are focusing on the benefits of incorporating the use of essential oils, aroma
therapy and acupressure to help to manage NAS
©2020 CommonSpirit Health. All rights reserved.
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– The prone position, along with flexed legs, increases sense of control and ability to relax.
Introduce back to sleep, as recommended by AAP, as infant shows less signs of withdrawal
and begins to transition to home. Prone positioning led to decrease in severity of NAS/
NOWS. If back to sleep protocol not followed for medical reasons, infant should be
monitored
– Vertical rocking is a slow rhythmic swaying following line from head to toe while swaddled
and is found to be comforting-soothes neurological system. Keep movement slow and
rhythmic and maintain the infant in a flexed/swaddled position

Monitoring the Neonate with NAS/NOWS
Scenario
Received rescue dose & left alone in the
room

Type of Monitoring
Pulse oximetry only

Pulse oximetry only if RN/provider is
uncomfortable
Continuous cardiopulmonary & pulse
Increasing morphine to “capture” *
oximetry
Morphine doses stabilized or weaning
Monitoring can be discontinued
Continuous cardiopulmonary & pulse
Clonidine
oximetry
Continuous cardiopulmonary & pulse
Phenobarbital
oximetry
*Capture = when withdrawal symptoms are controlled
For 1 hour after receiving dose of morphine

Neonates with seizure activity, moderate to severe tremors at rest, and/or projectile vomiting
should be immediately transferred to the SCN or NICU for evaluation.
It is recommended that the parent/caregiver use the Newborn Care Diary (See Appendix) to
keep track of their neonate’s behaviors and for staff to incorporate these observations into
the ESC scoring tool. In those instances where families are not involved in an infant’s care,
staff (and volunteers) successfully provide ESC treatment.
Discharge prior to 5 days of life is not recommended. Extended hospitalizations may be
necessary for neonates whose mothers were taking long-acting opioids such as methadone
and buprenorphine, in which case withdrawal symptoms can present as late as 5 days of life.
Hospitals may not have the infrastructure to keep mothers and babies in the same room. It is
recommended each hospital consider creative solutions to support mom-baby togetherness,
which might include the use of portable monitoring and private NICU rooms.
“Because the ESC approach gives families a chance to bond and practice caring for their
baby, it can help set families up for success while still in the hospital,” explains Grossman.
“When families go home, they’re already a team—they have done all the work, managing the
©2020 CommonSpirit Health. All rights reserved.
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symptoms and keeping the baby calm and fed. They feel confident when they leave instead
of unprepared.” Similarly, hospital staff can help families prepare for the transition home by
mapping out a plan for next steps that support both the family and the baby.

Staffing Assignment for the Neonate with NAS/NOWS
In general, newborn staffing ratios are unchanged when caring for a newborn with NAS/
NOWS who is being managed with the Eat, Sleep, and Console model. Each organization
will need to determine staffing based on their workflow. These newborns do not need to be
admitted to NICU for observation unless a pharmacological regimen is indicated.
Ideally these newborns can be monitored and managed on the mother-baby unit if possible.
As the mother/caregiver is providing the care for her baby, the nursing staff’s responsibility is
focused on assessment, education and support. Maintaining the newborn in a normal staffing
ratio for the unique situation for each unit reinforces that the focus of Eat, Sleep, and Console
is to treat the baby like a baby and treat the mom like a mom.
However, there may be instances when nursing ratios may need to be adjusted based on the
individual needs of the situation. For example, one hospital in CommonSpirit needed to make
the newborn a 1:1 patient assignment due to the mother’s inability to be present and the lack
of availability of other caregivers or cuddler volunteers due to hospital restrictions during
times of increased prevalence of illness in the community.

Treat the baby like a baby.
©2020 CommonSpirit Health. All rights reserved.
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Staff and Provider Education
The success of the ESC program is dependent upon staff and physician education.
Educational topics should include:
1. Substance Use Disorder/Opioid Use Disorder as a chronic illness
2. Empathic communication with parents
3. Neonatal Abstinence Syndrome/Neonatal Opiate Withdrawal Syndrome
4. Implementation of the Eat, Sleep, Console Model
5. Trauma informed care, and Stigma reduction
Education should be offered to all units i.e. Labor & Delivery (L&D), Mother-Baby unit, NICU,
and Pediatrics, as well as all disciplines i.e. OB/GYN, Neonatology, Nursing, OT, PT, SLP,
Developmental Specialists, Pediatrics, Social Work and Volunteers.
Clinicians who have a strong foundation of knowledge can educate and support families.
Positive provider and staff interactions with families of newborns with NAS will greatly
influence better outcomes and a successful hospital experience.
“Research shows that the language we use to describe this disease can either perpetuate or
overcome stereotypes, prejudice, and lack of empathy that keep people from getting the
treatment they need. Scientific evidence demonstrates that the disease is caused by a variety
of genetic and environmental factors, not moral weakness on the part of the individual. Our
language should reflect that.” (Ferner M, et al, 2017)

