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John Zupancic 
 
EDT Abstract Title Presenting Author 
2:30 pm   Introduction & General Information   

2:35 pm 3384871 
Prevention of Necrotizing Enterocolitis (NEC) in Very Preterm Infants: NEC-Free NICU Quality 
Improvement Initiative Belal Alshaikh 

2:45 pm 3378643 
The Quality of our Quality Improvement: A Systematic Review of Data Methods Used in NICU Quality 
Improvement Projects from 2009 to 2018 Stephanie Deccy 

2:55 pm 3379127 Improving Birth Certificate Accuracy in Alabama: A Quality Improvement Initiative Samuel Gentle 

3:05 pm 3371574 
Multi-disciplinary engagement improved time to first maternal milk from 45 hours to 21 hours for 
preterm infants in the neonatal intensive care unit Emily Hiriak 

3:15 pm 3375195 
Development and Implementation of an Earlier Refeeding after Necrotizing Enterocolitis (NEC) 
Guideline for Non-Surgical NEC Ekta Patel 

3:25 pm 3345426 
Reduction in Delivery Room (DR) Continuous Positive Airway Pressure (CPAP)-Associated 
Pneumothorax (PTX) in ≥35-Wk Gestational age (GA) Neonates Edward Stocks 

3:35 pm 3337962 
Implementation of Evidenced-Based Guidelines Improves Patient Safety During Non-Emergent 
Neonatal Intubations Rebecca Shay 

3:45 pm 3380459 
Neurodevelopmentally Sensitive Intubations: Reframing a Common Problem to Improve the Reliability 
of Intubation Premedication Jessica Davidson 

3:55 pm   Wrap Up   
 
 



Question Asked Answer Given Answerer 
Great work, do you have to get HIPPA clearance 
to use the app 

Keriton is an end-to-end HIPPA compliant platform.   Emily Hiriak 

Is this an inborn unit?  Or inborns and outborns?   We are an Inborn unit.  Due to the time-sensitive nature of early 
pumping, there will likely be more barriers implementing this in an 
outborn unit. 

Emily Hiriak 

Often these mothers are quite sick after delivery. 
Do you have suggestions on how you engaged 
the OB staff to work with these mothers to hand 
express/pump very soon after delivery? 

Our lactation consultants were critical to helping both our moms and the 
maternity staff with this.  They often taught mom's support person how 
to set up the pump and enlisted their help.  Also, we had a group of 
maternity nurses working on these barriers as well.  Also, these moms 
who were sicker after delivery were often the ones whose babies 
received their milk >24-48 hours. 

Emily Hiriak 

What is your units  
Galactagogue usage ratio  

I'm not sure if this question was for me (the time does not match)- but 
we do not use galactogogues during the postpartum hospitalization 
period. 

Emily Hiriak 

Were the differences between the early and late 
group adjusted for illness severity? 

Within the individual studies they were adjusted for Bell's Stage in only 
1 of the studies. Within the meta-analysis, our final analysis included 
Stage II infants but one of the smaller studies did also include infants 
with Stage III. 

Ekta Patel 

What type of milk was used for refeeding? Any 
specific tables for the volume increments? Thanks 

We used MoM and donor milk if it was not available. We transitioned to 
formula once at full feeds and tolerating for at least 1 week.  

Ekta Patel 

Great Project what was rate of advancement Thank you. We had a new feeding protocol for all infants that started in 
March 2018 (the NEC refeeding protocol was initiated in Jan 2018). 
After 3/18, we began trophic feeds at 12 ml/kg/day for 3 days (< 1kg) 
then advanced 25 ml/kg/day divided BID and 1 day (> 1 kg) advanced 
30 ml/kg/day divided BID. Fortification around 100 ml/kg/day. 

Ekta Patel 

What was your protocol before the present study? 
and what was the mean difference in days 
between the two protocols that is pre and post 
study for starting feeds in different stages of 
NEC? 

We had no protocol for feeding after NEC prior to our study. Most of us 
would feed a median of 7-10 days NPO for non-surgical infants but it 
ranged from 1-49 days prior to our guideline. Post guideline was a 
median of 4 days for just the Stage IIA and IIB. I have not looked at the 
non-surgical IIIA infants or stage 1. 

Ekta Patel 

Which kind of milk? We used MoM and donor milk if it was not available. We transitioned to 
formula once at full feeds and tolerating for at least 1 week.  

