Neonatal Abstinence
Scoring Tool used at AHN

Saint Vincent for Process
Improvement




Root Cause Analysis

» Lack of standardized training for NICU and Mother- Baby nurses
» Care delivery models different in NICU and Mother- Baby units

» Nurse to patient ratios



°
S C O rI n g NEONATAL ABSTINENCE SCORING SYSTEM

Maodified Finnegan Neonatal Abstinence Score Sheet

System | Signs and Symptoms Score Comments

Excessive high-pitched (or other) cry < 10 mins 2 The severity af crying should be 3ssessed afer the nfart has
mEcomiarts and needs sdoressed- SUCH 38 Nunger, oty olaper, of
i N ) lost pacstier

Continuous high-pitched {or other) cry > 10 mins | 3

o
s Sleeps < 1 hour after feeding 3 Soora for the longest period of sleep during the scoring Intenval. Cider

. . . g Imfants Wil sty In 3 quist 3wake state for longer- 4o not score them If

» EPIC documentation only included signs £ [ oo srors s s T
U y U g 3 Sleeps < 3 hours after feeding 1
E Hyperactive Mora refies 2 Hyperactive Morg RefeicAmms stay up far 3-4 seconds
] . Prangunced |itteriness af hands during or &t end of Moo
" Markedly hyperactive Moro reflex 3 Markedly Hyperactve Moro Refiex Arms 63y up for more than 4 seconds with
O n Syl ' l p O' ' .S F cionus- Involuntary regetiive Jens of wilsts or ankies
93‘ Mild tremors when disturbed 1 Mk tremaors- Hands or feet only. 13515 up to 3 seconds
2 " 2 Moderate 10 Severe IFemars- AMs and legs & well, lasts more Man 3 seconds
z M?dem&severe IrEmc!rs when disturbed Disturbes-seen when an Infant |s being touched, manipulsted. or nandied
. . . oy o Mild tremors when undisturbed E Undisturbed- when an intant Is sleeping or 3t rest In thelr bassnet. There i 1o fouch ©
» Defined operational definition R e PR
[
= AE5E5E fr NEad 13 When e InTant Is genty M=d up by Me anms
£ Increased muscle tone 2 SCOres ENOWIG Ny De given when e INfnt s 3 rest
o Excoriation (chin, knees, elbow, toes, nose) 1 ©nly score one Bme per abraded ares- may scare again If re-abraded
. T n O Uik con = Of MUSCIE Grouge of an A & one g
Myoclonic jerks (twitchingferking of limbs) 3 |ei, usully noour whan the Infant = slezping
Generalized convulsions- Seizurs 5 FAnytnmic mavements ihat cannot be stopped. eye devialion. and ip smacking

A provider should be nofifled Immediately and Infant shawld be evaluated
Swaating i Lock for sweafing Is on the forehead or upper lip. Sweating on the back of nack may b
from guerieating dusa 8o bundling

w | Ayperthermia 37 5-38.3C 1
— Axliary temperatuna readings
’2‘ g Hyperthermiz- 33.4C and above 2 & g
oo
g g Frequent yawning (= 3-4 times/ scoring interval) | 1 Approximately 15-20 second Interval
I3
==
=0 Mottling 1 Skin looks marbled with pink, while, and pale aneas
g E‘ MNasal stuffiness 1 Masal nalses whiks brasthing
=
ﬁ g Sneezing (= 3-4 times/scoring interval) 1 Approximately 15-20 second inberval
s 2 Nasal flaring ) An Infant wha |s showing signs of respirstory disiress should be carstully evalusted as
= & this could be 3 sign of Infection. metaboilc diseass, or lWng prodiem in 3ddition to MAS
Respiratory rate = §0/min 1 The respiratory rate should be observed for full minute & the INfant Ehould not be
. o . crylng while assessing. All needs shaukd be met befone 355e55ing, R 15 okay 10 walt 1o
Respiratory rate = 60/min with retractions 2 count rezpirations unfl after 3 fseding If neaded
- N TCreased rooling Denawior and of e Tap €5 Eei &
Excessive sucking 1 Sttempd to suck prior fo or afler 3 feeding
o Foor feedi B Ay or 8k Exressive suziong Eror i feeding miTeguent urile feading. THKES 7 =S fhan mimmLm
o aor ing st nesded far growtn. Uncoondnated sacking reflex. Continuausly gulps and S requently i
= ___ preathe, Unatie to Coge mouth argund pote gr bresgt Feedings ths onger than 20-30 mimiss.
g Regurgitation z Regurghiztes whalie feed or regurgitates 2 or more Bmes during 3 feed
o B ot 3ssoctatad wih burping
2 Projectile vomiting ? Brojactls yomting- forcefdl jection gf Stomach sontents
g Loose stoals 2 St00l |5 tIRNEr than 3 peanut butier consitancy with Me presence of =50% watsr
= Watery stocls (water ring on around stocl) Etoal s mare bquid than sold
= 2 Fresence of 3 WATER RING
®
&=
= Total Score
e Date/Time
=
n
= e
o Initials of Scorer




Standardized Education

» Two hours of education for NICU and Mother- Baby Nurses



Eat, Sleep, & Console Consideration

» Plan of care for infant on Mother- Baby unit on observation, not requiring
medications



Implementation Plan

Definition of Inter-Rater Reliability Tool (IRR)

>

» Super- users role and responsibilities

» Goal of each nurse scoring NAS infant is to be 920%-100%
>

Debrief at end of scoring activity



Current State

» Ready to implement data collection



Hybrid NAS scoring implemented to meet patient population

Eat, Sleep, and Console scoring tool to score NAS infant on Mother- Baby
unit

NAS infant requiring medications in NICU. Modified Finnegan scoring tool
used

EPIC documentation to include definitions of NAS symptoms
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