Educational Resources
(All related educational resources are available on the Dignity Health and Catholic Health
Initiatives Women’s and Infant’s SharePoint sites)
• Substance Use Disorder, Dr. Farzad Kamyar
• Infants with Prenatal Substance Exposure and their Parents: Family Approach of Yale New
Haven Children’s Hospital, Dr. Matthew Grossman
• Eat, Sleep and Console and Scoring, Cynthia Walker, RN BSN, Developmental Specialist
• Trauma Informed Care, CommonSpirit Health

Treat the mom like a mom.
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Partnering with Parents
The American Academy of Pediatrics supports a holistic
continuum of care
This philosophy of ‘moms as treatment’ not only benefits the health of the baby and helps
build a mother’s confidence and self-esteem, but it can also support the family’s ability to
care for the child after they leave the hospital. It gives mothers an opportunity to model the
kinds of behaviors that will continue to help the baby heal once home, establishing a positive
relationship that will also support the baby’s future social and emotional growth.
Similarly, hospital staff can help families prepare for the transition home by mapping out a
plan for next steps that support both the family and the baby:
1. Plan hand-off to the pediatrician
2. Schedule appointments with follow-up clinic for neurodevelopmental testing
3. Set family up with Early Intervention services
4. Connect with OB provider to support the mother’s care
5. Connect family with parenting support
Partnering with Parents with a focus on a holistic continuum of care includes focusing on the
following elements:
1. Understanding of Opioid Use Disorder in Pregnant Women
• Pregnant women with opioid use disorder often suffer from co-occurring mental health
conditions, particularly depression, history of trauma, post-traumatic stress disorder, and
anxiety
• Associated with lack of prenatal care, increased risk of fetal growth restriction, abruption
placentae, intrauterine passage of meconium, preterm labor, and fetal death
• Opioid use among pregnant women has increased dramatically over the past decade,
corresponding with an almost 5-fold increase in the number of infants experiencing opioid
withdrawal at birth
• In 2011, an estimated 14-22% of pregnant women were given an opioid prescription during
their pregnancy
2. Prenatal Consults
• Success for Partnering with Parents is improved when the mother’s healthcare provider
discusses navigating Neonatal Abstinence Syndrome (NAS)
• A prenatal consultation should be considered when:
– The mother has an untreated opioid use disorder
– The mother is being treated for opioid use disorder with pharmacotherapy
– The mother is on opioid pharmacology for a pain condition without an opioid use disorder
• Anticipatory Guidance should include:
– Discuss signs/symptoms of NAS
– Discuss support system available to family
– Highlight non-pharmacological treatment of NAS
- Parent rooming in with their baby during the baby’s hospital stay
©2020 CommonSpirit Health. All rights reserved.
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- Maternal breast milk use, if appropriate
- Kangaroo Care, swaddling
- Minimizing environmental stimulation
– Introduce ESC method of care to determine need for increasing non-pharmacological
support or need for pharmacological treatment
– Introduce the possibility of pharmacological treatment and expectations
– If mother is treated with pharmacotherapy, discussion of safe medication practices
– Encouragement of breastfeeding or providing breast milk if not contraindicated
• American Academy of Pediatrics (APP) provides a Guide for Prenatal Consultation. The consult
guide provides a framework for the prenatal conversation between mothers and neonatal
providers. (See example of consult guide in Appendix)
3. Empowering mothers and families to care for their baby in the hospital (See example in
Appendix)
• Parents are considered the most important element in the management of their baby during
withdrawal
• The role of the mother and family in supporting their baby while in the hospital includes
education and support throughout the hospital stay
• Eat Sleep Console guidelines for mothers and families should include expectations for
parenting their baby with NAS/NOWS in the hospital. Examples of statements may include:
– Congratulations on the birth of your baby! This can be a very exciting and anxious time for
many families. Your baby has some special needs that we are here to help you with. Your
baby may experience signs of substance withdrawal. Babies who have been exposed to
substances or are withdrawing require close observation and some special care. A great way
to help them is to stay with your baby as much as possible and provide them loving care
and support.
– For the safety of your baby, you are asked to follow Safe Sleep guidelines including not
sleeping with your baby in the same bed.
– Your baby’s nurse will be watching your baby closely. The nurse will check on you and your
baby and will monitor your baby every 2-4 hours for how well your baby was able to eat,
sleep and be consoled.
– If your baby has not been able to eat, sleep or be consoled because of withdrawal, you and
your baby’s nurse will look at what interventions are being used and if we can do anything
more to support your baby.
– The Eat, Sleep, Console approach is a way to watch your baby for signs of withdrawal. The
MOST important thing that you can do is to Room in with your baby in the NICU and to
provide constant presence for your baby.
– You can expect to Room in with your baby for approximately 5-7 days. If you are not able
to be here with your baby for a short period of time during this stay, please work with your
baby’s nurse to identify a family member who can be present OR have the health care staff
make arrangements to have a cuddler available.
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4. Supporting Parents as they ‘Try to do what is best’ (Rockefeller 2019)
• People living with addiction and mental health disorders often say the stigma they encounter
from health care providers is worse than the illness itself
• Mothers of substance-exposed infants experiencing NAS in the NICU have reported that they
felt judged by some nurses and experienced conflict with nurses in some interactions
• In some cases, parents avoided returning to the NICU
• Women reported non-judgmental approaches encouraged them to continue to access
services for follow-up care and support
• Health care team members who witness other team members using judgmental and
disrespectful language when talking about women who have used substances creates
feelings of moral distress for team members
• Mothers who score higher on bonding scales tend to be more motivated to stay in treatment,
more invested in self-care, and better able to adapt to their maternal role
• Mothers wanting to do what is best is an overarching theme
• Mothers consistently expressed a desire to be physically present with their infants during
hospitalization but often face barriers to doing so
• Mothers are eager to learn about NAS and want to be included in the care of their infants
• Overall, mothers described feeling supported in the hospital
• Health care team members can use The ACTS script as a simple tool to help team members
view women from new and different perspectives using curiosity rather than blame
• ACTS is a guide for responding respectfully and constructively to clinical situations where you
see your coworkers stigmatizing or judging our patients or families. ACTS Example: “I can’t
believe that they are letting her take the baby home.”