Ekta Patel 

is there any difference in usage of MOM and 
fortifier type between periods? 

We did not specifically look at usage of MOM during the periods, but 
there was no difference in fortifier type. All infants were fortified at ~100 
ml/kg/day with Similac Special Care 

Ekta Patel 

Do these intubations also include the intubations 
for "INSURE"? 

No, the intubations in our study do not include the indication of 
INSURE. 

Rebecca Shay 



Question Asked Answer Given Answerer 
You mentioned 4% of no medication use for non-
emergent intubation before, in which cases no 
premedication was used to intubate? Thanks  

In our baseline data, 4% of intubations we classified as 'non-emergent' 
were not premedicated. This number has significantly decreased with 
the initiation of our project. Common themes identified in infants who 
were not premedicated in the baseline data included those without 
intravenous access and those who had an unplanned extubation with 
timely re-intubation. 

Rebecca Shay 

Why even with evidence based of benefit of 
premedication still there is resistant and what was 
the most factor causing resistance and how you 
solve it 

Difficulty obtaining IV access for premedication was a common concern 
by our staff, and intranasal options have been provided in those cases. 
Otherwise, there has been minimal resistance to the concept of 
premedication in our unit, but all providers were excited to develop 
standardized guidelines given the historical variability in premedication 
choices based on individual preferences. Sharing the baseline data was 
the most powerful tool we used to encourage change.  

Rebecca Shay 

Nice project!  Tough data to collect - did you get it 
from chart review?  Special data form? 

Experienced nurses document all procedures in our unit 'real-time' on 
CODE sheets. You are right that this data can be difficult to collect; one 
of the limiting factors in this study is that there is variability that comes 
with manual data collection. The data was collected from the 'real-time' 
procedure forms (which served as our initial data forms), chart review 
(electronic medical record vital signs and procedures notes), and 
debriefing forms. Data discrepancies were discussed directly with 
bedside providers present at the time of the procedure.  

Rebecca Shay 

Does it include LISA intubations? No, the intubations in our study do not include the indication of LISA. Rebecca Shay 

the definition of intubation attempt might 
inadvertently increase the failure rate and falsely 
support your intervention. 

The definition of intubation attempt is something that is frequently 
discussed in our unit. Most neonatal intubation literature defines an 
intubation attempt as any time the blade enters the mouth of the 
patient, due to the fact that patient instability can occur with 
laryngoscope visualization. We have chosen to use that definition in 
both our baseline and implementation data, and we ensure that we are 
documenting consistently to reflect that definition. By using the same 
definition in the pre- and post-implementation periods, we do not expect 
that our intervention will appear to be falsely supported. However, we 
agree it is challenging to truly define an intubation attempt.  

Rebecca Shay 

What was the experience level of personnel 
intubating these infants? 

The personnel intubating these infants are neonatal fellows (first, 
second and third year), neonatal nurse practitioners, and neonatology 
attendings. We track the intubating provider for all procedures. 

Rebecca Shay 

What is the indication for rocuronium in your unit? We are recommending rocuronium for all non-emergent neonatal 
intubations, but due to the fact that there are safety concerns regarding 
paralyzing a neonate who is not easily stabilized with bag mask 
ventilation and/or with craniofacial anomalies, we have continued to 

Rebecca Shay 



Question Asked Answer Given Answerer 
allow providers to decide if they would like to add rocuronium to the 
atropine and fentanyl. Anecdotally, our providers less frequently choose 
to paralyze our younger, smaller neonates. In our post-implementation 
data, we used a paralytic more frequently than in our baseline data 
(15% compared to 5.6%); in our post-implementation data, 100% of the 
neonates who were paralyzed prior to the first attempt were intubated 
successfully on the first attempt. We have not needed to use any 
reversal agents (for paralytic or analgesia/rigid chest) during this study 
period.  

Are there the cases of surgical cases in NICU 
(PDA, or peritoneal dream)? 

Intubations occurring in the setting of surgical cases (bedside or 
operating room) in which an anesthesiologist intubated the patient were 
not included in our study. Intubations for bedside procedures in which a 
neonatology staff member performed the procedure were included if the 
intubation was deemed 'non-emergent' and met criteria for inclusion in 
our study. 

Rebecca Shay 

 