A
C
T
S

Acknowledge: “I used to feel the same way, then I got to know one of my
moms and realized she loved her baby.”
Create Reflection: “I wonder what may have happened in her life that led her
to make the choices she has.” “She is so gentle with her baby and is really
wanting to learn how to take care of her baby.”
Teach: “I have learned that often these women have experienced a lot and
learned to cope in ways I may not approve of, but when I am working with
them, I try to take it slowly and look for ways to build bridges.”
Support: “I saw that the mother was smiling and seemed more relaxed when
you were working with her.”
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5. Preparing for Discharge
• Preparing for Discharge is ongoing throughout the hospital stay (See Navigating NAS Safe
Discharge Checklist in Appendix)
– On Admission:
- Identify exposures, complete collection of newborn toxicology screen
- Encourage parent involvement
- Educate parent and caregiver on signs of Neonatal Abstinence Syndrome including
general care of the newborn; supportive care measures; medication adherence and
administration; and symptom management
- Encourage multi-disciplinary collaboration (nurses, social workers, music therapists, PT/OT,
nutritionists, and medical staff)
- Begin social work assessment and clearance for discharge
– Approaching Discharge:
- If short acting opioid exposure identified: newborn should be observed in the hospital for
at least 72 hours for signs of withdrawal
- If long acting opioid exposure identified: newborn should be observed in the hospital a
minimum of 5-7 days for signs of withdrawal
- If medically treated:
• Newborn observed off medications (opioids) for a minimum of 48 hours
• If the length of stay is greater than one week because of withdrawal symptoms, weight
gain should be established for a minimum of 48 hours prior to discharge with adequate
oral nutrition intake
• Concerns regarding child protection and guardianship have been addressed
• Assess how the home environment will support the mother and baby
• The continuum of care for families and newborns impacted by Neonatal Abstinence
Syndrome extends beyond discharge from the hospital. Successful transition of care
includes:
– Consider home health visits if needed and available
– Pediatrician or PCP appointment made, ensuring parent has transportation to appointment
– Neurodevelopmental clinic follow up if treated for Neonatal Abstinence Syndrome
– Identify community resources that may be available:
- Early Intervention (Help Me Grow)
- Early Head Start
- Head Start
- Incredible Years
- WIC

Parents are the treatment for the baby and the
baby can be the treatment for the parents.
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Volunteer Cuddlers
Cuddler volunteers are specifically trained to hold infants when a parent or caregiver is not
available. Infants withdrawing from maternal opioid use are typically irritable and difficult
to console. The cuddlers provide human contact and touch, contribute to the overall wellbeing of a hospitalized infant, and are an important adjunct to the management and care of
infants when implementing ESC.
Cuddlers, through training and orientation, must have a clear understanding of their purpose
in participating in the care of this vulnerable population and their role as a multi-disciplinary
team member. Cuddler education should include the possible physiologic characteristics
of infants experiencing withdrawal, cuddling tips, as well as appropriate parental interaction,
emphasizing compassion rather than judgment or bias. The volunteers must meet basic
requirements that include the physical demands of holding a newborn safely, and comply
with hospital policies including infant security, infection control, and patient privacy. (See
Appendix for Cuddler job description)
Nurses will also require education for integrating cuddlers into their practice.

Job description of a baby –
To Eat, Sleep, and be Consoled.
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Data and Evaluation
Monitoring the effectiveness and efficacy of Eat, Sleep, Console is important for continued
scalability. Comprehensive data collection and analysis should be structured around clinical
and operational performance and outcomes. To ensure accountability and achieve quality
outcomes, performance indicators need to be measured regularly.
Early identification of program and performance gaps allows opportunity for system-level
strategic planning and implementation and/or modification of best practice models while
minimizing quality and outcome risk to the patient population. Examples of quality and valuebased data elements may include:
•
•
•
•
•

Length of stay (hospital days)
Time to regain birth weight, weight gain
Morphine use, days and dose
Breastfeeding rates
Parent satisfaction scores

A collection and summarization of data information should be reviewed at least once
monthly as part of the interdisciplinary review. These reports include outcomes and trends to
assist with patient risk stratification and identification of predictive quality outcomes.

Data Monitoring
Routine collection and analysis of the data elements will enable facilities to make informed
and necessary clinical enhancements, adaptations and operational decisions. Data reviews
can yield future benefits in patient and financial outcomes, as they will help unveil variations
in practice, uncover unexpected patterns and inefficiencies, and reveal optimal or suboptimal
performance. It will be important to develop a strategy around the data collection and
analysis process to effectively impact value and outcomes.
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Governance, Leadership, and
NAS/NOWS Team
Culture change in any organization can be challenging. It takes a mindful and systematic
approach. Organizational structures and leadership engagement influence operational
and clinical effectiveness. Governance structures ensure the organization remains forwardfocused and nimble in responding and adapting to industry changes and healthcare
consumerism.
The center of quality governance is integrated patient-centered care. It brings together
multi-professional groups collaborating with the aim of controlling and managing risk, while
assuring accountability at each segment of the care-continuum. Provisions of an ESC and
NAS/NOWS governance framework may assume responsibility for strategic planning and
institutional care re-design implementation, performance evaluation, risk identification,
quality and value alignment, and stakeholder engagement.
Studies show that the following strategies are viable approaches to building high impact
governance teams:
• Establishing clinical champions
• Leadership support for innovation and transformation
• Building and reassessing clinical and community partnerships
• Focusing efforts on patient quality and safety
• Leadership development and training
• Cultivating strong culture and attitudes
The Women’s and Infant’s Clinical Institute (WICI) supports a facility and division level dyad
leadership model with governance and accountability to the WICI Executive Leadership
Council and to the Office of the CMO for CommonSpirit Health, with the understanding that
various clinical governance structures exist within each division and facility.
When deploying ESC, it is recommended facilities form a NAS/NOWS team to include key
stakeholders from neonatology, perinatal safety and obstetric nursing, nurse education,
lactation consulting, social work, rehabilitation/therapy, pharmacy, quality, risk, and hospital
leadership. Activities of the NAS/NOWS team should have a direct connection to the
facility’s medical executive committee, operational executive leadership or administrative
council, and quality or performance excellence committees for improving patient outcomes.
Prioritization should be placed on improving patient outcomes, eliciting high quality, safety,
and satisfaction while balancing healthcare delivery and financial performance.
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NAS/NOWS Team
The NAS/NOWS team is multi-disciplinary and aimed at improving patient outcomes that is
patient-centered and focuses on integrated medical care. The facility NAS/NOWS team may
include, but not limited to: nurses, pediatricians, neonatologists, quality analyst, pharmacist,
social work, case management, physical therapy, occupational therapy, and hospital
leadership.
The NAS/NOWS team gathers as a focus group, with interested stakeholders, to analyze
data, look at current literature, and identify potential barriers and successes. The NAS/NOWS
team may hold weekly meetings prior to implementation of the program and throughout
the first stages of implementation. Once the program has shown stability, focus group
meetings can move to bi-weekly and then monthly as appropriate. As the team navigates
through the implementation and change process stages of ESC, the deployment of a quality
improvement tool, such as a PDSA cycle, should be considered.

PDSA Cycle
ACT

PLAN

Act on the results.
(What changes are
to be made? What is
the next cycle?)

Plan the next cycle
of the change.
(Who, What, Where,
When and How)

STUDY

DO

Study the
outcomes of the
change.
(Complete the
data analysis and
summarize what
was learned)

Do the next cycle
of the change.
(Document
problems and
unexpected
observations and
begin data analysis)
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Change Process
1. Develop a NAS/NOWS team and PDSA focus group.
2. Educate all invested parties including all nurses, therapists, developmental specialists, and
health care providers.
a. Include education about Adverse Childhood Events (ACES), ESC evaluation tool and nonpharmacological treatment, and developmental care for a baby with NAS/NOWS.
3. Begin a pilot with one family.
4. Educate all Mother Baby RNs.
5. Advertise the program to hospital obstetricians at the OB committee meeting, to
community OBs in the area, as well as at any local medication assisted treatment clinics.
6. Analyze pre and post data.
7. Share quality outcomes and financial savings with the hospital leadership.

Guidance and Support for Nurses
1. Team members should round on the babies daily, at the very least, check that the orders are
entered properly, see how the baby is progressing, as well as provide support for the patient
care team.
2. Check in with the energy around the nursing assignment.
3. Be patient with questions.
4. Address concerns and challenges.
5. Nurse to patient staffing ratios will vary based on the neonate’s needs at that time.
6. Acknowledge the difficulties of change “I know this is different and hard, but research has
shown it is what is best for babies. How can I help you? Do you need a break?”
7. Hold high expectations for charge nurses and supervisors to support the program.
8. Invite small groups to visit hospitals where this is already a successful approach to
treatment.

Guidance and Support for Residents
1. Educate each new incoming group of residents.
2. Hold question and answer sessions.
3. Have order sets created and/or cheat sheets for orders.
Remember that this is a continual learning process. Be patient and take baby steps. Celebrate
small and big wins. For any change to occur the leadership must be invested and integrated
in the change process and model the expectations.
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Appendix
Eat, Sleep, Console Approach (Yale-New Haven Children’s
Hospital)
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CHI Franciscan Eat, Sleep, Console Scoring Tool

Eat, Sleep Console Scoring Tool
(A guide for parents/caregivers)

• Score baby ideally while skin to skin or held swaddled by mother/caregiver.
• Review baby’s ESC behaviors since last assessment 3-4 hours ago using Newborn Care Diary with caregivers.
See back of sheet for definition of items.

DATE/TIME:
EATING

Example

Can the baby tolerate feeds? Yes/No

Yes

SLEEPING
Did the baby sleep for >1 hour after being fed?
Yes/No

Yes

CONSOLING
Consolable within 10 minutes? Yes/No

No

Parental/Caregiver Presence
Parental/caregiver presence since last
assessment:
No parent present = 0		
2-3 hours = 2
1-2 hours = 1			
3+ hours = 3

1

Management Decision (To be filled out by RN)
Recommend a Team Huddle? Yes/No
Management decision:
Optimize non-medicine care: 1
Initiate medication treatment: 2
Other (please describe):

Non-Medicine Care
Skin to skin contact: Yes/No
https://pediatrics.aappublications.org/
content/136/3/596

Yes

Holding by caregiver/cuddler: Yes/No
https://www.marchofdimes.org/complications/
touching-and-holding-your-baby-in-the-nicu.aspx

Yes

Clustering care: Yes/No

No

Dim lights: Yes/No

Yes

Quiet voices: Yes/No

Yes

Pacifiers: Yes/No

Yes

Swaddling: Yes/No

Yes

White noise machine: Yes/No

No

Feeding when hungry: Yes/No

Yes

Swaddle bath: Yes/No

Yes

Mamaroo swing: Yes/No

No

Limit visitors: Yes/No

Yes

Other: (Please specify)
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Pharmacological Treatment
EXAMPLE: St. Joseph’s Hospital Medical Center, Phoenix
• PRN pre-ordered medications
•	Rapid weaning protocol is initiated if pharmacological treatment is determined to be
necessary
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EHR Flowsheet Row Information
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Parent Brochure (approved use by CHaD and NNEPQIN
4/7/2020)
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Prenatal Consultation Guide (from Navigating NAS, AAP.org)
Permission is granted to CommonSpirit Health Women’s & Infants Clinical Institute for the use of the “Navigating NAS:
Safe Discharge Checklist” AND “Navigating NAS: A Guide to the Prenatal Consultation” images as depicted below in the
CommonSpirit Health Eat, Sleep, Console Playbook.
This permission is granted nonexclusively for one-time use and educational purposes only and is limited to print and electronic
format. Rights granted do not apply to revised editions, foreign language editions, or any versions via online or other media. Near
the material, please prominently place a credit line to the AAP and the original source of the material.
The appearance of the American Academy of Pediatrics name does not constitute endorsement of any good or service.
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NAS Safe Discharge Checklist (from Navigating NAS, AAP.org)
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CHI Franciscan Newborn Care Diary

Newborn Care Diary
Baby’s Name: ________________________

Time of
baby’s
feeding
(Start to finish)

Example
12:15-12:40
p.m.

Breastfeeding
(total # of
min.)

L-15 min
R-10 min

Bottle
feeding
(total # of
mls)

30 ml

LR-

ml

LR-

ml

LR-

ml

LR-

ml

LR-

ml

LR-

ml

LR-

ml

LR-

ml

LR-

ml

Time when
baby fell
asleep

10:00
a.m.

Date: __________________

Time when
baby woke
up

Did baby
feed well? (If
not, describe
why)

12:00
p.m.

No; Spit up
a lot after;
Poor suck
or latch;
Loose
stools
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Did baby
sleep for an
hour or more
after feed?
(If no,
describe
why)

No; Woke
to a loud
noise; fussy

Was baby
soothed in
10 min?
(If no, please
describe)

No; Woke
hungry;
Hard to
soothe to
feed

Check box
for pee

Check box
for poop
(Please
describe)

✔
✔

Loose
and
green

Butt red?
Diaper
cream
used?

Extra Comments
or Concerns/
Care Provided

Last feed was
4 hours agowill do skin to
skin time and
offer feed
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Job Description, Title: Volunteer, Baby Cuddler
Position Summary
Cuddlers can hold, rock, soothe, comfort, read or sing to infants and children. Cuddlers are
supervised by nursing staff. Cuddlers cannot perform any clinical patient care, including but
not limited to:
• Changing diapers
• Feeding an infant or child
• Taking vital signs
• Cuddling infants and children in isolation or who are unstable
• Assessments (no monitoring or charting of any kind)

Essential Accountabilities
• Always check in with the nurse upon arrival and departure.
• Upon guidance from a nurse: provide comfort to patients in the absence of parents/
guardians: console, hold/cuddle stable infants under direct supervision of infant’s nurse.
• Help people in the door, direct to handwashing and provide guidance for parents and visitors.
• Parent/Guardian support: offer to be present if parent needs/wishes to leave bedside.
• Restock supplies with diapers, linen, etc.
• If working in the Pediatric unit, check with nursing desk to see if there are children who might
benefit from some company.

Essential Knowledge, Skills and Abilities
• Must be able to walk considerable distances in the hospital
• Must be able to sit for long periods of times
• Must be able to lift and hold 15 pounds
• Must be able to hear

Minimum Experience
• Preferred experience with children.

Interpersonal Relationships
• Ability to communicate with individuals of all ages and cultures.
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